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For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg,  glyceryl  guaiacolate  100  mg, 
theophylline  100  mg;  phenobarbital  8 mg  (warning  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  frequent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness, or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism  Drowsiness  may 
occur  Ephedrine  may  cause  urinary  retention,  especially  in  the  presence  of 
partial  obstruction,  as  in  prostatism 

RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6 one  half  adult  dose 
SUPPLIED  Bottles  of  100  and  1000  scored  tablets 


BREON  LABORATORIES  INC.  • 90  Park  Avenue,  New  York,  N Y 10016 


DYAZIDE 

MAKES  SENSE 


® Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


*Indications:  Edema  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  nepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene. 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 
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BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 

SK&F  Co.,  Carolina,  P.R.  00630 
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Documented  bioavailability.. 
Regimen  flexibility 

q.i.d.  or  q 6h  immediately  after  or  between  meals 


E-Mycin 

erythromycin  enteric-coated  tablets,  Upjohn 

250  mg 

Formulated  for  quality... 
Priced  for  economy. 


Upjohn 


See  facing  page  for  brief  summary  of  prescribing  information. 


MYCIN®  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
liromycin  enteric-coated  tablets,  Upjohn) 

Mycin  Tablets  (erythromycin  enteric-coated  tablets)  are  spe- 
ally  coated  to  protect  the  contents  from  the  inactivating  effects 
gastric  acidity  and  to  permit  efficient  absorption  when  ad- 
linistered  either  immediately  after  meals  or  when  given  be- 
;een  meals  on  an  empty  stomach. 

idications:  Streptococcus  pyogenes  (group  A beta-hemolytic 
reptococci):  Upper  and  lower  respiratory-tract,  skin,  and  soft- 
ssue  infections  of  mild  to  moderate  severity.  Parenteral  benza- 
line  penicillin  G is  considered  by  the  American  Heart  Associa- 
on  to  be  the  drug  of  choice  in  the  treatment  and  prevention 
: streptococcal  pharyngitis  and  in  long-term  prophylaxis  of 
leumatic  fever.  When  oral  medication  is  necessary  (because 
le  parenteral  route  is  contraindicated)  or  if  there  is  known 
lergy  to  penicillin,  the  following  recommendations  made  by 
le  American  Heart  Association  apply:  1)  Oral  penicillin  G or  V 
vhere  no  allergy  exists)— This  is  the  drug  of  choice.  Give  for 
minimum  of  10  days;  2)  Erythromycin— Give  for  a minimum 
f 10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
lycin  have  been  reported. 

Ipha-hemolytic  streptococci  (virdans  group):  Short-term  pro- 
hylaxis  against  bacterial  endocarditis  prior  to  dental  or  other 
perative  procedures  in  patients  with  a history  of  rheumatic 
>ver  or  congenital  heart  disease  who  are  hypersensitive  to 
enicillin.  (Erythromycin  is  not  suitable  prior  to  genitourinary 
jrgery  where  the  organisms  likely  to  lead  to  bacteremia  are 
ram-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
taphylococcus  aureus:  Acute  infections  of  skin  and  soft  tissue 
f mild  to  moderate  severity.  Resistance  may  develop  during 
eatment. 

iplococcus  pneumoniae:  Upper  respiratory-tract  infections 
;.g.,  otitis  media,  pharyngitis)  and  lower  respiratory-tract  in- 
jctions  (e.g.,  pneumonia)  of  mild  to  moderate  degree. 
lycoplasma  pneumoniae  (Eaton  agent,  PPLO):  In  the  treatment 
f primary  atypical  pneumonia,  when  due  to  this  organism. 
reponema  pallidum:  Infections  due  to  this  organism. 


Corynebacterium  diphtheriae  and  Corynebacterium  minutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishment  of 
carriers,  and  to  eradicate  the  organism  in  carriers.  In  the  treat- 
ment of  erythrasma. 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  amebiasis 
only.  Extra-enteric  amebiasis  requires  treatment  with  other  agents. 
Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication:  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver. 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  non-susceptible  bacteria  or  fungi.  If  such  infec- 
tions occur,  the  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  and 
other  skin  rashes  have  occurred.  Serious  allergic,  reactions,  in- 
cluding anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  though 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
peutic amounts.  Allergic  reactions  associated  with  acute  over- 
dosage should  be  handled  in  the  usual  manner— that  is,  by  the 
administration  of  adrenalin,  corticosteroids,  and  antihistamines 
as  indicated  and  the  prompt  elimination  of  unabsorbed  drug, 
in  addition  to  all  needed  supportive  measures. 

How  supplied:  250  mg— in  bottles  of  100  and  in  unit-dose  pack- 
ages of  100  enteric-coated  tablets.  Caution:  Federal  law  pro- 
hibits dispensing  without  prescription. 

For  additional  product  information,  consult  the  package  insert 
or  see  your  Upjohn  Representative. 


)emonstrated  bioequivalence  of  E-Mycin  taken  immediately  after  meals  or  between  meals. 


Time  After  Administration  of  First  Dose  (hours) 


▲ q.i.d.  Drug/Food  ▲ q 6h  Drug 


mb  Regimen  A (after  meals)— One  250  mg  E-Mycin®  tablet  admin- 
istered q.i.d.  immediately  after  breakfast,  lunch,  and  dinner, 
and  at  bedtime  with  a snack. 

Regimen  B (between  meals)— One  250  mg  E-Mycin  tablet 
administered  q 6h  at  least  two  hours  after  meals. 


\lo  statistically  significant  difference  in  area  under 
[he  curve  was  observed  from  0-24  hours  or  48-72 
nours  at  the  95%  confidence  level  (p>.05). 


The  data  clearly  demonstrate  that  E-Mycin,  when 
administered  q.i.d.  immediately  after  meals,  pro- 
duced average  serum  levels  equivalent  to  those 
obtained  when  the  drug  was  administered  q 6h  at 
least  two  hours  after  meals. 


E-Mycin  Study  CS076  on  file  at  The  Upjohn  Company.  The  study 
was  performed  with  twenty-two  normal  male  adult  volunteers 
utilizing  a randomized  two-way  complete  crossover  design. 

E-Mycin 

erythromycin  enteric-coated  tablets,  Upjohn 

250  mg 

Formulated  for  quality. . . priced  for  economy 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001,  U.S.A. 
© 1975  The  Upjohn  Company  med  b 7-s 
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NOT  TOO  Lii  ilk 

■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 

NOT  TOO  MUCH 

■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  *ocal  pharmacies 

<s  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


No.  3 

s potent  as  the  pain  it  relieves. 


e.g.the  pain  of 
sprains  and  strains 


EMPIRIN  COMPOUND 
WITH  CODEINE  NO.  3 

codeine  phosphate* (32  4 mg)  gr  V2 

Each  tablet  also  contains  aspirin  gr  3’2.  phenacetin  gr  2%.  caffeine  gr  /?.*Warning-may  be  habit-forming 
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consider  the  effect  on 
coexisting  glaucoma  when 
you  prescribe  a vasodilator 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODILAN 

I IS0X3JPRINE  HCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadjiliTMrn  u..o.-tOSI!S 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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Medical  News 


Do  you  have  any  old  directories? 

Our  library  needs  volumes  42  and  44  (years  1947  and 
1951)  of  the  Medical  Directory  of  New  York  State. 
Please  contact  Mrs.  Vera  Poliak,  MSSNY  librarian,  if 
you  have  a copy  you  can  spare. 

Radio  network  brings  medical  news  to 
physicians  of  Greater  New  York 

A broadcasting  station  connected  with  the  country’s 
newest  radio  network  has  been  set  up  in  New  York.  It 
is  presently  on  the  air  twenty-four-hours  a day  and  is 
broadcasting  only  news  and  education  for  physicians. 

The  new  station,  part  of  Physicians  Radio  Network 
(PRN)  is  made  possible  through  the  support  of  seven 
pharmaceutical  firms:  CIBA;  Eli  Lilly;  Merck  Sharp  & 
Dohme;  Pfizer  Laboratories  Division;  Roche  Laborato- 
ries; Smith  Kline  & French;  and  Warner/Chilcott. 

For  the  past  year-and-a-half,  PRN  has  been  broad- 
casting medical  news  to  physicians  in  a growing  number 
of  cities  throughout  the  country.  In  New  York,  PRN 
will  broadcast  within  a 30-mile  radius  of  the  City  on 
frequencies  that  can  be  heard  only  on  a special  radio. 

The  special  radio  will  be  supplied  to  Greater  New 
York  physicians  free  of  charge.  It  will  permit  them  to 
tune  in  any  hour,  any  day  of  the  week,  for  the  latest 
news  about  advances  in  medicine. 

The  broadcast  day  is  divided  into  hour-long  pro- 
grams. Segments  of  each  hour  are  assigned  various  as- 
pects and  specialties  of  medical  practice.  Like  commer- 
cial radio  everywhere,  the  news  is  interspersed  with 
brief  product  messages  provided  by  its  sponsors. 

While  most  of  the  hour  is  devoted  to  news  from  na- 
tional medical  centers  and  scientific  meetings,  a portion 
of  it  will  include  medical  news  and  information  from  the 
New  York  area.  This  news  will  be  broadcast  by  Gary 
Gatza  of  the  Medical  Society  of  the  County  of  New  York 
and  will  contain  reports  not  only  from  Manhattan,  but 
also  from  the  four  other  boroughs  of  the  City,  as  well  as 
Nassau,  Westchester,  and  part  of  the  Rockland  counties; 
Bergen,  Essex,  Hudson,  and  part  of  Middlesex  and  Pas- 
saic counties,  in  New  Jersey;  and  a portion  of  Fairfield 
County,  in  Connecticut.  These  regions  are  all  within 
the  range  of  PRN’s  New  York  broadcast.  It  is  expected 
that  their  local  medical  societies  will  regularly  contrib- 
ute news  to  the  PRN  programs. 

It  will  also  be  possible  to  interrupt  the  broadcast 
schedule  for  any  urgent  announcements  on  matters  af- 
fecting health  in  the  nation,  in  a region,  or  even  in  indi- 
vidual communities. 

Material  for  broadcast  is  prepared  by  some  100  radio 
news  correspondents  who  regularly  cover  scores  of  medi- 
cal meetings  and  conferences,  taping  on-the-spot  reports 
of  new  developments  in  diagnosis  and  treatment,  as  well 
as  comments  by  eminent  medical  specialists. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 


“Some  medical  discoveries  are  too  important  for  phy- 
sicians, and  their  patients,  to  have  to  wait  for  the  weeks 
and  months  that  medical  journals  often  take  before  an 
article  can  be  published,”  states  Jay  Raeben,  president 
of  Visual  Information  Systems,  which  has  established 
the  Physicians  Radio  Network. 

“Although  radio  is  no  substitute  for  such  publica- 
tions, it  can  alert  the  physician  to  developments  he 
should  know  about,”  says  Raeben.  “PRN  makes  it  pos- 
sible for  the  physician  to  receive  this  information  quick- 
ly, directly  from  the  place  where  it  is  first  announced, 
and  often  in  the  voice  of  the  scientist  making  the  news.” 

Visual  Information  Systems,  with  headquarters  in 
New  York,  is  a division  of  Republic  Corporation. 

Retired  American  physicians  organize  new 
association 

American  physicians  who  have  retired  from  practice 
or  are  planning  for  retirement  have  formed  a new  soci- 
ety to  serve  their  needs  and  interests — The  American 
Retired  Physicians  Association. 

The  association  includes  retired  and  semi-retired 
physicians  and  their  spouses  and  widows,  age  fifty-five 
and  over.  ARPA  is  incorporated  in  the  State  of  Illinois 
as  a not-for-profit  group.  Executive  Director  is  Ralph 
Creer,  former  director  of  the  American  Medical  Associa- 
tion’s Department  of  Scientific  Assembly. 

ARPA  will  emphasize  projects  and  areas  in  which  re- 
tired physicians  may  continue  to  be  active  in  community 
affairs  through  educational  programs  in  schools,  hospi- 
tals, and  other  community  institutions.  It  also  will  offer 
services  of  direct  benefit  to  the  membership,  including 
group  tours  for  travel,  insurance,  special  plans  for  pur- 
chase of  major  consumer  items,  and  other  services. 

ARPA  will  begin  publication  early  in  1976  of  a mem- 
bership newsletter.  It  will  feature  news  of  opportuni- 
ties to  keep  active  and  involved  in  medical  and  related 
projects,  proposed  group  tours,  a financial  column 
aimed  at  physicians  considering  retirement  as  well  as 
those  already  retired,  disposition  of  a practice,  wills,  and 
investments. 

The  newsletter  will  include  a section  of  latest  devel- 
opments in  medicine  and  surgery,  presented  in  brief  ab- 
stract form  for  those  who  wish  to  keep  abreast  of  their 
profession  but  who  no  longer  are  interested  in  intensive 
study. 

Founding  directors  of  the  society  are  Huberta  M.  Liv- 
ingstone, M.D.,  former  associate  professor  of  surgery 
and  director  of  anesthesiology  of  the  University  of  Chi- 
cago; Charles  V.  Heck,  M.D.,  executive  director  of  the 
American  Academy  of  Orthopaedic  Surgeons,  Chicago; 
and  William  Smith,  director  of  the  Department  of  Mem- 
bership Legal  Affairs,  American  Medical  Association,  as 
secretary. 

ARPA  has  been  awarded  a grant  from  AMA  to  aid  in 
the  association’s  development.  Interested  physicians 
may  request  application  blank  or  additional  information 
from:  American  Retired  Physicians  Association,  Suite 
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906,  400  N.  Michigan  Avenue,  Chicago  60611,  (312) 
644-3092. 

Low-cost  cancer  prevention  and  screening 
programs 

Mass,  low-cost  cancer  prevention  and  screening  ser- 
vices— carried  out  by  paramedical  personnel — are  the 
goals  of  a new  model  screening  program  now  underway 
at  the  Preventive  Medicine  Institute-Strang  Clinic. 

The  basic  objective  of  the  Canscreen  Program  is  to 
single  out  those  individuals  whose  family  history,  per- 
sonal medical  history  and  habits,  along  with  current 
symptoms,  combine  to  indicate  increased  risks  for  cer- 
tain forms  of  cancer. 

These  individuals  are  given  physical  examinations 
and  health  counseling  which  lead  to  the  development  of 
a personalized  health  plan  designed  to  reduce  their  can- 
cer risks. 

The  first  stage  of  Canscreen  utilizes  a questionnaire 
which  pinpoints  current  symptoms,  family  history,  and 
past  medical  history,  along  with  identifying  such  habits 
as  smoking  and  drinking  which  might  be  modified. 
This  is  followed  by  simple  testing  and  a nurse  examina- 
tion to  screen  for  14  types  of  cancer  which  can  be  treat- 
ed successfully  if  detected  early.  Among  them  are 
breast,  colon,  cervical,  thyroid,  skin,  and  prostate  can- 
cers. 

After  completion  of  the  nurse  examination,  patients 
receive  health  counseling  designed  to  apprise  them  of 
their  personal  risks  for  certain  cancers  and  to  plan  with 
them  ways  to  reduce  those  risks.  Throughout  the  Can- 
screen  Program,  an  educational  climate  is  created  in 
which  patients  are  encouraged  to  ask  questions  and 
medical  personnel  are  expected  to  explain  procedures  as 
they  are  done. 

For  example,  a person  who  is  a heavy  smoker  would 
be  advised  of  the  increased  risk  for  lung  cancer,  bladder 
cancer,  diseases  of  the  respiratory  tract,  cancer  of  the 
mouth  and  throat.  Knowing  that  a simple  warning  will 
not  change  behavior,  the  health  counselor  will  work  with 
the  patient  to  analyze  each  smoking  pattern  and  work 
out  together  a realistic  plan  for  switching  to  low-tar  cig- 
arettes, cutting  down,  or  stopping. 

If  there  is  no  way  to  lessen  an  established  risk,  the 
person,  at  the  minimum,  would  be  made  aware  of  the 
risk  and  taught  to  monitor  it.  A woman,  for  example, 
with  a family  history  of  breast  cancer  would  be  urged  to 
have  more  frequent  breast  examinations  than  would  a 
woman  with  no  family  history  of  this  sort.  She-  -as  all 
women — also  would  be  taught  breast  self-examination 
as  part  of  a cancer  protection  program. 

At  designated  times,  follow-up  phone  calls  are  made 
by  the  counselors  to  check  on  the  patient’s  progress  in 
following  their  plan.  Since  the  patient’s  cooperation  is 
vital  to  the  success  of  this  program,  its  sponsors  want  to 
know  if  behavioral  factors  can  actually  be  adjusted  when 
patients  are  made  aware  of  cancer  risk  factors  and  work 
out  a plan  to  reduce  them. 

The  entire  program  is  conducted  by  trained  nurse 
clinicians.  It  is  believed  that  nurses  are  able  to  relate 
well  to  patients  when  performing  screening  examina- 
tions and  can  be  effective  as  educators. 

The  Canscreen  Program  for  the  present  time  is  limit- 
ed to  a carefully  selected  and  monitored  research  popu- 


lation, but  it  will  assist  other  institutions  in  developing 
similar  programs. 

The  Preventive  Medicine  Institute-Strang  Clinic  is 
one  of  the  world’s  most  advanced  facilities  for  the  detec- 
tion and  prevention  of  cancer  and  other  diseases.  It  is 
an  outgrowth  of  the  Strang  Clinic  founded  in  1940  at 
Memorial  Hospital  for  Cancer  and  Allied  Diseases  by 
Elise  Strang  L’Esperance,  M.D.  It  was  at  Strang  Clinic 
that  George  Papanicolaou,  M.D.,  amassed  clinical  evi- 
dence in  support  of  the  test  which  screens  for  uterine 
cancer.  This  cytological  screening  technique,  now 
known  as  the  “Pap  Test,”  is  widely  used  throughout  the 
world. 

Volunteer  hockey  coaches  learn  to  make  sport 
safer 

Volunteer  hockey  coaches  in  Western  New  York,  re- 
sponsible for  thousands  of  team  players,  have  been 
learning  how  to  make  the  sport  safer  for  players  through 
a credit-free  course  at  State  University  at  Buffalo.  The 
course  emphasizes  first-aid  measures,  mechanism  of  in- 
jury, and  other  aspects  of  sport  safety. 

Sominex  2 

The  Food  and  Drug  Administration  on  December  1, 
1975,  directed  J.  B.  Williams  Co.,  Inc.,  New  York,  to  halt 
distribution  and  promotion  of  Sominex  2 and  to  recall 
outstanding  stocks. 

Sominex  2,  a nonprescription  drug  being  sold  nation- 
ally over-the-counter  as  a nighttime  sleep-aid,  contains 
a prescription  drug,  diphenhydramine. 

The  Food,  Drug  and  Cosmetic  Act  prohibits  the  sale 
of  a prescription  drug  directly  to  consumers  without 
medical  supervision. 

Assistant  commissioner  for  public  health 
nursing 

For  the  first  time  in  the  one  hundred  and  nine-year 
history  of  the  NYC  Health  Department,  public  health 
nursing  will  have  an  assistant  commissioner.  Lowell  E. 
Beilin,  M.D.,  has  announced  the  appointment  of  Miss 
Margaret  O’Brien,  R.N.,  M.P.H.,  to  the  post. 

New  hours  for  health  department’s  vital 
records 

Due  to  a change  in  working  hours,  New  York  City 
Health  Commissioner  Lowell  E.  Beilin,  M.D.,  has  an- 
nounced that  the  Bureau  of  Vital  Records  of  the  Health 
Department  will  be  open  from  8:30  a.m.  to  4:30  p.m.,  be- 
ginning December  8,  1975. 

Membership  open  for  The  Physicians  Wine 
Appreciation  Society 

The  Physicians  Wine  Appreciation  Society  is  an  orga- 
nization dedicated  to  further  understanding  and  enjoy- 
ment of  fine  wines  and  foods.  The  Society,  at  this  time, 
is  again  opening  up  its  membership  to  interested  physi- 
cians. 

In  addition  to  wine  tastings,  brunches,  and  dinners, 
formulated  by  the  physicians,  the  Society  sponsors 
courses  on  wine  and  cooking.  There  are  black  tie  din- 
ners as  well  as  informal,  varied  dinners. 
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It  is  important  that  professional  members  bring  into 
the  Society  students,  interns,  and  residents  so  that  we 
can  form  a nucleus  for  further  growth.  Nonphysicians, 
under  certain  conditions,  are  also  eligible  for  member- 
ship. This  parent  Society  would  also  be  happy  to  help 
start  chapters  in  more  distant  areas  of  New  York  State. 

For  information  regarding  dues  and  applications  for 
membership,  contact:  Jack  J.  Frishman,  M.D.,  Co- 

President,  Physicians  Wine  Appreciation  Society,  993 
Park  Avenue,  New  York,  New  York. 
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Lenox  Hill  Hospital,  New  York,  New  York 
New  York  University 

Postgraduate  Medical  School 
The  New  York  Trudeau  Society 
The  American  Association  of 
Clinical  Immunology  and  Allergy 

Announce  a Symposium 

THE  STATE  OF  THE  ART: 

Management  of  Asthma,  Chronic  Bronchitis 
& Emphysema 

MULTI-DISCIPLINE  FACULTY  INCLUDING: 

Pulmonary  Specialists,  Allergists  & 
Internal  Medicine 

February  19,  1976  9:00  a.m.  to  6:00  p.m. 

Einhorn  Auditorium,  Lenox  Hill  Hospital 
130  East  77th  St.,  New  York,  N.Y.  10021 

FEE:  $50 

For  pre-registration  payment  or  further 
information,  contact: 

Gustav  J.  Beck,  M.D.  at  the  above  address 
or  phone  (212)  794-4321  or  (212)  988-3350 
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Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorial 


Delete  question  4* 

One  of  our  most  potent  public  health  opportuni- 
ties is  derived  from  the  licensing  power  of  the 
State.  From  this  source  comes,  among  others,  the 
ability  to  demand  a test  for  syphilis  before  is- 
suance of  a marriage  license  and  authority  to  in- 
spect restaurant  premises  for  standards  of  cleanli- 
ness in  order  to  decrease  the  dangers  of  disease 
carried  by  filth  and  vermin.  We  can  be  thankful 
that  among  these  powers  is  State  control  over  li- 
censing drivers  of  automated  vehicles.  The  inclu- 
sion of  questions  pertaining  to  untreated  epilepsy, 
heart  disease,  poor  vision,  and  hearing  is  not  only  a 
general  public  safeguard,  but  also  a useful  remind- 
er to  many  would-be  drivers  who  might,  without 
such  checks,  overlook  slowly  progressive  health  de- 
ficiencies to  their  own  and  others’  peril. 

This  logic  was  probably  behind  question  4 on 
the  application  for  a driver’s  license  which  asks, 
“Have  you  ever  been  treated  for  alcoholism?” 
But  this  question  is  destined  to  be  ineffectual  and 
counterproductive  and  perpetuates  an  intolerable 
injustice  to  a significant  body  of  our  citizens,  the 
successfully  treated  alcoholics.  Such  an  individu- 
al may  have  up  to  twenty  years  of  sobriety  behind 
him.  Having  chosen  to  live  a life  of  unswerving 
honesty,  he  is  presented  with  a question  which 
could  deprive  him  of  the  right  to  drive  an  automo- 
bile— despite  the  fact  that  his  risk  of  a crash  is  less 
than  that  of  the  general  population  of  drivers.  In 
Texas  (which  has  a similar  question),  applicants 
who  have  been  treated  for  alcoholism  have  been 
semi-officially  advised  to  lie  in  their  answers. 
This  course  creates  only  more  mischief. 

On  the  other  side  of  the  coin,  there  is  no  man- 
date to  force  people  who  are  actively  drinking  to 
answer  in  the  affirmative.  Indeed,  such  people 
may  be  dissuaded  from  seeking  treatment,  since  it 
is  the  treatment  which  will  cause  interference  with 
their  driving  license.  They  may  persist  in  this 
course  until,  or  beyond,  their  first  crash — unless 
that  is  the  fatal  one.  Also,  physicians  who  wish 
their  patients  to  be  allowed  to  drive,  will  be  loathe 
to  diagnose  and  treat  alcoholism  if  it  can  be  avoid- 
ed.1 

The  most  deleterious  feature  of  the  question 
surfaces  when  we  realize  that  if  an  individual  re- 
veals previous  treatment  for  alcoholism,  that  in- 

* Deletion  of  question  4 is  part  of  the  legislative  program  of 
the  Medical  Society  of  the  State  of  New  York. 


formation  will  be  stored  in  a central  data  deposito- 
ry. There  has  been  no  proof  in  the  past  that  these 
data  are  safe  from  malicious,  idle,  or  prejudicial 
entry,  nor  is  there  any  reason  to  believe  that  they 
might  become  inviolate  in  the  future.  In  fact,  not 
only  is  such  information  available  to  clerks  in  the 
Motor  Vehicle  Bureau,  but  insurance  companies, 
prospective  employers,  and  others  have  access  to 
it. 

An  individual’s  medical  record,  in  its  entirety,  is 
privileged  and  should  not  be  revealed  to  third 
parties,  without  informed  consent.  In  the  in- 
stance of  alcoholism,  it  is  particularly  important 
that  medical  confidentiality  be  maintained  be- 
cause of  the  prejudicial  view  taken  by  employers 
and  other  institutions  in  this  country.  Although 
the  government  has  recently  taken  steps  to  pro- 
vide rules  for  the  confidentiality  of  medical  rec- 
ords in  the  case  of  alcoholism,  such  rules  are  a 
mockery  if  the  patient  is  asked  to  reveal  a history 
of  treatment,  which  goes  on  public  record,  in  ex- 
change for  the  privilege  of  driving  an  automobile. 
Even  if  the  gaps  in  confidentiality  for  all  medical 
conditions  were  filled,  question  4,  “Have  you  ever 
been  treated  for  alcoholism?”  would  not  be  a good 
one. 

We  all  agree  that  strong  steps  should  be  taken  to 
decrease  the  toll  of  alcohol-related  crashes.  The 
U.S.  Department  of  Transportation  has  funded 
pilot  projects  in  many  states  to  develop  effective 
countermeasures,2  and  evaluation  of  these  Alcohol 
Safety  Action  Projects  (ASAP)  has  shown  them  to 
have  a positive  effect  on  road  performance.3 
Training  the  police  to  increase  their  vigilance  in 
spotting  and  detaining  those  driving  under  the  in- 
fluence of  liquor  (DUIL)  helps.  More  effective- 
ness occurs  when  the  police  officer  has  the  assur- 
ance that  the  arrest  for  DUIL  will  be  followed  by 
an  investigative,  educational,  and  treatment  pro- 
gram such  as  the  one  originated  in  Phoenix,  Arizo- 
na,4 and  expanded  through  the  country  by  the 
U.S.  Department  of  Transportation  ASAP  pro- 
grams.2 

Unfortunately,  direct  Federal  support  for  most 
of  these  demonstration  programs  is  coming  to  an 
end,  leaving  the  states  responsible  for  further 
funding.  But  there  are  continuing  efforts  in  many 
states  to  educate  the  public  about  the  dangers  of 
alcohol  and  driving,  and  media  campaigns  con- 
tinue to  develop  more  sophistication  yearly. 

South  Carolina  has  an  ASAP  program,  a state 
mobile  unit  which  gives  breathalyzer  tests  and  dis- 
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penses  information  about  moderation  in  drinking, 
and  the  cooperation  and  support  of  the  media  in 
combating  alcoholism.  There  has  been  a 16  per 
cent  reduction  in  fatal  automobile  crashes  this 
past  year,  a figure  which  surely  reflects  these  com- 
bined efforts.  In  New  York  State,  with  the  coop- 
eration of  the  American  Automobile  Association 
(AAA),  local  governments,  and  National  Council 
on  Alcoholism  affiliates,  many  court-related  pro- 
grams are  active,  as  of  this  date.  In  addition,  the 
AAA  has  prepared  a syllabus5  about  alcohol  and 
driving  to  assist  schools  in  teaching  prevention. 

There  are  effective  ways  to  combat  alcohol-re- 
lated car  crashes.  Question  4 is  not  one  of  those 
ways.  We  recommend  that  it  be  deleted  from  the 
New  York  State  driver’s  license  application. 

FRANK  A.  SEIXAS,  M.D. 

Medical  Director 
National  Council  on  Alcoholism 
2 Park  Avenue 
New  York,  N.Y.  10016 
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Metabolic  acidosis  causes  increased  alveolar  ven- 
tilation (Va)  that  lowers  PaC02  (arterial  carbon 
dioxide  tension)  which  lessens  the  severity  of  aci- 
demia. In  contrast,  patients  with  metabolic  alka- 
losis do  not  regularly  exhibit  “compensatory”  hy- 
poventilation.1-3 

Since  Roberts  et  al .4  reported  that  hypercapnia 
was  rare  in  their  patients  with  metabolic  al- 
kalosis, subsequent  reports  of  patients  with  meta- 
bolic alkalosis  and  hypoventilation  have  usually 
discussed  them  as  “exceptional.”  In  the  24  epi- 
sodes reported  here,  however,  hypercapnia,  where- 
in PaC02  was  greater  than  45  mm.  Hg,  occurred  in 
8 cases. 

Patients  and  Methods 

Patients.  I report  here  23  patients  hospitalized 
on  this  medical  service  during  a three-year  period 
who  had  arterial  blood  pH  greater  than  7.45  and 
plasma  bicarbonate  greater  than  24  mmol,  per  liter 
on  entry  and  whose  symptoms  indicated  that  the 
alkalosis  had  probably  been  present  for  at  least 
several  days;  1 patient  was  hospitalized  twice.  Pa- 
tients with  chronic  lung  disease  were  excluded. 

Methods.  Arterial  blood  was  taken  anaerobi- 
cally into  a lightly  heparinized  syringe  and  kept  at 
4°  C.  until  pH  and  gas  tensions  were  measured, 
within  thirty  minutes,  as  reported  elsewhere.5 
HCO3-  (plasma  bicarbonate  concentrations)  were 
calculated  with  the  Henderson-Hasselbalch  equa- 
tion, using  a pK'  of  6.1  and  a carbon  dioxide  solu- 
bility coefficient  of  0.03.  The  concentrations  of 
urea  nitrogen,  sodium  (Na+),  potassium  (K+),  and 
chloride  (Cl-)  in  venous  serum  were  measured  by 
auto-analyzer  methods.  Mean  values  plus  or 
minus  standard  error  of  mean  (SEM)  were  calcu- 
lated and  compared  using  a two-tailed  t test  for 
unpaired  values.6 


Hypercapnia  is  usually  considered  uncommon  in 
metabolic  alkalosis.  In  the  24  episodes  reported 
here,  however,  in  patients  without  chronic  lung 
disease,  arterial  carbon  dioxide  tension  exceeded 
45  mm.  Hg,  ranging  from  46  to  58  mm.  Hg,  in  8 
cases.  Arterial  carbon  dioxide  tension  generally 
paralleled  plasma  bicarbonate  concentration,  and 
almost  all  the  patients  without  hypercapnia  had 
coexisting  disorders  likely  to  cause  hyperventila- 
tion. The  variable  ventilatory  response  in  pa- 
tients with  metabolic  alkalosis  and  the  infrequency 
of  hypercapnia  in  some  other  reported  series  may 
be  related  to  the  cause  and  severity  of  the  metabol- 
ic alkalosis  and  the  prevalence  of  coexisting  respi- 
ratory alkalosis.  Contrary  to  common  belief,  com- 
pensatory hypoventilation  is  not  rare  in  patients 
with  metabolic  alkalosis  who  have  no  underlying 
chronic  ventilatory  insufficiency. 


Results 

Table  I shows  the  clinical  and  initial  laboratory 
findings  in  the  24  cases,  of  which  8 had  PaCC>2  be- 
tween 46  and  58  mm.  Hg.  Six  of  the  8 hypercap- 
nic patients,  cases  1 to  6,  spontaneously  developed 
hyperventilation  and  hypocapnia,  PaCC>2  between 
21  and  33  mm.  Hg,  later  in  their  courses,  with  nor- 
mal to  high  blood  pH,  indicating  that  they  had  no 
underlying  impairment  of  ventilatory  capacity. 
Patient  7 had  a PaC02  of  40  mm.  Hg  on  the  second 
hospital  day,  and  patient  8 a PaC02  of  42  mm.  Hg 
during  a similar  episode  one  month  earlier,  Case 
12.  The  initial  chest  roentgenograms  were  normal 
in  11  of  the  13  patients  with  PaCC>2  greater  than 
40  mm.  Hg;  patient  2 had  a small  pleural  effusion 
and  case  8 a small  pulmonary  infiltrate. 

The  metabolic  alkalosis  was  due  to  vomiting  or 
diuretic  therapy  in  21  of  the  24  episodes  and  not  to 
either  hyperadrenocorticism  or  ingestion  of  sodi- 
um bicarbonate.  In  3 malnourished  patients, 
cases  5,  10,  and  22,  the  cause  of  the  alkalosis  was 
not  ascertained.  Fourteen  of  the  16  patients  with 
PaC02  less  than  45  mm.  Hg  had  coexisting  disor- 
ders likely  to  cause  hyperventilation,  such  as  fever, 
pain,  and  delirium  tremens  (Table  I);  indeed,  5 pa- 
tients initially  had  PaC02  below  35  mm.  Hg,  cases 
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TABLE  I.  Laboratory  and  clinical  findings  in  24  cases  of  metabolic  alkalosis 


Arterial  Blood \ ,■ — —Venous  Serum 

Plasma  K+  Cl”  Urea 

PC02  [HC03“]  P02  (mmol.  (mmol.  N (mg. 


Patient 

Number 

pH 

(mm. 

Hg) 

(mmol, 
per  liter) 

(mm. 

Hg) 

per 

liter) 

per 

liter) 

per 

100  ml.) 

Cause 

Associated  Disorders 

Arterial  CO,  tension  >45 

mm.  Hg 

1 

7.50 

58 

43.6 

48 

2.2 

75 

19 

Vomiting 

Chronic  anemia  (packed  cell 
volume  28  per  cent) 

2 

7. 63 

52 

53.1 

54 

2.5 

77 

14 

Diuretic 

Nephrotic  syndrome 

3 

7.62 

48 

47.3 

61 

2.3 

69 

5 

Vomiting  and 
diuretic 

Fever  and  alcoholic  hepatitis 

4 

7.59 

48 

44.7 

63 

2.9 

41 

60 

Vomiting 

Fever  and  mild  hypotension; 
Serum  Na+  115  mmol,  per  liter 

5 

7.53 

46 

36.9 

87 

1.6 

94 

8 

“Starvation” 

6 

7.61 

54 

52.2 

69 

2.6 

73 

29 

Vomiting 

Escherichia  coli  septicemia 

7 

7.64 

47 

48.9 

81 

1.9 

56 

35 

Vomiting  and 
diuretic 

Serum  Na+  115  mmol,  per  liter 

8 7.58  57 

Arterial  CO,  tension  <45 

51.5 
mm.  Hg 

2.6 

45 

50 

Vomiting 

9 

7.59 

44 

40.6 

67 

3.5 

58 

75 

Vomiting 

Acute  pancreatitis 

10 

7.51 

43 

33.3 

80 

4.3 

83 

20 

“Starvation” 

11 

7.53 

42 

34.0 

82 

2.3 

83 

12 

Vomiting  and 
diuretic 

Fever  and  alcoholic  hepatitis 

12 

7.55 

42 

35.4 

67 

3.5 

70 

52 

Vomiting 

Gastrointestinal  hemorrhage 

13 

7.46 

45 

30.9 

60 

3.4 

97 

13 

Diuretic 

Severe  angina  pectoris 

14 

7.58 

30 

26.8 

69 

3.4 

80 

13 

Diuretic 

Serum  Na+  118  mmol,  per  liter 

15 

7.58 

34 

31.0 

45 

3.0 

92 

14 

Diuretic 

Fever  and  pulmonary  congestion 

16 

7.63 

28 

28.1 

90 

2.7 

95 

22 

Diuretic 

Acute  pulmonary  congestion 

17 

7.53 

39 

31.3 

69 

2.2 

68 

28 

Vomiting 

Delirium  tremens 

18 

7.60 

36 

34.2 

78 

1.9 

87 

7 

Vomiting 

Fever  and  megaloblastic  anemia 

19 

7.59 

37 

33.9 

90 

2.4 

37 

81 

Vomiting 

Fever  and  “alcoholic  ketosis” 

20 

7.59 

39 

35.7 

77 

2.6 

80 

12 

Diuretic 

Cirrhosis;  acute  stroke 

21 

7.59 

30 

27.3 

94 

2.7 

83 

21 

Vomiting 

Fever  and  acute  pancreatitis 

22 

7.61 

37 

35.4 

83 

2.7 

70 

11 

“Starvation” 

23 

7.56 

32 

27.3 

71 

3.1 

89 

17 

Vomiting 

Klebsiella  septicemia 

24 

7.56 

39 

33.4 

81 

2.6 

64 

55 

Vomiting 

Fever,  delirium  tremens, 
and  acute  pancreatitis 

14  to  16,  21,  and  23.  In  contrast,  only  4 of  the  8 
hypercapnic  patients,  cases  3,  4,  6,  and  7,  had  dis- 
orders that  might  increase  alveolar  ventilation. 

Arterial  carbon  dioxide  tension  paralleled  plas- 
ma bicarbonate  concentration  (Fig.  1).  The 
PaCC>2  values  were  also  compared  with  the  ratio  of 
serum  chloride  to  sodium  concentrations,  the  ratio 
being  used  because  several  patients  had  hypona- 
tremia. Arterial  carbon  dioxide  tension  did  paral- 
lel that  ratio,  although  not  closely  (r  = —0.47,  p < 
0.05).  One  patient,  case  19,  with  “alcoholic  ke- 
tosis7”, had  a serum  chloride  of  37  mmol,  per  liter, 
confirmed  by  manual  chloridometric  estimation. 
When  the  data  of  that  unusual  patient,  with  coex- 
isting metabolic  acidosis,  were  excluded,  the  coef- 
ficient of  correlation  between  PaC02  and  the 
serum  chloride  to  sodium  ratio  was  —0.64  (p  < 
0.001). 

There  was  a significant  inverse  correlation  be- 
tween arterial  oxygen  tension  and  PaCC>2  (r  = 
0.48,  p < 0.05),  but  some  of  the  patients  had  disor- 
ders, such  as  pulmonary  congestion  and  cirrhosis, 
that  could  themselves  have  caused  hypoxemia. 
There  was  no  correlation  between  arterial  blood 
carbon  dioxide  tension  and  pH  (r  = —0.14). 

There  was  no  relation  between  the  level  of 


PLASMA  BICARBONATE  (mmol/I) 

FIGURE  1.  Relation  between  arterial  blood  carbon  diox- 
ide tension  and  plasma-bicarbonate  concentration  in  24 
episodes  of  metabolic  alkalosis.  Equation  of  the  regres- 
sion line  is  PaCO?  = 0.88  X [HC03-]  + 8.99  (r  = 0.87). 
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PaCO)  and  the  severity  of  dehydration,  as  judged 
by  either  hemoconcentration  or  azotemia.  The 
mean  concentrations  of  serum  urea  nitrogen  were 
almost  the  same  in  the  hypercapnic  patients  (27.5 
mg.  per  100  ml.  ± 7.0,  and  in  those  without  hyper- 
capnia (28.3  mg.  per  100  ml.  ± 5.9).  The  hyper- 
capnic patients  all  had  serum  potassium  less  than 
2.7  mmol,  per  liter,  (mean  2.3  mmol,  per  liter  ± 
0.2),  but  only  6 of  the  16  patients  without  hyper- 
capnia had  such  low  serum  potassium  concentra- 
tions (mean  2.9  mmol,  per  liter  ± 0.2  (t  = 2.35,  p < 
0.05).  There  was,  however,  no  overall  correlation 
between  PaC02  and  serum  potassium  concentra- 
tion (for  n = 24,  r = —0.19). 

Comment 

Reviews  of  acid-base  metabolism  usually  discuss 
compensatory  hypoventilation  in  clinical  metabol- 
ic alkalosis  as  uncommon  or  minor,1-3  although  it 
is  common  in  experimentally  produced  alkalosis.8- 
13  The  variable  ventilatory  response  in  sick  pa- 
tients with  metabolic  alkalosis  might  be  related  to 
the  presence  of  coexisting  disorders  that  can  affect 
acid-base  metabolism  and  to  differences  of  oxy- 
genation, hydration,  potassium  balance,  and  the 
severity  of  alkalosis.  I will  discuss  the  possible 
roles  of  those  factors  and  also  how  the  types  of 
cases  selected  for  inclusion  in  series  may  bias 
thinking  about  this  problem. 

Miller  et  al. 14  suggested  that  patients  with  met- 
abolic alkalosis  and  hypercapnia  are  usually  those 
with  intrinsically  abnormal  lung  function.  Be- . 
cause  patients  with  congestive  failure  due  to 
chronic  lung  disease  are  often  treated  with  diuret- 
ics, they  certainly  can  develop  metabolic  alkalosis 
along  with  their  underlying  respiratory  acidosis. 
Such  patients  were  excluded  from  our  series,  how- 
ever, and  other  authors  have  also  described  a few 
alkalotic  patients  with  inherently  normal  pulmo- 
nary reserve  and  measured  PaC02  as  high  as  78 
mm.  Hg.15-20  Most  of  our  patients  with  normal 
PaC02  had,  together  with  their  metabolic  alka- 
losis, disorders  likely  to  increase  ventilation.  Five 
definitely  had  coexisting  respiratory  alkalosis, 
with  PaCC>2  below  35  mm.  Hg  despite  plasma 
HC03-  above  24  mmol,  per  liter. 

Roberts  et  al.4  suggested  that  compensatory  hy- 
poventilation might  be  forestalled  by  the  opposing 
ventilatory  stimulus  of  the  hypoxemia  that  would 
result.  However,  in  dogs  with  hypercapnia  due  to 
metabolic  alkalosis,  oxygen  breathing  did  not  in- 
crease arterial  carbon  dioxide  tension  further,  in- 
dicating that  the  hypoventilation  was  not  limited 
by  hypoxemia.8,10 

Tuller  and  Mehdi15  suggested  that  hypercapnia 
was  most  likely  to  occur  in  alkalotic  patients  with 
severe  dehydration  or  azotemia.  The  hypercapnic 
patients  reported  by  Lifschitz  et  al.17  and  by 
Shear  and  Brandman19  were  also  azotemic,  but 
this  was  not  true  of  several  other  reported  hyper- 


capnic cases16,18,20  nor  most  of  ours  (Table  I).  De- 
hydration is  believed  to  perpetuate  and  aggravate 
metabolic  alkalosis  by  decreasing  the  renal  excre- 
tion of  bicarbonate.21  Therefore,  the  state  of  hy- 
dration might  affect  the  occurrence  of  compensa- 
tory hypercapnia  indirectly  by  influencing  the  se- 
verity of  the  alkalosis. 

Potassium  depletion  and  hypokalemia  can  cause 
muscle  weakness,  thereby  predisposing  to  hypo- 
ventilation, and  most  of  our  hypercapnic  patients 
had  severe  hypokalemia.  On  the  other  hand,  hy- 
pokalemia was  uncommon  among  the  hypercapnic 
patients  reported  by  Jarboe,  Penman,  and  Luke,20 
and  Goldring  et  al.22  found  that  subjects  who  de- 
veloped hypokalemia  during  experimentally  in- 
duced alkalosis  were  least  likely  to  manifest  hyper- 
capnia. The  latter  authors  suggested  that  if  an 
“intracellular  acidosis”  accompanied  potassium 
depletion,  ventilation  might  not  decrease  if  the 
cells  of  the  respiratory  center  were  “acidotic.”  In 
experimental  “chloride  depletion  alkalosis”  in 
dogs,  however,  potassium  depletion  did  not  alter 
either  the  occurrence  or  severity  of  hypercapnia.10 
These  disparate  observations  suggest  that  hypo- 
kalemia neither  causes  nor  prevents  hypoventila- 
tion in  metabolic  alkalosis. 

There  was  selection  bias  in  our  series,  because 
measurements  of  arterial  blood  pH  and  carbon 
dioxide  tension  were  usually  not  requested  in  pa- 
tients with  only  a moderate  elevation  of  serum  car- 
bon dioxide  content  and  a “known  cause”  of  meta- 
bolic alkalosis.  Also,  this  series  included  no  pa- 
tients with  hyperadrenalism,  who  are  apparently 
less  likely  to  develop  hypercapnia  than  patients 
with  “chloride  depletion  alkalosis.”22,23  The  char- 
acteristically normal  carbon  dioxide  tension  in  hy- 
peradrenal patients  could  be  due  to  their  normal 
or  supernormal  hydration  or  their  usually  mild 
chloride  depletion.  The  rarity  of  hypercapnia  in 
the  series  of  Roberts  et  al.4  may  have  been  related 
to  two  factors:  the  presence  of  iatrogenic  hypera- 
drenalism in  an  unspecified  number  of  their  pa- 
tients and  the  absence  of  very  severe  alkalosis. 

The  level  of  arterial  carbon  dioxide  tension  in 
this  series  paralleled  plasma  HCO3-  as  shown  in 
Figure  1 and  as  described  by  others,24  25  and  also 
paralleled  the  severity  of  chloride  depletion  as 
judged  by  the  ratio  of  serum  chloride  to  sodium. 
The  relation  shown  in  Figure  1 does  not  predict 
the  ventilatory  response  to  “uncomplicated”  meta- 
bolic alkalosis,  however,  because  our  patients,  and 
perhaps  those  in  other  series,  so  commonly  had 
coexisting  disorders  that  could  increase  alveolar 
ventilation. 

Contrary  to  common  belief,2,3  these  findings 
suggest  that  hypercapnia  is  not  unusual  in  clinical 
metabolic  alkalosis,  even  in  patients  without 
underlying  chronic  ventilatory  insufficiency.  The 
variable  ventilatory  response  in  patients  with  this 
disorder  seems  related  to  the  cause  and  severity  of 
the  metabolic  alkalosis  and,  to  judge  from  our  pa- 
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tients,  the  frequent  coexistence  of  disorders  that 
can  cause  respiratory  alkalosis.  Careful  clinical, 
roentgenographic,  and  pulmonary  function  studies 
are  necessary  to  distinguish  patients  with  metabol- 
ic alkalosis  and  compensatory  hypoventilation 
from  those  with  chronic  ventilatory  insufficiency 
and  respiratory  acidosis  who  have  complicating 
metabolic  alkalosis.14 
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Lymphocytes  have  been  shown  to  play  a central 
role  in  all  types  of  immune  responses,  and  it  is 
probably  the  best-studied  cell  in  the  entire  hema- 
topoietic system.  Animal  experiments  and  studies 
of  experiments  of  nature  led  to  the  concept  of  two 
cell  systems  of  immunity,  namely  T (thymus-de- 
rived) cells  concerned  with  cell-mediated  immuni- 
ty, and  B (presumably  bone  marrow-derived)  lym- 
phocytes concerned  with  antibody-mediated  im- 
munity. T and  B lymphocytes  represent  indepen- 
dent lines  of  differentiation  but  have  a common 
precursor  stem  cell.  A general  outline  of  T and  B 
cell  differentiation  is  given  in  Figure  1. 

/IrPleuripotent  stem  cells  originally  derive  in  the 
yolk  sac,  and  during  fetal  to  postnatal  life  this  pool 
progressively  moves  from  yolk  s^c  to  fetal  liver  to 
the  adult  bone  marrow.  Thesepleuripotent  cells 
differentiate  into  the  precursor  stem  cells  of  all  of 
the  major  hematopoietic  elements.  Lymphoid 
stem  cells  can  function  as  prethymic  cells  and  are 
processed  in  the  thymus  under  the  influence  of 
“thymopoietin”  to  differentiate  into  T cells.  T 
lymphocytes  represent  about  80  per  cent  of  circu- 
lating peripheral  blood  lymphocytes  and  occupy 
the  deep  cortical  region  of  lymph  nodes  and  malpi- 
ghian  white  matter  of  the  spleen.1  T cells  are  re- 
sponsible for  protection  against  certain  infective 
agents  such  as  fungi,  intracellular  facultative  bac- 
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Lymphocytes  are  the  primary  cells  involved  in  all 
immunologic  reactions.  Lymphocytes  are  classi- 
fied in  two  subpopulations  according  to  their  ori- 
gin and  functions.  T lymphocytes  derive  their  im- 
munologic maturity  from  the  thymus  and  are  re- 
sponsible for  cell-mediated  immunity,  and  B lym- 
phocytes mature  in  an  unknown  site,  probably  in 
bon p marrow,  and  are  responsible  for  antibody- 
mediated  immunity.  In  recent  years  a number  of 
receptors  and  antigens  have  been  identified  on  the 
surface  of  human  lymphocytes.  These  surface 
markers  to  evaluate  lymphoid  cell  populations  in  a 
variety  of  human  diseases  and  their  significance 
are  discussed. 


teria  and  most  of  the  viruses,  and  delayed-type  hy- 
persensitivity. These  effector  functions  are  per- 
formed by  the  biochemically  active,  soluble  chemi- 
cals or  mediators,  the  “lymphokines”  which  are 
produced  by  T cells  when  exposed  to  specific  anti- 
gens or  nonspecific  mitogens.  These  lymphokines 
probably  have  both  specific  and  nonspecific  func- 
tions. However,  characterization  of  their  molecu- 
lar structure  and  specific  functions  are  yet  to  be 
determined.  T lymphocytes  also  provide  major 
devices  for  destruction  of  tumor  cells  and  graft  - 
versus-host  reaction.  These  two  functions  are 
performed  by  two  distinct  subpopulations  of  T 
lymphocytes.2  In  addition,  T cells  regulate,  either 
as  “helper”  or  “suppressor,”  the  B response  to 
some  antigens.3  The  role  of  suppressor  T cells  has 
recently  been  reviewed  by  Gershon.4  Experimen- 
tal models  indicate  that  the  interaction  of  certain 
antigens  with  the  thymocytes  during  tolerance  in- 
duction results  in  a turning  off  of  B cells  so  that 
they  no  longer  cooperate  with  the  T cells  to  pro- 
duce antibodies.  This  phenomenon  of  suppres- 
sion by  T cells  can  be  mediated  by  both  specific 
and  nonspecific  means.  Whether  there  are  two 
distinct  subpopulations  of  lymphocytes  for  helper 
and  suppressor  function  or  the  same  T-cell  popu- 
lation under  different  circumstances  functions  as 
both  helper  and  suppressor  remains  to  be  deter- 
mined. Lymphoid  precursor  cells  are  processes  by 
an  alternate  pathway  in  a poorly  defined  organ  in 
man  but  have  been  extensively  studied  in  birds,  in 
the  bursa  of  Fabricius,  and  other  mammals,  in  the 
fetal  liver,  probably  under  the  influence  of  another 
hormone-like  substance,  “bursin,”  and  differen- 
tiated into  B lymphocytes.  In  response  to  anti- 
genic stimulation  B cells  differentiate  into  anti- 
body and  Ig  (immunoglobulins)  secreting  and  syn- 
thesizing lymphocytes  and  terminally  differentiat- 
ed plasma  cells.  B lymphocytes  are  responsible 
for  protection  against  encapsulated  pyogenic  or- 
ganisms and  some  viruses.  B cells  are  relatively 


Immunoglobulins  M, G ,D , A , E MIF , MAF , MEF , LIF , PIF , BF 

specific  antibodies  TF ,LTX, CTF , Interferon  etc. 

N. 

Phagocytosis , Inf lammation, coagulation, Vascular  reactivity 

Pyogenic  encapsulated  DTH^Fun^i, Viruses (most ) 

Organisms , some  viruses  intracellular  bacteria 


^FIGURE  1 . 


Two-cell  system  of  immunity. 


sessile  cells  and  represent  about  8 to  10  per  cent  of 
circulating  lymphocytes.  These  B lymphocytes 
and  the  plasma  cells  reside  in  the  bone  marrow,  in 
the  lamina  propria  of  the  gastrointestinal  tract,  in 
Peyer’s  patches,  in  the  pharyngeal  tonsils,  and  in 
the  far  cortical  areas  of  the  lymph  nodes  and  make 
up  the  majority  of  cells  in  the  medullary  cord  of 
the  nodes  and  red  pulp  of  spleen.1  Recently,  a 

CCKMCTIW 


subpopulation  of  thymus-independent  lympho- 
cytes has  been  detected  which  mediate  cytotoxic 
reactions  on  antibody-coated  target  cells  in  ab- 
sence of  complement.  These  cells  possess  Fc  re- 
ceptors, but  lack  Smlg  (membrane  bound  surface 
immunoglobulins).  This  third  population  of  lym- 
phocytes represents  about  10  to  14  per  cent  of  cir- 
culating lymphocytes.  This  population  has  con- 
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TABLE  I.  Surface  markers  of  human  lymphocytes 


Markers/Reagents 

B Cell 

T 

Cell 

K 

Cell* 

D 

Cellt 

Immunoglobulins 

+ 

0 

0 

?+ 

IgD  + IgM 

+ 

IgG 

+ 

IgA 

+ 

IgE 

+(rare) 

Kappa 

+ 

Lamda 

+ 

IgG  Fc  receptor; 
Agg,  IgG; 

EA  rosette; 
EA-Hu; 

EA-Ox 

+ 

0 

+ 

+ 

Complement  receptors 
(C3b,  C3d,  C4); 

EAC  rosette; 

SEAC; 

HuEAC 

+(most) 

0 

+ 

+ 

Mouse  erythrocytes; 
M rosette 

+ 

0 

0 

0 

B Lymphocyte  antigen 
(HuBLA); 
anti-B  serum 

+ 

0 

? 

9 

Receptor  for  EB  virus; 
EBV  rosette 

+ 

0 

9 

? 

Sheep  erythrocytes; 
E rosette; 

“active”  E rosette 

0 

+ 

0 

+ 

T lymphocyte  antigen 
(HuTLA): 
anti-T  cell  serum; 
anti-thymocyte  serum; 
anti-brain  serum 

0 

+ 

? 

? 

* Killer  cell;  participates  in  antibody-dependent  cell-mediated 
cytotoxicity, 
f Double  cells. 


siderable  importance  in  tumor  immunity.5,6 
There  is  another  population  of  circulating  lympho- 
cytes that  has  characteristics  of  both  T and  B lym- 
phocytes. These  double  (D)  cells  represent  2 to  3 
per  cent  of  circulating  lymphoid  population.7,8 
The  origin  and  functions  of  these  cells  remain  to 
be  elucidated. 

During  the  process  of  differentiation,  T and  B 
lymphocytes  develop  phenotypic  receptors  that 
can  be  recognized  by  various  surface  markers.  A 
list  of  known  surface  markers  is  given  in  Table  I. 

Surface  characteristics  of  B lymphocytes 

Membrane  bound  surface  immunoglobulins. 

B lymphocytes  appear  to  have  a high  concentra- 
tion of  immunoglobulins  on  the  outer  surface. 
This  marker  is  the  most  reliable  to  classify  a cell  as 
a B lymphocyte.  The  surface  immunoglobulin 
molecules  are  strictly  oriented  with  the  FAB  (anti- 
gen-binding fragments)  ends  outward  and  with  the 
homology  region  of  CH;i  (constant  region  of  heavy 
chain  of  immunoglobulin)  closest  to  the  mem- 
brane.9 Smlg  can  be  detected  by  means  of  stain- 
ing viable  lymphocytes  in  suspension  with  fluores- 


FIGURE  2.  (A)  Typical  B lymphocyte  with  membrane- 

bound  surface  immunoglobulin.  (B)  B lymphocyte  with  re- 
ceptors for  aggregated  IgG.  (C)  Scanning  electron  micro- 
scopic picture  of  B lymphocyte. 


26  New  York  State  Journal  of  Medicine/ January  1 976 


ceinated  monospecific  antisera  directed  against  in 
dividual  heavy  and  light  chains  of  immunoglobu- 
lin. A typical  Smlg-positive  lymphocyte  is  shown 
in  Figure  2A.  With  these  techniques  about  10  to 
20  per  cent  of  peripheral  blood  lymphocytes  have 
Smlg.10  Among  the  immunoglobulin  classes, 
SmlgM  appears  to  be  predominant  and  is  found 
on  about  9 per  cent  of  lymphocytes.  Recent  work 
has  shown  that  on  the  membrane  of  many  lympho- 
cytes IgD  molecules  are  found  together  with  IgM, 
are  the  active  products  of  the  same  cells  that  carry 
them,  and  that  neither  immunoglobulin  is  passive- 
ly absorbed.11  SmlgD  is  present  on  15  per  cent  of 
lymphocytes  in  human  cord  blood  and  on  6 per 
cent  of  peripheral  blood  lymphocytes  in  adult 
human  beings.12,13 

Receptors  for  IgG  Fc.  Lymphocytes  with  Fc 
receptors  can  be  detected  with  rosette  techniques 
including  human  0 Rh  positive  erythrocytes  sensi- 
tized with  IgG  (EA-Hu),  usually  IgG  anti-Rh  of 
the  Ripley  type.14  The  mean  percentage  of  ro- 
sette-forming cells  (Fc-RFC)  by  this  method  is 
14.5.  This  method  detects  third  population  of 
lymphocytes.  Ox  erythrocytes  sensitized  with  7S 
IgG,  rabbit  anti-ox  erythrocytes,  when  incubated 
with  lymphocytes  form  rosettes  (EA-ox)  with  26.3 
per  cent  of  peripheral  blood  lymphocytes.15  The 
Fc  receptor  is  also  detected  by  the  use  of  aggre- 
gated IgG  conjugated  with  fluorescein  (Fig.  2B). 
The  sites  on  the  lymphocyte  membrane  responsi- 
ble for  aggregated  IgG  are  distinct  from  Smlg. 

Receptors  for  C (complement  components).. 
Human  B lymphocytes  have  been  shown  to  carry 
receptors  for  C3b,  C3d,16  and  C4.17  Complement 
receptors  appear  to  be  on  most,  but  not  on  all  B 
lymphocytes,  and  not  all  cells  carrying  these  re- 
ceptors have  immunoglobulins  on  their  surface. 
The  rosette  test  is  most  commonly  used  to  detect 
C3  and  C4  binding  lymphocytes.  This  receptor  is 
probably  a protein  since  it  is  destroyed  by  trypsin 
treatment.18  The  rosette  test  is  performed  by 
mixing  lymphocytes  with  human  or  sheep  erythro- 
cytes reacted  with  purified  19S  antibodies  and 
human  or  mouse  complement  (HuEAC-SEAC). 

Receptors  for  EB  (Epstein-Barr)  virus. 
Jondal  and  Klein19  described  receptors  for  EB 
virus  on  the  surface  of  B lymphocytes.  In  vitro, 
some  EB  virus-containing  cells  produce  the  virus 
and  even  intact  viral  particles  on  the  outer  surface 
of  the  cells.  Human  B lymphocytes  form  rosettes 
around  these  virus-producing  cells.  It  is  not  clear 
whether  only  B cells  or  all  non-T  cells  (B  cells  plus 
third  population  lymphocytes)  carry  a receptor  for 
EB  virus. 

Receptors  for  mouse  erythrocytes.  Periph- 
eral blood  lymphocytes  from  patients  with  chronic 
lymphocytic  leukemia,  or  B-cell  proliferation, 
form  spontaneous  rosettes  with  mouse  red  blood 
cells  when  incubated  under  appropriate  experi- 
mental conditions.20,21  The  mean  percentage  of 
mouse  erythrocyte  rosette-forming  lymphocytes 


(MRFC)  in  peripheral  blood  lymphocytes  is  about 
8.  However,  enzymatic  treatment  of  lymphocytes 
in  vitro  prior  to  rosette  formation  detects  almost 
the  entire  non  T-cell  population.22 

B lymphocytes  can  also  be  distinguished  by 
scanning  electron  microscopy  in  healthy  individu- 
als and  some  disease  states  by  the  presence  of  ex- 
traordinary villous  projections  on  their  surface 
(Fig.  2C).23 

Surface  characteristics  of  T lymphocytes. 
Human  T lymphocytes  can  be  recognized  by  their 
ability  to  form  nonimmune  spontaneous  rosettes 
with  sheep  erythrocytes  and  by  the  presence  of 
human  T lymphocyte  antigens  (HuTLA). 

Receptor  for  sheep  erythrocytes.  The  ma- 
jority of  human  peripheral  blood  lymphocytes 
form  rosettes  with  sheep  erythrocytes.  Numerous 
studies  have  demonstrated  that  the  binding  of 
sheep  erythrocytes  with  human  lymphocytes  is 
characteristic  of  T cells  and  lacks  surface  immuno- 
globulins.24-26 The  formation  of  rosettes  between 
lymphocytes  and  sheep  erythrocytes  is  very  sus- 
ceptible to  technical  variations.  The  values  of  ro- 
sette-forming lymphocytes  vary  from  2727  to  80 
per  cent.28,29  Rosette  formation  can  be  inhibited 
by  various  enzymes  and  metabolic  inhibitors.30  A 
typical  rosette  is  shown  in  Figure  3A. 

T lymphocytes  appear  to  have  human  T lym- 
phocyte-specific antigen(s)  and  can  be  identified 
by  antisera  that  are  specifically  directed  toward 
those  antigens.31-33  Such  sera  may  be  prepared  in 
rabbits  by  injecting  small  numbers  of  T cells  from 
fetal  thymus,  peripheral  blood  or  lymph  nodes  of 
agammaglobulinemic  patients,31  or  by  injecting 
with  human  cerebrum  emulsified  in  complete 
Freund’s  adjuvant.34  The  test  can  be  done  either 
by  cytotoxicity  or  by  immunofluorescence. 

Recently,  scanning  electron  microscopy  (SEM) 
has  been  applied  to  distinguish  T and  B cell  popu- 
lations. T lymphocytes  have  been  shown  to  be 
largely  bald-headed  or  cells  with  a very  smooth  ex- 
terior (Fig.  3B).  However,  about  20  per  cent  of 
rosetting  T and  B cells  have  similar  surfaces  with 
intermediate  numbers  of  surface  microvilli  and 
cannot  be  distinguished  without  parallel  immuno- 
logic identification.35 


Immunodeficiency  disorders 

Immunodeficiency  disorders  are  classified  as  de- 
fects of  stem  cells,  T cells,  or  B cells.36  More  than 
30  phenotypic  patterns  of  immunodeficiency  have 
been  recognized  in  human  beings. 

Stem  cell  defect  or  severe  combined  immu- 
nodeficiency. Patients  with  severe  combined  im- 
munodeficiency are  born  with  severe  deficiencies 
of  both  T-cell  and  B-cell  lines  which  render  these 
individuals  highly  susceptible  to  invasion  by  all 
types  of  microorganisms,  including  viruses,  fungi, 
bacteria  of  all  types,  and  even  Pneumocystis  cari- 
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FIGURE  3.  (A)  T lymphocytes  forming  rosettes  with  sheep  erythrocytes.  (B)  Scanning  electron  microscopic  picture  of  T 

lymphocyte. 


nii.  Bronchopneumonia  is  a constant  and  repeti- 
tive event  and  is  generally  the  cause  of  death. 
The  disease  appears  to  be  inherited  as  autosomal 
recessive,37  X-linked  recessive,38  or  sporadic.  Se- 
vere combined  immunodeficiency  has  been  associ- 
ated with  congenital  aleukocytosis,  or  reticular 
dysgenesis,38  apparent  deficiency  of  adenosine 
deaminase,39  and  short-limbed  dwarfism  and  ecto- 
dermal dysplasia.40  Immunoglobulin  levels  are 
consistently  low,  delayed  hypersensitivity  skin  test 
to  multiple  antigens  are  negative,  in  vitro  lympho- 
cyte transformation  to  nitrogens  is  poor,  and  leu- 
kopenia and  lymphopenia  are  common.  The  ma- 
jority of  circulating  lymphocytes  lack  surface 
markers  for  both  T and  B lymphocytes,  a finding 
compatible  with  a stem-cell  defect  in  severe  com- 
bined immunodeficiency.  However,  high  percent- 
ages of  B lymphocytes  with  Smlg  have  been  re- 
ported.41 Therefore,  it  appears  that  the  defect  in 
patients  with  severe  combined  immunodeficiency 
is  at  multiple  stages  of  differentiation. 

B-cell  defects.  X-linked  agammaglobulinem- 
ia ( Bruton’s  agammaglobulinemia).  X-linked 
agammaglobulinemia  is  manifested  by  recurrent 
bacterial  infections,  low  concentrations  of  serum 
immunoglobulins,  normal  cellular  immune  re- 
sponses, and  X-linked  inheritance.  Common  in- 
fections include  pneumonia,  sepsis,  otitis  media, 
meningitis,  and  sinusitis.  Most  of  the  infections 
are  caused  by  Hemophilus  influenzae  and  by 
pneumococci.  Peripheral  blood  lymphocytes  from 
these  patients  usually  lack  Smlg,  as  shown  in 
Table  II,  but  have  receptors  for  IgG  Fc  and  C3. 
The  mean  electrophoretic  mobility  of  lymphocytes 
in  this  disorder  is  usually  high  with  a unimodel 
distribution.42  Wu,  Lawton,  and  Cooper43  studied 
3 patients  with  X-linked  agammaglobulinemia 
whose  lymphocytes  did  not  show  any  Smlg.  Lym- 
phocytes could  proliferate  in  the  presence  of  poke- 
weed  mitogen  (PWM),  but  did  not  synthesize  Ig. 
Blaese  et  al.u  have  demonstrated  the  develop- 
ment of  agammaglobulinemia  in  sublethally  irra- 


TABLE  II.  Lymphocyte  surface  markers  in  Bruton's 
agammaglobulinemia  (percent) 


Patient 

Number 

Smlg 

Fc 

EAC 

Rosettes 

E 

Rosettes 

1 

0.5 

12 

7.5 

86.3 

2 

0.5 

2.7 

3.5 

84.5 

3 

0 

24.5 

11 

79 

4 

0 

7.2 

11.5 

91.5 

5 

Controls 

0.5 

7 

5.5 

91 

Mean 

19.9 

20.6 

12 

80.2 

Range 

5.4  to  37 

8 to  37.5 

8 to  17.5 

68  to  95 

diated  normal  chickens  when  given  bone-marrow 
cells  from  neonatally  bursectomized  agammaglob- 
ulinemic  chickens.  It  is  thus  reasonable  to  pro- 
pose that  some  of  the  patients  with  X-linked 
agammablobulinemia  might  have  increased  num- 
bers or  increased  activity  of  “suppressor”  T cells. 

Common  variable  immunodeficiency  (CVID). 
The  majority  of  patients  with  primary  immunode- 
ficiency lacking  well-defined  inheritance  patterns 
or  other  distinguishing  characteristics  are  grouped 
as  common  variable  immunodeficiency.  This  dis- 
ease is  characterized  by  hypogammaglobulinemia, 
variable  age  of  onset,  course  of  disease,  and  num- 
bers of  circulating  B lymphocytes.  Recurrent  si- 
nopulmonary  infection  is  the  most  common  mode 
of  presentation.  Circulating  lymphocytes  with 
Smlg  are  usually  normal  in  numbers;  however,  in 
some  cases  very  low  numbers  of  Smlg-bearing 
lymphocytes  are  found  as  also  observed  by  other 
investigators  (Table  III).45  These  patients  have 
normal  numbers  of  circulating  T lymphocytes  but 
depressed  lymphocyte  transformation  to  phytohe- 
magglutinin (PHA)  and  delayed  hypersensitivity 
skin  reactions.46  Recently  Waldman  et  al.47  dem- 
onstrated the  presence  of  increased  number  or  ac- 
tivity of  “suppressor”  T cells  in  patients  with  com- 
mon variable  immunodeficiency.  They  demon- 
strated that  lymphocytes  from  patients  with  com- 
mon variable  immunodeficiency  when  cultured  for 
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TABLE  III.  Lymphocyte  surface  markers  in  common 
variable  immunodeficiency  (per  cent) 


Patient 

Number 

Smlg 

Fc 

EAC 

Rosettes 

E 

Rosettes 

6 

20 

23 

15.5 

81.5 

7 

10.5 

8 

6.5 

87.5 

8 

5 

11 

91 

9 

11.5 

14 

5 

86.5 

10 

2 

8 

1 

89.5 

11 

1 

5 

96 

12 

10 

11.9 

2.5 

74.5 

13 

9.5 

18 

9.5 

78 

14 

20 

15.8 

9 

73.5 

15 

16.4 

15.8 

4 

80 

Controls 

Mean 

19.9 

20.6 

12 

80.2 

Range 

5.4  to  37 

8 to  37.5 

8 to  17.5 

68  to  95 

seven  days  in  the  presence  of  pokeweed  mitogen 
were  unable  to  synthesize  and  secrete  immuno- 
globulins. When  purified  T lymphocytes  from  pa- 
tients were  co-cultured  with  normal  lymphocytes 
in  the  presence  of  pokeweed  mitogen,  the  suppres- 
sion of  immunoglobulin  synthesis  and  secretion  by 
normal  lymphocytes  was  observed.  These  obser- 
vations of  Waldman  et  al .47  have  been  confirmed 
by  Siegal  and  Siegal.48  It  appears  that  there  is  a 
defect  in  terminal  differentiation  of  B lympho- 
cytes into  immunoglobulin  synthesizing  and  se- 
creting plasma  cells.  This  effect  appears  to  be 
secondary  to  the  presence  of  increased  numbers  or 
activity  of  “suppressor”  T cells.  These  patients 
are  managed  with  the  periodic  administration  of 
gamma  globulin. 

Selective  IgA  deficiency  disorders.  IgA  defi- 
ciency is  the  most  common  of  the  primary  anti- 
body immunodeficiencies  occurring  in  1 out  of 
every  500  individuals.  Both  autosomal  dominant 
and  recessive  patterns  of  inheritance  are  de- 
scribed. In  addition,  IgA  deficiency  has  been  as- 
sociated with  ataxia  telangiectasia49  and  partial 
deletion  of  long  arm,  short  arm,  a ring,  and  triso- 
my of  chromosome  18.  Frequent  infections  of  the 
respiratory  tract,  inflammatory  diseases  of  the 
bowel,  meningitis,  rheumatoid  arthritis,  asthma, 
hay  fever,  chronic  active  hepatitis,  systemic  lupus 
erythematosus,  and  other  autoimmune  disorders 
in  these  patients  support  the  biologic  significance 
of  the  IgA  system.  Recently  Webb  and  Condemi50 
described  a patient  with  advanced  chronic  ob- 
structive pulmonary  disease  with  selective  IgA  de- 
ficiency. Practically  all  of  the  patients  with  selec- 
tive IgA  deficiency  have  circulating  lymphocytes 
with  SmlgA,  and  the  majority  of  these  patients 
have  either  normal  or  increased  numbers  of  IgA- 
bearing  cells.01  T lymphocytes  are  in  normal 
numbers  and  functions.  These  patients  should 
not  be  given  plasma  transfusions  or  gamma  globu- 
lin because  of  their  tendency  to  develop  antibodies 
to  IgA. 

Defects  of  T cells.  DiGeorge  syndrome.  Di 
George  syndrome  is  characterized  by  failure  of  the 


third  and  fourth  pouches  to  undergo  the  differen- 
tiation necessary  for  the  development  of  the  thy- 
mus and  parathyroid  glands.  Patients  present  un- 
usual facies,  congenital  tetany,  and  increased  sus- 
ceptibility to  infections.  Development  of  the  hu- 
moral limb  of  immunity  is  grossly  normal.  Pa- 
tients have  normal  numbers  of  circulating  lympho- 
cytes with  the  majority  having  Smlg,52  normal 
serum  immunoglobulins,  producing  normal  anti- 
bodies to  certain  antigens  and  thymus-indepen- 
dent areas  of  lymph  nodes  and  spleen  richly  popu- 
lated with  primary  follicles,  secondary  follicles, 
and  plasma  cells.  There  is  an  absence  of  the 
thymic  shadow  and  a very  gross  deficit  in  T lym- 
phocyte numbers  and  their  functions.  These  pa- 
tients have  been  reconstituted  to  overcome  the 
deficit  in  T cells  and  cell-mediated  immunity  by 
thymic  transplantation.53 

Nezelof  syndrome.  The  Nezelof  defect  is  char- 
acterized by  autosomal  inheritance,  cellular  immu- 
nodeficiency with  lymphopenia,  a dysplastic  thy- 
mus, and  normal  or  near-normal  immunoglobulin 
levels  with  some  antibody  production.  The  clini- 
cal and  pathologic  findings  resemble  those  of  se- 
vere combined  immunodeficiency  except  that  the 
clinical  symptoms  and  course  are  less  fulminant, 
and  plasma  cells  are  present  in  the  expected  loca- 
tions. Susceptibility  to  gram-negative  sepsis  and 
pneumonia  is  common.  Total  lymphocyte  counts 
are  less  than  2,000  per  cubic  millimeter.  In  vitro 
response  to  phytohemagglutinin  is  abnormal,  and 
delayed-type  hypersensitivity  skin  test  findings 
are  negative.54  Antibody-dependent  cell-mediat- 
ed cytotoxicity  (ADCMC)  is  normal.55 

Miscellaneous  disorders.  Ataxia  telangiecta- 
sia. Ataxia  telangiectasia  is  characterized  by  cer- 
ebellar ataxia,  oculocutaneous  telangiectasia,  a se- 
vere stunting  of  growth,  and  recurrent  sinopulmo- 
nary  infections.  This  disease  is  autosomal  in  in- 
heritance, and  it  manifests  defective  cell-mediated 
immunity.  Many  of  these  patients  lack  both 
serum  IgA  and  IgE.56  The  numbers  of  circulating 
T cells  are  markedly  depressed  and  B lympho- 
cytes, including  SmlgA-bearing  lymphocytes  are 
normal  or  increased.  These  patients  have  a very 
high  incidence  of  lymphoreticular  malignant  con- 
ditions.57 

Wiscott- Aldrich  syndrome.  The  Wiscott-Al- 
drich  syndrome  is  a sex-linked  recessive  immuno- 
deficiency disorder  characterized  by  the  classic 
triad  of  thrombocytopenia,  eczema,  and  increased 
susceptibility  to  infections.  Low  levels  of  serum 
IgM  are  present.  These  patients  are  unable  to  re- 
spond to  polysaccharide  antigens  and  do  not  show 
antibodies  to  natural  hemolysins.  There  is 
marked  deficit  in  circulating  T cell-numbers  and 
their  functions.2' 

Immunodeficiency  with  thymoma  (Good’s  syn- 
drome). Good’s  syndrome  presents  a combined 
antibody-  and  cell-mediated  immunodeficiency  as- 
sociated with  thymoma  and  may  represent  an  ac- 
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quired  defect  of  stem  cells.  The  thymoma  is  usu- 
ally a benign  overgrowth  of  spindle-shaped  epithe- 
lial cells.58  There  is  marked  reduction  of  circulat- 
ing B lymphocytes,  and  T lymphocyte  functions 
are  markedly  suppressed. 

Conclusion 

Lymphocyte  surface  markers  have  been  instru- 
mental in  desecting  out  the  nature  of  basic  defects 
in  primary  immunodeficiencies.  Significance  of 
“suppressor”  T cells  in  the  pathogenesis  of  certain 
immunodeficiency  disorders  may  help  to  develop 
some  modalities  for  the  treatment  of  these  pa- 
tients. 
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An  important  new 
antibiotic  for  serious 
gram-negative  infections 


wide  investigational  experience 
already  in  these  areas 


now  available 
for  hospitalized  patients 
in  your  community 


*Due  to  indicated  susceptible  organisms 

WARNINGS 


Patients  treated  with  Nebcin®  (tobramycin  sulfate,  Lilly) 
should  be  under  close  clinical  observation,  because  tobra- 
mycin and  other  aminoglycoside  antibiotics  have  an  inher- 
ent potential  for  causing  ototoxicity  and  nephrotoxicity. 

Both  vestibular  and  auditory  ototoxicity  can  occur. 
Eighth-nerve  impairment  may  develop  if  patients  have  pre- 
existing renal  damage  and  if  Nebcin  is  administered  for 
longer  periods  or  in  higher  doses  than  those  recommended. 

Tobramycin  is  potentially  nephrotoxic.  Renal  and  eighth- 
nerve  function  should  be  closely  monitored  in  patients  with 
known  or  suspected  renal  impairment  and  also  in  those 
whose  renal  function  is  initially  normal  but  who  develop 
signs  of  renal  dysfunction  during  therapy.  Such  impairment 
may  be  characterized  by  cylindruria,  oliguria,  proteinuria,  or 
evidence  of  nitrogen  retention  (increasing  BUN,  NPN,  or 
creatinine).  Evidence  of  impairment  in  renal,  vestibular,  or 
auditory  function  requires  discontinuation  of  the  drug  or 
dosage  adjustment. 

Nebcin  should  be  used  with  caution  in  premature  and 
neonatal  infants  because  of  their  renal  immaturity  and 


the  resulting  prolongation  of  serum  half-life  of  the  drug. 

In  the  case  of  overdosage  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  help  remove  tobramycin  from 
the  blood. 

Serum  concentrations  should  be  monitored  when  fea- 
sible, and  prolonged  concentrations  above  12  meg./ ml. 
should  be  avoided.  Urine  should  be  examined  for  increased 
excretion  of  protein,  cells,  and  casts. 

Concurrent  and  sequential  use  of  other  neurotoxic 
and/or  nephrotoxic  antibiotics,  particularly  streptomycin, 
neomycin,  kanamycin,  gentamicin,  cephaloridine,  paromo- 
mycin, viomycin,  polymyxin  B,  and  colistin,  should  be 
avoided. 

Nebcin  should  not  be  given  concurrently  with  potent 
diuretics.  Some  diuretics  themselves  cause  ototoxicity,  and 
intravenously  administered  diuretics  enhance  aminoglyco- 
side toxicity  by  altering  antibiotic  concentrations  in  serum 
and  tissue. 

Usage  in  Pregnancy— Safety  of  this  product  for  use  during 
pregnancy  has  not  been  established. 


tobramycin  sulfate 


for  serious  infections  including 
septicemia 

Bacterial  cultures  should  be  obtained 
prior  to  and  during  treatment. 

In  patients  in  whom  gram-negative 
septicemia  or  neonatal  sepsis  is 
suspected,  including  those  in  whom 
concurrent  therapy  with  a penicillin 
or  cephalosporin  and  an  aminogly- 
coside may  be  indicated,  treatment 
with  Nebcin  may  be  initiated  before 
the  results  of  susceptibility  studies 
are  obtained.  The  decision  to  con- 
tinue therapy  with  Nebcin  should  be 
based  on  the  results  of  susceptibility 
studies,  the  severity  of  the  infection, 
and  the  important  additional 
concepts  discussed  in  the  WARNINGS 
box  in  the  prescribing  information. 

lower-respiratory-tract 

infections 

Nebcin  is  indicated  in  broncho- 
pneumonia, pneumonia,  empyema, 
and  bronchitis.  Most  patients  treated 
in  clinical  trials  had  one  or  more 
of  the  following  underlying 
respiratory  tract  conditions:  asthma, 
cor  pulmonale,  cystic  fibrosis, 
emphysema,  bronchiectasis,  lung 
cancer,  empyema,  and  respiratory 
tract  anomaly. 


500779 


urinary  tract  infections 

Nebcin  is  indicated  in  the  treatment 
of  serious  complicated  and  recurrent 
urinary  tract  infections.  Aminogly- 
cosides, including  Nebcin,  are  not 
indicated  in  uncomplicated  initial 
episodes  of  urinary  tract  infections 
unless  the  causative  organisms  are 
not  susceptible  to  antibiotics  having 
less  potential  toxicity. 

caused  by  susceptible  strains  of 

Pseudomonas  aeruginosa 
Klebsiella-Enterobacter-Serratia 
group 

Escherichia  coli 

Proteus  sp.  (indole-positive  and 
indole-negative) 

Providencia  sp. 

Citrobacter  sp. 

Group  D streptococci 
Staphylococci,*  including 
Staphylococcus  aureus 
(coagulase-positive  and 
coagulase-negative) 

* Nebcin  may  be  considered  in  serious  staphylococcal  infections 
when  penicillin  or  other  potentially  less  toxic  drugs  are 
contraindicated  and  when  bacterial  susceptibility  testing 
and  clinical  judgment  indicate  its  use. 

Please  see  following  page  for  summary  of  prescribing  information. 
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tobramycin  sulfate 


Prescribing  Information 

WARNINGS 

Patients  treated  with  Nebcin  should  be  under  close  clinical  observation, 
because  tobramycin  and  other  aminoglycoside  antibiotics  have  an  inher- 
ent potential  for  causing  ototoxicity  and  nephrotoxicity. 

Both  vestibular  and  auditory  ototoxicity  can  occur.  Eighth-nerve  impair- 
ment may  develop  if  patients  have  preexisting  renal  damage  and  if  Nebcin 
is  administered  for  longer  periods  or  in  higher  doses  than  those 
recommended. 

Tobramycin  is  potentially  nephrotoxic.  Renal  and  eighth-nerve  function 
should  be  closely  monitored  in  patients  with  known  or  suspected  renal 
impairment  and  also  in  those  whose  renal  function  is  initially  normal  but 
who  develop  signs  of  renal  dysfunction  during  therapy.  Such  impairment 
may  be  characterized  by  cylindruria,  oliguria,  proteinuria,  or  evidence  of 
nitrogen  retention  (increasing  BUN,  NPN,  or  creatinine).  Evidence  of 
impairment  in  renal,  vestibular,  or  auditory  function  requires  discontinua- 
tion of  the  drug  or  dosage  adjustment. 

Nebcin  should  be  used  with  caution  in  premature  and  neonatal  infants 
because  of  their  renal  immaturity  and  the  resulting  prolongation  of  serum 
half-life  of  the  drug. 

In  the  case  of  overdosage  or  toxic  reactions,  peritoneal  dialysis  or  hemo 
dialysis  will  help  remove  tobramycin  from  the  blood. 

Serum  concentrations  should  be  monitored  when  feasible,  and 
prolonged  concentrations  above  12  meg.  / ml.  should  be  avoided.  Urine 
should  be  examined  for  increased  excretion  of  protein,  cells,  and  casts. 

Concurrent  and  sequential  use  of  other  neurotoxic  and/or  nephrotoxic 
antibiotics,  particularly  streptomycin,  neomycin,  kanamycin,  gentamicin, 
cephaloridine  paromomycin,  viomycin,  polymyxin  B and  colistm,  should 
be  avoided. 

Nebcin  should  not  be  given  concurrently  with  potent  diuretics.  Some 
diuretics  themselves  cause  ototoxicity,  and  intravenously  administered 
diuretics  enhance  aminoglycoside  toxicity  by  altering  antibiotic  concentra- 
tions in  serum  and  tissue. 

Usage  in  Pregnancy— Safety  of  this  product  for  use  during  pregnancy 
has  not  been  established. 


Description:  Tobramycin  sulfate,  a water-soluble  antibiotic  of  the  aminoglycoside 
group,  is  derived  from  the  actinomycete  Streptomyces  tenebrar ius  Nebcin  Injec- 
tion is  a clear  and  colorless  sterile  aqueous  solution  for  parenteral  administra- 
tion. It  is  stable  and  requires  no  refrigeration. 

Indications  and  Usage:  Nebcin  is  indicated  for  the  treatment  of  serious  infections 
caused  by  susceptible  strains  of  the  following  microorganisms:  Pseudomonas 
aeruginosa,  Escherichia  col i,  Proteus  sp.  (indole  positive  and  indole-negative), 
Providencia,  Klebsiella  Enterobacter-Serratia  group.  Citrobacter  sp..  group  D 
streptococci,  and  staphylococci,  including  Staphylococcus  aureus  (coagulase 
positive  and  coagulase-negative). 

Nebcin  is  indicated  in  the  treatment  of  septicemia:  central-nervous-system 
infections,  including  meningitis;  neonatal  sepsis;  serious  lower  respiratory  infec- 
tions; gastrointestinal  infections,  including  peritonitis;  and  serious  skin,  bone, 
and  soft  tissue  infections,  including  burns,  caused  by  the  susceptible  organisms 
listed  above.  Clinical  studies  have  shown  Nebcin  also  to  be  effective  in  serious 
complicated  and  recurrent  urinary  tract  infections  due  to  these  organisms. 
Aminoglycosides,  including  Nebcin,  are  not  indicated  in  uncomplicated  initial 
episodes  of  urinary  tract  infections  unless  the  causative  organisms  are  not 
susceptible  to  antibiotics  having  less  potential  toxicity.  Nebcin  may  be  considered 
in  serious  staphylococcal  infections  when  penicillin  or  other  potentially  less  toxic 
drugs  are  contraindicated  and  when  bacterial  susceptibility  testing  and  clinical 
judgment  indicate  its  use. 

Bacterial  cultures  should  be  obtained  prior  to  and  during  treatment  to  isolate 
and  identify  etiologic  organisms  and  to  test  their  susceptibility  to  tobramycin.  If 
susceptibility  tests  show  that  the  causative  organisms  are  resistant  to  tobramy- 
cin, other  appropriate  therapy  should  be  instituted  In  patients  in  whom  gram 
negative  septicemia,  neonatal  sepsis,  or  meningitis  is  suspected,  including  those 
in  whom  concurrent  therapy  with  a penicillin  or  cephalosporin  and  an  aminogly 
coside  may  be  indicated,  treatment  with  Nebcin  may  be  initiated  before  the 
results  of  susceptibility  studies  are  obtained  The  decision  to  continue  therapy 
with  Nebcin  should  be  based  on  the  results  of  susceptibility  studies,  the 
severity  of  the  infection,  and  the  important  additional  concepts  discussed  in  the 
WARNINGS  box  above 

Contraindication:  A history  of  hypersensitivity  to  tobramycin  is  a contraindication 
to  its  use. 

Warnings:  See  WARNINGS  box  above. 

Precautions:  Specimens  should  be  collected  during  therapy  for  examination,  as 
recommended  in  the  WARNINGS  box. 

Neuromuscular  blockade  and  respiratory  paralysis  have  been  reported  in  cats 
receiving  very  high  doses  of  tobramycin  (40  mg  /Kg.)  The  possibility  that  these 
phenomena  may  occur  in  man  should  be  considered  if  tobramycin  is  adminis- 
tered to  patients  who  are  also  receiving  neuromuscular  blocking  agents,  such  as 
succinylcholine  or  tubocurarine. 


Cross-allergenicity  among  aminoglycosides  has  been  demonstrated. 

If  overgrowth  of  nonsusceptible  organisms  occurs,  appropriate  therapy  should 
be  initiated. 

Adverse  Reactions:  Nephrotoxicity— Renal  function  changes,  as  shown  by  rising 
BUN,  NPN,  and  serum  creatinine  and  by  oliguria,  cylindruria,  and  increased 
proteinuria,  have  been  reported,  especially  in  patients  with  a history  of  renal 
impairment  who  are  treated  for  longer  periods  or  with  higher  doses  than  those 
recommended. 

Neurotoxicity— Adverse  effects  on  both  the  vestibular  and  auditory  branches 
of  the  eighth  nerve  have  been  noted,  especially  in  patients  receiving  high  doses  or 
prolonged  therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus,  roaring  in  the 
ears,  and  hearing  loss. 

NOTE:  The  risk  of  toxic  reactions  is  low  in  patients  with  normal  renal  function 
who  do  not  receive  Nebcin  in  higher  doses  or  for  longer  periods  of  time  than 
those  recommended. 

Other  reported  adverse  reactions  possibly  related  to  Nebcin  include  increased 
serum  transaminase  (SGOT,  SGPT)  and  Increased  serum  bilirubin;  anemia, 
granulocytopenia,  and  thrombocytopenia;  and  fever,  rash,  itching,  urticaria, 
nausea,  vomiting,  headache,  and  lethargy. 

Suggested  Dosage  Guides— I.M  / I.V.: 

Usual  dosage  for  adults,  children,  and  older  infants  (normal  renal  function)— 

3 mg  / Kg.  /day  administered  in  three  equal  doses  every  eight  hours.  In  life- 
threatening  situations,  the  dosage  may  be  increased  up  to  5 mg. /Kg. /day 
administered  in  three  or  four  equal  doses.  This  dosage  should  be  reduced  to 
3 mg. /Kg. /day  as  soon  as  clinically  indicated.  (Refer  to  Table  1 for 
dosage  schedule.) 

Dosage  for  neonates  up  to  one  week  of  age  (normal  renal  function)— 

Up  to  4 mg.  / Kg.  /day  may  be  given  in  two  equal  doses  every  twelve  hours. 

The  usual  duration  of  treatment  is  seven  to  ten  days. 

Dosage  guidelines  for  adult  or  pediatric  patients  with  reduced  renal  function— 
After  a loading  dose  of  1 mg.  /Kg.,  subsequent  dosage  must  be  adjusted  either 
with  reduced  doses  at  eight-hour  intervals  or  with  normal  doses  at  prolonged 
intervals.  To  determine  the  reduced  dose  at  eight  hour  intervals,  see  the  conven- 
ient nomogram  in  the  package  literature.  * To  calculate  normal  dosage  at 
prolonged  intervals  (if  the  creatinine  clearance  rate  is  not  available  and  the 
patient's  condition  is  stable),  the  following  formula  may  be  used: 

1 mg. /Kg.  q.  (6  x serum  creatinine)  h. 

Neither  regimen  should  be  used  when  dialysis  is  being  performed. 

/.  V.  Administration— The  usual  volume  of  diluent  for  adults  is  50to  100  ml.  For 
children,  the  volume  of  diluent  should  be  proportionately  less  than  for  adults. 

The  diluted  solution  usually  should  be  infused  over  a period  of  twenty  to  sixty 
minutes. 

An  alternate  rough  guide  for  determining  reduced  dosage  at  eight-hour  intervals  (for  patients 
whose  steady-state  serum  creatinine  values  are  known)  is  to  divide  the  normally  recommended 
dose  by  the  patient's  serum  creatinine. 


Table  1.  Dosage  Schedule  Guide  for  Adults  with  Normal  Renal  Function 
(Dosage  at  Eight-Hour  Intervals) 


For  Patient 
Weighing 
Kg.  Lb 

Usual  Dose  for 
Serious  Infections 

1 mg. /Kg.  q.8h. 
(Total.  3 mg. /Kg. /day) 

Maximum  Dose  for  Life- 
Threatening  Infections 
(Reduce  as  soon  as  possible) 

1.66mg./Kg.q.8h. 
(Total,  5 mg. /Kg. /day) 

mg. /dose 

ml./dose+ 

mg.  /dose 

ml./dose+ 

q.  8 h. 

q.  8 h. 

120 

264 

120  mg. 

3 ml. 

200  mg. 

5 ml. 

115 

253 

115  mg. 

2.9  ml. 

191  mg. 

4.75ml. 

110 

242 

1 10  mg. 

2.75ml. 

183  mg. 

4.5  ml. 

105 

231 

105  mg. 

2.6  ml. 

175  mg. 

4.4  ml. 

100 

220 

100  mg. 

2.5  ml. 

166  mg. 

4.2  ml. 

95 

209 

95  mg. 

2.4  ml. 

158  mg. 

4 ml. 

90 

198 

90  mg. 

2.25ml. 

150  mg. 

3.75ml. 

85 

187 

85  mg. 

2.1  ml. 

141  mg. 

3.5  ml. 

80 

176 

80  mg. 

2 ml. 

133  mg. 

3.3  ml. 

75 

165 

75  mg. 

1.9  ml. 

125  mg. 

3.1  ml. 

70 

154 

70  mg. 

1.75  ml. 

1 16  mg. 

2.9  ml. 

65 

143 

65  mg. 

1.6  ml. 

108  mg. 

2.7  ml. 

60 

132 

60  mg. 

1.5  ml. 

100  mg. 

2.5  ml. 

55 

121 

55  mg. 

1.4  ml. 

91  mg. 

2.25ml. 

50 

110 

50  mg. 

1.25ml. 

83  mg. 

2.1  ml 

45 

99 

45  mg. 

1.1  ml. 

75  mg. 

1.9  ml. 

40 

88 

40  mg. 

1 ml 

66  mg. 

1 .6  ml 

1 Applicable  to  all  product  forms  except  Nebcin,  Pediatric,  Injection  (see  How  Supplied). 


How  Supplied:  Ampoules  Nebcin  " (tobramycin  sulfate.  Lilly)  Injection,  80  mg 
(equivalent  to  tobramycin)  per  2 ml  , 2 ml..  rubber-stoppered. 

Ampoules  Nebcin,  Pediatric,  Injection,  20  mg.  (equivalent  to  tobramycin)  per  2 | 
ml.,  2 ml.,  rubber-stoppered. 
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Nine  patients  maintained  on  long-term  alternate- 
day  steroid  therapy  following  renal  transplanta- 
tion were  studied  utilizing  1[nI-19-iodocholesterol 
gamma  ray  scintigraphy.  The  serum  cortisol  and 
urinary  ketosteroid  measurements  were  also  deter- 
mined. Kidney  function  and  the  serum  electro- 
lytes were  normal.  Depression  of  the  feedback 
control  on  hypothalamic-pituitary-adrenal  axis 
was  documented  by  adrenal  scintiscanning  which 
correlated  well  with  the  steroid  levels  in  blood  and 
the  metabolites  in  urine.  The  functional  status  of 
the  adrenals  on  long-term  steroid  therapy  can  be 
accurately  verified  by  adrenal  scintigraphy  fol- 
lowing ACTH  stimulation. 
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The  diagnostic  usefulness  of  adrenal  imaging 
with  131I-19-iodocholesterol  is  now  well  estab- 
lished.1-3 The  consequence  of  such  a selective  lo- 
calization of  gamma-emitting  compound  in  the 
adrenal  gland  reflects  the  functional  and  anatomic 
activity  of  the  adrenal  and  can  be  comparable  to 
the  value  of  131I-uptake  by  the  thyroid  as  a clinical 
procedure.4  Beierwaltes  and  his  co-workers3  were 
first  to  differentiate  Cushing’s  syndrome  from  a 
functioning  unilateral  adrenocortical  tumor,  fol- 
lowing visualization  of  the  adrenal  gland  after  the 
administration  of  l31I-19-iodocholesterol.  This 
noninvasive  scanning  procedure  can  also  identify 
isolated  aldosteronomas,5  adrenal  remnants  after 
“total”  adrenalectomy,6  and  visualization  of  some 
malignant  adrenal  tumors.7  Furthermore,  this 
procedure  combined  with  dexamethasone  suppres- 
sion can  provide  a technique  on  which  a preopera- 
tive distinction  can  be  made  between  primary  al- 
dosteronism and  “idiopathic”  aldosteronism.3 
This  report  describes  our  observations  on  the  ef- 
fects of  long-term  alternate-day  steroid  therapy  on 
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the  concentration  of  131I-19-iodocholesterol  by  the 
adrenal  glands  which  indirectly  reflect  the  hor- 
monal status  of  the  hypothalamic-pituitary-adre- 
nal axis. 

Materials  and  methods 

Nine  patients,  7 females  and  2 males,  received 
renal  allografts  between  the  years  1969  to  1973. 
All  patients  were  maintained  on  a suitable  dialysis 
program,  and  8 of  these  had  undergone  bilateral 
nephrectomy  prior  to  renal  transplantation.  All 
of  these  patients  when  studied  were  clinically  sta- 
ble and  received  oral  methylprednisolone  32  mg. 
on  alternate  days  and  azathioprine  20  mg.  per  kilo- 
gram daily.  Patients  included  in  this  study  were 
admitted  to  hospital  for  complete  evaluation. 
Standard  diet  and  liberal  fluids  were  permitted. 
Electrolytes,  BUN  (blood  urea  nitrogen),  plasma 
creatinine,  blood  sugar,  and  carbon  dioxide-com- 
bining power  were  determined  by  sequential  mul- 
tiple analyzer  (SMA-6-60)  autoanalyzer  (Techni- 
con).  On  the  day  following  methylprednisolone 
administration,  plasma  cortisol  levels  were  deter- 
mined on  the  blood  samples  drawn  at  8:00  A.M. 
and  4:00  P.M.  by  a competitive  protein-binding  ra- 
dioimmunoassay.8 All  twenty-four-hour  urine 
samples  were  collected  to  determine  the  urinary 
17-ketosteroids  as  previously  described.9,10  The 
androgenic  steroid  fractions  were  measured  on  the 
same  twenty-four-hour  urine  samples  by  the  gas 
liquid  chromatography  procedure  following  en- 
zyme hydrolysis  and  the  conversion  of  the  free  ste- 
roids to  their  trimethylsilyl  derivatives.11  Adrenal 
scans  were  obtained  on  all  9 patients  following  an 
intravenous  injection  of  1 mCi.  of  131I-19-iodo- 
cholesterol.  The  specific  activity  of  this  com- 
pound was  on  an  average  0.5  mCi.  per  milligram, 
ranging  from  0.07  to  0.55  mCi.  per  milligram.  The 
labeled  compound  was  analyzed  for  radiochemical 
purity  using  thin-layer  silica  gel  chromatography 
with  ether,  benzene  solvent.  In  general  the  mate- 
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TABLE  I.  Essential  clinical  and  biochemical  parameters  of  renal  transplant  patients 


Patient 

Number* 

Age 

(Years) 

Date 

Transplanted 

Glomerular  Filtration  Rate 
(ml.  per  minute 
per  1.73  M.2) 

Plasma  Cortisol  Values 
(micrograms  per  100  ml.) 

8:00  A.M.  4:00  P.M. 

Urinary  17-Ketosteroid  Values 
(mg.  per  twenty-four  hours) 

1 

30 

Sept.,  1972 

73.9 

18 

9 

9.5 

2 

29 

Sept.,  1969 

50.3 

1 

<1 

4.6 

3 

50 

Mav,  1973 

58.7 

2 

15 

3.4 

4 

43 

May,  1973 

107 

5.5 

9.5 

1.6 

5 

48 

Jan.,  1970 

66.8 

16 

5.5 

6.3 

6 

47 

Dec.,  1970 

110.5 

11 

4 

3.2 

7 

48 

Jan.,  1970 

66.8 

16 

5.5 

4.4 

8 

40 

June,  1969 

61.4 

17 

13 

7.6 

9 

32 

Dec.,  1969 

69 

12 

<1 

Female 

10 

Male 

Mean  ± Standard  Error 

73.8  i 20.9 

10.9  t 6.5 

7.1  ± 4.9 

4.7  t 2.6 

8.8  t 1.7 

Normal  Range 

100  to  160 
ml.  per  minute  per 

1.73  M.2 

10  to  24  micrograms 
per  100  ml. 

60  per  cent  of 
8:00  A.M.  Value 

5 to  18  mg  per  9 to  25  mg  per 

twenty-four  hrs.  twenty-four  hrs. 

* Female  cases  1 to  7. 


TABLE  II.  Urinary  androgen  fractions  in  renal  transplant  patients  on  alternate-day  steroid  therapy 


Steroid  Regimen 

1 

2 

3 

4 

• Patient 
5 

6 

7 

8 

9 

Mean  ± S.D.* 
(mg.  per 
24  hours) 

Normal  Values 

r (mg.  per  24  hours) s 

Female  Male 

17-Ketosteroids 

9.5 

4.6 

3.4 

1.6 

6.3 

3.2 

4.4 

7.6 

10 

4.7  ± 2.6 

5 to  18 

9 to  25 

(Total  mg.  per  24  hrs.)' 

1 1-Deoxy-l  7-Ketosteroids 

1.65 

0.29 

1.97 

1.37 

0.77 

1.22 

1.17 

3.13 

3.72 

1.21  ± 0.6 

(mg.  per  24  hours) 

Androsterone 

0.33 

0.35 

0.39 

0.39 

0.26 

0.76 

0.11 

0.25  ± 0.2 

1 to  5 

1 to  7.9 

Etiocholanolone 

1.25 

0.59 

1.16 

1.37 

6.77 

1.16 

0.84 

2.21 

3.33 

1.02  ± 0.3 

0.20  to  1.4 

1.3  to  8.5 

Dehydroepiandrosterone 

0.07 

0.05 

0.42 

0.42 

0.07 

0.16 

0.59 

0.15  ± 0.2 

1 to  4 

0.20  to  5.7 

ll-Oxy-17-Ketosteroids 

0.27 

0.99 

2.39 

1.92 

6.83 

0.25 

0.45 

1.08 

1.44 

1.01  ± 0.8 

(mg.  per  24  hours) 

1 1-Ketoandrosterone 

0.17 

0.22 

0.13 

0.25 

0.074  ± 0.1 

0 to  1.6 

0 to  1.7 

1 1-Ketoetiocholanolone 

0.1 

6.07 

0.59 

o.i’2 

6.25 

0.32 

6.16 

0.14 

0.21  ± 0.2 

0.3  to  1.1 

0.4  to  1.4 

1 1-Hydroxyandrosterone 

0.18 

0.5 

1.92 

0.71 

0.92 

1.05 

0.47  ± 0.7 

0.3  to  2 

0.2  to  3.7 

1 1-Hydroxy  etiocholanolone 

1.08 

0.15  ± 0.4 

0.2  to  1.8 

0 to  0.9 

Cholesterol:  Total 

1.45 

6.29 

0.64 

1.32 

6.44 

6.73 

6.88 

0.54 

1.2 

0.82  ± 0.4 

0.41  to  1.59 

0.44  to  1.24 

Pregnanediol 

0.49 

0.07 

0.81 

0.9 

0.27 

2.1 

0.66  ± 0.7 

0.2  to  0.97 

Pregnanetriol 

0.44 

0.13 

0.45 

0.17  ± 0.2 

0.1  to  4 

* Mean  ± Standard  Error  in  female  patients  (1  through  7). 

+ Total  grinary  1 7-ketosteroids  were  measured  by  Zimmermann  Reaction.9 


rial  consisted  of  at  least  95  per  cent  131I-19-iodo- 
cholesterol.  All  patients  included  in  this  study  re- 
ceived Lugol’s  iodide  prior  to  the  administration  of 
131I-19-iodocholesterol,  and  the  dose  of  10  drops 
three  times  a day  was  continued  for  five  to  seven 
days.  The  scans  were  obtained  between  seven  and 
ten  days  after  injection  on  the  rectilinear  scanner 
equipped  with  medium-energy,  medium-resolu- 
tion collimator.  Static  images  were  obtained  in  a 
few  patients  on  a 70-gamma  camera  (Baird  Atomic 
System).  In  8 patients,  the  adrenal  scan  failed  to 
document  concentration  of  131I-19-iodocholesterol 
in  the  adrenals.  Seven  of  these  patients  had  a re- 
peat adrenal  scan  three  months  later  after  a course 
of  corticotropin  gel,  given  intramuscularly,  80 
units  every  five  days,  for  a total  of  3 doses.  One 
patient,  Case  3,  was  unavailable  for  post-ACTH 
(adrenocorticotropic  hormone)  scan. 

Results 

Table  I provides  a clinical  and  biochemical  pro- 
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file  on  the  series  of  patients  studied.  All  patients 
had  received  alternate-day  steroids  for  approxi- 
mately two  years  prior  to  commencing  this  study. 
The  glomerular  filtration  rate  varied  between  50.3 
ml.  to  110.5  ml.  per  minute  per  1.73  M.2  with  a 
mean  of  plus  or  minus  20.9  ml.  per  minute  per  1.73 
M.2.  Fasting  blood  sugars  and  serum  electrolytes 
values  were  normal  in  all  subjects.  In  3 patients, 
Cases  2,  3,  and  4,  the  8:00  A.M.  plasma  cortisol 
values  were  depressed,  while  in  6 patients,  Cases  1, 
2,  5,  6,  7,  and  9,  the  4:00  P.M.  values  were  similarly 
affected.  Two  patients,  Cases  3 and  4,  exhibited  a 
paradoxical  response  with  higher  plasma  cortisol 
values  in  the  afternoon.  The  twenty-four-hour 
17-ketosteroid  values  in  7 female  patients  showed 
a mean  plus  or  minus  1 standard  deviation  of  4.7 
plus  or  minus  2.6  mg.  per  twenty-four  hours,  the 
normal  ranging  from  5 to  18  mg.  per  twenty-four 
hours.  Only  2 patients,  Cases  1 and  5,  had  values 
within  the  normal  range.  The  adrenal  androgen 
fractions  were  estimated  in  these  2 patients,  and  a 


TABLE  III.  Adrenal  imaging  with 
,3ll-19-iodocholesterol  in  renal  transplant  patients 
on  alternate-day  steroids 


Patient 

Number 

Visualization 
Prior  To 
Corticotropin 

Visualization 
Following 
Corticotropin 
(80  Units 
Intramuscularly 
Every  Five 
Days  x 3) 

1 

Both  glands 

Not  done 

2 

None 

Not  visualized 

3 

Right  gland 

Not  done 

4 

Right  gland 

Both  glands 

5 

None 

Both  glands 

6 

None 

Right  gland 

7 

None 

Both  glands 

8 

Right  gland 

Both  glands 

9 

None 

Both  glands 

general  depression  of  the  ll-deoxy-17-ketosteroid 
and  ll-oxy-17-ketosteroid  fractions  was  noted 
(Table  II).  In  keeping  with  the  corresponding  de- 
pression of  cortisol  activity  in  the  plasma,  the  re- 
maining 5 female  patients  demonstrated  a marked 
depression  of  ll-deoxy-17-ketosteroids  and  11- 
oxy-17-ketosteroids  in  the  twenty-four-hour  uri- 
nary fractional  excretion.  The  adrenal  androgen 
fractionation  in  both  male  patients,  Cases  8 and  9, 
was  normal.  The  individual  fractions  confirmed  a 
selective  depression  in  the  major  androgen  se- 
creted by  the  adrenals,  that  is,  dehvdroepiandrost- 
erone,  in  all  subjects.  Eleven-hydroxy-etiocho- 
lanolone  and  11-ketoetiocholanolone,  primarily 
the  metabolites  of  adrenal  corticosteroids,  were 
also  depressed. 

During  the  initial  scintigraphic  examination  of 
the  adrenal  glands,  prior  to  ACTH  administration, 
only  1 patient,  Case  1,  demonstrated  tracer  con- 
centration in  both  the  adrenals,  and  3 other  pa- 
tients, Cases  3,  4,  and  8,  demonstrated  unilateral 
tracer  concentration  in  the  right  adrenal  gland. 
In  view  of  this  finding,  we  repeated  the  adrenal 
scan  in  all  but  2 patients,  Cases  1 and  3.  On  this 
occasion,  however,  80  units  of  corticotropin  gel  was 
given  intramuscularly  on  three  occasions  at  five- 
day  intervals.  In  5 patients,  Cases  4,  5,  7,  8,  and  9, 
both  glands  were  visualized.  The  adrenal  scan  of 
patient  6 demonstrated  radiotracer  concentration 
only  in  the  right  adrenal  gland,  and  in  patient  2 no 
visualization  of  either  adrenal  gland  was  noted 
(Table  III).  The  representative  adrenal  scans  per- 
formed on  patient  4,  pre-  and  post-ACTH  stimula- 
tion, are  shown  in  Figure  1A  and  IB. 

Comment 

The  intravenous  administration  of  131I- 19- - 
iodocholesterol  followed  by  rectilinear  scanning  or 
gamma  camera  imaging  has  been  established  as  a 
reliable  investigative  procedure  for  diagnostic  and 
functional  assessment  of  the  adrenal  gland.1  The 
group  of  patients  studied  herein  were  all  on  alter- 


POST 


FIGURE  1.  Adrenal  scans  in  Case  4.  (A)  Prior  to  ACTH 
injection.  Note  complete  lack  of  131l-l9-iodocholesterol 
concentration  in  left  adrenal  gland.  (B)  After  ACTH  injec- 
tion. Note  normal  visualization  of  both  adrenal  glands. 

nate-day  steroids  for  a period  of  at  least  two  years. 
The  problems  associated  with  this  form  of  therapy 
were  minimal.  Hypertension  was  absent,  and 
none  of  the  usual  sequelae  of  long-term  steroid 
therapy  were  present.  Our  studies  demonstrate, 
however,  a suppression  of  the  so-called  hypothala- 
mic-pituitary-adrenal axis.  The  observation  of  ra- 
diotracer concentration  in  the  previously  nonvisu- 
alized  glands  following  corticotropin  administra- 
tion indirectly  confirms  this  finding.  In  1 patient, 
Case  2,  the  adrenal  scan  failed  to  demonstrate  ei- 
ther adrenal  gland  despite  corticotropin  adminis- 
tration. We  assume  the  dose  and  duration  of  cor- 
ticotropin therapy  was  insufficient.  The  possibili- 
ty of  structural  damage  at  the  time  of  bilateral  ne- 
phrectomy must  also  be  considered.  However, 
surgical  records  in  this  particular  case  failed  to 
clarify  this  point.  In  1 patient,  Case  1,  both  adre- 
nal glands  were  well  visualized  without  the  need 
for  ACTH  stimulus.  In  this  patient  the  cortisol 
values  were  found  to  be  within  normal  limits.  It  is 
of  some  interest  to  note  that  whenever  there  was 
only  unilateral  concentration  of  131I-19-iodocho- 
lesterol,  the  right  adrenal  gland  was  the  one  which 
concentrated  the  radiotracer.  Since  the  number 
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of  subjects  involved  was  very  small,  no  definite 
conclusion  can  be  made;  however,  this  may  be  a re- 
flection of  underlying  functional  activity. 

In  summary,  our  finding  confirms  the  diagnostic 
usefulness  of  131I-19-iodocholesterol  imaging. 
While  this  procedure  demonstrates  adrenal  func- 
tional activity  and  some  anatomic  aberrations,  it 
also  reflects  indirectly  the  responsiveness  of  the 
hypothalamic-pituitary-adrenal  axis,  as  shown  in 
our  patients. 
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PRISM  editors  evaluate  U.S.  malpractice 
problem 

The  availability  of  professional  liability  insurance  for 
physicians  in  1976  is  in  jeopardy  in  28  states,  according 
to  a Prism*  magazine  survey  of  state  medical  associa- 
tions. And  this  means  that  the  uninterrupted  provision 
of  medical  services  could  be  jeopardized  as  well  in  those 
states. 

The  survey  is  part  of  a special  AMA  source  document, 
titled  “Malpractice  in  Focus,”  which  reveals  the  all-per- 
vasive character  of  the  uniquely  American  problem. 

Insurance  Services  Organization,  a trade  association, 
predicts  that  rates  will  increase  as  much  as  500  per  cent 
in  1976  and  will  average  170  per  cent  high  nationwide. 
In  a search  for  solutions  to  this  worsening  problem  state 
legislators  across  the  country  have  already  introduced 
more  than  400  bills  designed  to  correct  the  problem. 

There  is  no  pattern  to  the  crisis.  Rural  and  industrial 
states  alike  have  experienced  malpractice  problems. 
Nor  does  proximity  or  life-style  predicate  response. 
North  Dakota  has  so  far  experienced  only  minor  prob- 
lems of  insurance  availability,  but  South  Dakota  already 
has  a serious  problem. 

The  editors  estimate  that  as  many  as  40,000  malprac- 
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tice  claims  nationwide  will  probably  be  filed  in  1975. 
This  claim  level  represents  an  average  increase  of  12  per 
cent  annually  since  1970.  In  fact  one  source  quoted  in 
the  document,  Insurance  Service  Organization,  esti- 
mates that  if  the  present  trend  were  to  continue  un- 
checked, claims  could  run  as  high  as  82,000  in  1980. 

As  expected,  surgeons  are  the  most  vulnerable  to 
suits,  with  cardiac  surgeons  running  the  greatest  risk: 
one  fourth  had  claims  filed  against  them  in  1974.  The 
least  vulnerable,  predictably,  include  allergists,  patholo- 
gists, and  psychiatrists.  Among  general  practitioners, 
only  5.88  per  100  doctors  had  claims  filed  against  them. 

The  most  active  states  in  terms  of  claims  filed,  in  1974, 
are  California,  New  York,  Florida,  Wisconsin,  and 
Maryland. 

The  editors  of  the  AMA  source  document  have  suc- 
ceeded in  reducing  the  complex  subject  of  malpractice 
litigation  into  understandable  terms  without  adding 
measurably  to  the  millions  of  words  that  have  appeared 
on  the  subject.  The  publication  is  a visual  presentation 
of  this  national  medical  crisis  It  relies  on  imaginatively 
conceived  charts,  pictograms  and  other  visual  devices  to 
make  the  subject  understandable. 

* Prism  is  the  socioeconomic  magazine  of  the  American  Medi- 
cal Association. 
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Name 


an  individual  to  monitor  and  influence  his  own  muscle 
tension  and  relaxation;  similarly,  our  feedback  thermom- 
eters can  assist  in  subject  control  over  sympathetic  activ- 
ity, and  our  feedback  encephalographs  are  the  most 
accurate  monitors  and  analyzers  of  brain  wave  function  in 
their  respective  price  ranges 

Any  Autogen  unit  can  be  sent  to  you  on  a 10-day 
trial  period.  Product  demonstrations  are  available  to  pro- 
fessionals anywhere  in  North  America.  For  further  infor- 
mation return  the  coupon  below.  If  you  have  other  ques- 
tions or  are  interested  in  other  forms  of  biofeedback,  call 
or  write  us  to  see  how  we  can  best  serve  your  needs.  Every 
ASI  instrument  comes  with  appropriate  electrodes  or 
probes,  batteries,  and  de- 

B tailed  training  manual  And 

■ every  unit  is  covered  by  the 

■ longest  warranty  in  the  m- 
I dijs’r||  five  y n a r s We  wel- 

B come  your  inquiries  and 
I comments 


If  you  believe  your  patient's  condition  involves  sig- 
nificant psychological  or  psychosomatic  components, 
you  may  find  biofeedback  instruments  to  be  an  effective 
aid  to  the  overall  treatment  picture 

What  is  biofeedback?  It  is  a unique  departure  from 
traditional  treatment  approaches  that  allows  an  individ- 
ual to  recognize  and  influence  his  own  internal  body 
states  Thus,  a patient  may  be  able  to  assume  a larger  role 
in  guiding  his  own  health  Evolving  out  of  a half-century  of 
autogenic  techniques  and  electronic  technology,  bio- 
feedback utilizes  a new  generation  of  precision  electronic 
equipment  especially  designed  to  meaningfully  translate 
measurements  of  internal  body  processes  to  the  individ- 
ual who  produced  them 

ASI  is  the  leading 
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A hypertensive  screening  project  was  estab- 
lished at  The  High  School  of  Fashion  Industries,  a 
New  York  City  public  high  school.  At  the  time  of 
the  study,  2,058  students  were  registered  at  the 
school.  The  school  population  is  predominantly 
black  female,  approximately  70  per  cent,  with  a 
small  proportion  of  white  females,  approximately 
20  per  cent,  and  black  males,  approximately  8 per 
cent. 

For  the  purposes  of  this  study,  hypertension  was 
defined  as  a systolic  blood  pressure  of  140  or  above 
and/or  a diastolic  blood  pressure  of  90  or  above. 
Of  the  registered  students,  1,863,  91  per  cent,  were 
tested;  110  of  these  students,  or  5.9  per  cent  of 
those  screened,  fulfilled  the  criteria  for  hyperten- 
sion on  initial  examination,  and,  of  these,  101,  or 

* This  investigation  was  supported  in  part  by  U.S.  Public 
Health  Service,  National  Institutes  of  Health,  Grant  Award  HI. 
12239,  HD  00072,  NIH  Grant  Award  HR  47,  Division  of  Gener- 
al Medical  Sciences.  It  was  also  aided  by  The  New  York  Kid- 
ney Foundation.  This  work  was  done  in  collaboration  with  the 
City  of  New  York  Health  Services  Administration,  which  con- 
ducted a pilot  study  for  screening  New  York  City  high  school 
students  for  hypertension  sponsored  by  the  City  of  New  York 
Health  Research  Council  and  The  New  York  Heart  Associa- 
tion. 

f Recipient  of  a Career  Scientist  Award  of  the  Health  Re- 
search Council  of  the  City  of  New  York  under  Contract  I 749 
and  U 2204. 


Twenty-eight  students  from  a New  York  City  high 
school  who  were  found  to  be  hypertensive  (>140/ 
90)  in  a screening  program  were  admitted  to  the 
Clinical  Research  Center  of  The  New  York  Hospi- 
tal-Cornell  Medical  Center  for  diagnostic  evalua- 
tion. Twenty-six  of  the  students  demonstrated  in- 
termittent systolic  and/or  diastolic  hypertension 
in  the  hospital;  2 of  the  students  were  normoten- 
sive  throughout  the  hospitalization.  A family  his- 
tory of  hypertension  and  obesity  were  the  most  fre- 
quent findings.  The  most  frequent  laboratory  ab- 
normalities were  related  to  the  urinary  tract,  but 
all  patients  had  normal  creatinine  clearances  and 
rapid-sequence  intravenous  pyelograms.  Hor- 
monal abnormality  of  the  renin-aldosterone  sys- 
tem was  documented  sporadically.  None  of  the 
abnormalities  demonstrated  was  considered  diag- 
nostic of  the  cause  of  the  hypertension. 


5.4  per  cent  of  those  screened,  were  retested,  the 
remaining  9 having  been  discharged  or  transferred, 
or  they  could  not  be  located.  Of  the  101  reexam- 
ined, 46  students,  or  2.5  per  cent  of  those  tested, 
continued  to  have  elevated  blood  pressure  on  re- 
peated examination;  28  of  these  hypertensive  stu- 
dents, 1.5  per  cent  of  those  screened,  consented  to 
admission  for  three  days  to  the  clinical  research 
center  of  The  New  York  Hospital-Cornell  Medical 
Center.  This  report  presents  the  results  of  their 
evaluation. 

Methods 

The  group  consisted  of  23  females  and  5 males 
who  ranged  in  age  from  147/i2  years  to  nineteen 
years;  18  of  the  females  and  all  the  males  were 
black.  Informed  consent  was  obtained  from  each 
patient  and  from  1 or  both  parents. 

On  admission  to  the  clinical  research  center,  all 
students  were  placed  on  a regular  diet  with  calcu- 
lated sodium  and  potassium  intake.  Sodium  in- 
take varied  between  31  and  113  mEq.  per  day. 
Blood  pressure  was  measured  in  the  right  arm  in 
the  supine  position  after  five  minutes’  rest,  every 
two  hours,  using  an  automatic  ultrasonic  blood- 
pressure  monitor  of  the  Doppler  type  (Arter- 
iosonde  1 2 1 6) 1 or  by  a clinical  research  center 
nurse  every  four  hours  using  a standard  clinical 
mercury  manometer  and  a cuff,  12.5  to  14  cm. 
wide,  that  encircled  the  arm.2 

The  following  determinations  were  made  on  the 
students  admitted  for  evaluation:  serum  electro- 
lytes, calcium,  phosphorus,  total  protein  and  albu- 
min-globulin (A/G)  ratio,  blood  urea  nitrogen 
(BUN)  and  creatinine,  cholesterol,  protein  electro- 
phoresis, lipoprotein  electrophoresis,  plasma  renin 
activity  (PRA),  serum  thyroxine,  plasma  follicle- 
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TABLE  I.  Results  of  diagnostic  evaluation  of  hypertensive  students* 
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B.  F 
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0.8 

N 

N 

Neg. 
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485 
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31 

1 

0 

148/88 

2 

B.  F 

+ 

— 

146 

3.3 

N 

N 

Neg. 

1.021 

949 

14.  15 

29 

5 

12 

144/114 

3 
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+ 

4- 
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5.0 

N 

N 
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1,272 
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29 

1 

1 
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4 
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+ 

4- 

21  1 

10 

N 
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Neg. 
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9.6,  6.0 

33 

5 

8 
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4- 
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10 

N 

N 
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1,365 
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33 

1 

2 
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6 
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+ 

4- 
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N 

N 
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27 

0 

0 
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+ 

4- 

233 
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N 

N 
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18 

20 
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+ 

— 
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N 
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826 

2.4 
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7 

12 
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+ 
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4.2 

N 
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25 

23 

0 
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10 

B,  F 

♦ 

- 
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N 

N 
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28 

0 

8 
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+ 
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N 
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15 
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2 
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4- 
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25 

N 

N 
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0 

12 
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N 

N 
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1 
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4- 
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25 
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0 
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- 
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N 

N 
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1.008 
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30 

3 

6 
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20 
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4* 

— 
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N 
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14 
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’ F - female;  M - Male;  B - black;  W - white;  PR  = Puerto  Rican ; N = normal. 
’ On  blood-pressure  monitor. 


stimulating  and  luteinizing  hormones,  17  beta-ol- 
androgens,  specific  gravity  and  osmolality  after 
overnight  thirst,  creatinine  clearance,  urinary 
metanephrine,  and  17-ketosteroid,  17-hydroxyste- 
roid,  and  aldosterone  excretion.  Blood  specimens 
were  drawn  in  the  morning  in  the  fasting  state  and 
after  two  hours  of  ambulation.  Cardiac  series, 
bone  age,  electrocardiogram  (EKG),  and  a rapid- 
sequence  intravenous  pyelogram  were  obtained; 
the  sodium  and  potassium  balance  was  calculated. 
Urinary  17-ketosteroid,  17-hydroxysteroid,  aldo- 
sterone excretion,3  and  plasma  renin  activity4  were 
determined  by  previously  reported  methods.  Sev- 
enteen beta-ol-androgens  were  determined  by  a 
modification  of  the  method  of  Chen  et  al .5  Uri- 


nary metanephrine  was  determined  by  a previous- 
ly reported  method6;  plasma  follicle-stimulating 
and  luteinizing  hormones  were  determined  by  ra- 
dioimmunoassay.7 

Results 

All  but  1 student  had  at  least  25  blood-pressure 
determinations  during  the  study  (Table  I).  One 
student,  Case  2,  who  developed  angioneurotic 
edema  following  an  intravenous  pyelogram,  was 
transferred  to  another  unit  and  had  only  15  blood- 
pressure  determinations.  Those  patients  whose 
blood-pressure  readings  were  obtained  by  the 
blood-pressure  monitor  had  more  than  60  determi- 
nations. Twenty-six  of  the  28  students,  or  1.4  per 
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TABLE  II.  Distribution  of  findings  according  to  number  of  blood  pressure  elevations 
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cent  of  those  screened,  demonstrated  systolic  and/ 
or  diastolic  hypertension  in  the  hospital  (Table  I); 
2,  Cases  6 and  18,  had  no  elevated  blood-pressure 
readings.  Those  students  who  were  hypertensive 
had  intermittently  elevated  readings,  the  majority 
with  between  1 and  20  elevated  readings  (Tables  I 
and  II).  The  1 patient  with  more  than  20  hyper- 
tensive readings  had  rheumatic  heart  disease  with 
aortic  insufficiency,  Case  9,  Table  I;  all  her  diastol- 
ic blood-pressure  readings  were  normal.  Since  the 
group  was  composed  largely  of  black  females,  no 
conclusion  could  be  drawn  as  to  the  ethnic  or  sex 
distribution  of  hypertension. 

The  following  determinations  were  normal  in  all 
the  students:  serum  electrolytes,  calcium,  phos- 

phorus, total  protein,  blood  urea  nitrogen  and  cre- 
atinine, protein  and  lipoprotein  electrophoresis, 
serum  thyroxine,  plasma  follicle-stimulating  and 
luteinizing  hormones,  serum  17  beta-ol-androgens, 
creatinine  clearance,  cardiac  series,  bone  age,  and 
rapid-sequence  intravenous  pyelogram.  The  re- 
mainder of  the  results  of  the  diagnostic  evaluation 
and  a tabulation  of  the  number  of  elevated  blood- 
pressure  determinations  and  highest  systolic  and 
diastolic  blood  pressures  are  tabulated  in  Tables  I 
and  II.  Table  I presents  the  results  of  the  labora- 
tory evaluation  on  every  patient  so  that  the  num- 
ber of  abnormalities  in  each  patient  may  be  appre- 
ciated. Table  II  presents  the  data  in  relation  to 
the  severity  of  the  hypertension. 

The  most  frequent  positive  finding  was  a family 
history  of  hypertension,  present  in  21  of  28  stu- 
dents, 75  per  cent  (Tables  I and  II).  This  was  un- 
related to  the  frequency  or  severity  of  the  hyper- 
tension, being  present  in  both  girls  with  no  elevat- 
ed blood -presssure  readings  during  hospitaliza- 
tion, Cases  6 and  18,  as  well  as  in  the  girl  with  the 
greatest  number  of  elevated  readings,  Case  9 
(Table  I).  Eighteen  of  the  students  evaluated 
were  obese,  weighing  15  per  cent  or  more  above 
their  ideal  weight.  This  finding  was  also  present 


in  all  groups  (Table  II). 

As  stated  previously,  all  the  students  had  nor- 
mal creatinine  clearances.  However,  the  most  fre- 
quent abnormalities  were  related  to  the  urinary 
tract  (Tables  I and  II).  Eleven  of  the  students, 
Cases  1,  4,  8,  10,  16,  19,  20,  21,  24,  26,  and  27,  had 
low  urine  osmolality  after  an  overnight  thirst. 
Seven  of  these  students,  Cases  4,  8,  10,  21,  24,  26, 
and  27,  had  normal  urinary  specific  gravity. 
Seven  students,  Cases  1,  5,  6,  7,  16,  19,  and  20,  had 
low  urinary  specific  gravity  after  an  overnight 
thirst;  3 of  these  students,  Cases  5,  6,  and  7,  had 
normal  urine  osmolality  after  overnight  thirst. 
These  conflicting  findings  suggest  that  there  was 
probably  no  defect  in  concentrating  ability.  Six 
students,  Cases  4,  11,  15,  24,  27,  and  28,  had  ab- 
normal urinanalysis  findings  with  excess  number 
of  white  blood  cells  (WBCs)  and/or  red  blood  cells 
(RBCs).  None  of  these  patients  had  significant 
proteinuria  or  urine  cultures  positive  for  bacteria; 
repeat  urinanalysis  findings  in  2 students,  Cases 
15  and  27,  were  normal.  Three  students,  Cases  5, 
13,  and  16  had  104  organisms  present  on  urine  cul- 
ture, 2 with  mixed  flora  and  1 with  proteus  mirabi- 
lis.  All  these  students  had  normal  urinanalysis 
findings. 

Eight  students,  Cases  6,  7,  8,  9,  10,  17,  24,  and 
27,  had  elevated  serum  cholesterol.  Four  stu- 
dents, Cases  8,  20,  23,  and  25,  had  left  ventricular 
hypertrophy  on  electrocardiogram  findings.  One 
of  the  4 students  with  left  ventricular  hypertrophy 
(LVH),  Case  25,  had  only  one  elevated  systolic 
blood -pressure  reading  and  no  diastolic  hyperten- 
sion; 2 students,  Cases  20  and  23,  had  only  diastol- 
ic hypertension.  Case  8 had  both  systolic  and  dia-  t 
stolic  hypertension  and  left  ventricular  hypertro- 1 
phy. 

Urinary  sodium  excretion  varied  between  20  and 
125  mEq.  per  day.  Seven  students,  Cases  4,  5,  13, 
15,  16,  18,  and  20,  had  elevated  plasma  renin  activ- 
ity for  their  urinary  sodium  excretion,  36  to  110 
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mEq.  per  day.  One  of  these  students,  Case  25, 
had  low  urinary  aldosterone  excretion  and  the  re- 
maining 6,  normal  urinary  aldosterone  excretion. 
Four  students,  Cases  4,  18,  15,  and  21,  had  normal 
plasma  renin  activity  and  low  urinary  aldosterone 
excretion.  All  students  were  normokalemic. 
None  of  the  students  had  both  plasma  renin  activ- 
ity and  urinary  aldosterone  excretion  consistent 
with  the  diagnosis  of  either  renovascular  disease  or 
primary  hyperaldosteronism.  In  addition,  all 
rapid-sequence  intravenous  pyelograms  were  with- 
in normal  limits. 

Comment 

For  the  purpose  of  this  study,  hypertension  was 
defined  as  a systolic  blood-pressure  reading  of  140 
mm.Hg  or  more,  and/or  a diastolic  blood-pressure 
reading  of  90  mm.Hg  or  more.  These  levels  are  at 
or  above  the  ninety-fifth  percentile  for  reported 
normal  ranges  for  adolescents.^-10  In  addition, 
blood  pressures  above  this  level  have  been  associ- 
ated with  increased  risk  of  premature  death.811 

The  incidence  of  hypertension  in  children  and 
adolescents  has  been  estimated  by  Loggie12  to  be  1 
to  2 per  cent  or  more.  Previous  surveys  of  hyper- 
tension in  adolescents  and  young  adults  have  doc- 
umented an  incidence  of  0.6  per  cent  to  36.2  per 
cent.13-19  As  noted  by  Lieberman,20  these  surveys 
are  difficult  to  compare  because  of  the  variability 
in  criteria  for  hypertension  and  in  the  conditions 
of  study.  In  a recent  survey  of  students  of  two 
high  schools  in  the  Harlem  community,  an  overall 
prevalence  of  5.4  per  cent  systolic  and  7.8  per  cent 
diastolic  hypertension  was  observed  during  the 
initial  screening,  and  1.2  per  cent  systolic  and  2.4 
per  cent  diastolic  hypertension  on  follow-up  exam- 
ination.18 These  results  compare  closely  with  the 
5.9  per  cent  hypertension  on  initial  screening  and 
2.5  per  cent  hypertension  on  repeat  examinations 
reported  herein.  In  both  these  studies,  black  fe- 
males predominated. 

Essential  hypertension  prior  to  adulthood  has  in 
the  past  been  considered  rare.21-24  Renovascular 
lesions  and  renal  disease  have  been  associated  with 
the  majority  of  cases  of  juvenile  hypertension.23-25 
Various  studies  have  documented  essential  hyper- 
tension in  4 to  35  per  cent  of  children  with  hyper- 
tension. 12>1°-23'25  Londe  et  al.,26  however,  found 
no  cause  for  hypertension  in  69  of  74  asymptomat- 
ic children,  93  per  cent,  and  Kilcoyne2'  found  no 
endocrine  or  collagen-vascular  disease  in  any  of 
the  27  hypertensive  adolescents  she  evaluated. 
None  of  Londe  et  a/.’s  patients  had  elevated  aldo- 
sterone excretion  rate  in  association  with  low  plas- 
ma renin  activity,  although  1 had  elevated  plasma 
renin  activity  and  aldosterone  excretion  rate  which 
were  normal  on  repeat  one  year  later,  and  2 had 
minimally  increased  plasma  renin  activity  but  nor- 
mal aldosterone  excretion  rate.  Kilcoyne2'  did 
not  measure  urinary  aldosterone,  but  values  for 


serum  potassium,  urinary  sodium,  and  plasma 
renin  activity  were  not  consistent  with  either  reno- 
vascular disease  or  primary  aldosteronism.  Al- 
though we  also  demonstrated  sporadic  hormonal 
abnormality  of  the  renin-aldosterone  system,  none 
was  considered  sufficient  to  be  causative  of  the  hy- 
pertension. 

The  high  proportion  of  obese  students  is  similar 
to  the  results  reported  by  Londe  et  al.26  who  found 
53  per  cent  of  74  hypertensive  children  to  be  over- 
weight. Master,  Dublin,  and  Marks8  found  a pro- 
gressive increase  in  the  averages  of  systolic  and  di- 
astolic blood  pressure  with  increase  in  weight,  re- 
gardless of  age  or  sex.  In  the  seven-year  follow-up 
by  Heyden  et  al. 16  of  hypertensive  adolescents, 
sustained  hypertension  was  closely  associated  with 
overweight  and  subsequent  weight  gain.  Paffen- 
barger,  Thorne,  and  Wing28  also  found  that  great- 
er ponderosity  in  youth  was  associated  with  an  in- 
creased risk  of  hypertension  in  middle  life.  In  a 
recent  international  survey,  the  significant  rela- 
tionship of  blood  pressure  to  relative  weight  and 
fatness  was  confirmed.29  This  association  be- 
tween hypertension  and  obesity  has  long  been 
known  and  has  been  extensively  reviewed.30,31 

A family  history  of  hypertension  was  the  most 
frequent  finding  in  this  survey,  present  in  75  per 
cent  of  the  students.  Londe  et  al.26  found  a histo- 
ry of  parental  hypertension  in  24  of  54,  44  per  cent, 
of  hypertensive  children.  In  4 of  8 children  with 
essential  hypertension,  Singh  and  Page23  found  a 
family  history  of  hypertension  present  also  in  all  of 
4 children  with  mild  essential  hypertension  evalu- 
ated by  Haggarty,  Maroney,  and  Nadas.22  In  a 
follow-up  study  of  college  students,  Paffenbarger, 
Thorne,  and  Wing28  found  that  parental  hyperten- 
sion was  closely  associated  with  the  development 
of  hypertension  in  middle  life.  These  data  suggest 
the  importance  of  family  history  in  hypertension, 
and  support  the  data  of  Zinner,  Levy,  and  Kass32 
who  suggested  that  the  factors  responsible  for  the 
development  of  essential  hypertension  are  ac- 
quired in  childhood.  These  influences  may  not 
become  manifest  however  until  adulthood,  as  evi- 
denced in  a recent  report  by  Friman  and  Waern33 
of  significantly  higher  blood  pressure  in  patients 
over  the  age  of  thirty-three,  with  a family  history 
of  hypertension,  than  in  the  control  group.  This 
difference  was  not  found  below  the  age  of  thirty- 
three  years. 

All  the  students  evaluated  had  labile  hyperten- 
sion, having  both  normal  and  elevated  blood-pres- 
sure readings.  Whether  or  not  they  are  likely  to 
progress  to  the  development  of  sustained  hyper- 
tension and  its  complications  may  be  disputed.  In 
a survey  of  army  officers,  Levy,  White,  and 
Stroud34  found  that  all  levels  of  transient  hyper- 
tension were  associated  with  a greater  incidence  of 
later  sustained  hypertension  and  its  associated 
complications.  In  a more  recent  study,  Madsen 
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and  Buch35  found  that  sustained  hypertension  de- 
veloped over  a twenty-year  period  in  only  12  per 
cent  of  young  airmen  with  labile  hypertension  as 
compared  with  2 per  cent  in  initially  normotensive 
men.  Other  studies  have  not  shown  that  transient 
blood-pressure  elevations  were  predictors  of  sus- 
tained hypertension  in  later  life.36,37  The  pres- 
ence of  LVH  on  electrocardiogram  readings  in  4 
patients,  2 of  whom  had  only  rare  and  mild  blood- 
pressure  elevations,  suggests  that  intermittent 
blood-pressure  elevations  may  indeed  be  indica- 
tive of  significant  hypertension. 

The  classic  study  of  the  Veteran’s  Adminstra- 
tion  Cooperative  Study  Group  on  Antihypertensi- 
ve Agents  had  demonstrated  a decreased  morbidi- 
ty and  mortality  rate  with  treatment  of  hyperten- 
sion.38,39 Also  documented  has  been  the  poor 
prognosis  of  adolescent  hypertension.16,40  Such 
studies  would  support  the  use  of  therapy  in  the 
hypertensive  adolescent.  However,  the  efficacy 
and  side-effects  of  antihypertensive  drugs  in  chil- 
dren are  not  well  documented,  and  the  risk  of  side- 
effects  from  antihypertensive  therapy  may  mili- 
tate against  the  institution  of  therapy  early  in 
life12,41,42  There  are  insufficient  data  to  evaluate 
the  risk:benefit  ratio  of  antihypertensive  therapy 
in  the  young  patient;  only  long-term  studies  will 
provide  the  answer. 
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Physician  Referral 
Failure 

Study  of  home  care 


A retrospective  study  of  100  community-referred 
patients  at  the  Onondaga  County  Department  of 
Health,  Home  Care  Services,  was  performed. 
Community  referrals  were  defined  as  those  made 
by  family,  friends,  neighbors,  community  services, 
health  department  personnel,  and/or  the  patient 
himself,  but  not  a physician.  Group  I consisted  of 
28  patients,  mean  age  72.9  years,  standard  devia- 
tion 13.8,  with  community  and  physician  referral. 
Group  II  consisted  of  58  patients,  mean  age  74.0, 
standard  deviation  15.1,  whom  the  physician  did 
not  refer  to  Home  Care  Services.  Group  III  con- 
sisted of  14  patients,  mean  age  72.4  years,  stan- 
dard deviation  13.5,  without  access  to  physician 
care.  Analysis  of  Groups  I and  II  show  that  82  per 
cent  and  85  per  cent  need  some  type  of  extra  care 
respectively.  Specifically,  18  of  28  in  Group  I and 
33  of  58  in  Group  II  needed  Home  Care  Services. 
There  was  no  significant  difference  between  these 
two  groups  (chi-square  = 0.155). 
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One  hundred  community  referrals  to  a home 
care  program  were  studied.  The  study  group  con- 
sisted of  147  patients  referred  to  the  Onondaga 
County  Health  Department,  Home  Care  Services, 
during  January  to  May,  1975.  Complete  informa- 
tion was  available  on  100  cases,  and  they  consti- 
tute the  basis  of  this  report. 

Materials  and  methods 

There  were  69  females  and  31  males  ranging  in 
age  from  eight  months  to  ninety-six  years,  the 
mean  age  being  71.9  years.* 

The  patients  were  distributed  into  3 groups. 
Group  I consisted  of  28  patients  referred  by  both 
the  physician  and  the  community  simultaneously. 
This  included  any  recommendation  from  the  phy- 
sician to  the  patient,  family,  friends,  or  neighbors 
to  call  the  health  department  or  a community 
agency  for  assistance. 

Group  II  included  58  patients  referrals  from  the 
community  without  any  advice  or  recommenda- 
tion by  the  physician,  clinic,  or  hospital. 

Group  III  included  14  patients  without  previous 
medical  supervision.  Since  patients  in  this  group 
had  no  physician,  Group  III  was  excluded  from 
evaluation. 

To  qualify  for  home  care  the  patient  must  meet 
several  criteria1: 

1..  The  patient  must  be  chronically  or  acutely  ill 
and  require  professional  services  at  home. 

2.  The  patient  must  be  referred  by  a physician  or 
by  the  community. 

* The  mean  was  calculated  with  N=97;  the  patients  excluded 
were  2 females  of  unknown  ages  and  1 eight-month-old  male. 


3.  A responsible  physician  must  be  available. 

4.  An  adequate  physical  and  social  environment 
must  be  maintained. 

5.  A responsible  person  must  be  available  unless 
the  patient  can  assume  responsibility  for  managing 
his  own  care. 

When  a community  referral  is  received,  compre- 
hensive evaluation  is  discussed  during  a patient 
care  conference  that  includes  a nurse,  social  work- 
er, occupational  therapist,  and  a physical  thera- 
pist. The  purpose  of  this  conference  is  to  coordi- 
nate patient  care  services.  A physician  must  be 
available  to  supervise  home  care  administration. 

Previous  medical  contact  with  a physician,  hos- 
pital, or  clinic  within  the  last  three  months  was  de- 
termined. This  provided  data  on  patients  who 
should  have  been  referred  and  for  whom  the  op- 
portunity for  medical  referral  was  present,  but 
where  no  referral  was  made.  Multiple  diagnoses 
were  used  when  appropriate;  therefore,  the  num- 
ber of  diagnoses  is  greater  than  100. 

Results 

Eighty-four  per  cent  of  the  patients  that  re- 
quested home  care  were  over  the  age  of  fifty-nine. 
Only  5 patients  were  under  the  age  of  forty  (Table 
I).  There  was  no  significant  difference  with  re- 
spect to  ages  between  Groups  I and  II. 

The  diagnostic  categories  showed  a total  of  148 
diagnoses,  86  per  cent,  127  of  which  were  catego- 
rized as  long-term,  chronic  cases  (Table  II). 
Sixty-four  per  cent  of  the  127  chronic  cases,  83 
diagnoses,  were  in  Group  II. 

Fifty-two  per  cent,  11  of  21  diagnoses,  of  the 
short-term  illnesses  came  into  Group  II  classifica- 
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TABLE  1. 

Patients  requesting  home  care 

Age  Group 
(Years) 

Male 

-Sex •> 

Female 

z — Total \ 

Num-  PerCent 

ber  of  of  Age 

Patients  Group 

Less  than  20 

1 

0 

1 

1 

20  to  29 

1 

1 

2 

2 

30  to  39 

0 

2 

2 

2 

40  to  49 

2 

4 

6 

6 

50  to  59 

1 

2 

3 

3 

60  to  69 

4 

16 

20 

20 

70  to  79 

11 

22 

33 

33 

80  to  89 

11 

15 

26 

26 

Greater  than 

0 

5 

5 

5 

90 

Age  unknown 

0 

2 

2 

2 

Totals* 

31 

69 

100 

100 

* Mean  = 71.9,  calculated  with  N = 97;  the  3 patients  excluded 
were  the  eight-month-old  male  and  2 females  of  unknown  age. 
Median  = 74.  Mode  = 7 8,  84;  data  bimodal  with  seventy-eight 
and  eighty-four  years  having  6 patients  each.  Range:  eight  months 
to  ninety-six  years. 


TABLE  II.  Home  care  requests  in  relation  to  diagnosis 


Diagnosis  of  , Group- 


Patient 

Total 

I 

II 

III 

Cancer 

10 

0 

9 

1 

Cardiovascular 

43 

14 

27 

2 

Neuro/Muscular/ 

23 

5 

15 

3 

Skeletal* 

Psychiatric 

4 

0 

1 

3 

Arthritis/Gout 

16 

6 

10 

0 

Diabetes  Mellitus 

12 

4 

8 

0 

Renal  Disease/ 

2 

0 

2 

0 

Failure 

Respiratory  Dis- 

3 

0 

3 

0 

ease 

Gastrointestinal 

7 

2 

4 

1 

Tract  Disorders 
All  Short-Term 

21 

6 

11 

4 

Illnessest 
Other  Chronic 

7 

2 

4 

1 

Illnesses 
Totals  (per 

148  (100) 

39  (26) 

94  (64) 

15  (10) 

cent) 

Total  Chronic 

127  (86) 

(per  cent) 
Total  Acute 

21 (14) 

(per  cent) 

* Includes  any  patient  that  had  a cerebral  vascular  accident. 

' Any  patient  requiring  aid  for  a short  period  of  time,  usually 
less  than  six  months.  Included  in  this  classification  are  the  flu, 
influenza,  pneumonia,  and  other  short-term  disabling  diseases. 

tion.  There  were  10  cancer  patients  of  whom  8 
were  terminally  ill.  All  8 were  sent  home  from  the 
hospital  without  any  referral  from  the  physician, 
hospital,  or  clinic. 

Ninety-six  per  cent,  27  of  28  patients,  in  Group  I 
had  seen  a physician  at  least  three  months  before 
their  final  referral  of  home  care.  The  one  patient 
in  this  group  who  was  the  exception  was  the  physi- 
cian’s mother.  In  Group  II,  88  per  cent,  51  of  58 
patients,  also  had  seen  a physician  within  three 
months  of  referral.  There  was  no  significant  dif- 
ference between  Groups  I and  II  in  relation  to  pre- 
vious medical  contact  (Chi-square=0.766). 


TABLE  III.  Incidence  of  home  care  need 


Group  (Per  Cent) 


Type  of  Care  Needed 

I* 

II* 

III 

(A)  Needed  home  caret 

18  (64) 

33  (57) 

4 (28) 

(B)  Needed  institutional- 
ization 

3 (11) 

10  (17) 

4 (28) 

(C)  Needed  no  care 

1 (4) 

3 (5) 

1 (7) 

(D)  Refuse  care 

4 (14) 

4 (7) 

3 (21) 

(E)  Have  private  care  and/or 
family  to  provide  care 

2 (7) 

8 (14) 

2 (14) 

Totals 

A + B + E = Total  num- 
ber who  need  some 

28  (28) 

58 (58) 

14  (14) 

type  of  care 
Patients  who  have  had 
previous  medical  con- 
tact within  the  past 

23  (82) 

51 (88) 

10  (71) 

three  months 

27 (96) 

51 (88) 

0(0) 

*There  was  no  significant  difference  between  groups  I and  II 
in  ^reference  to  age. 

i There  was  no  significant  difference  between  groups  IA  and 
IIA  in  reference  to  age. 


TABLE  IV.  Source  of  referrals  from  January  1,  1974to 
December  31,  1974 


Source 

Number 

Per  Cent 

Hospitals 

835 

31.5 

Emergency  rooms 

51 

1.9 

Physicians 

465 

17.5 

Clinics 

207 

7.8 

Nursing  homes 

136 

5.1 

Family  and  friends* 

432 

16.3 

Community  agencies* 

386 

14.6 

Health  department  personnel* 

140 

5.3 

Totals 

2,652 

100 

“Community  referrals. 


The  number  of  medications  taken  by  patients 
were  analyzed.  Both  Groups  I and  II  showed  an 
average  of  3.7  medications  per  person. 

Comment 

This  study  revealed  that  58  per  cent  of  the  pa- 
tients studied,  all  under  medical  care  and  predom- 
inantly chronically  ill,  were  not  referred  to  Home 
Care  Service.  Since  there  was  no  difference  be- 
tween Groups  I and  II  with  respect  to  age  and 
medical  diagnosis,  these  factors  do  not  explain  the 
discrepancy  or  account  for  the  lack  of  referrals. 
Thirty-three  of  these  58  patients  were  judged  to 
require  home  care  (Table  III).  An  additional  10 
patients  of  this  same  group  required  institutionali  - 
zation. In  none  of  these  43  patients  were  appro- 
priate referrals  made  by  the  physician. 

Interestingly  it  was  found  that  none  of  the  pa- 
tients with  terminal  cancer  were  referred.  In  part 
this  may  be  due  to  the  unwillingness  of  physicians 
to  associate  themselves  closely  with  this  group. 

A previous  study  has  shown  that  in  a sample  of 
2,652  patients  referred  to  a health  department  fa- 
cility, 36.2  per  cent  were  community  referred, 
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while  only  17.5  per  cent  were  physician  referred 
(Table  IV).2  As  had  been  noted  previously  health 
workers  must  increase  their  awareness  of  available 
community  resources.3-5 

This  is  not  a local  problem,  nor  an  isolated  one. 
The  problem  of  physician  referrals  will  become 
more  acute  as  we  deal  with  utilization  committees, 
professional  service  review  organizations,  and  an 
increasing  population  of  the  aged  The  chronical- 
ly ill  will  continue  to  require  medical  services. 
Improved  physician  referral  patterns  to  home  care 
agencies  will  ensure  a more  satisfactory  level  of 
care.  Home  care  will  also  provide  services  in  the 
most  economical  modality  which  can  still  provide 
for  the  humanistic  needs  of  the  patient.  Patients 
who  can  be  maintained  at  home  should  be.  Inst- 
itutionalization should  be  utilized  only  when  ap- 


propriate. Early  physician  referral  of  the  chroni- 
cally ill  to  appropriate  facilities  will  promote  bet- 
ter health  care  delivery  and  utilization  of  the  com- 
munity health  resources. 
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I’m  from  the  cashier’s  office,  Mr.  Clark.  Your  body  accepted  the  transplant  but  your  bank  rejected  your  check. 
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Letters  to  the  Editor 


Information  available 
on  retirement 
in  Costa  Rica 

To  the  Editor:  Much  has  recently  been  written  about 
Costa  Rica  and  the  many  American  “perisionados”  (re- 
tirees) who  have  settled  there.  Had  it  not  been  for  a 
bout  with  breast  cancer,  we  would  already  be  among 
them. 

Since  I last  wrote  you,  because  of  the  excellent  medi- 
cal facilities  in  Costa  Rica,  I have  been  given  the  okay  to 
start  plans  for  our  move  to  Guanacaste  Province,  near 
Liberia  City. 

We  will  soon  be  building  our  home  in  Ranchos  Mari- 
costa,  where  we  will  have  a few  cattle  for  the  freezer, 
horses  for  our  two  children,  a garden,  and  fruit  and  nut 
trees.  It  is  a long-awaited  dream — and  we  can  hardly 
wait! 

Cost  of  living  is  still  so  low  and  taxes  there  so  nearly 
nonexistent  we  can  live  comfortably  on  my  husband’s 
modest  Navy  retirement  pay.  We  can  hunt  in  the  near- 
by mountains,  fish  in  the  Pacific,  and,  if  we  ever  tire  of 
that,  we  can  play  golf  and  tennis,  or  just  laze  around  in 
the  sun  (as  we  used  to  be  able  to  do  in  now-many-times- 
more-expensive  Hawaii). 

We  are  really  very  excited  about  this.  So  much  so,  in 
fact,  that  if  any  readers  would  like  more  information 
about  this  beautiful,  amazing  little  country,  and  its  Re- 
tirement Law,  they  can  write  me.  I will  be  happy  to 
share  what  I know  with  them. 

MRS.  LEWIS  M.  BIRD 
7000  South  Dent  Road 
Hixson,  Tennessee  37343 

Reimbursement  on  laboratory 
testing  programs 

To  the  Editor:  The  New  York  State  Society  of  Pathol- 
ogists has  issued  a position  statement  on  Hospital  Mem- 
orandum 75-141,  New  York  State  Department  of  Health 
on  “Reimbursement  on  Laboratory  Testing  Programs” 
which  appears  below. 

Hospital  Administrators  throughout  New  York  State 
have  been  bringing  their  pathologists  copies  of  the 
Health  Department’s  Hospital  Memorandum  described 
above.  The  administrators’  incredulity  has  been 
matched  by  the  pathologists’  disbelief. 

The  New  York  State  Society  of  Pathologists  is 
shocked  to  learn  that  our  State,  so  understandably  im- 
poverished of  finances,  can  be  so  impoverished  of  per- 
ception as  to  publish  an  opinion  that  participation  in 
laboratory  . . proficiency  testing  programs  not  re- 
quired by  law  is  considered  not  related  to  the  efficient 
production  of  services  . . . and  will  not  be  considered  as 
allowable  costs  ...  .”  Surely  Assistant  Commissioner 
McCann  and  Deputy  Commissioner  Cicero  who  have 
lent  their  names  to  this  memorandum  have  been  inno- 
cently misled  by  mischievous  advice. 


Hycofuss 

<&/  EXPECTORANT 


DESCRIPTION  Each  teaspoonful  (5  ml)  contains 


Hydrocodone  bitartrate  5 mg 

Warning  May  be  habit  forming 
Glyceryl  guaiacolate  1 00  mg 

Alcohol  U.S.P  1 0%  v/v 


Hydrocodone  is  7,  8-dlhydrocodeinone,  a derivative  of 
codeine. 

ACTIONS  Hydrocodone  is  a centrally  acting  narcotic  anti- 
tussive  providing  cough  relief  for  up  to  6 hours  Glyceryl 
guaiacolate  exerts  its  expectorant  action  by  producing  a 
less  viscous  exudate  thereby  facilitating  its  expulsion. 
INDICATIONS  Indicated  for  the  symptomatic  relief  of 
coughs  Especially  useful  in  unproductive  coughs  asso- 
ciated with  upper  and  lower  respiratory  tract  congestion. 
CONTRAINDICATIONS  HYCOTUSS8  Expectorant  should  not 
be  used  in  patients  with  hypersensitivity  to  hydrocodone  or 
glyceryl  guaiacolate. 

WARNINGS  HYCOTUSS8  Expectorant  should  be  prescribed 
and  administered  with  the  same  degree  of  caution  appropri- 
ate for  the  use  of  other  oral  narcotic-containing  medications 
since  it  can  produce  drug  dependence  and,  therefore,  has 
the  potential  for  obuse  Patients  should  be  warned  not  to 
drive  a car  or  operate  machinery  if  they  become  drowsy  or 
show  impaired  mental  and/or  physical  abilities  while  taking 
HYCOTUSS8  Expectorant  Patients  receiving  narcotic  anal- 
gesics, phenothiazines,  other  tranquilizers,  sedative-hyp- 
notics or  other  central  nervous  system  depressants 
(including  alcohol)  concomitantly  with  HYCOTUSS"  Expec- 
torant may  exhibit  an  additive  central  nervous  system 
depression  When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
PRECAUTIONS  Before  prescribing  medication  to  suppress 
or  modify  cough,  it  is  important  to  ascedam  that  the  under- 
lying cause  of  cough  is  identified,  that  modification  of 
cough  does  not  increase  the  risk  of  clinical  or  physiologic 
complications,  and  that  appropriate  therapy  for  the  primary 
disease  is  provided 

ADVERSE  REACTIONS  Adverse  reactions,  when  they  occur, 
include  sedation,  nausea,  vomiting  and  constipation 
DOSAGE  AND  ADMINISTRATION  HYCOTUSS"  Expectorant 
should  be  taken  after  meals  and  at  bedtime,  not  less  than  4 
hours  apart  Treatment  should  be  started  with  the  suggested 
initial  dose  and  subsequent  doses  adjusted  if  required 


Usual  Dosage  SYRUP  teaspoonful  (5ml) 


Initial  dose 

Maximum 
single  dose 

Adults 

1 

3 

Children 

over  1 2 years 

1 

2 

2 to  1 2 years 

’/2 

1 

under  2 years  Dosage  should  be  calcu- 
lated as  Hydrocodone.  0 3 mg  kg  24  hrs  , divided  into  four 

equa1  doses. 


DRUG  INTERACTIONS  The  central  nervous  system  depres- 
sant effects  of  HYCOTUSS"  Expectorant  may  be  additive 
with  that  of  other  central  nervous  system  depressants  See 
WARNINGS. 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms 

Serious  overdose  with  HYCOTUSS8  Expectorant  may  be 
characterized  by  respiratory  depression,  extreme  somno- 
lence progressing  to  stupor  or  coma,  skeletal  muscle  flac- 
cidity.  cold  and  clammy  skin,  and  sometimes  bradycardia 
and  hypotension  In  severe  overdosage,  apnea,  circulatory 
collapse,  cardiac  arrest  and  death  may  occur. 

Treatment  Primary  attention  should  be  given  to  the  reestab- 
lishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  the  institution  of  assisted  or 
controlled  ventilation  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against 
respiratory  depression  which  may  result  from  overdosage 
or  unusual  sensitivity  to  narcotics,  including  hydrocodone 
An  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  effods  at  respiratory  resuscitation  Since  the 
duration  of  action  of  hydrocodone  may  exceed  that  of  the 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  of  the  antagonist  should  be 
administered  as  needed  to  maintain  adequate  respiration. 
Oxygen,  intravenous  fluids,  vasopressors  and  other  sup- 
portive measures  should  be  employed  as  indicated  Gastric 
emptying  may  be  useful  in  removing  unabsorbed  drug 
Activated  charcoal  may  be  of  benefit 
HOW  SUPPLIED  In  bottles  of  one  pm!  and  one  gallon 
Oral  prescription  where  permitted  by  State  law 
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SPECIFIC  SYMPTOM: 


NONPRODUCTIVE  COUGH 


Hvcohjss 

«/  EXPECTORANT 

Each  teaspoonful  (5  ml)  contains  hydrocodone  bitartTate  5 mg  (Warning  May 
be  habit  forming),  glyceryl  guaiacolate  100  mg.  and  alcohol  U S P 10%  v v 


Because  specific  symptoms  require  specific  ther- 
apy, Hycotuss f Expectorant  was  formulated  to  spe- 
cifically treat  nonproductive  cough  associated 
with  respiratory  tract  congestion. 

Hycotuss®  Expectorant  contains  hydroco- 
done bitartrate,  a highly  effective  antitussive,  and 
glyceryl  guaiacolate  which  acts  to  liquify  and  dis- 
lodge viscous  secretions  in  the  bronchi. 


Usual  Dosage: 

Adults  1 teaspoonful  every  four  hours,  after  meals  and  at 
bedtime. 

Children  [Over  12  years)  same  as  adults.  (2  to  12  years) 
XA  teaspoonful  every  four  hours  and  at  bedtime 

Note:  Telephone  Rx's  may  be  refilled  5 times  within 
6 months.  tTelephone  Rx's  permitted  in  most  states.t 


Relieves  persistent  coughing  while  it  helps  liquify  bronchial  secretions 


HYCOTUSS  * is  on  Endo  registered  U S trademark  + Where  permitted  by  state  laws  end  regulations 


See  Brief  Summary  for  prescribing  information 


Disease  Prevention 
in  Clinical 
Practice 


ALAN  R.  HINMAN,  M.D. 

Albany,  New  York 

Assistant  Commissioner,  Division  of  Epidemiology  and  Preventive 
Health  Services,  State  of  New  York  Department  of  Health 


The  purpose  of  this  report  is  to  comment  on  cer- 
tain aspects  of  prevention  in  the  clinical  practice 
of  medicine.  I will  not  attempt  a lengthy  catalog 
of  the  types  of  preventive  services  that  can  or 
should  be  offered  in  clinical  practice  but,  instead, 
will  confine  my  remarks  to  three  of  the  most  im- 
portant forms  of  preventive  service  that  the  clini- 
cian should  provide.  These  three  services  are  im- 
munizations, prevention  of  cigarette-related  dis- 
eases, and  obesity  prevention. 

Before  discussing  these  specific  areas  I should 
take  a moment  to  explain  why  I am  so  concerned 
about  disease  prevention.  Diseases,  once  they 
occur,  can  be  divided  into  two  classes:  those  that 
are  curable  and  those  that  are  not.  The  curable 
diseases  are  a very  small  fraction  of  the  total.  For 
the  incurable  diseases,  the  vast  majority,  our  ef- 
forts at  best  result  in  amelioration  of  symptoms 
and  in  some  prolongation  of  life.  This  rather 
bleak  outlook  must  be  contrasted  with  the  bright 
prospect  of  preventing  the  disease  from  ever  oc- 
curring, thus  obviating  the  need  for  either  cure  or 
for  prolonged  and  only  partly  successful  treat- 
ment. 

Some  types  of  disease  prevention,  such  as  im- 
munization, are  simple  and  essentially  one-time 
propositions.  The  majority  require  prolonged  ef- 
forts, just  as  do  treatment  efforts.  However,  the 
pay-off  is  much  greater — it  is  equivalent  to  curing 
the  incurable,  eliminating  rather  than  just  amelio- 
rating the  manifestations,  and  improving  the  qual- 
ity, not  just  the  duration  or  quantity,  of  life. 

Presented  at  the  169th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Preventive  Medicine  and  Public  Health,  Tuesday,  March  11, 
1975. 


Three  important  aspects  of  primary  prevention  of 
disease  in  clinical  practice  are  immunizations, 
weight  control,  and  avoidance  of  smoking.  Some 
of  the  practical  aspects  of  such  preventive  mea- 
sures, including  costs  and  benefits  of  these  preven- 
tive medical  steps,  will  be  discussed. 


Immunizations 

Immunizations  are  widely  recognized  as  one  of 
the  most  basic  forms  of  preventive  medicine  used 
in  clinical  practice.  Increasingly  effective  vaccines 
have  been  developed  to  protect  individuals  against 
diseases  that  have  caused  extensive  suffering  and 
death  in  the  past.  These  vaccines  have  had  the 
added  advantage  of  preventing  transmission  to 
others  within  the  community.  At  present,  effec- 
tive vaccines  are  available  for  a number  of  major 
diseases,  primarily  those  of  childhood.  Those  that 
should  be  administered  to  all  children  are  diphthe- 
ria, pertussis,  tetanus,  poliomyelitis,  measles,  ru- 
bella, and  mumps  vaccines.  There  is  universal  ac- 
knowledgment of  the  need  for  this  rather  extensive 
list,  with  the  possible  exception  of  mumps  and  ru- 
bella, the  2 most  recently  developed  vaccines. 
Since  there  is  universal  acknowledgment  of  the 
need  for  these  vaccines,  and  since  nearly  every 
child  sees  a physician  at  some  time  or  another  dur- 
ing the  year,  we  might  expect  that  our  children 
would  be  virtually  universally  protected.  Our 
feeling  that  protection  is  universal  would  be 
strengthened  by  the  fact  that  State  law  requires 
parents  to  have  their  children  immunized  against 
diphtheria,  poliomyelitis,  measles,  and  rubella;  it 
also  provides  that  children  cannot  be  admitted  to 
school  unless  adequately  protected  against  these 
conditions.1 

How  far  our  expectation  is  from  reality  is  dem- 
onstrated by  the  results  of  the  annual  survey  the 
State  of  New  York  Department  of  Health  carries 
out  on  the  immunization  status  of  students  enter- 
ing school  for  the  first  time  in  New  York  State. 
Information  was  obtained  on  198,000  kindergarten 
and  first-grade  students  entering  public  schools  in 
the  fall  of  1974. 2 Overall,  82  to  84  per  cent  of 
these  students  were  immunized  against  the  4 re- 
quired diseases.  County-by-county  analysis  of 
immunization  levels  reveals  a range  from  a low  of 
55  to  59  per  cent  in  Manhattan  public  schools  to  a 
high  of  96  to  97  per  cent  in  Otsego  County,  where 
Oneonta  and  Cooperstown  are  located.  Although 
we  do  not  have  exact  knowledge  of  immunization 
levels  against  mumps  in  New  York  State,  the  an- 
nual immunization  survey  carried  out  in  1973  by 
the  Bureau  of  the  Census  revealed  that  in  the  two- 
state  region  comprised  of  New  York  and  New  Jer-i 
sey  only  37  per  cent  of  children  aged  one  through 
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I nine  had  received  mumps  vaccine.3 

It  is  thus  apparent  that  the  simple,  effective, 
and  inexpensive  preventive  technique  of  immuni- 
zation is  not  as  widely  applied  as  it  should  be. 
There  are  obviously  many  reasons  behind  this  fail- 
ure, many  of  which  reflect  the  lack  of  adequate  ed- 
ucation or  motivation  on  the  part  of  the  parent 
who  may  not  put  priority  on  preventive  measures 
and  immunizations.  We  are  trying  to  deal  with 
| this  problem  through  education  in  schools, 

I through  the  mass  media,  and  through  community 
I involvement;  the  Auxiliary  to  this  organization  is 
! deeply  involved  in  this  latter  task.  However,  it  is 
| quite  clear  that  the  failure  in  large  part  is  also  due 
i to  physicians  who  themselves  do  not  place  a high 
priority  on  the  preventive  technique  of  immuniza- 
tions. To  be  specific,  when  a child  is  brought  to  a 
physician  because  of  an  injury  of  one  type  or  an- 
other, the  physician  seeing  the  child  should  take 
the  opportunity  to  ascertain  whether  or  not  the 
child  lacks  immunizations  and  should  make  sure 
those  that  are  needed  are  administered.  Of 
course,  the  child’s  illness  may  be  such  that  the 
physician  does  not  wrant  to  administer  immuniza- 
tion at  the  time  of  that  visit,  so  it  may  not  always 
be  possible  to  catch  up  on  needed  immunizations 
at  the  moment.  However,  a specific  plan  should 
be  established  to  accomplish  the  needed  shots. 
We  should  also  keep  in  mind  that  many  parents 
bring  more  than  one  child  with  them  when  they 
come  to  see  the  physician.  The  physician  should 
take  this  opportunity  to  ensure  that  the  siblings 
who  are  brought  along  “for  the  ride”  are  not  in 
need  of  immunization.  The  simple  technique  of 
thinking  about  immunizations  and  reviewing  im- 
munization status  whenever  a child  is  seen  would 
go  a long  way  toward  bringing  our  actual  levels  of 
immunization  up  to  our  anticipated  or  ideal  levels. 

Special  mention  should  also  be  made  of  another 
form  of  preventive  immunization  that  applies  to  a 
different  age  group.  I am  referring  here  to  in- 
fluenza immunization.  For  most  of  us,  influenza 
is  a mild  disease,  uncomfortable  but  of  basically 
short  duration,  and  does  not  pose  a major  threat  to 
our  health.  However,  for  those  with  certain 
chronic  diseases,  and  for  the  aged,  influenza  poses 
a distinct  threat  to  life.  Influenza  vaccine  is  not 
as  effective  as  many  of  the  other  vaccines  avail- 
able, but  there  is  incontrovertible  evidence  that 
administration  of  this  vaccine  reduces  the  inci- 
dence of  influenza  in  immunized  persons  and  re- 
duces mortality  rates  in  high-risk  individuals.  For 
this  reason,  it  is  recommended  that  all  individuals 
over  the  age  of  sixty-five,  and  those  at  any  age  who 
have  certain  debilitating  conditions,  such  as 
chronic  cardiovascular,  respiratory,  or  renal  dis- 
ease, receive  annual  immunization  against  influen- 
za. Annual  immunization  is  necessary  since  the 
duration  of  vaccine  protection  is  only  six  to  eight 
months.  Current  vaccines  have  efficacy  levels  of 


60  to  80  per  cent,  and  the  rate  of  vaccine  reactions 
is  much  lower  than  was  true  only  three  or  four 
years  ago.  This  usage  of  influenza  vaccine  has 
been  recommended  for  many  years.  However,  the 
1973  nationwide  immunization  survey  revealed 
that  fewer  than  one  sixth  of  the  individuals  who 
should  receive  annual  immunization  had  received 
influenza  vaccine  within  the  preceding  year.3  The 
physician  in  practice  should  be  concerned  not  only 
with  immunization  of  the  young  but  also  with  the 
immunization  of  the  elderly  and  infirm  with  in- 
fluenza vaccine. 

Prevention  of  cigarette-related  diseases 

The  next  preventive  service  of  great  import  in 
the  clinical  practice  of  medicine  is  not  as  simple  as 
immunization  and  is  not  a “one-shot”  affair. 
However,  the  health  benefits  accruing  to  the  indi- 
vidual and  to  the  populace  in  general  are  poten- 
tially even  greater  than  with  immunization.  Ciga- 
rette smoking  is  one  of  the  major,  if  not  the  major, 
contributor  to  premature  deaths  in  the  United 
States  today.  Without  wishing  to  bore  you  with  a 
list  with  which  you  are  already  familiar,  let  me  just 
say  that  the  evidence  is  very  clear  that  cigarette 
smoking  increases  the  risk  of  developing  and  dying 
from  coronary  heart  disease;  stroke;  cancer  of  the 
lung,  oral  cavity,  larynx,  esophagus,  and  bladder; 
chronic  bronchitis,  and  chronic  obstructive  pulmo- 
nary emphysema.  It  is  also  clear  that  stopping 
smoking  reduces  the  risk  of  virtually  all  of  these 
conditions. 

Cigarette  smoking  not  only  affects  the  individu- 
al -smoking  the  cigarette  but  also  affects  others 
who  are  exposed  to  the  cigarette  smoke  and  who 
have  been  called  “passive  smokers.”  Smoking 
mothers  are  more  likely  to  have  low  birth-weight 
infants  than  are  nonsmoking  mothers.  Low  birth 
weight  is  associated  with  a number  of  unhealthy 
conditions  including  risk  of  dying  in  the  first  year 
of  life,  mental  retardation,  and  so  forth.  Addi- 
tionally, children  of  women  who  smoke  have  a 
higher  risk  of  developing  pneumonia  in  the  first 
year  of  life  and  of  having  to  be  hospitalized.  On 
the  adult  scene,  carbon  monoxide  levels  generated 
in  small  conference  rooms  by  heavy  smoking  can 
reach  potentially  toxic  levels.  Whether  or  not  this 
represents  an  imminent  health  hazard  is  not 
clear.4 

No  one  claims  that  cigarette  smoking  is  healthy 
or  good  for  you,  and  it  is  also  an  expensive  habit. 
At  current  prices,  smoking  one  pack  of  cigarettes  a 
day  would  cost  an  individual  about  $200  a year. 
Only  partial  answers  can  be  offered  to  the  question 
of  why  cigarette  smoking  continues  to  be  such  a 
major  problem.  These  range  from  the  psychologic 
evaluations  that  cigarette  smoking  represents  a 
chronic  suicide  attempt  or  a fulfillment  of  oral 
needs  to  the  constitutional  legal  principle  of  the 
right  to  privacy  and  individual  choice.  It  is  clear 
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that  it  is  very  difficult  to  alter  human  behavior 
and  get  individuals  to  successfully  stop  smoking. 
Limited  success  has  been  obtained  in  preventing 
individuals  from  starting  smoking  in  the  first 
place.  Since  the  publication  of  the  Surgeon  Gen- 
eral’s first  report  on  smoking  and  health  in  1964, 
extensive  public  education  campaigns  have  been 
mounted  to  help  individuals  make  informed  deci- 
sions about  smoking.  In  New  York  State  it  is  now 
required  that  every  student  receive  instruction  in 
the  health  consequences  of  smoking  in  addition  to 
other  health  matters;  the  results  of  this  campaign 
are,  at  best,  only  partially  encouraging.  The  pro- 
portion of  young  adults  who  smoke  is  now  some- 
what smaller  than  ten  years  ago,  and  the  propor- 
tion of  the  entire  adult  smoking  population  has  de- 
creased slightly.  Nonsmokers  now  comprise  a 
clear  majority,  58  per  cent,  of  the  adult  American 
population.5 

What  can  the  physician  in  practice  do  to  pre- 
vent the  morbidity  and  mortality  rates  associated 
with  cigarette  smoking?  The  first  and  perhaps 
most  important  thing  is  to  be  a good  example  by 
ensuring  that  he  and  his  family  carry  out  the  good 
advice  he  gives  to  patients;  there  is  some  encourag- 
ing news  in  this  regard.  The  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York  has  car- 
ried on  an  antismoking  campaign  in  recent  years, 
and  surveys  of  the  membership  have  indicated 
that  the  proportion  of  smoking  physicians  and 
their  wives  was  lower  in  1972  than  it  was  in  1969. 

In  1972  only  19  per  cent  of  physicians  and  26  per 
cent  of  wives  smoked.6 

The  second  thing  the  physician  can  do  is  to  en- 
sure the  protection  of  all  those  whom  he  sees  who 
do  not  smoke  and  who  might  have  conditions  exac- 
erbated by  exposure  to  smoke.  This  entails  ensur- 
ing that  smoking  is  not  permitted  in  the  waiting 
room  or  examining  room  or  that  it  is  restricted  to 
well-defined  and  well-ventilated  areas.  It  also  en- 
tails ensuring  that  employees  abide  by  these  re- 
strictions. 

Third,  dealing  with  the  smoking  patient  should 
involve  a straightforward  discussion  of  the  risks  of 
smoking  and  what  smoking  means  to  the  patient. 
Although  I believe  there  is  a place  for  rhetoric  in 
talking  about  smoking  in  group  settings  and  in 
crusading  for  equal  rights  for  nonsmokers,  there  is 
no  place  for  this  judgmental  attitude  in  the  con- 
fines of  the  consultation  room.  The  physician 
must  realize  that  cigarette  smoking  may  fill  very 
important  needs  of  the  patient  and  that  to  stop 
smoking  is  not  as  easy  as  it  may  seem.  The  long- 
term success  rate  of  programs  for  stopping  smok- 
ing is  not  encouraging.  The  physician  must  be 
supportive  and  sympathetic  in  trying  to  help  his 
patient  prevent  cigarette-related  disease. 

Obesity  prevention 

The  last  preventive  service  I wish  to  discuss  is 
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one  in  which  the  health  benefits  are  less  clear  than 
they  are  with  immunizations  and  cigarette  smok- 
ing. Obesity  prevention  is  a desirable  societal  goal 
in  that  the  “ideal”  American  is  not  overweight. 
One  problem  in  trying  to  assess  the  health  conse- 
quences of  obesity  is  the  confusion  of  overweight 
and  obesity.  Obesity  refers  to  excess  fatty  tissue 
in  the  body;  overweight  refers  to  all  bodily  com- 
partments and  might  reflect  an  increase  in  muscu- 
lar tissue.  However,  in  general  it  can  be  said  that 
individuals  who  are  markedly  overweight  are  also 
obese.  The  exact  health  hazards  of  obesity  are  not 
as  clearly  defined  as  are  the  hazards  of  cigarette 
smoking,  but  it  is  clear  that  those  who  are  obese 
have  higher  rates  of  coronary  heart  disease  than  do 
nonobese  individuals  and  that  those  who  are  mod- 
erately or  markedly  overweight  have  death  rates 
(in  the  short  run)  about  one  and  a half  times  as 
great  as  those  in  individuals  who  are  not  over- 
weight. The  frequency  of  overweight  in  the  Unit- 
ed States  is  high.  A 1960  study  found  that  in 
males  above  age  thirty  between  one-fourth  and 
one-third  were  20  per  cent  or  more  above  their 
“best  weight.”  For  females  aged  thirty  to  thirty- 
nine,  one-fourth  were  20  per  cent  or  more  above 
their  “best  weight,”  and  for  females  over  age  forty 
more  than  40  per  cent  were  in  this  category.7 

The  etiology  of  overweight  and  obesity  is  com- 
plex but  in  general  results  from  taking  in  more 
calories  than  are  needed  to  sustain  energy  de- 
mands. Obviously,  two  techniques  are  available 
to  bring  this  problem  under  control:  reduction  of 
caloric  intake  and  increase  of  energy  demands. 
Since  obesity  prevention  is  a long-term  proposi- 
tion, the  approach  taken  must  be  one  that  can  be 
sustained  and  therefore  must  not  represent  a too- 
drastic  change  in  the  individual’s  behavior  pat- 
tern. Therefore,  the  best  approach  combines  in- 
creasing the  level  of  exercise  and  decreasing  caloric 
intake.  Increasing  the  level  of  exercise  of  Ameri- 
cans has  benefits  in  addition  to  weight  control 
since  being  physically  fit  is  good  for  your  health. 

Here  again  an  important  consideration  for  the 
physician  is  setting  a good  example.  Although  I 
have  not  seen  data  indicating  the  proportion  of  ov- 
erweight or  obese  physicians,  my  guess  is  that  it  is 
at  least  as  high  as  in  the  general  population,  and 
probably  higher.  In  counseling  patients,  a non- 
judgmental  attitude  is  very  important  as  is  the  es-  ; 
tablishment  of  a reasonable  objective  to  perma- 
nently modify  eating  and  exercise  behavior  so  that 
recurrences  can  be  prevented. 

Summary 

I have  tried  to  present  some  facets  of  prevention 
as  applied  to  the  clinical  practice  of  medicine.  J 
Three  important  prevention  services  relate  to  im- 
munizations, cigarette  smoking,  and  obesity.  In 
each  it  is  important  that  the  physician  ensure  that  i 
he  and  his  family  are  adequately  protected.  Al-I : 


L 


though  successful  prevention  requires  a consider- 
able degree  of  persistence  as  well  as  compassion, 
the  savings  in  prevention  of  disease  make  it  quite 
worthwhile. 

State  of  Tennessee  Department  of  Public  Health 
347  Cordell  Hull  Building 
Nashville,  Tennessee  37219 
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The  chart  calls  for  me  to  give  you  a massage, 
hut  this  definitely  is  not  the  doctor’s  handwriting!'" 
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The  “unrealistic"  patient  is  a frightened  person 
who  faces  the  threat  of  disability.  Before  he  can 
“accept”  his  affliction  and  its  consequences,  he 
must  pass  through  a series  of  stages  in  which  deni- 
al and  depression  are  major  clinical  features. 
Staff  members  must  be  aware  constantly  of  this 
transition  and  of  their  own  reaction  to  patient  un- 
realism as  a potential  threat  to  successful  fulfill- 
ment of  their  own  professional  role.  Suggestions 
for  management  of  the  problem  should  focus  on 
the  patient’s  needs  for  continuing  emotional  sup- 
port, for  objective  methods  of  experiencing  his  own 
functional  capabilities  and  limits,  and  for  respon- 
sible participation  in  planning  his  own  rehabilita- 
tion program. 


The  psychiatric  or  psychologic  consultant  to  a 

rehabilitation  service  is  frequently  faced  with  the 
request  by  staff  to  help  with  the  problem  of  an 
“unrealistic”  patient.  Superficially,  this  descrip- 
tion often  suggests  that  the  patient  does  not  ac- 
cept his  disability,  but  when  an  effort  is  made  to 
understand  more  clearly  what  this  means,  it  often 
is  learned  that  both  staff  and  patient  are  discour- 
aged: the  patient  because  he  finds  it  so  difficult 

to  deal  with  his  affliction,  and  the  staff  because  it 
feels  powerless  in  the  performance  of  its  profession 
and  in  its  efforts  to  satisfy  the  patient. 

Despite  staff  efforts  to  convince  the  patient  that 
he  must  come  to  therapy,  that  he  must  accept  the 
medical  prognosis,  that  he  is  unrealistic,1  the  pa- 
tient doggedly  persists  in  his  refusal.  The  greater 
the  conflict  becomes,  the  more  antagonistic  the 
staff  and  the  more  oppositional  the  patient.  The 
term  unrealistic,  as  we  shall  see,  refers  to  a dis- 
crepancy between  the  patient’s  and  the  staffs 
evaluation  of  the  degree  and  permanence  of  the 
disability.  The  patient,  by  ideation  or  behavior, 
may  seek  a magic  solution  in  reaction  to  the  inabil- 
ity he  feels  to  restore  premorbid  functioning,  de- 
manding increasing  therapy  to  achieve  a cure,  or 
expecting  spontaneous  recovery  without  effort. 
Hence,  he  may  tend  to  under-  or  overestimate  his 
disability  in  the  process.  The  purpose  of  this  re- 
port is  to  discuss  what  this  means  both  to  staff  and 
patient  and  to  offer  some  suggestions  for  manage- 
ment. It  should  be  understood  that  although  the 
type  of  disability  may  vary,  it  is  usually  one  which 
affects  mobility  and  physical  independence,  func- 
tions we  all  take  for  granted  until  they  are  slowly 
or  suddenly  taken  away  from  us. 

Patient 

A potential  disability  which  results  from  an  ill- 


ness or  an  accident  is  viewed  as  a threat.  It  looms 
before  the  patient  in  terms  of  physical  incapacity, 
altered  body  image,  loss  of  control  and  sources  of 
gratification,  and  guilt  about  causation  or  fear  of 
death.  In  his  recognition  that  he  has  a chronic,  in- 
curable, perhaps  eventually  invaliding  or  fatal  ill- 
ness, the  patient  faces  a true  crisis.  How  then 
may  he  react  to  this  threat? 

In  his  excellent  summary,  Krupp2  has  pointed 
out  that  the  psychologic  states  that  attend  chronic 
illness  may  begin  with  the  sobering  fact  that  the 
patient  is  immutably  altered.  He  notes  that  the 
patient  may  become  overtly  and  identifiably  de- 
pressed, or  he  may  try  to  ward  off  depression  with 
a variety  of  defensive  maneuvers  such  as  denial, 
conversion,  regression,  or  bitter  hostility.  Krupp2 
has  stated  that  in  whole  or  in  part,  the  patient  may 
see  himself  as  dying,  and  as  moving  quickly  or 
slowly  away  from  loved  ones,  possessions,  and  abil- 
ities he  holds  dear.  Once  depressed,  he  may  fol- 
low one  or  more  of  several  courses.  He  may  with- 
draw from  activities,  friends,  and  rehabilitative  ef- 
forts; refuse  to  take  medication;  find  it  difficult  to 
eat  or  sleep;  and  progressively  become  more  ill. 
Or,  he  may  become  quite  angry  with  everyone  and 
everything  around  him:  angry  at  God,  fate,  and 

circumstances  for  condemning  him,  at  his  loved 
ones  for  the  prospects  of  separation  from  them, 
and  at  his  physicians  for  their  inability  to  provide 
the  immediate  and  perfect  cure  he  demands.  Or, 
he  may  grieve,  not  only  for  the  loved  ones  he  will 
lose  but  also  for  himself,  and,  in  the  grieving,  he 
resigns  himself  to  death. 

The  reactions  produced  here  are  similar  to  those 
of  a person  who  learns  or  suspects  he  has  a fatal 
illness.  Kubler-Ross,  VVessler,  and  Airoli3  have 
described  this  sequence  and  have  shown  how  deni- 
al is  usually  the  first  step  in  trying  to  cope  with  the 
onslaught.  In  the  case  of  the  living  but  disabled 
patient,  it  is  almost  as  if  he  were  saying,  “It  is  not 
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true  that  I will  never  walk  again!”  The  patient 
struggles  to  prevent  himself  from  becoming  totally 
engulfed  in  hopelessness  and  desperation  bv  using 
the  denial.  Hence,  denial  seems  to  allow  the  pa- 
tient to  “borrow  time,”  to  deal  with  the  depression 

I that  would  overwhelm  him  if  he  accepted  the  disa- 
bility and  its  implications.  For  this  reason,  some 
writers,  such  as  McDaniel,4  see  depression  and  de- 
nial as  opposite  sides  of  the  same  coin,  although 
both  mechanisms  are  defensive  measures  against 
the  threat  of  disability. 

In  a sense,  then,  depression  and  denial  each  in- 
volve tendencies  to  misinterpret  reality,  and  as 
such  may  be  viewed  as  errors  of  interpretation  re- 
flecting psychologic  efforts  to  deal  with  the  threat. 
The  denial  may  manifest  itself,  for  example,  by 
overoptimism  and  unusual  confidence,  often 
pointing  toward:  (1)  underestimating  the  physical 
disability  and  its  permanence,  hence,  denying  the 
need  for  treatment,  or  (2)  overestimating  the  abili- 
ty to  recover,  resulting  in  demanding  behavior  and 
anger  at  staff  for  not  doing  enough  to  cure  the  dis- 
ability. Conversely,  depression  often  expresses  it- 
self in  deep  pessimism  and  lack  of  confidence 
about  adequacy.  This  may  reflect:  (1)  overesti- 

mating the  physical  disability,  causing  a resistance 
to  therapy,  and  a feeling  of  futility,  or  (2)  underes- 
timating the  personal  ability  to  tolerate  pain  and 
exertion,  made  manifest  by  a resistance  to  treat- 
ment which  is  seen  as  beyond  one’s  tolerance  and 
capacity. 

Weinstein  and  Kahn,0  who  have  reported  a com- 
prehensive investigation  of  denial,  state  that  al- 
though denial  of  illness  or  disability  may  be  ex- 
pressed in  various  ways,  the  major  manifestations 
are  usually: 

1.  Complete  denial  in  which  the  patient  denies 
that  he  is  ill  in  any  respect. 

2.  Denial  of  major  disability  in  which  major  in- 
capacities are  denied  and  less  threatening  aspects  of 
the  illness  are  stressed. 

3.  Minimalization  of  disability  or  illness  or  attri- 
bution to  some  benign  cause. 

4.  Projection  of  ownership  of  the  illness. 

5.  Temporal  displacement  in  which  the  patient 
admits  the  illness  or  disability  in  the  past  but  not  in 
the  present. 

Clinically,  it  is  significant  that  denial  serves  the 
positive  function  of  warding  off  anxiety  and  de- 
pression by  forestalling  the  patient’s  recognition  or 
appreciation  of  his  illness  or  its  prognosis.  There- 
fore, it  is  important  to  understand  that  such  denial 
may  not  really  be  pathologic,  in  the  strict  sense  of 
the  word,  but  instead  may  represent  a natural  se- 
quence of  events  in  the  face  of  an  overwhelming, 
catastrophic,  and  dreadful  situation.  Eventually, 
time  and  the  persistence  of  the  illness  make  denial 
untenable  in  most  cases.  If  not,  psychotherapy 
may  help  the  patient  to  give  it  up,  at  least  to  a de- 


gree that  will  permit  his  rehabilitation.  Some- 
times, however,  denial  may  be  so  severe  and  so 
prolonged  that  it  defies  our  intervention. 

In  dealing  with  the  problems  already  outlined, 
we  must  always  keep  in  mind  the  nature  of  the  dis- 
ability, the  personality  strength  of  the  patient, 
and,  perhaps  most  important,  the  way  in  which  we 
approach  and  handle  the  patient.  It  is  this  last 
factor  that  indeed  may  make  the  difference  in 
helping  or  hindering  the  patient’s  willingness  to 
join  with  the  staff  in  an  effective  treatment  pro- 
gram. 

Staff  members 

Why  do  staff  members  overreact  to  such  situa- 
tions? Why  do  they  matter-of-factly  demand  that 
the  patient  face  up  to  the  problem  and  then  be- 
come upset  if  he  doesn’t?  Looking  at  things  from 
the  other  side  of  the  fence,  we  find  that  such  a pa- 
tient threatens  staff  members.  He  does  this,  al- 
beit unwittingly,  in  several  ways. 

First,  the  patient  arouses  their  anxiety  about  ill- 
ness and  permanent  disability  and  makes  them 
prey  to  the  very  plight  he  suffers  himself.  This 
type  of  apprehension  is  universal  and  is  usually 
dealt  with  by  those  in  the  helping  professions  by 
taking  on  the  role  of  the  healer,  caretaker,  or  ther- 
apist. If  the  role  cannot  be  adequately  played  out, 
the  anxiety  emerges  and  is  often  changed  to  irrita- 
tion, annoyance,  or  poorly  disguised  anger  at  the 
patient. 

Second,  the  disabled  patient  who  is  unrealistic 
also  threatens  staff  by  frustrating  its  need  for  sat- 
isfaction and  for  recognition  in  successfully  using 
its  skills.  By  so  doing,  he  eliminates  staff  credit 
for  “curing  the  patient,”  deprecates  its  efforts,  and 
boycotts  its  role  in  therapy.  Further,  the  patient’s 
unrealism  is  seen  as  a refutation  of  the  staffs  au- 
thority, that  is,  the  staff  is  supposed  to  decide 
what  is  real  and  who  is  right. 

Finally,  the  patient  mobilizes  in  staff  the  very 
same  feeling  he  struggles  wTith  himself:  a sense  of 
powerlessness,  impotency,  and  loss  of  control.  He 
even  stops  them  at  a verbal  level  because  they 
often  do  not  know  what  to  say.  The  result  is  an 
ongoing  melange  of  anxiety,  hostility,  and  guilt, 
with  staff  at  wit’s  end  struggling  to  contain  its 
feelings  but  already  allowing  some  of  these  feelings 
to  spill  over  to  other  patients,  hence  increasing 
their  resentment  and  resistance;  the  patient  him- 
self sinks  deeper  into  despair,  discouraged  and  dis- 
mayed by  the  retreat  of  those  around  him.  Others 
have  aptly  described  this  process  and  have  shown 
how  the  unmotivated  and  nonparticipating  patient 
is  often  rejected  by  staff,  further  aggravating  the 
situation.6 

Management 

The  goal  of  working  with  the  unrealistic  patient 
is  best  conceived  in  terms  of  helping  him  to  strike 
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a balance  between  demanding  too  much  and  ex- 
pecting too  little.  Although  the  dynamics  af- 
fecting patient  and  staff  estimates  of  what  is  real- 
istic or  unrealistic  are  complex,  the  issue  reduces 
itself  to  a divergence  of  opinion  regarding  the  rela- 
tive extent  of  residual  disability  and  recoverable 
capabilities.  The  discrepancy,  in  part,  reflects 
differences  in  orientation  on  the  part  of  patients 
and  staff,  and  these  contrasting  approaches  to  the 
disability  offer  cues  for  constructive  management. 
The  consultant  can  be  helpful  to  both  staff  and 
patient  by  clarifying  the  issues  and  by  making  sug- 
gestions to  be  used  as  guidelines  in  facilitating  the 
normal  process  of  resolving  unrealisrn. 

Provide  appropriate  information.  In  propor- 
tion to  the  knowledge  and  experience  possessed  by 
staff,  the  patient  is  unknowledgeable  and  inexperi- 
enced. He  has  likely  never  suffered  such  a disa- 
bility before  and  needs  reliable  information  to  re- 
place the  misconceptions  that  contribute  to  his 
needless  fears  and  false  hopes.  Stressing  positive 
aspects  of  the  situation  is  important  in  order  that 
the  negative  areas  can  be  viewed  in  perspective. 
Information  giving  should  be  an  ongoing  process 
involving  moderate  doses,  patiently  administered, 
and  adjusted  to  the  emerging  prognosis  and  to  the 
patient’s  tolerance.7  Premature  judgments  result- 
ing in  a false  prophesy  can  undermine  the  pa- 
tient’s confidence  in  future  predictive  evaluations. 
If  you  do  not  know,  say  so!  It  is  important  to  as- 
sess the  patient’s  readiness  for  such  knowledge. 
He  may  try  to  please  the  physician  and  may  not 
actually  be  prepared  for  the  information;  con- 
versely, he  may  already  know  the  facts,  and  staff 
evasiveness  can  arouse  deeper  fears  or  delay  accep- 
tance of  the  situation.  Follow-up  is  essential, 
since  staff  too  often  feels  that  if  you  say  something 
to  the  patient  once,  that  should  be  sufficient.  In- 
formation for  the  family  is  equally  important  lest 
they  undermine  the  patient’s  acceptance  of  reality 
by  expressing  their  own  unrealistic  goals. 

Accept  patient’s  feelings  without  reinforc- 
ing his  unrealism.  To  the  staff,  a disability  is  a 
professional  challenge;  to  the  patient,  it  is  an  over- 
whelming personal  disaster.  It  takes  time  for  pa- 
tients to  resolve  their  fears  and  give  up  their  un- 
realism, and  it  is  important  to  provide  them  with 
the  opportunity  to  share  the  feelings  underlying 
their  denial,  avoiding  direct  challenge  to  the  denial 
itself.  Rapport  at  an  emotional  level  can  enhance 
trust  in  the  staff’s  factual  statements;  feelings  of 
emotional  rejection  can  increase  resistance  to  staff 
opinions. 

Stress  functioning  rather  than  recovery. 

The  staff  tends  to  think  in  terms  of  functional 
goals;  the  patient  is  concerned  about  recovery. 
Helping  the  patient  to  see  that  he  can  satisfy  basic 
physical  needs  through  compensatory  or  substi- 
tute techniques  can  relieve  his  fears  regarding  pos- 
sible loss  of  physical  independence.8  Fjmphasis  on 


mobility  rather  than  on  walking,  for  example,  can 
demonstrate  that  use  of  a wheelchair  or  crutches 
achieves  the  same  goal  of  moving  about.  These 
and  similar  interpretations  can  help  the  patient  to 
realize  that  it  is  what  one  can  accomplish  that  is 
important,  rather  than  how.  Moreover,  experi- 
encing the  satisfaction  of  substitute  methods  of 
self-sufficiency  can  build  realistic  emotional  sup- 
ports, preparing  the  patient  to  give  up  his  unreal- 
istic aspirations  of  recovery,  when  the  actual  prog- 
nosis is  finally  verified  by  the  staff. 

Allow  some  hope  for  motivation.  Whereas 
the  staff  tends  to  regard  unrealism  by  the  patient 
as  a threat  to  his  potential  adjustment,  the  patient 
often  needs  to  retain  some  hope  to  avoid  yielding 
to  feelings  of  frustration  and  depression.  Ob- 
viously it  is  important  to  differentiate  between  the 
benign  unrealism  of  the  patient  who  cooperates  in 
therapy,  versus  the  evasive  unrealism  of  the  pa- 
tient who  jeopardizes  his  recovery  by  failing  to  co- 
operate in  his  treatment  regimen  while  he  awaits 
spontaneous  improvement.9 

Permit  patient  to  test  his  fantasied  capacity. 
As  professionals,  staff  members  often  expect  their 
judgments  to  be  respected  as  authoritative;  the  pa- 
tient wants  to  see  for  himself.  Having  experi- 
enced disappointment  in  attempting  tasks  beyond 
his  abilities,  the  patient  can  then  accept  lower 
goals  more  confidently.  This  acceptance  is  facili- 
tated if  the  staff  can  give  adequate  recognition  for 
the  effort  and  skills  represented  by  the  patient’s 
actual  achievements,  in  a way  that  makes  lower 
goals  seem  appropriate  and  respectable.10 

Allow  patient  some  sense  of  control.  The 
staff  tends  to  react  to  the  unrealistic  demands  of 
the  patient  as  “manipulative”  and  as  “dictating 
his  own  treatment”;  the  patient  is  concerned  that 
the  staff  will  fail  to  exhaust  all  possibilities  and 
will  give  up  prematurely.  Since  loss  of  indepen- 
dence and  personal  control  is  one  of  the  major 
threats  posed  by  his  disability,  frustration  of  his 
demands  by  staff  increases  these  fears  and  intensi- 
fies his  unrealistic  desires  for  improvement.  Iron- 
ically, although  the  staff  may  criticize  a lack  of  ini- 
tiative and  motivation  in  the  patient,  they  may  re- 
gard these  same  traits  as  excessive  when  they,  the 
staff,  become  the  target.  Often  the  patient  is 
forced  to  strike  a proper  balance  between  attitudes 
of  dependent  conformity  and  independent  control. 
Working  with  the  patient  as  a partner,  in  a way 
that  permits  him  to  channel  his  initiative  into 
planning  his  program  constructively,  helps  to  re- 
store his  personal  feelings  of  worth  and  self-suffi- 
ciency in  the  face  of  reduced  physical  capacities. 

Be  aware  of  possible  staff  biases.  Staff 
members  are  often  young,  ambitious,  and  athletic; 
patients  are  often  elderly,  depressed,  or  debilitat- 
ed. Unwittingly,  such  differences  may  influence 
staff  expectations  to  the  point  that  patients  feel 
their  abilities  are  overtaxed  or  underappreciated, 
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leading  to  compensatory  resistance  or  denial.  In 
some  instances,  the  patient  may  surprise  the  staff 
by  proving  correct  in  his  own  assessment  of  his  po- 
tential abilities.  Ultimately,  the  patient’s  judg- 
ment is  final.  Based  on  his  own  experiences,  dur- 
ing and  after  treatment,  he  will  decide  whether  or 
not  an  accomplishment  is  possible  and  worth  the 
effort,  in  terms  of  his  own  functional  priorities. 
The  professional’s  responsibility  is  less  one  of  dic- 
tating the  choice  than  one  of  affording  the  patient 
the  opportunity  to  judge  the  realities  of  his  own 
situation  effectively. 

Conclusion 

The  “unrealistic”  patient  is  a frightened  person 
who  faces  the  threat  of  disability.  Before  he  can 
“accept”  his  affliction  and  its  consequences,  he 
must  pass  through  a series  of  stages  in  which  deni- 
al and  depression  are  major  clinical  features. 
Staff  members  must  constantly  be  aware  of  this 
transition  and  of  their  own  reaction  to  patient  un- 
realism as  a potential  threat  to  successful  fulfill- 
ment of  their  own  professional  role.  Suggestions 
for  management  of  the  problem  should  focus  on 
the  patient’s  needs  for  continuing  emotional  sup- 


Two million  ill  each  year  from  improper  food 
handling 

Consumers  know  too  little  about  food  handling,  and 
one  result  is  some  two  million  Americans  get  sick  each 
year  from  food  poisoning,  says  a report  in  the  July-Au- 
gust issue  of  “Today’s  Health,”  a magazine  of  the  Amer- 
ican Medical  Association. 

The  foremost  food  hazard  continues  to  be  microbial 
poisoning,  says  Philip  L.  White,  Sc.D.,  secretary  of  the 
AMA’s  Council  on  Foods  and  Nutrition.  The  major 
cause  of  food-borne  illness  is  faulty  food  handling,  and 
commercial  processors  are  less  frequently  answerable 
for  food  poisoning  than  are  individuals  in  their  homes, 
churches,  or  camp  kitchens,  says  Dr.  White. 

A common  offender  in  food  poisoning  is  an  organism 
known  as  salmonella,  found  most  frequently  in  raw 
meats,  raw  poultry,  eggs,  and  dairy  products.  They  can 
produce  headache,  vomiting,  diarrhea,  stomach  cramps, 
and  fever.  The  illness  is  often  mistaken  for  the  twenty- 
four-hour  virus.  It  is  seldom  fatal  but  can  be  serious  for 
infants,  the  elderly,  and  the  chronically  ill. 


port,  for  objective  methods  of  experiencing  his 
own  functional  capabilities  and  limits,  and  for  re- 
sponsible participation  in  planning  his  own  reha- 
bilitation program. 

Helen  Hayes  Hospital 
West  Haverstraw,  New  York  10993 
(DR.  STEPHENSON) 
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Some  precautions  to  help  avoid  salmonella  poisoning 
are: 

Use  hot,  soapy  water  to  wash  hands,  utensils,  cutting 
boards,  etc.  that  have  been  in  contact  with  raw  meats, 
poultry,  eggs,  and  pastry  mixes. 

Do  not  buy  foods  stored  above  the  frostline  in  store 
freezers. 

Wash  raw  food  thoroughly. 

Refrigerate  all  perishables  promptly.  Do  not  leave 
groceries  in  the  car  while  running  other  errands. 

Do  not  thaw  meats  at  room  temperature. 

Do  not  stuff  poultry  until  just  prior  to  cooking. 

Use  only  clean  eggs,  without  shell  cracks,  in  foods  not 
thoroughly  cooked.  Better  still,  avoid  raw  eggs. 

Refrigerate  leftovers  promptly. 

Wash  poultry  and  the  surface  of  raw  beef  to  reduce 
the  number  of  organisms. 

Don’t  despair  if  you  like  rare  beef.  Salmonella  organ- 
isms, found  mostly  on  the  raw  surfaces,  are  easily  de- 
stroyed at  normal  cooking  temperatures. 

Always  follow  label  instructions  for  storing  and  pre- 
paring packaged  and  frozen  foods. 
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Tuberculosis  is  a disease  which  is  most  prevalent 
in  those  areas  where  poverty,  malnutrition,  crowd- 
ing, and  the  other  stigmata  of  ghetto  life  persist.1 
Alcoholism  represents  a serious  problem  in  the 
control  and  treatment  of  tuberculosis.2-6  Malnu- 
trition and  physical  debility  of  alcoholic  patients 
promotes  an  increased  risk  of  clinical  activation  of 
the  disease  and  reduces  the  efficacy  of  therapy  be- 
cause of  the  failure  of  patients  to  cooperate  in  the 
treatment. 

The  following  study  was  undertaken  to  delin- 
eate some  of  the  problems  in  the  outpatient  man- 
agement of  alcoholic  patients  with  tuberculosis. 
The  results  suggest  the  problems  are  not  insur- 
mountable and  that  treatment  of  the  tuberculosis 
can  be  effective  and  long-lasting  at  minimal  cost. 

Materials  and  methods 

In  the  interval  between  December,  1967,  and 
December,  1969,  all  patients  discharged  from  the 
tuberculosis  wards  of  the  Kings  County  Hospital 
Center  for  “disciplinary  problems”  who  were  re- 
ferred to  the  Kings  County  Hospital  Center  Com- 
bined Chest  Clinic  were  seen  by  2 physicians 
(J.A.C.  and  J.J.R.).  A “disciplinary  discharge”  is 
one  that  results  from:  (1)  multiple  episodes  of 


Forty-five,  83  per  cent,  of  54  patients  with  tubercu- 
losis and  alcoholism  attained  clinical  inactivity  of 
their  tuberculosis  on  a regimen  of  appropriate  an- 
tituberculosis treatment,  personal  interest  on  the 
part  of  a physician  and  his  presentation  of  alco- 
holism as  a disease  rather  than  a moral  depravity, 
“friendly”  concern  and  urging  of  the  patient  to 
take  his  medications,  and  close  supervision  to  pre- 
clude the  patient  from  being  lost  to  follow-up. 
Outpatient  treatment  was  definitely  successful  de- 
spite the  presence  of  drug-resistant  tuberculosis  in 
34  patients,  63  per  cent,  and  costs  were  minimal 
compared  with  inpatient  care.  Follow-up  over  a 
four-  to  six-year  period  showed  continued  control 
of  tuberculosis. 


drunkenness  on  the  hospital  ward;  (2)  abusive  be- 
havior to  the  hospital  staff  whether  drunk  or 
sober;  or  (3)  fighting  with  and  disruption  of  the 
hospital  routine  for  other  patients.  All  patients  so 
discharged  violated  at  least  two  of  the  three  prohi- 
bitions. At  the  time  of  discharge  all  patients  had 
active  pulmonary  tuberculosis  defined  by:  (1)  ab- 
normal chest  x-ray  film  findings;  and  (2)  positive 
cultures  for  Mycobacterium  tuberculosis.  All  pa- 
tients met  the  criteria  for  classification  as  “defi- 
nite alcoholics”  according  to  the  report  of  the  Cri- 
teria Committee,  National  Council  on  Alcoholism.7 

At  the  time  of  discharge  the  responsible  physi- 
cian (J.A.C.  or  J.J.R.)  interviewed  the  patients  and 
emphasized  that  he  was  personally  interested  in 
their  problems,  cure  was  absolutely  dependent  on 
their  taking  the  prescribed  medication  faithfully, 
alcoholism  is  a medical  disease  not  a moral  de- 
pravity, and  the  patients  would  be  welcome  in 
clinic  even  if  intoxicated.  All  were  urged  to  con- 
trol their  drinking  because  of  its  physical  conse- 
quences, but  were  not  lectured.  It  was  empha- 
sized that  even  if  they  continued  drinking,  but 
came  to  clinic  and  took  their  medication  the  tuber- 
culosis could  be  cured.  The  infectiousness  of  tu- 
berculosis was  explained  with  the  need  for  control- 
ling cough.  A handbook  by  Stead8  for  patients 
with  tuberculosis  was  reviewed  with  them,  and  a 
copy  was  given  to  each  for  reference. 

Tranquilizers  and  vitamins  were  used  as  ad- 
juncts in  the  control  of  alcoholism.  The  impor- 
tance of  good  nutrition,  especially  when  drinking, 
was  stressed,  and  special  diet  monies  for  protein 
supplements  were  ordered  for  those  on  public  as- 
sistance. 

Inhospital  drug  therapy  was  continued  unless 
cultures  indicated  resistant  organisms,  at  which 
time  appropriate  second-line  drugs  were  institut- 
ed. 

At  each  clinic  visit  the  patient  was  shown  his 
chest  radiographs  and  encouraged,  especially  after 
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improvement,  to  continue  his  medication.  Urine 
samples  were  tested  for  INH  (isoniazid)  in  those 
patients  receiving  this  drug  and,  if  negative,  the 
danger  of  lapses  in  medication  were  reiterated. 
Blood  chemistries  including  alkaline  phosphatase, 
SGOT  (serum  glutamic  oxaloacetic  transaminase), 
total  and  direct  bilirubin,  albumin-globulin  ratio, 
calcium,  phosphorus,  prothrombin  time,  urinaly- 
sis, and  complete  blood  count  were  done  at  least 
every  three  months. 

When  a clinic  visit  was  missed  the  patient  was 
called  at  home  and  given  a new  appointment  with- 
in one  week.  If  no  telephone  was  available  a post- 
card was  mailed.  It  the  patient  then  failed  to 
keep  this  new  appointment,  a health  aide  or  public 
health  nurse  was  sent  to  the  home  to  contact  the 
patient  personally  and  give  him  a new  appoint- 
ment. 

Patients  initially  seen  at  the  Kings  County  Hos- 
pital Center  Combined  Chest  Clinic  who  for  rea- 
sons of  travel  wished  to  attend  their  local  chest 
clinics  were  so  accommodated  after  having  com- 
pleted at  least  six  months’  initial  treatment. 
These  clinics  were  then  called  every  two  months 
for  a progress  report  on  the  patient. 

Fifty-four  patients  constituted  the  original  pop- 
ulation. In  December,  1973,  all  patients  regis- 
tered in  the  program  were  evaluated  for  atten- 
dance, status  of  tuberculosis,  and  status  of  alcohol- 
ism. 

Results 

The  patients  were  twenty  to  seventy-eight  years 
old  with  85  per  cent  less  than  fifty.  There  were  52 
males  and  2 females  reflecting  the  greater  tenden- 
cy of  males  to  be  disciplinary  problems.  The  high 
proportion  of  black  patients  in  this  study  results 
from  the  area  serviced  by  the  Kings  County  Hospi- 
tal Center. 

Twenty-one  patients,  40  per  cent,  had  far-ad- 
vanced disease;  19,  35  per  cent,  moderately  ad- 
vanced; 11,  20  per  cent,  minimal;  and  3,  5 per  cent, 
miliary  (Table  I.)  Sputum  culture  findings  for  M. 
tuberculosis  were  positive  in  all  patients  at  the 
time  of  hospital  discharge.  Forty-six  patients,  85 
per  cent,  had  one  or  more  previous  admissions  for 
tuberculosis. 

Thirty-four,  or  63  per  cent,  of  these  patients 
showed  resistance  to  one  or  more  of  the  following 
drugs:  INH,  PAS  (paraminosalicylic  acid),  and 

streptomycin.  All  34  patients  had  tuberculosis 
cultures  resistant  to  INH.  Twenty-nine  were  re- 
sistant to  streptomycin,  and  20  were  resistant  to 
PAS.  Twenty  patients  were  resistant  to  all  three 
drugs.  In  these  34  patients  varying  combinations 
of  ethionamide,  pyrazinamide,  cycloserine,  etham- 
butol  hydrochloride,  and  viomycin  were  used. 
Specific  drug  programs  are  listed  in  Table  II. 
; Those  patients  who  responded  and  who  did  not 
r develop  any  toxic  reactions  were  continued  on 


TABLE  I.  Classification  according  to  extent  of  disease 


Tuberculosis  Stage 

Number 

of 

Patients 

Far  advanced  pulmonary 

21 

Moderately  advanced  pulmonary 

19 

Minimal  pulmonary 

11 

Miliary 

3 

TABLE  II.  Regimens  used  in  patients  with 

drug-resistant  tuberculosis 

Number 

of 

Regimen 

Patients 

Pyrazinamide,  cycloserine,  and  viomycin  10 

Ethionamide,  cycloserine,  and  viomycin  10 

Alternating  regimen 

Odd  months:  viomycin,  ethionamide,  and 

ethambutol  hydrochloride 
Even  months:  pyrazinamide,  cycloserine,  and 


streptomycin  5 

Ethambutol  hydrochloride,  ethionamide,  and 

cycloserine  4 

Ethambutol  hydrochloride,  pyrazinamide,  and 

cycloserine  3 

Viomycin,  pyrazinamide,  and  ethambutol 

hydrochloride  2 


these  regimens  for  thirty-six  to  forty-eight  months 
to  avoid  potential  relapse.  Of  the  6 drug  combina- 
tions used  the  numbers  were  too  small  to  select  a 
specifically  superior  group.  The  usual  regimen  for 
nonresistant  patients  consisted  of  INH,  ethambu- 
tol hydrochloride,  and  streptomycin.  The  latter 
was  discontinued  after  three  to  six  months,  and 
INH  and  ethambutol  hydrochloride  were  contin- 
ued for  a minimum  of  two  years. 

Forty-five,  or  83  per  cent,  of  the  patients  were 
considered  management  successes  in  clinic  having 
attained  inactive  disease  according  to  criteria  of 
the  National  Tuberculosis  and  Respiratory  Dis- 
ease Association.  All  the  patients  who  received  a 
complete  course  of  therapy  have  been  followed  for 
from  four  to  six  years  without  relapse  and  have 
clinically  inactive  tuberculosis.  Twenty-six  of 
these  45  patients  had  resistant  tuberculosis  which 
responded  well  to  chemotherapy. 

Nine  patients  failed  to  respond  to  clinic  man- 
agement as  evidenced  by  the  presence  of  persis- 
tent positive  cultures,  the  necessity  for  rehospitali- 
zation for  tuberculosis,  and/or  loss  to  foliow-up. 
All  had  sensitivity  studies  showing  resistance  to 
INH,  PAS,  and/or  streptomycin.  Eight  of  these  9 
patients  had  attended  clinic  for  less  than  six 
months  and  were  lost  to  follow-up.  The  other  pa- 
tient with  persistent  positive  cultures  died  in  an 
automobile  accident  after  being  followed  for  only 
seven  months.  Forty-four,  81  per  cent,  of  the  pa- 
tients showed  significant  improvement  on  their 
chest  roentgenograms  after  six  months  of  treat- 
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ment.  None  of  the  9 patients  who  failed  to  re- 
spond to  clinic  management  showed  any  improve- 
ment on  their  chest  roentgenograms.  In  1 patient 
with  far-advanced  tuberculosis,  who  was  consid- 
ered a management  success,  chest  roentgenogram 
findings  were  not  improved  after  six  months  of 
treatment.  However,  by  twelve  months  this  con- 
dition had  improved  markedly  and  showed  mini- 
mal disease. 

During  the  follow-up  6 patients  stopped  drink- 
ing alcoholic  beverages.  The  remaining  48  contin- 
ued to  consume  alcohol.  While  some  did  so  to  a 
lesser  extent  than  before,  an  overall  evaluation  did 
not  demonstrate  a significant  improvement  in  the 
pattern  of  alcoholism  to  warrant  considering  the 
therapeutic  regimen  used  effectively  in  treating  al- 
coholism. 

Fifty-one  patients  had  elevations  in  the  SGOT 
and  alkaline  phosphatase  determinations.  The 
abnormalities  fluctuated  in  the  majority  of  pa- 
tients. In  3 patients  on  pyrazinamide  elevations 
of  SGOT  and  alkaline  phosphatase  continued  to 
rise  until  the  drug  was  discontinued.  Two  of  these 
patients  tolerated  reinstitution  of  this  drug  at  a 
lower  dose.  One  patient  developed  hyperbilirubi- 
nemia in  addition  to  an  elevated  SGOT  and  alka- 
line phosphatase,  and  this  cleared  with  discontin- 
uation of  ethionamide.  In  the  other  50  patients 
the  fluctuating  SGOT  and  alkaline  phosphatase 
was  attributed  to  periodic  drinking.  When  con- 
fronted with  their  abnormal  liver  chemistries  these 
patients  admitted  they  had  been  drinking.  After 
forewarning  of  the  possible  consequences  and 
checking  their  liver  chemistries  in  one  to  two 
weeks  there  was  a decrease  in  the  elevation  of 
SGOT  and  alkaline  phosphatase  with  abstinence 
from  alcohol. 

Comment 

The  effectiveness  of  modern  antituberculous 
chemotherapy  has  been  well  documented.1’9  The 
deleterious  effects  of  alcohol  on  the  treatment  of 
tuberculosis  have  been  commented  on  by  several 
authors.4’5,10’11  Outpatient  therapy  of  this  disease 
has  been  very  successful.12-20  In  our  institution  a 
significant  degree  of  alcoholism  has  been  noted  in 
60  per  cent  of  our  tuberculosis  patients.  Similar 
results  have  been  reported  by  others.2’2,21-23 

Alcoholism  often  represents  the  major  obstacle 
to  successful  treatment  in  these  patients  as  mani- 
fested by  their  more  frequent  hospitalizations  for 
tuberculosis,  by  their  greater  incidence  of  resistant 
disease,  and  by  their  frequent  failure  to  seek  fol- 
low-up care  on  discharge  from  the  hospital. 
Eighty-five  per  cent  of  our  group  had  at  least  one 
prior  admission,  and  53  per  cent  had  two  or  more 
admissions.  .Sixty-three  per  cent  of  the  patients 
had  resistant  disease  and  required  second-line 
drug  therapy. 

Despite  these  adverse  features  83  per  cent  of  the 


group  were  converted  to  culturally  hegative  spu- 
tum and  clinically  inactive  disease. 

Treatment  of  unreliable  alcoholic  patients  has 
been  studied  extensively.12,14-16  Hudson  and 
Sbarbaro16  treated  101  patients,  85  men  and  16 
women,  twice  weekly  with  high-dose  INH,  14  mg. 
per  kilogram,  orally  and  streptomycin,  27  mg.  per 
kilogram,  intramuscularly  administered  by  a 
nurse.  Seventeen  patients  had  positive  cultures  at 
the  time  of  discharge.  Resistant  disease  was  not 
reported  in  any  of  the  patients.  Drug  toxicity  was 
seen  in  11  patients  but  was  easily  controlled  by  re- 
duction in  dosage.  Only  1 patient  had  a bacterio- 
logic  relapse.  This  study  demonstrates  the  effec- 
tiveness of  outpatient  management  of  even  recalci- 
trant alcoholic  tuberculosis  patients. 

This  type  of  regimen  while  effective  involves  ei- 
ther the  nurse  going  to  patients  in  their  locale, 
which  is  not  feasible  in  a large  urban  area  such  as 
New  York  City,  or  having  the  patient  come  into  a 
clinic  twice  weekly,  which  compared  with  our  pro- 
gram represents  more  patient  visits,  more  staff, 
and  greater  cost.  Additionally,  this  type  of  pro- 
gram has  not  been  proved  effective  in  resistant  pa- 
tients requiring  second-line  drugs.  Our  program 
offers  an  effective  alternative  which  can  be  adapt- 
ed to  the  more  usual  clinic  or  office  situations. 

The  major  prerequisite  to  success  in  these  de- 
pendent people  appears  to  be  an  interested  physi- 
cian who  establishes  sufficient  rapport  with  the 
patients  to  convince  them  that  he  is  concerned 
with  their  welfare  and  that  he  regards  their  alco- 
holism as  a disease,  not  a social  perversion.24,25 
Constant  emphasis  must  be  placed  on  the  impor- 
tance of  taking  antituberculosis  medications  as  the 
solitary  protective  measure  that  will  keep  the  pa- 
tient free  of  disease  and  out  of  the  hospital. 

The  clinical  improvement  achieved  during  the 
initial  weeks  of  the  program  served  as  a stimulus 
to  motivate  patients  to  continue  to  take  their 
drugs  and  return  to  clinic.  The  majority  of  fail- 
ures occurred  in  the  initial  phase  of  treatment. 
Those  patients  who  could  not  be  induced  to  take 
medication  and  attend  clinic  never  had  the  oppor- 
tunity for  success  and  reinforcement.  Six  of  the  9 
treatment  failures  were  lost  in  the  first  three 
months. 

The  average  cost  of  a clinic  visit  including  trans- 
portation in  this  special  program  is  $30.  If  these 
patients  are  seen  at  two-week  intervals  over  an  en- 
tire year  the  annual  cost  per  patient  would  be  ap- 
proximately $800.  Contrast  this  with  a per  diem 
hospital  cost  for  inpatient  tuberculosis  patients  of 
$122  in  1972;  the  entire  program  yearly  would  not 
amount  to  one  week  in  a hospital  setting.  The 
economic  advantage  is  obvious,  but  more  impor- 
tant the  therapeutic  success  is  equally  good. 
Funding  agencies  will  he  readily  cognizant  of  the 
savings,  but  they  must  be  apprised  of  the  need  to 
allocate  a percentage  of  the  dollars  saved  to  outpa- 
tient facilities  and  programs. 
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Summary 

Forty-five,  83  per  cent,  of  54  patients  with  tu- 
berculosis and  alcoholism  attained  clinical  inactiv- 
ity of  their  tuberculosis  on  a regimen  of  appropri- 
ate antituberculosis  treatment,  interest  on  the 
part  of  a physician  who  considered  alcoholism  a 
disease  rather  than  a moral  depravity,  friendly 
urging  of  the  patient  to  take  his  medications,  and 
close  supervision  to  prevent  the  patient  from  being 
lost  to  follow-up.  Outpatient  treatment  was  defi- 
nitely successful  despite  the  presence  of  drug-re- 
sistant tuberculosis  in  34  patients,  63  per  cent,  and 
costs  were  minimal  compared  with  inpatient  care. 
Follow-up  over  a four-  to  six-year  period  showed 
continued  control  of  tuberculosis. 

Department  of  Medicine 
St.  Vincent’s  Hospital  and  Medical  Center 
153  West  1 1th  Street 
New  York,  N.Y.  10011 
(DR.  CROCCO) 
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turned  over  to  the  Justice  Department  for  criminal 
prosecution. 

The  report  was  based  on  data  supplied  by  SSA,  the 
government  agency  that  administers  the  Medicare  pro- 
gram. The  271  cases  involved  299  individuals  (1.1  de- 
fendants per  case),  the  SSA  data  indicate. 

Subsequently,  114  of  the  defendants  were  acquitted, 
their  cases  were  dismissed,  or  the  U.S.  attorney  declined 
to  prosecute. 

Convictions  were  obtained  of  117  defendants — equal 
to  fewer  than  1 per  cent  of  the  Medicare  fraud  cases  in- 
vestigated by  SSA  over  the  eight  and  one-half  year  span. 
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For  more  than  thirty  years 
PREMARIN  (Conjugated  Estroger 
Tablets,  U.S.P.)  has  been 
prepared  with  natural  equine 
estrogens  exclusively— without 
synthetic  estrogen  supplements. 
For  more  than  thirty  years  it 
has  provided  the  complete  estroger 
complex  in  the  proportions  found 
in  its  natural  source.  And  for  more 
than  thirty  years  PREMARIN  ha< 
enjoyed  an  unparalleled  record  of 
clinical  efficacy  and  acceptance. 

PREMARIN.  The  only  estroger 
preparation  available  that  contair 
natural  estrogens  exclusively  and  ac 
meets  all  U.S.P  specifications  for 
conjugated  estrogens.  Assurance  c 
quality  for  you  and  your  patients 
PREMARIN...  naturally. 
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BRIEF  SUMMARY 

(for  full  prescribing  information,  see  package 
circular.) 

PREMARIN® 

> (Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
I emy  of  Sciences  National  Research  Council 
[ and/or  other  information.  FDA  has  classified 
| the  indications  for  use  as  follows: 

| Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
I gen  deficiency  states  associated  with:  the  cl i - 
I mactcric.  including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
I kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
1 therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
[contraindicated  in  patients  with  (I)  markedly 
impaired  liver  function:  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal:  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium:  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
ar  in  patients  with  a past  history  of  these  condi- 
ions;  (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
lormal  mammograms  except,  if  in  the  opinion  of 
he  physician,  it  is  warranted  despite  the  possibil- 
ty  of  aggravation  of  the  mastitis  or  stimulation 
>f  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
nanifestations  of  thrombotic  disorders  (throm- 
aophlebitis,  retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
arc  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tascs,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilisation.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  dicthylstilbcslrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  arc  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  I week  off)  for  all  indications  except 
@ selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating. cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  graoually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  (e.g.  osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  8C5— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1 .000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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A sequential  clinical  investigation  comparing 
the  extended  administration  of  ampicillin  fol- 
lowing neurosurgical  procedures  with  the  brief 
preoperative  and  intraoperative  use  of  lincomycin 
has  already  been  reported.1  Our  initial  data  on 
antimicrobial  prophylaxis  for  clean  cases  suggest- 
ed that  one  or  two  doses  of  a specific  antistaphylo- 
coccal  agent  given  immediately  prior  to  or  during 
surgery  was  the  equivalent  of  40  doses  of  a broad- 
spectrum  antibiotic  administered  over  ten  days 
beginning  in  the  recovery  room.  A randomized 
double-blind  study  comparing  preoperative  and 
intraoperative  clindamycin  with  saline  was  then 
begun  to  evaluate  further  the  role  of  prophylactic 
antibiotics  in  the  prevention  of  postoperative 
sepsis. 

Materials  and  methods 

Identical  bottles  were  imprinted  with  a four-let- 
ter code.  The  bottles  were  filled  with  2 cc.  of  nor- 
mal saline  or  a solution  containing  300  mg.  of  clin- 
damycin phosphate.  The  record  was  maintained 
by  one  of  the  authors  who  did  not  participate  in 
the  surgery  or  the  preoperative  and  postoperative 
care  of  the  patients  in  the  study. 

Immediately  prior  to  the  incision,  the  content  of 
one  bottle  was  mixed  into  50  cc.  of  saline  and  in- 
jected intravenously  over  a ten-minute  period.  If 
the  surgery  lasted  more  than  four  hours,  a second 
dose  was  given.  Topical  antibiotics  or  irrigating 
solutions  containing  antibiotics  were  not  em- 
ployed. 

Clean  cases  selected  for  the  study  included  all 
Presented  at  the  168th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  Section  on  Neurosurgery, 
Tuesday,  February  26,  1974. 


In  a double-blind  study,  either  clindamycin  or  sa- 
line was  randomly  administered  to  110  neurosurgi- 
cal patients.  The  results  suggest  that  the  preop- 
erative and  intraoperative  use  of  clindamycin  re- 
duces the  incidence  of  postoperative  infections  fol- 
lowing prolonged  exposure  of  the  wound  or  reex- 
ploration. The  rationale  of  prophylactic  antibiot- 
ics in  neurosurgical  procedures  is  discussed. 


neurosurgical  procedures  except  the  chronic  im- 
plantation of  a major  foreign  body  such  as  a cran- 
ioplasty or  ventriculoatrial  shunt.  No  patients 
gave  a history  of  allergy  to  clindamycin.  The  anti- 
septic routine  followed  by  our  service  did  not 
change  from  our  previous  report.1  The  criteria  for 
diagnosis  of  wound  infection  were:  (1)  drainage 

from  the  operative  site  with  a positive  culture  with 
or  without  fever;  (2)  bacterial  meningitis  with  or 
without  inflammation  of  the  wound;  and  (3)  men- 
ingismus  without  positive  cultures  but  with  cere- 
brospinal fluid  leukocytosis,  inflammation  of  the 
wound,  and  defervescence  following  the  institution 
of  additional  antibiotics. 

Results 

The  project  was  planned  to  run  for  one  full  year. 
During  the  first  twenty-two  weeks  of  the  study,  3 
wound  infections  occurred  in  89  clean  cases  (Table 
I).  In  the  sixth  month,  a period  of  increased 
scheduling  when  21  cases  came  to  surgery  during 
thirteen  days,  there  was  an  acute  rise  in  the  rate  of 
postoperative  sepsis,  and  7 wound  infections  oc- 
curred. The  operating  room  was  closed  for  two 
weeks  while  an  extensive  investigation  of  the  epi- 
demic was  carried  out;  numerous  cultures  of  per- 
sonnel and  equipment  failed  to  identify  any  defi- 
nite source  of  contamination  or  contagion. 

The  four-letter  code  was  broken  (Table  II).  In 
the  first  five  months,  56  out  of  89  patients  ran- 
domly received  the  antibiotic.  During  the  epi- 
demic period  in  the  sixth  month,  17  out  of  21  pa- 
tients were  given  the  placebo. 

Before  the  epidemic,  all  3 wound  infections  oc- 
curred in  craniotomies  using  the  operating  micro- 
scope, lasting  over  six  hours,  and  receiving  the  pla- 
cebo. In  the  sixth  month  of  the  study,  6 out  of  the 
7 craniotomies  that  became  infected  were  again 
microneurosurgical  procedures  lasting  more  than 
six  hours  and  unprotected  by  clindamycin.  Only  1 
patient  who  was  given  antimicrobial  prophylaxis 
and  underwent  craniotomy  developed  postopera- 
tive sepsis.  Of  the  6 craniotomies  that  were  reex- 
plorations, 5 received  no  antibiotic,  and  3 were 
complicated  by  wound  infections. 

Comment 

Clindamycin  phosphate  was  chosen  as  a specific 


64  New  York  State  Journal  of  Medicine/ January  1976 


— CO 

S-a 

.2  o 

2 - 

<< 


LU 

_J 

CD 

< 


_2  s 
X ’S 
.£  >> 

0 £ 


3 - 

a - 


-••o 

"3  0; 
G “Z 

!2  g 

* X 
■§■§ 
« o 

s * 


II 


M JS 

< -i 


^2 
v-  3 
G 0 

t * 


c 

•8  | 1 
w .2  4,' 

-3  mi  i"* 
3 


«5 


co 


> jJ 

§1 

£ -3 


• '"3 

“O  g 

G 
-T3 
’35  x 
X 

3 S 

■_  3 
g c 
> * 


c 

IE 


--a 

*3  w 
G 

2 2 
W -E 

3 2 

C/3  C 

>-  3 
> * 


C/3  '35 


■50O 

J 3 .. 

-5  c >> 


I s 


> •> 


' -X 

V 3 


3 > 


£ £ 

G ' *33 
X *3  C 

n ~Z  ~ 

.>  c •— 

■*-*  G 

g < ~ 

o 1 1 
g 3 5 
£ 


c 

w 

> 

2 


£ 

o 

5 


9S 
2 £ 
O "— 
c O 

3m  — 

< 


o 

lO 


0) 

...  *-  *3 
-a  vj  c 
G 3 3 

3 £ § 

C/3  £ 

— SX  • - 
3 c -3  ~ 

</3  •-  G G 

S S - 2 

Jr  r-  n G 


G 

E 

c 

G 


« -n 

o c 

C/3 

C/3 

C/3 

C/3 

O 3 

c n 

3 

3 

3 

3 

0 2 
O * 

3 ^ 
X ^ 

G 

In 

3 

G __ 

u 

3-2 

G _ 

%m 

3 ^ 

G ^ 
3 ^3 

re  c 

re 

re  c 

re  c 

re  c 

>3  2 

. 3 

. Ci. 

. 3 

. 3 

. 3 

X 5 

X 0 

X CO 

X 0 

X 0 

X 0 

cl£ 

5*  * 

C-U 

2*^ 

a ^ 

a £ 

re  co 

re  -C- 

re  ^ 

re  ^ 

re  ^ 

X 

tin 

tin' 

tin 

tin 

- >. 

. . "3  G 

g :§*  j 

> - - 


£ 

G 

G 

G 

a 


*n  ci* 

G Q 

C/3  w 


& e « &« 

^ C 3W  v: 
3 ~ C ° 33 
CO 


CO 


o> 

'X 


■V 

*3 

•— 

T3 

. * 

3m 

*3 

"O 

C/3 

C 

-c 

C/3 

c 

-a 

C/3 

3 

G 

3 

3 

G 

3 

3 

G 

3 

3 

£ 

£ 

0 

"3 

£ 

0 

"35 

C/3 

£ 

'5 

C/3 

*55 

CO 

£ 

— 

X 

ax 

X 

ax 

3 

T3 

T3 

3 

g; 

-3 

"3 

3 

c 

TJ 

c^ 

. z 

G 

C/3 

• — 

G 

Qj 

c/3 

• — 

G 

G 

> 

G 

£ 

_> 

C/3 

— 

re 

G 

X 

1. 

G 

> 

G 

G 

E 

> 

0 

C/3 

re 

G 

G 

> 

G 

G 

£ 

_> 

0 

co 

Cz- 

Cx* 

Ci* 

. « 

. » 

.s  >. 

g £ 

E o 

re  y 
c re  . 


>>  o 
— > 


3 C o ^ 

0 3 co 


o 

LC 


G p 

£ 3 

re  ° 

Q,  > G 


re 

ax 

G 

z 


o i-  '5c  o 

O & ~ J£ 


go  3m  2, 

w C U G 


- >> 
. »•  *3  G 
s-  rf  0 
G .rrx 


re  r“  “3  Ci*  • — 

g»  0 3 CO  g 
X •-  r-  r -J  o 


CO 


G 

C 


o 

6 


o 

G 

C c 
re  .3 
> G 


. ^ co 
G £2 

8 5'»l 


5f  o 3 c n 

3's  so 

C/3 


u 

Q 


to 

in 


January  1976  New  York  State  Journal  of  Medicine  65 


TABLE  II.  Incidence  of  infection 


Type  of 
Operation 

, 22  Weeks s 

Anti- 
biotics Placebo 

i 13  days \ 

Anti- 
biotics Placebo 

Craniotomies 

31 

19 

1 

9 

Microsurgery 

19 

13 

0 

6 

Transphenoidal 

3 

1 

0 

1 

Reexploration 

1 

2 

0 

3 

Laminectomies 

23 

13 

3 

7 

Microsurgery 

0 

2 

0 

1 

Reexploration 

2 

3 

0 

0 

Minor  operations 

2 

1 

0 

1 

antistaphylococcal  agent  even  though  penetration 
into  the  cerebrospinal  fluid  is  relatively  poor.2  In- 
travenous infusion  insured  immediate  serum  lev- 
els. Fass  and  Saslaw3  documented  wide  tissue 
distribution  of  clindamycin,  including  skin,  mus- 
cle, and  bone,  following  parenteral  administration. 
In  addition,  high  concentration  of  antibiotic  in  the 
blood  circulating  through  the  intrinsic  vasculature 
of  the  brain  and  spinal  cord  provides  prophylaxis 
against  transient  bacteremia. 

Contributing  factors  to  postoperative  sepsis  in  a 
large  series  of  neurosurgical  patients  analyzed  by 
Wright4  were  reexploration,  prolonged  exposure  of 
the  wound,  and  the  use  of  drains.  Little  discus- 
sion can  be  found  in  the  general  surgical  literature 
about  the  relationship  between  the  reopening  of 
an  incision  and  the  increased  risk  of  infection,  but 
Dineen5  did  report  that  23  out  of  100  consecutive 
wound  infections  occurred  after  subsequent  opera- 
tions through  a previously  made  incision.  With 
the  advent  of  microneurosurgical  techniques,  there 
has  been  a tendency  toward  lengthy  operations; 
over  60  per  cent  of  the  craniotomies  in  the  study 
were  performed  under  the  microscope  and  regular- 
ly required  six  or  more  hours.  Drains  were  not 
employed  in  any  of  our  wounds. 

Sterile  cultures  of  the  skin  surface  can  be  ob- 
tained initially  following  scrubbing;  but  within 
minutes  after  the  incision  is  opened,  pathogens 
rapidly  appear.6-7  Unnoticed  breaks  in  technique 
may  account  for  significant  sources  of  contamina- 
tion since  little  correlation  has  been  found  be- 
tween the  bacterial  flora  of  the  integument  and 
subsequent  wound  infections.8  The  level  of  air- 
borne contamination  in  the  operating  theater  has 
been  shown  to  correlate  with  the  number  of  per- 
sonnel, the  amount  of  talking,  and  the  frequency 
of  scheduled  procedures.7-9  The  incidence  of 
wound  infections  due  to  airborne  contamination 
has  been  estimated  as  between  2 and  25  per  cent, 
still  leaving  the  source  of  most  postoperative 
sepsis  in  question.10 

Analysis  of  the  positive  cultures  from  our  pa- 
tients in  the  present  study  who  did  not  receive  an- 
tibiotics reveals  a predominance  of  gram-positive 
organisms,  specifically  Staphylococci  (Table  III). 
In  marked  contrast,  the  majority  of  positive  cul- 
tures from  our  patients  in  the  previous  study  who 


TABLE  III.  Incidence  of  positive  cultures 


Patient 

Regimen 

Gram-Positive 

Organisms 

Gram-Negative 

Organisms 

Placebo 

(present 

Staphylococcus  6 

E.  coli  1 (death) 

study) 

aureus(4 ) 

Antibiotics 

albus(2) 

Staphylococcus  5 

Proteus  3 

(previous 

aureus(3) 

mirabilis(2) 

study) 

albus(  1 ) 

Morganii(l ) 

epidermidis(l ) 

Klebsiella  1 (death) 
Pseudo.  1 (death) 

E.  coli  1 
Bacteroides  1 
Serratia  1 

were  given  antimicrobial  drugs  was  a variety  of 
gram-negative  bacteria.  Gram-negative  patho- 
gens were  encountered  with  the  prolonged  admin- 
istration of  broad-spectrum  antibiotics,  as  well  as 
the  brief  preoperative  and  intraoperative  adminis- 
tration of  narrow-spectrum  antibiotics;  neverthe- 
less, the  rate  of  wound  infection  remained  low, 
ranging  from  2.3  per  cent  to  5.1  per  cent.  Of  even 
greater  clinical  significance  is  the  fact  that,  al- 
though the  mortality  rate  has  been  only  1 death 
per  year  in  the  last  three  years,  all  3 deaths  result- 
ing from  wound  infection  were  caused  by  gram- 
negative bacteria. 

Clinical  investigation  in  other  surgical  sub- 
specialties and  laboratory  research  into  the  value 
of  preoperative  prophylactic  antibiotics  has  al- 
ready been  reviewed.1  Karvounis  et  al.n  demon- 
strated that  the  intramuscular  administration  of 
nafcillin  twenty-four  hours  prior  to  intrathecal 
Staphylococcus  aureus  inoculation  prevents  fatal 
meningitis  in  rabbits.  Cacdac12  reported  1 wound 
infection  in  200  neurosurgical  patients  whose  inci- 
sions were  irrigated  with  lincomycin  prior  to  clo- 
sure; in  cases  involving  the  operating  microscope, 
lincomycin  was  given  intravenously  during  surgery 
and  the  first  two  postoperative  days,  followed  by 
clindamycin  orally  for  five  days. 

Conclusions 

The  data  suggest  that  the  preoperative  and  in- 
traoperative use  of  clindamycin  is  effective  in  re- 
ducing wound  infections  in  neurosurgical  patients 
who  are  at  risk  due  to  prolonged  exposure  of  the 
wound  or  reexploration.  Whether  or  not  a combi- 
nation of  bacteriocidal  antibiotics,  active  against 
both  gram-negative  and  gram-positive  pathogens, 
can  offer  increased  protection  against  random  con- 
tamination during  intracranial  and  intraspinal  op- 
erations is  under  investigation. 

Department  of  Neurosurgery  1 
Mount  Sinai  School  of  Medicine  I 
Fifth  Avenue  and  100th  Street 
New  York,  New  York  10029 
(DR.  SAVITZ) 
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5,000  Continuing  education  courses  for 
physicians  listed  in  AMA  Journal 

Almost  5,000  courses  offered  by  more  than  1,000  insti- 
tutions are  included  in  the  21st  annual  listing  of  con- 
tinuing education  courses  for  physicians  in  the  United 
States  by  the  Journal  of  the  American  Medical  Associa- 
tion. 

The  listing  is  provided  in  the  164-page  supplement  to 
the  August  1 1 JAMA.  It  includes  courses  offered  in  43 
states  and  the  District  of  Columbia,  for  the  period  Sep- 
tember 1,  1975,  to  August  31,  1976. 

The  listing  of  4,862  courses  is  an  increase  of  1,185  over 
the  current  year,  when  3,677  courses  were  offered,  and  is 
the  second  largest  increase  in  number  of  courses  ever  re- 
ported in  a single  year,  says  William  Ruhe,  M.D.,  the 
AMA’s  director  of  medical  education.  The  largest  in- 
crease was  recorded  last  year  when  there  were  1,236 
more  than  in  the  previous  year. 

There  are  554  primary  sponsors  and  488  cosponsors, 
for  a total  of  1,042  institutions  and  organizations  in- 
volved in  continuing  medical  education,  Dr.  Ruhe  says. 

Internal  medicine  remains  the  most  popular  field,  of- 
fering, with  its  subdivisions,  1,009  courses.  Next  is  psy- 
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chiatry  with  968.  Other  major  fields  are  general  medi- 
cine, 467;  surgery,  247,  radiology  and  radioisotopes,  243; 
family  medicine,  203,  and  pathology,  202. 

Only  courses  that  are  sponsored  or  cosponsored  by  an 
organization  accredited  for  continuing  education  by  the 
AMA  Council  on  Medical  Education  are  included  in  the 
listing.  The  AMA  accredits  the  institution  or  organiza- 
tion, not  the  course  itself. 

Accreditation  means  that  the  courses  will  provide 
credits  toward  the  AMA’s  Physician’s  Recognition 
Award,  a program  in  which  physicians  voluntarily  study 
and  keep  abreast  of  new  developments  in  medicine. 

Dr.  Ruhe  points  out  that  all  institutions  known  to  be 
interested  in  continuing  education  are  invited  to  apply 
for  accreditation,  in  order  to  have  their  courses  listed. 
Some  choose  not  to  do  so.  Even  for  those  institutions 
which  are  accredited,  some  courses  may  be  omitted, 
since  the  institutions  must  turn  in  course  listings  more 
than  a year  in  advance.  Other  courses,  planned  after 
the  JAMA  deadline,  will  not  be  in  the  AMA  listing. 

The  annual  course  listing  is  particularly  valuable  be- 
cause it  enables  the  physician  to  plan  his  personal 
course  of  study  for  an  entire  year  in  advance. 
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If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


INDICATIONS:  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris, since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses. 

Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane.  If  objectionable,  th.s  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy.  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot 
tie  of  100  Also  5,  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1,000 
Also  available  Cardilate"  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(‘Warning:  may  be  habit-forming). 

1 Russek  HI  AM  J M Sc  239:478,  1960 

HPlr  / Burroughs  Wellcome  Co. 

■L/-J-  / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


'Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


“Pain  days’  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl tetramtrate)  in  48-patient 
study.1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 .compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients. Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon ..  .also  helps  re- 
duce need  for  nitroglycerin. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  189.  The  rhythm  is  regular  sinus 
rhythm.  The  P-R  interval  is  normal  at  0.16  sec- 
ond. QRS  duration  is  0.12  second.  There  is  right 
bundle  branch  block  as  manifested  by  an  rsR'  in 
Vi  and  terminal  S in  lead  V6.  In  addition,  there  is 
marked  right-axis  deviation  with  a qR  in  leads  II, 
III,  and  aVf  and  a predominantly  negative  QRS 
deflection  in  leads  I and  aVl.  This  marked  right- 
axis  deviation  in  the  presence  of  right  bundle 
branch  block  suggests  posterior  hemiblock.  In 
leads  V3  to  V6,  a deep  Q wave  is  present  with  S-T 
interval  elevated;  T is  inverted  in  Vi  to  V4.  The 
abnormalities  are  those  of  old  inferior  wall  damage 
and  probable  recent  anteroseptal  and  lateral  wall 


damage.  The  presence  of  right  bundle  branch 
block  and  right-axis  deviation  with  a recent  anteri- 
or wall  infarction  is  often  premonitory  of  complete 
heart  block,  and  many  physicians  urge  that  a pro- 
phylactic temporary  cardiac  pacemaker  be  insert- 
ed in  this  situation.  Serial  tracings  should  be  ob- 
tained. 

Question  190.  The  rhythm  is  sinus  tachycar- 
dia at  a rate  of  115  beats  per  minute.  The  signifi- 
cant abnormalities  were  in  precordial  leads  Vi  to 
V5  which  showed  symmetrically  inverted  T waves. 
In  addition,  there  was  clockwise  rotation  of  the 
heart  with  small  r waves  in  Vi  to  V4.  These  find- 
ings were  strongly  suggestive  of  acute  cor  pulmo- 
nale, and  in  this  patient  pulmonary  emboli  were 
documented  by  lung  scan.  Normal  young  individ- 
uals may  have  T-wave  inversions  in  the  precordial 
leads  but  rarely  to  V5  and  uncommonly  to  V4.  Se- 
rial changes  in  these  T waves  would  help  to  con- 
firm the  electrocardiographic  diagnosis. 


Clinical  Clues 


— Enteric-coated  potassium  tablets  are  still  available 
and  prescribed  even  though  intestinal  ulceration, 
sometimes  complicated  by  hemorrhage,  perforation, 
peritonitis,  intestinal  stenosis,  and  obstruction  have 
long  been  known  to  occur  with  their  use. 

— A list  of  potassium-rich  foods  includes  dried  apricots, 
dates,  raisins,  dried  peaches,  cantaloupe,  dried  figs, 
banana,  prune  juice,  orange  juice,  watermelon,  turkey, 
beef  round,  and  milk. 

— In  Bruton’s  agammaglobulinemia,  which  occurs  only 
in  males,  serum  immunoglobulins  are  markedly  de- 
pressed. These  infants  have  normal  resistance  to 
viral  infections  because  cellular  immunity  is  intact, 
but  they  have  an  extreme  susceptibility  to  pneumo- 
nia. 

— In  Swiss  agammaglobulinemia,  there  is  deficiency  of 
both  serum  immunoglobulins  and  cellular  immunity. 
Clinically,  there  are  infections  of  both  viruses  and 


bacteria;  fungal  infections  are  also  common. 

— The  Wiskott-Aldrich  syndrome  is  a sex-linked  syn- 
drome characterized  by  depression  of  both  humeral 
and  cellular  immunity  and  by  a high  susceptibility  to 
infection. 

— Hereditary  ataxia-telangiectasia  is  an  autosomal  re- 
cessive disease  involving  immunoglobulin  deficiency 
or  cellular  immunity  or  both.  Ataxia  may  begin  in  in- 
fancy, and  cerebellar  signs  are  prominent. 

— Primary  acquired  agammaglobulinemia  may  occur  in 
any  age  as  opposed  to  Bruton’s  and  Swiss  type  of 
agammaglobulinemia  which  occurs  uniformly  in  in- 
fants. The  genetics  are  not  well  defined;  however, 
there  is  a high  incidence  of  immunologic  disease  in 
some  families.  Frequent  complications  include 
bronchiectasis  and  a sprue-like  syndrome. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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As  people  grow  older,  alterations  in  their  physi- 
cal and  cognitive  functioning  may  blend  with 
changes  in  psychosocial  activity  to  produce  a set  of 
multifaceted  problems.  For  example,  retirement, 
loss  of  friends  and  family,  as  well  as  a decreasing 
ability  to  care  for  oneself  may  lead  to  markedly  di- 
minished self-esteem  and  depression.  When 
physical  and  cognitive  impairment  are  both 
present,  emotional  problems  may  become  super- 
imposed on  preexisting  somatic  dysfunction.  At 
this  stage,  the  older  person  may  no  longer  be  able 
to  receive  help  from  family,  friends,  or  other  social 
system  supports,  and  professional  assistance  is 
sought.  Characteristically,  the  elderly  patient  has 
now  reached  a level  of  disordered  functioning 
which  may  necessitate  somatic  therapeutic  inter- 
vention. 

The  disorders  of  old  age  for  which  drugs  or  other 
somatic  therapies  are  commonly  prescribed  are: 
behavior  disorders,  depression,  anxiety  and  appre- 
hension, cognitive  and  memory  impairment,  and 
sleep  disturbances.  Effective  therapeutic  inter- 
vention requires  an  appreciation  of  the  relation- 
ship between  somatic,  psychologic,  and  interperso- 
nal alterations  brought  about  by  aging.1-3  The  in- 

* Supported  in  part  by  U.S.  Public  Health  Service  Grant 
MH-12279. 

+ Deceased. 


TABLE  I.  Changes  in  somatic  functioning  in  the 
elderly  and  psychopharmacology 

Possible 

Alterations  in  Somatic  Psychopharmacologic 

Functioning  Consequences 


Gastrointestinal  tract 

Slower  and  less  complete 
drug  absorption 
Increased  atropinergic 
sensitivity 

Cardiovascular  system 
Decreased  or  delayed 
drug  circulation 


Increased  sensitivity  to 
orthostatic  stress 

Hematopoietic  system 
Decreased  albumin 
fraction 


Nervous  system 

Decrease  in  neuronal 
tissue,  leading  to  in- 
creased sensitivity  to 
clinical  and  toxic  ef- 
fects 

Increased  sensitivity  to 
side-effects  due  to 
cholinergic  blocking 
properties  of  drugs 


Reduced  amount  of  availa- 
ble drug 

Decreased  gastrointestinal 
motility  ; constipation 
and  ileus 

Delayed  onset  of  drug  ac- 
tivity; prolonged  availa- 
bility of  drug  before  de- 
toxification and  excre- 
tion 

Increased  orthostatic  hypo- 
tension; increased 
cardiac  arrythmias 

Decreased  circulation  of 
drug;  enhanced  toxicity, 
particularly  of  benzodi- 
azepines, sodium  thio- 
pental 

Less  drug  required;  greater 
incidence  of  neurologic 
side-effects;  depression, 
delerium,  seizures,  extra- 
pyramidal  symptoms, 
tardive  dyskinesia 

Dry  mouth,  loss  of  porce- 
lain dental  filling;  loss  of 
occular  accommodation; 
urinary  retention  predis- 
posing to  bladder  and 
kidney  infection,  aggrava- 
tion of  glaucoma;  aggra- 
vation of  effects  of 
prostatic  hypertrophy 


teractions  between  somatic  therapy  for  the  elderly 
and  the  altered  biologic,  cognitive,  and  emotional 
functioning  in  advanced  age  must  also  be  under- 
stood.4-8 

As  people  grow  older,  there  are  a number  of 
changes  that  occur  in  their  bodies  which  may  lead 
to  prolonged  biologic  activity  and  to  decreased 
drug  elimination  which  may  lead  to  altered  clinical 
and  toxic  effects  of  drugs  or  other  agents.  Table  I 
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TABLE  II.  Representative  neuroleptics  for  the  elderly* 


Usual 

Geriatric 

Dose 

(mg.  per  day) 

Generic  Name 

Trade  Name 

Side-Chain 

Structure 

Sedation 

Hypotension 

Extra- 

pyramidal 

Symptoms 

Chlorpromazine 

Thorazine, 
Chlor  PZ 

Aliphatic 

50  to  300 

Marked 

Marked 

Occasional 

Thioridazine 

Mellaril 

Piperidine 

50  to  300 

Moderate 

Moderate 

Infrequent 

Acetophenazine 

Tindal 

Piperizine 

10  to  60 

Mild 

Mild 

Occasional 

Trifluoperazine 

Stelazine 

Piperizine 

5 to  20 

Minimal 

Minimal 

Frequent 

Haloperidol 

Haldol 

t 

1 to  6 

Minimal 

Minimal 

Frequent 

* The  use  of  thioxanthenes  in  geriatric  patients  has  not  been  as  widely  documented  as  with  the  other  drugs  mentioned  here. 

! Haloperidol  is  not  a phenothiazine  but  is  a butryophenone.  It  behaves,  however,  most  like  a strong  piperizine  derivative.  (Loxepine 
and  Molindone  are  new  neuroleptics  with  different  chemical  structures.  Their  efficacy  in  geriatric  patients  is  still  to  be  determined.) 


illustrates  some  of  these  changes  in  the  elderly  and 
the  potential  consequences  for  drug  activity. 

Among  the  most  common  of  the  side-effects  of 
psychopharmaceutical  agents  prescribed  for  the 
elderly  are  the  symptoms  that  result  from  the  an- 
ticholinergic properties  of  neuroleptic  and  antide- 
pressant drugs.  Patients  often  experience  a dry 
mouth,  which  can  be  a minor  annoyance,  or,  in 
more  serious  instances,  the  loosening  of  porcelain 
dental  fillings.  Application  of  petroleum  jelly  to 
the  gums  before  sleep  may  prevent  this  occur- 
rence. Blurred  vision  resulting  from  impaired  op- 
tical accommodation  may  produce  visual  difficul- 
ties which  are  superimposed  on  an  already  disor- 
dered visual  acuity.  Patients  who  suffer  from 
glaucoma  or  benign  prostatic  hypertrophy  may 
also  experience  an  aggravation  of  symptoms 
caused  by  the  anticholinergic  properties  of  psycho- 
pharmaceuticals. Less  frequent  but  potentially 
serious  side-effects  resulting  from  anticholinergic 
drugs  are  decreased  gastrointestinal  and  bladder 
motility. 

The  neuroleptics,  particularly  those  phenothi- 
azines  having  aliphatic  (chlorpromazine)  and  pi- 
peridine (thioridazine)  side  chains,  and  the  tricy- 
clic antidepressants  which  are  structurally  related, 
may  produce  cardiovascular  side-effects  which  can 
have  serious  consequences.  These  drugs  may  pro- 
duce a sudden  drop  in  blood  pressure,  often  when 
a person  assumes  an  upright  position.  Patients 
who  already  have  elevated  blood  pressure  charac- 
teristically demonstrate  a great  lability  of  blood 
pressure  due  to  a loss  of  elasticity  of  the  arterial 
wall.  These  changes  may  make  older  persons 
more  sensitive  to  the  hypotensive  effect  of  psycho- 
tropic drugs  and  predispose  them  to  episodes  of 
cerebrovascular  insufficiency  or  syncopal  episodes 
which  may  lead  to  falls  and  resultant  fractures.9 
These  drugs  may  also  cause  tachycardia  and  ar- 
rythmia.  Although  such  side-effects  are  not  limit- 
ed to  the  elderly,  older  people  with  impaired  car- 
diovascular functioning  may  be  predisposed  to  ar- 
rythmia.  Sudden  death,  possibly  secondary  to  ar- 
rythmia,  congestive  heart  failure,  and  sudden  de- 
velopment of  massive  edema  have  been  occasional- 


ly observed  with  both  phenothiazines  and  tricyclic 
antidepressants. 

The  elderly  are  increasingly  sensitive  to  the  neu- 
rologic side-effects  as  well  as  to  the  clinical  effects 
of  psychotropic  drugs.  Hamilton10  considers  that 
the  neuronal  loss  of  aging  is  the  primary  mecha- 
nism responsible  for  the  altered  reactivity  and  sen- 
sitivity of  the  aged  to  these  compounds.  Extrapy- 
ramidal  symptoms  associated  with  neuroleptic  use 
are  common  in  the  elderly.  The  peak  incidence  of 
akathisia  is  between  the  ages  of  forty  and  fifty 
years  and  that  of  akinetic  parkinsonian  side-ef- 
fects is  around  eighty  years.11,12  Choreiform  side- 
effects  have  been  observed  six  times  more  fre- 
quently in  those  geriatric  patients  receiving  long- 
term phenothiazine  medication  as  compared  with 
old-age  home  residents  receiving  less  phenothi- 
azine, and  five  times  more  frequently  in  an  aged 
population  as  compared  with  younger  patients.13 
Tardive  dyskinesia,  a syndrome  of  disfiguring  in- 
voluntary buccal  and  lingual  movements,  is  seen 
more  in  elderly  females  than  in  males.14  Other 
central  nervous  system  side-effects,  such  as  seda- 
tion, paradoxical  excitement,  delirium,  dementia, 
assaultiveness,  delusions,  and  hallucinations,  are 
found  more  frequently  in  elderly  patients  who  re- 
ceive psychoactive  drugs. 

To  minimize  the  potential  for  adverse  drug  reac- 
tions adequate  investigation  of  the  patient’s  pre- 
treatment physical  state  is  necessary.  The  mini- 
mal components  of  such  an  evaluation  include 
physical  examination;  baseline  blood  pressures, 
seated  and  standing;  complete  blood  count;  total 
protein;  albumin  and  globulin  ratio;  urinalysis; 
electrocardiogram;  and  brief  neurologic  examina- 
tion. 

Treatment  of  behavioral  disorders 

Behavioral  disturbances  in  the  elderly  may  re- 
sult from  psychotic,  organic,  or  affective  illness. 
Agitation,  restlessness,  screaming,  assaultiveness, 
and  wandering  as  well  as  confusion,  delusional 
thinking,  and  paranoia  are  examples  of  such  disor- 
ders. When  any  of  these  symptoms  begin  to  inter- 
fere with  the  elderly  patient’s  functioning  at  home 
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or  in  a residential  setting,  therapeutic  intervention 
may  be  considered.  Often,  a drug  of  the  neurolep- 

Itic  class  of  compounds  may  be  used.  Table  II  lists 
representatives  from  this  group  of  compounds. 

Most  neuroleptic  agents  have  a basically  equiva- 
lent degree  of  clinical  efficacy.  An  appreciation  of 
the  differential  production  of  side-effects,  how- 
ever, is  essential  since  selection  of  a drug  may  de- 
pend more  on  the  presence  or  absence  of  these  ef- 
fects than  on  differential  clinical  efficacy.  No 
neuroleptic  is  free  from  side-effects;  the  predomi- 
nant type  of  side-effect  depends  on  the  chemical 
structure  of  the  drug.  There  are  three  basic  types 
of  chemical  structures  which  influence  the  produc- 
tion of  side-effects,  as  illustrated  in  Table  II. 

Drugs  with  aliphatic  structure  produce  the  high- 
est degree  of  sedation  and  hypotension  but  the 
lowest  frequency  of  extrapyramidal  symptoms. 
At  the  other  end  of  the  spectrum,  trifluoperazine, 
a piperazine  structure,  and  haloperidol,  a butyro- 
phenone  derivative  which  shares  many  properties 
with  the  piperazines,  produce  relatively  little  seda- 
tion and  hypotension  but  are  associated  with  a 
high  frequency  of  extrapyramidal  symptoms.  For 
patients  who  sleep  during  the  day  or  who  may  suf- 
fer from  hypotensive  episodes,  drugs  of  the  ali- 
phatic type  have  limited  usefulness,  and  a pipera- 
zine or  butyrophenone  derivative  is  recommended. 
Acetophenazine,  a relatively  weak  piperazine  de- 
rivative, produces  the  fewest  extrapyramidal 
symptoms  and  is  well  tolerated  by  the  elderly; 
haloperidol,  which  produces  almost  no  orthostatic 
hypotension,  may  be  used  for  patients  with  poten- 
tial cardiovascular  problems,  but  a high  incidence 
of  significant  extrapyramidal  symptoms  may  be 
anticipated.  Patients  who  have  serious  problems 
with  muscular  coordination  or  who  already  have 
Parkinson’s  disease,  are  poor  candidates  for  the  pi- 
perazine or  butyrophenone  drugs  because  of  the 
extrapyramidal  symptoms  associated  with  this 
chemical  structure.  The  piperidine  derivatives, 
such  as  thioridazine,  produce  relatively  few  extra- 
pyramidal symptoms  and  thus  are  well  tolerated 
by  the  elderly.  However,  there  is  an  associated 
sedative  effect. 

In  summary,  the  clinical  choice  of  a neuroleptic 
drug  depends  rather  more  on  the  selection  of  side- 
effects  that  one  wishes  to  avoid  than  on  differen- 
tial drug  efficacy.  Since  the  elderly  are  more  sen- 
sitive to  the  sedation,  the  hypotension,  and  the  ex- 
trapyramidal symptoms,  these  choices  usually  in- 
volve the  selection  of  the  least  troublesome  side- 
effect  for  the  given  patient. 

Treatment  of  depression 

Depression  is  one  of  the  more  common  experi- 
ences among  elderly  people.  As  occupation, 
friends,  and  bodily  functions  are  lost,  self-esteem 
declines,  and  depression,  with  agitation  or  with- 
drawal, sadness,  and  somatic  symptoms,  appears. 


TABLE  III.  Tricyclic  antidepressant  drugs 


Generic  Name 

Trade  Name 

Amitriptyline 

Elavil 

Desipramine 

Norpramin,  Pertofrane 

Doxepin 

Sinequan,  Adapin 

Imipramine 

Tofranil,  SK  Pramine,  Presamine, 
Imavate 

Nortriptyline 

Aventyl 

Protriptyline 

Vivactil 

Depressed  elderly  patients,  especially  white  males, 
may  be  high  suicide  risks;  the  only  warning  may  be 
hypochondriasis  of  recent  origin. 

Tricyclic  antidepressants  may  be  effective  in  the 
treatment  of  depression.  Table  III  lists  common 
antidepressants  which  may  be  used  for  elderly  pa- 
tients. 

The  tricyclic  drugs  have  basically  equivalent 
therapeutic  efficacy.  Imipramine  and  protripty- 
line may  have  mild  stimulating  properties;  ami- 
triptyline and  doxepin  may  have  sedative  side-ef- 
fects. In  patients  over  the  age  of  sixty,  the  start- 
ing dose  of  imipramine  or  amitriptyline  is  30  to  50 
mg.  per  day  with  weekly  increments  of  25  mg. 
leading  to  therapeutic  doses  of  75  to  200  mg.  per 
day.  Tricyclics  have  the  potential  of  producing 
severe  orthostatic  hypotension  or  cardiac  arryth- 
mias  and  must  be  used  with  caution  in  patients 
who  are  very  old  or  who  have  cardiovascular  dis- 
ease. 

Monoamine  oxidase  inhibitors,  another  chemi- 
cal class  of  antidepressant  drugs,  have  the  poten- 
tial for  serious  side-effects.  In  addition,  they  in- 
teract with  a variety  of  medical  drugs  that  are 
often  given  to  the  elderly.  For  these  reasons,  the 
use  of  monoamine  oxidase  inhibitors  is  generally 
unwise  for  the  depressed  elderly  patient. 

In  severely  depressed  elderly  patients  who  have 
not  responded  to  chemical  antidepressant  therapy, 
or  whose  medical  condition  would  make  antide- 
pressant use  hazardous,  electroconvulsive  therapy 
(ECT)  may  be  used,  although  with  caution.  This 
treatment,  which  is  remarkably  well  tolerated  even 
by  the  very  old,  may  produce  dramatic  and  often 
life-saving  reversals  of  severe  depression. 

Treatment  of  anxiety 

The  treatment  of  anxious  elderly  people  resem- 
bles the  treatment  of  younger  patients.  Psycho- 
pharmacology may  be  employed  alone,  or  together 
with  psychotherapy,  and/or  with  therapeutic  in- 
tervention into  the  patient’s  family  or  social  envi- 
ronment. The  benzodiazepine  drugs  have  re- 
placed barbiturates  and  the  propanediols  (mepro- 
bamate and  tybamate)  as  the  antianxiety  agents  of 
choice.  Table  IV  lists  the  available  benzodiaze- 
pine derivatives.  The  elderly  patient  is  more  sus- 
ceptible to  the  sedative  side-effects  of  these  drugs. 
Recently,  diazepam  has  been  found  to  have  anti- 
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TABLE  IV. 

Antianxiety  agents 

Generic  Name 

Trade  Name 

Chlordiazepoxide 

Librium 

Diazepam 

Valium 

Oxazepam 

Serax 

Clorazepate 

Tranxene 

depressant  effects  among  nongeriatric  patients 
with  anxious,  as  opposed  to  hostile,  depressions.15 
Salzman  et  a/.16-18  have  observed  antidepressant 
effects  in  elderly  male  research  volunteers  who 
have  mild-anxious  depressions.  No  such  effect 
was  noted  among  female  research  volunteers.16-18 

Treatment  of  sleep  disorders 

Insomnia  of  varying  degrees  is  another  extreme- 
ly common  problem  of  advanced  age.  Typically, 
older  persons  have  little  difficulty  falling  asleep 
but  awaken  early  in  the  morning  and  cannot  re- 
turn to  sleep.  One  of  the  frequent  causes  of  late- 
life  insomnia  is  daytime  napping.  A first  remedy, 
therefore,  is  to  encourage  the  patient  to  remain 
awake  during  daytime  hours. 

Mild  insomnia  may  be  treated  with  a variety  of 
drugs  with  sedative  effects  such  as  the  benzodiaze- 
pine antianxiety  agents,  or  the  hypnotic  fluraze- 
pam  (Dalmane).  Chlorpromazine  or  thioridazine, 
25  to  75  mg.,  are  also  extremely  useful  and  safe 
drugs  which  induce  sleep.  At  these  doses,  anti- 
cholinergic and  hypotensive  side-effects  are  mild 
and  infrequent.  Chloral  hydrate  250  to  1,000  mg. 
is  a time-tested  drug,  although  it  may  sometimes 
cause  paradoxical  excitement.  Confusional  states 
and  paradoxical  excitement  following  barbiturate 
or  nonbarbiturate  hypnotic  use  are  more  common. 
These  drugs  also  may  be  habit  forming  and  may 
interact  with  a variety  of  drugs  prescribed  for 
medical  conditions.  Unless  specifically  indicated, 


the  barbiturate  and  nonbarbiturate  sleeping  medi- 
cations other  than  benzodiazepines  should  be 
avoided  for  most  elderly  patients. 

Polypharmacy 

Multiple  drug  prescription  is  common  in  the 
aged.  Table  V illustrates  the  amount  of  polyphar- 
macy present  in  elderly  research  volunteers,  nurs- 
ing home  residents,  and  elderly  psychiatric  inpa- 
tients.19 The  figures  suggest  that  as  the  elderly 
become  increasingly  infirm  and  enter  nursing 
homes  or  hospitals,  the  amount  of  psychotropic 
drug  use  and  the  potential  interactions  between 
drugs  increase.  Certain  drug  interactions  may 
have  particularly  unfortunate  consequences  for 
the  elderly.  For  example,  two  or  more  drugs 
which  have  anticholinergic  properties,  when  added 
together,  may  produce  serious  side-effects  in  an  el- 
derly person  who  is  already  sensitive  to  such  ef- 
fects. Obviously  the  fewer  drugs  prescribed  to 
any  patient,  young  or  old,  the  less  the  possibility 
for  potential  deleterious  drug  interactions. 

Agents  which  affect  cognitive  functions 

Some  decrease  in  mental  functioning  in  old  age 
is  a universal  phenomenon.  It  is  thought  to  be 
due  to  a loss  in  the  number  of  neurons  and  a de- 
creased metabolism  within  the  ganglion  cells,  with 
possibly  a decrease  in  cerebral  blood  flow  and  a re- 
sultant decreased  cerebral  oxygen  consumption. 
The  correlation  between  cerebral  arteriosclerosis 
and  dementia  is  still  highly  controversial.  Milli- 
kan20 found  that  of  40  autopsied  patients  with  ar- 
teriosclerosis, 60  per  cent  showed  no  sign  of  in- 
volvement of  brain  function  or  structure.  Lher- 
mite  and  Gautier21  found  that  pressure  and  blood 
flow  in  the  brain  were  reduced  only  when  the  arte- 
rial lumen  was  narrowed  by  70  to  90  per  cent. 

A decrease  in  intellectual  functioning  in  the  el- 


TABLE  V.  Drug  frequencies  (5  most  frequent)  (per  cent) 

Geriatric  Psychiatric 

Geriatric  Volunteers  (87)  Nursing  Home  Residents  (337)  Inpatients  (130) 


Class  frequencies 


Multiple  vitamin 

32.2 

Psychotropic  agents 

38.6 

Psychotropic 

agents 

56.1 

Cardiovascular 

19.5 

Laxatives 

34.7 

Laxatives 

19.2 

Antacid 

16.1 

Sedative-hypnotic 

34.4 

Multiple  vitamin 

18.5 

Hormone 

14.9 

Cardiovascular 

33.5 

Diuretic 

16.9 

Analgesic 

11.5 

Multiple  vitamin 

26.7 

Sedative-hypnotic 

14.6 

Combination  frequencies 

Cardiovascular  + multiple 

Psychotropic  + 

Psychotropic  + 

vitamin 

6.9 

sedative-hypnotic 

15.4 

diuretic 

12.3 

Antidiarrhea  + multiple 

Sedative-hypnotic  + 

Psychotropic  + 

vitamin 

5.7 

cardiovascular 

14.2 

laxative 

10.8 

Analgesic  + hormone 

5.7 

Cardiovascular  + 

Psychotropic  + 

diuretic 

14.2 

cardiovascular 

8.5 

Diuretic  + multiple 

Cardiovascular  + 

Diuretic  + 

vitamin 

4.6 

laxative 

13.4 

phenothiazine 

8.5 

Parasympathetic  agent  + 

Sedative-hypnotic  + 

Psychotropic  + 

multiple  vitamin 

4.6 

laxative 

13.4 

antiparkinsonian 

7.7 
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derly  is  not  necessarily  accompanied  by  behavioral 
or  mood  disturbances.  While  several  pharmaco- 
logic agents  have  shown  modest  benefit  for  mood 
disorders,  memory  seems  to  be  only  slightly  af- 
fected by  any  of  the  drugs  currently  in  use  for  the 
treatment  of  symptoms  of  dementia.22  Currently, 
two  classes  of  drugs  are  available  for  the  treatment 
of  senile  dementia.  The  vasodilators  cause  an  in- 
crease in  cerebral  circulation,  and  the  ergot  alka- 
loid derivatives  seem  to  work  directly  in  ganglion- 
cell metabolism  by  means  of  inhibition  of  the  en- 
zyme, phosphodiesterase,  which  breaks  down  cy- 
clic adenosine  monophosphate. 

Papaverine  is  an  example  of  a nonspecific 
smooth-muscle  relaxant  which  increases  the  cere- 
bral blood  flow  and  decreases  cerebral  vascular  re- 
sistance. It  has  been  shown  to  improve  slightly 
such  disorders  as  aggression,  restlessness,  somatic 
complaints,  apathy,  and  withdrawal  in  senile  pa- 
tients.23-27 Side-effects  include  flushing,  tingling, 
headache,  dizziness,  and  hypotension.  Reports 
that  papaverine  may  cause  hepatotoxicity  are  cur- 
rently being  evaluated.  Cyclandelate  is  another 
smooth-muscle  relaxant  which  may  have  use  in 
improving  cognition  in  the  elderly. 

Dihydrogenated  ergot  alkaloid  (Hydergine)  has 
been  shown  to  have  a positive  effect  on  a variety  of 
symptoms  including  depression,  confusion,  hostili- 
ty, and  dizziness  in  elderly  patients  with  organic 
brain  syndrome.  It  may  be  clinically  superior  to 
papaverine,  with  a low  incidence  of  side-ef- 
fects.28-36. 

Numerous  other  drugs  have  been  tried  for  the 
treatment  of  senile  dementia.  Often,  there  is  ini- 
tial enthusiasm  for  the  drug  which  subsides  with 
increased  clinical  and  research  exposure  of  the 
drug.  A compound  that  is  currently  being  studied 
as  an  antidepressant  for  the  elderly  is  buffered 
procaine  hydrochloride  (Gerovital  H3).  This  drug 
has  presumed  monoamine  oxidase  inhibition  ac- 
tivity, and  some  antidepressant  effects  have  been 
reported.37-38 

Amphetamines  and  methylphenidate  (Ritalin) 
have  been  used  with  some  success  in  disorders 
which  included  fatigue  as  a symptom.39,40  Al- 
though physical  activity  had  been  slightly  en- 
hanced, there  was  little  evidence  to  suggest  that 
these  drugs  improved  cognitive  or  memory  perfor- 
mance. In  one  study  of  normal  elderly  volunteer 
research  subjects,  methylphenidate  was  found  to 
improve  memory  slightly  among  female  recipients 
but  not  in  males.41 

Jarvik42  has  recently  reviewed  studies  with 
pemoline,  a drug  which  was  supposed  to  improve 
learning  and  performance.  Although  some  studies 
suggested  a positive  effect  of  pemoline  on  learning, 
there  were  “a  preponderance  of  negative  and  poor 
studies.”  Nevertheless  Jarvik  concluded  that  as 
long  as  there  were  any  good  studies  which  might 
show  a possible  beneficial  effect  of  the  drug,  one 


was  justified  in  continuing  an  investigation  of  its 
effect  to  learn  more  about  the  measurement  of  in- 
tellectual functioning  as  well  as  about  the  efficacy 
of  the  drug. 

A number  of  recent  investigations  have  focused 
on  the  ability  of  certain  inhaled  gases  to  alter 
mood,  behavior,  and  cognitive  performance  in 
older  people.  Lehmann  and  Ban43  have  studied  a 
mixture  of  95  per  cent  oxygen  and  5 per  cent  car- 
bon dioxide.  About  75  per  cent  of  patients  experi- 
enced no  alteration  in  their  mood,  behavior,  or 
cognitive  functioning.  Twenty-five  per  cent,  how- 
ever, did  show  improvement.  Hyperbaric  oxygen, 
given  at  a pressure  of  2.5  atmospheres  has  been 
studied  by  a number  of  workers  and  some  claim, 
has  shown  great  promise.  Jacobs  et  al ,44  found 
improvement  in  cognition  and  memory  among 
subjects  who  received  hyperbaric  oxygen.  In  a re- 
cent study,  Fraiberg45  found  that  hypobaric  oxy- 
gen reduced  assaultive,  aggressive,  and  hostile  out- 
bursts in  elderly  patients  with  senile  deterioration. 

Depression  may  aggravate  memory  loss  and  cog- 
nitive impairment  in  the  elderly.  It  is  not  uncom- 
mon for  clinicians  to  observe  an  improvement  in 
memory  and  other  cognitive  functions  as  depres- 
sion lifts.  It  should  be  emphasized,  therefore,  that 
the  evaluation  of  cognitive  dysfunction  should  in- 
clude an  assessment  of  the  affective  status  of  the 
patient.  If  the  patient  is  depressed,  effective  anti- 
depressant treatment  may  also  bring  about  im- 
provement in  mental  functioning. 

In  summary,  a variety  of  drugs  and  procedures 
are  being  studied  in  an  effort  to  modify  cognitive 
and  memory  deterioration  in  the  elderly.  No 
treatment  can  be  considered  as  having  definitive 
efficacy.  At  best,  all  studies  either  have  major 
flaws  in  design  or  have  not  been  replicated.  Nev- 
ertheless, such  studies  slowly  teach  us  more  about 
changes  in  mental  function  with  advanced  age  and 
do,  therefore,  represent  promising  leads  for  fur- 
ther study  in  this  field  of  research. 

Conclusion 

Impaired  somatic  functioning  may  be  due  either 
to  illnesses  that  are  common  among  the  elderly, 
such  as  hypertension,  or  to  the  natural  physical 
changes  of  age.  The  consequences  of  such 
changes  may  be  to  alter  the  manner  in  which  drugs 
affect  the  elderly  person.  Decreased  absorption 
and  elimination  can  alter  the  onset  and  duration 
of  drug  effect.  The  metabolism  of  drugs  may  be 
affected  by  age,  as  is  the  sensitivity  of  the  nervous 
system  to  clinical  effects.  Neurologic  side-effects, 
which  may  be  disabling  as  well  as  disfiguring,  are 
also  more  frequent  in  advanced  age.  Paradoxical 
reactions  to  certain  drugs,  particularly  hypnotics, 
sedatives,  and  antidepressants,  are  more  frequent 
in  the  elderly.  Finally,  the  problem  of  multidr'ug 
prescription  and  the  potential  for  serious  drug  in- 
teraction is  of  growing  concern  as  people  live  long- 
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er  and  require  increasing  amounts  of  medication 
to  maintain  functioning. 

It  becomes  mandatory,  therefore,  for  the  giver  of 
care  to  prescribe  psychopharmaceuticals  to  the  el- 
derly only  after  careful  clinical  deliberation.  The 
first  step  is  the  establishment  of  a diagnosis.  Does 
the  patient  have  ^ dementia  due  to  structural 
change  of  the  central  nervous  system  for  example, 
or  is  it  a depression  which  produces  a pseudode- 
mentia that  may  be  successfully  treated  with  anti- 
depressants or  electroconvulsive  therapy? 

Next  comes  a careful  investigation  of  the  physi- 
cal condition  of  the  patient  and  a review  of  concur- 
rent medications.  The  fewer  drugs  given  to  a per- 
son of  advanced  age,  the  better.  Third,  can  the 
patients’  symptoms  be  treated  nonpharmacologi- 
cally?  Is  daytime  napping  the  cause  of  insomnia? 
Is  the  patient’s  anxiety  growing  out  of  real  concern 
for  the  future  which  should  be  discussed  in  a psy- 
chotherapeutic or  family  setting?  Are  there  possi- 
ble changes  in  the  patient’s  social  or  environmen- 
tal milieu  which  may  bring  about  symptomatic  re- 
lief? 

Once  the  need  for  psychotropic  drugs  has  been 
established,  careful  medical  practice  should  in- 
clude a close  monitoring  of  dose  and  developing 
signs  of  toxicity.  Continual  attention  to  blood 
pressure  and  other  indices  of  cardiovascular  func- 
tioning are  particularly  important.  Patients 
should  not  be  given  psychopharmaceutical  agents, 
particularly  neuroleptics,  for  indefinite  periods, 
and  there  should  be  a periodic  review  of  medica- 
tions. 

As  more  is  learned  about  the  process  of  aging, 
the  role  of  different  therapies  in  helping  to  treat 
the  disorders  of  advanced  age  will  become  clearer. 
With  proper  use,  these  drugs  can  play  an  impor- 
tant part  in  the  overall  treatment  program  for  el- 
derly people. 
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Clinical  Clues 

— Myopathies  due  to  potassium  depletion  are  the  com- 
monest form  of  periodic  paralysis  and  muscle  weak- 
ness seen  in  medical  practice. 

— A rapid  drop  in  serum  potassium  is  much  more  likely 
to  cause  symptoms  than  a gradual  decline. 

— Most  of  the  muscular  symptoms  which  occur  after  ex- 
ercise in  hot  climates  are  usually  attributed  to  salt  de- 
pletion. However,  total  body  potassium  depletion 
may  also  be  an  important  causative  factor. 

— A spurious  rise  in  potassium  can  occur  in  the  serum  of 
patients  with  leukemia  or  myeloproliferative  disor- 
ders or  in  serum  samples  taken  with  finger  or  heel 
stick. 

— The  sudden  onset  of  persistent  headaches  and  mental 
changes  should  make  one  suspect  cryptococcal  menin- 
gitis. Headache  represents  meningeal  reaction,  and 
mental  changes  represent  the  blocking  of  pathways  at 
the  base  of  the  brain.  This  disease  may  produce  ven- 
triculitis and  noncommunicating  hydrocephalus,  as 
well  as  communicating  hydrocephalus. 

— The  thyroid  uptake  of  radioactive  iodine  was  never  a 
very  effective  test  for  the  diagnosis  of  hypothyroid- 
ism. 

— Measurement  of  serum  thyroxine  by  the  Murphy-Pat- 
tee  technique  is  the  most  useful  and  practical  screen- 
ing test  for  both  hypothyroidism  and  hyperthyroid- 
ism. 

— It  has  now  been  shown  that  secondary  hypothyroid- 
ism may  be  due  to  thyrotropin-releasing  hormone 
(TRH)  deficiency  yielding  hypothalmic  hypothyroid- 
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ism  or  TSH  (thyroid-stimulating  hormone)  deficien- 
cy, resulting  in  pituitary  hypothyroidism.  A test  to 
differentiate  these  two  entities  has  been  developed. 
However,  the  treatment  of  hypothyroidism  is  the 
same  regardless  of  the  type. 

— Renal  papillary  necrosis  occurs  particularly  in  adults 
with  analgesic  nephropathy,  pyelonephritis,  diabetes, 
sickle-cell  anemia,  obstructive  uropathy,  Candida  in- 
fections, and  in  transplanted  kidneys. 

— The  headache  of  migraine  may  shift  from  one  side  to 
the  other,  a feature  which  helps  to  differentiate  mi- 
graine from  headaches  due  to  mass  lesions. 

— Tyramine-containing  foods,  such  as  chocolate,  certain 
cheeses,  citrus  fruits,  alcohol,  some  fried  foods,  on- 
ions, wine  (Chianti)  cauliflower,  tea,  coffee,  pork,  and 
some  seafood  may  precipitate  migraine  headaches. 

— In  Tangier  disease  there  is  a subnormal  cholesterol 
concentration  and  enlarged  tonsils  which  have  a yel- 
low-orange color,  reflecting  the  high  content  of  esteri- 
fied  cholesterol.  Other  festures  of  this  condition  are 
elevated  plasma  triglyceride  concentrations,  abnormal 
quantities  of  circulating  chylomicrons  in  the  fasting 
state,  and  involvement  of  the  cornea,  skin,  intestinal 
mucosa,  and  nerves. 

— As  many  as  6 per  cent  of  all  dialysis  patients  have 
renal  disease  induced  by  chronic  analgesic  abuse. 

NATHANIEL  SHAFER,  M.D. 
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Hospitals  are  struggling  to  maintain  services,  to  con- 
tain costs,  and  constantly  to  measure  the  quality  of  the 
patient  care  they  are  delivering.  As  pathologists  we  are 
the  physicians  to  whom  hospitals  assign  the  responsibil- 
ity for  efficient  production  and  delivery  of  reliable  clini- 
cal laboratory  services.  The  heart  and  soul  of  reliability 
are  the  quality  control  programs  which  are  indispens- 
able in  judging  the  validity  of  a measurement  before  it  is 
released  from  the  laboratory  to  a patient’s  chart.  We 
use  two  categories  of  quality  control  programs,  internal 
and  external. 

Internal  quality  control  programs  encompass  a broad 
range  of  activities  and  may  be  considered  a form  of  pro- 
cess control.  They  include  the  use  of  blood,  serum,  mi- 
croorganisms, and  tissues  with  known  performance 
characteristics  every  time  an  unknown  sample  from  a 
patient  is  to  be  tested.  The  patient’s  test  results  are 
only  released  when  the  result  of  the  test  of  the  known 
control  is  within  acceptable  limits.  This  is  necessary  to 
have  confidence  that  the  test  system  is  working  every 
day  every  time  that  a patient’s  specimen  is  processed. 
In  addition  a good  internal  quality  control  program 
monitors  every  step  from  specimen  procurement  to  lab- 
oratory environment  to  documentation  of  the  report  on 
the  patient’s  chart.  The  Health  Department  has  codi- 
fied minimum  standards  for  internal  quality  control  and 
requires  them  of  all  clinical  laboratories.  Many  hospital 
laboratories  use  identical  control  materials  and  data 
processing  supplied  by  the  New  York  State  Society  of 
Pathologists  so  that  we  may  compare  our  day  to  day 
precision  with  each  other.  We  thus  have  a constant 
basis  for  management  decisions  on  whether  and  where 
we  need  to  improve  ourselves. 

External  quality  control  programs  are  commonly 
called  proficiency  tests.  In  proficiency  testing  unknown 
specimens  are  received  by  a laboratory  from  an  outside 
source  on  a periodic  basis,  usually  four  times  per  year. 
Such  specimens  sample  a laboratory’s  performance  in  a 
single  slice  of  time.  All  upstate  laboratories  are  re- 
quired to  participate  in  the  Department  of  Health’s  pro- 
ficiency testing  program  which  reaches  240  hospital  lab- 
oratories, 263  independent  laboratories,  and  24  out  of 
state  laboratories.  Other  proficiency  testing  programs 
are  national;  examples  of  these  are  the  Sunderman  Pro- 
ficiency Test  Service,  the  American  Association  of 
Bioanalysts,  and  the  world’s  largest  program,  that  of  the 
College  of  American  Pathologists.  Some  7,000  laborato- 
ries participate  in  the  CAP  Survey  Program  and  thus 
create  an  enormous  and  most  useful  data  base  for  mea- 
suring one’s  performance. 

The  Joint  Commission  on  Accreditation  of  Hospitals 
requires  that  an  accredited  Pathology  Service  . . shall 
participate  regularly  in  one  or  more  proficiency  surveys 
. . . A great  number  of  the  hospitals  in  New  York 
subscribe  to  several  proficiency  surveys  to  satisfy  the 
legal  requirements  and  then  to  attain  the  educational 
experience  and  the  confidence  which  result  from  being 
challenged  in  many  slices  of  time. 

The  State  of  New  York  in  Hospital  Memorandum 
75-141  is  telling  our  hospitals  that  its  Health  Depart- 
ment knows  how  much  quality  is  required  in  a laborato- 
ry, but  puts  a ceiling  upon  how  high  a quality  we  may 
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appropriate  to  the  use  of  codeine 

Usage  in  Ambulatory  Patients— Propoxyphene  may  impair  the  mental  and/or 
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Indication:  For  the  relief  of  mild  to  moderate  pain 

Contraindication:  Hypersensitivity  to  propoxyphene,  aspirin,  phenacetin.  or  caf- 
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Warnings:  Drug  Dependence—  Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
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of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
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Usage  in  Ambulatory  Patients—  Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery  The  patient  should  be  cautioned  accord- 
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Salicylates  should  be  used  with  extreme  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

Precautions:  Confusion,  anxiety  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrme 

The  central-nervous-system  depressant  effect  of  propoxyphene  may  be  additive 
with  that  of  other  C N S depressants 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  large 
amounts  for  a long  time 

Salicylates  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  uricosuric 
effect  of  uricosuric  agents 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation 
nausea,  and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down. 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances 

The  ch.onic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  has 
caused  toxic  psychoses  and  convulsions  [011375] 
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Variations  in  the  course  of  the  popliteal  artery 
were  reported  as  early  as  1879. 1 Apparently,  these 
variations  are  produced  by  an  anomalous  origin  of 
the  muscles  in  the  popliteal  space  resulting  in  the 
entrapment  of  the  popliteal  artery  during  exercise. 
However,  it  was  not  until  1959  that  Hamming2  de- 
scribed this  condition  in  the  surgical  literature, 
and  suggested  a clinical  syndrome  of  intermittent 
claudication  in  young  adults  caused  by  this  anom- 
alous course  of  the  popliteal  artery  through  the 
popliteal  space.  This  sequence  of  events  has  been 
termed  the  popliteal  artery  entrapment  syndrome. 

Since  Hamming’s2  article  in  1959  and  before, 
numerous  reports  of  this  entrapment  syndrome 
have  appeared.1-16  It  is  now  appreciated  that  this 
syndrome  is  not  rare  in  occurrence  and  can  be 
diagnosed  accurately  if  the  physician  is  aware  of 
the  clinical  entity. 

It  is  our  purpose  to  detail  the  syndrome  and  to 
add  our  case  report,  which  is  unusual  because  it 
presented  an  undiagnosed  mass  in  the  popliteal 
space  with  obstruction  of  the  artery  and  septice- 
mia. 

Case  report 

An  eighteen-year-old  male  went  to  bed  early  on 
the  evening  of  May  2,  1970,  because  of  chills  and 
fever  attributed  to  an  upper  respiratory  infection. 
He  awoke  the  next  morning  complaining  of  severe 
pain  behind  the  right  knee,  and  he  was  unable  to 
straighten  this  leg.  He  also  noted  several  tender 
red  spots  on  the  skin  of  the  sole  of  his  right  foot. 

He  was  admitted  to  a hospital  elsewhere.  The 
pedal  pulses  were  absent  in  the  involved  extremi- 


ty. Angiograms  were  performed  which  revealed 
complete  obstruction  of  the  right  popliteal  artery. 
He  was  treated  with  penicillin  and  discharged 
from  the  hospital  for  further  consultation. 

On  May  18,  1970,  the  patient  was  admitted  to 
the  Lenox  Hill  Hospital,  New  York  City. 

Chief  complaint.  The  chief  complaint  was  the 
inability  to  bear  weight  on  the  right  leg,  because 
straightening  of  the  limb  caused  severe  and  in- 
creasing pain  behind  the  knee. 

Past  history.  The  past  history  revealed  that 
the  patient  had  always  been  in  good  general 
health.  There  was  no  known  family  history  or 
past  history  of  rheumatic  fever  or  heart  disease 
and  no  history  suggestive  of  collagen  disease.  No 
history  of  claudication  could  be  elicited,  although 
he  stated  that  the  right  leg  sometimes  became 
tired  on  walking.  There  was  no  smoking  history. 
The  patient  was  not  taking  any  medication. 

Physical  examination.  Physical  examination 
revealed  a well-developed,  well-nourished,  eigh- 
teen-year-old white  male.  He  sat  with  his  right 
leg  in  flexion  and  external  rotation,  which  was  the 
only  position  in  which  his  leg  was  comfortable. 
The  patient's  temperature  was  98.6°F.,  pulse  88, 
and  blood  pressure  108/80.  His  general  physical 
examination  findings  were  within  normal  limits. 
The  right  leg  felt  cool  below  the  knee,  as  compared 
with  the  left.  There  was  tenderness  over  the  me- 
dial aspect  of  the  right  popliteal  fossa  just  above 
the  knee,  with  some  localized  swelling.  Pulses 
were  absent  below  the  femorals  on  the  right  side. 
Dorsiflexion  of  the  right  foot  and  leg  straightening 
caused  severe  pain  behind  the  knee.  The  right 
foot  demonstrated  no  petechiae  at  this  time.  The 
pulses  of  the  left  leg  were  present  and  normal. 

Laboratory  examination.  Laboratory  exami- 
nation revealed  a hemoglobin  of  13.2  Gm.,  hemato- 
crit of  43,  and  white  blood  count  of  8,600  with  a 
normal  differential.  The  urine  examination  result 
was  within  normal  limits.  The  chest  x-ray  film 
and  electrocardiogram  findings  were  normal.  En- 
zyme studies  gave  normal  results.  Multiple  blood 
cultures  over  a period  of  several  days  were  all  re- 
ported as  negative,  including  cultures  for  L-forms, 
Salmonella,  and  Hemophilus  influenzae. 

Repeat  angiography  revealed  that  the  abdomi- 
nal aorta  and  the  iliac  and  femoral  arteries  were 
completely  normal.  The  left  femoral-popliteal  ar- 
terial system  was  normal  in  its  course  and  configu- 
ration. The  right  popliteal  artery  was  found  to  be 
deviated  medially,  just  above  the  knee;  it  was  ob- 
structed at  this  level  and  ended  in  a mass  measur- 
ing 4 by  4 cm.  in  diameter  (Fig.  1).  A faint  dye 
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FIGURE  1.  Preoperative  angiograms.  (A)  Anteroposterior  demonstrating  obstruction  of  popliteal  artery  at  level  of  gas- 
trocnemius tendon  with  medial  deviation  of  artery,  pathognomonic  of  muscular  entrapment.  (B)  Lateral  projection  demon- 
strating dye  in  aneurysm. 


shadow  was  noted  within  this  mass.  Our  clinical 
impression  was  that  of  a thrombosed  aneurysm  of 
the  popliteal  artery. 

Hospital  course.  At  the  time  of  surgery  on 
t May  25,  1970,  the  popliteal  artery  was  found  to 
* run  medial  to  the  medial  head  of  the  gastrocnem- 
I ius  muscle  and  to  enter  the  muscle  just  above  the 
knee.  At  this  point,  there  was  a mass  containing 
( thrombotic  material  which  caused  the  almost  com- 
- plete  destruction  of  the  artery  (Fig.  2).  The  scia- 
tic nerve  and  popliteal  vein  did  not  accompany  the 
. artery  and  were  found  in  their  normal  anatomic 
positions. 

To  accomplish  the  reconstructive  technique,  the 
medial  head  of  the  gastrocnemius  muscle  was  di- 
vided, and  the  popliteal  artery  was  returned  to  the 
.;  normal  anatomic  position.  The  thrombus  in  the 
aneurysm  was  cultured.  The  artery  in  this  area 
was  resected  and  reconstructed  with  a saphenous 
. vein-graft  roof  patch,  using  5-0  polyester  sutures. 

The  postoperative  course  was  satisfactory.  The 
culture  of  the  thrombus  showed  staphylococcus 
. aureus,  coagulase  positive,  and  was  sensitive  to  all 


antibiotics  tested.  Since  the  day  of  surgery,  the 
patient  was  placed  on  ampicillin  empirically.  Fol- 
lowing the  report  of  the  positive  culture,  this  anti- 
biotic was  discontinued,  and  the  patient  was 
placed  on  20  million  units  of  penicillin  daily,  ad- 
ministered intravenously  for  two  weeks. 

Postoperative  angiography  revealed  a satisfacto- 
ry reconstruction  of  arterial  flow  (Fig.  3). 

The  patient  was  discharged  from  the  hospital  on 
June  19,  1970.  Two  years  later,  June  of  1972,  the 
patient  was  alive,  well,  and  asymptomatic.  There 
were  good  pedal  pulses  present  in  the  operated 
right  leg. 

Comment 

The  entrapment  of  the  popliteal  artery  by  the 
apparent  anomalous  origin  of  the  medial  muscles 
of  the  popliteal  space  has  been  observed  by  nu- 
merous authors  (Table  I).  This  entrapment 
seems  to  result  from  an  arrest  in  the  upward  mi- 
gration of  the  medial  head  of  the  gastrocnemius 
muscle.5,11  The  popliteus  muscle  may  cause  a 
similar  entrapment  of  the  artery  by  virtue  of  the 
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FIGURE  2.  Popliteal  artery.  (A)  Low-power  cross  section  at  level  of  aneurysm  demonstrating  almost  complete  destruc- 
tion of  vessel.  (B)  High-power  projection  of  inset  area  demonstrating  destruction  by  bacteria. 


persistence  of  an  embryonic  arterial  channel  in 
this  muscle.12  Apparently,  the  entrapped  poplite- 
al artery  comes  under  unusual  stress  at  each  mus- 
cular contraction  resulting  in  either  partial  or 
complete  functional  occlusion  of  the  vessel  during 
this  contraction.  Over  a period  of  time,  this  func- 
tional obstruction  produces  a premature  ather- 
omatous change  in  the  vessel  wall.  Eventually, 
this  atherosclerosis  causes  organic  stenosis  of  the 
vessel.  These  changes  lead  to  either  thrombosis, 
or  aneurysm,  or  both.  All  of  the  authors  who  have 
reported  this  syndrome  have  commented  on  the 
presence  of  far-advanced  atherosclerotic  changes 
within  the  popliteal  vessel.  In  our  reported  case, 
this  process  manifested  itself  as  an  aneurysm 
which  became  infected,  then  embolized  into  the 
foot,  and  thrombosis  occurred. 

Of  the  reported  cases  in  the  literature,  the  aver- 
age age  was  twenty-five  years;  the  oldest  patient 
was  a fifty-seven-year-old  male,  and  the  youngest 
was  a twelve-year-old  male.  All  recorded  patients 
have  been  males  with  the  exception  of  one. 

One  of  the  clinical  features  of  this  syndrome  is 
usually  that  of  a history  of  intermittent  claudica- 
tion occurring  either  during  walking  or  during  ac- 
tive exercise.  As  the  condition  advances,  the 
symptoms  may,  increase  with  less  activity.  One  of 
two  things  happens;  either  sufficient  collateral  cir- 


culation develops  to  decrease  or  completely  allevi- 
ate the  symptoms  of  claudication,  or  acute  throm- 
bosis precipitates  an  exacerbation  of  the  symp- 
toms. We  believe  that  some  of  these  cases  are 
missed  because  the  patient  is  asymptomatic  be- 
cause sufficient  collateral  circulation  develops  and, 
therefore,  the  condition  is  undiagnosed. 

The  diagnosis  is  established  by  first  having  an 
awareness  of  the  occurrence  of  the  syndrome  in 
the  young  patient  and,  second,  in  the  young  pa- 
tient with  intermittent  claudication.  An  estab- 
lishment of  the  pedal  pulse  during  rest  and  the 
disappearance  of  the  pedal  pulse  during  dorsiflex-  | 
ion  of  the  foot  suggests  the  anomaly.15 

Angiography  is  essential  in  the  diagnosis  of  this 
syndrome  and  should  be  done  bilaterally.  The 
medial  deviation  of  the  popliteal  artery  on  angio- 
gram is  pathognomonic.  Dorsiflexion  of  the  foot 
during  the  injection  may  demonstrate  the  entrap- 
ment of  the  vessel  on  cineangiography. 

Conclusion 

Surgical  intervention  is  the  competent  form  of 
treatment  with  restitution  of  the  arterial  circula- 
tion. If  grafts  are  necessary,  vein  grafts  are  pref- 
erable to  cloth  grafts.  Thromboendarterectomy 
with  a saphenous  vein  roof  patch  may  be  used  de 
pending  on  the  local  operative  situation.  The  res 
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FIGURE  3.  Postoperative  angiogram  demonstrating  re- 
construction of  popliteal  artery  and  its  normal  course 
through  popliteal  space. 


toration  of  the  pedal  pulses  and  the  return  of  the 
popliteal  artery  to  its  normal  position  in  the  popli- 
teal space  completes  the  operation.  Reconstruc- 
tion of  the  origin  of  the  muscle  causing  the  entrap- 
ment is  not  necessary. 
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Calcification  of  soft  tissue  may  occur  in  various 
sites  and  organs  due  to  a variety  of  causes.  In  cer- 


tain cases,  it  appears  to  be  simply  physiologic,  for 
example,  in  the  pineal  gland,  cartilage  of  the  lar- 
ynx and  tracheal  ring,  the  prostate,  and  the  pelvic 
veins.  On  the  other  hand,  in  pathologic  condi- 
tions, it  may  occur  in  chronic  inflammatory  pro- 
cesses, such  as  in  tuberculosis  and  fungus  disease, 
and  in  cases  of  metabolic  derangements,  such  as  in 
hyperparathyroidism  and  primary  or  secondary 
renal  failure.  Calcification  of  certain  tumors, 
uterine  fibromyomas,  cortical  adenomas  of  the 
kidney,  carcinomas  of  the  thyroid  or  ovaries,  and 
so  forth,  is  not  uncommon.1  Calcification  may 
also  occasionally  develop  in  spontaneous  or  post- 
traumatic  hematoma. 

At  the  Veterans  Administration  Hospital,  Dan- 
ville, Illinois,  we  have  encountered  2 cases  of  het- 
erotopic calcification  within  the  rectus  abdominis 
muscle  subsequent  to  a previous  laparotomy.  One 
of  them  was  misdiagnosed  as  a neoplasm  metastas- 
izing to  liver  preoperatively. 

Case  report 

Case  1.  A forty-two-year-old  male  veteran  was 


FIGURE  1.  (a)  Specimen  removed  from  epigastrium  with  some  muscle  fibers  attached.  (B)  X-ray  film  of  excised  speci- 

men (A)  showing  irregular  calcification. 
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FIGURE  2.  X-ray  film  of  lateral  view  of  abdomen.  Dis- 
tance between  two  arrows  indicates  length  of  calcifica- 
tion, 14  cm. 


admitted  to  the  hospital  with  worsening  com- 
plaints of  weight  loss,  tarry  stool,  and  vomiting 
over  a ten-month  period.  Five  years  prior  to  ad- 
mission, he  had  had  a cholecystectomy  for  chole- 
cystitis. A physical  examination  revealed  an 
acutely  ill,  deeply  icteric  male  wrhose  abdomen  was 
distended;  a healed  paramedian  scar  on  the  right 
side  was  noted.  A mass  palpable  at  the  epigas- 
trium was  thought  to  be  an  enlarged  liver  due  to 
metastasis. 

An  exploratory  laparotomy  was  performed  and 
the  mass,  thought  to  be  an  enlarged  liver  due  to 
metastatic  neoplasm,  was  found  to  be  a thin  sheet 
of  calcification  measuring  7 by  11  cm.  in  size,  irreg- 
ular in  shape,  approximately  0.3  to  0.5  cm.  in 


thickness,  and  located  between  the  rectus  abdomi- 
nis muscle  and  the  posterior  rectus  sheath  (Fig. 
1A).  The  liver  was  not  enlarged,  and  there  was  in- 
duration of  the  head  of  the  pancreas.  The  pa- 
tient’s condition  deteriorated  rapidly,  and  the  op- 
eration had  to  be  terminated  before  the  biliary  by- 
pass procedure  was  accomplished.  Roentgeno- 
graphic  studies  of  the  excised  specimen  clearly 
showed  calcification  (Fig.  IB).  The  patient  ex- 
pired fourteen  days  after  the  operation.  The  au- 
topsy examination  revealed  a small  carcinoma  of 
the  head  of  the  pancreas  obstructing  the  common 
bile  duct,  and  bronchopneumonia. 

Case  2.  A fifty-nine-year-old  schizophrenic 
male  had  been  a patient  at  the  hospital  over  a pe- 
riod of  twenty-seven  years.  In  1956,  he  had  had  a 
gastrojejunostomy  for  relief  of  a gastric-outlet  ob- 
struction secondary  to  duodenal  ulcer  and,  in  1967, 
a vagotomy  for  a stomal  ulcer.  In  1972  a large, 
bony,  hard  mass  of  the  abdominal  wall  was  noted 
extending  from  xiphoid  process  to  2 cm.  cephalad 
to  the  umbilicus,  measuring  14  by  5 cm.  in  maxi- 
mal length  and  width,  respectively;  it  appeared  lo- 
cated within  the  rectus  sheath.  The  clinical  diag- 
nosis of  the  mass  was  heterotopic  calcification  of 
the  abdominal  wall,  and  it  was  confirmed  by  x-ray 
film  studies  (Fig.  2).  Because  it  was  asymptomat- 
ic, no  recommendation  was  made  to  excise  the  cal- 
cified mass. 

Comment 

Limited  reports  on  the  heterotopic  calcification 
following  laparotomy  were  found  in  the  literature. 
Reboul  et  al.  in  19652  reviewed  104  cases  from  the 
literature  and  added  15  cases  of  their  own  of  ossifi- 
cation of  the  scar  following  gastric  surgery.  They 
found  that  it  occurs  almost  exclusively  in  males, 
over  fifty  years  of  age,  in  a mid-line  supraumbilical 
incision;  they  considered  this  condition  as  clinical- 
ly latent,  and  it  is  mostly  a fortuitous  finding.  If 
it  is  systematically  looked  for,  they  predicted,  it 
may  be  found  much  more  often.  Herzan  in  19673 
reported  8 cases  of  rectus  sheath  hematoma  con- 
firmed by  lateral  or  oblique  x-ray  film  examina- 
tions; in  5 of  these  8 cases,  there  were  calcifications 
of  the  abdominal  wall.  Four  of  these  5 had  previ- 
ous incisions,  and  the  ossification  was  within  the 
scars.  In  1 remaining  case,  the  patient  who  did 
not  have  previous  abdominal  surgery  was  hyper- 
tensive, and  the  presence  of  chronic  hematoma 
with  calcification  of  rectus  sheath  was  confirmed 
by  surgery.  Herzan3  considered  the  size  of  calcifi- 
cation of  a postoperative  scar  to  be  finger-like, 
with  a diameter  of  about  2 by  2 cm.  or  more,  with  a 
location  in  the  anterior  abdominal  wall,  more  su- 
perficial to  and  separated  from  the  rectus. 

Ossification  of  hematoma  is  one  of  the  possible 
causes  of  heterotopic  calcification,  but  the  diagno- 
sis of  hematoma  may  be  difficult  to  make.  Ac- 
cording to  Teske’s4  review,  only  17  per  cent  of  he- 
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matomas  had  been  correctly  diagnosed  preopera- 
tively.  Therefore,  in  the  majority  of  individuals 
with  abdominal-wall  hematoma,  the  condition 
may  have  been  undetected.  Although  more  than 
500  cases  of  hematoma  of  rectus  abdominis  muscle 
have  been  reported,  the  incidence  of  calcification 
in  these  cases  is  not  well  documented.5  It  is  inter- 
esting to  note  that  13  of  the  16  patients  with 
rectus-sheath  hematoma  reported  by  Stiles, 
Rashowski,  and  Henry6  had  had  previous  abdomi- 
nal operations.  It  appears  that  individuals  who 
had  had  previous  laparotomies  might  have  weak- 
ened abdominal  muscles  in  one  area,  and  these 
might  rupture  because  of  acute  change  in  length 
after  a sudden  exertion.  It  is  possible  that  a he- 
matoma may  develop  a long  time  after  the  opera- 
tion and  then  calcify. 

Several  hypotheses  have  been  proposed  to  inter- 
pret the  mechanisms  of  calcification.  Robinson 
postulated  that  hydrolysis  of  phosphate  esters  by 
alkaline  phosphatase  resulted  in  high  local  inor- 
ganic precipitation.  Other  investigators  studied 
nonenzymatic  factors,  such  as  solubility  and  pre- 
cipitation of  calcium  phosphate,  and  considered 
the  role  of  alkaline  phosphatase  to  be  less  impor- 
tant.8’9 Reboul  et  al.2  considered  that  the  influ- 
ence of  enzymatic  reaction  and  local  factors  are  in- 
volved in  the  process  of  heterotopic  calcification. 
Leonard,  Wade,  and  Hegyeli10  calculated  the 
“noncalcification  indices,”  and  they  were  able  to 
predict  the  propensity  for  calcification  in  a given 
soft  tissue.  They  found  skeletal  muscle  would  be 
most  resistant,  followed  by  the  liver,  myocardium, 
spinal  cord,  brain,  epidermis,  kidney,  and  lung. 
Their  hypothesis  to  explain  the  low  incidence  of 
heterotopic  calcification  of  rectus  abdominis  mus- 
cle is  most  attractive,  but  it  still  does  not  fully  an- 
swer why  it  develops  in  some  but  not  in  the  major- 
ity of  cases  following  laparotomy. 

In  the  differential  diagnosis  of  epigastric  mass, 
many  conditions  need  to  be  considered.  Malig- 
nant tumors,  hepatomegaly,  enlarged  gallbladder, 
and  pseudocysts  of  the  pancreas  are  usually  listed, 
but  mesenteric  cysts,  desmoid  tumors,  hematoma 
of  rectus  abdominis  muscles,  and  even  pheochro- 
mocytoma  have  been  reported."  In  differentiat- 
ing between  the  abdominal-wall  mass  and  the  in- 
traperitoneal  mass,  the  importance  of  Fother- 
gill’s12  sign  should  be  emphasized.  If  the  rectus 
abdominis  muscle  is  contracted,  such  as  by  eleva- 
tion of  the  head  and/or  feet,  the  mass  becomes 
fixed  and  the  side-to-side  mobility  disappears; 
then  the  mass  is  usually  considered  to  be  located 
within  the  rectus  sheath.  On  the  other  hand,  if 
this  sign  is  negative,  the  mass  usually  is  located  in- 
traperitoneally.  Certainly,  x-ray  films  taken  in 
the  lateral  or  oblique  views  will  be  very  helpful.9 


In  contrast  to  the  ossification  of  scars  described 
by  Reboul  et  al.2  and  Herzan,3  the  calcifications 
noted  in  our  2 cases  appeared  much  larger  in  size. 
In  our  first  case,  the  calcified  mass  mimicked  an 
intraperitoneal  mass  and  was  misdiagnosed  as  an 
enlarged  liver  due  to  metastasis.  The  misdiag- 
nosis might  be  due  to  the  mass  being  located  deep- 
ly beneath  the  rectus  abdominis  muscle;  this  made 
it  difficult  to  palpate,  and  the  presence  of  abdomi- 
nal distention  and  jaundice  might  mislead  the  ex- 
aminer. In  the  second  case,  the  calcification  was 
easily  diagnosed  by  palpation  and  confirmed  by 
lateral-view  x-ray  examination. 

Summary 

Two  cases  of  heterotopic  calcification  within  the 
rectus  sheath  were  described  in  patients  who  had 
had  previous  laparotomies.  One  of  the  calcifica- 
tions mimicked  an  intra-abdominal  mass  and  was 
misdiagnosed  as  an  enlarged  liver  due  to  metasta- 
sis preoperatively.  Heterotopic  calcification  of 
the  abdominal  wall,  especially  in  the  patient  who 
has  had  a previous  laparotomy,  should  be  consid- 
ered in  the  differential  diagnosis  of  abdominal 
mass. 
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Fractures  of  the  pelvis  and  their  complications 
have  been  known  to  the  physician  for  many  years. 
In  recent  decades  there  has  been  renewed  interest 
in  fractures  of  the  pelvis  because  of  the  ever-in- 
creasing  number  of  automobile  accidents  and  the 
production  of  a wide  variety  of  pelvic  fractures 
and  their  complications.  Of  these  complications 
the  most  dangerous  and  life-threatening  is  arterial 
bleeding.  Little  emphasis  has  been  put  on  the 
subject,  and  considerable  confusion  exists  regard- 
ing the  recognition  and  proper  management  of 
these  patients.  The  purpose  of  this  study  is  to  re- 
port a case  of  arterial  bleeding  complicating  a pel- 
vic fracture.  In  addition,  a review  of  the  literature 
and  discussion  of  proper  diagnosis  and  manage- 
ment of  these  patients  will  be  presented. 

Case  report 

A twenty-eight-year-old  female  had  been  struck 
by  an  automobile  and  was  brought  to  the  emergen- 
cy room  of  Nassau  County  Medical  Center  in  a 
state  of  shock  approximately  thirty  minutes  after 
the  sustained  trauma.  On  examination  blood 
pressure  was  50  mm.  of  mercury  systolic  by  palpa- 
tion, and  a pulse  of  120  per  minute  was  noted. 
Hemoglobin  was  11.5  Cm.  with  a hematocrit  of 
35.5 . 

She  immediately  received  2 units  of  plasma  and 
4 units  of  whole  blood  to  sustain  her  blood  pres- 
sure which  rose  to  102  over  60.  The  pulse  de- 
creased to  100  per  minute,  and  at  this  point  she 


FIGURE  1.  Radiograph  of  pelvis  showing  fractures. 
Arrow  pointing  to  fractures  of  ilium  near  sacroiliac  joint. 


was  taken  to  the  intensive  care  unit.  X-ray  film 
studies  demonstrated  fractures  of  the  superior 
ramus  of  the  right  pubic  bone  and  inferior  and  su- 
perior rami  of  the  left  pubic  bone.  The  ilium  was 
fractured  in  the  region  of  the  left  sacroiliac  joint, 
and  there  was  mild  diastasis  of  the  left  sacroiliac 
joint  (Fig.  1).  In  addition,  the  patient  was  found 
to  have  a fracture  of  the  left  clavicle  and  scapula. 

Within  the  next  few  hours  the  patient  required 
5 more  units  of  blood  to  maintain  her  blood  pres- 
sure and  clinical  stability.  Sixteen  hours  after  ad- 
mission, examination  showed  distention  of  the 
abdomen.  A cystogram  had  been  performed  at 
the  time  of  admission  and  showed  the  bladder  to 
be  displaced  to  the  right,  presumably  by  a mass  in 
the  pelvis.  An  abdominal  tap  was  performed  and 
yielded  nonclotting  blood. 

At  this  point,  abdominal  angiography  was  per- 
formed and  an  obvious  site  of  bleeding  from  a la- 
cerated lateral  sacral  artery  on  the  left  was  noted 
(Fig.  2).  In  addition,  laceration  of  the  spleen  was 
suspected. 

The  patient  then  underwent  laparotomy  and 
splenectomy.  Ligation  of  the  hypogastric  artery 
was  performed.  Following  surgery,  the  patient’s 
condition  became  relatively  stable  and  at  this 
point  she  had  received  16  units  of  blood  overall. 
Postoperatively  she  required  4 more  units  of 
blood. 

Shortly  thereafter  her  condition  slowly  deterio- 
rated with  onset  of  pneumonia  and  lower  nephron 
nephrosis.  The  patient  was  dialyzed  but  failed  to 
respond  and  expired  on  the  ninth  day  following 
admission. 
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Abdominal  aorta 


FIGURE  2.  Angiography.  (A)  Arrow  pointing  to  source  of 
bleeding.  (B)  Oblique  view.  Arrow  pointing  to  source  of 
bleeding. 


Anatomy 

Detailed  discussion  of  the  anatomy  of  the  pelvis 
is  beyond  the  scope  of  this  report.  However,  a few 
important  points  should  be  emphasized.  The  ex- 
ternal iliac  vessels  are  well  protected  by  the  mus- 
cles in  the  pelvis.  This  is  not  so  with  the  internal 
iliac,  hypogastric;  this  vessel  divides  into  anterior 
and  posterior  divisions  (Fig.  3).  The  posterior  di- 
vision gives  off  the  superior  gluteal  which  is  its 
largest  branch  and  traverses  into  the  sciatic  notch 
between  the  lumbosacral  trunk  and  first  sacral 
nerve,  above  the  pyriformis  muscle.  At  this  point, 
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FIGURE  3.  Diagram  of  the  anatomy  of  internal  iliac  artery 
and  its  branches. 


it  makes  a sharp  turn  in  close  contact  with  the 
bony  wall  of  the  sciatic  notch  to  emerge  from  the 
pelvis.  According  to  Miller,1  the  superior  gluteal 
artery  is  subjected  to  shear  forces  during  direct 
trauma,  and  may  be  easily  lacerated  by  the  jagged 
bony  fragments  because  of  its  acute  angulation  at 
this  point  and  its  close  proximity  to  the  bone. 

The  anterior  division  gives  off  the  internal  pu- 
dendal and  middle  hemorrhoidal  arteries.  Spen- 
cer and  Robinson2  have  found  massive  hemor- 
rhage and  laceration  of  the  internal  pudendal  ar- 
tery. The  superior  gluteal  artery  was  the  source  of 
bleeding  in  3 out  of  5 trauma  cases  reported  by 
Miller.1  In  our  case,  the  lateral  sacral  artery  was 
the  source  of  bleeding. 

Another  feature  of  the  hypogastric  artery  which 
is  important  clinically  is  the  rich  collateral  circula- 
tion which  this  artery  has  with  the  aorta  and  the 
femoral  vessels.  Because  of  the  collateralization, 
unilateral  and  even  bilateral  ligation  of  the  hypo- 
gastric artery  may  be  safely  carried  out. 

Comments 

Only  recently  has  pelvic  hemorrhage  been  recog- 
nized as  a cause  of  death  in  fatal  automobile  acci- 
dents. Perry  and  McClellan,3  in  analyzing  a series 
of  127  fatal  traffic  accidents,  including  both  auto- 
mobile occupants  and  struck  pedestrians,  found 
that  hemorrhage  due  to  pelvic  fractures  ranked  as 
a frequent  cause  of  death.  When  death  resulted 
from  a pedestrian  being  struck  by  a car,  a greater 
incidence  of  pelvic  fractures  was  encountered, 
when  compared  with  auto  occupants.  Braunstein 
et  al.,4  in  a study  of  200  cases  of  fatally  injured  pe- 
destrians, noted  a 45  per  cent  incidence  of  pelvic 
fractures,  which  is  a surprisingly  high  percentage 
when  compared  with  an  incidence  of  4 per  cent 
pelvic  fractures  in  500  patients  who  did  not  die. 
McCarroll  et  al ,5  concluded  from  their  studies  that 
large  quantities  of  blood  could  be  lost  from  a vas- 
cular injury  following  fracture  of  the  pelvis  and 
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not  be  detected  clinically.  In  28  of  their  cases  it 
was  felt  that  pelvic  hemorrhage  had  been  the  cause 
of  death.  All  these  authors  stress  the  fact  that  ob- 
servations for  possible  bleeding  should  be  carried 
out  for  several  days  to  be  certain  that  any  bleeding 
will  be  properly  managed. 

Once  it  was  established  that  severe  hemorrhage 
could  complicate  pelvic  fractures  and  was  a poten- 
tially fatal  condition,  a general  plea  for  explora- 
tion, identification,  and  ligation  of  the  bleeding 
vessel  was  made.  Although  this  theoretically 
sounds  like  a simple  solution  for  the  management 
of  these  cases,  in  practice  it  presents  many  prob- 
lems. By  far  the  most  common  problem  encoun- 
tered is  proper  identification  of  the  bleeding  ves- 
sel. Miller1  reported  5 cases  of  massive  hemor- 
rhage following  pelvic  fracture  in  which  laparot- 
omy was  performed  to  control  bleeding.  All  of  his 
patients  succumbed  following  surgery.  In  analyz- 
ing these  cases  there  were  3 with  laceration  of  the 
superior  gluteal  artery,  only  1 of  which  was  recog- 
nized during  surgery.  He  concluded  that  the  su- 
perior gluteal  artery  is  the  commonest  site  of  hem- 
orrhage in  pelvic  fracture.  He  pointed  out  the  dif- 
ficulty of  identifying  the  proper  site  of  bleeding 
and  recommended  ligation  of  the  hypogastric  ar- 
tery where  the  site  of  bleeding  could  not  be  identi- 
fied. 

Seavers  et  al.6  reported  4 cases  of  hypogastric- 
artery  injury  following  pelvic  trauma.  Two  of 
their  patients  had  bilateral  hypogastric  artery  liga- 
tion. Two  of  their  patients  died  including  1 with 
bilateral  ligation  of  the  hypogastric  artery.  They 
therefore  concluded  that  ligation  of  the  hypogas- 
tric artery,  whether  unilateral  or  bilateral,  is  safe 
and  may  be  life  saving  A review  of  the  literature, 
with  particular  emphasis  on  gynecologic  surgery, 
points  out  the  safety  of  ligation  of  the  hypogastric 
artery  to  control  bleeding.7-9  This  is  presumably 
due  to  the  rich  collateral  circulation  of  the  hypo- 
gastric artery.  However,  Ravitch10  pointed  out 
that  ligation  of  the  hypogastric  artery  alone  will 
not  stop  bleeding  because  of  feedback  from  the 
collateral  circulation.  He  stated  that  both  ends  of 
the  bleeding  vessel  should  be  ligated.  Peltier11 
stated  that  in  3 of  his  cases  of  ligation  of  the  hypo- 
gastric artery  bleeding  was  not  controlled. 

A review  of  the  American  literature  shows  that 
to  date  19  cases  of  hypogastric  ligation  following 
pelvic  trauma  have  been  reported. 1,2'6’1°-14 

Twelve  of  these  did  not  survive,  and  in  only  1 case 
did  autopsy  disclose  that  bleeding  had  been  con- 
trolled by  the  surgery.  It  is  obvious,  therefore, 
that  routine  ligation  of  the  hypogastric  artery, 
without  identification  of  the  specific  bleeding  ves- 
sel, is  not  the  solution  to  the  problem.  Attempt- 
ing to  delineate  the  bleeding  vessel  in  the  pelvis  at 
surgery  can  be  most  difficult.  The  massive  bleed- 
ing incident  to  the  fracture  and  trauma  makes 
identification  of  the  vessel  almost  impossible. 


Transfemoral  aortography  would  seem  to  play  an 
important  role  in  solving  the  surgeon’s  dilemma. 
The  angiogram  will  not  only  show,  in  a large  per- 
centage of  cases,  the  actual  bleeding  site,  but  may 
well  also  demonstrate  any  other  intraabdominal 
abnormality  which  may  be  present  and  unrecog- 
nized. In  none  of  the  cases  reported  in  the  litera- 
ture was  angiography  used  for  proper  identifica- 
tion of  the  bleeding  vessel.  This  may  well  explain 
why  such  poor  results  are  obtaine’d  in  controlling 
the  bleeding  with  blind  ligation  of  the  hypogastric 
artery. 

The  procedure  of  transfemoral  aortic  angiogra- 
phy using  modified  Seldinger  technique  is  a rela- 
tively safe  and  easy  procedure.  It  can  be  carried 
out  as  an  emergency  procedure  prior  to  the  pa- 
tient’s going  to  the  operating  room.  However,  it 
should  be  pointed  out  that  this  procedure,  al- 
though very  important,  should  not  in  any  way 
delay  the  surgical  intervention.  The  procedure 
can  be  quickly  performed  and  with  rapid  process- 
ing techniques,  enables  a precise  diagnosis  to  be 
made  in  a relatively  short  time.  An  exact  diagno- 
sis helps  with  operative  planning  and  overall  man- 
agement of  the  patient. 

When  a patient  sustains  a pelvic  fracture,  par- 
ticularly in  the  case  of  a pedestrian,  and  where 
2,000  cc.  or  more  of  blood  are  required  to  control 
hypovolemic  shock,  one  should  be  strongly  suspi- 
cious of  arterial  bleeding.  The  treatment  of  this 
patient  is  not  expectant  observation,  as  is  often  in- 
dicated in  retroperitoneal  hematoma,  but  immedi- 
ate proper  identification  and  ligation  of  the  source 
of  the  bleeding. 

Summary 

A case  of  a twenty-eight-year-old  white  female, 
who  died  from  a severe  arterial  hemorrhage  fol- 
lowing pelvic  fracture,  is  reported.  The  anatomy 
of  the  hypogastric  artery  and  its  vulnerability  to 
trauma  following  pelvic  fracture  is  described  in 
brief.  A review  of  the  literature  is  presented,  and 
the  cause  of  a high  mortality  rate  following  hypo- 
gastric artery  ligation  for  severe  hemorrhage  is  dis- 
cussed. 

A possible  solution  to  the  problem  of  proper 
identification  of  bleeding  source  is  by  radiography, 
and  its  use  as  an  aid  in  the  management  of  pa- 
tients with  arterial  bleeding  from  pelvic  fracture  is 

presented.  1,2,6’10’12'13 
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Clinical Clues 

— Pheochromocytoma  is  a rare  cause  of  hypertension, 
found  in  less  than  1 per  cent  of  known  hypertensive 
patients.  However,  projected  against  the  estimated 
23  million  hypertensive  persons  in  the  United  States, 
this  becomes  about  50,000  to  100,000  patients. 

— In  the  untreated  hypertensive  patient,  the  presence  of 
orthostatic  hypotension  is  a very  important  clue  to 
pheochromocytoma. 

— About  80  per  cent  of  pheochromocytomas  are  adrenal; 
others  occur  in  the  organs  of  Zuckerkandl,  bladder, 
thorax,  and  neck.  About  5 per  cent  are  malignant. 

— Much  of  the  pathophysiology  of  adrenal  cortical  in- 
sufficiency involves  sodium  loss. 

— The  most  common  cause  of  spontaneous  pneumotho- 
rax is  rupture  of  a subpleural  bleb. 

— Insulin  hypoglycemia  without  warning  is  best  handled 
by  multiple  small  feedings  and  multiple  injections  of 
insulin. 
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— The  only  solidly  established  indication  for  coronary  ar 
tery  bypass  at  present  is  angina  pectoris  that  is  not  eas 
ily  controlled  with  medical  therapy. 

— The  average  annual  mortality  for  patients  with  angina 
is  approximately  1 to  3 per  cent  when  only  one  of  the 
three  major  coronary  arteries  is  significantly  obstruct- 
ed, 7 per  cent  when  two  arteries  are  stenosed,  and  11 
per  cent  if  all  three  arteries  contain  significant  steno- 
sis. 

— Respiratory  failure  is  the  most  frequent  cause  of 
death  in  patients  with  shock,  particularly  after  the  he- 
modynamic alterations  have  been  corrected.  This 
syndrome  is  characterized  by  pulmonary  congestion, 
hemorrhage,  atelectasis,  edema,  and  the  formation  of 
capillary  thrombi.  Pulmonary  surfactant  decreases, 
and  pulmonary  compliance  becomes  progressively 
comprised. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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seek!  The  State  wishes  to  insure  that  we  have  mini- 
mum quality,  but  no  more 

The  hospitals  of  New  York  State  have  been  subjected 
to  endless  demands  for  efficiency,  quality,  and  economy. 
Yet  they  have  been  told  they  may  not  be  reimbursed  for 
the  travel  expenses  of  their  personnel  who  may  leave  the 
state  for  educational  experience.  Buffalo  hospital  per- 
sonnel may  learn  in  New  York  City,  350  miles  away,  but 
may  not  learn  in  nearby  Toronto  or  Erie  or  Cleveland. 
Is  this  economy  or  intellectual  chauvinism? 

The  hospitals  of  New  York  State  have  been  told  to  be 
efficient  and  to  give  more  quality  care  at  no  greater  ex- 
pense. Yet  this  latest  memorandum  denies  the  mana- 
gerial staff  of  its  ability  to  measure  and  improve  quality 
in  the  clinical  laboratory.  This  is  added  to  a previous 
denial  of  reimbursement  for  any  dues  paid  by  the  hospi- 
tals for  membership  in  any  organization  outside  New 
York  State.  Presumably  this  includes  the  American 
Hospital  Association  which  is  the  country’s  major  re- 
source for  ongoing  managerial  training  for  hospital  per- 
sonnel. 

Hospital  Memorandum  75-141  denies  reimbursement 
of  the  cost  of  voluntary  proficiency  testing  under  Medi- 
caid and  Blue  Cross.  It  is  our  estimate  that  the  cost  of 
such  voluntary  testing  in  the  name  of  quality  service 
does  not  exceed  $0,005  per  patient  day  for  all  hospitals 
in  New  York  State.  The  Memorandum  does  not  affect 
patients  under  Medicare,  Compensation,  or  private  pay. 
Since  it  is  inconceivable  that  administrators  and  pathol- 
ogists will  deny  their  patients  and  staffs  the  educational 
benefits  of  multiple  sources  of  unknown  specimens,  the 
effect  of  the  Memorandum  will  be  to  transfer  to  these 
other  patients  the  cost  of  voluntary  yearning  for  im- 
provement. The  comptrollers  will  spend  more  time  and 
money  identifying  and  extracting  the  miniscule  costs  of 
proficiency  testing  from  Blue  Cross  and  Medicaid  pa- 
tients than  their  deletion  can  save.  One  must  ask, 
“Whatever  is  the  Health  Department  getting  at  with 
this  cannonade  against  a fly?” 

A Second  National  Conference  on  Proficiency  Testing 
was  held  in  Washington,  D.C.,  on  October  6 and  7,  1975. 
It  was  sponsored  by  the  National  Council  of  Health 
Laboratory  Services  representing  all  of  the  laboratory 
scientific  disciplines  and  including  such  governmental 
agencies  and  groups  as: 

Center  for  Disease  Control,  U.S.  Public  Health  Service 
Bureau  of  Quality  Assurance,  HSA-HEW 
Association  of  State  and  Territorial  Public  Health  Director 
Conference  of  Public  Health  Laboratory  Directors 

Its  statement  of  purpose  said  in  part,  . . The  Confer- 
ence will  evaluate  the  role  of  proficiency  testing  in  the 
clinical  laboratory  field  and  will  also  assess  the  effective- 
ness of  proficiency  testing  as  a means  of  achieving  labo- 
ratory improvement  by  voluntary  and  by  mandatory 
programs  . . . .”  Speakers  explored  proficiency  testing 
from  the  perspective  of  program  providers,  from  the 
perspective  of  participants,  and  from  the  perspective  of 
regulatory  agencies.  Proficiency  testing  programs  were 
described  in  many  states,  federally,  in  New  York  City, 
and  in  the  United  Kingdom.  Divergent  approaches 
seemed  to  have  no  relationship  to  the  beneficial  effect  of 
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DESCRIPTION  Each  teaspoonful 
(5  ml)  contains: 

Hydrocodone  bitartrate 5 mg 

WARNING:  May  be  habit  form- 
ing. 
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may  occur,  patients  should  be  cau- 
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Before  prescribing  antitussive  medi- 
cation to  suppress  or  modify  cough,  it 
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underlying  cause  of  the  cough  is  iden- 
tified, that  modification  of  the  cough 
does  not  increase  the  risk  of  clinical  or 
physiologic  complications,  and  that 
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ness or  gastrointestinal  upset  may 
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SPECIFIC  THERAPY 

HYCOMINE  SYRUP 


Revised  Formula  Each  teaspoonful  (5  ml)  contains:  hydrocodone  bitartrate  5 mg 
(WARNING:  May  be  habit  forming]  and  phenylpropanolamine  HCI  25  mg 


Specific  symptomatology  requires  specific  ther- 
apy And  that's  why  we  reformulated  HYCOMINE' 
Syrup— to  specifically  treat  coughs  of  colds  and 
accompanying  nasal  congestion. 

New  HYCOMINE'  Syrup  contains  hydroco- 
done bitartrate,  a highly  effective  antitussive,  and 
phenylpropanolamine  HCI,  a well-absorbed  oral 
nasal  decongestant. 


Usual  Adult  Dosage: 

1 teaspoonful  every  four  hrs.  after  meals  and  at 
bedtime  (not  to  exceed  6 teaspoonfuls  in  a 
24-hour  period). 

Note:  Telephone  Rx's  permitted  in  most  states*  Rx's 
may  be  refilled  5 times  within  six  months* 

‘Where  permitted  by  state  laws  and  regulations. 
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The  association  of  connective-tissue  disorders 
with  malignant  neoplasms  has  been  the  subject  of 
considerable  controversy  and  speculation.  Al- 
though there  is  abundant  evidence  to  indicate  an 
increased  incidence  of  lymphoma  in  S.L.E.  (sys- 
temic lupus  erythematosus),1  the  only  connective 
tissue  disorder  in  which  there  is  a significant  rela- 
tionship to  malignant  tumors  is  dermatomyositis.2 
There  have  been  a few  case  reports  of  patients 
with  systemic  lupus  erythematosus  and  solid  tu- 
mors, but  careful  review  would  suggest  that  the  ac- 
tual existence  of  the  lupus  diathesis  in  these  pa- 
tients is  not  clearly  documented.  This  report  doc- 
uments the  second  example  to  our  knowledge  of 
this  association  with  an  apparent  pathogenic  rela- 
tionship. 

Case  report 

A sixty-six  year-old  white  male  was  first  admit- 
ted to  the  Booth  Memorial  Medical  Center  in  No- 
vember, 1967.  Nine  months  previously  clinical 
findings  were  compatible  with  rheumatoid  arthri- 
tis. This  was  characterized  by  symmetrical  fusi- 
form swelling  of  the  peripheral  joints,  an  elevated 
sedimentation  rate,  and  a latex  fixation  test 
strongly  positive  for  rheumatoid  factor.  His  joint 
manifestations  were  controlled  by  7.5  mg.  of  pred- 
nisone and  60  gr.  of  aspirin  per  day.  Five  days 
prior  to  admission,  he  had  experienced  shortness 
of  breath  several  hours  after  a brief  period  of 
strenuous  exertion.  Two  days  prior  to  admission, 
there  was  a sudden  onset  of  chest  pain  with  dys- 
pnea. The  pain  was  localized  to  the  anterior 
chest,  stabbing  in  quality,  and  aggravated  by  deep 
inspiration.  The  pain  and  dyspnea  persisted  and 
the  patient  was  hospitalized.  He  had  smoked  two 
packets  of  cigarettes  a day  and  had  had  a history 
of  a longstanding  cough  with  sputum. 


Examination  at  the  time  of  admission  revealed  a 
well-nourished  elderly  white  male,  in  considerable 
respiratory  distress,  with  orthopnea.  The  pulse 
rate  was  130  per  minute  and  regular,  blood  pres- 
sure registered  90/60,  and  temperature  103. 5°F. 
There  was  minimal  cyanosis  of  the  nail  beds,  and 
moderate  cervical  venous  distention  at  an  angle  of 
45  degrees.  Moist  rales  and  scattered  rhonchi 
were  audible  at  both  bases.  The  heart  tones  were 
muffled  and  of  poor  quality.  There  were  no  mur- 
murs or  friction  rub,  no  subcutaneous  nodules,  and 
no  significant  adenopathic  condition.  No  masses 
were  palpated  in  the  abdomen.  There  was  moder- 
ate fusiform  swelling  and  tenderness  of  the  proxi- 
mal interphalangeal  joints  of  the  hands  and  some 
slight  capsular  thickening  of  both  knees.  The  lab- 
oratory investigations  revealed  a hemoglobin  of 
12.5  Gm.  per  100  ml.,  hematocrit  38,  white  blood- 
cell count  9,300  per  cubic  millimeter,  and  platelet 
count  260,000  per  cubic  millimeter.  Urinalysis 
findings  showed  a trace  of  proteinuria  with  1 to  2 
white  blood  cells  per  high-power  field  and  no  casts. 
Subsequent  urine  examination  findings  were  nor- 
mal. The  erythrocyte  sedimentation  rate  (ESR) 
was  42  mm.  at  the  end  of  the  first  hour  (Wester- 
gren).  VDRL  findings  were  negative,  and  the 
latex  fixation  findings  were  strongly  positive  for 
rheumatoid  factor  at  a 1:20  dilution.  Screening 
test  findings  for  antinuclear  antibodies  by  the  in- 
direct immunofluorescent  technique  (ANF)  were 
negative.  Fasting  blood  sugar  (FBS)  and  blood 
urea  nitrogen  (BUN)  tests  showed  normal  find- 
ings; the  serum  glutamic  oxaloacetic  transaminase 
(SGOT)  rose  to  150  units  on  the  second  hospital 
day  and  gradually  fell  to  40  units  over  the  fol- 
lowing week.  Multiple  sputum  and  blood  cultures 
were  negative  for  pathogenic  bacteria.  The  pa- 
tient was  treated  with  oxygen,  furosemide,  and  in- 
travenous hydrocortisone.  The  following  day,  he 
developed  paroxysmal  atrial  fibrillation  with  a 
rapid  ventricular  response,  but  this  quickly  revert- 
ed to  normal  sinus  rhythm  following  intravenous 
digoxin.  On  the  third  hospital  day,  he  was  noted 
to  be  afebrile  and  vastly  improved.  Serial  electro- 
cardiogram findings  after  the  episode  of  fibrilla- 
tion revealed  a slight  T-wave  inversion  in  aVl  and 
flattening  of  the  T waves  in  V3  to  Vq.  The  initial 
chest  x-ray  film  revealed  a small  circumscribed 
opacity  in  the  right  middle  lobe.  No  calcification 
was  seen  on  the  planigraphic  studies,  but  an  in- 
dentation of  the  border  was  demonstrated.  Intra- 
venous pyelogram  findings  were  normal. 

The  patient  remained  asymptomatic.  The 
prednisone  was  reduced  to  7.5  mg.  per  day.  No 
evidence  of  myocardial  infarction  had  been  found, 
and  the  discharge  diagnosis  was  that  of  a pericar- 
ditis. It  was  deemed  advisable,  however,  to  defer 
surgery  for  his  pulmonary  lesion,  and  he  was  dis- 
charged with  a view  toward  readmission  in  two 
months. 
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His  second  admission  was  in  January,  1968. 
During  the  interim  period,  there  had  been  no 
I change  in  his  articular  manifestations,  but  he  had 
experienced  recurrent  bouts  of  fever  and  chest 
i pain.  There  had  been  a significant  increase  in  the 
j size  of  the  nodular  lesion  in  the  right  middle  lobe, 
with  some  associated  peripheral  atelectasis,  and 
evidence  of  a pleural  reaction  on  the  right.  Inter- 
j mittent  fever  continued  after  his  admission,  with 
temperatures  as  high  as  101  °F.  recorded.  The  fol- 
i lowing  laboratory  examinations  were  obtained: 
I the  hematocrit  was  normal,  and  the  leukocyte 
I count  was  17,700  per  cubic  millimeter;  there  were 
71  polymorphonuclear  leukocytes,  24  lymphocytes, 
I 14  monocytes,  and  1 myelocyte.  The  platelet 
j count  was  normal,  and  the  erythrocyte  sedimenta- 
I tion  rate  was  49  mm.  at  the  end  of  the  first  hour. 
| Repeated  urinalyses  revealed  moderate  protein- 
uria, 20  to  30  red  blood  cells,  25  to  30  white  blood 
cells,  and  a few  granular  casts  per  high-power 
field.  A midstream  urine  culture  was  negative  for 
pathogenic  bacteria.  The  initial  blood  urea  nitro- 
gen findings  were  25  mg.  per  100  ml.,  and  latex 
fixation  test  findings  remained  strongly  positive 
for  rheumatoid  factors  at  1:20  dilution.  A fluo- 
rescent antinuclear  antibody  test  now  revealed 
moderate  fluorescence  with  a predominantly  ho- 
mogeneous pattern.  The  L.E.  preparations  dis- 
closed strongly  positive  findings.  The  electrocar- 
diogram findings  were  unchanged  from  the  previ- 
ous admission.  A lobectomy,  on  the  middle  of  the 
right  lung,  was  performed  on  the  fifth  hospital 
day.  The  pathologic  diagnosis  of  the  excised 
tumor  was  epidermoid  carcinoma  of  the  lung. 
The  lymph  node  removed  from  the  right  hilus  area 
did  not  reveal  any  evidence  of  metastatic  disease, 
but  there  was  considerable  fibrocollagenous  re- 
placement of  the  nodal  architecture  and  several 
areas  of  fibrinoid  necrosis.  A few  small  arterioles 
were  described  as  showing  onion-skin  changes  in 
the  adventitial  connective  tissue.  The  patient’s 
postoperative  course  was  uncomplicated  apart 
from  being  febrile  for  the  first  two  days  and  for  a 
transient  episode  of  atrial  fibrillation.  On  the 
third  postoperative  day,  his  blood  urea  nitrogen 
level  had  fallen  to  17  mg.  per  100  ml.,  and  one 
week  postoperative  his  urinalysis  was  entirely  nor- 
mal and  has  remained  so  thereafter.  He  was  dis- 
charged on  January  30,  1968. 

During  subsequent  evaluations  over  a four-year 
period,  his  articular  manifestations  were  satisfac- 
torily controlled  with  7.5  mg.  of  prednisone  per 
day  and  salicylates.  There  was  no  clinical  or  ra- 
diologic evidence  of  recurrence  of  his  malignant 
condition.  The  temperature,  repeated  urinalyses, 
and  blood  urea  nitrogen  level  findings  were  nor- 
mal. Circulating  antinuclear  antibodies  were  per- 
sistently demonstrated,  but  L.E.  preparations  per- 
formed on  several  occasions  disclosed  negative 
findings. 

Unfortunately,  the  patient  was  lost  to  follow-up 


after  November,  1971,  and  expired  eight  months 
later  in  another  hospital.  The  clinical  diagnosis 
was  metastatic  carcinoma,  but  no  pertinent  immu- 
nologic data  were  obtained,  and  a postmortem  was 
not  performed.  A review  of  the  chart  revealed 
normal  urinalysis  results  on  two  occasions,  and  a 
normal  blood  urea  nitrogen  level. 

Comment 

We  feel  that  this  case  is  of  interest  in  that  the 
clinical  and  laboratory  evidence  of  a lupus  syn- 
drome appeared  at  the  time  of  discovery  of  a pul- 
monary neoplasm,  and  largely  regressed  after  exci- 
sion. Indeed,  the  articular  manifestations  first 
appeared  nine  months  before  admission.  The 
broadened  horizons  regarding  concepts  of  the  con- 
nective tissue  disorders,  however,  provoke  more 
questions  than  they  provide  answers.  The  pres- 
ence of  antinuclear  antibody  in  the  serum  is  found 
in  30  per  cent  of  patients  with  rheumatoid  arthri- 
tis; there  are  numerous  documented  cases  of  the 
evolution  of  typical  systemic  lupus  erythematosus 
in  patients  with  longstanding  rheumatoid  arthri- 
tis. Many  other  examples  of  overlap  syndromes 
with  clinical  features  of  two  or  more  disorders 
have  been  described.  The  mixed  connective  tissue 
syndrome  described  by  Sharp  et  al*  is  a further 
example  of  the  difficulties  encountered  in  rigid 
compartmentalization.  Clearly,  one  cannot  dis- 
miss the  possibility  that  our  patient  had  systemic 
lupus  erythematosus  from  the  start,  but  the  se- 
quence of  events  would  strongly  suggest  that  his 
tumor  did  play  a role  in  the  syndrome  that 
evolved.  He  presented  symptoms  of  seropositive 
rheumatoid  arthritis  with  no  evidence  of  circulat- 
ing antinuclear  antibody  in  the  serum.  Subse- 
quently, the  patient  went  on  to  evolve  a clinical 
picture  of  fever,  pleuropericarditis,  proteinuria, 
and  microhematuria.  The  lupus  preparations  dis- 
closed positive  findings,  and  circulating  antinucle- 
ar antibody  wras  detected.  Following  resection  of 
his  pulmonary  cancer,  the  patient  improved  signif- 
icantly and  the  clinical  picture  again  reverted  to 
one  compatible  with  a diagnosis  of  rheumatoid  ar- 
thritis, although  circulating  antinuclear  antibody 
persisted.  There  was  no  further  evidence  of  pleu- 
ropericarditis or  of  renal  involvement.  With  mini- 
mal doses  of  steroids,  his  clinical  status  was  main- 
tained for  almost  four  years. 

It  has  been  pointed  out  that  manifestations  of 
systemic  lupus  erythematosus  uncommonly  devel- 
op in  association  with  malignant  conditions. 
There  is,  however,  an  apparent  increase  in  reticu- 
loendothelial malignant  conditions  in  patients 
with  lupus  erythematosus.  The  reason  for  this  is 
obscure.  Dameshek,  Schwartz,  and  Oliner4  have 
suggested  that  patients  with  lupus  erythematosus 
are  immunologically  embarrassed.  This  degree  of 
incompetence  could  predispose  the  development 
of  lymphoma.  Walford,  Smith,  and  Waters5  feel 
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this  susceptibility  may  be  of  a genetic  nature  and 
relates  it  to  the  main  HL-A  histocompatibility  sys- 
tem. Treatment  of  the  lymphoma  in  these  pa- 
tients does  not  appear  to  have  an  overt  therapeutic 
benefit  on  the  underlying  connective-tissue  disor- 
der. The  fact  that  both  corticosteroids  and  immu- 
nosuppressive agents  are  utilized  in  both  condi- 
tions may  render  this  evaluation  more  difficult. 

Reports  of  solid  malignant  tumors  in  classical 
systemic  lupus  erythematosus  in  which  a direct 
clinical  relationship  exists  are  few  and  poorly  doc- 
umented. A malignant  thymoma  has  been  re- 
ported in  a patient  with  a lupus  syndrome.6  The 
tumor  proved  to  be  inoperable,  and  irradiation 
therapy  did  not  affect  the  connective-tissue  dis- 
ease despite  some  regression  of  the  tumor.  With 
rare  exceptions,  thymectomy  has  not  influenced 
the  course  of  lupus  erythematosus.  Lansbury'  de- 
scribed a thirty-six-year-old  white  male  with  a tes- 
ticular tumor,  in  whom  asthma  and  a rheumatoid- 
like  picture  had  been  present  for  about  a year. 
The  lupus  preparations  disclosed  positive  findings, 
and  his  symptoms  subsided  after  removal  of  the 
tumor.  A second  case  cited  was  a fifty-seven- 
year-old  female  with  metastatic  Krukenberg  tu- 
mors of  the  ovary  and  positive  findings  on  lupus 
preparations.7  In  both  these  cases,  however,  there 
was  insufficient  clinical  and  laboratory  data  to 
substantiate  a diagnosis  of  systemic  lupus  erythe- 
matosus. Rotman  et  al.8  presented  a case  of  a 
thirty-four-year-old  white  women  with  proved  sys- 
temic lupus  erythematosus,  who  underwent  sur- 
gery for  a seminoma  of  the  ovary.  The  operation 
was  followed  by  complete  disappearance  of  the 
clinical  signs  of  lupus  erythematosus,  and  also  the 
specific  and  nonspecific  laboratory  evidence  of  the 
disease.  The  clinical  and  laboratory  cure  of  both 
conditions  was  apparent  seven  years  later.  This 
case  represents  the  only  published  incidence  of  a 
clear-cut  documentation  of  this  type  of  association 
that  we  have  been  able  to  discover. 

Any  considerations  with  regard  to  the  pathogen- 
ic relationships  must,  of  necessity,  remain  specula- 
tive. In  patients  with  dermatomyositis,  it  has 
been  suggested  that  the  absorption  of  toxic  prod- 
ucts from  tumor  necroses  is  a major  factor.9 
These  patients  have  demonstrated  immediate  cu- 
taneous hypersensitivity  to  aqueous  extracts  of 
their  own  tumor  tissue,  whereas  such  a response 
did  not  occur  in  normal  controls.2  Passive  trans- 
fer to  normal  controls  with  patients’  serum  was 
demonstrated.  This  suggests  an  autoimmune 
mechanism  in  which  antitumor  humoral  anti- 
bodies either  cross-react  with  antigen  on  skin  or 
muscle,  or  form  insoluble  antigen  antibody  com- 
plexes on  vessel  walls,  as  described  in  serum  sick- 
ness.8 

It  is  possible  that  such  mechanisms  may  have 
operated  in  our  patient  or,  alternatively,  it  can  be 
postulated  that  tumor-breakdown  products  acted 


as  inducing  agents  analogous  to  drug-induced  sys- 
temic lupus  erythematosus. 

There  is  even  less  evidence  of  a pathogenetic  as- 
sociation of  malignant  conditions  with  other  con- 
nective-tissue disorders.  Localized  scleroderma- 
like lesions,  occasionally  with  endocardial  involve- 
ment, have  been  described  in  patients  with  meta- 
static carcinoid  tumors.10  It  has  been  suggested 
that  serotonin  is  etiologically  involved  by  virtue  of 
its  ability  to  promote  fibrous  tissue  overgrowth. 
Patients  with  progressive  systemic  sclerosis  with 
pulmonary  involvement  occasionally  develop  a pe- 
ripheral carcinoma  of  the  lung.11  This  is  usually  a 
preterminal  event,  and  has  been  seen  in  patients 
with  nonspecific  interstitial  fibrosis  of  the  lung. 

The  case  presented  in  this  report  is  perhaps  an- 
other example  of  the  association  of  malignant  con- 
ditions in  immune-mediated  disease. 

Summary 

A patient  with  systemic  lupus  erythematosus  is 
described,  in  which  the  clinical  manifestations  de- 
veloped concurrently  with  the  discovery  of  an  epi- 
dermoid carcinoma  of  the  lung. 

Removal  of  the  tumor  was  followed  by  marked 
regression  of  the  clinical  manifestations.  The  re- 
lationship of  malignant  neoplasms  to  lupus  ery- 
thematosus and  to  other  connective-tissue  disor- 
ders is  reviewed  and  the  possible  immune  mecha- 
nisms discussed. 

An  underlying  malignant  process  should  be  con- 
sidered in  an  elderly  male  presenting  a lupus  syn- 
drome. 
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i Multiple  benign  polyposis  of  the  stomach  is  a 
I rare  condition.  Yarnis,  Marshak,  and  Friedman1 
I reported  an  incidence  of  benign  polyps  of  0.3  per 
I cent  in  8,735  necropsies.  Marshak  and  Feldman2 
I found  138  polyps  in  50,000  roentgen  examinations 
I of  the  gastrointestinal  tract.  Of  these  only  15  had 
I diffuse  polyposis.  Most  patients  had  only  one  or, 
I at  the  most,  a few  of  these  benign  lesions.  The 
I following  case  reports  of  extensive  gastric  polyp- 
I osis  will,  therefore,  be  of  interest. 

Case  reports 

Case  1.  The  patient  was  a fifty-three-year-old 
diabetic  black  man  who  complained  of  anorexia, 
i occasional  vomiting,  and  an  11 -Kg.  weight  loss  in 
the  three  months  prior  to  admission.  During  this 
1 time,  he  experienced  vague,  diffuse,  nonradiating 
abdominal  pain,  not  related  to  food  intake  or 
bowel  movements.  He  had  been  treated  for  tuber- 
culosis twenty-eight  years  previously. 

On  physical  examination,  there  was  evidence  of 
dehydration  and  marked  weight  loss.  Blood  study 
revealed  hemoglobin  9.2  Gm  , hematocrit  28.9. 
Cholecystography  revealed  chronic  cholecystitis 
and  cholelithiasis.  Upper  gastrointestinal  series 
demonstrated  hyperrugosity  and  numerous  poly- 
poid filling  defects  in  the  body  of  the  stomach 
(Fig.  1).  These  findings  were  confirmed  by  gas- 
troscopy. Bone  marrow  aspirates  showed  evi- 
dences of  folic  acid  deficiency. 


FIGURE  1.  Case  1.  (A)  Roentgenographic  study  of  bar- 
ium-filled stomach.  Note  prominent  mucosal  folds  (black 
arrows)  as  well  as  coexistent  clusters  of  adenomatous 
polyps  (white  arrows).  (B)  Another  roentgenographic 
view. 
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FIGURE  2.  Case  1.  (A)  Anterior  wall  of  stomach  in  situ  has  been  opened  and  mucosa  everted.  Multiple  sessile  polyps 
seen.  (B)  Mucosal  surface  of  excised  stomach.  Note  hyperrugosity  and  polyps.  Greater  omentum  attached  to  speci- 
men. 


During  the  week  preceding  operation  the  pa- 
tient was  given  three  units  of  blood.  This  brought 
his  hemoglobin  to  13.7  Gm.,  hematocrit  42.9.  Op- 
eration was  performed  through  a midline  vertical 
incision.  A gastrotomy  opening  was  made  along 
the  middle  third  of  the  anterior  gastric  wall  (Fig. 
2A).  Multiple  sessile  polyps  up  to  2 cm.  in  maxi- 
mum diameter  extended  from  the  greater  curva- 
ture mucosa  to  both  anterior  and  posterior  walls 
(Fig.  2B).  Complete  excision  required  total  gas- 
trectomy. The  greater  omentum  was  removed 
with  the  stomach.  The  duodenal  stump  was 
closed.  A loop  of  jejunum  was  brought  anterior  to 
the  transverse  colon  and  an  end-to-side  esophago- 
jejunostomy  performed.  A 10-cm.  long  side-to- 
side  jejunojejunostomy  established  a pouch  to  sub- 
stitute for  the  missing  stomach.  The  gallbladder 
was  then  removed.  Three  units  of  blood  were 
given  during  the  procedure. 

Postoperatively  the  patient  developed  a strong 
appetite  for  food.  His  recovery  was  uneventful 
except  for  a short  episode  of  diarrhea.  At  the  last 
follow-up  clinic  visit  fifteen  months  after  opera- 
tion the  patient  reported  he  felt  well  and  was  gain- 
ing weight. 

Pathologic  findings.  Within  the  stomach  there 
were  multiple  polypoid  sessile  projections  of  the 
gastric  mucosa  on  both  anterior  and  posterior 
walls  in  the  region  of  the  greater  curvature.  The 
largest  polyp  measured  2 by  0.7  by  0.3  cm.  Hy- 
pertrophied rugae  ran  lengthwise  along  the  muco- 
sal surface. 

Microscopically,  polyps  of  both  adenomatous 
and  papillomatous  types  were  seen.  A few  glands 
were  dilated.  Intestinal  metaplasia  was  also 
present.  Chronic  inflammatory  cells  were  seen 
throughout  (Fig.  3).  The  diagnosis  was  benign  po- 
lyposis of  the  stomach. 


Case  2.  An  eighty-seven-year-old  woman  was 
admitted  complaining  of  generalized  weakness  for 
two  weeks  and  epigastric  discomfort  associated 
with  vomiting  and  tarry  stools  for  five  days.  She 
had  a previous  history  of  frequent  aspirin  intake 
for  joint  pain  and  had  had  another  episode  of  hem- 
atemesis  eight  years  previously.  Physical  exami- 
nation revealed  a pale  undernourished  patient. 

Laboratory  studies  disclosed  a hemoglobin  of  6 
Gm.,  hematocrit  of  33,  and  a hypochromic  anemia. 
Gastric  analysis  revealed  no  free  acid  after  hista- 
mine stimulation.  The  serum  folate  activity  was 
4.1  millimicrograms  per  milliliter,  the  normal 
range  from  5 to  15. 

An  upper  gastrointestinal  series  demonstrated 
multiple  gastric  polyps  in  the  antrum  and  body  of 
the  stomach  with  a smooth-appearing  fundus  (Fig. 
4).  Gastroscopy  confirmed  the  presence  of  multi- 
ple polyps  as  well  as  mucosal  atrophy.  Erosive 
gastritis  was  also  noted. 

The  patient  was  treated  with  blood  transfusions 
and  a medical  regimen  and  subsequently  dis- 
charged with  no  evidence  of  renewed  gastrointesti- 
nal bleeding. 

Comment 

The  symptoms  associated  with  gastric  polyps 
are  variable.  Half  of  Marshak  and  Feldman’s2  pa- 
tients were  completely  asymptomatic.  Common 
complaints,  when  present,  were  epigastric  distress 
and/or  bleeding.  The  pain  was  usually  vague  and 
described  as  “fullness”  or  “gas.”  It  was  occasion- 
ally gnawing  in  nature.2 

The  bleeding  may  manifest  itself  simply  by  ane- 
mia or  occult  blood  in  the  stool,  but  could  be  se- 
vere enough  to  cause  hematemesis.  The  anemia  is 
usually  hypochromic  but  may  be  megaloblastic.2 
Most  patients  are  achlorhydric. 
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FIGURE  3.  Case  1.  (A)  Gastric  polyps,  papillomatous  type.  There  is  proliferation  of  mucosa,  mainly  in  superficial  layer. 
(B)  Sessile  adenomatous  gastric  polyp.  Few  dilated  glands  seen  in  superficial  layers  of  mucosa,  on  right.  Evidence  of  in- 
testinal metaplasia  of  glands  present  on  left. 


FIGURE  4.  Case  2.  Gastrointestinal  series.  Note  multi- 
ple 0.5-  to  1.5-cm.  rounded  intraluminal  polyps  (arrows) 
and  smooth  appearance  of  mucosa  in  fundus.  (Courtesy 
of  Alexander  Belman,  M.D.,  City  Hospital  at  Elmhurst) 


Considerable  difference  of  opinion  exists  as  to 
the  malignant  potential  of  these  lesions.  Edwards 
and  Brown4  reported  2 cases  of  benign  polyps  as- 
sociated with  carcinomas  and  1 in  which  2 carcino- 
mas developed,  1 polypoid,  after  simple  excision  of 
a benign  polyp  eight  years  previously.  Holmes0 
claimed  she  had  demonstrated  the  evolution  from 
a benign  polyp  to  a carcinoma  by  intestinalization 


of  gastric  mucosal  cells.  Roxburgh6  was  so  con- 
vinced of  the  malignant  potential,  not  only  of  the 
polyps  but  also  of  all  the  surrounding  gastric  mu- 
cosa, that  he  recommended  total  gastrectomy  in  all 
cases  of  multiple  polyposis. 

However,  Monaco  et  al. 7 failed  to  find  evidence 
of  malignant  degeneration  after  long-term  obser- 
vation. They  believed  areas  of  atypical  cells  were 
not  carcinoma  in  situ  but  merely  changes  resulting 
from  inflammatory  reaction.  Occasional  coexis- 
tent carcinoma  was  regarded  as  purely  coinciden- 
tal. Ferrucci8  observed  such  polyps  at  regular  in- 
tervals for  as  long  as  twenty  years  with  no  evidence 
of  malignant  change. 

The  treatment  recommended  varies  from  wide 
local  excision9  through  wedge  resection  and  subto- 
tal gastrectomy.  Monaco  et  al. 7 favor  partial  gas- 
trectomy with  local  excision  of  lesions  remaining 
in  the  gastric  pouch.  However,  Roxburgh6  advises 
total  gastrectomy  in  all  cases  regardless  of  the 
location  of  the  polyps  because  of  fear  of  the  malig- 
nant potential  of  residual  gastric  mucosa.  He 
points  out  that  the  mortality  rate  for  total  gastrec- 
tomy for  benign  disease  is  less  than  half  the  rate 
associated  with  operation  for  carcinoma.  He  fur- 
ther claims  that  the  surgical  risk  is  less  than  the 
danger  of  malignant  condition. 

Most  authors  recommend  careful  observation  if 
the  patient  is  asymptomatic  and  the  benign  nature 
of  the  lesions  is  firmly  established.'  In  Case  1.  op- 
eration was  undertaken  to  alleviate  symptoms,  and 
total  gastrectomy  was  performed  to  remove  all  the 
polyps. 

Summary 

Benign  polyposis  of  the  stomach  is  a rare  condi- 
tion associated  either  with  no  symptoms  or  with 
vague  complaints  of  epigastric  distress  and/or 
bleeding.  It  is  usually  accompanied  by  achlorhy- 
dria and  anemia,  either  hyper-  or  hypochromic. 
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The  malignant  potential  of  these  lesions  is  in  dis- 
pute. Two  cases  are  reported  including  one  in 
which  complete  excision  was  accomplished  by 
total  gastrectomy. 

Greenpoint  Hospital 
300  Skillman  Avenue 
Brooklyn,  New  York  11211 
(DR.  FERARU) 
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Clinical  Clues 

— Asthmatic  attacks  induced  by  aspirin  begin  between 
twenty  minutes  and  two  hours  after  the  drug  is  taken 
and  sometimes  are  accompanied  by  rhinorrhea  and 
angioneurotic  edema.  Typically,  aspirin-sensitive 
asthma  occurs  in  middle-aged  women  with  preexisting 
vasomotor  rhinitis  and  nasal  polyps.  Wheezing  may 
also  develop  in  aspirin-sensitive  patients  after  taking 
other  analgesics,  for  example,  indomethacin.  The 
prevalence  of  aspirin  hypersensitivity  among  asth- 
matic patients  has  been  reported  as  varying  from  2.3 
to  16  per  cent. 

— The  physician  should  be  alerted  to  the  possibility  of  a 
blowout  fracture  of  the  orbit  when  there  is  a periorbi- 
tal hematoma  after  trauma.  Standard  skull  x-ray 
films  frequently  fail  to  show  the  fracture,  and  special 
views  may  be  required,  as  well  as  the  use  of  tomogra- 
phy. Clinical  clues  are  the  presence  of  diplopia,  espe- 
cially marked  on  attempted  vertical  gaze,  vertical  dis- 
placement of  the  eye,  enophthalmos,  and  numbness  of 
the  lower  lid  and  upper  part  of  the  cheek. 

— Chronic  alcoholics  are  prone  to  suffer  from  a variety 
of  gastrointestinal  disorders  such  as  gastritis,  the 
Mallory-Weiss  syndrome,  pancreatitis,  various  forms 
of  liver  disease,  and  mucous  colitis.  They  also  suffer 
an  increased  incidence  of  gallstones,  duodenal  ulcer- 
ation, and  malabsorption. 

When  skin  and  joint  manifestations  occur  in  hepatitis 
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B (serum  hepatitis)  the  signs  appear  from  several 
days  to  several  weeks  before  hepatitis  becomes  appar- 
ent. Significant  arthralgia  is  recorded  in  25  per  cent 
of  the  cases  and  skin  rashes  (urticaria,  angioneurotic 
edema,  and  papular  and  erythematous  reactions)  in 
42  per  cent  of  those  who  subsequently  develop  jaun- 
dice (Mt.  Sinai  J.  Med.  x:  752  (Dec.)  1973). 

— Escherichia  coli  accounts  for  more  than  80  per  cent 
of  the  urinary  infections  in  patients  without  prior  in- 
fection or  instrumentation.  Proteus,  Klebsiella  En- 
terobacteriaceae,  pseudomonas  aeruginosa,  enterococ- 
ci, and  Staphylococcus  aureus  account  for  most  of  the 
infections  in  those  patients  with  a prior  infection  or 
history  of  instrumentation. 

— Diphtheroids,  staphylococcus  epidermidis,  and  mi- 
croaerophilic  streptococci  are  the  commonest  contam- 
inants of  the  urine,  but  these  species  should  not  be 
dismissed  as  contaminants  if  they  are  repeatedly  iso- 
lated in  properly  collected  specimens. 

— Pyuria  may  persist  for  many  days  after  the  bacteria 
have  been  eradicated.  This  makes  it  a poor  indicator 
of  the  effectiveness  of  chemotherapy.  However,  pus 
cells  should  not  persist  in  sterile  urine  longer  than  a 
week;  if  they  do,  the  cause  may  be  a foreign  body  or 
tuberculosis. 
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A daily  problem  plaguing  the  physician  today  is 
I severe  reactions  to  drugs.1  In  addition  to  life- 
I threatening  anaphylaxis  from  antibiotics,  which 
I has  been  intensively  studied,2,3  the  physician 
today  often  finds  a patient  dead  from  addictive 
drugs,  such  as  heroin;  this  promises  to  be  one  of 
the  worst  kinds  of  epidemic  known  to  man.4  In- 
terestingly enough,  it  is  estimated  that  deaths 
from  narcotic  abuse  occur  with  a frequency  of 
about  1 per  100, 000, 4 approximately  the  same  as 
the  l-in-60,000  estimate  made  for  penicillin.3,5 
Recently,  the  incidence  of  penicillin  reactions  has 
been  reported  to  have  decreased  significantly  in 
the  past  twelve  years.5  Although  much  has  been 
learned  about  the  mechanism  of  allergic  anaphy- 
lactic shock  from  penicillin,  the  late  maculopapu- 
lar  eruption,  typified  by  the  seven-day  ampicillin 
rash,  may  be  a toxic  rather  than  an  allergic  reac- 
tion.6 The  lack  of  demonstrable  antibodies  in 
most  studies  of  this  type  of  eruption  indicated  that 
this  might  be  the  case.  Rash  following  ampicillin 
treatment  has  been  reported  in  almost  100  per 
cent  of  infectious  mononucleosis  cases.7  A very 
high  incidence  of  this  morbilliform  eruption  also 
has  been  reported  in  patients  with  chronic  lym- 
phatic leukemia.  Because  of  the  lack  of  identifi- 
able pathogenic  mechanisms  in  this  common  reac- 
tion following  ampicillin  and  other  antibiotics,  we 
studied  2 cases  by  immunologic  tests  and  electron 
microscopy.  Both  patients  suffered  an  unmistak- 
able eruption  following  ampicillin. 

The  results  indicate  that  the  late  maculopapular 
eruption  from  ampicillin  may  be  related  to  an  al- 

* This  work  was  supported  by  a grant  from  the  John  A.  Hart- 
ford Foundation,  Inc.,  New  York  City. 


FIGURE  1. 
tion. 


Synopsis  of  events  in  case  of  ampicillin  erup- 


lergic  mechanism  of  antibodies  directed  to  compo- 
nents of  the  epidermis  and  not  to  ampicillin  itself. 

Case  reports 

Case  1.  A twenty-three-year-old  white  male 
medical  student  was  seen  because  a maculopapu- 
lar rash  developed  on  his  chest,  arms,  and  legs.  As 
treatment  for  a respiratory  infection,  he  took  am- 
picillin capsules  for  two  days,  a total  dose  of  1 Gm. 
Six  days  after  taking  the  last  capsule,  or  eight  days 
after  beginning  ampicillin,  a rash  developed.  He 
was  seen  on  the  first  day  of  the  rash.  Figure  1 is  a 
diagram  of  the  events.  The  maculopapular  erup- 
tion involved  the  chest,  arms,  and  legs  (Fig.  2). 
Skin  tests  were  done  with  major  and  minor  deter- 
minants of  penicillin  as  described  previously  and 
were  negative  for  immediate  wheal  and  flare  reac- 
tivity.3,5 A delayed  skin  test  was  placed  on  the 
forearm  consisting  of  benzathine  penicillin  G in  a 
concentration  of  0.01  moles  per  liter,  (50,000  units 
per  milliliter)  and  was  faintly  positive  at  twenty- 
four  and  forty-eight  hours.  The  eruption  became 
considerably  worse  the  next  day,  and  a biopsy  was 
obtained  from  a macular  lesion  on  the  arm.  Blood 
was  drawn  for  penicillin  antibodies  and  for  indi- 
rect immunofluorescent  staining.  Of  interest  was 
the  fact  that  the  patient’s  eighteen-year-old  sister 
had  had  a similar  maculopapular  eruption  fol- 
lowing ampicillin  which  was  also  observed  by  us. 
His  father  had  had  an  immediate  anaphylactic  re- 
action following  an  injection  of  penicillin  several 
years  previously.  The  patient’s  eruption  subsided 
completely  within  five  days,  and  he  was  followed 
at  monthly  intervals  for  one  year.  There  was  no 
recurrence  of  the  eruption  nor  was  there  any  other 
cutaneous  reaction. 

Results.  The  results  of  the  indirect  immunoflu- 
orescent studies  are  summarized  in  Figure  l.8  Di- 
rect fluorescent  staining  also  showed  positive  find- 
ings on  the  specimen. 

Histopathologic  studies.  (1)  Hematoxylin-  and 
eosin-stained  sections  revealed  an  epidermis  with 
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FIGURE  2.  Photograph  of  patient’s  arm  showing  maculo- 
papular  eruption. 


reactions,  and  a delayed  skin  test  finding  was 
faintly  positive.  Blood  was  obtained  for  indirect 
immunofluorescent  staining  and  showed  positive 
findings  at  a dilution  of  1 to  50.  Direct  staining  of 
skin  biopsied  from  an  involved  area  disclosed  nor- 
mal findings.  The  eruption  lasted  two  weeks  and 
then  subsided  with  no  recurrence  on  follow-up  two 
months  later.  A blood  specimen  taken  six  months 
later  was  negative  for  intercellular  antibodies. 

Histopathologic  studies.  (1)  Hematoxylin-  and 
eosin-stained  sections  showed  the  epidermis  with 
some  edema  of  the  basal  layer.  The  upper  dermis 
showed  a mild  perivascular  inflammatory  infil- 
trate consisting  of  lymphocytes  and  a few  neutro- 
phils. These  findings  were  consistent  with  a drug 
reaction.  (2)  Electron  microscopic  examination  of 
sections  revealed  severe  intercellular  edema  limit- 
ed to  the  basal-cell  layer  of  the  epidermis.  The 
upper  strata  were  not  involved.  In  addition,  a sub- 
epidermal  bulla  was  present.  There  were  numer- 
ous inflammatory  cells  within  the  dermis.  The 
structural  integrity  of  the  basement  membrane 
was  intact. 


a few  areas  of  mild  edema  and  exocytosis.  In  the 
upper  dermis  there  were  areas  with  a mild  perivas- 
cular infiltrate  composed  of  lymphocytes  and  his- 
tiocytes. These  findings  were  compatible  with  a 
diagnosis  of  a drug  eruption. 

(2)  Biopsy  tissue  was  prepared  for  electron  mi- 
croscopic examination  by  fixation  in  3 per  cent 
glutaraldehyde  in  phosphate  buffer  for  one  and 
one-half  hours  followed  by  fixation  in  2 per  cent 
osmium  tetroxide,  buffered  to  pH  7.4.  The  tissues 
were  dehydrated  in  graded  strengths  of  ethanol 
embedded  in  Epon  812,  sectioned,  and  stained 
with  uranyl  acetate  and  lead  citrate.  Examination 
of  the  biopsy  tissue  showed  that  glycogen  was 
present  within  the  epidermal  cells.  In  addition, 
vacuoles  were  present  within  many  of  the  epider- 
mal cells  that  were  associated  with  glycogen.  The 
morphologic  changes  observed  were  limited  to  the 
lower  strata  of  the  epidermis.  The  upper  stratum 
spinosum,  stratum  granulosum,  and  stratum  cor- 
neum  appeared  to  be  normal.  Examination  of  the 
dermis  revealed  a normal  morphologic  state  and 
sparse  inflammatory  cells. 

Case  2.  A twenty-two-year-old  white  male  was 
admitted  to  the  hospital  because  of  fever  and 
lymphadenopathy;  a diagnosis  of  infectious  mono- 
nucleosis was  made.  The  patient  had  received 
ampicillin  two  weeks  previously.  On  admission  to 
the  hospital,  alpha-streptococci  were  cultured 
from  the  throat,  and  1 Cm.  of  ampicillin  was  given 
daily  for  seven  days.  Approximately  ten  days 
after  discontinuing  the  ampicillin,  a diffuse,  florid 
maculopapular  eruption  began  which  involved  the 
trunk,  extremities,  palms,  and  soles.  Skin  test  re- 
sults with  major  and  minor  determinants  of  peni- 
cillin were  negative  for  immediate  wheal-and-flare 
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Comment 

In  the  case  of  the  medical  student,  the  eruption 
was  milder  than  that  of  the  patient  with  infectious 
mononucleosis.  This  was  probably  due  to  the 
lower  dose  taken  by  the  student.  Infectious  mo- 
nonucleosis may  have  intensified  the  eruption  in 
the  second  patient.9  In  this  case,  the  skin  showed 
greater  injury  when  examined  by  electron  micros- 
copy. Injury  to  the  lower  strata  of  epidermal  cells 
occurred  in  both  cases.  In  Case  2,  the  dermis  was 
involved  with  inflammatory  cells,  and  a subepider- 
mal  bulla  was  also  detected.  Indirect  immunoflu- 
orescent findings  were  positive  in  both  cases  for 
intercellular  stain  localized  during  the  acute  phase 
of  the  eruption.  It  is  possible  that  the  ampicillin 
or  a metabolite  of  ampicillin  alters  epidermal  pro- 
teins, particularly  around  the  basal  layer  rendering 
the  protein  antigenic.  The  late  occurrence,  often 
seven  or  more  days  after  beginning  therapy,  may 
represent  the  time  required  for  chemical  alteration 
of  the  proteins,  antibody  synthesis,  and  interac-j 
tion  of  antibodies  with  components  of  the  epider- 
mis. The  localization  of  damage  appears  to  occui 
primarily  in  the  lower  strata  of  the  epidermis 
This  is  a finding  similar  to  what  we  described  pre 
viously,  and  indicates  a relationship  to  the  situa 
tion  in  pemphigus  vulgaris.10  However,  there  ar< 
other  striking  differences  between  the  maculopa  j 
pular  eruption  following  ampicillin  and  pemphigu: 
vulgaris,  notably  the  perfunctory  nature  of  the 
antibody  response  in  the  ampicillin  eruption,  an< 
the  lack  of  clinical  progression  to  a more  serious  le 
sion. 

Indeed,  in  a study  of  14  children  with  this  typ  I 
of  rash  from  ampicillin,  who  were  continued  o ! 
therapy  with  ampicillin  despite  the  rash,  disap  ; 


pearance  of  rash  was  noted  in  every  case.6 

Our  own  observations  of  continuation  of  penicil- 
lin of  various  types,  despite  onset  of  late  maculo- 
papular  eruptions  in  adults,  is  similar  to  the  find- 
ings in  children.  These  observations  can  be  inter- 
preted to  indicate  that  an  allergic  mechanism  is 
operative  with  spontaneous  desensitization  rather 
than  with  a toxic  mechanism.  Although  the 
mechanism  involved  remains  speculative,  heredi- 
tary susceptibility  to  development  of  a drug  reac- 
tion of  this  type  probably  plays  an  important  role 
as  indicated  in  the  strong  family  history  of  reac- 
tions to  ampicillin  in  the  case  of  our  medical  stu- 
dent. Similar  studies  in  animals  clearly  point  to 
the  role  of  heredity  in  production  of  skin-sensitiz- 
ing antibodies.11  The  same  antibodies  are  incri- 
minated in  drug  reactions  of  the  anaphylactic  type 
in  man.  It  will  be  interesting  if  genetic  predispo- 
sition can  be  proved  for  specific  penicillin  anti- 
bodies in  man.  Recent  reports  indicate  linkage  of 
ragweed  immunoglobulin  E with  the  genetically 
determined  human  leukocyte  antigen  locus  in 
man;  such  demonstration  in  the  penicillin  system 
in  man  is  probably  only  a question  of  time.12 

Summary 

Two  cases  of  cutaneous,  maculopapular  reac- 
tions occurring  within  a week  or  more  after  start- 
ing therapy  with  ampicillin  were  studied  by  direct 
and  indirect  immunofluorescence  and  electron  mi- 
croscopy. Indirect  test  findings  were  positive  in 
both  cases,  and  one  also  showed  direct  staining  for 
immunoglobulin  G.  Electron  microscopic  findings 
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High  blood  acetaldehyde  levels  after  ethanol 
administration:  Difference  between  alcoholic 
-4 and  nonalcoholic  subjects* 

Acetaldehyde,  a product  of  ethanol  oxidation  in  the 
liver,  is  a metabolite  potentially  more  harmful  than  the 
ethanol  itself.  Its  toxicity  is  due  to  its  greater  reactivity 
and  lipid  solubility.  Since  little  is  known  about  acetal- 
dehyde blood  levels  after  alcohol  consumption,  this 


indicated  the  damage  was  primarily  located  at  the 
basal  layers  of  the  epidermis.  These  studies  indi- 
cate that  an  allergic  mechanism  rather  than  a toxic 
one  is  most  likely  operative  in  the  late  ampicillin 
eruptions. 
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higher  at  elevated  than  at  low  concentrations  of  ethanol 
and  that  this  difference  is  greater  in  alcoholics  than  in 
nonalcoholic  subjects. 

' Kornsten,  M.  A.,  et  al.:  New  England  J.  Med.  292:  386 
(Feb.  20)  1975. 
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Should  a 


specially  prepared 
package  insert 
be  made  available  to 


The  idea  of  a so-called  patient 
package  insert  has  been  around  for 
a long  time.  Many  physicians  already 
use  written  instruction  sheets  to 
provide  patients  with  information 
about  the  drugs  they  are  taking.  And 
some  physicians  give  verbal  instruc- 
tions; but  in  too  many  instances 
these  are  what  I call  eye-glazing  ex- 
ercises. I have  seen  patients  sit  with 
glazed  eyes  listening  to  a rapid-fire 
lecture  by  a hurried  physician  who 
has  20  people  out  in  his  waiting 
room.  These  patients  aren’t  given 
sufficient  understanding  and  there- 
fore do  not  follow  instructions.  So  I 
think  the  idea  of  an  official  package 
insert  for  patients  is  a good  one. 
Perhaps  we  should  really  think  of 
this  kind  of  information  simply  as  an 
extension  of  drug  labeling. 

The  benefits  of  patient  involvement 

Many  physicians  may  not  real- 
ize how  frequently  a patient  obtains 
his  drug  information  from  Aunt 
Tillie  or  the  next  door  neighbor.  And  : 
this  information  is  almost  always  «; 
bad  or  irrelevant  to  the  case  at  hand  r 
Furthermore,  the  incentive  to  go  j 
along  with  a prescribed  program  is  : 
slim  if  the  only  reading  matter  the  r 
patient  receives,  along  with  his  pre-  ; 
scription,  is  a bill. 

As  an  educator  I am  impresset 
by  the  principle  that  the  best  way  to 
get  someone  to  do  something  is  to 
involve  him  in  the  process.  So  the 


I think  there  are  advantages  a 
well  as  some  real  disadvantages  in 
a patient  package  insert.  When  you 
begin  to  use  semi-medical  or  medi- 
cal terms  to  describe  complication 
or  possible  sequelae  of  disease  or 
treatment,  you  may  frighten  the  pa 
tient— particularly  since  the  more 
highly  sophisticated  patient  is  not 
the  one  who  is  going  to  read  the  in- 
sert. The  patient  who  will  read  it  is 
the  one  most  susceptible  to  fright 
and  confusion  by  the  language. 

On  the  positive  side,  a packaf 
insert  will  probably  give  the  patien 
better  insight  into  why  he  is  being 
treated  the  way  he  is,  and  it  may 
give  the  physician  a little  bit  more 
time.  But  it  does  not  remove  from 
the  physician  the  need  or  obligatic 
to  explain  the  insert. 

Some  pitfalls  in  the  inclusion  of 
side  effects 

Certainly  a patient  should  be 
warned  of  the  possibility  of  seriou: 
side  reactions— to  know  what  the 
real  dangers  are.  But  it  doesn’t  do 
bit  of  good  to  indicate  that  a patiei 
on  oral  penicillin  may  develop  a 
rash,  itching,  or  a drop  in  blood 
pressure.  Or  that  he  may  faint.  I 
think  the  real  danger  is  that  fright 
engendered  by  the  insert  may  pos 
sibly  outweigh  the  potential  good. 


Ri  purpose  of  drug  information 
le  patient  is  to  get  his  coopera- 
* n following  a drug  regimen. 

taration  and  distribution  of 
il  nt  drug  information 

1 We  would  hope  to  amass  infor- 
aon  from  physicians,  medical 
Isties,  the  pharmaceutical  indus- 
Ind  centers  of  medical  learning. 
Hjltimate  responsibility  for  uni- 
r labeling  must,  however,  rest 
•the  Food  and  Drug  Administra- 
>i  There  is  nothing  wrong  with 
■agency  saying,  “this  informa- 
is  generally  agreed  upon  and 
©afore  it  should  be  used,”  as  long 
nr  process  for  getting  the  infor- 
a:>n  is  sound. 

1 Distribution  of  the  information 
anroblem.  In  great  measure  it 
ad  depend  on  the  medication  in 
wtion.  For  example,  in  the  case 
I injectable  long-acting  proges- 
iie,  we  would  think  it  mandatory 
l.ue  two  separate  leaflets— a 
c one  for  the  patient  to  read  be- 
getting the  first  shot  and  a long 
i o take  home  in  order  to  make  a 
l.ion  about  continuing  therapy, 
t s case,  the  information  might 

1®Jt  directly  on  the  package  and 
emovable  at  all.  But  for  a medi- 
an like  an  antihistamine  this 
fmation  might  be  issued  sepa- 
/,  thus  giving  the  physician  the 
I n of  distribution.  This  could 
jrve  the  placebo  use,  etc. 


ffthe  doctor  can  remove  that  fear 
) or  30  minutes  of  conversation. 

».  I’m  not  suggesting  that  we 
lold  any  information  from  the 
nt  because,  first  of  all,  it  would 
tally  dishonest  and  secondly,  it 
id  defeat  the  very  purpose  of  the 
nt.  I do  think  that  a patient  on  the 
1 control  pill  should  know  about 
incidence  of  phlebothrombosis. 

If  you’re  going  to  tell  a patient 
incidence  of  serious  adverse  re- 
I:  ns,  then  you  have  to  tell  him 
« concerned  medical  decision 
made  to  use  a particular  medi- 
n in  his  situation  after  careful 
'ideration  of  the  incidence  of 
'olications  or  side  effects. 


i :ionally  unstable  patients  pose 
cial  problem 

There  are  patients  who,  be- 
. e of  severe  emotional  problems, 
d not  handle  the  information 
"ained  in  a patient  package  in- 
' Yet  if  we  are  going  to  have  a 
f age  insert  at  all,  we  just  can’t 
v two  inserts.  I think  we  might 
■f  ly  have  to  tell  the  families  of 
d patients  to  remove  the  insert 

I the  package 

I I implications  of  the  patient 
age  insert 

: Just  what  effect  would  a pa- 


lt is  in  the  distribution  of  pa- 
tient information  that  the  pharma- 
cist may  get  involved.  As  profession- 
als and  members  of  the  health-care 
team  and  as  a most  important  source 
of  drug  information  to  patients, 
pharmacists  should  be  responsible 
for  keeping  medical  and  drug  rec- 
ords on  patients.  It  is  also  logical 
that  they  should  distribute  drug  in- 
formation to  them. 

Realistic  problems  must  be 
considered 

We  have  to  expect  that  the  in- 
troduction of  an  information  device 
will  also  create  new  problems.  First, 
how  can  we  communicate  complex 
and  sophisticated  information  to 
people  of  widely  divergent  socio- 
economic and  ethnic  groups?  Sec- 
ond, what  will  we  say?  And  third, 
how  can  we  counteract  the  negative 
attitude  of  many  physicians  toward 
any  outside  influence  or  input?  Hope- 
fully the  medical  profession  will  re- 
spond by  anticipating  the  problems 
and  helping  to  solve  them.  Assum- 
ing we  can  also  solve  the  difficulty 
of  communicating  information  to  di- 
verse groups  throughout  the  United 
States,  our  remaining  task  will  be 
the  inclusion  of  appropriate  material. 

What  information  is  appropriate? 

In  my  opinion,  technical,  chem- 
ical and  such  types  of  material 
should  not  be  included.  And  there  is 


no  point  in  the  routine  listing  of  side 
effects  like  nausea  and  vomiting 
which  seem  to  apply  to  practically 
all  drugs,  unless  it  is  common  with 
the  drug.  However,  serious  side  ef- 
fects should  be  listed,  as  should  in- 
formation about  a medication  that 
is  potentially  risky  for  other  reasons. 

Other  pertinent  information 
might  consist  of  drug  interactions, 
the  need  for  laboratory  follow-up, 
and  special  storage  requirements. 
What  we  want  to  include  is  informa- 
tion that  will  help  increase  patient 
compliance  with  the  therapy. 

Positive  aspects  of  patient  drug 
information 

Labeling  medication  for  the 
patient  would  accomplish  a number 
of  good  things:  the  patient  could  be 
on  the  lookout  for  possible  serious 
side  effects;  his  compliance  would 
increase  through  greater  under- 
standing; the  physician  would  be  a 
better  source  of  information  since 
he  would  be  freer  to  use  his  time 
more  effectively;  other  members  of 
the  health-care  team  would  benefit 
through  patient  understanding  and 
cooperation;  and,  finally,  the  physi- 
cian-patient relationship  would  prob- 
ably be  enhanced  by  the  greater 
understanding  on  the  part  of  the  pa- 
tient of  what  the  physician  is  doing 
for  him. 


tient  package  insert  have  on  mal- 
practice? We  could  try  to  avoid  any 
legal  implications  by  pointing  out 
that  the  physician  has  selected  a 
particular  medication  because,  in 
his  professional  judgment,  it  is  the 
treatment  of  choice.  For  instance, 
you  can’t  tell  everyonetaking  anti- 
histamines not  to  work  just  because 
a few  patients  develop  extreme 
drowsiness  which  can  lead  to  acci- 
dents. And  what  about  the  very  small 
incidence  of  aplastic  anemia  rarely 
associated  with  chloramphenicol? 

If,  based  on  sensitivity  studies  and 
other  criteria,  we  decide  to  employ 
this  particular  antibiotic,  we  do  so 
in  full  knowledge  of  this  serious  po- 
tential side  effect.  It’s  not  a simple 
problem. 

How  do  we  handle  an  insert  for  medi- 
cation used  for  a placebo  effect? 

With  rare  exceptions,  physi- 
cians no  longer  use  medications  for 
a placebo  effect.  This  question  does 
raise  the  issue  of  how  a patient  may 
react  to  receiving  a medication 
without  a package  insert. 

Preparation  of  the  package  insert 

The  development  of  the  insert 
ought  to  be  a joint  operation  be- 
tween physicians,  the  pharmaceuti- 
cal industry,theA.M.A.andtheF.D.A. 


I view  the  A.M.A.’s  role  as  a co- 
ordinator or  catalyst.  It  is  the  only 
organization  through  which  the  pro- 
fession as  a whole,  irrespective  of 
specialty,  can  speak.  It  has  relatively 
instant  access  to  all  the  medical  ex- 
pertise in  this  country.  And  it  can 
bring  that  professional  expertise  to- 
gether to  ensure  a better  package 
insert.  The  A.M.A.  can  work  in  con- 
junction with  the  industry  that  has 
produced  the  product  and  which  is 
ultimately  going  to  supply  the  insert. 

I don’t  think  we  should  rely,  or 
expect  to  rely,  on  legislative  com- 
mittees and  their  nonprofessional 
staffs  to  make  these  decisions  when 
it  is  perfectly  within  the  power  of 
the  two  groups  to  resolve  the  issues 
in  the  very  best  American  tradition — 
without  the  government  forcing  us 
to  do  it.  I think  the  F.D.A.  has  to  be 
involved,  but  I’d  like  them  to  become 
involved  because  they  were  asked 
to  become  involved. 


Pharmaceutical 
Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 
Washington,  D.C.  20005 
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It  is  felt  that  the  new  ways  of  providing  services 
should  be  explored  for  the  following  reasons:  (1) 

The  increased  costs  of  the  delivery  of  medical  and 
mental  health  services;  (2)  the  unequal  distribu- 
tion, or  even  the  absence  of  medical  professionals 
in  inner  cities  and  the  less  populated  parts  of  the 
county;  (3)  the  urgent  need  for  additional  pro- 
grams in  many  areas,  especially  in  the  treatment  of 
the  mentally  handicapped  for  which  no  funds  are 
available;  and  (4)  the  anticipated  increase  in  the 
need  of  medical  and  psychiatric  services  under  a 
program  of  national  health  insurance. 

Much  has  been  heard  about  the  serious  shortage 
of  physicians  and  other  related  professionals  in 
this  country.  However,  it  is  questionable  whether 
a real  shortage  of  these  professionals  exists,  and 
whether  the  shortage  is  not  caused  by  the  seg- 
mented system  of  delivery  of  services,  causing  du- 
plication, or  even  multiplication,  of  the  same  ser- 
vices in  some  parts  of  the  country,  and  providing 
minimal  or  no  services  at  all  in  others. 

The  segmented  system,  which  is  delivering  med- 
ical and  psychiatric  services  at  the  present  time, 
has  at  least  six  components  and,  therefore,  dupli- 
cation of  the  delivery  of  the  same  type  of  service  is 
likely  to  he  unavoidable.  It  consists  of  (1)  com- 
munity hospitals,  community  mental  health  cen- 
ters, and  other  treatment  facilities  and  programs 


in  the  community,  especially  in  the  areas  of  mental 
health,  alcoholism,  and  mental  retardation;  (2)  vet- 
erans’ hospitals;  (3)  state-operated  psychiatric  fa- 
cilities; (4)  university  teaching  hospitals;  (5)  pri- 
mary care  physicians  and  medical  specialists  in 
private  practice;  and  (6)  a few  private  hospitals. 

Objectives 

The  system  providing  the  medical  and  psychiat- 
ric services  should  meet  the  total  needs  of  the 
medically  and  mentally  disabled  through  joint 
local,  state,  and  Federal  planning.  And  the  same 
quality  care  should  be  available  in  urban  and  pop- 
ulous rural  areas  as  well  as  inner  cities  and  distant 
rural  areas  of  the  country. 

I believe  that  to  meet  these  considerations,  the 
delivery  of  the  needed  services  would  be  made 
much  more  effective  if  the  treatment  would  be 
provided  by  improved  community  treatment  pro- 
grams, especially  for  the  mentally  handicapped, 
enlarged  facilities  in  the  community  hospitals,  and 
new  smaller  multipurpose  regional  medical  and 
psychiatric  facilities  (regional  centers),  located 
near  the  patients’  homes.  It  is  anticipated  that 
the  operation  of  the  regional  centers  would  be  su- 
pervised by  a board  of  directors,  representing  the 
local,  state  and  Federal  providers  and  that,  in 
rural  areas,  the  regional  centers  would  be  provid- 
ing specialized  medical  and  psychiatric  care  for 
residents  of  several  neighboring  counties. 

The  regional  medical  and  psychiatric  centers 
should  be  providing: 

1.  The  more  specialized  types  of  treatments,  such  as 
treatment  for  cancer. 

2.  Highly  specialized  neurologic  evaluations  and 
other  treatment  facilities  and  services  which  a com- 
munity hospital  could  not  afford  because  of  the  ex- 
pensive equipment  and  unavailability  of  the  highly 
skilled  professionals  for  these  services. 

I believe  that  it  is  inappropriate,  and  at  times  even 
detrimental,  to  include  individuals  in  the  treatment 
programs  without  the  necessary  specialized  neurologic 
evaluations  which,  in  many  cases,  are  not  available  at 
the  present  time.  In  particular,  this  applies  to  chil- 
dren with  speech,  hearing,  and  learning  difficulties. 

3.  Longer  psychiatric  care,  rehabilitation,  and  habil- 
itation  treatment  programs  in  the  areas  of  mental 
health,  alcoholism,  mental  retardation,  and  for  pa-  I 
tients  with  other  developmental  disabilities.  Particu-  « 
lar  emphasis  should  be  placed  on  children’s  services 
and  the  need  for  treatment  programs  which  would 
allow  the  handicapped  to  develop  their  maximum 
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physical  and  emotional  skills  and  would  allow  them,  if 
possible,  to  remain  with  their  families  in  the  commu- 
nity and  to  become  gainfully  employable. 

4.  Training  facilities  for  professionals  in  medicine, 
clinical  psychology,  psychiatric  social  work,  nursing, 
rehabilitation,  and  other  related  fields. 

5.  Back-up  services  for  professionals  working  single- 
handed  at  county  mental  health  clinics  and  other 
community  facilities.  At  the  present  time  in  many 
counties,  especially  in  rural  areas,  at  the  mental 
health  clinics  which  are  serving  many  thousands  of 
people,  there  is  only  one  psychiatrist  and,  in  the  ab- 
sence of  the  psychiatrist,  there  is  no  pyschiatric  or 

I medical  coverage.  This  arrangement  frequently  pre- 
sents professional  as  well  as  legal  problems,  and  I be- 
lieve these  shortcomings  are  easily  avoidable  through 
staff  sharing  with  the  regional  centers.  Similar  ar- 
rangements can  also  be  applied  to  the  professionals 

(providing  medical  and  other  related  services  in  com- 
munity hospitals  and  other  treatment  facilities  in  the 
community. 

16.  Extended-care  facilities.  Experience  has  shown 
that  in  many  parts  of  the  nation,  the  medical  and  psy- 
chiatric treatment  of  the  individuals  requiring  this 
type  of  service  is  highly  unsatisfactory.  In  view  of 

I this,  it  is  recommended  that  these  senior  citizens 
should  undergo  care  where  good  psychiatric  and  med- 
ical treatment  facilities  are  available. 

Much  has  been  heard  about  the  shortage  of 
i medical  personnel  to  meet  even  the  minimal  medi- 
cal and  psychiatric  needs  of  individuals  who  hap- 
pen to  live  in  inner  cities  and  distant  rural  areas 
I where  physicians  and  other  medical  professionals 
do  not  prefer  to  practice  medicine.  Understand- 
ably, they  are  attracted  to  large  professional  com- 
munities which,  among  other  things,  also  provide 
: greater  professional  satisfaction  and  allow  the  pro- 
l fessionals  to  keep  abreast  of  the  latest  treatment 
methods  and  advances  in  their  respective  special- 
ties. 

They  are  encouraged  to  congregate  in  urban 
areas  by  the  present  segmented  system  of  delivery 
of  medical  and  mental  health  services.  If  we  ex- 
amine the  present  system  of  delivery  of  services, 
we  find  that  it  consists  of  at  least  six  main  seg- 
ments, which  tend  to  duplicate,  or  even  multiply, 
the  same  type  of  treatment  in  the  care  of  the  medi- 
cally and  mentally  disabled.  Unquestionably,  this 
arrangement  greatly  increases  the  cost  of  medical 
and  psychiatric  treatment  programs  in  this  nation. 
The  segmented  system  of  delivery  of  services  also 
cannot  meet  the  need  for  professional,  administra- 
tive, and  other  personnel  because  the  medical 
schools,  universities,  and  colleges  do  not  have  the 
facilities  for  additional  training  in  these  areas. 

Segments  of  medical  and  psychiatric  system 

Community  hospitals  and  community  treat- 
ment programs.  Community  hospitals  are  gen- 
erally providing  a w'ide  range  of  acute  medical  and 
surgical  care  at  the  present  time.  Regrettably, 


until  quite  recently,  with  very  few  exceptions, 
there  were  no  psychiatric  treatment  facilities 
available  for  psychiatric  patients  at  community 
hospitals.  However,  in  view  of  the  changing  con- 
cepts in  the  delivery  of  psychiatric  services,  it  is 
felt  that  it  should  be  mandatory  for  community 
hospitals  to  provide  the  psychiatric  treatment  fa- 
cilities, including  inpatient  services,  whenever  a 
new  hospital  is  erected  or  an  existing  one  renovat- 
ed. 

The  inpatient  services  would  allow  patients  to 
undergo  short-term  intensive  psychiatric  treat- 
ment in  the  local  community  and  to  maintain  close 
family  ties  during  the  hospitalization.  Further- 
more, it  is  hoped  that  treatment  in  the  community 
would  also  prevent  the  patients’  hospitalization  in 
long-term  psychiatric  treatment  facilities. 

It  should  be  noted  that  in  recent  years  more  em- 
phasis has  been  placed  on  the  involvement  of  the 
total  family  in  the  treatment  of  patients  with  emo- 
tional problems  because  experience  has  shown 
that  this  approach,  in  many  cases,  is  likely  to 
shorten  the  patients’  stay  in  the  hospital.  Unfor- 
tunately, family  therapy  is  not  possible  if  the  pa- 
tient has  to  undergo  treatment  in  a large  psychiat- 
ric facility  which,  quite  often,  is  a long  distance 
away. 

I also  believe  that,  if  at  all  possible,  initial  psy- 
chiatric evaluation  and  observation  of  patients 
should  be  done  in  community  hospitals  before  a 
decision  is  made  regarding  the  need  for  treatment 
in  a long-term  psychiatric  treatment  facility.  In 
my  experience,  this  arrangement  frequently  pre- 
vents long-term  hospitalization  in  another  facility 
and  allows  patients  to  receive  continuity  of  care  by 
the  same  professionals  who,  besides  providing  in- 
patient treatment,  are  also  treating  the  patient  in 
the  outpatient  clinic  before  and  after  the  hospitali- 
zation. 

Naturally,  in  localities  where  community  mental 
health  centers  are  available,  this  function  could  be 
assumed  by  the  mental  health  centers  and,  there- 
fore, there  would  be  no  need  for  a psychiatric  inpa- 
tient unit  at  the  local  hospital. 

It  is  my  understanding  that  a well-operated  psy- 
chiatric inpatient  unit  at  community  hospitals  is 
not,  at  least  in  rural  areas,  a revenue-losing  ser- 
vice. In  view  of  this,  many  millions  of  taxpayers’ 
dollars  would  be  saved,  which  at  the  present  time 
are  used  to  build  and  operate  large  state  and  Fed- 
eral psychiatric  facilities. 

Large  veterans’  hospitals.  Recently  there  has 
been  an  outcry  that  the  services  provided  by  veter- 
ans’ hospitals  are  not  adequate  and,  in  my  experi- 
ence in  psychiatry,  this  appears  to  be  justified  and 
seem  to  be  related  to  the  shortage  of  professional 
personnel. 

Large  state-operated  psychiatric  facilities. 

There  are  large  state-operated  psychiatric  facili- 
ties for  the  mentally  ill,  alcoholics,  the  mentally 
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retarded,  and  people  with  other  developmental 
disabilities.  In  many  cases,  the  physical  facilities 
are  old  or  even  unsuitable  for  occupancy,  and  the 
delivery  of  services  is  outmoded  and  highly  inade- 
quate. Also,  frequently,  the  psychiatric  facilities 
are  hundreds  of  miles  away  from  patients’  homes 
and,  therefore,  family  ties  are  severed  during  pa- 
tients’ hospitalizations. 

It  should  be  emphasized  that  the  delivery  of 
medical  and  psychiatric  services  for  veterans  and 
the  mentally  handicapped  in  most  states  is  admin- 
istered by  large  “over-saturated”  Federal  and 
state  departments. 

University  teaching  hospitals.  Medical  and 
psychiatric  facilities  at  university  teaching  hospi- 
tals are  generally  in  large  urban  areas  at  the 
present  time.  Also,  treatment  there  is  very  expen- 
sive, and  most  hospitals  are  selective  regarding  the 
patients  they  prefer  to  treat.  Therefore,  only  a 
small  portion  of  individuals  are  able  to  receive 
treatment  in  these  facilities,  which  is  costly  to  tax- 
payers. 

Primary  care  physicians  and  medical  spe- 
cialists working  in  private  practice.  It  is  felt 
that  for  various  reasons  fewer  physicians  are  will- 
ing to  become  primary  care  physicians.  In  view  of 
this,  more  medical  emergencies  and  treatments  are 
handled  by  hospital  emergency  services,  which  for- 
merly were  very  skillfully  provided  by  these  highly 
dedicated  physicians. 

Private  hospitals.  In  the  few  private  hospitals 
treatment  is  very  expensive  and,  therefore,  is 
available  to  only  a limited  number  of  individuals. 

Expenditures  for  programs 

The  expenditures  in  the  areas  of  medical  and 
psychiatric  services  are  mainly  in  five  areas: 

1.  Salaries  of  professionals  and  other 
employees  providing  the  services. 

2.  The  actual  cost  of  the  medical  and  psychiat- 
ric services  provided  by  the  professionals. 

3.  Operating  costs  of  the  physical  facilities. 

4.  Building  costs:  erection  of  new  physical  fa- 
cilities as  well  as  the  renovation  of  existing  older 
buildings. 

Unfortunately,  in  view  of  the  changing  concepts 
in  the  delivery  of  medical  and  psychiatric  services, 
by  the  time  a new  treatment  facility  is  erected  and 
ready  for  occupancy,  it  has  already  become  obso- 
lete or  has  a surplus  of  inpatient  beds,  or  frequent- 
ly has  no  physical  facility  for  more  advanced  treat- 
ment programs  which  have  developed  while  the 
buildings  were  constructed.  Because  of  this,  con- 
struction of  new  large  hospital  complexes  should 
be  discontinued  and  it  is  felt  that,  especially  in  the 
delivery  of  mental  health  services,  higher  priority 
should  be  given  to  the  establishment  of  new  pro- 
fessional and  supportive  positions  as  well  as  the 
creation  of  new  treatment  programs  in  local  com- 
munities, particularly  in  the  areas  of  children’s 


services,  the  mentally  retarded,  and  people  with 
other  developmental  disabilities.  I believe  that 
professionals  in  the  past  underestimated  the  abili- 
ty of  individuals  with  multiple  handicaps  to  live 
outside  an  institution  and  to  benefit  from  various 
rehabilitation,  habilitation,  and  other  treatment 
programs  in  the  community.  In  addition,  day- 
care programs  for  the  elderly  should  be  established 
in  suitable  physical  facilities  which  do  not  neces- 
sarily have  to  be  part  of  the  local  community  hos- 
pitals. Hopefully,  these  programs  would  avoid 
physical,  social,  and  emotional  isolation  which 
many  of  our  senior  citizens  are  experiencing  at  the 
present  time.  Moreover,  it  is  hoped  that  the  day- 
care programs  would  also  prevent  psychologic  and 
physical  problems  which  are  related  to  feelings  of 
isolation  and  frequently  require  hospital  inpatient 
treatment. 

I believe  that  consideration  should  be  given  to 
the  full  utilization  of  recently  erected  buildings 
and  the  use  of  suitable  physical  facilities  already 
available,  which  could  be  renovated  and  used  as 
regional  medical  and  psychiatric  centers.  It 
should  be  emphasized  that  in  recent  years  the 
trend  in  medicine  and  psychiatry  has  been  toward 
the  use  of  smaller  multipurpose  regional  centers  in 
the  delivery  of  services.  This  is  being  done,  not 
only  for  humanitarian  reasons,  but  for  professional 
and  financial  reasons  as  well.  There  is  no  reason 
why,  through  cooperative  efforts,  suitably  located 
state  psychiatric  facilities,  veterans’  hospitals, 
community  hospitals,  and  other  medical  facilities 
could  not  be  developed  into  regional  medical  and 
psychiatric  centers  without  great  cost  to  the  tax- 
payers. 

5.  To  meet  administrative  costs,  it  is  highly 
questionable  whether  there  is  need  for  the  over- 
saturated large  state  and  Federal  departments 
which,  at  the  present  time,  are  administering  the 
delivery  of  medical  and  psychiatric  services.  I be- 
lieve these  professionals  are  much  needed  and 
would  serve  better  by  being  involved  in  the  direct 
care  of  patients  or  in  the  administrative  work  at 
the  medical  and  psychiatric  regional  centers 
throughout  the  country. 

In  view  of  the  preceding  considerations,  I be- 
lieve that  the  psychiatric  services  which  at  the 
present  time  are  made  available  by  large  state  fa- 
cilities in  the  areas  of  mental  health,  alcoholism, 
mental  retardation,  and  for  people  with  other  de- 
velopmental disabilities,  could  more  effectively  be 
provided  by  community  hospitals,  community 
treatment  programs,  and  smaller  multipurpose  re- 
gional centers  in  the  future.  It  is  felt  that  the 
large  state  psychiatric  facilities,  with  the  exception 
of  specific  treatment  hospitals  for  legal  offenders, 
should  be  gradually  phased  out  and  the  employees 
transferred  to  community  treatment  programs. 
However,  it  should  be  emphasized  that  adequate 
community  programs  should  be  developed,  follow- 
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j up  treatment  provided,  and  suitable  housing  made 
I available  before  patients  are  released  from  the 
I state  or  federally  operated  facilities. 

II  believe  that,  except  for  very  specialized  ser- 
vices provided  by  veterans’  hospitals,  this  would 
; apply  equally  to  large  Federal  medical  and  psychi- 
I atric  facilities. 

Specific  considerations  in  delivery  of  psychiatric 
services 

Our  experience  tells  us  that  for  the  delivery  of 
any  mental  health  program  to  be  successful,  con- 
sideration should  be  given  in  the  following  areas: 
Consumers.  The  consumers  of  the  services,  or 
patients,  respond  more  favorably  to  the  treatment 
if  the  treatment  facility  is  in  the  local  community 
or  near  their  homes.  This  arrangement  does  not 
disrupt  family  ties  and  does  not  give  the  patient 
the  feeling  that  he  is  being  sent  far  away  because 
he  has  some  emotional  problems  which  require 
treatment  in  a psychiatric  facility.  Furthermore, 
patients  are  interested  in  the  continuity  of  treat- 
ment provided  by  the  same  professionals.  They 
should  also  have  the  opportunity,  if  possible,  to 
move  freely,  day  or  night,  from  outpatient  to  par- 
tial hospitalization,  inpatient,  and  rehabilitation 
and  vocational  services.  In  most  cases,  patients’ 
families  are  also  interested  in  having  the  individu- 
als near  their  homes  so  that  visits  to  the  hospital 
can  be  made  frequently  and.  therefore,  strong  fam- 
ily ties  can  be  maintained  during  the  patients'  hos- 
pitalization. Also,  they  should  be  given  the  op- 
portunity to  participate  in  the  family  therapy 
when  this  type  of  treatment  is  indicated.  It  is 
worth  emphasizing  that  for  psychologic,  social, 
and  financial  reasons,  patients  should  be  encour- 
aged to  remain  in  the  hospital  for  intensive  psychi- 
atric treatment  for  the  shortest  possible  periods  of 
time. 

Our  experience  has  shown  us  that  the  patients’ 
stay  in  the  hospital  is  likely  to  be  shortened  and 
they  respond  to  treatment  more  favorably  if  the 
treatment  is  provided  in  smaller  psychiatric  facili- 
ties in  attractive  physical  surroundings. 

In  the  delivery  of  mental  health  services,  fre- 
quently a lot  of  time  is  spent  in  deciding  whether 
the  patient  should  be  treated  in  a facility  for  the 
emotionally  ill  or  for  the  mentally  retarded.  As 
we  all  know,  often  it  is  very  difficult  to  decide 
whether  the  need  for  psychiatric  inpatient  treat- 
ment is  caused  by  mental  retardation  or  an  emo- 
tional illness.  In  view  of  this,  it  is  recommended 
that  by  unifying  services  under  the  leadership  of 
the  same  professionals,  the  patient  will  receive  the 
help  needed  without  unnecessary  delay,  in  a suit- 
ably located  part  of  the  same  physical  facility. 

The  location  of  a small  medical  and  psychiatric 
regional  center  near  the  patients’  homes  is  likely  to 
encourage  patients  to  seek  psychiatric  help  sooner 


and,  therefore,  would  make  their  treatment  easier 
and  shorten  the  stay  in  the  hospital. 

It  is  our  understanding  that  in  some  states,  a 
number  of  residents,  especially  those  suffering 
from  mental  retardation,  are  residing  in  buildings 
which  are  unsuitable  for  occupancy,  many  hun- 
dreds of  miles  away  from  their  families,  and  that 
most  of  their  families  would  very  much  like  to  wel- 
come these  individuals  back  home  and  help  them 
to  establish  close  family  ties  and  resettle  in  the 
community  wherever  possible.  Experience  has 
also  shown  that  only  a small  percentage  of  mental- 
ly retarded  patients  suffer  from  severe  or  profound 
impairment  of  their  intellectual  faculties  and, 
therefore,  require  long-term  treatment  in  struc- 
tured environments,  which  can  best  be  provided  in 
special  treatment  facilities.  Other  patients,  who 
are  in  most  cases  at  the  present  time  in  state  facili- 
ties, can  be  treated  in  well-organized  hostels  and 
family-care  homes  and  can  participate  in  treat- 
ment programs  in  local  communities. 

Here  again,  I believe  that  even  the  treatment  of 
severely  and  profound  mentally  retarded  individu- 
als is  likely  to  be  much  more  humane  if  it  is  carried 
out  in  small  regional  facilities  near  the  patients’ 
homes. 

For  various  reasons,  it  is  recommended  that 
every  effort  should  be  made  to  encourage  individu- 
als to  undergo  psychiatric  hospitalization  on  a vol- 
untary basis.  However,  where  involuntary  inpa- 
tient treatment  is  needed,  it  is  felt  that  state  laws 
should  be  amended  so  that  this  can  be  done  in  the 
community  hospitals  and  at  the  proposed  regional 
medical  and  psychiatric  centers  with  suitable 
treatment  facilities.  Unfortunately  in  most  states 
at  the  present  time,  individuals  who  require  inpa- 
tient treatment  and  are  unwilling  to  receive  psy- 
chiatric care  on  a voluntary  basis  must  be  commit- 
ted to  state-operated  facilities.  I believe  that  this 
practice  is  detrimental  to  the  success  of  the  psy- 
chiatric treatment  and  should  be  gradually  discon- 
tinued as  suitable  psychiatric  inpatient  treatment 
facilities  become  available  in  the  community. 

In  view  of  this,  it  is  recommended  that  state 
laws  be  amended  so  that  the  individuals  would  be 
committed  for  psychiatric  treatment  to  the  De- 
partment of  Mental  Hygiene  and  not  to  specific 
state  psychiatric  facilities.  The  local  director  of 
community  mental  health,  mental  retardation, 
and  alcoholism  services,  or  his  designee,  should  be 
given  the  authority  to  decide  whether  the  individ- 
ual is  suitable  for  involuntary  psychiatric  treat- 
ment in  the  local  facility  or  a regional  psychiatric 
center. 

In  my  experience,  many  individuals  are  suitable 
for  involuntary  treatment  in  local  psychiatric 
treatment  facilities;  I believe  that  these  proposed 
changes  in  state  commitment  laws  are  likely  to  re- 
duce greatly  the  admissions  to  state-operated  psy- 
chiatric facilities  and,  therefore,  save  many  mil- 
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lions  of  taxpayers’  dollars  in  the  delivery  of  psychi- 
atric services. 

Professionals.  The  professionals  working  in 
the  areas  of  mental  health,  mental  retardation, 
and  alcoholism  are  interested  in  providing  conti- 
nuity of  care  to  the  patients  they  are  working  with. 
In  other  words,  the  same  professional  seeing  the 
patient  as  an  outpatient  would  also  like  to  partici- 
pate in  the  treatment  programs  when  the  patient 
moves  to  day  or  night  partial  hospitalization,  an 
inpatient  unit,  rehabilitation,  and  vocational  pro- 
grams. This  goal  can  be  achieved  more  effectively 
if  the  psychiatric  facility  is  located  near  the  pa- 
tients’ homes  and  the  services  are  provided  by 
community  hospitals  or  regional  medical  and  psy- 
chiatric centers. 

The  professionals  are  also  very  much  interested 
in  working  very  closely  with  the  patients’  families, 
other  relatives,  and  local  agencies,  so  that  the  pa- 
tients’ stay  in  a psychiatric  treatment  facility 
would  be  shortened.  Experience  has  shown  that 
whenever  continuity  of  care  is  provided  by  the 
psychiatric  professionals,  besides  reducing  human 
suffering,  the  patients’  stay  in  the  hospital  is 
shortened,  resulting  in  considerable  saving  of  the 
taxpayers’  money. 

More  and  more  in  psychiatry,  the  team  concept 
is  being  used,  which  allows  the  professionals  with 
less  experience  in  the  fields  of  mental  health,  men- 
tal retardation,  and  alcoholism  to  participate  in 
the  decision-making  process  concerning  the  treat- 
ment programs  and  plans  for  the  patients’  disposi- 
tion. Through  this  arrangement,  the  principle  of 
participant  management  is  being  strengthened, 
and  by  using  this  approach,  for  psychologic  rea- 
sons, the  professionals  are  willing  to  provide  better 
treatment  to  the  patients.  Experience  has  shown 
that  this  approach  to  services  can  be  implemented 
much  better  in  smaller  psychiatric  facilities  be- 
cause decentralization  is  likely  to  be  more  effective 
at  such  treatment  centers. 

Unfortunately,  there  are  still  a number  of  state 
and  federally  operated  facilities  where  two  concur- 
rent systems  of  administration  as  well  as  delivery 
of  services  exist:  the  departmental  system  and 

the  unit  system.  Unquestionably,  this  arrange- 
ment requires  additional  full-time  professional- 
administrative  staff  and,  therefore,  fewer  experi- 
enced professionals  are  involved  in  direct  patient 
care  at  these  facilities.  Regrettably,  in  view  of 
these  arrangements,  individuals  are  deprived  of 
the  professional  help  they  would  otherwise  be  able 
to  obtain  if  complete  decentralization  of  the  facili- 
ties were  to  take  place. 

It  should  be  emphasized  that  concern  is  being 
expressed  by  professionals,  consumers  of  services, 
and  the  taxpayers  that  many  highly  qualified  and 
experienced  clinicians  and  other  professionals  are 
involved  in  administrative  work  or  teaching  on  a 


full-time  basis  and  are  not  participating  in  direct 
patient  care  at  the  height  of  their  professional  ca- 
reers. 

In  view  of  this,  and  understandably  so,  they  are 
wondering  whether  it  would  not  be  appropriate  for 
medical  schools  to  become  decentralized  and  to 
transfer  some  of  the  training  programs  to  suitable 
rural  areas.  I believe  that  the  taxpayers  of  the 
heartlands  of  this  nation,  whose  dollars  are  sup- 
porting these  educational  programs,  are  entitled  to 
adequate  medical  and  psychiatric  care  as  are  indi- 
viduals living  in  populous  urban  areas.  It  is  felt 
that  the  same  principle  of  decentralization  should 
also  apply  to  graduate  work  in  clinical  psychology, 
social  work,  nursing,  and  other  related  medical 
fields.  Through  this  arrangement,  it  is  hoped  that 
more  equal  distribution  of  professionals  through- 
out our  country  would  be  achieved  and  better 
medical  and  psychiatric  care  provided  by  highly 
skilled  experts  as  well  as  professionals  doing  grad- 
uate work. 

This  arrangement  would  also  allow  graduate 
students  to  prepare  themselves  for  professional 
work  away  from  highly  populous  urban  areas.  It 
would  also  help  to  establish  medical  communities 
in  rural  areas,  and,  therefore,  it  is  hoped  that  these 
communities  would  be  likely  to  find  it  easier  to  at- 
tract much-needed  professionals. 

Taxpayers.  Unquestionably,  in  view  of  the  ris- 
ing costs  of  medical  and  psychiatric  services,  the 
taxpayers  are  greatly  interested  in  seeing  to  it  that 
their  dollars  are  well  spent  and  that  adequate  ser- 
vice is  being  provided  to  individuals  with  emotion- 
al and  medical  problems.  They  would  like  to  see 
that  an  equal  percentage  of  their  dollars  is  spent  in 
rural  and  urban  areas  in  the  delivery  of  medical 
and  psychiatric  care. 

Our  experience  tells  us  that  better  treatment  in 
the  areas  of  mental  health,  mental  retardation, 
and  alcoholism  could  be  provided  if  greater  em- 
phasis were  placed  on  new  treatment  programs  as 
well  as  the  creation  of  additional  positions  for  new 
professionals,  instead  of  the  erection  of  new  build- 
ings or  the  renovation  of  existing  older  buildings 
many  miles  away  from  the  patients’  residence.  It 
is  believed  that,  besides  the  consumer  of  services, 
taxpayers  should  have  a greater  say  concerning  the 
delivery  of  medical  and  mental  health  services  and 
the  way  their  dollars  are  being  spent  in  these 
areas. 

It  is  felt  that  this  goal  could  be  accomplished 
much  more  easily  and  effectively  if  the  medical 
and  psychiatric  facility  would  be  located  in  the 
local  community;  the  existing  emotional  walls  be-; 
tween  large  state  and  Federal  facilities  and  the 
community  would  diminish  and  give  citizens  a 
much  better  understanding  of  the  needs  in  the 
areas  of  mental  health,  mental  retardation,  and  al 
coholism. 
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Conclusions 

In  this  proposal,  it  is  emphasized  that  the  deliv- 
ery of  medical  and  psychiatric  services  should  be 
consolidated,  and  the  treatment  facilities  at  com- 
munity hospitals  and  other  community  facilities 
enlarged  and  improved,  so  that  they  could  provide 
services  for  all  citizens  in  the  community,  includ- 
ing veterans  as  well  as  individuals  with  emotional 
problems.  Also,  the  development  of  additional 
community  treatment  programs  is  emphasized, 
especially  in  the  areas  of  mental  health,  alcohol- 
ism, mental  retardation,  and  for  people  with  other 
developmental  disabilities. 

The  suggestion  is  made  that  the  current  seg- 
mented system  of  delivery  of  services  should  be 
gradually  phased  out  through  joint  local,  state,  and 
Federal  planning  and  cooperation.  The  establish- 
ment of  new  multipurpose  medical  and  psychiatric 
regional  centers  near  the  patients’  homes  through- 
out the  nation  is  recommended,  not  only  for  hu- 
manitarian reasons,  but  for  professional  and  finan- 
cial reasons  as  well. 

In  addition,  it  is  suggested  that  the  medical 
communities  at  a regional  center  would  make  it 
easier  to  attract  professionals  to  inner  cities  and 
distant  rural  areas,  which  at  the  present  time  are 
experiencing  difficulties  recruiting  trained  person- 
nel. 

Recommendations  include  that  part  of  the  pro- 
fessional training  of  medical  students,  interns,  and 
residents  should  take  place  at  medical  and  psychi- 
atric regional  centers.  This  should  apply  equally 
to  the  training  of  clinical  psychologists,  psychiatric 
social  workers,  registered  nurses,  and  other  profes- 
sionals. Hopefully,  this  arrangement  would  en- 
courage medical  schools  and  other  educational  fa- 
cilities to  decentralize  and  provide  services  to  pa- 


in brief 

An  Idaho  trial  court  declared  that  setting  maximum 
limits  on  physicians’  liability  is  unconstitutional.  After 
passage  of  the  state’s  professional  liability  law  contain- 
ing maximum  limits,  the  Idaho  Medical  Association 


tients,  not  only  in  urban,  but  also  in  rural  areas 
where,  at  the  present  time,  only  limited,  or  in 
many  cases,  no  medical  or  psychiatric  services  are 
available. 

The  suggestion  is  made  that  consideration 
should  be  given  to  the  gradual  phasing  out  of  large 
state-operated  psychiatric  as  well  as  veteran  facili- 
ties as  soon  as  adequate  treatment  programs  are 
developed  in  local  communities.  Also,  it  is  ques- 
tioned whether  there  is  need  for  the  oversaturated 
central  offices,  which  at  the  present  time  adminis- 
ter the  delivery  of  state  psychiatric  services  as  well 
as  the  delivery  of  services  by  veterans’  hospitals. 

The  construction  of  new  large  state  psychiatric 
facilities  and  veterans’  hospitals  should  be  discon- 
tinued and  the  building  funds  made  available  for 
the  training  and  employment  of  additional  profes- 
sionals as  well  as  the  establishment  of  new  com- 
munity treatment  programs.  However,  emphasis 
should  be  placed  on  the  maximal  utilization  of  ex- 
isting suitable  physical  facilities  near  the  patients’ 
homes  in  the  delivery  of  medical  and  psychiatric 
services. 

It  is  recommended  that  individuals  should  be 
encouraged  to  undergo  psychiatric  hospitalization 
on  a voluntary  basis.  However,  where  involuntary 
inpatient  treatment  is  needed,  it  is  advocated  that 
the  state  laws  should  be  amended  so  that  this  can 
be  done  in  the  community  hospitals  and  the  pro- 
posed regional  medical  and  psychiatric  centers 
with  suitable  treatment  facilities. 

A proposal  has  also  been  made  concerning  day- 
care programs  and  more  adequate  treatment  facili- 
ties for  the  senior  citizens. 

Aurelia  Osborn  Fox  Memorial  Hospital 
1 Norton  Avenue 
Oneonta,  New  York  13820 


sought  an  advisory  decision  by  the  state’s  Supreme 
Court  on  the  constitutionality  of  the  provision.  The  re- 
quest was  rejected.  In  a case  before  the  trial  court,  the 
maximum  limit  provision  was  declared  unconstitutional. 
The  case  will  now  he  appealed  to  the  Idaho  Supreme 
Court. 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 


including  barbiturates,  and  procaine  penicillin  preparations;! 
should  not  be  used.  Antihistamimcs  appear  beneficial  in  treat  | 
ment  of  procaine  reaction. 


In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication.  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermallyO.1  cc.  ofal  to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus  j| 


ceptible  organisms.  Constant  observation  of  the  patient'  is  essen  | 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  durinc^ 
therapy,  discontinue  penicillin  and  take  appropriate  measures.  1 

If  allergic  reaction  occurs,  withdraw  penicillin  unless,  in  th«B 
opinion  of  the  physician  the  condition  being  treated  is  lifeH 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  priman[( 
or  secondary  syphilis,  perform  proper  diagnostic  procedures!' 
including  darkfield  examinations.  In  all  cases  in  which  concomiij 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  aff 
least  four  months. 


Adverse  Reactions:  (Penicillin  has  significant  index  of  senj 


1(1 


iiPl 


sitization)  skin  rashes,  ranging  from  maculopapular  eruptions  tr 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reaction;! 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Sever-  5) 
and  often  fatal  anaphylaxis  has  been  reported. (See  "Warnings.") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  ha 
been  reported. 

Dosage  and  Administration  : Administer  only  by  deep  mtra 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  infant 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferablf  hj 
When  doses  are  repeated,  vary  injection  site.  Before  mjectior 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  bloo 
appears,  remove  needle  and  inject  in  another  site 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  dt 
creased  susceptibility  to  penicillin,  this  resistance  is  relative,  nc 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choic< 
Physicians  are  cautioned  not  to  use  less  than  recommende 
doses. 

Gonorrheal  infections  (uncomplicated) -Men  or  Women:  4 
million  units  intramuscularly  divided  into  at  least  two  doses  an 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  or, 
probenecid,  preferably  given  at  least  30  minutes  prior  to  mjecfiort- 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  shour 
be  individualized  using  large  amounts  of  short-acting  penicillii 
Gonorrheal  endocarditis  should  be  treated  intensively  wit 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  ft 
gonorrhea  (male  and  female)  is  accomplished  with  same  trea 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vem 
real  Disease  Branch,  U.S.  Dept.  H.E.W,  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therap 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  othe 
wise,  a culture  specimen  should  be  obtained  from  the  anteriiL’., 
urethra.  In  the  female,  culture  specimens  should  be  obtame 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persis 
3 or  more  days  following  initial  therapy  and  smear  or  cultu 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  uni 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  f< 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  uni 
aqueous  procaine  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  f 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  wl 
also  have  syphilis  should  be  given  additional  treatment  appr 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-c 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  su 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5j 
lecithin,  0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  metft) 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc.  vi 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabiT 
aqueous  suspension  with  sodium  citrate  buffer  and  approxim 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povid- 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene 
monopalmitate,  1.2  mg.  methyl  paraben,  and  0.14  mg, 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 


On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


N SYPHILIS 

NJECTION 

BicillinL-A 

STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
•enicillin  G,  which  is  also  the  drug  of  choice 
or  prophylaxis  after  exposure.  Administra- 
ion  of  2.4  million  units  (1.2  million  in  each 
luttock)  usually  cures  most  cases  of  primary, 
econdary  and  latent  syphilis  with  negative 
pinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
•sensitive  microorganisms  that  are  susceptible  to  the  low  and 
' Bry  prolonged  serum  levels  common  to  this  particular  dosage 
irm.  Therapy  should  be  guided  by  bacteriological  studies  (m- 

• udmg  sensitivity  tests)  and  by  clinical  response 

The  following  infections  will  usually  respond  to  adequate 
osage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
actions: Syphilis,  yaws,  beiei  and  pmta 

For  deep  Intramuscular  injection  only. 
Contraindication:  Previous  hypersensitivity  reaction  to  any 
lenicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
thylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
equent  following  parenterai  therapy  but  has  occurred  with  oral 
enicillms.  These  reactions  are  more  apt  to  occur  in  individuals 
•ith  history  of  sensitivity  to  multiple  allergens 

• Severe  hypersensitivity  reactions  with  cephalosporins  have 
een  well  documented  in  patients  with  history  of  penicillin  hyper- 
ensitivity.  Before  penicillin  therapy.  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 

llergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
nth  usual  agents,  e g.,  pressor  amines,  antihistamines  and  corti- 
'osteroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated 
Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptibleorganisms  including  fungi.  Take  appropriate  measuies 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapuiar  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopenia.  thrombo- 
cytopenia. neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphiiitics.  Jansch  Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis -Primary,  secondary  and  latent— 2.4  million  units 
(i  dose). 

Late  (tertiary  and  neurosyphilis)  —2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age.  50.000  units/Kg.  body 
weight:  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  Intramuscular 
injection  m the  upper  outer  quadrant  of  the  buttock  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  m a 
blood  vessel.  If  bicod  appears,  remove  the  needle  and  inject  m 
another  site. 

Composition:  Units  benzathine  penicillin  G (as  active  in- 
gredient): 2.400.000  units  in  4-cc.  single  dose  disposable  syringe 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethyicellulose.  0.6%  povidone,  0.1%  methylparaben,  and 
0.01%  propylparaben.  300,000  units  per  cc— 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg  povidone.  1 mg.  carboxymethyicellulose. 
0.5  mg.  sorbitan  monopalmitate.  0.5  mg  polyoxyethylene  sorbitan 
monopalmitate.  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 


Wyeth  Laboratories 

Philadelphia,  Pa.  19101 


No  (HSM)  73-8195. 


Obituaries 


Margit  Aczel,  M.D.,  of  Orangeburg,  died  on  August  10 
at  the  age  of  eighty.  Dr.  Aczel  received  her  medical  de- 
gree from  the  University  of  Budapest  in  1917.  She  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Allentuck,  M.D.,  of  New  York  City,  died  on 
October  29  at  the  age  of  seventy-one.  Dr.  Allentuck 
graduated  in  1936  from  Long  Island  College  of  Medi- 
cine. He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  (Psychiatry)  and  a member  of 
the  American  Psychiatric  Association,  the  American 
Academy  of  Psychoanalysis,  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  William  Aschner,  M.D.,  of  Great  Neck,  died  on 
October  21  at  the  age  of  eighty-six.  Dr.  Aschner  gradu- 
ated in  1912  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a consulting  urologist  at 
Brookdale  Hospital  Center  and  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  (and  also  a consulting  sur- 
geon there),  and  an  honorary  surgeon  at  North  Shore 
Hospital.  Dr.  Aschner  was  a Diplomate  of  the  Ameri- 
can Board  of  Urology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Urological 
Association,  the  American  Gastro-Enterological  Associ- 
ation, the  Nassau  Academy  of  Medicine,  the  New  York 
Pathological  Society,  the  Nassau  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  J.  Ashe,  M.D.,  of  Neponsit  and  Rockaway 
Park,  died  on  May  19  at  the  age  of  seventy-one.  Dr. 
Ashe  graduated  in  1927  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was  ar  emer- 
itus cardiologist  at  Brookdale  Hospital  Medical  Center. 
Dr.  Ashe  was  a Fellow  of  the  American  College  of  An- 
giology,  a Fellow  of  the  American  College  of  Cardiology, 
and  a member  of  the  American  Geriatrics  Society,  the 
New  York  Cardiological  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Edgar  Coleman  Beck,  M.D.,  of  Buffalo,  died  on  No- 
vember 8 at  the  age  of  seventy-nine.  Dr.  Beck  gradu- 
ated in  1919  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a consulting  physician  at  Buffalo 
General  Hospital  and  an  honorary  physician  in  medicine 
at  the  Edward  J.  Meyer  Memorial  Hospital.  Dr.  Beck 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  Erie  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Thomas  Eden  Bishop,  M.D.,  of  Minoa,  died  on  No- 
vember 4 at  the  age  of  fifty-four.  Dr.  Bishop  graduated 
in  1945  from  Syracuse  University  College  of  Medicine. 
He  was  a member  of  the  Onondaga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Julius  Martin  Blank,  M.D.,  of  New  York  City,  died  on 
October  24  at  the  age  of  eighty.  Dr.  Blank  graduated  in 
1916  from  Long  Island  College  Hospital. 

Theodore  Bliss,  M.D.,  of  Hants,  England,  formerly  of 
New  York  City,  died  on  August  26  at  the  age  of  ninety- 
four.  Dr.  Bliss  graduated  in  1904  from  Cornell  Univer- 
sity Medical  College.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

George  Warren  Blueglass,  M.D.,  of  Schenectady,  died 
on  June  7 at  the  age  of  sixty-one.  Dr.  Blueglass  gradu- 
ated in  1945  as  a licentiate  of  the  Royal  College  of  Phy- 
sicians and  Surgeons  Edinburgh  and  Glasgow.  He  was 
an  associate  member  of  the  medical  staff  of  Ellis  Hospi- 
tal. Dr.  Blueglass  was  a member  of  the  Schenectady 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Gotthard  Booth,  M.D.,  of  New  York  City,  died  on  No- 
vember 15  at  the  age  of  seventy-six.  Dr.  Booth  received 
his  medical  degree  from  the  University  of  Munich  in 
1923.  He  was  a member  of  the  American  Psychiatric 
Association,  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Joseph  Wilson  Bradley,  M.D.,  of  Syracuse,  died  on 
November  11  at  the  age  of  sixty-six.  Dr.  Bradley  gradu- 
ated in  1935  from  Georgetown  University  School  of 
Medicine.  He  was  a senior  psychiatrist  at  St.  Joseph’s 
Hospital  Health  Center  and  an  associate  psychiatrist  at 
Crouse-Irving  Memorial  Hospital.  Dr.  Bradley  was  a 
member  of  the  American  Psychiatric  Association,  the 
Syracuse  Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Willis  Wild  Bradstreet,  M.D.,  of  Webster,  died  on  No- 
vember 16  at  the  age  of  eighty-six.  Dr.  Bradstreet  grad- 
uated in  1914  from  Eclectic  Medical  College,  Cincinnati. 
Dr.  Bradstreet  was  a member  of  the  American  Public 
Health  Association,  the  Rochester  Academy  of  Medi- 
cine, the  Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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William  Hollenback  Cary,  M.D.,  of  Sayre,  Pennsylva- 
nia, formerly  of  Barton,  died  on  May  11  at  the  age  of 
ninety-one.  Dr.  Cary  graduated  in  1905  from  Syracuse 
University  College  of  Medicine.  He  had  been  a consult- 
ing obstetrician  and  gynecologist  at  Brooklyn-Cumber- 
land  Medical  Center.  Dr.  Hollenback  was  a Fellow  of 
the  American  College  of  Surgeons  and  a member  of  the 
New  York  Obstetrical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Michael  Edward  Cavallo,  M.D.,  of  Long  Beach,  died 
on  October  26  at  the  age  of  eighty-one.  Dr.  Cavallo 
graduated  in  1916  from  the  University  of  Maryland 
School  of  Medicine  and  College  of  Physicians  and  Sur- 
geons. He  was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Louis  Henry  Chely,  M.D.,  of  Tonawanda,  died  on  July 
25  at  the  age  of  seventy-seven.  Dr.  Chely  graduated  in 
1923  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  surgeon  at  Sisters  of  Charity  Hospi- 
tal of  Buffalo.  Dr.  Chely  was  a member  of  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Henry  Cole,  M.D.,  of  Cambridge,  died  on  Au- 
gust 14  at  the  age  of  sixty.  Dr.  Cole  graduated  in  1940 
from  New  York  University  School  of  Medicine.  He  was 
an  attending  general  practitioner  at  the  Mary  McClellan 
Hospital.  Dr.  Cole  was  a member  of  the  Washington 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 


(Louis  John  Di  Lorenzo,  M.D.,  of  The  Bronx,  died  on 
October  20  at  the  age  of  eighty-one.  Dr.  Di  Lorenzo 
graduated  in  1924  from  New  York  Homeopathic  Medi- 
cal College  and  Flower  Hospital.  He  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Berthold  Fleischmann,  M.D.,  of  The  Bronx,  died  on 
September  25  at  the  age  of  seventy-eight.  Dr.  Fleisch- 
mann graduated  in  1922  from  the  University  of  Mary- 
land School  of  Medicine  and  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  Bronx  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  George  Goldman,  M.D.,  of  New  York  City,  died 
on  October  10  at  the  age  of  eighty-eight.  Dr.  Goldman 
graduated  in  1910  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
New  \ork  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Seymour  L.  Gurchin,  M.D.,  of  New  York  City,  died  on 
October  6 at  the  age  of  sixty-one.  Dr.  Gurchin  gradu- 


ated in  1945  from  Chicago  Medical  School.  He  was  an 
attending  psychiatrist  at  Meyer-Manhattan  Psychiatric 
Hospital.  Dr.  Gurchin  was  a member  of  the  American 
Psychiatric  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Bela  Gyorky,  M.D.,  of  New  York  City,  died  on  Novem- 
ber 7 at  the  age  of  eighty-six.  Dr.  Gyorky  received  his 
medical  degree  from  the  University  of  Budapest  in  1912. 
He  was  a member  of  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morris  Hoffman,  M.D.,  of  Flushing  and  Bayside,  died 
on  October  14  at  the  age  of  eighty-three.  Dr.  Hoffman 
graduated  in  1917  from  Tufts  University  School  of  Med- 
icine. He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  Jacobs,  M.D.,  of  New  York  City,  died  on  No- 
vember 23  at  the  age  of  seventy-four.  Dr.  Jacobs  gradu- 
ated in  1925  from  Cornell  University  Medical  College. 
He  was  an  adjunct  urologist  at  the  Hospital  for  Joint 
Diseases  and  a senior  clinical  assistant  (off  service)  urol- 
ogist at  The  Mount  Sinai  Hospital.  Dr.  Jacobs  was  a 
member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Association. 

Emanuel  Klempner,  M.D.,  of  New  York  City,  died  on 
November  9 at  the  age  of  sixty-seven.  Dr.  Klempner 
graduated  in  1932  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  an  associate  (off  ser- 
vice) obstetrician  and  gynecologist  at  The  Mount  Sinai 
Hospital  and  a consulting  obstetrician  and  gynecologist 
at  St.  Luke’s  Hospital  Center.  Dr.  Klempner  was  a Di- 
plomate  of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of  Medicine, 
the  New  York  Obstetrical  Society,  the  New  York  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Fritz  Landsberg,  M.D.,  of  Watkins  Glen,  died  on  Octo- 
ber 19  at  the  age  of  seventy-three.  Dr.  Landsberg  re- 
ceived his  medical  degree  from  the  University  of  Berlin 
in  1926.  He  was  a member  of  the  medical  staff  at 
Schuyler  Hospital  (Montour  Falls).  Dr.  Landsberg  was 
a member  of  the  American  Academy  of  Family  Physi- 
cians, the  Geneva  Academy  of  Medicine,  the  Schuyler 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ludwig  Litten,  M.D.,  of  Rochester,  died  on  November 
14  at  the  age  of  seventy-seven.  Dr.  Litten  received  his 
medical  degree  from  the  University  of  Munich  in  1922. 
He  was  a consulting  obstetrician  and  gynecologist  at 
Highland  Hospital  of  Rochester  and  an  honorary  obste- 
trician and  gynecologist  at  Park  Avenue  Hospital.  Dr. 
Litten  was  a Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists  and  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical  So- 
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ciety,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alfred  Abraham  Orans,  M.D.,  of  Westbury,  died  on 
November  14  at  the  age  of  sixty-eight.  Dr.  Orans  grad- 
uated in  1934  from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  an  assistant  obstetrician  and  gynecologist  at  Mercy 
Hospital  (Rockville  Centre).  Dr.  Orans  was  a member 
of  the  Nassau  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Thomas  William  Revak,  M.D.,  of  Spring  Valley,  died 
on  October  23  at  the  age  of  thirty-six.  Dr.  Revak  gradu- 
ated in  1967  from  Cornell  University  Medical  College. 


Maurice  Thaler,  M.D.,  of  Flushing  and  Forest  Hills, 
died  on  November  14  at  the  age  of  fifty-nine.  Dr.  Thal- 
er graduated  in  1942  from  Chicago  Medical  School.  He 
was  an  assistant  (inactive)  physician  in  internal  medi- 
cine at  Queens  Hospital  Center.  Dr.  Thaler  was  a mem- 
ber of  the  American  Academy  of  Family  Physicians,  the 
Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Irving  Van  Woert,  M.D.,  of  Delmar,  died  on  October 
21  at  the  age  of  eighty-four.  Dr.  Van  Woert  graduated 
in  1917  from  Albany  Medical  College.  He  was  a mem- 
ber of  the  Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


John  Peter  Schneble,  M.D.,  of  Woodhaven,  died  on 
October  30  at  the  age  of  eighty-eight.  Dr.  Schneble 
graduated  in  1908  from  Long  Island  College  Hospital. 
He  was  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Schuman,  M.D.,  of  New  York  City,  died  on 
November  4 at  the  age  of  seventy-three.  Dr.  Schuman 
graduated  in  1927  from  Long  Island  College  Hospital. 
He  was  a consulting  physician  in  chest  diseases  at  Beek- 
man-Downtown  Hospital.  Dr.  Schuman  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a Fel- 
low of  the  American  College  of  Chest  Physicians,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Charles  Edward  Ward,  Jr.,  M.D.,  of  Yonkers,  died  on 
November  6 at  the  age  of  fifty-nine.  Dr.  Ward  gradu- 
ated in  1942  from  Georgetown  University  School  of 
Medicine.  He  was  an  assistant  physician  at  St.  John’s 
Riverside  Hospital.  Dr.  Ward  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Charles  Weinreb,  M.D.,  of  New  York  City,  died  on 
September  30  at  the  age  of  eighty.  Dr.  Weinreb  gradu 
ated  in  1919  from  Long  Island  College  Hospital.  He 
was  an  honorary  consulting  physician  in  physical  medi- 
cine and  rehabilitation  at  Morrisania  City  Hospital. 
Dr.  Weinreb  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Ann  Matlack  Shearman,  M.D.,  of  New  York  City,  died 
on  September  18  at  the  age  of  seventy.  Dr.  Shearman 
graduated  in  1945  from  Woman’s  Medical  College  of 
Pennsylvania.  She  was  a senior  attending  physician  in 
endocrinology  and  metabolism  at  the  New  York  Infir- 
mary. Dr.  Shearman  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Suna,  M.D.,  of  Hollywood,  Florida,  formerly  of 
Brooklyn,  died  on  September  16  at  the  age  of  sixty-six. 
Dr.  Suna  received  his  medical  degree  from  the  Universi- 
ty of  Geneva  in  1935.  Retired,  he  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medi  - 
cal Association. 

Peter  Stephen  Sykowski,  M.D.,  of  Schenectady,  died 
on  June  24  at  the  age  of  sixty-three.  Dr.  Sykowski  grad- 
uated in  1940  from  Albany  Medical  College.  He  was  an 
assistant  ophthalmologist  at  St.  Clare’s  Hospital.  Dr. 
Sykowski  was  a Diplomate  of  the  American  Board  of 
Ophthalmology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  American  Geri- 
atrics Society,  the  Schenectady  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Paul  Wermer,  M.D.,  of  New  York  City,  died  on  No- 
vember 18  at  the  age  of  seventy-seven.  Dr.  Wermer  re- 
ceived his  medical  degree  from  the  University  of  Vienna 
in  1922.  He  was  a Diplomate  of  the  American  Board  oi 
Internal  Medicine  and  a member  of  the  New  York  Acad 
emy  of  Medicine,  the  New  York  County  Medical  Soci 
ety,  the  Medical  Society  of  the  State  of  New  York,  anc 
the  American  Medical  Association. 


Samuel  A.  Wolfe,  M.D.,  of  Valley  Stream,  died  on  Oc 
tober  27  at  the  age  of  seventy-nine.  Dr.  Wolfe  gradu 
ated  in  1918  from  University  and  Bellvue  Hospital  Med 
ical  College.  He  was  a consulting  obstetrician  anc; 
gynecologist  at  Jewish  Hospital  and  Medical  Center  o 
Brooklyn,  and  a consulting  pathologist  there,  and  a con 
suiting  obstetrician  and  gynecologist  at  Long  Island  Col 
lege  Hospital.  Dr.  Wolfe  was  a Diplomate  of  the  Ameri 
can  Board  of  Obstetrics  and  Gynecology,  a Fellow  of  th< 
American  College  of  Surgeons,  and  a member  of  th< 
American  Association  of  Obstetricians  and  Gynecolo 
gists,  the  New  York  Obstetrical  Society,  the  Medical  So 
ciety  of  the  County  of  Kings,  the  Medical  Society  of  th 
State  of  New  York,  and  the  American  Medical  Associa 
tion. 

Barney  Worken,  M.D.,  of  The  Bronx,  died  on  Octobe 
16.  Dr.  Worken  graduated  in  1925  from  Long  Islam 
College  Hospital.  He  was  a Diplomate  of  the  America 
Board  of  Pathology  (Pathologic  Anatomy). 
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Baltimore  City  Health  Department 
Medical  Horizons 

KOCH  CENTENNIAL  SYMPOSIUM 
THE  CHALLENGES  OF  AMBULATORY  CARE  OF  TUBERCULOSIS 

20-21  February  1976 
Hilton  Hotel,  Baltimore,  Maryland 

Program  Coordinator:  David  Glasser,  M.D.,  M.P.H. 


I7»»7 


WALLACE  FOX,  Director  of  the  British  Medical  D.  A.  MITCHISON,  Professor  of  Bacteriology 

Research  Council,  Tuberculosis  and  Chest  and  Director  of  the  Department  of  Bacterio- 

Disease  Unit,  London.  and  logy,  Royal  Postgraduate  Medical  School,  London 


1)KS.  UK V N't  >U)  KK<  >\\  N.  GE< >RGE COMSTOCK,  PAUL  DAVIDSON, LAURENCE  FARER, 
DAVID  GLASSER,  PRICILLA  LAWS,  GARDNER  MIDDLEBROOK,  JERRY  MITCHELL, 
ALLAN  MOODIE,  THOMAS  MOULDING,  LEE  REICH  MAN,  RICHARD  RILEY,  JOHN 
SBARBARO,  WILLIAM  STEAD. 


Topics 

The  Challenges  of  Ambulatory  Care  of  Tuberculosis,  • The  Reclassification  of  Tuberculosis  • Path- 
ogenesis of  Tuberculosis  • Periodic  Recall  • The  Radiobiologic  Risks  of  Diagnostic  Radiation  • 
The  Infectiousness  of  Tuberculosis  • Drug  Resistance  in  Tuberculosis  • Clinical  Principles  of  Modern 
Chemotherapy  • Mycobacteriologic  Considerations  in  Contemporary  Chemotherapy  • Intermittent 
Chemotherapy  • Short-Course  Chemotherapy  • Assessing  Self-Administered  Therapy  • Treatment 
Successes  and  Treatment  Failures  • Biological  and  Economic  Costs  to  the  Consumer  of  X-Irradiation  • 
Competing  Biologic  Risks  in  Preventing  Tuberculosis  • Epidemiology  and  Isoniazid  Chemopreventive 
Treatment  • The  Mechanism  of  Isoniazid  Hepatotoxicity  • The  Role  of  BCG  in  Preventing  Tuberculo- 
sis in  the  U.S. 


• FEE:  Including  refreshments,  lunches,  parking  - $10.00  (Gratis  to  medical  students,  interns 

and  residents  who  apply). 

For  Further  details  and  application  form,  apply  to:  Sheldon  Elman,  Baltimore  City  Health  Department,  Division 
of  Tuberculosis  Control,  111  N.  Calvert  Street,  C-232,  Baltimore,  Maryland  21202.  Telephone:  (301)  396-4444. 
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proficiency  testing  since  each  approach  was  reported  to 
have  produced  significant  improvement  in  laboratory 
performance.  The  New  York  City  representative,  Syl- 
via Blatt,  M.S.,  stated  that  the  only  good  proficiency 
testing  was  with  specimens  hand-carried  to  a laboratory 
by  an  unannounced  inspector  who  watched  to  see  that 
the  test  was  done  on-site.  The  success  of  New  York 
City’s  program  was  alleged  to  be  due  to  such  unan- 
nounced, on-site  testing. 

Roderick  Hamblin,  M.P.H.,  of  the  State  of  California, 
reported  great  improvement  in  laboratories  since  profi- 
ciency testing  was  introduced  in  1969.  The  California 
program  refrains  from  running  its  own  proficiency  test- 
ing program  in  the  manner  of  New  York  State,  on  the 
ground  that  alternatives  to  expansion  of  State  services 
were  available  in  the  private  sector.  California  requires 
all  laboratories  to  be  licensed,  including  physicians’  of- 
fices, (New  York  State,  please  note)  and  requires  all  lab- 
oratories to  participate  in  a proficiency  testing  program 
meeting  standards  established  by  the  State.  He  found 
value  in  California  being  part  of  a system  of  nationwide 
evaluation  rather  than  only  statewide.  He  further  ob- 
served that  he  uses  only  mailed  specimens  for  California 
testing  because  the  “.  . . less  regulating  and  punitive  the 
proficiency  testing  program  the  less  is  the  desire  to 
cheat  and  handle  specimens  in  non-routine  fashion  . . . 


M.  A.  Buttolph,  Ph.D.,  described  the  professional  as- 
r sessment  system  in  the  United  Kingdom  where  there  is 
a National  Health  Service.  Standards  are  established 


by  professional  organizations  only,  and  they  are  expect- 
ed to  take  steps  to  assist  a laboratory  performing  poorly 
on  unknown  specimens.  Only  appropriate  panels  of 
professionals  receive  identification  of  a poor  laboratory 
and  they  undertake  the  necessary  education  in  clinical 
chemistry,  hematology,  etc.,  as  needed. 

The  essence  of  the  Conference  was  the  cheerful  news 
that  laboratory  performance  is  improving  in  New  York 
City,  California,  and  the  United  Kingdom  although  each 
one  uses  a different  approach  and  a different  philoso- 
phy. The  consensus  was  that  proficiency  testing  can 
detect  inadequacy  but  not  adequacy.  Although  profi- 
ciency testing  is  only  one  yardstick  of  quality  assurance 
in  a laboratory,  there  are  those  like  New  York  State  who 
use  it  as  a hickory  stick. 

Hospital  Memorandum  75-141  is  penny-wise  and 
pound  foolish.  The  fourth  branch  of  the  government 
has  gone  too  far  in  coercing  and  threatening  our  hospi- 
tals in  its  possession  of  solitary  wisdom  and  the  only  key 
to  heaven.  It  is  sadly  ludicrous  for  the  Department  of 
Health  to  proclaim  that  there  is  nothing  in  the  world  be- 
yond New  York  State  to  help  science  improve  in  the 
clinical  laboratory.  National  programs  should  not  be 
denied  to  New  York’s  hospitals!  There  is  available 
technology  to  supply  a nationwide  data  base  to  states 
like  California.  Why  are  New  York  hospitals  deprived 
of  the  opportunity  to  share  that  data  base  and  make 
comparisons  with  other  hospitals  in  other  states? 

The  very  diversity  of  the  skills  and  disciplines  neces- 

continued  on  page  118 
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sary  to  measure  laboratory  performance  contradicts  our 
State’s  concept  that  only  government  can  effectively 
measure  professional  performance.  Let  government  es- 
tablish its  minimum  standards  but  leave  to  hospitals  in 
general  and  to  laboratories  in  particular  the  privilege  of 
being  better  than  minimum.  Let  government  do  what 
it  does  best — evaluate,  regulate,  and  legislate.  Let  pro- 
fessional organizations  and  the  private  sector  provide 
the  tools  to  meet  government  standards  because  only 
they  can  be  free  enough  and  flexible  enough  to  probe 
new  and  better  approaches  to  quality. 

The  invidious  memorandum  75-141  should  be  retract- 
ed at  once.  It  would  have  been  a useful  arbitrary  use  of 
power  had  President  Johnson  merely  announced  one 
day  that  we  had  won  the  Vietnam  war  and  he  was  there- 
fore withdrawing  our  troops.  It  is  a destructive  use  of 
power  for  the  Health  Department  arbitrarily  to  take 
unto  itself  the  sole  right  to  judge  and  to  limit  the  means 
of  achieving  quality  on  the  false  premise  of  “.  . . the  effi- 
cient production  of . . .”  the  patient  services! 

THOMAS  S.  VELZ,  M.D. 

President,  New  York  State  Society  of  Pathologists 

69  Wilkes  Avenue 
Amsterdam,  N.Y.  12010 
tel.  518-843-0550 


Alpha-fetoprotein  assay 

To  the  Editor:  The  recent  article  by  Pick,  A.  I.,  et  al., 
“Alpha-Fetoprotein  Assay:  Significance  and  clinical 

applications,”  New  York  State  J.  Med.  75:  1403  (Aug.) 
1975,  contains  many  inaccuracies  and  inconsistencies 
which  deserve  comment.  Since  the  changes  in  serum 
AFP  concentrations  were  stressed  as  a useful  diagnostic 
tool,  the  authors’  quantitative  errors  are  particularly  un- 
fortunate. 

Pedersen,1  in  1944,  did  not  discover  AFP  in  bovine 
fetal  serum,  but  fetuin  which  he  named  in  the  title  of  his 
report.  AFP  and  fetuin  are  both  fetal  proteins,  but 
have  been  clearly  demonstrated  by  Kithier  and  Poulik,2 
to  be  different  in  a number  of  chemical  properties.  Dis- 
covery of  AFP  must  be  attributed  to  Bergstrand  and 
Czar  ''  who  described,  in  1956,  a protein  in  fetal  human 
serum  which  migrated  electrophoretically  between  albu- 
min and  au-globulin.  The  significance  of  the  work  of 
the  Russian  scientists  Abelev4  and  Tatarinov5  on  mouse 
and  human  AFP,  respectively,  is  in  the  first  recognition 
of  the  existence  of  a carcinoembryonic  protein,  a protein 
which  is  found  in  high  concentrations  normally  during 
the  fetal  period  and  which  reappears  in  quantitatively 
significant  amounts  in  the  adult  in  the  presence  of  cer- 
tain tumors.  Although  the  biological  function  of  AFP  is 
not  known,  it  has  been  demonstrated  in  the  sera  of  all 
vertebrate  fetuses  which  have  been  studied. 

The  amino  acid  sequence  is  the  order  of  the  amino 
acids  in  a protein.  The  amino  acid  sequence  of  AFP  is 
not  “well  known,”  nor  are  we  aware  of  a single  report  of 
partial  sequencing.  Several  laboratories6  9 have  re- 
ported the  amino  acid  composition  of  human  AFP,  and 
Ruoslahti  et  al ,6  have  found  no  differences  between  the 
peptide  maps  of  tryptic  digests  of  fetal  or  hepatoma- 
bearing human  AFP. 


Misquoting  Alpert’s  editorial  on  the  need  for  quanti- 
tative AFP  assays,10  the  authors  state  in  the  introducto- 
ry paragraph  that  human  AFP  “disappears  from  the  cir- 
culation in  the  perinatal  period.”  Alpert  stated  that  the 
AFP  concentration  in  newborn  blood  is  10  to  50  Mgm. 
per  ml.  and  decreases  during  the  early  neonatal  period 
to  levels  that  are  undetectable  except  by  radioimmu- 
noassay. 

The  quantitative  misinformation  given  by  Pick  et  al. 
is  serious  in  light  of  the  prognostic  importance  of  fol- 
lowing changes  in  serum  AFP  levels  during  the  course  of 
liver  diseases  and  teratoblastoma  and  after  surgery  for 
removal  of  the  tumors.  The  levels  given  for  the  normal 
serum  AFP  concentration  are  in  error  by  several  orders 
of  magnitude  in  at  least  two  places.  In  Case  2,  the  nor- 
mal concentration  is  given  as  19  jugm.  per  ml.,  which  is 
at  least  1,000  times  too  high.  While  it  is  true  that  with- 
in one  year  after  birth,  the  serum  AFP  concentration 
drops  to  approximately  0.001  per  cent  of  the  maximum 
fetal  level,  that  early  childhood  level  is  30  ng.  per  ml., 
rather  than  30  pg.  per  ml.  which  would  be  considerably 
below  the  sensitivity  of  the  methods  currently  available. 
Using  radioimmunoassay,  Ruoslahti  and  Seppala11  dem- 
onstrated AFP  levels  in  normal  human  serum  of  1.5  to 
16.5  ng.  per  ml.  and  Purves’  laboratory  has  confirmed 
these  values.12 

One  might  wonder  at  the  precision  of  the  AFP  deter- 
minations reported  by  Pick  et  al.  since  the  levels  were 
all  “over  2,800  ggm.  per  ml.,”  but  other  groups  have  re- 
ported values  in  this  range,  10  to  3,750  ggm.  per  ml.13 
and  up  to  104  ggm.  AFP  per  ml.9  of  hepatoma-bearing 
human  serum. 

We  strongly  agree  that  quantitative  AFP  determina- 
tions have  become  increasingly  sensitive  and,  thus,  valu- 
able in  the  prognosis  and  follow-up  of  patients  with  pri- 
mary hepatocellular  carcinoma  and  teratoblastoma  and 
in  the  prenatal  diagnosis  of  neural  tube  defects.  It  is, 
therefore,  imperative  that  discussions  of  this  important 
subject  be  accurate. 
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Medical  Meetings 


Three-day  course  to  be  presented 

New  York  University  Post-Graduate  Medical  School 
will  present  a three-day  course  on  “Current  Topics  in 
Respiratory  Disease,”  January  22  to  24,  1976. 

The  course  is  designed  for  internists  and  family  phy- 
sicians who  wish  a detailed  and  comprehensive  review  of 
some  of  the  more  commonly  encountered  respiratory 
diseases.  Special  emphasis  will  be  placed  on  newer  con- 
cepts of  disease  mechanisms,  diagnosis,  and  effective 
patient  management  in  the  office  and  hospital  setting. 

Applications  and  a detailed  brochure  of  the  course 
may  be  obtained  from  Office  of  the  Associate  Dean,  New 
York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  N.Y.  10016;  or  telephone  (212) 
679-3200,  ext.  4037. 

An  update  in  infectious  diseases 
for  internists 

The  American  College  of  Physicians  (ACP)  will  spon- 
sor a three-day  postgraduate  course  entitled  “Update  in 
Infectious  Diseases”  on  January  28  to  30,  1976,  in  Valley 
Forge,  Pa.  The  course,  held  in  conjunction  with  the 
Medical  College  of  Pennsylvania,  Philadelphia,  will  take 
place  at  the  Sheraton  Hotel. 

Otorhinolaryngology  department 
to  present  course 

New  York  University  Post-Graduate  Medical  School 
Department  of  Otorhinolaryngology  will  offer  a course 
entitled  “Rhinoplasty,  Otoplasty,  Maxillofacial  Sur- 
gery,” January  7 through  March  10,  1976. 

Applications  and  a detailed  brochure  of  the  course 
may  be  obtained  from  Office  of  the  Associate  Dean,  New 
York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  N.Y.  10016;  or  telephone  (212) 

. 679-3200,  ext.  4037. 

Pediatrics  perspective  1976 

Booth  Memorial  Medical  Center  and  New  York  Uni- 
versity Post-Graduate  Medical  School  will  offer  a course 
entitled  “Pediatrics  Perspective  1976- — Infectious  Dis- 
eases” from  January  8 through  February  12,  1976. 

Applications  and  a detailed  brochure  of  the  course 
may  be  obtained  from  Office  of  the  Associate  Dean,  New 
York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  N.Y.  10016;  or  telephone  (212) 
- 679-3200,  Ext.  4037. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Koch  centennial  symposium 

A two-day  medical  horizons  symposium  on  “Chal- 
lenges of  Ambulatory  Care  of  Tuberculosis”  is  sched- 
uled 20-21  February,  1976,  at  the  Hilton  Hotel,  Balti- 
more, Maryland.  Speakers  include:  Wallace  Fox,  Direc- 
tor of  the  British  Medical  Research  Council,  Tuberculo- 
sis and  Chest  Diseases  Unit,  London  and  D.  A.  Mitchi- 
son,  Professor  of  Bacteriology  and  Director  of  the  De- 
partment of  Bacteriology,  Royal  Postgraduate  Medical 
School,  London.  Apply:  David  Glasser,  M.D.,  Balti- 

more City  Health  Department,  Room  C-231,  Baltimore, 
Maryland  21202,  (301)  396-4436. 

Advances  in  clinical  surgery 

The  course  “Advances  in  Clinical  Surgery”  will  be 
presented  by  New  York  University  Post-Graduate  Med- 
ical School,  March  22  to  26,  1976. 

It  is  designed  to  present  recent  advances  in  patho- 
physiology, diagnosis,  and  treatment  of  surgical  disease, 
as  well  as  current  theory  and  practice  in  abdominal,  vas- 
cular, thoracic,  trauma,  and  tumor  surgery  of  concern  to 
the  general  surgeon,  which  will  be  explored  through  lec- 
tures, panel  discussions,  audio-visual  aids,  and  selected 
references.  There  will  be  ample  time  for  questions  from 
participants.  Attendance  at  conferences  and  operations 
will  be  arranged  dependent  on  participant  demand. 

Course  directors  are  Dr.  Joseph  N.  Cunningham,  as- 
sistant professor  of  surgery,  and  Dr.  Kenneth  Eng,  assis- 
tant professor  of  clinical  surgery,  both  of  New  York  Uni- 
versity School  of  Medicine. 

To  be  given  in  Alumni  Hall  of  NYU  Medical  Center, 
550  First  Avenue  (at  31st  Street),  Manhattan,  the  course 
meets  the  criteria  for  twenty-five  hours  of  credit  in  Cat- 
egory I for  the  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

Applications  and  a detailed  brochure  of  the  course 
may  be  obtained  from  Office  of  the  Associate  Dean,  New 
York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  N.Y.  10016;  or  telephone  (212) 
679-3200,  ext.  4037. 

Biennial  neuroradiology 
postgraduate  course 

The  Department  of  Radiology  of  the  Albert  Einstein 
College  of  Medicine,  Bronx,  New  York,  will  sponsor  its 
biennial  neuroradiology  postgraduate  course  from  May 
10th  through  May  14th,  1976.  It  is  intended  for  radiol- 
ogists, neurologists,  and  neurosurgeons  as  a comprehen- 
sive review  of  present-day  neuroradiology.  It  will  in- 
clude specialized  diagnostic  procedures  and  film  inter- 
pretation panels.  Computerized  axial  tomography  will 
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be  discussed  along  with  the  individual  topics.  The  en- 
tire course  will  be  held  at  the  Roosevelt  Hotel,  New 
York  City.  For  further  information,  please  contact — 
Mrs.  Claire  Deiman,  Program  Administrator,  Neurora- 
diology Postgraduate  Course,  Albert  Einstein  College  of 
Medicine,  Bronx,  N.Y.  10461. 

STEP  forum 

“The  Tenth  International  STEP  Forum  on  Emergen- 
cy Health  Services”  May  16-19,  1976,  Holiday  Inn 
Downtown,  Rochester,  New  York  14604.  For  informa- 
tion write,  STEP,  693  Portland  Avenue,  Rochester,  New 
York  14621.” 

Immunopathology  of  the  skin 

A two-day  lecture  course  will  be  held  May  17  and  18, 
1976,  on  basic  concepts  of  immunopathology  and  on  the 
role  of  autoimmunity  in  psoriatic,  bullous,  and  connec- 
tive tissue  diseases  will  be  followed  by  a three-day  labo- 
ratory and  lecture  course  May  19  to  21,  1976,  which  will 
delve  into  the  principles  and  practices  of  defined  immu- 
nofluorescence and  their  application  to  studies  on  the 
role  of  autoimmunity  in  psoriasis.  These  teaching  con- 
ferences will  be  given  by  the  Departments  of  Microbiol- 
ogy and  Dermatology  of  SUNY  at  Buffalo  under  the  di- 
rection of  Drs.  E.  H.  Beutner  and  R.  N.  Nisengard. 

For  additional  information:  Mr.  Charles  Hall,  Direc- 
tor, Continuing  Medical  Education,  2211  Main  Street, 
Buffalo,  New  York  14214. 

Family  physicians  to  hold 
annual  convention 

The  New  York  State  Academy  of  Family  Physicians 
will  hold  its  Annual  Convention  from  May  22  to  26, 
1976,  at  the  Granit  Hotel,  Kerhonkson,  New  York.  The 
Congress  of  Delegates  will  convene  on  May  22  and  May 
23  and  the  Scientific  Assembly  will  be  held  on  May  24, 
25,  and  26,  1976. 

Health  systems  management 

Harvard  University  announces  that  the  1976  Program 
for  Health  Systems  Management  will  be  conducted  at 
the  Harvard  Business  School  from  June  20  to  July  30. 
Senior  managers  in  health  and  health-related  organiza- 
tions are  eligible  to  apply. 

This  will  be  the  fifth  session  of  the  intensive  six  week 
program  for  experienced  top-level  executives  in  volun- 
tary, public,  and  investor-owned  hospitals;  clinics, 
HMO’s,  government  agencies,  educational  institutions, 
fiscal  intermediaries,  suppliers,  large  employers,  unions, 
and  professional  associations. 

Inquiries  should  be  addressed  to:  Assistant  Director 
for  Management  Programs,  Executive  Programs  in 
Health  Policy  and  Management,  Harvard  School  of 
Public  Health,  Boston,  Mass.  021 15. 
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Heart  Disease.  By  Earl  N.  Silber,  M.D.,  and  Louis  N. 
Katz,  M.D.  New  York,  N.Y.,  Macmillan  Publishing 
Co.,  Inc.,  1975.  Illustrated,  1,430  pages.  Cloth,  $39.95 


In  the  preface  to  this  volume,  Drs.  Silber  and  Katz 
state  as  their  goal  “to  present  the  essence  of  this  new 
kind  of  physiology  as  part  of  the  fabric  of  clinical  cardi- 
ology . . . .”  They  “were  guided  by  two  major  consider- 
ations: (1)  to  employ  the  most  effective  method  in  pre- 
senting this  material  to  the  practicing  physician  and  (2) 
to  make  appropriate  choices  as  to  what  must  be  includ- 
ed and  what  might  be  safely  omitted.” 

There  can  be  little  doubt  that  the  authors  are  more 
than  qualified  to  fulfill  this  task,  and  in  its  scope  and 
comprehensiveness  the  volume  fulfills,  in  the  main,  the 
expectations  of  those  of  us  who  have  been  awaiting  its 
publication.  Beginning  with  a discussion  of  cardiac  and 
circulatory  physiology  in  Part  I,  they  develop  the  discus- 
sion in  a logical  manner  to  Part  II,  “The  Pathophysiolo- 
gy of  Heart  Disease.”  Having  established  the  appropri- 
ate framework  and  foundation,  a detailed  discussion  of 
clinical  cardiology,  including  history  and  physical  exam- 
ination, clinical  presentations,  diagnostic  categories,  and 
therapeutic  modalities  used  in  cardiovascular  disease, 
follows  in  parts  III,  IV,  V and  VI,  respectively. 

The  volume,  unfortunately,  is  not  qualitatively  differ- 
ent from  other  volumes  published  in  the  same  field.  In 
some  respects  it  is  not  complete,  since  some  of  the  rarer 
hereditary  diseases  associated  with  cardiovascular 
anomalies  are  discussed  inadequately.  Perhaps  it  was 
felt  that  this  would  lengthen  the  volume  unduly  and  de- 
tract from  its  pathophysiological  orientation.  If  this  be 
so,  the  volume  suffers,  as  inevitably  such  volumes  will 
suffer,  from  the  fact  that  the  physiological  material  is 
two  years  outdated.  For  example,  although  the  bibliog- 
raphy and  references  are  encyclopedic,  there  is  only  an 
occasional  reference  from  1973,  and  references  from 
1974  are  quite  rare.  This  is  a great  disadvantage  in  the 
area  of  cardiovascular  physiology  where  knowledge  has 
been  expanding  almost  exponentially. 

Thus,  the  volume  treads  precariously  close  to  the 
brink  of  being  neither  fish  nor  fowl,  that  is,  not  suffi- 
ciently comprehensive  for  those  interested  in  the  clinical 
material,  nor  sufficiently  up-to-date  for  those  interested 
in  the  physiological  information. 

Some  relatively  minor  caveats  include  the  placement 
of  references  in  the  middle  of  a sentence,  which  inter- 
feres seriously  with  the  flow  of  the  material.  Some  of 
the  electrocardiograms  chosen  are  poorly  reproduced, 
and  there  is  an  occasional  lapse  in  the  index,  for  exam- 
ple, Sandhoff’s  disease  is  not  mentioned  at  all  although 
it  may  be  found  on  page  1052.  Also,  the  use  of  the  term 
“mongolism,”  with  its  racial  implications,  to  refer  tc 
Down’s  syndrome  should  be  ended. 

This  book  may  be  recommended  with  the  reservation: 
noted  above  to  those  interested  in  a pathophysiologica 
approach  to  cardiovascular  disease.  Jeremiah  M 
Gelles,  M.D. 
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Month  in  Washington 


The  continual  improvement  in  our  health  system, 
with  its  ever-increasing  responsiveness  to  the  people’s 
needs,  must  not  be  stifled  by  adopting  foreign-flavored 
elements  into  a national  health  insurance  plan,  the 
American  Medical  Association  has  told  the  Congress. 

“When  considering  a national  plan  for  this  country,  it 
is  necessary  to  take  cognizance  of  the  strengths  of  our 
own  method  of  health  care  delivery  . . . this  will  assure 
that  our  excellent  system  will  continue  to  improve  and 
will  not  suffer  the  stifling  effects  experienced  in  our 
countries,”  AMA  president  Max  H.  Parrott,  M.D.,  testi- 
fied before  a subcommittee  of  the  House  Ways  and 
Means  Committee. 

Pointing  to  the  large  problems  involved  in  creating  a 
national  health  insurance  program.  Dr.  Parrott,  a Port- 
land, Oregon,  practitioner,  said  that  the  public  attitudes 
toward  it  are  changing  steadily. 

“These  problems  have  been  brought  into  better  focus 
as  a result  of  evidence  of  the  effects  of  governmentally 
administered  and  controlled  programs  both  here  and 
abroad. 

“Our  national  priorities  have  also  shifted  because  of 
the  effects  of  the  changing  economy,  and  the  devastat- 
ing effects  of  inflation  on  all  segments  of  our  society. 

“The  public  has  expressed  among  its  major  priorities 
a concern  with  inflation,  with  the  state  of  the  economy, 
and  with  crime.  National  polls  have  indicated  that  na- 
tional health  insurance  is  of  low  concern. 

“During  this  same  period  of  time  significant  changes 
have  taken  place  in  our  health  system  through  increased 
manpower  programs,  increased  facilities  construction, 
increased  levels  of  private  health  insurance  coverage, 
and  a variety  of  other  programs.  There  is  fuller  realiza- 
tion and  acknowledgment  that  this  country’s  health  sys- 
tem— under  attack  by  many  in  the  course  of  the  NHI 
debate — is  indeed  superior  to  any  other  in  the  world,” 
Dr.  Parrott  said. 

Dr.  Parrott  and  Richard  E.  Palmer,  M.D.,  of  Alexan- 
dria, Virginia,  and  chairman  of  the  AMA  Board  of 
Trustees,  reminded  the  subcommittee  members  of  the 
medical  profession’s  national  health  insurance  plan 
(H.R.  6222)  which  builds  on  the  structure  of  the  present 
system  of  employer-employee  group  health  insurance 
plans,  mandating  each  employer  to  provide  comprehen- 
sive and  catastrophic  benefit  coverage  with  the  em- 
ployer picking  up  at  least  65  per  cent  of  the  cost. 

Dr.  Palmer  pointed  out  ihat  in  pressing  for  the  adop- 
tion of  any  particular  NHI  proposal,  sincerity  must  not 
be  confused  with  objectivity — “We  cannot  afford  to 
have  a program  of  such  importance  fail! 

“We  must  avoid  the  mistake  inherent  in  proposals 
such  as  H.R.  21  (Kennedy-Corman)  which  would  lock 
medicine  into  a rigid,  monolithic,  no-choice  bureaucratic 
system.  Such  a creation  would  be  impossible  to  reverse. 
It  would  be  an  undertaking  full  of  promise  but  empty  of 
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fulfillment.  Establishment  of  cost  control  through 
fixed  budgets  including  arbitrary  fee  schedules  would 
result  in  curtailment  of  care  and  discourage  participa- 
tion by  providers.  A look  at  the  current  trouble  of  the 
British  health  care  system  impels  a close  reexamination 
of  the  alleged  need  for  such  drastic  action,  as  is  em- 
bodied in  H.R.  21.  In  our  opinion  justification  for  such 
a program  is  totally  lacking!” 

Alluding  to  other  measures  aimed  at  providing  cata- 
strophic health  insurance  alone,  Dr.  Palmer  observed 
that  135  million  Americans  under  sixty-five  carried 
major  medical  insurance  in  1974. 

“This  is  the  most  rapidly  growing  form  of  health  in- 
surance in  the  nation,  and  the  trend  for  such  added  cov- 
erage is  fostered  by  an  increasing  public  awareness. 
Consequently,  we  must  question  the  need  to  impose  on 
the  American  taxpayer  and  consumer  a costly  universal 
Federal  program  of  free-standing  catastrophic  insur- 
ance.” 

* * * 

The  National  Health  Insurance  hearings  on  Capitol 
Hill  have  been  marked  so  far  by  a notable  lack  of  excite- 
ment or  sense  of  urgency.  The  national  news  media 
have  ignored  the  first  legislative  hearings  of  the  year  on 
NHI,  underscoring  contentions  by  many  witnesses  that 
the  public  doesn’t  rate  NHI  high  on  its  scale  of  worries 
or  interests. 

Nonetheless,  the  recently  announced  decision  that  the 
House  Interstate  and  Foreign  Commerce  Committee’s 
Subcommittee  on  Health  will  conduct  NHI  hearings, 
brings  into  the  open  anew  the  odd  jurisdictional  dilem- 
ma that  perplexes  Congress  in  its  quest  for  action  on 
NHI.  Rep.  Paul  Rogers  (D.,  Fla.)  has  announced  his 
House  Commerce  Subcommittee  on  Health  will  start 
NHI  hearings.  He  plans  to  call  first  the  chief  Congres- 
sional sponsors  of  the  major  NHI  bills  to  testify.  Rog- 
ers is  telling  the  House  Ways  and  Means  Committee  in 
unmistakable  terms  that  he  wants  a piece  of  the  NHI 
action,  perhaps  the  big  piece. 

The  W’ays  and  Means  Subcommittee  on  Health, 
headed  by  Rep.  Dan  Rostenkowski  (D.,  111.),  will  end  six 
weeks  of  hearings  on  NHI  just  as  Rogers  gets  started. 
Relations  between  the  rival  panels  and  their  staff  mem- 
bers are  strained. 

Since  Ways  and  Means  traditionally  has  had  prime 
jurisdiction,  the  chief  sponsors  of  the  NHI  bills  in  the 
House  are  for  the  most  part  members  of  the  Ways  and 
Means  Committee.  Examples  include  Ways  and  Means 
Chairman  A1  Ullman  (D.,  Ore.),  sponsor  of  the  American 
Hospital  Association’s  plan,  Rep.  John  Duncan  (R., 
Tenn.)  a chief  sponsor  of  the  American  Medical  Associa- 
tion’s NHI  proposal,  Rep.  Omar  Burleson  (D..  Texas), 
foremost  House  backer  of  the  Health  Insurance  Com- 
panies’ measure,  and  Rep.  James  Corman  (D.,  Calif.), 
sponsor  of  Labor’s  Health  Security  Act. 

None  are  anxious  to  go  before  the  Rogers’  Subcom- 
mittee in  behalf  of  their  bills,  thus  lending  support  to 
Rogers’ jurisdictional  claim. 
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The  way  health  jurisdiction  has  been  parcelled  out  in 
the  House  this  year,  Rogers  can  lay  valid  claim  to  much 
of  the  benefit  and  structural  side  of  NHI  legislation 
while  Ways  and  Means  has  acknowledged  hold  on  all  tax 
financing  aspects.  But  the  question  remains:  Can 

these  be  separated?  Most  believe  they  can’t  and  some 
special  joint-committee  setup  will  have  to  be  formed  to 
avoid  a divisive  squabble  in  the  House  pitting  one  major 
committee  against  another. 

* * * 

A Congressional  committee  trying  to  ascertain  the 
causes  of  a large  hike  in  premium  costs  for  the  huge 
Federal  Employees  Health  Benefits  Program  (FEHB) 
has  been  told  by  the  American  Medical  Association  that 
physicians’  long-run  prices  have  paralleled  price 
changes  elsewhere  in  the  economy. 

William  C.  Felch,  M.D.,  of  Rye,  N.Y.,  a member  of  the 
AMA  Council  on  Legislation,  told  the  House  Civil  Ser- 
vice Subcommittee  that  professional  liability  expense 
“has  increased  far  beyond  any  other  economic  indica- 
tor.” 

Dr.  Felch  said  “this  skyrocketing  of  professional  lia- 
bility premiums  is  of  necessity  reflected  by  higher  fees.” 
He  continued: 

“The  most  recent  premium  increases  are  staggering. 
Increases  of  100  per  cent  are  frequent,  with  increases 
ranging  up  to  600  per  cent.” 

Premiums  of  $10,000  are  not  unusual  today,  Dr.  Felch 
told  the  lawmakers.  “Amounts  in  the  range  of  $25,000 
to  $30,000  in  the  high  risk  specialties  are  not  rare,  as 
compared  with  $6,000  to  $7,000  a year  ago.  Some  pre- 
miums have  been  reported  as  high  as  $45,000  annually.” 

The  other  major  factors  in  medical  fee  rises  are  the 
lingering  effects  of  the  economic  stabilization  program 
and  economy-wide  inflation,  the  physician  said.  Physi- 
cians’ fees  were  under  price  controls  from  August,  1971, 
through  April,  1974,  he  noted. 

Consumer  price  figures  for  1975  show  that  the  per- 
centage increase  in  physicians’  fees  has  been  lower  than 
the  price  increases  in  the  hospital  industry  but  higher 
than  the  price  increases  in  the  economy  in  general,  ac- 
cording to  Dr.  Felch. 

“During  the  first  nine  months  in  1975,  physicians’ 
fees  increased  8.4  per  cent.  In  the  same  time  period 
other  health  care  costs  were  as  follows:  hospital  service 
charges  up  10.2  per  cent,  semiprivate  room  charges  up 
12.0  per  cent  and  operating  room  charges  up  10.4  per 
cent.” 

Dr.  Felch  also  said  utilization  of  physician  services 
has  risen  with  progress  of  medical  technology,  rising  in- 
comes, increased  insurance  coverage,  and  a rising  pro- 
portion of  elderly  in  the  population.  “These  factors  no 
doubt  have  combined  to  increase  the  costs  in  the  Feder- 
al Employees’  Benefit  Program.  We  understand  that 
the  FEHB  as  well  as  other  plans  have  experienced  sharp 
rises  in  utilization.” 

Another  reason  for  increased  utilization  may  be  more 
extensive  tests  and  services  as  a result  of  threats  of  lia- 
bility lawsuits,  he  said. 

Dr.  Felch  said  the  AMA  has  recently  approved  the 
creation  of  a high  level  commission  to  study  the  problem 
of  rising  health  care  costs.  This  Commission  on  the 
Cost  of  Medical  Care  will  include  top  level  representa- 
tives of  health  care  providers  and  of  the  public,  reflect- 
ing a broad  spectrum  of  interest  in  health  care.  “It  is 
our  desire  that  through  the  joint  efforts  of  all  members 


of  the  Commission,  the  causes  for  health  care  cost  in- 
creases will  be  better  understood.” 

* * * 

The  Administration  has  had  a change  of  mind  and 
now  backs  legislation  that  would  bar  unions  from  re- 
quiring members  to  join  federally-subsidized  Health 
Maintenance  Organizations  (HMOs). 

Referring  to  a provision  in  the  HMO  bill  recently 
passed  by  the  House,  Theodore  Cooper,  M.D.,  Assistant 
HEW  Secretary  for  Health,  said  “this  amendment 
would  assure  that  each  individual  employee  would  have 
the  right  to  choose  to  participate  before  joining.” 

Dr.  Cooper’s  statement  before  the  Senate  Health  Sub- 
committee represented  a switch  in  Administration  poli- 
cy. Only  a month  ago,  the  HEW  Department  issued 
regulations  on  HMOs  that  allowed  unions  at  the  collec- 
tive bargaining  table  to  choose  an  HMO  or  regular  pri- 
vate health  insurance  on  behalf  of  the  entire  union 
membership. 

The  original  HMO  measure  approved  by  Congress 
specified  that  all  employers  with  more  than  25  workers 
had  to  offer  the  “dual  option”  of  HMO  or  regular  insur- 
ance to  their  employees  in  areas  where  HMOs  were  sit- 
uated and  sought  this  option.  However,  this  clause 
caused  confusion  and  was  viewed  by  labor — backed  by 
the  Labor  Department — as  interfering  with  Labor’s 
present  collective  bargaining  rights  to  pick  a single 
health  benefit  package.  In  issuing  final  regulations  on 
HMOs  last  month,  HEW  went  along  with  Labor’s  view- 
point. 

As  the  Senate  Health  Subcommittee  headed  by  Sen. 
Edward  Kennedy  (D.,  Mass.)  opened  hearings  on  the 
House-passed  amendments  to  the  HMO  law,  Dr.  Cooper 
said  “we  endorse  the  clarification  of  existing  law  which 
provides  that  an  employer  offer  an  HMO  option  under 
‘dual  choice’  first  to  the  employee’s  representative,  if 
any,  and,  if  accepted  by  the  representative,  then  to  the 
individual  employees.” 

The  House  measure  retained  Labor’s  collective  bar- 
gaining opportunity  to  select  a regular  private  health  in- 
surance program  as  the  sole  health  benefits  program, 
but  said  that  employees  could  not  be  forced  to  accept  an 
HMO. 

The  problem  with  the  Labor  Relations  Act  and  the 
“dual  option”  may  eventually  have  to  be  settled  by  the 
courts.  A key  issue  is  whether  union  membership  can 
be  required  in  total  to  join  a plan  that  is  federally  subsi- 
dized. A nonsubsidized  HMO  or  prepaid  group  practice 
plan  may,  of  course,  be  selected  by  Labor  for  all  mem- 
bers without  question. 

* * * 

Federal  controls  dictating  where  medical  graduates 
practice,  rationing  of  residencies,  and  Federal  licensure 
and  relicensure  of  physicians  have  been  strongly  op- 
posed by  the  American  Medical  Association. 

Further  governmental  regulations  may  “have  adverse 
effects  on  the  forces  which  are  bringing  about  desired 
changes  without  regulatory  intervention,”  said  Tom 
Nesbitt,  M.D.,  speaker  of  the  AMA’s  House  of  Dele- 
gates. 

Dr.  Nesbitt  told  the  Senate  Health  Subcommittee 
headed  by  Sen.  Edward  Kennedy  (D.,  Mass.)  that  the 
AMA  supports  continued  capitation  and  other  aid  for  i 
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To  the  Editor:  At  the  time  when  this  report  was  in 

preparation,  we  were  most  impressed  by  the  contribu- 
tion of  AFP  (alpha-fetoprotein  assay)  determinations 
performed  by  routine  gel  diffusion  and  electroimmuno- 
diffusion (Laurell)  to  the  resolution  of  a dilemma  which 
the  clinician  faces  frequently:  “Is  the  space  occupying 
lesion  of  the  liver  a primary  or  a secondary  tumor?” 
Our  experience  has  grown  since  to  15  patients  and  has  j 
further  confirmed  our  previous  experience,  even  though 
we  now  also  routinely  perform  CIEP  (counterimmunoe-  j 
lectrophoresis)!  Our  experience  was  in  complete  agree- 
ment with  Dr.  Alpert’s*  statement  that  “the  increase  in  j 
sensitivity  of  RIA  (radioimmunoassay)  does  not  seem  to 
be  helpful  in  the  serodiagnosis  of  liver  carcinoma  be- 
cause of  the  concomitant  loss  of  specificity.” 

Dr.  Smith’s  comments  are  based  on  pure  laboratory 
criteria  and  not  on  their  clinical  applicability.  No  clear- 
cut  quantitative  limits  exist,  distinguishing  patients 
with  PHCC  (primary  hepatocellular  carcinoma)  from 
those  with  other  conditions  (as  Dr.  Smith  states  himself 
“the  range  varies  from  10  to  104  pg.  per  ml.”!);  the  clini- 
cian is,  therefore,  faced  with  the  choice  of  the  proper 
method,  having  the  highest  specificity!  This  poses  a 
difficult  problem  as  gel  diffusion  will  make  us  miss  cer- 
tain patients  and  RIA  will  cause  a serious  problem  of 
“false  positive”  results.  It  has  been  overlooked  that  the 
AFP  concentrations,  reported  by  us,  were  not  based  on 
RIA,  positive  sera  were  only  retested  by  this  method  in 
retrospect,  by  Dr.  T.  A.  Waldman  at  the  NIH  for  confir- 
mation. Therefore,  only  patients  with  concentrations 
above  2,800  ng.  per  ml.  were  detected!  This  is  the  ap- 
proximate limit  of  sensitivity  of  the  gel  diffusion  meth- 
od. in  our  hands  and  in  those  of  others  (T.  A.  Waldman: 
Personal  communication). 

I can  not  agree  with  the  statement  that  we  misquoted 
Dr.  Alpert  as  he  writes  in  the  aforementioned  editorial: 
“this  level  progressively  decreases  during  the  early  neo- 
natal period  to  levels  that  are  undetectable  except  by 
RIA”  and,  in  the  following  paragraph,  he  continues: 
“diminution  or  disappearance  of  AFP  occurs  with  suc- 
cessful surgery  or  chemotherapy”  (this  was  also  the  case 
in  our  no.  2 patient).  Any  discussion  of  the  presence  or 
“absence”  of  AFP  has  to  take  into  consideration  the 
methodology  applied. 
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medical  schools,  but  provisions  requiring  students  to 
repay  the  government  in  money  or  in  shortage  area  ser- 
vice in  return  for  the  capitation  aid  are  “coercive  and 
unprecedented.” 

“Such  requirements  would  place  an  unconscionable 
burden  on  students,”  Dr.  Nesbitt  declared. 

The  Senate  Subcommittee  is  finishing  hearings  on 
health  manpower  legislation  and  is  expected  to  draft 
legislation  shortly.  The  House  last  fall  approved  a 
health  manpower  bill  extending  Federal  aid  for  medical 
schools  but  imposing  the  compulsory  payback  on  all  stu- 
dents. A provision  mandating  allocation  of  residencies, 
however,  was  defeated  on  the  House  floor. 

From  the  standpoint  of  the  medical  school  finances, 
the  battle  over  whether  Federal  capitation  support  will 
continue  has  already  been  won,  with  the  prosupport 
HEW  Department  finally  getting  the  upper  hand  in  an 
intra-administration  dispute  with  the  Office  of  Manage- 
ment and  Budget  which  wanted  to  end  Federal  subsidies 
for  medical  schools. 

Dr.  Nesbitt  told  Kennedy’s  Subcommittee  that  Fed- 
eral scholarships  should  continue,  not  only  those  tied  to 
service  in  the  Public  Health  Service  and  National 
Health  Service  Corps,  but  scholarships  with  no  strings 
attached  for  students  in  severe  financial  need  from  the 
socioeconomic  disadvantaged.  Funds  for  student  loans 
also  are  needed,  he  said. 

Proposals  to  regulate  the  total  numbers  of  first  year 
residency  provisions,  their  geographic  location,  and 
their  distribution  by  specialty  were  labelled  “unneces- 
sary and  unwise”  by  the  AMA  official. 

The  number  of  residency  positions  is  declining  at  the 
same  time  the  number  of  medical  school  graduates  is  in- 
creasing, Dr.  Nesbitt  noted.  “It  is  a particularly  inap- 
propriate time  to  establish  arbitrary  legislative  ceilings 
on  total  residency  positions.” 

The  goal  of  such  allocations  is  to  increase  the  number 
of  “primary  care”  physicians.  However,  Dr.  Nesbitt 
pointed  out  that  last  year  58  per  cent  of  graduate  stu- 
dents entered  “primary  care”  specialties,  more  than  the 
50  per  cent  goal  set  by  the  AMA  previously.  What  Con- 
gress is  seeking  is  already  being  accomplished,  without 
legislation,  he  said. 

* * * 

The  House  Ways  and  Means  Committee  has  ap- 
proved four  technical  amendments  to  the  Medicare  law 
including  one  which  would  forestall  rollbacks  in  some 
physicians’  Medicare  reimbursement. 

An  unintended  effect  of  the  HEW  Department’s  new 
Medicare  reimbursement  index  tying  physicians’  Medi- 


care fees  to  a cost-of-living-type  formula  was  to  cause 
some  reimbursement  levels  to  be  less  this  year  than  last 
despite  rises  in  the  cost  of  living.  The  Ways  and  Means 
amendment  would  prevent  any  reimbursement  to  be 
less  this  fiscal  year  than  allowed  previously. 

The  AMA  had  urged  this  change.  The  other  amend- 
ments dealt  with  reimbursement  for  teaching  hospitals, 
the  Federal  Employees  Health  Benefits  Program,  and 
extension  of  an  exemption  for  certain  nurse  staffing  re- 
quirements in  rural  hospitals. 

* * * 

Two  broad  philosophical  principles — the  right  of  pri- 
vacy and  the  public’s  right  to  know — are  colliding  in 
Federal  health  programs.  The  dilemma  was  pointed  up 
recently  when  the  Federal  Medicaid  program  decided 
the  Freedom  of  Information  Act  required  it  to  release  on 
request  the  names  of  physicians  who  collected  more 
than  $100,000  yearly  from  Medicaid  payments. 

The  HEW  Department  said  207  physicians  last  year 
received  more  than  $100,000  from  Medicaid.  The 
names  of  13  New  Jersey  physicians  were  released  imme- 
diately and  all  other  names  will  be  made  public,  HEW 
officials  said.  The  names  were  requested  by  the  New 
York  Daily  News  and  other  newspapers  on  the  basis  of 
the  Freedom  of  Information  Statute  designed  to  open 
up  the  workings  of  the  Federal  government  to  public 
scrutiny. 

Medicaid  officials  made  clear  that  the  figures  were 
gross  receipts  and  that  there  was  no  suggestion  of  any 
abuse  or  impropriety.  Dr.  Keith  Weikel,  Federal  Medi- 
caid Director,  told  a small  group  of  newsmen  that  he  was 
concerned  that  disclosure  of  the  physicians’  names 
might  discourage  some  physicians  from  treating  Medi- 
caid patients,  but  he  added  that  the  Agency  felt  the  in- 
formation law  required  release. 

* * * 

The  military  medical  school  is  still  in  jeopardy.  The 
school,  to  be  located  on  the  Bethesda,  Maryland, 
grounds  of  the  Naval  Medical  Center,  was  opposed  last 
year  by  a special  White  House  task  force  that  concluded 
taxpayers  would  save  $100  million  without  it.  The 
House  recently  approved  funds  for  the  school,  but  the 
Senate  asked  the  General  Accounting  Office  to  make  a 
study  of  the  cost  effectiveness  of  the  Uniformed  Services 
University  of  the  Health  Sciences  compared  with  the 
present  military  medical  scholarship  program.  Sen. 
William  Proxmire  (D.,  Wis.)  told  the  Senate  $15  million 
has  already  been  spent  on  the  school  and  Congress 
should  allow  it  to  go  ahead.  The  AMA  has  opposed  the 
establishment  of  the  school  since  its  conception  a num- 
ber of  years  ago. 
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continued  from  page  125 

We  regret  the  mistakes  which  occurred  in  designating 
the  AFP  levels,  as  correctly  pointed  out  by  Dr.  Smith.  | 
In  case  2,  “19  ng .”  and  the  early  childhood  level  “30  pg.” 
as  well  as  in  the  statement  “over  2,800  ng  per  ml.,”  the 
units  should  have  been  ng.  We  will  correct  these  mis- 
takes in  the  reprints  we  are  mailing  out  and  “amino  acid 
sequence”  will  be  changed  to  amino  acid  analysis. 

I am  glad  that  Dr.  Smith  shares  our  feeling  that  AFP 
determinations  are  valuable  in  the  prognosis  and  follow- 
up of  patients  with  PHCC  and  teratoblastoma  and  I 
would  like  to  quote  again  from  the  New  England  J.  Med. 
290:  568  [Mar.  7]  1974,  “the  presence  of  a high  concen- 
tration of  AFP  in  the  adult,  detectable  by  gel  diffusion, 
in  the  appropriate  clinical  setting  (italics  by  us)  can 
still  be  considered  virtually  diagnostic  of  teratoblastoma 
or  liver  carcinoma.” 

A.  1.  PICK,  M.D. 

The  Beilinson  Medical  Center 
Beilinson  Hospital 
Petah-Tikva,  Israel 

* Alpert,  E.:  Editorial:  Alpha  1-fetoprotein:  need  for 

quantitative  assays,  New  England  J.  Med  290:  568  (Mar.  7) 
1974. 

Turn  in  pushers 

To  the  Editor:  I read  with  interest  the  article  “Turn  in 
Pushers:  Analysis  and  course  of  action,”  Kaplan,  S. 

A.,*  which  appeared  in  the  September  number  of  your 
Journal. 

Dr.  Kaplan  states  that  in  many  areas  large  quantities 
of  drugs  have  been  seized  through  such  a program.  For 
example,  in  Ontario,  California  $1,979,050  worth  of 
drugs  were  confiscated. 

How  was  the  value  of  the  drugs  determined?  WTas 
the  same  standard  used  in  Ontario,  California  as  in  At- 
lanta, Georgia?  Is  this  retail  or  wholesale?  Is  this  a 
price  based  on  actual  offers  to  purchase?  Or  is  this  an 
estimate  made  by  the  officials  of  the  program  who  would 
tend  to  be  “optimistic”  in  their  figures  to  emphasize  the 
success  of  the  program?  When  claiming  such  successes, 
would  it  not  be  more  accurate  to  state  the  amount  seized 
instead  of  grandiose  and  meaningless  dollar  value  esti- 
mates. 

Thank  you  for  your  kind  attention  to  this  letter. 

BERNARD  L.  ALBERT,  M.D.,  P.C. 

1939  Grand  Concourse 

The  Bronx,  N.Y.  10453 

* Kaplan.  S.  A.:  Turn  in  pushers;  analysis  and  course  of  ac- 
tion. New  York  State  J.  Med.  75:  1801  (Sept.)  1975. 

To  the  Editor:  As  is  often  the  case,  Dr.  Albert’s  preoc- 
cupation with  the  relatively  unimportant  specific  de- 
tails, makes  him  lose  sight  of  the  major  issues  involved 
in  promulgating  the  Turn-In-Pushers  Program  (TIP). 
The  issues  are: 

1.  Should  we  continue  to  provide  public  funds  for 
carrying  on  the  TIP  program  already  in  existence  in 
New  York  State?  If  so,  what  are  the  protections 
owed  the  public?  2.  What  should  the  rewards  and 
aims  of  the  program  be?  3.  Will  our  constitutional 
rights  be  infringed  on?  4.  How  best  can  we  assure 
the  proper  balance  of  law  enforcement  (designed  to 

continued  on  page  143 
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BOUGHT 
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$7million. 



A lot  of  people  thought  it  was 
a mistake. 

“Seward’sfolly.'they  called  it. 
Just  a lot  of  ice  and  igloos. 

But  Alaska  has  yielded  furs, 
fish,  forest  products  and  minerals 
worth  many  times  the  purchase 
price. 

And  that  purchase  was  made 
possible  when  Americans  bought 
a government  issue  of  six- 
percent  five-twenty  bonds  in  1865. 

Today.  Americans  still  help 
their  country  grow  bv  buying 
United  States  Savings  Bonds  at 
banks  or  through  the  Payroll 
Savings  Plan  at  work. 

Seward  knew  what  he  was 
doing  then. 

Be  in  the  know,  now.  Buy 
United  States  Savings  Bonds. 

Now  E Bonds  pay  interest  when  held 
to  maturity  of  5 years  (4'A%  the  first 
year).  Interest  is  not  subject  to  state  or 
local  income  taxes,  and  federal  tax  may  be 
deferred  until  redemption. 


200 years  at  the  same  location. 
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Abstracts 


Fulop,  M.:  Hypercapnia  in  metabolic  alkalosis,  New 

York  State  J.  Med.  76:  19  (Jan.)  1976 

Hypercapnia  is  usually  considered  uncommon  in  met- 
abolic alkalosis.  In  the  24  episodes  reported  here,  how- 
ever, in  patients  without  chronic  lung  disease,  arterial 
carbon  dioxide  tension  exceeded  45  mm.  Hg,  ranging 
from  46  to  58  mm.  Hg  in  8 cases.  Arterial  carbon  diox- 
ide tension  generally  paralleled  plasma  bicarbonate  con- 
centration, and  almost  all  the  patients  without  hyper- 
capnia had  coexisting  disorders  likely  to  cause  hyper- 
ventilation. The  variable  ventilatory  response  in  pa- 
tients with  metabolic  alkalosis  and  the  infrequency  of 
hypercapnia  in  some  other  reported  series  may  be  relat- 
ed to  the  cause  and  severity  of  the  metabolic  alkalosis 
and  the  prevalence  of  coexisting  respiratory  alkalosis. 
Contrary  to  common  belief,  compensatory  hypoventila- 
tion is  not  rare  in  patients  with  metabolic  alkalosis  who 
have  no  underlying  chronic  ventilatory  insufficiency. 


Gupta,  S.:  Cell  surface  markers  of  human  T and  B 

lymphocytes;  their  profile  in  primary  immunodeficien- 
cies, New  York  State  J.  Med.  76:  24  (Jan.)  1976 

Lymphocytes  are  the  primary  cells  involved  in  all  im- 
munologic reactions.  Lymphocytes  are  classified  in  two 
subpopulations  according  to  their  origin  and  functions. 
T lymphocytes  derive  their  immunologic  maturity  from 
the  thymus  and  are  responsible  for  cell-mediated  immu- 
nity, and  B lymphocytes  mature  in  an  unknown  site, 
probably  in  bone  marrow,  and  are  responsible  for  anti- 
body-mediated immunity.  In  recent  years  a number  of 
receptors  and  antigens  have  been  identified  on  the  sur- 
face of  human  lymphocytes.  These  surface  markers  to 
evaluate  lymphoid  cell  populations  in  a variety  of 
human  diseases  and  their  significance  are  discussed. 


Keogh,  B.,  Bakshi,  S.  P.,  Parthasarathy,  K.  L.,  Chu, 
T.  M.,  and  Murphy,  G.  P.:  Adrenal  imaging  with 

131I-19-iodocholesterol;  following  long-term  alternate- 
day  steroids,  New  York  State  J.  Med.  76:  35  (Jan.) 
1976 

Nine  patients  maintained  on  long-term  alternate-day 
steroid  therapy  following  renal  transplantation  were 
studied  utilizing  131I-19-iodocholesterol  gamma  ray  scin- 
tigraphy. The  serum  cortisol  and  urinary  ketosteroid 
measurements  were  also  determined.  Kidney  function 
and  the  serum  electrolytes  were  normal.  Depression  of 
the  feedback  control  on  hypothalamic-pituitary-adrenal 
axis  was  documented  by  adrenal  scintiscanning  which 
correlated  well  with  the  steroid  levels  in  blood  and  the 
metabolites  in  urine.  The  functional  status  of  the  adre- 
nals on  long-term  steroid  therapy  can  be  accurately  veri- 
fied by  adrenal  scintigraphy  following  ACTH  stimula- 
tion. 


Levine,  L.  S.,  Lewy,  J.  E.,  and  New,  M.  I.:  Hyperten- 
sion in  high  school  students;  evaluation  in  New  York 
City,  New  York  State  J.  Med.  76:  40  (Jan.)  1976. 

Twenty-eight  students  from  a New  York  City  high 
school  who  were  found  to  be  hypertensive  (>140/90)  in  a 
screening  program  were  admitted  to  the  Clinical  Re- 
search Center  of  The  New  York  Hospital-Cornell  Medi- 
cal Center  for  diagnostic  evaluation.  Twenty-six  of  the 
students  demonstrated  intermittent  systolic  and/or  dia- 
stolic hypertension  in  the  hospital;  2 of  the  students 
were  normotensive  throughout  the  hospitalization.  A 
family  history  of  hypertension  and  obesity  were  the 
most  frequent  findings.  The  most  frequent  laboratory 
abnormalities  were  related  to  the  urinary  tract,  but  all 
patients  had  normal  creatinine  clearances  and  rapid- 
sequence  intravenous  pyelograms.  Hormonal  abnor- 
mality of  the  renin-aldosterone  system  was  documented 
sporadically.  None  of  the  abnormalities  demonstrated 
was  considered  diagnostic  of  the  cause  of  the  hyperten- 
sion. 


Nash,  D.  T.,  and  Arno,  J.  T.:  Physician  referral  fail- 
ure; study  of  home  care,  New  York  State  J.  Med.  76: 
45  (Jan.)  1976 

A retrospective  study  of  100  community-referred  pa- 
tients at  the  Onondaga  County  Department  of  Health, 
Home  Care  Services,  was  performed.  Community  refer- 
rals were  defined  as  those  made  by  family,  friends, 
neighhors,  community  services,  health  department  per- 
sonnel, and/or  the  patient  himself,  but  not  a physician. 
Group  I consisted  of  28  patients,  mean  age  72.9  years, 
standard  deviation  13.8,  with  community  and  physician 
referral.  Group  II  consisted  of  58  patients,  mean  age 
74.0  years,  standard  deviation  15.1,  whom  the  physican 
did  not  refer  to  Home  Care  Services.  Group  III  consist- 
ed of  14  patients,  mean  age  72.4  years,  standard  devia- 
tion 13.5,  without  access  to  physician  care.  Analysis  of 
Groups  I and  II  show  that  82  per  cent  and  85  per  cent 
need  some  type  of  extra  care  respectively.  Specifically, 
18  of  28  in  Group  I and  33  of  58  in  Group  II  needed 
Home  Care  Services.  There  was  no  significant  differ- 
ence between  these  two  groups  (chi-square  = 0.155). 


Hinman,  A.  R.:  Disease  prevention  in  clinical  practice, 
New  York  State  J.  Med.  76:  50  (Jan.)  1976. 

Three  important  aspects  of  primary  prevention  of  dis- 
ease in  clinical  practice  are  immunizations,  weight  con- 
trol, and  avoidance  of  smoking.  Some  of  the  practical 
aspects  of  such  preventive  measures,  including  costs  and 
benefits  of  these  preventive  medical  steps,  will  be  dis- 
cussed. 

Continued  on  page  130 
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The  Avis 
“Club  Car.” 

An  economical  leasing  program 
especially  designed  for  the 
Medical  Society  of  the  State  of  New  York. 


Congratulations. 

You  just  got  a special  discount  on  the 
already  low  retail  cost  of  an  Avis  long-term 
car  lease. 

It's  the  Avis  "Club  Car"  Lease. 

The  "Club  Car"  program  was  created 
by  Avis  especially  for  your  organization.  And 
any  member  is  eligible. 

Oh,  we  know  what  you  may  be  thinking. 
But  don't  say  you  don't  need  a lease  until 
you've  found  out  what  you  get.  And  what 
you  don't. 

For  instance,  you  don't  make  a big 
down  payment.  There's  no  taking  out  a loan. 
No  responsibilities  of  ownership. 

You  simply  choose  the  car  you  want. 
Whatever  make,  model  and  options. 

We'll  deliver  the  car  through  a local 
dealer,  fully  warranteed. 

You  pay  a low  monthly  leasing  charge 
at  the  reduced  rate  based  on  the  special 
discount  agreement. 

(It's  a rate  that  can  save  you  up  to 
hundreds  of  dollars  over  the  life  of  the  lease.) 

You  can  provide  routine  preventive 
maintenance. 

(Or  Avis  will  service  and  maintain  the 


car  at  a slightly  higher  cost.) 

You  can  keep  the  car  for  two  or  three 
years.  Or  for  keeps,  depending  on  the  type 
of  lease  you  choose. 

Just  mail  the  coupon  below.  We'll  give 
you  the  facts  and  the  discount. 

Of  course,  there's  no  obligation.  But  you 
may  find  out  it  just  doesn't  pay  to  own  a 
car  any  more. 


AVIS 


CAR  LEASING 


Mr.  Bernard  M.  Jackson,  C.L.U. 

Director,  Insurance  and  Membership  Benefits 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

Yes,  I'm  interested  in  learning  more  about  the 
advantages  of  an  Avis  "Club  Ccr"  Lease. 

Please  call  me. 

NAME 


ADDRESS . 
CITY 


. STATE  _ 


ZIP. 


□ HOME  □ BUSINESS  PHONE  . 

For  immediate  service  call  Larry  Moldauer 
at  (212)  977-3318. 


Avis  rents  and  leases  all  makes  features  cars  engineered  by  Chrysler 
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Baretz,  R.  M.,  and  Stephenson,  G.  R.:  Unrealistic  pa- 
tient, New  York  State  J.  Med  76:  54  (Jan.)  1976. 

The  “unrealistic”  patient  is  a frightened  person  who 
faces  the  threat  of  disability.  Before  he  can  “accept” 
his  affliction  and  its  consequences,  he  must  pass 
through  a series  of  stages  in  which  denial  and  depression 
are  major  clinical  features.  Staff  members  must  be 
aware  constantly  of  this  transition  and  of  their  own  re- 
action to  patient  unrealism  as  a potential  threat  to  suc- 
cessful fulfillment  of  their  own  professional  role.  Sug- 
gestions for  management  of  the  problem  should  focus  on 
the  patient’s  needs  for  continuing  emotional  support, 
for  objective  methods  of  experiencing  his  own  functional 
capabilities  and  limits,  and  for  responsible  participation 
in  planning  his  own  rehabilitation  program. 

Crocco,  J.  A.,  Rooney,  J.  J.,  and  Lyons,  H.  A.:  Out- 
patient treatment  of  tuberculosis  in  unreliable  alcoholic 
patients,  New  York  State  J.  Med.  76:  58  (Jan.)  1976. 

Forty-five,  83  per  cent,  of  54  patients  with  tuberculo- 
sis and  alcoholism  attained  clinical  inactivity  of  their  tu- 


berculosis on  a regimen  of  appropriate  antituberculosis 
treatment,  personal  interest  on  the  part  of  a physician 
and  his  presentation  of  alcoholism  as  a disease  rather 
than  a moral  depravity,  “friendly”  concern  and  urging 
of  the  patient  to  take  his  medications,  and  close  supervi- 
sion to  preclude  the  patient  from  being  lost  to  follow-up. 
Outpatient  treatment  was  definitely  successful  despite 
the  presence  of  drug-resistant  tuberculosis  in  34  pa- 
tients, 63  per  cent,  and  costs  were  minimal  compared 
with  inpatient  care.  Follow-up  over  a four-  to  six-year 
period  showed  continued  control  of  tuberculosis. 

Savitz,  M.  H.,  and  Malis,  L.  I.:  Prophylactic  clinda- 
mycin for  neurosurgical  patients,  New  York  State  J. 
Med.  76:  64  (Jan.)  1976 

In  a double-blind  study,  either  clindamycin  or  saline 
was  randomly  administered  to  110  neurosurgical  pa- 
tients. The  results  suggest  that  the  preoperative  and 
intraoperative  use  of  clindamycin  reduces  the  incidence 
of  postoperative  infections  following  prolonged  exposure 
of  the  wound  or  reexploration.  The  rationale  of  pro- 
phylactic antibiotics  in  neurosurgical  procedures  is  dis- 
cussed. 


Abstracts  in  Interlingua 


Fulop,  M.:  Hypercapnia  in  le  alkalosis  metabolic,  New 
York  State  J.  Med.  76:  19  (Januario)  1976. 

In  general,  le  hypercapnia  es  considerate  un  evento 
pauc  commun  in  le  alkalosis  metabolic.  Nonobstante, 
in  le  24  episodios  reportate  qui  e correspondente  a pa- 
tientes  con  morbo  pulmonari  chronic,  le  tension  del  CO2 
arterial  excedeva  de  45  mm/Hg  (variation  inter  46  e 58 
mm/Hg)  in  8 casos.  Generalmente,  le  tension  del  CO2 
arterial  esseva  parallel  al  concentration  plasmatic  del  bi- 
carbonato,  e quasi  omne  patientes  sin  hypercapnia  ha- 
beva  morbos  coexistente  que  poteva  causar  hyperventi- 
lation. Le  responsa  ventilatori  variabile  in  le  patientes 
con  alkalosis  metabolic  e le  infrequentia  del  hypercap- 
nia in  altere  casos  reportate  pote  esser  relationate  al 
causa  e severitate  del  alkalosis  metabolic  e le  prevalentia 
de  alkalosis  respiratori  coexistente.  Contrarimente  al 
creentia  commun,  le  hypoventilation  compensator!  non 
es  rar  in  patientes  con  alkalosis  metabolic  que  non  ha  un 
insufficientia  ventilatori  chronic  subjacente. 

Gupta,  S.:  Marcantes  del  superficie  cellulari  del  lym- 
phocytes human  T e B;  su  profilo  in  le  immunodeficien- 
tias  primari,  New  York  State  J.  Med.  76:  24  (Januario) 

1976. 

Le  lymphocytes  es  le  cellulas  prirnarimente  implicate 
in  omne  reactiones  immunologic.  Le  lymphocytes  es 
classificate  in  duo  subgruppos  de  accordo  con  su  origine 
e function.  Le  lymphocytes  T ha  su  maturitate  immu- 
nologic derivate  del  thymus  e es  responsible  del  im- 
munitate  cellulo-mediate;  le  lymphocytes  B matura  in 
un  sito  non  cognoscite,  probabilemente  le  medulla  ossee, 


e es  responsabile  del  immunitate  anticorpore-mediate. 
In  le  ultime  annos,  ha  essite  identificate  un  numero  de 
receptores  e antigenos  in  le  superficie  del  lymphocytes 
human.  Iste  marcantes  del  superficie  pro  evalutar  le 
gruppos  del  cellulas  lymphoide  in  un  variatate  de  mor- 
bos human  e su  signification  es  discutite. 

Keogh,  B.,  Bakshi,  S.  P.,  Parthasarathy,  K.  L.,  Chu, 
T.  M.,  e Murphy,  G.  P.:  Imagene  adrenal  con  le  iodo- 
cholesterol  I-19131  depost  le  tractamento  prolongate  con 
steroides  in  dies  alternate,  New  York  State  J.  Med.  76: 
35  (Januario)  1976. 


la. 


Nove  (9)  patientes  mantenite  in  tractamento  prolon- 
gate con  steroides  in  dies  alternate  depost  le  transplan- 
tation renal  esseva  studiate  utilisante  le  iodocholesterol 
I - 19 131  e le  scintigraphia  con  radios  gamma.  Le  nivellos 
del  cortisol  e del  ketosteroides  urinari  esseva  etiam  de- 
terminate. Le  function  renal  e le  electrolytes  del  serum 
esseva  normal.  Le  depression  del  control  de  resposta 
del  axe  hypothalamic-pituitari-adrenal  esseva  documen- 
tate  mediante  scintigramas  adrenal  que  correlationava 
ben  con  le  nivellos  sanguine  del  steroides  e le  metab<  - 
Iites  in  le  urina.  Le  status  functional  del  adrenales  in  le 
therapia  steroide  prolongate  pote  esser  verificate  con 
precision  mediante  le  scintigraphia  adrenal  depost  le 
stimulation  con  le  ACTH. 


■ 


Levine,  L.  S.,  Lewy,  J.  E.,  e New,  M.  I.:  Hypertension 
in  le  studentes  del  scholas  superior;  evaluation  in  le  Ci- 
tate  de  Nove  York,  New  York  State  J.  Med.  76:  40 
(Januario)  1976. 

Continued  on  page  132 


? 


130  New  York  State  Journal  of  Medicine/ January  1976 


Iff  these  six  people  don’t  impress  you, 
maybe  the  companies  who  hired  them  will. 


■'hese  people  aren’t  actors.  They 
: re  real  people  doing  real  jobs  for 
eal  companies. 

Take  Joseph  Minikovsky,  for 
xample  (top  left),  an  electronic 
laintenance  engineer.  He  has 
;arned  to  use  one  hand  the  way 
lost  people  in  his  field  have  to  use 
vo.  As  quickly,  as  efficiently,  as 
ccurately.  He’s  a cracker  jack 
ichnician  and  the  National  Broad- 
asting  Company  knows  it.  Yes,  he 
rorks  for  NBC. 

Robert  Thompson  (top  center) 
a mechanical  engineer.  At  Syska 
Hennessy  in  New  York. 

Frank  Gaal  (top  right),  a ma- 
rine operator  for  Con  Edison. 

James  Withers  (bottom  left), 
i administrative  assistant  with 


Control  Data  Corporation. 

Mildred  Hudson  (bottom  cen- 
ter), a coding  and  terminations 
clerk  for  Standard  Security  Life 
Insurance. 

And  Thomas  Clancy  (bottom 
right)  is  one  of  the  best  computer 
programmers  New  York  Univer- 
sity ever  had. 

They’re  all  working.  At  jobs 
they  enj  oy.  For  companies  who  are 
very  grateful  to  have  them. 

You  see,  despite  their  obvious 
disabilities,  these  people  are 
skilled,  hard-working  men  and 
women.  And  traits  like  that  are 
hard  to  come  by  these  days.  (Ms. 
Hudson’s  supervisor  told  us  she 
was  one  of  only  three  people  in 
their  company  who  made  it  to  work 


during  a heavy  snowstorm.) 

It  takes  a lot  of  determination 
and  many  months  of  rehabilita- 
tion to  get  where  these  people  are. 

But  it  takes  very  little  more 
than  a letter  to  find  people  like 
them  and  hire  them. 

The  Director  of  Vocational  Re- 
habilitation in  your  state  has  a file 
of  skilled,  trained,  rehabilitated 
people  in  every  field.  Ready,  will- 
ing and  able  to  work. 

Write  to  him,  next  time  you 
have  an  opening.  His  office  is  in 
your  state  capital. 

And  join  the  impressive  ranks 
of  Con  Edison.  And  NBC.  And 
Syska  & Hennessy.  And  Control 
Data.  And  Standard  Security  Life. 
And  NYU. 


Write  the  Director  of  Vocational  Rehabilitation  in  your  State  Capital. 

The  U.S.  Department  of  Health,  Education,  and  Welfare.  A Public  Service  of  This  Magazine  & The  Advertising  Council 


131 


Continued  from  page  130 

Vinti-octo  (28)  studentes  del  scholas  superior  del  Ci- 
tate  de  Nove  York,  que  esseva  trovate  con  hypertension 
(plus  que  140/90)  in  un  programa  selective,  esseva  hos- 
pitalisate  in  le  Centro  de  Investigationes  Clinic  de  The 
New  York  Hospital-Cornell  Medical  Center  pro  evalua- 
tion diagnostic.  Vinti-sex  (26)  del  studentes  habeva  hy- 
pertension systolic  e/o  diastolic  intermittente  in  le  hos- 
pital; duo  (2)  studentes  esseva  normotensive  durante  le 
hospitalisation.  Antecedentes  familiari  e de  obesitate 
esseva  trovate  plus  frequentemente.  Le  plus  frequente 
abnormalitates  de  laboratorio  esseva  relationate  con  le 
tracto  urinari,  mais  omne  patientes  habeva  depurationes 
normal  del  creatinina  e pyelogramas  intravenose  de  se- 
quentia  rapide.  Una  abnormalitate  hormonal  del  siste- 
ma  renina-aldosterona  esseva  documentate  sporadic- 
mente. 

Nash,  D.  T.,  e Arno,  J.  T.:  Fallimento  del  referentia 
medic;  studio  del  attention  in  casa,  New  York  State  J. 
Med.  76:  45  (Januario)  1976. 

Un  studio  retrospective  de  100  patientes  referite  per 
le  communitate  al  Departamento  de  Sanitate  del  Cond- 
ado  Onondaga,  Servicios  de  Attention  in  Casa,  esseva  fa- 
cite.  Le  referentia  del  communitate  esseva  definite 
como  ille  facite  per  le  familia,  le  amicos,  le  vicinos,  le 
servicios  del  communitate,  le  personal  del  Departamen- 
to de  Sanitate  e/o  le  patiente  mesmo,  mais  non  per  un 
medico.  Le  Gruppo  I de  patientes  consisteva  in  28  indi- 
viduos  (etate  media  72.9  annos;  desviation  standard 
13.8)  referite  per  le  communitate  e le  medico.  Le  Grup- 
po II  consisteva  in  58  patientes  (etate  media  74  annos; 
desviation  standard  15.1),  non  referite  per  le  medicos  al 
Servicios  de  Attention  in  Casa.  Le  Gruppo  III  consisteva 
in  14  patientes  (etate  media  72.4  annos;  desviation  stan- 
dard 13.5),  sin  acceso  al  attention  medic.  Le  analyses 
del  Gruppos  I e II  demonstrava  que  82  e 85  pro  cento  del 
patientes  necessitava,  respectivemente,  alicun  typo  de 
attention  extra.  Specificmente,  18  de  28  patientes  del 
Gruppo  I e 33  de  58  del  Gruppo  II  necessitava  le  Servi- 
cios de  Attention  in  Casa.  Non  habeva  differentias  sig- 
nificative inter  le  duo  gruppos  (chi2  = 0.155). 

Hinman,  A.  R.:  Medicina  preventive  in  le  practica 

clinic,  New  York  State  J.  Med.  76:  50  (Januario)  1976. 

Le  tres  aspectos  importante  del  medicina  preventive 
primari  in  le  practica  clinic  es  immunisationes,  controlo 
del  peso  e evitar  de  fumar.  Alicun  del  aspectos  practic 
de  iste  mesuras  preventive  includente  le  costo  e le  bene- 
ficios  de  iste  passos  del  medicine  preventive  es  discutite. 


Baretz,  R.  M.,  e Stephenson,  G.  R.:  Le  patiente  non 
realistic,  New  York  State  J.  Med.  76:  54  (Januario) 
1976. 

Le  patiente  “non  realistic”  es  un  individuo  espaven- 
tate  que  confronta  le  menacia  de  incapacitation.  Ante 
de  “acceptar”  su  morbo  e su  consequentias,  ille  debe 
passar  tra  un  serie  de  studios  intra  le  qual  negationes  e 
depressiones  es  le  characteristic  clinic  principal.  Le 
personal  medic  debe  esser  constantemente  advertite  de 
iste  transition  e de  su  proprie  reactiones  al  non  realismo 
del  patiente  commo  un  menacia  potential  al  realisation 
successose  de  su  proprie  rolo  professional.  Le  suggeren- 
tias  pro  le  tractamento  del  problema  debe  focalisar  se 
supra  le  necessitates  del  patiente  pro  su  supporto  emo- 
tional continuo,  pro  methodos  objective  pro  experimen- 
tar  su  proprie  capacitate  functional  e su  limitationes,  e 
pro  le  participation  responsible  in  le  planeamento  de  su 
proprie  programa  de  rehabilitation. 

Crocco,  J.  A.,  Rooney,  J.  J.,  e Lyons,  H.  A.:  Tractam- 
ento ambulatori  del  tuberculosis  in  patientes  alcoholic 
non  confiabile,  New  York  State  J.  Med.  76:  58  (Janu- 
ario) 1976. 

De  54  patientes  con  tuberculosis  e alcoholismo,  45  (83 
pro  cento)  deveniva  clinicmente  inactive  con  le  tracta- 
mento antituberculose  adequate,  le  interes  personal  del 
medic,  le  consideration  que  le  alcoholismo  es  un  morbo 
plus  que  un  depravation  moral,  le  preocupation  arnica- 
bile,  le  urgimento  al  patiente  pro  prender  su  medication 
e le  supervision  stricte  pro  prevenir  que  le  patiente  sia 
perdite  del  observation  ulterior.  Le  tractamento  ambu- 
latori esseva  definitivemente  successose  nonobstante  le 
presentia  de  tuberculosis  resistente  al  drogas  antituber- 
culose in  34  patientes  (63  pro  cento);  le  costo  del  trac- 
tamento esseva  minimum  comparate  con  le  therapia  del 
patientes  hospitalisate.  Le  observation  ulterior  durante 
un  periodo  de  4 a 6 annos  demonstrava  un  control  con- 
tinuo del  tuberculosis. 

Savitz,  M.  H.,  e Malis,  L.  I.:  Prophylaxis  con  clinda- 
mycina  pro  le  patientes  neurochirurgic,  New  York 
State  J.  Med.  76:  64  (Januario)  1976. 

In  un  studio  doublemente  cec,  clindamycina  o solu- 
tion saline  esseva  administrate,  al  hazardo,  a 110  pa-  j 
tientes  neurochirurgic.  Le  resultatos  suggere  que  le  uso 
preoperatori  o intraoperatori  del  clindamycina  reduce  le 
frequentia  del  infectiones  postoperatori  consecutive  al 
exposition  prolongate  del  feritas  o al  re-exploration.  Le  . 
rational  del  uso  prophylactic  del  antibiotic  in  le  procedi- 
mentos  neurochirurgic  es  discutite. 
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PREFACE 


THIS  revision,  entitled  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of  New 
York,  defines  the  duties  of  doctors  of  medicine  to  the 
profession,  to  the  patient,  and  to  the  public  without  re- 
gard to  penalties  for  any  infraction  thereof.  The  vari- 
ous county  societies  are  charged  with  the  duty  of  carry- 
ing out  these  principles  and  deciding  the  degree  of  disci- 
pline for  those  found  guilty  of  unprofessional  conduct. 
All  such  cases  should  be  investigated  by  the  boards  of 
censors,  or  committees  on  discipline  of  the  county  so- 
cieties, in  order  to  determine  the  underlying  motive, 
habit,  or  intention  of  those  accused.  The  reports,  rec- 
ommendations, or  decisions  of  the  boards  or  committees 
should  express  full  justice  to  those  who  are  guilty  and 
mercy  to  the  innocent.  This  procedure  should  be  used 
for  the  purpose  of  raising  the  ethical  standard  of  the 
practice  of  medicine  in  the  several  counties  of  the  State. 

The  oath  as  administered  by  Hippocrates  at  the 
Island  of  Cos,  Asia  Minor,  to  his  students  in  the  fifth 
century  B.C.,  the  prayer  by  Maimonides,  and  the  Gene- 
va Declaration,  appear  in  appendix  number  one.  At  the 
present  time  the  oath,  or  a modification  of  it,  is  adminis- 
tered to  the  graduates  of  the  majority  of  the  medical  col- 
leges of  this  State. 
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THE  PRINCIPLES  OF 
PROFESSIONAL  CONDUCT 


CHAPTER  I 

General  Principles 

Section  1.  The  prime  object  of  the  medical  profes- 
sion is  to  render  service  to  humanity;  reward  or  financial 
gain  is  a subordinate  consideration.  Health  care  is  the 
sole  condition  of  its  ministry,  without  stint  or  scruple. 
Whoever  chooses  this  profession  assumes  the  obligation 
to  conduct  himself  in  accord  with  its  ideals.  A doctor  of 
medicine  should  be  “an  upright  man,  instructed  in  the 
art  of  healing.”  He  must  keep  himself  pure  in  character 
and  be  diligent  and  conscientious  in  caring  for  the  sick. 
As  was  said  by  Hippocrates,  “He  should  also  be  modest, 
sober,  patient,  prompt  to  do  his  whole  duty  without  anx- 
iety; pious  without  going  so  far  as  superstition,  conduct- 
ing himself  with  propriety  in  his  profession  and  in  all 
the  actions  of  his  life.” 

Groups  and  Clinics 

Section  2.  These  Principles  of  Professional  Conduct 
shall  apply  to  doctors  of  medicine  as  individuals  or  as 
members  of  staffs  of  hospitals,  clinics,  colleges,  schools, 
foundations,  companies,  partnerships,  corporations,  or 
groups,  by  whatsoever  name  they  may  be  known. 

Advertising 

Section  3.  Solicitation  of  patients,  directly  or  indi- 
rectly, by  a doctor  of  medicine,  by  groups  of  doctors  of 
medicine,  or  by  institutions  or  organizations  is  unethi- 
cal. This  principle  protects  the  public  from  the  adver- 
tiser and  salesman  of  medical  care  by  establishing  an 
easily  discernible  and  generally  recognized  distinction 
between  him  and  the  ethical  doctor  of  medicine. 
Among  unethical  practices  are  included  the  not  always 
obvious  devices  of  furnishing  or  inspiring  newspaper  or 
magazine  comments  concerning  cases  in  which  the  doc- 
tor of  medicine  or  group  or  institution  has  been,  or  is, 
concerned.  Self-laudations  defy  the  traditions  and 
lower  the  moral  standard  of  the  medical  profession;  they 
are  an  infraction  of  good  taste  and  are  disapproved. 

It  should  be  understood  that  any  medical  care  plan, 
company,  or  organization  which  advertises  for  subscrib- 
ers or  patients  and  directs  such  subscribers  or  patients 
to  a restricted  panel  of  doctors  of  medicine  for  medical 
care  may  be  advertising  for  the  benefit  of  the  doctors  of 
medicine  involved. 

The  listing  of  physicians  in  nonprofessional  directo- 
ries or  brochures  of  limited  circulation,  that  is,  church, 
temple,  local  club,  and  others  which  are  nonprofit  or 
charitable  in  nature  and  according  to  regulations  pre- 
scribed by  the  county  medical  society  involved,  shall  not 
be  considered  unethical  or  unprofessional. 


The  Relationship  of  the  Doctor  of  Medicine  to 
Media  of  Public  Information 

Section  4.  Many  people,  literate  and  well  educated, 
do  not  possess  a special  knowledge  of  medicine.  Medi- 
cal books  and  journals  are  not  always  easily  accessible  or 
readily  understandable. 

The  medical  profession  considers  it  ethical  for  a doc- 
tor of  medicine  to  meet  the  request  of  a component  or 
constituent  medical  society  to  write,  act,  or  speak  for 
general  readers  or  audiences.  On  the  other  hand,  it  may 
often  happen  that  the  representatives  of  popular  news 
media  are  the  first  to  perceive  the  adaptability  of  medi- 
cal material  for  presentation  to  the  public.  In  such  a 
situation  the  doctor  of  medicine  may  be  asked  to  release 
to  the  public  some  information,  exhibit,  drawing,  or 
photograph.  Refusal  to  release  this  material  may  be 
considered  a refusal  to  perform  a public  service,  yet 
compliance  may  bring  the  charge  of  self-seeking  or  solic- 
itation. 

An  ethical  doctor  of  medicine  therefore  may  provide 
appropriate  information  regarding  important  medical 
and  public  health  matters  which  have  been  discussed 
during  open  medical  meetings  or  in  technical  papers 
which  have  been  published,  and  he  may  reveal  informa- 
tion regarding  a patient’s  physical  condition  if  the  pa- 
tient gives  his  permission,  but  he  should  seek  the  guid- 
ance of  appropriate  officals  and  designated  spokesmen 
of  component  or  constituent  medical  societies.  Spokes- 
men should  be  empowered  to  give  prompt  and  authori- 
tative replies,  and  a list  should  be  issued  which  identi- 
fies them  and  discloses  the  manner  in  which  they  may 
be  reached.  These  provisions  are  made  with  full  knowl- 
edge that  the  primary  responsibility  of  the  doctor  of 
medicine  is  the  welfare  of  his  patient,  but  proper  obser- 
vation of  these  ethical  provisions  by  the  doctor  of  medi- 
cine concerned  should  protect  him  from  any  charge  of 
self-aggrandizement. 

Scientific  articles  written  concerning  hospitals,  clin- 
ics, or  laboratories  which  portray  clinical  facts  and  tech- 
nics and  which  display  appropriate  illustrations  may 
well  have  the  commendable  effect  of  inspiring  public 
confidence  in  the  procedure  described.  Articles  should 
be  prepared  authoritatively  and  should  utilize  informa- 
tion supplied  by  the  doctor  of  medicine  or  doctors  of 
medicine  in  charge  with  the  sanction  of  appropriate  as- 
sociates. 

When  any  sort  of  medical  information  is  released  to 
the  public,  the  promise  of  radical  cures  or  boasting  of 
cures  or  of  extraordinary  skill  or  success  is  unethical. 

An  institution  may  use  means,  approved  by  the  medi- 
cal profession  in  its  own  locality,  to  inform  the  public  of 
its  address  and  the  special  class,  if  any,  of  patients  ac- 
commodated. 
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Patents,  Commissions,  Rebates,  and  Secret 
Remedies 

Section  5.  An  ethical  doctor  of  medicine  will  not  re- 
ceive remuneration  from  patents  on  or  the  sale  of  surgi- 
cal instruments,  appliances,  and  medicine,  nor  profit 
from  a copyright  on  methods  of  procedures.  The  re- 
ceipt of  remuneration  from  patents  or  copyrights  tempts 
the  owners  thereof  to  retard  or  inhibit  research  or  to  re- 
strict the  benefits  derivable  therefrom  to  patients,  the 
public,  or  the  medical  profession.  The  acceptance  of  re- 
bates on  prescriptions  or  appliances  or  of  commissions 
from  attendants  who  aid  in  the  care  of  patients  is  uneth- 
ical. 

An  ethical  doctor  of  medicine  shall  not  have  any  fi- 
nancial interest  in  or  own  an  optical  dispensing  facility 
such  as  a retail  commercial  store  which  sells  optical 
products  to  the  general  public,  unless  it  is  established  to 
the  satisfaction  of  the  local  county  medical  society  that 
such  participation  or  ownership  is  necessary  to  meet  the 
needs  of  the  community. 

An  ethical  doctor  of  medicine  shall  not  have  any  fi- 
nancial interest  in  or  own  a pharmacy  unless  it  is  estab- 
lished to  the  satisfaction  of  the  local  county  medical  so- 
ciety that  such  ownership  or  participation  is  necessary 
to  meet  the  needs  of  the  patients  of  the  community. 

An  ethical  doctor  of  medicine  does  not  engage  in  bar- 
ter or  trade  in  the  appliances,  devices,  or  remedies  pre- 
scribed for  patients  but  limits  the  sources  of  his  profes- 
sional income  to  professional  services  rendered  the  pa- 
tient. 

He  should  receive  his  remuneration  for  professional 
services  rendered  only  in  the  amount  of  his  fee  specifi- 
cally announced  to  his  patient  at  the  time  the  service  is 
rendered  or  in  the  form  of  a subsequent  statement,  and 
he  should  not  accept  additional  compensation,  secretly 
or  openly,  directly  or  indirectly,  from  any  other  source, 
except  as  provided  in  Article  VI,  Section  3,  of  Chapter 
III. 

The  prescription  or  dispensing  by  a doctor  of  medi- 
cine of  secret  medicines  or  other  secret  remedial  agents, 
of  which  he  does  not  know  the  composition,  or  the  man- 
ufacture or  promotion  of  their  use  is  unethical. 

Evasion  of  Legal  Restrictions 

Section  6.  An  ethical  doctor  of  medicine  will  observe 
the  laws  regulating  the  practice  of  medicine  and  will  not 
assist  others  to  evade  such  laws. 

CHAPTER  II 

DUTIES  OF  DOCTORS  OF  MEDICINE  TO 
THEIR  PATIENTS 

Standards,  Usefulness,  Nonsectarianism 

Section  1 . In  order  that  a doctor  of  medicine  may 
best  serve  his  patients,  he  is  expected  to  exalt  the  stan- 
dards of  his  profession  and  to  extend  its  sphere  of  use- 
fulness. A sectarian  or  cultist  as  applied  to  medicine  is 
one  who  alleges  to  follow  or  in  his  practice  follows  a 
dogma,  tenet,  or  principle  based  on  the  authority  of  its 
promulgator  to  the  exclusion  of  demonstration  and  sci- 
entific experience.  All  voluntarily  associated  activities 
with  cultists  are  unethical.  A consultation  with  a cultist 
is  a futile  gesture  if  the  cultist  is  wrongfully  implied  to 
have  the  same  high  grade  of  knowledge,  training,  and 
experience  as  is  possessed  by  the  doctor  of  medicine. 


Such  consultation  lowers  the  honor  and  dignity  of  the 
profession  in  the  same  degree  in  which  it  elevates  the 
honor  and  dignity  of  those  who  are  irregular  in  training 
and  practice. 

Guarding  The  Patient’s  Confidence 

Section  2.  Every  patient  should  be  treated  with  at- 
tention and  consideration,  and  the  confidences  which 
doctors  of  medicine  receive  should  be  guarded  with  the 
most  scrupulous  fidelity  and  honor.  The  obligation  ex- 
tends beyond  the  period  of  professional  services;  none  of 
the  privacies  of  individual  or  domestic  life,  no  infirmity 
of  disposition  or  flaw  of  character  observed  during  medi- 
cal attendance,  should  ever  be  divulged  by  doctors  of 
medicine  except  when  required  by  statute  law  or  by  the 
courts. 

Prognosis 

Section  3.  The  doctor  of  medicine  should  be  a minis- 
ter of  hope  and  comfort  to  the  sick;  however,  he  should 
not  fail  to  give  timely  notice  of  dangerous  manifesta- 
tions to  the  family  or  friends  of  the  patient  and  also  to 
the  patient,  when  necessary. 

The  Patient  Must  Not  Be  Neglected 

Section  4.  A doctor  of  medicine  is  free  to  choose 
whom  he  will  serve.  He  should,  however,  respond  to 
any  request  for  his  assistance  in  an  emergency  or  when- 
ever temperate  public  opinion  expects  the  service. 
Once  having  undertaken  a case,  the  doctor  of  medicine 
should  not  neglect  the  patient,  nor  should  he  withdraw 
from  the  case  without  giving  notice  to  the  patient,  his 
relatives,  or  his  responsible  friends  sufficiently  long  in 
advance  of  his  withdrawal  to  allow  them  to  secure  an- 
other medical  attendant. 


CHAPTER  III 

DUTIES  OF  DOCTORS  OF  MEDICINE  TO 
EACH  OTHER  AND  TO  THE  PROFESSION 
AT  LARGE 

Article  I — Duties  to  the  Profession 

Upholding  the  Honor  of  the  Profession 

Section  1.  A doctor  of  medicine  is  expected  to  up- 
hold the  dignity  and  honor  of  his  vocation. 

Membership  in  Medical  Societies 

Section  2.  For  the  advancement  of  his  profession,  £ 
doctor  of  medicine  should  affiliate  with  medical  so 
cieties  and  contribute  of  his  time,  energy,  and  means  sc 
that  these  societies  may  represent  the  ideals  of  the  pro 
fession. 

Safeguarding  the  Profession 

Section  3.  Every  doctor  of  medicine  should  aid  ii 
safeguarding  the  profession  against  admission  to  it  o; 
( hose  who  are  deficient  in  moral  character  or  education. 

Section  4.  A doctor  of  medicine  should  expose,  with 
out  fear  or  favor,  incompetent  or  corrupt,  dishonest  o| 
unethical  conduct  on  the  part  of  members  of  the  profes 
sion.  Questions  of  such  conduct  should  be  considerec 
first,  before  proper  medical  tribunals  in  executive  sesl 
sions  or  by  special  duty  appointed  committees  on  ethic* 
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relations,  provided  such  a course  is  possible  and  provid- 
ed, also,  that  law  is  not  hampered  thereby.  If  doubt 
should  arise  as  to  the  legality  of  the  doctor  of  medicine’s 
conduct,  the  situation  under  investigation  may  be 
placed  before  officers  of  the  law,  and  the  investigators 
may  take  the  necessary  steps  to  enlist  the  interest  of  the 
proper  authority. 


Article  II — Professional  Services  of  Doctors  of 
Medicine  to  Each  Other 

Dependence  of  Doctors  of  Medicine  on  Each  Other 

Section  1.  As  a general  rule,  a doctor  of  medicine 
should  not  attempt  to  treat  members  of  his  family  or 
himself.  Consequently,  a doctor  of  medicine  should 
cheerfully  and  without  recompense  give  his  professional 
services  to  doctors  of  medicine  or  their  dependents  if 
they  are  in  his  vicinity  except  otherwise  herein  provided. 

Compensation  for  Expenses 

Section  2.  When  a doctor  of  medicine  from  a dis- 
tance is  called  to  advise  another  doctor  of  medicine 
about  his  own  illness  or  about  that  of  one  of  his  family 
dependents,  and  the  doctor  of  medicine  to  whom  the 
service  is  rendered  is  in  easy  financial  circumstances,  a 
compensation  that  will  at  least  meet  the  traveling  ex- 
penses of  the  visiting  doctor  of  medicine  should  be  prof- 
fered him.  W’hen  such  a service  requires  an  absence 
from  the  accustomed  field  of  professional  work  of  the 
visitor  that  might  reasonably  be  expected  to  entail  a pe- 
cuniary loss,  such  loss  may,  in  part  at  least,  be  provided 
for  in  the  compensation  offered. 

One  Doctor  of  Medicine  in  Charge 

Section  3.  When  the  doctor  of  medicine  or  a member 
of  his  dependent  family  is  seriously  ill,  he  or  his  family 
should  select  one  doctor  of  medicine  to  take  charge  of 
the  case.  The  family  may  ask  the  doctor  of  medicine  in 
charge  to  call  in  other  doctors  of  medicine  to  act  as  con- 
sultants. 

Article  III — Duties  of  Doctors  of  Medicine  in 
Consultations 

Consultations  Should  be  Encouraged 

Section  1.  Doctors  of  medicine  should  request  con- 
sultations in  perplexing  cases,  and  the  attending  doctor 
of  medicine  should  cheerfully  consent  to  a consultation 
when  desired  by  the  patient  or  his  representative. 

Conduct  in  Consultations 

Section  2.  In  consultations  no  insincerity,  rivalry,  or 
envy  should  be  indulged.  All  due  respect  should  be  ob- 
served toward  the  doctor  of  medicine  in  charge  of  the 
case,  and  no  statement  or  remark  should  be  made  which 
would  unjustly  impair  the  confidence  reposed  in  him. 

Punctuality 

Section  3.  The  utmost  punctuality  should  be  ob- 
served by  doctors  of  medicine  in  meeting  for  consulta- 
tion; only  a rare  emergency  should  interfere  with  such 
an  engagement. 

Patient  Referred  to  Consultant 

Section  4.  When  a patient  is  sent  to  a consultant  and 
the  doctor  of  medicine  in  charge  of  the  case  cannot  ac- 


company the  patient,  the  doctor  of  medicine  in  charge 
should  provide  the  consultant  with  a history  of  the  case, 
together  with  the  doctor  of  medicine’s  opinion  and  out- 
line of  the  treatment,  or  so  much  of  this  as  may  be  of 
service  to  the  consultant.  As  soon  as  possible  after  the 
consultant  has  seen  the  patient,  he  should  address  the 
doctor  of  medicine  in  charge  and  advise  him  of  the  re- 
sults of  the  consultant’s  investigation.  The  opinions  of 
both  the  doctor  of  medicine  in  charge  and  the  consul- 
tant are  confidential  and  must  be  so  regarded  by  each. 

Discussions  in  Consultation 

Section  5.  After  the  doctors  of  medicine  called  in 
consultation  have  completed  their  investigations,  they 
and  the  doctor  of  medicine  in  charge  should  meet  by 
themselves  to  discuss  the  course  to  be  followed.  State- 
ments should  not  be  made  nor  should  discussions  take 
place  in  the  presence  of  the  patient,  his  family,  or  his 
friends,  unless  all  doctors  of  medicine  concerned  are 
present  or  unless  all  of  them  have  consented  to  another 
arrangement. 

Responsibility  of  Attending  Doctor  of  Medicine 

Section  6.  The  doctor  of  medicine  in  charge  of  the 
case  is  responsible  for  treatment  of  the  patient.  Conse- 
quently, he  may  prescribe  for  the  patient  at  any  time 
and  is  privileged  to  vary  the  treatment  outlined  and 
agreed  on  at  a consultation  whenever,  in  his  opinion, 
such  a change  is  warranted.  However,  after  such  a 
change,  it  is  best  to  call  another  consultation;  then  the 
doctor  of  medicine  in  charge  should  state  his  reasons  for 
departing  from  the  course  decided  at  the  previous  con- 
ference. When  an  emergency  occurs  during  the  absence 
of  the  doctor  of  medicine  in  charge,  a consultant  may  as- 
sume authority  until  the  arrival  of  the  doctor  of  medi- 
cine in  charge. 

Disagreement  in  Consultation 

Section  7.  It  may  happen  that  the  attending  doctor 
of  medicine  and  the  consultant  cannot  agree  in  their 
views  of  the  case  or  of  the  treatment  to  be  pursued;  with 
the  consent  of  the  patient  another  consultant  may  be 
called. 

Consultant  and  Attendant 

Section  8.  When  a doctor  of  medicine  has  acted  as 
consultant  in  an  illness,  he  should  not  become  the  doc- 
tor of  medicine  in  charge  in  the  course  of  that  illness,  ex- 
cept with  the  consent  of  the  doctor  of  medicine  who  was 
in  charge  at  the  time  of  the  consultation,  unless  the  pa- 
tient insists  on  the  change. 

Article  IV — Duties  of  Doctors  of  Medicine  in 
Cases  of  Interference 

Misunderstandings  to  be  Avoided 

Section  1.  A doctor  of  medicine,  in  his  relationship 
with  a patient  who  is  under  the  care  of  another  doctor  of 
medicine,  should  not  give  hints  relative  to  the  nature 
and  treatment  of  the  patient’s  disorder,  nor  should  a 
doctor  of  medicine  do  anything  to  diminish  the  trust  re- 
posed by  the  patient  in  his  own  doctor  of  medicine.  In 
embarrassing  situations,  or  whenever  there  seems  to  be 
a possibility  of  misunderstanding  with  a colleague,  a 
doctor  of  medicine  should  seek  a friendly  interview  with 
his  fellow. 
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Social  Calls  on  Patient  of  Another  Doctor  of 
Medicine 

Section  2.  When  a doctor  of  medicine  makes  social 
calls  on  another  doctor  of  medicine’s  patient,  he  should 
avoid  conversation  about  the  patient’s  illness. 

Services  to  Patient  of  Another  Doctor  of  Medicine 

Section  3.  A doctor  of  medicine  should  not  take 
charge  of,  or  prescribe  for,  another  doctor  of  medicine’s 
patient  during  any  given  illness  (except  in  an  emergen- 
cy) until  the  other  doctor  of  medicine  has  relinquished 
the  case  or  has  been  formerly  dismissed. 

Criticism  to  be  Avoided 

Section  4.  When  a doctor  of  medicine  does  succeed 
another  doctor  of  medicine  in  charge  of  a case,  he  should 
not  disparage,  by  comment  or  insinuation,  the  one  who 
preceded  him.  Such  comment  or  insinuation  tends  to 
lower  the  confidence  of  the  patient  in  the  medical  pro- 
fession and  so  reacts  against  the  patient,  the  profession, 
and  the  critic. 

Emergency  Cases 

Section  5.  When  a doctor  of  medicine  is  called  in  an 
emergency  because  the  personal  or  family  doctor  of 
medicine  is  not  at  hand,  he  should  provide  only  for  the 
patient’s  immediate  need  and  should  withdraw  from  the 
case  on  the  arrival  of  the  personal  or  family  doctor  of 
medicine.  However,  he  should  first  report  to  the  per- 
sonal or  family  doctor  of  medicine  the  condition  found 
and  the  treatment  administered. 

Precedence  when  Several  Doctors  of  Medicine  are 
Summoned 

Section  6.  In  cases  of  sudden  illness  or  accidents 
when  several  doctors  of  medicine  are  summoned,  the 
doctor  of  medicine  acting  in  such  emergency  should  re- 
quest that  the  family  doctor  of  medicine  be  called  and, 
upon  his  arrival,  should  withdraw  in  his  favor. 

A Colleague’s  Patient 

Section  7.  Whenever  a doctor  of  medicine  requests 
another  doctor  of  medicine  to  attend  his  patients  during 
his  temporary  absence  from  his  practice,  professional 
courtesy  requires  the  acceptance  of  such  appointment  if 
consistent  with  his  other  duties.  The  doctor  of  medi- 
cine acting  under  such  an  appointment  should  give  the 
utmost  consideration  to  the  interests  and  reputation  of 
the  absent  doctor  of  medicine.  All  such  patients  should 
be  restored  to  the  care  of  the  latter  upon  his  return. 

Substitute  in  Obstetric  Work 

Section  8.  When  a doctor  of  medicine  attends  a 
woman  who  is  in  labor  because  the  one  who  was  engaged 
to  attend  her  is  absent,  the  doctor  of  medicine  sum- 
moned in  the  emergency  should  relinquish  the  patient 
to  the  first  engaged  on  his  arrival.  The  one  in  atten- 
dance is  entitled  to  compensation  for  the  professional 
services  he  may  have  rendered. 


Article  V — Disputes  Between  Doctors  of 
Medicine — Arbitration 

Section  1 . Whenever  there  arises  between  doctors  of 
medicine  a grave  difference  of  opinion,  or  of  interest, 


which  cannot  be  promptly  adjusted,  the  dispute  should 
be  referred  for  arbitration,  preferably  to  an  official  body 
of  a county  medical  society. 


Article  VI — Compensation 

Limits  of  Gratuitous  Service 


Section  1.  Indigency  of  a patient,  and  the  obligation 
of  doctors  of  medicine  to  attend  one  another  and  the  de- 
pendent members  of  the  families  of  one  another,  should 
command  the  gratuitous  services  of  a doctor  of  medi- 
cine. Institutions  and  organizations  for  mutual  benefit 
or  for  accident,  sickness,  and  life  insurance,  or  for  analo- 
gous purposes  should  meet  such  costs  are  covered  by  the 
contract  under  which  the  service  is  rendered. 


i 

1 

t 
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Conditions  of  Medical  Practice 


Section  2.  A doctor  of  medicine  should  not  dispose 
of  his  services  under  conditons  that  make  it  impossible  J 
to  render  adequate  service  to  his  patients,  except  under  : 
circumstances  in  which  the  patient  concerned  might  be 
deprived  of  immediately  necessary  care. 

p 

Contract  Practice 

Section  3.  Contract  practice  as  applied  to  medicine  « 
means  the  practice  of  medicine  under  an  agreement  be-  pi 
tween  a duly  licensed  doctor  of  medicine  or  a group  ol  in 
doctors  of  medicine,  as  principals  or  agents,  and  a corpo  i; 
ration,  organization,  political  subdivision,  or  individual 
whereby  partial  or  full  medical  services  are  provided  foi 
a group  or  class  of  individuals  on  the  basis  of  a fe< 
schedule,  or  for  salary  or  for  a fixed  rate  per  capita. 

Contract  practice  per  se  is  not  unethical.  Contrac  ] 
practice  is  unethical  if  it  permits  of  features  or  condi 
tions  that  are  declared  unethical  in  these  Principles  o 
Professional  Conduct  or  if  the  contract  or  any  of  its  pro 
visions  causes  deterioration  of  the  quality  of  the  medica 
services  rendered.  Contract  practice  which  allows  di 
version  of  fees  for  professional  medical  services  to  a hos 
pital,  organization,  or  political  subdivision  is  unethical. 


Free  Choice  of  Doctor  of  Medicine 


Section  4.  The  right  of  the  patient  freely  to  choos 
his  doctor  of  medicine  must  be  preserved  and  main 
tained.  Nothing  in  any  individual  or  group  method  o 
practice  must  be  permitted  to  interfere  with  this  right. 

Free  choice  of  doctor  of  medicine  is  defined  as  the  un 
restricted  freedom  of  a patient  to  choose  his  own  docto 
of  medicine.  The  interjection  of  a third  party  who  has 
valid  interest  or  who  intervenes  between  the  doctor  c 
medicine  and  the  patient  does  not  per  se  cause  a cor 
tract  to  be  unethical.  A third  party  has  a valid  interes 
when,  by  law  or  volition,  the  third  party  assumes  legf 
responsibility  and  provides  for  the  cost  of  medical  car 
and  indemnity  for  occupational  disability. 

If,  however,  the  third  party  be  an  organization  or  cc 
poration  which  agrees  to  provide  medical  and/or  surg 
cal  services  through  the  medium  of  individual  or  grou 
practice,  payment  to  the  doctors  of  medicine  under  cor 
tract  being  either  on  an  indemnity  or  a per  capita  basi 
a requirement  restricting  choice  of  doctor  of  medicine  t 
either  the  individual  or  group  practitioners  under  cor 
tract  vitiates  the  subscriber’s  right  to  free  choice  of  doij 
tor  of  medicine.  This  is  against  the  best  interests  of  tl 
public  and  of  the  medical  profession. 
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Commissions 

Section  5.  When  a patient  is  referred  by  one  doctor 
of  medicine  to  another  for  consultation  or  for  treatment, 
whether  the  doctor  of  medicine  in  charge  accompanies 
the  patient  or  not,  the  giving  or  receiving  of  a commis- 
sion by  whatever  term  it  may  be  called  or  under  any 
guise  or  pretext  whatsoever  is  unethical. 

Purveyal  of  Medical  Service 

Section  6.  Except  where  permitted  by  law,  and  only 
, in  the  manner  permitted  and  to  the  extent  permitted  by 
law,  any  doctor  of  medicine  who  in  any  way  contributes 
. to  the  coercion  or  exploitation  of  a fellow  physician  is 
unethical. 


Pro  rat  ion  of  Fees 

, Section  7.  It  is  not  unethical  for  a fee  to  be  prorated 
, among  two  or  more  doctors  of  medicine  when  such  phy- 
r sicians  have  actively  participated  in  the  medical  and/or 
. surgical  care  of  a patient  and  each  physician’s  fee  is 
commensurate  with  the  services  he  has  rendered.  The 
patient  who  has  received  such  joint  services  shall  be  ad- 
vised of  the  participation  of  each  physician  and  shall  re- 
? ceive  a separate,  itemized  statement  from  each.  Such 
proration  would  be  considered  ethical  if  it  was  limited  to 
: instances  where  a contracted  fee  payment  for  a service 
has  been  made  by  an  insurance  company. 

: 


CHAPTER  IV 

THE  DUTIES  OF  DOCTORS  OF  MEDICINE 
TO  THE  PUBLIC 


i 


Doctors  of  Medicine  As  Citizens 

Section  1.  Doctors  of  medicine,  as  good  citizens,  pos- 
sessed of  special  training,  should  promote  the  health  of 
the  community  wherein  they  dwell.  They  should  bear 
their  part  in  enforcing  the  laws  of  the  community  and  in 
sustaining  the  institutions  that  advance  the  interests  of 
i humanity.  They  should  cooperate  especially  with  the 
. proper  authorities  in  the  administration  of  sanitary  laws 
l and  regulations. 


Public  Health 

Section  2.  Doctors  of  medicine  should  enlighten  the 
public  concerning  quarantine  regulations  and  measures 
Tor  the  prevention  of  epidemic  and  communicable  dis- 
eases. At  all  times  the  doctor  of  medicine  should  notify 
the  constituted  public  health  authorities  of  every  case  of 
communicable  disease  under  his  care,  in  accordance 
with  the  laws,  rules,  and  regulations  of  the  health  au- 
thorities. When  an  epidemic  prevails,  a doctor  of  medi- 
cine must  continue  his  labors  without  regard  to  the  risk 
of  his  own  life. 


Pharmacists 

Section  3.  Doctors  of  medicine  should  recognize  and 
, promote  the  practice  of  pharmacy  as  a profession  and 
! should  recognize  the  cooperation  of  the  licensed  phar- 
macist in  education  of  the  public  concerning  the  prac- 
tice of  ethical  and  scientific  medicine  and  pharmacy. 


Conclusion 

These  Principles  of  Professional  Conduct  have  been 
and  are  set  down  primarily  for  the  good  of  the  public 
and  should  be  observed  in  such  a manner  as  shall  merit 
and  receive  the  endorsement  of  the  community.  The 
life  of  the  doctor  of  medicine,  if  he  is  capable,  honest, 
decent,  courteous,  vigilant,  and  a follower  of  the  Golden 
Rule,  will  be  in  itself  the  best  exemplification  of  ethical 
principles. 

Enforcement  of  the  Principles  of  Professional 
Conduct 

Component  county  medical  societies  should  cooperate 
with  the  properly  constituted  authorities  in  the  enforce- 
ment of  the  laws  of  the  State  of  New  York  and  of  their 
respective  localities  relating  to  the  public  health  and  to 
the  practice  of  medicine  and  should  report  promptly  to 
such  authorities  any  evidence  received  by  them  indicat- 
ing any  violation  of  such  laws.  The  commission  of  an 
act  or  acts  by  a doctor  of  medicine  which  would  subject 
him  to  reprimand  or  discipline  or  which  would  subject 
his  license  to  practice  medicine  to  revocation,  suspen- 
sion, or  annulment  shall  constitute  a violation  of  these 
Principles  of  Professional  Conduct. 

Amendments  or  Alterations 

Any  component  county  medical  society  may  adopt 
other  or  amend  or  alter  these  regulations  respecting  pro- 
fessional conduct,  binding  only  upon  its  own  members  if 
not  inconsistent  or  in  conflict  with  these  Principles  of 
Professional  Conduct,  or  with  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York. 

Enforcement,  Discipline,  and  Punishment 

Each  component  county  medical  society  is  charged 
with  the  duty  of  carrying  out  and  enforcing,  within  its 
jurisdiction,  the  terms  and  provisons  of  these  Principles 
of  Professional  Conduct.  Any  breach  or  infraction  of 
any  one  or  more  of  the  terms  or  provisions  of  these  Prin- 
ciples of  Professional  Conduct,  or  of  any  one  or  more  of 
the  terms  or  provisions  of  any  further  or  additional  reg- 
ulations respecting  professional  conduct  adopted  as 
herein  provided  by  any  component  county  medical  soci- 
ety shall  subject  the  offender  to  and  shall  be  sufficient 
cause  for  discipline.  Each  component  county  medical 
society,  through  bylaws,  provisions  adopted  in  accor- 
dance with  its  own  constitution  and  bylaws  and  in  ac- 
cordance with  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  shall  (a)  fix  and  determine  the  de- 
gree or  degrees  of  discipline  and  the  nature  and  extent 
of  the  penalty  or  punishment  which  may  be  imposed 
and  shall  ( b ) adopt  its  own  rules  and  regulations  of 
methods  and  procedure  respecting  all  disciplinary  inves- 
tigations, proceedings,  and  action.  Interpretations  and 
rulings  of  each  component  county  medical  society  with 
respect  to  these  Principles  of  Professional  Conduct  or 
-with  respect  to  any  further  and  additional  regulations 
respecting  professional  conduct  adopted  by  it  as  herein 
provided  shall  be  binding  upon  its  members  until  modi- 
fied, revised,  or  reversed  upon  appeal  by  the  Medical 
Society  of  the  State  of  New  York,  or  by  a court  of  com- 
petent jurisdiction. 
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APPENDIX  I 
The  Oath 

I swear  by  Apollo  the  physician  and  Aesculapius  and 
Hygeia  and  Panacea  and  all  the  gods  and  goddesses  that 
according  to  my  ability  and  judgment  I will  keep  this 
Oath  and  this  stipulation — to  reckon  him  who  taught 
me  this  Art  equally  dear  to  me  as  my  parents — to  share 
my  substance  with  him  and  relieve  his  necessities  if  re- 
quired— to  look  upon  his  offspring  in  the  same  footing 
as  my  own  brothers  and  to  teach  them  this  Art  if  they 
shall  wish  to  learn  it  without  fee  or  stipulation — and 
that  by  precept,  lecture  and  every  other  mode  of  in- 
struction, I will  impart  a knowledge  of  the  Art  to  my 
own  sons  and  those  of  my  teachers  and  to  disciples 
bound  by  a stipulation  and  oath,  according  to  the  Law 
of  Medicine,  but  to  none  others. 

I will  follow  the  system  of  regimen  which  according  to 
my  ability  and  judgment  I consider  for  the  benefit  of  my 
patients  and  abstain  from  whatever  is  deleterious  and 
mischievous.  I will  give  no  deadly  medicine  to  anyone  if 
asked  nor  suggest  any  such  counsel;  and  in  like  manner  I 
will  not  give  to  a woman  a pessary  to  produce  abortion. 
With  purity  and  with  holiness  I will  pass  my  life  and 
practice  my  Art.  I will  not  cut  persons  laboring  under 
the  stone  but  will  leave  this  to  be  done  by  men  who  are 
practitioners  of  this  work.  Into  whatever  houses  I 
enter,  1 will  go  into  them  for  the  benefit  of  the  sick  and 
will  abstain  from  every  voluntary  act  of  mischief  and 
corruption,  and  further  from  the  seduction  of  females  or 
males,  of  freemen  and  slaves.  Whatever  in  connection 
with  my  professional  practice  or  not  in  connection  with 
it  I see  or  hear  in  the  life  of  men  which  ought  not  to  be 
spoken  of  abroad  I will  not  divulge,  as  reckoning  that  all 
such  should  be  kept  secret. 

While  I continue  to  keep  this  Oath  unviolated,  may  it 
be  granted  to  me  to  enjoy  life  and  the  practice  of  the  Art 
respected  by  all  men  in  all  times.  But  should  I trespass 
and  violate  this  Oath,  may  the  reverse  be  my  lot. 

Hippocrates 
(460-357  B.C.) 

Prayer 

I begin  once  more  my  daily  work.  Be  thou  with  me, 
Almighty  Father  of  Mercy,  in  all  my  efforts  to  heal  the 
sick.  For  without  Thee,  man  is  but  a helpless  creature. 
Grant  that  1 may  be  filled  with  love  for  my  art  and  for 
my  fellowmen.  May  the  thirst  for  gain  and  the  desire 
for  fame  be  far  from  my  heart.  For  these  are  the  ene- 
mies of  Pity  and  the  Ministers  of  Hate.  Grant  that  I 


may  be  able  to  devote  myself,  body  and  soul  to  thy  chil- 
dren who  suffer  from  pain. 

Preserve  my  strength,  that  I may  be  able  to  restore 
the  strength  of  the  rich  and  the  poor,  the  good  and  the 
bad,  the  friend  and  the  foe.  Let  me  see  in  the  sufferer 
the  man  alone.  When  wiser  men  teach  me,  let  me  be 
humble  to  learn,  for  the  mind  of  man  is  so  puny  and  the 
art  of  healing  is  so  vast.  But  when  fools  are  ready  to  ad- 
vise me  or  to  find  fault  with  me,  let  me  not  listen  to  their 
folly.  Let  me  be  intent  upon  one  thing,  0 Father  of 
Mercy,  to  be  always  merciful  to  thy  suffering  children. 

May  there  never  rise  in  me  the  notion  that  I know 
enough,  but  give  me  strength  and  leisure  and  zeal  to  en- 
large my  knowledge.  Our  work  is  great  and  the  mind  of 
men  presses  forward  forever.  Thou  has  chosen  me  in 
thy  grace,  to  watch  over  the  life  and  death  of  Thy  crea- 
tures. I am  about  to  fulfill  my  duties.  Guide  me  in  this 
immense  work  so  that  I may  be  of  avail. 

Maimonides 
(1135-1204  A.D.) 

Declaration  of  Geneva 

At  the  Time  of  Being  Admitted  as  Member  of  the 
Medical  Profession: 

I solemnly  pledge  myself  to  consecrate  my  life  to  the 
service  of  humanity. 

I will  give  to  my  teachers  the  respect  and  gratitude 
which  is  their  due. 

I will  practice  my  profession  with  conscience  and  dig- 
nity. 

The  health  of  my  patient  will  be  my  first  consider- 
ation. 

I will  respect  the  secrets  which  are  confided  in  me. 

/ will  maintain  by  all  means  in  my  power,  the  honor 
and  the  noble  traditions  of  the  medical  profession. 

My  colleagues  will  be  my  brothers. 

I will  not  permit  considerations  of  religion,  national- 
ity, race,  party  politics  or  social  standing  to  intervene 
between  my  duty  and  my  patient. 

7 will  maintain  the  utmost  respect  for  human  life, 
from  the  time  of  conception;  even  under  threat,  I will 
not  use  my  medical  knowledge  contrary  to  the  laws  of 
humanity. 

I make  these  promises  solemnly,  freely,  and  upon  my 
honor. 

Adopted  by  the  General 
Assembly  of  the  World 
Medical  Association  at 
Geneva,  Switzerland,  Sep- 
tember, 1948. 


140  (Mew  York  State  Journal  of  Medicine/ January  1976 


INDEX  TO  PRINCIPLES  OF  PROFESSIONAL  CONDUCT 


Page 

Advertising 135 

Amendments  or  Alterations 139 

Arbitration  138 

Commissions  139 

Compensation 137,138 

Conclusion  139 

Conditions  of  Medical  Practice  138 

Consultations 137 

Contract  Practice  138 

Cults  136 

Discipline  139 

Disputes  and  Arbitration  138 

Doctor  of  Medicine’s  Responsibility  in 

Cases  of  Interference  137,138 

Enforcement  139 

Fees,  Proration  of  139 

Free  Choice  of  Doctor  of  Medicine  138 

General  Principles 135 

Geneva,  Declaration  of 140 

Gratuitous  Service 138 

Groups  and  Clinics  135 

Legal  Restrictions,  Evasion  of 136 

Medical  Service,  Purveyal  of  139 

Membership  in  Medical  Societies  136 

Oath,  The  140 

Patents,  Commissions,  Rebates,  and 

Secret  Remedies  136 

Patients,  Duties  to 

Confidences  and  Obligations  136 

Neglect  of 136 

Pharmacists  139 

Physician-Patient  Relationship  Between 

Doctors  of  Medicine  137 

Prayer  by  Maimonides  140 

Preface  134 

Profession,  Duties  to 136 

Professional  Service  to  Each  Other 137 

Prognosis  136 

Public,  Duties  to  139 

Public  Health 139 

Public  Information  Media  135 

Punishment  139 

Relation  to  Patient  of  Another 

Doctor  of  Medicine 137,138 

Standards 136 


January  1976  New  York  State  Journal  of  Medicine  141 


142  New  York  State  Journal  of  Medicine/ January  1976 


continued  from  page  127 

protect  us  against  criminal  activity)  versus  its  poten- 
tial for  upsurping  our  constitutional  liberties?  5. 
And,  finally,  how  do  we  honestly  evaluate  and  report 
the  facts  to  the  public  for  their  scrutiny  and  review? 
While  Dr.  Albert  rightfully  questioned  the  claimed 
dollar  value  of  alleged  success,  my  review  of  the  Turn- 
In-Pushers  concept  went  farther,  questioning,  the  quali- 
ty of  confiscated  drugs  and  even  an  inability  to  provide 
specific  documentation  of  significant  convictions  as  a re- 
sult of  the  program.  Yet,  in  spite  of  these  objections 
and  others,  police  authorities  and  the  public  perceived 
the  program  to  be  beneficial.  The  police  felt  it  was  sup- 
portive to  their  ongoing  efforts.  The  public  voluntarily 
contributed  to  continue  this  program,  suggesting  they 
were  satisfied  with  their  evaluations  of  the  data  provid- 
ed them  in  their  own  communities. 

Whether  TIP  is  a valuable  or  desirable  program,  I 
cannot  say.  It  strikes  me  as  nonsensical  to  provide  a 
publicly  supported  program  in  this  State,  as  we  have, 
without  establishing  some  basic  controls,  protections, 
and  accountability.  To  get  lost,  challenging  one  mea- 
sure of  reported  success,  while  obviously  important,  can 
interfere  with  the  really  important  issue  of  Turning-In- 
Pushers  as  another  modality  in  the  war  against  drug 
abuse. 

SANFORD  A.  KAPLAN  M.D. 

821  Bronx  River  Road 
Yonkers,  N.  Y.  10708 

The  treatment  of  diabetes 
with  hypertension 

To  the  Editor:  Contrary  to  popular  belief  “control”  of 
diabetes  by  reducing  an  hyperglycemia  is  not  always  in 
the  interest  of  the  patient.  This  follows  from  observa- 
tions according  to  which,  in  diabetes  in  which  hyperten- 
sion and  hyperglycemia  coexist,  there  is  an  inverse  rela- 
tionship between  the  two,  when  hyperglycemia  is  re- 
duced hypertension  increases  and  vice  versa.1,2 

It  should  not  be  left  unmentioned  that  reducing  the 
blood  sugar  level  does  not  increase  a normal  blood  pres- 
sure, the  blood  pressure  increases  only  in  cases  of  preex- 
isting hypertension.  If  in  an  attempt  to  “control”  the 
diabetes — and  as  practiced  by  many  physicians  and  de- 
manded by  many  patients — the  hyperglycemia  is  re- 
duced, and  then  this  leads  to  increased  hypertension 
and  to  the  associated  cardiovascular  changes,  then  in- 
creased mortality  may  follow.  Hence  the  introductory 


remark  to  this  discussion  that  “control”  of  diabetes  by 
reducing  the  hyperglycemia  is  not  always  in  the  interest 
of  the  patient. 

EUGENE  FOLDES,  M.D. 

7 East  85th  Street 
New  York,  New  York  10028 


References 

1 Foldes,  E.:  Diabetes  and  hypertension,  Am.  J.  Med  3:  145 
(1947). 

2 Idem : Hypertension  in  diabetes  in  Letters  to  the  Editor, 

J.A.M.A.  202:  845  (1967). 


Comment  by  Max  Ellenberg,  M.D. 

To  the  Editor:  The  relationship  of  hypertension  to  dia- 
betes has  many  interesting  facets.  There  is  uniform 
agreement  that  hypertension  is  more  frequent  in  the  di- 
abetic. However,  the  fact  that  hypertension  is  also 
more  prevalent  in  diabetics  even  before  glucose  toler- 
ance becomes  impaired  suggests  that  this  relationship  is 
highly  complex.  The  pathogenetic  mechanisms  that 
have  been  suggested  for  the  increased  frequency  of  hy- 
pertension in  diabetics  include  pituitary  hyperactivity 
leading  to  excess  ACTH  stimulation  resulting  in  the 
overproduction  of  cortisol;  generalized  arteriolar  dam- 
age; local  renal  artery  changes;  hyperaldosteronism;  and 
so  forth.  None  of  these  is  tenable. 

There  is  no  convincing  evidence  that  treatment  of  di- 
abetes has  any  negative  influence  on  the  blood  pressure. 
The  only  report  on  the  subject  is  in  the  American  Jour- 
nal of  Medicine,  1947,  by  Dr.  Foldes.  The  cases  are 
few,  anecdotal,  and  involve  other  determinant  factors 
such  as  psychoneuroses  and  frequent  insulin  reactions. 
The  documentation  does  not  present  a controlled,  so- 
phisticated in-depth  study.  In  my  personal  experience 
as  well  as  that  of  my  colleagues  such  paradoxical  events 
have  not  been  observed. 

It  is  thoroughly  accepted  that  adequate  treatment  of 
hypertension  is  of  direct  and  measurable  benefit.  It  is 
equally  accepted  that  control  of  diabetes  is  desirable 
and  helpful.  I would  therefore  urge  treatment  of  all  ab- 
normalities including  hypertension  and  hyperglycemia 
whether  they  occur  independently  or  simultaneously. 

MAX  ELLENBERG,  M.D. 

936  Fifth  Avenue 
New  York,  New  York  10021 
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Prednisone  treatment  in  cirrhosis  of  the  liver 

A controlled  trial  in  324  nonselected  patients  prior  to 
March  1,  1967,  gave  a basis  for  the  hypothesis  that  pred- 
nisone treatment  increases  the  survival  of  female  pa- 
tients with  compensated,  nonalcoholic  cirrhosis.  Analy- 
sis of  a new  series  of  178  patients  (with  follow-up  studies 
to  1972)  verifies  the  previous  impression  that  sex  (fe- 
male) was  the  most  positive  single  factor  determining 
the  effect  of  prednisone  on  survival,  while  ascites  was 
the  most  negative  single  factor.  Although  consumption 
of  significant  amounts  of  alcohol  tended  to  be  a negative 
factor,  it  was  too  closely  linked  with  the  male  sex  to  be 
analyzed  separately.  In  females  with  compensated, 
nonalcoholic  cirrhosis,  prednisone  treatment  increased 
the  six-year  survival  by  one  to  two  thirds.  In  other  pa- 
tients who  made  up  about  70  per  cent  of  the  subjects, 
prednisone  was  ineffective  or,  possibly,  harmful.  The 
Copenhagen  Study  Croup  for  Liver  Diseases:  Sex,  as- 
cites, and  alcoholism  in  survival  of  patients  with  cirrho- 
sis, New  England  J.  Med.  291:  271  (Aug.  8)  1974. 
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Give  to 

Conquer  Cancer 


The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 

With  James  H.  Cyriax,  M.D.,  Visiting  Professor  of  Orthopaedic  Medicine 

March  8th  through  1 1th,  1976 

For  further  information  please  contact: 

Department  of  Orthopaedics,  University  of  Rochester  Medical  Center, 
Elmwood  Ave..  Rochester.  N Y 14642.  (716)  275-5168 
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CTICES  AVAILABLE 


OPTIONAL  OPPORTUNITY:  GENERAL  PRACTICE  AVAILABLE  IN 
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ising  over  $280,000.  Low  overhead.  Established  18  years  Fully  equipped 
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"TOLOGY  PRACTICE  (40  YEARS  AND  VERY  ACTIVE  NOW)  LARGE 
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Need  help.  Doctor? 


Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
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Rx  for  Physicians  Only 

1976  Cadillac  Coupe  deVille  $197.00  per  month 
1976  Cadillac  Seville  $287.00  per  month 

The  36  month  lease  that  permits  you  any  time  after 
the  first  twelve  months  to; 

1.  Repurchase  your  car 

2.  Terminate  your  lease  in  favor  of  a new  car 

3.  Or,  just  keep  your  car  three  years  and  own  it 

atthe  end 

All  cars  fully  equipped.  Insurance  & maintenance 
available.  45,000  miles  included.  ALL  CHARGES  ARE 
DETERMINED  IN  ADVANCE.  Ask  for  our  Medical  De- 
partment. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)248-9041 


POSITIONS  WANTED 


GP  FP.  WIDELY  EXPERIENCED.  N.Y.  LICENSE.  SEEKING  PARTNER 
ship  or  association  leading  to  early  partnership  with  another  G.P.  or  medical 
group.  Prefer  Brooklyn.  Queens.  Nassau.  Suffolk,  but  will  consider  other 
locations.  Dept.  508.  c o NYSJM. 


THERAPEUTIC  RADIOLOGIST,  CERTIFIED,  N.Y.  LICENSE,  SEEKING 
one  or  more  positions,  fee  for  service  or  partnership  in  radiological  group  or 
groups  to  do  your  radiotherapy.  Dept.  509,  c/o  NYSJM. 

EXPERIENCED  GASTROENTEROLOGIST  DESIRES  ALL  TYPES  OF 
endoscopy  and  G.I.  radiology  work  in  New  York  City  or  nearby  counties. 
Dept.  515,  c o NYSJM. 

PHYSICIAN,  AGE  62.  RETIRED  ANESTHESIOLOGIST.  SEEKS  FULL  OR 
part  time  desk  work,  administrative,  clinic,  blood  bank,  admitting,  whatever, 
in  New  York  City  area.  Dept.  516.  c/o  NYSJM. 


RADIOLOGIST:  ROUTINE  DIAGNOSIS.  MATURE.  CERTIFIED  UNI- 

versity-trained.  native  New  Yorker  seeks  full-time  position  in  N.Y.C.  Metro- 
politan area.  Office,  clinic  or  hospital  (preferably  with  residency  program). 
No  partnership  requirements.  (212)  249-7044. 


PHYSICIANS  WANTED 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee  Contact:  Mr.  J.  A. 
Colaizzi.  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412) 458-7132. 


EMERGENCY  ROOM  PHYSICIANS;  FULL  TIME  POSITIONS  AVAILABLE 
in  a 300+  bed  hospital.  You  will  be  a part  of  an  8 man  rotating  team,  with 
full  back-up  coverage  in  all  specialties;  40  hour  work  week;  salary  $40,000  per 
year;  plus  many  fringe  benefits  including  4 weeks  vacation,  one  week  study 
leave;  New  York  State  license  required;  send  curriculum  vitae  to  Sister  Rose 
Vincent.  Executive  Administrator.  St.  Elizabeth  Hospital.  2209  Genesee  St., 
Utica,  N.Y.  13501,  or  phone  (315)  798-5123. 


MEDICAL  PRACTICES — ALL  SPECIALTIES 
PURCHASE  — SALE — RENT — TRANSFER 

Private,  Solo.  Associations,  Partnerships,  Group  & Medical  and  Health  Cen- 
ters. Appraisals.  Market  & Locational  Analysis.  Feasability  studies.  Larg- 
est selection  of  qualified  sellers  and  buyers  in  N.Y.  State.  Strictly  Confiden- 
tial Handling. 

Dr.  Fred  Katz,  O'Connell  Agency  Inc. 

(516)  MA  7-2450/6952;  eves.  (212)  RX  3-3597 
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LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 


PHYSICIANS  WANTED— CONT'D 


EMERGENCY  ROOM -OUTPATIENT  DEPARTMENT  PHYSICIAN  NE)  i 
ed  immediately;  320  bed,  modern,  general  hospital  with  complete  facilit 
salary  $35,000  starting,  negotiable,  excellent  fringe  benefits;  population  i 
150,000  plus;  modern  town,  excellent  schools  and  college;  near  Finger  La 
Charles  H.  Kinley,  M.D.,  Director,  Emergency /Outpatient  Departm 
Arnot-Ogden  Memorial  Hospital,  Elmira,  N.Y.  14901.  (607)  737-4256. 


PHYSICIANS  WANTED— CONT  D 


FAMILY  MEDICINE  IS  ALIVE,  WELL,  AND  THRIVING  IN  KAUKAUNA. 
Wisconsin.  Additional  family  physicians  are  being  sought.  Good  opportun- 
ity for  partnership  with  modern  clinic  building  or  other  arrangements  can  be 
made.  Ideal  Northeastern  Wisconsin  location  with  excellent  cultural  and 
recreation  facilities.  Offers  good  opportunity  for  unlimited  general  practice 
with  back-up  of  specialties  if  necessary.  Inquiries  and  visits  welcomed.  Con- 
tact Administrator,  Kaukauna  Community  Hospital,  Kaukauna,  Wisconsin 
54130  or  call  collect  (414)  766-4211. 


PHYSICIAN  DURING  JULY  AND  AUGUST,  1976  FOR  CHILDREN’S  CAMP 
located  at  Beach  Lake,  Pa.;  accommodates  350  campers,  ages  6-16;  complete 
modern  health  center;  2 R.N.’s  in  attendance;  will  accept  one  M.D.  for  each 
month;  no  children  accepted;  that  is,  of  camp  age.  Camp  opens  June  30  and 
closes  August  25.  Private  room  and  facilities.  Write,  and  include  your  phone 
number,  to  Trail’s  End  Camp,  c/o  Beach  Lake,  Inc.,  215  Adams  St.,  Brooklyn, 
N.Y.  11201. 


CORTLAND:  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED  OR  ELIGI- 

ble,  for  Community  Mental  Health  Center  in  Finger  Lakes  Region  of  New 
York  State.  Salary  open.  Excellent  fringe  benefits.  Contact:  Bartolo  J. 

Spano,  Ph.D.,  Director,  Mental  Health  Services,  15  Court  St.,  Cortland, 
N.Y.  13045.  Phone  (607)  756-7523. 
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mutual  coverage  and  surgical  assistance.  North  Shore,  Long  Island,  New 
York.  Personal  and  professional  resume  first  letter.  Dept.  510,  c/o  NYSJM. 


LOCUM  TENENS,  JANUARY  20-APRIL  20,  1976.  30  EAST  40TH  ST.  OF- 
fice  hours  Mon.,  Wed.,  Friday  10:30-12:30.  House  calls.  Call  (212)  MU  3- 
3636. 


WANTED:  ANESTHESIOLOGIST,  BOARD  QUALIFIED  OR  CERTIF  - 
New  York  State  license,  for  large  Metropolitan  hospital,  university  affili 
Guaranteed  minimum  to  start  and  early  admission  to  group.  Generous 
pensation  and  benefits.  Dept.  518,  c/o  NYSJM. 


GOWANDA:  OPPORTUNITIES  FOR  PSYCHIATRISTS  WITH  SALAR) 
$41,450,  medical  specialists  with  salary  to  $38,375  & clinical  physicians 
salary  to  $32,406.  Must  be  licensed  in  the  State  of  New  York  or  be  ab 
obtain  such  license  or  be  able  to  obtain  a temporary  permit  prior  to  da 
appointment.  Gowanda  is  an  accredited  psychiatric  hospital  run  by 
NYS  Dept,  of  Mental  Hygiene,  south  of  Buffalo,  NY.  It  carries  on  an  a- 
community  treatment  program  & provides  outpatient  services  for  a 3-co 
area.  Benefits  include  3%  weeks  paid  leave  & 11  paid  holidays  during  1st  ' 
of  employment;  liberal,  non-contributory  retirement  plan.  Contact  Dire 
Gowanda  Psychiatric  Center,  Helmuth,  NY  14079. 


FAMILY  PRACTICE:  OPPORTUNITY  IN  SOUTHERN  WESTCHES  t 
Hudson  Valley  area.  Affluent  community  with  good  schools  and  proximi 
New  York  City.  New  hospital  in  development.  K.  Lillep,  Administi 
Dobbs  Ferry  Hospital,  (914)  693-0700. 


THE  FAMILY  MEDICINE  PROGRAM  OF  THE  UNIVERSITY  OF  Ri 
ester  School  of  Medicine  and  Highland  Hospital  is  searching  for  two  f 
physicians,  Board  eligible  or  Board  certified,  to  be  directly  involved  in  p. 
care  in  a new  family  medicine  training  center.  Salary  is  based  on  expe 
and  training.  Generous  benefit  package.  Four  weeks  vacation,  two  wee 
continuing  education.  Clinical  university  appointment  available  as  w 
opportunities  to  teach  residents  and  medical  students.  Comfortabl 
schedule.  Graduates  of  approved  family  medicine  residencies  preferred 
more  information  and  submission  of  resumes,  please  contact:  Euge 

Farley,  Jr.,  M.D.,  Professor  and  Director,  Family  Medicine  Progran 
South  Ave.,  Rochester,  N.Y.  14620. 


PHYSICIANS:  OPENINGS  FOR  GENERAL  PRACTITIONERS,  INTER- 

nists,  pediatricians,  Ob/Gyn,  and  occupational  health  officers,  and  to  a lesser 
extent  some  other  medical  specializations.  Positions  are  located  at  43  medical 
centers  and  medical  activities  within  US  Army  Health  Services  Command 
(HSC).  HSC  is  a major  command  of  the  US  Army  and  has  responsibility  for 
health  care  delivery  in  Continental  United  States,  Alaska,  Hawaii  and  the 
Canal  Zone.  All  are  career  Civil  Service  positions.  Licensure  may  be  in  any 
state.  Non-citizens  may  apply;  however,  US  citizens  receive  first  considera- 
tion in  filling  vacancies.  In  most  cases,  40  hour  week,  Monday  through  Friday. 
Salaries  range  from  $25,200  to  $33,126  (depending  on  qualifications  and  train- 
ing) with  most  positions  at  the  salary  of  $29,782.  The  US  Army  is  an  equal  op- 
portunity employer.  Inquiries  should  be  directed  to:  Civilian  Health  Occu- 
pations Recruitment  Office,  Forrestal  Building,  Room  8H089,  Washington, 
DC  20314.  Call  collect  (202)  693-0892/3/4,  or  Dwight  D.  Eisenhower  Army 
Medical  Center,  Fort  Gordon,  Georgia  30905.  Call  collect  (404)  791-4147. 


CARDIOLOGIST  & ONCOLOGIST  WANTED  FOR  VERY  LARGE,  THREE 
man  internal  medicine  group  in  Southeast  Nassau  County,  New  York,  as  soon 
as  possible.  Contact  Dept.  517,  c/o  NYSJM. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


TWO  BOARD  CERTIFIED  ORTHOPAEDIC  SURGEONS  SEEK  AN  t 
ciate  now,  to  join  a progressive  practice  in  this  Mid-Hudson  Valley  con 
ity.  Financial  arrangements  and  other  details  to  interested  applicants, 
collect,  or  write  to:  Fairview  Orthopaedic  Associates,  69  West  Cedi 

Poughkeepsie,  N.Y.  12601.  Tel:  (914)471-5210. 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPOR' 
ties  and  hospital  staff  memberships  immediately  available  in  Tam 
Petersburg,  the  State’s  fastest -growing  metropolitan  area.  Florida’s 
community  hospital  development  and  management  firm  seeks  curri 
vitae  from  primary  care  physicians — family  medicine,  general  practice, 
nal  medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurost 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  me 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department,  M 
Corporation,  1609  Pasadena  Avenue  South,  St.  Petersburg,  Florida  3370’ 


TIRED  OF  SNOW’’  COME  SOUTH!  WE  HAVE  OVER  100  CURREh 
sociations  available  All  specialties.  Salary  or  guarantees  rangini 
$30,000  to  $125,000,  plus  free  offices,  equipment,  accounting  and  variou 
arrangements.  Fee  paid.  Write  for  our  free  medical  opportunities  b 
today.  Strictly  confidential!  Medical  Search,  3274  Buckeye  Road 
Atlanta,  Ga.  30341.  (404)  458-7831. 


INTERNIST  & OB/GYN  FOR  DELIGHTFUL,  NEAR  MIDWEH 
small  city.  Will  combine  two  active  practices  going  full  steam,  for  in 
Excellent  JCAH  hospital  'A  mile;  recreation,  schools,  churches,  etc  I 
drive  from  university  medical  centers.  Income  six  figures;  maiprac  I 
surance  available;  women  M.D.’s  well  accepted,  especially  Ob/Gyn,  vl 
cellent  conditions;  300  plus  deliveries  per  year.  Alternate  covers  | 
trained  anesthesiologist  available.  Dept.  514,  c/o  NYSJM. 
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5RNIST  (D  I M.)  WITH  FOLLOWING.  INTERESTED  IN  PURCHASING 
actice  in  mid-town  Manhattan.  Association  with  other  physician  consid- 
Dept.  505,  c o NYSJM. 


MEDICAL  BLDG..  SOMERS.  NY.  (UPPER  WESTCHESTER 
linty).  Fall  occupancy.  3,100  unit  condominium  under  construction  near- 
Exceptional  opportunity  for  G.P..  internist,  pediatrician,  etc.  (914)  277- 

10. 


lHATTAN’S  EAST  SIDE.  133  EAST  73RD  ST.  N YC.  LEXINGTON 
essional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
e suites.  Furnished  & equipped  24  hour  answering  service;  receptionist, 
il  service;  cleaning  X-ray  & clinical  laboratory  on  premises.  No  leases 
iry.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


MYERS,  FLA.  DISTINCTIVE  AIRCOND.  SUITE  NEW  MEDICAL 
(ter,  including  X-ray  lab.  Ten  present  doctor  tenants.  Only  four  dollars 
square  foot  yearly.  Financial  assistance  available.  Write  POB  2242, 
t Myers,  Fla.  33902. 


■TOR  S HOME  FOR  SALE.  NASSAU  COUNTY  NEAR  KENNEDY  AIR- 
11,  30  minutes  to  Manhattan.  5 room  equipped  and  furnished  office,  now 
i ted.  Cathedral  ceiling  living  room;  fireplace  in  den-slate  flooring.  4 bed- 
l ms.  2Ni  baths,  central  air  conditioning.  Finished  basement.  Excellent 
•tool  District  rl4.  Many  extras.  $110,000.  Dept.  506,  c o NYSJM. 

1ER  WESTCHESTER:  CUSTOM-BUILT.  7 ROOM  RANCH.  IMMACU-  • 
e condition.  Excellent  physicians  location;  new  hospitals  in  area;  700  sq.  ft. 
ice  space  on  premises.  Thriving,  heterogeneous  community  affording  ex- 
lent  recreational  facilities  for  all  age  groups.  (914)  962-4640. 

m 

I RENT  OR  SALE:  FIFTH  AVENUE  NEAR  84  STREET.  DOCTOR  S 
lice.  4 rooms;  1,000  sq.  ft.;  can  be  altered.  Prestige  co-op  building.  S750 
l.nth  rent.  Call  (212)  628-2300. 

IK  SLOPE-BROOKLYN.  HISTORIC  DISTRICT.  UNIQUE  ONE  FAM- 
mansion,  elevator,  fireplaces,  original  woodwork,  stained  glass,  excellent 
■chanicals.  Asking  $175,000.  Berman  Realty,  105  7th  Ave.,  Brooklyn. 
Y.  (212)638-8304. 


r 

V 


rutcfiimou 

Established  1959  101  Park  Avenue 

New  York  City  10017 
212-686-5100 

NATIONAL  PHYSICIAN  RECRUITMENT 

Personalized  Service  for  all  Physicians,  Hospitals,  Medical  Groups, 
Private  Practice,  Industrial,  Industrial  Pharmaceutical.  Consul- 
tants for  Partnership  in  Private  Practice,  etc. 

Contact:  Christopher  Evans,  Director  Physician  Recruitment 


J 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


FOR  SALE:  ELMONT.  ON  HEMPSTEAD  TURNPIKE  AND  LANDAU 

Ave.  Office:  six  rooms,  separate  entrance.  Home:  9 rooms,  2 baths,  many 
extras.  Enclosed  plot  40  x 130 attached.  (516)698-6286. 


MANHATTAN'S  EAST  SIDE,  319  E.  53RD  ST.  (EAST  OF  2ND  AVENUE). 
Professional  duplex  available;  4,800  square  feet  with  3 working  fireplaces,  high 
ceilings  and  spiral  stairs  to  glass  enclosed  atrium  with  fountain.  Modern  med- 
ical, dental  or  psychiatric  suites  can  be  built  to  suit  your  needs.  For  further 
information  contact:  A.  Schonfeld  or  Earle  S.  Altman  (212)  687-6400. 


FOR  SALE  OR  RENT,  LONG  ESTABLISHED,  FULLY  EQUIPPED  OFFICE- 
home  of  deceased  physician.  Resort  area;  good  schools.  Easy  terms.  Write 
Box  547,  Woodridge,  N.Y.  12789. 


FRESH  MEADOW.  BAYSIDE.  QUEENS:  FRESH  MEADOWS  HEALTH 
Center  and  office  building,  58-47  Francis  Lewis  Blvd.,  at  the  Long  Island  Ex- 
pressway. New  3-story  building.  Ideal  for  doctors,  dentists,  medical  group 
practices,  optometrists,  therapists,  psychologists,  medical  or  dental  labs. 
Will  divide  to  suit.  Carlran  Associates.  Owners.  Call  (516)  484-5100. 


DOCTOR'S  COMPLEX,  BLOCKFRONT  17  TO  18  STS.-THIRD  AVE.,  1 
block  from  5 hospitals.  Professional  offices  in  newly  erected  31-story  build- 
ing; 3500  sq.  ft.  Perfect  for  medical  group.  Will  build  to  suit.  Goodstein 
Management  Cor.,  4 Park  Ave.,  N.Y.C.  10016.  Martin  Goodstein  (212)  532- 
9550. 


WESTBURY,  L.I.,  NEW  YORK:  HOME-OFFICE,  100  x 100  CORNER,  3 

bedroom  colonial,  Carle  Place  Schools.  Custom-built  office  suite,  separate 
entrance.  General  practice  same  location  since  1946.  Physician  recently  de- 
ceased. No  general  practitioner  left  in  community  of  30,000.  Twenty  min.  to 
beach.  40  min.  to  Metropolitan  New  York.  Contact:  Benj.  Kornreich,  At- 
torney, 4915-12  Avenue,  Brooklyn,  N.Y.  11219.  (212)  854-8755. 


DELAWARE  COUNTY  (CATSKILLS).  CHARMING  106  ACRE  FARM, 
good  house  and  barn  Short  private  drive  across  stream  for  privacy.  Ideal  for 
business  or  recreation.  $75,000,  terms  with  owner.  Redmond  Agency,  Route 
28.  Arkville,  N.Y.  12406.  (914)  586-2696. 


.'  HYDE  PARK:  EXCELLENT  PROFESSIONAL  CORNER.  TWO  EN- 
nces.  separate  offices:  Cape  Cod;  finished  basement  Market  price.  Dept. 
1,  c o NYSJM. 


C ROE-ORANGE  COUNTY.  50  MINUTES  NORTH.  GW  BRIDGE.  MED- 
tl  office  for  rent.  $325  m.  Purchase  option  available.  Three  medium  sized 
f m rooms  plus  treatment  room,  waiting  room  and  100  ma  X-ray  machine, 
^iple  parking.  Fishing,  swimming,  hunting,  skiing,  all  nearby.  Three  hos- 
Mls  within  10-20  minutes.  (914)  783-2231. 


f'NX,  N.Y.,  PELHAM  PARKWAY  SECTION:  CORNER  HOUSE.  BRICK, 
tached,  one  family  duplex;  3 bedrooms,  finished  basement,  garage.  Tel: 
n.  or  after  4 p.m.  (212)  655-4051. 

1 FESSIONAL  OR  BUSINESS.  DOCTOR'S  OFFICE-RESIDENCE, 
o or  group  Two  doors  off  main  street,  heart  of  artistic,  prospering  Wood- 
>ck,  N.Y.  2120  sq.  ft.  Cent,  air-cond.  First  floor:  10-rm  panelled  office 
; :h  contiguous  living  quarters  adaptable  for  expanding  office  use.  Second 
or  quarters  convertible  to  income  apt.,  3 bed,  2 baths.  2 sundecks.  Ten  car 
rking;  24  x 54  inground  concrete  filtered  swim  pool  and  bath  houses.  1,11 
■es  landscaped  privacy.  Recreation  area;  2 hospitals,  12  miles.  Terms. 
15.000.  Write  Real  Estate,  CPO  Box  521,  Kingston,  N.Y.  12401,  or  any 
>ker. 


OFFICE  AND  WAITING  ROOM,  10TH  ST.  BETWEEN  FIFTH  & SIXTH 
Avenues:  air  conditioned:  available  for  full-time  or  part-time  use.  (212)  AC 
2-1101. 


GOLD  COAST  OPPORTUNITY  FOR  NEEDED  G.P.’S,  FAMILY  PRACTI- 
tioners.  internists,  and  obstetricians.  Professional  condominium  less  than  one 
block  from  open  staff,  325-bed  hospital.  Buy  now  and  design  your  own  space 
while  building’s  underway.  Minimal  initial  cash  required  Occupancy  Jan. 
1977.  A professional  building  by  doctors  for  doctors.  West  Palm  Beach, 
Florida,  P.O.  Box  652,  or  call  (305)  832-8345. 


PROFESSIONAL  OFFICE  DESIGN  SERVICES 

Existing  and  new  professional  offices  innovatively  planned,  furnished 
and  rehabilitated  by  skilled  team  of  design  professionals. 

Space  utilization  studies— Feasibility  studies— Interior  furniture  ^furnish- 
ings—Preparation  of  construction  drawings  & specifications— Design  of 
electro-mechanical  systems— Assistance  in  selection  of  contractors— 
Supervision  of  construction  & installation  of  furniture  & equipment. 

Gloria  Jarotf,  A.S.I.D.,  16  Upland  Lane,  Armonk,  N.Y.  914-273-9575 
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THIS  SPACE  PROVIDED  BY  THE  PUBLISHER  AS  A PUBLIC  SERVICE 


She’s  a graduate  of  Columbia  with  a Masters 
in  literature. 

She’s  a vice  president  of  a publishing  company. 

She’s  watched  television  programs  and  read 
dozens  of  pamphlets  and  articles  about  early 
cancer  detection. 

She  has  relatives  and  close,  personal  friends 
who  have  had  mastectomies. 

She’s  about  as  aware  of  the  need  for  breast  self- 
examination  as  any  intelligent  woman  could  be. 

Yet  she  does  not  get  regular  checkups  nor 
does  she  even  examine  her  own  breasts. 

Why?  Because  her  doctor  never  told  her  to. 


But  92%  of  the  women  who  receive  personal  instruction 
from  their  doctors  do  regularly  practice  BSE.* 

You  don’t  have  to  be  told  how  important  early  detection  is. 
But  maybe  you  need  this  reminder  that  a few  personal 
words  from  you  can  often  mean  more  than  the  millions  of 
words  that  go  into  publicity  and  television  programs. 

‘Based  on  a Gallup  study  conducted  for  the  American  Cancer  Society. 


american 

cancer 

society 


Photo.  Roy  Solowlnill 
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ANNUAL 
CONVENTION 

Medical  Society  of  the  State  of  New  York 

NOVEMBER  7 through  11,  1976 

the  AMERICANA  of  New  York 

SCIENTIFIC  PROGRAM,  EXHIBITS,  MOTION  PICTURES 
SUNDAY,  NOVEMBER  7 through  WEDNESDAY,  NOVEMBER  10 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested  to 
write  to  Albert  H.  Douglas,  M.D.,  Chairman  of  Scientific 
Program  Subcommittee  of  the  Convention  Committee  at  the 
address  given  below. 

A short  abstract  of  the  proposed  presentation  should 
accompany  the  letter. 

DEADLINE:  January  30,  1976 

Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed  to 
Thomas  S.  Bumbalo,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  address 
given  below. 

Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  George 
J.  Lawrence,  Jr.,  M.D.,  Director,  Division  of  Scientific  Ac- 
tivities. 


Address  all  communications  to  the  chairman 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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1outof4 
New  Y>rk  Doctors 
banks  with  Chemical. 

Maybe  it’s  our  Professional  Services  Program. 


Chemical  has  a group  of  financial 
specialists  who  spend  all  their  time  helping 
doctors  like  you  with  your  varied 
banking  and  financial  needs  from  the 
moment  you  start  your  professional 
education  right  through  your 
retirement. 

Chemical  says  "Yes”  — to  as  much  as 
$15,000,  $20,000,  $30,000  or  more  — 
to  a lot  of  things  doctors  need. 

Like  an  Office  Set-up  Loan;  a specially- 
tai’  )red  loan  package  to  help  you 
exp  ind  your  practice;  a plan  to  help  you 
lease  the  most  innovative  equipment. 

And  we  don’t  stop  there.  Chemical 
can  assist  your  patients’  financing  with 
a Chemical  Master  Charge  system.  For 
your  personal  financial  counseling  needs 
there’s  the  objective  investment  advice 
of  ChemBank  Chemvest  Service. 


Want  to  find  out  for  yourself  why 

1 out  of  4 New  York  Doctors  prefer  to 
use  Chemical’s  Professional  Services 
Program1  Phone  George  Wenskus, 
Program  Director,  Professional  Services, 
at  212/922-3510  or  write  to: 
Professional  Services 

Chemical  Bank 

2 Penn  Plaza 

New  York,  N.Y.  10001 
Attn:  Mr.  George  Wenskus 
Program  Director 

CkemicalBaink 

"Yes”  is  a Chemical  reaction. 


Member  FDIC 


what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE 
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New  York  City  2 

Yonkers  5 

White  Plains  5 

Amityville  5 
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Buffalo  6 
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NEW 
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Meeting  Dates 

Deadline  Dates 

April  1976 

February  1,  1976 

May  1976 

March  1,  1976 

June  1976 
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July  1976 
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Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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NEW  YORK  CITY 

February  Schedule  1976. 

Monthly  program  for  Peninsula  Hospital  Center 

9:00  a. m. -12:00  noon  Sundays 
51-15  Beach  Channel  Drive 
Far  Rockaway 

February  1 

NEOPLASMS 

February  8 

NEUROLOGICAL  DISEASES 

February  22 

RHEUMATIC  DISEASE 

February  29 

Gl  DISEASE 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Edward  H.  Davis,  M.D., 
Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive,  Far 
Rockaway,  11691.  Tel:  212/945-7100. 


Monthly  conference  agenda  for  Wyckoff 
Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

February  3,  Tuesday,  10:00-1 1:00  a. m. 

THE  AGING  SKIN 

February  4,  Wednesday,  10:00-1 1:00  a. m. 

PARANEOPLASTIC  SYNDROMES 

February  10,  Tuesday,  10:00-1 1:00  a m. 

PRINCIPLES  OF  NUTRITION 

February  11,  Wednesday,  10:00-1 1:00  a. m. 

TUBERCULOSIS 

February  13,  Friday,  10:30-1 1:30  a m. 

ACUTE  PULMONARY  EMERGENCIES 

February  17,  Tuesday,  10:00-1 1:00  a m. 

METABOLISM  INTERRELATIONSHIPS 

February  18,  Wednesday,  10:00-1 1:00  a. m. 

GERIATRIC  PSYCHIATRY 

February  24,  Tuesday.  10:00-  1 1:00  a.m. 

MANAGEMENT  OF  G.l.  BLEEDING 

February  25,  Wednesday,  10:00-  1 1:00  a.m. 

CLINICAL  PATHOLOGICAL  CONFERENCE 

For  further  information  contact  Dr.  Vincent  J.  Adams, 
Director  of  Medicine,  Wyckoff  Heights  Hospital,  374 
Stockholm  Street,  Brooklyn  1 1237.  Tel:  212/963-7587. 


Monthly  Course  listing  for  the  New  York 
Academy  of  Medicine 

2 East  103rd  Street 
February  3,  Tuesday  7:00  p.m. 

Section  on  Dermatology  and  Syphilology 

1.  Presentation  of  Cases 

2.  Executive  Session 

3.  Discussion  of  Cases 

February  4,  Wednesday  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

NEW  APPROACHES  IN  HEALTH  CARE 
DELIVERY 

* Reception  6:00  Subscription  Dinner  7:00  p.m. 

February  17,  Tuesday  8:00  p.m. 

Section  on  Medicine 

THE  DIAGNOSIS  & TREATMENT  OF 
THROMBOTIC  DISEASE 

1.  Blood  Coagulation  & Fibrinolytic 
Mechanisms 

2.  Pathophysiology  of  Thrombosis  and 
Clinical  Approach  to  Thrombotic  Disease 

3.  Treatment  of  Thrombotic  Disease 

February  17,  Tuesday  7:00  p.m. 

Section  on  Psychiatry  with  the  Section  on 
Occupational  Medicine 

THE  CURRENT  CLINICAL  STATUS  OF 
BIOFEEDBACK 

* Reception  5:30  Subscription  Dinner  6:00  p.m. 

February  23,  Monday  4:30  p.m. 

Section  on  Radiology  with  the  N.Y.  Roentgen 
Society 

THE  PROBLEM  OF  THE  RENAL  MASS 

* Reception  & Dinner  6:00-7:00  p.m. 

8:00  p.m. 

Section  on  Radiotherapy 

SPECIAL  PROBLEMS  IN  THE 
MANAGEMENT  OF  CARCINOMA  CERVIX 

February  25,  Wednesday,  8:15  p.m. 

Section  on  Historical  Medicine 
CASTRATION  DOWN  THE  AGES 

* Reception  6:15  Subscription  Dinner  7:15  p.m. 

Monthly  lecture  series  for  St.  John’s  Episcopal 
Hospital 
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DENTIST 


480  Herkimer  Street 
Brooklyn 

1 1:00  a.m.  Wednesdays 

February  4 

AUSCULTATION  OF  THE  HEART  SOUNDS 

February  1 1 

MANAGEMENT  OF  ACUTE  LEUKEMIA 

February  18 

CHROMOSOMAL  DISORDERS 

February  25 

CHILDHOOD  TUBERCULOSIS 

For  further  information  contact  St.  John's  Episcopal  Hospital, 
480  Herkimer  Street,  Brooklyn  11213.  Tel:  212/467-7000. 


February  4 / 18,  1976 

4:00-5:30  p.m. 

Westchester  Square  Hospital  in  collaboration 
with  the  Albert  Einstein  College  of  Medicine 

1625  St.  Peters  Avenue 
Bronx 

February  4 

PREOPERATIVE  ASSESSMENT  OF 
PATIENTS  WITH  HEART  DISEASE  FOR 
NON-CARDIAC  SURGERY 

CREDIT:  AAFP  1% 

February  18 

WHO  NEEDS  A PACEMAKER:  WHO 
NEEDS  A BY-PASS 

CREDIT:  AAFP  V/2 

Monthly  meeting  agenda  for  the  Page  and 
William  Black  Post-Graduate  School  of 
Medicine  of  the  Mount  Sinai  School  of  Medicine 

The  Mount  Sinai  Medical  Center 
Fifth  Avenue  & 100th  Street 

February  5-7,  Thursday-Saturday,  9:00  a.m.  -5:00  p.m. 

NEUROPHARMACOLOGY 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (21  hrs) 

February  6,  Friday  9:00  a.m. -5:00  p.m. 

PEPTIC  ULCER  DISEASE 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7  hrs) 

February  10-April  6,  Tuesdays  1:30-3:00  p.m. 

PSYCHOPHARMACOLOGY  FOR 
PSYCHIATRISTS 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (13V2  hrs) 

February  26-May  6,  Thursdays,  4:00-5:30  p.m. 

HYPNOSIS  FOR  THE  PHYSICIAN  AND 


FEE:  $100.  CREDIT:  AMA  Cat.  1 (15  hrs) 


Monthly  course  listing  for  Williamsburgh 
General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

10:30  a.m.-l  1:30  a.m.  Thursdays 
February  5 

LESIONS  OF  THE  SPINAL  CORD 

February  12 

NEW  DATA  ABOUT  NEUROLOGIC 
MANIFESTATIONS  OF  SYSTEMIC 
DISEASE 

February  19 

ENDOSCOPY 

February  26 

TUMORS  OF  THE  GU  TRACT 

For  further  information  contact  the  Williamsburgh  General 
Hospital,  757  Bushwick  Avenue,  Brooklyn,  11221.  Tel: 
212/455-9000. 


Monthly  seminar  listing  for  the  Beth  Abraham 
Hospital 

612  Allerton  Avenue 
Bronx 

1 1:00  a.m. -12:00  noon  Thursdays 
February  5 

UPDATE  ON  CLINICAL  ASPECTS  OF 
PARKINSONISM 

February  12 

ALTERED  IMMUNOLOGICAL  ASPECTS  IN 
THE  AGED 

February  19 

RENAL  FUNCTION  AND  AGING 

February  26 

RHEUMATOID  ARTHRITIS  IN  THE 
ELDERLY 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013 


February  5 & first  Thursday  of  each 
month  except  July  & August 

5:30-7:00  p.m. 

Columbia  University  College  of  P & S 

630  West  168th  Street 

UROLOGY  LECTURE  SERIES 

FEE:  $40.  Residents  $20. 
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For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 
Tel:  212/579-3682. 


Monthly  program  for  Memorial  Sloan-Kettering 
Cancer  Center 

10:00  a. m. -12:00  noon 
1275  York  Avenue 
February  7 

Tongue  Cancer 

Surgery:  Radical  Neck  Dissection; 
Commando  Operation 

February  14 

Cancer  of  the  Buccal  Mucosa,  Gum  and 
Palate:  Surgical  Treatment. 

Cancer  of  the  Paranasal  Sinuses; 
Maxillectomy  with  and  without  Orbital 
Exenteration. 

February  2 1 

Carotid  Body  Tumor.  Schwanoma. 
Esophageal  Diverticulum. 

Endoscopy.  Cancer  of  the  Larynx:  Partial 
Laryngectomy;  Total  Laryngectomy;  Radical 
Neck  Dissection  Plus  Larynx;  Tracheal 
Stoma  Construction;  Statistics. 

February  28 

Benign  Parotid  Tumors:  Superficial 
Parotidectomy  with  Facial  Nerve  Dissection. 

Cancer  of  the  Parotid.  Total  Parotidectomy 
with  and  without  Neck  Dissection. 

For  further  information  contact  Dr.  Tollefsen's  Office,  737 
Park  Avenue,  New  York  10021.  Tel:  212/RE-7-0042. 


February  9 

8:00-10:00  p.m.  Monday 

Union  Hospital 

260  E 188th  Street 
Bronx 

HEPATITIS:  DIFFERENTIAL  DIAGNOSIS 
AND  MANAGEMENT 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Mr.  Daniel(S.  Fruchter,  at 
above  address.  Tel.  212/295-1100. 


February  10 

9:00  a. m. -4:30  p.m.  Tuesday 

Brooklyn  Tuberculosis  & Lung  Association,  Inc. 


with  the  Downstate  Medical  Center  (SUNY) 

Downstate  Medical  Center 
450  Clarkson  Avenue 
Brooklyn 

BACTERIAL  INFECTIONS  OF  THE  LUNG 

FEE:  $10.  Payable  to  Brooklyn  TB  & Lung  Association,  293 
Schermerhorn  Street,  Brooklyn  11217. 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Brooklyn  TB  & Lung 
Association,  at  the  above  address.  Tel:  212/624-8513. 


February  10/24 

8:30-10:30  p.m.  Tuesdays 

Dept,  of  Psychiatry 

Long  Island  Jewish-Hillside  Medical  Center 
& Queens  County  Psychiatric  Society 
& Creedmoor  Psychiatric  Center 

February  10 

PSYCHOTHERAPY 

at  Creedmoor  Psychiatric  Center,  Commonwealth  Blvd., 
Queens  Village  Building  51,  1st  Floor. 

February  24 

RIGHT  TO  TREATMENT  AND  INVOLUNTARY 
HOSPITALIZATION 

at  Hillside  Division,  LIJ-HMC,  75-59  263  Street,  Glen  Oaks, 
CREDIT:  AMA 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  11040.  Tel:  212/343-6700.  ext.  2665. 


February  10/24 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 
8:30  p.m.  Tuesdays 

February  10 

SOME  REMARKS  ON  THE  ANALYSIS  OF 
DREAMS  AND  NEUROTIC  SYMPTOMS 

February  24 

HOUDINI— VARIATIONS  ON  THE  THEME 
OF  THE  FAMILY  ROMANCE 

CREDIT:  AMA  Cat.  1 (2  hrs  for  each  meeting) 

For  further  information  contact  the  New  York  Psychoanalytic 
Society,  247  East  82nd  Street,  New  York  10028. 


February  11  & 18 

5:30-7:30  p.m. 

Institute  of  International  Medical  Education 

222  East  19th  Street 
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Seminar  on  Current  Clinical  Cytogenetics 

March  29- June  23,  1976 

Clinical  Medicine  Curriculum 

For  further  information  contact  Natale  Colosi,  Ph  D.,  Dean, 
Institute  of  International  Medical  Education,  222  East  19th 
Street,  New  York  10003.  Tel:  212/677-4728. 


February  18 

8:30-10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

HOLOCAUSTAL  TRANSFORMATION 

NO  FEE  CREDIT:  AMA  Cat.  1 (1 ’/2) 

For  further  information  contact  the  Postgraduate  Center  for 
Mental  Health,  at  above  address,  New  York  10016.  Tel: 
212/MU-9-7700. 


February  20  / 25 

8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

February  20 

IS  PSYCHOTHERAPY  RELEVANT  TO 
THE  HUMAN  POTENTIAL  MOVEMENT? 

February  25 

MARITAL  CONSULTATIONS  AS  AN 
INTRODUCTION  TO  THERAPY:  (Report  on 
a Special  Psychoanalytic  Project) 

For  further  information  contact  the  Association  for  the 
Advancement  of  Psychoanalysis,  329  East  62nd  Street,  New 
York  10021.  Tel:  212/PL-2-  5267. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


February  25 

8:00  p.m.  Wednesday 

Queens  Society  of  Clinical  Hypnosis 

1 1 District  Dental  Society 
86-90  188th  Street 
Jamaica 

HYPNOSIS  IN  ANESTHESIOLOGY 

For  further  information  contact  Bernard  Gurian,  D.D.S.,  2116 
Merrick  Avenue  Merrick  1 1566.  Tel:  516/378-7788. 

February  26 

8:30  p.m.  Thursday 

New  York  Council  on  Child  Psychiatry,  Inc. 


Payne  Whitney  Clinic 
525  E 68th  Street 

Meeting  of  the  New  York  Council  on  Child 
Psychiatry 

For  further  information  contact  New  York  Council  on  Child 
Psychiatry,  88-77  Elderts  Lane,  Woodhaven,  N.Y.  11421. 
Tel:  212/296-7007. 


Amityville,  Long  Island 


February  9 / June  7,  1976 

Alcoholism  Education  Center 
South  Oaks  Foundation,  Inc. 

South  Oaks  Hospital 
400  Sunrise  Highway 
Amityville 

Courses  in  Alcoholism 

1.  Alcoholism  as  it  Relates  to  Cultural, 

Ethnic  & Minority  Groups. 

2.  Alcoholism  Counseling  Techniques 

3.  Communication  Skills  for  Alcoholism 
Counseling 

4.  Counseling  Families  of  Alcoholics 

5.  Group  Dynamics 

6.  Methods  for  Alcoholism  Education 

7.  Women  and  Alcohol 

For  further  information  on  courses  contact  Ms.  Adele  Sacks, 
South  Oaks  Hospital,  400  Sunrise  Highway,  Amityville,  11701. 
Tel:  516/264-4000.  ext.  271. 


YONKERS 


February  12 

9:00  a.m.  Thursday 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

THE  IMPLICATIONS  OF  B & T 
LYMPHOCYTES  IN  CLINICAL  MEDICINE 

CREDIT:  AMA  & AAFP 

For  further  information  contact  St.  Joseph’s  Hospital,  at 
above  address,  Yonkers,  10701.  Tel:  914/965-6700. 

WHITE  PLAINS 


February  18-May,  1976 

4:30-6:00  p.m.  Wednesdays 

Cornell  University  Medical  College 

Burke  Rehabilitation  Center 
785  Mamaroneck  Avenue 
White  Plains 
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A basic  science  refresher  course  for 
practicing  physicians. 

1.  Vascular  Permeability 

2.  Renal  Failure 

3.  Biochemistry  of  Gout 

4.  Encephalitis 

5.  Minor  Tranquilizers 

6.  Renal  Failure  Proteinuria 

7.  Biochemical  Alterations  in  Liver  Disease 

8.  Cardiac  Failure 

9.  Pathology  of  Ischemic  Heart  Disease 

10.  Pathology  of  Renal  Disease 

11.  Treatmnnt  of  Hypertension 

12.  Host  Defects  in  Immunity,  Susceptibility 
to  Infection 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (12  hrs) 

For  further  information  contact  Health  Careers  Education, 
Burke  Rehabilitation  Center,  785  Mamaroneck  Avenue,  White 
Plains  10605. 


ALBANY 


Monthly  course  listing  for  the  Albany  Medical 
College  of  Union  University 

February  5 

Endocrinology  (metabolic  bone  disease)  and 
Dermatology  (cutaneous  lesions  that 
manifest  internal  problems  that  occur  in  your 
patients)  for  the  Primary  Care  Physician. 

February  2 1 

Workshops  in  Learning  Disabilities 

February  26 

Orthopedics:  Arthritis;  Pediatric  Orthopedic 
Problems — Common  and  Uncommon. 

For  further  information  contact  Dept,  of  Postgraduate 
Medicine,  the  Albany  Medical  College,  Albany,  12208.  Tel: 
518/445-5501. 


BUFFALO 


February  17-19 

The  Dept,  of  Obstetrics  & Gynecology 
State  University  of  New  York  at  Buffalo 

Statler  Hilton  Hotel 
Buffalo 

INTERNATIONAL  SYMPOSIUM  ON  LABOR 
AND  ITS  EFFECTS  UPON  THE  FETUS 

FEE:  $150.  includes  tuition,  luncheons  & dinner. 

* Advanced  registration  is  recommended. 

CREDIT:  AMA  21  hrs.  & cognates  by  the  American  College 
of  Ob/Gyn. 

For  further  information  contact  Continuing  Medical  Education, 
School  of  Medicine  (SUNY),  2211  Main  Street,  Buffalo  14214. 
Tel:  716/831-5526. 


Out-Of-State 


Providence,  Rhode  Island 
February  18 

The  Brown  University  Program  in  Medicine 

Providence  Marriott  Inn 

NEW  PERSPECTIVES  IN  GENETICS  AND 
GENETIC  COUNSELING 

For  further  information  contact  Mrs.  Allen,  Box  G,  Brown 
University,  Providence,  Rhode  Island  02912. 


Lexington,  Kentucky 

February  22-28 

University  of  Kentucky  Medical  Center 

SIXTH  FAMILY  MEDICINE  REVIEW 
Session  III 

FEE:  $245. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 


February  12 

Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 

Research  Studies  Center 

Roswell  Park  Memorial  Institute 
Buffalo 

Continuing  Education  in  Oncology 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 
14263.  Tel:  716/845-5944. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  th< 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospital: 
to  sena  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  simila 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone 
(516)  488-6100.  This  is  a free  service. 
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ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 
CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 

Albion,  N.Y.  14411.  Tel.  716/589-7117. 

ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for  communi- 
ty with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 

14802.  Tel.  607/587-8268. 

AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street,  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 
AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  need- 
ed. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procure- 
ment Committee,  157  Ross  Street,  Auburn,  N.Y.  1302j.  Tel. 
315/253-3388  (call  collect). 

BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 

BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass’t.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 

BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician.  Guaran- 
teed first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 

BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 

Lawrence  County.  Family  Physicians  or  G.P.  s needed. 
CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 

Tel.  315/389-2882. 

BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 

BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician,  Anesthe- 
siologist, and  Pediatrician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 

BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 
CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 

BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 

Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 

BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 
CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 

CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 

Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 
CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 
CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 

CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 
CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 

700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 

COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 
CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 

13625. 

CORNING,  N.Y.,  Steuben  County.  Orthopedic  Surgeon. 
CONTACT:  Stephen  E.  Pieri,  M.D.,  Corning  Medical  & Surgical 

Association,  Corning,  N.Y.  14830.  Tel:  607/936-9971. 
DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 


518/492-7742. 

DELHI,  N.Y.,  Delaware  County.  Family  Physician  and  Anesthesi- 
ologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O’Connor  Hospital,  Andes 

Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 

ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and  Anesthesiolo- 
gists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial  Hos- 
pital, Elmira,  N.Y.  14901.  Tel:  607/734-5117. 

FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 

592-2224. 

GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 

Greene,  N.Y.  13778.  Tel:  607/656-4115. 

HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial  Hospi- 
tal, 62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel:  607/ 

637-3381. 

HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.’s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial  Hospi- 
tal, 690  West  German  Street,  Herkimer,  N.Y.  13350.  Tel: 
315/866-3330. 

HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 

14468.  Tel:  716/392-4144 

HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 

Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 

4233. 

ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 

Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 

LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 

LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 

MASSENA,  N.Y.,  Lawrence  County.  E.N.T.  and  F P.’s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991. 

MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 

Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 

NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 

384-4531. 

NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or  In- 
ternist or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 

Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 

ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting  physi- 
cians, especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial  Hospi- 
tal, 1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel:  607/432- 
2000. 

PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified  physi- 
cians to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain  Val- 
ley Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 

PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education  Coor- 
dinator wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 

Charles  Hospital,  200  Belie  Terre  Road,  Port  Jefferson,  N.Y. 
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11777.  Tel:  516/473-2800. 

POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 

Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 

2305. 

PULASKI,  NY.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y.  13142. 

RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr  Ralph  DeMas.  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 

RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville.  N.Y.  14428.  Tel:  716/293-3252. 

ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of  Or- 
thopedic Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 

Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 

ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or  Inter- 
nist for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D..  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 

RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of  Rush- 
ford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 

SARANAC  LAKE,  N.Y.,  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 

SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties.  N.Y.  12477.  Tel:  914/246-4551. 

SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 

SODUS,  N.Y.,  Wayne  County.  Family  Physician,  Internist  or  Sur- 
geon. Guarantee  available. 

CONTACT:  Robert  M.  Ross,  Jr.,  M.D.,  Dir.,  Wayne  County  Rural 
Comprehensive  Health  Program,  Box  307,  Sodus,  N.Y.  14551. 
Tel:  315/483-9136. 

STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 

Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 

Doris  Hall,  R.N..  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 

TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and  Ra- 
diologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 

Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 

WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join  es- 
tablished hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 

WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.'s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 

WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm..  Tioga  General  Hospi- 
tal. P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/656- 

2881. 

WELLSVILLE,  N.Y  , Allegany  County.  Internist/F.P.  for  Ambula- 
tory Primary  Care  Clinic. 

CONTACT:  John  D.  Voltmann,  M.D  . Dir.,  Jamestown  Medical 


Clinic,  103  Allen  St.,  Jamestown,  N.Y.  14701.  Tel:  716/ 

664-3706. 

WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr  Frank  Martucci,  Town  Supervisor,  6 Mountain 

Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 

WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 

Whitesboro.  N.Y.  13492.  Tel:  315/736-1815. 

WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr  Bernard  Lipsky,  Chamber  of  Commerce,  Wood- 
bourne,  N.Y.  12788  Tel:  914/434-7652. 

WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


ANESTHESIOLOGIST 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologi- 
st. Contact  Irving  Cramer,  M.D.,  St.  Luke's  Hospital  Center, 
Box  479  Champlin  Rd.,  Utica,  13502. 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency 
Room  Physician.  A semi-retired  physician  is  preferred  for  this 
position  which  offers  a furnished  house  on  hospital  grounds. 
Contact  The  Medical  Society  State  of  New  York,  Physicians’ 
Placement  Bureau,  420  Lakeville  Road,  Lake  Success,  N.Y. 
11040.  Tel:  516/488-6100.  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  Contact 
Irving  Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479 
Champlin  Rd.,  Utica,  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Mr.  Patrick  Cannistra,  Director  of  Personnel  at 
St.  Lukes  Memorial  Hospital  Center,  Box  479  Champlin  Road, 
Utica,  13503. 


ENT 

AUBURN,  N.Y.  Cayuga  County  needs  an  ENT,  Internist,  Derma- 
tologist, Surgeon  and  Family  Physician.  Contact  Charles  D. 
Hicks,  Director,  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn,  13021 . Tel:  315/253-3388. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist,  Internist, 
ENT,  Surgeon  and  Family  Physician.  Contact  Charles  D. 
Hicks,  Director,  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Con- 
tact Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  Con- 
tact William  Ferris,  Executive  Director,  Gillam  Community  Cen- 
ter, Bergen  14416.  Tel:  716/494-1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chat- 
ham 12060.  Tel:  518/781-4434. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 


January  1 976  New  York  State  Journal  of  Medicine  1 59 

WGO-9 


GRANVILLE,  N.Y.,  Washington  County  needs  a Family  Physician, 
Internist  or  Pediatrician.  Contact  Robert  Vander  Minder,  Tele- 
scope Furniture  Co.,  Granville. 

CORTLAND,  N.Y.,  Cortland  County  urgently  needs  a Family  Phy- 
sician for  Clinic-type  practice.  Contact  Donald  R.  Gibbs,  M.D., 
Cortland  Tel:  607/756-994 1 . 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Con- 
tact Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of 
Webb  Health  Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324- 

1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Con- 
tact David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc., 
Hunter,  12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital- 
based  group  practice.  Contact  George  W.  Lewis,  M.D.,  Di- 
rector, Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruit- 
ment Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box 
00,  Philmont,  12565.  Tel:  518/672-7032. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  Contact 
Mr.  William  K.  Guglielmo,  Rome  Chamber  of  Commerce,  218 
W.  Dominick  St.,  Rome  13440. 

SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
Contact  Mr.  John  J.  Murphy,  Adm.,  General  Hospital  of  Sara- 
nac Lake,  Saranac  Lake  12983.  Tel:  518/891-4141. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  Contact  Mr  Fred 
Yanni,  Executive  Director,  Health  Services  Assoc.,  344  South 
Warren  St.,  Syracuse  13202.  Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage.  Contact  Robert  E.  Long, 

M. D.,  819  S.  Salina  Street,  Syracuse  13202.  Tel:  315/476- 
7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician  Con- 
tact Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37 

N.  Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monroe  County  needs  a Family  Physician  to  join 

a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. Contact  Jason  O.  Cook,  M.D  , 193  West  Main  Street, 
Webster  14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hospital  of  William 
F.  & Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville, 
14895.  Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Rob- 
ert Arnold,  Willsboro,  12996. 


GENERAL  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  a General  Surgeon.  Con- 
tact James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Medi- 
na, 14103.  Tel:  716/798-2000. 

AUBURN,  N.Y.  Cayuga  County  needs  a Surgeon,  Internist,  Der- 
matologist, ENT  and  Family  Physician.  Contact  Charles  D. 
Hicks,  Director,  Physicians’  Procurement  Committee,  157 
Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 


INTERNISTS 


AUBURN,  N.Y.  Cayuga  County  needs  an  Internist,  ENT,  Derma- 
tologist, Surgeon  and  Family  Physician.  Contact  Charles  D. 
Hicks,  Director,  Physicians’  Procurement  Committee,  157 
Ross  Street,  Auburn,  13021 . Tel:  315/253-3388. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  Con- 
tact W.  H.  Stevenson,  Ass’t  Director  of  Personnel,  the  Buffalo 
General  Hospital,  100  High  Street,  14203.  TEL:  716/845- 

7490. 

GRANVILLE,  N.Y.,  Washington  County  needs  an  Internist.  Con- 
tact Robert  Vander  Minder,  Telescope  Furniture  Co.,  Granville. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  Con- 
tact Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of 
Webb  Health  Center,  Old  Forge  13420.  Tel:  315/369-2464. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  Contact  Mrs.  Alice  Hersh,  Adm.,  Pough- 
keepsie Medical  Group,  375  Hooker  Avenue,  Poughkeepsie, 
12603. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  Contact  Miss  B. 
J.  Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Park- 
way Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  Internists.  Contact  Mr.  Fred  Yanni,  Ex- 
ecutive Director,  Health  Services  Assoc.,  344  South  Warren 
St.  13202.  Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  Contact  Robert  E. 
Long,  M.D.,  819  S.  Salina  Street,  Syracuse  13202.  Tel: 
315/476-7921. 


OBSTETRICIAN/GYNECOLOGISTS: 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn.  seek- 
ing 3rd  Ob/Gyn  for  group.  Contact  Charles  I.  Rosenblum, 
M.D.,  41  Brentwood  Rd.,  Bayshore,  11751.  Tel:  516/665- 

0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167. 
Tel  607/652-7521. 

SYRACUSE,  N.Y.  needs  an  Ob/Gyn.  Contact  Mr.  Fred  Yanni, 
Executive  Director,  Health  Services  Assoc.,  344  South  Warren 
St.,  Syracuse  13202.  Tel:  315/424-3863. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  Contact  Thomas  E.  Lavell,  M.D.,  Delaware  Valley 
Hospital,  1 Titus  Place,  Walton,  13856.  Tel:  607/865-4101. 


OPHTHALMOLOGIST 

NEW  YORK  CITY,  N.Y.  needs  an  Ophthalmologist  for  an  out-pa- 
tient clinic  to  provide  medical  care  for  hotel  workers  and  their 
families.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director,  Health 
Center  Family  Medical  Office,  321  W 44th  Street,  New  York 
10036.  Tel:  212/586-1550. 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
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Contact  James  H Morey,  Adrrv,  Medina  Memorial  Hospital, 
Medina.  14103.  Tel:  716/798-2000. 


NEUROSURGEON 

SMITHTOWN,  N.Y.,  Suffolk  County  needs  a Neurosurgeon  Con- 
tact A.  G.  Zippin,  M.D.,  100  Maple  Avenue,  Smithtown,  11787. 
Tel:  516/265-0606. 


PEDIATRICIANS: 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician. 
Contact  Robert  Vander  Minder,  Telescope  Furniture  Co.,  Gran- 
ville. 

MAHOPAC,  N Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Put- 
nam Professional  Park,  Mahopac  10541.  Tel:  914/628- 
3474. 

MONTOUR  FALLS,  N Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

SYRACUSE,  N Y.  needs  Pediatricians.  Contact  Mr.  Fred  Yanni, 
Executive  Director,  Health  Services  Assoc.,  344  South  Warren 
St.,  Syracuse  13202.  Tel:  315/424-3863. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
Contact  Bartolo  J.  Spano,  Ph  D.,  Director,  Mental  Health  Ser- 
vices, 15  Court  Street,  Cortland.  Tel:  607/756-7523. 


RADIOLOGIST 

NEW  YORK  CITY  AREA,  Radiologist  needed  part-time  for  Asso- 
ciate practice.  Physician  must  have  N.Y.  and  New  Jersey  li- 
cences. For  further  information  write  Desk  222  Room  208. 
303  W 42nd  Street,  New  York  10036. 


SCHENECTADY,  N.Y.  Schenectady  County  Radiologist  seeks 
board  certified  associate  for  diagnostic  clinic  and  hospital 
type  practice.  Contact  George  T.  Grimmer,  M.D.,  Bellevue 
Maternity  Hospital,  P.O.  Box  1030,  2210  Troy  Schenectady 
Road,  Schenectady  12301.  Tel:  518/374-4561. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  In  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B.  H.  Johnston,  M.D.,  Dept,  of  Radiology,  St.  Like's 
Memorial  Hospital  Center,  Box  479,  Utica,  13503. 


UROLOGIST 

ROCHESTER,  N.Y.  Monroe  County  needs  Urologists  and  Gener- 
al Surgeons.  Contact  A.  J.  Grazianl,  M.D.,  Chm.  Dept,  of 
Surgery,  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester 
14611.  Tel:  716/328-3300. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  Contact  Mr.  Lou  Goodman,  St.  James  Medical 
Center,  25  St.  James  Place,  New  York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic. 

INTERNIST  needed  to  serve  in  Surakarta.  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016  Tel:  212/686-3110. 


TO:  Subscribers  to  "What  Goes  On  In  Medicine  " 

FROM:  The  Editor 

As  a past  reader  of  " What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  ( in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 
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City,  State 

(zip) 
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For  the  most  common 
arms  of  insomnia 

■ Awake  too  long 

■ Awake  too  often 
•Awake  too  early 

Dalmane 

flurazepam  HCI ) (3 


jo 


Ijectively  proved  in  the  sleep 
tearch  laboratory,  Dalmane 

(induces  sleep  within 
minutes,  on  average 
reduces  nighttime 
akenings 

provides  7 to  8 hours  of 
?p,  on  average,  without 
eating  dosage 

-f| 

ire  prescribing  Dalmane  (flurazepam 

I .  please  consult  complete  product 
mation,  a summary’  of  which  follows: 
ations:  Effective  in  all  types  of  insomnia 
iicterized  by  difficulty  in  falling  asleep, 

— • ent  nocturnal  awakenings  and/or  early 
:iingawakening;  inpatients  with  recurring 
|nnia  or  poor  sleeping  habits:  and  in 
I'  or  chronic  medical  situations  requiring 
ul  sleep.  Since  insomnia  is  often  transient 
Intermittent,  prolonged  administration  is 
--  ally  not  necessary  or  recommended, 
•aindications:  Known  hypersensitivity 
razepam  HCI. 

ings:  Caution  patients  about  possible 
I ined  effects  with  alcohol  and  other 
depressants.  Caution  against  hazardous 
>ations  requiring  complete  mental  alert- 
e.g.,  operating  machinery,  driving). 

Ii  women  who  are  or  may  become  preg- 
inly  when  potential  benefits  have  been 
led  against  possible  hazards.  Not 
imended  for  use  in  persons  under  15 


years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  G1  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry- 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 


Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


REFERENCES: 

1.  Karacan  I,  Williams  RL,  Smith  JR:  The 
sleep  laboratory  in  the  investigation  of 
sleep  and  sleep  disturbances.  Scientific 
exhibit  at  the  124th  annual  meeting  of  the 
American  Psychiatric  Association, 
Washington  DC,  May  3-7, 1971 

2.  Frost  JD  Jr:  A system  for  automatically 
analyzing  sleep.  Scientific  exhibit  at  the 
24th  Clinical  Convention  of  the  American 
Medical  Association,  Boston,  Nov  29- 
Dec  2,  1970:  and  at  the  42nd  annual 
scientific  meeting  of  the  Aerospace  Medical 
Association,  Houston,  Apr  26-29,  1971 

3.  Vogel  GW:  Data  on  file,  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutlev  NJ 

4.  Dement  WC:  Data  on  file,  Medical 
Department,  Hoffmann-La  Roche  Inc., 
Nutlev  NJ 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


A common  complaint  from 
older  insomnia  patients 

Awake  too 
often 

Sleep  research  laboratory  profile  showing  frequent  awakenings  during  the  night 


Sleep  with  few  nighttime 
awakenings 

Around  the  age  of  50,  some  people  might 
begin  to  experience  frequent  awakenings 
during  the  night.  Dalmane  (flurazepam 
HC1)  effectively  reduces  number  of  nighttime 
awakenings.1'4  It  also  reduces  prolonged 
sleep  latency  and  prolonged  early  morning 
awakening  — the  two  other  most  common 
forms  of  insomnia  — by  providing,  on  average, 
sleep  within  17  minutes  and  increased  total 
sleep  time.1-4 

Dalmane  performs  night  after  night  with 
relative  safety  and  infrequent  morning 
“hang-over.” The  usual  adult  dose  is  30  mg 
h.s. ; in  some  cases,  15  mg  will  suffice.  For 
the  elderly  and  debilitated,  an  initial  dose 
of  15  mg  is  recommended  to  help  preclude 
oversedation,  dizziness  or  ataxia.  Before 
prescribing,  please  weigh  potential  benefits 
against  possible  risks. 


For  the  most  common 
forms  of  insomnia 

Dalmane 

(flurazepam  HCI) 

Objectively  proved  in  the 
sleep  research  laboratory: 

□ fewer  nighttime  awakenings 

□ 7 to  8 hours  of  sleep,  on  average, 
without  repeating  dosage 

□ sleep  within  17  minutes,  on  average 


Please  see  reverse  side  for  summary  of  product  infornii 
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For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 


BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg.  glyceryl  gualacolate  100  mg, 
theophylline  100  mg,  phenobarbital  8 mg  (warning:  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  frequent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness, or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hy  pertension,  heart  disease,  or  hyperthyroidism  Drowsiness  may 
occur  Ephedrine  may  cause  urinary  retention,  especially  in  the  presence  of 
partial  obstruction,  as  in  prostatism 

RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6 one  half  adult  dose 

SUPPLIED  Bottles  of  100  and  1000  scored  tablets 


REON 


BREON  LABORATORIES  INC.  • 90  Park  Avenue,  New  York,  N Y 10016 


Gentlemen,  please  send  me  complete  literature 


Name 


Street 


an  individual  to  monitor  and  influence  his  own  muscle 
tension  and  relaxation;  similarly,  our  feedback  thermom- 
eters can  assist  in  subject  control  over  sympathetic  activ- 
ity, and  our  feedback  encephalographs  are  the  most 
accurate  monitors  and  analyzers  of  brain  wave  function  in 
their  respective  price  ranges. 

Any  Autogen  unit  can  be  sent  to  you  on  a 10-day 
trial  period  Product  demonstrations  are  available  to  pro- 
fessionals anywhere  in  North  America.  For  further  infor- 
mation return  the  coupon  below  If  you  have  other  ques- 
tions or  are  interested  in  other  forms  of  biofeedback,  call 
or  write  us  to  see  how  we  can  best  serve  your  needs  Every 
ASI  instrument  comes  with  appropriate  electrodes  or 
. ______  probes,  batteries,  and  de- 

I tailed  training  manual  And 
H over  / unit  is  covered  by  the 
H longest  warranty  in  the  in- 
I dinar  , f v e years  We  wel- 
H come  your  inquiries  and 
I comments 


If  you  believe  your  patient's  condition  involves  sig- 
nificant psychological  or  psychosomatic  components, 
you  may  find  biofeedback  instruments  to  be  an  effective 
aid  to  the  overall  treatment  picture. 

What  is  biofeedback?  It  is  a unique  departure  from 
traditional  treatment  approaches  that  allows  an  individ- 
ual to  recognize  and  influence  his  own  internal  body 
states  Thus,  a patient  may  be  able  to  assume  a larger  role 
in  guiding  his  own  health  Evolving  out  of  a half-century  of 
autogenic  techniques  and  electronic  technology,  bio- 
feedback utilizes  a new  generation  of  precision  electronic 
equipment  especially  designed  to  meaningfully  translate 
measurements  of  internal  body  processes  to  the  individ- 
ual who  produced  them 

ASI  is  the  leading 
manufacturer  of  advanced 
biofeedback  circuitry  and 
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AUTOU  NK  SYMIMS  INCORTOfiATED 


809  Allston  Way 
Berkeley.  California  94710 
(415)  548-6056 
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...with  gentle, 
dependable 
laxation 
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Modane*. a single-entity  laxative  (danthron)  acts  primarily  on 
the  large  bowel1.  Although  its  exact  mode  of  action  is  unknown, 
it  is  thought  that  danthron,  the  active  ingredient  of  Modane, 
produces  gentle  peristalsis  by  stimulating  the  Auerbach’s 
plexus  of  the  colon? 

Modane  gives  gentle,  dependable,  overnight  laxation 

...low  incidence  of  straining,  griping  or  cramping  at  optimum 
dosage... produces  a “soft”  stool. 

Modane  also  provides  economical  one-a-day  dosage  .. 

taken  after  the  evening  meal,  Modane  generally  brings  welcome 
relief  in  the  morning. 

Modane  may  be  useful  in  the  management  of  constipation  in  geriatric,  cardiac, 
surgical,  pregnant,  post-partum,  and  pediatric  patients.  Also,  Modane  has  been  found 
jsefui  in  the  management  of  drug-induced  constipation  caused  by  ganglionic  blocking 
agents,  antihistamines,  tranquilizers,  sympathomimetics,  and  anticholinergics, 
pf  course,  neither  Modane  nor  any  other  laxative  should  be  used  when  abdominal  pain, 
nausea,  vomiting  or  other  signs  and  symptoms  of  appendicitis  are  present. 


...and  for  added  ease  of 
patient  management,  the  new 


Modane  30’ 


Stat-Pak  (unit  dose) 

*30  Laxative  Tablets 

offers  product  protection,  convenience,  portability... 

□ product  protection— each  Modane  tablet  is  individually  wrapped, 

so  it  will  not  be  compromised  by  exposure  to  air  or  surface  contaminants 

□ product  identity— since  each  individually  wrapped  tablet  is  also 
individually  labeled,  its  identity  is  preserved  amidst  your  patients’  other 
medications 


□ convenience— your  patients  no  longer  have  to  handle  loose  tablets 

□ portability— a tablet  or  two  can  be  carried  in  a pocket  or  purse  without 
the  need  for  bulky  packages 

You  can  now  recommend  or  prescribe  Modane6 
in  this  new  package  form  as— Modane”  30* 

—available  only  at  pharmacies,  in  a 
handsome  Stat-Pak* (unit  dose) 
gold-and-russet  package. 
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2 Plotmck.  M Maintaining  normal  bowel  action  A new  answe  - to 
an  old  problem  I nt  Rec  Med  173:262.  April,  1960 
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introducing  B-C-BID 

B-complex  with  C 

an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 


New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 
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your  angina  patient 
isn't  having  3 out  of  4 
better  days  than  usual 
try  Cardilate 

(ERYTHRITYL  TETRANITRATE) 


• •• 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1.000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(’Warning  may  be  habit-forming). 

1 RussekHI  AM  J M Sc  239  478.  1960 

/ Burroughs  Wellcome  Co. 

—*■  ‘ ‘ / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


•Please  note  unstable  angina  patients  may  be  relractory  to  all  long-acting  nitrates 


Pain  days’  significantly  re- 
duced with  Cardilate8  (eryth- 
rityl tetranitrate)  in  48-patient 
study1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin. 
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K these  six  people  don’t  impress  you, 
maybe  the  companies  who  hired  them  will. 


These  people  aren’t  actors.  They 
are  real  people  doing  real  jobs  for 
real  companies. 

Take  Joseph  Minikovsky,  for 
example  (top  left),  an  electronic 
maintenance  engineer.  He  has 
learned  to  use  one  hand  the  way 
most  people  in  his  field  have  to  use 
two.  As  quickly,  as  efficiently,  as 
accurately.  He’s  a cracker  jack 
technician  and  the  National  Broad- 
casting Company  knows  it.  Yes,  he 
works  for  NBC. 

Robert  Thompson  (top  center) 
is  a mechanical  engineer.  At  Syska 
& Ilennessy  in  New  York. 

Frank  Gaal  (top  right),  a ma- 
chine operator  for  Con  Edison. 

James  Withers  (bottom  left), 
an  administrative  assistant  with 


Control  Data  Corporation. 

Mildred  Hudson  (bottom  cen- 
ter), a coding  and  terminations 
clerk  for  Standard  Security  Life 
Insurance. 

And  Thomas  Clancy  (bottom 
right)  is  one  of  the  best  computer 
programmers  New  York  Univer- 
sity ever  had. 

They’re  all  working.  At  jobs 
they  en  j oy . F or  companies  who  are 
very  grateful  to  have  them. 

You  see,  despite  their  obvious 
disabilities,  these  people  are 
skilled,  hard-working  men  and 
women.  And  traits  like  that  are 
hard  to  come  by  these  days.  (Ms. 
Hudson’s  supervisor  told  us  she 
was  one  of  only  three  people  in 
their  company  who  made  it  to  work 


during  a heavy  snowstorm.) 

It  takes  a lot  of  determinatio 
and  many  months  of  rehabilit 
tion  to  get  where  these  people  ai 

But  it  takes  very  little  moi 
than  a letter  to  find  people  lil 
them  and  hire  them. 

The  Director  of  Vocational  E 
habilitation  in  your  state  has  a fi 
of  skilled,  trained,  rehabilitate 
people  in  every  field.  Ready,  wi- 
ing  and  able  to  work. 

Write  to  him,  next  time  ye 
have  an  opening.  His  office  is 
your  state  capital. 

And  join  the  impressive  rani  j 
of  Con  Edison.  And  NBC.  Ai  j 
Syska  & Hennessy.  And  Contr  j 
Data.  And  Standard  Security  Li  • j 
And  NYU. 


Write  the  Director  of  Vocational  Rehabilitation  in  your  State  Capital. 

The  U.S.  Department  of  Health,  Education,  and  Welfare.  A Public  Service  of  This  Magazine  & The  Advertising  Council 
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Abstracts 


Lieberman,  J.:  Alphai-antitrypsin  deficiency  and 

chronic  pulmonary  disease,  New  York  State  J.  Med. 
76:  181  (Feb.)  1976. 

Alphai-antitrypsin  provides  a mechanism  in  blood  for 
protecting  certain  tissues  from  the  digestive  action  of 
proteolytic  enzymes  in  leukocytes  and  macrophages. 
An  inherited  deficiency  of  this  protein  places  the  lungs 
in  jeopardy  of  developing  emphysema,  especially  in  in- 
dividuals who  smoke  cigarettes  or  are  exposed  to  other 
unusual  respiratory  irritants.  Severe  or  intermediate 
deficiency  states,  associated  with  homozygous  or  hetero- 
zygous genotypes  respectively,  can  usually  be  detected 
by  quantitative  measurements  of  the  alphai-antitrypsin 
protein  or  of  the  serum  trypsin  inhibitory  capacity. 
Phenotyping  procedures  can  detect  the  actual  molecular 
variants  inherited.  The  Z variant  of  the  antitrypsin 
molecule  is  most  commonly  associated  with  alphai  anti- 
trypsin deficiency  and  is  found  primarily  in  Caucasians 
with  Northern  European  ancestry.  The  mechanism  for 
antitrypsin  deficiency  with  the  Z variant  is  related  to  an 
alteration  in  the  molecular  structure  of  the  molecule 
that  blocks  its  release  from  the  site  of  synthesis  within 
the  liver.  Pulmonary  emphysema  need  not  occur  in  in- 
dividuals who  have  inherited  the  intermediate  or  het- 
erozygous state  of  antitrypsin  deficiency  indicating  that 
screening  programs  and  preventive  counseling  may  be 
helpful.  Such  a screening  program  has  been  started  in 
the  seventh  grade  students  of  Long  Beach,  California, 
and  preliminary  results  are  presented.  Other  condi- 
tions that  may  be  associated  with  antitrypsin  deficiency 
are:  respiratory  distress  syndrome  of  the  newborn,  cir- 
rhosis of  the  liver,  and  hepatoma.  A cure  for  alphai- 
antitrypsin  deficiency  does  not  currently  exist. 

Daly,  R.  M.,  and  Gold,  G.:  Serum  magnesium  levels  in 
nonacute  schizophrenia,  New  York  State  J.  Med.  76: 
188  (Feb.)  1975. 

Magnesium,  like  calcium,  is  a metal  of  considerable 
physiologic  importance  and  in  the  mammalian  organism 
is  indispensable  to  life.  There  is  evidence  that  magne- 
sium affects  the  activity  of  numerous  enzyme  systems, 
for  example,  adenosinetriphosphatase  and  cholinester- 
ase. About  80  per  cent  of  the  serum  magnesium  is  ion- 
ized and  the  remainder  is  probably  bound  to  protein. 
Serum  magnesium  levels  have  considerable  normal  fluc- 
tuation, and  persistantly  low  or  high  magnesium  values 
may  be  present  without  any  clinical  abnormalities. 
Clinically,  hypomagnesaemia  is  associated  with  states  of 
neuronal  hyperexcitability,  whereas  elevated  magne- 
sium levels  have  a sedative  and  depressant  effect. 
Marques-Assis,  in  1968,  from  a sample  of  42  cases  of 
schizophrenic  males,  found  that  the  levels  of  serum 
magnesium  were  significantly  lower  than  were  a group 
of  normal  controls.  Cade,  in  1964,  compared  plasma 
magnesium  levels  of  30  schizophrenic  females  with  nor- 
mal controls.  His  results  showed  that  the  plasma  mag- 
nesium levels  in  schizophrenic  patients  are  about  20  per 


cent  higher  than  in  controls.  Because  of  these  conflict- 
ing results,  we  decided  initially  to  reevaluate  serum 
magnesium  levels  ip  schizophrenia.  Thirty  schizophre- 
nic patients  were  studied.  Magnesium  was  determined 
in  the  blood  and  after  statistical  treatment  of  the  data, 
no  significant  difference  was  found  in  comparison  with 
normal  controls.  Further  studies  are  in  progress  to 
evaluate  the  importance  of  this  metal  for  the  central 
nervous  system. 

Arkin,  A.  M.,  Ackerman,  N.  M.,  Morris,  J.  M.,  Rab- 
kin,  R.,  and  Rosenberg,  A.  R.:  Behavior  modification; 
present  status  in  psychiatry,  New  York  State  J.  Med. 
76: 190  (Feb.)  1976. 

The  field  of  behavior  therapy  is  concisely  described 
with  respect  to  its  historical  background,  relationships 
to  more  traditional  psychiatric  treatments,  various  clini- 
cal theoretical  considerations,  specific  clinical  proce- 
dures, indications,  contraindications,  cautions,  and 
equivocal  aspects.  In  addition,  certain  ethical  problems 
regarding  behavior  therapy  are  discussed.  Finally,  rec- 
ommendations for  future  developments  are  made  with 
acknowledgment  of  the  therapeutic  potential  offered  by 
behavior  therapy  procedures. 

Fierst,  S.  M.:  Vascular  insufficiency  of  superior  mes- 
enteric circulation,  New  York  State  J.  Med.  76:  201 
(Feb.)  1976. 

In  recent  years  vascular  disease  of  the  intestine  has 
been  established  as  a clinical,  radiologic,  and  pathologic 
entity.  The  vascular  lesions  in  disseminated  lupus, 
Schonlein-Henoch  purpura,  may  affect  the  bowel  and 
respond  to  therapy  of  the  underlying  disease.  Primary 
vascular  disease  of  the  intestines,  chiefly  atherosclerosis, 
is  the  major  cause  of  symptoms  of  circulatory  insuffi- 
ciency. Extensive  mesenteric  ischemia  is  associated 
with  disease  of  the  superior  mesenteric  artery,  whereas 
segmental  bowel  ischemia  is  most  often  associated  with 
inferior  mesenteric  vascular  disease.  Nonocclusive  dis- 
ease is  responsible  for  more  than  60  per  cent  of  intesti- 
nal ischemic  disease.  The  value  of  aggressive  diagnosis 
with  arteriography  and  careful  endoscopy  is  demon- 
strated in  the  reduction  of  mortality. 

Keefe,  E.  F.:  Physician  helps  to  make  rhythm  work. 
New  York  State  J.  Med.  76:  205  (Feb.)  1975. 

As  ovulation  approaches,  daily  autopalpation  of  the 
cervix  uteri  picks  up  a softening  and  gaping  of  the  os,  t I 
cephalad  shift,  and  a mucus  hypersecretion  and  lique  j 
faction.  After  ovulation,  these  signs  reverse  while  the  J 
waking  temperatures  are  rising.  The  physician  anc  I 
paraprofessionals  teach  a women  how  to  observe  anc  j 
record  these  changes.  On  a special  diary-form  for  thest  I 
signs  she  circles  a number  corresponding  to  the  readinj  j 
on  her  thermometer,  graduated  in  0.1°F.  The  number 

continued  on  page  3j 
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Malpractice  and  you 

Nearly  every  state  has  been  affected  in  some  way  by 
the  ongoing  wave  of  malpractice  insurance  crises.  Be- 
sides those  which  made  the  big  headlines  in  New  York, 
California,  Texas,  Florida,  and  Pennsylvania,  just  about 
every  state  in  these  United  States  has  been  quietly  hit 
hard  by  staggering  increases  in  the  cost  of  malpractice 
insurance.  In  some  places,  California  for  one,  it  was  not 
at  all  unusual  to  see  the  insurance  base  rates  multiply  by 
factors  of  three  and  four  in  less  than  a year.  Some  re- 
gions have  experienced,  with  further  chagrin,  several 
rate  increases  topped  off  by  a complete  loss  of  coverage, 
all  within  the  same  twelve-month  period. 

In  other  areas,  physicians  were  left  without  insurance 
when  the  carrier  withdrew  continued  coverage — at  times 
with  very  short  notice.  These  physicians  then  had  to 
embark  on  a wild  scramble  to  obtain  whatever  coverage 
they  could  find. 

The  necessity  to  provide  some  legislative  relief  for 
these  maladies  has  left  in  its  wake  a patchwork  quilt  of 
new  laws — some  solid,  some  experimental  and  needing 
improvement,  and  others  questionable  on  constitutional 
grounds  and  sure  to  be  tested  in  court. 

An  interesting  case  is  that  of  Indiana,  a state  that  has 
gone  far  to  produce  innovative  legislation  in  the  mal- 
practice field.  The  state’s  model  law,  known  as  the  Pa- 
tients’ Indemnification  Act,  provides  for  a shorter  stat- 
ute of  limitations,  a malpractice  grievance  panel  and 
limitation  on  the  size  of  awards.  But  all  is  not  well  in 
the  Hoosier  State,  as  the  governor  was  frank  to  admit 
when  he  addressed  a recent  Chicago  meeting  of  the 
American  Academy  of  Family  Physicians.  Governor 
Otis  Bowen,  himself  a physician  and  one-time  family 
practitioner,  told  his  audience  of  doctors  that  he  had  se- 
rious reservations  about  his  state’s  legislative  “solution” 
to  the  problem  of  malpractice.  He  urged  other  states  to 
‘endeavor  to  enact  their  own  solutions.  From  the  po- 
tential field  of  50  different  possibilities,  the  ultimate  an- 
swer to  the  malpractice  problem  may  be  found.” 

Expressing  further  doubt  on  the  efficacy  of  the  Indi- 
ana malpractice  law,  Dr.  Bowen  went  on  to  say,  “we 
nust  steal  ourselves  for  the  possibility  that  our  law  may 
ultimately  prove  to  have  been  no  solution  at  all  . . . . 

To  my  knowledge,  the  Indiana  law  has  not  yet  been 
challenged  in  the  courts.  If  it  is  going  to  be,  which  it 
/ery  well  might  be,  I hope  it  is  done  soon.  But  if  it  is 
successfully  challenged,  we  will  be  right  back  where  we 
started  from.” 

Dr.  Bowen  also  cautioned  his  Chicago  audience 
against  relying  on  national  legislation  to  solve  the  mal- 
jractice  issues.  “A  Federal  malpractice  effort,”  he  said, 
‘would  require  a congressional  bulldozer,  where  perhaps 
a sensitive  state  hand  is  truly  required.”  Governor 
Jowen  also  went  on  to  say  that  in  Indiana’s  case,  “we 
lave  to  have  limits  on  the  time  cases  can  be  reported 
and  amounts  awarded.  Without  those  two,  there  is  no 
vay  the  cost  of  insurance  can  be  held  down.” 

Material  for  inclusion  in  the  medical  news  section  must  be 
eceived  eight  weeks  prior  to  publication  date. 


How  has  the  malpractice  crisis  affected  the  practice  of 
medicine?  It  should  be  obvious  that  cautious  physi- 
cians have  become  far  more  wary.  Cases  postponed  or 
cancelled,  multiple  consultations,  larger  amounts  of  lab 
and  x-ray  tests,  all  now  contribute  to  the  upward  spiral 
of  medical  care  cost. 

In  addition,  younger  physicians  have  been  faced  with 
premiums  in  the  $16,000-to-$20,000  range  and  higher  in 
some  areas,  particularly  in  the  “high-risk”  specialities. 
No  less  affected  are  older  physicians  who  have  either  re- 
tired early  or  changed  their  specialty  to  general  practice 
to  avoid  the  high  rates.  The  higher  premiums  in  some 
cases  translate  to  $400  to  $800  weekly,  fees  which  must 
be  passed  on  to  patients. 

What  has  developed  in  Alaksa  may  well  foreshadow 
what  may  happen  elsewhere.  After  some  months  with 
no  coverage,  and  two  to  three  months  of  referring  non- 
emergency  cases  to  Seattle  and  Portland,  a number  of 
Alaskan  surgeons  and  surgical  specialists  began  to  leave 
the  state,  hoping  to  set  up  practice  where  they  could  at 
least  obtain  some  insurance.  But  a number  of  these 
surgeons  promptly  found  themselves  facing  lawsuits  for 
conspiracy  to  abandon  their  patients.  Many  medical 
and  pediatric  specialists  found  that  their  ability  to  carry 
through  with  a work-up  leading  to  surgery  was  stymied 
by  having  no  surgeons  at  hand.  The  crisis  produced 
alarmingly  low  50  per  cent  occupancy  rates  at  many  of 
the  private  hospitals;  hospitals  of  the  U.S.  Public  Health 
Service  served  as  back-up  in  the  crunch. 

Surveys  of  many  “under-served”  areas  reveal  that  a 
number  of  communities  with  sustained  physician  short- 
ages are  now  suddenly  finding  applicants  for  openings. 
(Incidentally,  it  should  be  pointed  out  that  these 
“under-served”  areas  often  have  the  lowest  malpractice 
rates  in  the  country.)  Logically,  the  filling  of  these 
shortage  areas  will  have  its  effect  on  the  “over-served 
areas,”  possibly  to  where  in  three  to  four  years  hence,  a 
situation  similar  to  the  Alaskan  physician  shortage 
might  be  repeated  in  some  of  our  large  industrial  and 
urban  states. 

Another  shelter  during  the  storm  for  many  M.D.s, 
surprisingly,  has  come  from  the  good  ol’  weatherproof 
olive  drab  tarp — the  Armed  Forces.  At  the  June  AMA 
Convention,  there  were  fewer  than  twelve  openings  in 
the  Air  Force  in  Medicine,  Pediatrics,  Surgery  and  Or- 
thopedics— worldwide.  Similar  enlistment  opportuni- 
ties were  quoted  by  the  recruiting  specialists  for  the 
Navy  and  Army.  And  if  you’ve  checked  those  ads  for 
service  docs  lately,  the  question  is  almost  an  aloof  one: 
“Are  you  good  enough  to  serve  in  the  Navy?”  (Substi- 
tute “Army”  or  “Air  Force”  at  your  whim).  With  spe- 
cialty pay,  and  credit  for  time  in  medical  school  and 
training,  it  is  not  at  all  unusual  to  see  pay  figures  in  the 
$37,000  range,  including  nontaxable  housing,  food  allow- 
ances, travel,  a month’s  vacation,  and  generally,  a forty- 
hour  week.  It  goes  without  saying  that  ancillary  per- 
sonnel. record  keeping,  nursing,  reception,  rent  and 
malpractice  insurance  are  covered,  so  that  the  annual 
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Carlton  E.  Wertz,  M.D. 


Carlton  E.  Wertz,  M.D., 
died  on  December  17,  1975, 
in  Valley  Baptist  Hospital 
in  Harlingen,  Texas,  after 
an  illness  of  a few  weeks. 

He  had  retired  to  his  ranch 
in  Harlingen  on  giving  up 
his  position  as  chief  of  sur- 
gery at  the  Deaconess  Hos- 
pital in  Buffalo.  He  re- 
cently stepped  out  of  retire- 
ment to  serve  as  chief  of 
staff  at  the  Raymondville  Memorial  Hospital. 

He  had  practiced  in  the  City  of  Buffalo  for 
forty-eight  years  and  had  served  on  the  staff  of 
Deaconess  throughout  his  medical  career. 

Dr.  Wertz  was  very  active  in  organized  medi- 
cine. He  was  President  of  the  Erie  County  Medi- 
cal Society  and  the  Medical  Society  of  the  State  of 
New  York,  which  position  he  also  served  at  the 
Buffalo  Academy  of  Medicine.  He  was  one  of  the 
organizers  and  then  second  president  of  the  Blue 
Shield  of  Western  New  York,  and  held  that  office 
from  1942  to  1955.  Dr.  Wertz  was  also  the  presi- 
dent of  the  Western  New  York  Medical  Plan,  Inc., 
from  its  establishment  as  well  as  president  of  the 
organization  for  thirteen  years. 

Dr.  Wertz  received  recognition  from  the  Nation- 


al Association  of  Blue  Shield  Plan  and  similar 
honors  from  the  Blue  Shield  of  Western  New 
York.  He  had  been  Medicare  advisor  to  the  Unit 
ed  States  Department  of  Health,  Education,  anc 
Welfare  and  chairman  of  the  Executive  Committee 
of  the  New  York  State  Citizen’s  Health  Council 
He  was  a member  of  the  Technical  Advisory  Com 
mittee  to  the  National  Commission  on  financing  of 
hospital  care. 

His  activities  were  not  only  those  of  medical  in 
terest.  He  was  a Director  of  the  Buffalo  Court 
and  Royal  Order  of  Justice,  a member  of  the  Ma 
sons  Order,  a Shriner,  a member  of  the  Rotary  ol 
Buffalo,  the  Buffalo  Athletic  Club,  and  the  Park 
side  Evangelical  Lutheran  Church  of  Buffalo. 

The  Vice-Presidency  of  the  American  Medica 
Association  is  traditionally  filled  by  a senio 
statesman  of  medicine.  Election  to  that  offici 
shows  the  esteem  in  which  Dr.  Wertz  was  held  b; 
his  colleagues  in  the  House  of  Delegates  of  th 
American  Medical  Association,  he  was  a membe 
of  this  body  for  fifteen  years.  This  devotion  am 
esteem  was  expressed  on  numerous  occasions  b 
many  medical,  social,  and  other  organization; 
some  of  which  have  been  mentioned  above.  Th 
Medical  Society  of  the  State  of  New  York  extend 
its  condolences  to  his  family  and  his  many  closj 
friends. 


Attention:  Physicians  interested  in  special  radio  for  PRN*  (Physicians  Radio  Network),  contact  Physicians  Rad] 
Network,  15  Columhus  Circle,  New  York  10023,  tel.  (212)  541-8080. 


edical  News,  page  9,  January  1976. 


Crrata:  Gupta,  S.:  Cell  surface  markers  of  human  T and  B lymphocytes;  Their  profile  in  primary  immunodeficie 
cies,  New  York  State  J.  Med.  76:  24  (Jan.)  1976,  second  paragraph  first  word  should  read  Pluripotent;  same  pail 
graph  second  word  in  second  sentence  pluripotent;  page  257Pigure  1,  first  cell — top  of  the  illustration — Pluripotej 
Stem  Cell. 
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Tofranil-PM*  brand  ol  imipramine  pamoate 
Tofranil*  brand  of  imipramine  hydrochloride  USP 

Indications:  For  the  relief  of  symptoms  of  depression. 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states. 

Contraindications:  The  concomitant  use  of  mono- 
amine oxidase  inhibiting  compounds  is  contraindi- 
cated. Hyperpyretic  crises  or  severe  convulsive 
seizures  may  occur  in  patients  receiving  such  com- 
binations. The  potentiation  of  adverse  effects  can  be 
serious,  or  even  fatal.  When  it  is  desired  to  substitute 
Tofranil,  brand  of  imipramine  hydrochloride,  in  pa- 
tients receiving  a monoamine  oxidase  inhibitor,  as 
long  an  interval  should  elapse  as  the  clinical  situa- 
tion will  allow,  with  a minimum  ol  14  days.  Initial  dos- 
age should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial 
infarction.  Patients  with  a known  hypersensitivity  to 
this  compound  should  not  be  given  the  drug.  The 
possibility  of  cross-sensitivity  to  other  dibenzazepine 
compounds  should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Sale  use  of  imipra- 
mine during  pregnancy  and  lactation  has  not  been 
established;  therefore,  in  administering  the  drug  to 
pregnant  patients,  nursing  mothers,  or  women  of 
childbearing  potential,  the  potential  benefits  must  be 
weighed  against  the  possible  hazards.  Animal  repro- 
duction studies  have  yielded  inconclusive  results. 

There  have  been  clinical  reports  of  congenital  mal- 
formation associated  with  the  use  of  this  drug,  but 
a causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is 
given  to: 

-patients  with  cardiovascular  disease  because  of 
the  possibility  of  conduction  defects,  arrhythmias, 
myocardial  infarction,  strokes  and  tachycardia; 

- patients  with  increased  intraocular  pressure,  history 
of  urinary  retention,  or  history  of  narrow-angle  glau- 
coma because  of  the  drug's  anticholinergic  proper- 
ties; 

- hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

-patients  with  a history  of  seizure  disorder  because 
this  drug  has  been  shown  to  lower  the  seizure 
threshold; 

-patients  receiving  guanethidine  or  similar  agents 
since  imipramine  may  block  the  pharmacologic 
effects  of  these  drugs. 

Usage  In  Children:  Pending  evaluation  of  results 
from  clinical  trials  in  children,  Tofranil,  brand  of  imi- 
pramine hydrochloride,  is  not  recommended  for  treat- 
ment of  depression  in  patients  under  twelve  years  of 

age. 

Tofranil-PM,  brand  of  imipramine  pamoate,  should 
not  be  used  in  children  ol  any  age  because  of  the 
increased  potential  for  acute  overdosage  due  to  the 
high  unit  potency  (75  mg.,  100  mg.,  125  mg.  and  150 
mg.).  Each  capsule  contains  imipramine  pamoate 
equivalent  to  75  mg.,  100  mg.,  125  mg.  or  150  mg.  Imi- 
pramine hydrochloride. 

Since  Imipramine  may  impair  the  mental  and/or 
physical  abilities  required  for  fhe  performance  of 
potentially  hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient  should  be 
cautioned  accordingly. 

Precautions:  It  should  be  kept  In  mind  that  the  pos- 
sibility of  suicide  in  seriously  depressed  patients  Is 
Inherent  In  the  Illness  and  may  persist  until  signifi- 
cant remission  occurs.  Such  patients  should  be  care- 
fully supervised  during  the  early  phase  ol  treatment 
with  Tofranil,  brand  of  Imipramine  hydrochloride,  and 
may  require  hospitalization.  Prescriptions  should  be 
written  for  the  smallest  amount  feasible. 

Hypomanlc  or  manic  episodes  mey  occur,  particularly 
In  patients  with  cyclic  disorders.  Such  reactions  mey 
necessitate  discontinuation  of  the  drug.  If  needed, 
Tofranil,  brand  ol  Imipramine  hydrochloride,  may  be 
resumed  In  lower  dosage  when  these  episodes  are 
relieved.  Administration  of  a tranquilizer  may  ba  use- 
ful In  controlling  such  episodes. 

Prior  to  elective  surgery,  Imipramine  hydrochloride 
should  be  discontinued  for  as  long  as  the  clinical  situ- 
ation will  allow. 

An  activation  of  ths  psychosis  may  occasionally  be 
observed  In  schizophrenic  patients  and  may  require 
reduction  of  dosage  and  fhe  addition  of  a phenofhla- 
zlne. 


In  occasional  susceptible  patients  or  in  those  receiv- 
ing anticholinergic  drugs  (including  antiparkinsonism 
agents)  in  addition,  the  atropine-like  effects  may  be- 
come more  pronounced  (e  g.,  paralytic  ileus).  Close 
supervision  and  careful  adjustment  of  dosage  is  re- 
quired when  this  drug  is  administered  concomitantly 
with  anticholinergic  or  sympathomimetic  drugs. 

Avoid  the  use  ol  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympatho- 
mimetic amine  (e.g.,  adrenalin,  noradrenalin),  since  it 
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has  been  reported  that  tricyclic  antidepressants  can 
potentiate  the  effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use 
of  alcoholic  beverages  may  be  associated  with  ex- 
aggerated effects. 

Both  elevation  and  lowering  of  blood  sugar  levels 
have  been  reported. 

Concurrent  administration  of  Imipramine  with  elec- 
troshock therapy  may  Increase  the  hazards;  such 
treatment  should  be  limited  to  those  patients  for 
whom  It  is  essential,  since  there  is  limited  clinical 


experience. 

Adverse  Reactions:  Note:  Although  the  listing  which 
follows  includes  a few  adverse  reactions  which  have 
not  been  reported  with  this  specific  drug,  the  pharma- 
cological similarities  among  the  tricyclic  antidepres- 
sant drugs  require  that  each  of  the  reactions  be 
considered  when  imipramine  is  administered. 
Cardiovascular:  Hypotension,  hypertension,  tachy- 
cardia, palpitation,  myocardial  infarction,  arrhythmias, 
heart  block,  stroke,  falls. 

Psychiatric:  Confusional  states  (especially  in  the 
elderly)  with  hallucinations,  disorientation,  delusions; 
anxiety,  restlessness,  agitation;  insomnia  and  night- 
mares; hypomania;  exacerbation  of  psychosis. 
Neurological:  Numbness,  tingling,  paresthesias  of 
extremities;  incoordination,  ataxia,  tremors;  periph- 
eral neuropathy;  extrapyramidal  symptoms;  seizures, 
alterations  in  EEG  patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and,  rarely,  associated 
sublingual  adenitis;  blurred  vision,  disturbances  of 
accommodation,  mydriasis;  constipation,  paralytic 
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of  the  urinary  tract. 
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photosensitization  (avoid  excessive  exposure  to  sun- 
light); edema  (general  or  of  face  and  tongue);  drug 
fever;  cross-sensitivity  with  desipramine. 

Hematologic:  Bone  marrow  depression  including 
agranulocytosis;  eosinophilia;  purpura;  throm- 
bocytopenia. Leukocyte  and  differential  counts 
should  be  performed  in  any  patient  who  develops 
fever  and  sore  throat  during  therapy;  the  drug  should 
be  discontinued  if  there  is  evidence  of  pathological 
neutrophil  depression. 

Gastrointestinal:  Nausea  and  vomiting,  anorexia, 
epigastric  distress,  diarrhea;  peculiar  taste,  stoma- 
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weakness  and  fatigue;  headache;  parotid  swelling; 
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diction, abrupt  cessation  of  treatment  after  pro- 
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How  Supplied:  Tofranil,  brand  of  imipramine  hydro- 
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Alphai-Antitrypsin 
Deficiency  and 
Chronic  Pulmonary 
Disease 


JACK  LIEBERMAN,  M.D.,  F.A.C.P. 

Duarte,  California 

From  the  Department  of  Respiratory  Diseases,  City  of  Hope 
National  Medical  Center 


I am  extremely  pleased  and  honored  to  have 
been  invited  to  present  this  first  Julia  M.  Jones 
Memorial  Lecture.  Although  I did  not  know  Julia 
Jones,  M.D.,  personally,  I became  acutely  aware  of 
her  broad  impact  on  the  training  of  physicians  in 
the  field  of  pulmonary  disease  soon  after  this  lec- 
ture was  announced,  when  a number  of  physicians 
in  Los  Angeles  stopped  to  congratulate  me  and  tell 
me  that  they  had  trained  under  Dr.  Jones.  From 
their  remarks  it  became  obvious  to  me  that  Dr. 
Jones  has  a living  memorial  in  those  physicians 
with  whom  she  came  in  contact  during  her  career. 

I Dr.  Jones’  primary  interest,  and  the  subject  of 
nost  of  her  articles,  was  tuberculosis.  However, 
he  treated  and  was  interested  in  all  phases  of 
Lest  medicine.  The  topic  of  my  presentation 
oday  would  have  been  of  special  interest  to  her, 
ince  research  on  alphai -antitrypsin  deficiency  re- 
ates  to  a basic  understanding  of  the  pathogenesis 
>f  pulmonary  emphysema,  a disease  which  is  prob- 
ibly  the  most  common  chronic  lung  problem 
hroughout  the  world.  Most  of  my  talk  will  de- 
scribe work  done  in  my  own  laboratory  in  this 

Alphai-antitrypsin  is  one  of  the  body’s  defense 
nechanisms  that  protects  against  a degenerative 

Presented  at  the  New  York  Downstate  Regional  Meeting, 
American  College  of  Physicians,  New  York  City,  March  12, 

* The  Julia  M.  Jones  Memorial  Lecture  of  the  New  York 
-.ung  Association. 

f Supported  by  Grant  HL  13398  from  the  National  Institutes 
>f  Health. 


Alphai-antitrypsin  provides  a mechanism  in  blood 
for  protecting  certain  tissues  from  the  digestive  ac- 
tion of  proteolytic  enzymes  in  leukocytes  and  mac- 
rophages. An  inherited  deficiency  of  this  protein 
places  the  lungs  in  jeopardy  of  developing  emphy- 
sema, especially  in  individuals  who  smoke  ciga- 
rettes or  are  exposed  to  other  unusual  respiratory 
irritants.  Severe  or  intermediate  deficiency 
states,  associated  with  homozygous  or  heterozy- 
gous genotypes  respectively,  can  usually  be  detect- 
ed by  quantitative  measurements  of  the  alphai- 
antitrypsin  protein  or  of  the  serum  trypsin  inhibi- 
tory capacity.  Phenotyping  procedures  can  detect 
the  actual  molecular  variants  inherited.  The  Z 
variant  of  the  antitrypsin  molecule  is  most  com- 
monly associated  with  alphai-antitrypsin  deficien- 
cy and  is  found  primarily  in  Caucasians  with 
Northern  European  ancestry.  The  mechanism  for 
antitrypsin  deficiency  with  the  Z variant  is  related 
to  an  alteration  in  the  molecular  structure  of  the 
molecule  that  blocks  its  release  from  the  site  of 
synthesis  within  the  liver.  Pulmonary  emphyse- 
ma need  not  occur  in  individuals  who  have  inherit- 
ed the  intermediate  or  heterozygous  state  of  anti- 
trypsin deficiency  indicating  that  screening  pro- 
grams and  preventive  counseling  may  be  helpful. 
Such  a screening  program  has  been  started  in  the 
seventh  grade  students  of  Long  Beach,  California, 
and  preliminary  results  are  presented.  Other  con- 
ditions that  may  be  associated  with  antitrypsin  de- 
ficiency are:  respiratory  distress  syndrome  of  the 
newborn,  cirrhosis  of  the  liver,  and  hepatoma.  A 
cure  for  alphai-antitrypsin  deficiency  does  not 
currently  exist. 


disease  of  the  lungs  we  recognize  as  pulmonary 
emphysema.1  Antitrypsin  comprises  almost  the 
entire  alphai-globulin  peak  on  serum  protein  elec- 
trophoresis. It  is  a generalized  protease  inhibitor 
capable  of  inhibiting  such  enzymes  as  trypsin,  chy- 
motrypsin,  elastase,  certain  bacterial  proteases, 
and  the  neutral  leukocytic  proteases.  The  level  of 
inhibitor  in  the  blood  is  determined  by  the  molec- 
ular variants  of  the  inhibitor  inherited  through 
two  autosomal  codominant  genes. 

Laurell  and  Eriksson2  of  Sweden  were  the  first 
to  recognize  an  inherited  deficiency  of  the  alphai- 
antitrypsin  protein,  and  they  observed  that  the  se- 
vere and  intermediate  deficiencies  resulted  from 
the  homozygous  and  heterozygous  inheritance  of 
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an  abnormal  gene,  respectively.  These  investiga- 
tors suggested  that  the  homozygous  state  strongly 
predisposed  to  the  development  of  pulmonary  em- 
physema but  the  heterozygous  state  most  likely 
did  not.  Evidence  has  since  been  accumulating  to 
suggest  that  an  intermediate  deficiency  also  con- 
tributes to  the  development  of  pulmonary  emphy- 
sema. 

Pathogenesis  of  emphysema 

The  mechanism  whereby  antitrypsin  deficiency 
predisposes  to  pulmonary  emphysema  is  believed 
to  involve  the  proteolytic  enzymes  of  leukocytes 
and  macrophages.  In  the  event  of  intrapulmonary 
inflammation  or  infection,  the  proteolytic  enzymes 
of  these  cells  function  to  digest  inflammatory  de- 
bris. In  the  event  of  enzyme  leakage  from  the 
cells,  as  occurs  during  the  act  of  phagocytosis  or  in 
the  event  of  cellular  death,  the  living  tissues  are 
protected  from  proteolytic  attack  by  the  presence 
of  alphai-antitrypsin.  The  inhibitor  is  a low  mo- 
lecular weight  protein,  54,000,  capable  of  easily 
diffusing  out  of  the  vascular  channels  into  the  in- 
terstitial spaces.  However,  when  antitrypsin  is 
absent  or  deficient,  the  proteolytic  enzymes  from 
the  phagocytes  are  free  to  attack  and  digest  the  al- 
veolar wails,  resulting  in  the  pathologic  picture  of 
pulmonary  emphysema.3  The  presence  of  leuko- 
cytes and  their  intrinsic  proteases  within  the  lung 
spaces  can  result  from  infection  or  inflammation 
within  the  lungs,  but  in  addition  it  has  been  recog- 
nized that  leukocytes  may  be  sequestered  within 
the  basilar  portions  of  the  lungs  as  a natural  stor- 
age phenomenon.4  Thus,  the  mere  presence  of 
stored  leukocytes  within  the  basilar  parts  of  the 
lungs  may  contribute  to  the  development  of  basi- 
lar emphysema  in  patients  who  have  a deficiency 
of  alphai-antitrypsin. 


FIGURE  1.  Serum  protein  electrophoresis  patterns  c 
cellulose  acetate  membranes  from  individuals  with  (a)  no 
mal  alphai-antitrypsin,  (b)  intermediate  deficiency,  and  (- 
severe  deficiency  of  antitrypsin. 


Detection  of  antitrypsin  deficiency 

A severe  homozygous  deficiency  of  alphai-anti- 
trypsin can  be  detected  by  simple  serum  protein 
electrophoresis  on  cellulose  acetate.  Total  ab- 
sence of  the  alphai -globulin  peak  or  a small  pla- 
teau in  the  area  where  a small  sharp  peak  should 
occur  is  diagnostic  of  the  severe  deficiency  state 
(Fig.  1).  An  intermediate  deficiency  also  results 
in  a reduction  in  size  of  the  alpha] -globulin  peak, 
but  careful  quantitation  is  required  before  a mea- 
sure of  the  alphai -globulin  can  be  used  as  a screen- 
ing test.  No  individual  with  deficient  levels  of 
alphaj-antitrypsin  in  the  blood  has  been  found  in 
our  laboratory  to  have  aa  alphai-globulin  peak 
greater  than  0.2  Gm.  per  100  ml.5 

Other  methods  for  evaluating  the  alphai-anti- 
trypsin content  of  the  blood  involve  either  the 
quantitative  measurement  of  the  alphai-antitryp- 
sin protein  or  a measure  of  the  STIC  (serum  tryp- 


sin inhibitory  capacity).  The  measurement 
alphai-antitrypsin  protein  by  radial  immunodiff 
sion  requires  a reliable  standard,  and  such  sta 
dards  vary  from  one  source  to  another.  We  ha 
found  the  measurement  of  STIC  to  be  more  re 
able  for  detecting  an  intermediate  deficiency  ai 
for  screening  large  numbers  of  patients.6 

One  problem  involved  in  detecting  intermedia 
alphaj-antitrypsin  deficiency  relates  to  the  fa 
that  this  protein  is  one  of  the  acute  phase  reacta 
proteins  whose  concentration  increases  duri 
acute  or  chronic  infection,  cancer,  postoperative 
during  pregnancy,  and  with  estrogen  theraj 
Thus,  the  levels  in  individuals  with  intermedia 
deficiency  taking  birth  control  pills  can  be  elev; 
ed  into  the  low  normal  range  on  both  the  quantii 
tive  and  activity  assays.  We  believe  that  anyos 
with  an  STIC  value  of  1.2  units  or  less  while  ■ 
ceiving  estrogens  should  be  suspected  of  having  i 
intermediate  deficiency  of  alphai-antitrypsin.7-8 
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Pi  PHENOTYPES 


_ :IGURE  2.  Alpha  ^antitrypsin  phenotype  patterns  ob- 
ained  by  acid-starch  electrophoresis  and  crossed  immu- 
loelectrophoresis.  MM  pattern  normal. 


Much  of  the  problem  involved  with  detecting 
leterozygotes  has  been  circumvented  by  Fagerhol9 
•f  Norway  who  discovered  a method  for  phenotyp- 
ng  the  alphai -antitrypsin  protein.  This  proce- 
dure involves  acid-starch  electrophoresis  followed 
®y  crossed  immunoelectrophoresis  of  the  serum. 
)uring  acid-starch  electrophoresis  the  alphai  - 
ntitrypsin  protein  moves  toward  the  anode  and 
reaks  into  a pattern  of  three  major  and  five  minor 
ands.  The  relative  mobility  and  pattern  of  the 
rotein  bands  leads  to  the  determination  of  the 
henotype  (Fig.  2).  The  normal  antitrypsin  pro- 
~in  has  a medium  mobility  on  acid  starch  and  has 
een  labeled  M.  Variants  with  faster  mobility  on 
ae  starch  have  lower  letters  in  the  alphabet,  and 
ariants  with  slower  mobility  have  been  assigned 
igher  letters.  The  slowest  moving  protein  and 
ae  one  contributing  the  most  to  antitrypsin  defi- 
ency  is  the  Z variant.  The  homozygous  ZZ  phe- 
otype  primarily  accounts  for  the  severe  deficien- 


cies of  alphaj-antitrypsin.  The  MZ  phenotype  ac- 
counts for  most  of  the  intermediate  deficiencies. 
Another  slow-moving  variant  labeled  S is  com- 
monly seen,  and  its  homozygous  state  (SS)  can 
cause  an  intermediate  deficiency  state;  the  MS 
heterozygous  phenotype  causes  intermediate  defi- 
ciency in  only  15  to  20  per  cent  of  such  cases. 
Other  variants  rarely  cause  intermediate  deficien- 
cy except  in  the  event  that  mixtures  of  these  vari- 
ants occur  such  as  an  SS,  SZ,  IS,  or  FS,  and  so 
forth,  phenotype.10 

Role  of  intermediate  antitrypsin  deficiency 

In  1967  I became  suspicious  of  the  possibility 
that  an  intermediate  deficiency,  as  well  as  a severe 
deficiency  of  alphai-antitrypsin,  may  predispose 
to  pulmonary  emphysema.6  In  a preliminary  sur- 
vey of  patients  discharged  from  the  Long  Beach 
Veterans  Administration  Hospital  and  the  City  of 
Hope  Medical  Center  in  California,  18  per  cent  of 
126  patients  with  emphysema  were  found  to  have 
an  intermediate  deficiency  as  measured  by  the 
STIC,  and  8 per  cent  had  a severe  or  apparently 
homozygous  deficiency.  This  was  compared  with 
the  4.7  per  cent  intermediate  deficiency  and  0.4 
per  cent  with  homozygous  deficiency  found  in 
1,200  control  subjects.  Thus,  26  per  cent  of  our 
total  emphysema  population  had  either  homozy- 
gous or  heterozygous  alphai-antitrypsin  deficien- 
cy. The  percentage  rose  to  approximately  50  per 
cent  when  the  older  individuals  were  eliminated 
and  only  those  cases  Fifty  years  of  age  or  younger 
were  considered.  It  is  believed  that  alphai-anti- 
trypsin deficiency  causes  pulmonary  emphysema 
at  a younger  age,  a more  severe  disease,  and  an 
earlier  death  than  occurs  in  individuals  with  em- 
physema from  other  causes. 

Eighty-three  per  cent  of  individuals  in  this  sur- 
vey with  an  intermediate  deficiency  state  had  a Z 
variant  in  their  phenotype.  The  other  few  cases 
with  intermediate  deficiency  had  either  an  SS, 
MS,  or  an  IM  phenotype.  Thus,  it  appears  as  if 
the  Z variant  is  primarily  responsible  for  most  sig- 
nificant deficiency  states  of  alphai-antitrypsin. 

Certain  differences  are  apparent  between  indi- 
viduals with  emphysema  who  have  a severe  defi- 
ciency of  antitrypsin  as  compared  with  those  with 
an  intermediate  deficiency.  First  of  all,  the  indi- 
viduals with  a homozygous  deficiency  are  younger, 
averaging  forty-five  plus  or  minus  eight  years  as 
compared  with  a mean  age  of  fifty-seven  plus  or 
minus  eight  years  for  the  heterozygotes.  Second, 
there  is  a difference  in  the  amount  of  cigarette 
smoking  that  the  homozygotes  have  done  as  com- 
pared to  the  heterozygotes.  Homozygotes  had  a 
mean  smoking  history  of  twenty-four  pack  years  as 
compared  with  forty-three  pack  years  of  cigarette 
smoking  for  the  heterozygotes.  The  type  of  lung 
disease  and  the  symptoms  associated  with  the 
onset  of  their  disease  did  not  differ  significantly 
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between  the  two  types  of  patients  in  that  cough  or 
insidious  onset  of  dyspnea  occurred  in  equal  per- 
centages in  both  groups. 

When  asymptomatic  individuals  with  the  inter- 
mediate deficiency  state  were  tested  in  the  pulmo- 
nary function  laboratory,  certain  significant  differ- 
ences appeared  in  comparison  with  other  asymp- 
tomatic individuals  with  normal  antitrypsin  lev- 
els.11 First  of  all,  obstructive  abnormalities,  as 
demonstrated  by  reduced  first  forced  expiratory 
volume  (FEVi),  were  seen  more  frequently  in  indi- 
viduals with  intermediate  antitrypsin  deficiency 
than  in  controls,  but  only  in  smokers.  Other  ab- 
normalities, on  the  other  hand,  relating  to  pulmo- 
nary perfusion  and  diffusion  capacity,  were  also 
seen  with  greater  frequency  in  heterozygotes  than 
in  the  controls,  but  these  abnormalities  were  not 
necessarily  related  to  a history  of  cigarette  smok- 
ing. This  may  be  disturbing  to  those  of  us  who 
hope  that  emphysema  may  be  preventable  in  those 
having  an  intermediate  deficiency  of  antitrypsin. 
However,  we  must  realize  that  our  subjects  were 
totally  asymptomatic,  and  other  investigators  have 
shown  that  the  rate  of  deterioration  of  these  pul- 
monary functions  is  related  to  the  degree  of  ciga- 
rette smoking.12-13  Thus,  it  is  likely  that  hetero- 
zygotes will  not  develop  symptomatic  lung  disease 
unless  they  smoke  cigarettes  or  perhaps  work  in 
industries  where  they  are  subject  to  severe  degrees 
of  air  pollution. 

Another  interesting  feature  related  to  the  detec- 
tion of  an  intermediate  deficiency  of  alphai-anti- 
trypsin  relates  to  the  apparent  ethnic  and  national 
distribution  of  the  deficiency  gene.  Prevalence 
rates  ranging  from  5 to  12  per  cent  for  the  hetero- 
zygote state  were  observed  primarily  in  those  indi- 
viduals derived  from  northern  European  countries 
such  as  Ireland,  England,  Germany,  France,  and 
Scandinavia.  Relatively  few  individuals  with  the 
deficiency  were  found  in  Italians,  those  of  Jewish 
heritage,  blacks,  Mexican-Americans,  or  American 
Indians.  These  studies  of  necessity  were  all  per- 
formed on  Americans,  and  their  national  origin 
was  determined  by  history  taking. 

Seventh  grade  antitrypsin  screening 

In  an  attempt  to  apply  our  knowledge  and 
theories  about  the  role  of  antitrypsin  deficiency  in 
predisposing  to  lung  disease,  we  began  an  anti- 
trypsin screening  program  in  the  seventh  grade  of 
the  junior  high  schools  of  Long  Beach,  California. 
This  program  is  being  sponsored  by  the  Long 
Beach  Lung  Association  and  the  Long  Beach 
School  District.  Blood  samples  are  being  ob- 
tained from  those  students  receiving  written  pa- 
rental permission  for  STIC  assays  and  antitrypsin 
phenotyping.  During  the  first  year  of  the  study 
917  students  were  tested,  of  whom  723  were  Cau- 
casian. The  total  number  with  molecular  variants 
of  antitrypsin  was  97  or  10.6  per  cent;  not  all  the 


variants  were  significant,  however.  Alphai-anti- 
trypsin  deficiency  could  be  found  only  in  Cauca- 
sians, and  no  deficient  individual  was  present 
among  90  blacks,  49  Mexican-Americans,  22 
American  Indians,  29  Orientals,  and  4 Puerto  Ri- 
cans. Of  the  723  Caucasians  tested,  25  were  found 
to  have  an  intermediate  alphai -antitrypsin  defi- 
ciency associated  with  an  abnormal  antitrypsin 
phenotype:  21  MZ,  2 SZ,  1 SS,  and  1 LP.  This 
amounted  to  3.5  per  cent  of  the  Caucasian  popula- 
tion or  2.7  per  cent  of  the  total  population  tested. 
The  parents  of  these  25  deficient  students  were 
then  invited  to  a counseling  session  and  asked  to 
bring  other  members  of  their  families  to  have  a 
blood  sample  drawn  for  testing.  Nineteen  of  the 
25  families  responded,  and  66  family  members 
were  tested.  Of  this  group  37  were  found  to  have 
a deficient  antitrypsin  phenotype,  33  MZ,  1 SZ, 
and  3 LP,  which  was  56  per  cent  of  the  family 
members  tested.  Thus,  the  detection  of  19  stu- 
dents with  antitrypsin  deficiency  resulted  in  find- 
ing 37  others  with  the  deficiency.  These  individu- 
als were  all  counseled  as  to  the  meaning  of  this  in- 
herited trait  and  told  that  they  must  not  smoke 
cigarettes  if  they  wished  to  reduce  their  chances  of 
developing  pulmonary  emphysema.  Follow-up  in- 
vestigations will  be  made  to  determine  the  effec- 
tiveness of  the  counseling  program. 

Mechanisms  for  antitrypsin  deficiency 

One  way  to  evaluate  alphai -antitrypsin  deficien-  i 
cy  is  to  study  the  dynamic  variation  in  antitrypsin 
response  to  an  appropriate  stimulus.  We  have  ad- 
ministered 3 mg.  of  diethylstilbestrol  daily  for  a 
period  of  fourteen  days  to  measure  the  increase  in 
STIC  that  occurs  in  individuals  with  different 
antitrypsin  phenotypes.8  Individuals  with  the 
homozygous  ZZ  phenotype  were  totally  incapable 
of  responding  to  diethylstilbestrol  whereas  those 
with  the  MZ  heterozygous  phenotype  had  approxi- 
mately half  the  normal  response  capability.  Othei 
heterozygous  phenotypes  had  a slightly  reduced 
response  to  diethylstilbestrol  but  did  not  diffei 
significantly  from  normal.  This  included  MS  I 
MP,  and  FS  phenotypes.  The  SS  phenotype  wa:  1 
studied  in  two  instances  and  mimicked  the  re  I 
sponse  seen  with  the  MZ  heterozygotes. 

A few  individuals  with  an  apparent  MM  pheno  I 
type  also  had  intermediate  deficiency  levels  o I 
alphai-antitrypsin  and  half  the  response  capabili  { 
ty  to  diethylstilbestrol.  We  postulated  that  thos  I 
individuals  had  inherited  an  inactive  or  null  gen  j 
for  alphai-antitrypsin  as  part  of  their  phenotype.1* 
Talamo  et  al.14  subsequently  reported  an  individ  I 
ual  with  essentially  no  antitrypsin  in  his  blood  wh  ( 
appeared  to  be  a homozygote  for  the  null  or  in£<  I 
tive  gene.  Thus,  inheritance  of  a null  gene  may  1 I 
one  of  the  causes  for  antitrypsin  deficiency,  a I 
though  this  is  probably  rare. 

The  major  cause  of  antitrypsin  deficiency  is  a i 
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sociated  with  the  Z variant  and  involves  a defect  in 
either  synthesis  or  release  of  the  antitrypsin  pro- 
tein from  its  site  of  synthesis  within  the  liver. 
Sharp15  was  the  first  to  observe  the  presence  of 
unusual  hepatocellular  globules  in  individuals  with 
the  Z variant.  These  globules  can  be  seen  under 
the  electron  microscope  to  be  composed  of  a rough 
endoplasmic  reticulum  dilated  by  the  presence  of  a 
granular  storage  material.  These  globules  have 
affinity  for  binding  fluorescein-  or  peroxidase-la- 
beled antibody  against  alpha] -antitrypsin  and 
thus  appear  to  contain  large  amounts  of  alphai- 
antitrypsin  despite  the  shortage  of  the  protein 
within  the  blood.  It  is  therefore  postulated  that 
the  deficiency  associated  with  the  Z variant  results 
from  inability  of  the  protein  to  leave  the  liver  cell. 

Another  cause  of  antitrypsin  deficiency  relates 
to  the  protein’s  increased  lability  and  spontaneous 
degradation  within  the  blood.  This  observation 
was  made  in  our  laboratory  when  we  observed  that 
certain  bloods  contained  a second  minor  antigen 
for  alphai-antitrypsin.16  The  antigen  wras  seen  in 
most  cases  of  homozygous  or  heterozygous  individ- 
uals with  Z,  S,  I,  or  P variants,  and  in  relatively 
few  individuals  with  the  normal  MM  phenotype. 
Since  the  antigen  could  be  produced  in  normal 
blood  by  degradation  of  antitrypsin  by  heat  or  low 
pH,  it  was  concluded  that  it  was  associated  with  an 
inactive,  degraded  form  of  alphai-antitrypsin. 
Subsequent  performance  of  heat  lability  tests  on 
bloods  of  various  phenotypes  confirmed  that  the 
abnormal  antitrypsin  variants  did  have  increased 
heat  lability  and  were  more  rapidly  inactivated  at 
55°C.17 

The  three  reasons  for  alphai-antitrypsin  defi- 
ciency are:  (1)  a defect  in  the  release  of  the  Z vari- 
ant from  its  site  of  synthesis  in  the  liver,  the  major 
cause  of  antitrypsin  deficiency;  (2)  inheritance  of  a 
null  or  inactive  gene  for  antitrypsin  production; 
and  (3)  increased  lability  of  antitrypsin  variants 
resulting  in  in  vivo  degradation. 

Other  conditions  related  to 
antitrypsin  deficiency 

Respiratory  distress  syndrome  of  newborn. 

Infants  developing  intrapulmonary  hyaline  mem- 
branes appear  to  acquire  low  levels  of  serum 
alphai-antitrypsin.18  They  do  not  have  an  inher- 
ited deficiency,  but  it  is  believed  that  the  process 
of  hyaline  membrane  formation  depletes  the 
serum  of  antitrypsin,  since  the  membrane  itself 
has  been  shown  to  contain  significant  amounts  of 
alphai-antitrypsin.19  Some  investigators  have  not 
been  able  to  confirm  these  observations,  so  this  as- 
sociation is  currently  unsettled.20 

Cirrhosis  of  the  liver.  A more  definite  rela- 
tionship does  exist  between  antitrypsin  deficiency 
and  the  development  of  hepatic  cirrhosis.  This 
association  was  first  recognized  in  infants  with  in- 
fantile hepatitis  and/or  cirrhosis  who  were  found 


to  have  a homozygous  ZZ  antitrypsin  phenotype.21 
More  recently,  a type  of  cryptogenic  cirrhosis  has 
also  been  reported  in  adults  with  either  a severe  or 
heterozygous  antitrypsin  deficiency.22,23  The 
basis  for  the  liver  damage  in  the  presence  of  anti- 
trypsin deficiency  is  probably  quite  similar  to  the 
cause  for  lung  damage  resulting  in  pulmonary  em- 
physema. The  alphai-antitrypsin  plays  a role  in 
protecting  liver  tissue  from  proteolytic  damage 
during  inflammatory  or  infectious  states,  so  that 
the  liver  can  be  susceptible  to  damage  in  the  pres- 
ence of  alphai-antitrypsin  deficiency.  Globules  of 
alphai-antitrypsin-related  material  are  present  in 
the  hepatocytes  of  individuals  with  the  Z variant, 
but  these  most  likely  contain  an  inactive  antitryp- 
sin precursor.24  Thus,  there  is  no  excess  of  anti- 
trypsin activity  in  the  liver  of  individuals  with  the 
Z variant,  but  rather  a deficiency  of  active  materi- 
al. It  is  quite  likely  that  some  initiating  factor  is 
necessary  to  induce  liver  damage,  especially  in 
newborn  infants.  Porter  et  al.2b  reported  the 
presence  of  hepatitis-associated  antigen  or  anti- 
body in  antitrypsin-deficient  infants  with  cirrhosis 
and  in  their  parents. 

Hepatoma.  More  recently,  evidence  has  been 
accumulating  to  suggest  that  hepatocellular  carci- 
noma may  have  an  increased  frequency  in  individ- 
uals with  the  Z variant  of  alphai-antitrypsin.22,26 
Four  cases  have  been  published  of  hepatocellular 
carcinoma  in  patients  with  homozygous  ZZ  anti- 
trypsin deficiency,  and  a number  of  retrospective 
studies  have  detected  the  characteristic  liver  glob- 
ules of  the  Z variant  in  approximately  9 per  cent  of 
individuals  dying  with  primary  liver  carcinoma.22 
Rawlings  et  al.2e  have  reported  2 cases  of  hepato- 
ma in  MZ  heterozygotes,  and  we  have  also  re- 
ported such  a case.27  Thus,  both  the  homozygous 
and  heterozygous  states  are  under  suspicion. 

Need  for  antitrypsin  screening  programs 

Screening  programs  for  detecting  alphai-anti- 
trypsin deficiency  are  indicated  at  this  time  be- 
cause symptomatic  pulmonary  emphysema  need 
not  occur  in  those  individuals  with  the  deficiency 
if  they  do  not  smoke  cigarettes  or  work  in  industry 
where  they  are  exposed  to  unusual  fumes  and 
dusts.28  Thus,  detection  of  the  deficient  subjects 
at  a relatively  early  age  and  counseling  them 
against  cigarette  smoking  and  the  like  could  very 
well  prevent  their  developing  this  serious  lung  dis- 
ease. The  testing  of  emphysema  patients  and 
then  the  family  members  of  deficient  patients 
would  be  most  rewarding,  since  larger  numbers  of 
deficient  relatives  could  be  discovered  and  coun- 
seled. Tests  for  alphai-antitrypsin  deficiency 
should  eventually  become  an  important  part  of 
preemployment  examinations  in  industry  so  that 
susceptible  individuals  can  be  kept  out  of  those 
work  areas  where  the  risk  would  be  greatest. 

A cure  or  treatment  of  alphai-antitrypsin  defi- 
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ciency  does  not  currently  exist,  although  work  is  in 
progress  to  devise  a means  for  replenishing  defi- 
cient levels  of  serum  alphai-antitrypsin  or  to  per- 
form normal  liver  transplants  for  taking  over  this 
job.  These  treatments,  of  course,  lie  in  the  future 
but  suggest  that  alphai-antitrypsin  deficiency  may 
be  one  of  the  correctable  genetic  defects  that 
plague  mankind. 

1500  Duarte  Road 
Duarte,  California  91010 
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Medical  Meetings 


Course  on  XYZ  in  the 
ABC  of  ECG 

A course  on  “AYZ  is  the  ABC  of  ECG”  began  on  Feb- 
ruary 2 at  the  Teaching  Center  Auditorium  at  Long 
Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park, 
New  York.  Sponsored  by  the  Department  of  Medicine 
of  the  Long  Island  Jewish-Hillside  Medical  Center  and 
Health  Sciences  Center,  State  University  of  New  York 
at  Stony  Brook,  the  last  three  sessions  will  be  held  from 
5 to  6:30  p.m.,  February  23,  March  1 and  8. 

For  further  information  contact:  Office  of  the  Dean 
of  the  Clinical  Campus,  Long  Island  Jewish-Hillside 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Medical  Center,  New  Hyde  Park,  New  York  11040. 

Sixth  annual  pediatric 
board  review  course 

The  sixth  annual  pediatric  board  review  course,  spon- 
sored by  Department  of  Pediatrics,  Long  Island  Jewish- 
Hillside  Medical  Center,  and  Health  Sciences  Center, 
State  University  of  New  York  at  Stony  Brook,  began  or 
February  4 and  will  continue  through  April  28. 

For  additional  information  contact:  Office  of  the 

Dean  of  the  Clinical  Campus,  Long  Island  Jewish-Hill 
side  Medical  Center,  New  Hyde  Park,  New  York  11040. 

continued  on  page  25 
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DYAZIDE 

MAKES  SENSE 


Each  capsule  contains  50  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 


FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
ormation  in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


) Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
’ ' tension.  Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Indications:  Edema  That  associated  uith  con- 
gestive heart  failure,  cirrhosis  of  the  liver  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
erapy.  Mild  to  moderate  hypertension:  Useful- 
ness ot  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
t-.ontinued  use  in  progressive  renal  or  hepatic 
ystunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
e\e  ops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration.  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
In  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide’  regularly  for  possible  blood 
dyscrasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy  patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  anti  hypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpUra,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  xanthopsia  and,  rarely,  allergic- 
pneumonitis  have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 
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Magnesium,  like  calcium,  is  a metal  of  consider- 
able physiologic  importance  and  in  the  mamma- 
lian organism  is  indispensable  to  life.  There  is  ev- 
idence that  magnesium  affects  the  activity  of  nu- 
merous enzyme  systems,  for  example,  adenosine- 
triphosphatase,  cholinesterase,  and  choline  acety- 
lase.1  Magnesium  is  slowly  absorbed  from  the 
gastrointestinal  tract  and  rapidly  excreted  by  the 
kidney;  therefore,  ingestion  of  food  containing 
magnesium  has  no  particular  influence  on  the 
blood  magnesium  level.2  Magnesium  probably 
has  a common  transport  system  with  calcium  in 
the  gut  and  renal  tubules.3  About  80  per  cent  of 
the  serum  magnesium  is  ionized,  and  the  remain- 
der is  probably  bound  to  protein.  Serum  magne- 
sium levels  have  considerable  normal  fluctuation, 
and  persistently  low  or  high  magnesium  values 
may  be  present  without  any  clinical  abnormalities. 
It  is  present  in  erythrocytes,  the  cells  of  other 
tissues,  and  has  a particularly  high  concentration 
in  muscle  cells. 

Clinically,  hypomagnesemia,  an  abnormally  low 
magnesium  content  of  blood  plasma,  is  associated 
with  states  of  neuronal  hyperexcitahility;  hyper- 
magnesemia, with  elevated  magnesium  levels,  has 
a sedative  and  depressant  effect.  In  cattle,  there 
is  a specific  clinical  picture  of  hypomagnesium.4 
The  first  signs  are  usually  those  of  apprehension; 
then  a progression  to  hyperexcitahility,  muscular 
tremors,  and  convulsions.  Green,  in  1948, 5 postu- 
lated that  this  disease  is  a physiologic  dysfunction 
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Magnesium,  like  calcium,  is  a metal  of  consider- 
able physiologic  importance  and  in  the  mamma- 
lian organism  is  indispensable  to  life.  There  is  ev- 
idence that  magnesium  affects  the  activity  of  nu- 
merous enzyme  systems,  for  example,  adenosine- 
triphosphatase  and  cholinesterase.  About  80  per 
cent  of  the  serum  magnesium  is  ionized  and  the  re- 
mainder is  probably  bound  to  protein.  Serum 
magnesium  levels  have  considerable  normal  fluctu- 
ation, and  persistantly  low  or  high  magnesium 
values  may  be  present  without  any  clinical  abnor- 
malities. Clinically,  hypomagnesaemia  is  associ- 
ated with  states  of  neuronal  hyperexcitability, 
whereas  elevated  magnesium  levels  have  a sedative 
and  depressant  effect.  Marques- Assis,  in  1968, 
from  a sample  of  42  cases  of  schizophrenic  males, 
found  that  the  levels  of  serum  magnesium  were  sig- 
nificantly lower  than  were  the  levels  of  a group  of 
normal  controls.  Cade,  in  1964,  compared  plasma 
magnesium  levels  of  30  schizophrenic  females  with 
normal  controls.  His  results  showed  that  the  plas- 
ma magnesium  levels  in  schizophrenic  patients  are 
about  20  per  cent  higher  than  in  controls.  Because 
of  these  conflicting  results,  we  decided  initially  to 
reevaluate  serum  magnesium  levels  in  schizophre- 
nia. Thirty  schizophrenic  patients  were  studied. 
Magnesium  was  determined  in  the  blood  and  after 
statistical  treatment  of  the  data,  no  significant  dif- 
ference was  found  in  comparison  with  normal  con- 
trols. Further  studies  are  in  progress  to  evaluate 
the  importance  of  this  metal  for  the  central  ner- 
vous system. 


of  neural  and  endocrine  mechanisms  affected  by 
environmental  stress.  Randall,  Rossmeisl,  and 
Bleifer,  in  1959, 6 described  a mental  and  neuro- 
muscular symptom  complex  in  man,  secondary  to 
dibilitating  physical  disease,  which  responded 
within  six  to  eighteen  hours  to  parenteral  magne- 
sium sulfate  administration.  The  mental  symp- 
toms in  these  cases  consisted  of  confusion,  disori- 
entation, delirium,  delusions,  hallucinations,  and 
wild  combative  behavior.6 

These  interesting  clinical  findings,  along  with 
some  data  suggesting  that  phenothiazines  have 
some  effect  on  calcium  metabolism  by  reducing 
calcium  loss  from  stimulated  membranes,  thereby 
rendering  them  inexcitable,  caused  us  to  begin  in- 
vestigating the  significance  of  these  ions  in  schizo- 
phrenia.7 

Marques-Assis  and  DeJorge,  in  1968, 8 from  a 
sample  of  42  cases  of  schizophrenic  males,  found 
that  the  levels  of  serum  magnesium  were  signifi- 
cantly lower  than  in  a group  of  normal  control  per- 
sons.8 Cade,  in  1964, 9 compared  plasma  magne- 
sium levels  of  30  schizophrenic  females  with  a 
group  of  normal  control  persons.  His  results 
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TABLE  I.  Magnesium  (mg.  per  100  ml.)  concentrations 
in  blood  serum  of  schizophrenic  patients  and  in 
normal  control  persons* 


Num- 

± 

ber  of 

Standard 

Maxi- 

Mini- 

Group 

Patients 

Mean 

Deviation 

mum 

mum 

Control 

30 

1.62 

0.374 

2.3 

1 

Schizophrenic 

30 

1.72 

0.529 

2.8 

0.7 

* Test  of  significance  finding  at  0.83  was  not  significant.  The 
) differential  was  58. 


j showed  that  the  plasma  magnesium  levels  in 
< schizophrenic  patients  are  about  20  per  cent  high- 
! er  than  in  control  persons.  This  result  was  signifi- 
l cant  at  the  1 per  cent  level.  We  decided  initially 
i|  to  reevaluate  serum  magnesium  levels  in  schizo- 
i phrenia. 

Materials  and  Methods 

We  selected  30  process  schizophrenic  patients 
from  the  Soundview  Unit  at  Bronx  State  Hospital, 
whose  conditions  had  been  diagnosed  by  at  least  3 
independent  psychiatrists.  The  control  persons 
were  30  normal  hospital  employees.  The  blood 
samples  were  obtained  under  fasting  conditions 
and  were  centrifuged  three  to  four  hours  after  col- 
lection. 

The  magnesium  level  was  determined  by  the 
atomic  absorption  method  of  Bohuon,10  using  a 
spectrophotometer . * 

Results 

The  results  are  summarized  in  Table  I.  There 
were  no  significant  differences  between  the  two 
samples. 

Comment 

Since  serum  magnesium  levels  are  static  mea- 
surements and  are  unpredictably  normal  even 
when  a total  body  deficiency  exists,  this  study  is 
only  an  initial  step  in  our  research  into  magnesium 
physiology  in  schizophrenia.11  We  will  next  eval- 
uate the  ionized  protein-bound  magnesium  ratio 
between  schizophrenic  and  normal  control  per- 
sons. 

It  has  also  been  reported  that  12.5  per  cent  of 

* Perkin-Elmer  Company,  Norwalk,  Connecticut. 


diabetic  patients  and  25  per  cent  of  patients  with 
malignant  neoplasm  have  a low  blood-magnesium 
level.12  If  this  is  true,  then  perhaps  some  of  our 
schizophrenic  syndromes  reported  in  debilitating 
disease  may  be  caused  by  hypomagnesium;  we  will 
explore  this  possibility.  Finally,  a drug,  magne- 
sium premoline,  has  been  demonstrated  to  im- 
prove the  memory  of  two  groups  of  individuals 
with  memory  deficits.13  This  adds  further  data  to 
the  role  of  magnesium  in  the  central  nervous  sys- 
tem. 

Summary 

Thirty  schizophrenic  patients  were  studied. 
Magnesium  was  determined  in  the  blood,  and  after 
statistical  treatment  of  the  data,  no  significant  dif- 
ference was  found  in  comparison  with  normal  con- 
trols. 

1385  York  Avenue 
New  York,  New  York  10021 
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Many  professionals  involved  in  the  care  of  pa- 
tients with  psychologic  difficulties  desire  a set  of 
perspectives  on  behavior  modification.  We  hope 
to  meet  this  need  by  providing  an  introduction  to 
the  concepts  and  principles  basic  to  this  bur- 
geoning field,  and  to  follow  it  by  a brief  discussion 
of  its  relationships  to  established  therapeutics. 
Finally,  we  will  explore  certain  ethical  issues  which 
have  always  been  with  us  but  have  been  brought 
into  sharp  relief  by  the  advent  of  behavior-therapy 
programs,  particularly  as  practiced  in  institutions. 

Behavior  modification,  or  behavior  therapy,  is  a 
form  of  treatment  for  psychologic  dysfunctions. 
Its  most  distinctive  feature  is  the  attempt  to  apply 
experimentally  derived  behavior-analysis  princi- 
ples in  bringing  about  observable  changes  in  inter- 
actions between  person  and  environment.  In  so 
doing,  the  behavior  therapist  approaches  clinical 
psychiatric  problems  in  the  following  manner. 

First,  the  behavior  deemed  undesirable  by  the 
patient,  the  target  behavior,  is  described  in  objec- 
tive detail  with  special  regard  to  significant  as- 
pects capable  of  being  measured  and  quantified  as 
to  their  frequency  of  occurrence  and  intensity.  In 
addition,  care  is  given  to  ferreting  out  those  situa- 
tions that  are  correlated  with  increases  and  de- 
creases of  the  target  behavior,  including  conditions 
that  maintain  it. 

Second,  based  on  this  initial  functional  analysis, 
tactics  are  developed  to  modify  favorably  the  tar- 
get behavior  without  concern  for  analysis  or  un- 


The field  of  behavior  therapy  is  concisely  described 
with  respect  to  its  historical  background,  relation- 
ships to  more  traditional  psychiatric  treatments, 
various  clinical  theoretical  considerations,  specific 
clinical  procedures,  indications,  contraindications,  ■ 
cautions,  and  equivocal  aspects.  In  addition,  cer- 
tain ethical  problems  regarding  behavior  therapy 
are  discussed.  Finally,  recommendations  for  fu- 
ture developments  are  made  with  acknowledgment 
of  the  therapeutic  potential  offered  by  behavior 
therapy  procedures. 


derstanding  of  the  patient’s  character  structure 
and/or  the  unconscious  conflicts  presumed  to  have 
given  rise  to  these  behaviors.  Rather,  the  thera- 
pist attempts  to  manipulate  systematically  those 
variables  that  seem  to  provoke  or  sustain  the  tar- 
get behavior. 

Finally,  the  behavior  therapist  attempts  to 
check  on  the  validity  of  his  functional  diagnosis 
and  treatment  program  by  periodic  count  of  the 
frequency  of  occurrence,  and  by  making  objective 
measure  of  the  intensity  of  the  target  behavior. 
Should  progress  not  be  forthcoming,  the  clinical 
data,  diagnostic  formulations,  and  behavior  analy- 
sis are  repeated  and  appropriately  changed. 

In  short,  behavior  therapists  conceive  of  a psy- 
chopathologic  condition  as  undesirable  behavior 
which  had  been  learned  in  some  fashion;  they  con- 
ceive that  a behavior-therapy  program  is  designed 
to  help  the  patient  unlearn  such  behavior  and  to 
learn  new,  more  desirable  behaviors,  all  by  means 
of  techniques  of  both  behavior  analysis  and  insti- 
gation of  behavior  change,  which  are  based  on  ex- 
perimental study  of  learned  phenomena.  It  is  im- 
portant to  emphasize  at  this  juncture,  however, 
that  many  eminent  psychologists  and  psychiatrists 
consider  this  learning  theory  of  psychopathology 
and  therapy  as  naive  and  simplistic.1 

Relation  to  psychiatric  practice 

How  is  behavior  therapy  related  to  psychiatry  as 
practiced  traditionally  in  the  United  States?  In  a 
general  way,  the  theories  and  practices  of  man) 
behavior-modification  techniques  have  received 
their  stimuli  from  laboratory  studies  on  condition  I 
ing  and  learning.  Thus,  prominent  names  in  th( 
historical  background  to  the  field  include  Pavlov/ 
Thorndike,3  Watson,4  Skinner,5  Mowrer,6  Jones, 
Gantt,8  Liddell,9  Masserman,10  Dollard  and  Mil 
ler,11  Miller,12  Eysenck,13  and,  more  recently 
Wolpe  and  Lazarus,14  Lazarus,15  Bandura,16  anc 
many  others  have  all  made  important  contribu 
tions.  These  lists  are  obviously  not  exhaustive 
In  broad  perspective,  the  scientific  literature  pro 
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duced  by  these  workers  suggests  several  important 
considerations. 

First,  there  is  a great  diversity  in  theoretic  view- 
points and  techniques  based  on  them.  That  is, 
within  the  ranks  of  behavior  therapists,  there  is  far 
from  unanimity  of  opinion  regarding  validity  of 
theories  of  treatment,  efficaciousness  of  specific 
techniques,  and  their  indications.  The  fact  re- 
gains that  a particular  therapy  may  be  helpful  for 
-easons  having  nothing  whatsoever  to  do  with  the 
basic  theory  on  which  the  technique  was  purpor- 
tedly based.  For  example,  systematic  desensitiza- 
tion, to  be  commented  on  here,  may  relieve  certain 
patients  with  phobias  for  reasons  completely  unre- 
ated  to  the  Sherringtonian  principle  of  reciprocal 
nhibition  invoked  by  Wolpe14  as  the  partial  ratio- 
lale  for  his  treatment  method;  other  behavior 
herapists  might  say  that  this  same  procedure  sim- 
)ly  teaches  patients  healthier  habits  of  feeling, 
jerceiving,  and  thinking,  a so-called  cognitive  re- 
tructuring. 

Second,  contrary  to  the  claims  of  mutual  exclu- 
ivity  held  by  behavior  therapists  and  many  psy- 
hodynamic  therapists,  a great  deal  of  overlap  ex- 
sts  between  the  domains  of  these  two  forms  of 
reatment.  Thus,  many  behavior  therapists  ex- 
>ressly  state  their  awareness  of  the  importance  of 
;ood  rapport  between  the  patient  and  therapist,  as 
veil  as  permitting  patients  to  ventilate  their  emo- 
ion-laden  concerns  to  an  empathic  therapist. 
Vnd,  on  the  other  hand,  Freud,1,  in  his  discussion 
•f  the  treatment  of  phobic  patients,  specifically 
tressed  the  indispensability  for  analytic  progress 
•f  the  patients’  ultimate  entrance  into  the  phobic 
Jtuation  in  reality.  Furthermore,  Ferenczi, 18-20 
n his  reports  on  active  psychoanalytic  technique, 
lescribed  forerunners  of  rehearsal  training  and  de- 
ensitizing  imagery  methods.  In  addition,  Janet21 
nd  Meyer22  also  included  within  their  respective 
rmamentaria  specific  techniques  that  would  now 
•e  called  “behavioral.” 

In  summary,  much  of  behavior-therapy  tech- 
lique  had  been  included  as  a regular  part  of  the 
■lder,  more  traditional  therapies,  and  was  de- 
cribed  by  a different  vocabulary;  there  is  now  a 
rowing  literature  devoted  to  the  areas  held  in 
ommon  by  the  two  approaches,  and  by  their  his- 
oric  forebears. 

4ain  types  of  behavior  therapy  in  vogue 

Type  1.  Systematic  desensitization  is  probably 
he  best-known  and  most  widely  used  therapy  ap- 
died  whenever  anxiety  plays  a key  role  in  the  pro- 
uction  of  symptoms.  Usually  it  is  carried  out  in 
wo  stages.  First,  the  patient  is  taught  to  practice 
pecific  behavioral  exercises  which  when  learned 
ompetently  tend  to  be  incompatible  with  anxiety. 
Jost  often,  the  therapist  selects  profound  muscu- 
ar  relaxation.  However,  in  certain  cases,  training 
n self-assertive  behavior  or  the  experience  of  sex- 


ual excitement  may  be  more  efficacious.  Second, 
after  these  skills  are  well  learned,  the  therapist,  in 
collaboration  with  the  patient,  prepares  a series  of 
scenes  or  scenarios,  starting  with  one  or  two  which 
are  easily  imagined  by  the  patient  without  aware- 
ness of  traces  of  anxiety  or  tension.  For  example, 
to  start  with,  a patient  is  likely  to  feel  comfortable 
and  relaxed  while  vividly  imagining  lying  in  a 
hammock  in  a fragrant,  shaded  area  on  a warm 
summer  day.  At  the  end  of  the  series,  the  scenes 
depict  those  components  of  the  feared  situation 
which  in  real  life  engender  maximal  fear.  Thus,  in 
the  case  of  a dog  phobia,  the  patient  would  imag- 
ine himself  resolute  and  calm  amidst  a pack  of 
barking  hounds.  In  between  these  extremes  lie  a 
number  of  scenes  which  are  graduated  in  intensity 
as  indicated  by  the  magnitude  of  the  fear  response 
reported  by  the  patients.  These  might  involve,  in 
dog  phobias,  imagination  of  being  in  the  same 
room  with  baby  puppies,  then  playing  with  gentle 
older  puppies  and,  later  on,  feeding  larger,  friendly 
dogs.  A series  of  such  graded  scenes  is  called  a de- 
sensitization hierarchy.  At  each  step  of  the  way, 
the  patient  is  asked  to  adopt  the  anxiety-incom- 
patible behavior  previously  learned  while  imagin- 
ing himself  immersed  in  the  one-time  fear-produc- 
ing situation.  When  the  patient  is  able  to  com- 
fortably and  vividly  imagine  himself  in  the  previ- 
ous maximally  intolerable  scene,  he  is  ready  to  go 
on  to  in  vivo  desensitization  in  which  the  patient 
surmounts  his  problem  in  real  life. 

The  basic  paradigm  is  gradual  exposure  to  the 
feared  situation  in  such  a manner  that  tension  or 
anxiety  is  avoided  at  each  step  of  the  way.  Many 
modifications  of  this  paradigm  have  extended  the 
range  of  applicability  from  monosymptomatic 
phobias,  early  in  the  history  of  behavior  therapy, 
to  multiphobic  disorders,  sexual  dysfunctions,  in- 
somnia, and  more  diffuse  anxiety  states. 

Type  2.  More  recently,  a method  of  treatment 
called  flooding  has  been  developed  which  is 
deemed  applicable  to  many  conditions  for  which 
systematic  desensitization  has  also  been  useful. 
Its  basic  principle  is  that  if  the  anxiety  associated 
with  a particular  situation  is  experienced  at  sus- 
tained maximal  intensity  but  without  incurring 
the  ultimate  feared  consequence,  such  as  fainting, 
going  crazy,  death,  and  so  forth,  the  anxiety  will 
tend  to  undergo  permanent  disappearance.  Para- 
doxically, therefore,  the  patient  is  asked  to  imag- 
ine, with  dramatic  assistance  by  the  therapist, 
scenes  infused  with  maximal  anxiety  for  prolonged 
periods.  That  is,  he  is  “flooded”  with  the  anxiety- 
provoking  imagery.  Although  this  technique  has 
its  adherents,  its  efficacy  and  safety  are  not  as  well 
established  as  systematic  desensitization. 

Type  3.  Allied  somewhat  in  principle  to  sys- 
tematic desensitization  is  assertive  training  which, 
according  to  some  authorities,  capitalizes  on  the 
assumed  incompatibility  of  anger  and/or  self-as- 
sertion with  anxiety.  This  form  of  treatment 
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trains  patients  to  express  freely,  but  appropriately, 
a broad  range  of  negative  and  postive  feelings  in 
interpersonal  situations.  It  is  indicated  for  those 
who  are  characteristically  timid  and  meek  and 
overly  sensitive  to  slights.  For  example,  one  fre- 
quently used  homework  exercise  is  to  require  the 
patient  to  courteously  request  a person  smoking  in 
a crowded  place  to  extinguish  his  smoke,  or,  with- 
out mincing  words,  to  ask  a talkative  individual  to 
use  self-restraint  during  theater  performances.  In 
addition,  many  people  who  have  difficulty  in  ex- 
pressing positive  emotions  and  also  those  who 
have  learned  maladaptive  rage  responses  are 
helped.  In  all  cases,  the  keynote  is  training  in  ap- 
propriate self-expression  with  due  joint  regard  for 
one’s  own  rights  and  those  of  others.  It  would  not 
be  considered  a good  therapeutic  result  to  convert 
a Caspar  Milquetoast  into  a boor. 

Type  4.  Turning  now  to  behavioral  therapies  of 
other  types,  we  mention  first  aversive  control  tech- 
niques. These  are  usually  applied  when  patients 
cannot  inhibit  actions  which,  if  carried  out,  arouse 
intense  negative  affect,  such  as  guilt,  shame,  anxi- 
ety, or  depression,  or  else  are  deemed  by  the  pa- 
tient to  be  socially  offensive  to  others  and  not 
subject  to  his  control. 

In  aversion  therapy,  the  patient  receives  an  un- 
pleasant experience  in  close  association  with  the 
undesired  target  behavior.  For  example,  an  emet- 
ic is  administered  so  that  nausea,  vomiting,  and 
malaise  occur  shortly  after  drinking  alcohol.  Or, 
in  other  situations,  electric  shocks  are  adminis- 
tered to  male  homosexuals  while  viewing  slides  of 
nude  men  or,  during  paroxysms  of  self-destructive 
behavior,  to  patients  with  such  afflictions  as  head- 
banging. Another  type  of  aversive  control  in- 
volves withholding  of  desired  experiences  until  un- 
desirable behavior  is  terminated  and  replaced  by 
healthier  actions.  For  example,  patients  with  an- 
orexia nervosa  often  strongly  desire  social  interac- 
tion. Opportunities  for  conversation  with  others 
are,  therefore,  withheld  until  the  patient  eats. 
Thoughtful  behavior  therapists  emphasize  that 
where  aversive  control  methods  are  employed, 
they  are  best  coupled  with  opportunities  to  have 
rewarding  experiences  contingent  on  carrying  out 
alternate,  healthier  behaviors.  This  latter  type  of 
approach  is  related  to  type  5,  contingency  con- 
tracting. 

Type  5.  This  subspecies  of  aversion  therapy  in- 
volves rewarding  experiences  contingent  on  specif- 
ic behavior  performance.  A variation  of  contin- 
gency contracting  may  he  found  in  token  econ- 
omy-type procedures  practiced  in  many  hospital- 
ward  or  group-management  situations.  The  basic 
principle  consists  of  rewarding  patients  with  op- 
portunities for  gratifying  experiences  when  they 
carry  out  desired  behavior  or  inhibit  undesirable 
actions.  When  patients  conduct  themselves  in  the 
desired  manner,  they  receive  a proportionate  num- 
ber of  reward  tokens  which  they  may  exchange  for 


a large  variety  of  pleasant  things  available  in  the 
milieu.  Thus,  personal  cleanliness,  abidance  by 
rules,  and  other  forms  of  cooperativeness  are 
means  by  which  patients  may  earn  “points,” 
“credits,”  or  “tickets”  which  entitle  them  to  at- 
tend movies  or  sporting  events,  or  to  obtain  candy. 

Miscellaneous  methods.  There  are  a number 
of  miscellaneous  forms  of  behavior  therapy  that 
focus  on  alteration  of  patterns  of  response  to  path- 
ogenic stimuli.  Thus,  in  the  treatment  of  obesity 
and  alcoholism,  it  has  been  found  useful  to  keep 
written  daily  intake  diaries  and  to  learn  habits  of 
delay  between  experience  of  impulses  and  their 
gratification.  Metronomes  have  been  useful  in 
conditioned  speech  retraining.  And,  in  the  man- 
agement of  tic  syndromes  characterized  by  recur- 
rent paroxysms  of  motor  behavior,  the  actual  fre- 
quent, purposeful  repetition  of  the  tic,  instead  of 
attempts  to  inhibit  it,  has  sometimes  been  helpful. 
This  has  been  referred  to  as  negative  practice. 

Is  behavior  therapy  effective? 

What  about  the  general  efficacy  of  behavior 
therapy?  Whenever  new  forms  of  treatment  are 
publicized,  some  consistent  patterns  of  reaction 
are  predictable.  Skepticism  and  even  outrage 
emerge  from  the  ranks  of  well-established  conser- 
vative quarters.  Contrariwise,  those  who  are  dis- 
satisfied with  tradition  on  whatever  basis  number 
high  in  the  population  aboard  the  growing  band- 
wagon. An  era  of  enthusiastic  and  excessive 
claims  is  inaugurated.  Controversy  ensues  be- 
tween the  new  and  the  well-established,  as  well  as 
within  the  ranks  of  the  new  and  of  the  old.  The 
more  sober  heads  among  the  new  are  cautious 
about  extravagant  claims,  and  the  open-minded 
among  the  conservatives  are  willing  to  counte- 
nance innovation.  Masked  positive  placebo  ef- 
fects abound.  After  a while,  reports  of  relapse 
rates  and  unexpected  serious  and  undesirable  side 
reactions  appear.  When,  after  a decade  or  two. 
the  dust  finally  settles,  more  valid,  realistic  evalu 
ations  finally  begin  to  take  shape.  Certainly  thf 
behavior  therapists’  emphasis  on  careful  measure 
ment  of  responses  to  treatment  interventions  wil 
facilitate  this  evolutionary  process. 

The  conclusion  voiced  in  the  Task  Force  on  Be 
havior  Therapy  report  is  that  behavior  therap.1 
and  behavioral  principles  used  in  analysis  of  clini 
cal  phenomena  have  “reached  a stage  of  develop 
ment  where  they  now  unquestionably  have  mud 
to  offer  informed  clinicians  in  the  service  of  mod 
ern  clinical  and  social  psychiatry.”23  The  weigh 
of  the  evidence  cited  in  this  report  indicates  tha 
behavior  modification  is  at  its  best  and  is  indee 
most  helpful  in  conditions  characterized  by  disd 
crete,  easily  delineated  target  behavior  sequence: 
These  include  many  phobias,  anxiety  reaction  • 
enuresis,  stuttering,  and  diverse  behavior  pro! 
lems  of  children.  Various  amounts  of  improvt 
ment  have  also  been  demonstrated  in  behavior 
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treatment  of  sexual  and  obsessive-compulsive  syn- 
dromes. The  behavioral  treatment  of  alcoholism, 
drug,  and  tobacco  addiction  was  described  as 
being  of  equivocal  value  thus  far. 

By  contrast,  behavior  therapy  of  schizophrenia, 
depression,  and  the  more  diffuse  types  of  psy- 
chologic suffering,  such  as  a sense  of  meaningless- 
ness to  life,  sustained  boredom,  discontent,  and 
depression,  which  happen  to  be  among  the  most 
common  therapeutic  problems,  is  not  impressive 
at  this  time.  A dramatic  illustration  of  this  point 
is  provided  by  Lazarus24:  here  23  experienced  be- 
havior therapists  were  described  as  undergoing 
psychoanalysis  or  some  other  form  of  "nonbe- 
havioral”  therapy.  The  therapists  were  all  “rela- 
tively assertive  persons  without  debilitating  pho- 
bias or  sexual  aberrations,  who  wish  to  be  in  better 
touch  with  their  own  feelings  and  derive  a better 
understanding  of  their  current  actions.” 

As  more  and  more  experience  with  behavior 
therapy  accumulates,  new  titles  of  articles  in  the 
literature  appear,  with  reference  to  problems  of  re- 
lapse after  initial  success,  difficulties  in  applica- 
tion of  ‘classical”  behavioral  methods,  and  similar 
temperings  of  earlier  enthusiasm.25 

Thus,  Lazarus,26  one  of  the  pioneers  in  behavior 
therapy,  remarks  as  follows:  “The  efforts  of  ex- 

perimental psychologists  . . . have  resulted  in  a 
oersistent  view  of  behavior  therapy  as  superficial 
md  mechanistic.  As  a practitioner  of  behavior 
:herapy,  I have  found  that  my  treatment  strategies 
md  understanding  of  the  field  have  consistently 
differed  from  those  who  espouse  a ‘pure’  experi- 
mental outlook.  In  the  practical  details  of  my  day 
:o  day  work  with  clients,  I have  found  it  necessary 
1 :o  broaden  the  base  of  conventional  behavior  ther- 
ipy.”  As  indicated  earlier,  past  experience  with 
lew  therapy  “movements”  would  lead  us  to  expect 
i progressive  increase  in  reports  of  this  sort. 

Harmful  effects 

At  this  point,  it  is  appropriate  to  comment  on  a 
:ommonly  voiced  concern  about  the  possibility 
hat  if  symptoms  are  removed  without  insight  as 

0 their  unconscious  origins,  new  and  possibly 
more  damaging  symptons  will  certainly  emerge  as 

1 sequel.  This  is  usually  described  as  the  symp- 
om  substitution  hypothesis.  The  original  obser- 
vations regarding  symptom  substitution  were 
made  by  Freud  during  the  course  of  his  early  at- 
empts  to  remove  symptoms  by  posthypnotic 
uggestion  without  knowledge  of  their  unconscious 
mechanisms.  A review  of  the  evidence  for  the 
jenerality  of  the  probability  of  symptom  substitu- 
ion  has  led  its  authors  to  conclude  that  it  is  likely 
>nly  if  symptoms  are  removed  suddenly,  without 
iffording  the  patient  opportunities  to  develop  new 
oping  strategies  over  time.27 

On  the  other  hand,  it  is  important  to  mention 
hat  reports  on  possible  harmful  effects  of  behav- 


ior modification,  including  sympton  substitution, 
are  indeed  beginning  to  emerge.  Thus,  Shapiro28 
and  Bruch29  have  sounded  warnings  on  possible 
dangers  of  behavior  therapy  in  Gilles  de  la  Tour- 
ette’s  syndrome  and  anorexia  nervosa,  respective- 
ly. And  it  is  noteworthy  that  results  of  behavioral 
therapy  of  these  two  conditions  were  formerly 
highly  praised.  Bruch,29  in  particular,  summa- 
rized her  findings  on  9 anorexia  nervosa  patients 
on  whom  behavior  modification  had  previously 
been  used  with  damaging  results.  In  addition,  she 
has  received  numerous  letters  from  patients  de- 
scribing similar  experiences.  In  essence,  the  be- 
havior-therapy approach  to  the  problem  is  to 
make  the  availability  of  patient-desired  activity, 
such  as  arts  and  crafts,  listening  to  music,  reading, 
and  physical  activity,  contingent  on  eating  and 
gaining  weight.  In  short,  “if  you  want  fun,  you 
must  eat  and  put  on  weight  in  order  to  earn  it.” 
According  to  Bruch,29  all  the  patients  in  her  series 
did  indeed  gain  weight  while  in  the  hospital  but 
lost  it  soon  after  leaving.  Furthermore,  they  tend- 
ed to  feel  crassly  tricked,  betrayed,  and  brutally 
coerced  with  consequent  increased  impairment  of 
their  sense  of  autonomy.  Not  infrequently,  new 
symptoms  appeared,  such  as  binge-eating,  vomit- 
ing, sleep-cycle  reversal,  and  depression  of  suicidal 
intensity.  Actually,  Blinder,  Freeman,  and  Stun- 
kard30  reported  a case  of  suicide  shortly  after  dis- 
charge from  a behavior-therapy  program  for  an- 
orexia nervosa. 

In  all  justice  to  behavior  therapy,  however,  it 
should  not  be  forgotten  that  the  prognosis  of  an- 
orexia nervosa  with  other  types  of  treatment  is 
guarded;  acute  exacerbations  and  deaths  also 
occur. 

Scientific  and  ethical  concerns  regarding 
behavior  therapy  and  its  practitioners 

To  what  extent  is  behavior  therapy  coercive, 
manipulative,  or  controlling?  Responsible  behav- 
ior therapists  are  deeply  concerned  over  these 
questions.  However,  such  issues  are  problems  in 
all  fields  of  therapeutic  endeavors,  in  medicine  and 
surgery,  as  well  as  in  psychiatry.  All  professionals 
have  varying  degrees  of  control  over  the  lives  of 
people  who  seek  help  from  them.  The  essential 
issues  are  three:  (1)  the  integrity  and  technical 

competence  of  the  therapist,  (2)  the  nature  of  the 
techniques  he  employs,  and  (3)  the  end  goals  he 
strives  to  achieve. 

Viewing  the  history  of  therapeutics  over  the 
centuries,  one  gains  an  impression  of  recurrent  ev- 
olutionary patterns.  Whenever  a valid  innovation 
is  in  the  process  of  securing  a place  for  itself,  a 
varying  number  of  enthusiastic  people  who  lack 
sufficient  expertise,  training  and  background  join 
the  new  “movement”  and  unilaterally  proclaim 
themselves  as  reputable  practitioners.  Some  of 
the  talented  and  responsible  among  such  individu- 
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als  eventually  do  indeed  earn  the  title  they  have 
acquired,  whereas  others  do  not.  A typical  in- 
stance of  this  process  is  to  be  found  in  the  early 
history  of  organized  psychiatry  and  psychoanaly- 
sis. Eventually  duly  authorized  institutions  of 
training  and  requirements  for  certification 
evolved,  but  even  this  improvement  was  insuffi- 
cient to  guarantee  quality  control. 

Currently,  the  authoritative  AABT  (Association 
for  the  Advancement  of  Behavior  Therapy)  is  in 
the  process  of  exploring  the  issues  involved  in  es- 
tablishing standards  and  policies.  Thus,  among 
the  items  discussed  at  the  business  meeting  of  the 
association  in  November,  1974,  was  the  submission 
of  a grant  application  to  the  National  Institute  of 
Mental  Health  for  the  purpose  of  studying  the 
need  and  dimensions  of  a code  of  ethics  for  behav- 
ior therapists.  This  will  entail  a survey  of  repre- 
sentatives of  the  mental-health  professions,  client 
organizations,  and  legal  and  community  groups. 
In  addition,  the  membership  committee  of  the  as- 
sociation plans  to  review  requirements  with  specif- 
ic reference  to  applicants  who  hold  only  masters 
degrees.  It  was  decided  also  to  prepare  a list  of 
behavior-therapy  training  programs  in  North 
America.  In  other  ways,  also,  the  officers  of  the 
association  have  expressed  their  deep  concern  over 
the  question  of  ethical  guidelines  and  standards  of 
competence  for  behavior-therapy  practitioners. 
Thus,  the  AABT  newsletter  of  January,  1975, 31 
contains  formal  requests  of  its  membership  to  de- 
tail in  writing  descriptions  of  incidents  that  raise 
ethical  issues  and  descriptions  of  behavior  therapy 
programs  in  hospital  and  prison  settings. 

The  AABT  is  especially  concerned  about  behav- 
ior therapy  in  hospitals  and  prisons  because  of  a 
number  of  occasions  in  which  human  rights  were 
violated  or  improperly  respected  in  the  course  of 
administration  of  aversive  types  of  therapies. 
Thus,  Rachman  and  Teasdale32  cite  instances  of 
coercion  of  patients  to  undergo  aversive  treatment 
and/or  of  their  being  inadequately  informed  of  the 
nature  of  the  treatment.  In  some  cases,  prisoners’ 
release  or  parole  was  made  contingent  on  agree- 
ment to  undergo  aversion  therapy;  in  other  cases, 
aversion  therapy  was  used  without  giving  patients 
an  opportunity  to  refuse  treatment.  An  example 
of  an  aversive  treatment  for  alcoholism  about 
which  potential  patients  were  not  fully  informed 
was  one  in  which  a terrifying  experience  was  engi- 
neered by  injection  of  a curare-like  drug.  This 
produced  total  paralysis,  including  cessation  of 
respiration,  for  an  interval  of  thirty  to  one  hun- 
dred and  fifty  seconds. 

Actually,  the  use  of  aversive  techniques  in  clini- 
cal practice  is  uncommon,  and  sole  reliance  on 
them,  without  combination  with  other  techniques 
employing  positive  reward,  is  rare.  Thus,  the  im- 
putation that  behavior  therapy  is  practiced  with 
callous  disregard  for  human  rights  is  scurrilous 


and  invalid.  But  because  of  the  sporadic  occur- 
rences of  the  sort  previously  mentioned,  it  is  our 
opinion  that  the  AABT  will  find  it  advisable  to 
conduct  a vigorous  educational  campaign  to  cor- 
rect public  misconception's  and  to  clearly  set  forth 
strong  ethical  safeguards  and  standardized  proce- 
dures for  establishing  informed  patient  consent. 

As  mentioned  previously,  however,  these  prob- 
lems are  by  no  means  unique  to  behavior  therapy 
and  are  presently  the  subject  of  much  scientific 
discussion.  For  example,  psychosurgery,  pharma- 
cotherapy, and  much  of  psychotherapy  all  possess 
behavioral  control  potential.  Halleck33  in  a recent 
position  paper  has  presented  a detailed  analysis  of 
the  relevant  aspects.  He  states  that  there  are 
three  types  of  situations  in  which  ethical  and  legal 
aspects  of  behavior  control  require  consideration; 
all  these  violate  in  some  manner  the  principle  of 
informed  consent. 

First,  there  are  situations  in  which  the  patient 
has  not  given  verbal  consent  to  receiving  the  treat- 
ment. This  situation  is  most  likely  to  occur  with 
patients  who  are  civilly  or  criminally  committed; 
however,  such  treatments  may  be  imposed  on  vol- 
untary patients  without  their  knowledge.  Coerced 
treatment  is  justified  only  if  the  following  three 
conditions  are  met: 

1.  The  patient  must  be  properly  judged  to  be  dan- 
gerous to  himself  or  to  others. 

2.  Those  who  administer  treatment  must  have 
grounds  to  believe  that  the  treatment  has  a reason- 
able chance  to  benefit  the  patients  and  those  related 
to  him. 

3.  The  patient  must  be  properly  judged  to  be  in- 
competent to  evaluate  the  necessity  of  treatment. 

Even  if  these  three  conditions  are  met,  there  is 
no  justification  for  deceiving  the  patient.  Even 
the  most  disturbed  patients  should  be  informed  of 
what  will  be  done  to  them,  the  reasons  for  its  being 
done,  and  its  probable  effects. 

Examples  of  such  therapies  include  not  only  th( 
obvious  such  as  pharmacotherapy  and  electro 
convulsive  therapy,  but  the  imposition  of  behav 
ior-shaping  programs,  such  as  token  economie: 
and  aversive  behavior  therapy.  In  view  of  the  fac 
that  questions  of  ethical  values  and  validity  of  sci 
entific  clinical  judgment  enter  into  the  formula 
tion  of  each  of  the  previously  mentioned  condi 
tions,  Halleck33  recommends  the  creation  of  a spe 
cial  monitoring  procedure;  this  would  be  imple 
mented  by  a board  consisting  of  the  therapist  wh 
advocates  the  treatment,  another  psychiatrist  nc 
involved,  and  preferably  one  who  is  an  advocate  < 
and  conversant  with  forms  of  treatment  other  tha 
that  recommended,  and,  finally,  an  attorney. 

Second,  there  are  situations  in  which  the  patiei 
consents  to  the  treatment  but  does  so  under  di 
ress.  Under  such  conditions,  the  therapist  has  £ i 
ethical  obligation  to  avoid  frightening  or  coercii 


194  New  York  State  Journal  of  Medicine/ February  1976 


the  reluctant  patient  to  give  verbal  consent.  In 
addition,  he  should  also  provide  the  patient  with 
information  regarding  the  probable  effects  of  the 
treatment,  and  should  explore  alternative  methods 
I of  approach. 

As  long  as  potentially  dangerous  individuals  are 
confined  to  prisons  or  hospitals,  the  pressures  of 
incarceration  will  motivate  many  to  accept  treat- 
ment. Under  such  circumstances,  the  patient  or 
inmate  should  be  given  a clear  explanation  of  the 
possible  consequences  of  the  treatment;  he  should 
be  informed  of  alternative  approaches  and  be  per- 
mitted to  choose  from  among  them.  Furthermore, 
no  special  punishment  should  be  imposed  on  him 
'or  refusal  to  undergo  treatment,  nor  should  he  be 
denied  release  from  the  insitution  if  he  improves 
vithout  treatment.  Finally,  the  cases  of  individu- 
ds  who  consent  under  duress  should  be  reviewed 
ny  a monitoring  board  of  the  sort  previously  de- 
;cribed. 

Third,  there  are  situations  in  which  patients  vol- 
mtarily  accept  treatment  or  even  request  it.  Here 
he  therapist  should  be  dedicated  to  helping  the 
patient  make  a rational  choice  from  among  the 
jossible  available  treatments.  This  should  in- 
clude discussion  of  possible  effects  of  each  treat- 
nent  on  the  patient’s  future  capacities  and 
ichievement  of  autonomy. 

Rachman  and  Teasdale32  are  in  accord  with 
dalleck33  regarding  the  inexcusability  of  deception 
concerning  informed  consent,  and  they  state  that 
he  following  principles  must  be  observed: 

1.  Aversion  therapy  should  be  advised  only  if 
there  are  no  promising  alternative  methods  of  treat- 
ment available. 

2.  Full  details  describing  the  nature  of  the  treat- 
ment must  be  supplied  to  the  patient.  This  descrip- 
tion should  include  comments  on  its  advantages  and 
disadvantages. 

3.  The  patient  must  be  given  an  honest  appraisal 
of  its  chances  of  success. 

4.  Alternative  methods  of  treatment  should  be 
outlined  in  the  same  manner  as  is  the  treatment  spe- 
cifically recommended. 

5.  The  patient  should  be  advised  to  think  over  the 
therapist’s  recommendations  for  at  least  one  week  be- 
fore rendering  his  final  decision,  as  another  safeguard 
against  enforced  compliance.  To  this,  one  might  add 

■ that  the  patient  should  feel  free  to  obtain  a consulta- 
tion with  other  competent  professionals. 

One  of  the  most  comprehensive  discussions  of 
ehavior  therapy  and  civil  liberties  is  that  of  Davi- 
on  and  Stuart.34  The  authors  are  well-known  ex- 
onents  of  behavior  therapy  and  display  keen 
wareness  of  the  ethical  issues  at  stake.  From 
heir  article,  it  is  again  quite  clear  that  the  most 
erious  threat  to  civil  liberties  arises  in  institution- 
1 settings  and  revolves  around  the  issue  of  the 
arious  levels  of  informed  consent  versus  coercion, 
a addition,  although  they  do  not  minimize  the 


danger  of  infringement  on  civil  rights  of  prospec- 
tive candidates  for  behavior  therapy,  they  show 
equal  concern  for  the  patient’s  right  to  have  the 
best  possible  validated  treatment  offered  to  him. 
The  foregoing  discussion  of  the  scientific  and  ethi- 
cal concerns  regarding  behavior  therapy  and  its 
practitioners  is  consistent  with  that  set  forth  in  a 
recent  publication  of  the  National  Institute  of 
Mental  Health.35 

In  view  of  these  considerations,  therefore,  what 
advice  might  we  give  to  a patient  seeking  a compe- 
tent, ethical  behavior  therapist?  At  present,  as 
with  other  professions,  the  best  assurance  one  may 
have  regarding  the  integrity  and  competence  of  a 
behavior  therapist  is  obtainable  by:  (1)  inquiring 
after  his  training,  institutional  affiliations,  and 
membership  in  other  professional  societies  of  good 
repute,  and  (2)  the  insistence  on  his  observing  the 
principles  of  informed  consent  and  consultation 
with  a monitoring  agency  if  deemed  appropriate. 
The  same  may  be  said  of  nonbehavior  therapists. 

Conclusion 

In  conclusion,  behavior  therapy  offers  new  po- 
tential for  amelioration  of  suffering.  However,  as 
was  only  to  be  expected,  the  early  claims  of  reli- 
able, safe,  spectacular  effectiveness  must  now  be 
tempered  with  notes  of  caution,  which  are  likely  to 
increase  in  strength  as  time  passes.  The  future, 
nevertheless,  seems  to  hold  strong  promise  for  fur- 
ther development  among  which  we  may  number 
the  following: 

1.  Development  of  new  techniques  of  treatment.36 

2.  Definitive  evaluations  of  techniques  now  in  cur- 
rent practice  with  refined  recommendations  for  indi- 
cations, contraindications,  revisions,  and  discontinua- 
tion of  methods  found  to  be  useless  or  even  harmful. 

3.  Progress  in  theory  development  with  particular 
emphasis  on  integration  of  learning  and  psychody- 
namic theory.37-40 

4.  Increasing  emphasis  on  ethical  and  legal  as- 
pects of  therapeutic  intervention  of  all  types,  includ- 
ing behavior  therapy. 

12  East  97th  Street 
New  York,  New  York  10029 
(DR.  ARKIN) 
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In  serious  gram-negative  infections* 

Three  good  reasons 
to  initiate  therapy  with 
Garamycin  Injectable 

(gentamicin  sulfate) 


1.  Unique  spectrum. 


2.  Incidence  of  bacterial 
resistance  is  low  and  has 
not  increased  significantly. 


3.  Relatively  low  order  of 
adverse  renal  and  eighth 
nerve  reactions  when  used 
as  directed. 


‘Due  to  susceptible  organisms 


1.  Unique  spectrum 


Garamycin  Injectable 
(gentamicin  sulfate)  is 
active  against  susceptible 
strains  of  seven  major 
gram-negative  pathogens. 

These  are: 


Escherichia  coli 
Proteus , indole-negative 
Proteus,  indole-positive 
Pseudomonas  aeruginosa 
Klebsiella  } 

Enterobacter  > species 
Serratia  ) 

Garamycin  Injectable  is  also  highly 
effective  against  susceptible  strains 
of  Staphylococcus  aureus  and  may 
be  considered  when  penicillins  are 
contraindicated. 


In  vitro  susceptibility 
virtually  unchanged 


Proteus 

species. 

indole- 

negative 


Proteus 

species 

indole- 

positive 


Pseudomonas  Klebsiella 
aeruginosa 


Enterobacter 


Escherichia 

coli 


2.  Incidence  of  bacterial  resistance  i; 
low  and  has  not  increased  signif  icair 


are  not  necessarily  indicative 


In  a five-year  study'  in  over  180  hospfl 
gram-negative  pathogens  identified  ail 
tested  demonstrated  high  susceptibilij 
garamycin  From  1971  through  1975 
there  was  virtually  no  change  in  the 
percentage  of  strains  of  major  gram- 
negative pathogens  susceptible  to 

GARAMYCIN 

In  the  seven  or  eight  years’  experie  e 
of  one  investigator2  where  gentamiciria 
been  restricted  to  parenteral  use, 
resistance  has  not  appreciably  chang  ‘ 
Resistance  has  been  demonstrated) 
develop  slowly  in  stepwise  fashion  t' 
one-step  mutations  to  high  resistance  av 
been  reported. 
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I,  Relatively  low  order  of  adverse 
renal  and  eighth  nerve  reactions 
,vhen  used  as  directed. 


Averse  renal  reactions 


Adverse  eighth  nerve  reactions 


\ risk  of  adverse  renal  reactions  is  low  in 
asnts  with  normal  renal  function  Usually 
r,  ifested  by  nitrogen  retention  as  evidenced 
V rising  BUN  and  creatinine,  they  occur 
nt  often  in  patients  with  pre-existing  renal 
La  age  ana  in  patients  receiving 
iierthan  recommended  doses 

•Heated  for  a longer  periods  of  time  than 
■gtommended.  J See  Warning  Box  below. 


The  incidence  of  adverse  eighth  nerve  reactions  with 
garamycin  Injectable  is  relatively  low.  When  occurring, 
the  effect  is  predominantly  on  the  vestibular  branch 
of  the  eighth  cranial  nerve,  resulting  in  vestibular 
dysfunction  with  vertigo  and  tinnitus.  These  symptoms 
have,  in  many  cases,  been  transitory.  The  known  effect 
on  the  auditory  branch  to  date  mostly  has  involved 
only  the  high-frequency  hearing  ranges.  See  Vterning 
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\RNING 

3atients  treated  with  GARAMYCIN  Injectable  should  be 
der  close  clinical  observation  because  of  the  ootential 
(icity  associated  with  the  use  of  this  drug 
Ototoxicity,  both  vestibular  and  auditory,  can  occur 
oatients.  primarily  those  with  pre-existing  renal  damage, 
ated  with  GARAMYCIN  Injectable,  usually  for  longer 
nods  or  with  higher  doses  than  recommended 
xARAMYCIN  Injectable  is  potentially  nephrotoxic  and 
s should  be  kept  in  mind  when  it  is  used  in  patients  with 
:-existing  renal  impairment 

rlomtori ng  of  renal  and  eighth  nerve  function  is  recom- 
ndeo^during  therapy  of  patients  with  known  impairment 
enal  function  This  testing  is  also  recommended  in 
>ents  w'th  normal  renai  function  at  onset  of  therapy  who 
•'elop  evidence  of  nitrogen  retention  (increasing  BUN. 

N creatinine  or  oliguria)  Evidence  of  ototoxicity  re- 
res  dosage  adjustments  or  discontinuance  of  the  drug 


In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of  gentamicin 
from  the  blood 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg. /ml 
should  be  avoided 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic 
drugs  particularly  streptomycin,  neomycin  kanamycin. 
cepnaloridine.  viomycin.  polymyxin  B,  and  polymyxin  E 
(colistln).  should  be  avoided 

The  concurrent  use  of  gentamicin  with  potent  diuretics 
should  be  avoided,  since  certain  diuretics  by  themselves 
may  cause  ototoxicity  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in  gentamicin 
serum  level  and  potentiate  neurotoxicity 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has 
not  been  established 


See  Clinical  Considerations  section  which  follows 
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WARNING 

Patients  treated  with  GARAMYCIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
toneal dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  meg. /ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or 
nephrotoxic  drugs,  particularly  streptomycin, 
neomycin,  kanamycin,  cephaloridine, 
viomycin,  polymyxin  B,  and  polymyxin  E 
(colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  semm  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is  indi- 
cated. with  due  regard  for  relative  toxicity  of  antibiotics, 
in  the  treatment  of  serious  infections  caused  by 
susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa.  Proteus  species 
(indole  positive  and  indole  negative).  Escherichia 
col i and  Klebsiella  EnterobacterSerratia 
species. 

Clinical  studies  have  shown  GARAMYCIN  Inject 
able  to  be  effective  in  septicemia  and  serious  infections 
of  the  central  nervous  system  (meningitis),  urinary 
tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 


Bacteriologic  tests  to  determine  the  causative  organ 
isms  and  their  susceptibility  to  gentamicin  should  be 
performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion:  there  have  been  no  one-step  muta- 
tions to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  maybe  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
seventy  of  the  infection,  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

For  suspected  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  may  be  administered  in 
conjunction  with  a penicillin-type  drug.  Following  iden- 
tification of  the  organism  and  its  susceptibility,  appro- 
priate antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin-type  drug  is  also  usually  indi- 
cated as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg- 
ment indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg,/kg.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro- 
priate therapy  is  indicated. 

ADVERSE  REACTIONS: 

Nephrotoxicity:  Adverse  renal  effects,  as  demon- 
strated by  rising  BUN,  NPN.  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and/or  prolonged 
therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for  longer 
periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
qentamicin.  include  increased  serum  transaminase 
(SCOT,  SGPT),  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium:  splenomeg- 
aly. anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo 
cytopenia,  purpura:  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation,  leth 
argy  and  decreased  appetite,  weight  loss,  pulmonary 
fibrosis,  hypotension  and  hypertension 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Injectable  may  be  given  intrarr 
or  intravenously. 

For  Intramuscular  Administration: 

Patients  with  normal  renal  function 

Adults:  The  recommended  dosage  for  I 
GARAMYCIN  Injectable  for  patients  with  ser 
infections  and  normal  renal  function  is  3 mg. 
administered  in  three  equal  doses  every  8 ho 
For  patients  weighing  over  60  kg.  ( 132  lb.), 
dosage  is  80  mg.  (2  ml.)  three  times  daily.  Foi 
weighing  60  kg.  ( 132  lb.)  or  less,  the  usual  do 
60  mg.  ( 1.5  ml.)  three  times  daily. 

In  patients  with  life-threatening  infections, 
up  to  5 mg,/kg./ day  may  be  administered  in 
four  equal  doses.  This  dosage  should  be  red 
3 mg,/kg./day  as  soon  as  clinically  indicated 
In  children  and  infants,  the  newborn,  an c 
with  impaired  renal  function,  dosage  mustb 
in  accordance  with  instructions  set  forth  in  tl 
Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARA 
Injectable  is  recommended  in  those  circums 
when  the  intramuscular  route  is  not  feasible 
patients  in  shock,  with  hematologic  disorder 
severe  burns,  or  with  reduced  muscle  mass) 
For  intravenous  administration  in  adults. , 
dose  of  GARAMYCIN  Injectable  may  be  dil 
or  200  ml.  of  sterile  normal  saline  or  in  a ste 
tion  of  dextrose  5%  in  water;  in  infants  and  < 
the  volume  of  diluent  should  be  less.  The  cc 
tion  of  gentamicin  in  solution  in  both  instan 
normally  not  exceed  1 mg./ml.  (0.1%).  The 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous 
tration  is  identical  to  that  recommended  for 
muscular  use 

GARAMYCIN  Injectable  should  not  be  p 
premixed  with  other  drugs,  but  should  be  a nj 
separately  in  accordance  with  the  recommi 
of  administration  and  dosage  schedule. 
HOW  SUPPLIED  GARAMYCIN  Injed 
40  mg.  per  ml.,  is  supplied  in  2 ml.  (80  mg. 
dose  vials  and  in  1.5  ml.  (60  mg.)  and  2 ml 
disposable  syringes  for  parenteral  adminisl 
Also  available.  GARAMYCIN  Pediatric  I % 

10  mg.  per  ml.,  supplied  in  2 ml.  (20  mg.)  r 
dose  vials  for  parenteral  administration. 
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For  more  complete  prescribing  detai  tffl 
Package  Insert  or  Physicians’  Desk  F '*■ 
Schering  literature  is  also  available  I " 
Schering  Representative  or  Professir  I 
Services  Department,  Schering  Con  llil 
Kenilworth,  New  Jersey  07033. 
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The  syndromes  associated  with  vascular  insuffi- 
ciency of  the  small  bowel  have  been  elaborated  in 
the  past  twenty  years.  The  advances  made  in  un- 
derstanding their  pathology  have  not  yet  been  ad- 
equately transmitted  from  the  physiologist,  clini- 
cal scientist,  and  specialist  to  the  practicing  physi- 
cian. 

The  catastrophic  acute  occlusive  syndromes  of 
the  superior  mesenteric  circulation  still  carry  a 
mortality  rate  of  over  80  to  90  per  cent.1  The 
textbook  description  of  the  sudden  onset  of  acute 
abdominal  pain  and  passage  of  mucoid  bloody  di- 
arrhea, followed  in  time  by  peripheral  circulatory 
collapse,  ileus,  and  bowel  distention  are  late  symp- 
oms.  To  save  more  patients,  a greater  index  of 
suspicion  must  be  created.  A patient  with  heart 
iisease,  in  heart  failure,  or  with  an  arrhythmia 
nay  suddenly  start  complaining  of  mild  abdomi- 
nal cramps.  There  may  be  periods  of  unexplained 
'omiting  and  watery  diarrhea  with  or  without 
)lood.  Physical  signs  are  absent  in  the  early 
tages.  There  may  be  hyperperistalsis  and  col- 
cky,  epigastric,  or  periumbilical  pain.  The  pa- 
ient  becomes  restless,  begins  sweating,  and  is  ap- 
•rehensive.  If  a systolic  bruit,  not  previously 
resent,  is  heard,  the  diagnosis  is  supported. 
\ ith  the  passage  of  time,  abdominal  distention 

Presented  at  the  169th  Annual  Meeting  of  the  Medical  Soci- 
ty  of  the  State  of  New  York,  New  York  City,  Section  on  Gas- 
roenterology  and  Colon  and  Rectal  Surgery,  Joint  Meeting 
ith  Section  on  Pathology,  Clinical  Pathology,  and  Blood 
•anking,  Monday,  March  10, 1975. 


In  recent  years  vascular  disease  of  the  intestine 
has  been  established  as  a clinical,  radiologic,  and 
pathologic  entity.  The  vascular  lesions  in  dissem- 
inated lupus,  Schonlein-Henoch  purpura,  may  af- 
fect the  bowel  and  respond  to  therapy  of  the 
underlying  disease.  Primary  vascular  disease  of 
the  intestines,  chiefly  atherosclerosis,  is  the  major 
cause  of  symptoms  of  circulatory  insufficiency. 
Extensive  mesenteric  ischemia  is  associated  with 
disease  of  the  superior  mesenteric  artery,  whereas 
segmental  bowel  ischemia  is  most  often  associated 
with  inferior  mesenteric  vascular  disease.  Nonoc- 
clusive disease  is  responsible  for  more  than  60  per 
cent  of  intestinal  ischemic  disease.  The  value  of 
aggressive  diagnosis  with  arteriography  and  care- 
ful endoscopy  is  demonstrated  in  the  reduction  of 
mortality. 


ensues,  peristalsis  stops,  and  a quiet  abdomen 
ensues.  As  the  process  of  ischemia  extends  from 
the  mucosa  to  the  serosa,  abdominal  signs  appear. 
Tenderness  to  palpation  and  signs  of  peritoneal  ir- 
ritation follow.  Peritoneal  aspiration  may  then 
reveal  hemorrhagic  fluid.  As  protein-rich  fluid 
leaks  into  the  lumen  and  wall  of  the  bowel,  the  de- 
pleted blood  volume  is  reflected  by  the  rising  he- 
matocrit. The  patient  appears  dehydrated. 
There  follows  tachycardia,  peripheral  venous  col- 
lapse, hypotension,  and  shock.  Urine  output  falls. 

The  laboratory  aids  in  diagnosis  may  be  a rising 
cell  count,  elevation  of  serum  transaminase,  hy- 
perkalemia, occasionally  lactic  dehydrogenase,  and 
intestinal  alkaline  phosphatase  elevation.  These 
are  nonspecific  findings. 

The  radiologist  has  a very  essential  early  role  in 
aiding  the  clinician.  Plain  films  of  the  abdomen 
may  show  gas-filled  loops  separated  by  an  edema- 
tous thick  bowel  wall  (Fig.  1).  Indentation  of  the 
wall,  so-called  thumb  printing,  due  to  submucosal 
hemorrhage  and  edema  is  characteristic  (Fig.  2). 

Arteriography  is  vital  in  differentiating  occlu- 
sive from  nonocclusive  ischemic  disease.  Differ- 
entiation cannot  be  made  by  symptomatology 
alone.  The  background  of  the  patient  with  nonoc- 
clusive ischemic  disease  usually  contains  evidence 
of  heart  failure  with  a sudden  drop  in  cardiac  out- 
put or  the  presence  of  other  diseases  associated 
with  hypotensive  episodes,  endotoxic  shock,  and 
deficient  tissue  perfusion  such  as  pancreatitis,  sep- 
ticemia, hemorrhage,  burns,  cerebral  disorders, 
peritonitis,  and  advanced  cancer.  There  is  a rela- 
tionship between  digitalis  intoxication  and  nonoc- 
clusive intestinal  infarction.2  Too  intensive  treat- 
ment with  digitalis  may  produce  vasoconstriction 
in  the  splanchnic  bed  and  potentiate  the  anoxia  of 
decreased  perfusion  to  the  bowel  conducive  to  in- 
farction.3 Nonocclusive  intestinal  infarction  can 
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FIGURE  1.  Air-filled  large  and  small  bowel.  Note  sepa- 
ration of  loops  by  edematous  mesentery. 


also  be  produced  by  prolonged  bowel  distention 
secondary  to  intestinal  obstruction.  Boley  et  al.4 
showed  that  an  increase  above  30  mm.  Hg  in  the 
intraluminal  pressure  produced  a constant  and  im- 
mediate fall  in  intestinal  blood  flow. 

Differentiating  the  cause  of  the  ischemia  is  es- 
sential to  proper  therapy,  and  arteriography  may 
spare  the  patient  laparotomy.  Careful  arteriogra- 
phy with  initial  flush  aortography  above  the  celiac 
axis  in  the  anteroposterior  and  lateral  positions 
outlines  the  patency  of  the  celiac  axis  and  the  su- 
perior mesenteric  axis.  The  proximal  few  centi- 
meters of  these  vessels,  where  most  spontaneous 
thromboses  occur,  is  thus  demonstrated.  Emboli 
usually  lodge  distally:  55  per  cent  in  the  region  of 
the  middle  colic  and  first  jejunal  branches  and  16 
per  cent  involving  the  right  colic  artery.5  If  one 
sees  free  flow  of  the  contrast  medium  through  col- 
lateral circulation  with  filling  of  the  finer  branch- 
es, then  acute  occlusion  of  a major  vessel  can  be 
discounted.  The  rapidity  of  filling  of  the  veins  is 
also  a criterion  of  venous  occlusion,  since  failure  of 
the  arterioles  to  empty  and  fill  the  mesenteric  por- 
tal system  indicates  obstruction  there.6 

The  treatment  of  occlusive  ischemic  disease  is 
prompt  surgery  with  attempts  at  restoration  of 


FIGURE  2.  (A)  Vascular  occlusion  of  superior  mesente 


artery;  thumbprinting  and  narrowing  of  involved  area 
ileum.  (B)  Thumbprinting  of  right  colon  in  superior  mese  i 
teric  insufficiency.  (Courtesy  of  Jack  Farman,  M.D.) 


flow  by  endarterectomy  or  bypass  procedur  « 
Nonoperative  treatment  for  the  low  flow  ischen  | 
bowel  should  be  used  unless  hemorrhagic  peril • c 
neal  fluid  is  obtained  by  peritoneocentesis.  Thl 
would  imply  infarcted  bowel  and  mandate  surge 
Hemodynamic  disturbances  must  be  correct*  • 
Hypovolemia  should  be  reversed  with  blood,  pi 
ma,  dextran,  and  electrolyte  solutions,  careful 
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monitored  by  blood  volume  and  central  venous 
pressure  determinations.  Infection  must  be  con- 
rolled  by  appropriate  antibiotics.  Isoproterenol 
•an  be  used  for  its  inotropic  effect  on  the  heart, 
he  mobilization  of  the  venous  reservoir,  and  pe- 
ipheral  vasodilatation.  The  infusion  into  the  su- 
jerior  mesenteric  artery  of  vasodilator  drugs,  such 
is  papaverine,  for  several  days  may  be  helpful. 

Chronic  ischemic  syndromes  of  the  bowel  are 
>ecoming  a more  common  diagnosis  as  the  popula- 
ion  ages.  The  analogy  to  coronary  artery  insuffi- 
iency  patterns  noted  prior  to  the  development  of 
cute  myocardial  infarction  may  be  drawn.  Rec- 
ognition of  these  preinfarction  bowel  symptoms 
nay  allow  elective  surgery  prior  to  the  develop- 
nent  of  acute  mesenteric  infarction.'  8 Athero- 
clerosis  is  the  major  cause  of  superior  mesenteric 
ascular  insufficiency,  and  there  is  a high  coinci- 
ence  of  coronary  arteriosclerosis  and  diabetes 
nellitus  9 The  patient  is  frequently  in  the  older- 
ge  group  unless  a vasculitis  is  causing  the  symp- 
oms. 

The  presenting  symptom  most  often  is  pain, 
/hich  starts  gradually,  coming  on  after  meals,  and 
ecomes  worse  after  large  meals.  It  is  aggravated 
y exercising  after  eating.  The  term  “abdominal 
ngina”  was  suggested  by  Mikkelsen  in  1957. 10'u 
’he  pain  is  epigastric  or  periumbilical,  relieved  by 
i/ing  prone  or  bending  forward  in  the  knee-chest 
osition,  and  often  worse  in  the  supine  position. 

: may  last  several  hours  and  become  progressively 
lore  severe  with  feeding  until  the  patient  devel- 
ps  a fear  of  eating.  The  patient  eats  smaller 
leals  to  reduce  the  severity  of  his  pain.  There  is 
considerable  loss  of  weight,  especially  if  malab- 
irption  occurs.  The  course  may  be  interrupted 
y an  episode  of  acute  ischemia  with  bowel  necro- 
s,  and  there  may  be  blood  in  the  stool.12 
Malabsorption  and  disturbances  of  bowel  func- 
on  are  common.  Episodic  diarrhea  or  constipa- 
on  may  occur.  Often  the  patient  complains  of 
istention  and  flatulence.  The  D-xylose,  serum 
irotene,  and  vitamin  A tolerance  test  results  may 
? abnormal;  B12  and  folic  acid  values  may  be  low. 
he  fat  in  the  stool  is  frequently  increased.  None 
these,  however,  are  specific  for  vascular  insuffi- 
ency.  Atrophy  of  the  mucosa  on  biopsy  is  also 
1 inconsistent  finding  so  that  peroral  small-bowel 
opsy  is  nonrewarding.  Physical  examination  re- 
als a cachectic  chronically  ill  patient.  A systolic 
uit  may  be  heard  near  the  umbilicus.  There  is 
idence  frequently  of  diffuse  vascular  disease 
sewhere. 

The  usual  small-bowel  barium  study  is  normal 
dess  stricturing  has  occurred  due  to  previous 
rtial  necrosis,  which  has  healed.  The  definitive 
agnosis  ultimately  rests  with  the  arteriographic 
monstration  of  vascular  narrowing,  occlusion,  or 
1 velopment  of  collateral  circulation.  Elective  ar- 
riography  permits  evaluation  of  direction  and 
ite  of  flow  and  aids  in  the  diagnosis  of  the  mere 


distal  lesion.  Although  there  is  a lack  of  correla- 
tion between  the  demonstration  of  the  anatomic 
defects  and  clinical  symptoms,  it  is  fair  to  say  that 
patients  with  abdominal  pain  and  weight  loss  not 
explained  by  demonstrable  organic  disease,  whose 
arteriographic  studies  reveal  occlusion  or  stenosis 
of  two  of  the  three  mesenteric  arteries,  should  be 
considered  to  have  chronic  intestinal  ischemia  and 
be  candidates  for  the  elective  surgical  correction  of 
their  arterial  disease.13 

An  unusual  complication  of  surgery  on  the  ab- 
dominal aorta  can  be  cholesterol  embolization  and 
the  production  of  a chronic  small-bowel  ischemic 
process.  Ischemic  colitis  is  a more  frequent  com- 
plication.14,15 

The  treatment  of  chronic  intestinal  ischemia  is 
surgical.  Bypass  of  the  stenotic  area  will  relieve 
symptoms  of  pain  and  malabsorption  in  most  in- 
stances. Medical  measures  involve  small  frequent 
feedings,  and  occasionally  nitroglycerin  may  pro- 
vide transient  relief.  Anticholinergics  or  antico- 
agulants have  no  place  in  the  clinical  management. 

Systemic  vascular  disorders  may  affect  the  ves- 
sels of  the  bowel  and  by  decreasing  perfusion  pro- 
duce ischemia.  The  symptomatology  may  be 
acute  or  chronic  with  abdominal  pain,  diarrhea 
with  or  without  malabsorption,  distention,  and 
constipation.  Nausea  and  vomiting  may  be 
present  due  to  decreased  motility  and  gastric 
atony.  Dysphagia  may  be  associated  with  the  col- 
lagen and  dysproteinemic  diseases  such  as  system- 
ic lupus  erythematosus,  progressive  systemic  scle- 
rosis, Sjogren’s  syndrome,  and  amyloid  disease. 
Hemorrhage  may  occur  due  to  mucosal  ulceration 
or  infarction  of  the  bowel. 

The  diagnosis  is  often  suggested  by  the  history 
or  course  of  the  disease.  The  patient  is  usually 
younger.  Mesenteric  infarction  is  rare,  occurring 
in  only  about  3 per  cent.16  Local  inflammatory 
causes  may  produce  secondary  vascular  changes. 
This  occurs  in  the  focal  necrotizing  arteritis  of 
Crohn’s  disease,1,  radiation  vasculitis,  infective 
angiitis,  as  seen  in  rickettsial  disease,  tuberculosis, 
typhoid,  and  in  thromboangiitis  obliterans.18  Ra- 
diation vasculitis  may,  in  the  acute  phase,  produce 
severe  diarrhea,  later  leading  to  malabsorption 
and  even  to  stricture  and  intestinal  obstruction. 
The  pathologic  complex  associated  with  the  dys- 
proteinemias  and  immune  complex  diseases  affect 
the  small  vessels  throughout  the  body,  producing 
fibrinoid  degeneration  of  collagen  and  a vasculitis 
with  endothelial  damage  leading  to  necrosis, 
thrombosis,  and  ischemic  changes.  The  small 
bowel  is  susceptible  to  this  process.  Systemic 
lupus  erythematosus,  polyarteritis,  progressive 
systemic  sclerosis,  and  rheumatoid  arthritis  are  ex- 
amples. Gastrointestinal  symptoms,  mostly  pain, 
are  frequent  in  disseminated  lupus.19  Melena  oc- 
curs not  infrequently.  Polyarteritis  nodosa  may 
produce  abdominal  symptoms  in  50  per  cent  of  pa- 
tients.20 Frank  infarction  ensues  in  6 per  cent  of 
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patients,20  and  blood  diarrhea  from  an  ulcerative 
enterocolitis  occurs.  Vascular  bowel  lesions  are 
probably  more  common  than  is  realized.  It  has 
been  suggested  that  when  an  arteritis  does  occur, 
the  gastrointestinal  tract  is  involved.21  The 
symptoms  are  usually  vague,  but  severe  necrotiz- 
ing arteritis  may  result  in  infarction.22 

Diffuse  progressive  systemic  sclerosis  can  affect 
any  part  of  the  gastrointestinal  tract  even  without 
dermatologic  manifestations.23,24  It  is  a vascular 
disease  primarily  showing  arteritis,  internal  prolif- 
eration, and  obliteration  of  lumen  of  vessel  by  col- 
lagen deposits  in  the  muscularis. 

Dysphagia  is  a prominent  symptom,  but  malab- 
sorption due  to  the  vasculitis  and  intestinal  stasis 
occurs  frequently.  Antibiotic  therapy  may  help  in 
reducing  the  bacterial  overgrowth,  but  steroids  do 
not  help. 

Schonlein-Henoch  purpura  is  an  allergic  vascu- 
litis characterized  by  hemorrhage  into  the  skin, 
gut,  kidneys,  and  joints.  Hemorrhage  occurs  into 
the  intestinal  wall  with  edema  of  the  mucosa  and 
submucosa.  Localized  ulceration  associated  with 
a diffuse  arteriolitis  and  fibrinoid  necrosis  may 
occur  producing  abdominal  cramps,  vomiting,  and 
bloody  diarrhea.  The  disease  is  usually  self-limit- 
ing and  carries  a good  prognosis. 

Other  disorders  which  produce  small-vessel  oc- 
clusions are  Wegener’s  granulomatosis  and  the 
malignant  atrophic  papulosis  described  by  Degos. 
Intestinal  perforation  is  the  prime  cause  of  death 
in  the  latter  entity. 

Amyloid  disease  might  also  be  considered  a vas- 
cular disease  although  acute  symptoms  are  lack- 
ing. The  diarrhea  and  steatorrhea  occasionally 
encountered  is  in  part  due  to  vascular  changes. 
Amyloid  is  deposited  in  the  wall  of  the  vessel  and 
progressively  thickens,  and  the  lumen  is  occluded 
to  a point  at  which  flow  is  impeded  and  gross  in- 
farction to  the  area  served.25  Bleeding  may  occur 
and  malabsorption  may  be  partly  on  a vascular 
basis  with  stasis  and  bacterial  growth  due  to  hypo- 
motility  and  stasis  contributing. 

Conclusion 

Vascular  disease  of  the  small  bowel  is  acute  and 
chronic.  Early  recognition  of  large-vessel  isch- 
emic disease  can  help  improve  survival  and  pre- 
vent catastrophe  if  earlier  surgical  intervention  is 
undertaken.  Early  mesenteric  arteriography 
should  be  performed  in  patients  with  suspected 
atherosclerotic  disease.  Small-vessel  disease  oc- 
curs in  the  diseases  associated  with  dysproteinem- 
ia  and  immune  complex  disorders.  Awareness  of 
possible  vascular  complications  and  need  for  sur- 
gery may  help.  Steroids  may  help  in  some  in- 
stances. 
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Physicians  Help  Make 
Rhythm  Work 


As  ovulation  approaches,  daily  autopalpation  of 
the  cervix  uteri  picks  up  a softening  and  gaping  of 
the  os,  a cephalad  shift,  and  a mucus  hypersecre- 
tion and  liquefaction.  After  ovulation,  these  signs 
reverse  while  the  waking  temperatures  are  rising. 
The  physician  and  paraprofessionals  teach  a 
woman  how  to  observe  and  record  these  changes. 
On  a special  diary-form  for  these  signs,  she  circles 
a number  corresponding  to  the  reading  on  her 
thermometer,  graduated  in  0.1°F.  The  numbers 
are  easy  to  transcribe  over  the  telephone  for  super- 
vision and  interpretation.  Coitus  is  omitted  on 
possibly  fertile  days.  Unlike  the  all-or-none  ap- 
plication of  contraceptives,  this  system  may  be 
more  or  less  strict  as  needed.  Special  help  must 
be  given  postpartum,  during  lactation,  in  pro- 
longed anovulation,  cessation  of  oral  contracep- 
tives, and  in  the  menopause. 


EDWARD  F.  KEEFE,  M.D. 

New  York  City 

Honorary  Senior  Assistant,  Department  of  Obstetrics  and 
Gynecology,  St.  Vincent's  Hospital  and  Medical  Center 


Rhythm  is  making  a comeback,  a new  rhythm 
based  on  recognition  of  the  fertile  period  which  in 
any  menstrual  cycle  probably  lasts  no  more  than 
four  days.  Oral  contraceptives,  intrauterine  de- 
vices, and  surgical  sterilization,  with  their  accom- 
panying problems,  have  long  preoccupied  physi- 
cians. Thus,  many  couples,  who  could  not  find 
sympathetic  help  from  their  physicians  in  apply- 
ing rhythm  in  their  lives,  have  turned  to  couple- 
to-couple  and  woman-to-woman  teaching. 

It  is  to  bring  physicians  up  to  date  and  to  show 
how  they  can  function  beyond  such  lay  instructors 
that  I have  prepared  this  report. 

How  long  after  coitus  can  sperm  fertilize  an 
ovum?  How  long  after  ovulation  can  an  ovum  be 
’ertilized?  We  do  not  need  to  know  exactly; 
imple  rest  from  coitus  at  the  right  time  will  avoid 
oregnancy. 

Schemes  to  predict  each  fertile  period  from  pre- 
vious menstrual  dates  have  become  obsolete;  they 
:ould  not  recognize  delays  of  ovulation  and  so  led 
o unintended  pregnancies.  Although  it  is  con- 
ventional to  do  so,  we  really  should  not  number 
he  days  of  a cycle  from  the  first  day  of  menstrua- 
ion.  That  day  is  only  “the  beginning  of  the  end” 
)f  the  previous  cycle.  A new  cycle  really  begins 
vhen  new  ovarian  follicles  begin  to  ripen.  To 
ivoid  days  that  may  be  fertile  we  now  begin  and 
;nd  abstinence  by  signs  of  the  cervix,  the  cervical 
nucus,  and  the  body  temperature. 

Cervical  signs 

Mv  patients  have  made  some  interesting  discov- 
ries  about  the  cervical  signs;  they  are  the  least 
mown  of  the  indices  of  the  possibly  fertile  days,  so 
will  begin  with  them.  I feel  certain  you  will 
gree  they  are  striking  signs,  once  you  and  your 
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patient  learn  them,  too.  Did  you  know  that  the 
cervix  itself  changes  at  the  time  of  fertility?  Yes, 
new  textbooks  illustrate  the  os  of  the  cervix  open 
at  the  time  of  ovulation  and  closed  at  other  times. 
They  do  not  mention  that  by  autopalpation  of  the 
cervix  a woman  can  determine  for  herself  her  po- 
tentially fertile  days  just  as  she  would  check  the 
position  of  her  contraceptive  diaphragm  or  the  tail 
of  her  intrauterine  contraceptive  device. 

Let  us  consider  the  cervix  the  day  just  before 
ovulation.  The  cervix  is  then  relatively  high  in 
the  pelvis,  since  estrogens  have  contracted  its  sup- 
ports at  the  base  of  the  broad  ligaments,  and  it  is 
barely  within  reach  of  a woman’s  finger  in  the  va- 
gina. She  usually  must  press  downward  through 
the  abdominal  wall  with  her  other  hand  on  the 
body  of  the  uterus  to  lower  the  cervix.  The  cervix 
feels  “rubbery”  or  “soft,”  with  a core  of  firmer  tis- 
sue. It  feels  like  the  lip;  during  the  rest  of  the 
cycle  it  feels  like  the  tip  of  the  nose.  The  os  ad- 
mits the  finger  tip  as  far  as  down  to  the  root  of  the 
fingernail  in  multiparae  who  have  had  cervical  lac- 
eration; in  nulliparae  it  feels  like  a dimple. 

After  ovulation,  within  a day  or  two,  the  cervix 
abruptly  changes.  It  becomes  firm,  closed,  lower, 
and  easier  to  reach.  It  remains  so,  right  through 
menstruation  about  fourteen  days  later  and  until 
the  onset  of  the  next  preovulatory  time.  This 
abrupt  drop  and  closure  will  be  the  first  change  to 
strike  your  patient  as  she  evaluates  her  cervix  each 
day.  Then  an  indefinite  number  of  days  after 
menses  the  cervix  begins  to  soften  and  to  open  and 
draw  up.  This  change  is  gradual  and  is  not  always 
progressive.  It  takes  four  days  or  more  to  reach 
its  maximum  at  ovulation;  we  consider  these  days 
“fertile.” 

Cervical  mucus 

These  preovulatory  changes  in  the  cervix  coin- 
cide with  changes  in  the  mucus  it  secretes.  Pa- 
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tients  learn  mucus  changes  faster  than  cervical 
changes.  Most  women  have  already  observed  epi- 
sodes of  thin,  clear,  watery,  slippery  mucus  at  the 
vulva.  Typically,  for  four  or  five  days  the  pattern 
of  cervical  mucus  is  the  reverse  of  that  discharged 
from  the  nose  during  a cold.  That  is,  before  the 
preovulatory  time  it  is  a plug  of  semisolid,  opaque, 
white,  or  yellowish  mucus,  similar  to  that  at  the 
end  of  a cold,  which  is  hard  to  remove  from  the 
canal  because  it  holds  together.  It  is  sticky,  tacky, 
or  viscous.  This  plug  ends  up  ultimately  at  the 
vulva  as  a string  about  2 or  3 cm.  long  and  about  3 
or  4 mm.  in  diameter,  having  been  displaced  from 
the  canal  of  the  cervix  by  secretion  of  thinner, 
more  abundant,  and  clearer  mucus. 

As  ovulation  approaches,  the  volume  of  mucus 
secreted  is  intensified  by  a tenfold  increase  in  its 
water  content.  As  with  nasal  mucus  at  the  onset 
of  a cold,  or  like  an  uncooked  egg  white,  one  can 
draw  the  mucus  into  a thin  thread  up  to  20  cm. 
long.  This  ropiness,  called  Spinnbarkeit  in  Ger- 
man, is  maximum  when  the  secretion  is  at  thin- 
nest, clearest,  and  most  abundant  state.  Obvious- 
ly this  mucus  assists  the  spermatozoa  to  penetrate 
the  canal  of  the  cervix;  at  other  times,  thick, 
scanty  mucus  blocks  them. 

Your  patient  should  squeeze  the  cervix  between 
her  fingers  to  gather  a sample  of  the  current 
mucus  if  available.  She  withdraws  a sample,  in- 
spects it,  and  tests  it  for  ropiness.  In  touching  the 
cervix,  when  mucus  is  present  the  cervix  feels  slip- 
pery; when  it  is  absent  it  feels  dry  or  gritty. 

For  three  or  four  days  there  is  usually  enough 
mucus  secreted  to  make  even  the  vulva  contin- 
uously wet  and  slippery.  Portions  of  the  mucus 
come  away  on  toilet  tissue  used  after  urination.  It 
is  most  important  to  explain  the  naturalness  of 
this  discharge.  Unfortunately,  many  physicians 
have  been  treating  physiologic  changes  of  cervical 
mucus  as  disease.  If  infection  is  suspected,  it 
should  be  diagnosed  by  laboratory  aids.  Within 
three  or  four  days  after  ovulation,  the  mucus  dis- 
appears. 

Body  temperature 

The  next  sign,  the  best  known  at  present,  is  a 
change  in  waking,  or  so-called  “basal,”  tempera- 
tures. I regret  that  over  twenty-five  years  the 
same  arbitrary  conditions  for  taking  these  have 
been  laid  down  in  textbooks  and  on  record  forms 
as:  “Don’t  move,”  or  even,  “Keep  your  head 
still.”  This  has  driven  many  women  away  from 
the  system.  Getting  to  sleep  at  a regular  hour  and 
arising  at  the  same  hour  each  day  are  important 
requisites.  Most  housewives  generally  have  to  get 
right  out  of  bed  on  awakening.  To  make  tempera- 
ture charting  easier  so  it  can  be  used  by  at  least  20 
per  cent  more  women,  instruct  your  patient  to 
place  the  t hermometer  in  her  mouth,  get  up  from 
bed,  quietly  go  about  her  chores  for  five  minutes, 


and  then  read  it.  Several  of  my  patients  com- 
pared the  daily  temperature  reading  while  lying  ir 
bed  with  the  reading  after  five  minutes  up  anc 
about;  there  was  no  difference.  Rectal  tempera 
ture  taking  has  no  special  validity;  my  patients 
found  that  simultaneous  oral  and  rectal  measure 
ments  on  awakening  conform  quite  closely. 

For  several  days  preceding  ovulation,  the  tern 
peratures  are  at  a level  of  around  97.5°F.,  or  drif 
downward  to  the  low  phase.  Then,  following  ovu 
lation,  while  the  mucus  disappears  and  the  cervi: 
descends,  firms,  and  closes,  the  waking  tempera 
tures  significantly  rise  each  day,  an  effect  of  pro 
gesterone.  After  three  or  four  days  they  an 
around  98.1°F.,  that  is,  0.5°F.  or  0.7°F.  highe 
than  they  were  before  ovulation.  This  high  phasi 
stays  pretty  level  until  it  drops,  just  before  or  dur 
ing  menstruation;  this  is  a true  menstruation,  oi 
which  I shall  comment,  as  distinguished  from  ano 
vular  menstruation. 

Upward  movement  of  the  temperature  line  fo 
at  least  three  days  has  for  thirty  years  been  sue 
cessfully  used  by  itself  as  a sign  of  the  postovulatc 
ry  infertile  period.  It  will  be  the  first  sign  you 
patient  will  apply  in  practice  while  learning  th 
other  changes  in  the  mucus  and  the  cervix.  Afte 
gaining  experience,  she  will  find  she  need  tak 
temperatures  at  the  critical  time  only. 

Teaching  your  patient 

Ideally,  arrange  your  patient’s  appointment  i 
her  preovulatory  time,  at  which  you  will  have  t 
guess  from  her  previous  cycles;  instruct  her  in  tl 
details  given  previously.  You  may  have  to  alls 
squeamishness  and  unreasonable  fear  of  infectic 
or  irritation  of  the  cervix.  Then  on  the  examinir 
table  with  a Graves  speculum  expose  the  cerv 
and  let  her  look  at  it  with  a mirror  in  her  han< 
With  forceps  remove  a sample  of  mucus  from  tl 
os  of  the  cervix  and  explain  its  characteristics  ’ 
her.  At  the  same  visit  have  your  nurse  teach  h 
how  to  read  an  Ovulindex  thermometer.  Tl 
nurse  sets  several  typical  readings  on  a samp 
thermometer  by  dipping  it  in  a glass  of  lukewar 
water  and  shaking  it  down  to  around  96°F.  Yo> 
patient  reads  these  settings  until  she  is  skilled  b 
fore  she  leaves  the  office.  This  instruction  is  ir 
portant.  The  nurse  also  teaches  her  how  to  circ 
the  temperature  readings  on  the  numerical  Ovi 
index  chart  and  how  to  record  next  to  then' 
words  or  symbols  her  mucus  and  cervical  findin 
for  each  day. 

Interpretation 

Review  the  record  after  the  first  week  to  be  si  i 
the  patient  understands.  From  the  numerid 
chart  the  patient  accurately  dictates  her  reccl  ; 
over  the  phone  to  the  nurse  who  takes  down  t» 
information  and  passes  a transcript  to  you  (Fig.  • 
When  you  pick  up  the  phone  the  record  is  in  fro- 
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Cervix  Reodings  and 

Not 

8i  Mucus 

24  i97* 

2 3 4 5 < p 8 9 98  1 

7 3 

4 5 6 7 8 9 9«_L. 

** 

234  5*089  98  1 

2 3 

4 5 6 7 8 9 9V 

I97®1 

2 3 0^5  6 7 8 9 98  1 

2 3 

4 5 6 7 8 9 9^. 

11 

^9^ 

2 3 4 5 6^5  9 98  1 

2 3 

4 5 6 7 8 9 99-4 

9^7*1 

2 3 405  7 8 9 98  1 

2 3 

4 5 6 7 8 9 9S-J 

^97# 

23fl»56789  98l 

2 3 

4 5 6 7 8 9 9»4* 

* 

234ft  5 789  98  1 

2 3 

4 5 6 7 8 4^09^ 

V 

2 3 40  5 7 8 9 98  1 

2 3 

4 5 6 7 

I 

} 3 O 5 6 7 8 9 98  1 

2 3 

4 5 6 7 ^ 

2 

rCL4  5 6 7 8 9 98  1 

2 3 

4 5 6 7 

3 

2 3 <0  6 7 8 9 98  1 

2 3 

4 5 6 7 8 9 99^t^ 

4 

2 3 4 5 6 98  1 

2 3 

4 5 6 7 8'-  9^ 

23456789  9Tt» 

2 3 

4 5 6 7 8 9 9*- 

(o 

<^970 

23456789  98  1 

4 5 6 7 8 9 99"t 

7 

9^970 

23456789  98  1 

2 O 

J 

4 5 6 7 8 9 9^» 

* 

23456789  98  1 

4 5 6 7 8 9 9**' 

^?7  ' 

23456789  98  1 

4 5 6 7 8 9 

JO 

^97  1 

23456789  98  1 

> 

9 5 6 7 8 9 9^- 

v^97  1 

23456789  980 

4 5 6 7 8 9 9^4 

12 

.^97 

23456769  98  1 

^3 

456789 

:IGURE  1.  Portion  of  diary  for  numerical  record  of  wak- 
ng  (basal)  temperatures.  Symbols  on  left  record  eleva- 
ion  of  cervix  and  aperture  of  os.  On  right,  texture  and 
/olume  of  cervical  mucus  are  graded  (idealized  example). 

>f  you.  This  is  quite  different  from  sending  a pa- 
ient  home  to  make  a chart  for  two  or  three 
nonths  and  then  bringing  it  in  for  evaluation,  a 
ystem  with  a high  dropout  rate.. 

If,  luckily,  the  first  visit  had  coincided  with  ovu- 
ation  time,  the  chart  is  likelv  to  show  on  the  first 
•all  a rise  in  temperatures  confirming  that  ovula- 
ion  has  taken  place.  You  can  give  the  patient  the 
green  light”  to  have  coitus  during  this  current 
>ostovulatory  period.  In  the  next  two  or  three  cy- 
les,  for  the  greater  security,  let  the  couple  abstain 
tntil  you  diagnose  each  ovulation  over  the  phone 
n the  basis  of  temperature  and  mucus  records.  I 
lclude  the  charge  for  this  service  in  my  initial  fee. 
'his  relieves  the  patient  of  the  responsibility  of  in- 
erpreting  records  until  she  is  experienced. 

In  the  beginning,  for  greater  security,  the  couple 
bould  abstain  until  the  cervix  closes,  the  mucus 
isappears,  and  the  temperatures  are  up. 

afe  days 

Experienced  women  identify  certain  days  after  a 
'ue  menstruation,  defined  previously,  as  those 
ays  on  which  the  cervix  is  firm,  closed,  and  dry. 
hese  are  practically  safe  days,  and  especially  so 


are  the  two  days  after  a four-day  menses.  Any 
staining  on  these  days  should  be  dealt  with  by  a 
fresh  tampon  or  a tap-water  douche  before  coitus. 
As  days  pass,  the  likelihood  of  running  into  the 
signs  of  the  fertile  preovulatory  time  becomes 
greater. 

I hope  in  time  we  will  be  able  to  evaluate  preo- 
vulatory days  more  exactly.  To  the  question  “Is 
conception  possible  today?”  on  about  five  days  we 
answer  definitely  “yes,”  on  many  days  definitely 
“no,”  and  on  some  days  with  our  present  knowl- 
edge we  can  only  answer  “maybe.”  On  the 
“maybe”  days  the  risk  of  unintended  pregnancy  is 
up  to  the  couple.  How  urgent  is  it  to  avoid  preg- 
nancy? Is  the  patient  skilled  and  experienced? 
How  clear-cut  are  her  signs?  Can  nongenital  ex- 
pressions of  love  sustain  the  couple  during  the 
time  of  sexual  abstinence?  Although  my  system 
may  be  applied  more  or  less  strictly,  contracep- 
tives must  be  applied  faithfully  at  all  times;  the 
woman  is  unaware  of  whether  she  is  in  the  fertile 
time  or  not. 

In  certain  conditions  your  patients  will  not  be 
able  to  determine  their  status  alone.  You  as  a 
physician  can  help  when  ovulation  is  not  occur- 
ring, as  during  (1)  postpartum,  (2)  lactation,  (3) 
the  premenopause,  and  (4)  stress  amenorrhea. 
You,  the  physician,  must  determine  whether  ovu- 
lation is  imminent  or  not. 

In  the  case  of  low  estrogen  activity,  as  during 
full  lactation,  several  signs  are  obvious;  the  walls 
of  the  vagina  and  the  cervix,  when  exposed  with  a 
speculum,  are  cherry-red  and  translucent  just  as 
they  are  after  the  menopause.  Mucus  is  scanty  or 
absent.  Take  a sample  of  vaginal  cells  from  the 
posterior  fornix  with  a cotton-tipped  applicator  or 
with  forceps,  suspend  it  in  a drop  of  tap  water,  and 
examine  under  your  microscope.  If  you  prefer, 
send  a Papanicolaou  smear  for  an  estrogen  index. 
What  are  called  parabasal  cells  predominate;  they 
are  small  and  round,  and  the  nuclei  are  relatively 
large  in  proportion  to  the  cell  size.  You  can  say 
“ovulation  is  not  imminent,”  and  for  the  next  few 
days  the  patient  may  have  coitus  with  freedom. 
This  examination  can  be  repeated  as  required. 

In  a different  case,  the  vaginal  vault  is  hazy, 
whitish-pink  and  relatively  opaque.  The  cervical 
canal  has  a moderate  amount  of  rather  thin 
mucus.  The  vaginal  cells  under  the  microscope 
are  predominately  large  and  polygonal  squames. 
Their  nuclei  are  relatively  small,  and  many  are 
hardly  more  than  a tiny  dot.  This  intermediate 
state  may  go  on  for  several  weeks.  You  must  cau- 
tion that  a quick  surge  of  luteinizing  hormone  and 
an  ovulation  at  any  time  cannot  be  precluded;  ab- 
stinence is  advisable. 

After  a course  of  oral  progestogen  or  estrogen,  a 
standard  treatment  for  amenorrhea,  the  withdraw- 
al bleeding  may  be  followed  in  ten  or  twelve  days 
by  ovulation.  When  a patient  has  a long  disap- 
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pointing  delay  in  ovulation,  I sometimes  treat  her 
with  a course  or  two  of  oral  medication  in  hope  of 
inducing  a spontaneous  ovulation,  during  which 
treatment  she  does  not  ovulate  and  is  “safe.”  The 
longer  such  a patient  in  prernenopause  goes  with- 
out ovulation  the  less  likelihood  there  is  for  ovula- 
tion to  ever  come  spontaneously  again.  The  men- 
opause finally  arrives. 

Comment 

Organizations  such  as  the  Natural  Family  Plan- 
ning Association  of  Connecticut*  help  couples  to 
follow  this  system,  to  find  the  benefits  of  system- 
atic abstinence.  All  methods  of  family  limitation 
have  disadvantages;  however,  through  rhythm, 
couples  have  greater  joy  in  their  sexual  relation- 
ships. In  periods  of  abstinence  they  strengthen 
and  develop  mature  love  for  each  other.  They  are 
thrilled  or  intellectually  stimulated  by  awareness 
of  the  wife’s  fertility.  Many  women  are  reluctant 
these  days  to  take  unnecessary  drugs,  particularly 
those  that  interfere  with  natural  functions.  They 
welcome  natural  techniques. 

* Box  250,  New  Haven,  Connecticut  06512. 


Children  learn  from  their  parents  about  this  sys- 
tem. I have  had  patients  who  taught  their  moth- 
ers as  well  as  their  friends.  When  the  signs  of  a 
woman’s  fertility  are  generally  known,  the  role  of 
the  physician  as  an  instructor  will  be  easier. 

Designed  originally  for  Catholic  couples,  this 
system  is  also  useful  for  others  who  want  to  give 
up  contraception  without  plunging  immediately 
into  a pregnancy.  They  may  apply  systematic  ab- 
stinence less  strictly,  understanding  that  pregnan- 
cy is  liable  to  occur  as  they  gradually  encroach  or 
the  “probably  fertile”  days. 

To  the  question  “Will  rhythm  work  for  us?”  th( 
answer  is:  “It’s  the  other  way  around,  you  mus 
work  for  rhythm”. 

30  East  40th  Stree 
New  York,  New  York  lOOli; 
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“You  are  in  excellent  shape  for  a man  of  sixty-five.  What  a pity  that  you  are  only  forty!” 
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There  were  34,526  urine  specimens  submitted 
o our  laboratories  for  culture  in  1974.  Fewer 
han  25  per  cent  of  these  proved  to  have  bacteri- 
tlogically  significant  findings.  Microscopic 
•creening  of  the  urine  sediment  was  therefore  eval- 
lated  as  a possible  method  of  avoiding  unneces- 
ary  culture  procedures  and  thereby  reducing 
■osts. 

Materials  and  methods 

Microscopic  screening  was  performed  on  urine 
pecimens  collected,  processed,  and  transported  to 
he  laboratory  by  routine  methods  at  the  time  the 
pecimens  were  plated.  An  aliquot  of  urine  was 
pun  for  five  minutes  at  3,000  rpm  on  a standard 
aboratory  centrifuge.  One  drop  of  the  sediment 
hus  obtained  was  placed  on  a microscope  slide 
ind  covered  with  a cover  glass.  Ten  to  20  fields 
vere  then  examined,  magnified  450  times. 

The  method  of  evaluating  the  sediment  outlined 
n Table  I w'as  developed  by  trial  and  error  in 
vorking  with  several  hundred  specimens.  Speci- 
nens  were  plated  by  spreading  one  1/1,000-ml. 
alibrated  loopful  of  uncentrifuged  urine  across 
he  surface  of  a sheep  blood  agar  plate  and  another 
cross  the  surface  of  a MacConkey  agar  plate, 
lecords  were  kept  of  the  point  score  and  bacterio- 
Dgic  findings  for  640  consecutive  cultures. 

The  following  definitions  were  used  in  interpret- 
rig culture  results: 

1.  Bacteriologically  positive:  more  than  100,000 
colonies  per  milliliter  of  enterococcus,  a yeast  species, 
or  a gram-negative  bacillus  in  pure  or  nearly  pure  cul- 
ture. 

* Supported  in  part  by  Training  Grant  5T01  A100405-05 
rom  the  National  Institute  of  Allergy  and  Infectious  Disease. 


A method  for  microscopically  screening  the  urine 
sediment  was  devised  which  detected  98  per  cent  of 
specimens  with  more  than  100,000  colonies  per 
milliliter  of  enterococci,  gram-negative  bacilli,  or 
yeasts  in  640  consecutive  specimens  while  rejecting 
472  as  unsuitable  for  culture.  The  method  was 
nevertheless  rejected  for  use  in  the  bacteriology 
laboratory  because  it  missed  many  specimens  with 
borderline  findings  and  because  its  employment 
would  probably  not  result  in  cost  reduction.  Evi- 
dence is  presented  from  review  of  the  literature 
that  no  other  presently  available  noncultural 
screening  procedure  is  suitable  for  routine  labora- 
tory use  in  the  detection  of  bacteriuria. 


TABLE  1.  Procedure  for  screening  urine  sediment 
magnified  450  times 

Microscopic  Finding 

Score 

Scattered  organisms  in  every  field 

1 point 

Many  organisms  in  every  field 

2 points 

Heavy,  nearly  confluent,  organisms 

3 points 

in  every  field 

Organisms  recognizable  as  rods,  chains 

1 point 

of  cocci,  or  yeasts 

Three  or  more  white  blood  cells  in 

1 point 

any  3 consecutive  fields 

Squamous  epithelial  cells  in  any 

Minus  1 point* 

. 3 fields 

*Add  total,  consider  specimens  scoring  2 or  more  points  suit- 
able for  plating 


2.  Questionably  positive:  pure  or  nearly  pure  cul- 
ture reflecting  either  10,000  to  100,000  colonies  per 
milliliter  of  the  previously  mentioned  organisms, 
more  than  100,000  colonies  per  milliliter  of  a gram- 
positive  organism  other  than  enterococcus,  or  mixed 
culture  which  includes  more  than  100,000  colonies  per 
milliliter  of  a gram-negative  bacillus. 

3.  Bacteriologically  negative:  not  as  previously 

mentioned. 

The  time  to  perform  various  procedures  was 
measured  by  the  author  working  at  his  fastest  pos- 
sible rate  with  groups  of  20  specimens. 

Results 

Only  2 of  92  bacteriologically  positive  speci- 
mens, 2.2  per  cent,  would  have  been  rejected  by 
the  aforementioned  procedure,  but  13  of  30  ques- 
tionably positive  specimens  would  have  been 
found  unsuitable  for  culture  (Table  II).  The  bac- 
teriologic  findings  in  these  15  rejected  cultures 
were:  more  than  100,000  colonies  per  milliliter  of 
an  Enterobacteriaceae  species  in  2 specimens; 
12,000  to  80,000  colonies  per  milliliter  of  an  En- 
terobacteriaceae species  or  Pseudomonas  aerugi- 
nosa in  7;  more  than  100,000  colonies  per  milliliter 
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TABLE  1 1.  Comparison  of  microscopic  findings  with 
culture  results 

^Number  of  Specimens-^ 
Scoring 


Culture  Result 

Less  Than 
2 Points 

2 or  More 
Points 

Bacteriologically 

2 

90 

positive 

Questionably 

13 

17 

positive 

Bacteriologically 

457 

61 

negative 

Totals 

472 

168 

of  coagulase-negative  Staphylococcus,  Group  B 
Streptococcus  or  diphtheroids  in  5;  and  33,000 
colonies  per  milliliter  of  a yeast  species  in  1. 

The  time  required  to  centrifuge  and  microscopi- 
cally screen  100  specimens  was  151.3  minutes. 
The  time  to  plate  100  specimens  and  to  scan  the 
plates  was  192.3  minutes.  At  these  ideal  rates, 
plating  all  of  the  640  specimens  and  scanning  the 
plates  would  have  required  twelve  hundred  thirty- 
one  minutes.  Microscopically  screening  all  of  the 
specimens  and  then  plating  and  subsequently 
scanning  the  168  which  scored  2 or  more  points 
would  have  consumed  twelve  hundred  ninety-one 
minutes. 

Comment 

A noncultural  screening  procedure  suitable  for 
laboratory  use  in  the  detection  of  bacteriuria  must 
yield  very  few  false-negative  results.  Since  urine 
culture  is  often  the  definitive  test  for  the  diagnosis 
of  urinary  tract  infection  or  chronic  bacteriuria, 
screening  procedures  which  reject  any  appreciable 
number  of  bacteriologically  positive  specimens  as 
unsuitable  for  culture  may  not  be  used.  A moder- 
ate number  of  false-positive  results  can  be  tolerat- 
ed since  each  positive  test  is  followed  up  by  cul- 
ture. 

Many  noncultural  screening  methods  have  been 
described  for  the  detection  of  bacteriuria  (Table 
III).  Several  of  these  can  be  used  advantageously 
in  epidemiologic  surveys.713  Previous  descrip- 
tions have  shown  that  all  have  been  associated 
with  occasional  or  frequent  false-negative  results 
(Table  III). 

Microscopic  examination  of  the  urine  sediment 
has  proved  as  reliable  as  any  other  method  in  pre- 
vious studies  in  detecting  bacteriuria.  The  mate- 
rials that  it  requires  are  inexpensive  and  readily 
available.  It  was  hoped  that  a suitable  method 
could  be  found  of  evaluating  the  sediment  and 
that  this  method  could  be  used  to  reduce  costs  by 
eliminating  the  need  to  culture  many  bacteriologi- 
cally negative  specimens. 

Unfortunately,  the  best  method  which  could  be 
devised  appears  to  have  serious  deficiencies.  Al- 
though it  was  highly  successful  in  detecting  speci- 


TABLE  III.  Noncultural  screening  tests  for  bacteriuria 
(per  cent) 


Method 

False 

Positive* 

False 

Negative* 

Bacteria  seen  in  urine  sedi- 

1 to  22 

0 to  67 

ment1-2 

Bacteria  and/or  white  blood 

13 

4 

cells  in  sediment2 

Microscopic  examination  of 

5 to  17 

12  to  21 

uncentrifuged,  unstained 
urine1-3 

Gram  stain  of  uncentrifuged 

7 to  17 

5 to  30 

urine4-5 

Catalase  test1-6 

2 to  55 

0 to  57 

Absence  of  glucose  in 

0 to  1 

4 to  34 

urine7* 

Triphenyltetrazolium 

0 to  14 

0 to  72 

chloride  reduction7’ 

Nitrate  reduction1 -2-7-1  0 

0 to  4 

10  to  66 

Incubated  nitrate  test1 

0 to  24 

2 to  49 

Nitrate  and  triphenyltetra- 

4 

4 to  11 

zolium  chloride7’1 1 T 

Limulus  assay5 

4 

14 

Luciferase  assay1 2 

20 

4 

* Given  100,000  colonies  per 

milliliter  as 

definition  of  pos 

tivity. 

+ Reagent  strips  (Microstix). 


mens  with  more  than  100,000  colonies  per  millili 
ter  of  Enterococci  or  gram-negative  bacilli,  speci 
mens  with  between  10,000  and  100,000  colonie: 
per  milliliter  of  gram-negative  bacilli  and  thosi 
with  more  than  100,000  colonies  per  milliliter  o 
various  gram-positive  organisms  were  oftei 
missed.  These  culture  results  are  often  due  t< 
contamination,  but  they  may  be  associated  witl 
symptomatic  urinary  tract  infection.14-16  I 
should  be  said  that  microscopic  screening  of  th 
sediment  is  probably  no  worse  than  other  non 
cultural  methods  in  detecting  these  findings.2,5’12 

Perhaps  more  important,  the  use  of  microscopi 
screening  would  probably  not  reduce  costs.  Sav 
ings  would  undoubtedly  occur  in  the  cost  of  aga 
plates,  but  the  results  of  this  study  show  that  a 
increase  in  the  work  time  per  specimen  woul 
probably  occur,  leading,  perhaps,  to  increase 
labor  costs.  This  would  be  particularly  true  if 
were  possible  to  reduce  the  number  of  bacteriolof 
ically  negative  specimens  submitted  for  cultur- 
and  thus  increase  the  percentage  selected  for  pla 
ing  by  the  screening  procedure.  In  addition,  m 
croscopic  screening  would  require  the  careful  a 
tention  of  a skilled  technician,  while  routine  pla 
ing  can  be  done  by  the  least  highly  trained  labor; 
tory  workers. 

Thus  microscopic  screening  of  the  urine  sed 
ment  appears  to  be  unsatisfactory  for  laboratoi 
use  for  the  detection  of  bacteriuria.  Review  of  tl 
literature  suggests  that  all  other  presently  avai 
able  methods  are  associated  with  false-negative  r 
suits  at  least  as  frequently  as  microscopic  scree) 
ing,  and  many  are  probably  more  costly  (Tab 
III).  Efforts  at  reducing  the  number  of  unnece 
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sary  urine  cultures  must  be  directed  at  changing 
ordering  patterns  by  the  requesting  sources.  Once 
an  unnecessary  specimen  has  arrived  at  the  labo- 
ratory, the  most  efficient  course  of  action  is  to  cul- 
ture it. 

Room  6N22 
Jacobi  Hospital 
Bronx  Municipal  Hospital  Center 
Pelham  Parkway  South  and  Eastchester  Road 
The  Bronx,  New  York  10461 
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AMA  urges  physicians  to  help  hold  down 
hospital  costs 

American  physicians  are  urged  to  make  a determined 
effort  to  help  hold  down  hospital  costs  in  a new  book, 
“Physician-Hospital  Relations,”  published  in  August, 
1975,  by  the  American  Medical  Association. 

The  AMA  recommends  that  hospitals  routinely  make 
available  to  physicians  list  of  rates  and  charges  for 
rooms  and  for  common  tests  and  procedures;  that  hospi- 
tal governing  boards,  administrators,  and  medical  staffs 
consult  regularly  about  rates  and  charges  in  efforts  to 
find  ways  to  lower  costs;  and  that  physicians  be  urged  to 
continue  their  efforts  to  order  only  measures  necessary 
for  the  diagnosis  and  treatment  of  their  patients. 

The  physician’s  consideration  must  be  based  on  selec- 
tion of  the  best  care  procedures  for  his  patient,  but 
when  alternative  measures  of  equal  effectiveness  are 
available  at  different  costs,  the  physician’s  selection  of 
treatment  should  include  consideration  of  costs,  the 
AMA  recommends. 

The  103-page  book  is  an  updated  version  of  a similar 
publication  from  1964.  Designed  for  the  use  of  hospital 
medical  staff  officers  and  members,  medical  society 
committees  dealing  with  hospitals,  and  hospital  admin- 
istrators, board  members,  and  attorneys,  the  book  pro- 
vides guidance  for  resolving  intrahospital  conflicts 
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among  physicians,  medical  staffs,  boards,  and  adminis- 
tration. 

“The  hospital  today  might  be  described  as  an  organ- 
ism with  a large  number  of  legs — inpatient  care,  outpa- 
tient care  including  emergency  care,  education  (gradu- 
ate and  continuing  education  for  physicians  and  train- 
ing for  allied  health  personnel),  research,  and  outreach 
into  the  community  through  home  care  programs,  affili- 
ation with  neighborhood  health  centers  and  social  ser- 
vices— and  three  heads:  board,  administration  and 

medical  staff,”  says  the  introduction. 

“The  problems  arise  when  the  three  heads  disagree 
about  their  respective  roles  and  responsibilities  and 
about  directing  the  legs  to  move  in  a coordinated  man- 
ner toward  the  goal  of  improved  patient  care.  From 
outside  the  hospital,  other  pressures  are  being  increas- 
ingly noted  from:  government  at  all  levels:  private  third 
parties  purchasing  care,  such  as  insurors,  employers, 
and  labor  groups,  and  the  consumers  themselves.” 

The  book  was  prepared  under  direction  of  the  Com- 
mittee on  Private  Practice  of  the  AMA’s  Council  on 
Medical  Service,  by  the  staff  of  the  Department  of  Hos- 
pitals and  Health  Facilities  of  the  AMA’s  Division  of 
Medical  Practice. 

“Physician-Hospital  Relations”  is  available  from 
Order  Department,  American  Medical  Association,  535 
North  Dearborn  St.,  Chicago,  111.  60610.  Price  is  $4, 
with  reductions  for  quantity  orders. 
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Letters  to  the  Editor 


Insect  stings 

To  the  Editor:  I’m  engaged  in  what  seems  at  times  to 
be  a one-man  crusade.  As  an  allergist  I’m  acutely  aware 
of  the  life-or-death  situations  that  can  be  created  by  in- 
sect stings.  I’ve  run  into  several  cases  where  death 
could  have  been  prevented  if  an  emergency  insect  sting 
kit  had  been  available. 

We  physicians  give  insect  sting  kits  to  patients  who 
need  them,  and  we  train  them  in  their  use.  Yet  people 
in  positions  of  responsibility — school  nurses  or  princi- 
pals, forest  rangers,  scoutmasters,  and  others  who  may 
encounter  people  in  allergic  shock — don’t  have  the  kits, 
nor  do  they  know  how  to  use  them.  Most  state  laws 
prohibit  sales  of  such  kits  without  the  prescription  of 
physicians.  We  physicians  train  our  insect  allergy  pa- 
tients to  use  them  and  see  that  a kit  is  available  to  them. 
I think  state  laws  should  be  changed  so  that  persons  in 
the  kinds  of  key  positions  indicated  above,  after  receiv- 
ing appropriate  training,  could  purchase  the  kits  with- 
out prescription.  I hope  others  feel  likewise  and  will  be 
motivated  to  write  their  legislators  to  change  the  laws. 

I would  also  appreciate  hearing  from  other  physicians 
who  know  of  cases  where  the  use  of  an  insect  sting  kit 
would  have  prevented  death.  Write  me  at:  Doctors 

Park,  Building  4-C,  Asheville,  N.C.  28801. 

CLAUDE  A.  FRAZIER,  M.D. 

Doctors  Park , Bldg.  4 
Asheville,  N.C.  28801 


Tonsils  and  adenoids 

To  the  Editor:  I am  surprised  at  your  printing  the  very 
nonscientific  article  by  Dr.  Karelitz,  “Tonsillectomy  and 
Adenoidectomy.”*  This  article  should  be  labeled  “A 
Personal  Opinion.”  There  are  no  studies,  for  instance, 
to  back  up  his  statement  that  “removal  of  the  tonsil  pos- 
sibly increased  the  tendency  to  infection.” 

He  states  that  mastoidectomy  can  be  cured  with  anti- 
biotics, this  is  frequently  true,  however,  mastoiditis  on 
antibiotics  can  also  result  in  a brain  abcess  or  meningi- 
tis. On  the  other  hand,  he  suggests  that  antibiotic  ther- 
apy should  be  continued  in  catarrhal  otitis  media.  There 
is  no  evidence  that  antibiotics  help  this  disease  at  all, 
which  is  due  to  an  obstruction  of  the  eustachian  tube, 
unless  the  obstruction  itself  is  caused  by  bacterial  infec- 
tion. I do  have  respect  for  Dr.  Karelitz,  and  pediatri- 
cians in  general,  as  I have  been  trained  in  both  pediat- 
rics and  ear,  nose,  and  throat  surgery.  However,  I think 
that  an  article  in  a scientific  journal  based  on  opinion 
and  not  facts  is  fraught  with  danger. 

GORDON  F.  SCHAYE,  M.D. 

Assistant  Clinical  Professor  of 
Otolaryngology 
Mt.  Sinai  School  of  Medicine 
New  York,  New  York 
‘Karelitz,  S.:  Tonsillectomy  and  Adenoidectomy;  Are  there 
too  many?,  New  York  State  •(.  Med.  75:  2428  (Nov.)  1975. 
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Treatment  of  Tumors 
of  Genitourinary 
Tract 

GERALD  P.  MURPHY,  M.D.  D.Sc. 

Buffalo,  New  York 

Director,  Roswell  Park  Memorial  Institute,  State  of  New  York 
Department  of  Health,  State  University  of  New  York  at  Buffalo 


The  clinical  control  of  various  types  of  genitouri- 
nary cancer  is  currently  undergoing  substantial  al- 
teration and  change.  Multinodal  treatment,  in- 
cluding surgery,  radiation  medicine,  and  chemo- 
therapy, is  being  used  in  ever  increasing  frequency, 
applied  together  or  in  sequence  at  various  stages  of 
these  diseases.  Almost  without  exception,  new  in- 
formation or  the  application  of  information  from 
nongenitourinary  cancers  has  suggested  that  much 
more  can  be  achieved  with  the  careful  application 
of  chemotherapy.  Spectacular  results  have  been 
documented  in  the  cases  of  Wilms’  tumors  and  tu- 
mors of  the  testis.  More  will  be  available  shortly 
to  aid  in  the  management  of  other  genitourinary 
cancers,  for  example,  prostatic  cancer.  However, 
the  field  of  chemotherapy  is  constantly  changing 
and  expanding,  and  one  must  closely  follow  these 
areas.  The  current  status  is  described  in  this  re- 
port. 


The  treatment  of  genitourinary  tumors  is  critical- 
ly dependent  on  accurate  diagnosis  and  clinical 
staging.  Both  the  staging  and  grading  of  numer- 
ous urogenital  tumors  has  been  found  to  have  a di- 
rect bearing  on  the  clinical  results  regardless  of  the 
modality  of  treatment.  Today,  more  than  at  any 
previous  time,  the  combination  of  operative  inter- 
vention, radiation  therapy,  and  chemotherapy 
both  pre-  and  postoperatively  is  being  utilized  in 
controlled  clinical  trials  and  even  in  routine  cir- 
cumstances for  a variety  of  tumors  of  the  genitour- 
inary tract.  The  current  status  of  such  therapy 
therefore  represents  somewhat  of  a changing  spec- 
trum based  on  unfolding  results  and  ongoing  clini- 
cal investigation. 

Kidney 

The  staging  of  renal-cell  carcinoma  has  been  rel- 
atively accepted  in  most  major  cancer  institutes 
for  some  time  (Fig.  I).1  Inspection  of  most  results 
from  such  an  institution  is  shown  in  Table  I.  Lo- 
calized tumors  of  Stage  1 or  even  Stage  2 show  a 50 
per  cent  or  above  five-year  survival  rate  that  is  rel- 
atively maintained  for  ten  years  and  beyond.  Pre- 
operative radiation  therapy  has  not  been  found  to 
be  of  sufficient  value  in  our  hands  or  in  other  stud- 
ies to  date.1  Postoperative  radiotherapy  is  limited 
to  treatment  for  palliative  factors  such  as  focal 
pain.  Although  progestational  agents  have  occa- 
sionally been  associated  with  spectacular  results  in 
any  randomized  trial,  this  has  been  limited  to  less 
than  10  per  cent  and  most  specifically  without  any 
detectable  response  in  bony  lesions.2  Monitoring 
the  response  to  chemotherapy  has  been  a problem 
since  most  patients  are  in  an  advanced  Stage  4 
condition  when  they  receive  this  treatment.  Re- 


cent reports  have  shown,  however,  that  carcinoem- 
bryonic  antigen  assays  can  be  used  with  some  ben- 
efit.3 Our  own  current  chemotherapy  results  for 
treatment  of  metastatic  renal-cell  carcinoma  have 
been  encouraging.4  Initial  favorable  responses 
with  a nitrosourea  (CCNU)  now  show  additional 
improvement  in  combinations  with  vinblastine 


AND/OR  THE  PERINEPHRIC  FAT 


STAGE  BT-TUMOR  INVOLVEMENT  OF 
REGIONAL  LYMPH  NODES 


STAGE  m DISTANT  METASTASES 


VC  = Veno  Cava-,  A=Aorta 


FIGURE  1.  Clinical  staging  of  renal-cell  carcinomas  at 
Roswell  Park  Memorial  Institute  and  other  major  compre- 
hensive cancer  centers. 
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TABLE  I.  Renal-cell  carcinoma:  distribution  of  256 
cases  staged  at  Roswell  Park  Memorial 
Institute,  1946—1965 


Survival  (Per  cent) 

Number 

Five 

Ten 

Stage 

of  Cases 

Years 

Years 

Stage  I 

46 

57 

52 

Stage  II 

40 

49 

40 

Stage  III 

24 

17 

10 

Stage  IV 

146 

11 

2 

(Velban)  or  alone.4  Responses  have  not  been  con- 
fined to  soft  tissue  and  have  involved  bony  lesions 
and  other  objectively  measurable  lesions.  Early 
trials  are  now  beginning  which  utilize  the  concep- 
tual advantages  of  chemotherapy  for  Stage  3 or 
Stage  2 renal  tumors.  It  would  appear  that  in  this 
area  additional  favorable  results  should  be  antici- 
pated. 

Wilms’  tumor 

The  addition  of  chemotherapy  to  the  treatment 
of  this  tumor  has  led  to  much  better  results  as  well 
as  better  coordination  of  the  treatment  program  in 
the  experience  of  most  clinical  groups.  Four  of  5 
patients  are  presently  considered  to  be  cured  of 
their  disease  as  a result  of  a coordinated  program 
of  operation,  irradiation,  and  chemotherapy.5 
The  American  National  Wilms’  Tumor  Study 
Group  is  currently  assessing  the  value  of  abdomi- 
nal radiation  in  Stage  1 patients  and  other  factors 
such  as  chemotherapy  in  Stage  4 patients. 

Wolff  and  his  associates  in  19746  found  an  inter- 
mittent long-term  course  of  actinomycin  D of  ben- 
efit in  terms  of  the  increased  period  of  survival 
and  found  that  it  had  some  effect  on  late  tumor  re- 
currence. 

Prophylactic  radiation  of  the  lungs  in  some  chil- 
dren has  also  been  advocated.'  In  one  report  of 
metastatic  Wilms’  tumor,  whole-lung  radiation  in 
fractionated  dose  combined  with  actinomycin  D 
resulted  in  a 54  per  cent  disease-free  interval  for 
two  years.8  It  would  thus  appear  that  radiation 
therapy  has  some  value  in  the  management  of 
Wilms’  tumor  patients,  both  in  terms  of  the  treat- 
ment of  metastatic  disease  and  in  terms  of  the  ab- 
dominal condition.9  What  appears  curious  and 
unresolvable  at  the  present  time  is  the  effect  of  in- 
termittent chemotherapy  as  exemplified  by  Wolff 
and  associates.6  Although  the  survival  rates  were 
relatively  similar  in  most  groups,  an  alteration  in 
the  pattern  of  metastases  in  late  recurrence  is,  of 
course,  a subject  to  be  further  pursued.  It  does 
suggest  that  maintenance  chemotherapy,  even  in 
the  earlier  stages  of  the  disease  without  the  evi- 
dence of  metastases,  may  have  some  benefit. 
Such  an  interdisciplinary  approach  of  various 
modalities  has  been  advocated  by  others.10 

Thus,  for  Wilms’  tumor  the  Stage  1 lesions  with 


localized  disease  usually  have  a very  good  progno- 
sis, even  without  high-dose  radiation  or  prolonged 
chemotherapy.11  The  survival  rate  in  Stage  2 is 
usually  influenced  directly  by  triple  therapy  in- 
volving nephrectomy,  irradiation,  and  prolonged 
chemotherapy.11  In  Stage  4,  metastatic  disease  to 
the  lungs,  and  Stage  3 patients,  some  do  not  pres- 
ently find  widespread  satisfactory  responses  to 
this  aggressive  approach.11  Bilateral  tumors  are 
relatively  rare  but  usually  can  be  managed,  de- 
pending on  the  size  and  location,  by  the  triple 
modality  treatment.  It  does  appear  that  the  area 
for  improvement  in  the  management  of  this  dis- 
ease state  will  be  that  of  timing  and  dosage  of  care- 
fully administered  postoperative  radiation  and  the 
selection  of  intermittent  chemotherapy  of  a pro- 
longed nature.11 

Neuroblastoma 

The  use  of  radiation  and  partial  surgical  treat- 
ment for  neuroblastoma  has  been  well  estab- 
lished.12,13 During  the  evolution  of  medical  on- 
cologic management  of  these  disease  states,  vari- 
ous agents  have  been  utilized.  Before  1967,  pa- 
tients were  generally  treated  with  partial  or  com- 
plete surgical  excision  if  feasible  and  low-dose 
postoperative  radiation  with  or  without  actinomy- 
cin D or  cyclophosphamide  therapy.13  After  1967 
most  patients  received  chemotherapy  utilizing  vin- 
cristine sulfate  and  cyclophosphamide  (Cytoxan). 
Patients  in  the  groups  with  early-stage  disease  also 
generally  had  partial  or  complete  surgical  excision 
following  adjunctive  postoperative  high-energy  ra- 
diation therapy  at  a higher  dosage  rate.13  Al- 
though some  improvement  in  survival  rate  has 
been  seen  utilizing  such  criteria,  at  the  present 
time  the  management  of  metastatic  neuroblasto- 
ma in  an  older  child  with  an  undifferentiated 
tumor  remains  a therapeutic  dilemma  which  will 
require  further  clinical  investigation.  A recent 
study  has  described  children  with  widespread  neu- 
roblastoma who  had  not  received  prior  therapy 
and  were  treated  with  cyclophosphamide  alone  in 
pulse  fashion  or  cyclophosphamide  and  vincristine 
on  alternate  weeks.14 

Thus,  at  present,  occasional  good  responses  can 
be  obtained  by  the  use  of  various  drug  agents  in 
children  over  one  year  of  age  with  widespread  dis- 
ease secondary  to  neuroblastoma.  Response  rate 
to  date,  however,  has  not  been  particularly  impres- 
sive, and  for  the  most  part  the  responses  have  been 
only  partial  in  degree  and  transient  in  duration. 
More  work  in  this  particular  field  is  most  urgently 
needed. 

Childhood  sarcomas 

Embryonal  rhabdomyosarcoma  is  one  of  the 
more  frequent  forms  of  childhood  solid  tumors.15 
It  is  third  in  incidence  compared  to  Wilms’  tumor 
and  neuroblastoma  in  the  child.  Approximately 
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20  per  cent  of  these  tumors  will  occur  in  the  geni- 
tourinary tract  and  thus  present  a problem  in 
management.15  In  contrast  to  many  sarcomas, 
initial  spread  of  embryonal  rhabdomyosarcoma 
may  often  be  to  the  regional  lymph  nodes.  This, 
of  course,  depending  on  the  location,  presents  an 
opportunity  for  surgical  management  by  the  con- 
cerned surgeon. 

Chemotherapeutic  management  of  the  various 
types  of  sarcoma  have  involved  postoperative 
courses  of  radiation  following  effective  surgery 
with  intermittent  use  of  actinomycin  D,  doxorubi- 
cin (Adriamycin),  and  vincristine  with  intermit- 
tent doses  of  cyclophosphamide  and  then  repeat- 
ing this  cycle.  Some  benefit  has  been  seen  to  date, 
but  understandably  the  results  are  few.  Sarcomas 
of  the  vagina,  bladder,  and  prostate  are  equally 
rare,  but  again,  good  results  have  been  seen  fol- 
lowing effective  surgery  and  postoperative  radia- 
tion combined  with  chemotherapy.15  Most  re- 
cently, combination  chemotherapy  utilizing  vin- 
cristine, actinomycin  D,  and  cyclophosphamide 
has  been  reported  by  Wilbur16  to  have  been  suc- 
cessfully used  in  conjunction  with  radiation  thera- 
py and  surgical  intervention.  The  toxic  effects, 
however,  of  this  treatment  in  adults  can  be  more 
severe  than  in  children.16  Current  chemotherapy 
modalities  involve  the  comparison  of  the  standard 
schedule  with  a pulse  dose  schedule.16 

Testicular  cancer 

Carter  and  Wasserman17  at  the  National  Cancer 
Institute  have  organized  a limited  cooperative 
study  addressed  to  the  management  of  nonsemino- 
matous  tumors  of  the  testis.  While  the  question 
of  bilateral  retroperitoneal  lymph  node  dissection 
as  well  as  the  place  of  radiotherapy  may  be  un- 
settled, it  is  equally  true  that  the  timing  and  vari- 
ety of  chemotherapy  at  various  stages  of  the  dis- 
ease, regardless  of  the  histologic  entity  in  the  pri- 
mary testis  tumor,  remain  unsettled.  Because  of 
the  relative  scarcity  of  testicular  tumors,  such 
studies  are  almost  impossible  without  a pooling  of 
resources  among  institutions  involved  in  the  treat- 
ment of  these  neoplasms.  A testicular  tumor 
study  group  has  been  formed  by  the  National  Can- 
cer Institute,  the  Cancer  Therapy  Evaluation  Pro- 
gram under  the  leadership  of  Carter  and  Wasser- 
man.17 This  multidisciplinary  group  includes 
urologists,  radiotherapists,  chemotherapists,  and 
surgeons  from  Memorial  Sloan-Kettering  Insti- 
tute, Roswell  Park  Memorial  Institute,  M.  D.  An- 
derson Hospital  and  Tumor  Institute,  Walter 
Reed  Army  Hospital,  the  Mayo  Foundation,  and 
Bethesda  Naval  Hospital.  Their  current  protocol 
under  evaluation  is  listed  in  Figure  2.  As  was 
stated  earlier,  almost  all  therapeutic  approaches 
for  Stage  1 and  Stage  2 testicular  neoplasms  in- 
volve the  use  of  combined  modalities  of  surgery 
and  radiation  following  orchiectomy.  While  there 
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FIGURE  2.  Testicular  tumor  study  group  protocol  for  ad- 
juvant therapy  of  Stage  2 testicular  carcinoma.  Retroper- 
itoneal lymph  node  dissection  followed  by  radiation  thera- 
py, chemotherapy,  or  radiation  therapy  plus  chemothera- 
py. Currently  this  program  is  under  evaluation  by  Carter 
and  Wasserman17  of  the  National  Cancer  Institute. 


may  be  some  variations  in  opinion  about  histologic 
types,  there  are  equal  differences  of  opinion  as  to 
the  benefit  of  retroperitoneal  node  dissection 
alone.  The  particular  protocol  described  in  Figure 
2 would  address  itself  to  answering  both  that  prob- 
lem as  well  as  the  potential  benefit  of  intermittent 
or  postoperative  chemotherapy.  In  disseminated 
carcinoma,  various  trials  have  been  attempted  in- 
cluding the  use  of  vinblastine  and  bleomycin  com- 
paring vinblastine  plus  bleomycin  plus  actinomy- 
cin D.1'  These  combinations  may  or  may  not 
prove  to  be  of  value  in  our  current  evaluation.  It 
is  apparent  from  the  design  of  the  protocol  de- 
scribed in  Figure  2 that  the  critical  need  in  this 
disease  entity  is  adequate  staging.  This  fact  has 
been  more  than  well  established  by  the  routine 
performance  of  retroperitoneal  node  dissection, 
not  only  for  tumor  control,  but  also  to  identify 
those  patients  in  whom  the  prognosis  is  poor  and 
may  warrant  other  adjunctive  means  of  treatment. 
Controlled  trials  in  this  case  are  indispensable  and 
must  be  dealt  with.  As  stated,  in  the  presence  of 
widespread  metastatic  disease,  a variety  of  agents 
have  been  employed  throughout  the  world.18  At 
present,  most  agree  on  the  employment  of  chlor- 
ambucil in  the  presence  of  seminoma.  There  have 
been  reports,  however,  of  some  remissions  fol- 
lowing cyclophosphamide.18  Isolated  case  reports 
on  various  agents  include  melphalan,  nitrogen 
mustard,  actinomycin  D,  sarcolysine,  nitrofura- 
zone,  and  even  a vitamin  B complex.18  At  the 
present  time,  most  agree  that  chlorambucil  alone 
is  usually  sufficient. 

The  triple  use  of  chlorambucil,  methotrexate, 
and  actinomycin  D has  been  tried  on  occasion  in 
the  earlier  years  at  Memorial  Hospital  and  else- 
where.19 In  terms  of  nonseminomatous  tumor, 
single-agent  therapy  is  usually  evolved  around  ac- 
tinomycin D.18  Other  agents  that  have  been  used 
singly  in  widespread  disease  and  may  have  shown 
limited  activity,  have  included  vincristine,  vinblas- 
tine, and  mithramycin.17’18  Bleomycin  and  doxo- 
rubicin are  also  under  initial  evaluation.1.  Most 
authors  agree  that  embryonal  cell  carcinoma,  non- 
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seminomatous  tumor,  is  the  most  resistant  to  che- 
motherapy, particularly  in  the  presence  of  wide- 
spread disease.17’18  Triple-drug  therapy  originally 
described  by  Li  et  al.  in  I96019  had  gradually  been 
modified,  although  a substantial  number  of  re- 
sponders were  initially  seen.  At  present,  vinblas- 
tine and  bleomycin  appear  to  afford  some  promise 
when  used  in  various  combinations.17  There  is 
even  a report  of  the  beneficial  effects  of  high-dose 
cyclophosphamide  in  metastatic  testicular  tumor 
states.20  A recent  report  describes  some  benefit 
using  medroxyprogesterone  acetate  in  patients 
with  metastatic  nonseminomatous  tumors.21 

Our  experience  at  Roswell  Park  Memorial  Insti- 
tute has  demonstrated  the  superiority  of  multiple 
sequential  chemotherapy  with  bleomycin,  vinblas- 
tine, doxorubicin,  cyclophosphamide,  and  actino- 
mycin  D for  the  treatment  of  advanced  testicular 
carcinoma,  Stage  3.  To  improve  these  results  we 
have  subsequently  modified  our  protocol,  chang- 
ing the  doses  and  administration  schedule  of 
bleomycin,  adding  platinum  diaminedichloride, 
and  combining  chemotherapy  with  reductive  sur- 
gery before  and/or  during  the  treatment.  Objec- 
tive response  was  observed  in  all  the  new  protocol 
patients.  These  preliminary  results  clearly  indi- 
cate the  superiority  of  the  modified  version  of  our 
protocol  which  in  combination  with  reductive  sur- 
gery yields  an  objective  response  of  100  per  cent 
and  a complete  clinical  remission  rate  of  76.9  per 
cent.  If  we  consider  that  all  the  patients  treated 
were  failures  of  previous  therapy  and  had  a life  ex- 
pectancy between  three  to  six  months  when  re- 
ferred to  Roswell  Park,  it  does  not  seem  too  opti- 
mistic to  predict  that  in  the  near  future  it  will  be 
possible  to  control  this  disease  in  its  more  ad- 
vanced stages. 

Prostate  cancer 

In  1974  an  estimated  54,000  new  cases  of  pros- 
tatic cancer  will  be  diagnosed  in  the  United  States. 
Approximately  18,000  patients  will  die  of  this  dis- 
ease. Despite  numerous  clinical  advances  and  in- 
novations with  hormonal  palliation,  age-adjusted 
death  rates  for  prostatic  cancer  have  not  signifi- 
cantly changed  in  the  past  forty  years. 

The  probability  of  developing  cancer  of  the 
prostate  increases  with  age.  Death  rates  appear  to 
be  higher  in  white  married  men  aged  fifty-four  to 
seventy-four  years  than  in  single  men.22  There  is 
also  some  suggestion  that  in  certain  population 
groups,  mortality  rates  are  rising  faster  in  non- 
white males  than  in  white  males.23-25  Studies  are 
currently  being  conducted  by  the  National  Pros- 
tatic Cancer  Project  to  determine  if  a high-risk 
group  can  be  further  identified. 

Primary  treatment.  A small  number  of  pa- 
tients with  localized  prostatic  nodules  or  disease 
can  be  effectively  managed  by  radical  prostatecto- 
my (Fig.  3).  The  number  of  patients,  however,  is 
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FIGURE  3.  Clinical  staging  of  prostatic  cancer. 


limited  despite  all  attempts  to  increase  general 
physical  examinations  and,  particularly,  rectal  in- 
spection and  biopsy  in  the  elderly  male. 

Some  investigators  feel  that,  on  occasion,  an  in- 
operable prostatic  carcinoma  can  be  converted 
into  an  operable  tumor  by  the  concurrent  or  pre- 
operative use  of  estrogens.26  Radiotherapy  from 
external  sources  has  generally  proved  less  than 
satisfactory  in  patients  with  advanced  prostatic 
carcinoma  and  has  sometimes  been  associated 
with  pathologic  evidence  of  tumor  persistence  in 
the  primary  or  metastatic  sites.  However,  Bag- 
shaw,  Kaplan,  and  Sagerman27  have  demonstrated 
that  cure  can  be  achieved  by  primary  radiation 
therapy  in  selected  patients  with  early  disease. 
Others  have  combined  interstitial  radioactive  gold 
and  external  sources;  early  results  indicate  possi- 
ble primary  therapeutic  value  and  will  obviously 
be  closely  followed  with  great  interest.28’29 

Palliation  therapy.  Our  results  with  palliative 
therapy  for  patients  with  advanced  prostatic  carci- 
noma, regardless  of  the  estrogen  dosage  or  the 
presence  or  absence  of  orchiectomy,  have  not  re- 
vealed a large  number  of  cardiovascular  deaths, 
contrary  to  other  studies  (Table  II).  In  our  study, 
there  were  few  dropouts  or  crossovers,  and  the  pa- 
tients were  without  a significant  degree  of  prior 
liver  disease.  However,  death  from  causes  unre- 
lated to  prostatic  carcinoma  remains  an  important 
factor  and  on  occasion  can  pose  a significantly 
greater  threat  to  patients  with  localized  disease 
than  to  those  with  advanced  prostatic  carcinoma 
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TABLE  II.  Prostatic  carcinoma:  cause  of  death  by 
primary  treatment* 


Cause  of  Death 

Orchiectomy 
Alone  in 
69  Patients 
(Per  Cent) 

Estrogen  and 
Orchiectomy 
in  256 
Patients 
(Per  Cent) 

Prostatic  carcinoma 

47.4 

64.7 

Other  neoplasms 

32.8 

6 

Cardiovascular  diseases 

13.2 

22.9+ 

Other, 

mainly  respiratory 
diseases 

6.6 

6.4 

* Excluding  patients  who  are  alive  or  have  died  from  unknown 
causes.30 

t Not  statistically  significant. 


(Table  II).  Our  guidelines  for  conventional  hor- 
monal palliation  in  patients  with  advanced,  un- 
treated prostatic  carcinoma  are: 

1.  Withhold  therapy  until  the  patient’s  symp- 
toms or  general  condition  warrant  treatment. 

2.  Generally,  use  castration  alone,  although 
many  physicians  also  administer  diethylstilbestrol 
either  with  or  without  castration. 

3.  When  diethylstilbestrol  is  administered  fol- 
lowing symptomatic  or  clinical  relapse  after  castra- 
tion, limit  the  dose  to  1 mg.  daily.  There  is  some 
suggestion,  however,  that  3 mg.  per  day  may  pro- 
vide better  androgen  suppression  in  certain  pa- 
tients. 

4.  High-dose  estrogen  therapy,  from  a natural 
or  synthetic  source,  is  not  recommended  except  for 
selected  use  in  short-term,  acute  situations. 

Hypophysectomy  is  of  significant  palliative  ben- 
efit in  patients  with  relapsed  advanced  prostatic 
carcinoma  previously  treated  by  conventional 
methods.29  Studies  by  Scott29  have  shown  that 
hypophysectomy  is  also  effective  in  terms  of  the 
ratio  of  response,  relief  of  pain,  and  survival  of  the 
patient.  Open  hypophysectomy,  however,  is  a 
hazardous  procedure  in  many  patients  with  ad- 
vanced disease.  The  recently  advocated  trans- 
sphenoidal cryosurgical  hypophysectomy  has 
proved  more  satisfactory  and  less  hazardous.  In 
fact,  this  particular  approach  demonstrated  that  it 
is  unnecessary  to  achieve  complete  and  total  abla- 
tion of  the  pituitary. 

Results  of  adrenalectomy  for  prostatic  carcino- 
ma have  been  reviewed  recently.30’31  Patients 
who  had  a bilateral  adrenalectomy  performed  soon 
after  relapse  from  other  forms  of  palliation  gener- 
ally exhibited  a good  response.  The  excretion  of 
androgen  metabolites  as  measured  by  the  11- 
deoxy-17-ketosteroids  in  the  urine  shows  a sus- 
tained decrease  following  adrenalectomy  or  hypo- 
physectomy and  correlates  well  with  a clinical  re- 
mission. We  are  at  present  unable  to  predict 
which  patients  will  respond  to  either  adrenalec- 
tomy or  hypophysectomy,  although  a previous  re- 
sponse to  estrogen  and  castration  usually  predicts 


response  to  this  form  of  therapy  as  well.  Younger 
patients  generally  do  better  than  older  patients. 
Unfortunately,  with  a limited  degree  of  informa- 
tion, at  present  we  cannot  come  to  any  conclusions 
about  tumor  differentiation,  either  of  the  primary 
or  metastatic  lesions. 

Short-term  palliation  in  patients  with  wide- 
spread bony  metastases  has  also  been  achieved  by 
the  injection  of  radio-labeled  phosphorus,  but 
there  are  several  limitations  to  this  form  of  treat- 
ment. Initial  priming  with  successive  doses  of  tes- 
tosterone can,  on  occasion,  contribute  to  severe 
morbidity.  Recent  studies  utilizing  parathyroid 
hormone  have  exhibited  less  patient  morbidity. 
Another  limiting  feature  is  its  associated  anemia;  a 
patient  with  preexistent  anemia  is  not  a good  can- 
didate for  this  particular  treatment.  The  injec- 
tion of  phosphorus  usually  results  in  only  a few 
months  of  palliation,  but  can  be  repeated. 

The  National  Prostatic  Cancer  Task  Force 
Treatment  Group  has  currently  evaluated  several 
protocols  for  advanced  prostate  cancer.  In  their 
earliest  studies  comparing  the  effectiveness  of 
standard  treatment  to  5-fluorouracil  and  cyclo- 
phosphamide, the  group  determined  that  in  ad- 
vanced patients  with  relapse  after  all  forms  of 
available  therapy,  a significant  effectiveness  of  cy- 
clophosphamide could  be  demonstrated.32  Equal- 
ly important  in  this  particular  initial  observation 
on  a controlled  trial  basis  was  the  fact  that  chemo- 
therapy agents  gave  better  relief  from  pain  and 
other  palliative  benefits  than  the  standard  regi- 
mens that  were  being  used  at  the  various  institu- 
tions.32 

Bloom  and  Hendry33  observed  in  1973  that  a 
limited  response  of  prostatic  cancer  by  various  al- 
kylating agents  have  been  reported.  They  noted 
the  work  of  Weyrauch  and  Nesbet  in  1959,  of  Fox 
in  1965,  and  of  Flocks  in  1969.34  Pain  relief  and 
temporary  remission  occurred  in  6 of  12  cases  with 
disseminated  disease  treated  with  small  doses  of 
nitrogen  mustard  by  Flocks.34  Bloom  and  Hen- 
dry33 have  found  that  a combination  of  nitrogen 
mustard  and  5-fluorouracil  on  an  intermittent 
basis  obtained  subjective  improvement  for  up  to 
one  year  in  11  of  12  cases.  The  difficulty  in  dis- 
cussing response  rates  in  patients  with  such  ad- 
vanced disease,  of  course,  always  relates  to  the  cri- 
teria for  remission.  These  have  been  firmly  estab- 
lished on  a reasonable  basis  for  the  National  Pros- 
tatic Cancer  Task  Force.32 

There  is  some  initial  evidence  suggesting  that 
arterial  infusion  of  5-fluorouracil  may  also  have  a 
beneficial  effect  for  local  extensive  Stage  C and  D 
lesions  of  prostatic  cancer.35  Intraprostatic  injec- 
tions of  various  antitumor  agents  have  been  at- 
tempted on  an  experimental  basis  but  have  not 
shown  any  long-lasting  effect  in  man.36  One  must 
recall  that  in  all  of  these  patients  we  are  dealing 
with  a relatively  older  population,  already  beset 
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TABLE  III.  Results  at  Roswell  Park  Memorial  Institute 
from  chemotherapy  of  prostatic  carcinoma  stage  D, 
with  5-fluorouracil  and  cyclophosphamide  and 
doxorubicin  plus  cyclophosphamide* 


Results 

5- 

Fluorouracil 
and  Cyclo- 
phos- 
phamidet 

Doxorubicin 
and  Cyclo- 
phos- 
phamide** 

Total 

Number 

of 

Patients 

Objective 

response 

2 

3 

5 

Subjective 

response 

5 

5 

10 

Stable 

1 

3 

4 

Progression 

3 

0 

3 

TOTALS 

11 

11 

22 

* Follow-up  of  one  year. 

t 5-fluorouracil  8 mg.  per  kilogram  per  day  for  five  days  every 
month;  cyclophosphamide  4 mg.  per  kilogram  per  day  for  five 
days  every  month. 

**  Doxorubicin  40  mg.  per  square  meter  every  three  weeks; 
cyclophosphamide  200  mg.  per  day  for  four  days  every  three 
weeks. 

with  chronic  heart  and  lung  disease  in  many  in- 
stances and  with  a limited  bone-marrow  capacity. 
This  is  in  marked  contrast  to  other  genitourinary 
tumors  that  may  occur  in  younger-age  groups. 
Prostatic  cancer  does,  however,  infrequently  occur 
in  young  adults,  and  chemotherapy,  perhaps,  may 
have  a more  hopeful  outlook  in  some  of  these  rare 
instances.37  At  Roswell  Park  Memorial  Institute 
our  own  results  of  a randomized  study  utilizing  5- 
fluorouracil,  cyclophosphamide,  and  doxorubicin 
have  shown  a decrease  in  pain,  improvement  in 
performance  status,  and  stabilization  of  the  dis- 
ease in  a significant  number  of  patients  (Table 
III).  On  the  basis  of  these  initial  results  favoring 
cyclophosphamide  and  doxorubicin,  as  shown  in 
Table  III,  and  others  described  using  single-agent 
response  rate,  for  example,  cyclophosphamide,32  it 
does  appear  that  chemotherapy  may  now  be  indi- 
cated for  careful  use  in  patients  with  advanced 
prostatic  cancer  with  relapse  after  other  conven- 
tional forms  of  therapy.  Its  future  role  remains  to 
be  determined  and  can  be  aggressively  pursued 
under  properly  conducted  controlled  clinical  trials. 

Urinary  bladder 

Cytologic  examination  of  the  urinary  bladder 
does  not  give  consistently  positive  results  when 
tumor  is  present.  Thus,  a negative  examination 
result  on  follow-up  evaluation  is  of  limited  value. 
However,  the  presence  of  a positive  cytologic  ex- 
amination finding  in  the  hands  of  a competent  in- 
vestigator must  be  pursued  or  at  least  watched 
with  careful  interval  inspection.  Some  surgeons 
are  using  bilateral  hypogastric  arteriography  to  as- 
sist the  preoperative  staging  of  invasive  bladder 
tumors.  There  is  variable  ability  to  obtain  from 
pathologists  important  additional  information 
such  as  the  presence  or  absence  of  lymphatic  inva- 
sion. This  information  may  be  limited  by  the  size 
of  the  material  available  for  histopathologic  inves- 


tigation as  well  as  the  ability  of  the  urologist  to  ob- 
tain a suitable  biopsy.  Bimanual  examination 
under  anesthesia  combined  with  cystoscopic  eval- 
uation and  appropriate  biopsy  remains  a keystone 
of  such  assessment  and  provides  important  infor- 
mation for  treatment. 

High-grade,  high-stage  tumors  of  the  bladder 
provide  a high-risk  category.  Low-grade,  low- 
stage  tumors  provide  another.  High-grade  tumors 
with  a low  stage,  particularly  with  lymphatic  inva- 
sion, in  the  view  of  some,  should  also  be  treated 
with  agressive  surgical  approach  combined  with  or 
without  radiotherapy  and  chemotherapy.  Benign 
papillomas  generally  provide  no  difficulty.  How- 
ever, with  recurrent  papillomatosis  of  the  bladder, 
radiotherapy  is  of  little  value.  Intermittent  instil- 
lation of  triethylenethiophosphoramide  (thiotepa) 
may  assist  in  decreasing  the  recurrence  rate.  Such 
patients,  however,  must  continually  be  evaluated 
cystoscopically  on  an  interval  basis.  Transure- 
thral resection  for  low-grade,  superficial  tumors 
with  appropriate  interval  follow-up  can  be  suffi- 
cient. The  question  always  remains,  however,  as 
to  whether  or  not  the  tumor  has  been  completely 
resected.  The  presence  of  residual  urine  in  the 
opinion  of  many  is  an  indication  for,  at  a later 
date,  relief  of  any  outlet  obstruction.  European 
urologists  generally  feel  strongly  in  this  regard. 
Follow-up  cystoscopic  evaluation  under  anesthesia 
with  bimanual  examination  is  essential  with  any 
follow-up  evaluation.  The  site  of  the  tumor  and 
its  rate  of  recurrence  as  well  as  multiplicity  may 
complicate  diagnostic  or  clinical  decisions.  Uri- 
nary diversion  at  cystectomy  is  not  a simple  deci- 
sion. In  the  presence  of  ureteral  obstruction  and 
rapid  tumor  recurrence,  however,  based  on  the 
aforementioned  features  of  grade  and  stage,  radi- 
cal cystectomy  and  urinary  diversion  may  prove  to 
be  the  treatment  of  choice.  Individuality  of  care, 
as  in  other  cases  of  urogenital  carcinoma,  is  essen- 
tial. Generalizations  beyond  this  degree  would  be 
of  little  specific  benefit.  High-grade,  high-stage 
tumors  or  high-grade  rapidly  recurring  tumors 
must  be  treated,  in  the  opinion  of  many,  with  more 
aggressive  therapy  at  an  early  stage.  Segmental 
bladder  resection  may  have  its  place.  In  our  expe- 
rience, however,  this  is  not  frequent,  for  such  tu- 
mors seldom  occur  in  the  dome  of  the  bladder 
where  segmental  resection  can  readily  be  per- 
formed. 

Preoperative  radiation  therapy  combined  with 
radical  cystectomy  is  under  current  evaluation. 
The  role  of  external  preoperative  irradiation  to  the 
level  of  6,000  rads  advocated  by  some  requires  fur- 
ther evaluation.  Urinary  diversion  prior  to  such 
treatment  has  been  recommended  by  others  as  a 
means  of  decreasing  morbidity  and  postoperative 
complications,  when  cystectomy  is  to  be  done  after 
radiotherapy.  Postoperative  radiation  has  not 
been  of  particular  benefit.  Chemotherapy  in  com- 
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TABLE  IV.  Current  results  at  Roswell  Park  Memorial  Institute  with  chemotherapy  of  advanced  bladder  carcinoma 

with  doxorubicin  and  cyclophosphamide* 


/ — Cyclophosphamide  and — > 

Cyclophosphamidet , , Doxorubicin** , Doxorubicintt 


Responses 

Number 
of  Patients 
(Per  Cent) 

Stage 
(Number 
of  Patients) 

Number 
of  Patients 
(Per  Cent) 

Stage 
(Number 
of  Patients) 

Number 
of  Patients 
(Per  Cent) 

Stage 
(Number 
of  Patients) 

Number 

of 

Patients 

Objective 

8(38) 

A(4);  B(4); 

2(28.5) 

A(2);  B(0); 

8(53.3) 

A(5);  B(0); 

18 

response 

Subjective 

7(33.3) 

C(0);D(0) 
A(2);  B(l); 

2(28.5) 

C(0); D(0) 
A(0);B(1); 

4(26.6) 

C(0);D(3) 

A(1);B(1); 

13 

response 

Stable 

4(19) 

C(l);  D(3) 
A(1);B(2); 

0 

C(l); D(0) 
A(0);  B(0); 

0 

C(0);D(2) 
A(0);  B(0); 

4 

Progression 

2(9.5) 

C(0);D(1) 
A(1 );  B(0); 

3(43) 

C(0);  D(0) 
A(0);  B(0); 

3(20) 

C(0); D(0) 
A(0);B(0); 

8 

Total  Number 
of  Patients 

21 

C(0);D(1) 

7 

C(0);  D(3) 

15 

C(0);D(3) 

43 

* Follow-up  of  one  year. 

t Cyclophosphamide  = 1 Gra.  per  square  meter  every  three  weeks. 

**  Doxorubicin  = 75  mg.  per  square  meter  every  three  weeks. 

TT  Cyclophosphamide  and  doxorubicin  = doxorubicin  40  mg.  per  square  meter  every  three  weeks;  Cyclophosphamide  800  mg.  per 
square  meter  every  three  weeks. 


bination  with  this  remains  controversial,  and  the 
results  are  generally  considered  to  be  equivocal. 

Cyclophosphamide,  chlorambucil,  hydroxyurea, 
and  procarbazine  have  all  been  tried  but  without 
impressive  response  rates  in  patients  with  ad- 
vanced disease.17  It  would  appear  that  metho- 
trexate treatment  for  advanced  bladder  cancer  has 
been  successful  in  the  hands  of  several  authors.38 
Published  reports  that  have  been  collected  indi- 
cate a combined  response  rate  of  above  36  per 
cent.  These  objective  responses  have  been  seen  in 
advanced  cases,  and  these  results  have  been  dupli- 
cated in  the  Royal  Marsden  Hospital  series.38 
This  gives  considerable  hope  for  further  employ- 
ment of  5-fluorouracil  and  methotrexate  com- 
bined. In  our  own  institution,  good  results  have 
been  obtained  combining  cyclophosphamide  and 
doxorubicin.  In  a randomized  study  comparing 
the  effects  of  cyclophosphamide  alone  and  doxoru- 
bicin alone  with  a combination  of  doxorubicin  and 
cyclophosphamide,  regression  of  metastases,  sub- 
jective improvement,  and  stabilization  of  ad- 
vanced disease  states  were  frequently  observed 
(Table  IV).  Such  regimens,  in  our  opinion,  can 
now  be  effectively  used  in  advanced  disease  states 
and  may  have  a role  to  play  in  earlier  stages  of  the 
disease.  Other  agents  that  have  shown  some 
promise  in  a few  advanced  cases  where  they  have 
been  utilized  are  such  exotic  compounds  as  fluo- 
rinated  pyrimidines,  or  5-fluorodeoxyuridine 
(FUDR),17  an  extract  of  Streptomyces  peucetius 
var.  caesius  obtained  by  solvent  extraction  and 
chromatographic  purification.17  We  previously 
have  utilized  mitomycin  C in  27  patients  with  ad- 
vanced Stage  D testicular  carcinoma  at  Roswell 
Park.  Nineteen  of  these  were  considered  evalua- 
ble, and  an  objective  response  occurred  in  21  per 
cent  for  a significantly  long  period  of  time.  How- 
ever, the  major  toxicity  involving  myelosuppres- 


sion  and  occasional  nephrotoxicity  is  such  that 
this  single  agent  regimen  is  no  longer  being  pur- 
sued.39 

Penile  cancer 

All  suspicious  penile  lesions  should  be  carefully 
biopsied  and  subjected  to  pathologic  study  of  per- 
manent nature  and  not  frozen  section  before  a de- 
finitive treatment  course  is  chosen.  Assuming  no 
metastases  are  detected,  today  this  generally  in- 
cludes operative  or  radiation  therapy.  The  opera- 
tive therapy  has  been  described  by  many  with  cer- 
tain minor  variations.  At  Roswell  Park  Memorial 
Institute,  generally  in  one  sitting,  we  first  ampu- 
tate the  penis,  then  with  clean  and  separate  in- 
struments and  changing  drapes  for  each  inguinal 
node  area  perform  an  en  bloc  removal  of  the  su- 
perficial inguinal  nodes.  We  believe  this  should 
be  done  without  delay  and  in  most  cases,  regard- 
less of  the  stage  of  the  lesion.  Our  results  ob- 
tained in  the  past  and  at  the  present  time  support 
the  concept  that  deep  femoral  node  dissection  may 
not  necessarily  add  to  the  satisfactory  results 
achieved  with  simultaneous  superficial  bilateral 
inguinal  node  dissection  and  appropriate  penile 
amputation.  We  do  not  always  perform  deep  in- 
guinal or  iliac  node  dissection  if  the  superficial 
node  findings  are  positive. 

Total  penectomy  does  not  seem  to  be  more  ad- 
vantageous than  partial  penectomy  as  long  as  the 
entire  primary  tumor  can  be  removed  with  an  ade- 
quate margin,  at  least  2 cm.  Partial  penectomy  is 
preferred  to  circumcision  for  preputial  lesions 
since  all  patients  treated  with  circumcision  in  our 
group  had  local  recurrence.40 

The  staging  of  penile  cancers,  which  are  usually 
of  squamous-cell  origin,  is  a valuable  exercise, 
since  it  permits  some  valid  comparisons  of  results 
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TABLE  V:  Staging  of  squamous  cell  carcinoma  of  penis 
Stage  Characteristics 

I Tumor  limited  to  the  glans  penis  and/or  prepuce 

II  Tumor  with  invasion  of  the  corpora,  but  not 

involving  nodes  and  without  metastases 

III  Tumor  as  in  Stage  II,  but  with  proved  regional 

node  involvement 

IV  Tumor  with  distant  metastases 


achieved  by  different  groups.  The  system  devel- 
oped by  Fegen  and  Persky41  is  recommended 
(Table  V).  Using  such  a system,  DeKernion  et 
al.42  recently  described  three-year  survivors  of 
Stage  1,  95  per  cent;  Stage  2,  67  per  cent;  Stage  3, 
29  per  cent;  and  Stage  4,  0 per  cent.42  In  this  se- 
ries, early  node  dissection  was  not  employed  and 
in  this  author’s  opinion  is  reflected  in  the  sharp 
falloff  in  survival  in  Stage  3 as  compared  with 
other  series  where  a more  aggressive  approach  was 
employed.41  Most  urologists  are  in  agreement 
that  in  the  presence  of  pelvic  lymph-node  involve- 
ment, chemotherapy  or  a palliative  regimen  should 
be  selected.43  This  seems  reasonable. 

More  recently  certain  authors  have  advocated 
more  extensive  dissection  or  alterations  in  the  sim- 
ple and  relatively  uncomplicated  techniques  we 
have  described.  Since,  to  date,  there  is  no  evi- 
dence of  improvement  in  survival  in  a significant 
number  of  patients,  such  approaches  must  be  re- 
garded as  optional  or  secondary.44-46 

Follow-up  evaluation  of  all  penile  cancer  pa- 
tients is  important  and  should  be  carefully  ob- 
served. It  is  not  unusual  to  have  a local  recur- 
rence early  or  late  after  partial  or  even  total  ampu- 
tation of  the  penis,  although  most  recurrences  will 
become  evident  within  three  years.47  48  In  such 
cases,  surgical  management  usually  consists  of 
local  excision  and  plastic  revision  where  necessary. 

In  staging  of  carcinoma  of  the  penis,  some  have 
advocated  the  addition  of  laparotomy.49  While 
there  are  indeed  limitations  to  the  diagnostic  accu- 
racy of  lymphangiograms  in  the  presence  of  micro- 
scopic tumor  foci,  this  aggressive  approach  seems 
more  appropriate  for  posterior  urethral  cancers  in 
light  of  the  already  described  results  of  a surgical 
series  where  this  technique  had  not  been  uti- 
lized.40,42 

Laser  therapy  of  penile  cancer  has  been  re- 
ported in  the  past  but  is  not  generally  employed 
today.50  There  has  been  a wide  variety  of  reports 
employing  radiation  therapy  at  various  stages  of 
penile  cancer.  Some  prefer  its  use  only  in  the 
presence  of  what  is  called  inoperable  lymph  nodes, 
showing  gross  ulceration,  fixity,  and  invasion.51 
Others  have  utilized  radiation  in  all  stages.52  In 
the  latter  instance,  the  authors  found  that  ampu- 
tation of  the  primary  lesion  after  radiation  did  not 
better  the  patient’s  prognosis.  This,  however, 
says  nothing  about  lymph-node  involvement  since 
surgery  was  not  performed.  Biopsy  was  also  not 


available.  There  are,  however,  sufficient  series 
available  to  describe  the  results  obtained  in  all 
stages.53-56  The  groups,  however,  were  never  ran- 
domized and  have  a bias,  which  would  preclude,  to 
some  degree,  totally  definitive  conclusions.  A 58 
per  cent  five-year  survival  rate  for  Stages  1 and  2 
is  in  any  case  not  better  than  that  obtained  with 
surgery.41,55,56  There  is,  however,  no  question 
that  cure  of  the  primary  has  been  achieved.53  As 
in  most  radiation  series,  treatment  of  the  primary 
without  concurrent  lymph-node  therapy  is  not 
sound  and  will  never  yield  as  suitable  results  as  are 
currently  described  in  operative  series.54 

Topical  thiotepa  has  been  successfully  em- 
ployed for  local  treatment  of  penile  and  urethral 
lesions.57  Inspection  of  the  results  of  those  pa- 
tients with  penile  lesions,  however,  reveals  that  on 
follow-up  some  additional  form  of  treatment  was 
usually  required.  Intermittent  intravenous  meth- 
otrexate has  also  been  used  with  partial  success  in 
a small  number  of  patients  with  penile  cancer.58 
By  far  the  most  impressive  results  have  been 
achieved  using  bleomycin  as  described  by  Ichika- 
wa, Nakano,  and  Hirokawa,59  and  Van  Rooyen  and 
Haldane.60  In  the  future,  chemotherapy,  in  the 
opinion  of  some,  should  more  routinely  be  consid- 
ered in  Stages  3 and  4 lesions. 

Treatment  of  ureteral  tumors,  renal  pelvic  tu- 
mors, and  lesions  of  the  scrotum  as  well  as  adrenal 
gland  tumors  are  generally  confined  to  diagnostic 
procedures  associated  with  operative  intervention. 
The  chemotherapy  of  such  lesions  is  so  limited 
that  pertinent  discussion  and  review  at  this  time 
does  not  warrant  it  in  the  author’s  opinion. 

Conclusion 

As  stated  there  are  profound  changes  occurring 
in  the  combined  modality  treatment  of  genitouri- 
nary tumors.  This  is  evident  in  the  newer  ap- 
proaches and  results  from  prostate  cancer,  bladder 
tumors,  renal  tumors,  and  testicular  cancer.  The 
results  in  current  modalities  are  showing  apprecia- 
ble results,  but  doubtless  by  the  cooperative  in- 
ventions and  clinical  investigations  more  modifica- 
tions can  reasonably  be  anticipated  in  the  near  fu- 
ture. 

666  Elm  Street 
Buffalo,  New  York  14263 
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The  classification  of  odontogenic  tumors  is 
based  on  the  knowledge  of  tooth  development  ac- 
quired in  the  last  one  hundred  years.  An  observa- 
tion published  in  1874,  that  the  enamel  organ  had 
been  found  in  the  armadillo,  whose  teeth  contain 
dentin  but  no  enamel,  was  the  first  indication  that 
this  epithelial  organ  may  be  essential  for  the  con- 
version of  mesenchyma  into  odontoblasts  and  the 
formation  of  dentin.1  It  was  realized  shortly 
thereafter  that  “Where  there  is  no  epithelial 
sheath,  there  can  be  no  odontoblast  formation 
and,  consequently,  no  dentin.”  2 

That  the  ameloblastic  epithelium  is  responsible 
for  inducing  mesenchymal  cells  to  become  odonto- 
blasts, which  then  form  dentin,  was  finally  verified 
experimentally  in  the  1930s  by  transplantation  of 
tooth  germs3  and  in  vitro  studies.4  Furthermore, 
it  was  also  discovered  that  the  induction  was  recip- 
rocal, that  the  formation  of  dentin  by  the  odonto- 
blasts was,  in  turn,  a prerequisite  for  the  amelo- 
blasts  to  lay  down  enamel. 

We  now  consider  this  so-called  induction  theory 
as  the  basis  of  normal  odontogenesis;  it  is  also  the 
model  by  which  tooth-germ  tumors  have  been 
classified.5  The  term  odontome,  introduced  by 
Broca  in  1868, 6 was  first  loosely  applied  to  all 
odontogenic  tumors.  If  epithelial  elements  were 
present,  the  lesion  was  referred  to  as  an  epithelial 
odontome'  or  adamantine  epithelioma,  despite  the 


Ameloblastic  odontoma  is  a benign  tumor  of  the 
jawbones  occurring  usually  during  the  ages  of 
tooth  development,  somewhat  more  commonly  in 
boys  than  in  girls.  It  is  derived  from  tooth  germ 
elements,  and  corresponds  to  that  point  in  odonto- 
genesis when  mesenchymal  induction  has  proceed- 
ed to  the  formation  of  dentin  and  enamel,  but  be- 
fore the  degeneration  of  the  epithelium  which  cus- 
tomarily follows.  The  malignant  form,  ameloblas- 
tic odontosarcoma,  is  extremely  rare. 


occasional  presence  of  hard  dental  tissues,  that  is, 
dentin  and  enamel.8  The  induction  theory,  how- 
ever, led  to  the  conclusion  that  the  purely  epitheli- 
al odontogenic  tumors,  or  ameloblastomas,  could 
not  produce  hard  tissues,9  and  these  tumors  be- 
came clearly  segregated  from  the  odontomas,  those 
that  could. 

Based  on  their  structure,  these  have  been  subdi- 
vided into  (1)  compound  odontomas,  in  which  the 
hard  tissues  have  a tooth-like  arrangement,  (2) 
complex  odontoma,  the  enamel  and  dentin  lacking 
the  relation  of  normal  odontogenesis,  and  (3)  soft 
and  calcified  odontoma.  The  latter  tumor  con- 
tains, in  addition  to  hard  tissues  with  either  a 
complex  or  compound  arrangement,  a soft  compo- 
nent, epithelium,  similar  to  the  epithelial  structure 
of  the  enamel  organ.  This  lesion,  the  rarest  of  all 
odontomas,  now  known  as  ameloblastic  odontoma, 
is  the  subject  of  this  report.10 

Case  report 

This  four-year-old  boy  was  first  noticed  to  have  a 
growth  in  the  chin  in  March,  1969,  following  mild  trau- 
ma to  this  part.  The  mass  was  bony  hard,  seemed  to  be 
part  of  the  mandible  in  the  region  of- the  symphysis,  and 
was  virtually  painless.  Radiograms  revealed  a well- 
demarcated,  expansile  lesion  involving  the  right  side  of 
the  mandible  in  the  incisor  region  and  containing  multi- 
ple, small,  blotchy  calcific  densities  (Fig.  1A).  The  cal- 
cium content  was  concentrated  in  the  center  of  the  le- 
sion, and  the  peripheral  portion  was  more  radiolucent 
(Fig.  IB). 

On  April  18,  1969,  a 3-cm.,  partly  encapsulated  mass 
was  easily  enucleated  without  affecting  the  continuity  of 
the  mandible.  The  mass  consisted  of  a moderately  hard 
solid  tumor,  containing  multiple  calcified  foci,  but  no 
recognizable  tooth.  Histologic  examination  revealed  a 
complex  structure.  Parts  of  the  tumor  had  the  micro- 
scopic characters  of  typical  ameloblastoma  (Fig.  2A), 
but  most  of  it  showed  the  structure  illustrated  in  Figure 
2B  and  C. 

The  child  is  doing  well,  is  asymptomatic,  and  is  free  of 
recurrence  more  than  five  years  postoperatively.  The 
remaining  two  lower  incisors  now  fill  the  space  between 
the  canine  teeth;  the  osseous  defect  has  disappeared 
and,  except  for  the  missing  incisors,  the  mandible  ap- 
pears radiographically  normal. 
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FIGURE  1.  (A)  Frontal  radiograph  of  mandible  showing  lesion  in  right  lower  incisor  region.  Superimposition  over  spine 

accentuates  radiopaque  component.  (B)  Intraoral  (occlusal)  view  of  mandibular  lesion.  Periphery  of  tumor  radiolucent; 
central  portion  occupied  by  irregular,  mottled  calcifications.  Note  presence  of  impacted  tooth  near  base  of  lesion. 


FIGURE  2.  (A)  Microscopic  section  from  immature,  pe- 

ripheral part  of  tumor.  Note  epithelial  islands,  containing 
stellate  reticulum,  bordered  by  stratum  intermedium  and 
columnar  ameloblasts,  and  set  in  mesenchymatous  ma- 
trix. Appearance  suggests  ameloblastoma.  (B)  Photomi- 
crograph of  central  portion  of  tumor  showing  complex 
array  of  hard  tissues,  mesenchymal  elements,  and  epithe- 
lial remnants.  Circular  and  semicircular  bands  of  darkly 
staining  enamel  matrix  (heavy  arrow)  can  be  seen,  with 
ameloblasts  inside  and  lightly  staining  dentin  (thin  arrow) 
around.  (C)  Medium-power  photomicrograph  showing 
several  epithelial  islands  with  mesenchymal  induction. 
One  near  center  shows  darkly  staining  enamel  matrix 
(heavy  arrow)  in  apposition  to  columnar  ameloblastic 
layer.  Surrounding  enamel  is  lightly  staining  layer  of  den- 
tin of  irregular  thickness  (thin  arrow). 


Comment 

Most  of  the  lesions  designated  by  Thoma  and 
Goldman5  as  soft  and  calcified  odontomas  contain, 
in  addition  to  the  epithelial  component,  both 
enamel  and  dentin,  often  cementum  as  well,  and 
qualify  for  the  designation  of  ameloblastic  odonto- 
ma. The  type  in  which  dentin,  but  no  enamel,  is 
found  in  association  with  ameloblastic  epithelium 
has  been  called  immature  dentinoma,  a fi- 
broameloblastic  type.10  Some  authors  believe 


that  this  lesion,  if  allowed  to  mature,  becomes  an 
ameloblastic  odontoma  by  deposition  of  enamel, 
and  eventually  a compound  or  complex  odontoma 
when  the  epithelial  elements  degenerate.11’12  Be 
that  as  it  may,  when  a lesion  contains  both  these 
hard  tissues,  plus  enamel  epithelium,  it  is  now 
called  ameloblastic  odontoma. 

Some  of  these  tumors  have  appeared  in  the  lit- 
erature under  such  names  as  adamanto-odonto- 
ma13  and  odontoameloblastoma.14  Conversely, 
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some  cases  reported  as  ameloblastic  odontoma 
have  been  devoid  of  hard  tissues  and  probably 
belong  to  the  category  of  ameloblastic  fibroma.15 

Incidence.  Ameloblastic  odontoma  is  generally 
considered  to  be  a rare  tumor.  It  has  been  found 
to  constitute  only  3 per  cent  of  all  odontogenic  tu- 
mors.11 It  is  more  frequent  in  children  than  in 
adults;  the  average  age  of  these  patients  is  eleven 
and  one-half  years,  with  a range  of  from  six 
months  to  thirty-nine  years.16  The  lesion  favors 
boys  over  girls  in  a ratio  of  3 to  l.16  Although 
some  authors  find  a higher  incidence  in  the  mandi- 
ble than  in  the  maxilla,17  others  find  no  difference 
on  this  point.  Most  reports  mention  the  molar 
and  premolar  region  as  the  most  common  site.18,19 

Clinical  features.  This  tumor  usually  appears 
as  a smooth,  hard  swelling  of  the  jawbones  which 
may  be  large  enough  to  cause  obvious  deformity  of 
the  affected  bone.18  Occasionally,  a failure  of 
tooth  eruption  has  been  the  only  manifestation  of 
the  lesion.12  Some  patients  have  had  toothaches 
due  to  associated  carious  teeth.20  However,  the 
tumor  itself  is  usually  painless,  unless  there  is  a 
secondary  infection,  in  which  case  it  may  simulate 
osteitis  with  sequestration  both  clinically  and  ra- 
diographically.12 

In  many  cases,  the  unsuspected  tumor  is  discov- 
ered accidentally  on  dental  radiograms  done  be- 
cause of  some  trivial  complaint.21  Characteristi- 
cally, it  causes  an  expansile  defect  in  the  involved 
jawbone,  often  including  an  impacted  or  embed- 
ded tooth,18  and  causing  dislocation  of  the  adja- 
cent normal  teeth.21  The  edge  of  the  lesion  is  gen- 
erally well  demarcated  and  is  sometimes  accentu- 
ated by  a rim  of  surrounding  dense  bone,  a so- 
called  sclerotic  margin.12  The  rare  malignant  le- 
sion, the  ameloblastic  odontosarcoma,  lacks  this 
sharply  defined  border.10 

Although  it  destroys  bone  and  appears  to  be  pri- 
marily a radiolucent  defect,  the  central  portion  of 
an  ameloblastic  odontoma  is  frequently  mottled 
by  multiple  calcific  densities.22  These  densities 
may  resemble  tiny  teeth,  or  they  may  be  amor- 
phous, punctate,  or  spotty.  Most  of  the  lesional 
defect  may  be  occupied  by  a mass  of  hard  tissues, 
leaving  only  a radiolucent  rim  representing  the 
capsule  and  the  peripheral  uncalcified  part  of  the 
tumor.23 

Treatment.  On  surgical  exploration  the  lesion 
is  sometimes  enclosed  in  a bony  shell,  which  repre- 
sents the  encompassing  dense  bone  seen  on  x-ray 
films.13  A capsule  may  or  may  not  be  found,24 
and  the  consistency  of  the  mass  may  vary  from 
soft  to  hard.  Whether  encapsulated  or  not,  the  le- 
sion is  easily  enucleated,  or  the  contents  may  be 
curetted  down  to  the  normal  bone,  with  a very 
high  probability  of  permanent  control.17 

Although  recurrences  have  been  reported,  these 
are  extremely  rare,  even  after  such  conservative 
procedures  as  enucleation  or  curettage.  For  the 


recurrent  lesion,  a block  resection  with  preserva- 
tion of  the  continuity  of  the  mandible  has  been 
recommended.25 

The  inductive  phenomenon,  with  formation  of 
dentin  and  enamel,  is  almost  a guarantee  of  clini- 
cally benign  behavior18;  however,  an  occasional 
case  has  been  reported  with  both  histologic  and 
clinical  evidence  of  a malignant  condition.  These 
so-called  ameloblastic  odontosarcomas  require  a 
more  extensive  resection  than  do  benign  lesions, 
and  even  then  a recurrence  is  not  uncommon  and 
the  prognosis  is  poor.26-28 

Pathology  and  histogenesis.  Ameloblastic 
odontoma  is  regarded  as  a mixed  tumor  since  it 
contains  both  epithelial  and  mesenchymal  ele- 
ments. The  epithelial  component  resembles  the 
classic  ameloblastoma  in  cellular  detail,  but  be- 
cause of  the  benign  character  of  ameloblastic 
odontoma,  it  has  been  suggested  that  this  compo- 
nent is  more  akin  to  the  normal  enamel  organ  than 
to  ameloblastomatous  tissue.29  Although  the  epi- 
thelium of  ameloblastoma  never  differentiates  to 
the  extent  of  causing  mesodermal  induction  with 
formation  of  dentin  and  enamel,  the  presence  of 
ameloblastic  epithelium  with  this  inductive  activi- 
ty is  the  sine  qua  non  of  ameloblastic  odontoma. 

The  purely  epithelial  or  soft  parts  of  the  tumor 
may  be  indistinguishable  from  ameloblastoma  and 
probably  correspond  to  the  radiolucent  subcapsu- 
lar  portion  of  the  tumor  often  seen  on  radiograms 
(Fig.  2A).  The  central  portion,  presumably  the 
oldest  part  of  the  lesion,  generally  shows  the  most 
advanced  stage  of  mineralization,  and  histological- 
ly presents  the  most  complex  structure  (Fig.  2B). 

In  normal  odontogenesis,  because  of  invagina- 
tion of  the  primitive  tooth  bud,  the  inner  enamel 
epithelium  surrounds  the  mesenchyma  destined  to 
form  the  odontoblasts,  so  that  when  hard  tissues 
are  formed  the  enamel  is  deposited  on  the  outside 
and  dentin  on  the  inside  of  the  tooth  structure.  In 
ameloblastoma,  ameloblastic  fibroma,  and  the 
early  stages  of  ameloblastic  odontoma,  on  the 
other  hand,  the  enamel  epithelium  is  often  found 
aggregated  in  small  islands  surrounded  by  mesen- 
chyma (Fig.  2A).  Epithelial  invagination  may  still 
occur,  leading  to  the  formation  of  tooth-like  struc- 
tures. On  the  other  hand,  the  mesenchyma  sur- 
rounding the  epithelial  islands  may  be  induced  to 
form  odontoblasts,  in  which  case  the  dentin  is  de- 
posited around  the  enamel  organ.  Later,  as  enam- 
el matrix  is  formed,  this  hard  tissue  must  be  laid 
on  the  inside  of,  and  be  completely  surrounded  by, 
the  previously  formed  dentin  (Fig.  2C),  the  exact 
opposite  of  the  arrangement  found  in  normal 
odontogenesis.  The  gross  morphologic  state  of  the 
resulting  denticles  will  depend  on  how  well  the 
normal  relation  of  the  component  tissues  has  been 
maintained.  When  differentiation  is  poor,  and  if 
the  ameloblastic  odontoma  matures,  as  the  epithe- 
lium degenerates,  the  lesion  becomes  a complex 
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odontoma.  When  the  normal  arrangement  of  the 
hard  tissues  is  imitated,  dental  differentiation  is 
good  and  the  end  result  is  a compound  odontoma. 

The  epithelium  of  ameloblastic  odontoma  may 
also  form  long,  branching,  or  interconnecting 
strands  set  in  a mesenchymatous  matrix.  The 
hard  tissues  formed  in  this  case  are  less  likely  to 
have  good  dental  differentiation,  which  explains 
the  variegated  histologic  structure,  the  absence  of 
recognizable  denticles,  and  the  irregular  mineral- 
ization seen  on  x-ray  films  in  some  cases. 

The  malignant  counterpart  of  this  tumor,  the 
ameloblastic  odontosarcoma,  is  characterized  by  a 
malignant  degeneration  of  the  mesodermal  tissue 
component  of  the  lesion.26-28  This  tissue  becomes 
highly  cellular;  the  cells  are  polyhedral  or  spindle- 
shaped,  and  they  contain  atypical  nuclei.  Mitoses 
abound,  including  abnormal  ones,  and  polymor- 
phous multinucleated  giant  cells  may  be  present. 
The  appearance  is  frankly  sarcomatous,  and  the 
lesion  behaves  accordingly. 

The  sarcomatous  variety  is  rare.  The  usual 
ameloblastic  odontoma  is  a benign,  slow-growing 
tumor  found  in  the  jawbones  during  the  years  of 
tooth  development,  and  it  is  composed  of  varied 
but  well-differentiated  tissues.  Histologically,  it 
represents  an  important  link  in  the  chain  of  odon- 
togenic tumors,  which  begins  with  ameloblastoma 
and  proceeds  through  ameloblastic  fibroma,  im- 
mature dentinoma,  and  ameloblastic  odontoma,  to 
end  with  the  complex  and  compound  odontomas. 

Ameloblastoma,  by  far  the  most  common  odon- 
togenic tumor,  is  rare  in  childhood,  and  some  of 
the  reported  cases  are  actually  instances  of  amelo- 
blastic odontoma  in  which  the  hard  tissues  have 
been  scanty  or  overlooked.  The  distinction  be- 
tween these  two  lesions  is  of  more  than  academic 
interest,  since  their  management  and  prognosis 
differ.  While  ameloblastic  odontoma  is  curable 
with  simple  curettage  and  does  not  recur,  this 
treatment  is  not  effective  against  ameloblastoma. 
The  latter  lesion  is  locally  aggressive  and  requires 
adequate  excision,  sometimes  a segmental  resec- 
tion of  the  mandible,  if  recurrences  are  to  be 
avoided. 
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PREMARIN® 

(Conjugated  Estrogens  Tablets,  U.S.P.) 

Indications:  Based  on  a review  of 

PREMARIN  Tablets  by  the  National  Acad- 
emy of  Sciences-National  Research  Council 
and/or  other  information,  FDA  has  classified 
the  indications  for  use  as  follows: 

Effective:  As  replacement  therapy  for  nat- 
urally occurring  or  surgically  induced  estro- 
gen deficiency  states  associated  with:  the  cli- 
macteric, including  the  menopausal  syndrome 
and  postmenopause;  senile  vaginitis  and 
kraurosis  vulvae,  with  or  without  pruritus. 
“Probably”  effective:  For  estrogen  defi- 
ciency-induced osteoporosis,  and  only  when 
used  in  conjunction  with  other  important 
therapeutic  measures  such  as  diet,  calcium, 
physiotherapy,  and  good  general  health- 
promoting  measures.  Final  classification  of 
this  indication  requires  further  investigation. 


Contraindications:  Short  acting  estrogens  are 
contraindicated  in  patients  with  (1)  markedly 
impaired  liver  function;  (2)  known  or  suspected 
carcinoma  of  the  breast,  except  those  cases  of 
progressing  disease  not  amenable  to  surgery  or 
irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal;  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carci- 
noma of  the  endometrium;  (4)  thromboembolic 
disorders,  thrombophlebitis,  cerebral  embolism, 
or  in  patients  with  a past  history  of  these  condi- 
tions; (5)  undiagnosed  abnormal  genital  bleeding. 
Warnings:  Estrogen  therapy  should  not  be  given 
to  women  with  recurrent  chronic  mastitis  or  ab- 
normal mammograms  except,  if  in  the  opinion  of 
the  physician,  it  is  warranted  despite  the  possibil- 
ity of  aggravation  of  the  mastitis  or  stimulation 
of  undiagnosed  estrogen-dependent  neoplasia. 

The  physician  should  be  alert  to  the  earliest 
manifestations  of  thrombotic  disorders  (throm- 
bophlebitis, retinal  thrombosis,  cerebral  embo- 


lism and  pulmonary  embolism).  If  these  occur  or 
are  suspected,  estrogen  therapy  should  be  dis- 
continued immediately. 

Estrogens  may  be  excreted  in  the  mother's 
milk  and  an  estrogenic  effect  upon  the  infant 
has  been  described.  The  long  range  effect  on  the 
nursing  infant  cannot  be  determined  at  this  time. 

Hypercalcemia  may  occur  in  as  many  as  15 
percent  of  breast  cancer  patients  with  metas- 
tases,  and  this  usually  indicates  progression  of 
bone  metastases.  This  occurrence  depends  neither 
on  dose  nor  on  immobilization.  In  the  presence 
of  progression  of  the  cancer  or  hypercalcemia, 
estrogen  administration  should  be  stopped. 

A statistically  significant  association  has  been 
reported  between  maternal  ingestion  of  diethyl- 
stilbcstrol  during  pregnancy  and  the  occurrence 
of  vaginal  carcinoma  in  the  offspring.  This  oc- 
curred with  the  use  of  diethylstilbestrol  for  the 
treatment  of  threatened  abortion  or  high  risk 
pregnancies.  Whether  or  not  such  an  association 
is  applicable  to  all  estrogens  is  not  known  at 
this  time.  In  view  of  this  finding,  however,  the 
use  of  any  estrogen  in  pregnancy  is  not  recom- 
mended. 

Failure  to  control  abnormal  uterine  bleeding 
or  unexpected  recurrence  is  an  indication  for 
curettage. 

Precautions:  As  with  all  short  acting  estrogens, 
the  following  precautions  should  be  observed: 

A complete  pretreatment  physical  examina- 
tion should  be  performed  with  special  reference 
to  pelvic  and  breast  examinations. 

To  avoid  prolonged  stimulation  of  the  endo- 
metrium and  breasts  in  climacteric  or  hypogo- 
nadal  women,  estrogens  should  be  administered 
cyclically  (3  week  regimen  with  1 week  rest  pe- 
riod-withdrawal bleeding  may  occur  during 
rest  period). 

Because  of  individual  variation  in  endogenous 
estrogen  production,  relative  overdosage  may 
occur  which  could  cause  undesirable  effects  such 
as  abnormal  or  excessive  uterine  bleeding,  mas- 
todynia  and  edema. 

Because  of  salt  and  water  retention  associated 
with  estrogenic  anabolic  activity,  estrogens 


PREMARIN 


“CONJUGATED 
ESTROGENS 
TABLETS,  U.SP 


CONTAINS  ONLY 
NATURAL  ESTROGENS 
...NO  SYNTHETICS 
OR  SUPPLEMENTS 


should  be  used  with  caution  in  patients  with 
epilepsy,  migraine,  asthma,  cardiac,  or  renal 
disease. 

If  unexplained  or  excessive  vaginal  bleeding 
should  occur,  reexamination  should  be  made  for 
organic  pathology. 

Pre-existing  uterine  fibromyomata  may  in- 
crease in  size  while  using  estrogens;  therefore, 
patients  should  be  examined  at  regular  intervals 
while  receiving  estrogenic  therapy. 

The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted. 

Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  incomplete. 

Prolonged  high  dosages  of  estrogens  will  in- 
hibit anterior  pituitary  functions.  This  should 
be  borne  in  mind  when  treating  patients  in 
whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute 
limiting  factor,  although  treatment  with  estro- 
gens may  mask  the  onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may 
be  affected  by  exogenous  estrogen  administra- 
tion. If  test  results  are  abnormal  in  a patient 
taking  estrogen,  they  should  be  repeated  after 
estrogen  has  been  withdrawn  for  one  cycle. 
Adverse  Reactions:  The  following  adverse  reac- 
tions have  been  reported  associated  with  short 
acting  estrogen  administration: 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal 
cramps  and  bloating 

breakthrough  bleeding,  spotting,  unusually 
heavy  withdrawal  bleeding  (See  DOSAGE 
AND  ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 
immediately  postpartum 
loss  of  lijaido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  should 
be  administered  cyclically  (3  weeks  of  daily  es- 
trogen and  1 week  off)  for  all  indications  except 
selected  cases  of  carcinoma  and  prevention  of 
postpartum  breast  engorgement. 

Menopausal  Syndrome—  1 .25  mg.  daily,  cycli- 
cally. Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of 
the  patient.  For  maintenance,  adjust  dosage  to 
lowest  level  that  will  provide  effective  control. 

If  the  patient  has  not  menstruated  within  the 
last  two  months  or  more,  cyclic  administration 
is  started  arbitrarily.  If  the  patient  is  menstru- 
ating, cyclic  administration  is  started  on  day  5 
of  bleeding.  If  breakthrough  bleeding  (bleeding 
or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleed- 
ing. In  the  following  cycle,  employ  the  dosage 
level  used  to  stop  breakthrough  bleeding  in  the 
previous  cycle.  In  subsequent  cycles,  the  estrogen 
dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free. 

Postmenopause  — as  a protective  measure 
against  estrogen  deficiency-induced  degenerative 
changes  ( e.g . osteoporosis,  atrophic  vaginitis, 
kraurosis  vulvae)— 0.3  mg.  to  1.25  mg.  daily  and 
cyclically.  Adjust  dosage  to  lowest  effective  level. 

Osteoporosis  (to  retard  progression)— usual 
dosage  1.25  mg.  daily  and  cyclically. 

Senile  Vaginitis,  Kraurosis  Vulvae  with  or 
without  Pruritus— 0.3  mg.  to  1.25  mg.  or  more 
daily,  depending  upon  the  tissue  response  of  the 
individual  patient.  Administer  cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estro- 
gens Tablets,  U.S.P) 

No.  865— Each  purple  tablet  contains  2.5  mg., 
in  bottles  of  100  and  1 ,000. 

No.  866— Each  yellow  tablet  contains  1.25  mg., 
in  bottles  of  100  and  1,000.  Also  in  unit  dose 
package  of  100. 

No.  867— Each  red  tablet  contains  0.625  mg., 
in  bottles  of  100  and  1 ,000. 

No.  868— Each  green  tablet  contains  0.3  mg., 
in  bottles  of  100  and  1,000.  7352 
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Although  it  is  well  known  that  calcitonin  lowers 
plasma  calcium  and  phosphate,  its  physiologic  im- 
portance in  the  regulation  of  these  ions  in  mam- 
mals is  not  fully  understood.  In  man  at  least 
three  observations  suggest  that  the  hormone  may 
not  be  required  for  maintaining  plasma  calcium 
levels.  First,  exogenously  administered  calcitonin 
does  not  produce  striking  hypocalcemia  in  the  nor- 
mal adult.1  Second,  thyroidectomy  is  not  associ- 
ated with  a rise  in  plasma  calcium  levels.2  Third, 
in  patients  with  medullary  carcinoma  of  the  thy- 
roid, plasma  calcium  remains  essentially  un- 
changed despite  high  circulating  levels  of  the  hor- 
mone.3 

In  this  report,  we  shall  review  some  of  the  evolu- 
tionary considerations  that  are  relevant  to  the 
roles  of  calcitonin,  state  what  is  already  known  of 
the  physiologic  importance  of  the  hormone  in 
mammals,  and  advance  a new  hypothesis,  mainly 
that  the  functions  of  calcitonin  in  the  regulation  of 
calcium  homeostasis,  together  with  that  of  para- 
thyroid hormone,  may  be  related  to  age.  The  lat- 
ter is  of  particular  interest,  since  it  suggests  that 
the  importance  of  calcitonin  in  man  need  not  be 
excluded  on  the  basis  of  preexisting  evidence. 

Evolutionary  considerations 

Of  the  three  calcium-regulating  hormones,  only 
calcitonin  and  vitamin  D are  found  in  fish.  Dur- 
ing evolution,  parathyroid  hormone  did  not  appear 

Presented  at  the  169th  Annual  Meeting  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  Section  on  Internal  Medicine, 
Joint  Meeting  with  New  York  State  Society  of  Internal  Medi- 
cine, March  12,  1975. 

‘Included  in  this  symposium  was  the  article:  Heaney,  R.  P.: 
Skeletal  remodeling  physiology  and  its  relation  to  metabolic 
bone  disease,  New  York  State  J.  Med.  75:  1656  (Sept.)  1975. 


until  amphibians  developed.  In  early  times,  much 
as  today,  the  sea  was  rich  in  calcium  and  poor  in 
phosphorus.  The  initial  appearance  of  life  in  a 
calcium-rich  environment  that  was  poor  in  phos- 
phate may  explain  why  calcium  is  important  in  so 
many  diverse  physiologic  processes  and  why,  from 
a teleologic  point  of  view,  it  is  possible  that  the 
original  role  of  calcitonin  may  have  been  to  regu- 
late phosphate  metabolism.  In  the  sea  the  princi- 
pal source  of  dietary  phosphate  is  plankton,  whose 
existence  and  distribution  is  in  large  measure  de- 
pendent on  the  environment.4  Storms  and  cur- 
rents affect  its  surface  distribution,  while  its  verti- 
cal distribution  is  altered  by  temperature.  In  ad- 
dition, sudden  changes  from  hot  to  cold  weather 
may  cause  such  explosive  proliferation  of  these  mi- 
croorganisms that  they  may,  in  turn,  outbreed 
their  oxygen  supply,  die,  and  settle  to  the  ocean 
floor.  It  follows,  therefore,  that  the  availability  of 
dietary  phosphate  to  marine  life  is  at  best  erratic, 
and  for  this  reason  a hormone,  whose  function  may 
have  been  to  conserve  phosphate,  might  be  expect- 
ed to  confer  survival  value.5 

The  evidence  that  calcitonin  has  played  a role  in 
the  conservation  of  phosphate  in  marine  life  is,  at 
best,  inferential.  It  is  known,  however,  that  many 
prehistoric  marine  creatures  developed  carapace- 
like structures,  which  were  rich  in  both  calcium 
and  phosphate.6  Beside  providing  physical  pro- 
tection against  predators,  it  has  been  proposed 
that  these  also  served  as  sources  of  phosphate  that 
were  drawn  on  during  times  of  phosphate  depriva- 
tion.4,5 Since  in  higher  forms  of  life  calcitonin 
acts  to  prevent  the  egress  of  phosphate  from  the 
skeleton,  it  is  possible  that  at  some  time  during  ev- 
olution, it  played  a similar  role  in  conserving  phos- 
phate in  aquatic  forms  of  life. 

The  principal  purpose  of  this  digression  is  not  to 
develop  arguments  to  support  the  thesis  that  calci- 
tonin was  originally  a phosphate-regulating  hor- 
mone, but  rather  to  advance  the  idea  that  as  life 
evolved  to  higher  forms  and  obtaining  adequate 
dietary  phosphate  became  a lesser  problem,  evolu- 
tion may  have  accommodated  calcitonin  by  devel- 
oping for  it  other  functions  by  converting  nonre- 
ceptor tissues  into  end-organ  tissues.  The  fol- 
lowing are  two  examples  that  are  evidence  that 
this  may  have  occurred  in  some  submammalian 
species  in  which  the  hormone  is  secreted  by  the  ul- 
timobranchial  glands  rather  than  the  thyroid. 

In  the  Japanese  eel,  which  is  a carnivore  and 
therefore  is  independent  of  the  capricious  varia- 
tions in  the  supply  of  dietary  plankton,  the  con- 
< tent  of  calcitonin  in  the  ultimobranchial  gland  and 
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the  osmotic  pressure  are  altered  as  the  eel  mi- 
grates from  its  salt  water  environment  to  fresh 
water  where  it  spawns.  Orimo  and  his  colleagues7 
have  demonstrated  that  the  transition  to  fresh 
water  is  associated  with  a fall  in  plasma  calcium 
and  a decrease  in  the  amount  of  calcitonin  in  the 
gland  and  that  this  decrease  in  hormone  in  the 
gland  is  associated  with  a significant  fall  in  osmot- 
ic pressure.  When  eels  in  fresh  water  are  placed 
in  sea  water,  not  only  does  the  calcitonin  content 
in  their  glands  increase  progressively  with  time, 
but  also  this  increase  is  associated  with  the  ap- 
pearance of  calcitonin-like  activity  in  their  serum. 
These  observations  are  provocative  evidence  that 
the  hormone  in  this  species  acts  on  the  gills,  intes- 
tines, or  kidneys  (none  need  be  mutually  exclu- 
sive) to  facilitate  changes  in  osmotic  pressure  dur- 
ing migration  to  fresh  water  estuaries  for  breeding 
purposes. 

A second  example  where  the  hormone  has  been 
accommodated  by  the  development  of  a specific 
receptor  tissue  is  found  in  the  frog.  Robertson8 
has  demonstrated  in  this  species  a special  relation- 
ship between  calcitonin  and  the  mineral  content  in 
the  paravertebral  lime  sacs.  These  organs  are 
small  paired  glands  found  on  either  side  of  the  ver- 
tebral column.  They  are  unique  in  their  capacity 
to  store  calcium  as  protection  against  times  of  cal- 
cium deficiency.  Calcitonin  deprivation,  pro- 
duced by  bilateral  extirpation  of  the  ultimobran- 
chial  glands,  results  in  a sustained  elevation  of 
serum  calcium  which  is  associated  with  a striking 
loss  of  calcium  carbonate  from  the  paravertebral 
sacs  and  hypercalciuria.  However,  after  a period 
of  months,  when  the  calcium  reserve  in  the  para- 
vertebral lime  sacs  has  been  depleted,  serum  calci- 
um falls,  and  mineral  is  lost  from  the  long  bones  to 
produce  a condition  similar  to  that  observed  in  os- 
teoporosis in  man.  From  these  observations  it  is 
concluded  that  calcitonin  conserves  calcium  in 
these  special  organs  in  the  frog  which  confer  pro- 
tection to  the  skeleton. 

These  two  examples  illustrate  that  endocrine 
evolution  can  involve  not  only  changes  in  the  mo- 
lecular structure  of  a hormone,  which  is  well 
known,  but  also  the  development  of  new  respon- 
sive tissues  thereby  altering  the  actions  of  the  hor- 
mone itself.  These  considerations  permit  two 
speculations.  First,  evolutionary  changes  in  po- 
tential end-organ  tissues  may  account  for  why 
peptide  hormones  have  multiple  actions  and  why 
the  same  hormone  may  have  differing  actions  in 
different  species.  Second,  if  end-organ  receptivity 
can  be  altered  during  evolution,  it  is  possible  that 
end-organ  receptivity  may  also  change  during  the 
lifetime  of  an  organism  since  development  fre- 
quently recapitulates  phylogeny. 

Physiologic  roles  of  calcitonin  in  mammals 

In  addition  to  inhibiting  bone  resorption,  exog- 


enously administered  calcitonin  in  mammals  has 
been  reported  to  antagonize  parathyroid  hormone- 
induced  vasodilation  of  hepatic  arterial  blood 
flow,9  decrease  gastric  acid  secretion,10’11  impair 
glucose  assimilation  and  insulin  secretion  during 
glucose  infusion,12  decrease  artificially  stimulated 
pancreatic  secretion,13  decrease  plasma  triglycer- 
ides,14 and  increase  renal  clearance  of  calcium,15 
phosphate,16  and  perhaps  other  ions.  While  one 
or  more  of  these  actions  may  later  prove  to  be 
physiologic,  the  possibility  that  they  are  pharma- 
cologic cannot  be  discounted  at  this  time. 

The  only  two  generally  accepted  roles  for  calci- 
tonin in  mammals  are:  (1)  to  confer  protection 

against  postprandial  hypercalcemia  and  (2)  to  pre- 
serve the  integrity  of  the  skeleton  during  pregnan- 
cy and  lactation.  That  these  roles  are  operating 
within  physiologic  levels  of  hormone  has  been 
proved  by  demonstrating  changes  in  function  fol- 
lowing extirpation  of  the  thyroid. 

In  a series  of  elegant  studies,  Gray  and  Mun- 
son17 have  demonstrated  that  the  thyroid  gland 
protects  against  hypercalcemia  after  ingestion  of 
calcium  in  the  diet.  It  was  observed  that  intact 
animals  given  a small  dose  of  calcium  orally  by  ga- 
vage  developed  mild  but  transient  hypercalcemia. 
In  striking  contrast,  in  animals  in  which  the  thy- 
roid had  been  previously  removed,  hypercalcemia 
was  not  only  greater  but  tended  to  persist.  Subse- 
quent studies  have  suggested  that  gastrin  is  re- 
leased by  concentrations  of  calcium  that  are  suffi- 
ciently low  as  not  to  affect  systemic  levels  and  that 
gastrin  itself  stimulates  calcitonin  secretion,18’19 
which  then  protects  against  postprandial  hyper- 
calcemia. 

Calcitonin  appears  to  confer  protection  to  the 
skeleton  during  pregnancy  and  lactation.  This 
conclusion  was  first  drawn  by  Lewis  et  al.20  who 
studied  female  Wistar  rats  whose  parathyroid 
glands  had  been  autotransplanted  in  order  that 
their  thyroids  could  be  removed  without  produc- 
ing parathyroid  hormone  deficiency.  These  ani- 
mals were  studied  in  two  groups.  Animals  in  one 
group  were  sham  operated  to  serve  as  controls,  and 
those  in  the  other  were  thyroidectomized  to  pro- 
duce calcitonin  deficiency  while  being  maintained 
on  replacement  thyroxine.  After  mating  and  sub- 
sequent parturition,  intestinal  calcium  absorption 
was  measured  using  calcium-47  during  the  third 
week  of  lactation.  The  animals  were  then  killed 
and  their  femurs  weighed  and  chemically  ana- 
lyzed. It  was  found  that  normal  animals  without 
calcitonin  deficiency  had  significantly  heavier  fe- 
murs, and  these  had  a higher  content  of  calcium 
and  phosphate  than  those  deprived  of  their  thy- 
roid glands.  In  addition,  gastrointestinal  absorp- 
tion of  calcium  was  significantly  greater  in  animals 
in  the  control  group  than  in  the  calcitonin-defi- 
cient group.  These  results  are  interpreted  as  evi- 
dence that  calcitonin  promotes  the  development  of 
a positive  calcium  balance  during  pregnancy  and 
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lactation  by  inhibiting  the  osteolytic  action  of 
parathyroid  hormone  while  permitting  the  cal- 
cium-retaining actions  of  the  hormone  on  gut  and 
kidney. 

Role  of  calcitonin  in  regulating 
plasma  calcium  levels 

In  the  foregoing  studies  only  those  experiments 
which  suggest  protective  roles  for  calcitonin  in  re- 
sponse to  a challenge  have  been  described.  In  the 
remainder  of  this  report  we  shall  describe  investi- 
gations in  our  own  laboratory  designed  to  evaluate 
whether  calcitonin  participates  in  the  maintenance 
of  plasma  calcium  levels  under  nonstress  condi- 
tions.21 

In  1973,  while  studying  the  effects  of  acute  para- 
thyroid deficiency  in  fasting  rats,  we  observed  that 
in  a three-hour  period  immediately  following  the 
removal  of  the  parathyroids  and  thyroids  of  314- 
Gm.  animals  there  was  a fivefold  increase  in  the 
urinary  excretion  of  calcium  while  plasma  calcium 
remained  essentially  unchanged.  Since  hypocal- 
cemia did  not  develop,  we  postulated  that  in  rats 
of  this  age  acute  calcitonin  deficiency  must  in- 
crease the  release  of  calcium  from  bone.  To  test 
this  hypothesis,  rats  were  thyroparathyroidectom- 
ized  immediately  after  nephrectomy  and  bled 
three  hours  later  to  determine  if  the  increased  uri- 
nary excretion  of  calcium  might  have  masked  an 
otherwise  increase  in  plasma  calcium.  We  ob- 
served that  relative  to  sham-operated  controls,  an- 
imals which  were  nephrectomized  and  sham  oper- 
ated had  higher  plasma  calcium  values,  while  high- 
er values  still  were  obtained  in  animals  that  were 
both  nephrectomized  and  thyroparathyroidectom- 
ized.  From  this  it  was  concluded  that  removal  of 
the  thyroid  and  parathyroid  glands  augmented  hy- 
percalcemia. 

To  determine  whether  this  increase  in  plasma 
calcium  was  specifically  due  to  the  removal  of  the 
thyroid,  studies  were  carried  out  in  animals  in 
which  the  thyroids  were  removed  following  previ- 
ous transplantation  of  their  parathyroids  to  their 
thigh  muscles.  Subsequent  nephrectomy  and  thy- 
roidectomy raised  plasma  calcium  levels  higher 
than  nephrectomy  alone. 

This  observation  confirmed  that  the  greater  in- 
crease in  plasma  calcium  following  thyroparathy- 
roidectomy  in  nephrectomized  rats  was  specifically 
due  to  the  removal  of  the  thyroid  and  was  unrelat- 
ed to  the  concomitant  removal  of  the  parathyroid 
glands. 

It  might  be  argued,  however,  that  since  plasma 
calcium  increases  immediately  by  some  undefined 
mechanism  following  removal  of  the  kidneys  alone, 
the  further  increase  in  plasma  calcium  observed 
after  concurrent  thyroidectomy  may  only  be  aug- 
menting an  unknown  hypercalcemic  factor  opera- 
tive in  nephrectomized  animals.  We  have  shown 
this  view  to  be  untenable  by  demonstrating  that 


thyroparathyroidectomy  in  intact  animals  raises 
plasma  calcium  significantly  although  transiently. 
This  latter  finding  is  evidence  that  our  previous 
observation  in  nephrectomized  animals  was  unre- 
lated to  a specific  effect  of  removal  of  the  kidneys. 

To  demonstrate  the  individual  effects  of  remov- 
ing the  thyroids  and  parathyroids,  a further  study 
was  carried  out  in  animals  with  intact  kidneys  in 
whom  the  parathyroids  had  been  transplanted  to 
their  thigh  muscles.  These  animals  were  thyroid-  | 
ectomized,  parathyroidectomized  or  sham-oper-  i 
ated,  and  serially  bled.  As  anticipated,  removal  of 
the  transplanted  parathyroids  induced  a progres- 
sive fall  in  plasma  calcium,  whereas  thyroidectomy 
caused  an  immediate  although  transient  rise.  The 
results  of  this  study  not  only  confirm  that  the  rise 
in  plasma  calcium  following  thyroparathyroidec- 
tomy is  unrelated  to  removal  of  the  parathyroids 
but  also  demonstrates  that  its  transiency  is  not 
due  to  parathyroid  hormone  deprivation. 

The  increase  in  plasma  calcium  following  thy- 
roidectomy was  not  associated  with  a change  in 
urinary  hydroxyproline  excretion.  From  this  we 
have  concluded  that  the  ingress  of  calcium  into  the 
circulation,  following  acute  calcitonin  deficiency, 
need  not  be  related  to  an  increase  in  the  resorption 
of  calcified  bone  matrix.  This  observation  raises 
the  question  of  from  where  calcium  comes;  if  from 
bone,  is  the  resulting  hypercalcemia  due  to  in- 
creased release  of  calcium  from  bone  or  inhibition 
of  bone  calcium  accretion?  To  answer  this  ques- 
tion a series  of  studies  were  carried  out  in  which 
rats  were  given  calcium-45  one  hour  to  four  weeks 
before  investigating  the  effects  of  removing  the 
thyroparathyroids  in  the  presence  and  absence  of 
the  kidneys.  From  the  results  we  have  deduced 
that  the  immediate  increase  in  plasma  calcium  is 
principally  due  to  enhanced  calcium  transport 
from  deep  bone. 

The  foregoing  observations  demonstrate  that  re- 
moval of  the  source  of  calcitonin  results  in  an  im- 
mediate increase  in  plasma  calcium  in  fasting  rats. 
The  hormone  must  therefore  play  an  important 
role  in  the  basal  regulation  of  plasma  calcium.  We 
now  know  that  one  of  the  reasons  why  other  inves- 
tigators have  failed  to  observe  an  increase  in  plas- 
ma calcium  following  thyroid  ablation  is  because 
the  rise  is  transient.  Another  reason  is  that  this 
effect  is  age  dependent.  This  conclusion  was 
drawn  from  the  studies  in  which  the  effects  of  thy-  | 
roparathyroidectomy  were  assessed  in  both  young 
and  old  animals.  It  was  found  that  thyroparathy-  | 
roidectomy  caused  a progressive  decrease  in  plas- 
ma calcium  in  young  animals  in  contrast  to  old  an- 
imals where  a transient  rise  precedes  the  latter 
fall.  Therefore  the  acute  hypercalcemic  effect  of 
calcitonin  deficiency  is  not  only  transient  but  age 
dependent. 

Our  observation  that  plasma  calcium  rises  im- 
mediately following  thyroparathyroidectomy  in 
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old  but  not  in  young  fasting  rats  is  subject  to  an 
interesting  interpretation.  It  suggests  that  in  old 
animals  the  removal  of  the  source  of  calcitonin  has 
a more  profound  immediate  effect  on  plasma  calci- 
um than  the  simultaneous  removal  of  the  source  of 
parathyroid  hormone.  We  therefore  propose  that 
in  old  animals  changes  in  calcitonin  secretion  may 
be  more  important  than  parathyroid  hormone  in 
the  regulation  of  basal  plasma  calcium.  Converse- 
ly, since  plasma  calcium  decreases  progressively 
after  thyroparathyroidectomy  in  young  animals, 
the  importance  of  parathyroid  hormone  relative  to 
calcitonin  in  the  basal  regulation  of  plasma  calci- 
um in  young  animals  is  greater. 


Conclusion 

In  summary,  we  would  like  to  make  three  points. 
First,  during  evolution  the  physiologic  roles  and 
actions  of  calcitonin  appear  to  have  changed.  Sec- 
ond, in  rats  at  least,  calcitonin  not  only  confers 
protection  against  postprandial  hypercalcemia  and 
dissolution  of  the  skeleton  during  pregnancy  and 
lactation,  but  also  plays  a regulatory  role  in  the 
maintenance  of  basal  plasma  calcium  levels. 
Third,  its  plasma  calcium  regulatory  role  appears 
to  be  age  dependent. 
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The  purpose  of  this  communication  is  to 

present  a brief  summary  of  available  data  which 
link  acidosis  with  resorption  of  bone  and  acid-base 
balance  with  calcium  metabolism,  as  well  as  to  dis- 
cuss the  implications  of  these  facts  for  the  clinical 
practice  of  medicine. 

History 

In  1932,  Jaffe,  Bodansky,  and  Chandler1  pub- 
lished the  results  of  an  investigation  on  the  effects 
of  ammonium  chloride  ingestion  in  dogs.  This 
was  one  of  a number  of  reports  published  by  vari- 
ous investigators  during  this  early  period  in  mod- 
ern medical  research  which  dealt  with  the  observa- 
tion that  excessive  intake  of  acidifying  salts  such 
as  ammonium  chloride,  as  well  as  systemic  acido- 
sis, is  always  associated  with  excessive  excretion  of 
calcium  in  the  urine.  In  their  study,  Jaffe,  Bodan- 
sky, and  Chandler1  introduced  a number  of  vari- 
ables in  addition  to  ammonium  chloride.  They 
used  dogs  of  varying  degrees  of  maturity,  from 
puppies  to  fully  mature  dogs,  and  used  a regular  as 
well  as  a low-calcium  diet.  Low-calcium  diet  in 
puppies  caused  osteitis  fibrosa;  concomitant  inges- 
tion of  ammonium  chloride  caused  a more  severe 
form  of  osteitis  fibrosa.  In  mature  dogs,  a low-cal- 
cium diet  caused  only  osteoporosis;  ammonium 
chloride  by  itself  caused  osteoporosis  of  similar  de- 
gree to  that  of  the  low  calcium  diet,  and  the  effect 
was  additive  when  ammonium  chloride  and  low 
calcium  diet  were  ingested  concurrently.1 

Acid  ingestion  and  bone  resorption 

In  1969,  Barzel  and  Jowsey2  provided  direct  ex- 
perimental evidence  in  rats  that  the  ingestion  of 
excessive  amounts  of  ammonium  chloride  causes 
increased  resorption  of  bone  in  adult  animals. 
Microradiographic  techniques  demonstrated  a 
two-  to  threefold  increase  in  bone  resorption  sur- 
faces without  any  change  in  bone-forming  surfaces 
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in  animals  given  ammonium  chloride.2  It  was  also 
shown  that  the  change  in  bone  resorption  was  in- 
dependent of  the  calcium  content  of  the  diet  and 
indeed  was  additive  to  that  of  low-calcium  diet.2’3  i 
The  latter,  however,  unlike  ammonium  chloride, 
caused  a compensatory  increase  in  formation.  By 
independent  techniques,  it  was  possible  to  confirm 
the  observation  of  Jaffe,  Bodansky,  and  Chandler1 
that  ammonium  chloride  ingestion  caused  in  adult  i 
animals  a decrease  in  total  bone  tissue  and  a de- 
crease in  bone  density  measured  gravimetrically  'I 
and  by  radiologic  densitometry.2-4  It  was  thus  re-  i 
confirmed  that  the  chronic  ingestion  of  excessive 
amounts  of  ammonium  chloride  by  adult  animals  , 
leads  to  osteoporotic  changes  in  bone. 

These  studies  were  repeated  and  extended  by 
Delling  and  Donath5  who  studied  the  same  phe- 
nomenon by  morphometric  techniques  and  by  ; 
electronmicroscopy.  They  reported  two  years  ago 
that  ammonium  chloride  ingestion  resulted  in  in- 
creased osteocytic  osteolysis  and  in  increased  os- 
teoclastic resorption  of  bone.  In  recent  years  it 
has  become  clear  that  osteocytes  as  well  as  osteo- 
clasts are  responsive  to  stimulation  by  the  para- 
thyroid hormone.  The  former  are  responsible  for 
rapid  mobilization  of  bone  calcium  by  the  process 
of  osteocytic  osteolysis  and  the  latter  for  bone  re- 
sorption and  remodeling  under  chronic  parathy- 
roid hormone  stimulation.6  Delling  and  Donath5 
observed  that  ammonium  chloride  stimulated  os- 
teocytes and  osteoclasts  to  behave  histologically 
and  physiologically  as  they  do  after  parathyroid 
hormone  stimulation.  They  observed  the  same  ef- 
fects in  normal  and  in  parathyroidectomized  ani- 
mals. On  the  basis  of  their  observations  they  con- 
cluded that  ammonium  chloride  ingestion  mimics 
the  parathyroid  hormone  in  its  effect  on  bone  re- 
sorption.5 

Alkalosis,  acidosis,  and  hypoparathyroid 
function 

Is  the  similarity  between  chronic  ingestion  of 
ammonium  chloride  and  the  effect  of  parathyroid 
hormone  on  bone  accidental?  Or  is  there  a physi- 
ologically significant  meaning  to  this  similarity? 

A tentative  answer  to  these  questions  may  be 
provided  by  some  clinical  observations  on  the  rela- 
tionships between  parathyroid  hormone  and  acid- 
base  metabolism.  There  is  increasing  evidence 
that  patients  with  hyperparathyroidism  tend  to 
have  metabolic  acidosis.  Wills"  reported  acid- 
base  studies  in  a series  of  patients  with  hypercal- 
cemia. Among  his  patients  9 had  hyperparathy- 
roidism and  normal  blood  urea.*  In  this  group  of 
patients,  the  arterialized  venous  blood  pH  and  car- 
bon dioxide  partial  pressure  were  7.342  plus  or 

*Since  hyperparathyroidism  and  acidosis  coexist  in  uremia, 
and  the  relationship  between  these  two  factors  are  difficult  to 
assess  in  this  condition,  one  must  exclude  from  the  present 
analysis  all  patients  with  decreased  renal  function,  even  if 
proved  to  have  primary  hyperparathyroidism. 
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FIGURE  1.  Arterial  blood  pH  and  carbon  dioxide  partial 
pressure  in  untreated  (A)  and  in  treated  (O)  hypoparathy- 
roid  patients.  Metabolic  alkalosis,  elevated  pH  with  nor- 
mal or  elevated  carbon  dioxide  partial  pressure,  exists  in 
majority  of  these  patients,  whether  treated  or  not. 

minus  0.0044  and  38.98  plus  or  minus  4.81,  respec- 
tively, as  compared  with  7.393  plus  or  minus  0.010 
and  38.21  plus  or  minus  1.99  in  normal  persons.7 
Using  arterial  blood  gas  analysis  metabolic  acido- 
sis was  also  found  in  some  of  our  patients  with  pri- 
mary hyperparathyroidism  as  shown  in  unpub- 
lished observations  as  well  as  in  the  study  of  Mul- 
downey  et  al.8 

The  other  side  of  the  coin,  metabolic  alkalosis  in 
hypoparathyroidism,  was  reported  from  this  labo- 
ratory.9 Subjects  with  idiopathic  or  postsurgical 
hypoparathyroidism  almost  always  display  meta- 
bolic alkalosis.  This  is  not  affected  by  therapy 
with  vitamin  D and  calcium  (Fig.  1).  As  may  be 
expected,  the  functional  state  of  the  parathyroid 
glands  influences  also  the  blood  carbon  dioxide 
content.  In  hyperparathyroidism,  a condition  in 
which  the  blood  phosphorus  tends  to  be  low,  the 
blood  carbon  dioxide  is  frequently  low.  In  hypo- 
parathyroidism, in  which  blood  phosphorus  is  ele- 
vated, the  blood  carbon  dioxide  is  also  elevated. 
Indeed,  there  is  a good  correlation  between  blood 
carbon  dioxide  content  and  blood  phosphorus 
level  through  the  range  of  parathyroid  states.10 

Alkalosis  is  also  regularly  observed  in  patients 
whose  parathyroid  glands  are  suppressed  by 
pathologic  hypercalcemia.  Heinemann11  reported 
metabolic  alkalosis  in  a series  of  patients  with  hy- 
percalcemia and  cancer  and  demonstrated  that 
successful  treatment  of  the  hypercalcemia  resulted 


in  disappearance  of  the  alkalosis.  Amiel12  collect- 
ed data  from  a number  of  sources,  primarily  Euro- 
pean, showing  that  alkalosis  exists  in  patients  with 
hypercalcemia  of  diverse  causes,  such  as  neoplasia, 
vitamin  D overdose,  and  sarcoidosis.  Wills7  also 
observed  the  existence  of  metabolic  alkalosis  in 
patients  with  hypercalcemia  due  to  the  same  con- 
ditions. 

Acid-base  changes  are  seen  in  another  condition 
in  which  parathyroid  function  is  affected:  osteo- 
malacia. Osteomalacia  is  a condition  which  devel- 
ops as  a result  of  vitamin  D deficiency.  Whether 
due  to  poor  intake  or  due  to  malabsorption  of  the 
fat-soluble  vitamin,  the  vitamin  D deficiency 
causes  calcium  absorption  from  the  gut  to  decline, 
and  parathyroid  hormone  secretion  is  stimulated 
for  the  purpose  of  maintaining  a normal  serum  cal- 
cium level  by  increased  resorption  of  bone.  Osteo- 
malacic patients  were  found  by  Muldowney  et 
a/.13,14  to  have  metabolic  acidosis,  which  was  cor- 
rected by  adequate  vitamin  D therapy.  On  the 
basis  of  their  studies  in  these  patients,  Muldowney 
et  a/.13-14  suggest  that  the  acidosis  was  caused  by 
the  secondary  hyperparathyroid  state  and  that  its 
correction  was  the  result  of  the  correction  of  the 
hyperparathyroidism. 

Hormonal  influences 

These  clinical  observations,  that  acidosis  is 
present  when  parathyroid  hormone  oversecretion 
is  present,  in  conditions  with  high  as  well  as  low 
blood  calcium,  and  that  metabolic  alkalosis  is 
present  when  parathyroid  hormone  secretion  is 
suppressed  or  absent,  suggest  that  the  hormone 
can  and  does  exert  some  influence  on  acid-base 
metabolism.  The  physiologic  mechanisms  by 
which  the  hormone  achieves  its  effect  on  acid-base 
metabolism  are  still  under  study,  and  present  con- 
cepts have  been  recently  summarized.15,16  There 
is  evidence  that  the  hormone  induces  bone  cells  to 
produce  acid  and  excrete  it  extracellularly.  There 
is  also  evidence  that  the  hormone  increases  bicar- 
bonate excretion  in  the  urine  and  increases  renal 
hydrogen  ion  retention.  Renal  bicarbonate  wast- 
ing may  become  more  severe  if  phosphate  deple- 
tion is  present. 

In  answer  to  the  question  posed  previously 
about  the  relationship  between  parathyroid  hor- 
mone and  acidosis  and  the  similarity  of  their  effect 
on  bone  resorption,  I propose  that  ammonium 
chloride  changes  the  concentration  of  hydrogen 
ion  intracellularly  and  that  the  parathyroid  hor- 
mone also  influences  intracellular  hydrogen  ion 
metabolism  in  the  same  direction.  The  similarity 
between  the  effect  of  ammonium  chloride  and  the 
parathyroid  hormone  in  mobilizing  bone  would 
therefore  be  the  result  of  cellular  response  to  a hy- 
drogen ion  shift  common  to  both. 

Conclusion 

There  are  a few  clinical  applications  to  the  ob- 
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FIGURE  2.  Composite  of  data  on  arterial  blood  pH  in  dis- 
orders of  calcium  metabolism  from  author’s  laboratory 
and  others  demonstrating  tendency  to  acidosis  in  hyper- 
parathyroidism, alkalosis  in  hypoparathyroidism,  and  alka- 
losis in  nonparathyroid  hypercalcemia.7,1112 

servations  summarized  in  this  report.  First,  it  is 
clear  that  bone  has  the  capacity  to  respond  to 
chronic  acidosis  and  to  contribute,  by  being  re- 
sorbed, to  the  maintenance  of  acid-base  balance  in 
states  of  chronic  acidosis  such  as  fasting  and  star- 
vation and  those  likely  to  develop  with  some  fad 
diets  which  are  widely  utilized  as  weight-reducing 
regimens.  Osteoporosis  will  surely  develop  in  peo- 
ple who  regularly  consume  a diet  excessive  in  its 
acid  ash  content.  Senile  or  postmenopausal  osteo- 
porosis may  be  the  result  of  bone  resorption  in 
people  who  cannot  excrete  in  full  the  acid  which 
they  consume  in  their  normal  diet.  Lemann  et 
al. 17  studied  normal  subjects  who  ingested  large 
quantities  of  ammonium  chloride  for  prolonged 
periods  of  time.  The  subjects  had  a continuously 
positive  hydrogen  ion  balance,  yet  they  main- 
tained a stable  blood  pH  and  blood  carbon  dioxide 
levels.  The  investigators  suggested  that  the  ap- 
parent retention  of  acid  could  be  accounted  for  by 
the  slow  dissolution  of  alkaline  bone  salt.17 

Second,  the  bone  mobilizing  effect  of  acidosis 
may  be  clinically  useful  in  states  of  exposure  to 
bone-seeking  radionuclides  such  as  strontium-90. 
Spencer  and  Samachson18  had  shown  that  the  oral 
administration  of  ammonium  chloride  could  mobi- 
lize such  elements  after  their  deposition  in  bone, 


presumably  by  the  mechanisms  of  bone  resorption 
discussed  previously. 

Third,  the  role  of  the  parathyroid  hormone  in 
the  regulation  of  systemic  acid-base  balance  lends 
itself  to  diagnostic  use  (Fig.  2).  In  patients  with 
hypercalcemia,  the  finding  of  metabolic  alkalosis 
on  arterial  blood  gas  analysis  militates  against  the 
diagnosis  of  hyperparathyroidism  and  should  pro- 
vide an  impetus  for  the  search  for  other  causes  of 
hypercalcemia.15  Another  test  for  hypercalcemic 
patients  has  recently  been  proposed  that  falls  back 
on  the  fact,  known  since  1964,  that  blood  chloride 
level  tends  to  be  elevated  in  hyperparathyroidism. 19_ 

21  Palmer,  Nelson,  and  Bacchus22  showed  that  in 
hyperparathyroidism  the  ratio  of  blood  chloride, 
which  tends  to  be  high,  probably  as  a reflection  of 
the  tendency  to  acidosis,  and  of  blood  phosphorus, 
which  tends  to  be  low,  can  serve  as  a diagnostic 
index  for  this  disease.  In  patients  with  hypercal- 
cemia, a chloride-phosphorus  ratio  over  30  is  seen 
in  over  90  per  cent  of  patients  with  hyperparathy- 
roidism. The  hypercalcemia  is  likely  to  be  due  to  i 
nonparathyroid  causes  if  the  chloride-phosphorus 
ratio  is  less  than  30, 22  and  these  findings  have 
been  corroborated  by  others.23 

The  demonstration  of  metabolic  alkalosis  by  ar- 
terial blood  gas  analysis  in  patients  suspected  of 
having  hypoparathyroidism  can  help  confirm  this 
diagnosis.9  This  may  be  particularly  useful  in  pa- 
tients who  are  on  vitamin  D therapy  and  have  a 
normal  blood  calcium  and  in  whom  the  diagnosis 
and  the  need  for  continued  vitamin  D therapy  are 
questioned.  The  finding  of  metabolic  alkalosis  in 
such  cases  strongly  supports  the  diagnosis  of  hypo- 
parathyroidism and  justifies  the  continuation  of 
therapy  without  interruption. 
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To  the  Editor:  I read  Dr.  Schaye’s  comments  on  the  ar- 
ticle I sent  to  the  New  York  State  Journal  of  Medicine 
on  the  question,  “Tonsillectomies  and  Adenoidectomies; 
Are  too  many  being  done?”  Dr.  Schaye  made  some 
rather  broad  statements  without  any  evidence  being 
quoted. 

On  the  other  hand,  everything  that  I have  written  in 
the  article  is  backed  by  work  done  by  others  and  my  own 
personal  observations.  I think  he  will  find  the  answers 
to  his  doubts  if  he  reads  the  articles  in  the  references.  I 
am  somewhat  puzzled  by  what  he  might  call  scientific  if 
he  thinks  my  article  unscientific.  As  for  the  use  of  anti- 
biotics with  children  who  have  otitis  media  and,  in  some 
instances,  mastoiditis,  I can  say  to  him  that  I have  treat- 
ed several  children  with  acute  mastoiditis  with  penicillin 
given  by  injection  to  the  child  twice  a day  with  600,000 
units  of  long-acting  penicillin.  Several  of  these  cases  I 
have  treated  for  six  weeks.  Since  I do  consultation 
work  primarily,  one  of  the  most  common  referrals  to  me 
is  a child  with  a low-grade  fever  and  recurrent  upper 
respiratory  infections,  called  by  some  of  the  parents  ton- 
sillitis. In  very  few  of  these  cases  is  there  true  follicular 
tonsillitis.  In  most  instances  it  is  a common  cold. 

I must  say  that  most  of  the  children  that  I see  have 
throat  cultures  done.  Also  other  cultures  when  indicat- 
ed. Dr.  Schaye,  I would  like  to  repeat  that  most  of  what 
I have  said  is  completely  backed  by  the  experience  of 
others  and  the  very  well  done  studies  and  reports  on 
these  studies.  I am  sure  that  if  you  read  the  articles 
written  by  Kaiser  from  Rochester,  New  York,  the  opin- 
ions of  Bakwin  and  Goldbloom,  as  well  as  the  studies 
done  by  others  here  and  in  other  cities  in  the  State  of 
New  York  and  England,  you  will  find  my  article  is  not 
quite  as  shabby  as  you  implied. 

To  return  to  the  subject  of  scientific,  I would  greatly 
appreciate,  Dr.  Schaye,  if  you  would  send  me  a personal 
note  indicating  what  you  mean  by  scientific  on  a subject 
such  as  my  own.  How  would  you  have  changed  the  arti- 
cle to  make  it  what  you  call  scientific?  I think  that  your 
statement  that  my  article  is  a personal  opinion  is  hardly 
true  since  I indicate  in  the  opening  of  my  article  that  the 
late  H.  Bakwin,  M.D.,  and  Alton  Goldbloom,  M.D.,  arti- 
cles indicate  opinions  which  I mention  as  being  similar 
to  my  own. 

SAMUEL  KARELITZ,  M.D. 

Emeritus  Director  of  Pediatrics 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  N.  Y.  11040 
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And  with  more  patients  taking  multiple  medications,  this  time' 
acquired  knowledge  becomes  an  important  factor  to  consider  in  choosing 
the  right  drug  therapy. 

In  light  of  this,  you  should  know  that  Librium  (chlordiazepoxide 
HC1)  is  often  used  concomitantly  with  other  classes  of  drugs.  Among 
these  are  cardiac  glycosides,  antihypertensive  agents,  diuretics,  anti' 
cholinergics,  antacids  and  anticoagulants. 

Although  clinical  studies  have  not  established  a cause  and  effect 
relationship,  you  should  also  be  aware  that  variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  oral 
anticoagulants  and  Librium. 

Librium.  A good  safety  record.  And  proven  clinical  effectiveness. 


PROVEN  ADJUNCT  FOR  CLINICAL  ANXIETY 


LIBRIUM  • 


chlordiazepoxide  HCI/Roche 

FOR  ALLTHE  RIGHT  REASONS. 


Please  see  summary  of  product  information  on  opposite  page. 


Correlation 
Conferences  in 
Radiology 
and  Pathology 


State  University  of  New  York 
Upstate  Medical  Center 
Syracuse,  New  York 

Editors 

EUGENE  F.  BINET,  M.D. 

Associate  Professor,  Department  of  Radiology 
BEDROS  MARKARIAN,  M.D, 

Associate  Professor,  Department  of  Pathology 


Stomach  with  Ram’s 
Horn  Sign 

Case  history 

Seuk  Ky  Kim,  M.D.*:  A thirty-nine-year-old 

female  patient  was  admitted  with  complaints  of 
epigastric  pain,  vomiting,  diarrhea,  and  a weight 
loss  of  80  pounds  over  a two-year  period.  She  also 
complained  of  the  sensation  of  food  “sticking  in 
her  stomach.” 

A vagotomy  and  pyloroplasty  were  performed 

* Guest  Editor,  Associate  Professor,  Department  of  Radiolo- 
gy- 


elsewhere  two  years  previously  for  presumed  pep- 
tic ulcer  disease. 

On  physical  examination,  the  abdomen  was  soft. 
Diffuse  tenderness  was  present  over  the  epigas- 
trium. Mild  pedal  edema  was  present. 

Results  of  laboratory  examinations  were  nor- 
mal with  the  exception  that  the  total  serum  pro- 
tein was  5.4  Gm.  per  100  ml.  with  the  serum  albu- 
min being  2.8  Gm.  per  100  ml.  Gastric  analysis 
showed  normal  findings.  A barium  enema  and 
upper  gastrointestinal  series  with  small-bowel  fol- 
low-through were  performed. 

Anthony  Proto,  M.D.h  The  barium  enema 
examination  shows  reflux  into  the  terminal  ileum. 
Both  the  colon  and  the  distal  ileum  appear  normal 
(Fig.  1A  and  B).  The  gastrointestinal  series  and 

+ Instructor,  Department  of  Radiology. 


FIGURE  1.  Barium  enema  examination  films  showing  normal  results,  no  evidence  of  Crohn’s  disease.  (A)  Preevacua- 
tion film.  (B)  Spot  film  of  cecum  and  terminal  ileum. 
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FIGURE  2.  (A)  Upper  gastrointestinal  series.  (A) 

Smooth,  stiff  gastric  antrum  resembling  ram’s  horn.  Deformed  antrum,  pylorus  and  proximal  duodenum  suggests  tunneling. 
Jejunum  mildly  dilated  with  prominent  folds.  (B)  Another  view. 


small-bowel  follow-through  studies  are  markedly 
abnormal  (Fig.  2A  and  B).  Although  the  gastric 
fundus  is  normal,  the  antral  walls  appear  smooth 
and  stiff.  The  poor  barium  coating  of  the  gastric 
mucosa  suggests  increased  secretions.  The  gastric 
body  and  antrum  lack  their  normal  mucosal  folds. 
Gastric  peristalsis  is  absent.  The  pylorus  is  wide- 
ly patent  secondary  to  the  pyloroplasty.  The  first 
portion  of  the  duodenum  is  scarred  and  narrowed, 
but  no  ulcerations  are  identified.  The  barium  ap- 
pears to  be  funneled  through  this  stiff  antropyloric 
duodenal  area.  Diffuse  abnormality  of  the  re- 
maining small  bowel  is  also  present.  The  mucosal 
folds  of  the  jejunum  are  thickened  and  appear 
nodular.  The  folds  of  the  first  part  of  the  ileum 
also  have  a prominent  appearance. 

Several  possibilities  should  be  considered  in  the 
differential  diagnosis.  A fixed  antral  deformity 
raises  the  suspicion  of  a scirrhous  carcinoma  of  the 
stomach.  This  lesion  rarely  crosses  the  pyloric 
junction  to  invade  the  small  bowel,  but  malignant 
lymphoma  of  the  stomach  will  occasionally  do  this. 
While  the  prominent  folds  in  both  the  jejunum 
and  ileum  would  be  in  keeping  with  gastric  lym- 
phoma with  small-bowel  extension,  their  absence 
in  the  gastric  body  is  not.  Gastric  lymphoma 
without  involvement  of  the  gastric  body  would  be 
most  unlikely.  While  the  deformity  of  the  pyloro- 


duodenal  area  might  be  secondary  to  previous  sur- 
gery, the  involvement  of  the  small  bowel  by  dis- 
ease suggests  that  more  is  going  on  than  could  be 
explained  by  chronic  peptic  ulcer  disease.  The 
Zollinger-Ellison  syndrome  can  cause  small-bowel 
findings  similar  to  those  seen  here,  but  a normal 
gastric  analysis  and  the  absence  of  ulcerations  mil- 
itate against  that  diagnosis.  Such  rare  inflamma- 
tory processes  as  syphilis,  tuberculosis,  and  sarcoid 
might  cause  the  antral  deformity  seen  here,  but 
the  absence  of  an  appropriate  history  and  the 
presence  of  diffuse  small-bowel  change  make  these 
diagnoses  unlikely. 

Eosinophilic  enteritis  is  excluded  by  the  lack  of 
prominence  of  the  gastric  folds,  no  allergic  history, 
and  a normal  eosinophil  count  in  the  peripheral 
blood  smear.  Whipple’s  disease  typically  involves 
the  jejunum  more  than  the  ileum  or  stomach.  The 
ileal  folds  would  have  to  be  more  prominent  for  in- 
testinal lymphangiectasia  to  be  considered,  and 
the  lack  of  bowel  dilatation  is  against  the  diagnosis 
of  sprue. 

In  view  of  the  clinical  history  of  chronic  diarrhea 
and  gastric  distress,  the  diagnosis  which  would  fit 
best  with  the  radiographs  is  Crohn’s  disease  of  the 
stomach  and  proximal  small  bowel.  The  antrodu- 
odenal  deformity  is  due  to  scarring  from  the  gran- 
ulomatous changes  present,  and  the  small-bowel 
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FIGURE  3.  Photomicrograph  of  gastric  mucosa  demon- 
strates nodular  granuloma  consisting  of  pale,  swollen  his- 
tiocytes with  scattered  giant  cells  (hematoxylin  and  eosin 
stain). 


findings  are  secondary  to  mucosal  edema.  The 
lack  of  involvement  of  the  terminal  ileum  is  per- 
plexing. 

Dr.  Proto’s  diagnosis 

Crohn’s  disease  of  the  stomach  and  proximal 
small  bowel 

Dr.  Kim:  Gastric  endoscopy  was  performed 

and  revealed  that  the  antropyloric  mucosa  was 
friable  and  edematous.  Multiple  mucosal  ulcer- 
ations were  present.  The  mucosa  was  biopsied. 
Subsequently,  the  patient  underwent  an  explora- 
tory laparotomy  which  showed  edematous,  thick- 
ened antral  and  duodenal  walls  with  similar  find- 
ings extending  into  the  remainder  of  the  proximal 
small  bowel  but  sparing  the  terminal  ileum.  A 
gastrojejunostomy  was  performed. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  Biopsy  specimens 
of  gastric,  duodenal,  and  jejunal  mucosa  were  ana- 
lyzed. The  pertinent  microscopic  findings  con- 
sisted of  focal  granulomata  of  the  gastric  mucosa, 
as  shown  in  Figure  3,  areas  of  scattered  crypt  ab- 
scesses, and  submucosal  chronic  infiltrate  in  the 
duodenum. 

* Associate  Professor,  Department  of  Pathology. 


The  differential  diagnosis  for  mucosal  granulo- 
mas of  the  cell-mediated  type  includes  sarcoidosis, 
tuberculosis,  foreign  food  bodies,  and  Crohn’s  dis- 
ease. The  granulomas  due  to  food  particles  have  a 
typical  appearance  not  seen  in  these  biopsies.  No 
tubercle  bacilli  were  identified  on  special  stains. 
Sarcoidosis  is  a diagnosis  of  exclusion.  In  this 
case  the  clinical  data  and  histologic  findings  are 
compatible  with  Crohn’s  disease. 

Comment 

Dr.  Kim:  Crohn,  Ginzburg,  and  Oppenheimer1 

first  described  the  nonspecific  granulomatous  in- 
flammatory disease  of  the  distal  ileum  then  known 
as  terminal  enteritis.  Later,  inflammatory  lesions 
of  the  jejunum  and  colon  were  described.  Ross2 
first  described  involvement  of  the  stomach  by 
granulomatous  enteritis  in  1949.  Gonzalez  and 
Kennedy3  counted  34  cases  of  documented  gastric 
Crohn’s  disease  and  added  6 cases  of  their  own. 
In  reviewing  the  radiographic  findings  in  their 
cases,  these  authors  observed  two  stages  in  the  dis- 
ease process:  “During  the  nonstenotic  or  inflam- 
matory phase,  the  roentgenograms  usually  show 
hypertrophy  of  the  mucosal  folds.  A cobblestone 
appearance  is  frequently  identified  and  there  are 
multiple  small  ulcerations.  There  is  decreased 
peristalsis  of  the  stomach,  retained  secretions,  and 
delayed  emptying.  The  stenotic  or  cicatricial 
phase  is  characterized  by  a tubular,  funnel-shaped 
narrowing  of  the  distal  antrum  often  involving  the 
pylorus  and  duodenal  bulb.”3  In  the  cicatricial 
phase  the  mucosa  appears  pale  and  atrophic. 

In  the  6 cases  of  gastric  Crohn’s  disease  de- 
scribed by  Cohen,4  all  showed  the  disease  confined 
to  the  gastric  antrum  and  contiguous  duodenum, 
as  well  as  diminished  distensibility  or  contracture. 

Farman  et  al ,5  have  estimated  gastric  and  duo- 
denal involvement  in  Crohn’s  disease  to  range 
from  0.5  to  4 per  cent.  In  reviewing  their  12  cases, 
these  authors  were  impressed  by  the  tubular  nar- 
rowing, limited  distensibility,  and  poor  peristalsis 
of  the  stomach.  They  likened  the  roentgen  ap- 
pearance of  the  stomach  to  a ram’s  horn  or  sacra- 
mental shofar. 

It  is  their  opinion  that  the  presence  of  this  de- 
formity especially  in  a younger  patient  necessi- 
tates a full  radiologic  investigation  to  document 
Crohn’s  disease  in  the  other  parts  of  the  gastroin- 
testinal tract. 

Final  diagnosis 

Granulomatous  gastroenteritis  ( Crohn’s  dis- 
ease) involving  the  stomach  and  small  bowel 
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Clinical  Clues 

— A loud  first  heart  sound  in  a patient  with  myocardial 
infarction  suggests  papillary  muscle  dysfunction  and/ 
or  ventricular  aneurysm.  The  presence  of  a mural 
thrombus  in  the  aneurysm  will  soften  the  intensity  of 
the  sound. 

— Chief  causes  of  erosions  of  the  superior  margin  of  the 
ribs  are  poliomyelitis,  hypoparathyroidism,  rheuma- 
toid arthritis,  and  scleroderma. 

— Bullous  lesions  or  blisters  in  the  unconscious  patient 
may  be  a clue  to  barbiturate  poisoning.  They  appear 
in  as  high  as  40  per  cent  of  the  cases  and  usually  with- 
in twenty-four  hours  of  ingestion.  Similar  bullae 
have  been  described  in  poisoning  by  carbon  monox- 
ide, amitriptyline  meprobamate,  methadone,  glutethi- 
mide,  and  nitrazepam. 

— A dictum  going  back  to  Soma  Weiss  states  that  any 
diagnosis  is  easy,  once  you  think  of  it. 

— Eosinophilia,  splenomegaly,  and/or  painful  hematuria 
should  make  one  suspect  parasitic  infection. 

— Seven  per  cent  of  patients  who  die  with  adenocarcino- 
ma of  the  lung  have  nonbacterial  thrombotic  endocar- 
ditis. Embolic  myocardial  infarcts  and  cerebral  em- 
boli are  part  of  the  picture  (marantic  endocarditis). 
Marasmus  may  not  be  present. 

— Avoid  tetracycline  in  patients  with  chronic  renal  dis- 
ease. This  is  a different  side-effect  from  the  harmful 
effects  of  improperly  stored  or  outdated  tetracycline 
which  causes  renal  tubular  abnormalities. 

— Hyponatremia  in  the  presence  of  edema  is  almost  in- 
variably dilutional  in  origin.  The  keystone  of  therapy 
in  the  management  of  dilutional  hyponatremia  is  fluid 
restriction  to  600  cc.  per  day. 

— Mental  confusion  and  picking  at  the  bed  clothes  may 
be  a sign  of  hypokalemia. 

— Suspect  acanthosis  nigricans  where  there  is  a velvety 
thickening  and  darkening  of  areas  of  skin  in  the  loca- 
tion of  body  folds  such  as  the  axillae,  inguinal  and  in- 
tergluteal  creases,  base  of  the  neck,  or  under  the 
breast;  less  often  the  palms,  soles,  or  body  surface 
generally  may  be  affected.  Acanthosis  nigricans  has 
been  produced  by  estrogen  therapy  and  by  nicotinic 
acid  but  can  also  occur  without  underlying  cause. 
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The  type  occurring  before  puberty  is  associated  with  a 
number  of  endocrine  disorders.  The  adult  form, 
however,  is  closely  correlated  with  internal  cancer, 
particularly  adenocarcinoma  of  the  stomach,  bronchi, 
breast,  uterus,  or  ovary. 

— Most  lymphomatous  infiltrations  of  the  skin  appear 
as  deep  red  plaques  or  nodules  which  enlarge  over  a 
period  of  weeks  or  months.  They  may  be  single  or 
multiple;  sometimes  they  involve  large  areas  of  the 
body  surface.  When  they  involve  the  eyebrows,  they 
are  called  leukemic  pillows.  Thickened  skin  lesions 
which  are  circular  or  arcuate  are  particularly  sugges- 
tive of  lymphoma. 

— The  most  significant  radiologic  sign  of  appendicitis  is 
the  presence  of  an  appendiceal  fecalith;  other  signs 
are  paralytic  ileus  and  right  concave  scoliosis  (South. 
M.  J.  56:  803  (1973)). 

— Drugs  capable  of  producing  hyperglycemia  are  nali- 
dixic acid,  diphenylhydantoin,  lycergic  acid,  Dieth- 
ylamine,  isoniazid,  nicotinic  acid,  oral  contraceptives, 
epinephrine  and  congeners,  glucagon,  diazoxide,  thy- 
roid, androgens,  estrogens,  corticosteroids,  indo- 
methacine,  thiazides,  caffeine,  chlorpromazine,  mari- 
huana, ethacrynic  acid,  salicylates,  and  nicotine. 

— The  prevalence  of  varicose  veins  is  greater  to  a statis- 
tically significant  degree  in  patients  with  diverticular 
disease  of  the  colon  (Lancet  1: 1089  (1973)). 

— Patients  with  thyroid  dysfunction  are  apt  to  have  a 
raised  intra-ocular  pressure  and  are  more  prone  to 
glaucoma  than  persons  with  normal  thyroid  function 
(Eye,  Ear,  Nose,  & Throat  Month.  51: 183  (1972)). 

— In  the  traumatized  patient  fat  embolism  commonly 
mimics  head  injury.  The  patient  may  have  unex- 
plained clouding  of  consciousness  accompanied  or 
preceded  by  pyrexia,  tachycardia,  and  tachypnea.  In 
fat  embolism  there  usually  is  a symptom-free  interval 
between  trauma  and  the  clinical  onset  of  embolism 
(Arch.  Neurol.  & Psychiat.  26:  517  (1972)). 

— The  Sturge- Weber  syndrome  is  comprised  of  facial 
angiomatosis,  meningeal  angiomatosis,  and  glaucoma, 
although  one  or  more  components  of  the  syndrome 
may  be  lacking. 

NATHANIEL  SHAFER,  M.D. 

Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospitals 
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VISUAL  FOCUS 
ON 

/4CUTE  GOUTY/IRTHRITIS 


Foot  of  patient  with  acute  gouty  arthritis 
as  seen  by  conventional  x-ray. 


The  scintiphotograph  on  the  right  shows  increased 
uptake  of  radiotechnetium  polyphosphate  in  the  meta- 
tarsophalangeal jointand  the  proximal  interphalangeal 


Scintiphotogram  of  same  foot  reflects 
inflammatory  process. 


joint  of  the  great  toe  of  a patient  with  acute  gouty 
arthritis.  This  increased  uptake  probably  results  from 
increased  vascularity  in  the  affected  areas. 


For  a more  detailed  description  of  scintiphotography, 
see  "addendum”  at  right. 
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THERAPEUTIC  FOCUS 

ON 


CAPSULES,  25  mg  and  50  mg 


ONDOMETHACIN  MSD) 


\ 


Facts  about 
Scintiphotography 


helps  relieve  pain 
and  other  symptoms 
ofinflammation 
in  acute 
gouty  arthritis 
in  selected  patients 

INDOCIN  is  a potent  drug  with  anti-inflammatory, 
antipyretic,  and  analgesic  properties.  It  should  not  be 
used  in  conditions  otherthanthose  recommended.  Al- 
though INDOCIN  does  notalterthe  progressive  course 
of  the  underlying  disease,  in  selected  patients  with 
acute  gouty  arthritis  it  has  been  found  MSD 

highly  effective  in  relieving  pain  and  in  merck 

reducing  fever,  swelling,  and  tenderness.  dohme 

For  a brief  summary  of  prescribing  information, 
please  see  following  page. 


In  recent  years  a variety  of 
radiopharmaceuticals  have 
been  employed  to  aid  in  the 
diagnosis  of  bone  and  joint 
, disorders.  The  joint-imaging 
technique  consists  of  inject- 
ing technetium  polyphos- 
phate intravenously,  and 
imaging  is  performed  with 
the  scintillation  camera  two 
hours  after  the  administra- 
tion of  the  radionuclide.  In 
general,  for  joint  surveying, 
the  shoulders,  elbows,  hands, 
wrists,  knees,  ankles,  feet, 
and  vertebral  column  are 
mapped.  The  entire  scanning 
process  takes  approximately 
one  hour.  The  criterion  for  a 
positive  image  is  a higher 
concentration  of  radioactivity 
in  a joint  region  than  in  ad- 
jacent nonarticular  bone.  In 
effect,  each  patient  serves 
as  his  own  control. 
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INDOCIN 

(INIOMETIACIN I USD) 


helps  relieve  pain 
ana  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  considered 
a simple  analgesic  and  should  not  be  used  in  conditions  other  than  those 
recommended.  The  drug  should  not  be  prescribed  for  children  because 
safe  conditions  for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  its  potential 
to  cause  adverse  reactions,  the  following  are  strongly  recommended: 
1)  the  lowest  possible  effective  dose  for  the  individual  patient  should  be 
prescribed.  Increased  dosage  tends  to  increase  adverse  effects,  partic- 
ularly in  doses  over  150-200  mg  per  day,  without  corresponding  clinical 
benefits;  2)  careful  instructions  to,  and  observations  of,  the  individual 
patient  are  essential  to  the  prevention  of  serious  and  irreversible,  in- 
cluding fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications:  Children  14  years  of  age  and  under;  pregnant  women 
and  nursing  mothers;  active  gastrointestinal  lesions  or  history  of  recurrent 
gastrointestinal  lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings:  Gastrointestinal  Effects:  Because  of  the  occurrence  and,  at 
times,  severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any 
sign  or  symptom  signaling  a possible  gastrointestinal  reaction.  The  risks 
of  continuing  therapy  with  INDOCIN  in  the  face  of  such  symptoms  must 
be  weighed  against  the  possible  benefits  to  the  individual  patient.  Gastro- 
intestinal effects  may  be  reduced  by  giving  the  drug  immediately  after 
meals,  with  food,  or  with  antacids.  Use  greater  care  in  aging  patients. 
Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  in  some  patients  on  prolonged  therapy. 
Discontinue  therapy  if  such  changes  are  observed.  Ophthalmologic  exam- 
ination at  periodic  intervals  is  desirable  in  patients  on  prolonged  therapy. 
Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric 
disturbances,  epilepsy,  and  parkinsonism,  and  should  be  used  with  con- 
siderable caution  in  patients  with  these  conditions.  If  severe  CNS  adverse 
reactions  develop,  discontinue  the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalmologic  examination.  Patients  should  be  cautioned  about 
engaging  in  activities  requiring  mental  alertness  and  motor  coordination, 
as  driving  a car.  Headache  which  persists  despite  dosage  reduction  re- 
quires complete  cessation  of  the  drug.  May  mask  the  usual  signs  and 
symptoms  of  infection;  therefore,  the  physician  must  be  continually  on 
the  alert  for  this  and  should  use  the  drug  with  extra  care  in  the  presence 
of  existing  controlled  infection.  After  the  acute  phase  of  the  disease  is 
under  control,  an  attempt  to  reduce  the  daily  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcera- 
tions of  the  esophagus,  stomach,  duodenum,  or  small  intestine,  including 
perforation  and  hemorrhage,  with  fatalities  in  some  instances;  rarely,  intes- 
tinal ulceration  has  been  associated  with  stenosis  and  obstruction;  gastro- 
intestinal bleeding  without  obvious  ulcer  formation;  perforation  of  pre- 
existing sigmoid  lesions  (diverticulum,  carcinoma,  etc.);  rarely,  increased 
abdominal  pain  in  ulcerative  colitis  patients  or  development  of  ulcerative 
colitis  and  regional  ileitis;  gastritis,  which  may  persist  after  the  cessation 
of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  those 
of  the  macula,  have  been  observed  on  prolonged  therapy;  blurring  of 
vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some 
fatal  cases. 

Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow 
depression,  agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura. 
Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gas- 
trointestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  including  dyspnea 
and  asthma;  angiitis;  pruritus;  urticaria;  angioedema;  skin  rashes;  purpura. 
Ear  Reactions:  Hearing  disturbances,  deafness,  tinnitus. 

Central  Nervous  System  Reactions:  Psychic  disturbances  including  psy- 
chotic episodes,  depersonalization,  depression,  and  mental  confusion; 
coma;  convulsions;  peripheral  neuropathy;  drowsiness;  lightheadedness; 
dizziness;  syncope;  headache. 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure, 
hematuria. 

Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcer- 
ative stomatitis,  and  epistaxis. 

Note:  In  patients  receiving  probenecid,  plasma  levels  of  indomethacin  are 
likely  to  be  increased. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  single-unit 
packages  of  100  and  bottles  of  100  and  1000;  capsules  containing 
50  mg  indomethacin  each,  in  single-unit  packages  of  100  and  bottles 
of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or  see 
full  prescribing  information.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc-,  West  Point,  Pa.  1 9486  _ _ _ _ 

MSD 
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Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 


Electrocardiograms 
of  the  Month 


Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiography 


QUESTION  192.  The  tracings  shown  were  obtained  at  four-month  intervals.  The  patient  was  a sixty-nine-year-old 
man.  The  first  tracing  was  a routine  record  during  an  outpatient  visit.  The  second  tracing  was  obtained  on  a rou- 
tine follow-up  visit.  What  is  the  interpretation  of  the  two  tracings,  and  what  therapy  would  be  advised? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


QUESTION  191.  The  first  P wave  is  conduct- 
ed with  a prolonged  P-R  interval  of  0.28  second. 
The  second  P wave  appears  premature  and  is  fol- 
lowed by  a QRS  after  0.28  second.  The  next  P 
wave  is  more  premature  with  a prolonged  P-R  in- 
terval of  0.32  second.  The  next  P wave  follows 
immediately  after  the  third  QRS  and  also  has  a 
prolonged  P-R  interval.  The  ventricular  rate  be- 
comes rapid  and  regular  at  185  per  minute.  The  P 
waves  are  superimposed  on  various  portions  of  the 
preceding  QRS.  After  this  run  of  tachycardia 
there  is  a long  pause  followed  by  a P wave  with  a 
prolonged  P-R  interval.  The  process  is  then  re- 
peated. 

The  onset  of  this  tachycardia  with  a premature 


P wave  and  a prolonged  P-R  interval  is  character-  I 
istic  of  paroxysmal  atrial  tachycardia.  The  pro-  I 
longed  pause  following  the  offset  is  also  typical. 

Question  192.  Tracing  A shows  regular  sinus  I 
rhythm  with  marked  left-axis  deviation  of  ap- 
proximately minus  60  degrees  in  the  frontal  plane. 
The  T waves  are  tall  in  V2  and  V3.  This  finding 
can  be  seen  in  normal  individuals  but  may  indicate 
posterior  wall  ischemia.  In  aVl,  a standardization 
artifact  masks  the  T wave.  The  follow-up  tracing 
B shows  that  the  QRS  duration  has  widened  to 
0.14  second,  and  right  bundle  branch  block  has  de- 
veloped. This  is  manifested  by  the  rsR'  pattern  in 
Vi  and  V2  and  the  terminal  S wave  in  leads  I,  aVl,  i 
and  V4  to  V6.  In  addition,  Vi  shows  S-T  elevation 
and  T inversion  which  may  be  due  to  acute  isch- 
emia or  may  be  an  artifact  secondary  to  a moving 
base  line.  The  development  of  right  bundle 
branch  block  with  preexisting  left-axis  deviation, 
left  anterior  hemiblock,  indicates  that  the  patient 
now  has  bifascicular  block. 


continued  from  page  173 

pay  compares  very  favorably  with  a similar  civilian  prac- 
tice. 

Similar  pay  and  allowances  have  attracted  physicians, 
young  and  old  to  the  U.S.  Public  Health  Service  (the  fa- 
mous “Yellow  Reserves”  of  the  Viet  Nam  war  period), 
the  Coast  Guard,  the  U.S.  Bureau  of  Prisons,  the  Indian 
Health  Service,  and  the  National  Health  Service  Corps. 

Contradictions  in  today’s  world  of  medicine  are  al- 
most commonplace:  Many  of  the  younger  physicians 

applying  for  a service  job  or  now  in  the  service  were  once 
fighting  desperately  to  avoid  their  Berry  Plan  or  draft 
obligations.  Now  the  security  blanket  and  warmth  of 
the  service  womb  are  hard  to  avoid. 

Other  foxholes  have  been  discovered,  too.  There  is 
the  adroit  change  of  specialty,  at  the  completion  of  one 
specialty  (“the  long-distance  residency”),  extended  resi- 
dency, unplanned  fellowships,  and  junior  teaching  posi- 
tions— all  of  these  have  been  used,  awaiting  the  lifting  of 
the  barrage  in  the  malpractice  war. 

Because  of  the  enormous  impact  that  increasing  mal- 
practice premium  costs  and  the  unavailability  of  cover- 
age can  have  on  practice  options  and  training  programs, 
we  urge  all  housestaff  officers  to  keep  well  informed. 
Above  all,  HSOs  should  keep  in  close  touch  with  their 
hospital  administration,  members  of  their  state  and 
county  medical  societies  and  state  legislators  so  that 
they  may  be  an  effective  force  in  helping  to  implement 
good  malpractice  legislation.  (From:  the  American 

Medical  Association  “house  staff,”  Interns  and  Resi- 
dents Newsletter,  October-December,  1975,  Vol.  3,  No. 
4. 

Medicaid  investigates  drug  abuse 

Valium  and  Elavil,  two  widely  prescribed  tranquiliz- 
ers, have  been  cited  by  the  New  York  City  Health  De- 
partment’s Medicaid  Office  as  subject  to  drug  abuse. 


As  a result  Medicaid  is  carefully  scrutinizing  all  pre- 
scriptions of  these  drugs  and  has  under  intensive  inves- 
tigation the  prescribing  practices  of  80  physicians  and 
14  shared  health  facilities.  These  investigations  can 
culminate  in  monetary  restitutions,  disqualification 
from  Medicaid,  or  criminal  prosecution. 

According  to  John  T.  Gentry,  M.D.,  Executive  Medi- 
cal Director  of  the  New  York  City  Medicaid  Program, 
experience  data  suggest  that  abuses  in  New  York  City 
may  well  exceed  the  Chicago  findings  recently  reported 
by  the  National  Council  on  Drug  Abuse  in  which  four 
fifths  of  soft  drug  users  and  a quarter  of  heroin  addicts 
“chronically  abuse  Valium.” 

Medicaid  records  indicate  that  certain  shared  health 
facilities  have  catered  almost  exclusively  to  addicts 
treated  in  nearby  Methadone  Maintenance  Clinics.  Up 
to  85  per  cent  of  the  practices  of  physicians  in  these  fa- 
cilities has  consisted  of  the  prescribing  of  these  psycho- 
tropic drugs.  Physicians  write  prescriptions  for  as 
many  as  20  individuals  per  hour  and  bill  Medicaid  for 
regular  patient  visit  charges.  These  billings  are  made, 
despite  the  fact  that  Methadone  Maintenance  Clinics 
are  reimbursed  for  all  primary  health  care. 

Dr.  Gentry  noted  that  Valium  and  Elavil  are  being 
abused  because  these  drugs  are  readily  available.  This 
availability  is  contributed  by  practitioners  who  pre- 
scribe drugs  indiscriminately  and  on  demand.  Gentry 
reports  that  his  investigations  have  shown  that  these 
physicians  have  failed  to  document  the  medical  and  psy- 
chiatric necessity  for  the  drugs  prescribed,  have  failed  to 
take  into  consideration  the  potential  hazards  of  drug  in- 
teractions, and  have  failed  to  be  responsive  to  the  fact 
that  individuals  are  simultaneously  receiving  drugs  from 
many  other  practitioners,  including  other  physicians 
working  in  the  same  shared  health  facility. 

All  physicians  and  pharmacists  are  advised  to  use  ut- 
most professional  judgment  in  writing  and  filling  pre- 

continued  on  page  275 
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“Kid,this  stuff, 
is  the  bananas? 


ssss  ** 


Experts  agree:  when  it 
comes  to  good-tasting 
banana  flavor— without 
the  unpleasant  taste  of 
paregoric— the  makers 
of  DonnageP-PG  really 
know  their  stuff! 

For  diarrhea 

Donnagel-PG  <5 

Donnagel  with  paregoric  equivalent 

Each  30  cc.  contains: 

Kaolin  6.0  g. 

Pectin  142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine 

hydrobromide  0.0065  mg. 

Powdered  opium,  USP  24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

(warning  may  be  habit  forming) 

Sodium  benzoate  60.0  mg. 

(preservative) 

Alcohol,  5% 

Now  with  child-proof  closure 

/MH'f^OBINS 

A.H.  Robins  Company 
Richmond,  Virginia  23220 


1 If  1 1 

1 

mmT 

THE  Wm  RELIABLE  ROBITUSSINS  can  really  help  clear  the  respiratory 
tract.  All  contain  guaifenesin*  the  expectorant  that  works  system- 
‘|||  ically  to  help  stimulate  the  output  of  lower  respiratory  tract  fluid. 
This  enhanced  flow  of  less  viscid  secretions  promotes  ciliary  action  and 
makes  thick,  inspissated  mucus  less  viscid  and  easier  to  raise. 

★formerly  named  Glyceryl  Guaiacolate 


For  productive  and  unproductive  coughs 

ROBITUSSIN® 

Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 1 00  mg 

Alcohol,  3.5% 


For  severe  coughs 

ROBITUSSIN  A-C®  (2 

Each  5 ml  teaspoonful  contains: 


Guaifenesin,  NF 1 00  mg 

Codeine  Phosphate,  USP 10.0  mg 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non  narcotic  for  6-8-hr.  cough  control 

ROBITUSSIN-Dir 


Decongests  nasal  passages  and  sinus 
openings  as  it  helps  relieve  coughs 

R0BITUSSIN-PE® 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 100  mg 

Pseudoephedrine**  Hydrochloride,  NF 30  mg 

Alcohol,  1 .4% 


**Formerly  contained  Phenylephrine  Hydrochloride  10  mg 

Decongestant  action  helps  control  cough  and 
clear  stuffy  nose  and  sinuses.  Non  narcotic. 


ROBITUSSIN-CF® 

Each  5 ml  teaspoonful  contains 

Guaifenesin,  NF 50  mg 

Phenylpropanolamine  Hydrochloride,  NF  12.5  mg 

Dextromethorphan  Hydrobrpmide,  NF 10  mg 

Alcohol,  1 .4% 


Each  5 ml  teaspoonful  contains: 

Guaifenesin,  NF 1 00  mg 

Dextromethorphan  Hydrobromide,  NF 1 5 mg 

Alcohol,  1 .4% 


All  Robitussin  formulations  available  on  your 
Rx  or  Recommendation. 


A,  H.  Robins  Company, 


Richmond,  Va.  23220 


/I'H'f^OBINS 


For  many  years  Robins  has  spotlighted  the  expectorant  action  of  the  Robitussin  cough  formulations  by  featuring 
action  photographs  of  steam  engines.  In  keeping  with  this  tradition,  the  company  recently  commissioned  a well-known 
illustrator  to  render  full-color  drawings  of  several  classic  locomotives. . . accurate  to  the  minutest  detail.  The  first  of  the 
series  is  now  available.  To  order  your  print  suitable  for  framing,  write  “Robitussin  Clear-Tract  Engine  ff’on  your  Rx  pad 
and  mail  to  “Vintage  Locomotives,  Dept.  T4,  A.  H.  Robins  Company,  1407  Cummings  Drive,  Richmond,  Va.  23220. 
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Case  Reports 


Multiple  Intraosseous 
Ganglia  in  Same 
Extremity 

SAMUEL  B.  GELMANN,  M.D. 

New  York  City 

BENO  PACIVC,  M.D. 

New  York  City 

From  the  Department  of  Orthopedic  Surgery, 
Jewish  Memorial  Hospital 


A small  number  of  cases  of  cystic  defects  in 
bone,  with  certain  well-defined  clinical,  radiologic, 
and  pathologic  features,  have  been  reported  since 


1934.  On  the  strength  of  their  pathologic  charac- 
teristics they  were  named  intraosseous  ganglia.1 
A review  of  the  literature  shows  that  they  appear 
mostly  in  middle-aged  adults,  although  some  re- 
ported cases  were  much  younger.  The  symptoms 
consist  of  a moderate  degree  of  pain  of  weeks’  or 
months’  duration,  sometime  associated  with  local 
swelling.  Pain  is  aggravated  by  exertion.  Ante- 
cedent trauma  is  occasionally  mentioned  but  does 
not  seem  to  be  of  etiologic  significance.  Radio- 
graphic  signs  consist  of  round  areas  of  radiolucen- 
cy  surrounded  by  a zone  of  sclerosis  in  close  prox- 
imity to  a joint  surface.2  The  cyst  does  not  ex- 
pand the  bony  contour. 

From  1934  to  1972,  42  cases  were  reported  in  the 
literature.  In  1973  Kambolis,  Bullough,  and 
Jaffe3  reported  15  additional  cases.  They  found  4 
cases  in  which  the  intra-osseous  lesion  was  a direct 
extension  into  the  bone  of  the  ganglia  present  in 


FIGURE  1.  Roentgenogram.  (A)  Left  ankle  anteroposterior  projection  showing  radiolucent  defect  of  distal  tibia  with 
sclerotic  marginal  borders.  (B)  Left  ankle  showing  same  radiolucent  defect  on  lateral  projection. 
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FIGURE  2.  Roentgenogram  of  left  foot,  oblique  projec- 
tion, shows  radiolucent  defect  with  sclerotic  marginal  bor- 
ders of  proximal  lateral  aspect  of  second  metatarsal  bone 
and  of  proximal  lateral  aspect  of  proximal  phalanx  of 
same  toe. 

soft  tissue  overlying  the  bone  defect.  On  the 
strength  of  these  findings  they  suggested  an  ex- 
tremely plausible  theory  regarding  the  etiology  of 
intraosseous  ganglia. 

They  assume  that  long-standing  pressure  of  a 
soft  tissue  ganglion  against  bone  surface  produced 
a defect  through  gradual  erosion.  Almost  all  le- 
sions reported  so  far  were  solitary.  In  2 cases  re- 
ported by  Hicks,4  2 bones  were  involved. 

The  following  case  is  being  reported  because  it  is 
the  first  instance  in  which  3 bones  in  close  proxim- 
ity to  each  other  showed  characteristic  intraos- 
seous ganglia. 

Case  report 

A sixty-two-year-old  female  clerk  was  admitted 
on  January  4,  1973,  to  the  Jewish  Memorial  Hospi- 
tal. About  four  weeks  prior  to  her  admission  she 
developed  a moderate  degree  of  pain  in  her  left 
ankle.  The  pain  was  not  constant,  was  aggravated 
by  walking,  and  was  relieved  by  rest.  Past  history 
was  negative  except  for  indicating  hypertension  of 
many  years  duration.  There  was  no  history  of  re- 
cent trauma.  On  examination  the  left  ankle 
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FIGURE  3.  Section  of  specimen  showing  fragments  of 
cancellous  bone  with  synovial  tissue. 

showed  no  swelling,  deformity,  or  local  tenderness. 
Range  of  motion  was  not  restricted.  Systemic  ex- 
amination revealed  a blood  pressure  of  200/120 
but  no  other  abnormalities.  Roentgenogram  of 
the  left  ankle  showed  an  oval  radiolucent  defect  in 
the  posterolateral  aspect  of  the  distal  end  of  the 
tibia  (Fig.  1).  In  the  lateral  view  it  measured  16 
by  8 mm.,  and  in  the  anteroposterior  view  20  by  17 
mm.  The  lesion  was  surrounded  by  a thin  margin 
of  sclerosis.  Roentgenogram  of  the  left  foot 
showed  a round  radiolucent  defect  in  the  proximal 
end  of  the  second  metatarsal,  which  measured  7 
mm.  in  diameter  (Fig.  2). 

A third  radiolucent  area,  oval  in  shape,  was  seen 
in  the  proximal  lateral  aspect  of  the  proximal  pha- 
lanx of  the  same  toe.  It  also  had  a sclerotic  mar- 
gin and  measured  5 by  4 mm.  in  diameter.  Com- 
plete bone  survey  failed  to  reveal  any  other  de- 
structive lesions.  Chest  x-ray  film  findings  were 
normal,  and  an  electrocardiogram  showed  a nor- 
mal tracing.  Blood  chemistry  showed  a uric  acid 
of  4.2  mg.  per  100  ml.,  total  protein  7.4,  albumin 
4.1,  globulin  3.3,  alkaline  phosphatase  85  I.U.,  cal- 
cium 10.2,  and  phosphorus  4.9.  Sternal  puncture 
showed  a cellular  sample  with  active  erythropoie- 
sis  and  granulopoiesis.  Myelocyte-erythrocyte 
ratio  was  6 to  1.  Megacaryocytes  were  present. 
There  was  no  evidence  of  myeloma  or  of  neoplastic 
cells. 

On  January  16,  1973,  the  patient  was  taken  to 
surgery.  The  left  ankle  was  approached  through  a 
posteromedial  incision.  The  distal  5 cm.  of  the 
posterior  aspect  of  the  tibia  were  exposed.  A 
round  area  measuring  about  2 cm.  in  diameter 
showed  palpable  thinning  of  the  cortex.  This  area 
was  located  about  5 mm.  above  the  joint  surface. 
It  was  not  discolored  and  did  not  bulge.  The  peri- 
osteum was  reflected,  and  the  cortical  bone  of  the 
entire  area  of  thinning  was  removed.  A cystic  le- 
sion was  found,  filled  with  clear,  thick,  gelatinous 
fluid.  The  fluid  was  removed,  and  the  cystic  wall 
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was  inspected.  It  consisted  of  grayish-pink  fi- 
brous tissue.  The  tissue  wall  was  now  thoroughly 
curetted.  The  other  2 lesions  were  not  ap- 
proached. 

Following  surgery  the  patient  made  an  unevent- 
ful recovery.  She  started  weightbearing  on  the 
sixth  postoperative  day,  and  has  remained  asymp- 
tomatic ever  since.  Microscopic  examination  of 
the  removed  tissue  showed  a wavy,  dense,  fibrous 
structure  with  areas  resembling  synovial  mem- 
brane revealing  some  focal  mucoid  degeneration. 
There  was  also  amorphous,  deeply  eosinophilic 
material.  Another  section  showed  fragments  of 
cancellous  bone  with  a fragment  of  synovial  tissue 
(Fig  3). 

Conclusion 

Although  some  57  previous  cases  of  intraosseous 


ganglia  have  been  reported,  the  present  case  pre- 
sents the  first  instance  of  a case  with  3 lesions.5 
Only  1 of  the  lesions  was  approached  surgically, 
but  it  appears  quite  certain  that  the  other  2 lesions 
have  the  same  histologic  characteristics.  Surgery 
on  the  largest  lesion  produced  complete  relief  of 
pain. 
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254  New  York  State  Journal  of  Medicine/ February  1976 


Prinzmetal’s  Variant 
Angina  with  Syncope 

Treatment  with  permanent  demand 
pacemaker 

MARTIN  M.  BLACK,  M.D. 

Syracuse,  New  York 

ASHER  BLACK,  M.D. 

Syracuse,  New  York 

PETER  HUNTINGTON,  M.D. 

Syracuse,  New  York 

From  the  Cardiology  Section,  Community-General  Hospital  and 
the  Cardiopulmonary  Laboratory,  St.  Joseph's  Hospital  Health 
Center 


In  December,  1959,  Prinzmetal  et  a/.1  described  a 
variant  of  angina  pectoris  characterized  by  pain 
occurring  at  rest  and  not  precipitated  by  emotions 
or  exertion,  atypical  ST-T  changes,  and  focal  coro- 
nary artery  stenosis,  usually  in  a single  vessel. 
Botti2  and  Schwartz,  Schwedel,  and  Schwartz3 
first  reported  heart  block  and  syncope  as  compli- 
cations of  variant  angina.  Cheng  et  al.4  first  re- 
ported spasm  of  coronary  arteries  and  variant  an- 
gina in  patients  with  and  without  chest  pain.  It  is 
the  purpose  of  this  report  to  illustrate  the  variable 
combinations  of  symptoms,  electrocardiographic 
changes,  and  arteriographic  variations  that  can 
occur  in  variant  angina. 

Case  report 

A forty-nine-year-old  housewife  was  admitted  to 
the  hospital  February  2,  1974,  with  a five-day  his- 
tory of  severe  substernal  chest  pain,  which  would 
awaken  her  from  sleep  and  be  accompanied  by  di- 
aphoresis, lightheadedness,  and  occasional  brief 
syncope  of  two  to  three  minutes’  duration.  Nitro- 
glycerin sometimes  relieved  the  pain  and  prevent- 
ed syncope.  The  attacks  had  increased  in  fre- 
quency and  intensity,  and  the  patient  presented 
herself  for  admission.  History  revealed  similar 
episodes  one  year  previously  at  which  time  work- 
up, including  routine  intensive  care  unit  monitor- 
ing, twenty-four  hour  dynamic  electrocardiograph 
monitoring,  and  stress  test  results  were  unremark- 


able. Coronary  arteriogram  findings  at  that  time 
revealed  a minor  localized  lesion  in  the  proximal 
right  coronary  artery  (Fig.  1 A to  C).  The  patient 
was  treated  with  isosorbide  dinitrate  and  was 
asymptomatic  for  one  year  until  the  present  epi- 
sode. 

Examination  in  the  emergency  room  revealed  a 
blood  pressure  of  154/100  and  a regular  pulse  of 
80.  The  cardiorespiratory  examination  result  was 
unremarkable.  There  were  no  signs  of  congestive 
heart  failure,  and  a chest  roentgenogram  revealed 
normal  findings.  The  electrocardiogram  findings 
were  normal  initially  (Fig.  2A),  but  during  obser- 
vation in  the  emergency  room  the  patient  was  ob- 
served to  be  having  an  episode  of  pain  accompa- 
nied by  progressive  atrioventricular  (AV)  block 
(Fig.  2B)  and  syncope.  She  was  started  on  nitro- 
glycerin and  transferred  to  the  coronary  care  unit. 
Pertinent  laboratory  data  included  normal  serum 
glutamic  oxaloacetic  transaminase,  creatinine 
phosphokinase,  and  lactic  dehydrogenase  for  three 
consecutive  days  initially.  Serial  electrocardio- 
grams taken  without  pain  failed  to  show  myocar- 
dial damage  or  injury. 

Observations  during  the  first  twenty-four  hours 
revealed  recurrent  pain  accompanied  by  progres- 
sive atrioventricular  block  and  bizarre  QRS 
changes  (Fig.  2C),  relieved  by  nitroglycerin  or  at- 
ropine. On  February  13,  1974,  a transvenous  tem- 
porary pacemaker  was  placed,  and  thereafter  no 
further  ventricular  bradycardia  or  syncope  oc- 
curred. On  February  15,  1974,  the  patient  under- 
went coronary  arteriographic  and  ventriculograph- 
ic  examination,  utilizing  the  Sones  technique,  with 
the  following  results. 

In  the  cardiopulmonary  laboratory  prior  to 
catheterization,  the  patient  experienced  episodes 
of  typical  variant  angina,  associated  with  marked 
S-T  segment  elevation  and  with  the  development 
of  complete  heart  block.  The  pacemaker  was  seen 
to  take  over  during  these  episodes. 

Initial  injections  of  the  right  coronary  artery 
showed  an  area  of  approximately  25  per  cent  ob- 
struction just  distal  to  the  takeoff  of  the  right  ven- 
tricular branch  (Fig.  ID).  A second  injection 
made  into  the  right  coronary  artery  approximately 
three  minutes  later  showed  greater  than  90  per 
cent  occlusion  at  this  area  (Fig.  IE).  The  patient 
had  no  pain  or  electrocardiographic  changes  at 
this  time.  Several  injections  were  then  made  into 
the  left  coronary  artery,  and  a third  injection  was 
made  into  the  right  coronary  artery.  At  this  time 
the  obstruction  was  almost  completely  gone  (Fig. 
IF).  Following  sublingual  nitroglycerin  the  right 
coronary  artery  showed  marked  general  dilatation, 
and  the  area  of  prior  90  per  cent  obstruction  could 
barely  be  identified,  the  vessel  appearing  quite 
smooth  in  this  area  except  for  a very  minor  irregu- 
larity. The  left  coronary  artery  showed  no  areas 
of  obstruction.  Left  ventricular  function  was  well 
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FIGURE  1.  Coronary  arteriograms  obtained  in  1972  and  1974.  (A)  Right  coronary  artery  (RCA)  in  left  anterior  oblique 
(LAO)  position  in  1973.  Area  of  approximate  50  per  cent  obstruction  just  distal  to  right  ventricular  (RV)  branch  (upper 
arrow).  Area  of  slight  narrowing  in  distal  aspect  of  vessel  as  well  (lower  arrow).  (B)  Normal  left  coronary  artery  in  left 
anterior  oblique.  (C)  Normal  ventriculogram  at  end-systole.  (D)  right  coronary  artery  in  1974.  Minor  obstruction  of  less 
than  25  per  cent  present  just  distal  to  take-off  of  right  ventricular  branch.  (E)  Spasm  (arrow)  has  occluded  vessel  by 
more  than  90  per  cent  in  same  area  as  prior  25  per  cent  obstruction.  (F)  Three  minutes  later,  absence  of  spasm  in  right 
coronary  artery  with  only  minor  atherosclerotic  plaque  in  area  of  prior  spasm  (arrow).  No  nitroglycerin  had  been  given. 
No  obstruction  in  distal  vessel  in  1974. 
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FIGURE  2.  (A)  Electrocardiogram  on  admission  to  emer- 

gency room.  (B)  Monitor  leads  showing  progressive  atrio- 
ventricular block.  A:  10:44  A.M.,  B:  10:45  A.M.,  C: 

10:46  A.M.,  D:  10:47  A.M.,  after  0.5  mg.  atropine  intra- 

venously. (C)  Monitor  leads  showing  progressive  atrio- 
ventricular block  and  bizarre  QRS  changes.  A:  12:05 

P.M.  first-degree  atrioventricular  block,  B:  12:06  P.M. 

atrioventricular  Wenckebach,  C:  12:07  P.M.  marked  sec- 

ond-degree atrioventricular  block. 


preserved  and  the  left  ventriculogram  showed  nor- 
mal contractility.  No  mitral  insufficiency  was 
present.  Catheter-induced  spasm  of  the  right  cor- 
onary artery  was  unlikely  since  the  catheter  tip 
was  never  advanced  farther  than  0.5  cm.  into  the 
artery. 

After  cardiac  catheterization  the  patient  was 
started  on  isosorbide  dinitrate,  10  mg.,  every  three 
hours,  with  some  persistence  of  pain  without  syn- 
cope. Propranolol  hydrochloride,  10  mg.  every 
four  hours,  was  added,  and  an  increase  in  frequen- 
cy and  severity  of  angina  was  noted.  Thereafter 
the  patient  was  treated  with  isosorbide  dinitrate 
alone  and  became  asymptomatic.  A permanent 
transvenous  demand  pacemaker  was  implanted 
February  20,  1974.  The  patient  has  been  asymp- 
tomatic since  discharge,  almost  two  years  ago,  and 
has  returned  to  full  activities. 


Comment 

This  patient  had  had  typical  Prinzmetal  variant 
angina  of  long  standing,  with  a symptom-free  in- 
terval of  one  year,  and  minor  disease  demon- 
strated to  be  localized  in  the  proximal  right  coro- 
nary artery.  She  had  had  a recurrent  clinical  pat- 
tern of  rest  pain  accompanied  by  syncope.  The 
electrocardiogram  suggested  coronary  artery  dis- 
ease with  atrioventricular  block  and  complete 
heart  block.  Right  coronary  artery  disease  with 
superimposed  spasm  was  confirmed  by  coronary 
arteriographic  examination.  As  noted  by  Cheng 
et  al.,4  the  electrocardiographic  changes  of  variant 
angina  can  be  seen  without  chest  pain.  The  pa- 
tient described  here  had  had  the  arteriographic 
changes  without  pain  or  electrocardiographic 
change.  Thus,  the  expression  of  the  clinical  find- 
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ings  may  be  variable  at  any  one  time,  and  various 
combinations  of  clinical  symptoms  and  electrocar- 
diographic and  arteriographic  changes  may  be 
present. 

Spasm  of  the  coronary  arteries  had  been  docu- 
mented arteriographically  in  1962  by  Murad- 
Netto,  et  al.5  and  noted  frequently  since.  It  has 
been  demonstrated  in  variant  angina,  both  arter- 
iographically and  at  surgery,  to  have  variable  loca- 
tion and  severity.  Therapy  should  be  directed  at 
the  spasm  of  the  artery.  Bypass  surgery  has  had 
variable  results  as  might  be  anticipated  by  the 
pathophysiology  of  the  condition.  MacAlpin, 
Kattus,  and  Alvaro,6  in  a series  of  6 patients, 
found  only  1 to  be  successfully  relieved  of  his 
symptoms  by  bypass  surgery.  Adventitial  strip- 
ping and  denervation  of  the  involved  artery  might 
be  a more  effective  approach. 

Since  variant  angina  is  not  work  related  and  not 
dependent  on  increased  oxygen  demands,  it  might 
be  anticipated  that  drugs  to  decrease  oxygen  de- 
mand would  not  be  efficacious.  The  experience  in 
the  literature  with  the  use  of  beta-adrenergic 
blockade  is  variable.  Those  cases  relieved  with 
this  form  of  therapy  may  have  had  some  element 
of  focal  permanent  stenosis,  whereas  those  without 
stenosis  might  fail  to  be  relieved.  Our  experience 
in  this  case  would  support  the  premise  that  beta- 
adrenergic  blockade  is  not  helpful  in  the  absence 
of  a permanent  focal  stenosis. 

Nitroglycerin  and  isosorbide  dinitrate  have  been 
proved  to  have  coronary  vasodilating  properties, 
and  would  be  expected  to  be  helpful  for  this  syn- 
drome. This  has  indeed  been  the  case,  and  nitro- 
glycerin has  been  the  most  efficacious  treatment 
reported.  However,  it  has  been  noted  that  the 
syndrome  can  occur  in  the  absence  of  pain  with 
electrocardiographic  and/or  arterial  changes;  a 
long-acting  nitrate  such  as  isosorbide  dinitrate 
would  then  be  indicated. 

The  arrhythmias,  which  may  be  the  lethal  part 
of  the  syndrome,  fall  into  two  categories:  (1)  ec- 
topic rhythms  which  should  be  treated  with  an- 
tiarrhythmic  drugs,  and  (2)  atrioventricular  block 

continued  from  page  186 

Annual  regional  meeting 
of  the  American  College 
of  Physicians 

The  combined  meeting  of  the  New  York  Downstate  I 
and  II  Regions  of  the  American  College  of  Physicians 
will  be  held  on  Wednesday,  March  10,  1976,  in  the  Cas- 
pary  Auditorium  of  the  Rockefeller  University,  York 
Avenue  and  66th  Street,  New  York  City. 

The  entire  program  will  be  devoted  to  a single  organ, 
The  Lung.  Harry  W.  Fritts,  F.A.C.P.,  chairman  of  the 
Scientific  Program,  has  assembled  an  exciting  program 
covering  many  aspects  of  the  normal  and  abnormal 
function  of  the  lung.  We  hope  that  it  will  be  of  interest 
to  all  of  our  Fellows,  Members,  and  Associates  regard- 


and  complete  heart  block  which  are  best  managed 
with  artificial  demand  pacemakers. 

The  case  cited  was  treated  following  the  rea- 
soning noted  here  with  therapy  directed  at  two 
manifestations  of  Prinzmetal  angina,  pain,  and 
syncope.  Isosorbide  dinitrate  and  nitroglycerin 
were  used  for  the  prevention  of  spasm  and  pain, 
and  a demand  pacemaker  was  implanted  to  avoid 
possible  episodes  of  atrioventricular  block  with  its 
attendant  syncope. 

Summary 

This  report  describes  a forty-nine-year-old  fe- 
male with  Prinzmetal  angina  associated  with  syn- 
cope. Demonstration  of  abnormal  S-T  elevation 
during  pain,  atrioventricular  block  preceding  syn- 
cope, and  right  coronary  artery  spasm  at  a previ- 
ous minor  plaque  site  were  all  documented  electro- 
cardiographically  and  by  coronary  arteriography. 
Complete  relief  of  pain  and  syncope  have  resulted 
from  treatment  with  isosorbide  dinitrate  and  per- 
manent demand  pacing. 

Community-General  Hospital 
Broad  Road 
Syracuse,  New  York  13215 
(DR.  M.  M.  BLACK) 

Acknowledgment.  We  are  indebted  to  Thomas  Fahey, 
M.D.,  the  referring  physician,  for  his  comments  and  advice. 
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less  of  their  particular  specialty  interests. 

The  program  again  will  include  the  Julia  M.  Jones 
Memorial  Lecture  sponsored  by  the  New  York  Lung  As- 
sociation. Mary  A.  Avery,  M.D.,  of  the  Harvard  Medi- 
cal School,  will  discuss  the  “Pulmonary  Surfactant  from 
Bench  to  Bedside.” 

The  American  College  of  Physicians’  lecture  will  be 
given  this  year  by  Edward  Bergofsky,  M.D.,  professor  of 
medicine,  Stony  Brook  School  of  Medicine.  His  lecture 
is  entitled  “Disorders  of  the  Regulation  of  the  Pulmo- 
nary Circulation.” 

The  Fellows,  Members,  and  Associates  of  the  New 
York  Downstate  I and  II  Regions  extend  a special  invi- 
tation to  all  in  residency  and  fellowship  training  and 
hope  that  their  schedules  can  be  arranged  so  that  as 
many  as  possible  may  attend  the  meeting.  Family  phy- 

continued  on  page  317 
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Several  reports  have  detailed  the  clinicopatho- 
logic  features  of  ovarian  lutein  cysts  which  oc- 
curred in  association  with  hydatidiform  mole,  cho- 


riocarcinoma, hydrops  fetalis,  toxemia,  and  normal 
pregnancies.1-9  The  subject  has  been  reviewed  by 
Girouard,  Barclay  and  Collins10  and  recently  by 
Caspi,  Schreyer,  and  Bukovsky.11  The  case  to  be 
reported  is  that  of  a unilateral  lutein  cyst,  one  of 
the  largest  on  record,  occurring  in  an  uncomplicat- 
ed primigravida. 

Case  report 

A twenty-one-year-old  para  0,  gravida  1,  white 
woman  was  first  examined  in  her  second  month  of 
pregnancy;  she  had  blood  pressure  118/74  mm.  Hg 
and  normal  physical  appearance.  The  uterus  was 
slightly  enlarged,  and  the  adnexa  were  unremark- 
able. Her  blood  group  was  0 positive,  hematocrit 
40,  hemoglobin  13.9  Gm,  and  urinalysis  findings 
negative.  Her  prenatal  course  was  uncomplicated, 
with  a total  weight  gain  of  29  pounds.  Because  of 
cephalopelvic  disproportion,  a cesarean  section 
was  done  and  a healthy  female  infant  was  deliv^ 
ered.  The  left  ovary  had  a 25  by  20  by  20-cm. 
cyst,  which  extended  up  to  the  posterior  surface  of 
the  spleen.  It  was  removed  by  a circumferential 
transection  above  the  hilum  of  the  ovary.  The 
contralateral  ovary  and  the  placenta  were  normal. 


FIGURE  1.  Luteinized  cells.  (A)  Large,  swollen  cells  form  cyst  wall.  Surrounding  stroma  edematous  and  shows  solid 
layer  of  luteinized  thecal  cells  (hematoxylin  and  eosin  stain).  (B)  Granulosa  cells  of  cystic  follicle  are  unstimulated. 
Underlying  thecal  cells  have  abundant  swollen  cytoplasm.  Note  nuclear  uniformity  (hematoxylin  and  eosin  stain,  original 
magnification  X450). 
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The  patient  remains  well  to  the  time  of  this  report. 
Two  months  after  delivery  the  gynecologic  exami- 
nation disclosed  normal  findings. 

The  cyst  had  a smooth,  bluish-purple  wall  mea- 
suring 1 to  7 mm.  in  thickness,  and  contained  ap- 
proximately 3 L.  of  golden-yellow,  clear  fluid. 
The  inner  surface  of  the  cyst  was  yellow  to  tan, 
shiny,  and  showed  focal,  finely-granular  red  areas. 
A 3 by  2 by  2-cm.  large  ovarian  tissue,  continuous 
with  the  cyst,  contained  a few  follicular  cysts  mea- 
suring up  to  6 mm.  in  diameter.  In  several  sec- 
tions the  cyst  wall  was  lined  by  a layer  of  large  lu- 
teinized cells  which  demonstrated  a swollen  or  va- 
cuolated eosinophilic  cytoplasm.  The  luteinized 
cells  were  also  seen  in  the  ovarian  stroma,  around 
the  cyst  wall  and  around  the  follicles  (Fig.  1).  The 
silver  stain  disclosed  reticulin  fibers  which  tended 
to  surround  individual  luteinized  cells. 


Comment 

The  largest  theca  lutein  cyst  on  record  is  the 
second  case  reported  by  Girouard,  Barclay,  and 
Collins10  and  measured  26  by  23  by  10  cm.  The 
one  reported  by  Parker  and  Fisher4  measured  21 
by  12  by  5 cm.  and  those  of  Jones  and  Huston5  and 
Horner  and  Young3  measured  as  much  as  20  cm.  in 
their  maximal  dimension.  In  all  these  cases,  as  in 
the  great  majority  of  reports,  the  cysts  were  bilat- 
eral. In  their  review,  Caspi,  Schreyer,  and  Buk- 
ovsky,11 found  unilateral  theca  lutein  cysts  in  only 
3 out  of  29  cases.  It  is  of  interest  to  note  that  in 
only  the  third  case  reported  by  Caspi,  Schreyer, 
and  Bukovsky11  did  a cyst  measuring  8 by  6 cm. 
occur  unilaterally  in  a primigravida.  Therefore, 
the  occurrence  of  a unilateral  cyst  of  this  size  in  a 
primigravida  is  considered  most  unusual. 

The  mechanism  in  the  formation  of  the  theca  lu- 
tein cyst  is  not  well  understood.  Elevated  levels 
of  placental  chorionic  gonadotropin  hormone, 
causing  luteinization  and  resulting  in  excessive  di- 
latation of  atretic  follicles,  have  been  incriminat- 
ed.9 The  formation  of  the  cyst  in  a variety  of  con- 
ditions, hydatidiform  mole,  choriocarcinoma,  hy- 
drops fetalis,  and  toxemia,  in  which  elevated 
serum  level  of  chorionic  gonadotropin  is  demon- 
strable support  such  a relationship.12-13  However, 
the  formation  of  theca  lutein  cysts  only  in  certain 
cases  of  molar  pregnancies  known  to  have  elevated 
levels  of  serum  chorionic  gonadotropin  demon- 
strates that  the  latter  probably  is  not  the  specific 
causal  factor.11  Because  luteinized  cysts  have 
been  described  in  association  with  adenomas  of 
the  pituitary  gland  and  in  patients  treated  with  pi- 
tuitary follicle-stimulating  hormone  or  pregnant 
mare  serum  gonadotropin,  pituitary  follicle-stimu- 
lating hormone  has  been  postulated  as  an  alterna- 
tive mechanism.14-16  It  has  been  suggested  that 
high  levels  of  serum  chorionic  gonadotropin  may 
cause  follicle-stimulating  activity  which  might  ex- 


plain both  the  normal  ovarian  changes  in  pregnan- 
cy and  the  formation  of  lutein  cyst.17  Since  theca 
lutein  cysts  may  occur  unilaterally  in  rare  cases,  in 
addition  to  hormonal  factors,  we  would  like  to  en- 
tertain the  possibility  of  ovarian  tissue  factor  pre- 
disposing the  formation  of  the  cyst. 

Potential  complications  of  theca  lutein  cysts  are 
similar  to  those  of  other  ovarian  tumors  and  in- 
clude torsion  of  the  pedicle,  rupture,  suppuration, 
infarction,  internal  bleeding,  incarceration,  abor- 
tion, premature  labor,  and  pelvic  discomfort.10-11-18 
The  uncomplicated  cysts  are  usually  noticed  at  the 
time  of  laparotomy  during  the  cesarean  section. 
Correct  identification  of  the  theca  lutein  cyst  by 
gross  or  frozen-section  examination  becomes  im- 
portant. Misdiagnosis  as  cystadenoma  in  one  case 
resulted  in  bilateral  oophorectomy,  and  in  another 
total  hysterectomy  with  salpingo-oophorec- 
tomy.9-10  Total  hysterectomy  with  salpingo-ooph- 
orectomy  was  done  in  2 cases  misdiagnosed  as 
granulosa  cell  tumor.4  Ovarian  cystectomy  versus 
oophorectomy  appears  to  be  the  most  appropriate 
treatment  of  theca  lutein  cyst.10-11  Because  of  its 
spontaneous  regression  following  delivery,  nonin- 
tervention, especially  in  smaller-sized  cysts  may  be 
followed.  However,  the  regression  of  the  cysts 
may  take  as  long  as  nine  months,  or  in  a rare  case  a 
small  cyst  may  get  larger  following  delivery.11  In 
the  interim,  the  patient  may  be  subject  to  the  po- 
tential complications  mentioned  before.  Also, 
Piver,  Williams,  and  Marcuse19  have  shown  a high 
rate  of  menstrual  abnormalities  associated  with  lu- 
tein cysts.  Although  each  case  should  be  assessed 
individually,  the  advantages  of  a simple  procedure 
such  as  ovarian  cystectomy  deserves  special  atten- 
tion. 

Summary 

A primigravida  was  found  to  have  a unilateral 
theca  lutein  cyst  during  a cesarean  section.  The 
cyst,  one  of  the  largest  on  record,  has  been  treated 
successfully  by  simple  cystectomy.  This  treat- 
ment is  considered  the  choice  method  in  this  type 
of  ovarian  lesion.  Because  of  potential  complica- 
tions inherent  in  ovarian  cysts,  and  the  possibility 
of  postpartum  menstrual  irregularities,  noninter- 
vention at  the  time  of  cesarean  section  is  not  fa- 
vored. 
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WINBUR6 

‘My  wife  kept  nagging  me  to  come  in  and  have  an  autopsy.” 
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Month  in  Washington 


The  public  interest  would  be  better  served  if  the  na- 
tion examined  the  goals  of  a national  health  insurance 
program  within  the  context  of  the  existing  health  care 
system  and  directed  its  energies  toward  the  perfection  of 
that  system,  the  American  Medical  Association  said  on 
December  19  in  testimony  before  a subcommittee  of  the 
House  Interstate  and  Foreign  Commerce  Committee. 

“It  is  unnecessary  to  gamble  on  a whole  new  medical 
health  system  in  order  to  meet  the  health  care  needs  of 
all  Americans,”  AMA  president  Max  H.  Parrott  told  the 
Public  Health  and  Environment  Subcommittee. 

Pointing  to  the  large  problems  involved  in  creating  a 
national  health  insurance  program,  Dr.  Parrott,  a Port- 
land, Oregon  practitioner,  said  that  public  attitudes 
toward  it  are  changing  steadily. 

“These  problems  have  been  brought  into  better  focus 
as  a result  of  evidence  of  the  effects  of  governmentally 
administered  and  controlled  programs  both  here  and 
abroad. 

“Our  national  priorities  have  also  shifted  because  of 
the  effects  of  the  changing  economy,  and  the  devastat- 
ing effects  of  inflation  on  all  segments  of  our  society. 

“Significant  changes  have  taken  place  in  our  health 
system  through  increased  manpower  programs,  in- 
creased facilities  construction,  increased  levels  of  pri- 
vate health  insurance  coverage,  and  a variety  of  other 
programs.  There  is  fuller  realization  and  acknowledg- 
ment that  this  country’s  health  system — under  attack 
by  many  in  the  course  of  the  NHI  debate — is  indeed  su- 
perior to  any  other  in  the  world,”  Dr.  Parrott  said. 

Dr.  Parrott  told  the  subcommittee  members  of  the 
medical  profession’s  national  health  insurance  plan 
(H.R.  6222)  which  builds  on  the  structure  of  the  present 
system  of  employer-employee  group  health  insurance 
plans,  mandating  each  employer  to  provide  comprehen- 
sive and  catastrophic  benefit  coverage  with  the  em- 
ployer picking  up  at  least  65  per  cent  of  the  cost. 

Employees,  according  to  the  AMA  spokesmen,  would 
not  be  compelled  to  participate.  The  self-employed  as 
well  as  the  nonemployed  could  purchase  qualified  pri- 
vate health  insurance,  through  pools  if  needed,  at  a cost 
not  more  than  125  per  cent  of  the  cost  of  group  plans. 
And,  after  a certain  level  of  coinsurance  is  reached,  de- 
pending on  income,  the  insurance  would  cover  all  re- 
maining costs  as  a complete  protection  against  cata- 
strophic costs. 

Dr.  Parrott  pointed  out  that  in  pressing  for  the  adop- 
tion of  any  particular  NHI  proposal,  sincerity  must  not 
be  confused  with  objectivity — “We  cannot  afford  to 
have  a program  of  such  importance  fail. 

“We  must  avoid  the  mistake  inherent  in  those  propos- 
als which  would  lock  medicine  into  a rigid,  monolithic, 
no-choice  bureaucratic  system.  Such  a creation  would 
he  impossible  to  reverse.  It  would  be  an  undertaking 
full  of  promise  but  empty  of  fulfillment.  Establishment 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 
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DESCRIPTION  Each  teaspoonful  (5  ml)  contains 


Hydrocodone  bitartrate  5 mg 

Warning:  May  be  habit  forming 

Glyceryl  guaiacolate 1.00  mg 

Alcohol  U.S.P.  1 0%  v/v 


Hydrocodone  is  7,  8-dihydrocodeinone.  a derivative  ot 
codeine 

ACTIONS  Hydrocodone  is  a centrally  acting  narcotic  anti- 
tussive  providing  cough  relief  for  up  to  6 hours.  Glyceryl 
guaiacolate  exerts  its  expectorant  action  by  producing  a 
less  viscous  exudate  thereby  facilitating  its  expulsion 
INDICATIONS  Indicated  for  the  symptomatic  relief  of 
coughs  Especially  useful  in  unproductive  coughs  asso- 
ciated with  upper  and  lower  respiratory  tract  congestion. 
CONTRAINDICATIONS  HYCOTUSS"  Expectorant  should  not 
be  used  in  patients  with  hypersensitivity  to  hydrocodone  or 
glyceryl  guaiacolate. 

WARNINGS  HYCOTUSS"  Expectorant  should  be’prescribed 
and  administered  with  the  same  degree  of  caution  appropri- 
ate for  the  use  of  other  oral  narcotic-containing  medications 
since  it  can  produce  drug  dependence  and,  therefore,  has 
the  potential  for  abuse.  Patients  should  be  warned  not  to 
drive  a car  or  operate  machinery  if  they  become  drowsy  or 
show  impaired  mental  and/or  physical  abilities  while  taking 
HYCOTUSS"  Expectorant.  Patients  receiving  narcotic  anal- 
gesics, phenothiazines,  other  tranquilizers,  sedative-hyp- 
notics or  other  central  nervous  system  depressants 
(including  alcohol)  concomitantly  with  HYCOTUSS'-  Expec- 
torant may  exhibit  an  additive  central  nervous  system 
depression  When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
PRECAUTIONS  Before  prescribing  medication  to  suppress 
or  modify  cough,  it  is  important  to  ascertain  that  the  under- 
lying cause  of  cough  is  identified,  that  modification  of 
cough  does  not  increase  the  risk  of  clinical  or  physiologic 
complications,  ond  that  appropriate  therapy  for  the  primary 
disease  is  provided 

ADVERSE  REACTIONS  Adverse  reoctions,  when  they  occur, 
include  sedation,  nausea,  vomiting  and  constipation. 
DOSAGE  AND  ADMINISTRATION  HYCOTUSS"  Expectorant 
should  be  taken  after  meals  ond  at  bedtime,  not  less  than  4 
hours  apart  Treatment  should  be  started  with  the  suggested 
initial  dose  and  subsequent  doses  adjusted  if  required 
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Adults 

1 

3 

Children 

over  1 2 years 
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2 to  1 2 years 
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under  2 years  Dosage  should  be  calcu- 
lated as  Hydrocodone  0 3 mg  kg  24  hrs.,  divided  into  four 
equal  doses 


DRUG  INTERACTIONS  The  central  nervous  system  depres- 
sant effects  of  HYCOTUSS"  Expectorant  may  be  additive 
with  that  of  other  central  nervous  system  depressants.  See 
WARNINGS 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms 

Serious  overdose  with  HYCOTUSS"  Expectorant  may  be 
characterized  by  respiratory  depression,  extreme  somno- 
lence progressing  to  stupor  or  coma,  skeletal  muscle  floc- 
cidity,  cold  and  clammy  skin,  and  sometimes  bradycardia 
and  hypotension.  In  severe  overdosage,  apnea,  circulatory 
collapse,  cardiac  arrest  and  death  may  occur 
Treatment  Primary  attention  should  be  given  to  the  reestab- 
lishment of  adequate  respiratory  exchange  through  provi- 
sion of  a patent  airway  and  the  institution  of  assisted  or 
controlled  ventilation  The  narcotic  antagonists  naloxone, 
nalorphine  or  levallorphan  are  specific  antidotes  against 
respiratory  depression  which  moy  result  from  overdosage 
or  unusual  sensitivity  to  narcotics,  including  hydrocodone 
An  appropriate  dose  of  one  of  these  antagonists  should  be 
administered,  preferably  by  the  intravenous  route,  simulta- 
neously with  efforts  at  respiratory  resuscitation  Since  the 
duration  of  action  of  hydrocodone  may  exceed  that  of  the 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  of  the  antagonist  should  be 
administered  as  needed  to  maintain  adequate  respiration 
Oxygen,  intravenous  fluids,  vasopressors  and  other  sup- 
portive measures  should  be  employed  as  indicated  Gastric 
emptying  may  be  useful  in  removing  unabsorbed  drug 
Activated  charcoal  may  be  of  benefit 
HOW  SUPPLIED  In  bottles  of  one  pint  and  one  gallon 
Oral  prescription  where  permitted  by  State  law 
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SPECIFIC  SYMPTOM: 
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Each  teaspoonful  (5  ml)  contains  hydrocodone  bitartrate  5 mg  (Warning  May 
be  habit  forming),  glyceryl  guaiacolate  100  mg.  and  alcohol  U S P 10%  v v 


Because  specific  symptoms  require  specific  ther- 
apy, Hycotuss'  Expectorant  was  formulated  to  spe- 
cifically treat  nonproductive  cough  associated 
with  respiratory  tract  congestion. 

Hycotuss®  Expectorant  contains  hydroco- 
done bitartrate,  a highly  effective  antitussive,  and 
glyceryl  guaiacolate  which  acts  to  liquify  and  dis- 
lodge viscous  secretions  in  the  bronchi. 


Usual  Dosage: 

Adults  1 teaspoonful  every  four  hours,  after  meals  and  at 
bedtime. 

Children  (Over  12  years)  same  as  adults.  (2  to  12  years) 
Vi  teaspoonful  every  four  hours  and  at  bedtime 

Note:  Telephone  Rx's  may  be  refilled  5 times  within 
6 months.  tTelephone  Rx's  permitted  in  most  states.t 


Relieves  persistent  coughing  while  it  heips  liquify  bronchial  secretions 
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Total  obstruction  of  the  lower  intestinal  tract 
due  to  fecal  impaction  requiring  laparotomy  is  a 
clinical  entity  we  have  encountered  5 times  in  the 
last  few  years.  It  usually  occurs  in  poor-risk  pa- 
tients who  have  other  major  underlying  chronic  ill- 
nesses, are  debilitated,  and  are  of  advanced  age. 
The  intake  of  barium,  antispasmodics,  and  large 
amounts  of  antacids  is  a contributing  factor  to  fe- 
caloma. If  it  cannot  be  otherwise  dislodged,  ag- 
gressive surgical  intervention  is  required  to  pre- 
vent such  complications  as  mucosal  erosion,  perfo- 
ration, and  peritonitis. 

An  obstructing  fecaloma  is  rarely  considered  in 
the  differential  diagnosis  of  lower  intestinal  ob- 
struction or  colonic  perforation.  The  serious  com- 
plications caused  by  it  are  mostly  due  to  delays  in 
the  correct  diagnosis.  Under  unfavorable  condi- 
tions, a fecal  impaction  may  result  in  colonic  ob- 
struction, perforation,  and  peritonitis.  It  becomes 
a diagnostic  problem,  then  a therapeutic  dilemma, 
a surgical  emergency,  or  a preterminal  event. 

Although  rarely  considered  in  the  medical  liter- 
ature or  in  clinical  discussions,  10  cases  of  sterco- 
raceous  ulcerations  were  found  by  Grinvalsky  and 
Bowerman1  in  a series  of  175  consecutive  postmor- 
tem examinations  in  a general  hospital.  Rectal 
bleeding  occurred  in  2 patients,  and  perforation 


FIGURE  1.  Case  1.  Barium  enema,  lateral  view.  Note 
intraluminal  filling  defect  and  marked  dilatation  of  large 
bowel  proximally. 


with  secondary  peritonitis  due  to  fecaloma  was  the 
cause  of  death  in  4 patients.  Lai  and  Brown2 
found  7 cases  of  fecal  impaction  in  375  consecutive 
autopsies  performed  at  a large  mental  institution; 
the  deaths  of  2 patients  were  directly  related  to 
the  obstruction  by  impacted  feces. 

Two  fatal  cases  formed  the  basis  of  this  report. 
Three  additional  surgically  cured  cases  were  en- 
countered thereafter. 

Case  reports 

Case  1.  An  eighty-six-year-old  woman  was  hos- 
pitalized because  of  obstipation  for  three  days,  un- 
responsive to  cathartics  or  enemas.  The  patient 
gave  no  history  of  nausea,  vomiting,  abdominal 
pain,  or  diarrhea.  She  had  been  taking  digitalis 
for  one  year,  took  no  other  medication,  and  had  no 
previous  abdominal  disease. 

On  admission,  she  was  in  moderate  distress,  afe- 
brile, in  regular  sinus  rhythm  at  96  per  minute, 
and  had  160/88  mm.  Hg  blood  pressure.  The 
abdomen  was  protuberant,  mildly  tender,  and 
tympanitic.  Hyperperistaltic  sounds  were  audi- 
ble. She  had  no  rigidity,  no  guarding,  and  no  pal- 
pable intra-abdominal  masses.  The  rectum  was 
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empty  of  feces.  Her  hematocrit  was  44,  white 
blood  cell  count  15,000  with  78  per  cent  neutro- 
phils, 15  per  cent  lymphocytes,  5 per  cent  mono- 
cytes, and  2 per  cent  eosinophils.  The  urine  spe- 
cific gravity  was  1.020,  pH  7,  and  there  was  a trace 
of  acetonuria.  Proctosigmoidoscopy  showed  only 
hyperemic  mucosa.  Scout  films  of  the  abdomen 
showed  no  gaseous  distention  of  the  small  bowel 
but  marked  distention  of  the  colon  to  the  level  of 
the  sigmoid,  with  air-fluid  levels. 

The  day  after  admission,  a barium  enema  study 
defined  a midsigmoid  obstruction  due  to  an  intra- 
luminal filling  defect  (Fig.  1).  The  mucosal  pat- 
tern was  normal.  Obstruction  due  to  fecal  or  neo- 
plastic tumors  was  the  prime  diagnostic  consider- 
ation. Various  types  of  enemas  were  ineffective  in 
relieving  the  obstruction.  Through  a midsigmoid 
colotomy,  the  mass,  a hard  large  fecaloma,  was  ex- 
tracted, and  a loop  proximal  transverse  colostomy 
was  constructed. 

Postoperatively,  the  patient  experienced  pulmo- 
nary emboli  and  developed  abdominal  abscesses 
and  fistulas.  The  colostomy  could  not  be  closed. 
In  spite  of  intensive  care,  anticoagulation,  antibi- 
otics, and  intravenous  hyperalimentation  therapy, 
the  patient  died  ninety-one  days  after  laparotomy. 

Case, 2.  A fifty-nine-year-old  woman  was  hos- 
pitalized because  of  anemia.  At  the  time  of  ad- 
mission she  had  epistaxis  unrelieved  by  nasal  plas- 
tic surgery,  had  recurrent  headaches  requiring  up 
to  1 Gm.  of  aspirin  daily,  and  intermittently  bleed- 
ing hemorrhoids.  The  patient  was  afebrile,  had  a 
blood  pressure  of  186/110  mm.  Hg,  regular  sinus 
tachycardia  of  108  per  minute,  respiratory  rate  of 
18  per  minute,  and  an  apical  systolic  murmur. 
The  abdomen  was  tender  over  the  epigastrium  and 
the  right  upper  quadrant.  The  liver  edge  was  pal- 
pable at  the  level  of  the  umbilicus.  External  hem- 
orrhoids were  noted.  The  hemoglobin  was  7.5 
Gm.  per  100  ml.,  hematocrit  24,  and  white  blood 
cell  count  6,800  with  71  per  cent  neutrophils. 
There  was  4-plus  proteinuria  with  40  pus  cells  per 
high-power  field.  Serum  electrophoresis  revealed 
a monoclonal  hypergammaglobulinemia  which 
proved  to  be  immunoglobulin  A myeloma. 

A posterior  nasal  pack  controlled  the  epistaxis, 
and  acetaminophen  ameliorated  the  headaches. 
Combined  hyoscyamine  sulfate  0.1037  mg.,  atro- 
pine sulfate  0.0194  mg.,  hyoscine  hydrobromide 
0.0065  mg.,  and  phenobarbital  16.2  mg.  (Donna- 
tal),  was  given  every  four  hours.  Magnesium  and 
aluminum  hydroxide  (Maalox  suspension)  hourly, 
while  awake,  was  given  for  abdominal  pains.  So- 
dium biphosphate  and  sodium  phosphate  (Fleet 
brand  Phospho-soda)  and  a standardized  extract 
of  senna  fruit  (X-Prep  liquid)  were  given  prior  to 
the  diagnostic  radiologic  procedures.  X-rays  films 
of  the  skull,  chest,  intravenous  pyelogram,  and 
barium  enema  with  postevacuation  air-contrast 
studies  revealed  right  renal  and  colonic  displace- 


FIGURE  2.  Case  2.  Plain  view  of  abdomen.  Note  feca- 
lomas  throughout  large  bowel.  One  at  splenic  flexure 
found  to  be  obstructing. 


ment  due  to  the  hepatomegaly,  but  no  intrinsic 
bowel  abnormality. 

The  patient  developed  marked  abdominal  dis- 
tention and  hypoactive  bowel  sounds  following  the 
barium  enema.  X-rays  films  of  the  abdomen  now 
showed  a barium  fecal  mass  at  the  splenic  flexure 
with  proximal  gaseous  distention  of  the  colon,  and 
barium  throughout  the  colon  (Fig.  2).  Fiberoptic 
colonoscopy  demonstrated  two  fecalomas:  one  in 
the  descending  colon  which  could  be  dislodged  and 
bypassed  and  a second  immovable  splenic  flexure 
fecal-barium  impaction. 

The  patient  was  given  mineral  oil,  sodium  bi- 
phosphate, and  sodium  phosphate  orally  and  was 
given  multiple  high-colonic  irrigations  with  soap 
suds,  hydrogen  peroxide,  saline,  and  oil.  This  re- 
sulted in  some  evacuation  of  barium.  However, 
the  abdomen  remained  distended,  the  patient  be- 
came febrile,  and  abdominal  scout  films  now  indi- 
cated the  presence  of  an  upper  abdominal  density. 
Exploratory  laparotomy  proved  the  density  to  be  a 
retroperitoneal  hematoma  of  about  3 L.,  which  on 
upper  gastrointestinal  x-ray  films  with  sodium  di- 
atriozate  (oral  Hypaque)  was  shown  to  come  from 
a perforation  originating  in  the  third  portion  of  the 
duodenum.  The  impacted  barium  fecaloma  was 
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extracted,  and  a transverse  colostomy  was  con- 
structed. The  patient  went  on  to  develop  jaun- 
dice, hyperamylasemia,  hematemesis,  and  anuria. 
She  died  two  weeks  after  surgery. 

Case  3.  A thirty-one-year-old  woman  was  hos- 
pitalized because  of  severe  abdominal  cramps  and 
constipation  of  one  day’s  duration.  She  had  had 
similar  symptoms  relieved  by  enemas  and  laxa- 
tives. She  had  been  uremic  for  four  and  one-half 
years  due  to  pyelonephritis  and  had  developed 
secondary  hyperparathyroidism  with  osseous  de- 
mineralization, metastatic  calcifications,  and  a 
pelvic  fracture.  She  was  being  medicated  with  so- 
dium bicarbonate,  aluminim  hydroxide  gel  (Am- 
phojel),  calcium  gluconate,  and  salicylates. 

Physical  examination  revealed  a distended 
abdomen  with  active  bowel  sounds.  Her  hemato- 
crit was  17,  hemoglobin  5.4  Gm.  per  100  ml.,  white 
blood  cell  count  3,500,  and  urine  specific  gravity 
1.0005  with  mild  ketonuria  and  1,800  cc.  of  urine 
output  per  twenty-four  hours.  The  blood  urea  ni- 
trogen was  126  mg.  per  100  cc.,  creatinine  9 mg., 
calcium  10  mg.,  phosphate  5.8  mg.,  sodium  149 
mg.,  potassium  3.9  mg.,  chloride  95  mg.,  and  car- 
bon dioxide  20.  Rectal  examination  and  procto- 
sigmoidoscopy showed  normal  mucosa  and  no 
stool  in  the  colon.  A barium  enema  study  re- 
vealed an  intraluminal  mass  obstructing  the  proxi- 
mal descending  colon. 

Conservative  therapy  was  ineffective  and  lapa- 
rotomy was  required  to  crush  the  fecaloma  man- 
ually to  remove  it  and  relieve  the  obstruction. 

Case  4.  A sixty-four-year-old  man  was  hospi- 
talized because  of  epigastric  pain,  weight  loss,  and 
anorexia  for  two  months.  Physical  examination 
revealed  an  intra-abdominal  mass,  2 inches  below 
the  right  costal  margin,  and  a vague  epigastric  full- 
ness. Laboratory  test  results  were  unremarkable. 
A left  intrarenal  mass  was  seen  in  the  intravenous 
pyelogram.  Two  barium  enema  and  air  contrast 
studies  performed  five  days  apart  showed  an  intra- 
luminal cecal  lesion  suggestive  of  villous  adenoma. 
On  exploratory  laparotomy,  a right  renal  retention 
cyst  was  aspirated.  A right  ileocolectomy  and  an 
ileotransverse  colostomy  were  performed.  The 
cecum  was  found  to  contain  a fecaloma  that  mea- 
sured 2 by  3 by  4 cm. 

Case  5.  A seventy-one-year-old  woman  was 
hospitalized  because  of  vomiting,  abdominal  pains, 
and  obstipation  of  two  days’  duration.  The  pa- 
tient was  dehydrated,  her  abdomen  was  distended, 
and  bowel  sounds  were  hyperactive,  the  lower 
quadrants  were  slightly  tender,  and  no  masses 
were  palpable.  Laboratory  examinations  were 
within  normal  limits,  with  a white  blood  cell  count 
of  7,000,  hematocrit  of  38,  and  with  normal  serum 
electrolytes  and  normal  urinalysis  with  a specific 
gravity  of  1.029. 

Plain  x-ray  views  6f  the  abdomen  showed 
marked  dilatation  of  the  small  bowel  with  air-fluid 


levels.  A barium  enema  outlined  a normal  colon. 
A mechanical  small-bowel  obstruction  was  diag- 
nosed, and  a laparotomy  was  performed.  Two 
concretions  were  found  in  the  terminal  ileum, 
which  were  removed,  and  an  ileoileostomy  was 
performed.  The  impression  at  laparotomy  was 
that  of  gallstone  ileus.  There  was  no  evidence  of 
bowel  necrosis.  An  analysis  of  the  concretions 
showed  them  to  be  fecalomas. 

Comment 

Fecal  impaction  is  increasingly  found  with  ad- 
vancing age,  debility,  and  inactivity.  A small  per- 
centage of  the  impactions  will  result  in  fecalomas. 

The  most  common  site  of  fecalomas  is  in  the  dis- 
tal colon  and  rectum,  but  in  10  per  cent  of  cases  it 
may  occur  more  proximally.3  In  our  last  2 pa- 
tients, the  obturated  matter  was  in  the  terminal 
ileum  in  one  patient  and  in  the  cecum  of  the  other. 
The  presence  of  fecal  matter  in  a dilated  colon  is 
common,  and  therefore  a plain  film  study  of  the 
abdomen  cannot  suffice  to  diagnose  a fecaloma.  A 
contrast  enema  using  barium  or  iodinated  contrast 
material  is  required  to  demonstrate  the  obstruc- 
tion and  define  its  nature.  Typically,  the  fecalo- 
ma is  seen  as  an  intraluminal  mass  without  wall 
attachment,  with  a smooth  outline  and  some  mo- 
bility within  the  bowel  lumen.4  The  development 
of  a fecaloma  immediately  following  a barium 
enema  and  air-contrast  study,  as  noted  in  Case  2, 
is  unprecedented  to  our  knowledge. 

If  the  obstruction  cannot  be  dislodged  manually, 
by  the  use  of  enemas  or  via  proctosigmoidoscopy 
or  colonoscopy,  an  emergency  laparotomy  and  by- 
pass procedure  must  be  performed  to  avoid  these 
complications.5 

The  cause  of  such  an  extraordinary  concretion 
of  feces  is  an  abnormal  interaction  between  the  in- 
testines and  their  contents.  Intrinsic  dysfunction 
of  the  bowel  leads  to  slowed  propulsion  of  the  in- 
testinal material.  Such  delayed  passage  permits 
excessive  fluid  extraction  from  the  digested  mate- 
rial leading  to  marked  hardening  of  the  intestinal 
content.  With  constantly  added  increments,  a 
large  intractable  fecaloma  is  formed.4  The  use  of 
anticholinergic  drugs,  altered  mucosal  secretions, 
and  possibly  amyloid  infiltration  due  to  the 
gamma  A myeloma  were  contributing  factors  in 
our  second  patient.  The  physiologic  hypofunction 
of  advanced  age  with  weakened  abdominal  and 
perineal  muscles  slowed  propulsive  peristalsis  in 
the  first  and  fifth  patients.  The  prolonged  intake 
of  large  amounts  of  alkaline  buffers  such  as  alumi- 
num hydroxide  to  neutralize  hyperacidity  and  also 
to  block  intestinal  phosphate  absorption,  contrib- 
uted to  stool  hardening  in  the  third  patient. 
Chronic  renal  failure  is  a clinical  state  seen  with 
increasing  frequency  in  which  the  clinician  must 
be  alert  to  the  possibility  of  fecal  obstruction,  as 
described  in  our  third  patient  and  reported  by 
Townsend  et  al.6  in  3 patients.  The  fecal  impac- 
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tion  commonly  seen  in  psychiatric  patients  may  be 
due  to  poor  toilet  habits  as  well  as  the  inability  by 
these  patients  to  define  their  symptoms  of  obsti- 
pation and  constipation. 

Summary 

Two  patients  with  fatal  fecaloma  and  3 patients 
with  successfully  treated  fecalomas  are  presented. 
The  variety  of  predisposing  factors  and  clinical 
states  in  which  this  entity  can  be  encountered  is 
examined. 

Department  of  Radiology 
Brunswick  General  Hospital  Center 
Amityville,  New  York  11701 
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Glutamic  oxaloacetic  transaminase  (GOT)  is 
present  in  serum  and  throughout  the  tissues  of  the 
body  but  is  most  concentrated  within  the  cells  of 
the  heart,  liver,  skeletal  muscle,  and  kidney.1  The 
serum  level  of  the  enzyme  is  maintained  within  a 
relatively  constant  range  of  15  to  70  I.U.  per  milli- 
liter by  normal  cellular  attrition.  A rise  in  serum 
concentration  occurs  following  tissue  injury  with 
disruption  of  cellular  membranes,  primarily  of 
those  tissues  with  greatest  enzyme  content. 

LaDue,  Wroblewski,  and  Karmen,2  in  1954,  first 
described  elevations  of  SGOT  (serum  glutamic  ox- 
aloacetic transaminase)  in  patients  with  acute 
myocardial  infarction.  Subsequently,  the  diag- 
nostic use  of  increased  SGOT  levels  was  extended 
to  include  acute  disease  of  other  organs,  notably  of 
the  liver  and  gallbladder,  and  the  increment  of  the 
SGOT  has  been  useful  in  distinguishing  between 
disorders  of  these  organs.3-7  In  acute  myocardial 
infarction,  peak  elevations  are  seldom  greater  than 
200  I.U.8  Very  high  SGOT  levels,  greater  than 
800  I.U.,  have  long  been  considered  indicative  of 
acute  hepatocellular  injury,  and  levels  of  more 
than  1,000  I.U.  were  at  one  time  considered  almost 
diagnostic  of  acute  hepatitis  or  acute  hepatic  ne- 
crosis.8 The  peak  SGOT  levels  observed  in  pa- 
tients with  cholecystitis  generally  are  between 
those  seen  with  acute  myocardial  infarction  and 
acute  hepatocellular  disease,  with  the  incidence 
and  increment  of  the  SGOT  related  directly  to  the 
degree  of  inflammation  of  the  gallbladder  and  the 
presence  of  jaundice.9  However,  there  have  been 
reports  of  very  high  SGOT  elevations,  above  1,000 
I.U.,  in  jaundiced  patients  with  extrahepatic  bil- 
iary obstruction  due  to  tumor  or  stone.10-12 


Recently,  a patient  with  acute  cholecystitis,  who 
was  not  jaundiced,  was  seen  at  the  University  of 
Rochester  Medical  Center  with  an  SGOT  of  2,350 
I.U.  Stimulated  by  this  case,  we  reviewed  the 
charts  of  all  patients  with  biliary  calculus  disease 
admitted  during  the  preceeding  three-year  period,  I 
and  found  3 additional  anicteric  patients  with  a 
peak  SGOT  greater  than  1,000  I.U.  The  sub-  j 
stance  of  this  report  is  a case  presentation  of  the 
patient  with  the  most  markedly  elevated  SGOT 
and  a summary  of  this  group  of  anicteric  patients 
with  cholecystitis  and  very  high  SGOT  values. 

Case  Report 

A twenty-six-year-old  white  woman  was  seen  in 
the  emergency  department  two  hours  after  the 
sudden  onset  of  sharp  substernal  and  right  upper 
quadrant  pain  which  radiated  into  the  back  begin- 
ning fifteen  minutes  after  eating.  The  pain  was 
soon  followed  by  nausea  and  vomiting.  She  did 
not  experience  any  chills  or  fever.  Her  past  histo- 
ry was  remarkable  only  in  that  she  had  never  had  a 
previous  episode  of  similar  pain  and  that  she  had 
had  a cesarean  section  four  months  previously, 
during  which  she  received  a blood  transfusion. 

She  was  described  as  somewhat  obese  and  in 
moderate  distress.  Her  initial  temperature  was 
98°  F.  She  was  not  clinically  jaundiced.  Positive 
physical  findings  were  limited  to  the  abdomen 
where  there  was  tenderness  with  guarding  in  the 
right  upper  quadrant.  A mass,  thought  to  be  a 
distended  gallbladder,  was  palpable  in  the  area  of 
maximum  tenderness.  The  liver  edge  was  3 cm. 
below  the  costal  margin  and  was  sharp  and  tender. 
Bowel  sounds  were  hypoactive.  A plain  roentgen- 
ogram of  the  abdomen  was  nondiagnostic. 

The  initial  laboratory  findings  were  as  follows: 
white  blood  cell  count,  9,700  per  cubic  millimeter 
with  82  per  cent  segmented  forms;  SGOT,  690  I.U.; 
alkaline  phosphatase,  90  I.U.  per  milliliter;  total 
bilirubin,  0.6  mg.  per  100  ml.;  serum  amylase,  less 
than  30  Somogyi  units;  total  proteins,  6 Gm.  per 
100  ml.  with  4 Gm.  albumin;  and  prothrombin 
time,  100  per  cent.  These  laboratory  studies  were 
repeated  six  hours  later  and  the  values  were  un- 
changed except  for  the  SGOT  which  had  risen  to 
2,350  I.U. 

A diagnosis  of  acute  cholecystitis  and  coinciden- 
tal serum  hepatitis  was  made,  the  latter  based  on 
the  very  high  SGOT  value.  She  was  treated  with 
gastric  suction,  parenteral  ampicillin,  intravenous 
fluids,  and  given  meperidine  hydrochloride  (Dem- 
erol) for  pain.  Additionally,  she  was  placed  on 
needle  and  stool  isolation  precautions. 

Serial  SGOT  determinations  were  obtained  dur- 
ing the  next  three  days  with  the  time  course  of  the 
values  as  originating  from  the  onset  of  symptoms 
depicted  in  Figure  1.  The  serum  bilirubin,  alka- 
line phosphatase,  and  amylase  remained  normal 
during  this  time. 
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TIME  AFTER  ONSET  OF  SYMPTOMS  (HOURS) 

FIGURE  1.  Time  course  of  the  SGOT  activity  showing 
early  sharp  increase  in  enzyme  concentration  followed  by 
rapid  decrease  to  normal  ninety-six  hours  after  onset  of 
symptoms. 

The  patient  improved  rapidly  and  was  asymp- 
tomatic on  the  third  day.  It  was  felt  that  the 
rapid  decrease  in  the  SGOT  made  a diagnosis  of 
hepatitis  unlikely  and  that  her  total  clinical  pic- 
ture and  course  was  compatible  with  a diagnosis  of 
cholecystitis  alone.  Therefore,  four  days  after  ad- 
mission, and  without  further  diagnostic  evalua- 
tion, she  underwent  laparotomy.  The  gallbladder 
was  found  to  be  distended,  tense,  and  thin  walled 
and  contained  several  stones  with  one  stone  oc- 
cluding the  cystic  duct.  The  common  bile  duct 
was  of  normal  size.  An  operative  cholangiogram 
through  the  cystic  duct  demonstrated  no  stones 
within  the  common  duct  or  obstruction  to  bile  flow 
into  the  duodenum.  The  pancreas  and  liver  both 
were  grossly  normal.  A cholecystectomy  was  per- 
formed without  difficulty. 

Her  postoperative  course  was  uneventful.  Liver 
chemistry  study  findings,  including  the  SGOT, 
were  normal  on  the  fifth  postoperative  day.  A bile 
culture,  obtained  at  operation,  did  not  demon- 
strate growth.  She  was  discharged  on  the  seventh 
postoperative  day. 

Clinical  Material 

The  ages  of  the  4 anicteric  patients  with  chole- 
cystitis and  SGOT  elevations  greater  than  1,000 
I.U.  ranged  between  nineteen  and  fifty-four  years. 
Three  were  females.  Their  admission  tempera- 
tures varied  between  98°  and  102°F.,  and  their 
white  blood  cell  counts  between  9,000  and  16,500 
per  cubic  millimeter.  All  of  the  patients  present- 
ed clinical  features  of  acute  disease  including 
upper-abdominal  pain  and  right  upper  quadrant 
tenderness  and  guarding.  Of  interest,  2 of  the  pa- 
tients had  had  a normal  gallbladder  series  within 
six  months  of  the  onset  of  their  acute  symptoms. 


TABLE  I.  Laboratory  data  in  patients  with  acute 
cholecystitis  and  very  high  SGOT 


Patients 

Highest 
SGOT 
(I.U.  per 
milliliter) 

Bilirubin 
(milligram 
per  100  ml.) 

Alkaline 
Phosphatase 
(I.U.  per 
liter) 

Amylase 

(S.U.)* 

1 

1,050 

0.6 

70 

90 

2 

1,270 

0.8 

120 

40 

3 

1,850 

1.0 

75 

70 

4 

2,350 

0.6 

90 

30 

*SU  = Somogyi  units. 


Their  pertinent  laboratory  studies  are  shown  in 
Table  I. 

All  of  the  patients  were  treated  with  broad  spec- 
trum antibiotics,  nasogastric  suction,  and  intrave- 
nous fluids,  and  all  became  symptomatically  im- 
proved within  twenty-four  to  seventy-two  hours 
after  the  onset  of  treatment.  In  each  instance,  the 
SGOT  levels  fell- rapidly  to  achieve  a normal  value 
within  five  days  from  the  time  of  onset  of  symp- 
toms. 

An  oral  cholecystogram  or  intravenous  cholangi- 
ogram was  obtained  in  3 of  the  patients  after  the 
acute  symptoms  had  subsided.  These  showed 
nonvisualization  of  both  the  gallbladder  and  bil- 
iary system  in  1 patient,  and  nonvisualization  of 
only  the  gallbladder  in  the  other  2.  No  biliary 
x-ray  studies  were  obtained  on  the  patient  with 
the  highest  SGOT  elevation  in  whom  the  diagnosis 
was  made  solely  on  the  basis  of  the  clinical  fea- 
tures and  the  time  course  of  the  SGOT  values. 

All  of  the  patients  were  operated  on  following 
admission,  at  which  time  the  very  high  SGOT 
values  were  recorded,  and  all  were  found  to  have 
subsiding  acute  cholecystitis  with  cystic  duct  oc- 
clusion. No  patient  had  gross  evidence  of  pan- 
creatitis or  liver  disease.  Common  duct  explora- 
tion or  operative  cholangiogram  was  carried  out  in 
each  patient,  and  in  no  instance  was  there  recovery 
of,  or  demonstration  of,  common  bile  duct  stones. 
Gallbladder  bile  cultures  were  positive  for  bacteri- 
al growth  in  2 patients.  Liver  biopsies  obtained 
on  two  of  the  patients  were  interpreted  as  showing 
normal  parenchymal  architecture  without  any  in- 
flammatory process. 

Comments 

There  have  been  a number  of  reports  of  SGOT 
elevations  in  patients  with  acute  and  chronic  bil- 
iary tract  disease,  but  very  high  elevations  were  in- 
variably associated  with  extrahepatic  obstructive 
jaundice.7’9’12-14  One  patient  in  the  series  pre- 
sented by  Abbruzzese  and  Jeffery,13  had  an  SGOT 
of  860  I.U.  and  a normal  bilirubin,  but  an  intrave- 
nous cholangiogram  demonstrated  a dilated  com- 
mon bile  duct,  and  one  month  later,  when  she  un- 
derwent surgery,  2 stones  were  removed  from  the 
dilated  common  duct.  The  highest  SGOT  value 
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reported  by  Ginsberg14  was  2,450  I.U.,  but  this  was 
in  a patient  with  pancreatitis  who  was  jaundiced 
and  at  the  time  of  surgery  was  found  to  have  a di- 
lated common  duct.  The  patient  reported  by 
Gardner,11  with  an  SGOT  of  1,850  I.U.,  had  ob- 
structive jaundice  due  to  carcinoma  of  the  pancre- 
as, and  both  patients  reported  by  Mossberg  and 
Ross,12  with  acute  cholecystitis  and  SGOT  values 
of  more  than  1,000  I.U.,  had  common  bile  duct  ob- 
struction due  to  stone. 

Although  unusual,  nevertheless,  our  experience 
indicates  that  a very  high  SGOT  elevation  can  also 
develop  in  anicteric  patients  with  calculus  disease 
of  the  gallbladder  and  probably  occurs  more  often 
than  is  appreciated.  We  encountered  4 patients 
with  SGOT  values  greater  than  1,000  I.U.  out  of  a 
total  of  215  patients  with  acute  cholecystitis  seen 
over  a three-year  period.  Not  one  of  the  4 was  ei- 
ther jaundiced  or  had  common  bile-duct  or  liver 
disease.  There  were  also  a number  of  patients 
with  peak  enzyme  values  between  500  and  1,000 
I.U.,  and  it  is  possible  that  higher  values  might 
have  been  obtained  in  them  had  the  determina- 
tions been  obtained  earlier  in  the  course  of  their 
disease. 

The  cause  of  the  SGOT  elevation  in  patients 
with  obstructive  jaundice  and  without  apparent 
hepatic  parenchymal  disease  has  not  been  precise- 
ly defined.  However,  it  has  been  suggested  that 
the  increased  intrabiliary  pressure  subsequent  to 
common-duct  obstruction  provokes  an  augmented 
production  and  release  of  transaminase  or  in- 
creases the  permeability  of  the  hepatocyte  to  the 
enzyme.12,15  It  is  possible  that  a secondary  as- 
cending cholangitis  causing  hepatocellular  injury 
may  also  be  a factor.  The  increase  in  SGOT  activ- 
ity which  occurs  in  anicteric  patients  with  acute 
cholecystitis  is  more  difficult  to  explain,  but  there 
are  several  possible  sources.  Since  the  paren- 
chyma of  the  gallbladder  itself  contains  very  little 
transaminase,  we  believe  that  the  major  enzyme 
source  is  the  liver  and  the  mechanism  of  release  is 
related  to  the  cytolytic  effects  of  the  inflammatory 
process  in  the  gallbladder  on  the  adjacent  liver 
cells  which  are  high  in  enzyme  content.  A con- 
tributory second  possible  source  is  absorption  of 
concentrated  enzyme  from  gallbladder  bile  when 
the  cystic  duct  is  obstructed,  a situation  in  which 
Chinsky  and  Sherry5  found  the  bile  to  contain  as 
much  as  2,000  enzyme  units  per  milliliter.  Final- 
ly, it  is  possible  that  ampullary  spasm  secondary 
to  inflammation  of  the  gallbladder  may  produce 
transient  common-duct  obstruction  unassociated 
with  a demonstrable  elevation  in  the  serum  biliru- 
bin. Although  the  precise  explanation  for  the  in- 
crease in  SGOT  in  anicteric  patients  is  not  known, 
it  is  evident  that  elevations  can  occur,  and  to  a sig- 
nificant degree,  in  the  absence  of  demonstrable 
gross  or  microscopic  hepatic  disease. 

Admittedly,  very  high  SGOT  levels  are  in  most 


instances  indicative  of  primary  hepatocellular  dis- 
ease. However,  serial  determination  of  enzyme 
concentration  offers  a means  for  differentiating 
these  patients  from  patients  with  acute  cholecysti- 
tis who  show  symptoms  of  elevated  SGOT.  This 
will  be  most  useful  in  patients  with  equivocal  clini- 
cal manifestations  or  when  coincidental  liver  dis- 
ease is  suspected,  as  was  the  situation  in  the  pa- 
tient presented.  In  patients  with  primary  liver 
disorders,  the  serum  enzyme  level  gradually  rises 
following  the  clinical  onset  of  the  disease,  or  dur- 
ing the  prodromal  phase  of  acute  hepatitis,  reach- 
ing a peak  elevation  several  days  after  the  onset  of 
symptoms.  Subsequently,  and  in  parallel  with  ev- 
idence of  clinical  improvement,  there  is  a gradual 
decrease,  but  it  may  be  weeks  or  months  before 
the  values  return  to  a normal  level.  By  contrast, 
in  patients  with  acute  cholecystitis,  there  is  a 
prompt  increase  in  the  SGOT  to  a peak  level  with- 
in twenty-four  to  thirty-six  hours  after  onset  of 
symptoms.7  Subsequently,  in  the  anicteric  pa- 
tient the  enzyme  level  rapidly  decreases  to  normal 
within  four  or  five  days  after  the  onset  of  symp- 
toms. In  patients  seen  one  or  two  days  after  the 
onset  of  symptoms,  the  early  rise  and  peak  deter- 
mination may  have  already  occurred,  in  which 
event  the  first  portion  of  the  time-course  curve 
will  be  lost,  and  the  initial  SGOT  determination  is 
the  highest  value  obtained.  All  4 of  our  patients 
with  SGOT  values  greater  than  1,000  I.U.  demon- 
strated this  response  in  enzyme  activity,  a pattern 
which  appears  to  occur  independent  of  the  level  of 
elevation.7  Although  we  should  always  be  reluc- 
tant to  attach  undue  emphasis  to  laboratory  data 
in  diagnosing  a surgical  disorder,  there  is  virtually 
no  abdominal  condition  other  than  acute  biliary 
calculus  disease  which  will  give  this  time  course  of 
SGOT  response;  that  is,  an  abrupt  increase  to  a 
relatively  high  level  followed  by  a rapid  decline 
achieving  a normal  value  within  five  days  after 
onset  of  symptoms.  Parenthetically,  this  same 
pattern  in  the  SGOT  time-course  curve  has  also 
been  noted  in  jaundiced  patients  with  acute  biliary 
calculus  disease  although  normal  values  are  not 
achieved  before  nine  or  ten  days  or  until  the  ob- 
struction has  been  relieved  and  jaundice  has  sub- 
sided.7 

Summary 

Four  patients  with  acute  cholecystitis  who  were 
not  jaundiced  and  who  did  not  have  associated  he- 
patic disease  were  seen  with  an  SGOT  greater  than 
1,000  I.U.,  including  one  patient  with  an  SGOT  of 
2,350  I.U. 

Although  a very  high  SGOT  is  unusual  in  anic- 
teric patients  with  acute  cholecystitis,  an  aware- 
ness of  its  possible  occurrence  is  important  to  ob- 
viate errors  in  diagnosis  and  treatment.  Serial  de- 
termination of  the  enzyme  level  which  shows  a 
rapid  decline  to  normal  within  four  or  five  days 
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after  the  onset  of  symptoms  is  a characteristic  pat- 
tern in  these  patients  and  offers  a means  for  ex- 
cluding isolated  or  associated  hepatocellular  dis- 
ease in  them. 
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Clinical  Clues 

— Hair  anomalies  can  provide  clues  for  diagnosing  rare 
but  important  disorders.  Kinky  hair  disease  should 
alert  the  physician  to  a problem  of  intestinal  copper 
absorption  that  can  cause  progressive  brain  damage 
and  death  before  the  age  of  three  years  (Menkes’ 
kinky  hair  syndrome). 

— Emotional  crisis  is  the  most  important  single  factor 
triggering  attacks  of  hereditary  angioneurotic  edema. 
The  use  of  transquillizers  may  give  dramatic  relief, 
therefore,  in  these  conditions. 

— Three  common  manifestations  of  amyloidosis  should 
be  looked  for  when  this  condition  is  suspected:  an 

enlarged  tongue,  purpura,  and  nodules  on  the  eyelids. 

I — One  should  be  suspicious  of  a melanoma  which  occurs 
in  redheads  with  freckles  and  others  with  light  com- 
plexions, in  women  who  have  a lesion  on  the  posterior 
calf,  and  in  young  men  who  have  a lesion  on  the 
trunk.  A good  clinical  sign  of  a melanoma  is  an  er- 
ythematous ring  around  the  tumor. 

— Culturing  the  urinary  sediment  from  a patient’s  void- 
ed urine  is  a valuable  new  tool  in  screening  for  gonor- 

!rhea.  This  method  is  positive  in  94  per  cent  of  cases. 
The  organism  remains  viable  in  the  urine  for  as  long 
as  two  hours  at  room  temperature.  Gram  stains  of 
urine  sediment  and  urethral  smear  reveal  essentially 
identical  findings.  Culture  gave  more  accurate  re- 
sults than  the  urethral  or  urine  sediment  Gram  stain 
(J.A.M.A.  224: 1499  (June  11)  1973). 

— Malabsorption  resulting  from  mucosal  abnormalities 
appears  to  reduce  digoxin  bioavailability,  whereas 
malabsorption  due  to  pancreatic  insufficiency  does 
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not.  Decreased  digoxin  absorption  also  occurs  as  a 
result  of  the  hypermotility  associated  with  ingestion 
of  laxatives. 

— Fifteen  to  20  per  cent  of  hospitalized  patients  receiv- 
ing digitalis  have  significant  manifestations  of  digital- 
is toxicity.  The  importance  of  this  problem  is  em- 
phasized by  the  fact  that  the  mortality  in  this  group 
of  toxic  patients  is  nearly  40  per  cent. 

— The  syndrome  of  drug-induced  lupus  erythematosus 
is  most  commonly  induced  by  hydralazine,  isoniazid, 
various  anticonvulsants,  procainamide,  and  others. 
Signs  and  symptoms  of  drug-induced  lupus  are  easily 
reversible  when  the  drug  is  stopped.  However,  in 
some  cases  flare-ups  occurred,  and  the  disease  pro- 
gressed even  though  the  drug  had  been  withdrawn. 
Clinical  manifestations  have  persisted  for  as  long  as 
nine  years  after  the  drug  was  stopped.  Rash  and 
fever  occur  less  frequently  in  the  drug-induced  dis- 
ease. Serious  renal  disease,  which  is  common  in  the 
idiopathic  form,  is  rare  in  drug-induced  lupus. 

—People  who  have  been  smoking  for  as  long  as  thirty 
years  and  then  stop  smoking  still  reduce  their  risk  of 
incidence  of  lung  cancer. 

— Acute  glomerulonephritis  is  far  more  commonly 
caused  by  streptococcal  pyoderma  than  streptococcal 
pharyngitis. 

—Hypertension  is  by  and  large  the  most  important  risk 
factor  in  coronary  heart  disease;  an  elevated  serum 
cholesterol  level  is  a strong  factor  only  in  younger  per- 
sons. 
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Since  the  descriptions  of  CRSO  (cardiorespi- 
ratory syndrome  of  obesity), 1-4  the  published  re- 
ports have  been  concerned  more  with  the  underly- 
ing mechanisms  than  with  the  course  of  manage- 
ment of  the  cardiorespiratory  failure.  The  latter 
is  often  precipitated  by  infection  or  pulmonary 
thromboembolism.5  Although  the  manifestations 
of  CRSO  tend  to  disappear  following  weight  re- 
duction,2 the  recognition  and  therapy  of  potential- 
ly fatal  complications  is  of  great  importance.  In 
the  span  of  ten  months,  3 patients  with  CRSO 
were  admitted  to  the  State  University  Hospital 
with  pulmonary  emboli.  Two  of  these,  ages 
twenty-one  and  twenty-five,  died  shortly  thereaf- 
ter. The  purpose  of  this  report  is  to  call  attention 
to  this  serious  complication  and  suggest  clues  to  its 
recognition  in  the  hope  that  earlier  diagnosis  and 
treatment  might  reduce  the  high  mortality  rate. 

Case  reports 

Case  1.  A twenty-one-year-old  mentally  re- 
tarded white  male  with  Frohlich’s  syndrome  was 
admitted  to  the  State  University  Hospital  on  July 
2,  1970,  because  of  shortness  of  breath  and  faint- 
ing spells.  Ten  years  prior  to  admission  he  under- 
went attempted  surgical  correction  of  dorsal  ky- 

* Present  affiliation:  Fellow,  Pulmonary  Unit,  Massachu- 
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phoscoliosis,  following  which  he  gained  weight 
steadily.  For  several  weeks  prior  to  admission  he 
had  become  progressively  dyspneic.  On  June  25, 
1970,  he  was  admitted  to  another  hospital  for 
treatment  of  a leg  ulcer.  He  was  transferred  to 
State  University  Hospital  because  of  dyspnea, 
lethargy,  and  episodes  of  unconsciousness. 

On  arrival  he  was  cyanotic  and  in  semicoma,  re- 
sponding only  to  painful  stimuli.  His  pulse  was 
110  per  minute,  respiratory  frequency  40  breaths 
per  minute,  and  his  temperature  37.8°C.  His 
blood  pressure  was  unobtainable,  his  height  was 
158  cm.,  and  his  weight  was  106.7  Kg.  The  pupils 
were  constricted,  but  equal  and  reactive.  Fundu- 
scopic  examination  revealed  blurred  optic  disks 
and  tortuous  vessels.  Examination  of  the  chest 
revealed  rales  at  the  lung  bases  bilaterally,  distant 
heart  sounds,  and  a fourth  heart  sound  gallop. 
Other  positive  findings  included  high  arched  pal- 
ate, cervicodorsal  fat  pad,  kyphoscoliosis,  gyneco- 
mastia, small  penis  and  undescended  testes,  and 
two  deep  ulcerations  on  the  medial  aspect  of  the 
left  malleolus. 

In  the  hospital  he  remained  in  coma,  but  at 
times  would  wake  up  for  brief  intervals.  Involun- 
tary chewing  movements  were  noted.  Arterial 
blood  while  breathing  room  air  showed  arterial 
oxygen  pressure  of  10  mm.  Hg,  arterial  carbon 
dioxide  pressure  of  60  mm.  Hg,  and  pH  (hydrogen 
ion  concentration)  7.46.  Hematocrit  was  46;  he- 
moglobin was  14.6  mg.  per  100  ml.,  and  leukocyte 
count  was  13,000  per  cubic  millimeter.  Although 
no  abnormal  densities  were  found  on  portable 
chest  film,  severe  scoliosis  with  convexity  to  the 
right  made  interpretations  difficult.  Electrocardi- 
ogram tracings  showed  counterclockwise  rotation 
with  S wave  in  lead  I and  a deep  Q wave  in  lead 
III.  He  was  treated  with  intravenous  heparin,  un- 
derwent endotracheal  intubation,  and  was  placed 
on  80  per  cent  oxygen.  Blood  pressure  rose  to 
110/90  mm.  Hg.  Several  hours  later  the  tube  was 
lacerated  by  the  involuntary  chewing  movements. 
Attempts  at  reintubation  were  unsuccessful,  pneu- 
mothorax was  demonstrated  by  x-ray  films,  and  he 
developed  an  idioventricular  rhythm  followed  by 
cardiac  standstill;  resuscitation  efforts  were  unsuc- 
cessful. 

Postmortem  examination  showed  hypertrophy 
of  the  right  ventricle  with  thrombi  in  the  right 
atrium.  The  lungs  were  collapsed  and  had  multi- 
ple small  emboli  peripherally,  but  the  major  pul- 
monary arteries  were  free  of  antemortem  thrombi. 
The  pituitary  fossa  was  markedly  enlarged  with 
erosion  of  the  posterior  clinoid  processes.  Exami- 
nation of  the  brain  revealed  cystic  compression  of 
the  hypothalamus,  but  no  other  lesion. 

Comment.  The  suspected  irreversible  brain 
damage  on  admission,  coupled  with  the  nature  of 
the  underlying  endocrine  disease  may  explain  the 
nonaggressive  approach  in  the  management  of  this 
case.  The  alveolar  arterial  gradient  for  oxygen  at 
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room  air  was  calculated  at  55  mm.  Hg  suggesting 
that  in  addition  to  alveolar  hypoventilation,  rest- 
ing hypoxemia  was  in  large  part  secondary  to 
shunting  and/or  V/Q  mismatch.  The  oxygen  elec- 
trode was  not  calibrated  in  the  very  low  ranges,  so 
that  arterial  oxygen  pressure  of  10  mm.  Hg  on  ad- 
mission was  probably  not  an  accurate  reading. 

Case  2.  A twenty-five-year-old  housewife  was 
transferred  to  the  State  University  Hospital  on 
August  19,  1970,  because  of  progressive  dyspnea 
and  cyanosis.  She  had  been  gaining  weight  since 
puberty  and  had  added  23  Kg.  in  the  last  three 
years.  Three  weeks  prior  to  admission,  she  devel- 
oped chest  pain  and  a productive  cough.  Shortly 
thereafter  this  was  followed  by  dyspnea,  orthop- 
nea, hemoptysis,  and  fever.  She  was  admitted  to 
another  hospital  where  the  diagnosis  of  pulmonary 
embolism  was  made.  She  received  intravenous 
heparin  therapy  and  was  transferred  to  State  Uni- 
versity Hospital. 

Physical  examination  on  admission  revealed 
massive  obesity,  cyanosis,  and  respiratory  distress. 
Her  blood  pressure  was  150/90  mm.  Hg,  pulse  104 
beats  per  minute,  respiratory  frequency  32  per 
minute,  and  temperature  37.5°C.  Height  was  165 
cm.  and  weight  138.5  Kg.  The  pupils  were  equal 
and  reactive.  Examination  of  the  chest  revealed 
distant  heart  sounds,  prominent-  second  heart 
sounds  at  the  pulmonic  area,  and  moist  rales  at 
both  bases.  No  abdominal  masses  were  felt.  Ex- 
tremities showed  pitting  edema  and  cyanosis,  but 
no  evidence  of  thrombophlebitis.  The  pelvic  ex- 
amination yielded  negative  results.  The  hemato- 
crit was  54,  the  hemoglobin  15.5  mg.  per  100  ml., 
and  the  leukocyte  count  17,400  per  cubic  millime- 
ter. Arterial  blood  gas  analysis  on  admission 
while  breathing  28  per  cent  oxygen  revealed  arteri- 
al oxygen  pressure  42  mm.  Hg,  arterial  carbon 
dioxide  pressure  94  mm.  Hg,  and  pH  7.4.  A porta- 
ble chest  film  showed  cardiomegaly  and  congestion 
of  the  pulmonary  vasculature  (Fig.  1A).  Electro- 
cardiogram tracings  revealed  right-axis  deviation, 
right  ventricular  hypertrophy,  and  evidence  of 
right  ventricular  strain.  Her  vital  capacity  was  1.4 
L.,  predicted  3.3,  and  first  forced  expiratory  vol- 
ume was  1.2  L.,  predicted  3.2. 

On  24  per  cent  oxygen,  a low  salt  diet,  digitalis, 
furosemide,  ampicillin,  and  intravenous  heparin 
1,500  to  1,800  units  every  four  hours,  she  seemed 
to  be  gradually  improving.  On  the  twelfth  hospi- 
tal day  the  arterial  oxygen  pressure  on  24  per  cent 
oxygen  was  52  mm.  Hg,  arterial  carbon  dioxide 
pressure  was  73  mm.  Hg  and  samarium  was  90  per 
cent.  A day  later  her  temperature  rose  to  38.5° C. 
On  24  per  cent  oxygen,  arterial  oxygen  pressure 
was  18  mm.  Hg,  arterial  carbon  dioxide  pressure 
was  62  mm.  Hg,  and  pH  was  7.42.  Lung  scan 
using  131I  macroaggregated  albumin  showed  com- 
plete loss  of  perfusion  to  the  right  lung  with  a per- 
fusion defect  in  the  lateral  aspect  of  the  middle 
and  lower  zone  of  the  left  lung  (Fig.  IB).  Cardiac 
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FIGURE  1.  Case  2.  (A)  Chest  radiograph.  Gives  no  evi- 
dence of  almost  total  lack  of  perfusion  of  right  lung.  (B) 
131l  macroaggregated  albumin  scan. 


arrest,  unresponsive  to  resuscitation  efforts,  oc- 
curred on  the  seventeenth  day  after  admission. 

Postmortem  examination  revealed  cardiac  en- 
largement with  hypertrophy  of  the  right  ventricle, 
which  contained  a large  mural  thrombus.  There 
was  a large  saddle  embolus  blocking  the  right  and 
left  pulmonary  arteries.  Peripheral  emboli  were 
scattered  throughout  the  branches  of  the  right 
pulmonary  artery.  A common  iliac  vein  thrombus 
propagating  into  the  right  iliac  vein  was  also 
noted. 

Comment.  This  young  lady  developed  a mas- 
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sive  pulmonary  embolus  while  being  adequately 
anticoagulated  in  the  hospital.  Ligation  of  the  in- 
ferior vena  cava  was  considered  at  that  time,  but 
surgery  was  refused  by  the  patient.  The  associ- 
ated arterial  oxygen  pressure  of  18  mm.  Hg  was 
approximate,  because  the  oxygen  electrode  was 
not  calibrated  in  these  low  ranges  of  oxygen  pres- 
sure. The  alveolar-arterial  oxygen  gradient  was 
increased  indicating  either  a ventilation  perfusion 
defect  or  significant  shunting  of  blood  through  the 
lungs.  A determination  of  the  gradient  on  100  per 
cent  oxygen  was  not  done  for  fear  of  further  car- 
bon dioxide  retention. 

Case  3.  A forty-seven-year-old  housewife  was 
admitted  to  State  University  Hospital  on  May  5, 
1971,  because  of  dyspnea,  massive  obesity,  and  cy- 
anosis. She  weighed  170  Kg.  when  she  was  mar- 
ried in  1942  and  thereafter  had  gained  weight 
steadily.  Her  weight  increased  more  rapidly  six 
months  prior  to  admission,  and  she  noted  swelling 
of  her  legs  and  abdomen.  Three  months  before 
admission  she  noted  increased  shortness  of  breath, 
cyanosis,  and  somnolence.  She  denied  chest  pain 
or  hemoptysis. 

Physical  examination  on  admission  revealed 
massive  obesity  with  enormous  skin  folds  and  ex- 
foliative lichenified  skin  over  the  lower  extremi- 
ties. Temperature  was  37.2°C.,  blood  pressure 
150/90  mm.  Hg,  pulse  106  per  minute,  and  respira- 
tory frequency  26  per  minute.  Height  was  163  cm. 
and  weight  202  Kg.  She  was  cyanotic  but  oriented 
and  cooperative.  Pupils  were  unequal  but  reac- 
tive to  light.  The  optic  disks  were  normal.  The 
breath  sounds  were  decreased  bilaterally.  No 
rales  or  rubs  were  heard.  The  heart  sounds  were 
muffled.  A grade  II  ejection  systolic  murmur  was 
heard  over  the  apex.  Examination  of  the  abdomi- 
nal viscera  was  impaired  by  obesity.  Extremities 
showed  no  evidence  of  phlebitis  or  clubbing.  The 
pelvic  examination  showed  negative  results. 

On  admission  blood  gas  analysis  breathing  room 
air  revealed  an  arterial  oxygen  pressure  of  33,  an 
arterial  carbon  dioxide  pressure  of  44  mm.  Hg,  and 
a pH  of  7.5.  Her  hematocrit  was  47,  hemoglobin 
15.6  mg.  per  100  ml.,  and  leukocyte  count  8,000  per 
cubic  millimeter.  Blood  chemical  analysis  re- 
vealed a serum  bilirubin  of  2.4  mg.  per  100  ml.  as 
the  only  abnormal  finding.  Electrocardiogram 
findings  showed  right-axis  deviation  and  evidence 
of  right  ventricular  enlargement.  Vital  capacity 
was  1.5  L.,  predicted  3.13,  and  first  forced  expira- 
tory volume  was  1.2  L.,  predicted  2.75.  Chest 
x-ray  films  showed  cardiac  enlargement  with  clear 
lung  fields.  Pulmonary  scan  revealed  multiple 
perfusion  defects  bilaterally. 

She  was  placed  on  warfarin  sodium  and  an  800-, 
later  400-calorie  diet.  Her  hospital  course  was  un- 
eventful, and  she  was  discharged  on  the  twenty- 
fifth  hospital  day  after  losing  a total  of  25  Kg. 
Her  most  recent  visit  to  the  pulmonary  clinic  was 


on  January  14,  1972,  when  she  weighed  137  Kg. 
She  was  then  able  to  perform  light  housework. 
Thereafter  she  gained  weight,  became  edematous, 
refused  hospitalization,  and  died  at  home  Septem- 
ber 16,  1972. 

Comment.  This  patient  again  presented  severe 
resting  hypoxemia  not  explained  on  the  basis  of  al- 
veolar hypoventilation.  The  alveolar-arterial  oxy- 
gen difference  at  room  air  was  increased  to  59  mm. 
Hg.  Physiologic  studies  to  define  the  contribution 
of  shunting  to  hypoxemia  were  declined  by  the  pa- 
tient during  her  last  visit  to  the  pulmonary  clinic. 

Comment 

We  have  found  only  4 reported  cases  of  pulmo- 
nary embolism  in  patients  with  CRSO,  of  whom  1 
was  recognized  antemortem.6  This  was  a fifty-six- 
year-old  woman  who  weighed  111  Kg.  and  had  pre- 
viously had  pulmonary  infarction.  She  had  signs 
of  thrombophlebitis  on  admission,  an  arterial  oxy- 
gen pressure  of  49  mm.  Hg,  and  was  treated  with 
anticoagulants  and  survived.  The  other  3 cases 
were  forty,  forty-three,  and  sixty-two  years  of  age 
and  averaged  158  Kg.  in  weight.7-9  None  of  these 
was  suspected  of  having  pulmonary  emboli,  and 
none  received  anticoagulants.  In  all  3 cases,  post- 
mortem examination  revealed  extensive  recent 
emboli  in  the  segmental  branches  of  the  pulmo- 
nary arteries  with  evidence  of  pulmonary  infarc- 
tion in  one.  The  source  of  emboli  was  the  right 
atrial  appendage  in  2 patients.  In  both  of  our 
fatal  cases  right  atrial  and  right  ventricular  mural 
thrombi  were  described  in  postmortem  examina- 
tion. Severe  kyphoscoliosis  was  a complicating 
factor  in  one  of  these.  In  contrast  to  the  other  re- 
ported cases,  our  2 patients  who  died  during  hospi- 
talization belonged  to  a much  younger  age  group, 
ages  twenty-one  and  twenty-five.  The  youngest  of 
67  cases  of  pulmonary  embolism  studied  by  Sasa- 
hara  et  al.10  was  thirty-seven  years  of  age.  Thus, 
although  pulmonary  embolism  is  uncommon  in 
young  adults,  this  may  not  be  true  in  the  presence 
of  massive  obesity. 

All  massively  obese  patients  must  be  considered 
to  be  at  risk  from  pulmonary  embolism.  An 
added  risk  in  CRSO  is  the  presence  of  polycythe- 
mia and  failure  of  the  right  side  of  the  heart.  The 
finding  of  thrombi  in  the  right  heart  chambers  in 
our  2 fatal  cases  and  in  2 of  3 similar  fatal  cases 
shows  that  vena  caval  interruption  may  not  be  the 
appropriate  therapy  in  this  form  of  pulmonary 
embolism. 

The  clinical  course  of  pulmonary  embolism  in 
CRSO  is  insidious  and  difficult  to  distinguish  from 
the  dyspnea  of  which  these  patients  often  com- 
plain. This  was  especially  true  in  our  Case  3 
where  the  diagnosis  was  aided  by  the  experience 
gained  in  caring  for  Cases  1 and  2 and  the  presence 
of  severe  arterial  hypoxemia  and  a positive  lung 
scan  finding. 
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Chest  x-ray  films  in  our  patients  failed  to 
suggest  the  extent  of  embolization.  Since  lung 
scans  were  more  helpful,  we  now  routinely  obtain 
them  in  patients  hospitalized  for  any  cardiorespi- 
ratory complications  of  obesity.  The  presence  of 
severe  arterial  hypoxemia,  15  mm.  Hg  in  Case  1 
and  18  mm.  Hg  in  Case  2,  is  also  of  diagnostic 
value  and  of  ominous  significance.  The  high  mor- 
tality rate  in  this  group  of  obese  patients  is  proba- 
bly related  to  the  underlying  V/Q  abnormalities 
and  increased  pulmonary-arterial  pressure  present 
prior  to  the  terminal  insult  of  embolism.11 
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authoritative,  original  articles  for  each  issue.  Articles  in 
the  first  issue  of  the  journal,  January  1976,  deal  with 
such  topics  as  the  role  of  the  manager  in  cost-effective 
clinical  decision-making;  the  effectiveness  of  Britain’s 
NHS  complaint-handling  system;  the  value  of  problem 
solving  conference  techniques  like  Delphi  in  health  or- 
ganization and  hospital  management;  the  development 
of  information  and  strategic  planning  systems  in  health 
care  organizations  and  the  problems  they  present;  and 
the  real  impact  of  health  planning  legislation  on  health 
organization  management. 

Future  issues  will  contain  articles  on  organizational 
behavior,  management  policy,  marketing,  operations 
management,  EDP  and  time  sharing,  and  critical  cur- 
rent issues  like  malpractice  insurance  and  costs. 

Aspen  is  a data  base  publisher  serving  the  health  care 
industry  with  books,  loose-leaf  manuals,  seminars,  and 
magazines.  Aspen  also  operates  three  of  the  country’s 
major  health  care  delivery  information  centers.  The 
company  pioneered  a full-text  word  processing  capabili- 
ty for  legal  research,  litigation  file  management  and  in- 
formation retrieval  for  independent  law  firms,  state,  and 
Federal  government  use,  and  is  now  the  recognized  lead- 
er in  the  field  of  litigation  support  systems. 

Further  information  may  be  obtained  by  writing 
Dept.  RR,  Aspen  Systems  Corporation,  20010  Century 
Blvd.,  Germantown,  Md.  20767. 

1975  New  York  City  Health  Department  report 
shows  a record  decline  in  births  and  deaths 

A thirty-three-year  low  in  the  city’s  death  rate,  9.6  per 
1,000  population,  has  been  reported  by  the  New  York 
City  Health  Department  for  1975.  The  number  of 
deaths,  76,059  is  lower  than  in  1974,  when  79,846  deaths 
were  recorded  and  the  lowest  since  1942.  The  Bureau 
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of  cost  control  through  fixed  budgets  including  arbitrary 
fee  schedules  would  result  in  curtailment  of  care  and 
discourage  participation  by  providers. 

“A  look  at  the  current  trouble  of  the  British  health 
care  system  impels  a close  reexamination  of  the  alleged 
need  for  such  drastic  action,”  Dr.  Parrott  said. 

* * * 

The  Senate  Finance  Committee  also  approved  with 
few  changes  Medicare  amendments  adopted  earlier  by 
the  House.  The  major  one  assures  that  no  prevailing 
Medicare  fee  for  this  fiscal  year  is  less  than  for  the  pre- 
vious fiscal  year.  An  unintended  effect  of  the  new  law 
tying  physicians  Medicare  reimbursement  in  with  a 
cost-of-living-type  index  was  to  roll  back  some  fees. 
HEW  didn’t  want  to  do  anything  about  it,  but  the 
House  at  the  urging  of  the  AMA  and  other  groups, 
agreed  to  prevent  the  rollback. 

The  Senate  Committee  added  language  to  the  House 
provision  to  indicate  that  in  calculating  the  controver- 
sial fee  index  HEW  should  include  to  the  extent  feasible 
“factors  related  to  any  increases  in  costs  of  malpractice 
insurance  and  that  index  calculations  should  be  pre- 
pared on  a regional  rather  than  a national  basis.” 

The  other  Medicare  changes  include: 

**  A one-year  extension  of  authority  to  grant  waivers 
of  nursing  staff  requirements  in  rural  areas  where 
nurses  are  in  short  supply.  The  House  had  approved 
a three-year  extension. 

**  Repeal  of  a present  provision  which  would  make 
the  Federal  Employees  Health  Program  rather  than 
Medicare  the  primary  payer  of  benefits  for  older  or 
retired  U.S.  workers.  The  amendment  specifies  that 
Medicare  be  the  primary  payer  for  people  eligible  for 
both  programs. 

* * * 

Physicians  in  some  larger  states  containing  more  than 
one  Professional  Standards  Review  Organization 
(PSRO)  area  may  have  a chance  to  choose  a single, 
statewide  plan  under  legislation  approved  by  the  Senate 
Finance  Committee.  Texas,  Louisiana,  and  possibly 
some  other  states  would  qualify,  the  Health,  Education, 
and  Welfare  Department  said. 

The  amendment  by  Sen.  Lloyd  Bensten  (D.  Texas) 
applies  to  states  that  have  been  divided  into  PSRO 
areas,  and  where  no  conditional  PSROs  have  yet  been 
designated.  The  HEW  Department  would  poll  the  phy- 
sicians in  the  areas  to  determine  their  preference  for  a 
local  or  a state-wide  PSRO.  If  a majority  of  physicians 
in  each  area  approve  the  state-wide  plan,  the  verdict 
would  have  to  be  accepted  by  HEW. 

The  Texas  Medical  Association  and  other  state  so- 
cieties, as  well  as  the  AMA  have  fought  for  the  rights  of 
larger  states  to  become  single  PSRO  areas,  but  the 
HEW  Department  turned  down  the  appeals  on  grounds 
PSROs  were  intended  to  be  primarily  local.  As  a result, 
large  population  states  were  divided  into  several  PSRO 
areas. 

* * * 

The  Medical  Liability  Commission  has  urged  Con- 
gress not  to  employ  National  Health  Insurance  as  a ve- 
hicle for  forcing  a Federal  solution  to  the  professional  li- 
ability problem. 

Gale  Richardson,  M.D.,  a member  of  the  Liability 
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Actinomycosis  is  a relatively  rare  chronic  granu- 
lomatous disease  presenting  symptoms  of  one  of 
three  main  regional  forms:  cervicofacial,  abdomi- 
nal, and  thoracic.1  Most  human  infections  are 
caused  by  Actinomyces  israelii,  an  organism  taxo- 
nomically  close  to  hyphabacteria,  not  fungi.  In  a 
review  of  37  hospitalized  patients  with  actinomy- 
cosis, Harvey,  Cantrell,  and  Fischer2  found  that  63 
per  cent  had  symptoms  of  the  abdominal,  24  per 
cent  the  cervicofacial,  and  13  per  cent  the  thoracic 
forms.  Four  patients  with  abdominal  actinomyco- 
sis had  involvement  of  the  ovary  and  fallopian 
tube  exclusively. 

During  the  past  ten  years,  female  genital  actino- 
mycosis has  been  infrequently  reported,  especially 
in  the  American  literature.  Since  the  disease  is 
curable  with  long-term  antibiotic  therapy,  yet 
fatal  if  unrecognized,  clinical  examples  of  illustra- 
tive cases  bear  reporting.  The  subject  of  this  re- 
port is  a case  of  actinomycosis  of  the  left  ovary  and 
fallopian  tube  occurring  in  a thirty-one-year-old 
woman. 

Case  report 

A thirty-one-year-old  white  female  was  hospital- 
ized in  September,  1971,  for  elective  sterilization. 
Her  obstetric  history  included  3 pregnancies,  2 of 
which  resulted  in  the  births  of  normal  full-term  in- 
fants. The  other  pregnancy,  in  1961,  resulted  in 
an  incomplete  abortion;  an  exploratory  laparot- 
omy was  then  performed  because  an  ectopic  preg- 
nancy was  suspected.  The  patient  had  used  an  in- 
trauterine contraceptive  device  since  the  birth  of  a 


son  seven  years  previously.  She  complained  of 
vague  intermittent  lower  abdominal  pain  for  one 
to  two  months  prior  to  admission.  Removal  of  the 
device  and  admission  for  surgical  sterilization  was 
thus  advised. 

Past  medical  history  was  normal  except  for  a 
duodenal  ulcer  in  1964  that  responded  well  to 
medical  treatment. 

Physical  examination  findings  were  normal. 
Laboratory  studies  included  a hematocrit  of  36,  a 
hemoglobin  of  11.8  Gm.  per  100  ml.,  and  a white 
blood-cell  count  of  8,000  per  cubic  millimeter. 

One  day  after  admission  a tubal  ligation  via 
laparoscopy  was  performed.  During  the  course  of 
the  procedure,  the  surgeon  noted  a normal  right 
adnexa  and  a left  hydrosalpinx  with  adhesions  of 
the  fallopian  tube  to  the  ovary;  a diagnosis  of 
chronic  pelvic  inflammatory  disease  was  made. 
The  patient  was  discharged  a few  days  later. 

The  patient  was  hospitalized  again  a year  later 
in  November,  1972,  because  of  intermittent  left 
lower  quadrant  abdominal  pain  of  one  year’s  dura- 
tion. The  pain,  unrelated  to  menses  or  time  of 
day,  had  become  especially  severe  over  the  month 
prior  to  this  second  admission.  The  pain  was 
“crampy”  in  nature,  occurred  two  to  four  times  a 
day,  and  lasted  about  a half  hour.  The  patient 
also  complained  of  a “dull  ache”  in  both  lower 
quadrants,  a feverish  feeling,  night  sweats,  and  a 
10-pound  weight  loss  over  the  previous  year.  Mild 
diarrhea  had  occurred  every  few  months,  lasting 
two  to  three  days,  with  nausea  but  no  emesis. 
About  a week  before  this  admission,  pelvic  exami- 
nation disclosed  a left  adnexal  mass.  There  was 
no  history  of  vaginal  bleeding,  diabetes,  alcohol- 
ism, or  tuberculosis. 

On  physical  examination  she  appeared  to  be  a 
thin,  pale,  and  chronically  ill  woman.  Her  blood 
pressure  was  110/70  mm.  Hg,  pulse  rate  88  per 
minute,  and  temperature  99.4  °F.  orally.  No 
nodes  were  palpable,  and  examination  of  the  chest 
and  heart  disclosed  normal  findings.  There  was 
tenderness  and  guarding  in  the  left  lower  abdomi- 
nal quadrant.  Bowel  sounds  were  normal,  and  no 
organomegaly  was  indicated.  Pelvic  examination 
disclosed  an  8 to  10-cm.,  slightly  tender  mass  in 
the  left  adnexa.  Laboratory  data  included  a he- 
matocrit of  33,  a hemoglobin  of  11.1  Gm.  per  100 
ml.,  and  normal  serum  iron.  The  white  blood-cell 
count  was  8,800  per  cubic  millimeter  with  20 
bands,  47  polymorphonuclear  leukocytes,  5 eosino- 
phils, 2 basophils,  24  lymphocytes,  and  2 mono- 
cytes. Protein  electrophoresis  findings  were  nor- 
mal, except  for  a low  albumin  of  2.09  Gm.  per  100 
ml.  Cultures  of  urine,  stool,  and  peritoneal  fluid 
were  negative  for  pathogens,  including  fungi.  A 
chest  x-ray  film  disclosed  normal  findings.  Upper 
gastrointestional  series  with  small-bowel  follow- 
through,  barium  enema,  and  liver  scan  were  all  in- 
terpreted as  having  normal  findings. 

A provisional  diagnosis  of  pelvic  neoplasia  was 
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FIGURE  1.  Mycelium  of  the  fungus  Actinomyces  within 
lumen  of  fallopian  tube  (Grocott's  silver  stain). 


made.  On  opening  the  peritoneal  cavity  at  lapa- 
rotomy, a large  mass,  involving  the  left  adnexa  and 
adhering  to  the  sigmoid  colon,  was  found.  A total 
abdominal  hysterectomy,  left  salpingo-oophorec- 
tomy,  and  lysis  of  adhesions  were  carried  out. 
Pathologic  examination  of  the  specimen  showed  a 
uterus  measuring  8.5  by  6 by  3 cm.  and  weighing 
72  Gm.  with  a proliferative  endometrium.  The 
salpinx  was  4 cm.  in  length  and  1.1  cm.  in  diameter 
and  showed  thick  fibrotic  walls,  with  the  fimbriat- 
ed end  adherent  to  the  ovary.  It  contained  puru- 
lent exudate  with  “sulfur  granules.”  The  ovary 
measured  5 by  5 by  4 cm.,  was  firm,  and  the  cut 
surface  displayed  fibrosis  and  areas  of  necrosis 
with  purulent  exudate  and  sulfur  granules.  Mi- 
croscopically, the  tube  and  ovary  exhibited  a pro- 
cess of  chronic  suppurative  inflammation  with 
presence  of  mycelia  of  the  fungus  Actinomyces. 
Periodic  acid-Schiff,  Ziehl-Neelsen,  hematoxylin 
and  eosin,  and  Gram’s,  and  Grocott’s  stains  were 
used  (Fig.  1). 

One  day  after  the  operation  the  patient  was 
treated  for  actinomycosis  with  20  million  units  per 
day  of  aqueous  penicillin  given  intravenously  for 
two  weeks.  She  remained  afebrile  except  for  an 
isolated  temperature  spike  to  102  °F.  one  day  after 
surgery.  Diarrhea  began  two  days  after  surgery 
and  by  the  second  week  had  become  disabling.  A 
stool  culture  showed  no  pathogens.  Drug  therapy 
was  changed  to  clindamycin  (Cleocin),  150  mg. 
postoperative,  four  times  a day.  With  the  change 
in  therapy,  her  diarrhea  subsided.  At  the  time  of 
discharge,  four  weeks  later,  the  patient  felt  better, 
was  pain  free,  and  her  hematocrit  was  normal. 
She  was  well  on  reevaluation  nine  months  later, 
still  taking  clindamycin  by  mouth. 

Comment 

A.  israelii,  an  anaerobic,  pleomorphic,  myecelium- 
forming  bacterium,  is  a normal  inhabitant  of  the 
oropharynx  and  intestinal  tract.  Pathologists  fre- 
quently observe  the  organism  in  the  tonsillar 


crypts  of  tissue  removed  at  tonsillectomy.3 

Infection  in  man  is  thought  to  be  exclusively  en- 
dogenous.2 The  organism  spreads  primarily  by 
invading  contiguous  structures,  and  sinus  forma- 
tion is  a hallmark  of  the  disease. 1,2,4  Hematoge- 
nous dissemination  is  rare,  and  lymphatic  spread 
apparently  does  not  occur.2 

Actinomycosis  of  the  female  genital  tract  is  usu- 
ally a chronic  progressive  disease  with  symptoms 
persisting  or  progressing  over  many  years,  espe- 
cially if  the  patient  is  improperly  treated.  The 
initial  symptoms  are  those  of  a vague  systemic  ill- 
ness. In  a review  of  8 patients,  5 complained  of 
weight  loss,  7 had  lower-quadrant  pain,  and  6 had 
fever.2  As  in  our  case,  the  presumptive  diagnosis 
after  physical  examination  is  often  that  of  pelvic 
tumor.  Granulomatous  pelvic  disease,  notably  tu- 
berculosis, is  present  in  similar  fashion.  A predis- 
posing condition  for  actinomycosis  in  some  re- 
ported cases  is  previous  abdominal  surgery.4,5  Di- 
agnosis is  most  often  established  by  culture  of  in- 
fected tissue  and/or  the  finding  of  characteristic 
actinomycotic  sulfur  granules  in  pathologic  speci- 
mens. In  one  review,  4 patients  were  diagnosed  by 
culture  techniques,  3 by  histologic  criteria,  and  1 
by  both  methods.4  In  the  present  case,  the  perito- 
neal fluid  recovered  at  laparotomy  was  not  cul- 
tured anaerobically,  necessitating  the  diagnosis  of 
actinomycosis  by  histologic  methods  alone. 

Patients  with  pelvic  actinomycosis  often  have  a 
normochromic  or  hypochromic  anemia,  and  dem- 
onstrate a characteristically  high  sedimentation 
rate.  A gamma-type  macroglobulin  has  been  asso- 
ciated with  this  disease.6  Characteristically,  many 
months  elapse  before  the  specific  diagnosis  is  es- 
tablished. Paalman,  Dockerty,  and  Mussey4  re- 
viewed 117  cases  and  found  that  the  average  pa- 
tient, aged  thirty-four,  had  a duration  of  illness, 
from  initial  symptom  to  diagnosis,  of  19.4  months. 
In  our  patient,  the  disease  apparently  gave  rise  to 
symptoms  more  than  a year  before  diagnosis. 

Most  authors  implicate  the  intestinal  tract  as 
the  most  likely  source  of  female  genital  actinomy- 
cosis. An  infected  appendix  is  considered  the  ini- 
tial infective  focus  in  many  cases.  In  a review  of 
157  cases,  90  per  cent  of  pelvic  actinomycotic  in- 
fections were  ascribed  to  appendicitis.7  Not  sur- 
prisingly, 82  per  cent  of  these  infections  have 
right-adnexal  involvement,  although  in  half  these 
cases,  involvement  is  bilateral.  Infection  of  the 
left  adnexa  alone  occurs  in  less  than  one  fifth  of 
the  patients  studied.  Pure  left-adnexal  involve- 
ment presumably  arises  from  infection  extending 
from  the  descending  or  sigmoid  colon.4  Our  pa- 
tient had  diarrhea  and  other  gastrointestinal 
symptoms,  but  no  lesion  in  the  bowel  adjacent  to 
the  left  ovarian  mass  was  discovered.  Paalman, 
Dockerty,  and  Mussey4  proposed  several  explana- 
tions for  the  failure  to  find  a bowel  lesion:  (1)  the 
organism  might  pass  through  the  gut  wall  without 
producing  a lesion  in  the  bowel,  (2)  the  primary  le- 
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sion  of  the  bowel  might  heal  before  adnexal  in- 
volvement is  discovered,  or  (3)  the  infection  could 
be  secondary  to  hematogenous  spread  from  an 
extra-abdominal  focus. 

Usually,  female  genital  actinomycosis  involves 
the  ovary  alone,  or  the  ovary  and  tube.3  Uterine 
involvement  is  seldom  demonstrated.  MacCar- 
thy8  found  only  fourteen  cases  of  uterine  infection 
among  the  157  cases  she  reviewed.  When  endo- 
metrial infection  is  demonstrated,  the  organism 
may  be  acquired  from  a source  other  than  the 
bowel.3,7  Criminal  abortion,  contraceptive  de- 
vices, infected  pessaries,  and  retained  catgut  have 
been  implicated  in  pathogenesis.7  Although  there 
was  no  endometrial  involvement  in  the  present 
case,  the  patient  had  used  an  intrauterine  contra- 
ceptive device  for  seven  years  prior  to  the  tubal  li- 
gation performed  one  year  before  the  diagnosis  of 
actinomycosis  was  finally  made.  At  tubal  ligation, 
chronic  pelvic  inflammatory  disease  was  diagnosed 
by  laparoscopy,  but  no  culture  was  taken. 

A problem  complicating  actinomycosis  is  secon- 
dary infection.  Secondary  infection  was  present 
in  50  per  cent  of  the  cases  of  Harvey,  Cantrell,  and 
Fischer.2  Clinically,  high  temperature  elevations 
and  white  blood-cell  counts  greater  than  15,000 
per  cubic  millimeter  suggest  bacterial  superinfec- 
tion.2 Common  organisms  implicated  include 
Streptococci  anaerobius,  Proteus  vulgaris,  and 
Bacteriodes  species.2  Actinobacillis  actinomyce- 
temcomitans  was  first  described  coexistent  with 
Actinomyces  infection  in  1950,  hence  its  name.8 
Some  authors  speculate  that  infection  by  A.  acti- 
nomycetemcomitans  creates  a favorable  milieu  for 
the  growth  of  A.  israelii.8 

Since  the  advent  of  antibiotic  use,  the  death  rate 
from  actinomycosis  has  been  reduced  from  greater 
than  60  per  cent  to  12  per  cent.2  Treatment  with 
high  doses  of  long-term  parenteral  penicillin  along 
with  wide  surgical  excision  of  infected  tissue  is  rec- 
ommended.2,6 The  patient  in  the  present  study 
was  treated  with  20  million  units  of  penicillin  G in- 
travenously daily  for  two  weeks,  but  developed 
drug-induced  diarrhea.  Since  a recent  communi- 
cation describes  the  sensitivity  of  strains  of  A.  is- 
raelii to  low  concentrations  of  clindamycin,  this 
well-absorbed,  orally  administered  antibiotic  may 
supplant  penicillin  for  long-term  management  of 
the  disease.9  Our  patient  required  months  of  an- 
tibiotic therapy;  therefore,  clindamycin,  150  mg. 
orally,  four  times  daily,  was  used.  Her  diarrhea 
improved  markedly  after  clindamycin  was  substi- 


tuted for  penicillin. 

Actinomycosis  is  a rare  cause  of  pelvic  inflam- 
matory disease.  The  diagnosis  should  be  consid- 
ered whenever  chronic  female  genital  infection  as- 
sociated with  systemic  symptoms  is  not  responsive 
to  conventional  therapy.  Only  careful  bacterio- 
logic  and  pathologic  search  will  establish  the  diag- 
nosis in  most  cases. 

Summary 

A thirty-one-year-old  white  female  was  hospital- 
ized for  elective  sterilization.  During  the  tubal  li- 
gation, the  surgeon  noticed  left  hydrosalpinx  and 
adhesions  of  the  left  fallopian  tube  to  the  corre- 
sponding ovary.  The  patient  was  hospitalized 
again  about  a year  later  because  of  intermittent 
left  lower  quadrant  abdominal  pain.  Pelvic  exam- 
ination disclosed  a mass  in  the  left  adnexa.  A 
total  abdominal  hysterectomy  and  left  salpingo- 
oophorectomy  were  performed.  The  pathologic 
studies  revealed  actinomycosis  of  the  left  adnexa. 
The  patient  was  treated  with  penicillin,  but  be- 
cause of  complicating  diarrhea,  treatment  with 
oral  clindamycin  was  begun.  After  nine  months  of 
antibiotic  therapy,  the  patient  appears  to  have 
fully  recovered.  Although  a rare  disorder,  pelvic 
actinomycosis  is  curable  if  appropriately  treated 
with  penicillin  or,  possibly,  clindamycin. 

2316  Shadagee  Road 
Eden,  New  York  14057 
(DR.  MONTES) 
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Approximately  40  per  cent  of  the  patients  who 
have  diabetes  mellitus  present  signs  of  neuropa- 
thy.1 This  neuropathic  process  may  affect  the 
central,  peripheral,  and  autonomic  systems  singly 
or  in  combination.  In  the  central  system  diabetic 
myelopathy  often  involves  the  dorsal  columns,  less 
commonly  the  anterior  horn  cells,  and  rarely  is 
present  as  posterolateral  degeneration.2 

In  view  of  the  rarity  of  the  syndrome  of  diabetic 
posterolateral  sclerosis,  it  was  thought  worthwhile 
to  report  the  following  case. 

Case  report 

A sixty-two  year-old  Negro  female  was  admitted  to 
Kingsbrook  Jewish  Medical  Center  for  the  first  time  on 
June  13,  1972,  with  the  chief  complaints  of  sole-of-foot 
and  knee  pain,  progressive  inability  to  walk,  and  pares- 
thesia of  the  fingers  of  seven  months’  duration.  The  pa- 
tient developed  a presumed  arthritis  of  her  hip,  knee, 
and  ankle  joints  in  the  seven  months  preceding  admis- 
sion, for  which  she  irregularly  took  acetylsalicylic  acid 
and  also  had  received  2 intra-articular  injections  of  an 
unspecified  medication  in  the  left  knee.  The  patient 
also  complained  of  urinary  incontinence  and  a 25-pound 
weight  loss,  despite  a good  appetite. 

Physical  examination  revealed  an  elderly,  alert,  coop- 
erative female.  The  essential  physical  findings  included 
a blood  pressure  of  140/80,  a regular  pulse  of  90  per  min- 
ute, respirations  24  per  minute,  and  a temperature  of 
98.4° F.  Funduscopic  examination  revealed  bilateral 
microaneurysms  and  exudates.  The  findings  in  other 
systems  were  normal  except  for  the  central  nervous  sys- 
tem. Cranial  nerves  were  normal.  In  the  upper  ex- 
tremities there  were  hyperactive  (4/5  clonus)  biceps  re- 
flexes and  disturbed  position  sense.  In  the  lower  ex- 
tremities there  was  moderately  diminished  pain  and 
temperature  sensation,  decreased  light  touch  percep- 

* At  present:  Director  of  Medicine  and  Chief,  Endocrinology 
and  Metabolism,  Easton  Hospital,  Easton,  Pa.;  Professor  of 
Medicine,  Hahnemann  Medical  College,  Philadelphia,  Pennsyl- 
vania. 

f At  present:  Fellow  in  Hematology  and  Oncology,  Veterans 
Administration  Hospital,  The  Bronx,  New  York. 


tion,  and  disturbed  position  and  vibratory  sense. 
Marked  weakness  was  present  bilaterally;  the  patellar 
reflexes  were  hyperactive,  4/5,  and  the  achilles  reflexes 
were  absent.  A Babinski  sign  was  elicited  bilaterally. 
The  patient  was  incontinent  of  urine  but  not  feces.  The 
abdominal  reflexes  were  absent.  These  findings  were 
subsequently  corroborated  by  two  neurologists,  both  of 
whom  concurred  with  the  initial  diagnoses  of  posterolat- 
eral sclerosis,  peripheral  neuropathy,  and  diabetes  mel- 
litus. 

Laboratory  data  revealed  a hemoglobin  of  12.3  Gm. 
per  100  ml.,  hematocrit  35,  white  blood-cell  count  6,000 
per  cubic  millimeter  with  polymorphonuclear  leukocytes 
70,  stab  1,  lymphocytes  27,  monocytes  1,  and  eosinophils 
1 per  cent.  The  mean  corpuscular  hemoglobin  was  27.4 
micromicrograms,  the  mean  corpuscular  volume  85 
cubic  microns,  and  mean  corpuscular  hemoglobin  con- 
centration 32.6  per  cent.  The  platelet  count  was 
315,000  per  cubic  millimeter,  and  the  reticulocyte  count 
1.3  per  cent.  Urinalysis  revealed  a pH  of  6.5,  specific 
gravity  1.012,  8 to  12  white  blood  cells  per  high-power 
field,  and  bacteria  in  large  number.  Stool  guaiac  test 
findings  were  negative.  Serum  total  protein,  albumin, 
calcium,  phosphorus,  urea  nitrogen,  uric  acid,  creati- 
nine, total  bilirubin,  alkaline  phosphatase,  lactic  dehy- 
drogenase, and  glutamic-oxaloacetic  transaminase  find- 
ings were  normal.  During  a glucose  tolerance  test,  the 
blood  sugar  levels  were:  fasting  129  mg.  per  100  ml.,  30 
minutes  200  mg.  per  100  ml.,  60  minutes  202  mg.  per  100 
ml.,  90  minutes  210  mg.  per  100  ml.,  120  minutes  213 
mg.  per  100  ml.,  and  180  minutes  191  mg.  per  100  ml. 
VDRL  and  latex  fixation  test  findings  were  negative  as 
were  lupus  erythematosus  and  sickle-cell  preparations. 
A blood  culture  revealed  no  growth.  A urine  culture  re- 
vealed Escherichia  coli  greater  than  100,000  per  cubic 
millimeter.  X-ray  films  of  the  chest  and  bones  revealed 
normal  findings  as  did  an  electrocardiogram.  A gas- 
trointestinal series  disclosed  normal  findings  except  for 
a small  hiatus  hernia.  Sigmoidoscopy  and  barium 
enema  findings  were  normal.  Iophendylate  (Panto- 
paque)  myelography  was  carried  out  to  exclude  the  pos- 
sibility of  a cervical  lesion.  The  dye  was  seen  in  the  the- 
cal sac  of  the  cervical  region,  where  no  block  was  noted. 
The  cerebrospinal  fluid  (CSF)  was  clear  and  colorless 
with  a normal  pressure,  no  block,  and  a normal  cell 
count  and  chloride;  protein  was  74  mg.  per  100  ml.  and 
sugar  72  mg.  per  100  ml.  (blood  sugar  116  mg.  per  100 
ml.).  Cerebrospinal  fluid  cultures  and  viral  studies 
were  negative.  The  serum  vitamin  B12  level  was  321  pi- 
cograms  per  100  ml.  (normal  200  to  900),  the  serum  fo- 
late level  9.5  ng.  per  milliliter  (normal  7 to  15.9),  and  the 
serum  iron  level  84  micrograms  per  100  ml.  (normal  80 
to  130)  with  an  iron-binding  capacity  of  360  micrograms 
per  100  ml.  (normal  288  to  362).  A test  finding  for  gas- 
tric acidity  was  normal.  Bone-marrow  aspiration 
showed  no  signs  of  megaloblastosis  or  malignant  cells. 
A peripheral  smear  revealed  normal  leukocytes,  plate- 
lets, and  red-cell  morphology.  Hemoglobin  electropho- 
resis revealed  hemoglobin  AA  with  A2  1/2  per  cent.  A 
Schilling  test  revealed  an  excretion  of  9 per  cent  in 
forty-eight  hours  (normal  > 7 per  cent).  On  a diet  of  80 
Gm.  of  fat  per  day,  a forty-eight-hour  stool  collection 
contained  4.1  Gm.  of  fat  per  twenty-four  hours  (normal 
< 7).  Nerve-conduction  studies  revealed  denervation  of 
muscles  in  the  lower  extremities.  Cystometric  studies 
showed  a hypotonic  bladder  having  an  increased  residu- 
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al  volume. 

The  patient  was  treated  with  a diabetic  diet  and 
cephalosporin.  On  July  16,  1972,  she  was  transferred  to 
the  chronic-care  area  for  physiotherapy.  On  April  23, 
1973,  the  cerebrospinal  fluid  protein  level  was  70  mg. 
per  100  ml.,  and  the  sugar  was  89  mg.  per  100  ml.;  other 
cerebrospinal  fluid  parameters  were  normal,  as  before. 
A repeat  glucose  tolerance  test  on  August  14,  1973,  re- 
vealed a fasting  blood  sugar  level  of  100  mg.  per  100  ml., 
30  minutes  172  mg.  per  100  ml.,  60  minutes  184  mg.  per 
100  ml.,  90  minutes  180  mg.  per  100  ml.,  120  minutes 
177  mg.  per  100  ml.,  and  180  minutes  163  mg.  per  100 
ml.  At  the  time  of  discharge  on  September  12,  1973, 
neurologic  abnormalities  had  disappeared  in  the  upper 
extremities;  in  the  lower  extremities  pain,  temperature, 
and  light  touch  sensations  had  improved,  Babinski  signs 
were  no  longer  elicited,  and  urinary  incontinence  had 
lessened.  The  patient  was  subsequently  lost  to  follow- 
up. 

Comment 

In  this  case,  the  initial  clinical  impression  of 
posterolateral  sclerosis  was  supported  by  the  ab- 
sence of  cervical-cord  abnormality.  Subsequent 
studies  confirmed  the  diagnosis  of  diabetes  melli- 
tus  made  from  optic  funduscopy  and  an  absence  of 
evidence  of  pernicious  anemia.  The  patient  was 
thus  judged,  by  both  the  medical  and  neurologic 
staff,  to  have  diabetic  myelopathy. 

In  1945,  Rudy  and  Epstein3  found  that  of  54 
cases  of  diabetic  neuropathy,  26  had  myelopathy. 
However,  they  did  not  record  the  number  of  cases 
of  posterolateral  sclerosis.  Previously,  William- 
son,4 Sandmeyer,5  and  Naunyn6  described  the  de- 
generative changes  of  the  posterolateral  columns 
in  diabetes  mellitus.  These  last  works  were  fol- 
lowed by  sporadic  publications  relating  posterolat- 
eral sclerosis  to  diabetes  mellitus,  but  in  studies  of 
spinal  cords  of  diabetic  patients  with  myelopathy 
the  incidence  of  posterolateral  damage  was  not  de- 
scribed.4-10 

In  1929,  Woltman  and  Wilder11  suggested  that 
diabetic  myeloneuropathy  was  due  to  arterioscle- 
rotic changes  with  diminished  lumen  of  the  vasa 
nervorum.  Burger12  proposed  a “capillaropathia 
diabetica  universalis”  as  a possible  cause  of  dia- 
betic neuropathy.  However,  other  studies  re- 
vealed a disparity  between  the  degree  of  vascular 
and  neurologic  abnormality,  and  the  presumed 
vascular  etiology  could  not  be  substantiated.9’13-17 
Woolf  and  Malins18  made  an  attempt  to  explain 
the  neurologic  changes  based  on  lesions  found  in 
the  motor  end  plate.  Steiness17  concluded  that 
combined  vascular  and  metabolic  factors  might  be 
involved,  and  more  recent  investigations  have  sug- 
gested that  the  origin  of  the  disorder  is  a metabolic 
derangement,  possibly  involving  the  Schwann 
cells.19-20 

Signs  and  symptoms  of  myelopathy  may  pre- 
cede the  development  of  hyperglycemia.3,4,21  Al- 


though it  has  been  suggested  that  diabetic  control 
is  a minor  factor  in  the  development  of  myelopa- 
thy ,7  good  control  of  the  blood  glucose  level  seems 
to  improve  neurologic  dysfunction,21,22  and  recov- 
ery can  be  expected  in  six  months  to  three  years.3 
Thus,  as  judicious  treatment  can  lead  to  eventual 
recovery  of  function,  recognition  of  diabetic  pos- 
terolateral sclerosis  is  of  more  than  academic  in- 
terest. 


Summary 

A case  of  posterolateral  sclerosis  in  a diabetic 
patient  is  presented. 

Easton  Hospital 
Easton,  Pennsylvania  18042 
(DR.  RELKIN) 
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Despite  effective  methods  for  serologic  screen- 
ing, diagnosis,  and  treatment,  congenital  syphilis 
remains  a clinically  important  problem.  The 
number  of  reported  cases  of  congenital  syphilis, 
nationally,  in  children  less  than  one  year  of  age  has 
increased  annually  during  fiscal  years,  that  is,  in 
1970  there  were  300,  in  1971,  400,  and  in  1972,  422; 
however,  there  has  been  a slight  diminution  in  the 
number  of  reported  cases,  356,  during  1973. 1 Dur- 
ing 1972,  a questionnaire,  sent  to  60  major  cities 
reporting  more  than  half  the  national  total  of  con- 
genital syphilis  less  than  one  year  of  age,  revealed 
that  none  of  the  mothers  had  serologic  tests  for 
syphilis  during  both  the  first  and  third  trimesters 
of  pregnancy.2  Only  16.3  per  cent  of  these  women 
had  one  serologic  test  performed  during  pregnan- 
cy, even  though  41  states  have  laws  requiring  phy- 
sicians to  perform  this  test  for  syphilis  at  least 
once  during  pregnancy.  These  data  in  part 
suggest  a failure  on  the  part  of  public  and  private 
medicine  to  provide  the  proper  prenatal  care  that 
i could  have  prevented  some  or  all  of  these  cases. 

Individual  physicians  see  congenital  syphilis  so 
infrequently  that  many  clinicians  are  unfamiliar 
with  characteristic  symptoms  of  the  disease.  By 
reporting  the  case  of  this  infant  and  reviewing  the 
many  and  varied  manifestations  of  early  congeni- 
tal syphilis,  we  hope  to  increase  the  physician’s 
awareness  that  this  diagnosis  may  explain  an  oth- 
erwise confusing  clinical  presentation  of  multiple 
organic  dysfunction  in  the  neonate. 

* At  present:  Resident  in  Medicine,  University  of  Iowa  Hos- 
pitals, Iowa  City,  Iowa. 


Case  report 

An  eight-week-old  female  was  the  product  of  a 
full-term  pregnancy  and  a normal  spontaneous  de- 
livery, and  weighed  3,178  Gm.  at  birth.  The 
mother,  a twenty-two-year-old  white  woman,  and 
the  father,  a twenty-six-year-old  factory  worker, 
were  both  in  apparent  good  health.  The  child  was 
normal  at  birth,  but  three  days  later  mild  icterus 
and  elevated  serum  bilirubin,  9 mg.  per  100  ml., 
were  noted;  there  were  no  other  abnormalities  on 
physical  examination.  She  was  treated  with  pho- 
totherapy for  two  days.  Five  days  following  deliv- 
ery, mother  and  child  were  discharged  from  the 
hospital. 

The  child  did  well  until  about  five  weeks  of  age 
when  her  mother  noted  a large  mosquito-bite-like 
lesion  on  the  child’s  forehead.  Three  days  later 
she  developed  diaper-rash-like  lesions  on  her  peri- 
neum, and  a fever  to  101°  F.  The  family  physi- 
cian prescribed  steroid  cream  for  the  rash.  Four 
days  later  she  was  admitted  to  a local  hospital  with 
a temperature  of  105.2°  F.  Physical  examination 
revealed  oral  candidiasis  and  an  erythematous, 
slightly  raised,  scaling  rash  on  the  perineum,  legs 
and  forearms,  including  the  palms  and  soles;  no  or- 
ganomegaly was  noted.  Although  the  child  was 
completely  flaccid,  weakness  was  particularly 
prominent  in  the  left  upper  extremity.  Laborato- 
ry examination  revealed:  hematocrit  21.6,  hemo- 
globin 7.8,  mean  corpuscular  volume  84,  mean  cor- 
puscular hemoglobin  31,  white  blood-cell  count 
20,700  (55  per  cent  polymorphonuclear  leukocytes, 
44  per  cent  lymphocytes,  and  1 per  cent  eosino- 
phil), and  a reticulocyte  count  of  2.3  per  cent. 
Coombs’,  direct  and  indirect,  and  glucose-6-phos- 
phate  dehydrogenase  screening  tests  disclosed 
normal  findings.  Urinalysis  revealed  3 plus  pro- 
teinuria, 8 to  10  white  blood  cells,  and  2 to  4 red 
blood  cells.  A lumbar  puncture  repeated  3 times 
was  traumatic.  India  ink  preparation  of  the  cere- 
brospinal fluid  (CSF),  and  cultures  for  bacteria 
and  acid-fast  bacillus  disclosed  normal  findings. 
Cervical  spine  film  findings  were  normal.  Blood 
cultures  and  serologic  tests  for  syphilis  were  not 
done.  The  child  was  transfused  with  50  cc.  of 
packed  red  blood  cells  and  treated  with  intramus- 
cular gentamicin  and  topical  steroid  cream  with- 
out improvement.  Ten  days  after  admission,  she 
was  given  oral  penicillin,  250  mg.  every  six  hours, 
and  transferred  to  The  New  York  Hospital  with 
essentially  no  working  diagnosis. 

On  admission,  she  was  a 3,680-Gm.,  eight-week- 
old  female  lying  quietly  with  no  spontaneous 
movement.  Her  temperature  was  38.2°  C.,  and 
her  pulse  was  140  beats  per  minute.  An  almost 
confluent,  brownish-erythematous,  blanching, 
maculopapular  rash  with  some  areas  of  desquama- 
tion was  symmetrically  distributed  over  the  peri- 
neum, buttocks,  the  lower  extremities  including 
the  soles,  and  the  upper  extremities  including  the 
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palms.  There  was  a large  healing  lesion  on  the 
forehead,  and  erythematous  bullous  lesions  were 
observed  on  the  child’s  lips.  Mucous  patches  were 
present  on  the  posterior  palate.  Although  many 
of  the  lesions  were  moist,  none  showed  significant 
discharge.  The  child  had  a profuse,  thin,  and  mu- 
cous nasal  discharge,  but  the  nose  itself  was  not 
deformed,  and  there  was  generalized  lymphade- 
nopathy.  The  liver  was  about  3 cm.  below  the 
right  costal  margin,  and  the  spleen  was  palpated  2 
cm.  below  the  left  costal  margin.  Neurologically, 
the  child  showed  no  spontaneous  movement  of  the 
extremities,  and  there  was  a marked  flaccid  qua- 
driplegia.  She  cried  loudly  whenever  an  extremity 
was  passively  moved.  Deep  tendon  reflexes,  plan- 
tar flexion,  and  sensory  perception  were  normal 
bilaterally.  Laboratory  examination  revealed  a 
hematocrit  of  30  and  a white  blood-cell  count  of 
5,300,  with  23  per  cent  polymorphonuclear  leuko- 
cytes, 69  per  cent  lymphocytes,  5 per  cent  mono- 
cytes, 1 per  cent  eosinophil,  and  2 per  cent  blasts. 
Serum  electrolytes  were  normal,  and  the  blood 


FIGURE  1.  At  age  eight  weeks:  (A)  Periosteal  reaction 
and  wide  bands  of  metaphyseal  bone  destruction  in  hu- 
merus, distal  radius,  and  ulna.  (B)  Periosteal  reaction  and 
metaphyseal  bone  destruction  in  distal  femora,  proximal 
and  distal  tibiae.  Left  tibia  shows  medial  bone  defect 
(Wimberger’s  sign). 


urea  nitrogen  level  was  8 mg.  per  100  ml.  Urinaly- 
sis showed  1 plus  proteinuria  and  5 to  10  white 
blood  cells.  Cerebrospinal  fluid  examination  re- 
vealed 14  white  blood  cells,  of  which  all  were  mo- 
nonuclear cells,  sugar  46  mg.  per  100  ml.,  and  pro- 
tein 44  mg.  per  100  ml.  The  serum  VDRL  test 
findings  were  positive  at  a 1:128  dilution  with  a re- 
active FTA  (fluorescent  treponemal  antibody)  re- 
sult and  the  cerebrospinal  fluid  VDRL  test  showed 
weakly  positive  undiluted  findings.  Darkfield  mi- 
croscopic examination  was  not  performed.  Sero- 
logic tests  for  rickettsia,  cytomegalovirus  (CMV), 
toxoplasmosis,  mycoplasma,  cold  agglutins,  Weil- 
Felix  reaction,  and  bacterial  and  fungal  cultures 
all  revealed  normal  findings.  Roentgenograms  of 
the  long  bones  disclosed  marked  periosteal  reac- 
tion and  wide  bands  of  metaphyseal  lucency  (Fig. 
1).  Radiologic  evaluation  of  skull,  cervical  and 
thoracic  spine,  and  the  chest  were  within  normal 
limits. 

On  the  second  hospital  day,  the  diagnosis  of 
early  congenital  syphilis  with  central  nervous  sys- 
tem involvement  was  made,  and  the  child  was 
started  on  procaine  penicillin.  She  received  a 
total  of  2,800,000  units  intramuscularly  over  a 
twelve-day  period.  The  rash  began  to  fade  on  the 
second  day  of  penicillin  therapy.  At  discharge,  on 
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the  last  day  of  treatment,  spontaneous  motor  ac- 
tivity had  returned  to  all  four  extremities. 

The  child  was  seen  in  follow-up  at  approximate- 
ly nine  months  of  age,  and  was  developing  normal- 
ly. Physical,  neurologic,  and  laboratory  examina- 
tion results  were  all  within  normal  limits  including 
a nonreactive  cerebrospinal  fluid  VDRL  test  re- 
sult. A follow-up  skeletal  survey  revealed  com- 


FIGURE  2.  At  age  nine  months:  (A)  Repeat  roentgeno- 
gram reveals  healing.  (B)  Residual  bowing  of  distal  femo- 
ra. 


plete  healing  of  the  bony  lesion's  except  for  residu- 
al bowing  of  the  distal  femora  (Fig.  2). 

Serologic  examination  during  the  child’s  hospi- 
talization disclosed  positive  VDRL  test  findings  at 
a 1:8  dilution  with  reactive  FTA  in  both  parents. 
Approximately  one  year  ago,  the  father  and  his 
brother  had  extramarital  contact  with  the  same 
woman.  Both  men  subsequently  developed  penile 
lesions;  however,  at  this  point,  they  were  no  longer 
speaking  to  one  another.  The  father’s  lesion 
healed  following  topical  application  of  a salve  pre- 
scribed by  a physician  who  did  not  do  a serologic 
test  for  syphilis.  His  brother’s  physician  made  the 
correct  diagnosis  of  primary  syphilis,  and  he  treat- 
ed his  patient  appropriately  with  penicillin.  The 
mother  remembered  a rash  on  the  anterior  thorax 
which  began  during  the  second  trimester,  persisted 
through  delivery,  and  had  almost  faded  at  the  time 
of  the  child’s  hospitalization.  She  denied  extra- 
marital sexual  contact.  Although  a VDRL  test 
was  drawn  at  an  out-of-state  laboratory  during  the 
third  trimester  and  the  results  reported  as  nega- 
tive, it  was  impossible  to  confirm  this  result. 
After  the  diagnosis  of  early  latent  syphilis  was 
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made  in  both  parents,  they  each  received  two 
doses  of  2.4  million  units  of  benzathine  penicillin 
intramuscularly  at  one-week  intervals. 

Comment 

The  growing  fetus  is  protected  from  treponemal 
invasion  during  the  first  four  to  five  months  of  in- 
trauterine life  by  Langhans’  layer  of  cells.  After 
the  degeneration  of  this  portion  of  the  placenta 
between  the  eighteenth  and  twentieth  week  of 
pregnancy,  Treponema  pallidum  may  pass  into  the 
developing  fetus.  At  this  point,  congenital  syphi- 
lis can  be  life-threatening  and  results  in  spontane- 
ous abortion  or  stillbirth  in  about  one  fourth  of 
untreated  infections.  If  unrecognized  and  un- 
treated at  birth,  another  one  fourth  will  succumb 
to  the  disease,  leaving  about  one  half  of  all  infect- 
ed infants  to  present  a wide  variety  of  lesions.3 

Dermatologic  manifestations.  The  incidence 
of  skin  eruptions  in  congenital  syphilis  has  been 
estimated  to  occur  in  20  to  58  per  cent  of  the 
cases.4,5  The  lesions  seen  are  usually  similar  to 
those  seen  in  adult  secondary  syphilis.6  A macu- 
lopapular  erythematous  rash  with  desquamation 
and  peeling  is  common.  The  skin  lesions  follow  a 
characteristic  although  not  invariable  pattern 
symmetrically  involving  the  chin,  circumoral  re- 
gions, perineal  area,  palms,  and  soles.3’7’8  Condy- 
lomata  lata  are  moist,  flat,  wart-like  lesions  that 
appear  in  the  anogenital  and  intertriginous  areas. 
Vesicles  and  bullae,  seen  only  in  early  congenital 
syphilis,  are  said  to  be  associated  with  an  especial- 
ly poor  prognosis,  when  they  appear  on  the  palms 
and  soles.6  The  differential  diagnosis  of  these  le- 
sions should  include  erythema  multiforme,8  rick- 
ettsial disease,  Stevens-Johnson  syndrome,  and  a 
viral  exanthem. 

Snuffles.  Rhinitis  producing  a whitish  and 
sometimes  blood-tinged  nasal  discharge,  the  snu- 
ffles, is  said  to  occur  in  about  60  per  cent  of  cases, 
and  results  from  the  invasion  of  the  nasal  mucosa 
by  T.  pallidum.5  Further  invasion  and  destruc- 
tion of  the  bone  and  cartilaginous  structures  of  the 
nose  may  leave  the  child  with  a flat  nasal  bridge, 
the  so-called  saddle  nose.  Involvement  of  the  oral 
mucosa  may  produce  whitish  mucous  patches 
which  can  be  mistaken  for  oral  candidiasis.  A per- 
forated palate  may  result  if  severe  oral  and/or 
nasal  infection  is  not  treated  early. 

Skeletal  manifestations.  Osteochondritis  and 
periostitis  occur  in  76  to  100  per  cent  of  these  neo- 
nates.5,9 Following  a study  of  131  syphylitic 
pregnancies,  Ingraham10  reported  a lag  period  be- 
tween the  initial  infection  of  the  fetus  and  the  ap- 
pearance of  radiologic  lesions.  This  interval  is  ap- 
proximately five  weeks  for  osteochondritis  and 
four  months  for  periostitis.  Because  roentgeno- 
grams are  taken  at  different  times  during  the  lag 
period,  there  is  some  variability  in  the  reports  on 
the  incidence  of  bone  involvement.  In  addition, 


roentgenograms  of  some  infants,  born  to  mothers 
who  received  adequate  antibiotic  therapy  for 
syphilis  after  the  fourth  month  of  pregnancy,  have 
shown  the  characteristic  bone  abnormalities.11 
Although  the  location  and  stage  of  evolution  of  the 
lesions  are  usually  symmetrical,  the  distribution  is 
variable.12  In  McLean’s13  series  of  102  patients, 
90  per  cent  showed  roentgenographic  evidence  of 
osteochondritis  and  71  per  cent  showed  periostitis. 
The  bones  most  frequently  involved  were  the  tibia, 
97  per  cent,  ulna,  97  per  cent,  fibula,  92  per  cent, 
radius,  91  per  cent,  humerus,  74  per  cent,  and  the 
femur,  79  per  cent.  The  most  common  findings 
were  altered  patterns  of  mineralization  or  destruc- 
tion in  the  metaphyseal  area.  Less  often,  the  di- 
aphyses  of  the  long  bones  appeared  mottled  and 
motheaten,  with  irregularities  on  the  periosteal 
and  endosteal  surfaces  of  the  cortex;  epiphyseal 
involvement  was  rare.14  If  the  calvarium  was  af- 
fected, 5 per  cent  of  the  patients,12  lesions  ap- 
peared as  multiple,  indistinct,  rounded,  radiolu- 
cent  defects  1 to  1.5  cm.  in  diameter. 

Before  osseous  involvement  is  shown  radiologi- 
cally,  however,  passive  movement  of  an  infant’s 
extremity  on  physical  examination  will  cause  pain. 
Indeed,  the  pain  can  be  so  severe  that  the  child 
will  appear  to  be  paralyzed.  This  is  the  so-called 
Parrott’s  syphilitic  pseudoparalysis.  In  Mc- 
Lean’s13 series,  approximately  32  per  cent  of  the 
patients  showed  no  spontaneous  movement  of  one 
or  more  limbs.  Gwinn,  Lee,  and  Shulman9  re- 
ported that  symptoms  of  pseudoparalysis  do  not 
always  correlate  with  roentgenographic  appear- 
ance. Even  though  radiologically  there  is  equal 
and  symmetric  involvement,  only  one  extremity 
may  be  painful.  The  differential  diagnosis  of  the 
bone  lesions  should  include  prematurity,  erythro- 
blastosis fetalis,  congenital  rubella,  and  cytomega- 
lovirus disease.12 

Renal  manifestations.  Two  clinical  forms  of 
renal  involvement  have  been  described:  nephrotic 
syndrome  and  acute  glomerulonephritis.  Infected 
infants  may  have  features  of  both  diseases.  The 
exact  incidence  of  renal  dysfunction  is  difficult  to 
ascertain.  Platou5  did  not  find  renal  involvement; 
however,  the  incidence  of  nephrotic  syndrome  has 
been  reported  by  both  Sartain,15  8.3  per  cent,  and 
Cremin  and  Fisher,4  5 per  cent. 

The  pathogenesis  of  the  renal  dysfunction  has 
been  described  as  an  immune  complex  nephropa- 
thy with  epimembranous  deposits  seen  on  light 
microscopy.16  Immunofluorescent  studies  reveal 
that  the  deposits  are  composed  primarily  of  immu-  i 
noglobulin  G,17  although  immunoglobulin  M,  BxC  i 
globulin,  and  immunoglobulin  A have  been  dem- 
onstrated.8’18 

The  differential  diagnosis  of  infantile  nephrotic 
syndrome  should  include  systemic  lupus  erythem- 
atosus, idiopathic  nephrosis  of  infancy,  microcys-  I 
tic  disease,  and  hereditary  onycho-osteodys- 
plasia.8’19 
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Hematologic  abnormalities.  Anemia  is  re- 
ported in  about  50  per  cent  of  the  cases.5  In 
Cremin’s4  series,  about  13  per  cent  had  severe  ane- 
mia as  a presenting  symptom.  The  anemia  is  he- 
molytic but  self-limited.19  Although  normal  he- 
moglobin values  have  been  seen  in  severe  infec- 
tion,7 the  usual  range  reported  is  6 to  8 mg.  per  100 
ml. 

Juhlin20  has  described  a severe  thrombocyto- 
penia of  unknown  incidence,  which  responded  to 
penicillin  therapy.  Bone-marrow  examination  in 
these  patients  revealed  the  absence  of  megakaryo- 
cytes. 

Fever.  Although  pediatric  texts  mention  fever 
as  a presenting  sign,  few  review  articles  or  case  re- 
ports discuss  the  presence  or  absence  of  fever.19,21 

Reticuloendothelial  involvement.  General- 
ized lymphadenopathy  and  hepatosplenomegaly 
occur  in  20  to  50  per  cent  of  patients  reported  in 
several  large  series.4,5  The  lymph  nodes  are  firm, 
freely  movable,  nontender,  round,  and  rubbery, 
without  erythema  of  the  overlying  skin.  Jaundice 
in  the  neonatal  period  may  be  severe.7 

Central  nervous  system  involvement.  T.  pal- 
lidum produces  cerebrospinal  fluid  abnormalities 
in  one  third3  to  two  thirds  of  the  cases5;  however, 
only  a small  number  of  these  patients  will  actually 
demonstrate  symptoms  of  mental  retardation,  hy- 
drocephalus, and  convulsions.11,19,22,23  Abnor- 
malities in  the  cerebrospinal  fluid  include  mono- 
nuclear pleocytosis,  positive  findings  on  serologic 
tests  for  syphilis,  and  increased  protein. 

Diagnosis.  Early  congenital  syphilis  is  identi- 
fied by  a combination  of  factors:  history  of  a 

syphilitic  pregnancy  in  the  mother,  appropriate 
clinical  signs  and  symptoms,  and  confirmatory 
laboratory  tests.  Darkfield  examination  allows 
the  physician  to  make  an  immediate,  definitive  di- 
agnosis by  recovering  living  T.  pallidum  from  ei- 
ther the  moist  lesions  or  from  the  profuse  nasal 
discharge,  the  snuffles.24  Darkfield  examination 
was  not  performed  in  our  patient  because  the  pen- 
icillin given  orally  over  the  twenty-four  hours  prior 
to  transfer  to  The  New  York  Hospital  would  have 
been  sufficient  to  clear  motile  T.  pallidum  from 
the  dermatologic  lesions. 

The  VDRL  and  FTA-ABS  (fluorescent  trepo- 
nemal antibody-absorption)  tests  are  the  serologic 
tests  of  choice  for  evaluating  infectious  syphilis.24 
Both  tests  measure  a combination  of  immunoglob- 
ulins G and  M.  In  the  pregnant  woman,  it  is  im- 
portant to  perform  a VDRL  test  during  the  first 
trimester  so  that  if  untreated  syphilis  is  discov- 
ered, the  infection  can  be  treated  adequately  be- 
fore T.  pallidum  pass  into  the  developing  fetus.  A 
repeat  VDRL  test  during  the  third  trimester  will 
determine  whether  or  not  the  patient  has  acquired 
syphilis  during  pregnancy. 

The  negative  VDRL  test  finding  reported  dur- 
ing the  third  trimester  in  our  patient’s  mother  was 
probably  a laboratory  error;  the  serologic  test  was 


performed  while  the  lesions  of  secondary  syphilis 
were  present.  During  this  stage,  nearly  all  pa- 
tients have  a positive  titer.  VDRL  test  titer  usu- 
ally peaks  during  the  secondary  phase,  and  starts 
to  diminish  slowly  during  the  early  latent  phase. 
Our  VDRL  test  titer  of  1:8,  drawn  during  the  early 
latent  stage,  would  suggest  that  the  VDRL  titer 
should  have  been  at  least  this  high,  and  possibly 
higher,  during  the  third  trimester. 

In  an  infant  who  lacks  signs  and  symptoms  of 
congenital  syphilis,  it  is  important  to  differentiate 
active  infection  from  passive  transfer  of  maternal 
immunoglobulin  G across  the  placenta.  It  has 
been  shown  that  the  placenta  rarely  allows  passage 
of  significant  amounts  of  maternal  immunoglobu- 
lin M to  the  fetus25;  therefore,  detection  of  antitre- 
ponemal  immunoglobulin  M in  the  neonate’s 
serum  implies  that  intrauterine  infection  has  oc- 
curred. 

Scotti  and  Logan26  and  Scotti,  Logan,  and  Cald- 
well27 have  shown  that  the  indirect  fluorescent  im- 
munoglobulin M test  is  specific  for  congenital 
syphilis.  However,  other  investigators  have  re- 
ported failure  to  detect  immunoglobulin  M initial- 
ly in  the  fetus  when  syphilis  occurred  late  in  preg- 
nancy,28 death  in  an  infected  neonate  who  never 
demonstrated  immunoglobulin  M levels,29  and 
high  titers  of  immunoglobulin  M in  infants  who 
did  not  have  congenital  syphilis.30  Degenerative 
changes  in  the  placenta  that  allow  immunoglobu- 
lin M to  pass  into  the  fetus  late  in  pregnancy  have 
been  proposed  to  explain  some  of  the  false-positive 
reactions.30  Since  the  FTA-ABS,  immunoglobu- 
lin M,  test  findings  can  be  both  falsely  positive 
and  falsely  negative,  it  should  not  serve  as  a 
screening  tool.31  The  VDRL  and  FTA-ABS  tests 
should  be  used  early  to  screen  cord  blood.  Be- 
cause immunoglobulin  M antibody  may  appear  be- 
fore the  onset  of  symptoms,  the  FTA-ABS,  immu- 
noglobulin M,  test  should  be  used  serially  to  detect 
late  onset  of  disease.32  During  the  first  three 
months  of  life,  antibodies  due  to  passive  transfer 
will  diminish;  however,  antibodies  related  to  active 
infection  will  increase  in  titer.  Unfortunately,  the 
diagnosis  of  early  congenital  syphilis  still  carries  a 
social  stigma  which  can  immeasurably  impair  the 
child’s  future.  This  is  particularly  true  for  a neo- 
nate put  up  for  adoption;  therefore,  when  this  di- 
agnosis is  made,  it  should  be  clearly  supported  by 
the  history,  clinical  signs  and  symptoms,  and  the 
laboratory  data. 

Therapy.  Penicillin  remains  the  drug  of  choice 
in  the  treatment  of  congenital  syphilis.  The  stan- 
dard U.S.  Public  Health  Service  recommendation 
is  a total  of  100,000  units  of  procaine  penicillin  G 
per  kilogram,  divided  into  daily  doses  and  given 
over  a period  of  ten  days.19  After  adequate  treat- 
ment is  initiated,  the  rash  begins  to  fade,  rhinor- 
rhea  clears,  renal  function  improves,  anemia  dis- 
appears, and  bone  lesions  show  roentgenographic 
evidence  of  healing.  In  one  report,  however,  one 
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patient  did  show  a residual  anteromedial  bowing 
of  the  femora  despite  adequate  therapy.12  This 
w7as  thought  to  have  occurred  secondary  to  the  se- 
verity of  the  bone  involvement. 

The  earlier  a neonate  shows  signs  of  congenital 
syphilis  following  delivery,  the  poorer  his  progno- 
sis.19 On  the  whole,  however,  the  prognosis  for  in- 
fants with  early  congenital  syphilis  is  good.  If  the 
diagnosis  of  infectious  syphilis  is  made  on  a moth- 
er during  pregnancy  and  she  is  treated  adequately 
with  penicillin,  the  fetus  also  will  be  treated  ade- 
quately in  utero.  If  the  mother  has  been  treated 
during  the  final  weeks  of  pregnancy,  her  neonate 
should  be  followed  closely  after  delivery. 

The  onset  of  lesions  or  a rising  VDRL  titer 
would  indicate  inadequate  treatment,  and  a course 
of  penicillin  is  then  necessary.11  Infants  born  to 
untreated  mothers  usually  develop  signs  and 
symptoms  of  early  congenital  syphilis  between 
ages  two  and  six  weeks.  The  majority  will  show 
evidence  of  disease  by  the  third  or  fourth  month  of 
life.  Adequate  penicillin  therapy  should  com- 
pletely reverse  all  the  signs  of  syphilis  in  these 
children,  and  should  prevent  them  from  devel- 
oping the  stigmata  associated  with  late  congenital 
syphilis. 
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Lymphangioma  of 
Pancreas 


IAN  LANGDALE  GREGORY,  M.D.* 

Norwich,  New  York 

Attending  Surgeon,  Chenango  Memorial  Hospital 

A tumor  composed  of  lymphatics  is  less  common 
than  one  composed  of  blood  vessels,  or  hemangio- 
ma. When  a lymphangioma  does  occur  it  is  most 
frequently  found  in  the  skin  and  subcutaneous 
tissues,  and  is  therefore  not  uncommonly  repre- 
sented as  a macroglossia,  or  as  the  well-known  cys- 
tic hygroma  in  the  neck  or  axilla  of  a child.1 

In  the  viscera  a lymphangioma  is  rarely  seen; 
when  it  does  occur  the  commonest  site  is  the  liver 
where  it  is  usually  intermixed  with  elements  of  a 
hemangioma,  and  it  is  therefore  properly  designat- 
ed a hamartoma.2 

Nevertheless,  despite  their  relative  rarity,  a 
search  of  the  literature  for  the  last  ten  years  does 
reveal  reports  of  lymphangioma  of  the  colon,3,4 
rectum,5  small  bowel,6-10  small  bowel  including 
the  duodenum,11  and  the  mesentery,12,13  but  only 
2 cases  of  lymphangioma  of  the  pancreas  ap- 
pear,14,15 both  from  foreign  sources  and  none  ap- 

* Present  affiliation:  Attending  surgeon,  Little  Falls  Hospi- 
tal, Little  Falls,  New  York. 


parently  reported  from  America.  Because  of  this, 
it  is  thought  that  this  case  is  worthy  of  record. 

Case  report 

A fifty-two-year-old  white  female  was  admitted 
to  Chenango  Memorial  Hospital  for  investigations 
of  attacks  of  vomiting.  In  this  particular  attack 
she  had  started  vomiting  some  five  days  previously 
and  brought  up  everything  she  ate  within  about 
five  minutes  of  ingestion.  She  had  no  pain  either 
preceding  or  after  the  vomiting. 

She  gave  a history  of  previous  attacks  similar  to 
this  one  occurring  about  every  six  months  and  ex- 
tending over  a period  of  five  years;  it  was  also  re- 
vealed that  she  had  been  hospitalized  four  times  in 
another  state  for  investigation  of  this  disorder,  but 
no  definitive  diagnosis  had  been  forthcoming. 

In  her  past  medical  history  the  only  point  of 
note  was  that  she  had  been  treated  for  an  ulcer 
some  time  before  these  vomiting  attacks  com- 
menced. 

Examination  showed  a well-nourished  female 
weighing  155  pounds  and  in  whom  no  abnormality 
was  found;  more  particularly  abdominal  examina- 
tion showed  no  masses,  no-tenderness,  or  any  signs 
to  aid  in  diagnosis.  Thus  the  initial  diagnosis  was 
one  of  pyloric  stenosis  due  to  healing  of  a prepylor- 
ic ulcer. 

Investigations.  Her  hemoglobin  was  15.5,  her 
hematocrit  was  45,  and  her  white  blood  count  was 
9,500  with  a normal  differential.  Urinalysis  re- 
sults showed  acetone  present,  but  otherwise  there 
was  no  abnormality.  There  were  11  units  of 
serum  amylase,  the  normal  being  between  60  and 
160  units.  Total  protein,  albumin,  bilirubin,  alka- 
line phosphatase,  lactic  dehydrogenase,  and  serum 
glutamic  oxaloacetic  transaminase  were  all  within 
normal  limits.  X-ray  films  showed  the  chest  to  be 


FIGURE  1.  (A)  Part  of  gastrointestinal  series  showing  pressure  defect  on  greater  curvature  of  the  gastric  antrum,  duo- 

denal bulb,  and  descending  duodenum.  (B)  Celiac  arteriogram  showing  curvature  of  gastroduodenal  artery  and  depres- 
sion of  right  renal  artery. 
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FIGURE  2.  (A)  Low-power  view  of  pancreatic  bed  showing  dilated  vascular  channels.  (B)  Peripancreatic  tissue  showing 

dilatation  of  perineural  vessels  or  spaces  (“lymphatics”).  (C)  Lymphatic  channels,  interlacing,  dilated,  and  engorged  with 
lymph.  (D)  Another  view  of  lymphatic  channels. 


normal,  and  a gallbladder  series  yielded  normal 
findings. 

The  gastrointestinal  series  showed  a mass  in  the 
region  of  the  head  of  the  pancreas  with  marked 
widening  of  the  duodenal  loop  (Fig.  1A).  Celiac 
arteriogram  showed  marked  concavity  to  the  right 
of  the  gastroduodenal  artery  and  depression  of  the 
right  renal  artery  but  yielded  no  further  informa- 
tion as  to  the  pathologic  nature  of  the  mass 
present  (Fig.  IB). 

Following  these  investigations  a further  diagno- 
sis of  pancreatic  cyst  was  made,  and  exploratory 
laparotomy  was  recommended  and  agreed  to. 

Operation.  Operative  exploration  showed 
that  after  a Kocher  maneuver  the  whole  duo- 
denum and  tumor  of  the  pancreas  was  extremely 
mobile,  and  palpation  revealed  a semisolid  tumor 
of  such  a size,  approximately  10  by  8 cm.,  that  its 
mobility  made  carcinoma  doubtful,  and  it  was 
thought  the  tumor  was  most  likely  a cystadenoma, 
although  such  a tumor  is  more  common  in  the 
body  or  tail  of  the  pancreas.16  Accordingly  the 
decision  was  made  for  biopsy  which  was  performed 
through  the  medial  wall  of  the  duodenum  via  an 
anterior  duodenotomy,  two  pieces  of  tissue  being 
removed  for  histologic  examination. 

Pathologic  condition.  Section  through  the 


tissue  showed  a slightly  lobulated  reddish-pink 
firm  cut  surface.  Histopathology  showed  a seg- 
ment of  duodenal  wall  with  a strip  of  pancreatic 
tissue  attached,  exhibiting  extensive  fibrosis  and 
atrophy  with  only  remnants  of  small  acini  and 
ducts  and  occasional  islets  of  Langerhans  present 
surrounded  by  dense  fibrous  tissue.  Adjacent  to 
this  strip  of  atrophic  pancreatic  tissue  is  a tumor 
made  up  of  irregular  spaces  lined  by  a single  to 
double  layer  of  endothelial  cells  with  a minimal 
amount  of  edematous  fibrous  stroma  between 
these  spaces.  Some  of  these  spaces  appear  to 
communicate  with  one  another,  and  histologically 
the  tumor  appears  to  be  a benign  lymphangioma 
of  the  peripancreatic  tissue  (Fig.  2).  The  only 
other  consideration  that  should  be  entertained  as 
far  as  the  diagnosis  is  concerned  is  a peritoneal 
celomic  cyst  which  is  a congenital  cyst  arising  from 
the  mesothelial  lining  of  the  peritoneum,  but  such 
a condition  is  usually  characterized  by  a unilocular 
rather  than  a multilocular  structure.  No  evidence 
of  malignant  condition  is  seen  in  the  sections  ex- 
amined. 

Further  treatment.  In  view  of  the  benign  na- 
ture of  this  report  and  the  patient’s  symptoms,  va- 
gotomy and  gastroenterostomy  was  advised  as  de- 
finitive therapy  and  duly  carried  out. 
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Because  of  the  histologic  report  of  marked  pan- 
creatic fibrosis  the  possibility  of  deficient  pancre- 
atic secretion  was  investigated  and  a glucose  toler- 
ance test  performed.  This  at  first  showed  a de- 
layed reaction  in  that  the  three-hour  blood  sugar 
was  155  mg.  per  100  ml.  However  a repeat  test 
some  three  weeks  later  taken  over  a five-hour  peri- 
od showed  a normal  blood  sugar  curve. 

As  regards  exocrine  secretion,  when  the  patient 
was  seen  three  months  after  operation,  although 
completely  relieved  of  her  vomiting,  she  stated 
that  she  frequently  felt  nauseous  about  one  hour 
after  eating.  Pancreatic  extract  (Pancreatin)  was 
accordingly  prescribed,  2 tablets  three  times  a day 
after  eating,  with  complete  relief  from  this  symp- 
tom. When  seen  some  six  months  later  she  had  no 
complaints  of  any  gastrointestinal  distress. 

Summary 

A case  of  lymphangioma  of  the  pancreas  is  pre- 
sented which  because  of  its  rarity  is  felt  worthy  of 
record. 

10  Whited  Street 
Little  Falls,  New  York  13365 
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Testing  in  Humans: 
Who,  Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
nr  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
nress  and  the  general  public.  Who  shall 
idminister  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area. 

I.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

X.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3*  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


S.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

€>.In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
- resentative  of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7«PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12  .PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clini'cal  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 
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Acute  volvulus  of  the  small  bowel  is  not  an  un- 
common condition.  It  accounts  for  5 to  10  per 
cent  of  all  cases  of  intestinal  obstruction  and  11 
per  cent  of  strangulating  obstructions.1-3  The  di- 
agnosis is  rarely  made  preoperatively.4  In  one  se- 
ries the  patients  ranged  in  age  from  two  days  to 
seventy-nine  years,  and  no  age  group  was  excluded 
from  the  condition.1  The  incidence  of  small- 
bowel  infarction  from  a volvulus  can  exceed  40  per 
cent,  and  the  mortality  rate  ranges  from  8 to  63 
per  cent.1,2,4,5  The  high  mortality  rate  is  due  pri- 
marily to  difficulties  in  establishing  an  early  diag- 
nosis and  hesitancy  in  executing  proper  treat- 
ment.1’4 The  purpose  of  this  case  report  is  to 
focus  attention  on  aplastic  anemia  as  a possible 
predisposing  factor  to  small-bowel  volvulus. 

Case  history 

A nineteen-year-old  black  man,  was  admitted  to 
the  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  New  York,  in  September,  1973, 
because  of  severe  lower  abdominal  crampy  pain  for 
three  days.  The  pain  was  associated  with  anorex- 
ia and  postprandial  vomiting.  One  day  prior  to 
his  admission  he  noticed  black  tarry  stool  for  the 
first  time.  There  was  no  dysuria,  icterus,  fever,  or 
back  pain.  He  had  been  under  the  care  of  the  he- 
matology service  since  1970  because  of  aplastic 
anemia,  which  was  attributed  to  persistent  air- 
plane glue  sniffing,  and  had  previous  admissions 
for  gastrointestinal  and  oropharyngeal  bleeding 
due  to  thrombocytopenia.  Roentgenographically, 
no  site  of  bleeding  could  be  determined  on  those 


FIGURE  1.  Roentgenogram  of  abdomen  showing  isolated 
loop  of  distended  small  bowel. 


admissions.  He  was  treated  as  an  outpatient  with 
prednisone  5 mg.  twice  daily.  His  past  medical, 
social,  and  family  history  other  than  that  given, 
was  not  contributory.  There  was  no  past  history 
of  any  abdominal  surgery. 

On  this  admission,  he  was  found  to  be  a normal- 
ly developed  black  male  in  acute  distress.  His 
temperature  was  37.7°C.,  blood  pressure,  120/70 
mm.  Hg,  pulse  88,  and  respirations  25.  The  abdo- 
men was  not  distended.  There  was  rebound  ten- 
derness and  guarding  in  the  lower  quadrants. 
Bowel  sounds  were  hypoactive.  Rectal  examina- 
tion revealed  grossly  bloody  stool.  The  remainder 
of  the  physical  examination  was  otherwise  normal. 

Laboratory  data  on  admission  showed  a hemat- 
ocrit of  19.9,  hemoglobin  7.7  Gm.  per  100  ml.,  leu- 
kocyte count  4,700  per  cubic  millimeter,  with  69 
per  cent  polymorphonuclear  leukocytes,  7 per  cent 
band  neutrophils,  23  per  cent  lymphocytes,  and  1 
per  cent  monocytes.  Platelets  were  depressed  to 
10,000  per  cubic  millimeter.  The  following  labo- 
ratory test  results  were  within  normal  limits:  so- 
dium, potassium,  chloride,  blood  urea  nitrogen, 
glucose,  amylase,  serum  glutamic  oxaloacetic 
transaminase,  lactic  dehydrogenase,  bilirubin,  cre- 
atinine, albumin,  and  total  proteins.  The  pro- 
thrombin time  and  the  partial  thromboplastin 
time  were  normal.  Roentgenogram  findings  of  the 
chest  were  normal.  Plain  roentgenogram  studies 
of  the  abdomen  revealed  an  isolated  loop  of  dis- 
tended small  bowel  in  the  midabdomen  (Fig.  1). 
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The  initial  diagnostic  impression  was  mechani- 
cal small-bowel  obstruction  with  infarction.  The 
patient  was  prepared  for  surgery  with  intravenous 
fluids  and  electrolytes  and  blood  and  platelet 
transfusions,  and  exploratory  laparotomy  was  per- 
formed six  hours  after  admission.  The  surgeon 
found  a volvulus  of  the  terminal  ileum  with  4 cm. 
of  gangrenous  bowel.  The  area  surrounding  this 
for  several  feet  was  distended  and  ecchymotic. 
Twenty-four  cm.  of  small  bowel  was  resected,  and 
a primary  anastomosis  was  performed.  The  sero- 
sa was  hemorrhagic  and  covered  by  fibrinous  ad- 
hesions. On  opening  the  specimen,  severe  hemor- 
rhage of  the  wall  was  noted  with  a rather  firm  in- 
traluminal thrombus  attached  to  the  mucosa. 
Studies  of  histologic  sections  revealed  severe  ex- 
tensive hemorrhagic  necrosis  involving  all  layers  of 
the  bowel.  Numerous  intravascular  thrombi  in 
various  stages  of  organization  were  found  in  the 
small  vessels.  There  were  no  adhesive  bands  or 
omental  holes.  His  postoperative  course  was  com- 
plicated by  sepsis  and  pneumonia  which  re- 
sponded to  antibiotics. 

Comment 

Volvulus  of  the  small  bowel  refers  to  torsion  or 
rotation  of  a segment  of  small  intestine  that  re- 
sults in  obstruction.6  The  small-bowel  rotation  is 
in  a clockwise  direction  about  its  mesenteric  axis. 
Both  the  proximal  and  distal  lumen  of  the  in- 
volved segment  are  obstructed,  resulting  in  a 
closed  loop.  Various  conflicting  classifications  of 
volvulus  have  been  reported.  In  Lulenski’s5  clas- 
sification, primary  small-bowel  volvulus  refers  to 
torsion  with  closed-loop  formation.  Adhesions  are 
reported  as  the  most  common  etiologic  factor. 
Secondary  volvulus  refers  to  a torsion  which  is  sec- 
ondary to  a preexisting  intestinal  obstruction. 
This  condition  develops  by  violent  peristalsis  of 
the  movable  proximal  bowel  segment,  which  then 
twists  on  itself  because  of  the  difference  in  weight 
and  peristalsis. 

Juler,  Stemmer,  and  Connolly,4  consider  pri- 
mary volvulus  to  be  usually  associated  with  malro- 
tation  of  the  intestines,  congenital  bands,  or  a 
short  mesenteric  base  with  a long  mesentery.  Sec- 
ondary volvulus  was  considered  to  be  often  associ- 
ated with  abnormal  congenital  or  acquired  fixation 
of  the  intestine,  adhesions  from  previous  surgery, 
tumors,  intussusception,  diverticula,  internal  her- 
nia, or  pregnancy.  Vaez-Zadeh,  Dutz,  and  Now- 
rooz-Zadeh,7  proposed  a third  classification. 
They  recognized  three  groups  of  volvulus:  (1)  vol- 
vulus neonatorum  which  is  due  to  malrotation  of 
the  bowel  and  defective  fixation  of  the  mesentery; 
(2)  primary  volvulus  which  is  not  associated  with 
any  obvious  anatomic  cause;  and  (3)  secondary 
volvulus  where  the  rotation  is  caused  by  abnormal 
fixation  due  to  acquired  or  congenital  lesions  such 
as  adhesions,  tumors,  and  so  forth. 


The  pathologic  findings  in  volvulus  are  pro- 
duced by  torsion  of  the  bowel  with  resulting  occlu- 
sion of  venous  return  and  arterial  blood  supply, 
and  edema  and  bacterial  invasion  of  the  bowel 
wall.1’8’9  Infarction  of  the  bowel  occurs  in  40  to  50 
per  cent  of  the  cases  and  can  be  present  prior  to 
clinical  signs  of  obstruction.2’4  The  ileum  is  the 
most  common  site  of  volvulus  in  the  small  bowel 
and  can  account  for  60  to  85  per  cent  of  all 
cases.1,4,10  However,  the  jejunum  alone  or  in  com- 
bination with  the  ileum  can  also  be  involved. 

Volvulus  of  the  small  bowel  rarely  occurs  in  an 
otherwise  normal  abdomen.1  In  one  series,  adhe- 
sions accounted  for  70  per  cent  of  the  cases,  and 
congenital  midgut  volvulus  for  10  per  cent.4  The 
remainder  of  the  cases  consisted  of  congenital 
bands,  tumors,  hernias,  and  diverticula.  Eighty 
per  cent  had  previous  abdominal  operations,  of 
which  appendectomy  and  gastric  surgery  account- 
ed for  50  per  cent.  In  another  series  69.4  per  cent 
of  the  cases  had  previous  surgery,  and  77  per  cent 
had  either  acquired  or  congenital  fibrous  bands.1 

Vaez-Zadeh,  Dutz,  and  Nowrooz-Zadeh,7  pro- 
posed that  small-bowel  volvulus  is  initiated  by  the 
ingestion  of  bulky,  poorly-digestible  meals,  which 
causes  hypermotility  of  the  gut  and  can  cause  the 
bowel  to  twist.  Exomphalos,  Meckel’s  diverticu- 
lum, congenital  diverticuli  of  the  jejunum,  foreign- 
body  impaction,  tumors  of  the  small  bowel,  and  in- 
ternal hernias  have  all  been  incriminated  as  pre- 
disposing factors.2 

No  age  group  is  immune  to  this  condition.  Case 
reports  range  from  early  neonates  to  age  seventy- 
nine.1’11  The  greatest  incidence  occurs  during  the 
third  and  fourth  decades.1’11  The  average  age  in 
western  countries  is  approximately  forty-five,  but 
in  eastern  countries  the  average  age  is  thirty-seven 
years.1,11  All  centers  report  marked  male  prepon- 
derance varying  from  10:1  to  32:1. 7>11 

The  clinical  manifestations  of  small  intestinal 
volvulus  are  nonspecific,  and  this  is  the  main  fac- 
tor that  leads  to  delay  in  diagnosis.  There  is  ab- 
dominal pain  in  86  to  100  per  cent  of  patients,  usu- 
ally lower  abdominal  or  generalized  and  associated 
with  varying  degrees  of  tenderness.1’4  The  pain  is 
most  often  described  as  cramp-like.1,4  The  sec- 
ond, most  common,  finding  is  abdominal  disten- 
tion, found  in  55  to  69  per  cent  of  the  cases.1’4 
Rarely  are  nausea  and  vomiting  absent  from  the 
clinical  constellation.  A history  of  diarrhea  or 
blood  in  the  stool  is  uncommon.  On  auscultation 
most  patients  have  hyperactive  bowel  sounds 
which  diminish  only  late  in  the  clinical  course. 

Ascitic  fluid  is  unusual  on  initial  physical  exam- 
ination. However,  up  to  50  per  cent  of  patients 
have  ascites  at  the  time  of  surgery.1  Palpable  ab- 
dominal masses  are  also  uncommon,  occurring  in 
only  6 of  32  patients  as  reported  by  Moretz  and 
Morton.1 

Initially,  vital  signs  are  not  a good  indication  of 


February  1976/New  York  State  Journal  of  Medicine  295 


severity  of  illness  in  this  disorder.  Our  patient 
had  only  a mild  temperature  elevation  consistent 
with  that  reported  by  Moretz  and  Morton1  and 
Ripstein  and  Miller.2  Leukocytosis  is  an  incon- 
stant finding.  McKechnie  and  Priestly12  report 
normal  white  cell  counts  except  in  rapidly  deterio- 
rating cases;  whereas  Moretz  and  Morton1  report  a 
wide  range  from  4,600  to  39,200  per  cubic  millime- 
ter. They  also  report  that  70  per  cent  of  patients 
have  positive  roentgenographic  evidence  of  small- 
bowel  obstruction.1  One  of  the  earliest  signs  of 
volvulus  is  an  abdominal  mass  having  the  appear- 
ance of  a soft-tissue  density  as  described  by  Fri- 
mann-Dahl.13  The  size  of  the  density  is  propor- 
tional to  the  amount  of  bowel  in  the  volvulus.6 
The  “coffee  bean”  sign  is  another  finding  pro- 
duced by  a partially  closed  loop  in  which  gas  shad- 
ows are  separated  by  edematous  adjacent  bowel 
walls,  as  described  by  Mellins  and  Rigler.14  Addi- 
tional radiographic  features  are  multiple  air-fluid 
levels  in  the  upright  and  decubitus  position; 
whorling  of  gas  in  small  bowel  loops;  separation  of 
loops  by  free  intraperitoneal  fluid  which  is  associ- 
ated with  a pelvic  haze  in  the  upright  posi- 
tion.6-13'15'16 Contrast  studies,  although  of  value, 
have  the  drawback  of  delay  in  surgical  therapy  and 
can  increase  mortality. 

The  high  rate  of  mortality  in  volvulus  of  the 
small  bowel  is  worthy  of  review.  All  authors  stress 
the  need  for  early  operation  as  was  done  with  our 
patient.  There  exists  a definite  relationship  be- 
tween the  mortality  rate  and  duration  of  symp- 
toms. Moretz  and  Morton1  found  that  fatal  cases 
had  symptoms  for  an  average  of  twelve  days  prior 
to  surgery.  Surviving  patients  were  operated  on 
an  average  of  less  than  forty-eight  hours  from 
onset  of  symptoms.  Our  patient  was  operated  on 
three  days  after  the  onset  of  symptoms  but  six 
hours  after  hospital  admission.  In  a study  of  36 
patients,  the  average  mortality  rate  was  found  to 
be  33.3  per  cent.1  Those  patients  with  resection 
and  primary  anastamosis  had  a 46.2  per  cent  mor- 
tality. Other  sources  quote  mortality  rates  rang- 
ing from  8 to  63  per  cent.2’3,5*17 

In  a review  of  the  literature  from  1960  to  1973, 
we  have  found  no  case  reports  of  small-bowel  vol- 
vulus in  patients  with  aplastic  anemia.  It  is  possi- 
ble that  the  occurrence  of  small-bowel  volvulus  in 
our  patient  was  a primary  event  unrelated  to  his 
aplastic  anemia.  However,  we  speculate  that  the 
mural  hemorrhages  and  the  large  intraluminal  he- 
matoma found  in  the  small  bowel  of  our  patient 
were  secondary  to  his  marked  thrombocytopenia. 
This  in  turn  would  precipitate  volvulus  by  causing 
hypermotility  of  the  local  bowel  and  a twisting 
onto  itself  due  to  the  differences  in  weight.  This 
hypothesis  is  similar  to  the  diet  theory  of  volvulus 
proposed  by  Vaez-Zadeh,  Dutz,  and  Nowrooz- 
Zadeh,7  which  implicates  high-residue  diets  and 
very  bulky  meals  as  predisposing  factors.  They 
believe  that  small-bowel  volvulus  is  caused  by  a 


combination  of  hypermotility  and  rapid  Filling  of 
empty  bowel  with  bulky  food. 

This  is  identical  to  the  theory  presented  by  Gu- 
lati  et  al.n  to  explain  the  high  incidence  of  volvu- 
lus in  Indian  farmers. 

Our  hypothesis  is  supported  by  the  fact  that  our 
patient  had  no  surgical  procedures  in  the  past.  As 
already  mentioned,  adhesions  from  previous  sur- 
gery were  present  in  80  per  cent  of  patients  in  one 
series,  and  probably  represent  one  of  the  most 
common  predisposing  factors  to  volvulus.4  Fur- 
ther support  for  our  speculations  is  provided  by 
the  fact  that  no  congenital  anomalies  were  found 
at  surgery. 

We  feel  that  physicians  should  be  alert  to  this 
unusual  complication  of  thrombocytopenia.  In 
this  case,  the  patient’s  survival  can  be  attributed 
to  rapid  diagnosis  and  surgical  therapy. 

Summary 

A case  of  small-bowel  volvulus  in  a patient  with 
aplastic  anemia  is  presented.  A review  of  small- 
bowel  volvulus  is  discussed  with  regard  to  classifi- 
cation, age,  sex  differences,  and  predisposing  fac- 
tors. A theory  for  the  pathogenesis  of  volvulus  in 
this  patient  is  proposed. 
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For  the  past  several  years,  Chinatown  health 
needs  and  the  providing  of  services  to  meet  these 
needs  have  been  concerns  of  the  Lower  Manhattan 
Health  District,  City  of  New  York  Department  of 
Health.  The  urgency  of  the  many  problems  for 
the  people  residing  in  Chinatown,  and  especially 
the  growing  problems  of  health,  has  made  itself 
felt  more  than  ever  since  the  liberalization  of  the 
immigration  laws  in  1965.  Overnight,  the  coun- 
try’s quota  for  Oriental  immigrants  rose  from  102 
a year  to  20,000.1  The  increase  of  population, 
compressed  into  a span  of  a little  more  than  a dec- 
ade, has  overburdened  the  existing  limited  facili- 
ties and  exacerbated  the  many  problems  of  the 
community.  It  can  be  said  that  with  increasing 
problems,  the  problems  increase  in  complexity. 

Those  agencies  existing  in  Chinatown  have  at- 
tempted to  solve  some  of  the  problems  by  expand- 
ing or  offering  new  services.  However,  the  com- 
plexity of  the  social,  cultural,  and  historic  relation- 
ships that  have  evolved  in  their  native  countries, 
as  well  as  the  special  circumstances  that  have 
formed  the  Chinese  community  here,  has  intro- 
duced many  contradictions  and  conflicts  within 
the  community  in  New  York  City  which  has  creat- 
ed a dilemma  in  the  delivery  of  health  services. 
There  are  very  few  data  available  on  the  health 
status  and  needs  of  Chinatown  and  these  are  un- 
certain. Data  collection  and  assessment  of  the 
health  situation  are  first  steps  that  must  be  under- 
taken if  anything  is  to  be  done. 

The  purpose  of  this  article  is  to  bring  to  light 
the  dilemma  present  in  this  special  situation,  to 
attempt  to  define  some  of  the  problems,  and  to 
present  one  possible  approach  which  might  be  use- 
ful in  attempting  to  reduce  some  of  the  contradic- 
tions which  stand  in  the  way  of  the  delivery  of 
health  services. 


Geography  of  Chinese  community  in  New  York 
City 

It  is  hard  to  fix  the  boundaries  of  Chinatown  be- 
cause the  population  is  growing  so  quickly  and 
spilling  over  into  neighboring  areas.  The  New 
York  Times  reported  that  the  residents  of  the  area 
known  as  “Little  Italy”  have  formed  the  Little 
Italy  Restoration  Association  to  preserve  the  char- 
acter of  Little  Italy  and  to  stem  the  exodus  of  its 
residents.2  It  is  the  enormous  influx  of  Chinese 
immigrants  into  the  area  that  threatens  to  engulf 
the  old  Italian  community  and  destroy  it.  The 
very  magnitude  of  the  increase  in  population  in  a 
short  span  of  time  is  breaking  through  the  “great 
wall”  of  Chinatown.  In  general,  there  has  been  an 
increase  in  the  number  of  Chinese  people  living  in 
all  parts  of  the  metropolitan  area,  but  the  bulk  of 
the  people  still  reside  in  old  Chinatown  which  is 
bounded  by  Canal  Street,  Bowery,  West  Broad- 
way, and  the  Brooklyn  Bridge. 

Demographic  information 

Accurate  knowledge  of  the  population  is  uncer- 
tain because  of  the  large  number  of  illegal  resi- 
dents and  the  inadequate  information  provided  to 
census  takers.  It  is  estimated  that  approximately 
one  quarter  of  the  Chinese  population  is  never  re- 
ported in  the  census.3  In  addition,  statistical 
studies  have  indicated  that  some  20,000  enter  this 
country  illegally  every  year,  and  that  some  one 
quarter  to  one  third  of  this  number  will  silently 
dissolve  into  New  York’s  Chinatown.4  Therefore, 
the  estimated  figure  of  96,000  for  the  Chinese  pop- 
ulation in  New  York  City  in  1970  as  compared  to 
the  1970  census  report  of  77,099  is  more  realistic.5 
In  light  of  this,  it  is  estimated  that  the  1973  figure 
for  the  Chinese  population  living  in  New  York 
City  will  reach  more  than  120,000,  since  10,000  im- 
migrants of  those  admitted  annually,  and  approxi- 
mately another  5,000  of  those  who  enter  illegally, 
will  settle  in  New  York  City.  Fifty  to  60  per  cent 
or  60,000  to  70,000  will  reside  in  present-day  Chi- 
natown. Of  this  number,  it  is  estimated  that  20  to 
30  per  cent  are  over  sixty  years  of  age;  60  per  cent 
are  males,  40  per  cent  are  females;  30  per  cent  are 
under  fourteen  years  of  age.6 

This  flow  of  immigrants  will  continue,  and  as  a 
result  the  population-growth  projection  of  beyond 
100,000  for  1980  is  anticipated  in  Chinatown.  The 
completion  of  several  large-scale  residential  devel- 
opments and  redevelopment  projects  presently 
planned  or  in  progress  will  assure  the  settling  of 
the  new  immigrants  in  this  area. 

It  is  interesting  to  note  that  while  some  60,000 
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TABLE  I.  Birth  rates  by  U.S.  population,  N.Y.  City, 
and  Chinese  population  in  N.Y.  City, 

1970  to  1973* 


Population 

1970 

1971 

1972 

1973 

Chinese  in 

22.3 

20.1 

17.9 

17.3 

N.Y.  City 

N.Y.  City 

17.6 

15.7 

14.8 

14.1 

United  States 

18.4 

17.2 

15.6 

15.0 

*Rate  per  1,000  population. 

TABLE  II. 

Infant  mortality  rate  by  United  States, 

N.Y.  City,  and  Chinese  in 

N.Y.  City, 

1970  to  1973* 

Population 

1970 

1971 

1972 

1973 

Chinese  in 

12.2 

12.9 

15.2 

15.5  (est.) 

in  N.Y.  City 

N.Y.  City 

21.8 

20.7 

19.8 

19.8 

United  States 

20 

19.1 

18.5 

17.6 

*Rate  per  1,000  live  births. 


to  70,000  reside  in  the  Chinatown  area,  you  may 
find  upwards  of  80,000  present  on  any  given  day 
who  work,  shop,  socialize,  carry  on  business,  and 
seek  medical  care  there. 

Health  statistics 

The  birth  rate  for  the  Chinese  population  in 
New  York  City  as  compared  with  the  overall  New 
York  City  and  United  States  populations  is  quite 
high,  with  1970  reports  showing  22.3  per  1,000 
population  for  New  York  City  Chinese,  17.6  per 
1,000  population  for  New  York  City,  and  18.4  per 
1,000  population  for  U.S.  population  (Table  I). 
While  there  is  a continuing  drop  in  the  birth  rate 
as  reported  in  1973,  with  17.3  per  1,000  population 
for  New  York  City  Chinese,  their  birth  rate  is  still 
highest.  This  difference  is  probably  due  to  the 
great  number  of  young  Chinese  in  the  childbearing 
age  coming  into  the  United  States  and  their  con- 
tinued adherence  to  traditional  family-sized  units. 

As  an  ethnic  group,  internationally,  the  Chinese 
have  had  a low  infant  mortality  rate  with  a con- 
tinuing decreasing  rate  consistent  with  worldwide 
trends.  However,  for  the  Chinese  population  in 
New  York  City,  this  trend  has  been  reversed. 
Table  II  shows  the  infant  mortality  rate  in  1970  as 
12.2  per  1,000  live  births  for  New  York  City  Chi- 
nese, 21.8  for  New  York  City,  and  20  for  U.S.  pop- 
ulation; but  in  1973  it  was  15.5  for  New  York  City 
Chinese,  19.8  for  New  York  City,  and  17.6  for  the 
United  States.  This  reversal  has  serious  implica- 
tions and  calls  for  investigation  to  explain  the  ap- 
parent divergence  in  health  patterns  for  the  popu- 
lation living  in  the  United  States  from  that  of  Chi- 
nese living  in  other  parts  of  the  world. 

The  death  rate  per  1,000  population  as  reported 
in  1973  of  13.5  for  the  New  York  City  Chinese  pop- 
ulation, New  York  City  10.4,  and  the  United 
States  9.4  show  a continuing  higher  figure  for  the 
Chinese  population  in  New  York  City  (Table  III). 

The  death  rate  for  New  York  City  Chinese  pop- 
ulation compared  with  the  rate  for  their  relatives 
in  Nationalist  China  is  much  higher.  In  general, 


TABLE  III.  Crude  death  rate  by  U.S.  population, 
N.Y.  City,  and  Chinese  population  in  N.Y.  City,  1970 
to  1973* 


Population 

1970 

1971 

1972 

1973 

Chinese  in 

13.6 

13.7 

13.6 

13.5 

N.Y.  City 
N.Y.  City 

10.5 

10.7 

10.8 

10.4 

United  States 

9.5 

9.3 

9.4 

9.4 

*Rate  per  1,000  population. 


the  death  rate  reported  for  the  total  population  in 
Nationalist  China  is  slightly  lower  than  the  death 
rate  for  the  U.S.  population. 

Some  of  the  major  health  problems  for  the  Chi- 
natown population  are  dental,  respiratory,  cardio- 
vascular diseases,  nutrition,  gastrointestinal  disor- 
ders, and  pulmonary  tuberculosis.  The  most  vis- 
its to  clinics  are  for  gastrointestinal  complaints 
such  as  peptic  ulcers.  Tuberculosis  continues  to 
be  a major  public  health  problem  in  Chinatown 
with  the  influx  of  the  new  immigrants.  Reported 
new  cases  for  tuberculosis,  all  forms,  in  New  York 
City  in  1972  was  28.8  per  100,000.  In  Chinatown, 
the  new  cases  rate  reported  in  1972  was  329  per 
100,000.  Even  though  we  see  a trend  for  a de- 
crease in  the  number  of  new  cases  being  reported 
in  both  Chinatown  and  New  York  City  with  175 
per  100,000  new  cases  reported  in  1973  for  China- 
town, nevertheless  40  per  cent  of  all  cases  reported 
for  lower  Manhattan  continues  to  be  Chinese.' 

Historical  background 

To  understand  the  health  needs  of  the  China- 
town community  in  New  York  City  and  the  many 
problems  attendant  on  providing  the  needed  care, 
one  must  study  the  history  of  Chinatown  and  pay 
special  attention  to  the  changes  that  have  taken 
place  in  the  last  two  decades. 

The  Chinese  communities  across  the  nation,  and 
especially  in  New  York  City,  have  been  composed 
of  older,  conservative  Chinese,  generally  Canto- 
nese speaking.  Until  the  immigration  laws  were 
amended  in  1965,  allowing  up  to  20,000  Orientals, 
mostly  Chinese,  to  enter  this  country  in  contrast  to 
the  annual  number  of  105  permitted  previously, 
the  typical  immigrant  was  a lone  man  with  ties  to 
the  wife  and  family  left  in  the  old  country.  The 
old  immigration  laws  did  not  allow  the  Chinese 
immigrant  to  bring  his  wife  to  this  country,  but  he 
could  bring  his  male  offspring.  Thus,  many  of  the 
men  would  return  to  the  old  country  from  time  to 
time,  and  on  coming  back  claimed  an  unusually 
large  number  of  male  offspring  whom  they  regis- 
tered and  eventually  brought  to  this  country. 
These  children  became  known  as  the  “paper  sons” 
since  the  fact  of  their  real  blood  relationship  was 
questionable.  While  there  were  many  illegal 
entries  into  the  country  as  well,  nevertheless  the 
growth  of  the  Chinese  community  proceeded  at  a 
slow  pace.  In  contrast,  the  increase  of  immigrants 
into  this  country  following  the  1965  change  in  the 
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immigration  law  has  been  so  great  that  in  a single 
decade  New  York’s  Chinese  population,  according 
to  U.S.  census,  has  climbed  from  about  45,000  in 
1960  to  upward  of  77,000  in  1970,  an  increase  that 
has  been  duplicated  throughout  the  United  States 
with  the  Chinese  population  increasing  from 
237,000  to  435,000  in  this  same  period. 

Dilemma  in  delivery  of  health  services 

The  development  of  a dilemma  in  the  delivery 
of  health  services  in  Chinatown  is  due  to  a multi- 
faceted, complex  set  of  circumstances.  Analysis 
and  understanding  of  the  social,  political,  and  eco- 
nomic components  are  required  if  this  dilemma  is 
to  be  resolved. 

Social-cultural  factors.  The  composition  of 
the  pre-1965  group  was  largely  a rural,  illiterate 
one.  Tied  to  tradition  and  accustomed  to  the  type 
of  dominance  exercised  by  the  tongs,*  they  looked' 
to  the  tongs  for  economic,  social,  and  fraternal  as- 
sistance, guidance,  and  protection  in  a frequently 
hostile  environment.8  Allegiance  and  dependency 
on  the  tongs,  combined  with  a great  sense  of  loyal- 
ty to  the  Chinese  community,  has  been  so  strong 
that  despite  much  exploitation  from  within  the 
community  itself,  there  has  been  great  resistance 
to  outside  forces  who  are  in  a position  to  help  cor- 
rect some  of  the  abuses  and  to  offer  assistance. 
This  older,  earlier  generation  has  lived  in  a closed 
society,  not  asking  for  welfare  assistance,  Medi- 
caid, Medicare,  or  help  of  any  kind.  They  have 
been  resistant  to  Western  acculturation,  maintain- 
ing their  own  customs.  In  periods  of  illness  they 
turn  to  traditional  Chinese  practices,  only  utilizing 
modern  medical  care  during  acute  episodes  of  ill- 
ness. In  the  face  of  rising  crime  they  do  not  turn 
to  the  police  but  attempt  to  solve  the  problems  in- 
ternally. It  is  not  unusual  to  find  a forty-year  res- 
ident in  Chinatown  who  has  never  penetrated  be- 
yond its  environs.  They  neither  ask  nor  look  to 
any  of  the  governmental  agencies  for  help.  As  a 
result,  they  have  received  very  little  aid  from  local, 
State,  and  Federal  agencies. 

Economic  factors.  It  is  estimated  that  more 
than  50  per  cent  of  the  Chinatown  population  falls 
below  Federal  poverty-level  standards. 

While  70  per  cent  of  the  patient  population  is  el- 
igible for  Medicaid  based  on  income,  indications 
are  that  only  30  per  cent  of  these  patients  are  actu- 
ally covered  by  Medicaid.9  The  others,  because 
they  have  accummulated  small  amounts  of  savings 
as  a result  of  years  of  hard  work  and  thrift,  are  not 
eligible  for  public  assistance  or  Medicaid,  or  they 

* One  dictionary  definition  of  tong  is  as  follows:  tong  1:  (in 
China)  an  association,  society,  or  political  party;  2:  (among 

Chinese  living  in  the  U.S.)  a fraternal  organization  or  secret  so- 
ciety, formerly  believed  to  engage  extensively  in  criminal  ac- 
tivities.8 For  many  Chinese  the  association  with  the  tong  has 
its  roots  in  the  great  history  of  the  T’ang  dynasty  in  China  dur- 
ing the  period  618  to  906  A.  D.,  which  saw  the  flowering  of  Chi- 
nese culture.  T’ang  government  and  the  T’ang  code  of  laws  be- 
came models  for  neighboring  states. 


cannot  apply  for  assistance  because  improper  re- 
porting of  payroll  by  their  employers  means  they 
cannot  produce  a proper  record  of  their  working 
status.  Housing  is  limited,  most  apartments  are 
too  small  for  the  average  Chinese  family,  and  what 
there  is,  is  substandard.  Jobs  are  few  and  low 
paying.  Investigation  has  revealed  that  women 
were  working  fifty  hours  a week  at  65  cents  an 
hour  in  some  of  the  local,  Chinese-owned  fac- 
tories.10,11 For  the  estimated  50  per  cent  of  the 
Chinatown  men  employed  by  the  area’s  more  than 
100  restaurants  and  another  40  per  cent  who  are 
employed  in  trades  that  service  the  restaurant 
business,  eleven  hours  a day,  six  days  a week  is  the 
usual  work  week.  The  Department  of  Labor,  in 
1972,  filed  injunctions  against  52  shops  for  not 
keeping  proper  records,  violating  the  minimum 
wage  law,  and  engaging  in  other  illegal  practices.11 
The  late  night  hours  of  the  men  working  in  the 
restaurant  business  makes  it  difficult  to  have  a 
good  health  regimen.  Those  here  illegally  need 
the  special  assistance  and  sanctuary  that  only 
close  relatives  can  provide.  In  most  families,  with 
both  parents  working,  the  need  for  day  care  cen- 
ters for  children  is  great.  According  to  the  China- 
town Planning  Council  there  are  some  2,000  pre- 
schoolers needing  day  care  and  2,000  more  school 
children  who  need  after-school  care.12  These  sub- 
standard conditions  under  which  most  of  the  resi- 
dents work  and  live  have  created  serious  medical 
and  mental  health  problems. 

Political  factors.  The  tongs,  organized  along 
paternalistic  lines,  have  resisted  modernization. 
They  control  the  life  in  Chinatown,  frequently  act- 
ing as  if  Chinatown  is  not  part  of  New  York  City 
and  subject  to  its  various  regulations  and  govern- 
ment policy.  While  the  tongs  wield  much  power 
and  have  great  control,  they  are  not  a governing 
body  and  the  result  has  been  inadequate  services 
for  the  Chinese  community.  With  the  changing 
face  of  Chinatown,  all  this  is  undergoing  transfor- 
mation. The  new  Chinese  immigrants  arriving  in 
this  country  today  from  different  parts  of  the  Far 
East  are  of  a new  breed.  Westernized,  they  gener- 
ally are  younger,  more  urban,  better  educated,  and 
bring  with  them  varying  customs  and  fresh  view- 
points. 

The  U.S. -China  diplomatic  occurrence  has  also 
helped  to  break  the  conservative,  internal  struc- 
ture. The  introduction  of  acupuncture,  informa- 
tion on  the  role  of  the  “bare-foot”  physician,  and 
more  knowledge  of  present-day  China  is  having  its 
impact  on  the  way  the  community  views  its  health 
needs.  In  this  day  of  civil  rights  the  newer,  youn- 
ger generation  of  Chinese  are  demanding  their 
right  to  be  heard  within  and  without  the  commu- 
nity. 

Health  attitudes  and  behavior 

Due  to  the  isolation  of  the  Chinese  community, 
as  well  as  to  ignorance  concerning  health,  many, 
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and  especially  the  old-timers  in  the  Chinese  popu- 
lation, are  not  looking  for  medical  care.  They  ei- 
ther doctor  themselves,  using  herbal  medications, 
or  occasionally  resort  to  acupuncture.  They  seek 
the  services  of  a physician  only  when  they  experi- 
ence an  acute  episode  of  illness  and  then  only  for 
immediate  relief  of  symptoms.  A walk  through 
the  Chinatown  streets  reveals  display  after  display 
of  quick,  magical  cures  in  grocery,  book,  gift,  drug 
stores,  restaurants,  and  other  businesses.  Illegal 
practitioners  advertise  in  the  local  newspapers 
guaranteeing  cures  for  everything  including  can- 
cer, blood  disease,  heart  condition,  and  so  forth. 
The  Food  and  Drug  Administration  has  instituted 
a nationwide  warning  against  four  Chinese  herbal 
medications  which  were  implicated  in  the  death  of 
1 person  and  serious  blood  poisoning  in  4 others.13 
It  is  worthwhile  noting  that  prior  to  1970  there  was 
a ratio  of  2 Western  trained  physicians  to  1 tradi- 
tional Chinese  practitioner  (TCP)  or  36  physicians 
to  18  practitioners  in  New  York  City  Chinatown.14 
We  define  the  traditional  Chinese  practitioner  as  a 
nonphysician  who  is  either  self-taught  or  who  has 
received  training  from  uncertified  institutions  in 
Chinese  herbals,  and  who  practices  without  licens- 
ing or  legal  sanctions.  Today,  due  to  the  in- 
creased interest  in  acupuncture  and  a greater 
awareness  of  Chinese  traditional  medical  practice, 
coupled  with  the  greater  flow  of  immigrants  into 
the  country,  among  whom  are  many  who  are  both 
looking  for  this  service  as  well  as  supplying  un- 
qualified and  illegal  practitioners  who  are  ready  to 
offer  their  services,  the  ratio  of  Western-trained 
physicians  to  Chinese  practitioners  is  now  1 to  1 or 
50  licensed  physicians  to  50  practitioners.14  This 
illegal  and  unqualified  type  of  practice  has  re- 
sulted in  poor-quality  care,  leaving  the  burden  of 
rectifying  the  frequently  disastrous  results  in  the 
lap  of  the  community. 

Availability  of  health  services 
and  their  utilization 

While  at  present  there  is  still  a great  lack  of 
much-needed  health  services  in  the  Chinatown 
community,  the  past  few  years  have  seen  an  in- 
crease in  agencies  offering  and  bringing  services  to 
the  community.  Many  of  these  agencies  have  of- 
fered their  services  even  though  they  are  not  locat- 
ed within  the  boundaries  of  Chinatown.  The 
health  service  facilities  in  Chinatown  consists  of 
two  hospitals  located  approximately  a mile  from 
the  center  of  Chinatown,  one  a 200-bed  municipal 
hospital  and  the  other  a 300-bed  voluntary  hospi- 
tal. 

Both  hospitals  have  outpatient  departments, 
but  less  than  20  per  cent  of  their  patients  are  Chi- 
nese. Within  the  Chinatown  community  the  sev- 
eral agencies  which  provide  health  services  are  as 
follows:  One  Human  Resources  Administration 

(HRA)-operated  health  center  providing  family 
planning  and  referral  services;  City  of  New  York 


TABLE  IV.  Percentage  of  Chinese  patients  utilizing 
clinical  services  in  Chinatown  according 
to  residence7 


Residence 

Free- 

Standing 

Health 

Service 

HRA  and 
Satellite 
Health 
Clinics 

N.Y.  City 
Dept,  of 
Health- 
Child 
Health 
Station 

Chinatown 

38 

40 

35 

Lower  east  side 

19 

20 

15 

Metropolitan 
New  York 

43 

40 

50 

Department  of  Health-operated  child  health  sta- 
tion providing  preventive  care  and  referrals  for 
children  up  to  six  years  of  age;  three  voluntary 
hospitals,  some  in  cooperation  with  social  agencies, 
have  located  individual  satellite  clinics  in  the  Chi- 
natown area  offering  general  medical  care;  one  vol- 
untary hospital-affiliate-sponsored  outpatient 
health  center  is  offering  services  in  child,  materni- 
ty, mental  health,  and  nursing  care;  one  free- 
standing health  clinic,  organized  and  mainly 
staffed  by  volunteers  and  paraprofessionals,  is  of- 
fering a limited  number  of  screening  services  and 
minimal  treatment.  All  of  these  services  are  par- 
tially or  totally  staffed  with  bilingual  Chinese 
staff.  There  are,  also,  some  50  Western-trained 
physicians  and  dentists  in  private  practice  in  Chi- 
natown. 

It  is  estimated  that  at  present  60  per  cent  of  the 
patient  population  utilizing  health  service  in  Chi- 
natown are  Mandarin  speaking;  40  per  cent  speak 
Cantonese  and  other  dialects.  Fewer  than  20  per 
cent  are  able  to  speak  English,  and  approximately 
90  per  cent  are  unaware  or  do  not  understand  that 
there  are  health  services  available  to  them.14  Our 
study  has  also  shown  that  fewer  than  40  per  cent 
of  the  patient  population  availing  themselves  of 
the  services  in  Chinatown  are  residents  there 
(Table  IV).  Therefore,  we  must  conclude  that 
those  living  outside  the  area  are  the  ones  who  are 
largely  benefiting  from  the  services.  In  general,  it 
can  be  said  that  the  Chinatown  resident,  who  is 
frequently  older,  less  educated,  more  poorly  paid, 
more  poorly  housed,  and  greatly  in  need  of  health 
services,  is  not  being  reached. 

For  the  private  physician  in  Chinatown  there 
has  been  an  increase  in  patients  living  outside  the 
Chinatown  area  as  well. 

Complicating  factors 

Further  complications  are  that  the  two  age 
groups  that  require  maximum  health  services, 
children  and  adults  over  sixty  years  of  age,  each 
consist  of  percentages  far  exceeding  those  of  most 
population  groups  (Table  V). 

The  middle  group  of  the  Chinatown  population 
are  generally  working  fathers  and  mothers  with 
limited  education  and  lack  of  knowledge  of  health 
needs,  in  low-paying  jobs,  with  problems  of  hous- 
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TABLE  V.  Percentage  of  age  groups  by  N.Y.  City 
Chinatown,  N.Y.  City,  and  United  States,  1970s 


Age  Group 

United 

States 

N.Y.  City  Chinatown 

Children  to  fourteen 

28 

18  30 

Adults  over  sixty 

10 

15  23-30 

ing,  living  under  substandard  conditions,  and  with 
responsibilities  for  the  proper  nutrition  and  care  of 
both  the  young  and  the  old. 

Despite  efforts  to  increase  services  in  China- 
town, there  is  great  resistance  to  change.  In  addi- 
tion to  other  factors,  the  lack  of  Chinese-allied 
health  personnel  such  as  nurses,  medical  technolo- 
gists, and  laboratory  technicians  in  hospitals  and 
clinics  has  helped  keep  the  people  living  in  China- 
town from  utilizing  the  services.  On  the  other 
hand,  the  generally  younger,  more  sophisticated 
Chinese,  living  in  and  out  of  the  area,  have  taken 
advantage  of  these  services,  and  it  could  be  said 
that  they  have  closed  out  the  service  to  some  ex- 
tent to  those  living  in  the  immediate  area. 

Past  history  and  the  present  development  and 
future  expansion  of  the  Chinatown  community 
has,  in  great  part,  created  the  dilemma  in  the  de- 
livery of  health  care.  Resolution  of  the  dilemma 
requires  the  concerted  action  of  all  segments  of  the 
community,  government,  and  voluntary  agencies 
to  lay  a foundation  for  social  action  which  will 
bring  about  needed  change. 

Government  responsibility 

Government  must  develop  new  services  to  meet 
the  needs  of  the  community  in  areas  such  as  child 
care  centers,  geriatric  centers,  mental  health  ser- 
vices, and  especially  in  health  services  for  all  of  the 
population.  Funding  and  allocations  of  funds 
must  go  to  the  community  to  plan  for  new  health 
services,  recruitment,  and  training  of  local  resi- 
dents as  health  professionals.  Initiation  and  de- 
velopment, with  the  community,  of  innovative  out- 
reach program  is  essential  if  health  attitudes  are  to 
be  changed  and  appropriate  utilization  of  services 
is  to  be  encouraged.  There  must  be  strict  enforce- 
ment of  the  rules  and  regulations  regarding  health, 
working  conditions,  housing,  sanitation,  and  all  re- 
lated functions.  Government  must  make  a sub- 
stantial effort  to  see  to  it  that  those  who  are  eligi- 
ble for  Medicaid  or  Medicare  are  enrolled  in  these 
programs.  A system  must  be  developed  coordi- 
nating and  monitoring  health  services  since  this  is 
essential  to  the  delivery  of  high-quality  care. 

Community  responsibility 

Bringing  better  and  more  services  to  the  Chi- 
nese community  is  not  a simple  matter.  Change 
must  take  place.  The  power  of  the  tongs  and  the 
acceptance  of  the  old  ways  may  have  to  be  chal- 
lenged. The  conflicts  between  the  old  and  the 
young,  Chinese  Americans,  and  newly  arrived  im- 
migrants, educated  and  noneducated,  must  be  re- 


solved and  a modus  operandi  evolved  in  which  all 
voices  can  be  heard.  It  is  the  existence  of  such 
paradoxes  as  the  multidialects,  the  uniqueness  of 
finding  a very  high  number  of  well-educated  and  a 
high  number  of  illiterates  in  a single  ethnic  group, 
plus  an  age  distribution  of  25  to  30  per  cent  over 
sixty  and  30  per  cent  under  fourteen  years  of  age, 
which  makes  work  in  the  Chinatown  community 
that  much  more  difficult  and  complicated. 

The  Chinese  community  must  encourage  the  ac- 
ceptance of  Western  medical  practice  but  with 
modifications  suited  to  their  needs.  And  the 
Western-trained  health  professional  must  have 
some  knowledge  of  the  philosophy  and  teachings 
of  Chinese  traditional  medicinal  concept. 

However,  the  Chinese  community  must  take  an 
active  part  in  the  social-political  process  of  the 
country  to  become  a recognized  voice  that  can  rep- 
resent the  needs  of  the  community  and  actively 
participate  within  the  government  in  decision- 
making. To  do  this  effectively  they  must  develop 
leadership  that  can  successfully  unify  the  commu- 
nity. 

Conclusion 

Through  the  partnership  of  community  and 
government,  in  an  on-going  dialogue,  the  problems 
and  the  needs  of  the  Chinese  community  can  be 
exposed  to  the  light  of  day.  Solutions  must  be 
found  so  that  the  dilemma  existing  in  the  delivery 
of  health  services  to  the  Chinatown  community 
will  become  a thing  of  the  past. 

Lower  Manhattan  Health  District 
303  Ninth  Avenue 
New  York,  N.Y.  10001 
(DR.  HUANG) 
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New  York  State  Malpractice 
Legislation* 


MONROE  E.  TROUT,  M.D.,  J.D.,  F.C.L.M. 

New  York  City 


Former  member,  Commission  on  Medical  Malpractice  and  now 
Consultant,  U.S.  Department  of  Health,  Education,  and  Welfare; 
Vice-President  of  Sterling  Drug,  Inc. 


The  New  York  State  Legislature,  by  over- 
whelming majorities  in  both  houses,  passed  new 
legislation  to  help  resolve  the  malpractice  crisis  in 
the  State.  The  bill  was  the  outcome  of  months  of 
negotiation  between  representatives  of  the  Gover- 
nor’s office,  the  New  York  State  Legislature,  the 
State  Medical  Society,  the  various  insurance  orga- 
nizations, the  New  York  State  Trial  Lawyers  Asso- 
ciation, and  the  New  York  State  Bar  Association, 
along  with  representatives  of  various  consumer 
groups.  Naturally,  when  such  diverse  groups  are 
interested  in  any  legislation,  there  is  bound  to  be 
compromise. 

At  this  writing,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  has 
voted  disapproval  of  the  State’s  new  medical  mal- 
practice law  by  a vote  of  143  to  82.  This  was  a re- 
versal of  the  Society’s  own  Council’s  position. 

Some  of  the  important  provisions  of  the  new 
legislation  will  have  the  short-term  effect  of  pro- 
viding malpractice  insurance  even  though  at  an  in- 
creased premium  rate.  Other  provisions  will  have 
the  long-term  effect,  by  putting  certain  limitations 
on  the  legal  system,  of  reducing  overall  liability  by 
screening  out  the  spurious  suits  and  eliminating 
the  very  long  tail  of  liability. 

In  the  new  law,  informed  consent  cases1  may 
only  be  brought  after  nonemergency  therapy  or 
after  diagnostic  procedures  that  involve  invasion 
or  disruption  of  the  integrity  of  the  body.  Expert 
medical  testimony  is  required  in  any  such  suit,  and 
the  burden  is  on  the  plaintiff  to  prove  lack  of  in- 
formed consent.2  Certain  defenses  are  outlined  in 
the  law.3  These  provisions  should  make  it  more 

* Reprinted  from  the  Journal  of  Legal  Medicine,  July-Au- 
gust, 1975,  p.  26. 


difficult  for  the  plaintiff  to  win  an  informed  con- 
sent suit  and  certainly  puts  a stop  in  New  York  to 
the  extremely  liberal  attitude  of  the  courts  in 
other  states. 

There  is  also  a provision  in  the  law  requiring  in- 
surance company  reports  every  six  months  to  the 
insurance  commissioner.4  Some  of  these  data 
should  be  useful  not  only  for  the  computing  of  new 
premium  rates  but  also  for  educational  programs 
to  reduce  the  number  of  malpractice  incidents. 
The  legislation  also  sets  up  a State  insurance  secu- 
rity fund  that  would  be  invoked  in  cases  of  insol- 
vency of  an  insurance  company  with  liability  up  to 
$1  million.5 

The  statute  of  limitations  is  reduced  to  thirty 
months,6  with  ten  years  in  cases  of  disability  due 
to  infancy  or  insanity.7  The  statute  of  limitations, 
however,  would  be  one  year  from  the  time  of  dis- 
covery of  a foreign  body.  This  provision  will  have 
a salutary  effect  on  the  long  tail  and  should  be  of 
help  to  the  insurance  companies’  actuaries  who 
must  predict  the  rates. 

Collateral  sources  of  payment 

Another  provision  of  the  legislation  is  the  ad- 
missibility into  evidence  of  collateral  sources  of 
payment  to  the  plaintiff.8  Prior  to  this  time,  such 
collateral  sources  could  not  be  introduced  to  the 
jury,  and  consequently  the  patient  received,  in 
most  cases,  double  payment  and,  in  many  cases, 
even  triple  and  quadruple  payments  for  the  same 
injury. 

The  courts  have  also  been  requested  to  promul- 
gate rules  to  speed  up  the  trials  of  malpractice  ac- 
tions.9 What  such  rules  will  be  will  be  determined 
in  the  future.  One  of  the  significant  provisions  of 
the  new  law  is  the  admissibility  of  the  mediation 
panel’s  decision,  if  unanimous,  to  the  jury  in  any 
subsequent  trial.10  Also,  the  mediation  panel  can 
hire  its  own  independent  expert  during  its  deliber- 
ations, and  that  expert  will  be  paid  by  the  state.11 

The  provisions  of  the  law  that  will  have  the 
most  immediate  impact  are  the  various  insurance 
sections  of  the  bill.12  First,  a JUA  (Joint  Under- 
writing Association)  of  all  personal  injury  liability 
insurers  in  the  State  of  New  York  is  established.13 
This  association  goes  out  of  business  automatically 
in  six  years  and  does  not  operate  unless  no  private 
insurance  is  available  as  determined  by  the  super- 
intendent of  insurance  in  consultation  with  the 
commissioner  of  health.  The  JUA  is  not  given  a 
monopoly  as  the  insurance  companies  originally 
requested.  Under  the  JUA,  the  policy  limits  are 
$1  to  $3  million.  The  insurer  has  the  choice  of  set- 
tlement and  he  may  recoup  any  losses  by  assess- 
ment. A reserve  fund  of  $50  million  is  estab- 
lished, and  assessments  must  be  paid  if  the  fund 
drops  below  $25  million. 

There  is  also  a provision  in  the  law  permitting 
participation  in  a Federal  reinsurance  program. 
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Also,  the  New  York  State  Medical  Society  may  set 
up  its  own  captive  insurance  company. 

If  the  JUA  goes  out  of  business,  the  State  insur- 
ance fund  becomes  operative,  and  it  will  be  com- 
pulsory with  all  physicians  being  required  to 
join.14  In  addition,  the  physician  will  be  required 
to  pay  $3,000  and  a hospital  $6,000  of  any  award. 
The  law  permits  the  State  fund  to  pay  dividends 
on  any  surplus. 

Medical  conduct  committee 

The  last  major  provision  of  the  New  York  State 
legislation  is  the  establishment  of  a Board  of  Pro- 
fessional Medical  Conduct  composed  of  18  physi- 
cians and  7 lay  members.15  The  Board  will  oper- 
ate by  means  of  committees  composed  of  four  phy- 
sicians and  one  lay  person  who  will  investigate  any 
malpractice  complaint  or  any  complaint  of  incom- 
petence or  other  cause  for  suspension  or  revoca- 
tion of  medical  license.  The  Board  of  Professional 
Medical  Conduct  will  recommend  a course  of  ac- 
tion to  the  commissioner  who  shall  submit  such 
recommendations  to  the  Board  of  Regents  for  final 
action. 

The  new  board  has  a wide  latitude  in  its  recom- 
mendations and  may  prescribe  such  things  as  re- 
training, partial  revocation,  suspension  of  license, 
or  total  revocation.  The  legislation  specifically 
mentions  gross  incompetence  and  gross  negligence 
and  also  includes  negligence  or  incompetence  on 


Juvenile  rheumatoid  arthritis; 
management 

Based  on  a retrospective  study  of  30  juvenile  rheuma- 
toid arthritis  patients  (15  boys,  15  girls)  the  authors  dis- 
cuss, among  other  things,  etiology,  clinical  picture,  clini- 


more than  one  occasion.  This  latter  provision 
covers  ordinary  incompetence  and  ordinary  negli- 
gence as  reasons  for  disciplinary  action.  This  is  a 
novel  provision  in  the  State  of  New  York  but 
seems  to  be  the  trend  in  most  states  of  the  union. 

Only  time  will  tell  whether  job  actions  in  the 
State  of  New  York  will  result  in  other  malpractice 
legislation.  It  is  highly  doubtful  that  additional 
legislation  will  be  passed  in  New  York  at  this  time, 
and  any  job  actions  on  the  part  of  large  groups  of 
physicians  may,  in  fact,  result  in  Federal  legisla- 
tion that  would  probably  be  very  undesirable  to 
most  physicians. 

90  Park  Avenue 
New  York,  N.Y.  10016 
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February  1 976/New  York  State  Journal  of  Medicine  303 


Present  Status  of 


PSRO  Program 

Report  from  the  Foundation *f 


DANIEL  J.  O'REGAN,  M.D. 

Trenton,  New  Jersey 

Medical  Director,  New  Jersey  Foundation  for  Health  Care 
Evaluation 


The  following  policy  statement  was  adopted  by 
the  Board  of  Trustees  of  the  New  Jersey  Founda- 
tion for  Health  Care  Evaluation  at  its  August  1975 
meeting.  It  reflects  our  concerns  with  the  status 
of  the  PSRO  (Professional  Standards  Review  Or- 
ganizations) program.  It  was  presented  at  the  an- 
nual meeting  of  the  AAPSRO  (American  Associa- 
tion of  Professional  Review  Organizations)  in  Au- 
gust, and  it  was  adopted  by  that  body  as  official 
policy.  Since  then,  it  has  been  given  nationwide 
distribution  through  AAPSRO  literature. 

The  response  by  physicians  of  New  Jersey  to  the 
challenge  set  forth  in  Section  249F  of  P.L.  92-603 
was  energetic,  sincere,  and  genuine.  By  generous- 
ly donating  their  time  and  knowledge,  New  Jersey 
physicians  quickly  formed  a statewide  medical 
foundation  and  PSRO  organizations  in  each  of  our 
eight  areas.  Medical  organizations  contributed 
seed  money  to  help  the  core  groups  get  started. 

Those  of  us  who  accepted  this  challenge  did  so 
in  a genuine  belief  that  peer  review  is  the  best  way 
to  assure  the  quality  of  medical  care,  and  that  phy- 
sicians were  being  given  the  opportunity  and  re- 
sponsibility to  conduct  real  peer  review.  For  our 
efforts,  they  often  gained  not  applause  but  brick- 
bats from  colleagues  accusing  them  of  subser- 
vience to  government  control  and  abandonment  of 
the  traditional  independence  of  the  physician  to 
stereotyped  mediocrity.  Such  attitudes  can  be  at- 
tributed to  a lack  of  understanding  of  the  original 
stated  intent  of  the  legislation,  as  well  as  to  failure 
of  recognition  that  the  developing  PSROs  repre- 
sent the  physicians  themselves. 

* New  Jersey  Foundation  for  Health  Care  Evaluation,  Tren- 
ton, New  Jersey. 

t Reprinted  from  the  Journal  of  the  Medical  Society  of  New 
Jersey  72:  956  (Nov.)  1975. 


Development 

The  fledgling  PSROs  looked  toward  the  day 
when  they  would  be  able  to  provide  genuine  ser- 
vice to  patients  and  colleagues  in  providing  guid- 
ance and  assistance  to  all  concerned  in  their  local 
areas.  They  approached  this  task  with  eyes  open, 
and  with  some  misgivings.  They  accepted  Sena- 
tor Wallace  Bennett’s  principles  that  the  targets 
were  assessment  of  quality,  necessity,  and  appro- 
priateness of  care,  and  that  the  parameters  would 
be  measured  against  local  standards  and  criteria. 
They  expected  that  the  autonomy  of  each  local 
PSRO  would  give  it  flexibility  in  dealing  with  the 
physicians  and  institutions  in  its  area,  so  that  pro- 
cedures would  be  developed  and  altered  as  experi- 
ence was  gained.  It  was  not  the  intention  of  these 
pathfinders  to  establish  a rigid  nationwide  struc- 
ture concerned  solely  with  cost  control,  nor  indeed 
was  this  the  intent  of  the  legislation. 

Three  years  later,  we  find  ourselves  entangled  in 
a web  of  regulations,  transmittals,  contracts,  con- 
fusion, and  delays. 

The  beacons  of  flexibility  and  autonomy  grow 
dimmer  and  dimmer  when  viewed  through  the  ac- 
cumulated relevant  pages  of  the  Federal  Register 
and  multiple  transmittals.  The  image  of  Senator 
Bennett  has  set  below  the  horizon. 

Underfunding  has  retarded  growth  and  develop- 
ment, by  intent  or  accident.  Recession  and  infla- 
tion take  the  blame,  but  are  the  fiscal  problems 
merely  excuses  for  de-emphasis? 

There  is  increasing  disillusion  in  the  ranks  of 
physicians  fighting  the  battle  for  acceptance  of 
PSRO.  Despair  and  dismay  thin  the  ranks  while 
the  fires  of  opposition  increase.  With  faith  and 
trust  in  the  original  Federal  promise  shattered, 
cynicism  is  winning.  Should  physician  coopera- 
tion die,  any  hope  for  a meaningful  program  fades, 
and  we  are  left  with  a rigid,  federally  imposed  ster- 
ile system. 

The  “new”  regulations  caused  much  concern: 
Are  they  truly  the  same  as  PSRO?  If  so,  why  are 
they  necessary?  If  funds  were  scarce,  why  not 
start  one  program  properly,  rather  than  two? 
Why  not  let  PSRO  develop  as  originally  planned — 
or,  is  PSRO  designed  to  fit  into  the  regulations, 
and  not  vice  versa? 

Guidelines,  rules  and  definition  are  becoming 
more  detailed  and  specific  as  time  goes  on.  De- 
spite assurances  to  the  contrary,  the  specter  of 
rigid  nationwide  regimentation  will  not  go  away, 
and  nothing  would  be  more  detrimental  to  medical 
care  at  the  local  level  where  it  really  counts. 

Instructions  and  proposals  permit  very  little 
time  for  response;  adequate  analysis  and  consulta- 
tions are  frequently  not  possible. 

Lack  of  clear  leadership  leads  to  confusion  and 
potentially  to  mutiny.  The  various  divisions  of 
HEW  (U.S.  Department  of  Health,  Education,  and 
Welfare) — SSA,  SRS,  OPSR — do  not  seem  to  be 
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marching  to  the  same  drum.  Do  all  branches  be- 
lieve in  the  value  of  PSRO?* 

Lack  of  authority  by  regional  offices  hampers 
PSRO  operations.  The  regional  offices  are  con- 
versant with  the  personnel  and  conditions  af- 
fecting PSROs  in  their  spheres  of  influence.  Rea- 
son and  logic  indicate  that  they  should  have  in- 
creasing authority  to  make  decisions  about  policies 
and  services.  It  seems  ludicrous  to  contact  Rock- 
ville, Maryland,  on  a matter  much  more  familiar  to 
a person  in  New  York  City. 

Lack  of  clear  policy  on  matters  of  great  concern 
to  physicians  is  a serious  deficit  at  this  late  date. 
The. matters  are  confidentiality,  medical  liability 
under  PSRO,  and  new  regulations,  and  physician 
reimbursement  for  mandatory  utilization  review. 
These  are  major  points  in  selling  these  programs 
to  physicians;  they  often  gauge  the  sincerity  of  the 
advocates  on  their  attitudes  on  these  points. 

Recommendations 

We  therefore  make  the  following  policy  recom- 
mendations: 

1.  Change  from  cost  reimbursement  to  a system 
more  compatible  with  PSRO  funding,  such  as 
grant  funding  procedures. 

2.  Decentralize  administrative  activities  by  giv- 
ing regional  offices  more  authority. 

3.  Return  control  of  PSRO  operations  to  physi- 
cians at  the  local  level,  as  provided  in  the  law. 

* SSA  = Social  Security  Administration  (Medicare);  SRS  = 
Social  and  Rehabilitation  Service  (Medicaid);  OPSR  = Office 
of  Professional  Standards  Review;  OPSR  has  been  changed  to 
OQS  = Office  of  Qaulity  Standards. 


Effect  of  ambulance  transport  in  critically  ill 
patients 

Important  factors  in  the  successful  ambulance  trans- 
port of  critically  ill  patients  from  hospitals  to  an  inten- 
sive care  center  appear  to  be  early  transfer,  resuscitation 
before  transfer,  continuing  medical  care  during  the  trip, 
and  a smooth  ride.  The  authors  reached  these  conclu- 
sions after  a study  of  2 groups  of  critically  ill  patients 
subjected  to  such  transfer.  One  group  was  reviewed  re- 
trospectively and  the  other  prospectively.  In  the  pro- 
spective group  there  was  marked  reduction  in  the  occur- 
rence of  hypertension  and  none  became  acutely  hypo- 
tensive as  against  the  retrospective  study  group.  Sever- 


PSRO operations  should  be  controlled  neither  by 
state  agencies,  who  are  not  physicians’  peers,  nor 
by  HEW  bureaucrats. 

4.  Provide  funds  to  reimburse  physicians  for 
their  time  spent  in  mandated  activities  of  PSRO, 
utilization  review,  establishment  of  criteria  and 
standards,  and  the  like,  recognizing  the  countless 
hours  already  donated  by  many  physicians. 

5.  Assure  that  regulations  and  policies  emanate 
from  a single  agency,  rather  than  multiple  sources. 

6.  Grant  the  emerging  PSROs  some  degree  of 
autonomy  and  flexibility  in  arranging  their  local 
operations.  This  will  be  a strong  point  in  selling 
PSRO  membership  and  participation  to  the  physi- 
cians in  the  area. 

Summary 

We  ask  that  the  original  legislative  intent  be  re- 
stored to  the  program;  that  SRS,  SSA  and  OPSR 
get  together  on  methods  and  goals;  that  PSROs  be 
allowed  to  succeed  or  fail,  on  their  own  initiative 
and  efforts;  that  quality  medical  care  be  the  goal; 
and  that  less  rigidity  would  permit  the  flexibility 
and  autonomy  which  was  promised. 

It  is  hoped  that  the  good  intentions  and  spirit  of 
cooperation  do  not  disappear  in  the  “Rockville 
Triangle”  (Baltimore,  Washington,  and  Rockville) 
and  that,  with  a little  more  faith  and  trust  in  the 
good  judgment  of  the  majority  of  America’s  physi- 
cians, a peer  review  system  will  be  established  of 
which  we  can  all  be  proud. 

315  West  State  Street 
Trenton,  New  Jersey  08618 


al  changes  were  made  at  the  start  of  the  prospective 
study,  with  careful  attention  given  the  factors  noted 
above.  While  the  relative  importance  of  each  of  these 
factors  cannot  be  weighed,  their  combined  effect  clearly 
prevented  serious  complications  in  the  prospective 
group.  The  value  of  an  experienced  and  properly 
equipped  intensive  therapy  “flying  squad”  also  appears 
evident.  In  their  discussion,  the  authors  observe  that 
the  effect  of  a trip  by  ambulance  on  a critically  ill  pa- 
tient may  be  direct  or  indirect.  Discomfort,  pain,  or 
other  stimuli  may  directly  affect  the  patient’s  condition, 
while  lack  of  facilities  and  the  motion  of  the  vehicle  may 
reduce  the  ability  of  those  in  attendance  to  give  treat- 
ment. Waddell,  G.,  et  al.:  Brit.  M.  J.  I:  386  (Feb.  15) 
1975. 


February  1976/New  York  State  Journal  of  Medicine  305 


History  of  Medicine 


St.  Vincent’s  Hospital 
and  Medical  Center 
of  New  York 

One  hundred  twenty- five  years 

RONALD  N.  OLLSTEIN,  M.D. 

New  York  City 

EDWARD  C.  HAGGERTY,  B.A. 

New  York  City 

PETER  ROSENTHAL,  M.A. 

New  York  City 

From  St.  Vincent’s  Hospital  and  Medical  Center. 

New  York’s  second  oldest  voluntary  hospital  and 
first  Catholic  hospital  opened  its  doors  under  the 
direction  of  the  Sisters  of  Charity  on  November  1, 
1849,  at  102  East  13th  Street,  between  Third  and 
Fourth  Avenues.  St.  Vincent’s  Hospital  began  by 
renting  a boys’  academy,  The  Washington  Insti- 
tute, as  shown  in  Figure  1,  for  $900  per  year.  This 
was  the  year  when  the  news  of  a discovery  at  Sut- 
ter’s Mill  in  California  had  turned  into  a “rush,” 
and  Horace  Greeley  decried  the  exorbitant  rents 
New  Yorkers  paid  for  a few  square  feet  of  living 
space.  A riot  in  1849  at  the  nearby  Astor  Place 
Opera  House  involving  the  smouldering  British- 
American  antipathies  of  the  War  of  1812  resulted 
in  22  deaths  and  40  seriously  wounded,  more 
casualties  than  this  30-bed  Catholic  hospital,  dedi- 
cated to  “caring  for  the  sick  poor,”  could  accom- 
modate. 

In  1849,  typhoid,  typhus,  cholera,  and  tubercu- 
losis were  rampant,  and  the  hospital  had  no  run- 
ning water,  no  bathing  facilities,  no  heat  except  a 
cellar  stove,  and  no  light  except  from  oil  lamps. 
And  yet,  guided  by  Sister  Mary  Angela  Hughes,  it 
was  an  obvious  haven  for  the  sick,  who  were 
nursed  by  4 Sisters  of  Charity  and  a medical  staff 
of  5 headed  by  Valentine  Mott,  M.D.,  and  includ- 
ing William  Murray,  M.D.,  William  Power,  M.D., 
John  Schmidt,  M.D.,  and  William  Holmes  Van 
Buren,  M.D.  From  1849  to  1852,  a period  of 
thirty  months,  St.  Vincent’s  Hospital  recorded  100 
deaths  while  ministering  to  1,060  inpatients.  For 

Presented  at  the  169th  Annual  Meeting  of  the  Medical  So- 
ciety of  the  State  of  New  York,  New  York  City,  Session  on  Ar- 
chives, joint  meeting  with  Medical  Archivists  of  New  York  and 
the  Woman’s  Auxiliary  of  the  Medical  Society  of  the  State  of 
New  York,  Sunday,  March  9,  1975. 


FIGURE  1.  First  home  of  St.  Vincent’s  Hospital,  left,  on 
East  13th  Street,  1849  to  1856. 

those  able  to  pay,  charges  were  $3.00  per  week  for 
all-inclusive  care. 

Sisters  of  Charity  of  St.  Vincent  de  Paul 

The  story  of  St.  Vincent’s  Hospital,  however, 
began  much  earlier  in  history,  in  France,  in  the 
1600s,  a time  of  war,  pestilence,  and  famine,  when 
the  man  later  canonized  as  St.  Vincent  de  Paul  in- 
spired a group  of  French  noblewomen,  to  be 
known  as  the  Ladies  of  Charity,  to  assume  some  of 
the  responsibilities  for  the  sick  poor.  They  served 
as  a sort  of  women’s  board  while  village  girls  were 
charged  with  the  actual,  and  at  that  time  some- 
what degrading,  task  of  physically  caring  for  the 
patients.  The  Sisters  of  Charity  of  St.  Vincent  de 
Paul  evolved  from  this  group  of  French  women 
who  served  according  to  St.  Vincent’s  beliefs  and 
disciplines. 

By  1809  the  Sisters  of  Charity  had  been  founded 
within  the  new  United  States  by  a brillant  and 
courageous  woman,  Elizabeth  Ann  Bayley  Seton 
(Fig.  2).  Recently  honored  as  the  first  American- 
born  Saint,  Elizabeth  Ann  Bayley  was  born  a Prot- 
estant, the  daughter  of  Richard  Bayley,  M.D.,  an 
eminent  physician  and  humanitarian  of  the  revo- 
lutionary American  colonies.  Miss  Bayley  mar- 
ried, assumed  the  role  of  Mrs.  Seton,  bore  five 
children,  and  shortly  thereafter  was  widowed.  In 
1804,  despite  the  social  alienation  inevitable  with 
such  a move,  she  became  a Catholic  and  was  soon 
to  deeply  commit  the  Sisters  of  Charity  to  its  role 
of  serving  those  most  in  need:  the  sick,  the  aban- 
doned, the  poor.  Although  Mother  Seton  died  in 
1821  at  the  age  of  forty-seven  years,  she  had  as 
early  as  in  1817  directed  the  Sisters  of  Charity  to 
New  York  City,  a commitment  which  ultimately 
resulted  in  the  establishment  of  an  independent 
motherhouse  in  New  York  in  1846.  The  first  new 
foundation  to  follow  this  creation  was  the  St.  Vin- 
cent’s Hospital. 


306  New  York  State  Journal  of  Medicine/ February  1976 


FIGURE  2.  Elizabeth  Ann  Bayley  Seton,  1774  to  1821. 
Foundress  in  1809  of  Sisters  of  Charity  in  United  States. 

1849  to  1886 

Dr.  Mott  served  as  President  of  the  Medical 
Board  of  St.  Vincent’s  Hospital  from  its  beginning 
in  1849  to  the  time  of  his  death  in  1865  (Fig.  3). 
He  was  perhaps  the  outstanding  surgeon  of  his  era. 
Dr.  Mott  was  an  instinctively  sensible  man  who 
routinely  preoperatively  washed  his  hands.  He 
died  several  weeks  before  an  English  Quaker 
named  Joseph  Lister  introduced  carbolic  acid-sat- 
urated dressings  and  thereby  ushered  in  a new 
area  of  so-called  antiseptic  surgery. 

In  1856  at  the  age  of  seven  years,  after  having 
admitted  3,577  patients,  St.  Vincent’s  Hospital 
closed  its  doors  on  East  13th  Street  and  moved 
crosstown,  creating  a traffic  jam  in  the  process,  to 
195  West  11th  Street.  The  new  hospital  rented 
the  St.  Joseph’s  Half-Orphan  Asylum,  another 
home  of  the  Sisters  of  Charity,  for  the  impressive 
sum  of  $1,200  per  year.  On  this  site,  Seventh  Ave- 
nue and  West  11th  Street,  the  Medical  Center 
stands  today.  The  bed  capacity  in  1856  increased 
to  125,  but  alas,  so  did  costs.  Men  patients  were 
now  charged  $5.00  per  week  for  all-inclusive  care, 
and  “on  account  of  their  more  limited  means,” 
women  were  charged  $4.00  per  week.  The  vast 
majority  of  patients,  however,  received  their  care 
without  charge  as  the  United  States  prepared  for 
its  bloodiest  period,  the  Civil  War. 

In  1862,  the  Sisters  of  Charity  offered  their  for- 


FIGURE 3.  Valentine  Mott,  M.D.,  eminent  physician  and 
surgeon  and  first  president  of  Medical  Board  of  St.  Vin- 
cent’s Hospital  in  1849. 

mer  motherhouse  and  academy  located  at  107th 
Street  and  Fifth  Avenue  in  what  is  now  Central 
Park,  as  the  Military  Hospital  of  the  City  of  New 
York.  Secretary  of  War  under  President  Lincoln, 
Edward  Stanton,  gratefully  accepted  this  gift  but 
on  the  condition  that  nursing  care  would  be  pro- 
vided by  the  Sisters  of  Charity.  Accordingly,  on 
October  2,  1862,  the  St.  Joseph’s  Military  Hospital 
opened,  staffed  by  the  St.  Vincent’s  medical  staff 
and  nursed  by  the  Sisters  of  Charity. 

In  1865,  Dr.  Mott’s  son-in-law,  Dr.  Van  Buren, 
succeeded  to  the  presidency  of  the  medical  board 
at  a time  when  the  St.  Vincent’s  Hospital,  in  its 
renovated  West  11th  Street  quarters,  was  de- 
scribed as  possessing  circulating  water,  toilets,  and 
bathrooms  on  all  floors,  adequate  ventilation,  and 
genial  steam  heat.  Curiously,  one  can  only  won- 
der why  the  operating  room  was  described  as  ex- 
empt from  this  central  genial  heating  and  required 
the  daily  lighting  of  a coal  stove  for  warmth. 
Many  of  these  facilities  were  made  financially  pos- 
sible by  monies  raised  through  the  efforts  of  the 
Catholic  women  of  New  York  who  sponsored  the 
famous  Crystal  Palace  Fair  of  1856  and  the  Floral 
Festival  of  1857  held  at  the  Palace  Gardens. 

In  1870,  while  the  hissing  of  the  carbolic  acid 
spray  was  dominant  in  the  operating  room  and 
general  anesthesia  was  acknowledged  by  many  as 
having  ushered  in  the  last  great  surgical  frontier, 
James  R.  (“Jimmy”)  Wood,  M.D.,  joined  the  staff 
of  the  now  incorporated  St.  Vincent’s  Hospital  of 
the  City  of  New  York,  bringing  with  him  the  envi- 
able reputation  of  having  exposed  the  pathetic 
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conditions  in  the  Bellevue  almshouse  and  hospital. 
Dr.  Wood  publicly  forced  the  city  aldermen  to 
place  the  hospital  under  the  direction  of  a board  to 
be  composed  of  prominent  New  York  City  physi- 
cians which  was  to  include,  among  others,  Dr. 
Mott  and  Willard  Parker,  M.D. 

A New  Yorker  seeking  care  at  St.  Vincent’s  Hos- 
pital at  that  time  may  well  have  taken  the  Green- 
wich Street  elevated  railroad  disembarking  at  its 
11th  Street  station.  By  1882,  a more  elaborate 
metropolitan  elevated  railroad  had  been  con- 
structed on  Sixth  Avenue,  with  a Swiss  chalet- 
style  station  at  14th  Street,  just  two  blocks  from 
the  hospital  where  patients  could  now  enjoy  an  ex- 
panded institution  still  devoted  in  the  main  to  the 
sick  poor. 

Recognizing  the  need,  however,  to  produce  in- 
come from  medical  and  nursing  services  provided, 
especially  since  the  hospital  did  not  possess  a large 
fixed  endowment,  St.  Vincent’s  offered  a new  12th 
Street  private  pavilion  between  Sixth  and  Seventh 
Avenues.  Single-room  rates  ranged  from  $15  to 
$50  weekly,  and  semiprivate  beds  were  charged 
$10  per  week,  payable  two  weeks  in  advance. 

In  the  same  year,  1882,  Frederic  Dennis,  M.D., 
was  appointed  a visiting  surgeon  and  remained  on 
the  staff  of  St.  Vincent’s  Hospital  for  more  than 
forty  years.  Dr.  Dennis  had  studied  with  Lister 
and  with  Pasteur,  and  while  working  with  Tyndall 
in  London,  described  the  exhilaration  of,  at  first 
hand,  actually  culturing  the  germs  causing  postop- 
erative infection.  St.  Vincent’s  acquired  its  first 
specialties  in  1885,  notably  ophthalmology,  di- 
rected by  Peter  A.  Callan,  M.D.,  gynecology,  head- 
ed by  William  Thompson  Lusk,  M.D.,  and  laryn- 
gology, under  Francis  J.  Quinlan,  M.D. 

1887  to  1900 

The  year  before  New  Yorkers  were  forced  to  dig 
out  from  under  the  blizzard  of  1888,  Joseph  D. 
Bryant,  M.D.,  joined  the  staff  of  St.  Vincent’s 
Hospital.  He  initially  had  scorned  antisepsis, 
stropped  his  scalpel  on  his  heel,  often  held  his 
knife  between  his  teeth  in  the  manner  of  a pirate, 
and  wore  longshoremen’s  boots  and  a heavy  black 
apron  when  he  operated,  a maneuver  that  was  un- 
doubtedly designed  to  protect  his  suit  and  not  his 
patients. 

Dr.  Bryant’s  most  famous  operation,  one  which 
remained  secret  until  after  his  death,  was  per- 
formed in  1893  on  President  Grover  Cleveland, 
who  at  the  time  was  engaged  in  a bitter  struggle  in 
Congress  against  the  free  silver  coinage  group. 
Not  wanting  to  show  any  weakness  but  suffering 
from  sarcoma  of  the  maxilla,  he  secretly  came  to 
New  York  where  he  boarded  Commodore  E.  C.  Be- 
nedict’s steam  yacht  the  Oneida  anchored  in  Long 
Island  Sound.  At  dawn  on  July  1,  1893,  the  Presi- 
dent was  seated  in  a chair  braced  against  the  salon 
mast,  and  anesthesia  was  administered.  Dr.  Bry- 


ant donned  his  black  rubber  apron  and  rapidly  re- 
moved the  President’s  upper  jaw.  After  a second 
lesser  operation  on  July  17  and  after  being  fitted 
with  a rubber  upper-jaw  prosthesis,  President 
Cleveland  returned  to  Washington.  Only  five 
weeks  after  his  maxillectomy  and  in  a dramatic  ap- 
pearance before  Congress  August  7,  1893,  Dr. 
Bryant’s  patient  secured  repeal  of  the  Sherman 
Silver  Purchase  Act  of  1890.  President  Cleveland 
died  fifteen  years  later  of  another  disease. 

In  1892  St.  Vincent’s  Hospital  opened  its  doors 
to  the  first  class  of  nurses  in  training.  Under  the 
direction  of  Katherine  Sanborn,  the  nursing  edu- 
cation tradition  was  established  that  to  this  day 
has  stressed  the  spiritual  as  well  as  the  physical 
needs  of  the  sick.  It  was  the  same  year  that  Edna 
St.  Vincent  Millay,  one  of  America’s  great  literary 
figures,  was  born.  The  writer,  often  affectionately 
called  Vincent  by  her  friends,  was  named  St.  Vin- 
cent by  her  mother  in  gratitude  for  the  life-saving 
care  provided  by  the  hospital  staff  to  Mrs.  Millay’s 
brother.  The  St.  Vincent’s  Hospital  nurses  con- 
tinue as  an  exquisite  source  of  pride  to  the  institu- 
tion just  as  they  surely  did  during  those  earlier 
years  when  the  nineteenth  century  was  drawing  to 
a close. 

Following  the  Civil  War  and  until  1895,  the 
growth  and  development  of  a greater  St.  Vincent’s 
Hospital  was  guided  by  Sister  Mary  Laurentia  Gil- 
hooley.  It  was  during  her  administration  that  the 
Half-Orphan  Asylum  Building  had  been  pur- 
chased outright  in  1868;  the  hospital  was  legally 
incorporated  in  1870;  additional  adjacent  proper- 
ties were  purchased  from  the  1870s  on;  the 
Twelfth  Street  Private  Pavilion  was  erected  in 
1882;  the  School  of  Nursing  was  established  in 
1892;  the  Out-Patient  Department  was  organized 
in  1893;  and  plans  were  conceived  for  the  Eliza- 
beth Bayley  Seton  Building,  to  be  dedicated  in  the 
hospital’s  fiftieth  year. 

Sister  Mary  Laurentia  was  succeeded  by  Sister 
Louis  Gonzaga  McEvoy  as  all  prepared  to  enter 
yet  another  era. 

In  1889  Greenwich  Village,  the  community  of  St. 
Vincent’s  Hospital,  celebrated  the  Washington  In- 
augural Centennial  by  erecting  a wooden  arch 
topped  with  an  eleven-foot  statue  of  George  Wash- 
ington. Ten  years  later,  and  sixteen  blocks  to  the 
north  on  Fifth  Avenue,  another  triumphal  arch 
honoring  Admiral  Dewey  for  his  victory  over  the 
Spanish  at  Manila  Bay  was  constructed.  That 
same  year,  1899,  a building  that  still  stands  with 
its  classic  stone  architectural  character,  its  high- 
ceilinged  rooms,  its  magnificent  marble  corridors, 
and  its  beautiful  chapel  helped  St.  Vincent’s  Hos- 
pital usher  in  the  twentieth  century.  Known  as 
the  Elizabeth  Bayley  Seton  Building  on  the  corner 
of  Seventh  Avenue  and  11th  Street  it  houses  one 
of  the  largest  ward  services  existing  today  in  a vol- 
untary hospital.  The  care  of  the  sick  poor  remains 
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FIGURE  4.  Automobile  ambulance  replaced  horse-drawn 
counterpart  in  early  1900s. 


the  tradition  of  St.  Vincent  de  Paul  and  the  Sisters 
of  Charity. 

Twentieth  century 

By  1905,  postgraduate  medical  training  pro- 
grams called  internships  had  been  developed,  and 
the  house  staff  and  attending  staff  had  significant- 
ly grown.  While  no  story  as  brief  as  this  can  begin 
to  recognize  all  who  are  deserving,  notable  are  Jo- 
seph O’Dwyer,  M.D.,  who  pioneered  in  pediatric 
intubation  in  diphtheria;  Edward  G.  Janeway, 
M.D.,  an  eminent  diagnostician;  Simon  J.  Walsh, 
M.D.,  a surgeon  with  an  early  interest  in  orthope- 
dics; George  D.  Stewart,  M.D.,  who  succeeded  Dr. 
Bryant  as  Chief  of  Surgical  I Division;  and  George 
R.  Stuart,  M.D.,  a devoted  surgeon  and  archivist. 

A modern  operating  room  and  a handsome 
motor-driven  ambulance,  as  shown  in  Figure  4, 
complemented  a busy  pharmacy  and  clinic.  As 
the  years  passed  the  hospital  helped  to  serve  the 
victims  of  the  Triangle  Shirtwaist  Fire  in  1911;  the 
few  survivors  of  the  Titanic  which  sank  April  15, 


1912,  after  striking  an  iceberg  off  the  Newfound- 
land Coast;  and  the  jobless  and  the  hungry  of  the 
1930s  when  as  many  as  1,000  persons  per  day  were 
fed  without  charge  at  the  hospital. 

During  the  ensuing  decades,  Sister  Loretto  Ber- 
nard Beagan,  Gov.  Alfred  E.  Smith,  and  His  Emi- 
nence Francis  Cardinal  Spellman  were  vital  forces 
in  helping  St.  Vincent’s  Hospital  and  Medical 
Center  grow  and  serve  what  now  is  a community  of 
500,000  persons.  The  Spellman  Building  was  ded- 
icated alongside  the  Seton  Building  in  1942,  and 
the  Dr.  Harold  Cronin  Building  in  1964,  thus  rep- 
resenting three  generations  of  growth  extending 
from  Seventh  Avenue  eastward  along  West  11th 
Street.  The  Alfred  E.  Smith  Building  in  1949  and 
the  John  Raskob  Building  in  1953  were  joined  by 
the  Jacob  Reiss  Mental  Health  Pavilion  in  1956, 
all  on  the  West  12th  Street  side  of  the  Medical 
Center;  and  still  the  growth  continues. 

The  emphasis  in  this  summary  has  been  on  the 
earlier  of  the  one  hundred  twenty-five  years  of  St. 
Vincent’s  Hospital,  as  it  should  be  before  an  ar- 
chives section.  Yet  it  does  seem  appropriate  in 
light  of  its  impact  on  current  medical  practice  to 
conclude  with  an  appreciation  of  one  particular  re- 
cent contribution.  In  1958  St.  Vincent’s  Hospital 
introduced  the  first  organized  call  system  with  a 
signal,  Code  99,  that  brings  a running  team  in  re- 
sponse to  cardiac  arrest  and  has  salvaged  so  many 
previously  lost  victims  of  heart  disease.  And  one 
decade  later,  St.  Vincent’s  Hospital  provided  the 
first  mobile  coronary  care  unit  in  the  United 
States. 

49  West  12th  Street 
New  York,  New  York  10011 
(DR.  OLLSTEIN) 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PROCAINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  procaine  penicillin  G.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given  at 
least  30  minutes  prior  to  injection,  is  recom- 
mended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  tothis  particulardosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G.  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  procaine  penicillin  G.—N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 

penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  in  patients  on  penicillin 
therapy. 

Serious  anaphylactoid  reactions  require  immediate  emer- 
gency treatment  with  epinephrine.  Oxygen  and  intravenous 
corticosteroids  should  also  be  administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These 
reactions  are  more  apt  to  occur  in  individuals  with  a history  of 
sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a 
history  of  penicillin  hypersensitivity  reactions  who  have  experi- 
enced severe  hypersensitivity  reactions  when  treated  with  a 
cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry 
should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  the  drug  should  be  discontinued  and  the  patient 
treated  with  the  usual  agents  e.g.,  pressor  amines,  antihistamines 
and  corticosteroids. 

Mental  disturbances,  including  anxiety,  confusion,  agitation, 
depression,  and  hallucinations,  have  been  reported  in  individ- 
uals following  single-dose  schedules  for  gonorrhea.  Reactions 
have  been  transient,  lasting  from  15-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma, 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermaliy  0.1  cc.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 
sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 


including  barbiturates,  and  procaine  penicillin  preparation^ 
should  not  be  used.  Antihistaminics  appear  benefica  n treat- 
ment of  procame  reaction. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsusJ 
ceptibie  organisms.  Constant  observation  of  the  patent  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures.  : 

If  allergic  reaction  occurs,  withdraw  penicillin  unless  n the 
opinion  of  the  physician,  the  condition  being  treated  s fe 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi-1 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis:  urticaria:  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  Warnings") 

As  with  other  antisyphilitics.  Jarisch-Herxheimer  reaction  has 
been  reported, 

Dosage  and  Administration  : Administer  only  by  deep  intra- 
muscular injection,  m upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  oiood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choce. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4 8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  preferably  given  at  least  30  minutes  prior  to  injection, 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  pemci  n. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control.  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  other 
wise,  a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervica!  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procaine  penicillin  G,  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  procame  penicillin  G daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400.000  units  (4-cc. 
size)  contains  procaine  penicillin  G in  a stabilized  aqueous  si 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5" 
lecithin, 0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  me*h 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-cc 
contains  per  cc.  300,000  units  procaine  penicillin  G in  a stabili: 
aqueous  suspension  with  sodium  citrate  buffer  and  approxjm 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose.  3 mg.  povid 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorb 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mgj  pro; 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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IN  SYPHILIS 

INJECTION 

BicillirfLrA 

(STERILE  BENZATHINE 
PENICILLIN  G 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  benzathine 
penicillin  G,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  benzathine  penicillin  G.  — Venereal  in- 
fections: Syphilis,  yaws,  bejel  and  pinta. 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported.  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  m individuals 
[with  history  of  sensitivity  to  multiple  allergens. 

I Severe  hypersensitivity  reactions  with  cephalosporins  have 
:been  well  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity. Before  penicillin  therapy,  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e.g.,  pressor  amines,  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur,  Take  cultures  following  completion  of  trea* 
ment  to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  nor- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapuiar  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosinophilia  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopenia,  thrombo- 
cytopenia, neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age,  50,000  units/Kg.  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule, 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site. 

Composition:  Units  benzathine  penicillin  G (as  active  in 
gredient):  2,400,000  units  in  4-cc.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose,  0.6%  povidone,  0.1%  methylparaben,  and 
0,01%  propylparaben.  300,000  units  per  cc.  — 10-cc.  multi-dose 
vial.  Each  cc.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg,  sorbitan  monopalmitate,  0,5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben, 
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Obituaries 


Eric  Swain  Bannister,  M.D.,  of  Brooklyn,  died  on 
March  17  at  the  age  of  seventy-four.  Dr.  Bannister 
graduated  in  1935  from  Meharry  Medical  College.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Henry  Harold  Bloomberg,  M.D.,  of  Brooklyn,  died  in 
November  at  the  age  of  sixty-three.  Dr.  Bloomberg  re- 
ceived his  medical  degree  from  the  University  of  Bern  in 
1936.  He  was  an  associate  emeritus  urologist  at  Brook- 
dale  Hospital  Center.  Dr.  Bloomberg  was  a Diplomate 
of  the  American  Board  of  Urology,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of  the  Med- 
ical Society  of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Irwin  Chabon,  M.D.,  of  New  York  City,  died  on  No- 
vember 24  at  the  age  of  forty-four.  Dr.  Chabon  gradu- 
ated in  1955  from  State  University  of  New  York  Down- 
state  Medical  Center  at  Brooklyn.  He  was  an  associate 
obstetrician  and  gynecologist  at  The  Roosevelt  Hospital 
and  an  attending  obstetrician  and  gynecologist  in  the 
Outpatient  Department  there  and  director  of  gynecolo- 
gy at  the  Arthur  C.  Logan  Memorial  Hospital.  Dr.  Cha- 
bon was  a Diplomate  of  the  American  Board  of  Obstet- 
rics and  Gynecology,  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Frank  I.  Ciofalo,  M.D.,  of  New  York  City,  died  on  No- 
vember 30  at  the  age  of  seventy.  Dr.  Ciofalo  graduated 
in  1931  from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Lewis  K.  Dahl,  M.D.,  of  Upton,  died  on  November  26 
at  the  age  of  sixty.  Dr.  Dahl  graduated  in  1939  from  the 
University  of  Pennsylvania  School  of  Medicine.  He  was 
chief  of  staff  and  senior  physician  at  the  Medical  Re- 
search Center  at  Brookhaven  National  Laboratory  and 
professor  of  medicine  at  the  Health  Sciences  Center  of 
the  State  University  of  New  York  at  Stony  Brook.  Dr. 
Dahl  was  a Diplomate  of  the  American  Board  of  Inter- 
nal Medicine,  a Fellow  of  the  American  College  of  Phy- 
sicians, and  a member  of  the  American  Society  for  Ex- 
perimental Pathology,  the  Society  for  Experimental 
Biology  and  Medicine,  and  the  Society  of  Nuclear  Medi- 
cine. 

Lindon  Lee  Davis,  M.D.,  of  Williston  Park,  died  on 
November  29  at  the  age  of  sixty-two.  Dr.  Davis  gradu- 
ated in  1937  from  Jefferson  Medical  College  of  Philadel- 


phia. He  was  a consulting  physician  at  Nassau  Hospi- 
tal. Dr.  Davis  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine,  a Fellow  of  the  American  College 
of  Cardiology,  a Fellow  of  the  American  College  of  Phy- 
sicians, a Fellow  of  the  American  College  of  Chest  Phy- 
sicians, and  a member  of  the  International  Society  of  In- 
ternal Medicine,  the  American  Geriatrics  Society,  the 
New  York  Academy  of  Medicine,  the  New  York  Car- 
diological Society,  the  New  York  State  Society  of  Medi- 
cal Research,  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irving  Durk,  M.D.,  of  New  York  City  and  Brooklyn, 
died  on  November  25  at  the  age  of  seventy-one.  Dr. 
Durk  graduated  in  1930  from  Long  Island  College  Hos- 
pital. He  was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a member  of  the  American  Acade- 
my of  Ophthalmology  and  Otolaryngology,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

James  Patrick  Hennessy,  M.D.,  of  New  York  City, 
died  on  December  3 at  the  age  of  eighty-six.  Dr.  Hen- 
nessy graduated  in  1914  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  honorary  consult- 
ing obstetrician  and  gynecologist  at  St.  Vincent’s  Hospi- 
tal and  Medical  Center  of  New  York  and  a consulting 
obstetrician  and  gynecologist  at  Misericordia  and  St.  Jo- 
seph (Yonkers)  Hospitals.  Dr.  Hennessy  was  a Diplo- 
mate of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  the  New  York  Acade- 
my of  Medicine,  the  New  York  Obstetrical  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Timothy  Joseph  Howard,  M.D.,  of  Newport,  died  on 
November  27  at  the  age  of  sixty-five.  Dr.  Howard  grad- 
uated in  1936  from  Albany  Medical  College.  He  was  an 
honorary  member  of  the  medical  staff  at  Herkimer  Me- 
morial Hospital.  Dr.  Howard  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Herkimer 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Herman  J.  Kornreich,  M.D.,  of  White  Plains,  died  on 
December  3 at  the  age  of  fifty-five.  Dr.  Kornreich  grad- 
uated in  1945  from  the  University  of  Louisville  School  of 
Medicine.  He  was  chief  of  gastroenterology  at  West- 
chester County  Medical  Center  and  at  White  Plains 
Hospital  Association  and  an  attending  gastroenterolo- 
gist at  Burke  Rehabilitation  Center.  Dr.  Kornreich  was 
a Diplomate  of  the  American  Board  of  Internal  Medi- 
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cine  (Gastroenterology)  and  a member  of  the  American 
Gastro-Enterological  Association,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Matez,  M.D.,  of  Briarcliff  Manor,  died  on  No- 
vember 20  at  the  age  of  seventy-five.  Dr.  Matez  gradu- 
ated in  1924  from  Boston  University  School  of  Medi- 
cine. He  was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Ludwig  Hans  Mendelson,  M.D.,  of  Long  Island  City, 
died  on  November  29  at  the  age  of  eighty.  Dr.  Mendel- 
son received  his  medical  degree  from  the  University  of 
Breslau  in  1920.  He  was  a senior  clinical  assistant  (off 
service)  in  medicine  at  The  Mount  Sinai  Hospital  and  a 
general  practitioner  on  the  medical  staff  at  Boulevard 
Hospital.  Dr.  Mendelson  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Dominick  A.  Miraldi,  M.D.,  of  Staten  Island,  died  on 
November  30  at  the  age  of  fifty-six.  Dr.  Miraldi  gradu- 
ated in  1946  from  Georgetown  University  School  of 
Medicine.  He  was  an  associate  physician  at  St.  Vin- 
cent’s Medical  Center  of  Richmond.  Dr.  Miraldi  was  a 
member  of  the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Virgilio  N.  Monteleone,  M.D.,  of  The  Bronx,  died  on 
November  9 at  the  age  of  forty-nine.  Dr.  Monteleone 
graduated  in  1949  from  Temple  University  School  of 
Medicine.  He  was  an  attending  surgeon  at  Misericordia 
and  Fordham  Hospitals.  Dr.  Monteleone  was  a Diplo- 
mate  of  the  American  Board  of  Surgery,  a Fellow  of  the 
I American  College  of  Surgeons,  and  a member  of  the 
Bronx  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Laurence  D.  O’Neill,  M.D.,  of  Valley  Stream,  died  on 
December  5 at  the  age  of  sixty-six.  Dr.  O’Neill  gradu- 
ated in  1933  from  Marquette  University  School  of  Medi- 
cine. He  was  a family  practitioner  at  Mercy  (Rockville 
Centre)  and  South  Nassau  Communities  (Oceanside) 
Hospitals. 

Aaron  Lawrence  Preiss,  M.D.,  of  New  Rochelle,  died 
on  December  6 at  the  age  of  sixty-four.  Dr.  Preiss  re- 
ceived his  medical  degree  from  the  University  of  Basel 
in  1936.  He  was  an  attending  surgeon  at  New  Rochelle 
Hospital  Medical  Center.  Dr.  Preiss  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
, Westchester  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Bartholomew  Hernad  Ring,  M.D.,  of  Lake  Placid, 
died  on  December  2 at  the  age  of  seventy-nine.  Dr. 
Ring  received  his  medical  degree  from  the  University  of 
Prague  in  1920.  He  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Geriatrics  Society,  the  Essex  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Ross,  M.D.,  of  Bronxville,  died  on  November  20 
at  the  age  of  eighty-three.  Dr.  Ross  graduated  in  1920 
from  Vanderbilt  University  School  of  Medicine.  He 
was  a consultant  emeritus  in  otolaryngology  at  St. 
Luke’s  Hospital  Center  and  an  honorary  otolaryngolo- 
gist at  Lawrence  Hospital.  Dr.  Ross  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, The  New  York  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Samuel  Rubenstein,  M.D.,  of  Brooklyn,  died  in  De- 
cember, 1973,  at  the  age  of  seventy-three.  Dr.  Ruben- 
stein graduated  in  1925  from  Long  Island  College  Hospi- 
tal. He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Bernard  Harold  Shulman,  M.D.,  of  Brooklyn  and 
Long  Beach,  died  on  November  26  at  the  age  of  sixty- 
seven.  Dr.  Shulman  was  a Licentiate  of  the  Royal  Col- 
lege of  Physicians  and  Surgeons  (Edinburgh)  and  of  the 
Faculty  of  Physicians  and  Surgeons  (Glasgow).  He  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  American  Adademy  of  Psy- 
choanalysis, the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

I.  David  Waitzel,  M.D.,  of  Mahopac  and  Rye,  died  on 
November  2 at  the  age  of  sixty-five.  Dr.  Waitzel  re- 
ceived his  medical  degree  from  the  University  of  Basel 
in  1938.  He  was  a Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology  and  a member  of  the  Pan 
American  Medical  Association. 

Carlton  E.  Wertz,  M.D.,  of  Raymondville,  Texas,  for- 
merly of  Buffalo,  died  on  December  17  at  the  age  of 
eighty-two.  Dr.  Wertz  graduated  in  1915  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  Retired,  he  was  a 
Fellow  of  the  International  College  of  Surgeons  and  a 
member  of  the  American  Geriatrics  Society,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York  (and  a for- 
mer president),  and  the  American  Medical  Association. 


Correction 

In  the  November,  1975,  issue  of  the  Journal,  on  page  2371,  an  incorrect  address  was  published  at  the  end 
of  “Surgical  Management  of  Malignant  Tracheo-Esophageal  Fistula,”  by  Adrian  Lambert,  M.D.  The 
correct  address  is:  428  West  59th  Street,  New  York,  New  York  10019. 
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are  easy  to  transcribe  over  the  telephone  to  supervise 
her  interpretation.  Coitus  is  omitted  on  possibly  fertile 
days.  Unlike  the  all-  or-none  application  of  contracep- 
tives, this  system  may  be  more  or  less  strict  as  needed. 
Special  help  must  be  given  postpartum,  during  lacta- 
tion, in  prolonged  anovulation,  cessation  of  oral  contra- 
ceptives, and  in  the  menopause. 

Rosenthal,  S.  L.:  Microscopic  screening  for  bacteri- 

uria,  New  York  State  J.  Med.  76:  209  (Feb.)  1976. 

A method  for  microscopically  screening  the  urine 
sediment  was  devised  which  detected  98  per  cent  of 
specimens  with  more  than  100,000  colonies  per  milliliter 
of  enterococci,  gram-negative  bacilli,  or  yeasts  in  640 
consecutive  specimens  while  rejecting  472  as  unsuitable 
for  culture.  The  method  was  nevertheless  rejected  for 
use  in  the  bacteriology  laboratory  because  it  missed 
many  specimens  with  borderline  findings  and  because 
its  employment  would  probably  not  result  in  cost  reduc- 
tion. Evidence  is  presented  from  review  of  the  litera- 
ture that  no  other  presently  available  noncultural 
screening  procedure  is  suitable  for  routine  laboratory 
use  in  the  detection  of  bacteriuria. 

Murphy,  G.  P.:  Treatment  of  tumors  of  genitourinary 
tract,  New  York  State  J.  Med.  76:  214  (Feb.)  1976. 

The  clinical  control  of  various  types  of  genitourinary 


cancer  is  currently  undergoing  substantial  alteration 
and  change.  Multinodal  treatment,  including  surgery, 
radiation  medicine,  and  chemotherapy,  is  being  used  in 
ever  increasing  frequency,  applied  together  or  in  se- 
quence at  various  stages  of  these  diseases.  Almost  with- 
out exception,  new  information  or  the  application  of  in- 
formation from  nongenitourinary  cancers  has  suggested 
that  much  more  can  be  achieved  with  the  careful  appli- 
cation of  chemotherapy.  Spectacular  results  have  been 
documented  in  the  cases  of  Wilms’  tumors  and  tumors 
of  the  testis.  More  will  be  available  shortly  to  aid  in  the 
management  of  other  genitourinary  cancers,  for  exam- 
ple, prostatic  cancer.  However,  the  field  of  chemother- 
apy is  constantly  changing  and  expanding,  and  one  must 
closely  follow  these  areas.  The  current  status  is  de- 
scribed in  this  report. 

Pantoja,  E.,  Wendth,  A.  J.,  and  Luther,  P.  M.: 

Ameloblastic  odontoma;  clinicopathologic  study,  New 
York  State  J.  Med.  76:  224  (Feb.)  1976. 

Ameloblastic  odontoma  is  a benign  tumor  of  the  jaw- 
bones occurring  usually  during  the  ages  of  tooth  devel- 
opment, somewhat  more  commonly  in  boys  than  in  girls. 
It  is  derived  from  tooth  germ  elements,  and  corresponds 
to  that  point  in  odontogenesis  when  mesenchymal  in- 
duction-has  proceeded  to  the  formation  of  dentin  and 
enamel,  but  before  the  degeneration  of  the  epithelium 
which  customarily  follows.  The  malignant  form,  amelo- 
blastic odontosarcoma,  is  extremely  rare. 


Abstracts  in  Interlingua 


Lieberman,  J.:  Deficientia  de  alphai-antitrypsina  e le 
morbo  pulmonari  chronic,  New  York  State  J.  Med.  76: 
181  (Februario)  1976. 

Le  alphai-antitrypsina  provide  un  mechanismo  in  le 
sanguine  per  proteger  certe  texitos  del  action  digestive 
del  enzymas  proteolytic  de  leukocytos  e macrophagos. 
Un  deficientia  hereditate  de  iste  proteina  placia  le  pul- 
mones  intra  le  risco  del  disveloppamento  del  emphyse- 
ma, specialmente  in  individuous  que  fuma  cigarettas  o 
que  es  exposite  a altere  irritantes  respiratori  pauc  com- 
mun.  Le  statos  de  deficientia  grave  o intermedie,  asso- 
ciate, respectivemente,  con  le  genotypos  homozygote  o 
heterozygote,  in  general  pote  esser  detectate  mediante 
mensuras  quantitative  del  proteina  alphai-antitrypsina 
o del  capacitate  inhibitori  del  trypsina  seric.  Le  pro- 
cedimento  de  phenotypification  pote  detectar  le  vari- 
antes  moleculari  hereditate  actual.  Le  variante  Z del 
molecula  del  antitrypsina  es  plus  communmente  asso- 
ciate con  le  deficientia  del  alphai-antitrypsina  que  es 
trovate  principalmente  in  le  Caucasicos  con  ancestria 
Nor-Europee.  Le  mechanismo  del  deficientia  de  anti- 
trypsina con  le  variante  Z es  relationate  a un  alteration 
del  structura  molecular  que  bloca  su  liberation  del  sito 
del  synthesis  in  le  ficato.  Le  emphysema  pulmonari 
non  necessarimente  es  disveloppate  in  le  individuo  que 
ha  hereditate  le  stato  intermedie  o heterozygote  del  de- 
ficientia de  antitrypsina,  le  que  indica  que  le  program- 
mas  de  concilio  selective  e preventive  pote  esser  utile. 


Tal  programma  selective  esseva  initiate  con  le  studentes 
del  septime  grado,  Long  Branch,  California,  e le  resulta- 
tos  preliminari  es  presentate.  Altere  statos  que  pote 
esser  associate  con  le  deficientia  del  antitrypsina  es  le 
difficultate  respiratori  del  neonato,  le  cirrhosis  del  ficato 
e le  hepatoma.  Non  existe  totavia  un  tractamento  per 
le  deficientia  del  alphai-antitrypsina. 

Daly,  R.  M.,  e Gold,  G.:  Nivellos  seric  del  magnesium 
in  le  schizophrenia  non  acute,  New  York  State  J.  Med. 
76:  188  (Februario)  1976. 

Le  magnesium  (Mg),  como  le  calcium,  es  un  metallo 
de  considerabile  importantia  physiologic  e es  indispen- 
sable per  le  vita  del  organismo  mammifero.  Ha  eviden- 
tia  que  le  Mg  affecta  le  activitate  de  numerose  systemas 
enzymatic,  per  exemplo,  le  adenosine-triphosphatase  e 
le  cholinesterase.  Circa  del  80  pro  cento  del  Mg  seric  es 
ionisate  e le  resto  es,  probabilemente,  ligate  al  proteina. 
Le  nivellos  seric  del  Mg  ha  un  fluctuation  normal  consi- 
derabile; le  nivellos  de  Mg  persistentemente  basse  o ele- 
vate pote  esser  presente  sin  alicun  abnormalitate  clinic. 
Clinicmente,  le  hypomagnesiemia  es  associate  con  statos 
de  hyperexcitabilitate  neuronal;  in  cambio,  le  nivellos 
elevate  de  Mg  ha  un  effecto  sedative  e depressive.  In 
1968,  Marques-Assis,  in  un  gruppo  de  42  homines 
schizophrenic,  trovate  que  le  nivellos  seric  del  Mg  esseva 
significativemente  plus  basse  que  illos  de  un  gruppo 

continued  on  page  316 
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de  individuos  normal  de  controlo.  In  1964,  Cade  com- 
parava  le  nivellos  plasmatic  del  Mg  in  30  feminas  schizo- 
phrenic con  illos  de  controlos  normal.  Su  resultatos  de- 
monstrava  que  le  nivellos  plasmatic  del  Mg  in  patientes 
con  schizophrenia  esseva  circa  del  20  pro  cento  plus  ele- 
vate que  illos  del  controlos.  Debite  a iste  resultatos 
conflictive,  nos  decideva,  initialmente,  re-evalutar  le  ni- 
vellos seric  del  Mg  in  le  schizophrenia.  Trenta  (30)  pa- 
tientes schizophrenic  esseva  studiate.  Le  Mg  esseva  de- 
terminate in  le  sanguine  e depost  le  analyse  statistic  del 
information  obtenite,  no  differentia  significative  esseva 
trovate  inter  le  patientes  schizophrenic  e le  controlos 
normal. 

Arkin,  A.  M.,  Ackerman,  N.  M.,  Morris,  J.  M.,  Rab- 
kin,  R.,  e Rosenberg,  A.  R.:  Modification  del  compor- 
tamento;  stato  actual  in  psychiatria,  New  York  State  J. 
Med.  76:  190  (Februario)  1976. 

Le  campo  del  therapia  del  conducta  es  discribite  con- 
cisemente  con  respecto  al  antecedentes  historic,  le  rela- 
tiones  con  le  tractamentos  psychiatric  plus  traditional, 
le  differente  considerationes  clinic  theoretic,  le  procedi- 
mentos  clinic  specific,  le  indicationes  le  contraindica- 
tiones,  le  precautiones  e le  aspectos  equivocal.  In  plus, 
certe  problemas  ethical  con  respecto  al  therapia  del 
comportamento  es  discutite.  Finalmente,  recommenda- 
tiones  pro  disveloppamentos  futur  es  presentate,  con  le 
cognoscentia  del  potential  therapeutic  offerite  per  le 
procedimentos  del  therapia  del  comportamento. 

Fierst,  S.  M.:  Insufficientia  vasculari  in  le  circulation 
mesenteric  superior,  New  York  State  J.  Med.  76:  201 
(Februario)  1976. 

In  le  ultime  annos,  le  morbo  vasculari  del  intestino  ha 
essite  establite  como  un  entitate  clinic,  radiologic  e 
pathologic.  Le  lesiones  vasculari  del  lupus  disseminate 
e le  purpura  de  Schonlein-Henoch  pote  affectar  le  intes- 
tino e responder  al  therapia  del  morbo  subjacente.  Le 
morbo  vasculari  primari  del  intestino,  principalmente  le 
atherosclerosis,  es  le  causa  principal  del  symptomas  del 
insufficientia  circulatori.  Le  ischemia  mesenteric  ex- 
tense es  associate  al  morbo  del  arteria  mesenteric  supe- 
rior; in  cambio,  le  ischemia  segmentari  del  intestino  es 
plus  frequentemente  associate  al  morbo  vasculari  del  ar- 
teria mesenteric  inferior.  Le  morbo  non  occlusive  es 
responsabile  de  plus  que  60  pro  cento  del  morbo  isch- 
emic intestinal.  Le  valor  del  diagnose  aggresive  me- 
diante  le  arteriographia  e le  endoscopia  attentive  es 
demonstrate  per  le  reduction  del  mortalitate. 

Keefe,  E.  F.:  Le  medicos  adjuta  a que  le  rhythmo  sia 
effective,  New  York  State  J.  Med.  76:  205  (Februario) 
1976. 

A mesura  que  le  ovulation  vicina  se,  le  autopalpation 
quotidian  del  cervix  uterine  pote  trovar  un  blandimento 
e apertura  del  orificio  cervical,  un  cambio  cephalic  e un 
hypersecretion  mucose  e liquefaction.  Depost  le  ovula- 
tion iste  signos  es  revertite  quando  le  temperatura  al  vi- 
gilia  es  elevate.  Le  medicos  e le  paraprofessionales  pote 
inseniar  al  feminas  como  observar  e registrar  iste  cam- 
bios.  In  un  diario  quotidian  special  pro  iste  signos,  le 
femina  pote  marcar  con  un  circulo  le  cifra  correspon- 


dente  al  temperatura  indicate  per  su  thermometro 
(graduate  in  0.1°F).  Le  cifras  es  facile  de  transcriber  e 
communicar  per  telephono  per  supervision  o interpreta- 
tion. Le  coito  es  evitate  durante  le  possibile  dies  fertile. 
A differentia  de  omne  o nulle  applicationes  del  agentes 
contraceptive,  iste  systema  pote  esser  plus  o minus  stric- 
to,  como  sia  necessari.  Attention  special  debe  esser  do- 
nate durante  le  postpartum,  le  lactantia,  le  anovulation 
prolongate,  le  cessation  del  uso  oral  de  contraceptive  e le 
menopausia. 

Rosenthal,  S.  L.:  Microscopia  selective  per  bacteri- 

uria,  New  York  State  J.  Med.  76:  209  (Februario)  1976. 

Esseva  concepite  un  methodo  microscopic  selective 
pro  le  sedimento  urinari  que  poteva  detectar  le  98  pro 
cento  del  monstras  con  plus  que  100.000  colonias  per  ml 
de  enterococcos,  bacillos  Gram-negative  o levaturas 
intra  640  monstras  consecutive,  ben  que  refusava  472 
monstras  como  non  apropriate  per  culturas.  Nonob- 
stante,  le  methodo  esseva  refusate  per  su  uso  in  le  labo- 
ratorio  bacteriologic  per  que  non  detectava  multe  mon- 
stras con  trovatos  limitantes  e per  que  su  uso,  proba- 
bilemente,  non  resultava  in  un  reduction  del  costo.  Es 
presentate  le  evidentia  obtenite  del  revision  del  litter- 
atura  indicante  que  no  altere  procedimento  selective 
non  culturante  e disponibile  actualmente  es  apropriate 
per  le  uso  rutinari  in  le  laboratorio  per  le  detection  del 
bacteriuria. 

Murphy,  G.  P.:  Tractamento  del  tumores  del  tracto 
genitourinari,  New  York  State  J.  Med.  76:  217  (Fe- 
bruario) 1976. 

Le  controlo  clinic  de  varie  typos  de  cancer  genitouri- 
nari es  ora  infra  cambios  e alterationes  substantial.  Le 
tractamento  multinodal,  includente  chirurgia,  radio- 
therapia  e chimiotherapia,  es  usate  con  frequentia  cre- 
ciente,  concomittantemente  o sequentialmente,  a differ- 
entes  stadios  de  iste  morbo  cancerose.  Quasi  sin  excep- 
tion, le  nove  information  o le  application  del  informa- 
tion obtenite  de  canceres  non  genitourinari,  ha  suggerite 
que  multe  plus  pote  esser  complite  con  le  uso  attentive 
del  chimiotherapia.  Resultatos  spectaculari  ha  essite 
obtenite  in  casos  de  tumores  de  Wilms  e del  testiculos. 
Promptemente,  plus  information  essera  disponibile  pro 
adjutar  al  tractamento  de  altere  canceres  genitourinari, 
como  ille  del  prostata.  Nonobstante,  le  campo  del  chi- 
miotherapia es  constantemente  cambiante  e expan- 
diante,  e iste  areas  debe  esser  seguite  de  circa.  Le  stato 
actual  de  iste  campo  es  discutite  in  iste  reporto. 

Pantoja,  E.,  Wendt,  A.  J.,  e Luther,  P.  M.:  Odontoma 
ameloblastic;  studio  clinico-pathologic,  New  York 
State  J.  Med.  76:  224  (Februario)  1976. 

Le  odontoma  ameloblastic  es  un  tumor  benigne  del 
ossos  maxillari  que  generalmente  occurre  durante  le 
etate  del  disveloppamento  dental,  es  un  pauc  plus  com- 
mun  in  pueros  que  in  pueras.  Es  derivate  del  elementos 
germinal  dental  e corresponde  al  stadio  de  odontogen- 
esis in  que  le  induction  mesenchematic  ha  procedite  al 
formation  del  dentina  e le  smalt,  mais  ante  del  degener- 
ation del  epithelium  que  habitualmente  sigue.  Le 
forma  maligne,  le  odontosarcoma,  es  extrememente  rare. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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sicians,  pediatricians,  and  other  interested  physicians 
are  welcome. 

For  additional  information  please  contact:  Felix  E. 

Demartini,  F.A.C.P.,  Governor  for  New  York  Downstate 
I,  161  Ft.  Washington  Ave,  N.Y.,  N.Y.  10032,  or  Leon  M. 
Levitt,  F.A.C.P.,  Governor  for  New  York  Downstate  II, 
95  Buckingham  Road,  Brooklyn,  N.Y.  11226 


Coming 


Advances  in  cardiology 

New  York  University  Post-Graduate  Medical  School 
will  offer  a course  on  advances  in  cardiology  for  practic- 
ing physicians,  March  25  to  27,  1976.  It  will  emphasize 
practical  aspects  and  newer  concepts  of  diagnosis  and 
management  for  internists  and  primary  physicians  who 
are  not  cardiologists. 

The  course  director  is  Kenneth  R.  Krauss,  M.D.,  as- 
sistant professor  of  medicine  at  New  York  University 
School  of  Medicine. 

Emphasis  will  be  placed  on  topics  of  major  impor- 
tance and  of  current  interest.  Orientation  will  be  di- 
rected toward  practical  considerations  of  diagnosis  and 
treatment  in  the  office  and  hospital  setting.  Recent  ad- 
vances in  our  understanding  of  each  disorder  will  be 
stressed  and  newer  concepts  of  diagnosis  and  treatment 
will  be  discussed.  Material  will  be  presented  through 
lectures,  group  discussion,  case  studies,  audiovisual  aids, 
lecture  notes,  and  an  annotated  list  of  selected  refer- 
ences. Ample  time  will  be  provided  for  questions  from 
course  participants. 

This  continuing  medical  education  offering  meets  the 
criteria  for  eighteen  hours  of  credit  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

Further  information  may  be  obtained  from  the  Office 
of  the  Associate  Dean,  New  York  University  Post-Grad- 
uate Medical  School,  550  First  Avenue,  New  York,  N.Y. 
10016;  or  by  telephone  to  (212)  679-3200,  extension 
4037. 

Environmental  health 

New  York  University  Post-Graduate  Medical  School 
and  the  Institute  of  Environmental  Medicine  will 
present  a ten-day,  full-time  course  on  “Environmental 
Health,”  April  5 to  16,  1976. 

Further  details  may  be  had  from  the  Office  of  the  As- 
sociate Dean,  NYU  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  N.Y.  10016;  (212)  679-3200, 
Ext.  4037. 

American  College  of  Surgeons 

The  fourth  annual  spring  meeting  of  the  American 
College  of  Surgeons  will  be  held  April  26  to  29,  1976,  at 
the  Sheraton-Boston  Hotel  and  the  Statler  Hilton  Hotel 
in  Boston,  Massachusetts. 

The  main  purpose  of  the  meeting  will  be  postgraduate 
education  for  general  surgeons  and  surgical  specialists, 
with  special  emphasis  on  eight  formal  postgraduate 
courses.  The  College’s  annual  spring  meeting  is  de- 
signed to  supplement  and  complement  the  continuing 
education  programs  offered  at  its  annual  Clinical  Con- 
gress. 

Non-Fellows  interested  in  attending  the  spring  meet- 
ing may  write  to  S.  Frank  Arado,  American  College  of 
Surgeons,  55  E.  Erie  Street,  Chicago,  Illinois  60611. 
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Clinical  Principles.  By  James  W.  Linman,  M.D. 
New  York,  Macmillan  Publishing  Co.,  Inc.,  1975.  Illus- 
trated, 1,055  pages.  Cloth,  $34.95. 

Synapses  and  Synaptosomes.  Morphological  As- 
pects. By  D.  G.  Jones,  M.B.  New  York,  John  Wiley  & 
Sons,  1975.  Illustrated,  258  pages.  Hard  cover,  $42.50. 

Davidson’s  Principles  and  Practice  of  Medicine. 

Eleventh  edition.  Edited  by  John  Macleod.  New 
York,  Churchill  Livingstone,  1974.  Illustrated,  1,037 
pages.  Soft  cover,  $16. 

The  Physiology  of  the  Joints.  Second  edition.  By  I. 
A.  Kapandji.  Volume  3:  The  Trunk  and  the  Verte- 
bral Column.  London,  Churchill  Livingstone,  1974. 
Illustrated,  251  pages.  Soft  cover,  $14. 

Hypertension.  Edited  by  Marvin  Moser,  M.D.  Bos- 
ton, Little,  Brown  and  Company,  1975.  Illustrated,  195 
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of  Health  Statistics  and  Analysis  of  the  Department  also 
indicated  that  1975  had  the  lowest  birth  rate  in  thirty- 
five  years,  13.8  births  per  1,000  population,  representing 
approximately  109,000  live  births.  In  1974,  there  were 
110,642  birth  certificates  filed  with  the  City  Health  De- 
partment. According  to  Health  Department  records, 
the  birth  rate  in  the  City  has  been  declining  generally 
since  1960. 

There  also  has  been  a continuous  decline  in  the  num- 
ber of  deaths  that  has  occurred  over  the  past  six  years, 
although  the  proportion  of  the  population  sixty-five 
years  and  over  (the  age  group  which  accounts  for  more 
than  62  per  cent  of  the  total  deaths)  has  been  increasing 
since  1960.  In  commenting  on  this  phenomenon,  Lowell 
E.  Beilin,  M.D.,  New  York  City  Commissioner  of 
Health,  said,  “The  incidence  of  the  five  leading  causes  of 
death:  heart  disease,  cancer,  cerebrovascular  disease, 

influenza  and  pneumonia,  and  cirrhosis  of  the  liver  has 
been  decreasing  for  the  past  several  years.  We  can  only 
surmise  the  cause  for  the  decline  is  that  the  patterns  of 
health  care  are  changing.  From  the  standpoint  of  the 
Health  Department,  we  know  that  people  are  more 
aware  that  hypertension  can  be  controlled  through  early 
detection  and  that  cancer  may  be  arrested  by  recogni- 
tion of  the  early  warning  signs.  It  is  also  striking  that 
the  increase  in  cancer  deaths,  noted  nationally  in  the 
early  part  of  the  year,  is  not  reflected  in  New  York 
City’s  experience  for  the  entire  year.” 

Another  point  of  interest  that  the  statistical  report  re- 
vealed is  that  there  was  no  increase  in  the  infant  mortal- 
ity rate  despite  the  fact  that  the  proportion  of  births 
among  mothers  with  a history  of  higher  infant  mortality 
had  increased.  In  addition,  while  the  number  of  births 
to  white  mothers  had  decreased  in  1975,  the  proportion 
of  births  to  non-white  mothers  increased.  Also,  more 
out-of-wedlock  births  were  reported. 

The  low  infant  mortality  rate,  according  to  Jean  Pak- 
ter,  M.D.,  Director  of  the  Bureau  of  Maternity  Services 
and  Family  Planning,  can  be  attributed  to  the  liberal- 


pages.  Paperback,  n.p. 

The  Thyroid  and  Its  Diseases.  Fourth  edition.  By 
Leslie  J.  DeGroot,  M.D.,  and  John  B.  Stanbury,  M.D. 
New  York,  John  Wiley  & Sons,  1975.  Illustrated,  823 
pages.  Cloth,  $35. 

A Nurse’s  Guide  to  Anaesthetics,  Resuscitation  and 
Intensive  Care.  Sixth  edition.  By  Walter  Norris, 
M.D.,  and  Donald  Campbell,  M.B.  New  York,  Chur- 
chill Livingstone,  1975.  Illustrated,  159  pages.  Paper- 
back, $7.95. 

A Study  of  the  Biological  Sciences  in  Relation  to 
Nursing.  By  Kathleen  J.  W.  Wilson,  Ph.D.  New 
York,  Churchill  Livingstone,  1975.  Paperback,  172 
pages.  Price,  $9.75. 

Parent-Infant  Interaction.  Ciba  Foundation  Sympo- 
sium 33  (new  series).  New  York,  Elsevier,  1975.  Illus- 
trated, 324  pages.  Cloth,  $21.95. 


ized  New  York  State  abortion  law  and  the  higher  pro- 
portion of  planned  births.  Dr.  Pakter  said,  “Wanted 
babies  have  a better  chance  of  survival.”  She  noted 
that  more  and  more  live  births  were  occurring  in  the  de- 
prived socioeconomic  groups  that  historically  have  a 
high  risk  factor  for  infant  mortality.  Dr.  Pakter  cred- 
ited the  fine  obstetrical  and  pediatric  care  available  in 
hospitals  and  clinics  for  the  increased  survival  rate  of 
premature  babies  and  the  continued  low  rate  of  infant 
mortality. 

Dr.  Melvin  S.  Schwartz,  Assistant  Commissioner  for 
Biostatistics  of  the  Health  Department,  noted  that  the 
maternal  mortality  rate  has  also  declined  for  the  past 
five  years.  Dr.  Schwartz  said,  “We  believe  that  the 
abortion  law  and  family  planning  could  very  well  be 
cited  as  factors  in  the  decline.” 

Other  causes  of  death  included  in  the  report  are  those 
from  tuberculosis  for  which  the  rate  of  2.7  per  100,000 
has  remained  the  same  for  the  past  two  years.  Acci- 
dents are  also  mentioned  in  the  report.  Dr.  Schwartz 
said,  “Certain  changes  in  classification  of  accidental 
deaths  have  made  year  by  year  comparisons  of  this  type 
of  death  difficult  to  determine.  However,  deaths  from 
automobile  accidents  are  comparable  and  these  show  a 
definite  decline  since  1972.  We  believe  the  limited  use 
of  automobiles  during  the  energy  crisis  accounts  for  this 
decrease.” 

Dr.  Schwartz  also  said  that  cases  of  gonorrhea  con- 
tinue to  climb. 


Research  program 
in  osteoporosis 

The  Department  of  Medicine  at  the  Nassau  County 
Medical  Center  is  engaged  in  a study  of  the  efficacy  of 
an  anabolic  steroid  in  the  treatment  of  postmenopausal 
osteoporosis.  Criteria  for  inclusion  in  the  study  include 

continued  on  page  320 
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The  Avis 
“Club  Car.” 

An  economical  leasing  program 
especially  designed  for  the 
Medical  Society  of  the  State  of  New  York. 


Congratulations. 

You  just  got  a special  discount  on  the 
already  low  retail  cost  of  an  Avis  long-term 
car  lease. 

It's  the  Avis  "Club  Car"  Lease. 

The  "Club  Car"  program  was  created 
by  Avis  especially  for  your  organization.  And 
any  member  is  eligible. 

Oh,  we  know  what  you  may  be  thinking. 
But  don't  say  you  don't  need  a lease  until 
you've  found  out  what  you  get.  And  what 
you  don't. 

For  instance,  you  don't  make  a big 
down  payment.  There's  no  taking  out  a loan. 
No  responsibilities  of  ownership. 

You  simply  choose  the  car  you  want. 
Whatever  make,  model  and  options. 

We'll  deliver  the  car  through  a local 
dealer,  fully  warranteed. 

You  pay  a low  monthly  leasing  charge 
at  the  reduced  rate  based  on  the  special 
discount  agreement. 

(It's  a rate  that  can  save  you  up  to 
hundreds  of  dollars  over  the  life  of  the  lease.) 

You  can  provide  routine  preventive 
maintenance. 

(Or  Avis  will  service  and  maintain  the 


car  at  a slightly  higher  cost.) 

You  can  keep  the  car  for  two  or  three 
years.  Or  for  keeps,  depending  on  the  type 
of  lease  you  choose. 

Just  mail  the  coupon  below.  We'll  give 
you  the  facts  and  the  discount. 

Of  course,  there's  no  obligation.  But  you 
may  find  out  it  just  doesn't  pay  to  own  a 
car  any  more. 


AVIS 


CAR  LEASING 


Mr.  Bernard  M.  Jackson,  C.L.U. 

Director,  Insurance  and  Membership  Benefits 
Medical  Society  of  the  State  of  NewYork 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

Yes,  I'm  interested  in  learning  more  about  the 
advantages  of  an  Avis  "Club  Car"  Lease. 

Please  call  me. 
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ADDRESS. 
CITY 


.STATE. 


_ZIR ! 


□ home  □ BUSINESS  PHONE 

For  immediate  service  call  Larry  Moldauer 
at  (212)  977-3318. 
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Commission,  told  the  House  Ways  and  Means  Subcom- 
mittee on  Health  that  the  causes  of  the  liability  crisis 
“vary  in  kind  and  in  relative  emphasis  from  state  to 
state.  This  is  one  reason  that  the  remedies  should  be 
sought  within  the  individual  states.” 

“We  are  particularly  opposed  to  linking  of  this  prob- 
lem in  any  way  with  national  health  insurance,”  said  Dr. 
Richardson. 

The  Commission  is  composed  of  20  national  medical 
specialty  and  institutional  provider  groups,  including 
the  AMA,  the  American  Hospital  Association,  and  major 
specialty  associations. 

Dr.  Richardson  noted  that  there  have  been  sugges- 
tions that  under  NHI  the  government  pay  the  liability 
premium  for  physicians  who  accept  assignment.  He 
cited  speculation  that  physicians  may  be  willing  to  ac- 
cept government  control  of  medicine  in  return  for  hav- 
ing the  burden  of  liability  premiums  lifted. 

“We  do  not  believe  that  limiting  the  rights  of  patients 
or  the  rights  of  any  class  of  citizens  is  a proper  approach 
to  the  solution  of  this  problem — nor  do  we  believe  that 
granting  by  Congress  of  immunity  to  physicians  or  any 
other  group  at  any  time  is  a proper  approach,”  Dr.  Rich- 
ardson declared. 

Dr.  Richardson  said  “both  the  immediate  and  longer 
range  remedies  can  be  more  responsive  to  the  needs  of 
all  concerned  if  approached  at  the  most  practical  local 
level — state  legislatures  when  legislative  remedies  are 
required.” 

Dr.  Richardson  said  the  liability  problem  should  be 
corrected  by  innovative  changes  which  should  be  evolu- 
tionary and  not  revolutionary. 

“We  strongly  oppose  those  who  believe  that  the  an- 
swer to  the  weaknesses  in  our  system  is  a controlled 
economy  and  a government  which  is  more  important 
than  those  it  governs,”  he  asserted. 
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that  the  patients  are  ambulatory,  have  primary  osteopo- 
rosis, have  had  a natural  menopause,  and  are  under 
eighty  years  of  age.  There  is  no  cost  to  the  patient  in 
this  program.  Physicians  may  refer  patients  directly  to 
John  Aloia,  M.D.,  Department  of  Medicine,  Nassau 
County  Medical  Center,  516-542-2540. 

Miscellenea 

Grants:  The  New  York  University  School  of  Medicine 
researchers  have  received  grants  totaling  $114,000  from 
the  American  Cancer  Society. 

Installed:  On  February  1,  John  H.  Morton,  M.D., 

Rochester,  New  York,  as  the  62nd  president  of  the  Fed- 
eration of  State  Medical  Boards  of  the  United  States, 
Inc.,  at  the  annual  meeting  of  The  Federation  of  State 
Medical  Boards  of  the  United  States,  Incorporated,  held 
at  the  Palmer  House  in  Chicago,  Illinois. 

Promoted:  To  professor  of  medicine,  Simon  Karpat- 
kin,  M.D.,  at  New  York  University  School  of  Medicine. 
Speaker:  Robert  A.  Good,  Ph.D.,  M.D.,  president  and 
director,  Memorial  Sloan-Kettering  Cancer  Center,  at 
the  Lenox  Hill  Hospital  Einhorn  Auditorium,  the  First 
Annual  Lenox  Hill  Hospital  Alumni  Association  Medi- 
cal Lecture.  Dr.  Good  spoke  on  “Immunology  and  On- 
cology.” 


MISCELLANEOUS 
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desirable  Upstate  New  York  university  city.  Relaxed,  office-only  pra. 
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PEDIATRIC  PRACTICE.  HOME-OFFICE  COMBINATION.  ROS  1 
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affiliated  hospitals.  Easy  access  to  Pkwys,  30  min.  to  N.Y.C.  Avai 
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rest.  Gross  $125M/yr.  Will  consider  full  partnership  or  sale.  B.  Be 
M.D.,  319  Hampton  Rd.,  Southampton,  N.Y.  11968.  (516)  324-1528. 


GIVE, 

TO  HELP  OTHERS. 


CARE-  New  York,  N.Y.  10016  or  regional  offices 
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Index  to  Advertised  Products 


Analgesic  sedatives 

Fiorinal  (Sandoz  Pharmaceuticals)  4th  cover 

Antibiotics 

Kefzol  (Eli  Lilly  & Company) 176 

Wycillin/Bicillin  (Wyeth  Laboratories)  310,  31 1 

Antibiotic  injectables 

Garamycin  (Schering  Corp.)  197,  198,  199,  200 

Antidiarrheal  antispasmotics 

Donnagel  (A.  H.  Robins  Company) 249 

Antiinflammatory 

Indocin  (Merck  Sharp  & Dohme)  244,  245,  246 

Antitussive  expectorants 

Hycotuss  Expectorant  (Endo  Laboratories)  262,  263 

Antitussive  nasal  decongestants 

Hycomine  Syrup  (Endo  Laboratories) 212,  213 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Robitussin  (A.  H.  Robins  Company)  250,  251 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  169 

Diagnostic  instruments 

Biofeedback  (Autogenic  Systems  Inc.)  163 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories)  228,  229 

Laxatives 

Modane  (Warren-Teed  Pharmaceuticals) 164,  165 


m 


: u 

: ■ 


Rx  for  Physicians  Only 

1976  Cadillac  Coupe  deVille  $197.00  per  month 
1976  Cadillac  Seville  $287.00  per  month 

The  36  month  lease  that  permits  you  any  time  after 
the  first  twelve  months  to: 

1.  Repurchase  your  car 

2.  Terminate  your  lease  in  favor  of  a new  car 

3.  Or,  just  keep  your  car  three  years  and  own  it 

attheend  for  less  than  wholesale 
All  cars  fully  equipped.  Insurance  .&  maintenance 
available.  45,000  miles  included.  ALL  CHARGES  ARE 
DETERMINED  IN  ADVANCE.  Ask  for  our  Medical  De- 
partment. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)248-9041 


PRACTICES  WANTED 


OPHTHALMOLOGY  PRACTICE  WANTED.  BOARD  CERTIFIED  OPH- 
thalmologist  would  like  to  purchase  practice  in  New  York  City,  any  borough, 
or  in  Westchester.  Dept.  525,  c/o  NYSJM. 


POSITIONS  WANTED 


GP/FP,  WIDELY  EXPERIENCED,  N.Y.  LICENSE.  SEEKING  PARTNER- 
ship  or  association  leading  to  early  partnership  with  another  G.P.  or  medical 
group.  Prefer  Brooklyn,  Queens,  Nassau,  Suffolk,  but  will  consider  other 
locations.  Dept.  508,  c/o  NYSJM. 

THERAPEUTIC  RADIOLOGIST,  CERTIFIED,  N.Y.  LICENSE,  SEEKING 
one  or  more  positions,  fee  for  service  or  partnership  in  radiological  group  or 
groups  to  do  your  radiotherapy.  Dept . 509,  c/o  NYSJM . 


Mood  elevators 

Tofranil-PM  (Geigy  Pharmaceuticals) 179,  180 

Multivitamins 

B-C-Bid  (Geriatric  Pharmaceutical  Corp.)  167 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 187 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  223 

Tranquilizers 

Librium  (Roche  Laboratories)  238,  239 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 276,  277 


OIPMENT 


RADIOLOGIST:  ROUTINE  DIAGNOSIS.  MATURE,  CERTIFIED  UNI- 

versity-trained,  native  New  Yorker  seeks  full-time  position  in  N.Y’.C.  Metro- 
politan area.  Office,  clinic  or  hospital  (preferably  with  residency  program). 
No  partnership  requirements.  (212)  249-7044. 


GENERAL  SURGEON  AND  ANESTHESIOLOGIST,  HUSBAND  AND  WIFE, 
34  and  33  years  respectively,  both  Board  Eligible.  New  York  State  license  by 
FLEX,  License  by  reciprocity  possible;  interested  in  Group  practice,  solo  or 
partnership.  Will  consider  all  offers.  Write  to  Dept.  521,  c/o  NYSJM. 


SENIOR  RADIOLOGIST,  RECENTLY  RETIRED  AS  DIRECTOR  OF  RADI- 
ologv  in  medium-size  hospital,  interested  in  full  or  part-time.  Diagnostic  pre- 
ferred in/or  hospital  and  office  practice  from  May  thru  October  or  November. 
Dept.  524,  c/o  NYSJM. 


PHYSICIAN’S  ASSISTANT  STUDENT.  26  YEARS  OLD.  WITH  MILITARY 
experience,  to  graduate  June.  1976  from  AMA  approved  program.  Second 
year  Clinical  training  at  Cleveland  Clinic.  Will  consider  opportunity  in  a 
primary  care  situation.  Resume  available  on  request.  Dept.  522,  c/o 
NYSJM. 


F3E  EQUIPMENT  AVAILABLE:  3M  STATEMENT  MACHINE 

Ndel  -47 , mint  condition  (cost  $520  new).  Service  paid  through  7/76— $300 
fi.  (212)249-0622. 


The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 

A James  H.  Cyriax,  M.D.,  Visiting  Professor  of  Orthopaedic  Medicine 

March  8th  through  11th,  1976 

JB  further  information  please  contact: 

Oartment  of  Orthopaedics,  University  of  Rochester  Medical  Center,  601 
El  vood  Ave.,  Rochester,  N.Y.  14642.  (716)  275-5168 



UROLOGIST,  AGE  36,  BOARD  CERTIFIED,  N.Y.  LICENSE,  EXCELLENT 
academic  background  and  extensive  experience  in  oncologic  surgery,  seeks 
solo,  association,  or  group  practice  leading  to  partnership.  Dept.  528,  c/o 
NYSJM. 


PHYSICIANS  WANTED 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)  458-7132. 
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PHYSICIANS  WANTED— CONTT) 


PHYSICIAN  OPENINGS 
UNITED  STATES  ARMY  RESERVE 

The  U.S.  Army  Reserve  has  numerous  openings 
available  throughout  New  York  State. 

Positions  available  cover  all  medical  specialty 
areas  and  officer  ranks  up  to  lieutenant  colonel. 

Both  prior  service  and  non-prior  service  physi- 
cians, male  and  female,  are  urgently  needed.  For 
additional  information  on  serving  part-time  duty 
with  the  U.S.  Army  Reserve  Medical  Department, 
call  818th  Hospital  Center  at  (212)  836-9021  or 
write: 

Colonel  Joseph  P.  Cillo,  M.D. 

818th  Hospital  Center  USAR 
Building  408,  Fort  Hamilton 
Brooklyn,  New  York  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


PHYSICIANS  WANTED— CONT  D 


EMERGENCY  ROOM  PHYSICIANS;  FULL  TIME  POSITIONS  AVAILABLE 
in  a 300+  bed  hospital.  You  will  be  a part  of  an  8 man  rotating  team,  with 
full  back-up  coverage  in  all  specialties;  40  hour  work  week;  salary  $40,000  per 
year;  plus  many  fringe  benefits  including  4 weeks  vacation,  one  week  study 
leave;  New  York  State  license  required;  send  curriculum  vitae  to  Sister  Rose 
Vincent,  Executive  Administrator,  St.  Elizabeth  Hospital,  2209  Genesee  St., 
Utica,  N.Y.  13501,  or  phone  (315)  798-5123. 


FAMILY  MEDICINE  IS  ALIVE,  WELL,  AND  THRIVING  IN  KAUKAUNA, 
Wisconsin.  Additional  family  physicians  are  being  sought.  Good  opportun- 
ity for  partnership  with  modern  clinic  building  or  other  arrangements  can  be 
made.  Ideal  Northeastern  Wisconsin  location  with  excellent  cultural  and 
recreation  facilities.  Offers  good  opportunity  for  unlimited  general  practice 
with  back-up  of  specialties  if  necessary.  Inquiries  and  visits  welcomed.  Con- 
tact Administrator,  Kaukauna  Community  Hospital,  Kaukauna,  Wisconsin 
54130  or  call  collect  (414)  766-4211. 


CORTLAND:  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED  OR  ELIGI- 
ble,  for  Community  Mental  Health  Center  in  Finger  Lakes  Region  of  New 
York  State.  Salary  open.  Excellent  fringe  benefits.  Contact:  Bartolo  J. 
Spano,  Ph.D.,  Director,  Mental  Health  Services,  15  Court  St.,  Cortland, 
N.Y.  13045.  Phone  (607)  756-7523. 


WANTED:  ANESTHESIOLOGIST,  BOARD  QUALIFIED  OR  CERTIFIED, 
New  York  State  license,  for  large  Metropolitan  hospital,  university  affiliated. 
Guaranteed  minimum  to  start  and  early  admission  to  group.  Generous  com- 
pensation and  benefits.  Dept.  518,  c/oNYSJM. 


INTERNIST  & OB/GYN  FOR  DELIGHTFUL,  NEAR  MIDWESTERN 
small  city.  Will  combine  two  active  practices  going  full  steam,  for  internist. 
Excellent  JCAH  hospital  V4  mile;  recreation,  schools,  churches,  etc.  Easy 
drive  from  university  medical  centers.  Income  six  figures;  malpractice  in- 
surance available;  women  M.D.'s  well  accepted,  especially  Ob/Gyn,  with  ex- 
cellent conditions;  300  plus  deliveries  per  year.  Alternate  coverage  and 
trained  anesthesiologist  available.  Dept.  514,  c/oNYSJM. 


GOWANDA:  OPPORTUNITIES  FOR  PSYCHIATRISTS  WITH  SALARY 
$41,450,  medical  specialists  with  salary  to  $38,375  & clinical  physicians  « 
salary  to  $32,406.  Must  be  licensed  in  the  State  of  New  York  or  be  abl 
obtain  such  license  or  be  able  to  obtain  a temporary  permit  prior  to  dat 
appointment.  Gowanda  is  an  accredited  psychiatric  hospital  run  by 
NYS  Dept,  of  Mental  Hygiene,  south  of  Buffalo,  NY.  It  carries  on  an  ac 
community  treatment  program  & provides  outpatient  services  for  a 3-covj 
area.  Benefits  include  3%  weeks  paid  leave  & 11  paid  holidays  during  1st ' 
of  employment;  liberal,  non-contributory  retirement  plan.  Contact  Direc 
Gowanda  Psychiatric  Center,  Helmuth,  NY  14079. 


PHYSICIANS:  OPENINGS  FOR  GENERAL  PRACTITIONERS.  INT  | 

nists,  pediatricians,  Ob/Gyn,  and  occupational  health  officers,  and  to  a h 
extent  some  other  medical  specializations.  Positions  are  located  at  43  me< 
centers  and  medical  activities  within  US  Army  Health  Services  Comir 
(HSC).  HSC  is  a major  command  of  the  US  Army  and  has  responsibilit 
health  care  delivery  in  Continental  United  States,  Alaska,  Hawaii  and 
Canal  Zone.  All  are  career  Civil  Service  positions.  Licensure  may  be  in 
state.  Non-citizens  may  apply;  however,  US  citizens  receive  first  consic 
tion  in  filling  vacancies.  In  most  cases.  40  hour  week,  Monday  through  Fri 
Salaries  range  from  $25,200  to  $33,126  (depending  on  qualifications  and  ti 
ing)  with  most  positions  at  the  salary  of  $29,782.  The  US  Army  is  an  equa 
portunity  employer.  Inquiries  should  be  directed  to:  Civilian  Health  0 
pations  Recruitment  Office,  Forrestal  Building,  Room  8H089,  Washing 
DC  20314.  Call  collect  (202)  693-0892/3/4,  or  Dwight  D.  Eisenhower  A 
Medical  Center,  Fort  Gordon,  Georgia  30905.  Call  collect  (404)  791-4147. 


FAMILY  PRACTICE:  OPPORTUNITY  IN  SOUTHERN  WESTCHES' 
Hudson  Valley  area.  Affluent  community  with  good  schools  and  proximii 
New  York  City.  New  hospital  in  development.  K.  Lillep,  Administri 
Dobbs  Ferry  Hospital,  (914)  693-0700. 


THE  FAMILY  MEDICINE  PROGRAM  OF  THE  UNIVERSITY  OF  RO 
ester  School  of  Medicine  and  Highland  Hospital  is  searching  for  two  fai 
physicians,  Board  eligible  or  Board  certified,  to  be  directly  involved  in  pat 
care  in  a new  family  medicine  training  center.  Salary  is  based  on  experii 
and  training.  Generous  benefit  package.  Four  weeks  vacation,  two  week 
continuing  education.  Clinical  university  appointment  available  as  we 
opportunities  to  teach  residents  and  medical  students.  Comfortable 
schedule.  Graduates  of  approved  family  medicine  residencies  preferred, 
more  information  and  submission  of  resumes,  please  contact:  Eugen 

Farley,  Jr.,  M.D.,  Professor  and  Director,  Family  Medicine  Program. 
South  Ave.,  Rochester,  N.Y.  14620. 


TWO  BOARD  CERTIFIED  ORTHOPAEDIC  SURGEONS  SEEK  AN  AS 
ciate  now,  to  join  a progressive  practice  in  this  Mid-Hudson  Valley  coma 
ity.  Financial  arrangements  and  other  details  to  interested  applicants, 
collect,  or  write  to:  Fairview  Orthopaedic  Associates,  69  West  Cedar 

Poughkeepsie,  N.Y.  12601.  Tel:  (914)471-5210. 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTl 
ties  and  hospital  staff  memberships  immediately  available  in  Tampt 
Petersburg,  the  State’s  fastest -growing  metropolitan  area.  Florida's  lai 
community  hospital  development  and  management  firm  seeks  curricu 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  ii 
nal  medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurf 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medi< 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department.  Med 
Corporation,  1609  Pasadena  Avenue  South,  St.  Petersburg.  Florida  33707. 


TIRED  OF  SNOW?  COME  SOUTH!  WE  HAVE  OVER  100  CURRENT 
sociations  available.  All  specialties.  Salary  or  guarantees  ranging  ; 
$30,000  to  $125,000,  plus  free  offices,  equipment,  accounting  and  various  c 
arrangements.  Fee  paid.  Write  for  our  free  medical  opportunities  bul 
today.  Strictly  confidential!  Medical  Search,  3274  Buckeye  Road,  ’. 
Atlanta,  Ga.  30341.  (404)458-7831. 


FELLOWSHIP  IN  NEUROSURGERY-EXTENSIVE  1-2  YEAR  CLINI' 
program  available,  including  transsphenoidal  surgery  and  microneurosurj 
Excellent  salary  and  broad  fringe  benefits.  ECFMG  mandatory.  P 
applicant  with  background  of  1-2  years  of  neurosurgical  training.  2 posit 
available  beginning  July  1,  1976.  Apply:  Dr.  J.  A.  Epstein.  Attendini 
Charge  of  Neurosurgery.  Long  Island  Jewish-Hillside  Medical  Center. 
Hyde  Park,  N.Y.  11040.  An  Equal  Opportunity  Employer. 


INTERNIST  WANTED  TO  ASSOCIATE  WITH  TWO  INTERNISTS,  S 
stantial  salary  guarantee  with  incentive;  new  modern  medical  offices;  be 
ful  Binghamton,  N.Y.  suburb;  good  schools;  university  community.  F 
to  Alvin  Greenberg,  M.D.,  300  Main  Street.  Vestal,  N.Y.  13850. 
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HYSICIANS  WANTED— CONT  D 


fpTATE  N.Y.:  F.T.  COVERAGE,  4 M.D.’S,  FEE  FOR  SERVICE  GROUP 
iractice;  20,000+  visits;  modernization  and  larger  facility  to  open  3/76. 
; orthwestern  Catskills,  university  town,  excellent  schools  and  recreation, 
rank  M.  Isbell,  Administrator,  A.O.  Fox  Memorial  Hospital.  1 Norton  Ave., 
neonta,  N.Y.  13820.  (607) 432-2000. 

|LL  TIME  INTERNIST,  SALARY,  PLUS  BENEFITS.  ADVANCEMENT, 
iji  an  out-of-hospital  Diagnostic,  Treatment  Center,  prepaid  HMO,  35  min. 
|jom  Manhattan.  Please  contact  Mr.  Arlington  Robinson,  Executive  Direc- 
i j>r,  17  Broadway,  Haverstraw,  New  York,  914-429-5343. 


Ill  time  gynecologist/obstetrician-salary,  plus  bene- 

B;s,  advancement,  in  out-of-hospital  Diagnostic  & Treatment  Center,  pre- 
end  HMO,  35  minutes  from  Manhattan.  Please  contact  Mr.  Arlington  Rob- 
eson, Executive  Director,  17  Broadway,  Haverstraw,  New  York,  914-429-5343. 


j/SICIAN:  INTERNIST  OR  WELL  QUALIFIED  FAMILY  PHYSICIAN 
■ r New  Jersey  headquarters  medical  clinic  of  major  industrial  company, 
ji'rcellent  modern  facilities.  Competitive  salary  and  fringe  benefits.  Regular 
I lice  hours  with  no  night  or  weekend  duty.  An  Equal  Opportunity  Employer, 
ale/Female.  Send  resume  in  complete  confidence  to:  Dept.  526,  c/o 

Iysjm. 


IWLY  AMA-APPROVED  OTOLARYNGOLOGY  RESIDENCY  PROGRAM 
[iLong  Island  Jewish-Hillside  Medical  Center  is  considering  candidates,  all 
ifvels  of  training  starting  July  1976;  staff  includes  3 full-time  otolaryngologists, 
pntact:  Allan  Abramson,  M.D.,  Division  of  Otolaryngology,  Long  Island 

wish-Hillside  Medical  Center,  New  Hyde  Park,  N.Y.  11040. 


ifLLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITIONER/IN- 
Jrnist  part-time  in  outpatient  clinic  and  part-time  in  exiiting,  new  out-reach 
fogram.  An  Equal  Opportunity  Employer.  Veterans  Administration  Hos- 
jital,  Canandaigua,  N.Y.  Contact  James  Gilbert,  M.D.  (315)394-2000. 


iCHIATRIST:  1200  BED,  PREDOMINANTLY  PSYCHIATRIC  HOS- 

■tal  affiliated  with  the  University  of  Rochester  Medical  School;  starting  salary 
mmensurate  with  education  and  experience  with  liberal  fringe  benefits;  work 
ek  generally  40  hours;  located  in  beautiful  Finger  Lakes  resort  area;  An 
jljiual  Opportunity  Employer.  Contact  Chief  of  Staff,  Veterans  Administra- 
, i n Hospital,  Canandaigua,  N.Y.  (315)  394-2000. 


IlSCIENTIOUS  INTERNISTS,  FAMILY  PRACTITIONERS  AND  PEDIA- 
licians  are  being  sought  by  Northeastern  Ohio  multispecialty  group  of  12. 
1 1 interest  in  quality  primary  care  medicine  is  necessary.  Excellent  new 
, ility,  congenial  co-workers  and  outstanding  fringe  benefits.  A non-profit 
■;dical  center  with  no  investment  required,  interested  in  treating  and  edu- 
cing all  patients  regardless  of  financial  ability  to  pay.  Competitive  starting 
ary.  Dept.  527,  c/o,  NYSJM. 


SAL  ESTATE  FOR  SALE  OR  RENT 


■ 

(t+HATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 
lofessional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
I ice  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 

■ ail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 

■ cessary.  Rent  by  the  hour  or  full-time.  (212)  861-9000. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


NEW  JERSEY-BASKING  RIDGE,  SOMERSET  COUNTY.  OFFICE  SPACE 
available  in  new.  modern  professional  building.  Home  of  AT&T  Corporate 
headquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Available 
immediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


GREAT  NECK  ESTATES:  BUILDER’S  OWN  DREAM  HOUSE  CANTI- 
levered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
architectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
interiors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
entry,  3 huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace.  All  over- 
sized rooms;  on  2/3  acre.  Pool,  tennis,  dock  privileges.  (516)  482-3905. 


NEW  MEDICAL  BLDG.,  SOMERS  PROFESSIONAL  PARK  (UPPER  WEST- 
chester).  4300  condominium  units  under  construction  nearby.  Internist, 
dentist,  orthodontist  already  in.  Exceptional  opportunity  in  quality  area. 
(914)  277-3030  days;  277-3444  eves. 


DOCTOR  HOME -OFFICE  COMBINATION  FOR  SALE;  4-ROOM  OFFICE 
suite;  3-bedroom  home.  Roslyn  Country  Club  area.  Roslyn,  L.I.,  N.Y.  Five 
minutes  from  North  Shore.  Long  Island  Jewish  & Nassau  Hospitals.  Avail- 
able immediately.  (516)  621-0260. 


INVESTMENT/PERSONAL  USE/PRIME  DEVELOPMENT,  EAST  OF 
Syracuse;  100  acre  farm  with  4,000  sq.  ft.,  exceptionally  livable,  redecorated 
ranch  home.  Schools,  shopping,  major  highways,  airports,  low  taxes. 
$250,000  terms  available.  Donald  S.  Grover.  M.D.,  3123  South  Salina  St., 
Syracuse,  N.Y.  13205. 


WEST  ISLIP,  L.I.  INTERNIST.  ACTIVE  PRACTICE,  HOME  & OFFICE 
for  sale;  4-year  old  modern  Colonial.  4 bedrooms,  2%  baths,  living  room,  dining 
room,  family  room  & fireplace,  large  patio,  fence;  3-room  office  & bath, 
separate  entrance,  large  private  parking  lot.  Excellent  location,  minute  to 
hospital.  $69,000.  (516)  587-7459. 


SPACE  AVAILABLE,  GARDEN  CITY  PROFESSIONAL  BUILDING,  GAR- 
den  City,  N.Y.  Large  common  waiting  room  and  about  600  square  feet  of 
private  space.  Low  volume  practitioner  only.  Dept.  523,  c/o  NYSJM. 


ENGLEWOOD.  N.J.,  NEAR  HOSPITAL.  PROMINENT  LOCATION  ON 
Engle  Street,  Doctor’s  row.  Individual  or  group  may  renovate  existing  build- 
ing or  erect  new  medical  office  facility  on  site.  Ample  off-street  parking. 
Write  Beck,  P.O.  Box  185,  Englewood.  N.J.  07631,  or  phone  (201)  567-1313. 


IT  MYERS,  FLA.  DISTINCTIVE  AIRCOND.  SUITE  NEW  MEDICAL 
"iter,  including  X-ray  lab.  Ten  present  doctor  tenants.  Only  four  dollars 
r square  foot  yearly.  Financial  assistance  available.  Write  POB  2242, 
i,rt  Myers,  Fla.  33902. 


IROE-ORANGE  COUNTY,  50  MINUTES  NORTH,  GW  BRIDGE.  MED- 
il  office  for  rent.  $325/m.  Purchase  option  available.  Three  medium  sized 
im  rooms  plus  treatment  room,  waiting  room  and  100  ma  X-ray  machine, 
■aple  parking.  Fishing,  swimming,  hunting,  skiing,  all  nearby.  Three  hos- 
* als  within  10-20  minutes.  (914)  783-2231. 


RENT  IN  SAYVILLE.  L.I.,  N.Y.  PROFESSIONAL  SUITE  SUITABLE 
t 2,  3/i’s  equipped.  Excellent  and  busy  area.  Recently  vacated  and 
orated.  Has  own  dark  room.  Minimum  expenses  guaranteed.  Physician 
;ently  needed  in  area.  Dept.  512,  c/o  NYSJM. 


PUERTO  RICO,  LUQULLO  BEACH  HOUSE,  3 BEDROOMS,  SWIM,  SURF, 
scuba  dive,  tour  or  just  relax.  Edward  Pinnev,  M.D.,  148  East  78th  St.,  New 
York  City  10021.  (212)  879-8870. 


MEDICAL  PRACTICES — ALL  SPECIALTIES 
PURCHASE — SALE — RENT — TRANSFER 

Private,  Solo,  Associations,  Partnerships,  Group  & Medical  and  Health  Cen- 
ters. Appraisals,  Market  & Locational  Analysis.  Feasability  studies.  Larg- 
est selection  of  qualified  sellers  and  buyers  in  N.Y.  State.  Strictly  Confiden- 
tial Handling. 

Dr.  Fred  Katz,  O’Connell  Agency  Inc. 

(516)  MA  7-2450/6952;  eves.  (212)  RX  3-3597 
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More  and  more  physicians  are  interested  in  up- 
dating their  medical  skills  and  knowledge  in  the 
interest  of  better  patient  care.  And,  an  ever-in- 
creasing number  of  state  medical  associations, 
specialty  societies,  and  other  medical  groups 
are  stipulating  continuing  medical  education  as  a 
membership  requirement. 

In  response  to  these  developments,  the  AMA 
has  greatly  expanded  its  C.M.E.  programs. 

The  nine  regional  meetings,  multidisciplinary 
in  approach,  are  of  interest  to  a variety  of  med- 
ical specialists  and  physicians  in  primary  care. 
Scheduled  on  weekends,  they  make  it  easier  and 
more  convenient  for  you  to  continue  your  educa- 
tion. Then  there  are  the  two  AMA  conventions. 
The  Annual  alone  features  53  postgraduate 
courses,  41  3-hour  symposia,  the  new  tele- 
courses and  many,  many  other  features  in  con- 
tinuing education. 


The  AMA’s  Physician’s  Recognition  Award  ful 
fills  C.M.E.  requirements  of  many  organiza 
tions,  state  laws  and  individual  physicians. 

REGIONAL  C.M.E.  MEETINGS 


Jan.  17,  18 

Tulsa,  Okla. 

Feb.  28,  29 

Denver,  Colo. 

March  17-20 

Lexington,  Ky. 

April  3,  4 

Indianapolis,  Ind. 

April  3,  4 

Detroit,  Mich. 

May  9 

Dallas,  Tex. 

Sept.  4,  5 

Jackson  Hole,  Wyo 

Sept.  11,12 

Milwaukee,  Wis. 

Sept.  10-12 

Portsmouth,  N.H. 

125th  ANNUAL  CONVENTION 

June  26-30  Dallas,  Tex. 


All  courses  at  regionals  and  conventions  are  ac-  30th  CLINICAL  CONVENTION 

credited  on  a hour-for-hour  basis  in  Category  I.  Dec.  4-7  Philadelphia,  Pa. 


For  more  information  about  meetings,  courses,  accommodations, 
tuition  fees,  etc.,  write  for  a free  course  catalogue. 


Council  on  Scientific  Assembly 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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New  York  City 


2.  Executive  Session 

3.  Discussion  of  Cases 


March  1976  Schedule 

Monthly  program  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
March  1-5,  9:30  a.m. -5:00  p.m. 

CLINICAL  NEUROLOGY 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (32V2  hrs) 

March  4-April  8,  4:00-5:30  p.m. 

RECENT  ADVANCES  IN  CLINICAL 
CARDIOLOGY 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (9  hrs) 

March  1 1- 13,  Thursday  & Friday  9:00  a.m. -4:00  p.m. 

Saturday  9:00  a.m. -12:00  noon 

MODERN  FIRST  AID  FOR  THE 
PHYSICIAN 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (15  hrs) 

March  11-April  8,  5:00-6:30  p.m. 

RECENT  ADVANCES  IN  KIDNEY 
DISEASE  AND  ACID  BASE  BALANCE 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7%  hrs) 

March  19,  8:45  a.m. -4:45  p.m. 

COMMUNICATION  DISORDERS 

FEE:  $15.00  CREDIT:  AMA  Cat.  1 (7  hrs) 

March  22-26,  9:00  a m. -5:00  p.m. 

LABORATORY  METHODS  IN 
IMMUNOHEMATOLOGY  AND  BLOOD 
BANKING 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (35  hrs) 


Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  103rd  Street 

March  1,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

THE  COURSE  OF  SPONTANEOUS 
HEALING  ACHIEVED  IN  LEGG-PERTHES 
DISEASE  BY  CONTAINMENT  IN  NON- 
WEIGHT BEARING  ORTHOSIS 

Reception  6:00  p.m. — Subscription  Dinner  6:30  p.m. 

March  2,  7:00p.m. 

Section  on  Dermatology  and  Sy philology 

1.  Presentation  of  Cases 


March  3,  8:00  a.m. -5:00  p.m. 

A SYMPOSIUM  ON  SELECTED  ASPECTS 
OF  PULMONARY  DISEASE 

FEE:  $5.00— Fellows 

$10.00 — Others 

March  3,  8:00  p.m. 

Section  on  Physical  Medicine  & Rehabilitation  with  the  New  York 
Society  of  Physical  Medicine  & Rehabilitation 

TOTAL  KNEE  REPLACEMENT 

Reception  6:00 — Subscription  Dinner  7:00  p.m. 

March  10,  7:30  p.m. 

Section  on  Psychiatry  with  the  Section  Obstetrics  & Gynecology 

THE  PSYCHOLOGICAL  IMPACT  OF 
HYSTERECTOMY 

Reception  6:00 — Subscription  Dinner  6:30  p.m. 

March  15,  4:00  p.m. 

Section  on  Radiology  with  the  New  York  Roentgen  Society 

RESIDENT’S  DAY— PRESENTATION  OF 
OUTSTANDING  PAPERS 

Reception  & Dinner  6:00-7:00  p.m. 

8:00  p.m. 

IMMUNOLOGY  & LUNG  DISEASE 

March  24,  8: 15  p.m. 

Section  on  Historical  Medicine  with  the  Section  on  Psychiatry 

EUGENE  O’NEIL:  HIS  GENIUS  AND 

HIS  ILLNESS 

Reception  6:30  p.m.  Subscription  Dinner  7:00  p.m. 


Monthly  course  listing  for  Wyckoff  Heights 
Hospital 

374  Stockholm  Street 
Brooklyn 

March  2,  10:00- 1 1:00  a.m. 

HEADACHE 

March  3,  10:00- 1 1:00  a.m. 

ANEROBIC  INFECTIONS 

March  9,  10:00- 1 1:00  a.m. 

STUDIES  IN  PAIN 

March  10,  10:00-1 1:00  a.m. 

CORONARY  ARTERY  DISEASE 
(film  presentation) 

March  12,  10:30-1 1:30  a.m. 

CHILDHOOD  TUBERCULOSIS 

March  16,  10:00-1 1:00  a.m. 


Ik 
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For  further  information  on  the  above  listings  contact  Dr  V.  J. 
Adams,  Director  of  Medical  Education,  Wyckoff  Heights 
Hospital,  374  Stockholm  Street,  Brooklyn  11237,  Tel:  212/ 
963-7586. 


Monthly  program  for  the  St.  John’s  Episcopal 
Hospital 

11:00  a m.  Wednesdays 

I 480  Herkimer  Street 
I Brooklyn 

March  3 

DEVELOPMENTAL  GASTRO-ENTEROLOGY 

| March  10 

HEREDITARY  HEMOLYTIC  ANEMIAS 

I March  17 

CYANOTIC  HEART  DISEASE 

i March  24 

INTERESTING  CLINICAL  SYNDROMES 

I March  3 1 

GRANULOCYTE  FUNCTION  AND 
INFECTION 

For  further  information  on  the  above  listing  contact  Bernard 
H.  Shulman,  M.D.,  St.  John's  Episcopal  Hospital,  480 
Herkimer  Street,  Brooklyn,  1 1213.  Tel:  212/467-7000. 


Monthly  program  for  the  Westchester  Square 
Hospital  in  collaboration  with  the  Albert 
Einstein  College  of  Medicine 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 

Bronx 

March  3 

EVALUATING  AND  MANAGING  THE 
ALCOHOLIC  PATIENT 

NO  FEE  CREDIT:  AAFP  1% 

March  17 

PHARMACOLOGIC  MANAGEMENT  OF 
DEPRESSIVE  STATES 

No  Fee  CREDIT:  AAFP 


Monthly  program  for  the  Williamsburgh  General 
Hospital 

10:30  a.m.-l  1:30  a.m.  Thursdays 

757  Bushwick  Avenue 
Brooklyn 


March  4 

CLINICAL  PATHOLOGICAL  CONFERENCE 

March  1 1 

PERIPHERAL  VASCULAR  DISEASE 

March  18 

JAUNDICE 

March  25 

EMPHYSEMA 

For  further  information  on  the  above  listings  contact  the 
Williamsburgh  General  Hospital,  757  Bushwick  Avenue, 
Brooklyn  11221.  Tel:  212/455-9000. 


Monthly  program  for  the  Beth  Abraham 
Hospital 

1 1:00  a m. -12:00  noon 

612  Allerton  Avenue 
Bronx 

March  4 

PERIPHERAL  VASCULAR  DISEASE  IN 
THE  ELDERLY 

March  11 

HYPERLIPIDEMIA,  ARTERIOSCLEROSIS, 
AND  CORONARY  HEART  DISEASE 

March  18 

SLEEP  DISORDERS  AND  AGING 

March  25 

PATHOPHYSIOLOGY  AND 
PHARMACOLOGY  OF  SPASTICITY 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx,  10467.  Tel:  212/920-6013. 


Monthly  program  for  the  Association  for  the 
Advancement  of  Psychoanalysis 

8:30  p.m. 

329  East  62nd  Street 
March  5 

COMPULSARY  EDUCATION:  SHOULD 
AGE  BE  THE  ONLY  FACTOR? 

March  19 

TEMPERMENTAL  DIFFERENCES  AND 
SEXUAL  DIMORPHISM 

* This  meeting  will  be  held  at  the  Carnegie  International 
Center,  345  East  46th  Street 

March  26 

WHAT  HAVE  THEY  DONE  TO  MY  SONG: 
TUNES  THAT  HAUNT  US 
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For  further  information  on  the  above  listings  contact  the 
Association  for  the  Advancement  of  Psychoanalysis  of  the 
Karen  Horney  Psychoanalytic  Institute  and  Center,  329  East 
62nd  Street,  New  York  10021.  Tel:  212/PL-2-5267. 


March  6 

10:00  a.m.- 12:00  noon 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases 

1275  York  Avenue 

SURGICAL  PROCEDURES  FOR  HEAD 
AND  NECK  CANCER 

For  further  information  contact  H.  Randall  Tollefsen,  M.D., 
737  Park  Avenue,  New  York  10021.  Tel:  212/RE-7-0042. 


Monthly  program  for  Peninsula  Hospital  Center 

9:00  a.m.-12:00  noon,  Sundays 

51-15  Beach  Channel  Drive 
Far  Rockaway 

March  7 

CHILDHOOD  INFECTIONS 

March  14 

SEXUAL,  MARITAL  & FAMILY  PROBLEMS 

March  2 1 

REVIEW  PATIENT  MANAGEMENT 
PROBLEMS 

March  28 

HEMATOLOGIC  DISEASE 

CREDIT:  AMA  & AAFP 

For  further  information  on  the  above  listing  contact  the 
Peninsula  Hospital  Center,  Continuing  Medical  & Graduate 
Education  Committee,  51-15  Beach  Channel  Drive,  Far 
Rockaway,  11691.  Tel:  212/945-7100. 

March  9 

Union  Hospital 

8:00  p.m. -10:00  p.m.  Tuesday 

260  E 188th  Street 
Bronx 

SEXUALITY  IN  THE  AGING  INDIVIDUAL 

CREDIT:  AMA  & AAFP 

For  further  information  contact  the  Union  Hospital,  260  E 
188th  Street,  Bronx,  10458.  Tel:  212/295-1100. 


March  9/23 

8:30-10:30  p.m.  Tuesdays 

Department  of  Psychiatry 

Long  Island  Jewish-Hillside  Medical  Center 
March  9 


* at  Creedmoor  Psychiatric  Center 
Commonwealth  Boulevard,  Queens  Village 
Building  51,  1st  Floor  (Auditorium) 

PHARMACOLOGY  AND  OTHER  ORGANIC 
THERAPIES 

March  23 

* at  Hillside  Division,  LIJ-HMC 
75-59  263  Street,  Glen  Oaks 

Sloman  Lowenstein  Building  (Auditorium) 

TREATMENT  OF  THE  HUMAN 
SEXUALITY  DISORDERS 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  11040.  Tel:  212/343-6700.  ext.  2665. 


March  11 

3:00-5:00  p.m.  Thursday 

The  New  York  Hospital-Cornell  Medical  Center 

525  E 68th  Street 

THE  NEW  YORK  PSYCHOANALYTIC 
SOCIETY  AND  INSTITUTE:  ITS 
FOUNDING  AND  DEVELOPMENT. 

For  further  information  on  the  above  listing  contact  the  New 
York  Hospital-Cornell  Medical  Center,  525  East  68th  Street, 
New  York  10021.  Tel:  212/879-9000. 


Downstate  Medical  Center 
State  University  of  New  York 

450  Clarkson  Avenue 
Brooklyn 

March  18-20 

OPHTHALMIC  MICROSURGERY  ( Basic 
Course ) 

March  22-24 

OPHTHALMIC  MICROSURGERY  (Advanced 
Course) 

FEE:  $500.  for  each  course  CREDIT:  AMA  Cat.  1 

For  further  information  on  the  above  courses  contact  Ms. 
Sylvia  Baer,  Box  58,  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn  11203.  Tel:  2 1 2/270- 1961. 


March  19 

9:15  a.m. -4:00  p.m.  Friday 

St.  Luke’s  Hospital  Center 

Mt.  Sinai  Hospital 

5th  Avenue  & 100th  Street 

ADVANCES  IN  SEROLOGY 

For  further  information  contact 

V.  Bokkenheuser,  M.D.,  Director,  Dept,  of  Microbiology, 
St.  Luke's  Hospital  Center, 

Amsterdam  Avenue  & 1 14th  Street 
New  York  10025.  Tel:  212/870-6476 
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March  20 

8:30  a m.,  Saturday 

New  York  and  Brooklyn  Committee  on  Trauma 
of  the  American  College  of  Surgeons 

Bellevue  Hospital  Center 
15th  Floor  Auditorium 
29th  Street  & First  Avenue 

UPPER  EXTREMITY  INJURIES 

CREDIT:  AMA  Cat.  1 (4  hrs) 

For  further  information  contact  Kirk  K.  Kazarian,  M.D., 
Metropolitan  Hospital  Center,  1901  First  Avenue,  New  York 
10029.  Tel:  212/360-6617. 

March  22-26 

New  York  University  Post-Graduate  Medical 
School 

New  York  University  Medical  Center 
550  First  Avenue 

ADVANCES  IN  CLINICAL  SURGERY 

FEE:  $335.  CREDIT:  AMA  Cat.  1 (25  hrs) 

For  further  information  contact  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200.  ext.  4037. 


March  25 

1:00-8:00  p.m. 

Brooklyn  Neurological  Society  and  the 
Brooklyn  Psychiatric  Society 

Lecture  Hall  #1 

The  Basic  Science 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

SYMPOSIUM  ON  PSYCHOSURGERY 

* Reception  & Dinner  6:00-8:00  p.m.  (For  members  only) 

March  25-26 

Columbia  University  College  of  P & S 

630  West  168th  Street 

INFECTION  AND  NUTRITION  IN  THE 
ACUTELY  ILL  PATIENT 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D., 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 


March  25-26 

10:00  a. m. -4:00  p.m. 

Montefiore  Hospital  & Medical  Center 

111  East  210th  Street 
Bronx 

16th  Annual  Symposium  for  Cranio-Facial 
Disorders 

For  further  information  contact  Center  for  Cranio-Facial 


Disorders,  Montefiore  Hospital,  111  E 210th  Street,  Bronx 
10467.  Tel:  212/920-4781. 


March  30. 

1 1:00  a m. 

New  York  University  Medical  Center 

550  First  Avenue 

A NEW  PATIENT  POPULATION— THE 
POSTOPERATIVE  CONGENITAL  CARDIAC 

For  further  information  contact  Eugenie  F.  Doyle,  M.D.,  New 
York  University  Medical  Center,  550  First  Avenue,  New  York 
10016.  Tel:  212/679-3200. 

March  29-June  23,  1976 

Institute  of  International  Medical  Education 

222  East  19th  Street 

CLINICAL  MEDICINE  CURRICULUM 

For  further  information  contact  Natale  Colosi,  Ph.D.,  Dean, 
Institute  of  International  Medical  Education,  222  East  19th 
Street,  New  York  10003.  Tel:  212/677-4728. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


YONKERS 


March  11 

9:00  a m. 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

NEWER  CONCEPTS  IN  NUTRITION 

CREDIT:  AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph’s  Hospital,  127  South  Broadway,  Yonkers  10701. 
Tel:  914/965-6700. 


ALBANY 

March  12/31 

The  Albany  Medical  College  of  Union  University 

Albany 
March  12 

PULMONARY  REHABILITATION  THROUGH 
PHYSICAL  THERAPY 

March  3 1 

THE  PHYSICIAN’S  ASSISTANT  PROGRAM 

For  further  information  contact  the  Dept,  of  Postgraduate 
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Medicine,  Albany  Medical  College,  Albany,  12208.  Tel:  OUT-OF-USA 

518/445-5501. 


BUFFALO 


CANADA 


March  11 

Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 

CONTINUING  EDUCATION  IN  ONCOLOGY 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo, 
14263.  Tel:  716/845-5944. 


March  3 1 

McMaster  University  Medical  Centre 

1200  Main  Street  West 
Hamilton,  Ontario 

DAY  IN  CLINICAL  NEUROSCIENCES  FOR 
FAMILY  PHYSICIANS  AND  INTERNISTS 

For  further  information  contact  Dr.  Andrew  Talalla,  Dept,  of 
Surgery,  McMaster  University  Medical  Centre,  1200  Main 
Street  West,  Hamilton,  Ontario  L8S  4J9. 


Applications  for  the  Richard  P.  Ettinger,  Sr.,  Cancer  Detection 
Fellowship  are  being  accepted  by  the  American  Cancer  Society, 
New  York  State  Division,  Inc.  The  Fellowship  offers  an  opportu- 
nity for  a physician  in  private  practice,  residing  in  all  counties  in 
New  York  State  (with  the  exception  of:  Nassau,  Queens,  Suf- 
folk, Westchester,  Kings,  Richmond,  Bronx  and  New  York)  to  be- 
come acquainted  with  progress  in  the  field  of  Oncology.  For  fur- 
ther information  contact  Chairman,  Professional  Education  Com- 
mittee, American  Cancer  Society,  New  York  State  Division,  Inc., 
6725  Lyons  Street,  P.0  Box  7,  East  Syracuse,  New  York  13057. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  tf 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospita 
to  send  notices  of  continuing  medical  education  includir 
teaching  days,  important  lectureships,  courses,  and  simil 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editc 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  Yor 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephon 
(51 6)  488-6100.  This  is  a free  service. 


TO:  Subscribers  to  ‘ What  Goes  On  In  Medicine" 


FROM:  The  Editor 


As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  ( in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 


‘‘WHAT  GOES  ON" 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
‘‘What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

. Name 

Address  

City,  State 

(zip) 
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Anesthesiologist,  and  Pediatrician. 


PHYSICIANS’  PLACEMENT 
OPPORTUNITIES 


CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 


ALBION,  N.Y.,  Orleans  County.  Three  Family  Physicians. 

CONTACT:  Edward  A.  Barrett,  M.D.,  28  Meadowbrook  Drive, 
Albion,  N.Y.  14411.  Tel.  716/589-71 17. 


ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for 
community  with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N.Y. 
14802.  Tel.  607/587-8268. 


AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 
88  Genesee  Street.  Auburn,  N.Y.  13021.  Tel.  315/252-7742. 


AUBURN,  N.Y.,  Cayuga  County,  ihree  Family  Physicians  need- 
ed. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn,  N.Y. 

13021.  Tel.  315/253-3388  (call  collect). 


BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 


BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass’t.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 


BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 
CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton  N Y 
14716. 


BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 


BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 


BUFFALO,  N.Y.,  Erie  County.  Anesthesiologist  to  join  six-man 

group  including  nurse  anesthetists. 

CONTACT:  Niall  P.  MacAllister,  M.D.,  Deaconess  Hospital, 
Buffalo,  N.Y.  14208.  Tel.  716/886-4400. 


CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 


•I 


CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 
Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 


BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician. 
Guaranteed  first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 


CHATEAUGAY,  N.Y.,  Franklin  County.  Three  or  four  physicians 
needed  to  give  adequate  care  to  this  area. 

CONTACT:  Donald  A.  Richter,  M.D.,  Medical  Society  of  the 
County  of  Franklin,  59  Kiwassa  Road,  Saranac  Lake,  N.Y. 
12983. 


BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y  13613. 
Tel.  315/389-2882. 


BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen  s Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 


BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician, 


CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 

CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 
700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 


COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  1 16,  Colton,  N.Y. 
13625. 
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DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N Y.  12929  Tel: 
518/492-7742. 


DELHI,  N.Y.,  Delaware  County.  Family  Physician  and 
Anesthesiologist. 

CONTACT:  Mr  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 
Road.  Delhi,  N Y.  13753.  Tel  607/746-2371. 


ELMIRA,  N.Y.,  Chemung  County.  Three  F.P  s and 
Anesthesiologists. 

CONTACT:  William  K.  Nowill,  M.D..  Arnot-Ogden  Memorial 
Hospital.  Elmira,  N Y.  14901.  Tel:  607/734-5117. 


FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A Hoyt.  Fulton.  N.Y.  13069.  Tel:  315/ 
592-2224 


GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D..  North  Chenango  Street. 
Greene,  N.Y.  13778.  Tel:  607/656-4115. 


HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial 
Hospital,  62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel: 
607/637-3381. 


HERKIMER,  N.Y. , Herkimer  County.  Two  F. P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial 
Hospital,  690  West  German  Street,  Herkimer,  N.Y.  13350. 
Tel:  315/866-3330. 


HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 
14468.  Tel:  716/392-4144. 


HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 
4233. 


ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 
Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 


LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 
CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 


Tel:  315/823-1000 


LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 


MAHOPAC,  N.Y.,  Putman  County.  Specialists  in  Family  Practice 
needed . 

CONTACT:  Bernard  M Poritzky,  D.M.D.,  22  Putnam 

Professional  Park,  Mahopac,  N.Y.  10541  Tel:  914/628- 
3473. 


MASSENA,  N.Y.,  St.  Lawrence  County.  E.N.T.,  and  FP's 

CONTACT.  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991 


MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 
Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 


NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 
384-4531. 


NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or 
Internist  or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 
Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 


ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting 
physicians,  especially  for  emergency  room 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial 
Hospital,  1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel: 
607/432-2000. 


PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified 
physicians  to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain 
Valley  Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 


PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education 
Coordinator  wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel.  St. 
Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 


POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 
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Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 
2305. 


PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 

13142. 


RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 


RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 


ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of 
Orthopedic  Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 
Mary’s  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 


ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or 
Internist  for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 


RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of 
Rushford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 


Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 
Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 


TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and 
Radiologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 
Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 


WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join 
established  hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 


WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.’s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo.  New  York  13165.  Tel:  315/539-9204. 


WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General 
Hospital,  P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/ 
656-2881. 


WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 
Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 


WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 


SARANAC  LAKE,  N.Y.  Franklin  County.  Internist  needed  tor 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 


SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 
9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 


SCOTIA-GLENVILLE,  Schenectady  County.  Family  Physician 
and  Pediatrician. 

CONTACT:  Mr.  Frank  C.  Berning,  208  Mohawk  Avenue,  Scotia, 
N.Y.  12302.  Tel:  518/346-7748. 


STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 


WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce, 
Woodbourne,  N.Y.  12788.  Tel:  914/434-7652. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 

iii 
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ANESTHESIOLOGIST 


BUFFALO,  N.Y.  Erie  County  needs  an  Anesthesiologist  to  join 
group  of  doctors  and  nurse  anesthetists.  For  further  infor- 
mation contact  Dept,  of  Anesthesiology,  Deaconess  Hospital, 
1001  Humboldt  Pkwy,  Buffalo  14208.  Tel:  716/886-4400.1 

Ext.  447. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologi  | 
st.  v For  further  information  contact  Irving  Cramer,  M.D.,  St 
Luke’s  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 

SIDNEY,  N.Y.  Delaware  County  needs  an  Anesthesiologist  andi 
4 Family  Physicians  for  Tri  Town  area.  Contact  John  W. 
Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney  13838.  Tel: 
607/563-9934. 

,» 
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further  information  contact  Mr.  Donald  Shadic,  Town  of  Co- 
DERMATOLOGIST  pake.  Copake,  12516. 

AUBURN,  N Y.  Cayuga  County  needs  a Dermatologist  Surgeon 

and  Family  Physicians.  For  further  information  contact  Mr  GRANVILLE.  N Y.,  Washington  County  needs  a Family  Physician, 
Charles  D Hicks,  Director,  Physicians'  Procurement  Commit-  Internist  or  Pediatrician.  For  further  information  contact  Rob- 

tee.  157  Ross  Street,  Auburn  13021.  Tel:  315/253-3388.  ert  Vander  Minder,  Telescope  Furniture  Co..  Granville. 


DIRECTOR  OF  NURSING  HOME: 

BRONX,  N Y.  Medical  Director  needed  for  modern  geriatric  fa- 
cility. Contact  Administrator,  Kingsbridge  Heights  Nursing 
Heme  & Manor,  3400  Cannon  Place,  Bronx.  10463.  Tel: 
212/549-9025 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency 
Room  Physician.  A semi-retired  physician  is  preferred  for  this 
position  which  offers  a furnished  house  on  hospital  grounds. 
For  further  information  contact  The  Medical  Society  State  of 
New  York,  Physicians'  Placement  Bureau,  420  Lakeville  Road, 
Lake  Success,  N.Y.  11040.  Tel:  516/488-6100.  ext241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  For  fur- 
ther information  contact  Irving  Cramer,  M.D  , St.  Luke's  Hos- 
pital Center,  Box  479  Champlin  Rd.,  Utica.  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physi- 
cian. For  further  information  contact  Mr.  Patrick  Cannistra. 
Director  of  Personnel  at  St.  Lukes  Memorial  Hospital  Center, 
Box  479  Champlin  Road,  Utica,  13503. 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D..  100  Barrett 
Road,  Cedarhurst  11559.  Tel:  516/239-8008. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  Ms.  Emily  Dinkelacker,  Village  of 
Athens. 

BATH,  N.Y.  Steuben  County  needs  a Family  Physician  and  a Pe- 
diatrician. Contact  Wayne  A.  Manson,  Administrator,  Ira  Dav- 
enport Memorial  Hospital,  Box  350,  Bath,  14810.  Tel-  607/ 
776-2141. 


HERKIMER,  N.Y.  needs  an  Internist  or  a Family  Physician.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-3464 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician.  For 
further  information  contact  Watson  L.  Walden,  Business  Man- 
ager, Karl  Medical  Group,  P.C.,  20  Elm  Street,  Hornell,  14843. 
Tel:  607/324-1571. 

HUNTER,  N.-Y.,  Greene  County  needs  a Family  Physician.  For 
further  information  contact  David  Jacobs,  Sec.,  Mountain  Top 
Medical  Building  Inc.,  Hunter,  12442. 

JAMESTOWN,  N.Y.  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital- 
based  group  practice.  For  further  information  contact  George 
W.  Lewis.  M.D.,  Director,  Family  Health  Center,  51  Glasgow 
Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
For  further  information  contact  Arthur  Howard,  M.D.,  Chair- 
man, Physician  Recruitment  Committee,  Johnstown  Hospital, 
201  S Melcher  Street,  Johnstown,  12095. 

OXFORD,  N.Y.,  Chenango  County  needs  Family  Physicians  for 
town,  village  and  outlying  areas.  Community  support  and 
help  available.  For  further  information  contact  Community 
Action  Group,  Att.  Dr.  M.G.  Boname,  Box  551,  Oxford  13830. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
For  further  information  contact  Clinton  J.  Mossman,  Mayor, 
Municipal  Building,  Box  00,  Philmont,  12565.  Tel:  518/672- 
7032. 

RHINEBECK,  N.Y.,  Dutchess  County  needs  two  Family  Physicians 
to  work  in  new  professional  building  on  hospital  grounds.  For 
further  information  contact  Michael  C.  Mazzarella,  Adm., 
Northern  Dutchess  Hospital,  Rhinebeck,  12572.  Tel:  914/ 
876-4070. 

ROME,  N.Y.  Oneida  County  needs  a Family  Physician.  For  fur- 
ther information  contact  Mr.  William  K.  Guglielmo,  Rome 
Chamber  of  Commerce,  218  W.  Dominick  St.,  Rome  13440. 


BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  For 
further  information  contact  William  Ferris,  Executive  Director, 
Gillam  Community  Center,  Bergen  14416.  Tel:  716/494- 

1621. 

BRONX,  N.Y.  needs  a Family  Physician,  Internist,  and  a Pediatri- 
cian. Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syos- 
set,  11791. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings. 
Contact  Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services, 
272  Willis  Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

5 

. CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician.  For 
further  information  contact  Mrs.  William  R.  Macfarlane,  West- 
winds,  East  Chatham  12060.  Tel:  518/781-4434. 

r I 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician.  For 


SARANAC  LAKE,  N.Y.,  Franklin  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  John  J.  Murphy,  Adm., 
General  Hospital  of  Saranac  Lake,  Saranac  Lake  12983. 
Tel:  518/891-4141. 

SIDNEY,  N.Y.  Delaware  County  needs  4 Family  Physicians  and 
an  Anesthesiologist  for  Tri  Town  area.  Contact  John  W. 
Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney,  13838.  Tel: 
607/563-9934. 

SYRACUSE,  N.Y.,  needs  Family  Physicians.  For  further  infor- 
mation contact  Mr.  Fred  Yanni,  Executive  Director,  Health 
Services  Assoc.,  344  South  Warren  St.,  Syracuse  13202. 
Tel:  315/424-3863. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage  . For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 
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SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  For  further  Infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  For 
further  information  contact  Mr.  Frederick  Kauffman,  Adm., 
Tioga  General  Hospital,  37  N.  Chemung  Street,  Waverly 
14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monroe  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. For  further  information  contact  Jason  O.  Cook,  M.D., 
193  West  Main  Street,  Webster  14580. 


further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-2464. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  avail- 
able. For  further  information  contact  Margaretville  Memorial 
Hospital  Administrator  at  Tel:  914/586-2631  or  914/586- 

4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 


WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
For  further  information  contact  Mr.  W.  F.  Foster,  Adm.,  Me- 
morial Hospital  of  William  F.  & Gertrude  F.  Jones,  191  North 
Main  Street,  Wellsville,  14895.  Tel:  716/593-1100. 

WILLSBORO,  N.Y.  Essex  County  needs  Family  Physicians  for 
beautiful  health  care  center.  For  further  information  contact 
Bob  Arnold,  Willsboro,  N.Y.  Tel:  518/963-7982. 


GENERAL  SURGEON 

AUBURN,  N.Y.  Cayuga  County  needs  a Surgeon,  a Dermatologist 
and  Family  Physicians.  For  further  information  contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians’  Procurement  Commit- 
tee, 157  Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 

MEDINA,  N.Y.  Orleans  County  needs  a General  Surgeon.  For 
further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 

ROCHESTER,  N.Y.  Monroe  County  needs  General  Surgeons  and 
Urologists.  Contact  A.  J.  Graziani,  M.D.,  Chm.  Dept,  of  Sur- 
gery. St.  Mary’s  Hospital,  89  Genesee  Street,  Rochester 
14611.  Tel:  716/328-3300. 


INTERNISTS: 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Av- 
enue, Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  an  Internist,  Family  Physician  and  a Pediatri- 
cian. Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syos- 
set,  11791. 

BROOKLYN,  N.Y.  Internist  needed.  For  further  information  con- 
tact Mr.  Carl  Kunz,  602  A.  3rd  Street,  Brooklyn  11215.  Tel: 
212/788-7568. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass’t  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Physi- 
cian. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

GRANVILLE,  N.Y..  Washington  County  needs  an  Internist.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

HERKIMER,  N Y.  needs  a Family  Physician  or  an  Internist.  For 


POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs.  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue, Poughkeepsie,  12603. 

RHINEBECK,  N.Y.  Dutchess  County  needs  an  Internist  to  work  in 
new  professional  building  on  hospital  grounds.  For  further  in- 
formation contact  Michael  C.  Mazzarella,  Adm.,  Northern  Dut- 
chess Hospital,  Rhinebeck  12572  Tel:  914/876-4070. 


SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 


SYRACUSE,  N.Y.  needs  Internists.  For  further  information  con-  ^ 
tact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.  13202.  Tel:  315/424-3863.  : 


SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 


NEUROSURGEON 


SMITHTOWN,  N.Y.,  Suffolk  County  needs  a Neurosurgeon.  For 
further  information  contact  A.  G.  Zippin,  M.D.,  100  Maple  Av- 
enue, Smithtown,  1 1787.  Tel:  516/265-0606. 


GW 


OBSTETRICiAN/GYNECOLOGISTS: 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn.  seek- 
ing 3rd  Ob/Gyn  for  group.  For  further  information  contact 
Charles  I.  Rosenblum,  M.D.,  41  Brentwood  Rd.,  Bayshore, 
11751.  Tel:  516/665-0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  For  further  information  contact  Gorden  Stenhouse 
M.D.,  Hornell  Medical  Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn  j 
For  further  information  contact  John  J.  McDonald,  Adm.i 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535 

7121. 
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STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB 
GYN  for  Community  Hospital.  For  further  information  contac 
Mr.  Stewart  Redman,  Adm.,  Community  Hospital,  Harp« 
Street,  Stamford  12167.  Tel  607/652-7521. 
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SYRACUSE,  N Y.  needs  an  Ob/Gyn.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc  , 344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863 

WALTON,  N Y Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  For  further  information  contact  Thomas  E.  Lavell, 
M.D.,  Delaware  Valley  Hospital,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-4101. 


OPHTHALMOLOGIST 

NEW  YORK  CITY,  N Y.  needs  an  Ophthalmologist  for  an  out-pa- 
tient clinic  to  provide  medical  care  for  hotel  workers  and  their 
families.  For  further  information  contact  F.  P.  Guidotti,  M.D., 
Medical  Director,  Health  Center  Family  Medical  Office,  321  W 
44th  Street,  New  York  10036.  Tel:  212/586-1550 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
For  further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 


PEDIATRICIANS: 

BATH,  N.Y.  Steuben  County  needs  a Pediatrician  and  a Family 
Practice  Physician.  Contact  Wayne  A.  Manson,  Administra- 
tor, Ira  Davenport  Memorial  Hospital,  Box  350  Bath,  14810. 
Tel:  607/776-2141. 

BRONX,  N.Y.  needs  a Pediatrician,  Internist,  and  a Family  Physi- 
cian. Contact  Marvin  Boris  M.D.,  87  Cold  Spring  Road,  Syos- 
set  11791. 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Ave- 
nue, Bronx  10454.  Tel:  212/292-2260. 

BROOKLYN,  N.Y.  Pediatricians  needed.  For  further  information 
contact  Mr.  Carl  Kunz,  602  A.  3rd  Street,  Brooklyn  11215. 
Tel:  212/788-7568. 

GRANVILLE,  N.Y.,  Washington  County  needs  a Pediatrician.  For 
further  information  contact  Robert  Vander  Minder,  Telescope 
Furniture  Co.,  Granville. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence 
Fowe,  M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel- 
21 2/433-7854. 

& 

SODUS,  N.Y.  Wayne  County.  Pediatrician  needed  for  group 
practice,  affiliated  with  500  bed  teaching  hospital  in  Roches- 
ter. For  further  information  contact  Thomas  W.  Kuebler, 
M.D.,  Med.  Dir.,  Wayne  County  Rural  Health  Program,  Box  A, 
Sodus  14551.  Tel:  315/483-9133.  Ext.  54. 

■ y 1 

SYRACUSE.  N.Y.  needs  Pediatricians.  For  further  information 
contact  Mr.  Fred  Yanni,  Executive  Director,  Health  Services 
Assoc.,  344  South  Warren  St.,  Syracuse  13202.  Tel: 
315/424-3863. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Direc- 
tor. Mental  Health  Services,  15  Court  Street,  Cortland.  Tel 
607/756-7523 


RADIOLOGIST 

NEW  YORK  CITY  AREA,  Radiologist  needed  part-time  for  Asso- 
ciate practice.  Physician  must  have  N.Y.  and  New  Jersey  li- 
cences. For  further  information  write  Desk  222  Room  208, 
303  W 42nd  Street,  New  York  10036. 


UROLOGIST 

ROCHESTER,  N.Y.  Monroe  County  needs  Urologists  and  Gener- 
al Surgeons.  Contact  A.  J.  Graziani,  M.D.,  Chm.  Dept,  of 
Surgery,  St.  Mary's  Hospital,  89  Genesee  Street,  Rochester 
14611.  Tel:  716/328-3300. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  Contact  Mr.  Lou  Goodman,  St.  James  Medical 
Center,  25  St.  James  Place,  New  York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic. 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  212/686-3110. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians'  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  o'  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY’s  Physicians’  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  In  black) 

Name Date 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth  ___ 

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated 

Internship 

Hospitale Dates 

Residency 

Hospitals Petes  

Specialty 

Licensed  in  what  States? 

Applied  for  _______________ 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status __________________________________________ 

Professional  Organization  Memberships 

Are  you  in  practice  at  present? What  type  of  practice  are  you  Interested  in? 

Solo Associate Industria  1 Group Institutional 

Other  ___________________________________________________ 

Date  you  will  be  available  for  practice Former  locations  in  which  you  have 

pre  ct iced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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How  much  would 
you  pay  to  get  the  King 
off  your  back? 


We  were  young.  On  our 
own.  And  fighting  George 
the  Third. 

And  to  win  our  War  of 
Independence,  it  took 
every  available  man  and 
more  money  than  we  had. 

So  we  passed  the  hat.  And 
investors  thought  we 
looked  promising  enough 
to  kick  in  over  27  million 
dollars. 

Today,  the  King  is  dead. 
But  long  live  those  financial 
worries. 

What  better  way  to 
handle  them  than  through 


United  States  Savings 
Bonds?  You’re  helping  the 
country  with  its  finances. 
You’re  helping  yourself 
with  yours. 

Join  in  America’s  Bicen- 
tennial Celebration.  Buy 
the  specially  designed 
Bicentennial  Series  E Bonds 
where  you  work  or  bank. 

They’re  the  same,  safe, 
dependable  E Bonds  with  a 
historical  face-lift. 

You’re  taking  stock  in 
America.  And  you’ll  keep 
those  financial  worries  off 
your  back. 


Now  E Bonds  pay  6^  interest  when  held  to  maturity  of 
5 years  <4‘  ■%  the  first  year  i.  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided.  When 
needed,  Bonds  can  be  cashed  at  your  bank.  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption. 


in/^merica. 


200  years  at  the  same  location. 


E! 


A public  service  of  this  publication 
and  The  Advertising  Council. 


Tension  or  “defensive”  headache 
has  been  described  as  a protective 
tensing  of  the  neck  and  head  muscles. 

As  prolonged  tension  causes  sustained 
contraction  of  neck  and  head  muscles 
and  constriction  of  scalp  arteries,  result- 
ing nerve  impulses  pass  to  the  central 
nervous  system  where  they  are  trans- 
lated as  pain.  The  components  in 
Fiorinal,  by  relieving  pain  and 
promoting  relaxation,  of- 
ten break  the  cycle. 


TABLETS  or  CAPSULES  containing:  Sandoptal®  (butalbital,  N.F.)  (Warning:  May  be  habit  forming) 
50  mg;  caffeine,  U.S.P.,  40  mg;  aspirin,  U.S.P.,  200  mg;  and  phenacetin,  U.S.P.,  130  mg 


HELPS  RELAN  THE  PATIENT  AS  IT  REUEUES  THE  PAIN* 


'Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other 
information,  FDA  has  classified  the  indications  as  follows: 

‘Possibly”  effective:  For  use  to  relieve  pain;  in  “conditions  in 
which  combined  sedative  and  analgesic  action  is  desired,  such  as, 
nervous  tension  and  sleeplessness  associated  with  pain  or 
headache.” 

Final  classification  of  the  less-than-effective  indications  requires 
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Letters  to  the  Editor 


Yersinia  enterocolitica  septicemia 

To  the  Editor:  The  article  on  “Yersinia  enterocolitica 
septicemia;  Source  of  infection  and  incubation  period 
identified,"  by  the  late  E.  E.  Keet  (Neu>  York  State  J 
Med  74:  2226  (Nov.)  1974)  is  a valuable  addition  to  the 
growing  literature  on  this  organism  and  the  disease 
states  in  which  it  may  be  involved.1  However,  some 
statements  included  need  correction  since  they  are  mis- 
leading. 

(a)  The  statement  that  Y.  enterocolitica  organisms 

recovered  from  human  beings  (in  America)  “are  almost 
all  indole  positive  and  type  8 or  9”  (page  2227,  column 
2),  is  incorrect:  It  is  true  that  the  majority  of  United 

States  human  isolates  are  indole  positive  and  serotype 
0:8  is  predominant,  but  in  Canada  the  indole  negative 
biotype  4,  serotype  0:3,  is  the  predominant  human  sero- 
type.2 Serotype  0:9  has  been  recorded  only  once  in  the 
United  States  and  has  never  been  isolated  in  Canada. 

( b ) Also,  the  sentence  “in  Europe  pigs  and  human 

beings  share  the  biotype  4,  serotype  3,  bacteriophage 
type  III  strain,”  (page  2228,  column  2)  needs  to  be 
changed:  In  fact,  all  Y.  enterocolitica  biotype  4,  sero- 

type 0:3  strains  isolated  in  Europe  or  Japan  belong  to 
phage  type  8 (and  not.  III).3  The  same  serotype,  isolat- 
ed in  South  Africa,  belongs  to  phage  type  8 or  9a.  The 
indole  negative  serotype  0:3,  isolated  in  Canada,  belongs 
to  the  specific  “Canadian”  phage  type  9b.2 

(c)  Finally,  the  statement  “prompted  by  Russian  re- 
ports ...  (page  2228,  column  2)  is  also  incorrect: 
The  authors,  the  journal,  and  the  city  are  all  Polish  and 
not  Russian. 

ALEX  C.  SONNENWIRTH,  Ph.D. 

The  Jewish  Hospital  of  St.  Louis 
Washington  University  School  of  Medicine 
St.  Louis,  Missouri  63110 
S.  TOMA,  M.D. 

Canadian  National  Reference 
Centre  for  Yersinia 
Ontario  Provincial  Public  Health  Laboratory 
Toronto,  Ontario,  Canada 
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continued  from  page  345 

betes  with  hypertension  I referred  to  observations  which 
showed  that  reducing  the  hyperglycemia  may  lead  to  in- 
creased hypertension  and  therefore  it  is  not  always  in 
the  interest  of  the  patient  (New  York  State  Journal  of 
Medicine.  76:  143  [Jan.]  1976).  In  a commentary  to 
this  discussion  Dr.  Ellenberg  questions  the  validity  of 
both  the  observations  and  the  conclusions  drawn.  His 
criticism  is  based  on  the  following:  the  observations 

were  few  and  anecdotal;  they  involved  psychoneuroses; 
there  were  frequent  insulin  reactions  as  determinant 
factors;  they  don’t  present  controlled,  sophisticated  in- 
depth  study;  the  report  is  the  only  one  on  the  subject; 
and  that  in  his  personal  experience  as  well  as  that  of  his 
colleagues  such  events  have  not  been  observed. 

Yet,  audietur  et  altera  pars.  “The  observations  were 
few  and  anecdotal.”  Some  years  ago  I called  attention 
to  a publication  by  Pell  and  D’Alonzo  (JAMA  202:  845 
[1967])  who  found  (JAMA  202:  10  [1967])  that  while 
hypertension  is  significantly  more  frequent  among  dia- 
betics than  nondiabetics,  there  was  a decreased  preva- 
lence of  hypertension  among  those  who  received  high 
doses  of  insulin;  they  assumed  that  one  was  dealing  with 
an  insulin  effect.  When  I pointed  out  that  the  source  of 
decreased  prevalence  of  hypertension  is  not  all  the  insu- 
lin, but  the  condition  for  which  high  doses  of  insulin  are 
given,  namely,  considerable  hyperglycemia  ( l.c .),  they 
accepted  the  interpretation  (personal  communication 
November  28,  1967).  Thus  their  cases  also  showed  an 
inverse  relationship  between  hyperglycemia  and  hyper- 
tension, and  since  they  reported  more  than  1,300  cases, 
including  the  controls,  the  sum  total  can  hardly  be 
called  a “few  cases”  and  they  were  clearly  not  anecdotal. 

“Psychoneuroses  were  involved.”  1 reported  a dimin- 
ished hypertension  in  connection  with  increased  hyper- 
glycemia-is  lowering  of  the  blood  pressure  usual  in  psy- 
choneurosis? “There  were  frequent  insulin  reactions.” 
Tachycardia,  pallor,  tremor,  sweating,  and  so  forth, 
characteristics  of  insulin  reactions  were  never  observed. 
“The  observations  do  not  present  controlled  indepth 
study.”  The  confirmatory  report  by  the  other  authors 
just  quoted  easily  satisfies  said  requirements. 

“My  report  is  the  only  one  on  the  subject.”  While 
this  is  a fact  which  is  true  of  almost  every  new  finding,  it 
can  no  longer  be  called  the  only  one  on  the  subject,  not 
only  because  the  cases  of  Pell  and  D’Alonzo  deal  with 
the  same  topic  but  also  because  of  a more  recent  finding 
according  to  which  the  blood  pressure  is  raised  by  phen- 
formin,  a drug  which  reduces  hyperglycemia.  “In  his 
personal  experience,  as  well  as  his  colleagues,  similar 
events  have  never  been  observed.”  Were  these  negative 
observations  more  than  a few  and  not  nonanecdotal? 

Addendum.  At  this  point  it  may  not  be  inappro- 
priate to  mention  the  fact  that  the  validity  of  the  rule  of 
an  inverse  relationship  between  hypertension  and  hy- 
perglycemia is  not  restricted  to  diabetes.  It  has  been 
observed  that  thiazides,  when  applied  in  hypertension, 
may,  parallel  with  the  reduction  of  hypertension  appar- 
ently also  produce  a hyperglycemia  or  an  elevation  of  a 
preexistent  hyperglycemia.  While  a serious  study  ob- 
viously is  needed  to  clarify  the  definitive  mechanism,  I 
expresssed  the  suspicion  that  as  to  diabetes  the  anterior 
pituitary  through  a feedback  may  be  involved  (New 
York  State  J.  Med.  71:  1676  [1971]  and  Ibid.  72:  2123 
[1972]). 

continued  on  page  382 
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Editorials 


James  Risley  Reuling,  M.D. 


James  Risley  Reuling,  M.D.,  long  one  of  the 
elder  statesmen  in  organized  medicine,  and  partic- 
ularly active  in  the  Medical  Society  of  the  State  of 
New  York,  died  at  the  age  of  eighty-six  at  70  W. 
Lucerne  Circle,  Lake  Butler,  Florida.  He  was 
Clinical  Professor  of  Medicine  at  New  York  Medi- 
cal College  from  1943  to  1955  and  Director  of 
Medicine  at  Queens  General  Hospital,  Jamaica, 
New  York,  from  1945  to  1953.  He  had  been  in  pri- 
vate practice  in  Bayside,  Queens,  from  1921  to 
1955,  when  he  retired  to  Florida.  He  was  a Con- 
sulting Physician  at  Flushing,  Triboro,  Rockaway 
Beach,  and  Queens  General  Hospital  in  New  York 
City,  and  Long  Beach  Memorial  Hospital,  Long 
Beach,  New  York. 

Dr.  Reuling  served  as  a Delegate  to  the  World 
Health  Organization  for  many  years  and  President 
of  the  National  Tuberculosis  Association.  He  was 
also  a member  of  the  House  of  Delegates  of  the 
American  Medical  Association  for  many  years  and 
a past  Trustee  of  that  organization,  and  a former 
Speaker  of  the  House. 

He  was  born  in  Muscatine,  Iowa,  attended  Phil- 
lips Exeter  (N.H.)  Academy  and  received  his  M.D. 
from  Jefferson  Medical  College  of  Philadelphia,  in 
1914.  He  did  postgraduate  work  at  the  University 
of  Pennsylvania;  interned  at  the  French  Hospital 
in  San  Francisco,  and  was  House  Physician  and 
Resident  at  the  City  and  County  tuberculosis  hos- 
pitals in  that  city. 

He  was  commissioned  in  the  Naval  Medical 
Corps  as  Lieutenant  in  1915  and  was  Senior  Medi- 
cal Officer  of  the  Atlantic  Fleet  Submarine  Divi- 
sion VIII  from  1916  to  1918. 

President  Dwight  D.  Eisenhower  appointed  Dr. 
Reuling  a United  States  Delegate  to  the  World 


Health  Organization  of  the  United  Nations  at  Ge- 
neva in  1954  and  1955. 

He  was  a Fellow  of  the  American  College  of 
Physicians  and  a member  of  the  Trudeau  Society 
as  well  as  the  National  Tuberculosis  Association, 
the  American  Legion,  and  the  Episcopal  Church  of  ! 
the  Messiah,  Winter  Garden,  and  a Mason.  Dr. 
Reuling  was  past  President  and  Chairman  of  the 
Board  of  Trustees  of  the  Queens  County  Medical  . 
Society  and  then  Treasurer  of  the  New  York  State  j 
Medical  Society  before  he  entered  the  national 
arena  in  medicine. 

He  opposed  socialized  medicine,  maintaining  . 
that  “anything  the  government  puts  its  hands  on 
becomes  bureaucratic  and  costs  more  money.”  ] 
However,  he  called  the  Hill-Burton  Act,  under 
which  the  Federal  government  provided  money  for 
hospitals,  “a  wonderful  thing  for  small  communi- 
ties,” but  warned  of  the  potential  it  fostered  for  : 
overbuilding,  an  admonition  which  seems  to  have  , 
been  well  justified. 

He  participated  in  many  social  endeavors.  I 
Among  many  other  activities,  he  was  Vice-Presi-  I 
dent  and  Director  of  the  Bayside  National  Bank,  I 
Queens,  New  York,  from  1938  to  1953,  which  is 
now  Bankers  Trust,  and  a member  of  the  Ameri- 
can Red  Cross  Medical  Advisory  Commission. 

He  is  survived  by  his  wife,  Mrs.  James  Risley 
Reuling,  a daughter,  Mrs.  Jeanne  R.  Blackman, 
Potomac,  Maryland,  and  two  brothers,  Ralph  E. 
and  F.  Harold,  both  of  Iowa,  one  grandson  and  twc 
great  grandchildren. 

The  Medical  Society  of  the  State  of  New  Yorl 
owes  a great  debt  of  gratitude  to  him  for  his  effort;  • > 
on  its  behalf  and  extends  its  sympathy  to  the  fami 

ly. 


The  National  Health  Planning  and  Resources 
Development  Act  (P.L.  93-641)  and  Health 
System  Agencies 

The  wisdom  of  having  an  agent  in  Washington  never  more  clearly  demonstrated  than  by  wh; 
to  alert  our  profession  of  impending  legislation  happened  at  the  close  of  the  Congressional  Sessic  j 
that  could  influence  the  practice  of  medicine  was  in  1974.  Practically  unnoticed  by  most  physi 
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cians,  President  Ford,  on  January  4,  1975,  signed 
into  law  the  National  Health  Planning  and  Re- 
| sources  Development  Act  (P.L.  93-641).  Our  at- 
| tempts  to  alert  academic  leaders,  county  society 
1 officers,  and  colleagues  revealed,  as  suspected, 
that  the  reaction  time  of  physicians  to  noxious 
I stimuli  is  very  slow.  In  the  Spring  of  1975,  Gover- 
nor Carey,  acting  under  the  law’s  provisions,  desig- 
nated 8 Health  Service  Areas  in  New  York  State. 
Surprised  by  this  rapid  development  the  reaction 
I time  quickened:  county  societies,  State  com- 

mittees, deans,  and  many  community  groups,  from 
May  to  December,  met  frequently  and  devoted 
many  hours  studying  the  potential  impact  of  the 
law  and  developing  strategies  in  order  to  influence 
its  implementation  in  the  “right  direction.’’  It  is 
| evident  that  P.L.  93-641  will  have  a major  impact 
| on  all  phases  of  the  practice  of  medicine.  It  will 
profoundly  affect  the  delivery  of  health  care  in  the 
nation.  Bear  with  me  while  I briefly  outline  the 
| organization  and  structure  of  the  agencies  now  in 
lithe  planning  stage,  which  will  have  the  power  to 
| implement  the  law:  (Much  of  the  following  has 

been  taken  directly  from  a speech  presented  at  the 
American  Hospital  Association’s  Annual  Conven- 
I tion  in  Chicago  on  August  18,  1975,  by  Congress- 
man Paul  G.  Rogers.)* 

1.  Health  System  Agencies — are  new  kinds  of 
“health  planning  organizations”  and  are  being  estab- 
lished by  community  leaders  in  over  200  Health  Ser- 
vice Areas  across  the  United  States. 

2.  Health  Service  Areas — were  designated  by  Gov- 
ernor Carey  on  May  1,  1975,  and  there  are  8 in  New 
York  State.  Area  seven  includes  all  of  metropolitan 
New  York.  Geographically  they  are  not  identical  to 
the  jurisdictions  of  the  PSROs.  Each  one  will  be  con- 
trolled by  a Health  System  Agency  made  up  of  60  per 

| cent  consumers  and  40  per  cent  providers.  (Note  the 
word  is  providers  and  it  does  not  necessarily  mean 
physicians.) 

3.  State  Health  Planning  and  Development  Agen- 
cies— are  still  to  be  organized  and  although  they  will 
use  the  advice  of  the  Health  System  Agencies,  they 
will  have  statewide  jurisdiction  and  will  hold  the  all 
important  regulating  power. 

4.  The  Statewide  Health  Coordinating  Councils — 
are  intended  to  be  the  bridges  between  the  essentially 
nongovernment  Health  System  Agencies  (HSAs)  and 
the  State  Health  Planning  and  Development  Agen- 
cies. 

5.  The  National  Health  Policy  Council — is  to  be 
appointed  by  the  Secretary  of  Health,  Education,  and 
Welfare,  and  will  be  located  in  Washington,  D.C. 

If  the  reader  senses  a duplication  of  the  bureau- 
racy  created  for  the  PSROs,  he  is  correct.  One 
vonders  how  all  of  this  can  possibly  result  in  a re- 
action in  medical  care  costs. 

* F rom  the  speech,  “Checks  and  Balances  in  Health  System 
lanning,  Regulation,  and  Development,”  by  Paul  G.  Rogers, 
hairman  of  the  House  Interstate  and  Foreign  Commerce 
lealth  Subcommittee,  presented  at  the  American  Hospital  As- 
ociation’s  Annual  Convention  in  Chicago,  August  18,  1975. 
'laced  in  the  Congressional  Record  September  11,  1975,  page 
.4699,  by  the  Honorable  James  F.  Hastings. 


A brief  description  of  the  composition  and  func- 
tion of  each  of  the  above  is  in  order: 

1.  The  Health  System  Agencies  (HSAs) — The 
members  are  to  be  appointed  by  the  Governor.  How- 
ever, they  may  be  nominated  by  an  individual  or  orga- 
nization within  each  Health  Service  Area.  Sixty  per 
cent  must  be  “consumers,”  and  40  per  cent  “provid- 
ers.” The  latter  may  be  physicians,  paraprofession- 
als,  or  administrators.  Each  HSA  will  be  the  plan- 
ning body  for  the  specific  geographical  area.  It  will 
take  over  the  duties  and  responsibilities  of  the  Re- 
gional Medical  Program  and  the  Comprehensive 
Health  Planning  Agency,  as  well  as  the  powers  estab- 
lished under  the  Hill-Burton  Act.  Congressman  Rog- 
ers’ statement  of  its  mission  is  worth  repeating: 
“through  an  informed  participatory  planning  process 
it  is  to  influence  various  parties  that  make  important 
decisions  in  the  Health  Service  Area  as  well  as  at  the 
state  level  and  at  the  Federal  level.”  It  is  to  be  advi- 
sory and  not  regulatory  and  will  be  such  to  private  as 
well  as  public  institutions  that  provide  resources. 

The  actual  staffing  of  the  HSAs  was  debated  by 
Congress  before  the  law  passed.  Congressman  Rogers 
suggested  that  the  salaries  be  high  enough  to  be  com- 
petitive and  to  attract  well-qualified  administrators 
and  planners. 

2.  The  State  Health  Planning  and  Development 
Agency.  This  agency  will  have  three  major  functions: 

a.  Regulatory  as  related  to  the  Health  Systems  of 
the  area. 

b.  Development  of  Federal  and  state  resources 
available  to  the  Health  Systems. 

c.  Planning  for  and  coordination  of  the  areawide 
activities  proposed  by  the  Health  System  Agencies. 

This  state  agency  will  be  the  key  decision  maker 
and  help  formulate  plans  proposed  by  other  compo- 
nents of  the  state  government.  It  will  be  responsible 
for  the  “Certificate  of  Need  program”  and  must  ap- 
prove, in  advance,  any  change  or  investment  in  insti- 
tutional health  service  programs  as  well  as  discourage 
the  development  of  “unneeded  or  inappropriate 
health  services  and  facilities.”  As  part  of  the  process 
the  advice  of  the  area  HSA  will  be  taken  into  consid- 
eration. 

This  state  agency  will  also  develop  Plans  for  Health 
and  guide  the  allocation  of  developmental  resources 
from  Federal  funding  programs  such  as  community 
mental  health,  neighborhood  health  centers,  Hill-Bur- 
ton, and  so  forth.  The  local  Health  System  Agency’s 
goals  will  be  basic  to  their  function,  and  specific  em- 
phasis will  be  placed  on  ambulatory  care  facilities. 
Modernization  of  facilities  and  improved  capacity  are 
also  desirable  ends.  Periodic  reports  regarding  ap- 
propriateness of  existing  institutional  health  services 
will  be  required  and  this  will  be  submitted  in  detail 
and  form  the  basis  for  continuance  or  discontinuance 
of  a service. 

Incidentally,  funds  are  provided  for  in  the  law  for  a 
six-state  study  on  a rate  structure  review.  This  is  a 
part  of  Congressman’s  Rogers’  efforts  to  get  a “handle 
on  the  cost  of  health  care.” 

3.  The  Statewide  Health  Coordinating  Council  will 
be  both  governmental  and  nongovernmental  and  rep- 
resent a “bridge  between  the  essentially  nongovern- 
mental HSAs  and  the  State  Health  Planning  and  De- 
velopment Agency.”  The  majority  of  the  members 
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will  be  nominated  by  the  HSAs.  The  Governor  will 
appoint  up  to  40  per  cent.  It’s  charge  is  to  advise  the 
State  Health  Planning  and  Development  Agency  and 
particularly  to  review,  approve,  or  disapprove  state 
plans  and  Federal  grants.  This  Council  is  to  act  as 
the  check  and  balance  instrument  for  the  state. 

4.  The  National  Health  Policy  Council  will  be  ap- 
pointed by  the  Secretary  of  HF,W  and  will  function  as 
the  check  and  balance  agency  for  the  Federal  Govern- 
ment. 

Discussion — The  Health  System  Agency  is  the 
key  to  the  implementation  of  the  provisions  of  the 
law  locally  and  it  will  have  wide  authority.  In 
Congressman  Rogers  own  words,  it  will  be  given 
the  power  to  “review  and  approve  or  disapprove” 
certain  Federal  grants  to  local  health  providers. 
Their  decisions  may,  however,  be  reviewed  and  re- 
versed by  HEW.  Undoubtedly  this  Agency  will 
control  the  number  of  beds  to  be  added  or  sub- 
tracted in  our  hospitals.  It  will  dictate  their  utili- 
zation as  well  as  determine  the  number  and  types 
of  special  services  or  sophisticated  procedures  each 
institution  may  perform.  The  HSA  will  also  order 
the  consolidation,  merging  and  regionalization  of 
all  types  of  care  both  inpatient  and  ambulatory; 
and  determine  where  and  when  new  emergency  fa- 
cilities or  special  treatment  centers  are  to  be  con- 
structed. Hospitals  may  be  ordered  closed,  ser- 
vices transferred,  and  facilities  expanded  accord- 
ing to  the  Agency’s  evaluation  of  need. 

I proposed  the  regionalization,  centralization, 
and  sharing  of  procedures  and  facilities  in  1964 
and  had  hoped  that  physicians  in  cooperation  with 
hospital  administrators  and  governing  boards, 
would  initiate  a program  in  Brooklyn  and  New 
York  State  before  the  intervention  of  government 
at  any  level.  The  old  cliche  has  come  home  to 
roost;  we  didn’t  do  it  and  now  the  legislators  will 
tell  us  how. 

The  political  warfare  in  progress  in  Metropoli- 
tan New  York  is  unfortunate.  The  City  of  New 
York  represented  by  Lowell  E.  Beilin,  M.D., 
Health  Commissioner,  supports  the  view  that  the 
municipal  government  should  control  the  Health 
Systems  Agency  of  area  seven  using  a 91  member 
Board  of  Directors  made  up  of  their  own  nom- 
inees. 

The  Dorset  Group,  led  by  Joseph  Ternezio, 
Esq.,  the  capable  and  knowledgeable  former  Com- 
missioner of  Hospitals,  who  now  heads  the  United 
Hospital  Fund,  is  a nonprofit  corporation  repre- 
senting many  diverse  community  groups,  hospi- 
tals, unions,  medical  schools,  and  so  forth.  They 
believe  that  they  are  better  qualified  to  serve  the 
community  under  the  HSA  banner  and  plan  to 
nominate  150  people  for  the  governing  hoard. 

The  third  group  vying  for  control  is  the  New 


York  City  Coalition  for  Community  Health.  It  is 
a public  benefit  corporation  and  I am  not  familiar 
with  the  details  of  their  organizational  structure. 
It  really  doesn’t  matter  for  I find  it  difficult  to  ac- 
cept any  plan  that  includes  such  a large  governing 
body.  They  are  usually  unwieldy  and  inefficient. 
In  my  opinion  the  Board  of  Directors  of  the  HSA 
should  not  exceed  25  and  its  Executive  Committee 
should  number  about  13,  12  appointed  by  the 
Board  and  an  Executive  Vice-President.  Twelve 
carefully  selected  individuals  aware  of  the  prob- 
lems involved  and  with  the  good  of  the  public  in 
mind  could  do  the  best  job.  About  one  third  of 
each  group  should  be  physicians  with  prior  plan- 
ning experience  and  the  remainder,  to  make  up  the 
required  40  per  cent,  must  include  competent  ad- 
ministrators. Let’s  not  make  the  mistake  of  se- 
lecting the  board  members  only  for  political  rea- 
sons or  because  they  represent  powerful  special  in- 
terests. Political  considerations  must  be  secon- 
dary or  the  results  obtained  will  be  counterproduc- 
tive. 

The  power  embodied  in  this  agency  will  be  awe-| 
some.  As  indicated  above,  it  will  directly  or  indi-j 
rectly  influence  medical  education,  hospital  con-1 
struction,  and  rate  setting.  It  will  control  extend  I 
ed  care  facilities  and  nursing  homes,  and  the  num  l 
her  and  types  of  paraprofessional  training  pro  I 
grams.  Its  decisions  could  favor  the  pluralistiJ 
type  of  health  care  delivery  systems  which  most  ol 
us  prefer  or  lay  the  foundation  for  a National 
Health  Insurance  plan,  which,  if  adopted,  will 
most  likely  result  in  financial  disaster  in  this  counl 
try  as  it  did  in  Great  Britain. 

I conclude  with  a plea  for  reason  and  under! 
standing  by  all  concerned,  particularly  our  Goverl 
nor.  We  can  and  must  develop  Health  System! 
Agencies  in  this  State  that  will  streamline  oil 
health  care  delivery  procedures  and  help  providl 
more  efficient  and  high  quality  medical  services  tl 
all  of  our  sick  and  injured.  This  can  be  done  anB 
the  calibre  of  the  appointees  are  the  key  to  tfB 
success  or  the  failure  of  the  National  Health  PlaiB 
ning  and  Resources  Development  Act  of  1974. 

Addendum.  During  the  recent  meeting  of  the  HouM 
of  Delegates  of  the  Medical  Society  of  the  State  of  NeH 
York  a four-page  analysis  and  critique  of  P.L.  93-6M 
was  presented.  Realizing  the  importance  of  the  bill,  ol 
President  appointed  a “Health  Systems  Agency  CoorcH 
nating  Committee”  to  monitor  its  implementation. 

The  American  Medical  Association  is  prepared  to  t(H 
the  constitutionality  of  the  National  Health  PlanniH 
and  Resources  Development  Act  of  1974  in  the  courts. B 

Julius  E.  Stolfi,  M.D.,  F.A.C.lJ 

Associate  EdilWk 
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No  default 
insurance 


Tofranil-PM'  Geigy 

imipramine  pamoate 
In  depression 

Daily  Dosage  Chart 


1 h.s. 


A major  reason  for  drug 
defaulting  is  multiple  daily 
dosage  schedules. 

Ayd  reports  that  70  percent 
of  patients  default  on  a q.i.d. 
regimen;  60  percent  on  t.i.d.; 
30  percent  on  b.i.d.,  and  only 
7 percent  on  a single  daily 
dose. 

A single  daily  capsule  that 
provides  a full  day’s  medica- 
tion would  logically  assure 
better  therapeutic  results. 

Because  one  capsule  lasts 
from  bedtime  to  bedtime, 
Tofranil-PM"  may  markedly 
reduce  the  probability  of 
missed  doses. 

After  therapy  is  initiated  with 
the  75-mg.  capsule,  the  150- 
mg.  capsule  is  the  dose  level 
at  which  optimum  response 
is  usually  obtained. 

Please  review  the  prescrib- 
ing information  summarized 
on  the  back  of  this  page. 


:iAyd,  F.J.,  Jr.  (Ed.):  Int.  Drug 
Ther.  Newslett.  7(9/10):35-50 
(Nov./Dec.)  1972. 


Tofranil-PM” 

imipramine  pamoate 


One  capsule 
lasts  from  bedtime 
to  bedtime 


Initial  Dose 


For  Maintenance  Therapy 


Starting  Usual  Optimum 

Dose  Response  Dose 


i 


150 

mg. 


Tofranil-PM® 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alle- 
viated than  other  depressive  states 
Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is  con- 
traindicated. Hyperpyretic  crises  or  severe  convulsive 
seizures  may  occur  in  patients  receiving  such  combi- 
nations. The  potentiation  of  adverse  effects  can  be 
serious,  or  even  fatal  When  it  is  desired  to  substitute 
Tofranil-PM.  brand  of  imipramine  pamoate,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as  long  an 
interval  should  elapse  as  the  clinical  situation  will  al- 
low. with  a minimum  of  14  days.  Initial  dosage  should 
be  low  and  increases  should  be  gradual  and  cau- 
tiously prescribed  The  drug  is  contraindicated  during 
the  acute  recovery  period  after  a myocardial  infarc- 
tion Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug.  The  possi- 
bility of  cross-sensitivity  to  other  dibenzazepine 
compounds  should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imip- 
ramine during  pregnancy  and  lactation  has 'not  been 
established:  therefore,  in  administering  the  drug  to 
pregnant  patients,  nursing  mothers,  or  women  of 
childbearing  potential,  the  potential  benefits  must  be 
weighed  against  the  possible  hazards  Animal  repro- 
duction studies  have  yielded  inconclusive  results 
There  have  been  clinical  reports  of  congenital  mal- 
formation associated  with  the  use  of  this  drug,  but  a 
causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is 
given  to: 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias, 
myocardial  infarction,  strokes  and  tachycardia; 

— patients  with  increased  intraocular  pressure,  hls- 
• lory  of  urinary  retention,  or  history  ol  narrow-angle 
glaucoma  because  of  the  drug  s anticholinergic 
properties; 

— hyperthyroid  patients  or  those  on  thyroid  medica- 
tion because  of  the  possibility  ol  cardiovascular 
toxicity: 

— patients  with  a history  of  seizure  disorder  because 
this  drug  has  been  shown  to  lower  the  seizure 
threshold; 

—patients  receiving  guanethidine  or  similar  agents 
since  imipramine  may  block  the  pharmacologic  ef- 
fects of  these  drugs. 

Since  imipramine  may  impair  the  mental  and  or  phys- 
ical abilities  required  for  the  performance  of  poten- 
tially hazardous  tasks  such  as  operating  an  auto- 
mobile or  machinery,  the  patient  should  be 
cautioned  accordingly 

Usage  In  Children:  Tofranil-PM.  brand  of  Imipramine 
pamoate,  should  not  be  used  in  children  of  any  age 
because  of  the  Increased  potential  for  acute  overdos- 
age due  to  the  high  unit  potency  (75  mg..  100  mg  . 

125  mg  and  150  mg  ).  Each  capsule  contains  imip- 
ramine pamoate  equivalent  to  75  mg  . 100  mg  . 125 
mg.  or  150  mg  imipramine  hydrochloride 
Precautions:  II  should  be  kept  in  mind  lhal  the  possi- 


A  Full  Range  to  Choose  From 


I I I I 


150  125  100 

mg.  mg.  mg. 


75 

mg. 


bility  ol  suicide  in  seriously  depressed  patients  is  in- 
herent in  the  illness  and  may  persist  until  significant 
remission  occurs  Such  patients  should  be  carefully 
supervised  during  the  early  phase  of  treatment  with 
Tofranil-PM.  brand  of  imipramine  pamoate,  and  may 
require  hospitalization  Prescriptions  should  be  writ- 
ten for  the  smallest  amount  feasible. 

Hypomanic  or  manic  episodes  may  occur,  particularly 
in  patients  with  cyclic  disorders  Such  reactions  may 
necessitate  discontinuation  of  the  drug  II  needed. 
Tofranil-PM.  brand  of  imipramine  pamoate,  may  be 
resumed  in  lower  dosage  when  these  episodes  are  re- 
lieved Administration  of  a tranquilizer  may  be  useful 
in  controlling  such  episodes 

Prior  to  elective  surgery.  Imipramine  should  be  dis- 
continued for  as  long  as  the  clinical  situation  will  al- 
low. 

An  activation  ol  the  psychosis  may  occasionally  be 
observed  in  schizophrenic  patients  and  may  require 
reduction  of  dosage  and  the  addition  of  a 
phenothiazine 

In  occasional  susceptible  patients  or  in  those  receiv- 
ing anticholinergic  drugs  (including  antiparkinsonism 
agents)  in  addition,  the  atropine-like  effects  may  be- 
come more  pronounced  (e  g . paralytic  ileus).  Close 
supervision  and  careful  adjustment  of  dosage  is  re- 
quired when  this  drug  is  administered  concomitantly 
with  anticholinergic  or  sympathomimetic  drugs. 

Avoid  the  use  of  preparations,  such  as  deconges- 
tants and  local  anesthetics,  which  contain  any  sym- 
pathomimetic amine  (e  g . adrenalin,  noradrenalin). 
since  it  has  been  reported  that  tricyclic  antidepres- 
sants can  potentiate  the  effects  of  catecholamines 
Patients  should  be  warned  that  the  concomitant  use 
of  alcoholic  beverages  may  be  associated  with 
exaggerated  effects. 

Both  elevation  and  lowering  of  blood  sugar  levels 
have  been  reported. 

Concurrent  administration  of  imipramine  with  elec- 
troshock therapy  may  increase  the  hazards:  such 
treatment  should  be  limited  to  those  patients  for 
whom  it  is  essential,  since  there  is  limited  clinical  ex- 
perience. 

Adverse  Reactions:  Note:  Although  the  listing  which 
follows  includes  a few  adverse  reactions  which  have 
not  been  reported  with  this  specific  drug,  the  phar- 
macological similarities  among  the  tricyclic  antide- 
pressant drugs  require  that  each  of  the  reactions  be 
considered  when  imipramine  is  administered 
Cardiovascular:  Hypotension,  hypertension,  tachycar- 
dia. palpitation,  myocardial  infarction,  arrhythmias, 
heart  block,  stroke,  falls. 

Psychiatric:  Confusional  states  (especially  in  the  el- 
derly) with  hallucinations,  disorientation,  delusions; 
anxiety,  restlessness,  agitation:  insomnia  and  night- 
mares; hypomania:  exacerbation  of  psychosis. 
Neurological:  Numbness,  tingling,  paresthesias  of  ex- 
tremities; Incoordination,  ataxia,  tremors:  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures, 
alterations  in  EEG  patterns:  tinnitus 
Anticholinergic:  Dry  mouth,  and,  rarely,  associated 
sublingual  adenitis;  blurred  vision,  disturbances  ol 
accommodation,  mydriasis:  constipation,  paralytic 
ileus;  urinary  retention,  delayed  micturition,  dilation 


'Each  capsule  contains  imipramine 
pamoate  equivalent  to  150,  125,  100  or 
75  mg  of  imipramine  hydrochloride 


of  the  urinary  tract. 

Allergic:  Skin  rash,  petechiae,  urticaria,  itching, 
photosensitization  (avoid  excessive  exposure  to  sui 
light);  edema  (general  or  of  face  and  tongue);  drug 
fever;  cross-sensitivity  with  desipramine 
Hematologic:  Bone  marrow  depression  including 
agranulocytosis;  eosinophilia;  purpura;  throm- 
bocytopenia. Leukocyte  and  differential  counts 
should  be  performed  in  any  patient  who  develops 
fever  and  sore  throat  during  therapy;  the  drug  shou 
be  discontinued  if  there  is  evidence  of  pathological 
neutrophil  depression 

Gastrointestinal:  Nausea  and  vomiting,  anorexia, 
epigastric  distress,  diarrhea;  peculiar  taste, 
stomatitis,  abdominal  cramps,  black  tongue 
Endocrine  Gynecomastia  in  the  male;  breast  en- 
largement and  galactorrhea  in  the  female;  increase! 
or  decreased  libido,  impotence;  testicular  swelling 
elevation  or  depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  li\ 
function:  weight  gain  or  loss;  perspiration;  flushinc 
urinary  frequency:  drowsiness,  dizziness,  weaknes 
and  fatigue;  headache,  parotid  swelling:  alopecia 
Withdrawal  Symptoms:  Though  not  indicative  of  ad 
diction,  abrupt  cessation  of  treatment  after  prolonc 
therapy  may  produce  nausea,  headache  and  malai- 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis 
with  75  mg.  day  This  may  be  increased  to  150  mg 
day  which  is  the  dose  level  which  usually  obtains  « 
timum  response. If  necessary,  dosage  may  be  in- 
creased to  200  mg  day.  Dosage  should  be  modifie 
as  necessary  by  clinical  response  and  any  evident 
of  intolerance.  Daily  dosage  may  be  given  at  bedti 
or  in  some  patients  in  divided  daily  doses. 
Hospitalized  patients  should  be  started  on  a once 
day  basis  with  100-150  mg.  day  and  may  be  increa 
to  200  mg.  day.  Dosage  should  be  increased  to  25 
300  mg.  day  if  there  is  no  response  after  two  weel* 
Following  remission,  maintenance  medication  ma 
required  for  a longer  period  of  time  at  the  lowest 
dose  that  will  maintain  remission.  The  usual  adult 
maintenance  dosage  is  75-150  mg.  day  on  a once 
day  basis,  preferably  at  bedtime. 

In  adolescent  and  geriatric  patients,  capsules  of 
Tofranil-PM.  brand  of  imipramine  pamoate,  may  b 
used  when  total  daily  dosage  is  established  at  75 
or  higher.  It  is  generally  unnecessary  to  exceed  n 
mg  day  in  these  patients.  This  dosage  may  be  gi\ 
once  a day  at  bedtime  or.  if  needed,  in  divided  dai 
doses. 

How  Supplied:  Tofranil-PM.  brand  of  imipramine 
pamoate:  Capsules  of  75.  100.  125  and  150  mg  (E 
capsule  contains  imipramine  pamoate  equivalent  i 
75.  100.  125  or  150  mg.  of  imipramine  hydrochlori 
(B)  98-146-840- A(9'75)  667120 


For  complete  details.  Including  dosage  and  admi 
tratian.  please  refer  to  the  full  prescribing  inform 
lion. 
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It  has  recentlj'  become  evident  that  there  are 
several  histologic  entities  associated  with  the  idio- 
pathic nephrotic  syndrome,  each  having  a differ- 
ent clinical  course  and  prognosis.1-2  One  of  these 
entities,  IMN  (idiopathic  membranous  nephropa- 
thy), has  been  reported  to  be  present  in  about  30 
per  cent  of  adult  patients.3-6  In  children,  how- 
ever, IMN  is  a rather  uncommon  condition,  ac- 
counting for  only  about  5 per  cent  of  patients  with 
the  nephrotic  syndrome.1-2’7-10  In  addition,  a mi- 
nority of  both  adults  and  children  with  IMN  have 
only  asymptomatic  proteinuria  and  do  not  develop 
the  nephrotic  syndrome.1-10 

Olbing  et  a/.10  published  a study  of  9 children 
with  IMN  which  suggested  that  the  prognosis  is 
related  to  the  age  at  the  time  of  diagnosis  of  the 
disease.  We  have  now  observed  these  9 children 

* Supported  in  part  by  PHS  Program  Grant  AM  14877,  The 
Kidney  Disease  Institute  of  the  State  of  New  York,  Grant 
C7111,  The  Kidney  Foundation  of  New  York,  and  The  Rath 
Foundation. 


Fourteen  children  with  idiopathic  membranous  ne- 
phropathy have  been  followed  in  our  clinic  for  a 
mean  of  five  and  one-half  years.  Analysis  of  the 
data  shows  that  the  age  at  the  time  of  diagnosis  is 
an  important  factor  in  relation  to  the  eventual 
outcome.  The  4 patients  who  were  less  than  six 
years  of  age  at  the  time  of  diagnosis  are  now  in  re- 
mission, while  the  4 patients  over  twelve  years  of 
age  when  diagnosed  are  either  in  renal  failure  or 
show  evidence  of  progressive  renal  disease.  The 
basis  for  this  correlation  is  unknown  but  it  may  be 
due  to  age-related  differences  in  etiology.  Ste- 
roids, given  either  alone  or  in  combination  with  cy- 
totoxic drugs,  had  no  beneficial  effect  on  the 
course  of  the  disease. 


for  three  more  years  and  have  studied  5 additional 
patients.  The  analysis  of  these  cases  reemphasi- 
zes the  correlation  between  age  and  prognosis. 
The  study  also  shows  that  few  if  any  patients  re- 
sponded to  immunosuppressive  therapy  but  that 
remissions  do  occur  spontaneously. 

Materials  and  methods 

Definitions.  For  the  purpose  of  this  study,  the 
following  definitions  were  arbitrarily  chosen: 

1.  Nephrotic  syndrome.  Proteinuria  greater  than 
40  mg.  per  hour  per  square  meter  body  surface  area 
and  hypoalbuminemia  of  less  than  2.5  Gm.  per  100 
ml. 

2.  Asymptomatic  proteinuria.  Proteinuria  great- 
er than  4 mg.  per  hour  per  square  meter  body  surface 
area  not  accompanied  by  hypoalbuminemia. 

3.  Hematuria.  The  excretion  of  more  than  40,000 
red  blood  cells  per  hour  per  square  meter  body  sur- 
face area. 

4.  Remission.  The  finding  of  a protein-free  urine 
on  a first  morning  specimen,  on  three  consecutive 
days. 

5.  Hypertension.  A diastolic  blood  pressure 
greater  than  two  standard  deviations  above  the  mean 
for  age.11 

Patient  material.  During  a ten-year  period, 
1964  to  1974,  207  children  with  the  nephrotic  syn- 
drome or  asymptomatic  proteinuria  of  more  than 
six  months’  duration  were  investigated  clinically 
and  by  renal  biopsy.  In  14  of  these  patients,  light 
microscopy  revealed  abnormalities  that  were  char- 
acteristic of  membranous  nephropathy. 
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FIGURE  2.  Jones’  silver  methenamine  stain  showing 
“spike”  pattern,  a series  of  protrusions  of  silver-positive 
material  from  epithelial  aspect  of  basement  membrane 
(original  magnification  X 1,200). 


FIGURE  3.  Electron  micrograph  showing  electron-dense 
deposits  (arrows)  in  subepithelial  position.  U = urinary 
space;  C = capillary  lumen  (original  magnification  X 
4,500). 

None  of  these  patients  had  a history  or  signs 
suggesting  an  associated  systemic  disease.  All  had 
normal  antistreptolysin-0  titers  and  negative  lupus 
erythematosus  cell  preparations  or  antinuclear 
antibody  titers.  Serum  complement  levels  were 
normal  in  all  patients  on  one  or  more  occasions. 

While  the  patients  were  under  our  care,  the 
urine  was  tested  for  protein  daily  by  semiquantita- 
tive  methods.  Quantitative  determination  of 
urine  protein,  Addis  counts,  blood  chemistries, 
and  clearance  studies  were  performed  at  intervals 
of  three  to  six  months.  Renal  biopsies  were  per- 
formed initially  in  all  patients  and  repeated  in  8 
patients  after  eight  months  to  eight  years;  in  5 
children,  the  biopsy  was  repeated  only  once,  in  1 


Results 

The  clinical  features  at  the  time  of  diagnosis*  l 
are  shown  in  Table  I.  The  ages  ranged  from  two 
to  fifteen  years.  Six  of  the  patients  were  male,  I 
and  8 were  female. 

Eleven  of  the  14  patients  had  the  nephrotic  syn- 
drome, while  3 patients  had  asymptomatic  pro-  ' 
teinuria  detected  by  routine  urinalysis.  All  pa- 
tients had  hematuria.  All  patients  had  normal 
glomerular  filtration  rates  at  the  time  of  diagnosis 
with  the  exception  of  one,  Case  13,  who  was  in 
end-stage  renal  disease.  This  patient  and  one 
other,  Case  8,  were  the  only  2 with  hypertension. 

The  clinical  course  of  the  patients  is  shown  in 
Figure  5.  Six  patients,  Cases  1,  2,  3,  4,  9,  and  10, 
have  been  in  remission  for  periods  ranging  from 
six  months  to  seven  years.  Three  patients,  Cases  , 

* In  all  cases,  an  attempt  was  made  to  be  as  precise  as  possi  Hi 
ble  in  regard  to  the  time  of  onset  of  t he  disease.  Since  this  was, 
often  difficult,  the  time  of  diagnosis  has  been  used  instead 
However,  these  times  are  relatively  close  together,  since  all  pa 
tients  had  at  least  one  normal  urinalysis  during  the  year  prioij 1 
to  diagnosis. 
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FIGURE  1.  Glomerulus  from  case  of  IMN.  Note  promi- 
nence of  capillary  loops  (trichrome,  original  magnification 
X 300). 


child  twice,  and  in  2 children  three  times. 

Histologic  criteria.  The  histologic  findings  on 
which  a diagnosis  of  membranous  nephropathy  : 
was  made  were  as  follows1-101  (1)  normocellular 
glomeruli  showing  diffuse,  uniform  thickening  of 
capillary  walls  (Fig.  1);  (2)  the  presence  of  projec- 
tions or  “spikes”  from  the  epithelial  aspect  of  the 
glomerular  basement  membrane  on  a silver  meth- 
enamine (Jones)  stain  (Fig.  2);  (3)  the  presence  on 
electron  microscopy  of  electron-dense,  subepithe- 
lial deposits  interspersed  between  projections  of 
basement  membrane-like  material  (Fig.  3);  and  (4)  ] 
the  presence  on  immunofluorescent  microscopy  of  ■ 
a coarsely  granular  pattern  of  staining  for  immu-  ] 
noglobulin  G and  complement  along  capillary  4 
basement  membranes  (Fig.  4). 


FIGURE  4 Immunofluorescent  pattern  in  glomerulus 
tested  for  presence  of  immunoglobulin  G (original  magnifi- 
cation X 200). 


TABLE  I.  Clinical  features  at  time  of  diagnosis 


Pa- 

tient 

Num- 

ber 

Age 

(Years) 

Sex 

Ne- 

phrotic 

Syn- 

drome 

Hema- 

turia 

Hyper- 

tension 

Crea- 

tinine 

Clear- 

ance* 

1 

2 

M 

+ 

+ 

— 

151 

2 

2 

F 

+ 

+ 

— 

157 

3 

3 

M 

— 

+ 

— 

121 

4 

4 

M 

+ 

+ 

— 

96 

5 

8 

F 

+ 

+ 

— 

142 

6 

9 

F 

+ 

+ 

— 

176 

7 

9 

F 

+ 

+ 

— 

105 

8 

10 

M 

+ 

+ 

+ 

130 

9 

11 

F 

— 

+ 

— 

119 

10 

12 

M 

— 

+ 

— 

128 

11 

13 

F 

+ 

+ 

— 

128 

12 

14 

F 

+ 

+ 

— 

139 

13 

15 

F 

+ 

+ 

+ 

33 

14 

15 

M 

+ 

+ 

— 

107 

•Values  expressed  as  milliliter  per  minute  per  1.73  M.2  body 
surface  area. 


| 5,  6,  and  7,  still  have  proteinuria  but  have  normal 
renal  function  after  follow-up  periods  ranging 
. from  ten  months  to  seven  years.  One  patient, 
I Case  11,  has  had  persistent  nephrotic  syndrome 
I for  two  years;  although  her  renal  function  is  nor- 
mal, a repeat  renal  biopsy  shows  histologic  pro- 
I gression.  Four  patients,  Cases  8,  12,  13,  and  14, 
are  in  renal  failure;  Cases  12  and  14  are  on  mainte- 
nance hemodialysis,  and  Case  12  has  been  success- 
fully transplanted  from  a living,  related  donor. 

Twenty  treatment  courses  with  adrenocorti- 
1 costeroids  and/or  cytotoxic  agents  were  adminis- 
ii  tered  to  11  patients  either  by  their  primary  physi- 
cian or  in  our  clinic.  In  12  instances,  there  was  no 
response  at  all  to  steroid  therapy,  while  in  4 in- 
stances, some  decrease  in  edema  and/or  protein- 
uria occurred.  In  Case  4,  remission  occurred  on  2 
occasions  ten  and  fifteen  days  after  starting  ste- 
roid therapy.  In  none  of  8 instances  was  there  any 
significant  response  to  cytotoxic  agents  given  ei- 
ther alone  or  in  combination  with  steroids.  Three 
patients,  Cases  3,  9,  and  10,  with  asymptomatic 
proteinuria  at  the  time  of  diagnosis  were  not  treat- 
ed with  any  drug,  and  each  remitted  spontaneous- 
ly after  approximately  two  years.  In  addition,  a 
fourth  patient,  Case  2,  remitted  spontaneously 
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FIGURE  5.  Clinical  course  of  patients  with  IMN. 

after  having  been  untreated  for  several  years. 

Comment 

Most  studies  of  IMN  in  the  literature  concern 
adult  patients  among  whom  a high  mortality  rate 
has  been  reported,  although  some  do  improve  or 
recover.  For  example,  in  a study  of  60  patients, 
Ehrenreich  and  Churg6  found  that  after  a mean 
follow-up  of  three  years,  17  had  died,  35  still  had 
varying  degrees  of  proteinuria,  and  only  8 had  un- 
dergone a remission.  Among  21  patients  studied 
by  Pollack  et  al.4  with  a mean  follow-up  of  five 
years,  6 had  either  died  or  were  in  renal  failure;  11 
had  proteinuria  of  varying  degrees,  while  only  4 
were  in  remission.  Similar  or  more  pessimistic 
data  were  obtained  by  other  investigators.5-6 

The  prognosis  for  children  with  IMN  appears  to 
be  much  better  than  for  adult  patients.  In  a study 
of  50  children,  Habib  and  Kleinknecht2  found  that 
after  a mean  follow-up  of  four  years  only  5 had 
died  or  were  in  renal  failure  while  21  were  in  re- 
mission. The  remainder  still  had  either  the  ne- 
phrotic syndrome  or  asymptomatic  proteinuria. 

Analysis  of  our  data  shows  again  that  the  age  at 
diagnosis  in  children  with  IMN  is  an  important 
factor  associated  with  the  eventual  outcome.1 
The  4 patients  who  were  less  than  six  years  of  age 
at  the  time  of  diagnosis,  Cases  1,  2,  3,  and  4,  are 
now  in  remission,  while  3 of  the  4 patients  over 
twelve  years  of  age  when  diagnosed,  Cases  12,  13, 
and  14,  are  in  renal  failure.  The  fourth  patient, 
Case  11,  has  normal  renal  function  at  present  but 
has  histologic  evidence  of  progression  of  her  dis- 
ease. The  remaining  patients,  whose  ages  were 
between  seven  and  twelve  years  at  the  time  of  di- 
agnosis, seem  to  form  an  intermediate  group:  2 of 
these  6 patients,  Cases  9 and  10,  are  in  remission, 
3,  Cases  5,  6,  and  7,  have  asymptomatic  protein- 
uria, and  1,  Case  8,  is  in  renal  failure. 
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Our  data  suggest  that  there  is  no  correlation  be- 
tween the  outcome  and  the  duration  of  disease  ac- 
tivity. Thus,  3 patients,  Cases  2,  5,  and  7,  had 
proteinuria  for  thirteen,  nine,  and  eight  years,  re- 
spectively, without  any  functional  deterioration; 
the  former  patient,  in  fact,  is  now  in  remission. 
However,  all  these  patients  were  below  thirteen 
years  of  age  at  the  time  of  diagnosis,  and  it  is  pos- 
sible that  this  factor  is  responsible  for  their  doing 
well  despite  a prolonged  course.  Our  data  also 
suggest  that  the  absence  of  the  nephrotic  syn- 
drome is  a good  prognostic  sign  in  that  the  3 pa- 
tients who  had  only  asymptomatic  proteinuria, 
Cases  3,  9,  and  10,  are  all  in  remission  at  the 
present  time.  However,  these  patients,  too,  were 
below  thirteen  years  at  the  time  of  diagnosis,  and 
this  may  be  the  cause  of  their  good  outcome  rather 
than  the  milder  degree  of  proteinuria,  per  se. 

There  is  some  disagreement  in  the  literature  as 
to  whether  treatment  with  corticosteroids  is  of  any 
value  in  these  patients.  Some  of  the  conflicting 
results  may  be  due  to  the  fact  that  various  authors 
have  not  used  identical  definitions  for  such  terms 
as  “nephrotic  syndrome,”  “significant  or  asymp- 
tomatic proteinuria,”  “response,”  and  “remis- 
sion.” Similarly,  there  have  been  differences  in 
the  dosages  used  and  in  the  duration  of  treatment. 
Most  authors  agree,  however,  that  the  majority  of 
patients  do  not  respond  to  steroid  therapy.  Con- 
sidering the  not  infrequent  occurrence  of  sponta- 
neous remissions  and  the  many  months  that 
elapsed  before  a “response”  occurred  in  the  major- 
ity of  reported  cases,  it  is  difficult  to  avoid  the 
conclusion  that  these  remissions  were  coincidental. 

From  our  experience,  we  have  no  reason  to  be- 
lieve that  either  steroid  treatment  alone  or  in  com- 
bination with  cytotoxic  agents  has  any  beneficial 
effect.  Consequently,  in  our  last  3 patients,  Cases 
3,  9,  and  10,  we  gave  none  of  these  agents,  and 
each  remitted  spontaneously  after  having  had  pro- 
teinuria for  approximately  two  years.  We  did, 
however,  observe  1 patient  who,  on  2 occasions, 
underwent  a remission  within  less  than  fifteen 
days  after  the  onset  of  treatment.  This  occur- 
rence on  2 occasions  might  suggest  that  steroid 
therapy  will  sometimes  induce  a prompt  remis- 
sion; however,  it  is  just  as  likely  that  the  remis- 
sions in  this  patient  were  coincidental. 

The  basis  for  the  better  prognosis  in  younger 
children  with  IMN  is  unknown.  It  should,  how- 
ever, be  emphasized  that  membranous  nephropa- 
thy is  a histologic  lesion  that  occurs  in  association 
with  various  conditions  such  as  heavy  metal  poi- 
sonings,12-14 systemic  infections,15,16  and  various 
neoplastic  diseases.18-22  In  these  instances,  prog 
nosis  frequently  depends  on  the  nature  and  severi- 
ty of  the  primary  disease.  It  is,  therefore,  very 
likely  that  the  idiopathic  type  of  membranous  ne- 
phropathy is  also  a heterogeneous  condition  and 
that  the  course  of  the  disease  is  dependent  on  the 
underlying  cause  in  the  individual  case.  The  bet- 
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ter  outcome  of  the  younger  children  might  then  be 
a result  of  age-related  differences  in  etiology;  those 
antigens  responsible  for  immune-complex  deposi- 
tion at  a younger  age  might  be  less  persistently 
present  or  result  in  less  injury  than  is  the  case  in 
the  older  child. 
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Among  310  consecutive  patients  applying  for  elec- 
tive abortion,  100  women  with  a history  of  having 
previously  requested  termination  of  an  unwanted 
pregnancy  were  identified  and  further  interviewed 
regarding  their  knowledge  and  practice  of  contra- 
ception at  various  times  during  their  reproductive 
histories.  Certain  inadequacies  in  our  present 
system  for  the  delivery  of  contraceptive  services 
were  thereby  identified,  and  a series  of  recommen- 
dations for  the  improvement  of  contraceptive  prac- 
tice is  presented 
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During  the  past  fifteen  years  we  have  witnessed 
significant  advances  in  the  effectiveness  of  meth- 
ods available  for  the  control  of  conception,  and  yet 
the  continuing  demand  for  elective  termination  of 
unwanted  pregnancies  makes  it  apparent  that  seri- 
ous deficiencies  exist  in  knowledge,  motivation,  or 
the  availability  of  contraception.  This  study,  in- 
volving a group  of  particularly  unsuccessful  con- 
traceptors,  was  undertaken  in  an  attempt  to  iden- 
tify these  deficiencies. 

Study  group  and  methods 

During  a three-month  period  between  October, 
1974,  and  January,  1975,  310  consecutive  patients 
applying  for  elective  abortion  at  the  Nassau  Coun- 

Presented  in  part  at  the  Joint  Meeting  of  District  II  of  The 
American  College  of  Obstetricians  and  Gynecologists  and  The 
Royal  College  of  Obstetricians  and  Gynaecologists,  London, 
England,  September  25  to  October  3, 1975. 


TABLE  I.  Patient  characteristics 


Demographic  Category 

Statistics 

Age  (years) 

Mean 

23.4 

Range 

1 5 to  39 

Ethnic  group  (number  of  patients) 

White 

54 

Black 

44 

Spanish 

1 

Oriental 

1 

Marital  status  (number  of  patients) 

Single 

61 

Married 

24 

Widowed,  divorced,  separated 

15 

Education  (number  of  patients) 

High  school  or  more 

69 

Less  than  high  school 

31 

Age  in  years  at  first  intercourse 

Below  16 

25 

16  to  17 

35 

18  to  19 

25 

20  to  21 

8 

Over  21 

4 

Unknown 

3 

ty  Medical  Center  were  screened,  and  a group  of 
100  patients  with  a history  of  having  previously  re- 
quested termination  of  an  unwanted  pregnancy 
was  identified.  Each  of  these  100  women  was  in- 
terviewed by  the  author  using  a standardized 
questionnaire  to  obtain  information  concerning 
her  past  reproductive  history  and  to  correlate  this 
w'ith  her  knowledge  and  practice  of  contraception 
at  various  stages. 

A patient  was  considered  to  have  received  con- 
traceptive information  if,  at  any  time  prior  to  the 
period  in  question,  advice  concerning  any  method 
of  pregnancy  prevention  had  been  received  from 
any  source.  Where  there  were  multiple  sources  of 
information,  the  most  authoritative  source  was  re- 
corded. A patient  who  had  practiced  no  form  of 
contraception  during  the  three  cycles  immediately 
preceding  conception  of  a pregnancy  was  consid- 
ered a nonuser  of  contraception  with  respect  to 
that  pregnancy. 

No  patient  declined  to  be  interviewed,  and  while 
some  responses  appeared  more  reliable  than  oth- 
ers, this  seemed  to  be  more  a function  of  faulty 
memory  than  a lack  of  cooperation.  No  attempt 
was  made  to  verify  or  refute  any  of  the  informa- 
tion given  by  the  patients  except  by  what  was 
available  from  our  own  hospital  records. 

Results 

Patient  characteristics.  Study  patients  were 
not  significantly  different  from  the  general  popu- 
lation in  our  abortion  clinic  in  terms  of  age,  ethnic 
group,  or  marital  status  (Table  I).  It  is  interesting 
to  note  that  60  per  cent  of  these  patients  reported 
having  had  their  initial  intercourse  below  age  eigh- 
teen, which  would  require  parental  consent  for 
contraception  in  our  clinic. 

Reproductive  history.  These  100  patients 
had  experienced  264  pregnancies  of  which  202  had 
been  unplanned  (Table  II).  They  had  had  132  de- 
liveries, 77  of  which  were  of  unplanned  pregnan- 
cies, and  120  previous  induced  abortions,  including 
58  at  our  hospital.  Of  the  4 patients  with  no  pre- 
vious induced  abortions,  2 had  not  been  done  be- 
cause the  pregnancies  had  progressed  beyond 
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TABLE  II.  Reproductive  history 


Number 
of  Events 

Previous 

Pregnancies 

Previous 

Unplanned 

Pregnancies 

Previous 

Deliveries 

Previous 

Unplanned 

Deliveries 

Previous 

Spontaneous 

Abortions 

Previous 

Induced 

Abortions 

Previous 
Induced 
Abortions  at 
Nassau  Coun- 
ty Medical 
Center 

Totals 

264 

202 

132 

77 

12 

120 

58 

0 

0 

0 

37 

55 

93 

4 

51 

1 

35 

52 

24 

26 

5 

77 

41 

2 

22 

19 

20 

10 

1 

16 

7 

3 

17 

13 

13 

6 

0 

2 

1 

4 

12 

11 

4 

2 

0 

0 

0 

5 

5 

2 

1 

1 

1 

1 

0 

6 or  More 

9 

3 

1 

0 

0 

0 

0 

School 

2 


Family 


Friend  - 
Generol 
Knowledge 
27 


First  Intercourse 


Physician  - 
Clinic 
21 


School 

3 


Family 

7 


Friend  - 
Generol 
Knowledge 
33 


First  Unplanned 
Pregnancy 


Physician  - 
Clinic 
87 


School 

I 

Family 


Friend  - 
General 
Knowledge 
9 

Lotest  Unplanned 
Pregnancy 


FIGURE  1.  Source  of  contraceptive  information  prior  to 
first  intercourse,  first  unplanned  pregnancy,  and  latest  un- 
planned pregnancy  for  100  repeat  abortion  patients. 


twenty-four  weeks’  gestation  at  the  time  of  the 
abortion  request,  1 aborted  spontaneously  prior  to 
the  time  of  a scheduled  induced  abortion,  and  1 
was  found  not  to  have  been  pregnant  when  abor- 
tion was  requested.  The  time  interval  between 
termination  of  the  initial  unplanned  pregnancy 
and  inception  of  the  latest  unplanned  pregnancy 
among  this  group  of  patients  ranged  from  one 
month  to  nine  years  with  54  per  cent  within  one 
year  and  92  per  cent  within  three  years. 


% Informed 

lOOr- 


60- 


| | 31  Less  Than  High  School 

69  High  School  or  More 


- 

illfpl 
wmm. 
' '$  ■ 


First  Intercourse 


First  Unplonned 
Pregnancy 


Lotest  Unplonned 
Pregnancy 


FIGURE  2.  Relation  of  present  educational  level  to  re- 
ception of  contraceptive  information  prior  to  first  inter- 
course, first  unplanned  pregnancy,  and  latest  unplanned 
pregnancy  in  100  repeat  abortion  patients. 


Source  of  contraceptive  information.  Only 
36  patients  reported  having  received  any  contra- 
ceptive information  prior  to  the  initial  sexual  ex- 
posure, with  most  derived  from  friends  or  general 
knowledge  and  none  from  a physician  (Fig.  1). 
Prior  to  conception  of  the  first  unplanned  preg- 
nancy, 64  patients  had  received  some  information, 
with  a physician  or  clinic  being  the  source  for  21. 
By  the  time  of  the  most  recent  unplanned  preg- 
nancy, only  1 patient  remained  completely  unin- 
formed, and  87  had  received  advice  from  a physi- 
cian or  clinic. 

The  relation  of  current  educational  level  to  the 
reception  of  contraceptive  information  was  deter- 
mined (Fig.  2).  Of  the  patients  with  at  least  a 
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TABLE  III.  Reasons  for  nonuse  of  contraception 


0 c 

_j 

Condom 
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Foom 
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OC 

39 
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FIGURE  3.  Method  of  contraception  used  with  first  inter- 
course, first  unplanned  pregnancy,  and  latest  unplanned 
pregnancy  in  100  repeat  abortion  patients. 


high  school  education,  44  per  cent  were  considered 
informed  prior  to  their  first  intercourse,  75  per 
cent  were  informed  prior  to  the  first  unplanned 
pregnancy,  and  100  per  cent  were  informed  prior 
to  the  most  recent  unplanned  pregnancy.  The 
corresponding  figures  for  patients  who  had  not 
completed  high  school  were  19  per  cent,  39  per 
cent,  and  97  per  cent. 

Contraceptive  use.  Ninety-three  patients  had 
used  no  contraception  with  their  first  intercourse, 
1 was  taking  oral  contraceptives  obtained  from  a 
friend,  and  6 had  used  nonmedically  prescribed 
methods  (Fig.  3).  Prior  to  the  initial  unplanned 
pregnancy,  10  patients  had  been  using  the  more  ef- 
fective medically  prescribed  methods,  14  had  used 
i less  effective  methods,  and  76  had  used  no  meth- 
od. Prior  to  the  most  recent  unplanned  pregnan- 
cy, 55  patients  were  using  the  more  effective  meth- 
ods such  as  oral  contraception,  intrauterine  device, 
and  the  diaphragm;  22  patients  were  using  less  ef- 
fective methods;  and  23  were  not  practicing  con- 
traception. 


Reason 

First  Unplanned 
Pregnancy 
(N  = 76) 

Number  Per  Cent 

Latest  Unplanned 
Pregnancy 
(N  = 23) 

Number  Per  Cent 

Uninformed 

36 

47.4 

1 

4.3 

Denial  of  possi- 
bility of  preg- 
nancy or  of 
responsibility 

18 

23.7 

4 

17.4 

Apathy 

8 

10.5 

5 

21.7 

Fear  of  side- 
effects  or 
complications 

4 

5.3 

10 

43.5 

Embarrassment 

2 

2.6 

0 

Economic 

1 

1.3 

0 

Did  not  know 
where  to  ob- 
tain 

3 

3.9 

0 

Family  or  part- 
ner object 

1 

1.3 

2 

8.7 

Direct  iatro- 
genic 

3 

3.9 

1 

4.3 

Indirect  iatro- 
genic 

0 

9 

39.1 

Total  iatro- 
genic 

3 

3.9 

10 

43.5 

To  more  precisely  identify  the  reasons  for  fail- 
ure, these  patients  were  particularly  questioned 
about  their  attitudes  and  experiences  during  the 
periods  preceding  their  first  and  their  most  recent 
unplanned  pregnancies.  The  reasons  identified 
for  failure  to  use  contraception  are  categorized  in 
Table  III.  The  most  frequent  responses  of  those 
in  the  category  of  denial  of  possibility  of  pregnan- 
cy or  of  responsibility  were,  “I  just  took  a chance,” 
or,  “I  didn’t  think  I could  get  pregnant.”  Apathy 
refers  to  patients  who  attributed  their  nonuse  of 
contraception  to  carelessness  or,  more  often,  could 
offer  no  reason.  The  direct  iatrogenic  category  in- 
cludes patients  advised  by  a physician  that  contra- 
ception was  unnecessary,  and  the  indirect  iatro- 
genic category  includes  patients  for  whom  the  ad- 
vice or  lack  of  advice  by  a physician  contributed  to 
nonuse  for  one  of  the  other  reasons.  In  the  direct 
iatrogenic  group  are  1 patient  who  was  told  she 
could  not  conceive  because  of  a retroverted  uterus, 
2 patients  who  were  assured  that  they  were  pro- 
tected postpartum  by  nursing,  and  1 who  was  re- 
fused contraception  by  her  physician  following  de- 
livery of  an  out-of-wedlock  pregnancy  because  she 
was  “still  in  high  school.”  Those  classified  as  in- 
direct iatrogenic  include  2 patients  advised  not  to 
use  oral  contraceptives  because  of  possible  con- 
traindications by  history  but  given  no  alternative 
contraceptive  advice  and  7 patients  given  no  con- 
traceptive advice  following  termination  of  un- 
planned pregnancies,  5 by  delivery  and  2 by  in- 
duced abortion. 

Within  three  cycles  of  the  time  of  conception,  24 
patients  with  the  first  unplanned  pregnancy  and 
77  patients  with  the  latest  unplanned  prenancy 
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TABLE  IV.  Reasons  leading  to  unplanned  pregnancies 
in  contraceptive  users 


Reason 

First  Unplanned 
Pregnancy 
(N  = 24) 

Number  Per  Cent 

Latest  Unplanned 
Pregnancy 
(N  = 77) 

Number  Per  Cent 

Method  failure 

9 

37.5 

22 

28.6 

Patient  failure 
due  to  incor- 
rect or  incon- 
sistent use 
Discontinuation 

8 

33.3 

25 

32.5 

Side-effects 
or  complica- 
tions 

6 

25 

17 

22.1 

Fear  of  side- 
effects  or 
complica- 
tions 

0 

2 

2.6 

Economic 

1 

4.2 

3 

3.9 

Family  or 
partner  ob- 
ject 

0 

2 

2.6 

Direct  iatro- 
genic 

0 

6 

7.8 

Indirect  iatro- 
genic 

1 

4.2 

17 

22.1 

Total  iatro- 
genic 

1 

4.2 

23 

29.9 

had  been  using  contraception.  Seventeen  and  47 
of  these  patients,  respectively,  were  actively  prac- 
ticing contraception  at  the  time  of  conception,  and 
the  remainder  conceived  promptly  on  discontin- 
uance for  the  reasons  indicated  in  Table  IV.  Di- 
rect iatrogenic  here  refers  to  cases  where  contra- 
ception was  discontinued  at  the  direction  of  a phy- 
sician without  adequate  reason,  and  indirect  iatro- 
genic causes  are  those  where  the  physician’s  ac- 
tions contributed  to  discontinuance  for  other  rea- 
sons. The  direct  iatrogenic  category  includes  4 
patients  who  had  been  instructed  to  discontinue 
oral  contraceptives  for  a one-  or  two-cycle  “rest” 
after  a certain  period  of  use  and  2 patients  whose 
intrauterine  devices  had  been  removed  unneces- 
sarily during  treatment  for  unrelated  conditions. 
The  indirect  iatrogenic  cases  were  related  mostly 
to  failure  to  offer  alternative  means  of  contracep- 
tion when  a method  was  discontinued  for  side-ef- 
fects or  complications. 

Comment 

Concern  has  often  been  expressed  that  in- 
creased availability  of  legal  abortion  might  lead  to 
a decreased  reliance  on  contraception  and  the  sub- 
stitution of  abortion  as  a primary  method  of  birth 
control.  If  this  were  the  case,  women  with  this 
tendency  should  be  found  in  a group  such  as  this 
of  repeat  induced  aborters,  and  it  was  disconcert- 
ing to  find  that  during  the  period  when  these  in- 
terviews were  conducted  almost  one  third  of  the 
patients  requesting  abortion  in  our  clinic  had  had 
previous  induced  abortions.  The  results  of  these 


interviews,  however,  fail  to  indicate  any  conscious 
reliance  on  abortion  as  a substitute  for  contracep- 
tion. Most  of  the  patients  in  this  study  seem  to 
have  been  the  victims  of  inadequate  knowledge  or 
poor  advice.  Furthermore,  the  proportion  of  re- 
peaters identified  in  our  clinic  lies  well  within  the 
range  which  could  be  anticipated  among  a group  of 
women  practicing  contraception  during  the  fourth 
year  after  abortion  legalization  as  estimated  by 
Tietze1  based  on  known  contraceptive  effective- 
ness. 

The  relation  of  current  educational  level  to  pre- 
vious reception  of  contraceptive  information  is 
particularly  apparent  early  in  the  reproductive  ca- 
reers of  our  patients,  prior  to  their  first  intercourse 
and  at  the  time  of  the  initial  unplanned  pregnan- 
cy. By  the  time  of  the  most  recent  unplanned 
pregnancy,  the  information  gap  between  those 
with  at  least  a high  school  education  and  those 
with  less  than  a high  school  education  had  largely 
disappeared.  It  must  be  recognized  that  other 
factors  such  as  socioeconomic  status  and  general 
availability  of  health  care  correlate  strongly  with 
educational  level  and  that  the  latter  may  be  con- 
sidered an  indicator  for  these  factors. 

Although  it  appears  that  with  increasing  expo- 
sure to  the  health  care  delivery  system,  usually  by 
virtue  of  their  reproductive  experience,  these 
women  were  receiving  more  and  presumably  better 
contraceptive  information  and  were  increasingly 
using  more  reliable  contraceptive  methods,  they 
repeatedly  failed.  Without  attempting  to  make 
sweeping  deductions  about  women  in  general  from 
the  experience  of  this  small  high-risk  group,  the 
reasons  for  their  failure  can  shed  some  light  on 
certain  inadequacies  of  our  present  system  for  de- 
livery of  contraceptive  services. 

Previous  studies  of  abortion  patients  have  dem- 
onstrated among  them  a high  proportion  of  nonus- 
ers of  contraception.2-4  This  is  also  the  case  in 
the  present  study  with  83  per  cent  using  no  meth- 
od of  contraception  at  the  time  of  conception  ol 
the  first  unplanned  pregnancy  and  53  per  cent  at 
the  time  of  conception  of  the  latest  unplanned 
pregnancy.  While  psychological  and  motivational 
factors  have  been  described  as  playing  a role  in  tht 
rejection  of  contraception,5,6  the  extent  to  whicl 
these  factors  are  operative  cannot  be  defined  pre 
cisely,  and  we  cannot  be  satisfied  that  we  have  re 
duced  the  number  of  nonusers  to  a minimum  whil< 
there  exists  an  appalling  lack  of  availability  of  con 
traceptive  information. 

Even  more  disturbing  is  the  extent  to  which  pa 
tients  seeking  help  from  supposedly  reliable 
sources  have  received  inadequate  or  inaccurate  ad 
vice.  Among  the  nonusers  of  contraception  in  thi 
study,  the  leading  reason  given  prior  to  the  firs 
unplanned  pregnancy  was  lack  of  informatior 
With  the  latest  unplanned  pregnancy,  iatrogeni 
causes  and  fear  of  side-effects  had  become  th 
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largest  categories.  Among  the  contraceptive 
users,  incorrect  use  attributable  to  patient  failure 
accounted  for  about  one  third  and  discontinuance 
because  of  side-effects  about  one  fourth  of  the  fail- 
ures with  each  pregnancy.  There  was  a moderate 
decrease  in  method  failures  accompanying  the  use 
of  more  reliable  methods  prior  to  the  most  recent 
unplanned  pregnancy  but  an  increase  from  4 per 
cent  to  30  per  cent  in  cases  for  which  deficiencies 
in  medical  management  were  considered  to  be  at 
least  partly  responsible. 

Conclusion 

Based  on  the  findings  of  this  study,  the  fol- 
lowing recommendations  for  the  improvement  of 
contraceptive  practice  are  offered: 

Education  in  sexuality  and  reproduction  should  be 
part  of  the  school  curriculum,  with  particular  empha- 
sis at  the  appropriate  time  on  the  consequences  of  un- 
protected intercourse  and  methods  of  pregnancy  pre- 
vention. The  appropriate  time  would  appear  to  be 
well  before  the  high  school  level.  Accompanying  this, 
specific  information  as  to  where  to  obtain  contracep- 
tion should  be  made  available.  As  a corollary  to  this, 
educational  programs  must  be  offered  to  physicians 
and  all  other  professionals  dealing  with  sexually  ac- 
tive individuals  for  the  purpose  of  increasing  their 
knowledge,  reducing  their  inhibitions,  and  correcting 
their  misconceptions. 

In  dealing  with  patients  at  risk  of  an  unintended 
conception,  one  must  not  wait  for  the  patient  to  ask 
for  contraception.  The  need  or  even  desire  for  con- 
traception does  not  always  lead  to  a timely  request. 

While  not  minimizing  the  side-effects  and  potential 
complications  of  the  more  effective  methods  of  con- 
traception, one  must  balance  these  risks  against  the 
physical  and  emotional  consequences  of  an  unwanted 
pregnancy  when  this  is  the  likely  alternative. 

Advice  to  avoid  or  to  discontinue  any  method  of 
contraception  should  always  be  accompanied  by  the 
recommendation  of  a suitable  substitute. 

Nonprescription  methods  of  contraception  should 
be  made  as  widely  and  easily  available  as  possible. 

One  must  take  into  consideration  the  life  style  of 
the  person  for  whom  a contraceptive  method  is  pre- 
scribed. For  example,  women  with  unpredictable  and 
infrequent  patterns  of  sexual  intercourse  have  been 
shown  to  be  more  likely  to  discontinue  a method  such 
as  the  oral  contraceptive  with  its  requirement  for  al- 


most continuous  motivation  and  might  more  likely  be 
successful  with  the  intrauterine  device  or  a coitus-re- 
lated method.7 

The  opportunity  to  educate  and  counsel  women  fol- 
lowing delivery  or  abortion  must  not  be  lost  because 
of  lack  of  interest  or  time  on  the  part  of  the  physician 
or  other  medical  personnel.  Paraprofessional  coun- 
selors can  be  very  effective.  One  should  also  consider 
the  early  provision  of  contraceptive  devices  and 
supplies,  since  the  return  of  reproductive  function 
often  precedes  the  scheduled  return  of  the  patient  for 
her  postpartum  or  postabortion  visit.8,9  Further- 
more, women  started  on  a contraceptive  regimen  im- 
mediately following  termination  of  a pregnancy  are 
more  likely  to  return  for  follow-up  care.10 

Until  the  perfect  and  universally  acceptable 
method  of  contraception  is  achieved,  there  will  be 
an  irreducible  minimum  number  of  unintended 
pregnancies.  In  the  meantime,  much  can  be  done 
to  enable  us  to  approach  this  minimum  more 
closely  than  we  have  thus  far. 

Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 
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In  a report  dealing  with  electrical  stimulation  of 
the  spinal  cord  in  multiple  sclerosis,  we  alluded  to 
some  autonomic  changes  which  occur  in  limbs.1 
These  changes  have  been  those  associated  with  re- 
gional increase  in  blood  flow  such  as  elevated  skin 
temperature,  change  in  color,  and  improved  tissue 
integrity. 

Results  of  direct  stimulation 

It  has  been  known  for  some  time  that  an  anti- 
dromic stimulation  of  posterior  roots  produces  re- 
gional vasodilation.  This  is  one  of  the  methods 
Foerster2  employed  to  map  regional  dermatomes. 
Because  of  this  and  our  experiences,  we  have  em- 
ployed direct  stimulation  of  posterior  roots  and 
spinal  cord  by  implanted  electrodes  with  coupled 
radiofrequency  activation  of  electrodes  for  periph- 
eral vascular  disease  and  associated  pain  (Fig.  1). 
The  results  have  been  remarkable. 

Our  experiences  include  obstruction  of  arterial 
trunks  subsequent  to  previous  instrumentation 
and  arteriosclerotic  obliterative  disease,  unrespon- 
sive to  sympathectomy  and  arterial  bypass.  In- 
creased skin  temperature,  improved  plethysmo- 
graphic  blood  flow,  tissue  integrity,  decreased 
edema  if  present,  and  indeed  relief  of  pain  occurs. 
'Phis  has  been  striking.  The  presence  or  absence 
of  these  changes  can  be  repeatedly  cycled  with  the 
induction  or  abolition  of  stimulation.  This  has 
persisted  for  eleven  months  in  our  first  patient. 


Electric  stimulation  of  the  spinal  cord  and  posteri- 
or roots  has  been  carried  out  in  9 patients  with 
varying  degrees  of  vascular  insufficiency  in  a limb. 
Many  of  these  patients  were  failures  in  terms  of 
the  effect  of  sympathectomy  and  bypass  proce- 
dures. Striking  relief  of  pain  occurs.  Infarcted 
tissue  is  not  restored,  but  healing  is  promoted.  It 
is  felt  that  these  results  are  due  to  antidromic 
stimulation  of  C fibers  in  dorsal  roots  and  provides 
changes  in  circulation  beyond  that  obtained  with 
regional  sympathectomy  and  indeed  in  patients 
who  have  had  sympathectomy.  Percutaneous 
stimulation  can  be  carried  out  initially  as  a trial 
before  any  surgical  procedure  is  done. 


Similar  observations  have  been  made  in  8 other 
patients.  Infarcted  tissue  is  not  restored,  but 
healing  is  facilitated,  and  areas  of  circulatory  em- 
barrassment are  decreased. 

Procedure 

In  another  publication  the  description  of  our 
present  technique  of  temporary  and  permanent 
spinal  cord  stimulation  is  described.3  Initially  as 
indicated  in  Figure  1,  laminectomy  was  done  with 
intradural  placements  of  platinum  electrodes  em- 
bedded in  silastic.  These  electrodes  were  ener- 
gized by  coupled  radiofrequency  equipment.  Sub- 
sequently and  now,  we  pass  stainless  steel  elec- 
trodes with  a platinum  tip  through  a spinal  needle 


FIGURE  1.  Radiograph  of  cervical  spine  demonstrating 
electrodes  within  spinal  canal  to  right  of  midline  to  overlap 
dorsal  roots. 
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:IGURE  2.  Photographs  of  right  foot.  (A)  Demonstrating  area  of  healed  skin  distal  and  persistent  infarcted  skin  proximal 
ifter  four  weeks  of  spinal  cord  stimulation.  (B)  After  eight  weeks  of  spinal  cord  stimulation.  There  is  complete  healing 
ind  epithelization. 


nto  the  lower  thoracic  epidural  space.  Tempo- 
ary  stimulation  is  carried  out  as  a temporary  pro- 
edure  for  a test  of  effectiveness.  If  this  is  effica- 
ious,  the  implanted  electrodes  are  left  in  place 
ind  converted  to  a permanent  assembly  without 
aminectomy  and  under  local  anesthesia.  At  the 
present  time,  this  is  the  technique  wre  employ  in 
nany  such  states  as  multiple  sclerosis  and  pain, 
t permits  an  evaluation  of  the  effect  of  electric 
Emulation  of  the  spinal  cord  without  definitive 
urgery.  Because  of  the  simplicity  of  the  proce- 
lure,  the  complications  have  been  minimal.  A 
vound  infection  has  occurred  in  2 patients  with 
nultiple  sclerosis.  There  have  been  no  complica- 


tions in  patients  with  vascular  disease. 

Seemingly  what  occurs  is  activation  of  vasodila- 
tor fibers  in  the  posterior  roots.  Presumably  these 
are  C fibers,  and  our  results  are  due  to  antidromic 
stimulation.  It  is  also  possible  that  these  changes 
may  result  from  modification  of  central  spinal 
cord  autonomic  pathways  since  stimulation  above 
the  segmental  level  of  the  limbs  may  also  produce 
similar  changes.  Second,  it  produces  changes 
greater  than  those  seen  with  sympathectomy. 
The  modification  of  pain  is  also  much  more  strik- 
ing than  with  sympathectomy  to  the  extent  that 
even  the  severe  hyperalgesia  may  be  promptly  re- 
lieved. 
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In  Figure  2,  the  healing  of  zone  of  an  infarction 
in  a foot  in  a patient  with  obliterative  arterial  dis- 
ease is  demonstrated  with  no  other  treatment  but 
coupled  radiofrequency  stimulation  of  the  spinal 
cord.  In  this  patient,  discontinuation  of  the  stim- 
ulation resulted  in  pain,  reinfarction,  and  edema. 
Reinstitution  of  stimulation  reinitiated  the  healing 
process  which  became  complete  as  demonstrated 
in  the  photographs. 

Conclusion 

In  view  of  the  massive  numbers  of  patients  w'ith 
problems  such  as  this,  many  of  whom  ultimately 
have  amputations,  I feel  it  is  important  to  indicate 


our  experiences  thus  far.  It  is  indeed  probable 
that  persistent  spinal  cord  stimulation  will  avert 
the  need  for  amputation  in  some  patients.  It  cer- 
tainly can  be  considered  as  another  alternative  be- 
fore progression  to  amputation  after  failure  of  all 
other  known  therapeutic  modalities. 
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AAP  proposes  code  of  ethics 
for  fetal  research 

“It  is  both  unethical  and  illegal  to  carry  out  any  ex- 
periments which  are  inconsistent  with  treatment  neces- 
sary to  promote  the  life  of  a viable  fetus,’’  the  American 
Academy  of  Pediatrics  has  said  as  part  of  a Code  of  Eth- 
ics for  the  Use  of  Fetuses  and  Fetal  Material  for  Re- 
search. 

“When  the  fetus  is  viable  after  delivery,  the  ethical 
obligation  is  to  sustain  life  so  far  as  possible,”  the  Code 
says.  The  Code  defines  viable  as  having  the  ability  to 
survive  to  the  point  of  independently  maintaining  heart- 
beat and  respiration.  “It  is  recognized  that  in  many  in- 
stances the  techniques  used  to  aid  a distressed  fetus 
may  be  so  new  that  in  some  degree  they  may  be  consid- 
ered experimental.” 

The  proposed  Code  was  authored  by  the  Academy’s 
Task  Force  on  Pediatric  Research,  Informed  Consent 
and  Medical  Ethics,  and  was  published  in  the  August 
issue  of  Pediatrics. 

The  Code  also  says  that  tests  may  be  carried  out  on 
the  fetus  in  utero  providing  they  are  intended  to  benefit 
the  mother  and/or  her  expected  child,  and  if  informed 
consent  has  been  obtained. 

In  the  case  of  a previable  fetus  in  utero  (where  abor- 
tion is  planned)  or  an  abortus,  the  Code  spells  out  in 
very  specific  terms  under  what  conditions  research  is 
permissible.  The  research  is  allowed  if: 

* animal  studies,  if  appropriate,  have  been  completed; 

* the  parents  are  legally  competent  and  have  given 


their  legal  informed  consent; 

* individuals  engaged  in  the  research  will  have  no  part 
in  deciding  how  and  when  to  terminate  the  pregnancy, 
or  whether  the  fetus  is  viable  at  the  time  the  pregnancy 
is  terminated; 

* the  research  is  done  in  “departments  directly  relat 
ed  to  a medical  institution  and  with  the  express  sanctior 
of  its  committees  on  human  experimentation.” 

The  Code  says  that  before  any  such  human  experi 
mentation  committees  approve  research,  they  should  b< 
satisfied  that  the  research  is  valid,  that  the  informatioi 
cannot  be  obtained  in  any  other  way,  and  that  the  re) 
searchers  have  the  necessary  “facilities,  skill,  and  integ 
rity.”  It  also  says  there  should  be  no  monetary  ex 
change  for  fetuses  or  fetal  material,  and  that  full  record 
should  be  kept  by  the  institution  where  the  research  i 
being  conducted.  Research  on  a dead  fetus  should  als 
be  conducted  in  accordance  with  local  and  state  law 
governing  autopsy. 

The  question  of  whether  a fetus  is  viable  is  one  of  th 
major  ethical  problems  facing  researchers,  and  the  Cod 
says  that  “determination  of  viability  entails  a subjectiv 
and  objective  judgment  by  the  physician  attending  lab< 
or  examining  the  product  of  conception,  and  must  1 
made  by  a physician  other  than  the  investigator  wishir 
to  use  fetal  tissue  in  research.” 

“Research  on  the  fetus  and  newborn  is  of  the  greate 
importance  in  contributing  to  the  health  and  welfare 
the  entire  population,”  the  Code  says.  “Such  researc  f 
motivated  by  humane  concern,  should  be  continued  ar 
fostered,  subject  to  adequate  clearly  defined  saf 
guards.” 
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Cystocele 

Etiology 


The  author  has  been  interested  in  vaginal  repair 
surgery,  particularly  cystocele,  for  more  than 
twenty-five  years.  This  article  reviews  pelvic  fas- 
cia and  postulates  the  relatively  high  incidence  of 
recurrence  on  an  anatomic  basis.  Two  causes  for 
cystocele  are  described,  one  due  to  birth  trauma, 
the  other  occurring  in  the  postmenopausal  period. 
The  various  techniques  are  mentioned,  including 
that  of  the  author  which  was  published  in  “Obstet- 
rics and  Gynecology,”  March,  1967.  This  tech- 
nique with  slight  modification  now  covers  a period 
of  ten  years  and  appears  to  have  produced  better 
results.  Various  methods  of  postoperative  care 
are  given  with  no  one  method  seemingly  better 
than  another. 
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In  these  days  of  computerized  medicine,  sophisti- 
cated equipment,  and  advances  in  cellular  biology, 
future  progress  is  to  be  expected  and  will  continue 
to  occur.  Why  should  one  then  attempt  to  discuss 
a subject  as  mundane  as  cystocele?  The  answer  is 
simple.  The  problem  has  not  been  solved.  Re- 
currences are  high.  The  purpose  of  this  report  is 
twofold:  (1)  to  emphasize  the  role  of  pelvic  fascia 

as  the  anatomic  cause,  and  (2)  to  delve  into  two 
possible  causes  for  the  development  of  cystocele. 

A definition  of  cystocele  is  the  descent  of  the 
bladder  due  to  relaxation  of  its  supporting  tissues. 
To  determine  what  the  supporting  tissues  are,  one 
must  briefly  discuss  pelvic  fascia.  The  pelvic  fas- 
cia originates  from  the  transversalis  fascia,  and  as 
it  descends  into  the  pelvis  it  is  called  pelvic  fascia. 
It  divides  into  a superior  and  inferior  layer  cov- 
ering the  musculature  of  the  pelvic  floor  (Fig.  I).1 
From  the  superior  layer  of  this  fascia,  the  fascia 
continues  anteriorly  and  posteriorly  forming  the 
pubocervical  fascia,  the  rectovaginal  fascia,  the  u- 
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FIGURE  1.  Pelvic  fascia  as  seen  from  above. 


terosacral  ligaments,  and  the  so-called  cardinal 
ligaments. 

The  cardinal  ligaments  as  described  do  not  ex- 
tend to  the  lateral  pelvic  wall,  but  are  attached  to 
the  lateral  aspect  of  the  cervix,  where  the  pubocer-  j 
vical  fascia  becomes  thickened  (pubocervical  liga- 
ments); together  with  the  uterosacral  ligaments,  j 
they  form  a condensation  of  fascia  called  the  later- 
al cervical  ligaments.  Thus,  the  fascia  supports  of 
the  bladder,  rectum,  and  uterus  are  formed.  Tan- 
dler2  divided  the  pelvic  connective  tissue  into 
three  main  layers,  and  his  description  of  this  fascia 
was  mainly  as  described  previously.  Campbell3  \ 
stated  that  in  the  postmenopausal  period  regres- 
sive changes  in  the  pelvic  supporting  structures 
are  subject  to  individual  variation,  particularly 
atrophic  changes  in  the  smooth  as  well  as  the 
striped  supporting  musculature.  Sears,4  in  dis- 
secting female  pelves,  presented  evidence  that  the 
vagina  is  surrounded  by  fascial  layers  which  are 
definite  dissectable  structures  attached  to  the  pel- 
vic floor  by  a broad  main  sheet;  the  whole  struc-  I 
ture  is  a continuous  reflected  layer  from  the  supe-  [ 
rior  levator  fascia.  Ricci5  completely  denied  the  i 
existence  of  fascial  support  of  the  pelvic  viscera. 

Recurrence  of  cystocele 

The  author  has  searched  many  references  for  ' 
the  recurrence  rate  and  has  failed  to  find  any  spe-i|- 
cific  percentages,  although  educated  guesses  range  i 
from  25  to  33  per  cent. 

How  can  one  know?  Follow-up  of  the  results  of 
surgery  are  poor.  The  first  comment  made  bv  pa- 
tients to  whom  surgery  is  advised,  is  that  accord- 
ing to  their  friends,  the  condition  usually  recurs  I 
This  makes  one  suspect  that  the  recurrent  rate 
may  be  higher.  Various  factors  have  been  stated 
such  as  increased  intra-abdominal  pressure,  insuf 
ficient  excision  of  tissue,  and  the  scar  being  ir 
midline.  None  seems  to  be  convincing. 
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Techniques  of  cystocele  repair 

From  the  latter  part  of  the  nineteenth  century, 
well  into  the  twentieth  century,  various  procedures 
have  been  described.  These  varied  from  simple 
denudation  of  the  vaginal  mucosa,  overlapping  of 
the  fascia,  elliptical  excision  of  the  vaginal  wall, 
transverse  elliptical  excision  of  the  anterior  vagi- 
nal mucosa  and  the  puboeervical  fascia,  interposi- 
tion surgery,  the  use  of  tantalum  mesh,  and  even 
abdominal  techniques.  My  technique, (l  previously 
published,  has  since  been  modified  by  excising  the 
fascia  at  the  junction  of  the  upper  third  and  lower 
two  thirds  of  the  anterior  vaginal  wall.  The  rea- 
son is  that  when  re-examining  the  pressure  factors, 
as  will  be  discussed  subsequently,  this  point 
seemed  to  be  the  logical  area,  rather  than  the  mid- 
portion which  was  usually  at  the  apex  of  the  pro- 
truding cystocele. 

Figure  2 reveals  the  most  important  step  in  the 
technique  just  referred  to.  The  author’s  tech- 
nique has  now  been  performed  for  more  than  ten 
years,  and  my  impression  is  that  the  results  are  su- 
perior to  the  other  procedures.  Again,  this  is  an 
assumption,  because  the  follow-up  is  incomplete. 
I have  been  able  to  follow  up  about  50  per  cent  of 
the  cases,  have  had  uniformly  good  results,  and 
have  found  a recurrence  rate  of  approximately  5 
per  cent.  The  excision  of  additional  tissue  that 
may  have  been  weakened  may  explain  the  im- 
provement. 

Comment 

The  usual  cause  of  cystocele  has  been  attributed 
to  birth  trauma.  Where  has  the  trauma  occurred? 
If  one  considers  the  forces  of  labor  and  its  effect  on 
the  pelvic  fascia,  another  concept  might  be  consid- 
ered. As  the  vertex  descends  into  the  pelvis,  it  is 
usually  in  the  oblique  or  transverse  diameter. 
When  it  reaches  the  pelvic  floor,  internal  rotation 
begins  to  occur.  At  this  time  the  main  thrust  is 
not  on  the  anterior  vaginal  wall,  with  the  support- 
ing tissues  of  the  bladder,  but  on  the  pelvic  floor 
with  its  superimposed  fascia,  and  the  lateral  por- 
tion of  the  puboeervical  fascia.  While  the  cervix  is 
dilating,  and  the  vertex  rotating,  the  pelvic  fascia 
continues  to  be  the  main  focus  of  the  forces  of 
labor.  When  the  cervix  is  fully  dilated,  and  the 
vertex  rotated  to  an  occiput  anterior  position,  ex- 
tension occurs.  This  is  the  time  that  the  pressure 
is  at  its  height,  particularly  in  the  outer  third  of 
the  anterior  vaginal  wall  and  puboeervical  fascia, 
the  urethra,  the  urethrovesical  neck,  and  the  blad- 
der. Many  times,  the  anterior  part  of  the  vagina 
and  its  underlying  fascia  can  be  seen  being  extrud- 
ed in  front  of  the  advancing  vertex.  Thus,  there 
are  two  foci  of  stress,  either  or  both  of  which  can 
cause  cystocele.  The  recurrence  of  cystocele  ap- 
parently was  the  reason  for  the  various  techniques 
suggested. 
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FIGURE  2.  Elliptical  longitudinal  and  transverse  triangu- 
lar excision  of  vaginal  wall  and  adjacent  fascia. 


In  all  the  techniques,  the  success  or  failure  de- 
pended on  the  extent  of  injury,  if  any,  to  the  pelvic 
fascia.  If  the  midportion  of  the  puboeervical  fas- 
cia is  traumatized  or  if  the  fascia  covering  the  pel- 
vic floor  or  the  lateral  portion  of  the  puboeervical 
fascia  is  weakened  or  injured,  the  results  will  not 
be  as  satisfactory,  due  to  anatomic  limitations  in 
surgical  procedures.  The  integrity  of  the  pelvic 
fascia  and  the  lateral  portion  of  the  puboeervical 
fascia  is  the  key  factor  in  determining  the  success 
or  failure  of  repair. 

The  second  concept  is  that  birth  trauma  is  not  a 
factor  at  all  in  the  postmenopausal  period.  Can 
the  same  factors  that  increase  the  incidence  of  ath- 
erosclerosis early  in  the  postmenopausal  period 
and  osteoporosis  in  the  later  postmenopausal  peri- 
od, the  latter  apparently  due  mainly  to  estrogen 
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deprivation,  or  biologic  changes  of  unknown  cause 
or  a combination  of  both,  causing  possibly  atroph- 
ic changes,  weaken  the  pelvic  fascia?  How  else 
can  one  explain  the  sudden  appearance  of  cysto- 
cele  with  or  without  prolapse  in  the  nulliparous  fe- 
male. If  a female  has  had  a successful  cystocele 
repair  and  thirty  years  later  has  a recurrence,  is 
this  truly  a recurrence  or  is  this  simply  a second 
cystocele  due  to  the  factors  just  mentioned. 

If  one  believes  that  intact  pelvic  fascia  prevents 
cystocele,  any  change  in  its  physiologic  strength, 
either  trauma  or  atrophy,  may  produce  the  patho- 
logic entity.  Consider  the  postmenopausal  female 
who  develops  a cystocele  with  or  without  prociden- 
tia. Can  one  state  that  this  is  due  to  birth  trauma 
when  she  gave  birth  twenty  to  fifty  years  ago? 
What  supported  the  bladder  all  this  time? 

In  postoperative  care  the  procedures  again  vary 
from  one  gynecologist  to  another.  Some  do  not 
leave  an  indwelling  catheter.  Others  leave  the 
catheter  in  from  one  to  seven  days.  A minicathe- 
ter has  also  been  suggested,  and  recently  suprapub- 
ic cystotomy  has  been  utilized.  The  variety  of 
methods  used  is  as  confusing  as  are  the  various 
surgical  techniques.  The  impression  one  must  get 
is  that  there  is  no  specific  method  of  managing  the 


Pulmonary  platelet  aggregates  associated 
with  sudden  death  in  man 

The  authors  cite  the  cases  of  5 women  and  1 man  ap- 
parently in  good  health  until  immediately  before  death. 
In  3 instances  in  which  deaths  were  witnessed  there  was 
severe  respiratory  difficulty  one  to  thirty  minutes  before 
death.  The  other  3 individuals  were  found  dead:  2 in 
bed  and  1 in  the  bathtub.  In  all  cases  the  finding  was 
platelet  aggregates  in  the  small  pulmonary  arteries  and 
arterioles;  most  aggregates  completely  occluded  the  ves- 
sels, though  some  tended  to  lie  free  within  the  lumens, 
suggesting  emboli  on  their  way  to  impaction  in  smaller 


postoperative  period  and  that  no  one  method  is 
better  than  another. 

Conclusions 

1.  There  are  two  causes  of  cystoceles,  one  due 
to  birth  trauma  and  the  other  due  to  postmeno- 
pausal changes  of  the  pelvic  fascia. 

2.  Varied  techniques  are  utilized  because  none 
has  proved  to  be  completely  satisfactory. 

3.  Postoperative  bladder  drainage  varies  from 
one  gynecologist  to  another. 

630  Ocean  Avenue 
Brooklyn,  New  York  11226 
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vessels.  Deaths  in  these  people  were  attributed  to  p> 
monary  microembolism  because  the  extent  of  vascu  r 
blockage  was  similar  to  that  found  in  experimental  r- 
croembolism  by  fibrin  clots.  But  the  mechanisms  1 
microembolic  death  are  complex  and  still  unsettf . 
The  authors  discuss  the  possibility  of  the  stimulation  f 
postglandin  synthesis,  but  the  cases  reported  here  fail) 
show  any  means  by  which  this  might  happen.  They  d 
pect  findings  will  subsequently  point  the  way  to  ident  - 
cation  of  additional  cases  and  the  possibility  of  uncov  - 
ing  etiologic  agents.  Pirkle,  H.,  and  Carstens,  a 
Science  185:  1602  (Sept.  20)  1974. 
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Since  1958,  when  Donald,  MacVicar,  and  Brown1 
introduced  ultrasound  into  obstetrics  in  Glasgow, 
there  has  been  a rapid  evolution  of  research  into 
growth  and  development  of  the  normal  and  abnor- 
mal fetus  in  utero  using  this  technique. 

Lubchenco  et  al.  in  19632  and  Gruenwald  in 
1966:1  showed  how  important  it  is  to  discriminate 
babies  by  both  weight  and  gestational  age  for 
prognosis  of  future  normal  development.  Usher 
and  McLean  in  19694  correlated  and  described  the 
normal  dimensions  of  human  Caucasian  infants  at 
sea  level  for  similar  purposes. 

As  the  perinatal  approach  to  the  fetus  has  taken 
hold,  both  the  obstetrician  and  pediatrician  have 
come  to  rely  on  an  array  of  sophisticated  biochem- 
ical and  electromechanical  tests  of  fetal  maturity 
and  well-being.  Accurate  interpretation  of  such 
tests  is  dependent  on  accurate  gestational  age  and 
weight  determination.  Since  it  has  been  shown 
that  about  20  per  cent  of  women  cannot  remember 
the  date  of  their  last  menstrual  period5  and  that 


measurement  of  fundal  height  is  not  reliable,6  ul- 
trasound measurement  of  the  biparietal  diameter 
has  been  looked  to  for  objective  pregnancy  dating. 
But  confusion  still  exists  about  the  reliability  of 
biparietal  diameter  gestational  age  and  weight 
predictions.  Published  studies  are  not  uniform,7- 
20  and  hence,  obstetric  intervention  may  as  a re- 
sult still  be  less  than  optimally  timed. 

The  coexistence  of  inaccurately  dated  pregnan- 
cies with  medical  complications  such  as  pree- 
clampsia, hypertension,  diabetes,  Rh-incompatibil- 
ity,  intrauterine  growth  retardation,  placenta  pre- 
via, postmaturity,  or  repeat  cesarean  section,  poses 
perplexing  difficulties  in  the  clinical  decision  as  to 
the  optimal  time  for  delivery. 

The  following  study  was  undertaken  to  compare 
the  Rochester  Regional  Perinatal  Center  experi- 
ence with  those  previously  published  in  the  obstet- 
ric literature. 

Materials  and  methods 

The  data  were  derived  from  338  examinations 
done  on  209  pregnant  patients  in  the  Rochester 
Regional  Perinatal  Center  Ultrasound  Laboratory, 
at  Strong  Memorial  Hospital,  University  of  Roch- 
ester School  of  Medicine,  in  Rochester,  New  York 
over  an  eighteen-month  period.  These  patients 
were  selected  from  a total  group  of  over  1,500  pa- 
tients because  of  their  classifications  as  “normal,” 
singleton,  Caucasian,  and  Negro  women  for  whom 
complete  pre-  and  neonatal  follow-up  was  avail- 
able. Dubowitz  examinations  confirmed  gesta- 
tional age  after  delivery  in  all  cases,  and  caliper 
measurement  of  the  biparietal  diameter  in  the 
nursery  was  also  obtained  in  all  cases. 

Standard  B-scan  ultrasound  biparietal  diameter 
determinations  were  made  using  a Picker  Lamino- 
graph  (Model  102,  Type  564B)  with  electronic  cali- 
pers. At  least  three  readings  were  taken  at  each 
examination  and  were  averaged  to  arrive  at  the  ul- 
trasound biparietal  diameter.  Readings  were  esti- 
mated to  the  nearest  0.5  mm.  Sources  of  error  in 
this  technique  have  been  previously  identified.21'22 
All  data  were  recorded  in  a form  convenient  for 
computer  analysis  in  the  biostatistics  department 
of  the  University  of  Rochester  School  of  Medicine. 

The  electronic  calipers  appear  as  bright  dots  on 
the  oscilloscope  screen  when  turned  on.  Once  the 


TABLE  I.  Comparisons  between  prenatal  sonar  and  postnatal  caliper  biparietal  diameter  readings 


1 

■J 

..<1 

Statistical  Data 

f 

Campbell  and 
Newman12  B-A 
scan  (NPIS  elec- 
tronic calipers) 

Sabbagha  and 
Turner8  B-scan 
(NPIS  electronic 
calipers) 

— dtuay 

Ianniruberto 
and  Gibbons10 
B-scan 

Lee,  Major, 
and  Weingold9 
B-scan 

> 

Hohler  et  al.  B- 
scan  (electronic 
calipers) 

Mean  error  (mm.) 

0.8 

1 

1.5 

2 

1.2 

• T 

Percentage  of  caliper 

92  (65  ± 1 mm.) 

85  (64  ± 1 mm.) 

Not  reported 

Not  reported 

92  (58  ± 1 mm.) 

jtl 

readings  (within  2 mm. 

j] 

of  sonar  reading) 

, 

Correlation  coefficient 

0.98 

0.96 

Not  reported 

Not  reported 

0.98 
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skull  outline  and  the  midline  echo  are  identified, 
these  caliper  dots  can  be  superimposed  over  the 
skull  outlines  and  the  biparietal  diameter  digitally 
read  off  the  caliper  meter.  As  a practical  point, 
the  caliper  dots  are  about  1 mm.  in  size,  so  that  su- 
perimposition of  these  dots  over  the  skull  outline 
on  the  B-scan  is  satisfactory  for  accurate  and  pre- 
cise biparietal  diameter  measurement.  Various 
recommended  techniques  for  measurement  have 
been  tried,7  8 but  they  haven’t  significantly  altered 
our  results  when  used.  The  time  required  to  com- 
plete the  entire  process  varied  from  five  to  ten 
minutes  depending  primarily  on  fetal  position. 

Results 

Ultrasound  versus  caliper  biparietal  diame- 
ter. The  comparison  of  the  sonar  biparietal  di- 
ameter and  actual  biparietal  diameter,  measured 
by  caliper  after  delivery  of  26  patients  by  cesarean 
section  within  twenty-four  hours  of  ultrasound  ex- 
amination to  assess  the  accuracy  and  precision  of 
the  ultrasound  measurements,  was  made  in  our 
laboratory.  Fifty-eight  per  cent  of  these  measure- 
ments were  within  plus  or  minus  1 mm.  of  the  ac- 
tual biparietal  diameter,  and  92  per  cent  were 
within  plus  or  minus  2 mm.  with  a mean  absolute 
error  of  1.2  mm.  The  mean  difference  was  0.7 
mm.,  and  the  standard  deviation  was  1.5  mm. 
The  correlation  coefficient  was  0.98.  Comparison 
of  our  data  with  other  published  studies  is  shown 
in  Table  I. 

Ultrasound  biparietal  diameter  versus  ges- 
tational age.  There  exists  a very  strong  correla- 
tion (r  = 0.945)  between  ultrasound  biparietal  di- 
ameter and  gestational  age.  The  ultrasound  bi- 
parietal diameter  (in  centimeters)  is  computed  by 
multiplying  0.034  times  the  gestational  age  (in 
days)  and  adding  0.026.  The  residual  standard 
deviation  was  0.529.  Regression  of  biparietal  di- 
ameter on  the  logio  gestational  age  was  also  calcu- 


Various  authors  have  reported  different  biparietal 
diameter  growth  curves  for  prediction  of  fetal  age 
and  weight.  Equipment,  population,  and  tech- 
nique differences  account  for  a large  proportion  of 
the  discrepancy  among  published  “normal”  stan- 
dards. Statistical  methodology  and  a priori  as- 
sumptions add  still  further  to  the  difficulty  in  in- 
terpretation of  biparietal  diameter  correlations.  \ 
In  the  Rochester,  New  York  region  the  “normal”  j 
population  has  been  analyzed.  Three  hundred 
thirty-eight  ultrasound  examinations  were  carried 
out  on  209  patients  carefully  selected  for  stature, 
race,  and  general  health.  The  correlation  of  bi- 
parietal diameter  with  gestational  age  was  0.96. 
For  fetal  weight  the  correlation  was  0.75.  Compar- 
ison of  our  statistical  analysis  is  made  with  other 
previous  studies.  The  findings  reemphasize  the 
requirement  that  each  center  calculate  its  own  bi- 
parietal diameter  scale  for  the  clinical  manage- 
ment of  patients. 


lated.  In  this  equation  the  ultrasound  biparietal 
diameter  (in  centimeters)  equals  15.355  multiplied 
by  the  logio  of  the  gestational  age  in  days  minus 
28.15.  The  residual  standard  deviation  equals 
0.480;  r equals  0.955.  The  regression  on  logio 
gestational  age  provided  a slightly  better  fit  both 
visually,  on  the  scatter  plot  of  points,  and  statisti-  I 
cally,  with  lower  residual  standard  deviation  and 
higher  correlation.  Either  equation  can  be  invert- 
ed for  use  in  estimating  gestational  age  based  on 
an  ultrasound  biparietal  diameter.  Approximate 
confidence  intervals  for  such  prediction  are  as  fob  I 
lows:  70  per  cent  within  plus  or  minus  sixteen 

days,  and  80  per  cent  within  plus  or  minus  twenty 
days.  This  did  not  improve  by  doing  more  exami- 
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FIGURE  1.  Rochester  Regional  Perinatal  Center  Ultrasound  Laboratory  test  results.  (A)  Ultrasound  biparietal  diametc 
versus  gestational  age  (N  = 619).  (B)  Ultrasound  biparietal  diameter  versus  fetal  weight  (N  = 376). 
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TABLE  II.  Mean  growth  rate  of  biparietal  diameter 
for  thirty-four  to  forty  weeks 


Authors 

Centi- 

meters 

Millimeters 
per  Week 

Campbell  and  Newman12 

0.81 

1.35 

Willocks  and  Dunsmore23 

0.8 

1.35 

Sabbagha  and  Turner11 

1.15 

1.91 

Lee,  Major,  and  Weingold9 

1.1 

1.83 

Varma1 5 

1.0 

1.67 

Hohler  et  al. 

1.08 

1.82 

TABLE  IV.  Fetal  weight-biparietal  diameter 


correlation:  confidence 

intervals  for  normal  pregnancy 

Confidence 

Actual  Fetal 

Interval 

Weight 

(Per  Cent) 

(Gm.) 

95 

±874 

90 

±733 

80 

±571 

nations  on  the  same  patient.  The  normal  biparie- 
tal diameter  versus  gestational  age  curve  for  the 
Rochester  region  is  shown  in  Figure  1A. 

Biparietal  diameter  growth  rate.  The  linear 
regression  formulas  for  biparietal  diameter  versus 
gestational  age  before  and  after  thirty  weeks'  ges- 
tation are: 

Gestational  age  96  — 201  days  (N  = 45) 
Ultrasound  biparietal  diameter  = 0.046  (gestational 
age)  -1.8 

(Residual  standard  deviation  = 0.418) 

Gestational  age  203  days  (N  = 130) 

Ultrasound  biparietal  diameter  = 0.026  (gestational 
age)  + 2.3 

(Residual  standard  deviation  = 0.400) 

i 

These  were  calculated  to  study  growth  rates. 
The  mean  growth  rate  during  normal  pregnancy 
from  fifteen  to  thirty  weeks  gestation  was  3.2  mm. 
per  week  and  from  thirty-one  to  forty  weeks  was 
1.8  mm.  per  week.  A comparison  of  these  calcu- 
lated rates  with  other  published  series  is  shown  in 
Table  II.  The  mean  biparietal  diameter  values  for 
thirty-two  to  forty  weeks  in  6 studies  are  shown  in 
Table  III. 

Biparietal  diameter  versus  fetal  weight. 

The  ultrasound  biparietal  diameter-fetal  weight 
correlation  was  not  as  good  as  the  ultrasound  bi- 
parietal diameter-fetal  gestational  age  correlation. 
The  correlation  coefficient  was  only  0.75.  The  re- 
gression formula,  for  ultrasound  biparietal  diame- 
ter obtained  within  forty-eight  hours  of  delivery, 
was:  fetal  weight  (in  grams)  equals  894  (biparietal 
diameter  in  centimeters)  — 5,075;  residual  stan- 
dard deviation  equals  434.  The  range  of  biparie- 
tal diameters  was  from  6.8  to  10.7  cm.;  the  birth 
; weights  ranged  from  1,010  to  5,020  Gm.  Compari- 
son with  other  published  formulas  is  as  follows: 


TABLE  III.  Biparietal  diameter  in  centimeters 


Age  in 
Weeks 

Gamp- 

bell 

and 

New- 

man12 

Wil- 

locks 

and 

Duns- 

more23 

Study 

Sab- 

bagha 

and 

Turner8 

Lee, 

Major, 

and 

Wein- 

gold9 

N 

Hoh- 
ler 
et  al. 

32 

8.6 

8.6 

8.0 

7.8 

7.9 

34 

9.0 

9.0 

8.5 

8.0 

8.3 

36 

9.3 

9.3 

8.9 

8.6 

8.8 

38 

9.6 

9.6 

9.3 

8.7 

9.3 

40 

9.8 

9.8 

9.6 

9.1 

9.7 

TABLE  V.  Confidence  intervals  for  ultrasound 
biparietal  diameter  at  2,500  Gm. 


Confidence 

Biparietal 

Interval 

Diameter 

(Per  Cent) 

(cm.) 

95 

9.3 

90 

9.1 

80 

8.9 

70 

8.7 

Sabbagha  and  Turner8 

Fetal  Weight  in  Grams  = 933  (Biparietal  Diameter 
in  Centimeters)  — 5,676 
(Residual  Standard  Deviation  = 404) 

(Correlation  Coefficient  = 0.68) 

Thompson  and  Makowski1 

Fetal  Weight  in  Grams  = 1,060  (Biparietal  Diame- 
ter in  Centimeters)  — 6,575 
(Residual  Standard  Deviation  = 484) 

(Correlation  Coefficient  not  reported) 

Heilman  et  a l.21 

Fetal  Weight  in  Grams  = 722  (Biparietal  Diameter 
in  Centimeters)  — 3,974 
(Residual  Standard  Deviation  not  reported) 
(Correlation  Coefficient  = 0.76) 

Hohler  et  al. 

Fetal  Weight  in  Grams  = 894  (Biparietal  Diameter 
in  Centimeters)  — 5,075 
(Residual  Standard  Deviation  = 434) 

(Correlation  Coefficient  = 0.75) 

Eighty  per  cent  of  the  time  the  actual  fetal 
weight  could  be  estimated  within  571  Gm.  Confi- 
dence intervals  are  seen  in  Table  IV. 

Of  clinical  interest  is  the  biparietal  diameter 
which  indicates  the  attainment  of  a weight  of  2,500 
Gm.  The  ultrasound  biparietal  diameter  indicat- 
ing a weight  of  at  least  2,500  Gm.  at  various  confi- 
dence levels  is  shown  in  Table  V.  A comparison  of 
our  90  per  cent  confidence  level  with  other  pub- 
lished data  is  shown  in  Table  VI. 

Biparietal  diameter  versus  race  and  fetal 
weight.  Since  our  population  was  heterogeneous, 
we  examined  the  Caucasian  and  Negro  pregnan- 
cies separately.  Although  there  were  some  differ- 
ences in  weight,  biparietal  diameter,  and  gesta- 
tional age  at  term,  there  was  no  significant  statisti- 
cal difference  in  the  relationships  between  biparie- 
tal diameter  and  gestational  age  for  the  Caucasian 
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TABLE  VI.  Minimum  biparietal  diameter 
for  fetal  weight  of  2,500  Gm.* 


Study 

Thompson  and  Makowski7 
Lee,  Major,  and  Weingold9 
Ianniruberto  and  Gibbons10 
Sabbagha  and  Turner8 
Dewhurst,  Beazley,  and  Campbell11 

Hohler  et  al. 


■"Confidence  interval  90  per  cent. 


Biparietal 
Diameter  (cm. ) 


8.3 
8.6 
8.7 

9.4 

Doubts  this 
relationship 
9.1 


and  Negro  patients.  The  graphic  depiction  of  the 
ultrasound  biparietal  diameter-fetal  weight  rela- 
tionship for  the  entire  population  is  seen  in  Figure 
IB. 

Comment 

Many  complex  variables,  including  maternal 
stature,  nutrition,  and  concurrent  disease  states, 
as  well  as  numerous  fetal  and  placental  factors 
bear  on  the  actual  biparietal  diameter  and  fetal 
weight  at  any  stage  of  gestat  ion. 

Ultrasonic  biparietal  diameter  measurement  is 
the  most  accurate  fetal  measurement  that  can  be 
obtained  antenatally.  It  is  a measurement  tech- 
nique which  is  difficult  and  demands  experience 
and  care.  While  the  precision  of  the  technique  is 
excellent,  this  has  in  the  past  been  mistaken  for 
accuracy  which  can  lead  to  erroneous  clinical  as- 
sumptions. Errors  are  a constant  problem,  espe- 
cially when  examinations  are  performed  by  more 
than  one  observer.  The  entire  measurement  pro- 
cedure is  still  quite  subjective  and  relies  on  the  op- 
erator for  perseverance  in  obtaining  the  “true”  bi- 
parietal diameter.  Beyond  this,  commercial  man- 
ufacturers have  made  some  resolution-attenuation 
“trade-offs”  in  selecting  transducers  and  frequen- 
cies for  diagnostic  ultrasound,  and  the  velocity  of 
sound  through  the  pregnant  uterus  has  been  as- 
sumed to  be  1,540  M.  per  second,  which  may  not 
be  the  actual  velocity.  Since  points  on  an  ultra- 
sound beam  are  separated  in  time,  not  distance, 
this  error  is  not  correctable  by  experience.  Stan- 
dardization of  equipment  and  technique,  as  well  as 
uniform  operator  training,  are  currently  lacking  in 
many  areas.  Further  technologic  innovations, 
such  as  the  use  of  computer-assisted  biparietal  di- 
ameter measurement  employing  a real-time,  gray- 
scale B-scan  ultrasound  transducer  array,  are 
being  researched  at  this  center  to  make  the  mea- 
surement of  the  biparietal  diameter  more  objec- 
tive, less  operator  and  experience  dependent,  and 
to  reduce  error  to  a minimum  in  measurement  of 
this  important  fetal  parameter. 

On  the  basis  of  the  reference  data  presented  in 


this  study,  evaluation  of  individual  fetal  growth  in 
high-risk  pregnancies  is  currently  being  investi- 
gated. 

Department  of  Obstetrics  and  Gynecology 
University  of  Rochester 
601  Elmwood  Avenue 
Rochester,  New  York  14642 
(DR.  HOHLER) 
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If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

*'  (ERYTHRITYL TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pam  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  In  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming). 

1 Russek  HI  AM  J M Sc  239  478,  1960 

/ Burroughs  Wellcome  Co. 

-■*  ‘ ‘ / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


'Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate*  (eryth- 
rityl  tetramtrate)  in  48-patient 
study1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available. 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years'  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon  also  helps  re- 
duce need  for  nitroglycerin. 


377 


Second  Neoplasms 
with  Chronic 
Lymphocytic  Leukemia 

HOUSHANG  MOAYERI,  M.D.a 

Buffalo,  New  York 

TIN  HAN,  M.D.b 

Buffalo,  New  York 

LEON  STUTZMAN,  M.D.b 

Buffalo,  New  York 

JOSEPH  E.  SOKAL,  M.D.C 

Buffalo,  New  York 

From  the  Department  of  Medicine  B,  Roswell  Park  Memorial 
Institute,  State  of  New  York  Department  of  Health. 
a Cancer  Research  Clinician. 
b Associate  Chief  Cancer  Research  Clinician. 
c Chief  Cancer  Research  Clinician. 


The  coincidence  of  leukemia  and  another  malig- 
nant neoplasm  is  believed  to  have  been  first  re- 
corded by  Whipham  in  1878. 1 Since  that  time, 
there  have  been  many  publications  on  the  associa- 
tion of  CLL  (chronic  lymphocytic  leukemia)  with 
other  tumors.  These  include  case  reports  of  1 or  a 
few  patients,2-11  as  well  as  analyses  of  series  of 
some  size.12-24  An  increased  incidence  of  other 
neoplasms  among  patients  with  CLL  has  been  re- 
ported by  many  investigators, 12-14,16_18, 20,21,24  but 
disputed  by  others.14,23  Berg13  and  Gunz  and 
Angus17  found  an  increased  incidence  only  of  skin 
cancer;  when  skin  sites  were  excluded,  the  inci- 
dence of  second  malignant  conditions  was  not  sig- 
nificantly higher  than  expected.  However, 
Hyman18  and  Manusow  and  Weinerman21  ob- 
served an  increased  incidence  of  additional  neo- 
plasms, even  after  excluding  skin  cancer. 

Materials  and  methods 

The  charts  of  all  patients  with  a diagnosis  of 
CLL  who  were  admitted  to  the  Roswell  Park  Me- 
morial Institute  from  January  1,  1951,  to  Decem- 
ber 31,  1971,  were  reviewed.  The  great  majority  of 
these  patients  resided  in  Western  New  York  State. 
Patients  classified  as  “lymphosarcoma  cell  leuke- 
mia” were  excluded. 25_2‘  The  diagnosis  of  CLL 
was  accepted  in  191  cases.  Of  these,  133  were 
males,  and  58  were  females.  Their  ages  at  the 
time  of  diagnosis  ranged  from  thirty-eight  to 
eighty-five  years,  with  a median  of  sixty-three 
years. 

The  diagnosis  of  an  additional  malignant  neo- 
plasm was  accepted  only  when  it  was  confirmed  by 
histologic  examination.  Recurrent  skin  carcino- 


TABLE  I.  Additional  malignant  conditions 
in  45  patients  with  CLL 


Site 

Number  of  Additional 

, Malignant  Conditions  Observed ■, 

Con- 

Prior  comitant  After 

to  CLL  with  CLL*  CLL  Total 

Skin 

1 

5 

8 

14 

Lung 

0 

2 

9t 

11 

Colon  and 

0 

3 

3 

6 

rectum 

Prostate 

0 

2 

2 

4 

Malignant 

1 

0 

1 

2 

melanoma 

Breast 

1 

0 

1 

2 

Mycosis 

0 

0 

2 

2 

fungoides 

Others** 

1 

5 

5 

11 

— 

— 

— 

— 

Totals 

4 

17 

31 

52 

* Diagnosed  simultaneously  or  within  the  first  six  months  after 
the  diagnosis  of  CLL. 

T Two  of  these  were  occult  lesions  diagnosed  incidentally  at 
autopsy. 

**One  each:  esophagus,  stomach,  kidney,  Hodgkin’s  disease, 
cervix  uteri,  thyroid,  ovary,  lip,  pyriform  sinus,  epiglottis,  vocal 
cord. 


mas  of  either  basal  or  squamous  cell  type  were 
counted  as  single  neoplasms. 

For  calculation  of  incidence  rates  of  second  neo- 
plasms, tumors  diagnosed  prior  to  CLL  and  occult 
lesions  diagnosed  incidentally  at  autopsy  were  ex- 
cluded. Determination  of  the  person-years  of  ex- 
posure for  these  patients  was  made  for  the  years 
1951  to  1971  as  suggested  by  Watson.28  Cancer 
incidence  was  calculated  according  to  sex  and  age. 
The  year  1967  was  chosen  as  a reference  year  for 
comparisons  with  data  for  cancer  incidence  in  the 
general  population.  Our  data  were  compared  with 
statistics  for  the  incidence  of  all  malignant  neo- 
plasms in  New  York  State,  excluding  New  York 
City,29  and  with  statistics  for  the  incidence  of  indi-  i 
vidual  types  of  cancer  in  Connecticut.30  Connect- 
icut statistics  were  used  for  the  latter  because  such 
information  was  not  available  for  New  York  State 
according  to  age. 

Statistical  analyses  were  performed  by  the  chi- 
square  test  with  one  degree  of  freedom. 

Results 

Among  the  191  patients  with  CLL,  45,  36  male 
and  9 female,  were  found  to  have  52  additional 
malignant  conditions  (Table  I).  Thirty-nine  pa- 
tients had  1,  5 had  2,  and  1 had  3 additional  neo- 
plasms. Of  these  lesions,  4 were  diagnosed  prior 
to  the  diagnosis  of  CLL  and  17  within  six  months 
after  the  diagnosis  of  CLL.  Thirty-one  additional 
neoplasms  were  found  from  seven  to  one  hundred 
fifty-four  months,  an  average  of  forty-four  months, 
after  the  diagnosis  of  CLL.  After  exclusion  of 
neoplasms  diagnosed  prior  to  CLL  and  neoplasms 
found  incidentally  at  autopsy  which  were  not  pro- 
ducing clinical  signs  or  symptoms,  we  were  left 
with  41  patients  who  had  44  additional,  clinically 
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TABLE  II.  Person-years  of  observation  and  incidence 
of  additional  neoplasms  among  191  patients  with  CLL 


Age 

(Years) 

--Years  of  Observation-. 
Male  Female  Total 

--Second  Neoplasms-. 
Ob- 
served Expected* 

<40 

3 

0 

3 

0 

0.0026 

40  to  49 

44 

13 

57 

0 

0.15 

50  to  59 

223 

39 

262 

8 

1.57 

60  to  69 

268 

156 

4 24 

24 

4.74 

70  to  79 

161 

142 

303 

11 

5.32 

80  + 

42 

64 

106 

1 

2.53 

Totals 

741 

414 

1,155 

44 

14.3126 

* According  to  statistics  for  New  York  State  excluding  New 
York  City. 


overt  histologically-proved  malignant  conditions; 
these  were  used  for  calculation  of  incidence  rates 
of  second  neoplasms.  Diagnosis  of  these  addition- 
al malignant  conditions  was  established  prior  to 
death  in  all  but  3 cases;  in  these,  there  was  strong 
clinical  suspicion,  confirmed  by  autopsy. 

The  most  common  additional  lesions  among 
these  41  patients  were  cancer  of  the  skin  and  lung, 
among  males.  Skin  cancer  was  the  second  neo- 
plasm in  11  cases  and  the  third  in  2 cases.  Overt 
lung  cancer  was  found  in  9 cases;  in  addition,  the 
two  excluded  occult  neoplasms  were  both  carcino- 
mas of  the  lung.  Lesions  of  the  colon  and  rectum 
were  third  in  frequency  for  both  sexes.  Additional 
neoplasms  were  more  common  among  the  male  pa- 
tients due  to  the  lesions  of  skin  and  lung. 

There  were  741  person-years  of  observation  for 
males  and  414  person-years  for  females,  for  a total 
of  1,155  person-years  of  exposure  to  the  risk  of  a 
second  neoplasm  among  the  CLL  patients  (Table 
II).  The  peak  incidence  rate  of  such  lesions, 
among  both  sexes,  was  in  the  age  group  of  sixty  to 
sixty-nine.  Among  patients  over  seventy-nine,  the 
incidence  of  second  neoplasms  was  lower  than  ex- 
pected from  statistics  for  the  general  population. 
The  expected  number  of  additional  primary  le- 
sions, according  to  reported  incidence  rates  for 
New  York  State,  was  14.3.  The  difference  be- 
tween this  figure  and  the  observed  number  is  high- 
ly significant  (p  <0.001).  When  skin  cancers  were 
excluded,  the  number  of  second  neoplasms,  31 
among  30  patients,  was  still  significantly  higher  (p 
<0.005)  than  would  have  been  predicted  by  inci- 
dence rates  for  Connecticut;  it  was  13.9. 

Seven  patients  were  referred  to  this  Institute 
primarily  because  of  manifestations  of  their  con- 
comitant nonhematologic  neoplasms.  When  both 
these  and  the  patients  with  skin  cancer  were  ex- 
cluded, the  incidence  of  additional  neoplasms  in 
23  patients  was  still  higher  than  expected  (p 
<0.01).  However,  when  9 other  neoplasms  found 
during  the  first  six  months  of  study  at  our  center 
were  also  excluded,  significant  difference  from  the 
general  population  was  no  longer  recorded.  A 
total  of  14  visceral  neoplasms  were  detected  in  this 
patient  population  more  than  six  months  after  re- 


Of 191  patients  with  typical  CLL  (chronic  lympho- 
cytic leukemia)  admitted  to  the  Roswell  Park  Me- 
morial Institute  during  1951  to  1971,  41  had  a total 
of  44  additional  overt  malignant  neoplasms  con- 
comitantly with  or  after  the  diagnosis  of  CLL. 
This  was  substantially  more  than  the  number  ex- 
pected from  statistics  for  the  general  population  (p 
<0.001).  After  excluding  skin  cancer,  there  were 
30  patients  with  31  additional  neoplasms,  still  sig- 
nificantly more  than  the  expected  number  (p 
<0.005).  However,  most  of  the  excess  neoplasms 
were  recorded  during  the  first  six  months  after  di- 
agnosis of  CLL  and/or  referral  to  our  institution; 
the  incidence  during  subsequent  follow-up  in  our 
clinic  was  only  slightly  greater  than  expected  (p 
> 1).  Thus,  it  is  quite  possible  that  the  frequency 
of  cancer  in  this  series  reflected  the  operation  of 
selection  factors  influencing  referral  of  patients 
with  CLL  to  a major  cancer  center,  rather  than  a 
higher  incidence  of  additional  neoplasms  among 
patients  with  this  disease.  It  is  evident  that  stud- 
ies of  primary  patient  populations  will  be  neces- 
sary to  provide  a definitive  answer  to  this  question. 
The  patients  in  this  study  who  developed  second 
neoplasms  did  not  have  more  intensive  chemother- 
apy for  CLL,  more  abnormalities  in  serum  globu- 
lins, nor  a higher  incidence  of  skin  test  anergy  to 
recall  antigens  than  those  who  did  not. 


ferral  to  our  Institute;  the  expected  number  in  945 
person-years  of  observation  was  11.2  (p  >0.10). 
Even  after  all  of  these  exclusions,  however,  a dis- 
tortion of  the  age-incidence  data  remained.  Peak 
cancer  incidence  rates  were  recorded  in  the  sixty 
to  sixty-nine-year  age  group  with  344  patient- 
years  of  observation  and  10  cancers,  w'ith  an 
abrupt  decline  in  the  seventy  to  seventy-nine-year 
group  with  232  patient-years  and  2 cancers.  No 
new  neoplasms  were  seen  after  age  seventy-nine, 
but  there  were  only  86  patient-years  of  observa- 
tion in  this  group. 

Other  correlations.  Antileukemic  therapy  has 
been  incriminated  as  producing  a direct  oncogenic 
effect  or  increasing  the  incidence  of  neoplasia  by 
immunosuppression.13’18  However,  when  patients 
whose  second  neoplasms  were  diagnosed  concomi- 
tantly with  CLL  were  excluded,  no  significant  dif- 
ferences were  seen  between  patients  with  and 
without  second  neoplasms,  in  duration  or  amount 
of  therapy  (Table  III). 

Sixteen  patients  with  additional  neoplasms  and 
58  without  second  malignant  conditions  had  had 
gamma  globulin  determinations  at  the  time  of  ini- 
tial workup  at  our  Institute.  Most  patients  in 
both  groups  had  normal  levels  of  gamma  globulin, 
and  abnormal  values  were  not  found  more  com- 
monly among  those  who  developed  second  neo- 
plasms. 
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TABLE  III.  Treatment  status  and  immunologic 
parameters  prior  to  appearance  of  second  neoplasms 


' Second  Neoplasms-^ 

Patients 

Patients 

With 

Without 

Parameter 

(Per  Cent) 

(Per  Cent) 

Prior  treatment  for  CLL 

68 

78* 

Hypogammaglobulinemia 

13 

26 

Hypergammaglobulinemia 

13 

14 

Skin  test  anergy 

19 

23 

* Includes  that  therapy  given  within  forty-four  months  from 
diagnosis,  the  mean  time  to  tumor  appearance  among  patients 
with  second  neoplasms  after  CLL. 


Sixteen  of  the  patients  with  additional  neo- 
plasms had  had  measurements  of  delayed  hyper- 
sensitivity responses  to  common  recall  antigens  at 
the  time  of  initial  workup  in  our  department.  The 
incidence  of  skin  test  anergy  in  this  group  was  not 
significantly  higher  than  among  similar  tested  pa- 
tients who  did  not  develop  second  neoplasms. 

Survival.  Sixteen  of  the  41  CLL  patients  with 
second  neoplasms  died  of  causes  directly  related  to 
the  second  malignant  condition,  usually  within  six 
months  of  its  diagnosis.  Six  patients  died  of  leu- 
kemia, 5 of  other  causes,  and  4 of  unknown  cause. 
One  patient  was  lost  to  follow-up,  and  9 are  still 
alive.  The  median  survival  of  these  41  patients 
was  sixty  months  from  the  diagnosis  of  CLL,  not 
shorter  than  that  of  patients  without  second  neo- 
plasms, as  shown  in  Figure  1,  and  indicating  that 
the  fatal  cancers  tended  to  become  manifest  dur- 
ing the  later  stages  of  CLL.  Median  survival  fol- 
lowing the  diagnosis  of  a second  malignant  condi- 
tion was  thirty-one  months;  this  relatively  long  pe- 
riod is  due  in  large  part  to  the  inclusion  of  skin 
cancers. 

Comment 

There  has  been  considerable  controversy  over 
the  question  of  whether  patients  with  CLL  are  un- 
usually susceptible  to  the  development  of  addi- 
tional neoplasms.  Many  of  the  reports  dealing 
with  this  subject  have  not  applied  appropriate  sta- 
tistical methods  to  their  data  such  as  calculation  of 
person-years  of  exposure  by  age  group  and  exclu- 
sion of  neoplasms  diagnosed  prior  to  the  appear- 
ance of  CLL  and  of  occult  neoplasms  found  at  au- 
topsy. In  addition,  in  comparing  cancer  incidence 
in  a carefully  studied  patient  population  with  data 
in  tables  of  vital  statistics,  it  is  necessary  to  ex- 
clude from  consideration  such  lesions  as  skin  can- 
cers, which  often  are  not  reported  to  official  agen- 
cies. 

Among  the  authors  who  used  relatively  sophisti- 
cated techniques  to  analyze  their  data,  two  groups 
found  an  increased  incidence  of  visceral  neo- 
plasms,18-21 while  three  did  not.13,17-23  On  superfi- 
cial examination,  our  data  would  appear  to  sup- 
port an  increased  susceptibility  to  cancer  among 
patients  with  CLL  (Table  II).  However,  when  we 
examined  the  time  relationship  between  the  diag- 
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FIGURE  1.  Survival  from  diagnosis  of  CLL  among  pa- 
tients with  and  without  additional  neoplasms,  and  from  di- 
agnosis of  second  neoplasm  among  former.  Relatively 
long  median  survival  after  diagnosis  of  second  neoplasms 
reflects  inclusion  of  1 1 skin  cancers. 

nosis  of  CLL  and  of  the  additional  neoplasms,  it 
became  apparent  that  our  data  were  quite  skewed. 
Too  many  of  the  additional  lesions  were  diagnosed 
within  a few  months  of  referral  of  patients  to  our 
Institute.  This  temporal  association  could  have 
fundamental  significance.  For  example,  it  could 
reflect  the  action  of  a multipotential  oncogenic 
virus.  In  animals,  some  viruses  can  produce  both 
leukemia  and  other  neoplasms.31-32  On  the  other 
hand,  it  could  simply  reflect  selection  for  referral 
to  our  Institute.  Patients  who  are  not  doing  well 
are  more  likely  to  be  referred  to  centers  like  ours 
than  patients  who  pose  no  problem  for  the  pri- 
mary physician.  In  7 cases,  we  know  that  mani- 
festations of  the  concomitant  neoplasms  were  the 
reason  for  referral  rather  than  the  presence  of 
CLL.  We  do  not  know  in  how  many  others  this 
also  played  a role.  Such  clustering  of  second  neo- 
plasms was  not  observed  in  the  series  of  Manusow 
and  Weinerman,21  however,  as  indicated  by  per-  - 
sonal  communication.  Therefore,  their  findings  ( 
cannot  be  criticized  on  the  basis  of  this  type  of  se- 
lection. 

An  unexpected  finding  in  this  study  was  the  ob- 
servation that  the  incidence  of  cancer  peaked  in 
the  seventh  decade  among  our  patients  and  fell]  I 
progressively  thereafter  (Table  II).  While  it  is 
possible  that  CLL  might  lead  to  a shift  in  the  age , 
incidence  of  cancer,  which  normally  increases  pro 
gressively  with  advancing  age,  this  might  also  re 
suit  from  selection  for  referral  to  our  Institute 
An  elderly  patient  known  to  have  a fatal  disease 
such  as  CLL,  whose  clinical  status  is  only  fair,  per 
haps,  because  of  the  presence  of  an  undiagnosec 
second  neoplasm,  is  likely  to  be  allowed  to  diJ 
peacefully  in  the  local  community.  Patients  ii 
better  status,  without  visceral  cancer,  might  b 
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4 deemed  candidates  for  referral  to  a distant  center, 
despite  their  age. 

We  conclude  that  regardless  of  the  sophistica- 
| tion  of  the  analytical  techniques  used,  data  from 
i major  referral  centers  cannot  be  relied  on  to  an- 
I swer  questions  such  as  this.  Patient  populations 
at  such  centers  are  not  sufficiently  representative 
I of  the  much  larger  population  from  which  they  are 
drawn  to  provide  valid  data.  CLL  may  or  may  not 
> be  associated  with  an  increased  risk  of  other  neo- 
plasms. Only  studies  of  carefully  defined  primary 
populations,  such  as  the  Framingham  study,  can 
provide  a definitive  answer  to  this  question.  Fol- 
I low-up  of  patients  w'ith  CLL  identified  in  inten- 
sive  community  cancer  surveys,  such  as  the  Na- 
1 tional  Cancer  Survey,  should  also  provide  useful 
s data,  although  not  as  definitive. 

Although  this  study  has  failed  to  answer  the 
t;  question  toward  which  it  was  directed,  some  of  our 
I observations  may  be  instructive  to  others.  Most 
1 importantly,  it  was  embarrassing  to  find  that  al- 
though these  patients  were  seen  at  frequent  inter- 
|l  vals  by  experienced  oncologists,  several  of  the  vis- 
|i  ceral  neoplasms  in  this  series  were  not  diagnosed 
I until  they  had  reached  advanced  stages.  In  retro- 
|i  spect,  it  appears  that  symptoms  and  signs  which 
( might  have  led  to  earlier  diagnosis  of  a second  neo- 

* plasm  were  erroneously  attributed  to  CLL.  Moer- 
( tel  and  Hagedorn22  also  reached  this  conclusion. 
1 This  emphasizes  the  necessity  to  be  alert  for  mani- 
I festations  of  other  neoplasia  among  such  patients 
I and  to  undertake  appropriate  diagnostic  studies 

early. 

The  association  between  neoplastic  disease  and 
impaired  cell-mediated  immunity  is  well  known. 
I We  have  demonstrated  such  impairment  in  lung 
i cancer33  and  in  CLL,  especially  in  its  later 

• stages.34,35  Thus,  it  seemed  reasonable  to  look  for 
i a correlation  between  immunologic  defects  and  the 
! occurrence  of  second  neoplasms,  especially  lung 
■ cancer,  in  CLL.  However,  we  could  not  document 

any  relation  to  immunodepressant  antileukemic 
therapy,  abnormalities  of  gamma  globulin,  or  de- 
fective delayed  hypersensitivity.  The  lack  of  cor- 
relation with  abnormal  serum  globulin  levels  is  not 
i surprising.  Such  abnormalities  are  common  in 
CLL.  but  we  know  of  no  evidence  linking  high  or 
I low  globulin  levels  with  an  increased  risk  of  cancer. 
On  the  other  hand,  a correlation  with  the  status  of 
delayed  hypersensitivity  responses  might  have 
been  expected.  However,  we  tested  recall  delayed 
skin  test  responses  only  and  not  capacity  for  de 
novo  sensitization.  The  latter  has  been  found  to 
be  a much  better  indicator  of  tumor  resistance, 
and  patients  who  exhibit  recall  responses  may  fail 
sensitization  tests.  Thus,  although  we  found  that 
only  a few  of  our  patients  with  second  neoplasms 
were  anergic,  a larger  number  could  have  had  sig- 
nificant loss  of  antitumor  defenses.  A high  degree 
of  immunosuppression  by  drugs,  as  in  kidney 


transplant  recipients,  is  known  to  be  associated 
with  an  increased  risk  of  neoplasia.  However,  the 
chemotherapy  schedules  we  used  for  maintenance 
therapy  of  CLL  do  not  produce  such  major  loss  of 
cellular  immune  defenses,  and  we  would  not  have 
expected  these  schedules  to  be  associated  with  a 
significantly  increased  incidence  of  new  neo- 
plasms. 
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EUGENE  FOLDESM.D. 
7 East  85th  Street 
New  York,  New  York  10028 

The  hucksters 


To  the  Editor:  Imagine  being  able  to  get  trading 

stamps  when  paying  for  your  appendectomy!  Who 
could  refuse  an  allergist  using  the  shortest,  skinniest 
needle  weekly  while  dispensing  a drinking  glass  with 
each  shot! 

Oh,  Federal  Trade  Commission,  you  may  open  Pan- 
dora’s box  on  February  9,  1976,  but  are  you  prepared  for 
the  evils  that  shall  be  expelled? 

At  one  time  physicians  did  advertise.  The  Rochester 
New  York  Telegraph,  July  14,  1818,  ran  this  advertise- 
ment: 

“Dr.  H.  Carver 

INFORMS  the  public  that  he  has  set 

tied  himself  as  a 

Physician  & Surgeon, 

at  Murray  four  corners,  where  he  will  at 

tend  to  all  calls  both  in  the  practice  of  phys 

ic  and  surgery,  and  particularly  to  an  op 

erations  in  surgery. 

HARTWELL  CARVER 
Murray,  July  9,  1818” 

In  1767  Kings  College  in  New  York  City  had  a formal 
medical  faculty  but  no  western  New  York  area  institu- 
tions offered  medical  degrees  or  formal  study  when 
Carver  advertised.  Medicine  was  learned  by  appren- 
ticeship. 

‘Analytical  physicians’  travelled  a circuit  and  dis- 
pensed The  Grecian  Fancheronian  Drops  that  positively 
cured  liver  complaints,  as  cash,  health,  and  peace  de- 
parted ‘patients.’ 

“I  believe  there  is  not  a town  or  city  in  this  State,  in 
which  there  is  not  more  money  paid  to  irregular  practi- 
tioners of  various  names  and  for  nostrums  and  patent 
medicines,  than  is  received  by  regularly  educated  physi- 
cians of  those  towns  and  cities  and  I am  inclined  to 
think  the  number  of  diseases  partially  treated  and  mal- 
treated in  this  random  way  is  fully  as  great  as  those  sub- 
mitted to  more  rational  treatment.”  Good  Lord,  these 
words  were  said  in  1858!  (“History  of  Medicine  County 
of  Monroe,”  Cooksley,  reference  page  16).  Nineteenth 
century  physicians  formed  a society  to  help  educate  and 
protect  the  public.  The  A.M.A.’s  prohibition  of  adver- 
tising qualifications,  services,  and  prices  will  be  ques- 
tioned February  9,  1976!! 

Step  right  up,  folks.  My  slender  fingers  can  perform 
surgery  more  delicately  than  my  competitors.  If  not 
satisfied  with  the  results,  I’ll  give  one  free  operation  to 
any  family  member. 

Won’t  the  F.T.C.’s  bid  come  to  that?  Isn’t  Bayer  as- 
pirin more  costly  than  a pharmacy  brand  BECAUSE  it 
has  to  recoup  its  advertising  expenses?  Alfred  Dough- 
erty, Jr.,  deputy  directory  of  t he  Bureau  of  Competition 
said,  “We  believe  that  bans  on  advertising  affect  prices. 
The  amount  is  not  something  we  can  speculate  on.  But 
we  believe  the  amount  would  he  substantial.”  (Decem- 
ber 23,  1975,  The  Times  Union  newspaper)  Hasn’t  he 
read  “The  Medicine  Show”  by  the  editors  of  “Consumer 
Reports”?  “ . . . all  aspirin  is  pretty  much  the  same 

continued  on  page  472 


DARVOCET-N*  100 

propoxyphene  napsylate  with  acetaminophen 

Indication:  For  the  relief  of  mild  to  moderate  pain,  either  alone  or  accompanied  by 
fever. 

Contraindications:  Hypersensitivity  to  propoxyphene  or  to  acetaminophen 
Warnings:  Drug  Dependence— Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics  The  abuse  liability 
of  propoxyphene  is  qualitatively  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine. 

Usage  in  Ambulatory  Patients— Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  for  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery.  The  patient  should  be  cautioned  accord- 
ingly 

Usage  in  Pregnancy— Safe  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

Usage  in  Children— Propoxyphene  is  not  recommended  for  use  in  children,  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group. 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrine  The  central-nervous- 
system  depressant  effect  of  propoxyphene  may  be  additive  with  that  of  other  C N S 
depressants 

Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation, 
nausea,  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  if 
the  patient  lies  down 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes, 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  dis- 
turbances 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  has 
caused  toxic  psychoses  and  convulsions  ( 011375]  I 
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propoxyphene  hydrochloride,  aspirin,  phenacetin,  and  caffeine 


Indication:  For  the  relief  of  mild  to  moderate  pain 

Contraindication:  Hypersensitivity  to  propoxyphene,  aspirin,  phenacetin,  or  caf- 
feine 


Warnings:  Drug  Dependence—  Propoxyphene  can  produce  drug  dependence 
characterized  by  psychic  dependence  and,  less  frequently,  physical  dependence 
and  tolerance  Propoxyphene  will  only  partially  suppress  the  withdrawal  syndrome  in 
individuals  physically  dependent  on  morphine  or  other  narcotics  The  abuse  liability 
of  propoxyphene  is  qualitative!/  similar  to  that  of  codeine  although  quantitatively 
less,  and  propoxyphene  should  be  prescribed  with  the  same  degree  of  caution 
appropriate  to  the  use  of  codeine 

Usage  in  Ambulatory  Patients—  Propoxyphene  may  impair  the  mental  and/or 
physical  abilities  required  tor  the  performance  of  potentially  hazardous  tasks,  such 
as  driving  a car  or  operating  machinery  The  patient  should  be  cautioned  accord- 
ingly. 

Usage  in  Pregnancy— Sate  use  in  pregnancy  has  not  been  established  relative  to 
possible  adverse  effects  on  fetal  development  Therefore,  propoxyphene  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of  the  physician,  the  potential 
benefits  outweigh  the  possible  hazards 

Usage  in  Children— Propoxyphene  is  not  recommended  for  use  in  children  be- 
cause documented  clinical  experience  has  been  insufficient  to  establish  safety  and  a 
suitable  dosage  regimen  in  the  pediatric  age  group 

Salicylates  should  be  used  with  extreme  caution  in  the  presence  of  peptic  ulcer  or 
coagulation  abnormalities 

Precautions:  Confusion,  anxiety,  and  tremors  have  been  reported  in  a few  patients 
receiving  propoxyphene  concomitantly  with  orphenadrine 

The  central-nervous-system  depressant  effect  of  propoxyphene  may  be  additive 
with  that  of  other  C N S depressants 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken  in  large 
amounts  for  a long  time 

Salicylates  may  enhance  the  effect  of  anticoagulants  and  inhibit  the  uricosuhc 
effect  of  uricosuric  agents 


Adverse  Reactions:  The  most  frequent  adverse  reactions  are  dizziness,  sedation, 
nausea,  and  vomiting  These  effects  seem  to  be  more  prominent  in  ambulatory  thar  [>j(  \ 
in  nonambulatory  patients,  and  some  of  these  adverse  reactions  may  be  alleviated  I'fl  • 
the  patient  lies  down 

Other  adverse  reactions  include  constipation,  abdominal  pain,  skin  rashes  IS 
lightheadedness,  headache,  weakness,  euphoria,  dysphoria,  and  minor  visual  disH 
turbances 

The  chronic  ingestion  of  propoxyphene  in  doses  exceeding  800  mg  per  day  ha: 
caused  toxic  psychoses  and  convulsions,  (onsr'B 
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Much  has  been  written  about  the  value  of  the 
therapeutic-community  approach  in  psychiatric 
hospitals  since  the  theoretic  foundations  were  first 
formulated  by  such  workers  as  Jones,1  Stanton 
and  Schwartz,2  and  Caudill.3  Following  World 
War  II,  therapeutic-community  wards  proliferat- 
ed. This  was  in  part  a response  to  the  nonthera- 
peutic  authoritarian  structure  that  had  existed  in 
many  large  institutions  and  also  was  a positive  in- 
novative attempt  to  apply  group  and  social  forces 
to  promote  patient  recovery. 

The  initial  reports  in  the  1950’s  and  1960’s  were 
largely  enthusiastic  and  laudatory,4-9  but  recently 
a number  of  critical  questions  were  raised  by  re- 
searchers concerning  the  overall  therapeutic  effec- 
tiveness of  this  approach  for  psychiatric  patients. 10- 
12 

Several  ideas  have  been  basic  to  the  philosophy 
of  any  therapeutic-community  unit.  Among  these 
are  the  open,  unlocked  psychiatric  ward,  an  atti- 
tude of  relative  permissiveness  toward  patient  be- 
havior, some  degree  of  patient  government  and  in- 
volvement in  their  own  treatment  program,  and  a 
high  level  of  staff-patient  interaction.  Fischer 
and  Weinstein10  wrote  that  any  of  these  principles 
if  adopted  uncritically  or  carried  to  an  extreme 
might  be  antitherapeutic  for  certain  patients. 
They  stated  that  extreme  permissiveness  could  re- 
sult in  failure  to  limit  any  but  the  most  disruptive 
behavior. 

Raskin11  reported  on  the  attempt  to  establish  a 
therapeutic  community  which  treated  a socially 


disadvantaged  and  largely  psychotic  population. 
He  advocated  a “very  controlled  nondemocratic 
decision-making  process  in  the  beginning,”  and 
added  that  “in  a population  in  which  internalized 
controls  are  inadequate,  democracy  and  per- 
missiveness often  lead  to  an  atmosphere  in  which 
patients  act  out  in  aggressive  and  sexually  provoc- 
ative ways,  and  to  a very  anxious  community.” 

Lewis  and  Selzer12  cautioned  that  in  its  extreme 
application  patient  responsibility  for  decision 
making  might  be  part  of  a covert  abdication  of 
staff  responsibility  for  thoughtful  patient  treat- 
ment. An  elaborate  program  of  ward  meetings 
and  patient  committees  may  obscure  problems  of 
individual  patients,  and  it  gives  a false  sense  of  an 
active  therapeutic  involvement. 

The  thrust  of  these  critical  appraisals  has  been 
to  suggest  that  the  therapeutic-community  ap- 
proach could  be  used  in  a rigid  dogmatic  manner 
leading  to  excesses  and  antitherapeutic  situations. 

Others  have  questioned  the  applicability  of  the 
therapeutic-community  approach  to  schizophrenic 
patients.  Van  Putten13  has  written  about  the  sug- 
gested defect  in  attention  functions  in  certain 
schizophrenic  persons.  These  individuals  may  jj 
suffer  from  an  inability  to  select  relevant  external 
stimuli  and  to  screen  out  irrelevant  ones.  In  such 
a state  of  overarousal,  it  is  suggested  that  the  ac- 
tive milieu  ward  may  be  confusing  and  antithera- 
peutic. 

Herz14  speaks  of  the  therapeutic-community  ap- 
proach as  seriously  flawed  for  acute  schizophrenic 
persons  because  of  their  disorganization,  their  lack 
of  sufficient  defenses  to  deal  with  their  impulses,  | 
and  the  fact  that  these  patients  may  be  too  re- 
gressed to  participate  in  ward  activities.  He 
states,  “for  the  acutely  schizophrenic  patient  the 
most  appropriate  hospital  milieu  is  one  that  facili- 
tates rapid  psychic  reorganization  and  early  return 
to  life  in  the  community,  a goal  the  therapeu- 
tic-community approach  was  not  designed  to 
achieve.”  Spadoni  and  Smith15  report  on  the  neg- 
ative result  of  milieu  therapy  as  applied  to  a popu- 
lation of  acute  schizophrenic  patients.  Many  of 
the  pitfalls  already  discussed  occurred.  Individu- 
al psychotherapy  and  use  of  medication  for  these  > 
patients  was  proscribed  for  the  purpose  of  the 
study.  The  results  indicated  not  only  a high  per 
centage  of  treatment  failures,  but  a high  incidence 
of  destructive,  violent  behavior  as  well. 

Since  the  inception  of  a therapeutic  communit 
at  Kings  County  Hospital  Center  in  1968,  the  wan 
population  has  been  comprised  of  a high  percent 
age  of  severely  disturbed,  primarily  schizophreni 
patients.16  During  this  time,  the  basic  philosoph 
of  the  unit  has  continued  to  be  that  of  a therapei 
tic  community,  and  most  of  the  patients  have  n 
sponded  favorably  to  this  approach.  This  repoi 
will  explain  the  manner  in  which  this  ward  hi 
used  a therapeutic-community  approach  in  tl 
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TABLE  I.  Diagnostic  categories 


Diagnosis 

Num- 
ber of 
Pa- 
tients 

Per- 

cent- 

age 

Schizophrenia 

218 

70.8 

Paranoid 

156 

50.6 

Undifferentiated 

19 

6.2 

Acute  schizophrenic  episode 

18 

5.8 

Schizo-affective 

7 

2.3 

Catatonic 

7 

2.3 

Other 

11 

3.6 

Nonschizophrenic  psychosis 

33 

10.7 

Affective  psychosis 

26 

8.4 

Other 

7 

2.3 

Nonpsychosis 

57 

18.5 

Borderline 

8 

2.6 

Personality  disorder 

30 

9.7 

Neurosis 

18 

5.9 

Other 

1 

0.3 

Totals 

308 

TOO 

( treatment  of  schizophrenic  pat  ients. 

Ward  description 

The  ward  is  located  in  one  section  of  the  larger 
municipal  psychiatric  hospital.  There  are  24 
beds,  divided  equally  between  male  and  female  pa- 
I tients. 

There  are  3 attending  psychiatrists,  2 psycholo- 
t gists,  a recreational  therapist,  and  a mental  health 
technician;  there  are  no  social  workers.  One  clerk 
: and  1 secretary  work  on  the  ward.  There  are  3 to 
5 nurses  or  aides  working  on  the  day  shift,  2 to  3 
on  the  evening  shift,  and  1 to  2 on  the  night  shift. 

In  general,  individual  psychotherapy  is  done  by 
the  nonpermanent  staff.  Three  to  5 first-year 
psychiatric  residents  remain  on  the  ward  for  six 
months;  a psychology  intern  rotates  every  three 
months.  An  occasional  medical  intern  or  fourth- 
year  medical  student  on  elective  may  spend  two  to 
three  months  on  the  ward. 

The  theoretic  framework  of  the  staff  is  psycho- 
analytic, but  the  technique  of  treatment  is  varied. 
Patients  usually  meet  three  times  weekly  with  in- 
dividual therapists.  Group  therapy  takes  place 
twice  a week,  psychodrama  twice  a week,  and  com- 
munity meetings  three  times  a week.  In  addition, 
most  patients  receive  medication.  There  are 
many  less  structured,  but  nevertheless,  therapeu- 
tic group  activities,  for  example,  trips,  recreation, 
gym  activities,  and  discussion  groups. 

The  majority  of  patients  on  the  ward  are  trans- 
ferred from  the  acute  psychiatric  wards  of  Kings 
County  Hospital  Center.  Patients  admitted  to 
these  wards  are  severely  disturbed;  they  are  sui- 
cidal, homicidal,  or  have  such  ego  disturbances 
that  outpatient  treatment  is  precluded.  Patients 
who  reconstitute  after  a brief  hospitalization  of  up 
to  two  weeks  are  not  referred.  Although  Kings 


Early  reports  on  hospital  therapeutic  communities 
were  enthusiastic.  Recently  questions  have  been 
raised  concerning  the  value  of  this  approach  for 
psychiatric  patients  in  general  and  schizophrenic 
patients  in  particular.  The  therapeutic  communi- 
ty at  Kings  County  Hospital  Center  is  described. 
Fiesults  are  presented  for  a two-year  period  of  time 
during  which  308  patients,  70  per  cent  of  whom 
were  diagnosed  as  schizophrenic,  were  treated. 
These  results  indicate  that  a therapeutic  commu- 
nity utilized  with  other  modes  of  therapy  can  be 
effective  in  treating  schizophrenic  patients.  The 
treatment  approach  of  this  ward  is  described  in  de- 
tail with  emphasis  on  the  setting  of  controls  and 
limitations  Clinical  vignettes  are  presented  for 
illustration.  It  is  suggested  that  a flexible  ap- 
proach toward  the  setting  of  controls  and  decision 
making  is  essential  in  using  the  therapeutic  com- 
munity for  the  treatment  of  schizophrenia. 


County  Hospital  Center  accepts  patients  from  the 
entire  borough  of  Brooklyn,  most  patients  live  in 
the  nearby  neighborhoods  of  Bedford-Stuyvesant, 
Crown  Heights,  East  New  York,  and  Flatbush. 
Most  patients  come  from  the  lower  socioeconomic 
groups,  classes  4 and  5 on  the  Hollingshead-Red- 
lich  scale.17 

The  primary  criterion  for  admission  is  that  pa- 
tients have  a functional  psychosis  and  a relatively 
acute  decompensation.  Individuals  who  have  had 
multiple  psychotic  breaks  are  admitted,  hut  those 
with  prolonged  chronically  psychotic  conditions 
are  usually  not.  Patients  suffering  from  organic 
brain  syndrome,  severe  medical  illness,  or  moder- 
ate to  profound  mental  retardation  are  usually  not 
selected.  All  patients  admitted  must  have  at  least 
a minimal  awareness  of  the  treatment  program 
and  must  sign  a voluntary  form  requesting  treat- 
ment with  the  understanding  they  should  remain  a 
minimum  of  several  weeks. 

Results 

During  the  two-year  period  covered  by  this  re- 
port, from  July,  1972,  to  June,  1974,  308  patients 
were  treated;  70.8  per  cent  of  the  patients  admit- 
ted to  the  therapeutic  community  were  diagnosed 
as  schizophrenic,  and  an  additional  10.7  per  cent 
had  other  psychoses  (Table  I).  Although  the  re- 
maining patients  were  diagnosed  as  nonpsychotic, 
the  behavior  that  resulted  in  their  hospitalization 
had  been  serious,  including  suicide  attempts  or 
threats,  lack  of  functioning,  and  threats  of  vio- 
lence. 

The  mean  age  of  all  patients  was  27.7  years,  and 
there  were  more  female  than  male  admissions 
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TABLE  II.  Unit  statistics 


Data 

Totals 

Schizo- 

phrenia 

Non- 

schizo- 

phrenic 

Psy- 

chosis 

Non- 

Psy- 

chosis 

Number 

308 

218 

33 

57 

Mean  age  (years) 

27.7 

24.4 

45.2 

29.8 

Sex  (per  cent) 
Male 

44.8 

50 

36.4 

29.8 

Female 

55.2 

50 

63.6 

70.2 

Race  (per  cent) 
White 

50 

47.7 

60.6 

52.7 

Nonwhite 

50 

52.3 

39.4 

47.3 

Marital  status 
(per  cent) 
Married 

22.1 

18.4 

42.4 

24.6 

Separated 

8.1 

6.4 

8.2 

8.7 

Unmarried 

69.2 

74.3 

49.4 

66.7 

Unknown 

0.6 

0.9 

0.0 

0.0 

Mean  length 
of  stay  (days) 

45.7 

47.1 

50.1 

37.1 

Disposition 
(per  cent) 
Home 

83.8 

79.8 

97.0 

91.2 

Leaving  against 
medical  advice 

13.3 

16.1 

3.0 

8.8 

Other  hospitals 

2.9 

4.1 

0.0 

0.0 

(Table  II).  The  ward  population  was  50  per  cent 
white.  Only  22.1  per  cent  of  the  patients  were 
married  and  living  with  their  spouses.  The  ages  of 
patients,  and  the  numbers  of  white  patients  and  of 
married  patients,  have  decreased  since  the  ward’s 
inception  and  reflected  shifts  in  the  demographic 
state  of  the  surrounding  community. 

The  schizophrenic  population  in  comparison 
with  the  other  diagnostic  groups  was  younger,  24.4 
years,  included  more  men,  had  more  nonwhite  pa- 
tients, and  were  less  frequently  married. 

The  mean  length  of  hospitalization  for  all  pa- 
tients including  days  spent  on  the  acute  wards 
prior  to  transfer  was  45.7  days,  with  a maximum  of 
one  hundred  and  twenty-three,  a significant  de- 
crease from  1968  to  1970  when  the  average  hospi- 
tal stay  was  68.8  days.  The  length  of  stay  for 
schizophrenic  patients  was  less  than  seven  weeks. 

Only  schizophrenic  patients  required  further 
hospitalization;  of  these  patients,  4.1  per  cent  were 
transferred  to  other  hospitals  for  further  treat- 
ment. The  schizophrenic  patients  had  the  highest 
rate  for  leaving  against  medical  advice,  16.1  per 
cent.  This  included  patients  ranging  from  those 
who  left  the  ward  within  hours  of  admission  to 
those  who  signed  out  after  considerable  improve- 
ment and  continued  in  outpatient  treatment. 

It  is  difficult  to  assess  these  results  since  there 
are  few  articles  describing  a therapeutic  communi- 
ty which  include  any  statistical  data,  much  less 
data  for  schizophrenic  patients.  The  Spadoni  and 
Smith1"’  negative  report  which  describes  a some- 
what similar  patient  population  is  an  exception. 
The  Kings  County  experience  with  schizophrenic 


patients  was  more  positive  than  that  unit  which 
used  only  a therapeutic-community  treatment  ap- 
proach and  had  an  average  hospitalization  of  six 
months,  an  elopement  rate  of  13  per  cent,  and  a 
further  hospitalization  rate  of  40  per  cent. 

Quattlebaum9  in  his  description  of  a successful 
therapeutic  community  did  include  statistics,  al- 
though the  data  were  not  broken  down  by  diagno- 
sis. That  community  had  fewer  psychotic  pa- 
tients than  had  the  Kings  County  Hospital  ward. 
Schizophrenic  patients  comprised  25.6  per  cent  of 
the  population,  and  psychotic,  other  than  schizo- 
phrenic patients,  6.5  per  cent.  The  mean  length 
of  hospitalization  of  all  patients  was  24.8  days. 
Those  leaving  against  advice  constituted  11.6  per 
cent  of  the  patient  population,  and  those  requiring 
longer  hospitalization  were  7.9  per  cent.  At  the 
Kings  County  Hospital  ward,  the  rates  for  just 
schizophrenic  patients  alone  were  similar. 

May’s18  important  comparative  study  of  treat- 
ment methods  in  schizophrenia  included  milieu 
therapy  as  one  type  of  treatment.  It  was  found 
that  milieu  therapy  alone  was  more  costly  and  less 
effective  than  somatic  treatment,  such  as  electric 
convulsive  therapy  or  drugs.  The  milieu  de-  I 
scribed,  however,  was  not  organized  as  an  inten- 
sive therapeutic  community  but  rather  was  a large 
ward  with  good  nursing  care  and  occupational  and 
recreational  therapy.  This  unit  had  community- 
type  ward  meetings  run  on  a once-weekly  basis. 

It  is  evident  that  a therapeutic-community  ap- 
proach alone  is  not  as  effective  as  is  a multithera-  - 
peutic  approach  in  a therapeutic-community 
framework.  The  Kings  County  Hospital  results  i 
appear  to  demonstrate  that  a therapeutic  commu- 
nity in  conjunction  with  other  modes  of  therapy 
can  be  an  effective  framework  of  treatment  for  a 
ward  of  primarily  schizophrenic  patients.  Materi- 
al will  be  presented  describing  the  treatment  ap- 
proach and  the  day-to-day  operations  of  this  unit. 

Treatment  approach 

The  treatment  approach  for  acutely  psychotic  ; 
patients  is  based  on  the  concept  that  they  are  en- 
gaged in  an  unsuccessful  struggle  to  control  ag-i; 
gressive  and  sexual  drives.  Anxiety  engendered 
by  the  lack  of  ability  to  control  these  drives  results 
in  ego  disorganization.  Psychosis  exists  as  a mal-  < 
adaptive  compromise  between  the  conflicts  ol 
drive  and  defense. 

Psychiatric  wards  impose  external  structure  anc 
control.  Often  when  patients  realize  that  they  an 
in  a situation  where  their  dangerous  impulses  wil 
not  be  allowed  free  reign  there  is  a reduction  in  th< 
patient’s  anxiety.  For  most  patients  this  thera 
peutic  community’s  structure  of  constant,  equalh 
applied,  and  generally  fair  rules,  regulations,  am 
procedures  will  have  a controlling  influencet 
However,  most  patients  also  have  intense  conflict 
involving  dependency  and  control.  Battle 
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* against  authority  or  passive  submission  to  rules 
I with  further  regression  are  not  uncommon  occur- 
I rences  when  treating  psychotic  patients.  The  use 

* of  the  therapeutic  community  to  establish,  en- 
f force,  and  modify  rules,  however,  does  permit  an 
’ individual  patient  the  opportunity  to  deal  actively 

and  in  a reality-oriented  manner  with  many  of  the 
rules  by  which  he  must  abide. 

An  initial  goal  in  establishing  this  therapeutic 
i community  was  to  permit  patients  as  much  oppor- 
•;  tunity  as  possible  to  decide  the  policies  of  the  ward 
in  which  they  would  live.  An  important  area  in 
, which  the  whole  community  makes  decisions  is  in 
i granting  passes.  Pass  requests  are  submitted  to  a 
I pass  council  of  4 patient  members  and  a resident 
psychiatrist.  A majority  vote  decides  the  pass.  If 
i a patient  or  staff  member  disagrees  with  the  deci- 
i sion  of  the  pass  council,  the  whole  community,  pa- 
i tient  and  staff,  can  vote  on  the  pass  at  the  fol- 
t lowing  community  meeting. 

Other  decisions  made  by  the  community  as  a 
j whole  are  electing  pass  council  members,  revising 

* ward  rules,  assigning  work  duties,  arranging  after- 
I noon  trips  and  evening  group  passes,  planning 

I parties,  and  raising  funds. 

After  a period  of  time  during  w'hich  more  deci- 
sions were  given  to  the  community,  it  has  become 
evident  that  the  community  cannot  deal  with  all 
matters  at  all  times.  In  decision-making  pro- 
cesses, the  expert  opinion  of  certain  staff  members 
is  needed  when  patients  or  other  staff  members  do 
not  have  the  necessary  skills  or  information.  At 

I other  times  because  an  immediate  decision  has  to 
be  made  it  is  more  effective  to  have  a staff  member 
deal  with  a problem.  Although  the  community 
does  not  make  the  decisions,  it  is  informed,  and 
the  staff  member  making  the  decision  is  available 
to  answer  questions  or  criticism  in  community 
meetings. 

Some  major  decisions  are  not  made  by  the  com- 
munity but  by  the  individual  therapist  and  the  pa- 
tient. The  psychiatrist  screening  potential  pa- 
tients decides  who  will  be  admitted  to  the  ward; 
the  patient  elects  to  be  admitted  by  signing  a vol- 
untary admission  form.  Individual  therapists  pre- 
scribe medication.  If  this  is  an  issue,  it  is  dis- 
used with  the  patient  in  individual  therapy. 
Discharge  dates  are  set  by  the  therapist  and  pa- 
dent  and  then  announced  at  the  community  meet- 
ngs.  This  decision  is  open  for  discussion. 

Other  major  decisions  are  often  made  by  staff 
done.  If  a patient  needs  to  be  transferred  to  a 
dosed  ward  because  of  dangerous  behavior,  the 
decision  to  do  so  is  usually  a staff  decision.  It  is 
dso  usually  a staff  decision  if  a patient  is  dis- 
charged from  the  ward  for  repeated  infractions  of 
he  rules.  In  most  cases,  the  whole  community 
las  discussed  the  rule  infraction  with  the  involved 
)atient  in  previous  community  meetings.  Individ- 
ual therapists  are  assigned  by  the  staff,  and  only  in 


rare  circumstances  are  they  changed. 

When  the  level  of  functioning  in  the  therapeutic 
community  is  high,  important  issues  affecting  the 
whole  community  will  be  raised,  discussed,  and  re- 
solved. A genuine  feeling  of  trust,  care,  and  re- 
spect for  one  another  will  exist.  When  there  is  a 
strong  sense  of  cohesion  it  is  rare  that  there  are  se- 
vere or  repeated  infractions,  for  example,  suicide 
attempts,  fights,  use  of  illicit  drugs,  or  elopements. 
The  community  exerts  strong  pressure  on  the  indi- 
vidual members  to  abide  by  ward  policies.  The 
vast  majority  of  the  community  believes  that  poli- 
cies exist  for  the  benefit  of  the  community.  If  a 
disagreement  occurs  it  can  be  discussed,  ex- 
plained, or  changed  in  the  community  meeting. 

Aggressive  behavior 

The  management  of  aggressive  and  violent  be- 
havior often  presents  a problem  for  the  therapeu- 
tic community.  The  staff  and  patients  usually  ad- 
here quite  strongly  to  the  community  rules  prohib- 
iting violence  directed  toward  others  or  toward 
oneself.  If  violence  is  threatened,  the  community 
must  deal  not  only  with  the  violent  patient  and  the 
realistic  fear  he  engenders,  but  with  other  impor- 
tant ramifications  as  well.  There  can  be  a conta- 
gious effect  as  other  patients  struggling  to  control 
their  own  aggressive  impulses  begin  to  doubt  their 
internal  controls  or  the  effectiveness  of  the  ward 
structures  and  restrictions.  Overtly  aggressive  pa- 
tients may  not  only  be  feared  but  also  may  be  re- 
sented and  envied  for  displaying  violent  behavior 
others  struggle  to  keep  in  check.  Extra  time  and 
attention  devoted  by  the  staff  to  such  a patient 
can  intensify  this  resentment.  Often,  other  pa- 
tients will  wish  to  have  such  an  individual  re- 
moved from  the  community,  since  he  is  viewed  as 
too  sick  for  this  community.  In  part,  this  is  in  the 
service  of  denying  the  psychotic  and  regressive  be- 
havior which  most  of  the  patients  exhibited  when 
first  hospitalized.  Anger  for  allowing  a disturbed 
patient  to  come  onto  the  ward  is  usually  directed 
against  the  whole  staff,  although  it  may  be  dis- 
placed onto  a specific  staff  member  or  patient. 

A clinical  vignette  will  illustrate  the  way  in 
which  some  of  these  problems  have  been  managed. 
Patient  1,  a twenty-one-year-old  Puerto  Rican 
man  with  a diagnosis  of  paranoid  schizophrenia, 
had  the  belief  that  there  was  a woman  inside  his 
body  causing  him  to  behave  in  a feminine  manner; 
he  was  extremely  anxious,  and  had  the  impulse  to 
kill  himself  to  destroy  this  woman. 

After  his  admission,  he  remained  quiet  and 
rather  uninvolved  with  the  other  patients  until  the 
admission  of  patient  2,  a young  Hispanic  schizo- 
phrenic man  with  a history  of  overt  homosexual- 
ity. Over  the  next  several  days,  patient  1 began  to 
push  and  shove  patient  2,  and  on  a community  trip 
threatened  to  assault  him.  At  the  community 
meeting  following  this  trip,  patient  2 was  highly 
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agitated  and  said  he  would  sign  out  of  the  hospital 
if  he  could  not  be  protected  from  other  patients. 
When  patient  1 was  asked  why  he  had  threatened 
patient  2,  he  pointed  to  patient  2 and  said,  “Be- 
cause you  are  a fag.”  Patient  2 then  responded 
angrily  that  although  he  was  not  violent  by  nature 
he  would  not  hesitate  to  hit  patient  1 if  necessary. 
The  quarrel  was  stopped  by  the  staff  who  men- 
tioned that  each  of  the  involved  patients  seemed 
to  be  afraid  of  the  other  and  wanted  to  protect 
himself,  but  that  angry  threats  were  frightening  to 
everyone.  Members  of  the  patient  community 
agreed.  It  was  then  reported  by  a resident  psychi- 
atrist that  patient  1 had  been  hearing  voices  which 
sounded  to  him  like  patient  2 and  that  these  voices 
insulted  him,  threatened  him,  and  called  him  a ho- 
mosexual. It  was  suggested  that  patient  1 was 
afraid  of  patient  2 because  of  this  experience  and, 
furthermore,  that  other  members  of  the  communi- 
ty might  be  able  to  understand  what  was  happen- 
ing to  patient  1,  especially  if  they  also  had  heard 
voices  at  one  time.  This  was  discussed  by  the  pa- 
tients without  much  further  staff  involvement. 
The  restrictions  against  violence  and  threats  of  vi- 
olence were  emphasized  by  the  patients.  When 
the  community  meeting  ended,  patient  1 apolo- 
gized to  patient  2.  The  2 patients  largely  avoided 
further  contact,  and  there  were  no  further  threats 
of  violence.  Both  patients  improved  and  were  dis- 
charged. 

Sexual  behavior 

The  therapeutic  community  is  also  faced  with 
the  management  of  affectionate  and  overtly  sexual 
behavior  within  the  hospital.  Such  behavior, 
which  may  be  heterosexual  or  homosexual  and 
range  from  subtle  displays  of  affection  to  more 
blatant  sexual  activities,  can  threaten  the  general 
therapeutic  atmosphere. 

The  most  common  behavior  has  been  intense 
public  embraces  between  patients  or  patients  and 
visitors.  This  type  of  behavior  often  seems  more 
troublesome  to  the  staff  than  to  the  majority  of 
patients.  The  staff  indicates  to  those  involved 
that  such  behavior  is  not  appropriate  in  the  hospi- 
tal. If  more  overt  sexual  activity  occurs,  a staff 
member  will  usually  mention  the  behavior  in  a 
community  meeting.  At  such  times  the  communi- 
ty as  a whole  usually  supports  the  concept  that  af- 
fectionate behavior  should  be  limited  within  the 
community.  Exactly  where  the  limits  are  drawn 
depends  on  the  mores  and  conflicts  of  individual 
community  members.  Often  1 or  both  of  the  pa- 
tients involved  will  be  relieved  at  having  limita- 
tions on  their  behavior  discussed  and  reinforced. 

An  incident  which  illustrates  the  management 
of  such  problems  in  the  therapeutic  community 
occurred  when  patient  3,  a regressed  and  confused 
black  twenty-two-year-old  paranoid  schizophrenic 
patient,  was  admitted.  That  night  patient  3 ap- 


proached patient  4,  his  roomate,  a somewhat  older 
man,  and  said  he  wanted  to  perform  fellatio  on 
him.  Patient  4 informed  the  staff  nurse  who 
spoke  to  both  patients;  they  then  returned  to  their 
room  without  further  incident.  The  staff  decided 
to  discuss  the  incident  in  the  next  community 
meeting.  Without  staff  prompting,  however,  pa- 
tient 4 began  the  meeting  by  complaining  about 
patient  3’s  proposition.  Patient  3 seemed  some- 
what confused  and  denied  that  the  incident  had 
occurred.  At  this,  patient  4 became  angry  and 
told  the  community  that  he  had  reported  it  to  the 
nurse;  he  berated  patient  3 for  lying.  At  this  time, 
the  administrative  resident  sensed  a high  degree  of 
tension  and  clearly  stated  the  community  rules 
against  sexual  behavior,  including  homosexual  be- 
havior. Patient  4 then  demanded  that  patient  3 
be  sent  off  the  ward  saying  that  he  would  feel  un- 
safe sleeping  in  the  bed  next  to  him.  In  a con- 
fused manner,  patient  3 then  admitted  that  some- 
thing had  indeed  occurred,  and  indicated  that  he 
would  try  not  to  bother  patient  4 again.  The  staff 
pointed  out  that  patient  3 was  quite  confused.  In 
response  to  a direct  question,  patient  3 said  he  was 
not  a homosexual  and  had  not  done  anything  like  j 
this  before.  By  this  time  there  was  a relative  less- 
ening of  tension  in  the  community.  The  attitude 
of  the  majority  of  patients  was  that  although  pa-  j 
tient  3 was  wrong,  he  was  also  sick  and  confused 
and  should  not  be  ejected  from  the  community;  he 
then  apologized  to  patient  4 later  in  the  meeting,  j 
A staff  psychiatrist  made  clear  that  if  a similar  in- 
cident did  occur,  patient  3 would  be  transferred 
from  the  ward  until  he  was  less  confused.  No  fur- 
ther incidents  followed  and  both  patients  made 
considerable  improvement  before  their  respective 
discharges. 

Problems  of  overt  sexual  behavior  in  the  thera- 
peutic community  are  relatively  rare.  More  con- 
sistent with  the  severe  regression  of  most  patients 
are  difficulties  in  areas  of  separation,  rejection, 
and  dependency.  Often  this  becomes  manifest  at 
the  time  of  scheduled  discharge.  A patient  might  > 
have  a recrudescence  of  preadmission  symptoms  I 
or  might  engage  in  angry  rule-breaking  behavior,  j 
including  leaving  precipitously  when  discharge  i 
plans  are  discussed. 

Comment 

The  treatment  of  schizophrenic  patients  in  thd 
therapeutic  community  at  Kings  County  Hospital  < 
Center  has  proved  successful  during  the  six  year) 
the  unit  has  been  in  existence,  despite  the  gradtfaH 
shortening  of  hospital  stays  and  the  high  percent 
age  of  severely  disturbed  patients  in  the  commun 
ty.  The  percentage  of  schizophrenic  patients  did1, 
charged  to  their  home  community  and  considere  . 
improved,  the  percentage  of  transfers  to  State  ho* 
pitals,  and  the  number  of  patients  leaving  again: 
medical  advice  all  compare  quite  favorably  wit 
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I other  published  results.915  Furthermore,  the  in- 
I stances  of  disruptive  behavior  and  sexual  acting- 
1 out  on  the  unit  have  been  infrequent.  In  spite  of 
I the  racial  and  cultural  heterogeneity,  there  have 
I been  no  significant  problems  in  this  area. 

The  premise  that  acutely  psychotic  patients 
I struggle  to  control  threatening  internal  impulses 
I implies  the  need  for  external  structure  and  control 
I to  support  weakened  ego  functions.  The  most  ef- 
1 fective  limits,  however,  are  not  those  arbitrarily 
ft  imposed  from  above  but  those  established  and  en- 
k forced  by  the  patient  community.  Some  limits  are 
f always  needed  to  help  disturbed  patients  control 
I aggressive  and  sexual  impulses  and  decrease  anxi- 
| ety.  Flexibility  in  terms  of  willingness  of  staff  to 
K step  in  and  make  decisions  that  disturbed  patients 
I cannot  make  is  essential.  Decisions  concerning 
^ management  of  disruptive  or  violent  behavior 

• must  be  made  by  qualified  staff.  Furthermore, 
I;  the  staff  must  be  able  to  ensure  patients  that  rules 
i and  regulations  will  be  enforced  in  a consistent  but 

reasonable  manner.  This,  however,  does  not  pre- 
|i  elude  large  areas  of  patient  involvement  in  impor- 
| tant  matters  concerning  their  own  treatment. 

* There  can  also  be  increasing  individual  responsi- 
j bilities  as  patients  regain  lost  ego  strengths. 

The  suggestion  that  many  acute  schizophrenic 
j patients  lack  sufficient  ego  strength  to  utilize  the 

! opportunities  provided  in  the  milieu  for  healthy 
constructive  social  interaction  can  be  questioned. 
First,  it  presupposes  a rigid  inflexible  approach 
I toward  the  roles  of  staff  and  patients.  In  such  a 
; therapeutic  community,  expectations  for  partici- 
pation and  socialization  might  indeed  exceed  the 
capacities  of  any  particular  patient  at  a given  time. 
Our  experience  has  been  that  a more  flexible  ap- 
proach can  take  into  account  the  needs,  weakness- 
es, and  strengths  of  individual  patients. 

Second,  the  criticism  does  not  acknowledge 
changes  over  a period  of  time  in  the  individual 
hospitalized  patient.  The  acutely  decompensated 
schizophrenic  patient  whose  thinking  is  grossly 
disorganized  need  not  be  expected  to  take  an  ac- 
tive role  in  community  meetings  or  to  assume  a 
leadership  position  in  the  patient  government. 
Emphasis  on  medication  and  structured  scheduled 
I activities  would  probably  be  more  helpful  early  in 
■ the  patient’s  hospitalization.  At  a later  point  the 
patient  will  regain  sufficient  ego  strength  to  better 
utilize  group  interactions.  If  the  community  rec- 
ognizes varying  gradations  of  functioning  accord- 
ing to  the  capacities  of  individual  patients,  there 
will  be  a greater  tolerance  toward  more  disorga- 
nized new  patients.  The  therapeutic  community 
need  not  expect  uniform  levels  of  functioning  from 
a diverse  patient  population.  As  a patient  im- 
proves, he  can  be  encouraged  to  utilize  different 
aspects  of  milieu  to  further  strengthen  his  ego 
functions.  Even  those  schizophrenic  patients  who 
initially  may  seem  bewildered  by  the  organization 


of  the  milieu,  thereby  fitting  Van  Putten’s13  de- 
scription, often  quickly  improve  and  are  able  to 
become  active  participants  profiting  significantly 
from  social  roles  available  to  them.  Those  who 
question  the  therapeutic-community  milieu  for 
treatment  of  acute  psychosis  often  have  criticized 
a model  that  was  originally  described  by  Jones19 
for  use  with  a sociopathic  patient  population. 
Jones19  later  stated  the  importance  of  a milieu  tai- 
lored to  meet  the  needs  of  patients  and  staff: 
“The  fact  is,  of  course,  that  we  have  as  yet  no  sin- 
gle model  of  a therapeutic  community.  All  that 
we  hope  to  do  is  to  give  them  sufficient  freedom  of 
action  to  create  their  own  optimal  social  situa- 
tions. Under  such  circumstances  what  emerges 
will  be  appropriate  for  that  particular  group  and 
will  possibly  have  little  in  common  with  other 
therapeutic  communities.” 

It  may  well  be  that  many  of  the  disappoint- 
ments reported  in  the  use  of  a therapeutic  commu- 
nity for  treatment  of  schizophrenic  patients  stem 
from  the  basic  error  of  attempting  to  rigidly  apply 
the  milieu  model  without  allowing  for  flexibility  in 
controls,  the  degree  of  permissiveness,  and  deci- 
sion-making according  to  the  needs  of  specific  pa- 
tients and  circumstances.  It  is  our  impression 
that  the  basic  principles  of  the  therapeutic  com- 
munity are  not  at  all  incompatible  with  the  treat- 
ment of  acutely  decompensated  schizophrenic  pa- 
tients. The  approach  must,  however,  be  applied 
in  a flexible  and  pragmatic  way  in  concert  with 
other  modalities  of  therapy.  The  use  of  a multi- 
ple-modality approach,  including  individual  psy- 
chotherapy, small-group  psychotherapy,  and  phar- 
macotherapy, is  essential  in  the  hospital  treatment 
of  schizophrenic  patients.  Each  or  all  of  these  can 
augment  the  usefulness  of  the  therapeutic-com- 
munity milieu. 

Summary 

We  have  attempted  to  outline  some  of  the  prem- 
ises of  the  treatment  approach  and  through  clini- 
cal examples  demonstrate  the  way  in  which  the 
therapeutic  community  at  Kings  County  Hospital 
Center  functions.  It  is  our  impression  that  the 
treatment  of  acute  schizophrenic  patients  in  a 
short-term  therapeutic-community  setting  re- 
mains a valid  and  valuable  modality. 

29  Eighth  Avenue 
Brooklyn,  New  York  11217 
(DR.  JEFFREY) 
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Renal  transplantation  in  infants  and  children 

While  the  pediatric  candidate  for  a renal  transplant 
has  the  advantage  of  being  free,  usually,  of  cardiovascu- 
lar or  degenerative  pulmonary  diseases,  the  necessity  for 
immunosuppression  during  physical  and  emotional 
growth  has  been  a serious  handicap.  Yet  many  early 


prejudices  against  the  suitability  of  this  group  for  renit 
transplant  has  been  overcome  and  several  centers  hav 
reported  favorable  results.  The  authors  discuss  indici 
tions,  technics,  surgical  complications,  and  immunosuj 
pression.  Altman,  R.  P.,  et  ai:  Clin.  Proc.  Chili 

Hosp.  30:  239  (Oct.)  1974. 
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One  hundred  and  sixty-two  cultures  and  sensitivi- 
ties obtained  from  126  cases  of  hospitalized  pa- 
tient and  outpatient  infections  were  reviewed  with 
the  aim  of  comparing  antibiotic  sensitivities  of 
hospital-acquired  versus  community-acquired  in- 
fection caused  by  the  same  species  of  organism. 
Variation  was  observed.  These  findings  suggest 
that  good  empirical  treatment  of  infection,  where 
the  organism  is  known  but  the  sensitivities  have 
not  yet  been  determined,  may  also  depend  on 
whether  the  infection  is  hospital  or  community  ac- 
quired. Bulletins  listing  bacterial  sensitivities 
should,  therefore,  list  the  sensitivities  of  both 
kinds  of  infection. 


Variations  in 
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It  is  well  recognized  that  there  are  two  classes  of 
infection:  the  hospital-acquired  infection,  also 

known  as  nosocomial,  and  the  community-ac- 
quired infection.  There  are  several  differences 
between  these  two  classes.  Tillotson  and  Fin- 
land,1 among  others,  have  shown  that  there  are 
certain  species  of  organisms  which  are  mainly  re- 
sponsible for  nosocomial  infections  that  are  not 
frequently  seen  in  community-acquired  infections, 
and  vice  versa.2-0  At  present,  Staphylococcus  au- 
reus is  not  as  common  an  agent  of  nosocomial  in- 
fection as  Escherichia  coli,  Pseudomonas,  and  En- 
terococcus.1,5 

In  addition,  it  is  known  that  within  the  same 
species  of  organism  one  can  find  one  strain  respon- 
sible for  nosocomial  infections  and  a different 
strain  of  the  same  species  responsible  for  commu- 
nity-acquired infections.  A well-documented  ex- 
ample of  this  was  presented  in  the  late  1950s. 
Hospital  strains  of  S.  aureus  were  proved  to  be  dif- 
ferent from  community  strains  by  phage  typing.6,7 
Some  of  the  strains  that  in  the  late  1950s  were  hos- 
pital strains  have  now  gained  access  to  the  com- 
munity and  are  occasionally  seen  as  community- 
acquired  infections.  Lorian  and  Topf5  have  pre- 
sented additional  examples.  There  are  differences 
in  antibiotic  sensitivities  of  E.  coli  between  the  no- 
socomial E.  coli  infection  and  the  community-ac- 
quired E.  coli  infection.0  From  these  observa- 
tions, we  can  conclude  that  it  would  be  valuable 


for  the  practitioner  to  know  whether  an  infection 
by  a certain  species  was  community-acquired  or 
nosocomial  in  origin. 

Many  hospitals  issue  monthly  bulletins  tabulat- 
ing the  cultures  and  sensitivities  done  in  their  lab- 
oratories. This  information  is  intended  as  a guide 
to  their  medical  staff  for  empirical  treatment, 
when  the  physician  knows  the  offending  organism 
but  the  sensitivities  are  not  yet  available.8  How- 
ever, these  bulletins  do  not  evaluate  whether  the 
infecting  organism  is  nosocomial  or  community  ac- 
quired in  origin.  Our  experience  has  shown  that 
bulletins  are  not  very  useful  because  of  the  varia- 
tion in  sensitivities.  This  report  attempts  to  doc- 
ument this  variation. 

Method 

The  procedure  we  followed  was  to  review  126 
cases  of  hospitalized  patient  and  outpatient  infec- 
tions with  positive  cultures  and  sensitivities;  162 
positive  sensitivities  were  obtained.  The  organ- 
isms cultured  were  E.  coli,  hemolytic  S.  aureus, 
Enterococcus,  Pseudomonas,  Group  A beta  hemo- 
lytic Streptococcus,  Streptococcus  bovis,  Proteus, 
and  Staphylococcus  albus.  The  drugs  used  in  the 
sensitivities  were  ampicillin,  carbenicillin  indanyl 
sodium,  methicillin  sodium  (Staphcillin),  cephalo- 
thin  sodium  (Keflin),  erythromycin,  chloramphen- 
icol (Chloromycetin),  Gentamicin,  nitrofurantoin 
(Furadantin),  sulfisoxazole  diolamine  (Gantrisin), 
kanamycin  sulfate  (Kantrex),  lincomycin  hydro- 
chloride monohydrate  (Lincocin),  nalidixic  acid 
(NegGram),  oxytetracycline,  penicillin,  polymixin, 
and  streptomycin. 

With  each  positive  culture  and  sensitivity  we  re- 
viewed the  patient’s  chart  and  looked  for  the  fol- 
lowing parameters: 

1.  Duration  of  infection  presented;  if  for  an  inpa- 
tient, the  day  of  hospitalization. 

2.  When  positive  culture  was  obtained;  if  for  an 
inpatient,  day  of  hospitalization. 
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TABLE  I.  Description  and  classification  of  4 infected  inpatients 


Patient 

Num- 

ber 

Day 

Infec- 

tion 

Appeared 

Day  of 
First 
Positive 
Culture 

Instrumentation 

Comments 

Category  of 
Infection 

1 

1 

1 

None 

Narcotic  addict, 
appears  with  E. 
coli,  pneumonia 

Definite  community 

2 

3 

3 

None 

Surgical  patient, 
vascular  disease. 
No  catheteriza- 
tion or  other  in- 
strumentation 

Probable  community 

3 

2 

2 

Surgery 

Surgery  to  remove 
foreign  body 
from  finger 

Probable  nosocomial 

4 

23 

25 

Respiratory  inhala- 
tion therapy 

Admitted  for  con- 
gestive heart 
failure,  needed 
several  periods  of 
inhalation  therapy 

Definite  nosocomial 

3.  History  of  instrumentation  or  any  invasive  pro- 
cedure; this  includes  bladder  catheterization,  intra- 
vascular tubing  lines,  and  respiratory  apparati. 

The  parameters  for  each  patient  were  listed  in  a 
table  with  any  additional  pertinent  comments,  and 
then  the  infections  were  categorized  as  definitely 
nosocomial,  probably  nosocomial,  definitely  com- 
munity acquired,  or  probably  community-acquired 
infection.  Specific  examples  of  the  application  of 
this  method  are  given  in  Table  I.  With  each 
species  of  infecting  organism,  we  took  each  cate- 
gory of  infection  caused  by  that  species  and  tabu- 
lated the  number  and  the  per  cent  of  cases  in  the 
category  and  their  sensitivities  to  the  different 
drugs.  The  results  for  the  definite  and  probable 
classes  were  combined  to  yield  for  comparison  only 
two  groups,  a nosocomial  class  and  a community 
class.  Finally,  the  per  cent  of  organisms  suscepti- 
ble to  different  drugs  in  the  nosocomial  group  was 
compared  with  the  per  cent  susceptible  in  the 
community  group  and  was  tabulated.  We  evalu- 
ated the  difference  in  susceptibilities  by  applying 
the  statistical  technique  of  the  standard  error  of 
the  difference  as  presented  by  Hill.9 

Results 

For  the  majority  of  organisms  there  were  more 
cases  of  nosocomial  infections  than  community  in- 
fections. In  total  there  were  95  nosocomial  cases 
and  67  community  cases  (Table  II).  This  was  a 
random  selection  of  positive  cultures,  indicating 
how  frequent  nosocomial  infections  have  become. 

E.  coli  infections  showed  differences  with  three 
commonly  used  drugs:  ampicillin,  sulfisoxazole 

diolamine,  and  kanamycin  sulfate.  These  differ- 
ences could  have  occurred  by  chance  in  less  than  5 
per  cent  of  trials.  The  common  usage  of  the  afore- 
mentioned drugs  results  in  some  selection  and 
variation.  With  chloramphenicol  and  gentamicin, 

392  New  York  State  Journal  of  Medicine/ March  1976 


T ABLE  1 1.  Number  of  each  kind  of  organism 
and  totals 


Organism 

Noso- 

comial 

Com- 

munity 

Total 

E.  coli 

35 

16 

51 

Hemolytic  S.  aureus 

20 

19 

39 

Pseudomonas 

18 

4 

22 

S.  bovis 

10 

6 

16 

Enterococcus 

9 

8 

17 

Group  A 
Streptococcus 

1 

6 

7 

Proteus 

1 

5 

6 

S.  albus 

1 

3 

4 

Total 

95 

67 

162 

2 drugs  that  are  rarely  used  with  E.  coli  infection 
there  might  have  been  no  such  selective  aspects  ) 
and  therefore  the  sensitivity  of  the  nosocomial  anc 
community  groups  were  similar  for  these  2 drug 
(Table  III).  S.  aureus  infections  showed  differ 
ences  with  several  drugs  (Table  III).  Pseudomc  : 
nas  showed  significant  differences  with  chloram 
phenicol,  streptomycin,  and  carbenicillin  indanj 
sodium  (Table  III).  S.  bovis  also  showed  diffei 
ences  in  sensitivities  (Table  III).  Enterococcu 
too  showed  differences  to  nitro  furantoin,  chloi 
amphenicol,  and  oxytetraycline  (Table  III 
Group  A Streptococcus,  Proteus,  and  S.  albus  ha 
only  probable  nosocomial  infections  to  compai 
with  the  community-acquired  infections,  an 
therefore  no  comparison  was  attempted. 

Conclusions 

The  implications  of  these  findings  for  the  phys 
cian  treating  infections  are  significant.  The  ide 
method  is  to  prescribe  antibiotics  according  to  tl 
results  of  the  sensitivity  tests.  However,  one 
sometimes  presented  with  a clinical  situation 
which  one  has  to  treat  immediately,  knowing  on 
the  offending  organism  and  without  the  results 


I 


TABLE  III.  Sensitivities  of  infections 


★ 


e Type  of  Infection 


Organism  and  Drug 

Nosocomial 
(Per  Cent) 

Community 
(Per  Cent) 

E.  coli 

AmpicillinT 

26 

60 

Sulfisoxazole 

diolamineT 

26 

62 

Kanamycin  sulfatet 

69 

94 

Chloramphenicol** 

74 

80 

Gentamicin** 

86 

80 

S.  aureus 
Carbenicillin 

indanyl  sodiumt 

35 

68 

Erythromycin  t 

35 

68 

Nalidixic  acidt 

0 

21 

Oxy  tetracycline  t 

20 

53 

Pseudomonas 

Streptomycin  t 

17 

75 

Carbenicillin 

indanyl  sodium 

61 

25 

Chloramphenicol 

11 

50 

S.  bovis 

Gentamicin  t 

90 

33 

Penicillint 

100 

67 

Methicillin  sodium 

10 

33 

Enterococcus 

Nitrofurantoin"! 

0 

50 

Chloramphenicol 

100 

75 

Oxytetracycline 

11 

38 

•Where  the  probability  of  the  difference  in  sensitivities  arising 
by  chance  is  less  than  5 per  cent,  it  is  indicated, 
tp  < 0.05. 

* ‘Chloramphenicol  and  gentamicin  sensitivities  are  given  as 
examples  of  sensitivities  to  drugs  used  uncommonly. 


the  culture  and  sensitivity  studies.  Some  institu- 
tions, in  an  effort  to  solve  this  problem  of  empiri- 
cal treatment,  and  some  with  the  intent  of  econo- 
mizing on  sensitivity  tests,  have  advocated  the  use 
of  monthly  bulletins  like  the  one  described  in  our 
introduction.8  To  compromise  between  the  use  of 
these  misleading  bulletins  and  the  ideal  of  waiting 
ffsj 
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III 

liff 
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Anaphylactic  reactions  to  insect  stings: 
new  approach 

• 

The  number  of  annual  deaths  from  anaphylatic  reac- 
tions to  Hymenoptera  stings  is  uncertain,  but  it  is 
Known  that  over  400  occurred  in  the  last  decade.  At 
present  the  only  generally  available  substances  for  (a) 
testing  and  (b)  prophylaxis  are  whole  insect  body  ex- 
tracts (WBEs).  Insofar  as  testing  is  concerned,  WBEs 


for  the  sensitivity  results,  tables  should  be  provid- 
ed to  physicians  which  list  the  sensitivities  accord- 
ing to  the  class  of  infection,  nosocomial  or  commu- 
nity acquired.  The  Medical  Letter,  Handbook  of 
Antimicrobial  Therapy,  1974,  presented  nosocom- 
ial versus  community  sensitivities  for  E.  coli  and 
Klebsiella  infections.10  Thus,  more  explicit  infor- 
mation will  provide  the  practitioner  with  a more 
useful  guide  to  empirical  treatment  of  infection  at 
his  institution. 

Jewish  Memorial  Hospital 
Broadway  and  196th  Street 
New  York,  N.Y.  10040 
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are  useless.  As  for  prophylaxis,  their  usefulness  is  ques- 
tionable and  they  are  known  to  be  absolutely  ineffective 
in  some  patients.  Yet  they  are  still  being  used.  In  vitro 
and  clinical  studies  carried  out  by  the  author  and  others 
have  strongly  suggested  that  pure  venoms  from  Hyme- 
noptera are  reliable  in  skin  testing  and,  from  experience 
with  the  5 patients  treated,  are  effective  prophylactical- 
ly.  Lichtenstein,  L.  M.:  Hospital  Prac.  10:  67  (Mar.) 
1975. 
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The  chemical  theory  of  cancer  causation  was 
first  put  forth  in  1775  when  Sir  Percival  Potts  as- 
tutely related  the  high  incidence  of  scrotal  cancer 
among  chimney  sweeps  to  their  repeated  exposure 
to  soot.  In  1915  Yamgiwa  and  Ichikawa  devel- 
oped the  first  chemical  experimental  model  of  can- 
cer by  repeatedly  painting  a rabbit’s  ear  with  coal 
tar,  subsequently  shown  by  British  investigators  to 
contain  potent  carcinogenic  polycyclic  aromatic 
hydrocarbons.1  Since  these  pioneering  observa- 
tions hundreds  of  chemicals  have  been  implicated 
as  carcinogens.2,3  A clinical  impression  has  led  us 
to  the  observation  that  among  women  with  breast 
cancer  there  is  an  abnormally  high  incidence  of 
hair  dye  and  hair  bleach  users.  The  aim  of  this 
study  is  to  determine  the  frequency  of  hair  bleach- 
ing in  women  who  have  breast  cancer. 

Methods  and  patients 

Over  a period  of  years,  we  have  reviewed  the 
case  histories  of  100  consecutive  breast  cancer  pa- 
tients from  our  office  and  consultation  practice. 
It  was  necessary  to  routinely  ask  on  all  histories 
whether  or  not  the  patient  was  dyeing  her  hair 
presently  or  in  the  past  and  for  what  duration  of 
time.  Many  patients  will  achieve  a natural  look, 
and  some  no  longer  bleach  their  hair  when  seen, 
making  questioning  mandatory  for  accurate  re- 
sults. Careful  questioning  of  the  next  of  kin  was 
required  to  elicit  the  history  of  hair  dyeing  in  post- 
mortem cases.  Only  those  women  who  were  regu- 


lar users  of  permanent  hair  coloring  for  a period 
over  five  years,  arbitrarily  selected,  were  consid- 
ered bleachers,  whereas  those  who  only  occasional- 
ly bleached  their  hair,  used  temporary  hair  color- 
ing, or  colored  shampoo  rinses  were  considered 
nonbleachers.  Of  the  100  patients  with  breast  I 
cancer  87  had  been  longtime  users  of  hair  coloring. 
Most  women,  85  per  cent,  dyed  their  hair  blond,  6 
per  cent  dyed  it  black,  7 per  cent  red,  and  the  re- 1 
maining  2 per  cent,  brown.  We  could  find  no  evi- ; 
dence  to  implicate  any  color  as  a more  powerful  I 
carcinogen  than  the  others.  A study  of  women  ol 
the  same  age  who  did  not  have  breast  cancel 
showed  that  only  26  per  cent  were  regular  users  o: 
permanent  hair  dyes  over  prolonged  periods. 

Comment 

Chemical  carcinogens  are  the  major  culprits  ii 
the  causation  of  some  human  cancers.4,5  They  cai 
be  classified  as  polycyclic  aromatic  hydrocarbons 
the  aromatic  amines,  alkylating  agents,  nitrosa 
mines,  and  naturally  occurring  products,  such  a 
aflatoxin  Bl. 

Polycyclic  hydrocarbons,  which  are  derivative  , 
of  coal  tar,  are  among  the  most  potent  carcinc  j 
gens.6  Among  those  best  studied  are  7,12-dimetI 
yl  benzanthracene,  dibenzanthracene,  benzopyi 
rene,  and  3-methylcholanthrene.  Each  of  thes  | 
chemicals  has  been  shown  to  produce  in  vitro  ne<  | 
plastic  transformation  of  a variety  of  cell  types  di 
rived  from  many  species  and  of  inducing  cancer  i | 
vivo  in  most  laboratory  animals.  When  paintc  t 
on  the  skin,  the  cancers  appear  locally;  injectf  J 
subcutaneously,  they  evoke  sarcoma;  introduc(  i 
into  a specific  organ,  they  induce  cancer  at  tl  I 
locus  of  injection.6 

Also  derived  from  coal  tar  are  the  carcinogen  ) 
aromatic  amines.  Best  studied  are  N-dimethj  ' 
4-aminoazobenzene,  2-acetylaminofluorene,  ai  j 
2-naphthylamine.6  One  aromatic  amine,  2-nap 
thylamine,  has  been  correlated  with  cancer  of  t’ 
bladder  in  man.  Used  in  aniline  dye  and  rubb 
industries,  the  compound  is  absorbed  through  t I 
skin  and  lungs  but  induces  neoplasia  in  the  bla- 
der,  suggesting  that  ultimately  an  excretory  pro- 
uct  in  the  urine  is  the  proximate  carcinogen. 

Miller3  has  classified  many  other  chemical  c i- 
cinogens  such  as  nitrosamine,  ethionine,  carb  i 
tetrachloride,  urethane,  and  a number  of  inorgai: 
metals  such  as  beryllium,  cadmium,  cobalt,  le; , 
and  nickel.  The  metals  react  within  the  nuelfs 
and  induce  tumors.7 

Polycyclic  hydrocarbons  were  first  shown  to  * 
duce  mammary  cancer  in  virus-free  mice  by  Bo} 
ser  and  Orr  in  1939. 8 They  induced  breast  can  r 
by  the  subcutaneous  injection,  intranasal  admir  - 
tration,  or  topical  application  of  methylchol;.- 
threne.  In  1949  Shay  et  al9  produced  cancer  \ 
gastric  instillation  of  methylcholanthrene.  Hc'- 
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ell,  Marchant,  and  Orr10  found  cancer  in  mice  that 
had  been  injected  with  dimethylbenzanthracene. 
Jull11  produced  experimental  cancers  by  adminis- 
tering dibenzanthracene  and  benzpyrene. 
Armstrong  and  Bonser12  implicated  aromatic 
amines  as  agents  producing  carcinoma  of  the 
breast  in  mice  while  Cantarow,  Stasney,  and 
Paschkis13  produced  breast  cancer  in  rats  using 
these  same  agents.  Thus,  the  entity  of  chemical 
breast  cancer  is  well  known. 

These  same  polycyclic  hydrocarbons  which  have 
produced  breast  cancer  in  experimental  animals 
have  structural  similarity  to  steroid  hormones. 
Some  of  these  hydrocarbons  have  physiologic  ef- 
fects that  are  similar  to  those  produced  by  estro- 
gen; for  example,  benzanthracene  and  benzvpy- 
rene  are  known  to  produce  vaginal  keratinization 
in  mice.14  In  addition,  it  has  been  shown  that  ste- 
roids can  exert  their  effects  through  topical  appli- 
cation. Pillsbury15  states  that  estrogens  are  suffi- 
ciently absorbed  to  cause  menstrual  irregularities, 
breast  enlargement,  and  hyperpigmentation.  He 
also  describes  hair  growth  in  the  axillae  of  eunuchs 
after  topical  application  of  testosterone. 

Hair  dyes  are  aniline  dyes  composed  of  polycy- 
clic hydrocarbons  derived  from  coal  tar.  They  are 
complex  compounds  of  carbon,  hydrogen,  and  oxy- 
gen. Most  dyes  also  contain  nitrogen  and  sulphur, 
and  a few  dyes  contain  metallic  elements  such  as 
chromium,  copper,  and  zinc.  Thus  hair  dyes  are 
derived  from  the  same  compounds  as  many  of  the 
potent  carcinogens  that  have  been  elaborated  on 
here.  P-phenylenediamine,  a common  hydrocar- 
bon component  of  hair  dyes,  undergoes  metabolic 
conversion  or  activation  as  do  many  other  polycy- 
clic hydrocarbons.  They  are  converted  to  active 
agents  termed  “proximate”  or  “ultimate”  carcino- 
gens. In  the  case  of  the  polycyclic  hydrocarbons 
the  metabolic  products  are  the  actual  carcinogens. 

Surely  the  chemical  components  of  hair  dyes  are 
not  harmless  agents.  The  manufacturer  warns 
that  hair  dyes  may  be  irritating  to  the  skin  and 
cause  blindness  if  allowed  to  contact  the  eyes.  On 
investigation  we  learned  that  these  coloring  agents 
contain  some  or  all  of  the  following  chemicals: 

. ammonium  hydroxide,  isopropyl  alcohol,  ethoxy- 
glvcol,  oleic  acid,  glycerin,  propylene  glycol,  octyl- 
phenoxy  polyethoxy  ethanol,  nonoxynol  4,  and 

5ethoxylated  fatty  acid  tertiary  amine,  cocamide  di- 
ethvlaminoethanol;  free  acid  of  complex  organic 
phosphate  ester,  perfume,  p-phenylenediamine, 
resorcinol,  4-mentoxy-m-phenylenediamine  sul- 
fate, 4-nitro-p-phenylenediamine,  2-nitro-p-phe- 
nylenediamine,  hvdroquinone,  sodium  sulfite,  tol- 
. uene-2,  5-diamine  sulfate,  o-aminophenol,  m-ami- 
nophenol,  4-amino-2  nitrophenol,  acid  yellow  3, 
ethvlenediaminetetracetic  acid,  erythorbic  acid, 
and  thiosalicylic  acid. 

The  carcinogenic  effects  of  hair  dyes  have  been 
q|  investigated  by  other  workers.  Bruce16  of  the 


Although  a variety  of  chemical,  viral,  hormonal, 
and  physical  factors  have  been  implicated  as  car- 
cinogens, hair  dyes  and  bleaches  have  not  thus  far 
been  so  identified.  A review  by  the  authors  of  100 
patients  with  breast  cancer  revealed  that  87  per 
cent  were  longtime  users  of  hair  coloring  agents, 
while  in  a study  of  women  in  the  same  age  bracket 
who  did  not  have  breast  cancer,  it  was  found  that 
only  25  per  cent  were  regular  users  of  hair  dyes. 
Hair  dyes  contain  aniline  derivatives  and  chemi- 
cals which  may  be  carcinogens.  There  is  docu- 
mented evidence  that  these  can  be  absorbed  by  the 
skin.  This  hypothesis  remains  to  be  proved;  tests 
are  in  progress  on  laboratory  animals. 


University  of  Toronto  found  an  80  per  cent  inci- 
dence of  hair  bleaching  in  his  patients  with  cancer 
of  the  uterus.  Ames  et  al. 17,18  are  currently  re- 
searching the  effects  of  hair  dyes  on  cells  in  tissue 
culture.  Their  preliminary  results  indicate  that 
hair  dyes  contain  chemicals  that  are  carcinogen- 
ic.18 

The  question  remains  as  to  whether  the  chemi- 
cals in  the  hair  dye  can  be  absorbed  into  the  gener- 
al circulation  and  produce  systemic  effects.  That 
they  can  has  been  well  documented. 15,19-22 
Allen20  remarks  that  “It  used  to  be  thought  that 
the  skin  served  as  an  impregnable  barrier  to  the 
penetration  of  substances.  Obviously,  a great 
many  substances  are  absorbable  through  the  epi- 
dermis and  into  the  general  circulation.”  Accord- 
ing to  Marshall21  transcutaneous  absorption  of 
certain  substances  does  take  place  through  un- 
damaged skin  either  by  way  of  the  epidermis  or 
the  pilosebaceous  follicles.  He  maintains  that 
water-soluble  substances  are  little  absorbed,  but 
some  liposoluble  substances  pass  easily.  Pillsbu- 
ry1,1  acknowledges  that  as  a general  rule  fat-soluble 
substances  are  well  absorbed  by  the  skin.  Since 
many  of  the  components  of  hair  dyes  are  fat-solu- 
ble, especially  the  polycyclic  compounds,  they  can 
also  pass  through  the  skin. 

Marshall  and  Palmer23  reported  a forty-five- 
year-old  woman  who  complained  of  a dark  discol- 
oration of  the  urine  following  application  of  hair 
dyes  at  her  local  beauty  salon.  Reports  of  discol- 
ored urine  following  the  use  of  pigments  have  ap- 
peared in  the  literature  as  early  as  188624;  since 
then  similar  reports  have  appeared.25  Application 
of  gentamicin  sulfate  to  the  skin  has  been  shown 
to  cause  tinnitus.21  Kibukamusoke,  Davies,  and 
Hutt26  reported  the  finding  of  membranous  ne- 
phropathy in  African  women  who  use  skin-lighten- 
ing creams  containing  mercury.  All  these  exam- 
ples point  to  the  fact  that  chemicals  applied  local- 
ly to  the  skin  can  penetrate  into  the  circulation 
and  produce  systemic  effects. 
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Conclusion 

We  have  tried  to  show  that  many  chemicals 
have  been  implicated  as  carcinogens  and  that 
many  of  them  are  linked  to  breast  cancer.  We 
have  shown  that  hair  dyes  contain  many  of  the 
same  compounds  that  are  known  to  cause  cancer. 
Finally,  there  is  documented  evidence  showing 
that  many  chemicals  can  be  absorbed  into  the 
body  through  the  skin.  Thus  our  clinical  observa- 
tions would  seem  to  be  well  founded.  To  test  this 
thesis  further  we  are  conducting  experiments  on 
laboratory  animals  to  ascertain  if  application  of 
common  commercial  hair  dyes  can  indeed  produce 
mammary  cancer.  This  hypothesis  remains  to  be 
proved;  tests  are  in  progress. 
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Intensive  treatment  of  severe 
ulcerative  colitis  episodes 

Most  ulcerative  colitis  attacks  can  be  treated  on  an 
outpatient  basis,  but  severe  episodes  may  be  life-threat- 
ening. The  decision  whether  to  continue  medical  treat- 
ment in  these  patients  or  to  operate  is  a difficult  one, 
particularly  since  surgical  risk  may  be  great  in  severely 
ill  patients.  The  decision  is  eased  by  use  of  the  five-day 
intensive  regimen  described  by  Truelove  and  Jewell 
|Lancet  1:  1067  (1974)].  This  regimen  improves  the  re- 


mission rate  and,  if  the  patient  does  not  respond,  pro-  , 
vides  a clear  indication  for  surgery.  When  used  success-  & 
fully  in  an  initial  episode,  this  regimen  also  improves  • 
chances  for  a prolonged  remission.  Also  discussed  is,  n 
maintenance  therapy  with  salicylazosulfapyridine  (Sala- 
zopyrin)  and  the  possibility  of  adverse  effects  of  diphe- 
noxylate (Lowmotil).  Probable  contraindications  foi 
diphenoxylate  are  acute  enteric  infection  and  severe  in 
flammatory  colitis.  Badley,  B.  W.  D.:  Some  aspects  of  J- 
medical  management  of  gastrointestinal  disease,  part  II 
Canad.  M.  A.  J.  112:  331  (Feb.  8)  1975 
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Thrombocytopenia  and 
Pulmonary  Infiltrates 


Case  history 

John  Wexler,  M.D.*:  A sixty-nine-year-old 

man  appeared  at  the  Bronx  Municipal  Center  with 
a three-day  history  of  fever,  shaking  chills,  and  pe- 
techiae.  He  had  been  given  antibiotics  by  an  out- 
side physician,  but  his  symptoms  did  not  respond 
to  that  therapy.  Physical  examination  revealed  a 
toxic,  confused  male  with  numerous  petechiae  on 
the  trunk  and  extremities.  Hematocrit,  white 
count,  and  clotting  factors  were  all  normal;  how- 
ever. a platelet  count  was  18,000  per  cubic  milli- 
meter. Spinal  fluid  and  bone-marrow  examina- 
tions were  unremarkable.  The  patient  was  anuric 

* Resident,  Department  of  Radiology. 


with  an  elevated  blood  urea  nitrogen  and  creati- 
nine. A radiogram  of  the  chest  showed  results 
within  normal  limits.  The  diagnosis  of  thrombot- 
ic thrombocytopenic  purpura  was  made  and  high- 
dose  prednisone  therapy  instituted.  Because  of 
continued  renal  failure,  peritoneal  dialysis  was 
begun  on  the  fourth  hospital  day.  On  the  eighth 
day,  the  patient  developed  respiratory  difficulty, 
and  a radiogram  of  the  chest  was  obtained  (Fig. 
1A). 

Martin  Parker,  M.D.*:  On  a portable  exami- 
nation of  the  chest,  as  shown  in  Figure  1A,  there 
are  multiple,  bilateral,  ill-defined,  alveolar  infil- 
trates. The  heart  is  not  enlarged  nor  is  there  pul- 
monary vascular  engorgement  nor  evidence  of 
pleural  fluid.  The  acute  appearance  of  multiple 
alveolar  infiltrates  suggests  pulmonary  edema,  in- 
fection, or  hemorrhage.  Patients  with  renal  fail- 
ure are  particularly  susceptible  to  fluid  overload 
and  edema  which,  in  this  setting,  can  occur  very 
rapidly.  There  need  be  no  cardiac  enlargement 


FIGURE  1.  Anteroposterior  chest  radiograms.  (A)  Demonstrating  bilateral  alveolar  infiltrates.  (B)  Showing  extension  of 
infiltrates  since  earlier  examination.  Arrow  shows  large  lucency  present  within  area  of  infiltration  as  well  as  several 


smaller  lucencies. 
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FIGURE  2.  Postmortem  specimen  of  lungs.  Confluent 
areas  of  consolidation  and  studding  surface  are  multiple 
abscesses  up  to  1 cm.  in  size  and  surrounded  by  hemor- 
rhagic borders.  Two  of  these  abscesses  indicated  by 
arrow  heads. 

unless  there  is  concomitant  cardiac  disease.  Simi- 
larly, while  it  would  be  helpful  to  see  evidence  of 
vascular  congestion  or  pleural  effusion,  these  are 
not  invariably  present.  Bronchopneumonia  must 
also  be  a serious  consideration  in  a patient  with 
this  appearance  on  the  chest  film.  Patients  whose 
physical  condition  is  compromised  by  many  seri- 
ous disease  processes,  and  especially  those  whose 
immune  mechanisms  are  depressed  either  by  a pri- 
mary disease  state  or  by  therapy,  have  an  in- 
creased incidence  of  pulmonary  and  other  infec- 
tions. Often  these  infections  are  caused  by  organ- 
isms which  are  ordinarily  nonpathogenic  or  are 
otherwise  uncommon  pathogens.  Information 
about  the  sputum  examination  would  be  useful  to 
assist  in  making  this  diagnosis.  An  additional 
possibility,  pulmonary  hemorrhage,  is  important 
in  view  of  this  patient’s  thrombocytopenia.  Pul- 
monary bleeding  may  be  diffuse  and  bilateral  as 
was  the  case  here.  Once  again,  it  would  be  impor- 
tant to  know  the  results  of  the  sputum  examina- 
tion. 

Dr.  Wexler:  Sputum  examinations  were  non- 
contributory with  neither  blood  nor  unusual  or- 
ganisms demonstrated.  The  patient  had  persis- 
tent respiratory  difficulty  and  required  ventilatory 
assistance.  A second  chest  radiogram  was  taken 
six  days  after  the  first,  just  prior  to  expiration 
(Fig.  IB). 

Dr.  Parker:  Since  the  earlier  examination,  an 
endotracheal  tube  has  been  inserted.  There  has 
been  marked  progression  of  the  alveolar  process, 
and  there  may,  in  fact,  be  areas  of  breakdown 
within  it.  The  differential  diagnostic  possibilities 
are  not  significantly  changed  since  the  first  study, 
with  the  exception  of  the  possible  superimposition 
of  changes  secondary  to  oxygen  toxicity.  The  ra- 
diographic findings  in  patients  who  have  been  on 
high  concentrations  of  oxygen  for  several  days  may 
include  diffuse  alveolar  disease,  which  is  in  large 
part  secondary  to  transudation  and  some  bleeding. 


FIGURE  3.  Septate  hyphae  of  Aspergillus. 


Infection  frequently  is  superimposed  on  this  pat- 
tern. In  this  case,  however,  the  findings  preceded 
the  intubation,  and,  although  there  may  be 
changes  secondary  to  oxygen  toxicity  present, 
these  would  be  secondary  to  the  initial  problem. 
Despite  the  absence  of  cardiac  enlargement,  I feel 
that  diffuse  pulmonary  edema  secondary  to  this 
patient’s  uremia  was  the  basic  condition,  with  su- 
perimposed infection  a likely  additional  problem. 
The  negative  sputum  examination  results  are 
bothersome,  but  on  occasion  significant  pathogens 
are  not  seen  on  smears  and  may  not  be  recognized 
until  cultures  grow  out  days  to  weeks  later. 

Final  radiographic  diagnosis 

Uremic  pulmonary  edema  with  secondary  in- 
fection 

Pathologic  discussion 

Carlos  Viquez,  M.D.*:  The  postmortem  exam- 
ination showed  severe  bilateral  confluent  pneumo- 
nia with  abscess  formation  (Fig.  2).  Microscopi- 
cally, there  are  areas  of  hemorrhage  with  fibrin  de- 
position and  necrosis,  as  well  as  polymorphonucle- 
ar cell  infiltration  with  nuclear  debris,  congestion, 
and  inflammatory  edema.  There  are  also  poly- 
morphonuclear leukocytes  densely  concentrated  in 
confluent  lobular  areas,  with  nuclear  debris  and 
breakdown  of  alveolar  walls.  Throughout  these 
areas  were  found  fungi  with  widespread  prolifera- 
tion of  hyphae,  as  shown  in  Figure  3,  which  ap- 
peared to  be  septated  and  branching  in  angles  less 
than  90  degrees.  They  radiate  peripherally  from 
the  central  areas  of  necrosis.  No  yeast  forms  were 
seen.  There  are  also  areas  where  the  hyphae  are 
invading  the  bronchial  and  vascular  walls.  Higher 
in  the  respiratory  system,  in  the  proximal  trachea, 
a deep  necrotizing  ulcerative  lesion  was  found 
Similar  fungi  were  present  at  its  base,  and  the} 
were  also  seen  in  adjacent  veins  and  arteries. 

Cardiomegaly,  450  Gm.,  with  left  ventricular  hy 
pertrophy  was  present.  Mural  and  valvular  endo 

* Resident,  Department  of  Pathology. 
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carditis  with  soft  tan  fibrinous  vegetations  was 
found  affecting  the  mitral  and  tricuspid  valves 
(Fig.  4).  The  vegetations  were  associated  with  ne- 
crosis, hemorrhage,  and  abscesses  in  the  subjacent 
myocardium.  Fungi  were  present  and  were  dem- 
onstrated to  be  Aspergillus.  Fungal  dissemination 
was  also  demonstrated  elsewhere  throughout  the 
body.  In  addition,  there  were  multiple  areas  of 
hemorrhage  related  to  the  patient’s  thrombocyto- 
penia. 

The  pathogenesis  of  this  patient’s  disseminated 
fungal  infection  was  most  likely  due  to  Aspergillus 
laryngotracheitis.  Vascular  invasion  of  the  ulcer- 
ated lesion  led  to  venous  dissemination  to  the 
lungs.  A diffuse  fungal  pneumonia  with  subse- 
quent abscess  formation  occurred,  and  the  secon- 
dary invasion  of  pulmonary  veins,  which  was  dem- 
onstrated at  autopsy,  led  to  the  spread  of  the  fun- 
gus to  the  left  side  of  the  heart  and  coronary  arte- 
ries. Thrombosis  of  the  latter,  triggered  by  Asper- 
gillus, caused  myocardial  infarctions,  which  were 
also  secondarily  infected.  Finally,  myocardial  ab- 
scesses encroached  on  the  endocardium  and  in- 
i volved  mitral  and  tricuspid  valves. 

Aspergillus  is  a highly  destructive  and  invasive 
organism.  Necrotizing  bronchopneumonia  has 
been  a frequent  finding  as  have  ulcerative  lesions 
in  the  gastrointestinal  tract,  with  secondary  vascu- 
lar penetration  by  the  fungus.  Fungal  endocardi- 
tis has  been  described  in  patients  undergoing  pro- 
longed intravenous  alimentation,  following  cardio- 
vascular surgery,  and  in  drug  addicts.1  Such  pa- 
tients may  have  myocardial  abscesses  and  evi- 
dence of  vascular  invasion  by  the  organisms  in  ad- 
dition to  the  endocardial  fungal  vegetations.  It  is 
felt  that  the  high  doses  of  steroids  and  antibiotics 
that  this  patient  received  both  before  and  during 
hospitalization  changed  the  microbiologic  environ- 
ment allowing  Aspergillus  to  flourish.  The  imme- 
diate cause  of  death  was  sepsis,  secondary  to  fun- 
gal endocarditis,  myocarditis,  and  pneumonia. 

Final  pathologic  diagnosis 

Aspergillosis  with  cardiac  and  pulmonary  in- 
i uolvement 

Thrombotic  thrombocytopenic  purpura 

Comment 

Dr.  Wexler.  It  is  becoming  increasingly  appar- 
ent that  fungal  infection  may  be  a significant 
problem  in  patients  whose  host  defenses  have  been 
altered,  either  by  steroid  therapy  or  by  their  pri- 
mary disease  states.  Several  investigators  have 
demonstrated  a significant  incidence  of  dissemi- 
nated Aspergillosis  in  patients  receiving  steroids 
ollowing  renal  and  cardiac  transplantation  for  the 
reatment  of  collagen  vascular  disease  and  for  the 
reatment  of  sarcoidosis.2  Young  et  al.2  reviewing 
he  experience  of  the  solid  tumor  service  of  the 
National  Institutes  of  Health  found  that  the  fre- 


FIGURE  4.  Fibrinous  vegetations  on  mitral  valve  and  on 
wall  of  left  ventricle. 


quency  of  mycotic  superinfection  by  Aspergillus  in 
cancer  patients  was  second  only  to  that  of  Candi- 
da. 

The  case  presented  today  is  an  example  of  over- 
whelming pulmonary  and  systemic  infection  in  a 
patient  receiving  steroid  therapy.  The  organism 
with  which  he  was  infected,  Aspergillus,  may  affect 
pulmonary  tissue  in  several  distinct  ways.  Preex- 
isting pulmonary  cavities  or  cysts  can  become  sec- 
ondarily infected  with  the  fungus.3  A mycetoma 
or  fungus  ball  may  be  formed  there.  These  infec- 
tions are  saprophytic  and  rarely  invasive.  Roent- 
genographically  they  appear  as  multiloculated 
masses  within  thin-walled  cysts.  If  the  mycetoma 
fills  the  cyst  and  there  is  no  air  surrounding  it,  the 
appearance  may  be  that  of  a solid  nodule.  Once 
there  is  air  surrounding  the  mycetoma  it  is  more 
readily  identifiable.  In  some  cases,  if  the  fungus 
ball  is  not  fixed  to  the  wall,  decubitus  films  will 
demonstrate  its  movement  within  the  cyst. 

Primary  pulmonary  Aspergillosis  is  a rare  dis- 
ease whose  roentgenographic  appearance  may  be 
indistinguishable  from  pulmonary  tuberculosis.4 
Aspergillus  has  also  been  implicated  as  a precipi- 
tating factor  in  a type  of  Loffler’s  syndrome  with 
varying  pulmonary  infiltrates,  peripheral  eosino- 
philia,  and  asthma.5  Finally,  as  in  today’s  case, 
Aspergillus  can  take  on  the  role  of  an  opportunis- 
tic organism,  infecting  the  lungs  of  patients  whose 
host  defenses  have  been  altered.  In  this  setting 
the  organism  is  destructive  and  invasive  causing 
either  diffuse  alveolar  disease  or  thin-walled  cavi- 
tary lesions.6  Pleural  involvement  may  be 
present,3  as  may  cardiac  lesions.  Other  opportu- 
nistic organisms  such  as  gram-negative  bacteria, 
Pneumocystis  carinii,  cytomegalovirus,  and  herpes 
zoster  varicella,  can  also  produce  a similar  roent- 
genographic picture  in  the  debilitated  patient. 

The  onset  of  pulmonary  infection  in  a patient 
whose  immune  status  has  been  altered  should 
suggest  to  the  radiologist  the  possibility  of  infec- 
tion by  an  opportunistic  organism.  Although 
there  are  no  pathognomonic  radiographic  findings 
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for  any  of  the  causative  organisms,  consideration 
of  this  possibility  may  permit  an  earlier  diagnosis 
and  allow  for  life-saving  therapy  before  over- 
whelming infection  occurs. 
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Informing  the  public  regarding 
cardiopulmonary  resuscitation  (CPR) 

Sudden  death  from  heart  attack  is  the  most  prevalent 
medical  emergency  today.  More  than  650,000  people 
die  annually  and  350,000  of  these  deaths  occur  outside 
of  the  hospital,  usually  within  two  hours  of  the  onset  of 
symptoms.  A large  number  of  these  deaths  could  be 
prevented  by  prompt,  appropriate  treatment.  Many 
victims  of  drowning,  electrocution,  suffocation,  drug  in- 
toxication, or  auto  accidents,  can  also  be  saved  by  Car- 
diopulmonary Resuscitation.  CPR  is  an  integral  part  of 
a community-wide  emergency  medical  services  (EMS) 
system.  The  EMS  system  must  provide  proper  identifi- 
cation and  appropriate  action  for  all  medical  emergen- 
cies. 

CPR  is  the  hope  for  a longer  life  for  the  heart  attack 
victim.  In  the  past,  if  the  victim  was  not  near  a medical 
facility,  his  chances  of  surviving  a heart  attack  were  very 
small  indeed.  Today,  with  more  individuals  learning 
CPR  procedures,  that  chance  to  live  is  being  given  more 
heart  attack  victims  than  at  any  time  in  our  history. 

In  an  examination  of  CPR  technique,  it  is  shown  that 
almost  any  one  with  reasonable  physical  health  can  per- 
form external  cardiac  massage.  It  requires  being  able  to 
kneel  and  bend  at  the  waist  at  preferably  floor  level. 
Any  one,  except  possibly  the  worst  arthritic,  has  these 
capabilities. 

It  is  incumbent  on  all  recipients  of  EMERGENCY 
MEDICINE  TODAY  to  inform  the  general  public  about 
the  importance  of  CPR.  All  medical  professionals, 
whether  Doctor,  Nurse,  Emergency  Medical  Technician 
or  Paramedic,  should:  1.  Update  their  skills  to  a 

teaching  level  by  attending  CPR  courses  for  instructors 
in  Basic  Life  Support.  2.  Promote  through  the  news 
media  the  necessity  for  everyone  to  be  familiar  with 
CPR.  3.  Instruct  as  many  of  the  general  public  as  pos- 
sible in  CPR. 

In  the  announcing  stage  of  the  program,  it  should  be 
spelled  out  in  layman’s  language  the  need  to  know  CPR 
procedures  and  to  possibly  save  a life;  or  save  that  indi- 
vidual from  being  a cardiac  cripple  for  the  remainder  of 
his  life.  It  should  be  emphasized  that  the  mere  fact  of 
knowing  CPR  places  laymen  in  a position  of  extreme 
importance  to  their  families,  neighbors,  fellow 
employees,  employers,  and  the  general  public. 

Also,  it  should  be  stressed  that  CPR  can  be  learned  by 
any  person  with  or  without  formal  education,  and  that 


the  only  real  requirement  is  physical  capability  and  the 
willingness  to  devote  four  (4)  hours  of  their  time  to  basic 
physiology  and  practical  application  of  learning  CPR 
techniques. 

One  approach  to  the  problem  of  recruitment  is 
through  the  country’s  educational  system.  Most 
schools  have  health  courses  for  high  school  and  college 
students.  If  the  school  administration  can  be  assured  of 
the  need  for  this  type  of  education,  half  of  the  problem 
is  solved.  The  other  half,  capable  instructors,  can  be  re- 
cruited and  taught  prior  to  installation  of  the  school 
programs.  The  more  logical  prospective  instructor 
would  be  the  physical  education  teacher  and/or  the 
school  nurse. 

The  instructor’s  course  can  be  given  during  the  sum- 
mer vacation  months,  and  the  school  system  could  give 
additional  credits  for  the  teachers  attending  and  com- 
pleting the  CPR  instructor’s  course.  A total  of  twenty- 
one  hours  is  involved  in  the  instructor’s  program  (exclu- 
sive of  practice).  This  amount  of  time  allows  for  prac- 
tice-lectures by  each  student  and  several  practice  ses- 
sions on  the  mannequin  used  in  the  instructional  pro- 
gram. It  is  suggested  that  the  twenty-one  hours  be 
completed  in  seven  separate  segments  of  three  hours 
each  to  permit  the  student  instructor  time  to  absorb  the 
material. 

The  ideal  situation,  of  course,  is  to  use  a physician 
qualified  in  CPR  instruction  to  teach  the  school  system 
instructors.  If  this  is  not  always  possible,  organizations 
such  as  the  American  Heart  Association,  American  Rec 
Cross,  or  the  Public  Safety  Officers  Foundation  can  bf 
called  on  for  assistance  in  obtaining  a qualified  CPR  in 
structor,  or  instructors.  However,  state  or  local  medica 
societies  may  be  able  to  help  supply  or  locate  qualifiec 
CPR  instructors.  Once  the  school  system  has  qualifiec 
instructors,  the  scheduling  of  CPR  classes  should  be  lef 
to  school  administrators,  who  should  be  encouraged  t< 
make  the  CPR  course  available  to  all  students  during  . 
regularly  scheduled  health  class. 

The  inspiration  for  promulgation  of  a program  of  sucl 
importance  must  come  from  you,  the  reader  of  this  arti 
cle,  whoever  you  may  be.  We  believe  that  the  most  im 
mediate  step  in  saving  a life  jeopardized  by  heart  attacl 
drowning,  electrical  shock,  is:  CARDIOPULMONAR 
RESUSCITATION.  John  W.  Sturgeon,  Assistant  D 
rector,  American  Medical  Association,  Department  c 
Emergency  Medical  Services,  Emergency  Medicin 
Today,  vol.  4,  no.  7,  July,  1975. 
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QUESTION  193.  What  is  the  diagnosis?  The  patient  was  a fifty-four-year-old  woman  with  longstanding  heart 
murmurs  admitted  for  increasing  congestive  failure. 


5 j 

• • 


QUESTION  194.  Monitor  lead.  What  is  the  rhythm?  The  patient  has  rheumatic  heart  disease  and  has  been  re- 
ceiving digitalis. 
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ELUCIDATION 


Question  193.  The  frontal  plane  electrical  axis 
is  markedly  rightward  beyond  plus  120  degrees. 
There  is  a dominant  R wave  in  Vi  and  clockwise 
rotation  of  the  heart  as  manifested  by  poor  r-wave 
progression  to  V5  with  a deep  S wave  in  V2  to  V5. 
These  findings  are  secondary  to  right  ventricular 
enlargement.  The  deep  S wave  in  V2  to  V4  and 
RV6,  occurring  in  a patient  with  right  ventricular 
enlargement,  suggests  left  ventricular  hypertrophy 
as  well.  There  are  nonspecific  S-T  abnormalities 


probably  secondary  to  digitalis  effects  and  myo- 
cardial disease.  The  rhythm,  unclear  from  this 
tracing,  was  atrial  fibrillation. 

Question  194.  There  are  no  visible  P waves, 
but  atrial  fibrillatory  waves  can  be  seen.  Beats  1 
and  2 have  a narrow  QRS.  The  following  four 
beats  have  a wide  QRS  and  are  perfectly  regular  at 
a rate  of  70  beats  per  minute.  Beats  7 and  8 are 
fusion  beats  intermediate  in  form  between  the  first 
two  beats  and  the  ensuing  four.  The  last  beat  is 
similar  to  the  first  two.  This  regular  rhythm  in- 
terrupting atrial  fibrillation  represents  a parasys- 
tolic focus  arising  below  the  bifurcation  of  the 
bundle  of  His.  This  arrhythmia  has  been  termed 
either  accelerated  idioventricular  rhythm  or  a slow 
ventricular  tachycardia.  In  a patient  receiving 
digitalis,  this  rhythm  usually  indicates  digitalis 
toxicity. 


National  Endowment 
for  the  Humanities 

The  National  Endowment  for  the  Humanities  will 
support  four  humanities  seminars  for  medical  practi- 
tioners next  summer  at  The  Ohio  State  University  in 
Columbus,  Ohio,  at  the  University  of  Pennsylvania  in 
Philadelphia,  at  Stanford  University,  and  at  the  Univer- 
sity of  Texas  Medical  Branch  in  Galveston.  The  NEH 
is  a U.S.  Government  agency  established  in  1965  as  part 
of  the  National  Foundation  on  the  Arts  and  Humanities. 
The  seminars  will  bring  four  distinguished  humanists — 
from  the  fields  of  philosophy,  religion,  sociology,  and 


Professor  John  C.  Burnham 
Department  of  History 
The  Ohio  State  University 
230  West  17th  Avenue 
Columbus,  Ohio  43210 

Professor  Renee  C.  Fox,  Chairman 
Department  of  Sociology 
128  McNeil  Building  CR 
University  of  Pennsylvania 
Philadelphia,  Pennsylvania  19174 


history — together  with  medical  practitioners  for  a 
month  of  full-time  study.  The  Endowment’s  goal  in 
sponsoring  these  seminars  is  to  help  improve  the  quality 
of  leadership  in  the  medical  profession  by  bringing 
humanistic  knowledge  and  understanding  to  bear  on 
problems  which  arise  in  the  practice  of  medicine. 

Up  to  15  persons  will  attend  each  seminar  tuition  free 
and  will  receive  a $1,200  stipend  to  cover  expenses,  plus 
reimbursement  for  travel  up  to  a $300  maximum.  Ap- 
plications are  invited  from  physicians  and  other  mem- 
bers of  the  health  professions.  Interested  persons  car 
obtain  application  forms  and  more  detailed  information 
from  the  respective  seminar  directors  at  the  addresses 
listed  below: 


Professor  William  F.  May,  Chairman 
Department  of  Religious  Studies 
Sycamore  Hall  230 
Indiana  University 
Bloomington,  Indiana  47401 

Professor  H.  Tristram  Engelhardt,  Jr. 
Institute  for  the  Medical  Humanities 
University  of  Texas  Medical  Branch 
Galveston,  Texas  77550 
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She’s  a graduate  of  Columbia  with  a Masters 
in  literature. 

She’s  a vice  president  of  a publishing  company. 

She’s  watched  television  programs  and  read 
dozens  of  pamphlets  and  articles  about  early 
cancer  detection. 

She  has  relatives  and  close,  personal  friends 
who  have  had  mastectomies. 

She’s  about  as  aware  of  the  need  for  breast  self- 
examination  as  any  intelligent  woman  could  be. 

Yet  she  does  not  get  regular  checkups  nor 
does  she  even  examine  her  own  breasts. 

Why?  Because  her  doctor  never  told  her  to. 


But  92%  of  the  women  who  receive  personal  instruction 
from  their  doctors  do  regularly  practice  BSE.* 

You  don't  have  to  be  told  how  important  early  detection  is. 
But  maybe  you  need  this  reminder  that  a few  personal 
words  from  you  can  often  mean  more  than  the  millions  of 
words  that  go  into  publicity  and  television  programs. 

‘Based  on  a Gallup  study  conducted  for  the  American  Cancer  Society. 
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Not  long  after  the  introduction  of  the  Seng- 
staken-Blakemore1 tube  as  a method  of  controlling 
bleeding  esophageal  varices,  multiple  reports  ap- 
peared indicating  that  while  it  is  generally  effec- 
tive in  tamponading  the  source  of  bleeding,  its  use 
carries  a significant  incidence  of  serious,  some- 
times fatal,  complications.  While  vasoconstrictor 
techniques  are  being  used  more  widely,  balloon 
tamponade  remains,  however,  a mainstay  of  the 
immediate  treatment  of  bleeding  varices. 

This  article  details  the  findings  in  the  case  of  a 
patient  who  developed  fatal  exsanguination  from 
gastric  ulceration  believed  caused  by  the  gastric 
balloon  of  the  Sengstaken-Blakemore  tube.  Aside 
from  a brief  mention  by  Byrne,  Samson,  and 
Dugan2  of  a case  of  gastric  ulceration  among  other 
complications  of  this  method  of  intubation,  the 
English  literature  contains  no  reference  to  this  se- 
rious sequel  of  properly  performed  balloon  tam- 
ponade. 

Case  report 

A fifty-four-year-old  man  was  admitted  to  the 
hospital  because  of  hematemesis  and  melena  of 
eight  hours’  duration.  A known  alcoholic,  he  had 
bled  similarly  twice  before  hut  had  not  sought 
medical  attention.  Examination  showed  the 
blood  pressure  to  be  70/40  mm.  Hg,  and  the  pulse 


FIGURE  1.  X-ray  film  during  superior  mesenteric  arteri- 
ography, showing  gastric  balloon  of  Sengstaken-Blake- 
more tube  inflated  in  correct  position  beneath  left  hemidi- 
aphragm. 

120  per  minute.  Slight  scleral  icterus  was  present. 
The  liver  and  spleen  were  not  palpable.  There 
was  slight  testicular  atrophy.  Hematocrit  was  23. 

After  reconstitution  of  blood  volume,  gastrosco-j 
py  was  attempted,  but  poor  patient  cooperation  i 
forced  discontinuation  of  the  examination  after 
esophageal  varices  were  noted  and  brisk  bleeding 
was  seen  arising  from  within  the  esophagus.  Nc  | 
blood  was  seen  to  reflux  through  the  cardial  ori 
fice;  the  stomach  was  not  examined.  A Seng 
staken-Blakemore  tube  was  passed;  the  gastrk 
balloon  was  inflated  with  250  cc.  of  air.  Celiac  an 
giography  was  carried  out  within  four  hours  of  ad 
mission  and  showed  varices  of  the  upper  stomaefj 
and  lower  esophagus.  No  escape  of  contrast  medi 
urn  was  demonstrated.  Films  showed  correct  po  f 
sitioning  of  the  gastric  balloon  (Fig.  1).  The  angi  } 
ography  catheter  was  left  in  the  orifice  of  the  supe  ; 
rior  mesenteric  artery,  and  vasopressin  was  in 
fused  according  to  the  method  of  Baum  and  Nus  i 
baum.:!  Repeat  angiography  during  infusion  dem 
onstrated  marked  narrowing,  but  continued  paten 
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FIGURE  3.  Autopsy  specimen.  Low-power  photomicro- 
graph of  gastric  ulceration;  ulceration  extends  into  muscu- 
laris;  inflammation  involves  deeper  levels. 


FIGURE  2.  Autopsy  specimen.  Esophagus  and  stomach 
opened  posteriorly  showing  2 large  gastric  ulcers  (arrows) 
on  anterior  wall  of  cardia. 


cy,  of  the  branches  of  the  superior  mesenteric  ar- 
tery. Because  bleeding  continued,  the  tube  was 
placed  on  light  traction,  and  the  esophageal  bal- 
loon was  inflated  to  40  mm.  Hg  pressure.  Trache- 
ostomy was  performed.  Twenty-four  hours  after 
admission,  bleeding  ceased.  Traction  was  re- 
leased, and  both  balloons  were  deflated.  On  the 
third  hospital  day,  despite  continued  vasopressin 
infusion,  bleeding  recurred.  Both  balloons  were 
reinflated,  and  the  tube  was  again  placed  on  trac- 
tion. The  next  day,  with  bleeding  still  active,  lap- 
arotomy was  performed.  Hepatic  cirrhosis,  mod- 
erate splenomegaly,  and  mild  ascites  were  found. 
On  the  anterior  wall  of  the  proximal  stomach  over- 
lying  the  gastric  balloon  was  an  area  of  subserosal 
ecchymosis  3 cm.  in  greatest  diameter.  It  was  at- 
tributed to  pressure  -by  the  balloon,  but  was  not 
further  investigated.  Portal  pressure  was  found  to 
be  410  mm.  of  saline,  and  was  reduced  to  260  mm. 
after  interposition  of  an  18  mm.  diameter  woven 
Dacron  shunt  between  the  superior  mesenteric 
vein  and  the  inferior  vena  cava.  Both  balloons 
were  deflated  after  the  shunt  was  opened.  Bleed- 


ing continued  until  establishment  of  the  shunt  and 
ceased  immediately  thereafter.  The  Sengstaken- 
Blakemore  tube  was  removed  at  the  end  of  the  op- 
eration. 

In  the  postoperative  period,  after  an  initial  peri- 
od of  hepatic  decompensation,  the  patient  ap- 
peared to  be  recovering  smoothly.  On  the  fif- 
teenth postoperative  day,  however,  massive  upper 
gastrointestinal  bleeding  recurred.  Despite  multi- 
ple transfusions,  intragastric  instillation  of  cate- 
cholamines, and  iced  saline-antacid  gavage,  he  ex- 
sanguinated within  six  hours.  Sengstaken- 
Blakemore  intubation  was  not  reinstituted. 

At  autopsy  the  cause  of  death  was  found  to  be 
hemorrhage  from  two  gastric  ulcers.  They  were 
located  at  the  precise  place  on  the  anterior  gastric 
wall  where  the  ecchymosis  had  been  noted  at  oper- 
ation (Fig.  2).  Microscopic  examination  of  the  ul- 
cers showed  penetration  to  the  serosa  by  a rela- 
tively acute  inflammatory  process  (Fig.  3).  Al- 
though differentiation  from  peptic  ulcer  was  im- 
possible, it  was  believed  that,  in  view  of  the  pre- 
viously noted  ecchymosis,  they  were  caused  by 
pressure  of  the  gastric  balloon.  The  mesocaval 
shunt  was  found  to  be  patent  (Fig.  4);  collapsed 
esophageal  and  proximal  gastric  varices  were 
noted.  No  point  of  rupture  could  be  found. 

Comment 

The  Sengstaken-Blakemore  tube  had  been  in 
place  for  approximately  sixty  hours;  after  twenty- 
four  hours  of  inflation,  both  balloons  were  deflated 
for  thirty  hours,  then  reinflated  for  six  hours  be- 
fore operation.  The  volume  of  air  in  the  gastric 
balloon  did  not  exceed  250  cc.  at  any  time.  At  op- 
eration, the  contour  of  the  proximal  stomach  did 
not  appear  excessively  narrow  and  accommodated 
the  inflated  balloon  with  apparent  ease.  No  in- 
trinsic lesion  of  the  gastric  wall  was  palpated  at 
the  site  of  the  ecchymosis,  and  the  area  was  free  of 
adhesions.  At  autopsy,  however,  both  gastric  ul- 
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FIGURE  4.  Autopsy  specimen.  (A)  Woven  Dacron  graft  interposed  between  superior  mesenteric  vein  and  inferior  vena 
cava.  (B)  Inferior  vena  cava  opened  posteriorly  showing  patent  anastomosis  to  Dacron  graft. 


cers  were  firmly  adherent  to  the  undersurface  of 
the  right  lobe  of  the  liver,  indicating  that  consider- 
able inflammatory  reaction  progressed  after  lapa- 
rotomy. 

Since  the  interior  of  the  stomach  was  not  exam- 
ined endoscopically,  our  belief  cannot  be  substan- 
tiated that  there  was  no  ulceration  present  at  the 
site  of  the  ulcers  noted  later  at  autopsy.  Clearly, 
however,  the  initial  bleeding  episode  was  seen  to 
be  esophageal  in  origin.  At  operation  the  ecchy- 
motic  area  of  gastric  wall  was,  we  believe,  more 
likely  of  traumatic  origin  due  to  pressure  by  the 
gastric  balloon  than  secondary  to  an  underlying 
ulcer  which  could  not  be  palpated  from  without. 

Although  the  administration  of  excessive 
amounts  of  intra-arterial  vasoconstrictor  sub- 
stances may  result  in  necrosis  of  viscera  supplied 
by  the  artery  being  infused,  the  authors  are  una- 
ware of  any  report  of  this  occurrence  when  even 
after  prolonged  periods  of  infusion,  the  proper  rate 
of  infusion  has  been  confirmed  by  repeat  angiogra- 
phy indicating  absence  of  totally  occlusive  vaso- 
constriction distal  to  the  point  of  infusion. 

Thus,  circumstantial  evidence  supports  the  con- 
clusion that  the  gastric  ulcers  developing  in  this 
case  were  the  result  of  injury  caused  by  the  gastric 
balloon  of  the  Sengstaken-Hlakemore  tube. 

Comment 

Multiple  fatal  and  nonfatal  complications  of  the 


use  of  Sengstaken-Blakemore  tube  have  been  re-  1 
ported.  Conn,4  and  Conn  and  Simpson5  in  2 se- 
ries noted  complications  in  35  and  38  per  cent  of 
cases,  with  death  in  22  and  18  per  cent,  respective- 
ly. Because  of  this,  they  advocated  its  use  only  in 
poor-risk  patients  who  appear  destined  to  die  de- 
spite any  type  of  therapy. 

Hermann  and  Traul,6  however,  reported  a com- 
plication rate  of  only  9.2  per  cent,  and  advocated  ; 
the  use  of  the  Sengstaken-Blakemore  tube  as  the 
safest,  most  effective  way  to  control  variceal  hem- ! tj 
orrhage.  Pitcher7  reported  2 major  complications 
among  50  patients  so  treated,  with  excellent  con- 'a 
trol  of  bleeding. 

Among  reported  "complications  are  difficulty  in 
insertion,  unintentional  deflation  or  rupture  of  one 
or  both  balloons,  inability  to  maintain  constant 
pressure  in  the  esophageal  balloon  or  constant 
traction  on  the  gastric  balloon,  and  cementing  of 
the  rubber  at  the  clamp  site  with  failure  of  the  gas-ff.'i 
trie  balloon  to  deflate.8  When  dilute  barium  has, 
been  used  to  inflate  the  balloons,  it  has  impacted 
in  the  intake  tubes,  and  when  it  has  impacted  in 
the  gastric  balloon,  laparotomy  has  been  required 
for  its  removal.9  Persistent  hiccoughs,  cardiac  ar- 
rhythmias, and  pulmonary  edema  have  been  re- 
lieved by  removal  of  the  tube.7,10 

The  most  lethal  problem  has  been  regurgitation 
and  aspiration  of  gastric  contents  during  insertion 
or  when  the  tube  is  in  place.4,5  In  recognition  oil 
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this  danger,  many  have  advocated  routine  trache- 
ostomy for  patients  requiring  this  intubation.  Re- 
gurgitation of  the  tube  or  dislodgement  of  the  gas- 
tric balloon  with  airway  obstruction  has  been 
noted  frequently.2,3,5,711 

Pressure  necrosis  has  been  found  at  several  lev- 
els along  the  tube:  alae  nasi,  pharynx,  esophagus,12 
and,  as  in  the  current  case,  stomach.  Damage  to 
the  esophagus  may  range  from  laceration  to  rup- 
ture.2,13,14 Rarely,  in  cases  of  long-standing  intu- 
bation, an  epithelialized  tract  forms  between  an 
esophageal  varix  and  the  lumen  of  the  esophagus, 
with  bleeding  each  time  the  balloon  is  deflated.15 

Improvements  in  the  basic  design  of  the  Seng- 
staken-Blakemore  tube  have  included  foam  cush- 
ions to  prevent  nasal  ulceration,  softer  rubber,  an 
extra  tube  for  suction  of  oropharyngeal  secretions, 
helmet-mounted  traction  units,  and  spring  devices 
for  maintenance  of  constant  traction.'16-18  De- 
spite these  refinements,  however,  we  believe  that 
unavoidable  complications  will  continue  to  be  fre- 
quent. The  Sengstaken-Blakemore  tube,  while 
providing  prompt  control  of  bleeding  in  most 
cases,  should  be  regarded  as  a palliative  instru- 
ment only.  Its  use  should  be  limited  to  the  brief- 
est period  possible  pending  definitive  measures  for 
the  control  of  variceal  hemorrhage. 

Summary 

In  a patient  undergoing  successful  mesocaval 
shunt  for  decompression  of  bleeding  esophageal 
varices,  ecchymosis  was  noted  in  the  gastric  wall 
overlying  the  inflated  gastric  balloon  of  a Seng- 
staken-Blakemore tube.  Despite  removal  of  the 
tube  after  operation,  progressive  gastric  ulceration 
at  that  site  resulted  in  exsanguinating  hemorrhage 
fifteen  days  later.  The  complications  of  balloon 
tamponade  are  briefly  reviewed,  and  support  is 
given  for  the  view  that  this  method  of  control  of 
variceal  bleeding,  being  only  palliative,  should  be 
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used  with  caution  because  of  its  inherent  dangers. 


References 

1.  Sengstaken,  R.  \V.,  and  Blakemore  A.  H.:  Balloon  tam- 
ponade for  the  control  of  hemorrhage  from  esophageal  varices, 
Ann.  Surg.  131:  781  (1950). 

2.  Byrne,  W.  D.,  Samson,  P.  C.,  and  Dugan,  D.  J.:  Compli- 
cations associated  with  the  use  of  esophageal  compression  bal- 
loons, Am.  J.  Surg.  104:  250  (1962). 

3.  Baum,  S.,  and  Nusbaum,  M.:  The  control  of  gastroin- 
testinal hemorrhage  by  selective  mesenteric  arterial  infusion  of 
vasopressin,  Radiology  98:  497  (1971). 

4.  Conn,  H.  O.:  Hazards  attending  the  use  of  esophageal 

tamponade,  New  England  J.  Med.  259:  701  (1958). 

5.  Conn,  H.  O.,  and  Simpson,  J.  A.:  Excessive  mortality  as- 
sociated with  balloon  tamponade  of  bleeding  varices.  A critical 
reappraisal,  J. A. M. A.  202:  587  (1967). 

6.  Hermann,  R.  E.,  and  Traul,  D.:  Experience  with  the 

Sengstaken-Blakemore  tube  for  bleeding  esophageal  varices, 
Surg.  Gynec.  & Obst.  130:  879  (1970). 

7.  Pitcher,  J.  L.:  Safety  and  effectiveness  of  the  modified 

Sengstaken-Blakemore  tube:  a prospective  study,  Gastroen- 

terology 61:  291  (1971). 

8.  Bennett,  H.  D.,  Baker,  L.,  and  Baker,  L.  A.:  Complica- 
tions in  the  use  of  esophageal  compression  balloons  (Sengstak- 
en tube),  Arch.  Int.  Med.  90:  196  (1952). 

9.  Bouchier,  I.  A.:  Impaction  of  the  Sengstaken-Blakemore 
tube,  Gastroenterology  45:  274  (1963). 

10.  Merigan,  T.  C.,  Jr.,  et  al Gastrointestinal  bleeding 
with  cirrhosis.  A study  of  172  episodes  in  158  patients,  New  En- 
gland J.  Med.  263:  579  (1960). 

11.  Hafner,  C.  D.,  Wylie,  J.  H.,  Jr.,  and  Brush,  B.  E.:  Com- 
plications of  gastrointestinal  intubation,  Arch.  Surg.  83:  47 
(1961). 

12.  Read.  A.  E.,  et  al.:  Bleeding  oesophageal  varices  treat- 
ed by  oesophageal  compression  tube,  Brit.  M.  J.  1:227  (1960). 

13.  Francis,  P.  N.,  Perkins.  K.  W.,  and  Pain.  M.  C.:  Rup- 
ture of  the  oesophagus  following  use  of  the  Sengstaken-Blake- 
more tube,  M.  J.  Australia  50:  582  (1963). 

14.  Zeid,  S.  S.,  Young,  P.  C.,  and  Reeves,  J.  T.:  Rupture  of 
the  esophagus  after  introduction  of  the  Sengstaken-Blakemore 
tube.  Gastroenterology  36:  128  (1959). 

15.  Joergenson,  E.,  in  Byrne,  W.  D.,  Samson,  P.  C.,  and 
Dugan,  D.  J.:  Complications  associated  with  the  use  of  esopha- 
geal compression  balloons,  discussion,  Am.  J.  Surg.  104:  250 
(1962). 

16.  Boyce,  H.  W.,  Jr.:  Modification  of  the  Sengstaken- 

Blakemore  balloon  tube,  New  England  J.  Med.  267:  195  (1962). 

17.  Head,  H.  B.,  Kukral,  J.  C.,  and  Preston,  F.  W.:  Helmet 
mounted  constant  traction  spring  for  maintenance  of  position 
of  Sengstaken  tube,  Am.  J.  Surg.  1 12:  465  (1966). 

18.  Maginn,  R.  R.,  and  Mulligan,  L.  V.:  Technical  refine- 
ments in  the  use  of  Sengstaken  tube,  ibid.  116:  140  (1968). 


Salmonella  typhimurium  resistant  to  silver 
nitrate,  chloramphenicol,  and  ampicillin:  new 
threat  in  burn  units? 

This  report  of  3 burn  cases  infected  sequentially  with 
a strain  of  Salmonella  typhimurium  stresses  2 points: 
(1)  the  strain  was  resistant  to  silver  nitrate,  mercuric 
chloride,  ampicillin,  chloramphenicol,  tetracycline, 
streptomycin,  and  sulphonamides;  and  (2)  the  evidence 
indicates  patient-to-patient  spread  rather  then  infection 


from  a common  source.  The  very  real  danger  of  this 
strain  in  burn  units  stems  from  its  resistance  to  the  2 
most  effective  antibiotics  (ampicillin  and  chlorampheni- 
col) available  for  systemic  therapy.  This  threat  may  be 
compounded  through  the  selection  effected  by  the  wide- 
spread topical  use  of  silver  nitrate  solutions  and  sul- 
phonamide  preparations  on  burned  surfaces.  The  au- 
thors describe  in  vitro  susceptibility  studies  and  trans- 
ference of  resistance  to  other  strains.  McHugh,  G.  L., 
et  al.:  The  Lancet  1:  235  (Feb.  1)  1975. 
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The  occurrence  of  precapillary  arteriovenous 
shunting  and  its  role  in  certain  vascular  disorders 
of  the  lower  extremities  have  been  chiefly  noted  in 
the  European  literature.1-3 

Our  recent  experience  with  2 cases  of  localized 
arteriovenous  shunting  in  peripheral  obliterative 
arteriosclerosis  has  renewed  our  interest  in  this 
subject.  The  significance  of  this  precapillary  he- 
modiversion  demonstrated  in  serial  angiograms  by 
early  venous  filling  will  be  discussed,  and  the  per- 
tinent literature  reviewed. 

Case  reports 

Case  1.  A seventy-seven-year-old  white  male 
with  a known  history  of  diabetes  mellitus  was  ad- 
mitted to  the  hospital’s  medical  service  for  non- 
healing ulcer  and  pain  in  the  left  ankle.  His  dia- 
betic condition  was  controlled  with  65  units  of 
neutral  protein  Hagedorn  insulin. 

On  admission,  the  left  foot  was  noted  to  be  pale 
and  cold  with  an  ulcerating  lesion  at  the  lateral  as- 
pect of  the  left  ankle.  Both  femoral  pulses  were 
diminished.  The  popliteal  pulse  on  the  left  was 
significantly  decreased  compared  with  the  right. 
Both  dorsalis  pedis  pulses  were  not  palpable.  An- 
giographic results,  performed  on  the  third  day 
after  admission,  showed  diffuse  arteriosclerosis 
with  90  per  cent  occlusion  of  the  left  popliteal  ar- 
tery. There  was  early  visualization  of  left  superfi- 
cial femoral  vein  at  six  seconds  (Fig.  1). 

Case  2,  A sixty-nine-year-old  female  was 
known  to  have  a mild  diabetic  condition.  She  was 
admitted  to  the  hospital  for  gangrene  and  pain  in 
the  right  big  toe. 

Physical  examination  on  admission  showed  a 


FIGURE  1.  Case  1.  Arteriogram  of  left  thigh  at  six  sec- 
onds demonstrating  extensive  occlusive  disease  with  mul- 
tiple arteriosclerotic  plaques.  Severe  stenosis  of  left 
popliteal  artery.  Note  premature  visualization  of  superfi- 
cial femoral  vein  (arrow). 

gangrenous  right  big  toe  with  an  edematous  right 
ankle  and  foot,  bilaterally  diminished  femoral 
pulses,  absent  right  popliteal  pulse,  and  a faintly 
palpable  left  popliteal  pulse.  Both  dorsalis  pedis 
pulses  were  not  palpable. 

The  angiogram  showed  diffuse  arteriosclerotic 
vascular  disease  with  complete  occlusion  of  right 
popliteal  artery.  There  was  premature  visualiza- 
tion of  the  right  greater  saphenous  vein  at  foui 
seconds  (Fig.  2). 

Method 

Simultaneous  angiographic  examination  of  the 
lower  extremities  was  standardized  in  our  2 cases 
by  injection  of  contrast  medium  into  the  lower  ab 
dominal  aorta,  using  a percutaneous  catheter  tech 
nique.  Thus,  both  legs  were  visualized  simulta 
neously,  obviating  the  false  premature  venous  vi 
sualization  that  may  occur  on  the  side  of  injectioi 
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FIGURE  2.  Case  2.  Arteriogram  of  right  thigh  at  four 
seconds  showing  arteriosclerotic  occlusive  disease  with 
early  visualization  of  right  greater  saphenous  vein  (arrow). 


when  this  is  made  into  the  femoral  artery. 

Comment 

Sucquet  in  18624  and  Hoyer  in  18775  first  de- 
scribed the  existence  of  precapillary  arteriovenous 
anastomoses  morphologically.  Masson  in  19246 
demonstrated  the  neuromuscular  control,  the  glo- 
mus body  of  Masson,  of  these  communications. 
Clark  and  Clark7  later  reported  “in  vivo”  experi- 
ments demonstrating  the  dynamic  action  of  arte- 
riovenous anastomoses  in  rabbits’  ears  in  response 
to  various  stimuli.  From  these  studies,  it  is  appar- 
ent that  there  exists,  at  the  precapillary  level,  a 
potential  arteriovenous  communicating  channel. 
The  significance  of  these  arteriovenous  anasto- 
moses seems  to  be  in  the  control  and  regulation  of 
the  blood  flow  in  the  capillary  bed.  The  arteriove- 
nous anastomoses  remain  closed  with  normal  cir- 
culation, as  blood  empties  from  the  arterioles  into 
the  capillaries.  With  disturbances  of  the  vasomo- 
tor autoregulatory  mechanism  in  various  patho- 
physiologic conditions,  the  arteriovenous  anasto- 
moses open,  thus  diverting  blood  into  the  venous 
system  at  the  precapillary  level. 

Arteriovenous  shunting  can  be  indirectly  dem- 
onstrated by  the  angiogram  method  as  early  ve- 
nous filling.  This  has  been  variously  described  in 


obliterative  arterial  disease  of  the  extremities, 
ischemic  arterial  disease,  venous  insufficiency, 
that  is,  varicosity  or  chronic  venous  stasis, 1,8,9  and 
in  normal  subjects  after  exercise.10  Milne2  recent- 
ly cautioned  against  overemphasizing  the  signifi- 
cance of  early  draining  veins  on  angiographic  find- 
ings, and  suggested  that  this  may  be  related  to  a 
forceful  rapid  injection  and/or  to  the  quantity  of 
contrast  medium  used.  The  interpretation  of  pre- 
mature visualization  of  veins  during  serial  arteri- 
ography, therefore,  should  be  tempered  with  the 
awareness  that  the  phenomenon  can  be  observed 
in  normal  subjects,  with  a change  in  the  circulato- 
ry physiology,  and  that  it  may  be  related  to  the 
technique  of  angiography.10  In  our  cases,  the  con- 
trast medium  was  injected  into  the  lower  abdomi- 
nal aorta,  thereby  eliminating  a possible  iatrogenic 
causation.  In  each  instance,  arteriovenous  shunt- 
ing was  demonstrated  unilaterally  in  the  limb  with 
the  most  significant  symptoms  and  occlusive  dis- 
ease. It  is  therefore  our  conclusion  that  the  pre- 
mature venous  opacification  in  the  cases  presented 
here  is  related  to  altered  hemodynamics  in  periph- 
eral occlusive  arteriosclerotic  disease. 

Summary 

Two  cases  of  spontaneous  precapillary  arterio- 
venous fistulas,  occurring  in  conjunction  with  oc- 
clusive peripheral  arteriosclerosis,  are  presented. 
The  significance  of  this  angiographic  finding  is 
discussed  and  the  pertinent  literature  is  reviewed. 
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Necrotizing  enterocolitis  is  recognized  as  a well- 
known  but  rare  complication  of  exchange  transfu- 
sion in  the  neonatal  period.  Since  1954,  at  least 
48  cases  of  gastrointestinal  perforation  associated 
with  neonatal  umbilical  venous  exchange  transfu- 
sion have  been  reported.1-22  This  article  de- 
scribes 3 additional  cases  which  occurred  in  a clus- 
ter within  a ten-day  period.  The  importance  of 
early  recognition  and  treatment  of  this  entity  is 
emphasized. 

Case  reports 

Case  1.  A female  infant  weighing  1,477  Gm.  (3 
pounds,  4 ounces),  was  born  June  18,  1972,  at 
thirty-three  weeks’  gestation  to  a thirty-year-old 
gravida  5,  para  3,  blood  group  A,  Rh-negative 
mother.  Labor  lasted  twenty-four  hours  following 
premature  rupture  of  membranes  twelve  hours 
earlier.  The  mother  had  a miscarriage  in  her  first 
pregnancy.  Thereafter,  she  had  3 uncomplicated 
pregnancies  which  resulted  in  full-term  live  births. 

The  baby  was  active  at  birth  and  there  was  no 
evidence  of  any  distress.  Physical  examination 
findings  were  within  normal  limits.  Jaundice  de- 
veloped within  a few  hours.  Unconjugated  serum 
bilirubin  level  was  6 mg.  per  100  ml.  at  eight  hours 
of  age.  The  baby  was  group  O Rh  positive,  and 
the  direct  Coombs’  test  result  was  strongly  posi- 
tive. The  hematocrit  was  45,  and  the  reticulocyte 
count  was  6.2  per  cent.  The  leukocyte  count  was 
22,700  per  cubic  millimeter  with  a differential  of 
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FIGURE  1.  Segmental  necrosis  of  small  and  large  bowels. 


42  per  cent  segmented  neutrophils,  18  per  cent 
nonsegmented  neutrophils,  40  per  cent  lympho- 
cytes, and  12  nucleated  erythrocytes  per  100  leu- 
kocytes. 

At  twenty  hours  of  age,  because  of  rising  biliru-  1 
bin  level,  (10.5  mg.  per  100  ml.),  an  exchange 
transfusion  was  performed  with  the  removal  and 
replacement  of  250  ml.  of  whole  blood  through  the 
umbilical  vein  using  polyethylene  tubing  over  a 
two-hour  period.  During  and  after  the  procedure, 
the  baby’s  condition  was  satisfactory. 

Fifteen  hours  after  exchange  transfusion,  the 
baby  appeared  lethargic  and  the  abdomen  was  dis- 
tended. Bowel  sounds  were  present  but  dimin- 
ished. The  baby  started  vomiting  bile-stained 
material  and  passed  loose  stools  with  streaks  of 
blood.  Radiograph  film  studies  of  the  abdomen 
indicated  dilated  loops  of  bowel  and  pneumatosis 
intestinalis  (Fig.  1).  A nasogastric  tube  was  intro- 
duced and  intravenous  fluids  were  administered. 
Blood  cultures  were  drawn,  Escherichia  coli  was 
grown  later,  and  antibiotics  were  administered:  | 
aqueous  penicillin  150,000  units  intravenously 
daily  and  gentamicin  5 mg.  intramuscularly  daily. 
Forty-eight  hours  later,  during  laparotomy,  the 
baby  had  a cardiac  arrest  and  expired. 

Autopsy  revealed  segmental  necrosis  of  the 
small  and  large  bowels  involving  the  entire  thick- 
ness of  the  bowel  wall.  There  were  numerous 
blebs  in  the  submucosae,  pneumatosis  intestinalis.  i 
These  findings  were  compatible  with  necrotizing 
enterocolitis  (Fig.  2). 

Case  2.  A male  infant  weighing  3,204  Gm.  (7 


u 


FIGURE  2.  (A)  Plain  abdominal  roentgenogram  showing  dilated  loops  of  bowel  and  penumatosis  intestinalis,  indicated  by 

arrows.  (B)  Numerous  blebs  in  submucosae,  pneumatosis  intestinalis. 


pounds,  2 ounces),  was  born  June  20,  1972,  at  forty 
weeks’  gestation,  the  second  child  of  a thirty- 
three-year-old  gravida  2,  para  1,  blood  group  0, 
Rh-positive  mother.  There  was  no  previous  histo- 
ry of  abortion  or  stillbirth,  and  the  first  pregnancy 
had  been  normal.  At  birth,  the  baby  was  in  good 
condition  with  normal  physical  findings.  Eight 
hours  later,  jaundice  was  noted.  The  baby’s  blood 
type  was  group  A,  Rh  positive.  Direct  Coombs’ 
test  was  1-plus  positive.  Unconjugated  serum 
bilirubin  level  was  11.5  mg.  per  100  ml.;  hematocrit 
was  45,  and  reticulocyte  count  was  28.5  per  cent. 
Phototherapy  was  administered.  At  twenty-four 
hours  of  age  the  unconjugated  serum  bilirubin  in- 
creased to  15.8  mg.  per  100  ml.;  an  exchange  trans- 
fusion was  carried  out  involving  the  removal  and 
replacement  of  500  ml.  of  blood  through  the  um- 
bilical vein  with  polyethylene  tubing,  over  a two- 
hour  period.  During  and  following  the  procedure, 
the  patient’s  condition  was  satisfactory. 

At  forty-six  hours  of  age  the  baby  became 
lethargic.  The  abdomen  was  distended,  and 
bowel  sounds  were  very  faint.  Shortly  thereafter, 
the  baby  had  bilious  vomitus  and  blood-streaked 
stools.  Abdominal  roentgenograms  showed  in- 
tramural gas  and  distention  of  the  colon,  consis- 
tent with  necrotizing  enterocolitis.  Staphylococ- 


cus epidermidis  was  cultured  from  blood,  stool, 
and  throat  swabs.  A nasogastric  tube  was  insert- 
ed, intravenous  fluids  were  given,  and  antibiotics 
were  administered:  aqueous  penicillin  300,000 

units  intravenously  daily,  chloramphenicol  100 
mg.  intravenously  daily,  and  gentamicin  15  mg.  in- 
tramuscularly daily.  At  exploratory  laparotomy 
20.5  cm.  of  gangrenous  colon,  from  cecum  to  sig- 
moid, was  resected.  The  entire  thickness  of  the 
colon  was  diffusely  necrotic.  Postoperatively,  the 
baby  had  an  uneventful  recovery.  Oral  feedings 
were  started  on  the  fourth  day,  and  antibiotics 
were  discontinued  on  the  fifteenth  day.  The  baby 
was  discharged  from  the  hospital  at  thirty-eight 
days  of  age,  weighing  3,900  Gm.  (8  pounds,  10 
ounces).  He  was  readmitted  for  revision  of  the  co- 
lostomy in  June  1973.  During  the  postoperative 
period  he  developed  a Klebsiella  septicemia,  but 
recovered  completely  after  a very  stormy  course. 

Case  3.  A male  infant  weighing  1,318  Gm.  (2 
pounds,  14  ounces),  was  born  June  27,  1972,  at 
thirty  weeks’  gestation,  the  first  chiid  of  a thirty- 
seven-year-old  primipara,  blood  group  O,  Rh-posi- 
tive mother.  At  birth  the  baby  was  cyanotic  and 
had  a weak  cry.  Respirations  were  shallow,  and 
the  Apgar  score  was  3 at  one  minute.  The  Moro 
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reflex  was  absent.  The  baby  was  resuscitated  in 
the  delivery  room.  Intravenous  fluids  and  bicar- 
bonates were  given  through  the  umbilical  vein. 
Over  six  hours  hematocrit  decreased  from  45  to  21. 
The  reticulocyte  count  was  17.5  per  cent.  There 
was  no  evidence  of  hemorrhage.  The  baby’s  blood 
group  was  0,  Rh  positive.  The  direct  Coombs’ 
test  result  was  negative.  The  leukocyte  count  was 
21,400  per  cubic  millimeter,  with  a differential  of 
15  per  cent  segmented  neutrophils,  84  per  cent 
lymphocytes,  1 per  cent  monocytes,  and  25  per 
cent  nucleated  erythrocytes  per  100  leukocytes. 
The  baby  was  given  antibiotics,  aqueous  penicillin 
150,000  units  intravenously  daily  and  gentamicin  5 
mg.  intramuscularly  daily.  Numerous  cultures 
were  sterile.  The  baby  was  given  a transfusion  of 
15  ml.  of  packed  red  blood  cells. 

At  twenty-hours-of-age,  the  unconjugated 
serum  bilirubin  was  11.7  mg.  per  100  ml.  and  he- 
matocrit 31.  The  baby  was  placed  under  photo- 
therapy. At  thirty-two  hours  of  age,  the  unconju- 
gated serum  bilirubin  increased  to  20.5  mg.  per 
100  ml.  An  exchange  transfusion  was  carried  out, 
involving  the  removal  and  replacement  of  410  ml. 
of  whole  blood  through  the  umbilical  vein,  with 
polyethylene  tubing,  over  a two-hour  period. 

During  the  procedure  the  baby’s  condition  was 
stable.  However,  twenty-four  hours  later,  the 
baby  became  lethargic,  developed  abdominal  dis- 
tention, and  passed  blood-streaked  stools.  Ab- 
dominal roentgenogram  showed  distention  of  the 
entire  intestine.  The  baby’s  condition  deterio- 
rated progressively  and  he  expired  eighteen  hours 
after  the  exchange  transfusion.  Autopsy  showed 
focal  patchy  areas  of  necrosis  of  the  entire  intesti- 
nal wall,  compatible  with  necrotizing  enterocolitis. 

Comments 

Necrotizing  enterocolitis  has  been  reported  to 
be  an  important  cause  of  neonatal  morbidity  and 
death.  Premature  infants  are  the  more  commonly 
affected.23-27  It  is  a well-recognized  situation  that 
necrotizing  enterocolitis  and  perforation  of  the  in- 
testine may  occur  following  an  uneventful  ex- 
change transfusion  through  the  umbilical  vein. 
The  clinical  picture  consists  of  refusal  to  take 
food,  lethargy,  abdominal  distention,  bloody 
stools,  bilious  vomiting,  and  absent  bowel 
sounds.67  Abdominal  distention  is  uniformly 
present  and  always  occurs  within  forty-eight  hours 
after  exchange  transfusion. 

Radiologic  studies  are  extremely  helpful.  Occa- 
sionally, supine  and  upright  abdominal  films 
suggest  the  diagnosis  before  the  clinical  syndrome 
is  fully  developed.24  Early  in  the  illness,  the 
roentgen  findings  resemble  obstructive  gastroin- 
testinal illness,  with  dilated  loops  of  bowel  and  air- 
fluid  levels.26  Portal  vein  gas  and  pneumoperito- 
neum are  late  features.26,28  The  most  important 
radiographic  sign  is  pneumatosis  intesti- 


nalis. 11,23,24,29,30  This  phenomenon  represents 
submucosal  dissection  and  extension  of  intramural 
gas  that  gained  entrance  through  the  disrupted 
mucosa.11 

The  intestinal  lesions  vary  from  isolated  perfo- 
rations to  extensive  areas  of  necrosis.  Among  36 
cases  reviewed,  there  were  12  in  which  the  lesion 
was  localized.  The  perforations,  predominately  of 
the  large  bowel,  are  clearly  secondary  to  the  necro- 
tizing process  and  are  distributed  equally  between 
the  drainage  areas  of  the  superior  and  inferior 
mesenteric  veins.15 

The  mortality  rate  from  necrotizing  enterocoli- 
tis is  high,  but  with  increasing  awareness  and  ear- 
lier diagnosis,  better  results  are  being  obtained 
with  surgical  intervention.10,11,16,21  At  one  medi- 
cal center,  operative  treatment  by  a combination 
of  closure  of  isolated  perforations  to  resection  with 
enterostomy  in  cases  of  extensive  necrosis  resulted 
in  a survival  rate  of  90  per  cent.22  However,  suc- 
cessful results  may  also  be  achieved  with  conserva- 
tive management.31 

The  etiology  of  neonatal  necrotizing  enterocoli- 
tis is  still  obscure,  although  many  theories  have 
been  considered.1,3,5,6,13,16,23,24,32-36  Corkery  et 
al.6  emphasized  the  great  importance  of  alter- 
ations of  hemodynamics.  Most  physicians  who  ; 
perform  exchange  transfusion  assume  that  the  ex-  i 
change  is  carried  out  in  the  inferior  vena  cava. 
However,  there  is  a tendency  for  the  catheter  to  1 
enter  branches  of  the  portal  vein,  as  shown  by  Van 
Loghem  et  al.,3S  who  catheterized  the  umbilical  5 
veins  of  cadavers  of  neonates  under  x-ray  con- 
trol.3'’39 The  diameter  of  the  portal  vein  in  the 
newborn  infant  is  2 to  3 mm.,  and  the  catheters  are 
usually  2 to  2.5  mm.38  With  such  a catheter  in  a 
portal  vein  branch  positioned  in  a mesenteric  di- 
rection, there  exists  a real  risk  of  inducing  a con- 
siderable increase  in  pressure.10  Touloukian,  i 
Kadar,  and  Spencer22  performed  experimental  ex- 
change transfusion  in  newborn  piglets.  During 
the  procedure,  a dramatic  rise  and  fall  in  portal  ve- 
nous pressure  was  observed,  with  evidence  of 
spasm  after  such  an  alteration  in  pressure.  Tran-  1 
sient  venous  hypertension  occurring  at  the  com- 
pletion of  the  injection  was  accompanied  by  a sig-  . 
• nificant  decrease  in  intramural  colonic  blood  flow, 
as  measured  by  a radiorubidium  distribution  tech- 
nique. However,  no  histopathologic  changes  of  n 
necrotizing  enterocolitis  were  observed  in  the 
piglet  gut.  These  findings  indicate  that  a vascular 
mechanism  may  be  involved,  possibly  mucosa 
ischemia  secondary  to  venous  congestion.  Once 
ischemia  has  occurred,  the  bacteria  of  the  bowe 
may  proliferate  and  invade  the  wall.  The  effect  01 
bacterial  endotoxin  may  lead  to  long-standing 
ischemia. 

The  role  of  infection  also  has  received  consider 
ation  in  the  etiology  of  this  condition.  Organism:!-' 
are  frequently  grown  from  the  peritoneum  am 
from  the  blood.  The  3 cases  of  this  report  oc 
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curred  in  a cluster  in  the  course  of  ten  days,  and 
this  seems  to  be  more  than  coincidental,  suggest- 
ing an  additional  etiology  beside  exchange  transfu- 
sion. Even  though  no  single  bacterium  was  isolat- 
ed from  these  patients,  they  were  all  horn  in  the 
same  delivery  room.  It  is  possible  that  localized 
lesions  are  exclusively  vascular  and  very  extensive 
areas  of  inflammation  and  necrosis  are  related  to 
infection.  Since  there  is  a potential  hemodynamic 
hazard  in  performing  neonatal  exchange  transfu- 
sion, the  use  of  radiopaque  catheter,  which  allows 
demonstration  of  the  catheter  tip  by  fluoroscopic 
examination,  should  be  done  routinely.  In  addi- 
tion, early  recognition  of  the  threatening  signs  of 
this  complication  is  crucial  for  prognosis. 

Summary 

Three  newborn  infants  having  umbilical  venous 
exchange  transfusion  for  hyperbilirubinemia  de- 
veloped necrotizing  enterocolitis.  Hemodynamic 
alterations  accompanying  exchange  transfusion 
may  be  responsible  for  the  ischemic  changes  in  the 
intestinal  wall.  The  3 cases  of  the  present  report 
occurred  in  a cluster  in  the  course  of  ten  days  and 
this  seems  to  be  more  than  coincidental,  suggest- 
ing an  additional,  possible  infectious  etiology. 
Proper  positioning  of  the  catheter  seems  very  im- 
portant to  minimize  the  potential  hazards  of  he- 
modynamic changes.  Early  recognition  of  the 
threatening  signs  of  this  complication  is  also  cru- 
cial for  prognosis. 

Long  Island  Jewish-Hillside  Medical  Center 
Queens  Hospital  Center  Affiliation 
82-68  164th  Street 
Jamaica,  New  York  11432 
(DR.  KARAYALCIN) 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PENICILLIN  G 
PROCAINE 

SUSPENSION)  WYETH 

In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  penicillin  G procaine.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
just  before  injection,  is  recommended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particulardosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IMor  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  penicillin  G procaine— N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensi- 
tivity (anaphylactoid)  reactions  have  been  reported  in  pa- 
tients on  penicillin  therapy.  Serious  anaphylactoid  reactions 
require  immediate  emergency  treatment  with  epinephrine. 
Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  pa- 
renteral therapy,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well-documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicil- 
lin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Immediate  toxic  reactions  to  procaine  may  occur  in  some 
individuals,  particularly  when  a large  single  dose  is  ad- 
ministered in  the  treatment  of  gonorrhea  (4.8  million  units). 
These  reactions  may  be  manifested  by  mental  disturbances, 
including  anxiety,  confusion,  agitation,  depression,  weak- 
ness, seizures,  hallucinations,  combativeness,  and  ex- 
pressed “fear  of  impending  death”.  The  reactions  noted  in 
carefully  controlled  studies  occurred  in  approximately  one 
in  500  patients  treated  for  gonorrhea.  Reactions  are  tran- 
sient, lasting  from  1 5-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  ml.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 


sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 
including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reactions. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Fbnicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis:  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings!') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Procaine  toxicity  manifestations  have  been  reported  (see 
"Warnings").  Procaine  hypersensitivity  reactions  have  not  been 
reported  with  this  drug. 

Dosage  and  Administration:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  given  just  before  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy.  | 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  other- 
wise, a culture  specimen  should  be  obtained  from  the  anterior! 
urethra.  In  the  female,  culture  specimens  should  be  obtained  F 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists  I 
3 or  more  days  following  initial  therapy  and  smear  or  culture] 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  penicillin  G procaine,  I.M.  divided  in  2 injection  sites  at| 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  foil 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units  | 
aqueous  penicillin  G procaine  daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  fo  i 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  whcj 
also  have  syphilis  should  be  given  additional  treatment  appro  If 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-mljl 
size)  contains  penicillin  G procaine  in  a stabilized  aqueous  si)S| 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5% 
lecithin, 0.5%carboxymethylcellulose,  0.5%  povidone,  0.1%  methfl 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-ml. 
contains  per  ml.  300,000  units  penicillin  G procaine  in  a stabilij 
aqueous  suspension  with  sodium  citrate  buffer  and  approximal 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povidorl 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbita 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mgjpro 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  YD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100.000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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IN  SYPHILIS 

NJECTION 

Bicillin  L-A 

STERILE  PENICILLIN  G 
BENZATHINE 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  penicillin  G 
)enzathine,  which  is  also  the  drug  of  choice 
or  prophylaxis  after  exposure.  Administra- 
ion  of  2.4  million  units  (1.2  million  in  each 
>uttock)  usually  cures  most  cases  of  primary, 
■econdary  and  latent  syphilis  with  negative 
pinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
•sensitive  microorganisms  that  are  susceptible  to  the  low  and 
jry  prolonged  serum  levels  common  to  this  particular  dosage 
>rm.  Therapy  should  be  guided  by  bacteriological  studies  (m- 
uding  sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
Dsage  of  intramuscular  penicillin  G benzathine. —Venereal  m- 
■ctions:  Syphilis,  yaws,  betel  and  pinta. 

For  deep  intramuscular  Injection  only. 
Contraindication:  Previous  hypersensitivity  reaction  to  any 
anicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
hylactoid)  reactions  have  been  reported.  Anaphylaxis  is  more 
equent  following  parenteral  therapy  but  has  occurred  with  oral 
enicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
ith  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
jen  well  documented  in  patients  with  history  of  penicillin  hyper- 
msitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
aus  hypersensitivity  to  penicillins,  cephalosporins  and  other 
ergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
th  usual  agents,  e.g..  pressor  amines,  antihistamines  and  corti- 
isteroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovasculardamage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat- 
ment to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopema,  thrombo- 
cytopenia. neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jarisch  Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)— 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age.  50,000  umts/Kg.  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site. 

Composition:  Units  penicillin  G benzathine  (as  active  in- 
gredient): 2.400.000  units  in  4-ml.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose.  0.6%  povidone,  0.1%  methylparaben,  and 
0.01%  propylparaben.  300,000  units  per  ml.  — 10-ml.  multi-dose 
vial.  Each  ml.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone.  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 
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Intracranial  vascular  malformations  are  a 

common  clinical  entity;  many  large  series  have 
been  collected.1-7  Most  malformations  are  locat- 
ed in  the  cerebral  hemispheres,  and  even  in  large 
series,  posterior  fossa  malformations  constitute 
only  a small  number.8-11  In  the  combined  vascu- 
lar study  of  1962,  there  were  454  malformations 
but  only  32  of  these  were  located  in  the  posterior 
fossa.12  Likewise,  there  have  been  no  large  indi- 
vidual series  dealing  exclusively  with  vascular  mal- 
formation of  the  posterior  fossa.  In  1961,  Ver- 
biest,11  collected  all  posterior  fossa  vascular  mal- 
formations in  the  world  literature,  and  after  add- 
ing 5 cases  of  his  own,  he  had  a total  of  113  cases. 

At  Mount  Sinai  Hospital  patients  diagnosed  as 
having  a vascular  malformation  during  the  period 
of  1952  to  1973  were  reviewed.  We  located  14  pa- 
tients who  had  had  a posterior  fossa  malformation. 
One  of  these  cases  was  an  incidental  finding  at  the 
time  of  autopsy  of  an  eighty-vear-old  male.  The 
remaining  13  cases  were  followed  through  a period 
ranging  from  one  to  eighteen  years  and  are  herein 
described  (Table  I.). 

Case  report 

Eleven  of  13  patients  had  intracranial  hemor- 
rhage as  a symptom.  In  2 patients,  Cases  1 and  2, 
there  were  no  clinical  symptoms  beside  headache 
prior  to  the  initial  hemorrhage.  Five  patients, 
Cases  3 to  7,  had  neurologic  symptoms  and  signs 
for  a few  days  to  weeks  prior  to  the  subarachnoid 
hemorrhage.  These  consisted  of  both  nonlocaliz- 


ing signs,  such  as  nausea  and  vomiting,  and  localiz- 
ing signs,  such  as  ataxia  of  gait,  nystagmus,  gaze 
palsy,  and  diplopia  in  both  the  horizontal  and  the 
vertical  planes.  There  were  2 patients,  Cases  8 
and  9,  both  young  girls,  in  whom  intracranial 
bleeding  was  associated  with  recent  trauma  to  the 
head.  One  patient,  Case  10,  who  had  symptoms  of 
bleeding  at  the  time  of  the  diagnosis  of  a posterior 
fossa  vascular  malformation,  had  been  diagnosed 
twelve  years  earlier  as  having  trigeminal  neuralgia 
and  had  undergone  surgical  treatment.  Another 
patient,  Case  11,  who  was  seen  at  Mount  Sinai 
Hospital  with  intracranial  hemorrhage,  had  been 
followed  for  five  years  as  a patient  with  multiple 
sclerosis.  The  last  2 of  the  13  patients  did  not 
have  intracranial  bleeding,  Cases  12  and  13,  but 
instead  had  lengthy  neurologic  histories  prior  to 
the  diagnosis  of  posterior  fossa  vascular  malforma- 
tion. 

Comment 

A number  of  classifications  of  vascular  malfor- 
mations have  been  reviewed  in  the  literature.12  A 
widely  accepted  and  clinically  useful  classification 
was  presented  in  1928  by  Cushing  and  Bailey.13 
The  most  recent  advocates  of  this  1928  classifica- 
tion have  been  Russell  and  Rubenstein.14  Accord- 
ing to  this  classification  the  intracranial  vascular 
malformations  are  divided  into  two  main  groups. 
The  first  group  is  that  of  cerebral  vascular  malfor- 
mation with  four  subgroups;  (1)  telengiectasis,  (2) 
venous  angioma,  (3)  arteriovenous  angioma,  and 
(4)  cavernous  angioma.  The  second  general  head- 
ing is  hemangioblastoma,  and  its  main  subgroup  is 
that  of  the  benign  capillary  hemangioblastoma. 

If  we  use  this  classification  in  separating  our 
cases,  then  10  of  our  patients  belong  in  the  first 
group,  and  3 in  the  second.  We  are  certain  that  all 
3 of  the  patients  in  the  second  group  had  benign 
capillary  hemangioblastoma  since  all  had  histolog- 
ic examination.  We  are  not  certain  as  to  the  sub- 
type  in  the  majority  of  the  patients  in  the  first 
group  since  the  diagnosis  in  most  of  the  cases  was 
made  on  the  basis  of  indirect  evidence,  such  as  ce- 
rebral angiography.  One  case  that  was  operated 
had  a typical  arteriovenous  angioma  (Fig.  1). 

Twelve  of  the  13  cases  had  angiography,  and  in 
9 instances  the  vascular  malformation  was  out- 
lined (Fig.  2).  In  2 patients  the  angiograms 
showed  only  an  avascular  mass,  and  in  1 the  angio- 
gram finding  was  negative  (Fig.  3).  In  both  in- 
stances where  only  the  mass  effect  was  noted,  the 
malformation  was  found  to  be  totally  intracerebel- 
lar.  At  the  time  of  surgery,  in  both  cases  most  of 
the  mass  of  the  lesion  was  due  to  a hematoma,  and 
the  malformation  itself  was  a relatively  small  nod- 
ule. 

Our  follow-up  indicates  that  there  is  a signifi-  ; 
cant  mortality  rate  from  subarachnoid  hemorrhage 
in  association  with  posterior  fossa  malformation. 
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These  deaths  occur  either  at  the  time  of  the  initial 
hemorrhage  or  during  a subsequent  hemorrhage. 
Multiple  subarachnoid  hemorrhages,  well  docu- 
mented in  supratentorial  vascular  malformations, 
do  not  seem  to  occur  to  any  degree  in  posterior 


fossa  malformations. 

This  may  he  due  to  the  limited  space  of  the  pos- 
terior fossa  (Fig.  4). 

Two  cases  are  noteworthy  because  the  initial 
subarachnoid  hemorrhage  occurred  at  the  time  of 


TABLE  I.  Clinical  course  of  13  cases 


Case  Age  Sex 

Duration  and  Nature 
of  Symptoms 

Neurologic  Signs 

Cerebro- 

spinal 

Fluid 

Angiogram 

Treatment 

Course  and  Duration  of 
Follow-up 

1 38 

F 

2 days  of  bilateral 
headache 

None 

Xantho- 

chromic 

Vascular  mal- 
formation in 
posterior  fossa 

Bed  rest 

Complete  recovery  and 
3 years  later  neurologic 
examination  normal 

2 51 

M 

6 days  of  bilateral 
headache 

Stiff  neck  and 
papilledema 

Bloody 

Large 

cerebellar 

malformation 

Partial  re- 
moval of 
the  malfor- 

Left  hemiplegia  and 
bulbar  signs  postopera- 
tively;  patient  died  7 

mation 


3 

64 

M 

21  days  of  head- 

Mild organic  brain 

Bloody 

Malformation 

Bed  rest 

ache  and  vertical 

syndrome,  rotato- 

involving right 

diplopia 

ry  and  horizontal 

posterior  fossa 

nystagmus,  ataxic 

partially  fed 

gait  and  neck 

by  right  occip- 

stiffness 

ital  artery 

4 

24 

F 

Sudden  headache 

Neck  stiffness  and 

Bloody 

Avascular  mass 

Total  sur- 

and vomiting 

finger-nose,  and 

right  cerebellar 

gical  remov- 

heel-knee dystax- 
ia 

hemisphere 

al 

5 

42 

M 

Intermittent  head- 

Coma 

Bloody 

Posterior  fossa 

Bed  rest 

ache  for  6 months, 

vascular 

2 months  of  right 
facial  numbness; 
loss  of  conscious- 
ness on  the  day  of 
admission 

malformation 

6 

12 

M 

5 weeks  of  inter- 

Vertical and  hor- 

Bloody 

Left  cerebellar 

Total  resec- 

mittent headache 

izontal  nystagmus 

mass 

tion  of  he- 

and ataxic  gait 

matoma 

containing 
mural  he- 

mangioblas- 

toma 

7 

64 

F 

6 days  of  diplopia, 

Paresis  of  right 

Xantho- 

Vascular 

Bed  rest 

headache,  and  un- 

superior rectus, 

chromic 

malformation 

steady  gait 

vertical  diplopia 

near  bifurca- 

and nystagmus 

tion  of  basilar 
artery 

8 

8 

F 

Acute  onset  of 

Right  upper  and 

Xantho- 

No 

Bed  rest 

right  extremity 

lower  extremity 

chromic 

weakness  in  asso- 

paresis, and  de- 

ciation with 

pressed  level  of 

trauma  to  the 
head 

consciousness 

9 

9 

F 

15  days  prior  to 

Papilledema  with 

Xantho- 

Negative 

Operated; 

admission  had  head 

hemorrhages,  head 

chromic 

cerebellar 

trauma  followed 

tilt,  dystaxia,  and 

hematoma 

by  dystaxia  and 

finger-nose,  heel- 

with  mural 

headache 

knee  dystaxia 

hemangio- 

blastoma 

10 

62 

M 

Acute  onset  of 

Prominent 

Bloody 

Large  vascular 

Bed  rest 

bilateral  headache. 

occipital  blood 

malformation 

12  years  earlier 

vessel  on  right 

occupying 

had  persistent 

side 

right  posterior 

facial  pain  diag- 

fossa 

months  later  with  respi- 
ratory complications. 
There  was  no  rebleeding 
Complete  recovery,  but 
died  suddenly  5 years 
later  with  rebleeding 


Initially  after  surgery 
patient  had  pyramidal 
and  bulbar  signs.  5 
years  later  only  finding 
is  mild  ataxia 
2 years  later  bleeding 
again,  recovered.  6 
years  later  had  numb- 
ness on  right  side  and 
intermittent  diplopia 
on  vertical  gaze 

5 years  later  asympto- 
matic 


Complete  recovery,  but 
1 year  later  suddenly 
died  due  to  hemorhage 


Complete  recovery,  but 
1 year  later  suddenly 
developed  coma  and 
died.  At  autopsy  venous 
malformation  found  in 
right  cerebellum 
Complete  recovery,  and 
16  years  later  asympto- 
matic 


Recovered  completely 
but  died  5 years  later 
due  to  hemorrhage 


nosed  as  trigem- 
inal neuralgia  and 
treated  surgically 


( continued ) 
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TABLE  I (continued) 


Cerebro- 

Duration  and  Nature  spinal 

Case  Age  Sex  of  Symptoms  Neurologic  Signs  Fluid  Angiogram 


Course  and  Duration  of 
Treatment  Follow-up 


11  36  F 


12  29  F 


13  62  F 


7 years  prior  to 
admission  had 
acute  onset  of  dif- 
ficulty with  hear- 
ing with  “loud  bur- 
ring sound”  in 
right  ear.  Right 
facial  and  right 
upper-extremity 
numbness.  All 
those  symptoms 
remitted.  5 years 
prior  to  admission 
had  acute  onset  of 
ataxic  gait,  and 
right  facial  numb- 
ness. Patient  diag- 
nosed as  multiple 
sclerosis  1 week  be- 
fore admission; 
acute  onset  of 
blurred  vision  and 
occipital  headache 
12  years  prior  to 
admission  patient 
had  severe  but 
transient  vertigo 
and  ataxic  gait.  4 
years  prior  to  ad- 
mission patient  de- 
veloped facial  pain 
on  left  involving 
eye,  nose,  cheek, 
and  lip.  Admitted 
because  of  gradual 
onset  over  2 weeks 
of  vertigo  and 
ataxia 

2 years  of  inter- 
mittent right  facial 
pain  described  as 
“pins  and  nee- 
dles”; also  a feel- 
ing of  swelling.  1 
week  before  ad- 
mission developed 
numbness  in  right 
upper  lip 


Vertical  and  Bloody 

rotatory  nystag- 
mus, bilateral 
medial  longitudi- 
nal fasciculus  dys- 
function ataxic 
gait,  and  hyperac- 
tive deep  tendon 
reflexes.  Right 
Babinski  response 


Rotatory  nystag-  Clear 
mus,  left  upper  ex- 
tremity clumsi- 
ness; gait  ataxia, 
finger-nose  dys- 
taxia 


Absent  right  Clear 

corneal  re- 
sponse. Pin  and 
temperature 
sensation  dimin- 
ished over  right 
lip  and  cheek. 

Nystagmus  in 
all  directions 


Vascular  Bed  rest 

malformation 
involving  brain 
stem,  supplied 
by  basilar  artery 


Large  mal-  Bed  rest 
formation  in 
left  cerebel- 
lar hemisphere 


Malformation  Bed  rest 
in  area  of 
basilar-verte- 
bral junction 


No  significant  improve- 
ment in  neurologic  sta- 
tus 9 years  later 


10  years  later  still  has 
unsteady  gait  and  inter-  j a 
mittent  facial  pain 


Died  suddenly  7 years 
later  due  to  hemorrhage  I 


head  trauma.  Both  patients  were  young  girls  and 
had  developed  posterior  fossa  signs  at  the  time  of 
the  injury.  Two  cases  do  not  indicate  any  signifi- 
cant correlation  between  trauma  and  bleeding 
from  a malformation  since  it  is  not  uncommon  to 
find  bloody  or  xanthochromic  spinal  fluid  fol- 
lowing head  trauma.  The  additional  presence, 
however,  of  signs  of  brain-stem  dysfunction  is  rela- 
tively rare.  This  combination,  cerebral  hemor- 
rhage and  brain-stem  dysfunction,  should  alert  the 
clinician  to  alternative  causes  other  than  overt 
trauma. 

Prior  to  the  initial  hemorrhage  the  majority  of 
cases  showed  minimal  neurologic  signs  or  symp- 
toms to  indicate  a posterior  fossa  localization. 


A smaller  number  of  patients  showed  multiple  I 
distinct  signs  of  long  duration.  They  were  consid  i 
ered  to  have  illnesses  other  than  vascular  malfor 
mations  until  the  true  nature  of  the  disease  wa; 
demonstrated  following  a subarachnoid  hemor  : 
rhage.  Even  more  rarely,  it  was  not  the  occur  j 
rence  of  intracranial  bleeding  but  rather  the  sud1 
den  appearance  of  new  neurologic  signs  which  fi 
nally  raised  the  suspicion  of  malformation. 

Other  authors  have  also  found  posterior  foss;tej 
malformations  to  be  imitators  of  other  neurologi 
cal  conditions.3’11  The  two  conditions  most  oftei 
diagnosed  in  cases  of  posterior  fossa  malforma 
tions  are  multiple  sclerosis  and  trigeminal  neural 
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FIGURE  1.  Case  4.  Portion  of  malformation  removed  at 
time  of  surgery  shows  histologic  pattern  compatible  with 
typical  arteriovenous  angioma. 


In  reviewing  our  cases  and  those  in  the  litera- 
ture for  clues  which  could  lead  to  an  earlier  diag- 
nosis of  a vascular  malformation,  it  seems  that 
malformations  are  better  imitators  of  trigeminal 
neuralgia  than  of  multiple  sclerosis. 

When  malformation  presents  a trigeminal  neu- 
ralgia, the  symptoms  can  be  classical,  that  is,  the 


FIGURE  2.  Case  12.  Cerebral  angiogram  shows  intra- 
cerebellar  malformation  fed  primarily  by  branches  from 
anterior  superior  cerebellar  artery. 


typical  pattern  of  pain  in  a single  branch  of  the  tri- 
geminal nerve  and  no  other  neurologic  findings. 
In  Case  10,  the  symptoms  were  so  typical  and  se- 
vere that  the  patient  had  to  undergo  surgery  to  ob- 
tain relief  from  pain.  It  was  not  until  twelve  years 
later  that  the  malformation  was  discovered,  fol- 
lowing a subarachnoid  hemorrhage. 


FIGURE  3.  Cerebral  angiograms.  (A)  Case  6.  Tight  posterior  fossa.  Downward  displacement  of  basilar  artery  and  up- 
ward displacement  of  superior  cerebellar  artery.  No  filling  of  malformation  noted.  (B)  Case  4.  Marked  right  to  left  shift 
of  superior  cerebellar  artery.  Suggests  mass  lesion  on  right  in  posterior  fossa.  No  filling  of  vascular  malformation  noted. 
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FIGURE  4.  Case  8.  At  autopsy  large  hematoma  found 
occupying  cerebellar  hemisphere.  At  microscopic  exami- 
nation malformation  shown  to  make  up  portion  of  hemato- 
ma. 


Granted  the  difficulty  of  making  the  rare,  but 
correct,  diagnosis  of  malformation  causing  the 
syndrome  of  trigeminal  neuralgia,  there  seem  to  be 
two  factors  which  may  help  the  neurologists.  In 
Case  11,  the  symptoms  began  at  age  twenty-five. 
In  the  literature  similar  cases  have  shown  symp- 
toms beginning  even  earlier.10  Trigeminal  neural- 
gia usually  starts  in  the  older-age  group.  There- 
fore, the  early  onset  of  the  syndrome  should  be  a 
warning  of  possible  other  etiologies  of  the  pain 
syndrome.  Second,  it  is  well  known  that  there  are 
no  objective  neurologic  signs  of  idiopathic  trigemi- 
nal neuralgia.  Therefore,  the  presence  of  other 
posterior  fossa  signs  would  be  against  the  diagno- 
sis of  trigeminal  neuralgia. 

Unlike  the  cases  of  trigeminal  neuralgia,  those 
patients  initially  diagnosed  as  having  multiple 
sclerosis  were  far  less  true  to  form.3  Neither  Case 
11  nor  the  cases  in  the  literature  adhere  to  one  of 
the  main  criteria  for  multiple  sclerosis,  that  is 
multiplicity  in  neurologic  space.10,11  All  the  find- 
ings could  be  explained  by  one  lesion  in  the  poste- 
rior fossa.  None  had  additional  optic  nerve  dys- 
function or  a distinct  spinal  cord  lesion.  These 
patients  were  probably  called  multiple  sclerosis 
because  the  patients  were  young,  the  disease  pro- 
cess extended  over  a long  period  of  time,  and  the 
patients  has  an  unusual  mixture  of  signs  and 
symptoms.  It  is  known  that  such  patients  may  be 
suffering  from  a variety  of  pathologic  entities,  not 
only  of  vascular  malformation,  but  also  a congeni- 


tal lesion  such  as  Arnold-Chiari  malformation,  or  a 
neoplasm  such  as  a meningioma  of  the  foramen 
magnum  or  of  the  tentorium  cerebelli. 

Summary 

Thirteen  patients  with  posterior  fossa  vascular 
malformation  were  described  in  detail.  The  initial 
clinical  syndrome  in  most  of  the  patients  was  sub- 
arachnoid hemorrhage.  There  is  a high  mortality 
rate  in  this  series  due  to  the  initial  or  subsequent 
hemorrhage. 

A small  number  of  patients  was  diagnosed  for 
many  years  as  having  either  trigeminal  neuralgia 
or  multiple  sclerosis.  The  difficulties  in  diagnos- 
ing correctly  this  condition  was  discussed  as  well 
as  the  possibility  of  avoiding  the  pitfalls  of  this  di- 
agnosis. 

Mount  Sinai  School  of  Medicine 
Department  of  Neurology 
Fifth  Avenue  and  100th  Street 
New  York,  N.Y.  10029 
(DR.  LUSINS) 
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Central  pontine  myelinolysis  is  a disease  process 
described  by  Adams,  Victor,  and  Mancall  in  19591 
in  which  there  is  destruction  of  the  myelin  sheaths 
in  the  basis  pontis  in  a central  well-demarcated 
symmetric  area.  The  origin  of  this  lesion  defies 
any  single  simple  explanation  since  it  appears  to 
have  some  association  with  malnutrition,  alcohol- 
ism, or  severe  debilitation  from  concurrent  illness. 
Microscopically,  within  the  area  of  the  lesion, 
nearly  all  myelin  sheaths  are  destroyed.  Despite 
the  extensive  demyelination,  axis  cylinders  and 
neurons  are  remarkably  intact  unless  the  lesion 
progresses  to  central  cavitation.  However,  there  is 
essentially  complete  absence  of  oligodendroglio- 
cytes,1'2  which  suggests  perhaps  a selective  vulner- 
ability of  this  cellular  element.  While  it  has  been 
noted  that  midline  symmetric  demyelinating  le- 
sions are  also  seen  in  Marchiafava-Bignami  dis- 
ease.1 no  cases  of  concomitant  pontine  myelinol- 
ysis and  Marchiafava-Bignami  disease  have  been 
reported.2 

This  report  presents  a case  of  central  pontine 
myelinolysis  associated  with  alcoholism,  delirium 
tremens,  an  episode  of  hypoxia,  renal  disease,  and 
minimal  pathologic  change  of  the  liver. 

Case  report 

The  patient  was  a forty-one-year-old  man  who 
had  been  hospitalized  on  two  previous  occasions 
for  transient  episodes  of  upper  gastrointestinal 
bleeding  following  excessive  alcohol  intake.  He 
had  recently  been  drinking  heavily  but  then 
stopped  a few  days  before  this  admission.  There 

* Present  address:  Sir  William  Dunn  School  of  Pathology, 
University  of  Oxford,  South  Parks  Road,  Oxford  OX  1 3RE, 
England. 


was  no  history  of  drug  usage,  and  he  was  not  on 
medication.  On  the  night  of  hospitalization  he 
was  markedly  tremulous  and  had  an  apparent 
grand  mal  seizure  after  which  he  appeared  con- 
fused and  weak. 

He  was  first  admitted  for  observation  in  a local 
hospital.  No  focal  neurologic  deficit  was  found. 
A lumbar  puncture  was  performed,  returning  clear 
fluid  with  3 white  blood  cells  per  cubic  centimeter, 
no  red  blood  cells,  protein  32  mg.  per  100  ml.,  and 
glucose  88  mg.  per  100  ml.  Brain  scan  and  skull 
films  showed  unremarkable  findings.  Following 
admission,  he  had  recurrent  convulsions,  and  on 
the  second  hospital  day  he  was  found  in  shock,  un- 
conscious, and  cyanotic.  He  was  resuscitated  and 
regained  consciousness.  He  was  transferred  that 
day  to  University  Hospital  where  he  appeared 
awake,  agitated,  and  tremulous,  mildly  febrile  with 
a temperature  of  38.8°C.,  mildly  hypotensive,  and 
hyperventilating  at  a rate  of  44  per  minute.  His 
tongue  and  lip  had  been  injured,  and  his  neck  ap- 
peared stiff.  There  were  scattered  rhonchi  in  the 
lungs.  The  liver  was  not  palpable.  The  stool  was 
guaiac  positive.  He  was  oriented  to  person  but 
not  place  or  time,  and  he  responded  to  questions 
with  incoherent  speech  and  apparent  hallucina- 
tions. The  ocular  movements  were  intact  with  pu- 
pils round  and  reactive,  although  the  right  was 
slightly  larger  than  the  left,  and  the  fundi  were 
free  of  papilledema.  The  face  was  symmetric,  and 
no  cranial  nerve  deficit  was  noted.  He  responded 
symmetrically  to  pain,  and  no  paresis  was  ob- 
served. Coarse  and  fine  tremors  were  noted  dif- 
fusely. Reflexes  were  active,  and  the  plantar  re- 
sponses were  flexor. 

On  the  evening  of  his  hospital  transfer,  after  re- 
ceiving diazepam  (Valium)  25  mg.  intramuscular- 
ly, the  patient’s  respiration  gradually  changed 
from  rapid  and  labored  into  slow  and  shallow,  and 
then  he  became  apneic  and  cyanotic.  He  was  in- 
tubated and  resuscitated.  During  this  time,  his 
electrocardiogram  tracings  showed  slow  nodal  and 
then  idioventricular  rhythm,  and  there  was 
marked  hypotension. 

After  resuscitation  he  appeared  flaccid  and 
deeply  comatose,  responding  only  minimally  to 
deep  pain.  A lumbar  puncture  returned  clear 
fluid  at  140  mm.  pressure  with  protein  of  46  mg. 
per  100  ml.  and  glucose  of  95  mg.  per  100  ml.  En- 
zymes later  rose  markedly,  with  serum  glutamic 
oxaloacetic  transaminase  at  10,570,  creatine  phos- 
phokinase  at  75,000,  and  lactate  dehydrogenase  at 
5,484  units.  Also,  over  the  next  few  days  his  renal 
function  transiently  deteriorated,  with  blood  urea 
nitrogen  rising  to  79  mg.  per  100  ml.  and  creatinine 
to  2.9  mg.  per  100  ml.,  and  this  was  interpreted  as 
acute  tubular  necrosis.  Brain  scan  after  the  respi- 
ratory arrest  again  showed  negative  results,  and  an 
electroencephalogram  showed  a diffusely  abnor- 
mal tracing  with  background  slowing.  His  course 
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thereafter  was  one  of  stabilization  of  cardiac  and 
respiratory  function  without  improvement  of  his 
comatose  state.  His  enzymes  returned  toward 
normal,  and  renal  function  improved. 

Two  weeks  after  the  respiratory  arrest  he  was 
still  comatose  with  “doll’s  eyes”  movement,  flaccid 
quadriplegia,  decerebrate  posturing  response  to 
pain,  symmetric  hyperreflexia,  and,  now,  bilateral 
Babinski  response.  It  was  felt  that  he  had  suf- 
fered a lower  pontine  infarct.  At  that  time  he  was 
transferred  to  the  Syracuse  Veterans  Administra- 
tion Hospital  for  chronic  care.  An  electroenceph- 
alogram then  showed  no  cortical  activity.  He  de- 
veloped bronchopneumonia,  with  terminally  high 
fever  and  marked  hyperventilation.  He  expired 
twenty-nine  days  after  the  apparent  onset  of  his 
illness. 

General  necropsy  findings.  The  body  was 
that  of  a well-developed,  well-nourished  male 
which  measured  177  cm.  in  length  and  weighed  137 
pounds.  Findings  at  postmortem  examination  in- 
cluded extensive  bilateral  focal  bronchopneumo- 
nia, minimal  fatty  metamorphosis  of  the  liver,  and 
aplasia  of  the  right  kidney,  with  atresia  of  the  right 
renal  artery  and  a rudimentary  right  ureter. 
There  was  compensatory  hyperplasia  and  severe 
acute  pyelonephritis  of  the  left  kidney. 

Gross  neuropathologic  findings.  The  brain 
was  cut  after  formalin  fixation.  The  weight,  with 
a small  portion  of  attached  vertex  dura,  was  1,400 
Gm.  The  cerebral  hemispheres  were  slightly 
atrophic  in  the  frontal  lobes.  Sagittal  sections  of 
the  entire  brain  revealed  atrophy  of  the  cerebellar 
folia  in  the  superior  lobule  of  the  vermis. 

In  the  central  part  of  the  basis  pontis  was  an 
area  of  softening  with  indistinct  margins.  The  le- 
sion measured  1.3  cm.  in  the  rostral-caudal  dimen- 
sion and  approximately  1.5  cm.  from  side  to  side. 

There  was  no  similar  involvement  of  the  corpus 
callosum  or  other  parts  of  the  brain.  The  ventric- 
ular system  was  symmetric  and  not  dilated.  The 
cerebral  white  matter  and  basal  ganglia  showed  no 
lesions,  but  the  cortical  grey  matter  was  soft  and  of 
diminished  thickness.  The  mamillary  bodies  were 
without  gross  evidence  of  lesion. 

Histologic  sections  of  the  central  pons  showed 
diffuse  demyelination  with  preservation  of  neu- 
rons but  not  axis  cylinders.  Macrophages  were  par- 
ticularly abundant  in  some  areas.  There  was  no 
pigment  or  hemorrhage,  and  blood  vessels  ap- 
peared unremarkable.  The  demyelinated  area 
was  well  demarcated  from  the  surrounding  intact 
portion  of  pons  but  with  an  irregular  border.  Sec- 
tions of  cerebral  and  cerebellar  cortex  showed  se- 
vere anoxic  changes  several  weeks  old.  The  me- 
dulla and  corpus  callosum  were  without  evident  le- 
sion. 

The  lesion  of  central  pontine  myelinolysis  is 
variable  in  size  but  always  appears  to  be  central 
and  symmetric  as  if  propagating  centrifugally.1 


FIGURE  1.  (A)  Midsaggital  section  of  formalin-fixed  brail 

which  weighed  1,400  Gm.  demonstrating  discoloration  o 
central  pons.  (B)  Closer  view  of  pons  demonstrating  dis 
colored  soft  area. 


The  saggital  sectioning  of  the  specimen  of  this  cast 
illustrates  the  extent  of  the  lesion  in  the  medial 
plane.  In  the  midsaggital  section,  as  shown  ii 
Figure  1,  there  is  moderate  widening  of  cerebra 
sulci  and  a discolored  area  in  the  midpons.  Thi 
corpus  callosum  is  intact.  Luxol  fast  blue  staii 
demonstrates  that  the  area  of  softening  and  discol 
oration  is  a discretely  outlined  region  of  demyeli 
nation  (Fig.  2).  Large  numbers  of  lipid-laden  his 
tiocytes  are  present  in  most  areas  (Fig.  3).  No  sig 
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FIGURE  2.  Brain-stem  section,  midsaggital,  demonstrat- 
ing central  area  of  demyelinization  in  pons  with  discrete 
but  irregular  margins  (Luxol  fast  blue  stain). 


FIGURE  3.  Photomicrograph  demonstrating  preservation 
of  blood  vessels,  numerous  histiocytes,  and  destruction  of 
myelin  sheaths  with  intact  neurons  (Luxol  fast  blue  stain). 

nificant  vascular  changes  or  emboli  are  present. 

I Neurons  appear  morphologically  to  be  intact  (Fig. 

4). 

Comment 

Central  pontine  myelinolysis  is  a disease  entity 
which  has  only  recently  been  recognized.  Since  its 
original  description  in  1959  by  Adams,  Victor,  and 
Mancall,1  fewer  than  100  cases  have  been  reported. 
However,  it  has  been  suggested  that  the  disease 
may  not  be  as  rare  as  was  thought  and  is  underre- 
cognized.3 Since  it  has  been  pointed  out  that  a 
better  understanding  of  the  causes  of  central  pon- 
tine myelinolysis  and  its  experimental  production 
would  provide  a useful  pathologic  model  for 
studying  demyelinating  disease,2’4  a continuing 
search  for  the  etiologic  basis  is  needed. 

Although  the  disease  was  originally  described  in 
3 alcoholic  patients,1  alcoholism  is  by  no  means  a 
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FIGURE  4.  Photomicrograph  of  central  region  of  demyeli- 
nization demonstrating  morphology  of  viable  neurons 
(hematoxylin  and  eosin  stain,  original  magnification  X 
500). 


constant  feature  of  patients  with  this  disease. 
Malnutrition  appears  to  be  far  more  constant  in 
the  presentation  of  patients  who  eventually  con- 
tract this  disease.  There  are,  however,  rare  pa- 
tients who  do  not  present  debilitation.5  The  asso- 
ciation of  the  condition  with  liver  or  renal  dys- 
function may  suggest  a source  of  toxic  products. 
However,  the  relationship  is  not  clear,  and  the  rar- 
ity of  the  lesion  must  indicate  an  unusual  train  of 
circumstances  leading  to  its  development.  The 
possibility  that  as  a “new”  disease  central  pontine 
myelinolysis  is  due  to  new  toxic  agents1’6  or  new 
therapeutic  measures7  has  been  proposed  and  dis- 
puted.3 Underlying  or  associated  illnesses  include 
alcoholism,1  scleroderma,1  childhood  leukemia,0 
Hodgkin’s  disease,'  inappropriate  antidiuretic 
hormone  syndrome,8  uremia,3,9  and  following 
organ  transplantation.10  Unfortunately,  no  pat- 
tern of  pathogenesis  is  clearly  indicated  in  this 
spectrum  of  associated  disease  states. 

The  degree  of  clinical  symptoms  produced  by 
this  lesion  varies  from  weakness  in  the  extremities 
to  complete  quadriplegia  depending  on  the  size  of 
the  lesion.  The  disease  is  rarely  suspected  pre- 
mortem,11  and  one  can  only  speculate  about  its 
mortality  rate.  In  our  case,  the  date  of  onset  of 
the  pontine  lesion  is  unclear;  it  may  date  to  the 
initial  hypoxic  episode  twenty-seven  days  prior  to 
death  or  to  the  suspected  pontine  infarct  two 
weeks  prior  to  death.  The  latter  would  be  more 
consistent  with  what  is  thought  to  be  the  time 
course  of  this  lesion  when  it  is  fatal. 

While  it  is  felt  that  uremia  with  blood  urea  ni- 
trogen in  excess  of  100  mg.  per  100  ml.  for  long  pe- 
riods of  time  is  required  to  precipitate  this  lesion,3 
uremia  is  unlikely  to  be  responsible  in  this  case, 
since  even  in  the  face  of  rather  severe  renal  prob- 
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lems  the  blood  urea  nitrogen  only  transiently  rose 
to  a level  of  79  mg.  per  100  ml.  A possible  rela- 
tionship to  liver  disease  has  been  suggested,4 
based  on  concomitant  severe  liver  disease  in  a high 
percentage  of  cases  of  central  pontine  myelinol- 
ysis.7  However,  this  is  not  true  of  the  presently 
reported  case  where  only  minimal  pathologic 
changes  of  the  liver  were  found.  The  presence  of  a 
normal  body  habitus  and  only  minimal  fatty 
change  in  the  liver  suggest  that  severe  nutritional 
problems  related  to  the  alcoholism  were  not 
present  as  an  etiologic  factor  in  this  case.  Most 
authors  feel  that  central  pontine  myelinolysis  is 
not  ischemic  in  origin.  Since  the  neurons  appear 
to  be  viable  and  there  is  some  axis  cylinder  sparing 
it  is  difficult  to  assume  that  anoxia  per  se  is  causal. 
The  anatomic  origin  of  the  lesion  also  mitigates 
against  a vascular  origin.  In  this  case  the  most 
catastrophic  event  was  the  extreme  hypoxia,  and  it 
is  tempting  to  attach  etiologic  significance  to  the 
hypoxia.  However,  there  are  profound  histologic 
differences  between  the  cortical  lesion  and  pontine 
lesion,  and  it  would  therefore  be  difficult  to  say 
with  certainty  that  hypoxia  is  causal  in  this  case. 

It  would  appear  then  that  no  one  factor  hereto- 
fore identified  as  a possible  etiologic  factor  in  the 
development  of  central  pontine  myelinolysis  can 
adequately  explain  its  occurrence  in  this  patient. 
This  and  the  large  number  of  diverse  and  appar- 
ently unrelated  underlying  diseases  that  have  been 
previously  reported  suggest  that  as  with  many 
complex  diseases  a combination  of  factors,  no  one 


Treatment  of  gallstones 

with  chenodeoxycholic  acid  and  phenobarbital 

The  aim  of  this  study  was  to  assess  the  effectiveness 
and  safety  of  one  year  of  treatment  with  chenodeoxy- 
cholic acid,  phenobarbital  (or  the  2 in  combination),  and 
placebo  for  dissolution  of  gallstones.  Results  indicated 
that  chenodeoxycholic  acid  alone  or  in  combination  with 
phenobarbital  offered  a partly  effective  and  safe  treat- 
ment for  asymptomatic  radiolucent  gallstones.  After 
one  year,  either  drug  (or  the  combination),  but  not  the 
placebo,  significantly  decreased  biliary  cholesterol  satu- 


by itself  sufficient  to  cause  the  lesion,  is  responsi- 
ble for  this  disease. 
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ration.  Phenobarbital  was  considerably  less  effective 
alone  than  chenodeoxycholic  acid  or  the  2 in  combina 
tion.  Gallstone  size  was  decreased  more  than  50  pei 
cent  in  9 of  20  patients  getting  chenodeoxycholic  acid 
either  alone  or  in  combination  with  phenobarbital 
Phenobarbital  alone,  as  well  as  the  placebo,  was  ineffec 
tive  in  this  respect.  Gallstones  disappeared  completed 
in  2 patients  getting  the  combination.  Liver  functioi 
tests  were  abnormal  in  3 of  the  36  patients,  and  5 of  If 
liver  biopsies  were  abnormal.  These  occurred  witl 
equal  frequency  in  all  treatment  groups  (including  pla 
cebo).  Schoenfield,  L.  J.,  et  al New  England  J.  Mei 
292:  604  (Mar.  20)  1975 
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Thoracolumbar  Kyphosis 
in  Achondroplasia 


bowel  and  bladder  difficulties.  Kyphosis  was  first 
noted  at  age  eighteen  months  by  his  mother,  and 
this  angulation  had  increased  over  a three-year  pe- 
riod prior  to  admission. 

Physical  examination  on  admission  revealed  a 
healthy  male  with  the  typical  manifestations  of 
achondroplasia.  A kyphosis  was  noted  at  the  tho- 
racolumbar junction  which  was  nontender  (Fig.  1). 
Sensory  examination  of  the  trunk  and  lower  ex- 
tremities disclosed  no  abnormalities.  Patellar  and 


With  spinal  cord  compression 
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Achondroplasia  is  a defect  in  endochondral  bone 
formation  transmitted  as  an  autosomal  dominant 
trait  resulting  in  rhizomelic  dwarfism.  Detailed 
clinical  and  radiologic  descriptions  of  achondro- 
plasia have  been  reported.1-8 

The  vertebral  spine,  formed  by  endochondral 
ossification,  is  affected  in  several  ways.  The  ped- 
icles are  thickened  and  short,  and  the  interpedicu- 
lar  distance  is  decreased  throughout  the  lumbar 
spine  in  contrast  to  the  normal  spine.2  Kyphosis 
at  the  thoracolumbar  junction  is  present  in  30  per 
cent  of  patients1'4,6;  since  the  canal  is  already  nar- 
rowed, this  may  lead  to  compressive  syndromes  of 
the  spinal  cord.  Various  methods  of  treatment  of 
the  kyphosis  and  progressive  neurologic  deficits 
have  been  reported,  including  posterior  laminec- 
tomy, posterior  fusion,  and  anterior  decompres- 
sion, all  of  which  have  met  with  limited  suc- 
cess.1'6'9'10 These  procedures,  performed  rarely  on 
children,  are  used  mainly  on  adult  patients  with 
secondary  osteoarthritis. 

Orthopedic  management  of  an  adolescent  with 
achondroplasia,  progressive  thoracolumbar  ky- 
phosis, and  spinal  cord  compression  is  presented. 

Case  report 

A thirteen-year-old  achondroplastic  male  was 
admitted  to  the  Hospital  for  Special  Surgery  with 
progressive  kyphosis  at  the  thoracolumbar  junc- 
tion. The  patient  complained  of  pain  and  pares- 
thesias over  the  kyphotic  area,  both  lateral  thighs, 
and  calves,  and  his  symptoms  were  relieved  by  re- 
cumbency. He  denied  any  motor  weakness  or 
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achilles  tendon  reflexes  were  symmetrical,  and 
there  was  a pathologic  Babinski  reflex  of  the  left 
foot. 

Roentgenographic  examination  revealed  a tho- 
racolumbar kyphosis  with  marked  anterior  wedg- 
ing, hypoplasia,  and  slight  posterior  displacement 
of  the  first  lumbar  of  the  vertebral  body.  The  ky- 
phosis progressed  10  degrees,  from  91  to  101  de- 
grees, Cobb  measurement,  between  1969  and  1972 
(Fig.  2).  A myelogram  was  attempted,  but  proved 
technically  inadequate. 

Anterior  decompression  and  arthrodesis  of  the 
twelfth  thoracic  to  the  second  lumbar  vertebral 


bodies  were  performed.  The  anterior  beak  at  the 
first  lumbar  vertebra  was  excised,  and  an  autoge- 
nous rib  strut  graft  was  embedded  between  the 
vertebral  bodies  of  the  twelfth  thoracic  and  the 
second  lumbar  vertebrae  (Fig.  3).  Minimal  reduc- 
tion of  the  deformity  was  noted  anteriorly  after 
impaction  of  the  graft. 

The  postoperative  course  was  uneventful,  and  a 
second-stage  posterior  arthrodesis  from  the 
twelfth  thoracic  to  the  second  lumbar  vertebrae 
was  performed  two  weeks  later.  The  patient  was 
placed  in  a body  cast  extending  from  clavicles  to 
pubic  symphysis  and  was  treated  at  home,  recum- 
bent for  three  months.  Following  this,  he  was  am- 
bulated, remaining  in  a body  cast  for  nine  months. 
All  neurologic  signs  were  resolved. 


Comment 

Kyphosis  at  the  thoracolumbar  junction  in 
achondroplasia  was  first  described  by  Wheeldon  in 
192011  in  2 children  without  neurologic  deficits. 
The  cause  of  kyphosis  in  this  area  is  unclear.  Do- 
nath  and  Vogl12  surmised  that  because  of  the  ab- 
sence of  well-organized  cartilage  and  its  lack  of  di- 
rectional growth,  the  fetal  C-shape  of  the  spine  in 
this  area  persists.  The  achondroplastic  spine  as- 
sumes the  upper  thoracic  and  lumbosacral  curves 
in  an  almost  normal  manner  because  of  the  sup- 
port from  the  thoracic  cage  and  pelvis.  The  tho- 
racolumbar kyphosis  increases  with  weight  bearing 
and  as  growth  progresses.  With  the  structural 
narrowing  already  present  in  the  spinal  canal  in 
these  patients  because  of  pedicular  thickening  and 
interpedicular  narrowing,  further  crowding  by  ky- 
phosis may  lead  to  compressive  syndromes. 


FIGURE  1.  (A,  B,  and  C)  Back  and  side  views  demon- 

strate advanced  thoracolumbar  kyphosis. 
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Conclusion 

Most  reports  of  compressive  syndromes  in 
achondroplasia  with  thoracolumbar  kyphosis  have 
been  in  adult  patients  with  degenerative  arthritis 
and  osteophyte  encroachment.1,9,10  Posterior  la- 
minectomy in  these  patients  to  improve  neurologic 
loss  has  met  with  limited  success.  Severe  thoraco- 
lumbar kyphosis  with  a hypoplastic  vertebral  body 
often  progresses  during  the  growing  years  and  fre- 
quently after  maturity13;  such  a deformity  will  not 
respond  to  spinal  bracing.  Reduct  ion  of  angula- 
tion may  improve  neurologic  compression,  but,  if 
this  is  unsuccessful,  anterior  decompression 


Figure  2.  (A  and  B)  Lateral  roentgenograms  document 
progression  of  kyphosis. 


FIGURE  3.  Anterior  bone  graft  can  be  seen  between  ver- 
tebral bodies  of  twelfth  thoracic  and  second  lumbar  verte- 
brae one  month  following  operation. 
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should  be  performed  in  combination  with  a stabili- 
zation procedure.  Posterior  arthrodesis,  alone, 
often  is  insufficient  to  provide  adequate  stabiliza- 
tion. Both  massive  anterior  and  posterior  arthro- 
desis are  necessary  to  control  this  spinal  deformi- 
ty. External  support  postoperatively  is  mandato- 
ry, followed  by  prolonged  spinal  bracing  until  skel- 
etal maturity. 

Hospital  for  Special  Surgery 
535  East  70th  Street 
New  York.  New  York  10021 
(DR.  LEVINE) 
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Consumer  spending  survey 

How  much  do  Americans  spend  in  the  drugstore? 
That’s  easy:  $16.36  billion  in  1974.  But  what  do  they 
spend  it  for? 

That’s  also  easy,  if  you  consult  the  28th  annual  Con- 
sumer Spending  Survey,  published  by  Drug  Topics  mag- 
azine. The  survey,  just  off  the  press,  covers  340  items 
sold  in  drugstores,  from  abdominal  belts  to  yeast  tab- 
lets. Overall,  the  survey  shows  several  interesting 
things. 

For  example,  despite  the  recession  in  1974,  the  na- 
tion’s 49,000  drugstores  had  an  overall  sales  gain  of  7.1 
per  cent,  the  best  gain  since  1968,  up  from  $15.27  billion 
in  1973.  Also,  they  made  a big  advance  in  regaining 
sales  lost  in  previous  years  to  supermarkets  and  dis- 
counters. And,  there  were  some  spectacular  rises  in 
dollar  volume,  in  such  items  as  cigarettes,  paperback 
books,  baby  needs,  and  pet  products. 

Paperback  books  were  up  15  per  cent  over  the  previ- 
ous year,  packaged  ice  cream  17.8  per  cent,  suntan  lo- 
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tions  13  per  cent,  men’s  cologne  14.6  per  cent.  Razor 
blades  were  up  10.7  per  cent  but  razors  themselves  were 
down  3.5  per  cent  this  time.  Films  and  photofinishing 
brought  drugstores  a record  $919,000,000  in  1974. 

Not  to  forget  prescriptions,  sales  volume  from  this 
source  was  $6,649  billion  in  1974,  representing  40.62  per 
cent  of  the  drugstore  business  and  88  per  cent  of  all  pre- 
scription business.  The  gain  over  1973  was  6.7  per  cent. 

How  did  poison  ivy  remedies  do?  Lipsticks,  candy, 
spot  cleaning  fluids,  menstrual  pain  relievers,  ornamen- 
tal glassware?  It’s  all  there,  with  three-year  compari- 
sons, in  the  1975  Drug  Topics  survey.  The  survey,  larg- 
est of  its  kind  in  the  field,  went  on  sale  about  September 
15,  1975,  at  $5  a copy.  It  is  used  by  government  agencies, 
advertising  agencies,  marketing  organizations,  research 
groups,  and  marketing  and  financial  sources. 

Drug  Topics  and  the  Consumer  Spending  Survey  are 
published  by  Medical  Economics  Company  of  Oradell, 
N.J.,  which  also  publishes  Drug  Topics  Red  Book,  Phy- 
sicians’ Desk  Reference,  Current  Prescribing,  Medical 
Economics  magazine,  and  other  healthcare  publications. 
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In  two  separate  multicenter 
studies  of  patients  with 
chronic  or  frequently  recurrent 
urinary  tract  infections 


10  days  of  Bactrim 
therapy  produced  bett< 
results  in  maintaining 
clear  cultures  than: 

10  days  of  ampicillin  therap 
28  days  of  cephalexin  theraj 


♦Protocols  identical  except  for  drug  administered  and  duration  of  therapy. 

Protocol  details  on  last  page  of  this  advertisement. 

Please  see  summary  of  product  information  on  last  page  of  this  advertisement. 
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ne  month  after  therapy  ceased,  a higher  percentage 
Bactrim-treated  patients  maintained  clear  cultures*. 
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ton  for  clear  culture:  1000  or  fewer  organisms/ml  of  urine. 

month  after  therapy:  10  days  of  Bactrim  maintained 
l£cultures  for  one  month  in  a larger  percentage  of 
lilts  than  either  of  the  other  agents.  The  maintenance 
c ar  cultures  for  one  month  after  therapy  has  ended 
y articular  importance  for  patients  whose  problems 
» ironic  or  recur  frequently,  for  it  is  during  this  period 
itilapse  or  reinfection  often  occurs. 

mliately  after  therapy:  Here  again,  Bactrim  results 
Tf.uperior.  At  the  end  of  therapy,  90.4%  of  83  patients 
1 jays  of  Bactrim  had  clear  cultures,  compared  with 


81.7%  of  82  patients  on  10  days  of  ampicillin  and  86.6% 
of  82  patients  on  28  days  of  cephalexin. 

Adverse  reactions:  Side  effects  in  these  studies  were 
relatively  mild  ( e.g .,  nausea,  vomiting,  rash),  but  more 
serious  adverse  effects  can  occur  with  the  agents  studied. 
For  a complete  list  of  adverse  reactions  with  each  drug, 
please  consult  the  manufacturer’s  product  information. 

Note:  Bactrim  single  strength  tablets  were  used  in  these 
clinical  trials.  However,  studies  have  established  the 
bioequivalency  of  one  Bactrim  DS  tablet  with  two  single 
strength  Bactrim  tablets. 
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hr  chronic  or  frequently  recurrent  cystitis 
rpyelonephritis  due  to  susceptible  organisms 


For  longer  lasting  results  in  chronic  or 
frequently  recurrent  cystitis  or  pyelonephritis 
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While  results  came  from  separate  studies,  protocols  were 
identical  with  few  exceptions: 

Equivalencies:  Patients  selected  were  asymptomatic  with 
chronic  significant  bacteriuria  or  had  suffered  a recur- 
rence of  previously  treated  symptomatic  disease;  signifi- 
cant bacteriuria  was  established  as  100,000  or  more  of 
same  organisms/ml  urine  in  2 consecutive  cultures  within 
7 days;  patient  exclusions  for  reasons  of  safety  or  efficacy 
were  identical;  the  same  baseline  laboratory  studies  were 
made  at  the  same  intervals;  identical  criteria  were  used 
to  measure  success  or  failure;  clear  culture  was  con- 
sidered as  1000  or  fewer  organisms/ml  urine. 

Exceptions:  Drug  regimens  differed  (Study  #1,  two 
Bactrim  tablets  b.i.d.  or  one  500-mg  ampicillin  capsule 


q.i.d.  for  10  days;  Study  #2,  one  250-mg  cephalexin 
pulvule  q.i.d.  for  28  days);  pretreatment  organisms  had 
to  be  susceptible  to  ampicillin  or  cephalexin,  but  not 
necessarily  to  Bactrim. 


For  more  detailed  information  on  the  two  separate  multi- 
center studies  (see  previous  pages)  in  which  Bactrim 
achieved  better  results  than  ampicillin  or  cephalexin  in 
maintaining  clear  cultures,  write  to: 
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Nutley,  New  Jersey  07110 
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bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morganii. 

NOTE:The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
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Register,  37: 20527-20529,  1972)  may  be  used  to  estimate  bacterial 
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Granuloma  inguinale  has  always  been  a relative- 
ly rare  disease  in  the  United  States  outside  the 
deep  South.  In  recent  years,  antimicrobial  thera- 
py has  reduced  the  incidence  of  the  disease  and  its 
severity.  Only  127  cases  were  reported  to  the  Na- 
tional Communicable  Disease  Center  in  1967. 1 

The  following  case  report  includes  many  unusu- 
al features  even  for  this  increasingly  rare  disease. 

Case  report 

On  April  30,  1967,  a twenty-six-year-old  Hindu 
immigrant  from  southern  India  was  admitted  to 
the  surgical  service  of  the  Rochester  General  Hos- 
pital for  treatment  of  a skin  lesion  of  the  right  in- 
guinal area. 

The  patient  reported  that  since  the  age  of  five, 


he  had  had  a lesion  in  the  right  groin  which  had 
spread  to  involve  most  of  the  right  inguinal  fold 
and  upper  thigh. 

At  approximately  fifteen  years  of  age,  while  in 
India,  the  patient  had  a local  resection  of  the  skin 
lesion  and  five  years  later  had  radiation  therapy 
for  a recurrence.  The  patient  was  told  that  his  le- 
sion was  a keloid. 

At  the  time  of  admission  in  1967,  the  patient 
was  noted  to  have  a dry,  scaly,  elevated  lesion  4 by 
2.5  cm.  in  the  right  inguinal  fold  surrounded  by  an 
area  of  keloid  scar  on  the  upper  thigh  (Fig.  1A). 
This  area  was  excised  and  a split-thickness  skin 
graft  applied.  Although  the  diagnosis  of  granulo- 
ma inguinale  was  entertained,  no  Donovan  bodies 
were  found. 

In  October,  1972,  the  patient  was  admitted  for  a 
recurrent  lesion  in  the  area  of  the  previous  skin 
graft.  This  was  comprised  of  a 6 by  5-cm.  elevated 
crusted  area  w-hich  had  small,  superficial  ulcers. 
A similar  but  smaller  lesion  2.5  by  2 cm.  was  also 
noted  (Fig.  IB).  These  areas  were  excised  and  an- 
other split-thickness  skin  graft  applied.  At  this 
time,  careful  histologic,  cytologic,  and  bacterial 
studies  confirmed  the  presence  of  the  Donovan 
bodies  and  growth  of  the  etiologic  bacteria  Calym- 
matobacterium  granulomatis. 

After  the  definitive  diagnosis  was  made,  the  pa- 
tient received  tetracycline  1 Gm.  per  day  for  three 
weeks.  At  the  end  of  this  time,  he  had  recurrence 
of  the  original  lesions,  causing  complete  break- 
down of  the  skin  graft.  The  terracycline  was  dis- 
continued, and  the  patient  was  given  a course  of 
chloramphenicol  to  a total  dose  of  20  Gm.  Be- 
cause the  patient  began  to  show  some  sensitivity 
to  the  chloramphenicol,  it  was  discontinued,  and 
he  was  placed  on  a short  course  of  ampicillin. 
However,  wrhile  on  the  chloramphenicol,  his  lesions 
showed  marked  improvement  and  quickly  cleared. 


FIGURE  1.  Lesion  of  right  inguinal  area.  (A)  As  first  seen  in  1967  (B)  Recurrence  in  1972  on  area  grafted  in  1967. 
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There  has  been  no  recurrence  of  the  lesion  in  the 
last  twelve  months. 

Comment 

A modern  definition  of  granuloma  inguinale  is  a 
granulomatous  process  that  usually  occupies  the 
genital  and/or  inguinal  region.  It  is  a mildly  con- 
tagious, chronic,  progressive,  auto-inoculable  dis- 
ease involving  the  skin  and  occasionally  the  lym- 
phatics.2 It  is  considered  to  be  an  endemic  tropi- 
cal disease.  It  was  first  described  by  McLeod  in 
1882  in  the  Hindu  population  of  Southern  India. 
There  is  still  controversy  as  to  its  designation  by 
some  authors  as  a venereal  disease.3  However,  the 
fact  that  children  without  sexual  contact  do  con- 
tract the  disease  and  the  isolation  of  the  etiologic 
agent  from  the  gut  suggest  other  modes  of  trans- 
mission.4 

Of  interest  in  this  patient  is  that  the  disease  was 
not  diagnosed  for  more  than  twenty  years.  No 
genital  lesion  was  ever  reported,  but  the  large,  de- 
forming lesion  of  the  inguinal  area  was  quite  dis- 
turbing to  the  patient.  No  lymph  node  involve- 
ment has  been  observed. 

The  explanation  for  its  recurrence  seven  years 
after  total  excision  is  not  clear.  It  is  possible  that 
the  organism  lay  dormant  in  an  unexcised  area  or 
that  the  patient  reinfected  the  area  from  his  own 
enteric  bacterial  flora. 

The  disease  has  been  successfully  treated  by  a 
number  of  antibiotics.5  The  treatment  of  choice 
is  a course  of  oral  tetracycline  2 Gm.  daily  for  a pe- 
riod of  two  to  four  weeks.  This  regimen  was  ini- 
tially prescribed  for  this  patient.  However,  it  was 
discontinued  because  of  the  appearance  of  ulcer- 
ations and  breakdown  in  the  skin  graft.  The  reac- 
tion to  tetracycline  as  seen  in  this  patient  has  not 
been  reported  as  far  as  we  can  determine.  We  feel 


that  this  may  represent  a type  of  Herxheimer  reac- 
tion caused  by  mass  destruction  of  antigen  after 
the  initiation  of  proper  antimicrobial  therapy. 

Chloramphenicol  has  been  shown  to  be  very  ef- 
fective in  eradicating  this  infection.6  Although 
the  patient  ultimately  was  placed  on  a short  course 
of  ampicillin,  we  feel  that  the  combination  of  tet- 
racycline and  chloramphenicol  has  been  curative 
for  this  patient. 

Summary 

This  is  a case  report  which  illustrates  many  un- 
usual features  of  a case  of  granuloma  inguinale. 
The  patient  contracted  the  disease  at  an  early  age 
and  had  recurrences  after  significant  lengthy  re- 
missions. Standard  treatment  with  tetracycline 
was  instituted  and  resulted  in  a unique  reaction  to 
the  drug.  Successful  treatment  was  then  accom- 
plished with  chloramphenicol. 

Rochester  General  Hospital 
Rochester,  New  York  14621 
(DR.  GRANEY) 
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Shared  services 

Hospital  Administration  Currents  has  devoted  a dis- 
cussion of  shared  services  and  contracted  services  pro- 
grams for  the  hospital.  Shared  services  is  one  approach 
being  used  by  many  hospitals  as  an  integral  of  the  com- 
plex effort  to  combat  rising  costs  of  medical  care  by  at- 
taining more  efficient  utilization  of  personnel  and  re- 
sources. Sharing  of  services  is  perhaps  one  of  the  inno- 
vations least  appreciated  and  most  understood  by  critics 


of  the  health-care  scene. 

Sharing  services  is  not  a new  idea.  There  are  recorc 
of  dietitians’  services  being  shared  in  smaller  rural  ho 
pitals  over  thirty  years  ago.  Records  of  sharing  othil 
services  date  back  almost  as  far.  If  sharing  can  provic 
a service  at  less  cost  or  with  better  quality  than  the  ho 
pital  can  attain  by  providing  for  itself,  it  is  obviously  ai  < 
vantageous  to  the  hospital  to  engage  in  such  sharin  • 
(abstracted  from:  Hospital  Administration  Current 

vol.  19  (dune)  1975] 

II 


434  New  York  State  Journal  of  Medicine/ March  1976 


Panlobar  Consolidation 


of  Lungs  Associated 
with  Escherichia  Coli 
Infection 


HISASHI  TAMURA,  M.D. 

Providence,  Rhode  Island 

JOSEPH  M.  PORRES,  M.D. 

Providence,  Rhode  Island 

EDWARD  SPINDELL,  M.D. 

Providence,  Rhode  Island 

From  the  Departments  of  Laboratory  Medicine  and  Orthopedic 
Surgery,  Miriam  Hospital 


The  incidence  and  recognition  of  infections  of 
the  respiratory  tract  by  gram-negative  organisms 
has  increased  considerably  in  recent  years,  pre- 
sumably because  of  the  widespread  use  of  broad- 
spectrum  antimicrobials.1-4  Atik  and  Hanson5 
brought  attention  to  a form  of  gram-negative 
pneumonitis  following  uncomplicated  surgical  pro- 
cedures characterized  by  sudden  onset  and  a ful- 
minating course.  A case  reported  here  represents 
such  an  example,  ending  fatally  in  a middle-aged, 
previously  healthy  patient  who  had  undergone  a 
repeat  laminectomy  and  spine  fusion.  The  stormy 
clinical  course  of  this  patient  and  the  pathologic 
lung  findings  were  unusual  in  that  the  causative 
organism  in  this  case  was  Escherichia  coli. 

Case  report 

This  forty-nine-year-old  male  postal  worker  was 
initially  operated  on  for  a herniated  lumbar  disk  in 
1966,  which  was  identified  by  typical  positive  clin- 
ical findings  including  a lumbar  myelogram  which 
showed  a filling  defect  at  the  fourth  to  fifth  lum- 
bar interspace.  Because  of  recurrent  persistent 
back  difficulty  and  leg  pain,  he  was  reoperated  on 
in  1968  for  extrusion  of  disk  material  at  the  same 
interspace.  During  this  period  the  patient  en- 
joyed good  health;  routine  laboratory  studies  dur- 
ing his  hospitalizations,  including  routine  blood 
counts,  urinalyses,  blood  urea  nitrogen,  blood 


FIGURE  1.  Portable  chest  film  taken  two  days  prior  to 
death  showing  extensive  parenchymatous  infiltration  of 
lungs. 


sugar,  serum  calcium,  phosphorus,  acid  and  alka- 
line phosphatase,  and  serum  electrophoresis, 
yielded  results  all  within  normal  limits.  On 
March  1,  1973,  he  underwent  a third  spine  opera- 
tion, at  which  time  excision  of  an  extruded  disk  at 
the  third  to  fourth  lumbar  interspace  combined 
with  a lateral  spine  fusion,  third  lumbar  to  the  sa- 
crum, was  performed.  Bone  graft  was  obtained 
through  a second  paramedian  incision  from  the 
left  iliac  crest.  Immediate  postoperative  recovery 
was  uneventful,  and  on  the  first  postoperative  day 
he  was  alert  and  moved  his  legs  well.  Blood  he- 
moglobin was  11.2  Gm.  per  100  ml.  On  March  3, 
he  spiked  a fever  to  102°F.,  and  his  abdomen  was 
found  to  be  markedly  distended.  On  the  next  day 
he  was  found  unresponsive  and  dyspneic.  Blood 
gas  studies  revealed  a pH  of  7.32,  carbon  dioxide 
pressure  of  39  mm.,  oxygen  pressure  of  29  mm., 
oxygen  saturation  45  per  cent,  and  base  excess  5.2 
mEq.  A few  hours  later,  oxygen  pressure  dropped 
further  to  28  mm.  Blood  pressures  ranged  from 
160/80  to  176/70  mm.  Hg.  Moist  rales  were  heard 
in  both  lung  fields.  Chest  roentgenogram  showed 
a diffuse  infiltrative  change  throughout  both  lungs 
which  were  interpreted  to  represent  pulmonary 
edema.  He  was  placed  on  a respirator  with  posi- 
tive end-expiratory  pressures,  60  per  cent  oxygen 
in  total  volume  of  600  ml.  per  minute. 

Electrocardiogram  showed  sinus  tachycardia 
with  evidence  of  right  ventricular  strain  and  right 
atrial  dilatation  of  a mild  degree.  On  March  5,  a 
tracheotomy  was  performed.  Under  90  per  cent 
oxygen,  blood  gas  studies  showed  pH  7.37,  carbon 
dioxide  pressure  54  mm.,  oxygen  pressure  45  mm., 
oxygen  saturation  79  per  cent,  and  base  excess  + 5 
mEq.  A diagnosis  of  pulmonary  embolism  was 
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FIGURE  2.  Gross  photograph  of  formalin-fixed  right  lung 
showing  panlobar  consolidation.  Lung  not  inflated  prior  to 
fixation. 


considered  and  the  patient  heparinized.  On  the 
sixth  postoperative  day,  the  patient  became  alert 
and  responsive;  blood  pressure  was  120/70  mm.  Hg. 
Although  auscultation  and  percussion  of  the  lungs 
continued  to  show  clinical  evidence  of  lung  consol- 
idation, his  general  condition  appeared  to  im- 
prove. On  the  ninth  postoperative  day,  the  pa- 
tient’s temperature  rose  to  104°F.,  and  his  respira- 
tion became  labored.  Portable  chest  film  showed 
dense  infiltration  (Fig.  1).  He  became  hypoten- 
sive and  expired  on  the  ninth  postoperative  day. 
After  surgery,  the  patient  had  been  placed  on  in- 
travenous sodium  cephalothin  (Keflin),  4 Gm.  per 
day;  this  was  increased  to  12  Gm.  per  day  just 
prior  to  his  death. 

Bacteriologic  studies.  On  the  third  postoper- 
ative day,  cultured  blood  samples  yielded  no 
growth.  Two  sputum  cultures  were  reported  as 
revealing  normal  flora.  On  the  fifth  postoperative 
day,  both  blood  and  urine  cultures  showed  no 
growth.  Sputum  culture  showed  normal  flora. 
One  inoculation  into  thioglycolate  broth  from  the 
last  blood  culture  obtained  on  the  day  of  the  pa- 
tient’s death  yielded  E.  coli  after  forty-eight  hours. 


Another  inoculation  showed  growth  of  E.  coli  after 
fourteen  days.  Both  isolates  of  E.  coli  showed  he- 
molysis on  blood  agar  plates. 

Autopsy  findings 

Postmortem  examination  was  performed  four  i 
hours  after  death  of  the  patient.  All  organ  sys-  I 
terns  except  for  the  respiratory  tract  were  essen-  ■ 
tially  normal,  suggesting  the  good  state  of  this  pa-  | 
tient’s  general  health  prior  to  the  devastating  ter-  1 
minal  illness.  The  heart  was  normal  in  size,  and  , 
the  aorta  showed  only  minimal  intimal  atheroma-  i 
tosis.  However,  both  lungs  were  extremely  bulky  | 
and  heavy;  their  combined  weight  was  1,490  Gm.  3 
The  lung  parenchyma  was  diffusely  consolidated  I 
and  showed  the  typical  gross  appearance  of  gray  i 
hepatization  such  as  seen  in  classic  pneumococcal  j 
pneumonia  (Fig.  2).  No  abscess  formation  was  1 
seen.  The  pulmonary  vascular  tree  was  free  of 
embolic  occlusion. 

Microscopic  examination  revealed  a large 
amount  of  inflammatory  exudate  filling  the  alveo-| 
lar  spaces.  Evidence  of  alveolar  wall  destruction  I 
was  minimal  (Fig.  3A).  In  some  areas,  edema  and  i 
hyaline  membrane  formation  along  the  alveolai  ( 
wall  were  seen.  Direct  smears  taken  from  the  lun§  1 
parenchyma  showed  extremely  large  numbers  ol 
Gram-negative  rods,  most  of  them  within  cyto-  j 
plasm  of  segmented  neutrophils  (Fig.  3B). 

An  electron  microscopic  study  made  on  glutaral 
dehyde-fixed  and  Epon-embedded  lung  tissue  also 
revealed  many  bacilli  showing  various  degrees  o: 
disintegration.  Many  of  them  were  found  ir 
membrane-bound  spaces  within  the  cytoplasm  ol  j 
leukocytes,  probably  representing  phagosome:!  j 
(Fig.  3C).  Postmortem  bacterial  culture  wa: 
taken  from  the  lung,  and  it  showed  an  abundant 
pure  growth  of  hemolytic  E.  coli.  Sensitivity  spec 
trum  for  antimicrobials  was  identical  to  the  ante 
mortem  isolates  from  blood  culture.  Both  wer 
sensitive  to  sodium  cephalothin.  Serologic  typin  i 
performed  by  the  National  Center  for  Diseas  i 
Control,  Atlanta,  Georgia,  revealed  that  both  ante  j 
mortem  and  postmortem  isolates  of  E.  coli  were  < 
75a,  75b. 

Comment 

It  appears  certain  that  E.  coli  was  the  organisi 
responsible  for  this  fulminating  postoperati\ 
complication  of  the  respiratory  system.  Preterm 
nal  blood  culture  and  postmortem  cultures  of  lur 
yielded  growth  of  E.  coli,  which  showed  identic 
serotypes.  The  abundance  of  gram-negative  o 
ganism  in  the  direct  lung  smears  taken  at  the  tin 
of  autopsy,  performed  only  four  hours  after  deat 
also  supported  these  culture  studies.  Our  invesl 
gation  regarding  the  route  of  entry  of  this  orgaifc  { 
ism  failed  to  reveal  a satisfactory  explanation,  £ I 
though  a respiratory  passage  seems  to  be  mo 
likely  than  an  hematogenous  route,  since  no  foci 
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CIGURE  3.  Lung  from  autopsy.  (A)  Photomicrograph 
showing  intra-alveolar  inflammatory  exudate  and  well-pre- 
served alveolar  septa  (hematoxylin  and  eosin  stain).  (B) 
Direct  smear  showing  numerous  phagocytized  rods  (gram 
stain,  original  magnification  X 400).  (C)  Electron  micro- 

graph showing  partly  disintegrated  bacilli  within  mem- 
orane-bound  space  (lead  citrate  and  uranyl  acetate  stain, 
original  magnification  X 9,500). 

>f  infection  was  found  outside  the  respiratory  sys- 
em  at  autopsy.  Reinarz  et  al.6  demonstrated  fre- 
(uent  contamination  of  inhalation  therapy  equip- 
ment and  suggested  its  relationship  to  gram-nega- 
ive  bacillary  necrotizing  pneumonia.  In  our  case, 


however,  we  were  not  able  to  demonstrate  any  con- 
tamination of  the  equipment.  Tracheotomy  as  a 
source  of  infectious  complication  has  been  raised,7 
and  this  also  should  be  taken  into  account  in  this 
instance,  although  this  patient  had  no  evidence  of 
suppuration  around  the  tracheotomy  site. 

Another  factor  which  influenced  this  patient’s 
clinical  course  was  the  interpretation  of  his  clinical 
findings  after  surgery  as  representing  an  acute  re- 
spiratory distress  syndrome  which  usually  follows 
such  events  as  shock  and  trauma.8-10  Because 
therapeutic  efforts  were  directed  toward  the  man- 
agement of  so-called  “shock  lungs,”  the  institution 
of  vigorous  antimicrobial  therapy  was  delayed 
until  the  terminal  stage  of  the  clinical  course. 

The  usual  morphologic  appearance  of  E.  coli 
pneumonia  is  that  of  bronchopneumonia  or  ab- 
scess formation.  The  distribution  of  the  pneu- 
monic processes  are,  as  a rule,  patchy  or  irregular.1 1_ 
13  On  the  other  hand,  among  gram-negative  or- 
ganisms, lobar-type  pneumonia  is  often  associated 
with  Klebsiella-Aerobacter  group.12  In  2 cases  of 
E.  coli  pneumonia,  Tillotson  and  Lerner  described 
lobar  distribution  of  infection,  one  showing  forma- 
tion of  an  abscess.11 

In  this  respect,  the  case  presented  here  is  highly 
unusual  in  that  almost  the  entire  parenchyma  of 
both  lungs  showed  gray  hepatization,  which  is  best 
described  as  a panlobar  pneumonia.  Intra-alveo- 
lar exudate  was  essentially  suppurative  in  this 
case,  while  Tillotson  and  Lerner12  and  Salomon, 
Tamlyn,  and  Griego13  commented  on  the  predomi- 
nantly mononuclear  nature  of  the  exudate  in  their 
cases. 

One  mechanism  which  could  have  resulted  in 
the  unusual  distribution  of  this  pneumonic  process 
is  the  dissemination  of  bacilli  via  intrathoracic  air 
passages  from  an  already  established  focus  of  lung 
infection.  Inhalation  equipment  such  as  that  used 
on  this  patient  could  have  assisted  this  process. 
Although  contamination  of  aerosol  reservoir, 
which  was  emphasized  by  Reinarz  et  al.,e  is  un- 
likely in  this  case  since  it  is  sealed  from  the  pa- 
tient’s respiratory  tract  by  a disposable  filter,  air- 
way dissemination  of  bacteria  is  still  possible, 
since  some  air  is  rebreathed.  Whether  or  not  this 
patient  developed  so-called  “shock  lung”  initially, 
with  the  bacterial  insult  as  a secondary  complicat- 
ing phenomenon,  is  impossible  to  determine  from 
the  study  of  the  autopsy  material. 

The  failure  of  sputum  cultures  to  reveal  patho- 
genic organisms  in  this  case  is  worthy  of  consider- 
ation. As  it  is  a customary  practice  of  many  labo- 
ratories to  consider  a small  number  of  coliform 
growth  from  sputum  to  represent  the  contamina- 
tion of  sputum  in  its  passage  through  the  orophar- 
ynx, causative  organisms  may  easily  escape  detec- 
tion. In  view  of  the  increasing  frequency  of  respi- 
ratory complications  by  gram-negative  organisms, 
more  alert  attention  is  required  for  early  diagnosis 
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and  prompt  treatment  of  these  often  disastrous  in- 
fections. 

Miriam  Hospital 
164  Summit  Avenue 
Providence,  Rhode  Island  02906 
(DR.  TAMURA) 
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Treatment  of  bite  wounds 

During  one  year  (1971)  321  patients  with  bite  wounds 
were  treated  in  the  emergency  department  of  Wellesley 
Hospital,  Toronto,  representing  1 per  cent  of  total  ad- 
missions, a significant  incidence.  Because  of  the  high 
number  of  infections  in  outpatients  presenting  for  fol- 
low-up was  high  and  because  initial  treatment  evidently 
had  varied  considerably,  this  study  was  taken  with  a 
view  to  improving  management.  The  experience  led  to 
adoption  of  a treatment  regimen  which,  it  is  suggested, 


may  be  suitable  for  general  use.  The  most  common  in- 
juries, dog  bites  (203  of  a total  of  321)  were  seldom  in- 
fected (7  of  the  203,  or  about  3.4  per  cent).  On  the!: 
other  hand,  the  infection  rate  in  human,  cat,  and  mon- 
key bites  ranged  up  to  30  per  cent.  Organisms  found 
have  been  susceptible  to  drug  combinations,  including 
synthetic  penicillins  which,  plus  proper  local  wounc 
care,  have  produced  excellent  results.  Dependence  or 
penicillin  or  tetracycline  without  cleansing  has,  how 
ever,  produced  the  opposite  effect.  Douglas,  L.  G. 
Bite  wounds.  Am.  Family  Phys.  1 1:  93  (Apr.)  1975 
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Isolated  deficiency  of  ACTH  (adrenocorticotrop- 
in)  secretion  by  the  pituitary  is  rare.  Only  21 
, cases  have  been  reported  since  the  first  report  by 
Steinberg,  Shechter,  and  Segal  in  1954. 1-16  These 
patients  have  symptoms  ranging  from  the  malaise 
typical  of  adrenal  insufficiency  to  the  more  dra- 
matic hypoglycemic  coma. 

This  is  a report  of  a case  satisfying  the  criteria 
for  making  the  diagnosis  of  pituitary  deficiency  of 
ACTH  secretion  alone.  A brief  review  of  similar 
cases  is  also  presented.  The  diagnosis  of  ACTH 
deficiency  was  based  on  the  following  characteris- 
tics that  are  similar  to  those  in  other  reported 
leases  of  isolated  ACTH  deficiency:  (1)  low  uri- 

nary corticosteroid  excretion;  (2)  inadequate  re- 
sponse to  metyrapone;  (3)  steroid  responsiveness 
to  exogenous  ACTH;  (4)  normal  levels  of  other  pi- 
tuitary trophic  hormones;  and  (5)  no  evidence  of 
I intracranial  disease. 

Case  report 

A fifty-five-year-old  male  was  admitted  to 
Queens  Hospital  Center  after  he  became  uncon- 
scious at  work. 

History.  Six  years  earlier,  the  patient  had  an 
episode  of  unconsciousness  occurring  before 
breakfast  and  lasting  for  twelve  hours.  A review 
of  the  records,  obtained  from  the  hospital  which 
had  admitted  him,  revealed  an  incomplete  workup 
with  no  definite  diagnostic  findings.  A few 
months  before  the  present  admission,  the  patient 
oad  been  experiencing  fatigue  and  had  lost  an  un- 
known amount  of  weight.  His  wife  noted  no 
change  in  him.  She  stated  that  he  had  “always” 
oeen  a slow  talker  and  walker  and  a poor  eater. 

Other  serious  illnesses  in  the  past  were  denied. 


The  patient  at  one  time  drank  moderately,  but  of 
late  drank  only  an  occasional  glass  or  two  of  beer. 
He  had  two  children  who  were  apparently  in  good 
health.  There  was  a questionable  history  of  dia- 
betes in  a paternal  uncle. 

After  recovering  consciousness,  the  patient  de- 
nied any  previous  history  of  dizziness,  headaches, 
visual  disturbances,  convulsions,  change  in  skin 
pigmentation,  or  loss  of  libido.  He  also  denied 
taking  any  type  of  drug  or  drinking  prior  to  this 
episode. 

Physical  examination.  Examination  revealed 
a moderately  developed,  poorly  nourished,  uncon- 
scious black  male.  His  initial  rectal  temperature 
was  102°F.,  his  pulse  60  and  regular,  his  respira- 
tion 24,  and  his  blood  pressure  100/60  mm.  Hg. 
The  skin  showed  no  abnormal  pigmentation. 
Chest  and  axillary  hair  was  absent,  and  pubic  hair 
was  present  but  scanty.  The  head,  neck,  chest, 
lungs,  heart,  abdomen,  and  extremities  were  nor- 
mal. There  was  no  testicular  atrophy.  The  phal- 
lus was  normal.  The  prostate  was  slightly  en- 
larged. There  was  no  edema.  Except  for  the  co- 
matose state  he  had  no  other  abnormal  neurologic 
signs. 

He  regained  consciousness  after  infusion  of  hy- 
pertonic dextrose  solution  but  was  disoriented  and 
withdrawn  for  several  days.  His  temperature  be- 
came normal  after  the  first  day.  Further  neuro- 
logic examination  findings  at  a later  date  were  nor- 
mal including  examination  of  the  visual  fields. 

Laboratory  data.  Blood  sugar  on  admission 
was  13  mg.  per  100  ml.  but  subsequently  was  in  the 
range  of  low  normal  with  institution  of  a regular 
diet.  Hemogram  revealed  hemoglobin  of  10  Gm. 
per  100  ml.,  with  normal  red  cell  count  and  normal 
differential  white  cell  count.  Serum  iron,  total 
iron-binding  capacity,  folic  acid,  serum  vitamin 
B 12,  serum  haptoglobin,  hemoglobin  electrophore- 
sis, platelet  count,  and  reticulocyte  count  were 
normal.  Urinalysis,  BUN  (blood  urea  nitrogen), 
and  intravenous  pyelogram  results  were  normal. 
Serum  electrolytes  were  normal  with  sodium  140 
mEq.  per  liter,  chloride  105  mEq.  per  liter,  potas- 
sium 4.5  mEq.  per  liter,  and  carbon  dioxide  con- 
tent 21  mEq.  per  liter.  Serum  uric  acid,  calcium, 
and  phosphorus  were  normal.  Liver  function  test 
results  were  normal.  Sulfobromophthalein 
(Bromsulphalein)  retention  at  forty-five  minutes 
was  4 per  cent.  No  occult  blood  was  noted  in  the 
stools.  The  chest  x-ray  films  were  normal.  Tine 
test  result  was  negative.  Cerebrospinal  fluid  ex- 
amination yielded  normal  findings.  Skull  x-ray 
films  revealed  normal  findings.  The  electroen- 
cephalogram showed  bilateral  cerebral  dysfunc- 
tion. The  electrocardiogram  showed  sinus  brady- 
cardia. 

Studies  were  done  to  determine  the  cause  of  the 
hypoglycemia.  The  glucose  tolerance  test  and  the 
glucagon  test  results  were  normal.  The  tolbuta- 
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TABLE  I.  Tests  of  glucose  metabolism 


Tests 


- — Blood  Glucose  (mg.  per  100  ml.) — > 
Control  30*  60  120  180 


Glucose 

72 

102 

92 

60 

74 

Glucagon 

53 

88 

84 

70 

Tolbutamide 

66 

52 

44 

52 

50 

Arginine 

68 

68 

74 

80 

100 

‘Minutes  after  start  of  test. 


mide  test,17  however,  was  typical  of  a patient  with 
adrenocortical  insufficiency.  There  was  an  ade- 
quate, but  slightly  subnormal  recovery  from  the 
tolbutamide-induced  hypoglycemia  (Table  I). 

The  endocrine  studies,  shown  in  Figure  1,  were 
revealing.  The  gonadotropin,  thyroid,  and  growth 


drochloride  infusion.18  Baseline  twenty-four-houi 
urinary  corticosteroids  were  low.  However,  the 
urinary  corticosteroid  excretion  increased  signifi- 
cantly after  both  the  intravenous  and  the  intra- 
muscular administration  of  ACTH.  Two  othei 
tests  of  pituitary  function  indicated  a deficiency  o: 
ACTH.  The  metyrapone  test19  produced  no  sub 
sequent  increase  in  urinary  corticosteroid  excre 
tion,  and  the  Robinson-Power-Kepler  water  load 
ing  test,  done  several  times,  showed  no  significan 
diuretic  response. 

Results.  After  ACTH  and  hydrocortisom 
treatment,  the  patient  became  cooperative,  alert 
and  gained  weight  with  stabilization  of  the  fastinj 
blood  glucose  within  low  normal  range.  The  re 
peat  electroencephalogram  markedly  improved 
He  was  discharged  with  oral  hydrocortisone,  11 


hormone  levels  were  normal.  Growth  hormone 
levels  were  determined  after  L-arginine-monohy- 

mg.,  every  eight  hours.  Subsequent  follow-up  ii 
the  outpatient  clinic  revealed  that  he  has  beei 

A. 

Pituitary-Adrenal  Function 

ACTH  (IV)+ 

ACTH 

(IM)* 

Baseline* 

2 

Days 

3 4 

6 

7 

Metyra- 

pone 

17 -hydroxy- 

corticosteroids  0.1  0.6 

3.9 

8.1  6.8 

10.3 

9.4 

0.7 

17-ketosteroids  4.8  3.6 

5.4 

8.1  9.4 

19.4 

8.6 

7.3 

11-deoxycortisol 

- 

- 

- 

1.9 

0.2 

* 

urinary  excretion  mg/24  hr;  4-  40  U 

, iv 

for  4 days  ; 

* 

40  U, 

IH  for 

7 days 

B.  Other  Hormonal  Function  Tests 


Thyroid  - PBI 
RAI 


7.9  pg/100  ml 
30% 


rbc-t3  1.0% 

Gonadotropins  - FSH  100  mouse  units 


Control  30*  60  120  180 


Growth  Hormone  <0.5  mpg/ml  2.4  8.2  2.4  <0.5 


minutes  after  start  of  test 

FIGURE  1.  Endocrine  function  tests. 
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TABLE  II.  Symptoms  and  physical  findings  in  isolated  ACTH  deficiency 


References 

Age 

(Years) 

Sex 

Symptoms 

Blood 
Pressure 
(mm.  Hg) 

Body 

Hair 

Pigmenta- 

tion 

Steinberg,  Shechter, 
and  Segal1 

50 

F 

Fatigue,  weight  loss, 
anorexia,  hypoglycemia 

80/60 

Increased 

Klotz,  Robel,  and 
Tutin2 

41 

M 

Diarrhea,  melena,  asthenia, 
heart  problems 

Increased 

Cleveland,  Green, 
and  Migeon3 

15 

F 

Short  stature 

100/90 

Absent 

Pale 

Perkoff  et  al.* 

49 

M 

Anorexia,  weight  loss 

100/90 

Normal 

Normal 

Odell  et  al . 5 

58 

F 

Nausea,  vomiting,  weakness, 
weight  loss 

70/50 

Sparse 

Normal 

Odell  et  al.s 

28 

M 

Fatigue,  weight  loss, 
hypoglycemia 

100/70 

Normal 

Normal 

Green  and  Ingbar6 

68 

M 

Herpes  zoster,  insulin 
sensitivity,  hypoglycemia 

195/115 

Sparse 

Normal 

Zefirova1 

36 

M 

Vomiting,  diarrhea,  asthenia 

90/60 

Increased 

Zefirova7 

23 

F 

Asthenia,  heart  changes 

100/60 

Increased 

Zefirova7 

36 

M 

Asthenia,  backache,  weight 
loss,  anorexia 

95/50 

Increased 

Zefirova7 

47 

F 

Fatigue,  weight  loss,  cardiac  pain 

110/70 

Increased 

Arky  and  Freinkel® 

60 

M 

Coma,  hypoglycemia 

Woeber  and  Arky10 

54 

M 

Hypoglycemia,  weight  loss 

Normal 

Normal 

Stolbach  et  al. 1 1 

54 

M 

Breathlessness,  weakness 

130/70 

Normal 

Normal 

Stolbach  et  al. 1 1 

47 

F 

Paroxysmal  tachycardia,  fatigue 

110/70 

Sparse 

Normal 

Abramson  and  Arky12 

45 

M 

Anorexia,  weight  loss,  weakness 

90/58 

Normal 

Normal 

Hung  and  Migeon1 3 

2 

M 

Coma,  hypoglycemia 

98/62 

Absent 

Normal 

Martin  and  Martin14 

2 

M 

Hypoglycemia 

Martin  and  Martin14 

2 

M 

Hypoglycemia 

Waxman  et  al. 1 5 

38 

M 

Porphyria,  aching  legs,  emotional 
lability,  depression 

134/94 

Normal 

Normal 

Steer,  Marnell,  and 
Werk“ 

43 

M 

Coma,  hypoglycemia 

140/110 

Normal 

Normal 

feeling  well,  is  able  to  work  regularly,  and  is  gain- 
ing weight. 

Comment 

All  the  criteria  for  making  the  diagnosis  of  iso- 
lated ACTH  deficiency  as  previously  presented  in 
the  introduction  were  satisfied  in  this  patient.  A 
critical  review  of  the  published  literature  has  re- 
-vealed  21  other  cases  which  meet  these  diagnostic 
criteria.  Tables  II  and  III  show  these  patients 
with  their  symptoms,  clinical  findings,  and  the  re- 
sults of  laboratory  studies. 

All  but  6 patients  are  male.  The  mean  age  is 
thirty-eight,  with  a range  of  from  two  to  sixty- 
eight  years.  There  are  3 two-year-old  children 
and  one  adolescent.  With  the  exception  of  3 pa- 
tients with  hypertension,  low  blood  pressure  rang- 
ing from  70/50  to  110/70  mm.  Hg  is  typical,  the 
mean  arterial  blood  pressure  range  being  78  plus 
-or  minus  11.  The  clinical  symptoms  are  those  of 
secondary  adrenocortical  insufficiency:  fatigue, 

weight  loss,  anorexia,  nausea,  vomiting,  and  hypo- 
-glycemia. 

The  correction  of  the  hypoglycemic  tendency  in 
these  patients  by  the  administration  of  ACTH  or 
glucocorticoids  indicates  that  defective  gluconeo- 
genesis  due  to  the  deficiency  of  cortisol  is  the 
probable  mechanism  causing  the  hypoglycemia. 
Glucose  homeostasis  in  the  fasting  state  or  during 


physical  stress  is  dependent  on  gluconeogenesis.20 
This  inability  to  recover  rapidly  from  hypoglyce- 
mia makes  these  patients  hypersensitive  to  insu- 
lin, and  caution  is  necessary  when  performing  in- 
travenous insulin  tolerance  studies.13 

Diabetes  can  also  be  present  in  these  patients. 
One  patient,  who  arrived  at  the  hospital  in  a hypo- 
glycemic coma  after  several  days  of  drinking  with 
very  little  food  intake  proved,  on  later  testing,  to 
have  diabetes  and  deficient  ACTH  secretion.12 

Heavy  consumption  of  alcohol  combined  with  a 
lack  of  food  can  produce  hypoglycemia  and  may 
obscure  the  consideration  of  a hypoglycemia  due 
to  ACTH  deficiency.16  Five  cases  of  alcohol  hypo- 
glycemia in  association  with  isolated  ACTH  defi- 
ciency have  been  reported.6’7’9,12,16 

The  increased  pigmentation  seen  in  the  patient 
of  Steinberg,  Shechter,  and  Segal1  and  5 other 
cases2,7  is  unusual.  The  typical  appearance  of  pa- 
tients with  hypopituitarism  is  normal  to  decreased 
pigmentation  with  normal  to  below  normal  levels 
of  MSH  (melanocyte  stimulating  hormone).21  No 
MSH  determinations  were  run  on  any  of  the  pig- 
mented patients. 

Low  serum  sodium  values  with  normal  potassi- 
um values  were  seen  in  7 of  these  patients.  1,2,47. 
6,13,15  These  patients  would  be  expected  to  have 
normal  sodium  levels  because  the  secretion  of  al- 
dosterone is  not  primarily  affected  by  ACTH  se- 
cretion. However,  Eberlein  and  Bongiovanni,22  as 
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TABLE  III.  Endocrine  test  results  in  isolated  ACTH  deficiency 


Serum  ^ 

Thyroid  Function n, 

Growth 

Hormone 

Ref- 

erences 

Sodium 

(mEq.) 

PBI* 

RAIT 

(Per  Cent)  BMR** 

Gonado- 

tropins 

(micrograms 
per  ml .) 

f Adrenal  Function  ^ 

Before  ACTH  After  ACTH 

Metyrapone 

i 

127.5 

+8,  -5 

40  RU. 

17 -OH,  0; 
17-KS,  1.8 

17-OH,  8.8; 
17-KS,  16.5 

2 

125 

59 

-16 

17-OH,  3.5; 
17-KS,  7.6 

17-OH,  27.2; 
17-KS,  19 

3 

148 

5.1 

6.6  MU. 

17-OH,  0.3; 
17-KS,  0.8 

17-OH,  11.2; 
17-KS,  2.7 

Abnormal 

4 

90 

5.9 

39 

Negative 

17-OHtt,  0 

17-OHtt,  15 

5 

122 

4.5 

27 

>12  MU. 

17-OHtt,  0 

17-OHtt,  5 

Abnormal 

5 

Normal 

4.8 

13 

96.2  mg. 

17-OHtt,  0.5 

17-OHtt,  3 

Abnormal 

6 

135 

6.5 

23.5 

>10 

17-OH,  0.7; 
17-KS,  9 

17-OH,  15; 
17-KS,  28.5 

Abnormal 

7 

+8 

17-KS,  12 

17-KS,  46 

7 

+2 

17-KS,  9.2 

17-KS,  10 

7 

+18 

17-KS,  7.6 

17-KS,  27 

7 

+18 

17-KS,  5.9 

17-KS,  10.6 

8 

4.7 

27.5 

>5  MU. 
<10  MU. 

17-KS,  5.4; 
17-KGS,  10.4 

17-KS,  9.1; 
17-KGS,  24.3 

Abnormal 

10 

Normal 

27 

>25  MU. 

<1 

17-KS,  4.3; 
17-KGS,  7.1 

17-KS,  10.5; 
17-KGS,  24 

Abnormal 

11 

3.1 

24 

8 MU. 

0.24  per  100 

17-OH,  1.6 

17-OH,  8.3 

Abnormal 

11 

3.1 

16 

32  MU. 

0 

17-OH,  0.6 

17-OH,  3.8 

Abnormal 

12 

138 

6 

44 

100  MU. 

Normal 

17-KS,  5.2; 
17-KGS,  2.9 

17-KS,  15; 
17-KGS,  24 

Abnormal 

13 

135 

6 

26.4 

0 

2.5 

17-OH,  0.8 

17-OH,  11.7 

Abnormal 

14 

Normal 

Normal 

Abnormal 

14 

Normal 

Normal 

Abnormal 

15 

130 

6.1 

17-OH,  5; 
17-KS,  10 

17-OH,  40; 
17-KS,  23 

Abnormal 

16 

6.4 

57 

-3 

>6.6; 

>6.6 

17-OH,  1.4  to 
4.3;  17-KS, 
8 to  13 

17-OH,  8.9 
to  11.1 

Abnormal 

*Protein-bound  iodine. 
tRadioactive  iodine  at  twenty-four  hours. 
**Basal  metabolic  rate, 
ttpiasma  levels. 


well  as  Muller,  Manning,  and  Riondell23  have  indi- 
cated that  in  certain  patients  with  long-standing 
pituitary  deficiency,  aldosterone  is  not  secreted  in 
response  to  normal  stimuli  until  cortisone  or  its 
equivalent  is  supplied.  This  would  explain  why 
the  serum  sodium  levels  in  the  7 patients  men- 
tioned previously  became  normal  during  steroid 
replacement  therapy. 

The  normal  pituitary  secretion  of  TSH  (thyroid- 
stimulating  hormone)  was  inferred  indirectly  from 
the  various  tests  of  thyroid  function  in  Table  III. 
If  the  values  of  two  or  more  of  the  thyroid  function 
tests  had  been  low,  use  of  the  thyroid  stimulation 
test,  the  thyroid  suppression  test,  or  direct  mea- 
surement of  TSH  would  have  been  required  to  de- 
termine if  the  thyroid  problem  was  due  to  reduced 
TSH  secretion. 

Only  Hung  and  Migeon13  measured  TSH  direct- 
ly; they  found  the  TSH  level  to  be  less  than  0.05 
millimicrograms  per  milliliter. 

Gonadotropin  levels,  from  zero  in  a two-year- 
old1  ! to  96  in  a postmenopausal  woman,5  demon- 
strated the  wide  range  of  values  encountered  in 
these  patients.  Gonadotropins  are  not  detectable 
in  the  urine  until  puberty,  and  their  levels  are 


greatly  increased  after  menopause  or  following 
castration.24  One  patient  was  included  in  this  re- 
view who  had  no  detectable  urinary  gonadotro 
pins.4  However,  testicular  biopsy  showed  norma 
Leydig  cells  and  the  presence  of  spermatozoa. 

The  reduced  axillary  and  pubic  hair  observed  ii 
2 adult  females5,11  has  not  been  considered  as  in 
dicative  of  reduced  gonadotropin  secretion  but  i:  ‘i 
probably  the  result  of  inadequate  adrenal  andro  i 
gens  secondary  to  the  lack  of  ACTH  stimulation 
In  females  adrenal  androgens  support  this  hai  1 
growth  as  contrasted  with  a testicular  source  o -i 
such  androgens  for  males. 

Growth  hormone  was  measured  in  only  6 pa 
tients  and  found  to  be  normal.10-14  The  present 
of  growth  hormone  was  inferred  from  the  norma 
physical  development  of  the  remaining  patients  •' 
The  level  of  growth  hormone  in  the  patient  o |( 
Cleveland,  Green,  and  Migeon, the  fifteen  am 
one-half-year-old  girl,  was  not  measured,  am 
there  is  some  doubt  as  to  whether  her  short  statur 
was  due  to  low  levels  of  growth  hormone  or  the  re  £ 
suit  of  prolonged  ACTH  deficiency. 

The  deficiency  of  ACTH  was  demonstrated  b 
indirect  methods  in  all  but  one  study.13  The  abilii  f 
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ty  of  exogenous  ACTH  to  increase  corticosteroid 
levels  and  the  failure  of  metyrapone  to  increase 
them  were  two  of  the  tests  that  indicated  a defi- 
ciency of  ACTH.  In  normal  patients  metyrapone 
blocks  cortisol  synthesis  and  consequently  in- 
creases ACTH  because  of  the  absence  of  ACTH 
feedback  inhibition  by  cortisol.19  Care  must  be 
taken  in  giving  the  metyrapone  test.  It  is  a haz- 
ardous test  in  patients  with  obvious  deficiency  of 
:adrenal  steroid  secretion  and  can  induce  adrenal 
crisis  in  patients  with  primary  adrenal  insufficien- 
cy or  those  with  adrenal  atrophy  secondary  to  defi- 
cient ACTH  production.  It  is  best  done  in  the 
hospital  where  intravenous  cortisol  can  be  given  if 
ian  adrenal  crisis  occurs.25 

The  inability  to  excrete  a water  load,  as  proved 
by  the  Robinson-Power-Kepler  test,  and  the  re- 
duction in  circulating  eosinophils  after  adminis- 
tration of  ACTH,  as  measured  by  the  Thorn  test, 

I although  not  as  specific,  were  also  taken  as  indica- 
tive of  an  ACTH  deficiency.  Techniques  now 
exist  for  the  direct  measurement  of  serum 
ACTH.26,27  When  available,  this  approach  is 
more  definitive  and  safer  for  the  patient. 

One  patient  died  of  secondary  adrenocortical  in- 
sufficiency when  she  developed  an  infection  dur- 
ing a period  when  her  replacement  therapy  had 
been  discontinued  to  permit  administration  of  the 
metyrapone  test.3  At  autopsy  no  detectable  levels 
.of  17-hvdroxycorticosteroids  were  found  in  the 
serum.  Fortunately,  most  of  these  patients  do  not 
appear  to  have  a total  deficiency  of  ACTH  or  adre- 
nalcorticosteroids.  However,  even  a partial  defi- 
gciency  can  become  critical  when  the  patient  is 
i under  some  form  of  physical  stress  such  as  fasting, 
infection,  and  test  procedures. 

None  of  the  investigators  has  been  able  to  estab- 
lish the  cause  of  the  pituitary  malfunction  from 
:he  available  data.  X-ray  films  of  the  sella  turcica 
jf  a number  of  the  patients  showed  normal  find- 
ings. Three  patients  eventually  died.  Autopsy 
showed  that  one  had  a very  small  anterior  pitu- 
tary  with  an  almost  total  lack  of  beta  cells,  no 
arge  degranulated  basophils,  and  absence  of 
\CTH  by  tissue  assay.4  The  pituitary  of  the 
pther  patient  was  grossly  normal.3  The  hypothal- 
imus  of  each  was  normal.  The  third  had  a pitu- 
tary  with  a slight  reduction  in  number  of  basophi- 
ic  cells  and  slight  adenomatous  growths  in  some 
places  from  indifferent  cells.7 

The  question  of  hypothalamic  involvement  was 
aised  by  several  investigators.  In  the  case  of  the 
Datient  of  Waxman  et  a/.,13  who  had  an  ACTH  de- 
iciency  along  with  acute  intermittent  porphyria,  it 
s speculated  that  the  deficiency  may  be  of  hy- 
pothalamic origin.  Various  manifestations  of  ab- 
normal hypothalamic  function  have  been  demon- 
trated  in  other  patients  with  this  type  of  porphy- 
ia.  Laron  et  al ,28  have  proposed  a testing  proce- 
lure  to  determine  whether  the  primary  lesion  is  of 


hypothalamic  or  pituitary  origin.  These  authors 
propose  that  a subnormal  response  to  insulin 
stress  and  the  metyrapone  test  and  a positive,  nor- 
mal, response  to  the  lysine  vasopressin  test'29  indi- 
cates that  the  primary  lesion  is  in  the  hypothala- 
mus with  the  pituitary  ACTH  deficiency  secon- 
dary. The  primary  lesion  can  be  considered  to  be 
in  the  pituitary,  if  there  is  a negative  lysine  vaso- 
pressin test  result  with  a positive  response  of  11- 
hydroxycorticosteroid  levels  to  injection  of  ACTH. 

Conclusion 

Although  deficiency  of  a single  pituitary  hor- 
mone may  occur  as  one  stage  in  the  course  of  dif- 
fuse pituitary  disease,  there  is  a small  group  of  pa- 
tients in  whom  this  single  deficiency  remains  an 
isolated  condition,  associated  with  no  demonstra- 
ble pituitary  lesion.  A report  of  such  a patient 
with  isolated  ACTH  deficiency  is  given  here.  A 
review  of  the  literature  on  the  few  patients  show- 
ing a similar  deficiency  is  also  included.  It  is 
hoped  that  these  cases  can  serve  to  emphasize  the 
importance  of  suspecting  a deficiency  of  ACTH 
production  in  patients  who  respond  poorly  to 
stress  when  evidence  of  other  pituitary  hormone 
defects  is  not  apparent. 
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The  use  of  mammography  in  differentiating  be- 
nign from  malignant  breast  lesions  has  received 
much  attention  in  the  past  ten  years.  The  type  of 
calcification  seen  has  been  stressed,  especially  in 
carcinomas.  However,  there  are  several  benign 
conditions  which  can  simulate  carcinoma  on  mam- 
mography. These  are  sclerosing  adenosis,  intra- 
ductal hyperplasia,  fat  necrosis,  and  abscess.  We 
wish  to  report  a case  of  postoperative  foreign-body 
granuloma,  another  condition  which  can  produce 
calcification  mimicking  carcinoma. 

Case  report 

A fifty-six-year-old  female  complained  of  full- 
ness in  the  right  breast.  Ten  years  prior  to  this 
she  underwent  cosmetic  bilateral  reduction  mam- 
moplasty.  Two  years  later  a right  breast  cyst  was 
removed.  Mammography  showed  an  area  of  calci- 
fication suggestive  of  malignant  condition  (Fig.  1). 
The  segment  of  breast  containing  the  calcification 
was  excised.  A roentgenogram  of  the  specimen 
confirmed  that  the  focus  of  calcification  had  in- 
deed been  removed.  The  lesion  contained  silk  su- 
ture material  surrounded  by  dense  fibrosis  and 
foreign-body  granulomata.  Within  the  reactive 
tissue  were  areas  of  fatty  acid  and  cholesterol  crys- 
tals with  foci  of  calcium  deposition  (Fig.  2). 

* Present  address:  Director  of  Diagnostic  Radiology,  Johns 
Hopkins  University  School  of  Medicine,  Baltimore,  Maryland. 


FIGURE  1.  Mammogram  showing  cluster  of  calcifica- 
tions simulating  malignant  condition. 


FIGURE  2.  Fatty  acid  and  cholesterol  crystals  with  foci 
of  calcium  deposition  surrounded  by  foreign  body  reaction 
and  dense  fibrosis. 


Comment 

Leborgne1  originally  described  the  calcifications 
in  breast  carcinomas  as  “tiny,  dot-like  or  some- 
what elongated  innumerable  and  irregularly 
grouped  very  close  together  in  an  area  of  the 
breast  resembling  the  powdering  of  fine  grains  of 
salt."  These  calcifications  almost  always  occurred 
in  areas  of  tumor  necrosis  and  were  felt  to  be 
pathognomonic  of  malignant  condition.  However, 
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with  the  passage  of  time,  several  benign  pathologic 
conditions,  particularly  sclerosing  adenosis,  intra- 
ductal hyperplasia,  and  fat  necrosis,  were  found  to 
give  a roentgen  pattern  of  fine  calcifications  simi- 
lar to  carcinoma.2’3  These  three  conditions  have  a 
common  pathologic  basis  characterized  by  calcifi- 
cation in  inspissated  ductal  debris.  Breast  ab- 
scess, fibrocystic  disease,  and  fibroadenoma  have 
also  been  reported  to  simulate  carcinoma  on  mam- 
mography. These  conditions  tend  to  give  large, 
coarse,  irregular  calcifications  that  are  more  dif- 
fusely distributed.  However,  if  they  occur  in 
small  clusters,  differentiation  from  carcinoma  may 
be  impossible. 

Foreign-body  granuloma  with  calcification  can 
also  mimic  malignant  condition.  Apparently,  the 
tissue  about  the  sutures  becomes  necrotic  with  bits 
of  calcium  being  deposited  in  an  irregular  fashion 
giving  the  appearance  of  finely  stippled  areas  sim- 
ulating carcinoma. 


Colon  and  rectal  cancer  in  the  young  adult 

A comparison  of  various  clinical  manifestations  of 
colon  and  rectal  cancer  between  137  patients  thirty-nine 
years  old  and  younger  with  664  patients  forty  and  older 
revealed  no  direct  evidence  that,  such  tumors  are  more 
virulent  in  younger  than  older  patients.  The  analysis 


The  differentiation  of  benign  from  malignant  le- 
sions on  mammography,  when  calcification  is  the 
major  sign,  is  a difficult  one.  With  increasing 
mammographic  experience  its  pitfalls  are  becom- 
ing recognized  more  often.  The  list  of  benign  con- 
ditions simulating  carcinoma  on  mammography 
increases,  with  postsurgical  foreign-body  granulo 
ma  being  a new  addition. 
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indicated  the  most  important  prognostic  sign  to  be  tl 
clinical  stage  at  diagnosis  and  treatment.  Younger  p:  | 
tients  had  a greater  frequency  of  advanced  signs,  lat«  - 
stages  of  cancer  and  mucoid  carcinoma.  Compared  l 
clinical  staging,  however,  the  young  pat  ient  did  as  we  - t 
or  better  than  the  older  counterpart.  Howard,  E.  W.,  < 
al.:  Am.  Surg.  41:  260  (Apr.)  1975 


446  New  York  State  Journal  of  Medicine  March  1976 


Coronary  Artery 
Spasm 


JAWAHAR  MEHTA,  M.D.a 

New  Hyde  Park,  New  York 

AGOP  AINTABLIAN,  M.D.b 

New  Hyde  Park,  New  York 

ROBERT  I.  HAMBY,  M.D.C 

New  Hyde  Park,  New  York 

From  the  Department  of  Medicine,  Cardiology  Division,  Long 
Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park.  Queens 
Hospital  Center  Affiliation.  Jamaica,  New  York,  and  the  School 
of  Medicine.  Health  Sciences  Center,  State  University  of  New 
York  at  Stony  Brook. 
a Instructor  in  Clinical  Medicine. 
b Instructor  in  Medicine. 

c Associate  Professor  of  Medicine  and  Attending-in-Charge. 
Cardiology  Division. 


Coronary  artery  spasm  was  speculated  to  he  a 
cause  of  myocardial  anoxia  or  injury  before  the  ad- 
vent of  coronary  angiography.  Subsequently,  sev- 
eral cases  have  been  reported  in  the  literature 
demonstrating  coronary  spasm  with  or  without  as- 
sociated atherosclerosis.1-8  Some  of  these  pa- 
tients later  developed  myocardial  injury  or  irrita- 
bility,1-3 while  others  did  well  with  medical  thera- 
py.4 In  this  communication,  we  report  a patient 
who  had  coronary  angiography  because  of  frequent 
chest  pain.  Severe  coronary  spasm  was  demon- 
strated during  right  coronary  artery  injection, 
which  was  promptly  relieved  with  the  administra- 
tion of  sublingual  nitroglycerin. 

Case  report 

A forty-two-year-old  white  female  started  to 
have  chest  pain  on  exertion  radiating  to  neck  and 
left  upper  extremity  six  months  prior  to  admis- 
sion. Initially,  the  pain  was  infrequent  and  re- 
lieved with  nitroglycerin.  Two  months  prior  to 
present  admission,  the  pain  became  more  fre- 
quent, and  she  required  3 to  4 nitroglycerin  tablets 
per  day.  One  month  before  this,  she  had  been 
hospitalized  because  of  prolonged  chest  pain. 
Evaluation  failed  to  reveal  serial  enzymes  or  elec- 
trocardiographic changes.  Because  of  the  recur- 
rent symptoms,  she  was  referred  for  coronary  angi- 
ography. There  was  no  history  of  orthopnea,  par- 
oxysmal nocturnal  dyspnea,  or  congestive  heart 


failure.  No  evidence  of  diabetes  mellitus  or  hy- 
perlipoproteinemia was  found.  The  patient 
smoked  1 to  1.5  packs  of  cigarettes  per  day  for  fif- 
teen years  until  four  years  prior  to  admission. 
Family  history  revealed  hypertension  and  coro- 
nary artery  disease.  On  clinical  examination,  the 
pulse  rate  was  90  per  minute  and  the  blood  pres- 
sure 130/85  mm.  Hg.  Cardiac  examination  results 
were  unremarkable.  Peripheral  pulses  were  easily 
palpable.  Chest  roentgenogram  findings  were 
normal.  Multiple  electrocardiogram  tracings  re- 
vealed no  evidence  of  old  or  new  myocardial  inju- 
ry. Enzyme  studies  yielded  results  within  normal 
limits. 

Cardiac  catheterization  and 
coronary  angiography 

Cardiac  catheterization  with  left  ventricular  an- 
giography and  selective  coronary  angiography  was 
performed  percutaneously  via  the  right  femoral 
vessels.  Intracardiac  pressures  were  normal. 
Left  ventricular  angiogram  revealed  a normally 
contracting  left  ventricle.  Selective  injection  of 
contrast  material  into  the  right  coronary  artery 
demonstrated  a normal  coronary  arterial  system 
(Fig.  1A).  Following  the  angiogram,  the  patient 
complained  of  chest  pain.  The  right  coronary  in- 
jection was  repeated  and  now  revealed  90  per  cent 
stenosis  of  proximal  right  coronary  artery  with 
good  runoff  but  delayed  clearing  of  the  dye  (Fig. 
IB).  Sublingual  nitroglycerin  was  administered 
with  prompt  relief  of  pain.  A repeat  right  coro- 
nary angiogram  revealed  disappearance  of  the 
spasm  with  normal  clearance  of  dye.  The  left  cor- 
onary angiogram  finding  was  normal.  After  com- 
pletion of  the  cardiac  catheterization,  the  patient 
was  sent  to  her  room  with  good  peripheral  pulses. 
Several  hours  after  the  cardiac  catheterization,  the 
patient  developed  loss  of  pulses  in  the  right  lower 
extremity  accompanied  by  a cold  foot  with  loss  of 
sensation.  After  sixteen  hours  of  observation,  the 
pulsations  returned  to  normal,  and  the  patient  was 
asymptomatic.  It  was  the  impression  that  the  pa- 
tient had  arterial  spasm  in  the  vessels  of  the  right 
leg. 

Comment 

Spasm  of  the  coronary  arteries  with  or  without 
associated  atherosclerosis  can  occur.  During  the 
spasm,  the  patient  can  develop  angina,  S-T  eleva- 
tion on  electrocardiogram  readings,  ventricular  ir- 
ritability, and  myocardial  injury.1-4’8  Hart,  Silver- 
man,  and  King1  described  a patient  with  left  cir- 
cumflex artery  spasm  which  was  relieved  with  ni- 
troglycerin. Their  patient  had  coronary  bypass 
surgery  performed  because  of  persistent  ventricu- 
lar irritability.  At  the  time  of  surgery,  the  arterial 
lumen  was  found  to  be  patent  with  no  atheroscle- 
rosis. Cheng  et  al.4  demonstrated  coronary  spasm 
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FIGURE  1.  Right  coronary  angiograms  in  right  anterior  oblique  projection.  (A)  Demonstrating  normal  right  coronar 
system.  (B)  Demonstrating  obstruction  of  proximal  right  coronary  artery  during  chest  pain.  Arrow  points  to  site  of  coro 
nary  spasm. 


on  coronary  angiography  in  2 patients.  One  pa- 
tient died  of  ventricular  fibrillation  and  was  found 
to  have  normal  coronary  arteries  on  autopsy. 
Other  patients  improved  on  medical  therapy  con- 
sisting of  nitroglycerin  and  isosorbide  dinitrate. 
An  interesting  observation  of  coronar}'  spasm  oc- 
curring in  different  locations  with  varying  severity 
was  reported  by  Oliva,  Potts,  and  Pluss.5  In  our 
case,  the  coronary  spasm  was  located  in  the  proxi- 
mal right  coronary  artery  and  was  promptly  re- 
lieved with  nitroglycerin.  The  spasm  was  most 
probably  precipitated  by  the  tip  of  the  angiogra- 
phy catheter  and  the  contrast  material.  During 
the  period  of  spasm,  the  patient  had  severe  chest 
pain.  An  interesting  point  in  our  case  was  the  de- 
velopment of  transient  arterial  spasm  of  the  right 
lower  extremity.  The  precipitating  factor  may 
have  been  the  local  trauma  and  manipulation  of 
the  catheter  in  the  right  inguinal  area.  Although 
the  transient  loss  of  pulsations  is  not  rare  in  this 
procedure,  its  association  with  coronary  spasm,  we 
believe,  is  significant. 

Coronary  artery  spasm  has  been  reported  in  cor- 
onary arteries  with  preexisting  atherosclerosis. 
Prinzmetal  et  al ,6  suggested  cyclic  episodes  of 
spasm  in  coronary  arteries  with  seriously  compro- 
mised lumen  leading  to  temporary  occlusion  and 
hence,  the  characteristic  picture  of  Prinzmetal  an- 
gina. Dhurandhar  et  al.'*  described  a fifty-two- 
year-old  patient  with  repeated  episodes  of  ventric- 
ular irritability,  who  was  found  to  have  right  coro- 
nary artery  spasm.  The  patient  underwent  coro- 


nary bypass  surgery  but  died  in  ventricular  fibril 
lation  later.  Autopsy  revealed  75  per  cent  ob 
struction  by  atherosclerotic  plaque  at  the  site  o 
spasm.  The  authors  postulated  that  coronar 
spasm  was  not  localized  to  one  area  and  may  hav 
occurred  elsewhere  to  cause  patients  postoperativ 
symptoms  and  fatal  arrhythmia. 

Although  coronary  artery  spasm  is  relieved  b 
sublingual  nitroglycerin  in  most  of  the  cases,  occa 
sionally  it  may  not  be  relieved.  In  one  series,  coi 
onary  artery  spasm  persisted  in  4 patients  durin 
the  peak  effect  of  sublingual  nitroglycerin  and  in 
patients  after  the  peak  effect.9  King  et  al.10  re 
ported  3 cases  in  whom  the  spasm  of  the  coronar 
arteries  persisted  for  more  than  ten  minutes  afte 
administration  of  nitroglycerin.  However,  core 
nary  angiogram  repeated  after  thirty  minutes  re 
vealed  disappearance  of  the  spasm.  Therefori 
failure  of  resolution  of  the  coronary  lumen  wit 
sublingual  nitroglycerin  does  not  rule  out  spasn 
In  these  cases,  angiogram  should  be  repeate 
thirty  minutes  after  nitroglycerin  administration. } 

The  treatment  of  coronary  spasm  continues  t 
be  controversial.  Surgical  treatment  in  the  fori 
of  coronary  bypass  surgery  has  been  reported  b 
several  authors.1,3,11  The  results  of  surgery  ai 
not  satisfactory,  and  the  role  of  surgery  to  bypail 
the  site  of  spasm  in  vessels  without  coronary  atl 
erosclerosis  is  questionable. 

Medical  management  consisting  of  nitroglyceri 
and  long-acting  coronary  dilators  may  be  useful  i 
these  patients. 


i.  i 


448  New  York  State  Journal  of  Medicine  / March  1976 


Cardiology  Division 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hvde  Park,  New  York  1 1040 
(DR.  MEHTA) 


References 

1.  Hart,  N.  J.,  Silverman,  M.  E.,  and  King,  S.  B-:  Variant 
angina  pectoris  caused  by  coronarv  artery  spasm.  Am.  J.  Med. 
56:  269  (Feb.)  1974. 

2.  Demany,  M.  A.,  Tambe.  A.,  and  Zimmerman,  H.  A.: 
Coronary  arterial  spasm,  Dis.  Chest  53:  714  (1968). 

3.  Dhurandhar,  R.  W.,  et  al Prinzmetal’s  variant  form 
of  angina  with  arteriographic  evidence  of  coronary  arterial 
spasm,  Am.  J.  Cardiol.  30:  902  (1972). 

4.  Cheng,  T.  O.,  et  al.:  Variant  angina  of  Prinzmetal  with 
normal  coronary  arteriograms.  A variant  of  the  variant,  ab- 
stracted, Ann.  Int.  Med.  76:  862  (1972). 

5.  Oliva,  P.  B.,  Potts,  D.  E.,  and  Pluss,  R.  G.:  Coronary 


:< 

it 


continued  from  page  381 

E.  M.:  Chronic  lymphocytic  leukemia  and  subsequent  cancer 
in  the  same  patient,  Cancer  26:  410  (1970). 

24.  Videbaek,  A.:  Heredity  in  human  leukemia  and  its 

relation  to  cancer.  A genetic  and  clinical  study  of  209  pro- 
bands, London,  H.  K.  Lewis  & Co.,  Ltd.,  1947,  p.  82. 

25.  Schnitzer,  B.,  Loesel,  L.  S.,  and  Reed,  R.  E.:  Lympho- 
sarcoma cell  leukemia.  A clinocopathologic  study,  Cancer  26: 
1082(1970). 

i 26.  Schrek,  R.,  and  Donnelly,  W.  J.:  Cytology  in  lympho- 
sarcoma cell  leukemia,  Am.  J.  Clin.  Path.  55:  646  (1971). 

27.  Zacharski,  L.  R.,  and  Linman,  J.  W.:  Chronic  lympho- 
cytic leukemia  versus  chronic  lymphosarcoma  cell  leukemia. 
Analysis  of  496  cases,  Am.  J.  Med.  47:  75  (1969). 

28.  W atson,  T.  A.:  Incidence  of  multiple  cancer,  Cancer  6: 
365  (1953). 

t 29.  Cancer  Control  and  Registry  Report  1969,  Albany,  New 
York  State  Department  of  Health,  1969,  p.  17. 


arterial  spasm  in  Prinzmetal’s  angina.  Documentation  by  cor- 
onary angiography,  New  England  J.  Med.  288:  745  (1973). 

6.  Prinzmetal,  M.,  et  al.:  Angina  pectoris.  I.  A variant 
form  of  angina  pectoris;  preliminary  report,  Am.  J.  Med.  27: 
375  (1959). 

7.  Gianelly,  R.,  Mugler,  F.,  and  Harrison,  I).  C.:  Prinzme- 
tal’s variant  of  angina  pectoris  with  only  slight  coronary  athero- 
sclerosis, California  Med.  108:  129  (1968). 

8.  Kerin,  N.,  and  Macleod,  C.  A.:  Coronary  artery  spasm 
associated  with  variant  angina  pectoris,  Brit.  Heart  J.  36:  224 
(Feb.)  1974. 

9.  Lavin,  P.  G.,  Kimbiris,  D.,  and  Linhart,  J.  W.:  Coro- 
nary artery  spasm  during  selective  coronary  arteriography.  A 
review  of  8 years  experience,  abstracted,  Circulation  (supp.  4) 
47-48:  186  (1973). 

10.  King,  J.  F.,  et  al.:  Coronary  arterial  spasm  unrespon- 
sive to  nitroglycerin,  abstracted,  ibid. 

11.  Silverman,  M.  E.,  and  Flamm,  M.  D.,  Jr.:  Variant  angi- 
na pectoris.  Anatomic  findings  and  prognostic  implications, 
Ann.  Int.  Med.  75:  339  ( 1971). 


30.  Cancer  in  Connecticut,  1966-1968,  Hartford,  Connecti- 
cut Tumor  Registry,  1971,  pp.  24,  27,  28. 

31.  Gross,  L.:  The  aetiology  of  cancer  and  allied  diseases; 
development  of  a concept  based  on  recent  experiments  dealing 
with  a cell-free  transmission  of  mouse  leukemia,  Brit.  M.  J.  2:  1 
(1958). 

32.  Idem:  Viral  etiology  of  spontaneous  mouse  leukemia;  a 
review,  Cancer  Res.  18:  371  (1958). 

33.  Brugarolas,  A.,  Han,  T.,  Takita,  H.,  and  Minowada,  J.: 
Immunologic  assays  in  lung  cancer;  skin  tests,  lymphocyte  blas- 
togenesis,  and  rosette-forming  cell  count,  New  York  State  J. 
Med.  73:  747  (1973). 

34.  Han,  T.:  Benign  chronic  lymphocytic  leukemia:  Clini- 
cal and  immunologic  studies  in  16  patients  (abstr.),  Clin.  Res. 
18:406  (1970). 

35.  Idem:  Studies  of  correlation  of  lymphocyte  response  to 
phytohemagglutinins  with  the  clinical  and  immunologic  status 
in  chronic  lymphocytic  leukemia,  Cancer  31:  280  (1973). 


March  1 976/  New  York  State  Journal  of  Medicine  449 


Testing  in  Humans: 
Who,  Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
less  and  safety  of  any  therapeutic  agent 
)r  device  must  be  determined  through 
dinical  research. 

But  now  the  practice  of  clinical  re- 
>earch  is  under  appraisal  by  Congress,  the 
>ress  and  the  general  public.  Who  shall 
idminister  it?  On  whom  are  the  products 
o be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
itilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
lificantly  engaged  in  the  discovery  and 
levelopment  of  new  medicines,  medical 
levices  and  diagnostic  products.  Clinical 
esearch  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
vhich  it  submitted  on  July  1 1,  1975.  to 
he  Subcommittee  on  Health  ot  the  Sen- 
ite  Labor  and  Public  Welfare  Committee, 
is  its  official  policy  recommendations, 
dere  are  the  essentials  of  PMA's  current 
blinking  in  this  vital  area. 

1.  PMA  supports  the  mandate  and 
nission  of  the  National  Commission  tor 
he  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
iffers  to  establish  a special  committee 
:omposed  of  experts  of  appropriate 
lisciplines  familiar  with  the  industry's 
esearch  methodology  to  volunteer  its 
ervice  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
ndependent,  expert,  broadly  based  and 
epresentative  panel  to  assess  the  current 
rate  of  drug  innovation  and  the  impact 
ipon  it  of  existing  laws,  regulations  and 
irocedures. 

3.  When  FDA  proposes  regulations, 
t should  prepare  and  publish  in  the  Fed- 
ral  Register  a detailed  statement  assess- 
ng  the  impact  of  those  regulations  on 
rug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
tely  qualified  medical  organization  be 
ncouraged  to  undertake  a comprehen- 
ive  study  of  the  optimum  roles  and 
esponsibilities  of  the  sponsor  and  physi- 
ian  when  company-sponsored  clinical 
esearch  is  performed  by  independent 
linical  investigators. 


5»  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7«PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PM  A and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
n ies  of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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Various  tissues,  metals,  and  synthetics  had  been 
used  to  reinforce  or  bridge  abdominal  wall  defects; 
this  had  been  done  both  in  vivo1’2  and  in  animal 
experiments.3-5 

A variety  of  plastics  had  been  tested  in  animal 
experiments  to  see  and  compare  the  degree  of  tis- 
sue reaction  to  the  materials  used.3-5  Marlex  was 
found  to  be  the  least  reactive  by  some  authors,6-' 
while  others  included  Teflon  with  similar  charac- 
teristics to  tissue  reaction.3-5  Dacron,  Mersylene, 
Nylon,  and  Orion  were  also  tested  and  compared. 
Soon  plastics  became  the  preferred  material  to  use 
where  a prosthesis  was  needed;  thus,  the  use  of 
plastics  was  introduced  into  surgical  practice. 
New  techniques  were  applied,8-10  and  clinical  eval- 
uation studies  showed  their  effectiveness.11-13 
Complications  were  mainly  local  problems  related 
to  the  tissue  reaction  or  wound  infection.2’11-15 

An  unusual  complication  from  the  use  of  Marlex 
mesh  to  repair  a very  large  ventral  hernia  is  pre- 
sented. 

Case  report 

A fifty-nine-year-old  white  female  was  admitted 
to  the  hospital  with  a three-week  history  of  a 
draining  sinus  from  an  old  herniorrhaphy  scar.  In 
1966  she  had  been  hospitalized  for  massive  upper 
gastrointestinal  bleeding  presumed  to  be  due  to 
erosive  gastritis  for  which  a subtotal  gastrectomy 
was  performed.  Biopsy  of  the  liver  revealed  cir- 
rhosis, and  she  had  a postoperative  course  compli- 
cated by  massive  bleeding.  This  was  felt  to  be  due 
to  esophageal  varices  secondary  to  portal  hyper- 


tension. She  was  reoperated  on,  and  a portacaval 
shunt  was  performed.  Her  recovery  was  unevent- 
ful except  for  the  development  of  a very  large  ven- 
tral hernia  two  years  later. 

At  the  hernia  repair,  a defect  measuring  8 by  10 
inches  was  found.  Because  of  her  massive  obesity 
and  the  size  of  the  fascial  defect,  a two-layer  Tef- 
lon mesh  was  used  for  the  repair. 

Later  admissions  showed  excellent  healing  of 
the  hernia  repair,  and  she  was  treated  for  recur- 
rent episodes  of  pneumonia  and  cholecystitis.  She 
also  showed  evidence  of  hypersplenism  with  ane- 
mia, leukopenia,  and  thrombocytopenia. 

A transverse  colon  polyp  was  suspected  from  a 
barium  enema  study  in  1972;  this  could  not  be 
demonstrated  by  double  contrast  studies.  At  this 
admission  she  was  in  marked  heart  failure. 

The  physical  examination  revealed  an  obese 
white  female  in  no  acute  distress.  She  was  some- 
what pale  and  had  a few  bilateral  pulmonary  rales. 

A loud  systolic  ejection  murmur  was  present  in  the 
precordial  area.  There  was  a small  draining  sinus 
at  the  midpoint  of  the  upper  midline  incision. 
The  spleen  was  found  enlarged  with  its  lower  pole 
12  cm.  below  the  left  costal  margin. 

Her  hemoglobin  was  9.6  Gm.  per  100  ml.  and  her 
white  blood  cell  count  2,400.  The  platelet  count 
was  86,000.  Occult  blood  was  found  in  the  stools, 
and  Staphylococcus  albus  was  cultured  from  the 
draining  sinus.  An  upper  gastrointestinal  series 
showed  the  presence  of  a normal  gastric  pouch, 
and  no  esophageal  varices  could  be  demonstrated 
at  this  time.  The  barium  enema  revealed  a lesion 
of  the  transverse  colon  having  the  appearance  of  a 
polypoid  carcinoma  (Fig.  1). 

After  appropriate  preoperative  management  of 
her  hypersplenism,  she  was  operated  on  with  the 
following  diagnoses:  (1)  carcinoma  of  the 

transverse  colon;  (2)  hypersplenism;  (3)  chronic 
cholecystitis  and  cholelithiasis;  and  (4)  draining 
abdominal  wall  sinus  secondary  to  infected  Teflon 
mesh.  Exploration  of  the  abdomen  revealed  an 
inflammatory  mass  formed  by  the  transverse  colon 
attached  to  the  abdominal  wall  at  the  site  of  the 
draining  sinus  and  many  loops  of  small  bowel  and 
omentum  surrounding  it. 

In  dissecting  the  mass  off  the  abdominal  wall, 
the  Teflon  mesh  proved  to  be  still  attached  to  the  i 
fascia  at  the  upper  third;  the  lower  two  thirds  had 
perforated  the  antimesenteric  border  of  the  i 
transverse  colon  at  the  site  of  the  sinus  tract,  lying  j 
inside  the  bowel  lumen  and  accounting  for  the  i 
x-ray  film  appearance  of  a polypoid  carcinoma. 

A segmental  colectomy  removing  the  entire  Tef- 
lon mesh  was  performed,  followed  by  primary  | 
anastomosis  and  a tube  cecostomy. 

Because  of  her  splenomegaly  with  hypersplen-  i 
ism  and  frequent  infections,  a splenectomy  was  | 
added  to  the  resection. 

She  made  an  uneventful  postoperative  recovery, 
except  for  an  Escherichia  coli  wound  abscess,  and 
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FIGURE  1.  (A)  Barium  enema  showing  polypoid  mass  in  transverse  colon.  (B)  Double  contrast  study  of  colon.  Teflon 

mesh  pointed  by  arrows. 


was  discharged  nine  weeks  postoperatively  with  a 
healed  wound  and  normal  hemoglobin  and  white 
blood  cell  count.  However,  her  platelet  count  was 
, still  below'  the  normal  limits. 

Comment 

The  increasingly  widespread  use  of  synthetics  in 
the  repair  of  abdominal  wall  defects  has  provided 
excellent  results  but  with  the  burden  of  some  com- 
plications. 

This  interesting  complication,  not  previously 
described  in  the  literature,  shows  the  possibility  of 
the  perforation  of  an  adjacent  hollow  viscus  by  the 
foreign  materials,  presumably  after  having  pulled 
away  from  the  fascial  edges,  and  having  become 
adherent  to  the  bowel  by  fibrous  reaction,  to  end 
intraluminally  by  pressure  necrosis  of  the  bowel 
wall. 

The  failure  of  the  host  to  resist  infections  be- 
i cause  of  her  hypersplenism  and  liver  cirrhosis 
could  have  been  an  important  factor  in  her  rejec- 
tion of  the  prosthesis,  as  had  been  suggested  by 
Smith.2 

Six  months  after  the  removal  of  the  mesh,  the 
patient  presented  no  evidence  of  recurrence  of  her 
incisional  hernia. 

Deaconess  Hospital 
1001  Humboldt  Parkway 
Buffalo,  New  York  14208 
(DR.  BECKER) 
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Fact  or  Myth? 


RALPH  EMERSON,  M.D. 

Roslyn  Heights,  New  York 

President,  Medical  Society  of  the  State  of  New  York 


American  medicine  is  under  attack  on  many 
fronts;  the  all  too  obvious  aim  is  to  restructure  our 
health  care  delivery  system.  The  health  care  in- 
dustry exceeds  100  billion  dollars  and  is  approach- 
ing the  number  one  industry  in  the  country. 
Costs  are  escalating  each  year  according  to  the 
C.P.I.  (Consumer  Price  Index),  and  government  is 
now  financing  42  cents  of  the  health  care  dollar. 

Congress  has  responded  in  recent  years  with  leg- 
islation to  control  costs,  such  as  P.S.R.O.s  (Profes- 
sional Standards  Review  Organizations),  H.M.O.s 
(Health  Maintenance  Organizations),  and  most  re- 
cently the  H.S.A.  (Health  Systems  Agency).  The 
fact  that  the  cost  overrun  of  administering 
P.S.R.O.s  is  projected  to  be  100  per  cent  of  the  po- 
tential savings  and  that  many  H.M.O.s  are  in  the 
red  and  require  financial  assistance  to  keep  afloat 
does  not  deter  government  planners.  H.S.A.s 
have  consolidated  R.M.P.  (Regional  Medical  Pro- 
gram), C.H.P.  (Comprehensive  Health  Planning), 
and  regional  planning  agencies  into  a giant,  Fed- 
eral-controlled  consortium  to  pave  the  way  for  na- 
tional health  insurance.  Unfortunately,  the  defin- 
able merits  of  government  projects  are  lost  when 
structured  in  a gigantic  Federal  program  with  a 
maze  of  government  rules  and  regulations,  exces- 
sive paperwork,  and  escalating  administrative 
costs.  The  result  is  that  the  medical  profession 
becomes  a slave  of  the  bureaucracy,  costs  escalate, 
and  quality  is  sacrificed. 

The  overzealous  planners  and  politicians  fre- 
quently used  questionable  statistics  in  their  desire 
to  influence  social  reform  in  medicine.  Many  hon- 
est and  dedicated  physicians  publish  the  findings 
of  their  innovative  programs  or  research  projects, 
carefully  warning  they  are  merely  preliminary  re- 
ports requiring  future  assessment,  only  to  see  the 
item  appearing  in  the  sensational  news  media 
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minus  the  warning.  This  lack  of  candor  not  only 
deludes  the  public  but  also  is  grist  for  overzealous 
social  reformers,  if  the  half  truth  serves  their  pur- 
pose. 

The  surgical  community  is  not  immune  to  this 
technique  of  distortion.  The  purpose  of  this  re- 
port is: 

1.  To  illustrate  how  one  study  based  on  a ques- 
tionable premise  alleging  24  per  cent  unnecessary 
or  unjustified  surgery  has  been  used  to  denigrate 
the  medical  profession,  and 

2.  To  present  a comprehensive  review  of  ne- 
cessity and  quality  of  surgery  using  a methodology 
of  measurement  against  preset  standards  which 
refutes  the  allegation  of  a high  incidence  of  unnec- 
essary or  unjustified  surgery. 

Proponents  of  the  Kennedy  version  of  National 
Health  Insurance,  especially  the  labor  organiza- 
tions, parrot  the  theme  that  the  present  system  of 
fee-for-service  is  self-serving  and  is  the  cause  of 
unnecessary  or  unjustified  surgery  in  this  country. 
Therefore,  they  say,  we  must  restructure  the  entire 
health  care  delivery  system  in  the  image  of  the 
Kennedy  legislation  of  a massive,  Federal,  central- 
ized system!  What  they  really  want  is  to  provide 
employment  for  a large  segment  of  our  population. 
It  would  be  very  expensive,  impersonal,  and  dehu- 
manizing. 

Comparisons  are  cited  of  an  excessive  number  of 
surgical  procedures  in  this  country  when  contrast- 
ed with  countries  having  a nationalized  health  ser- 
vice. What  they  fail  to  mention  is  the  discourag- 
ing, often  harmful  waiting  period  for  hospitaliza- 
tion for  elective  surgery  in  the  nationalized  health 
service  countries,  as  much  as  several  months  or 
even  several  years,  in  contrast  to  a waiting  period 
of  a few  weeks  in  the  United  States.  The  im- 
provement of  the  patients’  quality  of  life  by 
prompt  treatment  to  enable  them  to  return  to 
work  is  a more  desirable  goal,  when  the  surgery  is 
justified.  A waiting  period  of  several  months  for 
elective  surgery  is  unacceptable  for  most  of  our  cit- 
izens. 


Need  for  preset  criteria 

Is  unjustified  surgery  a fact  or  myth?  Testimo- 
ny by  Eugene  G.  McCarthy,  M.D.,  before  the  Sub-, 
comittee  on  Oversight  and  Investigations,  chaired 
by  Rep.  John  E.  Moss  of  the  House  of  Representa-| 
fives,  alleged  there  was  an  incidence  of  24  per  cent 
of  unnecessary  surgery,  according  to  his  study  in 
New  York.1  This  percentage  has  been  quoted  in 
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the  news  media  and  has  been  extrapolated  on  a 
national  basis  by  proponents  of  national  health  in- 
surance to  indicate  that  2.4  million  surgical  proce- 
dures are  unnecessary,  and  therefore  government 
action  is  indicated.'2  In  fairness,  the  authors  state 
this  was  a preliminary  report,  but  the  news  media 
have  emphasized  the  24  per  cent  unnecessary  sur- 
gery without  any  qualification. 

Our  contention  is  that  the  figure  of  24  per  cent 
unnecessary  surgery  is  a myth.  Dr.  McCarthy’s 
study  was  based  on  a report  for  the  Storeworker’s 
Health  and  Welfare  Fund,  Locals  2,  3,  and  5,  and 
District  Council  37  in  1972.  In  this  study  consul- 
tations were  required  on  elective  surgical  proce- 
dures within  two  weeks  prior  to  scheduled  hospi- 
talization. If  the  Storeworker’s  Union  member 
did  not  comply  by  sending  in  a presurgical  form  to 
the  union  office  and  have  a surgical  consultation, 
their  plan  would  not  pay  the  surgical  or  hospital 
bill.  The  District  Council  37  plan  was  voluntary. 
The  consultant  disagreed  with  the  original  physi- 
; cian  in  24  per  cent  of  the  cases,  and  an  allegedly 
additional  2.1  per  cent  did  not  require  hospitaliza- 
tion. The  study  was  based  on  the  false  premise 
that  a differing  opinion  justified  the  conclusion  of 
! 24  per  cent  unnecessary  surgery.  This  is  illogical 
and  unscientific.  The  peer  consultation  concept 
has  been  discredited  as  an  acceptable  methodology 
of  quality  evaluation  of  medical  and  surgical  care.3-5- 
In  1965  the  Bureau  of  Medical  Review  was 
created  under  the  auspices  of  the  State  of  New 
York  Department  of  Health  and  the  Medical  Soci- 
ety of  the  State  of  New  York.  The  purpose  was  to 
conduct  medical  audits  of  obstetric  and  pediatric 
care.  Under  the  direction  of  Fred  Mac  D.  Rich- 
ardson, M.D.,  the  Rochester  Regional  Perinatal 
and  Central  New  York  study  was  conducted  to 
evaluate  the  quality  of  care  by  a sophisticated  peer 
review  mechanism.6  Additional  studies  were  con- 
ducted on  cholecystectomies  in  conjunction  with 
the  Upstate  medical  schools.  His  study  demon- 
strated a wide  disparity  of  differences  of  opinion 
when  done  on  a peer-judgment  basis  and  was  at- 
tributed to  many  factors,  such  as  time  spent  on  re- 
view, stringency  of  judgments,  and  personal  opin- 
ions and  bias.  There  was  a 33  per  cent  incidence 
of  difference  of  opinion  when  done  on  a single-con- 
sultation (reviewer)  basis.7  Richardson  noted 
that  “disagreement  of  such  magnitude  between  ex- 
pert judges  provides  a poor  base  on  which  to  build 
any  final  correct  judgment  system.” 

He  recommended  that  judgments  “should  be  re- 
lated to  the  compliance,  or  noncompliance,  of  the 
recorded  case  with  pre-established  sets  of  stan- 
dards for  that  case.”  Preset  criteria  were  then  es- 
tablished as  a standard  for  comparison  in  evaluat- 
ing the  cases.  When  the  cases  were  reviewed 
using  the  methodology  of  comparison  by  preset 
standards,  there  was  a high  correlation  of  agree- 
ment even  when  done  by  nurse  reviewers.8  The 


A.  Afebrile 

Wound  healing  satisfactory 
Control  of  complications 

B.  Afebrile 

Wound  healing  satisfactory 
Control  of  complications 
Bowel  function  satisfactory 

C.  Afebrile 

Wound  healing  satisfactory 
Control  of  complications 

Adequate  home  care  or  skilled  nursing  facility 
OUTCOME 

Recovered 
Improved 
Unimproved 
Complications 
Length  of  Stay 
Surgical 

Preoperative 
Postoperative 
Mortal ity 

PATHOLOGY 

Pathology  modules  may  be  utilized  for  malignant  diseases  at 
the  discretion  of  your  staff  as  in  Carcinoma  of  the  breast  or  in 
Colon  and  Rectal  Cancer  for  G-I  tract  malignancies.  Tissue 
Comnittee  evaluation  continues  to  be  an  essential  element  of  medical 
tare  audit. 

FIGURE  1.  Additional  categories. 

conclusion  was  that  for  evaluation  of  quality  care 
to  be  valid,  there  must  be  preset  criteria  for  evalu- 
ation, and  this  is  precisely  what  is  lacking  in  Dr. 
McCarthy’s  report.  Therefore,  the  conclusion  of 
24  per  cent  unnecessary  surgery  is  based  on  a false 
premise  and  is  a myth. 

Accepted  study  protocol 

The  New  York  State  Commissioner  of  Health, 
Hollis  Ingraham,  M.D.,  requested  assistance  from 
the  Medical  Society  of  the  State  of  New  York  in 
developing  a methodology  to  serve  as  a guideline 
for  evaluating  quality  medical  care.  He  empha- 
sized this  should  not  be  the  function  of  govern- 
ment but  of  the  medical  profession.  It  was  my 
privilege  to  chair  this  study. 

After  an  extensive  search  of  quality  review 
throughout  the  country,  we  selected  the  study  of 
Richardson8  as  the  basic  format.  We  expanded 
the  preset  criteria  concept  by  incorporating  a 
weighted  process  review  mechanism  based  on 
quantification.  This  technique  had  the  advantage 
over  other  screens,  since  quantification  permitted 
a comparison  of  assessment  of  performance  by 
hospitals  or  regions  and  pinpointed  areas  of  defi- 
ciencies for  more  comprehensive  review. 

This  study  extended  over  a period  of  several 
years  and  was  developed  by  the  Medical  Society  of 
the  State  of  New  York,  the  Brooklyn-Long  Island 
chapter  of  the  American  College  of  Surgeons,  and 
State  specialty  societies,  with  input  from  our  med- 
ical schools.  The  project  was  completed  in  1974. 
The  study  included  1,900  ICDA  (diagnoses)  and 
3,800  CPT  (procedures).9  It  has  been  described 
by  officials  in  the  U.S.  Department  of  Health,  Ed- 
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Weight 


Weight  by 
Category 

HISTORY 


1.  Pain  - chronology  of  location  at  onset  and  radia- 


tion 

8 

2.  Nausea  and  vomiting 

6 

3.  Bowel  function 

4 

4.  Urinary  tract  symptoms 

5 

7 

5.  Recent  URI 

4 

6.  Chills  and  fever 

7 

7.  Menstrual  history  in  female 
PHYSICAL  EXAMINATION 

7 

1.  Abdominal  tenderness,  localization  in  RLQ  and 

rebound 

9 

2.  Rectal  examination  - tenderness  or  mass 

8 

8 

3.  Pelvic  examination  in  non-virginal  female 

7 

SERVICES  SUGGESTED  WHEREIN  FEASIBLE 

1.  CBC  and  Urinalysis 
INDICATIONS  FOR  SURGERY 

6 

6 

Combination  of: 

1.  Localized  tenderness  and  rebound  in  RLQ 

2.  Leukocytosis  or  shift  to  left 

3.  Suggestive  history  (pain  localizing  in  RLQ) 

10 

10 

PREOPERATIVE  PREPARATION 

1.  Hydration 

5 

5 

OPERATIVE  DESCRIPTION 

1.  Description  of  findings  and  procedure 

10 

2.  Diagnosis  confirmed 

10 

3.  Other  pathology  and  appropriate  exploration 

7 

10 

4.  No  pathology 

10 

POSTOPERATIVE  COURSE 

1.  Condition  of  wound 

5 

2.  Informative  progress  notes  including  complications 

6 

and  treatment 

7 

CRITERIA  FOR  DISCHARGE  A 

TOTAL 

52 

AVERAGE  LENGTH  OF  P.0.  STAY  5-7  Days 


OUTCOME 


Tnese  Guidelines  are  subject  to  continual  review  and  revision 

as  experience  dictates.  . „ 

A i- 

FIGURE  2.  Guidelines  for  screening  purposes  only.  Surgical  criteria  predictors,  acute  appendicitis. 
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ucation,  and  Welfare  as  the  most  comprehensive 
assessment  study  in  the  country. 

Diseases  were  grouped  on  an  anatomic  basis. 
Each  disease  was  analyzed  by  the  following  catego- 
ries: history,  physical  examination,  services  sug- 

gested where  feasible,  indications  for  surgery,  pre- 
operative  preparation,  operative  description,  pa- 
thology, and  postoperative  course. 

Additional  categories  included  utilization  re- 
view, criteria  for  discharge,  average  length  of  post- 
operative stay  and  outcome,  but  these  were  not 
weighted  (Fig.  1).  The  reviews  were  done  by  the 
medical  record  department  subject  to  review  by  a 
physician.  A dictated  comprehensive  discharge 
summary  by  the  physician  simplified  the  work  of 
the  reviewer. 

The  important  criteria  were  listed  under  each 
category  and  refined  to  the  most  important  items 
which  we  called  predictors.  These  predictors  were 
weighted  on  a scale  of  1 to  10  with  10  being  the 
most  important.  Each  category  such  as  history 
and  physical  examination  was  in  turn  weighted 
similarly  from  1 to  10  as  to  its  relative  importance 
in  the  management  of  the  case  (Fig.  2). 

Evaluation  of  chart  score 
in  acute  appendicitis 

Each  predictor  in  the  history  is  based  on  the 
documented  description  in  scoring  appendicitis. 
If  pain  is  described  as  to  type,  location  at  onset, 
chronology,  and  final  localization,  the  revised 
weight  equals  the  predetermined  agreed-on  figure 
of  8.  If  the  description  wras  inadequate,  it  was 
agreed  that  the  revised  weight  would  be  of  the 
order  of  3.  If  the  presence  or  absence  of  nausea 
and  vomiting  were  documented  with  a description 
of  the  extent  of  vomiting  when  present,  the  revised 
grade  would  similarly  have  the  weight  of  6.  Thus, 
the  revised  weight  would  be  determined  for  each 
items  in  all  categories.  Of  course,  in  male  pa- 
tients, item  7 in  the  history  referring  to  menstrual 
history  and  item  3 in  the  physical  examination  re- 
ferring to  pelvic  examination  would  be  deleted  in 
calculating  the  revised  weights.  In  the  operative 
description  if  there  was  no  gross  abnormality,  with 
a pathologist’s  report  of  a normal  appendix,  the  re- 
vised weight  for  this  category  would  be  zero.* 

Revised  Weight  „T  . , , ^ 

. X Weight  by  Category  = 

Weight 

Revised  Weight  by  Category 
29 

Ex.  — X7  = 4.9 
41 

* The  "revised  weight”  is  a comparison  of  the  documented 
chart  information  compared  to  the  ideal  information  as  repre- 
sented by  the  numerical  figure  under  “weight.”  Similarly,  the 
"revised  weight"  by  category  is  the  ratio  of  the  documented  in- 
formation compared  to  the  "ideal  weight”  by  category.  The 
weight  by  category  is  the  relative  importance  of  each  category 
(history,  physical  examination,  and  so  on)  in  evaluating  the 
total  care  of  the  patient. 


Calculation  of  Revised  Weight  by  Category  for  Acute 
Appendicitis 

Total  Revised  Weight  by  Category 

— — f - x 5 = chart  score 

Total  weight  by  category 

„ 40 

Ex.  — X 5 = 3.84 
52 

Calculation  of  Chart  Score 

(using  chart  score  conversion  table)  (Fig.  3) 

Present  study 

Using  these  preset  criteria  predictors,  the 
Brooklyn-Long  Island  chapter  of  the  American 
College  of  Surgeons  sponsored  a study  of  surgical 
procedures  in  12  hospitals  in  the  Brooklyn-Long 
Island  area.  The  study  consisted  of  a broad  sam- 
pling of  common  operative  procedures  of  consecu- 
tive cases  in  voluntary  and  proprietary  hospitals 
ranging  in  bed  capacity  from  120  to  750  to  obtain  a 
broad  mix  of  the  surgical  care  in  our  hospitals. 
Each  hospital  selected  the  procedures  to  review. 

There  were  833  operations  reviewed  in  the  retro- 
spective study,  consisting  of:  appendectomy  262, 
cholecystectomy  244,  gastroduodenal  operations 
55,  colon-rectal  carcinomas  86,  carcinoma  of  the 
breast  69,  ophthalmology  41,  fractures  of  the  lower 
extremities  66,  kidney  operations  44,  diverticulitis 
of  the  colon  32,  primary  cesarean  section  34,  ovari- 
an carcinoma  32,  cystoscopy  31,  and  abdominal 
aneurysm  69.  This  weighted  process  of  retrospec- 
tive review  produced  a comprehensive  screen 
which  pinpointed  areas  of  deficiency.  Most  of 
these  were  in  documentation,  under  the  categories 
of  history  and  physical  examinations  (Fig.  4). 

One  of  the  by-products  of  the  study  was  the 
evaluation  of  the  incidence  of  unjustified  surgery. 
By  analyzing  history,  physical  examination,  labo- 
ratory data,  the  indications  for  surgery,  with  the 
operative  and  pathologic  report  as  the  basis,  we 
were  able  to  assess  whether  a surgical  procedure 
was  justified  or  unjustified  and  pinpoint  the  area 
of  deficiency.  The  incidence  of  unjustified  appen- 
dectomies (7  of  266  operations)  was  2.67  per  cent 
which  is  below  the  acceptable  national  range  and 
may  indicate  that  our  surgeons  were  too  conserva- 
tive (Fig.  5 and  6).  The  incidence  of  unjustified 
surgery  in  the  833  consecutive  cases  was  less  than 
1 per  cent. 

Conclusion 

The  use  of  statistics  for  unjustified  surgery 
based  on  a false  premise  necessarily  leads  to  a false 
conclusion.  When  this  is  extrapolated  on  a na- 
tional basis,  it  implies  a large  amount  of  unjusti- 
fied surgery  in  the  United  States.  This  is  a disser- 
vice to  our  profession  and  gives  misinformation  to 
the  public.  A methodology  for  surgical  review  by 
preset  criteria  predictors  is  presented.  Using  this 
sophisticated  technique,  a broad  sampling  of  com- 
mon operative  procedures  revealed  an  incidence  of 
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Revised  Total  Weight  by  Category 

Weight  by 


Category 

57 

56 

55 

54 

53 

52 

51 

50 

49 

48 

57 

5.00 

56 

4.91 

5.00 

55 

4.82 

4.91 

5.00 

54 

4.73 

4.82 

4.90 

5.00 

53 

4 . 64 

4.73 

4.81 

4.90 

5.00 

52 

4.56 

4 . 64 

4.72 

4.81 

4.90 

5.00 

51 

4.47 

4.55 

4.63 

4.72 

4.81 

4.90 

5.00 

50 

4.38 

4.45 

4.54 

4.62 

4.71 

4.80 

4.90 

5.00 

49 

4.29 

4.37 

4.45 

4.53 

4.62 

4.70 

4.80 

4.90 

5.00 

48 

4.21 

4.28 

4.36 

4.44 

4.52 

4.61 

4.70 

4.80 

4.89 

5.00 

47 

4.12 

4.19 

4.27 

4.35 

4.43 

4.51 

4.60 

4.70 

4.79 

4.89 

46 

4.03 

4.10 

4.18 

4.25 

4.33 

4.42 

4.50 

4.60 

4.69 

4.79 

45 

3.94 

4.01 

4.09 

4.16 

4.24 

4.32 

4.41 

4.50 

4.59 

4.68 

44 

3.85 

3.92 

4.00 

4.07 

4.15 

4.23 

4.31 

4.40 

4.48 

4.58 

43 

3.77 

3.83 

3.90 

3.98 

4.05 

4.13 

4.21 

4.30 

4.38 

4.47 

42 

3.68 

3.75 

3.81 

3.88 

3.96 

4.03 

4.11 

4.20 

4.27 

4.37 

41 

3.59 

3.66 

3.72 

3.79 

3.86 

3.94 

4.01 

4.10 

4.18 

4.27 

40 

3.50 

3.57 

3.63 

3.70 

3.77 

3.84 

3.92 

4.00 

4.08 

4.16 

39 

3.42 

3.48 

3.54 

3.61 

3.67 

3.75 

3.82 

3.90 

3.97 

4.06 

38 

3.33 

3.39 

3.45 

3.51 

3.58 

3.65 

3.72 

3.80 

3.87 

3.95 

37 

3.24 

3.30 

3.36 

3.42 

3.49 

3.55 

3.62 

3.70 

3.77 

3.85 

36 

3.15 

3.21 

3.27 

3.33 

3.39 

3.46 

3.52 

3.60 

3.67 

3.75 

35 

3.07 

3.12 

3.18 

3.24 

3.30 

3.36 

3.43 

3.50 

3.57 

3.64 

34 

2.98 

3.03 

3.09 

3.14 

3.20 

3.26 

3.33 

3.40 

3.46 

3.54 

33 

2.89 

2.94 

3.00 

3.05 

3.11 

3.17 

3.23 

3.30 

3.36 

3.43 

32 

2.80 

2.85 

2.90 

2.96 

3.01 

3.07 

3. 13 

3.20 

3.26 

3.33 

31 

2.71 

2.76 

2.81 

2.87 

2.92 

2.98 

3.03 

3.10 

3.16 

3.22 

30 

2.63 

2.67 

2.72 

2.77 

2.83 

2.88 

2.94 

3.00 

3.06 

3.12 

29 

2.54 

2.58 

2.63 

2.68 

2.73 

2.78 

2.84 

2.90 

2.95 

3.02 

28 

2.45 

2.50 

2.54 

2.59 

2.64 

2.69 

2.74 

2.80 

2.85 

2.91 

27 

2.45 

2.50 

2.54 

2.59 

2.64 

2.70 

2.75 

2.81 

26 

2.45 

2.50 

2.54 

2.60 

2.60 

2.70 

25 

2.45 

2.50 

2.55 

2.60 

24 

2.44 

2.50 

Total 

Weight 

by  Categories 

(Us 

e of  this  chart  for  e 

'ther  di 

sease  categories  ) 

57  Hysterectomy,  subdural  hematoma,  skin  cancer,  operative  correction  of 
cerebral  vascular  disease 
56  Ovarian  carcinoma,  cleft-lip  or  cleft  palate 
55  Diseases  of  the  ear 

54  T & A,  elective  amputations 

53  Lung  abscess 

52  Appendectomy,  D & C 

51  Hernias,  Cesarean  section 

50  Biliary  tract  disease 

49  Carcinoma  of  breast,  thyroid  diseases 

48  Cataracts,  cystoscopy 

From  "Quality  Criteria  Predictors  of  Hospital  Care."  ^ 

FIGURE  3.  Conversion  table.  Calculation  of  chart  score. 
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chart  n deleted  for  purposes  of  confidentiality 


AGE  & SEX 

M 12 

F 11 

M 31 

F 20 

F 54 

M 10 

F 48 

F 32 

M 35 

F 17 

F 43 

HISTORY 

4.2 

5.0 

5.8 

7.0 
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3.9 
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PHYSICAL 

EXAM 
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5.3 
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3.0 

3.0 

8 

LAB  DATA 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

INDICATIONS 
FCR  SURG. 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

PRECP  PREP 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

5 

CR  DESCRIP. 

10 

ie»** 

10 

7.4 

io*** 

6.3 

6.3** 

7.4 

7. 4 

6.3 

7.4 

POST  CP  COURSE 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

CHART  SCORE 

4.5 

4.6 

4.7 

4.7 

4.9 

4.3 

3.84 

4.  13 

4.03 

4.03 

4.42 

LOS 

(Length  of  PO  St 

7 

ay) 

13 

7 

5 

0 

5 

5 

5 

6 

5 

6 

CULTURE 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

ANTIBIOTICS 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

Yes 

Yes 

No 

No 

Yes 

COMPLICATIONS  V/d . Inf. 


**  HYPERPLASIA 
***  RUPTURED  APPENDIX 

FIGURE  4.  Surgical  criteria  predictors;  hospital  review  of  appendectomies. 


!•  Subject  (example)  Acute  Appendicitis  (appendectomy) 

2.  Name  of  Hospital 

3.  Service  - general  surgery 

4.  Dates  surveyed 

5.  Number  of  cases  reviewed 

6.  Evaluation  of  hospital  charts 

A.  Average  chart  value  1-5 

B.  Range 

C.  Number  of  cases  and  per  cent  below  3 

D.  Type  of  deficiency 

(1)  Poor  documentation 

(2)  Poor  indication  for  surgery 

(3)  Illegible  handwriting 

E.  Average  length  of 

(1)  Preoperative  stay 

(a)  Under  65  years  of  age 

(b)  Over  65  years  of  age 

(2)  Pos t-opera t i ve  stay 

(a)  Under  65  years 

(b)  Over  65  years 

7.  Diagnostic  error 

A.  Justified 

B.  Unjustified 


less  than  1 per  cent  unjustified  surgery.  We  be- 
lieve this  is  a more  realistic  percentage  and  refutes 
the  myth  of  a 24  per  cent  incidence  of  unjustified 
surgery  being  publicized  in  the  news  media. 

This  is  a limited  study.  When  the  review  of 
hysterectomy,  tonsillectomy,  and  other  common 
operative  procedures  are  added,  the  incidence  of 
unjustified  surgery  will  probably  increase  by  a few 
percentage  points.  Our  study  should  not  be  used 
as  a national  average,  since  it  reflects  only  what  is 
occurring  in  our  local  area  for  the  reviewed  opera 
tive  procedures.  We  will  not  know  the  true  inci- 
dence of  unjustified  surgery  if  we  depend  on  the 
unscientific  difference  of  opinion  concept  as  the 
criterion  for  unjustified  surgery,  being  quoted  so 
extensively  in  the  news  media. 

Therefore,  we  recommend  additional  studies 
using  preestablished  sets  of  standards  for  criteria 
for  evaluation;  this  reflects  a more  accurate  inci- 
dence of  unjustified  surgery. 


(1)  Number  of  cases 

(2)  Percent  of  cases 

8.  Complications 

A.  Average  number  under  65  years  of  age 

B.  Average  number  over  65  years  of  age 

9.  Mortality 

A.  Under  65  years  of  age 

B.  Over  65  years  of  age 

10.  Use  of  Antibiotics 

A.  Percentage  of  cases 

B.  Average  number  of  days  on  antibiotics 

0.  Were  cultures  and  sensitivity  done?  and  percentage 
D.  Were  appropriate  antibiotics  used?  and  percentage 

FIGURE  5.  Suggested  surgical  review. 


Every  man  has  a right  to  his  opinion,  but  no  man 
has  a right  to  be  wrong  in  his  facts. 

— Bernard  Baruch 
420  Lakeville  Road 
Lake  Success,  N.Y.  11040 
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FIGURE  6.  Acute  appendicitis. 


William  H.  DeVries,  M.D. 
Irving  F.  Enquist,  M.D. 
Herbert  C.  Fett,  Jr.,  M.D. 
Murray  N Friedman,  M.D. 

J.  Melbourne  Greenberg,  M.D. 
Sherwood  N.  Griener,  M.D. 
William  W.  Heroy,  M.D. 
Benjamin  G.  Kerr,  M.D. 
Maurice  Klein,  M.D. 

Warren  A.  Lapp,  M.D. 


John  H.  Malfetano,  M.D. 
Charles  W.  Mueller,  M.D. 
Jack  S.  Nauheim,  M.D. 
James  L.  O’Leary,  M.D. 
George  Schaefer,  M.D. 
Raymond  N.  Shapiro,  M.D 
Charles  A.  Slanetz,  M.D. 
Raymond  F.  Smith,  M.D. 
Martin  Spatz,  M.D. 

Burton  S.  Sultan,  M.D. 


Ira  Teicher,  M.D. 


References 


1.  McCarthy,  E.  G.,  and  Widmer,  G.  W.:  Effects  of  screen- 
ing by  consultants  on  recommended  elective  surgical  proce- 
dures, New  England  J.  Med.  291:  1331  (Dec.  19)  1974. 


2.  New  York  Times,  January  26,  1976. 

3.  DeRouville,  W.  H.:  Peer  review  in  biliary  tract  surgery, 
New  York  State  J.  Med.  71: 1544  (1971). 

4.  Sheehe,  P.  R.:  Overall  Judgments  of  Panels  as  Com- 

pared to  Those  of  Individuals,  consultants  report  to  the  Bureau 
of  Medical  Review,  August,  1968. 

5.  Koran,  L.  M.:  The  reliability  of  clinical  methods.  Data 
and  judgments,  pt.  1,  New  England  J.  Med.  293:  642  (Sept.  25) 
1975;  ibid.,  pt.  2,  ibid.  293:  695  (Oct.  2)  1975. 

6.  Richardson,  F.  Mac  D.,  et  ai:  Rochester  region  perina- 
tal study,  New  York  State  J.  Med.  67: 1205  (1967). 

7.  Richardson,  F.  Mac  D.:  Peer  review  of  medical  care,  M. 
Care  10:  (1972). 

8.  Idem : Methodological  development  of  a system  of  med- 
ical audit,  (hid.  10:  (1972). 

9.  Quality  Criteria  Predictors  of  Hospital  Care,  Medical  So- 
ciety of  the  State  of  New  York,  1975. 


460  New  York  State  Journal  of  Medicine  March  1 976 


Famous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 


Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains:  Aerosporin*  brand  Polymyxin  B Sulfate  5.000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
oil  packets. 

NDIC4TI0NS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
or  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
lyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
nfected  dermatoses  (eczema,  herpes,  and  seborrheic  dermatitis)  • traumatic 
esions,  inflamed  cr  suppurating  as  a result  of  bacterial  infection. 
rophylacticallv.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
mms,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
;nd  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
on  and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
xtemal  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
hose  individuals  who  have  shown  hypersensitivity  to  any  of  the  components. 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
bums,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptibie  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 
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Drug  Information * 


Questions  and  Answers 


Please  provide  me  with  information  concerning  the 
skin  tests  for  penicillin  allergy. 

Allergic  reactions  to  penicillin  can  be  divided  into  im- 
mediate, accelerated,  and  late  reactions.  Immediate  re- 
actions generally  occur  within  twenty  minutes,  usually 
with  such  symptoms  as  urticaria,  flushing,  and  diffuse 
pruritus.  Less  commonly,  the  reactions  are  anaphylac- 
tic and  may  include  shock,  cardiac  arrhythmias,  and  la- 
ryngeal edema.  Accelerated  reactions  start  between  one 
and  seventy-two  hours  after  penicillin  therapy,  usually 
as  urticaria,  but  angioneurotic  and  laryngeal  edema  may 
also  be  seen.  Late  reactions  begin  days  to  weeks  after 
therapy  starts,  usually  with  urticaria  or  other  rashes; 
fever,  blood  dyscrasias,  and  Coombs-positive  hemolysis 
may  also  occur.1’2 

Two  types  of  skin-test  materials  are  now  being  used 
to  predict  hypersensitivity  reactions  to  the  penicillins: 
(1)  major  determinant,  which  is  available  as  benzylpeni- 
cilloyl-polylysine  (Pre-Pen)  also  called  BPL  and  (2) 
MDM  (minor  determinants),  which  include  penicillin  G 
and  its  hydrolysis  products.1 

Patients  who  have  positive  skin  test  results  with  BPL 
are  likely  to  have  an  allergic  reaction  to  a therapeutic 
dose  of  penicillin.  However,  a negative  reaction  to  BPL 
alone  does  not  exclude  the  possibility  of  an  anaphylactic 
reaction. Therefore,  tests  that  utilize  MDM  in  con- 
junction with  BPL  are  better  indicators  of  a potential 
reaction  to  penicillin.1 

Levine  and  Zolov4  reported  the  results  of  a long-term 
prospective  evaluation  of  skin  testing  to  predict  penicil- 
lin allergy  in  patients  with  a past  history  of  penicillin  al- 
lergy. They  utilized  the  two  penicillin  antigen  groups, 
BPL  and  MDM,  concurrently  and  found  that  only  1 of 
185  patients  with  histories  suggesting  penicillin  allergy 
who  had  negative  reactions  to  both  BPL  and  MDM  de- 
veloped an  accelerated  reaction  during  treatment  with 
penicillin.  None  of  the  patients  had  an  immediate  reac- 
tion. This  was  compared  to  8 of  11  patients  with  posi- 
tive skin  test  results  who  subsequently  had  immediate 
or  accelerated  reactions  when  treated  with  penicillin. 
Thus,  these  skin  tests  were  found  to  be  valuable  predic- 
tive tests  for  immediate  and  accelerated  allergic  reac- 
tions to  penicillin. 

* This  “Questions  and  Answers”  column  is  compiled  by  the 
Arnold  and  Marie  Schwartz  Inter  Regional  Pharmaceutic  and 
Therapeutic  Drug  Information  Center  of  Brooklyn  College  of 
Pharmacy,  Long  Island  University,  600  Lafayette  Avenue, 
Brooklyn,  New  York  11216.  The  purpose  of  the  center  is  to 
provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  Wal- 
ler Modell,  M.D.,  Emeritus  Professor  of  Pharmacology  at  Cor- 
nell I niversity  Medical  College,  is  pharmacologist  consultant. 
The  service  is  available  from  9:00  A.M.  to  1:60  I’M.,  Monday 
through  Friday,  at  (212)  622-8989  or  686-7535. 


Although  BPL  is  commercially  available,  MDM  is 
not.  However,  aqueous  penicillin  G itself  can  be  used  as 
a substitute  for  MDM.  Most  patients  who  have  positive 
skin  test  results  with  the  MDM  also  have  positive  reac- 
tions to  aqueous  penicillin  G.  Since  an  intradermal  in- 
jection of  penicillin  G can  cause  a severe  reaction,  the 
first  skin  test  should  be  performed  by  scratch  using  a 5- 
unit  per  milliliter  solution  of  aqueous  penicillin.  If 
there  is  no  local  reaction  after  about  twenty  minutes,  a 
scratch  test  using  10,000  units  per  milliliter  should  be 
performed.  If  there  is  no  local  reaction  after  about 
twenty  minutes,  an  intradermal  injection  of  a solution 
containing  10,000  units  per  milliliter  is  done  with  just 
enough  of  the  solution  to  raise  a tiny  blister.  Saline  is 
used  for  a control  scratch  and  intradermal  injection.1,2'5 

In  conclusion,  BPL  when  used  alone  can  predict  some 
allergic  reactions  to  penicillin,  but  may  fail  to  predict 
anaphylactic  hypersensitivity  reactions.  Skin  tests  with 
both  BPL  and  MDM  or  its  substitute,  penicillin  G,  can 
more  reliably  identify  the  patient  who  is  likely  to  have 
an  allergic  reaction  to  penicillin. 

1.  Tests  for  penicillin  allergy,  M.  Letter  17:  54  (June  20) 
1975. 

2.  Handbook  of  Antimicrobial  Therapy,  New  Rochelle, 
New  York,  The  Medical  Letter,  Inc.,  1974,  p.  40. 

3.  Pre-Pen  skin  test  antigen — K-U,  Pharm.  Index  (Mar.) 
1975,  p.  4. 

4.  Levine,  B.  B.,  and  Zolov,  D.  M.:  Prediction  of  penicillin 
allergy  by  immunological  tests,  J.  Allergy  43:  231  (1969). 

5.  Testing  for  penicillin  allergy  with  aqueous  penicillin  G, 
M.  Letter  17:  84  (Sept.  26)  1975. 

Are  there  any  reports  of  nephrotoxicity  being  associ- 
ated with  cephalothin  sodium  administration? 

Since  its  introduction,  the  cephalosporin  derivative, 
cephalothin  sodium  (Keflin),  has  been  used  successfully 
in  the  treatment  of  a variety  of  gram-positive  and  gram- 
negative bacterial  infections.  Cephalothin  was  general- 
ly believed  to  be  devoid  of  nephrotoxicity  in  spite  of  the 
well-recognized  nephrotoxicity  of  another  cephalosporin 
derivative,  cephaloridine.  However,  several  recent  re- 
ports have  suggested  that  cephalothin  may  indeed  ex- 
hibit nephrotoxic  effects. 

Burton  et  o/.1  reported  5 cases  of  acute  renal  failure 
associated  with  the  administration  of  cephalothin  4 to 
16  Gm.  daily.  In  each  of  the  5 patients  reported,  renal 
function  deteriorated  from  three  to  ten  days  after  ceph- 
alothin therapy  was  begun  and  spontaneously  improved 
within  one  to  eleven  days  after  its  withdrawal.  The 
clinical  features  in  all  patients  included  microscopically 
apparent  hematuria  and  pyuria  and  transient  increases 
in  BIJN  and  serum  creatinine  levels.  One  patient  de- 
veloped oliguria,  2 developed  rashes,  and  2 developed 
eosinophilia;  but  none  had  fever  correlated  with  cepha- 
lothin therapy.  Although  3 patients  had  received  other 
nephrotoxic  antibiotics,  the  close  temporal  relationship 
strongly  suggested  that  cephalothin  therapy  was  the  ac- 
tual cause  of  the  transient  loss  of  renal  function. 

Kngle  et  a l.'2  described  the  development  of  renal  fail- 
ure severe  enough  to  require  hemodialysis  in  a male  pa- 
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tient  who  received  cephalothin  16  Gm.  per  day  for  eight 
days. 

Carling  et  al ,3  described  3 patients  who  while  receiv- 
ing 8 to  12  Gm.  per  day  of  cephalothin  developed  acute 
renal  failure  which  appeared  to  reflect  a direct  nephro- 
toxic effect  of  cephalothin.  The  course  and  findings 
were  consistent  with  acute  tubular  necrosis  of  the  oli- 
guric and  nonoliguric  types.  All  patients  recovered 
after  discontinuation  of  cephalothin  therapy,  although 
peritoneal  dialysis  was  required  in  one. 

In  another  report,  acute  renal  failure  developed  in  6 
patients  following  treatment  with  cephalothin  6 to  24 
Gm.  daily.  Autopsy  performed  on  4 patients  who  had 
i died  because  of  their  acute  disease  state,  revealed  severe 
t tubular  damage.  Although  all  had  received  other  po- 
i tentially  nephrotoxic  antibiotics,  the  close  temporal  re- 
lationship between  cephalothin  therapy  and  anuria  sug- 
: gested  a possible  causal  relationship  between  this  anti- 
biotic and  acute  renal  failure.4 

Studies  have  also  noted  the  aggravation  of  preexisting 
renal  disease  by  cephalothin  therapy5,6  and  the  possible 
increased  nephrotoxic  effect  when  cephalothin  is  com- 
bined with  gentamicin.710 

In  conclusion,  cephalothin  appears  to  be  potentially 
nephrotoxic.  Administration  of  high  doses  to  patients 
with  preexisting  renal  disease  or  concomitant  adminis- 
tration with  other  potentially  nephrotoxic  drugs  should 
I be  avoided. 
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1 1546(1972). 

Are  there  any  reports  in  the  literature  of  aplastic 
anemia  following  administration  of  chloramphenicol 
exclusively  by  parenteral  routes? 

This  question  is  being  asked  of  our  Drug  Information 
Center  with  increasing  frequency.  Several  articles  have 
appeared  in  the  literature  which  link  the  fatal  aplastic 
anemia,  associated  with  chloramphenicol,  to  the  oral 
dosage  form  of  the  drug.1,2  The  aplastic  picture  is  not 
to  be  confused  with  the  milder  form  of  chloramphenicol- 
induced  bone-marrow  toxicity  that  is  dose  related, 
shows  a normocellular  marrow,  and  is  reversible.3 

Experience  with  chloramphenicol  reveals  an  incidence 
of  aplastic  anemia  of  approximately  one  in  40,000  or 
more  courses  of  therapy.4  This  disorder  may  occur  dur- 
ing or  following  continuous  or  intermittent  use  of  the 
drug,  even  months  after  discontinuance,  and  is  unrelat- 


ed to  total  dosage  administered.  It  has  occurred  in 
some  patients  given  as  little  as  four  to  eight  capsules.5 

Information  made  available  to  us  by  the  manufactur- 
er suggests  that  aplastic  anemia  may  not  follow  the  use 
of  chloramphenicol  by  parenteral  routes.6  One  theory 
that  may  explain  the  difference  in  toxicity  between  dos- 
age forms  has  been  proposed  by  Holt.2  He  suggests 
that  when  chloramphenicol  is  taken  orally,  some  compo- 
nent of  the  intestinal  flora  may  degrade  it  causing  the 
formation  and  absorption  of  metabolic  products  that  de- 
press the  bone  marrow.  Whether  this  is  the  mechanism 
by  which  the  aplastic  anemia  occurs  remains  obscure. 

The  manufacturer’s  investigation  into  aplasia  from 
chloramphenicol  revealed  only  5 recorded  cases  where 
aplastic  anemia  was  purported  to  occur  following  paren- 
teral doses  alone.6  However,  after  further  investigation 
they  found  that  1 patient  did  receive  an  oral  dose  of  the 
drug,  2 cases  received  other  drugs  known  to  produce 
aplastic  anemia,  1 case  was  associated  with  a viral  infec- 
tion, and  the  final  case  occurred  in  an  elderly  patient 
who  was  in  an  age  group  where  idiopathic  aplastic  ane- 
mia is  known  to  occur. 

In  conclusion,  our  review  cannot  rule  out  the  possibil- 
ity that  chloramphenicol,  administered  by  parenteral 
route,  is  not  associated  with  aplasia.  The  caution  that 
appears  in  the  official  package  literature  concerning 
possible  aplasic  reactions  should  be  heeded  until  this 
question  is  resolved.' 
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Is  there  a relationship  between  clofibrate  and  gall- 
stones? 

Several  studies  suggest  that  the  propensity  for  gall- 
stone development  may  be  increased  during  clofibrate 
(Atromid-S)  therapy.1'3  A recent  report  issued  by  the 
Coronary  Drug  Project  indicates  that  coronary  heart 
disease  patients  who  were  treated  with  clofibrate  had  a 
significant  increase  in  five-year  incidence  of  gallstones 
when  compared  with  a group  treated  with  niacin  and  to 
a control  group.  Of  1,017  patients  treated  with  1.8  Gm. 
of  clofibrate  per  day,  3 per  cent  were  found  to  have  gall- 
stones, whereas  the  incidence  was  1.8  per  cent  in  1,026 
patients  receiving  3 Gm.  of  niacin  per  day,  and  1.3  per 
cent  in  2,589  patients  receiving  placebo. 

A World  Health  Organization  cooperative  trial  inves- 
tigated the  value  of  clofibrate  for  prevention  of  ischemic 
heart  disease  in  healthy  males  thirty  to  fifty-nine  years 
of  age.2  The  design  of  the  investigation  involved  divid- 
ing patients  into  three  groups  of  equivalent  sizes:  two 
groups  with  serum  cholesterol  concentrations  in  the 
highest  third  of  the  distribution  of  cholesterol  values, 
and  one  group  whose  serum  cholesterol  concentrations 
were  in  the  lowest  third  of  the  distribution.  One  of  the 
high-serum  cholesterol  groups  received  1.6  Gm.  of  clofi- 
brate per  day,  and  the  other  high-serum  cholesterol 
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group  received  a placebo.  The  “low-serum”  cholesterol 
group  was  treated  with  a placebo.  In  the  first  group  of 
3,536  patients  who  received  clofibrate,  33  patients  or 
0.93  per  cent  underwent  cholecystectomies;  as  opposed 
to  group  2,  the  high  cholesterol-placebo  group,  where 
0.34  per  cent  or  12  of  3,552  patients  underwent  cholecys- 
tectomies. In  group  3,  (the  low  cholesterol-placebo 
group)  12  or  0.36  per  cent  of  3,325  patients  underwent 
cholecystectomies.  This  data  is  consistent  with  the  hy- 
pothesis that  clofibrate  can  induce  gallstones  or  at  least 
initiate  symptoms  of  same. 

Pertsemlidis  et  al .3  have  offered  an  explanation  for 
this  possible  effect  of  clofibrate.  They  studied  the  ef- 
fects of  both  clofibrate  and  also  of  estrogen-progestin 
combination  on  fasting  biliary  lipids  and  cholic  acid  ki- 
netics in  man.  In  10  recently  cholecystectomized 
women,  all  7 patients  treated  with  clofibrate  and  all  3 
patients  treated  with  an  estrogen-progestin  combination 
showed  rises  in  concentrations  of  biliary  cholesterol  and 
reduction  of  bile  acid  levels.  These  changes  resulted  in 
bile  supersaturated  with  cholesterol  suggesting  an  in- 
creased lithogenicity  of  bile. 

In  conclusion,  our  search  revealed  studies  that  indi- 
cated a possible  increased  incidence  of  gallstones  as  in- 
dicated by  cholecystectomies  undertaken  for  same,  in 
patients  who  received  long-term  clofibrate  therapy. 
The  official  labeling  for  this  product,  however,  does  not 
mention  this  possible  adverse  effect.4 

1.  Clofibrate  and  niacin  in  coronary  heart  disease,  J.A.M.A. 
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In  response  to  numerous  daily  questions  concerning 
beclomethasone  dipropionate,  the  following  informa- 
tion is  provided. 

During  the  past  few  years,  beclomethasone  dipropion- 
ate spray  for  oral  inhalation  (Becotide)  and  beclometha- 
sone dipropionate  nasal  spray  (Beconase)  have  been  in- 
troduced in  Europe,  Canada,  and  South  America.  At 
the  present  time,  BDOI  (beclomethasone  dipropionate 
spray  for  oral  inhalation)  is  under  investigation  in  the 
United  States.*  In  a usual  daily  dosage  of  400  micro- 
grams, BDOI  has  been  shown  to  be  effective  in  the  pro- 
phylactic treatment  of  asthma;  while  in  a similar  dosage, 
BDNS  (beclomethasone  dipropionate  nasal  spray)  has 
been  shown  to  be  effective  for  the  prophylaxis  and  treat- 
ment of  perennial  and  seasonal  rhinitis.  In  therapeutic 
doses,  BDOI  and  BDNS  do  not  appear  to  suppress  adre- 
nal function  or  produce  the  other  systemic  effects  of  ste- 
roid therapy. 1-3 

Johannessen  et  al.4  conducted  a trial  in  29  adult  pa- 
tients to  determine  the  efficacy  of  BDOI  in  the  treat- 
ment of  steroid-independent  adult  patients  with  peren- 
nial bronchial  asthma  not  controlled  by  hyposensitiza- 
tion, bronchodilators,  and  cromolyn  sodium.  Once  the 
patients  were  stabilized  on  BDOI,  the  bronchodilators 
and  cromolyn  sodium  were  reduced  or  phased  out  com- 
pletely. The  therapeutic  responses  were  excellent  in  14 
patients,  good  in  11,  and  fair  in  4. 

* By  Schering  Corporation,  Kenilworth,  New  Jersey. 


Boe  and  Thulesius5  conducted  a double-blind  cross- 
over study  in  14  steroid-dependent  patients  with  bron- 
chial asthma.  The  effect  of  BDOI  treatment  was  com- 
pared to  a placebo  spray  plus  5 mg.  of  oral  prednisolone 
daily.  Of  14  patients,  12  could  successfully  be  trans- 
ferred to  400  micrograms  per  day  of  BDOI  maintenance 
therapy.  In  the  BDOI  group,  subjective  parameters 
such  as  cough,  expectoration,  and  dyspnea  were  signifi- 
cantly reduced,  and  pulmonary  function  parameters 
such  as  peak  expiratory  flow,  forced  expiratory  volume, 
vital  capacity,  and  arterial  blood  gases  remained  un- 
changed compared  with  placebo  plus  oral  prednisolone. 

The  British  Thoracic  and  Tuberculosis  Association2 
conducted  a double-blind  study  in  75  asthmatic  patients 
who  were  starting  long-term  corticosteroid  therapy  for 
the  first  time.  Inhaled  BDOI  and  inhaled  BV  (beta- 
methasone valerate),  to  our  knowledge  not  under  inves- 
tigation at  the  present  time  in  the  United  States,  were 
compared  to  oral  prednisone  in  the  treatment  of  these 
patients.  The  authors  found  that  BDOI  and  inhaled 
BV  were  just  as  effective  as  oral  prednisone  in  control- 
ling asthma.  However,  they  noted  that  if  severe  exacer- 
bations of  asthma  occurred,  patients  needed  short-term 
high-dosage  courses  of  systemic  corticosteroids  since  the 
inhaled  drug  could  not  reach  its  site  of  action  in  the 
presence  of  severe  airways  obstruction.  They  also 
found  that  a daily  dose  of  400  micrograms  of  inhaled 
drug  was  approximately  equivalent  to  7.5  mg.  daily  of 
prednisone. 

Smith  et  al.a  carried  out  clinical  trials  in  69  patients 
with  seasonal  and  perennial  rhinitis.  One  study,  a dou- 
ble-blind crossover  trial,  carried  out  in  45  patients  with 
perennial  rhinitis,  utilized  BDNS  50  micrograms  in  each 
nostril  four  times  a day  or  a placebo  aerosol.  Another 
study  compared  treatment  with  BDNS  or  a placebo  in 
24  patients  with  seasonal  hay  fever.  Assessment  of  45 
patients  with  perennial  rhinitis  (the  first  trial)  showed 
that  29  improved  on  BDNS,  11  improved  on  placebo 
aerosol,  while  5 were  unchanged  throughout  the  trial. 
The  results  in  the  hay  fever  patients  were  that  9 out  of 
the  13  allocated  to  treatment  with  BDNS  were  im- 
proved while  only  2 of  the  11  patients  allocated  to  the 
placebo  aerosol  were  improved. 

Although  no  major  side-effects  attributable  to  BDNS 
have  been  reported,  side-effects  of  BDOI  include  sore  or 
hoarse  throat  and  occasionally  oral  or  facial  candidiasis, 
usually  of  a transient  nature.1-5 

In  conclusion,  BDNS  and  BDOI,  both  widely  mar- 
keted outside  the  United  States,  appear  to  be  effective 
in  the  treatment  of  bronchial  asthma,  perennial  rhinitis, 
and  hay  fever.  These  preparations  also  may  have  ad- 
vantages over  oral  prednisone  in  maintenance  treat- 
ment; however,  in  the  management  of  exacerbations, 
systemic  corticosteroids  will  usually  be  needed  as  a sup- 
plement to  inhaled  therapy.2 
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When  switching  a patient  from  the  oral  to  intramus- 
cular route  of  phenytoin  or  diphenylhydantoin,  should 
the  dosage  be  altered ? 

The  IM  (intramuscular)  route  of  sodium  diphenylhy- 
dantoin (Dilantin),  although  not  the  parenteral  route  of 
choice,  is  indicated  for  certain  clinical  situations.1 
Thus,  it  is  sometimes  necessary  to  switch  a patient  con- 
trolled on  oral  diphenylhydantoin  to  the  IM  route  of  ad- 
ministration and  back  again.  The  question  then  arises 
whether  a dosage  adjustment  should  be  made  when 
changing  these  routes  of  administration. 

It  has  been  shown  by  some  investigators  that  when  di- 
phenylhydantoin was  administered  by  the  IM  route,  in 
doses  equivalent  to  that  of  previous  oral  therapy,  an 
abrupt  fall  of  plasma  levels  occurred.  However,  one 
crossover  study  which  utilized  multiple  daily  doses  of 
oral  and  IM  diphenylhydantoin  showed  no  significant 
differences  in  the  serum  levels  obtained.2 

Serrano  et  al ,3  reported  a decline  in  plasma  diphenyl- 
| hydantoin  levels  in  7 of  8 patients  switched  from  oral  to 
an  equal  IM  dose.  In  3 patients  blood  levels  dropped  to 
levels  inconsistent  with  adequate  seizure  control. 
Within  forty-eight  to  seventy-two  hours  following  re- 
I sumption  of  oral  administration,  plasma  levels  returned 
j to  the  preintramuscular  values  and  were  followed  in  an 
, additional  three  to  five  days  by  a rise  of  between  25  to 
I 100  per  cent  above  the  original  preintramuscular  (oral) 
plasma  levels.  One  patient  showed  symptoms  of  diphe- 
nylhydantoin intoxication  during  this  period. 

Wilder  et  al.4  conducted  a two-part  study.  In  the 
first  part  conducted  over  fifty-nine  days,  7 epileptic  pa- 
tients received  a constant  daily  dose  of  diphenylhydan- 
I toin  by  the  oral,  then  IM,  and  then  oral  routes  for 
1 twenty,  nineteen,  and  twenty  days  respectively.  After 
I four  to  five  days  of  IM  therapy,  plasma  diphenylhydan- 
| toin  levels  fell  to  40  to  60  per  cent  of  the  levels  obtained 
during  the  prior  period  of  oral  administration.  With 
the  return  to  oral  diphenylhydantoin,  plasma  levels  rose 
' significantly  higher  than  during  the  initial  oral  period  of 
administration.  In  the  second  part  of  the  study,  4 dif- 
ferent epileptic  patients  received  their  usual  oral  diphe- 
I nylhydantoin  dose  for  four  to  eleven  days.  They  were 
then  switched  to  IM  diphenylhydantoin  in  amounts 
equal  to  1.5  times  the  oral  dose.  After  six  to  ten  days, 
the  patients  were  changed  back  to  oral  diphenylhydan- 
toin in  doses  equal  to  one  half  the  original  oral  dosage. 
Plasma  diphenylhydantoin  levels  remained  relatively 
constant  throughout,  indicating  that  a dosage  adjust- 
ment is  necessary  when  switching  routes  of  administra- 
tion. 

The  decrease  and  then  rise  of  serum  concentrations  of 
diphenylhydantoin  when  shifting  from  oral  to  IM  and 
back  again,  can  be  explained  by  certain  properties  of  the 
drug.  When  it  is  injected  IM,  it  precipitates  into  the  in- 
jection site.  This  results  in  an  apparent  prolongation  of 
the  half-life  due  to  the  slow  release  of  the  drug.  Fur- 
thermore, when  patients  are  switched  back  to  oral  ad- 
ministration, significant  quantities  of  the  drug  continue 
to  be  released  from  muscle.  Thus  the  absorption  of  di- 
phenylhydantoin from  two  sites  (muscle  tissue  and  gas- 
trointestinal tract)  most  likely  accounts  for  the  elevation 
of  plasma  levels  when  oral  administration  is  resumed.5 

In  conclusion,  changes  in  absorption  rates  of  diphe- 
nylhydantoin may  create  difficulties  in  maintaining 
therapeutic  blood  levels  when  switching  from  the  oral  to 
the  IM  route  and  back  again.  Thus,  patients  should 


have  their  serum  diphenylhydantoin  levels  carefully 
monitored.  It  has  been  suggested  when  switching  from 
oral  to  IM  that  the  dose  should  be  two  times  the  initial 
oral  dosage  for  the  first  five  days  of  therapy.  Following 
the  return  to  oral  administration,  the  dose  during  the 
first  three  to  five  days  should  be  one  half  of  the  initial 
oral  dose.3 
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Drug  Information  Service  Newsletter.  Alta  Bates  Hospital, 
Berkeley,  California,  7:  1. 

Please  provide  me  with  information  concerning  the 
mixing  of  different  insulin  preparations. 

In  considering  the  mixture  of  various  insulin  prepara- 
tions, one  must  be  aware  of  the  fact  that  insulin  injec- 
tion U.S.P.  (regular  insulin)  is  of  two  types:  NRI  (that 
which  has  a neutral  pH)  and  ARI  (that  which  has  an 
acid  pH).1  Since  1973,  all  Lilly’s  regular  insulin  has 
been  NRI,  as  is  true  for  Squibb’s  U-100,  but  Squibb’s 
regular  U-40  and  U-80  are  of  the  ARI  type.2 

Unlike  ARI,  NRI  may  be  mixed  with  modified  insu- 
lins in  any  desired  proportions.2 

ARI  may  be  mixed  with  NPH  (isophane  insulin  sus- 
pension U.S.P.)  in  any  desired  ratio,  but  the  mixing 
should  be  done  immediately  prior  to  use  to  prevent 
physical  changes  which  may  cause  unpredictable  time 
activities.  ARI  may  be  mixed  with  insulin  zinc  suspen- 
sion U.S.P.  (Lente  insulin)  provided  that  the  ARI-insu- 
lin  zinc  ratio  does  not  exceed  1:1.  If  this  ratio  is  exceed- 
ed, the  pH  difference  results  in  an  unpredictable  time- 
activity  curve.  In  addition,  this  ARI-insulin  zinc  mix- 
ture should  be  used  immediately  following  mixing.3 
ARI  may  be  combined  with  PZI  (protamine  zinc  insulin 
suspension  U.S.P.)  but  because  of  the  excess  protamine 
in  PZI,  mixtures  of  ARI  with  PZI  in  a ratio  of  less  than 
1:1  may  have  the  same  activity  as  PZI  alone.  As  the 
ARI-PZI  combination  approaches  a 2:1  ratio,  a time-ac- 
tivity curve  approximating  that  achieved  with  NPH  is 
obtained.  When  the  ARI  to  PZI  ratio  exceeds  2:1,  the 
time-activity  curve  of  the  mixture  approaches  that  of  an 
ARI-NPH  combination.4 

Insulin  zinc  suspension  U.S.P.,  prompt  insulin  sus- 
pension U.S.P.  (Semilente  insulin),  and  extended  insu- 
lin zinc  suspension  U.S.P.  (Ultralente  insulin)  may  be 
combined  with  one  another  in  any  desired  ratio.3 

One  other  precaution  which  should  be  observed  when 
mixing  insulins  is  that  the  order  of  mixing  should  not  be 
altered.  Patients  who  must  mix  two  types  of  insulin 
should  be  cautioned  not  to  change  the  order  of  mixing  or 
the  model  and  brand  of  the  syringe  without  first  con- 
sulting their  physician  or  pharmacist.  The  reason  for 
the  warning  is  that  potential  dosage  errors  may  result 
when  regular  insulin  is  mixed  with  a modified  insulin  in 
syringe  systems  of  varying  design.  The  problem  is  at- 
tributed to  the  holdup  or  “dead  space”  volume  in  cer- 
tain designs  of  syringes.5 

In  conclusion,  NRI  offers  the  advantage  over  ARI  in 
that  it  can  be  mixed  with  the  modified  insulins  in  any 
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desired  ratio  and  does  not  have  to  be  prepared  immedi- 
ately before  use.  Moreover,  NRI  was  found  to  have  in- 
creased stability  when  compared  with  ARI  because  of  a 
slower  rate  of  deamination.1 

The  following  table  can  serve  as  a guide  for  mixing  in- 
sulins. 

Mixture  Proportion 

Neutral  regular  insulin  May  be  mixed  in  any 
with  modified  insulins  proportion 


Acid  regular  insulin  with 
isophane  insulin,  NPH 

Acid  regular  insulin  with 
insulin  zinc  suspension 

Acid  regular  insulin  with 
protamine  zinc  insulin, 
PZI 

Zinc  suspension  insulins 


May  be  mixed  in  any 
proportion* 

May  be  mixed  but  the 
ratio  should  not  ex- 
ceed 1:1* 

May  be  mixed  but  the 
ratio  is  important* 
(see  above) 

May  be  mixed  in  any 
proportion 


1.  Galloway,  J.  A.,  et  ai:  Diabetes  Mellitus,  Indianapolis, 
Indiana,  Lilly  Research  Laboratories,  1973,  p.  38. 

2.  Rosenbloom,  A.:  Advances  in  commercial  insulin  prepa- 
rations, Am.  J.  Dis.  Child.  128:  631  (Nov.)  1974. 

3.  American  Hospital  Formulary  Service,  Washington, 
D.C.,  American  Society  of  Hospital  Pharmacists,  1975,  vol.  68, 

p.  20.08. 

4.  Scheller,  J.  C.,  Jr.,  and  Ormsby,  M.  D.:  Frequently 

asked  questions  about  insulin,  Hosp.  Pharm.  6:  7 (1971). 

5.  Warnings  required  for  insulin  syringes,  A.S.H.P.  News- 
letter 8:  2 (Dec.)  1975. 


Please  provide  me  with  information  concerning  prod- 
ucts available  for  anergy  testing. 

Anergy,  an  immunologic  deficiency,  has  been  defined 
as  diminished  immediate  or  delayed  hypersensitivity  to 
specific  antigens.1  Since  certain  conditions  such  as 
Hodgkin’s  disease,  active  sarcoid,  metastatic  carcinoma, 
miliary  tuberculosis,  and  acute  leukemia  are  associated 
with  anergy,  the  determination  of  this  immune  deficit 
may  be  useful  as  a diagnostic  tool.2’3 

Anergy  may  be  evaluated  by  utilizing  delayed  hyper- 
sensitivity skin  tests  which  measure  preexisting  immu- 
nity to  microbial  agents  or  acquired  immunity  to  sensi- 
tizing chemicals.  Delayed  hypersensitivity  skin  tests 
with  antigens  such  as  tuberculin,  histoplasmin,  and  coc- 
cidioidin  are  reliable  for  determining  prior  infection  to 
the  respective  microbial  agents.  Negative  reactions 
usually  indicate  that  a patient  has  not  been  infected  or 
sensitized  to  the  agent  but  also  may  indicate  anergy.2 
Commonly  available  antigens  that  are  available  for  de- 
layed hypersensitivity  testing  (interpretations  of  the  re- 
sults range  from  twenty-four  to  seventy-two  hours)  in- 
clude: PPI)  (purified  protein  derivative)  (available 

from  various  companies  such  as  Parke,  Davis),  Candida 
(Hollister-Stier),  trichophyton  (Hollister-Stier),  strep- 
tokinase-streptodornase  (Varidase,  Lederle),  mumps 
(Eli  Lilly),  and  coccidioidin  (Cutter). 

In  addition,  DNCB  (dinitrochlorohenzene),1  a sensi- 
tizing chemical,  is  useful  in  diagnosing  anergy.  Experi- 
ence has  shown  that  when  DNCB  is  applied  to  the  skin, 
sensitization,  in  approximately  95  per  cent  of  the  popu- 
lation, takes  place  in  the  form  of  an  allergic  reaction 
which  occurs  within  seven  to  twenty-one  days.  DNCB 

* Must  be  mixed  immediately  prior  to  use. 

1 Not  commercially  available  as  a skin  test;  available  as  a 
chemical  from  various  companies. 


offers  the  advantage  that  previous  exposure  is  not  re- 
quired. A negative  response  (no  allergic  reaction)  may 
be  equated  with  immune  impairment. 

Briggs3  stated  that  mumps  antigen  alone  may  be  used 
as  a test  for  anergy,  since  most  of  the  normal  population 
has  been  exposed  to  mumps  virus  and  therefore  will 
react  positively. 

However,  Palmer  and  Reed4  evaluated  delayed  hyper- 
sensitivity responsive  rates  in  a large  hospitalized  popu- 
lation for  sensitivity  to  six  skin  test  antigens  (PPD,  his- 
toplasmin, coccidioidin,  mumps,  Candida,  and  tricho- 
phyton). They  found  that  the  reactivity  rates  to  the  an- 
tigens were  mumps  68,  Candida  63,  trichophyton  62,  tu- 
berculin 33,  histoplasmin  26,  and  coccidioidin  13  per 
cent.  The  combination  of  PPD,  mumps,  Candida,  and 
trichophyton  gave  an  overall  reactivity  rate  of  91  per 
cent.  The  addition  of  histoplasmin  or  coccidioidin  re- 
sulted in  an  increase  of  less  than  1 per  cent  each  in  reac- 
tivity rates  of  the  total  population.  When  all  six  anti- 
gens were  used,  92.4  per  cent  of  the  total  population 
were  sensitive  to  one  or  more  antigens,  leaving  7.6  per 
cent  who  reacted  to  none,  and  many  of  the  patients  who 
were  anergic  to  all  antigens  tested  had  such  illnesses  as 
uremia  or  cancer,  or  were  receiving  steroid  medication 
which  is  known  to  be  associated  with  anergy. 

In  conclusion,  it  appears  that  no  single  test  is  always  : 
satisfactory  in  anergy  screening.  A battery  of  tests,  uti- 
lizing commonly  available  antigens,  may  be  necessary  to 
determine  this  immunologic  deficit. 

1.  Dorland’s  Illustrated  Medical  Dictionary,  25th  ed.,  Phil-  j 
adelphia,  W.  B.  Saunders  Co.,  1974,  p.  86. 

2.  Delayed  hypersensitivity  skin  testing,  Pharm.  Bull.  5:  1 j| 
(July)  1975. 

3.  Briggs,  J.:  Delayed  hypersensitivity  skin  testing,  PRN 

Memorial  Hospital  Medical  Center  of  Long  Beach  8:  1 (Apr.)  fi 
1975. 

4.  Palmer,  D.  L.,  and  Reed,  W.  P.:  Delayed  hypersensitivi-  I 
ty  skin  testing,  J.  Infect.  Dis.  130:  132  (Aug.)  1974. 

What  is  the  drug  of  choice  for  postpartum  lactation 
suppression? 

The  most  commonly  used  hormonal  agents  for  post-  I 
partum  lactation  suppression  include  oral  DES  (diethyl- 
stilbestrol),  oral  chlorotrianisene  (TACE),  and  a paren-  I 
teral  preparation,  TEEV,  containing  in  each  2 ml.  360 
mg.  testosterone  enanthate  with  16  mg.  estradiol  valer-  j 
ate  (Deladumone  OB).  It  appears  that  the  agents  men-  w 
tioned  either  reflexly  lead  to  the  release  of  the  prolactin-  H 
inhibiting  factor  or  act  directly  in  an  unexplained  man- 1 
ner  on  the  mammary  gland.1’2  DES  is  usually  adminis-  U 
tered  in  a dosage  of  5 mg.  one  to  three  times  daily  for  a 
total  of  30  mg.3  (approximate  cost  to  pharmacist  ranges 
from  6 to  15  cents).  Chlorotrianisene,  a synthetic  non- 1 
steroidal  estrogenic  substance,  is  usually  administered 
in  one  of  three  ways:  one  12-mg.  capsule  four  times 

daily  for  seven  days  (approximate  cost  to  pharmacist 
$2.20),  two  25-mg.  capsules  every  six  hours  for  six  doses 
(approximate  cost  to  pharmacist  $1.90),  or  one  72-mg. 
capsule  twice  daily  for  two  days4’5  (approximate  cost  tol 
pharmacist  $2.15).  TEEV  is  usually  administered  once 
as  a 2-ml.  intramuscular  injection6  (approximate  cost  tot  l 
pharmacist  $3.60).*  * 

Morris  et  al.1  conducted  a douhle-blind,  placebo-con- 
trolled study  on  484  puerperal  patients  who  did  not  wish 
to  breast  feed  their  newborn  infants.  They  treated  the 
patients  with  one  of  three  preparations:  oral  chlorotri 

**  Prices  based  on  1975  Red  Book,  Oradell,  New  Jersey!  i 
Medical  Economics  Co.,  1975. 
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anisene,  TEEV,  or  placebo.  Each  patient  was  examined 
during  her  hospital  stay  and  received  a questionnaire 
which  was  to  he  completed  fourteen  days  after  delivery. 
In  addition,  each  patient  was  especially  urged  to  return 
for  a follow-up  visit  approximately  six  weeks  after  deliv- 
ery. The  results  indicated  that  both  drugs  were  signifi- 
| cantly  more  effective  than  placebo  for  the  relief  of 
l breast  engorgement,  breast  discomfort,  and  inhibition  of 
i lactation;  TEEV  was  reported  as  being  superior  to  chlo- 
rotrianisene. 

Schwartz  et  al.H  evaluated  four  methods  of  postpar- 
tum lactation  suppression  in  353  patients  in  a double- 
blind  controlled  study.  At  days  three  and  four  of  the 
hospital  stay,  patients  fitted  with  a tight  brassiere  and 
i treated  with  either  oral  chlorotrianisene,  oral  DES,  or 
intramuscular  TEEV,  experienced  significantly  less 
breast  tenderness  and  lactation  than  patients  fitted  with 
! a tight  brassiere  and  given  an  oral  placebo.  At  day  four, 
TEEV  and  DP'S  appeared  significantly  better  than  chlo- 
rotrianisene in  these  parameters.  A total  of  124  pa- 
tients (48  per  cent)  experienced  continued  or  rebound 
breast  engorgement  after  discharge  from  the  hospital. 
While  there  were  no  significant  differences  among  the 
four  different  treatment  groups,  the  authors  stated  that 
slightly  fewer  TEEV  patients  reported  this.  The  mean 
number  of  days  before  these  patients  experienced  breast 
engorgement,  however,  was  highest  for  patients  who  had 
received  chlorotrianisene  and  lowest  for  patients  who 
had  received  DES. 

Few  reports  have  compared  adverse  effects  of  the 
therapies  noted  for  postpartum  lactation  suppression.2 
General  untoward  effects  reported  with  DES  include 
nausea  and  vomiting,  abdominal  distress  or  pain,  uter- 
ine bleeding,  anorexia,  diarrhea,  vertigo,  headache,  and 
cutaneous  rashes.3  Those  reported  with  TEEV  include 
virilization  (manifested  by  hirsutism,  changes  in  the 
voice,  and  acne),  pain  at  the  injection  site,  convulsions, 
cholestatic  jaundice,  uterine  bleeding,  and  localized  der- 
matitis.6 Chlorotrianisene  use  has  been  associated  with 
untoward  effects,  such  as,  gastrointestinal  side-effects, 
edema,  and  skin  reactions.5  It  should  also  be  noted  that 
any  estrogen  or  drug  combination  containing  estrogen  is 
contraindicated  in  patients  with:  (l)a  family  or  per- 

sonal history  of  suspected  or  established  breast  or  geni- 
tal cancer;  (2)  present  or  prior  thromboembolic  disor- 
ders or  cerebral  apoplexy;  (3)  impaired  liver  function; 
(4)  vaginal  bleeding  of  unknown  cause;)  Hodgkin’s  dis- 
ease or  malignant  melanoma;  (6)  plans  for  immediate 
3 elective  surgery;  or  (7)  hypertension.2  In  addition,  an 
. increased  incidence  of  thromboembolism  has  been  asso- 
ciated with  the  suppression  of  lactation  by  estrogens.9 

One  difference  noted  between  the  various  forms  of 
=.  drug  therapy  is  that  the  stimulus  of  suckling  or  any 
. breast  manipulation  may  greatly  antagonize  the  inhibi- 
..  torv  effect  of  TEEV.  Thus,  those  patients  w7ho  after  re- 
: ceiving  TEEV  change  their  minds  and  wish  to  nurse 
their  babies  may  be  able  to  do  so.2 

In  conclusion,  our  search  has  not  uncovered  clear-cut 
significant  differences  among  the  various  drug  regimens 
for  postpartum  lactation  suppression,  although  several 
. of  the  authors  appeared  to  prefer  TEEV.  The  various 
. :orms  of  therapy  were  significantly  superior  to  placebo 
vhen  evaluated  during  the  hospital  stay,  but  did  not 
. iffer  any  significant  advantage  in  preventing  breast  en- 
gorgement after  discharge  from  the  hospital.  TEEV, 
he  most  expensive  therapy,  apparently  differs  from  the 


other  drugs  because  its  inhibitory  effect  on  lactation  can 
be  antagonized. 

1 Llewellyn-Jones,  D.:  Inhibition  of  lactation,  Drugs  10: 
121  (1975). 

2.  Vorherr,  H.:  Suppression  of  postpartum  lactation,  Post- 
grad. Med.  52:  145  (1972). 

3.  Physicians’  Desk  Reference,  Oradell,  N.J.,  Medical  Eco- 
nomics Co.,  1975,  p.  921. 

4.  American  Hospital  Formulary  Service,  Washington, 
D.C.,  American  Society  of  Hospital  Pharmacists,  1969,  vol.  68, 

p.  16. 

5.  Physicians'  Desk  Reference,  Oradell,  N..J.,  Medical  Eco- 
nomics Co.,  1975,  p.  1070. 

6.  Ibid.:  p.  1416. 

7.  Morris,  J.  A.,  et  al .:  Inhibition  of  puerperal  lactation, 
Obst.  & Gynec.  36:  107  ( 1970). 

8.  Schwartz,  D.  .J.,  et  al.:  A clinical  study  of  lactation  sup- 
pression, ibid.  42:  599  (Oct.)  1973. 

9.  Daniel,  D.  G.,  et  al.:  Puerperal  thromboembolism  and 
suppression  of  lactation.  Lancet  2:  287  (1967). 

Recent  reports  in  the  New  York  Times  and  New  York 
Post  stated  that  metronidazol  has  been  shown  to  cause 
malignant  tumors  in  mice  and  rats.  Please  provide  in- 
formation concerning  same. 

Metronidazole  (Flagyl)  is  a systemic  trichomonicide 
and  amebacide  which  has  been  used  extensively  since 
1960  and  has  recently  been  shown  to  be  active  against 
various  anaerobic  bacteria,  including  organisms  which 
demonstrated  significant  resistance  to  many  antimicro- 
bial agents.1 

In  long-term  studies,  metronidazole  has  been  reported 
to  increase  the  incidence  of  lung  tumors  and  malignant 
lymphomas  in  Swiss  mice,  the  incidence  of  mammary 
tumors  in  female  Sprague  Dawley  rats,2  and  the  muta- 
tion rate  in  some  strains  of  bacteria.3  For  this  reason, 
Ralph  Nader’s  Health  Research  Group  of  Washington, 
D.C.,  urged  the  FDA  "to  take  prompt  action  against  the 
use  of  metronidazole  for  the  treatment  of  trichomonas 
vaginitis  because  the  drug  causes  cancer,  gene  muta- 
tions, and  birth  defects.”  It  must,  however,  be  noted 
that  there  are  no  reports  of  metronidazole  inducing  tu- 
mors in  human  beings.4 

The  following  statement  has  been  released  by  the 
Commissioner  of  Food  and  Drugs5: 

The  FDA  shares  your  concern  over  the  carcinoge- 
nicity of  metronidazole  in  rodents.  Nevertheless,  the 
available  evidence  indicates  that  the  total  dose  of  me- 
tronidazole given  to  patients  is  of  such  a low  order  of 
magnitude,  when  compared  to  the  life-span  doses 
given  to  rodents,  that  the  element  of  carcinogenic  risk 
in  treating  trichomoniasis  is  very  low. 

Further,  it  is  our  conclusion,  which  is  shared  by 
many  experts  and  by  our  OB-GYN  Advisory  Commit- 
tee, that  trichomonal  vaginitis  is  an  important  dis- 
ease— causing  much  suffering  among  its  victims,  and 
that  metronidazole  is  the  only  drug  currently  mar- 
keted in  this  country  which  is  effective  in  its  cure. 

We  therefore  conclude  that  benefit-risk  consider- 
ations at  this  time  indicate  that  metronidazole  should 
continue  to  be  available  for  the  treatment  of  tricho- 
moniasis, with  labeling  which  includes  an  adequate 
discussion  of  animal  carcinogenicity  and  possible  car- 
cinogenic hazard  to  humans  and  provides  guidance  on 
appropriate  uses  of  the  drug.  The  labeling  is  current- 
ly undergoing  revision  with  respect  to  the  indications 
and  warnings  section,  and  a box  warning  is  being  de- 
veloped. 
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Medical  News 


Proposal  to  withdrawal  of  drug 

The  Food  and  Drug  Administration  on  January  9 pro- 
posed to  withdraw  approval  for  the  use  of  the  drug  di- 
ethylstilbestrol  (DES)  as  a growth  promotant  in  cattle 
and  sheep. 

This  action  is  based  on  continued  findings  of  DES 
residues,  a synthetic  estrogen,  in  livers  from  these  ani- 
mals. Under  a 1962  law,  DES  is  allowed  as  a drug  in  an- 
imals used  for  human  consumption  only  so  long  as  no 
residues  are  found  in  edible  tissues  after  slaughter. 

FDA  previously  attempted  to  ban  DES  as  a growth 
promotant  in  animals,  but  the  U.S.  Court  of  Appeals  for 
the  District  of  Columbia  in  1974  over-turned  the  ban  be- 
cause it  concluded  that  the  Agency  had  not  provided  the 
manufacturers  of  DES  adequate  opportunity  for  a hear- 
ing.^ 

The  January  9th  proposal  gives  manufacturers  of 
DES  thirty  days  to  request  a hearing.  If  no  request  is 
received,  FDA  will,  at  the  end  of  the  thirty  days,  finalize 
withdrawal  of  the  drug.  If  a hearing  is  requested  and 
properly  justified,  it  will  be  held  as  soon  as  possible. 

Material  for  inclusion  in  the  medical  news  section  must  he 
received  eight  weeks  prior  to  publication  date. 


At  the  same  time  FDA  takes  final  action  on  the  nev 
proposal  to  ban  this  use  of  DES,  it  also  will  revoke  th< 
scientific  methods  approved  in  1963  for  detecting  DE£ 
residues  in  meat.  These  methods  are  outdated  and  in 
adequate  to  detect  DES  residues. 

Diethylstilbestrol  was  originally  marketed  for  use  ii 
cattle  and  sheep  in  the  mid-1950’s.  In  1962,  Congres 
amended  the  anticancer  provision  of  the  law  specificall; 
to  permit  the  continued  use  of  DES  so  long  as  no  resi 
dues  were  found  in  edible  meat. 

The  “official”  method  to  detect  DES,  designated  b 
FDA  as  Congress  specified,  uncovered  no  residues.  I 
1972  and  1973,  however,  the  U.S.  Department  of  Agri 
culture  (USDA)  began  detecting  DES  residues  in  edibl 
tissues  of  test  animals  using  a new  method  more  sens 
tive  than  the  “official”  method. 

At  this  point  FDA  decided  to  seek  a ban  on  DES. 

Two  manufacturers  of  DES  implants  and  three  mani 
facturers  of  feed  opposed  the  action.  The  U.S.  Court  < 
Appeals  for  the  District  of  Columbia  Circuit  subs< 
quently  ruled  against  FDA. 

Since  the  1974' U.S.  Circuit  Court  decision  reinstate 
of  DES,  the  U.S.  Department  of  Agriculture  h: 

continued  on  page  4 
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Obituaries 


Hickmet  K.  Arida,  M.D.,  of  Brooklyn,  died  on  January 
8 at  the  age  of  sixty-six.  Dr.  Arida  graduated  in  1984 
from  Long  Island  College  of  Medicine.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

VVeiyu  Chen,  M.D.,  of  Brooklyn,  died  on  January  8 at 
the  age  of  forty-three.  Dr.  Chen  received  his  medical 
degree  from  the  University  of  Taiwan  in  1958.  He  was 
an  assistant  obstetrician  and  gynecologist  at  Brooklyn- 
Cumberland  Medical  Center.  Dr.  Chen  was  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and  Gynecol- 
ogy, a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists,  and  a member  of  the  American  Fer- 
tility Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Harold  Cohen,  M.D.,  of  Brooklyn  and  North  Wood- 
mere,  died  on  October  5 at  the  age  of  sixty.  Dr.  Cohen 
graduated  in  1939  from  the  University  of  Sheffield  Fac- 
ulty of  Medicine.  He  was  an  adjunct  in  internal  medi- 
cine at  Jewish  Hospital  and  Medical  Center  of  Brook- 
lyn. Dr.  Cohen  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

. Douglas  Kenneth  Croll,  M.D.,  of  Pomona  and  Bar- 

* donia,  died  on  January  20  at  the  age  of  forty-five.  Dr. 
Croll  graduated  in  1953  from  Oxford  University  School 
of  Medicine.  He  was  an  assistant  psychiatrist  at  Good 
Samaritan  Hospital  (Suffern).  Dr.  Croll  was  a member 
of  the  Rockland  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 

..  Medical  Association. 

S 

Severin  Czesnykowski,  M.D.,  of  Schaghticoke,  died  on 
December  6 at  the  age  of  sixty-eight.  Dr.  Czesnykowski 
received  his  medical  degree  from  the  University  of 

. Prague  in  1936.  He  was  a member  of  the  American 
Geriatrics  Society,  the  American  Academy  of  Family 
Physicians,  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 

. American  Medical  Association. 

George  Leon  Daniels,  M.D.,  of  Port  Chester,  died  on 
December  31  at  the  age  of  seventy-four.  Dr.  Daniels 
graduated  in  1927  from  Yale  University  School  of  Medi- 
cine. He  was  an  honorary  emeritus  family  practitioner 
at  United  Hospital.  Dr.  Daniels  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Westches- 
ter County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

William  A.  De  Gregorio,  M.D.,  of  Mount  Kisco,  died 
on  January  16.  Dr.  De  Gregorio  received  his  medical 


degree  from  the  University  of  Lausanne  in  1955. 

John  Charles  Donovan,  M.D.,  of  Rochester,  died  on 
January  5.  Dr.  Donovan  graduated  in  1945  from  the 
University  of  Rochester  School  of  M dicine.  He  was  a 
senior  associate  obstetrician  and  gynecologist  at  Strong 
Memorial  Hospital.  Dr.  Donovan  was  a Diplomate  of 
the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  American  Associa- 
tion of  Obstetricians  and  Gynecologists,  the  American 
Gynecological  Society,  and  the  Rochester  Academy  of 
Medicine. 

Herman  M.  Epstein,  M.D.,  of  Peekskill,  died  on  De- 
cember 3 at  the  age  of  sixty-seven.  Dr.  Epstein  gradu- 
ated in  1932  from  Hahnemann  Medical  College  of  Phila- 
delphia. He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  American  Geriatrics  Society,  the 
Westchester  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Lindsay  James  Ervin,  M.D.,  of  Rome,  died  on  January 
14  at  the  age  of  sixty-five.  Dr.  Ervin  graduated  in  1937 
from  Rush  Medical  College.  He  was  an  attending  oto- 
laryngologist at  Rome  Hospital  and  Murphy  Memorial 
Hospital  and  a consulting  otolaryngologist  at  Marcy 
State  Hospital.  Dr.  Ervin  was  a Diplomate  of  the 
American  Board  of  Preventive  Medicine,  Inc.  (Aero- 
space Medicine),  a Fellow  of  the  American  College  of 
Preventive  Medicine,  and  a member  of  the  Aerospace 
Medical  Association,  the  Rome  Academy  of  Medicine, 
the  Oneida  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New'  York,  and  the  American  Medical 
Association. 

Arthur  Fankhauser,  M.D.,  of  Brooklyn,  died  on  Janu- 
ary 3 at  the  age  of  seventy-five.  Dr.  Fankhauser  gradu- 
ated in  1924  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  physician  in 
medicine  at  Kings  County  Hospital  Center,  Brooklyn 
Women’s,  Midwood,  Caledonian,  and  Unity  Hospitals. 
Dr.  Frankhauser  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of  the  New 
York  State  Society  of  Internal  Medicine,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Charles  Joseph  Garofalo,  M.D.,  of  Chatham,  New 
Jersey,  formerly  of  Brooklyn,  died  on  December  21  at 
the  age  of  eighty-three.  Dr.  Garofalo  graduated  in  1920 
from  Queen’s  University  Faculty  of  Medicine,  Ontario. 
He  was  a Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  American  Academy 
of  Facial  Plastic  and  Reconstruction  Surgery,  the  Amer- 
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ican  Geriatrics  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Milton  J.  Goodfriend,  M.D.,  of  New  York  City,  died  on 
January  5 at  the  age  of  seventy-seven.  Dr.  Goodfriend 
graduated  in  1919  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  obstetri- 
cian and  gynecologist  at  Bronx-Lebanon  Hospital  Cen- 
ter and  Jewish  Memorial  Hospital  and  an  honorary  ob- 
stetrician and  gynecologist  on  the  medical  staff  at  Mor- 
risania  City  Hospital.  Dr.  Goodfriend  was  a Fellow  of 
the  American  College  of  Surgeons,  a Fellow  of  the  Amer- 
ican College  of  Obstetricians  and  Gynecologists,  and  a 
member  of  the  New  York  Academy  of  Medicine,  the 
Bronx  County  Medical  Society  (and  a past  president), 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Don  Ulinn  Gould,  M.D.,  of  Sherburne,  died  on  January 
6 at  the  age  of  ninety-four.  Dr.  Gould  graduated  in 
1905  from  Baltimore  Medical  College.  Retired,  he  was 
a member  of  the  Chenango  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Abraham  Halberstein,  M.D.,  of  Flushing,  died  on  De- 
cember 7 at  the  age  of  seventy-three.  Dr.  Halberstein 
graduated  in  1928  from  New  York  Homeopathic  Medi- 
cal College  and  Flower  Hospital.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Queens,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Theodore  Hazzard,  M.D.,  of  Jaffrey  Center, 
New  Hampshire,  formerly  of  New  York  City  and  Mount 
Kisco,  died  on  December  19.  Dr.  Hazzard  graduated  in 
1932  from  Columbia  University  College  of  Physicians 
and  Surgeons.  Retired,  Dr.  Hazzard  was  a Diplomate  of 
the  American  Board  of  Urology  and  a member  of  the 
American  Urological  Association. 

Edward  Kenneth  Horton,  M.D.,  of  Rockville  Centre, 
died  on  December  21  at  the  age  of  seventy-seven.  Dr. 
Horton  graduated  in  1926  from  Cornell  University  Med- 
ical College.  He  was  an  honorary  physician  in  family 
medicine  at  South  Nassau  Communities  Hospital 
(Oceanside).  Dr.  Horton  was  a member  of  the  Ameri- 
can Academy  of  Family  Physicians,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Abraham  Keesing,  M.D.,  of  The  Bronx,  died  on  Janu- 
ary 1 at  the  age  of  ninety-one.  Dr.  Keesing  received  his 
medical  degree  from  the  University  of  Amsterdam  in 
1906.  He  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Martin  Mandel  Kurzner,  M.D.,  of  New  York  City, 
died  on  December  24  at  the  age  of  forty-nine.  Dr. 
Kurzner  graduated  in  1948  from  the  University  of  Ar- 
kansas School  of  Medicine.  He  was  an  associate  obste- 
trician and  gynecologist  at  Jewish  Memorial  Hospital, 
an  associate  gynecologist  at  St.  Elizabeth's  Hospital, 
and  an  assistant  adjunct  obstetrician  and  gynecologist 


at  Lenox  Hill  Hospital.  Dr.  Kurzner  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a Fellow  of  the  American  College  of 
Surgeons. 

Roland  Boivan  Laury,  M.D.,  of  Jamestown,  died  on 
December  9 at  the  age  of  fifty-eight.  Dr.  Laury  gradu- 
ated in  1943  from  the  University  of  Rochester  School  of 
Medicine.  He  was  an  attending  surgeon  at  Jamestown 
General  Hospital  and  an  attending  urologist  at  Wom- 
an’s Christian  Association  Hospital.  Dr.  Laury  was  a 
Diplomate  of  the  American  Board  of  Urology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member  of 
the  American  Urological  Association,  the  American  Fer- 
tility Society,  the  Chautauqua  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Rudolph  E.  Machan,  M.D.,  of  Mamaroneck,  died  on 
January  5 at  the  age  of  sixty-three.  Dr.  Machan  gradu- 
ated in  1937  from  the  University  of  Cincinnati  College 
of  Medicine.  He  was  an  attending  physician  in  family  ! 
practice  at  United  Hospital.  Dr.  Machan  was  a member 
of  the  Westchester  Academy  of  Medicine,  the  Westches- 
ter County  Medical  Society,  the  Medical  Society  of  the  ( 
State  of  New  York,  and  the  American  Medical  Associa-  * 
tion. 

Hubert  Mann,  M.D.,  of  New  York  City,  died  on  De-  I 
cember  22.  Dr.  Mann  graduated  in  1917  from  Johns  c| 
Hopkins  University  School  of  Medicine.  He  was  a Fel-  i 
low  of  the  American  College  of  Chest  Physicians  and  a 
member  of  the  New  York  Academy  of  Medicine. 

Gustave  Nemhauser,  M.D.,  of  New  York  City,  died  on 
December  16  at  the  age  of  seventy.  Dr.  Nemhauser  : 
graduated  in  1930  from  University  and  Bellevue  Hospi- 
tal Medical  College.  He  was  an  assistant  physician  in 
cardiology  at  French  and  Polyclinic  Medical  School  and 
Health  Center.  Dr.  Nemhauser  was  a member  of  the 
Industrial  Medical  Association,  the  New  York  State  So- 
ciety of  Industrial  Medicine,  the  New  York  County  - 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Richard  Arthur  O’Brien,  M.D.,  of  Corning,  died  on 
December  27  at  the  age  of  seventy-three.  Dr.  O’Brien  i 
graduated  in  1928  from  Vanderbilt  University  School  ol 
Medicine.  He  was  an  emeritus  physician  at  Corning 
Hospital.  Dr.  O’Brien  was  a member  of  the  Steuben 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Harry  Lawrence  Orlov,  M.D.,  of  New  York  City,  died 
on  November  7 at  the  age  of  seventy-six.  Dr.  Orlov  I 
graduated  in  1934  from  Tulane  University  School  of 
Medicine.  He  was  an  associate  physician  at  the  Hospi 
tal  for  Joint  Diseases.  Dr.  Orlov  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

James  Risley  Reuling,  M.D.,  of  Windermere,  Florida 
formerly  of  Bayside,  died  on  December  27  at  the  age  oj  j 
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eighty-six.  Dr.  Reuling  graduated  in  1914  from  Jeffer- 
son Medical  College  of  Philadelphia.  He  had  been  a 
consulting  physician  at  Queens  Hospital  Center  and 
Peninsula  General  Hospital.  Dr.  Reuling  was  a Fellow 
of  the  American  College  of  Physicians  and  a member  of 
the  New  York  Academy  of  Medicine,  the  Medical  Soci- 
ety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Wolfe  Richer,  M.D.,  of  Roslyn,  died  on  Janu- 
ary 18  at  the  age  of  sixty-eight.  Dr.  Rieber  graduated  in 
1933  from  the  University  of  Virginia  School  of  Medicine. 
He  was  a consultant  in  respiratory  diseases  at  North 
Shore  Hospital,  an  off  service  physician  in  internal  med- 
icine at  Long  Island  Jewish-Hillside  Medical  Center, 
and  a consultant  in  pulmonary  diseases  at  St.  Francis 
Hospital  (Roslyn).  Dr.  Rieber  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Pulmonary  Dis- 
eases), a Fellow  of  the  American  College  of  Physicians,  a 
Fellow  of  the  American  College  of  Chest  Physicians,  and 
a member  of  the  American  Thoracic  Society,  the  Medi- 
cal Society  of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Nathan  Robbins,  M.D.,  of  New  York  City  and  Flush- 
' ing,  died  on  December  6 at  the  age  of  sixty-six.  Dr. 
Robbins  graduated  in  1935  from  George  Washington 
University  School  of  Medicine.  He  was  an  associate  ob- 
stetrician and  gynecologist  at  Beth  Israel  Hospital.  Dr. 
Robbins  was  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Joseph  Rosenheck,  M.D.,  of  Wantagh,  died  on  Decem- 
ber 22  at  the  age  of  seventy-six.  Dr.  Rosenheck  gradu- 
ated in  1924  from  Cornell  University  Medical  College. 
He  was  an  attending  physician  in  family  practice  at 
I Central  General  Hospital  (Plainview).  Dr.  Rosenheck 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  American  Board  of  Legal  Medicine,  the  Nas- 
sau County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Morris  Archie  Sager,  M.D.,  of  New  York  City,  died  on 
December  5 at  the  age  of  eighty-three.  Dr.  Sager  gradu- 
ated in  1914  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  American 
Academy  of  Compensation  Medicine,  Inc.,  the  American 
Urological  Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Adele  Sicular,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 12  at  the  age  of  seventy-six:  Dr.  Sicular  graduated 
in  1927  from  Columbia  University  College  of  Physicians 
and  Surgeons.  She  was  a member  of  the  American  Psy- 
chiatric Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Carl  Frederick  Siekmann,  M.IJ.,  of  Kenmore  and 
Buffalo,  died  on  November  23  at  the  age  of  seventy- 
nine.  Dr.  Siekmann  graduated  in  1928  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  a mem- 
ber of  the  American  Academy  of  Dermatology,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Allen  Inez  Simon,  M.D.,  of  New  York  City,  died  on  De- 
cember 27  at  the  age  of  sixty-eight.  Dr.  Simon  received 
her  medical  degree  from  the  University  of  Berlin  in 
1932.  She  was  an  assistant  pyschiatrist  at  Bronx  Mu- 
nicipal Hospital  Center.  Dr.  Simon  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry) and  a member  of  the  American  Psychiatric  As- 
sociation, the  American  Psychoanalytic  Association,  the 
American  Geriatrics  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Dewey  H.  Steffenhagen,  M.D.,  of  Canajoharie,  died  on 
December  6 at  the  age  of  seventy-seven.  Dr.  Steffenha- 
gen graduated  in  1929  from  the  Syracuse  University 
College  of  Medicine.  He  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Geriatrics 
Society,  the  Montgomery  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arnold  Treitman,  M.D.,  of  Hewlett,  died  on  Januray  1 
at  the  age  of  sixty-six.  Dr.  Treitman  graduated  in  1932 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  an  attending  physician  in  internal  medicine  on 
the  medical  staff  at  Long  Island  Jewish-Hillside  Medi- 
cal Center  and  an  attending  physician  in  internal  medi- 
cine at  South  Nassau  Communities  Hospital.  Dr.  Treit- 
man was  a Fellow  of  the  American  College  of  Cardiology 
and  a member  of  the  American  Geriatrics  Society,  the 
New  York  State  Society  of  Internal  Medicine,  the  Nas- 
sau County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Bruce  P.  Webster,  M.D.,  of  New  York  City,  died  on 
January  5 at  the  age  of  seventy-four.  Dr.  Webster  grad- 
uated in  1925  from  McGill  University  Faculty  of  Medi- 
cine. He  was  a consultant  in  medicine  at  The  New  York 
Hospital.  Dr.  Webster  was  a Diplomate  of  the  Ameri- 
can Board  of  Internal  Medicine  and  a member  of  the 
American  Society  for  Clinical  Investigation,  the  Society 
for  Experimental  Biology  and  Medicine,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frederick  William  Williams,  M.D.,  of  Waterford,  Ver- 
mont, formerly  of  Yorktown  Heights,  died  on  December 
24  at  the  age  of  seventy-six.  Dr.  Williams  graduated  in 
1926  from  University  and  Bellevue  Hospital  Medical 
College.  He  had  been  a consultant  in  diabetes  at  Union 
Hospital  of  The  Bronx,  New  York  Eye  and  Ear  Infirma- 
ry, St.  Francis,  St.  Elizabeth,  Morrisania  City,  Law- 
rence, and  Peekskill  Hospitals.  Dr.  Williams  was  a Fel- 
low of  the  American  College  of  Physicians  and  a mem- 
ber of  the  New  York  Academy  of  Medicine,  and  the 
Clinical  Society,  New  York  Diabetes  Association. 
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Sigmund  Martin  Wolter,  M.D.,  of  New  York,  died  on 
December  19.  Dr.  Wolter  received  his  medical  degree 
from  the  University  of  Warsaw  in  1924. 

Meir  Yoeli,  M.D.,  of  New  York  City,  died  on  December 
5 at  the  age  of  sixty-three.  Dr.  Yoeli  received  his  medi- 
cal degree  from  the  University  of  Basel  in  1939.  He  was 


a consulting  physician  in  parasitology  at  St.  Vincent’s 
Medical  Center  of  Richmond.  Dr.  Yoeli  was  a member 
of  the  American  Society  of  Tropical  Medicine  and  Hy- 
giene, the  American  Public  Health  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 


Correction 

In  the  article  “Hypertension  in  High  School  Students,”  by  Lenore  S.  Levine,  M.D.,  John  E.  Lewy,  M.D.,  and 
Maria  I.  New,  M.D.,  (January,  1976,  Journal,  page  40)  Dr.  Lenore  was  listed  as  recipient  of  a Career  Scientist 
Award  of  the  Health  Research  Council  of  the  City  of  New  York.  Dr.  New  was  the  author  who  should  have 
been  so  listed. 


continued  from  page  382 

. . . .”  (reference  page  14)  “To  command  a higher  price 

some  manufacturers  add  one  or  more  ingredients  and 
several  million  dollars  worth  of  advertising  to  convince 
the  public  that  they  offer  something  better  than  plain 
old  aspirin.”  (reference  page  15) 

The  F.T.C.  feels  consumers  have  been  deprived  of  the 
benefits  of  competition.  Really.  Those  ‘benefits’  are 
higher  prices  and  mass  confusion.  Isn’t  the  public  bom- 
barded enough  by  misleading  claims  and  outright 
quackery?  Shall  ethics  be  eradicated? 

Premedical  students  have  been  sabotaging  one  anoth- 
er’s lab  works  in  order  to  reduce  the  graduate  school 
competition.  If  the  F.T.C.  idea  becomes  law,  only  those 
students  found  guilty  of  this  misconduct  ought  to  get 
into  medical  school.  For  who  else  except  a conartist 
could  advertise,  “I’m  the  greatest”  and  not  be  Mo- 
hammed Ali? 

LOIS  GREENE  STONE 
5 Wide  Waters  Lane 
Pittsford,  N.Y.  14534 

Soviet  Jewish  scientists 

To  the  Editor:  Over  the  past  several  months,  there  has 
been  increasing  world  concern  over  the  fate  of  Soviet 
Jewish  physicians,  scientists,  and  intellectuals  who  have 
sought  to  emigrate  to  Israel  and  elsewhere.  Often  dis- 
missed from  their  jobs,  barred  from  their  laboratories, 
or  demoted  to  menial  tasks,  they  live  with  the  fear  that 
they  will  be  arrested  or  imprisoned,  perhaps  in  a mental 
hospital,1  or  that  permission  to  emigrate  will  never  be 
granted  to  them.  Some  case  histories  will  illustrate: 

Dr.  Mikhail  Shtern,  former  Chief  of  Endocrinology  at 
Vinnitsa  Hospital  in  the  Ukraine,  was  recently  sen- 


tenced to  eight  years  imprisonment  for  accepting 
“bribes”  from  his  patients.  Leading  Western  jurists 
have  stated  that  the  fact  that  Shtern’s  two  sons  had  ap- 
plied to  go  to  Israel  had  much  more  to  do  with  his  con- 
viction than  any  violation  of  Soviet  law.2 

Dr.  Ilya  Glezer,  noted  neuroanatomist,  is  now  serving 
the  last  three  years  of  a six-year  prison  term  for  alleged 
“anti-Soviet  propaganda.”  His  crime  consisted  of  writ- 
ing a letter  concerning  Soviet  anitsemitism.3 

There  are  other  physicians  imprisoned,  and  still  more 
denied  the  right  to  practice  since  requesting  exit  visas. 
The  Western  medical  community  must  now  demand  the 
rights  of  free  emigration  and  freedom  to  practice  with- 
out harrassment  because  of  one’s  personal  beliefs  for 
their  colleagues  in  the  Soviet  Union.  Western  physi- 
cians planning  to  travel  to  Russia  can  be  particularly  ef- 
fective by  raising  these  issues  with  their  Russian  hosts, 
and  by  pointing  out  that  if  scientific  and  technical  inter- 
change is  to  continue  with  the  West,  it  must  be  based  on 
the  principle  of  respect  for  human  rights,  not  on  intimi- 
dation. Further  information  concerning  these  and 
other  violations  of  the  rights  of  Soviet  Jews,  as  well  as 
suggestions  for  action,  may  be  obtained  from  the  Medi- 
cal Mobilization  for  Soviet  Jewry,  233  Bay  State  Road, 
Boston,  Mass.  02215 

LAURO  F.  CAVAZOS,  Ph.D 
Tufts  University  School  of  Medicine 

PAUL  REICH,  M.D. 
Department  of  Medicine 
Harvard  Medical  School 
Boston,  Mass.  02215 

1.  Chodoff,  P.  Involuntary  hospitalization  of  political  dis- 
senters in  the  Soviet  Union,  Psych.  Opinion  1 1:  5 (1974). 

2.  New  York  Times:  Soviet  Jewish  doctor  gets  8 years  in 
bribery  case,  Jan.  1.  1975,  p.  38. 

3.  Sattin,  A.,  et  al Ilya  Glezer’s  Struggle,  Science  187:  902 
(1975). 
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Abstracts 


Trainin,  E.  B.,  Boichis,  H.,  Spitzer,  A.,  and  Greifer, 

I.:  Idiopathic  membranous  nephropathy;  clinical 

course  in  children.  New  York  State  J.  Med.  7fi:  357 
(Mar.)  1976. 

Fourteen  children  with  idiopathic  membranous  ne- 
phropathy have  been  followed  in  our  clinic  for  a mean  of 
five  and  one-half  years.  Analysis  of  the  data  shows  that 
the  age  at  the  time  of  diagnosis  is  an  important  factor  in 
relation  to  the  eventual  outcome.  The  4 patients  who 
were  less  than  six  years  of  age  at  the  time  of  diagnosis 
are  now  in  remission,  while  the  4 patients  over  twelve 
years  of  age  when  diagnosed  are  either  in  renal  failure  or 
show  evidence  of  progressive  renal  disease.  The  basis 
for  this  correlation  is  unknown  but  it  may  be  due  to  age- 
related  differences  in  etiology.  Steroids,  given  either 
alone  or  in  combination  with  cytotoxic  drugs,  had  no 
beneficial  effect  on  the  course  of  the  disease. 

Robins,  J.:  Failures  of  contraceptive  practice,  New 

York  State  J.  Med.  76:  361  (Mar.)  1976. 

Among  310  consecutive  patients  applying  for  elective 
abortion,  100  women  with  a history  of  having  previously 
requested  termination  of  an  unwanted  pregnancy  were 
identified  and  further  interviewed  regarding  their 
knowledge  of  practice  of  contraception  at  various  times 
during  their  reproductive  histories.  Certain  inadequa- 
cies in  our  present  system  for  the  delivery  of  contracep- 
tive services  were  thereby  identified,  and  a series  of  rec- 
| ommendations  for  the  improvement  of  contraceptive 
practice  is  presented. 

Cook,  A.  W.,  Oygar,  A„  Baggenstos,  P.,  Pacheco,  S., 

and  Kleriga,  E.:  Vascular  disease  of  extremities;  elec- 
tric stimulation  of  spinal  cord  and  posterior  roots,  New 
York  State  J.  Med.  76:  366  (Mar.)  1976. 

Electric  stimulation  of  the  spinal  cord  and  posterior 
roots  has  been  carried  out  in  9 patients  with  varying  de- 
grees of  vascular  insufficiency  in  a limb.  Many  of  these 
patients  were  failures  in  terms  of  the  effect  of  sympa- 
| thectomy  and  bypass  procedures.  Striking  relief  of  pain 
occurs.  Infarcted  tissue  is  not  restored,  but  healing  is 
promoted.  It  is  felt  that  these  results  are  due  to  anti- 
i dromic  stimulation  of  C fibers  in  dorsal  roots  and  pro- 
I vides  changes  in  circulation  beyond  that  obtained  with 
regional  sympathectomy  and  indeed  in  patients  who 
have  had  sympathectomy.  Percutaneous  stimulation 
1 can  be  carried  out  initially  as  a trial  before  any  surgical 
procedure  is  done. 

Schram,  M.:  Cystocele;  Etiology,  New  York  State  J. 
Med.  76:  370  (Mar.)  1976. 

The  author  has  been  interested  in  vaginal  repair  sur- 
gery, particularly  cystocele,  for  more  then  twenty-five 
I years.  This  article  reviews  pelvic  fascia  and  postulates 
the  relatively  high  incidence  of  recurrence  on  an  ana- 
tomic basis.  Two  causes  for  cystocele  are  described,  one 


due  to  birth  trauma,  the  other  occurring  in  the  post- 
menopausal period.  The  various  techniques  are  men- 
tioned, including  that  of  the  author  which  was  published 
in  Obstetrics  and  Gynecology , March,  1967.  This  tech- 
nique with  slight  modification  now  covers  a period  of 
ten  years  and  appears  to  have  produced  better  results. 
Various  methods  of  postoperative  care  are  given  with  no 
one  method  seemingly  better  than  another. 

Hohler,  C.  W.,  Inglis,  I.,  Collins,  H.,  and  Lea,  J.:  Ul- 
trasound biparietal  diameter;  defining  relationships  in 
normal  pregnancy,  New  York  State  J.  Med.  76:  373 
(Mar.)  1976. 

Various  authors  have  reported  different  biparietal  di- 
ameter growth  curves  for  prediction  of  fetal  age  and 
weight.  Equipment,  population,  and  technique  differ- 
ences account  for  a large  proportion  of  the  discrepancy 
among  published  “normal”  standards.  Statistical 
methodology  and  a priori  assumptions  add  still  further 
to  the  difficulty  in  interpretation  of  biparietal  diameter 
correlations.  In  the  Rochester,  New  York  region  the 
“normal”  population  has  been  analyzed.  Three  hun- 
dred thirty-eight  ultrasound  examinations  were  carried 
out  on  209  patients  carefully  selected  for  stature,  race, 
and  general  health.  The  correlation  of  biparietal  diam- 
eter with  gestational  age  was  0.96.  For  fetal  weight  the 
correlation  was  0.75.  Comparison  of  our  statistical 
analysis  is  made  with  other  previous  studies.  The  find- 
ings reemphasize  the  requirement  that  each  center  cal- 
culate its  own  biparietal  diameter  scale  for  the  clinical 
management  of  patients. 

Moayeri,  H.,  Han,  T.,  Stutzman,  L.,  and  Sokal,  J.  E.: 

Second  neoplasms  with  chronic  lymphocytic  leukemia, 
New  York  State  J.  Med.  76:  378  (Mar.)  1976. 

Of  191  patients  with  typical  CLL  (chronic  lymphocyt- 
ic leukemia)  admitted  to  the  Roswell  Park  Memorial  In- 
stitute during  1951  to  1971,  41  had  a total  of  44  addi- 
tional overt  malignant  neoplasms  concomitantly  with  or 
after  the  diagnosis  of  CLL.  This  was  substantially  more 
than  the  number  expected  from  statistics  for  the  general 
population  (p  < 0.001).  After  excluding  skin  cancer, 
there  were  30  patients  with  31  additional  neoplasms, 
still  significantly  more  than  the  expected  number  (p  < 
0.005).  However,  most  of  the  excess  neoplasms  were  re- 
corded during  the  first  six  months  after  diagnosis  of 
CLL  and/or  referral  to  our  institution;  the  incidence 
during  subsequent  follow-up  in  our  clinic  was  only 
slightly  greater  than  expected  (p  > 1).  Thus,  it  is  quite 
possible  that  the  frequency  of  cancer  in  this  series  re- 
flected the  operation  of  selection  factors  influencing  re- 
ferral of  patients  with  CLL  to  a major  cancer  center, 
rather  than  a higher  incidence  of  additional  neoplasms 
among  patients  with  this  disease.  It  is  evident  that 
studies  of  primary  patient  populations  will  be  necessary 

continued  on  page  476 
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continued  from  page  468 

found  residues  in  36  of  a sampling  of  4,371  animals. 
Only  one  of  the  36  residues  was  at  a level  high  enough 
(greater  than  10  parts  per  billion)  to  be  found  by  the 
“official”  detection  methods. 

Notice  of  the  proposal  to  ban  DES  appeared  in  the 
January  12,  1976,  FEDERAL  REGISTER. 

Consumer’s  guide  to  nursing  homes 
and  other  facilities 

A comprehensive  guide  to  residential  facilities  serving 
the  aged  and  ill  in  the  New  York  City  area  was  released 
the  first  week  in  February  by  HRS  Geriatric  Publishing 
Corporation. 

Emphasizing  consumer  concerns,  the  1976  “Guide  to 
Selected  Residential  Care  Facilities”  is  designed  to  aid 
persons  in  search  of  a nursing  home,  health  related  facil- 
ity, or  domiciliary  care  facility.  Information  on  New 
York  State  regulations,  how  to  evaluate  a facility,  how  to 
obtain  New  York  State  inspection  reports,  and  financial 
aid  programs,  provides  the  reader  with  a systematic  ap- 
proach to  selecting  a facility. 

At  the  core  of  the  well-prepared  manual  is  a listing  of 
more  than  500  facilities  in  New  York  City,  and  Nassau, 
Suffolk,  Westchester,  and  Rockland  Counties.  Detailed 
descriptions  of  many  facilities  cite  staff  specialists, 
types  of  rooms  available,  types  of  payment  accepted, 
ethnic  factors,  activity  programs,  and  affiliations. 

For  further  information  about  the  “Guide  to  Selected 
Residential  Care  Facilities,”  contact  HRS  Geriatric 
Publishing  Corporation,  342  Pipe  Stave  Hollow  Road, 
Mount  Sinai,  New  York  1 1766  (516)  928-9274. 


A new,  pamphlet-size  publication 

A new,  pamphlet-size  publication,  1975  Directory: 
Federally  Funded  Community  Mental  Health  Centers,  I 
has  been  issued  by  HEW’s  National  Institute  of  Mental 
Health.  Prepared  by  NIMH’s  Division  of  Mental 
Health  Service  Programs,  the  Directory  provides  the 
name,  address,  phone  number,  and  the  name  of  the  Di- 
rector of  each  Center  in  all  50  States,  Guam,  the  Virgin 
Islands,  and  the  District  of  Columbia. 

Some  87  million  Americans — well  over  a third  of  the 
total  U.S.  population — live  in  areas  where  mental  health 
services  are  provided  through  the  Centers. 

As  of  mid-1975,  507  Centers  were  in  operation,  of- 
fering direct  services  of  inpatient  and  outpatient  care, 
partial  hospitalization  (day,  night,  or  weekend  care), 
and  around-the-clock  emergency  services,  plus  indirect 
services  such  as  consultation  and  education  to  commu- 
nity agencies  and  to  service  professions  such  as  physi- 
cians, clergy,  and  teachers. 

Many  Centers  also  provide  rehabilitation  and  special 
services  for  specific  patient  groups.  Each  Center  serves 
a community  area  ranging  in  size  from  75,000  to  200,000 
persons. 

The  National  Institute  of  Mental  Health  is  helping 
communities  countrywide  develop  Comprehensive  Com- 
munity Mental  Health  Centers  so  that  people  with  emo- 
tional  problems  can  receive  appropriate  continuing 
treatment  in  their  home  communities.  The  Centers  are 
both  planned  and  run  by  people  in  the  community.  Ini- 
tial  Federal  assistance  was  provided  in  the  form  of  con- 
struction and  staffing  grants  or  special  grants  for  chil- 
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dren’s  services. 

The  Directory  may  be  purchased  from  the  Superin- 
tendent of  Documents,  U.S.  Government  Printing  Of- 
fice, Washington,  D.C.  20402,  at  75  cents  a copy.  Han- 
dling of  orders  will  be  facilitated  if  the  Stock  Number  is 
given:  Stock  Number  017-024-00449-9. 

Pediatric  journalism  contest 

The  American  Academy  of  Pediatrics  has  just  initiat- 
ed its  first  journalism  contest  for  articles  written  on  the 
subject  of  pediatrics  from  July  1,  1975  through  June  30, 
1976. 

The  awards  program  was  established  to  recognize 
journalism  that  contributes  to  a greater  public  under- 
standing of  child  health,  disease  and  treatment,  pediat- 
ric research,  and  the  role  of  the  pediatrician  as  the  pri- 
mary child  health  care  specialist.  The  contest  is  made 
possible  through  a grant  from  Ross  Laboratories,  Divi- 
sion of  Abbott  Laboratories. 

An  award  of  $1,000  will  be  made  for  the  best  newspa- 
per article  and  an  award  of  $1,000  for  the  best  magazine 
article.  Awards  will  be  presented  to  the  winners  at  the 
annual  session  of  the  AAP  in  October,  1976,  in  Chicago. 
Air  fare  and  travel  expenses  will  be  provided  for  the 
winners.  Deadline  for  submission  of  entries  is  August 
31,  1976. 

For  additional  information  write:  American  Acade- 

my of  Pediatrics,  Department  of  Communications,  1801 
Hinman  Avenue,  Evanston,  Illinois  60204,  phone:  (312) 
869-4255. 


Reference  service  available 

for  ANA  and  other  tissue  antibodies 

detected  by  IF  Tests 

Reference  sera  for  antinuclear  antibodies,  smooth 
muscle  mitochondrial  antibodies,  two  types  of  thyroid 
antibodies,  and  other  tissue  antibodies  are  available  for 
laboratory  directors  and  responsible  laboratory  workers 
through  the  International  Service  for  Immunoderma- 
tology  Laboratories  (ISIL)  a nonprofit  foundation.  One 
of  the  objectives  of  the  ISIL  is  to  assist  responsible  labo- 
ratory workers  achieve  more  reproducible  and  reliable 
clinical  laboratory  tests  in  the  diagnosis  of  autoimmune 
diseases. 

The  following  four  groups  of  reference  sera  are  avail- 
able: 1)  anti-nuclear  antibodies;  2)  smooth  muscle  and 
mitochondrial  antibodies;  3)  thyroid  cell  and  thyroglob- 
ulin  antibodies;  and  4)  pemphigus  and  pemphigoid  anti- 
bodies, i.e.  antibodies  to  intercellular  and  basement 
membrane  antigens  of  skin  and  mucous  membranes. 

Responsible  laboratory  workers  may  request  sets  of 
sera  from  any  one  of  these  groups.  Requests  may  be 
made  for  groups  of  coded  or  uncoded  sera. 

Coded  sera  include  four  samples  identified  by  code 
number  only  and  one  reference  serum  which  is  identi- 
fied in  terms  of  the  type  of  antibody  it  contains  and  its 
titer.  As  soon  as  the  results  are  sent  to  the  ISIL  a re- 
port of  findings  of  a group  of  reference  laboratories  with 
the  same  sera  are  sent  to  the  responsible  laboratory 
worker. 

Uncoded  sera  include  three  samples  which  are  identi- 
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to  provide  a definitive  answer  to  this  question.  The  pa- 
tients in  this  study  who  developed  second  neoplasms  did 
not  have  more  intensive  chemotherapy  for  CLL,  more 
abnormalities  in  serum  globulins,  nor  a higher  incidence 
of  skin  test  anergy  to  recall  antigens  than  those  who  did 
not. 

Jeffrey,  W.  D.,  Kleban,  C.  H.,  and  Papernik,  D.  S.: 

Schizophrenia;  treatment  in  therapeutic  community, 
New  York  State  J.  Med.  76:  384  (Mar.)  1976. 

Early  reports  on  hospital  therapeutic  communities 
were  enthusiastic.  Recently  questions  have  been  raised 
concerning  the  value  of  this  approach  for  psychiatric  pa- 
tients in  general  and  schizophrenic  patients  in  particu- 
lar. The  therapeutic  community  at  Kings  County  Hos- 
pital Center  is  described.  Results  are  presented  for  a 
two-year  period  of  time  during  which  308  patients,  70 
per  cent  of  whom  were  diagnosed  as  schizophrenic,  were 
treated.  These  results  indicate  that  a therapeutic  com- 
munity utilized  with  other  modes  of  therapy  can  be  ef- 
fective in  treating  schizophrenic  patients.  The  treat- 
ment approach  of  this  ward  is  described  in  detail  with 
emphasis  on  the  setting  of  controls  and  limitations. 
Clinical  vignettes  are  presented  for  illustration.  It  is 
suggested  that  a flexible  approach  toward  the  setting  of 
controls  and  decision  making  is  essential  in  using  the 
therapeutic  community  for  the  treatment  of  schizophre- 
nia. 


Cohen,  J.:  Variations  in  sensitivities  to  antibiotics;  no- 
socomial versus  community-acquired  infections  caused 


by  same  organism,  New  York  State  J.  Med.  76:  391 
(Mar.)  1976. 

One  hundred  and  sixty-two  cultures  and  sensitivities 
obtained  from  126  cases  of  hospitalized  patient  and  out- 
patient infections  were  reviewed  with  the  aim  of  com- 
paring antibiotic  sensitivities  of  hospital  acquired  versus 
community  acquired  infection  caused  by  the  same 
species  or  organism.  Variation  was  observed.  These 
findings  suggest  that  good  empirical  treatment  of  infec- 
tion, where  the  organism  is  known  but  the  sensitivities 
have  not  yet  been  determined,  may  also  depend  on 
whether  the  infection  is  hospital  acquired  or  community 
acquired.  Bulletins  listing  bacterial  sensitivities 
should,  therefore,  list  the  sensitivities  of  both  kinds  of 
infection. 


Shafer,  N.,  and  Shafer,  R.  W.:  Potential  of  carcino- 
genic effects  of  hair  dyes,  New  York  State  J.  Med.  76: 
394  (Mar.)  1976. 

Although  a variety  of  chemical,  viral,  hormonal,  and 
physical  factors  have  been  implicated  as  carcinogens, 
hair  dyes  and  bleaches  have  not  thus  far  been  so  identi- 
fied. A review  by  the  authors  of  100  patients  with 
breast  cancer  revealed  that  87  per  cent  were  longtime 
users  of  hair  coloring  agents,  while  in  a study  of  women 
in  the  same  age  bracket  who  did  not  have  breast  cancer, 
it  was  found  that  only  25  per  cent  were  regular  users  of  | 
hair  dyes.  Hair  dyes  contain  aniline  derivatives  and 
chemicals  which  may  be  carcinogens.  There  is  docu- 
mented evidence  that  these  can  be  absorbed  by  the  skin. 
This  hypothesis  remains  to  be  proved;  tests  are  in  prog- 
ress on  laboratory  animals. 


Abstracts  in  Interlingua 


Trainin,  E.  B.,  Boichis,  H.,  Spitzer,  A.,  e Greifer,  I.: 

Nephropathia  membranose  idiopathic;  curso  clinic  in 
pueros,  New  York  State  J.  Med.  76:  357  (Martio)  1976. 

Dece-quatro  (14)  pueros  con  nephropathia  membra- 
nose idiopathic  esseva  seguite  in  nostra  clinic  durante 
un  periodo  medio  de  5 annos  e medio.  Le  analyse  del 
information  obtenite  signala  que  le  etate  al  tempore  del 
diagnose  es  un  factor  importante  in  relation  con  el 
disvelopamento  del  morbo.  Le  4 patientes  que  esseva 
minus  que  6 annos  de  etate  al  tempore  del  diagnose,  es 
ora  in  remission;  in  cambio,  le  4 que  esseva  plus  que  12 
annos  al  tempore  del  diagnose,  ha  insufficientia  renal  o 
evidentia  de  morbo  renal  progressive.  No  es  cognoscite 


le  base  de  iste  correlation,  mais  pote  esser  debite  a ur 
etiologia  relationate  con  differentias  in  le  etate.  Le  ste 
roides,  administrate  sol  o in  combination  con  drogas  cy 
totoxic,  habeva  un  effecto  beneficial  supra  le  curso  de 
morbo. 

Robins,  J.:  Fallimentos  del  practica  contraceptive 

New  York  State  J.  Med.  76:  361  (Martio)  1976. 

De  310  patientes  consecutive  demandante  abortos  se 
lective,  100  habeva  un  historia  de  demanda  previe  pro 
termination  del  pregnantia  non  desirate;  iste  feminas  esi 
seva  depost  intervistate  supra  su  cognoscentia  del  prac 
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Recent  additions  to  the  test  list 


Chemistry 

CPK  isoenzymes 
Digitoxin/Digoxin 
Dilantin 
Erythropoietin 
Gamma  glutamyl 
transpeptidase 
Haptoglobin 
Lidocaine  and 
Propranolol 

Endocrinology 

Calcitonin 
FSH  in  serum 
Insulin 

Parathyroid  hormone 
Placental  lactogen 
Renin  by  RIA  or 
bioassay 
T3  level  in  serum 
TSH 

Testosterone 


Immunochemistry 

Alpha-1  fetoprotein 
Antibody  to  Hepatitis  B 
associated  antigen 
Anti-DNA 

Anti-tissue  antibodies 
Carcinoembryonic  antigen 
Immunoglobulins  A,  D,  E,G  & M 
RAST  for  allergy  testing 


Bio-Science 

Laboratories 

^ New  York  Branch 

5 Nassau  Street 
Rockville  Centre, 

New  York  11570 


Stanley  M.  Reimer,  Ph  D. 

Director 

(516) 766-2233 

Jerry  B.  Gin,  Ph  D. 
Assistant  to  the  Director 
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fied  in  terms  of  the  type  of  antibodies  they  contain  and 
their  titers.  Both  coded  and  uncoded  sera  are  supplied 
with  directions  on  how  to  do  the  test. 

For  further  information  write  to:  ISIL,  S219  Sher- 
man Hall,  SUNY/B,  Buffalo,  New  York  14214. 

Students  publish  guide 
to  Jewish  religious  life 
in  nation’s  medical, 
dental,  and  law  schools 

Two  students,  Steven  Mandelbaum  and  Jeffrey 
Strashun,  at  Yeshiva  University,  have  written  what  is 
believed  to  be  the  first  guide  to  Jewish  religious  life  in 
the  nation’s  medical,  dental,  and  law  schools,  finding 
that  most  academic  problems  can  be  overcome,  but  cau- 
tioning on  some  aspects  of  social  life  “in  the  hinter- 
lands.” 

It  is  edited  by  twenty-three-year-old  Joseph  Epstein, 
a student  at  Yeshiva  University’s  Bernard  Revel  Gradu- 
ate School,  and  published  by  Hamevaser  and  Commen- 
tator, student  newspapers,  and  the  Yeshiva  College  Stu- 
dent Council. 

Questionnaires  were  based  on  the  authors’  premise 
that  religious  college  graduates  “have  accepted  admis- 
sion to  graduate  and  professional  schools  knowing  little 
information  as  to  the  religious  and  communal  facilities 
available  at  each  respective  school  and  community.” 

Alumni  were  asked  such  questions  as:  “What  are  the 
religious  advantages  and  disadvantages  to  attending 
your  particular  school”;  “Describe  your  school’s  attitude 
toward  missing  class  due  to  Shabbat  and  Yom  Tov. 


How  do  you  compensate”;  “Does  wearing  a yarmulke  in 
class  present  problems  for  you  and  fellow  students”; 
“Do  kosher  eating  facilities  exist  on  campus,  or  nearby”; 
“Describe  the  social  atmosphere  available  within  the 
area  of  your  school.” 

The  24-page  guide  is  supplemented  by  a series  of  arti- 
cles excerpted  from  Hamevaser,  the  Jewish  studies 
newspaper  at  Yeshiva  University. 

The  guide  is  being  sold  for  $1  a copy  and  may  be  ob- 
tained by  contacting  the  Yeshiva  College  Student  Coun- 
cil or  Commentator,  Yeshiva  University,  500  West 
185th  Street,  New  York,  N.Y.  10033. 

Clark  Foundation  gift 
expands  RIT  library 
collection  on  deafness 

The  RIT  campus  is  the  only  place  in  the  world  where 
large  numbers  of  college-aged  deaf  students  are  going  to 
school  with  hearing  students. 

“The  Clark  Foundation  gift  will  provide  special  bene- 
fits for  the  thousands  of  deaf  young  people  for  the  years 
to  come,”  noted  Dr.  Paul  A.  Miller,  Institute  president. 
“Such  a collection  is  vital'y  important  to  the  faculty  as 
they  endeavor  to  deepen  their  understanding  of  the 
enormous  teaching/learning  problems  related  to  the  ed- 
ucation of  deaf  students.  We  at  the  Institute  are  most 
appreciative  of  the  opportunities  provided  by  the  Clark 
Foundation  foresighted  gift.” 

Delegate  appointed 

Julius  E.  Stolfi,  M.D.,  F.A.C.P.,  vice  president  for 

continued  on  page  480 
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tica  conceptive  a differente  tempore  durante  su  vita  re- 
productive. Certe  inadequatias  in  nostre  systema  actu- 
al pro  proporcionar  servicios  contraceptive  esseva  iden- 
tificate  e un  serie  de  recommendationes  pro  le  melio- 
ramento  del  practica  contraceptive  es  presentate. 

Cook,  A.  M.,  Oygar,  A.,  Baggenstos,  P.,  Pacheco,  S.,  e 
Kleriga,  E.:  Morbo  vasculari  del  extremitates;  stimu- 
lation electric  del  corda  spinal  e le  radices  posterior, 
New  York  State  J.  Med.  76:  366  (Martio)  1976. 

Le  stimulation  del  corda  spinal  e del  radices  posterior 
esseva  facite  in  9 patientes  con  differente  grados  de  in- 
sufficientia  vascular  del  extremitates.  Multe  de  iste  pa- 
tientes non  habeva  respondite  al  sympathectomia  o a 
procedimentos  anastomotic  (“by-pass”).  Le  relievo  del 
dolor  esseva  surprendente.  Le  texito  infarctate  non  es 
recuperate,  mais  le  cicatrisation  es  stimulate.  Es  cre- 
dite  que  iste  resultatos  es  debite  al  stimulation  anti- 
dromic del  fibras  C del  radices  dorsal,  e que  produce 
cambios  circulatori  superior  al  producite  per  le  sym- 
pathectomia regional  e,  veramente,  in  patientes  que  ha- 
beva le  sympathectomia.  Le  stimulation  percutanee 
pote  esser  facite  initialmente  como  proba  ante  de  facer 
alicun  procedimento  chirurgic. 

Schram,  M.:  Cystocele;  etiologia,  New  York  State  J. 
Med.  76:  370  (Martio)  1976. 

Le  autor  ha  essite  interesate  in  le  reparation  chirurgic 
del  vagina,  particularmente  le  cystocele,  per  plus  que  25 
annos.  In  iste  articulo,  le  fascia  pelvic  es  revistite  e sig- 
nala  se  le  incidentia  relativemente  elevate  del  recurren- 
tia,  supra  le  base  anatomic.  Duo  (2)  casos  de  cystocele 
es  describite;  un  debite  a trauma  del  parto,  e le  altere  oc- 
currente  in  le  periodo  postmenopausic.  Le  varie  techni- 
cas  es  describite,  includente  ille  del  autor  que  esseva 
publicate  in  Obstetrics  and  Gynecology,  de  Martio, 
1967.  Iste  technica,  con  leve  modificationes,  comprende 
un  periodo  de  10  annos,  e parece  dar  melior  resultatos. 
Varie  methodos  de  attention  postoperatori  es  presen- 
tate, mais  non  methodo  parece  melior  que  un  altere. 

Hohler,  C.  W.,  Inglis,  I.,  Collins,  H.,  e Lea,  J.:  Di- 

ametros  biparietal  ultrasonic;  definition  del  relationes  in 
le  pregnantia  normal,  New  York  State  J.  Med.  76:  373 
(Martio)  1976. 

Varie  autores  ha  informate  supra  differente  diametros 
biparietal — curvas  de  crescimento — per  predicer  le  etate 
e peso  fetal.  Le  equipamento,  population  y differentias 
del  technicas  es  responsabile  de  un  grande  proportion 
del  discrepantias  inter  le  standards  “normal”  publicate. 
Le  methodologia  statistic  e le  assumptiones  a priori  ad- 
ditiona  aun  plus  difficultates  per  le  interpretation  del 
correlationes  inter  le  diametros  biparietal.  Le  popula- 
tion “normal”  esseva  analysate  in  Rochester,  Nove 
York.  Esseva  facite  338  determinationes  ultrasonic  in 
209  individuos  ben  seleccionate  respecto  del  statura, 
racia  e sanitate  general.  Le  correlation  del  diametro  bi- 
parietal con  le  etate  gestational  esseva  0.96.  Per  le  peso 
fetal,  le  correlation  esseva  0.75.  Nostre  analyse  statistic 
es  comparate  con  altere  studios  previe.  Le  trovatos  re- 
emphatisa  le  necessitate  que  cata  centro  determine  su 
proprie  scala  de  diametros  biparietal  pro  le  maniamento 
clinic  del  patientes. 
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Moayeri,  H.,  Han,  T.,  Stutzman,  L.,  e Sokel,  J.  E.: 

Neoplasmas  secunde  con  leukemia  lymphocytic  chronic, 
New  York  State  J.  Med.  76:  378  (Martio)  1976. 

De  191  patientes  con  leukemia  lymphocytic  chronic 
(“LLC”)  hospitalisate  in  le  Institute  Roswell  Park  Me- 
morial inter  1951  e 1971,  41  habeva  un  total  de  44  neo- 
plasmas maligne  additional  (secunde),  concomitentem- 
ente  o depost  le  diagnose  de  LLC.  Iste  numero  esseva 
substantialmente  plus  que  ille  expectate  del  statistica 
per  le  population  general  (p  <0.001).  Depost  le  exclu- 
sion del  cancer  cutanee,  habeva  30  patientes  con  31  neo- 
plasmas additional,  ancora  significativemente  plus  que 
le  numero  expectate  (p  <0.005).  Nonobstante,  le  plus 
parte  del  exceso  de  neoplasmas  esseva  registrate  du- 
rante le  prime  6 menses  depost  del  diagnose  de  LLC  e/o 
referite  a nostra  institution;  le  incidentia  durante  le  ob- 
servation subsequente  in  nostra  clinic  esseva  solmente 
pauc  minus  que  le  expectate  (p  >0.10).  In  consequen- 
ts, es  possibile  que  le  frequentia  del  cancer  in  iste  serie 
reflectava  le  operation  de  factores  selective  que  influen- 
tiava  le  referentia  de  patientes  con  LLC  a un  centro 
principal  pro  cancer,  plus  que  un  incidentia  plus  elevate 
de  neoplasmas  additional  inter  patientes  con  iste  morbo. 
Es  evidente  que  le  studios  de  populationes  de  patientes 
primari  es  necessari  pro  obtener  una  resposta  definitive 
a iste  question.  Le  patientes  de  iste  studio  que  disvelo- 
pate  neoplasmas  secunde  non  habeva  chemotherapia 
plus  intensive  per  le  LLC,  ni  plus  abnormalitates  del 
globulinas  serie,  ni  un  incidentia  plus  elevate  de  anergia 
al  tests  cutanee  pro  re-appellar  a antigenos,  que  illos  que 
non  disvelopava  neoplasmas. 

Jeffrey,  W.  D.,  Kleban,  C.  H.,  e Papernik,  D.  S.: 

Schizophrenia;  tractamento  in  communitates  therapeu- 
tic, New  York  State  J.  Med.  76:  384  (Martio)  1976. 

Le  reportos  initial  supra  le  communitates  therapeutic 
hospitalari  esseva  enthusiastic.  Recentemente,  ques- 
tiones  ha  essite  relationate  con  le  valor  de  iste  approche 
per  le  patientes  psychiatric  in  general,  e le  patientes 
schizophrenic  in  particular.  Le  communitate  therapeu- 
tic del  Hospital-Centre  Kings  County  es  describite.  Es 
presentate  le  resultatos  de  un  periodo  de  2 annos  in  le 
qual  308  patientes  (70  pro  cento  schizophrenic)  esseva 
tractate.  Iste  resultatos  indica  que  un  communitate 
therapeutic  utilisate  con  altere  methodos  de  tractamen- 
to pote  esser  effective  per  le  tractamento  de  patientes 
schizophrenic.  Le  approche  therapeutic  in  iste  servicio 
es  describite  in  detalio,  con  emphase  supra  le  estab- 
limento  de  controlos  e limitationes.  Vignettas  clinic  es 
presentate  pro  illustration.  Es  suggerite  que  un  ap- 
proche flexibile  verso  le  establimento  de  controlos  e de- 
cisiones  es  essential  in  le  uso  del  communitate  therapeu- 
tic pro  le  tractamento  del  schizophrenia. 

Cohen,  J.:  Variationes  del  sensitivitate  al  antibioticos; 
infectiones  nosocomial  contra  le  infectiones  acquirite  in 
le  communitate  e causate  per  le  mesme  microorganisnio, 
New  York  State  J.  Med.  76:  391  (Martio)  1976. 

Esseva  revistite  162  culturas  e probas  de  sensitivitate 
in  126  casos  de  infection  (patientes  hospitalisate  e am- 
bulatori)  con  le  proposito  de  comparar  le  sensitivitate  at 
antibioticos  in  casos  de  infectiones  acquirite  in  le  hospi- 
tal e illes  acquirite  in  le  communitate,  e causate  per  le 
mesme  spieces  de  microorganismos.  Esseva  observate 
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420  LAKEVILLE  ROAD,  LAKE  SUCCESS,  N.  Y.  11040  (516)  488-6100 


Dear  Fellow  Member: 

The  U.  S.  Savings  Bonds  program  merits  our  support  now 
more  than  ever  before,,  From  a patriotic  standpoint  we  make 
a minimum  contribution  indeed  when  we  help  here.  We  thus 
promote  the  sound  management  of  the  public  debt.  It  also 
helps  families  to  build  financial  security  through  systematic 
saving.  The  Bond  program  deserves  our  enthusiastic  personal 
participation  from  the  standpoint  of  individual  self-interest. 

For  one  thing,  today's  Series  E Bonds  are  more  attractive 
than  ever  before.  They  offer  an  interest  rate  of  6 7.  when 
held  to  maturity  of  5 years.  They  are  backed  by  the  govern- 
ment and  fully  protected  against  loss,  theft,  or  destruction. 

In  addition,  they  have  important  tax  advantages:  interest 

is  exempt  from  State  or  local  income  taxes,  and  the  Federal 
tax  can  be  deferred  until  redemption. 

Because  of  their  safety  and  guaranteed  value,  buying 
Savings  Bonds  is  an  ideal  way  to  achieve  long-range  savings 
goals  such  as  for  education,  home  ownership,  travel,  and  re- 
tirement. Obviously  the  best  way  to  buy  them  is  the  automatic 
way  --  either  through  the  Payroll  Savings  Plan  where  you  work 
or  the  Bond-a-Month  Plan  at  your  bank. 

If  you  haven't  thought  about  U.  S.  Savings  Bonds  lately, 
this  is  the  time  you  did.  They  help  the  country  and  our  economy 
but  more  important  and  to  the  point,  they  help  you! 


Sincerely, 


Henry  I.  Fineberg,  M.D. 
Executive  Vice-President 
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hospital  affairs  and  associate  dean  of  the  College  of 
Medicine  at  Downstate  Medical  Center  (State  Universi- 
ty of  New  York)  in  Brooklyn,  has  been  named  a delegate 
to  the  American  Medical  Association.  He  will  represent 
more  than  40,000  specialists  in  internal  medicine  who 
are  members  of  both  the  American  College  of  Physicians 
and  the  American  Society  of  Internal  Medicine. 

Dr.  Stolfi  is  the  first  Brooklynite  to  be  so  honored,  as 
he  was  when  he  was  elected  vice  president  of  the  Ameri- 
can College  of  Physicians  in  1973,  and  regent  one  year 
later.  There  are  18  regents  of  the  American  College  of 
Physicians. 

The  Downstate  physician  is  also  president  of  a fund 
that  donated  the  first  Mobile  Emergency  Room  to  the 
City  of  New  York.  “Mervan,”  as  it  is  called,  has  in 
three  years  served  16,557  persons,  performed  26,678 
tests,  and  responded  to  58  actual  or  potential  disasters. 


Unique  display 

Samuel  K.  Levy,  M.D.,  of  Island  Park,  New  York,  has 
recently  had  a display  of  memorabilia  including  old  and 
odd  tablespoons  and  old  stethescopes  at  the  Merrick, 
Long  Island,  library.  The  stethescopes  included  three 
of  the  original  binaural  Cammann  stethescopes  and  also 
the  stethescope  which  was  used  by  his  great  grandfath- 
er, Ignatius  Kantor,  M.D.,  who  practiced  in  Bohemia 
over  one-hundred  years  ago.  The  stethescope  exhibi- 
tion was  appropriate  to  this  village  because  there  is  a 
very  nice  park  located  there  called  the  Cammann  Pond 
Park,  named  after  a nephew  of  the  physician,  George 
P.  Cammann,  M.D.  The  Cammann  stethescope  cele- 
brated the  (its)  hundred  and  twentieth  year.  Dr.  Levy 
has  been  titled  a cochlearologist  by  the  late  Felix  Marti- 
Ibanez,  M.D.,  editor  of  M.D.  magazine,  in  the  Novem- 
ber, 1957,  issue. 


An  unusual  reunion 

An  extraordinarily  unusual  reunion  took  place  at  the 
home  of  Maurice  T.  Root,  M.D.,  in  West  Hartford,  Con- 
necticut, on  October  1,  1975. 

Fifty-nine  years  ago  four  Cornell  University  students 
joined  the  New  York  National  Guard.  Their  first  as- 
signment was  exercising  company  horses  in  New  York 
City’s  Central  Park.  Then  they  were  sent  to  the  McAl- 
lan-Texas  area  in  the  Mexican  War  and  assigned  to  the 
same  tent.  They  were:  Maurice  1'.  Root,  M.D.,  West 


Miscellanea 

Awards:  Lowell  E.  Beilin,  M.D.,  New  York  City  Com- 
missioner of  Health,  at  a dinner  on  February  8,  with  the 
American  Jewish  Congress  Distinguished  Community 
Service  Award  . . . Helen  Taussig,  M.D.,  professor  emeri- 
tus, pediatrics,  Johns  Hopkins  University  School  of 
Medicine,  the  Deborah  Award  of  Excellence  from  the 
Deborah  Heart  and  Lung  Center,  in  December. 
Appointed:  At  Downstate  Medical  Center  the  fol- 
lowing appointments  have  been  announced:  Ali  A. 

Kawi,  M.D.,  D.P.H.,  professor  of  clinical  psychiatry; 
Sterling  Jonas,  M.D.,  clinical  associate  professor  of  med- 
icine; Irving  Steingart,  Ph.D.,  clinical  associate  professor 
of  psychiatry;  Lawrence  Gould,  M.D.,  clinical  professor 
of  medicine;  Hyman  Merenstein,  M.D.,  clinical  associate 
professor  of  family  practice;  Duncan  W.  Clark,  M.D., 
professor  and  chairman,  Department  of  Environmental 
Medicine  and  Community  Health,  elected  vice  president 
of  the  New  York  Academy  of  Medicine;  Samuel  L. 
Kountz,  M.D.,  professor  and  chairman,  Department  of 
Surgery,  appointed  a member  of  the  National  Advisory 
Council  of  the  National  Institute  of  Allergy  and  Infec- 
tious Diseases;  Charles  M.  Plotz,  M.D.,  professor  and 
chairman,  Department  of  Family  Practice,  appointed 
chairman,  Committee  on  Medical  Education,  New  York 
Academy  of  Medicine;  and  Benjamin  Wainfeld,  M.D., 
clinical  assistant  professor  of  environmental  medicine 
and  community  health,  elected  to  the  Governing  Coun- 
cil of  the  American  Public  Health  Association.  Maxwell 
L.  Gelfand,  M.D.,  promoted  to  professor  of  clinical  med- 
icine at  New  York  University  School  of  Medicine. 
Grants:  A grant  from  the  Robert  Wood  Johnson  Foun 
dation  of  $526,853,  to  Lake  Erie  Council,  in  January,  to 
help  during  the  next  three  and  a half  years  to  support 
the  College’s  Primary  Care  Physician’s  Assistant  Pro- 
gram initiated  jointly  by  Lake  Erie  College  and  The 
Cleveland  Clinic  Foundation. 


Hartford,  Robert  White,  M.D.,  Vineyard  Haven,  Massf| 
chusetts,  Morton  Ryder,  M.D.,  Carmel,  New  York,  an 
Alfred  Potter,  M.D.,  Wakefield,  Rhode  Island. 

These  four  physicians  and  their  wives  met  at  tl 
home  of  Dr.  Root  and  t hen  went  to  Avon  Old  Farms  In 
in  Avon  for  dinner. 

A reunion  of  four  physicians  may  not  be  unusual  bi 
four  physicians  who  were  tent  mates  fifty-nine  years  af 
is  a phenomenal  event.  United  States  census  figur 
show  that  only  3*/2  per  cent  of  our  population  are  se 
enty-five  years  of  age  or  older. 
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Month  in  Washington 


President  Ford’s  all-out  attack  against  rising  govern- 
ment spending  sustained  a major  blow  with  the  Con- 
gressional override  of  his  veto  of  a $45  billion  health, 
welfare,  and  labor  bill. 

The  vetoed  bill  called  for  $1  billion  more  than  the  Ad- 
ministration’s budget  request  and  required  hiring  of 
8,000  more  Health,  Education,  Welfare  Department 
employees.  Almost  $800  million  of  the  increase  involves 
health  programs  which  would  receive  a total  of  $3.9  bil- 
lion for  the  fiscal  year  that  ends  September  30. 

Both  houses  of  Congress  exceeded  the  two  thirds  vote 
necessary  to  override  a veto.  The  tally  was  310  to  1 13  in 
the  House;  10  to  24  in  the  Senate. 

The  Administration  defeat  came  despite  a last-min- 
ute administration  offer  to  compromise  by  more  or  less 
splitting  the  difference  for  a $500  million  increase. 

Ford  had  said  in  his  veto  message  the  bill  was  “a  clas- 
sic example  of  unchecked  spending.”  But  Democrats 
charged  the  money  measure  would  cut  spending  below 
last  year’s  level  and  not  meet  inflation-caused  increases. 

The  bill  provides  more  funds  for  such  programs  as 
! community  mental  health  services,  maternal  and  child 
health,  medical  research,  alcoholism  and  drug  abuse  fa- 
cilities, emergency  medical  services,  and  education  of 
health  professionals. 

The  Congressional  vote  was  preceded  by  all-out  ef- 
forts on  both  sides  to  line  up  votes  and  by  vigorous 
lobbying  from  affected  outside  groups. 

The  HEW  money  bill  is  considered  the  hardest  to 
vote  against  in  Congress  because  of  the  multitude  of 
popular  programs  funded.  Asked  how  the  House  was 
able  to  muster  such  a vote  to  override  including  dissi- 
dent Republicans,  House  Majority  Leader,  Thomas 
O’Neill,  Jr.,  (D.  Mass.)  replied  simply,  “the  coming  elec- 
tion.” 

House  Majority  Whip,  Representative  Robert  Michel, 
(R.  111.)  told  the  House  in  the  debate  that  it  would  be 
“setting  the  spending  tone  for  the  session.” 

* * * 

Officials  of  the  American  Medical  Association  have 
met  with  President  Ford  and  his  top  health  officers  to 
discuss  a wide  range  of  health  topics  including  the  Ad- 
ministration’s new  health  proposals  and  Federal  regula- 
tion problems  worrying  the  physicians  of  the  country. 

The  forty-five-minute  meeting  in  the  Cabinet  Room 
at  the  White  House  was  described  by  participants  as 
friendly.  “The  President  listened  with  interest  to  what 
we  had  to  say  and  his  attitude  seemed  to  be  sympathet- 
ic,” said  AMA  President,  Max  H.  Parrott,  M.D. 

. Dr.  Parrott  said  President  Ford  noted  the  pressures 
he  is  facing  to  take  positions  that  might  disturb  some 
physicians.  The  Chief  Executive  made  a point  of  urging 
the  AMA  and  members  of  his  Administration  and  White 
: House  staff  to  confer  often  to  resolve  differences. 

Among  the  subjects  discussed  were  the  President’s 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


State  of  the  Union  and  Budget  Health  Proposals,  gov- 
ernment regulations  affecting  physicians,  the  Federal 
Trade  Commission  move  to  allow  physicians  to  adver- 
tise, costs  of  medical  care,  and  medical  manpower. 

Present  for -the  AMA,  in  addition  to  Dr.  Parrott,  were 
Raymond  T.  Holden,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees;  Richard  E.  Palmer,  M.D.,  AMA 
President-Elect;  James  H.  Sammons,  M.D.,  Executive 
Vice  President  of  the  AMA;  and  Joe  Miller,  Deputy  As- 
sistant Executive  Vice  President. 

President  Ford  was  told  that  his  recommended  annu- 
al 4 per  cent  limit  on  physician  reimbursement  increases 
under  Medicare  poses  real  problems  with  the  medical 
profession  which  must  adjust  to  higher  costs  of  doing 
business  yearly  as  well  as  the  ever-climbing  costs  of  pro- 
fessional liability  insurance. 

Ford  indicated  he  understood  the  viewpoint  of  the 
profession  on  the  matter  and  proposed  that  Administra- 
tion officials  and  AMA  representatives  meet  further  on 
the  issue. 

The  AMA  delegation  told  Ford  about  the  AMA’s  Na- 
tional Commission  on  the  Cost  of  Medical  Care  and  in- 
vited the  President  to  appoint  a representative  of  his 
Administration  to  serve  as  a member. 

There  was  considerable  talk  about  the  supply  of  phy- 
sicians, with  President  Ford  evincing  special  interest  in 
the  foreign  medical  graduate  situation  and  the  problems 
of  Americans  studying  medicine  abroad.  The  AMA  of- 
ficials described  the  increasing  numbers  of  young  physi- 
cians entering  primary  care,  now  58  per  cent. 

The  AMA’s  support  of  the  National  Health  Service 
Corps  as  a principal  means  of  helping  physician-short 
areas  was  outlined.  The  voluntary  incentives  in  this 
program  were  compared  with  the  “indentured  service” 
aspects  of  health  manpower  legislation  before  Congress 
that  would  compel  young  physicians  to  serve  or  to  pay- 
back the  government  for  Federal  aid  received  by  medi- 
cal schools. 

In  reply  to  a question  from  Ford,  the  AMA  delegates 
noted  the  organization’s  support  of  Federal  medical 
scholarships. 

The  controversial  Utilization  Review  Regulations 
were  talked  about.  HEW  Secretary  Mathews  was  com- 
plimented by  the  delegation  for  his  reasonable  approach 
and  willingness  to  work  with  the  profession  to  reach 
agreement  on  these  rules. 

President  Ford  was  told  that  the  AMA  could  find  no 
scientific  basis  for  the  disputed  Maximum  Allowable 
Cost  proposals  for  Medicare-Medicaid  outpatient  drugs. 
The  MAC  plan  could  lead  to  interference  in  the  practice 
of  medicine  by  restricting  the  physicians’  prescribing 
scope  and  could  hurt  the  quality  of  health  care,  the 
AMA  officers  said. 

The  FTC  suit  to  overturn  the  AMA  ban  on  physician 
advertising  will  be  contested  in  court,  the  AMA  assert- 
ed. The  AMA  was  founded  in  part  to  do  away  with 
abuses  of  charlatans  and  advertising  of  physicians’  ser- 
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* * * 


vices,  the  Chief  Executive  heard. 

The  President  sought  support  for  his  health  programs 
and  expressed  confidence  the  Administration  and  the 
representatives  of  the  medical  profession  could  work  to- 
gether to  iron  out  differences  and  reach  accommoda- 
tions. 

* * * 

Mandatory  second  professional  opinions  have  been 
urged  for  elective  or  nonemergency  surgery  under  Medi- 
care and  Medicaid  by  a House  Commerce  Subcommit- 
tee. 

The  Subcommittee  on  Investigations  and  Oversight, 
which  held  hearings  last  fall  on  unnecessary  surgery, 
charged  in  a report  that  there  were  an  estimated  2.4  mil- 
lion unnecessary  surgeries  performed  in  1974  at  a cost  to 
the  public  of  almost  $4  billion.  The  procedures  led  to 
an  estimated  700  deaths,  the  report  said. 

Contending  that  second  consultations  could  cut  down 
“significantly”  on  unneeded  surgery,  the  Subcommittee, 
headed  by  Representative  John  Moss  (D.  Calif.)  said 
“such  a program  would  save  the  government  millions  of 
dollars.” 

Arguments  that  second  opinions  would  cost  money 
and  not  necessarily  provide  a solution  and  expert  asser- 
tions that  it  is  difficult  to  determine  what  constitutes 
unnecessary  surgery  were  brushed  aside  by  the  Subcom- 
mittee in  its  strongly-worded  report. 

The  report  said  the  lawmakers  were  impressed  with 
evidence  “that  prepayment  plans  for  consumers  and  sal- 
aried surgeons  help  reduce  surgery  in  equivocal  situa- 
tions.” 

“Evidence  was  compiled  in  the  Subcommittee’s  inves- 
tigation that  the  fee-for-service  mechanism  of  surgical 
payment  encourages  surgery  in  questionable  situations,” 
the  report  said.  “An  in-depth  study  of  this  should  be 
undertaken”  by  the  HEW  Department. 

The  Subcommittee  recommended  that  HEW  immedi- 
ately undertake  a study  to  determine  the  differences  in 
health  indices,  costs,  and  the  surgical  procedure  rates 
between  salaried  surgeons  and  fee-for-service  surgeons. 

* * * 

Legislation  to  amend  the  Health  Maintenance  Orga- 
nization (HMO)  program  “would  effectively  gut  the 
HMO  concept  and  subvert  the  original  intent  of  the  pro- 
gram,” the  AMA  has  told  the  Senate. 

Edgar  T.  Beddingfield,  M.D.,  Vice-Chairman  of  the 
AMA’s  Council  on  Legislation,  said  the  House  passed 
HMO  amendments  “remove  important  comprehensive 
services  and  eliminate  characteristics  which  distinguish 
the  HMO  from  other  prepaid  group  practices.” 

The  AMA  witness  testified  on  the  final  day  of  hear- 
ings on  changes  in  the  HMO  program.  The  House  bill 
eliminate  many  of  the  benefits  stipulated  in  the  original 
HMO  bill  and  makes  other  changes  designed  to  make  it 
easier  to  set  up  and  operate  such  prepaid  health  sys- 
tems. 

Dr.  Beddingfield  said  the  House  bill  in  effect  converts 
a demonstration  health  delivery  program  into  a mecha- 
nism for  the  Federal  funding  of  ordinary  prepaid 
groups. 

“If  in  fact  the  HMO  is  to  be  no  different  from  prepaid 
groups  which  have  existed  without  Federal  funding, 
then  we  submit  there  is  no  justification  for  Federal 
funding  under  the  guise  of  experimentation  or  other- 
wise.” 


Congress  has  buttressed  the  medical  and  hospital  pro- 
fessions’ case  against  the  Utilization  Review  Regulations 
originally  promulgated  by  HEW. 

The  lawmakers  approved  with  no  dissent  a provision 
making  it  clear  that  Congress  never  intended  to  require 
100  per  cent  review  of  all  Medicare-Medicaid  hospital 
admissions,  a key  part  of  the  controversial  UR  Regula- 
tions issued  by  HEW. 

The  AMA  has  challenged  successfully  the  UR  Regula- 
tions in  court  The  HEW  Department  is  slated  soon  to 
issue  revised  regulations  after  court-ordered  negotia- 
tions with  the  AMA. 

One  of  the  major  arguments  against  the  Regulations 
was  that  HEW  had  reached  beyond  Congress’  intent  in 
carrying  out  the  review  program.  Congress’  vote  on  the 
amendment  to  the  Medicare-Medicaid  laws  appeared  to 
back  up  the  protests  of  the  AMA  and  the  American  Hos- 
pital Association. 

Sen.  Paul  Fannin  (R.  Ariz.)  told  the  Senate  that  the 
original  regulations  calling  for  direct  review  of  each 
Medicare-Medicaid  admission  “is  beyond  the  scope  of 
what  we  intended  ...  .” 

Chairman  Russell  Long  (D.  La.)  of  the  Senate  Fi- 
nance Committee  said  “the  idea  of  requiring  that  every- 
thing in  a claim  be  reviewed  is  not  what  we  had  in  mind 
when  we  passed  the  law.  It  is  a technical  error  that 
should  be  corrected,  otherwise,  there  would  be  needless 
cost  and  a great  deal  of  unnecessary  paperwork.” 

* * * 

The  Administration  has  opposed  a specific  extension 
of  the  program  of  Federal  aid  to  states  and  localities  to 
demonstrate  ways  of  improving  emergency  medical  ser- 
vices. 

Testifying  before  the  Senate  Health  Subcommittee 
Theodore  Cooper,  M.D.,  Assistant  Secretary  for  Health 
said  such  assistance  could  be  handled  in  the  future 
under  the  Administration’s  proposed  block  grant  plan  tc 
consolidate  16  existing  categorical  programs. 

The  so-called  “Financial  Assistance  For  Health  Care 
Act”  will  give  states  and  localities  “the  discretion  tc 
continue  funding  according  to  individual  state  priori 
ties,”  Dr.  Cooper  testified. 

Legislation  before  the  Senate  to  extend  the  progran 
at  costs  ranging  from  $270  million  to  $416  million  an 
“far  in  excess”  of  what  is  required  to  demonstrate  effec 
tive  systems  for  emergency  medical  services,  said  Dr 
Cooper. 

He  told  the  Subcommittee,  headed  by  Senator  Ed 
ward  Kennedy  (D.  Mass.),  that  the  HEW  Departmen 
already  has  ample  research  authority  to  carry  out  im 
provements  in  emergency  services. 

* * * 

Americans’  health  continues  to  improve.  Lower  in 
fant  death  rates  and  longer  life  expectancy  are  shown  i 
a State  of  the  Union’s  Health  Report  for  1975  submitte' 
to  Congress  and  President  Ford  by  the  HEW  Depart 
ment.  • 

Rates  of  infant  deaths  in  the  U.S.  declined  from  29. 
per  1,600  live  births  in  1950  to  an  estimated  16.5  in  197^ ; i 
Over  the  same  period,  life  expectancy  at  birth  increase 
by  nearly  four  years.  The  death  rate  for  heart  disease  i 
decreasing. 

“The  report  shows  considerable  achievement  as  we 
as  need  for  improvement,”  Theodore  Cooper,  M.D.,  A.1 
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sistant  Secretary  for  Health,  said.  “As  a people  we  are 
receiving  more  medical  care  now  than  ten  years  ago. 
We  have  made  considerable  progress  in  lowering  the  in- 
come barrier  to  care.  Most  of  us  describe  our  health  as 
good  or  excellent.” 

“Conversely,  we  may  well  have  a higher  prevalence  of 
chronic  diseases,”  Dr.  Cooper  said.  “People  are  living 
to  the  older  ages  where  they  develop  conditions  such  as 
arthritis  and  diabetes,  and  we  can  better  manage  these 
conditions  medically.  Many  areas  of  the  country  ap- 
pear to  lack  adequate  supplies  of  health  manpower,  and 
costs  remain  a burden  for  many.” 

The  report,  Health,  United  States,  1975,  includes  data 
on  health  care  costs  and  financing,  health  resources  and 
utilization,  and  health  status.  The  death  rate  for  heart 
disease  among  persons  aged  fifty-five  to  sixty-four 
dropped  almost  15  per  cent  over  the  past  six  years.  In 
the  same  age  group,  the  death  rate  from  cancer  rose  al- 
most four  per  cent.  Among  younger  people,  accidents 
and  homicide  are  major  causes  of  death. 

“The  data  suggest  that  much  improvement  in  health 
status  could  come  from  individual  action,”  Dr.  Cooper 
said.  “Most  death  and  disability  from  accidents  are 
preventable,  so  are  health  conditions  which  are  aggra- 
vated by  excessive  use  of  alcohol  and  tobacco  and  by 
lack  of  exercise  and  proper  diet.  They  are  preventable 
primarily  by  changes  in  individual  behavior.  Medical 
care  alone  can  do  relatively  little.” 

* * * 

Representative  Thomas  Morgan,  M.D.,  Chairman  of 
the  House  Foreign  Affairs  Committee,  announced  he 
will  retire  at  the  end  of  this  session  of  Congress.  Dr. 
Morgan,  a Pennsylvania  Democrat,  is  one  of  three  phy- 
sicians in  Congress.  Despite  his  Congressional  duties, 
Dr.  Morgan  has  maintained  a continuous  but  small 
practice  in  his  home  town  of  Fredericktown.  The  sixty- 
nine-year-old  physician  has  served  in  Congress  for 
thirty-two  years  and  as  Chairman  of  the  Foreign  Affairs 
Committee  for  eighteen  years — longest  service  as  Chair- 
man of  any  current  committee  chairman  in  the  House. 
Dr.  Morgan  focused  his  legislative  interest  almost  exclu- 
sively on  foreign  affairs.  He  seldom  became  involved  in 
legislative  health  matters.  The  other  physician-Con- 
gressmen  are  Representative  Tim  Lee  Carter  (R.  Ky.) 
and  Larry  McDonald  (D.  Ga.). 

* * * 

Out-of-town  hearings  on  National  Health  Insurance 
have  been  slated  tentatively  by  the  House  Ways  and 
Means  Health  Subcommittee  for: 

Chicago — February  26-27;  San  Francisco — March 
18-19;  Knoxville,  Tenn. — March  25-26;  Salem,  Oregon — 
May  6-7;  and  New  Orleans — May  20-21. 
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Books  Reviewed 


A Textbook  of  Radiology.  Second  edition.  David 
Sutton,  M.D.,  F.R.C.P.,  Ed.  New  York,  Churchill  Liv- 
ingstone, 1975.  Illustrated,  1,376  pages.  Cloth,  $79.50. 

This  text  is  an  ambitious  attempt  by  a group  of  au- 
thors to  cover  the  whole  of  radiology  in  a single  volume. 
The  effort,  in  this  case,  is  a failure. 

The  text  exhibits  innumerable  faults  that  extend 
from  its  general  organization  to  very  specific  erroneous 
statements.  In  general,  it  is  almost  impossible  to  find  a 
complete  radiologic  discussion  of  a disease  entity  since 
the  text  is  organized  into  organ  chapters  and  the  differ- 
ent authors  did  not  collaborate.  Trying  to  find  the  ra- 
diographic criteria  of  sickle  cell  anemia  led  the  reader 
through  the  osseous  changes  but  in  the  other  chapters 
no  comment  was  made  of  any  of  the  findings  of  this  dis- 
ease. 

The  overall  quality  of  reproduction  of  the  radiographs 
is  poor.  Since  radiology  is  a visual  specialty  of  medi- 
cine, this  is  inexcusable  in  a text  that  is  meant  to  be  a 
reference  and  aimed  towards  radiology  housestaff.  It  is 
quite  unfortunate  that  many  of  the  poor  radiographs  are 
duplicates  of  those  seen  in  the  first  edition  and  no  at- 
tempt was  made  to  improve  their  quality. 

A major  use  of  a text  such  as  this  is  the  ability  to  find 
appropriate  references  and  do  further  reading.  This  is 
not  possible  because  of  the  very  limited  number  of  refer- 
ences given  in  the  bibliography.  It  was  a great  disap- 
pointment to  see  that  in  the  chapter  on  arteriography  a 
total  of  three  references  are  given.  Another  general  ob- 
servation is  that  statements  are  made  that  would  not  be 
considered  to  be  general  knowledge  and  are  unsubstan- 
tiated by  references.  Whether  these  observations  are 
those  of  the  authors  (this  is  not  stated  as  such)  or  have 
been  reported  by  others,  is  not  apparent. 

The  bone  section  was  divided  among  three  authors. 
There  is  the  impression  that  important  and  concise  in- 
formation concerning  many  entities  was  not  conveyed. 
Phis  is  best  seen  on  page  74  concerning  Caisson’s  dis- 
ease. There  is  a description  of  the  various  radiographic 
findings  but  never  discussion  of  bone  infarction  which  is 
common  to  this  disease  and  to  other  diseases.  There- 
fore, the  reader  may  not  have  any  appreciation  of  what 
is  really  happening  within  the  bone  in  this  disease.  At 
times,  the  language  is  difficult  to  decipher.  A glaring 
example  is  the  opening  statement  in  chapter  2,  page  42. 
The  author  states  “the  term  periostitis  is  often  used 
loosely  in  describing  noninflammatory  lesions  of  the 
periosteum;  the  term  periosteal  reaction  should  be  em- 
ployed in  such  conditions.”  This  makes,  little,  if  any 
sense. 

The  best  sections  in  the  hone  chapters  are  those  by 
I)r.  Murray  where  there  are  excellent  expositions  on 
bone  tumors  and  can  be  readily  recommended  for  an  in- 
troduction to  bone  neoplasms. 

It  is  somewhat  inexcusable  for  illustrations  to  be  con- 
fused and  on  page  190,  figures  8.7  A and  B are  reversed. 
A is  really  an  example  of  renal  osteodystrophy  and  B a 


normal  patient  of  the  same  age  and  sex.  The  overall 
feeling  is  that  the  bone  section  does  not  come  close  to  ri- 
valing an  equal  page  volume  in  the  text  by  Edeiken. 

The  same  impression  is  attained  in  the  chest  section 
where  some  200  pages  skim  briefly  over  pulmonary  dis-  , 
ease.  This  is  handled  far  better  page  for  page  in  Fel- 
son’s  textbook  which,  although  longer,  is  felt  to  be  con- 
siderably more  significant. 

The  section  on  gastrointestinal  radiology  is  much  too 
short.  All  of  some  160  pages  are  allocated  to  the  entire 
gastrointestinal  tract.  Many  of  the  comments  are  ques- 
tionable and  as  an  example  the  classification  of  vascular 
lesions  of  the  colon  (Table  XXIX)  can  best  be  classified 
as  “unconventional.”  It  is  quite  a shame  that  authors 
of  such  prominence  did  not  give  the  section  more  jus- 

The  sections  on  paranasal  sinuses,  the  temporal 
bones,  the  orbit  and  eye,  and  the  entire  section  on  the  , 
central  nervous  system  vary  tremendously  in  quality.  It 
was  the  general  opinion  that  the  material  presented  con- 
tains a great  deal  of  misinformation  and  there  is  an  in-  i 
adequate  emphasis  on  the  logical  evaluation  of  a patient  ] 
with  a neurologic  disease.  In  parts  there  is  an  over  em-  i 
phasis  on  generally  unused  or  outmoded  radiographic 
techniques.  The  strong  point  is  in  the  neurologic  sec- 
tion where  there  is  a good  anatomic  description  of  the  rf 
ventricular  and  paraventricular  systems,  the  anatomy  of  . 
the  brain,  and  the  normal  angiographic  anatomy.  The  | 
sections  on  the  paranasal  sinuses  and  the  temporal  bone  I 
are  completely  lacking  in  tomographic  illustrations.  & 
This  might  be  excusable  in  the  paranasal  sinuses  but  is  I 
completely  unacceptable  in  the  anatomy  of  the  temporal  I 
and  petrous  bones.  The  author  attempts  to  show  that  I 
the  Chausse  III  and  Guillen  views  are  capable  of  demon-  1 
strating  middle  ear  anatomy  adequately  and  this  is 
wrong.  To  attempt  to  describe  temporal  bone  anatomy  I 
and  pathology  without  tomography,  particularly  in  re-  ij 
gard  to  congenital  anomalies  and  middle  ear  disease  is  a 2 
major  failing.  There  are  errors  showing  the  positioning  1 
of  the  patient  and  the  description  of  the  positioning  of  I 
the  patient — the  head  is  rotated  improperly  in  the  Guil-  j) 
len  view. 

In  the  section  on  the  orbit  and  eye  too  much  time  is  I 
spent  on  seldom  used  procedures  such  as  dacryocys- 
tography,  orbital  pneumography,  foreign  body  localiza-  1 
tion,  limbic  ring  localization,  and  Bromley  localization.  ( 
Although  descriptions  of  orbital  venography  are  given  ! 
there  are  no  illustrations  of  this  important  area.  The  1 
section  on  orbital  arteriography  is  completely  inade-P 
quate  with  even  such  basics  as  the  course  of  the  ophthal- 
mic  artery  of  its  branches  not  mentioned. 

The  section  on  pathology  gives  inadequate  indication  i 
for  various  special  procedures.  This  is  of  major  impor-  I 
tance  in  neuroradiology  and  an  omission  in  this  type  of  I 
discussion  is  a major  flaw  in  a chapter  introducing  the 
whole  subject  of  neuroradiology.  Throughout  this  en-  4 

continued  on  page  48t\  $ 
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v/lore  and  more  physicians  are  interested  in  up- 
dating their  medical  skills  and  knowledge  in  the 
nterest  of  better  patient  care.  And,  an  ever-in- 
j creasing  number  of  state  medical  associations, 
k specialty  societies,  and  other  medical  groups 
ire  stipulating  continuing  medical  education  as  a 
membership  requirement. 

n response  to  these  developments,  the  AMA 
has  greatly  expanded  its  C.M.E.  programs. 

The  nine  regional  meetings,  multidisciplinary 
n approach,  are  of  interest  to  a variety  of  med- 
cal  specialists  and  physicians  in  primary  care. 
Scheduled  on  weekends,  they  make  it  easier  and 
more  convenient  for  you  to  continue  your  educa- 
tion. Then  there  are  the  two  AMA  conventions. 

"he  Annual  alone  features  53  postgraduate 
| courses,  41  3-hour  symposia,  the  new  tele- 
|l:ourses  and  many,  many  other  features  in  con- 
| inuing  education. 


The  AMA's  Physician’s  Recognition  Award  ful 
fills  C.M.E.  requirements  of  many  organiza 
tions,  state  laws  and  individual  physicians. 

REGIONAL  C.M.E.  MEETINGS 


Jan.  17,  18 

Tulsa,  Okla. 

Feb.  28,  29 

Denver,  Colo. 

March  17-20 

Lexington,  Ky. 

April  3,  4 

Indianapolis,  Ind. 

April  3,  4 

Detroit,  Mich. 

May  9 

Dallas,  Tex. 

Sept.  4,  5 

Jackson  Hole,  Wyo 

Sept.  11,12 

Milwaukee,  Wis. 

Sept.  10-12 

Portsmouth,  N H. 

125th  ANNUAL  CONVENTION 

June  26-30  Dallas,  Tex. 


All  courses  at  regionals  and  conventions  are  ac- 
:redited  on  a hour-for-hour  basis  in  Category  I. 


30th  CLINICAL  CONVENTION 

Dec.  4-7  Philadelphia,  Pa. 


For  more  information  about  meetings,  courses,  accommodations, 
tuition  fees,  etc.,  write  for  a free  course  catalogue. 


Council  on  Scientific  Assembly 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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tire  section  many  factual  errors  are  noted.  One  that  is 
repeated  a number  of  times  would  indicate  that  tumors 
of  the  left  hemisphere  are  more  common  than  those  of 
the  right  hemisphere.  The  authors  mention  this  in  ref- 
erence to  left  choroid  plexus  papillomas  being  more 
common  than  choroid  plexus  papillomas  on  the  right; 
that  intraventricular  meningiomas  are  more  common  in 
the  left  lateral  ventricle  than  in  the  right  lateral  ventri- 
cle and  that  gliomas  involving  the  left  cerebral  hemi- 
sphere are  more  common  than  those  on  the  right.  This 
is  not  true  and  just  an  indication  that  masses  in  the  left 
hemisphere  become  clinically  evident  earlier  and  there- 
fore are  studied  at  an  earlier  time  than  those  on  the 
right  side.  Other  errors  include  statements  that  the 
choroid  plexus  papillomas  in  the  fourth  ventricle  are 
more  common  in  children.  They  are  more  common  in 
adults  in  the  fourth  ventricle  and  in  the  lateral  ventri- 
cles in  children. 

Sections  on  the  normal  and  abnormal  skull  are  satis- 
factory. But  here,  again,  statements  are  made  which 
are  either  incorrect  or  insufficiently  described.  As  an 
example,  the  statement  is  made  that  15  per  cent  of  me- 
ningiomas calcify  but  it  is  not  made  clear  whether  this  is 
radiographic  or  pathologic  calcification.  The  chapter 
on  angiography  is  one  of  the  stronger  chapters  in  this 
section.  But  as  in  other  sections  errors  are  made  where 
it  is  stated  that  the  ophthalmic  artery  crosses  through 
the  orbital  fissure  instead  of  through  the  optic  canal. 
Misstatements  like  this  are  quite  inexcusable. 

The  section  on  the  urinary  tract  continues  with  iden- 
tical criticisms.  It  is  quite  amazing  that  in  this  day  and 
age  a protocol  for  desensitization  to  contrast  material 
utilizing  sublingual  contrast  medium  would  be  in  print. 

The  section  describing  contraindications  to  intrave- 
nous urography  is  hopelessly  out  of  date.  In  practice 
over  the  last  ten  years,  the  three  reasons  listed,  (1)  his- 
tory of  previous  reaction  to  contrast  medium,  (2)  preg- 
nancy, and  (3)  multiple  myeloma  are  not  considered,  per 
se,  as  absolute  contraindications.  The  cause  of  death  in 
patients  with  multiple  myeloma  is  not  understood  but  is 
not  the  precipitation  of  Bence  Jones  protein  in  the  tu- 
bules. The  reason  for  not  doing  urogram  during  preg- 
nancy is  not  the  potential  misleading  appearance  of  a di- 
lated urinary  tract  associated  with  the  pregnancy  but 
the  potential  radiation  hazard  to  the  fetus. 

Example  40.3  on  page  879  shows  a compression  uro- 
gram with  “pyelotubular  extravasation.”  The  illustra- 
tion obviously  shows  a tubular  blush  associated  with 
high  concentration  of  the  opaque  medium  within  the 
urine  and  not  an  extravasation. 

It  is  embarrassing  to  see  a film  study  reversed  right 
for  left,  especially  by  a radiologist,  and  this  occurs  in 
Figure  4 1 . 1 6 on  page  893. 

There  is  obviously  a void  in  concept  between  the  U.S. 
and  England  where  here  medullary  sponge  kidney  is  felt 
to  be  tubular  ectasia  and  not  multiple  cysts  in  the  me- 
dulla of  the  kidney  (considered  to  be  medullary  cystic 
disease).  In  addition,  calcification  in  medullary  sponge 
kidney  is  no  where  near  the  80  per  cent  as  listed  in  the 
text.  Unfortunately,  the  entire  urography  section  has 
misstatement  after  misstatement  and,  therefore,  is  un- 
satisfactory. 

It  is  a great  shame  to  have  spent  this  review  criticizing 
a text  that  has  acquired  a favorable  reputation  among 
radiology  housestaff.  Popularity,  unfortunately,  does 


not  substitute  for  academic  quality  and  in  that  regard 
this  text  has  too  many  faults  to  be  recommended  for  a 
library  shelf.  Joshua  A.  Becker,  M.D. 


Fetal  and  Postnatal  Cellular  Growth;  Hormones 
and  Nutrition.  By  Donald  B.  Cheek,  M.D.,  D.Sc. 
New  York,  John  Wiley  and  Sons,  1975.  Illustrated,  538 
pages.  Cloth,  $29.50. 


Dr.  Donald  B.  Cheek  is  a well-known  authority  in  the 
field  of  fetal  growth  and  development.  Dr.  Cheek  is  to 
be  commended  once  again  for  this  scholarly  book  and 
assembling  a group  of  eminent  investigators  who  have  so 
richly  added  to  our  knowledge  in  this  burgeoning  area 
of  medicine.  The  text  is  divided  into  three  parts.  The 
first  deals  with  growth  of  the  brain;  the  second  with 
somatic  growth;  and  the  final  section  concerns  postnatal 
growth.  The  reader  is  given  much  information  pre- 
viously available,  only  from  diverse  texts,  research,  oi 
review  articles.  The  subjects  are  covered  in  depth  and 
provide  new  information  in  a clear  and  concise  manner. 

This  work  will  be  of  great  value  to  individuals  inter 
ested  in  developmental  biology  in  both  academic  anc 
clinical  settings.  Those  who  deal  with  the  care  of  th( 
unborn  and  the  newly  born  are  confronted  by  multifa 
ceted  problems  in  providing  optimal  “critical  care”  tc 
still-developing  patients  and  determining  the  necessan 
elements  to  assure  quality  survival.  This  book  will  bi 
helpful  to  them  and  is  indeed,  recommended.  Martiii 
H.  Greenberg,  M.D. 
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Review  of  Child  Development  Research.  Volume 

IV.  Frances  Degen  Horowitz,  Editor.  Chicago,  Th 
University  of  Chicago  Press,  1975.  Hard  cover,  69' 
pages.  Price,  $17.50. 

Volume  4 in  this  yearly  survey  of  child  development 
research  attempts  to  compile  relevant  information  ane 
extensive  references  in  many  areas  of  child  developmen 
research,  updating  the  three  previous  volumes.  Th 
presentation  is  clear  and  references  are  current  an  j 
thorough.  Included  within  this  volume  are  reviews  c 
subjects  on  the  development  of  behavioral  competenc 
in  infancy,  language  development,  development  of  refen 
ential  communication  skills,  the  drug  treatment  of  chi 
dren  with  behavior  problems,  behavior  modification  a 
an  educational  technique,  genetic  anomalies  in  develop 
ment,  and  other  chapters  dealing  with  pediatric  deve 
opment  in  different  age  groups  including  adolescence. 

The  material  presented  is  valuable  to  psychologist!! 
pediatricians,  and  educators  alike.  Authors  an 
subjects  are  thoroughly  indexed,  and  each  chapter 
summarized  to  allow  for  review.  The  text  is  most  usefi 
when  used  in  context  with  the  earlier  volumes,  and  it  j 
not  especially  helpful  to  someone  with  limited  bad 
ground  in  the  area  of  developmental  pediatrics  or  educe 
tion.  The  authors  of  each  section  attempt  quite  su< 
cessfully  to  compile  and  correlate  recent  informatic 
and  research  in  an  unbiased  presentation.  This  book 
a valuable  source  of  information  and  reference  materi 
in  a field  which  is  rapidly  changing  and  often  confusin 
All  of  the  authors  are  actively  engaged  in  research  an 
publication  in  the  field  of  child  development.  Doris  IV 
Greenberg,  M.D. 

Recent  Advances  in  Ophthalmology.  Edited  by  1 
D.  Trevor-Roper,  M.D.  New  York,  Churchill  Livinj 

continued  on  page  4'. 
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Medical  Meetings 


Special  seminars 

Special  seminars  for  medical  professionals  began  in 
January  as  part  of  the  American  Cancer  Society’s 
Brooklyn  Unit  program  of  continuing  professional  edu- 
cation. Physicians,  nurses,  and  medical  students  are  in- 
vited to  the  second  annual  Multidisciplinary  Approach 
to  the  Management  of  the  Cancer  Patient,  cosponsored 
by  Maimonides  Medical  Center.  Chairman  is  Jerome 
Appelbaum,  M.D.,  codirector  of  the  Oncology  Division 
at  the  Center.  Scheduled  seminars  for  April,  May, 
June,  and  July  are:  gastrointestinal  tract  tumors,  April 
1;  gynecological  tumors,  April  29;  breast  cancer.  May  6; 
malignant  melanoma,  June  3;  and  non-Hodgkin’s  lym- 
phoma, July  1. 

Accredited  by  the  American  Academy  of  Family  Phy- 
sicians for  eight  elective  hours,  the  seminars  will  be  held 
at  Maimonides’  Saltzman  Auditorium,  4802  Tenth  Ave- 
nue, Brooklyn,  from  10:30  a.m.  to  12  noon. 

Further  information  is  available  from  American  Can- 
cer Society,  Brooklyn  Unit,  141  Livingston  St.,  Brook- 
lyn, N.Y.  11201,  Telephone  237-7850. 

Fifty-seventh 
annual  session 

The  fifty-seventh  annual  session  of  the  American  Col- 
! lege  of  Physicians  will  be  held  April  5 to  8,  1976,  in  Phil- 
adelphia, Pennsylvania.  All  scientific  activities,  includ- 
ing the  technical  and  scientific  exhibits,  will  be  at  the 
Philadelphia  Civic  Center. 

Among  the  highlights  of  the  four-day  session  will  be 
' 14  State  of  the  Art  lectures;  16  panel  discussions;  scien- 
tific papers  in  14  subject  areas;  126  meet  the  professor 
sessions;  four  special  symposia;  and  such  special  fea- 
tures as  a mini-course  on  topics  in  clinical  hematology. 
The  meeting  has  as  its  theme  “Neoplastic  Disease — 
1976.” 

Radioimmunoassay; 
procedures  for  the 
practicing  physician 

A symposium  in  continuing  medical  education  on 
"Radioimmunoassay  Procedures  for  the  Practicing  Phy- 
sician’’ will  be  held  on  April  8 at  The  Sheraton  Inn-Buf- 
falo East.  For  additional  information  write:  Continu- 
ing Medical  Education,  2211  Main  Street,  Buffalo,  New 
[ York  14214;  tel.  (716)  831-5526.  This  program  is  spon- 
sored by  The  Department  of  Nuclear  Medicine,  School 
of  Medicine,  State  University  of  New  York  at  Buffalo. 

e 

Spring  session 

The  Spring  session  of  the  American  Academy  of  Pedi- 
atrics will  be  held  in  Philadelphia,  April  11  to  15.  Ad- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


vanced  registration  will  not  be  accepted  postmarked 
later  than  March  28.  Inquiries  should  be  addressed  to: 
American  Academy  of  Pediatrics,  P.O.  Box  1034  Div.  M, 
Evanston,  Illinois  60204. 

One-day  symposium 

A one-day  symposium  on  “Diagnosis  and  Treatment 
of  Breast  Diseases,”  will  be  held  at  Queens  Hospital 
Center,  Jamaica,  N.Y.  11432,  Friday,  April  23.  Program 
chairman  is  Jacob  Dorfman,  M.D.,  attending  radiologist. 
The  conference  will  be  open  to  both  attending  physi- 
cians and  residents  in  all  fields  of  medicine.  This  con- 
tinuing medical  education  offering  meets  the  criteria  for 
eight  (8)  hours  of  credit  in  Category  1 for  the  Physi- 
cian’s Recognition  Award  of  the  American  Medical  As- 
sociation. 

For  futher  information  contact:  Jan  J.  Smulewicz, 

M.D.,  Director,  Department  of  Radiology,  Queens  Hos- 
pital Center  Affiliation,  Long  Island  Jewish-Hillside 
Medical  Center,  82-68  164th  Street,  Jamaica,  New  York 
11432,  Tel:  (212)990-2401. 

Echocardiography  and  other  noninvasive 
methods  in  clinical  practice 

Nine  one  and  one-half  hour  sessions  on  “Echocardiog- 
raphy and  Other  Noninvasive  Methods  in  Clinical  Prac- 
tice,” will  be  held  on  Wednesday — April  21,  28,  May  5, 
12,  19,  26,  June  2,  9,  and  16  from  3.30  to  5 p.m.  in  the 
Teaching  Auditorium  (room  E201C)  at  Long  Island 
Jewish-Hillside  Medical  Center,  New  Hyde  Park,  New 
York. 

This  course  is  designed  to  aid  both  the  internist  and 
the  cardiologist  to  develop  a working  knowledge  of  some 
of  the  newer  techniques  in  basic  echocardiography. 
Sessions  will  also  include  subjects  such  as  stress-testing 
and  radionuclides.  The  role  of  echocardiography  will  be 
explored  in  terms  of  interpretation  of  acquired  data  for 
solving  common  clinical  problems  as  well  as  techniques. 
Format  will  include  demonstrations  and  workshops. 

This  Continuing  Medical  Education  offering  meets 
the  criteria  for  13  hours  of  credit  in  Category  1 for  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

Registration  is  limited. 

For  further  information  contact:  Office  of  the  Dean 

of  the  Clinical  Campus,  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  New  York  11040. 

Burns:  an  update  for  primary 
care  physicians 

“Burns:  an  Update  for  Primary  Care  Physicians” 

will  be  held  on  May  6 in  Syracuse.  William  R.  Clark, 
Jr.,  M.D.,  assistant  professor,  Department  of  Surgery, 

continued  on  page  488 
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Upstate  Medical  Center,  is  the  program  coordinator. 

This  course  is  intended  to  provide  an  overall  perspec- 
tive and  set  of  practical  guidelines  for  the  physician  who 
treats  patients  with  burns  that  can  be  cared  for  in  a 
community  hospital  and  do  not  require  transfer  to  a 
specialized  burn  treatment  facility.  An  overview  of  cur- 
rent treatment  modalities  for  the  whole  gamut  of  ther- 
mal injuries  will  be  presented  but  the  emphasis  will  be 
on  the  definitive  management  of  the  large  variety  of 
burns  which  do  not  threaten  survival.  In  addition,  a 
quantitative  and  qualitative  description  of  the  burn 
problem  in  the  Central  New  York  State  Region  will  be 
presented  with  suggestions  about  effective  prevention  in 
local  communities. 

For  further  information  write  to:  Program  Assistant, 
Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York  Upstate  Medical  Center,  750 
East  Adams  Street,  Syracuse,  New  York  13210,  Tele- 
phone: (315)  473-4607. 

Audiology  conference  to  be  held 
at  Lexington  School 

About  150  educators,  pediatricians  and  others  who 
work  with  hearing-impaired  children  and  adults  will  at- 
tend a two-day  conference  in  May  at  the  Lexington 
School  for  the  Deaf,  Queens,  N.Y. 

Titled  “Technological  Advances  In  Audiology  and 
Speech  Science,”  the  meeting  will  explore  new  areas  of 
expertise  in  the  diagnosis,  treatment,  and  development 
of  hearing-impaired  people.  Topics  include  demonstra- 
tions of  instruments,  such  as  standardized  hearing  aid 
measurements  with  an  electronic  mannikin,  and  evalua- 
tions of  new  techniques,  such  as  cochlear  implants. 

The  program  will  be  conducted  Friday,  May  14,  from 
9 a.m.  to  5 p.m.,  and  Saturday,  May  15,  from  9 a.m.  to  1 
p.m. 

Registrants  can  contact  the  Lexington  School  for  the 
Deaf,  30th  Avenue  and  75th  Street,  Queens,  N.Y.  11370. 

Three-day,  full-time  course 

New  York  University  Post-Graduate  Medical  School 
will  present  a three-day,  full-time  course,  May  20 
through  22,  entitled  “New  Concepts  in  Hematology  for 
the  Practicing  Physician.” 

The  course  is  designed  to  assist  primary-care  physi- 
cians, who  are  not  hematologists,  in  up-dating  their  di- 
agnostic and  therapeutic  skills  in  caring  for  patients 
with  hematological  diseases.  Special  emphasis  will  be 
placed  on  the  practical  application  of  the  newer  con- 
cepts in  hematology.  The  material  will  be  presented 
through  lectures,  discussions,  audiovisual  aids,  and  an 
annotated  list  of  selected  references.  Ample  time  will 
be  provided  for  questions  from  course  participants. 

The  course  director  is  Michael  L.  Freedman,  M.D.,  as- 
sociate professor  of  medicine. 

This  continuing  medical  education  offering  meets  the 
criteria  for  17  hours  of  credit  in  Category  I for  the  Phy- 
sician’s Recognition  Award  of  the  American  Medical  As- 
sociation. 

Further  details  may  be  had  from  the  Office  of  the  As- 
sociate Dean,  NYU  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York,  N.Y.  10016;  telephone  (212) 
679-3200,  extension  4037. 


Annual  postgraduate  teaching  day 

The  twenty-sixth  annual  postgraduate  teaching  day 
in  otorhinolaryngology:  update  ’76  will  be  held  on  May 
20.  Daniel  D.  Rabuzzi,  M.D.,  is  the  program  coordina- 
tor. 

Despite  the  ever-increasing  demands  on  his  time,  it  is 
imperative  that  the  practitioner  remain  abreast  of  the 
exciting  new  advances  in  the  field  of  otorhinolaryngolo- 
gy. It  is  the  purpose  of  this  Teaching  Day  program  to 
focus  on  several  of  these  newer  ideas  so  as  to  provide  a 
stimulus  toward  further  study  and  improved  patient 
care. 

Main  speaker  will  be:  Byron  Bailey,  M.D.,  professor 
and  chairman,  Department  of  Otolaryngology,  Universi- 
ty of  Texas,  Galveston,  Texas. 

For  more  information  write  to:  Program  Assistant, 

Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York  Upstate  Medical  Center,  750 
East  Adams  Street,  Syracuse,  New  York  13210,  Tele- 
phone: (315) 473-4607. 

Infections  in  obstetrics, 
gynecology,  and  surgery 

On  May  25  a program  will  be  presented  on  “Infections 
in  Obstetrics,  Gynecology,  and  Surgery.”  Raja  Abdul- 
Karim,  M.D.,  professor,  Department  of  Obstetrics- 
Gynecology,  Upstate  Medical  Center,  Syracuse,  New 
York,  is  the  program  coordinator. 

Infection  is  still  a major  problem  in  obstetrics,  gyne- 
cology, and  surgery.  In  obstetrics  the  mother  and  her 
fetus  are  to  be  considered.  Treatment  sometimes  has  to 
be  initiated  prior  to  an  etiologic  diagnosis  and  the  choice 
of  the  proper  antibiotic(s)  becomes  an  important  issue. 
The  effect  of  antibiotic  combinations  frequently  is 
poorly  understood.  Shock,  whether  hemorrhagic  or 
septic,  still  occurs  with  sufficient  frequency  and  yet  its 
proper  management  in  many  respects  is  a matter  of  con- 
troversy. The  symposium  on  infections  in  obstetrics, 
gynecology,  and  surgery  is  an  attempt  to  apprise  the 
physician,  nurse,  and  other  colleagues  of  the  health  sci- 
ences of  the  current  approach  to  these  issues.  It  should 
be  of  interest  to  all  who  deal  with  infections,  whethei 
they  be  obstetricians,  gynecologists,  surgeons,  pediatri 
cians,  or  family  practitioners. 

For  more  information  write  to:  Program  Assistant 

Office  of  Graduate  and  Continuing  Education,  Stat< 
University  of  New  York  Upstate  Medical  Center,  75( 
East  Adams  Street,  Syracuse,  New  York  13210,  Tele 
phone:  (315)  473-4607. 

EKG  workshop 

An  “EKG  Workshop  for  primary  care  physicians”  wil 
be  held  March  25  to  26,  at  the  Upstate  Medical  Center 
Charles  T.  Fruehan,  M.D.,  assistant  professor,  Depart 
ment  of  Medicine,  Upstate  Medical  Center,  Syracusr 
New  York,  is  the  program  coordinator. 

This  course  is  intended  as  a review  of  basic  funds 
mentals  for  the  inexperienced  or  “rusty”  physician.  1 
also  serves  as  an  introductory  course  for  the  beginner  i 
electrocardiography.  The  format  includes  an  inform* 
atmosphere,  with  lectures  and  smaller  group  sessions  ft 
practice  reading  with  cardiologists.  Topics  includi 
cardiac  anatomy  related  to  the  EKG;  atrial  and  ventri* 
ular  wave  form  abnormalities  (enlargement,  myocardi; 

continued  on  page  4£|l| 
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infarction,  pulmonary  embolus,  e.g.);  St-T  abnormalities 
(including  effects  of  drugs  and  electrolyte  abnormali- 
ties); conduction  disorders;  ectopic  atrial  and  ventricu- 
lar arrhythmias. 

For  more  information  write  to:  Program  Assistant, 

Office  of  Graduate  and  Continuing  Education,  State 
University  of  New  York  Upstate  Medical  Center,  750 
East  Adams  Street,  Syracuse,  New’  York  13210,  Tele- 
phone: (315) 473-4607. 

Five-day  course 

in  general  diagnostic  radiology 

New  York  University  Post-Graduate  Medical  School 
will  offer  a five-day  course  in  general  diagnostic  radiolo- 
gy, May  31  to  June  4 at  the  Waldorf-Astoria  Hotel  in 
New  York  City. 

The  course  will  include  a survey  of  all  subspecialties 
of  diagnostic  radiology  with  a discussion  of  computer- 
ized tomography  and  its  application  to  the  head  and  to 
the  body.  This  is  designed  as  a refresher  for  the  prac- 
ticing radiologist  and  to  help  candidates  prepare  for 
their  boards  in  radiology.  There  will  be  a stress  on 
(basic  concepts,  but  attention  will  also  be  given  to  new 
developments  in  diagnostic  radiology.  The  course  will 
be  structured  as  follows:  Monday,  May  31 — Neurora- 
diology; Tuesday,  June  1 — Chest  and  Cardiac  Radiolo- 
gy; Wednesday,  June  2 — Gastrointestinal  Radiology; 
Thursday,  June  3 — Uroradiology;  and  Friday,  June  4 — 
iBone  and  Joint  Radiology. 

The  course  is  approved  for  30  hours  credit  in  Category 
I of  the  Physician’s  Recognition  Award  of  the  American 
Medical  Association. 

For  applications  and  a detailed  brochure  of  the 
course,  please  write:  Office  of  the  Associate  Dean,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New 
'York.  N.Y.  10016;  or  telephone  (212)  679-3200,  exten- 
sion 4037. 

One-day  symposium 

, A one-day  symposium  for  the  practicing  physician, 
Mocussing  on  the  identification  and  practical  manage- 
ment of  sexual  problems  most  frequently  encountered  in 
.practice.  Topics  to  be  covered  will  include  sexual  per- 
formance problems  in  the  male  (impotence,  premature 
Ejaculation,  and  ejaculatory  incompetence)  and  female 
'frigidity  and  vaginismus);  the  homosexual  patient; 
dentifying  and  counseling  the  transsexual;  sexuality 
and  aging;  and  current  concepts  in  contraception.  Fac- 
alty  will  include  urologists,  gynecologists  and  psychia- 
rists  with  special  experience  in  these  areas. 

“Sexual  Problems  in  Medical  Practice”  will  be  pre- 
sented on  June  3.  Eugene  Kaplan,  M.D.,  associate  pro- 
essor,  Department  of  Psychiatry,  Upstate  Medical  Cen- 
er,  Syracuse,  New  York,  is  the  program  coordinator. 

For  more  information  write  to:  Program  Assistant, 

Dffice  of  Graduate  and  Continuing  Education,  State 
University  of  New  York  Upstate  Medical  Center,  750 
5ast  Adams  Street,  Syracuse,  New  York  13210,  Tele- 
)hone:  (315) 473-4607. 
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stone,  1975.  Illustrated,  319  pages.  Hard  cover,  $30. 

Mr.  Trevor-Roper  and  the  contributors  are  well- 
known  ophthalmologists  in  their  respective  areas  of 
ophthalmology.  This  book  represents  a resumption  of 
the  four  previous  editions  which  were  written  jointly  by 
Duke-Elder  and  Goldsmith. 

In  this  book,  the  editor  selected  12  different  aspects 
in  ophthalmology  which  covered  the  areas  where  the 
progress  has  been  most  marked  during  the  past  twenty- 
four  years.  The  topics  covered  range  from  electrophys- 
iology of  the  eye,  to  medical  and  pediatric  ophthalmolo- 
gy, newer  diagnostic  and  surgical  techniques,  and  the 
adverse  effect  of  drugs.  The  editing  and  condensed 
contents  of  this  timely  book  are  of  high  quality. 

There  are  minor  errors  (such  as  Maroteaux-Lang  syn- 
drome associated  with  no  ocular  changes,  p.  273)  and  in- 
adequacies (such  as  no  discussion  on  the  newer  drug  de- 
livery systems  in  the  management  of  glaucoma  and  in 
the  adverse  drug  reactions).  Perhaps,  by  adding  three 
additional  sections  to  cover  clinical  oriented  basic  oph- 
thalmology, this  book  would  be  more  complete  and  more 
desirable. 

This  book  is  intended  for  clinicians  and  residents  in 
ophthalmology  and  this  reviewer  endorses  it  whole- 
heartedly. It  is  highly  recommended  to  busy  clinicians 
who  find  little  time  to  read,  particularly  the  sections  on 
the  thyroid  diseases,  inherited  metabolic  and  connective 
tissue  and  their  ophthalmic  manifestations,  adverse 
drug  reactions,  glaucoma,  diagnostic  and  surgical  tech- 
niques. This  book  is  a valuable  and  timely  reference 
and  should  be  made  available  in  all  medical  libraries. 
Pei-fei  Lee,  M.D. 

Pregnancy.  By  Gordon  Bourne,  F.R.C.S.,  and  David 
N.  Danforth,  M.D.  New  York,  Harper  & Row  Publish- 
ers, 1975.  Cloth,  578  pages.  Price,  $15. 

This  is  a detailed  and  comprehensive  guide  for  the  ex- 
pectant mother  and,  it  should  be  added,  for  her  hus- 
band. It  stresses  the  importance  of  prenatal  care, 
choice  of  physician,  and  hospital. 

In  its  detail  and  comprehensiveness  it  is  perhaps  too 
much  for  most  patients  to  absorb,  let  alone  read  com- 
pletely. However,  in  its  stress  of  possible  complications 
of  pregnancy  and  labor  it  does  reinforce  the  need  for  ex- 
pert care. 

This  volume  might  better  serve  the  obstetrician’s  of- 
fice nurse  than  the  patient,  because  of  its  magnitude. 
G.  J.  L. 

Cardiac  Ultrasound.  Edited  by  Raymond  Gramiak, 
M.D.,  and  Robert  C.  Waag,  Ph.D.  Saint  Louis,  C.  V. 
Mosby  Company,  1975.  Illustrated,  308  pages.  Hard 
cover,  $34.50. 

Dr.  Gramiak,  professor  of  diagnostic  radiology,  Uni- 
versity of  Rochester  School  of  Medicine,  has  been  a pi- 
oneer in  the  ultrasonic  echographic  field  and  has  made 
many  contributions  to  diagnostic  echocardiography  and 
technical  advances  in  the  effort  to  obtain  two-dimen- 
sional studies,  comparable  to  tomograms. 

The  book  is  worthy  of  study  by  all  physicians  who  re- 
ceive reports  from  the  echographic  laboratories,  now  in 
operation  in  thousands  of  hospitals  all  over  the  world. 
The  first  28  pages  offer  the  best  discussion  of  basic 
problems  and  equipment  now  in  print. 


The  combination  of  echography  with  an  invasive 
technic — injecting  a “bubbly”  solution  into  various 
chambers  with  arterial  or  venous  catheterization — is  a 
field  of  special  interest  to  the  Rochester  group,  and  its 
value  is  discussed  in  Chapter  3 (pages  29  to  46).  The 
rest  of  the  book  presents  concise,  well-illustrated  discus- 
sions of  the  echographic  examination  of  mitral,  aortic, 
tricuspid,  and  pulmonic  valves  in  health  and  disease. 
Equally  clear  and  authoritative  chapters  deal  with  peri- 
cardial effusion,  left  ventricular  size  and  function,  the 
size  of  great  vessels,  other  heart  chambers,  and  the  dys- 
kinesia due  to  coronary  disease.  Discussions  of  pros- 
thetic valves  and  congenital  heart  disease  complete  the 
text  on  clinical  applications  of  current  methods  for 
probing  the  heart  by  recording  the  motion  of  structures 
by  ultrasonic  echoes. 

It  is  not  fair  to  judge  the  quality  of  routine  studies  b> 
comparison  with  selected,  ideal  results  obtained  by  the 
best  workers  on  the  least  difficult  cases  and  published  in 
this  or  previous  monographs.  The  elderly,  the  emphy- 
sematous, the  fidgety,  and  the  dyspneic  patients  all  pro- 
vide difficult  or  impossible  subjects  for  this  diagnostic 
modality.  Most  echocardiographic  devices  are  operatec 
by  technologists  and  physicians,  drawn  from  radiolog\ 
or  cardiology,  but  all  have  to  learn  an  entirely  new  art 
holding  a probe  (transducer)  against  a “window,’ 
framed  by  ribs  and  lungs.  A change  of  a few  millimeter 
in  position,  or  of  a few  degrees  in  the  angle  of  entry  car 
make  a very  great  difference  in  the  image  dancing  on  th< 
face  of  the  tubes.  Controls  for  intensity  are  comple: 
and  must  be  adjusted  constantly  to  the  images  seen  ant 
sought.  This  art,  and  the  interpretation  of  the  records 
with  their  artefacts,  requires  patience  and  months  o 
constant  practice.  Adequate  supervision  is  not  avail 
able  in  many  hospitals,  but  a book  like  “Cardiac  Ultra 
sound”  provides  the  eager  novice  with  examples  of  per 
fection,  much  like  those  that  the  young  violinist  get 
from  comparing  his  efforts  with  the  recordings  b 
Kreisler  or  Menuhin. 

Keeping  up  with  the  literature  is  almost  impossible- 
hundreds  of  papers  in  this  field  were  published  in  197.' 
124  abstracts  submitted  for  the  Heart  Association  prc 
gram.  Even  this  monograph,  with  references  throug 
1974,  will  soon  be  as  “out  of  date”  as  its  excellent  predt 
cessors.  But  it  will  remain  a classic  exposition  of  th 
greatest  advance  in  cardiology  since  the  recording  < 
electrocardiograms  and  phonocardiograms  by  Einthc 
ven  over  sixty  years  ago.  William  Dock,  M.D. 

Live  High  on  Low  Fat.  By  Silvia  Rosenthal.  Fon 
word  by  Jeremiah  Stamler,  M.D.  New  enlarged  editio 
New  York,  J.  B.  I.ippincott  Company,  1975.  Hai 
cover,  439  pages.  Price,  $9.95. 

Live  High  on  Low  Fat  is  an  informative  guide  to  pol 
unsaturated  foods  for  all  cooks,  lay  and  professional- 
and  a gift  for  all  seasons.  Menus,  recipes,  and  subsf 
tutes  for  highly  saturated  items  are  given  in  simple  ar . 
pleasing  detail.  For  good  reading,  good  eating,  u 
good  living,  this  book  is  recommended.  The  best  tesl 
monial  one  needs  is  the  continued  good  health  and  st  I 
ble  weight  of  the  author’s  husband  for  whom  this  boi 
was  developed  after  a heart  attack  some  twenty  yea' 
ago.  S.  K.  A. 

Webster’s  Medical  Speller.  Springfield,  Mass.,  G.  || 
C.  Merriam  Company,  1975.  Hard  cover,  388  page  i 
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Price,  $3.95. 

This  little  book  is  a guide  to  the  correct  spelling  and 
division  of  35,000  medical  terms.  The  words  included 
in  this  medical  speller  were  selected  by  comparing  Web- 
ster's Third  New  International  Dictionary  with  stan- 
dard medical  sources. 

The  criteria  for  the  form  of  entry  was  contemporary 
usage,  a practice  also  introduced  with  Webster's  Third 
New  International  Dictionary,  and  though  much  criti- 
cized and  protested  by  lexicographers,  became  the  ac- 
cepted norm  of  our  day. 

Certainly,  all  of  these  terms  can  be  found  in  medical 
dictionaries,  where  in  addition  to  the  spelling  and  divi- 
sion, their  meaning  is  also  given.  This  handbook,  how- 
ever, was  prepared  with  an  eye  to  the  needs  of  a special 
group  of  users,  the  medical  specialists;  people  who  fre- 
quently prepare  and  process  written  medical  matters, 
for  example,  writers,  editorial  assistants,  proofreaders, 
stenographers,  transcribers,  and  so  forth.  For  them  the 
usefulness  of  this  book  is  unquestionable  and  lies  pri- 
marily in  its  compactness,  size,  and  price. 

The  fact  that  it  was  published  by  a company  whose 
reputation  in  the  field  of  dictionary  making  is  well  es- 
tablished, should  further  enhance  its  value  to  the  pro- 
fession. V.  P. 

The  Bathroom.  New  and  expanded  edition.  By 

Alexander  Kira.  New  York,  The  Viking  Press,  1976. 
Illustrated,  272  pages.  Cloth,  $18.95. 


Sixth  international  congress 
of  the  Transplantation  Society 

A full  range  of  topics  covering  organ  and  tissue  trans- 
plantation will  be  discussed  at  the  Sixth  International 
Congress  of  the  Transplantation  Society  to  be  held  Au- 
gust 22  to  28,  1976,  at  the  Waldorf-Astoria  Hotel  in  New 
York  City.  More  than  2,500  physicians  and  biomedical 
scientists  are  expected  to  attend. 

The  principal  themes  of  the  Congress  will  include: 


The  author  is  an  architect  with  an  interest  in  the  area 
of  human  needs  and  behavior  as  related  to  interior  de- 
sign. In  this  book,  he  turns  his  attention  to  man’s  re- 
quirements for  personal  hygiene,  critically  examines 
current  facilities  for  cleansing  the  body  and  elimination, 
and  develops  more  effective  design  criteria. 

Professor  Kira  takes  a wide-ranging  approach  to  the 
subject  and  provides  useful  and  often  little-known  basic 
information  before  considering  the  technical  aspects  of 
design.  Social  and  psychological  considerations,  as  well 
as  anatomical  and  physiological  facts,  are  covered  in 
great  detail.  The  author  then  demonstrates  the  inade- 
quacies of  contemporary  bathrooms  and  presents  new 
designs  which  are  more  consistent  with  the  principles  of 
human  engineering.  His  concepts  are  well-illustrated 
with  photographs  and  diagrams. 

This  second  edition  of  The  Bathroom  (the  first  was 
published  in  1966)  has  been  improved  by  the  addition  of 
sections  on  public  hygiene  facilities  and  on  the  special 
requirements  of  the  aged  and  disabled.  As  Professor 
Kira  points  out,  a large  segment  of  the  population  suf- 
fers from  disabilities  associated  with  disease  or  old  age. 
Many  persons,  therefore,  are  limited  in  “their  ability  to 
cope  with  their  personal  hygiene  needs  in  the  normal 
fashion  while  using  normal  accomodations.”  The  au- 
thor’s description  of  the  problems  presently  encoun- 
tered by  the  aged  and  disabled,  and  his  practical  sugges- 
tions for  their  solution,  are  of  particular  interest  and 
value  to  physicians  who  work  with  this  group  of  pa- 
tients. Seymour  B.  Jacobson,  M.D. 


clinical  transplantation,  artificial  life  support  systems, 
experimental  organ  transplantation,  bone  marrow  trans- 
plantation, transplantation  biology,  transplantation  an- 
tigens and  antibodies,  allograft  survival,  immunogenet- 
ics  of  transplantation,  immunosuppression  and  cancer, 
and  transplantation. 

For  more  information  write:  Congress  Secretariat, 

Felix  T.  Rapaport, 

New  York  University  Medical  Center,  560  First  Ave- 
nue (room  H-438),  New  York,  N.Y.  10016. 
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variationes.  Iste  trovatos  suggiere  que  le  bon  tractam- 
ento  empiric  del  infectiones,  quando  le  microorganismo 
causante  es  cognoscite  e le  sensitivitate  no  esseva  deter- 
minate, pote  etiam  depender  de  si  le  infection  es  acquir- 
ite  in  le  hospital  o le  cummunitate.  In  consequentia, 
bulletines  del  sensitivitate  bacterial  debe  includer  ille  de 
ambe  classes  de  infection. 

Shafer,  N.,  e Shafer,  R.  W.:  Effectos  carcinogenic  po- 
tential del  tincturas  del  pilo.  New  York  State  J.  Med. 
76:  394  (Martio)  1976. 

Ben  que  un  varietate  de  factores  chemical,  viral,  hor- 
monal e physic  ha  essite  implicate  como  carcinogenic,  le 
tincturas  e blancheadores  del  capillo  totavia  non  ha  ess- 
ite indentificate  como  tal.  In  un  revision  facite  per  le 
autores,  in  100  patientes  con  carcinoma  mammari  esseva 
observate  que  87  pro  cento  esseva  usatores  chronic  de 
agentes  tincturante  del  pilo;  in  cambio,  in  un  studio  de 
feminas  del  mesme  etate  que  non  suffreva  de  cancer 
mammari  esseva  trovate  que  solmente  25  pro  cento  esse- 
va usatores  regular  de  tincturas  del  pilo.  Iste  tincturas 
contiene  derivatives  del  anilina  e altere  agentes  chemic 
que  pote  esser  carcinogenic.  Exite  probas  documentate 
que  iste  compostos  pote  esser  absorbite  per  le  pele.  Iste 
hypothese  debe  esser  demonstrate;  probas  in  animales 
de  laboratorio  es  in  progresso. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


Depression  in  the  elderly 

The  authors  point  out  in  their  summary  that  a ten- 
dency to  diagnose  senility  in  psychiatrically  compro- 
mised geriatric  patients  may  prejudice  accurate  assess- 
ment and  treatment  in  the  elderly.  Geriatric  patients 
may  present  with  the  entire  range  of  psychopathological 
symptoms,  in  either  the  presence  or  absence  of  actual 
senile  symptoms.  In  this  paper  the  authors  discuss  oc- 
currence in  the  geriatric  group  of  the  chronic  brain  syn- 
drome, psychosis,  anxiety  reaction,  and  affective  disor- 
ders. Fann,  W.  E.,  Wheless,  J.  C.,  and  Richman,  B.  W.: 
North  Carolina  M.  J.  35:  672  (Nov.)  1974. 


Index  to  Advertised  Products 


Analgesics 

Darvon/Darvocet  (Eli  Lilly  & Company)  382,  383 

Antibiotics 

Bactrim  (Roche  Laboratories)  430,  431,  432 

Bicillin/Wycillin  (Wyeth  Laboratories)  414,  415 

Kefzol  (Eli  Lilly  & Company) 350 

Neosporin  (Burroughs  Wellcome  Company)  461 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  Company)  339 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  377 

Diagnostic  laboratory  tests 

Bio-Science  Laboratories  477 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals) 355,  356 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 369 

Potassium  supplements 

Kay  Ciel  Elixer  (Cooper  Laboratories)  340,  341 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  343 

Tranquilizers 

Librium  (Roche  Laboratories)  348,  349 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 474,  475 
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CARE-  New  York,  N Y.  10016  or  regional  offices 
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’OITIONS  WANTED 


,esral  surgeon  and  anesthesiologist,  husband  and  wife. 

3ind  33  years  respectively,  both  Board  Eligible.  New  York  State  license  by 
f 5X.  License  bv  reciprocity  possible;  interested  in  Group  practice,  solo  or 
$ tnership.  Will  consider  all  offers.  Write  to  Dept.  521,  c o NYSJM. 

E OR  RADIOLOGIST.  RECENTLY  RETIRED  AS  DIRECTOR  OK  RADI 
kgy  in  medium-size  hospital,  interested  in  full  or  part-time.  Diagnostic  pre- 
I ed  in  or  hospital  and  office  practice  from  Mav  thru  October  or  Novemoer. 
lot.  524,  c/o  NYSJM. 

H UCIAN'S  ASSISTANT  STUDENT.  26  YEARS  OLD.  WITH  MILITARY 
eerience,  to  graduate  June,  1976  from  AMA  approved  program.  Second 
>lr  Clinical  training  at  Cleveland  Clinic.  Will  consider  opportunity  in  a 
pnarv  care  situation.  Resume  available  on  request.  Dept.  522,  c/o 
? SJM. 

r'.OGIST.  AGE  36,  BOARD  CERTIFIED.  N Y.  LICENSE.  EXCELLENT 
a demic  background  and  extensive  experience  in  oncologic  surgery,  seeks 
«v.  association,  or  group  practice  leading  to  partnership  Dept.  528,  c o 
>SJM. 

IP  P,  EXPERIENCED.  WANTS  POSITION.  PREFERABLY  NEW  YORK 
,(V  or  surroundings.  Dept.  530,  c/o  NYSJM. 

■R.OGIST.  AGE  35,  MARRIED.  BOARD  ELIGIBLE.  UNIVERSITY 
t ned,  passed  Flex,  extensive  surgical  experience.  Seeks  solo,  group  practice 
*ctssociation  leading  to  partnership.  Available  July  1976,  but  would  like  to 
f ilize  it  before  April  1976.  Dept.  531,  c/o  NYSJM. 


X RIENCED  RHEUMATOLOGIST  DESIRES  PART  TIME/PER  SES- 
sii  or  private  practice  rheumatology  work  in  Queens  or  nearbv  area.  Dept, 
fcj  c/o  NYSJM. 

H ICIAN’S  ASSISTANT.  GRADUATING  FROM  THE  UNIVERSITY  OF 
Ii|i  (AMA  approved  program)  and  interested  in  returning  to  New  York  State. 
P narily  interested  in  general  or  family  practice,  but  will  consider  other 
fils.  Available  Julv  1st.  Contact;  Mr.  Geoffrev  LaGarv,  2103  Davis  St.. 
L i City,  Iowa  52240.  (319)  337-5604. 


>r:tices  available 


X OPTIONAL  OPPORTUNITY:  GENERAL  PRACTICE  AVAILABLE  IN 
d rable  Upstate  New  York  university  city.  Relaxed,  office-only  practice 
g> sing  over  S280, 000.  Low  overhead.  Established  18  years.  Fully  equipped 
o!  e with  X-ray  and  lab.  Terms.  Retiring.  Dept.  519.  c o NYSJM. 


■Yj.CUSE,  NEW  YORK:  LONG  ESTABLISHED.  LUCRATIVE  FAMILY 
p tice.  Fully  equipped  office  situated  in  income  producing  home  available 
foale  immediately.  Retiring  due  to  illness.  Dept.  529,  c/o  NYSJM. 


M CELLANEOUS 


JUS  COLLECTED- ABUSE  IS  RULED  OUT-TACTFVJL  YET  SUC- 
>ful — 40  years  of  top  service  to  doctors  and  hospitals — Moil  billhead  for 
ails.  Crane  Discount  Corp..  251  W 42nd  St..  New  York.  N Y 10036 
1 5-2943 


f 1ARLY  GAINS  OF  17  TO  30%  APPEAL  TO  YOU,  LET  ME  HELP  YOU 
Jest  in  rare  coins.  Coins  selected  for  growth  potential  and  placed  in  your 
1 1 ids  for  appreciation.  Will  advise  you  all  the  way.  Vincent  Iacobelli,  M.D.. 
•’  avid  Court.  Port  Jefferson.  N.Y.  11777. 


W 504  PEUGOTS,  GASOLINE  AND  DIESEL  FUELED,  NEW  AND  LOW 
I ?aSe  demonstrators  at  substantial  reductions.  No.  1 import  in  Germany, 
ijV  and  England— R-5  40  mile  per  gallon  sub-compact  and  all  other  1976 
J ault  models  now  being  shown  at  our  showroom.  For  information  and 
rature,  call  Charles  Katzenstein  at  Cars  of  France  Inc.  (212)  728-2313. 


Rx  for  Physicians  Only 

1976  Cadillac  Coupe  deVille  S197.00  per  month 
1976  Cadillac  Seville  $287.00  per  month 

The  36  month  lease  that  permits  you  any  time  after 
the  first  twelve  months  to: 

1.  Repurchase  your  car 

2.  Terminate  your  lease  in  favor  of  a new  car 

3.  Or,  just  keep  your  car  three  years  and  own  it 

attheend  for  less  than  wholesale 
All  cars  fully  equipped.  Insurance  & maintenance 
available.  45,000  miles  included.  ALL  CHARGES  ARE 
DETERMINED  IN  ADVANCE.  Ask  for  our  Medical  De- 
partment. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)248-9041 


PHYSICIANS  WANTED 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)458-7132. 


FAMILY  MEDICINE  IS  ALIVE,  WELL.  AND  THRIVING  IN  KAUKAUNA, 
Wisconsin.  Additional  family  physicians  are  being  sought.  Good  opportun- 
ity for  partnership  with  modern  clinic  building  or  other  arrangements  can  be 
made.  Ideal  Northeastern  Wisconsin  location  with  excellent  cultural  and 
recreation  facilities.  Offers  good  opportunity  for  unlimited  general  practice 
with  back-up  of  specialties  if  necessary.  Inquiries  and  visits  welcomed.  Con- 
tact Administrator,  Kaukauna  Community  Hospital,  Kaukauna,  Wisconsin 
54130  or  call  collect  (414)  766-4211. 


PHYSICIANS:  OPENINGS  FOR  GENERAL  PRACTITIONERS,  INTER- 

nists,  pediatricians,  Ob  'Gyn,  and  occupational  health  officers,  and  to  a lesser 
extent  some  other  medical  specializations.  Positions  are  located  at  43  medical 
centers  and  medical  activities  within  US  Army  Health  Services  Command 
(HSC).  HSC  is  a major  command  of  the  US  Army  and  has  responsibility  for 
health  care  delivery  in  Continental  United  States,  Alaska,  Hawaii  and  the 
Canal  Zone.  All  are  career  Civil  Service  positions.  Licensure  may  be  in  any 
state.  Non-citizens  may  apply;  however,  US  citizens  receive  first  considera- 
tion in  filling  vacancies.  In  most  cases,  40  hour  week,  Monday  through  Friday. 
Salaries  range  from  825,200  to  833,126  (depending  on  qualifications  and  train- 
ing) with  most  positions  at  the  salary  of  829,782.  The  US  Army  is  an  equal  op- 
portunity employer.  Inquiries  should  be  directed  to:  Civilian  Health  Occu- 
pations Recruitment  Office,  Forrestal  Building.  Room  8H089.  Washington, 
DC  20314.  Call  collect  (202)  693-0892  3 4,  or  Dwight  D.  Eisenhower  Army 
Medical  Center.  Fort  Gordon,  Georgia  3C905.  Call  collect  (404)  791-4147. 


FAMILY  PRACTICE:  OPPORTUNITY  IN  SOUTHERN  WESTCHESTER 

Hudson  Valley  area.  Affluent  community  with  good  schools  and  proximity  to 
New  York  City.  New  hospital  in  development.  K.  Lillep,  Administrator, 
Dobbs  Ferry  Hospital,  (914)  693-0700. 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State's  fastest -growing  metropolitan  area.  Florida's  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine— and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 
Write  to  Medical  Affairs  Department.  Medfield  Corporation.  1609  Pasadena 
Avenue  South.  St.  Petersburg.  Florida  33707. 


NEWLY  AMA-APPROVED  OTOLARYNGOLOGY  RESIDENCY  PROGRAM 
— Long  Island  Jewish-Hillside  Medical  Center  is  considering  candidates,  all 
levels  of  training  starting  July  1976;  staff  includes  3 full-time  otolaryngologists. 
Contact:  Allan  Abramson,  M.D.,  Division  of  Otolaryngology,  Long  Island 

Jewish-Hillside  Medical  Center,  New  Hyde  Park,  N.Y.  11040. 


WANTED:  ANESTHESIOLOGIST,  BOARD  QUALIFIED  OR  CERTIFIED, 
New  York  State  license,  for  large  Metropolitan  hospital,  university  affiliated. 
Guaranteed  minimum  to  start  and  early  admission  to  group.  Generous  com- 
pensation and  benefits.  Dept.  518,  c /o  NYSJM. 
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Established  1959  101  Park  Avenue 

New  York  City  10017 
212-686-5100 

NATIONAL  PHYSICIAN  RECRUITMENT 

Personalized  Service  for  all  Physicians,  Hospitals,  Medical  Groups, 
Private  Practice,  Industrial,  Pharmaceutical. 

Consultants  for  Partnership  in  Private  Practice,  etc. 

Contact:  Christopher  Evans,  Director  Physician  Recruitment 

s 


PHYSICIANS  WANTED  — CONT'D 


CHALLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITIONER/IN- 
ternist  part-time  in  outpatient  clinic  and  part-time  in  exiiting,  new  out-reach 
program.  An  Equal  Opportunity  Employer.  Veterans  Administration  Hos- 
pital, Canandaigua,  N.Y.  Contact  James  Gilbert,  M.D.  (315)394-2000 

PSYCHIATRIST:  1200  BED,  PREDOMINANTLY  PSYCHIATRIC  HOS- 

pital  affiliated  with  the  University  of  Rochester  Medical  School;  starting  salary 
commensurate  with  education  and  experience  with  liberal  fringe  benefits;  work 
week  generally  40  hours;  located  in  beautiful  Finger  Lakes  resort  area;  An 
Equal  Opportunity  Employer.  Contact  Chief  of  Staff,  Veterans  Administra- 
tion Hospital,  Canandaigua,  N.Y.  (315)  394-2000. 

CONSCIENTIOUS  INTERNISTS,  FAMILY  PRACTITIONERS  AND  PEDIA- 
tricians  are  being  sought  by  Northeastern  Ohio  multispecialty  group  of  12. 
An  interest  in  quality  primary  care  medicine  is  necessary.  Excellent  new 
facility,  congenial  co-workers  and  outstanding  fringe  benefits.  A non-profit 
medical  center  with  no  investment  required,  interested  in  treating  and  edu- 
cating all  patients  regardless  of  financial  ability  to  pay.  Competitive  starting 
salary.  Dept.  527,  c/o,  NYSJM. 

WANTED:  GENERAL  PHYSICIAN,  PART  TIME  IN  MULTIPLE  SPE- 

cialty  group.  Possibility  of  permanent  association.  Contact  Mrs.  M.  Knight 
(212) 274-2600. 

TWO  MAN  ORTHOPEDIC  GROUP  DESIRES  THIRD  ORTHOPEDIST, 
close  to  Buffalo,  N.Y.  and  the  University  of  Buffalo.  Excellent  community 
to  live  and  raise  children.  Only  minutes  from  practicing  hospitals.  Ortho- 
pedic Associates  of  Niagara,  P.C.,  Lockview  Plaza,  Lockport,  N.Y.  14094. 
(716) 434-2697. 

FAMILY  PRACTITIONER  WANTED  TO  ASSUME  ASSOCIATE  PRACTICE 
with  G.P.  planning  on  semi-retirement  in  1977.  Very  busy  practice  available 
in  small  town  of  8,000  with  excellent  office  facilities  centrally  located.  Modern 
general  hospital  with  66  beds  and  full  services  is  located  3 miles  away.  Com- 
munity is  situated  in  western  N.Y.  in  Finger  Lakes  Region.  Ideal  opportunity 
for  young  physician.  Contact  Wayne  A.  Manson,  Admin..  Ira  Davenport 
Memorial  Hospital,  Box  350,  Bath,  N.Y.  14810.  (607)  776-2141. 


CENTRAL  N.Y.  OTOLARYNGOLOGIST  TO  WORK  WITH  EXISTING 
otolaryngologist  in  rapidly  growing,  hospital  based  private  practice.  New 
hospital  to  open  4/76,  Northwestern  Catskills,  university  town,  excellent 
schools  and  recreation.  Send  resume  to:  William  V.  Reynolds,  M.D.,  6 Elm 
St.,  Cooperstown,  N.Y.  13326. 

OBSTETRICIAN/GYNECOLOGIST  NEEDED  TO  COMPLEMENT  AN 
existing  Ob/Gyn  practice  located  in  Sodus,  New  York,  a rural  setting  30  miles 
east  of  Rochester,  New  York.  The  existing  medical  group  is  affiliated  with  a 
500-bed  teaching  hospital  in  Rochester.  For  further  information  write  or  call 
collect:  Thomas  W.  Kuebler,  M.D.,  Wayne  County  Rural  Comprehensive 
Health  Program,  Box  A,  Sodus,  N.Y.  14551.  (315)  483-9133. 

PSYCHIATRIST,  BOARD  CERTIFIED,  NEW  YORK  STATE  LICENSE: 
Available  immediately,  positions  as  Director  of  16-bed  Psychiatric  Care  Unit 
in  144-bed  acute  care  general  hospital  in  Southern  Tier  of  New  York  State. 
Excellent  benefits.  Salary  open.  Private  practice  may  be  established.  Con- 
tact- Chief  of  Staff  or  Administrator,  St.  James  Mercy  Hospital.  411  Canisteo 
St.,  Hornell,  N.Y.  14843,  or  call  (607)  324-3900,  ext.  245. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

"SPECIALIST  IN  RECRUITMENT” 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice  assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 


PHYSICIANS  WANTED— CONT  D 


WELL  ESTABLISHED  GROUP  OF  SURGEONS,  INCORPORATED,  SI  t 
ing  one  or  two  general  practitioners  for  beautiful  Upstate  community,  mcl 
hospital  Salary  guaranteed.  Possibility  of  an  early  partnership  in  P.C.  B 
collect  (518)  563-4070. 


EMERGENCY  DEPARTMENT  PHYSICIAN:  ACCREDITD  115-BED  I* 
pital  with  plans  for  construction  of  new  E.R.-OPD  seeking  physician  with  1 
license,  to  help  with  planning  of  new  addition  and  to  head  up  three-man  g 4- 
All  fringe  benefits  provided  by  hospital  including  malpractice  insurance.  S 
cellent  salary  plus  incentive  bonus.  Complete  backup  coverage  of  all  cl  ti 
services.  Location  excellent  for  hunting,  fishing,  skiing,  mountain  clin  ■ 
and  all  fresh  and  salt  water  sports.  Univ.  of  N.H.  just  12  miles  awa;  1 
Boston  75  miles.  Contact:  Administrator,  Frisbie  Memorial  Hos  4. 

Whitehall  Road,  Rochester,  New  Hampshire  03867.  Tel.  (603)  332-5211.  | 


CAMP  PHYSICIAN  FOR  CO-ED  RESIDENT  SUMMER  CAMP  >4 
Woodstock,  N.Y.,  for  June  27-July  25,  or  July  25  to  Aug.  21.  New  York  J| 
license.  Families  accommodated.  J.  M.  Saphir,  62  Howard  Ave.,  Tuck  ■ 
N.Y.  10707.  (914)  961-3786. 


OB/GYN  SPECIALIST  NEEDED  TO  ASSUME  VERY  BUSY  PRT  H 
practice  in  rural  area  of  30,000  population.  M.D.  must  be  Board  eligi  » 
certified.  Modern  66  bed  general  hospital  with  complete  range  of  serv  t 
situated  in  the  heart  of  the  Finger  Lakes  Region  of  western  N.Y.  Area  I ■ 
Ob/Gyn  specialist  at  present  time;  excellent  opportunity  for  a young  i* 
cian.  Contact  Wayne  A.  Manson,  Admin.,  Ira  Davenport  Memorial  Ho:^ 
Box  350,  Bath,  N.Y.  14810.  (607)  776-2141. 


WANTED:  INTERNIST.  BOARD  ELIGIBLE  OR  CERTIFIED  TO  PU 

date  with  group  of  internists  with  active,  interesting  practice.  Mid-'w 
East  Side  New  York  City.  Available  May  1,  1976  or  thereafter.  If  inter  cl 
please  call  (212)  MU  5-6200. 


PEDIATRICIAN  WANTED  TO  ASSUME  VERY  BUSY  PRIVATE  PRAC  (j 
in  rural  area  of  30,000  population.  M.D.  must  be  Board  eligible  or  cerd| 
Modern  66  bed  general  hospital  with  complete  range  of  services  is  situs  ill 
the  heart  of  the  Finger  Lakes  Region  of  western  N.Y.  Area  has  no  pediai  ill 
at  the  present  time;  excellent  opportunity  for  a young  physician.  Hos  M 
pediatric  ward  is  one  of  the  finest  in  the  region.  Contact  Wayne  A.  M nr 
Admin.,  Ira  Davenport  Memorial  Hospital,  Box  350,  Bath,  N.Y.  14810.  KB 
776-2141. 


EMERGENCY  DEPARTMENT  PHYSICIAN:  FULL  TIME  FOR  JUL'i  '76, 
6 physician  department;  342-bed  hospital;  career  emergency  physician  c rtc 
but  others  considered;  full  hospital  benefits  including  malpractice  insud 
New  York  State  license  required.  Norman  E.  Watt,  M.D.,  Vassar  Bn® 
Hospital,  Poughkeepsie,  N.Y.  12601.  (914)  431-2305. 


GOWANDA:  OPPORTUNITIES  FOR  PSYCHIATRISTS  WITH  SALAI  1T| 
$41,450,  medical  specialists  with  salary  to  $38,375,  and  clinical  phvsiciar  dW 
salary  to  $32,406.  Must  be  licensed  in  the  State  of  New  York  or  be  able  ob< 
tain  such  license,  or  have  a permanent  license  to  practice  medicine  in  eol 
the  States  of  the  Union  and  be  able  to  obtain  a temporary  permit  to  p lift 
medicine  in  N.Y.S.  prior  to  date  of  appointment.  Gowanda  is  an  acci  u 
psychiatric  hospital  run  by  the  N.Y.S.  Dept,  of  Mental  Hygiene,  sod 
Buffalo,  N.Y.  It  carries  on  an  active  community  treatment  program  JWj 
vides  out-patient  services  for  a 3-county  area.  Benefits  include  3^  weeUgpj 
leave  & 11  paid  holidays  during  1st  year  of  employment;  liberal,  non-cot  W 
tory  retirement  plan.  Contact  Director,  Gowanda  Psychiatric  Cente  Hr 
muth,  N.Y.  14079. 


ENDOCRINOLOGIST:  PRESTIGIOUS  MANHATTAN  MEDICAL  CErEK 
desires  full  time  physician.  Duties  include  teaching  and  research,  p op- 
portunity for  private  practice.  Salary  in  40K  range.  Fee  paid.  ProfeBttl 
Placement  Associates  (agency),  14  Mamaroneck  Ave  , White  Plain;  4 ’ 
10601.  (914)937-5976.  “Specialists  in  the  Medical  Field”. 


WANTED,  SURGICAL  ASSISTANT.  MUST  BE  LICENSED  INI® 
Jersey.  For  further  information  contact  Alex  Rosen,  M.D.,  South  tbi'v 
Memorial  Hospital,  540  Bordentown  Ave.,  South  Amboy,  N.J.  08879. 


HOUSE  PHYSICIAN  FOR  JULY  1976  INTERNAL  MEDICINE  pR  01  jjPj 
preferred.  Completion  of  residency  required  and  ECFMG  if  foreign  gr.l*11 
342-bed  hospital  located  Mid-Hudson  Valley.  Excellent  salary  and  tiMP 
Send  inquiries  and  curriculum  vitae  to  James  E.  Connolly,  Employment) 
ager,  Vassar  Brothers  Hospital,  Poughkeepsie,  N Y.  12601. 
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PYSICIANS  WANTED  — CONT  D 


BERN  1ST  AND  FAMILY  PRACTITIONER  FI  LL  AND  PART  TIME. 
I>w  York  City.  Hi  income,  hi  volume  practice.  Private.  Medicaid.  Medi 
■ re.  New  facility  exclusive  medical  coverage  No  nights  or  weekends  Send 
I rriculum  vitae  to  M.  Boris,  M.D.,  87  Cold  Spring  Rd.,  Syosset,  N.Y.  11791. 

PAL  ESTATE  FOR  SALE  OR  RENT 


RATTAN'S  EAST  SIDE,  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
ofessional  Center.  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
ice  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist, 
ail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
cessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


sROE-ORANGE  COUNTY,  50  MINUTES  NORTH.  GW  BRIDGE.  MED- 
il  office  for  rent.  $325/m  Purchase  option  available.  Three  medium  sized 
am  rooms  plus  treatment  room,  waiting  room  and  100  ma  X-ray  machine 
nple  parking.  Fishing,  swimming,  hunting,  skiing,  all  nearby.  Three  hos- 
alswithin  10-20  minutes.  (914)783-2231 


•JERSEY-BASKING  RIDGE.  SOMERSET  COUNTY  OFFICE  SPACE 
tttilable  in  new.  modern  professional  building  Home  of  AT&T  Corporate 
•idquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Available 
Bmediately.  Phone  (201)  766-0111.  or  (201)  273-2372. 


TAT  NECK  ESTATES:  BUILDER'S  OWN  DREAM  HOUSE  CANTI 
l?red  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
■hitectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
ieriors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
cry,  3 huge  bedrooms.  2 baths,  entertain-in  kitchen  with  fireplace.  All  over- 
fc'd  rooms;  on  2 3 acre.  Pool,  tennis,  dock  privileges.  (516)482-3905. 


E MEDICAL  BLDG.,  SOMERS  PROFESSIONAL  PARK  (UPPER  WEST- 
ester).  4300  condominium  units  under  construction  nearby.  Internist. 
■ tist,  orthodontist  already  in.  Exceptional  opportunity  in  quality  area 
Hi)  277-3030  davs;  277-3444  eves. 


E ' ISLIP.  L.I  INTERNIST.  ACTIVE  PRACTICE.  HOME  & OFFICE 
ft  ale;  4-year  old  modern  Colonial.  4 bedrooms.  2%  baths,  living  room,  dining 
Mi,  family  room  & fireplace,  large  patio,  fence;  3-room  office  & bath, 
s irate  entrance,  large  private  parking  lot.  Excellent  location,  minute  to 
ftiital.  $69,000.  (516)  587-7459. 


I YORK  CITY:  OFFICE  AND  WAITING  ROOM.  10TH  ST  BETWEEN 
ffh  & Sixth  Avenues;  air  conditioned:  available  for  full-time  or  part-time 
V (212)AC  2-1101. 


E BURY,  L.I..  NEW  YORK;  HOME-OFFICE.  100  x 100  CORNER.  3 
■room  colonial.  Carle  Place  Schools.  Custom-built  office  suite,  separate 
stance.  General  practice  same  location  since  1946.  Physician  recently  de- 
J ed.  No  general  practitioner  left  in  community  of  30.000.  Twenty  min.  to 
b :h,  40  min.  to  Metropolitan  New  Y'ork.  Contact;  Benj.  Kornreich.  At- 
tley,  4915-12  Avenue.  Brooklyn,  N.Y.  11219.  (212)  854-8755. 


3 OR  S HOME  FOR  SALE.  NASSAU  COUNTY  NEAR  KENNEDY  AIR- 
. 30  minutes  to  Manhattan.  5 room  equipped  and  furnished  office,  now 
ed.  Cathedral  ceiling  living  room;  fireplace  in  den-slate  flooring.  4 bed- 
t is,  2S  baths,  central  air  conditioning.  Finished  basement.  Excellent 
o wl  District  rl4.  Many  extras.  $110,000.  Dept.  506,  c o NYSJM. 


t HYDE  PARK:  EXCELLENT  PROFESSIONAL  CORNER.  TWO  EN- 
r res,  separate  offices:  Cape  Cod;  finished  basement.  Market  price  or 
* der  renting.  Dept.  520,  c/o  NYSJM. 

k COVE:  IN  THE  GENTLY  ROLLING  HILLS  OF  ROXBURY.  AT- 
Btive  four  bedrooms,  two  baths,  living  room  with  fire  place,  dining  room, 
jf  ien.  screened  porch,  overlooking  private  and  attractive  plot,  garage.  Low 
B.-s  for  this  cozy  and  attractive  house.  Please  call  anytime.  Tract  Brokers 
(•‘  i OR  6-2576;  OR  1-6344. 


Prime  Location  for: 

MEDICAL-CLINIC-DIAGNOSTIC  CTR. 

WEST  14th  ST.  AREA,  NEW  YORK  CITY 
5 STORY  BLOG.,  3 FLOORS  INCOME  PROD.  RES. 
Industrial.  Commercial,  Residential,  Populated  Area, 

Heavy  Transient,  Large  Hospital-Nurses  Residence 
in  Vicinity,  Centrally  located  to  all  transportation. 

IDEAL  INVESTMENT  Information  516-249-5815 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


GLEN  COVE;  MODIFIED  AND  IMPROVED  MULTI  LEVEL  HOME,  IM- 
maculate  condition.  Four  bedrooms,  two  baths,  den.  dining  room,  imaginitive 
kitchen  and  dining  area,  beautiful  and  private  quarter  acre.  An  ideal  first 
home.  $57,500.  Tracy  Brokers  (516)  OR  6-2576;  OR  1-6344. 


N.Y.C.  FOR  SALE:  IDEAL  PROFESSIONAL  AND  LIVING.  30TH  ST. 

Kips  Bay  (First-Second  Aves).  21  ft.  townehouse,  40  ft.  garden.  4-story.  2 
floors  vacant  + 2 floor-thru  apartments.  Near  N.Y.U.  & Belleview  Hospitals. 
Principals  only.  (212)428-6100. 


GLEN  COVE:  FOR  THE  UPWARD  BOUND  EXECUTIVE  FAMILY,  A 

house  of  dreams  on  a secluded,  treed  acre.  New  custom  Colonial,  built  with 
loving  care  and  precision.  All  oak  floors,  five  bedrooms,  3%  baths,  living  room, 
dining  room,  den  with  fire  place,  large  kitchen,  basement,  two-car  garage, 
separate  professional  guest  suite.  Builders  closeout.  Reduced  from  $135,000 
to  $110,000  for  fast  sale.  Offers  considered.  Call  anytime.  Tracy  Brokers 
(516)  OR  6-2576;  OR  1-6344. 


PRIVATE  PRE-SCHOOL  PROGRAM,  ST.  ALBANS/HOLLIS  AREA  HAS 
available  3,000  sq.  ft.  of  space  previously  occupied  by  nursing  home.  Separate 
facilities  in  three  building  complex.  Minimum  alterations.  A Betterway 
Inc..  Attn:  Antoinette  C.  Everette.  109-45  Farmers  Blvd.,  St.  Albans,  N.Y. 
11412. 


PROFESSIONAL  AND  RESIDENTIAL  HOUSE  FOR  SALE.  DOCTOR'S 
office  in  the  first  floor  and  residential  second  and  third  floors  with  income. 
Seven  room  house:  3 bedrooms,  one  dining  room,  1%  bathrooms,  kitchen 

(modern)  all  facilities.  Walk  major  transportation,  minutes  to  parkways, 
schools,  hospitals,  shopping.  Active  practice.  Near  subway  IND  and  IRT. 
Call  1-3  p.m.  and  6-8  p.m.  (212)  NE  9-7181. 


LINDENHURST.  L.I..  WELLWOOD  AVE.  OFFICE  SPACE  AVAILABLE  IN 
beautiful  professional  building,  2,000  sq.  ft.  first  floor.  Willing  to  sub-divide. 
Rent  negotiable.  (516)  226-0146. 


FOR  SALE:  RETIREMENT  HOME  IN  THE  ADIRONDACKS.  IDEAL  FOR 
retirement  home  or  for  family  home  and  office.  Five  minutes  from  Gore 
Mountain  Ski  area:  hunting,  fishing,  and  all  summer  and  winter  sports 
readily  available.  Pharmacy  available.  Brand  new  60-bed  nursing  home 
available  with  outpatient  facility.  Ideal  corner  lot,  oil  heat,  aluminum  storm 
and  screens,  fireplace,  living  room,  hardwood  oak  floors  throughout;  kitchen, 
dining  room,  living  room,  den.  Ideal  for  active  practitioner,  or  retirement, 
or  recreation  home.  Daniel  F.  O'Keeffe,  M.D.,  153  Bay  St.,  Glens  Falls,  N.Y. 
12801. 


PROFESSIONAL  OFFICE  FOR  SALE.  LOCATED  BETWEEN  MT 
Vernon  and  Law'rence  Hospitals,  Bronxville,  New  York.  Equipment,  in- 
cluding X-ray  facilities  at  a modest  cost.  Low  rent.  Please  call  (914)  969- 
5577. 


CUSTOM  INTERIOR  OFFICE  DESIGN 

Complete  Services 

• Planning  for  maximum  use  of  floor  space  that  can  provide  savings  in  staff  & 
rental  costs  • Innovative,  contemporary  design  which  provides  a welcome  en- 
vironment for  both  patients  & staff  • Work  closely  with  medical  supply  houses 
and  contractor  to  solve  technical  requirements  within  budget  limitations  • Free 
consultation  upon  request. 

James  McCullar.  29  Claremont  Ave.,  N.Y.C.  10027  212-662-1101 


FOR 

SALE 

or  lease 
with  option 
to  buy. 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


496 


The  Scientific  Program  will  start  on  Sunday,  November  7 and  continue 
through  Wednesday,  November  10. 

MARK  THESE  DATES. 

The  Scientific  Program  Committee  has  been  most  diligent  in  bringing  to 
you  outstanding  authorities  in  diagnosis  and  therapy  in  many  disciplines. 
Members  and  guests  are  urged  to  attend  and  avail  themselves  of  excellent 
continuing  medical  education  opportunities. 

GENERAL  SESSIONS 


Sunday,  November  7 BREAST  CANCER— all  day  session 

Monday,  November  8 HUMANISM  AND  MEDICAL  ETHICS-2  p.m. 

Tuesday,  November  9 MEDICAL  ASPECTS  OF  SPORTS— all  day 

session 

Wednesday,  November  10 A DAY  IN  GASTROENTEROLOGY— all  day 

session 


AN  INNOVATION-LUNCHEON  ROUND  TABLE  DISCUSSIONS 

Monday  • Tuesday  • Wednesday 

MEET  THE  EXPERTS 
Preregistration  will  be  required. 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems 
on  a one-to-one  basis,  with  experts  in  your  field. 

DETAILS  WILL  BE  ANNOUNCED  IN  FUTURE  ISSUES 

J 
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Journal  of  Medicine. 
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NEW  YORK  CITY 

APRIL  SCHEDULE  1976 

Monthly  Program  for  Williamsburgh  General 
Hospital 

10:30-1 1:30  a.m.,  Thursdays 

757  Buskwick  Avenue 
Brooklyn 

April  1 

PELVIC  INFLAMMATORY  DISEASE 

April  8 

ACUTE  CORONARY  WITH 
DECOMPENSATION 

April  15 

RHEUMATIC  HEART  DISEASE 
ACUTE  BACTERIAL  ENDOCARDITIS 

April  22 

GASTRIC  ULCER,  DUODENAL  ULCER 

April  29 

INTESTINAL  OBSTRUCTION 

For  further  information  contact  Williamsburgh  General 
Hospital,  757  Bushwick  Avenue,  Brooklyn,  Tel:  212/455- 
9000. 


Monthly  Course  listing  for  the  New  York 
Academy  of  Medicine 

2 East  103rd  Street 
April  1,  Thursday,  8:00  p.m. 

The  Harvey  Society  in  Affiliation  with 
N.Y.  Academy  of  Medicine 

* at  York  Avenue  & 66th  Street 

GENE  EXPRESSION  IN  NEOPLASIA  & 
DIFFERENTIATION 

April  5,  Monday,  8:00  p.m. 

Section  on  Orthopedic  Surgery  with  the  New 
York  Regional  Society  of  Plastic  and 
Reconstructive  Surgery  and  the  New  York 
Society  for  Surgery  of  the  Hand 

RHEUMATOID  ARTHRITIS  OF  THE  HAND 

1.  Tissue  Injury  in  Rheumatoid  Arthritis  and 
Mechanism  of  Drug  Reaction 

2.  Pathomechanics  of  Rheumatoid 
Deformities  of  the  Hand 

3.  Replacement  Arthroplasty  for  Irreparable 
Joints  in  the  Hand 

4.  Design  Considerations — Results  & 
Complications  of  Cemented  Prosthesis 
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5.  The  Management  of  Tendon  Rupture  in 
Rheumatoid  Arthritis 

* Reception  & Subscription  Dinner  6:00-7:00  p.m. 

April  6,  Tuesday,  7:00  p.m. 

Section  on  Dermatology  and  Syphilology 

1.  Presentation  of  Cases 

2.  Executive  Section 

3.  Discussion  of  Cases 

April  7,  Wednesday,  7:30  p.m. 

Section  on  Psychiatry  with  the  Section  on 
Anesthesiology  & Resuscitation 

PSYCHOLOGICAL  CONSIDERATIONS  IN 
ANESTHESIA 

1.  The  Importance  of  the  Preoperative 
Interview 

2.  Intraoperative  Monitoring  of  Awareness 

3.  Postoperative  Psychological  Problems 

* Reception  & Subscription  Dinner  6:00-7:00  p.m. 

■ 

April  19,  Monday,  8:00  p.m. 

Section  on  Ophthalmology 

1.  Executive  Session 

2.  Neoplastic  Lesions  of  the  Eyelid 

3.  Tumors  of  the  Orbit:  Selection  of  Surgical 
Treatment 

* Reception  & Subscription  Dinner  6:00-7:00  p.m. 

April  22-23,  8:30a.m.  registration 

ISSUES  IN  PRIMARY  CARE 

1.  What  is  Primary  Care? 

2.  Keynote  Address:  A Definition  of  the 
Problem 

3.  Panel:  Views  of  the  Need 

4.  An  Occupational  Health  Perspective 

5.  A Labor  Perspective 

6.  Sources  of  the  Problem 

7.  Training  & Education  of  Physicians 

8.  Problems  in  Interprofessional  Relations 

9.  Management  Problems 

10.  Physician-Patient  Expectations 

11.  Who  Delivers  Primary  Care? 

12.  Urban  Hospital 

13.  Group  Practice 

14.  Internal  Medicine 

15.  Family  Practice 

16.  Neighborhood  Health  Centers 

17.  Strategies  for  Primary  Care 

18.  False  Starts  & Lesser  Alternatives 

19.  National  Manpower  Strategies 

20.  Fiscal  & Economic  Issues 

21.  Health  Education 


22.  Conference  Summary 

FEE  $25.  for  Fellows  of  the  New  York  Academy  of  Medicine 
$40.  for  others  (includes  2 lunches  & copy  of  conference 
proceedings.) 

April  27,  Tuesday,  8: 15  p.m. 

Section  on  Historical  Medicine 

THE  WOUNDS  THAT  KILLED  PRESIDENT 
KENNEDY  (A  Medical  & Ballastic  Study) 

' Reception  & Subscription  Dinner  6:15-7:15  p.m. 


Monthly  course  listing  for  Albert  Einstein 
College  of  Medicine 

1300  Morris  Park  Avenue 
Bronx 

CREDIT:  AMA  & AAFP 
April  1,  Thursday.  8:00-10:00  p.m. 

GENETICS  IN  CLINICAL  PRACTICE 


April  3 / 17,  Saturdays,  9:30-1 1:30  a.  m. 

in  collaboration  with  the  Astoria  General 
Hospital 

• at  Astoria  General  Hospital 
25-10  30th  Avenue 
Long  Island  City 

April  3 

COMMON  ENT  OFFICE  PROBLEMS 

April  17 

CERVICAL  SPINE  PROBLEMS 


April  7 / 21,  Wednesdays,  4:00-5:30  p.m. 

in  collaboration  with  the  Westchester  Square 
Hospital 

* at  1625  St.  Peters  Avenue 
Bronx 

April  7 

THE  DYING  PATIENT 

April  21 

THE  COMMON  ANEMIAS 


April  13,  Tuesday,  8:00-10:00  p.m 

in  collaboration  with  Union  Hospital 

*at  260  E 188th  Street 
Bronx 

ACID  BASE,  FLUID  AND  ELECTROLYTE 
BALANCE 


April  13,  Tuesday,  9:00-  1 1:00  p.m. 

in  collaboration  with  Whitestone  General 
Hospital 

* at  1001  166th  Street 
New  York  City 

COMMON  ENT  OFFICE  PROBLEMS 

For  further  information  on  the  above  listings  contact  Mrs. 
Freida  Fagin,  1300  Morris  Park  Avenue,  Bronx  10461.  Tel: 
212/430-2822. 


April  5-16 

9:00  a m. -5:00  p.m. 

New  York  University  Post-Graduate  Medical 
School 

550  First  Avenue 

ENVIRONMENTAL  HEALTH 

FEE:  $600.  CREDIT:  AMA  Cat.  (70  hrs) 

For  further  information  contact  the  Office  of  the  Associate 
Dean,  NYU  Post-Graduate  Medical  School,  550  First  Avenue, 
10016  Tel:  212/679-3200.  ext.  4037. 


April  5 

6:30-8:00  p.m.,  Monday 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

UVEITIS  SYMPOSIUM 

1.  Iridocyclitis — Old  Challenge,  New 
Horizons 

2.  Ocular  Inflammatory  Syndromes  Which 
Do  Not  Need  a Uveitis  Survey 

3.  Immunological  Aspects  of  Uveitis 

For  further  information  contact  Jack  M.  Dodick,  M.D.,  531 
Park  Avenue,  10021. 


Monthly  course  listing  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

April  21,  Wednesday,  9:00  a m. -5:00  p.m. 

HUMAN  GENETICS 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

April  8- 10,  9:00  a.m.-5:00  p.m. 

HEADACHE  AND  OTHER  PAINS  OF  THE 
HEAD,  FACE  & NECK 

FEE:  $100.  CREDIT:  AMA  Cat.  1,(21  Cat.) 

April  9,  Friday,  9:00  a. m. -5:00  p.m. 

INFLAMMATORY  BOWEL  DISEASE 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7  hrs.) 
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Monthly  program  for  St.  John’s  Episcopal 
Hospital 

1 1:00  a.m.  Wednesdays 

480  Herkimer  Street 
Brooklyn 

April  7 

IRON  METABOLISM 

April  14 

RECENT  ADVANCES  IN  DIAGNOSIS  AND 
TREATMENT  OF  HEART  DISEASE 

April  21 

INFLAMMATORY  BOWEL  DISEASE 

April  28 

DISEASE  OF  THE  ADRENALS  AND 
GONADS 

For  further  information  contact  St.  John’s  Episcopal  Hospital, 
480  Herkimer  Street,  Brooklyn,  1 1213.  Tel:  212/467- 
7000. 

April  12 

Queens  Society  of  Clinical  Hypnosis 

8:00  p.m. 

1 1th  District  Dental  Society 
86-90  188th  Street 
Jamaica 

UTILIZATION  OF  HYPNOSIS  IN  SMOKING 
AND  OBESITY  CONTROL 

For  further  information  contact  Dr.  Bernard  Gurian  & Dr. 
George  Goldberg,  2116  Merrick  Avenue,  Merrick  11566. 

Tel:  516/278-7788. 

April  13 

Dept,  of  Psychiatry 

Long  Island  Jewish-Hillside  Medical  Center 

8:30-10:30  p.m.  Tuesday 

Hillside  Division  LIJ-HMC. 

75-59  263  Street 
Glen  Oaks 

TREATMENT  OF  DRUG  ABUSING 
PATIENT 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Dean  of  Clinical 
Campus,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  11040.  Tel:  212/343-6700. 


April  14 

New  York  Surgical  Society 

* New  York  Academy  of  Medicine 
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2 East  103rd  Street 

1.  Hemobilia — Treatment  by  Ligation  of 
Hepatic  Artery 

2.  Acute  Renal  Failure  as  a Complication  of 
Hepatic  Artery  Ligation 

3.  Application  of  Fiberoptic-Coupled  Argon 
Laser  in  the  Control  of  Experimentally 
Produced  Gastric  Bleeding 

4.  The  Diagnostic  and  Therapeutic 
Challenges  of  Pheochromocytoma 

For  further  information  contact  J.  Beall  Rodgers,  M.D.,  1160 
Park  Avenue,  New  York  10028.  Tel:  212/427-7575. 

April  15 

The  New  York  Hospital-Cornell  Medical  Center 

525  East  68th  Street 

The  Washington-Baltimore  Psychoanalytic 
Society: 

CONFLICT,  DIVISION  AND  GROWTH 

For  further  information  contact  the  New  York  Hospital- 
Cornell  Medical  Center,  525  East  68th  Street  10021.  Tel: 
212/679-9000. 


April  21  / 23 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Homey 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 

April  21,  Wednesday,  8:30  p.m. 

REFLECTIONS  ON  OLD  AND  NEW 
PSYCHOTHERAPY 

April  23,  Friday,  8:30  p.m. 

EMOTIONAL  SURVIVAL  IN  A VIOLENT 
WORLD 

For  further  information  contact  the  Karen  Horney  Clinic,  329 
East  62nd  Street,  New  York  10021.  Tel:  212/PL-2-5267. 

April  23  / 26 
Queens  Hospital  Center 

Jamaica 
April  23,  Friday 

DIAGNOSIS  AND  TREATMENT  OF 
BREAST  DISEASES 

FEE:  $40.  includes  lunch 
April  26-30,  9:00  a m. -5:00  p.m. 

REFRESHER  COURSE  IN  RADIATION 
THERAPY  AND  PHYSICS 

FEE:  $150.  includes  lunch 

; 


For  further  information  contact  Jan  J.  Smulewicz,  M.D., 
Queens  Hospital  Center  Affiliation,  Long  Island  Jewish- 
Hillside  Medical  Center,  82-68  164th  Street,  Jamaica,  1 1432. 
Tel:  212/990-2401. 


April  23-25 

Columbia  University  College  of  Physicians  & 
Surgeons 

630  West  168th  Street 

HUMAN  SEXUAL  DISORDERS 

FEE:  $230.  CREDIT:  AMA  Cat.  1. 

For  further  information  contact  John  M Ferrer,  Jr.,  M D., 
Associate  Dean,  630  West  168th  Street,  10032.  Tel: 
212/579-3682. 


NEW  HYDE  PARK 


April  21  / June  16,  1976 

3:30-5:00  p.m. 

Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park 

ECHOCARDIOGRAPHY  AND  OTHER  NON- 
INVASIVE  METHODS  IN  CLINICAL 
PRACTICE 

FEE:  $60. 

$25.  for  residents  & fellows) 

CREDIT:  AMA  Cat.  1 (13  hrs.) 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  JewishHillside  Medical  Center, 
New  Hyde  Park  11040.  Tel:  516/437-6700. 


AMITYVILLE,  LONG  ISLAND 


April  8-9 

The  South  Oaks  Foundation  in  conjunction  with 
Health  Sciences  Center  SUNY 

South  Oaks  Hospital 

Sunrise  Highway  & County  Line  Road 

Amityville 

WOMEN  IN  INDUSTRY 
Medical/Emotional/Career  Problems 

NO  FEE  CREDIT:  AMA  Cat.  2 (9  hrs.) 

For  further  information  contact  South  Oaks  Hospital,  Sunrise 
Highway  & County  Line  Road,  Amityville,  11701.  Tel: 
516/264-4000. 


WESTBURY,  LONG  ISLAND 


April  2-3 

New  York  Institute  of  Technology  in 
cooperation  with  Long  Island  Jewish-Hillside 
Medical  Center 


de  Seversky  Conference  Center 
Old  Westbury 

THE  CLINICAL  APPLICATION  OF 
BIOFEEDBACK 

FEE:  $160.  CREDIT:  AMA  Cat.  1 (16  hrs) 

For  further  information  contact  Dr.  John  Calicchia,  Behavioral 
Sciences  Dept.,  New  York  Institute  of  Technology,  Wheatley 
Road.  P O.  Box  170,  Old  Westbury,  1 1568.  Tel:  516/686- 
7505. 


ALBANY 


APRIL  8/22 

The  Albany  Medical  College  of  Union 
University 

Albany 
April  8 

SELECTED  TOPICS  IN  CARDIOLOGY 

April  22 

MANAGEMENT  OF  SEXUAL 
DYSFUNCTIONS 

For  further  information  contact  the  Dept,  of  Postgraduate 
Medicine,  Albany  Medical  College,  Albany,  12208.  Tel: 
518/445-5501. 


BUFFALO 


April  2-4 

School  of  Medicine  SUNY  at  Buffalo  with  the 
Heart  Association  of  Western  New  York,  Inc. 

The  Parkway  Ramada  Inn 

Niagara  Falls 

410  Buffalo  Avenue 

INTERPRETATION  OF  THE  12-LEAD 
ELECTROCARDIOGRAM 

CREDIT:  AMA  & (AAFP  18  hrs.)  FEE:  $150. 

For  further  information  contact  Continuing  Medical  Education 
SUNYAB,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/ 
831-5526. 


April  8 

School  of  Medicine  SUNY  at  Buffalo 

The  Sheraton  Inn-Buffalo  East 
2040  Walden  Avenue 
Buffalo 

RADIOIMMUNOASSAY  PROCEDURES 
FOR  THE  PRACTICING  PHYSICIAN 

FEE:  $30.  for  practicing  physicians  CREDIT:  AMA  & 

AAFP 

For  further  information  contact  Continuing  Medical  Education, 
SUNYAB,  2211  Main  Street,  Buffalo  14214.  Tel:  716/831- 
5526. 
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April  10-11 

School  of  Medicine  SUNY  at  Buffalo 

Holiday  Inn,  Grand  Island 
Whitehaven  Road  & East  River  Road 

ANESTHESIOLOGY 

FEE:  $75.  CREDIT:  AMA 

For  further  information  contact  Continuing  Medical  Education 
SUNYAB,  2211  Main  Street,  Buffalo  14214.  Tel:  716/831- 
5526. 

April  15-16 

The  Psychiatric  Institute 

Farmington  Road 
Buffalo 

TODAY  S CASE  WORK 

For  further  information  contact  the  Psychiatric  Institute, 
Farmington  Road,  Buffalo  14221.  Tel:  716/285-1600. 


ROCHESTER 

April  1 

The  Rochester  Ophthalmology  Society 

University  of  Rochester  Medical  Center 

TRANSPOSITION  PROCEDURES— THEIR 
USES  AND  ABUSES 

For  further  information  contact  Program  Chairman,  Eugene 
Cimino,  M.D.,  20  N.  Goodman  Street,  Rochester  14607. 

April  22-24 

The  University  of  Rochester  School  of 
Medicine  and  the  Strong  Memorial  Hospital 

601  Elmwood  Avenue 
Rochester 

CURRENT  CONCEPTS  IN  MALE 
INFERTILITY 

For  further  information  contact  W W.  Scott  Symposium, 
Division  of  Urology,  the  University  of  Rochester  School  of 
Medicine  and  Dentistry,  Rochester,  14642.  Tel:  716/275- 
3341. 


April  28-29 

The  University  of  Rochester  Family  Medicine  & 
Highland  Hospital 

335  Mt.  Vernon  Avenue 
Rochester 

ROCHESTER  FAMILY  MEDICINE 
PROGRAM 

FEE:  $125.  CREDIT:  AAFP  10  hrs. 

For  further  information  contact  the  University  of  Rochester 
School  of  Medicine  & Highland  Hospital,  335  Mt.  Vernon 
Avenue,  Rochester,  14620.  Tel:  716/442-7470. 


OUT-OF-STATE 


BOSTON 


April  24-25 

The  Mental  Health  Continuing  Education 
Consortium  associated  with  the  Boston 
University  School  of  Social  Work 

with  the  McLean  Hospital  Facility  for  Continuing  Education  & 
the  Tufts-New  England  Medical  Center. 

The  Sheraton-Boston  Hotel 

COMBATING  STRESS:  BIOFEEDBACK, 

MEDIATION,  AND  SELF-REGULATORY 
THERAPIES 

CREDIT:  AMA  Cat.  1 (12  hrs.) 

For  further  information  contact  Dr.  Norbett  L.  Mintz,  115  Mill 
Street,  Belmont,  Mass.  02178.  Tel:  617/855-2183. 


LEXINGTON,  KENTUCKY 

April  23-24 

University  of  Kentucky  Medical  Center 

Lexington,  Kentucky 

MANAGEMENT  OF  DIABETIC 
COMPLICATIONS 

FEE:  $75. — two  days  $40.  one  day. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Medical  Education,  College  of  Medicine, 
University  of  Kentucky,  Lexington,  Kentucky  40506. 


OUT-OF-USA 


CANADA 

April  28 

McMaster  University  Medical  Centre 

1200  Main  Street  W 
Hamilton,  Ontario 

SPECIAL  PROBLEMS  IN  FERTILITY 

For  further  information  contact  Dr.  E.  Ewaschuk,  Dept,  of  Ob 
Gyn.,  McMaster  University  Medical  Centre,  1200  Main  Street  r 
W.,  Hamilton,  Ontario  L8S  4J9. 


The  Medical  Society  of  the  State  of  New  York  invites  k j 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospife 
to  send  notices  of  continuing  medical  education  incluil  | 
teaching  days,  important  lectureships,  courses,  and  sin  It  i 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Ed  I.  j 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  Y k.  | 
420  Lakeville  Road,  Lake  Success,  N.Y  11040.  Telephce 
(516)  488-6100  This  is  a free  service. 
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ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for  communi- 
ty with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N Y. 
14802.  Tel.  607/587-8268. 

AUBURN,  N.Y.,  Cayuga  County.  Ob/Gyn  needed. 

CONTACT:  James  D.  Rose,  M.D.  or  Robert  E.  Lubanski,  M.D., 

88  Genesee  Street,  Auburn,  N Y.  13021.  Tel.  315/252-7742. 

AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  need- 
ed. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians'  Procure- 
ment Committee,  157  Ross  Street,  Auburn,  N.Y.  1302j.  Tel. 
315/253-3388  (call  collect). 

BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 

14012.  Tel.  716/795-3892. 

BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 

BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician.  Guaran- 
teed first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 

13309.  Tel.  315/942-2053. 

BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM.  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613. 

Tel.  315/389-2882. 

BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R D.  1,  Broadalbin,  N.Y.  12025. 

BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 

BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 

BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 

Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 

CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 

Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 

CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 

Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 

CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 

CHESTERTOWN,  N.Y.,  Warren  County  Family  Physician 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 

700,  Latham,  N.Y.  12110.  Tel:  518/783-5571.' 

COLTON,  N.Y  , St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 

13625. 

DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 

518/492-7742. 

DELHI,  N.Y.,  Delaware  County.  Family  Physician  and  Anesthesi- 
ologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 

Road,  Delhi,  N.Y  13753.  Tel.  607/746-2371. 

ELMIRA,  N.Y  , Chemung  County.  Three  F.P.’s  and  Anesthesiolo- 
gists. 

CONTACT:  William  K Nowill,  M.D  , Arnot-Ogden  Memorial  Hos- 
pital, Elmira,  NY.  14901.  Tel:  607/734-5117. 

FULTON,  N Y.,  Oswego  County  Family  Physician  for  group. 


CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 

592-2224. 

GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 

Greene,  N.Y.  13778.  Tel:  607/656-4115. 

HANCOCK,  N.Y.,  Delaware  County,  internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial  Hospi- 
tal, 62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel:  607/ 

637-3381. 

HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial  Hospi- 
tal, 690  West  German  Street,  Herkimer,  N.Y.  13350.  Tel: 
315/866-3330. 

HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 

14468.  Tel:  716/392-4144. 

HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 

Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 

4233. 

ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 

Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444 

LITTLE  FALLS,  N Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 

LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 

MASSENA,  N.Y.,  Lawrence  County.  E.N.T.  and  F.P.'s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991. 

MEDINA,  N.Y.,  Orleans  County.  One  General  Practitioner  and 
one  specialist  in  Internal  Medicine  to  join  hospital  based  group 
practice. 

CONTACT:  James  H.  Morey,  Administrator,  Medina  Memorial 

Hospital,  Medina,  N.Y.  14103.  Tel:  716-798-2000. 

NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 

384-4531. 

NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or  In- 
ternist or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph’s  Hospital 

Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 

ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting  physi- 
cians, especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial  Hospi- 
tal, 1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel:  607/432- 
2000. 

PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified  physi- 
cians to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain  Val- 
ley Physicians  Hospital,  Plattsburgh,  N.Y  12901. 

PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education  Coor- 
dinator wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 

Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y.  j 
11777.  Tel:  516/473-2800. 

POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Room 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D  , Vassar  Brothers  Hospital, 

Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 

2305. 

PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego1 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y.  13142. 

RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 
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CONTACT:  Mr  Ralph  DeMas.  Chm.,  The  Red  Creek  Physician 
Committee.  Red  Creek.  N Y.  13143 

RIGA.  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor.  Town  of  Riga.  39 
Gilman  Road.  Churchville.  N Y.  14428.  Tel:  716/293-3252. 

ROCHESTER,  N Y..  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of  Or- 
thopedic Education  for  Part  Time  salaried  position 

CONTACT:  A J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 

Mary's  Hospital,  89  Genesee  Street.  Rochester.  N Y.  14611. 
Tel:  716/328-3300. 

ROCHESTER,  N Y..  Monroe  County.  Family  Physician  or  Inter- 
nist for  group 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center.  260  Crittenden  Blvd..  Rochester,  N Y.  14620. 
Tel:  716/275-4540. 

RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor.  Town  of  Rush- 
ford.  RFD  3.  Cuba.  N Y.  14727.  Tel:  716/437-2768. 

SARANAC  LAKE,  N.Y.,  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital.  Saranac 

Lake,  12986.  Tel:  518/891-3131. 

SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 

9W.  Saugerties.  N Y.  12477.  Tel:  914/246-4551 

STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 

Cranberry  Lake.  N Y.  12927.  TEL:  315/848-2428  or  Mrs. 

Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N Y. 
13690.  Tel:  315/848-3551. 

TICONDEROGA,  N.Y..  Essex  County.  Ob/Gyn,  Internist  and  Ra- 
diologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 

Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 

WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join  es- 
tablished hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital. 
Inc  , Walton,  N.Y.  13856.  Tel:  607/856-4101. 

WATERLOO,  N.Y.,  Seneca  County.  Family  M.D 's  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm..  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204 

WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal. P.O.  Box  127.  Waverly,  N.Y.  14892.  TEL:  607/656- 

2881. 

WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 

Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 

WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 

Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 

WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce,  Wood- 
bourne,  N.Y.  12788.  Tel:  914/434-7652. 

WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr„  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


ANESTHESIOLOGIST 


BUFFALO,  N.Y.  Erie  County  needs  an  Anesthesiologist  to  join 
group  of  doctors  and  nurse  anesthetists.  For  further  infor- 
mation contact  Dept,  of  Anesthesiology,  Deaconess  Hospital, 
1001  Humboldt  Pkwy,  Buffalo  14208.  Tel:  716/886-4400. 

Ext.  447. 

NEW  HARTFORD,  N Y.  Oneida  County  needs  an  Anesthesiologi- 
st. For  further  information  contact  Irving  Cramer,  M.D  , St. 
Luke's  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 
SIDNEY,  N.Y.  Delaware  County  needs  an  Anesthesiologist  and 
4 Family  Physicians  for  Tri  Town  area.  Contact  John  W. 
Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney  13838.  Tel: 
607/563-9934 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist  Surgeon 
and  Family  Physicians.  For  further  information  contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians'  Procurement  Commit- 
tee, 157  Ross  Street,  Auburn  13021.  Tel:  315/253-3388. 


DIRECTOR  OF  NURSING  HOME: 

BRONX,  N.Y.  Medical  Director  needed  for  modern  geriatric  fa- 
cility. Contact  Administrator,  Kingsbridge  Heights  Nursing 
Home  & Manor,  3400  Cannon  Place,  Bronx.  10463.  Tel: 
212/549-9025 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency 
Room  Physician.  A semi-retired  physician  is  preferred  for  this 
position  which  offers  a furnished  house  on  hospital  grounds. 
Contact  The  Medical  Society  State  of  New  York,  Physicians' 
Placement  Bureau,  420  Lakeville  Road,  Lake  Success,  N.Y. 
11040.  Tel:  516/488-6100  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  Contact 
Irving  Cramer,  M.D..  St.  Luke's  Hospital  Center,  Box  479 
Champlin  Rd.,  Utica,  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Mr.  Patrick  Cannistra,  Director  of  Personnel  at 
St.  Lukes  Memorial  Hospital  Center,  Box  479  Champlin  Road, 
Utica,  13503. 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett 
Road,  Cedarhurst  11559.  Tel:  516/239-8008. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Con- 
tact Ms.  Emily  Dinkelacker,  Village  of  Athens. 

AUBURN,  N.Y.  Cayuga  County  needs  an  ENT,  Internist,  Derma- 
tologist, Surgeon  and  Family  Physician.  Contact  Charles  D. 
Hicks.  Director,  Physicians'  Procurement  Committee,  157 
Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 

BATH,  N.Y.  Steuben  County  needs  a Family  Physician  and  a Pe- 
diatrician. Contact  Wayne  A.  Manson,  Administrator,  Ira  Dav- 
enport Memorial  Hospital,  Box  350,  Bath,  14810.  Tel:  607/ 
776-2141. 

BRONX,  N.Y.  needs  a Pediatrician,  Internist,  and  a Family  Physi- 
cian. Contact  Marvin  Boris  M.D.,  87  Cold  Spring  Road,  Syos- 
set  11791. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings. 
Contact  Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services, 
272  Willis  Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  Con- 
tact William  Ferris,  Executive  Director,  Gillam  Community  Cen- 
ter, Bergen  14416.  Tel:  716/494-1621. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chat- 
ham 12060  Tel:  518/781-4434. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 
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HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Con- 
tact Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of 
Webb  Health  Center,  Old  Forge  13420.  Tel:  315/369-3464. 
HORNELL,  N Y.  Steuben  County  needs  a FamHy  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324- 

1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Con- 
tact David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc., 
Hunter,  12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital- 
based  group  practice.  Contact  George  W.  Lewis,  M.D.,  Di- 
rector, Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruit- 
ment Committee,  Johnstown  Hospital,  201  S.  Melcher  Street, 
Johnstown,  12095. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box 
00,  Philmont.  12565.  Tel:  518/672-7032. 

ROME,  N Y.  Oneida  County  needs  a Family  Physician  Contact 
Mr  William  K.  Guglielmo,  Rome  Chamber  of  Commerce,  218 
W.  Dominick  St.,  Rome  13440. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage.  Contact  Robert  E.  Long, 

M. D.,  819  S.  Salina  Street,  Syracuse  13202.  Tel:  315/476- 
7921. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Con- 
tact Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37 

N.  Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 
WEBSTER,  N.Y.  Monroe  County  needs  a Family  Physician  to  join 

a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street, 
Webster  14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hospital  of  William 
F.  & Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville, 
14895.  Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Rob- 
ert Arnold,  Willsboro,  12996. 


GENERAL  SURGEON 

AUBURN,  N.Y.  Cayuga  County  needs  a Surgeon,  a Dermatologist 
and  Family  Physicians.  For  further  information  contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians'  Procurement  Commit- 
tee, 157  Ross  Street,  Auburn,  13021.  Tel:  315/253-3388. 

MEDINA,  N.Y.  Orleans  County  needs  a General  Surgeon.  For 
further  information  contact  James  H.  Morey,  Adm.,  Medina 
Memorial  Hospital,  Medina,  14103.  Tel:  716/798-2000. 

ROCHESTER,  N.Y.  Monroe  County  needs  General  Surgeons  and 
Urologists  Contact  A.  J.  Graziani,  M.D.,  Chm.  Dept,  of  Sur- 
gery. St.  Mary’s  Hospital,  89  Genesee  Street,  Rochester 
14611.  Tel:  716/328-3300. 


INTERNISTS: 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Av- 
enue, Bronx  10454  Tel:  212/292-2260. 

BRONX,  N Y needs  an  Internist,  Family  Physician  and  a Pediatri- 
cian. Contact  Marvin  Boris,  M D , 87  Cold  Spring  Road,  Syos- 
set,  11791. 

BUFFALO,  N Y Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 


ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Physi- 
cian. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-2464. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  avail- 
able. For  further  information  contact  Margaretville  Memorial 
Hospital  Administrator  at  Tel:  914/586-2631  or  914/586- 

4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs.  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue,  Poughkeepsie,  12603. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician 
to  assist  an  Internist.  Contact  Mrs  Rhoda  Adler,  863  Central 
Avenue,  Woodmere.  11598. 

MEDICAL  DIRECTOR 

BROOKLYN,  N.Y.  Medical  Director  needed  for  home  for  the  I 
aged.  Applicants  should  be  Internists  or  G.P.s  with  N.Y.S.  li- 
cense & at  least  5 years  supervisory  experience  and  geriatric  ■ 
expertise.  Contact  Ms.  Naomi  S.  Trier,  Sephardic  Home  for 
the  Aged,  2266  Cropsey  Avenue,  Brooklyn  11214.  Tel: 
212/CO-6-6100. 

OBSTETRICIAN/GYNECOLOGISTS: 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn.  seek-lj 
ing  3rd  Ob/Gyn  for  group  Contact  Charles  I.  Rosenblum, 
M.D.,  41  Brentwood  Rd.,  Bayshore,  11751.  Tel:  516/665- 

0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group  > 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical  I 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician.  $ 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn  I 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montoui 
Falls,  14865.  Tel:  607/535-7121 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/  : 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman  ivl 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167  ! 
Tel  607/652-7521. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  grouf  i 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  are.  J 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAf 
hospital.  Contact  Thomas  E.  Lavell,  M.D.,  Delaware  Valle' 
Hospital,  1 Titus  Place,  Walton,  13856.  Tel:  607/865-4101. 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeor  v 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital 
Medina,  14103.  Tel:  716/798-2000. 
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NEUROSURGEON 


SMITHTOWN,  N Y , Suffolk  County  needs  a Neurosurgeon  Con- 
tact A.  G.  Zippln,  M D.,  100  Maple  Avenue,  Smithtown,  1 1787. 
Tel:  516/265-0606 


PEDIATRICIANS: 

BATH,  N.Y.  Steuben  County  needs  a Pediatrician  and  a Family 
Practice  Physician.  Contact  Wayne  A.  Manson,  Administra- 
tor, Ira  Davenport  Memorial  Hospital.  Box  350  Bath,  14810. 
Tel:  607/776-2141. 

BRONX,  N Y needs  a Pediatrician  for  2 day  week.  Contact  Mr 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Ave- 
nue, Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N Y needs  a Family  Physician,  Internist,  and  a Pediatri- 
cian. Contact  Marvin  Boris,  M D , 87  Cold  Sprinq  Road,  Syos- 
set,  11791. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC.  needs  a 
Pediatrician.  Contact  Bernard  M Poritzky,  D M D.,  22  Put- 
nam Professional  Park,  Mahopac  10541  Tel:  914/628- 
3474 

MONTOUR  FALLS,  N Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald.  Adm  , Schuyler  Hospital,  Montour 
Falls.  14865.  Tel:  607/535-7121 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence 
Fowe,  M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel: 
212/433-7854. 

SODUS,  N.Y.  Wayne  County.  Pediatrician  needed  for  group 
practice,  affiliated  with  500  bed  teaching  hospital  in  Roches- 
ter. For  further  information  contact  Thomas  W.  Kuebler, 
M.D.,  Med.  Dir.,  Wayne  County  Rural  Health  Program,  Box  A, 
Sodus  14551.  Tel:  315/483-9133.  Ext.  54. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist 
Contact  Bartolo  J.  Spano,  Ph  D.,  Director,  Mental  Health  Ser- 
vices, 15  Court  Street,  Cortland.  Tel:  607/756-7523. 


RADIOLOGIST 

NEW  YORK  CITY  AREA,  Radiologist  needed  part-time  for  Asso- 
ciate practice.  Physician  must  have  N.Y.  and  New  Jersey  li- 
cences. For  further  information  write  Desk  222  Room  208, 
303  W 42nd  Street.  New  York  10036. 

SCHENECTADY,  N.Y.  Schenectady  County  Radiologist  seeks 
board  certified  associate  for  diagnostic  clinic  and  hospitai 
type  practice.  Contact  George  T.  Grimmer,  M.D.,  Bellevue 
Maternity  Hospital,  P.O.  Box  1030,  2210  Troy  Schenectady 
Road.  Schenectady  12301.  Tel:  518/374-4561. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B.  H.  Johnston,  M.D.,  Dept,  of  Radiology,  St.  Like's 
Memorial  Hospital  Center,  Box  479.  Utica,  13503. 


UROLOGIST 

ROCHESTER,  N.Y.  Monroe  County  needs  Urologists  and  Gener- 
al Surgeons.  Contact  A.  J.  Graziani,  M.D.,  Cnm.  Dept,  of 
Surgery,  St.  Mary’s  Hospital,  89  Genesee  Street,  Rochester 
14611.  Tel:  716/328-3300. 


ALL  SPECIALTIES 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  Contact  Mr.  Lou  Goodman,  St.  James  Medical 
Center,  25  St.  James  Place,  New  York,  10038. 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic 

INTERNIST  needed  to  serve  in  Surakarta.  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold.  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016  Tel:  212/686-3110 


LOOKING  FOR  EXTERNS?  Would  you  like  the  Medical  Society 
of  the  State  of  New  York  to  assist  you  by  publishing  an  an- 
nouncement in  "What  Goes  On  in  Continuing  Medical  Educa- 
tion,” the  section  of  the  New  York  State  Journal  of  Medicine  that 
lists  Physicians'  Placement  Opportunities.  Contact  Editor, 
"What  Goes  On  in  Continuing  Medical  Education,"  MSSNY,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel:  516/488- 

6100.  ext  241. 


AMA’S  PHYSICIANS’ 
SERVICE 

PLACEMENT 

Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians'  Placement  Service,  535 
N Dearborn  Street,  Chicago,  III  60610  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road.  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100  ext.  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


DEADLINE  DATES  FOR  WHAT  GOES  ON 

Deadline  Dates 


Meeting  Dates 

June  1976 
July  1976 
August  1976 
September  1976 
October  1976 
November  1976 
December  1976 
January  1977 
February  1977 


April  1,  1976 
May  1,  1976 
June  1,  1976 
July  1,  1976 
August  1,  1976 
September  1,  1976 
October  1,  1976 
November,  1,  1976 
December  1,  197  6 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number)  (Telephone  Number) 

Date  of  Birth  Place  of  Birth 


Citizenship  Status_ 

Medical  School 

Internship 


Marital  Status 


Year  Graduated 


Hosp  itals_ 


Dates 


Residency 


Hospitals_ 


Dates 


Specialty_ 


Licensed  in  what  States?^ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Certified 


Do  you  have  a New  York  State  License?_ 
Military  Status 


Date  of  Certificate 


Professional  Organization  Memberships 
Are  you  in  practice  at  present? 

Solo 


i 


■ ' 


Associate 


What  type  of  practice  are  you  interested  in? 

Indust  r ia  1 Group Ins  t itut  iona  1 


Other 


Date  you  will  be  available  for  praccice_ 

pract icec 


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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For  the  most  common 
forms  of  insomnia 

• Awake  too  long 

• Awake  too  often 
■ Awake  too  early 

Dalmane 

'flurazepamHCI)  (3 


30^f 


)bjectively  proved  in  the  sleep 
esearch  laboratory,  Dalmane 
p induces  sleep  within 
7 minutes,  on  average 
p reduces  nighttime 
wakenings 

] provides  7 to  8 hours  of 
leep,  on  average,  without 
epeating  dosage 

efore  prescribing  Dalmane  (flurazepam 
Cl),  please  consult  complete  product 
iformation,  a summary  of  which  follow  s: 
idications:  Effective  in  all  types  of  insomnia 
taracterized  by  difficulty  in  falling  asleep, 
equent  nocturnal  awakenings  and/or  early 
orning awakening:  inpatients  with  recurring 
somnia  or  poor  sleeping  habits:  and  in 
ute  or  chronic  medical  situations  requiring 
stful  sleep.  Since  insomnia  is  often  transient 
id  intermittent,  prolonged  administration  is 
merally  not  necessary  or  recommended, 
intraindications:  Knowm  hypersensitivity 
flurazepam  HC1. 

bluings:  Caution  patients  about  possible 
'tnbined  effects  with  alcohol  and  other 
US  depressants.  Caution  against  hazardous 
cupations  requiring  complete  mental  alert- 
iss  fe.g.,  operating  machinery,  driving), 
se  in  women  who  are  or  may  become  preg- 
int  only  when  potential  benefits  have  been 
eighed  against  possible  hazards.  Not 
commended  for  use  in  persons  under  15 


years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  w'ho  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  whth  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  w'ho  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  w'ere 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sw-eating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT,  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 


Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HC1. 


REFERENCES: 

1.  Insomnia  said  to  be  often  overtreated 
with  ineffective  medication.  Fain  Prac 
News  4 (20):  37,  Oct  15,  1974 

2.  Sleep:  it’s  not  a time  of  rest.  Patient  Care 
4 (17):  28-55,  Oct  15,  1970 

3.  Karacan  I,  Williams  RL,  Smith  JR:  The 
sleep  laboratory  in  the  investigation  of 
sleep  and  sleep  disturbances.  Scientific 
exhibit  at  the  124th  annual  meeting  of  the 
American  Psychiatric  Association, 
Washington  DC,  May  3-7,  1971 

4.  Dement  WC:  Data  on  file,  Medical 
Department,  Hoffmann-La  Roche  Inc., 

N utley  NJ 

5.  Vogel  GW : Data  on  file.  Medical 
Department,  Hoffmann-La  Roche  Inc., 

N utley  NJ 

6.  Frost  JD  Jr:  A system  for  automatically 
analyzing  sleep.  Scientific  exhibit  at  the 
24th  annual  Clinical  Convention  of  the 
American  Medical  Association,  Boston, 
Nov  29-Dec  2,  1970;  and  at  the  42nd  annual 
scientific  meeting  of  the  Aerospace  Medical 
Association,  Houston.  Apr  26-29,  1971 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


A common  complaint  from 
elderly  insomnia  patients 


Awake  too 
early 


Sleep  research  laboratory  profile  showing  early  morning  awakening 
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Stage  3 
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Increased  total  sleep  time 

Early  morning  awakening  occurs  in  about 
14%  of  the  general  population,1  predominantly 
among  patients  over  50.2  For  common 
insomnia  requiring  sleep  medication, 

Dal  mane  (flurazepam  HC1)  increases  total 
sleep  time,  reduces  nighttime  awakenings 
and  induces  sleep  rapidly.3'6  Also,  it  is 
effective  night  after  night.1 

Patients  tolerate  Dalmane  well,  seldom 
experiencing  morning  "hang-over.”  The  usual 
adult  dose  is  30  mg  Its.,  though  15  mg  may 
suffice.  For  the  elderly  and  debilitated, 
initiate  treatment  with  15  mg  to  preclude 
oversedation,  dizziness  or  ataxia.  Before 
prescribing,  please  weigh  potential  benefits 
against  possible  risks. 


For  the  most  common 
forms  of  insomnia 

Dalmane 

(flurazepam  HCI) 

One  30-mg  capsule  h.s.—  usual  adult  dosage 
( I 5 mg  may  suffice  in  some  patients). 

One  15-mg  capsule  h.s.—  initial  dosage  for 
elderly  or  debilitated  patients. 

Objectively  proved  in  the  sleep 
research  laboratory: 

□ 7 to  8 hours  of  sleep,  on  average,  without 
repeating  dosage 

□ fewer  nighttime  awakenings 

□ sleep  within  17  minutes,  on  average 


Please  see  reverse  side  for  summary  of  product  information. 
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For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 

BRONKOTABS 

Each  tablet  contains  ephedrme  sulfate  24  mg.  glyceryl  guaiacolate  100  mg, 
theophylline  100  mg,  phenobarbital  8 mg  (warning  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  frequent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness, or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  head  disease,  or  hypedhyroidism  Drowsiness  may 
occur  Ephedrme  may  cause  urinary  retention,  especially  in  the  presence  of 
padial  obstruction,  as  in  piostatism 

RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6 one  half  adult  dose 
SUPPLIED  Bottles  of  100  and  1000  scored  tablets 


22223  BREON  LABORATORIES  INC.  • 90  Park  Avenue.  New  York.  N Y 10016 
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How  many 
side  effects  would 
you  expect  from 

a drug  that’s  taken 

140  million  times 

aday? 

Like  any  active,  effective  pharmacologic  agent,  aspirin  may  produce  side  effects  in  certain  patients. 
But  for  a drug  that’s  administered  millions  of  times  each  day,  billions  of  times  a year,  aspirin  remains 
exceptionally  well  tolerated. 

According  to  the  American  Medical  Association  Department  of  Drugs,1  serious  adverse  reac- 
tions from  usual  analgesic  doses  of  aspirin  occur  infrequently.  In  therapeutic  doses,  the  most  signifi- 
cant side  effects  are  gastrointestinal  in  nature  — and  may  include  dyspepsia,  nausea,  vomiting  and 
occult  G.I.  bleeding.1 3 When  single  or  even  repeated  analgesic  doses  are  given,  the  incidence  of 
dyspepsia  is  small.2-3  In  fact,  many  patients  who  claim  they  cannot  tolerate  aspirin,  accept  it  quite  well 
when  it  is  disguised  or  given  on  a blind  basis.2-3 

Allergic  reactions  to  aspirin  (ranging  from  minor  skin  rash  to  urticaria  to  anaphylaxis)  are 
also  relatively  uncommon  — with  the  incidence  estimated  by  some  to  be  0.2%  or  less,  in  the  general 
population.4-5  Although  such  reactions  may  be  seen  more  frequently  in  patients  with  respiratory 
aliergy  — particularly  asthma  — the  incidence  here  is  still  only  2%  to  4%.,..with  sensitivity  occurring 
primarily  in  late-onset,  non-atopic  asthmatics  exhibiting  concurrent  nasal  polyposis.'4 

So  the  next  time  the  subject  of  aspirin  side  effects  is  raised,  consider  the  benefit-to-risk  ratio 
of  aspirin  as  it  actually  exists... its  undiminished  efficacy  over  75  years  of  clinical  use... and  its 
remarkably  low  cost  to  patients  — about  a penny  per  tablet. 

And  when  you  do  decide  on  aspirin,  specify  the  brand  that’s  synonymous  with  quality  and 
dependability  — Bayer®  aspirin. 


References:  I.  AMA  Department  of  Drugs:  AMA  Drug  Evaluations,  2nd  Edition.  Acton  Massachusetts,  Publishing  Sciences  Group. 
Inc.  p.  264  2.  Heaver.  W.T.:  Am.  J.  Med.  Sci.  25<):o 77  (Nov.i  1965.  3.  Beaver.  W.T  Modern  Treatment  .5:1094  < Nov. I 1968.  4.  Weiss,  H.J  : JAMA 
22.9.1221  '.Aug  26 1 1974.  5.  Lampe.  K.F.,  in  Medical  News:  JAMA  22P.T704  (Sept.  23)  1974.  (i.  Falliers.  C.J..  J.  Allergy  Clin.  Immunol:  52:14! 
(Sept.)  1973. 

Aspirin  from  Bayer 

purity. . . quality. . . stability 

Glenbrook  Laboratories,  Division  of  Sterling  Drug  Inc.,  90  Park  Avenue,  New  York,  New  York  10016 
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fbRUG-INDUCED  CONSTIPATION: 

A PORTRAIT. 


2.  Sluggish  segmentation  with  excessive  dehydration  of  stool 

3.  Blunted  rectosigmoid  sensitivity 

4.  Rectal  distention  with  hard,  dry  stool 
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A PORTRAIT  OF 

MODANE 

Laxative  Tablets 

It  works -gently,  overnight 

Gentle  Laxation:  A single-entity  laxative 
(danthron).  Modane  produces  gentle  laxation 
—with  a low  incidence  of  straining,  griping  or 
cramping  at  optimum  dosage. 

Dependable  Overnight  Action:  Taken  after 
the  evening  meal,  one  Modane  tablet  usually 
produces  a soft  stool,  brings  welcome  relief 
in  the  morning.  Naturally,  neither  Modane 
nor  any  laxative  should  be  used  in  presence 
of  abdominal  pain,  nausea,  vomiting  or  other 
signs  and  symptoms  of  appendicitis. 

In  new  Stat-Pak"  (unit  dose):  Modane"  30 
comes  in  a handsome  gold-and-russet  package 
containing  30  individually  wrapped  and 
labeled  tablets.  Available  only  at  pharmacies. 

MODANE  30* 

Stat-Pak" 

(unit  dose) 

It  works... 
gently,  overnight. 

30  laxative  tablets 


PERTINENT 

MEDICAL  INFORMATION 
FROM  WARREN-TEED: 

Drug-induced 

constipation 

and  its  management 

Certain  drugs  normally  prescribed 
for  serious  diseases  and  disorders 
produce  a relatively  benign  side 
effect,  constipation,  which  is  none 
the  less  distressing  to  the  patient. 

For  example,  a major  side  effect  of 
belladonna  alkaloids,  and  of 
ganglionic  blockers  generally,  is 
reduction  in  tone  and  motility  of  the 
gastrointestinal  tract,  leading  to 
constipation.  Sympathomimetics 
have  a peripheral  inhibitory  action 
on  the  smooth  muscle  of  the 
gastrointestinal  tract.  And  anti- 
histamines. in  blocking  smooth 
muscle  response  to  histamines,  may 
thereby  cause  constipation. 

Other  agents  that  can  cause 
constipation  include  opiates 
(especially  codeine),  anticholinergics, 
antiparkinsonism  agents,  non- 
absorbable antacids  (calcium 
carbonate  and  aluminum  hydroxide 
gel),  iron  supplements,  diuretics, 
antidepressants,  rauwolfia 
preparations,  and  sedatives. 

It  is  therefore  advisable  when 
prescribing  such  drugs,  that  the 
physician  counsel  his  patient  on  the 
possibility  of  constipation  as  an 
attendant  side  effect.  It  is  equally 
important  to  instruct  the  patient  on 
the  following  methods  of  self- 
treatment or  retraining: 1 

1 . Develop  regular  after-breakfast 
morning  ritual. 

2.  Never  ignore  the  urge  to  defecate. 

3.  Drink  hot  water  and  lemon  juice 
on  arising. 

4.  Drink  at  least  1.500  ml.  of  water 
a day  (approximately  six  8-oz. 
glasses). 

5.  Increase  bulk  residue  in  diet: 
prunes,  figs,  applesauce,  bananas, 
whole  grain  bread  and  cereals 
containing  bran. 

6.  Laxatives  should  be  used  only 
when  necessary. 
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If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

*'  (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  [like  that  of  nitro- 
glycerin] may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily. 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming). 

1 Russek  HI  AM  J M Sc  239  478.  1960 


Wellcome 


/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


•Please  note  unstable  angina  patients  may  be  refractory  to  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate  (eryth- 
rityl tetramtrate)  in  48-patient 
study1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin 
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There’s  something  new 
in  the  cards  for  control  of 
Angina  Pectoris 


A totally  new  and  improved 

delivery  system 

tor  Isosorblde  Dinitrate 


(ISOSORBIDE  DINITRATE)40  mg.  Capsules. ..in  twice-a-day  dosage 

SUSTAINED  RELEASE  THROUGH  MICRO-DIALYSIS  DIFFUSION 

New  ISO-BID  can  help  to  reduce  the  frequency  and  intensity  of  angina 
attacks  through  microdialysis  diffusion  (controlled  sustained  release). 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosor- 
bide  dinitrate  for  up  to  12  hours  at  a smooth,  continuous,  predictable, 
controlled  rate.  Micro-dialysis  is  dependent  only  upon  the  presence 
of  fluid  in  the  G.l.  tract  and  not  on  pH  or  other  variables.  ISO-BID  is 
particularly  advantageous  in  the  prevention  of  nocturnal  angina. 

Prescribe  ISO-BID.  There  is  nothing  else  just  like  it ...  because 
MICRO-DIALYSIS  DIFFUSION  MAKES  THE  DIFFERENCE. 

DOSAGE:  One  ISO-BID  capsule  every  12  hours  on  an  empty  stomach 
according  to  need,  for  continuous  24-hour  therapy.  Not  intended  for 
sublingual  use.  Supplied  in  bottles  of  30, 100  and  500  ISO-BID  capsules. 

Consult  product  brochure  before  prescribing. 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 
ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 


GERIATRIC  PHARMACEUTICAL  CORP. 
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Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in  the  New  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 
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Medical  Meetings 


Postgraduate  courses  offered 
by  New  York  University 
Post-Graduate  Medical  School 

1.  New  York  University  Post-Graduate  Medical 
School  will  offer  a course  on  “Electrocardiography,” 
April  21-23. 

2.  New  York  University  Post-Graduate  Medical 
School  and  Pfizer  Laboratories  will  present  a one-day 
course  on  “Tropical  Medicine  and  Parasitology  Medi- 
cine in  the  U.S.”  on  Friday,  April  23. 

3.  New  York  University  Post-Graduate  Medical 
School  and  the  New  York  Veterans  Administration  Hos- 
pital will  cosponsor  with  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation  a course  entitled 
“A  Review  of  Rehabilitation  Medicine.” 

The  course,  to  be  held  April  26  through  May  7,  is  de- 
signed to  present  a concentrated  review  of  major 
subjects  in  rehabilitation  medicine. 

4.  New  York  University  Post-Graduate  Medical 
School  will  offer  a course  on  “Immunological  Defenses 
and  Infectious  Diseases,”  May  10  to  15.  Additional  in- 
formation may  be  obtained  from  the  Office  of  the  Asso- 
ciate Dean,  New  York  University  Post-Graduate  Medi- 
cal School,  550  First  Avenue,  New  York,  N.Y.  10016;  or 
telephone  (212)  679-3200,  ext.  4037. 

210th  annual  meeting 

The  Medical  Society  of  New  Jersey  will  hold  its  210th 
annual  meeting,  Saturday  to  Tuesday,  June  5 to  8, 
1976,  at  Cherry  Hill  Hyatt  House. 

Fifteenth  annual 

pediatric  postgraduate  program 

The  fifteenth  Annual  Pediatric  Postgraduate  Pro- 
gram will  be  held  at  Maimonides  Medical  Center,  4802 
Tenth  Avenue,  Brooklyn,  New  York  11219,  telephone 
212-UL3-1200,  on  Sunday,  June  6. 

For  information  write:  Mrs.  Shirley  Lasky,  Registrar, 
Pediatric  Department,  Maimonides  Medical  Center, 
4802  Tenth  Avenue,  Brooklyn,  N.Y.  11219. 

International  congress 
on  ocular  trauma 

“An  International  Congress  on  Ocular  Trauma”  will 
be  held,  June  17-19,  at  the  Hynes  Auditorium.  This  is 
the  second  International  Congress  to  be  sponsored  by 
The  Eye  Research  Institute  of  Retina  Foundation.  The 
Foundation  sponsored  an  International  Vitreoretinal 
Congress  in  Boston  last  year. 

The  purpose  of  this  year’s  Congress  is  to  disseminate 
to  all  ophthalmologists  the  most  recent  information  con- 
cerning the  diagnosis  and  management  of  trauma  to  the 
adnexa,  anterior,  and  posterior  segments  of  the  eye.  H. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 
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MacKenzie  Freeman,  M.D.,  said  the  Congress  would  be 
staffed  by  a faculty  of  the  leading  international  ophthal- 
mologists. 

Further  information  can  be  obtained  from  H.  Mac- 
Kenzie Freeman,  M.D.,  Chairman  of  the  International 
Congress  on  Ocular  Trauma,  Eye  Research  Institute  of 
Retina  Foundation,  20  Staniford  Street,  Boston,  Massa- 
chusetts 02114. 

Sixth  International  Congress 
of  the  Transplantation  Society 

A full  range  of  topics  covering  organ  and  tissue  trans- 
plantation will  be  discussed  at  the  Sixth  International 
Congress  of  the  Transplantation  Society  to  be  held  Au- 
gust 22-28,  1976,  at  the  Waldorf-Astoria  Hotel  in  New 
York  City. 


Medical  News 


Material  or  information  desired 

The  Medical  College  of  Pennsylvania  is  in  the  process 
of  compiling  a comprehensive  bibliography  of  literature 
as  a special  project.  This  is  made  possible  by  a special 
grant  from  the  National  Library  of  Medicine.  It  will  in- 
clude a section  on  collections  of  materials  about  women 
physicians.  This  is  by  way  of  an  appeal  to  forward  any 
such  material  or  information  dealing  with  identifiable 
books,  articles,  reports,  and  works  of  scholarly  value  on 
all  aspects  of  the  subject  of  women  physicians,  including 
their  education,  practice  patterns,  and  roles,  to  Florence 
A.  Moore  Library  of  Medicine,  The  Medical  College  of 
Pennsylvania  and  Hospital,  3300  Henry  Avenue,  Phila- 
delphia, Pa.  19129. 

Special  issue  of  annual  publication 

A special  issue  on  the  “Y.  U.-Premed”  has  been  pub- 
lished by  the  Yeshiva  University  Pre-Med  Society  on 
“Major  Problems  in  Medical  Ethics  and  Jewish  Law.” 
The  issue  is  edited  by  Dr.  Saul  Wischnitzer,  assistant 
dean  and  health  sciences  adviser,  Yeshiva  College. 

“My  MED  I.D.  ALERT” 

“My  MED  I.D.  ALERT”  is  a personal  medical  history 
and  “First-Aid-Action”  book  to  be  carried  on  the  person 
at  all  times.  It  was  designed  and  reviewed  by  a medical 
physician  to  assist  emergency  help,  physicians,  and 
nurses  to  render  fast  and  best  possible  care  in  case  the 
holder  is  ever  involved  in  an  accident. 

“My  MED  I.D.  ALERT,”  size  2\"  X 3V4",  contains  60 
pages.  Eleven  pages  are  for  specific  information  about 
the  individual’s  medical  history,  special  medication  if 
any,  disabilities,  illnesses,  anatomical  gift  consent,  in 
addition  to  other  vital  personal  emergency  information. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  eight  weeks  prior  to  publication  date. 
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Librax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br, 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — National 
Research  Council  and/or  other  information,  FDA 
has  classified  the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the  treatment 
of  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis)  and  acute 
enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation. 


Contraindications:  Patients  with  glaucoma;  pros- 
tatic hypertrophy  and  benign  bladder  neck  obstruc- 
tion; known  hypersensitivity  to  chlordiazepoxide 
hydrochloride  and  or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. As  with  all  CNS-acting  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use 
caution  in  administering  Librium®  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude  de- 
velopment of  ataxia,  oversedation  or  confusion  (not 
more  than  two  capsules  per  day  initially:  increase 
gradually  as  needed  and  tolerated).  Though  generally 
not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacologic  effects  of  agents,  particularly  potentiat- 
ing drugs  such  as  MAO  inhibitors  and  phenothi- 
azmes.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions 
(eg,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  re- 
ported very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  have  been 
reported  with  Librax  When  chlordiazepoxide  hydro- 
chloride is  used  alone,  drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and  debili- 
tated. These  are  avoidable  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  ano  constipa- 
tion. extrapyramidal  symptoms,  increased  and  de- 
creased libido — all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment,  blood  dyscrasias  (including  agranulo- 
cytosis). jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally  with  chlordiazepoxide  hydro- 
chloride, making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  are  typical  of  an- 
ticholinergic agents.  1. e , dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy  and  constipation  Constipa- 
tion has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diets 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  New  Jersey  07 1 10 


<55)  Because  i rritable  bowel  syndrome 

is  a psychovisceral  problem 

Dual-action 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mgclidinium  Br. 

1 or  2 capsules  t.i.d.  or  q.i.d. 

A distinctive 

antianxiety-anticholinergic 

agent 


Only  adjunctive  Librax  provides  the  antianxiety  action  of 
Librium8  (chlordiazepoxide  HCI)  plus  the  antispasmodic- 
anti secretory  action  of  Quarzanfclidinium  Br)... 

with  the  economy ' and  convenience  of  a single  medication. 


*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication.  Please  see 
preceding  page  for  brief  summary  of  product  information. 
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Additional  information  available 
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Eli  Lilly  and  Company 
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Editorials 


Death,  a private  affair 

Death,  the  inevitable,  may  be  violent,  acciden- 
tal, a penalty,  of  unknown  cause,  or  due  to  a fatal 
illness.  One  individual  and  the  cessation  of  his 
vital  functions  are  involved,  and  nothing  can  be 
more  private  than  that.  Relatives  are  like  outsid- 
ers looking  in,  for  no  one  really  shares  the  experi- 
ence with  the  dying  who  may  either  welcome  the 
end  or  dread  it  regardless  of  the  form  it  assumes. 

New  and  sophisticated  scientific  equipment  and 
procedures  can  prevent  death  in  a few  and  prolong 
life  in  many.  It  would  seem  apparent  that  prolon- 
gation of  life  would  enjoy  universal  approval;  in- 
stead, unpredictable  controversies  have  surfaced 
and  physicians  find  this  difficult  to  understand. 

The  decision  to  sustain  life  is  purely  a medical 
one  and  does  not  belong  in  the  courts  or  in  the 
hands  of  a panel  of  "experts.”  The  patient,  his 
physician,  and/or  the  next  of  kin  are  best  able  to 
make  this  choice  and  no  one  else  has  the  right  to 
interfere.  It  is  impossible  for  a court  of  law  to  es- 
tablish rules  to  govern  such  decisions  in  all  situa- 
tions. Nor  can  a panel  of  peers  assume  the  identi- 
cal role  of  the  personal  physician.  When  more 
than  one  person  is  responsible,  there  are  too  many 
variables  which  can  obscure  and  confuse  the  issue, 
not  the  least  of  which  are  training,  religion,  and 
personal  beliefs.  God  help  us  if  we  create  another 
committee  to  avoid  this  duty! 

Reassuring  the  sick  and  easing  the  burden  of  the 
dying  has  been  the  physician’s  lot  for  centuries. 
He  has  performed  it  well  and  should  continue  to 
do  so,  for  any  other  stance  would  amount  to  the 
abdication  of  another  responsibility  granted  to  us 
with  the  medical  degree. 

Death  as  a result  of  illness  is  often  predictable, 
and  the  physician,  usually,  knows  when  interfer- 
ence will  not  alter  an  irreversible  course.  Extraor- 
dinary measures,  painful  or  discomforting  proce- 
dures are  best  discontinued  when  death  is  near. 

Boost  immunizations! 

The  World  Health  Organization  has  predicted 
that  by  the  end  of  this  year  smallpox  will  be  eradi- 
cated and  will  become  a disease  of  medical  history 
only.  Public  health  professionals  participating  in 
the  program  point  with  pride  to  this  milestone  in 
epidemiology  and  preventive  medicine.  It  is  a 
source  of  wonder  when  one  considers  the  few  final 
endemic  areas  of  smallpox  from  which  the  disease 
is  being  extirpated.  In  Asia  and  Africa  health 


Who  but  the  weak  and  insecure  would  hesitate 
when  a patient  has  incurable  metastatic  cancer,  far 
advanced  pulmonary  insufficiency,  recurrent  in- 
tractable heart  failure,  massive  brain  damage, 
persistant  renal  failure  with  uremia  in  the  aged, 
and  other  terminal  illnesses.  One  of  us  must 
make  the  decision  to  stop  ineffective  chemothera- 
py, radiotherapy,  artificial  respiratory  assists,  he- 
modialysis, intravenous  treatment,  and  tube  feed- 
ings. 

Physicians  care  for  suffering  human  beings  not 
laboratory  heart-lung  preparations.  Pneumonia 
and  myocardial  infarctions  are  no  longer  the 
friends  of  the  old  and  weak.  Why  turn  death 
away  when  he  is  an  invited  guest? 

Busy  practitioners  in  one  day  may  have  several 
patients  with  fatal  diseases  under  their  care  and 
neither  the  number  nor  the  passage  of  time  fails  to 
dull  the  image  of  the  heartrending  experience  wit- 
nessed by  most  of  us.  To  ask  our  legal  brethren  to 
write  rules  for  the  dying  is  ridiculous.  If  we  can’t 
assume  this  responsibility  because  of  a fear  of  liti- 
gation, then  early  retirement  is  the  answer.  There 
will  always  be  even  more  complex  and  perplexing 
medical  problems  and  easy  answers  will  never  be 
available.  Good  medical  judgment  does  not  dic- 
tate that  we  keep  hearts  beating,  lungs  working, 
and  brains  perfused  artificially,  when  the  chances 
of  recovery  are  nil. 

In  all  fields  of  endeavor  there  are  always  some 
who  will  abuse  privileges.  Medicine  is  no  excep- 
tion, but  it  is  increasingly  more  difficult  to  avoid 
detection  and  accountability  in  today’s  environ- 
ment. Our  profession  should  support,  encourage, 
and  guide  review  procedures,  and  especially  when 
death  intervenes. 

JULIUS  E.  STOLFI,  MD,  F.A.C.P. 

Associate  Editor 


workers  bribed  informers,  searched  for  cases  in 
areas  ravaged  by  war  and  poverty,  and  vaccinated 
contacts  and  susceptibles  in  areas  where  minimal 
education  was  a luxury  that  inhabitants  did  not 
enjoy. 

In  contrast,  recent  reports  have  indicated  a ris- 
ing number  of  cases  of  diphtheria,  polio,  measles, 
and  rubella  among  preschool  children  in  the  Unit- 
ed States.  The  optimism  following  the  discovery 
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and  use  of  effective  vaccines  coincide  with  an  im- 
mediate decrease  in  their  prevalence,  morbidity, 
and  mortality  rates.  This  was  greeted  as  the  be- 
ginning of  the  eradication  of  these  diseases.  As 
the  initial  enthusiasm  wore  off,  cases  began  to  ap- 
pear singly  and  in  outbreaks.  Increasing  apathy 
was  reflected  in  reports  from  the  Communicable 
Disease  Center  (C.D.C.)  indicating  inadequately 
vaccinated  children  from  one  to  four  years  of  age. 
The  deficit  level  ranged  from  26  per  cent  for  diph- 
theria, pertussis,  and  tetanus  to  35.5  per  cent  for 
measles,  36.9  per  cent  for  polio,  and  40.2  per  cent 
for  rubella. 

The  response  to  this  serious  situation  was  a pro- 
gram publicized  by  the  major  national  health  orga- 
nizations and  triggered  by  Communicable  Disease 
Center  called  “Immunization  Action  Month.” 
October  had  been  chosen  as  the  month  when  maxi- 
mal efforts  to  immunize  young  children  were  ini- 
tiated and  continued  for  the  remaining  eleven 
months.  This  program  has  been  repeated  annual- 
ly and  the  Medical  Society  of  the  State  of  New 
York  was  one  of  the  participants  in  1975.  Results 
thus  far  have  hardly  been  spectacular.  The  lay 
press  still  reports  outbreaks.  Surveys  at  local  lev- 
els continue  to  reveal  inadequate  immunizations. 

In  the  October,  1975,  issue  of  the  Journal  of  the 
American  Public  Health  Association,  Alfred  Yan- 
kauer,  M.D.,*  editorialized  on  this  problem  fol- 

* Making  Health  Education  Work:  Am.  J.  Pub.  Health  65: 

supplement  (Oct.)  1975. 


lowing  a comprehensive  report  titled  “Making 
Health  Education  Work.”  He  emphasized  the  fu- 
tility of  a long-range  program  conceived  as  a cam- 
paign. He  writes: 

In  developing  countries  where  no  administrative 
structure  and  no  health  resources  at  all  are  to  be 
found  for  the  majority  of  the  population,  a “cam- 
paign,” repeated  with  jet  injectors,  fanfare,  and  trum- 
pets, house  to  house,  every  few  years,  may  be  a sensi- 
ble way  to  prevent  the  immunizable  diseases.  The 
gimmick  also  worked  in  this  developed  society  when 
polio  and  measles  vaccines  were  first  introduced.  But 
the  lack  of  strong  infrastructures  (local  health  depart- 
ments, if  you  will)  and  the  absence  of  continuing  com- 
prehensive health  services  reaching  out  to  the  disad- 
vantaged left  only  a void  in  the  wake  of  the  cam- 
paigns.” 

The  Committee  on  Preventive  Medicine  of  the 
M.S.S.N.Y.  will  offer  its  services  during  the  com- 
ing year  to  help  develop  this  infrastructure  in  the 
inner  cities  and  disadvantaged  communities.  The 
infrastructure  must  include  the  medical  and  nurs- 
ing professions,  hospital  administrators  and  health 
center  personnel  at  the  community  level.  Leaders 
of  lay  organizations  directly  or  tangentially  con- 
cerned with  the  health  of  the  community  must  be 
invited  to  cooperate  in  the  planning  and  coordina- 
tion of  the  overall  program. 

HARRY  S.  LICHTMAN,  M.D.,  M.S.P.H. 

Chairman,  Committee  on  Preventive  Medicine 
56  Reynolds  Drive 
Lido  Beach,  N.Y.  11561 


LIST  OF  REPORTABLE  COMMUNICABLE  DISEASES 
REPORTS  REQUIRED  BY  SANITARY  CODE  AND  PUBLIC  HEALTH 

LAW 


COMMON  Chickenpox 

Central  nervous  system  infections  (specify  site  and  agent 
if  known) 
bacterial 
nonbacterial 

Food  poisoning  (specify  agent  if  known) 

Gonorrhea 

genitourinary 
ophthalmia 
other  (specify) 

Hepatitis,  viral 
infectious  (A) 
serum  (B) 

Hospital  associated  infections  (including  diarrhea*  and 
conjunctivitis  of  newborn*) 

Infectious  mononucleosis 

Measles 

Mumps 

Rubella  (including  congenital  rubella  syndrome*) 
Salmonellosis* 

Shigellosis* 

Streptococcal  Sore  Throat  (inch  Scarlet  Fever,  Dairy 
Farms  only) 

Syphilis* 

Tuberculosis,  new  active  and  reactivations*  (specify  site, 
extent,  activity) 


* Required  that  specimens  be  submitted  to  an  approved  laboratory 


RARE  Amebiasis 
Anthrax* 

Botulism* 

Brucellosis* 

Chancroid 

Cholera* 

Diphtheria* 

Granuloma  inguinale 
Histoplasmosis  (new  cases)* 
Leprosy* 

Leptospirosis* 

Lymphogranuloma  venereum 
Malaria* 

Plague* 

Poliomyelitis* 

Psittacosis 

Rabies 

Relapsing  fever* 

Reye’s  syndrome 

Rocky  Mountain  Spotted  Fever* 

Smallpox* 

Tetanus 

Trichinosis 

Tularemia* 

Typhoid* 

Typhus* 

Whooping  Cough 
Yellow  Fever* 

Other  (specify) 
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No  default 
insurance 


A major  reason  for  drug 
defaulting  is  multiple  daily 
dosage  schedules. 

Ayd  reports  that  70  percent 
of  patients  default  on  a q.i.d. 
regimen;  60  percent  on  t.i.d.; 
30  percent  on  b.i.d.,  and  only 
7 percent  on  a single  daily 
dose. 

A single  daily  capsule  that 
provides  a full  day’s  medica- 
tion would  logically  assure 
better  therapeutic  results. 

Because  one  capsule  lasts 
from  bedtime  to  bedtime, 
Tofranil-PM"may  markedly 
reduce  the  probability  of 
missed  doses. 

After  therapy  is  initiated  with 
the  75-mg.  capsule,  the  150- 
mg.  capsule  is  the  dose  level 
at  which  optimum  response 
is  usually  obtained. 

Please  review  the  prescrib- 
ing information  summarized 
on  the  back  of  this  page. 

*Ayd,  F.J.,  Jr.  (Ed.):  Int.  Drug 
Ther.  Newslett.  7(9/10):35-50 
(Nov./Dec.)  1972. 


Tofranil-PM® 

imipramine  pamoate 


One  capsule 
lasts  from  bedtime 
to  bedtime. 


Initial  Dose 

For  Maintenance  Therapy 

Starting 

Dose 

Usual  Optimum 
Response  Dose 

A Full  Range  to  Choose  From* 

1 

i 

Mil 

75 

150 

150  125  100  75 

mg. 

mg. 

mg.  mg.  mg.  mg. 

♦Each  capsule  contains  imipramine  pamoate 
equivalent  to  150.  125.  100  or  75  mg.  imipramine 
hydrochloride. 

Tofranil-PM® 

brand  of  imipramine  pamoate 

Indications:  For  the  relief  of  symptoms  of  depression. 
Endogenous  depression  is  more  likely  to  be  alle- 
viated than  other  depressive  states. 

Contraindications:  The  concomitant  use  of 
monoamine  oxidase  inhibiting  compounds  is  con- 
traindicated. Hyperpyretic  crises  or  severe  convulsive 
seizures  may  occur  in  patients  receiving  such  combi- 
nations. The  potentiation  of  adverse  effects  can  be 
serious,  or  even  fatal.  When  It  Is  desired  to  substitute 
Tofranil-PM.  brand  of  Imipramine  pamoate,  in  patients 
receiving  a monoamine  oxidase  inhibitor,  as  long  an 
interval  should  elapse  as  the  clinical  situation  will  al- 
low. with  a minimum  of  14  days.  Initial  dosage  should 
be  low  and  increases  should  be  gradual  and  cau- 
tiously prescribed.  The  drug  is  contraindicated  during 
the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this 
compound  should  not  be  given  the  drug.  The  possi- 
bility of  cross-sensitivity  to  other  dibenzazepine 
compounds  should  be  kept  in  mind. 

Warnings:  Osage  In  Pregnancy : Safe  use  of  Imlp- 
ramine  during  pregnancy  and  lactation  has  not  been 
established:  therefore,  in  administering  the  drug  to 
pregnant  patients,  nursing  mothers,  or  women  of 
childbearing  potential,  the  potential  benefits  must  be 
weighed  against  the  possible  hazards.  Animal  repro- 
duction studies  have  yielded  inconclusive  results. 
There  have  been  clinical  reports  of  congenital  mal- 
formation associated  with  the  use  of  this  drug,  but  a 
causal  relationship  has  not  been  confirmed. 

Extreme  caution  should  be  used  when  this  drug  is 
given  to: 

—patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias, 
myocardial  Infarction,  strokes  and  tachycardia: 
—patients  with  increased  intraocular  pressure,  his- 
tory of  urinary  retention,  or  history  of  narrow-angle 
glaucoma  because  of  the  drug's  anticholinergic 
properties: 

— hyperthyroid  patients  or  those  on  thyroid  medica- 
tion because  of  the  possibility  of  cardiovascular 
toxicity: 

—patients  with  a history  of  seizure  disorder  because 
this  drug  has  been  shown  to  lower  the  seizure 
threshold: 

— patients  receiving  guanethidine  or  similar  agents 
since  Imipramine  may  block  the  pharmacologic  ef- 
fects of  these  drugs. 

Since  imipramine  may  Impair  the  mental  and/or  phys- 
ical abilities  rsquirad  for  the  performance  of  poten- 
tially hazardous  tasks  such  as  operating  an  auto- 
mobile or  machinery,  the  patient  should  be 
cautioned  accordingly. 

Usage  In  Children:  Tofranil-PM.  brand  of  imipramine 
pamoate,  should  not  be  used  In  children  of  any  age 
because  of  the  Increased  potential  for  acute  overdos- 
age due  to  the  high  unit  potency  (75  mg..  100  mg., 

125  mg.  and  150  mg.).  Each  capsule  contains  Imip- 
ramine pamoate  equivalent  to  75  mg..  100  mg..  125 


mg.  or  150  mg.  imipramine  hydrochloride. 

Precautions:  It  should  be  kept  in  mind  that  the  possi- 
bility of  suicide  in  seriously  depressed  patients  is  in-  s 
herent  in  the  illness  and  may  persist  until  significant 
remission  occurs  Such  patients  should  be  carefully 
supervised  during  the  early  phase  of  treatment  with 
Tofranil-PM.  brand  of  imipramine  pamoate,  and  may 
require  hospitalization.  Prescriptions  should  be  writ- 
ten for  the  smallest  amount  feasible. 

Hypomanic  or  manic  episodes  may  occur,  particularly 
in  patients  with  cyclic  disorders.  Such  reactions  may 
necessitate  discontinuation  of  the  drug.  If  needed. 
Tofranil-PM,  brand  of  imipramine  pamoate,  may  be 
resumed  in  lower  dosage  when  these  episodes  are  re- 
lieved. Administration  of  a tranquilizer  may  be  useful 
in  controlling  such  episodes. 

Prior  to  elective  surgery,  imipramine  should  be  dis- 
continued for  as  long  as  the  clinical  situation  will  al- 
low. 

An  activation  of  the  psychosis  may  occasionally  be 
observed  in  schizophrenic  patients  and  may  require 
reduction  of  dosage  and  the  addition  of  a 
phenothiazine. 

In  occasional  susceptible  patients  or  in  those  receiv- 
ing anticholinergic  drugs  (including  antiparkinsonism 
agents)  in  addition,  the  atropine-like  effects  may  be- 
come more  pronounced  (e.g.,  paralytic  ileus).  Close 
supervision  and  careful  adjustment  of  dosage  is  re- 
quired when  this  drug  is  administered  concomitantly 
with  anticholinergic  or  sympathomimetic  drugs. 

Avoid  the  use  of  preparations,  such  as  deconges- 
tants and  local  anesthetics,  which  contain  any  sym- 
pathomimetic amine  (e  g.,  adrenalin,  noradrenalin), 
since  it  has  been  reported  that  tricyclic  antidepres- 
sants can  potentiate  the  effects  of  catecholamines. 
Patients  should  be  warned  that  the  concomitant  use 
of  alcoholic  beverages  may  be  associated  with 
exaggerated  effects. 

Both  elevation  and  lowering  of  blood  sugar  levels 
have  been  reported. 

Concurrent  administration  of  imipramine  with  elec- 
troshock therapy  may  increase  the  hazards:  such 
treatment  should  be  limited  to  those  patients  for 
whom  it  is  essential,  since  there  is  limited  clinical  ex- 
perience. 

Adverse  Reactions:  Note:  Although  the  listing  which 
follows  Includes  a few  adverse  reactions  which  have 
not  been  reported  with  this  specific  drug,  the  phar- 
macological similarities  among  the  tricyclic  antide- 
pressant drugs  require  that  each  of  the  reactions  be 
considered  when  Imipramine  Is  administered. 
Cardiovascular;  Hypotension,  hypertension,  tachycar- 
dia, palpitation,  myocardial  Infarction,  arrhythmias, 
heart  block,  stroke,  falls. 

Paychlatrlc:  Confusional  states  (especially  In  the  el- 
derly) with  hallucinations,  disorientation,  delusions: 
anxiety,  restlessness,  agitation:  Insomnia  and  night- 
mares: hypomanla:  exacerbation  of  psychosis. 
Neurological:  Numbness,  tingling,  paresthesias  of  ex- 
tremities: incoordination,  ataxia,  tremors:  peripheral 
neuropathy:  extrapyramldal  symptoms:  seizures, 
alterations  In  EEQ  patterns:  tinnitus. 

Anticholinergic:  Dry  mouth,  and,  rarely,  associated 
sublingual  adenitis:  blurred  vision,  disturbances  of 
accommodation,  mydriasis:  constipation,  paralytic 
Ileus;  urinary  retention,  delayed  micturition,  dilation 


ot  the  urinary  tract. 

Allergic:  Skin  rash,  petechiae,  urticaria,  itching, 
photosensitization  (avoid  excessive  exposure  to  sun 
light):  edema  (general  or  of  face  and  tongue);  drug 
fever;  cross-sensitivity  with  desipramine. 
Hematologic:  Bone  marrow  depression  including 
agranulocytosis;  eosinophilia;  purpura;  throm- 
bocytopenia. Leukocyte  and  differential  counts 
should  be  performed  in  any  patient  who  develops 
fever  and  sore  throat  during  therapy;  the  drug  shouli 
be  discontinued  if  there  is  evidence  of  pathological 
neutrophil  depression. 

Gastrointestinal:  Nausea  and  vomiting,  anorexia, 
epigastric  distress,  diarrhea;  peculiar  taste, 
stomatitis,  abdominal  cramps,  black  tongue. 
Endocrine:  Gynecomastia  in  the  male;  breast  en- 
largement and  galactorrhea  in  the  female;  increased 
or  decreased  libido,  impotence;  testicular  swelling: 
elevation  or  depression  of  blood  sugar  levels. 

Other:  Jaundice  (simulating  obstructive);  altered  live 
function;  weight  gain  or  loss;  perspiration;  flushing; 
urinary  frequency;  drowsiness,  dizziness,  weakness 
and  fatigue;  headache;  parotid  swelling;  alopecia. 
Withdrawal  Symptoms:  Though  not  indicative  of  ad- 
diction, abrupt  cessation  of  treatment  after  prolongs 
therapy  may  produce  nausea,  headache  and  malaisi 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis 
with  75  mg. /day.  This  may  be  increased  to  150  mg./ 
day  which  is  the  dose  level  which  usually  obtains  o| 
timum  response. If  necessary,  dosage  may  be  in- 
creased to  200  mg./day.  Dosage  should  be  modified 
as  necessary  by  clinical  response  and  any  evidenci 
of  intolerance.  Daily  dosage  may  be  given  at  bedim- 
or  in  some  patients  in  divided  daily  doses. 
Hospitalized  patients  should  be  started  on  a once-a 
day  basis  with  100-150  mg./day  and  may  be  increase 
to  200  mg./day.  Dosage  should  be  increased  to  250j 
300  mg./day  if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  mayj 
required  for  a longer  period  of  time  at  the  lowest 
dose  that  will  maintain  remission.  The  usual  adult 
maintenance  dosage  is  75-150  mg./day  on  a once-a 
day  basis,  preferably  at  bedtime. 

In  adolescent  and  geriatric  patients,  capsules  of 
Tofranil-PM,  brand  of  imipramine  pamoate,  may  be 
used  when  total  daily  dosage  is  established  at  75  n 
or  higher.  It  is  generally  unnecessary  to  exceed  10( 
mg./day  In  these  patients.  This  dosage  may  be  g vr 
once  a day  at  bedtime  or,  if  needed,  in  divided  daii'j 
doses. 

How  Supplied:  Tofranll-PM,  brand  of  Imipramine 
pamoate:  Capsules  of  75,  100.  125  and  150  mg.  (Eat 
capsule  contains  imipramine  pamoate  equivalent  t| 
75,  100,  125  or  150  mg.  of  imipramine  hydrochloridl 
(B)  98-146-840- A(9/75)  667120 

For  complete  details,  Including  dosage  and  adminj 
Ira  (Ton ‘ please  refer  to  the  lull  prescribing  inlorma 

tlon. 
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Edrophonium  chloride  (Tensilon)  which  has 
been  used  in  the  diagnosis  of  myasthenia  gravis, 
has  also  been  found  to  be  helpful  in  evaluating  su- 
praventricular tachycardias.1-5  Its  transient  cho- 
linergic effect  virtually  eliminates  serious  compli- 
cations. In  addition,  one  group  has  even  found 
edrophonium  chloride  to  be  valuable  in  the  detec- 
tion of  early  digitalis  toxicity.2 

Recently  an  enhancement  of  electric  stability  of 
the  experimentally-produced  ischemic  ventricle 
has  been  demonstrated  with  vagal  stimulation  and 
acetylcholinesterase  inhibition.6  However,  the 
administration  of  edrophonium  chloride  to  pa- 
tients on  the  first  day  of  myocardial  infarction  has 
not  been  shown  to  affect  the  frequency  of  ventric- 
ular premature  beats.6 

There  is  little  information  on  the  effect  of  edro- 
phonium chloride  on  the  human  conduction  sys- 
tem. We  therefore  administered  this  drug  to  10 
patients  with  cardiac  disease.  Electrocardiograms 
and  bundle  of  His  electrograms  were  recorded  be- 
fore and  after  the  drug,  and  the  effects  on  atrio- 
ventricular and  intraventricular  conduction  were 
determined. 

Material  and  methods 

The  study  group  consisted  of  10  patients  with 
organic  heart  disease.  The  clinical  features  of  the 
.group  are  summarized  in  Table  I.  All  patients 
were  informed  of  the  nature  of  the  study  and  gave 
signed  consent.  They  were  studied  in  the  supine 
position  in  a postabsorptive,  nonsedated  state. 

With  use  of  local  anesthesia,  a bipolar  pacing 
catheter  was  introduced  percutaneously  into  the 


His  bundle  electrograms  were  performed  in  10  pa- 
tients with  organic  heart  disease.  Recordings  were 
made  at  various  rates  utilizing  right  atrial  pacing. 
Ten  mg.  of  edrophonium  chloride  were  adminis- 
tered intravenously.  The  P-A,  A-H,  H-Q,  and  H-S 
intervals  were  obtained  prior  to  and  two  minutes 
after  the  drug  administration.  A significant  pro- 
longation in  the  A-H  interval  occurred  with  negli- 
gible effects  on  the  P-A,  H-Q,  and  H-S  intervals. 
At  the  atrial  pacing  rate  of  120  beats  per  minute, 
the  average  A-H  interval  increased  from  the  con- 
trol of  137  msec,  to  154  msec,  after  edrophonium 
chloride  (p  < 0.01).  Second-degree  heart  block  oc- 
curred at  lower  pacing  rates  after  edrophonium 
chloride  in  6 patients  as  compared  with  the  control 
state.  The  postsuppression  sinoatrial  node  recov- 
ery time  was  increased  in  7 cases  after  edrophon- 
ium chloride  administration.  Edrophonium  chlo- 
ride can  impair  conduction  through  the  A-V  node. 


TABLE  1.  Clinical  data 

in  10  cases 

Case 

Num- 

ber 

Age 

(Years) 

and 

Sex 

Electrocardio- 
graphic Findings 

Diagnosis 

1 

28, M 

Normal 

Recurrent  supraven- 
tricular tachy- 
cardias 

2 

50, F 

Nonspecific  ST-T 
wave  changes 

Syncope  (origin 
unknown) 

3 

29, M 

Sinus  bradycardia; 
first-degree 
A-V  block 

Recurrent  dizzy 
spells 

4 

80, F 

Sinus  bradycardia 

Bradycardia-tachy- 
cardia syndrome 

5 

40, F 

Right  bundle 
branch  block 

Arteriosclerotic 
heart  disease 

6 

73, M 

Sinus  bradycardia 

Bradycardia-tachy- 
cardia syndrome 

7 

72, M 

First  degree  A-V 
block;  left 
anterior  hemi- 
block 

Syncopal  episodes 

8 

65, M 

Sinus  bradycardia 

Recent  dizzy  spells 

9 

71,  M 

Old  inferior  wall 
myocardial  in- 
farction; S-A 
block 

Arteriosclerotic 
heart  disease 

10 

48, F 

Sinus  bradycardia 

Recent  dizzy  spells 

right  femoral  vein  and  fluoroscopicaUy  positioned 
at  the  tricuspid  valve.  The  position  was  adjusted 
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TABLE  II.  Measurements  of  atrioventricular  and  intraventricular  conduction,  in  milliseconds,  in  10  patients 

before  and  after  edrophonium  chloride* 


Control 

. ,• 

Edrophonium 

Chloride 

Heart 

Heart 

Rate 

Rate 

(Beats 

(Beats 

per 

P-A  or 

Recovery  per 

P-A  or 

Recovery 

Case  Minute) 

PI-A 

A-H  H-Q 

H-S  Time  Minute) 

PI-A  A-H 

H-Q  H-S 

Time 

1 

91 

25 

90 

55 

135 

84 

25 

80 

55 

135 

1 

100 

60 

90 

55 

135 

100 

60 

90 

55 

135 

1 

110 

60 

90 

55 

135 

no 

60 

100 

55 

135 

1 

120 

60 

100 

55 

135 

120 

60 

115 

55 

135 

1 

130 

60 

115 

55 

135 

130 

60 

120 

55 

135 

1 

140 

60 

115 

55 

135 

140 

60 

130 

55 

135 

1 

150 

60 

200 

55 

135 

600 

150 

60 

240 

55 

135 

630 

2 

57 

35 

120 

50 

150 

55 

35 

130 

50 

150 

2 

100 

70 

170 

50 

150 

100 

70 

180 

50 

150 

2 

110 

70 

180 

50 

150 

no 

70 

200 

50 

150 

2 

120 

70 

200 

50 

150 

120 

70 

210 

50 

150 

2 

130 

70 

240 

50 

150 

130 

70 

260 

50 

150 

2 

140 

Wencke- 

Wencke- 

50 

150 

1,220 

140 

Wencke- 

Wencke- 

50 

150 

1,260 

bach’s 

bach’s 

bach’s 

bach ’s 

sign 

sign 

sign 

sign 

3 

50 

30 

240 

40 

120 

45 

30 

240 

40 

120 

3 

60 

50 

280 

40 

120 

50 

50 

270 

40 

120 

3 

70 

50 

300 

40 

120 

60 

Wencke- 

Wencke- 

40 

120 

bach’s 

bach’s 

sign 

sign 

3 

80 

50 

330 

40 

120 

3 

90 

Wencke- 

Wencke- 

40 

120 

1,220 

bach’s 

bach’s 

sign 

sign 

4 

64 

30 

70 

50 

130 

60 

30 

80 

50 

130 

4 

80 

65 

70 

50 

130 

80 

50 

80 

50 

130 

4 

90 

65 

80 

50 

130 

90 

50 

90 

50 

130 

4 

100 

65 

no 

50 

130 

100 

Wencke- 

Wencke- 

50 

130 

bach’s 

bach’s 

sign 

sign 

4 

110 

Wencke- 

Wencke- 

50 

130 

1,300 

1,200 

bach’s 

bach’s 

sign 

sign 

5 

98 

20 

80 

40 

160 

93 

20 

80 

40 

160 

5 

100 

50 

80 

40 

160 

100 

50 

90 

40 

160 

5 

no 

50 

85 

40 

160 

no 

50 

100 

40 

160 

5 

120 

50 

90 

40 

160 

120 

50 

100 

40 

160 

5 

130 

50 

100 

40 

160 

130 

50 

105 

40 

160 

5 

140 

50 

100 

40 

160 

140 

50 

no 

40 

160 

5 

150 

50 

105 

40 

160 

150 

50 

115 

40 

160 

5 

160 

50 

no 

40 

160 

160 

50 

120 

40 

160 

5 

170 

50 

115 

40 

160 

170 

50 

125 

40 

160 

5 

180 

50 

120 

40 

160 

520 

180 

50 

140 

40 

160 

640 

6 

55 

40 

90 

40 

170 

54 

40 

no 

40 

170 

6 

90 

60 

120 

40 

170 

90 

60 

130 

40 

170 

6 

100 

60 

120 

40 

170 

100 

60 

160 

40 

170 

6 

no 

60 

130 

40 

170 

no 

60 

190 

40 

170 

6 

120 

60 

160 

40 

170 

120 

60 

200 

40 

170 

6 

130 

60 

170 

40 

170 

130 

60 

210 

40 

170 

6 

140 

60 

200 

40 

170 

140 

Wencke- 

Wencke- 

40 

170 

bach’s 

bach’s 

sign 

sign 

6 

150 

Wencke- 

Wencke- 

40 

170 

1,140 

150 

1,300 

bach’s 

bach’s 

sign 

sign 

7 

78 

30 

140 

70 

190 

73 

30 

140 

70 

190 

7 

90 

30 

160 

70 

190 

90 

30 

190 

70 

190 

7 

100 

30 

180 

70 

190 

100 

30 

200 

70 

190 

7 

no 

30 

200 

70 

190 

no 

30 

230 

70 

190 

7 

120 

30 

220 

70 

190 

120 

Wencke- 

Wencke- 

70 

190 

1,000 

bach ’s 

bach’s 

sign 

sign 

7 

130 

30 

230 

70 

190 

7 

140 

Wencke- 

Wencke- 

70 

190 

940 

bach’s  bach’s 

sign  sign 
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TABLE  II  (continued) 


— 

— 

— 

— . 

Heart 

Rate 

(Beats 

per 

Case  Minute) 

P-A  or 
PI-A 

A-H 

H-Q 

H-S 

Recovery 

Time 

Heart 

Rate 

(Beats 

per 

Minute) 

P-A  or 

PI-A  A-H 

H-Q 

H-S 

Recovery 

Time 

8 

57 

30 

90 

50 

130 

56 

40 

90 

50 

130 

8 

70 

50 

100 

50 

130 

70 

50 

no 

50 

130 

8 

80 

50 

no 

50 

130 

80 

50 

no 

50 

130 

8 

90 

50 

120 

50 

130 

90 

50 

120 

50 

130 

8 

100 

50 

120 

50 

130 

100 

50 

130 

50 

130 

8 

no 

50 

130 

50 

130 

no 

50 

130 

50 

130 

8 

120 

50 

140 

50 

120 

120 

50 

140 

50 

130 

8 

130 

50 

150 

50 

130 

130 

50 

150 

50 

130 

8 

140 

50 

150 

50 

130 

140 

50 

150 

50 

130 

8 

150 

50 

160 

50 

130 

150 

50 

160 

50 

130 

8 

160 

50 

170 

50 

130 

160 

50 

170 

50 

130 

8 

170 

50 

170 

50 

130 

170 

50 

220 

50 

130 

8 

180 

50 

210 

50 

130 

960 

180 

Wencke- 

bach’s 

sign 

Wencke- 
bach ’s 
sign 

50 

130 

1,360 

9 

107 

40 

70 

40 

140 

100 

40 

80 

40 

140 

9 

110 

50 

90 

40 

140 

no 

50 

100 

40 

140 

9 

120 

50 

100 

40 

140 

120 

50 

120 

40 

140 

9 

130 

50 

100 

40 

140 

130 

50 

120 

40 

140 

9 

140 

50 

no 

40 

140 

140 

50 

130 

40 

140 

9 

150 

50 

120 

40 

140 

150 

50 

130 

40 

140 

9 

160 

50 

130 

40 

140 

160 

50 

130 

40 

140 

9 

170 

50 

130 

40 

140 

170 

50 

140 

40 

140 

9 

180 

50 

140 

40 

140 

740 

180 

50 

140 

40 

140 

800 

10 

41 

40 

no 

40 

120 

79 

40 

90 

40 

120 

10 

70 

50 

120 

40 

120 

10 

80 

50 

130 

40 

120 

80 

50 

120 

40 

120 

10 

90 

50 

130 

40 

120 

90 

50 

150 

40 

120 

10 

100 

50 

140 

40 

120 

100 

50 

160 

40 

120 

10 

no 

50 

160 

40 

120 

no 

50 

180 

40 

120 

10 

120 

50 

170 

40 

120 

120 

50 

190 

40 

120 

10 

130 
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•Conduction  values  at  the  slowest  heart  rate  in  each  patient  were  obtained  without  pacing. 


to  obtain  optimal  recordings  of  the  bundle  of  His 
electrogram.  The  proximal  terminals  of  the  cath- 
eter were  attached  to  an  electrocardiographic  am- 
plifier, and  the  bipolar  His  electrogram  was  re- 
corded at  a frequency  setting  of  40  to  500  cycles 
per  second  on  a DR-12  Electronics  for  Medicine 
recorder  at  paper  speeds  of  100  mm.  per  second. 
A number  6F  bipolar  catheter  was  passed  by  way 
of  the  right  antecubital  vein  and  positioned  along 
the  lateral  wall  of  the  right  atrium.  The  proximal 
terminals  of  the  electrodes  were  connected  to  a 
battery-powered  Medtronic  pacemaker,  model 
5837.  The  milliamperage  was  adjusted  to  twice 
threshold  to  assure  reliable  atrial  capture.  A si- 
multaneous surface  electrocardiographic  lead  was 
also  recorded.  All  electric  equipment  was  careful- 
ly grounded.  Measurements,  in  milliseconds,  were 
made  of  the  following  intervals: 


1.  P-A  interval:  the  interval  from  onset  of  the  P 
wave  during  normal  sinus  conduction  recorded  on  the 
standard  electrocardiographic  lead  to  the  first  rapid 
deflection  of  the  A wave  on  the  bipolar  electrogram. 
The  P-A  time  represents  intra-atrial  conduction  time. 
The  normal  value  is  27  plus  or  minus  18  msec.'  Dur- 
ing atrial  pacing  the  P-A  time  is  measured  from  the 
pacing  impulse  to  A. 

2.  A-H  interval:  the  interval  from  the  first  rapid 
deflection  of  the  A wave  to  the  first  rapid  deflection  of 
the  bundle  of  His  electrogram.  The  A-H  time  repre- 
sents conduction  time  through  the  A-V  (atrioventric- 
ular) node.  The  normal  value  is  92  plus  or  minus  38 
msec.7 

3.  H-Q  interval:  the  interval  from  the  first  rapid 
bundle  of  His  deflection  to  the  onset  of  the  QRS  de- 
flection in  the  electrocardiogram.  The  H-Q  interval 
approximates  conduction  time  in  the  specialized 
tissues  of  the  His-Purkinje  system.  The  normal  value 
is  43  plus  or  minus  12  msec.7 
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FIGURE  2.  His  bundle  electrocardiogram  readings  ob- 
tained in  Case  10  before  and  after  edrophonium  chloride. 
At  atrial  pacing  rate  of  140  beats  per  minute,  control  A-H 
interval  of  175  msec,  increased  to  200  msec,  after  edro- 
phonium chloride.  Time  lines  20  msec,  apart. 
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FIGURE  1.  His  bundle  electrocardiogram  readings  ob- 
tained in  Case  10.  (A)  Before  edrophonium  chloride  ad- 
ministration. (B)  After  edrophonium  chloride  administra- 
tion. Note  striking  increase  in  sinus  rate. 


4.  H-S  interval:  the  interval  from  the  first  rapid 
bundle  of  His  deflection  to  the  end  of  the  QRS  deflec- 
tion on  the  electrocardiogram.  The  H-S  interval  ap- 
proximates total  intraventricular  conduction  time. 

The  P-A,  A-H,  H-Q,  and  H-S  intervals  were  re- 
corded before  atrial  pacing  and  at  atrial  pacing 
rates  of  60  to  180  heats  per  minute.  In  the  10  pa- 
tients, 10  mg.  of  edrophonium  chloride  was  admin- 
istered intravenously,  and  the  various  intervals 
were  recorded,  without  atrial  pacing,  two  minutes 


after  the  drug.  Atrial  pacing  was  then  performed 
with  simultaneous  recording  of  the  His  bundle 
electrogram.  In  addition,  the  recovery  time  of  the 
sinus  nodal  pacemaker,  after  sudden  cessation  of 
the  highest  pacing  rate  obtained,  was  observed  be- 
fore and  after  the  drug. 

All  cardiac  medications  were  discontinued  one 
week  before  the  His  bundle  electrograms  were  per- 
formed. 

Results 

The  measurements  of  the  P-A,  A-H,  H-Q,  and 
H-S  intervals  at  all  paced  heart  rates  are  shown  in 
Table  II.  Ten  mg.  of  edrophonium  chloride  de- 
creased the  cardiac  rate  in  9 of  10  patients.  How- 
ever, in  Case  10  the  control  rate  of  41  beats  per 
minute  increased  to  79  beats  per  minute  after 
edrophonium  chloride.  With  this  rate  increase, 
the  A-H  interval  shortened  (Fig.  1).  Edrophon- 
ium chloride  had  no  significant  effect  on  the  P-A, 
H-Q,  or  H-S  intervals.  However,  at  the  atrial  pac- 
ing rate  of  100  beats  per  minute,  the  average  A-H 
interval  increased  from  a control  value  of  129 
msec,  to  144  msec,  after  the  drug  (p  <0.02).  At 
the  atrial  pacing  rate  of  120  beats  per  minute,  the 
A-H  interval  increased  from  137  to  154  msec,  (p 
<0.01),  while  at  the  atrial  pacing  rate  of  140  beats 
per  minute,  the  A-H  interval  increased  from  130  to 
144  msec,  (p  <0.05).  Figure  2 shows  a representa- 
tive tracing.  Second-degree  heart  block  occurred 
at  lower  pacing  rates  in  6 subjects  after  adminis- 
tration of  edrophonium  chloride  as  compared  with 
the  control  state.  The  postsuppression  sinoatrial 
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recovery  time  was  increased  in  7 of  9 patients  after 
the  drug.  The  average  recovery  time  control  value 
of  958  msec,  increased  to  1,021  msec,  after  the 
drug.  This  change  was  not  significant. 

Comment 

The  present  study  revealed  that  edrophonium 
chloride  administration  produced  a significant  in- 
crease in  the  A-H  interval,  but  had  only  minimal 
effects  on  the  P-A,  H-Q,  and  H-S  intervals.  This 
represents  a delay  in  conduction  through  the  A-V 
node.  Second-degree  heart  block  occurred  in  6 
subjects  at  lower  pacing  rates  after  edrophonium 
chloride  administration  as  compared  with  the  con- 
trol state.  The  postsuppression  sinoatrial  recov- 
ery time  was  increased  in  most  cases  after  the 
drug. 

Edrophonium  chloride,  a quaternary  ammo- 
nium compound,  acts  by  inhibiting  cholinesterase. 
Since  edrophonium  chloride  is  hydrolyzed  by  cho- 
linesterase, it  competes  with  acetylcholine  for  this 
enzyme.  Edrophonium  chloride  acts  on  the  cardi- 
ac conduction  system  by  potentiating  the  effects  of 
acetylcholine  normally  released  by  the  vagi.  Ad- 
ministration of  the  drug  may  be  expected  to  pro- 
duce sinus  slowing,  to  increase  atrioventricular 
block,  and  to  convert  ectopic  atrial  tachycardia  to 
normal  sinus  rhythm.  Thus,  edrophonium  chlo- 
ride acts  like  acetylcholine  to  produce  parasympa- 
thomimetic effects.  However,  edrophonium  chlo- 
ride and  acetylcholine  can  elicit  responses  similar 
to  epinephrine:  a nicotinic  effect.  Acetylcholine 
probably  stimulates  the  sympathetic  ganglia  to  re- 
lease norepinephrine.8  This  theory  is  supported 
by  the  observation  that  the  sympathomimetic  ef- 
fects of  acetylcholine  are  not  seen  in  animals  pre- 
treated with  reserpine,9  and  the  positive  inotropic 
effects  are  accompanied  by  a release  of  norepi- 
nephrine which  can  be  detected  chemically  and  by 
bioassay.10'11  Recent  work  has  shown  that  acetyl- 
choline in  large  doses  exerts  a positive  inotropic  ef- 
fect on  isolated  ventricular  myocardium  even  in 
the  absence  of  cardiac  norepinephrine  stores.12 

Acetylcholine  causes  a decrease  in  conduction 
velocity  through  the  A-V  junction.  The  primary 
electrophysiologic  effect,  which  is  most  marked  in 
the  N region,  is  a sharp  decrease  in  the  amplitude 
of  the  action  potential.13  In  addition,  hyperpolar- 
ization and  a decrease  in  the  duration  of  the  action 
potential  are  also  observed.14  Acetylcholine  does 
not  appear  to  alter  the  level  of  the  resting  poten- 
tial significantly.15  Thus,  the  A-V  nodal  conduc- 
tion delay  produced  by  edrophonium  chloride  in 
our  present  study  was  not  an  unexpected  finding. 

Recently  Olson  and  his  co-workers6  adminis- 


tered a 10-mg.  bolus  of  edrophonium  chloride  to  9 
patients  with  acute  myocardial  infarction.  They 
also  observed  that  edrophonium  chloride  pro- 
longed the  A-H  interval  while  the  H-Q  interval 
was  unchanged.  Further,  the  mean  arterial  pres- 
sure, left  ventricular  filling  pressure,  and  cardiac 
index  were  unaffected  by  edrophonium  chloride. 

Case  10  in  our  study  responded  to  edrophonium 
chloride  with  an  almost  doubling  of  the  cardiac 
rate.  As  the  rate  increased,  the  A-H  interval 
shortened,  signifying  an  improvement  in  A-V  con- 
duction. This  response  can  probably  be  explained 
by  the  nicotinic  action  of  the  drug,  probably  not  a 
common  event.  In  our  previous  study,  103  pa- 
tients each  received  10  mg.  of  edrophonium  chlo- 
ride, and  only  1 patient  in  normal  sinus  rhythm 
demonstrated  a large  rate  increase  with  it.4 
Whether  this  cardiac  rate  increase  will  be  more 
frequently  seen  with  edrophonium  chloride  infu- 
sions is  unknown.  However,  it  serves  to  alert  the 
physician  to  a potential  complication  of  edrophon- 
ium chloride  administration. 
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Many  blood  bank  directors  compile  lists  of  ex- 
pected hemotherapy  requirements  for  the  more 
frequently  scheduled  surgical  procedures.  There 
is,  however,  no  generally  available  reference  for  a 
wide  variety  of  commonly  performed  operations 
that  provides  such  guidance.  This  is  the  case  de- 
spite extensive  literature  concerning  packed  eryth- 
rocytes, autologous  transfusions,  fresh  blood,  and 
single-unit  transfusions  as  well  as  numerous  re- 
ports of  the  successful  completion  of  many  proce- 
dures without  the  transfusion  of  any  blood  or 
blood  derivatives  due  to  the  patient’s  religious 
convictions  or  the  surgeon’s  preference. 

This  report  provides  information  that  may  be 
used  as  a guide  by  blood  bank  and  surgical  staffs 
for  preoperative  blood  ordering  for  elective  sur- 
gery. Preoperative  and  intraoperative  crossmatch 
orders  are  compared  with  intraoperative  and  im- 
mediate postoperative  blood  utilization  for  indi- 
vidual procedures.  Although  we  have  combined 
the  use  of  whole  blood  and  packed  red  blood  cells, 
we  recommend  the  use  of  packed  red  blood  cells  in 
elective  surgery,  especially  in  cases  where  few 
units  are  needed.  A crossmatched-transfused 
ratio  for  all  elective  surgery  is  also  presented  as  an 
index  comparing  blood  ordering  to  utilization. 


Methods 

Each  elective  surgical  procedure  from  January 
1,  1974,  through  December  31,  1974,  at  the  State 
University  of  New  York  Upstate  Medical  Center 
in  Syracuse  was  reviewed.  The  number  of  units  of 
whole  blood  and  packed  red  blood  cells  ordered  for 
crossmatch  prior  to  or  during  surgery  was  tabulat- 
ed for  each  case.  The  number  of  units  of  whole 
blood  and  packed  red  blood  cells  actually  trans- 
fused during  surgery  or  within  twenty-four  hours 
postoperatively  was  also  tabulated  for  each  pa- 
tient. This  information  was  summed  and  aver- 
aged for  each  procedure.  Only  those  operations 
performed  five  or  more  times,  with  two  exceptions, 
are  included  in  this  report.  Valve  replacement 
and  single  vein  graft  and  coarctation  of  the  aorta- 
correction  are  included,  although  four  and  three 
were  performed,  respectively,  because  of  their 
close  association  with  several  other  procedures. 
Because  of  the  rapid  increase  in  renal  transplanta- 
tion at  this  institution  early  in  1975,  the  figures  for 
this  procedure  represent  January,  1974,  through 
May,  1975. 

Results 

The  results  are  presented  in  Table  I.  The  aver- 
ages are  rounded  off  to  the  nearest  0.01  for  each 
procedure.  Table  I displays  operations  identified 
within  general  surgery  and  the  surgical  specialties. 
For  each  operative  procedure  performed  during 
1974,  the  number  of  patients  are  presented  with 
the  total  number  of  units  of  blood  crossmatched 
and  the  total  number  of  blood  units  infused  for 
that  operation.  The  average  number  of  cross- 
matches performed  per  patient  and  the  average 
number  of  units  infused  per  patient  are  also  dis- 
played for  each  operation.  The  greatest  and  the 
least  number  of  units,  or  range,  transfused  to  indi-  ! 
vidual  patients  are  recorded  for  each  procedure. 

Careful  consideration  of  the  data  reveal  several 
procedures  for  which  the  average  is  affected  be- 
cause of  the  massive  hemotherapy  requirement  of 
1 or  2 cases.  If  the  patient  requiring  the  most 
units  of  blood  for  aorto-iliac  bypass  graft  is  elimi- 
nated from  consideration,  the  average  blood  used 
in  units  becomes  5.75,  decreased  from  7.8.  Similar 
calculations,  eliminating  the  2 patients  who  used 
the  most  blood  for  gastrectomies,  shift  the  average 
from  2.78  to  1.9  units.  Other  general  surgical  pro- 
cedures for  which  the  exclusion  of  the  patient  who 
used  the  most  blood  is  revealing  are  abdominoper- 
ineal resection,  from  2.22  to  1.5,  and  hiatal  hernia 
repair,  from  1.8  to  0.25.  Cardiovascular  proce-1 
dures  for  which  this  calculation  changes  the  aver- 
age amount  of  blood  used  are:  abdominal  aortic 
aneurysm  resection,  from  7.73  to  6.93;  mitral  com-  » 
missurotomy,  from  4.8  to  4;  tetralogy  of  Fallot  cor-1 
rection,  from  12.43  to  6.33;  double  valve  replace-j 
ment,  from  9.88  to  8.86;  mitral  valve  replacement,* 
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A retrospective  study  comparing  the  number  of 
units  of  blood  crossmatched  to  the  number  of  units 
transfused  for  each  elective  surgical  procedure 
during  1974  in  a university  medical  center  is  pre- 
sented. The  difference  between  the  number  of 
units  crossmatched  and  the  number  transfused  is 
displayed  separately  for  each  procedure.  Expect- 
ed hemotherapy  may  be  reflected  in  the  average 
number  of  units  transfused.  Such  information 
may  be  used  for  preoperative  crossmatch  ordering. 
This  cost-effective  approach  is  consistent  with  op- 
timal patient  care  and  results  in  a decrease  in 
blood  bank  work  load.  For  those  procedures  not 
usually  requiring  a transfusion,  ABO  and  Rh  typ- 
ing with  a screen  of  the  patient’s  serum  for  unex- 
pected antibodies  obviates  a preoperative  cross- 
match. A crossmatched-transfused  ratio  of  2.48, 
which  reflects  ordering  practices  for  elective  sur- 
gery, is  also  reported. 


from  7.94  to  7.2;  aortic  valve  replacement,  from 
9.79  to  9.17;  single  coronary  vein  graft,  from  8.54 
to  8.13;  double  coronary  vein  graft,  from  8.84  to 
7.83;  and  triple  coronary  vein  graft,  excepting  the 
2 patients  who  required  the  most  hemotherapy, 
from  9.22  to  8.05.  A review  of  the  other  opera- 
tions reveals  no  other  instance  of  massive  hemo- 
therapy significantly  changing  the  average  for  any 
procedure. 

A C/T  (crossmatched-transfused)  ratio  was  cal- 
culated for  all  elective  surgical  procedures  per- 
formed from  January  1,  1974,  through  December 
31,  1974. 

C = 8,581  units 

T = 3,466  units 
C/T  = 2.48 

Comment 

Table  I provides  information  on  the  amount  of 
whole  blood  and  packed  red  blood  cells  used  in  a 
variety  of  surgical  procedures  and  may  be  used  as 
a guide  for  ordering  blood  preoperatively  in  future 
cases.  The  blood  bank  and  surgical  staffs  could 
agree  in  advance  on  preoperative  blood  orders  for 
particular  procedures.  These  orders  could  be 
modified  for  individual  patients  by  the  surgeon  in 
consultation  with  the  blood  bank  director  or  su- 
pervisor. It  must  be  appreciated  that  any  given 
patient’s  needs  will,  of  course,  require  careful  indi- 
vidual consideration,  and  patients  with  bleeding 
disorders  or  severe  anemia,  for  example,  will  ne- 
cessitate additional  precautions.  It  is  also  clearly 
understood  that  surgical  techniques  and  expertise 
vary  from  case  to  case  and  hospital  to  hospital, 
and  this  will  influence  hemotherapy  requirements. 
Despite  these  variables,  it  is  possible  to  predict 
with  reasonable  certainty  the  probable  blood  re- 
quirements for  reproducible  surgical  procedures 
based  on  past  experience.  Several  procedures, 
such  as  debridement  and  bone  grafts,  have  been 
excluded  from  this  report  because  the  surgery  and 
hemotherapy  were  variable  from  case  to  case. 
Other  procedures,  such  as  skin  grafts,  have  been 
included,  even  though  such  cases  may  have  consid- 
erable variation,  because  they  consistently  re- 
quired no  hemotherapy. 

Our  blood  bank  staff  performs  a screen  of  the 
patient’s  serum  for  unexpected  antibodies  and  an 
ABO-Rh  type  for  a charge  of  $4.00.  The  surgical 
staff  may  order  this  preoperatively  as  a “type  and 
screen.’’  The  screen  consists  of  mixing  pure  sus- 
pensions of  each  of  two  selected  red  blood  cells 
possessing  the  most  common  blood  group  factors 
with  the  patient’s  serum  to  detect  any  unexpected 
antibodies.1  This  economic  procedure  provides 
an  extremely  safe  preoperative  examination  for 
those  surgical  cases  that  do  not  usually  require  he- 


motherapy so  long  as  appropriate  blood  units  are 
held  in  reserve  for  use  should  they  be  needed.  A 
routine  preoperative  crossmatch  is  thereby  obviat- 
ed. Should  blood  be  needed,  a crossmatch  can  be 
completed  in  less  than  half  an  hour.  If  an  emer- 
gency situation  develops  at  surgery,  blood  is  pro- 
vided at  once  without  a crossmatch.  The  fact  that 
the  donor’s  and  the  patient’s  blood  have  been 
screened  for  unexpected  antibodies  as  well  as 
typed  provides  for  transfusion  safety  only  mini- 
mally less  than  with  crossmatched  blood.  A cross- 
match is  always  immediately  performed  on  the 
blood  released  by  our  blood  bank  staff  for  a pa- 
tient on  whom  only  a type  and  screen  has  been  or- 
dered. This  situation  of  unpredictable  instanta- 
neous need  for  blood  replacement,  however,  ap- 
pears to  develop  rarely. 

We  advocate  replacing  a preoperative  cross- 
match with  a preoperative  type  and  screen  as  de- 
tailed previously,  in  those  procedures  shown  to 
routinely  require  less  than  0.5  units  of  blood  per 
patient  (Table  II).  For  example,  213  units  of 
blood  were  crossmatched  for  97  patients  undergo- 
ing cholecystectomy  in  1974,  an  average  of  2.2 
units  per  case  (Table  I).  Only  five  of  these  213 
units  were  actually  transfused  (C/T  = 42.6).  Each 
crossmatch  entails  a charge  of  $10  in  addition  to  a 
$4.00  typing  and  screening  charge  in  our  blood 
bank.  In  other  words,  an  order  to  crossmatch  one 
unit  results  in  a charge  of  $4.00  for  an  automatical- 
ly performed  type  and  screen  plus  $10  for  the  ac- 
tual crossmatch.  A two-unit  crossmatch  order 
would  entail  a charge  of  $24,  three  units  $34,  and 
so  forth.  If  a type  and  screen  had  been  ordered 
for  each  case,  the  initial  cost  would  have  been 
$4.00.  The  five  units  used  would  have  resulted  in 
charges  of  $50  for  crossmatches.  The  savings  dur- 
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TABLE  I.  Blood  data  for  elective  surgical  procedures,  1974 


Operation 

Number 

of 

Patients 

Total 

Number 

of 

Cross- 

matched 

Units 

Total 

Number 

of 

Units 

Used 

Average 
Number 
of  Units 
Cross- 
matched 
per 

Patient 

Average 

Number 

of 

Units 

Used 

per 

Patient 

C/T 

Range 

of 

Units 

Used 

per 

Patient 

Cardiopulmonary  surgery 
Single  coronary 
vein  graft 

39 

512 

333 

13.13 

8.54 

1.54 

4 to  24 

Double  vein  graft 

19 

249 

168 

13.11 

8.84 

1.48 

4 to  27 

Triple  vein  graft 

23 

321 

212 

13.96 

9.22 

1.51 

3 to  23 

Aortic  valve 
replacement 

24 

351 

235 

14.63 

9.79 

1.49 

4 to  24 

Mitral  valve  replacement 

36 

473 

286 

13.14 

7.94 

1.65 

3 to  34 

Double  valve 
replacement 

8 

112 

79 

14 

9.88 

1.42 

5 to  17 

Valve  replacement  and 
single  vein  graft 

4 

65 

51 

16.25 

12.75 

1.27 

9 to  15 

Atrial  septal  defect 
repair 

30 

218 

113 

7.27 

3.77 

1.93 

2 to  11 

Ventricular  septal  defect 
repair 

14 

96 

54 

6.86 

3.86 

1.78 

3 to  7 

Tetralogy  of  Fallot 
correction 

7 

112 

87 

16 

12.43 

1.29 

3 to  49 

Mitral  commissur- 
otomy 

10 

110 

48 

11 

4.80 

2.29 

1 to  12 

Pulmonary  valvu- 
lotomy 

5 

30 

15 

6 

3 

2 

3 

Coarctation  of  the 
aorta-correction 

3 

26 

6 

8.67 

2 

4.33 

1 to  3 

Abdominal  aortic 
aneurysm  resection 

15 

184 

116 

12.27 

7.73 

1.59 

0 to  19 

Thoracotomy 

23 

87 

13 

3.78 

0.57 

6.69 

0 to  5 

General  surgery 
Cholecystectomy 

97 

213 

5 

2.2 

0.05 

42.6 

0 to  2 

Gastrectomy 

23 

157 

64 

6.83 

2.78 

2.45 

0 to  14 

Splenectomy 

9 

27 

6 

3 

0.67 

4.5 

0 to  3 

Exploratory  lapa- 
rotomy 

97 

231 

17 

2.38 

0.18 

13.59 

0 to  3 

Breast  biopsy 

55 

29 

0 

0.53 

0 

Mastectomy 

60 

157 

34 

2.62 

0.57 

4.62 

0 to  5 

Thyroidectomy 

47 

108 

2 

2.3 

0.04 

54 

0 to  1 

Parathyroidectomy 

6 

13 

1 

2.17 

0.17 

13 

0 to  1 

Laryngectomy 

5 

14 

5 

2.8 

1 

2.8 

0 to  2 

Neck  dissection 

28 

164 

90 

5.86 

3.21 

1.82 

0 to  8 

Parotidectomy 

7 

20 

0 

2.86 

0 

Colon  resection 

20 

84 

21 

4.2 

1.05 

4 

0 to  4 

Hemicolectomy 

10 

40 

7 

4 

0.7 

5.71 

0 to  3 

Sigmoidectomy 

9 

37 

5 

4.11 

0.55 

7.4 

0 to  2 

Abdominoperineal 

resection 

9 

56 

20 

6.22 

2.22 

2.8 

0 to  8 

Anterior  resection 

7 

32 

4 

4.57 

0.57 

8 

0 to  2 

Colostomy 

11 

23 

2 

2.09 

0.18 

11.5 

0 to  2 

Inguinal  hernia 

163 

2 

0 

0.01 

0 

Ventral  hernia 

8 

3 

2 

0.38 

0.25 

1.5 

0 to  2 

Hiatal  hernia 

5 

20 

9 

4 

1.8 

2.22 

0 to  8 

Vein  stripping 

5 

8 

0 

1.6 

0 

Gynecologic  surgery 
Hysterectomy 

101 

276 

42 

2.73 

0.42 

6.57 

0 to  3 

Hysterectomy  and 
repair 

70 

211 

80 

3.01 

1.14 

2.64 

0 to  6 

Repairs 

29 

84 

28 

2.9 

0.97 

3 

0 to  4 

Uterine  suspension 
with  presacral  neu- 
rectomy and  figura- 
tion of  endometrial 
implants 

13 

27 

1 

2.08 

0.08 

27 

0 to  1 

Laparoscopy  and 

( continued ) 
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TABLE  I (Continued) 


Operation 

Number 

of 

Patients 

Total 

Number 

of 

Cross- 

matched 

Units 

Total 

Number 

of 

Units 

Used 

Average 
Number 
of  Units 
Cross- 
matched 
per 

Patient 

Average 

Number 

of 

Units 

Used 

per 

Patient 

C/T 

Range 

of 

Units 

Used 

per 

Patient 

bilateral  tubal 
ligation 

35 

7 

0 

0.2 

0 

Dilatation  and 
curettage 

333 

23 

1 

0.07 

0.003 

23 

0 to  1 

Tuboplasty 

8 

14 

0 

1.75 

0 

Pelvic  lymphaden- 
ectomy 

10 

60 

36 

6 

3.6 

1.67 

0 to  8 

Ovarian  wedge 
resection 

5 

10 

0 

2 

0 

Neurosurgery 

Cranioplasty 

13 

40 

8 

3.08 

0.62 

5 

0 to  3 

Craniotomy 

31 

184 

47 

5.94 

1.52 

3.91 

0 to  7 

Hypophysectomy 

9 

33 

5 

3.67 

0.56 

6.6 

0 to  3 

Laminectomy 

44 

126 

14 

2.86 

0.32 

9 

0 to  4 

Ventriculoperi- 
toneal shunt 

6 

11 

1 

1.83 

0.17 

11 

0 to  1 

Orthopedic  surgery 
Total  hip 

102 

545 

339 

5.34 

3.32 

1.61 

0 to  11 

Hip  nailing 

16 

54 

31 

3.38 

1.94 

1.74 

0 to  5 

Removal  of  hip  pin 

5 

8 

1 

1.6 

0.2 

8 

0 to  1 

Total  knee 

44 

136 

9 

3.09 

0.2 

15.11 

0 to  2 

Medial  menisectomy 

10 

28 

0 

2.8 

0 

Leg  amputation 

22 

48 

3 

2.18 

0.14 

16 

0 to  2 

Arthroscopy 

7 

6 

0 

0.86 

0 

Arthrotomy 

20 

5 

0 

0.25 

0 

Spinal  fusion 

21 

86 

16 

4.1 

0.76 

5.38 

0 to  2 

Fracture:  open  re- 

duction, internal 
fixation 

23 

61 

14 

2.65 

0.61 

4.36 

0 to  3 

Osteotomy 

6 

11 

3 

1.83 

0.5 

3.67 

0 to  2 

Otolaryngology’ 

Transantral 

ethmoidectomy 

5 

11 

2 

2.2 

0.4 

5.5 

0 to  1 

Caldwell-Luc 

11 

8 

0 

0.73 

0 

Septoplasty 

5 

0 

0 

0 

0 

Plastic  surgery 
Augmentation 
mammoplasty 

20 

6 

0 

0.3 

0 

Reduction 

mammoplasty’ 

11 

13 

3 

1.18 

0.27 

4.33 

0 to  2 

Skin  flap 

6 

6 

2 

1 

0.33 

3 

0 to  2 

Skin  graft 

8 

18 

0 

2.25 

0 

Urologic  surgery 
Transurethral 
resection  of  the 
prostate 

47 

105 

3 

2.23 

0.06 

35 

0 to  1 

Suprapubic 

prostatectomy 

18 

63 

28 

3.5 

1.56 

2.25 

0 to  4 

Perineal 

prostatectomy 

9 

47 

23 

5.22 

2.56 

2.04 

0 to  6 

Nephrectomy 

37 

174 

44 

4.7 

1.19 

3.95 

0 to  8 

Renal  transplant 

24 

100 

27 

4.17 

1.13 

3.7 

0 to  4 

Pyelolithotomy 

11 

33 

1 

3 

0.09 

33 

0 to  1 

Ureterolithotomy 

5 

11 

2 

2.2 

0.4 

5.5 

0 to  2 

Cystotomy 

5 

10 

1 

2 

0.2 

10 

0 to  1 

Transurethral 
resection  of 
bladder  tumor 

15 

33 

1 

2.2 

0.07 

33 

0 to  1 

Fulguration  of 
bleeding  bladder 
tumor 

8 

17 

1 

2.13 

0.13 

17 

0 to  1 

Ileal  conduit 

8 

23 

6 

2.88 

0.75 

3.83 

0 to  2 

Orchiopexy 

5 

4 

0 

0.8 

0 

( continued ) 
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TABLE  I (Continued) 


Operation 

Number 

of 

Patients 

Total 

Number 

of 

Cross- 

matched 

Units 

Total 

Number 

of 

Units 

Used 

Average 
Number 
of  Units 
Cross- 
matched 
per 

Patient 

Average 

Number 

of 

Units 

Used 

per 

Patient 

C/T 

Range 

of 

Units 

Used 

per 

Patient 

Orchiectomy 

Ureteral 

5 

6 

0 

1.20 

0 

reimplantation 
Vascular  surgery 
Aortofemoral 

7 

20 

2 

2.86 

0.29 

10 

0 to  1 

bypass  graft 

16 

127 

68 

7.94 

4.25 

1.87 

0 to  9 

Aortoiliac  bypass  graft 

5 

59 

39 

11.8 

7.8 

1.51 

2 to  16 

Endarterectomy 

Femoral-popliteal 

11 

45 

7 

4.09 

0.64 

6.43 

0 to  3 

bypass  graft 

14 

75 

25 

5.36 

1.79 

3 

0 to  6 

Renal  artery  repair 

5 

40 

18 

8 

3.6 

2.22 

0 to  6 

TABLE  II.  Procedures  for  which  blood  is  usually 
crossmatched  but  for  which  type  and  screen 
would  appear  adequate 


Type  of 
Surgery 

Procedure 

General 

Cholecystectomy  ; exploratory 
laparotomy;  thyroidectomy; 
parathyroidectomy;  parotidec- 
tomy; colostomy;  vein  stripping 

Gynecologic 

Hysterectomy;  uterine  suspension; 
tuboplasty;  ovarian  wedge 
resection 

Neurosurgery 

Laminectomy;  ventriculoperitoneal 
shunt 

Orthopedic 

Total  knee;  medial  menisectomy; 
leg  amputation;  arthroscopy;  re- 
moval of  hip  pin 

Otolaryngology 

Transantral  ethmoidectomy ; 
Caldwell-Luc 

Plastic 

Reduction  mammoplasty;  skin 
flap;  skin  graft 

Urologic 

Transurethral  resection  of  the 
prostate;  pyelolithotomy ; 
ureterolithotomy;  cystotomy; 
transurethral  resection  of  blad- 
der tumor;  fulguration  of  bleed- 
ing bladder  tumor;  orchiectomy; 
orchiopexy;  ureteral  reimplan- 

tation 

ing  1974  alone,  for  cholecystectomies,  would  have 
been  $2,080;  this  figure  would  not  be  substantially 
reduced  if  a few  more  than  the  five  units  trans- 
fused had  been  crossmatched  as  a precaution  in 
those  few  patients  who  predictably  might  require 
hemotherapy. 

From  Table  I,  it  is  also  evident  that  considera- 
bly more  blood  is  ordered  preoperatively  for  cross- 
matching than  is  actually  transfused;  this  is  more 
apparent  for  procedures  with  limited  blood  use 
than  in  those  requiring  multiple  transfusions.  In 
those  procedures  that  usually  require  hemothera- 
py, our  data  serve  as  a guide  for  preoperative  or- 
dering. Such  a guide  should  result  in  substantial 
savings  in  blood  hank  work  load,  patient  charges, 


and  blood  utilization.  Blood  crossmatched  for 
surgery  is  unavailable  to  other  patients  for  twenty- 
four  to  forty-eight  hours  during  which  one  to  two 
days  of  twenty-one  day  storage  life  is  lost.  Be- 
cause of  this,  an  excessive  number  of  preoperative 
crossmatches  results  in  increased  blood  wastage  or 
outdating. 

Comparable  data  have  not  been  published  re- 
cently. Hirsch,  Brodheim,  and  Ginsberg2  re- 
ported in  1970  on  a computerized  blood  utilization 
and  inventory  system.  They  were  able  to  monitor 
the  frequency  with  which  physicians  ordered  one, 
two,  three,  or  more  units  per  request  for  particular 
clinical  problems  and  to  calculate  the  probability 
of  actual  transfusion  for  each  unit  requested.  For 
example,  if  three  units  of  blood  were  requested  for 
crossmatch  for  gastrointestinal  bleeding,  the  prob- 
ability of  use  for  the  first  unit  was  0.98,  for  the  sec- 
ond 0.74,  and  for  the  third  0.29.  This  information 
and  the  data  presented  here  supplement  each 
other  as  hospitals  and  communities  attempt  to  de- 
velop efficient  blood  bank  services. 

Okuno  and  Nelson3  have  compiled  data  for  a 
large  suburban  hospital  from  1969  to  1971.  It  may 
be  calculated  that  the  average  use  in  units  in  their 
report  per  cholecystectomy  was  0.12;  per  dilatation 
and  curettage,  0.1;  per  mastectomy,  0.14;  per  hys- 
terectomy, 0.35;  per  thyroidectomy,  1.04;  per  cran- 
iotomy, 1.06;  and  per  laminectomy,  1.62.  Our 
comparable  data  are  noted  in  Table  I.  However, 
their  emphasis  was  on  single-unit  transfusions, 
and  they  did  not  highlight  these  results. 

Schorr  and  Marx4  reported  blood  usage  during 
1967  to  1968  at  a large  municipal  hospital  but  only 
included  those  cases  for  which  blood  was  used. 
For  example,  they  indicated  that  13  cholecystecto- 
mies required  30  units  of  blood,  but  they  did  not 
state  how  many  cholecystectomies  in  toto  were 
performed  or  from  what  type  of  cases  these  13 
were  culled,  and  their  emphasis  was  on  the  use  of 
packed  cells. 
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Myers5  reported  the  per  cent  of  patients  requir- 
ing transfusion  in  1962  in  89  hospitals  for  selected 
procedures;  6.1  per  cent  of  those  patients  who  un- 
: derwent  a dilatation  and  curettage  were  trans- 
l fused.  We  have  calculated  our  rate  at  0.3  per  cent; 
| 13.4  per  cent  of  those  patients  who  underwent  a 
cholecystectomy  and  5.5  per  cent  of  those  who  had 
a thyroidectomy  received  hemotherapy.  Our  data 
respectively  are  4.12  per  cent  and  4.26  per  cent. 
Presumably,  this  indicates  a decrease  in  blood  uti- 
lization, a trend  Myers  also  noted  in  comparing  his 
1962  statistics  to  1959  data. 

Devitt6  reported  in  1973  that  in  a university 
hospital  3.6  per  cent  of  the  units  of  blood  cross- 
matched  for  cholecystectomies  were  actually  used. 
Our  rate  for  this  procedure  is  2.35  per  cent. 

Hallowed  et  al~  in  a 1972  report  from  a univer- 
sity hospital  found  that  25  patients  not  receiving 
autologous  transfusions  for  a variety  of  open-heart 
procedures  were  transfused  a mean  of  slightly  less 
than  10  units  per  patient  during  their  hospitaliza- 
tions. Their  emphasis  was  on  autologous  transfu- 
sion, and  the  data  were  not  presented  for  each  pro- 
cedure. Roche  and  Stengle8  reported,  in  1973,  an 
average  use  of  nearly  eight  units  of  blood  for  the 
entire  hospital  stay,  for  each  patient  who  under- 
went cardiopulmonary  bypass  surgery.  The  only 
procedure  they  singled  out  was  saphenous  vein 
graft  which  required  a mean  of  7.9  units. 

Saltzstein  and  Linkner  in  19529  measured  blood 
loss  in  212  operations.  They  found,  for  example, 
that  24  cholecystectomies  lost  an  average  of  219  cc. 
of  blood  per  case.  They  did  not  consider  blood  re- 
placement, so  direct  comparison  of  data  is  pre- 
cluded. 

Myhre10  indicates  that  the  Commission  of  Pro- 
fessional and  Hospital  Activities  reported  in  1965 
that  6.3  per  cent  of  cholecystectomies,  4.6  per  cent 
of  thyroidectomies,  and  4.3  per  cent  of  dilatation 
and  curettages  received  transfusions.  He  reviews 
C/T  ratio  studies  and  concludes  that  a realistic 
C/T  ratio  is  2.1  to  2.7.  He  reports  no  C/T  ratio 
less  than  2.1  and  one  as  high  as  4.2.  Our  C/T 
value  of  2.48  for  all  elective  surgery  is  comparable 
to  his  summary. 

However,  if  surgeons  begin  to  utilize  the  type 
and  screen  previously  discussed,  this  C/T  ratio 
may  fall,  yielding  substantial  economic  savings  as 
well  as  redirection  of  technologist  time  and  effort 
and  better  blood  utilization. 


Summary 

A retrospective  study  of  the  number  of  units  of 
blood  crossmatched  compared  to  the  number  used 
for  each  elective  surgical  procedure  during  1974  at 
a university  medical  center  reveals  a number  of 
operations  for  which  blood  is  routinely  cross- 
matched  and  rarely  used.  It  is  suggested  that 
blood  typing  with  a preoperative  screen  for  unex- 
pected antibodies  in  the  patient’s  serum  is  an  eco- 
nomic and  safe  procedure  for  those  operations  that 
average  less  than  0.5  units  transfused  per  case. 
This  obviates  a preoperative  crossmatch  so  long  as 
adequate  blood  is  held  in  reserve.  A crossmatch  is 
then  always  performed  if  the  patient  requires  he- 
motherapy. 

The  average  number  of  units  of  blood  infused 
for  each  procedure  is  presented.  This  informa- 
tion, which  can  be  generated  in  each  hospital,  may 
serve  as  a guide  for  routine  blood  bank  practice 
and  should  result  in  realistic  and  reduced  preoper- 
ative crossmatch  ordering  with  resultant  monetary 
savings  as  well  as  improved  blood  utilization  and 
appropriate  allocation  of  technologist  effort  and 
time. 

An  overall  C/T  ratio  of  2.48  for  all  elective  sur- 
gery is  noted  to  be  comparable  to  other  reported 
studies,  but  a plan  is  presented  which  could  safely 
reduce  this  ratio. 
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Fortunately,  many  in  the  medical  profession  as 
well  as  the  laity  are  becoming  increasingly  con- 
cerned with  the  physical  and  emotional  problems 
preceding  death.  They  are  recognizing  the  ob- 
vious desirability  of  allowing  the  patient  to  die  as 
comfortably  and  naturally  as  possible  when  the 
end  is  inevitable.  This  concept  of  death  with  dig- 
nity is  what  is  usually  referred  to  as  passive  eutha- 
nasia. 

Unfortunately,  even  when  the  concept  of  passive 
euthanasia  is  accepted  and  even  when  the  physi- 
cian has  learned  how  to  allow  a patient  to  die  as 
comfortably  as  possible,  the  physician  is  still  faced 
with  the  very  difficult  problem  of  determining 
when  hope  should  be  abandoned,  when  therapeu- 
tic attempts  should  stop,  when  indeed  the  pa- 
tient’s time  has  come.  The  difficulty  of  this  deter- 
mination I have  previously  referred  to  as  “The 
Doctor’s  Dilemma  in  Passive  Euthanasia”1;  it  is 
this  difficulty  that  will  be  the  major  focus  of  this 
report. 

Although  this  presentation  will  not  specifically 
deal  with  the  problems  facing  the  team  of  physi- 
cians and  nurses  caring  for  patients  in  intensive 
care  units,  as  recently  discussed  by  Tagge  et  al.2 
and  Cassem,3  it  does  deal  with  some  of  the  funda- 
mentals required  by  all  physicians  caring  for  the 
dying  and  on  which  those  with  specialized  inter- 
ests can  build. 

In  an  attempt  to  clarify  the  problem  and  aid  the 
physician  in  its  management,  I will:  (1)  define 

and  separate  passive  from  active  euthanasia  and 


suggest  that  the  physician’s  role  be  limited  to  pas- 
sive euthanasia;  (2)  describe  methods  by  which  the 
patient’s  wishes  can  be  learned;  (3)  discuss  some  of 
the  factors  which  make  it  difficult  to  determine 
when  a patient  should  be  allowed  to  die,  and 
present  an  outline  which  may  be  helpful  in  making 
this  difficult  determination;  and  (4)  describe 
methods  by  which  passive  euthanasia  can  be 
achieved  morally  and  legally. 

Passive  versus  active  euthanasia 

The  word  euthanasia  is  derived  from  the  Greek 
eu,  meaning  good  and  thanatos,  meaning  death. 
Although  active  and  passive  euthanasia  have  come 
to  have  distinctly  different  meanings,  they  are  dis- 
cussed by  many  authors  without  clearly  defining 
the  active,  passive,  and  voluntary  forms.  The  ac- 
tive and  passive  forms  will  be  defined  and  dis- 
cussed in  some  detail.  I believe  the  term  volun- 
tary should  be  eliminated,  since  it  has  been  used 
by  many  in  both  active  and  passive  euthanasia,  re- 
sulting in  considerable  confusion. 

Passive  euthanasia,  or  so-called  death  with  dig- 
nity, should  have  no  more  ominous  meaning  or  in- 
tent than  to  allow  a patient  who  is  dying,  whose 
time  has  come,  to  die  in  a dignified  manner  as 
comfortably  as  possible. 

It  is  important  to  emphasize  that  this  definition 
of  passive  euthanasia  refers  specifically  and  exclu- 
sively to  a physician  and  his  patient  and  not  to  2 
individuals  in  any  other  relationship;  it  refers  to 
the  physician’s  acts  of  allowing  this  patient  to  die 
whose  time  has  come,  who  is  dying,  where  death  is 
inevitable,  but  not  to  letting  an  individual  die  in 
any  other  context;  it  refers  to  withholding  treat- 
ment that  would  prolong  the  dying  process,  but 
not  withholding  personal  support  and  medication 
that  gives  comfort  and  relieves  pain;  it  refers  to 
permitting  death  to  occur  by  omiting  an  act  and 
permitting  nature  to  take  its  course  and  not  di- 
rectly causing  life  to  end  by  an  overt  act4;  and  it 
refers  to  allowing  this  death  to  occur  with  as  much 
dignity  as  possible,  avoiding  useless  in  these  in- 
stances, degrading,  and  heroic  procedures  that  do 
prolong  the  misery  of  dying  and  in  themselves 
cause  additional  pain  and  discomfort. 

Active  euthanasia,  or  mercy  killing,  on  the  other 
hand,  refers  to  the  deliberate  act  of  taking  a 
human  being’s  life,  albeit  with  the  intention  of 
benefiting  the  individual  and/or  society  as  a whole. 
When  one  actively  intercedes  to  produce  death  re- 
gardless of  the  motive,  whether  with  mercy  or  mal- 
ice, it  is  killing.  It  is  not  nor  never  has  been  a part 
of  the  physician’s  responsibility  to  his  patient  and 
is  definitely  not  a necessary  adjunct  to  the  physi- 
cian in  his  efforts  to  alleviate  the  suffering  of  a 
dying  patient.  Furthermore,  since  active  eutha- 
nasia is  morally  repugnant  to  so  many  as  well  as  il- 
legal, any  confusion  between  the  two  will  have  the 
harmful  effect  of  preventing  physicians  from 
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employing  the  very  desirable  and  acceptable  pas- 
sive form.  Although  rigid  criteria  and  appropriate 
panels  of  review  would  have  to  be  established  for 
the  enactment  of  active  euthanasia,  similar  but 
more  comprehensive  than  those  required  for  the 
determination  of  brain  death  in  potential  organ 
donors  for  transplantation,  such  criteria  are  nei- 
ther desirable  nor  feasible  in  passive  euthanasia. 

Finally,  to  insure  that  passive  euthanasia  not  be 
tainted  in  any  way  by  the  active  euthanasia  move- 
ment, I believe  physicians  should  disassociate 
themselves  from  any  activities  related  to  the  pro- 
motion of  active  euthanasia.  Should  active  eutha- 
nasia ever  become  a reality,  physicians  must  have 
no  more  than  a consulting  role  in  the  selection  of 
individuals  for  its  enactment  and  must  take  abso- 
lutely no  part  in  its  implementation.  In  other 
words,  physicians  must  not  be  the  hangmen. 

The  great  majority  of  theologians,  clergy,  laity, 
and  members  of  the  medical  and  legal  professions 
consider  passive  euthanasia  and  active  euthanasia 
to  be  distinctly  different  ethically,  medically,  and 
legally.5  In  addition,  there  is  widespread  accep- 
tance of  the  concept  of  passive  euthanasia  when  its 
meaning,  goals,  and  methods  of  accomplishment 
are  fully  understood;  indeed  it  has  been  officially 
supported  by  many,  including  Pope  Pius  XII  as 
early  as  19556  and  the  New  York  Academy  of 
Medicine  as  recently  as  1972. 7 Although  Fletcher8 
and  Rachels9  have  expressed  the  opinion  that  the 
active  and  passive  forms  are  identical  on  philo- 
sophic grounds,  Fletcher10  has  recently  taken  a 
less  dogmatic  stand,  and  the  arguments  presented 
by  Rachels9  in  my  opinion  do  not  withstand  criti- 
cal analysis. 

In  summary,  the  physician  not  only  has  the 
moral  and  legal  authority  to  allow  his  terminal  pa- 
tient to  die  in  dignity  but,  in  my  opinion,  has  the 
clear  obligation  to  do  so  as  well.  The  concept  of 
passive  euthanasia  has  universal  acceptance,  is 
distinctly  different  from  active  euthanasia,  and 
needs  no  new  laws  for  its  fulfillment.  Although 
relief  of  pain  and  suffering  may  be  more  immedi- 
ate by  mercy  killing,  even  if  merciful,  it  would  not 
be  an  adequate  reason  to  equate  or  replace  passive 
with  active  euthanasia. 

Knowing  the  patient 

It  is  of  obvious  importance  to  know  the  patient’s 
needs  and  wishes  if  an  appropriate  decision  con- 
cerning his  care  is  to  be  made.  The  physician  who 
has  cared  for  the  patient  and  family  over  the  years 
is  usually  in  the  best  position  to  know  the  patient’s 
philosophy  about  life,  sickness,  and  death  if  he  has 
discussed  this  with  him  at  some  time.  However, 
the  personal  knowledge  necessary  to  deal  with 
these  problems  sensitively  and  appropriately  can 
often  be  gained  in  a remarkably  short  time  by 
talking  to  the  patient  and  his  family,  as  well  as 
consulting  the  personal  physician,  the  personal 


There  is  a need  to  define  and  separate  passive 
from  active  euthanasia,  to  develop  guidelines  to 
assist  physicians  in  determining  when  the  patient 
is  inevitably  dying,  and  to  describe  methods  by 
which  passive  euthanasia  can  be  achieved  morally 
and  legally.  Passive  euthanasia,  death  with  dig- 
nity, refers  to  the  accepted  practice  of  a physician 
allowing  his  dying  patients  to  die  comfortably. 
Active  euthanasia  is  mercy  killing  and  should 
never  become  the  physician’s  responsibility. 
Sound  medical  knowledge  is  required  to  determine 
if  death  is  inevitable.  The  “Living  Will”  helps  the 
patient  communicate  his  philosophy.  Before  dis- 
continuing active  treatment,  the  physician  must 
know  the  extent  of  the  illness,  the  prognosis,  and 
the  advantages  and  disadvantages  of  potential 
therapies.  Passive  euthanasia  can  best  be  accom- 
plished by  simulating  the  home  situation,  actively 
taking  steps  to  make  the  patient  comfortable,  and 
withholding  those  measures  that  prolong  the  agony 
of  dying. 


clergyman,  or  the  hospital  chaplain  when  indicat- 
ed. In  fact,  when  the  physician  or  surgeon  meets 
the  patient  for  the  first  time  under  these  circum- 
stances, he  may  often  be  able  to  initiate  direct  and 
candid  discussions  which  may  give  him  an  accu- 
rate appraisal  of  the  patient’s  beliefs,  wishes,  and 
fears.  This  directness  will  also  help  to  establish  a 
relationship  which  will  serve  both  the  physician 
and  the  patient  well  in  the  trying  times  ahead. 

At  the  time  of  the  first  visit,  or  later  as  indicat- 
ed, the  physician  may  initiate  the  dialogue  by  ask- 
ing, perhaps  after  completing  the  history  and  ex- 
amination: “well,  how  do  you  see  the  problem?,” 
or  “what  can  I do  for  you.”  Or,  the  physician  may 
discuss  the  various  possible  diagnoses  using  the 
words  “malignancy”  and  “cancer”  along  with  “in- 
fection,” “obstruction,”  and  other  less  threatening 
words.  Almost  invariably  these  or  similar  direct 
approaches  will  immediately  lead  the  patient  to 
discuss  his  fears  of  serious  illness,  surgery,  cancer, 
suffering,  unnecessary  prolongation  of  life,  and 
death  itself. 

Many  times,  under  these  circumstances,  the  pa- 
tient, in  talking  about  cancer,  will  tell  how  other 
physicians  were  afraid  to  discuss  it,  will  tell  how  he 
is  not  afraid  of  death  but  does  not  want  his  life 
prolonged  just  to  prolong  it,  or  tells  about  friends 
or  family  who  have  been  put  through  unnecessary 
indignities  by  the  medical  profession  at  the  time  of 
death.  The  patient  can  then  be  reassured  by 
being  given  a frank,  kind  presentation  of  his  prob- 
lems. Such  frank  exchanges  should  provide  the 
patient  confidence  that  the  physician  will  act  for 
his  best  interests,  consistent  with  his  wishes  and 
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philosophy.  Often  an  understanding  will  be 
reached  between  the  physician  and  the  patient  in 
which  the  patient  is  assured  that  he  will  not  be  al- 
lowed to  suffer  unnecessarily  when  all  reasonable 
hope  is  gone  and  he  is  dying. 

The  patient  himself  can  assist  the  physician  in  a 
better  understanding  of  his  personal  philosophy 
by  giving  his  physician  a copy  of  “A  Living  Will”; 
patients  are  beginning  to  be  familiar  with  this  doc- 
ument.10 It  is  a declaration  of  wishes  and  philoso- 
phy prepared  and  circulated  by  the  Euthanasia 
Educational  Council  which  supports  passive  eu- 
thanasia. It  states: 

Death  is  as  much  a reality  as  birth,  growth,  maturi- 
ty, and  old  age — it  is  the  one  certainty  of  life. 

If  the  time  comes  when  I can  no  longer  take  part  in 
decisions  for  my  own  future,  let  this  statement  stand 
as  an  expression  of  my  wishes,  while  I am  still  of 
sound  mind.  If  the  situation  should  arise  in  which 
there  is  no  reasonable  expectation  of  my  recovery 
from  physical  or  mental  disability,  I request  that  I be 
allowed  to  die  and  not  be  kept  alive  by  artificial 
means  or  “heroic  measures.”  I do  not  fear  death  as 
much  as  I fear  the  indignity  of  deterioration,  depen- 
dence, and  hopeless  pain.  I,  therefore,  ask  that  medi- 
cation be  mercifully  administered  to  me  to  alleviate 
suffering  even  though  this  may  hasten  the  moment  of 
death. 

This  request  is  made  after  careful  consideration.  I 
hope  you  who  care  for  me  will  feel  morally  bound  to 
follow  its  mandate.  I recognize  that  this  appears  to 
place  a heavy  responsibility  upon  you,  but  it  is  with 
the  intention  of  relieving  you  of  such  responsibility 
and  of  placing  it  upon  myself  in  accordance  with  my 
strong  convictions,  that  this  statement  is  made.11 

This  is  not  a legally  binding  document  and,  in 
my  opinion,  should  not  become  one.  It  need  not 
become  one  to  continue  to  be  effective,  its  effec- 
tiveness would  not  be  enhanced  by  so  doing,  and 
indeed  as  soon  as  attempts  are  made  to  try  to 
make  it  a legally  binding  document  the  specter  of 
active  euthanasia  comes  to  the  forefront. 

Factors  to  be  weighed 
in  making  decision 

When  the  concept  of  death  with  dignity  has 
been  accepted,  it  can  be  implemented  with  relative 
ease  once  it  is  determined  that  active  treatment 
should  be  discontinued.  The  timing  of  this  deter- 
mination, in  my  opinion,  is  the  most  difficult  as- 
pect of  the  equation,  and  it  defies  precise  defini- 
tion. Continued  progress  in  the  development  of 
successful  treatments  and  cures  for  previously 
fatal  diseases,  the  difficulty  of  knowing  whether 
the  contemplated  treatment  will  be  effective,  and 
the  difficulty  in  determining  without  extensive 
testing  whether  the  apparent  terminal  state  of  an 
individual  is  reversible,  all  make  it  difficult  to  de- 
termine conscientiously  when  a patient  should  be 
allowed  to  die  in  comfort.  The  problems  are  mag- 
nified by  the  emotional  difficulty  in  having  to 


change  the  perspective  from  that  of  active  treat- 
ment to  that  of  passive  acceptance  of  the  inevita- 
ble, as  well  as  the  difficulty  in  having  to  make  a 
judgment  for  another  as  to  what  constitutes  a use- 
ful life.  In  spite  of  these  difficulties,  the  decision 
must  be  reached  decisively  and  at  the  appropriate 
time,  obviously  not  too  early  but  just  as  impor- 
tantly not  too  late.  At  this  point,  human  kind- 
ness, common  sense,  experience,  judgment,  and 
good  medical  knowledge  are  required.  The  need 
for  sound  medical  knowledge  cannot  be  overem- 
phasized, and  at  no  time  should  the  physician  sub- 
stitute passive  euthanasia  for  good  medical  care. 

The  principal  questions  to  be  considered  by  the 
physician  and  the  family  in  making  this  most  diffi- 
cult determination  are  as  follows: 

I.  What  are  the  expressed  wishes  and  attitudes  of 
the  patient  toward  death  and  dying,  whether  of  reli- 
gious, cultural,  family,  or  entirely  personal  nature? 
In  general,  when  death  is  inevitable,  their  wishes  will 
usually  coincide  closely  with  the  views  expressed  in 
the  “Living  Will”  if  given  the  opportunity  to  express 
them.  On  the  other  hand,  some  patients  may  want 
their  life  prolonged  in  spite  of  pain,  misery,  and  an 
obvious  terminal  state;  this  request  must  be  respected 
but  does  not  mandate  unusual  and  heroic  measures. 
Other  patients  may  refuse  what  are  medically  or  sur- 
gically accepted  therapeutic  measures,  preferring  to 
risk  dying  or  even  certain  death.  This  is  very  diffi- 
cult for  a physician  to  deal  with.  However,  if  the  pa- 
tient is  of  sound  mind  and  not  depressed,  has  been 
fully  informed,  and  has  a realistic  evaluation  of  the 
situation,  unless  he  can  be  convinced  otherwise  his 
wishes  also  must  be  respected,  as  hard  as  it  may  be. 
If  by  chance  the  patient’s  wishes  are  in  conflict  with 
those  of  his  family  but  again  are  reasonable  and  real- 
istic, the  physician  is  bound  to  abide  by  the  wishes  of 
the  patient.  However,  efforts  should  be  made  to  ad- 
judicate these  differences,  and  usually  a satisfactory 
resolution  can  be  accomplished. 

II.  What  are  the  age,  responsibilities,  and  antici- 
pated quality  of  life  of  the  patient?  It  is  obvious  that 
to  get  a mother  of  young  children  home  for  even  six 
months  is  worthwhile;  to  get  a hopelessly  bedridden, 
terminally  ill,  single,  elderly  individual  into  a perma- 
nent nursing  home  for  any  period  of  time  is  presum- 
ably not.  In  passive  euthanasia,  a general  appraisal 
of  the  quality  of  life  as  seen  by  the  patient,  although 
difficult,  is  the  physician’s  responsibility,  depends  on 
consultation  with  the  patient  and  his  family,  and  is 
preferable  to  the  specific  definitions  of  Fletcher,12 
which  are  actually  directed  toward  active  euthanasia 
and  are  not  appropriate  or  practical  in  the  passive  eu- 
thanasia setting. 

III.  What  was  the  mental  and/or  physical  state  of 
the  individual  prior  to  the  present  illness?  Do  irre- 
versible associated  conditions  exist?  Should  the  pa- 
tient be  already  permanently  bedridden  or  irrevers- 
ibly incompetent  mentally  and  deteriorating,  one 
should  clearly  not  treat  a new  acute  illness.  On  the 
other  hand,  if  he  was  alert  and  active  before  this 
present  acute  illness,  active  therapeutic  measures 
should  be  undertaken  if  there  is  any  reasonable  hope 
of  success. 
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IV.  Have  all  reasonable  treatments  already  been 
employed?  Some  of  the  facts  which  should  be  con- 
sidered in  this  regard  are: 

A.  The  potential  reversibility  of  the  disease. 

B.  The  relative  chance  of  the  treatment  being 
effective,  and  the  anticipated  duration  and  degree 
of  improvement,  if  effective.  Will  the  patient  be 
able  to  leave  the  hospital,  be  active  at  home,  or  will 
the  treatment  merely  prolong  his  misery  and  hospi- 
talization before  death  occurs  anyway? 

C.  The  potential  discomfort  and  relative  risk  of 
the  treatment.  Are  the  discomforts  and  risks  ac- 
ceptable to  the  patient,  and  are  they  justified  when 
weighed  against  the  potential  gain? 

D.  The  status  of  available  treatment.  Is  it  es- 
tablished or  experimental?  If  it  is  established,  the 
advantages  and  disadvantages  should  be  well 
known,  and,  therefore,  it  may  be  easier  to  make  a 
determination.  If  experimental,  one  may  weigh  it 
differently.  Of  course,  should  it  be  an  experimen- 
tal program  in  any  form,  the  physician  has  the 
moral  and  legal  obligation  to  employ  only  programs 
which  have  been  approved  by  the  appropriate  au- 
thorities; he  also  has  the  moral  and  legal  obligation 
to  obtain  informed  consent.  The  existence  of  an 
approved  study  program,  in  association  with  truly 
informed  consent,  in  my  judgment,  is  morally  ac- 
ceptable and  indeed  desirable  in  the  appropriate 
case. 

V.  What  are  the  financial  resources  of  the  patient 
or  his  family?  Although  traditionally,  in  this  coun- 
try, it  is  considered  immoral  to  weigh  medical  care 
against  available  finances,  limited  financial  resources 
at  this  time  are  a fact  of  life  and  do  inevitably  enter 
the  picture.  Obviously,  the  availability  of  effective 
treatment  should  outweigh  financial  considerations, 
but  the  physician’s  obligation  should  also  be  to  help 
the  family  avoid  devastating  costs  in  a hopeless  situa- 
tion. 

It  is  hoped  that  the  preceeding  summary  will  be 
of  assistance  to  the  physician  in  making  this  diffi- 
cult determination.  I favor  a frank  discussion 
with  the  family  concerning  this  dilemma  and  often 
similar,  although  perhaps  softer,  discussions  with 
the  patient.  Although  the  physician  may  have 
thereby  received  a clear  mandate,  he  must  relieve 
the  family  of  the  burden  of  the  final  decision.  In 
other  words,  in  most  instances,  he  must  leave  them 
with  the  knowledge  that  he  has  made  the  decision, 
in  consultation  with  them  of  course  and  other  phy- 
sicians if  indicated.  There  will  be  instances  when 
such  a determination  is  almost  impossible,  and 
under  these  circumstances  active  diagnostic  and 
therapeutic  measures  should  be  recommended  and 
employed  if  accepted,  until  such  time  as  death  is 
obviously  inevitable  if  such  be  the  case. 

How  can  physician  carry 
out  passive  euthanasia? 

When  it  has  been  accurately  determined  that 
the  patient  is  indeed  dying  and  reasonable  hope  no 
longer  exists,  and  the  patient  and  family  accept 


this  evaluation,  the  physician  has  the  obligation  to 
let  death  come  as  comfortably  as  possible  and  in  as 
natural  a setting  as  possible.  One  of  the  most  nat- 
ural settings  is  the  home,  surrounded  by  family 
and  friends,  or  alone  if  preferred,  free  of  all  exter- 
nal artificial  forms  of  support  as  well  as  free  of  lies 
and  deceit.  I believe  those  physicians  who  can  at- 
tend their  dying  patients  in  the  home  find  it  easier 
to  accomplish  the  goals  of  death  with  dignity. 
Those  of  us,  however,  who  deal  with  the  dying  pa- 
tient in  the  hospital  probably  will  serve  these  indi- 
viduals better  if  we  make  the  hospital  setting  as 
much  like  the  home  situation  as  possible. 

Thus,  once  the  decision  is  reached  that  active 
therapeutic  measures  are  no  longer  indicated,  one 
must  then  try  to  simulate  the  home  situation.  All 
contacts  must  be  very  personal  and  considerate. 
His  family  and  friends,  all  ages,  must  be  allowed  at 
his  bedside  as  he  and  they  wish.  They,  especially 
the  children,  unless  we  are  to  breed  endless  gener- 
ations of  people  who  cannot  accept  death,  must 
come  to  realize  that  this  is  a sad  but  natural  event: 
not  a catastrophe,  not  a failure.  All  testing  must 
cease.  This  is  not  only  for  the  comfort  of  the  pa- 
tient but  should  help  the  physician  avoid  any 
temptation  to  institute  treatments.  This  means 
the  complete  elimination  of  taking  and  recording 
the  temperature  and  other  vital  signs,  of  measur- 
ing intake  and  output,  or  of  obtaining  blood  sam- 
ples and  x-ray  films.  If  the  individual  feels  warm 
or  hot,  he  can  be  given  an  antipyretic  drug  or  an 
alcohol  rub  for  comfort.  If  he  cannot  eat  or  drink 
and  complains  of  thirst,  he  can  be  given  glucose 
and  water  intravenously  as  needed,  no  attempt 
being  made  to  replace  electrolytes  which  might 
prolong  life.  If  he  is  incontinent  of  urine,  a cathe- 
ter can  be  inserted  in  his  bladder  for  comfort. 
Morphine,  or  whatever  drugs  are  most  effective  for 
the  individual,  should  be  ordered  and  given  freely; 
to  do  this  properly  one  must  write  that  the  drug  be 
given  according  to  the  need,  stressing  comfort  and 
working  closely  with  the  nurses.  If  the  patient  is 
short  of  breath,  oxygen  may  well  make  him  more 
comfortable  and  should  be  used  for  this  reason; 
but  as  soon  as  it  is  obvious  that  it  is  not  adding  to 
his  comfort  or  in  fact  adds  to  his  discomfort,  it 
should  be  discontinued. 

These  measures  can  be  instituted  on  a positive 
basis  by  clearly  distinguishing  the  moment  when 
treating  the  patient  has  ended  and  allowing  the  in- 
dividual to  die  in  comfort  has  begun.  At  this 
point,  the  physician  should  write  a note  in  the 
clinical  record  stating  that  the  patient’s  course  is 
such  that  (1)  he  is  clearly  dying;  or  (2)  he  is  clearly 
not  responding  to  therapy;  or  (3)  a high-risk  low- 
yield  therapeutic  modality  might  be  available  but 
is  not  justified  under  the  circumstances;  or  (4)  the 
time  has  come  to  abide  by  the  previously  ex- 
pressed or  implied  wishes  of  the  patient;  or  (5) 
other  appropriate  comments,  and  that  all  monitor- 
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ing  in  any  form  will  be  discontinued,  and  all  ef- 
forts will  be  directed  at  keeping  the  individual 
comfortable.  The  physician  should  write  in  the 
order  book  at  this  time  the  following,  which  have 
been  determined  to  be  legally  acceptable13: 

1.  The  primary  function  of  the  staff  is  to  make  the 
patient  comfortable  and  allow  him  to  die  with  dignity 
and  in  comfort. 

2.  Medication  will  be  ordered  and  should  be  given 
to  the  patient  as  needed  to  keep  him  comfortable. 

3.  Cancel  all  vital  signs. 

4.  Cancel  all  blood  studies,  x-rays,  intake  and  out- 
put, and  so  forth. 

5.  “No  Arrest  Call,”  “No  Cardiopulmonary  Resus- 
citation,” or  “Do  Not  Resuscitate.” 

6.  Allow  visitors,  all  ages,  as  desired  by  the  pa- 
tient. 


The  steps  which  have  been  described  here  can 
be  accomplished  with  moderate  ease  once  the  need 
is  recognized,  because  these  steps  are  not  particu- 
larly time-consuming  and  are  really  quite  imper- 
sonal. However,  the  manner  in  which  the  physi- 
cian, nurses,  and  aides  deal  with  the  individual 
must  be  very  personal.  The  physician  must 
change  his  role  from  therapist  to  that  of  giving 
comfort.  He  must  stop  talking  and  start  listening. 
A former  Columbia-Presbyterian  Medical  Center 
Chaplain,  Rev.  Robert  Reeves,  taught  me  to  ask: 
“How  are  things  going?”  It  has  proved  to  be  a 
very  effective  open-ended  question  for  this  phase 
of  the  physician-patient  relationship;  it  has  led 
many  patients  to  talk  about  the  things  that  were 
bothering  them  most.  Certainly,  if  the  patient 
wants  to  talk  about  death  or  dying,  encourage  him 
to  do  so.  If  the  patient  has  reached  the  point 
where  he  no  longer  wants  to  deal  with  it  directly, 
allow  him  this  right. 

Conclusion 

A number  of  valuable  studies  have  been  and  are 
being  undertaken  to  better  understand  the  indi- 
vidual and  national  attitudes  toward  death  and 
dying,  and  a great  deal  of  background  information 
is  being  published  that  is  invaluable  to  a proper 
understanding  of  the  role  of  death  in  our  culture. 
Hopefully  it  will  lead  to  improved  care  of  the 
dying.  In  addition,  Kubler-Ross14  and  Saunders15 
have  shown  us  the  importance  of  dealing  in  a di- 


rect manner  with  the  dying,  as  well  as  showing  us 
how  to  do  this. 

It  is  my  hope  that  this  presentation  will  assist 
others  actively  dealing  with  the  dying  in  such  a 
way  that  they  too  will  develop  practical,  effective, 
and  compassionate  approaches  to  this  most  diffi- 
cult and  emotion-ridden  problem.  As  I have  often 
stated  to  students  and  house  officers,  I consider 
my  present  attitude  to  be  in  a state  of  flux,  and 
hopefully  always  so,  changing  and  maturing  as  a 
result  of  thought,  reading,  discussion,  and  personal 
observations.  It  is  my  hope  that  I,  along  with  the 
rest  of  the  profession,  will  continue  to  make  im- 
provements in  this  area  of  administration  of 
human  kindness. 

Columbia-Presbyterian  Medical  Center 
161  Fort  Washington  Avenue 
New  York,  N.Y.  10032 
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The  efficiency  of  health  care  delivery  in  a clin- 
ic setting  depends  in  part  on  the  coordinated 
movement  of  patients  through  different  areas  of 
clinic  activity.  Factors  affecting  this  flow  of  pa- 
tients through  these  areas  influence  service  in- 
tended for  them.  An  analysis  of  these  factors  is 
essential  to  provide  an  overall  evaluation  of  clini- 
cal performance. 

Data  on  patient  flow  analysis  have  largely  come 
from  studies  conducted  either  in  private  practice 
or  small  clinic  settings.1-3  No  such  data  are  avail- 
able with  respect  to  high-volume  clinics. 

The  objective  of  this  study  is  to  examine  the  pa- 
tient flow  pattern  as  it  influences  patient  services 
in  the  pediatric  outpatient  service  of  a large  mu- 
nicipal hospital  and  compare  the  data  with  those 
published  in  the  literature. 

Clinic 


To  study  the  major  factors  influencing  the  move- 
ment of  children  seeking  acute  medical  care  in  the 
pediatric  ambulatory  service  at  Kings  County  Hos- 
pital Center,  a patient  flow  analysis  was  undertak- 
en covering  two  eight-hour  periods.  A total  of  365 
children  were  closely  monitored  and  timed  as  they 
moved  through  various  health  service  areas  during 
these  study  periods.  The  data  revealed  that  the 
average  time  spent  by  these  children  waiting  for 
services,  49.3  minutes,  approximated  the  average 
time  spent  receiving  them,  48.9  minutes,  giving  an 
identical  wait/visit  and  service/visit  ratio  of  0.5. 
The  physician  mean  service  time  per  patient  was 
21.7  minutes.  There  was  no  significant  difference 
in  the  physician’s  mean  service  time  between  the 
revisit,  21.3  minutes,  and  new  patients,  23.3  min- 
utes. An  analysis  of  the  size  of  the  patient  flow  at 
various  periods  of  the  day  revealed  that  the  maxi- 
mum patient  flow,  29  patients  per  hour,  occurred 
between  10:00  a.m.  and  12:00  noon  and  subsided  to 
lower  levels,  17  patients  per  hour,  during  the  late 
afternoon. 


3 
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FIGURE  1.  Patient  flow  diagram. 


at  the  angle  of  the  L are  the  registration  and  labo- 
ratory areas. 

On  an  average  approximately  7 attending  pedia- 
tricians and  4 house  officers  are  available  to  pro- 
vide medical  care  during  the  daytime  hours  of  the 
clinic.  The  number  fluctuates  according  to  the 
time  of  the  day  and  the  educational  schedule  of 
the  house  officers. 

Areas  of  activity.  The  usual  patient  flow  pat- 
tern is  shown  in  Figure  1.  The  principal  areas  of 
activity  are: 

1.  Screening 

2.  Registration 

3.  Physician  evaluation 

4.  Laboratory  and/or  x-ray  film  evaluation 


The  study  was  conducted  at  the  walk-in  clinic  of 
the  Pediatric  Ambulatory  Service  of  Kings  County 
Hospital-Downstate  Medical  Center  in  Brooklyn, 
New  York.  The  clinic  is  one  of  the  largest  in  the 
State,  serving  over  120,000  children  each  year. 
Clinic  activities  take  place  in  a ground  floor  L- 
shaped  facility.  Located  in  the  short  arm  of  the  L 
is  the  screening  area  and  6 examining  rooms. 
Seven  more  examining  rooms  and  the  waiting  area 
are  located  along  the  long  arm  of  the  L.  Situated 


Screening  area.  Staffed  primarily  by  pediatric 
nurse  practitioners  and  supervised  by  a pediatri- 
cian, the  screening  team  is  responsible  for  a quick 
triage  of  patients’  problems  and  disposition  to  ap- 
propriate service  areas  in  the  clinic.4  The  walk-in 
patients  are  classified  as  routine,  priority,  and 
emergency  after  obtaining  a brief  history.  Pa- 
tients with  very  minor  problems  are  managed  in 
the  triage  area  itself  by  the  members  of  the  screen- 
ing team. 
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Registration.  Once  the  patients  are  evaluated 
by  the  screening  team,  they  go  to  the  registration 
desk  located  immediately  adjacent  to  the  screen- 
ing area.  The  registration  process  includes  ob- 
taining necessary  demographic  data,  making  up 
hospital  records  for  new  patients,  and  retrieving 
the  unit  records  for  revisit  patients.  Also,  each 
patient’s  financial  status  is  determined  and  billing 
done  accordingly.  Patients  once  processed  are 
told  to  wait  in  the  waiting  area  for  their  names  to 
be  called.  The  processed  charts  are  deposited  in  a 
box  to  be  picked  up  by  aides  who  take  them  to  dif- 
ferent examination  areas  according  to  the  priority 
classification  of  the  patient. 

Physician  evaluation.  The  responsibility  of 
providing  medical  care  rests  with  the  full-time 
staff  pediatricians  and  to  a lesser  extent  house  of- 
ficers in  training.  In  either  case  the  physicians  are 
assigned  specific  examining  rooms  where  patients 
are  placed  by  nurses’  aides.  One  nurses’  aide  is 
assigned  to  approximately  4 physicians.  Two 
categories  of  acutely  ill  patients  are  generally  seen 
by  the  physicians:  (1)  The  new  patients  who 

would  be  registering  at  the  hospital  for  the  first 
time.  (2)  The  revisit  patients  who  have  already 
established  a record  at  the  hospital  by  virtue  of 
their  previous  visit(s).  Two  subgroups  can  be 
identified  in  this  category:  those  who  are  being 

followed  for  a recent  illness  and  those  whose  re- 
visit takes  place  long  after  their  previous  visit.  Be- 
cause of  the  complex  scheduling  pattern,  patients 
are  often  evaluated  by  different  physicians  at  dif- 
ferent visits. 

Generally,  no  routine  preparation  of  the  patient, 
such  as  height  and  weight  measurements,  takes 
place  prior  to  the  physician’s  evaluation.  In  some 
cases,  however,  the  screening  physicians  might  re- 
quest some  preliminary  tests  based  on  an  initial 
impression  of  the  problem.  In  such  cases  patients 
undergo  these  tests  during  the  time  they  are  wait- 
ing to  be  called  in  for  the  physician’s  evaluation. 
Nursing  assistance  during  the  evaluation  is  gener- 
ally limited  to  the  administration  of  medications. 
The  physician’s  evaluation  consists  of  a review  of 
the  previous  visit’s  note  for  revisit  patients,  ob- 
taining a history,  performing  a thorough  physical 
examination,  and  discussing  the  problem  with  the 
parents.  The  physician’s  service  time  also  in- 
cludes waiting  for  the  parents  to  undress  and  dress 
the  child,  waiting  for  nursing  assistance,  and  the 
time  taken  to  complete  patient’s  records,  consulta- 
tion, and  laboratory  slips. 

Laboratory  and  x-ray  services.  Only  simple 
laboratory  tests,  such  as  blood  counts,  hemoglobin 
estimation,  sedimentation  rate,  peripheral  smear 
examination,  and  so  forth  are  done  in  the  laborato- 
ry. The  laboratory  is  centrally  located  and  is 
staffed  by  4 technicians. 

On  an  average  day  the  laboratory  conducts 
about  130  tests.  When  patients  go  for  laboratory 
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services,  their  charts  are  held  in  a central  place. 
When  the  results  are  ready,  they  are  brought  over 
to  this  place  and  posted  in  the  charts  for  review  by 
the  physician. 

The  x-ray  facility  is  located  outside  the  main 
area  of  outpatient  department  activities.  The  ra- 
diologist’s report  is  recorded  in  a consultation 
form  and  sent  back  with  the  patient  to  the  refer- 
ring physician. 

Patients  returning  from  either  the  laboratory  or 
x-ray  department  come  back  to  the  nurse  respon- 
sible for  holding  their  charts.  She  in  turn  brings 
them  to  the  appropriate  physician. 

Method 

The  study  adopted  the  methodology  described 
in  detail  in  the  Clinic  Self-Evaluation  Manual  de- 
veloped by  Neil  H.  Sims  of  the  Johns  Hopkins 
University  School  of  Medicine.5 

The  usual  pattern  of  patient  flow  in  the  clinic 
was  outlined  (Fig.  1).  Discrete  areas  of  activities 
were  defined.  A time  card  was  designed,  as  shown 
in  Figure  2,  with  space  allocation  to  enter  the  fol- 
lowing information: 

1.  Patient’s  name,  chart  number,  and  date. 

2.  Areas  of  activity  and  times  of  entry  and  exit 
from  these  areas. 

3.  Check  list  of  patient  variables,  such  as  old  or 
new  patient,  seen  by  house  staff  or  attending  physi- 
cian, and  so  forth. 

Patient  flow  during  two  eight-hour  periods  from 
8:00  A.M.  to  4:00  P.M.  was  studied  on  two  differ- 
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FIGURE  3.  Rate  of  patient  flow. 

ent  days.  Two  observers  were  assigned  to  each 
principal  area  of  activity.  The  observers  synchro- 
nized their  watches  at  the  start  of  the  study. 
Every  patient  registering  in  the  clinic  was  issued  a 
time  card,  as  shown  in  Figure  2,  which  he  carried 
with  him  as  he  moved  from  one  area  of  activity  to 
the  next.  The  observers  recorded  each  patient’s 
exact  time  of  entry  to  and  exit  from  defined  areas 
of  activity.  At  the  end  of  study  periods,  the  cards 
were  collected,  and  the  data  on  each  patient  were 
transferred  to  a master  flow  sheet.  The  mean  wait 
and  service  times  for  each  principal  activity  were 
calculated  by  adding  all  wait  and  service  times  for 
these  activities  separately  and  dividing  the  totals 
by  the  number  of  wait  and  service  time  observa- 
tions made  respectively.  Also,  the  average  total 
visit,  service,  and  wait  times  were  calculated  by 
obtaining  the  sum  of  all  individual  total  visit,  ser- 
vice, and  wait  times  and  dividing  it  by  the  number 
of  observations  made.  The  wait/visit  and  the  ser- 
vice/visit ratios  were  obtained  by  dividing  the 
mean  total  wait  and  total  service  times  by  the 
mean  total  visit  time. 

The  average  number  of  patients  arriving  during 
each  two-hour  interval  in  an  eight-hour  period  was 
calculated  and  plotted  on  a graph  (Fig.  3). 

Results 

The  flow  pattern  of  365  children  was  monitored 
during  a sixteen-hour  study  period.  The  data  on 
14  children  had  to  be  discarded  in  final  calculation 
because  of  omissions  in  the  data  collection  Of  the 
remaining  351  patients  294  were  revisit  patients, 
and  57  were  new  patients.  The  mean  total  visit 
time  was  98.2  minutes.  The  mean  total  wait  and 
service  times  were  49.3  and  48.9  minutes  respec- 
tively, giving  an  identical  service/visit  and  wait/ 
visit  ratio  of  0.5.  The  mean  service  time  for  at- 
tending physicians  was  slightly  shorter  than  that 
for  house  officers.  There  was  no  significant  differ- 
ence in  the  physicians’  service  times  for  new  and 
revisit  patients.  The  average  time  for  laboratory 
service,  34.8  minutes,  and  x-ray  service,  49.6  min- 
utes, exceeded  service  time  for  all  other  activities 
(Table  I).  The  average  rate  of  patient  flow  during 


TABLE  I.  Ambulatory  pediatric  service  and  waiting 
times,  Kings  County  Hospital* 


Data 

Time 

(Minutes) 

Mean  total  visit  time 

98.2 

Mean  total  wait  time 

49.3 

Mean  total  service  time 

48.9 

Wait/visit  time  index 

0.5 

Service/visit  time  index 

0.5 

Mean  screening  time 

1.3 

Mean  wait  time  for  registration 

5.0 

Mean  registration  time 

17.6 

Mean  wait  time  for  physician  evaluation 

38.1 

Mean  service  time  for  physician  evaluation 

21.7 

New  patients 

23.3 

Revisits 

21.3 

House  officers 

24.4 

Attending  pediatricians 

20.8 

Mean  wait  time  for  laboratory  service 

24.3 

Mean  service  time  for  laboratory  work 

28.4 

Mean  wait  time  for  x-ray 

12.1 

Mean  service  time  for  x-rays 

41.3 

Mean  wait  time  for  reevaluation 

5.4 

Mean  service  time  for  reevaluation 

6.7 

*Of  365  patients  registered,  351  patients  with  complete  flow/ 
data,  57  new  patients  and  294  revisits. 


TABLE  II.  Ambulatory  pediatric  service  and  waiting 
times;  nonmunicipal  hospital  services  versus  Kings 
County  Hospital 


Type  of  Practice 

Total 

Visit 

Time 

Total 

Service 

Time 

Total 

Wait 

Time 

M.D. 

Service 

Time 

University-based  teaching 

clinic' 

54.4 

16.9 

Solo  private  practice2 

20.8 

4.8 

16.5 

4.8 

Group  private  practice1  >2 

A 

27.5 

6.3 

B 

45.4 

9.6 

C 

23.1 

6.8 

16.3 

6.8 

Community  clinic3 

95.0 

44.0 

51.0 

9.0 

Hospital  clinic2 

81.0 

36.8 

44.2 

15.0 

Kings  County  Hospital 

Center 

98.2 

48.9 

49.3 

21.7 

each  two-hour  interval  reached  its  peak  around 
noontime.  (Fig.  3). 

Table  II  compares  the  wait  and  service  times  for 
patients  at  Kings  County  Hospital  Center  with 
those  documented  for  other  types  of  pediatric 
practice  settings.  These  times  are  substantially 
greater  at  Kings  County  Hospital  Center  than  at 
private  pediatric  offices. 

Comment 

The  need  for  evaluating  operational  efficiency 
and  to  pinpoint  areas  of  inefficiency  and  waste  in 
an  outpatient  service  cannot  be  questioned.  An 
analysis  of  the  patient  flow  pattern  enables  one  to 
understand  and  improve  services.  A method  per- 
mitting a detailed  look  at  the  major  factors  en- 
tailed in  providing  patient  services  has  been  de- 
scribed by  Sims5  in  the  Clinic  Self-Evaluation 
Manual.  Using  some  of  the  techniques  of  this 
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method,  Dubin,  Ambuel,  and  Reeves2  studied  pa- 
tient flow  patterns  in  private  pediatric  offices. 
This  and  similar  studies  look  at  the  operational  ef- 
ficiency of  essentially  low-volume  services.  To 
our  knowledge  no  patient  flow  studies  have  been 
reported  from  high-volume  outpatient  services. 
The  pediatric  ambulatory  service  at  Kings  County 
Hospital  is  one  such  service,  catering  to  the  health 
care  needs  of  an  inner-city  population. 

One  of  the  biggest  concerns  of  patients  utilizing 
these  busy  clinics  is  the  excessive  length  of  time 
required  to  receive  services.  Our  data  on  total  ser- 
vice, wait,  and  visit  times  clearly  underline  this 
concern.  That  these  times  compare  favorably 
with  patterns  documented  for  smaller  hospital 
clinics  is  no  consolation  because  they  are  substan- 
tially greater  than  those  noted  for  most  types  of 
private  practice  settings. 

The  servicervisit  time  ratio  of  0.5  which  reflects 
the  proportion  of  the  mean  total  visit  time  that  is 
spent  by  patients  receiving  services  is  closer  to  the 
lower  end  of  an  arbitrarily  acceptable  range  of  0.4 
to  0.7.  Ideally  most  of  the  visit  time  should  be 
spent  receiving  services  giving  a ratio  closer  to  0.1. 
In  operations  where  walk-ins  form  the  bulk  of  the 
patient  load,  with  highly  variable  patient  arrival 
times,  it  is  difficult  to  achieve  this  without  over- 
staffing  the  service. 

Particularly  disconcerting  is  the  fact  that  the 
physicians’  average  service  time  is  more  than  3 
times  that  observed  in  private  practice.  To  put 
this  in  proper  prospective  a few  factors  should  be 
appreciated.  This  includes  the  time  taken  by  the 
patient  to  undress  before  the  examination  and 
dress  up  after  the  evaluation.  This  happens  be- 
cause the  lack  of  sufficient  room  space  does  not 
allow  physicians  to  move  from  one  room  to  anoth- 
er to  evaluate  an  already  prepared  patient,  a pro- 
cedure normally  followed  in  private  pediatric  of- 
fices. The  majority  of  patients  are  new  to  the  ex- 
amining physician,  calling  for  a detailed  review. 
This  occurs  because  the  rotational  schedule  of 
physicians  and  the  nonappointment  nature  of  the 
clinic  seldom  allows  a patient  to  be  seen  by  the 
same  physician  on  each  visit.  It  is  therefore  not 
surprising  to  note  a lack  of  significant  difference  in 
physicians’  service  time  between  new  and  old  pa- 
tients. 

The  average  service  time  for  laboratory  and 
x-ray  activities  also  seems  to  be  excessively  long  in 
view  of  the  fact  that  the  tests  performed  are  gener- 
ally of  a simple  nature,  such  as  blood  counts,  uri- 
nalysis, chest  x-ray,  and  so  forth.  A closer  look  at 
these  activities  revealed  that  staffing  inadequacy 
and  physical  space  limitations  have  been  contribu- 
tory. 

The  wait  times  for  various  services  are  longest 


during  lunch-break  time  between  12:00  noon  and 
2:00  P.M.  Two  factors  appear  to  be  of  impor- 
tance: the  thinning  of  the  medical  and  paramedi- 
cal staff  during  these  hours  and  a rather  sharp  in- 
crease in  the  patient  flow  rate  immediately  pre- 
ceding the  period.  An  additional  factor  that 
seemed  to  have  contributed  heavily  for  a pro- 
longed prelaboratory  wait  is  the  wait  involved  in 
the  collection  of  urine  specimens  in  small  children. 
On  the  positive  side,  the  mean  service  time  for 
screening,  1.3  minutes,  is  worth  noting.  Distin- 
guishing a sick  child  from  not  too  sick  a child  is  an 
essential  consideration  in  the  operation  of  large 
walk-in  ambulatory  services.6  It  is  gratifying  to 
note  that  the  time  investment  to  perform  this 
valuable  task  constituted  only  a fraction  of  the 
total  service  time. 

Conclusion 

In  conclusion,  the  waiting  and  service  time  pat- 
tern for  patients  in  our  high-volume  clinic  was  not 
very  different  from  that  seen  in  similar  but  smaller 
clinics,  but  these  times  are  substantially  higher 
than  those  for  patients  in  private  pediatric  offices. 
Several  reasons  can  be  offered  that  may  explain 
the  differences.  First,  incentives  for  hospital  clin- 
ic personnel  to  be  more  productive  and  efficient 
are  far  weaker  than  those  built  in  private  prac- 
tices; second,  the  nonappointment  nature  of  the 
clinic  tends  to  work  against  efficient  use  of  time; 
and  finally,  the  lack  of  an  ongoing  personal  rela- 
tionship between  the  patient  and  the  health  care 
staff,  particularly  the  physician,  appears  to  length- 
en service  time. 

In  our  own  clinic,  increasing  the  number  of  per- 
sonnel, at  least  during  certain  times  of  the  day, 
and  expanding  the  physical  area  of  the  clinic 
would  most  likely  reduce  the  wait  and  service 
times.  However,  one  must  be  realistic  in  this  re- 
gard. Attempts  to  accomplish  too-drastic  a reduc- 
tion in  a clinic  with  variable  and  unpredictable  pa- 
tient arrival  times  implies  the  twin  evils  of  over- 
staffing  and  underutilization. 
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Solid  malignant  tumors  of  the  pancreas  have  a 
uniformly  poor  prognosis  regardless  of  therapeutic 
attack.  Pancreatic  cysts,  however,  particularly 
pseudocysts,  can  usually  be  adequately  treated  by 
conservative  methods,  in  most  instances  without 
removal.  In  between  these  two  pathologic  entities 
are  cystic  malignant  tumors  of  the  pancreas. 
These  neoplasms  have  the  important  physical 
characteristics  of  both  of  the  previously  mentioned 
lesions  but  tend  to  be  of  low-grade  malignancy. 
Cystadenocarcinoma  of  the  pancreas,  must,  there- 
fore, be  differentiated  from  the  solid  pancreatic 
tumors  for  successful  therapy.  The  surgical  re- 
moval of  solid  lesions  is  almost  uniformly  ineffec- 
tive, and  the  surgical  removal  of  pseudocysts  is 
usually  not  needed,  since  interval  drainage  alone 
may  suffice. 

An  early  preoperative  diagnosis  of  cystadenocar- 
cinoma of  the  pancreas  followed  by  the  correct 
radical  procedure  should  produce  favorable  results 
in  most  cases.  Because  of  its  rarity,  though,  the 
proper  predperative  and  operative  diagnosis  may 
he  missed.  Only  65  cases  of  pancreatic  cystadeno- 
carcinoma have  been  recorded  up  to  1965.  The 
aim  of  this  report  is  to  add  3 new  patients  to  the 
literature  and  to  discuss  diagnosis,  treatment,  and 
results  obtained. 

Clinical  manifestations 

The  3 new  patients  with  cystadenocarcinoma  of 
the  pancreas  are  similar  to  those  previously  de- 
scribed. All  are  women,  and  all  appeared  with  a 
mass  as  well  as  symptoms  related  to  the  stomach 
and  biliary  tree.  The  tumors  grow  by  local  expan- 


Cystadenocarcinoma of  the  pancreas  is  the  only 
malignant  pancreatic  tumor  that  can  be  success- 
fully treated  surgically.  Death  from  cystadeno- 
carcinoma is  usually  from  local  invasion  of  the 
tumor  rather  than  distant  metastases.  Three  pa- 
tients are  presented,  2 successfully  treated  by  radi- 
cal surgery  and  a third  who  died  from  locally  in- 
vasive tumor.  The  treatment  is  dependent  on 
proper  preoperative  or  intraoperative  diagnosis. 
Even  large  cystadenocarcinomas  may  be  success- 
fully removed;  the  surgeon  must  differentiate  be- 
tween these  and  solid  carcinomas  and  benign  cysts. 


sion  and  slow  invasion,  attaining  a large  size  before 
producing  distant  metastases.  Deaths  related  to 
this  tumor  are  due  more  to  inadequate  surgical  re- 
moval than  to  widespread  metastases. 

Case  reports 

Case  1.  A fifty-four-year-old  white  female  experi- 
enced two  episodes  of  melena  associated  with  dizziness, 
fatigue,  and  palpitations  two  months  prior  to  her  first 
New  York  Hospital  admission.  She  had  been  well  until 
this  time  and  did  not  drink  or  smoke.  On  physical  ex- 
amination, the  patient  was  quite  pale  and  was  found  to 
have  a nontender,  epigastric  mass  approximately  10  cm. 
in  diameter.  Laboratory  studies  showed  marked  ane- 
mia, with  a hematocrit  of  8.5.  Upper  gastrointestinal 
series  showed  compression  of  the  posterior  wall  of  the 
stomach  and  gastroscopy,  with  only  minimal  mucosal  ul- 
ceration. A biopsy  as  well  as  a cytologic  examination 
gave  negative  results  for  tumor.  An  abdominal  sono- 
gram revealed  the  presence  of  an  irregular  solid  mass 
about  7 cm.  in  diameter  in  the  left  upper  quadrant.  It 
appeared  to  be  anterior  to  the  left  kidney,  posterior  to 
the  left  lobe  of  the  liver,  and  medial  to  the  spleen.  This 
was  felt  to  be  most  consistent  with  a primary  pancreatic 
or  adrenal  tumor.  Two  days  after  admission,  the  pa- 
tient underwent  exploratory  laparotomy.  A large  cystic 
mass  was  found  on  the  tail  of  the  pancreas  invading  the 
fundus  of  the  stomach.  The  patient  underwent  removal 
of  the  tumor  which  involved  a proximal  esophagogas- 
trectomy,  splenectomy,  adrenalectomy,  and  subtotal 
pancreatectomy.  No  metastases  were  seen  or  felt  in  the 
liver.  Postoperatively  the  patient’s  course  was  compli- 
cated by  left  lower  lobe  pneumonia  successfully  treated 
with  ampicillin.  She  is  alive  and  well  nine  months  after 
operation. 

Grossly,  the  tumor  was  an  8 by  8-cm.  well-circum- 
scribed, multiloculated  cystic  mass  located  in  the  tail  of 
the  pancreas  and  communicating  with  the  fundus  of  the 
stomach.  On  section,  it  contained  large  amounts  of  mu- 
cinous material,  the  intervening  parenchyma  being  ho- 
mogeneous, pink-white,  and  fibrous.  Numerous  cystic 
cavities  were  noted,  many  containing  abundant  papilla- 
ry structures. 

Case  2.  A fifty-six-year-old  white  female  had  two 
attacks  of  left  abdominal  pain  seven  years  prior  to  her 
first  New  York  Hospital  admission.  In  addition  she  had 
lost  15  pounds  over  a three-month  period.  Except  for 
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FIGURE  1.  Grossly,  cut  surface  of  tumor  from  Case  3 
shows  cystic  spaces  divided  by  tarmish,  relatively  firm 
tumor  tissue.  Tumor  compresses  duodenum  and  erodes 
adjacent  common  bile  duct  resulting  in  perforation. 


pernicious  anemia  treated  with  vitamin  B12  in  1951,  the 
patient  had  been  well  up  until  this  time.  On  examina- 
tion she  was  found  to  have  a firm,  pelvic  mass.  A supe- 
rior mesenteric  arteriogram  showed  an  ill-defined,  soft 
tissue  mass  probably  lying  within  the  mesentery.  At 
exploratory  laparotomy  an  8 by  6-cm.  cystic  lesion  in  the 
head  of  the  pancreas  was  found.  The  cyst  was  aspirat- 
ed, and  the  tissue  fluid  obtained  was  diagnosed  as  con- 
sistent with  pancreatic  cystadenoma.  Postoperatively 
the  patient  did  well  for  two  months,  at  which  time  she 
developed  severe,  intermittent  epigastric  pain  and 
guaiac-positive  clay-colored  stools.  Laboratory  studies 
showed  normal  bilirubin  and  alkaline  phosphatase. 
The  patient  was  reexplored,  and  a mass  was  found  in  the 
head  of  the  pancreas.  She  then  underwent  a duodeno- 
tomy,  pancreaticocystoduodenostomy,  and  gastrostomy. 
The  patient’s  initial  postoperative  course  was  again  un- 
eventful, but  after  one  month  she  developed  right  flank 
pain  and  guaiac-positive  stools.  Consequently,  a pan- 
creaticoduodenectomy, partial  gastrectomy,  and 
transverse  colectomy  were  performed.  Her  postopera- 
tive course  was  complicated  by  deep  vein  thrombosis  of 
the  left  lower  extremity  and  biliary  fistula;  she  is  alive, 
however,  without  evidence  of  disease  at  this  time,  seven 
years  after  her  third  operation.  Gross  examination  re- 
vealed the  surgical  specimen  to  consist  of  stomach,  duo- 
denum, proximal  jejunum,  distal  common  duct, 
transverse  colon,  and  a firm  globoid,  well-circumscribed 
mass  6 cm.  in  diameter  in  the  head  of  the  pancreas.  On 
section,  the  tumor  was  multiloculated,  contained  much 
mucinous  fluid,  and  had  numerous  papillary  projections. 
No  metastases  were  found. 

Case  3.  An  eighty-one-year-old  white  female  was 
well  until  one  month  antemortem,  at  which  time  she  be- 
came jaundiced  and  felt  a large,  right  upper  quadrant 
abdominal  mass.  There  was  anorexia  and  weight  loss 
but  no  pain. 

The  patient  was  pale,  emaciated,  and  febrile.  There 
was  pronounced  hepatomegaly,  and  a large  epigastric 
mass  9 cm.  in  diameter  was  felt.  Laboratory  studies 
showed  marked  anemia,  hyperbilirubinemia,  and  elevat- 
ed alkaline  phosphatase.  Unfortunately,  the  patient  re- 
fused hospitalization  and  expired  shortly  thereafter,  at 
home. 


FIGURE  2.  Tumor  of  Case  3 shows  tall  columnar  tumor 
cells  closely  resembling  those  of  normal  pancreatic  duct. 
Small  clusters  of  moderately  poorly  differentiated  tumor 
cells  present  in  stroma  where  calcium  deposits  also  seen 
(hematoxylin  and  eosin  stain). 


At  autopsy,  there  was  a 9 by  8 by  9-cm.  well-circum- 
scribed, multiloculated  tumor  in  the  head  of  the  pancre- 
as with  erosion  of  the  common  bile  duct  (Fig.  1).  In  ad- 
dition, there  was  massive  biliary  tract  dilatation  with  as- 
cending cholangitis,  cholelithiasis,  and  multiple  hepatic 
abscesses.  There  were  no  metastases  found  anywhere. 

Microscopic  examination.  All  3 tumors  revealed 
similar  histologic  features.  Lining  the  cystic  walls  were 
papillary  structures  lined  with  tall  columnar  epithelial 
cells  that  closely  resembled  normal  pancreatic  duct  epi- 
thelium (Fig.  2).  However,  all  3 tumors  demonstrated 
focal  invasion  of  the  stroma  as  shown  in  Figure  2 which 
is  one  of  the  most  reliable  criterion  for  a diagnosis  of 
carcinoma.  Atypical  tumor  cells  were  focally  present  in 
Cases  1 and  2. 

Comment 

The  rarity  of  cystadenocarcinoma  of  the  pancre- 
as is  again  examplified  by  the  finding  of  only  3 
cases  in  a ten-year  period  at  New  York  Hospital. 
This  represents  approximately  1 to  1.5  per  cent  of 
all  pancreatic  specimens  that  were  examined  dur- 
ing this  time  period.  In  their  review  of  65  cases, 
Becker,  Welsh,  and  Pratt1  found  that  females  out- 
numbered males  and  that  the  patients  were  in  gen- 
eral younger  than  those  who  developed  solid  pan- 
creatic duct  carcinoma.  Most  commonly,  the  pa- 
tients appeared  with  pain  and/or  mass,  followed 
by  less  frequent  symptoms  such  as  weight  loss, 
nausea  and  vomiting,  indigestion,  jaundice  or  as- 
cites, or  gastrointestinal  bleeding.  The  duration 
of  symptoms  ranges  from  months  to  years.  These 
nonspecific  clinical  features  often  make  an  accu- 
rate preoperative  diagnosis  extremely  difficult, 
especially  in  the  presence  of  other  conditions  such 
as  cholecystitis.1  However,  a mass  palpable  on 
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physical  examination,  especially  in  conjunction 
with  signs  of  biliary  tract  obstruction,  should  alert 
the  examiner  to  further  evaluate  its  nature.  With 
the  help  of  roentgenography,  angiography,  or  so- 
nography, one  is  able  to  limit  the  number  of  differ- 
ential diagnoses  to  a few.  The  final  diagnosis  in 
virtually  all  instances  is  by  histologic  examination. 

The  body  and  tail  of  the  pancreas  is  more  com- 
monly involved  than  the  head.  The  majority  of 
tumors  are  usually  large,  ranging  from  5 to  25  cm. 
at  the  time  of  diagnosis.  This,  together  with  the 
long  duration  of  symptoms,  suggests  that  cystade- 
nocarcinoma  is  a slowly  growing  tumor.  Why  this 
tumor  is  so  well  localized  despite  its  long  period  of 
growth  is  not  known.  This  probably  contributes 
to  the  success  of  removal  of  this  tumor  at  an  ad- 
vanced stage  and  its  relatively  favorable  prognosis. 
Cullen,  ReMine,  and  Dahlin2  used  histologic  grad- 
ing to  separate  the  well-differentiated  tumors  from 
the  poorly  differentated  ones  and  found  that  8 tu- 
mors were  grade  I and  9 were  grade  II.  However, 
they  did  not  correlate  the  grading  with  prognosis. 
We  fell  that  the  grading  of  the  type  of  tumor  based 
on  histologic  appearance  is  not  practical,  since 
most  of  the  cystadenocarcinomas  are  composed  of 
well-differentiated,  tall  columnar  epithelium  as 
demonstrated  by  our  cases.  The  importance  of 
recognition  of  the  tall  columnar  cells  in  diagnosing 
the  tumor  is  stressed  by  Becker,  Welsh,  and  Pratt1 
who  considered  this  feature  potentially  malignant. 

The  treatment  for  cystadenocarcinoma  of  the 


Clinical  Clues 

— It  should  always  be  remembered  that  a diabetic  pa- 
tient may  have  any  type  of  coma  which  is  seen  in 
other  patients.  In  a child  it  is  especially  important  to 
rule  out  salicylate  poisoning  for  it  can  closely  resem- 
ble diabetic  coma. 

— If  salicylate  intoxication  is  present,  a nonglucose  re- 
ducing substance  will  be  found  in  the  urine.  If,  on 
the  other  hand,  isopropyl  alcohol,  widely  used  in  anti- 
freeze, is  the  cause  of  coma,  the  serum  is  positive  for 
acetone. 

— The  main  precipitating  factors  in  diabetic  ketoaci- 
dosis are  omission  of  insulin,  27  per  cent;  infection,  18 
per  cent;  gastrointestinal  upset,  8 per  cent;  acute  alco- 
holism, 7 per  cent;  and  overeating,  4 per  cent.  Anoth- 
er 27  per  cent  of  the  patients  are  newly  discovered  to 
be  diabetic,  and  in  7 per  cent  the  cause  cannot  be  de- 
termined. 

— In  diabetic  ketoacidosis  abdominal  tenderness  is 
present  in  about  3 per  cent  of  the  patients  and  should 
not  be  mistakenly  diagnosed  as  an  acute  abdomen  re- 
quiring surgery. 

An  important  infection  which  may  be  seen  in  diabetic 


pancreas,  after  the  diagnosis  is  established,  is  total 
excision  for  several  reasons.  First  and  most  im- 
portant, virtually  all  cystadenocarcinomas  are  well 
localized.  Second,  the  treatment  for  even  benign 
neoplastic  pancreatic  cyst  is  best  accomplished  by 
excision.  Third,  a few  patients  who  were  original- 
ly treated  with  marsupialization  required  a more 
radical  surgery  subsequently,1  and  our  third  pa- 
tient who  refused  surgery  died  of  complications 
secondary  to  obstruction  by  the  tumor.  Usually,  a 
frozen  section  of  the  cystic  wall  is  helpful  in  distin- 
guishing a pseudocyst  from  a neoplastic  one.  Ade- 
quate treatment  may  result  in  long-term  survival, 
as  shown  in  Cases  1 and  2. 

Summary 

Three  new  cases  of  pancreatic  cystadenocarcino- 
ma are  presented.  The  lesion  is  extremely  rare 
but  is  one  of  the  few  malignant  pancreatic  tumors 
that  offer  a reasonable  chance  for  cure  following 
radical  surgical  removal. 

525  East  68th  Street 
New  York,  New  York  10021 
(DR.  THORBJARNARSON)  K 
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patients  is  mucormycosis,  caused  by  saprophytic 
bread  mold.  In  ketoacidotic  patients  the  fungus  ma' 
infect  the  eye  and  rapidly  progress  to  meningoen 
cephalitis  via  the  optic  nerve.  Usually  the  organism  „ 
will  be  found  in  the  nose  of  the  patient,  and  ofteic 
there  will  be  tell-tale  black  necrotic  tissue  in  the  nasa 
cavity.  Amphotericin  B has  been  used  to  treat  the  in 
fection. 

— When  a patient  has  excessive  glycosuria  before  break 
fast,  several  possibilities  may  explain  this,  but  first  h 
should  test  a fresh  specimen  of  urine  after  discardin 
the  overnight  specimen.  Other  possibilities  are  e i 
need  for  a larger  amount  of  total  insulin,  but  it  ma; 
mean  less  insulin  is  required  because  of  nocturnal  hyl 
poglycemia  followed  by  hyperglycemia,  so-called  par  - 
adoxical hyperglycemia. 

— When  the  fasting  blood  sugar  level  is  normal  but  th 
urine  contains  sugar,  even  the  second  voided  spec  > 
men,  one  should  suspect  faulty  emptying  of  the  blac 
der  as  occurs  in  patients  with  a neurogenic  bladder,  B 
not  infrequent  complication  of  diabetes  mellitus. 

NATHANIEL  SHAFER,  M.l 
Assistant  in  Medicine,  Flower  and  Fifth  Avenue  Hospita 
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Primary  Malignant 
Fibrous  Histiocytoma 
of  Bone 

Clinicopathologic  study  of  18  patients 


ANDREW  G.  HUVOS,  M.D. 

New  York  City 

From  the  Department  of  Pathology,  Memorial  Sloan-Kettering 
Cancer  Center 

Since  the  early  1960s  many  studies  dealing  with  a 
new  tumor  entity,  classified  as  fibrous  histiocyto- 
ma or  fibrous  xanthoma,  have  accumulated  in  the 
clinicopathologic  literature.1-5  These  aggressive, 
invasive,  and  frequently  metastasizing  pleomor- 
phic tumors  show  a definite  “storiform”  histologic 
pattern  of  growth  with  the  predominantly  spindle- 
shaped  cells  appearing  in  a pinwheel  or  whorled 
arrangement.  In  some  of  the  pleomorphic  por- 
tions of  the  tumor,  multinucleated  giant  cells  are 
also  featured.  The  deep  soft  tissues  of  the  trunk 
and  thigh  are  the  predominant  sites  of  the  malig- 
nant varieties  of  these  lesions  with  other  sites  of 
occurrence  also  being  reported.2’6-21 

In  a presentation  at  the  fall,  1974,  meeting  of 
the  American  Society  of  Clinical  Pathologists, 
Spanier,  Enneking,  and  Enriquez22  reported  9 
cases  of  primary  bone  tumors  which  allegedly  had 
histologic  features,  allowing  classification  as  ma- 
lignant fibrous  histiocytoma.  Feldman  and  Nor- 
man23 described  9 primary  bone  tumors  which  sat- 
isfied the  histologic  criteria  of  malignant  fibrous 
histiocytoma.  These  cases  have  been  reviewed  by 
R.  Lattes,  M.D.,  and  were  found  to  be  acceptable 
both  histologically  and  clinically.  Their  series  in- 
cluded 11  additional  cases  of  malignant  fibrous 
histiocytoma  of  soft-tissue  origin  with  subsequent, 
secondary  bone  involvement.  Mirra  et  al.2A  de- 
scribed 3 patients  with  malignant  fibrous  histiocy- 
tomas of  bone  occurring  in  association  with  bone 
infarcts.  These  studies  clearly  establish  the  fact 
that  such  tumors  can  arise,  however  rarely,  in 
bone. 

It  is  the  aim  of  this  report  to  present  18  more 
cases  primary  in  bone  to  study  their  biologic  po- 
tential in  correlation  with  their  clinicopathologic 
appearance. 

Materials  and  methods 

Eighteen  patients  with  fibrous  histiocytoma 
presenting  de  novo  primary  bone  involvement 


were  studied  in  the  Department  of  Pathology,  Me- 
morial Sloan-Kettering  Cancer  Center,  including 
outside  consultations.  The  patients  specifically 
selected  for  this  series  had  initially  appeared  with 
skeletal  symptoms.  Cases  with  secondary  bone 
involvement  due  to  direct  extension  or  metastatic 
spread  were  excluded.  The  18  cases  were  ob- 
tained by  screening  all  of  the  available  clini- 
copathologic material  of  primary  malignant  bone 
tumors  previously  classified  as  fibrosarcomas: 
low-,  medium-,  or  high-grade,  anaplastic  varieties, 
all  spindle  and  giant-cell  sarcomas,  primary  malig- 
nant giant-cell  tumors,  and  anaplastic  osteogenic 
sarcomas;  the  period  covered  was  1931  through 
1974  (Table  I).  This  reported  series  is  not  com- 
plete and  is  by  necessity  biased,  since  the  review  of 
giant-cell  tumors  of  bone,  nonossifying  fibromas, 
xanthofibromas,  and  so  forth  on  one  side,  or  fi- 
broblastic osteogenic  sarcomas  on  the  other,  may 
yield  other  acceptable  examples.  No  radiation- 
induced  tumors  or  lesions  occurring  in  association 
with  bone  infarcts  were  included. 

The  patients  ranged  in  age  from  seven  to  fifty- 
seven  years,  with  an  average  of  twenty-eight  years.  I 
There  were  11  men  and  7 women.  Five  patients 
were  children  under  the  age  of  sixteen,  4 girls  and 
1 boy.  There  are  interesting  differences  between 
the  age  distribution  of  the  sexes,  since  most  of  the 
older  patients  were  male  with  an  average  age  of 
thirty-six  years,  compared  with  the  average  female 
age  of  seventeen  years  (Fig.  1).  The  distribution 
of  the  lesions  is  described  in  Figure  2,  with  the 
most  common  locations  being  the  femur  and  the 
tibia.  Only  those  cases  have  been  included  in  this 
series  which  had  adequate  histologic  material,  ei- 
ther in  the  form  of  an  incisional  biopsy,  curettage, 
or  definitive  surgical  ablative  procedure. 

Results 

Roentgenographic  findings.  In  every  case, 
roentgen  evidence  of  bone  destruction  was  demon-  < 
strated  with  the  presence  of  a soft  tissue  mass,  in 
some  instances  at  the  time  of  initial  presentation. 
Ill-defined,  lytic  areas  of  extensive  destruction  by 
internal  bone  erosion  and  cortical  expansion  were 
present.  The  lesions  were  mostly  lytic  and  ap- 
peared moth-eaten,  with  irregularly  mottled  calci- 
fications noted  in  some  instances  within  the  tumor 
tissue  (Figs.  3,  4,  and  5). 

The  radiographic  appearance  in  all  but  one  of 
the  patients  was  that  of  a clearly  malignant  tumor. 
Mottled,  ill-defined  areas  of  bone  destruction, If*  j 
bone  involvement  at  some  distance  from  the  main 
lytic  tumor  mass,  cortical  destruction,  pathologic 
fracture,  and  soft-tissue  extension  indicated  a ma- 
lignant process  (Figs.  6 and  7).  In  1 case,  Case  18 
the  well-circumscribed  lytic  lesion  involved  the 
epiphysis  of  the  left  proximal  tibia  and  appearec 
preoperatively  to  be  a rather  typical  giant-cel 
tumor  which  recurred  five  years  after  curettage. 
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Pathologic  findings.  The  tumors  showed  a 
densely  fibrous,  somewhat  pleomorphic  invasive 
growth,  characterized  by  variable  patterns  in  dif- 
ferent areas.  The  predominantly  spindle-cell  tu- 
mors were  arranged  in  a distinct  storiform  pattern 
(Fig.  8).  The  silver  reticulin  stains  revealed  many 
closely  placed  reticulin  and  collagen  fibers 
throughout  the  tissue.  In  some  areas  no  set  pat- 
tern was  laid  down,  but  the  vascularization  was 
prominent.  The  whorls  of  tumor  cells  were  often 
placed  around  blood  vessels  or  in  matted  aggre- 
gates showing  various  degrees  of  maturation. 
Densely  collagenized  fibrous  areas,  occasionally 
imitating  osteoid,  lay  adjacent  to  fields  of  poorly 
differentiated  spindly,  fibrous  tissue  of  moderate 
to  high  cellularity  (Fig.  9A).  Mitotic  activity  var- 
ied from  occasional  to  numerous  mitotic  figures. 

One  of  the  more  striking  features  was  the  pres- 


Eighteen  patients  with  the  rare  but  distinct  pri- 
mary malignant  fibrous  histiocytoma  of  bone  are 
described.  There  were  11  males  and  7 females 
with  an  average  age  of  thirty-six  and  seventeen 
years,  respectively.  The  most  common  locations  of 
these  tumors  were  the  femur  and  the  tibia.  The 
roentgenographic  findings  of  lytic  destruction  are 
described,  and  pathologic  manifestations,  both 
gross  and  microscopic,  are  illustrated.  The  lesions 
were  treated  mostly  by  major  ablative  surgery, 
yielding  a five-year  survival  rate  of  67  per  cent. 
This  study  provides  further  support  for  the  exis- 
tence of  primary  intraosseous  malignant  fibrous 
histiocytoma  and  offers  a detailed  account  of  this 
neoplasm. 


TABLE  I.  Clinical  course  of  18  patients  with  primary  malignant  fibrous  histiocytoma  of  bone 


Pa- 

tient 

Num-  Age  Location  of  r Diagnosis 


ber 

(Years) 

Sex 

Tumor 

Treatment 

Follow-up 

Clinical 

X-Ray 

Pathologic 

1 

20 

M 

Tibia,  mid 

Amputation 

NED*  2 years 

Fibrosarcoma 

Fibrosarcoma 

Anaplastic  fibro- 
sarcoma 

2 

39 

F 

Tibia,  mid 

Amputation 

NED  20  years 

Not  available 

Not  available 

Osteogenic 

sarcoma 

3 

57 

M 

Tibia,  proxi- 
mal 

Radiation,  cobalt 
60  amputation 

Local  recurrence 
in  2 years;  NED 
6 years 

Osteogenic 

sarcoma 

Fibrosarcoma 

Osteogenic 

sarcoma 

4 

9 

F 

Femur,  distal 

Biopsy  only 

DOD^  2 months 

Osteogenic 

sarcoma 

Not  available 

Spindle-  and 
giant-cell 
sarcoma 

5 

13 

F 

Femur,  distal 

Hip  disarticu- 
lation 

DOD  2 months 

Osteogenic 

sarcoma 

Fibrosarcoma 

Anaplastic  fibro- 
sarcoma 

6 

54 

M 

Femur,  distal 

High  thigh 
amputation 

DOD  5 months 
pulmonary 
metastasis 

Osteogenic 

sarcoma 

Not  available 

Osteogenic 

sarcoma 

7 

16 

M 

Tibia,  mid 

Chemotherapy 
(triple  drug) 

Alive  3 months 

Osteogenic 

sarcoma 

Osteogenic 

sarcoma 

Osteogenic,  fibro- 
sarcomatous 

8 

31 

M 

Ilium 

Hemipelvectomy 

NED  2 years 

Fibrosarcoma 

Fibrosarcoma 

Fibrosarcoma 

9 

21 

M 

Femur,  distal 

Curettage  and 
cryosurgery  3 
times 

NED  5.5  years 

Fibrosarcoma 

Fibrosarcoma 

Low-grade  fibro- 
sarcoma 

10 

24 

F 

Femur,  distal 

Radiation  therapy 
600  r (total  tumor 
dose):  mid- thigh 
amputation;  dis- 
articulation for 
stump  recurrence 

Alive  2 years 

Osteogenic 

sarcoma 

Fibrosarcoma 

Osteogenic 

liposarcoma 

11 

45 

M 

Femur,  proxi- 
mal 

Hemipelvectomy 
preoperative 
radiation  5.880r 

NED  19  years 

Malignant 

giant-cell 

tumor 

Not  available 

Spindle-  and 
giant-cell 
sarcoma 

12 

38 

M 

Femur,  distal 

High  thigh 
amputation 

Died  with 
meta  stases 
2 years 

Osteogenic 

sarcoma 

Osteogenic 

sarcoma 

Spindle-  and 
giant-cell 
sarcoma 

13 

35 

M 

Humerus, 

proximal 

Interscapulo- 

thoracic 

amputation 

DOD  one  year 

Osteogenic 

sarcoma 

Osteogenic 

sarcoma 

Medullary 

spindle-cell 

sarcoma 

14 

7.5 

F 

Femur,  distal 

Hip  disarticula- 
lation;  pulmo- 
nary metastasis 
resected  1 year 
later;  pre-  and 
postoperative 
methotrexate 

Well  one  year 
post- thora- 
cotomy 

Osteogenic 

sarcoma 

Osteogenic 

sarcoma 

Fibrous  histio- 
cytoma 

1 5 

18 

F 

Humerus, 

proximal 

Interscapulo- 

thoracic 

amputation 

DOD  pulmonary 
metastasis  8 
years 

Osteogenic 

sarcoma 

Osteogenic 

sarcoma 

Spindle-  and 
giant-cell 
sarcoma 

16 

36 

M 

Femur,  distal 

High  thigh 
amputation 

Died  of  pulmo- 
nary metasta- 
sis 6 months 

Osteogenic 

sarcoma 

Synovial 

sarcoma 

Spindle-  and 
giant-cell 
sarcoma 

17 

11 

F 

Mandible 

Hemimandibu- 

lectomy 

Solitary  rib 
metastasis 
resected  1 5 
months  later 

Osteogenic 

sarcoma 

Osteogenic 

sarcoma 

Spindle-  and 
giant-cell 
sarcoma 

18 

43 

M 

Tibia,  proxi- 
mal 

Curettage  twice 

Recurrence  5 
years  post 
curettage 

Giant-cell 

tumor 

Giant-cell 

tumor 

Giant-cell 

tumor 

^NED  = No  evidence  of  disease. 
' DOD  = Dead  of  disease. 
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FIGURE  1.  Age  and  sex  distribution  in  decades  of  fibrous 
histiocytoma  of  bone. 


ence  of  many  bizarre,  large  cells  with  hyperchro- 
matic  nuclei  showing  some  anaplasia  with  a few 
abnormal  mitoses  and  nuclear  pyknosis.  Some  of 
the  cells  had  several  nuclei.  All  tumor  cells  had 
faintly  acidophilic,  finely  granular  cytoplasm  with 
spotty  vacuolization  (Fig.  9B).  In  some  foci,  xan- 
thomatous phagocytic  cells  were  present,  the  cyto- 
plasm of  which  exhibited  lipid  material  (Fig.  10). 
Mucicarmine  stains  showed  negative  findings. 
There  was  no  evidence  of  intracellular  fibrils  or  of 
cross-striations. 

In  some  of  the  previously  treated  and  recurrent 
tumors,  dense  fibrosis  and  collagenization  were 
noted,  and  most  of  the  giant  cellular  forms  either 
completely  disappeared  or  were  an  inconspicuous 
feature  (Fig.  9A).  The  tumor  cells  were  com- 
pressed by  these  collagenized  fibrous  bands  while 
showing  occasional  mitoses.  The  silver  reticulin 
stains  showed  fine  fibers  between  the  collagen 
bands,  without  actual  fiber  formation  wrapped 
around  the  cells  themselves.  In  none  of  the  cases 
in  this  series  could  one  identify  osteoid  or  bone 
production,  nor  areas  of  cartilage  or  chondroid 
material  within  the  lesional  tissue. 

The  initial  clinical,  roentgenographic,  and 
pathologic  diagnoses  in  the  18  patients  described 
in  this  series  appear  in  Table  I.  The  preoperative 
clinical  diagnosis  in  all  but  one  instance  was  that 
of  a malignant  tumor,  with  an  osteogenic  sarcoma 
being  most  frequently  entertained.  In  the  preop- 
erative radiographic  diagnosis,  osteogenic  sarcoma 
or  fibrosarcoma  were  most  often  mentioned.  In 
one  case,  in  which  a large  soft  tissue  mass  accom- 
panied the  primary  bone  lesion,  the  radiologist  fa- 
vored a synovial  sarcoma.  The  histologic  diagnos- 
es varied  greatly  and  caused  considerable  discus- 
sion, since  the  lesions  did  not  fit  previously  de- 
scribed categories.  This  was  manifested  by  the 
fact  that  7 of  the  18  cases  were  sent  as  consulta- 
tions to  Memorial  Sloan-Kettering  Cancer  Center 


Mandible 

1 

Humerus  (prox.) 

2 

Ilium 

1 

Femur 

(prox.) 

1 

(distal) 

8 

Tibia 

(prox.) 

2 

(distal) 

3 

Total 

18 

FIGURE  2.  Location  of  18  fibrous  histiocytomas. 


from  other  institutions.  The  most  frequent  histo- 
logic diagnoses  rendered  were  spindle-  and  giant- 
cell sarcoma,  osteogenic  sarcoma,  and  fibrosarco- 
ma. 

Treatment.  While  the  histologic  examination 
of  these  tumors  revealed  them  to  be  malignant, 
this  was  confirmed  by  subsequent  biologic  behav- 
ior, since  the  tumors  destroyed  bone,  broke 
through  the  cortex,  and  extended  into  surrounding 
soft  tissues.  One  patient  who  received  preopera- 
tive radiotherapy  by  a cobalt  60  unit  sustained  a 
local  recurrence  within  two  years.  In  other  pa- 
tients receiving  preoperative  radiation,  a lack  of 
significant  response  was  promptly  noted,  necessi- 
tating subsequent  surgical  ablation.  Major  ampu- 
tations yielded  the  best  overall  curative  results. 
Contrary  to  malignant  fibrous  histiocytomas  of 
soft-tissue  origin,  the  lesions  primary  in  bone  did 
not  metastasize  to  regional  lymph  nodes.  The 
metastatic  spread  in  the  patients  was  that  of  the 
hematogenous  dissemination  predominantly  to  the 
lungs. 

All  these  patients  were  treated  at  various  medi- 
cal institutions  from  1931  through  1974,  and  this 
information  is  summarized  in  Table  I.  Amputa- 
tion, disarticulation,  and  hemipelvectomy  were  the 
preferred  methods  of  primary  treatment.  In  2 
cases,  curettage  coupled  with  cryosurgery  was  per- 
formed. In  one  case,  only  a biopsy  was  done,  since 
the  patient’s  disease  was  too  far  advanced  at  the 
time  of  initial  presentation.  One  patient,  Case  7, 
is  currently  under  preoperative  chemotherapy, 
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consisting  of  high-dose  methotrexate  with  citrovo- 
rum  factor  rescue,  doxorubicin  hydrochloride  (Ad- 
riamycin),  and  vincristine;  this  is  the  therapeutic 
regimen  now  employed  at  our  institution  for  chil- 
dren with  osteogenic  sarcoma.  This  patient  will 
undergo  an  en  bloc  resection  of  his  tumor  with  im- 
mediate prosthetic  bone  replacement.  Three  pa- 
tients received  preoperative  radiotherapy. 

Figure  11  describes  the  survival  rate  of  patients 
following  treatment.  It  should  be  noted  that 
within  two  years  the  survival  rate  precipitously  de- 
creases. There  are  2 long-term  survivors,  alive 
nineteen  and  twenty  years  respectively  after  treat- 
ment. The  five-year  survival  rate  in  this  limited 
number  of  patients  is  67  per  cent. 

Comment 

The  vast  majority  of  tumors  with  probable  his- 
tiocytic derivation,  irrespective  of  whether  they 


FIGURE  3.  Case  3.  (A)  Slightly  expansile  lytic  lesion 

within  distal  femoral  shaft  with  irregularity,  thinning,  and  fi- 
nally cortical  disruption.  (B)  Periosteal  overgrowth  also 
present. 


are  benign  or  malignant,  arise  in  soft  tissues  or 
skin.2’3’6'9’14  Numerous  terms  are  assigned  to 
these  lesions,  among  which  are  fibrous  xanthoma, 
xanthofibroma,  or  sclerosing  hemangioma  for  the 
essentially  benign  variants,  and  malignant  fibrous 
histiocytoma,  malignant  fibrous  xanthoma,  or  xan- 
thosarcoma  as  the  more  prevalent  terms  employed 
for  those  with  a biologically  malignant  course. 
Several  detailed  clinicopathologic  reviews  exist 
which  describe  the  manifold  histologic  appear- 
ances of  these  tumors,  underlining  the  currently 
more  accepted  concept  that  these  lesions,  although 
different  in  many  respects,  are  indeed  similar  as 
far  as  their  histogenesis  is  concerned.2,4-  ’20  Con- 
vincingly acceptable  data  from  several  studies, 
using  techniques  of  histology  and  tissue  culture  as 
well  as  electronmicroscopy,  point  to  the  tissue  his- 
tiocyte as  a common  denominator  and  the  cell  of 
origin  in  these  tumors. 11,25-27  The  unique  peculi- 
arity of  these  lesions  is  that  they  share  mutual 
traits  of  histiocyte-like  and  fibroblast-like  cells  ap- 
pearing at  the  same  time  in  the  same  neoplasm.  It 
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is  beyond  the  scope  of  this  article  to  delve  further 
into  the  detailed  discussion  on  histogenesis  which 
was  dealt  with  in  a recent  review.26 

The  manifold  light  microscopic  appearances  of 
malignant  fibrous  histiocytomas  have  been  de- 
scribed in  many  previous  publications.  In  all  the 
18  cases  presented  here,  the  tissues  examined  dis- 
played both  fibroblast-like  and  histiocyte-like 
components.  The  spindle-shaped  fibroblastic  ele- 
ments often  grew  in  a storiform  pattern  considered 
to  be  peculiar  to  many  of  these  lesions.  The  his- 
tiocytic components  manifested  themselves  in  bi- 
zarre, pleomorphic  nuclei  surrounded  by  a vacu- 
olated foamy  cytoplasm.  Touton  types  of  multi- 
nucleated  giant  cells  and  occasional  foamy  xantho- 
matous cells  were  also  observed.  Since  we  are 
dealing  with  only  18  cases  in  this  series,  it  would 
seem  unrewarding  to  try  to  subclassify  these  le- 
sions into  fibrous  xanthomas,  fibrous  histiocyto- 
mas, or  histiocytomas,  since  varied  histologic  pat- 
terns have  been  found  within  the  same  tumor,  and 
any  such  assignment  would,  therefore,  be  arbitrary 
according  to  the  predominant  growth  pattern. 

In  the  microscopic  differential  diagnosis  of  these 
lesions  one  has  to  rule  out  primary  or  secondary  fi- 
brosarcoma of  bone.  The  presence  of  a homoge- 


neous, predominantly  spindle-shaped  cell  popula- 
tion, a herringbone  growth  pattern,  and  a uniform 
ground  substance  production  all  help  to  identify 
the  lesion  as  a fibrosarcoma.  Since  pleomorphic 
rhabdomyosarcomas,  liposarcomas,  or  malignant 
mesenchymomas  occur  extremely  rarely  as  pri- 
mary bone  tumors,  these  possibilities  should  really 
be  of  no  special  concern.  However,  de  novo  pri-  ft 
mary  malignant  giant-cell  tumors  of  bone  cause  a 
real  problem  in  the  microscopic  differential  diag- 
nosis, since  one  of  the  microscopic  patterns  de- 
scribed in  the  soft-tissue  tumors  of  probable  his- 
tiocytic origin  is  “malignant  giant  cell  tumor  of 
soft  parts.”  ' Some  consider  primary  malignant 
giant-cell  tumors  of  bone  as  variants  of  anaplastic 
osteogenic  sarcoma,  while  others  believe  that  the 
histologic  evaluation  or  “grading”  of  giant-cell  tu- 
mors of  bone  depends  on  the  stromal  component 
of  the  lesion.  It  is  emphasized  by  those  who  stud- 
ied such  malignant  tumors  that  the  overall  clini- 
copathologic  picture  is  that  of  a conventional 
giant-cell  tumor  with  the  added  feature  of  stromal 
nuclei  showing  frequent  and  abnormal  mitoses.28' 

32  In  the  frankly  malignant  giant-cell  tumors  of 
bone,  sometimes  designated  as  Grade  III  lesions, 
the  stromal  character  is  that  of  a definite  fibrosar- 
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FIGURE  5.  Case  17.  Specimen  radiograph  of  large  ex- 
pansile radiolucent  lesion  with  honeycombed  cortical  dis- 
ruption of  right  mandibular  angle. 


coma  with  a typical  herringbone  pattern  and  few 
typical  giant  cells.  The  strict  separation  of  malig- 
nant fibrous  histiocytomas  of  bone  from  malignant 
giant-cell  tumors  or  anaplastic  osteogenic  sarco- 
mas with  a prominent  giant-cell  component  may 
at  times  be  artificial  or  impossible  since  these  tu- 
mors can  share  very  similar  characteristics. 

Since  there  are  many  examples  of  benign  fibrous 
histiocytomas  in  soft  tissues,  it  may  be  pointed  out 
that  benign  counterparts  arising  in  bone  are  also  a 
real  possibility,  and  such  lesions  as  nonossifying  fi- 
bromas and  xanthofibromas  could  be  regarded  as 
benign  tumors  of  fibrous  histiocytic  origin. 

1275  York  Avenue 
New  York,  N.Y.  10021 
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FIGURE  6.  Case  13.  Extensive  ill-defined  area  of  dif- 
fuse destruction  of  upper  shaft  of  right  humerus  with 
pathologic  fracture. 
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FIGURE  9.  (A)  Storiform  pattern  retained  in  recurrent  tumor  which  is  markedly  collagenized.  (B)  Markedly  anaplastic 

histiocytic  pattern  with  multinucleated  tumor  giant  cells.  (Hematoxylin  and  Eosin  Stain) 
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FIGURE  10.  (A)  Typical  field  of  xanthoma  cells  in  fibrous  histiocytoma  (hematoxylin  and  eosin  stain).  (B)  Huge  lipid 

laden  Touton-type  giant  cells  in  fibrous  histiocytoma  (hematoxylin  and  eosin  stain,  original  magnification  X 200). 
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FIGURE  11.  Survival  following  treatment  in  16  patients. 
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Since  1958,  the  Veterans  Administration  has  ac- 
cepted a major  responsibility  for  the  investigation 
of  means  to  improve  the  outlook  for  survival  of  pa- 
tients with  inoperable  cancer  of  the  lung.  To  this 
end  the  VALG  (Veterans  Administration  Lung 
Study  Group)  initiated  a series  of  13  consecutive 
national  protocols  in  the  last  sixteen  years,  testing 
the  therapeutic  efficacy  on  life  extension  of  radia- 
tion therapy  and  a number  of  chemical  agents,  old 
and  new.1-13 

These  studies,  involving  as  many  as  26  large  VA 
hospitals,  were  all  controlled  and  randomized.  All 
of  the  patients  were  male,  and  in  all  cases  there 
was  histologic  or  cytologic  proof  of  bronchogenic 
carcinoma.  The  pathologic  classification  adopted 
was  that  of  the  World  Health  Organization.13  The 
percentage  of  patients  surviving  the  monthly  in- 
tervals following  the  start  of  therapy  was  em- 
ployed to  compare  the  efficacy  of  the  different 
therapeutic  regimen  studies  because  of  the  large 
number  and  short  survival  of  patients  with  nonre- 
sectable  lung  cancer.  More  than  95  per  cent  will 
have  succumbed  to  their  disease  by  the  end  of  the 
second  year.  Nearly  8,000  cases  have  already  been 


TABLE  I.  VALG  protocols  for  limited  disease 
(localized  but  inoperable) 


Protocol 

Number 

Procedure 

1 

No  radiotherapy 

2 

Radiotherapy  versus  nitrogen  mustard, 
testosterone  propionate,  delta-one-testolo- 
lactone,  fluoxymesterone  (Halotestin), 
placebo 

3 

Radiotherapy  versus  nitrogen  mustard,  chlor- 
ambucil, cyclophosphamide  (oral),  placebo 
(lactose) 

4 

Radiotherapy  versus  intravenous  cyclophos- 
phamide, oral  cyclophosphamide,  placebo 
(lactose) 

5 

Radiotherapy  versus  intravenous  cyclophos- 
phamide, placebo 

6 

Radiotherapy  versus  hadacidin,  placebo 

7 

Radiotherapy  versus  cyclophosphamide 
(first  intravenously,  then  oral),  radio- 
therapy and  placebo  (first  intravenously, 
then  oral),  radiotherapy  and  cyclophos- 
phamide (first  intravenously,  then  oral) 

8 

Radiotherapy  versus  cyclophosphamide 
(first  intravenously,  then  oral),  radio- 
therapy and  cyclophosphamide  (first  intra- 
venously, then  oral) 

9 

Radiotherapy  versus  cyclophosphamide 
(first  intravenously,  then  oral),  radio- 
therapy and  cyclophosphamide  (first  intra- 
venously, then  oral) 

10 

Radiotherapy  versus  cyclophosphamide 
(first  intravenously,  then  oral),  radio- 
therapy and  cyclophosphamide  (first  intra- 
venously, then  oral) 

11 

Radiotherapy  versus  BCNU 

12 

No  radiotherapy  (no  limited-disease 
patients) 

13 

Radiotherapy  versus  radiotherapy  and  CCNU 
and  hydroxyurea 

entered  into  these  protocols,  2,000  with  “limited 
disease”  and  6,000  with  “extensive  disease.” 

We  have  defined  limited  disease  as  inoperable 
or  nonresectable  tumor  limited  to  one  hemithorax, 
without  distant  metastasis,  and  of  a dimension 
which  can  he  completely  encompassed  in  a reason- 
able treatment  volume.  The  patient  must  be  in 
fairly  good  condition,  fully  acceptable  for  treat- 
ment by  the  radiation  oncologist  as  well  as  by  the 
medical  oncologist.  This  group  forms  the  princi- 
pal basis  for  this  report  on  the  radiation  oncology 
section  of  the  VALG  (Table  I). 

All  other  patients  not  meeting  these  criteria 
were  placed  in  the  extensive  disease  group  and 
were  randomized  among  a variety  of  chemical 
agents,  employed  singly  and  in  combination. 
Within  each  group,  both  limited  and  extensive,  the 
assigned  therapeutic  regimen  was  randomized  by 
the  statistician  from  sealed  envelopes  at  a remote 
station.  Statistical  support  was  provided  by  the 
statistical  laboratory  at  the  University  of  the  State 
of  New  York  at  Buffalo. 

In  the  early  1960s,  very  few  of  our  participating 
institutions  had  supervoltage  equipment  available. 
Nevertheless,  a high  standard  of  quality  was  set 
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Of  all  the  solid  malignant  tumors,  cancer  of  the 
lung  remains  one  of  the  most  formidable  and  un- 
yielding. In  this  country,  with  the  annual  death 
toll  rapidly  approaching  80,000,  it  has  already 
taken  on  the  dimensions  of  a national  calamity. 
For  nearly  two  decades  the  VALG  (Veterans  Ad- 
ministration Lung  Cancer  Group)  has  carried  on 
an  unrelenting  research  effort,  in  13  sequential 
controlled  treatment  protocols  of  national  scope, 
to  improve  the  outlook  for  survival  of  the  2,000 
male  patients  with  inoperable,  yet  localized  dis- 
ease. Radiation  therapy  was  randomized  with  an 
inert  compound  and  with  a variety  of  chemical 
agents,  alone  and  in  combination.  A significant 
but  distressingly  small  gain  in  life  span,  measured 
in  weeks,  was  achieved  with  radiation  therapy. 
Certain  chemical  agents,  notably  cyclophospha- 
mide, nitrogen  mustard,  CCNU,  and  RCNU  have 
had  a similar  effect.  Radiotherapy  plus  cyclo- 
phosphamide appear  to  have  an  advantage  over 
radiation  alone.  However,  more  than  95  per  cent 
of  the  patients  in  all  of  the  protocols  died  of  their 
disease  by  the  end  of  the  second  year,  and  only  1 
per  cent  lived  to  the  fifth  year.  Of  particular  in- 
terest is  the  observation  that  the  initial  perfor- 
mance status  has  proved  to  be  one  of  the  most 
valuable  and  dependable  predictive  factors  in 
prognosis.  The  objectives  and  proposed  design  of 
ongoing  and  future  protocols  have  been  described. 


and  met  in  the  conduct  of  planning  and  delivery  of 
treatment.  Today,  high-energy  machines  are 
available  to  all,  principally  in-house  or  through 
contract  arrangements  with  affiliated  radiation 
centers  and  consulting  radiation  oncologists. 
Simulators,  transverse  tomograph  units,  and  other 
auxiliary  equipment  are  employed  for  treatment 
planning  where  available.14 

Radiation  therapy  versus  chemical  agents 

At  the  outset,  it  was  generally  agreed  that  radia- 
tion therapy  did  provide  significant  and  some- 
times dramatic  relief  from  distress  and  disability 
in  the  management  of  patients  with  inoperable 
cancer  of  the  lung.15-18  Nitrogen  mustard  offered 
similar  benefits.18-20  Nevertheless,  there  was  no 
general  agreement  and  no  controlled  studies  to  in- 
dicate that  any  therapeutic  agent  had  a beneficial 
effect  on  the  survival  of  such  patients.  We  felt 
fully  justified,  therefore,  in  the  use  of  an  inert 
compound  as  a therapeutic  control  in  the  first  7 
protocols  (Table  I).  An  outstanding  advantage  of 
such  controlled  studies  is  the  ready  availability  of 
valid  data  on  the  survival  experience  of  patients 
who  did  not  receive  definitive  therapy.3  In  the 
subsequent  protocols,  radiation  and  cyclophos- 
phamide (Cytoxan)  were  used  as  the  reference  reg- 
imen, because  these  modalities  showed  some  pro- 
longation of  survival.5  All  patients  were  provided 
with  intensive  supportive  treatment  including  an- 
tibiotics, transfusions,  and  other  helpful  measures 
when  needed. 

Radiation  therapy  was  administered  in  nearly 
all  cases  through  fixed  portals,  multiple  for  ortho- 
voltage beams,  and  paired,  opposing  anterior-pos- 
terior, in  supervoltage  therapy.  A tumor  dose  be- 
tween 4,000  rads  minimum  and  5,000  rads  maxi- 
mum was  delivered  in  daily  fractions  of  150  to  200 
rads,  five  days  per  week,  in  four  to  five  weeks. 
More  radical  dose  levels,  5,500  to  6,000,  could  not 
be  seriously  considered  because  of  concern  for  the 
integrity  of  the  normal  lung  when  large  treatment 
volumes  are  required,  especially  with  orthovoltage 
therapy.  Corrections  for  tissue  inhomogeneity 
were  not  required.  Radiation  therapy  was  inter- 
rupted only  when  demanded  by  the  patient’s  con- 
dition, skin  reactions,  and  radiation  sickness,  but 
no  severe  morbidity  has  been  encountered  from 
therapy  from  cobalt  60,  linear  accelerators,  and  be- 
tatrons. 

Although  our  primary  interest  in  all  protocols 
was  extension  of  life,  meaningful  data  were  collect- 
ed on  the  natural  history  of  the  disease  and  impor- 
tant prognostic  factors  such  as  cell  type,  duration 
of  disease  before  treatment,  extent  of  disease,  rate 
of  tumor  growth,  and,  especially,  the  initial  perfor- 
mance status  on  the  Karnofsky  scale  (Table  II).21 
These  data  are  reported  in  detail  elsewhere.2-4 

Limited-disease  patients  were  tested  against  an 
inactive  compound,  alkylating  agents,  androgenic 


agents,  and  the  nitrosoureas.  In  all  of  these  stud- 
ies, the  survival  benefit  of  radiation  was  better, 
but  this  effect  was  distressingly  small,  measured  in 
weeks,  and  noted  only  in  patients  with  squamous- 
cell tumors  and  adenocarcinoma.7-12  Patients 
with  undifferentiated  small-cell  tumors  did  not 
benefit  in  survival  through  radiation  therapy,  de- 
spite the  fact  that  their  local  tumor  response  was 
often  striking.  When  irradiated  patients  were 
compared  with  controls  receiving  only  lactose  tab- 
lets, the  median  survival  was  twenty-one  weeks 
and  sixteen  weeks  respectively.  At  the  end  of  one 
year  after  treatment,  only  18.2  per  cent  of  the 
treated  group  were  alive,  compared  with  13.9  per 
cent  of  the  controls.6,11  Cyclophosphamide  and 
nitrogen  mustard  showed  an  effect  on  life  span 
comparable  to  radiation  therapy.7-12 

We  observed  a unique  cell-type  correlation  in 
the  response  of  these  alkylating  agents.  Patients 
with  poorly  differentiated  cancer  survived  longer 
with  cyclophosphamide  treatment,  while  those 
with  squamous  lesions  did  best  with  nitrogen  mus- 
tard. Radiotherapy  was  next  tested  against  the 
nitrosourea,  BCNU  (1,3  bis  2-chlorethyl-nitro- 
sourea),and  provided  a median  survival  rate  great- 
er than  twice  that  of  the  drug-treated  group. 
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TABLE  II.  Performance  status — Karnofsky  scale 


Criteria  and  Numerical 
Rate 

Performance  Status 

Able  to  carry  on  normal 
activity;  no  special 
care  needed 
100 

Normal;  no  complaints, 

90 

no  evidence  of  disease 
Able  to  carry  on  normal 

80 

activity;  minor  signs  or 
symptoms  of  disease 
Normal  activity  with 

Unable  to  work;  able  to 
live  at  home,  care  for 
most  personal  needs; 
varying  amount  of 
assistance  needed 
70 

effort;  some  signs  or 
symptoms  of  disease 

Care  for  self;  unable  to 

60 

carry  normal  activity 
or  to  do  active  work 
Requires  occasional 

50 

assistance,  but  able  to 
care  for  most  of  needs 
Requires  considerable 

Unable  to  care  for  self; 
requires  equivalent  of 
institutional  or  hos- 
pital care;  disease  may 
be  progressing  rapidly 
40 

assistance  and  frequent 
medical  care 

Disabled;  requires  special 

30 

care  and  assistance 
Severely  disabled;  hos- 

20 

pitalization  indicated, 
although  death  not 
imminent 

Very  sick;  hospitalization 

10 

necessary;  active  sup- 
portive treatment 
necessary 

Moribund,  fatal  processes 

0 

progressing  rapidly 
Dead 

Of  unusual  interest  is  the  finding  that  the  clini- 
cal condition  of  the  patient  at  the  outset,  the  ini- 
tial performance  status,  proved  to  be  one  of  the 
most  reliable  predictive  factors  in  prognosis. 
There  was  a consistent  linear  relationship  between 
long  survival  and  the  performance  rating.2 

It  is  important  to  emphasize  that  no  patient  is 
denied,  when  it  is  needed,  the  significant  palliative 
benefits,  subjective  and  objective,  of  ionizing  ra- 
diation. These  include  alleviation  of  pain,  resto- 
ration of  bronchial  patency,  control  of  hemor- 
rhage, improvement  of  pulmonary  function,  and  so 
forth. 

Radiotherapy  versus  combined  therapy 

The  persistently  favorable  effect  on  survival  of 
cyclophosphamide,  comparable  to  radiation,  led  us 
to  consider  combined  therapy,  testing  radiation 
and  cyclophosphamide  versus  radiation  alone. 


This  combination  offered  the  best  medical  survival 
time,  33.7  weeks,  but  only  for  squamous-cell  can- 
cer. 

In  the  search  for  new  and  more  effective  drugs 
to  be  utilized  in  concert  with  radiotherapy  versus 
radiotherapy  alone,  protocol  13  was  designed  and 
activated  in  April,  1972,  involving  radiotherapy 
plus  CCNU  (l-(2-chloroethyl)-3-cyclohexyl-l-ni- 
trosourea,  a nitrosourea)  100  mg.  per  square  meter 
by  mouth  every  six  weeks,  and  hydroxyurea,  1 Gm. 
per  square  meter  by  mouth  twice  a week,  versus 
radiotherapy  alone.  These  agents  are  given  con- 
currently with  radiation  and  continued  afterward. 
Since  supervoltage  therapy  is  now  available  to  all 
of  our  participating  hospitals,  the  tumor  dose  was 
raised  to  the  5,000  to  5,500-rad  level  to  include  all 
evident  tumor  in  the  lung.  Patients  whose  disease 
shows  progression  after  eighteen  weeks  of  the  drug 
treatment  are  given,  if  clinical  status  permits,  dox- 
orubicin hydrochloride  (Adriamycin),  25  mg.  per 
square  meter  intravenously  daily  for  three  days 
every  twenty-one  days,  for  at  least  4 courses  and 
continued  until  the  patient  shows  more  progres- 
sive disease.  The  total  dose  is  not  to  exceed  60 
mg.  per  square  meter.  There  are  now  195  patients 
in  this  protocol,  but  not  yet  enough  for  a signifi- 
cant statistical  assessment. 

Future  studies 

In  protocol  15,  the  investigation  of  the  limited- 
disease  group  will  undertake  the  following  objec- 
tives: (1)  to  determine  optimum  dose-time  rela- 

tionships for  local  control  and  the  relative  influ- 
ence of  local  control  on  survival;  (2)  to  study  the 
patterns  of  failure,  local,  regional,  or  distant;  (3)  to 
determine  the  influence  of  maintenance  chemo- 
therapy on  this  pattern;  and  (4)  to  search  for  fac- 
tors which  will  permit  pretreatment  selection  or 
stratification  in  future  studies  of  carcinoma  of  the 
lung. 

Limited-disease  cases  will  be  randomized  in  two 
stages.  The  first  stage  will  consist  of  randomiza- 
tion to  one  of  two  dose-time  options:  intensive, 

4,200  rads  per  15  fractions  per  five  weeks,  or  con- 
ventional, 5,000  rads  per  25  fractions  per  five 
weeks,  for  treatment  of  the  primary  tumor  and  re- 
gional nodes,  to  be  followed  by  prophylactic  low- 
dose  irradiation  of  the  entire  brain,  2,000  rads  per 
10  fractions  per  two  weeks.  Only  supervoltage 
therapy  will  be  employed.  No  patient  with  an  ini- 
tial performance  rating  of  less  than  50  per  cent  will 
be  accepted  in  this  protocol,  on  the  basis  of  the 
profound  influence  of  initial  clinical  performance 
on  response  to  therapy  and  survival  demonstrated 
in  our  earlier  protocols.2  Treatment  failures,  such 
as  local  recurrence,  regional  metastases,  or  distant 
metastases,  will  be  entered  in  the  current  exten 
sive  disease  protocol,  employing  chemical  regi 
mens.  The  chemotherapy  regimen  has  4 arms 
(1)  cyclophosphamide  alone;  (2)  cyclophospha 
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mide  plus  CCNU;  (3)  cyclophosphamideplusdoxo- 
rubicin  hydrochloride;  and  (4)  CCNU  plus  doxoru- 
bicin hydrochloride. 

A secondary  investigative  arm  in  protocol  15  is 
to  study  the  relationship  of  immunoreactive 
ACTH  (adrenocorticotropic  hormone)  plasma  lev- 
els in  relation  to  diagnosis,  prognosis,  and  benefit 
of  therapy.  The  ubiquitous  presence  of  immuno- 
reactive ACTH  in  patients  with  both  primary  and 
metastatic  cancer  of  the  lung  offers  an  exciting 
new  area  of  investigation.  More  than  50  per  cent 
of  patients  with  lung  cancer  have  been  shown  to 
have  high  titers  of  immunoreactive  ACTH  which 
drop  after  effective  surgery  or  radiation  treat- 
ment.22,23 

Another  arm  in  protocol  15  will  be  the  employ- 
ment of  a battery  of  skin  tests  to  establish  the  pa- 
tient’s cell-mediated  immune  status  as  a prognos- 
tic variable  to  correlate  with  survival,  response  to 
treatment,  and  the  clinical  manifestations  of  the 
disease.  These  tests,  including  DCNB  (2,4-Dini- 
trochlorobenzene),  will  be  made  before  and  after 
treatment. 

Comment 

For  sixteen  years,  in  13  sequential  protocols  al- 
ready involving  2,000  patients,  the  VALG  has  pur- 
sued the  elusive  goal  of  extending  life  in  male  vet- 
erans with  inoperable  cancer  of  the  lung.  Their 
grim  odds  for  survival  are  best  expressed  in  the 
figures  for  survival  of  1,279  such  patients  in  proto- 
cols 1 to  8,  of  whom  only  48,  or  3.8  per  cent,  lived 
two  years  and  only  1 per  cent  to  the  fifth  year.  Of 
3,413  patients  with  extensive  disease  in  the  same 
period,  only  1.4  per  cent  survived  two  years.  Ra- 
diation therapy,  notably  supervoltage,  alkylating 
agents,  principally  cyclophosphamide  and  nitro- 
gen mustard,  and  the  nitrosoureas,  especially 
CCNU  and  BCNU,  have  a significant  but  distress- 
ingly small  beneficial  effect  on  survival  when  em- 
ployed alone  or  in  combinations  in  patients  in  the 
limited-disease  group. 

Clearly,  local  therapy,  such  as  surgery  or  super- 
voltage radiation,  can  only  be  expected  to  influ- 
ence the  survival  of  patients  with  sharply  limited 
local  disease  of  a well-differentiated  cell  type  and 
demonstrating  a high  initial  performance  status. 
However,  the  majority  of  patients  with  broncho- 
genic carcinoma,  when  first  seen,  are  already  inop- 
erable because  of  extensive  local  disease  and  me- 
tastases,  or  prove  to  have  nonresectable  tumor  on 
thoracotomy. 

Occult  disease,  both  local  and  extrathoracic, 
must  surely  have  been  far  greater  than  the  visible 
portion  if  we  are  to  explain  the  poor  results  of  ra- 
diotherapy. Our  postmortem  data  in  nearly  4,000 
autopsies  reveal  that  94  per  cent  of  patients  with 
undifferentiated  small-cell  cancer  die  with  dissem- 
inated disease,  while  56  per  cent  with  squamous- 
cell carcinomas  and  11  per  cent  of  the  adenocarci- 


nomas remain  localized  until  death.  Further,  in  a 
controlled  study  of  preoperative  radiation,  4,000  to 
5,000  rads  in  four  to  five  weeks  in  clinically  oper- 
able patients,  the  VASAG  (Veterans  Administra- 
tion Surgical  Adjuvant  Group)  reported  that  al- 
though the  local  disease  was  sterilized  in  fully  30 
per  cent  of  the  patients,  nearly  all  of  these  have 
since  died  of  recurrent  and  disseminated  cancer, 
and  no  beneficial  influence  of  radiation  on  survival 
was  recorded.24 

Systemic  chemotherapy,  in  alliance  with  local 
radiotherapy,  would  appear  to  have  a better 
chance  of  slowing  growth  and  prolonging  life. 
However,  all  of  these  agents  we  have  tried  have 
had  only  a minimal  and  transient  effect  similar  to 
radiation  therapy.  It  has  become  perfectly  clear, 
as  experience  has  demonstrated  with  other  solid 
tumors,  that  more  combination  chemotherapy  reg- 
imens must  be  fashioned  and  tested,  using  more 
effective  agents  with  different  actions  and  toxicity. 

In  the  design  of  the  radiologic  arms  in  future 
protocols,  the  attack  must  be  extended  to  the  com- 
monest major  sites  of  dissemination  and  sanctu- 
aries such  as  the  central  nervous  system  and  the 
liver.  Serious  consideration  will  be  given  to  ma- 
nipulation of  the  dose-time-fractionation  system 
to  improve  the  tumor  response.  This  may  include 
split-course  or  even  pulsed  dose  schedules  to  en- 
hance tumor  reoxygenation.  Newer  chemical  and 
biologic  agents  may  be  applied  to  potentiate  the 
cancerocidal  effect  of  radiation.  New  techniques 
will  be  adopted  to  minimize  the  risk  to  the  lung 
parenchyma  and  its  vascular  support  as  well  as  to 
the  pericardium.  Superior  imaging  systems  will 
be  utilized  to  display  to  maximum  advantage  the 
precise  localization  of  the  deep-seated  tumor  and 
its  regional  nodes.  The  smaller  the  target  treat- 
ment volume,  the  higher  and  the  more  effective 
the  tumor  dose  that  can  be  safely  delivered.  Com- 
puter-controlled treatment  planning,  delivery,  sur- 
veillance, and  verification  systems  will  be  made 
available  to  all  of  our  treatment  centers  as  soon  as 
feasible.  Finally,  the  patient’s  own  immune  de- 
fense mechanism  may  soon  be  exploited  to  his 
maximum  benefit,  in  combination  with  ionizing 
radiation. 

In  the  meantime,  we  will  proceed  with  ongoing 
protocols  in  an  orderly  and  sequential  manner,  in 
alliance  with  the  medical  oncology  group,  explor- 
ing for  more  meaningful  benefit  in  survival  time  as 
well  as  quality.  Most  of  us  believe  that  progress 
in  this  disease  will  be  made  in  a stepwise  fashion, 
and  each  forward  move  will  be  dependent  on  the 
strength  and  accuracy  of  the  preceding  advance. 

Cancer  of  the  lung  is  rapidly  approaching  the  di- 
mensions of  a national  calamity  in  this  country, 
with  more  than  80,000  cases  predicted  for  1976, 
the  year  of  our  nation’s  bicentennial.  The  majori- 
ty will  be  inoperable  when  diagnosed,  with  no  out- 
look for  cure  through  surgery.  The  value  of  radia- 
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tion  and  of  drugs  in  prolonging  life  to  a meaningful 
extent  for  the  inoperable  patients  has  not  yet  been 
established.  Current  research  by  many  national 
cooperative  groups,  by  no  means  insignificant, 
may  flatten  the  rising  curve  of  cancer  deaths,  but 
shows  little  promise  of  a breakthrough  that  will 
halt  the  upward  trend,  let  alone  reverse  it.  Even 
taking  the  most  optimistic  view  of  future  radiolog- 
ic techniques,  these  will  be  of  no  value  to  those  pa- 
tients whose  disease  has  already  disseminated  at 
the  time  of  diagnosis.  Even  to  make  a serious  be- 
ginning on  the  control  of  lung  cancer  will  require 
major  advances  in  detecting  the  disease  as  well  as 
treating  it,  but  above  all,  in  preventing  it. 
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QUESTION  195.  What  is  the  diagnosis?  Tracing  (A)  was  a routine  record  obtained  from  a sixty-eight-year-old 
woman.  The  second  tracing  (B)  was  obtained  following  hospitalization  for  acute  pleuritic  chest  pain. 
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QUESTION  196.  This  tracing  was  obtained  four 
days  following  cardiac  surgery  to  repair  a stenotic  mi- 
tral valve.  What  is  the  interpretation? 
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ELUCIDATION 


Question  195.  Tracing  (A)  shows  regular  sinus 
rhythm  with  a QRS  widened  to  0.16  second.  The 
terminal  S wave  in  lead  I,  aVl,  V5,  and  V6  and  ter- 
minal R wave  in  aVr  and  V]  are  classic  manifesta- 
tions of  right  bundle  branch  block.  The  second 
tracing  shows  a marked  change  in  frontal  plane 
mean  electrical  axis.  It  is  now  strikingly  right- 
ward  with  a significantly  smaller  R wave  in  lead  I 
and  tall  R wave  in  lead  III  and  aVf.  In  addition,  T 
is  deeply  inverted  in  V3  to  Vg.  The  development 
of  marked  right-axis  deviation  in  the  presence  of 
right  bundle  branch  block  suggests  posterior  hemi- 


block.  However,  in  this  patient,  the  abnormality 
appeared  during  the  course  of  multiple  acute  pul- 
monary emboli.  It  therefore  appeared  more  likely 
that  it  was  secondary  to  acute  cor  pulmonale  rath- 
er than  posterior  hemiblock.  The  P wave  in  lead 
II  is  somewhat  peaked,  suggesting  P pulmonale 
but  is  not  diagnostic.  The  T-wave  changes  in  the 
precordial  leads  are  nonspecific  and  could  be  due 
to  ischemia. 

Question  196.  The  rhythm  is  regular  sinus 
rhythm.  The  tracing  shows  a depressed  P-R  seg- 
ment in  leads  I,  III,  aVf,  and  elevation  of  the  P-R 
segment  in  aVr.  ST  is  elevated  in  leads  I,  III,  and 
aVf.  The  P-R  segment  abnormalities  have  been 
reported  to  occur  when  there  is  atrial  pericarditis, 
although  other  forms  of  atrial  abnormality  can 
produce  such  changes.  The  S-T  elevations  are 
consistent  with  classic  pericarditis  and  are  not  un- 
commonly seen  in  the  immediate  postoperative 
period  following  heart  surgery. 


T.V.  replaces  M.D. 

Doctors,  listen  to  my  call 
Tear  your  shingles  off  the  wall 
No  need  to  show  off  your  M.D. 

To  take  your  place  there’s  now  T.V. 

If  you  think  my  words  disturbing 
Turn  on  your  set  and  hear  the  blurbing. 
You’ll  find  there’s  not  a single  ill 
For  which  they  do  not  have  a pill. 

Backache  ills — take  Doan’s  Pills 
Insomnia  wrecks — there’s  Sominex 
For  headaches  brethren — take  Excedrin 


Nervous — Compoz;  Sleepy — No  Doz 
No  need  sufferin — just  take  Bufferin. 
If  you  wish  to  cough  no  more 
Rush  and  get  Vick’s  44 
Itching,  bleeding  from  the  rear 
Relax  pals!  Preparation-H  is  here. 

And  so  on  and  on  it  goes 
To  cure  all  ills  from  head  to  toes. 

Now  Doctor,  I’m  sure  you’ll  agree 
That  there’s  no  need  for  you  and  me 
’Though  our  motives  are  commendable 
It’s  plain  to  see  we  are  expendable. 


MARTIN  MARKOWITZ,  M.D.,  President,  Medical  Society  of 

the  County  of  King’s 

(Reprinted  with  permission  of  the  author  and  Distaff,  published  by  the  Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York,  Inc.) 
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One  of  the  more  serious  complications  of  the 
IUD  (intrauterine  device)  is  perforation  of  the 
uterus  which  has  been  reported  to  occur  once  in 
every  2,500  insertions  or  0.4  per  1,000.  This  is  re- 
ported by  Tietze  and  Lewit,1  collecting  data  on  the 
experience  of  31,767  women  followed  for  a total  of 
546,787  women-months.  Uterine  perforation  usu- 
ally occurs  or  is  started  with  partial  puncture  of 
the  myometrium  during  insertion.  Perforations 
occur  more  frequently  if  the  IUD  is  inserted  by  in- 
experienced personnel  or  in  a soft,  recently  gravid 
uterus,  or  when  a springed,  inflexible  inserter  is 
employed.  The  rate  of  perforation  depends  on  the 
following  factors:  careless  sounding  of  the  uterus, 
hasty  insertion,  failure  to  insert  the  device  in  the 
plane  of  the  uterine  lumen,  and  neglecting  to  use  a 
tenaculum  to  hold  the  uterus  steady  and  to 
straighten  the  uterine  cavity  and  canal.  Most  per- 
forations are  asymptomatic  and  are  discovered 
during  routine  examination  or  at  the  time  of  deliv- 
ery or  abortion.  Although  the  closed  devices,  such 
as  the  Birnberg  bow  or  rings,  have  been  associated 
with  serious  sequelae  such  as  intestinal  obstruc- 
tion and  subsequent  strangulation,  no  such  associ- 
ation has  been  found  with  closed  devices. 

Double  perforation  is  extremely  rare.  Van- 
Praagh,  Munsick,  and  Murdoch2  reported  a dou- 
ble, silent  perforation  of  a puerperal  uterus  with 
Lippes  loops.  At  laparotomy  both  were  found  to 
be  imbedded  in  the  omentum.  Ratnam  and  Yin3 
have  reported  on  2 patients  each  of  whom  had  one 


Lippes  loop  in  the  peritoneal  cavity  and  one  in  the 
uterus;  in  other  cases,  a patient  had  two  Lippes 
loops  in  the  peritoneal  cavity,  and  another  patient 
was  reported  to  have  two  Lippes  loops  in  the  uter- 
ine cavity  with  no  visible  threads. 

McLeod,4  Scutchfield  and  Long,5  and  Goldstein 
and  Ackerman6  each  reported  1 case  of  an  extra- 
uterine  IUD,  Lippes  loop,  located  within  the  leaves 
of  the  broad  ligament.  Rosen,  Pond,  and  Kilgore' 
reported  2 cases  of  complete  uterine  perforation 
with  the  Daikon  shield.  In  1 case,  the  IUD  was 
enmeshed  in  the  omentum,  and  in  the  second  case, 
the  Daikon  shield  was  found  within  the  seromus- 
cular coat  of  the  ileum.  Double  uterine  perfora- 
tion with  the  Daikon  shield  has  not  been  reported. 

Case  report 

A twenty-six-year-old  asymptomatic  nulliparous 
female  appeared  for  a general  checkup.  She  had 
taken  oral  contraceptives  for  the  last  nine  months. 
History  revealed  that  a small  Daikon  shield  had 
been  inserted  by  her  physician  one  year  earlier. 
Since  the  IUD  tail  could  not  be  visualized  four 
w’eeks  later,  it  was  assumed  that  it  had  been  ex- 
pelled without  her  knowledge.  A second  Daikon 
shield  was  then  inserted.  The  absence  of  the  tail 
of  the  second  IUD  was  noticed  a month  later. 
With  assumption  of  another  IUD  expulsion,  she 
was  placed  on  oral  contraceptives  by  her  physi- 
cian. No  x-ray  studies  were  performed.  She  stat- 
ed that  in  both  instances,  IUD  insertion  had  been 
very  painful.  X-ray  films  of  the  pelvis  and  abdo- 
men showed  2 Daikon  shields,  one  in  the  area  of 
the  left  pelvic  brim  and  the  second  one  in  the  pel- 
vis, but  to  the  left  of  the  midline  (Fig.  1).  Sound- 
ing of  the  uterus  revealed  the  presence  of  only  one 
short  IUD  tail.  In  the  operating  room,  the  cervi- 
cal canal  was  dilated,  and  the  uterine  cavity  was 
explored.  No  IUD  was  found  in  the  uterus.  At 
operation,  one  Daikon  shield  was  found  embedded 
in  the  left  broad  ligament  with  its  tail  entering  the 
posterior  uterine  wall.  The  perforation  site  was  a 
minute  elevated  red  area  in  the  posterior  uterine 
wall  close  to  the  cervix.  The  second  Daikon  shield 
could  only  be  palpated  enmeshed  in  the  peritone- 
um covering  the  left  pelvic  brim.  Both  IUDs  were 
removed  with  sharp  and  blunt  dissection.  No 
other  pathologic  findings  were  noted.  Postopera- 
tive course  was  uneventful. 

Comment 

In  this  case,  failure  to  rule  out  the  extrauterine 
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FIGURE  1.  X-ray  film  of  pelvis  demonstrating  2 extra- 
uterine  Daikon  shields.  One  located  in  area  of  left  para- 
metrium and  other  one  overlying  left  iliac  crest. 


presence  of  the  first  IUD  before  inserting  a second 
represented  an  error  in  judgment.  It  should  have 
been  suspected  both  times,  especially  since  the  pa- 
tient was  unaware  of  their  expulsion. 

Insertion  of  an  IUD  is  a relatively  simple  proce- 
dure and  should  usually  be  free  from  complica- 
tions. While  the  type  of  device  and  the  mode  of 
insertion  are  directly  related  to  the  frequency  of 
perforation,  the  commonest  causes  of  perforation 
are  incompetence,  carelessness,  and  ungentle  or 
hasty  handling  by  the  person  performing  the  in- 
sertion. There  are  relatively  few  symptoms  fol- 
lowing the  perforation  of  a uterus  with  an  inserter. 
Therefore,  the  patient  cannot  alert  the  operator 
after  the  usual  perforation.  Spontaneous  expul- 
sion of  the  IUD  may  occasionally  occur  especially 
in  the  first  four  months  after  insertion  and  during 
menstruation.  Many  expulsions  go  unnoticed.  It 
is  therefore  very  important  to  schedule  the  first 
checkup  visit  in  about  four  to  six  weeks  after  in- 
sertion and  instruct  the  patient  to  feel  the  string 
with  her  finger  prior  to  intercourse.  At  the  time 
of  checkup,  if  the  threads  of  IUD  are  not  visible  in 
the  cervix,  it  frequently  indicates  that  the  IUD  has 
been  expelled.  This  may  also  he  that  the  threads 


were  cut  too  short  at  the  time  of  IUD  insertion  and 
that  the  device  can  be  found  within  the  cervical 
canal  by  exploration  with  the  uterine  forceps.  In 
the  absence  of  pregnancy,  the  tail  may  have  been 
drawn  inside  the  uterus  since  the  device  can  be 
moved  by  the  spontaneous  contractions  of  the  my- 
ometrium. A proper  cannula  or  IUD  hook  may 
bring  the  missing  threads  down  again.  If  the 
threads  are  found  to  be  too  short,  the  device 
should  be  removed  and  a new  one  reinserted  leav- 
ing the  threads  projecting  at  least  5 cm.  from  the 
external  os.  In  case  of  a missing  IUD,  a second 
one  should  never  be  inserted  until  the  location  of 
the  first  one  is  verified  and  it  is  removed. 

Dhall,  Dhall,  and  Gupta8  found  that  18  per  cent 
of  women  with  retracted  strings  have  perforation. 
Correct  diagnosis  should  be  made  by  exploring  the 
uterine  cavity  with  uterine  sound,  radiography 
with  a uterine  sound  in  place,  or  by  hysterogram. 
In  some  clinics,  ultrasonography  is  used  for  IUD 
localization. 

Removal  of  an  ectopic  IUD  may  be  done  by  la- 
paroscopy, culdotomy,  or  laparotomy.  Laparosco- 
py for  this  purpose  seems  safer  and  is  associated 
with  fewer  side-effects  than  laparotomy.  An  ec- 
topic closed  device  should  be  removed  without 
delay.  On  the  other  hand,  removal  of  an  ectopic 
open  device  depends  on  the  judgment  of  the  physi- 
cian in  charge.  Some  psychological  problems  may 
be  caused  by  the  knowledge  of  the  prolonged  pres- 
ence of  an  intraperitoneal  foreign  body,  which  may 
also  cause  intra-abdominal  adhesion  formation. 
Obstruction  could  occur  if  a loop  of  small  bowel 
were  incorporated  in  the  mass  of  omentum  or  fi- 
brous tissue  which  might  eventually  encapsulate 
the  device.  It  is  unlikely  that  the  device  could 
perforate  the  bowel  or  bladder. 

In  cases  where  the  IUD  is  located  in  the  broad 
ligament  and  string  is  still  present  in  the  uterus, 
there  may  be  intra-abdominal  contamination  with 
bacteria  from  the  cervix  or  endometrial  cavity. 

A questionnaire  survey  of  the  Fellows  of  the 
American  College  of  Obstetricians  and  Gynecolog- 
ists in  1967,  as  reported  by  Scott,9  revealed  10 
deaths  due  to  IUD  insertion.  Four  deaths  from 
inflammation  were  related  to  IUD  insertion;  in  4 
other  deaths,  relationship  was  doubtful.  In  2 
deaths  from  amniotic  fluid  embolism,  any  rela- 
tionship to  coexisting  perforation  could  only  be 
conjectural.  In  short,  if  complications  are  to  be 
avoided  during  the  simple  insertion  of  an  IUD,  one 
must  adhere  to  a careful  technique.  Safety  steps 
include  a careful  bimanual  examination,  grasping 
the  cervix  with  a tenaculum  and  applying  down 
ward  traction  to  correct  flexion  deformities  of  th< 
uterus,  sounding  the  uterus  gently,  and  in  genera 
using  all  instruments  with  gentleness  and  asepti< 
technique.  A careful  follow-up  schedule  should  hi 
set  by  the  physician  or  the  clinic  to  make  absolute 
ly  clear  to  the  IUD  user  that  she  is  welcome  to  re 
turn  at  any  time  for  consultation  about  any  ad 
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verse  effects  or  problems  she  may  have  experi- 
enced. These  are  the  basic  safeguards  against  se- 
rious complications  and  even  death  due  to  IUD  in- 
sertion. 

Summary 

The  only  known  case  of  double  uterine  perfora- 
tion with  the  Daikon  shield  IUD  has  been  present- 
ed. At  laparotomy,  2 IUDs  were  found  in  broad 
ligament  and  abdomen.  Safe  methods  of  IUD  in- 
sertion and  follow-up  are  discussed.  Literature 
pertaining  to  uterine  perforation  by  IUD  and  indi- 
cations and  methods  of  surgical  intervention  for 
removal  of  ectopic  IUDs  are  discussed. 

Skyline  Towers 
43-70  Kissena  Boulevard 
Flushing,  New  York  1 1355 


The  oath  of  “Mrs.  Hippocrates” 

I will  willfully  and  cheerfully  relinquish  ninety-nine 
per  cent  of  my  husband’s  time  so  that  he  may  fervently  and 
faithfully  engage  in  the  practice  of  medicine. 

I will  willfully  and  cheerfully  allow  my  gourmet  mast- 
erpieces to  overheat  while  my  husband  is  fervently  and 
faithfully  engaged  in  the  practice  of  medicine. 

I will  willfully  and  cheerfully  set  aside  my  Parisienne- 
designed  gown  and  sit  by  the  fireside  while  my  husband  is 
fervently  and  faithfully  engaged  in  the  practice  of  medi- 
cine. 
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I will  willfully  and  cheerfully  sit  in  the  car  outside  of  the 
hospital — to  the  tune  of  "Be  back  in  a minute  dear!”  while 
my  husband  is  fervently  and  faithfully  engaged  in  the 
practice  of  medicine. 

I will  willfully  and  cheerfully  reply  when  our  children  ask 
“Mommy,  who  is  that  man?” — “Children,  that  is  your 
father  who  is  fervently  and  faithfully  engaged  in  the 
practice  of  medicine.” 

MARJORIE  P.  HEWLETT 
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Suppuration  of  a myoma  is  a very  rare  complica- 
tion of  a very  common  tumor.  In  1945,  Miller1  re- 
ported a case  and  reviewed  the  literature.  Bed- 
rosian,  Gabriels,  and  Hengerer2  reported  a rup- 
tured suppurating  myoma  and  partially  reviewed 
the  literature  of  this  complication.  Ricci3  cited  5 
reports  of  suppurating  fibroids  perforating  the  ab- 
dominal wall.  All  of  these  cases  occurred  during 
the  nineteenth  century.  Kelly  and  Cullen4  re- 
ported a fairly  extensive  experience  with  suppu- 
rating interstitial  and  subperitoneal  myomata,  but 
had  no  instances  of  abdominal  wall  perforation. 
No  cases  of  suppuration  of  a myoma  with  perfora- 
tion through  the  abdominal  wall  have  been  re- 
ported during  the  twentieth  century.  The  fol- 
lowing case  report  illustrates  this  rare  complica- 
tion of  a suppurating  myoma. 

Case  report 

A fifty-nine-year-old  nulliparous,  diabetic  black 
woman  was  admitted  to  Bellevue  Hospital  with  a 
history  of  malaise  and  weight  loss  of  one  year’s  du- 
ration. One  week  before  admission,  copious  quan- 
tities of  purulent  material  began  draining  from  the 
left  lower  quadrant  of  her  abdomen.  Examination 
revealed  a cachetic  woman  appearing  chronically 
ill  whose  temperature  was  101 . 4°F.  An  indurated 
area  6 cm.  in  diameter  in  the  left  lower  quadrant  of 
the  abdomen  was  draining  purulent  material 
through  several  tracts.  The  entire  lower  abdomen 
and  part  of  the  right  upper  quadrant  was  filled 
with  hard,  irregular  masses  attached  to  the  uterus. 
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FIGURE  1.  Barium  enema  showing  extrinsic  constrictior 
of  sigmoid  colon.  Note  multiple  areas  of  calcification  in  fi 
broids  throughout  pelvis. 


Initial  culture  of  the  drainage  grew  Proteus,  En- 
terobacteriaceae,  and  a Clostridium.  Antibiotic 
therapy  with  penicillin  and  streptomycin  was 
started.  Necrotic  skin  over  the  left  lower  quad- 
rant was  excised,  revealing  purulent  drainage 
through  the  underlying  rectus  muscle. 

Abdominal  x-ray  films  showed  diffuse,  fluffy 
calcifications  throughout  the  abdomen.  An  intra- 
venous pyelogram  revealed  right  hydroureter,  and 
a barium  enema  showed  extrinsic  constriction  ol 
the  sigmoid  colon.  Sigmoidoscopic  examinatior 
was  normal  to  25  cm  (Fig.  1).  At  laparotomy,  e 
large  myomatous  uterus  was  found  with  multiple 
dense  adhesions  to  bowel.  A large  suppurating 
pedunculated  myoma  was  walled  off  from  the  peri 
toneal  cavity  by  adhesions  to  bowel.  This  myorm 
had  pointed  and  drained  from  its  distal  tip  to  th< 
anterior  abdominal  wall  and  was  draining  ou 
through  the  rectus  muscle.  A total  abdomina 
hysterectomy  and  bilateral  salpingo-oophorectom; 
were  performed. 

The  patient’s  postoperative  course  was  unevent 
ful.  The  drainage  immediately  ceased,  and  th 
wound  closed  rapidly.  At  a hospital  visit  thre 
months  postoperatively,  she  was  in  good  healt 
and  was  gaining  weight. 

Pathologic  description 

The  specimen  removed  at  laparotomy  consiste 

i i 


FIGURE  2.  Section  adjacent  to  site  of  drainage  in  pedun- 
culated leiomyoma  showing  degenerating  bands  of  smooth 
muscle  associated  with  acute  and  chronic  inflammatory 
reaction  (hematoxylin  and  eosin  stain). 

of  the  uterus  with  attached  ovaries  and  fallopian 
tubes.  The  total  weight  was  3,750  Gm.  The  con- 
tour of  the  uterine  corpus  and  endometrial  cavity 
was  grossly  distorted  by  numerous  well-circum- 
scribed tumor  masses.  These  varied  in  size  from  1 
to  15  cm.  in  diameter  and  were  intramural  and 
subserous  in  location.  The  largest  pedunculated 
tumor  at  the  point  of  attachment  to  the  abdominal 
wall  had  a necrotic  center  filled  with  purulent, 
foul-smelling  material.  While  its  general  consis- 
tency was  firm,  there  were  numerous  softer,  spon- 
gy areas,  which  appeared  hemorrhagic  or  necrotic 
on  section.  Focal  areas  of  degeneration  were 
present  in  many  of  the  other  tumor  masses,  but 
there  was  no  other  abscess  formation,  and  most  of 
the  tumors,  microscopically,  had  a whorled  archi- 
tecture. The  endometrial  cavity  was  markedly 
distorted.  The  ovaries  and  fallopian  tubes  were 
not  remarkable.  The  cervix  was  normal. 

Microscopic  examination  revealed  no  significant 
abnormality  in  the  cervix,  mural  myometrium,  or 
- endometrium.  Sections  of  numerous  tumor  mass- 
es revealed  interlacing  bundles  of  smooth  muscle 
with  areas  of  fibrosis,  calcification,  and  resolving 
; hemorrhage.  The  tumor  mass  with  the  necrotic 
eenter  was  composed  of  extensive  leukocytosis  in 
degenerating  masses  of  smooth  muscle  (Fig.  2). 

3omment 

There  are  three  possible  routes  by  which  infec- 
:ion  can  involve  a myoma: 

Q’,S 

1.  Direct  extension  from  the  uterine  cavity,  most 

likely  to  occur  either  postpartum,  postabortal,  or  fol- 
lowing intrauterine  manipulation.  This  is  probably 
r the  most  common  route  of  infection  in  submucous  fi- 
■T  broids.  These  tumors,  because  of  their  proximity  to 

if 


the  uterine  cavity,  are  much  more  likely  to  be  trauma- 
tized and  infected  than  are  the  subserous  tumors. 

2.  Extension  of  the  infection  from  adjacent  struc- 
tures, for  example,  from  pelvic  inflammatory  disease, 
from  the  bowel,  or  from  the  appendix.  This  route 
usually  involves  subserous  or  interstitial  tumors  and 
is  likely  to  have  been  the  source  of  infection  in  the 
case  presented. 

3.  Secondarily,  via  the  blood  stream  or  lymphatic 
channels  from  a distant  site  of  infection.  This  mode 
of  extension  is  difficult  to  establish,  and  if  infection 
from  the  uterine  cavity  or  from  adjacent  structures 
cannot  be  demonstrated,  such  instances  might  better 
be  classified  as:  “Infection,  source  unknown.” 

In  none  of  the  cases  where  bacteriologic  studies 
were  performed  have  Clostridia  been  identified  in 
the  exudate  from  the  myoma.  Postpartum  clostrid- 
ial infection  occasionally  occurs,  and  submucous 
fibroids  might  become  infected  during  the  course 
of  a clostridial  septic  abortion.  Clostridial  infec- 
tion in  a pedunculated  serous  fibroid  in  the  non- 
pregnant  state  is  truly  a singular  occurrence.  In 
reported  cases  with  suppurating  myomata,  the 
most  common  organisms  present  have  been  colon 
bacilli,  streptococci,  and  staphylococci.  One  case 
of  gonococcus  has  been  noted.  Most  patients  who 
develop  suppuration  of  a myoma  will  manifest  a 
much  more  acute  illness  than  did  the  patient  re- 
ported here.  It  has  been  noted  that  the  patient 
with  suppuration  usually  experiences  sharp  stab- 
bing pains  over  the  tumor  with  subsequent  symp- 
toms depending  on  the  direction  in  which  the  in- 
fection spreads.  With  rupture  of  a suppurating 
myoma,  acute  peritoneal  signs  rapidly  develop.  It 
is  likely  that  in  this  patient  the  suppurating 
myoma  became  attached  to  the  abdominal  wall 
prior  to  its  rupture  and  that  the  pus  excavated  di- 
rectly through  the  abdominal  wall  without  con- 
taminating the  peritoneal  cavity. 

Although  suppuration  in  a myoma  was  relatively 
rare  before  the  antibiotic  era,  it  is  very  likely  that 
it  will  become  even  less  frequent.  The  liberal  use 
of  antibiotics  for  various  pelvic  infections  as  well 
as  the  more  aggressive  approach  to  fibroids  of 
more  than  moderate  size  should  virtually  elimi- 
nate instances  of  suppuration. 
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Amebiasis  is  not  rare  in  New  York  City  and  New 
York  State.  According  to  statistical  data  from  the 
Bureau  of  Acute  Communicable  Disease  Control 
of  the  State  of  New  York  Department  of  Health, 
several  hundred  to  over  1,000  cases  of  amebiasis 
are  reported  annually,  mainly  from  New  York 
City.  Fatalities  have  been  few  (Table  I).  Over  a 
period  of  three  years,  we  have  studied  4 cases  of 
invasive  amebiasis,  3 with  both  colitis  and  liver  ab- 
scess, which  were  not  initially  recognized.  The 
patients  were  originally  treated  for  nonspecific  en- 
terocolitis or  viral  hepatitis.  The  delay  in  diagno- 
sis and  therapy  no  doubt  contributed  to  complica- 
tions and  to  the  fatal  outcome  in  2 cases,  and 
prompts  this  report. 

Case  reports 

Case  1,  A twenty-nine-year-old  Turkish  male 
came  to  the  United  States  two  months  before  he 
was  first  seen  in  the  emergency  room  of  the  City 
Hospital  at  Elmhurst  with  complaints  of  malaise, 
fatigue,  fever,  sore  throat,  and  abdominal  pain  of 
five  days’  duration.  He  was  febrile,  103°F.,  and 
his  throat  was  congested.  The  chest  and  abdomi- 
nal findings  were  unremarkable.  The  white 
blood-cell  count  was  18,000  per  cubic  millimeter, 
the  hemoglobin  12.2  Gm.  per  100  rnl.,  and  the  he- 
matocrit 40.  Acute  bronchitis  was  diagnosed,  an- 
tibiotics and  antipyretics  were  prescribed,  and  he 
was  sent  home.  He  returned  four  days  later  with 
pain  in  the  right  upper  quadrant,  nausea,  vomit- 
ing, diarrhea  10  times  daily,  and  mild  jaundice. 
He  was  found  to  have  an  enlarged  tender  liver  4 
cm.  below  the  right  costal  margin.  A tentative  di- 
agnosis of  viral  hepatitis  was  made.  After  hospital 
admission,  liver  abscess  was  suspected,  and  a he- 


TABLE  I.  Reported  amebiasis  cases  and  deaths, 
New  York  State,  1950  to  1972* 


Year 

r 

New 

York 

City 

Cases 

Rest 

of 

State 

Total 

New 

York 

City 

•Deaths 

Rest 

of 

State 

Total 

1950 

431 

108 

539 

3 

10 

13 

1951 

732 

84 

816 

0 

2 

2 

1952 

883 

80 

963 

1 

5 

6 

1953 

900 

45 

945 

2 

4 

6 

1954 

845 

64 

909 

9 

2 

11 

1955 

726 

63 

789 

1 

1 

2 

1956 

908 

61 

969 

5 

2 

7 

1957 

913 

35 

948 

1 

3 

4 

1958 

1,142 

27 

1,169 

0 

3 

3 

1959 

1,106 

26 

1,132 

1 

7 

8 

1960 

1,108 

25 

1,133 

1 

6 

7 

1961 

836 

22 

858 

3 

3 

6 

1962 

931 

23 

954 

0 

3 

3 

1963 

896 

24 

920 

4 

3 

7 

1964 

1,039 

21 

1,060 

1 

7 

8 

1965 

969 

28 

997 

3 

2 

5 

1966 

1,204 

18 

1,222 

0 

2 

2 

1067 

1,686 

14 

1,700 

1 

3 

4 

1968 

1,654 

24 

1,678 

0 

1 

1 

1969 

1,499 

37 

1,536 

3 

1 

4 

1970 

1,582 

24 

1,606 

1 

1 

2 1 

1971 

1,351 

17 

1,368 

3 

3 

6 

1972 

962 

26 

988 

*Data  courtesy  of  A.  R.  Hinman,  M.D.,  Assistant  Commis- 
sioner for  Epidemiology  and  Preventive  Health  Services,  State  of 
New  York  Department  of  Health. 


patic  scan  showed  a large  cold  area  in  the  right 
lobe.  An  infected  Echinococcus  cyst  was  suspect- 
ed on  the  basis  of  his  nationality.  Needle  aspira-  : 
tion  was  not  attempted  because  of  the  danger  of 
intraperitoneal  dissemination.  Laboratory  exami- 
nation revealed  a serum  alkaline  phosphatase  of  21 
King-Armstrong  units,  total  bilirubin  1.7  mg.  pei 
100  ml.,  serum  glutamic  oxaloacetic  transaminasf 
245  Karmen  units,  serum  glutamic  pyruvic  trans  < 
aminase  102  Karmen  units,  and  lactic  dehydroge 
nase  625  Wroblewsky  units.  He  was  treated  witf 
sodium  cephalothin  (Keflin)  and  ampicillin,  2 Gm 
each  every  six  hours  orally,  for  the  first  two  days 
On  the  third  hospital  day,  he  developed  peritonea 
signs,  and  a laparotomy  was  performed.  A rup 
tured  amebic  liver  abscess  was  found,  and  he  wa: 
placed  on  emetine  hydrochloride,  30  mg.  twice  i j 
day  intramuscularly,  chloroquine  phosphate,  25< 
mg.  twice  a day  by  mouth,  and  erythromycin,  25* 
mg.  4 times  a day  by  mouth.  Pathologic  examina 
tion  of  the  liver  abscess  showed  necrotic  tissu 
with  many  trophozoites  and  fibroblastic  reactio 
in  the  abscess  wall  (Fig.  1).  The  patient  recovere 
uneventfully  and  was  discharged  one  month  afte 
surgery.  After  discharge,  emetine  hydrochlorid 
and  chloroquine  hydrochloride  were  discontinuec 
and  he  was  placed  on  metronidazole  (Flagyl),  25 
mg.,  four  times  a day,  for  another  ten  days.  H 
was  last  seen  in  follow-up  one  and  one-half  yeai 
after  the  surgery,  at  which  time  he  was  in  goo 
health. 
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FIGURE  1.  Case  1.  Liver  abscess  with  many  tropho- 
zoites and  abscess  wall  with  fibroblastic  reaction  and  lym- 
phocytic infiltration  (original  magnification  XI 42). 


Case  2.  A twenty-five-year-old  male  from 
S Central  America  was  admitted  with  a skull  frac- 
ture and  subdural  hematoma  sustained  in  an  auto- 
mobile accident.  He  was  found  to  have  bloody 
and  mucus  stools  on  the  fourth  hospital  day.  A 
sigmoidoscopy  showed  an  edematous  mucosa  with 
minute  bleeding  ulcers;  acute  proctosigmoiditis 
was  diagnosed.  The  patient  died  from  his  head 
injuries  on  the  fifth  hospital  day.  A rectal  biopsy 
taken  antemortem  showed  a small  ulcer  with  many 
trophozoites  in  the  hemorrhagic  exudate  (Fig.  2); 
trophozoites  were  also  found  in  the  stool.  At  au- 
topsy, done  at  the  New  York  City  medical  examin- 
er's office,  no  liver  abscess  was  found. 

Case  3.  A thirty-five-vear-old  black  male  was 
referred  from  a New  York  State  psychiatric  hospi- 
tal to  City  Hospital  at  Elmhurst  with  complaints 
of  fever,  103°F.,  nausea,  vomiting,  and  right 
upper-quadrant  pain  for  twrenty-four  hours.  He 
was  a long-term  psychiatric  patient  with  a diagno- 
sis of  schizophrenia.  Physical  examination  re- 
vealed tenderness  in  the  right  upper  quadrant. 
He  was  returned  to  the  psychiatric  hospital  and 
placed  in  isolation  with  a presumptive  diagnosis  of 
viral  hepatitis.  Two  weeks  later,  he  was  brought 
back  to  City  Hospital  because  of  persistent  spikes 
of  fever  and  an  enlarged  tender  liver.  A mass  was 
palpated  in  the  right  upper  quadrant.  The  spleen 
was  not  paioable.  Rectal  examination  findings 
were  normal,  although  there  was  a history  of  te- 
nesmus. The  hemoglobin  was  8.8  Gm.  per  100  ml., 
hematocrit  25,  and  white  blood-cell  count  26,100 
per  cubic  millimeter.  The  blood  urea  nitrogen 
was  42  mg.,  total  protein  6.6  Gm.  (albumin  1.7 
Gm.),  cholesterol  65  mg.,  and  total  bilirubin  2.4 
mg.  per  100  ml.;  alkaline  phosphatase  was  190  mil- 
. liunits,  creatinine  phosphokinase  3,650  milliunits, 
lactic  dehydrogenase  1,075  milliunits,  and  serum 
glutamic  oxaloacetic  transaminase  over  1,250  milli- 
units per  milliliter.  Abdominal  x-ray  films  re- 


FIGURE  2.  Case  2.  (A)  Small  mucosal  ulcer  of  rectum 
with  many  trophozoites  in  hemorrhagic  exudate  (original 
magnification  X142).  (B)  Trophozoite  with  characteristic 
central  nucleoli,  delicate  chromatin  margination,  and 
many  ingested  erythrocytes  (Trichrome  stain  X520). 

vealed  an  elevated  right  diaphragm  and  an  en- 
larged liver.  A liver  scan  showed  a large  cold  area 
in  the  right  lobe,  suggestive  of  a subphrenic  or 
liver  abscess  (Fig.  3A).  Percutaneous  aspiration 
yielded  1,100  cc.  of  chocolate  purulent  fluid. 
Amebic  liver  abscess  was  suspected  by  the  surgeon 
and  was  confirmed  by  microscopic  examination. 
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FIGURE  3.  Case  3.  (A)  Liver  scan  showing  large  cold 

area  in  right  dome.  (B)  Large  solitary  liver  abscess  in 
right  lobe  with  central  liquefaction  and  yellow-brown  ne- 
crotic tissue  at  mid  and  peripheral  zone. 

Bacterial  culture  of  the  aspirated  material  yielded 
no  growth.  The  patient  was  started  on  emetine 
hydrochloride,  64.8  mg.  daily  intramuscularly,  me- 
tronidazole, 500  mg.  daily  by  mouth,  and  sodium 
cephalothin  (Keflin),  2 Gm.  four  times  daily.  On 
the  third  hospital  day,  he  developed  peritoneal 
signs,  and  an  exploratory  laparotomy  was  per- 
formed. During  surgery,  700  cc.  of  clotted  blood 
were  evacuated  from  the  peritoneal  cavity,  and  the 
previously  made  aspiration  puncture,  2 mm.  in  di- 
ameter, was  identified  on  the  anterior  upper  sur- 
face of  the  right  hepatic  lobe.  A large  solitary 
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FIGURE  4.  Case  4.  (A)  Colonic  ulcer  showing  enzyma 
ic  digestion  of  intestinal  muscular  layer  with  many  trophc 
zoites  and  little  inflammatory  cell  infiltration  (original  mac 
nification  X142).  (B)  Liver  showing  3 small  abscesses, 
ruptured. 

fluctuant  liver  abscess  was  found  in  the  right  lobe 
and  800  cc.  of  semifluid  material  were  drained 
On  the  second  postoperative  day,  metronidazol 
was  replaced  by  chloroquine  hydrochloride,  200 
mg.  intramuscularly  daily,  because  of  paralyti 


ileus.  On  the  following  day,  cardiac  arrest  oc- 
curred followed  by  deep  coma  and  decerebration; 
the  patient  expired  on  the  seventh  day  of  hospital- 
ization. Autopsy  disclosed  multiple  small  ulcers 
throughout  the  large  intestine  from  cecum  to  rec- 
tum. A large  solitary  liver  abscess  measuring  13 
cm.  in  diameter  was  found  in  the  right  lobe.  It 
was  well  circumscribed  with  central  liquefaction 
and  yellow-brown  coagulative  necrotic  tissue  in 
the  middle  and  peripheral  zone  (Fig.  3B).  Histo- 
logic sections  revealed  trophozoites  in  the  necrotic 
tissue  and  a few  bacterial  clumps  in  the  central 
zone.  There  was  focal  fibroblastic  reaction  in  the 
abscess  wall,  and  one  major  hepatic  vein  draining 
the  abscess  was  completely  thrombosed.  There 
was  no  pulmonary  or  cerebral  amebic  dissemina- 
tion. 

Case  4.  This  thirty-eight-year-old  schizophre- 
nic white  male  was  referred  to  City  Hospital  at 
Elmhurst  from  the  same  New  York  State  psychiat- 
ric hospital  with  a history  of  bloody  diarrhea  for 
several  days.  He  had  been  treated  for  nonspecific 
acute  enterocolitis  with  paregoric  and  tetracycline 
without  improvement.  On  the  day  of  admission, 
he  started  to  vomit  coffee-ground-like  material 
and  became  hypotensive.  Physical  examination 
revealed  a lethargic,  dehydrated  male  with  a fever 
of  103°F.  His  abdomen  was  distended  and  tym- 
panitic with  generalized  guarding  and  tenderness. 
There  was  a bloody  and  purulent  discharge  from 
the  anus.  A sigmoidoscopy  showed  diffuse  and 
patchy  necrosis  of  the  rectal  mucosa  with  a large 
defect  in  the  lateral  wall  of  the  rectum.  The  non- 
necrotic  rectal  mucosa  was  edematous  and  con- 
gested with  petechiae.  Hemoglobin  was  11.6  Gm. 
per  100  ml.,  hematocrit  32,  and  white  blood-cell 
count  8,600  per  cubic  millimeter.  Abdominal  film 
showed  dilatation  of  the  large  intestinal  loops.  At 
laparotomy  on  the  second  hospital  day,  a large 
amount  of  fibrinopurulent  exudate  was  found  in 
the  peritoneal  cavity,  and  the  entire  large  intestine 
was  markedly  dilated.  There  was  a perforation  of 
the  rectum,  and  the  entire  large  intestine  was 
edematous  with  several  areas  of  necrosis  and  in- 
cipient perforation.  During  examination,  the 
splenic  flexure  was  ruptured.  A subtotal  colecto- 
my with  terminal  ileostomy  was  carried  out.  The 
postoperative  diagnosis  was  ulcerative  colitis  with 
toxic  dilatation  and  perforation.  The  immediate 
postoperative  course  was  stormy  and  was  con- 
trolled with  intravenous  fluids  and  antibiotics. 
On  the  third  postoperative  day  the  patient  became 
jaundiced  with  a total  serum  bilirubin  of  8.5  mg. 
per  100  ml.  The  white  blood-cell  count  increased 
to  36,000  per  cubic  millimeter.  The  serum  glu- 
tamic oxaloacetic  transaminase  was  260  milliunits, 
lactic  dehydrogenase  360  milliunits,  and  creatinine 
phosphokinase  220  milliunits  per  milliliter. 
Amebic  colitis  was  diagnosed  from  the  histologic 
sections  on  the  fourth  postoperative  day,  and  the 


patient  was  immediately  placed  on  emetine  hydro- 
chloride, 64.8  mg.  intramuscularly  daily. 
Throughout  the  remaining  course  he  was  febrile 
and  died  with  extensive  bacterial  bronchopneumo- 
nia on  the  eighth  postoperative  day.  In  addition 
to  the  perforations,  the  excised  colon  showed  se- 
vere toxic  dilatation  with  extensive  mucosal  necro- 
sis and  ulceration,  and  yellow  pseudomembranes 
over  the  mucosa  and  skip  areas  with  minute  hem- 
orrhages. Histologic  sections  showed  extensive 
superficial  and  deep  ulcerations  with  areas  of  ser- 
pentine- and  flask-shaped  ulcers.  There  were  nu- 
merous trophozoites  in  the  necrotic  tissue  and  ex- 
udate; bacterial  clumps  were  occasionally  noted. 
Characteristic  enzymatic  tissue  digestion  with  lit- 
tle inflammatory  cell  infiltration  was  seen  in  plac- 
es (Fig.  4A).  Trophozoites  were  also  found  in  the 
crypts  and  lamina  propria  of  the  well-preserved 
intestinal  mucosa.  Autopsy  findings  revealed  ex- 
tensive fibrinopurulent  peritonitis  and  3 liver  ab- 
scesses measuring  up  to  3 cm.  in  diameter  in  both 
lobes  (Fig.  4B).  There  was  no  amebic  involvement 
of  other  organs. 

Comment 

The  incidence  of  amebiasis  is  highest  in  tropic 
and  subtropic  zones.  It  is,  however,  not  rare  in 
temperate  climates,  and  the  prevalence  in  custo- 
dial institutions  has  been  reported  as  high  as  55 
per  cent.1,2  Invasive  amebiasis  is  defined  as  infes- 
tation producing  colorectal  ulcers  with  or  without 
extraintestinal  disease.  Noninvasive  infection 
produces  no  clinically  demonstrable  intestinal  le- 
sions and  may  be  symptomatic.  Thirty-two  cases 
of  amebic  colitis,  one  with  liver  abscess,  were  re- 
ported in  Arkansas  State  Hospital  during  a four- 
teen-year  period  with  17,  52  per  cent,  fatalities.2 
This  represented  22  per  cent  of  all  documented 
cases  of  invasive  amebic  colitis  in  Arkansas  during 
this  period.  Two  cases  reported  here  occurred  in 
one  New  York  State  mental  institution;  they  were 
initially  misdiagnosed  and  were  treated  as  viral 
hepatitis  and  bacterial  enterocolitis  for  several 
days.  A delay  in  diagnosis  of  invasive  amebiasis  is 
not  uncommon.  Dorrough3  studied  two  parallel 
series  in  Korea  and  Georgia  and  found  that  the 
delay  in  diagnosis  averaged  two  days  after  hospi- 
talization in  Korea  and  fifteen  days  in  Atlanta, 
Georgia.  He  concluded  that  delay  in  recognition 
and  treatment  was  the  main  reason  for  the  in- 
creased morbidity  and  mortality  rates.  Invasive 
amebiasis  has  been  sporadically  reported  in  Amer- 
ican civilians  and  military  personnel  returning 
from  foreign  countries  with  a high  infective  rate, 
but  is  rarely  seen  in  immigrants  in  this  country. 
Two  cases  reported  in  this  series,  one  from  Turkey 
and  another  from  Central  America,  should  serve  to 
remind  the  practicing  physician  to  be  aware  of  the 
possibility  of  amebiasis  in  immigrants  to  New 
York  City.  It  has  been  pointed  out  that  amebic 
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colitis  has  a thousand  different  faces.  Almost  any 
intestinal  lesion  may  represent  amebiasis,  and  the 
disease  may  mimic  several  other  pathologic  en- 
tities.4 For  this  reason,  a high  index  of  suspicion 
is  essential  for  early  diagnosis  and  institution  of 
specific  therapy  so  that  complications  as  reported 
herein  may  be  avoided. 


“Free  bleeders”  warned 
to  avoid  aspirin 

There  are  many  drugs  that  cause  increased  bleeding 
in  anyone  inclined  to  be  a “free  bleeder,”  and  the  most 
common  of  these  is  aspirin,  says  a report  in  the  February 
9 issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

Aspirin  causes  little  bleeding  problem  for  most  indi- 
viduals, but  those  who  are  likely  to  bleed  easier  and  more 
freely  than  most  should  avoid  it,  says  Emily  E.  Czapek, 
M.D.,  of  Children’s  Memorial  Hospital  and  Northwest- 
ern University  Medical  School,  Chicago. 

Both  physicians  and  patients  should  be  made  aware  of 
this  situation,  so  that  those  with  bleeding  problems  can 
avoid  aspirin  and  use  a substitute,  says  Dr.  Czapek. 
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Aspirin  is  found  in  many  nonprescription  products,  she 
points  out. 

A satisfactory  substitute  is  acetaminophen,  says  Dr. 
Czapek.  This  drug  will  help  control  discomfort  and  pain 
without  increasing  the  hazard  of  bleeding. 

Dr.  Czapek  writes  in  an  editorial  in  the  Journal , to  ac-  . 
company  a research  report  by  C.  Harold  Mielke,  Jr.,  M.D  , 
and  colleagues  from  the  Pacific  Medical  Center,  San 
Francisco.  Dr.  Mielke  reports  on  a study  confirming  that 
acetaminophen  causes  no  increase  in  bleeding  time,  but 
that  aspirin  causes  a significant  increase  in  those  prone  to 
bleed  freely. 

“Acetaminophen  is  an  antipyretic  (fever  reducer)  and 
mild  analgesic  (pain  reliever)  that  may  be  useful  when  in- 
fluence on  hemostasis  (bleeding)  is  undesirable,”  Dr. 
Mielke  concludes. 
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Hypoparathyroidism  has  been  characterized  by 
hypocalcemia  and  hyperphosphatemia  in  the  pres- 
ence of  normal  renal  function.  In  idiopathic  hy- 
poparathyroidism, the  diagnosis  is  substantiated 
by  the  demonstration  of  responsivity  to  parathy- 
roid hormone  either  by  the  Ellsworth-Howard  test 
or  by  the  demonstration  of  cyclic  adenosine  mono- 
phosphate excretion  in  the  urine  in  response  to 
parathyroid  hormone  injection.  Clinically,  hypo- 
parathyroidism may  be  asymptomatic,  but  it  is 
frequently  associated  with  increased  neuromuscu- 
lar irritability,  muscular  irritability,  muscular 
spasms,  and  frank  tetany.  Ectodermal  changes 
and  cataract  formation  are  commonly  seen  in  this 
condition.  The  therapy  of  hypoparathyroidism 
has  been  directed  primarily  toward  the  reduction 
of  the  neuromuscular  irritability.  Calcium  sup- 
plements and  large  doses  of  vitamin  D have  been 
used  for  this  purpose.  The  result  of  this  regimen 
is  to  increase  the  serum  calcium  and  concurrently 
control  the  tetany  of  hypoparathyroidism.1 

Recently,  it  was  reported  from  this  laboratory 
that  patients  with  hypoparathyroidism  also  mani- 
fest metabolic  alkalosis.2  The  purpose  of  the 
present  article  is  to  present  a case  in  which  treat- 
ment directed  at  the  alkalosis  per  se  corrected  the 
chemical  abnormalities  of  hypoparathyroidism. 

Case  report 

A seventy-one-year-old  white  female  had  a right 
hemithvroidectomy  for  follicular  adenoma  of  the 
thyroid  in  November  of  1957.  Following  surgery, 
she  remained  euthyroid,  but  a nodule  developed 
on  the  left  side  of  the  thyroid.  Thyroid-stimulat- 
ing-hormone-suppressive thyroid  therapy  was  ini- 
tiated, but  the  thyroid  nodule  continued  to  grow, 
and  a scan  revealed  reduced  activity  of  the  nodule. 
Consequently,  a neck  exploration  and  a thyroidec- 
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FIGURE  1.  Blood  calcium  and  phosphorus  in  hypopara- 
thyroid  subject  receiving  ammonium  chloride  therapy. 


tomy  was  performed  with  a final  diagnosis  of  fol- 
licular adenoma  of  the  thyroid.  The  patient  was 
maintained  on  replacement  thyroid  therapy  with 
dessicated  thyroid,  120  mg.  orally  daily.  Serum 
calcium  declined  postoperatively  to  a low  of  7.4 
mg.  per  100  ml.  and  stabilized  at  7.8  mg.  per  100 
ml.  The  serum  phosphorus  was  5.2  mg.  per  100 
ml.  Arterial  blood  pH  was  7.465,  and  the  carbon 
dioxide  pressure  was  36  mm.  Hg.  Serum  sodium 
was  141,  potassium  4.7,  carbon  dioxide  27,  and 
chloride  105  mEq.  per  liter.  The  blood  urea  nitro- 
gen was  25  mg.  per  100  ml.,  serum  creatinine  0.9 
mg.  per  100  ml.,  and  the  albumin  4.4  mg.  per  100 
ml.  The  patient,  whose  regular  diet  included  300 
to  400  cc.  milk  per  day,  or  400  to  530  mg.  calcium, 
was  continued  on  thyroid  replacement  therapy  at 
the  same  dose  level.  She  also  continued  to  take 
daily  hydrazaline  (Apresoline)  hydrochloride  25 
mg.,  spironolactone  25  mg.,  and  hydrochlorothia- 
zide 40  mg.  in  combination  tablets,  as  prescribed 
by  her  private  physician  for  control  of  hyperten- 
sion two  years  previously.  She  was  given  ammo- 
nium chloride  1.5  Gm.  four  times  a day  orally  with 
no  vitamin  D added,  the  serum  calcium  rose,  and 
the  serum  phosphorus  fell  to  within  the  limits  of 
the  normal  range  (Fig.  1).  Twenty-four-hour  uri- 
nary calcium  excretion  on  the  fifth  month  of  this 
therapy  was  56  mg.  per  twenty-four  hours.  Blood 
parathyroid  hormone  was  undetectable  on  two  oc- 
casions when  serum  calcium  was  8.6  and  8.9  mg. 
per  100  ml.  Ammonium  chloride  therapy  was  dis- 
continued after  six  and  one-half  months,  and  there 
was  a prompt  fall  in  serum  calcium  and  a prompt 
rise  in  serum  phosphorus  to  the  pretreatment  level 
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with  development  of  cramps  of  the  extremities. 
Ammonium  chloride  therapy  was  again  instituted, 
and  serum  calcium  rose  and  serum  phosphorus  fell 
as  before.  Urinary  calcium  excretion  was  77  mg. 
per  twenty-four  hours  on  the  third  month  of  re- 
treatment. Her  blood  calcium  at  that  time  was  9.9 
and  blood  phosphorus  3.9  mg.  per  100  ml.  The 
creatinine  was  0.8  mg.  per  100  ml.  The  sodium 
was  138,  potassium  4.8,  chloride  108,  and  carbon 
dioxide  20  mEq.  per  liter. 

Comment 

Evidence  for  metabolic  alkalosis  following  ex- 
perimental parathyroidectomy  was  reported  by 
Wilson,  Stearns,  and  Thurlow  in  19153  and  con- 
firmed by  McCann4  and  by  Cruickshank5  shortly 
thereafter. 

The  physiologic  mechanism  by  which  alkalemia 
and  metabolic  alkalosis  develop  in  hypoparathy- 
roidism is  not  fully  understood.  One  or  more  of 
the  following  may  be  involved. 

First  of  all,  the  parathyroid  hormone  has  been 
shown  to  stimulate  the  endogenous  production 
rate  of  citric  and  lactic  acids.6,7  The  concurrent 
generation  of  hydrogen  ion  must  contribute  to  the 
total  systemic  hydrogen  ion  pool.  Alkalosis  in  hy- 
poparathyroidism may  be  due  to  the  absence  of 
the  hormone  and  the  lack  of  its  metabolic  effect  on 
this  function.  Second,  the  parathyroid  hormone 
has  been  shown  to  limit  urinary  acidification.8 
The  limitations  of  hydrogen  ion  excretion  must 
cause  retention  of  hydrogen  ion  and  thus  contrib- 
ute to  the  total  systemic  hydrogen  ion  pool.  In 
hypoparathyroidism,  normal  renal  hydrogen  ion 
conservation  may  be  lacking,  and  systemic  alka- 
losis develops  as  a result.  Third,  the  parathyroid 
hormone  controls  the  buffering  capacity  of  the  or- 
ganism, modulating  both  blood  bicarbonate  and 
blood  phosphate  levels.9  The  alkalosis  of  hypo- 
parathyroidism may  be  a manifestation  of  this 
function  and  has  been  called  by  one  investigator 
“renal  alkalosis.”10 

Whatever  the  mechanism,  it  is  clear  that  the 
parathyroid  hormone  plays  a permissive  role  in  the 
development  of  the  acidosis  of  fructose  intoler- 
ance11 and  that  excessive  parathyroid  secretions 
may  cause  metabolic  acidosis.12 

Since  the  publication  of  our  original  report  that 
hypoparathyroidism  is  associated  clinically  with 
metabolic  alkalosis,  we  have  extended  our  observa- 
tion to  a few  more  patients.  Alkalemia  and  meta- 
bolic alkalosis,  defined  as  elevated  arterial  blood 
pH  with  normal  or  elevated  arterial  blood  carbon 
dioxide  pressure,  were  found  in  the  majority  of  hy- 
poparathyroid  subjects,  whether  untreated  or  ade- 
quately treated  with  vitamin  I),  50,000  units  daily 
or  more,  and  calcium  supplements  in  the  form  of 
calcium  gluconate  or  calcium  lactate  (Fig.  2). 

The  present  study  was  undertaken  when  it  was 
realized  that  the  alkalosis  of  hypoparathyroidism 


FIGURE  2.  Arterial  blood  pH  and  carbon  dioxide  partial 
pressure  of  untreated  (open  triangle,  A)  and  treated  (open 
circle,  O)  hypoparathyroid  subjects.  Each  line  connect- 
ing pH  and  carbon  dioxide  partial  pressure  value  repre- 
sents one  determination. 

is  not  corrected  by  vitamin  D and  calcium  therapy 
(Fig.  2).  We  noted  that  not  only  does  vitamin  D 
therapy  fail  to  correct  the  alkalosis,  but  also,  as 
was  previously  reported  by  Krane,13  that  blood 
phosphorus  frequently  continues  to  be  frankly  ele- 
vated or  high  normal  even  when  therapy  is  optimal 
in  terms  of  normalizing  serum  calcium.14  We  rea- 
soned that  the  coexistence  of  high  blood  phospho- 
rus, normal  serum  calcium,  and  alkalemia  or  alka- 
losis are  undesirable  on  theoretical  grounds,  since 
soft-tissue  calcification  may  result.  Since  correc- 
tion of  alkalosis  could  easily  be  achieved  by  the 
administration  of  ammonium  chloride,  we  decided 
to  examine  the  effects  of  such  treatment. 

In  our  case  of  newly  developed  mild  hypopara- 
thyroidism, ammonium  chloride  therapy  alone 
corrected  the  chemical  abnormalities  of  hypopara- 
thyroidism, namely,  the  hypocalcemia  and  the  hy- 
perphosphatemia. Although  the  patient  was  re- 
ceiving other  medication  known  to  effect  calcium 
metabolism,  the  positive  effect  of  ammonium  chlo- 
ride was  confirmed  when  blood  calcium  and  phos- 
phorus returned  to  the  abnormal  pretreatment 
level  and  were  reestablished  at  the  normal  level 
when  ammonium  chloride  was  first  discontinued 
and  then  reinstituted.  Calciuria  in  our  patient, 
who  did  not  receive  pharmacologic  doses  of  vita- 
min D,  was  very  modest,  56  mg.  and  77  mg.  per 
twenty-four  hours  at  two  different  determinations. 
The  low  urinary  calcium  may  be  due  to  the  con- 
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current  ingestion  of  a thiazide  diuretic.  Experi- 
mentally, Lemann,  Litzow,  and  Lennon15  demon- 
strated a small  increase  in  serum  calcium  and  a 
moderate,  and  in  one  case,  a marked  increase  in 
calciuria  as  a result  of  the  ingestion  of  ammonium 
chloride  in  hypoparathyroid  patients  maintained 
on  vitamin  D.  A complete  balance  study  was  not 
carried  out  in  our  case,  and  no  statement  can  be 
made  regarding  the  total  calcium  balance. 

The  effect  of  ammonium  chloride  which  was  ob- 
served in  our  patient  is  in  accord  with  experimen- 
tal observations  in  animals  and  previous  observa- 
tions in  man.  Experimentally,  it  has  been  shown 
that  ammonium  chloride  ingestion  causes  an  ele- 
vation in  serum  calcium  of  hypoparathyroid  ani- 
mals within  twenty-four  hours.16  The  administra- 
tion of  ammonium  chloride  for  a few  days  in 
amounts  sufficient  to  return  arterial  blood  pH  to 
normal  causes  elevation  of  blood  calcium1,  as  well 
as  reduction  of  blood  phosphorus  in  hypoparathy- 
roid rats.18 

In  hypoparathyroid  children,  the  ingestion  of 
hydrochloric  acid  and  of  ammonium  chloride  was 
reported  by  Siwe19  to  cause  an  elevation  of  3 to  4 
mg.  per  100  ml.  in  serum  calcium  within  one  and 
one-half  to  two  hours  of  ingestion  and  a subse- 
quent return  to  base  line  at  two  and  one-half  to 
three  hours.  Siwe19  further  stated  that  calcium 
chloride  was  no  better  than  ammonium  chloride  or 
hydrochloric  acid  in  achieving  this  effect.  More 
prolonged  ingestion  of  hydrochloric  acid,  adminis- 
tered in  milk,  was  shown  to  cause  elevation  of 
blood  calcium  and  increased  calciuria  but  not  hy- 
percalciuria.20  Two  cases  treated  in  this  manner 
were  reported  in  detail  by  Campbell.21  The  first 
was  a thirty-seven-year-old  female  who  had  had 
thyroid  surgery  twice.  Following  the  second  oper- 
ation, carpopedal  spasm  and  cramping  muscle 
pain  developed  in  association  with  serum  calcium 
of  6.1  mg.  per  100  ml.  This  responded  to  intrave- 
nous calcium  chloride  injection  as  well  as  to  para- 
thyroid hormone  extract.  The  patient  was  subse- 
quently started  on  a regimen  of  2 L.  of  milk  plus 
100  cc.  of  hydrochloric  acid  one-third  normal 
strength  daily.  Serum  calcium  rose  to  9 mg.  per 
100  ml.  with  complete  symptomatic  remission. 
There  was  a relapse  of  hypocalcemia  and  associ- 
ated symptoms  when  this  therapy  was  stopped. 
In  a second  case,  a thirty-year-old  female  with  sur- 
gical hypoparathyroidism  and  serum  calcium  of 
5.5  mg.  per  100  ml.,  the  patient  was  similarly  treat- 
ed. Her  serum  calcium  rose  to  8 mg.  per  100  ml. 
with  relief  from  symptoms. 

The  cases  cited  previously  and  the  case  reported 
in  this  communication  demonstrate  that  alkalemia 
may  be  of  primary  importance  in  the  complex 
physiologic  changes  which  are  known  to  occur  in 


hypoparathyroidism.  It  is  suggested  that  correc- 
tion of  this  abnormality  may  be  useful  in  at  least 
some  clinical  cases  of  hypoparathyroidism. 

Montefiore  Hospital  and  Medical  Center 
1 1 1 East  210th  Street 
The  Bronx,  New  York  10467 
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In  1847,  Virchow  established  the  triad  of  venous 
stasis,  blood  hypercoagulability,  and  vascular  inju- 
ry as  the  predisposing  factors  leading  to  throm- 
boembolic disease.  The  first  two  of  these  are  an 
integral  part  of  pregnancy.  As  pregnancy  ad- 
vances there  is  increased  compression  of  the  vena 
cava  and  iliac  veins  by  the  enlarging  uterus  and 
fetus,  producing  an  increase  in  venous  pressure  in 
the  legs  which  leads  to  varicose  veins  and  concomi- 
tant venous  stasis.1  At  the  same  time,  it  has  been 
observed  that  there  is  a subclinical  increase  in 
blood  hypercoagulability  as  pregnancy  advances, 
the  overall  incidence  increasing  from  less  than  5 
per  cent  in  the  nonpregnant  state  to  over  80  per 
cent  in  the  early  postpartum  period.2 

The  incidence  of  clinically  evident  thromboem- 
bolism during  pregnancy  is  0.018  to  0.29  per  cent. 
Postpartum  it  increases  from  0.1  to  1 per  cent. 
Between  5 and  25  per  cent  of  these  patients  devel- 
op pulmonary  emboli,  the  incidence  varying  de- 
pending on  whether  or  not  anticoagulant  therapy 
is  utilized.3 

Thromboembolism  associated  with  pregnancy 
tends  to  occur  in  older  patients,  multiparas,  and 
patients  with  a previous  history  of  thromboembol- 
ic disease.1,4  Antecedent  thrombophlebitis  is  not 
always  present,  and  pulmonary  embolism  may  be 
the  presenting  .problem.  Its  most  common  symp- 
toms are  chest  pain,  dyspnea,  and  tachycardia, 
with  fever,  hemoptysis,  and  tachypnea  less  fre- 
quent. Laboratory  confirmation  may  be  obtained 
by  arterial  blood  gas  determination,  electrocardio- 
grams, serum  enzymes,  chest  x-ray  films,  and  lung 
scan. 


Having  made  the  diagnosis  of  thromboembolism 
in  pregnancy,  the  obstetrician  is  presented  with 
the  problem  of  anticoagulating  the  mother  without 
causing  fetal  complications  or  maternal  hemor- 
rhage. The  following  case  reports  illustrate  this 
problem. 

Case  reports 

Case  1.  A twenty-two-year-old  gravida  1,  para 
0,  black  female  with  last  menstrual  period  Decem- 
ber 16,  1972,  and  expected  delivery  by  cesarean 
section  September  23,  1973,  was  admitted  to  Met- 
ropolitan Hospital  on  April  10,  1973,  because  of 
chest  pain  and  shortness  of  breath  of  two  hours’ 
duration.  There  was  no  prior  history  of  throm- 
boembolic disease.  Previous  surgery  included 
breast  biopsies  in  1970  for  benign  lesions  and  an 
appendectomy  in  1972. 

Physical  examination  on  admission  revealed  a 
young  black  female  in  respiratory  distress.  Her 
blood  pressure  was  110/70  mm.  Hg,  her  pulse  108, 
and  her  respiratory  rate  28.  Auscultation  of  the 
chest  revealed  wheezes  at  the  left  base.  There 
were  no  thrills  or  heaves.  A regular  cardiac 
rhythm  was  present  with  no  murmurs  or  extra 
sounds.  There  was  no  hepatosplenomegaly.  The 
uterus  was  eighteen  weeks’  gestational  size,  and 
fetal  heart  was  not  audible. 

Initial  laboratory  data  revealed  chest  x-ray  film 
findings,  electrocardiogram  tracings,  and  serum 
enzymes  within  normal  limits.  Arterial  blood 
gases  showed  oxygen  pressure  at  78  and  carbon 
dioxide  pressure  at  28.  The  admitting  impression 
was  of  an  eighteen-week  intrauterine  gestation 
with  pulmonary  embolism.  The  patient  was  start- 
ed on  5,000  units  of  heparin  intravenously  every 
six  hours  and  monitored  by  Lee-White  clotting 
times.  A clotting  time  of  2.5  times  normal  was 
eventually  achieved  with  5,500  units  of  heparin 
every  six  hours. 

On  May  10,  1973,  heparin  therapy  was  changed 
to  warfarin  sodium  (Coumadin),  the  prothrombin 
time  being  maintained  at  2.5  times  normal.  The 
patient  was  discharged  on  warfarin  sodium  to  have 
biweekly  prothrombin  times  with  a view  toward 
readmission  at  thirty-seven  weeks.  In  June  the 
patient  was  readmitted  for  restabilization  of  war- 
farin sodium  therapy.  She  was  discharged  after 
two  weeks  on  10  mg.  of  warfarin  sodium  daily. 

She  was  readmitted  on  August  28,  1973,  and 
treated  with  5,000  units  of  intravenous  heparin 
every  six  hours.  On  September  20,  1973,  she  went 
into  spontaneous  labor,  and  heparin  was  discon- 
tinued After  nine  and  one-half  hours,  the  first 
stage  lasting  nine  hours  and  the  second  stage  last- 
ing one-half  hour,  the  patient  had  a normal  spon- 
taneous delivery  of  a 6-pound,  4-ounce  female  in 
fant,  Apgar  8/9  over  a midline  episiotomy.  Post 
partum  course  was  complicated  by  endometritis 
which  was  treated  with  methylergonovine  (Meth 
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ergine)  and  ampicillin.  She  was  discharged  on  the 
sixth  postpartum  day  on  7.5  mg.  of  warfarin  sodi- 
um daily  to  be  followed  biweekly  in  the  clinic. 
She  was  kept  on  warfarin  sodium  for  six  weeks. 

Case  2.  A thirty-four-year-old  Puerto  Rican  fe- 
male, gravida  4,  para  2-0- 1-2,  with  last  menstrual 
period  January  5,  1973,  and  expected  date  of  con- 
finement October  12,  1973,  was  admitted  to  the 
medical  service  at  Metropolitan  Hospital  on 
March  10,  1973,  with  pain  and  swelling  of  the  left 
leg  associated  with  chest  pain  of  one  day’s  dura- 
tion. She  had  a prior  history  of  rheumatic  fever 
with  no  cardiac  sequelae.  The  patient  had  no 
prior  history  of  thrombophlebitis  and  denied  using 
! oral  contraceptives. 

The  patient  had  an  incomplete  abortion  in  1960, 
i followed  by  normal  spontaneous  deliveries  in  1962 
and  1968.  She  had  hypertension  with  both  term 
gestations. 

Physical  examination  revealed  a well-developed, 
well-nourished  white  female  in  slight  distress  due 
to  left  calf  pain.  Her  blood  pressure  was  110/75 
mm.  Hg,  her  pulse  100,  respirations  18,  and  tem- 
perature 99.2°  F.  The  chest  was  clear  to  percus- 
sion and  auscultation.  The  point  of  maximum  in- 
tensity was  at  the  fifth  intercostal  space  in  the 
midclavicular  line.  There  were  no  thrills  or 
heaves.  A regular  rhythm  was  present  with  the 
first  heart  sound  within  normal  limits,  and  the  sec- 
ond heart  sound  significantly  increased  at  the  pul- 
monic area.  There  were  no  murmurs.  The  uterus 
was  enlarged  to  eight  weeks’  gestational  size.  The 
left  leg  was  swollen,  1 inch  larger  than  the  right 
leg,  and  tender  to  palpation  along  the  calf  and 
inner  thigh  area.  A cord  could  be  felt  on  the  me- 
dial calf.  There  was  no  erythema  or  warmth.  Ho- 
man's sign  was  positive. 

Electrocardiogram  showed  regular  sinus 
rhythm.  Chest  x-ray  films  revealed  increased  pul- 
monary vasculature  with  no  infiltrate.  Arterial 
blood  gases  showed  oxygen  pressure  at  93.8  and 
carbon  dioxide  pressure  at  32.4.  She  had  a pH  of 
7.49;  oxygen  saturation  was  97.4. 

The  impression  on  admission  was  intrauterine 
gestation  with  deep  vein  thrombosis  and  pulmo- 
nary embolism.  The  patient  was  placed  on  bed 
rest  with  leg  elevation  and  warm  soaks.  A regi- 
men of  5,000  units  of  intravenous  heparin  every  six 
hours  was  begun  with  control  obtained  at  6,500 
units  every  six  hours.  She  was  hospitalized  for 
three  weeks,  being  discharged  from  the  medical 
service  on  March  30,  1973. 

On  April  9,  1973,  she  was  admitted  to  the  ob- 
stetric service  of  Metropolitan  Hospital  with  pain 
in  the  left  leg  of  three  days’  duration.  The  left 
calf  was  swollen.  A painful,  dilated  vein  on  the 
medial  aspect  of  her  left  calf  was  palpable,  and  in- 
travenous heparin  5,000  units  every  six  hours  was 
begun.  On  April  27,  1973,  a biparietal  diameter  of 
3.2  cm.  consistent  with  a sixteen-week  gestation 


was  obtained  by  ultrasonogram.  Her  symptoms 
subsided,  and  the  anticoagulation  therapy  was 
changed  to  warfarin  sodium  on  May  15,  1973,  at 
about  nineteen  weeks  of  gestation.  The  patient’s 
prothrombin  time  was  controlled  at  2.5  times  nor- 
mal. When  the  proper  warfarin  sodium  dosage 
was  achieved,  the  patient  was  discharged  on  June 
18,  1973,  to  be  followed  biweekly  in  the  prenatal 
clinic. 

On  prenatal  examination  there  had  been  no  no- 
ticeable fetal  growth,  and  she  was  readmitted  on 
July  3,  1973.  On  repeat  ultrasonography  on  July 
6,  1973,  the  biparietal  diameter  was  3.7  cm.,  con- 
sistent with  eighteen  weeks.  There  was  poor 
shape  of  the  fetal  head  and  practically  no  growth 
since  the  previous  examination.  On  July  17,  1973, 
a third  ultrasonogram  showed  overlapping  of  the 
fetal  skull  suggestive  of  fetal  demise. 

Her  therapy  was  changed  to  heparin  on  July  18, 
1973.  On  July  20,  1973,  the  patient  went  into 
spontaneous  labor  delivering  a severely  macerated 
fetus  of  approximately  twenty  weeks’  gestational 
age. 

Postdelivery  the  patient  developed  chest  pain 
and  hemoptysis.  The  patient  was  transferred  to 
the  medical  service  for  treatment  of  recurrent  pul- 
monary embolism.  She  was  maintained  on  hepa- 
rin for  an  additional  two  weeks  when  warfarin  so- 
dium was  restarted.  She  was  discharged  on  Au- 
gust 21,  1973  on  7.5  mg.  warfarin  sodium  daily. 

Comment 

Anticoagulants  should  be  administered  from  the 
time  of  diagnosis  of  deep  vein  thrombophlebitis  or 
pulmonary  embolism  throughout  the  course  of  the 
puerperium.  The  problem  of  devising  a program 
of  anticoagulation  therapy  for  a pregnant  patient 
that  assures  safety  to  both  the  mother  and  fetus  is 
obvious.  Should  the  patient  receive  intravenous 
heparin  therapy,  or  is  oral  bishydroxycoumarin  as 
efficacious? 

Hill  and  Pearson3  used  heparin  under  hospital 
control  for  the  acute  episode.  Following  the  ini- 
tial treatment,  heparin  anticoagulation  was  carried 
out  on  an  outpatient  basis  with  the  patients  ad- 
ministering their  own  heparin  at  home  via  indwell- 
ing catheters.  This  was  continued  through  labor 
and  delivery.  Postpartum,  the  heparin  dose  was 
tapered  gradually  and  finally  discontinued  as  war- 
farin sodium  therapy  was  instituted  to  achieve  a 
prothrombin  time  2 to  2.5  times  normal.  The 
warfarin  sodium  was  continued  throughout  the 
puerperium.  There  have  been  14  patients  treated 
in  this  manner  through  February,  1972,  without 
any  fetal  or  maternal  complication. 

Hirsh,  Cade,  and  Gallus5  devised  a prospective 
study  based  on  the  hypothesis  that  oral  anticoagu- 
lants administered  during  pregnancy,  under  care- 
ful monitoring,  would  not  cause  fetal  complica- 
tions if  not  given  in  the  first  trimester  or  after  the 
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thirty-seventh  week.  Their  patients  were 
switched  back  to  heparin  for  the  final  three  weeks 
of  their  pregnancies.  It  was  stopped  during  labor. 
Anticoagulation  was  carried  out  postpartum  with 
warfarin  sodium  for  four  to  six  weeks.  Treating 
15  patients  within  these  guidelines,  they  had  no 
maternal  deaths  and  no  fetal  or  neonatal  compli- 
cations. They  also  stated  that  neonatal  coagula- 
tion test  results  were  normal  if  the  oral  anticoagu- 
lants were  discontinued  three  weeks  prior  to  deliv- 
ery. 

In  treating  17  patients  with  deep  thrombophle- 
bitis or  pulmonary  embolism,  Aaro  and  Juergens4 
used  warfarin  sodium  up  until  labor.  In  some  of 
their  patients  in  whom  there  was  an  obvious  pro- 
thrombin deficiency,  they  administered  vitamin  K 
prior  to  delivery.  Of  these  patients,  there  were  16 
full-term  living  infants  and  1 neonatal  death  at 
twenty-four  hours  of  congenital  heart  disease. 
Their  patients  also  received  anticoagulants  post- 
partum. 

In  contrast  to  these  results,  Mahairis  and  Wein- 
gold6  report  on  a case  of  fetal  demise  in  a patient 
placed  on  warfarin  sodium  during  her  thirtieth 
week  of  gestation.  They  attributed  this  outcome 
to  the  fact  that  the  prothrombin  time  exceeded  the 
therapeutic  range  at  the  time  that  fetal  demise  oc- 
curred. They  quote  the  work  of  numerous  other 
authors  who  have  had  similar  bad  experiences. 
Most  noteworthy  is  that  of  Epstein  in  1959,  who 
reported  on  3 cases  of  intrauterine  death  associ- 
ated with  warfarin  therapy  in  whom  the  prothrom- 
bin activity  was  kept  below  the  therapeutic  limit. 
In  all,  a total  of  12  cases  of  fetal  demise  in  patients 
taking  warfarin  sodium  during  pregnancy  were  ac- 
cumulated. 

In  spite  of  the  conflicting  opinions  in  the  litera- 
ture and  the  fact  that  Case  1 did  well  on  warfarin 
sodium,  we  recommend  the  use  of  heparin  for  anti- 
coagulation therapy  in  pregnancy.  We  follow  the 
basic  tenet  that  a large  molecule,  incapable  of 
crossing  the  placental  barrier,  cannot  cause  any 
harm  to  the  fetus.  Heparin  has  a molecular 


weight  of  20,000;  bishydroxycoumarin  has  a molec- 
ular weight  of  1,000.  The  latter  can  easily  enter 
the  fetal  circulation,  and  even  close  control  of  the 
prothrombin  time  may  not  prevent  fetal  death.  A 
possible  explanation  for  fetal  death  in  patients  re- 
ceiving warfarin  sodium  therapy  is  that  the  high 
initial  loading  dose  is  responsible  for  the  adverse 
effect  on  the  fetus.  It  has  been  suggested  that  if 
anticoagulation  is  achieved  more  gradually,  using 
low  maintenance  doses  from  the  onset,  fetal  com- 
plications may  be  avoided.  In  Case  2,  anticoagu- 
lation in  this  fashion  did  not  prevent  fetal  death. 
There  were  no  adverse  effects  on  the  fetus  in  the 
patient  anticoagulated  with  a high  loading  dose. 

The  conclusion  is  obvious.  The  threat  of  fetal 
death  associated  with  the  use  of  bishydroxycouma- 
rin far  outweighs  the  inconvenience  of  heparin  ad- 
ministration. 

Summary 

Two  cases  of  antepartum  thromboembolic  dis- 
ease are  presented,  and  the  literature  relating  to 
thromboembolic  disease  in  pregnancy  is  reviewed. 
It  is  concluded  that  heparin  is  a safe,  effective  an- 
tepartum anticoagulant,  while  bishydroxycoumar- 
in and  its  derivatives,  because  of  their  small  mo- 
lecular weight,  promptly  cross  the  placental  bar- 
rier and  may  be  contraindicated  in  pregnancy. 
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Lenox  Hill  Hospital 

Birth  and  growth 
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Chief,  Plastic  Surgery,  Lenox  Hill  Hospital 


It  is  a source  of  gratification  when  an  organiza- 
tion devoted  to  human  welfare  lives  on  through 
the  years,  growing  and  expanding  its  influence  as 
the  decades  pass  by.  Men  and  women,  who  now 
live  only  in  memory,  whose  faces  and  personalities 
are  dim  in  the  haze  of  long  ago,  created  such  an  in- 
stitution in  the  German  Hospital,  now  known  as 
Lenox  Hill  Hospital.  These  dedicated  persons 
gave  it  an  esprit  de  corps  which  has  persisted 
through  both  dark  and  bright  days,  and  their  un- 
spoken slogan  was  “not  quantity,  but  perfection.” 
It  is  the  pleasant  duty  of  one  who  links  the  present 
with  the  past  to  tell  the  story  of  this  organization. 
Institutions  become  great  not  because  of  their 
physical  size,  nor  because  of  their  financial  back- 
ing, but  because  of  the  workers  within  their  walls. 
Lenox  Hill  Hospital  has  been  distinguished  by 
successive  generations  of  workers  who  built,  brick 
by  brick,  a better  institution  to  pass  on  to  those 
who  followed. 

Founding  of  German  Dispensary 

Kammerer,  M.D.,  Schilling,  M.D.,  and  Abraham 
Jacobi,  M.D.,  advanced  the  idea  of  a dispensary 
for  the  German  community  in  downtown  New 
York.  The  preliminary  meeting  was  held  on  No- 
vember 8,  1856,  at  Delmonico’s  Restaurant,  then 
located  at  Beaver  Street  and  Hanover  Square. 
These  discussions  met  with  encouraging  responses, 
and  on  January  19,  1857,  the  German  Dispensary 
was  founded.  It  was  first  located  at  132  Canal 
Street,  but  within  five  years  the  crowded  condi- 
tions (the  yearly  number  of  patients  had  risen  to 
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FIGURE  1.  German  Dispensary  of  the  City  of  New  York, 
forerunner  of  Lenox  Hill  Hospital,  1862. 


10,000)  led  to  a move  in  1862  to  8 East  Third  ■ 
Street  (Fig.  1).  In  the  new  quarters,  provision  was 
made  for  six  beds.1 

It  is  noted  in  the  records  that  the  first  inventory  t 
of  the  dispensary  property  was  valued  at  $320.32,  1 
of  which  $100  represented  the  cost  of  the  neces-  s 
sary  linen.  At  the  end  of  the  first  year,  6,694  pa-  i 
tients  had  been  treated  at  a total  gross  cost  of  j 
$205.88,  a figure  inconceivable  to  hospital  superin-  I 
tendents  today. 

In  1858  the  German  Society,  Deutsche  Gesells-  j 
chaft,  realizing  that  the  six  beds  in  the  dispensary  j 
were  insufficient,  appointed  a committee  to  con-  I 
sider  the  advisability  of  constructing  a hospital.  1 
The  Society’s  committee,  consisting  of  C.  Hauselt, 

L.  J.  Stiastny,  and  H.  R.  Baltzer,  reported  favor-  1 
ably  on  the  matter,  and  on  April  16,  1861,  the  Ger-  { 
man  Hospital  in  the  City  of  New  York  was  incor- U 
porated. 

In  1865,  after  much  delay,  due  to  the  Civil  War  •J 
and  the  attitude  of  the  city  administration,  ar- 
rangements were  concluded;  the  city  leased  to  the 
hospital  part  of  the  block  on  which  it  now  stands. 
The  original  lease  called  for  a yearly  rental  of  $1.00 
and  was  to  run  for  a term  of  fifty  years;  the  term 
subsequently  was  extended  to  ninety-nine  years.  ■ 
In  1907  the  land  was  finally  deeded  by  the  city  to  ; 
the  Hospital  Society  for  $5,000.  The  shovels  dug 
into  the  ground  and  construction  began  that  sarat 
year,  1865. 
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FIGURE  2.  First  German  Hospital  building,  1868. 

On  October  28,  1868,  the  completed  building 
was  turned  over  to  the  trustees  by  the  builder  (Fig. 
2).  It  had  cost  $210,963,  and  only  $160,000  had 
been  collected.  There  it  stood — complete,  but 
empty,  and  with  no  supplies,  no  equipment.  Then 
came  a gift  from  across  the  ocean.  A Freiherr 
Friederich  von  Diegardt  of  Viershen,  Germany, 
gave  the  hospital  $50,000  in  United  States  bonds 
to  endow  10  free  beds.  Now  the  hospital  was  tak- 
ing roots  and  beginning  to  grow.  From  this  time 
until  1899,  the  hospital  received  grants  from  the 
city  comptroller,  varying  in  amount,  but  never 
classed  as  liberal.  The  money  was  derived  from 
excise  taxes  imposed  by  the  city,  the  amounts  de- 
termined by  the  board  of  aldermen.  In  1889,  how- 
ever, the  city  began  to  pay  for  the  care  of  indigent 
patients:  60  cents  for  medical  and  80  cents  for 

surgical  cases. 

Staff  pioneers 

Immigrants  with  professional  training  in  medi- 
cine brought  the  first  fruits  of  the  golden  days  of 
German  medical  education  to  their  adopted  land. 
Much  of  the  new  approach  to  treatment  of  disease 
had  its  origin  in  Germany;  the  first  faint  glimmer- 
ings of  a brilliant  series  of  discoveries,  soon  to  re- 
volutionize the  art  of  medicine,  had  appeared  on 
the  horizon:  the  development  of  pathologic  anato- 
my which  brought  into  being  the  modern  scientific 
laboratory,  and  the  first  developments  in  biologic 
and  organic  chemistry,  which  led  eventually  to  the 
drug  discoveries  of  recent  years.  The  physicians 
migrating  to  this  country  either  knew  of  some  of 
these  advances  or  had  made  some  discoveries 
themselves,  Although  they  had  given  up  political 
ties  with  the  countries  of  their  birth,  they  had  re- 
tained their  scientific  and  social  friendships  so 
that  the  medical  group  was,  in  effect,  a direct  pipe- 
line to  the  best  European  thought  and  practice  of 
the  day.  In  later  years,  in  the  second  stage  of  the 
hospital’s  growth,  the  medical  staff  invited  promi- 


nent German  physicians  to  visit  the  United  States. 
Lectures  were  given  and  operative  clinics  were 
held  by  the  visitors,  a practice  to  be  imitated  later 
by  American  universities  in  the  procedure  known 
as  exchange  professorships. 

Among  the  physicians  who  incorporated  the 
hospital  were  several  noteworthy  pathfinders. 
Emil  Noeggerath,  M.D.,  for  example,  who  had 
been  trained  in  the  new  speciality  of  gynecology, 
migrated  to  this  county  in  1857.  A decade  before 
Neisser,  M.D.,  announced  the  discovery  of  the  or- 
ganism causing  gonorrhea,  Dr.  Noeggerath  read  a 
paper  on  “Latent  Gonorrhea  with  Regard  to  its  In- 
fluence on  Fertility  in  Women.”  The  report  was 
not  well  received,  and  after  the  discussion  the  lec- 
turer remarked,  “After  the  gentlemen  have  given 
five  years  or  more  of  careful  study  to  this  question 
1 shall  expect  to  hear  more  approval  than  I have 
today.”  He  was  one  of  the  founders  of  the  Ameri- 
can Gynecological  Society,  and  with  Dr.  Jacobi 
founded  the  American  Journal  of  Obstetrics. 

Ernest  Krackowitzer,  M.D.,  came  to  the  United 
States  in  1850;  he  was  the  first  individual  on  whom 
the  anesthetic  action  of  chloroform  was  tried.  In 
1858,  he  brought  to  America  the  laryngoscope  and 
was  the  first  to  demonstrate  the  movements  of  the 
vocal  cords  to  the  medical  profession.  Incidental- 
ly, the  instrument  was  invented  by  a Spanish  sing- 
ing teacher  by  the  name  of  Manuel  Garcia. 

Of  Dr.  Jacobi  and  his  talented  wife,  Mary  Put- 
nam Jacobi,  M.D.,  much  has  been  written.  Suf- 
fice it  to  say  here  that  he  is  credited  with  founding 
the  speciality  of  pediatrics  in  America.  His 
achievements  are  commemorated  by  the  Abraham 
Jacobi  Children’s  Division  of  the  Lenox  Hill  Hos- 
pital. 

Herman  Althof,  M.D.,  who  was  trained  by  Karl 
Von  Graefe,  M.D.,  came  to  New  York  in  1858.  He 
was  the  outstanding  ophthalmologist  of  his  day, 
was  one  of  the  founders  of  the  Ophthalmological 
Society  of  New  York,  and  also  founded  the  Ameri- 
can Ophthalmological  Society.  There  were  many 
more,  too  numerous  to  be  mentioned  in  this  short 
historic  study,  but  certainly  worth  noting  in  any 
biography  of  the  early  days  of  Lenox  Hill  Hospital. 

Present  site 

Although  at  the  present  time  the  location  of  the 
hospital  is  a choice  one,  it  was  a very  different  pic- 
ture in  1863  (Fig.  3).  Just  south  of  the  hospital 
was  a swamp,  and  the  stream  that  fed  the  swamp 
still  flows  under  the  present  hospital  buildings. 
Park  Avenue,  then  called  Fourth  Avenue,  had  in 
its  center  the  two-track  right  of  way  of  the  New 
York  Central  Railroad.  The  railroad,  then  on  the 
street  level,  was  bordered  on  each  side  by  a dirt 
road,  and  was  crossed  by  elevated  wooden  bridges 
at  two-block  intervals.  On  each  side  of  the  street  in 
the  neighborhood  of  the  hospital  were  shacks  built 
of  any  junk  available,  and  the  entire  district  was 
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FIGURE  3.  Upper  Park  Avenue,  1862,  site  of  hospital  prior  to  construction. 


called  Shantytown  in  the  local  press.  As  late  as 
1905,  directly  across  from  the  hospital  and  facing 
Park  Avenue,  was  the  stable  of  the  New  York  City 
Cab  Company;  it  was  a block  long  and  housed  sev- 
eral thousand  horses.  The  odor  and  presence  of 
flies  in  midsummer  can  best  be  left  to  the  reader’s 
imagination.  The  location  selected  in  1862  could 
not  be  classed  as  any  Garden  of  Eden.2’3  The 
shanties  were  later  removed  and  the  areas  turned 
into  gardens  or  used  for  new  buildings.  Expan- 
sion of  the  hospital  continued  for  many  years,  with 
buildings  being  added  or  remodeled  in  1875,  1880, 
1888,  1894,  and  1901. 

Although  on  two  occasions  the  institution  came 
to  the  brink  of  closing  because  of  financial  difficul- 
ties, on  a third  occasion  it  came  to  the  same  im- 
passe because  of  the  high  death  rate.  In  1870,  740 
patients  were  admitted  to  the  hospital,  and  in  1872 
the  total  had  risen  to  769.  In  the  succeding  four 
years,  the  number  of  admissions  steadily  declined 
until  1876,  when  only  483  patients  were  treated. 
The  death  rate  in  1869  was  9.5  per  cent  and  rose  to 
15  per  cent  in  1875.  Dr.  Jacobi  stated,  “The  sur- 
roundings are  unhealthy.  Each  block  that  sur- 
rounds the  hospital  is  a sea  of  dirty  water  made 
unclean  by  the  dirtiest  of  human  beings.  The 
water  is  still  further  defiled  by  the  excrement  of 
their  animal  companions.  This  causes  intermit- 
tent fever  (malaria).  Those  in  the  Hospital  who 
are  sick  get  sicker,  and  those  who  are  well,  get 
sick.”  1 

Finally,  after  much  agitation,  the  city  adminis- 
tration built  sewers  and  drained  the  entire  region. 
This  drainage,  together  with  the  added  influence 


of  antiseptic  surgery  first  introduced  by  Lord  Jo- 
seph Lister,  M.D.,  in  1867,  resulted  in  a continu- 
ous fall  in  the  death  rate,  so  that  by  1892  it  had 
reached  a low  of  5.5  per  cent. 

Hospital  conditions 

Henry  Jacques  Garrigues,  M.D.,  a Danish  physi- 
cian, became  gynecologist  to  the  hospital  in  1885.  i 
He  is  best  known  as  the  man  who  introduced  anti- 
septic methods  in  obstetrics  in  America  in  1883 
the  dramatic  story  of  which  is  told  in  his  biogra 
phy.  In  1884,  of  345  deliveries  at  the  New  Yorl 
Maternity  Hospital,  30  women  died  and  morbidity 
rate  was  high.  In  September  the  conditions  wen 
at  their  worst:  10  of  the  women  delivered  during  ! 

the  month  died,  about  1 out  of  4,  and  the  survivor:  i 
barely  escaped  with  their  lives.  At  this  time,  Oc  . 
tober  1,  1885,  the  rotation  of  service  at  Germar 
Hosptial  brought  Dr.  Garrigues  in  charge.  Ap 
palled  at  the  frightful  conditions,  he  at  once  pu 
into  effect  a detailed  plan  he  had  already  formu  ; 
lated  for  driving  out  infection.  The  plan  consistec  ; 
of  rigid  cleanliness,  the  use  of  biochloride  of  mer 
cury,  the  rapid  alternation  of  wards,  and  fresl 
bedding  and  clothing.  On  December  21,  he  couh 
report,  “As  if  by  magic  all  trouble  disappeared,  9' 
women  had  been  delivered  since  its  introduction 
not  one  of  them  has  died.  There  has  been  scarcel;  1 
any  disease  amongst  them,  only  three  had  any  ris' 
of  temperature.” 

Types  of  medical  cases 

During  the  years  following,  there  have  beei 
great  changes  in  the  types  of  medical  cases.  Up  t 
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1908,  diabetes  was  rare,  with  1 or  2 cases  observed 
i in  six  months.  Most  of  those  admitted  to  the 
medical  wards  were  quickly  transferred  to  the  sur- 
, gical  division  because  of  surgical  complications. 
Malaria  was  frequent.  The  most  common  com- 
plaint was  typhoid  fever;  it  was  not  unusual  to 
have  30  to  60  cases  continually  on  the  wards  from 
June  until  Christmas.  Chronic  nephritis  was 
often  observed,  as  was  cirrhosis  of  the  liver. 

Cardiac  conditions,  especially  those  involving 
the  coronaries,  were  not  often  observed.  There 
were  cases  of  rheumatic  fever  and  more  gout  then 
is  presently  encountered.  Syphilis  and  gonorrhea 
were  frequently  encountered,  and  any  puzzling 
case  that  failed  to  respond  to  medication  was  al- 
. ways  given  a therapeutic  trial  of  mercury  and  the 
I iodides.  Syphilis  attained  a degree  of  severity  un- 
known to  the  present  generation.  The  most  fre- 
quent conditions  observed  in  one  of  the  earlier 
years  of  the  hospital’s  history  were  typhoid,  71;  in- 
termittent fever  (malaria),  78;  diptheria,  60; 

1 whooping  cough,  45;  syphilis,  381;  gonorrhea,  286; 

rheumatism,  175;  anemia,  329;  gout,  90;  tuberculo- 
|l  sis,  240;  and  cancer,  25.  The  most  common  opera- 
tive procedures  were  tooth  extractions,  394;  inci- 
sion of  abscesses,  200;  subcutaneous  injections,  3; 
tonsilectomies,  5;  and  amputations  of  an  extremi- 
ty, 4. 

The  line  between  surgery  and  medicine  was 
rather  loosely  drawn,  and  there  were  but  few  pure 
specialists  as  we  understand  the  term  today.  Al- 
though Dr.  Jacobi,  who  became  professor  of  pedi- 
atrics in  the  New  York  Medical  College  in  1860, 
was  considered  a medical  man  and  in  his  later 
years  a pediatrician,  his  thesis  submitted  in  apply- 
ing for  membership  in  the  New  York  Pathological 
Society  concerned  a new  method  of  treating  ovari- 
an cysts.  In  those  days,  ovarian  cysts  of  large  di- 
mensions were  frequent;  weights  of  75  and  100 
pounds  were  not  unusual. 

The  relationship  between  the  medical  staff  and 
the  board  of  trustees  in  the  early  days  was  not  al- 
ways a happy  one.  This  might  have  been  expect- 
ed, for  both  groups  included  very  strong  personali- 
ties. In  1891,  the  line  of  demarcation  of  authority 
between  the  two  groups  was  settled  by  an  election 
which  was  won  by  the  board  of  trustees.  The  New 
York  Times  described  the  meeting  as  much  hotter 
than  a Tammany  Hall  primary  election.  The  en- 
tire intern  staff  offered  its  resignation,  which  the 
trustees  accepted. 

Regulations 

Originally  all  records  and  correspondence  had 
been  in  German  and  all  interns,  nurses,  and  non- 
professional help  had  been  required  to  speak,  read, 
and  write  German.  Beginning  at  the  turn  of  the 
century,  these  requirements  were  abandoned.4 

Some  of  the  early  rules  of  discipline  now  seem 
almost  unbelievable,  but  they  were  enforced,  and 


sternly:  one  had  to  have  a pass  to  leave  the  build- 
ing and  had  to  return  before  10:00  P.M.;  no  junior 
medical  man  could  speak  to  his  senior  until  the  ju- 
nior had  first  been  spoken  to;  in  the  staff  dining 
room  no  one  was  served  until  the  ranking  intern, 
then  termed  chief  of  staff,  had  arrived;  no  intern 
could  go  out  with  a nurse,  particularly  a nurse  in 
training.  It  meant  dismissal  for  both  offenders. 

Nurses  training 

Until  November,  1882,  nurses  were  recruited  lo- 
cally from  among  those  who  could  claim  some 
qualifications  for  the  duties.  In  November  of  that 
year,  three  nurses  from  the  Empress  Augusta  Hos- 
pital in  Berlin  arrived,  and  from  then  until  the 
founding  of  the  training  school  in  1887,  nurses 
from  Germany  were  what  is  now  termed  charge 
nurses.  They  brought  with  them  the  custom  of 
being  addressed  as  “schwester,”  or  sister,  a relic  of 
the  days  when  practically  all  nursing  was  done  by 
nuns.5 

Although  the  advisability  of  starting  a training 
school  for  nurses  was  broached  as  early  as  1887, 
the  cornerstone  of  a nurses’  residence  was  not  laid 
until  June  8,  1893,  and  the  building  was  opened  on 
February  22,  1894.  The  actual  founding  of  the 
school  took  place  on  April  6,  1887,  when  Sister 
Henrietta  became  the  first  superintendent.  Four 
young  German-American  women  formed  the  first 
class.  They  were  given  an  eighteen-month  course, 
and  received  an  allowance  of  $10  per  month.  It 
was  two  years  later  before  the  trustees  thought  it 
safe  to  permit  male  patients  to  be  nursed  by  stu- 
dent nurses. 

In  1899,  The  New  York  Times,  in  a report  of  the 
graduation  exercises  of  the  school,  said,  “The 
highest  recommendation  a nurse  can  have  is  to  be 
able  to  say  that  she  is  a graduate  of  the  German 
Hospital  Training  School.” 

The  first  intern  serving  in  the  hospital  was  Ri- 
edel, M.D.,  who,  for  about  one  year,  carried  the  en- 
tire burden  of  the  more  intimate  care  of  the  pa- 
tients. Then  a second  intern  was  added  to  the 
staff,  and,  as  the  years  passed,  the  number  was 
gradually  increased  to  six.  These  men  were  cho- 
sen without  examination  and  had  an  uncertain  pe- 
riod of  service  for  which  they  were  paid.  Some 
served  for  as  short  a time  as  two  months;  others 
served  for  several  years. 

Patient  treatment 

A picture  of  an  operating  room  in  preantiseptic 
days  would  have  disclosed  a table  with  a glass  top 
hinged  so  that  one  end  could  be  elevated  to  some 
extent,  and,  if  elevated,  be  held  up  manually. 
There  were  several  basins  about  the  room  and  one 
of  them  contained  sea  sponges  being  softened  by 
soaking  in  water;  they  were  used  to  wipe  away  the 
blood  and  pus.  The  patient  was  anaesthetized 
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after  being  placed  on  the  table.  A broad  leather 
strap  was  passed  over  the  abdomen  and  another 
one  over  the  legs,  both  tightly  belted  to  the  table. 
The  narcotizer,  having  prepared  a cone  made  of 
newspaper,  stuffed  it  with  either  cotton  or  cheese- 
cloth on  which  he  had  poured  the  entire  contents 
of  a 100-gm.  can  of  ether.  Placing  a towel  over  the 
patient’s  eyes,  he  slapped  the  cone  over  the  pa- 
tient’s mouth  and  nose,  then  motioned  to  the  or- 
derly and  nurse  standing  by  to  throw  their  weight 
on  the  arms  and  legs  of  the  victim;  the  battle  was 
on.  The  patient  struggled,  the  concentration  of 
the  anesthetic  induced  spasm,  and  in  the  middle  of 
the  fight  the  poor  victim  crowed  like  a rooster  with 
an  attack  of  whooping  cough.  Finally  the  struggle 
ended,  the  surgeon  did  his  work,  washed  his  hands, 
and  the  patient  was  carried  back  to  bed. 

What  might  be  termed  one  of  the  atrocities  of 
that  day  was  the  scrubbing  of  the  patient.  Under 
narcosis,  the  patient  was  placed  on  a rubber  sheet 
on  the  table.  For  five  minutes  by  the  operating 
room  clock,  an  area  of  the  patient’s  anatomy  was 
scrubbed  with  a stiff  nail  brush,  warm  water,  and 
green  soap.  This  was  followed  by  a similar  scrub- 
bing for  five  minutes  with  70  per  cent  alcohol,  and 
then  a five-minute  session  with  a solution  of  iodo- 
form in  ether.  By  this  time,  the  fluids  were  cold; 
for  the  balance  of  the  time  the  patient  was  on  the 
table,  the  back  of  the  body,  from  the  neck  to  the 
heels,  lay  in  a puddle  of  cold  water.  One  wonders 
that  anyone  survived  or  that  any  skin  was  left. 
One  by  one  the  crudities  were  dropped,  and  out  of 
the  primitive  wilderness  of  procedure  evolved  the 
techniques  of  today. 

Germantown  area 

At  the  time  of  which  I speak,  in  the  late  1800s, 
Yorkville  was  a city  of  smells,  of  malt  in  the  after- 
noons, of  stables  and  horses,  and  of  sounds  of  sing- 
ing groups  and  German  brass  bands  serenading  in 
the  back  yards  and  on  the  streets.  Youngsters 
played  in  the  streets  or  down  at  Schappert’s  boat- 
house on  84th  Street,  and  many  were  the  boys  who 
swam  the  Hellgate  tide.  Families  were  large  and 
social  life  revolved  around  the  church;  there  were 
dances,  strawberry  festivals,  and  social  gatherings, 
all  of  which  contributed  to  a central  and  unified 
community.6 

As  I see  the  changes  in  this  community  from  the 
1860s  until  the  early  1920s,  I picture  three  “hap- 
penings” in  the  City  of  New  York  that  influenced 
the  settlement  of  Yorkville  by  the  American-Ger- 
man people: 

1.  The  building  of  the  German  Hospital  in  1865, 
now  Lenox  Hill  Hospital,  encouraged  the  German 
people  to  gather  around  and  support  this  great  effort. 

2.  From  early  Colonial  days,  Germantown  was  sit- 
uated in  the  lower  east  side  of  Manhattan.  However, 

in  1904,  a tragedy  of  historic  proportions  helped  to 

move  the  German  population  out  of  the  downtown 


area  and  up  to  the  northern  limits  of  the  city,  to  York- 
ville. The  burning  of  the  excursion  steamer,  the  S.  S. 
Slocum,  to  this  day  remains  the  East  River’s  worst 
tragedy.  The  steamer  was  chartered  for  a day’s  out- 
ing by  the  German  Lutheran  Church  of  Sixth  Street 
for  the  women  and  children  of  the  neighborhood.  A 
fire  broke  out  and  of  the  1,400  passengers,  only  300 
survived.  The  breakup  of  so  many  families  prompted 
the  Germans  to  move  to  Yorkville,  away  from  the 
scene  of  their  great  loss. 

3.  The  advent  of  World  War  I brought  about  the 
change  in  name  and  policy  of  the  German  Hospital  to 
Lenox  Hill  Hospital.  Nationalistic  passions  ran  high 
in  those  days,  but  once  the  die  was  cast  and  the  Unit- 
ed States  entered  the  war  on  the  Allied  side,  no  people 
supported  the  American  cause  more  than  the  citizens 
of  Yorkville,  another  contributing  factor  to  the  polar- 
ization of  the  German-American  community.1 2 * 4 

The  grand  gift 

As  an  aside,  the  talk  of  the  hospital  for  the  more 
recent  past  since  the  early  1920s  concerned  a 
grand  gift  given  by  Kaiser  Wilhelm  II  of  the  Ger- 
man Empire  and  used  to  build  the  west  wing  of  the 
German  Hospital.  The  gift,  supposedly  1 million 
dollars,  was  reputed  to  have  been  presented  to  the 
trustees  of  the  hospital  without  any  strings  at- 
tached, an  outright  donation  to  be  used  as  needed. 

This  certainly  was  a story  that  spoke  of  hands 
across  the  ocean,  the  aurora  of  rising  light  of  morn- 
ing, the  unification  of  people  separated  by  a great 
body  of  water,  a story  not  to  be  forgotten.  A 
search  was  instituted  to  document  this  exciting 
event.  Records  have  been  studied  page  by  page, 
trustees’  reports  perused,  and  historical  pages  read 
word  by  word.  Nowhere  has  this  rumor  been  con- 
firmed, nor  can  it  be  supported  beyond  hearsay. 
Finally,  as  if  by  accident,  the  true  story  has  at  last 
been  found,  in  a long-forgotten  page  of  hospital 
news  published  in  1913.  It  was  then  that  the  Ger- 
man citizenry  of  the  City  of  New  York,  probably 
the  German  Society,  gave  to  the  German  Hospital 
a principal  endowment  of  $50,000  to  celebrate  the 
twenty-fifth  anniversary  of  the  reign  of  Kaisei 
Wilhelm  II  toward  the  building  of  the  west  wing 
added  on  76th  Street  in  1913  as  a pavilion  for  pri 
vate  patients  (Fig.  4).  Rumor  has  its  way  with  th< 
passage  of  time,  and  perhaps  $50,000  grew  upwarc 
to  $1  million.  And  perhaps  Kaiser  Wilhelm  II  in 
directly  did  support  the  German  Hospital  wit! 
that  grand  gift! 

Contributors 

Over  the  years,  many  have  participated  in  th> 
support  of  Lenox  Hill  Hospital.  Some  of  th 
major  benefactors  were  Max  Einhorn,  M.D.,  wh 
erected  a building  and  left  maintenance  funds 
Fritz  Achelis,  who  donated  the  first  nursing  dormi 
tory;  Carl  Schurz;  William  Black,  who  donated  $ 
million  for  Black  Hall;  Charles  R.  Lachman,  fo  | 
whom  the  clinic  has  been  named;  the  Wollman  sis  I 
ters  for  whom  Wollman  Pavilion  is  named;  an 
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FIGURE  4.  New  west  wing  in  course  of  construction, 
1913. 

Otto  and  Anna  Ottendorfer,  whose  dispensary  was 
demolished  in  1973  to  make  way  for  the  new  Percy 
and  Harold  Uris  Pavilion  (Fig.  5).  Ground-break- 
ing ceremonies  for  this  new  pavilion  took  place 
April,  1973.  The  cost  estimate  difference  from 
1973  to  1975  is  presently  1 million  dollars. 

Comment 

Hospitals  are  not  just  buildings;  like  the  human 
body  they  must  have  a soul.  The  soul  of  a hospi- 
tal is  made  manifest  by  the  spirit  of  the  workers, 
by  the  lack  of  professional  jealousy,  and  by  the  at- 
titude of  cooperation.  These  virtues,  bound  to- 
gether by  the  ever-present  thought  that  it  is  the 

$ 
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IN  GONORRHEA 

INJECTION 

Wycilliri 

(STERILE  PENICILLIN  G 
PROCAINE 

SUSPENSION)  WYETH 


sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 
including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reactions. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 


tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
tfoi 


In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  penicillin  G procaine.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
just  before  injection,  is  recommended. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levelscommon  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IMor  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  penicillin  G procaine—  N.  gonorrhoeae  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensi- 
tivity (anaphylactoid)  reactions  have  been  reported  in  pa- 
tients on  penicillin  therapy.  Serious  anaphylactoid  reactions 
require  immediate  emergency  treatment  with  epinephrine. 
Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  pa- 
renteral therapy,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well-documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicil- 
lin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Immediate  toxic  reactions  to  procaine  may  occur  in  some 
individuals,  particularly  when  a large  single  dose  is  ad- 
ministered in  the  treatment  of  gonorrhea  (4.8  million  units). 
These  reactions  may  be  manifested  by  mental  disturbances, 
including  anxiety,  confusion,  agitation,  depression,  weak- 
ness, seizures,  hallucinations,  combativeness,  and  ex- 
pressed “fear  of  impending  death”.  The  reactions  noted  in 
carefully  controlled  studies  occurred  in  approximately  one 
in  500  patients  treated  for  gonorrhea.  Reactions  are  tran- 
sient, lasting  from  1 5-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefuily  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermallyO.1  ml.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 


least  four  months. 

Adverse  Reactions:  (Ffemcillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings!') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Procaine  toxicity  manifestations  have  been  reported  (see 
"Warnings").  Procaine  hypersensitivity  reactions  have  not  been 
reported  with  this  drug. 

Dosage  and  Administration:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  given  just  before  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  other- 
wise, a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  penicillin  G procaine.  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 
N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  penicillin  G procaine  daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  whoJ 
also  have  syphilis  should  be  given  additional  treatment  appro 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-ml 
size)  contains  penicillin  G procaine  in  a stabilized  aqueous  sus- 
pension with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5*1 
lecithin,  0.5% carboxymethylcellulose,  0.5%  povidone,  0.1%  methy| 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-ml. 
contains  per  ml.  300,000  units  penicillin  G procaine  in  a stabili( 
aqueous  suspension  with  sodium  citrate  buffer  and  approxima 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povidoi 


0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene 
monopalmitate,  1.2  mg.  methyl  paraben,  and  0.14 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 


orbiii 

propyl; 

I 


On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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yphilis  is  preferably  treated  with  penicillin  G 
snzathine.  which  is  also  the  drug  of  choice 
r prophylaxis  after  exposure.  Administra- 
Dn  of  2.4  million  units  (1.2  million  in  each 
jttock)  usually  cures  most  cases  of  primary, 
jcondary  and  latent  syphilis  with  negative 
S)inal  fluid. 

ndicstions:  In  treatment  of  infections  due  to  penicillin 
sensitive  microorganisms  that  are  susceptible  to  the  low  and 
y prolonged  serum  levels  common  to  this  particular  dosage 
m.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
ding  sensitivity  tests)  and  by  clinical  response 
The  following  infections  will  usually  respond  to  adequate 
sage  of  intramuscular  penicillin  G benzathine. —Venereal  in- 
tions:  Syphilis,  yaws,  bejel  and  pinta. 

For  deep  intramuscular  injection  only. 
Contraindication:  Previous  hypersensitivity  reaction  to  any 
lucillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
ylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
quent  following  parenteral  therapy  but  has  occurred  with  oral 
ncillins.  These  reactions  are  more  apt  to  occur  in  individuals 
h history  of  sensitivity  to  multiple  allergens, 
severe  hypersensitivity  reactions  with  cephalosporins  have 
en  well  documented  in  patients  with  history  of  penicillin  hyper- 
isitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre 
us  hypersensitivity  to  penicillins,  cephalosporins  and  other 
;rgens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
h usual  agents,  e.g..  pressor  amines,  antihistamines  and  corti- 
steroids. 


Precautions:  Use  cautiously  in  individuals  with  histones  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  maior  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat- 
ment to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopema.  thrombo- 
cytopenia, neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics.  Jarisch-Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)  — 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital  -under  2 years  of  age.  50,000  umts/Kg.  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref 
erabie.  When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  penicillin  G benzathine  (as  active  in- 
redient):  2,400.000  units  in  4 ml.  single  dose  disposable  syringe, 
ach  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose.  0.6%  povidone,  0.1%  methylparaben.  and 
0.01%  propylparaben.  300.000  units  per  ml.— 10-ml.  multi-dose 
vial.  Each  ml.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate.  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 
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New  York  Medical  College 
and  Metropolitan  Hospital 
Center 


One  hundred-year  affiliation  in 
medical  care 

HARMON  T.  RHOADS,  Jr.,  M.D.a 

New  York  City 

JOSEPH  B.  CLEARY,  M.D.b 

New  York  City 

a Associate  Clinical  Professor,  Division  of  Plastic  Surgery. 
b Resident  in  Surgery. 


The  year  1975  marks  a centennial  year  for  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  and  Metropolitan  Hospital  Center. 
One  hundred  years  ago,  in  September,  1875,  the 
New  York  Department  of  Public  Charities  and 
Correction  established  Metropolitan  Hospital  on 
Ward’s  Island,  located  in  the  East  River.  Affilia- 
tion with  New  York  Medical  College  began  on  the 
same  day.  The  affiliation  has  continued  for  a cen- 
tury, making  it  the  oldest  of  its  kind  in  the  United 
States.  The  year  1975  celebrated  this  long  and 
productive  partnership  dedicated  to  the  medical 
care  of  the  people  of  the  City  of  New  York. 

Beginnings 

At  the  time  the  affiliation  began,  New  York 
Medical  College  was  called  the  New  York  Homeo- 
pathic Medical  College,  and  Metropolitan  Hospi- 
tal was  called  the  Homeopathic  Hospital.  In  1894, 
names  and  places  changed.  On  March  26  of  that 
year,  the  hospital’s  patients,  staff,  and  equipment 
moved  south  along  the  East  River  to  Blackwell’s 
Island,  now  Roosevelt  Island.  Four  days  later,  by 
order  of  the  Board  of  Commissioners  of  Public 
Charities  and  Correction,  the  hospital  was  named 
the  Metropolitan  Hospital  (Figs.  1 and  2). 

The  reason  for  the  name  change  to  Metropolitan 
Hospital  apparently  lies  in  the  fact  that  the  desig- 

Presented  at  the  169th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York,  Session  on  Archives,  -Joint 
Meeting  with  Medical  Archivists  of  New  York  and  the  Wom- 
an’s Auxiliary  of  the  Medical  Society  of  the  State  of  New  York, 
Sunday,  March  9,  1975. 


FIGURE  1.  Remaining  building  of  old  Metropolitan  Hospi- 
tal. Cupola  where  the  operating  rooms  were  located 
reached  by  elegant  spiral  staircase  shown  in  Figure  2. 


FIGURE  2.  Stair  tower  of  old  Metropolitan  Hospital. 
“.  . . The  building  is  handsome;  and  is  remarkable  for  a 
spacious  and  elegant  staircase.  The  whole  structure  is 
not  yet  finished,  but  it  is  all  ready  one  of  considerable  size 
and  extent,  and  is  capable  of  accomodating  a very  large 
number  of  patients  ...”  (From  American  Notes  and  Pic- 
tures from  Italy,  by  Charles  Dickens). 


nation  homeopathic  gave  rise  to  apprehension 
among  both  medical  and  public  groups.  Home- 
opathy was  a theory  of  medicine  proposed  by  Sam- 
uel Christian  Friedrich  Hahnemann  in  the  early 
part  of  the  nineteenth  century,  the  maxim  of 
which  was  “similia  similibus  curantur,”  like  cures 
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like.  Essentially,  diseases  or  symptoms  of  diseas- 
es are  curable  by  those  particular  drugs  which  pro- 
duce similar  pathologic  effects;  also,  the  theory 
proposed  that  the  effect  of  drugs  could  be  im- 
proved by  administering  them  in  infinitesimally 
small  doses. 

At  this  time.  New  York  Medical  College,  Metro- 
politan’s affiliate,  was  called  the  New  York 
Homeopathic  Medical  College  and  Hospital. 
When  first  established  in  1860  as  the  second 
school  of  homeopathy  in  the  United  States,  New 
York  Medical  College  was  called  the  Homeopathic 
Medical  College  of  the  State  of  New  York,  in  New 
York  City.  The  first  president  of  the  college,  Wil- 
liam Cullen  Bryant,  was  the  son  and  grandson  of 
physicians.  He  embraced  homeopathy  whole- 
heartedly, and  his  backing  gave  impetus  to  its 
spread  and  accepted  position  in  New  York  in  the 
middle  nineteenth  century. 

If  the  designation  homeopathy  gave  rise  to  ap- 
prehension, even  more  so  did  the  name  Blackwell’s 
Island.  In  the  early  years  of  the  twentieth  centu- 
ry, the  only  means  of  transportation  to  Metropoli- 
tan Hospital  was  by  a rowboat  manned  by  20  con- 
victs bossed  by  Keeper  Foley  and  by  a small 
steamer,  the  William  H.  Wickham,  named  after 
the  mayor  of  New  York  City  in  1875.  Evidently, 
such  transportation  to  an  island  whose  name  was 
reminiscent  of  a pirate  hideout  gave  the  impres- 
sion to  the  general  public  that  Blackwell’s  Island 
was  inhabited  mainly  by  prisoners.  In  1910, 
transportation  improved  as  the  elevator  from  the 
Queensboro  bridge  to  the  Island  was  built.  In 
1920,  Commr.  Bird  S.  Coler  suggested  the  Island 
be  renamed  Welfare  Island.  It  would  seem  that 
all  concerned  might  welcome  such  a change  of 
image  for  Island;  yet,  many  groups  and  individuals 
protested.  Such  groups  as  the  New  York  Histori- 
cal Society,  the  American  Scenic  and  Historical 
Preservation  Society,  and  the  American  Geograph- 
ical Society  were  among  those  opposed.  Individu- 
al opposition  is  exemplified  by  the  letter  of  Egbert 
G.  Rankin,  M.D.,  professor  of  medicine  at  Flower, 
written  to  the  New  York  Tribune. 

Sir:  All  interested  in  the  history  of  New  York  will, 
I think,  be  pleased  to  see  that  the  Tribune,  in  its  edi- 
torial of  October  10,  does  not  favor  a change  of  the 
name  of  Blackwell’s  Island,  a name  which  the  island 
has  borne  for  about  235  years.  The  Tribune  is  mis- 
taken, however,  when  it  says,  “the  Blackwell  from 
whom  it  got  its  name  was  not  a historical  character,” 
for  the  island  bears  the  name  of  an  honorable  citizen 
of  earlier  Colonial  period,  and  that  of  his  grandson, 
who  was  a patriot  in  the  Revolutionary  War,  and  who 
suffered  much  for  his  loyalty  ...  . It  is  certainly 

unfortunate  that  any  stigma  should  have  arisen  in 
connection  with  the  name  of  the  Island,  but  this 
should  not  be  a reason  for  a change  of  its  name,  for  in 
time  the  unpleasant  association  of  penitentiary  and 
workhouse  will  be  dissipated  with  the  removal  of 
these  institutions  and  the  island  devoted  to  the  two 


great  hospitals,  with  a park,  for  which  it  is  so  admira- 
bly adapted.  Let  us  keep  old  names;  rather  than 
changes,  it  would  be  pleasing  to  see  old  names  re- 
vived, especially  when  the  change  is  either  meaning- 
less or  unappropriate,  as,  for  example,  in  the  instance 
of  Astoria,  Queens.  Formerly,  this  was  called  Hal- 
letts  Cove,  after  its  original  settler,  William  Hallett, 
but  the  name  was  changed  to  Astoria  in  hope  that 
John  Jacob  Astor  would  give  the  village  a library.  He 
did  not,  nor  did  he  or  any  of  his  family  ever  have  any- 
thing to  do  with  the  place,  yet  the  name  remains  as  a 
perpetual  misfit. 

In  spite  of  such  opinions,  Blackwell’s  Island  was 
renamed  Welfare  Island  in  1921. 

Growth 

After  solving  the  initial  problems  of  establish- 
ment, renaming,  and  relocation,  which  occurred 
during  the  first  twenty  years  of  Metropolitan’s  his- 
tory, a series  of  significant  events  marked  the 
growth  of  this  hospital.  In  1892,  two  years  before 
moving  from  Ward’s  Island  to  Blackwell’s  Island,  a 
training  school  for  nurses  was  organized.  It  was 
the  third  such  school  for  nurses  in  New  York  City. 
In  1902,  eight  years  after  relocation  on  Blackwell’s 
Island,  a tuberculosis  infirmary  was  established, 
making  Metropolitan  Hospital  the  first  municipal 
hospital  for  tuberculosis  in  the  United  States. 

During  the  early  years,  Metropolitan  was  called 
on  to  contribute  medical  services  in  the  worst  ma- 
rine disaster  ever  chronicled  in  New  York  history. 
On  June  15,  1904,  the  steamboat  General  Slocum, 
carrying  1,331  passengers  and  bound  for  Locust 
Grove  on  the  Long  Island  Sound,  exploded  and 
burned  in  the  middle  of  the  East  River.  Physi- 
cians, nurses,  and  clergyman  from  the  City,  Metro- 
politan, Almhouse,  and  Infants  Hospitals  were 
among  those  rendering  immediate  aid  and  long- 
term care  to  the  407  survivors. 

The  year  1907  gave  early  and  clear  indication  of 
the  rapid  growth  and  important  service  of  Metro- 
politan Hospital.  Bed  capacity  reached  1,300,  and 
yearly  admissions  reached  6,920,  making  it  the 
largest  general  hospital  in  New  York  City,  indeed, 
in  the  United  States.  This  expansion  was  but  a 
forerunner  of  the  growth  that  was  to  occur  in  the 
next  eight  years. 

During  the  time  1907  to  1915  a new  nurses’ 
home  was  dedicated,  and  two  new  pavilions  for  tu- 
berculosis patients  were  opened.  The  new  staff 
house  was  completed,  a Roman  Catholic  chapel 
was  consecrated,  and  a social  service  committee 
was  put  into  operation.  Also  during  these  years  a 
passenger  and  vehicular  elevator  was  built  which 
connected  the  Queensboro  Bridge  with  the  Island. 
The  Reception  Hospital,  a new  emergency  ward 
located  at  the  base  of  the  elevator,  was  established. 
In  conjunction  with  a new  ambulance  service,  this 
arrangement  began  to  provide  Metropolitan  Hos- 
pital with  an  excellent  variety  of  acute  care  pa- 
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tients.  In  1915  the  bed  capacity  increased  to 
1,897.  The  East  Pavilion  was  converted  into  a 
care  and  treatment  area  for  400  children,  making 
Metropolitan  Hospital  the  largest  general  hospital 
for  children  in  the  country. 

This  tremendous  expansion  of  patient-care  fa- 
cilities and  bedside  teaching  capability  occurred 
just  prior  to  the  entry  of  the  United  States  into 
World  War  I.  During  the  war,  Metropolitan  Hos- 
pital extended  its  care  from  Blackwell’s  Island  to 
central  France  by  establishing  Base  Hospital  num- 
ber 48.  William  Francis  Honan,  M.D.,  professor 
of  surgery,  was  director  of  the  unit.  More  than 
400  medical  and  professional  volunteers  were  con- 
tributed to  the  armed  forces  by  Metropolitan  Hos- 
pital during  the  years  1917  to  1919. 

The  semicentennial  celebration,  held  at  the 
Hotel  Plaza  in  1925  with  the  Hon.  John  F.  Hyland, 
mayor  of  the  City  of  New  York,  as  principal  guest 
speaker,  attested  to  the  quality  and  extent  of  care 
offered  by  Metropolitan  Hospital  during  the  first 
fifty  years  of  its  influence  on  the  health  care  of  the 
people  of  New  York  City. 

Second  fifty  years 

The  scene  of  activity  shifted  to  the  mainland  of 
Manhattan.  In  1927,  a dispensary  and  outpatient 
department  was  opened  at  430  East  88th  Street. 
When  the  Department  of  Hospitals  was  estab- 
lished in  1929,  Metropolitan  Hospital  became  one 
of  its  26  member  institutions. 

The  establishment  of  the  home  care  service  in 
1949  proved  its  importance  in  short  order;  after 
only  one  year  Metropolitan  Hospital  had  the  high- 
est number  of  home  care  patients  in  the  city  hospi- 
tal system. 

The  year  1955  proved  to  be  the  real  turning 
point  for  the  hospital.  The  move  to  Manhattan 
took  place  during  mid-September  of  that  year  with 
550  patients  being  transferred  from  Welfare 
Island.  The  new  location,  1901  First  Avenue,  be- 
tween 97th  and  99th  Streets,  brought  the  hospital 
into  the  center  of  the  very  needy  community  of 
East  Harlem.  The  move  also  brought  Metropoli- 
tan into  greater  proximity  to  its  affiliate  institu- 
tion, New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals.  Formal  dedication  of  the  new 
1,000-bed  hospital  took  place  October  28,  1955. 
Its  modern  design  included  such  facilities  as  a 
completely  air-conditioned  surgical  area,  a fully 
equipped  recovery  suite  with  individual  oxygen 
supplies  piped  from  a central  source,  and  a spe- 
cially designed  and  equipped  physical  medicine 
and  rehabilitation  section. 

In  the  same  year  the  affiliation  was  strength- 
ened by  the  formation  of  the  New  York  Medical 
College  Metropolitan  Hospital  Center.  This  made 
the  College  a central  institution  around  which 
three  hospitals  were  to  operate,  namely,  Flower 


and  Fifth  Avenue  Hospitals,  Metropolitan,  and 
Bird  S.  Coler.  The  Bird  S.  Coler  Memorial  Hospi- 
tal, which  opened  in  1952,  is  a 1,900-bed  facility  lo- 
cated on  the  northern  tip  of  Roosevelt  Island.  It 
is  named  in  honor  of  the  commissioner  of  hospi- 
tals, Bird  S.  Coler,  who  established  the  Depart- 
ment of  Hospitals  of  the  City  of  New  York  from 
what  was  formerly  known  as  the  Department  of 
Public  Charities  and  Correction.  Since  its  affilia- 
tion with  the  college,  Bird  S.  Coler  Hospital  has 
been  a major  center  of  rehabilitation  and  clinical 
research  in  the  field  of  chronic  disease. 

The  first  ten  years  of  the  new  hospital  showed 
such  outstanding  growth,  patient  care,  and  clinical 
teaching,  that  in  1965  Metropolitan  Hospital  was 
officially  designated  a medical  center.  When  the 
New  York  City  Health  and  Hospitals  Corporation 
was  established  in  1969,  Metropolitan  became  one 
of  the  19  units  within  the  Corporation,  and  one  of 
7 with  the  designation  of  hospital  center.  Fol- 
lowing this,  as  part  of  a twenty-five-year  master 
plan,  a new  emergency  room  was  built,  complete 
with  operating  room;  3 new  floors  in  the  outpatient 
department  were  constructed,  and  4 new  intensive 
care  units  were  put  into  operation. 

On  November  21,  1973,  the  Metropolitan  Hospi- 
tal Center’s  new  mental  health  pavilion  was  offi- 
cially dedicated.  A 14-story,  254-bed  air-condi- 
tioned structure,  it  is  New  York  City’s  third  larg- 
est hospital  and  mental  health  center.  Costing  19 
million  dollars,  the  facility  provides  a twenty-four- 
hour  walk-in  “crisis”  clinic,  a general  inpatient 
adult  psychiatric  service,  an  alcoholic  detoxifica- 
tion program,  a methadone  maintenance  program, 
and  a partial  hospitalization  program. 

In  view  of  such  developments,  it  is  no  surprise 
that  the  yearly  statistics  for  Metropolitan  Hospital 
reflect  the  extent  of  its  service  to  the  people  of  the 
City  of  New  York:  admissions  19,000;  emergency 
room  visits  89,000;  outpatient  department  visits 
300,000;  surgical  operations  7,000;  and  laboratory 
examinations  3.3  million. 


Conclusion 

As  the  centennial  year  of  Metropolitan  Hospital 
Center  and  its  affiliation  with  New  York  Medical 
College  is  celebrated,  the  tradition  of  this  institu-  I 
tion  will  surely  continue  through  a second  century 
of  service. 
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In  the  beginning  there  was  Aristotle,  as  always. 
Systematic  botany  can  be  traced  back  to  his  work 
on  natural  philosophy,  in  which  he  described 
plants  as  well  as  other  living  beings.  This  was 
part  of  the  vast  body  of  his  work  which  has  sur- 
vived, providing  the  basis  for  medieval  and  Re- 
naissance learning.  Of  his  other,  more  purely 
philosophic  dialogues  which  did  not  survive,  only 
secondary  accounts  remain. 

The  books  he  left  in  his  school  were  studied  and 
discussed,  but  they  were  not  actually  brought  out 
until  long  after  his  death.  Theophrastus  was  one 
of  his  chief  beneficiaries,  and  the  ninth  book  of 
Theophrastus  may  be  called  an  herbal.  (The 
books  on  herbs  were  given  this  name;  gradually  the 
word  “liber”  was  dropped,  after  the  works  were  all 
available  in  Latin  and  the  vernacular.)  Some  of 
Theophrastus’  work  is  extant,  and  he  lists  plants 
of  medicinal  value  as  well  as  others. 

Early  lists  of  medicinal  plants 

By  100  to  150  B.C.,  Crateuas  (or  Kratevas)  col- 
lected a larger  series  of  plants  and,  for  the  first 
time,  caused  pictures  to  be  made  of  them,  said  to 
be  colored.  Crateuas  was  physician  to  King  Mith- 
ridates,  a reputed  poisoner.  It  was  at  his  court 
that  the  notorious  theriac  mithridatum  was  devel- 
oped. Initially  it  was  an  antidote  for  poisons,  but 
the  accretions  of  centuries  made  it  into  a nauseat- 
ing mixture  of  substances.  One  of  Heberden’s 
great  achievements  was  in  publishing  his  materia 
medica  and  ridiculing  the  theriac  to  such  an  extent 
that  it  fell  into  disrepute. 

Alas,  Crateuas’  book  disappeared,  but  it  was 
embodied  in  the  work  of  Dioskurides  or  Diosco- 
rides  of  Anazarba,  as  he  is  better  known.  His  list 
of  valuable  medicinal  plants  was  the  longest  so  far, 
and  it  had  an  immense  vogue  until  late  into  the 
sixteenth  century.  Only  when  proper  scientifical- 


ly based  plant  anatomy  and  physiology  grew  up, 
did  Dioscorides  lose  his  influence.  In  some  quiet 
and  more  remote  places,  Dioscorides’  books  were 
still  consulted  as  late  as  the  middle  twentieth  cen- 
tury. Arber1  states  that  the  director  of  Kew  Gar- 
dens visited  the  community  on  Mount  Athos  in 
1934  and  found  that  the  official  botanist  monk 
carried  Dioscorides’  books  with  him  to  identify 
herbs  in  the  field. 

Dioscorides  lived  in  the  first  century  A.D.  He 
gathered  600  plants  into  his  list.  The  work  was 
copied  many  times  in  Greek,  and  when  Greek  cul- 
ture spread  to  the  Middle  East  his  work  reached 
Syria  and  Arabia,  and  there  was  translated  into 
Arabic.  Several  manuscripts  in  Greek  exist  from 
the  early  Christian  period,  the  most  noted  being 
the  Codex  Aniciana,  made  for  the  Byzantine  prin- 
cess Julia  Anicia  in  512  A.D.  This  manuscript  was 
brought  from  Constantinople  after  its  fall,  and 
sold  in  1560  to  the  Emperor  Ferdinand. 

Early  texts 

The  curious  process  by  which  classical  learning 
was  kept  alive  in  the  Arab  world  is  very  well 
known,  and  I shall  only  touch  on  this  subject. 
The  Greek  texts  were  translated  into  Arabic. 
Kristeller2  has  commented  that  the  Arab  scholars 
were  rather  pragmatic.  They  concentrated  more 
on  the  scientific  and  factual  works,  and  much  less 
on  the  purely  philosophic  and  ethical  treatises. 
They  favored  the  natural  philosophy  of  Aristotle 
for  this  reason.  Its  very  encyclopedic  nature  gave 
it  solidity.  In  translating  it  they,  of  course,  added 
some  ideas  of  their  own. 

These  Arabic  texts  then  were  turned  into  Latin 
in  the  twelfth  and  thirteenth  centuries,  providing 
the  medieval  scholars  with  their  knowledge  of  Ar- 
istotle, Theophrastus,  Dioscorides,  and  others. 
Only  very  few  people  knew  Greek,  and  very  little 
original  Greek  work  was  available. 

Great  excitement  arose  when  the  original  un- 
adulterated Greek  texts  began  to  trickle  into  Italy 
from  Constantinople,  and  fresh  translations  from 
the  originals  began.  One  has  only  to  consider  the 
effect  on  European  history  of  Erasmus’  publica- 
tion of  the  original  Greek  New  Testament  and  its 
translation  into  Latin. 

Pliny  the  elder  was  a contemporary  of  Diosco- 
rides, but  the  value  of  his  work  is  less  notable,  be- 
cause he  muddled  together  all  sorts  of  phenomena. 
A major  interpreter  and  preserver  of  Dioscorides 
was  Galen.  In  his  materia  medica,  he  drew  heavi- 
ly on  the  earlier  author.  He  was  not,  however,  pri- 
marily a botanist,  using  the  word  in  its  modern 
sense.  Since  the  study  of  medicine  in  medieval 
and  early  Renaissance  times  depended  largely  on 
becoming  familiar  with  Galen’s  works,  his  influ- 
ence was  of  course  profound.  In  those  days  every 
physician  was  something  of  a botanist,  since  he 
needed  to  know  the  medicinal  plants  to  prescribe 
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treatment  and,  very  often,  to  prepare  the  sub- 
stances. 

Certain  physicians  nevertheless  devoted  them- 
selves exclusively  to  plant  study.  Through  their 
efforts  to  list  plants,  they  also  began  to  make  sig- 
nificant observations  of  them  in  the  natural  state. 
Until  late  in  the  sixteenth  century,  almost  all  bo- 
tanical literature  was  of  the  “herbal”  type.  Al- 
most all  started  as  new  compilations  of  Diosco- 
rides  and  other  classical  and  Arab  physicians. 
They  would  make  lengthy  comments  on  these  au- 
thors, often  very  scholarly.  For  a long  period, 
they  saw  no  inconsistency  in  commenting  in  this 
fashion  on  the  purely  Mediterranean  plants  de- 
scribed by  their  masters.  Gradually  they  began  to 
realize  that  there  was  such  an  inconsistency  since 
the  plants  of  northern  Europe  were  obviously 
quite  different.  It  took  a certain  mental  tough- 
ness and  courage  to  challenge  the  ancients.  It  was 
all  part  of  the  medieval  notion  that  knowledge  had 
been  completed  by  the  ancient  workers,  and  all 
that  remained  was  to  dot  a few  i’s. 

A very  early  independent  thinker  was  “Albertus 
Magnus,”  Bishop  Albert  of  Ratisbon.  He  left  en- 
cyclopedic treatises  about  plants  and  animals  be- 
fore his  death  in  1280.  Much  of  it  is  a fantastic 
compilation,  but  Arber1  points  out  that  if  one 
reads  it  carefully,  he  makes  some  important  botan- 
ical observations  about  plants  that  he  clearly  ex- 
amined himself.  He  saw  the  way  a grape  vine  had 
tendrils  of  different  types  and  determined  that 
one  was  an  abortive  remnant  of  a grape  cluster 
which  had  failed.  It  was  a distinct  advance  over 
the  unthinking  writings  of  other  authors. 

The  advent  of  printing  with  movable  types  had 
its  well-known  impact  on  the  dissemination  of  sci- 
entific knowledge.  Herbals  were  some  of  the  ear- 
liest works  to  be  printed,  notably  the  Herbarius 
Mogundibus  in  1484,  and  Gart  der  Gesundheit  in 
1485.  Surprisingly,  the  latter  was  in  the  vernacu- 
lar, as  was  the  French  Arbolayre  in  1490.  Later, 
the  Latin  Hortus  Sanitatis  appeared  with  its  1066 
chapters,  530  devoted  to  plants  and  the  rest  to  ani- 
mals, fish,  minerals,  and  urine. 

These  were  lovely  to  look  at,  and  fun,  but  not 
very  scholarly.  They  were  followed  by  the  great 
Renaissance  works  of  Fuchs,  L’Obel,  Matthioli, 
Brunfels,  and  Bock,  who  thought  about  the  plants 
around  them,  related  them  to  Dioscorides,  and 
then  had  pictures  made  of  the  actual  plants  in 
many  cases.  These  men  are  known  as  the  “fathers 
of  botany”  for  this  reason. 

Arber1  suggests  that  botany  as  we  know  it  was 
derived  in  part  from  the  medicinal  list  makers  and 
partly  from  pure  scientific  interest  in  the  natural 
world.  This  latter  was  aided  not  only  by  printing, 
but  also  by  the  skill  and  artistry  of  the  wood  en- 
gravers. She  felt  that  their  artistic  powers  of  ob- 
servation added  subtle  but  significant  insight  into 
the  shapes  of  leaves,  flowers,  fruit,  and  other 


structures. 

Another  point  she  makes  is  that  many  of  the 
early  botanical  scholars  were  Protestant.  This 
worked  in  two  ways.  One  was  that  it  had  required 
courage  and  perception  to  change  from  the  old  re- 
ligion to  the  new.  The  other  was  the  frequent,  in- 
voluntary changes  of  abode  consequent  to  religious 
persecution.  They  were  forced  to  move  about, 
and  undertook  many  journeys.  This  kept  them  in 
contact  with  scholars  in  several  countries,  as  well 
as  making  them  study  fresh  terrain.  Latin  was 
obviously  the  preferred  language  for  similar  rea- 
sons, yet  as  has  been  noted,  botanists  very  early 
began  to  write  in  the  vernacular.  It  could  have 
been  due  partly  to  the  fact  that  much  herb  lore 
had  its  roots  firmly  in  folk  habits,  and  they  were 
writing  as  much  for  the  general  public  as  for  the 
scholarly  world. 

The  names  of  the  great  fathers  of  botany  are 
commemorated  in  the  names  of  flowers  and 
shrubs.  Without  realizing  it,  we  remember  Fuchs 
when  we  admire  the  fuchsia,  and  L’Obel  when 
enjoying  lobelias.  In  the  medical  world,  we  speak 
of  a significant  alkaloid  almost  daily,  without 
knowing  it  embodies  the  name  of  another  botanist. 

Works  of  botanist 

The  man  of  whom  I am  writing  today  was  a 
Protestant  physician,  born  in  Augsburg,  and  des- 
tined to  die  in  a small  town  in  Hungary,  largely 
due  to  the  religious  persecution  of  the  times.  He 
has  not  been  in  the  mainstream  of  botanical  histo- 
ry, but  his  name  was  commemorated  in  a genus  of 
tropical  plants  a hundred  years  after  his  death, 
and  we  unknowingly  speak  of  him  very  frequently. 
The  principal  book  he  wrote  was  originally  in  Ger- 
man, although  Clusius  disapproved,  and  asked 
him  to  write  it  in  the  more  refined  Latin  (Fig.  1)! 
John  Ray,  a powerful  figure  in  the  transformation 
of  herbalism  into  botany,  had  this  work  translated 
into  English,  incorporating  it  into  a volume  of  his 
own,  so  tending  to  dilute  the  authorship.  Botani- 
cal history  in  the  eighteenth  century  did  mention 
him,  notably  Plukenet  and  later  Pulteney,  but  one 
has  a hard  time  finding  him  in  the  indices  of  more 
modern  volumes. 

It  is  a pity,  because  what  he  did  was  very  re- 
markable for  its  time,  both  intellectually  and  in  its 
actual  achievement.  He  went  to  see  for  himself 
what  the  plants  were  like  in  the  Middle  East,  after 
studying  the  work  of  Theophrastus,  Dioscorides, 
and  others.  Not  many  physicians  would  have  un- 
dertaken such  a journey  in  those  days,  and  it  was 
to  be  another  hundred  years  before  more  botanists 
followed  him  out  there.  He  was  one  of  the  scien- 
tists who  realized  that  Middle  Eastern  plants  were 
not  necessarily  the  same  as  those  nearer  home. 
One  must  also  not  forget  the  influence  of  the  Bible  1 
on  such  curiosity.  The  lovely  plants  and  extracts 
which  appear  therein  are  also  largely  indigenous  to 
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FIGURE  1.  Title  page  of  herbarium  collected  in  Provence,  (reproduced  by  courtesy  of  Director,  Rijksherbarium,  Leiden, 
Netherlands) 
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FIGURE  2.  One  of  dried  plants  (thistle)  still  to  be  found  in 
herbarium.  (Reproduced  by  courtesy  of  Director,  Rijks- 
eerbarium,  Leiden,  Netherlands) 


the  Mediterranean  region:  frankincense,  myrrh, 
palm,  citron,  and  so  on.  Furthermore,  a very  valu- 
able international  commerce  existed  at  the  time, 
bringing  seeds,  bark,  resins,  gums,  and  leaf  ex- 
tracts from  very  faraway  places,  by  the  sea  route 
from  Syria.  To  reach  Syria  they  had  to  come 
overland  from  India,  Persia,  Arabia,  and  Mesopo- 
tamia, places  of  immense  romantic  mystery  for  the 
northern  European.  The  average  physician  made 
use  of  the  final  products  of  this  trade  without  giv- 
ing much  thought  to  the  plants  from  which  they 
had  originated.  Stannard3  states  in  a study  of  an 
early  surgical  textbook  (Gersdorff’s  Feldtbuch  der 
Wundartzen)  that  the  author  was  gravely  misin- 
formed about  “reubarbum”  for  example.  Gers- 
dorff  blithely  wrote  that  it  was  the  “root  of  a tree 
from  India  and  Barbary,”  completely  erroneous. 
It  was  understandable  because  of  the  commercial 
form  of  the  raw  materials.  He  had  never  seen  the 
plants  from  which  they  originated. 

Some  early  works  about  Eastern  plants  did 
exist,  but  they  were  chiefly  about  India.  A Portu- 
guese physician  living  at  Goa  wrote  Coloquios  das 
simples  e dramas  he  cousas  medef’inais  da  India  in 
1563,  Garcia  da  Orta  (of  the  garden!)  He  did  not 


include  pictures,  and  we  cannot  tell  if  the  subject 
of  this  study  knew  the  book.  Later,  in  1578,  the 
work  was  enlarged  by  another  Portuguese  physi- 
cian, Christoval  Acosta.  He  added  46  pictures.  It 
appeared  after  our  subject  returned  to  Germany. 

The  new-found  territories  of  America  and  West 
Indies  also  gave  rise  to  significant  botanical  works. 
Fuchs  had  actually  included  tobacco  and  Indian 
corn  in  his  treatise,  but  the  books  by  Monardes 
and  Oviedo  y Valdos  were  the  first  about  those 
countries  entirely.  But  so  far,  there  was  little,  if 
anything,  modern  about  the  Mediterranean.  Our 
scientist’s  book  was  to  be  one  of  the  first  for  a con- 
siderable time. 

To  travel  from  Augsburg  near  Munich  to  Syria 
in  1573  was  an  awesome  undertaking.  He  went  by 
foot  and  on  horseback  initially,  and  then  by  sea 
from  Marseilles  to  Tripoli  in  Syria.  He  had  pre- 
viously traveled  about  Provence  and  gathered 
plants.  These  plants  are  still  in  existence  in  his 
herbarium  (Fig.  2).  The  University  of  Leiden  now 
owns  this  compilation  after  some  fascinating  vicis- 
situdes via  Queen  Christina  of  Sweden.  Looking 
back  at  his  life  from  this  distance,  one  sees  the  ex- 
cellent way  he  prepared  himself  for  his  great  un- 
dertaking. Since  he  revealed  very  little  of  his 
inner  thoughts  or  personality  in  his  writing,  one 
cannot  tell  whether  the  preparation  was  largely 
conscious  or  unconscious.  He  did  reveal  that  he 
was  deeply  religious  and  that  part  of  the  signifi- 
cance of  his  journey  was  religious.  Traveling  to 
Jerusalem  was  a pilgrimage  for  him,  and  for  this 
alone  his  book  is  valuable,  since  there  were  still 
only  very  few  early  Protestant  pilgrims  to  the  Holy 
Land. 

But  one  can  only  speculate  about  the  way  he  ar- 
rived at  his  decisions.  Introspection  was  not  fash- 
ionable, and  even  if  sixteenth  century  people  in- 
dulged in  it,  they  certainly  did  not  record  it  in 
their  works.  We  have  to  piece  together  what  may 
have  been  in  his  mind  from  the  external  details 
available. 

He  studied  medicine  at  Montpellier,  still  preem- 
inent in  those  days.  There  was  a great  tradition  of 
natural  history  at  that  university.  Bishop  Guil- 
laume Pellicier  attracted  other  early  biologists  be- 
cause of  his  fame.  Guillaume  Rondelet  taught 
there  for  fifteen  years,  leaving  very  little  of  his  own 
writing,  but  a remarkable  legacy  of  enthusiastic 
students.  Charles  L’Ecluse  (Clusius)  studied  at 
Montpellier,  and  Jean  Bauhin,  Matthieu  L’Opel, 
and  Jaques  Dalechamps  all  learned  from  him. 

The  course  of  study  depended  heavily  on  Galen, 
Hippocrates,  Rhazes,  Avicenna,  and  Dioscorides. 
Faculty  and  students  met  at  the  beginning  of  the 
academic  year  and  hammered  out  a curriculum 
jointly.  Four  years  after  he  left,  they  decided  to 
leave  out  the  Arabic  authors.  It  is  probably  sig- 
nificant for  his  later  work  that  he  did  study  their 
books. 
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Dannenfeldt,4  who  has  written  the  most  com- 
prehensive monograph  on  this  unduly  neglected 
man,  performs  an  exegesis  of  his  book,  and  notes 
how  many  times  a particular  author  is  cited. 
After  Dioscorides,  he  quoted  next  most  frequently 
from  the  Arabic  scholars  such  as  Avicenna,  Aver- 
roes,  Rhazes,  and  Serapio.  Dannenfeldt  also  ob- 
serves that  this  man  was  one  of  the  earliest  scien- 
tists to  test  his  observations  against  those  of  his 
predecessors  and  quote  from  their  works  either  in 
support  or  refutation  of  his  own  thesis.  Nowadays 
we  take  it  for  granted  that  one  must  check  oneself 
against  the  “literature,”  but  it  was  not  self  evident 
in  the  sixteenth  century. 

Unfortunately  he  did  not  record  how  he  came  to 
learn  about  making  an  herbarium.  Arber1  be- 
lieved that  the  technique  was  invented  by  Luca 
Ghini,  first  professor  of  botany  as  a separate 
science  at  the  University  of  Bologna.  He  did  not 
publish  anything  about  it,  and  it  was  1553  before 
Amatus  Lusitanus  mentioned  it  in  another  exposi- 
tion of  Dioscorides.  They  had  learned  to  dry 
plants  and  fix  them  to  sheets  of  paper,  thus  per- 
mitting more  detailed  study  at  a later  date.  Ini- 
tially this  had  been  done  in  isolated  instances,  but 
Ghini  evidently  had  the  idea  of  putting  the  plants 
together  in  a systematic  fashion. 

It  doesn’t  seem  very  dramatic  or  startling  to  us, 
but  at  that  time  it  was  an  extremely  valuable  new 
technique.  The  initial  expedition  in  Provence 
doubtless  gave  our  scientist  the  field  experience  he 
would  need  later.  The  herbarium  was  ultimately 
put  together  as  a book,  and  there  were  important 
techniques  for  preventing  the  plants  from  sticking 
to  one  another  as  the  pages  were  closed. 

One  of  the  most  engaging  qualities  of  this  travel 
diary  is  his  description  of  the  people  and  their  cus- 
toms in  Syria,  Mesopotamia,  and  Palestine. 
While  he  was  primarily  concerned  with  plants,  and 
did  describe  34  new  species,  the  anthropologic  and 
geographic  information  is  now  considered  to  be 
even  more  precious.  Scholars  have  said  that  his 
description  of  Aleppo  is  the  finest  of  the  period. 

There  are  two  significant  “firsts”  in  this  book. 
One  is  well  documented  by  Dannenfeldt,4  but  the 
other  is  not  mentioned.  No  European  had  pre- 
viously described  coffee  drinking,  and  it  was  to  be 
about  a century  or  more  until  coffee  became  popu- 
lar in  England  and  on  the  continent.  It  had  begun 
as  a religious  rite  among  the  Sufi  in  Yemen,  a mys- 
tic Moslem  sect,  in  late  medieval  times.  By  1511, 
it  was  forbidden  in  Mecca,  and  in  1532,  the  au- 
thorities at  Cairo  disapproved  of  it.  In  spite  of 
theologic  denunciation  coffee  persisted,  and  the 
coffee  houses  were  centers  for  men  of  leisure  to 
discuss  art  and  poetry,  politics,  and  scandal. 

Biddulph  in  1600  wrote  that  it  was  “more  hole- 
some  than  toothsome,  for  it  causeth  good  concoc- 
tion and  driveth  away  drowsiness.”  Pedro  Texeira 
who  traveled  to  the  Orient  twice  at  about  the  same 


time  stated  that  it  was  “good  for  the  stomach,  pre- 
vents flatulence  and  piles,  and  stimulates  the  ap- 
petite.” We  would  probably  disagree  with  him  now 
on  the  therapeutic  properties  of  coffee.  The 
Arabs  called  their  drink  “chaube”  meaning  hot, 
and  the  early  travelers  referred  to  it  as  “coava”  or 
“coffa.”  The  berries  used  in  its  preparation  were 
equated  with  the  “buncho”  of  Avicenna  or 
“bunca”  of  Rhazes. 

Coffee  has  persisted  into  modern  times  and  is 
now  an  institution.  Opium  too  has  persisted  into 
modern  times,  and  is  similarly  an  institution,  but 
one  of  perversity  and  not  equally  acceptable.  In 
chapter  9 of  Staphorst’s  translation  of  our  scien- 
tist’s travel  book,  published  by  Ray  in  1693,  he 
comments  on  the  use  of  opium  by  the  Turks.  “If 
any  one  hath  begun  to  make  use  of  it  (they  take 
about  the  quantity  of  a large  Pea  at  a time)  they 
cannot  well  leave  it  off  again,  except  they  have  a 
mind  to  throw  themselves  into  a Sickness  or  other 
Inconveniences:  For,  as  they  confess  themselves, 
that  if  they  omit  taking  of  it,  they  find  themselves 
very  ill  in  their  Bodies.” 

This  is  a brief  but  accurate  description  not  only 
of  opium  addiction,  but  of  the  withdrawal  symp- 
toms. Modern  opinion  is  divided  about  the  na- 
ture of  withdrawal  symptoms.  One  group  believes 
that  they  reflect  more  of  a psychologic  and  social 
response  than  a truly  biochemical  one,  since  they 
have  seen  Eastern  people  withdraw  quickly  and 
easily  without  all  the  discomfort.  The  description 
given  of  the  Turks  and  opium  withdrawal  four 
hundred  years  ago  tends  to  disprove  this  modern 
theory  and  put  more  weight  onto  the  biochemical 
disturbance.  This  is  not  the  place  to  enter  the 
quagmire  of  drug-addiction  theories,  but  I simply 
record  a possibly  unknown  “first”  in  the  modern 
European  literature. 

Opium  was  known  to  Hippocrates,  Theo- 
phrastus, and  Dioscorides.  It  had  spread  all  over 
the  Middle  East  by  the  twelfth  century  A.D.,  and 
was  widely  used  in  the  Far  East,  particularly 
India.  Opium  addiction  was  an  important  prob- 
lem in  nineteenth  century  England  and  continen- 
tal Europe.  There  does  not  seem  to  have  been 
much  written  about  it  between  the  Arab  texts  and 
this  relatively  recent  period. 

As  he  recorded  the  plants  of  the  coastal  and  in- 
land region,  he  also  noted  the  use  they  made  of 
different  vegetable  products.  In  another  chapter 
he  described  the  Syrians’  habit  of  chewing  a 
strange  gum  all  day  long.  It  was  “like  unto  frank- 
incense or  Ammoniacum,”  which  they  chewed  in- 
stead of  “mastich,”  and  to  which  they  ascribed  the 
same  virtues. 

The  Syrians  had  excellent  gardens,  and  he  de- 
scribed most  of  the  vegetables  and  “potherbs”  we 
still  cultivate  today.  They  grew  lettuce,  cabbage, 
cucumbers,  asparagus,  carrots,  and  so  on,  but  of 
course  there  were  not  tomatoes  or  potatoes  yet. 
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The  fields  yielded  fine-quality  wheat,  and  the  peo- 
ple made  excellent  bread,  often  colored  yellow 
with  saffron  and  scattered  with  sesame  seeds.  It 
is  fascinating  to  consider  the  age  of  some  of  our 
current  articles  of  diet,  and  to  note  the  importance 
of  the  Levant  in  developing  and  transmitting  them 
to  modern  life. 

When  he  came  to  describing  the  plants  he 
found,  he  used  classical,  medieval,  or  contempo- 
rary authorities  to  help  him  fit  them  into  the  exist- 
ing scheme.  Occasionally  he  could  find  only  a local 
Arab  word,  which  he  transliterated.  His  herbar- 
ium originally  contained  364  plants,  collected  over 
a two-year  period.  He  left  Augsburg  in  1573  and 
returned  in  1576,  with  about  one  year  spent  in  the 
journeys  there  and  back.  He  was  clearly  most  as- 
siduous in  his  plant  collecting  and  in  mounting 
them.  It  does  not  say  whether  he  took  the  fine- 
quality  paper  with  him  or  replenished  his  supplies 
in  Syria.  The  Arab  paper  was  a slightly  different 
kind  in  those  days,  and  may  not  have  supported 
the  glue,  he  used.  He  did  use  paper  to  record  his 
observations  and  always  carried  a little  pocket- 
book.  There  is  one  incident  which  shows  the  dan- 
ger he  often  encountered  in  keeping  his  records. 
He  was  sparring  with  a Turkish  soldier  over  dig- 
ging up  a plant  in  a field.  The  Turks  were  not  al- 
ways well  disposed  to  foreign  infidels,  and  this 
particular  one  was  chasing  him  with  his  scimitar. 
Inadvertently  he  dropped  his  precious  notebook, 


and  although  it  was  valueless  to  the  soldier,  the 
latter  kept  it  and  would  not  give  it  back. 

In  spite  of  this  loss,  he  had  accumulated  enough 
detail  to  write  his  book  after  he  came  home.  It 
appeared  in  1582,  and  rapidly  went  into  second 
and  third  editions.  He  wrestled  with  the  problem 
of  illustrations,  and  initially  decided  against  them. 
The  third  edition,  however,  was  illustrated  with  40 
woodcuts.  Subsequently,  D’Alechamps  included  a 
section  on  exotic  plants  in  his  great  treatise,  based 
on  the  travel  book  and  herbarium,  and  illustrated 
it  with  many  woodcuts. 

Comment 

These  publications  made  the  author  very  fa- 
mous, although  by  then  he  had  settled  back  down 
into  the  practice  of  medicine.  Other  botanists  re- 
ferred to  his  work,  and  amplified  it,  further  adding 
to  his  fame.  Bauhin  cited  him  for  banana,  manna, 
rhubarb,  several  willows,  tragacanth,  coffee,  and 
lilies.  Curiously  the  genus  bearing  his  name  was 
not  native  to  the  Levant,  and  he  did  not  bring 
back  any  samples  of  it.  That  would  have  been  a 
wonderful  coincidence.  It  is  indeed  a pity  that  we 
are  not  more  aware  of  this  very  great  traveler  and 
observer.  He  was  overshadowed  by  men  who 
made  remarkable  contributions,  but  the  balance  is 
now  beginning  to  be  redressed. 

For  the  answer  turn  to  page  607 
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Special  Articles 


Who  is  a Real 
Alcoholic? 

Practical  help  in  managing  alcoholism 

DONALD  B.  DOUGLAS,  M.D. 

New  York  City 

Associate  in  Neurology  and. Psychiatry,  Lenox  Hill  Hospital 


Alcoholism  is  a malignant  process  based  on  deni- 
al. It  can  begin  at  any  stage  of  life,  at  first  unno- 
ticed, then  excused,  and  later  concealed  by  the 
personal,  domestic,  and  occupational  .conse- 
quences so  generally  mistaken  for  its  cause.  The 
medical  consequences  also  are  frequently  misin- 
terpreted, imitated,  or  obscured  by  the  wide  spec- 
trum of  symptoms  shared  by  alcoholism  with 
many  other  disorders.  As  isolation  and  despair 
increase  during  the  typically  uneven  but  relentless 
progression,  denial  also  increases,  proliferating  to 
exploit  every  possibility  of  excuse,  concealment,  or 
avoidance.  All  that  is  spontaneous  and  authentic 
in  the  personality  is  preempted  by  a reactive  fa- 
cade designed  to  placate  and  mislead  and  so  pro- 
tect the  addiction.  The  patient  becomes  nothing 
but  his  defenses:  an  existential  death  during  life. 
Far  too  often  the  uninformed  physician,  patient, 
and  family  are  caught  in  the  collusive  strategies  of 
this  denial  process,  uselessly  prolonging  suffering 
and  tragedy  even  to  the  terminal  stages.  The 
massive  negative  force  of  denial  is  practically  in- 
comprehensible to  the  logic  of  our  usual  medical 
disciplines;  perhaps  it  can  only  be  grasped  in 
terms  of  the  extremities  necessary  to  break 
through  the  patient’s  long  evasion  of  reality.  The 
physician  who  recognizes  how  fundamental  this 
denial  is  to  the  alcoholic  way  of  life  will  be  able  to 
help  and  to  save  where  others  fail  because  such  a 
physician  can  understand  that  the  management  of 
the  addiction  underlying  alcoholic  drinking  re- 
quires a specific  technique  quite  different  from, 
even  opposite  to,  the  usual  medical  model  of  treat- 
ment. Only  with  such  understanding  and  such 
technique  can  a physician  reach  the  source  of  the 
addiction  and  so  interrupt  its  otherwise  relentless 
crescendo  to  insanity  and  death.  With  adequate 
understanding  and  management  the  alcoholic  per- 


son need  not  be  lost  to  denial  or  despair.  In  even 
the  worst  circumstances  hope  and  effective  help 
are  available,  often  as  the  result  of  the  physician’s 
knowledgeable  intervention.  Therefore  our  pre- 
sentation will  begin  where  the  physician  begins 
when  he  first  suspects  that  alcohol  is  harmful  in 
any  area  of  the  patient’s  life. 

Signs  and  symptoms 

Whether  or  not  the  domestic  and  occupational 
consequences  of  alcoholism  precede  or  accompany 
its  first  medical  signs  the  physician  can  generally 
find  help  from  the  family  and  employer.  At  first 
they  may  be  as  unaware  or  denying  of  the  problem 
as  is  the  patient,  but  usually  they  will  eventually 
come  to  recognize  and  describe  what  the  patient 
conceals  and  minimizes:  the  total  intake  of  alco- 
hol, the  erratic  work  record  . . . “terrific  worker 
sometimes  . . . but  unreliable  . . mood  changes; 
accidents,  episodic  impulsiveness,  remorse,  cal- 
lousness, or  sentimentality;  disordered  sexual  life; 
and  a very  wide  range  of  personality  disintegra- 
tion. There  is  no  need  here  for  further  review  of 
the  symptoms  and  consequences  of  alcoholism; 
clinical  experience  and  much  literature  provide 
details  of  its  diverse  and  deceptive  manifestations. 
What  is  essential  is  to  realize  that  recognition  is 
usually  delayed  not  only  by  the  patient’s  denial 
but  also  because  physician,  family,  and  patient  be- 
lieve that  there  is  some  kind  of  typical  alcoholic: 
“.  . . my  patient  . . . my  relative  ...  I myself . . . am 
not  yet  as  bad  . . .”  as  for  example  those  dying  on 
the  street.  The  domestic,  personal,  and  occupa- 
tional dissonances  to  which  the  drinking  is  almost 
universally  attributed  supply  an  impenetrable 
camouflage  for  the  uninformed.  The  many  forms 
of  denial  are  derived  from  two  major  errors:  diag- 
nosis by  cause  and  diagnosis  by  comparison,  both 
so  common  as  to  be  routine:  “He  was  not  a real 
alcoholic  . . . those  problems  . . . those  symptoms 
. . . there  is  more  to  it . . . and  he  was  on  the  wagon 
last  month  ...  he  drinks  when  his  relative  upsets 
him — I think  it’s  her  fault  too — he  is  very  nice 
really  ...  he  cannot  be  an  alcoholic  . . . .”  A relat- 
ed and  very  deceptive  diagnostic  trap  is  the  uni- 
versally misleading  tendency  to  establish  or  deny 
alcoholism  in  the  patient’s  history  by  some  mea- 
surement of  the  drinking  pattern.  Alcoholism 
cannot  be  identified  in  this  way,  since  despite  all 
appearances  it  is  not  a quantitative  process  and 
the  use  of  any  form  of  comparison  to  “objective” 
criteria,  such  as  “.  . . only  beer  . . . wine  with  meals 
. . . three  drinks  per  day  for  six  months  . . . never  in 
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the  morning  . . . never  alone  . . and  so  forth, 
merely  supplies  the  patient  with  more  guidelines 
in  his  desperate  efforts  to  appear  normal  or  at 
least  to  prove  that  his  drinking  is  in  reaction  to 
hardship,  that  he  can  control  it  and  does  not  have 
to  stop.  These  pernicious  and  plausible  misun- 
derstandings cause  delays  as  disastrous  in  alcohol- 
ism as  in  any  disease  allowed  to  progress  without 
diagnosis.  It  is  not  the  associated  or  concurrent 
problems  nor  the  amount,  duration,  or  pattern  of 
drinking  but  its  consequences  that  determine  the 
need  for  abstinence.  Adequate  help  for  patient 
and  family  will  continue  to  be  tragically  and  un- 
necessarily late  until  all  concerned  acknowledge 
the  first  principle  in  managing  alcoholism:  There 
are  no  diagnostic  criteria  for  “real  alcoholism”; 
there  is  only  a person  damaged  by  addiction  to  al- 
cohol. 

Physician  management 

Although  neither  quantitative  nor  exclusive,  the 
diagnosis  of  alcoholism  does  contain  two  distinct 
aspects:  first,  the  many  medical,  personal,  and 

domestic  and  occupational  forms  of  alcoholic  dam- 
age and  second,  the  addiction  itself.  The  distinc- 
tion is  vital,  for  only  the  first  is  medically  accessi- 
ble. In  sharp  contrast  to  his  denial  of  his  problem 
and  his  evasion  of  the  means  of  real  recovery,  the 
alcoholic  is  very  eager  to  get  relief  for  his  pains 
and  support  in  his  trouble.  Alcohol  provides  that 
relief,  but  whether  it  is  alcohol  or  any  other  sub- 
stance or  whether  it  is  the  well-intentioned  sup- 
port and  comfort  given  by  friends,  relatives,  or 
physician,  all  such  “help”  and  “treatment”  feeds 
the  addiction  by  easing  its  consequences  and  so 
promoting  the  basic  denial.  The  medical  and 
other  indications  of  distress  can  be  clear,  even  im- 
perative to  others  but  denied  by  the  patient  right 
up  to  his  death.  Such  an  addictive  death  is  inevi- 
table unless  the  patient  accepts  reality,  that  is,  un- 
less he  makes  his  own  “diagnosis”  of  addiction.  It 
has  long  been  known  from  an  immense  range  of 
experience  that  recovery  from  the  addiction  begins 
only  when  the  patient  admits  that  he  is  powerless 
over  alcohol  and  his  life  unmanageable.  The  very 
common  and  typically  protracted  postponement  of 
this  acceptance  must  neither  cause  the  physician 
to  condone  such  delay  nor  to  give  up  the  patient  as 
hopeless.  At  just  this  point  we  can  be  reminded 
that  in  obscure  cases  where  there  is  some  indeci- 
sion about  the  diagnosis  it  can  be  most  useful  for 
the  physician  to  advise  against  drinking.  Even  if 
there  is  only  a suspicion  of  some  alcoholic  distur- 
bance, such  a recommendation  is  certain  to  be  safe 
and  may  greatly  clarify  the  entire  situation.  In 
any  case  the  physician,  although  of  course  he  can 
be  certain  of  the  medical  consequences  of  drinking 
alcohol,  should  not  waste  time  in  making  certain  of 
the  diagnosis  of  alcoholism.  In  regard  to  the  ad- 
diction itself  there  is  no  certainty  to  attain,  neither 


by  the  drinking  history  nor  by  some  test  of  con- 
trolled daily  drinking  nor  by  any  medical,  psy- 
chologic, or  psychiatric  parameters.  Once  alcohol- 
ism is  suspected  the  physician  should  proceed  di- 
rectly to  present  the  clinical  facts  to  patient  and 
family.  Each  case  will  vary  according  to  its  ex- 
igencies, but  all  concerned  will  need  to  know  their 
actual  present  status  and  their  future  if  drinking 
continues.  The  physician  should  never  attempt  to 
frighten  or  coerce  the  patient;  this  cannot  be  done 
nor  is  it  likely  that  patient  or  family  will  follow  ad- 
vice immediately:  another  reminder  of  denial  and 
the  inevitable  delay  it  causes.  We  can,  however, 
make  sure  that  the  patient  and  family  have  been 
given  the  most  extensive  and  comprehensible  ad- 
vice possible  on  the  nature  of  their  problem  and 
especially  on  the  certainty  of  disaster  in  trying  to 
rule  out  addiction  by  any  etiologic  or  quantitative 
criteria.  The  physician’s  task  is  not  the  impossi- 
ble one  of  changing  the  beliefs  and  behavior  of 
those  involved;  what  the  physician  can  do,  often 
long  before  anyone  else,  is  to  explain  the  facts  of 
addiction  and  recovery  from  it.  Up  to  the  present 
time  pessimism  and  ignorance  of  the  inner  nature 
of  addiction  and  of  where  to  turn  for  help,  have 
combined  to  delay  or  lose  the  possibilities  of  recov- 
ery for  thousands  of  patients.  Public  education 
and  earlier  recognition  of  alcoholism  are  begin- 
ning, but  the  physician’s  unique  relationship  to 
patient  and  family  continues  as  a primary  source 
of  early  and  decisive  action,  as  necessary  in  addic- 
tion as  in  any  dangerously  progressing  disease. 
Delaying  the  diagnosis  to  be  sure  the  patient  is  a 
real  alcoholic  has  caused  many  a patient  to  be  a 
dead  alcoholic. 

After  informing  patient  and  family  of  the  mean- 
ing of  alcoholism  for  them,  the  physician’s  next 
step  is  vital:  his  warnings  on  what  not  to  do.  Be- 
fore  anything  else  it  is  essential  that  irrelevant  and 
misleading  treatment  be  conscientiously  and 
knowledgeably  avoided.  Since  denial  is  the  very 
basis  of  alcoholism,  the  alcoholic  and  often  his 
family  will  grasp  at  anything  to  prove  that  he  is 
merely  “a  problem  drinker  . . . and  only  needs  to 
cut  down  . . .”;  their  denial  seizes  instantly  on  any- 
thing that  will  postpone,  distort,  or  evade  reality. 
Denial  wants  treatment  that  is  relief  of  the  conse- 
quences of  drinking  but  not  the  acknowledgment 
of  addiction  that  is  needed  for  recovery;  therefore, 
the  physician’s  warnings  against  the  methods  of 
denial  are  essential,  literally  lifesaving  in  clearing 
away  obstacles  to  effective  help.  We  have  already 
outlined  the  principle  that  recovery  begins  with 
the  patient’s  admission  that  he  is  powerless  over 
alcohol;  an  obvious  but  little  understood  corollary 
is  a second  principle:  An  alcoholic  whose  drinking 
is  made  comfortable  will  not  stop  drinking.  Fail- 
ure to  understand  the  principles  of  addiction  has 
caused  the  usual  range  of  treatment  to  have  failed, 
and  for  many  years,  to  have  denied  its  failures; 
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treatment,  whether  classified  as  pharmacologic  or 
psychologic  or  both,  has  in  fact  generally  become  a 
means  of  comfort,  support,  and  concealment  of  the 
patient’s  addiction.  Such  disastrous  failure,  so 
well  known  and  yet  so  ignored,  is  fatefully  certain 
as  long  as  the  principles  of  managing  addiction  are 
ignored.  We  have  mentioned  the  diagnostic  error 
of  trying  to  identify  a “real  alcoholic”  and  the 
therapeutic  error  of  easing  the  consequences  of 
drinking.  Next  all  concerned  must  learn  a third 
principle:  Recovery  from  addiction  does  not  end 

in  abstinence;  it  begins  with  abstinence,  and  this 
| means  abstinence  from  anything  that  supports  or 
feeds  the  addiction. 

Whether  it  is  a lush  drying  out  place,  some  kind 
of  “psychotherapy,”  a secretive  hospital  stay  with 
a false  diagnosis,  or  the  common  and  dangerous 
I use  of  sedatives  and  tranquilizers  under  any  cir- 
cumstances, all  of  these  methods  will  simply  pro- 
tract the  addiction.  The  most  obviously  danger- 
ous of  these  “treatments”  is  the  use  of  sedatives  or 
I tranquilizers  to  ease  the  somatic  and  psychic  dis- 
comfort and  minimize  the  real  consequences  of 
drinking.  However,  it  is  also  important  to  remem- 
ber that  various  forms  of  “psychotherapy”  do 
equal  and  sometimes  equally  hidden  harm  when 
they  imply  that  by  “insight  . . . into  the  cause  of 
drinking  . . . the  alcoholic  can  learn  to  drink  safely 
: ...”  This  is  not  to  deny  that  the  alcoholic  can  be 
helped  by  the  physician  and  by  many  others  in 
many  ways  in  the  presence  of  continued  and  valid 
sobriety.  However,  without  that  sobriety  the  ad- 
diction will  be  protracted  year  after  year  by  the  al- 
coholic who  seeks  such  a license  to  drink  at  any 
price;  year  after  year  we  see  more  patients  addict- 
ed to  sedatives  and  tranquilizers,  often  associated 
with  analysis  of  the  “cause  of  their  drinking.” 
The  public  and,  I am  sorry  to  say,  most  psychia- 
trists are  as  impenetrable  in  denying  of  these  dan- 
gers as  any  alcoholic.  The  reasons  for  this  denial 
are  not  really  obscure  but  need  not  be  discussed 
here.  What  we  do  need  to  emphasize  is  the 
unacknowledged  collusion  between  addict  and 
pusher,  between  the  alcoholic  and  the  physician 
who  is  deceived  or  coerced  into  supporting  the  ad- 
diction. All  such  forms  of  “treatment”  enable  a 
physician  to  conspire  with  patient  and  family  in 
denying  the  truth  that  the  alcoholic  cannot  safely 
drink  or  take  drugs.  One  especially  painful  exam- 
ple of  this  is  the  large  number  of  overdose  cases 
entering  the  hospitals  daily.  W’hether  the  over- 
dose is  a direct  suicide  attempt  or  has  evolved  with 
other  psychiatric  and  medical  symptoms,  these  pa- 
tients are  mainly  alcoholics  who  have  been  cross- 
addicted.  These  and  many  other  alcoholic  pa- 
tients are  commonly  misdiagnosed  for  years,  their 
addiction  concealed  and  supported  by  pharmaco- 
logic and  psychologic  treatment  from  private  prac- 
titioners, from  research  programs,  from  the  Veter- 
ans' Administration,  from  city,  state,  Federal,  and 
other  alcoholism  programs,  from  everywhere.  The 


results  of  various  treatment  programs  reported  in 
journals  are  rarely  if  ever  of  sufficient  duration; 
the  so-called  “improvements”  or  cures  merely  rep- 
resent the  quarter  or  third  of  the  alcoholic  popula- 
tion who  can  abstain  for  sometimes  long  periods. 
Does  the  literature  offer  adequate  follow-up  stud- 
ies to  detect  and  evaluate  continued  addiction  to 
the  pills  used  so  freely  in  these  programs?  Per- 
haps most  ironic  is  the  fate  of  the  patient  silenced 
by  years  of  pills  and  discharged  as  cured  only  to 
die  of  addiction  or  possibly  to  reach  sobriety  after 
wasted  years  of  severe  damage  and  agonizing 
struggle.  Only  the  barest  mention  is  made  of  this 
whole  problem  in  the  medical  journals;  if  we  want 
the  truth  we  shall  have  to  rely  on  our  own  pro- 
tracted and  unbiased  observation  of  many  pa- 
tients. In  summary  such  observation  will  verify 
what  the  vast  experience  of  the  past  has  left  in  no 
doubt:  stopping  addictive  drinking  is  the  begin- 

ning, not  the  end,  of  recovery;  finding  the  cause  of 
the  addiction  is  an  endless  delusion,  and  any  kind 
of  treatment  for  addiction  feeds  back  into  the  ad- 
diction and  becomes  part  of  it.  The  physician,  his 
patient,  and  all  concerned  must  acknowledge  that 
while  the  medical  diagnosis  and  treatment  of  the 
consequences  of  alcoholism  are  part  of  medical 
practice,  the  recognition,  acceptance,  and  sus- 
tained resolution  of  the  basic  addiction  itself  are 
not.  Where  then  are  physician,  patient,  and  fami- 
ly to  turn  for  help? 

Alcoholics  Anonymous,  Alanon,  and  Alateen 

AA  (Alcoholics  Anonymous)  has  nearly  forty 
years  of  experience  with  hundreds  of  thousands  of 
alcoholics;  it  is  well  enough  known  to  need  no  fur- 
ther introduction.  Its  affiliated  organizations, 
Alanon  and  Alateen,  are  less  widely  recognized  al- 
though steadily  growing;  they  offer  invaluable  help 
for  the  patient’s  “para-alcoholic,”  a name  used  to 
emphasize  the  almost  universal  involvement  of  rel- 
atives and  friends  in  the  family  disease  of  alcohol- 
ism. Alateen  is  for  teenage  children  and  some- 
times for  those  a little  younger  or  older,  Alanon  for 
adult  relatives  or  friends.  Both  groups  use  the 
same  basic  principles  and  twelve-step  format  de- 
rived from  AA,  and  like  AA  they  develop  a highly 
empathic  peer  group  structure  that  creates  power- 
ful interpersonal  identification  and  insightful  mat- 
uration. This  process  of  maturing  out  of  the  ad- 
dictive turmoil  is  most  essential,  for  without  it  the 
para-alcoholic  will  continue  to  support  the  pa- 
tient’s addictive  pattern  and  for  many  of  the  same 
reasons  will  refuse  or  delay  acceptance  of  real  help. 
Although  protesting  otherwise,  even  pitifully,  the 
para-alcoholic  often  does  not  wish  to  give  up  the 
addiction  to  the  alcoholic.  As  they  begin  to  at- 
tend their  first  meetings  it  finally  and  often  after 
much  hardship  becomes  clear  to  these  para-alco- 
holic  relatives  that  it  is  not  the  purpose  of  Alanon 
or  Alateen  to  teach  control  of  the  alcoholic’s  drink- 
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ing  or  any  other  phase  of  his  behavior.  Alanon 
and  Alateen  are  specifically  to  help  their  own 
members  toward  their  own  mental  health,  a pro- 
cess of  release  from  the  reactive  symbiosis  and 
manipulative  dependence  so  typical  of  alcoholic 
families.  Alcoholic  addiction  leads  to  a kind  of  re- 
lationship much  like  that  described  by  the  psychi- 
atric term  folie  a deux:  a largely  unconscious  ex- 
ploiting, passive-aggressive  fusion  which  becomes 
as  addictive  to  the  para-alcoholic  as  alcohol  to  the 
alcoholic.  The  deep  revelations  of  character  and 
personality  that  develop  in  the  course  of  reversing 
the  para-alcoholic  disorder  can  be  some  of  the 
most  rewarding  learning  experiences  in  the  whole 
life  of  the  alcoholic’s  relative,  and  many  of  them 
say  so  explicitly.  This  wholesome  redevelopment 
of  the  personality  is  perhaps  the  most  striking  in 
Alateen,  the  youngest  of  the  three  groups  but,  be- 
cause of  the  youth  of  its  members,  rapidly  and 
uniquely  productive.  The  children  of  alcoholic 
homes,  injured  and  smouldering  innocents,  are 
greatly  helped.  Their  understanding,  forgiveness, 
cheerful  good  will,  and  their  improvement  at 
home,  at  school,  and  with  their  peers  is  remark- 
able. These  teenagers  quickly  learn  tolerance,  un- 
derstanding, release  from  guilt,  and  release  from 
impulsive  acting  out  of  fear  and  resentment:  an 

impressive  demonstration  of  healthy  maturing. 

Having  identified  the  valid  sources  of  help  we 
are  next  confronted  with  the  most  usual  point  of 
crisis  in  the  management  of  alcoholism:  The  pa- 
tient will  almost  always  refuse  to  go  to  AA  or  to 
continue  with  it.  Physician,  patient,  and  family 
must  not  be  misled  by  this  delay.  After  present- 
ing the  clinical  facts  of  the  case  the  physician 
should  go  on  to  advise  his  patient  that  alcoholism 
is  like  an  elevator  going  down;  when  you  are  ready 
to  stop  you  push  the  AA  button  and  get  off.  It  is 
good  for  the  patient  to  hear  that  refusing  to  go  to 
AA,  insisting  that  he  is  not  a “real  alcoholic,”  that 
this  time  he  can  handle  drinking  if  he  wants  to,  his 
promises  to  cut  down,  his  blaming  of  his  job  or  of 
other  people  for  the  pressures  that  cause  his  drink- 
ing; his  demands  to  do  it  on  his  own,  that  AA  is  a 
crutch,  and  so  forth,  are  all  typically  commonplace 
alcoholic  evasions  confirmatory  of  the  diagnosis. 
The  physician  should  not  be  discouraged  by  these 
almost  inevitable  evasions  and  delays,  for  neither 
the  physician  nor  anyone  else  should  assume  the 
impossible  responsibility  for  stopping  the  patient’s 
drinking  or  of  otherwise  manipulating  patient  or 
family.  What  needs  reemphasis  is  the  physician’s 
responsibility  to  present  all  concerned  with  all  the 
information  needed.  Only  then  will  adequate  in- 
formation, painful  necessity,  and  true  personal  ac- 
ceptance of  reality  combine  to  prepare  the  patient 
for  the  essential  and  profound  change  in  his  life 
course. 

When  finally  ready  to  seek  and  accept  help,  the 
patient  may  turn  to  one  or  more  of  three  main 
channels  of  recovery.  The  first  of  these  is  for  the 


more  acute  cases  of  withdrawal,  with  or  without 
cross-addiction.  Here  we  are  concerned  with  pa- 
tients who  need  hospitalization  for  delirium  tre- 
mens, convulsions,  and  various  medical  symptoms 
of  many  kinds.  Even  if  the  patient  is  very  ill  from 
drinking,  he  should  never  be  hospitalized  under  a 
misleading  diagnosis  and  sedated  while  recuperat- 
ing. As  we  have  tried  to  make  clear,  this  is  one 
more  way  of  losing  the  chances  for  recovery;  such 
an  error  can  be  prevented  by  transferring  or  di- 
rectly admitting  the  patient  to  a detoxification 
center  affiliated  with  Alcoholics  Anonymous. 
Such  centers  are  now  available  in  many  parts  of 
the  country;  they  can  safeguard  the  patient’s  with- 
drawal period  and  give  good  introduction  and  fol- 
low-up in  the  AA  program.  The  usual  period  of 
detoxification  is  five  to  seven  days.  Many  pa- 
tients are  then  ready  to  begin  their  life  of  recovery 
with  the  help  of  A A.  For  other  beginners  and  for 
any  alcoholics  in  adequate  medical  condition  but 
in  need  of  more  extensive  rehabilitation,  there  is  a 
second  procedure:  the  longer  inpatient  programs, 
averaging  about  four  weeks,  in  which  the  alcoholic 
can  achieve  a more  comprehensive  understanding 
of  his  addiction  apd  the  effective  means  of  recov- 
ery. The  knowledgeable  employer  can  be  of  great 
help  in  using  either  of  these  plans  if,  as  is  now 
done  in  some  companies,  he  will  require  the  alco- 
holic to  accept  admission  or  lose  his  job.  Current- 
ly about  65  to  80  per  cent  of  patients  from  the  sec- 
ond group  of  facilities,  these  longer  rehabilitation 
courses,  have  been  attaining  lasting  sobriety. 
More  detailed  information  about  both  detoxifica- 
tion centers  and  rehabilitation  facilities  can  be  ob- 
tained from  the  local  AA  headquarters  or  from  the 
National  Council  on  Alcoholism. 

Finally,  we  should  remember  the  third  method; 
thousands  of  alcoholics  have  reached  sobriety  by 
walking  in  off  the  street  to  an  AA  meeting.  They 
may  have  gone  alone  or  with  help,  often  very  sick, 
near  delirium  or  collapse,  starving,  suicidally  de- 
pressed, destitute,  mentally  deranged,  and  gravely 
damaged  by  cross-addiction.  Despite  everything,  | 
about  one  half  of  these  alcoholics  are  sober  after 
their  acceptance  of  AA;  about  one  half  of  the  re- 
mainder succeed  later.  The  physician  cannot  pre- 
dict when  the  patient  will  be  ready  for  help.  The 
moment  when  an  alcoholic  reverses  his  course  can 
come  at  any  time,  anywhere:  in  the  midst  of  do- 
mestic crises,  occupational  threats,  illness,  failure,  !' 
despair,  or  for  no  external  cause  at  all.  The  life- 
saving contribution  of  the  physician  is  adequate  |< 
information  in  preparation  for  the  basic  decision  j 
to  stop  denial  and  to  accept  help.  If  the  patient  is 
in  the  hospital  or  his  home  and  will  accept  an  AA 
visitor,  the  physician  or  better  yet  the  patient 
should  request  this  by  telephone  from  the  AA 
number  in  the  local  telephone  book.  The  patient 
may  prefer  to  establish  his  AA  contact  in  other 
ways,  but  in  any  case,  the  act  of  asking  for  real 
help  is  a profound  one,  the  beginning  of  recovery,  i 
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If  well  enough,  the  patient  may  go  to  any  meeting 
alone  or  with  another  AA  member,  or  he  may 
choose  the  meetings  specifically  open  to  the  public 
so  he  can  bring  a friend  or  relative.  Getting  to 
even  a few  meetings  is  a great  step  forward,  for 
after  hearing  the  truthful  accounts  of  other  alco- 
holics the  patient  has  increasing  difficulty  in  deny- 
ing his  own  alcoholism.  It  spoils  his  drinking  to 
hear  the  very  similar  experiences  of  others;  un- 
shakeable  recognitions  are  imprinted  by  the  very 
effort  to  deny  them:  the  progression  of  drinking, 
the  unpredictable  loss  of  control  after  the  first 
drink,  the  typical  denials  we  have  reviewed.  Fi- 
nally, in  all  this  the  physician  must  not  despair  if 
the  alcoholic  does  not  recover  immediately  or  even 
if  his  delays  seem  endless.  The  approach  we  have 


Answer 

ILeonhart  Rauwolf,  (? ) 1535  to  1596,  was  the  man 
for  whom  the  Rauwolfia  genus  was  named.  The 
particular  species  we  are  interested  in  is  R.  serpen- 
tina, from  which  reserpine  is  derived.  It  was  not 
until  1703  that  Plumier  named  the  genus  in  Rau- 
wolf s honor,  although  he  had  become  quite  fa- 
mous in  the  seventeenth  century.  Georg  Eber- 
hard  Rumpf  was  the  first  author  to  publish  a pic- 
ture of  R.  serpentina,  in  his  beautiful  Herbarium 
Amboinense,  published  in  1755.  The  final  seal  of 
approval  was  its  inclusion  by  Linnaeus  in  his 
Species  Plantarum  at  the  same  time. 

Rauwolf  s journey  was  very  much  aided  by  the 
assistance  of  his  wife’s  family.  The  Manlichs  were 
international  traders  and  imported  from  the  East. 
They  maintained  offices  in  Tripoli  to  supervise 
these  transactions.  Nowadays  a journey  of  this 
type  would  have  to  be  supported  by  a grant  from  a 
large  agency.  Manlich  appointed  Rauwolf  to  be 
the  physician  for  his  company  and  paid  all  his  ex- 
penses. He  no  doubt  believed  that  there  would  be 
significant  yield  from  Rauwolf  s explorations,  and 
this  may  have  entered  his  calculations.  Regard- 
less of  the  motive,  it  was  a generous  deed.  Man- 
lich already  had  a capable  representative  in  Tripo- 
li, Hans  Krafft.  He  was  kind  and  hospitable  to 
Rauwolf  and  traveled  part  of  the  way  with  him. 
Later  Krafft  was  imprisoned  by  the  Turks  for  the 
financial  woes  of  Manlich’s  enterprise.  Rauwolf 
interceded  for  him,  but  could  not  get  him  released. 
Turkish  gaols  today  are  not  comfortable.  They 
must  have  been  particularly  unpleasant  in  1575. 


outlined  is  by  no  means  always  successful,  but  it 
does  give  the  alcoholic  and  his  family  their  best 
possible  chance  for  recovery. 

Summary 

In  summary,  we  may  state  that  the  physician 
who  has  given  to  the  alcoholic  patient  and  to  the 
family  a full  account  of  the  medical  facts,  safe- 
guarded them  from  further  supporting  the  addic- 
tion by  harmful  treatments,  and  has  introduced 
them  adequately  to  Alcoholics  Anonymous,  Ala- 
non,  and  Alateen  can  be  sure  that  he  has  done  the 
most  that  can  be  done.  He  has  fulfilled  his  re- 
sponsibility. 

133  East  73rd  Street 
New  York.  N.Y.  10021 


It  was  not  until  1578  that  Krafft  was  released  and 
returned  to  Augsburg.  Rauwolf  was  overjoyed  to 
see  him,  but  the  executives  of  the  Manlich  Compa- 
ny were  less  delighted.  They  could  not  pay  him 
his  back  salary  and  indicated  that  it  was  embar- 
rassing of  him  to  return. 

Rauwolf  was  discharged  from  his  municipal  po- 
sition in  Augsburg  because  of  his  Protestant  faith. 
In  1588  he  moved  to  Linz,  and  worked  as  the  town 
physician.  The  spirit  of  travel  continued  to  make 
him  restless,  and  eight  years  later  he  want  to  Hun- 
gary to  help  drive  out  the  Turks.  Doubtless  he 
felt  he  had  a few  old  scores  to  settle  with  the  latter, 
both  of  his  own  and  on  behalf  of  Krafft.  Unfortu- 
nately he  contracted  “dysentery”  in  Hungary  and 
died  on  September  15,  1596.  He  was  buried  in  an 
unmarked  grave.  Just  as  the  absence  of  a physical 
memorial  is  irrelevant  to  the  greatness  of  Mozart 
for  example,  so  it  is  in  the  case  of  Rauwolf.  He 
knew  what  he  wanted  to  do,  he  knew  how  tc  do  it, 
and  he  did  it  superbly  well.  There  was  nothing  of 
the  “sleep  walker”  about  him,  the  theory  that 
great  discoveries  are  made  unconsciously. 

Harwood  Building, 
Scarsdale,  New  York  10583 
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Both  often 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequenc) 
and / or  severity  of  grand  mal  seizures  rna} 
require  increased  dosage  of  standard  anti 
convulsant  medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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respond  to  one 


According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved, the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Clinical  Skills 


Quantitative  measurement 


STANLEY  L.  WIENER,  M.D.a 

New  Hyde  Park,  New  York 

LORRIN  KORAN,  M.D.b 

Stony  Brook,  New  York 

PAUL  MITCHELL,  M.D.C 
GERALD  SCHATTNER,  M.D.C 
JOSEPH  FIERSTEIN,  M.D.C 
EDWARD  HOTCHKISS,  M.D.C 

New  Hyde  Park,  New  York 

From  the  Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde 
Park,  New  York,  a Clinical  Campus  of  the  School  of  Medicine, 
State  University  of  New  York  at  Stony  Brook. 
a Associate  Professor  of  Medicine. 
b Associate  Professor  of  Psychiatry. 
c Assistant  Professor  of  Medicine. 


Students  at  Stony  Brook  School  of  Medicine  are 
introduced  to  clinical  skills  early  in  their  first  year. 
During  this  year  they  receive  two  hundred  hours  of 
instruction  in  interviewing  and  physical  diagnosis. 
They  are  directly  observed  by  instructors  10  to  15 
times  while  carrying  out  interviews  and  perform- 
ing physical  examinations.  Students’  errors  are 
pointed  out  shortly  after  they  occur,  and  a confi- 
dential record  is  kept.  In  addition,  students  re- 
ceive a systematic  series  of  lectures  dealing  with 
anatomic  localization,  pathophysiologic  mecha- 
nisms, and  common  etiologies  of  symptoms.  In 
the  second  year,  further  practice  and  experience 
are  gained  in  systems  teaching  which  combines 
basic  science  with  clinical  work.  In  the  third  year, 
a prime  objective  of  the  eight-week  clerkship  in 
medicine  is  improving  the  students’  interviewing 
and  physical-diagnosis  skills.  Preceptors  in  all 
these  courses  are  experienced  clinicians  whose 
skills  in  physical  diagnosis  and  interviewing  have 
been  reviewed  by  the  course  directors.  Students 
are  tested  with  patients  new  to  them  at  the  end  of 
the  first-year  course  and  at  the  end  of  medical 
clerkship.  This  report  describes  our  experience 
with  quantitative  evaluation  of  the  bedside  medi- 
cal examination  performed  by  third-year  clinical 
clerks  at  Long  Island  Jewish-Hillside  Medical 


Center,  a clinical  campus  of  the  School  of  Medi- 
cine, State  University  of  New  York  at  Stony 
Brook. 

Methods 

Evaluation  forms  for  interviewing  skills  and  for 
physical  diagnosis  skills  were  prepared.  Those  for 
interviewing  skills  gave  variably  weighted  positive 
scores  for  methods  of  greeting  the  patient;  bedside 
observational  ability;  use  of  open-ended  questions; 
avoiding  complex,  loaded,  biased,  or  repetitious 
questions;  allowing  the  patient  to  tell  his  story 
without  undue  intervention;  careful  graphic  recre- 
ation of  the  illness;  taking  notes;  and  retaining  ob- 
tained data.  Positive  scores  were  also  given  for 
appropriate  use  of  nonverbal  communication,  fa- 
cilitation, summary  or  clarifying  statements,  con- 
frontation, reassurance,  supportive  comments,  fol- 
lowing patient  leads,  dealing  with  charged  materi- 
al, allowing  the  patient  to  ask  questions,  avoiding 
sudden,  inappropriate  topic  changes,  and  explor- 
ing emotional,  social,  and  personal  aspects  of  the 
illness  and  its  effect  on  the  patient’s  family.  Neg- 
ative scores  were  given  for  poor  bedside  courtesy, 
mannerisms,  and  hostile  or  judgmental  responses 
to  the  patient. 

The  patient’s  major  symptoms  were  determined 
by  the  examiner  from  prior  interviews  and  from 
the  record;  he  compared  them  to  the  list  of  symp- 
toms obtained  by  the  student.  In  addition,  the 
student’s  definition  of  the  symptoms  was  scored 
on  an  x/7  basis  with  regard  to  the  following  seven 
items:  location,  quality,  quantity,  chronology,  set- 
ting of  onset,  alleviating  and  exacerbating  maneu- 
vers, and  associated  symptoms.  An  average  symp- 
tom profile  index  was  obtained  for  each  interview 
for  each  student. 

The  patient’s  physical  findings  were  also  deter- 
mined by  the  examiner  by  his  own  examination 
and  checked  for  completeness  by  referring  to  other 
physical  examinations  recorded  in  the  chart.  The 
student’s  detection  score,  that  is,  number  of  find- 
ings detected  per  number  of  findings  present,  was 
calculated.  Findings  “detected”  by  students 
which  were  not  confirmed  by  other  senior  examin- 
ers were  given  negative  scores.  Ability  to  remem- 
ber findings  and  to  describe  their  pathophysiologic 
meaning  were  also  scored  positively.  Omissions  of 
parts  of  the  examinations,  use  of  hands  or  instru- 
ments incorrectly  or  failure  to  know  normal  topo- 
graphic anatomy,  normal  limits  of  organ  sizes,  or 
anatomic  variations  that  may  affect  physical  signs, 
were  all  considered  errors  in  technique  and  were 
given  negative  scores. 

Nine  students,  9 patients,  and  4 preceptors  par- 
ticipated in  the  examination.  The  patient  was 
new  to  the  student;  the  examining  preceptor  had 
never  previously  instructed  the  student.  Two 
hours  were  allowed  for  the  interview  and  physical 
examination. 
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TABLE  I.  Interviewing  skills 


Student 

Examination 
Total  Score* 

Per  Centt 

Symptoms  Detected/ 
Symptoms  Present** 

Number  of 
Interviewing 
Errors  per  Studenttt 

Symptom 

Profile*** 

1 

77/85 

91 

10/10 

1 

6/7 

2 

78/85 

92 

2/2 

0 

7/7 

3 

78/85 

92 

3/3 

2 

7/7 

4 

75/85 

88 

10/10 

0 

6/7 

5 

71/85 

84 

7/7 

4 

5/7 

6 

65/85 

76 

9/9 

4 

5/7 

7 

75/85 

88 

2/2 

2 

7/7 

8 

72/85 

85 

7/7 

3 

6/7 

9 

71/85 

84 

5/5 

1 

6/7 

•Maximum  score  is  85. 


T Mean  Standard  error  of  mean 

± 

86.7  per  cent  1.7 

**  Mean  Standard  error  of  mean 

± 

1 00  per  cent  0 

ft  Mean  Standard  error  of  mean 


1.9  0.5 

Mean  Standard  error  of  mean 


87  per  cent 


4 


Results 

The  interviewing  skills  evaluation  is  presented 
in  Table  I.  The  students  all  elicited  a complete 
list  of  their  patients’  complaints.  The  average 
symptom  profile  index  was  6/7.  Setting  and  qual- 
ity were  the  items  most  often  missed. 

Physical  examination  data  are  presented  in 
Table  II.  Students  detected  62  of  66  signs,  a mean 
performance  score  of  92.7  per  cent.  An  average  of 
less  than  one  error  in  technique  per  student,  range 
0-5,  was  recorded.  No  signs  were  forgotten,  and 
students  gave  correct  explanations  of  all  signs. 
The  rank  order  correlation  coefficient  between  the 
interviewing  skills  and  physical  examination 
scores  was  0.64  (probability  level  0.05,  one  tail  t 
test).  The  product  moment  correlations  of  the 
students’  (1)  interviewing  scores,  (2)  physical  ex- 
amination scores,  and  (3)  total  clinical  skills  scores 
(average  of  1 and  2),  with  the  scores  on  the  multi- 
ple-choice final  examination  given  at  the  end  of 
the  clerkship  were  .0.36,  0.58,  and  0.58,  respective- 
ly. Using  broader  samplings  of  physician  perfor- 
mance, Gonnella  et  a/.1  and  Leaper  et  al.2  also 
found  little  relationship  between  written  examina- 
tions and  clinical  performance.  Clearly,  then, 
written  examinations  are  not  sufficient  means  of 
predicting  or  evaluating  students’  clinical  perfor- 
mance. 

Comment 

Although  our  data  are  drawn  from  a limited 
sample,  they  indicate  a high  degree  of  acquisition 
of  clinical  skills  by  students  after  only  twenty- 
seven  months  in  medical  school.  The  high  scores 
and  small  number  of  errors  in  technique  probably 
stem  in  part  from  the  early  and  continuous  em- 


phasis on  acquiring  clinical  skills,  from  frequent 
first-hand  monitoring  of  student  performance,  and 
from  student  experience  with  patient-focused  ex- 
aminations during  the  first-  and  second-year  cur- 
ricula. A group  of  first-year  students,  for  exam- 
ple, given  a similar  bedside  examination  at  the  end 
of  seven  months’  training,  averaged  64  per  cent  on 
detecting  physical  signs,  with  a range  of  54  to  91 
per  cent  (57  of  80  findings  detected).  Errors  in 
technique  averaged  less  than  10  per  student.3 

The  performance  of  these  9 third-year  students 
is  in  marked  contrast  to  that  reported  by  Seegal 
and  Wertheim4:  the  average  fourth-year  student 
he  examined,  using  a similar  method,  made  15  to 
20  errors  on  the  physical  examination  alone.  We 
have  confirmed  his  observations  in  our  own  obser- 
vations over  the  last  three  years  of  fourth-year  stu- 
dents from  many  medical  schools.5’6  The  agree- 
ment between  signs  and  symptoms  elicited  by  fac- 
ulty and  students  contrasts  with  the  results  of  sev- 
eral studies  on  observer  variation  in  medicine. 
Skilled  clinicians  have  often  failed  to  elicit  the 
same  symptoms  from  a patient7’8  or  to  find  the 
same  signs.9-11  Frequent  monitoring,  use  of  check 
lists,  and  of  patients  with  findings  unknown  to  the 
examiner  for  determination  of  detection  errors 
have  all  contributed  to  the  high  performance 
scores  presented  in  this  report. 

We  believe  more  emphasis  and  care  are  needed 
in  teaching  clinical  skills  to  medical  students. 
Good  or  bad  clinical  habits  are  established  early, 
and  postgraduate  training  is  not  designed  to  reme- 
dy deficient  basic  skills.  Quantifying  students’ 
clinical  performance  by  means  of  multiple,  pa- 
tient-focused examinations  is  an  important  but 
neglected  way  to  detect  deficient  skills  and  im- 
prove them  before  students  graduate.  The  desir- 
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TABLE  II.  Physical  examination 


Student 

Examination 
Total  Score 

Per  Centt 

Signs  Detected/ 
Signs  Present 

Per  Cent** 

Signs  not 
Understood 

Signs 

Forgotten 

Technique 

Errorsft 

Other 

Errors*** 

1 

55/55* 

100 

10/10 

100 

0 

0 

0 

0 

2 

55/55 

100 

3/3 

100 

0 

0 

0 

0 

3 

49/55 

89 

2/3 

67 

0 

0 

0 

0 

4 

55/55 

100 

10/10 

100 

0 

0 

ottt 

0 

5 

47/55 

85 

9/9 

100 

0 

0 

2 

0 

6 

46/55 

84 

7/7 

100 

0 

0 

3 

0 

7 

41/55 

75 

10/10 

100 

0 

0 

3 

2 

8 

41.5/55 

76 

6/9 

67 

0 

0 

1 

9 

51/55 

93 

5/5 

100 

0 

0 

2 

0 

’Maximum  score  is  55. 
t Mean  Standard  error  of  mean 


89. 1 per  cent  3.3 

**  Mean  Standard  error  of  mean 

+ 

92.7  per  cent  4.9 

tt  Mean  Standard  error  of  mean 

+ . 

1.3  0.4 

***Mean  Standard  error  of  mean 

0.3  0.2 

ttt  Patient  refused  genitalia  examination. 

****  Neurologic  examination  partial  — patient  tired. 


ability  of  such  a system  of  examination  was 
stressed  in  a recent  Lancet  editorial.12  Patient- 
focused  clinical  examinations  will  complement 
written  examinations  by  providing  independent 
measures  of  student  attitudes,  knowledge,  and 
skills.  Moreoever,  by  necessitating  clear  stan- 
dards against  which  students’  clinical  competence 
can  be  measured,  they  should  improve  the  clinical 
relevance  and  validity  of  both  letter  grade  and 
pass-fail  grading  systems.  Medical  schools  at- 
tempt to  ensure  their  students’  clinical  compe- 
tence. It  is  long  past  time  to  begin  evaluating  that 
competence  in  actual  patient-student  encounters. 
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Obituaries 


Geddis  Abel-Bey,  M.D.,  of  Brooklyn,  died  on  Decem- 
ber 16  at  the  age  of  fifty-two.  Dr.  Abel-Bey  graduated 
in  1952  from  Meharry  Medical  College.  He  was  an  ad- 
junct in  obstetrics  and  gynecology  at  Jewish  Hospital 
and  Medical  Center  of  Brooklyn  and  an  attending  ob- 
stetrician and  gynecologist  at  Greenpoint  Hospital.  Dr. 
Abel-Bey  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Mario  Antonucci,  M.D.,  of  Yonkers,  died  on  October 
26  at  the  age  of  sixty-seven.  Dr.  Antonucci  received  his 
medical  degree  from  the  University  of  Rome  in  1935. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Irving  Bayer,  M.D.,  of  Jamaica,  died  on  January  26  at 
the  age  of  sixty-one.  Dr.  Bayer  graduated  in  1941  from 
the  University  of  Louisville  School  of  Medicine.  He  was 
an  attending  surgeon  at  the  Hospital  for  Joint  Diseases, 
an  assistant  emeritus  surgeon  at  Maimonides  Medical 
Center,  and  a consulting  surgeon  at  Hillcrest  General 
Hospital.  Dr.  Bayer  was  a Diplomate  of  the  American 
Board  of  Pathology  (Pathologic  Anatomy),  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Amer- 
ican College  of  Gastroenterology,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  a Fellow  of  the  American 
College  of  Chest  Physicians,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

David  A.  Biser,  M.D.,  of  Croton-on-Hudson,  died  on 
December  28  at  the  age  of  fifty-two.  Dr.  Biser  gradu- 
ated in  1949  from  Jefferson  Medical  College  of  Philadel- 
phia. He  was  an  associate  psychiatrist  at  St.  Agnes 
Hospital  and  an  attending  psychiatrist  at  Westchester 
County  Medical  Center.  Dr.  Biser  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Academy  of  Neurology,  the 
Westchester  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Morris  G.  Blutstein,  M.D.,  of  The  Bronx,  died  on  No- 
vember 3 at  the  age  of  eighty.  Dr.  Blutstein  graduated 
in  1922  from  Eclectic  Medical  College,  Cincinnati  He 
was  a consulting  physician  in  physical  medicine  and  re- 
habilitation at  Bronx-Lebanon  Hospital  Medical  Cen- 
ter. Dr.  Blutstein  was  a member  of  the  American  Geri- 
atrics Society,  the  New  York  Society  for  Physical  Medi- 
cine and  Rehabilitation,  the  Bronx  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


William  T.  Cassano,  M.D.,  of  Brooklyn,  died  on  Octo- 
ber 7 at  the  age  of  sixty-seven.  Dr.  Cassano  graduated 
in  1934  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  an  associate  physician  at  St.  Mary’s  Hospital. 
Dr.  Cassano  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Albert  A.  Cole,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 3 at  the  age  of  fifty-seven.  Dr.  Cole  graduated  in 
1944  from  Hahnemann  Medical  College  of  Philadelphia. 
He  was  an  adjunct  psychiatrist  at  Montefiore  Hospital 
and  Medical  Center.  Dr.  Cole  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric  Associa- 
tion, the  American  Psychoanalytic  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Bernard  Ehrenpreis,  M.D.,  of  Miami  Beach,  Florida, 
formerly  of  Brooklyn,  died  on  January  2 at  the  age  of 
seventy-eight.  Dr.  Ehrenpreis  received  his  medical  de- 
gree from  the  University  of  Vienna  in  1922.  Retired,  he 
was  a Diplomate  of  the  American  Board  of  Radiology,  a 
Fellow  of  the  American  College  of  Radiologists,  and  a 
member  of  the  Radiological  Society  of  North  America, 
Inc.,  the  New  York  Roentgen  Society,  the  Medical  Soci- 
ety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

John  A.  Fallon,  M.D.,  of  Flushing,  died  on  July  9 at  the 
age  of  seventy-seven.  Dr.  Fallon  graduated  in  1930 
from  Cornell  University  Medical  College.  He  was  a Fel- 
low of  the  American  College  of  Surgeons  and  a member 
of  the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Hyman  O.  Immerman,  M.D.,  of  Woodridge,  died  on 
September  5 at  the  age  of  seventy-three.  Dr.  Immer- 
man received  his  medical  degree  from  the  University  of 
Zurich  in  1935.  He  was  a member  of  the  medical  staff 
at  Hamilton  Avenue  Hospital  (Monticello)  and  Commu- 
nity General  Hospital  of  Sullivan  County.  Dr.  Immer- 
man was  a member  of  the  American  Academy  of  Family 
Physicians,  the  Sullivan  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Raymond  Fleming  Johnson,  M.D.,  of  Auburn,  died  on 
February  16  at  the  age  of  eighty-five.  Dr.  Johnson 
graduated  in  1914  from  Syracuse  University  College  of 
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Medicine.  He  was  an  honorary  surgeon  at  Mercy  Hos- 
pital and  a consulting  surgeon  at  Auburn  Memorial 
Hospital.  Dr.  Johnson  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Cayuga  Coun- 
ty Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Olga  K.  Kiss,  M.D.,  of  Forest  Hills,  died  on  January  23 
at  the  age  of  seventy-nine.  Dr.  Kiss  received  her  medi- 
cal degree  from  the  University  of  Budapest  in  1920. 
She  was  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Warren  Post  Kortright,  M.D.,  of  Sharon,  Connecticut, 
formerly  of  Huntington,  died  on  January  20  at  the  age  of 
eighty-four.  Dr.  Kortright  graduated  in  1917  from  Cor- 
nell University  Medical  College.  Retired,  he  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  M.  Krasnoff,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 1 at  the  age  of  seventy-two.  Dr.  Krasnoff  re- 
ceived his  medical  degree  from  the  University  of  Paris  in 
1930.  He  was  a member  of  the  American  Geriatrics  So- 
ciety, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

I.  Lawrence  Kurzrok,  M.D.,  of  Sarasota,  Florida,  for- 
merly of  New  York  City,  died  on  February  12.  Dr. 
Kurzrok  graduated  in  1929  from  Long  Island  College 
Hospital  of  Medicine.  He  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  and  a 
Fellow  of  the  American  College  of  Surgeons. 

Joseph  Lander,  M.D.,  of  Scarsdale,  died  on  February 
21  at  the  age  of  seventy.  Dr.  Lander  graduated  in  1929 
from  Yale  Univerity  School  of  Medicine. He  was  a Dip- 
lomate of  the  American  Board  of  Psychiatry  and  Neu- 
rology (Psychiatry  and  Neurology)  and  a member  of  the 
American  Psychoanalytic  Association,  the  American 
Psychiatric  Association,  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Lewy,  M.D.,  of  Forest  Hills,  died  on  February  7 
at  the  age  of  ninety.  Dr.  Lewy  received  his  medical  de- 
gree from  the  University  of  Berlin  in  1912.  He  was  a 
member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Alfred  Parsons  Millet,  M.D.,  of  Nyack,  died  on 
February  18  at  the  age  of  eighty-seven.  Dr.  Millet  grad- 
uated in  1914  from  Harvard  University  Medical  School. 
He  was  an  assistant  attending  (inactive)  psychiatrist  at 
The  Presbyterian  Hospital  and  a consulting  psychiatrist 
at  the  New  York  State  Psychiatric  Institute.  Dr.  Millet 
was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of  the  Amer- 
ican Psychoanalytic  Association,  the  American  Academy 
of  Psychoanalysis,  the  American  Psychiatric  Associa- 
tion, the  Association  for  Research  in  Nervous  and  Men- 
tal Disease,  the  New  York  Academy  of  Medicine,  the 


New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Henry  Newfield,  M.D.,  of  The  Bronx,  died  on  July  15 
at  the  age  of  sixty-six.  Dr.  Newfield  received  his  medi- 
cal degree  from  Charles  University  (Prague)  in  1937. 
He  was  a clinical  assistant  physician  at  The  Bronx-Leb- 
anon  Hospital  Center  and  at  Fordham  Hospital.  Dr. 
Newfield  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  Joseph  O’Donnell,  M.D.,  of  Albany,  died  on 
January  26  at  the  age  of  sixty-seven.  Dr.  O’Donnell 
graduate  in  1932  from  Georgetown  University  School  of 
Medicine.  He  was  an  attending  orthopedic  surgeon  at 
St.  Peter’s  Hospital.  Dr.  O’Donnell  was  a member  of 
the  Albany  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Jack  R.  Royce,  M.D.,  of  New  York  City,  died  on  Janu- 
ary 30  at  the  age  of  thirty-nine.  Dr.  Royce  graduated  in 
1952  from  Yale  University  School  of  Medicine.  He  was 
an  assistant  attending  psychiatrist  at  Bellevue  and  Uni- 
versity Hospitals.  Dr.  Royce  was  a member  of  the 
American  Psychiatric  Association,  the  American  Acade- 
my of  Psychoanalysis,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Luther  Courter  Sampson,  M.D.,  of  Rochester,  died  on 
December  13  at  the  age  of  eighty-six.  Dr.  Sampson 
graduated  in  1916  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  an  honorary  member  of  the  medi-j 
cal  staff  at  Park  Avenue  Hospital.  Dr.  Sampson  was  a 
Fellow  of  the  International  College  of  Surgeons  and  a 
member  of  the  Rochester  Academy  of  Medicine,  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Lester  Samuels,  M.D.,  of  Kew  Gardens,  died  on  De- 
cember 20  at  the  age  of  eighty-one.  Dr.  Samuels  gradu- 
ated in  1921  from  the  University  of  Sheffield  Faculty  ol 
Medicine.  He  was  a member  of  the  Medical  Society  ol 
the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

John  Gaetano  Savarese,  M.D.,  of  Staten  Island,  diec 
on  February  6 at  the  age  of  eighty-six.  Dr.  Savarese 
graduated  in  1916  from  Fordham  University  School  o 
Medicine.  He  was  a member  of  the  Richmond  Count; 
Medical  Society,  the  Medical  Society  of  the  State  o 
New  York,  and  the  American  Medical  Association. 

Adolf  Scharf,  M.D.,  of  The  Bronx,  died  on  January  1 
at  the  age  of  seventy-five.  Dr.  Scharf  received  his  medi 
cal  degree  from  the  University  of  Bonn  in  1926.  He  wa 
a member  of  the  American  Academy  of  Family  Physi 
cians,  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  America 
Medical  Association. 
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Harry  Joseph  Seiff,  M.D.,  of  Long  Beach,  died  on  Jan- 
uary 17  at  the  age  of  eighty-four.  Dr.  Seiff  graduated  in 
[ 1915  from  Columbia  University  College  of  Physicians 
i and  Surgeons.  He  was  a Diplomate  of  the  American 
Board  of  Pediatrics,  and  a member  of  the  American 
I Academy  of  Pediatrics,  the  New  York  Academy  of  Med- 
icine, the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harold  Shub,  M.D.,  of  New  York  City  and  Scarsdale, 
died  on  February  21  at  the  age  of  fifty-two.  Dr.  Shub 
graduated  in  1946  from  New  York  Medical  College.  He 
was  an  assistant  in  medicine  at  Flower  and  Fifth  Avenue 
Hospitals  and  Cabrini  Health  Center  and  an  associate 
allergist  at  New  York  Eye  and  Ear  Infirmary.  Dr.  Shub 
was  a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of  Physi- 
cians, and  a member  of  the  American  Academy  of  Com- 
pensation Medicine  Inc.,  the  New  York  State  Society  of 
Internal  Medicine,  the  New  York  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

! Edward  Fuller  Stanton,  M.D.,  of  New  York  City,  died 
on  January  31  at  the  age  of  seventy-one.  Dr.  Stanton 
[ graduated  in  1935  from  Cornell  University  Medical  Col- 
j lege.  He  was  a Diplomate  of  the  American  Board  of 
' Obstetrics  and  Gynecology,  a Fellow  of  the  American 
j College  of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Obstetrical  Soci- 
ety, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Fannie  I.  Tomson,  M.D.,  of  Wading  River,  died  on  Jan- 
uary 27  at  the  age  of  seventy-one.  Dr.  Tomson  gradu- 
ated in  1928  from  New  York  Medical  College.  She  was 
a Diplomate  of  the  American  Board  of  Preventive  Medi- 
cine (Public  Health),  a Fellow  of  the  American  College 
of  Preventive  Medicine,  and  a member  of  the  American 
Public  Health  Association,  the  New  York  State  Acade- 


my of  Preventive  Medicine,  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

A.  Dulaney  Tipton,  M.D.,  of  Bay  Shore,  died  on  Janu- 
ary 31  at  the  age  of  seventy.  Dr.  Tipton  graduated  in 
1932  from  the  University  of  Tennessee  College  of  Medi- 
cine. He  was  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Kenneth  Roswell  Ward,  M.D.,  of  Geneva,  died  on  Jan- 
uary 9 at  the  age  of  seventy-eight.  Dr.  Ward  graduated 
in  1921  from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  honorary  member  of  the  medical  staff 
at  Geneva  General  Hospital.  Dr.  Ward  was  a member 
of  the  American  Academy  of  Family  Physicians,  the 
American  Geriatrics  Society,  the  Ontario  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

George  Hoyt  Whipple,  M.D.,  of  Rochester,  died  on 
February  1 at  the  age  of  ninety-seven.  Dr.  Whipple 
graduated  in  1905  from  Johns  Hopkins  University 
School  of  Medicine.  He  was  a Diplomate  of  the  Ameri- 
can Board  of  Pathology  (Clinical  Pathology  and  Patho- 
logic Anatomy)  and  a member  of  the  American  Associa- 
tion of  Pathologists  and  Bacteriologists,  the  American 
Physiological  Society,  the  American  Society  for  Experi- 
mental Pathology,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Moore  Wright,  M.D.,  of  New  Rochelle,  died  on 
December  12  at  the  age  of  ninety-two.  Dr.  Wright  grad- 
uated in  1910  from  New  York  Medical  College.  He  was 
an  honorary  member  of  the  medical  staff  in  medicine  at 
New  Rochelle  Hospital  Medical  Center.  Dr.  Wright 
was  a member  of  the  Westchester  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


if 
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CORRECTION:  On  page  391  in  the  March,  1976  issue  of  the  Journal,  it  was  erroneously  listed  that  the  author, 
Jacob  Cohen,  M.D.,  was  an  M.A.C.P.  Dr.  Cohen  is  a member  but  not  an  M.A.C.P.  and  the  Journal  apologizes. 
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Abstracts 


Gould,  L.,  Reddy,  C.  V.  R.,  Chua,  W.,  Swamy,  C.  R. 
N.,  and  Dorismond,  J.:  Effect  of  edrophonium  chlo- 
ride; effect  on  human  conduction  system,  New  York 
State  J.  Med.  76:  527  (Apr.)  1976. 

His  bundle  electrograms  were  performed  in  10  pa- 
tients with  organic  heart  disease.  Recordings  were 
made  at  various  rates  utilizing  right  atrial  pacing.  Ten 
mg.  of  edrophonium  chloride  were  administered  intrave- 
nously. The  P-A,  A-H,  H-Q,  and  H-S  intervals  were  ob- 
tained prior  to  and  two  minutes  after  the  drug  adminis- 
tration. A significant  prolongation  in  the  A-H  interval 
occurred  with  negligible  effects  on  the  P-A,  H-Q,  and 
H-S  intervals.  At  the  atrial  pacing  rate  of  120  beats  per 
minute,  the  average  A-H  interval  increased  from  the 
control  of  137  msec,  to  154  msec,  after  edrophonium 
chloride  (p  < 0.01).  Second-degree  heart  block  oc- 
curred at  lower  pacing  rates  after  edrophonium  chloride 
in  6 patients  as  compared  with  the  control  state.  The 
postsuppression  sinoatrial  node  recovery  time  was  in- 
creased in  7 cases  after  edrophonium  chloride  adminis- 
tration. Edrophonium  chloride  can  impair  conduction 
through  the  A-V  node. 

Mintz,  P.  D.,  Nordine,  R.  B.,  Henry,  J.  B.,  and  Webb, 

W.  R.:  Expected  hemotherapy  in  elective  surgery,  New 
York  State  J.  Med.  76:  532  (Apr.)  1976. 

A retrospective  study  comparing  the  number  of  units 
of  blood  crossmatched  to  the  number  of  units  transfused 
for  each  elective  surgical  procedure  during  1974  in  a uni- 
versity medical  center  is  presented.  The  difference  be- 
tween the  number  of  units  crossmatched  and  the  num- 
ber transfused  is  displayed  separately  for  each  proce- 
dure. Expected  hemotherapy  may  be  reflected  in  the 
average  number  of  units  transfused.  Such  information 
may  be  used  for  preoperative  crossmatch  ordering. 
This  cost-effective  approach  is  consistent  with  optimal 
patient  care  and  results  in  a decrease  in  blood  bank 
work  load.  For  those  procedures  not  usually  requiring  a 
transfusion,  ABO  and  Rh  typing  with  a screen  of  the  pa- 
tient’s serum  for  unexpected  antibodies  obviates  a pre- 
operative crossmatch.  A crossmatched-transfused  ratio 
of  2.48,  which  reflects  ordering  practices  for  elective  sur- 
gery, is  also  reported. 

Jaretzki,  A.,  Ill:  Death  with  dignity — passive  euth- 

anasia; guide  to  physician  dealing  with  dying  patient, 
New  York  State  J.  Med.  76:  539  (Apr.)  1976. 

There  is  a need  to  define  and  separate  passive  from 
active  euthanasia,  to  develop  guidelines  to  assist  physi- 
cians in  determining  when  the  patient  is  inevitably 
dying,  and  to  describe  methods  by  which  passive  eutha- 
nasia can  be  achieved  morally  and  legally.  Passive  eu- 
thanasia, death  with  dignity,  refers  to  the  accepted 
practice  of  a physician  allowing  his  dying  patients  to  die 
comfortably.  Active  euthanasia  is  mercy  killing  and 
should  never  become  the  physician’s  responsibility. 
Sound  medical  knowledge  is  required  to  determine  if 


death  is  inevitable.  The  “Living  Will”  helps  the  patient 
communicate  his  philosophy.  Before  discontinuing  ac- 
tive treatment,  the  physician  must  know  the  extent  of 
the  illness,  the  prognosis,  and  the  advantages  and  disad- 
vantages of  potential  therapies.  Passive  euthanasia  can 
best  be  accomplished  by  simulating  the  home  situation, 
actively  taking  steps  to  make  the  patient  comfortable, 
and  withholding  those  measures  that  prolong  the  agony 
of  dying. 

Gururaj,  V.  J.,  Russo,  R.  M.,  Vamadevan,  N.,  Balta- 
zar,  M.  O.  Z.,  Sheth,  A.  K.,  and  Pongpanit,  C.:  Pa- 
tient flow  analysis;  in  municipal  hospital  outpatient  de- 
partment, New  York  State  J.  Med.  76:  544  (Apr.)  1976. 

To  study  the  major  factors  influencing  the  movement 
of  children  seeking  acute  medical  care  in  the  pediatric 
ambulatory  service  at  Kings  County  Hospital  Center,  a 
patient  flow  analysis  was  undertaken  covering  two 
eight-hour  periods.  A total  of  365  children  were  closely 
monitored  and  timed  as  they  moved  through  various 
health  service  areas  during  these  study  periods.  The 
data  revealed  that  the  average  time  spent  by  these  chil- 
dren waiting  for  services,  49.3  minutes,  approximated 
the  average  time  spent  receiving  them,  48.9  minutes, 
giving  an  identical  wait/visit  and  service/visit  ratio  of 
0.5.  The  physician  mean  service  time  per  patient  was 
21.7  minutes.  There  was  no  significant  difference  in  the 
physician’s  mean  service  time  between  the  revisit,  21.3 
minutes,  and  new  patients,  23.3  minutes.  An  analysis  of 
the  size  of  the  patient  flow  at  various  periods  of  the  day 
revealed  that  the  maximum  patient  flow,  29  patients  per 
hour,  occurred  between  10:00  a.m.  and  12:00  noon  and 
subsided  to  lower  levels,  17  patients  per  hour,  during  the 
late  afternoon. 

Ilgren,  E.,  Tang,  C.,  and  Thorbjarnarson,  B.:  Cyst- 

adenocarcinoma  of  pancreas,  New  York  State  J.  Med. 
76:  548  (Apr.)  1976. 

Cystadenocarcinoma  of  the  pancreas  is  the  only  ma-  j 
lignant  pancreatic  tumor  that  can  be  successfully  treat- 
ed surgically.  Death  from  cystadenocarcinoma  is  usual- 
ly from  local  invasion  of  the  tumor  rather  than  distant 
metastases.  Three  patients  are  presented,  2 successful- 
ly treated  by  radical  surgery  and  a third  who  died  from 
locally  invasive  tumor.  The  treatment  is  dependent  on 
proper  preoperative  or  intraoperative  diagnosis.  Even 
large  cystadenocarcinomas  may  be  successfully  re- 
moved; the  surgeon  must  differentiate  between  these  i 
and  solid  carcinomas  and  benign  cysts. 

Huvos,  A.  G.:  Primary  malignant  fibrous  histiocytoma 
of  bone;  clinicopathologic  study  of  18  patients,  New 
York  State  J.  Med.  76:  552  (Apr.)  1976. 

Eighteen  patients  with  the  rare  but  distinct  primary  i 
malignant  fibrous  histiocytoma  of  bone  are  described. 
There  were  1 1 males  and  7 females  with  an  average  age 

continued  on  page  621  ; 
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Get  Your  Brand  of  Continuing  Medical  Education  (C.M.E.) 
At  the  AMA’s  125th  Annual  Convention,  June  26-30,  1976 


Dallas  is  many  things  to  many  people— a center 
of  high  fashion,  finance,  brainpower,  big  money, 
sports  events,  conventions,  art,  theater 

But,  after  this  June's  Annual  Meeting,  for  you 
Big  D is  going  to  stand  for  Continuing  Medical 
Education — the  highest  quality  C.M.E.  and  the 
widest  assortment  of  C.M.E.  you’ve  ever  ex- 
perienced! 

This  meeting  features  new  and/or  expanded 
methods  of  teaching  both  inside  and  outside  the 
classroom.  You  can  spend  every  day  participating 
in  several  types  of  learning  situations.  For  ex- 
ample, there  will  be  audio  and  tape  demonstra- 
tions; computer-assisted  instruction;  pre-  and 
post-tests  for  self-evaluation.  In  addition,  there 
will  be  “hands  on”  manikin  practice  and  many 
opportunities  to  participate  in  small  group  dis- 
cussions or  to  consult  with  course  instructors 
and  fellow  physicians.  Naturally,  we’re  repeat- 
ing a popular  feature — medical  motion  pictures. 
This  year,  there  will  be  30 — all  scheduled  for 
your  convenience. 

C.M.E.  for  Credit— and  most  of  it, 
except  for  postgraduate  courses,  free 

To  help  you  fulfill  C.M.E.  requirements  for  the 


AMA  Physician’s  Recognition  Award  and  your 
state  or  specialty  society,  this  Annual  Meeting 
offers  many  opportunities  113  in  fact — to  earn 
Category  1 credits.  You’ll  have  your  choice  of 
57  postgraduate  courses  and  the  majority  of  47 
scientific  sessions  are  classed  for  Category  I. 
Hour-for-hour  credit  will  also  be  given  at  the 
Live  Teaching  Clinic,  Pulmonary  Function,  Dia- 
logue, and  at  the  8 telecourses  offered  in  the  Con- 
vention Center  and  the  Dallas  hotels.  (The  AMA 
will  provide  you  with  a certificate  of  attendance; 
make  sure  you  report  your  credits  to  your  state 
or  specialty  society.) 

Other  Highlights 

A majority  of  physicians  regard  the  exhibit  area 
as  one  of  the  most  important  features  of  AMA 
meetings.  If  you  happen  to  be  one  who  values 
this  one-to-one  peer  communication  with  ex- 
hibitors, Dallas  won’t  disappoint  you.  There  will 
be  300  exhibits,  evenly  divided  between  scientific 
and  industrial.  Last,  but  not  least,  is  the  18th 
National  Conference  on  the  Medical  Aspects  of 
Sports.  Every  year  it  gets  bigger  and  better 
you  won’t  want  to  miss  this  year’s  Conference. 


(Please  see  page  4 for  the  Housing  Form  hotel-motel  details  and  Dallas  map) 


For  Room  Reservations 

AMA  Housing  Bureau 

c/o  Dallas  Chamber  of  Commerce 

Convention  & Tourism  Division 

1507  Pacific  Avenue 

Dallas.  TX  75201 

Please  print  or  type  four  choices 
1st. 


Detach,  fill  out,  and  return  this  with  your  postage,  please 


Please  add  6%  for  the  Municipal  Tax;  if  your  rate  requested  is  no*  available,  the  next 
highest  rate  will  be  assigned  DO  NOT  send  your  request  directly  to  the  hotel,  it  will  only 
delay  your  confirmation  Kindly  make  all  necessary  changes  and  cancellations  directly 
with  the  Housing  Bureau  in  Dallas,  and  be  sure  and  specify  your  time  of  arrival  as  well 
as  the  date  If  you  are  an  Industrial  Exhibitor,  please  specify  your  firm  s name  and  the 
list  of  all  the  occupants  for  all  of  the  rooms  that  you  are  reserving 
CONFIRMATIONS  WILL  BE  MAILED  UP  TO  JUNE  11,  1976. 

Room  will  be  occupied  by 


2nd 

3rd 


Name 
Firm  . 


(Please  print  or  type) 


4th 

Please  enter  my  reservation  at  the  above  hotel/motel  for 
Smgle(s)  Double(s) 

— at  S at  $ 

Twm(s) 

at  S 


1 Bedroom 
at  $ 


Suite(s) 

2 Bedroom 


at  S 


Address 

City/State/Z.p  Code 

Office  Phone  Number  ( ) 

Additional  Occupants  (List  ages  of  children,  it  any) 

AM/ 

Arrival  Date  at  PM  Departure  Date 
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Get  Your  Brand  of  Continuing  Medical  Education  (C.M.E.) 


At  the  AMA’s  125th  Annual  Convention, 
June  26-30,  1976 


SCIENTIFIC  PROGRAM 


Saturday/June  26,  1976 

7:30  AM-Noon,  Category  I (5-hour, 

1-day  course:  S50) 

A-48.  Basic  Life  Support  (Cardiopul- 
monary Resuscitation  CPR) 

8:30  AM-Noon  & 2:00-5:30  PM  • 18th  Na- 
tional Conference  on  the  Medical  Aspects 
of  Sports;  Category  I ($32  for  entire  pro- 
gram, including  luncheon) 

A-58.  Conference  only  ($25,  no  lunch- 
eon; 7 hours  credit) 

A-59.  Luncheon  only  ($7,  no  credit) 

9:00  AM-Noon,  Category  I (3-hour  courses: 
$30) 

A-16.  Basic  Electrocardiography 
A^17.  Radioimmunoassay  in  Diagnostic 
Medicine 

9:00  AM-Noon  & 2:00-5:00  PM,  Category  I 
(6-hour,  l-day  courses:  $60) 

A-l.  Acid-Base,  Fluid,  & Electrolyte 
Balance 

A-2.  Bronchogenic  Carcinoma 
A-3.  Cutaneous  Surgery  for  the  Der- 
matologist 

A^l.  Fluids  & Electrolytes  in  Children 
A-5.  How  to  Sew 
A-6.  Drugs  of  the  Decade 
A-7.  Office  ENT  for  the  Family  Phy- 
sician 

A-8.  Program  in  Human  Sexuality 
Spouses  Invited 
A-9.  Hand  Injuries 

A-10.  Office  Urology  for  Non-Urologists 
A- 1 1.  Ophthalmoscopy  for  Non-Ophthal- 
mologists 

A-12.  Preoperative,  Intraoperative,  & 
Postoperative  Care 

A-l 3.  Total  Care  of  the  Burn  Patient 
A- 1 4.  Musculoskeletal  Emergencies 
A-57.  Bedside  Clinics  in  Neurology 

1:00-5:30  PM,  Category  I (5-hour,  l-day 
course:  $50) 

A-49.  Basic  Life  Support  (Cardiopulmon- 
ary Resuscitation  CPR) 

2:00-5:00  PM,  Category  I (3-hour  courses: 
$30) 

A-17.  Cardiac  Arrhythmias 
A- 1 8.  Head  Trauma  Management  for 
Emergency  Room  Physicians 


Saturday  & Sunday,  June  26-27,  1976 
9:00  AM-5:00  PM  on  Saturday  & 9:00  AM- 
Noon  on  Sunday,  Category  I (11-hour.  2- 
day  course:  $130) 

A-15.  Advanced  PublicjSpeakingSeminar 

Sunday/June  27,  1976 

9:00  AM-Noon,  Category  I (3-hour  courses: 

$30) 

A-34.  Cardiac  Arrhythmias 
A-56.  Live  Case  Presentations  for  Der- 
matologists 

9:00  AM-Noon  & 2:00-4:00  PM,  C ategory  I 
(5-hour,  l-day  course:  $50) 

A-33.  Exercise  in  the  Diagnosis,  Pre- 
vention, and  Rehabilitation  of 
Ischemic  Heart  Disease 

9:00  AM-Noon  & 2:00-5:00  PM,  Category  I 
(6-hour,  l-day  courses:  $60) 

A-19.  Acid-Base,  Fluid,  & Electrolyte 
Balance 

A-20.  Bedside  Clinics  in  Neurology 
A-21.  Clinical  Occupational  Medicine 
for  Community  Physicians 
A-22.  Dermatology  for  Non-Dermatolo- 
gists 

A-23.  Diagnosis  & Management  of  Renal 
Diseases 

A-24.  Management  of  Acute  Respiratory 
Failure 

A-25.  Office  Orthopedics  for  the  Non- 
Orthopedist 
A-26.  How  to  Sew 

A-27.  Life-Threatening  Injuries:  Their 
Emergency  Management 
A-28.  Advanced  Workshop  in  Sex  Ther- 
apy-Prerequisite: Basic  Sexuality 
Workshop 

A-29.  Pediatric  Emergencies 
A-30.  Refresher  Course  for  Recovery 
Room  Nurses 

A-3 1 . The  Physician  in  Mid-Career — 
Experiential  Learning,  including 
Sensitivity  Training 
A-32.  Writing  for  Scientific  Journals 
A-55.  Day-to-Day  Problems  with  Dia- 
betes 

2:00-5:00  PM,  Category  I (3-hour  course: 
$30) 

A-54.  Refresher  Course  in  Dermato- 
pathologv 

Sunday  & Monday/June  27-28,  1976 
7:30  AM-Noon  & 1:00-5:30  PM  on  Sunday 
& 7:30  AM-Noon  on  Monday,  Category  I 


(12-hour,  2-day  course:  $120— Prerequi- 

site: Preliminary  study  required  & Basic 
Life  Support  course) 

A-52.  Advanced  Life  Support  (Cardio- 
pulmonary Resuscitation  CPR) 

Monday/June  28,  1976 

1:00-5:30,  Category  1 (5-hour,  l-day 

course:  $50) 

A-50.  Basic  Life  Support  (Cardiopul- 
monary Resuscitation  CPR) 

Monday  & Tuesday/June  28-29,  1976 
7:30-9:00  AM,  Category  I (3-hour,  2-day 
course:  $30) 

A-46.  Immunotherapy  in  Allergic  Dis- 
ease 

Monday,  Tuesday,  & Wednesday 
June  28-30,  1976 

7:30-9:00  AM,  Category  1 (5-hour,  3-day 
courses:  $50) 

A-35.  Anesthesiology  for  Non-Anesthe- 
siologists 

A-36.  Antibiotic  Therapy  in  Children 
A-37.  Clinical  Biofeedback  Training 
Course 

A-38.  Common  Errors  in  Emergency 
Wound  Management 
A^40.  Office  & Hospital  Management  of 
Anorectal  Disease 
A-41.  Reproductive  Endocrinology 
A-42.  Chronic  Lung  Disease 
A-43.  Shock,  Fluids,  & Electrolytes 
A-44.  Urologic  Pathology 

Tuesday  & Wednesday 
June  29-30,  1976 

7:30  AM-Noon  & 1 :00-5:30  PM  on  Tuesday  J 
& 7:30  AM-Noon  on  Wednesday,  Category  I 
(12-hour,  2-day  course:  $120— Prerequi- 

site: Preliminary  study  required  & Bask 
Life  Support  course) 

A-53.  Advanced  Life  Support  (Cardio  i 
pulmonary  Resuscitation  CPR)  j 

Wednesday/June  30,  1976 

1:00-5:30  PM,  Category  I (5-hour,  1-da; 

course:  $50) 

A-51.  Basic  Life  Support  (Cardiopulmo  1 
nary  Resuscitation  CPR) 

AMA  Auxiliary  Activities 

For  complete  details  of  Auxiliary  activ  j 
ties,  please  refer  to  the  April  19  Cot 
vention  issue  of  JAMA. 
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American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Advance  Registration 

AMA’s  125th  ANNUAL  CONVENTION  • JUNE  26-30,  1976 
DALLAS,  TEXAS,  CONVENTION  CENTER 

Please  print  and  return  to: 

AMA  Department  of  Registration  Services, 

535  N.  Dearborn  St., 

Chicago,  IL  60610 

or  direct  phone  inquiries  to: 

AMA  Department  of  Registration  Services  at  (312)  751-6187. 

Advance  Registration  • To  receive  your  Advance  Registration  Card,  this  cou- 
pon must  arrive  at  the  AMA  by  May  21,  1976.  (After  this  date,  please  register 
at  the  Convention  Center  in  Dallas,  Tex.)  Your  Advance  Registration  Card 
will  be  sent  to  you  on  June  4,  1976,  unless  you  request  an  earlier  mailing  dale. 

General  Registration—  AMA  members  and  their  guests,  no  fee. 

Non-member  physicians,  $35;  their  guests,  S10  per  person.  Medical  students, 
interns,  residents,  nurses,  and  foreign  physicians— no  fee. 

Does  not  include  C..M.E.  Course  Registration  Fees 

I am  a member  of  the  AMA  through  the  following  State  Medical  Association 
or  government  service . 

In  accordance  with  the  AMA  Bylaws,  1 hold  active  membership  in  the  AMA, 
and  I wish  to  vote  in  the  Scientific  Section  that  I have  checked:  -«• 
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27 
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□ Allergy 

□ Anesthesiology 

□ Cardiovascular  Diseases 

□ Clinical  Pharmacology  & I herapeutics 

□ Colon  & Rectal  Surgery 

□ Dermatology 

□ Diseases  of  the  Chest 

□ Emergency  Medicine 

□ Family  & General  Practice 

□ Federal  & Military  Medicine 

□ Gastroenterology 

□ General  Surgery 

□ Internal  Medicine 

□ Nuclear  Medicine 

□ Neurological  Surgery 

□ Neurology 

□ Obstetrics  & Gynecology 

□ Ophthalmology 

□ Orthopedic  Surgery 

□ Otorhinolaryngology 

□ Pathology 

□ Pediatrics 

□ Physical  Medicine  & Rehabilitation 

□ Plastic.  Reconstructive,  & 


Maxillofacial  Surgery 

□ Preventive  Medicine 

□ Psychiatry 

□ Radiology 

□ Urology 


NYSJM 


C.M.E.  Course  Registration 

Please  note:  Fee  schedule  for  each  course  • Please  circle  the 
course(s)  code(s)  of  your  choice,  making  very  sure  you  indicate 
your  choice  for  each  day  in  your  order  of  preference.  If  the 
minimum  course  registration  is  not  attained  for  your  first 
choice,  or  if  the  course  is  full,  one  of  your  alternate  cnoices 
will  be  substituted.  The  course  codes  correspond  to  the  listing 
and  fees  shown  on  the  facing  page.  To  receive  your  Advance 
Registration  Card  and  tickets  for  your  choice(s)  of  scientific 
courses,  this  coupon  must  arrive  with  your  remittance  at  the 
AMA  by  May  21,  1976;  after  this  date  registrants  are  requested 
to  come  to  the  Postgraduate  Course  Registration  Desk  in  the 
Dallas  Convention  Center  to  register.  The  advance  credentials, 
tickets,  etc.,  will  be  sent  to  you  on  June  4,  1976,  unless  you  re- 


quest an  earlier  date.  Please  make  a check  or  money  order  pay- 
able to  the  American  Medical  Association. 

NOTE:  All  medical  students,  interns,  and  residents  are  en- 
titled to  a 50%  discount  on  course  registration  fees  ($10  per 
credit  hour  is  standard  rate — meals  excluded). 

Name 

Office  Address  

City/ State  Zip  Code 

Office  Phone  No.  ( ) - 

My  remittance  of  $ is  enclosed  in  the  form  of  a check 

or  money  order  payable  to  the  American  Medical  Association 
to  cover  the  registration  and  course  fees  that  1 have  indicated 
on  this  form. 


Code  No.  Fee  Cited  Cklist. 

A -48  $ 50 

Hours 
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A-58 

25 

7 

A-59 

7 

A- 16 

30 
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A-47 

30 

3 

A-l 

60 
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A-2 

60 
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A-3 

60 
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A-4 

60 
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A-5 

60 
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A-6 

60 
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A-7 

60 
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A-8 

60 

6 

.4-9 

60 

6 

A-10 

60 

6 

A-l  1 

60 

6 

A- 12 

60 

6 

A- 13 

60 

6 

A- 14 

60 

6 

A-57 

60 
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A -49 

50 
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A- 17 

30 
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A- 18 

30 
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Sat.,  June  26, 

1st  Choice 

1976 

;2nd  Choice 

;3rd  Choice 

A-15 

130 

1 1 

Sat. -Sun.,  June  26-27,  1976 

Code 

No. 

Fee  Cited 
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Hours 

A-34 

$ 30 

3 

A-56 

30 
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A-33 

50 

5 

A-19 

60 
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A-20 

60 
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A-21 

60 
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A-22 

60 
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A-23 

60 

6 

A-24 

60 
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A-25 

60 
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A-26 

60 

6 

A-27 

60 
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A-28 

60 
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A-29 

60 
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A-30 

60 
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A-31 

60 
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A-32 

60 
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A-55 

60 
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A-54 

30 
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Sun.. 
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A-52 

120 

12 
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A-50 

50 
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Mon.,  June 

28.  1976 

A -46  30  3 

Mon.-Tues.,  June  28-29,  1976 


Code  No. 
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Hours 

A-35 

$ 50 



5 

A-36 

50 



5 

A-37 

50 
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A-38 

50 



5 

A -40 

50 
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A-41 

50 
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A-42 

50 
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A-43 

50 
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A -44 

50 

5 

Mon.,  Tues.,  Wed.,  June  28,  29,  30 
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A-53  120 

Tues.-Wed.,  June  29-30, 
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12 

A-5 1 50 

Wed.,  June  30,  1976 
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$ 
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Dallas 


125th  AM  A Annual  Convention 
June  26-30,  1976/Dallas,  Texas 


AMA  Housing  Bureau 

c/o  Dallas  Chamber  of  Commerce 

Convention  & Tourism  Division 

1507  Pacific  Avenue 

Dallas,  TX  75201 


Housing 

Form 


Key  # 

Hotel/Motel 

Single 

Double 

Twin 

Suite 

1, 

Adolphus  Hotel 

$22  00-30  00 

$26  00-34  00 

$30  00-38  00 

$ 75  up  (1  Bedroom) 

1 15  up  (2  Bedrooms) 

2 

Baker  Hotel 

20  00-27  00 

25  00-32  00 

28  00-35  00 

60  up  (1  Bedroom 
1 10  up  (2  Bedrooms) 

3 

Downtowner  Inn 

14  00-17  00 

16  00-19  00 

19  50-22  50 

No  Suites 

19 

Dunfey's  Royal  Coach 

24  00-30  00 

33  00-41  00 

33  00-40  00 

55  up  (1  Bedroom) 

1 18  up  (2  Bedrooms) 

4. 

Fairmont  Hotel 

HEADQUARTERS  HOTEL 

NO  ROOMS  AVAILABLE 

5 

Hilton  Inn 

23  00-33  30 

33  00-46  00 

33  00-46  00 

90  up  (1  Bedroom) 
130  up  (2  Bedrooms) 

6 

Holiday  Inn  Central 

17  00 

20  50 

23  00 

No  Suites 

7 

Holiday  Inn  Downtown 

21  00-21  00 

25  00-27  00 

27  00-29  00 

50  up  (1  Bedroom) 
80  up  (2  Bedrooms) 

8 

Holiday  Inn  Market  Center 

16  00-18  00 

22  00-24  00 

22  00-24  00 

No  Suites 

9 

Hyatt  House 

30  00 

35  00 

40  00 

65  up  (1  Bedroom) 
100  up  (2  Bedrooms) 

10 

La  Quinta  Market  Center 

14  00 

16  50 

18  50 

No  Suites 

11. 

Le  Baron  Hotel 

26  00-30  00 

32  00-36  00 

32  00-36  00 

100  up  (1  Bedroom) 

12 

Marriott  Motor  Hotel 

24  00-32  00 

29  00-42  00 

29  00-42  00 

1 10  up  (1  Bedroom) 
150  up  (2  Bedrooms) 

13 

Melrose  Hotel 

16  00-20  00 

22  00-25  00 

24  00-32  00 

40  up  (1  Bedroom) 
60  up  (2  Bedrooms) 

14 

North  Park  Inn 

18  00-25  00 

24  00-30  00 

28  00"-34  00 

45  up  (1  Bedroom) 
65  up  (2  Bedrooms) 

15 

Quality  Inn 

20  00 

22  50-26  50 

24  50-26  50 

No  Suites 

17 

Ramada  Inn  Central 

22  00-27  00 

31.00-36  00 

31  00-36  00 

No  Suites 

16 

Ramada  Inn  Conv  Center 

30  00 

38  00 

38  50 

77  up  (1  Bedroom) 

18 

The  Registry  Hotel 

27  00-29  00 

33  00-35  00 

33  00-35  00 

60  up  (1  Bedroom) 
85  up  (2  Bedrooms) 

20. 

Sheraton-Dallas  Hotel 

CO-HEADQUARTERS  HOTEL 

NO  ROOMS 

AVAILABLE 

21 

Statler  Hilton  Hotel  24  00-39  00 

AMA  AUXILIARY  HEADQUARTERS 

32  00-49  00 

36  00-49  00 

80  up  (1  Bedroom) 
125  up  (2  Bedrooms) 

22 

Stemmons  Inn 

18  00-19  00 

21  00-22  00 

24  00-26  00 

No  Suites 

23 

Travelodge  Market  Center 

20  00-23.00 

23  00-28  00 

23  00-28  00 

45  up  (1  Bedroom) 

THE  ABOVE  RATES  ARE  SUBJECT  TO  A 6%  MUNICIPAL  TAX 


continued  from  page  616 

of  thirty-six  and  seventeen  years,  respectively.  The 
most  common  locations  of  these  tumors  were  the  femur 
and  the  tibia.  The  roentgenographic  findings  of  lytic 
destruction  are  described,  and  pathologic  manifesta- 
tions, both  gross  and  microscopic,  are  illustrated.  The 
lesions  were  treated  mostly  by  major  ablative  surgery, 
yielding  a five-year  survival  rate  of  67  per  cent.  This 
study  provides  further  support  for  the  existence  of  pri- 
mary intraosseous  malignant  fibrous  histiocytoma  and 
offers  a detailed  account  of  this  neoplasm. 

Roswit,  B.,  Liberson,  S.,  Ohanian,  M.,  Kusik,  H„  and 
Petrovich,  Z.:  Survival  with  inoperable  lung  cancer; 
controlled  national  Veterans  Administration  study  of 
radiation  and  chemotherapy.  New  York  State  J.  Med. 
76:  560  (Apr.)  1976. 

Of  all  the  solid  malignant  tumors,  cancer  of  the  lung 
remains  one  of  the  most  formidable  and  unyielding.  In 
this  country,  with  the  annual  death  toll  rapidly  ap- 
proaching 80,000,  it  has  already  taken  on  the  dimensions 


of  a national  calamity.  For  nearly  two  decades  the 
VALG  (Veterans  Administration  Lung  Cancer  Group) 
has  carried  on  an  unrelenting  research  effort,  in  13  se- 
quential controlled  treatment  protocols  of  national 
scope,  to  improve  the  outlook  for  survival  of  the  2,000 
male  patients  with  inoperable,  yet  localized  disease. 
Radiation  therapy  was  randomized  with  an  inert  com- 
pound and  with  a variety  of  chemical  agents,  alone  and 
in  combination.  A significant  but  distressingly  small 
gain  in  life  span,  measured  in  weeks,  was  achieved  with 
radiation  therapy.  Certain  chemical  agents,  notably  cy- 
clophosphamide, nitrogen  mustard,  CCNU,  and  BCNU 
have  had  a similar  effect.  Radiotherapy  plus  cyclophos- 
phamide appear  to  have  an  advantage  over  radiation 
alone.  However,  more  than  95  per  cent  of  the  patients 
in  all  of  the  protocols  died  of  their  disease  by  the  end  of 
the  second  year,  and  only  1 per  cent  lived  to  the  fifth 
year.  Of  particular  interest  is  the  observation  that  the 
initial  performance  status  has  proved  to  be  one  of  the 
most  valuable  and  dependable  predictive  factors  in 
prognosis.  The  objectives  and  proposed  design  of  ongo- 
ing and  future  protocols  have  been  described. 


Abstracts  in  Interlingua 


Gould,  L.,  Reddy,  C.  V.  R.,  Chua,  W.,  Swamy,  C.  R. 
N.,  e Dorismond,  J.:  Effecto  del  cloruro  de  edrophon- 
ium supra  le  systema  human  de  conduction,  New  York 
State  J.  Med.  76:  527  (Apr.)  1976. 

Electrogrammas  del  pacco  de  His  esseva  facite  in  10 
patientes  con  morbo  cardiac  organic.  Iste  electrogram- 
mas esseva  facite  a varie  velocitate,  utilisante  le  marca- 
paso  atrial  dextre.  Dece  (10)  mg  de  cloruro  de  edropho- 
nium esseva  administrate  intravenosemente.  Le  inter- 
vallos  P-A,  H-A,  H-Q  e H-S  esseva  obtenite  ante  e 2 mi- 
nutas  depost  le  administration  del  composto.  Un  pro- 
longation significative  del  intervallo  A-H  occurreva,  con 
effecto  minimal  supra  le  intervallo  P-A,  H-Q,  e H-S.  A1 
rhythmo  atrial  de  120  pulsationes  per  minute,  le  medie 
del  intervallo  A-H  augmentava  del  controlo  a 137  msec  a 
154  msec  depost  del  administration  de  cloruro  de  edro- 
phonium (p  <0.01).  Le  bloqueo  cardiac  de  secunde 
grado  occurreva  a velocitate  minor  del  marcapaso  de- 
post le  cloruro  de  edrophonium,  in  6 patientes,  compar- 
ate  con  le  stato  del  controllo.  Le  tempore  de  recupera- 


tion, post-suppression,  del  nodulo  sinoatrial  esseva  aug- 
mentate  in  7 casos  depost  le  administration  del  cloruro 
de  edrophonium.  Iste  composto  pote  perturbar  le  con- 
duction tra  le  nodulo  A-V. 

Mintz,  P.  D.,  Nordine,  R.  B.,  Henry,  J.  B.,  e Webb, 

W.  R.:  Hemotherapia  expectate  in  chirurgia  elective, 

New  York  State  J.  Med.  76:  532  (Apr.)  1976. 

Un  studio  restrospective  comparante  le  numero  de 
unitates  de  sanguine  typificate  crusatemente  con  le  nu- 
mero de  unitates  transfundite  per  cata  procedimento 
chirurgic  elective,  durante  1974,  in  un  centro  medic  uni- 
versitari,  es  presentate.  Le  differentia  inter  le  numero 
de  unitates  typificate  crusatemente  e ille  de  unitates 
transfundite  es  presentate  separatemente  pro  cata  pro- 
cedimento chirurgic.  Le  hemotherapia  expectate  pote 
esser  reflectate  in  un  promedie  del  unitates  transfun- 
dite. Tal  information  pote  esser  usate  pro  ordenar  le 
typification  crusate  del  sanguine  ante  le  operation.  Iste 

continued  on  page  624 
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Letters  to  the  Editor 


The  Prayer  of  Maimonides:  a fake 

To  the  Editor:  Appended  to  the  Principles  of  Profes- 
sional Conduct  of  the  Medical  Society  of  the  State  of 
New  York  [New  York  State  J.  Med.  76:  133  (Jan.)  1976] 
are  the  Oath  of  Hippocrates,  the  Prayer  of  Maimonides, 
and  the  Declaration  of  Geneva. 

The  beautiful  and  lofty  physician’s  prayer  often  at- 
tributed to  Moses  Maimonides  was,  in  reality,  composed 
by  Marcus  Herz  in  the  eighteenth  century.1  The  confu- 
sion arose  and  still  exists  because  the  original  anony- 
mous version  of  this  prayer,  which  appeared  in  a Ger- 
man periodical,2  bears  only  the  title,  “Daily  prayer  of  a 
physician  before  he  visits  his  patients:  From  the  He- 

brew manuscript  of  a renowned  Jewish  physician  in 
Egypt  from  the  twelfth  century.” 

Since  the  first  printing  of  this  prayer,  numerous  ver- 
sions, abbreviations,  or  excerpts  thereof  have  appeared 
in  many  languages.  Much  heated  debate  exists  among 
the  various  writers  concerning  the  true  authorship  of  the 
prayer.  The  evidence  favors  the  thesis  that: 

“Marcus  Herz  probably  wrote  the  Prayer  as  a contri- 
bution to  medical  ethics  and  as  a comment  on  pre- 
vailing low  standards  of  [the]  practice.  It  was  usual 
to  insert  in  almanac[hs],  anonymous  short  contribu- 
tions. Markus  Herz  was  a warm  Jew,  proud  of  the 
history  of  his  people;  he  clad  his  literary  piece  into  the 
colorful  frame  indicated  in  the  caption,  probably  in- 
deed meaning  Maimonides,  but  not  based  on  a manu- 
script, which  did  not  exist,  but  as  belonging  to  the 
belles-lettres  . . . .”3 

FRED  ROSNER,  M.D.,  F.A.C.P. 

Queens  Hospital  Center,  affiliation  of  the 
Long  Island  Jewish-Hillside  Medical  Center 
Jamaica,  New  York  11432 

References 

1.  Rosner,  F.:  The  physician’s  prayer  attributed  to  Moses 
Maimonides,  Bull.  Hist.  Med.  41:  440  (1967). 

2.  Anonymous:  Tagliches  Gebet  eines  Arztes  bevor  en 

seine  Kranken  besucht — Aus  der  hebraischen  Handschrift 
eines  beriihmten  jiidischen  Arztes  in  Egypten  aus  dem  zwolften 
Jahrhundert,  Deutsche  Museum  1:  43  (1783). 

3.  Leibowitz,  J.  0.:  Personal  communication. 

Reciprocal  licensure 

To  the  Editor:  A citizen  of  a state  is  a citizen  of  the 

United  States  whose  legal  residence  is  in  a given  state. 
Consequently,  no  state  can  discriminate  against  citizens 
of  other  states.  It  might  be  said,  in  general,  that  the 
fundamental  rights  of  life,  liberty,  and  property  are  to 
be  enjoyed  by  residents  and  nonresidents,  equally.  For 
all  the  great  purposes  for  which  the  Federal  government 
was  formed,  we  are  one  people,  with  one  country  com- 
mon to  us  all. 

We  are  all  citizens  of  the  United  States  and  as  mem- 
bers of  the  same  community  must  have  the  absolute  and 
inalienable  right  to  travel  unimpeded  and  abide  where 


we  travel;  and  we  cannot  abide  where  we  are  prevented 
from  earning  a living  in  our  chosen,  licensed  profession. 

A business  man,  for  health  or  economic  reasons  may,! 
with  impunity,  cross  state  lines,  abide  and  enjoy  the 
fruits  of  his  labor  in  any  of  the  50  states  without  re- 
straints; not  so  with  the  licensed  physician;  he  faces  a 
further  penalty.  To  cross  and  practice  in  a sister  state 
he  is  forced  to  spend  months  in  review  of  academic  and 
irrelevant  material  long  forgotton  and  of  no  reasonable 
relation  to  his  fitness  to  practice,  and  often  only  to  find 
he  flunked. 

This  leads  to  remorse,  recrimination,  and  regret,  to 
say  nothing  of  the  emotional  feeling  of  not  belonging, 
not  wanted,  not  needed,  and  without  status.  Particulai 
havoc  is  felt  by  the  older  man,  years  out  of  school,  but 
with  years  of  incomparable  and  seasoned  experience. 
The  inequity  is  indeed  a blot  on  our  national  scene. 

Can  those  licensed  physicians  in  the  demanding 
states,  having  practiced  some  twenty  to  forty  years,  pass 
written  examinations  required  of  many  other  out-of- 
state  licensed  practitioners? 

Congressional  hearings  may  well  bring  to  light  the  ar- 
rogant and  arbitrary  flunking  of  renowned  specialists 
with  professional  seats  in  accredited  medical  and  dental 
colleges. 

These  licensed  men,  prevented  and  precluded  froir 
crossing  state  lines  to  practice  without  further  examina 
tions,  are  thus  imprisoned  within  the  borders  of  th( 
original  licensing  state. 

Sister  states  use  their  tyrannical  police  powers  selfish 
ly,  arrogantly,  capriciously,  and  illegally.  These  “pro 
tective  tariffs”  are  grounded  in  economic  self-interest  t< 
protect  home  talent  in  overt  violation  of  what  should  bi 
protected  areas  of  freedom,  long  honored  and  estab 
lished  in  a vast  array  of  cases. 

Those  of  us  who  wish,  for  whatever  reason,  to  cros 
state  lines  and  practice,  to  live,  dwell,  and  raise  children 
under  the  enviable  blanket  of  citizenship  of  the  Unite< 
States,  must  have  that  inherent  and  natural  right  to  d' 
so.  If  citizenship  means  less  than  that,  it  means  noth 
>ng. 

Strange,  bizarre,  ludicrous,  and  inconsistent  is  th 
fact  that  across  state  lines  is  recognized  the  driver’s  li 
cense  (temporary),  recorded  realty  deeds,  and  divorc 
decrees,  under  certain  jurisdictional  safeguards.  Eve 
illegal  contracts  are  valid  in  states,  if  these  contracts  ar 
valid  and  legal  where  executed.  Even  common  law  mai 
riages,  outlawed  in  many  states,  will  be  upheld  if  cor 
summated  in  a jurisdiction  where  valid. 

With  all  this  the  licensed  physician  is  classified  as  ir 
eligible  to  practice,  unreasonably  and  unlawfully.  Pei 
haps  the  village  idiot  can  reconcile  these  incongruity 
and  inconsistencies.  The  Civil  War  was  fought  for 
like  issue. 

Interesting  to  note  is  that  the  Supreme  Court  rule 
and  placed  medical  services  within  the  purview  of  tl 

continued  on  page  6 
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approche — in  costo  effective,  es  consistente  con  le  atten- 
tion optime  del  patiente,  e da  per  resultato  un  diminu- 
tion del  travalio  del  Banco  de  Sanguine.  Per  le  procedi- 
mientos  que  usualmente  non  require  un  transfusion,  le 
typification  ABO  e Rh,  con  un  selection  del  serum  del 
patiente  pro  investigar  anticorpores  non  expectate,  evita 
un  typification  crusate  pre-operatori.  Un  proportion  de 
2.48  inter  le  sanguine  typificate  crusatemente  e le  san- 
guine transfundite,  que  reflecta  le  practicas  ordenate 
pro  chirurgia  elective,  es  etiam  reportate. 

Jaretzki,  A.,  Ill:  Morte  con  dignitate — euthanasia 

passive;  guida  pro  le  medico  que  attiende  un  patiente 
moribunde,  New  York  State  J.  Med.  76:  539  (Apr.) 
1976. 

Existe  le  necessitate  de  definir  e separar  le  euthanasia 
active  del  passive  pro  disvelopar  guidas  pro  adjutar  le 
medicos  in  le  determination  si  le  patiente  es  inevitabil- 
imente  moribunde,  e pro  describir  le  methodos  pro  que 
le  euthanasia  passive  pote  esser  lograte  moral  e legal- 
mente.  Le  euthanasia  passive — morte  con  dignitate — 
refiere  se  al  practica  acceptate  que  le  medico  lasse  que 
un  patiente  moribunde  mora  tranquillemente.  Le  eu- 
thanasia active  es  le  morte  per  pietate  e iste  nunc  debe 
esser  le  responsabilitate  del  medico.  Es  requerite  un 
cognoscimento  complete  pro  determinar  si  le  morte  es 
inevitabile.  Le  testamento  in  vita  adjuta  al  patiente  a 
communicar  su  philosophia.  Ante  de  interrumper  le 
tractamento  active,  le  medico  debe  cognoscer  le  magni- 
tude del  morbo,  le  prognose  e le  advantages  o desadvan- 
tages  del  therapias  potential.  Le  euthanasia  passive 
pote  esser  melior  accomplite  simulante  le  situation  in  le 
casa,  observante  activemente  le  pasos  pro  dar  conforto 
al  patiente  e interrumper  le  mensuras  que  prolonga  le 
agonia  del  patiente  moribunde. 

Gururaj,  V.  J.,  Russo,  R.  M.,  Vamadevan,  N.,  Balta- 
zar,  M.  O.  Z.,  Sheth,  A.  K.,  e Pongpanit,  C.:  Analyse 
del  movimento  de  patientes  in  le  departamento  ambula- 
tori  de  un  hospital  municipal,  New  York  State  J.  Med. 
76:  544  (Apr.)  1976. 

Pro  studiar  le  factores  principal  que  influentia  le  mo- 
vimento de  pueros  requirente  de  attention  medic  acute 
in  le  Servicio  Pediatric  Ambulatori  del  Centro-Hospital 
Kings  County,  un  analyse  del  movimento  de  patientes, 
includente  2 periodos  de  8 horas,  esseva  facite.  Un  total 
de  365  pueros  esseva  seguite  seriatemente,  includente  le 
tempore  durante  le  movimento  per  omne  le  servicios 
medic  e durante  le  periodos  de  studio.  Le  information 
obtenite  revelava  que  le  tempore  medie  requerite  per 
iste  pueros  sperante  pro  servicios  esseva  49.3  minutas, 
que  da  un  proportion  de  spera/visita  e servicio/visita  de 
0.5.  Le  tempore  medie,  per  patiente,  esseva  21.7  minu- 
tas. Non  habeva  un  differentia  significative  inter  le 
tempore  medie  del  attention  medic  per  re-visita  (21.3)  e 
per  patiente  nove  (23.3).  Le  analyse  del  magnitude  del 
movimento  del  patientes  a differente  periodos  del  die 
revelava  que  le  movimento  maxime  (29  patientes  per 
hora)  occurreva  inter  10  a.m.  e 12  M.,  e descendeva  a ni- 
vellos  minor  (17  patientes  per  hora)  durante  tarde  post- 
meridien. 

Ilgren,  E.,  Tang,  C.,  e Thorbjarnarson,  B.:  Cystade- 
nocarcinoma  del  pancreas,  New  York  State  J.  Med.  76: 
548  (Apr.)  1976. 
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Le  cystoadenocarcinoma  pancreatic  es  le  sol  tumor 
maligne  de  iste  organo  que  pote  esser  successossemente 
tractate  per  chirurgia.  Le  morte  per  cystoadenocarcino- 
ma es  generalmente  debite  al  invasion  local  del  tumor 
plus  que  per  metastasis  distante.  Tres  (3)  patientes  es 
presentate;  2 tractate  successossemente  con  chirurgia 
radical;  le  altere  patiente  moreva  per  invasion  local  del 
tumor.  Le  tractamento  depende  del  diagnose  adequate 
preoperatori  o intraoperatori.  Ben  que  le  cystadenocar- 
cinoma  grande  pote  esser  removite  successossemente,  le 
medico  debe  differenciar  iste  tumor  del  carcinoma  solide 
e del  cystes  benigne. 

Huvos,  A.  G.:  Histiocytoma  fibrose  maligne  primari 

del  osso;  studio  clinico-pathologic  de  18  patientes,  New 
York  State  J.  Med.  76:  552  (Apr.)  1976. 

Dece-octo  (18)  patientes  con  le  rare  mais  distincte  his- 
tiocytoma fibrose  maligne  primari  del  osso  es  decribite. 
Dece-un  (11)  esseva  homines  e 7 feminas  de  etate  medie 
36  e 17,  respectivemente.  Le  sito.  plus  commun  de  iste 
tumores  esseva  le  femur  e le  tibia.  Le  trovatos  roent- 
genographic — destruction  lytic — e le  signos  macro  e 
micropathologic  es  illustrate.  Le  lesiones  esseva  trac- 
tate principalmente  con  chirurgia  ablative  que  produce- 
va  un  indice  de  5 annos  de  superviventia  del  magnitude 
del  67  pro  cento.  Iste  studio  proportiona  major  suppor-  j 
to  al  existentia  del  histiocytoma  fibrose  maligne  in- 
traosse  primari,  e offere  un  vision  detaliate  de  iste  neo- 
plasma. 

Roswit,  B.,  Liberson,  S.,  Ohanian,  M.,  Kusik,  H.,  e 
Petrovich,  Z.:  Superviventia  con  cancer  pulmonari  in- 
operabile;  studio  national  controlate  del  radiotherapia  e 
le  chimiotherapia,  New  York  State  J.  Med.  76:  560 
(Apr.)  1976. 

De  omne  tumores  solide  maligne,  le  cancer  pulmonari 
remane  le  plus  formidabile  e obstinate.  In  iste  pais 
(Statos  Unite),  con  un  mortalitate  annual  rapidemente 
approchante  80.000  victimas,  iste  morbo  ha  acquirite  le 
magnitude  de  un  calamitate  national.  Per  circa  de  duo 
decadas,  le  Gruppo  pro  Cancer  del  Pulmon  del  Adminis- 
tration de  Veteranos  (Veterans  Administration  Lung 
Cancer  Group,  “VALG)  ha  facite,  sin  reposo,  effortios 
investigative  de  13  protocolos  sequential  de  tractamen- 
tos  controlate,  de  implication  national,  pro  meliorar  le 
possibilitate  de  superviventia  del  2000  patientes  (hom- 
ines) con  morbo  inoperabile,  mais  localisate.  Le  radi-  i 
otherapia  esseva  facite,  al  hasardo,  con  un  composto  in- 
erte  e un  varietate  de  agentes  chimic,  sol  o in  combina 
tion.  Un  significative,  mais  disturbante  parve  ganio  ir 
le  superviventia,  mensurate  in  septimanas,  esseva  ob 
tenite  con  le  radiotherapia.  Certe  agentes  chimic,  nota 
hilemente  le  cyclophosphamida,  le  mustarda  nitrogen 
ate,  le  CCNU  e le  BCNU  produceva  effectos  similar 
Pare  que  le  radiotherapia  plus  le  cyclophosphamida  e: 
advantagose  supra  le  radiation  sol.  Nonobstante,  plu 
que  95  pro  cento  del  patientes  includite  in  omne  proto 
colos  moreva  del  morbo  al  final  del  secunde  anno,  e sol 
mente  1 pro  cento  viveva  usque  le  quinte  anno.  De  in 
teres  particular  es  le  observation  que  le  stato  initial  de 
performance  ha  demonstrate  esser  un  del  factores  plu 
predecibile  e de  confidentia  per  le  prognose.  Le  object! 
vos  e le  designamento  proponite  per  le  protocolos  actue 
e le  futur  es  describite. 

Translated  by  Eduardo  I.  Juliet,  M.I 


Month  in  Washington 


Opposition  to  the  Administration’s  proposals  to 
change  Medicare  appears  to  be  almost  universal  on  Cap- 
itol Hill.  The  American  Medical  Association,  the 
American  Hospital  Association,  the  AFL-CIO,  the  Na- 
tional Council  of  Senior  Citizens  are  among  many  fre- 
quently crossed  organizations  that  have  joined  in  assail- 
ing the  President’s  proposal. 

The  Administration  has  asked  Congress  to  approve  a 
new  catastrophic  benefit  for  Medicare  coupled  with 
much  higher  cost-sharing,  to  impose  precentage  “caps” 
. on  Medicare  reimbursement  for  hospitals  and  physi- 
> cians,  and  to  change  Medicaid  into  a block  grant  pro- 
gram for  the  states. 

The  House  Ways  and  Means  Health  Subcommittee, 
headed  by  Rep.  Dan  Rostenkowski  (D.,  111.),  chaired 
three  days  of  hearings  as  the  Ford  proposal  was  intend- 
ed to  take  effect  in  March  and  Congressional  approval 
i was  necessary.  Any  illusions  the  Administration  may 
have  entertained  that  some  important  support  might 
, surface  for  the  Medicare  plan  were  swiftly  dispelled  by 
the  parade  of  hostile  witnesses. 

Rostenkowski  chided  the  Administration  for  seeking 
early  enactment  without  being  able  to  provide  Congress 
with  a legislative  proposal  by  the  time  hearings  started. 
From  the  tone  of  Rostenkowski  and  other  Subcommit- 
tee members  in  their  questioning,  there  seems  little 
' chance  of  the  proposal  getting  anywhere. 

Raymond  T.  Holden,  M.D.,  Chairman  of  the  AMA’s 
Board  of  Trustees,  said  “The  proposed  changes  would 
not  only  be  impractical,  but  also  would  be  inherently 
unfair  to  all  parties  concerned.  Unfortunately,  the  un- 
fairness would  be  especially  hard  on  the  beneficiaries  of 
the  Medicare  program.” 

Discussing  the  proposed  four  per  cent  limitation  in 
. 1977  on  increases  in  Medicare  physician  reimbursement, 
Dr.  Holden  said  “We  must  point  out  unequivocally  that 
the  percentages  proposed  are  wholly  unrealistic.  The 
proposal  ignores  the  realities  occurring  in  our  economy 
throughout  the  country.  Moreover,  inflationary  condi- 
tions existing  generally  in  our  economy  cannot  justifia- 
bly be  the  basis  for  imposition  of  arbitrary  and  discrimi- 
natory ceilings  on  a single  segment  of  the  economy. 

“To  impose  such  arbitrary  limits  on  only  one  segment 
of  the  economy  and  then  to  expect  a continuation  of 
beneficiary  satisfaction  for  having  benefits  paid  by 
Medicare  (as  promised  by  the  program)  is  naive.  The 
health  care  sector  of  our  society  cannot  operate  in  a vac- 
uum. It  is  subject  to  the  same  costs  of  living  and  costs 
of  doing  business  as  is  any  other  segment  of  society.  It 
cannot  be  expected  to  provide  high  quality  care  while 
having  reimbursement  limited  to  unrealistic  levels.” 

The  AMA  Chairman  told  the  Subcommittee  the  pro- 
posed limitations  on  increases  in  charges  are  in  reality  a 
response  to  a problem  created  in  large  measure  by  gov- 
ernment itself.  “Providers  and  physicians  cannot  be 
subject  to  ever-increasing  regulations  and  requirements 
• . . and  yet  be  expected  to  keep  charges  at  less  than  cost 

Prepared  by  the  Washington,  D.C.  Office,  of  the  American 
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levels.  These  special  requirements  are  on  top  of  the  in- 
flationary problems  faced  by  them  along  with  everyone 
else.” 

Dr.  Holden  noted  that  both  physicians  and  hospitals 
also  “are  experiencing  highly  unusual  expenses  relative 
to  professional  liability  insurance.” 

“If  the  limitations  were  imposed,  some  health  facili- 
ties could  face  bankruptcy,”  Dr.  Holden  said.  “The  pa- 
tient will  pay  more,  and  the  Federal  government  will 
again  have  promised  a broad  program  while  seeking  to 
limit  payment  for  the  care  received.  Under  the  guise  of 
holding  down  costs  to  the  Federal  government,  the  costs 
would,  in  fact,  be  increased  to  patients.  The  Federal 
government  must  realize  that  once  a program  is  legislat- 
ed the  service  does  not  become  free.  But  that,  as  with 
services  generally,  payment  must  be  provided.  In  this 
instance  we  believe  that  it  is  unconscionable  on  the  part 
of  the  Administration  to  shift  costs  to  the  beneficiary 
under  the  pretense  of  trying  to  limit  the  costs  of  the  pro- 
gram to  the  Federal  government.” 

The  proposals  creating  the  four  and  seven  per  cent 
(on  hospitals)  limitations  “are  clearly  discriminatory 
and  arbitrary,”  he  said.  “They  should  be  rejected  sum- 
marily. Physicians  have  already  been  subjected  to  un- 
reasonable and  arbitrary  controls.  First  the  83rd  per- 
centile formula,  then  the  various  phases  under  price 
controls,  and  now  the  75th  percentile  which  itself  is  con- 
trolled by  an  arbitrary  economic  index. 

“These  inequities  are  further  magnified  by  the  un- 
realistic Medicare  practice  which  bases  current  pay- 
ments on  data  almost  two  years  old.  While  physicians 
have  accepted  their  responsibility  in  meeting  the  needs 
of  the  elderly,  it  is  time  for  the  government  to  meet  its 
responsibility  of  fulfilling  the  commitment  it  made  to 
the  elderly  under  Medicare.” 

Bert  Seidman,  Director  of  the  AFL-CIO’s  Social  Se- 
curity Department,  said  Labor  was  “dismayed”  by  the 
Administration’s  recommendations,  which  he  declared 
would  “create  a most  serious  barrier  to  health  care  for 
the  elderly.”  Seidman  argued  that  the  proposed  reim- 
bursement controls  on  hospitals  and  physicians  would 
simply  shift  the  financial  load  to  non-Medicare  patients 
in  hospitals  and  result  in  fewer  physicians  accepting  as- 
signment. 

* * * 

The  sounds  of  a catastrophic-only  national  health  in- 
surance plan  for  this  year  still  reverberate  through  Sen- 
ate halls. 

Senate  Majority  Leader  Mike  Mansfield  (Mont.)  and 
Republican  Leader  Hugh  Scott  (Pa.)  recently  agreed 
during  a joint  television  appearance  on  backing  cata- 
strophic and  on  predicting  it  has  a good  chance  of  clear- 
ing Congress  this  year. 

Chief  Congressional  sponsor  of  a catastrophic-orient- 
ed  plan — Sen.  Russell  Long  (D.,  La.) — said  in  a separate 
appearance  that  he  believes  Congress  will  approve  his 
bill  this  session.  Congress  will  go  beyond  what  Presi- 
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dent  Ford  recommended  in  the  way  of  catastrophic  ben- 
efits for  Medicare  beneficiaries,  Long  said,  and  extend 
the  concept  to  all  Americans.  The  Chairman  of  the 
Senate  Finance  Committee  said  that  for  the  average 
working  man  with  a long  siege  of  illness  and  very  high 
medical  expenses  “we  are  going  to  provide  some  help  for 
him,  too.” 

* * * 

The  Administration  has  told  Congress  it  won’t  pro- 
pose a national  health  insurance  (NHI)  program  until 
the  economy  brightens.  However,  Health,  Education, 
and  Welfare  Secretary  David  Mathews  has  conceded  the 
plan — when  submitted — will  be  close  to  the  Nixon  Ad- 
ministration’s so-called  CHIP  plan  mandating  compre- 
hensive private  health  insurance  coverage  to  be  offered 
by  employers. 

Mathews  appeared  before  the  House  Commerce  Sub- 
committee on  Health  as  it  opened  the  1976  hearings  on 
NHI.  Under  questioning  from  Subcommittee  Chair- 
man Paul  Rogers  (D.,  Fla.)  Mathews  said  CHIP  remains 
the  basic  Administration  NHI  plan  and  that  proposing 
it  “is  a matter  of  timing.” 

* * * 

A Senate  report  charges  that  some  clinical  laborato- 
ries involved  in  Medicaid  have  operated  on  a kickback 
basis  with  physicians  and  clinics. 

Chairman  Frank  Moss  (D.,  Utah)  of  the  Senate  Spe- 
cial Committee  on  Aging  said  the  report  “concludes 
that,  at  least  in  the  states  which  came  under  investiga- 
tion, kickbacks  are  widespread  among  labs  specializing 


in  Medicaid  business.  In  fact,  it  appears  necessary  to 
give  a kickback  to  secure  the  business  of  physicians  or 
clinics  who  specialize  in  the  treatment  of  welfare  pa- 
tients.” 

The  report  focussed  on  Illinois.  Other  states  men- 
tioned were  New  York,  New  Jersey,  Michigan,  Califor- 
nia, and  Pennsylvania. 

A staff  witness  told  the  Committee  at  a hearing  that 
the  staff  estimates  that  at  least  $45  million  of  the  $213 
million  Medicare-Medicaid  payments  to  clinical  labora- 
tories is  either  fraudulent  or  unnecessary.  Average 
kickback  was  30  per  cent  of  the  lab’s  charge,  the  report 
estimated.. 

The  report  says  a small  number  of  labs  control  the 
Medicaid  business  in  the  involved  states.  In  New  York, 
according  to  the  report,  17  facilities  control  70  per  cent 
of  the  Medicaid  business;  in  New  Jersey,  12  labs  control 
nearly  60  per  cent  of  Medicaid  payments;  in  Illinois,  26 
labs  handle  over  90  per  cent  of  the  volume. 

In  response  to  numerous  press  queries  generated  by 
the  Committee’s  report  including  a filmed  version  of  the 
charges  carried  nationally  by  CBS’s  program  “Sixty 
Minutes,”  Max  H.  Parrott,  M.D.,  AMA  President,  made 
the  following  statement: 

“I  would  remind  physicians  and  the  public  alike  tha> 
the  AMA  code  of  Ethics  is  very  clear  on  the  matter  o 
laboratory  charges. 

The  physician’s  ethical  responsibility  is  to  provide  hi: 
patients  with  high  quality  services.  As  a professiona 
man,  the  physician  is  entitled  to  fair  compensation  fo 
his  services.  But  he  is  not  engaged  in  a commercial  en 
terprise  and  he  should  not  make  a markup,  commissior 
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or  profit  on  the  services  rendered  by  others. 

If  after  due  process  a physician  is  found  to  have  vio- 
lated the  Code  of  Ethics  in  this  or  any  other  respect,  he 
is  fully  liable  for  whatever  professional  penalties  may  be 
imposed,  in  addition  to  whatever  penalties  may  be  im- 
posed by  law.” 

* * * 

Staff  of  the  House  Commerce  Health  Subcommittee 
has  prepared  a discursive  dictionary  designed  to  steer 
lawmakers  through  the  maze  of  terms — medical,  legal, 
and  Federal — involved  in  an  intelligent  discussion  of  na- 
tional health  insurance. 

The  183-page  document  also  will  help  physicians  who 
have  dealings  with  the  Federal  government  and  Con- 
gress. It  contains  concise  definitions  of  most  of  the  per- 
tinent legal  and  governmental  terms  and  acronyms  (“al- 
phabet soup  expanded”)  flavored  with  a touch  of  whim- 
sy. 

Illustrations  range  from  a drawing  of  the  lower  intes- 
tines (see  borborygmus)  to  a handsome  full-page  sketch 
of  andreas  vesalius  and  a two-page  biography  (“a  won- 
derful man”). 

In  an  introduction,  Subcommittee  Chairman  Paul 
Rogers  (D.,  Fla.)  said  the  developing  debate  on  NHI  (“a 
term  not  yet  defined  in  the  United  States”)  employes  a 
“bewildering  array  of  new  and  unfamiliar  terms.”  He 
described  the  discursive  dictionary  as  “the  first  reason- 
ably complete  dictionary  of  terms  relevent  to  the  con- 
sideration of  NHI  and  health  care  available.” 

Skipping  through  the  document  one  finds  definitions 


of  such  terms  as  triage,  trolley  car  policy  (benefit  for  in- 
juries only  when  hit  by  a trolley  car),  slip  law,  respon- 
deat superior  (employers  liability  for  malpractice  of  an 
employee),  ping-ponging  (passing  patients  from  one 
physician  to  another),  halo  effect,  gork,  chainside,  and 
backdoor  authority. 

A typical  definition — legislative  history: 

The  written  record  of  the  writing  of  an  act  of  Con- 
gress. It  may  be  used  in  writing  rules  or  by  courts  in  in- 
terpreting the  law  to  ascertain  or  detail  the  intent  of  the 
Congress  if  the  act  is  ambiguous  or  lacking  in  detail. 
The  legislative  history  is  listed  in  the  slip  law  (final  ver- 
sion) and  consists  of  the  House,  Senate,  and  conference 
reports  (if  any),  and  the  House  and  Senate  floor  debates 
on  the  law.  The  history,  particularly  the  committee  re- 
ports, often  contains  the  only  available  complete  expla- 
nation of  the  meaning  and  intent  of  the  law. 

Put  together  by  Lee  Hyde,  M.D.,  professional  staff 
member  of  the  Commerce  Health  Subcommittee,  the 
dictionary. is  available  in  limited  quantities  on  written 
request  to:  (Please  enclose  a self-addressed  envelope) 
Interstate  and  Foreign  Commerce  Committee 
2125  Rayburn  House  Office  Building 
Washington,  DC  20515 

* * * 

The  Health,  Education,  and  Welfare  Department  has 
been  accused  of  attempting  a shocking  invasion  of  priva- 
cy in  proposing  to  collect  social  security  number  identi- 
fication of  hospitalized  patients  and  their  physicians. 

The  AMA  told  HEW  that  “In  this  age  of  great  con- 
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Sherman  Act  (restraint  of  trade  via  interstate  com- 
merce) as  “trade.”  The  states’  police  power  to  license 
those  engaged  in  employment  potentially  dangerous  to 
the  public  is  not  the  power  to  create  an  “exclusionary 
class”  by  means  of  arbitrary  tests  calculated  to  exclude 
nonresidents  (foreigners).  In  licensing  professionals, 
there  is  but  one  constitutional  permissible  state  func- 
tion and  objective,  the  assurance  that  the  applicant  is 
capable  and  fit  to  practice,  nothing  more. 

America,  the  great  bastion  of  freedom,  permits  its  li- 
censed physicians  to  be  confined  within  state  lines. 
This  is  difficult  to  understand;  impossible  to  explain. 
Therein  lies  deep  questions  of  legality,  responsibility, 
and  national  conscience. 

If  ours  is  a living  constitution,  we  must  guard  our 
rights  zealously  against  governmental  (state)  intrusion. 
Upholding  the  preservation  of  our  rights  is  self-evidenti- 
ary and  is  necessary  to  the  dignity  and  fulfillment  of  the 
“pursuit  of  happiness.”  The  national  constitution  and 
a state’s  totalitarianism  is  antithetical. 

Each  state  is  automonous  as  long  as  it  respects  inher- 
ent rights  of  citizens,  not  only  its  own,  but  those  of  all 
states.  Socioeconomic  problems  must  have  no  state  line 
limitations.  Neither  Congress  nor  the  states  can  abuse 
with  impunity  our  guarantees.  This  is  our  heritage. 
These  principles  of  natural  law  are  unchanging  and  eter- 
nal as  long  as  the  Bill  of  Rights  is  with  us.  The  Su- 
preme Court  is  there  to  see  that  these  orthodox  views 
are  not  contravened. 

Our  difficulties  well  may  be  due  to  the  perverse 
selfishness  of  a few  provincial  die-hards,  whose  perver- 
sion of  law  into  oppressive  legislation  abridges  every 
known  natural,  inherent,  and  acquired  right  and  privi- 
lege. Only  our  docility  and  compromise  will  help  per- 
petuate these  self-serving  invasions  and  conflicts  of  in- 
terest, wherein  the  state  acts  as  judge,  jury,  and  prosecu- 
tor meting  out  injustice  on  scales  sealed  within  bound- 
ary-bound  borders.  This  is  high-fee-low-competition 
conceptual  neuroses.  Their  isolation  attempts  from 
ethic  mores  strike  deep  and  injure  many.  Unfortunate- 
ly, state  monopolistic  practices  do  not  carry  penalties. 

The  licensed  out-of-state  practitioner  enjoys  a well- 
defined  place  in  our  society.  He  wants  to  continue  to 
hold  his  head  high  without  the  corrosive  effect  of  con- 
signment to  the  scrap  heap  of  expendables  in  sinister, 
sister  states  refusing  licensure  by  accreditation.  Per- 
haps a votive  candle  might  give  the  light  of  reason  to 
those  not  totally  blind. 

M.  B.  GILLMAN,  D.D.S,  J.D. 

1693  New  Hyde  F’arh  Road 
New  Hyde  Park,  N.  Y.  11040 

Report  reportable  diseases 

To  the  Editor:  The  recent  article  “Early  Congenital 

Syphilis”  (New  York  State  J.  Med.  76:  283  [Feb.]  1976) 


by  Roger  D.  Gingrich,  et  al.,  contains  an  interesting  case 
report  and  discussion  of  congenital  syphilis.  While  the 
reported  case  may  represent  a diagnostic  and  clinical 
triumph,  the  sum  total  of  this  report  reveals  a total  pub- 
lic health  failure. 

A simple  case  report  to  the  local  health  department 
by  the  brother’s  physician,  cited  on  page  285,  could  have 
started  action  to  prevent  this  case.  Just  one  simple  re- 
port could  have  prevented  the  human  and  financial  di- 
saster presented  to  us. 

I urge  that  all  physicians  report  syphilis  and  gonor- 
rhea, as  well  as  other  reportable  diseases,  promptly  to 
local  health  departments.  Without  such  a report,  not 
only  have  we  forgotten  the  family  and  community,  but 
we  may  re-expose  the  patient  to  reinfection.  Withhold-  I 
ing  a report  is  dangerous  for  the  health  of  our  patients 
and  their  families. 

STEPHEN  R.  REDMOND,  M.D. 

Commissioner  of  Health 
Dutchess  County  Department  of  Health 
22  Market  Street 
Poughkeepsie,  N.Y.  12601 

Boost  immunizations 

To  the  Editor:  On  behalf  of  the  New  York  State  Immu- 
nization Action  Committee  we  want  to  express  our  ap- 
preciation for  the  enthusiasm  and  support  you  have 
shown  in  the  Immunization  Action  Project. 

Despite  our  efforts,  there  were  four  measles  epidemics 
in  New  York  State  which  resulted  in  2 deaths.  Many  of 
the  infected  children  were  already  in  school  and  had 
never  been  immunized  against  measles.  This  needless 
tragedy  emphasized  the  urgent  need  to  identify  and  im- 
munize the  susceptible  children  in  school  as  well  as 
preschoolers.  It  also  emphasizes  the  importance  of  our 
task. 

Since  our  September  meeting,  there  has  been  consid- 
erable immunization  activity  at  the  local  level.  In  order 
to  encourage  more  activity,  would  those  of  you  who  have 
not  already  done  so,  please  send  us  a list  of  your  local 
counterparts  in  each  county.  We  will  use  these  lists  tc 
help  arrange  local  Immunization  Action  Committees. 

Thank  you  again  for  your  participation  in  this  vita! 
public  health  effort.  We  look  forward  to  our  next  meet- 
ing which  has  been  scheduled  for  April  1.  As  soon  as 
details  are  complete,  they  will  be  sent  to  you. 

We  are  confident  that  with  your  continued  coopera 
tion  and  interest,  the  immunization  level  of  all  childrei 
in  New  York  State  will  reach  the  95  per  cent  to  98  pe 
cent  goals. 

MARY  ANNE  KRUPSAf 
Lieutenant  Governo 
State  of  New  Yor , 
Office  of  the  Lieutenant  Governo 
Albany,  N.Y.  1222 i. 

DONALD  0.  LYMAN,  M.E 
Bureau  Director 
Bureau  of  Disease  Contrc < 
New  York  State  Department  of  Healt 
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Forty-five  pages  of  the  book  are  devoted  to  "First-Aid- 
Action”  including  cardiac  massage  instruction,  Heimlich 
Maneuver  for  choking,  treatment  for  poisoning,  artifi- 
cial respiration,  and  more.  The  book  is  bound  in  a red 
leatherette  material  for  easy  and  quick  identification. 
It  is  designed  to  fit  a billfold,  purse,  or  pocket.  "My 
MED  I.D.  ALERT”  is  a product  of  Barton  J.  Nelson, 
Inc.,  Kansas  City,  Mo.,  a manufacturer  of  address, 
memo,  budget,  bowling,  real  estate  books,  and  calen- 
dars. 

At  the  present  time  “My  MED  I.D.  ALERT"  sales 
will  be  handled  through  Specialty  Advertising  Distribu- 
tors nationally  and  internationally. 

New  publication 

Careers  in  Mental  Health,  a booklet  describing  job 
opportunities  in  a field  that  has  expanded  more  in  our 
century  than  any  other  profession,  has  been  issued  by 
the  National  Institute  of  Mental  Health  of  HEW's  Alco- 
hol, Drug  Abuse,  and  Mental  Health  Administration. 

The  publication  gives  descriptions  of  what  mental 
health  careerists  do  in  their  jobs,  where  they  work,  how 
the  jobs  are  accomplished,  what  training  is  needed,  and 
what  the  earnings  are.  Names  and  addresses  are  given 
of  additional  sources  of  information  on  each  job  cate- 
gory. 

Service  areas  described  include  the  following:  psy- 

chiatrist, psychologist,  social  worker,  psychiatric  nurse, 
occupational  therapist,  recreational  therapist,  art  thera- 
pist, music  therapist,  psychiatric  aide,  and  mental 
health  worker. 

It  is  pointed  out  in  the  booklet  that  although  mental 
health  work  is  rewarding,  it  requires  skill,  dedication, 
and  objectivity  to  help  people  cope  with  mental  illness, 
emotional  stress,  and  the  everyday  problems  of  living. 
The  work  locale  may  be  a neighborhood  health  center,  a 
general  hospital  with  psychiatric  services,  a community 
mental  health  center,  or  mental  health  clinic,  as  well  as 
a public  or  private  mental  hospital,  or  in  an  Armed 
Forces  hospital  overseas. 

Copies  of  Careers  in  Mental  Health  may  be  pur- 
chased from  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington,  D.C.  20402, 
at  45  cents  per  copy.  The  GPO  Stock  Number  is  017- 
024-00463-4. 

Kappa  Delta  awards — 1977 

The  American  Academy  of  Orthopaedic  Surgeons  is 
pleased  to  announce  that  manuscripts  are  earnestly  so- 
licited for  the  three  Kappa  Delta  Awards  of  $2,000  each. 
Three  awards  will  be  given,  provided  that  manuscripts 
of  requisite  quality  for  outstanding  contributions  in  the 
field  of  orthopaedic  surgery  are  submitted.  Manu- 
scripts can  be  accepted  only  from  United  States  citizens, 
resident  in  the  United  States  or  its  Possessions. 

Awards  will  be  made  in  the  following  three  categories: 
1.  Basic  research  relating  to  the  musculoskeletal  sys- 
tem. 2.  Clinical  research  in  orthopaedic  surgery  3. 
Problems  relating  to  trauma  of  the  musculoskeletal  sys- 
tem. 

If  at  all  feasible,  one  of  these  three  awards  will  be 
given  to  a young  investigator  (forty  or  younger). 

Papers  to  receive  the  awards  will  be  selected  during 
the  current  year  from  manuscripts  submitted  before 


July  15,  197.6.  Appropriate  places  on  the  1977  program 
will  be  reserved  for  the  presentation  of  the  award-win- 
ning papers. 

Please  submit  six  (6)  copies  of  abstracts  or  manu- 
scripts to: 

American  Academy  of  Orthopaedic  Surgeons 

Advisory  Committee  on  Research:  Kappa  Delta 

Awards 

430  North  Michigan  Avenue 

Chicago,  Illinois  60611. 

Generic  prescribing 

for  children  risky:  AAP  Committee 

Physicians  treating  children  should  generally  pre- 
scribe specific  brand-name  drugs,  because  “the  data 
which  would  allow  the  pediatrician  to  prescribe  generi- 
cally  and  expect  consistent  therapeutic  results  do  not 
exist,"  according  to  the  American  Academy  of  Pediat- 
rics’ Committee  on  Drugs. 

For  several  years,  some  consumers,  legislators,  and 
health  administrators  have  advocated  generic  prescrib- 
ing, which  would  allow  pharmacists  to  substitute  less  ex- 
pensive, generically  equivalent  drugs  for  more  expen- 
sive, brand-name  medications. 

However,  the  Committee  said,  “few  drug  products 
have  been  appropriately  studied  for  bioavailability  or 
therapeutic  equivalence  in  infants  and  children.”  The 
Committee  made  the  statement  in  the  February  issue  of 
Pediatrics,  the  Academy’s  monthly  scientific  journal. 

The  Committee  said  that  certain  types  of  drugs — an- 
tibiotics, for  example— have  been  tested  enough  so  that 
“generic  prescribing  may  be  used  with  relatively  more 
confidence.” 

The  statement  also  pointed  out  that  pharmacist’s 
fees,  overhead,  the  size  of  the  prescription  “and  innu- 
merable other  variables  may  determine  the  cost  (of  the 
medication)  to  the  patient  more  than  the  wholesale  list 
price  of  a drug.” 

The  Committee  said  it  “strongly  supports  the  use  of 
the  least  expensive  medication  which  provides  effective 
therapy.  However,  the  physician’s  duty  to  the  patient 
is  to  prescribe  reliable  drugs  with  reproducible  thera- 
peutic effects  at  a given  dose.  Therefore,  until  suitable 
bioavailability  data  in  children  are  determined  and  ther- 
apeutic importance  recognized,  the  physician  should 
continue  to  prescribe  the  products  which  have  shown 
significant  clinical  effectiveness  in  his  hands  or  in  pub- 
lished clinical  trials.” 

A complete  diagnostic 
and  treatment  eye  center 

A complete  diagnostic  and  treatment  eye  center  that 
will  serve  patients  referred  from  the  seven-county 
health  planning  region  is  the  goal  of  Westchester  oph- 
thalmologist Michael  Wood  Dunn,  M.D.,  newly-named 
Chairman  of  the  Department  of  Ophthalmology  at  New 
York  Medical  College  and  Director  of  Ophthalmology  at 
the  Westchester  County  Medical  Center,  a New  York 
Medical  College  affiliate. 

Study  shows  patients’  recall 
of  informed  consent  unreliable 

Regardless  of  how  thoroughly  a patient  is  informed 
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Testing  in  Humans: 
Who,  Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safety  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  11,  1975,  to 
the  Subcommittee  on  Health  ot  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
thinking  in  this  vital  area, 

1.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry's 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3»When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5.  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

b,  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

XO. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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prior  to  consenting  to  a surgical  procedure,  there  is  sig- 
nificant evidence  that,  following  surgery,  he  will  forget 
most  of  what  he  understood  and  make  other  qualitative 
errors  in  attempting  to  recall  the  informed  consent  pro- 
cedure, a New  York  surgeon  said  at  a meeting  of  the  So- 
ciety of  Thoracic  Surgeons  in  Washington,  D.C.,  in  Jan- 
uary. 

Describing  a study  of  20  patients  who  had  undergone 
open  heart  surgery  at  Montefiore  Hospital  and  Medical 
Center  in  New  York,  George  Robinson,  M.D.,  chief  of 
the  hospital’s  division  of  Cardiac  Surgery,  said  that, 
“despite  meticulous  attention  to  detail  in  carefully  con- 
ducted informed  consent  procedures,  each  of  the  20  pa- 
tients failed  to  recall  major  parts  of  the  interview  when 
tested  between  four  and  six  months  later.” 

Dr.  Robinson  reported  his  findings  in  a paper  entitled 
“Informed  Consent:  Recall  by  Patients  Tested  Post- 

Operatively,”  co-authored  by  Abraham  Merav,  M.D., 
also  a cardiac  surgeon  at  Montefiore.  According  to  Dr. 
Robinson,  since  January  of  1975,  tape  recordings  of  all 
informed  consent  interviews  have  been  made  with  the 
full  knowledge  and  permission  of  the  patients.  Each  in- 
formed consent  interview  included  information  regard- 
ing the  diagnosis  and  nature  of  the  illness;  the  proposed 
operation,  surgical  techniques  employed  and  prosthetic 
devices  (artificial  heart  valves,  and  so  forth)  to  be  used, 
if  applicable;  the  risks  of  the  operative  procedure;  po- 
tential complications  of  surgery  and  of  prosthetic  de- 
vices; benefits  of  the  proposed  surgical  procedure;  alter- 
native methods  of  management  and  their  chances  for 
failure  or  success;  acknowledgment  by  the  patient  of  his 
understanding  of  all  explanations,  and  answering  of 
questions.  The  taped  portion  of  these  interviews  aver- 
aged approximately  twenty  minutes,  while  the  unre- 
corded portions  of  each  consultation  visit  averaged  ap- 
proximately ten  minutes. 

Dr.  Robinson  and  his  colleagues  were  first  alerted  to 
patients’  major  loss  of  recall  when  two  patients,  both 
convalescing  normally  at  ten  days  and  six  weeks  fol- 
lowing surgery,  denied  any  recollection  of  the  preopera- 
tive interview.  Twenty  patients  were  selected  at  ran- 
dom for  reinterview  between  four  and  six  months  fol- 
lowing surgery,  and  the  accuracy  of  each  patient’s  recall 
was  graded  on  a scale  of  0 to  100  per  cent.  The  reinter- 
views consisted  of  two  parts.  First,  the  patient  was 
asked  general  questions  to  determine  his  recollection  of 
the  substance  of  the  informed  consent  interview.  It  was 
found  that,  in  reference  to  general  questions,  the  aver- 
age patient  recalled  only  29  per  cent  of  what  had  been 
discussed  in  the  preoperative  conversation.  The  second 
part  of  the  reinterview  dealt  with  specific  items  known 
to  have  been  covered  in  the  individual  patient’s  original 
interview,  and  here,  suggestions  of  correct  responses 
were  made.  Even  with  suggestions,  the  average  patient 
recalled  only  42  per  cent  of  the  information. 

According  to  Dr.  Robinson,  the  errors  made  in  the  re- 
peat interview  fell  into  four  general  categories:  Failure 
to  recall;  positive  denial  of  a truth;  fabrication  or  the  as- 
sertion of  an  untruth  or  falsehood;  and  attributing  to 
the  original  interview  information  obtained  from  other 
sources.  Of  interest,  says  Dr.  Robinson,  is  that  none  of 
these  patients  were  operated  on  as  emergencies,  nor 
were  they  the  victims  of  sudden,  unexpected  illness.  All 


had  been  hospitalized  one  or  more  times  previously  be- 
cause of  their  heart  conditions. 

Drugs  made  under  sanitary  conditions 

The  Food  and  Drug  Administration  on  February  11 
proposed  to  strengthen  its  regulations  to  insure  that 
drugs  are  made  under  sanitary  conditions  and  meet  all 
standards  for  quality,  purity,  and  potency. 

FDA  Commissioner  Alexander  M.  Schmidt,  M.D., 
said:  “The  United  States  has  the  highest  standards  of 
drug  quality  of  any  country  in  the  world,  and  the  regula- 
tions proposed  will  assure  that  this  high  quality  con- 
tinues. 

“These  requirements  represent  a major  part  of  FDA’s 
efforts  to  assure  that  consumers  receive  only  drugs 
which  are  safe  and  effective  for  their  intended  uses,  and 
which  actually  do  what  they  are  supposed  to. 

“The  regulations  impose  specific,  mandatory  require- 
ments for  good  manufacturing  procedures.  Any  drug 
made  in  a plant  that  does  not  conform  to  these  require- 
ments is  adulterated  and  subject  to  regulatory  action.” 

The  regulations,  known  as  Good  Manufacturing  Prac- 
tice (GMP)  regulations,  set  forth  requirements  for  mak- 
ing drugs.  Among  the  major  new  provisions  in  the 
updated  regulations  are: 

— All  drug  products  must  bear  an  expiration  date. 

— Companies  must  set  forth  in  writing  their  manufac- 
turing and  control  procedures. 

— There  must  be  clear  lines  of  responsibility  within  a 
company  for  quality  control. 

The  regulations  also  set  forth  requirements  in  the  fol- 
lowing areas:  qualifications  of  technical  personnel; 

standards  for  drug  ingredients;  control  of  total  environ- 
ment in  which  drugs  are  produced  and  stored;  packaging 
and  sealing  of  finished  drug  products;  correct  and  accu- 
rate labeling;  and  complaint  files  for  follow-up  of  unex- 
pected defects  in  products. 

The  proposed  regulations  were  published  in  the  FED- 
ERAL REGISTER  February  13,  1976.  Comments  may 
be  submitted  within  one  hundred  twenty  days  to  the 
Hearing  Clerk,  Food  and  Drug  Administration,  Room 
4-65,  5600  Fishers  Lane,  Rockville,  Maryland  20852. 

Miscellanea 

Appointments:  Ole  A.  Holtermann,  M.D.,  Ph.D.,  se- 
nior cancer  research  scientist  since  1970,  as  head,  De- 
partment of  Dermatology,  Roswell  Park  Memorial  Insti- 
tute in  February  . . . Mitchell  G.  Kuhn  to  the  headquar- 
ters staff  of  The  Dental  Society  of  the  State  of  New 
York  as  Assistant  Executive  Director  for  Dental  Care 
Programs,  Hospital  Dental  Services  and  Dental  Health 
. . . Ernest  P.  Noble,  Ph.D.,  M.D.,  as  Director,  National 
Institute  on  Alcohol  Abuse  and  Alcoholism  . . . Elliott 
Middleton,  Jr.,  M.D.,  as  director,  Allergy  Division,  State 
University  of  New  York  at  Buffalo’s  Department  of 
Medicine  . . . Irving  Wolf,  Ph.D.,  director,  Division  of 
Resource  Development,  the  National  Institute  on  Alco- 
hol Abuse  and  Alcoholism. 

Installed:  Gerald  McKee,  associate  editor  of  thf 

Audio-Digest  Foundation  and  editor  in  chief,  Nutrition 
and  the  M.D.,  as  president  of  the  American  Medical 
Writers  Association. 
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cern  over  the  right  of  privacy  on  the  part  of  all  citizens 
in  our  country,  we  are  shocked  that  a Federal  depart- 
ment would  now  formally  propose  to  establish  a mecha- 
nism by  which  most  physicians  and  every  hospitalized 
Medicare,  Medicaid,  and  Title  V recipient  could  be  clas- 
sified, identified,  matched,  compared,  reviewed,  and 
computerized  with  the  impersonal  ease  of  electronic  ma- 
chines.” 

The  social  security  information  would  be  part  of  the 
data  collected  by  the  Department  for  Uniform  Hospital 
Discharge  Abstract  (UHDA)  for  Federal  medical  pro- 
grams. Purpose  is  to  gather  and  coordinate  statistical 
information  which  also  could  he  used  by  planning  bod- 
ies, accrediting  organizations,  hospitals,  and  private 
third-party  payors. 

The  form  would  require  the  names  of  patient  and  at- 
tending physician  and  operating  physician  as  well  as 
their  social  security  numbers. 

The  AMA  noted  in  a formal  comment  that  such  use  of 
social  security  numbers  as  universal  identifiers  has  been 
criticized  both  by  Congress  and  HEW  in  the  past  as  a 
significant  threat  to  peoples’  right  of  privacy. 

“There  is  well  founded  reason  to  fear  that  universal 
identifiers  might  be  potentially  available  for  abuse,”  the 
AMA  said.  “If,  for  example,  each  individual  is  identi- 
fied in  all  of  his  activities  by  a single  number  and  his  ac- 
tivities are  tabulated  in  a number  of  different  record 
systems,  all  computerized,  the  universal  identifier  tends 
to  erode  the  barriers  between  information  systems.  The 
fact  that  the  social  security  number  is  already  in  such 
wide  use  makes  any  further  encouragement  for  its  use  as 
contemplated  by  the  proposed  UHDA,  highly  danger- 
ous.” 


Trends  in  survival  rates 
of  patients  with  cancer 

After  the  encouraging  improvement  in  five-year  cancer 
survival  rates  of  patients  in  the  1940-49  decade,  rates 
continued  to  improve  generally  but  at  a slower  rate.  Very 
little  if  any  improvement  in  five-year  survival  was  dem- 
onstrated during  the  1960s  for  cancer  of  the  lung,  colon, 
rectum,  stomach,  and  pancreas.  A slight  decrease  in 
five-year  survival  rate  was  shown  in  invasive  cervical  can- 
cer. One-year  survival  rates  for  patients  diagnosed  in  the 
period  1970-71  suggest  continuation  of  the  improvement 
seen  in  the  1960s  for  many  forms  of  cancer.  Reports  on 
patients  treated  during  the  1970s  will  eventually  show  the 
effectiveness  of  therapies  recently  introduced.  The  Figures 
came  chiefly  from  the  National  Cancer  Institute’s  End 
Results  in  Cancer  (Report  No.  4,  1972),  based  on  infor- 
mation from  over  100  hospitals  of  various  types  and  sizes 
in  different  parts  of  the  United  States.  Cutler,  S.  J., 
Myers,  M.  H.,  and  Green,  S.  B.:  New  England  J.  Med.  293: 
122  (July  17)  1975 
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Help  us  to 
help  you. 


OSHA— the  Occupational 
Safety  and  Health  Act  of 
1970— benefits  everybody. 
Employers  and  employees 
alike. 

Today,  Red  Cross  is 
helping  employers  all  over 
the  country  to  meet  OSHA 
standards,  by  training  em- 
ployees in  first  aid  and  haz- 
ard recognition  practices. 
The  result  is  that,  every- 
where. factories  and  other 
places  of  business  are  safer 
and  healthier.  Another  side 
benefit:  employees  trained 
in  first  aid  are  more  valu- 
able employees. 

Next  time  you  wonder 
where  “all  those  dollars  you 
gave  to  the  Red  Cross”  are 
going— you  might  consider 
this:  a lot  of  them  are  being 
plowed  right  back  into  your 
business!  For  information 
about  First  Aid  Training 
call  your  local  Red  Cross 
Chapter. 


Red  Cross. 
|lhe  Good 
Neighbor. 


AMERICAN  RED  CROSS  CAMPAIGN 


Index  to  Advertised  Products 


Analgesics 

Bayer  Aspirin  (Glenbrook  Laboratories) 509 

Percodan  (Endo  Laboratories)  551 

Antibiotics 

Kefzol  (Eli  Lilly  & Company) 520 

Wycillin/Bicillin  (Wyeth  Laboratories)  592,  593 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  513 

Laxatives 

Modane  (Warren-Teed  Pharmaceuticals) 510,  51 1 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals) 525,  526 

Oral  bronchodilators 

Tedral  (Warner-Chilcott  Laboratories)  623 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 538 

Selective  vasodilators 

Cafergot  (Sandoz  Pharmaceuticals)  4th  cover 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  585 

Tranquilizers 

Librium  (Roche  Laboratories)  570,571 

Valium  (Roche  Laboratories) 608,  609 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  518,519 

Vasodilators 

Iso-Bid  (Geriatric  Pharmaceutical  Corp.)  515 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 626,  627 
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GIVE, 

TO  HELP  OTHERS. 


CARE- New  York,  N Y.  10016  or  regional  offices 


Rx  for  Physicians  Only 

1976  Cadillac  Coupe  deVille 
“CLOSED  END  LEASE” 
$205.00  per  month — 36  months 
$257.00  per  month — 12  months 


All  cars  fully  equipped.  Insurance  & maintenance 
available.  45,000  miles  included.  ALL  CHARGES  ARE 

DETERMINED  IN  ADVANCE.  Ask  for  our  Medical  De- 
partment. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)248-9041 


iCELLANEOUS 


•S  COLLECTED- ABUSE  IS  RULED  OUT-TACTFVJL  YET  SUC- 
■sful — 40  years  of  top  service  to  doctors  and  hospitals— M<\il  billhead  for 
:ails  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York.  N.  Y 10036 
15-2943 


IN'GTON  SCHOOL  FOR  THE  DEAF  PROVIDES  SPEECH  AND  HEAR- 
. evaluation,  education  and  therapy  for  infants  and  children  under  free 
non  programs  for  New  York  State  residents.  Hearing  aid  evaluation,  lip- 
ding  instruction  and  other  adult  services  accredited  by  American  Speech  & 
aring  Assn..  30  Avenue  & 75  St.,  Jackson  Heights,  Queens,  N.Y.  Dr.  Paul 
tter  (212)  899-8800. 


tCTlCES  AVAILABLE 


ERNIST.  RETIRING.  WANTS  TO  SELL  OLD.  WELL  ESTABLISHED, 
crative  Park  Avenue  practice,  fully  equipped  office.  Please  call  (212)  744- 
11,  or  (212)  744-8169,  or  write  Dept.  533.  c/o  NYSJM. 

V1ARY  CARE  PHYSICIAN  RETIRING.  LUCRATIVE  PRACTICE, 
assau  County,  suburban  area  which  needs  another  primary  care  physician, 
odern  8 room  home  with  separate  5 room  office  attached,  fully  equipped 
0 x 100  corner  property.  Many  extras.  Low  maintenance.  Immediate  in- 
me  from  existing  patient  load.  (516)  868-5633. 


5ITIONS  WANTED 


10R  RADIOLOGIST,  RECENTLY  RETIRED  AS  DIRECTOR  OF  RADI- 
'S)' in  medium-size  hospital,  interested  in  full  or  part-time.  Diagnostic  pre- 
red  in  or  hospital  and  office  practice  from  May  thru  October  or  November, 
pt.  524.  c o NYSJM. 


ysicians  wanted 


IATRICIAN.  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
:ion  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
S>°°d  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
laizzi.  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
12)458-7132. 


IILY  PRACTICE:  OPPORTUNITY  IN  SOUTHERN  WESTCHESTER 
Jdson  \ alley  area:  Affluent  community  with  good  schools  and  proximity  to 
'*  ’ork  City.  New  hospital  in  development.  K.  Lillep,  Administrator, 
>obs  Ferry  Hospital,  (914)  693-0700. 


April  Special 

Summer  & Short  Term  Auto  Leases 

Due  to  a special  purchase,  we  can  offer 
a limited  number  of: 

BRAND  NEW 

1976  Granadas  & AMC  Pacers 

6 mos.  (rr  $269.00  per  mo. 
12mos.  (ft  $172.00  per  mo. 

a.  Fully  equipped  incl.  aircond. 

b.  2 or  4 door — your  option. 

c.  2,000  miles  per  mo.  at  No  Charge. 

d.  Full  service  included. 

e.  Insurance  available. 


CARANN  LEASING  CORP. 

Roosevelt  Raceway  Phone: 

Westbury,  New  York  (516)  248-9041 


PHYSICIANS  WANTED  — CONT  D 


CHALLENGING  OPPORTUNITY  FOR  GENERAL  PRACTITIONER/IN- 
ternist  part-time  in  outpatient  clinic  and  part-time  in  exiiting,  new  out-reach 
program.  An  Equal  Opportunity  Employer.  Veterans  Administration  Hos- 
pital, Canandaigua.  N.Y.  Contact  James  Gilbert.  M.D.  (315)  394-2000. 

FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State’s  fastest -growing  metropolitan  area.  Florida's  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department,  Medfield 
Corporation,  1609  Pasadena  Avenue  South,  St.  Petersburg.  Florida  33707. 

PSYCHIATRIST:  1200  BED,  PREDOMINANTLY  PSYCHIATRIC  HOS- 

pital  affiliated  with  the  University  of  Rochester  Medical  School;  starting  salary 
commensurate  with  education  and  experience  with  liberal  fringe  benefits;  work 
week  generally  40  hours;  located  in  beautiful  Finger  Lakes  resort  area;  An 
Equal  Opportunity  Employer.  Contact  Chief  of  Staff,  Veterans  Administra- 
tion Hospital,  Canandaigua,  N.Y.  (315)  394-2000. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 
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PHYSICIANS  WANTED— CONT  D 


PHYSICIAN  OPENINGS 
UNITED  STATES  ARMY  RESERVE 

The  U S.  Army  Reserve  has  numerous  openings  available 
throughout  New  York  State. 

Positions  available  cover  all  medical  specialty  areas 
and  officer  ranks  up  to  lieutenant  colonel.  Individuals 
with  prior  service  must  be  able  to  complete  20  years 
service  by  age  60.  Those  individuals  with  no  prior  mil- 
itary service  should  be  under  age  40. 

Both  prior  service  and  non-prior  service  physicians,  male 
and  female,  are  urgently  needed.  For  additional  infor- 
mation on  serving  part-time  duty  with  the  U.S.  Army  Re- 
serve Medical  Department,  call  818th  Hospital  Center  at 
(212)  836-9021  or  write: 

Colonel  Joseph  P.  Cillo,  M.D. 

818th  Hospital  Center  USAR 
Building  408,  Fort  Hamilton 
Brooklyn,  New  York  1 1252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


PHYSICIANS  WANTED— CONT  D 


CONSCIENTIOUS  INTERNISTS,  FAMILY  PRACTITIONERS  AND  PEDIA- 
tricians  are  being  sought  by  Northeastern  Ohio  multispecialty  group  of  12. 
An  interest  in  quality  primary  care  medicine  is  necessary.  Excellent  new 
facility,  congenial  co-workers  and  outstanding  fringe  benefits.  A non-profit 
medical  center  with  no  investment  required,  interested  in  treating  and  edu- 
cating all  patients  regardless  of  financial  ability  to  pay.  Competitive  starting 
salary.  Dept.  527,  c/o,  NYSJM. 


FAMILY  PRACTITIONER  WANTED  TO  ASSUME  ASSOCIATE  PRACTICE 
with  G.P.  planning  on  semi-retirement  in  1977  Very  busy  practice  available 
in  small  town  of  8,000  with  excellent  office  facilities  centrally  located.  Modern 
general  hospital  with  66  beds  and  full  services  is  located  3 miles  away.  Com- 
munity is  situated  irt  western  N.Y.  in  Finger  Lakes  Region.  Ideal  opportunity 
for  young  physician  Contact  Wayne  A Manson,  Admin.,  Ira  Davenport 
Memorial  Hospital,  Box  350,  Bath,  N.Y.  14810.  (607)  776-2141. 


TWO  MAN  ORTHOPEDIC  GROUP  DESIRES  THIRD  ORTHOPEDIST, 
close  to  Buffalo,  N Y.  and  the  University  of  Buffalo.  Excellent  community 
to  live  and  raise  children.  Only  minutes  from  practicing  hospitals.  Ortho- 
pedic Associates  of  Niagara,  P C..  Lockview  Plaza,  Lockport,  N.Y.  14094. 
(716) 434-2697. 


BOY  do  we  have  a girl  for  you1  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


OB/GYN  SPECIALIST  NEEDED  TO  ASSUME  VERY  BUSY  PF 
practice  in  rural  area  of  30,000  population.  M.D.  must  be  Board  eli 
certified.  Modern  66  bed  general  hospital  with  complete  range  of  se 
situated  in  the  heart  of  the  Finger  Lakes  Region  of  western  N.Y.  Are. 
Ob/Gyn  specialist  at  present  time;  excellent  opportunity  for  a youn, 
cian.  Contact  Wayne  A.  Manson,  Admin.,  Ira  Davenport  Memorial  F 
Box  350,  Bath,  N.Y.  14810.  (6071  776-2141. 


PEDIATRICIAN  WANTED  TO  ASSUME  VERY  BUSY  PRIVATE  PR; 
in  rural  area  of  30,000  population.  M.D.  must  be  Board  eligible  or  c 
Modern  66  bed  general  hospital  with  complete  range  of  services  is  sit 
the  heart  of  the  Finger  Lakes  Region  of  western  N.Y.  Area  has  no  ped 
at  the  present  time;  excellent  opportunity  for  a young  physician.  H 
pediatric  ward  is  one  of  the  finest  in  the  region.  Contact  Wayne  A. 
Admin..  Ira  Davenport  Memorial  Hospital,  Box  350,  Bath,  N.Y.  1481  = 
776-2141. 


INTERNIST  AND  FAMILY  PRACTITIONER  FULL  AND  PARTI 
New  York  City.  Hi  income,  hi  volume  practice.  Private,  Medicaid 
care.  New  facility  exclusive  medical  coverage.  No  nights  or  weekenc [ 
curriculum  vitae  to  M.  Boris,  M.D.,  87  Cold  Spring  Rd.,  Syosset,  N.Y.  I 


CORTLAND;  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED  OP  11 
ble,  for  Community  Mental  Health  Center  in  Finger  Lakes  RegiorE 
York  State.  Salary  open  Excellent  fringe  benefits.  Contact:  B i 
Spano,  Ph.D.,  Director,  Mental  Health  Services,  15  Court  St.,  (j 
N.Y.  13045.  Phone  (607)  756-7523. 


EMERGENCY  ROOM,  OUTPATIENT  DEPARTMENT  PH'll 
needed  immediately;  320  bed,  modern,  general  hospital  with  comphfi 
ties;  salary  $35,000  starting,  negotiable,  excellent  fringe  benefits;  pi  il 
area  150,000  plus;  modern  town,  excellent  schools  and  college;  ne;F 
Lakes.  Charles  H.  Kinley,  M.D..  Director,  Emergency/Outpatientie 
ment,  Arnot -Ogden  Memorial  Hospital,  Elmira,  N.Y.  14901.  (607)  7C-I 


GENERAL  PRACTITIONER  NEEDED;  ANNUAL  SALARY  PAIE  S 
cess  of  doctor’s  private  practice.  Health  Center  available  to  tl  d 
furnished  by  the  Town.  Three  new  hospitals  within  a 30  minute  dri . 
Central  High  School.  Summer  and  winter  vacation  area.  Three  fit* 
areas,  one  in  our  town,  rest  in  neighboring  towns.  Advantageous.  % 
doctor  retired.  Call  John  A.  Orr.  Jr.,  Wells,  N.Y.  12190.  (518)  924-2(1 


BRONX,  N.Y.:  OPHTHALMOLOGIST,  3-6  HRS/WK  AT  UNION  g 
Surgery  done  on  fee  for  service  basis.  Contact:  Donald  Nathin,  M.  J 
cal  Director,  Union  Familv  Medical  Office,  360  E.  193  St..  Bronx,  N 1 
(212)  933-2300. 


RADIOLOGIST:  TO  PROVIDE  DIAGNOSTIC  RADIOLOGY  TRE/  M 
to  clinic  patients.  The  clinic  is  located  in  southwestern  Virginia,  pi 
must  have  completed  at  least  third  year  of  residency  and  be  Board  c if; 
eligible.  Very  attractive  total  compensation  package,  including  p;  ne 
opportunity.  Excellent  starting  salary,  well  above  national  avert® 
comprehensive  fringe  benefit  program.  Contact  Georgia  Businesao 
tants,  Inc.,  P.O.  Box  48148,  Atlanta,  Georgia  30340.  (404)458-7417.  | 


BRONX,  N.Y.:  F.P.  OR  INTERNIST,  FOR  UNION  AMBULATOR'*  L 
9-4;  no  nights  or  weekends.  Contact:  Donald  Nathin,  M.D..  Mica 
rector.  Union  Family  Medical  Office,  360  E.  193  St.,  Bronx,  N *1 
(212) 933-2300. 


REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LE>  v 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  i xh 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  re  its 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  «D I 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


MONROE-ORANGE  COUNTY.  50  MINUTES  NORTH.  GW  BRIDCI  N 
ical  office  for  rent.  $325/m.  Purchase  option  available.  Three  me  Wi 
exam  rooms  plus  treatment  room,  waiting  room  and  100  ma  X-ra;l*t 
Ample  parking.  Fishing,  swimming,  hunting,  skiing,  all  nearby,  in 
pitals  within  10-20  minutes.  (914)  783-2231. 
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,L  ESTATE  FOR  SALE  OR  RENT— CONT  D 


JERSEY-BASKING  RIDGE.  SOMERSET  COUNTY  OFFICE  SPACE 
ilable  in  new,  modem  professional  building.  Home  of  AT&T  Corporate 
dquarters.  Growing  area,  good  location.  Ideal  tor  specialist.  Available 
nediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


AT  NECK  ESTATES:  BUILDER'S  OWN  DREAM  HOUSE  CANTI- 
ered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
hitectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
eriors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
ry,  3 huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace  All  over- 
ed  rooms:  on  2 3 acre.  Pool,  tennis,  dock  privileges.  (516)482-3905. 


SALE:  JAMAICA  ESTATES.  EXCELLENT  FOR  PROFESSIONAL 
. 2-family,  detached. .all  brick,  corner,  2-car  garage,  finished  basement, 
heat.  3 completely  separate  entrances,  beautifully  landscaped,  6 and  5 
m apartments,  short  walk  to  all  transportation,  one  fare  zone.  Has  struc- 
al  advantages  for  home/office  set-up  Call  for  appointment  (212)  297-0464. 


ICAI.  SUITE  FOR  RENT,  NASSAU  COUNTY:  LOVELY  4- ROOM 

e consisting  of  panelled  waiting  room,  secretary’s  office,  bathroom, 
mining  room,  and  large  panelled,  carpeted  consultation  room.  Prestigious 
liston  Park  professional  building  with  ample  parking.  Suite  is  completely 
nished  and  equipped  (available  for  sale).  Immediately  available  at 
sonable  rental.  Call  (516)  741-8898. 


VlILY  BRICK  HOUSE  FOR  SALE:  75TH  STREET  NEAR  ROOSEVELT 
s.  in  Jackson  Heights,  Queens.  Good  for  medical  center  or  offices.  Price 
0,000.  Tel:  (212)478-5193. 


TORS  OFFICE  SPECIALISTS:  FOR  PROMPT  EFFICIENT  SERVICE 
•enting  or  subleting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell  or 
iraise  a Co-op.  contact  Nathan  H.  Friedman  of  Douglas  Elliman.  Gibbons 
ves,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.\ . 10022.  (212)  832-5571. 


LATE  N.Y.  YEAR-ROUND  OR  VACATION  RETREAT  IN  RURAL 
thills  of  scenic  mountain  range.  100  miles  N.Y.C..  3-bedrooms,  all  electric 
ich  on  \ acre.  All  appliances,  full  basement,  garage.  Near  hospitals,  golf, 
mming.  skiing.  Private,  secluded,  yet  convenient.  S3, 000/season  or  sell 
$45,000.  Call  after  5 p.m.  (212)373-4182. 


RENT:  PROFESSIONAL  5>ri  ROOM,  NEWLY  CARPETED  APART 
nt  near  Elmhurst  General  Hospital.  Two  separate  entrances.  $400 
nthly.  83-09  Pettit  Ave.,  Elmhurst.  Call  Roque  (212)  673-5831. 


SALE:  RADIOLOGICAL  OFFICE  AND  RESIDENCE.  ESTABLISHED 
years  in  attractive  suburb  N.Y.C.  Latest  complete  diagnostic,  heavy  duty 
lipment  in  perfect  condition.  All  offers  considered.  Can  stay  for  awhile  to 
•oduce  if  desired.  Let's  discuss  possibilities.  Tel:  (212)776-1381. 


MYERS.  FLA.  DISTINCTIVE  AIRCOND.  SUITE  NEW  MEDICAL 
ter,  including  X-ray  lab.  Ten  present  doctor  tenants.  Only  four  dollars 
square  foot  yearly.  Financial  assistance  available.  Write  POB  2242, 
t Myers,  Fla.  33902. 


RENT  IN  SAYVILLE.  L.I.,  N.Y.  PROFESSIONAL  SUITE  SUITABLE 
r 2,  Vs  equipped.  Excellent  and  busy  area.  Recently  vacated  and 
orated.  Has  own  dark  room.  Minimum  expenses  guaranteed.  Physician 
ently  needed  in  area.  Dept.  512,  c/o  NYSJM. 


1R  WESTCHESTER:  CUSTOM-BUILT,  7-ROOM  RANCH.  IMMACU- 
‘ condition.  Excellent  physicians  location;  new  hospitals  in  area:  700  sq.  ft. 
ce  space  on  premises.  Thriving,  heterogeneous  community  affording  ex- 
ent  recreational  facilities  for  all  age  groups.  (914)  962-4640. 


1000  Park  Avenue  (84th  st.) 
New  York  City 

700-1700  sq.  ft.  OPEN  SPACE.  Private  entrance.  Perfect 
for  medical  group,  non-profit  organization,  Doctor’s  offices. 


APPLY  PREMISES 

or  Mr.  McAvoy  212-288-0543, 
Owner-Mgmt.  H.  Berler  212-661-0700 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


FOR  SALE:  GREAT  NECK  ESTATES,  LONG  ISLAND  CUSTOM  BRICK 
ranch  home/office.  Enclosed  level  landscaped  plot  over  % acre.  Eight  rooms 
plus  two  room  office  with  separate  entrance;  pool,  park,  dock,  all  year  tennis. 
Best  offer  over  $120,000.  Immediate  occupancy.  (516)  482-2363. 


BRONX.  N.Y.,  PELHAM  PARKWAY  SOUTH:  DOCTOR'S  OFFICE  FOR 
rent.  Fully  furnished.  (212)824-9302. 


PROFESSIONAL  BUILDING  FOR  SALE  OR  RENT:  EAST  MEADOW. 

Long  Island,  N.Y.  4,320  sq.  ft.  Excellent  location;  ample  parking;  young, 
well  constructed;  central  A/C;  near  parkways,  transportation  and  Nassau 
County  Medical  Center.  Tax  shelter.  Phone  owner  (516)  487-8246,  or  write; 
Room  201,  Six  Grace  Ave..  Great  Neck,  N.Y.  11021. 


ASTORIA:  DOCTOR'S  OFFICE  FOR  RENT.  EXCELLENT  LOCATION. 
5%  rooms,  furnished  or  unfurnished.  Long  term  lease  available.  Call  (212) 
340-2515  or  (212)  544-9518. 


FOREST  HILLS.  QUEENS:  63-95  AUSTIN  ST.  (63RD  DRIVE).  900  SQ. 
ft.,  lobbv  floor.  Separate  street  entrance;  air  conditioned.  Formerly  M.D. 
office.  $450.  Bldg.:  (212)275-6623.  Office:  (516)487-3743. 


WESTFIELD.  NEW  JERSEY:  DESIRABLE  NORTHSIDE  LOCATION. 

Home/office  house  for  sale.  Corner  property,  165  ft  frontage.  Suitable 
medical/dental  or  related  profession.  $71,000.  Dept.  534,  c/o  NYSJM. 


FOR  SALE:  HOME-OFFICE  COMBINATION,  SMITHTOWN.  L.I  SEVEN 
room  split,  3 bedrooms,  1%  baths,  full  basement,  fully  carpeted,  profes- 
sionally decorated;  landscaped,  fenced,  corner  1/3  acre  opposite  Smithtown 
General  Hospital.  3%  room  air  conditioned  office  with  bath,  room  for  ex- 
pansion. Suitable  G.P..  any  specialty.  Low  50’s.  Owner  (516)  265-4244. 


EAST  61ST  ST.  & LEXINGTON  AVE.:  MEDICAL  OFFICE  TO  SHARE. 
Very  modern,  large,  centrally  air  conditioned.  Specialist  exclusive  use, 
mornings  and/or  afternoons,  to  suit.  (212)  PL  3-5527. 


FULLY  EQUIPPED  OFFICE  FOR  RENT,  DUE  TO  RECENT  DEATH  OF 
internist-cardiologist.  Nucleus  of  excellent  practice  available.  Arrangements 
flexible.  Five  towns  area  of  Long  Island.  (516)  FR  4-0576. 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


The  Scientific  Program  will  start  on  Sunday,  November  7 and  continue 
through  Wednesday,  November  10. 


MARK  THESE  DATES. 

The  Scientific  Program  Committee  has  been  most  diligent  in  bringing  to 
you  outstanding  authorities  in  diagnosis  and  therapy  in  many  disciplines. 
Members  and  guests  are  urged  to  attend  and  avail  themselves  of  excellent 
continuing  medical  education  opportunities. 


GENERAL  SESSIONS 


Sunday,  November  7 BREAST  CANCER— all  day  session 

Monday,  November  8 HUMANISM  AND  MEDICAL  ETHICS— 2 p.m. 

Tuesday,  November  9 MEDICAL  ASPECTS  OF  SPORTS-9  a.m. 

Wednesday,  November  10 A DAY  IN  GASTROENTEROLOGY— all  day 

session 


AN  INNOVATION-LUNCHEON  ROUND  TABLE  DISCUSSIONS 

Monday  • Tuesday  • Wednesday 

MEET  THE  EXPERTS 
Preregistration  will  be  required. 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems 
on  a one-to-one  basis,  with  experts  in  your  field. 

DETAILS  WILL  BE  ANNOUNCED  IN  FUTURE  ISSUES 
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NEW  YORK  CITY 

May  1976  Schedule 

Monthly  program  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
May  3-8,  9:00  a.  m.  -6:00  p.m. 

TEMPORAL  BONE  SURGERY 

FEE:  $500.  CREDIT:  AMA  Cat.  1 (48  hrs) 

May  4-6,  9:00  a. m. -4:00  p.m. 

NEUROMUSCULAR  ELECTRODIAGNOSIS 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (18  hrs) 

May  6-June  3,  5:00  p.m. -6:30  p.m. 

IMMUNOLOGY  IN  CLINICAL  PRACTICE 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (7 % hrs) 

May  7,  9:00  a. m. -5:00  p.m. 

PRACTICAL  MANAGEMENT  OF 
DIABETES  AND  ITS  COMPLICATIONS 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (7  hrs) 

May  10-14,  9:00  a. m. -5:00  p.m. 

TENTH  INTERNATIONAL  SYMPOSIUM  ON 
NEUROSURGERY  THROUGH  THE 
MICROSCOPE 

FEE:  $250.  Neurosurgeons  CREDIT:  AMA  Cat.  1 (35  hrs) 
$150.  House  Staff 

May  15,  9:30  a. m. -5:30  p.m. 

PSYCHOTHERAPY  OF  THE  ELDERLY 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs) 

May  19,  9:00  a. m. -1:00  p.m. 

REHABILITATION  IN  ARTHRITIS 

FEE:  $20.  CREDIT:  AMA  Cat.  1 (4  hrs) 

May  3 

6:30-8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

NEURO  OPHTHALMOLOGY  SYMPOSIUM 

For  further  information  contact  Jack  M.  Dodick,  M.D.,  531 
Park  Avenue,  New  York  10021.  Tel:  212/288-7638 
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Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  1 03rd  Street 

May  3,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

Resident’s  Night  (program  to  be  announced) 

Reception  6:00 — Subscription  Dinner  6:30  P.M. 


May  4,  7: 15  p.m. -9:30  p.m. 

Section  on  Dermatology  & Syphilology 

1.  Presentation  of  Cases 

2.  Business  Meeting 

3.  Discussion  of  Cases 


May  5,  7:30  p.m. 

Section  on  Anesthesiology  & Resuscitation 

Annual  Resident’-s  Program  (topics  to  be  announced) 
Reception  6:00 — Subscription  Dinner  6:30  p.m. 

May  5,  8:00  p.m. 

Section  on  Physical  Medicine  and  Rehabilitation  with  the  New 
York  Society  of  Physical  Medicine  and  Rehabilitation 

SCIENTIFIC  SESSION 

Reception  6:00  p.m. — Subscription  Dinner  7:00  p.m. 

May  11,  8:00  p.m. 

Section  on  Biomedical  Engineering 

YOUNG  PROFESSIONAL  S NIGHT 

Reception  6:15  p.m. — Subscription  Dinner  7:00  p.m. 

May  17,  8:00  p.m. 

Section  on  Ophthalmology 

1.  Postoperative  Cataract  Corneal 
Astigmatism  with  10-0  Nylon 

2.  Perspectives  on  Pseudophakia 
3-  Unilateral  Pupillary  Defects  in 

Asymmetric  Glaucoma 

4.  Angle  Closure  Glaucoma-Treatment  of 
the  Fellow  Eye 

5.  Sorsby’s  Pseudo-Inflammatory  Macular 
Degeneration:  Possible  Pathogenesis 

6.  Tuberous  Sclerosis  in  a Newborn 

7.  Chemical  and  Microbiologic  Studies  of 
Acrylic  Implants 

8.  Aphakic  Epinephrine  Maculopathy 

9.  Review  of  Orbital  Pathology  seen  at  a 
General  Hospital  over  a two  year  period 

10.  Macular  Hemorrhage  and  The  Pill’ 

Reception  6:00 — Subscription  Dinner  7:00  p.m. 


WGO-2 


May  19.  4:30  p m. 

Section  on  Otolaryngology 

Resident's  Night  (papers  to  be  announced) 
Reception  6:00 — Subscription  Dinner  7:00  p.m. 


May  19.  5:30  p.m. 

Section  on  Occupational  Medicine  with  the  New  York  State 
Society  of  Industrial  Medicine  and  the  Greater  New  York 
Association  of  Industrial  Nurses 

The  Language  of  Medicine  (an  analysis  of 
physician  patieni  communications) 


May  20,  8:00  p.m. 

FUNCTION  AND  PROTECTION  OF  THE 
ISCHEMIC  MYOCARDIUM 

* This  meeting  will  be  held  at  The  Harvey  Society, 
Rockefeller  University  York  Avenue  & 66th  Street 


May  26.  8:00  p.m. 

Section  on  Psychiatry  with  the  Group  for  Geriatric  Psychiatry  of 
New  York 

PSYCHOGERIATRIC  CARE  AS  A SPECIAL 
DISCIPLINE  IN  MEDICINE 

Reception  6:00  p.m. — Subscription  Dinner  6:45  p.m. 


May  26,  8: 15  p.m. 

Section  on  Historical  Medicine 

EARLY  HISTORICAL  CONCEPTS  OF  THE 
ETIOLOGY  OF  INTRAORAL  DISORDERS 
AND  THEIR  SURGICAL  CONNECTION 

Reception  6:15  p.m. — Subscription  Dinner  7:15  p.m. 


May  5-June  9,  1976 

2:30-4:00  p.m.  Wednesdays 

Downstate  Medical  Center — (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

CONTINUING  EDUCATION  IN 
REHABILITATION  MEDICINE 

FEE:  $20.  CREDIT:  AMA  Cat.  1 (9  hrs) 

(AAFP  pending) 

For  further  information  and  registration,  contact  Office  of 
Continuing  Education,  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  11203.  Tel:  212/270-2421 


Monthly  program  for  Albert  Einstein  College  of 
Medicine  in  collaboration  with  Westchester 
Square  Hospital 

1625  St.  Peters  Avenue 
Bronx 


May  5,  4:00-5:30  p.m. 

INITIAL  MANAGEMENT  OF  MYOCARDIAL 
INFARCTION 

CREDIT:  AAFP  1 % 

May  19.  4:00-5:30  p.m 

RENAL  FAILURE  AND  DIALYSIS 

CREDIT:  AAFP  l’/2 

Albert  Einstein  College  of  Medicine  in  collab- 
oration with  The  Bronx  County  Medical  Society 
and  American  Academy  of  Family  Physicians 

1300  Morris  Park  Avenue 
Bronx 

May  6.  8:00- 10:00  p.m. 

GASTROINTESTINAL  ANGIOGRAPHY 

CREDIT:  AMA  Cat.  1 

AAFP  (18  hrs) 


Albert  Einstein  College  of  Medicine  in  collab- 
oration with  Astoria  General  Hospital 

25-10  30th  Avenue 
Long  Island  City 

May  8.  9:00- 1 1:00  a.m. 

WHO  NEEDS  A PACEMAKER,  WHO 
NEEDS  A BY-PASS 

CREDIT:  AAFP 
May  15.  9:00-1 1:00  a.m. 

MANAGEMENT  OF  CHRONIC 
OBSTRUCTIVE  PULMONARY  DISEASE 

CREDIT:  AAFP 


Albert  Einstein  College  of  Medicine  in  collab- 
oration with  Union  Hospital 

260  E.  188th  Street 
Bronx 

May  1 1,  8:00- 10:00  p.m. 

CHRONIC  INTERSTITIAL  PNEUMONIAS 

CREDIT:  AMA  & AAFP 


Monthly  program  for  Albert  Einstein  College  of 
Medicine  in  collaboration  with  Whitestone  Gen- 
eral Hospital 

1001  166th  St. 

Whitestone 

May  1 1,  9:00- 1 1:00  p.m. 

SEXUAL  PROBLEMS  IN  OFFICE 
PRACTICE 
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CREDIT:  AMA  & AAFP 

For  further  information  on  above  listings  contact  Albert 
Einstein  College  of  Medicine,  1300  Morris  Park  Avenue, 
Bronx,  10461.  Tel:  212/430-2822 


Monthly  course  listing  for  Williamsburgh  Gen- 
eral Hospital 

757  Bushwick  Avenue 
Brooklyn 

10:30  a.m.-l  1:30  a.m.  Thursdays 
May  6 

COLORECTAL  DISEASE 
DIAGNOSIS  & TREATMENT 

May  13 

RECENT  ADVANCES  IN  DIAGNOSIS 
AND  TREATMENT  OF  SHOCK 

May  20 

PANCREATITIS:  ACUTE/CHRONIC 
DIAGNOSIS  AND  TREATMENT 

May  27 

CLINICAL  PATHOLOGICAL  CONFERENCE 

For  further  information  contact  the  Williamsburgh  General 
Hospital,  757  Bushwick  Avenue,  Brooklyn,  11221.  Tel: 
212/455-9000. 


District  II,  N.Y.S.  Society  of  Anesthesiologists 
with  the  Mount  Sinai  School  of  Medicine  of  the 
City  University  of  New  York 

Fifth  Avenue  and  100th  Street 
May  8,  8:00  a m. -4:00  p.m. 

The  Toxicity  of  Anesthetics  to  Personnel 

Possible  Carcinogenic  Effects  of  Volatile  An- 
esthetic Agents 

Survey  of  Anesthetic  Pollution  and  Scaveng- 
ing Methods 

The  Role  of  the  Federal  Government  in  Hos- 
pital Employee  Safety 

Systems  For  The  Detection  of  Trace  Anes- 
thetics in  the  Environment 

FEE:  $20.00— (includes  lunch)  CREDIT:  AMA  (6  hrs) 

NYSSA 

For  further  information  contact  Dr.  Leslie  RendelLBaker  or 
Ms.  Judy  Schwartz  Tel:  212/650/7467. 

Monthly  Course  Listing  for  Columbia  University 
College  of  Physicians  and  Surgeons 

630  West  168th  Street 

May  10-12,  8:00  a.m. -5:00  p.m. 


HEAD  AND  NECK  SURGERY 

FEE:  $330.00 
May  27 

HYSTEROSCOPY 

FEE:  $100.00 
May  28 

LAPOROSCOPY 

FEE:  $100.00 


* Alcoholism:  medical  and  therapeutic  management  of  the 
alcoholic  patient,  including  supervised  individual  clinical  experi- 
ence four  weeks  beginning  the  Monday  of  the  first  full  week  of 
each  month  full  time  $550.  N.Y.  State  physicians  receive  a full 
scholarship  from  the  NY  State  Dept,  of  Mental  Hygiene.  For  Al- 
coholism: medical  and  therapeutic  management  of  the  alcohol- 
ic patient  the  first  week  of  each  month  full  time  $300.  Given  at 
the  Smither  Center,  Roosevelt  Hospital,  New  York  City,  for  infor- 
mation and  application  write  Jose  M.  Ferrer,  M.D.,  Associate 
Dean,  630  West  168  Street,  New  York,  N.Y.  10032. 

For  information  and  application  write  to  Jose  M.  Ferrer,  Jr., 
M.D.,  Associate  Dean,  630  West  168th  Street,  New  York,  New 
York  10032. 


New  York  Surgical  Society 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

May  12 

GASTROCNEMIUSPLASTY  IN  REPAIR  OF 
THE  CRUSHED  POPLITEAL  ARTERY 

For  further  information  contact  J.  Beall  Rodgers,  M.D.  1160 
Park  Avenue,  New  York,  N.Y.  10028  Tel:  212/427/7575 


Monthly  lecture  series  for  St.  John’s  Episcopal 
Hospital 

480  Herkimer  Street 
Brooklyn 

1 1:00  a.m.  Wednesdays 
May  12 

DERMATOGLYPHICS  ANALYSIS 

May  19 

IMMUNE  DEFICIENCY  DISEASES 

For  further  information  contact  St.  John's  Episcopal  Hospital, 
480  Herkimer  Street,  Brooklyn  1 1213.  Tel:  212/467-7000. 

May  12 

New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 

Hotel  Commodore 
8:00  p.m. 

VIROLOGIC,  BACTERIOLOGIC, 

HISTOLOGIC  AND 
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IMMUNOFLUORESCENT  STUDIES  IN 
SINO-TRACHEO-BRONCHITIS 

Dinner  6:00  p.m. 

For  further  information  contact  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals,  Fifth  Avenue  at  106th 
Street,  New  York  10029. 


Monthly  program  for  The  New  York  Eye  and 
Ear  Infirmary 

310  East  Fourteenth  Street 

May  11-12,  Tuesday  and  Wednesday,  8:00  a m - 12:00  noon 
Dr.  George  K.  Higgin 's  Memorial  Seminar 

HISTOLOGY  AND  HISTOPATHOLOGY  OF 
THE  TEMPORAL  BONE 

NO  FEE 

May  13,  Thursday,  8:45  a. m. -5:30  p.m. 

DIAGNOSIS  AND  MANAGEMENT  OF 
ACUTE  LARYNGEAL  TRACHEAL  TRAUMA 
COMPLICATED  NASAL  AND 
NASOORBITAL  FRACTURES 
LARYNGOTRACHEAL  STENOSIS 
OTOLOGIC  TRAUMA 

FEE:  $100.00  (lucheon  included):  NO  FEE  Residents 
(Luncheon  not  included): 

Any  further  information  contact  Gregory  L.  Kole,  M.D., 
F.A.C.S.  at  New  York  Eye  and  Ear  Infirmary,  310  East  14th 
Street,  New  York  10003.  Tel:  212/673-3480 

May  14,  Friday,  8:00  a. m. -12:00  noon 

TEMPORAL  BONE  DISSECTION  (Closed- 
circuit  television) 

NO  FEE 


Monthly  program  for  Association  for  the  Ad- 
vancement of  Psychoanalysis 

Karen  Horney  Clinic  Building 
329  East  62nd  Street 

8:30  p.m. 

May  19,  Wednesday 

PSYCHOLOGICAL  AFTER-EFFECTS  OF 
VASTECTOMY:  ARE  THERE  ANY? 

May  2 1,  Friday 

HEALTHY  AND  NEUROTIC  COMPONENTS 
IN  THE  PROCESS  OF  GOAL 
ACHIEVEMENT 

For  further  information  contact  the  Association  for  the 
Advancement  of  Psychoanalysis,  329  East  62nd  Street,  New 
York  10021.  Tel:  212/PL-2-5267. 


May  21 

ST  LUKE  S HOSPITAL  CENTER 


9:15  a m. -4:00  p.m.  Friday 

Mt.  Sinai  Hospital 

5th  Avenue  & 100th  Street 

INFREQUENTLY  DIAGNOSED  INFECTIONS 

For  further  information  contact  V.  Bokkenheuser,  M.D., 
Director,  Dept,  of  Microbiology,  St.  Luke's  Hospital  Center, 
Amsterdam  Avenue  & 1 14th  Street  New  York  10025.  Tel: 
212/870/6476 


May  24 

8:00  p.m. 

New  York  Academy  of  Sciences 

2 East  63rd  Street 

THE  PRESENT  STATUS  OF  EXISTENTIAL 
THERAPY 

For  further  information  contact  Herbert  Holt,  M.D.,  American 
Society  for  Existential  Psychiatry,  185  E 85th  Street,  Suite 
23D  NY  10028.  Tel:  212/348-0884 


May  27 

1:00-8:00  p.m. 

Brooklyn  Neurological  Society 

Lecture  Hall  #1 

the  Basic  Science  Building 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

THE  CURRENT  STATUS  OF  THE 
MEDICAL  AND  SURGICAL  TREATMENT 
OF  EPILEPSY 

* Reception  & Dinner  6:00-8:00  p.m.  (For  members  only) 


QUEENS  COUNTY 


Monthly  program  for  Deepdale  General  Hospi 
tal 

9:00  a. m. -10:00  a.m.  Tuesdays 

55-15  Little  Neck  Parkway 
Little  Neck 

May  4 

Section  on  Infectious  Disease 

MANAGEMENT  OF  BACTERIAL  SEPSIS 

May  1 1 

Section  on  Gastroenterology 

THE  DIARRHEAS 

May  18 

Section  on  Gastroenterology 

VASCULAR  DISEASES  OF  THE  BOWEL 

May  25 

Section  on  Gastroenterology 
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CHRONIC  HEPATITIS 

For  further  information  contact  Department  of  Medicine, 
Deepdale  General  Hospital,  55-15  Little  Neck  Parkway,  Little 
Neck,  11362.  Tel:  212/428-3000. 


May  10  / 14 

1:00-5:00  p.m. 

Long  Island  Jewish-Hillside  Medical  Center 

Queens  Hospital  Center,  LIJ-HMC 
82-68  164th  Street,  Jamaica 

PHYSICS  OF  RADIOLOGY, 
RADIOTHERAPY,  NUCLEAR  MEDICINE 
AND  RADIOBIOLOGY 

FEE:  $75.  ($60.  if  last  afternoon  is  omitted) 

CREDIT:  AMA  Cat.  1 (20  hrs) 

For  further  information  contact  Jan  J.  Smulewicz,  M.D., 
Director  Queens  Hospital  Center  Affiliation-LIJ-HMC,  82-68 
164th  Street,  Jamaica  11432  Tel:  212/990-2401 


NASSAU  COUNTY 


May  5 / 12  / 19  / 26 

3:30-5:00  p.m. 

Long  Island  Jewish-Hillside  Medical  Center  & 
State  U.  of  NY  (Stony  Brook) 

Long  Island  Jewish-Hillside  Medical  Center  New  Hyde  Park 

ECHOCARDIOGRAPHY  AND  OTHER  NON- 
INVASIVE  METHODS  IN  CLINICAL 
PRACTICE 

FEE:  $60.  ($25.  for  residents  and  fellows) 

CREDIT:  AMA  Cat.  1 (13  hrs) 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  11040  Tel:  516/437-6700 


May  6 

9.00  a. m. -4:30  p.m. 

South  Oaks  Hospital 

(The  Long  Island  Home,  Ltd.) 

Sunrise  Highway  & County  Line  Road 
Amityville 

BEYOND  CONSOLATION— BEREAVEMENT 
DISCUSSED,  APPROACHES  EXPLORED 

For  further  information  contact  South  Oaks  Hospital,  Sunrise 
Highway  and  County  Line  Road,  Amityville,  11701.  Tel: 
516/264-4000. 


May  19 

The  Long  Island  Ophthalmological  Society 

Nassau  County  Medical  Center 
East  Meadow 

SYMPOSIUM  ON  THE  AGING  LID 


For  information  and  registration  contact  Robert  Riechers, 
M.D.,  150  Forest  Avenue,  Glen  Cove  11542 


SUFFOLK  COUNTY 

Monthly  program  for  Brookhaven  Memorial 
Hospital 

8:00-9:00  a.m. 

101  Hospital  Road 
Patchogue 

May  7 

REVIEW  OF  RESPIRATORY  THERAPY 
MODALITIES 

May  21 

OPTHALMOLOGY  FOR  THE  FAMILY 
PRACTITIONER 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Brookhaven  Memorial  Hospital,  101  Hospital  Road, 

Patchogue  11772  Tel:  5 16/GR  5-5000. 


ALBANY 

Monthly  program  for  The  Albany  Medical 
College  of  Union  University  Albany 

May  6 

PROBLEMS  IN  PEDIATRICS  FOR 
PRIMARY  CARE  PHYSICIANS 

May  21 

HIGH  RISK  OBSTETRICS  AND  NEWBORN 
PROBLEMS 

May  21  / 22  / 23 

INTRODUCTION  TO  COMPUTER 
MEDICINE 

For  further  information  contact  the  Dept,  of  Postgraduate 
Medicine,  Albany  Medical  College,  Albany,  12208.  Tel: 
518/445-5501 


BUFFALO 

May  5 

7:00  p.m.  Wednesday 

State  University  of  New  York  at  Buffalo 

The  Statler  Hilton 
Buffalo 

RISK  FACTORS  IN  CORONARY  ARTERY 
DISEASE 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/ 
831-5526 
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May  13 


8:15  a m. -4:30  p.m.  Thursday 

State  University  of  New  York  at  Buffalo 

The  Deaconess  Hospital 
1001  Humboldt  Parkway 
Buffalo 

PEDIATRICS 

COMMON  OFFICE  PROBLEMS  AND 
MEDICAL  PRACTICE 

CREDIT:  AMA-AAFP 
May  27 

8:15  am. -4:45  p.m.  Thursday 

State  University  of  New  York  at  Buffalo 

Deaconess  Hospital 
1001  Humboldt  Parkway 
Buffalo 

OBSTETRICS  AND  GYNECOLOGY 

CREDIT:  AMA-AAFP 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  2211  Main  Street,  Buffalo  14214.  Tel:  716/ 
831-5526. 


Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 

May  12 

ADVANCES  IN  TREATMENT  OF 
CHILDHOOD  CANCER 

CREDIT:  AMA  Cat.  1 
May  13 

MALIGNANT  LYMPHOMAS— RECENT 
TRENDS  IN  CLASSIFICATION  AND 
THERAPY 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 
14263.  Tel:  716/845-5944. 


JOHNSON  CITY 

Monthly  program  for  Wilson  Memorial  Hospital 
Co-sponsored  by  Upstate  Medical  Center, 
(SUNY) 

1 1:00  a.m.  Thursdays 

33-57  Harrison  Street 
Johnson  City 

CLINICAL  SEMINARS 

May  6 

VIRAL  HEPATITIS 


May  13 

DIFFERENTIAL  DIAGNOSIS  OF  ARTHRITIS 

May  20 

CARDIAC  IMAGING  IN  THE  DETECTION 
OF  MYOCARDIAL  ISCHEMIA  AND 
INFARCTION 

CREDIT:  AMA  Cat.  1 (2  hrs)  & AAFP 

1 1:00  a m.  Thursdays 
CLINICAL  PEDIATRIC  SEMINARS 
May  4 

VIRAL  INFECTIONS  IN  NEONATES 

May  11 

CHROMOSOMAL  ABNORMALITIES 

May  18 

ABDOMINAL  MASS  IN  NEWBORNS 

CREDIT:  AMA  Cat.  1 (1  hr)  & 

AAFP 

9:00  a.m.  Wednesdays 
Department  of  Surgery 
May  5 

INTRA-ABDOMINAL  SEPSIS 

May  19 

MALIGNANT  MELANOMA 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact 
Mucio  R.  Valenca,  M.D., 

Wilson  Memorial  Hospital 

33-57  Harrison  Street 

Johnson  City,  13790.  Tel:  607/773-6391 


PLATTSBURGH 

May  1 

State  University  of  New  York 
Plattsburgh 

THIRD  ANNUAL  SPORTS  MEDICINE 
CLINIC 

For  further  information  contact 
Robert  L.  Miles,  M.D. 

Champlain  Valley  Physicians  Hospital 
Medical  Center 
Plattsburgh,  12901. 


POUGHKEEPSIE 

May  5 
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St.  Francis  Hospital 

9:00  a. m. -4:00  p.m. 

Marist  College 
Poughkeepsie 

TEACHING  DAY  IN  GASTROENTEROLOGY 

CREDIT:  AAFP  (pending) 

For  further  information  contact 
Sister  M.  Ann  Elizabeth,  President, 

St.  Francis  Hospital 

Poughkeepsie,  12601.  Tel:  914/471-2000 


Out-Of-State 


Newport,  Rhode  Island 

May  14- 16 

The  Brown  University  Program  in  Medicine 
Newport 

CURRENT  ADVANCES  IN  TUMOR 
LOCALIZATION 

FEE:  $140.  Physicians  in  practice 
$75.  Residents 

For  further  information  contact  Mrs.  Allen,  Box  G,  Brown 
University,  Providence,  Rhode  Island  02912.  Tel:  401/ 
863-3337 


Miami,  Florida 

May  14-16 

The  Acupuncture  Education  Center 
Miami 

CLINICAL  OBSERVATION  AND 
SUPERVISED  PRACTICE  OF 
ACUPUNCTURE 

For  further  information  contact  The  Acupuncture  Education 
Center,  P.O.  Box  6622,  Surfside,  Florida  33154.  Tel:  305/ 
861-1162 


San  Francisco,  California 
May  27-29 

American  Cancer  Society 

San  Francisco  Hilton  and  Tower 
San  Francisco 

PRESENT  STATUS  AND  FUTURE 
POTENTIAL 

CREDIT:  AAFP(16hrs) 

AOA  Cat:  ll-D 

For  further  information  contact 

Sidney  L.  Arje,  M.D.,  American  Cancer  Society, 

777  Third  Avenue,  New  York  10017. 


Washington,  D.C. 
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May  27-29 

Children’s  Hospital 
National  Medical. Center 

2125  Thirteenth  St.,  N.W. 

Washington,  D.C. 

SYMPOSIUM  ON  COMMON  PEDIATRIC 
PROBLEMS 

CREDIT:  AMA  & AAFP 

For  further  information  contact 

Mrs.  Susan  Weiss,  13407  Brackley  Terrace, 

Silver  Springs,  Md  20904 


OUT-OF-U.S.A. 

CANADA 
May  5 

McMaster  University  Medical  Centre 

1200  Main  St.  West 
Hamilton,  Ontario 

DAY  IN  EPILEPSY 


May  12 

DAY  IN  CLINICAL  NEUROSCIENCES 


May  28-29 

REFRESHER  DAY  IN  ANESTHESIA 

For  further  information  contact 
Department  of  Medicine 
McMaster  University  Medical  Centre 
1200  Main  Street  West,  Hamilton, 

Ontario  L8S  4J9.  Tel:  416/525-9140 


Toronto,  Ontario 
May  21-23 

Ontario  Society  of  Clinical  Hypnosis 

Royal  York  Hotel 
Toronto 

ADVANCED  AND  INTERMEDIATE 
WORKSHOP  ON  CLINICAL  HYPNOSIS 

For  further  information  contact 

Dr.  Daniel  L.  Stewart,  135  Division  Street, 

Guelph,  Ontario  N1H  1R7.  Tel:  416/922-8300. 


Montreal 


May  29 

9:00  a m.- 12:00  noon 
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UNIVERSITY  OF  MONTREAL 

P.0  Box  Case  Postale  6128 
2900  Blvd.  Adouard  Montpetit, 

Montreal  101  Canada 

ZINC  AND  COPPER  IN  CLINICAL 
MEDICINE 

FEE:  Residents  Fee  $30.  CREDIT:  AMA  Cat.  1 (5’/2  hrs) 
May  30-June  1 

9:00  a.m  - 12:00  noon 

INTERNATIONAL  SYMPOSIUM  ON 
MAGNESIUM 

FEE:  Residents  Fee  $60.  (Both  courses  $80.) 

CREDIT:  AMA  Cat.  1 ( 7 % hrs) 

For  further  information  contact  Dr.  Marc  Cantin.  Dept,  of 
Pathology,  University  of  Montreal,  P.O.  Box  Case  Postale 
6128,  2900  Boulevard  Adouard.  Montpetit,  Montreal  101 
Canada 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success.  N Y.  11040.  Telephone: 
(516)488-6100  This  is  a free  service 


FUTURE  EVENT 


Maimonides  Medical  Center 

4802  Tenth  Avenue 
Brooklyn 

June  6 

8:30  a m. -5:00  p.m.  Sunday 

CHILD  DEVELOPMENT  AND  NEUROLOGY 
MINIMAL  CEREBRAL  DYSFUNCTION 

For  further  information  contact  Mrs.  Shirley  Lasky, 

Pediatric  Department,  Maimonides  Medical  Center, 

4802  Tenth  Avenue,  Brooklyn  11219.  Tel:  212/UL  3-1200 


NEW 

DEADLINE  DATES  FOR 

WHAT  GOES  ON 

Meeting  Dates 

Deadline  Dates 

August  1976 

June  1,  1976 

September  1976 

July  1,  1976 

October  1976 

August  1,  1976 

November  1976 

September  1,  1976 

December  1976  - 

October  1,  1976 

January  1977 

November,  1,  1976 

February  1977 

December  1,  197  6 

TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 
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ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for  communi- 
ty with  two  rapidly  expanding  colleges. 

CONTACT:  Mr  Alex  Spyralatos,  16  N Main  Street,  Alfred,  N Y. 
14802.  Tel.  607/587-8268 

AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  need- 
ed. 

CONTACT:  Mr  Charles  D.  Hicks,  Director,  Physicians'  Procure- 
ment Committee,  157  Ross  Street,  Auburn,  N Y.  1302j.  Tel 
315/253-3388  (call  collect). 

BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N Y. 

14012.  Tel.  716/795-3892. 

BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 

BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician.  Guaran- 
teed first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N Y 
13309.  Tel.  315/942-2053. 

BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.'s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N Y.  13613. 

Tel.  315/389-2882 

BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 

BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mrs  Hermance.  Adm.,  Lakeside  Memorial  Hospital. 
West  Avenue.  Brockport,  N.Y.  14420. 

BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 

BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals.  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 

BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn.  N.Y.  11212.  Tel.  212/240-6126. 

CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon.  N.Y.  12723.  Tel.  914/887-5490. 

CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 

Health  Services,  Cato.  N.Y.  13033.  Tel.  315/626-6401. 

CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT:  Mr.  Wilkie  T.  Maddox.  P.O.  65,  Cherry  Valley,  N.Y. 

13320.  Tel:  607/264-5511. 

CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 

CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 

700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 

COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 

13625. 

DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 

DELHI,  N.Y.,  Delaware  County.  Family  Physician  and  Anesthesi- 
ologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 

Road,  Delhi,  N.Y.13753.  Tel.  607/746-2371. 

ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.'s  and  Anesthesiolo- 
gists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial  Hos- 
pital, Elmira,  N.Y.  14901.  Tel:  607/734-5117. 

FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 


CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 

592-2224. 

GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 

Greene.  N.Y.  13778  Tel:  607/656-4115. 

HANCOCK,  N Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial  Hospi- 
tal. 62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel:  607/ 

637-3381 

HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial  Hospi- 

tal, 690  West  German  Street,  Herkimer,  N.Y.  13350.  Tel: 
315/866-3330. 

HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 

14468.  Tel:  716/392-4144 

HOLLAND  PATENT,  N Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre.  Chm.,  Holland  Patent  Physicians 

Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 

4233. 

ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 

Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 

LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 

LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 

MASSENA,  N.Y.,  Lawrence  County.  E N T.  and  F.P.’s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991. 

NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 

384-4531. 

NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or  In- 
ternist or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph's  Hospital 

Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 

ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting  physi- 
cians, especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial  Hospi- 
tal, 1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel:  607/432- 
2000. 

PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified  physi- 
cians to  cover  emergency  room. 

CONTACT.  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain  Val- 
ley Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 

PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education  Coor- 
dinator wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 

Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 

POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Dept. 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 

Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 

2305 

PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y.  13142. 

RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 

RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
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Gilman  Road,  Churchville,  N Y.  14428.  Tel:  716/293-3252. 

ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of  Or- 
thopedic Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 

Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 

ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or  Inter- 
nist for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 

Medical  Center,  260  Crittenden  Blvd.,  Rochester.  N.Y.  14620. 
Tel:  716/275-4540. 

RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of  Rush- 

ford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 

SARANAC  LAKE,  N.Y.,  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 

SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 

9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 

STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 

Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 

Doris  Hall,  R.N.,  Adm  , Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 

TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and  Ra- 
diologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 

Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 

WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join  es- 
tablished hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 
Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 

WATERLOO.  N.Y.,  Seneca  County.  Family  M.D.’s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 

WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT.  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal, P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/656- 

2881. 

WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 

Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 

WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 

Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 

WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce,  Wood- 
bourne,  N.Y.  12788  Tel:  914/434-7652. 

WOODHULL,  N Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


ANESTHESIOLOGIST 

BUFFALO,  N.Y.  Erie  County  needs  an  Anesthesiologist  to  join 
group  of  doctors  and  nurse  anesthetists.  For  further  infor- 
mation contact  Dept,  of  Anesthesiology,  Deaconess  Hospital, 
1001  Humboldt  Pkwy,  Buffalo  14208.  Tel:  716/886-4400. 

Ext.  447. 
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NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologi- 
st. For  further  information  contact  Irving  Cramer,  M.D.,  St. 
Luke’s  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 
SIDNEY,  N.Y.  Delaware  County  needs  an  Anesthesiologist  and 
4 Family  Physicians  for  Tri  Town  area.  Contact  John  W. 
Sands,  Adm.,  The  Hospital,  Pearl  Street,  Sidney  13838.  Tel: 
607/563-9934. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 


DIRECTOR  OF  NURSING  HOME: 

BRONX,  N.Y.  Medical  Director  needed  for  modern  geriatric  fa- 
cility. Contact  Administrator,  Kingsbridge  Heights  Nursing 
Home  & Manor,  3400  Cannon  Place,  Bronx.  10463.  Tel: 
212/549-9025 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett 
Road,  Cedarhurst  1 1559.  Tel:  516/239-8008. 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency 
Room  Physician.  A semi-retired  physician  is  preferred  for  this 
position  which  offers  a furnished  house  on  hospital  grounds. 
Contact  The  Medical  Society  State  of  New  York,  Physicians’ 
Placement  Bureau,  420  Lakeville  Road,  Lake  Success,  N.Y. 
11040.  Tel:  516/488-6100.  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  Contact 
Irving  Cramer,  M.D.,  St.  Luke’s  Hospital  Center,  Box  479 
Champlin  Rd.,  Utica,  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Mr.  Patrick  Cannistra,  Director  of  Personnel  at 
St.  Lukes  Memorial  Hospital  Center,  Box  479  Champlin  Road, 
Utica,  13503. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Con- 
tact Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BATH,  N.Y.  Steuben  County  needs  a Family  Physician  and  a Pe- 
diatrician. Contact  Wayne  A.  Manson,  Administrator,  Ira  Dav- 
enport Memorial  Hospital,  Box  350,  Bath,  14810.  Tel:  607/ 
776-2141. 

BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  Con- 
tact William  Ferris,  Executive  Director,  Gillam  Community  Cen- 
ter, Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings. 
Contact  Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services, 
272  Willis  Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  a Family  Physician,  Internist,  and  a Pediatri- 
cian. Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syos- 
set,  11791. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chat- 
ham 12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Physi- 
cian. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr,  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 


CORNING,  N Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning 
14830.  Tel:  607/936-9971. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Con- 
tact Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of 
Webb  Health  Center,  Old  Forge  13420.  Tel:  315/369-3464 
HORNELL,  N Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P C..  20  Elm  Street,  Hornell,  14843.  Tel:  607/324- 
1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Con- 
tact David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc., 
Hunter,  12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital- 
based  group  practice.  Contact  George  W Lewis,  M.D.,  Di- 
rector, Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D  , Chairman,  Physician  Recruit- 
ment Committee,  Johnstown  Hospital.  201  S.  Melcher  Street, 
Johnstown,  12095. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D., 
415  Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 
PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box 
00.  Philmont.  12565.  Tel:  518/672-7032. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  four  House  Physicians 
2 Internists  and  2 OB/GYN.  Contact  Mr.  James  E.  Connolly, 
Vassar  Brothers  Hospital,  Reade  Place,  Poughkeepsie,  12601. 
Tel:  914/431-2305. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage.  Contact  Robert  E.  Long, 

M. D.,  819  S.  Salina  Street,  Syracuse  13202.  Tel:  315/476- 
7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm..  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Con- 
tact Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37 

N.  Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 
WEBSTER,  N.Y.  Monroe  County  needs  a Family  Physician  to  join 

a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street, 
Webster  14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hospital  of  William 
F.  & Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville, 
14895.  Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  Dartnership.  Contact  Mr.  Rob- 
ert Arnold,  Willsboro,  12996. 


INTERNISTS: 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Av- 
enue, Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  an  Internist,  Family  Physician  and  a Pediatri- 
cian. Contact  Marvin  Boris,  M.D.,  87  Cold  Sprinq  Road,  Syos- 
set,  11791. 


BUFFALO,  N Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine  For 
further  information  contact  W.  H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Physi- 
cian. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp  , 80  Main  Street,  Candor  13743. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-2464. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  avail- 
able For  further  information  contact  Margaretville  Memorial 
Hospital  Administrator  at  Tel:  914/586-2631  or  914/586- 

4807. 

MONTOUR  FALLS.  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs.  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue, Poughkeepsie,  12603. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D. , 819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician 
to  assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central 
Avenue,  Woodmere,  11598. 


OBSTETRICIAN/GYNECOLOGISTS: 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn.  seek- 
ing 3rd  Ob/Gyn  for  group.  Contact  Charles  I.  Rosenblum, 
M.D.,  41  Brentwood  Rd.,  Bayshore,  11751.  Tel:  516/665- 

0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

POUGHKEEPSIE,  N.Y.  Dutchess  Country  needs  2 OB/GYN  and 
four  House  Physicians.  Contact  Mr.  James  E.  Connolly,  Vas- 
sar Brothers  Hospital,  Reade  Place,  Poughkeepsie,  12601. 
Tel:  914/431-2305. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167. 
Tel  607/652-7521. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eiigible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  Contact  Thomas  E.  Lavell,  M.D.,  Delaware  Valley 
Hospital,  1 Titus  Place,  Walton,  13856.  Tel:  607/865-4101. 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 
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OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Ophthalmologist  and  Family 
Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street,  Pro- 
fessional Park,  Kingston,  12401.  Tel:  914/331-8853. 


PEDIATRICIANS: 

BATH,  N.Y.  Steuben  County  needs  a Pediatrician  and  a Family 
Practice  Physician.  Contact  Wayne  A.  Manson,  Administra- 
tor, Ira  Davenport  Memorial  Hospital,  Box  350  Bath,  14810. 
Tel:  607/776-2141. 

BRONX,  N.Y  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Ave- 
nue, Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  a Family  Physician,  Internist,  and  a Pediatri- 
cian. Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syos- 
set,  11791. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Put- 
nam Professional  Park,  Mahopac  10541.  Tel:  914/628- 
3474. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence 
Fowe,  M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel: 
212/433-7854. 

SODUS,  N.Y.  Wayne  County.  Pediatrician  needed  for  group 
practice,  affiliated  with  500  bed  teaching  hospital  in  Roches- 
ter. For  further  information  contact  Thomas  W.  Kuebler, 
M.D.,  Med.  Dir.,  Wayne  County  Rural  Health  Program,  Box  A, 
Sodus  14551.  Tel:  315/483-9133.  Ext.  54. 


LOCUM  TENENS 


EAST  HAMPTON,  N.Y.,  Suffolk  County.  Family  Physician  needed 
for  Group  Practice  June-September  1976  in  summer  resort  area. 
Contact  Edwin  C.  Rowe,  M.D.,  94  Pantigo  Road,  East  Hampton, 
11937.  Tel:  516/324-1300 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic. 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  212/686-3110. 


LOOKING  FOR  EXTERNS?  Would  you  like  the  Medical  Society 
of  the  State  of  New  York  to  assist  you  by  publishing  an  an- 
nouncement in  "What  Goes  On  in  Continuing  Medical  Educa- 
tion," the  section  of  the  New  York  State  Journal  of  Medicine  that 
lists  Physicians’  Placement  Opportunities.  Contact  Editor, 
"What  Goes  On  in  Continuing  Medical  Education,"  MSSNY,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel:  516/488- 

6100,  ext  241. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

NEW  YORK  CITY  AREA,  Radiologist  needed  part-time  for  Asso- 
ciate practice.  Physician  must  have  N.Y.  and  New  Jersey  li- 
cences. For  further  information  write  Desk  222  Room  208, 
303  W 42nd  Street,  New  York  10036. 

SCHENECTADY,  N.Y.  Schenectady  County  Radiologist  seeks 
board  certified  associate  for  diagnostic  clinic  and  hospital 
type  practice.  Contact  George  T.  Grimmer,  M.D.,  Bellevue 
Maternity  Hospital,  P.O.  Box  1030,  2210  Troy  Schenectady 
Road,  Schenectady  12301.  Tel:  518/374-4561. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St. Luke's 
Memorial  Hospital  Center,  Box  479,  Utica,  13503. 


ALL  SPECIALTIES 

FLUSHING,  N.Y.  Queens  County  needs  all  specialties  for  an  out- 
patient clinic.  Contact  C.  Llnardos,  M.D.,  42-78  Main  Street, 
Flushing  11355.  Tel:  212/539-8800. 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  Contact  Mr.  Lou  Goodman,  St.  James  Medical 
Center,  25  St.  James  Place,  New  York,  10038. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York 
State  should  contact  AMA,  Physicians’  Placement  Service,  535 
N.  Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi- 
fied ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place-  v 
ment  Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name  Date 

Address_ 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status Marital  Status 

Medical  School Year  Graduated 

Intcrnship_ 

Hospitals 

Residency 

Hosp ita Is 

Specialty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate. 

Military  Status^ 

Professional  Organization  Memberships 

Are  you  in  practice  at  present? 

Solo Associate Industrial 

Other 

Dice  you  will  be  available  for  practice Former  locations  in  which  you  have 

erect iced 

(Give  daces) 


What  type  of  practice  are  you  interested  in? 
Group Ins  t itut  iona  1 


Dates 


Dates 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y,  11040.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date_ 

Name  of  Town County State 


Population Population  of  area  served  by  physician_ 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 


Office  space  available?  Yes No If  yes,  describe  briefly_ 


Living  quarters  available?  Yes 

NO 

If 

yes,  describe  briefly 

Is  there  a hospital  in  the  town? 

Yes 

No 

If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon 

can  physician 

obtain  hospital  privileges 



If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 
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Birth  Certificate 


In  COX G RES S.  July  4.  17 js.  ~ 


'X&fie  imam  moU'T^ecfaraf  ton 


States  of^nurtoa . 


Never  have  there 
been  so  many  proud 
fathers. 

And  aunts.  And 
uncles.  And  cousins. 

In  fact,  this  country 
would  never  have 
made  it  without  help 
from  her  growing 
family  of  citizens. 

And  today,  when 
America’s  achieve- 
ments have  far 

A public  service  of  this  publication 

and  The  Advertising  Council. 


surpassed  the  dreams 
of  even  her  Found- 
ing Fathers,  Ameri- 
cans are  still  helping 
by  buying  United 
States  Savings  Bonds. 

Take  stock  in  Amer- 
ica. Buy  the  specially 
designed  Bicentennial 
Series  E Bonds  where 
you  work  or  bank. 

Let’s  keep  it  in  the 
Family. 


Now  E Bonds  pay  6%  interest  when  held  to  maturity  of 
5 years  4 the  first  year  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided  When 
needed.  Bonds  can  be  cashed  at  your  bank  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption. 


in^merica. 


200  years  at  the  same  location. 


The  mapping  of  a migraine 


Specific  vascular  changes  are  revealed  by  liquid  crystalography  <> 


Liquid  crystal  thermography  dynamically  demonstrates  the  unilateral  surface  temperature  changes  reflective  of  the  dilation  of  deep 
cerebral  arteries  during  a migraine  attack.  Liquid  crystals  allow  differences  in  skin  temperature  to  be  “mapped”  directly  on  the  subject. 
Variations  in  skin  heat  loss  are''registered  immediately,  enabling  rapid  temperature  changes  to  be  followed  easily.  (Red  reflects 
the  coolest  temperature,  then  green,  blue,  and  violet.) 

This  picture  was  taken  of  a migraine  sufferer  during  an  attack.  The  colors  over  the  left  eye  reflect  the  cooler  skin  temperature  due 
to  the  unilateral  decreased  blood  flow  to  the  forehead  skin  vessels  that  results  from  dilation  of  cerebral  vessels  on  the  affected  side. 


Specific  therapy 
for  migraine 
complicated  by 
tension  and  G.I.  upset 

The  combined  vasoconstrictive  actions  of  ergotamine  and  caffeine 
offer  the  best  therapeutic  results  in  helping  to  abort  or  relieve 
the  migraine  headache.  Additionally,  belladonna  alkaloids 
help  relieve  the  accompanying  gastrointestinal  irritability.  And 
the  patient’s  nervous  tension,  perhaps  a precipitating  factor  in 
the  onset  of  an  attack,  is  often  allayed  by  the  pentobarbital  in 
Cafergot  P-B. 

CAFERGOTP-B 

TABLETS:  Gynergen®  (ergotamine  tartrate,  U.S.P.)  1 mg.;  caffeine,  U.S.P., 

100  mg.;  Bellafoline*  (levorotatory  alkaloids  of  belladonna,  as  malates) 
0.125  mg.;  sodium  pentobarbital,  U.S.P.,  (Warning:  May  be  habit 
forming)  30  mg. 

SUPPOSITORIES:  Gynergen®  (ergotamine  tartrate,  U.S.P.)  2 mg.,  caffeine, 

U S.P.,  1 00  mg.;  Bellafoline®  (levorotatory  alkaloids  of  belladonna,  as 
malates)  0.25  mg. ; pentobarbital,  W.f  (Warning:  May  be  habit  forming)  60  mg.; 
tartaric  acid,  N F.,  malic  acid,  lactose,  U.S.P.,  and  theobroma  oil,  U.S.P. 


Contraindications:  Peripheral  vascular  disease,  coronary  heart  disease,  j 
hypertension,  impaired  hepatic  or  renal  function,  sepsis,  and  pregnancy  I 
Hypersensitivity  to  any  of  the  components. 

Precautions:  Although  signs  and  symptoms  of  ergotism  rarely  develop 
even  after  long  term  intermittent  use  of  the  orally  or  rectally  administer  4 
drugs,  care  should  be  exercised  to  remain  within  the  limits  of 
recommended  dosage. 

Adverse  Reactions:  Numbness  and  tingling  of  fingers  and  toes,  muscle  ' 
pains  in  the  extremities,  weakness  in  the  legs,  precordial  distress 
and  pain,  transient  tachycardia  or  bradycardia,  nausea,  vomiting,  locali;!  I 
edema,  and  itching.  Drowsiness  may  occur  with  Cafergot  P-B. 


Adult  Dosage:  Orally — Two  tablets  at  first  sign  of  attack;  if  needed,  1 
additional  tablet  every  half  hour  until  relieved  (maximum,  6 per  attack  n fl 
10  per  week).  Rectally — One  suppository  as  early  as  possible  in  attack;)  I 
second  in  1 hour,  if  needed  (maximum,  2 per  attack  or  5 per  week). 

Overdosage:  Symptoms  include  vomiting;  numbness,  tingling,  pain  and  jf 
cyanosis  of  the  extremities  associated  with  diminished  or  absent 
peripheral  pulses;  hypertension  or  hypotension;  drowsiness,  stupor,  coi  J| 
convulsions  and  shock.  A case  has  been  reported  of  reversible  bilate.a  If 
papillitis  with  ring  scotomata  in  a patient  who  received  five  times  the  I 
recommended  daily  adult  dose  over  a period  of  14  days.  Treatment 
consists  of  induction  of  emesis,  gastric  lavage,  and  catharsis;  mainten; )e>  i 
of  adequate  pulmonary  ventilation;  correction  of  hypotension;  and 
control  of  convulsions.  Treatment  of  peripheral  vasospasm  should  con  I® 
of  warmth,  but  not  heat,  and  protection  of  the  ischemic  limbs.  VasodililH 
may  be  used  with  benefit  but  caution  must  be  exercised  to 
avoid  aggravating  an  already  existent  hypotension. 


Before  prescribing,  see  package  insert 
for  full  product  information. 


Sandoz  Pharmaceuticals,  East  Hanover,  N.J.  07936 
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DURNAL  OF  MEDICINE 


UBRAFY  OF  THK 

COLLEGE  OF  PHYSICS* 

OF 


SURGERY:  CHARLES  MCBURNEY,  M.D.  (1845-1913)  of  "McBurney’s  Point”  in  appendicitis,  operating  in  Roose- 
velt Hospital,  New  York  City.  ( After  a rare  photograph  made  in  1901) 

The  Bettmann  Archive 


Fifth  in  a series  of  cover  illustrations  of  historic  interest  in  New  York  State  commemorating  the  Bicentennial  Year  1976 


For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenpbarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 


Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 


Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 

BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg.  glyceryl  guaiacolate  100  mg, 
theophylline  100  mg.  phenobarbital  8 mg  (warning  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
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■ as  potent  as  the  pain  you  need  to  relieve  in  patients 
with  fractures,  sprains,  strains,  wounds,  contusions, 
and  the  pain  of  surgical  convalescence 

■ unlike  acetaminophen/codeine  combinations,  it 
does  not  sacrifice  anti-inflammatory  action 
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■ potent— yet  not  excessive  ■ addiction  liability  low 


NOT  TOO  EXPENSIVE 

■ brand-name  quality,  yet  reasonable  in  cost 

■ readily  available  in  both  hospital  and  local  pharmacies 

<5  CONVENIENCE 

■ telephone  Rx  in  most  states,  up  to  5 refills  in 

6 months  at  your  discretion  (where  state  law  permits) 


EMPIRIN  COMPOUND 
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codeine  phosphate*  i 32  4 mgl  gr  '/2 
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New  from 
Lilly/  Dista  Research 


muoN 


fenoprofen  calcium 


A new 
nonsteroidal  agent 
for  relief  of  the 
signs  and  symptoms 
of  rheumatoid 
arthritis 


See  following  pages  for  prescribing  information. 


TUI  7QC . C / UT ! CalUUT  T 1 

. . . reduces  the  pain 
and  inflammation 
of  rheumatoid  arthritis* 
...and  it  is  well 
tolerated 

New  propionic  acid  derivative 

(fenoprofen  calcium) 

300-mg.  Pulvules 

• Relieves  arthritic  pain 

• Reduces  inflammation 

• Improves  function  and  mobility 

• Well  tolerated 

• Chemically  unrelated  to  aspirin, 
indomethacin,  phenylbutazone,  or 
corticosteroids 


600472 


*The  safety  and  effectiveness  of  Nalfon  have  not  been  established 
in  those  rheumatoid  arthritis  patients  who  are  designated  by  the 
American  Rheumatism  Association  as  Functional  Class  IV  [largely 
or  wholly  incapacitated  with  patient  bedridden  or  confined  to  wheel- 
chair, permitting  little  or  no  self-care). 

tPreseni  as  345  9 mg  of  the  calcium  sail  of 
fenoprofen  dihydrate  equivalent  to  300  mg  fenoprofen 


Description:  Pulvules®  Nalfon®  (fenoprofen  cal- 
cium, Dista)  for  oral  administration  contain  feno- 
profen calcium  as  the  dihydrate  in  an  amount 
equivalent  to  300  mg.  of  fenoprofen  Nalfon  is  a 
nonsteroidal,  anti-inflammatory  drug.  Chemically  it 
is  a propionic  acid  derivative 
The  structural  formula  is  as  follows: 


Calcium  dl-2-(3-phenoxyphenyl)  propionate  dihy- 
drate. 

Nalfon  is  a white  crystalline  powder,  soluble  in 
U.S.R  ethanol  (95%)  to  the  extent  of  approxi- 
mately 15  mg. /ml.  at  25  C°;  slightly  soluble  in 
water,  and  insoluble  in  benzene. 

The  pKa  of  Nalfon  is  4.5  at  25°  C. 

Clinical  Pharmacology:  Nalfon  is  a nonsteroidal, 
anti-inflammatory,  anti-arthritic  compound.  In  ani- 
mal systems,  it  also  shows  analgesic  and  anti- 
pyretic activity.  Its  mode  of  action  is  unknown.  In 
patients  with  rheumatoid  arthritis,  the  anti- 
inflammatory action  of  Nalfon  has  been  shown  by  a 
reduction  in  joint  swelling,  a reduction  in  pain, 
a reduction  in  the  duration  of  morning  stiffness,  a 
reduction  in  disease  activity  as  assessed  by  both 
the  investigator  and  the  patient,  and  by  increased 
mobility  as  demonstrated  by  a reduction  in  the 
number  of  joints  with  limited  motion.  Its  action  is 
not  mediated  through  the  adrenal  gland.  There  is 
no  evidence  that  Nalfon  alters  the  progressive 
course  of  the  underlying  disease. 

To  further  demonstrate  the  anti-inflammatory 
activity  of  Nalfon  in  humans,  the  emergence  and 
degree  of  erythemic  response  were  measured  in 
adult  male  volunteers  exposed  to  ultraviolet  irradi- 
ation. The  effects  of  Nalfon,  aspirin,  and  indo- 
methacin were  compared  separately  with  those  of 
placebo.  All  three  drugs  demonstrated  a nti- 
erythemic  activity.  The  results  in  humans  con- 
firmed the  anti-inflammatory  activity  found 
in  animals. 

Nalfon  has  been  shown  to  inhibit  prostaglandin 
synthetase  isolated  from  bovine  seminal  vesicles. 
Reproduction  studies  in  rats  have  shown  Nalfon 
to  be  associated  with  prolonged  labor  and  difficult 
parturition  when  given  during  late  pregnancy. 
Evidence  suggested  that  this  may  be  due  to  de- 
creased uterine  contractility  resulting  from  the 
inhibition  of  prostaglandin  synthesis. 

Under  fasting  conditions,  Nalfon  is  rapidly 
absorbed,  achieving  peak  plasma  levels  of  50  meg. 
per  ml.  within  two  hours  of  oral  administration  of 
600  mg.  doses.  Good  dose  proportionality  was 
observed  between  200  mg.  and  600  mg.  in  fasting 
male  volunteers.  The  plasma  half-life  is  approxi- 
mately 3 hours.  Approximately  90%  of  a single 
oral  dose  is  eliminated  within  24  hours  as  feno- 
profen glucuronide  and  4'-hydroxyfenoprofen  glu- 
curomde,  the  major  urinary  metabolites  of  feno- 
profen Fenoprofen  is  highly  bound  (99%)  to  albumin. 

The  coadministration  of  aspirin  decreases  the 
biologic  half-life  of  fenoprofen  due  to  an  increase 
in  metabolic  clearance  which  results  in  a greater 
amount  of  hydroxylated  fenoprofen  in  the  urine. 
Although  the  mechanism  of  interaction  between 
fenoprofen  and  aspirin  is  not  totally  known, 
enzyme  induction  or  displacement  of  fenoprofen 
from  plasma  albumin  binding  sites  are  possibilities. 
Chronic  administration  of  phenobarbital,  a known 
enzyme  inducer,  may  be  associated  with  a decrease 
in  plasma  half-life  of  fenoprofen.  Clinical  signifi- 
cance of  these  interactions  is  not  known. 

The  concomitant  administration  of  antacid 
(aluminum  and  magnesium  hydroxide)  does  not 
interfere  with  absorption  of  Nalfon.  Food  ingestion 
decreases  the  rate  and  extent  of  absorption  oi 
Nalfon. 

With  single  doses  of  Nalfon  there  is  less  sup 
pression  of  collagen-induced  platelet  aggregatior 
than  with  aspirin. 

Fenoprofen  shows  anti-inflammatory  effects  ir 
rodents  by  inhibiting  the  development  of  rednes: 


and  edema  in  acute  inflammatory  conditions  and  by 
reducing  soft-tissue  swelling  and  bone  damage 
associated  with  chronic  inflammation  It  exhibits 
analgesic  activity  in  rodents  by  inhibiting  the 
writhing  response  in  mice  caused  by  the  introduc- 
tion of  an  irritant  into  the  peritoneal  cavity  and  by 
elevating  pain  thresholds  to  pressure  in  edematous 
hindpaws  of  rats  In  rats  made  febrile  by  the  sub- 
cutaneous administration  of  brewer’s  yeast,  feno 
profen  produces  antipyretic  action  These  effects 
are  characteristic  of  nonsteroidal,  anti-inflamma- 
tory, antipyretic,  analgesic  drugs 

Indications  and  Usage:  Nalfon * (fenoprofen  cal- 
cium, Dista)  is  indicated  for  relief  of  the  signs  and 
symptoms  of  rheumatoid  arthritis  It  is  indicated  in 
the  treatment  of  acute  flares  and  in  the  long-term 
management  of  the  disease  The  safety  and  effec- 
tiveness of  Nalfon  have  not  been  established  in 
those  rheumatoid  arthritis  patients  who  are 
designated  by  the  American  Rheumatism  Associa- 
tion as  Functional  Class  IV  (Incapacitated,  largely 
or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care.)  Improvement  in  patients 
treated  with  Nalfon  for  rheumatoid  arthritis  has 
been  demonstrated  by  a reduction  in  joint  swelling, 
a reduction  in  pain,  a reduction  in  the  duration  of 
morning  stiffness,  a reduction  in  disease  activity 
as  assessed  by  both  the  investigator  and  the 
patient,  and  by  increased  mobility  as  demonstrated 
by  a reduction  in  the  number  of  joints  with  limited 
motion 

In  clinical  studies  in  patients  with  rheumatoid 
arthritis,  Nalfon  has  been  shown  to  be  comparable 
to  aspirin  in  controlling  the  aforementioned  meas- 
ures of  disease  activity  but  the  frequency  of  the 
milder  gastrointestinal  adverse  effects  (nausea, 
dyspepsia)  and  tinnitus  was  less  than  in  aspirin- 
treated  patients.  It  is  not  known  whether  Nalfon 
causes  less  peptic  ulceration  than  aspirin 

In  some  patients  Nalfon  has  been  used  in  com- 
bination with  gold  salts  or  corticosteroids.  Studies 
have  been  inadequate  to  demonstrate  whether  Nal- 
fon adds  any  improvement  in  patients  maintained 
on  gold  salts  or  corticosteroids  Whether  Nalfon 
could  be  used  in  conjunction  with  partially  effective 
doses  of  corticosteroid  for  a “steroid-sparing" 
effect  has  not  been  adequately  studied  The  use  of 
Nalfon  in  combination  with  salicylates  is  not  recom- 
mended because  there  is  no  evidence  to  dem- 
onstrate that  Nalfon  would  produce  any  additional 
effect  beyond  that  produced  by  aspirin  alone 
Further,  there  is  evidence  that  aspirin  increases  the 
rate  of  excretion  of  Nalfon. 

There  have  been  no  studies  in  children;  there- 
fore the  safety  and  effectiveness  of  Nalfon  in 
children  are  unknown. 

Contraindications:  Nalfon  is  contraindicated 
in  patients  who  have  shown  hypersensitivity  to  it. 

Because  the  potential  exists  for  cross  sensitivity 
to  aspirin  and  other  nonsteroidal,  anti-inflam- 
matory drugs,  Nalfon  should  not  be  given  to 
patients  in  whom  aspirin  and  other  nonsteroidal, 
anti-inflammatory  drugs  induce  the  symptoms  of 
asthma,  rhinitis,  or  urticaria. 

Warnings:  Nalfon  should  be  given  under  close 
supervision  to  patients  with  a history  of  upper 
gastro-intestinal  tract  disease  and  only  after  con- 
sulting the  “ADVERSE  REACTIONS"  section. 
Gastro-intestinal  bleeding,  sometimes  severe,  has 
been  reported  in  patients  receiving  Nalfon. 

In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  attempts  should  be  made 
to  treat  the  arthritis  with  nonulcerogenic  drugs, 
such  as  gold.  If  Nalfon  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of 
ulcer  perforation  or  severe  gastrointestinal 
bleeding. 

In  subacute  and  chronic  studies  in  rats,  Nalfon 
caused  interstitial  nephritis,  glomerulonephritis 
and  renal  papillary  necrosis.  These  abnormalities 
were  dose-related  and  began  to  appear  at  doses 
approximating  the  human  dose  In  chronic  studies 
in  monkeys  interstitial  nephritis  also  occurred  fol- 
lowing Nalfon  administration.  Although  this  was 
seen  at  doses  considerably  above  the  human  dose, 
lower  doses  were  not  studied  in  this  species.  Dur- 
ing the  course  of  the  clinical  trials  one  patient 
developed  renal  failure  and  died  with  a diagnosis 
of  septicemia,  bilateral  suppurative  pyelonephritis 


and  renal  papillary  necrosis.  It  is  not  known 
whether  these  events  were  drug-related  A few 
patients  developed  mild  elevations  of  the  BUN 
during  Nalfon'  (fenoprofen  calcium,  Dista) 
therapy  Since  Nalfon  is  eliminated  primarily  by  the 
kidney,  the  drug  should  not  be  administered  to  pa- 
tients with  significantly  impaired  renal  function  It 
is  desirable  to  perform  periodic  renal  function  tests 
in  all  patients  receiving  Nalfon. 

Precautions:  In  chronic  studies  in  rats,  high  doses 
of  Nalfon  caused  elevation  of  serum  transaminase 
and  hepatocellular  hypertrophy  In  clinical  trials, 
some  patients  developed  elevation  of  serum  trans- 
aminase, LDH,  and  alkaline  phosphatase  which 
persisted  for  some  months,  and  usually,  but  not 
always,  declined  despite  continuation  of  the  drug 
The  significance  of  this  is  unknown  It  is  recom- 
mended that  periodic  liver  function  tests  be  per- 
formed in  patients  receiving  Nalfon  and  that  the 
drug  be  discontinued  if  abnormalities  occur 

The  safety  of  this  drug  in  pregnancy  and  lacta- 
tion has  not  been  established  and  its  use  during 
these  events  is,  therefore,  not  recommended  Re- 
production studies  have  been  performed  in  rats 
and  rabbits  When  fenoprofen  was  given  to  rats 
during  pregnancy  and  continued  to  the  time  of 
labor,  parturition  was  prolonged  Similar  results 
have  been  found  with  other  nonsteroidal,  anti- 
inflammatory drugs  which  inhibit  prostaglandin 
synthetase 

In-vitro  studies  have  shown  that  fenoprofen, 
because  of  its  affinity  for  albumin,  may  displace 
from  their  binding  sites  other  drugs  which  are  also 
albumin  bound  and  may  lead  to  drug  interaction. 
Theoretically,  fenoprofen,  as  well  as  other  non- 
steroidal. anti-inflammatory  agents,  could  likewise 
be  displaced.  Patients  receiving  hydantoin,  sul- 
fonamides, or  sulfonylureas  should  be  observed 
for  signs  of  toxicity  to  these  drugs.  In  patients 
receiving  coumarin-type  anticoagulants,  the  addi- 
tion of  Nalfon  to  therapy  could  prolong  the  pro- 
thrombin time.  Patients  receiving  both  drugs 
should  be  under  careful  observation 

In  patients  receiving  concomitant  Nalfon-steroid 
therapy,  any  reduction  of  steroid  dose  should  be 
gradual  to  avoid  the  possible  complications  of  sud- 
den steroid  withdrawal. 

Patients  with  initial  low  hemoglobin  values  who 
are  receiving  long  term  Nalfon  therapy  should 
have  a hemoglobin  determination  at  reasonable 
intervals. 

Peripheral  edema  has  been  observed  in  some 
patients  taking  Nalfon;  therefore,  Nalfon  should  be 
used  with  caution  in  patients  with  compromised 
cardiac  function. 

Studies  to  date  have  not  shown  changes  in  the 
eye  attributed  to  Nalfon  administration.  However, 
because  of  adverse  eye  findings  in  animal  studies 
with  some  other  nonsteroidal  anti-inflammatory 
drugs,  it  is  recommended  that  ophthalmologic  studies 
be  carried  out  within  a reasonable  period  of  time 
after  starting  chronic  Nalfon  therapy  and  at  peri- 
odic intervals  thereafter 

Since  food  decreases  Nalfon  blood  levels,  the 
drug  should  be  given  30  minutes  before  or  two 
hours  after  meals  during  the  daytime. 

When  phenobarbital,  which  may  enhance  the 
metabolism  of  Nalfon,  is  added  or  withdrawn, 
Nalfon  dosage  adjustment  may  be  required 

Caution  should  be  exercised  by  patients  whose 
activities  require  alertness  if  they  experience  cen- 
tral nervous  system  side  effects  from  Nalfon. 

Since  the  safety  of  Nalfon  in  patients  with  im- 
paired hearing  loss  has  not  been  established,  these 
patients  should  have  periodic  tests  of  auditory 
function  when  chronic  Nalfon  therapy  is  given. 

Nalfon  decreases  platelet  aggregation  and  pro- 
longs bleeding  time.  Patients  who  may  be  adversely 
affected  by  prolongation  of  the  bleeding  time 
should  be  carefully  observed  when  Nalfon  is  ad- 
ministered. 

Adverse  Reactions:  Digestive  System 

The  most  common  type  of  adverse  reaction 
concerned  the  gastro-intestinal  system.  Dyspepsia 
occurred  most  frequently,  being  observed  in  about 
one  out  of  seven  patients.  Other  adverse  reactions 
in  descending  order  of  frequency  were:  constipa- 
tion, nausea,  vomiting,  abdominal  pain,  anorexia, 
occult  blood  in  the  stool,  diarrhea,  flatulence,  and 
dry  mouth. 


Three  instances  of  peptic  ulceration  and/or 
gastro-intestinal  hemorrhage  that  may  have  been 
due  to  the  drug  and  four  instances  in  which  drug 
relationship  was  questionable  were  observed  in 
3,391  individuals  to  whom  the  drug  was  admin- 
istered for  periods  of  time  ranging  up  to  165  weeks 

In  less  than  2%  of  patients  the  drug  was  dis- 
continued because  of  adverse  gastro-intestinal 
reactions. 

Skin  and  Appendages 

The  most  common  adverse  effect  was  pruritus 
which  was  seen  in  about  one  out  of  ten  patients 
Other  adverse  reactions  were:  rash,  increased 
sweating,  and  urticaria 

In  about  1%  of  patients  Nalfon*  (fenoprofen 
calcium.  Dista)  was  discontinued  due  to  an  adverse 
effect  related  to  the  skin. 

Nervous  System 

The  most  frequent  adverse  reaction  observed 
was  somnolence  which  occurred  in  about  one  out 
of  seven  patients.  Other  adverse  effects  which 
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Aintablian,  A.,  Hilsenrath,  J.,  Hamby,  R.  I.,  Samet, 
C.  M.,  Hartstein,  M.  L.,  and  Wisoff,  B.  G.:  Endocarditis 
in  prosthetic  valves,  New  York  State  J.  Med.  76:  673 
(May)  1976. 

Between  1971  and  1974,  234  patients  underwent  pros- 
thetic valve  replacement.  Early  endocarditis  occurred  in 
3 patients  and  late  endocarditis  in  19,  a rate  of  1.9  per  cent 
per  year.  Five  patients  who  had  valve  replacements  in 
other  institutions  were  also  included.  Total  cases  were  22 
patients  with  27  episodes  of  endocarditis.  The  mitral  valve 
was  infected  in  10  patients,  aortic  in  10,  and  aortic  plus 
mitral  in  2.  The  mortality  rate  was  50  per  cent.  The 
sources  of  early  endocarditis  were  chest  wound  infection 
in  2 cases  and  indwelling  urinary  catheter  in  1 case.  Late 
endocarditis  sources  were  genitourinary  in  5 cases,  dental 
in  3,  upper  airway  in  2,  ingrown  toenail  in  1,  nasal  cautery 
in  1,  pilonidal  cyst  in  1,  anal  Fissure  in  1,  and  contaminated 
intravenous  catheter  in  1.  No  source  of  infection  could  be 
detected  in  4 cases.  Of  the  19  with  late  endocarditis,  8 
followed  manipulative  procedures,  4 had  inadequate  an- 
tibiotics, and  4 had  no  antibiotics.  Six  patients  did  well 
on  medical  treatment  alone.  Five  of  the  10  aortic  patients 
developed  a paravalvular  leak,  and  4 required  valve  re- 
placement. The  3 patients  who  underwent  operation 
during  shock  for  severe  valve  malfunction  or  sepsis  died. 
Four  other  patients  survived  valve  replacement  on  an  ur- 
gent basis,  but  one  of  these  died  a year  later  from  recurrent 
endocarditis.  The  incidence  of  prosthetic  valve  endocar- 
ditis is  significant.  Patient  and  physician  awareness  of 
adequate  prophylactic  antibiotics  is  imperative.  Infected 
valves  should  be  replaced  early  if  there  is  failure  of  medical 
treatment  or  any  sign  of  significant  valve  malfunction. 

Buhac,  I.,  Agrawal,  A.  B.,  Park,  S.  K.,  Lomotan,  A., 
Lowen,  B.,  and  Balint,  J.  A.:  Jaundice  and  bridging 
centrilobular  necrosis  of  liver;  in  circulatory  failure,  New 
York  State  J.  Med.  76:  678  (May)  1976. 

In  postmortem  material  from  2,264  autopsies,  centrilo- 
bular necrosis  of  the  liver  was  found  in  15.5  per  cent  of 
cases,  3.7  per  cent  showed  extensive  centrilobular  necrosis 
with  bridging  by  necrotic  tissue  between  the  adjacent 
lobules,  and  in  0.6  per  cent  of  cases  bridging  centrilobular 
necrosis  was  associated  with  evident  jaundice.  To  assess 
the  frequency  of  association  between  jaundice  and  bridging 
centrilobular  necrosis  a further  search  for  such  cases  was 
conducted  among  an  additional  4,227  autopsied  patients, 
and  an  incidence  of  0.8  per  cent  was  found.  Thus,  among 
6,491  autopsies  bridging  centrilobular  necrosis  was  iden- 
tified as  cause  of  clinical  hyperbilirubinemia,  3 to  28.5  mg. 
per  100  ml.  in  48  cases,  or  0.7  per  cent.  Minor  degrees  of 
centrilobular  necrosis  of  the  liver  are  a frequent  occurrence. 
In  those  who  develop  bridging  centrilobular  necrosis  clin- 
ically evident  jaundice  is  present  in  16.6  per  cent  of  cases. 
The  most  common  cause  of  centrilobular  necrosis  associ- 
ated with  jaundice  was  congestive  heart  failure  secondary 
to  arteriosclerotic  heart  disease.  Differentiation  of  the 
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University  Medical  Center  November  3rd  to  7th, 
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Editorials 


May,  1976 — Hypertension  month 


This  marks  the  third  year  that  May  has  been  des- 
ignated National  High  Blood  Pressure  Month  by  the 
National  High  Blood  Pressure  Education  Program 
and  the  American  Heart  Association.  Ongoing  Hy- 
pertension Screening  Programs  are  still  detecting 
many  inadequately  controlled  hypertensive  patients. 
However,  the  number  of  unaware  persons  has  de- 
creased markedly,  suggesting  that  screenings  and 
other  community  programs  have  served  as  valuable 
educational  tools.  Despite  numerous  national 
meetings  and  intermittent  publications  “spotlight- 
ing” hypertension,  the  medical  care  of  the  hyper- 
tensive patient  has  changed  little.  In  response  to  this 
need  and  to  numerous  requests  from  various  agen- 
cies, Heart  “Affiliates”  and  other  professional  groups, 
the  New  York  State  Heart  Affiliate  in  cooperation 
with  the  Medical  Society  of  the  State  of  New  York 
and  the  New  York  State  Journal  of  Medicine  is  de- 
veloping a bimonthly  publication  on  Hypertension. 
This  section  will  present  authoritative  articles 
dealing  with  all  aspects  of  hypertension,  both  prac- 
tical and  theoretical.  The  topics  will  include: 

. . . Assuring  patient  compliance  in  the  ambulatory 


treatment  of  hypertension,  by  Marvin  Moser, 
M.D. 

. . . Diagnostic  evaluation  of  the  hypertensive  pa- 
tient, by  Peter  A.  Bluestone,  M.D. 

. . . Adolescent  hypertension,  by  Margaret  Kil- 
coyne,  M.D. 

. . . Therapy  of  complicated  hypertension,  by 
Charles  D.  Swartz,  M.D. 

. . . Therapy  of  the  hypertensive  emergency,  by 
Lionel  U.  Mailloux,  M.D. 

The  first  of  these  articles  will  appear  in  the  fall  of 
1976.  Additional  copies  will  be  available  to  any 
practicing  physician  through  the  Heart  Association. 
We  hope  that  this  cooperative  educational  venture 
will  enlighten  the  professional  community.  It  is  only 
through  education  and  subsequent  good  therapy  that 
we  can  hope  to  make  a significant  impact  on  this 
major  cardiovascular  risk  factor,  hypertension. 

It  should  be  obvious  that  besides  being  a common 
potential  cause  of  death,  there  exists,  too,  the  hazard 
of  prolonged  disability  and  morbidity;  this  should 
prompt  all  of  us  to  care  for  the  problem  of  hyper- 
tension. 


Shadow  children:  associated  with  excessive 
viewing  of  television 


Many  pediatricians  are  disturbed  by  the  impact 
of  television  on  the  children  under  their  care.  The 
horrible  melange  of  violence  and  outdated  movie 
resurrections  covers  a nauseating  syrup  of  advertis- 
ing. Of  course  the  harried  mother  needs  a baby  sitter 
once  in  a while,  but  we  should  insist  that  the  TV 
choice  be  supervised.  Programs  like  “Electric 
Company,”  “Sesame  Street,”  “Mister  Rogers,”  and 
perhaps  “Making  Things  Work”  are  available  a large 
part  of  a child’s  viewing  hours. 

Fortunately,  not  many  children  react  to  hours  of 
TV  viewing  as  did  the  two  presented  here,  but  these 
did  become  “Shadow  Children,”  a title  coined  to 
describe  the  effect  on  sensitive  children  of  unre- 
stricted hours  of  TV  viewing,  with  only  infrequent 
contacts  with  live  flesh  and  blood  playmates. 

Of  course  there  are  many  personality  problems 
resulting  from  variables  in  environmental  influence 


during  the  first  three  years  of  imprinting,  interper- 
sonal, and  intrafamilial  stresses,  and  so  forth. 

There  was  Moishe,  a queer  little  elf  with  a dreamy 
smile  and  a far-off  expression  in  the  black  eyes  under 
tangled  curls.  His  first  grade  teacher  had  suspended 
him  from  school  until  he  had  been  seen  by  me. 
Moishe,  she  claimed,  paid  no  attention  to  the  other 
children  in  the  class,  but  sat  like  a zombie,  looking 
straight  ahead  with  a tentative  far-away  smile  on  his 
lips. 

Moishe’s  mother,  a stupid,  “unappetizing”  woman 
of  thirty  or  so,  explained  that  no  one  ever  came  to 
their  apartment.  She  blamed  this  on  her  husband, 
an  engineer  studying  for  an  advanced  degree  at  night 
who  had  no  time  at  all  for  his  son.  But  his  real  crime, 
according  to  his  wife,  lay  in  moving  her  from  Brook- 
lyn, where  she  had  friends,  to  The  Bronx  in  an  area 
where  she  knew  no  one. 
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Moishe  was  an  only  child  and  she  could  not  trust 
him  to  play  outside  with  the  neighborhood  crowd; 
they  were  too  rough.  As  a result,  from  three  years  of 
age  Moishe  formed  the  habit  of  turning  on  the  TV  at 
every  possible  moment.  On  school  days  he  would 
score  five  or  six  hours  but  on  weekends  there  were 
often  ten  to  twelve  hours  before  the  idiot  box.  His 
knowledge  of  the  programs  was  phenomenal;  the 
commercials  were  as  well  digested  as  the  movies. 

Testing  of  Moishe  by  the  Minnesota  Multiphasic 
Personality  Test  confirmed  my  impression  of  a ju- 
venile schizoid  tendency.  There  was  no  evidence  of 
the  genetic  type  of  juvenile  schizoid  described  by 
Lauretta  Bender  a generation  ago.  It  is  of  course 
possible  that  psychologic  personal  and  familial  dif- 
ficulties accounted  for  his  isolation,  but  the  long 
hours  at  TV  may  have  contributed. 

Fortunately,  the  father  was  intelligent  and  when 
the  impact  of  the  child’s  problem  became  clear  to 
him,  he  cooperated  very  well.  As  soon  as  possible  he 
moved  back  to  Brooklyn,  stopped  working  for  an 
advanced  degree  and  came  home  every  night  to  play 
with  Moishe.  The  mother  now  had  her  childhood 
friends  around  her  and  invited  them  frequently.  TV 
viewing  was  stopped  gradually;  we  thought  a sudden 
complete  block  might  be  harmful.  The  mother  took 
him  out  to  play  every  day  and  was  told  not  to  worry 
about  any  injury  from  rough  play.  The  new  teacher 
was  enlisted  to  cooperate  in  a series  of  letters  and  has 
tried  earnestly  to  make  him  feel  part  of  the  class. 

With  all  this  help,  there  did  seem  to  be  some  im- 
provement in  Moishe ’s  responses.  In  class  he  would 
occasionally  join  the  others;  at  play  his  shyness  was 
less  evident  and  he  thoroughly  enjoyed  playing  with 
his  father  evenings  and  weekends.  But  even  after 
three  years,  there  was  difficulty  in  interpersonal  re- 
lationships. What  will  happen  in  the  stress  of  pu- 
berty and  adolescence  is  as  yet  unknown. 

The  second  child  to  be  presented  was  Arlene,  a tall, 
gawky  girl  with  gray  eyes  and  long  black  tresses 
crowning  a sculptured  nose,  perhaps  a trifle  long. 
Shy,  so  shy  she  rarely  spoke  in  strange  company,  and 
unhappy  looking — a picture  of  misery  whenever  she 
was  not  looking  at  TV,  at  fourteen  years  of  age,  she 
had  never  shown  evidence  of  happiness. 

Her  parents,  themselves,  had  had  severe  emotional 
problems  in  adolescence,  but  were  now  compensated. 
The  father,  an  authoritative,  bearded  figure,  was  an 
engineer  who  had  developed  several  profitable  in- 
ventions of  electronic  circuits.  He  loved  his  little 
Arlene,  but  was  constantly  flying  from  one  corner  of 
the  globe  to  the  other  on  profitable  business,  and  saw 


her  only  rarely.  The  mother,  a vivacious,  attractive 
blonde,  was  a bright  lawyer,  with  her  finger  in  a dozen 
or  more  political  groups.  The  full-time  maid  was  so 
busy  with  housework  that  quieting  Arlene  with  TV 
became  the  easy  way  out. 

Arlene  turned  on  TV  in  the  morning  before  school, 
at  lunch,  after  school,  and  as  far  into  the  night  as  she 
dared.  Movies,  horror  pictures,  crime  programs,  the 
more  violence  the  better — all  was  grist  to  her  mill;  the 
shadows  were  becoming  more  real  to  her  than  her 
parents,  maid,  teacher,  or  comrades.  The  commer- 
cials were  relished;  she  could  repeat  all  verbatim  after 
hearing  the  first  few  words. 

In  school,  she  sat  upright,  with  hands  clasped  on 
the  desk  in  front,  staring  rigidly  ahead.  She  paid  no 
attention  to  the  other  children,  and  her  shyness  was 
so  severe  that  she  could  not  answer  the  teacher  when 
asked  a question.  Similarly  at  recess,  the  efforts  of 
even  the  friendliest  girls  failed  to  bring  her  out  of  her 
shell. 

The  picture  of  general  misery  was  so  severe  that 
the  school  psychologist  tested  her.  Her  I.Q.  was 
95-105,  fairly  normal,  but  the  Minnesota  Multiphasic 
Personality  Test  showed  many  abnormalities  sug- 
gestive of  a schizoid  tendency.  Disquieting  also  was 
the  tendency  to  continue  dancing  after  the  slightest 
rotation  on  the  head  and  sterotyped  movements  of 
the  hands. 

What  photographs  of  Arlene  were  available 
showed  the  withdrawn  appearance  even  at  the  ear- 
liest age  seen,  about  three  years.  Bender’s  prediction 
of  juvenile  schizophrenia  on  a genetic  basis  seemed 
apt  in  Arlene’s  case,  and  was  confirmed  by  the  ob- 
sessive compulsive,  perhaps  catatonic,  motions  of  the 
hands. 

A child  psychiatrist  agreed  as  to  the  problem  and 
suggested  family  therapy  as  a unit,  since  the  whole 
family  was  involved.  It  is  too  early  to  judge  whether 
this  will  have  any  effect  before  the  stress  of  adoles- 
cence must  be  borne  by  this  Shadow  Child. 

Conclusion:  In  neither  case  presented  can  we 

assume  that  the  inordinate  number  of  hours  spent  in 
TV  viewing  was  responsible  for  the  emotional  prob- 
lems. In  Arlene’s  case,  and  perhaps  also  in  Moishe ’s, 
the  result  may  well  have  been  the  same  with  or 
without  the  abuse  of  TV.  What  pediatricians  must 
guard  against  is  adding  insult  to  injury  in  these 
children  by  allowing  so  many  hours  spent  viewing  TV 
which  can  convert  them  into  “Shadow  Children.”  , 

JOSEPH  H.  LAPIN,  M.D. 

290  Collins  Avenue 
Mount  Vernon,  N.Y.  10552  1 
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Experiments  in  dogs  and  observations  in  human 
beings  have  shown  that  foreign  bodies  such  as 
prosthetic  valves  predispose  to  infection.1  For 
this  reason  Geraci,  Dale,  and  McGoon,2  Nelson  et 
al ,,3  and  Stein,  Harken,  and  Dexter4  advised  and 
instituted  the  use  of  prophylactic  antibiotic  thera- 
py in  patients  undergoing  cardiac  surgery,  lower- 
ing the  incidence  of  early  endocarditis  from  4.2  per 
cent  to  less  than  1 per  cent. 

Bacterial  endocarditis  in  prosthetic  valves  is  one 
of  the  most  serious  complications  of  cardiac  sur- 
gery. It  continues  to  be  a problem  both  early  and 
late  after  valve  replacement.  Treatment  is  diffi- 
cult, and  the  mortality  rate  is  very  high.4  It  is  the 
purpose  of  this  article  to  report  our  experience 
with  22  patients  with  prosthetic  valve  endocardi- 
tis. The  source  of  infection  and  possible  means  of 
prevention  and  proper  treatment  of  this  condition 
are  discussed. 

Material  and  methods 

Between  January,  1971,  and  September,  1974, 
234  patients  had  prosthetic  valve  replacements. 
Two  hundred  patients  underwent  Starr-Edwards 
metallic  ball  valve  and  34  disk  valve  replacements. 
Mitral  valves  were  replaced  in  114  patients,  aortic 
valves  in  96,  and  double  valves  in  24. 

All  patients  received  prophylactic  antibiotics 
consisting  of:  (1)  cephalothin  and  oxacillin;  (2) 

penicillin  and  streptomycin;  (3)  lincomycin  then 
clindamycin;  or  (4)  erythromycin  or  clindamycin  if 
allergic  to  penicillin  prior,  during,  and  after  valve 
replacement  for  at  least  seven  to  ten  days.  Each 


Between  1971  and  1974,  234  patients  underwent 
prosthetic  value  replacement.  Early  endocarditis 
occurred  in  3 patients  and  late  endocarditis  in  19,  a 
rate  of  1.9  per  cent  per  year  Five  patients  who  had 
valve  replacements  in  other  institutions  were  also 
included.  Total  cases  were  22  patients  with  27  epi- 
sodes of  endocarditis.  The  mitral  valve  was  infected 
in  10  patients,  aortic  in  10,  and  aortic  plus  mitral  in 
2.  The  mortality  rate  was  50  per  cent.  The  sources 
of  early  endocarditis  were  chest  wound  infection  in 
2 cases  and  indwelling  urinary  catheter  in  1 case. 
Late  endocarditis  sources  were  genitourinary  in  5 
cases,  dental  in  3,  upper  airway  in  2,  ingrown  toenail 
in  1,  nasal  cautery  in  1,  pilonidal  cyst  in  1,  anal  fis- 
sure in  1,  and  contaminated  intravenous  catheter  in 
1.  No  source  of  infection  could  be  detected  in  4 cases. 
Of  the  19  with  late  endocarditis,  8 followed  manipu- 
lative procedures,  4 had  inadequate  antibiotics,  and 
4 had  no  antibiotics.  Six  patients  did  well  on  medical 
treatment  alone.  Five  of  the  10  aortic  patients  de- 
veloped a paravalvular  leak,  and  4 required  valve 
replacement.  The  3 patients  who  underwent  oper- 
ation during  shock  for  severe  valve  malfunction  or 
sepsis  died.  Four  other  patients  survived  valve  re- 
placement on  an  urgent  basis,  but  one  of  these  died 
a year  later  from  recurrent  endocarditis.  The  inci- 
dence of  prosthetic  valve  endocarditis  is  significant. 
Patient  and  physician  awareness  of  adequate  pro- 
phylactic antibiotics  is  imperative.  Infected  valves 
should  be  replaced  early  if  there  is  failure  of  medical 
treatment  or  any  sign  of  significant  valve  malfunc- 
tion. 


patient  was  seen  daily  by  one  of  us  to  detect  any 
new  murmurs  or  to  evaluate  a change  in  the  inten- 
sity of  a preexisting  heart  murmur. 

The  diagnosis  of  bacterial  endocarditis  was 
based  on  the  findings  of  persistent  fever  together 
with  at  least  two  positive  blood  cultures  taken  at 
different  times.  In  addition,  one  or  more  of  these 
signs  or  symptoms  were  noted:  persistent  anemia, 
hemolysis,  new  murmur,  change  in  the  intensity  of 
an  old  murmur,  congestive  heart  failure,  spleno- 
megaly, and  systemic  emboli.  When  the  diagnosis 
of  bacterial  endocarditis  was  established,  the  pa- 
tient was  treated  with  appropriate  intravenous  an- 
tibiotics for  six  weeks.  Those  who  had  Strepto- 
coccus viridans  and  Staphylococcus  epidermidis 
sensitive  to  penicillin  and  became  afebrile  in  the 
first  few  days  of  treatment  were  treated  with  intra- 
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venous  antibiotics  for  four  weeks  and  then  dis- 
charged on  oral  penicillin  or  cephalexin  for  two 
more  weeks. 

Results 

Seventeen  of  234  patients  operated  on  at  this  in- 
stitution developed  bacterial  endocarditis.  Five 
patients  were  treated  for  late  endocarditis,  having 
had  prosthetic  valve  replacement  in  other  institu- 
tions, bringing  our  total  cases  to  22  with  27  epi- 
sodes of  endocarditis.  There  were  15  men  and  7 
women  ranging  in  age  from  thirty-nine  to  seventy- 
nine  years.  Of  the  22  patients  with  documented 
endocarditis,  early  endocarditis,  sixty  days  or  less 
after  surgery,  occurred  in  3,  14  per  cent,  and  late 
endocarditis  occurred  in  19,  86  per  cent.  The  mi- 
tral valve  was  infected  in  10,  aortic  in  10,  and  aor- 
tic plus  mitral  in  2. 

Source  of  infection.  In  early  endocarditis,  the 
sources  of  infection  were  chest  wound  in  2 cases 
and  indwelling  urinary  catheter  in  1.  In  late  en- 
docarditis the  sources  of  infection  were  genitouri- 
nary in  5,  dental  in  3,  upper  respiratory  infection 
in  2,  infected  ingrown  toenail  in  1,  nasal  cautery  in 
1,  pilonidal  cyst  in  1,  anal  fissure  in  1,  and  intrave- 
nous catheter  in  1.  In  the  remaining  4 patients, 
no  definite  source  of  infection  could  be  detected. 

Infecting  agents.  The  organisms  recovered 
were  S.  epidermidis  in  4 cases,  S.  viridans  or 
Streptococcus  mitis  in  8,  Enterococcus  in  4,  Staph- 
yloccus  aureus  in  1,  Escherichia  coli  in  1,  S.  vir- 
idans plus  E.  coli  in  2,  S.  epidermidis  plus  E.  coli 
in  1,  and  S.  viridans  plus  Pseudomonas  in  1.  Of 
19  patients  with  late  endocarditis,  4 did  not  re- 
ceive any  prophylactic  antibiotic  prior  or  during 
manipulative  procedures,  and  4 were  given  inap- 
propriate or  inadequate  amounts  of  antibiotics. 
The  3 cases  of  early  endocarditis  were  caused  by  S. 
epidermidis  and/or  E.  coli.,  while  the  19  late  endo- 
carditis cases  were  caused  mostly  by  S.  mitis,  S.  vi- 
ridans, Enterococcus,  and  S.  epidermidis. 

Survival.  Eleven,  50  per  cent,  of  22  patients 
are  alive  at  this  time.  Seven,  32  per  cent,  did  well 
on  medical  treatment  alone.  Four  required  re- 
placement of  prosthetic  valves  after  treatment  of 
endocarditis  because  of  the  development  of  new, 
significant  paravalvular  leaks  or  inflow  obstruction 
due  to  pannus  formation  with  symptoms  of  con- 
gestive heart  failure.  All  4 survived  surgery,  but  1 
died  a year  later  due  to  recurrence  of  endocarditis. 
In  1 of  these  operated  patients,  the  aortic  pros- 
thetic valve  was  almost  completely  detached  from 
the  base  of  the  aorta.  Of  11  patients  who  died,  3 
underwent  valve  replacement  during  the  acute 
phase  of  endocarditis  because  of  poor  response  to 
antibiotics  and  medical  treatment  with  moderate 
to  severe  congestive  heart  failure.  All  died  in  the 
operating  room  or  within  thirty-six  hours  after 
surgery  (Table  I).  The  remaining  7 patients  died 
because  of  failure  to  respond  to  medical  therapy. 
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Recurrence  of  endocarditis.  Five,  23  per 
cent,  of  the  total  22  patients  had  recurrence  of  en- 
docarditis three  months  to  two  years  after  the  first 
episode.  Two  died  in  congestive  heart  failure  and 
shock  during  recurrence  of  endocarditis  six 
months  to  a year  after  the  first  episode  of  endocar- 
ditis. The  remaining  3 patients  did  well  on  medi- 
cal therapy.  One  patient  who  developed  Strepto- 
coccal endocarditis  from  an  infected  intravenous 
catheter  after  being  cured  with  intravenous  peni- 
cillin for  four  weeks,  had  a recurrence  of  endocar- 
ditis six  months  later.  The  same  organism  with 
the  same  antibiotic  sensitivity  was  cultured  from 
the  blood.  This  time  she  was  treated  with  penicil- 
lin and  streptomycin  for  six  weeks  instead  of  four 
and  was  placed  on  oral  penicillin  indefinitely. 

Clinical  changes.  Three  of  10  patients  with 
aortic  valve  and  4 of  10  with  mitral  valve  replace- 
ment had  focal  neurologic  signs  suggestive  of  sys- 
temic emboli  during  endocarditis  or  preceding  the 
episodes  of  endocarditis. 

Five  of  10  patients  with  aortic  valves  developed 
new  diastolic  blowing  murmurs  or  the  intensity  of 
a preexisting  murmur  increased  during  endocardi- 
tis. All  5 had  hemodynamically  severe  aortic  re- 
gurgitation causing  left  ventricular  failure.  Of 
these,  2 died  in  shock  and  congestive  heart  failure 
before  reaching  the  operating  room.  The  other  2 
required  elective  aortic  valve  surgery  and  survived,  i 
In  1 patient  surgery  was  not  advised  because  of  ad- 
vancing age,  but  congestive  heart  failure  continued 
eight  months  after  complete  cure  of  bacterial  en- 
docarditis. 

A new  mitral  regurgitant  murmur  was  detected 
in  2 of  10  patients  with  mitral  prostheses,  while  4 
had  significant  increases  in  intensity  of  mitral  re- 
gurgitant murmurs  producing  severe  left  ventricu- 
lar failure  in  the  course  of  hospitalization.  The 
former  2 patients  treated  medically  survived.  Of 
the  4 with  increasing  mitral  paravalvular  leak,  2 
had  emergency  surgery  for  valve  replacement  and 
died,  while  the  other  2 died  of  congestive  heart 
failure  and  shock. 

One  patient  developed  an  intermittent  diastolic 
murmur  and  transient  pulmonary  edema  during 
the  second  week  of  treatment  of  bacterial  endocar- 
ditis. Cardiac  catheterization  done  as  an  emer- 
gency revealed  diastolic  mean  gradient  of  14  mm. 
Hg  across  the  mitral  valve.  At  surgery  the  base  of 
the  struts  and  atrial  aspect  of  the  valve  cage  was 
almost  completely  occluded  by  pannus.  This  pa- 
tient survived,  and  he  is  completely  asymptomatic 
six  months  after  surgery. 

Comment 

Studies  by  Barney  et  al.,1  Geraci,  Dale,  and 
McGoon,2  Nelson  et  al . ,3  and  Stein,  Harken,  and 
Dexter4  have  shown  that  prosthetic  valves  predis-  ) 
pose  to  infection  with  a high  mortality  rate,  and 


TABLE  I.  Endocarditis  in  prosthetic  valves,  1971  to  1974 


Emergency  Elective 

/—Number  of  Deaths-^  , Reoperations , , Reoperations ■, 


Type  of 
Valve 

Number 

of 

Patients 
Oper- 
ated On 

Number  of 
Patients  with 
^Endocarditis^ 

Early  Late 

Early 

Late 

Mor- 

tality 

Rate 

(Per 

Cent) 

Num- 

ber 

Deaths 

Mor- 

tality 

Rate 

(Per 

Cent) 

Num- 

ber 

Deaths 

Mor- 

tality 

Rate 

(Per 

Cent) 

Mitral 

114 

1 

9 

1 

5 

60 

2* 

2* 

100* 

2* 

0 

0 

Mitral  from 
other 

institutions 

0 

0 

Aortic 

96 

1 

4 

6 

3 

60 

1* 

1* 

100* 

2* 

0 

0 

Aortic  from 
other 

institutions 

0 

5 

1 

20 

Double 

24 

1 

1 

i 

0 

50 

Total 

234 

* Late  endocarditis. 


prophylactic  antibiotics  lower  the  incidence  of 
early  postoperative  endocarditis. 

The  sources  of  infection  in  early  endocarditis 
were  related  to  chest-wound  infection,  pneumonia, 
genitourinary  tract  infection  secondary  to  indwell- 
ing urinary  catheters,  and  infections  due  to  intra- 
venous catheters.  In  late  endocarditis,  the  sources 
of  infection  were  diverse,  being  due  predominantly 
to  genitourinary,  dental,  and  skin  infections. 

The  mortality  rate  in  patients  with  late  endocar- 
ditis was  related  to  the  infective  agents,  being  low- 
est in  cases  with  S.  viridans  or  Enterococcus,  and 
highest  in  those  with  gram-negative  bacteria,  as 
noted  by  Slaughter,  Morris,  and  Starr5  and  Dis-' 
mukes  et  al.6  The  motality  rate  was  also  high 
with  multiple  organisms  (Table  I).  All  5 patients 
who  had  E.  coli  endocarditis  alone  or  combined 
with  other  organisms  died,  indicating  an  extremely 
high  mortality  rate  and  poor  response  to  medical 
therapy. 

The  overall  mortality  rate  of  patients  with  endo- 
carditis of  prosthetic  valves  has  been  reported  to 
be  between  42  and  100  per  cent,  the  cause  of  death 
being  congestive  heart  failure,  sepsis,  and  systemic 
or  coronary  emboli.6-11 

In  this  series  of  22  patients,  the  overall  mortali- 
ty rate  was  50  per  cent.  The  patients  with  mitral 
or  aortic  valves  had  the  same  mortality  rate.  The 
causes  of  death  were  the  same  as  reported  in  the 
other  series.5,11  There  was  no  significant  differ- 
ence in  the  mortality  rate  in  11  patients  admitted 
within  one  week  after  initial  symptoms  of  endocar- 
ditis and  the  remaining  11  with  delayed  admission, 
one  to  four  weeks,  for  the  treatment  of  bacterial 
endocarditis.  Of  5 patients  who  had  recurrence  of 
bacterial  endocarditis  from  six  months  to  two 
years  after  the  first  episode,  2 died,  indicating  that 
mortality  rate  is  not  increased  in  patients  with  re- 
current endocarditis. 

All  patients  with  normally  functioning  prosthet- 
ic aortic  Starr-Edwards  metallic  ball  valves  have 


Grade  II  to  V/VI  systolic  ejection  murmurs  at  the 
precordial  and  aortic  areas  with  distinctly  audible 
aortic  opening  and  closing  clicks.  In  20  per  cent 
the  murmur  is  associated  with  a systolic  thrill.12 
The  presence  of  a diastolic  murmur  in  these  pa- 
tients is  indicative  of  paravalvular  leak.13  Four  of 
10  patients  with  aortic  prosthetic  valves  developed 
aortic  paravalvular  leak  murmurs  during  bacterial 
endocarditis  with  left  ventricular  failure.  The  au- 
topsy and  operative  findings  showed  disruption  of 
sutures  at  the  base  of  struts  in  3 patients,  and  in  1 
patient,  in  addition  to  the  disruption  of  the  suture 
lines,  demonstrated  bacterial  vegetations  growing 
into  the  closing  rim  of  the  base  of  the  strut.  This 
prevented  complete  closure  of  the  aortic  valve. 

Although  a soft  systolic  murmur  has  been  de- 
scribed in  a normally  functioning  mitral  Starr- 
Edwards  metallic  ball  prosthesis,14  a paravalvular 
leak  should  be  suspected  in  the  presence  of  a blow- 
ing systolic  murmur,  if  there  are  no  associated  val- 
vular lesions.  There  is  no  direct  correlation  be- 
tween the  intensity  of  this  murmur  and  the  severi- 
ty of  a paravalvular  leak.15 

Six  of  10  patients  with  mitral  valves  had  systolic 
murmurs,  Grade  I to  III/VI  prior  to  the  episode  of 
bacterial  endocarditis,  suggestive  of  paravalvular 
leak.  During  endocarditis,  the  intensity  of  the 
murmur  markedly  increased  in  4,  40  per  cent,  and 
all  4 developed  clinical  signs  and  symptoms  of 
moderate  to  severe  left  ventricular  failure.  Only  2 
patients  developed  new  systolic  murmurs  which 
were  hemodynamically  insignificant.  These  facts 
suggest,  as  has  been  noted  by  others,  that  bacterial 
endocarditis  is  more  likely  to  develop  in  patients 
with  murmurs  of  paravalvular  leak.6  Since  this 
site  is  subject  to  turbulence  of  flow  and  poor  blood 
supply,16,1,  the  same  hemodynamic  concepts  prob- 
ably hold  for  aortic  prosthetic  valves. 

It  is  often  very  difficult  to  hear  or  record  dia- 
stolic blowing  murmurs  of  aortic  paravalvular 
leaks  in  the  presence  of  angiographically  docu- 
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merited  mild  aortic  insufficiency.18  It  seems  to  us 
that  most  of  the  new  diastolic  murmurs  heard  dur- 
ing endocarditis  preexisted  in  patients  with  aortic 
prosthetic  valves,  but  cannot  be  heard  or  recorded. 
With  infection,  the  size  of  the  paravalvular  leak  in- 
creases, and  the  auscultatory  and  hemodynamic 
manifestations  of  aortic  insufficiency  become  more 
prominent. 

Since  the  aortic  prosthetic  valve  is  subject  to  a 
higher  diastolic  pressure  than  the  mitral  valve,  the 
disruption  of  the  suture  line  is  more  extensive  and 
precipitous.  For  this  reason,  reoperation  should 
be  carried  out  as  soon  as  the  first  auscultatory  or 
peripheral  signs  of  paravalvular  leak  with  conges- 
tive heart  failure  are  manifested  during  bacterial 
endocarditis.  Cinefluoroscopy,  echocardiography, 
and  phonocardiography  may  be  helpful  for  the 
early  detection  of  abnormal  valve  motion.14’19-21 

All  patients  with  prosthetic  valves  having  recur- 
rence of  endocarditis  with  new  symptoms  of  con- 
gestive heart  failure  should  have  replacement  of 
the  valve  without  delay,  if  they  show  signs  of  clini- 
cal deterioration  after  a few  days  of  medical  treat- 
ment. Any  patient  who  remains  febrile  for  more 
than  one  week  on  intravenous  antibiotic  therapy, 
which  should  be  adequate  in  relation  to  sensitivity 
of  the  isolated  organism,  should  be  reevaluated  in 
terms  of  adjustment  of  dosage  or  combinations  of 
antibiotics.  Although  1 of  our  patients  was  placed 
on  suppressive  oral  antibiotic  therapy  indefinitely 
after  two  episodes  of  endocarditis,  lifelong  sup- 
pressive oral  antibiotic  administration  does  not 
prolong  survival  according  to  Slaughter,  Morris, 
and  Starr.5 

Conclusion 

The  mortality  rate  from  prosthetic  valve  endo- 
carditis is  very  high.  Prophylactic  antibiotic  cov- 
erage should  be  mandatory  for  these  patients  dur- 
ing any  manipulative  procedure  which  causes  tran- 
sient bacteremia. 

Any  febrile  episode  occurring  in  patients  with 
prosthetic  valves  in  which  the  source  is  not  ob- 
vious should  be  considered  as  endocarditis;  hospi- 
talization for  study  is  mandatory,  and  unless  an- 
other cause  is  found,  parenteral  antibiotic  therapy 
for  a minimum  of  six  weeks  is  indicated  Fever 
persisting  for  more  than  ten  days  during  treatment 
of  endocarditis  requires  reevaluation  of  antibiotic 
therapy;  the  isolated  organism  should  be  tested 
with  the  patient’s  serum  for  antibacterial  activity, 
and  modifications  of  the  regimen  may  be  made  de- 
pending on  this  finding  or  on  other  in  vitro  suscep- 
tibility data.21-28  An  occasional  patient,  in  our  ex- 
perience, may  not  demonstrate  defervescence  of 
fever  for  fourteen  days,  but  other  findings  such  as 
a feeling  of  well-being  and  increased  appetite  will 
occur  much  earlier.  Under  these  circumstances 
careful  observation  is  warranted. 

Any  patient  with  persistent  fever  for  more  than 


TABLE  II.  Recommendation  for 
prophylactic  antibiotic  therapy 


Drug  of  Choice 

Procedure  and  Dosage  Alternative 


Dental 


Genitourinary 


Incision  and 
drainage  of 
abscess 


Procaine  penicillin 
G 1,200,000  U. 

intramuscularly 
one  hour  before 
the  procedure 
and  daily  for 
two  more  days 


Ampicillin  2 Gm. 
plus  streptomy- 
cin 1 Gm.  both 
intramuscularly 
one  hour  before 
the  procedure 
and  daily  for 
two  more  days 
Nafcillin  or  oxa- 
cillin 2 Gm. 
intravenously 
thirty  minutes 
prior  to  the  pro- 
cedure and  every 
six  hours  for 
forty -eight  hours 


(1)  Erythromycin 
500  mg.  every 
six  hours  orally 
for  two  days 
before,  the  day 
of,  and  for  two 
days  after  the 
procedure;  (2) 
penicillin  V 
400,000  U. 
every  six  hours 
orally  for  two 
days  before,  the 
day  of,  and  for 
two  days  after 
the  procedure 

Vancomycin  1 to 
2 Gm.  intrave- 
nously one  hour 
before  the  pro- 
cedure, then 
daily  for  two 
more  days 

Vancomycin  1 to 
2 Gm.  intrave- 
nously one  hour 
before  the  pro- 
cedure, then 
daily  for  two 
more  days 


one  week,  despite  antibiotic  therapy  and  signs  of 
paravalvular  leak  with  congestive  heart  failure, 
should  have  emergency  valve  replacement  without 
delay,  since  almost  all  of  these  patients  will  die  in 
congestive  heart  failure  and  shock  if  not  operated 
on. 

Prophylaxis 

1.  During  intubation  or  dental  procedures  in- 
cluding cleaning  of  teeth  and  periodontal  proce- 
dures, the  primary  agents  are  viridans  streptococ- 
ci. Therapy  should  be  procaine  penicillin  G,  1.2 
million  units  intramuscularly  one  hour  before  the 
procedure  with  repeat  injections  twenty-four  and 
forty-eight  hours  later.21  Penicillin  V 400,000 
units  every  six  hours  orally  for  two  days  before, 
the  day  of,  and  two  days  after  the  procedure  can 
also  be  used  (Table  II).22 

2.  For  genitourinary  procedures,  enterococci 
are  the  primary  offenders,  so  therapy  should  in- 
clude adequate  dosage  for  these  relatively  resis- 
tant organisms.  Coliforms  are  also  frequent  but 
relatively  rarely  cause  endocarditis.  Adequate 
prophylaxis  would  include  2 Gm.  of  ampicillin  plus 
1 Gm.  of  streptomycin  intramuscularly  one  hour 
before  the  procedure  and  repeated  at  twenty-four 
and  forty-eight  hours. 
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3.  Abdominal  surgery  of"  the  gastrointestinal 
and  biliary  tracts  again  afford  the  opportunity  for 
many  invaders,  but  prophylaxis  directed  against 
enterococci  as  shown  here  should  provide  ade- 
quate protection. 

4.  A special  problem  is  surgery  involving 
staphylococcal  infection  such  as  abscesses,  carbun- 
cles, and  furuncles.  Full-dosage  treatment  prior 
to  incision  and  drainage  with  effective  parenteral 
antistaphyloccal  agents  is  indicated,  that  is,  2 Gm. 
of  sodium  oxacillin  or  nafcillin  intravenously 
thirty  minutes  prior  to  procedure  and  every  six 
hours  for  forty-eight  hours,  are  adequate.21 

The  problem  of  prophylaxis  in  the  penicillin-al- 
lergic patient  is  great.  For  dental  procedures, 
erythromycin  is  adequate  in  dosage  of  500  mg. 
orally  four  times  daily  for  five  days. 

For  procedures  which  may  cause  enterococcal 
infections,  erythromycin  is  not  adequate  nor  are 
cephalosporin  drugs.  Since  most  of  these  patients 
are  hospitalized,  it  may  be  best  to  use  vancomycin 
in  dosage  of  1 to  2 Gm.  daily  intravenously.21 

For  procedures  which  may  cause  staphylococcal 
infections,  cephalosporin  drugs  are  adequate  if 
cross  allergenicity  doesn’t  exist;  if  there  is  fear  of 
this,  vancomycin  may  be  used  here  as  well.21 

Cardiology  Division 
Long  Island  Jewish-Hillside  Medical  Center 
New  Hyde  Park,  New  York  11004 
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lumbia-Presbyterian  Medical  Center,  New  York  City. 

Some  test  results  are  needed  to  monitor  and  guide 
treatment  of  critically  ill  patients,  the  physicians  point  out. 
Others  help  detect  early  kidney  or  thyroid  disease. 

“Still  other  tests  appear  to  be  done  primarily  because 
they  are  available,”  they  say. 

Physicians  are  advised  to  select  laboratory  studies  with 
care,  asking  themselves  whether  the  test  will  provide 
clinically  useful  information,  will  change  the  diagnosis, 
prognosis  or  therapy,  or  will  provide  a better  understanding 
of  the  disease  process. 

The  physicians  warn: 

“Unless  physicians  regard  the  ordering  of  laboratory 
tests  as  a serious  responsibility,  worthy  of  the  same 
thoughtful  consideration  as  a history  and  physical  exam- 
ination, the  privilege  to  select  such  services  freely  may  not 
remain  unrestricted  in  the  future.” 
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Necrosis  of  liver  cells  is  most  often  a focal  pro- 
cess starting  at  or  involving  either  the  periphery  or 
the  center  of  liver  lobules.  When  the  periphery  is 
involved  the  resulting  picture  is  that  of  periportal 
necrosis.  Centrilobular  necrosis  is  the  term  used 
to  describe  the  localization  of  the  process  around 
the  central  vein.  CLN  (centrilobular  necrosis)  of 
the  liver  can  occur  in  a variety  of  disorders.  It 
may  be  produced  by  congestive  heart  failure  or  by 
exogenous  or  endogenous  injury  causing  shock  and 
shock-like  states,  such  as  severe  trauma,  burns, 
hemorrhage,  sepsis,  pulmonary  embolism,  perito- 
nitis, high  altitude  flying,  and  black  water  fever. 
The  common  denominator  in  these  conditions 
seems  to  be  an  inadequate  oxygen  supply  to  the 
liver  cell.1-5  In  addition,  a number  of  toxic  sub- 
stances and  drugs  are  known  to  induce  CLN  of  the 
liver.2-6-10 

CLN  is  very  rarely  recognized  as  a cause  of 
major  impairment  in  liver  function.  A few  pub- 
lished reports  illustrate  the  diagnostic  difficulties 
in  differentiating  the  effects  of  the  centrilobular 
necrotizing  process  secondary  to  insufficient  per- 
fusion of  the  liver  lobules  from  other  causes  of 
hepatogenous  jaundice,  such  as  hepatitis11  or  ex- 
trahepatic  bile  duct  obstruction.12,13  The  present 
study  was  undertaken  to  evaluate  the  incidence  of 
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In  postmortem  material  from  2,264  autopsies,  cen- 
trilobular necrosis  of  the  liver  was  found  in  15.5  per 
cent  of  cases,  3.7  per  cent  showed  extensive  centri- 
lobular necrosis  with  bridging  by  necrotic  tissue  be- 
tween the  adjacent  lobules,  and  in  0.6  per  cent  of 
cases  bridging  centrilobular  necrosis  was  associated 
with  evident  jaundice.  To  assess  the  frequency  of 
association  between  jaundice  and  bridging  centri- 
lobular necrosis  a further  search  for  such  cases  was 
conducted  among  an  additional  4,227  autopsied  pa- 
tients, and  an  incidence  of  0.8  per  cent  was  found. 
Thus,  among  6,491  autopsies  bridging  centrilobular 
necrosis  was  identified  as  cause  of  clinical  hyperbil- 
irubinemia, 3 to  28.5  mg.  per  100  ml.  in  48  cases,  or 
0. 7 per  cent.  Minor  degrees  of  centrilobular  necrosis 
of  the  liver  are  a frequent  occurrence.  In  those  who 
develop  bridging  centrilobular  necrosis  clinically 
evident  jaundice  is  present  in  16.6  per  cent  of  cases. 
The  most  common  cause  of  centrilobular  necrosis 
associated  with  jaundice  was  congestive  heart  failure 
secondary  to  arteriosclerotic  heart  disease.  Differ- 
entiation of  the  centrilobular  necrosis  of  the  liver 
associated  with  jaundice  from  other  types  of  hepa- 
togenous jaundice  is  very  difficult,  and  the  only  way 
to  obtain  a secure  diagnosis  seems  to  be  by  liver  bi- 
opsy. 


CLN  of  the  liver  and  its  clinical  relevance  in  a hos- 
pital population. 

Material  and  methods 

A retrospective  study  of  the  liver  slides  of  all 
2,264  autopsies  performed  at  the  Albany  Veterans 
Administration  Hospital  from  1966  to  1972  was 
carried  out.  Cases  showing  CLN  were  selected 
without  knowledge  of  the  clinical  or  laboratory 
data,  purely  on  the  basis  of  morphologic  micro- 
scopic criteria.  From  these  cases,  those  showing 
CLN  with  bridging  were  further  separated  out. 
The  concept  of  necrotic  bridging,  which  has 
proved  useful  in  quantifying  the  extent  of  necrosis 
within  the  hepatic  lobule  and  the  severity  of  liver 
damage,14  was  applied  in  this  study.  Bridging  was 
defined  as  liver-cell  necrosis  and  collapse  of  the 
lobular  architecture  extending  over  a larger  area  of 
the  lobule,  causing  formation  of  necrotic  tissue 
bridges  between  two  adjacent  central  veins.  The 
charts  of  patients  with  bridging  CLN  were  re- 
viewed, and  those  with  evident  hyperbilirubinemia 
(serum  bilibrubin  > 3 mg.  per  100  ml.,  or,  in  2 
cases  where  serum  bilirubin  level  was  not  deter- 
mined, clinical  presence  of  jaundice)  were  included 
in  the  study  as  Group  A.  Fourteen  patients  were 
found  in  this  group. 

Among  4,227  autopsies  performed  from  1952  to 
1965  only  those  cases  were  reviewed  in  which  the 
clinical  summary  indicated  hyperbilirubinemia  of 

i 


TABLE  I.  Incidence  of  different  degrees  of  CLN 
and  presence  of  jaundice  among  6,491  autopsies 

t — Group  A — > — Group  B — s t Total \ 

(1966-1972)  (1952-1965)  (1952-1972) 


Factors 

Number 

Per 

Cent 

Number 

Per 

Cent  Number 

Per 

Cent 

Autopsies 

2,264 

4,227 

6,491 

CLN 

351 

15.5 

Bridging 

84 

3.7 

CLN 

Bridging 

14 

0.6 

34 

0.8 

48 

0.7 

CLN  and 
hyperbil- 
irubine- 
mia of 
3 mg. 
per  100 
ml.  and 
over 


3 mg.  per  100  ml.  and  over,  and  a postmortem 
finding  of  CLN  of  the  liver  was  present.  It  was 
hyperbilirubinemia,  a clinical  feature,  which  was 
used  as  the  clue  determining  the  search  for  bridg- 
ing CLN  in  postmortem  microscopic  slides  of  the 
liver.  Thirty-four  cases  fulfilled  these  criteria  and 
form  Group  B. 

Cases  showing  evidence  of  hepatic  cirrhosis, 
metastatic  involvement  of  the  liver,  or  biliary  tract 
disease  were  excluded  from  the  study.  Thus  the 
48  patients  who  form  the  basis  of  this  report  had 
no  other  demonstrable  hepatic  cause  of  jaundice 
than  CLN. 

Results 

In  a series  of  2,264  autopsies  performed  between 
1966  and  1972  there  were  351  cases,  15.5  per  cent, 
which  showed  CLN  and  84,  3.7  per  cent,  which 
showed  CLN  with  bridging.  Thus  of  all  the  cases 
with  CLN,  23.9  per  cent  had  CLN  with  bridging. 
Fourteen  patients  had  jaundice  as  well  as  bridging 
CLN  representing  0.6  per  cent  of  the  total  series 
and  16.6  per  cent  of  those  with  bridging  CLN. 
These  14  comprise  Group  A. 

During  the  period  1952  to  1965  in  the  same  hos- 
pital 4,227  autopsies  were  performed,  and  34  cases, 
0.8  per  cent,  with  clinical  jaundice  were  found  to 
have  CLN  with  bridging.  They  form  Group  B. 

In  the  total  population  of  6,491  autopsied  pa- 
tients we  found  48  cases,  0.7  per  cent,  who  exhib- 
ited clinical  jaundice  and  bridging  CLN  (Table  I). 
All  patients  were  male;  there  were  47  whites  and  1 
black,  which  reflects  the  overall  composition  of  the 
population  in  this  hospital.  The  patients’  ages 
ranged  from  forty-one  to  ninety-two  years,  with  a 
mean  of  sixty-one  years. 

CHF  (congestive  heart  failure)  due  to  various 
causes  was  the  major  underlying  problem  in  45  of 
the  48  patients.  The  remaining  3 patients  devel- 
oped CLN  after  major  surgical  operations.  The 
primary  cause  of  CHF  was  defined  as  ASHD  (arte- 
riosclerotic heart  disease)  in  27,  rheumatic  heart 


TABLE  II.  Bridging  CLN  with  hyperbilirubinemia  of 
3 mg.  per  100  ml.  and  over  related  to  underlying 
disorder  and  presence  of  pulmonary  embolism 


Pathologic  Diagnosis 

Number  of 
Patients  with 
Number  Pulmonary 

of  < Embolism * 

Patients  Number  Per  Cent 

ASHD 

27 

12 

46.4 

Rheumatic  heart  disease 

10 

6 

60 

Cor  pulmonale 

6 

0 

0 

Cardiomyopathy 

2 

0 

0 

Postoperative 

3 

2 

66 

Totals 

48 

20 

41.6 

TABLE  III.  Distribution  of  48  patients  with 

bridging  CLN  according  to  level  of  hyperbilirubinemia 

Level  of 

Hyperbilirubinemia 

Number  of 

(mg.  per  100  ml.) 

Patients 

3 to  4.9 

20 

5 to  9.9 

20 

10  to  14.9 

4 

<15 

4 

disease  with  valvular  lesions  in  10,  cor  pulmonale 
in  6,  and  cardiomyopathy  in  2 cases  (Table  II). 
Eight  of  the  patients  with  ASHD  had  a recent 
myocardial  infarction.  Pulmonary  infarctions  at 
the  time  of  autopsy  were  found  in  20  of  the  48  pa- 
tients. They  were  present  in  6 out  of  10  cases  with 
rheumatic  valvular  heart  disease,  60  per  cent,  in  12 
out  of  27  cases  with  ASHD,  46.4  per  cent,  and  in  2 
out  of  3 postoperative  cases  (Table  II).  Except  in 
1 postoperative  case  a severe  cardiac  disease  was 
always  present  along  with  pulmonary  embolism. 
In  4 cases  the  pulmonary  embolism  was  considered 
to  have  occurred  less  than  twenty-four  hours  be- 
fore death,  whereas  jaundice  had  been  present  for 
a few  days  before  death,  suggesting  that  in  these 
cases  jaundice  was  not  related  to  the  pulmonary 
embolization.  In  13  of  the  20  patients  w7ith  pul- 
monary embolism  the  serum  bilirubin  was  greater 
than  5 mg.  per  100  ml. 

Serum  bilirubin  levels  ranged  from  3 to  28.5  mg. 
per  100  ml.  In  2 cases  bilirubin  was  not  measured, 
but  the  presence  of  icterus  was  noted  in  the  chart. 
Twenty-eight  cases  had  bilirubin  levels  of  5 mg. 
per  100  ml.  or  more,  8 cases  greater  than  10  mg. 
per  100  ml.,  and  4 cases  greater  than  15  mg.  per 
100  ml.,  17  or  22.5,  22.6,  and  28.5  mg.  per  100  ml., 
respectively  (Table  III).  Among  the  4 cases  with 
the  highest  bilirubin  values  2 had  ASHD,  1 cardio- 
myopathy, and  1 belonged  to  the  postoperative 
group.  The  direct  fraction  of  bilirubin  was  pre- 
dominant in  all  these  cases.  Higher  bilirubin 
values  were  more  often  found  in  patients  with 
ASHD.  The  highest  value  seen  in  the  group  with 
valvular  heart  disease  was  9.9  mg.  per  100  ml. 
Generally  the  duration  of  jaundice  was  short,  ten 
days  or  less  in  36  cases,  or  75  per  cent. 

SGOT  (serum  glutamic  oxaloacetic  transami- 
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TABLE  IV.  Laboratory  findings 


Serum 

Glutamic 

Oxalo- 


Alkaline 

Lactic 

acetic 

Blood 

Phos- 

Dehydro- 

Trans- 

Am- 

Urea 

Crea- 

phatase 

genase 

aminase 

Total 

monia 

Nitrogen 

tinine 

Bilirubin 

(Immu- 

(Immu- 

(Immu- 

Albumin 

Protein 

(micro- 

(micro- 

(micro- 

(mg. per 

nizing 

nizing 

nizing 

(Gm. 

(Gm. 

Prothrombin 

grams 

grams 

grams 

100  ml.; 

units  per 

units  per 

units  per 

per  100 

per  100 

Time 

per  100 

per  100 

per  100 

total/ direct) 

milliliter)  milliliter)  milliliter) 

ml.) 

ml.) 

(Seconds) 

ml.) 

ml.) 

ml.) 

12/23  ...  ...  ...  ...  ...  ...  ...  ...  62 
12/24  ...  ...  ...  ...  ...  ...  ...  ...  160 
12/25  ...  ...  ...  ...  ...  ...  ...  ...  74 
12/26  ...  ...  ...  ...  ...  ...  ...  


12/27 

16.8/13 

128 

669 

342 

2.5 

5.6 

18/11 

76 

57 

1.5 

12/28 

12.3/12 

131 

600 

291 

2.7 

6 

14/12 

49 

1.3 

12/29 

22.4/12 

110 

583 

210 

2.7 

6.2 

15/11 

66 

51 

1.5 

12/30 

28.5/23.5 

103 

630 

179 

2.9 

6.2 

58 

2 

12/31 

28.5 

108 

600 

185 

2.2 

6.1 

15/12 

89 

4.2 

nase)  determinations  were  done  in  27  patients.  In 
the  majority  of  them  values  were  moderately  eval- 
uated, up  to  250  mU.  Only  4 cases  showed  values 
higher  than  250  mU.,  and  in  3 SGOT  was  within 
normal  limits.  Alkaline  phosphatase  was  only 
mildly  elevated  in  14  cases  and  normal  in  20. 
There  was  no  correlation  between  the  degree  of 
hyperbilirubinemia  and  the  levels  of  either  SGOT 
or  alkaline  phosphatase. 

In  this  group  of  patients  only  2 biopsies  were 
performed,  and  in  both  cases  the  correct  diagnosis 
was  made. 

Case  report 

A seventy-three-year-old  white  man  with  ASHD  and 
old  myocardial  infarction  developed  progressive,  severe 
CHF  and  was  admitted  on  December  23,  1971.  The  pa- 
tient had  fever  and  right  upper  quadrant  abdominal 
pain,  subsequently  associated  with  vomiting,  jaundice, 
and  obtundation.  The  possibility  of  hepatitis  or  extra- 
hepatic  bile  duct  obstruction  had  to  be  seriously  consid- 
ered. Laboratory  findings  are  presented  in  Table  IV. 
Liver  scan  revealed  uniform  distribution  with  increased 
secondary  accumulation  of  radioactivity  in  the  spleen 
and  bone  marrow.  No  hepatitis-associated  antigen  was 


FIGURE  1.  (A)  Liver  biopsy  showing  centrilobular  necrosis 

bridging  centrilobular  necrosis. 


found.  Spinal  fluid  was  normal,  and  urine,  blood,  and 
cerebrospinal  fluid  cultures  were  sterile.  A liver  biopsy 
on  December  28,  1971,  revealed  preserved  lobular  archi- 
tecture with  passive  congestion  and  CLN.  There  was 
also  marked  bile  stasis  mostly  around  central  veins,  but 
also  within  intralobular  bile  canaliculi.  Portal  areas 
were  unremarkable  (Fig.  1A). 

The  patient  was  treated  with  digoxin,  furosemide,  vi- 
tamin K,  penicillin,  gentamicin,  intravenous  chloram- 
phenicol, hydrocortisone,  intravenous  fluids,  and  oxygen. 
In  spite  of  the  therapy  he  became  progressively  more 
obtunded  and  anuric,  and  he  died  on  January  1,  1972. 

At  autopsy  marked  jaundice  was  evident.  Severe  ath- 
erosclerotic chahges  were  found  in  the  coronary  arteries, 
and  an  old  myocardial  infarction  was  present.  The 
lungs  showed  congestion  and  edema  along  with  a fresh 
embolus  in  the  pulmonary  artery  branch  to  the  right 
lower  lobe.  The  liver  showed  prominent  sinusoidal 
markings  with  a nutmeg  appearance.  It  weighed  1,265 
Gm.  The  hepatobiliary  tract  was  unremarkable;  there 
were  no  stones. 

Microscopic  sections  of  the  liver,  as  shown  in  Figure 
IB,  showed  congested  sinusoids  with  necrosis  of  hepatic 
cells  around  the  central  veins;  these  foci  of  necrosis  ra- 
diated outward  to  adjacent  portal  areas  with  reversed 
lobulations,  presenting  a bridging  pattern  clearly  visible 
in  a larger  tissue  specimen.  Prominent  intracanalicular 


(original  magnification.  X 175).  (B)  Postmortem  liver  with 
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TABLE  IV.  Laboratory  findings  (cont.) 


White 

Retic- 

Oxygen 

Carbon 

Erythro- 

Blood 

ulo- 

Satura- 

Di- 

cytes 

Hemo- 

Count 

cytes 

tion 

oxide 

(per 

globin 

(per 

(per 

(per 

Oxy- 

Pres- 

cubic 

(Gm. 

cubic 

cent 

cent 

gen 

sure 

Bicar- 

Carbon 

milli- 

per 100 

Hema- 

milli- 

of red 

satu- 

Pres- 

(mm. 

bonate 

Di-  Chlor-  Potas- 

meter) 

ml.) 

tocrit 

meter) 

cells) 

pH  ration) 

sure 

Hg) 

Ion 

oxide  ine  Sodium  sium 

16.3 

51 

16.8 

22 

102 

135 

5.2 

17.3 

51 

10.7 

26 

80 

142 

4.6 

18 

53 

19.9 

7.48 

91 

59 

32 

22.2 

31 

100 

143 

4.4 

5.38 

16.5 

51 

17.1 

2.4 

26 

105 

146 

4.6 

5.25 

16.1 

49.6 

19.7 

6.6 

29 

102 

149 

4.6 

5.34 

17 

51.3 

18.7 

7 

31 

107 

154 

4.2 

28 

107 

151 

4.9 

14.6 

45.5 

17.3 

2 

26 

104 

154 

6 

and  occasional  intraductal  bile  stasis  was  present,  par- 
ticularly around  the  necrotic  areas. 

Comment 

The  only  form  of  viral  hepatitis  which  might  be 
considered  as  a possible  cause  of  confusion  with 
the  material  presented  in  our  article  is  SHN  (sub- 
acute hepatic  necrosis).  However,  in  many  fea- 
tures SHN  is  quite  different  from  bridging  CLN.14 
First  of  all,  SHN  is  a relatively  rare  finding,  where- 
as we  found  bridging  CLN  in  3.7  per  cent  among 
2,264  consecutive  autopsies.  The  clinical  course 
in  SHN  is  longer  than  two  weeks  in  the  majority  of 
cases,  whereas  75  per  cent  of  our  patients  died 
within  ten  days.  The  serum  bilirubin  values  are 
higher  in  SHN:  in  more  than  two  thirds  of  cases 
the  value  is  above  16  mg.  per  100  ml.;  we  have  only 
4 cases  with  hyperbilirubinemia  in  that  range. 
Other  liver  function  test  results  follow  a similar 
pattern.  On  the  postmortem  study,  the  liver  with 
SHN  does  not  show  the  nutmeg  appearance  of 
CLN,  and  the  microscopic  features  with  heavy  in- 
flammatory infiltration  and  acidophilic  bodies, 
with  necrotic  process  localized  mainly  in  peripor- 
tal areas,  differ  sharply  from  findings  in  CLN. 
There,  the  necrosis  of  the  liver  cells  involves  pri- 
marily the  central  parts  of  the  lobules  with  ab- 
sence of  major  inflammatory  changes,  and  most 
often  with  signs  of  heavy  congestion.  For  these 
reasons  we  believe  that  it  is  highly  improbable  for 
a case  of  SHN  to  be  misdiagnosed  at  a postmortem 
study  as  bridging  CLN. 

The  relationship  of  different  factors  causing  he- 
patic vascular  insufficiency  to  the  development  of 
centrilobular  liver  cell  necrosis  is  a well-studied 
phenomenon.1-5  At  autopsy  CLN  is  observed 
quite  frequently.3  In  the  present  study  it  was 
found  in  15.5  per  cent  of  2,264  autopsied  cases. 
Wallach  and  Popper9  found  CLN  100  times  in 
2,000  autopsies,  an  incidence  of  5 per  cent.  Since 
CLN  is  rarely  observed  in  biopsy  specimens,  and 
on  the  other  hand  presents  a common  finding  in 


postmortem  material,  the  suggestion  has  been 
made  that  the  lesion  might  develop  after  death 
due  to  agonal  changes.15  No  documentation,  how- 
ever, of  this  hypothesis  can  be  found  in  the  litera- 
ture. Generally,  biopsy  of  the  liver  is  very  rarely 
performed  in  patients  with  CHF,  which  is  by  far 
the  most  common  cause  of  CLN  in  clinical  prac- 
tice. Sherlock,4  studying  the  liver  biopsy  material 
in  CHF,  found  CLN  regularly.  Localization  of  ne- 
crosis at  the  center  of  the  lobule  is  due  to  the  fact 
that  this  region  is  perfused  with  blood  at  a lower 
oxygen  tension  than  the  periphery.  This  makes 
the  centrally  positioned  cells  more  susceptible  to  a 
fall  in  oxygen  supply  to  the  liver.16  Hypoperfu- 
sion and/or  hypoxia  appear  to  be  critical  factors. 
Ellenberg  and  Osserman17  studied  the  relation  of 
shock  to  CLN.  They  concluded  that  CLN  is  defi- 
nitely related  to  shock  and  that  the  duration  of 
shock  is  important  in  producing  these  changes.  If 
the  shock  state  persists  for  more  than  twenty-four 
hours  it  invariably  causes  CLN.  Various  poisons 
causing  CLN  probably  do  so  by  producing  isch- 
emia of  the  centrilobular  cells,  rather  than  exert- 
ing a direct  toxic  effect  on  the  liver  cell.6  Patho- 
genetically,  a correlation  between  the  degree  of 
CLN  and  the  depth  of  jaundice  was  reported.4-12 
However,  a hemolytic  component,18  intracanalicu- 
lar  obstruction  due  to  inspissated  bile  thrombi,19 
and  increase  in  introductular  bile  pressure  above 
the  secretory  level12  have  been  implicated  as  the 
cause  of  jaundice  in  CHF. 

In  CHF  cardiac  output  decreases  with  a conse- 
quent reduction  of  the  oxygen  supply  to  the  liver. 
In  most  such  cases  only  slight  hyperbilirubinemia 
is  found.4-5  However,  higher  elevations  of  serum 
bilirubin  in  CHF  have  been  reported11’12-20  and 
may  some  times  simulate  viral  hepatitis11  or  extra- 
hepatic  biliary  obstruction.12-13  The  incidence  of 
clinical  jaundice  in  CHF  has  varied  from  author  to 
author.  Jolliffee21  reported  an  incidence  of  2.1 
per  cent;  Sherlock8  on  the  other  hand  observed  a 
serum  bilirubin  level  higher  than  2 mg.  per  100  ml. 
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in  32  per  cent  of  50  patients,  with  16  per  cent 
showing  values  higher  than  4.5  mg.  per  100  ml.  It 
has  been  suggested  that  jaundice  with  CHF  occurs 
more  commonly  in  valvular  heart  disease,4,22  par- 
ticularly in  cases  with  mitral  stenosis.  Most  of  our 
cases,  61  per  cent,  were  secondary  to  ASHD,  and 
the  4 highest  serum  bilirubin  values  observed — 
17,22.5,  22.6,  and  28.5  mg.  per  100  ml. — were  found 
in  patients  with  nonvalvular  heart  diseases.  This 
difference  most  likely  reflects  differences  in  the 
age  and  sex  distribution  of  the  populations  under 
study.  Of  the  autopsied  patients  in  our  hospital, 
76.9  per  cent  were  over  fifty  years  fo  age,  and 
CHF,  found  in  30  per  cent  of  them,  was  the  com- 
monest cause  of  death.  ASHD  accounts  for  89.1 
per  cent  of  these  cases,  whereas  rheumatic  heart 
disease  accounts  for  only  6 per  cent.  It  is  of  inter- 
est, however,  that  10  of  48,  20  per  cent,  of  our  pa- 
tients with  CLN  and  jaundice  had  rheumatic  heart 
disease,  as  shown  in  Table  II,  thus  suggesting  that 
such  patients  have  a particular  propensity  to  de- 
velop this  complication. 

Kugel  and  Lichtman,18  in  a “study  of  factors 
causing  clinical  jaundice  to  heart  failure,”  conclud- 
ed that  pulmonary  infarction  appears  to  be  an  al- 
most indispensable  factor  in  the  causation  of  hy- 
perbilirubinemia, occurring  in  94  per  cent  of  the 
cases  in  their  study.  Various  other  authors  subse- 
quently described  occurrence  of  jaundice  in  CHF 
without  pulmonary  infarction.4,21,22  In  the 
present  study  only  20  cases  out  of  48  had  associ- 
ated pulmonary  infarction,  and  19  of  these  pa- 
tients had  severe  cardiac  disease.  There  was  no 
apparent  difference  in  the  levels  of  bilirubin  be- 
tween the  group  with  and  the  one  without  pulmo- 
nary infarction.  Serum  bilirubin  rises  in  about 
one  half  of  the  cases  with  pulmonary  embolism,23 
but  usually  to  levels  below  3 mg.  per  100  ml.24  In 
the  present  study  13  cases  out  of  20  with  pulmo- 
nary infarction  had  bilirubin  levels  greater  than  5 
mg.  per  100  ml.,  which  suggests  that  pulmonary 
embolism  was  not  the  major  or  sole  cause  of  jaun- 
dice in  these  cases. 

In  the  clinical  practice  CLN  may  present  a 
problem  in  the  selection  of  patients  for  cardiac 
surgery.  Establishing  CLN  as  the  cause  responsi- 
ble for  hepatic  dysfunction  and  jaundice  may 
allow  a patient  with  this  syndrome  to  be  consid- 
ered for  corrective  heart  surgery  if  his  cardiac  con- 
dition permits. 

Higher  degrees  of  hyperbilirubinemia  secondary 
to  CHF  sometimes  present  a problem  in  differen- 
tial diagnosis  particularly  from  viral  hepatitis11 


and  obstructive  jaundice.13  The  only  way  to  dif- 
ferentiate among  these  three  conditions  seems  to 
be  by  liver  biopsy. 
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To  help  your  patients 
understand 
what  you  already 
know! 


You  know  that  aspirin  is  a standard  for  analgesic 
effectiveness.  You  know  how  efficient  it  is  as  an 
antipyretic.  And  you  know  that  it  is  basic  starting 
therapy  in  inflammatory  conditions  such  as  rheu- 
matoid arthritis. 

But  unfortunately,  many  of  your  patients  don’t. 

And  some  may  not  be  happy  until  they  walk 
out  of  your  office  with  a prescription  for  a more 
exotic,  more  expensive... and,  sometimes,  less  ef- 
fective drug. 

That’s  why  a new  booklet  has  been  prepared 
for  your  patients  entitled,  “What  your  doctor  wants 
you  to  know  about  aspirin’.'  Its  basic  purpose  is  to 
help  skeptical  patients  understand  that  aspirin  is  a 
real  drug  with  many  proven  therapeutic  applica- 
tions... and  that  you  are  recommending  aspirin  for 
them  not  because  you’re  taking  their  problem  lightly, 
but  because  aspirin  is  the  best  drug  for  their  condi- 
tion. The  booklet  also  emphasizes  that  even  though 
aspirin  is  sold  without  a prescription,  like  all  medi- 
cations it  is  to  be  used  with  care.  Suggestions  for 
optimal  administration  are  offered— to  help  increase 
efficacy  and  minimize  adverse  effect. 

Moertel  and  his  associates*  have  suggested 
that  “...if  aspirin  is  recommended  with  the  strong 
endorsement  of  the  physician,  it  is  acteptable  to 
even  the  most  sophisticated  patient!’ 

We  hope  this  booklet  will  help  you  offer  such 
an  endorsement  to  your  patients  and  supplement 
your  specific  instructions  when  aspirin  therapy 
is  indicated. 

To  order  a supply,  just  fill  in  and  mail  us  the 
coupon. 

•Moertel,  C.G.,  et  al:  N.  Engl.  J.  Med.  286:813  (Apr.  13)  1972. 
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Respiratory  distress  syndrome  is  a complication 
following  serious  illness,  trauma,  and  open-heart 
surgery.  It  has  attracted  considerable  attention, 
and  an  increased  number  of  reported  cases  have 
appeared  in  the  recent  literature.  This  is  proba- 
bly a reflection  of  our  improved  ability  to  recog- 
nize respiratory  insufficiency;  in  addition,  many 
patients  are  now  surviving  major  illness,  opera- 
tions, and  accidents  who  could  never  have  survived 
before.  It  is  frequently  called  postperfusion  lung 
syndrome  following  open-heart  surgery  and  attrib- 
uted to  specific  problems  associated  with  these 
techniques. 

It  is  the  purpose  of  this  report  to  present  the  in- 
formation gained  from  the  study  of  17  patients  in 
whom  this  syndrome  appeared  after  cardiopulmo- 
nary bypass  and  to  comment  on  its  etiology, 
pathogenesis,  and  treatment. 

Materials  and  methods 

Between  July,  1973,  and  June,  1974,  142  pa- 
tients underwent  open-heart  surgery.  The  opera- 


Postperfusion lung  syndrome-like  picture  appeared 
in  17,  12  per  cent,  of  142  open-heart  patients  ana- 
lyzed in  this  study.  The  operations  performed  were 
mainly  aortocoronary  bypass  grafts,  valve  replace- 
ments, and  ventricular  aneurysmectomy.  All  the  125 
patients  who  did  not  develop  the  syndrome  were  used 
as  controls.  Six  of  the  1 7 patients,  35  per  cent,  who 
developed  the  acute  respiratory  syndrome  had  been 
in  overt  congestive  heart  failure  during  the  preop- 
erative period.  In  the  control  group,  12  patients,  9 
per  cent,  had  congestive  heart  failure  prior  to  oper- 
ation. Three  episodes  of  shock,  28  per  cent,  were 
observed  in  the  study  group  immediately  after  sur- 
gery. The  cardiac  output  was  low  in  11  out  of  14 
studies,  there  was  high  arteriovenous  oxygen  differ- 
ence in  15,  and  there  was  a central  venous  pressure 
higher  than  12  cm.  of  water  in  all.  Nine  patients  out 
of  the  17  patients  with  the  acute  respiratory  syn- 
drome died  between  three  to  ten  days  after  surgery. 
Left  ventricular  failure,  determined  by  the  low  car- 
diac output,  low  blood  pressure,  high  central  venous 
pressure,  and  high  arteriovenous  oxygen  difference, 
was  the  only  common  factor  found  in  most  of  our  j 
patients  with  the  acute  respiratory  syndrome.  These  l 
results  led  us  to  consider  that  the  left  ventricular 
failure  would  be  the  triggering  mechanism  for  the  : 
development  of  postperfusion  lung  syndrome-like 
picture. 


tions  performed  were  mainly  aortocoronary  bypass 
grafts,  valve  replacements,  and  ventricular  aneur- 
ysmectomy (Table  I).  Fourteen  male  and  3 fe-l 
male  patients  developed  respiratory  distress  syn- 
drome out  of  142  patients,  representing  an  inci- 
dence of  12  per  cent.  All  of  the  laboratory  criteria 
had  to  be  present  to  make  the  diagnosis.  The 
clinical,  radiologic,  laboratory,  and  pathologic  cri- 
teria of  postperfusion  lung  syndrome  were  as  fol- 
lows: 

I.  Clinical 

A.  Tachypnea 

B.  Dyspnea 

II.  Laboratory 

A.  1 Pulmonary  compliance 

B.  f Pulmonary  shunt 

C.  f Alveolar  arterial  oxygen  gradient  300  mm 

Hg 

D.  1 Arterial  oxygen  pressure  80  mm.  Hg  on  5C 

per  cent  oxygen 

E.  t Carbon  dioxide  pressure  50  mm.  Hg 

III.  Roentgenological:  Progressive  pulmonary  opac 
ification 

IV.  Pathologic 

A.  Light  microscopy 

1.  Leukocyte  migration  and  marginalization 

2.  Interstitial  accumulation  of  water 

3.  Alveolar  collapse 
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TABLE  I.  Incidence  of  surgical  procedures 


Type  of  Surgical  Procedure 

Number 

of 

Patients 

Double  to  quadruple 

coronary  artery  graft 

9 

Resection  of  ventricular 

aneurysm 

1 

Aortic  valve  replacement 

2 

Mitral  valve  replacement 

2 

Dissecting  aortic  aneurysm 

1 

Mitral  valve  replacement 

and  graft 

_2 

Total 

17 

4.  Engorgement  of  pulmonary  capillaries 

5.  Hyaline  membrane  formation 

6.  Free  mononuclear  cells  in  alveoli 
B.  Electronmicroscopy 

1.  Leukocyte  migration 

2.  Free  plasmacytes  II  in  alveoli 

3.  Vacuolization  of  plasmacytes  II 

The  ages  ranged  from  thirty-nine  to  sixty-seven 
years.  Preoperatively,  each  individual  was  ques- 
tioned about  smoking  habits,  cough,  sputum  pro- 
duction, and  symptoms  suggestive  of  congestive 
heart  failure.  Ventilatory  studies,  arterial  blood 
gas  analyses,  left  ventricular  end-diastolic  pres- 
sure, cardiac  output,  and  left  ventricular  ejection 
fraction  were  available. 

The  following  information  was  recorded  at  or 
after  surgery:  perfusion  time;  the  period  between 
the  operation  and  the  development  of  the  syn- 
drome; the  presence  of  shock;  central  venous  pres- 
sure; cardiac  output;  arteriovenous  oxygen  differ- 
ence; plasma  oncotic  pressure;  chest  roentgeno- 
graphic  findings;  and  modalities  of  treatment. 
The  other  group  of  125  patients  who  did  not  devel- 
op the  syndrome  were  used  as  controls.  The  pre- 
operative cardiopulmonary  assessment  was  similar 
in  all  cases.  They  had  cardiopulmonary  bypass 
using  Sarns  roller  pump  with  the  Travenol  dispos- 
able bubble  oxygenator  reservoir.  A microfilter 
(Swank)  was  intercalated  in  the  arterial  line.  All 
the  systems  were  primed  with  Ringer’s  lactate. 
The  blood  flow  was  maintained  at  2.2  liters  per 
minute  per  square  meter  of  body  surface  at  32  to 
35°C.  with  a minimum  mean  perfusion  pressure  of 


60  mm.  Hg.  During  bypass  the  left  ventricle  was 
adequately  vented,  and  the  lungs  were  kept  stati- 
cally inflated  with  a mixture  of  nitrous  oxide  and 
oxygen  50:50  at  10  cm.  water  pressure.  Ventila- 
tion was  routinely  done  after  surgery  with  a vol- 
ume-control respirator  for  a period  of  from  twelve 
to  twenty-four  hours.  The  patients  were  extubat- 
ed  on  the  day  following  surgery,  when  their  circu- 
latory status  was  stable  and  trial  on  a Briggs  tube 
demonstrated  adequate  air  exchange  and  satisfac- 
tory blood  gas  values.  After  extubation,  all  pa- 
tients received  supplemental  oxygen  by  cannula 
and  periodic,  intermittent,  positive-pressure 
breathing  treatments. 

Results 

Preoperative  data.  Thirteen  of  17  patients,  76 
per  cent,  had  a smoking  history.  Four  patients 
smoked  more  than  1 pack  of  cigarettes  a day  for 
more  than  ten  years,  and  2 of  them  had  a produc- 
tive cough  at  the  time  of  surgery.  Four  had  never 
smoked.  In  the  control  group,  a similar  rate  of 
smoker  and  nonsmoker  was  found,  92  out  of  125 
patients,  or  73  per  cent.  Six  of  the  17,  35  per  cent, 
who  developed  the  acute  respiratory  syndrome 
had  been  in  overt  congestive  heart  failure  during 
the  preoperative  period.  In  the  control  group,  12 
patients,  9 per  cent,  had  occurence  of  congestive 
heart  failure  prior  to  operation.  Preoperative 
studies  of  the  17  patients’  cardiorespiratory  status 
are  shown  in  Table  II.  No  significant  difference 
was  found  in  both  groups  with  the  exception  of  left 
ventricular  failure,  an  incidence  of  35  per  cent  ver- 
sus 9 per  cent. 

Postoperative  data.  Three  episodes,  or  28  per 
cent,  of  shock  were  observed  in  the  study  group  of 
17  patients  immediately  after  surgery  for  a period 
ranging  between  two  to  twenty-four  hours.  All 
were  thought  to  be  cardiogenic  in  origin.  In  the 
control  group  of  125  patients,  only  7 episodes  of 
shock  of  different  cause  were  observed,  an  inci- 
dence of  5 per  cent  lacking  the  criterion  of  respira- 
tory distress  syndrome.  The  time  of  cardiopulmo- 
nary bypass  was  similar  in  both  groups  and  ranged 
from  fifty-three  to  one  hundred  fifty-one  minutes. 
Mean  cardiopulmonary  bypass  time  was  ninety- 
seven  minutes  in  the  control  group  and  one  hun- 
dred minutes  in  the  study  group.  The  silent  peri- 


TABLE  II.  Preoperative  data  of  cardiorespiratory  status 


Data 

Number 

of 

Patients 

Within 

Normal 

Limits 

Abnormal 

Cardiac  output 

16 

10 

1 6(l  2 L.  per  minute  per  square  meter 
of  body  surface) 

Left  ventricle  ejection  fraction 

17 

9 

4 8(4  40  per  cent) 

Left  ventricle  end-diastolic  pressure 

17 

12 

t 5 (<  1 5 mm.  Hg) 

Vital  capacity 

14 

13 

4.  1 (4  10  ml.  per  kilogram) 

Forced  expiratory  volume/vital  capacity  X 100 

14 

11 

4 3 (>70  per  cent) 

Arterial  blood  gases 

17 

15 

2 (4  arterial  oxygen  pressure  70  mm.  Hg) 
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TABLE  III.  X-ray  changes  with  abnormal  pattern 


Finding 

Number 

of 

Patients 

Time  of 
Diagnosis 
(Post- 
operative 
Days) 

CAE* 

6 

0 to  1 

cvit 

3 

0 

CVI  + AE** 

2 

0 to  1 

CVI  + IE+t 

3 

1 to  2 

CVI  + AE  + IE 

3 

1 to  2 

* Central  alveolar  edema. 

t Central  vascular  increase. 

* * Alveolar  edema, 
tt  Interstitial  edema. 


od,  or  phase  between  surgery  and  the  development 
of  the  acute  respiratory  distress  syndrome,  ranged 
from  eight  to  sixty  hours,  with  a mean  of  thirty- 
one  hours,  based  on  clinical  and  laboratory  crite- 
ria. The  postoperative  chest  x-ray  films  support- 
ed these  findings,  as  shown  in  Table  III,  ranging 
from  central  alveolar  edema  to  alveolar  edema 
with  interstitial  edema  (Fig.  1).  The  arterial  oxy- 
gen pressure,  pH,  and  arterial  carbon  dioxide  pres- 
sure in  a representative  patient  with  the  acute  re- 
spiratory syndrome  is  depicted  in  Fig.  2.  Hypoxe- 
ma  and  respiratory  alkalosis  are  evident  initially 
prior  to  and  often  during  the  development  of  the 
syndrome,  while  during  the  terminal  stages  of  the 
respiratory  distress  syndrome,  prior  to  death,  all 
developed  gradually  increasing  hypoxia,  hypercar- 
bia,  and  severe  respiratory  and  metabolic  acidosis. 
All  the  patients  showed  elevated  central  venous 
pressure,  11  of  14  patients  had  diminished  cardiac 
output,  and  high  arteriovenous  oxygen  difference 
appeared  in  15  of  17  patients.  High  central  ve- 
nous pressure  with  a low  cardiac  output  and  high 
arteriovenous  oxygen  difference  were  considered 
signs  of  cardiac  insufficiency  (Table  IV).  Nine  of 
the  17  patients,  53  per  cent,  died  from  three  to  ten 
days  after  surgery  with  characteristically  severe 
hypoxemia  and  hypercarbia.  Postmortem  exami- 
nation in  7 cases  failed  to  substantiate  the  changes 
described  specifically  with  postperfusion  lung  syn- 
drome,1 2 3 4 5 leukocyte  migration  and  marginalization, 
and  free  mononuclear  cells  in  alveoli,  but  they 
have  shown  capillary  vascular  congestion  with  pul- 
monary interstitial  edema. 

Treatment 

On  the  recognition  of  respiratory  distress  syn- 
drome or  postperfusion  lung  syndrome,  mechani- 
cal ventilation  was  started.  Indications  for  me- 
chanical ventilation  were  as  follows: 

1.  A carbon  dioxide  pressure  t 55  mm.  Hg 

2.  An  oxygen  pressure  1 80  F i oxygen  50  per  cent 

3.  Deadspace-tidal  volume  t 50  per  cent 

4.  Inspiratory  force  i 20  cm.  water 

5.  Respiratory  rate  1 40  per  minute 


FIGURE  1.  (A)  Acute  fairly  symmetric  alveolar  ederric 

with  definite  central  vascular  increase.  Radiographic  pic 
ture  is  that  of  left  ventricular  failure.  (B)  Acute  pulmonary 
edema  with  inappropriate  distribution  probably  related  tc 
patient  positioning  and/or  preexisting  lung  disease. 


6.  Vital  capacity  j 10  ml.  per  kilogram 

7.  Alveolar-arterial  oxygen  difference  t 300  mm 
Hg 

This  was  accomplished  by  the  utilization  of  : 
volume-control  respirator  to  deliver  a tidal  volume 
of  12  to  15  ml.  per  kilogram  at  a rate  of  14  to  12  cy 
cles  per  minute.  Attempts  to  maintain  arteria 
carbon  dioxide  pressure  were  made  within  th 
range  of  30  to  40  mm.  Hg.  Morphine,  diazeparr 
and  tubocurarine  chloride  were  given  as  necessar 
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with  F,02  60% 

FIGURE  2.  Arterial  oxygen  pressure,  pH,  and  arterial 
carbon  dioxide  pressure  changes  in  representative  patient 
during  full  development  and  recovery  of  acute  respiratory 
distress  syndrome. 


to  control  respiration.  Tracheostomy  was  per- 
formed in  14  patients  because  of  the  necessity  for 
maintaining  prolonged  mechanical  ventilation. 
Inspired  oxygen  concentration  was  adjusted  to 
provide  a minimum  arterial  oxygen  pressure  of  70 
mm.  Hg.  Positive  end-expiratory  pressure  of  5 to 
10  cm.  water  was  used  in  all  of  the  17  patients  for 
twelve  to  seventy-two  hours.  All  the  patients 
were  managed  with  vigorous  medical  therapy 
which  included  inotropic  support  with  digitalis, 
glucagon,  dopamine,  isoproterenol  (Isuprel)  and 
epinephrine,  diuretics,  chest  physiotherapy,  and  in 
4 patients  hydrocortisone  was  used  in  addition. 
Salt-free  albumin  was  administered  adequately  to 
maintain  each  patient  immediately  after  surgery, 
and  in  5 patients  additional  doses  were  given  at 
twenty-four  and  forty-eight  hours  to  correct  the 
low  plasma  oncotic  pressure.  Treatment  of  post- 
perfusion lung  syndrome  is  summarized  as  follows: 

Mechanical  ventilation 
Volume  control  respirator 
PEEP  (Positive  end  expiratory  pressure) 
Tracheostomy 
Inotropic  support 
Digitalis 


Glucagon 

Isoproterenol 

Epinephrine 

Dopamine 

Diuretics 

Adequate  hematocrit 

Albumin 

Corticoids 

Antibiotics 

Physiotherapy 

To  be  considered 

Intra  aortic  balloon  pumping 
Extracorporeal  membrane  oxygenator 

Comment 

There  is  no  uniform  agreement  as  to  the  exact 
course  of  respiratory  distress  syndrome  following 
cardiopulmonary  bypass  procedures.  A number 
of  factors  may  be  responsible  for  producing 
changes  in  the  lung,  since  its  ability  to  react  to  in- 
jury is  limited.  Homologous  blood  transfusion, 
ventilators,  oxygen  toxicity,  trauma,  ischemic 
damage  during  shock,  a deficit  of  surfactants, 
overhydration,  oncotic  pressure  changes,  emboli, 
and  platelet  aggregation  in  the  blood  were  impli- 
cated as  etiologic  factors  in  the  traditional  post- 
perfusion lung  syndrome.  These  factors  were 
eliminated  with  careful  up-to-date  management. 

Our  patients  were  perfused  with  complete  he- 
modilution.  A minimal  amount  of  blood  was  used, 
2 to  3 units  on  average,  and  the  plasma  hemoglo- 
bin was  routinely  less  than  100  mg.  per  100  ml.2-6 
Multiple  transfusion,  particularly  if  hemolysis  oc- 
curs, can  produce  intravascular  clotting  and  plate- 
let aggregation. 

Ventilators  should  not  damage  the  lung  if  used 
with  adequate  safeguards  to  provide  proper  venti- 
lation at  reasonable  pressures  and  humidification 
and  without  undue  airway  contamination.  Oxy- 
gen toxicity  is  a well-documented  cause  of  lung 
damage  but  cannot  be  implicated  in  the  initial 
pulmonary  changes.7-9 

Surfactant  production  has  been  considered  to  be 
the  factor  responsible  for  progressive  development 
of  atelectasis,  but  its  primary  role  in  the  produc- 
tion of  the  lung  lesion  is  unlikely.10-12  Microem- 


TABLE  IV.  Postoperative  course,  first  seventy-two  hours 


Number  Within 

of  Normal 

Data  Patients  Limits  Abnormal 


Blood  pressure 

17 

14 

4 3 (i  90  mm.  Hg) 

Cardiac  output 

14 

3 

4 11  (1  2 L.  per  minute  per  square  meter 

Arteriovenous  oxygen  difference 

17 

2 

body  surface 

t 15  (t  4 volume  per  cent) 

Plasma  oncotic  pressure 

17 

12 

4 5 (4  25  cm.  water) 

Silent  period 

17 

* 

Bypass  time 

17 

t 

Central  venous  pressure 

17 

5 

12  (t  25  cm.  water) 

* Eight  to  60  hours;  average  31  hours. 
T Fifty-three  to  151  minutes;  average 

100  minutes. 
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bolization  can  be  due  to  platelet  aggregation,  fat, 
collagen,  and  other  tissue  fragments.1’13’14  Most 
of  them  are  eliminated  by  the  use  of  microfilters  in 
the  arterial  line.14 

Overhydration  has  to  be  carefully  avoided  in  the 
presence  of  clinical  shock  often  associated  with  de- 
creased oncotic  pressure. 

The  combination  will  lead  to  iatrogenic  pulmo- 
nary edema. 

Left  ventricular  failure,  determined  by  low  car- 
diac output,  low  blood  pressure,  high  central  ve- 
nous pressure  or  increased  pulmonary  artery  to 
wedge  pressure,15  and  high  arteriovenous  differ- 
ence, was  the  only  common  factor  found  in  most  of 
our  patients  with  acute  respiratory  syndrome. 
The  presence  of  left  ventricular  failure,  increased 
left  atrial  pressure,  pulmonary  engorgement,  and 
intra-alveolar  fluid  have  all  been  shown  to  ad- 
versely affect  the  pulmonary  compliance  and  sur- 
factant tension  properties  of  the  lung.  These  re- 
sults led  us  to  consider  that  the  left  ventricular 
failure  could  be  the  triggering  mechanism  for  the 
development  of  well-known  pathogenesis  of  post- 
perfusion lung  syndrome.16 

The  previously  enlisted  factors  all  seem  to  con- 
tribute but  are  only  activated  by  the  left  ventricu- 
lar failure  trigger  mechanism.  Nevertheless, 
under  certain  circumstances  these  factors  may  be 
alone  the  cause  of  the  traditional  postperfusion 
lung  syndrome,  such  as  fat  embolism,  low  oncotic 
pressure,  and  so  forth.  By  early  recognition  and 
more  aggressive  treatment  of  left  ventricular  fail- 
ure, the  respiratory  distress  syndrome  can  fre- 
quently be  avoided.  If  the  treatment  of  left  ven- 
tricular failure  is  started  too  late  or  response  is  de- 
layed, a full-blown  postperfusion  lung  syndrome- 
like picture  will  develop.  Correct  fluid  balance, 
normal  oncotic  pressure,  controlled  ventilation,  in- 
stitution of  end-expiratory  pressure,  and  other 
therapeutic  interventions  may  help  to  reverse  the 


Alcohol-induced  testicular  atrophy 

Chronic  alcoholic  males  with  advanced  liver  disease 
often  suffer  testicular  atrophy,  and  studies  have  also  shown 
reductions  in  plasma  testosterone  levels  of  over  50  per  cent. 
This  hypogonadism  was  formerly  believed  due  to  the  as- 
sociated liver  disease,  hut  it  has  been  recently  observed  that 
it  can  occur  in  chronic  alcoholics  long  before  the  liver  dis- 
ease manifests  itself.  This  raises  2 questions:  (a)  what 
alterations  in  physiology  or  biochemistry  have  provoked 
the  histologic  and  endocrine  abnormalities  in  alcoholics, 
and  (b)  is  alcohol  a primary  testicular  toxin?  This  study 


apparent  incipient  cases  of  classic  postperfusion 
lung  syndrome. 
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of  laboratory  animals  was  undertaken  in  the  hope  of  find 
ing  some  clues  to  these  problems.  The  findings  indicat 
that  the  caloric  deprivation  associated  with  chronic  alec 
holism  is  not  responsible  for  gonadal  injury  and  atroph 
of  the  sex  steroid-sensitive  tissues  in  alcohol-fed  animal: 
The  model  provided  a useful  means  of  directly  examinin 
the  disturbance  of  gonadal  function  in  man  consequent  o 
chronic  ethanol  ingestion,  confirming  the  authors’  previoi 
data  suggesting  that  ethanol  is  a primary  testicular  toxii 
Van  Thiel,  D.  H.,  et  al.:  Gastroenterology  69:  326  (Aug 
1975 
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In  serious  gram-negative  infections* 

Three  good  reasons 
to  initiate  therapy  with 
Garamycin  Injectable 

(gentamicin  sulfate) 


1.  Unique  spectrum. 


2.  Incidence  of  bacterial 
resistance  is  low  and  has 
not  increased  significantly. 


3.  Relatively  low  order  of 
adverse  renal  and  eighth 
nerve  reactions  when  used 
as  directed. 


*Due  to  susceptible  organisms 


1.  Unique  spectrum 


Proteus 

species, 

indole- 

negative 


Garamycin  Injectable 
(gentamicin  sulfate)  is 
active  against  susceptible 
strains  of  seven  major 
gram-negative  pathogens. 

These  are: 


Proteus 

species, 

indole- 

positive 


Escherichia  coli 
Proteus,  indole-negative 
Proteus,  indole-positive 
Pseudomonas  aeruginosa 
Klebsiella  j 

Enterobacter  species 
Serratia  ) 

Garamycin  Injectable  is  also  highly 
effective  against  susceptible  strains 
of  Staphylococcus  aureus  and  may 
be  considered  when  penicillins  are 
contraindicated. 


Escherichia 

coli 


Pseudomonas  Klebsiella  Enterobacter 
aeruginosa 


2.  Incidence  of  bacterial  resistance  ii 
low  and  has  not  increased  significant 


In  vitro  susceptibility 
virtually  unchanged 


are  not  necessarily  indicative 
of  clinical  effectiveness 


In  a five-year  study1  in  over  180  hospis, 
gram-negative  pathogens  identified  ai 
tested  demonstrated  high  susceptibili  to 
garamycin.  From  1971  through  1975  i 
there  was  virtually  no  change  in  the 
percentage  of  strains  of  major  gram-  I 
negative  pathogens  susceptible  to 

GARAMYCIN. 

In  the  seven  or  eight  years’  experie  e 
of  one  investigator2  where  gentamicir  as 
been  restricted  to  parenteral  use, 
resistance  has  not  appreciably  chang 

Resistance  has  been  demonstrated 
develop  slowly  in  stepwise  fashion.  N 
one-step  mutations  to  high  resistance  i« 
been  reported. 
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5.  Relatively  low  order  of  adverse 
enal  and  eighth  nerve  reactions 
vhen  used  as  directed. 


adverse  renal  reactions 

ie  risk  of  adverse  renal  reactions  is  low  in 
itientswith  normal  renal  function.  Usually 
anifested  by  nitrogen  retention  as  evidenced 
' a rising  BUN  and  creatinine,  they  occur 
cst  often  in  patients  with  pre-existing  renal 
image  and  ^ in  patients  receiving 
kjerthan  recommended  doses 

I treated  for  flj  longer  periods  of  time  than 
icommended.  m See  Warning  Box  below. 
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Adverse  eighth  nerve  reactions 

The  incidence  of  adverse  eighth  nerve  reactions  with 
garamycin  Injectable  is  relatively  low.  When  occurring, 
the  effect  is  predominantly  on  the  vestibular  branch 
of  the  eighth  cranial  nerve,  resulting  in  vestibular 
dysfunction  with  vertigo  and  tinnitus.  These  symptoms 
have,  in  many  cases,  been  transitory.  The  known  effect 
on  the  auditory  branch  to  date  mostly  has  involved 
only  the  high-frequency  hearing  ranges.  See  Vterning 


A logical  choice 

in  serious  gram-negative  infections* 

pneumonia 
urinary  tract  infections 
septicemia 
wound  infections 


+ Due  to  susceptible  organisms 


Garamycin 

Qentamicin#sulfate8 


I.M./I.V. 


gentamicin 
injectable 


80mg/2ml 


40  mg  /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Iniectable  should  be 
under  close  clinical  observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug 
Ototoxicity,  both  vestibular  and  auditory,  can  occur 
in  patients,  primarily  those  with  pre-existing  renal  damage, 
treated  with  GARAMYCI N Injectable,  usually  for  longer 
periods  or  with  higher  doses  than  recommended 
GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and 
this  should  be  kept  in  mind  when  it  is  used  in  patients  with 
pre-existing  renal  impairment 
Monitoring  of  renal  and  eighth  nerve  function  is  recom- 
mended during  therapy  of  patients  with  known  impairment 
ot  renal  function  This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of  therapy  who 
develop  evidence  of  nitrogen  retention  (increasing  BUN, 
NPN.  creatinine  or  oliguria)  Evidence  of  ototoxicity  re- 
quires dosage  adjustments  or  discontinuance  of  the  drug 


In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of  gentamicin 
from  the  blood 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  1 2 meg. /ml 
should  be  avoided 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic 
drugs,  oarticularly  streptomycin,  neomycin  kanamycin 
cepnaioridine  viomycin.  polymyxin  B,  and  polymyxin  E 
(colistin),  should  be  avoided 

The  concurrent  use  ot  gentamicin  with  potent  diuretics 
should  be  avoided,  since  certain  diuretics  by  themselves 
may  cause  ototoxicity  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in  gentamicin 
serum  level  and  potentiate  neurotoxicity 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has 
not  been  established 


See  Clinical  Considerations  section  which  follows 


A logical  choice 

in  serious  gram-negative  infections 


GARAMYCIN*  Injectable.  brand  of  gentamicin 
sulfate.  U.S.P..  injection.  40  mg.  per  ml. 

Each  ml.  contains  gentamicin  sulfate.  U.S.P.  equivalent 
to  40  mg.  gentamicin. 

For  Parenteral  Administration. 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN.  NPN,  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
toneal dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  meg. /ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or 
nephrotoxic  drugs,  particularly  streptomycin, 
neomycin,  kanamycin.  cephaloridine, 
viomycin,  polymyxin  B.  and  polymyxin  E 
(colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is  indi- 
cated. with  due  regard  for  relative  toxicity  of  antibiotics, 
in  the  treatment  of  serious  infections  caused  by 
susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa.  Proteus  species 
(indole  positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella-EnterobacterSerratia 
species. 

Clinical  studies  have  shown  GARAMYCIN  Inject 
able  to  be  effective  in  septicemia  and  serious  infections 
of  the  central  nervous  system  (meningitis),  urinary 
tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 


Bacteriologic  tests  to  determine  the  causative  organ- 
isms and  their  susceptibility  to  gentamicin  should  be 
performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion:  there  have  been  no  one-step  muta- 
tions to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis. 
GARAMYCIN  may  be  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
severity  of  the  infection,  and  the  important  additional 
concepts  contained  in  the  Warning  Box 

For  suspected  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  may  be  administered  in 
conjunction  with  a penicillin-type  drug.  Following  iden- 
tification of  the  organism  and  its  susceptibility,  appro- 
priate antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin  type  drug  is  also  usually  indi- 
cated as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg- 
ment indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi 
tivity  to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box 
PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg./kg.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro 
priate  therapy  is  indicated. 

ADVERSE  REACTIONS: 

Nephrotoxicity:  Adverse  renal  effects,  as  demon 
strated  by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and/or  prolonged 
therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for  longer 
periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
gentamicin,  include  increased  serum  transaminase 
(SGOT.  SGPT),  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium;  splenomeg 
aly.  anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo 
cytopenia,  purpura:  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema: 
nausea,  vomiting,  headache,  increased  salivation,  leth 
argy  and  decreased  appetite,  weight  loss,  pulmonary 
fibrosis,  hypotension  and  hypertension. 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Injectable  maybe  given  intramu; 
or  intravenously. 

For  Intramuscular  Administration: 

Patients  with  normal  renal  function 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serioi 
infections  and  normal  renal  function  is  3 mg.,  k 
administered  in  three  equal  doses  every  8 hour 
For  patients  weighing  over  60  kg.  ( 132  lb.),  th 
dosage  is  80  mg.  (2  ml.)  three  times  daily.  For  p < 
weighing  60  kg.  ( 132  lb.)  or  less,  the  usual  dosa  ' 
60  mg.  ( 1.5  ml.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dc  i 
up  to  5 mg./kg./ day  may  be  administered  in  th  i 
four  equal  doses.  This  dosage  should  be  reduo  i 
3 mg./kg./day  as  soon  as  clinically  indicated. 

In  children  and  infants,  the  newborn,  and p.  | 
with  impaired  renal  function,  dosage  must  be  a ! 
in  accordance  with  instructions  set  forth  in  the 
Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  CARAM1! 
Injectable  is  recommended  in  those  circumstai  i 
when  the  intramuscular  route  is  not  feasible  (e 
patients  in  shock,  with  hematologic  disorders.  \ i 
severe  bums,  or  with  reduced  muscle  mass).  I 
For  intravenous  administration  in  adults,  a si  It 
dose  of  GARAMYCIN  Injectable  may  be  dilute  |t 
or  200  ml.  of  sterile  normal  saline  or  in  a sterile  li 
tion  of  dextrose  5%  in  water;  in  infants  and  chi  Si 
the  volume  of  diluent  should  be  less.  The  cone  Bi 
tion  of  gentamicin  in  solution  in  both  instance:  o 
normally  not  exceed  1 mg./ml.  (0.1%).  The  so  p 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous  ad  iti 
tration  is  identical  to  that  recommended  for  in  1 1 
muscular  use. 

GARAMYCIN  Injectable  should  not  be  phy  ill 
premixed  with  other  drugs,  but  should  be  adrr  ;l* 
separately  in  accordance  with  the  recommenc  lit 
of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectab 
40  mg.  per  ml.  is  supplied  in  2 ml.  (80  mg.)  m d 
dose  vials  and  in  1.5  ml.  (60  mg.)  and  2 ml.  (8  nj 
disposable  syringes  for  parenteral  administrat . 
Also  available.  GARAMYCIN  Pediatric  Inje  all 

10  mg.  per  ml.  supplied  in  2 ml.  (20  mg.)  mu!  el 
dose  vials  for  parenteral  administration.  1 1 
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For  more  complete  prescribing  details,  n* 
Package  Insert  or  Physicians’  Desk  Ref  nc 
Schering  literature  is  also  available  froi  ’0* 
Schering  Representative  or  Professions 
Services  Department,  Schering  Corpor  on 
Kenilworth,  New  Jersey  07033. 
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injectable 


40  mg  /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


’Due  to  susceptible  organisms 


The  ability  of  calcium  gluconate,  isoproterenol,  so- 
dium bicarbonate,  and  atropine  sulfate  to  sustain  the 
growth  of  Staphylococcus  aureus,  Pseudomonas 
aeruginosa,  and  Klebsiella  pneumoniae  was  inves- 
tigated. These  organisms  are  commonly  associated 
with  nosocomial  infections,  and  these  drugs  are  fre- 
quently used  in  cardiopulmonary  resuscitation.  The 
growth  pattern  observed  depended  on  both  the  or- 
ganism and  the  medication  When  these  medica- 
tions are  prepared  in  advance  of  use  and  allowed  to 
stand,  accidental  contamination  may  place  the  re- 
cipient of  the  medication  at  risk  of  infection. 
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It  has  become  routine  nursing  practice  at  Mor- 
risania  City  Hospital  and  at  other  New  York  City 
hospitals  to  draw  up  into  syringes  medications  po- 
tentially required  under  the  emergency  conditions 
of  cardiac  arrest.  These  prefilled  syringes  are 
maintained  at  room  temperature  for  a period  of 
twenty-four  hours,  and,  if  unused,  the  syringes  and 
their  contents  are  discarded  and  new  syringes  are 
prepared.  Because  of  the  ever-increasing  problem 
of  nosocomial  infections,*  we  investigated  the  re- 
sult of  deliberate  contamination  of  these  medica- 
tions with  organisms  likely  to  be  introduced  as 
contaminants  if  there  was  a break  in  sterility  dur- 
ing the  preparative  procedure. 

Materials  and  methods 

Aliquots  of  overnight  broth  cultures  of  Pseu- 
domonas aeruginosa,  Klebsiella  pneumoniae,  and 
Staphylococcus  aureus  were  inoculated  in  test  so- 
lutions and  control  broth  to  yield  a final  dilution 
of  the  culture  of  1:100,000.  The  organisms  used 
were  recent  isolates  from  clinical  specimens  in  the 
microbiology  laboratory.  The  culture  medium 
used  was  tryptic  soy  broth,  and  the  test  solutions 
were  calcium  gluconate  100  mg.  per  milliliter,  iso- 
proterenol 0.2  mg.  per  milliliter,  atropine  sulfate 
0.4  mg.  per  milliliter,  and  sodium  bicarbonate  44.6 
mEq.  per  50  ml. 

The  organisms  in  the  test  solutions  and  control 

* Petersdorf,  R.  G.:  Nosocomial  infections,  in  Wintrobe,  M. 
M.,  et  al.,  Eds.:  Harrison’s  Principles  of  Internal  Medicine, 
"th  ed.,  New  York,  McGraw-Hill,  1974,  p.  730. 


broth  were  incubated  at  room  temperature,  and  at 
zero  time,  fifteen  minutes,  thirty  minutes,  one 
hour,  two  hours  and  four  hours,  0.001-ml.  aliquots 
were  plated  on  5 per  cent  sheep  blood  agar  and  in- 
cubated for  eighteen  to  twenty-four  hours.  The 
total  number  of  colonies  were  counted  in  tripli- 
cate, and  the  results  were  averaged  (Table  I). 

Results 

Table  I indicates  the  manner  in  which  the  test 


TABLE  I.  Number  of  colonies 


Medication 
(Time  of 
Incubation) 

Staphylo- 

coccus 

Aureus 

Pseudo- 

monas 

Aerugi- 

nosa 

Klebsi- 
ella Pneu- 
moniae 

Calcium 

gluconate 

0 

90 

110 

115 

1 hour 

75 

95 

100 

2 hours 

75 

175 

185 

4 hours 

170 

>200 

>200 

Sodium 

bicarbonate 

0 

100 

100 

90 

1 hour 

50 

85 

89 

2 hours 

63 

92 

107 

4 hours 

65 

60 

112 

Atropine 

sulfate 

0 

50 

95 

80 

15  minutes 

30 

54 

20 

30  minutes 

5 

0 

0 

1 hour 

1 

0 

0 

2 hours 

0 

0 

0 

Isoproterenol 

0 

65 

90 

95 

15  minutes 

50 

50 

73 

30  minutes 

20 

30 

73 

1 hour 

20 

13 

50 

2 hours 

20 

2 

1 

4 hours 

0 

0 

0 

Control  broth 

0 

110 

120 

15  minutes 

80 

110 

120 

30  minutes 

80 

120 

150 

1 hour 

100 

>200 

200 

2 hours 

100 

>200 

>250 

4 hours 

>100 

>200 

>250 
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organisms  survived  in  the  test  solutions.  Atropine 
sulfate  and  isoproterenol  appear  to  be  bactericidal 
for  all  test  organisms.  The  effect  of  atropine  was 
almost  immediate,  while  that  of  isoproterenol  was 
delayed.  Calcium  gluconate  demonstrated  a stim- 
ulative effect  on  bacterial  growth  after  an  initial 
lag  phase.  The  multiplication  of  the  organisms  in 
calcium  gluconate  was  comparable  to  that  in  the 
control  broth.  Sodium  bicarbonate  was  interme- 
diate in  effect  between  calcium  gluconate  and  the 
atropine  and  isoproterenol  solutions.  In  the  sodi- 
um bicarbonate  the  colony  counts  decreased  slow- 
ly or  not  at  all  during  the  period  of  incubation. 

Comment 

The  results  of  this  investigation  indicate  that 
small  numbers  of  some  of  the  organisms  associated 
with  nosocomial  infections  remain  viable  and  may 
multiply  after  their  introduction  into  solutions  of 
medications  which  may  be  used  under  emergency 
conditions.  It  is  especially  frightening  to  observe 
growth  and  multiplication  of  organisms  in  calcium 


Trends  in  the  N.Y.C.  abortion  program — 
1971-1974 

Jean  Pakter,  M.D.,  Director  of  the  Health  Department’s 
Maternity  Services  and  Family  Planning  unit  has  released 
statistics  indicating  that  the  total  number  of  abortions 
performed  in  New  York  City  in  1974  has  declined  since  the 
January,  1973,  Supreme  Court  decision,  which  liberalized 
abortion  laws  nationwide.  She  said,  “The  decline  is  due 
entirely  to  the  ability  of  nonresidents  to  obtain  an  abortion 
outside  New  York.  Although  there  has  been  an  overall 
decline,  abortions  performed  on  city  residents  have  been 
steadily  increasing.  By  1974,  they  accounted  for  70  per 
cent  of  all  abortions  in  the  city.” 

Dr.  Pakter  lauded  New  York  City  clinics  and  hospitals 
for  providing  prompt,  safe,  and  sensitive  care  to  more  than 
600,000  women  since  liberalized  abortion  went  into  effect 
in  New  York  State.  “While  this  is  encouraging,  we  will 
continue  to  stress  counselling  and  educational  efforts 
provided  by  city  family  planning  agencies,”  she  stated. 

The  Health  Department  statistics  point  up  several  im- 
portant factors,  particularly  about  abortions  for  city  resi- 
dents. 

* An  increasing  number  of  New  York  City  women  are 
seeking  early  terminations,  that  is,  during  the  first  tri- 
mester or  twelve  weeks  of  pregnancy.  This  time  period  is 
considered  the  safest  during  which  to  have  an  abortion. 
During  1973,  64,514  or  84.8  per  cent  had  first  trimester 
abortions. 

This  rose  to  72,246  or  86.4  per  cent  in  1974. 

* New  York  City  women  in  their  twenties  account  for  the 


gluconate  and  prolonged  survival  of  viable  organ- 
isms in  sodium  bicarbonate,  since  both  of  these 
medications  are  frequently  administered  during 
cardiac  resuscitation.  Even  the  delayed  bacterici- 
dal effects  of  isoproterenol  permits  the  potential 
injection  of  viable  organisms  up  to  two  hours  after 
preparation. 

Under  the  trying  circumstances  of  cardiopulmo- 
nary resuscitation,  death  or  subsequent  infection 
is  usually  attributed  to  the  underlying  disease  pro- 
cess or  other  maneuvers  and  rarely,  if  ever,  to  the 
possible  contamination  of  the  life-saving  medica- 
tions used.  In  light  of  our  findings  this  attitude 
may  no  longer  be  reasonable. 

In  addition,  the  procedure  of  preparing  and 
then  discarding  the  unused  medications  and  sy- 
ringes every  twenty-four  hours  is  wasteful  of 
supplies.  Thus,  for  economic  and  medical  reasons 
this  practice  should  cease. 

168th  Street  and  Gerard  Avenue 
The  Bronx,  New  York  10452 
(DR.  MATZ) 


greatest  number  of  abortions  for  residents.  However,  the 
proportions  of  teenagers  getting  abortions  has  gradually 
increased  from  17.3  per  cent  in  1971, 18.9  per  cent  in  1972, 
19.8  per  cent  in  1973,  to  20.0  per  cent  in  1974. 

* The  number  of  fatalities  associated  with  abortions  has 
continued  to  decline.  In  1969  (the  year  prior  to  the  liber- 
alization of  New  York’s  abortion  law)  24  deaths  occurred 
due  to  illegal  abortions.  After  the  liberalization  of  the  law,  ; 
there  were  6 deaths  in  1970,  6 in  1971,  5 in  1972,  and  6 in 

1973.  Only  1 death  occurred  in  1974,  following  a termi- 
nation of  a twenty-four-week  pregnancy.  For  illegal 
abortions  during  this  time  period,  there  were  6 deaths  in 
1970,  3 in  1971,  9 in  1972,  1 in  1973,  and  none  reported  in 

1974. 

* There  have  been  changes  in  the  pattern  of  use  by  New 
York  City  residents  of  facilities  which  perform  abortions. 
In  1971,  less  than  16  per  cent  of  all  these  abortions  were 
performed  in  free  standing  clinics.  But  by  1974,  this 
percentage  had  increased  to  almost  42  per  cent. 

Free  standing  clinics  are  permitted  to  do  abortions  onlj 
up  to  the  first  trimester  of  pregnancy.  Thereafter,  abor 
tions  must  be  done  in  a hospital.  There  has  been  a pro 
portionate  decline  in  the  use  of  hospitals  for  early  term! 
nations. 

Dr.  Pakter  observed,  “Although  New  York  City  has  t 
good  safety  record  with  regard  to  abortions,  and  mori 
women  are  learning  the  importance  of  obtaining  abortion; 
at  an  early  stage  of  pregnancy,  we  would  like  to  see  womei 
who  are  not  planning  pregnancy,  avail  themselves  of  ade 
quate  contraception  and  family  planning  services  anc 
thereby  reduce  the  need  for  abortions.” 
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Acupuncture  has  been  advocated  as  a successful 
mode  of  therapy  for  many  pain  syndromes.1-3 
Travelers  to  the  Far  East  have  returned  with  en- 
thusiastic reports  of  the  use  of  acupuncture  in 
place  of  conventional  anesthetics  for  many  major 
and  minor  surgical  procedures.4-6  Reports  from 
China  have  also  cited  the  efficacy  of  acupuncture 
as  an  anesthetic  modality.7 

Of  course,  since  the  days  of  the  Yellow  Emperor 
and  his  physician,  Chi  Po,  this  ancient  art  has 
been  used  to  achieve  or  maintain  the  Way  or  the 
Tao.8  Its  successful  use  in  all  types  of  chronic- 
pain  syndromes  has  been  documented  in  many 
countries.9 

Over  the  past  two  years,  three  research  pro- 
grams have  been  instituted  at  our  hospital  to  test 
the  value  of  acupuncture  for  pain  relief.  The  first 
program  concerned  itself  with  testing  acupuncture 
and  local  anesthesia  in  dental  practice  and  with  at- 
tempting to  correlate  any  effectiveness  with 
suggestibility.  The  second  protocol  was  set  up  to 
study  the  effect  of  acupuncture  for  postoperative 
pain  relief.  Both  these  studies  concerned  them- 
selves with  acute  pain. 

The  third  program  was  a study  of  the  value  of 
acupuncture  in  various  chronic-pain  syndromes  in 
an  outpatient  setting. 

All  the  subjects  in  the  study  were  treated  at  a 
large  municipal  hospital  in  the  City  of  New  York, 
and  we  can  thus  assume  that  our  patient  popula- 
tion was  reasonably  standardized. 

Research  designs 

Protocol  1,  acute-pain  method,  dental  prac- 
tice. Patients  coming  to  the  dental  clinic  with 
similar  bilateral  dentoalveolar  disease  in  either  the 
mandible  or  maxilla,  requiring  equivalent  proce- 
dures, were  considered  potential  candidates  for 
protocol  1.  As  usual,  these  patients  were  apprised 
of  their  dental  condition,  and  recommendations 
for  treatment  were  made. 

In  all,  12  patients  met  the  study  criteria,  were 
informed  of  their  dental  needs,  given  a brief  de- 
scription of  the  planned  study,  and  subsequently 


TABLE  I.  Comfort — Discomfort,  Scale  0 to  4 


Analgesic  Effect 

Degree 

No  discomfort 

0 

Slight  discomfort 

1 

Some  pain 

2 

Moderate  pain 

3 

Lot  of  pain 

4 

agreed  to  volunteer  for  the  program. 

To  determine,  simply,  if  hypnotizability  could 
be  correlated  with  the  efficiency  of  acupuncture  as 
an  analgesic  modality,  patients  were  asked  to  dem- 
onstrate their  ability  to  look  upward  on  signal 
while  closing  their  eyelids.10  This  test,  which  is 
scored  on  a 0 to  4 scale  according  to  the  amount  of 
sclera  visible  between  the  lower  eyelid  and  the 
lower  edge  of  the  cornea,  has  been  found  to  corre- 
late highly,  75  per  cent,  with  hypnotic-trance  ca- 
pacity.11 

Conventional  local  anesthesia  was  used  on  one 
side  of  the  mouth,  and  attempts  were  made  to  in- 
duce acupuncture  analgesia  on  the  other  side. 
Random  selection  was  made  as  to  which  modality 
was  employed  first. 

The  points  chosen  were  those  already  described 
in  Western  and  Chinese  literature  for  production 
of  anesthesia  in  the  face  and  mouth  (large  intes- 
tine 4 and  11  with  some  jaw  points).  Mild  electri- 
cal stimulation  of  the  needles,  stainless  steel  gauge 
32,  was  continued  for  at  least  twenty  minutes. 
Each  subject  was  asked  a standard  question  with 
reference  to  the  effect  of  the  dental  procedures 
performed  following  both  conventional  and  acu- 
puncture analgesic  techniques  (Table  I). 

Scalar  values  were  assigned  to  these  answers  so 
that  statistical  tests  could  be  used  in  an  attempt  to 
find  out  whether  there  were  significant  differences 
in  pain  perception  between  these  two  modalities. 

Random  selection  of  the  racial  background  of 
the  acupuncturist,  Eastern  or  Western,  was  also 
made. 

Results.  Local  anesthesia  was  100  per  cent 
successful  within  ten  minutes  in  achieving  painless 
extractions  in  all  the  patients  in  the  group.  There 
were  no  untoward  side-effects. 

When  acupuncture  stimulation  was  employed 
on  the  other  side,  1 patient  requested  that  the  nee- 
dling be  stopped  after  ten  minutes.  The  remain- 
ing 11  patients  tolerated  the  needling  well.  How- 
ever, when  attempts  were  made  after  twenty  min- 
utes of  continued  stimulation  to  remove  teeth,  8 of 
the  patients  complained  of  severe  pain  and  asked 
for  local  anesthesia  which  promptly  gave  them 
complete  analgesia.  Of  the  remaining  3 patients, 
2 stated  that  they  felt  moderate  but  tolerable  pain, 
and  the  third  had  no  complaints. 

Results  of  the  hypnotizability  test  are  shown  in 
Figure  1.  We  found  absolutely  no  correlation  be- 
tween suggestibility  and  amount  of  pain  relief  and, 
in  fact,  the  only  patient  in  whom  we  achieved  anal- 
gesia fell  into  the  zero  percentage  group. 

Protocol  2,  acute-pain  method,  postoperative 
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FIGURE  1.  Results  of  eye-roll  test,  percentage  correla- 
tion with  hypnotizability. 

relief.  Fifty  patients  treated  with  acupuncture 
for  acute  postoperative  pain  relief  in  the  recovery 
room  of  a large  municipal  hospital  were  evaluated 
as  to: 

1.  Amount  and  duration  of  subjective  pain  relief. 

2.  Changes  in  respiratory  parameters  such  as  tidal 
volume,  vital  capacity,  forced  expiratory  volume  1,  2, 
and  3,  and  arterial  blood-gas  estimations. 

3.  Changes  in  all  other  commonly  monitored  vital 
signs. 

Preoperative  and  postoperative  attempts  were 
made  to  exclude  placebo  reactors. 

In  addition,  we  examined  physical  status,  using 
the  American  Society  of  Anesthesiologists’  (ASA) 
classification;  also  race  and  sex;  anesthetic  agents 
and  technique  employed;  type  and  duration  of  sur- 
gery; site  of  needling,  either  peripheral  or  nose  and 
ear;  type  of  needle  stimulation;  and  ethnic  back- 
ground of  the  acupuncturist. 

Results.  Acupuncture  therapy  afforded  an  av- 
erage of  30  per  cent  pain  relief  which  is  within  the 
placebo  effect  (Fig.  2).  No  patients  obtained  100 
per  cent  pain  relief.  It  proved  time-consuming 
but  not  particularly  distressing  to  the  postopera- 
tive patient.  Statistical  analyses  of  the  data  from 
all  the  parameters  measured  were  not  significant 
with  the  only  exception  that  none  of  the  6 black 
patients  in  the  acupuncture  group  achieved  any 
pain  relief  (Fig.  3).  We  were  obliged  to  resort  to 
conventional  narcotic  therapy  in  44  of  the  50  pa- 
tients studied,  with  satisfactory  pain  relief  in  each 


FIGURE  2.  Summary  percentage  of  postoperative  pain 
relief  achieved  by  acupuncture. 


One  hundred  and  sixty-two  patients  divided  into 
seven  groups  were  studied.  The  effectiveness  of 
acupuncture  as  an  analgesic  modality  was  compared 
in  62  patients  with  acute  pain  problems  with  100 
patients  with  chronic  pain  syndromes.  Twelve  pa- 
tients with  bilateral  similar  dentoalveolar  disease 
requiring  surgical  intervention  comprised  the  initial 
group.  Adequate  analgesia  to  carry  out  the  necessary 
extractions  was  achieved  in  only  1 patient.  No  cor- 
relation was  found  with  hypnotizability.  In  the 
second  group  of  50  patients  with  acute  postoperative 
pain,  we  were  able  to  achieve  only  an  average  of  30  per 
cent  pain  relief  by  needling;  in  44  of  the  subjects  we  > 
were  obliged  to  resort  to  conventional  narcotic  ther-  '< 
apy.  The  remaining  100  patients  had  chronic  pain 
problems  and  were  divided  into  five  groups  according 
to  the  site  of  pain.  Pain  relief  after  an  average  of 
three  treatments  and  extending  for  approximately 
three  months  was  estimated  at  about  80  per  cent  in 
the  headache  group  and  at  about  70  per  cent  in  the 
other  groups.  Acupuncture  therapy  would  appear 
to  have  limited  application  in  the  treatment  of  acute 
pain  in  our  patient  population.  However,  in  selected 
patients  with  longstanding  pain  syndromes,  it  has  \ 
proved  beneficial  over  a time  interval.  We  postulate  \ 
the  possible  existence  of  different  pathways  for  acute  1 
and  chronic  pain. 
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FIGURE  3.  Comparison  of  effects  of  other  factors  in  pa 
tients  who  did  and  did  not  experience  pain  relief. 


case. 

Protocol  3,  chronic  pain  method,  outpatient 

One  hundred  patients  with  chronic  pain  problem: 
were  studied  as  to  amount  and  duration  of  pain  re 
lief. 

The  patients  were  selected  because  they  me 
several  criteria.  They  had  all  complained  of  pair 
fluctuating  in  level  of  intensity,  for  at  least  on 
month;  none  of  them  had  been  treated  surgical! 
for  the  pain;  no  tissue  destruction  had  been  evi  ] 
denced;  and  physical  examination  findings  had  a 
been  essentially  normal. 

Patients  were  grouped  according  to  the  site  cl 
pain  (Table  II). 

Results.  The  18  patients  in  the  first  grou 


696  New  York  State  Journal  of  Medicine/May  1976 


TABLE  II.  Groupsand  patient  numbers  according 
to  site  of  pain 


Group 

Number 

Pain  Syndrome 

Patient 

Number 

1 

Migraine  headaches 

18 

2 

Chronic  low-back  pain 

36 

3 

Frozen  shoulder 

14 

4 

Painful  knee 

9 

5 

Tennis  elbow 

12 

6 

Miscellaneous— wrist,  neck,  ankle 

11 

ranged  in  age  from  twenty-five  to  sixty-five;  they 
all  complained  of  episodic  severe  headaches  of  sev- 
eral years’  duration.  Complete  physical  examina- 
tion, including  in  2 instances  inpatient  hospital 
work-up,  in  each  case  had  revealed  no  abnormali- 
ties. Basic  laboratory  work  such  as  complete 
blood  counts,  urinalyses,  serum  electrolytes,  elec- 
trocardiograms, and  chest  x-ray  films  all  disclosed 
normal  findings.  The  pattern  of  treatment  in 
each  case  was  to  stimulate  points  in  the  hands  and 
feet  and  combine  these  with  local  head  points. 
The  loci  we  used  were  large  intestine  4 on  the 
hands,  stomach  44  and  liver  3 on  the  feet,  with 
gallbladder  20  and  governing  vessel  19  on  the 
head.  Each  patient  required  only  3 treatments, 
and  we  used  mild  electrical  stimulation  for  about 
fifteen  to  twenty  minutes  at  each  sitting.  Im- 
provement in  terms  of  decreased  number  of  at- 
tacks, severity  of  pain,  and  decrease  in  amount  of 
medication  required  was  estimated  at  77  per  cent 
over  a three-month  period. 

After  that  time,  the  headaches  returned  as  be- 
fore. Repeat  therapy  then  was  only  about  50  per 
cent  as  effective  as  following  the  first  series  of 
treatments. 

Group  2 was  made  up  of  36  medical  or  paramed- 
ical personnel,  mostly  female,  between  the  ages  of 
twenty  and  fifty.  They  had  all  complained  of  low- 
back  pain  of  variable  duration  from  several  weeks 
to  several  months.  In  each  instance,  lumbosacral 
x-ray  films  had  disclosed  normal  findings. 

We  decided  to  use  points  other  than  those  clas- 
sically described,  and  we  added  to  the  traditional 
governing  vessel  26  and  small  intestine  6 points, 
other  points,  51,  54,  56,  and  60,  along  the  bladder 
meridian. 

Over  an  average  of  4 treatments  with  electrical 
stimulation  for  about  twenty  minutes,  pain  relief 
was  estimated  at  70  per  cent  over  three  months. 

In  the  other  four  groups  of  patients — 14  with 
stiff  shoulders,  9 complaining  of  painful  knees,  12 
with  a tennis-elbow  syndrome,  and  a miscella- 
neous group  of  11 — a similar  pattern  was  seen. 
The  overall  pain  relief  was  about  60  per  cent,  and 
the  duration  of  effect  before  symptoms  returned 
averaged  four  months. 

As  with  the  first  group  of  patients,  our  results  in 
those  who  returned  to  us  for  a second  series  of 
treatments  were  comparatively  disappointing. 

Conclusions 

Acupuncture  therapy  would  appear  to  have  lim- 


ited application  in  the  treatment  of  acute  pain  in 
our  patient  population.  However,  in  selected  pa- 
tients with  long-standing  pain  syndromes,  it  has 
proved  beneficial  over  a significant  time  interval. 

There  are  probably  different  pathways  for  acute 
and  chronic  pain. 

We  have,  for  example,  demonstrated  that  nee- 
dling hand  points  in  a boy  with  a transection  of 
the  cord  at  the  first  cervical  level,  demonstrated  at 
postmortem,  resulted  in  reproducible  analgesia  in 
a chronic  decubitus  ulcer  of  his  head.12  This 
would  suggest  pain  pathways  outside  of  the  central 
nervous  system.  It  is  also  possible  that  the  careful 
selection  of  patients  in  the  chronic-pain  group 
eliminated  nonreactors. 

Interesting  also  is  that  aspirin,  a weak  analgesic, 
potently  blocks  the  production  of  prostaglandin  E2 
and  F2.13*14  A potent  narcotic-like  morphine,  on 
the  other  hand,  has  been  shown  to  inhibit  only 
partially  a neuronal  component  of  prostaglandin 
Ei  and  E2  stimulation.15  The  inhibition  produced 
is  dose  related,  but  only  to  low  concentration. 

It  is  possible,  therefore,  that  acupuncture,  like 
aspirin,  exhibits  an  antiprostaglandin  effect.  Fur- 
ther evidence  that  acupuncture  exerts  its  effect  by 
humoral  influence  is  seen  by  the  reversal  of  acu- 
puncture analgesia  by  naloxone. 

Research  into  these  mechanisms  is  continuing. 
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caused  rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia as  well  as  thyroid  malignancies  in  rats  following  long-terr 
administration.  Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age  (except  adjunctively  with  pyrimeth-  fj 
amine  in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 

0.5  Gm  sulfamethoxazole/teaspoonful. 
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Representatives  of  the  departments  of  pediatrics 
at  four  local  hospitals  met  to  establish  basic  guide- 
lines for  chart  evaluation  and  review  of  pediatric 
diseases.  These  peer  review  guidelines  were,  by 
design,  of  our  own  choice  as  practitioners  in 
Broome  County,  New  York,  total  population  about 
225,000.  Nine  major  disease  categories  were  stud- 
ied in  considerable  detail. 


Disease  evaluation  guidelines  for 
pediatric  peer  review 

I.  Pneumonia  (Length  of  stay:  two  to  ten  days) 

A.  Complete  blood  count 

B.  Urinalysis 

C.  Tuberculin  test,  if  not  done  within  six  months 
and  patient  is  six  months  or  older 

D.  Chest  x-ray,  if  not  done  within  forty-eight 
hours  previous  to  admission 

E.  Respiratory  tract  culture 

F.  Drug(s)  appropriate  to  pathogenic  organisms 
and  recommended  dosage 

G.  Afebrile  (temperature  less  than  101°F.)  at 
least  twenty-four  hours  before  discharge 

H.  Progress  note  must  indicate  changes  or  im- 
provement in  original  abnormal  physical  find- 
ings 

II.  Bronchial  asthma  (length  of  stay:  six  to  seven 

days) 

A.  Complete  blood  count 

B.  Urinalysis 

C.  Tuberculin  test,  if  not  done  within  six  months 
and  patient  is  six  months  or  older 

D.  Chest  x-ray,  if  not  done  within  forty-eight 
hours  previous  to  admission 

E.  Respiratory  tract  culture 

F.  Drug(s)  appropriate  to  pathogenic  organism 
and  recommended  dosage 

G.  Bronchodilator,  but  not  antihistamine 


*4.0.  coot  frjrjtai  t.O.S.i 


PACailis  0ISC**£!ICr  OlASHOSCSr 


P£fUI\£NT  AMISSION  AbD  OIACN0SIS  ClCttftTSs 

A.  History  end  Physical:  including  findings 

KT 

f.OT  KT 

Bilirubin Mlract  t total) 

II.  CSSCNTlAl  fUNACCffCNT  ClEMCNTSi 

A.  Progr***  Note*  i Chang*  or  ieprovamant  In 

J Bundle#  — ...  — . ■ 

B.  If  no  blood  group  incompatibility i Urina  i«nt 
for  culture.  aanaitlvlty.  colony  count  . 

C.  If  ordinal  lab  studiea  Inconclusive: 

Chart  muat  consider  causes  of  jaundice 
such  as  Infection,  other  hemolytic 
anemias,  biliary  obstruction,  breast 
milk,  or  hypothyroid! am 

D.  Serial  bilirubin  curve:  If  risina 

toward  20  in  term  infant  (or  10  In  pre- 
mature) , progress  notes  reflect  con- 
sideration for  albumin  administration 
and/or  exchange  transfusion.  Measure 
albumin/total  protein  levels 

E.  Met.  following  exchange  transfusion 


F.  Phototherapy  used- 


III.  OUTCOME  ELEMENTS: 

A.  Complications:  List 


Improvement  in  complication (a) 

B.  Discharge  Status: 

a.  Bilirubin  less  than  13  _ . 

i 

b.  Tolerating  feedings  and  active 

C.  Length  of  Stay:  4-14  days 

E.  Autopsy,  if  expired 

FIGURE  1.  Form  1 for  each  chart. 


H.  Hydration:  force  fluids  or  intravenous 

I.  Progress  note  must  indicate  changes  or  im- 
provement in  original  abnormal  physical  find- 
ings 

III.  Gastroenteritis  (Length  of  stay:  three  to  Five 

days) 

A.  Complete  blood  count 

B.  Urinalysis 

C.  Stool  C&S  (culture  and  sensitivity) 

D.  Electrolytes  and  carbon  dioxide 

E.  Blood  urea  nitrogen 

F.  Repeat  D and  E if  original  shows  abnormal 
findings 

G.  Daily  weight 

H.  Alteration  of  diet 

I.  Degree  of  dehydration  must  be  indicated  on 
initial  physical  examination 

J.  Progress  note  must  indicate  changes  or  im- 
provement in  original  abnormal  findings 

IV.  Hyperbilirubinemia  in  newborn  (length  of  stay: 
four  to  fourteen  days) 

A.  Complete  blood  count 

B.  Blood  group,  Rh,  Coombs’,  bilirubin  (direct 
and  total) 

C.  If  original  tests  are  inconclusive,  chart  must 
consider  causes  of  jaundice  such  as  infection, 
other  hemolytic  anemias,  biliary  obstruction, 
breast  milk,  or  hypothyroidism 

D.  Consider  use  of  phototherapy 

E.  If  serial  bilirubins  indicate  rising  curve  (20  in 
term,  10  premature)  consideration  for  albumin 
administration  and/or  exchange  transfusion. 
Measure  albumin-total  protein  levels. 

F Hematocrit  following  exchange  transfusion 
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An  audit  system  for  pediatric  disease  peer  review  has 
been  designed  to  represent  local  pediatric  practice. 
Particular  effort  was  taken  to  make  the  forms  easy 
to  read  and  computer-acceptable. 


STUDY  TOPIC:  Ilyperbil  irubineraia  in  the  Newborn 

INDEX  CODECS)  : 


STUDY  PERIOD:  January  1973-May  1974  DATE  STUDY  DONE:  October  197' 

STUDY  SIZE:  25  Charts  12  male,  13  female 


G.  Charts  with  elevated  bilirubin  curve,  progress 
note  must  indicate  if  bilirubin  is  dropping 

I.  Progress  note  must  indicate  changes  or  im- 
provement in  original  abnormal  findings 

J.  Discharge  status 

1 Tolerating  feedings  and  active 
2.  Bilirubin  less  than  13 


STUDY  SUMMARY 


ELEMENT  NUMBER  OF  CHARTS  ACTUAL  PRACTICE 

MEETING  CRITERION  IN  % 


I.  PERTINENT  ADMISSION/DIAGNOSIS 
ELEMENTS : 

A . History  and  Physical:  Including  find- 
ings supporting  diagnosis  (Bilirubin 
13  or  more) 

B.  C.B.C. 

Urinalysis 
Blood  Group 
Rh 

Coombs 

Bilirubin  (direct  & total) 

II.  ESSENTIAL  MANAGEMENT  ELEMENTS: 

A.  Progress  Notes:  Change  or  improvement 
in  jaundice 

B.  If  no  blood  group  incompatibility:  Urine 
sent  for  C.  and  S.,  Colony  Count. 

C.  If  original  studies  inconclusive:  Chart  must 

consider  other  causes  of  jaundice 

D.  Serial  bilirubin  curve:  If  rising  to  20  in  term 

infant  (10  in  premature),  consideration  for  albumin 
or  exchange  transfusion 


E.  Hct.  Following  exchange  transfusion 


F.  Phototherapy  used 


III.  OUTCOME  ELEMENTS: 

A.  Conplications-to  be  reviewed  in  committee 

B.  Discharge  Status: 

a.  Bilirubin  less  than  13 

b.  Tolerating  feedings  and  active 

C.  L.O.S.  4-14  days 

D.  Mortality  0". 

E.  Autopsy,  if  expired 

FIGURE  2.  Form  2 for  audit  summary. 
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TABLE  I.  Selected  results 


Audit  Topic 

Pneumonia 

(1) 

Pneumonia 

(2) 

Pneumonia 

(3) 

Pneumonia 

(4) 

Bronchial  asthma 

(1) 

Bronchial  asthma 

(2) 

Bronchial  asthma 

(3) 

Gastroenteritis 

(1) 

Gastroenteritis 

(2) 

Neonatal  jaundice 

(1) 

Neonatal  jaundice 

(2) 

Neonatal  jaundice 

(3) 

Neonatal  jaundice 

(4) 

Follow-up 

Tul 

Action  Recommended 


Action  Taken 


fever  with  respect  to  a patient’s  condition 
prior  to  discharge. 


met  by  pediatricians,  in  general,  and  must 
be  met. 

lach  physician  must  include  in  discharge 
summary,  summarization  of  laboratory 
data  already  in  chart.  Laboratory  slips  need 
not  be  initialed. 

lopies  of  laboratory  slips  not  in  chart  at 
time  of  discharge  must  be  sent  to  physi- 
cian’s office. 

Criteria  terminology:  “nasopharyngeal 

culture”  be  written  as  “respiratory 
tract  culture.” 

'hree  physicians  who  did  not  take  respi- 
ratory tract  cultures  to  be  notified  to  do 
so  in  future. 

Criteria  for  tuberculin  testing  not  always 
met  and  must  be  met. 

hysicians  to  correct  minor  deficiency  of 
noting  degree  of  dehydration  on  ad- 
mission. 

hysicians  to  correct  minor  deficiencies  of 
doing  stool  C&S  and  lytes  and  carbon 
dioxide  both  initially  and  as  follow-up 
where  necessary. 

Leticulocyte  count  be  removed  as  necessary 
criterion  in  jaundice  evaluation. 

Iriteria:  “Question  of  infection”  to  now 
read : “Probable  cause  of  jaundice”  on 

progress  sheet. 

f no  blood  group  incompatibility  exists, 
after  bilirubin  = 13  or  more,  a urine  for 
C&S  and  colony  count  should  be  ordered. 

n the  future,  department  will  review  any 
infants  whose  length  of  stay  is  less  than 
four  days  with  this  diagnosis. 


(1)  Discussed  among  Pediatric  Peer  Review 

members  at  May,  1974,  meeting;  disease 
guideline  sheets  on  ward  and  nursery 
changed. 

(2)  Discussed  among  pediatricians  at 

May,  1974,  peer  review  meeting. 

(3)  Effective  immediately  for  future  patients. 


(4)  Request  that  hospital  effect  this  proce- 
dure. 

(1)  Effective  immediately:  disease  guideline 

sheets  on  ward  and  nursery  to  be 
changed. 

(2)  These  physicians  notified  at  July  Pediatric 

Peer  Review  meeting. 

(3)  Department  members  notified  at  sectional 

meeting. 

(1)  Discussed  among  pediatricians  at  depart- 

ment meeting. 

(2)  Discussed  among  pediatricians  at  depart- 

ment meeting. 


(1)  Reticulocyte  count  criterion  removed. 

(2)  Change  in  criteria  as  written. 


(3)  Discussion  within  Department  of 

Pediatrics. 

(4)  Discussion  within  Department  of 

Pediatrics. 


assess  whether  or  not  recommendations  changed  performance;  copies  of  disease  evaluation 
guidelines  available  on  pediatric  ward  and  in  nursery. 


V.  Respiratory  distress  syndrome 

A.  Immediate  chest  x-ray 

B.  Immediate  blood  sugar,  calcium,  and  hemato- 
crit 

C.  Monitor  blood  gases  if  cyanotic  in  over  40  per 
cent  oxygen  in  isolette;  measure  pH,  oxygen 
pressure,  carbon  dioxide  pressure,  bicarbonate 
ion  at  least  every  four  hours  until  infant  re- 
quires 40  per  cent  or  less  oxygen  concentration 

D.  If  chest  x-ray  film  finding  is  insignificant,  then 
need  electrocardiogram 

E.  If  umbilical  catheterization,  must  have  repeat 
x-ray  including  lateral  view  for  proper  posi- 
tioning of  catheter 

F.  Fundoscopic  examination  before  discharge  if 
over  40  per  cent  oxygen  was  used 

G.  Progress  notes  must  indicate  criteria  for  the 
use  of  continuous  positive  airway  pressure  or 
respirator,  also  changes  or  improvement  in  the 
original  abnormal  physical  findings. 

VI.  Newborn  seizures 

A.  History  reviewed  for  fetal  heart  rate  pattern, 
asphyxia,  maternal  factors  such  as  toxemia, 
hemorrhage,  local  anesthesia 

B.  Immediate  calcium,  magnesium,  sugar 

C.  Complete  blood  count,  blood  urea  nitrogen, 
urinalysis,  urinary  output 


D.  If  original  tests  are  normal,  then  need  lumbar 
puncture,  skull  x-ray,  transillumination 

E.  Consider  work-up  for  sepsis  and  electrolyte 
imbalance 

F.  Daily  head  circumference  measurements 

G.  Progress  notes  must  indicate  changes  or  im- 
provement in  original  abnormal  physical  find- 
ings 

VII.  Fever  of  unknown  origin 

A.  Complete  blood  count 

B.  Urinalysis 

C.  Culture  of  blood,  urine,  nasopharyngeal  area, 
and  stool 

D.  Chest  x-ray 

E.  Tuberculin  test  if  none  in  prior  six  months  and 
patient  is  six  months  or  older 

F.  Lumbar  puncture,  if  other  test  results  are  neg- 
ative and  child  remains  ill 

G.  Progress  notes  must  indicate  changes  or  im- 
provement in  original  abnormal  physical  find- 
ings 

VIII.  Urinary  tract  infection 

A.  Complete  blood  count 

B.  Urinalysis 

C.  Blood  urea  nitrogen 

(continued  on  page  736) 


May  1976/ New  York  State  Journal  of  Medicine  703 


Letters  to  the  Editor 


Preleukemia 


To  the  Editor-  The  December  article  by  Robinson  and 
Kaufman  on  “Atypical  myelogenous  leukemia  simulat- 
ing tuberculous  pneumonia”*  implies  that  their  patient 
passed  through  a “preleukemic  phase”  by  virtue  of  the 
fact  that  a monocytosis  was  noted  prior  to  the  diagnosis 
of  atypical  myelogenous  leukemia.  The  patient  studied 
was  a twelve-month-old  female  with  hepatosplenomega- 
ly  and  a microcytic  hypochromic  anemia  responsive  to 
intramuscular  iron  therapy. 

In  one  of  the  larger  series  on  preleukemia1  it  was 
noted  that  88  per  cent  were  males  with  a mean  age  of 
fifty-eight  years  and  an  age  range  of  sixteen  to  eighty. 
Splenomegaly  was  present  in  18  per  cent  of  these  cases, 
hepatomegaly  in  12  per  cent,  and  microcytic  red  blood 
cells  in  only  6 per  cent.  The  hypochromic  microcytic 
anemias  seen  were  considered  sideroblastic  and  not  sim- 
ple iron  deficiency. 

In  light  of  these  observations,  it  seems  unlikely  that 
this  patient  had  a preleukemia.  A simpler  explanation 
for  the  monocytosis  would  be  the  tuberculosis  which 
often  gives  this  picture.2 

BRUCE  FREUNDLICH 
Medical  Student 
Mount  Sinai  School  of  Medicine 
697  West  End  Avenue 
New  York,  N.  Y.  10025 

‘Robinson,  M.  G.,  and  Kauffman,  S.  L.:  Atypical  myeloge- 
nous leukemia  simulating  tuberculous  pneumonia,  New  York 
State  J.  Med.  75:  2548  (Dec.)  1975. 

1.  Saarni,  M.  I.,  and  Linman,  J.  W.:  Preleukemia;  the  he- 
matologic syndrome  preceding  acute  leukemia,  Am.  J.  Med.  55: 
38  (1973). 

2.  Wintrobe,  M.  W.:  Clinical  Hematology,  Philadelphia, 

Lea  & Febiger,  1975,  p.  1287. 


Dr.  Robinson’s  reply 

To  the  Editor:  Although  monocytosis  may  be  seen  in  tu- 
berculosis, the  reversal  of  the  normal  monocytedymphocyte 
ratio  of  0.3  is  indicative  of  active  progressive  or  dissemi- 
nated tuberculosis.1  At  postmortem  examination,  our 
patient  had  only  a healed  primary  tuberculous  lesion 
manifested  by  a calcified  lymph  node  with  no  histologic  or 
postmortem  culture  evidence  of  active  tuberculosis. 
Therefore,  tuberculosis  cannot  account  for  the  monocytosis 
and  reversal  of  the  monocytedymphocyte  ratio  seen  thir- 
teen and  five  days  prior  to  death. 

Articles  on  preleukemia  are  written  by  internists  who  see 
few  pediatric  patients.  It  is  not  surprising  that  their  series 
do  not  contain  children  with  typical  preleukemia.  At  least 
2 pediatric  cases,  1 an  infant,  have  been  reported2  and  most 
pediatric  hematologists,  with  whom  1 have  discussed  the 
problem,  have  at  least  one  such  patient.  The  pediatric 
hematologists  do  not  believe  that  all  of  the  possible 
preleukemic  clinical  states  have  been  described.  Unless 

continued  from  page  746 


LIBRIUM9 

(chlordiazepoxideHCI) 

5 mg,  10  mg,  25  mg  capsules 

Before  prescribing,  please  consult 
complete  product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals 
or  those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  child- 
bearing age  requires  that  its  potential 
benefits  be  weighed  against  its  possible 
hazards. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  tol- 
erated. Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothia- 
zines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been 
reported  in  psychiatric  patients  and  hy- 
peractive aggressive  children.  Employ 
usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Vari- 
able effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  re- 
ceiving the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  estab- 
lished clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  biood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 
Supplied:  Librium®  Capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®  Tablets  containing  5 mg, 

10  mg  or  25  mg  chlordiazepoxide 
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CONCOMITANT  USE. 
WHERE  DRUG  EFFECTS 
CAN  VARY. 


In  fifteen  years,  you  get  to  know  a lot  about  what  a drug  will  do. 
By  itself.  And  in  the  presence  of  other  drugs. 

And  with  more  patients  taking  multiple  medications,  this  time' 
acquired  knowledge  becomes  an  important  factor  to  consider  in  choosing 
the  right  drug  therapy. 

In  light  of  this,  you  should  know  that  Librium  (chlordiazepoxide 
HC1)  is  often  used  concomitantly  with  other  classes  of  drugs.  Among 
these  are  cardiac  glycosides,  antihypertensive  agents,  diuretics,  anti' 
cholinergics,  antacids  and  anticoagulants. 

Although  clinical  studies  have  not  established  a cause  and  effect 
relationship,  you  should  also  be  aware  that  variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving  oral 
anticoagulants  and  Librium. 

Librium.  A good  safety  record.  And  proven  clinical  effectiveness. 
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New  York  City 
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New  York  Society  for 
Thoracic  Surgery 


ALLAN  ELLIA  BLOOMBERG,  M.D.,  Editor 


Fall  Session 

The  58th  annual  meeting  of  the  New  York  Soci- 

Thoracic  Vagectomy 
for  Vagal  Bradycardia 

Preliminary  case  report 


ELIZABETH  V.  CORYLLOS,  M.D. 

Mineola,  New  York 

KENNETH  KENIGSBERG,  M.D.* 

Mineola,  New  York 
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A four-year-old  girl  was  a small-for-dates  new- 
born with  low  imperforate  anus  with  posterior 
fourchette  fistula  and  heroin  withdrawal.  She  was 
a “failure-to-thrive”  newborn  and  exhibited  pro- 
gressively severe  symptoms  of  bronchospasm, 
clubbing,  gastric  retention,  colonic  dysfunction, 
and  life-threatening  bradycardia. 

Truncal  vagotomy  improved  the  gastric  reten- 
tion, and  increasing  doses  of  atropine  temporarily 
controlled  the  bradycardia.  At  1.2  mg.  of  atropine 
every  three  to  four  hours  in  an  18-pound  child, 
control  became  poor.  At  this  time,  following  ex- 
tensive central  nervous  system  and  cardiac  work- 
up, thoracic  cardiac  vagectomy  with  standby  ve- 
nous pacemaker  was  performed  with  good  cardiac 
and  pulmonary  results.  The  cardiac  rate  went 
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ety  for  Thoracic  Surgery  was  held  on  November 
13,  1975,  at  the  University  Club.  Paul  A.  Kirsch- 
ner,  M.D.,  President  of  the  Society,  was  in  the 
chair. 


from  60  to  0 with  arrest  preoperatively  to  80  to  140 
postoperatively  with  no  medication  and  regular 
rhythm  of  good  quality. 

In  conclusion,  this  might  offer  a more  perma- 
nent control  than  a pacemaker  for  some  forms  of 
juvenile  bradycardia. 

Discussion 

S.  Frank  Redo,  M.D.,  New  York  City.  I am 
very  pleased  to  have  been  asked  by  Dr.  Coryllos  to 
discuss  this  fine  report.  The  problem  presented 
by  the  patient  and  the  treatment  of  it  are  unique. 

The  multiplicity  of  congenital  anomalies  and 
especially  the  gastric  retention  and  bowel  dysfunc- 
tion suggest  an  autonomic  nervous  system  abnor-  j| 
mality  probably  related  to  parasympathetic  over- 
activity. The  fact  that  truncal  vagotomy  was 
helpful  in  regard  to  the  gastrointestinal  tract  prob- 
lems supports  this  contention. 

In  the  number  of  children  followed  by  our  pedi- 
atric cardiac  group,  congenital  heart  block  has 
been  noted  in  30  patients,  only  3 of  whom  required 
pacemaker  implantation,  the  others  apparently 
able  to  function  well  despite  heart  rates  of  only  4( 
to  60  per  minute.  Two  children  with  left  ventricu 
lar  fibromyoma  producing  supraventricular  tachy 
cardia  have  been  discovered  and  operated  on  witl 
cessation  of  the  tachycardia  for  periods  of  fron 
three  to  ten  years  following  surgery. 

Two  infants  with  bradycardia  similar  to  that  de 
scribed  here  were  found  and  reported  by  Baue 
and  Engle  of  our  institution  in  the  late  1950s 
Both  patients  manifested  signs  of  sinoatrial  blocl 
due  to  hypervagism.  In  each  instance  this  wa 
secondary  to  direct  pressure  on  the  vagus  nerve 
In  one  case  involving  an  eight-week-old  boy,  local 
ized  areas  of  myxedema  in  the  neck  associate! 
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with  cretinism  apparently  compressed  the  carotid 
sinus  and  set  up  a reflex  arc  mediated  by  the  vagus 
nerve  to  cause  bradycardia;  in  the  second  case,  in- 
volving a newborn  infant  with  esophageal  atresia 
corrected  by  esophagogastrostomy  which  brought 
the  stomach  up  into  the  chest,  acute  dilatation  of 
the  thoracic  stomach  led  to  stimulation  of  the  in- 
trathoracic  vagus  and  bradycardia.  Both  patients 
were  initially  treated  successfully  with  atropine. 
The  cretin  was  started  on  thyroid  medication,  and 
within  eleven  days  the  neck  masses  of  myxedema 
and  also  the  bradycardia  had  disappeared.  Unfor- 
tunately, the  other  infant  died  on  the  thirty-fourth 
postoperative  day  during  an  episode  of  apnea,  cya- 
nosis, and  bradycardia.  Autopsy  revealed  a mass- 
ively dilated  intrathoracic  stomach.  The  right 
vagus  nerve  passed  behind  the  right  hilum  and  was 
compressed  by  the  dilated  stomach. 

Thus,  in  our  2 cases,  there  was  a definite  cause 
for  vagal  stimulation.  In  the  patient  reported 
here,  since  no  organic  cause  for  hypervagism  was 
evident,  it  must  be  postulated  that  there  was  dom- 
inance of  parasympathetic  over  sympathetic  activ- 
ity at  the  cardiac  plexus.  Interruption  of  vagal 
contributions  to  this  plexus  abolished  the  domi- 
nance and  corrected  the  bradycardia. 

The  need  for  employing  this  operative  approach 
is  obviously  limited  since  few  patients  present  this 
problem.  However,  the  rationale  for  the  proce- 
dure is  physiologically  sound,  and  the  result 
speaks  for  itself. 

I congratulate  the  authors  for  a significant  con- 
tribution in  the  management  of  a rare  problem  but 
wish  to  close  by  emphasizing  that  this  type  of  op- 
eration should  not  be  employed  until  possible  or- 
ganic reasons  for  vagal  stimulation  have  been  ex- 
cluded. 

Dr.  Bloomberg:  I would  like  to  congratulate 
Dr.  Coryllos  on  the  management  of  very  difficult 
problems.  We  did  have  a very  interesting  patient 
appear  at  the  Center  for  Esophageal  Studies  at 
Montefiore  Hospital  and  Medical  Center. 

He  was  a seventy-two-year-old  man  who  had 
such  severe  bradycardia  and  associated  Stokes- 
Adams  syndrome  that  a pacemaker  implant  was 
being  considered.  He  fell  down  a flight  of  stairs 
and  fractured  his  skull,  producing  a left  jugular 
foramen  syndrome  involving  the  left  glossophar- 
yngeal, vagus,  and  hypoglossal  nerves.  He  came 
to  us  because  he  wasn’t  able  to  talk  above  a whis- 
per, and  he  wasn’t  able  to  swallow.  His  heart  rate, 
however,  became  perfectly  normal.  We  haven’t 


been  able  to  do  anything  about  his  swallowing;  his 
right  vagus  is  apparently  intact.  Motility  studies 
showed  a flat  tracing  with  no  evidence  of  peristal- 
sis in  the  esophagus.  I wonder  if  anyone  can  ex- 
plain this  event  in  view  of  the  fact  that  only  one 
vagus  was  involved? 

Dr.  Kirschner:  I just  wondered,  Dr. 

Bloomberg,  whether  your  patient  had  his  Boards 
in  Neurosurgery. 

Dr.  Bloomberg:  He  didn’t  have  his  Boards  in 
Neurosurgery,  but  he  was  frightened  at  the  idea  of 
a pacemaker. 

Dr.  Kirschner:  Some  years  ago  C.  Walton  Lil- 
lehei,  M.D.,  published  a report  on  bilateral  neuro- 
fibromata of  the  vagus  nerves.*  Both  vagus 
nerves  were  interrupted  in  the  course  of  removal  of 
the  tumors.  The  sequelae  of  the  operation  includ- 
ed persistent  tachycardia  of  120,  which  lasted  at 
least  twelve  months,  and  a poor  cough  reflex  with 
retained  secretions  and  resultant  pulmonary  prob- 
lems. Were  there  any  such  changes,  Dr.  Coryllos, 
in  pulmonary  function  in  your  patient? 

Dr.  Coryllos:  In  our  patient  the  bronchospasm 
which  she  previously  had  disappeared,  but  she  is 
still  inundated  by  mucus,  and  I have  not  found 
anything  that  helps.  We  have  her  on  intermittent 
positive  pressure  breathing,  and  of  course  she  does 
not  cough  things  up;  she  swallows  them,  so  we  la- 
vage mucus  out  of  her  stomach  twice  a day.  I can- 
not control  the  mucus.  I would  appreciate  it  if 
someone  has  any  suggestion  as  what  to  do  to  cut 
down  this  mucous  production. 

Dr.  Bloomberg:  With  bronchorrhea,  small 

doses  of  steroids  will  cut  down  mucous  production 
almost  immediately. 

Dr.  Coryllos:  We  have  tried  the  steroids  on 

her.  There  is  something  she  does  that  we  don’t 
understand.  She  develops  periodic  episodes  of 
edema  and  hyperthermia.  With  hyperthermia  in 
children  we  always  think  of  some  sort  of  adrenal 
dysfunction,  and  we  have  to  give  her  dexametha- 
sone  (Decadron).  The  hyperthermia  does  im- 
prove, and  the  bronchorrhea  sometimes  has  been 
better  when  she  has  been  on  dexamethasone. 
Then  we  have  the  problem  of  having  her  on  ste- 
roids all  the  time. 

* Gilbertsen,  V.  A.,  and  Lillehei,  C.  W.:  Bilateral  intratho- 
racic neurofibromas  of  the  vagus  nerves,  with  a note  on  the 
physiologic  effects  of  cervicothoracic  vagectomy  in  man;  a case 
report,  J.  Thorac.  Surg.  28:  78  (1954). 

The  following  report  will  be  given  in  its  entire- 
ty. 
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Intrapericardial  teratoma  is  a rare  disease. 
This  is  a report  on  our  recent  encounter  with  the 
anomaly. 

Case  report 

A thirteen-day-old  white  male  infant,  weighing 
2,400  Gm.  and  in  severe  respiratory  distress,  was 
transferred  to  Roosevelt  Hospital  with  the  diagno- 
sis of  congenital  pericardial  effusion. 

The  history  revealed  that  at  birth  the  patient 
experienced  difficulty  in  breathing  and  required 
cardiopulmonary  resuscitation.  Work-up,  includ- 
ing chest  x-ray  films  and  echocardiogram  readings, 
confirmed  a large  cardiac  silhouette  due  to  peri- 
cardial effusion.  Five  separate  pericardiocenteses 
had  been  performed,  each  time  yielding  between 
70  and  90  ml.  of  serous  fluid.  However,  these  pro- 
cedures did  not  improve  his  condition,  and  he  was 
transferred  to  us. 

On  admission,  the  patient  was  found  to  be  in 
acute  respiratory  distress.  The  positive  findings 
included  a respiratory  rate  of  100  with  sternal  and 
subcostal  retractions.  The  heart  sounds  were  dis- 
tant, the  neck  veins  prominent,  and  the  liver  was 
slightly  enlarged. 

The  laboratory  data,  including  complete  blood 
count,  chemical  profile,  and  urinalysis,  all  showed 
results  within  normal  limits.  Blood  gas  showed  a 
pH  of  7.38,  a carbon  dioxide  pressure  of  40.3,  and 
an  oxygen  pressure  of  46.1  while  the  patient  was 
breathing  25  per  cent  oxygen. 

The  electrocardiogram  showed  a right  ventricu- 
lar preponderance.  The  chest  x-ray  films  showed 
that  the  cardiopericardial  silhouette  filled  the  en- 
tire chest  with  small  areas  of  aerated  lung  seen  in 
the  costophrenic  angles.  The  shadow  appeared 
homogeneous. 

Hospital  course.  Since  the  history  demon- 
strated that  repeated  pericardiocentesis  had  failed 
to  relieve  the  pericardial  effusion,  a pericardial 
window  was  created  through  a left  thoracotomy 
incision.  Approximately  70  ml.  of  serous  fluid 
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FIGURE  1. 
operation. 


Chest  films.  (A)  Preoperative. 
(C)  After  second  operation. 


(B)  After  first 


were  drained.  No  intrapericardial  lesion  was  ob 
served  from  this  approach. 

Postoperatively,  chest  x-ray  films  showed  the 
the  cardiopericardial  silhouette  continued  to  fil 
the  right  chest,  hut  it  had  been  significantly  re 
duced  in  the  left  chest. 

After  three  days,  a right  thoracotomy  was  per 
formed,  and  more  pericardial  fluid  was  drainec 
At  this  point,  a large  ovoid  tumor,  measuring  4 b 
4 by  3 cm.,  was  discovered.  It  was  compressin 
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FIGURE  2.  Teratoma.  (A)  Gross  appearance,  (b)  Cross  section,  gross  appearance. 


and  adherent  to  the  right  atrium,  right  ventricle, 
and  the  base  of  the  great  vessels.  It  was  dissected 
free  from  the  atrium  and  ventricle  with  some  diffi- 
culty. Since  the  tumor  was  attached  to  the  root  of 
the  aorta,  active  bleeding  started  when  the  lesion 
was  resected.  The  hole  in  the  aorta  was  closed  by 
6-0  prolene  sutures.  Further  bleeding  was  con- 
trolled by  applying  microcrystalline  collagen  he- 
mostat.  Postoperatively,  the  patient  did  well  (Fig. 
1). 


Grossly,  the  ovoid  tumor  measured  about  4 cm. 
in  diameter,  and  weighed  90  Gm.  It  was  well  en- 
capsulated and  was  multinodular.  The  outer  sur- 
face was  soft  and  smooth.  In  the  cross  section,  the 
tissue  appeared  to  be  bulging,  shiny,  and  soft,  with 
cystic  areas  containing  mucoid  material. 

Microscopically,  the  bulk  of  the  tumor  was 
found  to  consist  of  mature  pancreatic  tissue  with 
well-differentiated  islands  of  Langerhans.  There 
were  also  areas  of  ciliated  columnar  epithelium  of 
the  bronchial  mucosa  surrounded  by  cartilage. 
Other  areas  had  cystic  spaces  lined  by  transitional 
epithelium  which  were  surrounded  by  myxoid 
stroma.  Small  fragments  of  brain  tissue  were  also 
seen  (Figs.  2 and  3). 

Comment 

The  true  incidence  of  intrapericardial  teratoma 
is  not  known,  since  in  the  past  some  authors  in- 
cluded instances  of  intrapericardial  bronchogenic 
cysts  in  this  category.  Joel  in  18901  was  generally 


FIGURE  3.  Microscopic  sections.  (A)  Showing  pancre- 
atic tissue.  (B)  Showing  respiratory  epithelium.  (C) 
Showing  brain  tissue. 
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considered  the  first  to  describe  a teratoma,  but  his 
pathologic  report  indicated  he  was  probably  deal- 
ing with  a bronchogenic  cyst.  Bronchogenic  cysts, 
histologically  speaking,  are  lined  by  respiratory 
tract  tissues,  and  occasionally  they  contained 
structures  from  gastrointestinal  tract,  thus  indi- 
cating that  they  originate  from  displaced  primitive 
lung  buds  with  both  respiratory  as  well  as  gas- 
trointestinal potentials.2 

Teratomas,  on  the  other  hand,  are  derived  from 
multipotent  cells  of  the  three  germinal  layers  of 
the  embryo.  Histologically,  it  should  also  have 
structures  derived  from  the  ectodermal  tissues.2-3 

A review  of  the  literature  yielded  31  cases  of  in- 
trapericardial  teratoma4-12;  our  case  brings  the 
total  number  to  32.  Of  these  patients,  14  were 
males,  and  14  were  females.  In  4 cases,  the  pa- 
tient’s sex  was  not  given.  The  lesion  has  been 
found  in  patients  ranging  from  two  weeks  to  fifty- 
four  years  of  age.  Twenty  were  infants,  all  of 
whom  displayed  signs  and  symptoms  of  respira- 
tory distress  and  cardiac  tamponade.  Other 
symptoms  were  due  to  mechanical  compression, 
and  they  included  dysphagia,  cyanosis,  and  superi- 
or vena  caval  obstruction.  The  older  patients 
were  relatively  asymptomatic.  Three  tumors  were 
thought  to  be  malignant. 

A preponderance  of  the  tumors  was  located  an- 
terior to  and  compressing  the  right  atrium,  the 
right  ventricle,  and  the  root  of  the  great  vessels. 
Most  of  the  authors  discovered  that  the  blood  sup- 
ply to  the  tumor  came  from  the  ascending  aorta, 
which  means  that  the  tumor  is  intimately  adher- 
ent to  the  aortic  wall  or  is  connected  to  it  through 
a pedicle.  One  must  remember  this  during  sur- 
gery because  a tear  in  the  aorta  can  prove  disas- 
trous. 

Surgical  removal  of  intrapericardial  teratomas 
has  been  attempted  with  at  least  3 operative 
deaths  from  exsanguination  when  the  aorta  was 
ruptured.  Beck13  was  the  first  to  successfully  re- 
sect the  tumor  from  a patient  in  1938.  Deenaday- 
alu  et  al. 14  documented  the  youngest  patient  suc- 
cessfully treated  through  surgery:  a two-week-old 
Negro  girl.  Our  patient  was  seventeen  days  old 
when  he  underwent  resection  of  the  lesion. 

In  our  patient,  the  diagnosis  of  intrapericardial 
teratoma  was  not  made  prior  to  surgery  because 
preoperative  angiocardiography15-16  and  pneumo- 
pericardiogram17  were  not  done.  These  studies 
would  have  ruled  out  congenital  heart  disease  or  a 
mediastinal  lesion;  they  would  also  have  shown  the 
displacement  and  compression  of  the  right  atrium 
and  the  right  ventricle  to  the  left  and  posteriorly, 
as  well  as  the  clockwise  rotation  of  the  heart  along 
its  longitudinal  axis  within  the  pericardium.  Such 
data  would  have  alerted  us  to  the  possible  pres- 
ence of  an  intrapericardial  teratoma,  especially 
since  the  infant  also  had  massive  pericardial  effu- 
sion and  was  in  respiratory  distress. 
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Summary 

The  diagnosis  of  intrapericardial  teratoma  in  an 
infant  with  massive  pericardial  effusion  was 
missed  preoperatively.  However,  the  lesion  was 
successfully  resected  at  operation. 

The  presence  of  massive  pericardial  effusion  in 
an  infant  with  respiratory  distress  and  cardiac 
tamponade  should  alert  one  to  the  diagnosis  of  in- 
trapericardial teratoma.  Preoperative  pneumo- 
pericardiogram  and  angiocardiography  are  helpful 
in  confirming  the  diagnosis.  At  surgery,  the  sur- 
geon should  keep  in  mind  that  the  aorta  is  the 
source  of  its  blood  supply,  and  a tear  in  this  vessel 
can  result  in  massive  hemorrhage. 
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Discussion 

Dr.  Redo:  I wish  first  to  thank  Dr.  Yeoh  foi 
asking  me  to  discuss  this  report  and  to  thank  hirr 
and  his  colleagues  for  sending  me  a copy  of  theii 
manuscript  in  advance.  As  they  have  indicated 
teratoma  of  the  pericardium  is  a rare  lesion,  anc 
even  if  bronchogenic  cysts  of  the  pericardium  an 
included,  the  combined  total  of  these  lesions  re 
ported  in  the  literature  is  far  less  than  100. 
would  like  to  emphasize  some  of  the  points  tha 


have  been  made  and  to  contrast  intrapericardiac 
teratoma  and  bronchogenic  cyst. 

Teratomas  are  composed  of  structures  derived 
from  more  than  one  of  the  three  germinal  layers, 
while  bronchogenic  cysts  are  primarily  of  pharyn- 
geal foregut  origin.  They  consist  of  respiratory  el- 
ements and  usually  tissue  resembling  portions  of 
the  gastrointestinal  tract.  Teratoma,  on  the  other 
hand,  also  contains  tissues  of  ectodermal  origin 
such  as  hair,  teeth,  or  neurogenic  structures. 

In  general,  teratomas  occur  more  commonly  in 
infants  and  newborns  while  bronchogenic  cysts  are 
encountered  more  often  in  children  over  one  year 
of  age,  although  a small  number  have  been  discov- 
ered in  infants. 

In  infancy,  both  tumors  produce  signs  sugges- 
tive of  cardiac  tamponade,  and  the  patients  may 
appear  with  dyspnea,  tachypnea,  sternal  and  sub- 
costal retractions,  and  distended  neck  veins. 
Bronchogenic  cysts,  however,  tending  to  occur 
more  commonly  in  older  children,  may  be  asymp- 
tomatic and  may  manifest  no  signs  other  than  an 
enlarged  cardiac  silhouette  on  chest  x-ray  films. 
Diagnosis  can  be  established  by  angiocardiography 
and  probably  by  sonography. 
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Seventeen  children,  7 females  and  10  males 
from  age  eighteen  months  to  eighteen  years,  un- 
derwent implantation  of  a cardiac  pacemaker,  5 
with  congenital  CHB  (complete  heart  block),  3 
probably  congenital,  8 following  cardiac  surgery, 
and  1 involving  cardiac  catheterization.  Rhythm 
disturbances  requiring  pacing  were  CHB  in  13 
cases,  sinus  node  dysfunction  in  2,  acute  myocar- 
dial infarction  with  bifascicular  and  first-degree 
heart  block  in  1,  and  supraventricular  tachycardia 
in  1.  Eight  were  paced  because  of  syncope,  3 for 
CHB  with  congestive  heart  failure  or  low  cardiac 
output,  and  6 for  postoperative  rhythm  control. 
Six  were  paced  by  thoracotomy,  of  which  5 had 
atrial  synchronous  pacemakers.  Eleven  had 
transvenous  implantation,  of  which  4 were  ventric- 
ular inhibited,  2 asynchronous,  and  5 asynchro- 
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Our  experience  has  not  included  an  intraperi- 
cardiac teratoma,  but  we  have  had  one  broncho- 
genic cyst  in  a two-and-one-half-year-old  girl. 
She  was  an  asymptomatic  patient  referred  to 
Henry  Goldberg,  M.D.,  for  evaluation  of  an  en- 
larged heart.  Following  diagnostic  work-up,  she 
was  operated  on  by  one  of  our  departed  illustrious 
members,  Lawrence  Miscall,  M.D. 

The  tumor  was  intimately  attached  to  the  aorta, 
as  in  today’s  case,  as  well  as  to  the  right  atrial  ap- 
pendage, but  was  excised  completely  without  diffi- 
culty. She  is  well  some  twenty-two  years  postop- 
eratively. 

In  all  of  the  cases  described  in  the  literature,  it 
has  been  noted  that  the  tumor  either  derives  its 
blood  supply  from  the  root  of  the  ascending  aorta 
or  is  intimately  attached  to  the  adventitia  of  the 
aorta.  It  is  important  that  this  be  recognized  to 
prevent  injury  to  the  aorta  and  possible  serious 
hemorrhage.  The  majority  of  these  tumors  can  be 
removed  surgically  and  are  benign. 

Again,  I wish  to  compliment  the  authors  and 
thank  them  for  bringing  to  the  attention  of  this 
audience  a rare  but  important  cause  of  respiratory 
distress  in  newborns  and  infants. 

nous  R-F  (radiofrequency).  One  child  with  partial- 
ly corrected  disease  died  within  three  months,  1 
died  of  wound  breakdown  and  sepsis,  and  1 died 
suddenly  five  years  after  the  implant.  With  re- 
turn of  sinus  rhythm  after  three  months,  pacing 
was  terminated  in  2 patients.  Of  the  17  patients, 
10  have  been  paced  more  than  three  months  with 
an  average  of  1 procedure  every  fifteen  months 
over  an  average  duration  paced  of  fifty  months. 
Of  the  17  patients,  1 has  had  8 procedures,  2 have 
had  6,  1 had  4,  1 had  3,  3 had  2,  and  8 had  1 proce- 
dure each.  All  have  returned  to  normal  activity; 
only  1 requires  cardiac  medication.  Asynchronous 
and  atrial  synchronous  pacing  are  of  equal  thera- 
peutic value.  The  very  small  R-F  implanted  re- 
ceiver has  been  useful  in  nonpacer-dependent 
younger  children.  The  major  problems  have  been 
caused  by  the  large  size  and  short  longevity  of  the 
generators  and  growth  stressing  the  lead  system. 
Transvenous  implants  have  presented  no  greater 
management  problems  than  those  placed  by  thora- 
cotomy. 

Discussion 

Victor  Parsonnet,  M.D.,  Millburn,  New  Jer- 
sey. I appreciate  the  opportunity  to  discuss  this 
report.  Dr.  Furman’s  topic,  pacemakers  in  chil- 
dren, is  a subject  I find  interesting  because  there  is 
so  little  written  about  it.  I have  decided  to  con- 
fine my  remarks  to  isolated  congenital  atrioven- 
tricular block  in  which  there  are  no  other  associ- 
ated cardiac  abnormalities.  There  are  four  gener- 
al problems  that  need  to  be  discussed;  etiology,  in- 
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cidence,  prognosis,  and  patient  management  which 
Dr.  Furman  has  discussed  adequately  already.  As 
far  as  etiology  is  concerned,  we  must  be  a bit  par- 
ticular about  the  diagnosis.  The  diagnosis  of  iso- 
lated congenital  atrioventricular  block  can  best  be 
made  if  the  condition  is  recognized  shortly  after 
birth,  or  even  in  utero.  There  have  been  a number 
of  cases  diagnosed  in  utero  using  both  fetal  elec- 
trocardiography and  auscultation.  Why  these  de- 
fects occur  is  not  known,  but  approximately  40  per 
cent  of  mothers  had  some  type  of  infectious  dis- 
ease during  pregnancy.  Also,  14  per  cent  of  in- 
fants born  with  isolated  atrioventricular  block 
have  been  delivered  by  cesarean  section.  So  there 
is  something  unusual  in  the  history  of  patients 
born  with  this  abnormality. 

As  for  the  incidence  of  isolated  congenital  atrio- 
ventricular block,  three  recent  articles  in  the  liter- 
ature report  that  this  condition  is  responsible  for  5 
to  7 per  cent  of  their  patients  with  permanent 
pacemakers.  In  my  own  series  of  approximately 
1,200  patients,  we  can  identify  congenital  atrio- 
ventricular block  in  less  than  1 per  cent.  My  prac- 
tice, however,  is  primarily  geriatric,  and  we  have 
fewer  than  10  patients  under  the  age  of  twenty. 
In  the  United  States  it  is  estimated  that  there  are 
about  5,000  children  born  with  congenital  atrio- 
ventricular block  each  year,  and  about  one  half  of 
these  have  isolated  congenital  atrioventricular 
block.  This  condition  is  also  said  to  occur  once  in 
every  20,000  births. 

A curious  statistic  is  that  if  one  looks  at  the  inci- 
dence of  isolated  congenital  atrioventricular  block 
at  birth  and  compares  it  to  the  incidence  in  the 
adult  population,  one  finds  that  the  number  of 
cases  in  the  latter  group  is  much  smaller.  The  im- 
plication, obviously,  is  that  a lot  of  these  children 
die  before  reaching  maturity. 

The  prognosis  of  isolated  congenital  atrioven- 
tricular block  is  most  interesting  because  one  must 
decide  whether  or  not  to  implant  a pacemaker  in 
these  patients.  There  are  two  general  types  of  an- 
swers to  this  question.  One  answer  is  the  classic 
response  that  we  used  to  get  in  the  old  days  from 
our  senior  cardiologists  who  had  treated  perhaps 
10  cases  of  atrioventricular  block  over  a profes- 
sional lifetime.  They  would  say  that  they  had 
been  following  many  cases  of  atrioventricular 
block  without  pacemakers  for  as  long  as  twenty 
years,  and  all  these  patients  continued  to  do  well. 
In  fact,  there  has  been  1 patient  followed  through 
age  fifty-seven  who  never  became  symptomatic. 
This  argument  however,  no  longer  holds  water. 
One  has  to  get  the  entire  picture  before  one  under- 
stands the  problem.  Certainly  we  all  agree  now 
that  any  patient  with  Stokes-Adams  syndrome  re- 
quires a pacemaker.  There  are  several  series  of 
cases  of  congenital  atrioventricular  block  that 
seem  to  have  gone  less  well.  About  ten  years  ago 
Nadas  reported  that  about  10  per  cent  of  patients 


with  isolated  congenital  atrioventricular  block  de- 
veloped Stokes-Adams  seizures,  and  one  half  of 
those  died.  Obviously  this  is  not  a benign  disease. 
It  is  especially  serious  in  familial  isolated  congeni- 
tal atrioventricular  block,  where  the  prognosis  for 
some  reason  is  much  worse.  It  has  been  suggested 
that  in  these  cases  there  is  not  only  disease  of  the 
conduction  system  but  also  of  the  myocardium. 
Another  factor  influencing  prognosis  has  to  do 
with  the  width  of  the  QRS  complex.  The  narrow 
QRS  and  a relatively  fast  rhythm  implies  that 
there  is  supra-Hisian  block,  while  the  wide  QRS 
implies  more  extensive  abnormality  of  the  conduc- 
tion fascicles,  a slower  idioventricular  rate,  and  a 
poor  prognosis.  This  generalization  is  no  more 
than  that,  for  many  patients  progress  to  symptom- 
atic bradycardia  even  when  the  QRS  is  narrow. 

What  then  are  the  accepted  indications  for  im- 
planting a pacemaker  in  children?  There  are  four 
indications.  A pacemaker  should  be  implanted  at 
the  time  of  surgery  when  intracardiac  defects  are 
corrected.  The  second  indication  is  progressive 
bradycardia  or  very  slow  initial  heart  rate.  Ac- 
cording to  most  studies,  patients  with  slow  rates  or 
progressive  bradycardia  are  likely  to  deteriorate. 
The  third  indication  is  Stokes-Adams  syndrome, 
and  the  fourth  is  congestive  failure.  Congestive 
failure  is  perhaps  more  serious  than  Stokes-Adams 
syndrome  because  it  indicates  that  there  is  myo- 
cardial disease.  Actually  the  prognosis  in  these 
patients  may  be  poor  even  if  paced,  but  we  have  no 
hard  data  on  this  subject.  One  of  Dr.  Furman’s 
patients  dropped  dead  suddenly,  and  coincidental- 
ly one  of  my  patients,  a twenty-six-year-old 
woman  with  congenital  block,  died  suddenly  last 
week  in  a hospital  in  Bayonne,  New  Jersey. 

One  minor  technical  problem  that  Dr.  Furman 
did  not  discuss  is  that  of  a suitable  pacemaker 
rate.  We  should  remember  that  a pacemaker  in 
an  infant  should  not  only  be  small,  but  better  yet,  i 
rate-adjustable  over  a wide  range.  Within  the 
next  year  or  two  we  will  certainly  have  a small 
rate-adjustable  pacemaker  that  can  be  put  into  in- 
fants with  relative  ease. 

Dr.  Young:  I appreciate  the  privilege  of  being 
with  you  this  afternoon. 

In  answer  to  Dr.  Parsonnet’s  question  about 
prognosis  of  heart  block  in  young  children  and  in 
regard  to  congestive  failure  with  heart  block,  perti- 
nent information  is  shown  by  illustrations  from  a 
combined  international  study  on  the  natural  histo- 
ry of  congenital  complete  heart  heart  block  by  Mi- 
chaelsson  and  Engle.1 

One  of  these  shows  data  on  181  patients  with 
congenital  complete  heart  block  and  associated 
congenital  heart  disease.  The  highest  incidence  ol 
death  is  in  early  infancy  and  is  almost  entirely  the 
result  of  congestive  heart  failure  because  of  the 
slow  heart  rate. 

A rather  interesting  parallel  to  this  is  the  infor 
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mation  shown  on  another  illustration  with  data  on 
a larger  number  of  patients,  418,  with  congenital 
complete  heart  block  alone.  The  incidence  of 
death  due  to  similar  cause  is  also  in  early  infancy 
and  almost  as  high. 

In  the  infant  particularly,  adequate  cardiac  out- 
put under  stress  is  maintained  by  increasing  the 
heart  rate,  and  congestive  failure  ensues  if  this  is 
not  possible.  A poor  prognosis  is  associated  with 
ventricular  bradycardia,  atrial  tachycardia,  and 
cardiomegaly. 

Both  illustrations  show  that  while  death  may 
occur  at  any  age  in  patients  with  congenital  com- 
plete heart  block,  the  incidence  is  relatively  small 
after  the  first  year  of  life.  It  also  explains  why  one 
hears  of  patients  with  uneventful  congenital  com- 
plete heart  block  for  twenty-five  to  thirty  years  or 
more.  To  some  extent  this  is  a self-selective  dis- 
ease, and  if  the  child  gets  over  the  hump  of  the 
first  year  of  life,  the  possibility  of  a fatal  outcome 
lessens,  although  this  is  still  unpredictable. 

The  child  with  a slow  heart  rate  of  35  to  40  beats 
per  minute  with  a widened  QRS  complex,  thus  in- 
dicating a ventricular  focus  of  intrinsic  pacemaker 
activity,  should  be  considered  in  a different  cate- 
gory. There  is  evidence  that  such  patients  have  a 
greater  potential  for  sudden  death  than  those  who 
maintain  ventricular  activity  at  a faster  rate  from 
a higher  atrioventricular  nodal  center.2  We  there- 
fore consider  the  presence  of  this  electrocardio- 
graphic pattern  as  an  indication  for  pacemaker  im- 
plantation, regardless  of  symptoms  or  the  normali- 
ty of  other  physiologic  parameters. 

A third  illustration  shows  the  electrocardio- 
graphic pattern  of  left  anterior  hemiblock  and 
right  bundle  branch  block  and  diagrammatically 
depicts  the  atrioventricular  conduction  system  the 
surgeon  hopes  to  avoid  in  intracardiac  operative 
procedures.  The  subsequent  postoperative  inci- 
dence of  this  electrocardiographic  pattern  ranges 
from  8 to  20  per  cent  in  most  reports,3  but  is  stated 
to  be  as  high  as  40  per  cent  following  repair  of  tet- 
ralogy of  Fallot  by  one  group  in  Washington.4  It 
is  reasonably  predictable  that  patients  with  this 
postoperative  complication,  as  it  is  in  adults  with 
nonsurgically  acquired  left  anterior  hemiblock  and 
right  bundle  branch  block,  will  at  some  future  time 
develop  complete  heart  block. 

Predictability  factors  for  subsequent  develop- 
ment of  fixed  complete  heart  block  are  early  post- 


operative transient  complete  heart  block,  subse- 
quent left  anterior  hemiblock  and  right  bundle 
branch  block,  with  later  progressive  lengthening  of 
the  P-R  interval,  and  later  development  of  ar- 
rhythmias. We  now  feel  that  the  patient  who 
shows  all  these  features  should  be  considered  a 
candidate  for  pacemaker  implantation,  even  in  the 
absence  of  usual  symptoms  associated  with  com- 
plete heart  block.  Recently  this  has  been  per- 
formed on  a ten-year-old  boy  reported  in  this  se- 
ries. 

As  more  ventricular  septal  defects  are  being 
closed  transatrially  rather  than  by  a transventricu- 
lar  approach,  and  with  the  use  of  the  electrode 
probe  to  localize  the  specialized  atrioventricular 
conduction  pathways  during  surgery,  the  incidence 
of  postoperative  conduction  abnormalities  should 
lessen.  A word  of  caution,  however,  because  more 
and  more  patients  with  delayed  onset  of  heart 
block  from  one  month  to  fourteen  years  postopera- 
tively  are  being  reported.5  Late  heart  block  in 
many  of  these  patients  has  occurred  without  ante- 
cedent transient,  postoperative  heart  block,  abnor- 
mal postoperative  electrocardiograms,  or  arrhyth- 
mias. 

I can  only  conclude  by  stating  that,  having  been 
responsible  as  the  pediatric  cardiologist  for  this 
group  of  postoperative  patients  and  for  those  with 
congenital  atrioventricular  block,  I am  really  much 
younger  than  I appear  to  be,  this  grey  hair  having 
resulted  from  the  constant  concern  over  the  ulti- 
mate outcome  of  these  children. 
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There  is  a prevailing  concept  in  the  literature 
that  congenital  bronchogenic  cysts  which  have  not 
caused  symptoms  in  infancy  are  usually  discovered 
by  chance  on  roentgenographic  examination  in 
adult  life,  or  they  may  be  an  incidental  finding  at 
autopsy.1-3  The  cysts  are  thought  to  cause  symp- 
toms in  only  a minority  of  adult  patients.  The 
purpose  of  this  report  is  to  present  our  experience 
with  6 consecutive  patients  with  bronchogenic 
cysts.  All  but  1 patient  had  progressive  symptoms 
referable  to  the  lesion. 

Material 

Six  patients  underwent  thoracotomy  and  resec- 
tion of  bronchogenic  cysts  at  Kings  County  Hospi- 
tal Center,  Brooklyn,  New  York,  between  the  years 
1972  and  1975.  There  were  3 males  and  3 females 
in  the  series.  Their  ages  ranged  between  fourteen 
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TABLE  I.  Symptomatology  in  6 patients  with 
bronchogenic  cysts 


Patient 
Number  Sex 

Age 

(Years) 

Reason  for  Hospitalization 

1 

Female 

14 

Progressive  dyspnea  on  exertion 

2 

Male 

56 

Recurrent  pneumonitis 

3 

Male 

46 

Retrosternal  pain  aggravated  by 
recumbency 

4 

Female 

25 

Asymptomatic,  incidental 
radiologic  finding 

5 

Male 

21 

Chest  pain,  recurrent 
pneumonitis 

6 

Female 

44 

Chest  pain,  productive  cough, 
pneumonitis 

TABLE  II.  Preoperative  work-up  in  6 patients  with 
bronchogenic  cysts 


Diagnostic  Studies 

Number  of  Patients 

Plain  chest  roentgenogram 

6 

Tomogram 

3 

Bronchogram 

3 

Pulmonary  artery  angiogram 

3 

Esophagogram 

2 

Lung  scan 

2 

Azygogram 

2 

Cardiac  catheterization 

1 

Inferior  venacavagram 

1 

Barium  enema 

1 

and  fifty-six  years  with  the  mean  of  thirty-four 
years.  All  but  1 patient  were  hospitalized  because 
of  symptoms  referable  to  the  lesion  (Table  I). 
Correct  diagnosis  was  made  on  the  basis  of  a plain- 
chest  roentgenogram  in  the  1 asymptomatic  pa- 
tient. In  5 patients  a wide  variety  of  radiologic 
features  caused  diagnostic  difficulties.  Preopera- 
tive diagnostic  studies  performed  on  these  patients 
are  shown  in  Table  II.  Three  cysts  were  resected 
intact.  A segmentectomy  and  a lobectomy  were 
necessary  in  2 patients.  One  large  retrocardiac 
cyst  was  unroofed  with  de-epithelialization  of  its 
base.  There  was  1 death.  The  management  and 
outcome  in  6 patients  is  summarized  in  Table  III. 
Case  histories  follow. 

Case  reports 

Case  1.  A fourteen-year-old  girl  entered  the  hospital 
because  of  progressive  exertional  dyspnea  for  six 
months.  Chest  roentgenogram  revealed  a large  cyst  in 
the  left  upper  lobe  with  mediastinal  shift  to  the  right 
(Fig.  1).  Bronchogram  and  lung  scan  confirmed  the  im- 
pression of  a giant  emphysematous  cyst.  At  operation 
the  cyst  was  found  to  involve  most  of  the  apical  posteri- 
or segment  of  the  left  upper  lobe,  and  a segmentectomy 
was  carried  out.  Microscopic  examination  of  the  resect- 
ed specimen  revealed  respiratory  mucosa  lining  the  cyst 
consistent  with  congenital  bronchogenic  cyst,  as  shown 
in  the  insert  of  Figure  1.  Postoperatively  the  patient 
showed  a marked  improvement  in  the  exercise  toler- 
ance. 

Case  2.  A fifty-six-year-old  man  entered  the  hospi- 
tal with  a history  of  recurrent  pneumonitis  of  the  right 
lower  lobe  for  fifteen  years.  Chest  roentgenogram  re- 
vealed a cyst  with  air-fluid  level  at  the  level  of  right 
hemidiaphragm  (Fig.  2A).  Bronchogram  showed  com- 
munication with  bronchial  branches  of  the  posterior 
basal  segment  (Fig.  2B).  Pulmonary  artery  angiogram 
demonstrated  lateral  displacement  of  the  arterial 
branches  by  the  cystic  mass.  Azygogram,  aortogram, 
celiac  and  superior  mesenteric  artery  angiograms,  and 
barium  enema  all  showed  normal  results.  The  patient 
was  explored  with  preoperative  diagnosis  of  infected 
emphysematous  cyst.  At  operation  a cystic  mass  8 cm. 
in  diameter  was  located  within  the  right  lower  lobe  with 
chronic  inflammatory  changes  in  the  surrounding  pul- 
monary parenchyma.  Right  lower  lobectomy  was  per- 
formed. Microscopic  examination  of  the  cyst  wall  re- 
vealed respiratory  mucosa  consistent  with  bronchogenic 
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TABLE  III.  Summary  of  management  and  outcome  in  6 patients  with  bronchogenic  cysts 


Pa- 

tient 

Num- 

ber 

Sex 

Age 

(Years) 

Preoperative  Diagnosis 

Location  of  Cyst 

Operation 

Outcome 

1 

Female 

14 

Giant  emphysematous  cyst 

Apical  posterior 
segment,  left 
upper  lobe 

Segmentectomy 

Recovery 

2 

Male 

56 

Infected  emphysematous  cyst 

Right  lower  lobe 

Lobectomy 

Decortication; 

recovery 

3 

Male 

46 

Mediastinal  granuloma 
displacing  the  heart 

Retrocardiac 

Unroofing  of  cyst, 
de-epithelialization 
of  base  (pump 
standby) 

Recovery 

4 

Female 

25 

Bronchogenic  cyst 

Subcarinal 

Cystectomy 

Massive  pneumonia, 
supported  on 
membrane  oxy- 
genator; expired 

5 

Male 

21 

(1 ) Pericardial  cyst; 

(2)  enteric  cyst; 

(3)  bronchogenic  cyst 

Paraesophageal 

Cystectomy  and 
resection  of 
esophageal  wall 

Recovery 

6 

Female 

44 

(1 ) Enteric  cyst; 

(2)  esophageal  hiatal  hernia; 

(3)  bronchogenic  cyst 

Paraesophageal 

Cystectomy  and 
resection  of 
esophageal  wall 

Recovery 

the  pulmonary  artery  and  cardiac  chambers  (Fig.  3). 
Radioactive  heart  scan  showed  a perfusion  defect  of  the 
heart.  Cardiac  catheterization  and  echogram  showed  a 
normal  functioning  mitral  valve.  Tomograms  failed  to 
demonstrate  any  other  discreet  mass  lesions.  The  pa- 
tient was  explored  through  right  lateral  thoracotomy 
with  a preoperative  diagnosis  of  mediastinal  granuloma 
massively  displacing  the  heart.  Cardiopulmonary  by- 
pass was  made  available  on  standby  in  the  operating 
room.  At  operation  the  tumor  was  found  in  subcarinal 
location,  cystic  in  consistency  and  bulging  anteriorly 
into  the  pericardium.  Needle  aspiration  revealed  jelly- 
like  contents  of  the  cyst.  Total  resection  was  deemed 
unwise,  and  the  cyst  was  unroofed  with  de-epithelializa- 
tion  of  its  base.  The  wall  was  firm  with  soft,  granular, 
friable  lining.  On  microscopic  examination  ciliated  co- 
lumnar epithelium  consistent  with  a congenital  bron- 
chogenic cyst  was  demonstrated.  The  patient  made  an 
uneventful  recovery. 

Case  4.  A twenty-five-year-old  woman  was  hospital- 
ized for  abnormal  chest  x-ray  films  discovered  at  a 
preemployment  medical  examination.  She  had  no 
symptoms  referable  to  chest.  Admission  chest  film 
showed  mediastinal  radiodensity  suggestive  of  a bron- 
chogenic cyst  (Fig.  4).  No  other  studies  were  done. 
Right  lateral  exploratory  thoracotomy  revealed  a cystic 
mass  located  just  posterior  to  the  hilum  of  the  right  lung 
and  inferior  to  the  carina.  The  cyst  was  shelled  out  in- 
tact. On  opening  the  specimen  thick  yellow  mucoid 
material  characteristic  of  a bronchogenic  cyst  was  ob- 
tained. Microscopic  examination  confirmed  the  diag- 
nosis (Fig.  5).  On  the  ninth  postoperative  day  the  pa- 
tient developed  bilateral  pneumonia  which  failed  to  re- 
spond to  appropriate  antibiotic  therapy.  The  patient 
succumbed  to  massive  respiratory  infection  in  spite  of 
all  measures  including  support  with  a membrane  oxy- 
genator for  seven  days. 

Case  5.  A twenty-one-year-old  man  entered  the  hos- 
pital with  chest  pain,  exertional  dyspnea,  and  weight 


FIGURE  1.  Case  1.  Admission  chest  roentgenogram 
showing  giant  cyst  of  left  upper  lobe  with  mediastinal  shift 
to  right.  Insert  shows  microscopic  section  of  resected 
cyst  lined  by  respiratory  mucosa  consistent  with  broncho- 
genic cyst. 

cyst.  There  was  also  pulmonary  fibrosis  and  emphyse- 
ma with  subpleural  blebs.  Postoperatively  the  patient 
required  reexploration  and  decortication  for  clotted  he- 
mothorax with  eventual  full  recovery. 

Case  3.  A forty-six-year-old  man  entered  the  hospi- 
tal with  the  chief  complaint  of  retrosternal  pain  aggra- 
vated by  recumbency.  On  chest  roentgenogram  left 
atrial  enlargement  and  elevation  of  the  left  main  bron- 
chus were  noted.  Pulmonary  artery  angiogram  showed 
a large  mass  in  the  posterior  mediastinum  compressing 
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FIGURE  2.  Case  2.  (A)  Admission  chest  roentgenogram  showing  air-fluid  level  in  cyst  overlying  medial  portion  of  right 
hemidiaphragm.  (B)  Bronchogram  reveals  communication  between  cyst  and  bronchi  of  posterior  basal  segment  of  right 
lower  lobe. 


r ■ ■' 

FIGURE  3.  Case  3.  Pulmonary  artery  angiogram. 
Large  mass  in  posterior  mediastinum  compressing  cardiac 
chambers  and  pulmonary  artery. 

loss  of  13  pounds  in  six  months.  He  was  hospitalized 
twice  previously  for  pneumonitis  of  the  right  lower  lobe. 
A convex  density  projecting  into  the  right  cardiophrenic 
angle  posteriorly  was  noted  on  chest  roentgenogram. 
Barium  swallow  suggested  extrinsic  compression  of  the 
esophagus  (Fig.  6).  Azygogram  and  inferior  venacava- 
gram  showed  displacement  and  compression  of  the  azy- 
gos and  intercostal  veins  by  a paraspinal  mass.  Diag- 
nostic possibilities  under  consideration  were  neurenteric 
duplication,  pericardial  cyst,  and  bronchogenic  cyst,  in 
that  order.  At  right  lateral  exploratory  thoracotomy  a 
multi  loculated  cystic  mass,  the  size  of  an  orange  with 
thin  milky  contents  and  densely  adherent  to  right  lung, 


FIGURE  4.  Case  4.  Admission  chest  roentgenograms, 
posteroanterior  and  lateral  views  show  mediastinal  radio- 
density. Diagnosis  of  bronchogenic  cyst  received  pri- 
mary consideration.  No  further  studies  done  preopera- 
tively. 


FIGURE  5.  Case  4.  Left:  resected  cyst  with  thick,  in- 
spissated yellowish  mucoid  contents  characteristic  of 
bronchogenic  cyst.  Right:  microscopic  section  of  cyst 

wall  revealed  ciliated  columnar  epithelium  of  respiratory 
mucosa. 

pericardium,  and  esophagus,  was  dissected  out.  A por- 
tion of  esophageal  muscular  wall  had  to  be  resected  with 
the  cyst.  Microscopic  examination  of  the  wall  revealed 
ciliated,  pseudostratified  columnar  epithelium.  Recov- 
ery was  uneventful. 
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FIGURE  6.  Case  5.  Esophagogram  shows  extrinsic 
compression  of  distal  esophagus  by  sharply  defined 
rounded  density. 


Case  6.  A forty-four-year-old  woman  entered  the 
hospital  with  chest  pain  and  productive  cough  of  one 
week’s  duration.  Chest  roentgenogram  revealed  consol- 
idation of  the  basal  segments  of  right  lower  lobe  and 
pleural  effusion  (Fig.  7A).  She  was  treated  with  penicil- 
lin with  a good  response.  Chest  Film  taken  after  resolu- 
tion of  the  pneumonitis  showed  a posterior  density  over- 
lying  the  right  hemidiaphragm  (Fig.  7B).  Pulmonary 
artery  angiogram,  liver  scan,  and  gastrointestinal  con- 
trast studies  yielded  normal  findings.  Enteric  cyst  was 
considered  the  likeliest  diagnosis.  At  exploration,  via 
right  lateral  thoracotomy,  a cystic  mass  5 cm.  in  diame- 
ter was  shelled  out  from  within  the  inferior  pulmonary 
ligament.  Dense  adhesions  to  the  esophagus  required 
resection  of  the  muscular  wall  down  to  the  mucosa.  Mi- 
croscopic examination  revealed  respiratory  mucosa  con- 
sistent with  bronchogenic  cyst.  The  postoperative 
course  was  uneventful  with  complete  recovery. 


FIGURE  7.  Case  6.  (A)  Admission  chest  roentgenogram 
shows  consolidation  of  basal  segments  of  right  lower  lobe 
and  pleural  effusion.  (B)  Repeat  chest  film  taken  after 
resolution  of  pneumonitis.  Well-defined  density  seen  at 
right  cardiophrenic  angle. 


Comment 

Kings  County  Hospital  Center  is  the  major  hos- 
pital for  the  Borough  of  Brooklyn  with  1,745  beds. 
In  1974  ambulatory  visits  exceeded  1.1  million  pa- 
tients, and  admissions  totaled  54,000  patients  of 
which  between  1,800  and  2,000  patients  are  hospi- 
talized annually  in  the  pulmonary  disease  service. 
Against  this  background,  between  the  years  1972 
and  1975  we  have  operated  on  6 patients  with 
bronchogenic  cysts,  five  of  whom  had  progressive 
symptoms  referable  to  the  lesion. 


Bronchogenic  cysts  have  been  discovered  in  pa- 
tients from  infancy  to  the  eighth  decade.  Al- 
though uncommon  in  infancy,  they  may  produce 
attacks  of  severe  and  recurrent  respiratory  dis- 
tress.4 It  is  the  obstructive  emphysema  that 
needs  immediate  attention  in  these  infants  and 
not  the  bronchogenic  cyst  per  se.5  The  airway  in 
infants  is  more  easily  obstructed  than  in  adults  be- 
cause of  its  softness.  It  is  significant  in  this  re- 
spect that  the  first  patient  in  our  series,  Case  1,  a 
fourteen-year-old  girl  who  appeared  with  a picture 
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of  a giant  emphysematous  cyst  causing  respiratory 
embarrassment,  was  also  the  youngest.  She  was 
also  the  only  one  with  a lesion  on  the  left  side. 
The  greater  incidence  of  bronchial  obstruction  by 
cysts  occuring  on  the  left  side  has  been  explained 
by  the  smaller  lumen  of  the  left  main  bronchus 
and  its  more  acute  angle  of  origin  as  compared 
with  the  right.3 

In  adult  patients  the  majority  of  bronchogenic 
cysts  are  usually  asymptomatic,  according  to  re- 
ports in  the  literature.1’2  Compilation  of  reported 
cases  of  bronchogenic  cysts  in  adults  covering  9 re- 
ports and  a total  of  94  patients  shows  39  per  cent 
appearing  with  symptoms,  most  commonly  chest 
pain  or  infection.  Our  experience  is  at  variance 
with  this  prevailing  impression  of  their  mostly  in- 
nocuous behavior  in  adults.  In  only  1 of  our  6 pa- 
tients was  the  cyst  an  incidental  radiologic  finding. 
Five  patients  were  hospitalized  because  of  progres- 
sive symptoms  referable  to  the  cyst.  Ironically, 
the  1 asymptomatic  patient,  Case  4,  was  the  only 
fatality  in  the  series. 

Maier1  classified  mediastinal  bronchogenic  cysts 
according  to  their  location  as  (1)  paratracheal;  (2) 
carinal;  (3)  hilar;  (4)  paraesophageal;  and  (5)  mis- 
cellaneous. According  to  Maier,  cysts  in  the  hilar 
location  are  most  likely  to  cause  symptoms  and  be 
discovered  in  adulthood.  Other  authors  list  cysts 
found  behind  carina  as  the  commonest  and  caus- 
ing the  most  clinical  problems.3  Two  of  our  pa- 
tients fell  into  this  category,  Cases  3 and  4,  1 of 
them  asymptomatic.  In  4 patients  the  cysts  were 
within  pulmonary  parenchyma.  In  2 patients, 
Cases  5 and  6,  the  cysts  were  in  close  association 
with  bronchus  of  the  right  lower  lobe  and  densely 
adherent  to  the  esophageal  wall.  There  is  no 
sharp  line  of  distinction  between  congenital  bron- 
chogenic cysts  resulting  from  developmental  aber- 
ration of  the  primitive  foregut  and  those  arising 
from  the  digestive  system.  Because  of  the  similar- 
ity in  the  embryonic  derivation  of  the  2 lesions 
some  authors  consider  them  together  as  bronchoe- 
sophageal  cysts.6  Both  have  a similar,  usually  cil- 
iated epithelium,  but  only  bronchogenic  cysts  con- 
tain cartilage.  There  was  no  cartilage  seen  in  our 
2 cases  in  which  cysts  were  densely  adherent  to 
esophagus.  Some  authors  have  stated  that  the 
most  reliable  index  of  bronchogenic  origin  is  that 
the  cyst  be  located  either  within  or  in  association 
with  main  bronchi  rather  than  that  cartilage  be 
present  in  its  wall.3 

Bronchogenic  cysts  in  the  superior  mediastinum 
migrating  into  the  neck,  appearing  as  a lump  or  a 
fistula  and  requiring  cervicomediastinal  approach 
for  resection,  have  been  reported.7-8  Ginsberg,  At- 
kins, and  Paulson9  reported  successful  manage- 
ment of  a subcarinal  bronchogenic  cyst  causing 
stridor  by  aspiration  through  mediastinoscope, 
thus  obviating  major  thoracotomy.3  Two  recent 
reports  describe  obstruction  of  superior  vena  cava 


by  bronchogenic  cysts.  In  1 case  an  intrapericar- 
dial  bronchogenic  cyst  was  successfully  removed 
using  a median  sternotomy  incision.  Thrombo- 
endvenectomy  and  reconstruction  of  the  superior 
vena  cava  using  a pericardial  patch  returned  pres- 
sure in  the  upper  extremities  to  normal  and  re- 
mained that  way  at  three  years’  follow-up.10  In 
another  case  a bronchogenic  cyst  adjacent  to  the 
right  upper  lobe  and  measuring  12  cm.  in  diameter 
caused  superior  vena  cava  obstruction  with  central 
venous  pressure  of  40  cm.  of  water.  At  right  tho- 
racotomy the  superior  vena  cava  and  the  azygos 
vein  were  dilated  and  measured  5 cm.  and  2.5  cm. 
across  respectively.  Due  to  adhesions  only  a par- 
tial cystectomy  was  performed  with  complete  re- 
lief of  the  venous  obstruction.  The  patient  was 
asymptomatic  at  two  years’  follow-up.11 

No  coincidental  vascular  abnormalities  were 
found  in  any  of  our  patients.  Angiograms  may  be 
useful  to  differentiate  bronchogenic  cysts  from  in- 
tralobar  sequestration.  It  has  been  suggested  that 
intralobar  sequestration  is  simply  a bronchogenic 
cyst  with  anomalous  arterial  supply  and  that  the 
two  anomalies  occur  coincidentally  in  certain  pa- 
tients.12 The  term  sequestration,  according  to 
this  hypothesis,  should  be  reserved  for  accessory 
lung  or  extralobar  sequestration. 

Summary 

Six  patients  with  bronchogenic  cysts  ranging  in 
age  from  fourteen  to  fifty-six  years  were  operated 
on  with  1 death.  All  but  1 patient  had  progressive 
symptoms  referable  to  the  lesion.  Preoperatively,  i 
diagnosis  of  bronchogenic  cyst  received  primary 
consideration  in  1 patient.  In  3 patients  the  possi- 
bility of  bronchogenic  cyst  was  relegated  to  a sec- 
ondary place  in  the  differential  diagnosis.  In  2 
patients  respiratory  mucosa  lining  the  cyst  wall 
was  a surprise  finding  on  microscopic  examination 
of  the  resected  specimens.  Pertinent  features  of 
the  case  histories  are  presented  with  emphasis  on 
the  broad  spectrum  of  radiologic  findings  and  the 
ensuing  diagnostic  difficulties.  Our  experience 
does  not  support  the  prevailing  notion  that  the 
majority  of  bronchogenic  cysts  in  adult  patients  j 
are  usually  seen  as  incidental  radiologic  findings  i 
and  uncommonly  cause  symptoms. 

Department  of  Surgery,  Box  40 
State  University  of  New  York  Downstate  Medical  Center 

450  Clarkson  Avenue 
Brooklyn,  New  York  11203 
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Discussion 

Marcial  M.  Cerruti,  M.D.,  Brooklyn,  New 
York.  During  the  last  five  years,  we  have  re- 
viewed 4 operated  patients  with  bronchogenic 
cysts  at  Maimonides  Medical  Center.  All  had 
mediastinal  cysts.  Only  1 patient  was  symptom- 
atic with  severe  cough  which  completely  disap- 
peared after  the  removal  of  a bronchial  cyst,  which 
was  attached  by  a firm  stalk  to  the  right  side  of  the 
trachea  in  the  carina  region.  Three  patients  were 
asymptomatic.  One  was  discovered  during  a pre- 
operative evaluation  for  aortic  valve  replacement. 
As  shown,  a double  density  over  the  cardiac  sil- 
houette in  the  posteroanterior  view  indicates  per- 
haps a left  atrial  enlargement.  Nothing  is  clear  on 
the  lateral  view.  I cannot  help  remembering  what 
Max  Chamberlian,  M.D.,  insisted  on  so  many 
times:  “If  it  does  not  show  clearly  in  the  lateral 
view,  think  of  a cyst.”  Illustrations  give  evidence 
of  a tumor-like  mass  compressing  the  esophagus, 
as  well  as  the  surgical  pathologic  condition  of  the 
cyst  which  appeared  like  a solid  tumor.  After  re- 
moval and  the  opening  of  the  specimens,  it  showed 
a hemorrhagic  content  and  the  appearance  of  the 
lining  of  the  interior  of  the  cyst. 

The  next  patient  I am  describing  gave  clear  ra- 
diographic evidence  of  a mediastinal  mass  in  the 
posteroanterior  and  lateral  views.  Other  pictures 
show  the  surgical  pathologic  condition  of  the 
tumor  located  in  the  posterior  mediastinum  over 
the  esophagus  with  the  stalk  attached  to  the  bron- 
chial tree. 

It  was  noted  to  be  a solid  hard  mass  with 
marked  pericystic  inflammatory  reaction. 

We  have  not  seen  the  intrapulmonary  variety  of 
bronchogenic  cyst;  however,  it  is  clear  that  by  ex- 
pansion, tension,  and/or  infection,  they  are  more 
prone  to  become  symptomatic. 

I would  like  to  extend  my  congratulations  to  Dr. 
Gourin  for  a very  fine  presentation  on  this  subject 


and  for  bringing  this  very  important  information 
to  our  attention. 
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From  1968  to  1974,  28  patients  with  malignant 
pericardial  effusion  were  treated  primarily  by  in- 
trapericardial  instillation  of  radioactive  chromic 
phosphate.  The  pericardial  disease  was  secondary 
to  breast  or  lung  cancer  in  three  fourths  of  the  pa- 
tients. 

Fourteen  patients  had  major  manifestations  of 
tamponade  at  the  time  of  the  diagnosis  of  pericar- 
dial disease;  the  remainder  had  little  or  no  clinical 
evidence  of  effusion.  The  most  uniform  laborato- 
ry findings  were  cardiomegaly  on  chest  x-ray  films 
and  lowered  amplitudes  on  electrocardiogram 
tracings.  The  amount  of  pericardial  fluid  ob- 
tained ranged  from  40  to  1,990  cc.  with  a median  of 
650  cc. 

Pericardial  effusion  was  the  only  evidence  of 
tumor  activity  in  5 patients,  whereas  the  remain- 
der had  associated  pleural  effusions  and  metasta- 
ses  to  other  organs. 

Twenty  of  28  patients  had  no  further  problems 
with  effusion  after  the  initial  tap  and  32P  (radioac- 
tive isotope  of  phosphorus)  instillation.  Eight  re- 
quired one  additional  pericardiocentesis  one  to 
five  months  later. 

The  average  survival  was  nine  months,  with  7 
patients  alive  more  than  one  year  with  a range  of 
one  to  four  and  one-half  years. 

A multidisciplinary  approach  to  the  diagnosis 
and  treatment  of  these  patients  as  well  as  the  long- 
term effect  of  radiation  therapy  are  presented  and 
discussed. 

Discussion 

Florence  Chu,  M.D.,  New  York  City.  In  the 

* By  invitation. 
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management  of  patients  with  cancer  we  often  en- 
counter difficult  problems.  One  such  problem  is 
metastatic  involvement  of  the  heart  and  pericar- 
dium, producing  distressing  symptoms  and  threat- 
ening life.  Many  times  the  diagnosis  is  not  cor- 
rectly made,  chiefly  due  to  the  lack  of  awareness  of 
this  possibility,  and  as  a result,  patients  are  not 
given  proper  treatment. 

Actually,  cardiac  metastasis  is  not  uncommon  in 
patients  with  advanced  cancer.  Bisel,  Wroblew- 
ski,  and  Ladue  reviewed  500  consecutive  autopsy 
cases  at  Memorial  Hospital  and  found  that  the  in- 
cidence of  heart  metastasis  was  21  per  cent. 

Metastatic  tumors  to  the  heart  may  involve  any 
part  of  that  organ:  pericardium,  epicardium, 

myocardium,  and  endocardium.  Sometimes  all 
layers  of  the  heart  may  be  involved.  Pericardium 
is  affected  more  frequently  than  other  sites. 

The  clinical  manifestations  of  cardiac  metasta- 
sis depend  on  the  location  and  extent  of  involve- 
ment. There  are  no  characteristic  symptoms  and 
signs.  However,  if  we  physicians  caring  for  cancer 
patients  are  alert  to  the  possibility  of  cardiac  me- 
tastasis, this  condition  can  be  easily  recognized. 
For  example,  if  a cancer  patient  with  no  previous 
history  of  heart  disease  suddenly  develops  arryth- 
mia,  congestive  heart  failure,  or  pericarditis,  not 
responding  to  usual  conservative  treatment,  we 
must  strongly  suspect  metastatic  disease  to  the 
heart.  Further  work-up  utilizing  diagnostic  pro- 
cedures, such  as  electrocardiogram,  echogram,  an- 
giocardiogram, and  pericardiocentesis,  should  be 
carried  out  to  establish  the  diagnosis. 

Up  to  a few  years  ago,  we  treated  patients  with 
metastatic  disease  to  the  heart  with  external  ra- 
diation therapy  using  either  x-ray  or  cobalt.  We 
gave  approximately  3,500  rads  tumor  dose  to  the 
heart  over  a period  of  three  to  four  weeks.  In 
some  instances  dramatic  responses  were  achieved 
with  complete  reversal  of  symptoms  and  signs. 
We  analyzed  the  results  of  treatment  of  38  pa- 
tients. Breast  cancer  was  the  most  common  pri- 
mary site.  The  other  large  groups  were  lung  and 
lymphomas.  The  overall  response  rate  was  61  per 
cent.  In  breast  cancer  patients  the  duration  of 
improvement  ranged  from  two  to  thirty-six 
months.  The  mean  duration  of  remission  was  six 
months  and  the  median  four  months.  Of  the 
other  tumor  types,  the  duration  of  improvement 
ranged  from  one  to  nine  months. 

I am  extremely  impressed  with  Dr.  Martini’s 
method  of  treating  malignant  pericardial  effusion. 
Through  his  ingenuity  and  collaboration  with  his 
colleagues,  a new  approach  of  intrapericardial 
catheterization  and  instillation  of  32P  was  devel- 
oped. This  method  is  sometimes  combined  with 
external  radiation  therapy  when  there  is  evidence 
of  large  tumor  masses  or  when  myocardium  or  en- 
docardium is  also  involved. 

Although  the  2 series  of  patients  were  not  strict- 


ly comparable,  I do  believe  the  results  of  treat- 
ment in  Dr.  Martini’s  series  were  better  than  those 
achieved  by  external  therapy  alone.  Their  overall 
response  rate  was  75  per  cent,  and  the  median  re- 
mission time  was  six  months,  as  compared  with 
our  response  rate  of  61  per  cent  with  a median  re- 
mission time  of  four  months.  Furthermore,  their 
method  offers  prompt  relief  of  symptoms  in  con- 
trast to  slower  response  to  a course  of  external 
therapy. 

It  is  noticed  that  2 patients  treated  by  combined 
32P  and  cobalt  therapy  developed  constrictive  per- 
icarditis with  no  residual  tumor  mass  found  at  au- 
topsy. This  type  of  complication  can  be  easily 
avoided  in  the  treatment  of  future  patients  by  the 
adjustment  of  radiation  dosages. 

Again,  I wish  to  stress  the  point  made  by  Dr. 
Martini  earlier  that  cardiac  metastasis  is  not  nec- 
essarily a terminal  event.  A sizable  number  of  pa- 
tients lived  more  than  one  year  after  proper  treat- 
ment. Some  survived  as  long  as  five  years  without 
further  cardiac  problems. 

Finally,  I wish  to  congratulate  Dr.  Martini  and 
Dr.  Hilaris  for  developing  this  effective  method  of 
treating  malignant  pericardial  effusion.  The 
treatment  not  only  offers  prompt  relief  of  distress- 
ing symptoms,  but  also  reverses  a life-threatening 
situation. 

Dr.  Bloomberg:  May  I ask,  Dr.  Martini,  the 

type  of  pericarditis  found  at  autopsy  in  the  patient 
who  died  without  evidence  of  carcinoma  else- 
where. Was  any  carcinoma  still  present  in  the  : 
pericardium? 

Dr.  Martini:  I want  to  thank  Dr.  Chu  for  her 
discussion  and  emphasize  an  important  point.  I 
have  only  shown  one  method  of  treatment  of  peri- 
cardial effusion  due  to  malignant  disease.  There  i 
is  really  no  reason  to  discard  the  old  in  favor  of  the  ; 
new.  There  is  a place  to  join  forces  in  both  forms 
of  treatment  that  were  mentioned  here.  In  fact,  in 
many  instances,  as  Dr.  Chu  pointed  out,  we  joined 
instillation  with  external  radiation.  As  to  Dr. 
Bloomberg’s  question,  that  patient  had  only  peri-  ! 
cardial  metastases  at  the  time  of  her  initial  presen-  : 
tation.  She  was  treated  adequately  with  intraper-  i 
icardial  instillation  of  32P.  That  held  her  for  ap-  ; 
proximately  three  months.  She  had  recurrence  : 
with  effusion  at  that  time.  She  received  her  32F  * 
and  for  the  first  time  had  radiation  therapy  in  ad- 
dition to  her  32P  and  was  relieved  of  her  symptoms 
for  three  years.  Constriction,  we  believe,  mighl 
have  been  due  to  the  combination  of  the  intersti  I i 
tial  radiation  by  32P  and  external  radiation.  In 
deed  there  was  nothing  but  constructive  pericardi 
tis  due  to  fibrosis.  There  was  no  tumor  anywhen 
in  the  patient.  We  have  had  3 patients  who  als< 
were  autopsied  who  only  had  32P  instillation,  am 
there  was  evidence  of  some  degree  of  adhesive  per 
icarditis. 

Dr.  Kirschner:  It  is  interesting  that,  except  a 
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an  aside,  Dr.  Martini  did  not  mention  pericardial 
window.  I wonder  if  anyone  in  the  audience  has 
had  any  experience  with  open  operations  in  meta- 
static disease  of  the  pericardium. 

Dr.  Robert  W.  M.  Frater,  The  Bronx,  New 
York.  We  have  several  times  found  malignant 
pericardial  disease  in  the  course  of  making  win- 
dows for  drainage  and  tissue  diagnosis.  Gil  San- 


tos, M.D.,  at  our  institution  has  used  endoscopic 
examination  of  the  pericardial  cavity  through  the 
window  to  seek  malignant  deposits  for  biopsy.  Dr. 
Kirschner  has  asked  how  patients  with  malignant 
disease  do  after  window  formation.  Although  I 
came  unprepared  to  discuss  this,  1 do  know  that 
some  cases  have  large  bulky  masses  of  neoplastic 
tissue  in  the  pericardium  and  obtain  no  relief  from 
removal  of  the  fluid. 


Project  DAWN:  the  nation’s  drug 
abuse  warning  network 


What  is  DAWN? 

Project  DAWN  (Drug  Abuse  Warning  Network)  is  a 
nationwide  program  initiated  by  the  Drug  Enforcement 
Administration  (DEA)  to  assist  the  Federal  government 
in  identifying  and  evaluating  the  scope  and  extent  of  drug 
abuse  in  the  United  States.  It  is  funded  jointly  with  the 
National  Institute  on  Drug  Abuse  (NIDA).  DAWN  in- 
corporates data  from  various  sources  of  intelligence,  from 
within  DEA  and  from  such  outside  sources  as  Federal, 
state,  or  local  law  enforcement  agencies,  the  pharmaceu- 
tical industry,  and  scientific  literature.  Over  1,300  dif- 
ferent facilities  supply  data  to  the  program.  The  total 
input  is  analyzed,  and  the  results  become  a barometer 
giving  early  indications  of  the  changing  abuse  phenomena 
in  the  United  States. 

What  are  the  purposes  of  DAWN? 

DAWN  has  been  designed  to: 

1.  Identify  drugs  currently  abused. 

Determine  existing  patterns  of  abuse  in  a nationwide 
sample  of  SMSAs  (Standard  Metropolitan  Statis- 
tical Areas)  and  make  national  projections  based  on 
reported  data. 

Monitor  national  abuse  trends,  including  the  de- 
tection of  new  abuse  entities  and  new  poly-drug 
combinations. 

Provide  current  data  for  the  assessment  of  the  rel- 
ative hazards  to  health,  both  physiologic  and  psy- 


2. 


3. 


4. 


chologic,  and  relative  abuse  potential  for  drug  sub- 
stances. 

5.  Provide  data  needed  for  rational  control  and 
scheduling  of  drugs  of  abuse. 

What  information  is  collected? 

Project  DAWN  gathers  data  involving  drug  abuse  epi- 
sodes from  hospital  emergency  rooms,  inpatient  treatment 
facilities,  crisis  centers,  and  drug-related  deaths  from 
medical  examiners. 

How  does  DEA  use  DA  WN? 

Project  DAWN  data  is  currently  being  used  within  DEA 
for  drug  control  and  scheduling  purposes;  following  specific 
drug  trends  on  a nationwide,  regional,  or  local  basis;  mea- 
suring the  effectiveness  of  a drug  control  action;  and  allo- 
cation of  resources  and  staff  relative  to  specific  drug 
problems. 

Who  else  uses  DAWN? 

Government  agencies,  pharmaceutical  firms,  state 
agencies,  and  private  organizations  are  currently  using 
DAWN  data  or  have  requested  access  to  it.  Generally  it 
is  used  to  assess  the  drug  abuse  problem  and  follow  the 
trends  of  the  changing  abuse  patterns. 

Where  can  additional  information  on  DAWN  be  ob- 
tained? Requests  for  additional  information  or  specific 
data  should  be  directed  to:  Mr.  Ernest  A.  Carabillo,  Jr., 
Chief,  Special  Programs  Division,  Office  of  Science  and 
Technology,  Drug  Enforcement  Administration,  1405  I 
Street,  N.W.,  Washington,  D.C.  20537.  From:  registrant 
FACTS,  vol.  2,  No.  4 December,  1975 
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Multiple  Noncalcified 
Lung  Nodules 

Case  history 

Ronald  C.  Schliftman,  M.D.3":  A forty-six- 

year-old  female  was  first  admitted  to  Albert  Ein- 
stein College  Hospital  on  March  18,  1971  following 
four  weeks  of  nonproductive  cough  and  fever  up  to 
101°F.  The  fever  soon  disappeared  and  did  not 
return.  At  that  time  the  chest  films  showed  mul- 
tiple pulmonary  nodules  (Fig.  1A).  Five  years  be- 
fore her  chest  x-ray  film  showed  negative  results. 
Her  past  history  included  an  ectopic  pregnancy  in 
1961  and  uterine  myomectomy  for  “fibroids”  in 
1965. 

The  work-up  for  pulmonary  nodules  yielded 
negative  findings,  including  sputum  cytology,  bac- 
teriology, and  function  tests.  Laboratory  findings 
showed  hemoglobin  at  13.1,  white  blood  count  at 
6,000  with  normal  differentials,  and  negative  com- 
plement fixation  test  results  for  coccidioidomy- 
cosis, histoplasmosis,  and  blastomycosis;  VDRL, 
cold  agglutinins,  and  brucella  titers  showed  nega- 
tive findings.  Culture  and  skin  tests  for  tubercu- 

* Resident  in  Radiology. 


losis  gave  negative  results;  the  sedimentation  rate 
was  59. 

Her  second  admission  on  February  13,  1972,  was 
for  irregular  uterine  bleeding.  The  pathologic  di- 
agnosis from  a dilatation  and  curettage  procedure 
was  chronic  endometritis  and  an  endometrial 
polyp.  A third  admission  on  February  22,  1973, 
for  a breast  mass  revealed  an  increase  in  size  of  the 
nodules  in  the  chest  (Fig.  2A). 

A breast  biopsy  revealed  benign  fibrocystic  dis- 
ease. An  open-lung  biopsy  was  then  performed. 
Subsequently  follow-up  chest  films  were  obtainec 
(Fig.  2B). 

Martin  I.  Parker,  M.D.*:  The  series  of  chest 
films  over  a four-year  span  reveals  multiple  round- 
ed pulmonary  nodules  bilaterally  which  are 
smooth,  noncalcified,  as  shown  in  Figure  IB,  anc 
diffuse.  They  grow  progressively,  with  no  distinct 
segmental  distribution  and  no  evidence  of  adenop- 
athy. 

At  the  time  of  the  initial  examination,  metastat- 
ic disease  would  have  had  to  have  been  a prime 
consideration.  However,  in  the  face  of  the  four- 
year  asymptomatic  course  and  with  a completely 
negative  clinical  work-up  result  for  a primary  ma 
lignant  condition,  metastatic  disease  from  a com- 
mon primary  source  becomes  highly  unlikely 


FIGURE  1.  (A)  Chest  x-ray  film  on  July  2,  1971,  showing  multiple  diffuse  soft-tissue  densities  bilaterally  ranging  from 

to  6 mm.  in  diameter.  (B)  Tomographic  sections  revealed  that  nodules  not  calcified. 
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FIGURE  2.  Chest  x-ray  films.  (A)  On  September  6,  1973.  Marked  increased  size  of  nodules  after  twenty-six  months 
which  have  in  general  more  than  doubled  but  do  not  all  grow  at  same  rate.  (B)  On  November  5,  1975.  Shows  further 
general  increased  size  of  some  nodules,  particularly  in  right  upper  lobe  and  left  parahilar  areas. 


Primary  bronchogenic  carcinoma  with  lung  metas- 
tasis and  alveolar  cell  carcinoma  also  may  safely  be 
excluded  on  the  basis  of  the  radiographic  smooth 
nodular  appearance  and  the  prolonged  asymptom- 
atic period. 

Among  benign  processes  which  can  cause  multi- 
ple lung  nodules  one  could  mention  Wegener’s 
granulomatosis,  rheumatoid  nodules,  tuberculosis, 
fungal  disease  such  as  histoplasmosis,  vascular 
malformations,  parasitic  diseases,  and  sarcoidosis, 
none  of  which  really  fit  the  picture  for  a variety  of 
reasons.  The  large  nodules  are  not  characteristic 
of  sarcoid,  and  there  is  a lack  of  adenopathy  or  pa- 
renchymal infiltrates,  which  may  often  be  found. 
Arteriovenous  fistulas  also  would  not  be  so  round- 
sd  or  numerous  and  grow  so  much,  and  also  there 
were  no  demonstrated  feeding  vessels  going  to  the 
lung  nodules.  Granulomatous  disease  such  as  tu- 
berculosis and  histoplasmosis  can  appear  with 
multiple  nodules.  Over  a long  period  of  time  they 
might  possibly  cavitate  or  show  calcifications,  nei- 
ther of  which  was  found.  The  growing  nodules 
without  any  sign  of  alveolar  or  interstitial  infiltra- 
:ion  would  likewise  be  points  against  tuberculosis 
. :>r  fungal  disease,  in  addition  to  the  negative  skin 
est  findings  and  sputum  cultures. 

Most  parasitic  conditions  of  the  lungs  cause  a 
more  interstitial  or  patchy  less  defined  small  nod- 
ilar  pattern,  with  some  variations.  Several  on  oc- 
i pasion,  however,  may  produce  larger  “coin  lesions” 
I such  as  echinococcosis,  or  hydatid  cysts,  and  the 
are  Dirofilaria  immitus,  or  dog  heart  worm. 
Against  hydatid  disease  in  this  case  is  the  large 
lumber  of  nodules,  their  relatively  protracted 
growth  rate,  and  no  evidence  of  eventual  cyst  rup- 
ure  over  the  four-year  interval,  which  does  not 
lave  to  occur  in  all  cases.  Also,  almost  all  cases  in 


this  country  are  said  to  occur  in  immigrants,  which 
this  patient  was  not.  About  25  per  cent  of  echino- 
coccus patients  have  eosinophilia  which  is  much 
more  common  with  dirofilariasis.  Our  patient  did 
not  have  eosinophilia  or  even  leukocytosis.  Par- 
asitic diseases  of  the  lung  are  therefore  not 
thought  to  be  a likely  cause  of  this  patient’s  lung 
disease. 

The  prolonged  four-year  asymptomatic  pulmo- 
nary course  of  progressive  growth  of  these  sharply 
demarcated,  smooth,  noncalcified  lesions  leads  to 
a consideration  of  several  benign  lung  neoplasms. 

Fibromas  of  the  lung  can  occur,  but  the  very 
large  number  of  nodules  and  their  growth  rate 
would  be  against  this.  Hemangiomas  also  are 
rarely  so  numerous,  grow  much  more  slowly  if  at 
all,  and  often  have  associated  hemoptysis  in  their 
clinical  presentation. 

Benign  leiomyomas  of  the  lung  is  a condition 
which  could  fit  the  radiographic  and  clinical  pic- 
ture. It  occurs  more  commonly  in  females,  usually 
over  the  age  of  forty.  These  “coin”  lesions  may  be 
single  or  multiple,  be  relatively  peripheral,  and 
they  progress  in  size  gradually  with  no  clinical 
symptoms  if  the  bronchi  do  not  happen  to  be  en- 
croached on. 

Another  prime  consideration  would  be  so-called 
benign  metastasizing  leiomyoma  of  the  uterus. 
Such  metastases  characteristically  progress  rela- 
tively slowly  and  might  be  the  cause  of  the  lung 
nodules  in  this  patient,  who  did  have  a history  of 
previous  uterine  myomectomy.  In  this  condition 
histologically  benign  tissues  are  found  in  both  the 
uterine  fibroleiomyoma  and  in  the  corresponding 
lung  deposits.  Whether  in  reality  this  is  really  a 
low-grade  leiomyosarcoma  is  a matter  of  contro- 
versy. 
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FIGURE  3.  (A)  Tumor  consisting  of  interlacing  whorls  of  smooth  muscle  cells.  (B)  Higher  magnification  showing  benign 

histologic  appearance  of  tumor  cells.  Note  epithelial  structure  considered  to  be  entrapped  bronchiole  (original  magnifi- 
cation X 150). 


Finally,  multiple  hamartomas  of  the  lung  cannot 
be  definitely  ruled  out.  Hamartomas  are  most 
common  after  age  forty.  They  may  be  calcified; 
about  30  per  cent  are.  Their  growth  rate  is  usual- 
ly not  perceptible  or  very  slow,  which  was  not  the 
case  in  our  patient.  Also,  while  they  may  be  mul- 
tiple, such  a large  number  would  be  highly  unusu- 
al. 

In  summary,  I would  favor  a benign  neoplastic 
process.  The  two  most  likely  prospects  seem  to  lie 
between  benign  metastasizing  leiomyoma  and 
multiple  primary  leiomyoma  of  the  lung,  with  mul- 
tiple hamartomas  of  the  lung  thought  less  likely. 

Pathologic  discussion 

Boyce  Bennett,  M.D.*:  The  tissue  received 

was  one  of  the  lung  nodules,  a 0.5  by  0.3  by  0.3-cm. 
gray-white,  well-demarcated  firm  mass  with  sur- 
rounding lung  tissue.  Microscopically,  the  lesion 
showed  a whorled,  interlacing  pattern  of  smooth- 
muscle  cells  typical  of  a leiomyoma  (Fig.  3A).  The 
nuclei  showed  no  pleomorphism,  and  not  more 
than  a rare  mitosis  was  present.  Occasional  epi- 
thelial-lined, gland-like  structures  were  found 
(Fig.  3B);  these  were  considered  entrapped  bron- 
chioles, and  similar  structures  present  in  hamarto- 
mas of  the  lung  have  been  shown  to  be  of  bron- 
chiolar  origin.1  The  lesion  was  diagnosed  as  a me- 
tastasizing leiomyoma,  a very  rare  entity  of  which 
a dozen  or  so  have  already  been  described,2-4  and 
Liebow5  and  his  group  have  collected  an  addition- 
al 17  cases.  The  lesion  occurs  in  middle-aged 
women  and  appears  clinically  generally  as  multiple 
lung  masses  in  an  asymptomatic  woman.  The 
masses  grow  very  slowly,  with  most  patients  re- 
maining asymptomatic  for  many  years,  but  a few 
die  of  lung  metastases  in  four  years  after  the  mass- 
es were  first  detected.  In  all  cases,  histologically 
benign  leiomyomata  of  the  uterus  were  present 
and  are  presumably  the  source  of  the  lung  metas- 
tases. In  the  present  patient,  the  slides  from  the 
uterine  myomectomy  performed  nine  years  pre- 
viously were  reviewed;  these  showed  the  typical 
histologic  appearances  of  a benign  leiomyoma. 

* Professor,  Department  of  Pathology. 


To  the  pathologist,  then,  this  presents  the  fasci- 
nating problem  of  a lesion  showing  a biologically 
malignant  property,  the  ability  to  metastasize,  in 
the  face  of  clearly  benign  cytologic  characteristics, 
thus  pointing  out  possible  limitations  of  predicting 
the  malignant  potential  of  a neoplasm  on  purely 
histologic  grounds.  As  is  illustrated  in  the  case  re- 
ports of  such  lesions  and  again  repeated  here,  the 
uterine  primary  tumor  as  well  as  the  lung  metasta- 
sis show  the  microscopic  appearance  of  a benign 
leiomyoma. 

I would  also  like  to  point  out  another  equally 
rare  tumor  arising  from  uterine  leiomyomata 
which  shows  malignant  potential,  so-called  “intra-  ) 
venous  leiomyomatosis.”6  In  this  neoplasm, 
tumor  penetrates  into  small  uterine  veins  and  ex- 
tends into  progressively  larger  venous  channels 
eventually  reaching  the  vena  cava  and  in  one  or 
two  instances  the  heart.  This  tumor,  however, 
does  not  metastasize  and  is  generally  cured  by  hys-  . 
terectomy,  even  if  the  entire  ramified  tumor  mass  i 
cannot  be  excised.  Apparently  the  intravenous  i 
extensions  of  tumor  require  the  parent  leiomyoma 
to  be  intact  for  the  tumor  in  vessels  to  continue 
growing. 

The  vast  majority  of  uterine  smooth-muscle  tu- 
mors, therefore,  are  clearly  benign.  A very  few  are 
overtly  malignant  leiomyosarcomas,  and  an  ex-  < 
ceedingly  rare  tumor  is  histologically  benign  but  I 
shows  malignant  biologic  properties. 

Final  diagnosis 

Benign  metastasizing  leiomyomata  in  lung 
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of  Vitamin  Facts  & Fallacies 


Northern  and  Central  Europeans  must  obtain  their  vitamin  C 
primarily  from  cabbage  because  these  countries  don  t have 
a Florida  or  California  as  a source  of  citrus  fruits  These 
inhabitants  get  about  twice  as  much  ascorbic  acid  when  they 
eat  their  cabbage  raw  as  when  they  boil  it 


Look  for  the  monogram 
AHR'  on  every  Allbee 
with  C capsule.  It  is  your 
assurance  that  this  is  the 
original  and  genuine 
product  and  notan 
imitation. 


Hippocrates  was  probably  the  first 
person  to  observe  and  record  the 
symptoms  of  scurvy  In  about 
400  B C.  he  wrote  that  he  was 
perplexed  by  the  large  number  of 
soldiers  suffering  from  gangrene 
of  the  gums. 


Vitamins  are  so 
potent  that  a day  s 
supply  weighs  only 
1 /237th  of  an  ounce! 


People  in  more  primitive,  less  commercialized 
societies  often  eat  better  balanced  diets  than 
affluent  Americans.  These  natives  instinctively 
choose  nourishing  foods  because  their  bodies  tell 
them  what  they  need  The  dietary  habits  of  Ameri- 
cans are  often  influenced  by  television  commer- 
cials that  appeal  to  our  wants  instead  of  our  needs 


Available  on  your 
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Vitamin  C 
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MULTIVITAMINS 


Each  capsule  contains 
Thiamine  mononitrate  (B>)  15  mg  1500* 
Riboflavin  (B.)  10  mg  53*' 

Pyndonne  hydrochloride  (8.)  5 mg  * 
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higher  dosage  levels,  rarely  on  usual  dosage  Contraindicatin' 
Glaucoma;  renal  or  hepatic  disease;  obstructive  uropathy  (fork 
ample,  bladder  neck  obstruction  due  to  prostatic  hypertrophy,*' 
hypersensitivity  to  any  of  the  ingredients. 
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QUESTION  198.  Electrocardiogram  obtained  from  a fourteen -year-old  black  male.  What  is  the  interpretation? 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  197.  The  initial  nine  beats  show  a 
pacemaker  spike  preceding  each  QRS  with  a fixed 
P-R  interval.  Following  the  ninth  QRS  the  pace- 
maker was  turned  off.  The  ensuing  P wave  is  non- 
conducted,  and  the  QRS  following  it  is  a ventricular 
escape  beat.  The  next  three  escape  beats  arise,  in  all 
likelihood,  from  the  A-V  junction  since  the  QRS  is 
relatively  narrow.  The  pacemaker  function  resumes 
after  the  first  escape  beat  in  strip  two,  and  evidence 
of  atrial  activity  can  be  seen  buried  on  the  T waves. 


The  tracing  demonstrates  that  in  the  absence  of 
the  pacemaker,  there  is  complete  heart  block  and 
junctional  or  ventricular  escape  beats.  The  bottom 
two  strips  show  the  P wave  remaining  in  close  prox- 
imity to  the  ventricular  paced  beats.  This  phe- 
nomenon is  known  as  synchronization  and  could  be 
demonstrated  repeatedly  by  turning  the  pacemaker 
off  and  on.  When  the  pacer  was  turned  to  a more 
rapid  or  to  a slower  rate,  the  P waves  were  no  longer 
temporally  related  to  the  ventricular  complex. 

Question  198.  The  rhythm  is  sinus.  The  mean 
electrical  axis  is  approximately  100  degrees  in  the 
frontal  plane.  There  are  terminal  T-wave  inversions 
in  V2  and  V3.  The  S-T  segment  is  elevated  in  lead 
II  and  V4  to  V6.  The  elevation  is  primarily  due  to 
elevation  of  the  J point. 

These  S-T  and  T -wave  changes  are  anormal  variant 
in  young  individuals. 


Paint  remover  fumes 
dangerous  to  heart  patients 

A popular  hobby  for  older,  retired  persons — furniture 
refinishing — may  be  seriously  dangerous  to  the  health  of 
individuals  with  heart  problems,  says  a report  in  the  Jan- 
uary 26  issue  of  the  Journal  of  the  American  Medical  As- 
sociation. 

In-home  use  of  paint  removers  containing  a chemical 
known  as  methylene  chloride  results  in  absorption  of  this 
solvent,  which  the  body  then  converts  into  carbon  mon- 
oxide, say  Drs.  Richard  D.  Stewart  and  Carl  L.  Hake  of  the 
Medical  College  of  Wisconsin,  Milwaukee. 

Carbon  monoxide  causes  heavy  stress  on  the  heart,  and 
patients  with  diseased  cardiovascular  systems  may  not  be 
able  to  tolerate  this  unexpected  stress,  they  report. 

The  physicians  report  on  a study  of  four  healthy  men 
ranging  in  age  from  nineteen  to  forty-seven  years.  All  were 
volunteers  and  the  risk  was  carefully  explained  to  each. 
The  4 were  subjected  to  the  paint  solvent  in  a closed  area 


for  several  hours  each,  and  the  carbon  monoxide  content 
of  the  blood  was  then  analyzed.  Each  showed  a marked 
increase.  Normally  healthy  individuals  can  overcome  this 
effect,  but  older  people  who  already  have  heart  problems 
are  less  able  to  cope. 

Conversion  of  the  inhaled  solvent  to  carbon  monoxide 
continues  for  several  hours  after  the  individual  ceases  using 
the  paint  remover. 

The  report  cites  the  case  of  a sixty-six-year-old  retired 
executive  who  had  three  separate  heart  attacks  after  using 
the  solvent  in  a closed  room.  The  third  caused  death.  Ir 
each  episode  he  had  worked  for  several  hours  in  a basemenl 
workroom  with  the  paint  remover. 

It  has  been  known  for  several  years  that  paint  remover; 
can  cause  heart  problems,  but  at  present  the  warning  label; 
on  the  containers  make  no  mention  of  it,  says  Drs.  Stewar 
and  Hake.  Until  such  time  as  a government  agency  take: 
action,  physicians  are  urged  to  make  their  elderly  hear 
patients  aware  of  the  hazard. 
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Drug  Information * 


Questions  and  Answers 


The  lay  press  recently  reported  on  the  use  of  oral 
candicidin  for  the  treatment  of  prostatic  infections. 
Please  supply  information  concerning  same. 

Candicidin  (Candeptin,  Vanobid)  is  widely  used  for 
the  topical  treatment  of  vaginal  moniliasis.  An  oral  for- 
mulation has  been  marketed  in  the  Philippines  since 
February  19,  1975,  for  the  treatment  of  prostatic  infec- 
tion, but  clinical  studies  with  this  formulation  in  the 
United  States  have  been  discontinued  pending  final 
input  and  direction  from  the  Food  and  Drug  Adminis- 
tration.1 

Recently,  much  publicity  has  appeared  concerning 
the  use  of  oral  candicidin  for  the  treatment  of  prostatic 
infection.  The  exact  mechanism  of  candicidin’s  action  in 
prostatic  infection  has  not  been  elucidated,  but  it  ap- 
pears that  candicidin  modifies  prostatic  cholesterol,  and 
this  may  influence  the  size  of  the  prostate.2  Schaffner 
and  Gordon3  suggested  that  oral  candicidin  and  other 
polyene  macrolides  exhibit  very  potent  hypocholes- 
terolemic  activity,  perhaps  by  inhibition  of  cholesterol 
absorption  from  the  gastrointestinal  tract. 

Keshin4  treated  92  patients  of  a 120-patient  group, 
who  had  signs  and  symptoms  of  benign  prostatic  hyper- 
trophy, each  with  300  mg.  of  oral  candicidin  daily  for  a 
minimal  period  of  five  months.  Of  the  92  patients,  87 
normally  would  have  required  surgery.  After  candici- 
din therapy,  64  patients,  or  73  per  cent,  were  able  to 
avoid  surgery  for  as  long  as  eighteen  months  with  no 
harmful  effects.  Most  of  the  patients  showed  subjective 
and  objective  improvement,  including  marked  reduction 
in  residual  urine.  Those  patients  who  did  not  respond 
to  therapy  and  required  surgery  showed  no  adverse  ef- 
fects. Those  patients  who  underwent  surgery  had  di- 
minished bleeding.  The  author  noted  that  usually  pa- 
tients must  receive  full  dosage  for  at  least  three  months 
before  objective  improvement  can  be  noted. 

In  a controlled  study,  Orkin5  treated  43  patients  suf- 
fering from  benign  prostatic  hypertrophy  with  oral  can- 
dicidin or  placebo.  At  a dosage  level  of  candicidin  300 
mg.  daily  for  periods  longer  than  three  months,  nearly 
90  per  cent  of  the  patients  showed  partial  to  complete 
remission  of  their  subjective  symptoms  and  improve- 

* The  “Questions  and  Answers”  column  is  compiled  by  the 
Arnold  and  Marie  Schwartz  Inter-Regional  Pharmaceutic  and 
Therapeutic  Drug  Information  Center  of  Brooklyn  College  of 
Pharmacy,  Long  Island  University,  600  Lafayette  Avenue, 
Brooklyn,  New  York  11216.  The  purpose  of  the  Center  is  to 
provide  therapeutic  and  pharmaceutic  information  not  readily 
available  to  physicians,  pharmacists,  and  related  health  profes- 
sionals at  no  charge  and  with  minimal  time  involvement.  The 
Center  is  staffed  by  specially  trained  pharmacists.  Walter  Mo- 
dell,  M.D.,  Emeritus  Professor  of  Pharmacology  at  Cornell  Uni- 
versity Medical  College,  is  pharmacologist  consultant.  The 
service  is  available  from  9:00  A.M.  to  4:30  P.M.,  Monday 
through  Friday,  at  (212)622-8989  or  636-7535. 


ment  in  residual  urine  retention  and  urinary  flow  rate. 
Over  one  third  of  patients  showed  a decrease  in  prostate 
size.  The  only  adverse  effect  noted  was  occasional  gas- 
tric upset. 

Sporer  et  al.2  treated  41  patients  in  a double-blind 
study  with  either  300  mg.  candicidin  daily  or  placebo. 
Overall  subjective  improvement  was  noted  in  78.1  per 
cent  of  treated  patients  compared  with  10  per  cent  of 
patients  given  a placebo.  Symptoms  such  as  terminal 
dribbling,  hesitancy,  nocturia,  intermittency,  and  diurial 
frequency  were  improved.  However,  no  change  was 
noted  in  any  of  the  treated  patients  with  regard  to  pros- 
tate size.  The  only  untoward  effects  reported  were  gas- 
trointestinal in  nature. 

In  conclusion,  a few  studies  have  indicated  that  oral 
candicidin  has  been  of  value  in  the  treatment  of  prostat- 
ic infection.  However,  many  more  data  are  needed  to 
determine  the  true  role  candicidin  will  play  in  the  treat- 
ment of  this  condition. 
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In  response  to  numerous  daily  questions  concerning 
naproxen  (Naprosyn,  Naxen),  the  following  informa- 
tion is  provided. 

During  the  past  few  years,  naproxen,  a nonsteroidal 
anti-inflammatory  drug  developed  by  Syntex  Research, 
has  been  commercially  available  in  Europe,  Canada,  and 
South  America.  At  the  present  time,  it  is  under  investi- 
gation in  the  United  States  by  Syntex  Laboratories. 

Naproxen  has  been  shown  to  be  effective  for  the 
symptomatic  treatment  of  rheumatoid  arthritis  and  also 
as  an  analgesic.  Comparison  studies  revealed  that  in 
therapeutic  doses  naproxen’s  effectiveness  was  equiva- 
lent to  high  doses  of  aspirin  or  indomethacin.  and  pro- 
duced significantly  lower  incidence  of  gastrointestinal 
side-effects  than  aspirin  and  fewer  side-effects  than  in- 
domethacin.1'2 Naproxen  has  also  shown  to  be  superior 
to  ibuprofen  (Motrin)  and  fenoprofen,  another  similar 
compound.3  The  drug  also  appears  to  possess  a cortico- 
steroid-sparing effect,  thus  reducing  the  need  for  sys- 
temic corticosteroids  in  patients  stabilized  on  them.1’3 

Diamond  et  al.1  conducted  a multicenter,  double- 
blind, crossover  study  of  naproxen,  500  mg.  per  day,  and 
aspirin,  3.6  Gm.  per  day,  in  1 19  adults  with  active  defi- 
nite or  classical  rheumatoid  arthritis.  Each  drug  was 
given  in  sequence  for  a six-week  study  period.  The  au- 
thors found  that  naproxen  in  a dose  of  250  mg.  twice 
daily  showed  similar  efficacy  to  3.6  Gm.  of  aspirin,  900 
mg.  four  times  daily,  and  was  significantly  better  toler- 
ated. Fewer  patients  who  received  naproxen  terminat- 
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ed  their  six-week  study  period  than  those  who  received 
aspirin. 

Kogstad2  conducted  a controlled,  double-blind,  cross- 
over trial  in  30  patients  with  classic  or  definite  rheuma- 
toid arthritis.  Each  patient  received  a four-week  regi- 
men of  naproxen  (250  mg.  twice  daily)  and  an  additional 
four-week  regimen  of  indomethacin  (50  mg.  three  times 
daily).  Of  the  26  patients  who  completed  the  study,  11 
preferred  naproxen,  9 preferred  indomethacin,  and  6 pa- 
tients evaluated  the  drugs  as  equally  efficient.  In  the 
total  clinical  evaluation,  naproxen  was  best  in  7 pa- 
tients, indomethacin  was  best  in  5 patients,  and  in  14 
patients  there  were  no  definite  differences  between  the 
two  drugs.  Side-effects  were  more  frequent  and  severe 
in  patients  who  received  indomethacin  than  in  those 
who  received  naproxen.  The  latter  consisted  only  of 
mild  to  moderate  gastrointestinal  complaints  in  1 or 
possibly  2 patients.  Indomethacin  side-effects  consist- 
ed mainly  of  headache,  dizziness,  and  gastrointestinal 
symptoms. 

In  another  study,  naproxen,  in  2 doses,  500  mg.  and 
750  mg.  per  day,  and  indomethacin,  100  mg.  per  day, 
were  administered  to  23  rheumatoid  arthritis  patients  in 
a double-blind,  crossover  trial.  Both  drugs  were  signifi- 
cantly more  effective  than  placebo,  but  there  were  no 
significant  differences  between  naproxen  and  indo- 
methacin, or  between  the  2 doses  of  naproxen.4 

In  a double-blind  study  two  weeks’  treatment  with 
fenoprofen  2.4  Gm.  daily,  ibuprofen  2.4  Gm.  daily,  and 
naproxen  750  mg.  daily  were  compared  in  25  outpatients 
with  rheumatoid  arthritis.  Antirheumatic  activity 
tended  to  be  greatest  with  naproxen  and  least  with  ibu- 
profen. Patient  preference  was  strongly  in  favor  of  na- 
proxen. Side-effects  necessitated  withdrawal  of  treat- 
ment in  4 patients  on  ibuprofen  and  in  1 who  received 
naproxen.3 

Flores  and  Rojas5  conducted  a study  in  28  adult  am- 
bulatory patients  with  classic  or  definite  active  rheuma- 
toid arthritis  to  determine  if  naproxen  possessed  any 
steroid-sparing  effects.  The  patients  had  been  stabi- 
lized for  at  least  six  months  previously  with  oral  para- 
methasone  acetate,  a corticosteroid,  plus  various  analge- 
sics and/or  nonsteroidal  anti-inflammatory  agents. 
During  the  initial  period  of  the  study,  only  parametha- 
sone  was  given  to  the  patients.  All  other  concomitant 
therapy  was  replaced  by  placebo  so  that  the  patients’ 
corticosteroid  dosage  could  be  readjusted  until  the 
smallest  amount  sufficient  to  control  the  disease  was 
found.  During  the  second  period,  using  the  double- 
blind method,  either  naproxen,  400  mg.  per  day,  or  pla- 
cebo was  administered  at  random.  The  use  of  naproxen 
resulted  in  a 57  per  cent  average  reduction  in  the  dose  of 
the  corticosteroid  compared  with  21  per  cent  for  the 
control  group  given  placebo.  The  authors  concluded 
that  naproxen  possessed  a significant  corticosteroid - 
sparing  effect  with  negligible  toxicity. 

It  has  also  been  shown  that  naproxen  is  an  effective 
analgesic  in  patients  with  severe  or  moderate  postopera- 
tive pain  resulting  from  orthopedic,  dental,  and  other 
procedures.  Naproxen  400  mg.,  given  in  a single  dose, 
was  found  to  provide  analgesia  comparable  to  that  pro- 
vided by  75  or  150  mg.  of  oral  meperidine  hydrochloride. 
Naproxen  600  mg.  provided  successful  analgesia  more 
frequently  than  naproxen  400  mg.  or  propoxyphene  65 
mg.3 

In  conclusion,  the  investigational  drug  naproxen  ap- 


pears to  have  effective  anti-inflammatory  and  analgesic 
properties.  It  also  apparently  possesses  fewer  side-ef- 
fects than  aspirin,  indomethacin,  or  ibuprofen. 

1.  Diamond,  H.,  et  al. : Naproxen  and  aspirin  in  rheuma- 
toid arthritis:  a multicenter  double-blind  crossover  compari- 

son study,  J.  Clin.  Pharmacol.  15:  335  (Apr.)  1975. 

2.  Kogstad,  O.:  A double-blind  cross-over  study  of  naprox- 
en and  indomethacin  in  patients  with  rheumatoid  arthritis, 
Scandinav.  J.  Rheumatol,  supp.  2:  159  (May)  1973. 

3.  Brogden,  R.  N.,  et  al.:  Naproxen:  a review  of  its  phar- 
macological properties  and  therapeutic  efficacy  and  use,  Drugs 
9:  343  (May)  1975. 

4.  Naproxen,  Inpharma  15: 12  (Dec.  6)  1975. 

5.  Flores,  J.  J.  B.,  and  Rojas,  S.  V.:  Naproxen:  corticoste- 
roid-sparing effect  in  rheumatoid  arthritis,  J.  Clin.  Pharmacol. 
15:  373  (Apr.)  1975. 

Please  supply  me  with  information  concerning  the 
use  of  low-dose  insulin  in  the  treatment  of  diabetic  ke- 
toacidosis. 

Various  regimens  have  been  used  to  treat  diabetic  ke- 
toacidosis which  call  for  high  doses  of  insulin.1  Usually 
50  to  200  units  of  insulin  are  given  initially  with  portions 
given  intravenously  and  either  subcutaneously  or  intra- 
muscularly, followed  by  further  dosages  of  insulin  until 
blood  sugar  levels  are  reduced  to  satisfactory  levels. 

Recently,  several  investigators  have  found  low-dose 
insulin  promising  for  the  management  of  diabetic  acido- 
sis and  ketosis  in  cases  which  were  or  were  not  compli- 
cated by  coma.1-3 

Semple  and  coworkers1  treated  16  patients,  13  severe- 
ly uncontrolled  and  3 newly  diagnosed  as  having  hyper- 
glycemic nonketotic  diabetes,  with  continuous  intrave- 
nous infusion  using  small  doses  of  insulin.  The  severely 
uncontrolled  patients  had  plasma  glucose  levels  between 
354  and  1,270  mg.  per  100  ml.  and  were  treated  with  a 
mean  loading  dose  of  6.5  units  of  intravenous  insulin  per 
hour.  The  mean  rate  of  fall  of  plasma  glucose  for  6 of 
the  13  patients  who  received  8 to  12  units  of  insulin  per 
hour  was  114  mg.  per  100  ml.  per  hour.  This  rate  of  fall 
was  not  significantly  greater  than  that  which  occurred  in 
the  7 patients  who  received  2 to  4 units  of  insulin  per 
hour.  The  3 nonketotic  patients  who  received  continu- 
ous infusion  of  0.5  to  5 units  of  insulin  per  hour  had 
plasma  glucose  decline  in  a linear  manner  at  infusion 
rates  of  1 unit  per  hour  and  above,  with  a mean  decline 
in  plasma  glucose  of  115  mg.  per  100  ml.  per  hour. 

Kidson  et  al.2  treated  11  ketoacidotic  diabetic  pa- 
tients who  had  a collective  mean  serum  glucose  level  ol 
514  mg.  per  100  ml.,  using  continuous  low-dose  intrave- 
nous infusion,  and  mean  serum  insulin  was  raised  to  8G 
microunits  per  milliliter,  which  had  a therapeutic  effecl 
not  enhanced  by  higher  infusion  rates.  This  therapj 
produced  a continuous  decline  in  plasma  glucose  at  i i 
rate  of  75  mg.  per  100  ml.  per  hour.  Ten  of  11  patient: 
recovered  within  eight  hours.  The  other  patient  did  noi 
recover  within  eight  hours,  but  made  a slow  recover} 
after  beginning  subcutaneous  insulin. 

Page  and  colleagues,3  in  a multicenter  study,  treatec 
38  patients  having  diabetic  coma  with  an  average  dosi 
of  7.2  units  of  insulin  per  hour  administered  by  intrave 
nous  infusion.  All  except  one  profoundly  shocked  pa 
tient,  who  died,  recovered  rapidly.  The  mean  fall  ii 
plasma  glucose  was  58  per  cent  four  hours  after  the  star 
of  insulin. 

Shaw  and  associates4  utilized  low-dose  intramuscula 
insulin  in  patients  with  ketoacidosis.  Treatment  wa 
successful  in  4 of  5 patients,  but  a fifth  patient  re 
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sponded  only  to  conventional  high  doses  of  insulin  ther- 
apy. 

Soler  et  al ,5  administered  low-dose  insulin  to  36  dia- 
betic patients  who  were  severely  ketoacidotic:  18  re- 
ceived insulin  by  the  intramuscular  route,  and  the  other 
18  received  insulin  by  continuous  intravenous  infusion. 
Comparisons  were  made  with  25  previously  treated  ke- 
toacidotic patients  who  were  given  large  intravenous  bo- 
luses of  insulin.  The  authors  noted  a possible  pitfall 
using  low-dose  intravenous  infusion  in  that  when  this 
regimen  was  used,  there  was  a long  lag  of  nine  hours  be- 
tween correction  of  blood  sugar  and  correction  of  the  ac- 
idosis, which  was  longer  than  the  lag  obtained  by  the 
other  two  regimens,  the  intramuscular  route  and  the 
large  intravenous  bolus  groups.  They  warned  that  this 
pitfall  must  be  recognized,  but  suggested  that  although 
low-dose  insulin  regimens  are  effective  in  most  cases, 
they  are  not  clearly  superior  to  conventional  treatment 
with  large  doses  of  insulin. 

Several  advantages  have  been  suggested  in  support  of 
low-dose  insulin  when  compared  with  conventional  dos- 
ages.2 Low-dose  insulin  is  simple  to  administer  and 
control  since  its  dosage  can  be  more  easily  regulated  by 
a pump  or  pediatric  drip  set. 

Several  potential  disadvantages  to  this  low-dose  tech- 
nique have  been  postulated.  It  is  believed  that  progres- 
sive damage  to  insulin  may  occur  in  the  carrier  solution 
over  the  period  of  infusion,2-6  but  this  problem  was  not 
found  to  be  of  practical  significance.2-3  Another  prob- 
lem is  a possible  absorption  of  insulin  onto  glass  and 
plastic  systems  utilized  for  the  delivery  of  the  insulin 
infusion,  thus  reducing  the  dose  the  patient  would  re- 
ceive.2-6 Serum  albumin  has  been  added  to  these  solu- 
tions to  decrease  this  effect.2-6  However,  no  significant 
clinical  difference  was  found  in  patients  treated  with 
low-dose  insulin  infusion  whether  or  not  albumin  was 
added  to  the  carrier  solution.3 

In  conclusion,  the  favorable  responses  to  low  doses  of 


insulin  suggest  a need  for  the  reappraisal  of  currently 
held  theories  about  the  role  of  insulin  resistance  in  dia- 
betic ketoacidosis.  As  always,  diabetic  coma  remains  a 
medical  emergency  and  should  be  treated  as  such.  Al- 
though further  experience  with  this  regimen  is  necessary 
to  determine  its  proper  role  in  the  treatment  of  diabetic 
ketoacidosis,  the  use  of  low-dose  insulin  appears  to  be  a 
logical  method  and  a promising  development  in  the 
treatment  of  this  life-threatening  disease. 

1.  Semple,  P.  F.,  et  al.:  Continuous  intravenous  infusion  of 
small  doses  of  insulin  in  treatment  of  diabetic  ketoacidosis, 
Brit.  M.  J.  2:  694  (June  29)  1974. 

2.  Kidson,  W.,  et  al.:  Treatment  of  severe  diabetes  melli- 
tus  by  insulin  infusion,  ibid.  2:  691  (June  29)  1974. 

3.  Page,  M.  M.,  et  al.:  Treatment  of  diabetic  coma  with 
continuous  low-dose  infusion  of  insulin,  ibid.  2:  687  (June  29) 
1974. 

4.  Shaw,  K.  M.,  et  al.:  Small  doses  of  intramuscular  insu- 
lin in  the  treatment  of  diabetic  “coma,”  Lancet  1:  1115  (June  1) 
1974. 

5.  Soler,  N.  G.,  et  al.:  Comparative  study  of  different  insu- 
lin regimens  in  management  of  diabetic  ketoacidosis,  ibid.  2: 
1221  (Dec.  20)  1975. 

6.  Semple,  P.,  et  al.:  Carrier  solution  for  low-level  intrave- 
nous insulin  infusion,  Brit.  M.  J.  228  (Oct.  25)  1975. 
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Effect  of  intravenous  BCG 
in  guinea  pigs  and  pertinence 
to  cancer  immunotherapy  in  man 

Some  misgivings  regarding  use  of  BCG  intravenously  in 
cancer  therapy  were  reinforced  by  results  of  experiments 
with  4 groups  of  guinea  pigs.  Muggleton,  Prince,  and 
Hilton  believe  that  the  BCG  vaccine  should  be  given  in- 
travenously with  extreme  caution  in  low  doses  and  along 
lines  tried  by  Whittaker  et  al.  (Lancet  2:  1454  [1973]). 
While  intravenously  administered  BCG  in  normal  guinea 
pigs  did  not  produce  lesions,  heat-killed  or  irradiated  BCG 
injected  into  tuberculin-positive  animals  produced  mac- 
roscopic lesions  in  the  lung  when  examined  ten  days  or  four 
to  six  weeks  later.  Microscopically,  granulomas  typical  of 


a delayed  hypersensitivity  reaction  were  observed.  At 
doses  equivalent  to  the  killed  vaccine,  the  viable  vaccine 
produced  only  mild  lesions.  Liver  lesions  were  found  on 
early  examination,  but  by  four  weeks  had  almost  resolved. 
Acid/alcohol-fast  bacteria  were  rarely  detected.  Purified 
protein  derivative  did  not  produce  lesions,  and  antihis- 
tamine failed  to  modify  results.  The  findings  suggest  that 
intravenous  BCG  should  be  used  for  cancer  therapy  in  man 
with  great  caution,  especially  in  tuberculin-sensitive  per- 
sons. Animal  findings  stress  that  hypersensitization  is  a 
potential  complicating  factor  in  cancer  immunotherapy. 
BCG  vaccines  with  a high  proportion  of  viable  organisms 
are  to  be  preferred.  Muggleton,  P.  W.,  Prince,  G.  H.,  and 
Hilton,  M.  L.:  Lancet  1: 1353  (June  21)  1975 
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IN  GONORRHEA 

INJECTION 

Wycilliri 

(STERILE  PENICILLIN  G 
PROCAINE 

SUSPENSION)  WYETH 


In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  penicillin  G procaine.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
just  before  injection,  is  recommended. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levelscommon  to  this  particulardosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  penicillin  G procaine—  N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensi- 
tivity (anaphylactoid)  reactions  have  been  reported  in  pa- 
tients on  penicillin  therapy.  Serious  anaphylactoid  reactions 
require  immediate  emergency  treatment  with  epinephrine. 
Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  pa- 
renteral therapy,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well-documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicil- 
lin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Immediate  toxic  reactions  to  procaine  may  occur  in  some 
individuals,  particularly  when  a large  single  dose  is  ad- 
ministered in  the  treatment  of  gonorrhea  (4.8  million  units). 
These  reactions  may  be  manifested  by  mental  disturbances, 
including  anxiety,  confusion,  agitation,  depression,  weak- 
ness, seizures,  hallucinations,  combativeness,  and  ex- 
pressed ‘Tear  of  impending  death”.  The  reactions  noted  in 
carefully  controlled  studies  occurred  in  approximately  one 
in  500  patients  treated  for  gonorrhea.  Reactions  are  tran- 
sient, lasting  from  1 5-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefuily  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  ml,  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 


sensitivity.  Sensitivity  should  be  treated  by  the  usual  method 
including  barbiturates,  and  procaine  penicillin  preparatior 
should  not  be  used.  Antihistaminics  appear  beneficial  in  tree 
ment  of  procaine  reactions. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsu 
ceptible  organisms.  Constant  observation  of  the  patient  is  esse 
tial.  If  new  infections  due  to  bacteria  or  fungi  appear  durir 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless  in  fi 
opinion  of  the  physician,  the  condition  being  treated  is  li 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  prmna 
or  secondary  syphilis,  perform  proper  diagnostic  procedure 
including  darkfield  examinations.  In  all  cases  in  which  concor 
tant  syphilis  is  suspected,  perform  monthly  serological  tests  for 
least  four  months. 

Adverse  Reactions:  (Ftenicillin  has  significant  index  of  se 
situation)  skin  rashes,  ranging  from  maculopapular  eruptions 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reactiot 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Seve 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings! 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  h 
been  reported. 

Procaine  toxicity  manifestations  have  been  reported  (s. 
"Warnings").  Procaine  hypersensitivity  reactions  have  not  be 
reported  with  this  drug. 

Dosage  and  Administration:  Administer  only  by  deep  ini 
muscular  injection,  in  upper  outer  quadrant  of  buttock.  In  inf  a 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferat 
When  doses  are  repeated,  vary  injection  site.  Before  injectkl 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blc  I 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  i 
creased  susceptibility  to  penicillin,  this  resistance  is  relative, 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choi 
Physicians  are  cautioned  not  to  use  less  than  recommenc 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  j 
million  units  intramuscularly  divided  into  at  least  two  doses  c 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  c 
probenecid,  given  just  before  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  sho 
be  individualized  using  large  amounts  of  short-acting  penici 
Gonorrheal  endocarditis  should  be  treated  intensively  v 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment 
gonorrhea  (male  and  female)  is  accomplished  with  same  tn 
ment  schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Ve 
real  Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  ther; 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  otl 
wise,  a culture  specimen  should  be  obtained  from  the  ante 
urethra.  In  the  female,  culture  specimens  should  be  obtai 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  per:  | 
3 or  more  days  following  initial  therapy  and  smear  or  cul 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  u 
aqueous  penicillin  G procaine,  I.M.  divided  in  2 injection  site 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatmen 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positivf 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  i. 
aqueous  penicillin  G procaine  daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  tes 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea 
also  have  syphilis  should  be  given  additional  treatment  ap 
priate  to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (■ 
size)  contains  penicillin  G procaine  in  a stabilized  aqueous 
pension  with  sodium  citrate  buffer,  and  as  w /v  approximately 
lecithin,  0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1%  me 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-ml. 
contains  per  ml.  300,000  units  penicillin  G procaine  in  a stabi 
aqueous  suspension  with  sodium  citrate  buffer  and  approxim 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povM 

O. 5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.|pr 
paraben. 
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On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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JECTION 
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rERILE  PENICILLIN  G 
ENZATHINE 
JSPENSION)  WYETH 

ihilis  is  preferably  treated  with  penicillin  G 
zathine,  which  is  also  the  drug  of  choice 
prophylaxis  after  exposure.  Administra- 
of  2.4  million  units  (1.2  million  in  each 
ock)  usually  cures  most  cases  of  primary, 
andary  and  latent  syphilis  with  negative 
lal  fluid. 

ications:  In  treatment  of  infections  due  to  penicillin 
j sitive  microorganisms  that  are  susceptible  to  the  low  and 
Volonged  serum  levels  common  to  this  particular  dosage 
Therapy  should  be  guided  by  bacteriological  studies  (in- 
ig  sensitivity  tests)  and  by  clinical  response, 
following  infections  will  usually  respond  to  adequate 
e of  intramuscular  penicillin  G benzathine. —Venereal  in- 
is: Syphilis,  yaws,  beiel  and  pinta. 

For  deep  intramuscular  injection  only, 
itraindication:  Previous  hypersensitivity  reaction  to  any 
llin. 

rnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
;toid)  reactions  have  been  reported.  Anaphylaxis  is  more 
:nt  following  parenteral  therapy  but  has  occurred  with  oral 
llins.  These  reactions  are  more  apt  to  occur  in  individuals 
istory  of  sensitivity  to  multiple  allergens, 
ere  hypersensitivity  reactions  with  cephalosporins  have 
veil  documented  in  patients  with  history  of  penicillin  hyper- 
ivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
hypersensitivity  to  penicillins,  cephalosporins  and  other 
ins.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
sual  agents,  e.g.,  pressor  amines,  antihistamines  and  corti- 
oids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection 
into  or  near  maior  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism:  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat- 
ment to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopema,  thrombo- 
cytopenia, neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent— 2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis)— 2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age.  50,000  units/Kg  body 
weight:  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site. 

Composition:  Units  penicillin  G benzathine  (as  active  in- 
gredient): 2.400.000  units  in  4-ml.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose.  0.6%  povidone,  0.1%  methyl paraben,  and 
0.01%  propylparaben.  300.000  units  per  ml. -10-ml.  multi-dose 
vial.  Each  ml.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methyl  paraben,  and  0.14  mg.  propyl- 
paraben. 
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Paget’s  disease  and  metastatic  carcinoma  of  bone 
are  fairly  common  conditions.  However,  the  coex- 
istence of  these  lesions  in  the  same  bone  is  rare,1-4 
so  rare,  that  it  is  not  mentioned  in  Jaffe’s5-6  texts. 

The  purpose  of  this  report  is  to  present  a case  of 
metastatic  adenocarcinoma  in  preexisting  Paget 
bone  and  discuss  the  radiographic  features  of  a 
complicating  malignant  condition. 

Case  report 

A sixty-eight-year-old  white  male  was  admitted 
to  the  Flower  and  Fifth  Avenue  Hospitals  fol- 
lowing an  injury  to  his  left  leg.  At  age  forty-eight 
he  was  told  he  had  Paget’s  disease,  but  had  no 
symptoms  referable  to  the  condition.  Within  the 
past  twenty  years  he  had  had  a colon  resection  for 
a diverticular  abscess,  a surgical  repair  of  a pro- 
lapse of  the  rectum,  and  a cholecystectomy  and 
appendectomy.  A recent  30-pound  weight  loss 
was  attributed  to  forced  dieting  to  reduce  his  hy- 
pertension. 

On  admission,  he  had  severe  left-hip  pain  fol- 
lowing the  injury;  radiograms  confirmed  the  pres- 
ence of  a pathologic  fracture  of  the  base  of  the 
femoral  neck.  A large  destructive  lesion  in  the 
greater  trochanter  and  lateral  cortex  of  the  proxi- 
mal end  of  the  femoral  shaft  was  seen.  Paget’s 
disease  was  noted  in  the  proximal  end  of  the  femur 
(Fig.  1). 

A biopsy  was  advised  to  confirm  the  presump- 
tive diagnosis  of  a sarcoma  developing  in  Paget 
bone.  Surprisingly,  the  histologic  diagnosis  was 
metastatic  carcinoma  of  the  femur  coexisting  with 
Paget’s  disease. 


FIGURE  1 . Paget’s  disease  of  proximal  end  of  femur  with 
classic  coarse  bony  trabeculations  and  advancing  wedge 
of  resorption  (arrow).  Metastatic  tumor  in  greater  tro- 
chanter extending  into  soft  tissue. 


Despite  an  extensive  work-up,  no  primary  neo- 
plasm was  found.  The  only  additional  pathologic 
condition  was  an  infiltration  in  the  right  upper 
lung  field  which  proved  to  be  an  old  fibrotic  scar  of 
healed  tuberculosis.  A skeletal  survey  showed 
other  sites  of  Paget’s  disease  in  the  left  humerus, 
sacrum,  pelvis,  and  skull.  A Girdlestone  resection 
of  the  left  femoral  head  and  neck  was  done,  and 
the  patient  left  the  hospital  improved. 

The  microscopic  sections  show  typical  broad, 
spongy  trabeculae  with  prominent  cement  lines  in 
a mosaic  pattern  typical  of  Paget’s  disease.  There 
is  fibrous  tissue  replacement  of  the  marrow  spaces 
and  nests  of  bizarre  epithelial  cells,  with  hyper 
chromatic,  irregular,  and  large  nuclei  in  a gland- 
like arrangement,  diagnostic  of  metastatic  adeno-  I 
carcinoma.  The  tumor  not  only  involves  the  bone, 
but  infiltrates  the  surrounding  soft  tissue  (Fig.  2). 

Comment 

The  frequency  of  sarcoma  developing  in  Paget 


u 
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FIGURE  2.  (A)  Photomicrograph  of  specimen  from  greater  trochanter  of  femur,  showing  coarse  trabeculae  with  mosaic 

pattern  typical  of  Paget's  disease.  (B)  Photomicrograph  of  metastatic  adenocarcinoma  in  area  of  Paget  bone  (original 
magnification  X 200).  (Hematoxylin  and  Eosin  Stain) 


bone  varies  in  the  literature.  When  Paget’s  dis- 
ease is  widespread,  the  incidence  approaches  10 
per  cent.5  However,  when  relatively  few  bones  are 
affected,  the  figure  is  less  than  1 per  cent.7-8  Even 
the  latter  statistic  may  be  high,  since  the  majority 
of  patients  with  Paget’s  disease  are  asymptomatic 
and  escape  detection. 

Although  Paget’s  disease  is  common  and  occurs 
in  the  same  age  group  as  metastatic  carcinoma,  the 
two  rarely  coexist.  It  is  possible  that  Paget’s  dis- 
ease may  obscure  the  malignant  process  and  that 
more  cases  are  present  than  are  recognized. 

The  first  report  of  a metastatic  carcinoma  to 
Paget  bone  was  in  1956.2  Subsequently,  Wilner 
and  Sherman1  reported  12  cases  of  metastatic  can- 
cer and  Paget’s  disease  from  primary  sites  in  the 
prostate,  breast,  colon,  kidney,  and  lung.  How- 
ever, included  in  this  group  are  1 case  of  multiple 
myeloma,  2 of  generalized  reticulum-cell  sarcoma, 
and  1 malignant  tumor  with  epithelioid  pattern 
from  an  unknown  primary.  In  personal  conversa- 
tion with  Sherman,9  he  reconfirmed  the  rarity  of 
the  coexistence  of  these  2 lesions  and  said  his  en- 
tire experience  at  Memorial  Hospital  amounted  to 
no  more  than  20  cases.  On  the  other  hand,  the 
coexistence  of  Paget’s  and  multiple  myeloma  is 
more  common.10-14 

The  radiographic  features  of  sarcoma  or  metas- 
tases  developing  in  Paget’s  disease  are  a destruc- 
tive lesion  in  bone,  a periosteal  response,  and  a 
soft-tissue  extension  of  the  tumor,  often  accompa- 
nied by  a mass.  In  the  absence  of  the  latter  two 
findings,  it  is  most  difficult  to  arrive  at  the  correct 
diagnosis.  On  rare  occasions  the  heralding  sign  of 
a Paget  sarcoma  is  a pathologic  fracture  in  the  ab- 
sence of  radiographic  evidence  of  malignant  trans- 
formation of  the  lesion.  Thus,  it  is  advisable  that 
all  pathologic  fractures  of  Paget’s  disease  be  bi- 
opsied  at  the  time  of  reduction  and  internal  fixa- 
tion. 

A solitary  focus  of  myeloma  or  metastatic  carci- 


noma in  Paget’s  disease  is  radiographically  indis- 
tinguishable from  a Paget  sarcoma.  Only  when 
the  malignant  condition  is  multicentric  can  one 
differentiate  the  sarcoma  from  multiple  myeloma 
or  metastasis.  Multicentric  Paget  sarcoma  always 
coexists  with  Paget’s  disease  since  it  arises  from 
the  substratum  of  fibrous  tissue  in  the  diseased 
segment.  On  the  other  hand,  multiple  myeloma 
and  multifocal  metastatic  carcinoma  can  affect 
parts  of  the  skeleton  free  of  Paget’s  disease. 
There  is  a report  of  a rare  curio  of  Paget’s  disease 
complicated  by  osteosarcoma  and  multiple  myelo- 
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STUDY  TOPIC:  Hyperbilirubinemia  in  the  Newborn  j PATIENT  POPULATION:  12  Males 
STUDY  PERIOD:  J&nuary  1973-May  1974  13  fcraal 
STUDY  DATE:  October  1974 


PERTINENT  ADMISSION/DIAGNOSIS  ELEMENTS 

ACTUAL  PRAC- 
TICE IN  t 

CHARTS  WITH 
CRITERIA  NOT 
MET 

PHYSICIAN 

CODE 

NUMBER 

% PHYSICIAN'S 
CHARTS 

DEFICIENT 

DATA 

RETRIEVER 
COMMENTS 

A.  History  and  Physical:  including  find- 
ings supporting  diagnosis  (Bilirubin 
13  or  more) 

B . C . B . c . 

Urinalysis 
Blood  Group 
Rh 

Co  orabs 

Bilirubin  (direct  & total) 

ESSENTIAL  MANAGEMENT  ELEMENTS: 

A.  Progress  Notes:  Change  or  improve- 
ment in  -jaundice 

B.  If  no  blood. incompatibility : Urine 
sent  for  culture,  sensitivity, 
colony  count 

example : 

C.  If  orioinal  lab  studies  inconclu- 
sive: Chart  must  consider  other 
causes  of  -jaundice 

88%  (charts) 

#41086, #93130 
#58391 

17A 

104G 

33% (of  6 charts 
100% 

) f see  note 
/ of  4/10/74 

D.  Serial  bilirubin  curve:  If  rising 
toward  20  in  term  infant  (10  in  pre- 
mature) , consideration  for  albumin 
or  exchange  transfusion. 

E.  Hct.  following  exchange  transfusion 

FI  Phototnerapy  used:  ^ j 

OUTCOME  Elements: 

A.  Complications-to  be  reviewed  in 
committee 

B.  Discharge  Status: 

a.  Bilirubin  less  than  13 

b.  Tolerating  feedings,  active 

92% 

f #38411 
\ #58391 

54P 

104G 

25% 

100% 

C.  Length  of  Stay  4-14  days 

96% 

#58391 

104G 

100% 

home  on  3rd  day 

D.  Mortality  0% 

E.  Autopsy,  if  expired 

FIGURE  3.  Form  3 for  negative  results. 


(continued  from  page  703) 

D.  Urine  cultures  done  twice  before  or  during 
hospitalization 

E.  Drug(s)  appropriate  to  pathogenic  organisms 
and  recommended  dosage 

F.  Repeat  urinalysis  before  discharge 

G.  Intravenous  pyelogram  and  voiding  cys- 
tourethrogram  after  first  urinary  tract  infec- 
tion in  male  and  after  second  infection  in  fe- 
male 

H.  Progress  note  must  indicate  changes  or  im- 
provement in  original  abnormal  physical  find- 
ings 

IX.  Croup,  laryngotracheitis  and  epiglottitis 

A.  History/physical  comments  about  swallowing, 
inspiratory  or  expiratory  noise,  and  what  seen 
in  posterior  pharynx  (?epiglottis,  ?membrane, 
?abscess) 

B.  Complete  blood  count 

C.  Urinalysis 

D.  Chest  x-ray 

E.  Nasopharyngeal  culture 

F.  Blood  culture  if  epiglottitis 

G.  Blood  gases  if  child  is  cyanotic  in  croupette 
with  oxygen,  and  monitor  heart  rate  as  addi- 
tional guide  to  preparation  for  tracheotomy 

H.  Progress  notes  must  indicate  changes  or  im- 


provement in  the  original  abnormal  findings 

The  aims  of  these  guidelines  were: 

1.  Minimal  number  of  criteria  to  establish  proper 
diagnosis,  treatment,  ongoing  daily  care,  and 
recovery  prior  to  discharge 

2.  Guidelines  that  were  educational  and  not  puni-  ! 
tive.  It  was  not  intended  to  specify  a single 
way  to  treat  a disease,  nor  tell  physicians  how 
to  practice  medicine.  It  would  serve  as  a re- 
view that  would  find  deficiencies  and  would 
provide  for  physician  correction  and  improve-  i 
ment 

From  these  initial  guidelines,  the  Department  of 
Pediatrics  and  the  Department  of  Quality  Care 
Review  at  Lourdes  Hospital  evolved  check  sheets  11 
for  each  disease  category,  with  information  readily 
extracted  by  a trained  nurse.  Tabulation  follows 
a yes/no  categorization  which  is  easy  for  the  scan-  y 
ning  eye  to  review  and  is  readily  adaptable  to  com-  j 
puter  programming.  All  data  are  summarized  foi 
each  disease  category  (Figs.  1 and  2).  The  initial 
guidelines  have  been  modified  and  improved  wher  1 
each  disease  audit  was  discussed  at  pediatric  de 
partmental  meetings  (Table  I). 

The  forms  satisfy  the  six  essential  steps  of  Peei 
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1TUDY  TOPIC:  Nypecbi  UrubinrnU  in  the  Newborn 


DATE : Octobor  1974 


RECOMMENDATIONS 

ACTION 

example : 

1.  Reviewed  chart  • 58391,  In- 

1.  Discussed  in  department  meet- 

fant  was  discharged  at  3 days 

inq  with  physician  1 104G. 

with  bilirubin  of  13.5  mq  % 

2.  Criteria  changed  so  that  in- 

2.  Discussed  with  Department  of 

fants  with  a L.O.S.  less  than 

Pediatrics  J.B.R.  October  1974. 

4 days  - chart  will  be  re- 

viewed. 

REPORTING: 

Pediatric  Dept.  Chairman:  Administrator: 


Peer  Review  Committee  Chairman: 


Chairman-Board  of  Directors: 


Executive  Committee  Chairman: 


RESTUDY  DATE: 


FIGURE  4.  Form  4 for  recommendations  and  action. 


Review  requirements  in  the  Standards  of  the  Joint 
Commission  on  Accreditation  of  Hospitals: 

1.  Criteria  are  established 

2.  Actual  practice,  nursery  or  pediatric  ward  pa- 
tient care,  is  measured  against  the  criteria 

3.  Findings  are  analyzed  and  evaluated 

4.  Corrective  action  is  taken 

5.  Corrective  action  is  followed  up 

6.  The  results  are  reported 

Procedure 

Our  system  functions  as  follows.  The  nurse  co- 
ordinator first  screens  completed  charts  for  each  of 
the  predetermined  criteria.  She  enters  its  compli- 
ance according  to  “MET”  or  “NOT  MET”  on 
Form  1,  shown  in  Figure  1,  a work  sheet  for  each 


chart.  Any  discharge  sheet  complications  are  list- 
ed in  the  space  provided;  these  are  studied  later  by 
the  review  committee.  The  nurse  coordinator 
then  collates  the  findings  from  all  the  charts  onto 
Form  2 (Fig.  2).  Next  to  each  criterion  or  “ele- 
ment” are  listed  the  number  of  charts  in  the  study 
that  meet  that  criterion  and  results  in  percentages 
based  on  the  100  per  cent  standard.  This  infor- 
mation gives  the  committee  an  overview  of  the 
findings  that  they  will  be  analyzing. 

Any  chart  that  is  screened  as  “NOT  MET”  for  a 
given  criterion  is  listed  on  Form  3,  “Negative  Re- 
sults” (Fig.  3).  Further  information  includes  phy- 
sician code  numbers,  the  percentage  of  the  total 
number  of  a given  physician’s  charts  audited  but 
not  meeting  that  criterion  in  the  study,  and  any 
pertinent  information  picked  up  by  the  nurse  co- 
ordinator. The  committee  then  reviews  whatever 
charts  have  significant  or  cumulative  deficiencies. 
This  analysis  is  documented  in  the  committee 
minutes. 

Recommendations  from  the  committee’s  audit 
findings  are  placed  on  Form  4 in  the  system  (Fig. 
4);  subsequent  action  is  also  documented  there. 
Table  I demonstrates  selected  results  from  several 
different  audits.  Recommendations  requiring 
concurrent  follow-up  to  determine  utilization  and 
appropriateness  in  patient  care  are  documented  in 
the  lower  box  on  Form  4.  This  last  page  along 
with  the  audit  summary,  Form  2,  is  circulated  to 
those  persons  who  must  be  made  aware  of  the  re- 
sults of  the  audit.  The  completed  forms  are  saved 
for  future  reference  and  provide  a record  of  verifi- 
cation of  quality  review  activity. 

This  system  has  been  designed  both  for  repre- 
sentation of  local  pediatric  practice  and  for  sim- 
plicity of  use.  It  can  be  modified  readily,  by  add- 
ing lists  of  specific  complications.  Results  of  our 
audit  activities  are  as  significant  as  with  other 
available  systems  in  use,  but  with  far  less  paper 
work  and  with  a short  review  time:  forty-five  to 
sixty  minutes  per  25  charts  evaluated  by  the  De- 
partment of  Pediatrics  sitting  as  a committee  of 
the  whole.  Whereas  discussion  sessions  are  some- 
times enjoyable,  they  are  always  illuminating. 

A recent  Joint  Commission  on  Accreditation  of 
Hospitals’  survey  team  has  found  this  audit  sys- 
tem acceptable. 
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MAKES  SENSE 


tach  capsule  contains  bU  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 


TRIAMTERENE  CONSERVES  POTASSIUM 
WHILE  HYDROCHLOROTHIAZIDE 
LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension:  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration  Hyperkalemia  ( > 5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide',  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide'  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  dynng  pregnancy 
or  in  yvomen  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematolog  \ 
studies  in  cirrhotics  with  splenomegaly.  Ant 
hypertensive  effects  may  be  enhanced  in  pos 
sympathectomy  patients.  The  following  me 
occur:  hyperuricemia  and  gout,  reversible  nitroge 
retention,  decreasing  alkali  reserve  with  possib 
metabolic  acidosis,  hyperglycemia  and  glycosur 
(diabetic  insulin  requirements  may  be  altered  t 
digitalis  intoxication  (in  hypokalemia).  Ut  i 
cautiously  in  surgical  patients.  Concomitant  u' 
with  antihypertensive  agents  may  result  in  < ; 
additive  hypotensive  effect.  ‘Dyazide’  interfer 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakries  ‘ 
dizziness,  headache,  dry  mouth;  anaphylax: 
rash,  urticaria,  photosensitivity,  purpura,  oth[ 
dermatological  conditions;  nausea  and  vomitii 
(may  indicate  electrolyte  imbalance),  diarrhe 
constipation,  other  gastrointestinal  disturbance 
Necrotizing  vasculitis,  paresthesias,  icteru 
pancreatitis,  xanthopsia  and,  rarely,  allerj 
pneumonitis  have  occurred  with  thiazides  alorl 
Supplied:  Bottles  of  100  capsules;  in  Single  Uil 
Packages  of  100  (intended  for  institutional  u' 
only). 
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Transient  or  migratory  osteoporosis  is  a disease 
entity  not  readily  recognized  by  the  practicing 
physician.  Although  a number  of  reports  have  ap- 
peared in  the  literature  in  the  last  ten  years,  the 
differential  diagnosis  and  the  management  of 
transient  osteoporosis  still  pose  difficult  problems. 

The  purpose  of  this  report  is  twofold:  (1)  to 

give  wider  recognition  of  this  symptom  complex; 
and  (2)  to  suggest  control  of  edema  as  the  main 
item  in  the  management. 

The  major  features  of  this  disorder  are  local 
pain  and  swelling,  rapidly  developing  osteoporosis 
localized  to  the  same  area,  a self-limited  course 
with  final  recovery,  and  laboratory  studies  yielding 
negative  results. 

These  symptoms  and  signs  can  be  severe  enough 
to  provoke  unjustified  excessive  treatment  by  the 
clinician  who  fails  to  recognize  that  edema  and  hy- 
pervascularity are  fundamentally  important  mech- 
anisms in  the  development  of  transient  osteoporo- 
sis. 

Case  report 

A thirty-eight-year-old  white  male  was  hospital- 
ized on  December  22,  1968,  because  of  severe  pain 
in  right  foot,  accompanied  by  marked  swelling  and 
redness  spreading  from  2 inches  above  the  ankle 
down  to  the  toes.  The  history  revealed  that  in 
April,  1968,  he  dropped  a 20-pound  wooden  case 
on  the  same  foot,  developing  a huge  hematoma 
over  the  whole  dorsal  aspect.  He  was  treated  at 
home  by  massage,  bandaging,  and  foot  elevation; 


he  resumed  his  work  in  May,  1968. 

The  reason  for  his  hospitalization  in  December, 
1968,  was  the  relentless  character  of  his  pain  and 
swelling,  suggesting  the  possibility  of  an  acute 
bout  of  infectious  arthritis  or  rheumatoid  arthritis. 

This  time  there  was  no  history  of  severe  trauma 
except  for  a fall  on  the  icy  sidewalk  which  took 
place  two  weeks  before  admission  and  which  was 
immediately  followed  by  swelling,  pain,  and  red- 
ness of  the  foot.  The  patient  treated  himself  with 
hot  soaks  for  two  days;  the  swelling  increased,  and 
pain  became  unbearable.  He  than  went  to  his 
family  physician  who  ordered  complete  bed  rest, 
bandaging,  and  elevation  of  the  foot.  That  man- 
agement relieved  somewhat  the  severity  but  not 
the  persistence  of  the  pain. 

On  admission,  the  following  series  of  laboratory 
tests  failed  to  reveal  any  abnormality:  uric  acid, 
latex  fixation,  lupus  erythematosus,  serum  calci- 
um, phosphorus,  alkaline  phosphatase,  protein 
electrophoresis,  urinalysis,  complete  blood  count, 
hemoglobin,  and  sedimentation  rate.  X-ray  films 
of  the  affected  foot  showed  demineralization  of  all 
the  bones  of  the  right  foot  and  of  the  lower  4 cm. 
of  the  tibia  and  fibula,  but  there  was  no  narrowing 
of  the  various  joints  in  the  ankle  and  foot  (Fig. 
1A). 

Treatment  consisted  of  oral  corticosteroids  and 
codeine  as  necessary.  Ice  bags  were  applied  local- 
ly for  twenty  minutes  every  four  hours.  Edema 
was  minimized  by  firm  compression  with  nylon 
strings  following  centripetal  massage  of  toes,  foot, 
and  ankle.  The  patient  was  ordered  complete  bed 
rest,  keeping  his  right  lower  extremity  in  elevation 
on  two  pillows.  He  was  given  range  of  motion  to 
the  ankle  and  active  assistive  exercises  to  the  knee 
and  hip  joint  for  ten  minutes  every  four  hours. 
After  a week  of  this  regimen,  swelling  and  pain 
began  to  resolve;  oral  corticosteroids  were  gradual- 
ly tapered  off  over  a period  of  four  weeks.  He 
started  to  ambulate  with  crutches  and  partial 
weight  bearing.  At  the  time  of  his  discharge  from 
the  hospital  February  6,  1969,  he  was  completely 
free  of  pain  and  able  to  walk  normally  without 
assistive  device. 

In  the  spring  of  1970  the  same  patient  was  again 
incapacitated  for  a period  of  three  months  because 
of  a similar  episode  of  swelling  and  pain  affecting 
the  right  knee.  While  running  after  a bus,  he 
slipped  and  caught  himself  without  falling  but  he 
felt  a moderate  discomfort  in  his  right  knee  which 
soon  began  to  swell  and  redden.  The  following 
day  he  could  not  tolerate  weight  bearing  and  was 
readmitted  for  diagnosis  and  treatment,  April  16, 
1970. 

The  initial  examination  revealed  pain,  erythe- 
ma, and  swelling  about  the  right  knee  particularly 
over  the  medial  aspect.  Range  of  motion  was  re- 
stricted to  90  degrees  in  flexion,  whereas  extension 
was  normal.  Passive  external  or  internal  rotation 
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FIGURE  1.  X-ray  film  appearance  of  right  ankle  region. 

(A)  Showing  spotty  demineralization  in  December,  1968. 

(B)  In  December,  1970,  revealing  normal  bony  consisten- 
cy. 


provoked  severe  exacerbation  of  the  pain. 

Again  the  laboratory  studies  included  hemoglo- 
bin, complete  blood  count,  sedimentation  rate,  uri- 
nalysis, uric  acid,  serum  calcium,  phosphorus,  al- 
kaline phosphatases,  protein  electrophoresis, 
lupus  erythematosus  cell  preparations,  and  latex 
fixation.  All  results  were  normal.  X-ray  films  of 
the  right  knee  showed  marked  demineralization 
hut  no  joint  narrowing  and  no  subchondral  bony 


FIGURE  2.  Right  knee.  (A)  Showing  patchy  osteoporo- 
sis of  lower  femur  and  upper  tibia.  No  joint  narrowing 
and  no  subchrondral  bony  changes,  April,  1970.  (B) 

Showing  normal  bony  consistency,  May,  1971. 


changes  (Fig.  2A).  The  left  knee,  taken  for  com- 
parison, revealed  normal  bony  consistency. 

He  was  then  put  on  similar  treatment  as  during 
his  previous  hospitalization:  ice  bags,  tight  wrap 
ping,  corticosteroids,  and  codeine  for  pain  only  3 
He  responded  very  well,  the  signs  and  symptom: 
gradually  subsiding.  He  was  able  to  ambulate  $ 
with  crutches  and  partial  weight  bearing  as  earh  : 
as  May  2,  1970.  At  the  time  of  his  discharge  fron 
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the  hospital,  May  15,  1970,  the  only  remaining  dis- 
ability was  frequent  buckling  of  the  knee.  This 
was  related  to  marked  quadriceps  atrophy  of  2 
inches  which  set  in  because  throughout  his  hospi- 
talization time,  he  was  unable  to  tolerate  resistive 
exercises  of  the  quadriceps  muscle.  However,  the 
muscle  weakness  gradually  subsided,  and  he  re- 
sumed his  work  on  July  15,  1970. 

Follow-up  radiologic  examination  in  December, 
1970,  revealed  normal  bony  consistency  of  right 
foot  and  ankle,  as  shown  in  Figure  IB,  but  some 
areas  of  residual  spotty  demineralization  were  still 
present  in  right  knee.  In  subsequent  x-ray  films 
taken  in  May,  1971,  the  knee  appeared  normal 
(Fig.  2B). 

Pathogenesis 

While  numerous  hypotheses  have  been  advocat- 
ed to  explain  tentatively  the  cause  of  transient  re- 
gional osteoporosis,  the  fact  is  that  very  little  is 
known  of  its  pathogenesis. 

Lequesne  in  19681  and  Swezey  in  19702  have 
suggested  that  it  is  a form  of  reflex  sympathetic 
dystrophy.  Drucker  et  al.  in  19593  defined  reflex 
sympathetic  dystrophy  as  a causalgic  state  that  is 
relieved  by  sympathetic  interruption;  the  causalgic 
state  itself  may  result  from  an  injury  to  a peripher- 
al nerve  or  from  trauma  to  an  extremity  of  any 
type  and  severity  or  may  appear  in  the  absence  of 
trauma.  Whatever  the  triggering  mechanism  may 
be,  it  seems  that  edema,  stasis,  and  disuse  allow 
the  syndrome  to  progress.  This  suggestion  is  sup- 
ported by  the  therapeutic  success  attained  by 
Cain,  Liebgold,  and  Spiegler4  who  reported  on  35 
cases:  they  simply  applied  firm  concentric  pres- 

sure with  nylon  string  to  all  edematous  areas, 
starting  distally  and  proceeding  proximally.  This 
tight  wrapping  was  quickly  followed  by  significant 
decrease  of  edema  and  pain  and  by  increase  of  ac- 
tive motion.  They  even  improved  the  condition  of 
3 patients  with  incapacitating  hand  pain  who  were 
poorly  responsive  to  multiple  stellate  ganglion 
blocks  over  a three-  to  four-month  period  and  who 
had  dramatic  functional  recovery  within  twenty 
minutes  of  initial  wrapping.  In  their  observations, 
they  relate  the  necessity  of  rewrapping  to  the  de- 
gree of  activation  of  the  patient’s  own  muscle 
pump. 

They  concluded  that  inactivity  of  an  extremity 
due  to  any  cause  may  start  or  perpetuate  a vicious 
cycle  of  pain,  edema,  hypervascularity,  osteoporo- 
sis, and  muscle  atrophy. 

The  work  of  Geiser  and  Trueta5  on  the  rabbit 

J whose  calcaneum  was  deprived  of  muscle  action 
suggests  that  stasis  due  to  vascular  congestion  pro- 

! motes  bone  resorption.  Whether  this  is  involved  in 
the  early  vasodilatory  phase  when  the  blood  flow  is 
increased  is  not  known.  The  osteoporosis  itself 
probably  contributes  little  to  the  morbidity.  Its 
reversibility  depends  on  its  severity,  particularly 


with  regard  to  endosteal,  or  trabecular,  resorp- 
tion.6 

From  the  evidence  in  the  literature  and  from  the 
responsiveness  to  the  management  followed  in  the 
case  presented  in  this  report  it  seems  that  edema 
and  stasis  favored  by  muscular  inactivity  are  the 
main  factors  contributing  to  osteoporosis.  The 
therapeutic  implications  would  be  clear  and  sim- 
ple if  it  were  not  for  the  necessity  to  rule  out  se- 
vere clinical  entities  in  which  signs  and  symptoms 
may  reach  quite  a confusing  degree  of  similarity  to 
the  presenting  picture  in  the  case  of  our  patient. 

Differential  diagnosis 

Acute  infectious  arthritis  or  osteomyelitis  may 
produce  superficial  inflammatory  changes  such  as 
swelling  and  redness,  but  they  are  detected  by 
x-ray  films,  complete  blood  count,  and  elevation  of 
sedimentation  rate  and  eventually  a joint  aspira- 
tion to  confirm  the  presence  of  a purulent  joint  le- 
sion. Tuberculous  arthritis  is  an  insidious  process 
usually  associated  with  narrowing  of  the  joint 
space  and  focal  destruction  of  the  cortex. 

Inflammatory  joint  disease,  particularly  gout 
and  pseudogout,  have  to  be  considered.  In  these 
uric  acid  levels  are  generally  elevated,  colchicine  or 
allopurinol  are  effective,  and  joint  fluid  contains 
typical  urate  crystals  which  are  also  revealed  by 
x-ray  films.  Rheumatoid  arthritis  is  rarely 
monoarticular,  and  there  is  usually  evidence  of 
joint  erosion  and  joint  space  narrowing.  The 
rheumatoid  factor  is  likely  to  be  present  in  the 
serum,  while  the  sedimentation  rate  is  elevated. 

Primary  metastatic  tumors  of  bone  may  give  the 
appearance  of  localized  osteoporosis.  However, 
other  changes  such  as  irregular  destruction  of  the 
cortex,  cystic  defects  of  cancellous  bone,  or  expan- 
sion of  bone  are  usually  demonstrable  in  x-ray 
films.  Multiple  myeloma  may  be  accompanied  by 
transient  osteoporosis,  but  Bence-Jones  reaction 
in  the  urine  and  protein  electrophoresis  help  un- 
cover the  diagnosis.  Hemoglobinopathies  such  as 
sickle  cell  anemia  and  thalassemia  result  in  an  in- 
creased volume  of  erythropoietic  tissue  at  the  ex- 
pense of  bone  mass  which  appears  osteoporotic;  in 
this  case  bone  marrow  and  studies  of  the  peripher- 
al blood  give  reliable  clues.  In  these  situations,  ei- 
ther clinical  evaluation,  bone  marrow  aspiration 
and  bone  biopsy  if  necessary,  or  follow-up  will  dis- 
close the  correct  diagnosis.  However,  in  the  case 
of  the  hip  joint  showing  osteoporosis,  one  should 
bear  in  mind  that  biopsy  of  the  femoral  neck  may 
incur  the  risk  of  aseptic  necrosis.7 

Conclusion 

From  the  preceding  discussion,  it  appears  clear 
that  a transient  or  migratory  form  of  osteoporosis 
affecting  primarily  the  lower  extremities  without 
sequelae  does  occur.  A similar  disorder  affecting 
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only  the  hips  was  also  well  documented  by  Hunder 
and  Kelly,8  De  Marchi,  Santacroce,  and  Solarino,9 
and  Lejeune  et  al. 10 

The  assumption  that  these  transient  osteoporos- 
es share  a common  pathogenesis  may  be  errone- 
ous. It  is  possible  that  different  mechanisms  ex- 
plain transient  hip  disease  on  the  one  hand  and 
migratory  disease  on  the  other.  For  example, 
bone  necrosis  has  been  seen  histologically  in  hip 
disease,  as  in  the  case  of  Hunder  and  Kelly8  but 
not  in  migratory  disease,  as  in  the  report  of  Dun- 
can, et  al. 11 

Considering  the  gaps  in  our  present  knowledge 
of  their  cause,  it  is  premature  to  classify  these 
transient  osteoporoses  at  any  level  beyond  the 
clinical  one. 

Summary 

In  this  article  we  present  a case  of  transient  os- 
teoporosis recurring  in  the  same  patient;  the  first 
time  it  affected  his  right  foot  and  ankle,  and  the 
second  time  his  right  knee.  On  each  occasion  his 
symptoms  and  signs,  mainly  pain  and  edema,  were 
so  severe  that  hospitalization  was  deemed  neces- 
sary. 

The  diagnosis  of  transient  osteoporosis  was  en- 
tertained only  after  exhaustive  laboratory  testing 
failed  to  produce  any  abnormal  finding,  whereas 
x-ray  films  demonstrated  the  presence  of  osteopo- 
rosis with  preservation  of  joint  space. 


Screening  programs  urged 
to  detect  thyroid  problems 

The  American  Medical  Association  and  the  American 
Hospital  Association  are  conducting  a joint  campaign  to 
encourage  state  and  local  medical  and  hospital  societies 
to  begin  screening  programs  for  persons  who  underwent 
radiation  therapy  of  the  neck  and  face  during  the  1930s 
through  the  1950s. 

Studies  have  shown  that  radiation  therapy — com- 
monly used  until  twenty  years  ago  to  shrink  infected 
tonsils,  adenoids,  and  thymus  glands  in  children — may 
be  followed  by  a high  rate  of  thyroid  cancer  and  by  other 
abnormalities  of  the  thyroid  gland. 

Many  hospitals  and  medical  societies  have  started 
campaigns  to  find  the  thousands  of  former  radiation 


The  treatment  of  such  a condition  based  mainly 
on  combating  edema,  such  as  with  tight  wrapping, 
increased  range  of  motion,  and  restoration  of  ade- 
quate muscle  pump,  should  be  instituted  as  soon 
as  laboratory  test  results  are  known  to  be  negative. 
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therapy  patients  and  screen  them  for  thyroid  cancer. 
The  joint  AMA-AHA  recommendation  encourages  hos- 
pitals and  physicians  to  work  together  to  find  potential 
cancer  patients,  through  free  screening  programs,  refer- 
ral systems,  and  publicity  campaigns  in  the  news  media. 

A recent  letter  to  all  state  medical  societies,  signed  by 
AMA  Executive  Vice  President  James  H.  Sammons, 
M.D.,  and  AHA  President  J.  A.  McMahon,  described 
the  best  treatment  for  thyroid  cancer — suppressive 
treatment  rather  than  surgery  in  most  cases — and  sum- 
marized efforts  in  some  areas  to  set  up  the  screening 
programs.  Programs  have  been  developed  in  Cincin- 
nati, Milwaukee,  and  in  Illinois,  among  others. 

Thyroid  cancer  is  a slow-growing  cancer  that  rarely 
threatens  life,  so  that  conservative  treatment  is  recom- 
mended by  the  AMA  and  AHA. 
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TABLE  I.  Marfan  syndrome  in  identical  twins 


Marfan  Syndrome 

With  mitral  insufficiency  in  tnins 


DENNISON  YOUNG,  M.D. 

The  Bronx,  New  York 

Director,  Pediatric  Cardiology,  Montefiore  Hospital  and  Medical 
Center,  and  Professor  of  Pediatrics.  Albert  Einstein  College  of 
Medicine 


Author  Age  Sex  Manifestations 


Becker2  8 years  M 


Steinberg,  2 years  F 
Mangiardi, 
and  Noble’ 


Kamen4  8 years  F 


Hohn  and  5 months  F 
Webbs 


Dislocation  of  lens;  my- 
opia; skeletal  abnormal- 
ities; no  cardiac  manifest- 
ations; multiple  similar 
cases  in  three  generations 
Dislocation  of  lens;  my- 
opia; skeletal  abnormal- 
ities; aneurysmal  dilata- 
tion of  the  aortic  sinuses; 
probable  mitral  insuffi- 
ciency in  father  and 
three  siblings 
Same  patients  as  reported 
in  ref.  3;  dental  abnor- 
malities 

Dislocation  of  lens;  skel- 
etal abnormalities; 
prolapsed  anterior  leaflet 
of  mitral  valve;  dilatation 
of  aortic  sinuses;  medial 
necrosis  of  aorta  and  pul- 
monary arteries 


The  Marfan  syndrome,  except  perhaps  in  infan- 
cy, is  a relatively  easily  recognizable  generalized 
disorder  of  connective  tissue  whose  pattern  of  in- 
heritance is  that  of  autosomal  dominance  with  a 
high  degree  of  penetrance.1  Although  multiple 
cases  in  many  families  have  been  recorded,  the  oc- 
currence of  the  Marfan  syndrome  in  twins  is  un- 
common. Only  3 such  sets  have  been  previously 
documented.2-5  Skeletal  and  ocular  abnormalities 
were  present  in  all  and  heart  disease  in  2 of  these 
pairs  (Table  I). 

Case  report 

Twin  Caucasian  girls  were  born  at  term  via  a low 
cervical  cesarean  section  because  of  the  presence 
of  a ruptured  ovarian  cyst  due  to  endometriosis  in 
the  mother.  There  was  a single  placenta  and  two 
amniotic  sacs.  At  birth,  the  first  twin  measured 
48.5  cm.  and  weighed  2,270  Gm.;  the  second  mea- 
sured 48.5  cm.  and  weighed  2,730  Gm. 

The  mother,  now  thirty-eight  years  of  age,  is  of 
short  stature  and  shows  extreme  myopia,  a high 
arched  palate,  mild  pectus  excavatum,  and  no  evi- 
dence of  heart  disease.  The  father,  now  aged 
thirty-eight  years,  shows  no  signs  of  the  Marfan 
syndrome  nor  does  the  twins’  younger  brother, 
aged  ten  years.  Neither  maternal  nor  paternal 
parents  had  any  known  stigmata  of  the  syndrome. 

The  first  twin,  now  aged  fifteen  years,  was  first 
seen  at  ten  years  of  age  for  evaluation  of  a then  re- 
cently discovered  murmur.  She  w>as  asymptomat- 
ic. There  was  no  history  of  rheumatic  fever.  Ini- 
tially only  a late  systolic  high-pitched  apical  mur- 
mur of  moderate  intensity  was  heard,  but  subse- 
quently a midsystolic  nonejection  click  became  ad- 
ditionally audible. 

There  were  no  ocular  abnormalities  consistent 
with  the  Marfan  syndrome.  Skeletal  stigmata, 


however,  were  clearly  present,  manifested  by  doli- 
chocephaly,  a high  arched  palate,  mild  pectus  ex- 
cavatum, and  pes  planus.  Current  body  measure- 
ments were:  weight  52  Kg.,  height  159  cm.,  arm 
span  163  cm.;  and  ratio  of  lower  body  segment  to 
upper  body  segment  85.5:77.5  cm. 

Chest  x-ray  films  have  always  shown  normal  re- 
sults. The  electrocardiogram  has  shown  no  evi- 
dence of  cardiac  chamber  enlargement,  but  vary- 
ing degrees  of  T-wave  inversion  in  leads  II,  III,  and 
aVF  occurred  over  a five-year  period.  Phonocar- 
diogram  readings  confirmed  the  auscultatory  find- 
ings, and  on  echocardiography,  prolapse  of  the 
posterior  mitral  valve  leaflet  was  clearly  demon- 
strated. 

The  second  twin  was  first  seen  at  age  twelve 
years.  She  was  asymptomatic.  She  had  been 
slightly  taller  and  thinner  than  the  first  twin  since 
early  childhood.  Her  facial  appearance,  iris,  hair 
color,  skin,  and  skeletal  abnormalities  were  simil- 
iar  to  those  of  her  twin  sister.  There  were  no  ocu- 
lar abnormalities.  Examination  of  the  heart  re- 
vealed only  a midsystolic  nonejection  click  at  the 
apex.  This  had  not  changed  over  the  subsequent 
three  years.  Body  measurements  were:  weight 

49.5  Kg.;  height  164  cm.;  arm  span  167  cm.;  and 
ratio  of  lower  body  segment  to  upper  body  seg- 
ment 87:80  cm. 

Chest  x-ray  films  have  always  yielded  normal 
findings.  The  electrocardiogram  has  shown  vary- 
ing T-wave  inversion  in  leads  III  and  aVF  over  the 
period  of  observation.  Phonocardiogram  con- 
firmed the  presence  of  the  midsystolic  click,  and 
the  echocardiogram  demonstrated  prolapse  of  the 
posterior  mitral  valve  leaflet. 

Blood  specimens  were  tested  with  all  available 
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antisera.  Both  patients  had  positive  results  for 
the  following  red  blood-cell  antigens:  Ai,  Rh0(D), 
E,  c,  e,  Pi,  N,  S,  and  s.  Both  had  negative  findings 
for  B,  C,  Kell,  Duffy3,  and  Lewisb.  When  typed 
for  HL-A  (human  leukocyte  antigen)  types,  both 
were  found  to  have  HL-A2  and  HL-AW15. 

Comment 

Although  not  severe,  the  skeletal  and  cardiac 
manifestations  in  these  twin  girls  readily  meet  the 
criteria  for  diagnosis  of  the  Marfan  syndrome.6 
The  mother  shows  the  Marfan  stigmata  in  a less 
severe  form,  variable  expressivity  being  not  un- 
common. The  probable  monozygosity  of  the  twins 
is  based  on  the  presence  of  the  single  placenta  and 
individual  amniotic  sacs,  the  identical  blood  and 
tissue  typing,  and,  more  importantly,  on  their 
physical  resemblance. 

The  frequency  of  concordance  of  single  anoma- 
lies in  monozygotic  twins,  other  than  in  the  Mar- 
fan syndrome,  ranges  from  20  per  cent  in  pyloric 
stenosis  to  a maximum  of  40  per  cent  in  cleft  lip 
and  palate.'  The  family  incidence  of  concordant 
defects  in  separate  pregnancies,  however,  is  no 
higher  than  5 per  cent."  Similar  studies  of  identi- 
cal twins  with  isolated  congenital  heart  disease 
show  an  incidence  of  concordance  ranging  from  25 
to  46  per  cent,8  whereas  the  family  sibling  inci- 
dence is  also  no  greater  than  5 per  cent.9 

Difference  in  the  severity  of  the  various  compo- 
nents and  absence  of  stigmata  of  the  Marfan  syn- 
drome in  some  family  members  has  been  noted 
frequently.1  Concordance  of  abnormalities  in  the 
affected  members  of  the  family  and  especially  the 
cardiovascular  aspects,  has  also  been  recorded. 
There  are,  however,  no  specific  reports  on  this  in- 
cidence. Based  on  personal  observation,  and  on 
review  of  the  many  published  family  pedigrees,  the 
frequency  of  concordance  in  siblings  is,  however, 
considerably  greater  than  5 per  cent. 

Although  the  total  number  of  twin  sets  with  the 
Marfan  syndrome  is  too  small  for  valid  statistical 
conclusions,  the  100  per  cent  concordance,  as 
shown  in  Table  I,  is  unique  in  comparison  with  the 
frequency  of  concordance  in  other  monozygotic 
twin  sets  with  single  defect  congenital  anomalies. 
Both  this  and  the  higher  sibling  incidence  would 
suggest  a greater  degree  of  penetrance  of  the  ge- 
netic factor  in  the  Marfan  syndrome  than  in  other 
congenital  anomalies. 

Originally  considered  extracardiac  in  origin,  the 
apical  midsystolic  click  and  late  systolic  murmur 
are  now  recognized  as  signs  of  mitral  insufficiency 
due  to  prolapse  of  one  or  both  cusps  of  the  mitral 
valve,  more  commonly  the  posterior.10  Such 
valves  examined  at  autopsy  or  surgery  show  myxo- 
matous degeneration  with  ballooning  of  the  valve, 
and  elongation  of  the  chordae  tendineae  in  pa- 
tients both  with  and  without  the  Marfan  syn- 
drome.11 


The  click  coincides  with  maximal  billowing  of 
the  valve  and  tautness  of  the  chordae  tendineae. 
The  murmur  represents  mitral  valve  regurgitation 
in  late  systole.  Regurgitation  has  also  been  shown 
on  echocardiography  and  on  left  ventriculography 
to  occur  in  the  presence  of  the  click  alone.  Invert- 
ed T waves  in  leads  II,  III,  aVF  and  often  the  left 
precordial  leads,  although  not  fully  explained,  are 
not  uncommonly  found  in  patients  with  mitral 
valve  prolapse.10,11 

The  familial  occurrence  of  mitral  valve  prolapse 
without  the  Marfan  syndrome  has  been  reported 
in  several  series,12-14  including  1 set  of  twins.11  In 
girls  with  the  Marfan  syndrome,  if  heart  disease  is 
present,  this  is  the  only  cardiac  lesion.15 

Prolapse  of  the  posterior  mitral  valve  leaflet 
with  insufficiency  is  present  in  both  twins,  al- 
though perhaps  it  is  slightly  less  marked  in  the 
second  one,  who  shows  only  the  click  and  lesser 
electrocardiographic  changes.  It  has  been  sug- 
gested that  the  murmur  may  represent  a more  ad- 
vanced degree  of  regurgitation  than  that  occurring 
with  a click  alone.  Progression  from  click  to  mur- 
mur has  been  noted  in  some.11 

Although  congestive  heart  failure5  and  emergen- 
cy surgery  for  severe  mitral  valve  prolapse  in  in- 
fancy and  early  childhood16  have  been  reported, 
mitral  insufficiency  in  the  Marfan  syndrome  usu- 
ally remains  mild  throughout  childhood.15  Hemo- 
dynamically,  neither  twin  has  been  affected  by  the 
mild  degree  of  regurgitation,  but  the  prognosis  is, 
however,  unpredictable.  Not  only  may  the  mitral 
insufficiency  progressively  increase,  but  the  threat 
of  bacterial  endocarditis  on  such  valves  is  always 
present,  as  is  the  potential  for  later  aortic  root  dis- 
section in  such  patients. 

Summary 

Identical  twin  sisters  with  the  Marfan  syndrome 
and  evidence  of  prolapse  of  the  mitral  valve  are 
presented.  This  is  only  the  fourth  set  of  twins  re- 
corded with  this  hereditary  defect.  Although  the 
number  of  patients  is  small,  100  per  cent  concor- 1 
dance  of  cardiac  defects  in  these  twin  sets  is 
present  in  comparison  with  a range  of  20  to  40  per 
cent  in  other  monozygotic  single-defect  anomalies 
and  46  per  cent  in  identical  twins  with  isolated 
cardiac  defects.  A higher  degree  of  penetrance  of 
the  responsible  genetic  factor  in  the  Marfan  syn- 
drome is  suggested. 

Ill  East  210th  Street 
New  York,  N.Y.  104G7 
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American  medicine  in  1776 
was  simple  and  primitive 

Medical  care  in  the  American  colonies  in  1776  was  a 
crude  and  primitive  affair  compared  to  today’s  highly 
developed  health  care  system. 

In  fact,  for  many  Americans,  there  just  weren’t  any 
physicians  at  all,  and  home  medicine  was  the  only  an- 
r swer.  Most  of  the  nation  lived  in  remote  rural  areas. 
The  crisis  was  over — the  patient  either  survived  or  died — 
before  the  physician  could  arrive  on  horseback. 

And  if  you  did  find  a physician,  his  knowledge  and  his 
tools  and  medicines  were  scant  indeed  compared  to  to- 
day’s sophisticated  and  scientific  medicine. 

The  physician  likely  had  never  attended  medical 
school  and  had  no  license  to  practice  medicine.  He 
didn’t  really  know  what  caused  most  diseases  and  he 
didn’t  really  know  how  to  treat  them. 

The  physician's  answer  to  disease  in  those  days  was 
likely  to  be  to  open  a vein  in  the  wrist  and  draw  off  a 
pint  or  two  of  blood  ...  or  a dose  with  a very  strong 
emetic  to  induce  vomiting  ...  or  a strong  purgative  to 
cleanse  the  bowels.  Often  the  treatment  did  more  harm 
than  good. 

The  physician  didn't  know  about  germs  and  how  to 
prevent  infection.  Pasteur  and  Lister  were  still  far  in 
the  future.  He  did  know  that  innoculation  against 
smallpox  gave  protection,  and  the  Continental  Army 
was  well  protected  against  this  scourge. 

The  physician  had — sometimes — a few  items  to  re- 
lieve pain — alcohol,  opium,  laudanum.  He  had  no  peni- 
cillin, no  insulin,  no  vaccines,  no  anesthetics. 

There  were  about  as  many  physicians  for  the  popula- 
tion two  hundred  years  ago  as  there  are  today — one  to 
600.  At  the  time  of  the  Revolution  there  were  around 
1 3,500  fairly  legitimate  medical  practitioners  in  the  13 
colonies.  Less  than  400  of  these  possessed  medical  de- 
grees. 
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Most  had  been  trained  under  the  apprentice  system. 
A very  few  were  products  of  European  medical  schools, 
or  one  of  the  two  new  American  schools. 

In  colonial  times,  the  aspiring  physician  apprenticed 
himself  to  an  older  physician,  served  several  years,  and 
received  from  his  mentor  a certificate  certifying  his 
competence  to  practice  medicine. 

Surgery  consisted  largely  of  amputations  of  injured 
arms  and  legs.  Many  of  the  patients  died  of  infection 
and  loss  of  blood.  The  physician  had  to  get  by  without 
most  of  today’s  common  medical  tools — clinical  ther- 
mometer, stethoscope,  hypodermic  syringe. 

Colonial  physicians  used  a variety  of  drugs  when  they 
could  get  them,  such  as  “Jesuit’s  Bark,”  (quinine)  for 
fevers,  and  they  drew  heavily  on  the  native  plants  and 
shrubs.  Knowledge  of  therapeutic  plants,  gained 
through  generations  of  experimentation,  was  consider- 
able, and  could  aid  in  relieving  pain  and  in  curing  some 
diseases. 

Fevers,  smallpox,  and  dysentery  caused  much  of  the 
illness.  Life  expectancy  was  short  and  the  degenerative 
diseases  of  advancing  years  were  a minor  health  problem 
for  most  Americans  in  1776.  Dirt  and  poorly  cooked 
food  and  drink  made  dysentery  a highly  common  health 
problem  in  the  Continental  Army.  Influenza  and  pneu- 
monia were  common,  thriving  on  poor  ventilation, 
crowded  conditions,  dirt,  and  poor  diet. 

Despite  their  handicaps.  American  physicians  did  the 
best  they  could  and  their  very  presence  was  a great  help 
to  many  sick  individuals.  The  physician  was  a promi- 
nent man  in  his  community.  Several  physicians  were 
among  the  signers  of  the  Declaration  of  Independence: 
Josiah  Bartlett  of  New  Hampshire;  Lyman  Hall  of  Geor- 
gia; Benjamin  Rush  of  Pennsylvania;  Matthew  Thorn- 
ton of  New  Hampshire,  and  Oliver  Wolcott  of  Connecti- 
cut. Others  were  members  of  the  Continental  or  United 
States  Congresses.  (Prepared  by  the  American  Medical 
Association) 
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continued  from  page  704 

there  is  a hematologic  problem  severe  enough  to  produce 
symptomatology,  these  patients  are  not  usually  seen  by  the 
hematologists. 

At  no  point  in  our  article3  did  we  state  that  the  typical 
iron  deficiency  anemia  of  our  patient  was  a sign  of  pre- 
leukemia. However,  “leukemoid”  reactions  and  hepa- 
tosplenomegaly  do  not  occur  in  primary  tuberculosis  in 
children.  Since  the  child  had  only  a primary  tuberculous 
lesion  and  not  a hematogenous  disseminated  tuberculosis, 
the  “leukemoid”  reaction  and  hepatosplenomegaly  seen 
on  the  second  hospital  day  are  unexplained.  This,  the 
monocytosis  during  the  last  two  weeks  of  life,  and  the 
finding  of  leukemic  infiltration  of  the  lung,  nodes,  liver, 
spleen,  kidneys,  myocardium,  pancreas,  and  gastrointes- 
tinal tract  suggest  that  the  child  may  have  had  a preleu- 
kemic phase.  Until  more  is  known  about  the  preleukemic 
phase  in  children,  we  can  only  postulate  that  the  leukemoid 
picture  and  hepatosplenomegaly  might  have  represented 
a preleukemic  phase. 

MARGARET  G.  ROBINSON,  M.D. 

Professor 
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1 Wintrobe,  M.  W.,  et  al. : Clinical  Hematology,  7th  ed..  Lea  and 
Febiger,  Philadelphia,  1974,  p.  1287. 
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3 Robinson,  M.  G.,  and  Kauffman,  S.  L.:  Atypical  myelogenous 
leukemia  simulating  tuberculous  pneumonia,  New  York  State  J. 
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Malpractice  premiums 

To  the  Editor:  I have  watched  with  dismay  increasing 

numbers  of  our  ophthalmic  surgery  residents  leaving  New 
York  State  to  open  their  practices  because  they  cannot  pay 
the  high  malpractice  premiums  during  their  lean  earlier 
years.  Similarly,  older  surgeons  with  vast  experience  who 
wish  to  reduce  their  surgical  load  are  impelled  to  quit  be- 
cause high  premiums  make  sense  only  when  one  does  a 
large  volume  of  surgery. 

The  result  will  lead  very  soon  to  a severe  shortage  of 
well-trained  ophthalmic  surgeons,  too  high  patient  loads 
and,  inevitably,  poorer  care. 

To  prevent  this,  I suggest  a constructive  solution: 

Let  each  surgeon  first  pay  a basic  annual  “no  surgery" 
malpractice  premium. 

He  may  then  pay,  in  advance  of  each  operation,  an  ad- 
ditional premium  in  the  amount  of  10  per  cent  of  the  pro- 
spective surgical  fee  for  that  procedure. 

He  will  do  this  by  mailing  to  the  insurance  carrier  a check 
for  that  amount  together  with  one  of  his  I.B.M.  cards  on 
which  he  inscribes  the  patient’s  name,  the  title  of  the  op- 
eration, and  the  expected  fee— before  the  operation  is 
performed. 

If  and  when  the  total  of  his  checks  in  one  year  reaches 
the  total  of  what  his  full  surgeons  premium  would  have 
been,  there  are  no  further  premiums  for  that  year. 

This  will  keep  premium  costs  more  modest  for  those  not 
doing  large  numbers  of  major  operations. 

It  will  reflect  also  more  accurately  the  risks  to  the  in- 
surance carrier  because  t he  total  number  of  operations  a 

continued  on  page  7.9.5 


Librax® 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mgclidinium  Br. 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 


Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — National 
Research  Council  and/or  other  information,  FDA 
has  classified  the  indications  as  follows: 

Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the  treatment 
of  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis)  and  acute 
enterocolitis 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 


Contraindications:  Patients  with  glaucoma;  pros- 
tatic  hypertrophy  and  benign  bladder  neck  obstruc- 
tion; known  hypersensitivity  to  chlordiazepoxide 
hydrochloride  and'or  clidimum  bromide. 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. As  with  all  CNS-actmg  drugs,  caution  patients 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 
Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use 
caution  in  administering  Librium®  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals 
or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against 
its  possible  hazards  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude  de- 
velopment of  ataxia,  oversedation  or  confusion  (not 
more  than  two  capsules  per  day  initially;  increase 
gradually  as  needed  and  tolerated)  Though  generally 
not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider 
pharmacologic  effects  of  agents,  particularly  potentiat- 
ing drugs  such  as  MAO  inhibitors  and  phenothi- 
azines.  Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reactions 
(eg  , excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evi- 
dence of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  re- 
ported very  rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship  has  not  been 
established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  have  been 
reported  with  Librax  When  chlordiazepoxide  hydro- 
chloride is  used  alone,  drowsiness,  ataxia  and  con- 
fusion may  occur,  especially  in  the  elderly  and  debili 
tated.  These  are  avoidable  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally 
observed  at  the  lower  dosage  ranges.  In  a few  in- 
stances syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and  de- 
creased libido — all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally  with  chlordiazepoxide  hydro- 
chloride. making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  are  typical  of  an- 
ticholinergic agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy  and  constipation  Constipa- 
tion has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low 
residue  diets 
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<^boche)  Because  i rritable  bowel  syndrome 

is  a psychovisceral  problem 

Dual-action 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mgclidinium  Br. 

1 or  2 capsules  t.i.d.  or  q.i.d. 

A distinctive 

antianxiety-anticholinergic 

agent 


Only  adjunctive  Librax  provides  the  antianxiety  action  of 
Librium*  (chlordiazepoxide  HC1)  plus  the  antispasmodic- 
antisecretory  action  of  Quarzan  fclidinium  Br)... 

with  the  economy  and  convenience  of  a single  medication. 


*This  drug  has  been  evaluated  as  possibly  effective  for  this  indication.  Please  see 
preceding  page  for  brief  summary  of  product  information. 
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Since  the  cutaneous  lesions  of  sarcoidosis  were 
described  by  Boeck  in  18891  and  the  systemic  form 
of  the  disease  by  Schaumann  in  1914, 2 sarcoidosis 
has  attracted  much  attention.  The  nervous  sys- 
tem is  involved  in  a small  proportion  of  cases  of 
multisystemic  sarcoidosis,  the  exact  figures  vary- 
ing from  1 to  7 per  cent  in  various  series.  In  a se- 
ries of  537  patients  carefully  studied  by  James  and 
Sharma3  neurologic  involvement  was  noted  in  7 
per  cent.  A series  of  450  patients  from  Silverstein, 
Feuer,  and  Siltzbach4  contained  18  who  had  ner- 
vous system  sarcoidosis.  However,  in  all  of  these 
series  the  pathologic  lesions  were  predominantly 
seen  in  cranial  nerves,  meninges,  the  floor  of  the 
third  ventricle  and  pituitary  gland,  and  peripheral 
nerves.  Intramedullary  spinal  cord  sarcoidosis 
appears  to  be  rare,  and  only  9 cases  confirmed  his- 
tologically either  by  biopsy  or  by  autopsy  have 
been  reported  so  far.5-12  In  this  article,  we  report 
2 patients  who  had  developed  spinal  cord  com- 
pression due  to  sarcoidosis:  Case  1 appeared  with 
acute  paraplegia  and  gave  rise  to  diagnostic  dif- 
ficulties, and  Case  2 illustrates  the  self-limiting 
course  of  spinal  cord  sarcoidosis  with  remissions 
and  exacerbations  and  that  awareness  of  this  com- 
plication is  important  for  correct  diagnosis  and 
management. 


Case  reports 

Case  1.  A forty-three-year-old  Negro  female 
was  admitted  to  the  Jewish  Hospital  and  Medical 
Center  of  Brooklyn  because  of  weakness  of  both 
legs  in  November,  1970.  She  had  first  noticed 
numbness  in  both  lower  extremities  about  three 
months  prior  to  admission;  this  had  gradually  pro- 
gressed to  involve  the  trunk  and  both  upper  limbs. 
This  was  followed  by  gradually  increasing  weak- 
ness of  both  legs.  She  had  no  urinary  or  bowel 
symptoms.  Past  history  was  essentially  negative. 
Physical  examination  revealed  a moderate  degree 
of  motor  weakness  of  both  legs  with  normal  reflex- 
es but  extensor  plantar  responses  bilaterally. 
There  was  no  sensory  loss. 

Laboratory  investigations.  Complete  blood 
count,  urinalysis,  serum  electrolytes,  calcium, 
phosphorous,  alkaline  phosphatase,  and  liver  func- 
tion tests  yielded  normal  results.  Serum  protein 
electrophoresis  was  within  normal  limits.  The 
electrocardiogram  tracing  showed  normal  results. 
Sputum  smears  and  culture  for  acid-fast  bacillus 
and  fungi  gave  negative  findings.  Lumbar  punc- 
ture revealed  an  opening  pressure  of  140  mm.  of 
cerebrospinal  fluid  with  a normal  rise  on  jugular 
compression.  The  cerebrospinal  fluid  contained 
63  mononuclears  per  cubic  millimeter.  Glucose 
was  60  mg.  per  100  ml.,  protein  128  mg.  per  100  I 
ml.;  no  neoplastic  cells  were  seen.  Culture  was  j 
negative  for  bacteria,  acid-fast  bacillus,  and  fungi. 
Cerebrospinal  fluid  V.D.R.L.  test  result  was  also 
negative.  Chest  x-ray  films,  skull  and  spine  series, 
skeletal  survey,  gallbladder  series,  upper  gastroin- 
testinal series,  and  barium  enema  all  yielded  nega- 1 
tive  results.  Myelography  done  twice  did  not 
show  any  block.  A purified  protein  derivative  and 
skin  tests  with  fungal  antigens  histoplasmin  and 
coccidioidomycin  gave  negative  findings. 

Clinical  course.  During  the  next  ten  days  the 
patient’s  condition  deteriorated  to  complete  para- 
plegia with  bladder  and  bowel  dysfunction,  as  well 
as  loss  of  all  sensory  modalities  to  a level  at  the 
twelfth  dorsal.  A myelogram  performed  at  this 
time  showed  swelling  of  the  spinal  cord  in  the 
lower  cervical  region.  She  was  started  on  dexa- 
methasone,  4 mg.  four  times  a day  with  a mild  de- 
gree of  improvement  of  her  weakness  in  the  legs 
At  this  time  she  developed  thrombophlebitis  oil 
her  left  leg  and  expired  suddenly. 

Autopsy  macroscopic  findings.  The  lungs): 
showed  massive  bilateral  embolism  with  a solitary 
small  hemorrhagic  infarction  measuring  4 cm.  ii 
length  in  the  left  lower  lobe.  The  source  of  th<| 
emboli  was  presumably  the  left  leg.  No  other  le 
sions  were  detected  in  the  lungs.  The  hilar  lympl 
nodes  were  not  enlarged  nor  was  there  lymphade 
nopathy  elsewhere.  The  liver,  1,900  Gm.,  an< 
spleen,  260  Gm.,  were  enlarged  and  congested 
The  other  viscera  including  the  brain  were  unre 
markable  except  for  congestion.  The  entire  spins 
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FIGURE  1.  Case  1.  (A)  Representative  area  from  cervi- 
cal cord  showing  severe  granulomatous  myelitis.  (B) 
• Section  of  spinal  cord  showing  myelitis  overlying  meningi- 
tis. (C)  Noncaseating  granuloma  with  giant  cells  in  spinal 
cord  (original  magnification  X 350).  (Hematoxylin  and 
. Eosin  Stain) 


- cord  was  removed.  There  was  swelling  and  soft- 
!fi  ening  in  the  area  of  cervical  enlargement  where  the 
n’rr  normal  landmarks  were  obscured.  No  tumor 
;f.  masses  or  hemorrhages  were  present.  Other  seg- 
-J  ments  of  spinal  cord  appeared  normal. 

Microscopic  examination  of  the  spinal  cord  re- 
^ vealed  severe  granulomatous  panmyelitis  and 
meningitis  in  the  cervical  region  (Fig.  1).  Other 


segments  of  the  cord  were  also  involved  but  to  a 
much  lesser  degree.  A few  small  perivascular  non- 
caseating granulomata  were  also  found  in  the 
brain,  in  the  hippocampal  region  (Fig.  2A).  The 
rest  of  the  brain  and  pituitary  were  free  of  involve- 
ment. Noncaseating  granulomata  were  present  in 
the  lungs  as  shown  in  Figure  2B,  liver,  spleen,  kid- 
neys, and  lymph  nodes.  The  granuloma  in  the 
spinal  cord  and  brain  differed  markedly  from  the 
ones  in  other  organs.  They  were  smaller,  often 
poorly  defined,  and  fewer  giant  cells  were  seen. 
They  were  mostly  in  relation  to  the  blood  vessels. 
There  was  also  perivascular  infiltration  of  lympho- 
cytes. Acid-fast  and  periodic  acid-Schiff  stains 
gave  negative  results.  No  hyalinization  was 
present  in  the  granuloma. 

Case  2,  A nineteen-year-old  black  male  was 
admitted  to  another  hospital  with  right  pleural 
effusion  in  November,  1969.  Physical  examina- 
tion at  this  time  revealed  nothing  other  than  the 
signs  of  right  pleural  effusion.  Investigations 
showed  the  sputum  negative  for  acid-fast  bacillus 
and  fungi  on  staining  and  culture.  Bone  marrow 
tests  gave  normal  results  including  culture  find- 
ings for  acid-fast  bacillus  and  fungi.  Intermediate 
purified  protein  derivative  gave  negative  findings. 
Pleural  fluid  aspirated  was  an  exudate,  and  cul- 
ture did  not  yield  any  organisms.  A right  pleural 
biopsy,  as  shown  in  Figure  3A,  showed  no  caseat- 
ing  granuloma;  no  acid-fast  bacillus  or  fungi  were 
identified.  Lymph-node  biopsy  from  the  left  arm 
and  right  elbow  region  showed  noncaseating  gran- 
uloma; again  no  acid-fast  bacillus  or  fungi  were 
identified.  The  Kveim  test  result  was  positive 
(Fig.  3B  and  C).  Although  the  diagnosis  at  this 
time  was  sarcoidosis,  the  patient  was  given  a 
course  of  antituberculous  treatment  with  isoniazid 
and  ethambutol  hydrochloride  for  a period  of  two 
years.  He  appeared  again  in  September,  1970, 
with  sudden  onset  of  paraplegia  with  a sensory 
level  at  about  the  tenth  dorsal.  Myelogram  at  this 
time  showed  a block  in  spinal  canal  at  the  region 
of  the  ninth  to  tenth  dorsal.  Cerebrospinal  fluid 
was  under  normal  pressure  and  contained  no  cells; 
protein  level  was  400  mg.  per  100  ml.,  and  sugar 
level  was  normal.  During  the  next  few  weeks  he 
improved  gradually  to  an  almost  normal  level.  In 
January,  1971,  he  again  developed  paraplegia  from 
which  he  recovered  completely  in  a few  days.  In 
January  1973,  he  again  developed  weakness  of 
both  lower  extremities  mainly  in  the  hands.  Neu- 
rologic findings  at  this  time  included  weakness 
and  spasticity  of  the  legs  with  exaggerated  reflexes 
and  bilateral  extensor  plantar  responses.  Weak- 
ness was  present  in  both  hands.  There  was  a sen- 
sory level  at  the  fourth  to  fifth  thoracic  region. 

Investigations  showed  the  complete  blood  count, 
blood  chemistries,  serology,  and  lupus  erythemato- 
sus preparation  to  yield  negative  results.  Chest 
and  spine  x-ray  films  showed  normal  findings. 
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FIGURE  2.  Case  1.  (A)  Poorly  developed  granuloma  with  giant  cell  hippocampus.  (B)  Noncaseating  granuloma  in 
lung.  (Hematoxylin  and  Eosin  Stain;  original  magnification  X 350) 


Lumbar  puncture  showed  normal  cerebrospinal 
fluid  pressure  and  a protein  level  of  68  mg.  per  100 
ml.  with  normal  cytologic  findings  and  sugar. 
Myelogram  at  this  time  revealed  a complete  extra- 
dural block  at  the  first  dorsal,  and  the  previously 
demonstrated  block  at  the  ninth  dorsal  was  ab- 
sent. An  exploration  was  advised  but  refused  by 
the  patient.  During  the  next  six  weeks,  however, 
he  made  good  improvement  with  physical  therapy 
and  was  discharged. 

He  was  readmitted  to  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  in  March,  1973,  when 
he  developed  his  fourth  episode  of  paraplegia. 
Neurologic  examination  revealed  bilateral  small- 
muscle  wasting  of  hands  and  a complete  paraple- 
gia with  moderate  wasting  of  the  leg  muscles,  more 
marked  on  the  right  side.  All  reflexes  were  dimin- 
ished in  the  legs  with  the  plantar  responses  being 
extensor  on  both  sides.  He  had  a sensory  level  at 
the  seventh  to  eighth  cervical.  Investigations  at 
this  time  showed  complete  blood  count;  serum 
electrolytes;  liver  function  tests;  serum  calcium; 
phosphorous  and  alkaline  phosphatase;  x-ray  films 
of  chest,  spine,  and  bones;  sputum  stain;  and  cul- 
tures for  acid-fast  bacillus  and  fungi  all  to  yield 
negative  results.  A purified  protein  derivative 
gave  negative  findings.  Protein  electrophoresis 
showed  a slight  increase  in  gamma  globulins.  Ce- 
rebrospinal fluid  was  normal.  A myelogram  was 
not  done  because  the  diagnosis  of  spinal  cord  sar- 
coidosis seemed  likely.  It  was  considered  by  the 
neurosurgeon  that  a laminectomy  would  not  help 
the  patient.  At  this  time  he  was  started  on  pred- 
nisone 60  mg.  daily  with  gradual  improvement 
during  the  next  few  days.  During  his  subsequent 
hospital  stay  he  developed  a urinary  tract  infec- 
tion which  responded  to  ampieillin  and  gentamy- 
cin  sulfate.  Steroids  were  reduced  and  stopped. 
However,  the  patient  continued  to  he  febrile  al- 
though the  infection  had  seemed  to  be  controlled. 
He  was,  therefore,  restarted  on  steroids  and  the 


fever  resolved.  Then  he  developed  a sudden  atrial 
fibrillation  with  aberrant  conduction,  but  with 
digitalis  there  was  reversion  to  sinus  rhythm  with- 
in three  days.  A lung  scan  finding  was  normal. 
He  gradually  made  some  improvement  and  was 
discharged  to  continue  physical  therapy. 

Comment 

In  1905  Winkler  first  reported  neurologic  mani- 
festations in  sarcoidosis,13  and  since  then  an  abun- 
dant amount  of  literature  has  appeared  on  the 
subject.  Colover13  was  able  to  collect  115  cases 
from  the  literature  in  1948  and  added  3 of  his  own. 
Recently  many  further  accounts  of  neurosarcoi- 
dosis have  been  published.3,4,9,10,14,15  The  most 
frequently  affected  sites  are  the  cranial  nerves,  | 
especially  the  facial, 3,4,16  followed  by  peripheral 
nerves.  In  the  central  nervous  system  both  men- 
inges and  the  parenchyma  of  brain  may  be  in- 
volved. The  basal  meninges  are  usually  more  se- 
verely affected,  but  typical  lesions  may  be  found 
anywhere,  more  commonly  in  the  region  of  the 
third  ventricle,  pituitary  stalk,  and  optic  chiasma, 
but  may  also  occur  as  thick,  flat  plaques  over  the 
convexity  of  the  brain.  The  lesions  extend  into 
the  parenchyma  of  the  central  nervous  system 
along  the  perivascular  spaces,  and  many  intracere-  ,i 
bral  granulomata  appear  to  be  perivascular  in  dis- 
tribution.9 

Spinal  cord  parenchymal  involvement  repre-  i 
sents  one  of  the  least  common  forms  of  the  disease. 
Most  of  the  reported  cases  had  clinical  manifesta- 
tions suggestive  of  spinal  cord  involvement  but 
without  histologic  confirmation.14,15,17  A careful 
review  of  the  literature  showed  only  9 cases  of  his-  i 
tologically  proved  sarcoidosis  on  the  spinal  cord  ^ 
parenchyma.  In  1942  Erickson,  Odom,  and  Stern8  i 
reported  a case  of  fatal  cerebral  involvement  with- 
out spinal  cord  symptoms,  but  sarcoid  granuloma 
were  present  in  both  cerebral  hemisphere  and  spi-  ; 
nal  cord  at  autopsy.  In  Jefferson’s1*1  series  of  4 
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FIGURE  3.  Case  2.  (A)  Noncaseating  granuloma  in  right 
pleural  biopsy  specimen  (original  magnification  X 350). 
(B)  Kveim’s  test  result  shows  granuloma  in  skin.  (C)  An- 
other view  of  Kveim’s  test  result  showing  granuloma  in 
skin  (original  magnification  X 350).  (Hematoxylin  and 
i Eosin  Stain) 


:ases,  one  had  paraplegia  due  to  a lesion  at  the 
uxth  cervical,  and  exploratory  cervical  laminec- 
:omy  revealed  an  intrinsic  cord  tumor  which  con- 
[ ;isted  of  granulomata.  Spinal  cord  granulomata 
i vere  present  without  clinical  manifestations  in  1 
i )f  the  7 cases  reported  by  Walker  in  196112  and  2 
)f  the  7 cases  of  Herring  and  Urich  in  1969.9  De 
Vlorsier,  Maurice,  and  Martin  in  19547  reported  2 
;ases,  one  of  which  appeared  with  atypical  amyo- 
rophic  lateral  sclerosis,  and  at  autopsy  the  spinal 
:ord  was  found  to  be  involved  with  sarcoidosis. 
Recently  Banerjee  and  Hunt6  and  Semins,  Nu- 
gent, and  Chou11  reported  1 case  each  of  intramed- 
ullary tumor  due  to  sarcoidosis  which  had  pro- 
iuced  spinal  cord  compression. 

The  first  patient  presented  a dilemma  in  diag- 
losis  because  of  the  absence  of  any  demonstrable 
pulmonary,  lymphatic,  or  hepatosplenic  involve- 
nent.  The  postmortem  demonstration  of  granu- 
omata  in  the  lungs,  liver,  cerebrum,  and  spinal 
ord  as  well  as  the  absence  of  fungi  and  acid-fast 
bacillus  on  staining  and  appropriate  cultures  and 
inergy  to  purified  protein  derivative  are  strongly 


compatible  with  sarcoidosis.  The  second  patient’s 
illness  was  characterized  by  remissions  and  re- 
lapses with  a changing  localization  of  his  spinal 
cord  lesion.  He  had  a positive  Kveim’s  test  result, 
noncaseating  granuloma  in  the  lymph  nodes  mus- 
cle and  pleura,  and  no  evidence  of  tuberculosis. 
This  case  is  of  interest  because  the  patient  showed 
two  unusual  features;  that  is,  he  appeared  with  a 
pleural  effusion  which  was  due  to  sarcoidosis  and 
subsequently  developed  spinal  cord  sarcoidosis. 
His  cardiac  manifestations  of  atrial  fibrillation 
with  aberrant  conduction  were  probably  a result  of 
sarcoid  involvement  of  the  myocardium,  since  dis- 
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orders  of  impulse  formation  and  conduction  are 
well  documented  in  myocardial  sarcoidosis.18 

The  course  of  spinal  cord  sarcoidosis  may  be 
self-limiting  with  remissions  and  exacerbations  or 
may  run  a rapidly  progressive  course,  as  in  the 
first  case.  It  is  difficult  to  assess  the  value  of  cor- 
ticosteroid treatment  because  of  the  high  rate  of 
spontaneous  remissions.  Resolution  of  neurosar- 
coidosis is  more  likely  to  occur  in  younger  patients, 
in  whom  sarcoidosis  has  a rapid  onset  and  a short 
history. 

Sarcoidosis  has  not  been  widely  recognized  as  a 
cause  of  spinal  cord  compression.  The  2 cases 
presented  and  a number  of  others  reported  in  the 
literature  emphasize  that  sarcoidosis  deserves  con- 
sideration in  the  differential  diagnosis  of  nontrau- 
matic  paraplegia. 

Summary 

Two  cases  of  spinal  cord  sarcoidosis  which  ap- 
peared with  clinical  manifestations  of  spinal  cord 
compression  are  presented.  The  first  patient  died 
of  massive  pulmonary  embolism,  and  autopsy  re- 
vealed sarcoid  granuloma  in  several  regions  of  spi- 
nal cord  as  well  as  the  lungs,  liver,  kidney,  lymph 
nodes,  and  spleen.  The  second  patient  suffered 
from  recurrent  paraplegia  due  to  spinal  cord  sarcoi- 
dosis. The  literature  on  the  subject  is  reviewed, 
and  the  necessity  of  including  spinal  cord  sarcoi- 
dosis in  the  differential  diagnosis  of  nontraumatic 
paraplegia  is  emphasized. 
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Medical  school  abandons 
shortened  training  program 

Are  medical  schools  becoming  disillusioned  with  the 
effort  of  the  past  decade  to  shorten  the  training  period 
for  physicians? 

At  least  one  medical  school  has — Rush  Medical  Col- 
lege in  Chicago. — and  is  changing  its  training  period 
from  the  abbreviated  three-year  course  to  four  years. 

In  a report  in  the  October  27  issue  of  the  Journal  of 
the  American  Medical  Association,  William  F.  Hejna, 
M.D.,  Rush  dean,  says: 

“Many  of  the  arguments  advanced  in  favor  of  short- 
ening the  standard  medical  school  curriculum  to  three 
years  may  no  longer  be  valid,  and  such  shortening  may 
cause  tensions  among  students  and  faculty.  Further, 
this  innovation  does  not  materially  address  issues  such 
as  physician  availability,  quality,  and  maldistribution.” 

Dr.  Hejna  points  out  that — in  response  to  the  need  for 
more  physicians — in  the  past  ten  years  some  50  schools 
have  instituted  regular  or  optional  three-year  curricula. 
In  the  late  1960s,  he  says,  there  was  widespread  atten- 
tion to  a national  shortage  of  physicians. 
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As  a result  the  number  of  schools  has  grown  from  98 
in  1968  to  the  present  114.  Existing  schools  also  in- 
creased enrollment,  and  there  was  a corresponding  in 
crease  in  first-year  students  from  9,000  to  15,000.  This 
will  very  soon  cause  a significant  increase  in  the  numbei 
of  physicians  practicing  in  the  United  States.  Then 
also  has  been  a sharp  upswing  in  migration  of  physicians 
from  other  countries  to  the  U.S. 

Thus,  the  physician  shortage  is  rapidly  being  met,  anc 
is  no  longer  a valid  reason  to  maintain  a three-year  med 
ical  course,  Dr.  Hejna  says.  He  points  out  that  the  bod.' 
of  fundamental  biomedical  science  which  the  medica 
student  must  absorb  continues  to  increase,  and  that  th< 
behavioral  sciences  have  taken  on  new  importance  anc 
time  in  medical  schools. 

At  Rush,  55  per  cent  of  the  students  favored  extend 
ing  their  training  to  four  years.  The  shorter  cours 
meant  going  to  school  straight  through  the  summei 
with  no  break  for  three  full  years  in  the  demandin 
study  schedule. 

Dr.  Hejna  titles  his  JAMA  report  “It  Takes  Fou 
Years  . . . Reversing  the  Acceleration  Trend.” 
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introducing  B-C-BID 

B-complex  with  C 

an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 


New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  higher  tissue  levels  can  be  sustained 
much  longer  than  is  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 
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Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 


DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 
ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 
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The  various  veins  were  subsequently  removed. 
There  was  no  evidence  of  recurrent  neoplasm  for 
three  years. 

Pathologic  findings.  The  excised  lymph  node 
measured  1.5  cm.  in  diameter  and  appeared  pale 
and  fibrotic.  In  the  capsule  were  3 darkly  pig- 
mented nodules,  the  largest  being  0.3  cm.  in  diam- 
eter (Fig.  1A).  Microscopic  examination  showed 
clusters  of  cells  with  dark,  uniform,  oval  nuclei  and 
poorly  defined,  scant  eosinophilic  cytoplasm 
Abundant  melanin  pigment  was  interspersed  with- 
in the  cells  which  were  located  immediately  subja 
cent  to  the  capsule  of  the  lymph  node  (Fig.  IB) 
No  nuclear  pleomorphism,  mitotic  figures,  or  othei 
typical  findings  of  malignant  melanoma  were  seen 

In  the  skin  lesion,  similar  nests  of  nevus  cell; 
were  present  in  the  middle  and  upper  dermis 
Many  of  these  were  also  pigmented.  There  was  nc 
junctional  activity. 


A rare  condition,  nevus  in  a lymph  node,  de- 
serves attention  because  it  may  be  confused  with 
metastatic  malignant  melanoma.  The  gross  ap- 
pearance is  similar.  An  instance  of  this  rare  con- 
dition is  described  here. 

Case  report 

A forty-nine-year-old  man  was  admitted  to  the 
hospital  in  1971  for  stripping  of  varicose  veins  in 
the  right  lower  extremity.  He  also  had  a 2 by  1.3- 
cm.  irregular  flat,  black  skin  lesion  on  the  posteri- 
or right  thigh.  During  exposure  of  the  saphenous 
vein,  an  enlarged  right  inguinal  lymph  node  with 
focal  pigmentation  was  seen,  and  this  was  excised. 
Frozen  section  of  the  node  was  initially  interpret- 
ed as  metastatic  melanoma  but,  after  examination 
of  the  paraffin  sections  and  the  widely  excised  skin 
lesion,  it  was  apparent  that  both  nevi  were  benign. 
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Comment 

Approximately  10  instances  of  benign-appearin 
nevus  cells  in  lymph  nodes  have  been  reporte< 
since  Stewart  and  Copeland1  first  reported  such 
case  in  1931.  Stewart2  then  described  3 additiom 
examples  in  1960.  In  1969,  Johnson  and  Helwig 
described  6 cases  in  all  of  which  the  clusters  c 
nevus  cells  were  in  the  capsule  of  the  node,  not  i 
the  marginal  sinus  or  parenchyma.  A further  ej 
ample  was  the  case  of  Hart  in  1971. 4 

The  origin  of  this  condition  is  not  certain.  W 
agree  that  Johnson  and  Helwig3  seem  justified  i 
rejecting  the  idea  that  this  is  a normal  variai 
location  of  nevus  tissue  in  view  of  the  rarity  of  tl 
condition  and  the  large  number  of  nodes  exar 
ined.  Benign  metastases,  or  those  spread  from  : 
early  cutaneous  nevus,  also  seem  unlikely  in  vie' 
of  the  predilection  for  location  in  the  capsule  rat 
er  than  in  the  peripheral  sinus  of  the  nodes.  T : 
case  we  are  reporting  is  the  only  one  in  which  i 


FIGURE  1.  (A)  Two  small  pigmented  nodules  in  capsular  area  (top)  of  fatty  inguinal  lymph  node.  Gross  appeara:e 

similar  to  metastatic  malignant  melanoma.  (B)  Nodule  of  nevus  cells  lies  above  capsule  of  lymph  node.  At  left  and  ip 
are  clusters  of  deeply  pigmented  nevds  cells.  Normal  parenchyma  of  lymph  seen  below  capsule  and  subcapsular  sus 
(hematoxylin  and  eosin  stain). 
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pigmented  nevus  was  close  to  the  lymph  node,  if 
the  vast  number  of  nevi  are  taken  into  account, 
but  this  circumstance  does  not  support  metastasis 
as  the  mechanism  for  this  disorder.  The  benign 
three-year  follow-up  in  this  case  also  militates 
against  metastasis.  What  seems  more  probable  is 
that  in  rare  instances  neural  crest  elements  which 
give  rise  to  the  pigmentary  system  reach  aberrant 
sites  during  migration. 

The  present  case  points  to  the  need  for  recogni- 
tion that  cellular  pigmented  lesions  in  lymph 
nodes  may  sometime  be  benign  nevi  and  not  ma- 
lignant melanoma. 
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Choking  maneuver  endorsed 
ay  AMA  commission 

1 The  Heimlich  Maneuver — a life-saving  first-aid  tech- 
nique to  rescue  individuals  choking  on  food — receives 
the  official  endorsement  of  the  American  Medical  Asso- 
ciation's Commission  on  Emergency  Medical  Services  in 
the  October  27  issue  of  the  Journal  of  the  American 
Medical  Association. 

•)-  “The  Commission  believes  the  maneuver  to  be  a most 
. mportant  addition  to  the  emergency  care  procedures 
or  the  person  choking  on  food  or  other  objects  that  shut 
)ff  the  airway,”  says  the  statement. 

In  the  same  issue  of  JAMA,  the  technique  is  described 
ay  Henry  J.  Heimlich,  M.D.,  Cincinnati  surgeon  who  de- 
veloped the  maneuver  and  for  whom  it  is  named. 

Each  year,  3,900  healthy  individuals  in  the  United 
states  strangle  because  of  food  stuck  in  their  throats, 
Dr.  Heimlich  says.  These  are  the  known  cases,  but 
here  likely  are  many  others  that  are  thought  to  be  heart 
ailure,  or  some  other  cause. 

“Food  choking  is  the  sixth  leading  cause  of  accidental 
leath — victims  number  more  than  those  accidentally 
tilled  by  firearms  or  in  airplane  accidents.” 

„ To  perform  the  Heimlich  maneuver — 

Stand  behind  the  victim  (who  is  choking  on  food)  and 
vrap  your  arms  around  his  waist. 

Grasp  your  fist  with  your  other  hand  and  place  the 
- humb  side  of  your  fist  against  the  victim’s  abdomen, 
-j- lightly  above  the  navel  and  below  the  rib  cage. 

Press  your  fist  into  the  victim’s  abdomen  with  a quick 
; i LPward  thrust.  Repeat  several  times  if  necessary,  until 
he  food  is  expelled. 

In  the  first  nine  months  after  the  maneuver  was  origi- 


Acknowledgment. The  authors  wish  to  acknowledge  the 
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nally  described  in  June,  1974,  Dr.  Heimlich  received  162 
communications  reporting  lives  saved  by  its  use.  In  one 
instance,  the  accident  happened  in  a hospital,  where  a 
nurse,  choking  on  an  orange  segment,  was  about  to  un- 
dergo tracheotomy  when  a physician  ejected  the  orange 
using  the  maneuver.  Objects  expelled  by  means  of  the 
maneuver  include  beef,  chicken,  lettuce,  apples,  pop- 
corn, hot  dog  roll,  mashed  potatoes,  pills,  and  candy.  In 
six  reports,  the  victim  successfully  self-administered  the 
maneuver  to  relieve  choking. 

In  two  cases,  ribs  were  broken  by  the  maneuver  im- 
properly performed,  and  it  is  important  to  apply  pres- 
sure with  the  fists  below  the  rib  cage,  he  says.  In  sever- 
al instances  water  was  expelled  from  throats  and  lungs 
of  drowning  victims. 

A problem  facing  the  would-be  rescuer  is  one  of  diag- 
nosis—is  the  person  who  is  choking  and  turning  blue  ac- 
tually choking  on  food,  or  is  he  having  a heart  attack? 
Dr.  Heimlich  suggests  that  the  victim  give  the  signal 
himself. 

If  you  choke  on  food,  you  won’t  be  able  to  talk. 
Grasp  your  throat  between  thumb  and  forefinger  to  let 
those  around  you  know  that  you  are  choking  on  some- 
thing in  the  throat,  he  says. 

In  another  article  in  the  same  issue,  M.D.’s  Robert 
Visintine  and  Choong  H.  Baich  of  Santa  Ana,  Calif.,  re- 
port on  the  case  of  a seventy-four-year-old  man  whose 
stomach  was  ruptured  by  a companion  in  performing 
the  Heimlich  maneuver.  The  maneuver  possibly  could 
cause  rupture  of  internal  organs,  but  despite  this  risk 
the  patient  could  owe  his  life  to  the  prompt  use  of  the 
technique  in  reopening  his  airway.  In  the  one  case  re- 
ported, surgery  corrected  the  internal  damage  and  the 
patient  recovered. 
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In  1876,  Seeligmiiller1  described  a family  with 
progressive  spasticity  of  the  lower  extremities.  Since 
then  several  reports  and  reviews  of  this  rare  familial 
disorder  have  been  published.2-4  Although  the 
disorder  occurs  most  frequently  in  “pure”  form  or 
manifests  itself  by  spasticity  of  the  lower  limbs,  its 
combination  with  various  other  signs  and  symptoms 
has  been  noted.  These  variants  are  of  more  than 
passing  interest  in  developing  a comprehensive  un- 
derstanding of  the  extent  of  this  disorder  and  in  es- 
tablishing it  as  a nosologic  entity.  The  association 
of  spastic  paraparesis  with  optic  atrophy  and  de- 
mentia transmitted  in  an  autosomal  dominant  pat- 
tern has  not  been  previously  recorded.  This  report 
is  a detailed  clinical  study  of  a mother  and  5 of  her  6 
children  in  whom  these  manifestations  occurred. 

Case  reports 

Case  1 . The  propositus  is  the  mother  of  the  6 chil- 
dren to  be  described.  She  was  well  until  age  thirty, 
when  walking  became  difficult.  Seven  years  later  she 
was  seen  in  neurologic  consultation.  She  had  a stiff 
gait,  pale  optic  disks,  visual  acuity  20/40  both  eyes, 
visual  fields  concentrically  constricted,  increased 
deep  tendon  reflexes,  extensor  plantar  signs  bilat- 
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erally,  and  early  dementia.  The  diagnosis  was 
multiple  sclerosis.  The  cerebrospinal  fluid  gamma 
globulin  level  was  normal.  These  abnormalities  were 
progressive,  and  by  the  age  of  forty-two  she  had  be- 
come euphoric,  mentally  dull,  and  could  not  manage 
her  home.  Recent  examination,  at  age  forty-five 
confirmed  the  aforementioned  findings.  Despite 
severe  spasticity,  remarkable  strength  was  preserved 
in  the  lower  extremities.  Laboratory  studies,  in 
eluding  complete  blood  count,  urinalysis,  serum  se 
quential  multiple  analyzer  (SMA)  6 and  12,  serun 
and  urine  amino  acid  determinations,  liver  functior 
tests,  electromyography  (EMG)  and  nerve-conduc 
tion  velocities,  cerebrospinal  fluid  protein,  suga: 
serology,  spinal  fluid  cell  count  and  gamma  globulin 
and  serum  ceruloplasmin  all  showed  normal  findings 
She  presently  lives  at  home  in  the  care  of  her  hus 
band  and  visiting  nurses. 

Case  2.  The  twenty-three  year-old  daughter  o 
the  propositus  was  well  until  age  thirteen,  whei 
subtle  and  increasingly  severe  changes  in  memor 
and  school  work  occurred.  At  fifteen  years  of  age  he 
I.Q.  (intelligence  quotient)  was  88,  and  three  year 
later  it  was  75.  All  her  problems  were  progressiv* 
Neurologic  evaluation  at  age  eighteen  revealed  sever 
spastic  paraparesis,  dementia,  and  pale  optic  disk; 
with  visual  acuity  20/70  both  eyes  and  visual  field 
concentrically  constricted.  Results  of  laborator 
studies  were  normal.  A pneumoencephalogram  rc 
vealed  mild  generalized  atrophy.  A rectal  biops  I 
specimen  failed  to  show  evidence  of  a storage  diseas 
Recent  evaluation  revealed  progression  of  tl 
aforementioned  findings  and  neglect  incontinenc 
She  presently  functions  in  a sheltered  workshop  f< 
the  mentally  deficient. 

Case  3.  The  development  of  the  twenty-twi 
year-old  son  of  the  propositus  was  considered  norm 
until  he  was  seven,  when  poor  school  performan- 
was  noted.  At  the  age  of  thirteen  his  I.Q.  was  75,  ar 
at  age  nineteen  he  was  remanded  to  a state  school  f 
the  retarded  because  of  alleged  sexual  abuses  ai 
progressive  dementia.  Recent  neurologic  evaluate 
revealed  spastic  paraparesis,  inappropriate  affe<  i 
dementia,  and  pale  optic  disks;  visual  acuity  couij 
not  be  accurately  measured.  Neglect  incontinen 
was  also  present.  Results  of  laboratory  studies  we ) 
normal.  An  appendectomy  done  at  age  sevente. 
showed  no  evidence  of  storage  cells.  He  presenr 
remains  in  a state  school  for  the  retarded. 

Case  4.  The  nineteen-year-old  son  of  the  pn 
positus  was  considered  normal  until  age  ten  whi 
poor  schoolwork  was  noted.  Neurologic  evaluati  i : 
at  age  fifteen  revealed  spastic  paraparesis,  euphoi , ( 
dementia,  and  pale  optic  disks,  with  visual  acu  1 i 
20/40  both  eyes  and  consensual  constriction  of  fiel . { 
Reexamination  three  years  later  revealed  pseu(-i 
bulbar  speech  in  addition  to  progression  of  lej 
aforementioned  signs.  His  I.Q.  was  73.  Comple  j 
laboratory  evaluation  and  review  of  sections  frora  i 
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previously  performed  appendectomy  revealed  no 
abnormalities.  He  presently  attends  a vocational 
class  for  the  mentally  handicapped. 


Case  5.  This  eighteen-year-old  daughter  of  the 
propositus  recently  graduated  from  high  school  with 
average  grades.  Evaluation  revealed  an  anxious 
child  with  normal  affect  and  intelligence.  She  had 
slightly  pale  optic  disks,  visual  acuity  20/20  both  eyes, 
increased  deep  tendon  reflexes,  and  bilateral  exten- 
sor plantar  responses.  Her  I. Q.  was  101.  Laboratory 
testing  was  normal.  She  is  attending  college  and 
doing  average  work.  She  remains  unaware  that  she 
has  the  early  stigmata  of  this  familial  illness. 

Case  6.  The  sixteen-year-old  daughter  of  the 
propositus  has  always  done  well  in  school.  Exami- 
nation results  at  ages  fifteen  and  sixteen  were  normal. 
Specifically  there  were  no  long-tract  signs  and  no 
evidence  of  optic  atrophy.  Her  I.Q.  was  107.  She 
attends  high  school  and  is  doing  above-average  work. 

Case  7.  The  school  work  of  the  nine-year-old  son 
of  the  propositus  has  always  been  poor.  Examina- 
tion at  age  eight  revealed  a dull  child,  a suggestion  of 
pale  optic  disks,  visual  acuity  20/20  both  eyes,  in- 
v:reased  deep  tendon  reflexes,  and  extensor  plantar 
•responses  bilaterally.  His  I.Q.  was  85.  He  attends 
ra  special  class  for  the  neurologically  handicapped. 

The  propositus  and  her  children  were  examined 
neuro-ophthalmologically.  Optic  atrophy  with  a 
visible  deficit  in  retinal  fiber  layer,  and  appropriate 
deficit  in  color  vision  was  present  in  all  examined 
Except  Cases  7 and  8.  There  was  also  a suggestion 
bf  pupillary  sluggishness  to  light,  a slight  decrease  in 
/isual  acuity,  and  some  constriction  of  visual  fields. 
There  was  no  retinal  pigmentary  disturbance  or  ar- 
eriolar  narrowing. 


Genetic  considerations 

The  pedigree  of  this  family  was  closely  investigated 
Fig.  1).  Information  concerning  a total  of  85  rela- 
ives  was  obtained  in  a variety  of  ways  including 
)hysical  examinations,  home  visits,  interviews, 
)hysicians’  reports,  and  phone  conversations.  The 
amily  history  is  unremarkable  except  for  a high  in- 
cidence of  myocardial  infarction  in  maternal  rela- 
ives.  The  father  of  the  propositus  is  alive  and  shows 
io  manifestations  of  this  disorder  at  the  age  of  sev- 
nty.  His  wife,  the  mother  of  the  propositus,  died  at 
he  age  of  sixty-five  of  cancer  and  according  to  her 
amily  physician  showed  no  neurologic  abnormalities. 
'Io  consanguinity  was  apparent,  and  no  evidence  of 
his  disorder  was  found  in  any  other  relative. 

The  propositus  appears  to  have  been  a spontane- 
>us  mutation.  It  is  possible  that  she  may  have  re- 
eived  an  affected  gene  or  genes  from  a phenotypi- 
ally  normal  parent,  but  this  seems  unlikely.  The 
lisorder  was  transmitted  to  at  least  5 of  her  6 chil- 
dren in  a dominant  fashion. 


□ 

O 


Mole  Normal 
Femole  Normal 
Moie  At  fee  ted 
Femole  Affected 


FIGURE  1.  Family  history  showing  infected  and  noninfected 
male  and  female  relatives. 


Comment 

An  extensive  description  of  the  clinical  and 
pathologic  aspects  of  the  “pure”  form  of  this  disorder 
was  provided  by  Schwarz3  and  Schwarz  and  Liu.4 
“Variants”  of  spastic  paraparesis  have  been  de- 
scribed in  association  with  one  or  more  of  the  fol- 
lowing: dementia,5  retinal  degeneration,6’7  gaze 

palsies,8  optic  atrophy,9  extrapyramidal  signs,10 
cerebellar  dysfunction,11  scoliosis,4  sensory  abnor- 
malities,12 muscle  atrophy,6  and  cardiac  conduction 
abnormalities.13  The  list  of  associated  disorders  is 
extensive  and  apparently  limited  only  by  the  number 
of  ways  in  which  neurologic  disorders  can  manifest 
themselves.  Pure  and  variant  forms  have  even  been 
described  in  the  same  kindred.11  The  disease  has 
been  reported  in  infancy  and  in  adults.14  Its  mode 
of  inheritance  has  been  described  as  dominant,  re- 
cessive, or  sex-linked.14  Those  patients  manifesting 
the  disorder  in  childhood  are  usually  examples  of  the 
recessive  mode  of  inheritance. 

The  pure  form  of  this  disorder  has  a remarkably 
constant  pathologic  picture  with  demyelination  of 
the  corticospinal  tracts  and  columns  of  Goll.  Occa- 
sionally involvement  of  the  spinocerebellar  tracts  has 
also  been  noted.4  The  variant  forms,  when  viewed 
pathologically,  show  widespread  involvement  of  the 
nervous  system  including  intracranial  structures  as 
well  as  the  spinal  cord.14 

Whether  the  aforementioned  disorders  represent 
a single  disease  entity  with  multiple  phenotypic 
variations,  a variant  of  the  spinocerebellar  degener- 
ations, or  multiple  distinct  clinical  entities  is  still  in 
question.  To  date,  classification  has  been  based  on 
the  concurrence  of  symptoms,  signs,  natural  history, 
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laboratory  studies,  genetic  patterns,  and  pathologic 
observations.  This  method  of  classifying  diseases 
is  at  best  inadequate,  since  considerable  overlapping 
of  symptoms  exists  among  affected  individuals.  The 
ultimate  classification  of  these  disorders  awaits 
elucidation  of  the  basic  underlying  biochemical  ab- 
normalities. At  times  and  within  limits  patients  may 
be  counseled  regarding  the  genetics  and  natural 
history  of  a particular  form  of  the  disorder.  This  is 
especially  so  for  well-described  types  with  heavy  fa- 
milial concentrations.  Such  instances  appear  to  be 
separate  clinical  entities. 

The  family  described  in  this  report  shows  little 
intrafamilial  variation,  although  the  age  of  onset 
seems  to  be  slightly  earlier  in  males.  The  resultant 
clinical  picture  is  constant  and  consists  of  slowly 
progressive  dementia,  spastic  paraparesis,  and  optic 
atrophy.  It  is  transmitted  as  an  autosomal  domi- 
nant. Hence,  there  is  a sense  of  certainty  in  its  being 
a distinctive  disorder.  Alternative  diagnostic 
possibilities  are  remote.  The  absence  of  sensory 
abnormalities,  muscle  atrophy  and  cerebellar  signs, 
as  well  as  the  normal  nerve  conduction  times  and 
normal  electromyographic  findings,  rule  out  this 
being  a variant  of  the  spinocerebellar  degenerations. 
The  lack  of  storage  material  in  the  nerve  cells  of  the 
bowel  and  the  dominant  mode  of  inheritance  make 
the  lipid  storage  disorders  and  the  leukodystrophies 
unlikely.  The  absence  of  extrapyramidal  signs  in  the 
kindred  makes  Hallervorden-Spatz  syndrome  un- 
likely. 

The  triad  of  spastic  paraparesis,  optic  atrophy,  and 
dementia  and  the  exclusion  of  all  other  signs  has,  to 
our  knowledge,  not  been  reported  previously.  Until 
the  underlying  biochemical  disorder  is  identified,  it 
must  be  considered  a separate  entity. 

Summary 

A family  with  spastic  paraparesis,  optic  atrophy, 
and  dementia  inherited  as  an  autosomal  dominant 
is  reported.  The  pure  and  variant  forms  of  familial 


Reduction  of  hospital  mortality 
from  acute  myocardial  infarction 
by  anticoagulant  therapy 

The  twenty-one  day  mortality  rate  in  acute  myocardial 
infarction  patients  getting  anticoagulant  therapy  was  8.3 
as  against  27.3  per  cent  in  those  not  getting  it.  These  fig- 
ures emerged  from  a nationwide  retrospective  study  in 
Israel  involving  2,330  patients  hospitalized  for  a first  def- 


spastic paraparesis  are  reviewed.  The  differentia 
diagnosis  of  this  disorder  is  discussed. 
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inite  acute  myocardial  infarction.  The  study  period  ' 
one  year.  The  higher  survival  rate  in  the  anticoagula 
treated  patients  seemed  unrelated  to  age,  sex,  severity 
disease,  infarction  site,  diagnostic  criteria,  or  type  of  h 
pital.  The  authors  believe  that  despite  the  well-knc 
limitations  of  retrospective  studies,  the  date  justify  a 
evaluation  of  the  approach  to  the  problem  by  further 
vestigation.  Modan,  B.,  et  al.:  New  England  J.  Med.  1 
1359  (June  26)  1975 
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patients  with  cyclic  disorders  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g.,  paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomime- 
tic amine  (e  g , adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported. 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience. 

Adverse  Reactions:  Note:  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered 

Cardiovascular:  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation,  insomnia  and  nightmares; 
hypomania;  exacerbation  of  psychosis. 

Neurological  Numbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns,  tinnitus. 

Anticholinergic  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation. mydriasis;  constipation,  paralytic  ileus,  urinary  re- 
tention. delayed  micturition,  dilation  of  the  urinary  tract. 
Allergic  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


sitization (avoid  excessive  exposure  to  sunlight),  edema 
(general  or  of  face  and  tongue),  drug  fever,  cross- 
sensitivity  with  desipramme 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis, eosmophilia;  purpura,  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  n 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epiga; 
trie  distress,  diarrhea:  peculiar  taste,  stomatitis,  abdomii 
cramps,  black  tongue 

Endocrine:  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling,  elevation 
depression  of  blood  sugar  levels. 

Other  Jaundice  (simulating  obstructive);  altered  liver 
function,  weight  gam  or  loss;  perspiration,  flushing,  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue,  headache,  parotid  swelling,  alopecia 
Withdrawal  Symptoms  Though  not  indicative  of  addicti 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with 
mg  day.  This  may  be  increased  to  150  mg  /day  which  i, 
the  dose  level  which  usually  obtains  optimum  responst 
necessary,  dosage  may  be  increased  to  200  mg. /day  i 
Dosage  should  be  modified  as  necessary  by  clinical  re 
sponse  and  any  evidence  of  intolerance  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divider  | 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-d:  ' 
basis  with  100-150  mg  /day  and  may  be  increased  to  2 
mg  /day  Dosage  should  be  increased  to  250-300  mg 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be 
quired  for  a longer  period  of  time  at  the  lowest  dose  th 
will  maintain  remission  The  usual  adult  maintenance  I 
dosage  is  75-150  mg  day  on  a once-a-day  basis  pref 
ably  at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofra 
PM,  brand  of  imipramine  pamoate,  may  be  used  wher 
total  daily  dosage  is  established  at  75  mg  or  higher.  It 
generally  unnecessary  to  exceed  100  mg. /day  in  thesr 
patients  This  dosage  may  be  given  once  a day  at  bee' 
time  or,  if  needed,  in  divided  daily  doses 
How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75.  100,  125  and  150  mg  (Eac 
capsule  contains  imipramine  pamoate  equivalent  to  7 
100.  125  or  150  mg  of  imipramine  hydrochloride  ) 

(B)  98-146  840-A(9/75)  667120 

For  complete  details,  including  dosage  and  admir 
tration,  please  refer  to  the  full  prescribing  inform! 
tlon. 
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The  postmortem  examination  has  maintained 
a prime  position  among  controversies  in  medicine  for 
generations.  Theology,  superstition,  folklore,  and 
a widely-held  lay  opinion  that  autopsies  are  a re- 
pugnant activity  have  all  had  their  day  in  the  conflict. 
Not  too  many  years  ago,  a new  group  comprised 
solely  of  physicians  entered  the  debate.  Their  crit- 
cism,  widely  circulated  through  the  comments  of 
Starr1  on  the  decline  of  the  autopsy,  reached  an  early 
aeak  in  1956.  Most  pathologists,  insulted  and  out- 
•aged  by  Starr's  comments,  found  some  relief  that 
;ame  year  in  the  Journal  of  the  American  Medical 
Association.2  Hospitals  were  encouraged  to  main- 
ain  the  frequency  of  postmortem  examination  at 
greater  than  25  per  cent  of  deaths,  and  praise  was 
leaped  on  those  institutions  with  the  best  autopsy 
ates;  at  least  40  had  rates  greater  than  77  per  cent.2 
hnce  then,  while  offering  lip-service  support  to  the 
lassie  reasons  for  autopsy,  a spate  of  discordant 
mblications  has  appeared  debating  quality,  utili- 
ation,  and  per  cent  of  autopsies. 

lecline  in  autopsies 

If  this  debate  were  leading  to  better  utilization  of 
he  autopsy,  it  would  be  a worthwhile  exercise. 
Unfortunately,  it  has  transported  the  autopsy  across 
he  Lethe  where  in  a few  years  its  role  in  a hospital 
etting  may  be  totally  forgotten.  A decline  in  hos- 
ital  autopsy  rates  in  the  United  States  has  been 
oted  since  at  least  1965.3,4  According  to  PAS 
Professional  Activities  Study)  statistics,  the  autopsy 
ite  in  this  country  decreased  by  more  than  one 
turth  between  January,  1970,  and  June,  1973.5 
lame  for  the  decline  and  loud  criticism  has  been 
laced  on  the  1971  decision  of  the  JCAH  (Joint 


Commission  on  Accreditation  of  Hospitals)  to  stop 
enforcing  its  regulation  that  an  appropriate  rule- 
of-thumb  autopsy  rate  should  be  20  per  cent  for 
community  hospitals  and  25  per  cent  for  teaching 
hospitals.6  The  JCAH  rejects  this  criticism,  accepts 
no  responsibility  for  the  decline  in  autopsy  rates,  and 
found,  as  recently  as  January,  1974,  in  an  investiga- 
tion of  4,413  hospitals,  that  the  median  autopsy  rate 
was  34  per  cent.3  They  said  it  was  up  to  the  discre- 
tion of  individual  medical  staffs  to  decide  if  such  a 
rate  were  satisfactory. 

I share  the  opinion  expressed  of  Hasson  and  Gross4 
that  the  decision  of  the  JCAH  to  end  a minimum 
autopsy  rate  was  a mistake  which  has  undermined 
the  importance  of  the  postmortem  examination.  I 
also  suspect  the  JCAH  review  of  January,  1974,  was 
premature  and,  when  reviewed  with  PAS  statistics, 
incomplete  for  critical  assessment  of  the  impact  of 
their  1971  regulation  change.  This  view  is  supported 
by  the  National  Pituitary  Agency  which  has  reported 
a great  reduction  in  pituitary  glands,  5,000  fewer 
glands  between  May  and  September,  1974,  compared 
to  the  same  period  in  1973. 7 During  the  first  eight 
months  of  1975,  2,000  fewer  pituitaries  were  received 
by  that  agency  compared  with  the  already  depleted 
number  for  the  same  period  in  1974. 8 The  only 
reason  they  are  receiving  fewer  pituitary  glands  is 
that  fewer  autopsies  are  being  performed.  The  re- 
trieval of  pituitary  glands  should  be  stimulus  enough 
to  awaken  the  social  consciousness  of  every  physician 
to  request  autopsy  permission  on  each  of  his  hospital 
deaths;  it  doesn’t. 

Factors  at  work 

At  the  time  of  cessation  of  implementation  of  the 
JCAH  regulations,  there  were  already  many  factors 
working  to  decrease  the  number  of  autopsies  per- 
formed. Many  recent  graduates  had  been  prejudiced 
against  the  value  of  autopsies  by  grant-oriented,  re- 
search-minded professors  who  taught  both  clinical 
medicine  and  pathology  with  the  curricula  in  vogue. 
Some  recent  students  have  not  even  seen  an  autopsy, 
few  have  been  instructed  as  to  their  value,  and  fewer 
still  have  been  taught  how  to  request  autopsy  per- 
mission. Even  those  physicians  who  knew  how  and 
why  to  secure  permission  for  postmortem  examina- 
tion had  lost  some  of  their  enthusiasm.  With  in- 
creasing peer  review,  an  autopsy  often  meant  “baring 
one’s  breast”  to  the  critical  evaluation  of  one’s  col- 
leagues, particularly  if  errors  in  judgment,  technique, 
or  therapy  were  revealed.  An  autopsy  often  resulted 
in  a case  presentation  at  teaching  confer  ences,  ward 
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rounds,  and  mortality  review  where  preparation  and 
presentation  added  additional  burdens  to  a physi- 
cian’s already  compromised  time.  Unanticipated 
autopsy  revelations  posed  a threat  of  exposure  to 
legal  action,  and  in  this  era  of  burgeoning  malpractice 
claims  it  is  no  wonder  that  physicians  who  in  the  past 
had  a routine  reflex  for  requesting  autopsies  have 
changed  their  habits. 

At  the  same  time,  many  pathologists,  burdened  by 
the  same  committee  meetings,  administrative  re- 
sponsibilities, and  paper  work  that  harass  their 
clinical  colleagues,  found  autopsies  too  time-con- 
suming and  financially  unrewarding  to  attract  their 
interest.  Some  preferred  not  only  to  omit  the  routine 
cases,  but  also  all  autopsies.  Few  clinicians  were 
interested  in  allotting  time  for  correlation  or  con- 
sultation with  the  pathologist  at  the  autopsy  table, 
a pattern  for  which  some  pathologists  were  equally 
guilty.  The  university-situated  pathologist  was  more 
often  primarily  a basic  science  investigator  for  whom 
an  autopsy  was  an  unrewarding  experience.  The 
attitude  that  there  is  such  a thing  as  a “routine”  au- 
topsy and  that  its  performance  is  “folly”  developed 
and  with  it  the  concept  that  autopsies  need  only 
confirm  clinical  impressions,  a rarely  required  exer- 
cise with  the  diagnostic  tools  available.9 

Removal  of  the  JCAH  regulation  was  like  the  straw 
that  broke  the  camel’s  back.  It  has  taken  several 
years  for  hospital  administrators  and  individual 
physicians  to  realize  that  the  stimulus  provided  by 
the  regulation  has  gone.  Presence  of  a continuous 
stimulus  does  increase  autopsy  rates.10  Absence  of 
the  incentive  for  hospital  accreditation  has  dimin- 
ished the  role  of  the  autopsy  and  directly  and  indi- 
rectly resulted  in  fewer  autopsies.  The  JCAH  must 
accept  responsibility  for  this  phenomenon. 

While  it  is  true  that  the  Joint  Commission  con- 
tinues to  emphasize  the  importance  of  the  autopsy, 
its  current  suggestion  that  an  autopsy  should  be  done 
when  it  may  be  expected  to  contribute  to  teaching, 
research,  or  quality  of  care  is  too  general  to  be  of 
meaningful  value  and  is  a suggestion  unlikely  to  be 
enforced.6  The  Commission’s  current  standard  that 
the  medical  staff  “must  use  tissue  and  necropsy  re- 
ports in  its  continuing  monitoring  of  patient  care” 
and  that  “necropsy  should  be  performed  to  identify 
the  contributing  factors  and  processes  involved  in  the 
patient’s  terminal  illness,  and  to  provide  education 
experiences”  are  gestures  that  neither  increase  the 
quantity  or  quality  of  cases  selected  for  autopsy  nor 
establish  enforceable  guidelines.6  The  result  is  that 
autopsies  so  often  go  unrequested  that  it  now  re- 
quires a powerful  imagination  to  place  postmortem 
examination  where  it  belongs:  in  the  forefront  of 
quality  control  of  patient  care  and  of  continuing 
medical  education. 

As  a practicing  pathologist,  I have  seen  the  autopsy 
rate  in  my  primary  institution  decline  dramatically 
from  479  in  1970  to  216  in  1975,  while  the  number  of 
hospital  deaths  remained  constant.  This  decline  in 


autopsy  rates  and  total  number  of  autopsies  per- 
formed has  been  precipitous  with  an  accelerated 
downward  trend  starting  in  1974,  with  the  full  brunt 
of  the  JCAH  change  just  becoming  operative.  A 
similar  pattern  is  reflected  by  almost  every  pathol- 
ogist with  whom  I have  spoken,  regardless  of  the  area 
of  the  country  or  type  of  hospital.  Anecdotal  random 
observations  from  a midwestern  community  hospital 
showed  a decrease  from  over  200  autopsies  in  1973 
to  26  in  1975,  and  an  Eastern  medical  school-affili- 
ated university  hospital  reports  a decline  from  633 
in  1970  to  538  in  1975.  There  are  those  physicians 
who  believe  that  every  competent  hospital  profes- 
sional staff  with  average  intellectual  and  scientific 
curiosity  will  automatically  secure  enough  autopsies 
for  meaningful  review.3  The  current  trend  indicates 
that  if  these  physicians  are  not  inadvertently  ex- 
pressing a belief  that  few  autopsies  are  necessary, 
they  are  at  best  self-deceived  and  naive. 

Recommendations 

We  have  entered  a time  when  the  debate  should 
not  be  what  is  a minimal  acceptable  number  of  au- 
topsies or  whether  they  should  have  a role  in  quality 
control  in  medicine.  The  debate  should  concern 
whether  or  not  they  are  to  be  done  at  all.  Is  the  au- 
topsy a meaningful  procedure  in  modern  medicine, 
or  is  it  a fossil  of  interest  only  to  the  medical  histo- 
rian? Laissez-faire  approaches  to  the  autopsy  are 
forcing  it  today  to  exist  actually  in  small  pockets  of 
interested  physicians  and  the  medical  examiners’ 
offices.  After  four  years  of  absence  of  JCAH  regu- 
lations, the  fate  of  the  autopsy  in  a hospital  setting 
seems  destined  for  oblivion.  Requests  for  autopsy 
permission  are  failing  to  meet  either  classic  or  quality 
control  needs.  To  change  the  trend,  methods  musl 
be  found  to  encourage  physicians  to  seek  autopsj 
permission  on  each  of  their  patients  who  dies  in  th( 
hospital.11 

Conclusions 

As  a true  believer  in  the  autopsy  for  its  traditiona 
values  as  well  as  for  its  role  as  a quality  control  device 
I suggest  the  following  aggressive  efforts  on  the  par 
of  organized  medicine: 

1.  The  JCAH  should  be  encouraged  to  establish 
and  enforce  minimum  standards  of  autopsy  perfor 
mance  for  all  hospitals.  These  standards  must  state  i 
specific  numbers  what  constitutes  a reasonable  autop 
sy  rate  for  adequate  review  of  the  quality  of  patien 
care.  The  JCAH  must  demand  regular  mortality  r( 
view  with  correlation  of  autopsy  findings. 

2.  Hospital  medical  staffs  should  take  the  initiativ 
in  encouraging  autopsies.  Medical  staff  bylaws  shoul 
recognize  the  value  of  postmortem  examinations  an 
encourage  their  performance.  Physicians’  attitudi 
and  participation  in  postmortem  activities  should  1 
incorporated  in  guidelines  regarding  staff  reappoin 
ment  and  promotion.  Even  if  a stimulus  were  to  1 
provided  by  the  JCAH,  hospital  staff  bylaws  should  r 
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fleet  added  and  special  interest  in  postmortem  exami- 
nations. 

3.  Professional  hospital  personnel  such  as  senior 
administrators,  social  workers,  and  nurses  should  be 
trained  to  participate  in  autopsy  requests.  While 
there  is  unquestioned  merit  in  securing  autopsy  per- 
mission in  every  interesting  or  unusual  case,  there  is 
value  in  performing  random  autopsies  and  autopsies 
on  those  so-called  “routine”  cases  to  provide  a quality 
control  mechanism  that  cannot  be  met  by  an  individu- 
al physician  selecting  his  own  cases  for  autopsy  per- 
mission. Ideally,  he  should  ask  permission  on  every 
fatality,  and  his  request  for  consent  should  be  aug- 
mented by  the  assistance  of  trained  hospital  personnel. 
If  a third  party  is  assigned  to  help  him  with  this  task, 
ae  should  not  view  this  in  a paranoid  way,  that  is,  as  an 
ncursion  on  his  rights  and  a “big  brother”  type  of  peer 
eview,  but  rather  as  a method  to  insure  the  best  possi- 
ble medical  care.  The  ultimate  goal  of  such  quality 
control  review  should  be  instructive,  not  punitive. 

4.  Physician  recognition  awards  and  certificates 
ecognizing  continuing  medical  education  should  give 
•redit  for  autopsies  secured  by  attending  physicians 
md  for  attendance  at  autopsy  gross  organ  reviews 
vhere  clinical  correlation  is  stressed.  All  physicians 
oust  be  reminded  of  the  value  of  the  autopsy  in  their 
ontinuing  medical  education.  They  should  be  chal- 
snged  to  evaluate  in  every  death  the  reliability  and  ef- 
ectiveness  of  their  clinical  judgments  and  diagnostic 
nd  therapeutic  tools.  They  must  insist  that  inter- 
sted,  qualified  pathologists  employ  the  necessary 
kills  to  make  the  autopsy  an  enlightening  experience 
or  the  contemporary  physician. 

5.  Specialty  boards  should  establish  and  enforce 
linimum  autopsy  standards  for  accreditation  of  train- 
tg  programs  not  only  in  pathology  but  in  all  clinical 
pecialties. 

6.  Medical  students  should  be  taught  not  only  why 
utopsies  should  be  performed,  but  also  how  to  request 
utopsies.  They  must  be  prepared  to  dispel  the  mis- 
inceptions  of  uninformed,  cliche-filled  apathy  and 
le  myths  and  folklore  that  fill  the  minds  of  much  of 
be  lay  public  concerning  autopsies.  They  must  con- 
ont  and  gain  insight  into  their  own  emotions  regard- 
ig  death.  Equally  important,  they  must  learn  what 
> expect,  and  in  fact  demand,  from  the  pathologist 
erforming  the  autopsy. 

7.  The  public,  third-party  payers,  and  the  govern- 
- ent  must  recognize  that  the  autopsy  is  a valuable  ser- 

ce  in  the  quality  control  of  the  delivery  of  health 
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care.  They  must  face  the  financial  obligations  of  this 
service  which  has  both  a professional  and  hospital 
component.  Communities  through  epidemiologic 
studies,  states  through  Workmen’s  Compensation  re- 
sponsibilities, private  insurance  companies  through 
their  vested  interests,  and  every  patient  can  share  with 
the  physician  the  benefits  to  be  gained  through  post- 
mortem examination. 

8.  An  active  educational  program  about  autopsies 
for  the  lay  public  on  the  part  of  organized  medicine 
and  particularly  organized  pathology  should  be  insti- 
tuted. When  the  public  realizes  that  autopsies  help  to 
guarantee  them  the  best  of  medical  care,  not  only  will 
they  accept  the  request  for  postmortem  examination 
with  more  enlightenment,  they  will  demand  that  post- 
mortem examinations  be  performed. 

Summary 

Postmortem  examination  is  a persistent  contro- 
versy. Ever-changing  groups  of  advocates  and  de- 
tractors constantly  alter  the  place  of  the  autopsy  in 
the  practice  of  medicine.  Present  trends  indicate  a 
decline  in  interest  for  the  traditional  roles  of  the 
autopsy  and  a lack  of  support  for  its  potential  as  a 
quality  control  device.  Recommendations  are  made 
to  reverse  this  trend. 

4300  Alton  Road 
Miami  Beach,  Florida  33140 
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“What  good  is  taking  the  Pill  everyday  if  you’re  going  to  take  a sleeping  pill  every  night?” 
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Most  of  the  recent  surgical  literature  regarding 
major  surgery  either  on  Jehovah’s  Witnesses  or 
without  blood  transfusions  is  in  relation  to  cardiac 
surgery  using  hemodilution.1-2  The  purpose  of 
this  report  is  to  provide  a brief  communique  re- 
garding certain  religious  aspects  and  the  ethical 
and  legal  implications  involved  in  the  surgical 
management  of  patients  refusing  blood  transfu- 
sions. 

Jehovah’s  Witnesses  constitute  a growing  reli- 
gious order  of  more  than  2 million  followers  in  27 
countries.  They  are  widely  known  for  their  ada- 
mant refusal  of  blood  transfusions,  regardless  of 
indication.  Their  unwavering  position  in  this 
matter  is  elucidated  in  their  publication  Blood, 
Medicine  and  The  Law  of  God;  this  refers  to  nu- 
merous biblical  passages,  interpretations,  and 
early  medical  literature  which  they  feel  clearly 
shows  that  blood  should  not  be  taken  by  man  in 
any  form.  Not  only  is  whole  blood  forbidden,  but 
any  derivative,  such  as  albumin,  is  also  not  permit- 
ted. Allowed  are  the  various  blood  substitutes, 
such  as  saline,  glucose,  and  dextran. 

The  people  of  this  religious  order  firmly  believe 
hat  life  constitutes  a “passing  through”  and  that 
anly  those  who  strictly  maintain  God’s  law's,  as  put 
orth  in  the  Bible,  will  enjoy  the  reward  of  heaven; 
hus,  the  matter  of  transfusion  is  critical  to  the  Je- 
aovah’s  Witness. 

Material 

From  July,  1971,  to  April,  1975,  12  Jehovah’s 
■Vitnesses  had  operative  procedures  on  the  surgi- 
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cal  oncology  service  of  Kings  County  Hospital, 
Downstate  Medical  Center.  The  patients  ranged 
in  age  from  eighteen  to  seventy-six;  10  were  fe- 
male, 2 were  male.  One  operative  procedure  was 
terminated  due  to  a lack  of  blood.  The  patient 
was  to  have  a resection  of  a recurrent  adenocarci- 
noma of  the  stomach  involving  the  superior  mes- 
enteric artery  and  the  pancreas.  Since  the  preop- 
erative hematocrit  could  not  be  raised  higher  than 
34,  owing  to  tumor  bleeding,  it  was  felt  that  such 
an  extensive  palliative  procedure  without  the  sup- 
port of  transfusion  should  not  be  undertaken. 

Case  reports 

Case  1.  An  eighteen-year-old  black  male  un- 
derwent a surgical  parotidectomy  July  3,  1972,  for 
carcinoma  of  the  parotid  gland.  Lymph  nodes 
were  palpable  in  the  neck  at  the  time  of  operation 
and  biopsy  of  one  node  showed  findings  positive 
for  metastases.  Reoperation  was  decided  on  to 
obtain  permission  for  blood  transfusion  or  an  in- 
formed consent  prohibiting  transfusion  of  blood; 
the  patient  refused  to  accept  blood  or  blood  prod- 
ucts. On  July  18,  1972,  a deep  parotidectomy  and 
radical  neck  dissection  were  done  without  compli- 
cations. The  patient  received  1,500  cc.  of  Ringer’s 
lactate  and  500  cc.  of  5 per  cent  dextrose  in  water 
intraoperatively.  His  preoperative  hematocrit 
was  42  and  fell  to  a low  of  35  postoperatively.  Re- 
covery was  uneventful. 

Case  2.  A sixty-five-year-old  black  female  was 
found  to  have  a fungating  carcinoma  of  the  stom- 
ach. She  refused  blood  or  blood  products  and  was 
operated  on  August  15,  1973.  She  underwent  a 
total  gastrectomy  and  esophagoduodenostomy  and 
received  3,000  cc.  of  Ringer’s  lactate  intraopera- 
tively. Her  preoperative  hematocrit  of  35  fell  to 
29  postoperatively  and  she  was  discharged  on  Au- 
gust 30,  1973,  after  an  uneventful  course. 

Case  3.  A seventy-five-year-old  white  female 
underwent  excision  of  a liposarcoma  of  the  thigh 
at  another  hospital  and  was  admitted  to  the 
Downstate  Medical  Center  six  months  later  with  a 
large  recurrent  lesion  of  the  upper  thigh.  On  Jan- 
uary 15,  1974,  after  refusing  blood  or  blood  prod- 
ucts, the  patient  underwent  a left  hip  disarticula- 
tion receiving  1,250  cc.  of  Ringer’s  lactate.  Her 
preoperative  hematocrit  of  39  fell  to  31.5  postoper- 
atively. She  was  discharged  to  the  department  of 
rehabilitation  medicine  after  an  uneventful  post- 
operative course. 

Case  4.  A forty-one-year-old  black  female  was 
admitted  on  December  9,  1973,  for  syncope.  She 
was  found  to  be  hypertensive  with  an  enlarged 
sella  turcica  on  x-ray  film.  Work-up  subsequently 
confirmed  Cushing’s  syndrome  with  onset  diabe- 
tes, type  B hyperlipidemia,  and  normal  thyroid 
stimulating  hormone  and  gonadotropin  levels.  An 
adrenal  venogram  revealed  bilateral  adrenal  hy- 
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perplasia  and  elevated  adrenal  vein  cortisol  levels. 
The  patient,  a Jehovah’s  Witness,  was  transferred 
to  surgery  and,  with  informed  consent,  refusing 
blood  or  blood  products,  underwent  a bilateral  ad- 
renalectomy on  February  25,  1974.  She  received 
3,000  cc.  of  5 per  cent  dextrose  in  Ringer’s  lactate 
intraoperatively.  Her  preoperative  hematocrit 
was  37  and  fell  to  a low  of  29.  She  was  discharged 
to  medicine  March  12,  1974. 

Comment 

Meticulous  surgical  technique  minimizing  blood 
loss  throughout  the  operative  procedure  is  of 
course  mandatory.  Intraoperative  fluid  replace- 
ment and  careful  monitoring,  as  well  as  postopera- 
tive monitoring  of  urinary  output,  central  venous 
pressure,  and  clinical  status,  is  important  as  with 
any  patient  undergoing  major  surgery.  In  our 
hands  the  use  of  the  electrocautery  in  dissection  of 
tissue  planes  has  significantly  reduced  blood  loss. 
The  management  of  major  surgical  blood  loss 
without  transfusion  is  documented  elsewhere.1 
The  illustrative  cases  describe  the  varied  types  of 
major  resections  that  can  be  planned  without 
blood  transfusion. 

Members  of  the  surgical,  religious,  and  legal  dis- 
ciplines were  present  at  a panel  discussing  prob- 
lems and  possible  solutions  in  caring  for  people 
who  object  to  the  use  of  blood  transfusions.3  It 
was  stressed  that  “the  best  medical  treatment  is 
that  which  is  technically  the  most  efficient  and 
that  ministers  best  to  the  patient’s  total  welfare.” 
In  other  words,  who  would  benefit  if  the  patient’s 
corporal  malady  is  cured  but  the  spiritual  life  with 
God,  as  he  sees  it,  is  compromised,  which  leads  to  a 
life  that  is  meaningless  and  perhaps  worse  than 
death  itself. 

The  Jehovah’s  Witnesses  are  taught  that  in  light 
of  the  rash  of  malpractice  suits  with  which  physi- 
cians have  been  confronted  in  recent  years,  it  is 
understandable  why  a physician  who  lets  fear  of 
legal  action  dictate  his  medical  practice  might  hes- 
itate to  take  a case  in  which  he  could  not  adminis- 
ter treatment  that  he  personally  feels  would  bring 
about  the  most  rapid  recovery.  With  this  in  mind, 
such  patients,  who  have  advance  knowledge  of  the 
need  for  a major  surgical  procedure,  are  exhorted 
to  confer  with  their  surgeon,  explaining  their  feel- 
ings regarding  hlood  transfusions  to  him  so  that  he 
might  prepare  for  additional  or  alternate  treat- 
ment. The  Jehovah’s  publication  also  reveals  the 
existence  of  an  American  Hospital  Association 
form  entitled  “Refusing  to  permit  Blood  Transfu- 
sions.” With  this  in  mind,  the  path  to  be  followed 
by  the  physician  appears  clear:  either  acceptance 
of  the  limitations  put  forth  by  the  patient  or  refer- 
ral to  someone  more  willing  to  deal  with  these  lim- 
itations. 

However,  another  situation  that  is  not  so  clear 
would  be  that  of  an  acute  emergency  where  the  pa- 


tient is  brought  into  the  emergency  room,  in  extre- 
mis, with  profound  blood  loss,  and  who  is  identi- 
fied as  a person  who  does  not  want  blood  transfu- 
sion under  any  circumstance.  A possible  solution 
would  be  to  resuscitate  the  patient  by  transfusion 
and,  if  questioned  about  it  and  feeling  that  the  pa- 
tient could  not  stand  the  psychologic  trauma  of 
the  truth,  to  deny  it.  Although  the  motive  might 
be  altruistic,  this  would  be  most  distasteful  ethi- 
cally. In  the  past,  situations  not  so  acute  have 
been  remanded  to  the  courts  for  decision;  there  is 
no  continuity  in  the  decisions  made,  since  they 
have  been  decided  both  for  and  against  the  believ- 
ers of  this  faith. 

A somewhat  different  situation  would  be  that 
involving  the  welfare  of  a minor.4  The  responsi- 
bility of  the  parents  is  to  do  all  in  their  power  to 
insure  the  welfare  of  their  children  and  not  to 
make  them  martyrs  to  their  faith  before  they  have 
reached  the  age  of  legal  consent.  The  First 
Amendment  gives  freedom  of  religious  belief  but 
not  of  religious  acts  that  may  be  considered  repre- 
hensible at  large.  In  general,  in  such  a situation 
the  child  would  be  made  a ward  of  the  court  and 
someone,  usually  a hospital  administrator,  would 
be  appointed  legal  guardian.  Only  after  the  criti- 
cal period  was  over  would  the  child  be  returned  to 
the  custody  of  the  parents. 

There  exists  the  possibility  of  being  sued  by  the 
heirs  of  the  patient  should  he  expire  due  to  lack  of 
blood  transfusion.  This  would  seem  very  remote, 
assuming  that  the  patient  and  his  closest  relative 
both  have  signed  a refusal  for  blood  transfusion, 
unless,  of  course,  malpractice  itself  is  an  issue. 

Conclusion 

At  first  glance  it  may  appear  that  this  could  be 
quite  a thorny  problem,  caring  for  a group  of  peo- 
ple quite  adamant  in  their  refusal  for  blood  trans-  I 
fusion  under  any  circumstances.  However,  the 
care  of  these  people  has  to  begin  with  sympathetic 
understanding  for  their  religious  beliefs  and  the 
physician’s  utmost  sincerity.  To  paraphrase  the 
previously  referred -to  panel  discussion,  this  pa- 
tient must  be  treated  as  a whole  both  spiritually 
and  physically.  Should  this  be  unpalatable  to  the 
surgeon,  the  patient  should  be  referred  to  someone  ( 
else.  However,  on  accepting  the  responsibility,  an 
informed  consent  and  signed  refusal  for  blood 
transfusion  are  of  paramount  importance.  Inti- 
mate knowledge  of  the  results  of  the  planned  pro- 
cedure, both  personal  and  published  in  the  litera 
ture,  is  important.  Preoperative  preparatior 
should  include  a clotting  work-up,  on  the  outsidf 
chance  there  might  be  a clotting  defect  that  is  re 
medial  prior  to  surgery,  and  preparation  of  the  pa 
tient.  in  the  best  possible  manner  to  withstand  thi 
rigors  of  surgery.  Last  but  not  least  is  meticulou 
attention  to  surgical  technique  which,  it  goes  with  ; 
out  saying,  should  always  be  practiced. 
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Postscript 

The  preceding  policy  does  not  represent  the  one 
recommended  by  the  Medical  Society  of  the  State 
of  New  York,  and  every  due  consideration  should 
be  given  to  obtain  consent  for  blood  when  it  is  con- 
sidered desirable.  All  agree  that  with  minors, 


some  judicial  guidance  should  be  sought. 
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mtibiotic  abuse: 

he  testimony  of  medical  students 

Thomas  L.  Perry,  M.D.,  lectures  students  in  a phar- 
lacology  course  on  the  use  of  antimicrobial  drugs,  and 
as  made  it  a practice  to  survey  the  class  annually  (he 
tarted  this  in  1968)  to  find  out  how  many  students  got 
jch  drugs  during  the  fifteen  months  since  they  started 
leir  studies,  what  drugs  they  received,  whether  any 
acterial  cultures  had  been  taken  first,  and  on  what  di- 
gnostic basis  the  drugs  had  been  given.  The  author 
as  dismayed  at  his  findings.  The  accepted  probability 
f need  for  these  drugs  would  be  in  the  range  of  about  10 
er  cent  of  the  students  (they  were  in  their  preclinical 
Jars  and  not  frequently  exposed  to  sick  patients).  In- 
ead,  he  found  the  percentage  to  range  from  39  to  60 
sr  cent.  Even  more  disturbing,  he  says,  was  the  choice 
drugs  and  the  indications  (or  lack  of  them)  for  their 


use.  In  1974,  for  example,  for  only  1 of  13  students 
given  penicillin  G or  V (presumably  for  respiratory  tract 
infections)  was  a bacteriologic  culture  done  before  ther- 
apy. Of  4 students  given  erythromycin,  only  1 had  evi- 
dence of  allergy  to  penicillin  (erythromycin  is  generally 
considered  an  alternative  to  penicillin  G for  S.  pyogenes 
or  D.  pneumoniae  in  patients  allergic  to  penicillin).  Of 
9 treated  with  ampicillin,  most  who  had  any  indication 
of  any  kind  of  antibiotic  therapy  could  just  as  well  have 
been  given  penicillin  G.  None  of  the  12  students  treat- 
ed with  tetracyclines  had  any  illness  for  which  this  drug 
is  first  choice.  Three  had  been  treated  with  topical  neo- 
mycin despite  warnings  that  this  can  hypersensitize  pa- 
tients to  it  as  well  as  other  potentially  life-saving  drugs 
such  as  gentamycin  and  kanamycin.  The  rationale 
given  for  the  antimicrobial  use  in  the  other  5 classes  was 
equally  tenuous.  Perry,  T.  L.:  Canad.  M.  A.  J.  112: 
1428  (June  21)  1975 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequen> 
and/or  severity  of  grand  mal  seizures  m. 
require  increased  dosage  of  standard  an 
convulsant  medication;  abrupt  withdraw 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in 
gestion  of  alcohol  and  other  CNS  depres 
sants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  hav 
occurred  following  abrupt  discontinuanc 
(convulsions,  tremor,  abdominal  and  mi 
cle  cramps,  vomiting  and  sweating).  Ket 
addiction-prone  individuals  under  carefi 
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According  to  her  major 
ymptoms,  she  is  a psychoneu- 
otic  patient  with  severe 
mxiety.  But  according  to  the 
inscription  she  gives  of  her 
eelings,  part  of  the  problem 
jiay  sound  like  depression. 

'his  is  because  her  problem, 
lthough  primarily  one  of  ex- 
essive  anxiety,  is  often  accom- 
anied  by  depressive  symptom- 
atology. Valium  (diazepam) 
an  provide  relief  for  both— as 
le  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
)ms  associated  with  it  are  also 
ften  relieved. 

There  are  other  advan- 
ces in  using  Valium  for  the 
management  of  psychoneu- 
)tic  anxiety  with  secondary 
;pressive  symptoms:  the 
sychotherapeutic  effect  of 
alium  is  pronounced  and 
! ipid.  This  means  that  im- 
•ovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


irveillance  because  of  their  predisposi- 
)n  to  habituation  and  dependence.  In 
egnancy,  lactation  or  women  of  child- 
faring  age,  weigh  potential  benefit 
'.ainst  possible  hazard, 
ecautions:  If  combined  with  other  psy- 
lotropics  or  anticonvulsants,  consider 
refully  pharmacology  of  agents  em- 
ayed;  drugs  such  as  phenothiazines, 
rcotics,  barbiturates,  MAO  inhibitors 
d other  antidepressants  may  potentiate 
action.  Usual  precautions  indicated  in 
tients  severely  depressed,  or  with  latent 
pression,  or  with  suicidal  tendencies. 

\i 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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Medical  Arts  and  Letters 


Bell’s  Palsy  in 
Modern  Art 


LEON  GOLDMAN,  M.D. 

Cincinnati,  Ohio 

CAROL  G.  SCHECHTER,  A.B. 

La  Jolla,  California 

From  the  Department  of  Dermatology,  University  of  Cincinnati 
Medical  Center 

The  characteristic  appearance  of  facial  palsy 
has  been  shown  to  be  a favorite  subject  in  many 
periods  of  ancient  art.*  With  the  current  interest 
in  the  face  masks  of  primitive  civilizations,  it 
would  be  of  interest  to  determine  if  the  same  in- 
terest in  this  deformity  is  shown  by  modern  artists 

* Goldman,  L.,  and  Schechter,  C.  G.:  Art  in  medicine;  pe- 
ripheral facial  palsy  throughout  the  ages,  New  York  State  J. 
Med.  67: 1331  (1967). 


and  craftsmen. 

Two  examples  are  available  in  the  current  art 
period,  one  from  Africa  and  the  other  a netsuke 
from  modern  Japan  (Fig.  1). 

The  African  mask,  35  cm.  high,  is  considered  to 
represent  a grimacing  figure  or  even  someone  with 
yaws.  However,  the  deformity  is  that  of  a facial 
paralysis.  There  are  some  nodules  on  the  left 
cheek;  these  could  be  tumors,  cysts,  or  furuncu- 
losis associated  just  with  the  palsy.  This  wooden 
mask  is  from  the  Ibio  tribe  of  Nigeria  and  is  deco- 
rated with  vegetable  fibers  and  animal  hairs. 
These  add  to  the  realism  of  the  dramatic  figure. 
There  also  have  been  masks  of  the  northwestern 
Indian  culture  showing  facial  palsy. 

The  netsuke,  often  a mirror  of  the  daily  life  in 
Japan,  shows  a very  striking  picture  of  facial  palsy. 
The  smooth  forehead  does  not  indicate  whether  or 
not  the  facial  paralysis  is  peripheral.  It  is  for  the 
neurologist  to  argue  whether  this  is  facial  palsy  of  : 
peripheral  or  central  origin,  but  this  is  an  inter-  ; 
esting  picture. 

So,  it  is  evident  that  the  modern  craftsman  also 
is  fascinated  by  facial  paralysis. 


FIGURE  1.  (A)  African  mask,  Ibio  tribe  of  Southern  Nigeria,  showing  facial  palsy  and  granulomas  of  left  cheek  (collec 

tion  of  Simone  de  Montbrison,  Paris,  Connaissance  des  Arts  271,  Septembre,  1974,  p.  100;  photo  R.  Guillemot).  (E 
Netsuke,  showing  facial  palsy. 
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History  of  Medicine 


Cancerous  Pathologic 
Fractures 

Concepts  in  nineteenth  century 


WILSON  I.  B.  ONUIGBO,  M.B.,  Ph.D. 

Enugu,  Nigeria 

Senior  Pathologist,  General  Hospital 


Knowledge  of  cancerous  pathologic  fractures 
flowered  during  the  nineteenth  century.  This  was 
facilitated  by  attention  to  the  state  of  the  bones  at 
autopsy.  Moxon,1  for  instance,  was  testing  for  the 
presence  of  bone  cancer  by  means  of  the  “fragili- 
| ty”  of  the  limb  bones.  Similarly,  Rolleston2  re- 
ported that  growths  “had  so  far  replaced  the  bone 
for  a short  distance  as  to  allow  the  rib  to  be  bent  to 
and  fro.”  Paget’s3  excerpts  from  the  Middlesex 
Hospital  autopsy  reports  showed  the  prevailing  in- 
terest in  the  cases  “where  cancer  of  the  breast  was 
associated  with  brittleness  of  the  bones,  or  soft- 
ness, or  ununited  fracture.” 

The  fracture  site  itself  was  usually  well  de- 
scribed. Thus,  as  early  as  1816,  Bell4  gave  the  fol- 
lowing detailed  account: 

When  the  muscles  were  dissected  off,  the  tumour 
was  found  to  surround  that  part  of  the  bone  which 
had  been  fractured.  It  consisted  of  a cartilaginous 
substance,  which,  when  cut  through  the  middle,  ex- 
hibited a well  or  cavity,  containing  blood.  The  rest  of 
the  tumour  was  a soft  pulpy-greyish  mass,  too  delicate 
in  its  texture  to  be  preserved  in  spirits.  A section  was 
made  of  the  bone  and  the  tumour;  and  when  the  parts 
were  some  days  macerated,  it  was  found  that  the  bone 
was  extensively  diseased,  and  a peculiar  semitrans- 
parent matter,  of  a grey  colour,  filled  all  the  cells  of 
the  bone;  and  now  it  appeared  that  the  bone  had  been 
first  diseased  at  the  fractured  part,  and  that  from 
thence  the  disease  had  propagated  itself  in  all  direc- 
tions. 

Beautiful  descriptions  were  published  also  in 
.832, 5 1837, 6 1871,'  and  1885. 8 A few  years  later, 
^oats9  added  microscopic  details  thus: 

The  condition  of  the  bones  was  examined  by  decal- 


cifying a portion  of  the  expanded  lower  end  of  the 
(fractured)  femur  and  making  sections  after  embed- 
ding in  celloidin.  The  structure  here  is  very  largely 
cystic  ....  Some  spiculae  of  bone  remain,  but  they 
are  evidently  undergoing  atrophy  before  the  advanc- 
ing tumour  tissue  . . . 

The  commonest  reported  fracture  site  was  in  the 
femur.3,5,9-13  Next  in  frequency  was  the  humer- 
us.3,14-16  Incidentally,  the  fracture  recorded  in  a 
domesticated  animal  occurred  in  this  bone.17 
Fractures  were  also  observed  in  the  spine,3'18  rib,5 
tibia,8  maxilla,11  clavicle,15  and  mandible.19 

The  tumor  most  commonly  associated  with 
pathologic  fractures  was  cancer  of  the  female 
breast.3,6,10-12  Fractures  were  also  recorded  in 
cases  of  male  breast  cancer.15  Other  offending 
cancers  were  those  of  the  urinary  bladder,5 
lung,9,13,14  lip,11,19  rectum,16  and  liver.18  As 
Vr illy20  generalized  in  1898,  “brittleness  of  bones  is 
by  no  means  uncommon,  to  some  slight  extent,  in 
cancer  cases  of  many  kinds.” 

Tumor-fracture  relationship 

For  a long  time,  the  relationship  between  the 
primary  tumor  and  the  fractured  bone  was  poorly 
understood.  Indeed,  some  of  the  old  masters  felt 
that  the  fracture  occurred  first  and  was  then  fol- 
lowed by  the  tumor  formation.4,17,21  Thus,  ac- 
cording to  Miller’s  185022  view,  “a  depraved  de- 
posit takes  place;  and,  at  the  site  of  the  fracture,  a 
new  carcinoma  is  soon  in  progress.” 

Naturally,  questions  arose  in  those  days  as  to 
the  exact  sequence  of  events.  “If  the  experience 
of  other  surgeons  accord  with  Louis  and  Saviard,” 
wrote  Salter  in  1829, 10  “it  would  seem  to  establish 
a connection,  nearly  allied  to  cause  and  effect,  be- 
tween carcinoma  and  this  peculiar  kind  of  frac- 
ture.” Then,  he  added,  “Whether  the  disease  in 
the  bone  be  in  itself  actually  of  a carcinomatous 
nature,  or  of  some  other  kind,  excited  by  the  can- 
cerous virus  in  the  habit,  it  is  perhaps  difficult  to 
determine.”  Not  long  after,  Cooper5  argued  as 
follows: 

According  to  my  views,  this  affection  of  the  bladder 
must  be  deemed  cancerous;  and  if  this  inference  be 
correct,  may  we  not  conclude  that  the  tumour  which 
grew  round  the  femur,  and  led  to  its  fracture,  was  of  a 
similar  nature  . . . 

Toward  the  end  of  the  nineteenth  century,  opin- 
ion finally  crystallized  in  this  field  with  the  accep- 
tance of  the  fact  that  pathologic  fracture  could 
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occur  as  a secondary  manifestation  of  a primary 
tumor.  In  this  connection,  microscopy  helped  im- 
mensely. For  example,  when  a patient’s  vertebra 
was  found  to  be  “entirely  replaced  by  a secondary 
growth,”  Pitt18  stated  in  1887  that  the  microscopic 
appearances  of  the  liver  primary  and  the  bone  sec- 
ondary were  clearly  the  same. 

Let  us  end  with  another  example.  “I  can  find 
no  reported  case  of  such  a growth  in  bone  secon- 
dary to  tumour  of  bowel,”  Pitts16  declared  in  1891, 
“and  the  specimen  is  of  considerable  interest  as  an 
example  of  most  perfect  reproduction  in  bone  of 
the  original  type  of  glandular  tumour  of  bowel.” 

Conclusion 

We  have  had  some  glimpses  of  nineteenth-cen- 
tury concepts  of  cancerous  pathologic  fractures. 
Owing  to  attention  to  the  state  of  the  bones  in  pa- 
tients dying  with  cancer,  good  descriptions  of  the 
fracture  sites  were  made  by  the  old  masters.  Ini- 
tially, they  poorly  understood  the  cause  and  effect 
relationship  between  the  visceral  tumors  and  the 
associated  fractures.  However,  before  the  end  of 
the  century,  the  metastatic  nature  of  the  bone  le- 
sion responsible  for  the  pathologic  fractures  was 
fully  accepted. 
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nonhematoma  cases  had  ischemic  or  hypoxic  brain  dan 
age,  usually  without  contusions.  There  were  3 childre 
with  status  epilepticus.  Death  without  ICP  was  mo: 
often  due  to  meningitis.  In  deteriorating  patients  witl 
out  hematoma,  mortality  and  morbidity  might  be  r 
duced  by  more  accurate  diagnosis  and  treatment,  esp 
dally  for  raised  intracranial  pressure.  Reilly,  P.  L., 
al. : The  Lancet  2:  375  (Aug.  30)  1975 
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Obituaries 


Maurice  R.  Altchek,  M.D.,  of  New  York  City,  died  on 
March  3 at  the  age  of  fifty-four.  Dr.  Altchek  graduated  in 
1946  from  Middlesex  University  School  of  Medicine.  He 
was  an  assistant  attending  physician  in  cardiovascular 
diseases  at  Beth  Israel  Hospital  and  an  assistant  physician 
at  New  York  Infirmary.  Dr.  Altchek  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a member  of  the 
i New  York  County  Medical  Society,  the  Medical  Society 
I of  the  State  of  New  York,  and  the  American  Medical  As- 
I sociation. 

David  A.  Anderman,  M.D.,  of  Brooklyn  and  Lawrence, 
died  on  March  8 at  the  age  of  seventy.  Dr.  Anderman 
graduated  in  1932  from  Stritch  School  of  Medicine  of 
Loyola  University.  He  was  chief  of  ophthalmology  at 
Brookdale  Hospital  Center,  an  attending  ophthalmologist 
at  Lutheran  Hospital,  and  a consulting  ophthalmologist 
at  Long  Beach  Memorial  and  Wyckoff  Heights  Hospitals. 
Dr.  Anderman  was  a Diplomate  of  the  American  Board  of 
Ophthalmology,  a Fellow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frederick  P.  Asher,  M.D.,  of  Ithaca,  died  on  July  22, 
1975,  at  the  age  of  eighty-two.  Dr.  Asher  received  his 
medical  degree  from  the  University  of  Tubingen  in  1924. 
He  was  an  honorary  member  of  the  medical  staff  at 
Tompkins  County  Hospital.  Dr.  Asher  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  Tomp- 
kins County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

Richard  R.  Balbus,  M.D.,  of  Bayside,  died  on  February 
26  at  the  age  of  eighty-two.  Dr.  Balbus  graduated  in  1920 
from  Fordham  University  School  of  Medicine.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
can  Medical  Association. 

James  Abruzzo  Bilello,  M.D.,  of  Massapequa  formerly 
}f  Brooklyn,  died  on  March  14, 1975.  Dr.  Bilello  graduated 
n 1915  from  Long  Island  College  Hospital.  He  was  a Di- 
Dlomate  of  the  American  Board  of  Ophthalmology. 

Joseph  F.  Bochetto,  Jr.,  M.D.,  of  Brooklyn,  died  on 
February  19  at  the  age  of  fifty-seven.  Dr.  Bochetto  grad- 
lated  in  1943  from  New  York  University  Medical  School, 
de  was  chief  and  an  attending  surgeon  in  head  and  neck 
it  Methodist  Hospital  of  Brooklyn,  a visiting  surgeon  at 
Kings  County  Hospital  Center,  chief  of  head  and  neck 
•urgery  at  Lutheran  Medical  Center,  a consulting  oral 
urgeon  at  Midwood  Hospital,  and  a consulting  surgeon  in 
lead  and  neck  at  Catholic  Medical  Center  of  Brooklyn  and 
Queens,  Inc.  Dr.  Bochetto  was  a Diplomate  of  the  Amer- 
can  Board  of  Surgery,  a Fellow  of  the  American  College 
>f  Surgeons,  and  a member  of  the  James  Ewing  Society,  the 


Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Martin  Buchband,  M.D.,  of  New  York  City,  died  on 
February  4 at  the  age  of  eighty.  Dr.  Buchband  received 
his  medical  degree  from  the  University  of  Vienna  in  1924. 
He  was  a consultant  in  eyes,  ears,  nose,  and  throat  at  Placid 
Memorial  Hospital.  Dr.  Buchband  was  a Fellow  of  the 
International  College  of  Surgeons  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Mark  H.  Cohen,  M.D.,  of  Cedarhurst,  died  on  February 
25  at  the  age  of  thirty-three.  Dr.  Cohen  graduated  in  1968 
from  State  University  College  of  Medicine  Downstate.  He 
was  an  attending  physician  on  the  medical  staff  at  Down- 
state  and  an  attending  in  internal  medicine  at  Long  Island 
Jewish-Hillside  Medical  Center.  Dr.  Cohen  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine  (He- 
matology) and  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Edward  Connolly,  M.D.,  of  West  Islip,  died  on 
March  5 at  the  age  of  fifty-one.  Dr.  Connolly  graduated 
in  1948  from  the  New  York  University  Medical  School.  He 
was  an  attending  physician  at  Good  Samaritan  Hospital 
(West  Islip)  and  an  assistant  attending  physician  at 
Southside  Hospital  (Bay  Shore).  Dr.  Connolly  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Anita  De  Lemos,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 4 at  the  age  of  eighty-seven.  Dr.  De  Lemos  received 
her  medical  degree  from  the  University  of  Heidelberg  in 
1918.  She  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  John  Drago,  M.D.,  of  Long  Island  City,  died  on 
March  4 at  the  age  of  seventy-three.  Dr.  Drago  graduated 
in  1926  from  George  Washington  University  School  of 
Medicine.  He  was  a staff  surgeon  at  Astoria  General 
Hospital.  Dr.  Drago  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Arthur  George  Elsaesser,  M.D.,  of  Buffalo,  died  on 
February  14  at  the  age  of  seventy-three.  Dr.  Elsaesser 
graduated  in  1927  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Robert  Fairchild,  M.D.,  of  Marathon,  died  on  May  26  at 
the  age  of  sixty-nine.  Dr.  Fairchild  graduated  in  1931  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  American  Academy  of  Family 
Physicians. 

Charles  L.  Farabaugh,  M.D.,  of  Tampa,  Florida,  for- 
merly of  Newburgh,  died  on  January  22  at  the  age  of 
eighty-seven.  Dr.  Farabaugh  graduated  in  1926  from  the 
University  of  Minnesota  College  of  Medicine.  Retired,  he 
was  an  honorary  ophthalmologist  at  St.  Luke’s  Hospital, 
Newburgh.  Dr.  Farabaugh  was  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Harry  Finkelstein,  M.D.,  of  New  York  City,  died  on 
January  24.  Dr.  Finkelstein  graduated  in  1904  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
had  been  a consulting  orthopedic  surgeon  at  The  Hospital 
for  Joint  Diseases.  Dr.  Finkelstein  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Orthopedic  Surgeons. 

Frederick  Clarence  Freed,  M.D.,  of  New  York  City,  died 
on  February  4 at  the  age  of  eighty-six.  Dr.  Freed  gradu- 
ated in  1913  from  Jefferson  Medical  College  of  Philadel- 
phia. He  was  an  honorary  member  of  the  medical  staff  in 
obstetrics  and  gynecology  at  Doctors  Hospital.  Dr.  Freed 
was  a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  Obstetrical  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

Harold  Fruchter,  M.D.,  of  Long  Island  City  and  Astoria, 
died  on  December  8 at  the  age  of  seventy-two.  Dr. 
Fruchter  graduated  in  1929  from  George  Washington 
University  School  of  Medicine.  He  was  director  of  internal 
medicine  at  Boulevard  Hospital.  Dr.  Fruchter  was  a Di- 
plomate of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Chest  Physicians,  a 
Fellow  of  the  American  College  of  Physicians,  a Fellow  of 
the  American  College  of  Cardiology,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York  Car- 
diological Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Thomas  J.  Galvin,  M.D.,  of  New  York  City,  died  on 
March  13,  1975,  at  the  age  of  seventy-four.  Dr.  Galvin 
graduated  in  1925  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  associate  emeritus  thoracic 
surgeon  at  French  and  Polyclinic  Medical  School  and 
Health  Center  and  a consulting  surgeon  at  Bellevue  Hos- 
pital. Dr.  Galvin  was  a Diplomate  of  the  American  Board 
of  Surgery,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

S.  Evans  Ganz,  M.D.,  of  New  York  City,  died  on  January 
19  at  the  age  of  sixty-nine.  Dr.  Ganz  graduated  in  1932 


from  the  University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  director 
emeritus  of  ear,  nose,  and  throat  at  Manhattan  Eye,  Ear 
and  Throat  Hospital  and  an  associate  otolaryngologist  at 
Flower  and  Fifth  Avenue  Hospitals.  Dr.  Ganz  was  a Di- 
plomate of  the  American  Board  of  Otolaryngology,  a Fellow 
of  the  International  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Otolaryngology, 
the  American  Academy  of  Facial  Plastic  and  Reconstruc- 
tion Surgery,  the  New  York  Academy  of  Medicine,  the  New 
York  Rhino-Otolaryngological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Otto  Gitlin,  M.D.,  of  Jamaica,  died  on  February  8 at  the 
age  of  seventy-seven.  Dr.  Gitlin  graduated  in  1923  from 
Long  Island  College  of  Medicine.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical  Id 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

Cecil  C.  Gloster,  M.D.,  of  Brooklyn,  died  on  February  8 
at  the  age  of  fifty-nine.  Dr.  Gloster  graduated  in  1942  from 
New  York  University  College  of  Medicine.  He  was  an 
associate  obstetrician  and  gynecologist  at  St.  John’s 
Episcopal  Hospital,  an  assistant  obstetrician  and  gyne- 
cologist at  St.  Mary’s  Hospital,  and  an  associate  obstetri- 
cian and  gynecologist  at  Brooklyn-Cumberland  Medical 
Center.  Dr.  Gloster  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the  2 
American  College  of  Surgeons,  a Fellow  of  the  American 
College  of  Obstetricians  and  Gynecologists,  and  a member 
of  the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jean  Morris  Gould,  M.D.,  of  Southold,  died  on  November 
19,  1974.  Dr.  Morris  graduated  in  1948  from  Woman’s  ■ 
Medical  College  of  Pennsylvania.  She  was  a Diplomate 
of  the  American  Board  of  Anesthesiology. 

I ilH 

Richard  Bela  Gross,  M.D.,  of  The  Bronx,  died  on  Feb- 
ruary 24  at  the  age  of  eighty.  Dr.  Gross  graduated  in  1926 
from  University  and  Bellevue  Hospital  Medical  College.  j;flpr 
He  was  an  adjunct  gastroenterologist  at  Montefiore  Hos- 
pital and  Medical  Center  and  an  emeritus  physician  in 
medicine  there.  Dr.  Gross  was  a Fellow  of  the  American 
College  of  Gastroenterology  and  a member  of  the  American 
Academy  of  Family  Physicians,  the  Bronx  County  Medica' 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

pa; 

Thomas  Xavier  Hayes,  M.D.,  of  Flushing  and  Elmhurst 
died  on  March  1 at  the  age  of  sixty-two.  Dr.  Hayes  grad 
uated  in  1939  from  Long  Island  College  of  Medicine.  H< 
was  an  assistant  surgeon  at  St.  John’s  Queens  Hospital 
Dr.  Hayes  was  a Fellow  of  the  International  College  o i 
Surgeons  and  a member  of  the  American  Occupations 
Medical  Association,  the  Medical  Society  of  the  County  o 
Queens,  the  Medical  Society  of  the  State  of  New  York,  anc  i 
the  American  Medical  Association. 

Albert  E.  Hetherington,  M.D.,  of  New  York  City,  diet  1 
on  January  6 at  the  age  of  seventy-six.  Dr.  Hetheringtoi 
graduated  in  1926  from  the  University  of  Toronto  Facult 
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of  Medicine.  He  was  an  associate  adjunct  otolaryngologic 
surgeon  at  New  York  Eye  and  Ear  Infirmary.  Dr.  Heth- 
erington  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Valentine  A.  Hofmann,  M.D.,  of  New  York  City,  died  on 
February  4 at  the  age  of  sixty.  Dr.  Hofmann  graduated  in 
1941  from  Hahnemann  Medical  College  of  Philadelphia. 
He  was  an  attending  physician  at  Roosevelt  Hospital  as 
well  as  an  attending  physician  in  arthritis  there,  and  a 
consulting  physician  at  Southampton  Hospital.  Dr. 
Hofmann  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a member  of  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

George  Shaheen  Husson,  M.D.,  of  Syracuse,  died  on 
February  22  at  the  age  of  sixty-eight.  Dr.  Husson  gradu- 
ated in  1945  from  Long  Island  College  of  Medicine.  He 
was  an  attending  pediatrician  at  Crouse-Irving  Memorial 
Hospital  and  at  the  State  University  Hospital  of  the  Up- 
, state  Medical  Center.  Dr.  Husson  was  a Diplomate  of  the 
American  Board  of  Pediatrics  (Cardiology)  and  a member 
of  the  American  Academy  of  Pediatrics,  the  Society  for 
Pediatric  Research,  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Zygmunt  Jaffe,  M.D.,  of  New  York  City,  died  on  January 
1 at  the  age  of  eightv-one.  Dr.  Jaffe  received  his  medical 
degree  from  the  University  of  Warsaw  in  1925.  He  was  an 
assistant  physician  at  Flower  and  Fifth  Avenue  Hospitals, 
an  assistant  emeritus  physician  at  Metropolitan  Hospital, 
and  an  associate  physician  at  Medical  Arts  Center  Hospi- 
, tal.  Dr.  Jaffe  was  a member  of  the  American  Geriatrics 
Society,  the  New  York  Cardiological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Ann  Gibson  Keill,  M.D.,  of  New  York  City  and  East 
Hampton,  died  on  February  28.  Dr.  Keill  graduated  in 
1950  from  New  York  Medical  College. 

Peter  Kekes,  M.D.,  of  New  York  City,  died  on  June  3, 
1975.  Dr.  Kekes  received  his  medical  degree  from  the 
University  of  Athens  in  1917. 

Max  Kirschner,  M.D.,  of  Alton,  Illinois,  formerly  of 
Forest  Hills,  died  on  August  6.  Dr.  Kirschner  received  his 
medical  degree  from  the  University  of  Munich  in  1911.  He 
was  a member  of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sigmund  Klein,  M.D.,  of  Miami  Beach,  Florida,  formerly 
. ■ of  The  Bronx,  died  on  February  3 at  the  age  of  eighty-nine. 
Dr.  Klein  graduated  in  1910  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member  of  the  Bronx 
i County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Alfred  Lilienfeld,  M.D.,  of  New  York  City,  died  on  Feb- 
ruary 4 at  the  age  of  seventy-four.  Dr.  Lilienfeld  received 
his  medical  degree  from  the  University  of  Cologne  in  1925. 


He  was  an  orthopedic  surgeon  at  Sydenham  Hospital.  Dr. 
Lilienfeld  was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Julius  Littinsky,  M.D.,  of  Miami  Beach,  Florida,  formerly 
of  Mount  Vernon,  died  on  February  26.  Dr.  Littinsky 
graduated  in  1914  from  Long  Island  College  Hospital. 

L.  Vosburgh  Lyons,  M.D.,  of  New  York  City,  died  on 
March  1.  Dr.  Lyons  graduated  in  1917  from  Columbia 
University  College  of  Physicians  and  Surgeons.  He  was 
a Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry  and  Neurology)  and  a member  of 
the  American  Academy  of  Neurology,  the  New  York 
Academy  of  Medicine,  and  the  New  York  Neurological 
Society. 

Jacques  W.  Maliniac,  M.D.,  of  Yorktown  Heights,  died 
on  March  5 at  the  age  of  eighty-eight.  Dr.  Maliniac  re- 
ceived his  medical  degree  from  the  University  of  Paris  in 
1914.  He  was  a consulting  plastic  surgeon  at  French  and 
Polyclinic  Medical  School  and  Health  Center  and  at 
Sydenham  Hospital.  Dr.  Maliniac  was  a Diplomate  of  the 
American  Board  of  Otolaryngology,  a Diplomate  of  the 
American  Board  of  Plastic  Surgery,  and  a member  of  the 
American  Society  of  Plastic  and  Reconstructive  Surgery, 
the  American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Joseph  Matusak,  M.D.,  of  Buffalo,  died  on  April 
15,  1975.  Dr.  Matusak  graduated  in  1941  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was  a Diplomate 
of  the  American  Board  of  Anesthesiology,  a Fellow  of  the 
American  College  of  Anesthesiologists,  and  a member  of 
the  New  York  State  Society  of  Anesthesiologists. 

Alexis  Tice  Mays,  M.D.,  of  Brooklyn,  died  on  February 
17  at  the  age  of  eighty-three.  Dr.  Mays  graduated  in  1915 
from  Jefferson  Medical  College  of  Philadelphia.  He  was 
a consulting  cardiologist  at  Methodist  Hospital  of  Brook- 
lyn. Dr.  Mays  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Cardiovascular  Diseases),  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Frederick  Menick,  Jr.,  M.D.,  of  Port  Chester,  died  on 
March  9 at  the  age  of  sixty.  Dr.  Menick  graduated  in  1942 
from  New  York  Medical  College.  He  was  an  honorary 
surgeon  at  United  Hospital.  Dr.  Menick  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Gastroenterology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  American  Academy  of 
Compensation  Medicine,  Inc.,  the  American  Gastro-En- 
terological  Association,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Iwan  Oswald  Meyer,  M.D.,  of  Cohoes  and  Albany,  died 
on  March  6 at  the  age  of  fifty-five.  Dr.  Meyer  received  his 
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medical  degree  from  the  University  of  Munich  in  1954.  He 
was  an  assistant  pathologist  at  Albany  Medical  Center,  an 
attending  pathologist  at  The  Child’s  Hospital  (Albany), 
and  chairman  of  pathology  at  Cohoes  Memorial  Hospital. 
Dr.  Meyer  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Pathologic  Anatomy),  a Fellow  of  the  College  of 
American  Pathologists,  and  a member  of  the  Pan  American 
Medical  Association,  the  American  Society  of  Clinical 
Pathologists,  the  New  York  Pathological  Society,  the  Al- 
bany County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 


of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Hyman  Sherman,  M.D.,  of  Brooklyn,  died  on  February 
17.  Dr.  Sherman  graduated  in  1925  from  Long  Island 
College  Hospital.  He  was  a consulting  allergist  at  Jewish 
Hospital  and  Medical  Center  of  Brooklyn  and  at  Coney 
Island  Hospital.  Dr.  Sherman  was  a member  of  the 
American  Academy  of  Allergy,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Norman  Miller,  M.D.,  of  Bayport,  died  on  March  1 at  the 
age  of  fifty-five.  Dr.  Miller  graduated  in  1954  from  New 
York  University  School  of  Medicine.  He  was  an  assistant 
physician  at  Southside  Hospital.  Dr.  Miller  was  a member 
of  the  Suffolk  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harold  F.  Morrison,  M.D.,  of  Warwick,  died  on  Sep- 
tember 15  at  the  age  of  eighty-six.  Dr.  Morrison  graduated 
in  1916  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  honorary  surgeon  at  Tuxedo 
Memorial  Hospital.  Dr.  Morrison  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Richard  Norris  Pierson,  M.D.,  of  Huntington,  died  on 
February  27  at  the  age  of  eighty-two.  Dr.  Pierson  gradu- 
ated in  1918  from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  He  was  a consulting  obstetrician  and 
gynecologist  at  Huntington  Hospital.  A founder  of  the 
Birth  Control  League,  the  predecessor  of  the  Planned 
Parenthood  Federation  of  America,  he  served  as  its  first 
president.  Dr.  Pierson  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the  New 
York  Academy  of  Medicine,  the  New  York  Obstetrical 
Society,  the  New  York  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Lawrence  Julius  Radin,  M.D.,  of  New  York  City,  died 
on  February  17.  Dr.  Radan  graduated  in  1936  from  the 
University  of  Glasgow  Medical  Faculty.  He  was  an  at- 
tending physician  at  Park  West  Hospital.  Dr.  Radin  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Samuel  Jerome  Scadron,  M.D.,  of  New  York  City,  died 
on  February  17  at  the  age  of  ninety-five.  Dr.  Scadron 
graduated  in  1903  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a consulting  obstetrician  and 
gynecologist  at  Beth  Israel  Hospital.  Dr.  Scadron  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical  Society 


H.  Melmuth  Sternberg,  M.D.,  of  Brooklyn,  died  on 
January  31  at  the  age  of  eighty-seven.  Dr.  Sternberg 
graduated  in  1922  from  the  University  of  Maryland  School 
of  Medicine  and  College  of  Physicians  and  Surgeons.  He 
was  a Diplomate  of  the  American  Board  of  Pediatrics  and 
a member  of  the  American  Academy  of  Pediatrics,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Andrew  Taferner,  M.D.,  of  The  Bronx,  died  on 
February  10  at  the  age  of  eighty.  Dr.  Taferner  graduated 
in  1919  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  assistant  surgeon  at  St.  Barnabas 
Hospital  for  Chronic  Disease.  Dr.  Taferner  was  a member 
of  the  Pan  American  Medical  Association,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Satoru  Tochimoto,  M.D.,  of  Flushing  and  New  York  City, 
died  on  February  14  at  the  age  of  forty-three.  Dr.  Tochi- 
moto received  his  medical  degree  from  the  Tokyo  Uni- 
versity School  of  Medicine  and  Dentistry.  He  was  an  in- 
ternist on  the  medical  staff  at  Booth  Memorial  Hospital. 
Dr.  Tochimoto  was  a member  of  the  Society  of  Nuclear 
Medicine,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Stanley  Joseph  Weinberg,  M.D.,  of  New  York  City,  died 
on  February  25  at  the  age  of  thirty-six.  Dr.  Weinberg 
graduated  in  1964  from  Chicago  Medical  School.  He  was 
a clinical  assistant  psychiatrist  at  St.  Vincent’s  Hospital 
and  Medical  Center  of  New  York.  Dr.  Weinberg  was  a 
member  of  the  American  Psychiatric  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

Neville  C.  Whiteman,  M.D.,  of  Jamaica,  died  on  March 
21,  1972,  at  the  age  of  seventy-three.  Dr.  Whiteman 
graduated  in  1925  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a Fellow  of  the  American  College 
of  Chest  Physicians,  a Fellow  of  the  American  College  of 
Cardiology,  and  a member  of  the  American  Thoracic  So 
ciety,  the  New  York  Academy  of  Medicine,  the  New  York 
Cardiological  Society,  the  New  York  County  Medical  So 
ciety,  the  Medical  Society  of  the  State  of  New  York,  anc 
the  American  Medical  Association. 
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Medical  Society  of  the 
State  of  New  York 
House  of  Delegates 


Minutes  of  the 
Special  Meeting 
May  25,  1975 


A Special  Session  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  was  convened  at 
Society  Headquarters,  420  Lakeville  Road,  Lake  Success, 
New  York  on  Sunday,  May  25,  1975  at  10:40  a.m.  and 
was  adjourned  at  4:35  p.m.  on  the  same  day;  George  T. 
C.  Way,  M.D.,  Speaker  of  the  House,  presided. 


OPENING  PROCEEDINGS 

CALL  TO  ORDER  AND  INVOCATION 

Speaker  Way  called  the  House  to  order  and  asked  the 
delegates  to  rise  and  “bow  our  heads  to  whatever  God  we 
pray:  I beseech  you  to  give  us  the  wisdom  and  strength 
and  maturity  to  reach  decisions  that  are  right  for  the  people 
t of  the  State  of  New  York  and  for  the  future  of  medicine. 
Amen” 

REPORT  OF  THE  COMMITTEE  ON 
CREDENTIALS 

Joseph  F.  Shanaphy,  M.D.,  chairman  of  the  Committee 
on  Credentials,  reported  that  200  delegates  were  registered. 
Secretary  Goldmark  reported  that  a quorum  was  present. 
Speaker  Way  then  declared  the  Special  Meeting  of  the 
House  of  Delegates  open  for  the  transaction  of  business  and 
asked  the  Secretary  to  read  the  notice  of  the  meeting  as 
follows: 

May  15, 1975 

TO:  Members  of  the  House  of  Delegates 
FROM:  George  T.  C.  Way,  M.D.,  Speaker 
There  will  be  a Special  meeting  of  the  House  of  Del- 
egates of  the  Medical  Society  of  the  State  of  New  York 
on  Sunday,  May  25  at  10:30  a.m.,  at  the  headquarters 
of  the  Society,  420  Lakeville  Road,  Lake  Success,  New 
York. 

Pursuant  to  Section  3,  Article  III  of  the  Bylaws,  the 
agenda  will  be  limited  to  the  following: 


1.  Approval  or  disapproval  of  the  legislation  (on 
malpractice  insurance)  passed  by  the  Legislature  and 
signed  by  the  Governor; 

2.  In  the  light  of  this  legislation,  can  the  House  of 
Delegates  say  that  the  Medical  Liability  Mutual  Insur- 
ance Company,  with  the  proposed  premiums,  go  into 
operation. 

This  is  a very  important  meeting,  representing  the 
culmination  of  all  our  efforts,  and  it  is  imperative  that 
you  be  present. 

This  meeting  will  be  an  executive  session  because  of 
space  limitations. 

REMARKS  BY  THE  SPEAKER 

At  this  time,  the  speaker  would  like  to  make  his  pre- 
liminary remarks  and  will  also  ask  the  House  to  make 
several  important  decisions. 

You  will  recall  that,  under  our  Bylaws  and  protocol,  we 
operate  by  means  of  a reference  committee  set  up.  We  can 
forego  this  by  employing  one  of  two  methods:  the  first,  we 
can  declare  that  the  House  will  operate  as  a reference 
committee  of  the  whole,  which  is  rather  awkward;  or  the 
second,  do  as  we  did  last  April  and  operate  under  the  rules 
of  informal  discussion.  It  would  appear  to  us  that  the 
latter  is  much  more  preferred  and  I will  ask  someone  to 
make  a motion  we  so  operate. 

There  is  a second  point  which  you  must  decide — I have 
several  informal  petitions,  sent  in  from  the  front,  asking 
that  we  make  all  major  decisions  by  a roll  call  vote.  The 
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chair  will  take  neither  a pro  or  con  attitude  toward  this,  but 
I do  request  an  expression  of  the  House  on  this. 

Now,  the  chair  as  might  be  expected  has  had  several 
requests  for  nonmembers  of  the  House  but  members  of  the 
State  Society  to  speak  to  this  House.  These  have  been 
from  a whole  variety  of  people.  I have  questioned  some 
of  them  to  find  out  if  they  represent  a minority  point  of 
view.  Most  of  them  agree  with  the  attitude  of  their  county 
societies  and  are  well  aware  that  their  society  representa- 
tives speak  for  them,  but  they  wish  to  add  a personal  touch 
themselves  and  have  asked  for  permission  to  speak  to  the 
House.  I think  the  House  should  reach  a decision  as  to 
general  policy  in  this  regard.  As  you  know,  we  will  have 
to  suspend  the  rules  and  invite  them  in  to  do  this.  What 
is  your  pleasure? 


RULES  OF  HOUSE 


1.  The  House  voted  to  operate  under  the 
rules  of  informal  discussion. 

2.  The  House,  after  discussion,  voted  to  table 
a motion  to  have  voting  by  roll  call  and  voted  to 
decide  before  each  vote  is  taken  whether  it  will 
be  by  roll  call  or  not. 

3.  The  House,  after  discussion,  voted  to  limit 
the  privilege  of  the  floor  to  members  of  the 
House. 


RESOLUTIONS 


Resolution  75M-1,  Recently  Enacted  Malpractice 
Insurance  Legislation,  Inadequate 

Introduced  by:  George  Himler,  M.D. 


Whereas,  The  Council  of  the  Medical  Society  of  the 
State  of  New  York,  on  May  22,  1975,  unanimously 
adopted  and  publicized  a statement  expressing  satis- 
faction with  the  adequacy  of  the  recently  enacted  mal- 
practice insurance  legislation;  and 

Whereas,  This  action  was  taken  without  consulta- 
tion with  the  House  of  Delegates  just  three  days  prior 
to  this  meeting  which  was  ostensibly  called  for  the 
same  purpose;  and 

Whereas,  There  is  substantial  evidence  that  the  tort 
changes  embodied  in  the  compromise  legislation  do 
not  form  an  adequate  basis  for  the  stabilization  and 
ultimate  reduction  of  malpractice  premiums  and  are 
therefore  not  acceptable;  therefore  be  it 

Resolved,  That  this  House  of  Delegates  determines 
that  the  provisions  of  the  recently  enacted  malpractice 
insurance  legislation  are  inadequate  to  avert  the  pre- 
mium crisis  and  are  therefore  not  acceptable;  and  be  it 
further 
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Resolved,  That  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  be  instructed  to  inform  the 
Governor  and  the  Legislature  of  this  action  of  the 
House  of  Delegates  and  to  give  wide  publicity  to  this 
action  and  the  reasons  therefore. 

The  House,  after  discussion,  adopted  Resolution 
75M-1  by  a vote  of  143  to  82. 

Resolution  75M-2,  Medical  Liability  Mutual  Insur- 
ance Company 

Introduced  by  Seymour  L.  Halpern,  M.D. 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  authorize  the  Medical  Liability  Mutual  Insurancf 
Company  to  proceed;  and  furthermore,  that  the  House  ol 
Delegates  urge  all  of  our  physicians  to  become  policy- 
holders in  the  Medical  Liability  Mutual  Insurance  Com 
pany  by  forwarding  their  check  for  $1750  immediately  tc 
the  Medical  Liability  Mutual  Insurance  Company  in  ordei 
that  the  highest  capitalization  with  the  lowest  malpractict 
premium  can  be  assured. 

The  House,  after  discussion,  approved  Resolu 
tion  75M-2  by  a vote  of  1 74  to  26. 


MEMBERS 


HOUSE  OF  DELEGATES 
SPECIAL  MEETING— MAY  25,  1975 


Officers  1975-1976 
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REPORTS 

CURRENT  MALPRACTICE  INSURANCE  LAW 

Speaker  Way  recognized  Gerard  L.  Conway,  J.  D.,  Leg- 
islative Counsel,  who  extemporaneously  addressed  the 
House  as  follows: 

On  Wednesday,  May  14th,  a week  ago  last  Wednesday, 
the  leadership  of  the  Legislature,  the  bipartisan  leadership 
of  the  Legislature,  and  the  Governor,  in  a long  meeting 
brought  together  the  work  of  some  four  months  and  worked 
out  legislation  which  was  introduced  immediately  as 
Senate  Bill  Number  6449.  This  bill  was  printed  over  that 
weekend,  was  passed  by  the  Assembly  120  to  27  with  1 
abstention  on  that  Monday,  immediately  thereafter  was 
I approved  by  the  Senate  56  to  4,  and  was  signed  by  Gover- 
nor Carey  last  Wednesday  as  Chapter  109  of  the  Laws  of 
; 1975. 

This  bill  has  been,  as  this  law  is  now,  the  subject  of  great 
: comment  in  the  press,  in  our  hospitals,  in  various  meetings 
of  physicians  as  well  as  among  the  general  public,  the 
lawyers,  insurance  company  representatives,  and  everyone 
who  has  been  involved  with  it.  I think  it  is  important  to 
go  over  it  in  great  detail  and  I ask  you  to  give  me  an  ade- 
quate amount  of  time  to  do  so. 

The  Medical  Society  of  the  State  of  New  York  has  con- 
! tributed  to  this  bill  which  is  now  law.  We  have  given  you 
a summary  of  it,  and  I now  will  add  an  oral  description  of 

lit. 

What  is  in  Chapter  109  of  the  Laws  of  1975?  It  is  basi- 
cally a three-part  approach  to  the  medical  malpractice 
problem.  First,  it  deals  with  changes  in  the  tort  system, 
the  system  pursuant  to  which  medical  practice  is  to  exist 
; or  not  exist.  Secondly,  it  creates  several  alternative  in- 
suring vehicles  to  provide  the  mechanism  through  which 
insurance  may  be  offered  on  July  1 of  this  year.  And 
thirdly,  a small  part  of  the  bill,  the  third  part  deals  with  a 
new  discipline  mechanism  the  purpose  of  which  is  to  assist 
the  profession  by  the  involvement  of  government  in  the 
discipline  of  physicians.  Of  primary  importance  to  all  of 
tyou,  at  this  time,  is  the  first  section  of  this  tripartite  ap- 
proach— changes  in  the  litigation  system.  In  this  regard, 
the  bill  first  addresses  the  problem  of  informed  consent. 
All  of  you  were  at  the  regular  meeting  of  the  House  of 
Delegates  in  March  of  this  year.  At  that  time,  we  pointed 
out  that  one  of  the  problems  we  had  was  the  problem  of 
informed  consent.  No  one  knew  what  it  called  for.  It  had 
aspects  to  it  of  a contract  as  opposed  to  negligence  areas 
• as  far  as  to  what  the  true  basis  of  medical  malpractice  is  and 
there  was  a curious  intertwining  of  the  contractual  concept 
and  the  negligence  concept  which  lead  to  a situation  of  real 
oncertainty  throughout  the  State.  What  must  a physician 
say  to  a given  patient  in  a given  situation?  The  legislation 
addressed  itself  to  this  problem  in  a number  of  ways.  In 
the  first  place,  it  creates  for  the  first  time  a statutory  def- 
inition of  informed  consent  and  the  important  salient 
feature  of  that  is  that  it  makes  it  a medical  judgment  as 
i .opposed  to  a lay  judgment.  Under  the  law  as  passed  and 
signed,  the  plaintiff  who  brings  an  action,  in  order  to  re- 
cover damages,  must  prove  failure  of  the  physician  to  dis- 
| close  reasonable  alternative  treatments  and  foreseen  risks 
and  benefits  attendant  upon  each  alternative,  to  the  extent 
hat  a reasonable  physician  under  similar  circumstances 
vould  have  so  disclosed.  Again,  under  the  common  law, 
dais  was  the  article  of  informed  consent,  but  never  codified 
and  subject  to  judicial  abuse.  We  have  in  this  statute,  for 
he  first  time,  a definition  of  what  is  informed  consent  in 


terms  of  what  a reasonable  medical  practitioner  under 
similar  circumstances  would  have  stated.  Secondly,  the 
plaintiff  must  establish  deviation  from  the  norm  and  must 
establish  that  a reasonably  prudent  person  in  the  patient’s 
position  would  not  have  undergone  treatment,  or  diagnosis, 
if  he  had  been  fully  informed.  This  is  very  important  and 
I call  your  attention  to  it.  The  reason  it  is  important  is  that 
under  the  old  law  a person  could  hold  the  physician  re- 
sponsible irrespective  of  the  fact  that  what  was  done  was 
good  for  him.  In  other  words,  you  might  have  opened 
someone  up  for  an  appendix  you  excised  and  found  a tumor 
in  there.  If  the  reasonable  man  would  have  wanted  you  to 
remove  that,  then  you  could  not  be  held  for  lack  of  in- 
formed consent  and  the  patient  would  be  prevented  from 
saying  “you  told  me  it  was  the  appendix  and  I did  not  tell 
you  to  do  the  other,”  since  the  reasonable  person  would 
have  wanted  it  excised.  Under  this  law  that  is  now  the 
standard  that  would  be  applied. 

Thirdly,  we  now  go  to  what  is  a contract  or  what  could 
be  termed  malpractice  negligence,  the  plaintiff  must  prove 
that  the  lack  of  informed  consent  is  a proximate  cause  of 
the  injury;  “proximate  cause”  is  a negligence  concept,  a 
requirement  that  the  act  complained  of  be  the  product  of 
the  injury  or  condition  for  which  recovery  is  sought.  It  is 
a negligence  concept,  not  contractural.  Under  the  law,  this 
is  superimposed  on  informed  consent.  Fourthly,  and  very 
important  particularly  in  light  of  the  redefinition  in  terms 
of  the  medical  practitioner,  the  plaintiff  must  prove  the 
above  three  things  under  the  law  through  expert  medical 
testimony  in  support  of  the  alleged  qualitative  insufficiency 
of  the  consent  or  the  case  will  be  dismissed  as  a matter  of 
law.  In  other  words,  the  basis  for  the  action  on  informed 
consent  is  subject  to  dismissal  as  a matter  of  law  unless  the 
patient  proves  his  case  under  expert  medical  testimony. 
It  is  written  into  the  statute.  So,  in  addition  to  the  three 
things,  he  must  provide  a mechanism  through  which  he 
must  produce,  the  law  provides  for  four  defenses  after  the 
plaintiff  has  established  the  deviation  and  this  can  be 
tapped  out  through  the  medical  expert  line  of  defense 
which  would  result  in  dismissal  of  the  case. 

I think  the  only  one  I will  specifically  refer  to  in  some 
detail  is  the  fourth  defense.  The  physician  now  has  a right 
to  make  a medical  judgment  as  to  whether  a particular  fact, 
under  normal  rules  should  be  disclosed  or  should  be 
withheld  because  of  a particular  situation.  The  illustra- 
tions of  this  are  legion,  but,  now  for  the  first  time,  the  law 
expressly  recognizes  your  right  to  withhold  specific  infor- 
mation if  you  have  a good  medical  reason  for  doing  it  and 
if  you  took  that  course  of  action,  the  case  established  by  the 
patient  is  dismissed. 

There  are  some  limitations  on  the  right  of  action  subject 
to  the  above  rules  and  these  are  limited  to  cases  involving 
either  (a)  nonemergency  treatment,  procedures  or  surgery, 
or  (b)  a diagnostic  procedure  which  involved  invasion  or 
disruption  of  the  integrity  of  the  body.  They  are  the  only 
cases  you  can  have  the  plaintiff  prove  the  four  things  in  the 
first  instance  on  an  informed  consent  case  and  the  doctor 
may  prevail  if  he  has  any  one  of  the  four  defenses  available. 

Those  of  you  who  were  present  in  March  will  remember 
that  I referred  to  an  analysis  which  had  been  done,  not  ours, 
but  containing  other  statements  and  supplemented  by  the 
President’s  Commission  on  Malpractice,  and  we  felt  that 
this  analysis  showed  that  the  single  most  significant 
problem  in  trying  to  insure  this  risk  was  what  was  referred 
to  as  “the  long  tail.”  You  will  remember,  if  you  bear  with 
me,  that  I told  you  that  we  had  a three-year  statute  of 
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limitation.  But,  I pointed  out  a three-year  statute  of 
limitations  was  only  meaningful  in  terms  of  when  the  three 
years  began  to  run.  I concluded  by  telling  you  that  in  the 
medical  malpractice  field,  for  all  practical  purposes,  the 
statute  did  not  run  until  the  date  of  discovery  in  all  cases. 
This  began  with  the  Flanagan  case  about  five  years  ago 
when  the  Court  of  Appeals,  for  good  and  sufficient  reasons, 
decided  that  there  ought  to  be  a date  of  discovery  rule  in 
all  foreign  object  cases,  such  as  where  a physician  left  in  a 
clamp  and  there  was  little  chance  for  discovery  before  time 
ran  out.  This  was  part  of  the  reason  for  having  a statute 
of  limitations  in  the  first  instance.  Then  the  Second  De- 
partment came  along  and  decided  that  prosthetic  devices 
were  quite  similar  and  decided  that  there  should  be  a date 
of  discovery  rule  on  prosthetic  devices.  And  the  Third 
Department  said  yes  and  internal  procedures  are  quite 
similar  in  terms  of  the  patient’s  lack  of  ability  to  know  what 
happened  and  the  Second  Department  felt  similarly  on  the 
pure  foreign  object  so  we  will  have  a date  of  discovery  rule 
in  internal  procedures  and  finally  in  certain  diagnostic 
cases  a date  of  discovery  rule  was  applied. 

So,  we  felt  that  the  statute  of  limitations  was  meaningful 
only  if  we  could  resolve  the  question  of  when  it  began  to 
run.  Under  the  new  law,  the  statute  of  limitations  was 
reduced  to  a base  period  within  which  all  claims  must  be 
brought;  i.e.,  from  three  years  to  two  and  a half  years.  In 
all  cases,  save  one,  this  period  begins  to  run  from  the  date 
of  treatment.  The  only  exception  to  that  is  the  pure  for- 
eign object  case,  in  which  case  the  statute  of  limitations 
runs  for  one  year  from  the  date  of  discovery  of  the  foreign 
object  or  from  the  date  it  reasonably  should  have  been 
discovered,  whichever  is  earlier.  In  foreign  object  cases 
all  of  the  judicial  extensions  have  been  eliminated.  The 
statute  will  run  in  all  cases,  except  the  clamp  and  sponge, 
from  the  date  of  treatment  and  will  run,  for  pure  foreign 
object  cases,  from  the  date  of  discovery  or  when  it  should 
have  reasonably  been  discovered.  In  those  cases  it  is  a one 
year  period  as  opposed  to  a three  year  period.  Those 
things  not  considered  to  be  pure  foreign  objects  are  pros- 
thetic devices,  internal  procedures,  or  diagnostic  cases 
which  already  have  a date  of  discovery  rule. 

We  had  some  trouble  stemming  from  the  Borgia  case  on 
the  continuous  treatment  rule.  This  was  a situation  where 
a lawyer  could  simply  send  a patient  back  for  a physical 
examination  for  the  purpose  of  determining  the  patient’s 
condition.  In  effect,  the  patient  unilaterally  decides,  on 
the  advice  of  his  lawyer,  to  reactivate  the  statute.  That 
cannot  be  done  under  this  law.  It  is  from  the  date  of  the 
incident  rather  than  the  date  of  discovery  in  every  case  but 
the  foreign  object  case  and  the  foreign  objects  are  the  un- 
intentionally left  objects  and  on  continuous  treatment  the 
lawyers  cannot  unilaterally  reactivate  the  statute. 

We  also  felt,  because  of  the  unique  situation  the  medical 
profession  had  with  respect  to  infants,  that  something  had 
to  be  done  about  the  infancy  period.  Now,  when  I say 
unique  situation,  infants  for  the  most  part  do  not  react 
societally  or  have  an  active  part  in  society  in  many  areas 
except  medicine  where  a number  of  you  provide  normal 
medical  care  for  this  very  age  group  and  within  the  pro- 
fession of  medicine  there  is  substantial  societal  interrela- 
tionship with  cases  of  infants  which  we  have  pointed  out 
and  in  which  the  profession  has  acted  in  an  attempt  to  re- 
duce the  infant  toll.  Now,  as  recently  as  two  years  ago,  in 
all  cases  involving  pediatric  medicine,  not  pediatrics  only 
but  any  medicine  involving  infants,  the  period  was  24 
years — 21  years  for  majority  and  a three  year  statute  of 


limitations  tacked  on.  Under  this  legislation,  that  24  year 
period  is  reduced  to  a maximum  period  of  10  years. 

So,  we  have  lowered  the  base  statute  period  and  the 
control  as  to  when  it  starts  to  run,  restructured  continuous 
treatment  rule,  and  reduced  the  infancy  toll  to  10  years. 

The  so  called  “long  tail”  is  another  problem.  I talked 
to  you  about  it  in  March.  Once  a lawsuit  started  in  this 
State,  there  was  no  reason  really  to  move  it  along  because 
of  the  complexity  of  some  malpractice  actions.  This  pro- 
pensity for  delay  was  endured  in  the  medical  malpractice 
field  because  it  generally  took  longer  to  prepare  a case  and 
was  more  difficult  than  the  automobile  case  or  the  fall- 
down  case  and  had  a natural  tendency  for  delay  without 
somebody  shepherding  the  case  along  so  that  combined 
with  the  difficulty  of  preparation  and  so  on,  there  was  an 
average  period  of  7.5  years  between  the  ultimate  resolution 
of  the  case  by  settlement,  dismissal,  or  otherwise  from  the 
time  of  the  incident  itself.  Under  this  law,  the  Legislature 
and  the  Governor  by  signing  it  into  law  have  mandated  the 
judiciary  to  promulgate  a specific  time  period  within  vyhich 
a case  must  be  moved  along  the  calendar.  You  might  re- 
member, I talked  about  the  Federal  rule  and  our  actions 
at  that  time  in  terms  of  expediting  cases  and  provision  for 
a notice  of  commencement  rule  and  we  felt,  if  you  start  a 
lawsuit,  you  must  notify  the  court  and  the  clerk  should 
shepherd  it  along  and  call  you  if  it  is  delayed  and  then  get 
it  moving.  We  have  in  this  law  a direct  mandate  for  the 
judiciary  to  establish  rules  in  certain  areas,  i.e.,  the  im- 
mediate calendaring  of  medical  malpractice  cases,  the 
notice  of  commencement  rule,  and,  once  it  is  instituted,  its 
addition  to  the  calendar.  And,  incidently,  Judge  Bartlett 
has,  in  a publicized  letter  to  the  Governor,  indicated  the 
proposed  time  period  which  I will  get  to  in  a minute.  They 
must  promulgate  rules  for  the  immediate  calendaring  of 
cases,  the  prompt  conducting  of  all  pretrial  procedures 
within  a period  of  time,  and  the  assigning  of  cases  to  the 
mediation  panels,  and  the  immediate  bringing  of  cases  to 
trial.  We  have  in  this  law  a trial  preference  where  mal- 
practice cases  are  put  at  the  head  of  the  list  when  going 
through  these  procedures.  So,  the  long  tail  in  terms  of 
procedure  has  been  addressed  by  this  legislation,  and  it  is 
expected  that  the  period  of  time,  under  the  new  rules,  be- 
tween the  suing  of  a case  and  its  ultimate  disposition  will 
be  somewhere  between  12  and  18  months  as  opposed  to  the 
average  of  7.5  years  previously.  The  long  tail  has  been 
addressed  through  the  statute  of  limitations  and  through 
the  procedural  expedition  which  I have  just  analyzed. 

Those  of  you  present  in  March  will  recall  that  there  was 
another  problem  which  we  had  seen,  a problem  of  equal 
importance  to  the  problem  of  the  long  tail.  This  was  the 
lack  in  the  present  system  of  some  sort  of  objective  ex- 
pertise in  the  ultimate  determination  of  whether  a physi- 
cian had  in  fact  deviated  in  his  care  and  produced  an  injury, 
or  had  simply  done  his  best  and  had  done  nothing  wrong, 
but  the  nature  of  the  treatment  for  the  condition  was  such 
that  in  all  probability  an  adverse  result  would  come  about. 
The  system  did  not  have  input  into  it  and  asked  a jury  to 
make  a determination  which  it  was  incapable  of  making. 
We  find  in  the  legal  profession  areas  of  complicated  human 
activity  going  more  and  more  into  arbitration.  In  the 
contract  case,  in  the  security  case,  in  technical  cases,  law- 
yers are  abandoning  the  system  to  expert  arbitration 
boards.  We  found  that  this  was  not  the  case  in  medical 
malpractice  because  of  the  “roulette  wheel”  effect  and  the 
fact  that  true  objectivity  was  really  not  present  in  mal 
practice  cases  for  the  reasons  I have  explained  before  tc 
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you.  There  was  a feeling  that  they  were  going  to  win  these 
cases,  that  the  doctor  was  wealthy  and  was  another  Marcus 
Welby,  and  so  let  the  roulette  wheel  come  up  because  the 
plaintiff  will  win  out  in  a high  percentage  of  cases  and  so 
no  voluntary  arbitration. 

The  problem  was  how  do  you  get  to  the  jury  the  kind  of 
expertise  that  is  needed  to  adequately,  properly,  and  fairly 
assess  responsibility?  The  Mediation  Panel  Law,  created 
a year  ago,  was  amended  by  this  law  to  allow  the  findings 
of  the  panel.  If  unanimous,  on  all  cases  being  clear  one  way 
or  the  other,  the  jury  will  get  the  benefit  of  the  mediation 
pane!  findings.  This  brings  to  the  jury,  we  think,  the  kind 
of  expert  objectivity  they  need.  In  addition,  the  Mediation 
Panel  Law  was  amended  to  provide  additional  assistance 
to  the  panel,  and  to  bring  in  expert  physician  testimony  to 
it.  We  think  that  the  problem  of  the  lack  of  expert  ob- 
jectivity has  been  addressed  to  the  extent  it  is  possible  to 
address  it  under  the  constitution  of  the  State  of  New  York 
which  reserves  to  the  jury  the  right  to  make  this  decision. 

As  a practical  matter,  most  of  us  who  analyzed  it  feel  that 
this  will  require  almost  a full-blown  trial  at  the  mediation 
level.  No  lawyer  will  allow  its  going  to  the  panel  and  risk 
a determination  of  the  panel,  which  he  knows  is  going  in 
front  of  a jury,  without  using  what  he  has.  And,  it  is  my 
personal  feeling,  as  a practical  matter,  it  will  be  very  dif- 
ficult for  a lawyer  to  prevail  and  I think  most  lawyers  will 
realise  this,  if  a jury  comes  in  and  the  mediation  panel 
comes  in  and  says  no  liability,  it  is  going  to  be  very  difficult. 
Juries  do  not  like  to  look  dumb  and  on  questions  of  liability 
this  kind  of  admissibility,  as  a practical  matter,  will  result 
in  hopefully  the  minimization  of  cases  which  actually  go 
to  trial. 

We  also  pointed  out  other  problems  and  these  included 
the  collateral  source  rule.  There  is  a rule  of  evidence  in  all 
cases  that  a jury  is  not  permitted  to  hear  the  fact  that  a 
plaintiff,  who  says  he  suffered  a financial  loss  of  $10,000, 
got  the  $10,000  back  from  his  insurance  company  and  other 
sources.  Under  this  new  law,  in  medical  malpractice  cases, 
as  opposed  to  other  cases,  the  jury  will  have  the  benefit  of 
hearing  that  the  plaintiff  has  been  reimbursed  for  health 
and  disability  or  loss  of  wages  and  doctors  and  hospital 
expenses. 

With  respect  to  the  insurance  mechanism,  the  bill  pro- 
vides for  a three-step  process.  The  Superintendent  of 
Insurance  will  make  a determination  as  to  whether  insur- 
ance is  available  on  the  voluntary  market.  If  he  finds  it  is 
available  so  that  physicians  and  hospitals  can  get  insur- 
ance, then  that  is  the  end  of  it.  If,  on  the  other  hand,  he 
finds  that  the  voluntary  market  is  not  meeting  the  needs 
of  the  entire  spectrum  or  segment  of  the  community,  he  will 
then  activate  a Joint  Underwriting  Association,  a pool  of 
insurers  in  this  State.  The  Joint  Underwriting  Association 
will  then  write,  not  monopolistically,  but  coincidently  with 
j the  field  or  with  the  physicians’  company  if  they  choose  to 
form  it.  The  JUA  will  generate  capitalization  by  a sur- 
charge on  the  premium,  whatever  it  is  decided  to  be,  and 
all  premiums  are  subject  to  prior  approval  of  the  Super- 
intendent of  Insurance,  and  a 20%  surcharge  will  be  col- 
lected annually  to  the  point  where  $50  million  is  generated 
as  a stabilization  fund.  If  for  any  reason  this  is  found  to 
be  unconstitutional  or  it  goes  broke,  then  the  State  Fund, 
the  third  step  in  terms  of  the  insurance  mechanism,  is  ac- 
ivated  under  the  bill. 

Finally,  there  is  created,  with  respect  to  the  third  part 
Df  the  bill,  the  new  hearing  board  for  review  in  the  Health 
Department.  This  is  composed  of  various  hearing  panels 


with  four  physicians  and  one  nonphysician  on  it,  and  is 
basically  responsible  for  complaints.  If  they  so  choose  they 
can  initiate  complaints  against  physicians.  They  will  re- 
view the  complaint  and  all  the  facts  completely  in  the 
hearing  and  make  a recommendation  to  the  Health  Com- 
missioner and  the  Health  Commissioner  will  take  the 
hearing  transcript  and  add  his  own  comments  and  send  it 
over  to  the  Education  Department  which  will  have  the  final 
say.  I am  sure  all  of  you  are  familiar  with  the  fight  over  this 
between  the  Board  of  Regents  and  the  Health  Department 
and  in  true  Solomon-like  fashion  it  has  been  accomplished 
by  splitting  it  up.  It  starts  with  the  Health  Department 
and  ends  with  the  Board  of  Regents  and  the  point  of  dis- 
cipline is  not  substantially  changed  and  procedures  are 
expedited  and  time  limits  set  forth  for  the  complaint  stage 
and  the  hearing  stage  and  the  Commissioner  of  Health 
stage  and  the  Board  of  Regents  stage  and  has  some  objec- 
tivity and,  for  the  first  time,  organizations  of  physicians, 
the  State  and  county  medical  societies,  the  specialty  so- 
cieties, and  what  have  you,  have  the  right  to  nominate  the 
members  of  the  hearing  panels.  This  was  not  the  case 
previously.  The  panel  physicians  must  be  selected  from 
the  nominations  of  organized  medicine  and  this  was  not  so 
under  the  former  law.  There  is  some  input  in  the  nomi- 
nations now,  and  it  is  mandatory  and,  I think,  it  is  now 
expeditious. 

Those  are  the  three  parts  of  the  bill:  the  tort  section,  the 
insurance  section,  and  the  discipline  section.  To  conclude, 
the  problems  which  we  analyzed  in  March  have  been  ad- 
dressed in  the  following  fashion:  the  long  tail,  the  multi- 
faceted statute  of  limitations  or  the  total  lack  of  it  for  all 
practical  purposes,  court  procedures  without  any  time  re- 
quirements. We  now  have  a 2%  year  statute  of  limitations. 
We  now  have  that  statute  commencing  in  every  case  except 
the  defined  foreign  object  from  the  date  of  incidence.  We 
have  continuous  treatment  structured  so  that  a lawyer 
cannot  unilaterally  activate  it,  and  we  have  reduced  the 
infancy  exposure  period  from  24  years,  which  it  was  two 
years  ago,  to  ten  years.  The  only  time  the  statute  tacked 
on  a maximum  period,  as  we  see  the  statute,  is  three  years 
or  more  if  the  particular  conduct  has  a statute  of  limitations 
less  than  three  years,  under  the  reading  of  the  section,  the 
section  has  been  amended,  the  maximum  period  is  ten 
years  from  the  incident.  That  includes  the  cumulative 
effect  of  the  toll  and  the  statute. 

Under  the  protracted  court  procedures,  for  the  first  time 
there  are  more  controls  over  medical  malpractice  cases,  the 
shepherding  of  them  along  to  a conclusion  and  not  letting 
them  be  sat  on;  immediate  calendaring,  pretrial  procedures 
within  a set  time  limit  and  the  actual  trial  and  goes  to  the 
head  of  the  calendar.  That  was  the  long  tail  problem. 
And,  on  expert  objectivity,  we  have  admissibility  of  the 
findings  of  the  panel  where  they  were  unanimous  and  may 
call  for  expertise  to  assist  them  in  their  deliberations.  And, 
as  a practical  matter,  in  my  judgment,  within  the  consti- 
tutional confines  is  as  close,  as  administrative  experts  can 
determine,  as  the  constitution  will  permit  us  to  go.  The 
collateral  source  rule  I told  you  about. 

What  we  do  not  have.  There  are  several  things  we  an- 
alyzed that  are  subject  to  abuse  in  the  present  system.  I 
was  asked  earlier  to  go  into  them  and  if  you  wish  I will.  We 
do  not  have  a definition  of  negligence  written  into  the 
statute.  Why  did  we  want  the  definition  of  negligence? 
Basically,  for  two  reasons:  one,  to  make  certain  that  the 
true  nature  of  negligence  was  maintained,  that  is  the  failure 
to  exercise  care,  the  failure  to  act  reasonably  in  the  treat- 
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ment  of  the  patient  as  opposed  to  the  guarantee  of  cure,  the 
contractural  aspect  that  had  been  superimposed  by  the 
courts,  one  of  the  basic  malpractice  questions.  To  a certain 
extent  it  is  addressed  to  in  the  informed  consent  issue  as 
far  as  the  source  of  contractual  or  the  superimposing  of 
contractual  terms  for  negligence.  Basically,  the  mal- 
practice nature  of  the  claim  has  been  redefined  in  terms  of 
the  proximate  cause  of  the  negligent  condition.  With  re- 
spect to  the  other  need  for  a definition,  this  is  to  try  to 
somehow  define  a differentiation  between  a negligently 
induced  result  and  an  adverse  result  not  induced  by  neg- 
ligence. We  do  have  the  admissibility  of  the  determination 
of  the  expert  panel  that  the  jury  could  not  make  and 
hopefully,  the  expert  panel  will  be  able  to  make  it  with  the 
advice  of  expert  physicians.  Certainly  the  reasons  are 
present  for  this  definition. 

The  ad  damnum  clause — Those  of  you  present  will  re- 
member I pointed  out  that  the  ad  damnum  clause  was  the 
bottom  line  of  the  complaint  where  the  plaintiff  asks  a 
certain  amount  of  damages  of  the  physician.  The  problem 
was  that  there  were  abuses  of  this  where  information  has 
been  leaked  to  the  press  and  you  would  find  the  name  of 
the  physician  and  all  the  other  things  in  the  newspaper.  In 
our  discussions  with  the  Bar  Association,  it  was  felt  that 
this  is  an  unethical  practice  and  that  the  ad  damnum  clause 
had  a subjectivity  to  it  and  was  a substantive  effect  of  the 
basic  problem.  We  have  been  assured  by  the  Bar  Associ- 
ation, and  we  can  take  an  independent  role  in  this,  that  it 
will  be  redressed  there  as  a result  of  the  meeting  we  had  two 
weeks  ago. 

The  res  ipsa  loquitur — This  is  a doctrine,  and  was  not 
part  of  our  original  program  but  was  discussed  at  the  House 
of  Delegates  meeting.  We  added  it  to  our  program,  and 
it  involves  a concept  which,  according  to  the  Federal 
Government  report,  has  been  abused  by  the  judiciary.  The 
basic  problem  is  its  misapplication.  One  thing  that  has 
arisen  is  a recognition  on  the  part  of  government  that 
judges,  not  basic  laws,  but  the  judges  and  the  judiciary 
extensions  have  been  a source  of  much  of  the  problem.  It 
was  observed  that  a judge  living  up  in  Erie,  let  us  say,  to  a 
certain  extent  is  completely  oblivious  to  the  sociological 
consequences  of  what  they  are  doing  and  hard  cases  make 
bad  law  is  an  old  axiom  we  have  in  the  law  and  sometimes 
in  their  zeal  to  compensate  for  an  injury  they  list  principles 
which  make  bad  law  when  applied  to  different  situations. 
One  of  the  advantages  of  this  situation  that  we  have  come 
across  over  these  last  four  or  five  months  is  the  extent  to 
which  the  judiciary  is  aware  of  their  involvement  in  the  root 
causes  of  this  situation.  It  was  determined,  in  the  analysis, 
that  res  ipsa  loquitur  applies  to  only  13.4%  of  the  cases 
nationally  and  in  New  York  State,  5%  of  the  cases.  The 
problem  lies  with  the  improper  utilization  by  the  judiciary 
and  their  responsibility  hopefully  will  be  to  control  its 
utilization. 

The  award  ceilings  and  removal  of  malpractice  suits  from 
the  jury  system  are  basically  constitutional  problems.  We 
have  a law  which  would  begin  the  rather  elaborate  process 
of  amending  the  Constitution,  S.  4788,  introduced  into  the 
Legislature,  and  we  have  spoken  in  great  detail  on  this  with 
Senator  Lombardi.  You  must  understand  that  it  must  be 
approved  by  two  successively  elected  legislatures  and  then 
brought  to  the  people.  The  earliest  date  is  the  Fall  of  1977. 
What  happens  to  this  bill  depends  on  the  activity  and 
pressures  that  are  kept  up,  but  next  year  is  the  earliest 
meaningful  date  that  the  legislation  process  can  begin. 

The  contingency  fee  is  something  that  we  have  legisla- 


tion introduced  on  which  is  not  part  of  this  package  we 
have  suggested.  We,  Dr.  Emerson  and  various  other 
physicians  involved  have  met  with  the  presiding  judges  of 
the  Appellate  Division  and  the  Chief  Administrative  Judge 
for  the  State  of  New  York  regarding  contingency  fees. 
They  told  us  that  they  were  taking  this  under  advisement. 
This  approach,  having  the  courts  have  controls  on  it, 
emanated  from  New  Jersey.  There  is  a second  course  open 
to  us,  which  was  discussed  with  representatives  of  the  in- 
surance carrier  and  is  being  considered  by  them,  and  that 
is  to  challenge  the  contingency  fee  in  the  courts.  These  two 
courses  have  been  followed  in  other  states  having  contin- 
gency fees,  with  the  exception  of  Indiana. 

I have  mentioned  what  we  have  and  what  we  do  not  have 
in  the  bill.  Two  main  problems  have  been  addressed  in  a 
fashion  I frankly  thought  we  would  not  get  as  recently  as 
several  months  ago.  The  long  tail  and  the  lack  of  expert 
objectivity  provisions  in  the  bill,  in  our  judgment  are  as 
meaningful  and  sophisticated  a response  as  could  have 
been  developed  under  the  existing  circumstances. 

One  other  thing,  there  seems  to  be  a feeling  on  the  part 
of  some  that  this  is  it,  that  we  are  ending  it.  During  the 
debate  on  the  Senate  floor,  the  Majority  Leader,  Senator 
Anderson,  indicated  that  this  was  not  the  end  and  he  has 
approached  the  Governor  for  the  establishment  of  a com- 
mittee to  monitor  it.  The  monitoring  will  be  on  the  basis 
of  its  effect  and  its  deficiencies  will  be  determined  by  the 
Insurance  Department,  the  Executive  and  the  Legislative 
Branches.  If  the  problems  that  cannot  be  addressed  ex- 
cept through  constitutional  amendment  continue  to  exist, 
then  we  will  not  be  caught  behind  the  eight  ball  and  can 
move  forward  for  a constitutional  amendment.  The 
Governor  of  the  State  of  New  York  has  issued  a statement 
as  recently  as  yesterday — a memorandum  accompanying 
the  signing  of  the  bill.  I will  point  out  several  things  in  this 
memorandum.  He  said  that  it  “makes  significant  changes 
in  the  law  of  torts.”  and  “However,  the  fundamental 
changes  in  substantive  tort  law  and  court  procedures 
wrought  by  this  legislation  should  have  a significant  impact  j 
on  future  rates.”  And  then,  “I  firmly  believe  that  this  bill 
is  the  best  possible  remedy  for  the  problem  which  could  be  I 
reached  at  this  time.  The  medical  malpractice  insurance 
problem  is  a national  one,  and  New  York  State  can  take 
pride  in  this  legislation.  This  bill  is  not  intended  as  the 
ultimate  solution.  Its  provisions  will  be  carefully  moni-  i 
tored  by  the  Executive  and  Legislative  branches.  In  the  i 
meantime,  I trust  that  each  of  the  groups  with  an  interest  ! 
in  this  problem  including  doctors,  lawyers,  insurers  and  i 
consumers,  will  continue  to  exercise  the  same  patience,  I 
restraint  and  spirit  of  cooperation  which  made  this  legis-  4 
lation  possible  and  will  continue  to  put  the  health  and  < 
welfare  of  the  People  of  this  State  above  narrow  parochial  j 
interests.” 

I know  that  you  are  going  to  ask  me  questions.  In  my  j 
judgment  and  in  the  judgment  of  those  of  us  looking  at  this  | 
hopefully  and  objectively;  this  legislation  is  meaningful  and  t 
the  person  who  must  decide  how  meaningful  this  is  under  i 
the  law  is  the  Superintendent  of  Insurance  who  is  charged  j 
under  this  legislation  with  determining  rates  of  the  vehi-  1 
cles.  You  are  going  to  hear  from  Mr.  Donald  Greene,  who  I 
has  been  in  daily  contact  with  the  Insurance  Department 
for  the  last  two  weeks  and  in  weekly  contact  with  it  for  the  j 
last  two  months.  The  Superintendent  of  Insurance  has  J 
been  charged  with  making  a determination  of  what  the 
rates  should  be.  He  has  said  to  me  time  and  again  that  he  | 
will  not  approve  a rate  which  is  indefensible.  It  must  be 
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reasonable  and  he  does  not  want  it  to  fly  off  down  the  road 
and,  basically,  it  is  his  judgment.  I do  not  want  to  take 
away  from  Don  Greene’s  report,  hut  a lot  of  misinformation 
has  been  stated  on  this  matter.  The  actuary  from  the 
Medical  Society  is  an  actuary  who  is  held  in  the  highest 
reputation  in  the  medical  actuarial  field  in  the  United 
States.  You  have  the  benefit  of  his  presentation.  He  has 
prepared  and  submitted  to  the  Insurance  Department,  as 
you  know,  a rate  analysis  and  the  Insurance  Department 
has  indicated  they  believe  that  rate  analysis  within  the 
reasonable  range  and  have  rejected  the  actuarial  analysis 
submitted  by  the  AAA  as  not  being  reasonable  and  we  were 
able  to  advise  you  of  this  rejection  before  the  untimely 
death  of  Lawrence  Keepnews,  who  pointed  out  that  the 
industry  was  trying  to  cream  the  rates. 

Questions  and  Answers 

Q.  Why  did  Mr.  Conway  not  report  that  the  mediation 
panel  consists  of  one  attorney,  one  judge,  and  one  doctor? 

A.  (Mr.  Conway)  In  the  first  place,  the  Mediation 
Panel  Law  is  not  a part  of  this  law.  The  only  thing  this  law 
does,  with  respect  to  the  mediation  panels,  it  provides  their 
findings  admissible  into  evidence  and  also,  if  the  panel 
wishes  the  expert  analysis  of  physicians  with  training  in  the 
particular  field,  they  may  call  them.  The  consistency  of 
the  law  passed  last  year,  if  I did  not  mention  it,  has  been 
the  law  for  a year  and  many  of  you  have  participated  on  the 
panels,  a doctor,  a lawyer  and  a judge  who  are  disinterested. 
And  incidently,  under  the  law  anybody  can  object  to  a 
particular  member,  say  a lawyer  who  you  feel  should  not 
be  on  the  panel.  This  new  law  does  provide  for  an  objec- 
tion by  you  to  his  presence. 

Q.  One  of  my  constituents  asked  me  this,  Mr.  Conway, 
In  case,  by  some  horrible  circumstances,  the  State  Insur- 
ance Fund  is  activated,  and  I understand  that  this  is  a six 
year  activation,  does  it  mean  we  would  be  tied  into  it  for 
six  years? 

A.  (Mr.  Conway)  Right.  Because  of  the  time  element, 

I did  not  mention  several  things  that  are  covered  in  the 
material  distributed  to  you.  The  State  Fund  would  be 
monopolistic.  Any  private  group  insurance  that,  say  the 
psychiatrists  might  have  or  the  family  physician  group 
might  have  is  voided  by  the  State  Fund.  Now  that  is  the 
last  gasp  in  this  system  and  in  large  measure  is  in  the  hands 
of  the  individual  physicians,  even  the  JUA,  but  it  will  never 
come  into  existence  if  the  physicians  opt  for  their  own 
company. 

Q.  Are  there  any  bills  presently  introduced  to  allow 
counter-suits  to  recover  defense  costs? 

A.  (Mr  Conway)  There  is  an  omnibus  bill  I drew  in 
cooperation  with  a number  of  other  people  providing  for 
actual  costs  in  certain  circumstances  and  is  part  of  the 
Patient’s  Indemnification  Act.  Part  of  this  has  to  do  with 
creation  of  an  administrative  system  and  is  broken  down 
in  the  legislation.  And  incidently,  the  number  of  that  is, 
well  it  does  not  I suppose  mean  too  much,  but  A.8363- 
S.6435. 

Q.  I would  like  to  ask,  on  informed  consent,  at  the 
present  writing,  is  it  limited  solely  to  nonemergency  pro- 
cedures or  diagnostic  procedures.  What  are  the  diagnostic 
procedures — right  of  action — limited  to  cases  involving 
either  (A)  nonemergency  treatment,  procedure  or  surgery, 
or  (B)  a diagnostic  procedure  which  involved  invasion  or 
disruption  of  the  integrity  of  the  body. 

A.  (Mr.  Conway)  What  we  have  done  there  is  eliminate 
any  cause  of  action  based  on  lack  of  informed  consent  in 


any  area  other  than  areas  you  have  just  mentioned.  Once 
you  are  within  those  areas,  I recognize  they  are  substantial, 
but  once  within  those  areas  then  all  of  the  rules  apply  and 
there  is  no  more  cause  of  action  without  those  areas  and 
once  in  other  areas  and  the  plaintiff  proves  it  is  a non- 
emergency  case,  you  must  prove  all  the  things  I went 
through  in  the  beginning. 

Q.  I do  not  fully  agree.  Assume  that  90%  of  the  work 
is  nonemergency  and  10%  is  emergency,  does  the  informed 
consent  apply  to  the  10%  of  the  new  informed  consent? 

A.  (Mr.  Conway)  Let  me  explain  in  this  way.  We  have 
eliminated  any  and  all  rights  in  that  limited  emergent  case 
area.  In  those  cases,  you  can  prove  whatever  you  want  to 
prove,  but  there  are  no  rights  as  a matter  of  law.  In  the 
cases  of  nonemergency  treatment  and  in  basic  diagnostic 
procedures,  there  is  a right  to  bring  a cause  of  action  for 
lack  of  informed  consent.  But,  that  cause  of  action  has 
been  redefined  so  the  plaintiff  must  prove  these  three 
things,  first  of  all,  and  then  the  medical  expert  and  all  of 
the  four  defenses  are  present  to  defeat  the  cause  of  action 
and  the  only  cases  of  informed  consent  left  under  the 
conditions  of  the  bill  I outlined. 

Q.  In  looking  at  this  law,  nowhere  is  there  a definition 
of  malpractice.  In  his  presentation  to  the  Congress  of 
Delegates  of  the  New  York  Academy  of  Family  Physicians, 
Dr.  Cahill  made  a statement  acknowledging  the  deficiency 
that  the  Medical  Society  of  the  State  of  New  York  did  not 
offer  a definition  for  consideration.  Is  this  true  and,  if  so, 
why  wasn’t  there  a definition  offered  and  why  not  included 
in  our  program? 

A.  (Mr.  Conway)  That  is  not  true.  Dr.  Cahill  is  most 
knowledgable  in  this  area,  but  obviously,  he  either  forgot, 
I cannot  say  what  he  said,  but  in  A 8363  and  S.6435,  there 
is  an  express  definition  of  malpractice  which  was  a statute 
codification.  Let  me  explain  this  if  I may.  This  was  a 
codification  of  a rule.  Now  medical  malpractice  in  the  law 
is  defined  as  the  failure  to  exercise  reasonable  care  in  the 
area  of  negligence.  That  is  common  law  definition.  The 
problem  has  been,  not  with  an  elaborate  definition,  but 
with  the  practical  implementation  of  the  definition.  The 
jury  is  asked  to  decide  in  the  charge  clearly  did  Dr.  Jones 
exercise  reasonable  care  or  did  he  fail  to  exercise  reasonable 
care  insofar  as  the  law  states  and  the  statute  states.  Now, 
the  problem  has  been  that  definition  is  a great  definition 
in  theory,  but  the  problem  has  been  that  the  juries  cannot 
implement  this.  Juries  are  asked  to,  or  the  system  asks  the 
jury  to,  do  something  they  are  incapable  of  doing.  It  is  easy 
for  me  to  decide  if  you  drove  your  car  with  reasonable  care 
and  if  Dr.  Way  maintained  his  sidewalk  with  reasonable 
care.  But,  we,  as  laymen,  are  asked  under  the  old  law, 
whether  Dr.  Way  acted  reasonably  in  a highly  technical 
area  for  which  he  has  been  trained  for  many  years.  What 
we  now  have  in  the  law  with  respect  to  informed  consent 
in  the  negligence  concept  is  the  requirement  that  the 
plaintiff  prove  the  lack  of  informed  consent  as  a proximate 
cause  of  the  injury.  And  secondly,  in  connection  with  the 
difficulty  of  the  implementation  of  the  definition,  we  now 
have  expert  panel  findings  being  admissible  and,  hopefully, 
the  jury,  with  the  benefit  of  that  finding  given  to  it,  will  be 
able  to  make  the  differentiation  they  cannot  make  now. 
But,  you  can  put  in  the  law  any  definition  of  medical  mal- 
practice you  want  or  feel  that  you  must  have,  it  does  not 
solve  the  problem  of  implementation. 

Q.  You  made  a statement  that  the  Commissioner  of 
Insurance  will  pass  on  the  amount  of  the  rates  of  insurance 
and  thus  keep  the  rates  down.  But,  the  question  arises, 
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why  is  it  not  noted  that  it  will  not  cost  a physician  who  gets 
a wrong  award  any  money?  A law  passed  the  rates  will  be 
kept  down.  Doesn’t  the  law  say  that? 

A.  (Mr.  Conway)  The  law  charges  the  Superintendent 
of  Insurance  with  making  a determination  on  rates. 

Q.  Now,  regarding  the  State  Insurance  Fund,  it  does  not 
say  in  this  law,  as  I previously  understood,  that  there  would 
be  a $3,000  cost  to  any  doctor  who  lost  a case.  Other 
statements  have  been  made  that  there  would  be  a per  cent 
basis  of  the  total  of  that  doctor’s  fee.  Would  not  that  raise 
fees  and  costs? 

A.  (Mr.  Conway)  There  is  no  coinsurance  setup.  It 
is  optional  and  if  you  want  coinsurance,  you  can  get  it.  Mr. 
Greene  and  Mr.  Fager  will  address  themselves  to  this. 

Q.  The  first  question,  I have  two,  is  in  regard  to  the 
constitutionality  of  the  maximum  award  schedule.  As  I 
understand  it  and  I have  asked  for  an  explanation  of  it  from 
a number  of  attorneys  and  yourself,  and  I understand  that 
this  law  goes  back  to  the  first  Constitution  in  1886  or  1887, 
the  State  Legislature  can  pass  such  a law  and  have  it 
challenged  in  the  courts,  but  it  is  an  ambiguous  statement 
and  the  constitutionality  of  it  is  not  clear.  The  second 
question  is  this,  if  the  Governor’s  package  is  not  accepted 
and  if  we  do  not  accept  the  vehicle  we  may  have  offered  to 
us  and  if  we  choose  to  practice  only  emergency  medicine, 
will  there  now  be  a modified  Good  Samaritan  Law  so  we 
may  do  so? 

A.  (Mr.  Conway)  To  answer  your  first  question,  there 
is  absolutely  no  question  that  the  Constitution  of  the  State 
of  New  York  preserves  the  right  to  a jury  trial  in  this  field, 
a part  of  the  negligence  field.  The  right  to  a jury  trial  in- 
volves two  facets:  the  right  of  the  jury  to  determine 

whether,  in  fact,  you  are  responsible  and  what  the  amount 
of  your  responsibility  is.  And  the  Legislature  cannot, 
without  constitutional  amendment,  impose  a ceiling  on 
that.  It  is  unconstitutional.  With  respect  to  the  second 
question  which  involves  the  question  of  the  Good  Samar- 
itan Law  being  extended  to  protect  doctors  wanting  to 
render  emergency  treatment,  you  are  asking  me  a question 
of  what  other  people  might  do  and  what  the  Legislature 
might  be  willing  to  do  and  might  depend  on  their  assess- 
ment of  the  justifications  involved  in  the  cessation  of  ser- 
vices. Now  the  prospective  you  have  to  set  that  against, 
you  are  now  going  to  be  asking  the  Governor  and  the  Leg- 
islature to  give  you  immunity  because  you  have  been  asked 
to  pay  10%  or  15%  more  for  insurance  premiums  as  opposed 
to,  well  look  at  the  California  300%  to  400%  increase  and 
the  Legislature  hasn’t  seen  fit  to  do  it  out  there  for  them. 
I think  the  Governor’s  response  to  the  delivery  of  only 
emergency  services  can  be  pretty  well  prognosticated  when 
that  service  is  curtailed  on  the  basis  of  being  asked  to  pay 
a 10%  to  15%  increase  and  to  justify  it  in  front  of  the  Gov- 
ernor would  be  a most  formidable  task.  You  asked  what 
the  Governor  will  do.  He  is  going  to  ask  if  there  is  justifi- 
cation when  we  can  have  a vehicle  available  on  July  1 . Is 
having  a 100%  cessation  of  services  defensible.  Therefore 
we  have  the  hope  of  the  cooperation  of  the  Governor  in 
delivering  emergency  treatment.  That  is  the  situation. 

Q.  Mr.  Conway  has  discussed  the  problems  of  the  tort 
changes  and  I know  he  went  over  briefly  the  changes  that 
we  did  not  get.  It  seems  that  the  basis  of  the  entire  argu- 
ment and  the  concern  of  the  people  outside,  and  I think 
those  inside,  are  whether  the  tort  changes  are  sufficiently 
significant  to  allow  for  reasonable  insurance  cost?  We 
have  discussed  at  length  this  problem  and  you  bring  up  the 
definition  of  malpractice  as  negligence  which  is  what  we 


would  like  to  see.  Maybe  a jury  can  tell  what  bad  results 
are  and  what  malpractice  is  or  negligence,  but  a definition 
that  cannot  define  anything  is  not  really  a definition.  The 
next  step  since  the  need  for  the  changes  expressed  by  the 
majority  of  people  feeling  we  have  stopped  and  compro- 
mised a little  short  of  our  goals,  such  as  limitation  of 
awards,  which  does  not  seem  unreasonable  since  it  is  in 
Workmen’s  Compensation,  and  does  not  violate  the  con- 
stitution, is  to  seek  limitation  on  contingency  fees.  This 
has  been  accepted  in  other  states  and  is  something  the 
lawyers  can  address  themselves  to;  this  has  been  mentioned 
by  other  outside  sources  as  something  that  would  lower  the 
exposure.  My  question  is  if  the  res  ipsa  loquitur  is  not  a 
great  concern  because  they  never  use  it,  why  did  they  not 
want  to  take  it  out? 

A.  (Mr.  Conway)  You  ask  about  why  ceilings  can  be 
put  on  the  Workmen’s  Compensation  Law  without  con- 
stitutional violation.  The  answer  is  the  people  of  the  State 
of  New  York  amended  the  Constitution  of  the  State  of  New 
York  through  the  process  by  which  amendments  to  the 
Constitution  can  be  carried  out.  We  have  gone  into  this 
previously.  The  Workmen’s  Compensation  Law  is  con- 
stitutional in  this  State  only  because  a constitutional 
amendment  was  passed.  That  is  number  one.  With  re- 
spect to  the  res  ipsa  loquitur,  believe  me,  it  is  the  least 
important  from  our  standpoint.  It  is  the  least  important 
in  terms  of  the  number  of  cases  involved  with  it,  around  5%, 
and  secondly,  res  ipsa  loquitur  cases  are  the  cases  in  which 
proof  is  easy  to  make  and  therefore,  believe  me,  the  lawyers 
do  not  really  care  about  the  res  ipsa  loquitur  as  much  as 
they  care  for  collateral  source  and  reduction  in  the  waiting 
period  on  the  limitation  on  foreign  bodies. 

Q.  In  relation  to  the  panels  being  unanimous  on  the 
question  of  liability  and  nonliability,  we  have  a certain 
percentage  with  the  mediation  panels,  what  is  the  per  cent 
of  unanimity?  That  is  the  first  question.  The  second 
question,  if  it  is  so  important  to  have  expert  witnesses  in 
the  area  of  informed  consent,  why  is  there  a need  for  expert 
witnesses  in  regard  to  liability  and  nonliability  in  negli- 
gence? And  the  third  question,  how  is  it  possible  to  get  the 
lawyers  to  do  something  about  a complaint  against  a law- 
yer. The  Nassau  County  Medical  Society  has  had  written 
three  letters  to  the  bar  associations  of  various  counties  and 
we  still  have,  after  six  months,  not  received  one  letter  in 
answer  to  a question  of  a complaint? 

A.  (Mr.  Conway)  I think,  in  our  own  independent  ac- 
tion in  initiat  ing  a complaint,  we  can  do  that  just  as  a doctor 
cannot  complain  only  about  a physician.  We  can  bring  up 
the  ethical  considerations  and  judiciary,  I think  what  I was 
reaching  for  was  the  other  aspect  of  enlightenment.  Re- 
garding the  experience  in  unanimity,  Mr.  Fager  can  prob- 
ably give  you  a better  answer. 

Q.  In  discussing  collateral  source  of  payments,  you  seem 
to  have  overlooked  something  that  appears  in  the  bill  which 
states  that  the  collateral  source  of  payment  may  be  intro- 
duced except  in  those  benefits  provided  under  Title  XVIII 
of  the  Social  Security  Act  and,  since  all  those  benefits  are 
available  to  the  entire  population  over  65  under  Medicare 
and  in  addition  to  those  people  under  disability  Part  A and 
Part  B covers  hospital  costs  and  nursing  and  extended  care 
costs  and  Part  B represents  medical  or  physician  costs,  it 
seems  to  represent  an  extraordinarily  large  area  of  collat- 
eral payments  that  is  specifically  exempted  from  consid- 
eration in  this  section  of  the  bill.  I wonder  if  my  inter- 
pretation of  this  is  correct,  number  one  and,  if  so,  number 
two,  why  was  this  exempted? 
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A.  (Mr.  Conway)  Your  interpretation  is  correct.  How 
this  works  out  in  relation  to  the  number  of  malpractice 
cases  falling  under  Medicare,  I would  not  be  able  to  tell  you. 
Why  it  was  done,  basically  is  that  this  money,  if  it  is  re- 
covered from  a third-party  source,  is  reimbursable  to  the 
government.  We  are  trying  to  address  ourselves  here  to 
a plaintiff  getting  a windfall  by  collecting  disability  from 
the  insurance  company  and  putting  it  in  his  pocket  and  out 
of  work  ten  weeks  and  picking  up  $150  a week  from  the 
insurance  company  and  putting  it  in  his  pocket,  and  com- 
ing to  the  jury  and  saying  he  lost  a certain  amount  for  the 
period  and  getting  money  from  the  insurance  company  and 
then  he  gets  it  from  the  jury  and  puts  that  in  his  pocket  also 
and  this  is  not  the  case  in  Title  XVIII  when  it  is  restored 
to  the  government  and  therefore  does  not  get  a windfall. 

Q.  I cannot  understand,  can  you,  why  this  section  of  the 
law  protects  the  Federal  Government  rather  than  the  in- 
| surance  company  which  we  will  be  contributing  to. 

A.  (Mr.  Conway)  Under  Federal  law,  this  is  mandated 
\ and  there  is  nothing  the  New  York  State  Legislature  can 
do  about  it.  That  is  all  I can  say  about  it. 

Q.  In  March,  we  had  some  difficulty  in  finding  out  what 
i minimum  tort  changes  would  be  acceptable  for  the  Soci- 
I ety’s  insurance  fund  to  go.  Now  you,  as  a lawyer  being 
; asked  this  question,  do  you  feel  that  we  have  obtained  the 
■.  minimum  tort  changes  for  a successful  company? 

A.  (Mr.  Conway)  There  are  two  primary  problem 
areas — the  long  tail  and  expert  objectivity.  We  had  some 
[other  things  which  I enunciated  for  you  at  the  time  in- 
volving specific  abuses — the  Ad  Damnum  Clause;  there 
was  a lot  of  publicity  on  that  and  we  did  not  get  that,  but 
we  can  profit  through  another  way.  We  did  not  get  res 
ipsa  loquitur  and  in  the  bargaining  stage  we  dropped  it, 
since  it  represents  only  about  5%  of  the  cases;  the  contin- 
gency fee  is  being  worked  on  on  two  different  fronts;  and 
there  is  no  way  to  get  around  the  constitutional  problems 
at  this  time.  One  of  our  objectives  is  a definition  of  neg- 
ligence, and  it  is  important  to  know  why  we  want  this  def- 
inition— it  is  to  get  rid  of  the  contractual  aspect  and  to  get 
some  sort  of  differentiation  between  the  injury  being  a 
result  of  negligence  and  not  being  a result  of  negligence. 
We  have  succeeded  in  having  mediation  panel  findings 
available  to  the  jury.  In  my  judgment,  on  the  basis  of  this, 
we  have  succeeded  in  getting  meaningful  tort  changes. 

Q.  In  Indiana,  the  panel  consists  of  three  physicians  and 
lone  non  voting  lawyer  and  the  decision  does  not  have  to  be 
unanimous.  Here  there  is  one  judge,  who  is  a lawyer,  one 
ioctor,  and  one  lawyer  and  the  decision  has  to  be  unani- 

Inous.  Judge  Penny,  I think,  has  stated  that,  of  the  panels 
in  Kings  County,  only  5%  are  unanimous  and  therefore,  this 
mprovement  is  relatively  minute,  is  it  not?” 

Q.  You  have  just  explained  your  inability,  Mr.  Conway, 
o make  an  adequate  judgment  on  what  constitutes  mal- 
jractice  in  a particular  case.  How  do  you  defend  a panel 
;ystem  made  up  of  a physician,  judge,  and  lawyer  being 
isked  to  make  that  judgment?  Is  it  not  true  in  500  cases, 
he  first  ones  reviewed  by  the  mediation  panels,  in  only  one 
■ase  was  the  decision  unanimous  in  favor  of  the  defendent 
ihysician?  “Should  we  not  insist  on  a panel  of  expert 
ihysicians?”  “What  is  the  significance  or  difference  in  the 
‘ffect  as  to  whether  it  is  a unanimous  decision  by  the  me- 
liation  panel?  In  other  words,  wouldn’t  it  serve  the  pur- 
'ose  if  not  just  unanimous  findings  were  presented  to  the 
ury?  And,  the  last  one,  Is  it  not  true  that  the  existing 
aediation  panels  have  employed  the  lawyer  in  terms  of  the 
buddy  system”  and  cases  with  no  merit  have  been 


awarded  settlements,  less  than  the  court  trial,  to  com- 
pensate lawyers  for  their  trouble? 

A.  (Mr.  Conway)  Three  comments  on  this.  I am  ad- 
vised that  the  statistics  on  unanimity,  related  to  two  of  the 
questions,  are  grossly  inaccurate,  number  one.  And 
number  two,  I believe  Mr.  Fager  might  be  better  equipped, 

I am  a legislative  representative  and  I have  not  participated 
in  this  area.  I have  talked  to  some  lawyers  about  the  ad- 
missibility of  three  physicians  as  opposed  to  the  admissi- 
bility of  a disinterested  panel.  In  talking  this  over  with 
Charley  Kramer  or  Joe  Kellner,  in  my  judgment,  this  would 
completely  undercut  the  real  meaningful  nature  of  the 
admissibility  if  it  came  from  three  physicians.  The  idea 
is  to  get  something  that  the  jury  is  going  to  be  swayed  by 
and  there  is  no  point,  and  the  lawyer  would  be  foolish  to  go 
ahead  with  it,  if  nonliability  is  recommended  to  the  jury, 
which  is  really  incapable  of  making  a decision,  and  if  this 
is  made  by  a disinterested  judge  of  the  Supreme  Court  and 
a lawyer  and  a physician,  then  there  is  almost  no  way  he  can 
counteract  that.  On  the  other  hand,  if  Charley  Kramer  is 
practicing  in  Indiana  and  three  physicians  come  in  with 
their  recommendation,  think,  if  you  will,  what  a plaintiff  s 
attorney  can  do  with  the  objectivity  of  the  three  physicians. 
As  a practical  matter,  to  the  extent  that  we  obtain  una- 
nimity, we  have  linked  the  jury  trial  to  the  panel  because 
of  the  consistency  of  the  panel  in  not  being  a pure  physi- 
cians panel. 

Q.  Is  next  year  the  first  meaningful  date  for  the  intro- 
duction of  a constitutional  amendment  or  the  last  date  of 
the  current  legislature?  And  the  second  question, 

Q.  What  is  the  statute  of  limitations  for  say  replacement 
surgery  when  the  physician  asks  the  patient  to  return  an- 
nually for  exams,  does  the  last  date  of  treatment  apply? 

A.  (Mr.  Conway)  A constitutional  amendment  must 
go  through  three  steps.  It  must  be  voted  on  and  affirmed 
by  both  houses  of  two  successively  elected  legislatures  and 
then  go  to  the  people.  So  the  earliest  possible  date  is  1977. 
Whether  this  particular  legislature  acts  this  year  or  next 
year  has  a bearing  upon  the  earliest  possible  date  and 
whether  now  or  next  year  cannot  speed  up  the  ultimate 
passage  of  the  constitutional  amendment.  The  intention 
of  the  bill  that  is  not  concerned  with  the  kind  of  treatment 
where  the  patient  is  a diabetic  and  requires  ongoing  regular 
treatment  as  opposed  to  continuous  treatment  which  has 
a through  date  and  is  not  as  stabilized,  but  the  statute  be- 
gins from  the  termination  of  the  initial  treatment.  The 
sustaining  treatment  going  on  for  the  rest  of  his  life  does 
not  perpetuate  the  statute  near  what  is  in  continuous 
treatment. 

Q.  How  can  you  say  this  law  is  a good  law  when  it 
creates  such  a monster  as  the  State  Fund? 

A.  (Mr.  Conway)  The  State  Insurance  Fund  is  not 
created  as  a first  step  in  the  insurance  vehicle  portion  of 
this  bill,  but  only  created  if  the  profession  does  not  prevent 
it  by  the  remedy  of  its  own  company,  in  my  judgment,  by 
opting  for  it  clearly.  The  State  Fund  becomes  activated 
should  the  other  vehicles  become  insolvent  or  declared 
unconstitutional. 

Q.  There  is  one  area  that  is  still  muddled  and  very 
fundamental.  You  alluded  to  the  fact  that  the  admissi- 
bility of  expertise  was  a major  breakthrough.  But,  in  the 
last  discussion,  it  seems  obvious  that  only  a unanimous 
agreement  between  the  judge,  lawyer,  and  doctor  in  the 
Stevens’  panel,  would  such  expertise  get  to  a jury?  How 
do  you  see  that  as  a breakthrough? 

A.  (Mr.  Conway)  Unanimity  requires  what  is  consid- 
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ered  to  be  gained  in  the  nonunity  arrangements  where  you 
would  have  presented  to  the  jury  some  expert  determina- 
tion of  liability  with  a possibility  it  might  be  a two  to  one 
vote  with  the  physician  in  the  minority,  that  is  the  lawyer 
and  judge  might  take  the  position  the  doctor  had  been  at 
fault.  We  discussed  it  at  great  length  and  the  Bar  Asso- 
ciation said  that,  if  it  was  not  unanimous,  perhaps  if  you 
could  persuade  him,  a lawyer  would  not  have  voted.  It  is 
a double-edged  sword.  In  unanimity,  the  physician  cannot 
be  outvoted  by  the  others  and  on  the  question  of  liability 
the  clear  case  comes  out  unanimous  and  statistics  bear  this 


out  that  in  the  clear  cases,  which  should  not  go  to  the  juries, 
they  will  not. 

The  differences  in  last  year’s  law,  the  panel  to  bring  in 
expertise  if  it  is  a highly  technical  field  and  the  right  to 
objectivity.  In  effect,  what  we  have  done  is  forced  the 
lawyers  to  try  the  case  before  the  panel.  They  are  not 
going  to  hold  back  because  an  adverse  recommendation  will 
be  going  to  the  jury  and,  in  view  of  the  fact  that  the  con- 
stitution says  you  have  to  have  a jury,  it  is  the  best  practical 
way  to  preserve  the  constitutional  requirement  and  still 
achieve  the  result  of  the  expertise. 
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MEDICAL  LIABILITY  INSURANCE  COMPANY 


. . . Speaker  Way  recognized  Donald  J.  Fager,  J.D.,  who 
addressed  the  House  as  follows: 


Members  of  the  House  of  Delegates,  I rise  to  speak  to  you 
about  the  Medical  Liability  Mutual  Insurance  Company 
and  to  say  that  this  can  be  a rare  and  particularly  historic 
opportunity  which  you  have  within  your  own  hands,  your 
own  insurance  vehicle.  The  Medical  Liability  Mutual 
Insurance  Company  is  on  the  verge  of  being  licensed. 
Close  to  nine  million  dollars  has  been  committed  by  more 
than  five  thousand  doctors  at  this  time.  The  Medical  Li- 
ability Mutual  Insurance  Company,  which  we  have  been 
working  on  and  organizing  for  these  many  months,  was 
devised  to  give  the  doctors  of  this  Society  and  this  State  a 
viable  alternative  to  a State  mandated  insurance  mecha- 
nism, whether  it  be  the  Joint  Underwriting  Association  or 
the  State  Insurance  Fund.  It  is  the  only  mechanism  which 
can  give  the  doctors  of  this  State  a choice. 

Someone  asked  earlier  whether  the  private  insurers  had 
come  forward  and  offered  to  write  this  insurance.  They 
have  not.  I told  you  on  April  27th  and  during  the  meeting 
in  March  that  they  would  not  and  that  they  would  look  at 
the  legislation  that  came  about  and  think  about  it  for  two 
or  three  years  perhaps.  The  superintendent  of  insurance 
must  make  a decision  as  to  whether  malpractice  insurance 
is  readily  available  in  the  voluntary  market.  The  only 
malpractice  insurance  for  physicians  in  the  voluntary 
market  is  your  mechanism.  If  you  say  that  you  do  not  want 
this  mechanism  to  provide  malpractice  insurance  in  this 
State  come  July  1,  then  you  doctors,  and  the  other  doctors 
who  have  indicated  by  both  their  contributions  and  the 
surging  thrust  by  word  of  mouth  and  by  letters,  will  have 
the  Joint  Underwriting  Association  for  an  insurance 
mechanism  whether  you  or  they  like  it  or  not.  That 
mechanism  has  already  told  us  in  writing  that  there  will 
have  to  be  a 100%  increase  over  the  present  rate.  I think 
it  would  be  nearer  70%  or  80%.  We  met  with  the  Insurance 
Department  and  tore  that  projection  apart.  That  is  what 
you  will  have  if  you  turn  the  mutual  company  down.  In 
addition,  you  will  have  to  add  20%  of  your  premium  as  a 
stabilization  fund  until  they  get  $50  million.  In  addition, 
if  you  want  to  preserve  the  right  to  say  whether  a case  can 
be  settled  or  not,  and  that  is  a vital  part  of  this  fight  con- 
cerning some  of  the  legislative  things  you  are  talking  about, 
the  Joint  Underwriting  Association  says  you  have  to  have 
deductible  or  coinsurance  features.  Now,  if  the  company 
is  not  formed  or  if  the  Joint  Underwriting  Association 
mechanism  falls  by  the  wayside,  then  you  will  have  the 
State  Insurance  Fund. 

The  State  Medical  Society’s  actuary,  who  is  an  expert, 
has  been  called  upon  by  many  states  splitting  with  the 
Argonaut  to  give  his  expertise.  He  has  calculated  all  those 
factors  and  he  says  that,  if  you  have  $30  million  of  surplus 
with  the  tort  changes  of  the  kind  that  have  been  accom- 
plished, you  need  a 10%  increase  over  the  present  rates. 
He  says,  if  your  surplus  is  between  $20  million  and  $30 
million,  you  need  a 15%  increase.  We  have  talked  to  these 
representatives  of  the  Department.  I am  not  going  to  get 
too  deeply  into  this,  since  Mr.  Greene  has  had  more  contact 
than  I have  recently  and  he  will  talk  about  that.  They  have 
at  all  times  indicated  that  in  their  judgment  and  opinion 
these  projections  were  within  reasonable  ranges. 


A month  ago  I told  you  that  I could  not  in  all  good  con- 
science recommend  the  implementation  at  that  time  of  the 
company  because  in  my  mind  I had  always  conditioned  it 
upon  some  type  of  meaningful  legislative  change.  Re- 
gardless of  the  action  you  have  taken,  I agree  that  this 
legislation  does  not  ultimately  solve  the  problem.  I do  feel, 
however,  that  changes  have  been  accomplished  and  that 
this,  together  with  all  your  hard  work  and  effort,  can  fly  and 
survive.  I ask  you  to  give  it  the  right  to  live,  to  provide 
insurance,  not  for  yourselves  alone,  but  for  those  doctors 
who  wish  to  he  covered  and  who  do  not  want  to  buy  a 
JUA  policy  or,  even  worse,  a State  Insurance  Fund  poli- 
cy. You  talk  about  other  states  and  their  status.  I 
know  of  no  other  state  confronting  this  historic  opportu- 
nity as  New  York  State  does  at  this  moment. 

We  have  had  cooperation  from  the  Insurance  Depart- 
ment, both  here  and  in  Albany,  and  this  has  given  us  the 
opportunity  to  do  this.  Somebody  came  up  to  me  earlier 
and,  I repeat  this  for  what  it  is  worth;  he  spoke  to  me  about 
the  lady  doctor  upstate  who  is  retired.  She  has  no  need  for 
malpractice  insurance,  but  thinks  this  is  the  best  thing  that 
has  happened  and  wants  to  know  where  to  send  her  check 
for  $1750  to  get  this  company  off  the  ground.  Thank  you. 

. . . Speaker  Way  recognized  Donald  C.  Greene,  J.D.,  who 
addressed  the  House  as  follows: 

Ladies  and  gentlemen,  you  are  tired.  I am  tired.  I will 
be  very  brief.  The  Insurance  Department,  in  the  next  Five 
or  ten  working  days,  must  decide  whether  this  company  is 
a viable  and  reasonable  private  enterprise  to  take  on  mal- 
practice liability.  If  it  does  not  decide  that  it  is  a signifi- 
cant company,  there  will  be  no  private  arrangements  and 
the  JUA  will  be  yours.  The  essence  of  the  ruling  concerns 
the  viability  of  the  company,  its  operation,  its  rates,  its  total 
strength,  its  capital  structure.  We  recommend  to  the 
Society  that  any  company  we  would  work  on  would  be 
designed  to  have  the  strongest  capitalization  required 
under  the  most  conservative  law — that  is  New  York  law. 
We  are  striving  for  a capitalization  equal  to  50%  of  the 
annual  premium.  No  other  major  casualty  insurance 
company,  in  New  York  or  anywhere  else,  is  writing  on  that 
ratio.  If  you  contribute  capital  to  the  company,  know 
again  that  your  capital  will  be  returned  to  you.  The  sig- 
nificance of  capital  is  more  than  a sign  of  wealth.  It  is  a 
sign  of  commitment  on  a broad  base  by  the  community  of 
physicians.  If  you  decide  to  make  the  contributions,  and 
we  have  wealth  and  a sign  of  commitment,  we  can  advocate 
the  company  in  the  strongest  possible  terms.  The  less  the 
capital,  the  less  the  commitment,  the  weaker  our  position 
as  your  advocate.  Thank  you. 

Questions  and  Answers 

Q.  Am  I correct  that  in  the  Joint  Underwriting  Asso- 
ciation’s program  there  is  a lag  time  for  submission  in  order 
to  get  further  approvals  on  specifics  on  policies  and  rates? 

A.  (Mr.  Greene)  There  is  bound  to  be  lag  time,  but 
once  the  problems  are  resolved,  it  may  be  retroactive  to  the 
initial  date  of  coverage  if  the  JUA  became  the  vehicle. 

Q.  Many  of  our  fulltime  faculty  members  are  submit- 
ting their  $1,750  because  of  their  concern  over  where 
they  stand.  Will  our  company  insure  hospitals  too  or 
just  individual  physicians?  And  we  now  have  a reduced 
rate  premium  because  many  of  us  have  limited  private 
practices.  Would  we  be  required  to  pay  the  full  rate? 

A.  (Mr.  Fager)  The  answer  to  number  one,  the  Board 
of  Directors,  from  the  start  of  the  company,  stated  that  it 
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would  be  open  to  hospitals.  We  have  had  many  discus- 
sions with  various  representatives  of  the  State  Hospital 
Association  and  others.  We  have  taken  the  position  that 
membership  by  the  hospitals  would  require  a contribution 
basically  in  the  same  ratio,  one  half  of  their  opening  pre- 
mium, and  they  have  not  yet  come  to  us  and  asked  for 
coverage.  This  apparently  is  a problem  that  is  being 
worked  on.  And,  number  two,  this  has  been  a continuing 
problem  of  the  State  Society  program  for  many  years  and 
Dr.  Mannix,  the  interim  president  of  the  company,  has 
taken  a position  that  in  the  early  stages  he  would  like  to 
have  a committee  named  to  go  into  the  full  exploration  of 
special  rates  offered  to  fulltime  physicians  for  their  outside 
hospital  activity.  That  will  be  explored. 

Q.  We  have  been  told  that  each  person  can  contribute 
only  $1,750  because  of  the  needed  number  of  votes.  Is  it 
now  true,  with  capitalization  as  a goal  you  now  seek,  and, 
if  larger  contributions  are  available,  would  they  now  be 
accepted? 

A.  (Mr.  Fager)  We  will  be  glad  to  accept  contributions 
at  any  time  or  place. 

Q.  Would  the  Superintendent  of  Insurance  approve 
a $10  million  company,  and  if  so  about  what  premium  can 
we  expect? 

A.  (Mr.  Greene)  You  are  asking  me  what  would  hap- 
pen if  we  submitted  a $10  million  company.  I do  not  know 
the  answer.  I will  give  you  my  opinion.  I think  he  will  not 
consider  the  company  to  be  viable  and  the  program  for  the 
physicians  and  hospitals  of  the  State  not  adequate  or 
actuarially  feasible.  Our  present  capitalization  is  $9  mil- 
lion. 

Q.  Several  questions.  One,  please  explain  why  we  do 
not  need  a contingency  fund  as  the  JUA  does;  and  please 
explain  the  tremendous  difference  between  the  rate  you 
charge  and  the  JUA;  and  third,  is  it  true  that  non-members 
can  get  insurance  with  the  company  even  without  fur- 
nishing the  $1750? 

A.  (Mr.  Fager)  This  company  is  open  to  all  physicians, 
but  all  physicians  have  to  make  a contribution  of  $1750  too 
in  order  to  obtain  a policy.  Your  first  question  concerning 
the  capitalization  goes  back  to  what  Don  said  about  at- 
tempting to  have  a surplus  in  ratio  to  written  premium  and 
the  best  position  is  to  have  $1  of  surplus  to  every  $2  of 
premium.  Your  second  question,  the  Joint  Underwriting 
Association  in  its  estimates  took  at  face  value  all  of  the 
figures  that  are  presently  available  to  actuaries  relating  to 
the  writing  of  proposed  liability  in  the  State  and  out- 
standing among  those  figures  is  that  the  carriers  no  longer 
are  proving  figures.  Mr.  Durkin  has  been  following  those 
figures  since  1963,  and  he  made  the  decision  to  discuss  the 
competitive  rates.  The  people  in  the  Insurance  Depart- 
ment agreed  with  him  that  there  is  an  element  in  the 
present  figures  of  both  the  stated  reserves,  by  the  actual 
admission  of  the  previous  carriers,  and  the  accelerated 
premiums  because  they  were  no  longer  under  risk;  and  that 
both  of  these  considerations  were  underplayed  and  reduced 
accordingly.  The  JUA  makes  no  such  judgment  and  the 
people  of  the  Insurance  Department  looked  at  it  and  the 
first  reaction  was  that  the  JUA  has  not  taken  into  consid- 
eration the  acceleration  and  the  strength  of  the  reserves. 

Q.  I would  like  to  follow  that  up  a little  further.  Why 
would  the  Commissioner  of  Insurance  prefer  the  rate  of 
15%  given  the  same  set  of  figures?  Why  approve  15%  from 
one  and  75%  from  another? 

A.  (Mr.  Fager)  Mr.  Greene  can  correct  me.  They  do 
not  presume  that  this  is  the  actual  and  exact  rate  that 


should  be  charged.  They  look  at  the  figures  and  say  that 
your  figure  is  in  a reasonable  range  under  all  the  circum- 
stances and  do  not  forget  that  our  expense  factor  is  sub- 
stantially less  than  the  Joint  Underwriting  Association’s 
can  ever  be.  The  total  expense  factor  in  our  program,  as 
predicted  by  the  accountants,  is  somewhere  between  6.5% 
and  7%.  Argonaut  had  11%.  The  Joint  Underwriting 
Association  is  talking  about  a 10%  ratio,  but  10%  of  $130 
million,  that  is  $130,000. 

Q.  If  we  do  not  institute  the  company  at  the  present 
time,  could  we  a year  from  now  institute  our  own  company? 

A.  (Mr.  Greene)  I must  answer  that  question  in  two 
parts.  Conceptually,  under  the  law,  you  could  a year  or  two 
years  or  three  years  from  now.  The  second  part  of  my 
answer  is  a practical  answer.  Would  you  and  could  you? 
And,  in  my  opinion,  you  would  not  and  could  not.  For  one 
thing,  you  would  be  disbanded  by  class  under  the  JUA 
and  some  of  you  might  go  with  others  in  the  business  if  that 
is  the  thing  you  want  to  do.  But,  if  you  are  in  a sequence 
of  renewal  or  the  arrangements  are  different  from  what  you 
have,  you  would  have  no  force  to  move  a company.  It  is  a 
major  undertaking. 

Q.  Initially,  the  JUA  was  going  to  be  a monopoly 
and  in  the  bill  I could  not  find  it  so  stated.  Also,  anoth- 
er brief  question,  is  there  anything  being  done  about 
discounts  to  be  made  to  young  physicians  just  starting 
out? 

A.  (Mr.  Fager)  Absolutely.  That  has  been  the  subject 
of  serious  discussion  before  the  Board  of  Directors  and  even 
further  discussions  for  the  first  time  about  whether  there 
might  be  something  done  on  the  $1750  contribution,  but 
this  was  not  decided  because  that  had  to  be  equal.  But, 
the  Board  of  Directors  has  made  it  clear  that  it  be  part  of 
the  philosophy  and  it  be  given  serious  consideration. 
Whether  it  be  by  discount  for  physicians  starting  out 
within  the  first  year  of  practice,  I don’t  quite  know  at  this 
time.  On  the  second  part  of  the  question,  you  are  right. 
The  JUA  as  presently  constituted  is  non-exclusive.  It 
would  not  be  if  triggered  by  the  mechanism  available.  As 
a practical  matter,  I agree  with  what  Mr.  Greene  just  said, 
it  probably  would  be  the  only  mechanism. 

Q.  I have  two  questions  to  ask  Mr.  Greene.  Is  our 
company  hoping  for  or  open  to  reinsurers? 

A.  (Mr.  Greene)  Yes.  If  anyone  is  willing  to  write  on 
reasonable  terms,  they  will  be  welcome.  The  Board  of 
Directors  has  given  instruction  to  find,  if  possible,  a group 
of  insurance  intermediaries  who  might  be  responsive  to 
reinsurance  on  the  American  and  foreign  markets  to  find 
support  and  so  far,  no  one  has  come  out  of  the  woods. 

Q.  In  view  of  the  action  of  the  House  of  Delegates 
today,  would  it  be  possible  to  vote  in  favor  of  the  insurance 
company  provided  there  are  additional  changes  in  the  tort 
legislation  offered  to  us? 

A.  (Mr.  Greene)  First,  I am  not  your  parliamentarian 
I do  not  know  the  answer  with  respect  to  how  you  bring 
your  votes.  Second,  we  as  a law  firm  were  under  instruc- 
tions to  do  all  that  is  possible  to  have  the  company  poised 
and  ready  to  activate  at  the  pulling  of  the  trigger  and  part 
of  it  is  getting  it  ready  to  answer  these  questions  and  in- 
stalled with  a spirit  to  build  capital  to  do  all  we  can  to  get 
a license  and  stand  ready  to  issue  policies  on  the  signal. 

Q.  Mr.  Greene,  another  aspect  as  to  a certain  date 
deadline  when  the  Superintendent  of  Insurance  will  say 
that  the  private  sector  cannot  meet  the  need  and  activate 
the  JUA,  but  is  there  a different  deadline  where  he  can 
say,  “I  doubt  if  this  can  be  fulfilled?” 
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A.  (Mr.  Greene)  Thank  you  for  the  clarification.  The 
question  is  not  only  the  time  crunch.  The  days  are  running 
and  July  1 is  technically  the  failsafe  date,  hut  you  cannot 
really  carry  this  out  on  July  1 because  it  is  such  a momen- 
tous implementation  to  be  undertaken.  I think  a realistic 
date  for  yes  or  no,  stop  or  go,  is  June  15th. 

Q.  At  our  last  House  of  Delegates  meeting,  Mr.  Durkin 
alluded  to  the  fact  that  the  trend  indicates  an  increase  in 
malpractice  premiums  of  20%,  year  to  year.  I wonder  if 
Mr.  Greene  or  Mr.  Fager  can  address  himself  to  the  aspects 
of  Mr.  Durkin’s  report  and  what  has  been  stated  or  sub- 
mitted to  the  Commissioner  of  Insurance  for  approval  and 
how  this  relates  to  the  question  of  the  tort  changes  now  in 
effect.  That  is  number  one.  And  the  second  question, 
there  is  presently  a climate  which  seems  to  feel  that  our 
company,  if  it  is  approved,  is  capable  of  having  a reas- 
sessment on  an  ongoing  basis  similar  to  what  is  in  the  bill 
n the  event  the  JUA  falls  under  25  million  dollars. 

A.  (Mr.  Greene)  The  second  one  is  easier.  We  rec- 
immended  and  agreed  to  work  for  the  Society  as  our  client 
with  the  understanding  that  the  company  would  be  a 
ion-assessable  mutual  insurance  company  and  be  non- 
I irokerage.  There  were  reasons  for  this  being  the  support 
i or  the  best  use  of  the  money  in  a non  assessable  type  and 
won’t  go  into  all  the  ramifications,  but  what  is  at  stake  is 
hat  you  do  not  have  additional  liability  beyond  your 
l ,'ontribution  of  capital  and  the  premium  you  have  to  pay. 

n other  words,  you  are  not  liable  for  the  debts  of  the 
i company.  I have  circulated  a letter  on  this  very  point.  I 
lm  sorry  to  say  that  someone  in  my  profession  disagrees 
• vith  me  but  I am  absolutely  certain  he  is  wrong. 

Now  the  first  question.  Mr.  Durkin  in  his  statement  to 
he  Department,  the  Board  of  Directors  and  to  the  House 
>f  Delegates  in  March  made  the  following  point:  he  took 
ill  the  factors  into  account,  by  all  the  means  available  to 
he  actuary,  and  projected  an  annual  trend  of  20%  in  pre- 
nium  and  the  Insurance  Department  agrees  with  him.  I 
im  sure  this  will  be  official  next  week.  He  then  said  that 
he  true  value  of  the  tort  changes  is  not  what  it  will  do  for 
I ou  today,  but  what  it  would  do  to  curtail  this  terrible  trend 
n years  to  come.  It  was  his  view  that  the  great  value  of  the 
, ort  changes  would  be  in  stopping  the  growth  of  this  curve, 
le  did  not  project  what  it  would  be  or  would  not  be  in  every 
ear.  He  made  his  projections  for  1975  and  1976. 

Q.  What  would  be  the  relationship  of  the  Professional 
Jedical  Liability  Insurance  and  Defense  Board  of  the 
Itate  Society  to  the  three  vehicles? 

A.  (Mr.  Greene)  As  far  as  I know,  and  this  is  only 
onjecture,  the  Board  will  be  available  to  review  cases  and 
; ssist  the  company  owned  by  the  physicians. 

A.  (Mr.  Fager)  The  only  commitment  is  to  the  Med- 
. :al  Liability  Mutual  Insurance  Company.  I cannot  be- 
eve  either  of  the  organizations  mandated  by  the  State,  the 
UA  or  the  State  Insurance  Fund,  is  going  to  ask  for  or 
’ork  with  or  accept  the  opinion  of  our  Professional  Medical 
iability  Insurance  and  Defense  Board.  There  is  no  bur- 
en  on  them  to  consult  with  the  Medical  Society’s  Board. 
Q.  I have  a simple  question  of  Mr.  Fager.  Mr.  Durkin 
r the  firm  that  employs  him  was  one  of  our  experts  when 
e went  into  the  Argonaut  a year  ago.  Was  he  one  of  those 
dvising  us  to  take  the  Argonaut  contract? 

A.  (Mr.  Fager)  He  did  not  give  advice  with  respect  to 
ie  contract.  He  expressed  his  actuarial  opinion  with  re- 
ject to  the  rate  and  he  qualified  it  by  saying  that  this  is 
decision  that  obviously  has  to  be  made,  not  so  far  as  the 
ite  structure,  but  as  far  as  availability,  because  he  well 


knew  that  nothing  else  was  available.  When  Argonaut 
proposed  an  increase  of  197.6%,  Mr.  Durkin  said  that  there 
was  no  justification  whatsoever  in  our  experience  for  any 
figure  of  that  kind,  and  he  expressed  the  opinion  that  the 
present  rate  you  are  now  paying  was  adequate  or  slightly 
more  than  adequate  for  a commercial  insurance  carrier. 

Q.  In  the  first  part  of  this  agenda,  we  passed  a decision 
of  the  House  of  Delegates  indicating  that  the  law  as  cur- 
rently written  is  insufficient.  In  light  of  that,  would  it  not 
be  inconsistent  of  us  to  float  our  own  company?  That  is 
question  one,  and  question  number  two,  prior  to  making 
the  decision  on  the  floating  of  the  company  or  getting  it 
going,  could  we  expect  to  have  some  commitment  by  the 
Superintendent  of  Insurance  that  he  would  put  a number 
on  what  the  outside  premium  was  going  to  be  to  help  us  in 
our  decision?  And  three,  to  bring  I)r.  Emerson’s  thoughts 
into  this  because  it  is  a valuable  one  now,  do  you  think,  if 
we  took  Dr.  Emerson’s  suggestion  about  voluntary  arbi- 
tration making  it  a phase  of  our  own  company  and  so  in- 
suring our  own  company’s  chances  of  survival,  we  could, 
until  that  occurred  get  the  Governor  to  accept  a freeze  as 
has  been  done  in  California? 

A.  (Dr.  Emerson)  We  are  going  to  have  to  face  the 
press  and  a lot  of  doctors  who  are  not  here  and  are  going  to 
have  to  face  the  hospitals.  I will  tell  you,  if  you  knock  out 
this  insurance  company,  you  are  going  to  have  nothing  to 
stand  on.  You  are  going  to  have  to  get  up  $10  million  in 
the  next  few  weeks  or  you  are  in  trouble.  Now,  I spoke 
before  about  voluntary  contractual  arbitration.  We  can 
get  it  going  only  if  you  have  your  own  company.  If  you 
have  your  own  company,  you  can  sit  down  and  negotiate 
with  a few  of  the  Blues  and  the  insurance  companies  and 
get  them  to  agree  to  it.  There  are  a lot  of  benefits  involved 
in  the  insurance  company.  W’ithout  it,  you  are  just  whis- 
tling in  the  dark.  The  only  way  we  can  get  voluntary 
contractual  binding  arbitration  is  to  float  your  own  in- 
surance company.  You  ought  to  stop  all  this  stone- 
throwing and  get  your  people  to  send  in  their  $1750  and  you 
will  float  the  thing.  You  have  two  weeks  and,  if  you  are 
going  to  sit  and  talk  and  debate  and  have  a wait  and  see 
attitude,  you  are  going  to  lose  out  and  then  you  are  going 
to  say,  “Why  doesn’t  the  Medical  Society  do  something 
about  it.”  We  have  this  opportunity  now.  I urge  you  to 
do  it  this  afternoon. 

Q.  Would  it  enhance  our  company’s  chances  to  survive 
if  we  get  the  Governor,  until  we  accomplish  Dr.  Emerson’s 
idea,  to  put  in  a freeze? 

A.  (Mr.  Greene)  Your  question  had  three  parts,  if  I 
remember  correctly,  it  has  somewhat  diminished.  No,  it 
will  not  be  inconsistent  to  have  the  company  and  point  out 
that  the  law  is  inadequate.  Those  involved  with  mal- 
practice have  been  pointing  this  out  for  20  or  25  years.  The 
second,  would  arbitration  support  your  company?  Yes. 
It  is  something  affirmative  and  intelligent  and  looked  upon 
as  support  for  the  future.  Then,  you  asked  if  the  governor 
will  freeze  the  premium  rates.  I don’t  know  whether  he 
will  or  not.  I can  give  you  my  opinion,  based  on  the  reading 
of  the  vital  signs  and  that  is  no. 

Q.  In  light  of  the  shortened  statute  of  limitations  to  2y4 
years  plus  the  shortening  of  infancy  totaling  ten  years,  has 
a claims-made  type  premium  policy  been  considered? 

A.  (Mr.  Greene)  Claims-made  versus  the  occurrence 
form  has  been  debated  over  and  over  again.  To  answer 
your  question  on  the  ten  year  limitation  on  the  statute,  this 
does  not,  in  my  view,  change  the  deficiencies  which  you 
operate  under  with  respect  to  claims-made  policies. 
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75  M-l,  Recently  Enacted  Malpractice  Insurance  Leg- 
islation, Inadequate 
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Rules  under  which  House  to  operate 
Speaker,  Remarks 
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More  and  more  physicians  are  interested  in  up- 
dating their  medical  skills  and  knowledge  in  the 
nterest  of  better  patient  care.  And,  an  ever-in- 
sreasing  number  of  state  medical  associations, 
specialty  societies,  and  other  medical  groups 
are  stipulating  continuing  medical  education  as  a 
membership  requirement. 

n response  to  these  developments,  the  AMA 
aas  greatly  expanded  its  C.M.E.  programs. 

The  nine  regional  meetings,  multidisciplinary 
n approach,  are  of  interest  to  a variety  of  med- 
cal  specialists  and  physicians  in  primary  care. 
Scheduled  on  weekends,  they  make  it  easier  and 
more  convenient  for  you  to  continue  your  educa- 

Iion.  Then  there  are  the  two  AMA  conventions. 
The  Annual  alone  features  53  postgraduate 
courses,  41  3-hour  symposia,  the  new  tele- 
bourses  and  many,  many  other  features  in  con- 
■ inuing  education. 


The  AMA’s  Physician's  Recognition  Award  ful 
fills  C.M.E.  requirements  of  many  organiza 
tions,  state  laws  and  individual  physicians. 

REGIONAL  C.M.E.  MEETINGS 


Jan.  17,  18 

Tulsa,  Okla. 

Feb.  28,  29 

Denver,  Colo. 

March  17-20 

Lexington,  Ky. 

April  3,  4 

Indianapolis,  Ind. 

April  3,  4 

Detroit,  Mich. 

May  9 

Dallas,  Tex. 

Sept.  4,  5 

Jackson  Hole,  Wyo 

Sept.  11,12 

Milwaukee,  Wis. 

Sept.  10-12 

Portsmouth,  N.H. 

125th  ANNUAL  CONVENTION 

June  26-30  Dallas,  Tex. 


XII  courses  at  regionals  and  conventions  are  ac-  30th  CLINICAL  CONVENTION 

:redited  on  a hour-for-hour  basis  in  Category  I.  Dec.  4-7  Philadelphia,  Pa. 


For  more  information  about  meetings,  courses,  accommodations, 
tuition  fees,  etc.,  write  for  a free  course  catalogue. 


Council  on  Scientific  Assembly 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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surgeon  performs  is  one  factor  in  determining  the  chance 
of  a lawsuit. 

BENJAMIN  ESTERMAN,  M.D.  F.A.C.S. 

1300  Cornaga  Avenue 
Far  Rockaway,  L.I.,  N.  Y.  1 1691 

Patriotic  eyes 

To  the  Editor:  Seeing  children  in  my  allergy  practice 
and  with  the  bicentennial  year  in  the  back  of  my  mind,  I 
thought  this  syndrome  appropriate:  “Patriotic  Eyes” — 
red,  white,  and  blue.  Patriotic  eyes  are  readily  identified 
by  the  red  conjunctiva,  white  sclera,  and  blue  circles  under 
the  eyes. 

This  represents  a common  enough  allergic  condition, 
allergic  shiners.  The  discussion  of  this  syndrome1  follows: 
"dark  puffy  bags  beneath  the  child's  eyes  are  caused  bv  the 
swelling  reaction  to  an  allergen,  which  obstructs  drainage 
of  the  area  ...  . These  dark  circles  don’t  develop  over- 

night, for  it  takes  about  a year  for  this  sign  of  allergic  rhi- 
nitis to  make  its  appearance.  They  are  usually  more  no- 
ticeable in  the  morning  and  oddly  enough  during  the  win- 
ter.” Allergic  shiners  are  also  mentioned.2 

CLAUDE  A.  FRAZIER,  M.D. 

Doctors  Park — Bldg.  4 
Asheville,  N.C.  28801 

1 Frazier,  C.  A.:  Parents’  Guide  to  Allergy  in  Children,  Garden 
City,  New  York,  Doubledav  & Company,  Inc.,  1973. 

2 Idem:  Coping  with  Food  Allergy,  New  York,  N.Y.,  Quad- 
rangle-N.Y.  Times  Book  Co.,  1974. 


Tubo-ovarian  actinomycosis 

To  the  Editor:  The  February,  1976,  issue  of  the  New  York 
State  Journal  of  Medicine  (Seligman,  P.  A.,  Plaut,  M.  E., 
Lippes,  J.,  and  Montes,  M.:  p.  278)  contained  an  article 
entitled,  “Tubo-Ovarian  Actinomycosis.”  Several  recent 
contributions  pertinent  to  this  topic  were  not  referred  to. 

The  authors  do  not  associate  the  infection  they  report 
with  the  previously  present  intrauterine  device.  There  are 
others  who  have  presented  case  studies  with  similar  in- 
fections and  believed  that  there  was  causal  relationship  to 
the  intrauterine  device.  Whatever  the  authors’  beliefs,  it 
would  seem  that  the  recent  literature  on  the  same  subject 
should  be  quoted  and  discussed. 

We  believe  that  there  is  an  association  between  intra- 


uterine devices  and  pelvic  actinomycosis  infection.  It 
would  be  of  interest  to  know  what  relationship  exists  be- 
tween cauterization  of  the  tubes  in  the  presence  of  acti- 
nomycosis or  other  infections  and  later  development  of  an 
abscess. 

MORTON  A.  SCHIFFER,  M.D. 

Director,  Department  of  Obstetrics  and  Gynecology 
The  Jewish  Hospital  and  Medical  Center  of  Brooklyn 

5.5.5  Prospect  Place 
Brooklyn,  N.Y.  11238 
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To  the  Editor:  Dr.  Schiffer’s  letter  suggests  that  a causal 
relationship  exists  between  an  intrauterine  contraceptive 
device  and  actinomycosis  in  the  patient  studied.  We  dis- 
cussed this  possible  association  in  our  report,  but  could  not 
prove  it.  All  the  articles  cited  by  Dr.  Schiffer  except  that 
of  Brenner  and  Gehring  appeared  after  our  manuscript  was 
accepted  for  publication. 

Associations  between  this  foreign  body  and  infections 
continue  to  appear.  Targum  and  Wright1  discuss  the 
subject  in  a retrospective  fashion,  and  Colin  and  Weiss- 
man2  present  an  intriguing  case  where  an  intrauterine 
contraceptive  device  served  as  a source  of  asymptomatic 
gonorrhea  that  resulted  in  disseminated  gonococcal  in- 
fection. 

MARTIN  E.  PLAUT,  M.D. 

MARIO  MONTES,  M.D. 

2316  Shadagee  Road 
Eden,  N.  Y.  14057  (DR.  MONTES) 
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Extensive  study  of  medical  malpractice 
claims  released  by  insurance 
industry  committee 


A severe  maldistribution  of  dollar  awards  in  medical 
malpractice  claim  settlements  exists  under  the  present 
tort  liability  system.  Many  injured  parties  are  being 
compensated  with  amounts  far  in  excess  of  their  re- 
ported economic  loss,  while  many  others  receive 


amounts  which  are  considerably  less  than  their  reported 
economic  loss. 

Of  those  injured  parties  who  do  receive  awards  or  set- 
tlements, 55  per  cent  receive  more  than  two  times  their 
reported  economic  loss  and  28  per  cent  receive  more 
than  five  times  their  reported  economic  loss.  Prelimi- 
nary findings  indicate  that  50  per  cent  of  the  parties  for 
which  medical  malpractice  claim  files  are  established  re- 

continued  on  page  812 
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Testing  in  Humans: 
Who,  Where  & When. 


le  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ss  and  safety  of  any  therapeutic  agent 
device  must  be  determined  through 
nical  research. 

But  now  the  practice  of  clinical  re- 
irch  is  under  appraisal  by  Congress,  the 
:ss  and  the  general  public.  Who  shall 
minister  it?  On  whom  are  the  products 
be  tested?  Under  what  circumstances? 
id  how  shall  results  be  evaluated  and 
lized? 

The  Pharmaceutical  Manufacturers 
sociation  represents  firms  that  are  sig- 
icantly  engaged  in  the  discovery  and 
/elopment  of  new  medicines,  medical 
dees  and  diagnostic  products.  Clinical 
earch  is  essential  to  their  efforts.  Con- 
uently,  PMA  formulated  positions 
ich  it  submitted  on  July  1 1 , 1975,  to 
Subcommittee  on  Health  of  the  Sen- 
Labor  and  Public  Welfare  Committee, 
ts  official  policy  recommendations, 
re  are  the  essentials  of  PMA  s current 
iking  in  this  vital  area. 

1.  PMA  supports  the  mandate  and 
>sion  of  the  National  Commission  tor 
Protection  of  Human  Subjects  of 
imedical  and  Behavioral  Research  and 
irs  to  establish  a special  committee 
iposed  of  experts  of  appropriate 
riplines  familiar  with  the  industry’s 
rarch  methodology  to  volunteer  its 
dee  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
ependent,  expert,  broadly  based  and 
resentative  panel  to  assess  the  current 
e of  drug  innovation  and  the  impact 
in  it  of  existing  laws,  regulations  and 
cedures. 

J.When  FDA  proposes  regulations, 
lould  prepare  and  publish  in  the  Fed- 
Register  a detailed  statement  assess- 
the  impact  of  those  regulations  on 
g and  device  innovation. 

4* PMA  proposes  that  an  appropri- 
y qualified  medical  organization  be 
luraged  to  undertake  a comprehen- 
study  of  the  optimum  roles  and 
•onsibilities  of  the  sponsor  and  physi- 
when  company-sponsored  clinical 
arch  is  performed  by  independent 
ical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

6.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7»PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers’  rights. 

10  .Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  for?nal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


continued  from  page  665 

centrilobular  necrosis  of  the  liver  associated  with  jaundice 
from  other  types  of  hepatogenous  jaundice  is  very  difficult, 
and  the  only  way  to  obtain  a secure  diagnosis  seems  to  be 
by  liver  biopsy. 

Vidne,  B.  A.,  Lajos,  T.  Z.,  Sayek,  I.,  Friedman,  I., 
Stoklosa,  J.,  Shenoy,  S.,  and  Culver,  G.:  Postperfusion 
lung  syndrome;  a misnomer?,  New  York  State  J.  Med. 
76:  684  (May)  1976. 

Postperfusion  lung  teyndrome-like  picture  appeared  in 
17, 12  per  cent,  of  142  open-heart  patients  analyzed  in  this 
study.  The  operations  performed  were  mainly  aortocor- 
onary bypass  grafts,  valve  replacements,  and  ventricular 
aneurysmectomy.  All  the  125  patients  who  did  not  de- 
velop the  syndrome  were  used  as  controls.  Six  of  the  17 
patients,  35  per  cent,  who  developed  the  acute  respiratory 
syndrome  had  been  in  overt  congestive  heart  failure  during 
the  preoperative  period.  In  the  control  group,  12  patients, 
9 per  cent,  had  congestive  heart  failure  prior  to  operation. 
Three  episodes  of  shock,  28  per  cent,  were  observed  in  the 
study  group  immediately  after  surgery.  The  cardiac  out- 
put was  low  in  11  out  of  14  studies,  there  was  high  arterio- 
venous oxygen  difference  in  15,  and  there  was  a central 
venous  pressure  higher  than  12  cm.  of  water  in  all.  Nine 
patients  out  of  the  17  patients  with  the  acute  respiratory 
syndrome  died  between  three  to  ten  days  after  surgery. 
Left  ventricular  failure,  determined  by  the  low  cardiac 
output,  low  blood  pressure,  high  central  venous  pressure, 
and  high  arteriovenous  oxygen  difference,  was  the  only 
common  factor  found  in  most  of  our  patients  with  the  acute 
respiratory  syndrome.  These  results  led  us  to  consider 
that  the  left  ventricular  failure  would  be  the  triggering 
mechanism  for  the  development  of  postperfusion  lung 
syndrome-like  picture. 

Spalter,  J.,  Jackson,  M.,  and  Matz,  R.:  Bacteria  in 
medications;  growth  during  emergency  resuscitation,  New 
York  State  J.  Med.  76:  693  (May)  1976. 

The  ability  of  calcium  gluconate,  isoproterenol,  sodium 
bicarbonate,  and  atropine  sulfate  to  sustain  the  growth  of 
Staphylococcus  aureus,  Pseudomonas  aeruginosa,  and 
Klebsiella  pneumoniae  was  investigated.  These  organisms 


are  commonly  associated  with  nosocomial  infections,  and 
these  drugs  are  frequently  used  in  cardiopulmonary  re- 
suscitation. The  growth  pattern  observed  depended  on 
both  the  organism  and  the  medication.  When  these 
medications  are  prepared  in  advance  of  use  and  allowed  to 
stand,  accidental  contamination  may  place  the  recipient 
of  the  medication  at  risk  of  infection. 

Frost,  E.  A.,  Hsu,  C.  Y.,  and  Sadowsky,  D.:  Acupuncture 
therapy;  comparative  values  in  acute  and  chronic  pain, 
New  York  State  J.  Med.  76:  695  (May)  1976. 

One  hundred  and  sixty-two  patients  divided  into  seven 
groups  were  studied.  The  effectiveness  of  acupuncture  as 
an  analgesic  modality  was  compared  in  62  patients  with 
acute  pain  problems  with  100  patients  with  chronic  pain 
syndromes.  Twelve  patients  with  bilateral  similar  den- 
toalveolar  disease  requiring  surgical  intervention  com- 
prised the  initial  group.  Adequate  analgesia  to  carry  out 
the  necessary  extractions  was  achieved  in  only  1 patient. 
No  correlation  was  found  with  hypnotizability.  In  the 
second  group  of  50  patients  with  acute  postoperative  pain, 
we  were  able  to  achieve  only  an  average  of  30  per  cent  pain 
relief  by  needling;  in  44  of  the  subjects  we  were  obliged  to 
resort  to  conventional  narcotic  therapy.  The  remaining 
100  patients  had  chronic  pain  problems  and  were  divided 
into  five  groups  according  to  the  site  of  pain.  Pain  relief 
after  an  average  of  three  treatments  and  extending  for 
approximately  three  months  was  estimated  at  about  80  per 
cent  in  the  headache  group  and  at  about  70  per  cent  in  the 
other  groups.  Acupuncture  therapy  would  appear  to  have 
limited  application  in  the  treatment  of  acute  pain  in  our 
patient  population.  However,  in  selected  patients  with 
longstanding  pain  syndromes,  it  has  proved  beneficial  over 
a significant  time  interval.  We  postulate  the  possible  ex- 
istence of  different  pathways  for  acute  and  chronic  pain. 

Rosefsky,  J.  B.,  and  Seliga,  B.  A.:  Community  hospital 
peer  review  disease  guidelines,  New  York  State  J.  Med. 
76:  701  (May)  1976. 

An  audit  system  for  pediatric  disease  peer  review  has 
been  designed  to  represent  local  pediatric  practice.  Par- 
ticular effort  was  taken  to  make  the  forms  easy  to  read  and 
computer  acceptable. 


Streptococcal  control  In  school  children: 
is  it  worthwhile? 

To  the  question  asked  in  the  title,  Brendan  P.  Phibbs, 
M.D.,  the  answer  is  yes.  Data  from  studies  in  Wyom- 
ing, Colorado,  Alaska,  and  many  Indian  tribes  in  Arizo- 
na demonstrate  that  organized  culturing  and  treatment 
programs  can  reduce  streptococcal  isolation  rates  and 
levels  of  infection  consistently,  and  emerging  data 
suggest  that  these  programs  are  effective  in  preventing 
rheumatic  fever.  Programs  are  justified  only  in  high- 
risk  populations  where  adequate  surveillance  measures 


can  be  instituted.  This  is  a report  on  a program  for  pre 
vention  and  treatment  of  rheumatic  fever  begun  in  i 
heavy  endemic  region  in  central  Wyoming  (Natrom 
County)  and  later  applied  through  21  of  the  23  counties 
in  the  state.  In  the  21  counties  with  a program  then 
was  1 case  of  rheumatic  fever  per  24,230  of  populatioi 
and  in  the  2 counties  without  programs  the  incidence 
was  1 per  6,250.  In  1970,  there  were  12  new  cases  o 
rheumatic  fever  among  7,800  Papago  Indians  in  Arizona 
In  1973  a control  program  was  started.  New  case 
dropped  from  6 in  that  year  to  0 in  1974.  Minnesot. 
Med.  58:  607  (Aug.)  1975 
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Famous  Fighters 


NEOSPORIN®  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 
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Each  gram  contains  Aerosporin'  brand  Polymyxin  B Sulfate  5.000  units;  zinc 
bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base); 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema  herpes,  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bactenal  infection 
Pjophylactically.  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 


neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 
neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML 
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Aintablian,  A.,  Hilsenrath,  J.,  Hamby,  R.  I.,  Samet, 
C.  M.,  Hartstein,  M.  L.,  e Wisoff,  B.  G.:  Endocarditis  in 
valvulas  prosthetic,  New  York  State  J.  Med.  76:  673 
(Maio)  1976. 

Inter  1971  e 1974,  234  patientes  habeva  reimplaciamento 
valvular  prosthetic.  Un  endocarditis  temprane  disvelopate 
in  3 patientes,  e un  endocarditis  tardive  in  19,  o sia  un 
proportion  de  1.9  pro  cento  al  anno.  Cinque  (5)  patientes 
con  reimplaciamento  valvular  facite  in  altere  institutiones 
es  etiam  includite.  Le  total  del  casos  esseva  22  patientes 
con  27  episodios  de  endocarditis.  Le  valvula  mitral  esseva 
infectate  in  10  patientes,  le  valvula  aortic  in  10,  e ambe 
valvula  in  2.  Le  mortalitate  esseva  50  pro  cento.  Le  ori- 
gine  del  endocarditis  temprane  esseva  un  infection  de  un 
ferita  thoracic  in  2 casos,  e un  infection  de  un  catheter  ur- 
inari  in  un  patiente.  Le  origine  del  endocarditis  tardive 
esseva  le  apparato  genitourinari  in  5 casos;  le  dentes,  in  3; 
le  vias  respiratori  superior,  in  2,  e un  caso  de  cata  morbo: 
ungue  incrustate  del  pede,  cauterisation  nasal,  cyste  pilo- 
nidal, fissura  annal,  e catheter  intravenose  contaminate. 
In  4 casos  non  esseva  possibile  trovar  le  origine  del  infec- 
tion. Del  19  casos  de  endocarditis  tardive,  8 esseva  debite 
a procedimentos  manipulative,  4 a therapia  antibiotic  in- 
adequate, e 4 non  esseva  tractate  con  antibioticos.  Sex  (6) 
patientes  meliorava  con  tractamento  medic  solmente. 
Cinque  (5)  de  10  patientes  aortic  disveloppava  un  escap- 
pamento  paravalvular,  e 4 requireva  le  reimplaciamento 
valvular.  Le  3 patientes  que  habeva  le  operation  durante 
le  shock  per  malfunctionamento  grave  del  valvula,  o que 
habeva  sepsis,  moreva.  Quatro  (4)  patientes  superviveva 
un  reimplaciamento  valvular  facite  de  emergentia,  mais 
un  moreva  un  anno  depost  per  endocarditis  recurrente.  Le 
frequentia  del  endocarditis  in  valvulas  prosthetic  es  sig- 
nificative. Es  imperative  le  cognoscentia  del  therapia 
anti-infectiose  prophylactic  tan  to  per  le  patiente  como  per 
le  medico.  Le  valvulas  infectate  debe  esser  reimplaciate 
quando  le  tractamento  medic  non  ha  essite  successosse,  o 
existe  signos  de  un  malfunctionamento  valvular  signifi- 
cative. 

Buhac,  I.  Agrawal,  A.  B.,  Park,  8.  K.,  Lomotan,  A., 
Lowen,  B.,  e Balint,  J.  A.:  Ictericia  e necrosis  centrolo- 
bulari  conectante  del  ficato,  in  le  insufficientia  circulatori, 
New  York  State  J.  Med.  76:  678  (Maio)  1976. 

In  material  post-mortem  procedente  de  2264  autopsias, 
le  necrosis  centrolobulari  hepatic  esseva  trovate  in  15.5  pro 
cento  del  casos;  in  30  pro  cento  de  iste  casos  esseva  trovate 
un  necrosis  centrolobulari  extensive  conectante  con  texito 
necrotic  inter  le  lobulos  adjacente,  e in  0.6  pro  cento  del 
casos  iste  necrosis  centrolobulari  conectante  esseva  rela- 
tionate  con  un  ictericia  evidente.  Pro  evalutar  le  fre- 
quentia del  relation  inter  le  ictericia  e le  necrosis  centro- 
lobulari conectante,  un  studio  ulterior  de  tal  casos  esseva 
facite  in  4227  de  autopsias  additional,  e un  incidentia  de 
0.8  pro  cento  esseva  trovate.  In  consequentia,  in  6491 
autopsias,  le  necrosis  centrolobulari  esseva  identificate 
como  le  causa  del  hyperbilirubinemia  clinic  (nivellos  de 
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bilirubina  inter  3 e 28.5  mg/100  ml)  in  48  casos,  o sia  0.7  pro 
cento.  Grados  minor  de  necrosis  centrolobular  hepatic  is 
frequente.  In  le  patientes  con  necrosis  centrolobulari  co- 
nectante, le  ictericia  clinicmente  evidente  es  presente  in 
16.6  pro  cento  del  casos.  Le  causa  plus  commun  del  ne- 
crosis centrolobulari  relationate  con  ictericia  esseva  le  in- 
sufficientia cardiac  congestive  secondari  al  arteriosclerosis 
cardie.  Le  differentiation  inter  le  necrosis  centrolobulari 
hepatic  e le  ictericia  de  altere  typos  de  ictericia  hepatogenic 
es  multo  difficile  e le  sol  maniera  de  establir  un  diagnose 
correcte  pare  esser  le  biopsia  del  ficato. 

Vidne,  B.  A.,  Lajos,  T.  Z.,  Sayek,  I.,  Friedman,  I., 
Stoklosa,  J.,  Shenoy,  S.,  e Culver,  G.:  Syndrome  pul- 
monari  post-perfusion;  un  nomine  improprio?,  New  York 
State  J.  Med.  76:  684  (Maio)  1976. 

Un  syndrome  del  typo  pulmonari  post-perfusion  que 
esseva  presentate  in  17  (12  pro  cento)  de  142  patientes  que 
habeva  chirurgia  de  corde  aperte  es  analysate  in  iste  studio. 
Le  operationes  facite  esseva  principalmente  graffos  anas- 
tomotic aorto-coronari,  replaciamento  valvulvulari  e 
aneurysmectomia  ventriculari.  Omne  125  patientes  que 
non  disveloppate  le  syndrome  esseva  usate  como  controlos. 
Sex  (6)  del  17  patientes  (35  pro  cento)  que  disveloppate  le 
syndrome  respiratori  acute  esseva  in  insufficientia  cardiac 
congestive  manifeste  durante  le  periodo  pre-operatori.  In 
le  gruppo  de  controlo,  12  patientes  (9  pro  cento)  habeva 
insufficientia  cardiac  congestive  ante  del  operation.  Tres 
episodios  de  shock  (28  pro  cento)  esseva  observate  in  le 
gruppo  studiate,  immediatemente  depost  le  chirurgia.  Le 
rendimento  cardiac  esseva  basse  in  11  del  14  patientes 
studiate;  habeva  un  elevate  differentia  in  le  oxygeno  art- 
erio-venose  in  15  patientes,  e un  elevation  del  pression 
venose  central  superior  a 12  cm  de  aqua  in  omne  casos. 
Nove  (9)  del  17  patientes  con  le  syndrome  respiratori  acute 
moreva  inter  3 a 10  dies  depost  le  chirurgia.  Le  insuffi- 
cientia ventricular  sinistre,  determinate  per  le  basse  ren- 
dimento cardiac,  le  hypotension,  le  elevation  del  pression 
venose  central  e un  differentia  elevate  del  oxygeno  art- 
erio-venose,  esseva  le  sol  factor  commun  trovate  in  le  ma- 
joria  de  nostre  patientes  con  le  syndrome  respiratori  acute. 
Iste  resultatos  conduce  nos  a considerar  que  le  insuffi- 
cientia ventricular  sinistre  esseva  le  mechanismo  desen- 
catenante  del  disveloppamento  del  syndrome  del  typo 
pulmonari  post-perfusion. 

Spalter,  J.,  Jackson,  M.,  e Matz,  R.:  Bacteria  in  medi- 
camentos;  multiplication  durante  le  resuscitation  de  em- 
ergentia, New  York  State  J.  Med.  76:  693  (Maio)  1976 

Le  capacitate  del  gluconato  de  calcio,  le  isoproterenol, 
le  bicarbonato  de  sodium  e le  sulfato  de  atropina  de  favo- 
recer  le  multiplication  del  Staphylococcus  aureus,  le 
Pseudomonas  aeruginosa  e le  Klebsiella  pneumoniae  ha 
essite  investigate.  Iste  microorganismos  es  communmente 
relationate  con  le  infectiones  nosocomial,  e le  medicam- 

continued  on  page  802 
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Month  in  Washington 


The  American  Medical  Association  has  supported 
President  Ford’s  decision  to  undertake  a mass  immuni- 
zation program  against  the  swine  influenza  virus. 

The  President  will  ask  Congress  for  $135  million  to  un- 
dertake the  program  in  an  attempt  to  stave  off  a possible 
epidemic  of  the  virus  this  coming  fall  and  winter. 

The  AMA  said  it  felt  the  President’s  decision  was  “ab- 
solutely correct.” 

Most  of  the  medical  community  seemed  to  agree  with  the 
Ford  decision,  though  many  pointed  out  it  was  a tough  one. 
“This  is  a most  difficult  decision,”  said  Albert  B.  Sabin, 
partner  in  the  development  of  the  polio  vaccines,  “It  has 
an  aspect  of — you’re  damned  if  you  do,  and  you’re  damned 
if  you  don’t.” 

AMA  leadership  is  scheduled  to  appear  before  both  the 
Senate  and  House  in  support  of  the  Ford  decision. 

The  AMA  statement  in  full: 

The  American  Medical  Association  supports  the  deci- 
sion of  President  Ford  to  undertake  a massive  national 
immunization  campaign  against  the  swine  influenza 
virus.  Under  the  circumstances,  we  believe  his  deci- 
sion is  absolutely  the  correct  one. 

The  AMA  stands  ready  to  assist  in  the  national  cam- 
paign in  any  way  possible,  including  organizing  the 
medical  profession  to  insure  that  every  person  who 
wants  to  be  vaccinated  will  be— regardless  of  ability  to 
pay. 

We  speak  for  the  medical  profession  in  committing 
the  doctors  of  this  nation  to  make  whatever  efforts  are 
necessary  to  vaccinate  the  entire  population.  It  will 
not  be  easy,  but  it  can  and  must  be  done. 

* * * 

A Federal-state  campaign  to  reduce  Medicaid  fraud  and 
abuse  has  been  launched  by  Health,  Education,  Welfare 
Secretary  David  Mathews. 

A team  of  Federal  and  state  Medicaid  examiners  will 
begin  its  work  in  Massachusetts  soon  at  the  invitation  of 
Gov.  Michael  Dukakis.  Another  team  will  begin  opera- 
tions in  June  in  Ohio  at  the  request  of  Gov.  James  Rhodes. 

HEW  said  it  plans  to  focus  the  joint  effort  on  states  with 
the  largest  Medicaid  programs.  With  reviews  in  at  least 
five  states  this  year. 

The  Federal-state  examiners  will  have  two  basic  objec- 
tives, Secretary  Mathews  said.  They  will  identify  fraud 
and  abuse  and  refer  specific  violations  for  possible  prose- 
cution. They  will  help  states  develop  efficient  program 
management  and  abuse  detection  systems. 

HEW  has  developed  a computerized  Medicaid  man- 
agement information  system  (MMIS)  to  aid  in  the  pro- 
cessing of  claims.  MMIS  will  alert  a state  if,  for  example, 
a patient  was  in  a hospital  the  same  day  a physician 
claimed  to  have  treated  him  at  home,  or  if  a pregnancy  test 
was  ordered  on  a male,  HEW  said. 

HEW  is  assembling  a Medicaid  fraud  and  abuse  unit  of 
108  people  in  the  Medical  Services  Administration,  and  a 
criminal  investigative  branch  of  74  investigators  which  will 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


report  directly  to  Under  Secretary  Marjorie  Lynch. 

HEW  said  it  will  coordinate  its  Medicaid  investigative 
efforts  with  the  Department  of  Justice  and  the  Internal 
Revenue  Service. 

Mathews  said  he  plans  to  invite  representatives  of  na- 
tional health  services  provider  organizations  to  Washington 
shortly  to  solicit  their  ideas  and  to  urge  them  to  undertake 
a self-policing  program  and  to  assist  the  states  in  identi- 
fying potentially  fraudulent  providers. 

“We  recognize  that  the  overwhelming  majority  of  health 
care  providers  are  ethical  and  professional,”  Mathews  said. 
“They  share  our  desire  to  bring  efficiency  to  Medicaid  in 
its  management  and  in  the  quality  of  health  care  it  offers. 
We  want  to  ferret  out  the  comparative  few  who  break  the 
law.  We  believe  the  health  professions  organizations  will 
give  us  their  enthusiastic  support  in  this  effort.” 

Heading  the  HEW  office  of  investigators  will  be  John  J. 
Walsh,  senior  investigator  for  the  Senate  permanent  sub- 
committee on  investigations  and  former  FBI  agent. 

* * * 

Major  changes  in  the  Medicare-Medicaid  programs  are 
called  for  in  proposed  legislation  introduced  by  Sen.  Her- 
man Talmadge  (D.,  Ga.).  The  proposal  would  establish 
incentives  for  physicians  to  accept  assignment;  restrict 
payment  methods  for  hospital-based  specialists;  mold 
Medicare,  Medicaid,  and  the  Bureau  of  Quality  Assurance 
into  a single  agency;  and  set  up  reimbursement  incentive 
programs  for  hospitals. 

Talmadge,  Chairman  of  the  Senate  Finance  Subcom- 
mittee on  Health,  said  in  a Senate  speech  “either  we  make 
Medicare  and  Medicaid  more  efficient  and  economical  or 
we  reduce  benefits.  We  have  just  too  many  worthwhile 
demands  on  the  limited  Federal  dollar  to  be  able  to  allocate 
increasingly  disproportionate  amounts  to  Medicare  and 
Medicaid.” 

Hearings  will  be  held  sometime  this  year,  Talmadge 
promised,  but  he  set  no  date.  He  stressed  that  the  pro- 
posals are  not  “frozen  in  concrete”  and  are  subject  to 
change  following  the  hearings  according  to  the  testimony 
received. 

The  influential  Senator  surprised  the  health  field  last 
year  when  he  made  a Senate  speech  outlining  the  ideas  fi- 
nally put  in  legislative  form  recently.  Many  of  the  rec- 
ommendations are  controversial,  especially  the  reorgani- 
zation of  the  health  activities  at  HEWT  that  are  bound  to 
be  opposed  by  the  administration  and  the  restrictions  on 
payment  of  hospital-based  specialists. 

Talmadge  describes  the  specialist  provision  as  follows: 
Under  the  legislation  specialists — such  as  certain  ra- 
diologists, pathologists,  and  anesthesiologists — would 
be  eligible  under  Medicare-Medicaid  for  fee-for-ser- 
vice,  or  other  reasonable  fixed  compensation  agreed 
upon  with  a hospital,  for  services  which  they  personal- 
ly render  or  which  are  provided  under  their  direct  per- 
sonal supervision.  For  their  administrative  and  gen- 
eral supervision  of  an  x-ray,  laboratory,  or  anesthesia 
department,  the  hospital  could  compensate  them  on  a 

continued  on  page  803 
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entos  mentionate  es  frequentemente  usate  pro  le  resusci- 
tation cardiopulmonari.  Le  typo  de  multiplication  de- 
pende  del  microorganismos  e del  drogas  usate.  Quando 
iste  medicamentos  es  preparate  anticipatamente  al  uso  e 
es  lesite  in  reposo,  le  contamination  accidental  pote  ex- 
poner  al  patiente  que  recipe  le  medication  al  risco  de  in- 
fection. 

Frost,  E.  A.,  Hsu,  C.  Y.,  e Sadowsky,  D.:  Therapia  con 
acupunctura;  valores  comparative  in  casos  de  dolor  acute 
e chronic.  New  York  State  J.  Med.  76:  695  (Maio)  1976. 

Un  total  de  162  patientes  dividite  in  7 gruppos  esseva 
studiate.  Le  efficatia  del  acupunctura  como  modalitate 
analgesic  esseva  comparate  in  62  patientes  con  dolor  acute 
e in  100  patientes  con  dolor  chronic.  Dece-duo  (12)  pa- 
tientes con  morbo  dento-alveolari  del  mesme  intensitate 
que  requireva  chirurgia  comprendeva  le  gruppo  initial.  Un 
analgesia  adequate  pro  facer  le  extractiones  dental  neces- 
sari  esseva  complite  in  un  sol  patiente.  No  correlation  con 
le  hypnotisabilitate  esseva  trovate.  In  50  patientes  con 
dolor  acute  post-operatori  del  secunde  gruppo,  solmente 
un  30  pro  cento  de  relievo  del  dolor  esseva  complite  con  le 
acupuncture;  in  44  patientes  habeva  que  recurrer  al 
therapia  narcotic  conventional.  Le  100  patientes  restante, 
con  dolor  chronic,  esseva  dividite  in  5 gruppos  de  accordo 
al  sito  del  dolor.  Le  relievo  del  dolor  depost  un  promedio 
de  3 tractamentos  con  acupuncture  e de  duration  approx- 
imate de  3 menses  esseva  calculate  in  circa  del  80  pro  cento 
del  patientes  del  gruppo  con  dolor  de  capita,  e in  circa  del 
70  pro  cento  in  le  altere  gruppos.  Le  therapia  con  acu- 
punctura pare  esser  de  applicabilitate  in  nostre  patientes 
con  dolor  acute.  Nonobstante,  in  patientes  seleccionate 
con  syndrome  dolorose  chronic  resultava  beneficiose  du- 
rante periodos  prolongate.  Nos  postula  le  existentia  de 
vias  nervose  differente  pro  le  dolor  acute  e le  chronic. 

Rosefsky,  J.  B.,  e Seliga,  B.  A.:  Vista  pediatric  del  guidas 
del  morbiditate  in  hospital  communitari,  New  York  State 
J.  Med.  76:  701  (Maio)  1976. 

Un  systema  de  auditoria  per  un  vista  pediatric  del 
morbiditate  in  pueros  ha  essite  designate  pro  representar 
le  practica  pediatric  local.  Un  particular  effortio  ha  essite 
prendite  pro  facer  le  formularios  facile  de  leger  e accepta- 
ble per  le  computator. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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basis  comparable  to  what  a salaried  radiologist,  pa- 
thologist, or  anesthesiologist  receives  for  comparable 
time  and  work.  No  percentage,  lease,  or  direct  billing 
arrangements  would  ordinarily  be  recognized  for  Med- 
icare or  Medicaid  reimbursement  purposes.  . . 
Physicians  who  choose  assignments,  to  be  called  Par- 
ticipating Physicians,  would  be  able  to  submit  simplified 
and  fewer  claims  and  receive  a $1  per  patient  bonus  for 
most  office  visit  charges.  Medicaid  would  have  to  pay  not 
less  than  80  per  cent  of  the  Medicare  reasonable  charge  for 
nonsurgical  care.  As  a means  of  encouraging  physicians 
to  move  into  physician  shortage  areas,  new  physicians 
could  establish  customary  charges  at  the  75th  percentile 
of  prevailing  charges  in  the  locality,  rather  than  the  present 
50  per  cent. 

A single  administration  for  health  care  financing  (CAPS) 
would  contain  the  present  Medicare,  Medicaid,  and  Bureau 
of  Quality  Assurance  Agencies  to  be  headed  by  an  assistant 
HEW  Secretary.  Within  this  Agency  a central  fraud  and 
abuse  unit  headed  by  an  inspector  general  would  monitor 
performance  and  violations  of  law. 

The  bill  would  abolish  the  Health  Insurance  Benefits 
Advisory  Council. 

A new  reimbursement  system  is  designed  to  reward 
hospitals  with  less  than  average  operating  costs  and  pe- 
nalize those  with  higher  costs. 

* * * 

James  Cowan,  M.D.,  has  resigned  as  Assistant  Secretary 
for  Defense  for  Health  and  Environment.  Among  those 
reported  under  consideration  as  Cowan’s  successor  is 
Malcolm  Todd,  M.D.,  immediate  Past  President  of  the 
American  Medical  Association.  Dr.  Cowan,  former  New 
Jersey  Commissioner  of  Health,  is  understood  to  be  con- 
templating an  entry  into  politics  in  his  home  state,  possibly 
running  for  the  GOP  nomination  for  the  Senate. 

♦ * * 

Now  passed  by  both  Houses  and  awaiting  conference, 
medical  devise  legislation  has  made  members  of  that  in- 
dustry predict  a bullish  future. 

The  legislation  will  add  $250,000  to  $700,000  in  costs  to 
products  requiring  premarket  approval.  The  hottest 
medical  device  will  continue  to  be  the  pacemaker.  Sales 
are  expected  to  increase  at  an  average  annual  compound 
rate  of  9 per  cent.  Another  big  item  is  the  cat  (CAPS) 
scanner.  Manufacturers  predict  3,000  placements  by  1980. 
The  use  of  renal  dialysis  is  expected  to  triple  by  1980. 
Catastrophic  or  comprehensive  national  health  insurance 
will  also  help  the  industry.  Makers  of  orthopedic  and 
surgical  appliances,  clinical  diagnostics,  medicinals,  and 
pharmaceuticals  all  expect  steady  growth.  Drug  com- 
panies predict  biggest  growth  in  antiarthritics  sales. 

The  legislation  provides  three  categories  for  devices — 
class  I,  general  controls;  class  II,  performance  standards; 
and  class  III,  premarket  approval,  the  general  controls  give 
FDA  authority  to  move  against  devices  that  are  mis- 
branded or  badly-made  and  require  their  registration  as 
if  they  were  drugs.  FDA  can  exempt  some  devices  from 
this  control,  such  as  custom  devices  not  intended  for  gen- 
eral sale. 

Class  II  devices  would  be  required  to  meet  certain 
manufacturing  standards. 

The  class  III  classification  involves  premarket  clearance 
for  new  products  and  essentially  the  same  type  of  clearance 
for  existing  products.  The  House  Commerce  Committee 
report  said  it  expected  that  intrauterine  devices  would  fall 
in  the  class  III  category. 


The  Senate  Labor  and  Public  Welfare  Committee  has 
approved  legislation  subjecting  clinical  laboratories  in  both 
intrastate  and  interstate  commerce  to  Federal  licensure 
and  standards  requirements. 

The  revision  of  the  Clinical  Laboratories  Improvement 
Act  (CLIA)  would  cover  labs  operating  only  within  one 
state  for  the  first  time,  and  give  HEW  a stronger  role  in 
supervising  the  nation’s  clinical  laboratories. 

Individual  physicians  who  perform  tests  solely  in  con- 
nection with  treatment  of  their  own  patients  could  be  ex- 
empted from  law’s  requirements  if  HEW  wished. 

The  measure,  expected  to  be  voted  soon  by  the  full 
Senate,  provides  leeway  for  continuation  of  existing  ac- 
creditation and  certification  programs  by  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  and  the  College  of 
American  Pathologists  (CAP).  AMA  and  the  CAP  had 
urged  Congress  to  allow  these  activities  to  continue. 

One  provision  adopted  by  the  Committee  would  require 
disclosure  of  fees  and  contractual  relationships  between 
labs  and  physicians  using  their  services. 

The  House  Commerce  Subcommittee  on  Health  is  slated 
to  start  hearings  soon  on  similar  legislation. 

* * * 

The  government’s  controversial  plan  to  limit  reim- 
bursement for  some  Medicare-Medicaid  drugs  to  the  lowest 
cost  available  is  slated  to  take  effect  soon  (April  26)  despite 
opposition  from  pharmaceutical  and  medical  groups  and 
questions  raised  by  lawmakers. 

HEW  Secretary  David  Mathews  said  the  disputed  pro- 
posal inaugurated  by  his  predecessor,  Caspar  Weinberger, 
will  be  implemented  on  schedule.  “W’e  will  never  find  out 
what  will  happen  until  we  do  it,”  Mathews  said  in  a letter 
to  G.  Joseph  Stetler,  President  of  the  Pharmaceutical 
Manufacturers  Association  (PMA). 

The  PMA  and  the  AMA  have  filed  suit  against  the  pro- 
posed Maximum  Allowable  Cost  (MAC)  regulations.  The 
AMA  contends  the  plan  violates  patients’  rights  to  seek  the 
best  medical  care  according  to  their  physicians’  best 
judgment  in  prescribing. 

Rep.  Daniel  Flood  (D.,  Pa.),  Chairman  of  the  House 
Appropriations  Subcommittee  on  Health,  recently  asked 
Mathews  “what’s  magic  about  now?  The  states  are  not 
ready;  why  can't  you  wait  to  prove  the  soundness  of  the 
program?” 

In  his  letter  to  Stetler,  Mathews  said  that  if  MAC  proves 
detrimental  to  drug  development  or  distribution,  “it  will 
be  changed  or  dropped.” 

Federal  administrative  costs  were  estimated  at  more 
than  $2  million  a year  by  Mathews.  States  will  have  to  pay 
an  initial  $3  million. 

* * * 

The  American  health  care  system  is  due  for  tight  gov- 
ernment control  because  costs  are  becoming  more  than  the 
economy  can  bear. 

This  was  the  grim  message  of  speaker  after  speaker  at 
a Washington,  D.C.  conference  on  the  economic  impact  of 
health  care  legislation.  The  meeting  was  sponsored  by 
Arthur  D.  Little,  Inc.,  a Cambridge,  Mass.,  consulting  and 
research  outfit. 

“The  cost  is  becoming  prohibitive,”  declared  Charles 
Edwards,  M.D.,  former  Assistant  HEW  Secretary  for 
Health.  “The  U.S.  health  care  system  is  headed  toward 
fundamental  changes  that  are  certain  to  occur  and  sooner 
than  most  expect.”  Dr.  Edwards  warned  he  predicted 
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Project  HOPE 

and  Catholic  Medical  Mission 
Board,  Inc.,  aid  Guatemala 

Project  HOPE,  the  international  medical  education 
organization,  airlifted  critically  needed  medical  supplies 
to  Guatemala  as  the  first  step  in  a long-range  recovery 
program  for  that  earthquake-ravaged  country. 

Nearly  a quarter  of  a million  dollars  worth  of  antibiot- 
ics, medication,  orthopedic  plaster,  dressing  and  banda- 
ges, and  vaccines  were  flown  to  Guatemala,  and  HOPE 
personnel  arrived  on  site  to  assess  the  needs  to  effect  a 
recovery  from  the  disaster. 

With  flights  to  Guatemala  City  on  February  7th  and 
10th,  the  Catholic  Medical  Mission  Board,  10  W.  17th 
St.,  New  York  City,  airlifted,  through  arrangements 
with  the  Catholic  Relief  Services,  33,000  pounds  of  med- 
ical supplies  and  nutritional  food  supplements  to  aid 
survivors  of  the  earthquakes  which  have  killed  an  esti- 
mated 17,000  Guatemalans,  injured  55,000  or  more,  and 
left  over  1,000,000  homeless.  Domestic  wholesale  value 
of  the  shipments  was  $135,000. 

One  shipment  was  made  in  conjunction  with  Friends 
of  Children,  Inc.,  Darien,  Conn.  A second  and  third 
shipment  were  flown  on  planes  chartered  by  Catholic 
Relief  Services,  the  aid  agency  of  the  United  States 
Bishops. 

The  CMMB  medicines  included  60,000  doses  of  teta- 
nus toxoid  vaccine,  4,400  doses  of  injectable  penicillin, 

96.000  penicillin  tablets,  180,000  tetracycline  capsules, 

400.000  aspirin  tablets,  1,000  disposable  glass  syringes, 

40.000  hypodermic  needles,  and,  approximately  3,000-32 
oz.  cans  of  Enfamil,  a ready-to-use  iron-fortified  baby 
food. 

Another  CMMB  shipment  was  prepared,  also  in  con- 
junction with  a CRS  airlift.  It  included  4,368-12  oz. 
cans  of  Sustacal,  a liquid  food  supplement,  21,700  chlor- 
amphenicol capsules,  analgesic  balms,  healing  salves, 
burn  ointments,  aspirin,  tetracycline,  gauze  bandages 
and  pads,  surgeon’s  gloves,  needles  and  germicidal  scrub 
soap,  adhesive  tape,  metal  splints,  antibiotic  syrup,  and 
water  disinfectant  packets. 

New  National  Advisory 
Council  on  Drug  Abuse 

HEW  Secretary  David  Mathews  announced  recently 
the  appointment  of  12  men  and  women  to  the  new  Na- 
tional Advisory  Council  on  Drug  Abuse. 

The  Council  is  a statutory  group  which  will  advise  the 
Secretary  on  the  programs  of  HEW’s  National  Institute 
on  Drug  Abuse  (NIDA).  The  first  meeting  was  held  on 
February  9 and  10,  1976,  at  the  National  Institute  on 
Drug  Abuse,  11400  Rockville  Pike,  Rockville,  Maryland. 

The  Council  is  chaired  by  the  Director  of  NIDA,  Rob- 
ert L.  DuPont,  M.D.,  who  explained  that  the  group  “will 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


advise  on  policy,  planning,  and  evaluation  of  the  Federal 
drug  abuse  effort  and  will  review  applications  for  Feder- 
al grants  in  the  areas  of  drug  abuse  research,  training, 
prevention,  demonstration,  and  community  services.” 

CMMB  directors  review 
last  year’s  showing 

Directors  of  the  Catholic  Medical  Mission  Board,  on  the 
occasion  of  their  annual  meeting,  March  5th,  at  the  Cath- 
olic Center,  New  York  City,  discussed  the  growing  demand 
for  medicines  and  medical  supplies  by  missionary  Fathers, 
Sisters,  and  Brothers  in  mission  lands. 

The  Directors  were  pleased  by  the  Board’s  1975  ship- 
ments of  1,073,152  pounds  of  medicines  and  supplies  to 
1,961  missions  in  56  overseas  countries — altogether  16,715 
units  valued  at  $5,003,843  on  the  U.S.  wholesale  market — 
and  its  total  of  77  physicians,  dentists,  nurses,  and  para- 
medical personnel  introduced  to  30  hospitals  and  dispen- 
saries in  16  mission  countries. 

Organizational  changes 
at  Memorial  Hospital 
and  promotions 

The  Neuropsychiatry  Service  of  the  Department  of 
Medicine,  under  Jerome  B.  Posner,  M.D.,  has  been  desig- 
nated a separate  department,  the  Department  of  Neurol- 
ogy. Dr.  Posner,  who  has  been  with  Memorial  Hospital 
since  1967,  has  been  named  department  chairman.  He  is 
also  a member  of  the  Sloan-Kettering  Institute  and  pro- 
fessor of  Neurology  at  Cornell  University  Medical  College. 

Robert  B.  Golbey,  M.D.,  has  been  named  chief  of  the 
Solid  Tumor  Service  of  the  Department  of  Medicine. 

Two  services  of  the  Department  of  Medicine,  the  Lym- 
phoma Service  and  the  Hematology  Service,  have  been 
combined  under  the  direction  of  Bayard  D.  Clarkson,  M.D. 

Dr.  Clarkson,  the  chief  of  the  new  service,  has  been  on 
the  staff  of  Memorial  Hospital  since  1959.  He  was  for- 
merly head  of  the  Hematology  Service.  Dr.  Clarkson  is 
also  a professor  of  medicine  at  Cornell  University  Medical  i 
College  and  a member  of  the  Sloan-Kettering  Institute. 

Robert  C.  Kurtz,  M.D.,  chief  resident  in  medicine  in 
1972-73,  has  joined  the  full-time  staff  of  the  Department  : 
of  Medicine  as  assistant  to  the  chairman  for  education  and 
member  of  the  Gastroenterology  Service. 

Physician  to  head  national  cardiology 
group  for  second  year 

Charles  Fisch,  M.D.,  Indianapolis,  Ind.,  will  serve  an 
unprecedented  second  year  as  President  of  the  American 
College  of  Cardiology  which  concluded  its  twenty-fifth 
Annual  Scientific  Session  in  New  Orleans.  Dr.  Fisch  is 
Distinguished  Professor  of  Medicine  at  the  University  of 
Indiana  School  of  Medicine  and  Director  of  the  Krannert 
Institute  of  Cardiology. 

continued  on  page  806  1 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 
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□ oxycodone,  the  principal  ingredient 
of  Percodan®  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Each  yellow,  scored  -ycodone  HCl  (Warning  /'TT' 

May  be  habit  forming).  0.38  mg.  oxycodone  tereohthalate  (Warning  May  ( || 
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"See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 


f RIPTION  Each  yellow,  scored  tablet  contains  4 50  mg  oxy- 
lie  HCl  (Warning  May  be  habit  forming),  0 38  mg  oxyco- 
1 terephthalate  (Warning  May  be  habit  forming),  224  mg. 
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I ATIONS  For  the  relief  of  moderate  to  moderately  severe  pain 
f RAINOICATIONS  Hypersensitivity  to  oxycodone  aspirin 
I cetin  or  caffeine. 

flNGS  Drug  Dependence  Oxycodone  can  produce  drug 
dence  of  the  morphine  type  and.  therefore  has  the  potential 
mg  abused  Psychic  dependence,  physical  dependence  and 
ance  may  develop  upon  repeated  administration  of 
ODANV  and  it  should  be  prescribed  and  administered  with 
ime  degree  of  caution  appropriate  to  the  use  ot  other  oral 
tic-contaimng  medications.  Like  other  narcotic-containing 
ations.  PERCODAN'  is  subject  to  the  Federal  Controlled 
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- in  ambulatory  patients  Oxycodone  may  impair  the  mental 
' physical  abilities  reguired  for  the  performance  of  potentially 
lous  tasks  such  as  driving  a car  or  operating  machinery  The 
4 using  PERCODAN ' should  be  cautioned  accordingly, 
iction  with  other  central  nervous  system  depressants 
Ins  receiving  other  narcotic  analgesics,  general  anesthetics, 
[ithiazines.  other  tranquilizers,  sedative-hypnotics  or  other 
(depressants  (including  alcohol)  concomitantly  with 
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D mefl  therapy  is  contemplated,  the  dose  of  one  or  both  agents 
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1 in  pregnancy  Sate  use  in  pregnancy  has  not  been  estab- 
relative  to  possible  adverse  effects  on  fetal  development, 
tore.  PERCODAN*  should  not  be  used  in  pregnant  women 
;.  in  the  iudgment  of  the  physician,  the  potential  benefits 
ugh  the  possible  hazards. 
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PRECAUTIONS  Head  injury  and  increased  intracranial  pressure 

The  respiratory  depressant  effects  of  narcotics  and  their  capacity 
to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exagger- 
ated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure  Furthermore,  nar- 
cotics produce  adverse  reactions  which  may  obscure  the  clinical 
course  of  patients  with  head  injuries 

Acute  abdominal  conditions  The  administration  ot  PERCODAN' 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions 
Special  risk  patients  PERCODAN’  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothyroid- 
ism. Addisons  disease,  and  prostatic  hypertrophy  or  urethral 
stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken 
in  excessive  amounts  for  a long  time 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse 
reactions  include  light-headedness,  dizziness,  sedation,  nausea 
and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation 
and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adiusted 
according  to  the  severity  of  the  pain  and  the  response  of  the 
patient.  It  may  be  occasionally  necessary  to  exceed  the  usual  dos- 
age recommended  below  in  cases  of  more  severe  pain  or  in  those 
patients  who  have  become  tolerant  to  the  analgesic  effect  of  nar- 
cotics PERCODAN’  is  given  orally.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERCODAN’  may  be  additive  with  that  of  other  CNS  depressants 
See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the 
uricosuric  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  PERCODAN*  is  characterized  by  respiratory 


depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume, 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  pro- 
gressing to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold  and 
clammy  skin  and  sometimes  bradycardia  and  hypotension  In 
severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and 
death  may  occur  The  ingestion  of  very  large  amounts  of 
PERCODAN*  may.  in  addition,  result  in  acute  salicylate  Intoxica- 
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Treatment  Primary  attention  should  be  given  to  the  re-establish- 
ment ot  adequate  respiratory  exchange  through  provision  ot  a pat- 
ent airway  and  the  institution  of  assisted  or  controlled  ventilation 
The  narcotic  antagonists  naloxone,  nalorphine  or  levallorphan  are 
specific  antidotes  against  respiratory  depression  which  may  result 
from  overdosage  or  unusual  sensitivity  to  narcotics,  including 
oxycodone  Therefore,  an  appropriate  dose  of  one  of  these  antag- 
onists should  he  administered  preferably  by  the  intravenous 
route,  simultaneously  with  efforts  at  respiratory  resuscitation. 
Since  the  duration  of  action  ot  oxycodone  may  exceed  that  of  the 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  of  the  antagonist  should  be  adminis- 
tered as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression 
Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive 
measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 
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New  governors  named 

The  American  College  of  Cardiology  (ACC),  a 6,900- 
member  organization  of  cardiovascular  scientists,  has 
named  23  of  its  Fellows  to  its  Board  of  Governors.  The 
new  governors  will  be  responsible  for  the  activities  of  the 
College  within  their  regions. 

Regional  governors  for  New  York  and  New  Jersey  are: 
Victor  Parsonnet,  M.D.,  Millburn,  New  Jersey,  and  Reda 
M.  Shaher,  M.D.,  Albany,  for  Upstate  New  York 

Intensive  care  pavilion  dedicated 

A $2  million  pavilion  containing  one  of  the  most  thor- 
oughly equipped  intensive  care  units  in  the  country  was 
dedicated  recently  at  the  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  N.Y. 

The  new  32-bed  unit  contains  a 12-bed  Intensive  Care 
Wing  with  a full  battery  of  computerized  monitoring  and 
life  support  systems  for  critically  ill  medical  and  surgical 
patients.  It  also  includes  a 20-bed  Progressive  Care  Wing 
for  patients  who  are  past  the  critical  stage,  but  still  require 
special  attention. 

New  publication 

The  third  edition  of  the  Mental  Health  Directory,  which 
provides  current  information  on  the  location  and  nature 
of  mental  health  services  throughout  the  Nation,  has  been 
published  by  HEW’s  National  Institute  of  Mental  Health. 

In  a Foreword  to  the  562-page  Mental  Health  Directory 
1975,  Bertram  S.  Brown,  M.D.,  Director  of  NIMH,  says 
that  the  new  Directory  should  facilitate  the  sharing  of 
program  and  research  information  among  treatment  in- 
stitutions, and  be  a valuable  reference  tool  for  mental 
health  workers  nationwide. 

The  Directory  lists  the  addresses  of  the  Regional  Alco- 
hol, Drug  Abuse,  and  Mental  Health  Administration  Of- 
fices of  DHEW,  and  the  State  Mental  Health  Authorities. 
Roughly  540  pages  are  devoted  to  detailed  listings  of  the 
mental  health  facilities  and  services  of  each  state  and  ter- 
ritory of  the  United  States. 

An  Appendix  to  the  Directory  lists  the  addresses  of 
voluntary  mental  health  associations,  self-help  organiza- 
tions for  mental  health,  and  mental  health  and  mental 
health-related  sources  in  the  Federal  Government.  Na- 
tional agencies  also  are  listed  by  special  problem  categories. 

Mental  Health  Directory  1975  may  be  purchased  at 
$6.50  per  copy  from  the  Superintendent  of  Documents, 
U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 
The  volume  is  GPO  Stock  No.  017-024-00489-8. 

Early  onset  of  oral  cancer  among  women 
attributed  to  alcohol,  tobacco  use 

A ten-year  study  at  Roswell  Park  Memorial  Institute, 
the  New  York  State  Department  of  Health’s  comprehen- 
sive cancer  cfenter  in  Buffalo,  shows  that  women  who  use 
alcohol  and  tobacco  may  develop  oral  cancer  as  much  as 
fifteen  years  earlier  than  women  who  abstain  from  these 
products. 

Irwin  Bross  Ph.D.,  director  of  the  institute’s  Biostatistics 
Department,  said  data  compiled  on  2,1 18  female  patients 
who  cooperated  in  the  study  between  1957  and  1966  clearly 
indicates  the  increased  risk  from  a combined  use  of  the  two 
products. 


Inventory  of  community 
mental  health  centers 

A recent  analysis  of  the  1973  inventory  of  Community 
Mental  Health  Centers  by  HEW’s  National  Institute  of 
Mental  Health,  covering  261  of  the  operating  centers  re- 
porting to  the  NIMH,  shows  that  the  highest  “addition 
rate”  on  an  age  basis  took  place  in  the  twenty-five  to 
forty-four-year  age  group,  with  the  rate  for  the  fifteen  to 
twenty-four-year  group  next  highest.  Additions  are  first 
time  patients  or  those  returning  to  the  center  after  dis- 
charge and  added  to  the  patient  rolls  during  a calendar 
year. 

These  are  among  findings  reported  in  Statistical  Note 
126  by  the  Survey  and  Reports  Branch,  Division  of  Bi- 
ometry and  Epidemiology  of  the  National  Institute  of 
Mental  Health. 

When  centers  in  metropolitan  and  nonmetropolitan 
areas  were  compared,  it  was  found  that  the  CMHCs  in 
metropolitan  (urban)  areas  had  considerably  higher  ad- 
dition rates  than  did  those  in  mixed  catchment  areas  or 
nonmetropolitan  areas  (rural,  small  town,  or  small  city). 

In  metropolitan  area  centers,  male  addition  rates  for 
both  whites  and  nonwhites  were  slightly  higher  than  cor- 
responding female  rates.  However,  for  centers  in  mixed 
or  nonmetropolitan  catchment  areas,  female  rates  were 
higher,  with  the  exception  of  nonwhites  in  nonmetropolitan 
areas,  where  the  male  rate  slightly  exceeded  the  female 
rate. 

Turning  to  income  status  as  a factor,  it  was  found  that 
the  overall  addition  rates  for  the  CMHCs  in  low  income 
areas  was  only  slightly  higher  than  that  for  the  high  income 
areas. 

Single  copies  of  Statistical  Note  126  can  be  obtainec 
without  charge  from  the  Division  of  Biometry  and  Epi 
demiology,  Room  18C-25,  National  Institute  of  Menta 
Health,  5600  Fishers  Lane,  Rockville,  Maryland  20852 
Handling  of  the  request  will  be  facilitated  if  a return  ad 
dress  label  is  enclosed. 

Three-year  development  grant 

Downstate  Medical  Center  (State  University  of  Nev 
York),  Brooklyn,  is  the  recipient  of  a three-year  develop 
ment  grant  of  $500,000  from  the  Commonwealth  Fund,  i 
private  foundation  concentrating  its  resources  in  the  fielc 
of  medicine.  The  money  will  be  used  principally  for  th< 
creation  of  a unit  in  cell  biology,  according  to  Dr.  Leonarc 
Laster,  dean  of  Downstate ’s  College  of  Medicine. 


Pending  legislation 

MEDICAL  STUDENTS — Required  Service 

A bill  pending  in  Mississippi  would  require  that  al 
medical  students  enrolling  in  the  University  of  Mississipp 
School  of  Medicine  enter  into  a contract  with  the  schoo 
agreeing  to  either  practice,  upon  becoming  a licensee 
physician,  within  the  state  “as  an  active  physician  for 
period  of  five  (5)  years,”  or  “elect  to  repay  one-half  (%)  th 
estimated  cost  to  the  state  of  his  medical  training,  the  tota 
cost  being  One  Hundred  Thousand  Dollars  ($100,000.00! 
This  cost  to  the  physician  of  Fifty  Thousand  Dollar 
($50,000.00)  shall  be  due  and  payable  on  demand,  witi 
interest  accruing  at  six  percent  (6%)  per  annum.”  (S.E 
2131) 

A bill  in  the  Massachusetts  legislature  (S.  441)  whic 

continued  on  page  80| 
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consider  the  effect  on 
coexisting  glaucoma  when 
you  prescribe  a vasodilator 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODILAN 

(ISOXSUPRINE  HCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadJiliTiMn 

© 1976  MEAD  JOHNSON  4 COMPANY  • EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54118 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  fo'lows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.-bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 
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would  require  a two-year  period  of  medical  service  in  areas 
of  need  by  all  graduates  of  the  University  of  Massachusetts 
School  of  Medicine  was  mentioned  in  the  2-16-76  issue  of 
Legislative  Roundup.  A bill  currently  pending  in  the 
Arizona  legislature  (S.B.  1411)  provides  that  a graduate 
of  a medical  school  located  in  that  state  would  not  be 
granted  a license  to  practice  medicine  “unless  such  appli- 
cant has  satisfactorily  completed  a 12-month  program  of 
public  service  ...”  A similar  bill,  pending  before  the  West 
Virginia  legislature  (S.B.  331),  would  require  that  appli- 
cants to  the  West  Virginia  University  School  of  Medicine 
agree  to  practice  medicine  in  that  state  for  four  years  or 
repay  a proportionate  share  of  their  educational  costs. 
Additional  pending  legislation  in  West  Virginia  (H.B. 
1108;  S.B.  191)  would  require  that  all  medical  students  in 
state-supported  schools  pay  the  “state  portion  of  direct 
instructional  cost  of  their  medical . . . education”  by  either 
signing  a loan  agreement  or  paying  such  costs  in  advance 
of  each  year  of  enrollment  in  such  school.  For  each  year 
of  service  in  a medical  shortage  area  following  graduation, 
one  fourth  of  the  total  loan  obligation  would  be  forgiven. 
Legislative  Roundup,  vol.  XVII,  LR  9,  Mar.  19, 1976,  p.  4. 

Here  and  there 

Appointments:  Abraham  Shulman,  M.D.,  as  acting  head 
of  the  Division  of  Otolaryngology  and  associate  professor 
of  clinical  surgery;  William  A.  Shucart,  M.D.,  as  professor 
and  chairman,  Department  of  Neurosurgery,  both  at 
Downstate  Medical  Center  . . . Yehudi  M.  Felman,  M.D., 
as  director,  Bureau  of  Venereal  Disease  Control  of  the  New 
York  City  Department  of  Health  . . . Yutaka  Kikkawa, 
M.D.,  as  professor  and  chairman,  Department  of  Pathol- 
ogy, at  New  York  Medical  College. 

Awarded:  Kathryn  B.  Horwitz,  Ph.D.,  on  March  10,  the 
fifth  annual  Wilson  S.  Stone  Award  for  “outstanding 
achievement  in  the  biomedical  sciences  accomplished  by 
a student  in  the  United  States  . . . Henry  G.  Kunkel,  M.D., 


Changes  in  medical  education 
documented  by  AMA 

A “quiet  revolution”  has  taken  place  in  American 
medical  education,  according  to  Max  H.  Parrott,  M.D., 
president  of  the  American  Medical  Association. 


the  Katharine  Berkan  Judd  Award  on  March  10.  A dis- 
tinguished biomedical  scientist  and  physician  at  The 
Rockefeller  University,  the  Judd  Award  is  presented  by  the 
Hospital’s  Board  of  Managers  for  the  great  advances 
toward  the  discovery  of  a cure  for  cancer  . . . Sheldon  J. 
Bleicher,  M.D.,  professor  of  medicine,  president  of  the  New 
York  Diabetes  Association;  Alfred  J.  Bollet,  M.D.,  professoj 
and  chairman,  Department  of  Medicine,  chairman-elecl 
of  the  Council  of  Academic  Societies;  John  P.  Craig,  M.D. 
professor  of  microbiology  and  immunology,  as  chairmar 
of  the  Scientific  Review  and  Technical  Advisory  Com- 
mittee of  the  Cholera  Research  Laboratory  at  Dacca 
Bangladesh,  as  chairman  of  the  Cholera  Panel  of  the  U.S.- 
Japan  Cooperative  Medical  Science  Program,  Nationa 
Institute  of  Allergy  and  Infectious  Diseases;  Erlin  Lear 
M.D.,  clinical  associate  professor  of  anesthesiology,  as 
president  of  the  New  York  State  Society  of  Anesthesiolo 
gists;  Julius  E.  Stolfi,  M.D.,  clinical  professor  of  medicine 
as  delegate  to  the  American  Medical  Association  from  th< 
Section  on  Internal  Medicine,  all  from  Downstate  Medica 
Center  . . . Harold  N.  Schwinger,  M.D.,  to  a three-year  tern 
on  the  Board  of  Chancellors  of  the  American  College  o 
Radiology  and  vice-chairman  of  the  Board  . . . John  T 
McCarthy,  M.D.,  as  president  of  the  New  York  State  So 
ciety  of  Dermatology,  all  from  Downstate  Medical  Cente 
at  Brooklyn. 

Citations:  Eight  New  York  physicians  cited  for  distin 
guished  achievements  by  being  named  Fellows  of  th 
American  College  of  Radiology  at  the  annual  meeting  ar< 
Leonard  J.  Bristol,  M.D.,  Saranac  Lake;  Milton  Dorfmai 
M.D.,  Rome;  Richard  D.  Gerle,  M.D.,  Tully;  Raymon 
Gramiak,  M.D.,  Rochester;  Stephen  A.  Kieffer,  M.D 
Syracuse;  Marvin  Rotman,  M.D.,  New  York;  Harry  I 
Stein,  M.D.,  Manhasset;  and  Judah  Zizmor,  M.D.,  Ne 
York. 

Promoted:  Marcel  Tuchman,  M.D.,  and  Harry  Taub 
M.D.,  to  professors  of  clinical  medicine,  New  York  Un 
versity  School  of  Medicine. 


Commenting  on  the  publication  of  the  75th  anni 
special  “education  number”  of  the  Journal  of  the  Amt 
ican  Medical  Association  (JAMA),  Parrott  said:  “T 
quiet  revolution  that  has  occurred  in  our  medical  edu< 

continued  on  page  l 
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If  your  angina  patient  * 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

J {ERYTHRITYL  TETRAN1TRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre 
quent  or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat 
ment  of  the  acute  attack  of  angina  pec 
tons,  since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
\ a tingling  sensation  [like  that  of  mtro- 
f glycerin)  may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
! membrane  If  objectionable  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewabie  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1.000 
Also  available:  Cardilate-  P brand 
; r Erythrityl  Tetranitrate  with  Phenobarbital* 
r [’Warning  may  be  habit-forming). 
f 1 Russek  HI  AM  J M Sc  239  478.  1960 

/Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


ro  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate  (eryth- 
rityl  tetranitrate)  in  48-patient 
study 1 Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewabie  tablets 

[10mg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available 


in 

VUI  | 

1 I A 

i 

ml*  v 

Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon  ...  also  helps  re- 
duce need  for  nitroglycerin. 


Medical  Meetings 


New  course  begun 


Convocation  on  immunology 


A new  course  at  New  York  University  Post-Graduate 
Medical  School  was  started  on  May  5 which  focuses  on 
common  problems  in  the  use  of  antibiotics  by  physicians, 
as  identified  by  the  recent,  widely  discussed  National 
Antibiotic  Therapy  Test.  The  course,  “Antibiotics  in 
Clinical  Medicine — Case  Studies,”  are  held  from  4:30  to 
7 p.m.,  on  Wednesdays  May  12,  19,  26,  and  June  3,  in  the 
Arnold  and  Marie  Schwartz  Lecture  Hall,  401  East  30th 
Street,  New  York  City. 

This  continuing  medical  education  offering  is  approved 
for  twelve  (12)  hours  credit  in  Category  I for  the  Physi- 
cians’s Recognition  Award  of  the  American  Medical  As- 
sociation. Additional  information  may  be  obtained  from 
the  Office  of  the  Associate  Dean,  New  York  University 
Post-Graduate  Medical  School,  550  First  Avenue,  New 
York,  N.Y.  10016  or  telephone  (212)  679-3200,  ext.  4033. 

Seventeenth  annual  meeting 

The  American  College  of  Nutrition  in  cosponsorship 
with  the  New  York  University  Post-Graduate  Medical 
School  will  hold  its  Seventeenth  Annual  Meeting  on  May 
29  at  the  University  of  Montreal,  Montreal,  Canada.  The 
subject  of  the  program  is  “Zinc  and  Copper  in  Clinical 
Medicine.” 

Following  the  A.C.N.  meeting,  on  May  30  and  June  1,  the 
Second  International  Symposium  on  Magnesium,  jointly 
sponsored  by  the  American  College  of  Nutrition  and  the 
Society  for  the  Development  of  Research  on  Magnesium, 
will  be  held  also  at  the  University  of  Montreal. 

Registration  and  program  information  can  be  obtained 
from  Seymour  L.  Halpern,  M.D.,  President,  American 
College  of  Nutrition,  146  Central  Park  West,  New  York, 
New  York  10023. 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 


Travelers’  diarrhea 

and  toxogenic  Escherichia  coli 

Studies  for  eighteen  days  of  a group  of  133  United 
States  students  after  arriving  in  Mexico  suggest  that  about 
70  per  cent  of  the  cases  of  travelers’  diarrhea  in  that 
country  are  associated  heat-labile  toxogenic  Flscherichia 
coli.  Diarrhea  rarely  began  before  the  fourth  day.  The 
mean  onset  was  1 3.0  days  after  arrival.  Symptoms  lasted 
an  average  of  3.4  days  but  persisted  in  21  per  cent.  Heat- 


The  Fifth  Annual  International  Convocation  on  Im- 
munology, sponsored  by  the  State  University  at  Buffalo’s 
Center  for  Immunology,  will  meet  June  7 to  10  at  the 
Holiday  Inn,  Grand  Island  (near  Buffalo). 

Additional  information  can  be  obtained  from  Marion 
Marionowsky,  Assistant  to  the  Dean,  School  of  Medicine, 
22  Diefendorf  Annex,  Buffalo,  New  York  14214;  telephone 
(716)  831-4911. 


ACCP  postgraduate  course 
“Environmental  Lung  Disease’ 


“Environmental  Lung  Disease”  will  be  the  topic  foi 
an  American  College  of  Chest  Physicians  postgraduat( 
course  to  be  held  in  New  York,  New  York.  Drs.  Alvin  S 
Teirstein  and  Irving  J.  Selikoff  are  course  directors  for  th< 
three-day  pulmonary  postgraduate  program  to  be  hek 
June  10-12,  1976,  at  Mount  Sinai  Medical  Center.  Tb 
Page  and  William  Black  Postgraduate  School  of  Medicin 
is  cosponsor  of  the  course. 

Please  direct  all  inquiries  to:  Dale  E.  Braddy,  M.S 
Director  of  Education,  American  College  of  Chest  Physi 
cians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068. 


W.  Franklin  Keim  memorial  seminar 


The  fourth  W.  Franklin  Keim  Memorial  Seminar  o 
“Pathology,  Surgery,  and  Problems  of  Head  and  Nec 
Tumors”  will  be  held  on  September  23,  24,  and  25  by  th 
New  Jersey  Medical  School  and  the  United  Hospita 
Medical  Center  (Newark  Eye  and  Ear  Infirmary). 

For  details  and  more  information,  please  contact  Dr.  I 
Han,  United  Hospitals  Medical  Center,  15  South  91 
Street,  Newark,  New  Jersey  07107  or  call  (201)  484-80( 
ext.  273. 


IIS 


die 


cell 


~ 


labile  enterotoxin-producing  Escherichia  coli  was  four 
in  the  stools  of  72  per  cent  of  the  sick  students  and 
per  cent  of  the  healthy  ones.  None  had  heat-lab 
Escherichia  coli  when  they  arrived.  The  incubation  p 
riod  was  about  twenty-four  to  forty-eight  hours.  T 
carrier  state  was  five  days  or  less  in  82  per  cent  of  t 
students  surveyed.  Entamoeba  histolytica  was  found 
6 per  cent  of  those  with  diarrhea,  but  not  salmonel 
shigella,  or  penetrating  Escherichia  coli.  Gorbach, 
I,.,  ct  al. : New  England  J.  Med.  292:  933  (May  1)  197.' 
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You  can  finance  your 
Medical  Liability  Insurance 
just  by  reaching 
for  your  telephone. 


Call  the  Loan  Phone 
at  Citibank. 


Faying  your  insurance  premiums  with 
Citibank's  Medical  Liability  Finance  Plan 
ijives  you  some  very  real  advantages: 

• Easy  monthly  payments  that  won't 
disrupt  your  cash  flow. 

• Low-cost  financing. 

• The  convenience  of  making 
oayments  by  mail. 

• Tax-deductible  interest  expense. 

And  we  made  it  easy  to  apply  for  our 

Medical  Liability  Finance  Plan.  Just  dial 
our  special  Loan  Phone  number  any 
ime  between  9 a.m.  and  9 p.m.  (except 
Rochester  and  Buffalo,  9 a.m.  to  6:30 
D.m.),  Monday  through  Friday  (except 
holidays),  and  ask  for  our  Medical 
Liability  Finance  Plan.  You  don't  have  to 
De  one  of  our  customers.  And  you  can 
:all  collect. 

7 

CITIBANK 

There’s  a hard  way  and  an  easy  way. 
Citibank  is  the  easy  way. 

MEMBER  ED.I.C. 


Just  talk  to  us  for  a matter  of  minutes. 
We'll  fill  out  the  forms,  do  all  the  paper- 
work. And  we'll  call  you  back  to  tell  you 
whether  your  loan  is  approved.  Usually 
within  24  hours.  Then,  all  you  do  is  stop 
off  at  the  branch  nearest  you,  sign  your 
name  and  pick  up  your  money.  Or,  if 
you  like,  you  can  handle  it  by  mail.  Just 
let  us  know.  It's  that  easy. 

Citibank  j 

Loan  Phone  j 

Just  check  for  the  number  nearest  you  and  call  collect. 

New  York  City  Area:  (212)  221-3333 

Buffalo  Area:  (716)  849-2444 
Rochester  Area:  (716)  262-5252 
Syracuse  Area:  (315)  476-2133 
Utica  Area:  (315)  797-5500 

Call  weekdays,  9 a.m.  to  9 p.m.  (except  Rochester 
and  Buffalo:  call  9 a.m.  to  6:30  p.m.). 

Ask  for  our  Medical  Liability  Finance  Plan. 
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ceive  no  award  or  settlement  under  the  present  tort  lia- 
bility system. 

These  are  among  the  findings  of  a survey  of  closed 
medical  malpractice  claims  which  has  produced  the 
most  extensive  information  of  its  kind  ever  compiled. 
The  survey,  which  comprises  information  from  10,000 
medical  malpractice  claims  closed  in  1974,  was  initiated 
by  an  All-Industry  Committee  on  Medical  Malpractice 
Insurance  and  was  funded  by  the  American  Insurance 
Association.  The  AIA,  which  contracted  with  Insurance 
Services  Office  to  conduct  the  study  and  produce  analy- 
ses of  the  data,  is  making  the  preliminary  survey  results 
available  to  interested  study  groups. 

The  report  was  presented  by  Committee  Chairman 
Lester  F.  Senger,  vice  president,  Aetna  Life  & Casualty, 
to  the  National  Association  of  Insurance  Commissioners 
early  in  December  and  is  now  being  reviewed  by  the  All- 
Industry  Committee. 

The  survey  indicates  that  in  cases  involving  large 
amounts  of  economic  loss,  compensation  received  in  the 
malpractice  settlement  averages  less  than  40  per  cent  of 
the  reported  economic  loss.  However,  in  cases  involving 
relatively  small  amounts  of  economic  loss,  compensation 
averages  much  greater  than  the  amount  of  economic  loss 
reported. 

In  cases  with  awards  or  settlements  of  more  than 
$100,000,  the  survey  results  show  that  on  average,  the 
award  amount  exceeds  reported  economic  loss  by  more 
than  $50,000. 

The  survey  results  were  compiled  and  analyzed  under 
the  direction  of  Philip  D.  Miller,  associate  actuary  of 
ISO.  He  indicated  that  the  survey  reflects  a broad 
countrywide  distribution  of  medical  malpractice  claims. 
Malpractice  incidents  were  reported  for  virtually  all 
types  of  health  care  providers  and  the  injured  parties  in- 
volved reflected  a broad  cross-section  of  the  health  care 
consumer  public. 

Mr.  Senger,  on  behalf  of  the  Industry  Committee, 
pointed  out  some  other  specific  highlights  of  the  survey: 

1.  The  average  medical  malpractice  claim  is  not 
reported  until  thirteen  months  after  the  incident.  It 
takes  an  additional  seventeen  months  for  the  average 
claim  to  reach  final  disposition,  making  the  total  time 
from  the  date  of  the  incident  to  the  date  of  settlement 
thirty  months.  Larger  claims  take  longer  periods  of 
time  to  close.  This  means  that  the  average  settle- 
ment dollar  is  awarded  substantially  later  than  thirty 
months  after  the  occurrence  of  the  incident. 

2.  While  58  per  cent  of  all  claims  go  to  suit,  only  7 
per  cent  of  all  claims  are  tried  to  verdict  and  80  per 
cent  of  those  tried  to  verdict  are  settled  in  favor  of  the 
defendant.  Substantial  amounts  of  expense  dollars 
are  associated  with  the  defense  of  claims  tried  to  ver- 
dict. The  average  court  award  in  those  cases  settled 
in  favor  of  the  plaintiffs  was  approximately  $45,000 
per  claim. 

3.  Highly  per  cent  of  all  incidents  occurred  in  hos- 
pital settings. 

4.  Three  quarters  of  the  reported  economic  loss  of 
alleged  malpractice  victims  arose  from  lost  income. 


5.  Awards  or  settlements  for  more  than  $100,000 
represent  2.5  per  cent  of  the  incidents,  yet  result  in 
more  than  50  per  cent  of  the  total  award  or  settlement 
dollars.  Awards  or  settlements  for  more  than  $50,000 
represent  5 per  cent  of  the  incidents,  yet  they  result  in 
two  thirds  of  the  total  award  or  settlement  dollars; 
awards  or  settlements  in  excess  of  $25,000  represent  8 
per  cent  of  the  incident,  yet  result  in  more  than  75  per 
cent  of  the  total  award  dollars. 

Mr.  Miller  emphasized  that  the  results  are  prelimi- 
nary and  cautioned  that  several  points  should  be  consid- 
erer  in  reviewing  tha  data.  He  noted  that  there  are  var- 
ious drawbacks  inherent  in  the  experience  reported 
under  a closed  claim  survey.  Principally,  he  said,  the 
experience  develops  from  claims  arising  over  various 
time  periods  and  from  different  geographic  location 
and  that  the  information  reflects  varying  medical,  in 
come,  and  tort  cost  levels  due  to  these  time  difference: 
and  to  geographic  influences.  These  influences  must  b( 
taken  into  account  before  any  definitive  cost  conclusion 
can  be  drawn,  he  said. 

The  objective  of  the  study  was  to  compile  a large  ex 
perience  base  of  medical  malpractice  claims  data  whicl 
would  be  useful  in  considering  legislative  alternatives  a: 
potential  solutions  to  the  medical  malpractice  crisis 
The  study  also  designed  to  provide  information  helpfu 
in  understanding  various  aspects  of  the  present  mal 
practice  situation. 

Eleven  major  malpractice  insurers  from  around  th 
country  responded  to  the  survey.  The  results  are  con 
tained  in  15  reports  comprising  58  separate  statistica 
exhibits.  Twenty-five  tables  of  information  on  variou 
aspects  of  malpractice  incidents  have  been  included  i 
an  analysis  of  the  preliminary  results. 

The  114-page  preliminary  report  gives  personal  dat 
(e.g.,  age,  sex,  marital  status)  relating  to  the  injure 
party,  information  on  the  types  of  health  care  providei 
involved  (e.g.,  hospital,  neurosurgeon,  pediatriciai 
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etc.),  amount  of  economic  loss  suffered  by  the  injure  ^ 
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party  and  the  associated  award  or  settlement,  as  well 
the  type  of  injury  incurred.  It  also  reports  the  extent  1 
which  each  case  progressed  through  the  legal  system  an 
whether  particular  allegations  were  made.  (For  exan 
pie,  misdiagnosis,  lack  of  informed  consent,  doctrine  < 
Res  Ipsa  Loquitur.) 

The  report  presents  factual  information  only.  It  doi 
not  reflect  any  conclusions  of  the  members  of  the  A1 
Industry  Committee,  nor  does  it  suggest  any  specific  a 
tions  to  be  taken.  Analysis  of  the  data  is  not  yet  cor  : 
plete  as  final  edits  and  necessary  technical  adjustmen 
are  still  being  made. 

Following  a detailed  analysis,  the  All-Industry  Cor 
mittee  will  issue  a final  report  on  the  survey,  with  a lis 
ing  of  its  conclusions.  The  Committee  is  composed 
representatives  from  insurance  companies  and  indust 
trade  associations. 

Companies  participating  in  the  survey  included  Aet 
Life  & Casualty,  Chubb  & Son,  Commercial  Unic 
Farmers  Insurance  Group,  The  Hartford  Group,  Me< 
cal  Protective,  Shelby  Mutual,  Signal/Imperial,  St.  Pf 
Fire  & Marine  Insurance  Cos.,  The  Travelers,  and  Un 
ed  States  Fidelity  & Guaranty  Co. 
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ealth  care  will  cost  $135  billion  next  year;  $600  for  every 
'•erson  in  the  country. 

Declaring  that  this  decade  for  physicians  could  be  called 
he  “showdown  seventies,”  Malcolm  C.  Todd,  M.D.,  im- 
nediate  Past  President  of  the  AMA  told  the  conference  of 
msiness  and  health  leaders  that  he  hoped  for  a “proper 
ccommodation”  between  the  medical  profession  and  the 
’ederal  government.  Unless  a pluralistic  system  is  re- 
ained,  Dr.  Todd  warned,  “federally  inspired  chaos”  could 
merge. 

“There  could  be  a vicious  circle  . . . with  programs 
aundering  on  their  own  shortcomings  and  blunders . . . and 
: overnment  blaming  doctors  and  hospitals  for  the  failures 
h order  to  justify  even  more  repressive  programs,”  he  said. 

A study  was  released  by  the  Arthur  D.  Little  firm  esti- 
lating  that  the  passage  of  national  catastrophic  health 
isurance  would  add  $4.5  billion  to  1980  expenditures  for 
rincipal  health  care  products  and  services.  If  no  new 
ational  health  coverage  becomes  effective,  spending  for 
ealth  care  is  expected  to  grow  at  an  average  annual  rate 
f four  per  cent  over  the  next  five  years,  or  from  $98.8  bil- 
J on  in  1975  to  $112  billion  in  1980,  the  study  said. 

Enactment  of  national  comprehensive  health  insurance, 
J/hich  Little  said  is  not  regarded  as  very  likely  to  happen 
efore  1980,  would  increase  health  care  spending  by  12  per 
ent  or  $13.6  billion,  for  an  annual  total  of  $125.6  billion 
n five  years. 

» Commenting  on  the  study,  Dr.  Todd  said  “it  confirms 
hat  any  of  the  national  health  insurance  programs  before 
he  Congress  will  result  in  greater  utilization  by  patients 
nd  thus  increased  expenditures.” 

Lawrence  Hill,  Executive  Vice  President  of  the  American 
- lospital  Association,  said  that  the  future  holds  “more 
xpenditures,  rising  costs,  concern  with  those  expenditures, 
nd  costs  leading  to  attempts  to  control  bv  price  controls 
nd  by  tinkering  with  the  delivery  system.” 

Hill  foresaw  a collision  between  rising  costs  and 
capped”  prices.  Hospitals,  he  said,  might  have  little 
ption  but  to  limit  services.  “Lines  of  doctors  and  patients 
/ill  form  and  the  hospital  will  patrol  these,  admitting  as 
^sources  allow.” 

11  “The  price-cost  collision  will  cause  some  rationing  which, 
l turn,  will  cause  internal  adjustments  concerning  how 
' hysicians  use  hospital  facilities.  The  community  rela- 
ions  implications  in  rationing  are  obvious,  and,  of  course, 
t this  point  in  time  we  simply  do  not  know  how  to  ration 
'ealth  care  because  we  never  have  tried  before.” 
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Dral  contraceptives 

and  myocardial  infarction  (editorial) 

Ten  papers  are  reviewed  on  risk  factors  in  oral  contra- 
.eptives.  Two  of  these,  both  published  in  the  British 
Medical  Journal,  report  on  epidemiological  studies  carried 
out  in  the  United  Kingdom  which  suggest  that  adminis- 
ration  of  oral  contraceptives  increased  the  risk  of  myo- 
cardial infarction:  Mann  and  Inman  (2:  245  [1975])  and 
Mann,  Vessey  and  Thorogood  (2:  241  [1975]).  Shapiro,  S.: 
New  England  J.  Med.  293:  177  (July  24)  1975 


An  Evening  of 

Entertainment 

especially  designed  for  the 
members  of  the  Medical  Society 
of  the  State  of  New  York 

• 

Dinner  at  MAMMA  LEONE’S 

Broadway  Show — Jerome  Kern’s  musical 

“VERY  GOOD  EDDIE” 

Dates:  Wednesday,  June  9,  1976  or 

Thursday,  June  10,  1976 
Time:  Dinner  from  5:30  p.m.  to  7:30  p.m. 

Show  starts  at  8:00  p.m. 

Place:  Mamma  Leone’s,  239  West  48th  St. 

“VERY  GOOD  EDDIE,”  Booth  Theatre, 
222  West  45th  St. 

Price:  $16.75  per  person  (best  available 

orchestra  or  mezzanine  seat) 

Cutoff  date:  Monday,  May  24,  1976 

Note:  Tickets  will  not  be  sent  before  cut- 

off date.  Menu  will  be  forwarded 
with  tickets. 


ORDER  FORM 

Broadway  show  & dinner  at  Mamma  Leone’s 
□ June  9,  1976  □ June  10,  1976 

# Tickets  @ $16.75  each.  Total  $ 

Add  $.50  service  charge  per  order,  make  your  check 
payable  to  Restaurant  Associates,  enclose  stamped, 
self-addressed  envelope,  and  mail  to: 

J.  Beinhorn 
Restaurant  Associates 
1540  Broadway,  NYC  10036 

Name 

Address 

City State Zip 

Telephone  (Area  Code) 


A NEW  MEMBERSHIP  BENEFIT  FOR 
MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

Offered  Thru 

CARANN  CORP. 

•LICENSEE  OF  CAR/PUTER  INC. 

Now  you  can  save  up  to  $1000 
or  more  on  your  next  new  car! 

Be  among  the  first  to  learn  about  a New  Car  Pricing  & Buying  Service.  Designed  especially  with 
the  needs  of  the  Medical  Profession  in  mind. 

Because  we  really  care  about  saving  our  members  money  we  have  initiated  a service  which  will 
enable  you  to  purchase  almost  any  new  car  for  $1 25  over  dealer’s  cost.  Members  in  good 
standing  and  their  immediate  families  have  the  option  to  use  this  service  at  any  time. 

Here’s  how  it  works. 

1.  When  you  are  ready  to  purchase  a new  car,  just  fill  in  the  attached  coupon  and  mail  it  to  us. 

2.  Upon  receipt  we  will  send  you  a Redemption  Certificate  which  will  allow  you  to  receive  a Model/Option 
Selection  Form  that  lists  all  the  options  available  for  the  car  of  your  choice.  Simply  check  off  your  options  and 
return  the  form  for  processing,  along  with  your  check  for  $10  covering  the  data  processing  fee. 

3.  After  processing  of  your  completed  Model/Option  Selection  Form  you  will  receive  a personalized  computer- 
generated print-out  created  by  the  Car/Puter  System,  which  will  reveal  the  actual  and  confidential  dealer  cost 
in  your  area  for  the  basic  car  plus  the  dealer  cost  for  every  option  you  listed  on  the  very  car  you  want.  Your 
tailored  print-out  also  will  show  the  manufacturer’s  suggested  retail  price  (sticker  price)  for  the  car  and  for  each 
option. 

With  your  personalized  pricing  print-out,  you  will  be  in  a position  to  make  the  right  kind  of  new  purchase— RIGHT  FOR  YOU. 
You  should  be  able  to  get  the  car  you  want  plus  the  optional  equipment  at  a total  purchase  price  not  to  exceed  $1 25  over  the 
recorded  total  cost  to  the  dealer.  (Some  luxury  and  foreign  make  cars  may  warrant  higher  markups,  but  still  can  be  obtained 
at  substantial  savings  to  you.  Your  print-out  will  tell  you  how  much.) 


NOW  LISTEN  TO  THIS: 

If  your  dealer,  for  whatever  reason,  rejects  your  purchase  offer,  you  may  request  of  Car/Puter  that  it  purchase  the  car  for 
you.  Their  Car  Purchasing  Division  will  arrange  to  get  you  the  car  you  want  at  no  more  than  $125  above  dealer’s  cost  from  a 
bona  fide  franchised  dealer  as  close  to  your  home  as  possible. 

The  car  purchase  will  be  between  you  and  the  authorized  dealer.  If  you  wish,  financing  may  be  arranged  by  the  dealer,  or  you 
may  obtain  it  through  a bank  or  lending  institution  of  your  own  choosing.  And,  of  course,  you  will  receive  the  manufacturer’s 
warranties  and  services  to  which  you  are  entitled  under  a new  car  purchase. 

A facsimile  of  a Computer  print-out  Pricing  Form  is  reproduced  here  so  you  can  see  how  we  do  it— and  how  you  can  save 
hundreds  of  dollars.  Even  if  you're  not  sure  of  the  car  you  want,  you  can  order  your  Redemption  Certificate  now  and  use  it 
whenever  you’re  ready. 
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ARE  ALL  MAKE  CARS  AVAILABLE  THROUGH  THE  CARANN  PROGRAM’ 

All  American  produced  cars  and  light  trucks  ipick-ups  and  vans)  are  available  Limited 
production  models  such  as  Cadillac  Mark  IV  Corvette,  and  many  foreign  makes  are 
also  available  However,  because  of  supply  and  demand,  they  are  priced  higher,  but 
you  still  can  obtain  a substantial  savings  through  the  Carann  program 

WHO  AM  I ACTUALLY  PURCHASING  MY  NEW  AUTOMOBILE  FROM  ANO  WHERE 
WILL  I TAKE  DELIVERY  WHEN  I PLACE  MY  ORDER  WITH  CARANN? 

You  are  purchasing  your  new  automobile  from  an  authorized  new  car  dealer,  franchised 
by  the  manufacturer  of  the  make  you  indicate  You  take  delivery  at  the  new  car 
dealership  Carann  participating  dealers  are  located  in  almost  every  major  city  in  the 
United  States  and  every  effort  is  made  to  place  your  order  with  a participating  dealer 
close  to  your  residence  or  your  place  of  business  In  other  words,  placing  your  order 
with  Carann  is  the  same  as  if  you  were  placing  it  direct  with  a dealer  except  we  art  as 
your  agent  and  place  your  order  for  you  thus  allowing  you  the  benefits  of  our  volume 
purchasing  power 

WHO  DO  I PAY  WHEN  I PLACE  AN  ORDER  THROUGH  CARANN  AND  HOW  IS 
PAYMENT  MADE’ 

The  initial  deposit  required  is  made  payable  to  Carann  Corp.  Our  exchange  check  is 
then  sent  with  your  order  to  the  dealer  as  deposit  Final  payment,  as  in  all  new  car  pur- 
chases are  paid  directly  to  the  dealer  at  time  of  delivery  Certified  or  bank  checks 
should  be  made  payable  to  yourself  and  then  endorsed  over  to  the  dealer  it  is 
important  to  remember  that  you  are  purchasing  the  automobile  and  not  Carann  Corp 
All  warranties,  service  policies,  bill  of  sales  and  registration  will  be  in  your  name 

CAN  I PURCHASE  MY  CAR  THROUGH  CARANN  CORP  AND  TAKE  DELIVERY  FROM 
THE  DEALER  OF  MY  CHOICE’ 

No  unless  that  particular  dealer  you  refer  to  happens  to  be  a Carann  participating 
dealer  Each  dealer  in  our  program  has  been  carefully  selected  on  the  basis  of  their  past 
performance  and  pre-delivery  service  Experience  has  shown  us  that  a new  car  serviced 
properly  prior  to  delivery  is  more  important  than  the  convenience  of  picking  it  up  at  a 
dealer  a little  closer 


Q WHAT  DO  I DO  FOR  SERVICE? 

A This  is  a question  most  often  asked  and  Carann  has  thoroughly  investigated  and 
researched  an  phases  of  new  car  service  It  is  important  to  remember  that  the  manufac- 
turer GM  FORD  CHRYSLER  ETC  . issues  you  the  warranty  and  not  the  franchised 
dealership,  therefore,  your  warranty  clearly  states  that  new  car  service  can  be 
performed  at  any  authorized  dealership  handling  the  make  of  car  you  select 
Furthermore,  if  you  had  purchased  an  automobile  yourself  in  one  area,  and  then  short- 
ly moved  to  another  area,  you  would  still  be  covered  under  the  warranty  and  would  not 
be  required  to  bring  your  car  back  to  the  original  delivering  dealer  for  service 

Q HOW  MUCH  CAN  I SAVE  WHEN  I PURCHASE  MY  CAR  THROUGH  CARANN? 

A Almost  everyone  asks  us  this  question  and  while  it  is  impossible  to  give  you  a specific 
answer,  let's  assume  that  you  have  shopped  for  a particular  car  and  was  given  two 
different  quotes  by  two  different  dealers  One  was  $3,600.  and  the  other  S3. 500  Now 
you  consult  Carann  and  find  that  the  price  through  our  secvice  is  $3,200  From  the  first 
quote,  we  save  you  $400  From  the  second  you  receive,  we  save  you  $300  Since  each 
dealer  works  at  a different  profit  margin,  the  savings  through  Carann  depends  on  how 
good  a shopper  you  are.  but  in  the  final  analysis  you  can't  buy  a new  car  for  less  than  at 
Carann. 

Q I HAVE  A USED  AUTOMOBILE  TO  DISPOSE  OF.  HOW  CAN  YOU  HELP? 

A Carann  Corp.  through  its  subsidiary  Raceway  Auto  Auction  (Westbury.  N Y ) will 
pick-up  your  used  car  any  Thursday  and  return  it  to  you  We  will  advise  you  of  all  bids 
made  on  your  automobile  Should  you  then  request  our  selling  it  for  you  — we  will  do 
so.  At  least  you  have  gamed  the  knowledge  of  your  car's  value  Every  Thursday  over  500 
buyers  attend-our  auction.  The  disposal  of  your  automobile  is  optional  and  separate 
from  your  new  car  purchase 


Mr.  Bernard  M.  Jackson,  C.L.U. 

Director,  Insurance  and  Membership  Benefits 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

I'm  about  ready  to  buy  a new  car  and  I want  to  make  sure  I make  the  best  possible  purchase.  Please  send  me  a Car / 
Puter  Redemption  Certificate  to  which  I am  entitled  as  a member  in  good  standing.  I enclose  the  low  data 
processing  fee  of  $10.00.  made  to  the  order  of  Carann  Corp.  (This  amount  will  be  applied  to  your  new  car  purchase 
thru  Carann  Corp.) 

'Free:  Every  certificate  comes  with  our  1976  New  Car  Yearbook  OFFICE  

NAME  TELEPHONE  HOME  

(Please  Print) 

BESTTIMETOCALL  


ADDRESS  CITY  STATE  ZIP 

Do  you  have  a used  car  to  dispose  of  Yes  □ No  □ 

If  yes  YEAR  MAKE  MODEL 

For  immediate  service:  call  Carol  Konner  (516)  248-9041 

CARANN  CORP.  Roosevelt  Raceway,  Westbury,  N.Y.  11590 
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tional  system,  to  meet  the  changing  demands  of  Ameri- 
can society,  has  come  about  with  very  little  fanfare  and 
none  of  the  attendant  disruptions  which  would  be  part 
of  any  governmental  programs  designed  to  bring  about 
these  changes.  Because  the  changes  were  voluntary  and 
evolutionary  there  is  every  reason  to  believe  that  they 
will  continue  and  that  they  will  have  a lasting  impact  on 
our  medical  delivery  system.” 

Some  of  the  trends  and  shifts  detailed  in  the  special 
issue  of  JAMA,  dated  December  29,  include: 

* AMA  goal  of  more  first-line  physicians  attained 
early — 58%  of  all  new  M.D.’s  now  are  entering  primary 
care  residencies. 

* Record  number  of  first  year  medical  students — 
there  has  been  a 69  per  cent  increase  in  the  past  ten 
years. 

* Number  of  medical  schools  has  increased  by  27. 

* Record  enrollment  of  women — up  360  per  cent  in 
four  years. 

New  Emphasis  on  Primary  Care.  It  is  generally  ac- 
cepted that  if  there  is  a physician  shortage  in  the  U.S.,  it 
is  a matter  of  maldistribution  by  specialty.  This  con- 
centration on  narrow  specialties  drew  away  from  the 
number  of  primary  care  physicians.  It  has  also  been 
shown  that  physicians  trained  in  family  practice  have  a 
greater  tendency  to  settle  in  rural  areas.  Thus  the  spe- 
cialty imbalance  also  helped  exaggerate  the  shortage  of 
physicians  in  rural  areas. 

The  former  emphasis  on  the  specialties  which  were  re- 
moved from  primary  care  has  now  been  reversed.  The 
JAMA  survey  reveals  that  more  newly-graduated  physi- 
cians are  entering  the  primary  care  specialties — family 
practice,  general  practice,  pediatrics,  obstetrics  and 
gynecology,  and  internal  medicine — than  ever  before, 
confirming  a trend  which  had  been  identified  several 
years  earlier. 

In  1973  the  American  Medical  Association  stated  as 
“desirable”  that  an  ideal  goal  would  be  50  per  cent  of  all 
new  M.D.s  entering  primary  care  residency  programs. 
That  goal  has  been  reached  and  surpassed. 

By  1974,  58  per  cent  of  all  newly  graduated  medical 
students  were  entering  primary  care  residencies. 

Further  evidence  of  this  interest  in  primary  care:  of 
the  114  medical  schools  in  the  country,  96  now  report  a 
teaching  program  in  family  medicine.  Two  years  ago 
only  49  schools  had  such  programs. 

Increase  in  Medical  Students.  Each  year  the  num- 
ber of  first-year  medical  students  gets  larger. 

In  the  1974-1975  class  there  was  an  increase  of  3,188 
entering  American  medical  students  over  the  preceding 
year.  The  total  number  of  first  year  students  in  1975- 
1976  is  14,963.  Yet  with  this  continuing  expansion, 
quality  of  instruction — carefully  monitored  by  the  AMA 
and  the  American  Association  of  Medical  Colleges — has 
remained  high.  For  example,  the  student-faculty  ratio 
continues  at  only  1.5  students  for  every  instructor. 

The  attainment  of  this  low  ratio  is  the  result  of  a phe- 
nomenon unique  to  the  medical  profession.  One  of 
every  three  physicians  in  the  United  States  is  a teacher, 
with  the  majority  of  these  physicians  teaching  either 
part-time  or  voluntarily  donating  time  to  a medical 
school.  A total  of  1 10,740  physicians  teach  in  American 


medical  schools,  64,933  of  whom  donate  their  services. 

The  demand  for  admittance  to  medical  school  con- 
tinues to  intensify.  Over  the  past  ten-years  the  number 
of  applicants  has  risen  by  122  per  cent.  In  those  same 
ten  years  the  number  of  accepted  first-year  students  has 
increased  by  69  per  cent. 

The  pre-med  academic  records  of  entering  students 
continued  to  improve.  In  the  1974-1975  class,  39.3  per 
cent  of  entering  first-year  students  had  an  academic  av- 
erage in  the  “A”  range,  50.8  per  cent  in  the  “B”  range, 
and  3.0  per  cent  in  the  “C”  range. 

Increase  in  Medical  Schools.  During  the  past  ten 
years  27  new  medical  schools  have  been  started.  In  ad- 
dition 11  more  schools  are  in  the  planning  stage. 

But  this  drive  to  start  new  schools  is  being  slowed  as 
traditional  sources  of  financing  shows  signs  of  remaining 
static. 

A new  medical  school  can  cost  as  much  as  $100  mil- 
lion, especially  if  there  is  not  an  existing  hospital  to  be 
used  for  clinical  teaching.  But  one  traditional  source  of 
support,  the  federal  government,  has  leveled-off,  in- 
creasing by  only  one  per  cent  between  fiscal  1973  and 
1974.  Thus  other  sources  of  financial  support  must 
bear  the  load,  including  increased  tuition  and  state  gov- 
ernment appropriations. 

Still  another  source  of  additional  revenue  is  the  pro- 
fessional fees  charged  by  full-time  faculty  members  for 
consultations  and  patient  care.  As  a percentage  of  the 
total  financial  support  these  professional  fees  grew  from 
seven  per  cent  to  eight  per  cent  in  fiscal  1974. 

Enrollment  of  Minorities  and  Women.  Minorities! 
continued  to  increase  their  representation  in  the  enter 
ing  class  of  1974-1975.  (Early  figures  for  the  1975-1971 
class  indicate,  however,  that  this  trend  upward  for  th< 
blacks  has  been  reversed.  For  the  first  time  in  severa 
years  fewer  black  students  entered  medical  school  that 
the  year  before,  from  1,473  down  to  1,391  students.) 

Four  principal  minority  groups  were  surveyed,  Afro 
American,  Mexican  American,  American  Indian,  an< 
mainland  Puerto  Rican.  Each  in  the  period  surveye< 
has  increased  slightly  its  proportion  of  the  new  first 
year  student  enrollment.  In  the  1974-1975  class,  6. 
per  cent  were  Afro-Americans,  1.4  per  cent  Mexicai 
American,  0.5  per  cent  were  American  Indian,  and  0. 
per  cent  were  Puerto  Rican  (mainland).  The  total  en 
rollment  of  these  minorities  represented  8.8  per  cent  c 
the  total  student  enrollment,  up  from  8.0  per  cent  of  th 
previous  year. 

In  the  1974-1975  class,  women  students  registered 
360  per  cent  increase  over  their  enrollment  four  year 
previously,  making  up  18.1  per  cent  of  the  total  fir? 
year  enrollment.  Of  the  1975  graduates,  13.4  per  cen| 
were  women. 

Of  the  8,700  women  applicants,  3,260  were  enrolled  i 
the  1974-1975  class,  representing  37.5  per  cent  success 
ful  applicants.  This  compares  favorably  with  the  33.  r'r 
per  cent  successful  male  percentage. 

Virtually  the  same  percentage  of  women  (96.8%)  con 
plete  medical  school  as  men  (97.6%).  A remarkabl 
small  number  of  students  leave  medical  school  for  ac;  , 
demic  reasons,  0.45  per  cent.  That  reflects  the  effei 
tiveness  of  the  admissions  process  and  the  dedication  < 
the  students  themselves. 
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Now  there  was  a great  bunch  ot  guys. 

With  an  unheard-of,  revolutionary,  class  gift. 

The  Declaration  of  Independence.  A document 
so  powerful,  it  stirred  a colonial  people  to  take  stock 
A in  a new  idea:  America. 

And  take  stock  they  did.  By  purchasing  U.S. 
Government  securities. 

After  all,  we  sure  needed  the  money 
back  then,  and  everyone  knew  it.  But 
there  were  more  than  a few  who 
wondered  if  this  young,  determined 
nation  would  pay  it  back. 

Well,  we  did.  Every  last  penny. 

With  interest. 

And  it’s  the  same  today. 


Maybe  that’s  why  now  millions  of  Americans 
take  stock  in  their  country  every  payday  by  buying 
U.S.  Savings  Bonds. 

You  see,  when  you  join  the  Payroll  Savings  Plan, 
a little  is  set  aside  from  each  paycheck  to  buy  Bonds. 
There's  just  no  easier  way  to  save.  And  certainly  no 
^ ^ safer  way. 

So  take  a tip  from  the  Class  of  1776  and 
buy  U.S.  Savings  Bonds. 

You’ll  be  voted  most  likely  to  succeed. 


Now  E Bonds  pay  6°o  interest  when  held  to  maturity 
of  5 years  (4!d%  the  first  year).  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided  When 
needed,  Bonds  can  be  cashed  at  your  bank  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption 


E! 


in^tnerica. 

200  years  at  the  same  location. 


A public  service  of  this  publication 
and  The  Advertising  Council. 
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New  York  County  Society  of  Internal  Medicine 
presents 

Health  Services  Administration:  Boon  or  Bane? 
George  Himler,  M.D., 

former  President,  New  York  State  Medical  Society 
Mr.  Joseph  Terenzio,  President  United  Hospital  Fund 
Discussion  to  be  opened  by  William  B.  Rawls,  M.D., 
former  President,  New  York  County  Medical  Society 

Wednesday,  May  19,  1976,  8:15  P.M.,  New  York 
Hospital-Cornell  Medical  Center,  Auditorium  C-215, 
1300  York  Ave.,  New  York,  N.Y. 

Shepard  G.  Aronson,  M.D.,  President; 

Ralph  M.  Sussman,  M.D.,  Program  Chairperson 
Admission  Free  — All  Physicians  Welcome 


PRACTICES  WANTED 


RESIDENCY  FAMILY  PRACTICE  WANTED.  AVAILABLE  SEPT.  1976. 
Foreign  graduate  Europe  1976,  native  born,  U.S.  college,  ECFMG  certificate, 
Fem.  Write  Dr.  M.G.P.,  68  Essex  Rd.,  Deep  River,  Ct.  06417. 

OPTHALMOLOGIST  WANTS  TO  BUY  ACTIVE  PRACTICE  IN  MAN- 
hattan.  Dept.  535,  c/o  NYSJM. 


Index  to  Advertised 
Products 


Analgesics 

Bayer  Aspirin  (Glenbrook  Laboratories) 

Darvon  (Eli  Lilly  & Company)  

Percodan  (Endo  Laboratories)  

Antibacterials 

Gantanol  (Roche  Laboratories)  

Antibiotics 

Neosporin  (Burroughs  Wellcome  & Company) 
Wycillin/Bicillin  (Wyeth  Laboratories)  

Antibiotic  injectables 

Garamycin  (Schering  Corp.)  

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  Company)  . . . 

Antispasmotics 

Donnatal  (A.  H.  Robins  Company)  

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  . . 

Corticosteroids 

Medrol  Dosepak  (Upjohn  Company) 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals) 

Multivitamins 

Albee  with  C (A.  H.  Robins  Company)  

B-C-Bid  (Geriatric  Pharmaceutical  Corp.)  . . . 

Nonsteroidal  antiarthritics 

Nalfon  (Dista  Products  Company)  

Oral  bronchodilators 

Tedral  (Warner-Chilcott  Laboratories)  

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories)  . 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  

Tranquilizers 

Librium  (Roche  Laboratories)  

Valium  (Roche  Laboratories) 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  

Vitamin  supplements 

Berocca  (Roche  Laboratories) 
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Rx  for  Physicians  Only 


1976  Cadillac  Coupe  deVille 
“CLOSED  END  LEASE” 

$205.00  per  month — 36  months 
$257.00  per  month — 12  months 

All  cars  fully  equipped.  Insurance  & maintenance 
available.  45.000  miles  included.  ALL  CHARGES  ARE 
DETERMINED  IN  ADVANCE.  Ask  for  our  Medical  De- 
partment. 


CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)248-9041 
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:tices  available 


;i  ARY  CARE  PHYSICIAN  RETIRING.  LUCRATIVE  PRACTICE, 
sau  County,  suburban  area  which  needs  another  primary'  care  physician, 
lern  8 room  home  with  separate  5 room  office  attached,  fully  equipped. 
* x 100  corner  property.  Many  extras.  Low  maintenance.  Immediate  in- 
e from  existing  patient  load.  (516)868-5633. 

: flNG  FAMILY  PRACTICE  ON  N.  SHORE,  L.l.  AVAILABLE.  IN- 
es  1,000  sq.  ft.  newly  appointed  office  with  waiting,  consultation  and  three 
S aining  rooms,  small  lab.  Hospitals  in  proximity.  Reasonable  terms, 
'ing  for  residency.  Call  (516)  928-5253. 

'it 

0PED1C  PRACTICE  FOR  SALE.  LONG  ESTABLISHED  LONG 
...Id.  N.Y.  Office  furnishings  and  equipment  optional.  Please  direct  any 
“I  ries  to  Mrs.  Shirley  Weisberg,  43-43  Kissena  Ave.,  Flushing,  N.Y.  11355. 

J 

YORK.  SOUTHERN  TIER:  ESTABLISHED  MEDICAL  OFFICES 

ent.  All  utilities  furnished;  A/C;  five  rooms.  Close  to  two  accredited 
itals.  Call  or  write:  A.  Boroff,  M.D.,  474  Pennsylvania  Ave.,  Waverlv. 
14892.  (607)  565-8360. 

$ 


May  Special 

Summer  & Short  Term  Auto  Leases 

Due  to  a special  purchase,  we  can  offer 
a limited  number  of: 

BRAND  NEW 

1976  Granadas  & AMC  Pacers 

6 mos.  (rr  $269.00  per  mo. 
12mos.  (a  $172.00  per  mo. 

a.  Fully  equipped  incl.  aircond. 

b.  2 or  4 door — your  option. 

c.  2,000  miles  per  mo.  at  No  Charge. 

d.  Full  service  included. 

e.  Insurance  available. 


CARANN  LEASING  CORP. 

Roosevelt  Raceway  Phone: 

Westbury,  New  York  (516)248-9041 
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TIONS  WANTED 


OLOGIST,  AGE  46.  BOARD  QUALIFIED,  LIC.  N.Y.,  EXPERIENCE 
eneral  practice,  hypnosis,  alcoholism.  Seeks  clinical  or  non-clinical 
..  ion  in  NY’C  only.  Solo,  group,  industry,  administrative,  some  travel 
Consider  all  fields  and  opportunities.  Excellent  references,  training 
background.  Mature,  presentable,  good  speaker.  Dept.  536,  c/o 
.f  JM. 


. AN  DOCTOR,  OB  & GYN,  BOARD  ELIGIBLE.  FLEX.  HOUSE  PHYSI- 
hospitaljob.  Available  June.  Dept.  538,  c/o  NY SJM. 


:ellaneous 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  Popu- 
lation of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air.  good  schools  in  W'estern  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)  458-7132. 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State's  fastest -growing  metropolitan  area.  Florida’s  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 
Call  collect  (813  ) 381-8000,  or  write  to  Medical  Affairs  Department,  Medfield 
Corporation.  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
Florida  33733. 


COLLECTED— ABUSE  IS  RULED  OUT— TACTFVJL  YET  SUC- 
ul— 40  years  of  top  service  to  doctors  and  hospitals — M«il  billhead  for 
ils  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036. 
-2943 


UPUS  FOUNDATION  INC.  PROVIDES  LIMITED  FINANCIAL  SUP- 
for  studies  in  L.E.  for  institutions  in  the  area.  For  information  contact: 
Foundation  Inc.,  95  Madison  Ave.,  Suite  1402,  New  York,  N.Y.  10016. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice-assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 

85  East  End  Ave.  NY  10028  (212)  RH  4-3615-3466 

(Mailing  address  only) 
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FULL  TIME 

CHIEF  MEDICAL  CONSULTANT 

Located  in  New  York  City  (Lower  Manhattan) 
DUTIES 

Include  responsibility  for  the  medical  aspects  of  the 
Social  Security  Disability  Insurance  Program  and 
Supplemental  Security  Income  Program  in  New  York 
State;  direction  of  medical  staff  engaged  in  adjudication 
of  disability  claims;  the  planning,  establishing  and 
maintaining  of  sound  working  relationships  with  the 
New  York  State  medical  profession  and  allied  groups. 

SALARY 

Minimum  salary  $33,901+  depending  on  experience 
and  background,  plus  fringe  benefits,  including  re- 
tirement, health  insurance  and  leave. 

QUALIFICATIONS 

Applicant  must  possess  a license  to  practice  medicine 
in  New  York  State,  be  American  Board  Certified  or 
have  a specialty  (S)  rating  from  the  New  York  State 
Workmen’s  Compensation  Board,  and  substantial  ad- 
ministrative experience. 

Please  send  curriculum  vitae  to: 

Mr.  Leo  Oolan 

NYS  Department  of  Social  Services 
Bureau  of  Personnel  Management 
1450  Western  Avenue 
Albany,  New  York  12225 

EQUAL  OPPORTUNITY  EMPLOYER 


PHYSICIANS  WANTED— CONT  D 


CONSCIENTIOUS  INTERNISTS,  FAMILY  PRACTITIONERS  AND  PEDIA- 
tricians  are  being  sought  by  Northeastern  Ohio  multispecialty  group  of  12. 
An  interest  in  quality  primary  care  medicine  is  necessary.  Excellent  new 
facility,  congenial  co-workers  and  outstanding  fringe  benefits.  A non-profit 
medical  center  with  no  investment  required,  interested  in  treating  and  edu- 
cating all  patients  regardless  of  financial  ability  to  pay.  Competitive  starting 
salary.  Dept.  527,  c/o,  NYSJM. 

TWO  MAN  ORTHOPEDIC  GROUP  DESIRES  THIRD  ORTHOPEDIST, 
close  to  Buffalo.  N.Y.  and  the  University  of  Buffalo.  Excellent  community 
to  live  and  raise  children.  Only  minutes  from  practicing  hospitals.  Ortho- 
pedic Associates  of  Niagara,  P.C.,  Lockview  Plaza,  Lockport,  N.Y.  14094. 
(716) 434-2697. 

CORTLAND:  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED  OR  ELIGI- 

ble,  for  Community  Mental  Health  Center  in  Finger  Lakes  Region  of  New 
York  State.  Salary  open.  Excellent  fringe  benefits.  Contact:  Bartolo  J. 

Spano,  Ph.D.,  Director,  Mental  Health  Services,  15  Court  St.,  Cortland, 
N.Y.  13045.  Phone  (607)  756-7523. 

GENERAL  PRACTITIONER  NEEDED:  ANNUAL  SALARY  PAID  IN  EX- 
cess  of  doctor’s  private  practice.  Health  Center  available  to  the  doctor 
furnished  by  the  Town.  Three  new  hospitals  within  a 30  minute  drive.  New 
Central  High  School.  Summer  and  winter  vacation  area.  Three  famous  ski 
areas,  one  in  our  town,  rest  in  neighboring  towns.  Advantageous.  Present 
doctor  retired.  Call  John  A.  Orr,  Jr.,  Wells,  N.Y.  12190.  (518)924-2093. 


LARKIN  MEDICAL  AGENCY 

Established  1935  3 42  Madison  Avenue 

New  York  City  10017 
Phone  212-695-2668 
PHYSICIAN  RECRUITMENT  SPECIALISTS 
Clinical,  Research,  Administration  Positions  in  Hospitals, 
Medical  Groups,  Industry,  & Pharmaceuticals. 

ALL  INQUIRIES  IN  STRICTEST  CONFIDENCE 


PHYSICIANS  WANTED— CONT  D 


CENTRAL  N.Y.  OTOLARYNGOLOGIST  TO  WORK  WITH  EXIST  , 
otolaryngologist  in  rapidly  growing,  hospital  based  private  practice, 
hospital  to  open  4/76,  Northwestern  Catskills,  university  town,  exce  t 
schools  and  recreation.  Send  resume  to:  William  V.  Reynolds,  M.D.,  6 j 
St.,  Cooperstown,  N.Y.  13326. 


ANESTHESIOLOGIST,  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE  » 
join  a group  of  nine  (9)  anesthesiologists  in  a suburban  N.Y.  hospital.  PI  - 
send  curriculum  vitae  to:  Dept.  539,  c/o  NYSJM. 


BRONX,  NEW  YORK-PSYCHIATRIC  RESIDENCY.  MONTEFI 
Hospital  and  Medical  Center  of  Albert  Einstein  College  of  Medicine  ha: 
expected  first  year  residency  position  open  in  psychiatry  for  July  1, 
Outstanding  clinical  and  academic  program  with  broad  dynamic  orienta 
Inquiries  invited.  Equal  Opportunity  Employer.  Call  or  write:  Ja< 

Katz,  M.D.,  Director  of  Residency  Training,  Department  of  Psychi 
Montefiore  Hospital  and  Medical  Center,  111  East  210th  St.,  Bronx, 
10467.  (212)  920-4948  or  920-4040. 


BUSY  PRACTITIONER.  DIPLOMATE  OF  AMERICAN  BOARD  OF  FAD 
Practice,  needs  help.  G.P.,  internist,  or  family  practitioner  wanted;  no 
Excellent  opportunity  in  middle  income,  seashore  community,  west  ei 
Long  Island.  Superior  community  hospital  nearby.  Manhattan  45  mi; 
away.  Arrangements  negotiable.  Dept.  537,  c/o  NYSJM. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS  IN  INTERNAL  ft 
cine,  pediatrics  and  family  practice,  needed  with  current  license  to  pr 
medicine  in  New  York  State.  Excellent  salaries  with  outstanding  bene 
center  for  retardation  and  other  developmental  disabilities.  Center  ioca 
town  of  50,000  with  outstanding  recreational  and  cultural  facilities  ava 
in  less  than  one  hour  travel  time.  Salaries  depend  upon  qualification 
experience.  Please  contact  Herbert  F.  Trapl,  M.D.,  Deputy  Director  Cli 
or  Mr.  Cornelius  R.  Walsh,  Director,  Rome  Developmental  Center,  Bo 
Rome,  N.Y.  13440.  Phone  (415)  336-2300. 


UPSTATE  N.Y.:  F.T.  COVERAGE,  4 M.D.’S  FEE  FOR  SERVICE  G 
practice,  20,000  + visits;  modernization  and  larger  facility  to  open 
Northwestern  Catskills,  university  town,  excellent  schools  and  recri 
Frank  M.  Isbell,  Administrator,  A.  O.  Fox  Memorial  Hospital,  1 Nortoi 
Oneonta,  N.Y.  13820.  (607)  432-2000. 


GOWANDA:  OPPORTUNITIES  ARE  AVAILABLE  FOR  PSYCHIATF 
medicai  specialists  & clinical  physicians.  Must  be  licensed  in  the  S’ 
New  York  or  be  able  to  obtain  such  license  or  have  a permanent  lice 
practice  medicine  in  one  of  the  States  of  the  Union  and  be  able  to  ol 
temporary  permit  to  practice  medicine  in  NYS  prior  to  date  of  appoin 
Gowanda  is  an  accredited  psychiatric  hospital  run  by  the  NYS  Dept,  of  I 
Hygiene,  south  of  Buffalo,  NY.  It  carries  on  an  active  community  trei 
program  & provides  outpatient  services  for  a 3-countv  area.  Benefits  i 
3%  weeks  paid  leave  & 11  paid  holidays  during  1st  year  of  emplo; 
liberal,  non-contributory  retirement  plan.  Contact  Director,  Gc 
Psychiatric  Center,  Helmuth,  NY  14079. 


4 r 


ESI 


MALPRACTICE  HIGH?  COME  SOUTH!  FROM  TEXAS  TO  VIR' 
over  200  current  associations  are  available.  All  specialties;  salary  or  | 
tees  ranging  up  to  $125,000.  Numerous  offer  free  office  & equipment 
with  malpractice  paid.  Our  fee  is  paid!  Write,  with  curriculum  vitae, 
free  medical  opportunities  bulletin  to;  Medical  Search,  3274-A  E 
Road,  Atlanta,  Georgia  30341.  Strictly  confidential.  (404)  458-7831. 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE; 

York,  New  Jersey,  Conneeticut/permanent  full-halftime  as  well  as  ten 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  c 
Karrey  Associates,  agency  for  Execu-Med,  23-25  East  '26th  St.,  Nev 
N.Y.  10010.  Telephone:  (212)  532-7625. 


TEXAS:  SEEKING  ESCAPE  FROM  NEW  YORK?  WOULD  YOU  ET I 
mild  climate,  low  taxation,  conservative  fiscal  politics  and  a relax 
fessional  life?  We  are  seeking  pediatricians,  family  practitiomp 
ob-gynecologists  to  practice  in  the  heart  of  the  Dallas-Fort  Worth  Me  | 
For  additional  information,  write  Dr.  Neil  V.  Sternberg,  Post  Office  I 
Grand  Prairie, Texas  75050,  or  call  (214)  264-2466. 


MIAMI  BEACH.  FLA.,  LINCOLN  RD.  FULLY  EQUIPPED  OFFIC 
ternist  retiring  Physio  & inhalation  therapy,  pulmonary  digito) 
laboratory  (SMA16),  ECG  electrosurgery,  ophthalmo-oto-proctosi  j 
scope.  Will  introduce  one  month.  Easy  monthly  terms:  inventory 
of  gross  income.  Dr.  Harrv  Collen,  1249  N.E.  163rd  St.,  North  Miam  I 
Fla.  33162.  (305)  947-7503! 
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-UIPMENT 


*CE  EQUIPMENT  AVAILABLE:  3M  STATEMENT  MACHINE 

fcdel  =47,  mint  condition.  (Cost  $520  new).  Service  paid  through  7/76. 
JO  firm.  (212)249-0622 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


mL  ESTATE  FOR  SALE  OR  RENT  

REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


■ HATTAN'S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 
( Sessional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
■ce  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist, 
fil  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
pessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


RAT  NECK  ESTATES:  BUILDER'S  OWN  DREAM  HOUSE  CANTI- 
Ij-red  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
aiitectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
■ •riors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
e -y,  3 huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace.  All  over- 
s d rooms;  on  2/3  acre.  Pool,  tennis,  dock  privileges.  (516)482-3905. 


0 SALE:  JAMAICA  ESTATES.  EXCELLENT  FOR  PROFESSIONAL 

1 2-family,  detached,  all  brick,  comer,  2-car  garage,  finished  basement, 
g heat,  3 completely  separate  entrances,  beautifully  landscaped,  6 and  5 
T ii  apartments,  short  walk  to  all  transportation,  one  fare  zone.  Has  struc- 
tkl  advantages  for  home/office  set-up.  Call  for  appointment  (212)  297-0464. 

H'  MYERS,  FLA.  DISTINCTIVE  AIRCOND.  SUITE  NEW  MEDICAL 
c ter,  including  X-ray  lab.  Ten  present  doctor  tenants.  Only  four  dollars 
p square  foot  yearly.  Financial  assistance  available.  W’rite  POB  2242, 
It  Myers,  Fla.  33902. 

■ SALE:  HOME-OFFICE  COMBINATION,  SMITHTOWN,  L.I  SEVEN 
r n split,  3 bedrooms,  l’fe  baths,  full  basement,  fully  carpeted,  profes- 
sially  decorated;  landscaped,  fenced,  corner  1/3  acre  opposite  Smithtown 
( ieral  Hospital.  3%  room  air  conditioned  office  with  bath,  room  for  ex- 
f.sion.  Suitable  G.P.,  any  specialty.  Low  50’ s.  Owner  (516)  265-4244. 

A 61ST  ST.  & LEXINGTON  AVE.:  MEDICAL  OFFICE  TO  SHARE. 

■ y modern,  large,  centrally  air  conditioned.  Specialist  exclusive  use, 
innings  and/or  afternoons,  to  suit.  (212)  PL  3-5527. 

RENT,  WEST  ISLIP.  LONG  ISLAND:  SIX  ROOM  FURNISHED  OF- 
with  active  general  practice.  Practiced  on  this  site  for  20  years.  Must 
re.  Excellent  opportunity  for  newcomer  or  established  doctor.  Must  see 
i ppreciate.  (516)  MO  9-0222. 


FOR  SALE:  HOME-OFFICE  COMBINATION.  THREE  VILLAGE,  PORT 
Jefferson  area,  prime  professional  location.  10  rooms  (5  bedrooms),  2 baths, 
finished  basement,  laundry'  room,  garage,  in-ground  pool,  patios,  landscapes. 
Second  mortgage  available  Adjacent  established  dental  practice;  profes- 
sional zoning  possibility  excellent.  $49,500.  Call  (516)  473-0711. 


NEW  YORK  CITY:  15  STREET  & 3RD  AVENUES;  BEAUTIFUL  5 ROOM, 
2 bath  corner  apartment.  Luxury  building.  Suitable  psychiatrist,  internists, 
. etc.  (212)  796-8712;  796-0900. 


MONROE-ORANGE  COUNTY,  50  MINUTES  NORTH  GW  BRIDGE.  MEDI- 
cal  office-home  for  sale.  $69,000.  Three  exam  rooms,  treatment  room,  wait- 
ing room.  Ample  parking.  Lovely  fieldstone  house,  fireplace,  five  bedrooms. 
Fishing,  swimming,  skiing  nearby.  Good  schools.  Three  hospitals  within  20 
minutes.  (914)783-2231. 


WORRIED  ABOUT  INFLATION?  BERKSHIRE  COUNTRY  PROPERTIES 
especially  selected  for  you.  A custom  service.  Independent  broker.  Call 
(413)  232-4366,  or  write  West  Stockbridge  Enterprises,  Inc.,  Box  100,  West 
Stockbridge,  MA  01266. 


EAST  HAMPTON,  LONG  ISLAND,  N.Y.:  JOINING  AIR  FORCE.  MUST 
sell  or  rent  8-year  old,  French  Provincial  on  2 wooded  acres  with  creek  for 
boating.  6 bedrooms,  6 baths,  living  room,  dining  room,  2 family  rooms, 
kitchen,  2 fireplaces,  2-car  garage,  central  heating  and  air-conditioning,  all 
appliances,  partially  furnished.  $185,000.  I will  assume  the  mortgage. 
B.  Berger,  M.D.,  (516)  324-1528. 


HOME,  ATTACHED  4 ROOM  OFFICE,  UNION  TURNPIKE,  JAMAICA 
Estates  North,  Queens,  N.Y.  Modern  kitchen,  den,  finished  basement.  Ex- 
cellent location  for  any  profession.  Dentist  retiring.  (212)  HO  4-0101. 


PLEASANTVILLE,  N.Y.  OFFICE  SPACE  AVAILABLE.  CONSULTATION 
room,  four  of  five  treatment  or  examining  rooms,  bathroom,  share  receptionist 
and  waiting  room  with  physical  therapist.  Residential  neighborhood,  off- 
street  parking  in  our  own  lot.  Ten  minutes  from  Northern  Westchester 
Hospital,  Grasslands  & White  Plains  Hospitals.  Tel.  (914)  769-1069. 


8 .PORT,  LONG  ISLAND:  DOCTOR  S CLINIC,  OWN  DRIVEWAY, 

Iking  area,  separated  from  beautifully  decorated,  four  bedroom  secluded 
I se;  two  fireplaces,  game  room,  lovely  indoor  heated  swimming  pool  with 
li  bath  and  kitchen,  two  car  garage,  centrally  air-conditioned,  well  land- 
s oed  three  acres;  principles  only.  Call  (516)  286-9527. 


) JtENT:  MT.  VERNON,  N.Y.,  7 ROOM  SUITE,  1,163  SQ.  FT.,  MODERN 
I 'essional  building  immediately  adjacent  to  hospital.  Fine  layout,  panelled 
* Is,  lavatory,  air  conditioned,  furniture  if  desired.  Supt.  on  premises,  105 
S vens  Ave.,  or  contact  John  Holzinger  (212)  575-1180. 


.T  NECK,  LONG  ISLAND:  FOR  SALE,  CUSTOM  BUILT  DOCTOR'S 
e attached  Colonial  house.  Separate  entrances  on  comer  property  in 
sell  Gardens.  Ideal  location  one  block  from  tennis  courts  and  swimming 
. Short  walk  to  railroad  station  and  shopping  areas.  Call  (516)  482-0599. 


>'H  SHORE,  L.I.:  NEWLY  APPOINTED  MEDICAL  OFFICE  FOR 

' al:  (1,000  sq.  ft.)  waiting,  consultation  and  three  examining  rooms,  small 
! Hospitals  in  proximity.  Growing  family  practice  may  also  be  assumed. 
' sonable  terms.  Leaving  for  residency.  Call  (516)  928-5253. 

1 JEFFERSON  STATION,  SUFFOLK  COUNTY,  L.I.  FIRST  TIME, 
> e available  in  prestige  Ford  Medical  Building.  Great  location.  Very 
* ve,  growing  area.  Fred  Hughes  (owner)  (516)  421-9400. 


SOUTHAMPTON  VILLAGE:  ESTABLISHED,  MEDICAL  HOME-OFFICE, 
14  rooms,  4 baths,  lovely  garden,  near  hospital  and  public  transportation. 
Available  as  office  or  home.  $700/morth.  B.  Berger,  M.D.,  319  Hampton 
Road,  Southampton,  N.Y.  11968.  (516)  283-4330. 


FOREST  HILLS,  QUEENS:  63-95  AUSTIN  ST.  (63RD  DRIVE).  900  SQ.FT, 
lobby  floor.  Separate  street  entrance;  air  conditioned.  Formerly  M.D.  office. 
$450  per  month.  Bldg:  (212)275-6623.  Office:  (516)487-3743. 


MASSAPEQUA  PARK,  NASSAU  COUNTY:  EXCLUSIVE  BAR  HARBOUR. 
Exceptional  4 bedroom,  corner  home;  oversized  rooms,  cathedral  ceiling,  28 
ft.  panelled  den  plus  beautiful  5 room  panelled  office  on  y4  acre.  Best  pro- 
fessional location  this  high-income  area.  Adjacent  library,  elementary  and 
high  schools.  Residence  completely  separate  from  office  assuring  utmost 
privacy.  $93,000.  (516)541-6135. 


FOR  RENT:  PROFESSIONAL/LI /ING,  5%  ROOM,  SPACIOUS  APART- 
ment  near  Elmhurst  General  Hospital.  Two  separate  entrances.  Reasonable. 
83-09  Pettit  Ave.,  Elmhurst,  N.Y.  Call  Roque  (212)  672-5831  (evenings). 


QUEENS,  N.Y.,  WOODHAVEN  BLVD.  FOR  RENT  UPPER  6 ROOM 
suite,  prominent  professional  location  near  Jamaica  Ave.  and  transit.  First 
floor  occupied  by  well  established  orthopedist  and  dentist.  Separate  entrance; 
sharing  okay.  Tel:  (212)  445-7833;  (212  ) 847-2375. 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 

The  Scientific  Program  will  start  on  Sunday,  November  7 and  continue 
through  Wednesday,  November  10. 

MARK  THESE  DATES. 

The  Scientific  Program  Committee  has  been  most  diligent  in  bringing  to 
you  outstanding  authorities  in  diagnosis  and  therapy  in  many  disciplines. 

Members  and  guests  are  urged  to  attend  and  avail  themselves  of  excellent 
continuing  medical  education  opportunities. 


GENERAL  SESSIONS 


Sunday,  November  7 BREAST  CANCER— all  day  session 

Monday,  November  8 HUMANISM  AND  MEDICAL  ETHICS-2  p.m. 

Tuesday,  November  9 MEDICAL  ASPECTS  OF  SPORTS-9  a.m. 

Wednesday,  November  10 A DAY  IN  GASTROENTEROLOGY— all  day 

session 


AN  INNOVATION-LUNCHEON  ROUND  TABLE  DISCUSSIONS 

Monday  • Tuesday  • Wednesday 

MEET  THE  EXPERTS 
Preregistration  will  be  required. 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems 
on  a one-to-one  basis,  with  experts  in  your  field. 

DETAILS  WILL  BE  ANNOUNCED  IN  FUTURE  ISSUES 
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what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE  JUNE  1976 


CONTENTS 


New  York  City  2 

Nassau  County  4 

Suffolk  County  4 

Buffalo  4 


SPECIALTY  INDEX 


Acupuncture 5 

Cancer  3,  4 


Out-of-State 


Miami,  Florida 

Lexington,  Kentucky 

5 

5 

Physicians’  Placement 
Opportunities  

6 

DEADLINE  DATES  FOR 

WHAT  GOES  ON 

Meeting  Dates 

Deadline  Dates 

July  1976 

May  1,  1976 

August  1976 

June  1,  1976 

September  1976 

July  1,  1976 

October  1976 

August  1,  1976 

November  1976 

September  1,  1976 

December  1976 

October  1,  1976 

January  1977 

November,  1,  1976 

February  1977 

December  1,  1976 

Cardiology  2,  4,  5 

General  Practice 2 

Internal  Medicine  2,  4 

Neurology 3 

Obstetrics/Gynecology 2,  3,  4,  5 

Ophthalmology  2 

Pediatrics  3,  4 

Psychiatry 2,  4 

Rehabilitation  2 

Surgery 3 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  1 1040. 
Telephone  516-488-6100. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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Monthly  lecture  schedule  for  Wyckoff  Heights 
Hospital 

374  Stockholm  Street 
Brooklyn 

10:00  a.m.-l  1:00  a.m.  Tuesdays 
June  1 

CONVULSIVE  DISORDERS— (Including 
Treatment  and  Side  Effects  of  Treatment) 

June  8 

ASTHMA  AND  HAY  FEVER 

June  15 

CARDIAC  CONFIGURATION  ON  X-RAY 

For  further  information  contact  Dr.  Vincent  J.  Adams, 
Director  of  Medicine,  Wyckoff  Heights  Hospital,  374 
Stockholm  Street,  Brooklyn  1 1237.  Tel:  212/963-6587. 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with 
Westchester  Square  Hospital 

4:00-5:30  p.m.  Wednesdays 

Westchester  Square  Hospital 
1625  St.  Peters  Avenue 
Bronx 

June  2 

COMMON  GYNECOLOGIC  OFFICE 
PROBLEMS 

NO  FEE  CREDIT:  AAFP  & AMA 

June  16 

DIABETIC  EMERGENCIES 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with  The 
Bronx  County  Medical  Society 

1300  Morris  Park  Avenue 
Bronx 

June  10,  8:00-10:00  p.m. 

ECHOCARDIOGRAPHY 

CREDIT:  AMA  Cat.  1 AAFP 

For  further  information  contact  Mrs.  Frieda  Fagin,  Albert 
Einstein  College  of  Medicine,  1300  Morris  Park  Avenue, 
Bronx,  10461.  Tel:  212/430-2822. 


Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  103rd  Street 
June  2,  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation 

NEUROMUSCULAR  TRANSMISSION 

Reception  6:00-Subscription  Dinner  7:00  p.m. 

' 

June  8,  8:00  p.m. 

Section  on  Psychiatry 

LEGAL,  ETHICAL,  AND  CLINICAL 
ISSUES  IN  THE  RIGHTS  OF  PATIENTS 
TO  REFUSE  MEDICAL  OR  SURGICAL 
TREATMENT 

Reception  6:00-Subscription  Dinner  6:45  p.m. 


NO  FEE  CREDIT:  AAFP  X%  & AMA 

For  further  information  contact  Mrs.  Frieda  Fagin,  Albert 
Einstein  College  of  Medicine,  1300  Morris  Park  Avenue, 
Bronx  10461.  Tel:  212/430-2822. 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with  Union 
Hospital 

8:00-10:00  p.m. 

Union  Hospital 
260  E.  188th  Street 
Bronx 

June  8 

DIABETES:  NEWER  ASPECTS  OF 
PATHOPHYSIOLOGY 

CREDIT:  AMA  & AAFP 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital  260  E.  188th  Street,  Bronx  10458.  Tel:  212/295- 
1100. 


— 

Monthly  program  for  Beth  Abraham  Hospital 

612  Allerton  Avenue 
BRONX 

[[:00  a.m. -12:00  noon  Thursdays 
June  3 

OPHTHALMOLOGICAL  PROBLEMS  IN 
THE  ELDERLY 

June  10 

PYELONEPHRITIS  IN  THE  ELDERLY 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013. 


June  3 

3:00-5:00  p.m. 

The  New  York  Hospital-Cornell  Medical  Center 

525  East  68th  Street 

THE  CHICAGO  PSYCHOANALYTIC 
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INSTITUTE:  PSYCHOANALYSIS, 

MEDICINE,  AND  SOCIETY 

For  further  information  contact  Eric  T.  Carlson,  M.D., 
Department  of  Psychiatry,  The  New  York  Hospital-Cornell 
Medical  Center,  525  East  68th  Street,  New  York  10021.  Tel: 
212/472-6434. 


10:30-1 1:30  a m Thursdays 

Monthly  program  for  Williamsburgh  General 
Hospital 

757  Bushwick  Avenue 
Brooklyn 

June  3 

FLUID  AND  ELECTROLYTE  BALANCE 

June  10 

GERIATRIC  PATIENT 
MEDICAL/SURGICAL 

For  further  information  contact  Williamsburgh  General 
Hospital,  757  Bushwick  Avenue,  Brooklyn  11221.  Tel: 
212/455-9000. 


Monthly  schedule  for  Maimonides  Medical 
Center 

4802  Tenth  Avenue 
Brooklyn 

June  3.  10:30  a m.- 12:00  noon 

MALIGNANT  MELANOMA 

For  further  information  contact  Maimonides  Division  of 
Oncology  Tel:  212/853-1200  Ext.  2457. 

June  6,  8:30  a. m.  -5:00  p.m. 

CHILD  DEVELOPMENT  AND  NEUROLOGY 
MINIMAL  CEREBRAL  DYSFUNCTION 


$ 50.  House  Staff  (Limited  Reservations) 

For  further  information  contact  Beth  Israel  Medical  Center, 
10  Nathan  D.  Perlman  PI.,  New  York  10003.  Tel:  212/ 
673-3000.  ' 


Monthly  program  for  St.  Vincent’s  Hospital  and 
Medical  Center 

153  West  1 1th  Street 

June  7,  Monday.  8:30  a m. -5:00  p.m. 

1.  Historical  Evolution  of  Exfoliative 

Cytology  and  Pertinent  Clinical 
Applications 

2.  Cytology  and  Gynecology 

3.  Fluorescence  Microscopy 


June  8.  Tuesday.  9:00  a. m. -5:00  p.m. 

1.  Basic  Gynecologic  and  Obstetric 

Cytology  and  Diagnosis  of  Vulvo- 
vaginitis by  Cytologic  Techniques 

2.  Technical  Workshop 


June  9,  Wednesday,  9:00  a. m. -5:00  p.m. 

Technical  Workshop 


June  10.  Thursday,  9:00  a m. -5:00  p.m. 

1.  Technical  Workshop 

2.  Review  and  Critique 

FEE:  $150. 

For  further  information  contact  H.  L.  Riva,  M.D.,  St.  Vincent’s 
Hospital  and  Medical  Center,  153  West  11th  Street,  New 
York  10011.  Tel:  212/620-1762  or  620-1440. 


For  further  information  contact  Mrs.  Shirley  Lasky,  Pediatric 
Department,  Maimonides  Medical  Center,  4802  Tenth 
Avenue,  Brooklyn  1 1219.  Tel:  212/UL  3-1200. 


June  5 


8:00  a. m. -5:00  p.m. 

Beth  Israel  Medical  Center  in  cooperation  with 
the  American  Society  for  Gastrointestinal 
Endoscopy 


Beth  Israel  Medical  Center 
10  Nathan  D.  Perlman  Place 

COLONOSCOPY,  POLYPECTOMY: 
ADVANCED  TECHNIQUES  AND 
APPLICATIONS 


FEE:  $100.  Physicians 

$ 50.  Nurses 


CREDIT:  AMA  Cat.  1 

(7  hrs.) 


June  10  / 12 

Monthly  course  listing  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY)  with 
the  American  College  of  Chest  Physicians 

Mount  Sinai  Medical  Center 
5th  Avenue  & 100th  St. 

ENVIRONMENTAL  LUNG  DISEASE 

FEE:  ACCP  Members  $125.  CREDIT:  AMA  Cat.  1 

16%  (hrs.) 

Non-member  Physicianr  $150. 

Residents  $75. 


For  further  information  contact  Dale  E.  Braddy,  M S.,  Director 
of  Education,  American  College  of  Chest  Physicians,  911 
Busse  Highway,  PARK  Ridge,  Illinois  60068. 
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June  11/12 


June  4 


St.  Vincent’s  Hospital  and  Medical  Center 


8:00  a. m. -9:00  a.m. 


153  West  1 1th  Street 
June  1 1,  Friday,  1:00  p.m. 

a.  Historical  Background  of  Endoscopy 

b.  Indications  and  Contraindications 

c.  Films  on  Patient  Positioning,  Endoscopic 
Photography,  Instrumentation  and 
Anesthesia 

d.  Clinical  Review;  Differential  Diagnosis 

1.  P.I.D.,  Endometriosis,  Ectopic 

2.  Borderline  Mass 

3.  Infertility 

4.  During  Pregnancy 

e.  Complications  of  Endoscopy 

f.  Critique 

June  12,  Saturday,  8:00  a.m. 

Cases  in  Operating  Pavilion 

FEE:  $200. 


Brookhaven  Memorial  Hospital 

101  Hospital  Road 
Patchogue 

A LOOK  AT  THE  ORAL 
HYPOGLYCEMICS 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Brookhaven  Memorial  Hospital,  101  Brookhaven  Hospital 
Road,  Patchogue  11772.  Tel:  516/GR-5-5000. 


BUFFALO 


June  10 

Roswell  Park  Memorial  Institute 

American  Cancer  Society,  NYS  Division,  Inc. 
Continuing  Medical  Education  SUNYAB 

Roswell  Park  Memorial  Institute 


C 

S 

* 

A 

Sa 


For  further  information  contact  H.  L.  Riva,  M.D.,  Department 
of  Obstetrics  and  Gynecology,  St.  Vincent's  Hospital  & 
Medical  Center,  153  West  1 1th  Street,  New  York  1001 1. 
Tel:  212/620-1762. 


NASSAU  COUNTY 


666  Elm  Street 
Buffalo 

MANAGEMENT  OF  ALL  STAGES  OF 
COLO-RECTAL  CARCINOMA 

CREDIT:  AMA  Cat.  1 


June  2 / 9 / 16 

3:30-5:00  p.m. 

Monthly  program  for  Long  Island  Jewish- 
Hillside  Medical  Center 

New  Hyde  Park 

ECHOCARDIOGRAPHY  AND  OTHER 
INVASIVE  METHODS  IN  CLINICAL 
PRACTICE 

CREDIT:  AMA  Cat.  1 


For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo, 

14263.  Tel:  716/845-5944. 

to. 

June  7-11 

School  of  Medicine  State  University  of  N.Y.  at 
Buffalo. 

Refresher  Seminar  in  Pediatrics 


Children’s  Hospital — Monday,  Thursday,  Friday 

219  Bryant  Street 

Buffalo 


ki 

or 

Of 

M 
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June  3 


10:00  a.m. -4:00  p.m. 

PHARMACOLOGICAL  TREATMENT  OF 
MANIC-DEPRESSIVE  ILLNESS  AND 
SCHIZOPHRENIA:  A SEMINAR  FOR 
PSYCHIATRISTS 

FEE:  $40.  CREDIT:  AMA  Cat.  1 

(4  hrs.) 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park  11040.  Tel:  516/437-6700. 


SUFFOLK  COUNTY 


The  Holiday  Inn  — Tuesday,  Wednesday 

620  Delaware  Avenue 

Buffalo 

CREDIT:  AMA  Cat.  1 & AAFP  29  hrs. 

* Advanced  registration  is  required.  Application  should  be 
made  prior  to  May  19th. 

For  further  information  and  application  forms  contact  office 
of  CME,  SUNYAB,  2211  Main  Street,  Buffalo  14214.  Tel:  ; 
716/831-5526  or  Bureau  of  Maternal  and  Child  Health 
NYSDH,  Empire  State  Plaza,  Albany  12237. 

June  9-11 
SUNYAB 

Statler  Hilton  Hotel 
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Buffalo 


MIAMI,  FLORIDA 


* Registration  12:30  p.m. 

GYNECOLOGICAL  LAPAROSCOPY 

FEE:  $300.  CREDIT:  AMA  Cat.  1 

A AFP  14  hrs. 

For  further  information  contact  CME,  SUNYAB,  221 1 Main 
Street,  Buffalo  14214  Tel:  716/831-5526 


OUT-OF-STATE 


SAN  FRANCISCO,  CALIFORNIA 


May  27-29 

American  Cancer  Society 

San  Francisco  Hilton  and  Tower 

NATIONAL  CONFERENCE  ON  RADIATION 
ONCOLOGY 

PRESENT  STATUS  AND  FUTURE 
POTENTIAL 

CREDIT:  AAFP  (16  hrs),  AMA  Cat.  1(16  hrs) 

AOA  Cat:  ll-D 

For  further  information  contact  Sidney  L.  Arje,  M.D., 
American  Cancer  Society,  777  Third  Avenue,  New  York 
10017. 


June  19-26 

The  Acupuncture  Education  Center 

Miami 

ACUPUNCTURE  CRUISE 

For  further  information  contact  The  Acupuncture  Education 
Center,  P.O.  Box  6622,  Surfside,  Florida  33154.  Tel:  305/ 
861-1162. 

LEXINGTON,  KENTUCKY 


June  11-12 

University  of  Kentucky  Medical  Center 

Lexington,  Kentucky 

CARDIOVASCULAR  DIAGNOSIS  AND 
TREATMENT  SYMPOSIUM 

FEE:  $100. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Education  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506.  Tel:  606/233-5162 


TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine!, in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 


•'WHAT  GOES  ON" 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 

(zip) 
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Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for  communi- 
ty with  two  rapidly  expanding  colleges. 

CONTACT:  Mr  Alex  Spyralatos,  16  N Main  Street,  Alfred,  N Y. 
14802.  Tel.  607/587-8268 

AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  need- 
ed. 

CONTACT:  Mr  Charles  D.  Hicks,  Director,  Physicians'  Procure- 
ment Committee,  157  Ross  Street,  Auburn,  N Y.  13021  Tel. 
315/253-3388  (call  collect). 

BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N Y. 

14012.  Tel.  716/795-3892. 

BATAVIA.  N.Y.,  Genesee  County.  Family  Physician.  Orthopedic 
Surgeon  and  Neurologist/Neurosurgeon 
CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital.  127  North  St.,  Batavia,  N Y.  14020.  Tel.  716/343- 
6030,  ext.  211  or  212. 

BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician.  Guaran- 
teed first  year  income 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N Y. 
13309  Tel.  315/942-2053. 

BRASHER.  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 

Lawrence  County.  Family  Physicians  or  G.P.'s  needed 
CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N Y.  13613. 

Tel.  315/389-2882. 

BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician 
CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R D.  1,  Broadalbin,  N Y.  12025. 

BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician. 
CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N Y.  14420. 

BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 
CONTACT:  Mr.  Alfred  F Sunday,  24  Park  Street,  Brocton,  N Y. 
14716. 

BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 

Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D... 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 

BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day.  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir  , Brookdale  Hospital 
Center.  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 
CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist 
and  Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 

CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga 

Health  Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 
CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 
CONTACT:  Mr.  Wilkie  T.  Maddox.  P.O.  65,  Cherry  Valley,  N.Y. 

13320.  Tel:  607/264-5511. 

CHESTERTOWN,  N.Y.,  Warren  County.  Family  Physician. 
CONTACT:  Mr.  Don  Bozzi,  John  Hancock  Ins.  Co.,  P.O.  Box 

700,  Latham,  N.Y.  12110.  Tel:  518/783-5571. 

COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 
CONTACT:  Mr.  George  Tiffany,  P.O.  Box  116,  Colton,  N.Y. 

13625. 

DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed 
for  13  square  mile  area  covering  population  of  approximately 
17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.  12929.  Tel: 
518/492-7742. 

DELHI,  N.Y.,  Delaware  County.  Family  Physician  and  Anesthesi- 
ologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes 

Road,  Delhi,  N.Y.  13753.  Tel.  607/746-2371. 

ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.’s  and  Anesthesiolo- 
gists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial  Hos- 
pital, Elmira,  N.Y.  14901 . Tel:  607/734-5117. 

FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 


CONTACT:  Mr  Paul  A Hoyt,  Fulton,  N.Y.  13069  Tel:  315/ 

592-2224 

GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street, 

Greene,  N.Y.  13778  Tel:  607/656-4115. 

HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 

CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial  Hospi- 
tal, 62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel:  607/ 

637-3381 

HERKIMER,  N Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist 
in  Ob/Gyn. 

CONTACT:  Mr  John  Symons,  Adm.,  Herkimer  Memorial  Hospi- 
tal, 690  West  German  Street,  Herkimer,  N.Y.  13350.  Tel: 
315/866-3330. 

HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y. 

14468  Tel:  716/392-4144 

HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 

Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 

4233. 

ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass't  Adm.,  Tompkins  County 

Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 

LITTLE  FALLS,  N.Y..  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365. 

Tel:  315/823-1000. 

LONG  LAKE,  N Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
NY.  12847.  Tel:  518/624-2111. 

MASSENA,  N.Y.,  Lawrence  County.  E.N.T  and  F P.'s. 

CONTACT:  Mr.  George  Skomsky,  Adm.,  or  Henry  Dobies,  M.D., 
Massena  Memorial  Hospital,  Massena,  N.Y.  13662.  Tel: 
315/769-9991. 

NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 

384-4531. 

NORTHERN  OSWEGO  COUNTY  wants  a Family  Physician,  or  In- 
ternist or  Pediatrician  willing  to  do  Family  Practice  with  a 
group. 

CONTACT:  Mr.  James  Abbott,  Adm.,  St.  Joseph’s  Hospital 

Health  Center,  301  Prospect  Avenue,  Syracuse,  N.Y.  13203. 
Tel:  315/474-6011. 

ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting  physi- 
cians, especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.,  A.O.  Fox  Memorial  Hospi- 
tal, 1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel:  607/432- 
2000. 

PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified  physi- 
cians to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain  Val- 
ley Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 

PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education  Coor- 
dinator wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 

Charles  Hospital,  200  Belle  Terre  Road,  Port  Jefferson,  N.Y. 
11777.  Tel:  516/473-2800. 

POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Dept. 
Physician.  New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital, 

Reade  Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431- 

2305. 

PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y.  13142. 

RED  CREEK,  N.Y.,  Wayne  County.  Famiiy  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 

RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family 
Physician.  Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
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Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 

ROCHESTER,  N.Y.,  Monroe  County.  Hospital  seeking  Board 
qualified  Orthopedic  Surgeons.  Also  want  a Director  of  Or- 
thopedic Education  for  Part  Time  salaried  position. 

CONTACT:  A.  J.  Graziani,  M.D.,  Chm.,  Dept,  of  Surgery,  St. 

Mary's  Hospital,  89  Genesee  Street,  Rochester,  N.Y.  14611. 
Tel:  716/328-3300. 

ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or  Inter- 
nist for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540. 

RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed 
for  area. 

CONTACT:  Mrs.  Frederic  D.  Morris,  Supervisor,  Town  of  Rush- 
ford,  RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 

SARANAC  LAKE,  N.Y.,  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 

SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route 

9W,  Saugerties,  N.Y.  12477.  Tel:  914/246-4551. 

STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician 
needed  for  open  staff  hospital. 

CONTACT:  Mr.  Richard  Murray,  Pres.,  Board  of  Managers, 

Cranberry  Lake,  N.Y.  12927.  TEL:  315/848-2428  or  Mrs. 

Doris  Hall,  R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N.Y. 
13690.  Tel:  315/848-3551. 

TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and  Ra- 
diologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 

Hospital,  Ticonderoga,  N.Y.  12883.  Call  Collect  518-585/ 
2831,  ext.  65. 

WALTON,  N.Y.,  (Catskill  Mtn.  area)  Family  Physician  to  join  es- 
tablished hospital-based  group.  Salary  with  incentive. 

CONTACT:  Thomas  E.  Lavell,  M.D.,  Delaware  Valley  Hospital, 

Inc.,  Walton,  N.Y.  13856.  Tel:  607/856-4101. 

WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.’s  and  other 
Specialists  needed. 

CONTACT:  Bruno  Riemer,  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main 
Street,  Waterloo,  New  York  13165.  Tel:  315/539-9204. 

WAVERLY,  N.Y.,  Tioga  County.  Orthopedic  Surgeon. 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General  Hospi- 
tal, P.O.  Box  127,  Waverly,  N.Y.  14892.  TEL:  607/656- 

2881. 

WHITEHALL,  N.Y.,  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 

Street,  Whitehall,  N.Y.  12887.  Tel:  518/499-0228. 

WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 

Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 

WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr  Bernard  Lipsky,  Chamber  of  Commerce,  Wood- 
bourne.  N.Y.  12788.  Tel:  914/434-7652. 

WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898. 
Tel:  607/458-5151. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


ANESTHESIOLOGIST 

BUFFALO,  N.Y.  Erie  County  needs  an  Anesthesiologist  to  join 
group  of  doctors  and  nurse  anesthetists.  For  further  infor- 
mation contact  Dept,  of  Anesthesiology,  Deaconess  Hospital, 
1001  Humboldt  Pkwy,  Buffalo  14208.  Tel:  716/886-4400. 

Ext.  447. 


NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologi- 
st. For  further  information  contact  Irving  Cramer,  M.D.,  St. 
Luke’s  Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 
SIDNEY,  N.Y.  Delaware  County  needs  an  Anesthesiologist  and 
4 Family  Physicians  for  Tri  Town  area.  Contact  John  W. 
Sands,  Adm  , The  Hospital,  Pearl  Street.  Sidney  13838.  Tel: 
607/563-9934. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Ooup, 
Olean,  14760.  Tel:  716/372-0141. 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett 
Road,  Cedarhurst  1 1559.  Tel:  516/239-8008. 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency 
Room  Physician.  A semi-retired  physician  is  preferred  for  this 
position  which  offers  a furnished  house  on  hospital  grounds. 
Contact  The  Medical  Society  State  of  New  York,  Physicians’ 
Placement  Bureau,  420  Lakeville  Road,  Lake  Success,  N.Y. 
11040.  Tel:  516/488-6100.  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency 
Room  physician.  Position  offers  excellent  benefits.  Contact 
Irving  Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479 
Champlin  Rd.,  Utica,  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physi- 
cian. Contact  Mr.  Patrick  Cannistra,  Director  of  Personnel  at 
St.  Lukes  Memorial  Hospital  Center,  Box  479  Champlin  Road, 
Utica,  13503. 


FAMILY  PHYSICIANS: 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Con- 
tact Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BATH,  N.Y.  Steuben  County  needs  a Family  Physician  and  a Pe- 
diatrician. Contact  Wayne  A.  Manson,  Administrator,  Ira  Dav- 
enport Memorial  Hospital,  Box  350,  Bath,  14810.  Tel:  607/ 
776-2141. 

BERGEN,  N.Y.,  Genesee  County  needs  a Family  Physician.  Con- 
tact William  Ferris,  Executive  Director,  Gillam  Community  Cen- 
ter, Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings. 
Contact  Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services, 
272  Willis  Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County~needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chat- 
ham 12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Physi- 
cian. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

COPAKE,  N.Y*  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corninc 
14830.  Tel:  607/936-9971. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Con- 
tact Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  ol 
Webb  Health  Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician 
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Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P C.,  20  Elm  Street,  Hornell.  14843  Tel:  607/324- 

1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Con- 
tact David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc., 
Hunter,  12442. 

JAMESTOWN,  N Y..  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital- 
based  group  practice.  Contact  George  W Lewis,  M D , Di- 
rector, Family  Health  Center,  51  Glasgow  Avenue,  Jamestown 
14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician 
Contact  Arthur  Howard.  M.D.,  Chairman,  Physician  Recruit- 
ment Committee,  Johnstown  Hospital,  201  S.  Melcher  Street. 
Johnstown,  12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Ophthalmologist  and  Family 
6 Physician.  Contact  Mr  Robert  M.  Schnitzer,  Pine  Street,  Pro- 
fessional Park,  Kingston,  12401.  Tel:  914/331-8853. 


MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC.  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D M D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tei:  914/628- 
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MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital, 
Medina,  14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D., 
415  Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 
PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building.  Box 
00.  Philmont.  12565.  Tel:  518/672-7032. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  four  House  Physicians 
2 Internists  and  2 OB/GYN.  Contact  Mr.  James  E.  Connolly, 
Vassar  Brothers  Hospital,  Reade  Place,  Poughkeepsie,  12601. 
Tel:  914/431-2305. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to 
join  12  physicians  in  a Health  Center.  Excellent  fringe  bene- 
fits including  malpractice  coverage.  Contact  Robert  E.  Long, 

M. D.,  819  S.  Salina  Street,  Syracuse  13202.  Tel:  315/476- 
7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  fioga  County  needs  a Family  Physician.  Con- 
tact Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37 

N.  Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 
WEBSTER,  N.Y.  Monroe  County  needs  a Family  Physician  to  join 

a 7 man  multispecialty  group  which  is  12  miles  east  of  Roch- 
ester. Contact  Jason  0.  Cook,  M.D.,  193  West  Main  Street, 
Webster  14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hospital  of  William 
F.  & Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville. 
14895.  Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Rob- 
ert Arnold,  Willsboro,  12996. 


GENERAL  SURGEON 


vl 


BATH,  N.Y.,  Steuben  County  needs  a General  Surgeon,  Ob/Gyn  and 
Orthopedic  Surgeon.  Contact  Mr.  Robert  E.  Page,  Adm.  Asst., 
Ira  Davenport  Hospital,  Bath,  14810.  Tel:  (607)776-2141. 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 
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ORTHOPEDIC  SURGEON 

BATH,  N.Y.,  Steuben  County  needs  a Orthopedic  Surgeon,  Ob/Gyn 
and  General  Surgeon.  Contact  Mr.  Robert  E.  Page,  Adm.  Asst., 


Ira  Davenport  Hospital,  Bath,  14810.  Tel:  (607)776-2141. 
MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital, 
Medina.  14103  Tel:  716/798-2000. 


INTERNISTS: 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Av- 
enue, Bronx  10454  Tel:  212/292-2260. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  inter- 
ested in  health  care  delivery  and  community  medicine.  For 
further  information  contact  W.  H.  Stevenson,  Ass't  Director  of 
Personnel,  the  Buffalo  General  Hospital,  100  High  Street, 
14203.  TEL:  716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Physi- 
cian. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420. 
Tel:  315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541 . Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  avail- 
able. For  further  information  contact  Margaretville  Memorial 
Hospital  Administrator  at  Tel:  914/586-2631  or  914/586- 

4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist. 
For  further  information  contact  John  J.  McDonald,  Adm., 
Schuyler  Hospital,  Montour  Falls,  14865.  Tel:  607/535- 

7121. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs.  Alice 
Hersh,  Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Ave- 
nue, Poughkeepsie,  12603. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca 
District  Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  infor- 
mation contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street, 
Syracuse  13202.  Tel:  315/476-7921. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician 
to  assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central 
Avenue,  Woodmere,  11598. 


OBSTETRICIAN/GYNECOLOGISTS: 

BATH,  N.Y.,  Steuben  County  needs  a Ob/Gyn,  Orthopedic  Surgeon 
and  General  Surgeon.  Contact  Mr.  Robert  E.  Page,  Adm  Asst., 
Ira  Davenport  Hospital,  Bath,  14810.  Tel:  (607)776-2141. 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island  2 Ob/Gyn.  seek- 
ing 3rd  Ob/Gyn  for  group.  Contact  Charles  I.  Rosenblum, 
M.D.,  41  Brentwood  Rd.,  Bayshore,  11751.  Tel:  516/665- 

0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
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Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

POUGHKEEPSIE,  N.Y.  Dutchess  Country  needs  2 OB/GYN  and 
four  House  Physicians.  Contact  Mr.  James  E.  Connolly,  Vas- 
sar  Brothers  Hospital,  Reade  Place,  Poughkeepsie,  12601. 
Tel:  914/431-2305. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167. 
Tel  607/652-7521. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits,  JCAH 
hospital.  Contact  Thomas  E.  Lavell,  M.D.,  Delaware  Valley 
Hospital,  1 Titus  Place,  Walton,  13856.  Tel:  607/865-4101. 


OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 


PEDIATRICIANS: 

BATH,  N.Y.  Steuben  County  needs  a Pediatrician  and  a Family 
Practice  Physician.  Contact  Wayne  A.  Manson,  Administra- 
tor, Ira  Davenport  Memorial  Hospital,  Box  350  Bath,  14810. 
Tel:  607/776-2141. 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Ave- 
nue, Bronx  10454.  Tel:  212/292-2260. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
- Pediatrician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Put- 
nam Professional  Park,  Mahopac  10541.  Tel:  914/628- 
3474. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence 
Fowe,  M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel: 
212/433-7854. 

PORT  JERVIS,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
J.  Koo,  M.D.,  29  Orange  Street,  Port  Jervis,  12771.  Tel: 
914/856-3333. 

SODUS,  N.Y.  Wayne  County.  Pediatrician  needed  for  group 
practice,  affiliated  with  500  bed  teaching  hospital  in  Roches- 
ter. For  further  information  contact  Thomas  W.  Kuebler, 
M.D.,  Med.  Dir.,  Wayne  County  Rural  Health  Program,  Box  A, 
Sodus  14551.  Tel:  315/483-9133.  Ext.  54. 


PSYCHIATRIST 

CORTLAND,  N Y.  Cortland  County  needs  a staff  Psychiatrist. 
For  further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Direc- 
tor, Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

SCHENECTADY,  N.Y.  Schenectady  County  Radiologist  seeks 
board  certified  associate  for  diagnostic  clinic  and  hospital 
type  practice.  Contact  George  T Grimmer,  M.D.,  Bellevue 
Maternity  Hospital,  P.O.  Box  1030,  2210  Troy  Schenectady 
Road,  Schenectady  12301.  Tel:  518/374-4561. 

UTICA,  N Y Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  in- 
cluding special  procedures,  ultrasound  and  nuclear  medicine. 
Contact  B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St. Luke's 
Memorial  Hospital  Center,  Box  479,  Utica,  13503. 
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UROLOGIST 

MEDINA,  N.Y.,  Orleans  County  needs  a Urologist,  Family  Practitioner 
and  Orthopedic  Surgeon.  Contact  James  H.  Morey,  Adm.,  Me- 
dina Memorial  Hospital,  Medina  14103.  Tel:  716/798-2000. 


ALL  SPECIALTIES 

FLUSHING,  N.Y.  Queens  County  needs  all  specialties  for  an  out- 
patient clinic.  Contact  C.  Linardos,  M.D.,  42-78  Main  Street, 
Flushing  11355.  Tel:  212/539-8800. 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings 
for  all  specialties  to  practice  for  themselves  and  also  be  part 
of  a group.  Contact  Mr.  Lou  Goodman,  St.  James  Medical 
Center,  25  St.  James  Place,  New  York,  10038. 


LOCUM  TENENS 


EAST  HAMPTON,  N.Y.,  Suffolk  County.  Family  Physician  needed 
for  Group  Practice  June-September  1976  in  summer  resort  area. 
Contact  Edwin  C.  Rowe,  M.D.,  94  Pantigo  Road,  East  Hampton, 
11937.  Tel:  516/324-1300 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 


ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic. 


INTERNIST  needed  to  serve  in  Surakarta,  Indonesia 


For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  2 1 2/686-3 1 1 0. 


xi 


LOOKING  FOR  EXTERNS?  Would  you  like  the  Medical  Society 
of  the  State  of  New  York  to  assist  you  by  publishing  an  an- 
nouncement in  "What  Goes  On  in  Continuing  Medical  Educa- 
tion,” the  section  of  the  New  York  State  Journal  of  Medicine  that 
lists  Physicians’  Placement  Opportunities.  Contact  Editor, 
“What  Goes  On  in  Continuing  Medical  Education,”  MSSNY,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel:  516/488- 

6100,  ext  241. 


AMA’S  PHYSICIANS’ 
SERVICE 


PLACEMENT 


Physicians  seeking  placement  opportunities  outside  New  Yorl 
State  should  contact  AMA,  Physicians'  Placement  Service,  53f 
N Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-600( 

and  also  refer  to  the  physicians'  opportunities  listed  in  the  classi 
tied  ad  section  of  JAMA,  The  Journal  of  the  AMA. 


SUBSCRIPTION 


Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  les: 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  yoi 
12  issues  mailed  first  class  in  advance  of  the  New  York  Stat< 
Journal  of  Medicine. 
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For  the  most  common 


brms  of  insomnia 
| Awake  too  long 
[ Awake  too  often 
Awake  too  early 

Dalmane 

flurazepam  HCI) 


objectively  proved  in  the  sleep 
esearch  laboratory,  Dalmane 
1)  induces  sleep  within 
7 minutes,  on  average 
h reduces  nighttime 
wakenings 

|]  provides  7 to  8 hours  of 
leep,  on  average,  without 
;peating  dosage 

^ efore  prescribing  Dalmane  (flurazepam 
Cl),  please  consult  complete  product 
- formation,  a summary  of  which  follows: 
idications:  Effective  in  all  types  of  insomnia 
i laracterized  by  difficulty  in  falling  asleep, 
equent  nocturnal  awakenings  and/or  early 
orning  awakening;  inpatients  with  recurring 
" somnia  or  poor  sleeping  habits:  and  in 
:ute  or  chronic  medical  situations  requiring 
:stf ul  sleep.  Since  insomnia  is  often  transient 
id  intermittent,  prolonged  administration  is 
;nerallv  not  necessary  or  recommended, 
intraindications:  Known  hypersensitivity 
'flurazepam  HCI. 

ihmings:  Caution  patients  about  possible 
imbined  effects  with  alcohol  and  other 
NS  depressants.  Caution  against  hazardous 
ccupations  requiring  complete  mental  alett- 
es (eg.,  operating  machinery,  driving), 
se  in  women  who  are  or  may  become  preg- 
ant  only  when  potential  benefits  have  been 
' eighed  against  possible  hazards.  Not 
■commended  for  use  in  persons  under  15 


years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  preclude 
oversedation,  dizziness  and/or  ataxia.  If 
combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions 
in  patients  who  are  severely  depressed,  or 
with  latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach,  nausea, 
vomiting,  diarrhea,  constipation,  GI  pain, 
nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest 
pains,  body  and  joint  pains  and  GU  com- 
plaints. There  have  also  been  rare  occurrences 
of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred 
vision,  burning  eyes,  faintness,  hypotension, 
shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation, 
anorexia,  euphoria,  depression,  slurred 
speech,  confusion,  restlessness,  hallucina- 
tions, and  elevated  SGOT.  SGPT,  total  and 
direct  bilirubins  and  alkaline  phosphatase. 
Paradoxical  reactions,  e.g.,  excitement, 
stimulation  and  hyperactivity,  have  also 
been  reported  in  rare  instances. 


Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage:  15  mg 
may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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A common  complaint  from 
older  insomnia  patients 


Awake  too 
often 


Sleep  research  laboratory  profile  showing  frequent  awakenings  during  the  night 


Awake 


Hours  3 4 5 

Sleep  with  few  nighttime  For  the  most  common 

awakenings  forms  of  insomnia 


Around  the  age  of  50,  some  people  might 
begin  to  experience  frequent  awakenings 
during  the  night.  Dalmane  (flurazepam 
HC1 ) effectively  reduces  number  of  nighttime 
awakenings!'4  It  also  reduces  prolonged 
sleep  latency  and  prolonged  early  morning 
awakening  — the  two  other  most  common 
forms  of  insomnia  — by  providing,  on  average, 
sleep  within  17  minutes  and  increased  total 
sleep  time!'4 

Dalmane  performs  night  after  night  with 
relative  safety  and  infrequent  morning 
“hang-over.” The  usual  adult  dose  is  30  mg 
h.s. ; in  some  cases,  15  mg  will  suffice.  For 
the  elderly  and  debilitated,  an  initial  dose 
of  15  mg  is  recommended  to  help  preclude 
oversedation,  dizziness  or  ataxia.  Before 
prescribing,  please  weigh  potential  benefits 
against  possible  risks. 


Dalmane 

(flurazepam  HCI) 

Objectively  proved  in  the 
sleep  research  laboratory: 

□ fewer  nighttime  awakenings 

□ 7 to  8 hours  of  sleep,  on  average, 
without  repeating  dosage 

□ sleep  within  17  minutes,  on  average 


Please  see  reverse  side  for  summary  of  product  information! 
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Advertisement  showing  two  hunters  administering  ginger  brandy  to  an  ill  comrade.  Lithograph , IHbl 

The  Rettmann  Archive 

Sixth  in  a series  of  cover  illustrations  of  historic  interest  in  New  York  State  commemorating  the  Bicentennial  Year  1976. 


DR.C.Y.  GIRARD’S 


OJN  AO 


For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 


Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 


Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 

BRONKOTABS 

Each  tablet  contains  ephedrme  sulfate  24  mg.  glyceryl  guaiacolate  100  mg, 
theophylline  100  mg.  phenobarbital  8 mg  (warning  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  frequent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness. or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presence  of  hypertension,  heart  disease,  or  hyperthyroidism  Drowsiness  may 
occur  Ephedrine  may  cause  urinary  retention,  especially  in  the  presence  of 
partial  obstruction,  as  in  piostatism 

RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6 one  half  adult  dose 
SUPPLIED  Bottles  of  100  and  1000  scored  tablets 


REON 


BREON  LABORATORIES  INC.  • 90  Park  Avenue.  New  York,  N Y 10016 


□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 


Percodan 


□ oxycodone,  the  principal  ingredient 
of  Percodan®  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Each  yeliov,.  scored  tablet  contains  450  mg.  oxycodone  HCI  (Warning: 
May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning  May 
be  habit  forming).  224  mg.  aspirin,  160  mg.  phenacetm.and  32  mg.  caffeine. 


□ one  tablet  q. 6 h* 


''See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 


li  3IPTI0N  Each  yellow  scored  tablet  contains  4 50  mg  oxy- 

Ie  HCI  (Warning  May  be  habit  forming).  0 38  mg  oxyco- 
terephthalate  (Warning:  May  be  habit  forming).  224  mg. 
1.160  mg  phenacelin  and  32  mg  caffeine 
I ATI0NS  For  the  relief  of  moderate  to  moderately  severe  pain. 
1 RAIN0ICATI0NS  Hypersensitivity  to  oxycodone  aspirin. 
Icetin  or  caffeine 

INGS  Drug  Dependence  Oxycodone  can  produce  drug 
dence  of  the  morphine  type  and.  therefore,  has  the  potential 
fe  ng  abused  Psychic  dependence,  physical  dependence  and 
I nee  may  develop  upon  repeated  administration  of 
IJDANV  and  it  should  be  prescribed  and  administered  with 
■ me  degree  of  caution  appropriate  to  the  use  of  other  oral 
P ic-contaimng  medications  Like  other  narcotic-containing 
► ations  PERCODAN"  is  subiect  to  the  Federal  Controlled 
V wees  Act 

h in  ambulatory  patients  Oxycodone  may  impair  the  mentai 
I physical  abilities  required  for  the  performance  of  potentially 
> ous  tasks  such  as  driving  a car  or  operating  machinery.  The 
t using  PERCODAN " should  be  cautioned  accordingly 
'■  ction  with  other  central  nervous  system  depressants 
is  receiving  other  narcotic  analgesics  general  anesthetics, 
thiazines.  other  tranquilizers,  sedative-hypnotics  or  other 
lepressants  (including  alcohol)  concomitantly  with 
1DAN'  may  exhibit  an  additive  CNS  depression.  When  such 
ted  therapy  is  contemplated  the  dose  of  one  or  both  agents 
be  reduced 

in  pregnancy  Safe  use  in  pregnancy  has  not  been  estab- 
"elative  to  possible  adverse  effects  on  fetal  development 
ore.  PERCODAN'  should  not  be  used  in  pregnant  women 
in  the  iudgment  of  the  physician,  the  potential  benefits 
gh  the  possible  hazards 

in  children  PERCODAN'  should  not  be  administered  to 
n PERCODAN '-Demi,  containing  half  the  amount  of  oxy- 
can  be  considered,  i See  product  prescribing  information 

tC0DAN"-0emi.) 

5tes  should  be  used  with  caution  in  the  presence  of  peptic 
r coagulation  abnormalities 


PRECAUTIONS  Head  injury  and  increased  intracranial  pressure 

The  respiratory  depressant  effects  of  narcotics  and  their  capacity 
to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exagger- 
ated m the  presence  of  head  injury  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure  Furthermore,  nar- 
cotics produce  adverse  reactions  which  may  obscure  the  clinical 
course  of  patients  with  head  injuries 

Acute  abdominal  conditions  The  administration  of  PERCODAN" 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions 
Special  risk  patients  PERCODAN"  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothyroid- 
ism, Addison  s disease,  and  prostatic  hypertrophy  or  urethral 
stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken 
in  excessive  amounts  for  a long  time 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse 
reactions  include  light-headedness.  dizziness,  sedation,  nausea 
and  vomiting  These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  m nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation 
and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted 
according  to  the  severity  of  the  pain  and  the  response  of  the 
patient  It  may  be  occasionally  necessary  to  exceed  the  usual  dos- 
age recommended  below  in  cases  of  more  severe  pain  or  in  those 
patients  who  have  become  tolerant  to  the  analgesic  effect  of  nar- 
cotics PERCODAN'  is  given  orally  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERCODAN*  may  be  additive  with  that  of  other  CNS  depressants 
See  WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the 
uricosuric  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  “ERCODAN"  is  characterized  by  respiratory 


depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  pro- 
gressing to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In 
severe  overdosage  apnea,  circulatory  collapse,  cardiac  arrest  and 
death  may  occur.  The  ingestion  of  very  large  amounts  of 
PERCODAN'  may.  in  addition,  result  in  acute  salicylate  intoxica- 
tion. 

Treatment  Primary  attention  should  be  given  to  the  re-establish- 
ment of  adequate  respiratory  exchange  through  provision  of  a pat- 
ent airway  and  the  institution  of  assisted  or  controlled  ventilation 
The  narcotic  antagonists  naloxone,  nalorphine  or  levallorphan  are 
specific  antidotes  against  respiratory  depression  which  may  result 
from  overdosage  or  unusual  sensitivity  to  narcotics,  including 
oxycodone  Therefore,  an  appropriate  dose  of  one  of  these  antag- 
onists should  be  administered,  preferably  by  the  intravenous 
route,  simultaneously  with  efforts  at  respiratory  resuscitation. 
Since  the  duration  cf  action  of  oxycodone  may  exceed  that  of  the 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  of  the  antagonist  should-be  adminis- 
tered as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression. 
Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive 
measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 

DEA  Order  Form  Required. 

PERCODAN  * is  a registered  trademark  of  Endo,  Inc 


£ndo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  E.l.  du  Pont  de  Nemours  & Co.  (Inc.) 

EDO  6750 


However  you  define 

in  acute  cystitis 
— achieved  ari 


achieved 

zero  colony  count/ml 
urine 


achieve! 
<1000/n 
urine  i 


■In  a new  study  8 out  of  1 0 patients  with  acute  lower  urinary  tract 
infection,  primarily  cystitis,  achieved  sterile  urine.  All  infections 
were  nonobstructed.  Susceptible  organisms  included  E.  coli, 
Klebsiella- Aerobacter , Proteus  mirabilis  and  Proteus  vulgaris. 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey 


No.  of 
patients 

Sterile 

urine 

Clear  culture 
<1 000  organisms/ 
ml  urine 

Clear  culture 
<10,000  organisms/ 
ml  urine 

406 

81% 

(330) 

83% 

(339) 

88% 

(357) 

lear  culture 


Santanof  BAR 

(suHame&xjxazole) 

\1%  to  88%  cure  rate 


X • 


1 


IN 

ii/ 

i( 
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88% 

achieved 
< 10,000  ml 
urine 
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Gantanol  BUX 

sulfamethoxazole/Roche 

4 tablets  (0.5  Gm  each)  STAT—  then  2 tablets  B.I.D.  for  10-14  days 

Basic  therapy  with  convenience  and  economy 
in  acute  nonobstructed  cystitis 


fdueto  susceptible  organisms 


‘ase  see  following  page  for  summary  of  product  information. 
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Gantanof  BXDi 

sulfamethoxazole/Roche 

Basic  therapy  with  convenience  and  economy 
in  acute  nonobstructed  cystitis* 

4 tablets  (0.5  Gm  each)  STAT—  then  2 tablets  B.I.D.  for  10-14  days 

□ Effective  in  nonobstructed  cystitis. 

□ Active  against  susceptible  strains  of  gram-negative  and  gram-positive 
organisms:  E.  coli,  Klebsiella-Aerobacter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

□ Rapid  antibacterial  blood  and  urine  levels— in  from  2 to  3 hours. 

□ Convenient,  economical  B.I.D.  dosage. 

□ Contraindicated  during  pregnancy  and  the  nursing  period  and  in 
infants  under  2 months  of  age. 

□ As  with  all  sulfonamides,  adequate  fluid  intake  should  be  maintained 
during  therapy;  perform  frequent  CBC’s  and  urinalyses  with  careful 
microscopic  examination. 

*due  to  susceptible  organisms 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  urinary 
tract  infections  (primarily  nonobstructed  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms,  usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis  and,  less 
frequently,  Proteus  vulgaris.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 

The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic 
streptococcal  infections  and  will  not  eradicate  or  prevent  sequelae 
(rheumatic  fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias  have  been  reported  and  early  clinical 
signs  (sore  throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate 
serious  blood  disorders.  Frequent  CBC  and  urinalysis  with  micro- 
scopic examination  are  recommended  during  sulfonamide  therapy. 
Insufficient  data  on  children  under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-e- 
phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 


Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplas 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia, 
purpura,  hypoprothrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
sis, urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema,  conjunctival  and  scler? 
injection,  photosensitization,  arthralgia  and  allergic  myocarditis); 
gastrointestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneou 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (acetazol- 
amide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  hav 
caused  rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia as  well  as  thyroid  malignancies  in  rats  following  long-terr 
administration.  Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age  (except  adjunctively  with  pyrimeth-  d 
amine  in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 

0.5  Gm  sulfamethoxazole/teaspoonful. 

Roche  Laboratories 
Division  ot  Hoffmann-la  Roche  Inc. 

Nutley.  New  Jersey  07110 
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Shayegani,  M.,  McGlynn,  D.,  Brisebois,  P.,  and  Gib- 
bons, W.,  Jr.:  Enteropathogenic  serogroups  of  Esche- 
richia coli  in  Upstate  New  York,  New  York  State  J.  Med. 

76:  851  (June)  1976. 

The  data  concerning  EEC  (enteropathogenic  Esche- 
richia coli)  strains  considered  responsible  for  diarrhea  in 
humans  was  studied  in  New  York  State,  excluding  New 
York  City,  from  January,  1971,  to  May,  1975.  Sero- 
grouping,  the  only  procedure  commonly  used  by  diagnostic 
laboratories  to  establish  enteropathogenicity  of  E.  coli 
strains,  was  performed  in  our  laboratories  using  both  flu- 
orescent antibody  and  slide  agglutination  methods.  The 
data  showed  a gradual  increase  in  the  incidence  of  EEC 
during  this  period.  Tests  are  desirable  and  needed  to 
permit  the  routine  detection  of  enterotoxin-producing  and 
invasive  strains  of  E.  coli  by  clinical  laboratories. 

Pratilas,  V.,  and  Pratila,  M.  G.:  Halothane  and  the  liver; 
coming  of  age?,  New  York  State  J.  Med.  76:  858  (June) 
1976. 

A review  of  the  published  clinical  and  investigational 
work  over  twenty  years  of  halothane  use  in  anesthetic 
practice  is  presented.  Evidence  suggests  that  “halothane 
hepatitis,”  if  it  indeed  exists,  is  a rare  entity.  Implications 
of  factors  such  as  the  increasing  incidence  of  viral  hepat  itis 
and  our  improved  knowiedge  of  drug  metabolism,  includ- 
ing that  of  halothane,  are  discussed.  Various  laboratory 
methods  reputed  to  be  diagnostic  for  halothane  hepatitis 
are  outlined.  A discussion  of  the  present  place  of  halo- 
thane in  anesthetic  practice  with  conclusions  and  recom- 
mendations is  detailed. 

Murphy,  G.  P.,  Joiner,  J.  R.,  Vana,  J.,  Patterson,  J.  C., 
and  Saroff,  J.:  Treatment  of  prostatic  carcinoma  in 
Western  New  York,  New'  York  State  J.  Med.  76:  869 
(June)  1976. 

The  summary  of  548  prostatic  cancer  patients  from  24 
member  institutions  of  the  Lakes  Area  Regional  Tumor 
Service  Registry,  Tumor  Registry,  was  examined  for  the 
period  1970  through  1974  and,  where  feasible,  compared 
to  124  prostatic  cancer  patients  concurrently  referred  to 
RPMI  (Roswell  Park  Memorial  Institute)  during  this  same 
period.  This  report  emphasizes  the  varieties  of  treatments 
offered  prostatic  cancer  patients  both  at  regional  hospitals 
and  at  a categorical  center.  Despite  this,  apparent  limited 
survival  rates  at  present  are  similar.  Survival  rates  for 
both  clinical  Stage  B and  D patients  who  had  an  orchiec- 
tomy, with  or  without  added  hormonal  therapy,  were  im- 
proved during  the  first  three  years  of  treatment  following 
diagnosis.  Although  hormonal  palliation  in  advanced 
clinical  stages  has  been  common,  an  increased  utilization 
of  radiotherapy  is  noted.  Nonhormonal  chemotherapy  is 
more  frequently  used  to  a significant  degree  at  the  cate- 
gorical center.  There  are  apparent  significant  differences 
in  the  age  of  the  patient  as  well  as  clinical  stage  of  the  dis- 
ease depending  on  the  institution  at  which  first  seen.  A 
significant  (p  <0.01)  proportion  of  the  Tumor  Registry 
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Editorials 


Physicians  are  not  so  bad! 

In  the  face  of  the  existing  very  apparent  “open 
season”  on  physicians  by  some  legislators,  govern- 
ment regulatory  agencies,  Ralph  Nadar,  Max  Fine, 
and  The  New  York  Times,  the  patient’s  opinion  of 
the  physician  is  still  high  as  given  by  the  public  at 
large  and  by  individual  patients.  Manifestly  the 
physician  “has  everybody  against  him  but  the  peo- 
ple." 

According  to  the  American  Medical  Association 
this  is  borne  out  by  several  recent  surveys.  The  last 
survey  by  Harris  showed  that  medical  specialists 
topped  all  15  categories  of  medical  care  personnel 
covered  in  the  study,  with  83  per  cent  favorable  and 
only  9 per  cent  of  those  surveyed  offering  unfavorable 
opinions.  General  practitioners,  too,  have  had  a 
vote  of  confidence  in  their  ministrations;  approval 
in  this  instance  increased  from  72  per  cent  in  favor 
of  their  general  physicians  with  only  19  per  cent  un- 
favorable opinions  expressed  in  1968  as  compared  to 
81  per  cent  and  16  per  cent  respectively  in  this  recent 
survey. 

It  is  noteworthy  that  hospitals  obtained  only  a 70 
per  cent  favorable  rating  with  27  per  cent  unfavorable 
in  the  poll,  a poll  conducted  by  the  Federation  of 
American  Hospitals.  Noteworthy  too  is  the  fact  that 
nonprofit  hospitals  received  only  a 60  per  cent  fa- 
vorable rating  with  21  per  cent  unfavorable,  even 
though  they  rated  better  than  government  institu- 
tions. For  those  who  favor  Federal  takeover,  it 
should  be  noted  expressly  that  only  53  per  cent  of  the 

Misuse  of  information  printed  in  tl 

JANUARY,  1976,  was  open  season  on  doctors,  and 
some  big  guns  were  used.  One  was  a report  issued  by 
a Congressional  Subcommittee — that  on  Oversight 
and  Investigation  (chairman:  John  E.  Moss,  Cal.). 
It  contended  that  in  1974,  2.38  million  surgical  pro- 
cedures were  unnecessarily  performed,  and  that 
“Unnecessary  surgery  led  to  11,900  deaths  last 
year.”1  The  other  weapon,  fired  by  the  New  York 
Times,  was  a monstrous  five-barrel  shotgun  that  took 
aim  at  “the  problem  of  incompetent  doctors.”  Much 
of  the  ammunition  used  by  the  Committee  and  the 
New  York  Times  was  taken  from  the  pages  of  this 
Journal ,+  but  legitimate  shot  was  mixed  with  dum- 
dum bullets  and  other  explosive  devices  that  the 
fairminded  hunter — or  critic — would  shun. 

In  less  metaphorical  language,  data  used  were  at 
times  inaccurate,  at  times  manipulated,  and  at  times 
subjected  to  inappropriate  extrapolation.  Moreover, 

* Reprinted  by  permission  of  F.  J.  Ingelfinger,  M.D.,  and  The 
New  England  Journal  of  Medicine,  294:  667  (Mar.  18)  1976. 
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military  and  veterans  hospitals  received  a favorable 
rating  with  20  per  cent  of  them  labeled  as  unfavor- 
able. 

This  particular  Harris  survey  shows  that  the  public 
has  a high  regard  for  physicians,  much  higher  than 
active  critics  try  to  indicate.  Also,  we  can  be  proud 
that  physicians  are  rated  most  trustworthy  of  occu- 
pations in  the  Chilton  Research  Service  Survey  and 
in  the  Roper  Reports;  both  found  that  people  were 
very  satisfied,  or  fairly  well  satisfied,  with  both  the 
quality  and  availability  of  their  medical  care  services. 

It  is  true  that  a majority  considered  medical  costs 
too  high,  but  8 of  10  expressed  the  realization  that 
one  of  the  five  major  causes  of  climbing  medical  and 
hospital  costs  was  increasing  malpractice  insurance 
premiums,  plus  increases  in  the  salaries  of  nurses  and 
other  hospital  personnel,  physician  overhead,  drug 
costs,  inflation  in  general,  as  well  as  physicians’  fees. 
Further  it  must  be  stressed  that  the  union  medical 
centers  trailed  badly  in  public  regard,  even  though 
they  are  so  vociferous  in  demanding  “better  medical 
care  for  the  people.” 

Apparently  the  physician  is  highly  regarded  where 
it  counts;  where  he  does  his  particular  good — with  the 
patient.  The  attitude  of  the  patient  is  the  basis  of 
our  strength.  The  opinion  of  our  patients  is  our 
weapon,  a most  powerful  secret  weapon;  let  us  pro- 
mote it,  nurture  it,  and  take  care  of  our  patients  with 
this  in  mind. 

A.A.A. 

s JOURNAL* t 

in  spite  of  disclaimers  buried  toward  the  end  of 
lengthy  accounts,  the  Times  articles  were  presented 
in  a manner  calculated  to  inflame  public  fears  and 
resentment.  Such  manipulation  and  distortion  of 
data  are  exemplified  by  what  the  Times  had  to  report 
about  cholecystectomies. 

The  headline  on  the  front  page  of  the  New  York 
Times  of  Tuesday,  January  27,  1976,  read,  “Incom- 
petent Surgery  Is  Found  Not  Isolated.”  On  the  same 
front  page  was  a large  chart  presenting  numbers  for 
various  operative  procedures.  The  number  of 
cholecystectomies  in  1975  was  given  as  472,000,  with 
6700  deaths  (1.4  per  cent  mortality).  The  table  also 
states  that  14  per  cent  of  the  cholecystectomies  were 
“not  recommended,”  leading  to  the  dismaying  claim, 
in  equally  boldface  type,  that  nearly  1000  patients 
subjected  to  cholecystectomies  were  the  victims  of 
“avoidable  deaths.” 

How  did  the  Times  (or  the  Congressional  Sub- 
committee, for  that  matter)  identify  “avoidable”  or 
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“unnecessary”  deaths?  In  December,  1974,  a 
Journal  article  by  McCarthy  and  Widmer2  reported 
that  board-certified  specialists,  asked  to  review  rec- 
ommendations for  elective  surgical  procedures,  did 
not  confirm  the  recommendation  in  16.4  per  cent  of 
cases  categorized  as  “general  surgery.”  For  chole- 
cystectomy, the  rate  of  nonconfirmation  was  about 
12  per  cent  (Table  4). 2 The  study,  the  first  in  a series 
of  reports  on  a new  project,  was  criticized  on  a num- 
ber of  counts.3  It  did  not  describe  the  training  of  the 
physicians  who  recommended  elective  operation  in 
the  first  place,  it  did  not  take  into  account  the  bias 
of  consultants  (was  their  usefulness  to  the  program 
read  off  on  the  meter  stick  of  nonconfirmation?),  and, 
above  all,  it  could  provide  no  evidence  that  the  sec- 
ond opinion  was  in  fact  more  to  the  patient’s  ad- 
vantage than  the  first.  No  justification  whatsoever 
exists  for  equating  a recommendation  for  operation 
that  is  not  confirmed  with  one  that  is  definitely 
“avoidable”  or  “unnecessary.”*  In  fact,  one  may 
assume  that  at  least  a third  of  the  second  opinions 
were  in  error,  especially  since  many  of  the  indications 
for  elective  removal  of  gallbladders  are  highly  con- 
troversial. A reasonable  estimate,  therefore,  is  that 
the  system  identified  8 per  cent  of  the  initial  rec- 
ommendations for  cholecystectomy  as  involving 
unnecessary  operations.  (If  the  remaining  4 per  cent 
of  patients  were  harmed  by  nonconfirmation,  the  net 
benefit  of  the  program  amounted  to  only  4 per  cent 
in  the  category  of  biliary-tract  surgery.) 

The  number  of  deaths  after  cholecystectomy  (6700 
out  of  472,000)  was  obtained  from  the  Commission 
of  Hospital  and  Professional  Activities.  But  the 
mortality  of  1.4  per  cent,  derived  from  the  same 
source,  must  reflect  the  rate  of  all  cholecystectomies, 
including  those  for  acute  cholecystitis  and  those 
requiring  common-duct  exploration.  Dr.  McCar- 
thy’s report  dealt  solely  with  elective  procedures.  In 
major  hospitals  and  clinics,  the  mortality  rate  for 
elective  cholecystectomy  is  said  to  be  less  than  0.1  per 
cent.  Countrywide,  the  figure  is  unknown  but  is 
probably  no  more  than  two  to  four  times  as  great. 
Let  us  use  the  value  of  0.3  per  cent. 

Thus,  the  number  of  “avoidable  deaths”  attributed 
to  cholecystectomy  may  be  calculated  to  be: 

472,000  X 0.003  X 0.08  = 113. 

This  is  one  tenth  of  the  figure  prominently  displayed 
on  the  front  page  of  the  Times.  If  the  number  of 
deaths  attributed  to  the  performance  of  unnecessary 
cholecystectomy  in  this  huge  country  is  no  more  than 
about  100  per  year,  perhaps  satisfaction  rather  than 
censure  is  in  order. 

Both  in  its  “Original  Articles”  dealing  with  scien- 

*  In  fairness,  it  must  he  emphasized  that  a paragraph  in  the  New 
York  Times  article  acknowledges  that  the  validity  of  the  consul- 
tants’ opinion  is  still  unsettled,  hut  these  cautions,  on  page  24,  in 
no  way  excuse  the  words  and  numbers  so  blatantly  tabulated  on 
the  front  page. 


tific  medicine  and  in  its  “Special  Articles”  featuring 
social  medicine,  the  Journal + places  a high  premium 
on  both  validity  and  originality.  This  means,  by  and 
large,  that  the  various  ideas  advanced  are  based  on 
evidence  that  is  substantial  but  not  necessarily 
complete.  Application  of  the  epidemiologic  technic 
known  as  the  case-control  method  has  indicated  that 
endometrial  carcinoma  is  associated  with  a past 
history  of  taking  estrogens.4,5  But  many  other 
studies  are  necessary  to  show  that  the  association  is 
real,  and  one  strong  enough  to  warrant  an  interpre- 
tation of  definite  causality.  The  McCarthy  study2 
described  a potentially  fruitful  new  program  for  as- 
certaining the  need  for  elective  operations,  but  fur- 
ther evaluation  is  obviously  necessary  before  the 
program’s  real  utility  in  our  system  of  patient  care 
can  be  regarded  as  established.  Yet  lay  media,  while 
relying  on  the  reputation  of  the  Journal,  ignore  the 
caveats  and  qualifications  and  translate  the  news  for 
the  public  into  accounts  that  are  occasionally  erro- 
neous, and  frequently  unbalanced,  and,  even  if  ac- 
curate in  text,  may  appear  under  misleading  banners. 

In  the  face  of  such  curved-mirror  reportage,  an 
editor  may  be  tempted  to  practice  “defensive  jour- 
nalism”— to  publish  only  the  safe  and  well  demon- 
strated, to  leave  it  to  the  radical  and  porno  press  to 
publish  criticism  of  the  medical  profession  and  its 
practice.  The  temptation,  of  course,  must  be  and 
will  be  resisted.  The  very  reputation  of  the  Journal 
rests  on  its  willingness  to  introduce  new  ideas  and  on 
its  abhorrence  of  the  doctrinaire.  The  Journal  must 
continue  to  present  critical  analyses  of  medical 
practice,  whether  diagnostic,  therapeutic,  economic, 
or  administrative,  for  only  the  distillate  of  criticism 
nourishes  the  growth  of  improvement. 

The  Journal,  because  of  the  quality  of  its  authors 
and  their  repute,  and  presumably  also  because  of  its 
policies,  has  often  been  called  “prestigious.”  One 
may  hope  that  far  more  prestigious  institutions,  such 
as  Congressional  Committees  and  the  New  York 
Times,  will  use  Journal  material  in  a manner  that  is 
consistent  with  their  status  and  reputation. 

F.  J.  INGELFINGER,  M.D. 
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Strains  of  Escherichia  coli  with  certain  0 and 
K antigens  are  considered  to  be  enteropathogenic, 
responsible  for  diarrhea  in  children  and  adults. 
Serogrouping  for  EEC  (enteropathogenic  E.  coli), 
using  commercially  available  E.  coli  serogroup  O and 
K antisera,  is  therefore  a routine  diagnostic  proce- 
dure in  clinical  laboratories.  Serotyping  which  re- 
quires determination  of  all  three  antigens,  0,  K,  and 
H,  is  performed  by  only  a few  specialized  laborato- 
ries. 

Some  E.  coli  strains  which  cause  diarrhea  in 
human  beings  either  produce  enterotoxin  or  invade 
the  epithelial  cells;  serotyping  does  not  identify  these 
two  types.  It  has  been  suggested  that  the  term 
“enteropathogenic  E.  coli”  be  redefined  to  include 
not  only  the  appropriate  0 and  K serogroups  but  also 
the  enterotoxin-producing  and  invasive  strains.1 

This  report  concerns  the  distribution  of  EEC 
serogroups,  identified  by  both  fluorescent  antibody 
and  slide  agglutination  tests,  in  fecal  specimens  or 
isolates  submitted  to  our  laboratory  between  Janu- 
ary, 1971,  and  May,  1975. 

Materials  and  methods 

Our  laboratory  functions  as  a diagnostic  as  well  as 


The  data  concerning  EEC  (enteropathogenic  Esch- 
erichia coli)  strains  considered  responsible  for  diar- 
rhea in  humans  was  studied  in  New  York  State,  ex- 
cluding New  York  City,  from  January,  1971,  to  May, 
1975.  Serogrouping,  the  only  procedure  commonly 
used  by  diagnostic  laboratories  to  establish  entero- 
pathogenicity  of  E.  coli  strains,  was  performed  in  our 
laboratories  using  both  fluorescent  antibody  and  slide 
agglutination  methods.  The  data  showed  a gradual 
increase  in  the  incidence  of  EEC  during  this  period. 
Tests  are  desirable  and  needed  to  permit  the  routine 
detection  of  enterotoxin-producing  and  invasive 
strains  of  E.  coli  by  clinical  laboratories. 


a reference  laboratory  for  New  York  State  exclusive 
of  New  York  City.  The  specimens  submitted  for 
identification  or  confirmation  of  serogroups  are  re- 
ceived either  as  cultures  on  agar  slants  or  as  fecal 
specimens  and  rectal  swabs  in  30  per  cent  buffered 
glycerol-saline. 

Our  results  on  all  specimens  received  in  1971  to 
1974  were  tabulated  for  this  investigation.  In  ad- 
dition, a separate  study  was  made  of  specimens  re- 
ceived from  May  1,  1974,  through  April  30,  1975. 
These  specimens  wrere  divided  into  three  categories: 
(1)  cultures  of  E.  coli  isolated  from  fecal  materials 
received  in  our  laboratory  for  identification  or  con- 
firmation of  E.  coli  serogroups;  (2)  fecal  specimens 
submitted  for  serogrouping  of  E.  coli  and  all  those 
from  children  under  three  years  of  age,  which  are 
routinely  serogrouped;  and  (3)  as  a control,  fecal 
specimens  from  patients  three  years  of  age  and  older 
submitted  for  identification  of  organisms  other  than 
E.  coli  serotypes. 

Serogrouping  of  enteropathogenic  E.  coli 

FA  (fluorescent  antibody)  technique.  Rectal 
swabs  were  rinsed  in  1 ml.  of  PBS  (phosphate-buff- 
ered saline)  pH  7.6.  Representative  portions  of  fecal 
specimens  or  morphologically  typical  colonies  were 
suspended  in  PBS  and  examined  by  the  direct  fluo- 
rescent antibody  method.2-5  Fluorescence  was 
graded  from  plus  or  minus  to  4 plus,  with  2 plus  or 
above  considered  positive;  the  number  of  organisms 
was  graded  from  rare  to  4 plus.  Positive  and  nega- 
tive controls  were  included  with  each  batch  of  spec- 
imens. 

Slide  agglutination.  Ten  colonies  resembling  E. 
coli  from  plates  inoculated  with  fecal  material  or  with 
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TABLE  I.  Distribution  of  patients  by  E.  coli  serogroups  during  1971  to  1974* 


Serogroup 

1971 

Calendar  ieai 

1972  1973 

1974 

Total 
(Per  Cent) 

Polyvalent  A 

026:K60 (B6) 

9 

8 

10 

14 

41  (1.9) 

055  :K59 (B5) 

4 

4 

5 

10 

23  (1.1) 

011a,  0111b:K58 (B4) 

3 

0 

4 

7 

14  (0.6) 

0127a:K63 (B8) 

0 

3 

3 

1 

7 (0.3) 

Totals  (per  cent) 

16  (2.7) 

15  (2.4) 

22  (4.4) 

32  (7) 

85  (3.9) 

Polyvalent  B 

086a:K61  (B7) 

4 

2 

1 

0 

7 (0.3) 

0119:K69 (B14) 

4 

0 

1 

2 

7 (0.3) 

01 24  :K7  2 (B17) 

6 

11 

1 

2 

20  (0.9) 

0125a,  0125c:K70  (B15) 

5 

8 

8 

11 

32  (1.5) 

0126:K71 (B16) 

2 

2 

12 

13 

29  (1.3) 

0128a,  0128c:K67  (B12) 

11 

6 

11 

12 

40  (1.9) 

Totals  (per  cent) 

32  (5.5) 

29  (4.7) 

34  (6.9) 

40  (8.8) 

135  (6.3) 

Polyvalent  C 

018a,  018c:K77  (B21) 

0 

4 

3 

9 

16  (0.7) 

020a,  020c:K61  (B7) 

0 

2 

0 

0 

2 (0.09) 

020a,  020b:K84  (B) 

0 

1 

1 

1 

3(0.1) 

028a,  028c:K73  (B18) 

0 

0 

5 

0 

5 (0.2) 

044  :K7 4 

0 

1 

1 

0 

2 (0.09) 

0112a,  01 12c:K66  (Bll) 

0 

0 

0 

0 

0(0) 

Totals  (per  cent) 

0(0) 

8 (1.3) 

10  (2) 

10  (2.2) 

28  (1.3) 

Total  findings 

Patients 

583 

618 

496 

456 

2,153 

Positive  (per  cent) 

48  (8.2) 

52  (8.4) 

66  (13.3) 

82  (18) 

248  (11.5) 

* Number  of  patients  positive  by  FA  and  slide  agglutination.  Multiple  specimens  from  the  same  patient  represented  as  one. 


TABLE  II.  Distribution  of  patients  by  E.  coli  serogroup  during  one  year  (May  1,  1974  to  April  30,  1975)* 

- Serogrouping  Requested - 

Serogrouping  Not 


Serogroup 

Culture 

Fecest 

Requested:  Feces 

Total  (Per  Cent) 

Polyvalent  A 

026  :K60 (B6) 

13 

2 

0 

15  (1.2) 

■ 

055:K59 (B5) 

3 

2 

1 

6 (0.5) 

011a,  Oil lb:K58  (B4) 

5 

2 

3 

10  (0.8) 

r 

01 27a:K63  (B8) 

2 

1 

0 

3 (0.2) 

3 

Totals  (per  cent) 
Polyvalent  B 

23  (7.6) 

7 (2) 

4 (0.65) 

34  (2.7) 

3 

:. 

086a:K61  (B7) 

0 

0 

0 

0 (0) 

t 

01 19  :K69 (B14) 

0 

0 

0 

0 (0) 

01 24  :K7 2 (B17) 

1 

0 

1 

2 (0.1) 

0125a,  01 25c:K70  (B15) 

3 

9 

2 

14  (1.1) 

0126:K71 (B16) 

2 

5 

7 

14  (1.1) 

0123a,  0128c:K67  (B12) 

7 

1 

0 

8 (0.6) 

Totals  (per  cent) 
Polyvalent  C 

13  (4.3) 

15  (4.4) 

10  (1.6) 

38  (3) 

■ 

' 

018a,  01 8c:K77  (B21) 

10 

5 

1 

16  (1.3) 

020a,  020c:K61  (B7) 

0 

0 

0 

0 (0) 

020a,  020b:K84  (B) 

0 

1 

1 

2(0.1) 

028a,  028c :K7 3 (B18) 

1 

0 

0 

1 (0.08) 

T 

044 : K74 

0 

0 

1 

1 (0.08) 

0112a,  01 1 2c :K66  (Bll) 

1 

0 

0 

1 (0.08) 

Ir 

Jt 

Totals  (per  cent) 
Total  findings 

12(4) 

6 (1.7) 

3 (0.48) 

21  (1.7) 

Patients 

303 

343 

615 

1,261 

' 

Positive  (per  cent) 

48  (15.8) 

28  (8.2) 

17  (2.8) 

93  (7.4) 

‘Number  of  patients  positive  by  IA  and  slide  agglutination.  Multiple  specimens  from 

the  same  patient  are  represented  as  one. 

T Serogrouping  done  routinely  on  specimens  from  all  patients  under  three  years  of  age 
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was  considered  requested. 

■■ 

TABLE  III.  Age  distribution  of  patients  by  E.  coli  serogroup  (May  1,  1974  to  April  30,  1975)* 
Serogrouping  Requested v 

- Culture w Feces+ ->  Serogrouping  Not 


Age  (Years)  and 
Polyvalent 
Serogroup 

Number  of 

Patients  Positive 

Number  of 
Patients 

Positive 

^Requested: 

Number  of 
Patients 

Feces-^ 

Positive 

Total 
(Per  Cent) 

<3 

A 

20 

5 

25  (2) 

B 

10 

10 

20  (1.6) 

C 

10 

4 

14  (1.1) 

Total  patients 

223 

303 

526  (41.7) 

Total  positive 

40(17.9) 

19  (6.3) 

59  (4.7) 

(per  cent) 
3 to  10 

A 

1 

2 

3 (0.2) 

B 

1 

1 (.08) 

C 

1 

1 

2 (0.2) 

Total  patients 

7 

11 

153 

171  (13.6) 

Total  positive 

1(14.2) 

2 (18.2) 

3 (2) 

6 (0.5) 

(per  cent) 
>10 

A 

1 

1 (.08) 

B 

3 

8 

11  (-9) 

C 

2 

2 (0.2) 

Total  patients 

36 

16 

405 

457  (36.2) 

Total  positive 

5 (12.5) 

9 (2.2) 

14  (1.1) 

(per  cent) 
Unknown 

A 

3 

1 

1 

5 (0.4) 

B 

3 

1 

2 

6 (0.5) 

C 

1 

2 

3 (0.2) 

Total  patients 

37 

13 

57 

107  (8.5) 

Total  positive 

7(18.9) 

2 (15.4) 

5 (8.8) 

14(1.1) 

Totals 

Patients 

303 

343 

615 

1,261 

Positive 

48(3.8) 

28  (2.2) 

17  (1.3) 

93  (7.4) 

‘Number  of  patients  positive  by  FA  and  slide  agglutination.  Multiple  specimens  from  the  same  patient  are  represented  as  one. 
T Serogrouping  done  routinely  on  specimens  from  all  patients  under  three  years  of  age  was  considered  requested. 


the  submitted  culture  were  transferred  to  beef 
infusion  agar.  After  overnight  incubation  at  36°C., 
biochemical  and  slide  agglutination  tests  were  per- 
formed according  to  Edwards  and  Ewing.6  Agglut- 
ination of  2 plus  or  more  was  considered  significant. 
Antisera  were  purchased  from  Difco,  BBL,  and 
Lederle  or  were  prepared  in  our  laboratory.  Quality 
control  of  all  sera  was  routinely  performed  by  using 
known  positive  and  negative  bacteria. 

In  this  study,  no  attempt  was  made  to  determine 
that  the  EEC  found  in  the  specimen  was  responsible 
for  the  clinical  disease. 


Results 

In  1971  to  1974,  we  received  2,153  specimens  for 
EEC  serogrouping.  The  percentage  of  cases  positive 
by  both  FA  and  slide  agglutination  was  similar  in 
1971  and  1972  (Table  T).  The  number  of  positive 
cases  increased  27  per  cent  in  1973  and  another  24  per 
cent  during  1974,  corresponding  to  increases  in  all 
three  polyvalent  groups. 


In  the  one-year  study,  from  May  1,  1974,  through 
April  30,  1975,  16  per  cent  of  the  cultures  and  8 per 
cent  of  the  fecal  specimens  received  for  identification 
or  confirmation  of  EEC  were  shown  to  be  positive  by 
both  FA  and  slide  agglutination  (Table  II).  About 
3 per  cent  of  the  specimens  received  for  identification 
of  organisms  other  than  E.  coli  were  EEC-positive  by 
both  methods.  Five  fecal  specimens  submitted  for 
EEC  identification  were  positive  by  FA  but  not  by 
slide  agglutination. 

Salmonella  or  Shigella  species  were  isolated  from 
9 per  cent  of  all  the  fecal  specimens  received  for 
identification  or  confirmation  of  EEC.  Similar  re- 
sults were  found  with  fecal  specimens  not  submitted 
for  EEC.  One  specimen  contained  both  Salmonella 
and  EEC,  another  Shigella  and  EEC,  and  one  con- 
tained two  EEC  serogroups  by  both  FA  and  slide 
agglutination.  Fecal  specimens  of  patients  under 
three  years  of  age  had  35  per  cent  of  the  positive 
findings  in  specimens  submitted  as  cultures  of  iso- 
lated organisms  (Table  III). 

Although  EEC  is  known  as  a summer  diarrhea,  the 
highest  percentage  of  positive  EEC  results  among 
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TABLE  IV.  Seasonal  distribution  of  patients  by  E.  coli  serogroup  (May  1,  1974  to  April  30,  1975)* 


/ 

Serogrouping  Requested 

Serogrouping  Not 

Culture ' 

/ Feces t ' 

/ — Requested: 

Feces — - 

Season  and 

Number  of 

Number  of 

Number  of 

Polyvalent  Serogroup 

Patients 

Positive 

Patients 

Positive 

Patients 

Positive 

Total 

Spring,  1974 

A 

5 

2 

3 

10  (0.8) 

B 

1 

5 

2 

8 (0.6) 

C 

1 

0 

1 

2 (0.1) 

Total  patients 

45 

55 

88 

188  (14.9) 

Total  positive 

7 (15.6) 

7 (12.7) 

6 (6.8) 

20  (1.6) 

(per  cent) 

Summer,  1974 

A 

3 

2 

5 (0.4) 

B 

4 

4 

8 (0.6) 

C 

2 

2 

4 (0.3) 

Total  patients 

75 

67 

74 

216  (17.1) 

Total  positive 

7 (9.3) 

8 (11.9) 

2 (2.7) 

17  (1.3) 

(per  cent) 

Fall,  1974 

A 

5 

1 

6 (0.5) 

B 

3 

3 

7 

13(1) 

C 

1 

1 

2 (0.1) 

Total  patients 

55 

69 

211 

335  (26.6) 

Total  positive 

9 (16.4) 

5 (7.2) 

7 (3.3) 

21  (1.7) 

(per  cent) 

Winter,  1974  to  1975 

A 

10 

2 

1 

13  (1) 

B 

5 

3 

1 

9 (0.7) 

C 

10 

3 

13  (1) 

Total  patients 

128 

152 

242 

522  (4.14) 

Total  positive 

25(19.5) 

8(5.3) 

2(0.82) 

35(2.8) 

Totals 

Patients 

303 

343 

615 

1,261 

Positive 

48  (3.8) 

28  (2.2) 

17  (1.3) 

93  (7.4) 

* Number  of  patients  positive  by  FA  and  slide  agglutination.  Multiple  specimens  from  the  same  patient  are  represented  as  one. 
t Serogrouping  done  routinely  on  specimens  from  all  patients  under  three  years  of  age  was  considered  requested. 


TABLE  V.  Sex  distribution  of  patients  by  E.  coli  serogroup  (May  1,  1974  to  April  30,  1975)* 


- Serogrouping  Requested 

. 

Serogrouping  Not 

f Culture 

✓ Feces+ 

'—Requested 

Feces-' 

Number 

Number 

Number 

Sex  and  Polyvalent 

of 

of 

of 

Total 

Serogroup 

Patients 

Positive 

Patients 

Positive 

Patients 

Positive 

(Per  Cent) 

Male 

■ 

A 

12 

5 

3 

20  (1.6) 

: 

B 

8 

5 

2 

15  (1.2) 

i 

C 

6 

4 

3 

13  (1) 

■ 

Total  patients 

137 

179 

236 

552  (43.8) 

■ 

Totai  positive  (per  cent) 

26 (19) 

14  (7.8) 

8 (3.4) 

48  (3.8) 

IK 

Female 

: 

A 

10 

2 

1 

13  (1) 

B 

4 

10 

14  (1.1) 

C 

6 

2 

8 

16  (1.3) 

Total  patients 

127 

164 

379 

670  (53.1) 

Total  positive  (per  cent) 

20  (15.7) 

14  (8.5) 

9 (2.4) 

43  (3.4) 

Unknown 

■ 

A 

1 

1 (0.08) 

B 

1 

1 (0.08) 

C 

0 (0) 

Total  patients 

39 

39  (3.1) 

Total  positive 

2 (5.1) 

2 (0.1) 

Number  of  patients  positive  by  1 A and  slide  agglutination. 

Multiple  specimens  from 

the  same  patient  are  represented  as  one. 

f Serogrouping  done  routinely  on 

specimens 

from  all  patients  under  three  years  of  age 

was  considered  requested. 
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TABLE  VI.  Health  region  distribution  of  patients  by  E.  coli  serogroup  (May  1,  1974  to  April  30,  1975)* 


Serogrouping  Requested 

Serogrouping  Not 

Culture s 

/ Feces'* ' 

/—Requested : 

Feces-^ 

Health  Regions 

Number 

Number 

Number 

and  Polyvalent 

of 

of 

of 

Total 

Serogroup 

Patients 

Positive 

Patients 

Positive 

Patients 

Positive 

(Per  Cent) 

Albany 

A 

9 

4 

1 

14  (1.1) 

B 

2 

5 

7 (0.5) 

C 

3 

2 

5 (0.4) 

Total  patients 

103 

120 

51 

274  (21.7) 

Total  positive 

14  (13.6) 

11  (9.2) 

1 (2) 

26  (2.1) 

(per  cent) 

White  Plains 

A 

3 

2 

1 

6 (0.5) 

B 

4 

7 

5 

16  (1.3) 

C 

4 

4 

8 (0.6) 

Total  patients 

63 

173 

427 

663  (52.6) 

Total  positive 

11  (17.5) 

13  (7.5) 

6(1.4) 

30  (2.4) 

(per  cent) 

Syracuse 

A 

7 

1 

8 (0.6) 

B 

3 

2 

3 

8 (0.6) 

C 

4 

3 

7 (0.5) 

Total  patients 

96 

43 

118 

257  (20.3) 

Total  positive 

14  (14.6) 

3(7) 

6(5.1) 

23  (1.8) 

(per  cent) 

Rochester 

A 

2 

2 

4 (0.3) 

B 

3 

1 

2 

6 (0.5) 

C 

1 

1 (0.08) 

Total  patients 

25 

2 

16 

43  (3.4) 

Total  positive 

6(24) 

1 (50) 

4(25) 

11  (0.9) 

(per  cent) 

Buffalo 

A 

2 

2 (0.1) 

B 

1 

1 (0.08) 

C 

0 

Total  patients 

16 

5 

3 

24  (1.9) 

Total  positive 

3 (18.7) 

3 (0.2) 

(per  cent) 

•Number  of  patients  positive  by  FA  and  slide  agglutination.  Multiple  specimens  from  the  same  patient  are  represented  as  one. 
T Serogrouping  done  routinely  on  specimens  from  all  patients  under  three  years  of  age  was  considered  requested. 


fecal  specimens  was  found  in  spring  and  the  least  in 
winter  (p  < 0.01),  as  shown  in  Table  IV,  regardless 
of  whether  or  not  the  specimens  were  submitted  for 
serogrouping.  Among  cultures  submitted  for  EEC 
serogrouping  the  seasonal  differences,  although 
lowest  in  summer,  were  not  significant.  No  signifi- 
cant difference  w-as  observed  in  the  distribution  of 
positive  EEC  by  sex,  as  shown  in  Table  V,  or  by  re- 
gion for  the  three  regions  which  submitted  the  ma- 
jority of  specimens,  as  shown  in  Table  VI. 

Comment 

Tests  for  enterotoxin  production,  involving  de- 
termination of  fluid  accumulation  in  segments  of  li- 
gated gut  loop  of  experimental  animals,  or  for  in- 
vasive strains,  involving  determination  of  kerato- 
conjunctival  reaction  in  guinea  pig  eyes,7-9  cannot  be 
used  routinely  in  most  diagnostic  laboratories.  Until 


suitable  and  practical  tests  for  detection  of  entero- 
toxin-producing  and  invasive  strains  of  E.  coli  be- 
come available,  serogrouping  remains  the  only 
common  procedure  in  clinical  laboratories. 

As  Neter1  states,  “it  appears  that  there  is  no  direct 
relationship  between  the  presence  of  cell  wall  anti- 
gens (0,  K)  characterizing  the  serologically  identified 
enteropathogenic  strains  and  the  production  of  en- 
terotoxin” or  invasion  of  the  epithelial  cells.  A rather 
high  proportion  of  healthy  individuals  are  also  car- 
riers of  the  enterotoxin-producing  and  invasive 
strains.  Rudoy  and  Nelson10  have  shown  the  pres- 
ence of  enterotoxin-producing  strains  of  E.  coli  in  86 
per  cent  of  36  children  with  diarrhea  and  in  41  per 
cent  of  17  healthy  children  used  as  controls.  Only 
one  of  the  38  enterotoxigenic  strains  was  serotypable 
with  common  enteropathogenic  antisera.  Invasive 
strains  were  found  in  30  per  cent  of  the  group  with 
diarrhea  and  12  per  cent  of  the  controls;  none  of  these 
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13  strains  was  serogrouped  as  EEC.  In  7 patients 
both  enterotoxin-producing  and  invasive  strains  of 
E.  coli  were  found.  Gorbach  and  Khurana11  iden- 
tified EEC  serotypes  in  fecal  specimens  from  9 of  29 
children  with  diarrhea;  enterotoxin-producing  strains 
of  E.  coli  were  found  in  specimens  from  24  of  the 
children.  Guerrant  et  al. 12  studied  the  cause  of  pe- 
diatric diarrhea  in  40  children  in  Brazil  and  identified 
50  per  cent  as  having  toxigenic,  10  per  cent  invasive, 
and  17.5  per  cent  both  toxigenic  and  invasive  E.  coli. 
All  toxigenic  isolates  produced  heat-labile  toxin; 
heat-stable  toxin  alone  did  not  correlate  with  diar- 
rhea. 

A study  in  Australia  showed  1 to  2 per  cent  of  2,231 
asymptomatic  children  as  carriers  of  EEC.13  In 
nother  study  of  1,078  pediatric  patients  with  no 
symptoms  of  intestinal  disease  admitted  to  a Boston 
hospital,  4.7  per  cent  showed  positive  findings.14  An 
earlier  two-year  study  showed  that  among  2,865 
children  admitted  to  a hospital  in  Cincinnati,  188,  6.6 
per  cent,  were  positive  in  one  of  nine  serotypes  of 
EEC.15 

Further  study  is  necessary  to  identify  the  virulence 
factors  in  E.  coli,  to  correlate  the  results  of  different 
methods  of  testing  for  its  presence  and  pathogenicity, 
and  to  devise  practical  tests  for  its  identification  in 
diagnostic  laboratories. 

Summary 

Serogrouping  of  EEC  (enteropathogenic  Esche- 
richia coli)  with  16  serogroups,  O and  K,  was  per- 
formed by  fluorescent  antibody  and  slide  aggluti- 
nation techniques.  In  2,153  specimens  tested  from 
1971  to  1974  the  incidence  of  EEC  by  both  methods 
of  testing  has  shown  a gradual  but  definite  increase. 
In  a one-year  study  of  1,261  specimens  from  May  1, 
1974,  through  April  30,  1975,  EEC  were  identifiable 
in  about  16  per  cent  of  cultures  submitted  for  iden- 
tification or  confirmation  of  EEC,  in  8 per  cent  of 
fecal  specimens  submitted  for  EEC  irrespective  of 
the  age  group,  and  in  3 per  cent  of  fecal  specimens 
submitted  on  patients  older  than  three  years  for 
identification  of  organisms  other  than  E.  coli. 

The  highest  incidence  of  EEC  in  fecal  specimens 
was  observed  in  the  spring,  and  no  significant  dif- 


ference in  distribution  of  EEC  was  seen  by  sex  or  in 
different  regions  of  Upstate  New  York. 
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To  help  your  patients 
understand 
what  you  already 
know! 


You  know  that  aspirin  is  a standard  for  analgesic 
effectiveness.  You  know  how  efficient  it  is  as  an 
antipyretic.  And  you  know  that  it  is  basic  starting 
therapy  in  inflammatory  conditions  such  as  rheu- 
matoid arthritis. 

But  unfortunately,  many  of  your  patients  don’t. 

And  some  may  not  be  happy  until  they  walk 
out  of  your  office  with  a prescription  for  a more 
exotic,  more  expensive... and,  sometimes,  less  ef- 
fective drug. 

That’s  why  a new  booklet  has  been  prepared 
for  your  patients  entitled,  “What  your  doctor  wants 
you  to  know  about  aspirin’.’  Its  basic  purpose  is  to 
help  skeptical  patients  understand  that  aspirin  is  a 
real  drug  with  many  proven  therapeutic  applica- 
tions... and  that  you  are  recommending  aspirin  for 
them  not  because  you’re  taking  their  problem  lightly, 
but  because  aspirin  is  the  best  drug  for  their  condi- 
tion. The  booklet  also  emphasizes  that  even  though 
aspirin  is  sold  without  a prescription,  like  all  medi- 
cations it  is  to  be  used  with  care.  Suggestions  for 
optimal  administration  are  offered— to  help  increase 
efficacy  and  minimize  adverse  effect. 

Moertel  and  his  associates*  have  suggested 
that  “...if  aspirin  is  recommended  with  the  strong 
endorsement  of  the  physician,  it  is  acceptable  to 
even  the  most  sophisticated  patient’.’ 

We  hope  this  booklet  will  help  you  offer  such 
an  endorsement  to  your  patients  and  supplement 
your  specific  instructions  when  aspirin  therapy 
is  indicated. 

To  order  a supply,  just  fill  in  and  mail  us  the 
coupon. 

♦Moertel,  C.G.,  et  al:  N.  Engl.  J.  Med.  286:8 13  (Apr.  13)  1972. 
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In  modern  anesthetic  practice,  anesthesiologists 
appear  to  be  yielding  to  outside  pressure  in  their 
choice  of  anesthetic  agents  to  the  possible  detriment 
of  their  patients.  This  is  most  evident  in  their 
avoidance  of  halothane  in  favor  of  other  techniques 
for  social  or  medicolegal  rather  than  scientific  rea- 
sons. Suspicion  exists  that  halothane.  in  extremely 
rare  cases,  may  cause  liver  damage.  However,  the 
mechanism  and  even  the  existence  of  such  an  injury 
is  speculative.  After  twenty  years  of  extensive  hal- 
othane use  in  human  beings,  the  evidence  for  halo- 
thane liver  damage  remains  as  nebulous  as  ever. 

For  more  than  fifty  years  jaundice,  hepatic  dys- 
function, the  hepatorenal  syndrome,  and  death  from 
hepatic  necrosis  following  surgery  and  anesthesia 
have  all  been  reported.  Almost  every  anesthetic 
agent,  local  or  general,  has  been  used  in  these  situa- 
tions.1 :i 

Clinical  and  experimental  investigations 

Halothane  was  introduced  in  1956  after  extensive 
and  careful  evaluation  in  animals.  Raventos4  gave 
halothane  in  various  concentrations  and  for  different 
durations  to  dogs,  mice,  cats,  and  monkeys.  He  ob- 
served trivial  hepatic  changes  and  dilatation  of  the 
renal  tubules,  but  no  evidence  of  hepatotoxic  effect. 
Chenoweth  et  alJ’  used  prolonged,  repeated  inhala- 
tion of  subanesthetic  concent  rations  of  halothane, 
methoxyflurane,  and  diethyl  ether  as  a method  of 
study.  They  found  hepatic  injury  to  he  produced  hv 
low  concentrations  of  halothane  but  not  diethyl 
ether. 


A review  of  the  published  clinical  and  investigational 
work  over  twenty  years  of  halothane  use  in  anesthetic 
practice  is  presented.  Evidence  suggests  that  ‘‘hal- 
othane hepatitis,”  if  it  indeed  exists,  is  a rare  entity. 
Implications  of  factors  such  as  the  increasing  inci- 
dence of  viral  hepatitis  and  our  improved  knowledge 
of  drug  metabolism , including  that  of  halothane,  are 
discussed.  Various  laboratory  methods  reputed  to 
be  diagnostic  for  halothane  hepatitis  are  outlined.  A 
discussion  of  the  present  place  of  halothane  in  an- 
esthetic practice  with  conclusions  and  recommen- 
dations is  detailed. 


Earlier  Sawyer  et  al.6  used  a method  which  de- 
termined a dose  at  which  maximum  metabolism  of 
halothane  was  achieved.  Beyond  this  dose  the  liver 
no  longer  metabolized  the  increased  amount  of  hal- 
othane presented;  that  is,  increasing  the  concentra- 
tion of  halothane  above  a certain  percentage  does  not 
increase  the  amount  of  metabolites,  probably  because 
of  the  inhibition  or  saturation  of  the  enzymes  re- 
sponsible for  metabolism. 

In  a recent  report,  Stevens  et  al."  studied  com- 
parative toxicities  of  halothane,  isoflurane,  and  ether 
at  subanesthetic  concentrations  in  laboratory  ani- 
mals. They  used  a method  of  exposure  designed  to 
exaggerate  the  production  of  metabolites  and  gave 
sufficient  time  for  them  to  exert  a toxic  effect;  that 
is,  they  gave  subanesthetic  concentrations  for  seven 
hours  a day,  five  days  a week  for  seven  weeks.  They 
claimed  their  data  showed  halothane  to  be  hepato- 
toxic and  that  this  was  dose  related,  that  it  was  re- 
producible, and  present  in  all  rodent  species.  There 
were  differences  in  susceptibility,  in  descending 
order,  in  guinea  pigs,  mice,  and  rats.  They  believe 
metabolites  of  the  agent  to  be  responsible.  Isoflu- 
rane caused  fewer  lesions  because  it  is  less  metabo- 
lized. They  believe  repeated  exposure  in  human 
beings  may  cause  increased  metabolism.  In  their 
discussion,  they  state  that  although  experiments 
demonstrate  hepatotoxicity  in  animals,  clinical  ex- 
perience indicates  only  a small  percentage  of  human 
beings  are  adversely  affected  by  halothane.  In- 
creased susceptibility  to  the  noxious  effects  of  me- 
tabolites may  be  induced  by  hepatic  hypoxia,  hy- 
poxemia or  decreased  hepatic  flow,  or  by  starvation 
and  an  increase  in  hepatic  antioxidants.  Farman8 
insists  that  halothane  be  avoided  in  individuals  with 
glycogen-depleted  livers. 

Morris  and  Feldman9  state  that  the  preoperative 
nutritional  state,  the  presence  of  hypoxia  and  hy- 
percardia, are  among  the  many  factors  which  increase 
the  potential  for  liver  damage  of  anesthetic  agents. 
This  makes  it  difficult  to  determine  to  what  degree 
an  agent  is  responsible  for  disturbances  of  liver 
function. 

According  to  Stevens  et  al.,"  the  offending  me- 
tabolite remains  hypothetical.  They  surprisingly 
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note,  however,  that  halothane  hepatitis  is  rare  in 
human  beings  who  metabolize  halothane  at  greater 
rates  than  in  experimental  animals,  the  incidence 
being  1:35,000.  In  other  words,  human  beings,  me- 
tabolizing more  halothane  to  produce  a greater 
quantity  of  metabolites  which  supposedly  produce 
liver  damage,  show  an  extremely  rare  incidence  of 
hepatic  necrosis,  while  laboratory  animals  which 
metabolize  far  less  halothane  developed  liver  injury 
in  every  case. 

Hughes  and  Lang10  reported  hepatic  necrosis  in 
guinea  pigs  without  enzyme  changes  which  they  felt 
was  due  to  the  fact  the  animals  were  killed  before 
enzyme  changes  occurred,  or  the  chemical  methods 
used  were  not  sufficiently  sensitive.  Many  authors 
believe  guinea  pigs  to  be  extremely  sensitive  to  hal- 
othane, developing  severe  hypotension.  This  poses 
the  question  as  to  whether  it  is  halothane  hepatitis 
or  profound  shock  that  kills  these  animals. 

Interestingly,  Stevens  et  al.~  question  the  danger 
to  the  anesthesiologist  of  breathing  low  concentra- 
tions of  anesthetic  agents  over  long  periods.  They 
claim  halothane  hepatitis  may  occur  at  a concen- 
tration of  between  0.0015  and  0.005  per  cent  when 
exposure  is  continuous.  These  concentrations  ex- 
ceed the  0.0001  to  0.001  per  cent  found  in  the  area  of 
the  anesthetic  machines.  The  anesthesiologist 
spends  an  average  of  ten  hours  a day  in  the  operating 
room.  If  the  aforementioned  is  true,  greater 
amounts  of  halothane  should  be  metabolized  and,  by 
self-induction  of  enzymes  involved  in  halothane 
metabolism,  should  produce  large  amounts  of  me- 
tabolites. Logically,  one  must  expect  a far  greater 
incidence  of  hepatic  disease  compared  with  the  rest 
of  the  population.  This  is  not  so. 

Bruce  et  al.,u  in  their  article  on  the  cause  of  death 
in  anesthesiologists  in  a twenty-year  survey  with  a 
sample  population  of  420,  proved  this.  The  only 
causes  of  death  which  were  greater  in  anesthesiolo- 
gists than  in  the  general  population  were  lymphoid 
and  reticuloendothelial  carcinomas. 

The  national  study  of  occupational  disease  among 
operating  room  personnel  was  undertaken  to  deter- 
mine the  validity  of  prior  reports,  suggesting  that  a 
hazard  existed  from  exposure  to  trace  anesthetic 
vapors.  Walts,  Forsythe,  and  Moore,12  in  their  cri- 
tique on  the  aforementioned  study  state  that  the 
report  showed  no  significant  difference  in  the  inci- 
dence of  hepatic  disease  between  female  operating 
room  nurse  and  technician  anesthesiologists  and 
their  control  groups.  However,  operating  room 
personnel  who  were  involved  in  blood  transfusion 
had  an  increased  risk  of  serum  hepatitis. 

Kamel,  Tewfik.  and  Tewfik13  recently  reported 
their  studies  on  mice  placed  on  a well-balanced  diet 
for  ten  days  before  exposure  to  halothane  to  avoid 
malnutrition  with  its  direct  ill  effects  on  liver  cells 
and  also  its  possible  potentiating  role  in  halothane 
toxicity.  Following  sacrifice  of  the  animals  liver  tests 
were  made.  In  these  groups  of  mice  which  were  ex- 


posed to  different  concentrations  of  halothane  for 
variable  periods  of  time,  deviations  from  the  normal 
were  congestion  and  hydropic  changes.  Congestion, 
a vascular  change,  was  cardiovascular  system -related 
and  not  related  to  the  hepatic-cell  toxin.  It  was  re- 
lated to  the  duration  of  exposure  and  consisted  of 
transient  mild  dilatation  of  the  centrilobular  and 
hepatic  veins  in  exposure  under  two  hours,  and  was 
more  marked  and  longer  lasting  with  prolonged  ex- 
posure, or  greater  than  two  hours.  Hydropic  changes 
in  the  liver  cells  occurred  particularly  at  the  lobule 
periphery,  and  in  association  there  was  a slight  in- 
crease in  the  lymphocytes  of  the  portal  tract.  These 
hydropic  changes,  denoting  a reversible  protein  de- 
naturation,  occurred  at  higher  concentrations  and 
were  not  influenced  by  duration.  They  reverted  to 
normal  within  forty-eight  hours.  Reversible  hy- 
dropic changes  occurred  with  repeated  exposures,  but 
did  not  occur  constantly  and  bore  no  relationship  to 
the  number  of  exposures. 

The  authors  agreed  with  the  work  of  Raventos,4 
Haley  and  Wyant,14  and  Smuckler,  Bombeck,  and 
Nyluis15  on  the  trivial  nature  of  the  lesions  following 
halothane  exposure.  No  fatty  degeneration,  dis- 
tortion of  hepatic  structure,  or  adverse  effects  on 
hepatic  fat  or  glycogen  were  demonstrated.  Cloudy 
swelling  was  noted  in  the  kidneys  after  high  con- 
centration, as  well  as  congestion  after  prolonged  ex- 
posure. The  authors  concurred  that  halothane  was 
a safe  anesthetic  agent  as  far  as  the  liver  was  con- 
cerned. 

Kamel  et  al. 16  have  reiterated  the  fact  that  liver 
dysfunction  has  been  demonstrated  following  surgery 
performed  under  epidural  or  spinal  anesthesia. 
They  investigated,  clinically  and  by  estimation  of 
pre-  and  postanesthesia  enzyme  levels,  35  patients 
undergoing  extra-abdominal  surgery.  The  SCOT 
(serum  glutamic  oxaloacetic  transaminase)  rose  from 
preoperative  levels  within  forty-eight  hours.  Since 
this  test  shows  only  that  tissue  damage  has  occurred, 
it  was  felt  that  it  was  due  to  surgical  trauma.  The 
SGPT  (serum  glutamic  pyruvic  transaminase),  more 
specific  for  liver  function,  also  rose  but  remained 
within  normal  levels.  They  concluded  that  the 
halothane  effect  on  the  liver  was  mild  and  reversible 
after  single  and  repeated  exposure.  Their  findings 
agree  with  those  of  Rollason1,  Green  and  Munga- 
vin,18  and  Griffiths.19  Brohult20  investigated  the 
effect  of  halothane/nitrous  oxide  and  diethyl  ether/ 
nitrous  oxide  anesthesia  on  serum  enzymes.  SGOT 
was  significantly  increased  and  to  an  equal  extent  in 
both  on  the  first  postoperative  day.  Similarly, 
SGPT  and  SGOT  were  increased  on  the  fourth  to 
seventh  days. 

In  1969,  Bunker  et  al.21  published  The  National 
Halothane  Study.  This  was  a retrospective  study 
of  the  possible  association  of  halothane  with  post- 
operative hepatic  necrosis.  It  spanned  a four-year 
period  and  included  850,000  cases.  They  concluded 
that  the  incidence  of  hepatic  necrosis  ( 1 ) was  highest 
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following  cyclopropane  anesthesia;  (2)  was  virtually 
the  same  for  halothane  as  for  other  anesthetic  agents; 
and  (3)  was  higher  after  two  or  more  surgical  proce- 
dures in  the  same  or  successive  months,  irrespective 
of  the  type  of  anesthesia. 

The  study  also  showed  (1)  that  halothane  was  a 
safe  anesthetic  agent  since  the  overall  mortality  rate 
following  its  use  was  1.87  per  cent  compared  with  an 
average  of  1.93  per  cent  for  all  anesthetic  procedures; 
(2)  that  only  10  per  cent  of  postoperative  liver  dam- 
age is  likely  to  be  attributed  to  the  anesthetic  agent; 
and  (3)  that  only  82  cases  of  hepatic  necrosis  occurred 
out  of  850,000  cases  undergoing  surgery.  Of  the  82, 
all  but  9 cases  were  attributable  to  well-defined 
causes  such  as  shock,  massive  infection,  congestive 
cardiac  failure,  or  preexisting  liver  disease. 

Of  the  9 cases  where  the  anesthetic  agent  could  not 
be  excluded  as  a cause,  7 had  received  halothane. 
Four  of  the  8 had  repeat  halothane  anesthesia  within 
six  weeks.  Since  the  total  halothane  anesthesia  cases 
were  250,000,  the  incidence  of  hepatic  necrosis  fol- 
lowing halothane  anesthesia  is  7:250,000  or  1:35,000, 
not  1:10,000  as  has  been  claimed. 

Greene22  attempted  to  define  the  risk  of  producing 
hepatitis  when  halothane  was  administered  more 
than  once,  in  patients  who  were  on  chronic  mainte- 
nance of  enzyme-inducing  drugs,  and  in  patients  with 
a prior  history  of  hepatitis. 

He  concluded  that  hepatitis  was  not  more  frequent 
after  halothane  than  after  nonhalothane  anesthesia. 
Hepatitis,  in  his  series,  was  at  the  normal  rate  oc- 
curring in  institutionalized  patients.  Patients  re- 
ceiving enzyme-inducing  medications  do  not  have  a 
higher  incidence  of  hepatitis  following  halothane 
anesthesia.  There  was  no  contraindication  to  halo- 
thane in  patients  with  a history  of  viral  or  infectious 
hepatitis. 

Alleged  symptomatology  and 
laboratory  findings 

There  are  symptoms  described  in  the  literature  as 
being  indicative  of  liver  damage  due  to  halothane.  A 
low-grade  pyrexia  in  the  third  to  fifth  postoperative 
days  has  been  mentioned.  Hughes  and  Powell23 
reported  a higher  incidence  of  late  postoperative 
fever  after  halothane  than  after  nonhalothane  an- 
esthetics. Studies  have  shown  this  to  be  universal 
and  unrelated  to  the  type  of  anesthesia  and  surgery. 
Trey,  Lipworth,  and  Davidson24  showed  that  post- 
operative fever  is  as  common  after  the  use  of  other 
anesthetic  agents  as  it  is  after  halothane.  Dykes25 
reported  that  only  1 of  163  patients  in  the  first  three 
postoperative  days  failed  to  demonstrate  tempera- 
ture elevation.  He  also  showed  that  32  patients  re- 
ceiving halothane  had  the  same  temperature  pattern 
as  48  who  did  not.  In  a discussion  of  the  causes  of 
postoperative  fever,  which  are  many,  the  author 
suggested  that  the  physician  think  of  the  intravenous 
catheter  as  a site  of  infection  before  implicating 
halothane.26  In  addition,  the  Food  and  Drug  Ad- 
ministration has  reviewed  the  package  inserts  for 


halothane.27  In  question  was  the  contraindication 
to  using  halothane  when  an  unexplained  postoper- 
ative fever  had  followed  previous  exposure  to  the 
anesthetic  agent.  The  committee  unanimously 
concluded  that  postoperative  fever  should  be  deleted 
from  the  contraindication  section. 

Several  authors  have  claimed  jaundice  to  be  typical 
of  liver  dysfunction  following  halothane.  Studies  by 
Simpson,  Strudin,  and  Walton28  showed  it  to  be  co- 
incidental rather  than  a symptom  attributable  to 
halothane.  Henderson  and  Gordon29  from  Toronto, 
in  a three-year  study  from  1953  to  1956  before  the 
advent  of  halothane  anesthesia,  reported  the  inci- 
dence of  jaundice  in  the  surgical  patient  as  high  as 
1:1,000. 

Evans,  Evans,  and  Pollock30  reported  that  jaundice 
is  a common  complication  of  major  surgery  even  in 
the  absence  of  preexisting  hepatic  or  biliary  disease. 
The  authors  presented  their  series  of  postoperative 
liver  function  studies  in  180  patients  who  underwent 
218  major  operative  procedures.  The  liver  function 
test  results  were  reported  on  the  first,  fifth,  and 
seventh  postoperative  days  and  daily  when  dys- 
function was  present.  Liver  biopsies  were  performed 
in  patients  with  severe  jaundice.  Mild  postoperative 
jaundice,  with  bilirubin  1.5  to  4 mg.  per  100  ml.,  was 
present  in  16.5  per  cent  of  the  patients  and  severe 
jaundice,  with  bilirubin  more  than  4 mg.  per  100  ml., 
in  3.7  per  cent.  In  their  series  82.5  per  cent  were 
given  halothane;  15.6  per  cent  became  mildly  jaun- 
diced and  4.4  per  cent  severely  jaundiced.  In  the 
nonhalothane  group  21  per  cent  developed  mild 
jaundice  and  none  severe  jaundice.  Also,  the  authors 
state  that  there  was  no  difference  in  the  incidence  of 
jaundice  between  patients  who  received  halothane 
previously  and  those  who  received  it  for  the  first  time. 
Also,  jaundice  was  more  severe  when  blood  was  ad- 
ministered or  when  there  had  been  significant  blood 
loss  into  the  tissues.  The  Food  and  Drug  Adminis- 
tration, in  its  review  of  the  package  insert,  has  rec- 
ommended it  should  read:  when  previous  exposure 
to  halothane  was  followed  by  unexplained  jaundice 
consideration  should  be  given  to  the  use  of  other 
agents.27  Manners31  quoted  a series  of  144  surgical 
patients  over  a ten-year  period  who  had  no  liver 
disease  prior  to  surgery.  Of  these  24,  16  per  cent, 
developed  serum  bilirubin  of  more  than  5 mg.  per  100 
ml.  within  ten  days  postsurgery.  Only  2 patients 
received  halothane,  and  so  it  would  appear  other 
factors  than  the  anesthetic  agents  were  responsi- 
ble. 

Arthralgia,  fatigue,  anorexia,  and  an  excessive 
desire  for  sleep  have  all  been  mentioned  by  authors 
in  reporting  suspected  cases  of  halothane-produced 
liver  damage  in  patients  or  operating  room  staff. 
Also  chills,  shivering,  skin  rashes,  and  more  recently 
laryngitis  in  an  anesthetist  have  been  reported.32 

Bronchospasm  has  been  reported  as  a result  of 
halothane  anesthesia.  The  widespread  use  of  halo- 
thane for  asthmatic,  emphysematous,  and  chronic 
bronchitic  patients  and  for  those  undergoing  one- 
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I lung  ventilation  for  thoracic  surgery  because  of  its 
bronchodilator  power  makes  this  extremely  unlikely. 
Hickey  et  al .33  observed  marked  bronchodilatation 
in  dogs  under  halothane  anesthesia  by  measuring  the 
total  pulmonary  resistance  and  direct  measurement 
of  the  airway  diameter  on  bronchogram. 

Eosinophilia  has  been  reported  in  suspected  cases 
of  halothane  hepatitis.  Sharpstone,  Medley,  and 
Williams34  investigat  ing  11  cases  of  suspected  halo- 
thane hepatitis  failed  to  show  eosinophilia  in  a single 
case. 

Wright  et  a/.35  demonstrated  liver  dysfunction 
after  repeated  halothane  anesthesia  manifested  as 

(elevated  transaminases.  This  occurred  in  patients 
known  to  have  carcinoma  of  the  bladder,  uterine 
body,  and  cervix. 

No  comparative  data  with  nonhalogenated  agents 
was  provided. 

Thomson  and  Greifenstein36  have  reported  occa- 
sional elevations  of  transaminase  following  halo- 
thane, methoxyflurane,  and  spinal  anesthesia. 
Similar  findings  were  observed  by  Trowell  et  al:1" 
Their  investigations  were  confined  to  women  with 
carcinoma  of  the  cervix  who  required  repeated  ra- 
dium insertion  under  general  anesthesia,  halothane 
plus  nitrous  oxide.  In  their  series  of  18  cases,  4 pa- 
tients developed  elevated  enzymes.  These  two  ar- 
ticles were  commented  on  in  the  editorial  section  of 
Lancet.38,  It  was  concluded  that  patients  with  car- 
cinoma of  the  cervix  treated  by  radium  insertion  were 
at  some  risk  when  repeatedly  anesthetized  with 
halothane.  The  question  must  arise  as  to  the  effects 
of  radium  apart  from  its  therapeutic  effect  on  the 
organ  under  treatment.  Gamma  radiation  of  halo- 
thane leads  to  breakdown  of  the  drug  and  formation 
of  degradation  products.  Among  these  is  dichloro- 
hexafluorobutene  which  is  known  to  cause  extensive 
fatty  infiltration  and  centrilobular  necrosis  of  the 
liver.39 

Implication  of  viral  hepatitis 

Nearly  all  of  the  many  reports  that  ascribe  post- 
operative jaundice  to  the  use  of  halothane  fail  to  take 
into  account  the  endemic  occurrence  of  hepatitis. 

Inman  and  Mushin40  analyzed  reports  submitted 
to  the  Committee  on  Safety  of  Medicines.  They 
based  their  study  on  130  reports  of  jaundice  following 
halothane  anesthesia  received  in  the  years  1964  to 
1972.  Ninety-four  patients  were  exposed  to  halo- 
thane on  more  than  one  occasion,  and  66  out  of  130 
patients  died.  There  are  many  confusing  problems 
associated  with  this  report  The  information  gath- 
ered was  not  sufficiently  precise  to  be  able  to  exclude 
other  factors  as  in  the  National  Halothane  Study. 
The  lack  of  reports  of  jaundice  following  other  types 
of  anesthesia  can  mean  either  that  biased  reporting 
occurred,  or  that  halothane  is  used  in  virtually  every 
case  in  the  United  Kingdom  and  that  therefore 
jaundice  from  any  cause  would  be  associated  with 
halothane  anesthesia. 

Halsey  and  White,41  in  their  criticism  of  the  report 


which  estimated  the  death  rate  following  multiple 
exposures  to  halothane  within  a period  of  one  month 
to  be  ten  times  that  of  infectious  hepatitis  in  any  one 
year,  questioned  how  many  of  these  cases  could  be 
attributed  to  halothane.  They  used  the  National 
Halothane  Study  statistics  in  which  only  10  per  cent 
of  the  cases  were  of  unknown  origin  and  therefore 
potentially  due  to  halothane.  Thus  if  this  figure  was 
applied  to  those  of  Inman  and  Mushin,40  one  must 
come  to  the  conclusion  that  the  incidence  of  hepatitis 
following  multiple  exposures  is  no  greater  than  the 
overall  incidence  of  hepatitis  in  the  general  popula- 
tion. 

Marx  et  al.4'2  reported  3 patients  who  underwent 
emergency  operations  in  which  preoperative  liver 
function  studies  showed  viral  hepatitis,  completely 
unsuspected  clinically.  Postoperatively  these  pa- 
tients had  fever,  high  bilirubins,  and  high  transam- 
inases. If  these  patients  had  been  anesthetized  with 
halothane  without  preoperative  evaluation  it  would 
have  been  easy  to  implicate  halothane  as  a causative 
agent.  In  fact,  the  surgeon  diagnosed  one  of  these 
patients  as  having  halothane  hepatitis,  erroneously 
believing  that  the  patient  had  been  anesthetized  with 
halothane.  When  he  was  informed  that  no  halo- 
thane had  been  used,  consultation  with  the  pathol- 
ogist confirmed  the  preexisting  viral  hepatitis. 

The  commonest  cause  of  hepatitis  appears  to  be 
viral.  The  yearly  incidence  in  the  United  States 
based  on  reported  cases  is  1:2,000  of  the  total  popu- 
lation.43 If  one  includes  the  large  number  of  anic- 
teric and  subclinical  hepatitis  cases,  the  true  inci- 
dence must  be  considerably  higher.44  More  im- 
pressive is  the  incidence  of  serum  hepatitis  occurring 
in  1:1,000.4°  In  some  screening  series,  about  2 per 
cent  were  found  to  have  enzyme  and  histologic  evi- 
dence of  viral  hepatitis  without  clinical  disease.46 

The  magnitude  of  the  dilemma  becomes  apparent 
when  one  considers  that  each  year  an  estimated  4,000 
patients  will  by  chance  receive  halothane  anesthesia 
during  the  incubation  period  of  viral  hepatitis.47  In 
the  decade  starting  in  the  late  1950s  a rise  of  400  per 
cent  occurred  in  the  reported  cases  of  hepatitis  and 
jaundice.  Halothane  came  into  general  clinical  use 
at  the  beginning  of  this  period,  and  it  is  during  this 
decade  that  the  largest  number  of  reports  incrimi- 
nating halothane  were  published.  Could  it  be  that 
these  so-called  halothane  hepatitis  cases  were  a part 
of  the  tremendous  rise  in  viral  hepatitis?48 

Infectious  hepatitis  or  A type  has  an  incubation 
period  of  fifteen  to  sixty  days  and  was  once  thought 
to  be  transmitted  by  the  fecal  or  oral  route.  It  is  now 
known  to  be  transmitted  parenterally  in  addition.  It 
is  usually  mild  v/ith  a self-limiting  course,  carrying 
a mortality  rate  of  less  than  1 per  cent.  It  has  re- 
cently been  reported  that  antibodies  to  type  A virus 
can  be  detected  in  the  blood  and  the  diagnosis  can  be 
confirmed.49 

Serum  hepatitis  or  B type  has  an  incubation  period 
of  from  sixty  to  one  hundred  eighty  days.  It  is 
transmitted  by  the  same  routes  as  type  A and  causes 
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a 10  to  15  per  cent  mortality  rate.  It  has  been  re- 
ported that  1:10,000  of  1 ml.  of  blood  is  enough  to 
transmit  serum  hepatitis.50 

Hepatitis  B can  be  diagnosed  by  detecting  the 
antigen  during  the  first  week  and  the  specific  anti- 
body after  the  first  week.  In  5 per  cent  of  cases, 
significant  antigen  titer  does  not  occur,  yet  significant 
antibody  titer  develops. 

At  the  annual  meeting  of  the  Southern  Society  of 
Anesthesiologists  in  1975,  a case  was  reported  of  an 
anesthesiology  resident  who  developed  hepatitis  at 
the  end  of  his  second  year  of  training.  His  symptoms 
were  anorexia,  fatigue,  excessive  desire  for  sleep,  skin 
rashes,  elevation  of  temperature,  and  finally  jaundice. 
He  was  hospitalized  with  the  diagnosis  of  halothane 
hepatitis  because  of  the  typical  clinical  picture  de- 
scribed by  Klatskin  and  Kimberg,51  together  with 
elevated  liver  enzymes,  raised  bilirubin,  and  a neg- 
ative Australian  antigen  test  result.  On  the  sixth  day 
of  hospital  stay  the  Australian  antibody  test  finding 
was  positive  and  the  diagnosis  altered  to  serum 
hepatitis.52 

Feinstone  et  al ,53  recently  reported  on  transfu- 
sion-associated hepatitis  not  due  to  hepatitis  A or  B 
virus.  Twenty-two  patients  after  corrective  heart 
surgery  developed  hepatitis  from  fourteen  to  one 
hundred  eighty  days  later.  One  patient  had  a second 
attack  eleven  months  later.  Patients  with  congestive 
cardiac  failure,  decreased  hepatic  perfusion,  adverse 
reactions  to  drugs,  or  preoperative  evidence  of  liver 
disease  were  excluded.  In  these  22  patients  the 
findings  were:  (1)  antigen  and  antibody — serum 

hepatitis  (B)  were  negative;  (2)  antibody — infectious 
hepatitis  (A)  negative;  (3)  antibody — Epstein-Barr 
virus,  all  positive;  and  (4)  antibody — cytomegalovi- 
rus, positive  in  9 patients. 

The  possibility  exists  that  these  cases  of  transfu- 
sion-associated hepatitis  were  nonviral  in  cause.  The 
authors  felt  this  was  unlikely  for  two  reasons.  First, 
the  prolonged  incubation  period  of  two  to  fifteen 
weeks  is  consistent  with  infection  as  a cause.  Sec- 
ond, although  the  cause  of  hepatitis  in  these  patients 
remains  unknown,  cytomegalovirus  and  Epstein- 
Barr  virus  are  known  to  cause  liver  damage.54  In- 
fection with  these  viruses  had  been  demonstrated 
post-transfusion. 

Luby  et  al ,55  proposed  that  cytomegalovirus  and 
Epstein-Barr  virus  may  be  responsible  for  a pro- 
portion of  transfusion-associated  hepatitis  who  were 
hepatitis  A and  B negative. 

Prince  et  al ,56  reported  that  an  agent  other  than 
hepatitis  B or  A virus  may  have  caused  post-trans- 
fusion hepatitis  in  36  of  51  cases  observed  during  a 
postoperative  biweekly  serologic  follow-up  of  204 
patients  who  underwent  cardiovascular  surgery. 
There  was  no  evidence  of  Australian  surface  antigen 
or  hepatitis  B antibody  in  the  sera  of  the  36  cases,  nor 
were  the  incubation  period  and  clinical  features 
consistent  with  a hepatitis  B infection.  These  in- 
vestigators suggest  that  a hepatitis  virus,  perhaps 


type  C but  unknown  as  yet  may  have  been  implicat- 
ed. 

Metabolism  and  theories  of 
halothane  liver  damage 

Halothane  has  a molecular  weight  of  197.  The 
relatively  small  molecule  plus  its  high  lipid  solubility 
allow  a ready  transfer  across  cell  membranes  and 
access  to  intracellular  enzymes.  Halothane  itself  is 
not  directly  hepatotoxic.  Hepatic  failure  did  not 
develop  in  2 individuals  who  accidentally  drank  250 
ml.  of  halothane  liquid.57  Smuckler,  Bombeck,  and 
Nyluis15  in  their  experiments  on  isolated  perfused 
calf  liver  came  to  the  conclusion  that  in  concentra- 
tions of  under  3 per  cent  halothane  appears  to  have 
no  effect  on  the  structure  or  function  of  the  isolated 
liver  cell  preparation  during  four  to  six  hours’  per- 
fusion. Haley  and  Wyant14  were  unable  to  demon- 
strate distortion  of  hepatic  structure  or  adverse  ef- 
fects on  hepatic  glycogen  or  cellular  nutrition  in  dogs 
anesthetized  with  halothane-oxygen  or  halothane- 
oxygen-nitrous  oxide  for  three  hours,  the  oxygen 
varying  between  15  to  100  per  cent.  Stenger  and 
-Johnson58  injected  rats  intraperitoneally  with  liquid 
halothane.  In  those  pretreated  with  phenobarbi- 
tone,  hepatic  necrosis  occurred.  In  those  rats  re- 
ceiving only  halothane  no  morphologic  changes  oc- 
curred. Using  an  isolated  canine  liver  perfusion 
preparation,  Simpson,  Strudin,  and  Walton27  dem- 
onstrated a progressive  excretion  of  unchanged  hal- 
othane in  the  bile  during  halothane  administration 
without  evidence  of  liver  damage.  An  accidental 
injection  of  halothane  intravenously  has  been  re- 
ported.59 The  predominant  clinical  features  were 
pulmonary  edema  and  failure  of  the  right  side  of  the 
heart.  Liver  chemistries  remained  normal.  The 
patient  was  treated  for  edema  and  failure  of  the  right 
side  of  the  heart  and  made  a good  recovery.  Sandi- 
son  et  al.eo  injected  halothane  intravenously  in  dogs. 
They  found  that  halothane  causes  toxic  pulmonary 
vasculitis  with  necrosis  of  arteriolar  and  capillary 
walls  with  subsequent  hemorrhage  and  edema. 

The  concensus  today  is  that  halothane  has  no  di- 
rect effect  on  producing  liver  damage.  The  fact  that 
hepatitis  associated  with  halothane  anesthesia  is  rare 
following  first  exposure  supports  this  opinion.  The 
fact  that  direct  toxicity  cannot  be  implicated  in 
halothane-associated  hepatitis  has  led  some  to  ex- 
plain its  occurrence  on  the  basis  of  hypersensitivity. 
Halothane,  having  a low  molecular  weight  of  197, 
cannot  act  as  an  antigen. 

Davies61  believes  the  theory  of  hypersensitivity  I 
cannot  be  true  because  halothane  fails  to  meet  cer- 
tain criteria  defining  an  allergic  reaction.  He  states 
that:  (1)  the  drug  or  chemically-related  material 

must  have  been  given  previously.  Hepatitis  associ- 
ated with  halothane  anesthesia  has  been  reported 
after  a single  exposure;  (2)  the  allergy  which  develops 
must  be  long-lasting,  which  is  not  true  for  halothane; 
(3)  the  symptoms  must  be  those  associated  with  al- 
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lergie  reactions.  No  other  drug  sensitivity  is  limited 
to  the  liver  as  a target  organ;  (4)  halothane  is  not 
capable  of  forming  covalent  bonds  with  substances 
such  as  protein  to  act  as  an  antigen.  Attempts  to 
conjugate  halothane  with  human  albumin  have 
failed. 

The  metabolism  of  halothane  to  toxic  end  products 
has  been  suggested  as  a possible  explanation  for  the 
hepatotoxicity  studies  in  the  mouse  and  guinea  pig 
with  presumed  halothane.  metabolites  indicating 
varying  degrees  of  pathologic  condition.62  There  is 
no  anesthetic  agent  which  is  biologically  inactive,  and 
this  includes  nitrous  oxide  which  has  been  used  for 
the  greatest  time  and  is  the  most  commonly  used 
anesthetic  agent.61* 

Volatile  anesthetic  agents  undergo  some  biodeg- 
radation by  nonenzymatic  routes  but  the  major 
pathway  of  metabolism  involves  the  activity  of  nat- 
urally occurring  enzymes.  These  are  present  in  the 
lung,  kidney,  brain,  and  intestine.  The  most  im- 
portant one,  concentrated  in  the  endoplasmic  retic- 
ulum of  the  liver  microsomes,  cytochrome  P 450,  is 
a constituent  of  the  mixed  fructose  oxidase  system 
and  would  appear  to  be  essential  in  the  metabolism 
of  most  inhalational  anesthetic  agents. 

Biodegradation  begins  immediately  and  continues 
until  all  the  anesthetic  agent  has  been  eliminated 
from  the  body.  It  has  been  reported  that  there  is  an 
optimum  concentration  of  halothane  where  metab- 
olism is  greatest6;  above  and  below'  this  concentration 
metabolism  decreases.  The  time  interval  for  bio- 
degradation may  extend  from  days  to  weeks,  de- 
pending to  a large  extent  on  the  lipid  solubility  of  the 
agent  and  the  amount  of  fat  the  individual  carries. 
The  slow  release  of  anesthetic  agents  from  the  fat 
into  the  blood  stream  indicates  that  the  total  amount 
of  anesthetic  metabolized  may  be  significant.  Re- 
peat administration  of  anesthetics  may  serve  to  in- 
duce drug-metabolizing  enzymes  and  therefore  in- 
crease the  metabolism  of  the  agents.64  Conversely, 
antimetabolic  drugs  such  as  SKF  526A  or  dysulfuran 
can  prevent  nephro-  and  hepatotoxicity  by  inhibiting 
microsomal  enzyme  production  and  further  metab- 
olism of  anesthetics  leading  to  prevention  of  such 
response.65  Similarly  anesthetic  hepatotoxicity 
cannot  be  produced  in  newborns,  presumably  be- 
cause of  insufficient  development  of  drug  metabo- 
lizing enzymes.66  Species  variation  in  the  pathway 
and  degree  of  anesthetic  metabolism  constitutes  a 
thorny  problem.  Fluroxene  toxicity  has  occurred  in 
dogs  and  pigs  but  not  in  man,  probably  because  in 
man  it  is  not  metabolized  to  the  toxic  trifluoroetha- 
nol.67 

Genetic  and  environmental  factors  may  influence 
the  metabolism  of  halothane.  They  have  been 
studied  in  identical  and  fraternal  twins.  Smaller 
amounts  of  nonvolatile  urinary  metabolites  were 
found  in  identical  than  in  fraternal  twins.68  Studies 
with  14C  (radioactive  isotope  of  carbon) -labeled 
halothane  indicate  that  this  agent  shows  considerable 


species  variation  in  its  metabolism.  Human  beings 
metabolize  far  more  halothane  than  other  species.69 
Ten  to  25  per  cent  of  halothane  is  metabolized,  and 
active  metabolism  continues  for  a minimum  of  thir- 
teen days.  0 Fifteen  to  20  mg.  of  halothane  is  bio- 
transformed  per  kilogram  per  body  weight  per  hour 
of  exposure  and  volume  per  cent  of  inhaled  mix- 
ture.71 The  most  important  of  these  enzymes  are  the 
dehalogenating  enzymes  and  the  other  cleaving  en- 
zymes. The  carbon-to-fluoride  bond  in  contrast  to 
carbon-to-chloride  or  carhon-to-bromide  bond  is  very 
stable,  and  the  trifluoromethyl  group  has  been  most 
unsusceptible  to  biotransformation.  Defluorination 
of  this  radical  occurs  to  a minor  extent,  an  incidence 
of  less  than  0.05  per  cent,  with  halothane.72  Also 
dechlorination  of  halothane  has  been  achieved  by 
liver  enzymes.  Debromination  of  the  halothane 
molecule  has  been  largely  neglected.  Several  studies 
have  shown  that  it  readily  occurs  and  may  account 
for  12  to  20  per  cent  of  the  amount  taken  into  the 
body.69  Johnstone  et  al. , :i  predicted  an  increase  of 
approximately  0.5  mEq.  per  liter  in  blood  bromide 
concentration  per  cent  per  hour  of  halothane  in 
healthy  subjects.  Situations  such  as  renal  failure  or 
hypochloremia  due  to  vomiting  or  diarrhea  might 
increase  the  possible  effects  of  bromide.  Also,  a 
patient  with  induction  of  hepatic  microsomal  enzyme 
systems  might  also  be  expected  to  produce  more 
bromide.  To  date  none  of  the  metabolites  discussed 
here  has  been  incriminated  in  hepatotoxicity  fol- 
lowing halothane  anesthesia. 

Stier  4 identified  trifluoroacetic  acid  as  a urinary 
end  product  of  halothane  metabolism.  This  con- 
firms that  halothane  undergoes  oxidative  metabo- 
lism. Trifluoroacetic  acid  has  limited  toxicity,  and 
up  to  2 Gm.  per  kilogram  per  body  weight  given  orally 
to  experimental  animals  produced  no  liver  damage. 
Trifluoroacetic  acid  is  completely  ionized  at  physi- 
ologic pH  and  is  unlikely  to  penetrate  the  cellular 
barrier  from  the  outside.  Trifluoroacetyl  radical 
formation  represents  a key  step  in  halothane  me- 
tabolism and  might  possibly  be  implicated  in  the 
mechanism  of  suspected  halothane  hepatotoxicity. 
This  is  a highly  reactive  substance,  and  inference  for 
its  covalent  binding  is  available  through  studies  of 
radioactive  labeled  fragments.  Irreversible  binding 
of  halothane  metabolites  has  been  demonstrated  in 
the  liver  both  chemically'0  and  autoradiographical- 
ly. ' 6 The  intracellular  effects  of  trifluoroacetyl 
radical  as  a result  of  halothane  metabolism  are  un- 
known. 

Further  study  of  halothane  metabolites  led  to  the 
discovery  of  N-trifluoroacetyl-ethanolamine  as  an 
end  urinary  metabolite.''  This  is  a very  unusual 
conjugate  with  the  most  likely  source  of  ethanola- 
mine  being  phosphatidylethanolamine,  a normal 
lipid  constituent  of  the  cell  membrane.  Trifluo- 
roacetyl-ethanolamine  supports  the  concept  that 
halothane  is  activated  probably  enzymatically  to  a 
material  that  binds  to  cellular  constituents. 
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This  suggests  possible  conjugation  of  the  trifluo- 
roacetyl  radical  with  phosphatidylethanolamine 
within  the  cell  membrane  and  production  of  N-tri- 
fluoroacetyl-phosphatidyl  ethanolamine.  Further 
enzymatic  cleavage  of  this  molecule  leads  to  the  ap- 
pearance of  trifluoroacetyl  ethanolamine  in  the  urine. 
Accumulation  of  N-trifluoroaeetyl  phosphati- 
dylethanolamine metabolite  within  the  cell  of  certain 
individuals  might  result  from  increased  metabolism 
of  halothane  or  as  a result  of  reduction  in  the  enzymes 
necessary  to  perform  cleavage  of  the  trifluoroa- 
cetyl-phosphatidylethanolamine  conjugate  molecule. 
A high  concentration  of  N-trifluoroacetyl-phos- 
phatidylethanolamine  remaining  within  the  cell 
might  result  in  interference  with  normal  cell  function, 
but  whether  this  interference  is  sufficient  to  result 
in  cellular  necrosis  is  not  known  at  present. 

It  has  been  suggested  that  a difluoroethene  de- 
rivative might  be  formed  by  proton  extraction  from 
halothane  by  cytochrome  P-450.78  The  resulting 
anion  might  proceed  under  oxidative  conditions  to 
trifluoroacetic  acid  for  under  reductive  conditions  to 
bromochlorodifluoroethylene.'9  This  is  an  ex- 
tremely reactive  molecule  and  a very  potent  alky- 
lating agent.  Possibly  small  amounts  of  difluo- 
roethylene  intermediate  may  react  with  glutathione, 
while  the  remaining  alkalate  other  cellular  constit- 
uents. It  has  been  suggested  that  glutathione  plays 
a protective  role  by  conjugating  with  active  inter- 
mediates. In  the  case  of  acetaminophen,  a metabo- 
lite is  produced  that  reacts  and  eventually  depletes 
the  glutathione  stores,  and  when  this  occurs  hepatic 
necrosis  takes  place.80  Therefore,  the  levels  of  glu- 
tathione would  have  to  decrease  before  this  com- 
pound could  react  with  cellular  constituents,  again 
assuming  that  the  binding  of  the  metabolite  was  an 
important  step  in  the  development  of  hepatotoxicity. 
However,  halothane  does  not  reduce  the  level  of 
glutathione,  and  the  bromochlorodifluoroethylene 
is  either  produced  in  very  small  amount  or  formed  so 
slowly  than  glutathione  levels  can  be  maintained.81 
Unfortunately  the  question  cannot  be  dealt  with 
satisfactorily  at  this  time,  although  some  speculation 
can  be  entertained,  Still  the  question  remains: 
which  is  the  responsible  metabolite,  and  in  what 
quantity  does  it  exert  its  effect? 

Brown82  speculated  that  halothane  may  foster 
injury  of  the  hepatic  endoplasmic  reticulum  by  ini- 
tiating peroxidative  breakdown  of  polyenoic  lipids 
of  these  membranes.  A hypothetical  free  radical 
intermediate  product  could  be  formed,  leading  to 
lipoperoxidation  of  cellular  constituents.  These 
would  cause  breakdown  of  lysozomes  and  other  or- 
ganelles resulting  in  liver  necrosis.  This  would  be 
manifested  only  when  the  rate  of  metabolism  of  these 
agents  is  increased  by  means  of  enzymatic  induction. 
The  author  speculates  that  reactive  intermediate 
compounds  are  formed  during  metabolism  of  halo- 
thane and  initiate  this  effect.  The  lack  of  evidence 
for  lipoperoxidation  stimulation  by  trifluoroacetic 
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acid  implies  that  this  end  product  of  halothane  me- 
tabolism is  not  the  primary  offender.  If  it  were  true 
that  an  abnormal  metabolite  was  formed,83  one 
would  expect  a genetic  or  familial  link  to  have  been 
established  as  with  malignant  hyperpyrexia,  but  none 
has  yet  been  shown. 

Suspicion  has  arisen  in  the  last  few  years  that  the 
mechanism  of  halothane  liver  dysfunction  is  an  au- 
toimmune reaction  where  the  host  develops  a sensi- 
tivity toward  self  components,  such  as  mitochondria 
or  carrier  proteins,  through  conjugation  of  these 
substances  to  halothane  metabolites.  The  theory  of 
autoimmulogic  reactions  occurring  as  a result  of  drug 
exposure  is  not  new.  Fiessinger  in  190884  published 
his  theory  on  cirrhosis  in  which  he  stated  that  every 
hepatic  injury  is  followed  by  some  absorption  of  tis- 
sue breakdown  products.  This  absorption  is  noxious 
because  it  induces  a defense  reaction  of  the  organism 
by  formation  of  antibodies  which  are  lysins  of  hepatic 
constituents.  A vicious  cycle  is  created.  In  ensuing 
years  much  has  been  discovered,  including  the  main 
factors  responsible  for  cellular  destruction  through 
the  immunologic  process.  These  are  circulatory 
antibodies  produced  by  nonthymus-dependent 
plasma  cells  or  by  lymphocytes;  antigen-antibody 
complexes  which  usually  bind  complement  and  then 
destroy  cells;  and  delayed  hypersensitivity  or  cell- 
mediated  immunity  which  results  from  thymus- 
dependent  lymphocytes.  Immune  reactions  are 
classified  as  heteroimmune  reactions  when  they  are 
directed  against  nonhepatic  antigens  or  as  autoim- 
mune when  directed  against  hepatic  antigens.  If  the 
last  causes  injury  it  is  called  autoaggression.  This 
either  produces  or  perpetuates  hepatic  disease. 

Concerning  halothane,  an  intermediate  alkaline 
compound  of  trifluoroacetic  acid  could  act  as  a hap- 
ten and  with  autologous  carrier  protein  form  an  im- 
munogenic substance,  trifluoacetic  acid-carrier 
protein.  In  previously  sensitized  individuals  the 
thymus  drive  or  thymocyte  would  be  transformed 
into  a killer  cell  on  contact  with  trifluoacetic  acid- 
carrier  protein. 

Mathieu  et  al ,85  demonstrated  the  induction  of 
specific  delayed-type  hypersensitivity  to  a metabolite 
of  halothane  conjugated  to  serum  albumin.  When 
trifluoroacetic  acid  guinea  pig  albumin  conjugate  was 
administered  to  the  guinea  pig  a large  measure  of 
immunologic  specificity  appeared  to  be  conferred  by 
the  trifluoroacetic  acid  group  alone.  However,  the 
authors  state  that  the  relationship  between  experi- 
mental sensitization  with  adjuvant  agents  and  clin- 
ical responses  to  inhalational  agents  in  the  absence 
of  adjuvant  agents  is  uncertain. 

Further  studies  by  Mathieu  et  al ,86  and  others 
have  clarified  disturbed  immune  mechanisms.  They 
found  two  antibodies,  hemolytic  gamma  2 and  ana- 
phylactic gamma  1,  in  guinea  pigs  after  injection  of 
trifluoroacetyl  guinea  pig  albumin.  The  antigen  is 
very  weak,  and  repeated  injections  may  at  times  re- 
sult in  ablation  of  the  immune  response.  Also,  when 


immunized  the  nonimmunized  guinea  pigs  were  ex- 
posed to  halothane,  there  was  no  difference  in  the 

(incidence  of  hepatic  necrosis  and  abnormal  liver 
function  test  results  between  the  two  groups.  In 
addition,  those  nonimmunized  animals  exposed  to 
halothane  who  had  abnormal  liver  function  test 
findings  did  not  have  circulating  antibodies  to  tri- 
fluoroacetyl  nor  did  they  manifest  delayed-type 
hypersensitivity  to  this  antigen.  This  suggests  that 
delayed  hypersensitivity  might  not  play  a role  in  the 
development  of  hepatitis  associated  with  halothane 
in  the  guinea  pig  model,  but  they  might  support  the 
concept  of  hepatic  damage  occurring  in  the  absence 
of  antibodies.  In  addition,  the  data  suggest  that 
antibodies  rather  than  promoting  tissue  damage  may 
protect  the  animals  perhaps  by  “mopping  up”  the 
antigen. 

The  authors  raise  the  following  questions.  Are 
patients  repeatedly  exposed  to  halothane-producing 
antibodies  that  block  further  tissue  damage?  Are 
individuals  exposed  clinically  or  occupationally  to 
halothane  protected  by  such  antibodies? 

Recent  investigations  indicate  that  the  combina- 
tion of  anaerobic  conditions  and  nicotinamide-ade- 
nine dinucleotide  phosphate  enhance  the  in  vitro 
binding  of  reactive  halothane  intermediates  to  he- 
patic phospholipids  and  protein.8'  This  implies  that 
a reductive  pathway  of  halothane  biotransformation 
could  be  in  operation,  and  the  covalent  binding  to 
microsomal  constituents  implies  potential  toxicity. 
The  author  produced  hepatic  necrosis  in  adult 
Sprague-Dawlev  rats  by  administering  reduced  de- 
brominated  product  CF3  CH2  Cl  through  the  portal 
vein  or  by  anesthetizing  polychlorinated  biphenyl 
(Arochlor  1254),  pretreated  rats  with  halothane. 
The  polychlorinated  biphenyl  enhances  both  oxi- 
dative and  reductive  pathways  in  microsomes  and 
induces  cytochrome  P-450  to  an  unusual  P-449  var- 
iant. If  covalent  binding  is  related  to  tissue  damage, 
the  presence  of  oxygen  may  actually  inhibit  necrosis. 
The  same  authors  state  that  although  enhanced  ox- 
idative metabolism  of  halothane  as  a causative  factor 
cannot  be  eliminated,  it  may  be  that  reductive  bio- 
transformation is  the  mechanism  that  leads  to  the 
necrosis. 

The  last  theory  that  may  explain  the  occurrence 
of  hepatitis  or  liver  dysfunction  by  halothane  anes- 
thesia or,  in  general,  any  anesthetic  agent  or  surgery 
is  the  immunosuppression  by  the  anesthesia  and 
surgery.  Cochran  et  al.ss  and  Wingard89  state  that 
the  immunosuppression  by  anesthesia  lasts  from 
three  to  twenty-two  days  and  reverses  spontaneously. 
In  the  study  by  Park  et  al.90  utilizing  H3  (tritium) 
thymidine  incorporation,  lowering  of  the  lymphocytic 
response  to  phytohemagglutinin  was  noted  to  occur 
within  two  hours  after  surgery.  The  operation  itself 
appeared  to  have  a direct  suppressive  effect  on 
lymphocytic  responsiveness  to  phytohemagglutinin. 
Additionally  the  postoperative  serum  had  an  inhib- 
itory action  on  H3  thymidine  incorporation. 


Riddle  and  Berenbaum  in  196791  suggested  that 
general  anesthesia  was  not  likely  to  be  important  in 
lymphocytic  transformation,  since  the  extent  of 
suppression  of  lymphocytic  transformation  was  in- 
dependent of  both  duration  of  the  operation  and 
general  anesthesia.  Kent  and  Geist92  and  others  also 
confirmed  lymphocyte  transformation,  and  H3  thy- 
midine incorporation  decreased  following  transure- 
thral prostatectomy  and  fulguration  of  anal  carci- 
noma in  7 patients  under  spinal  anesthesia.  The 
authors  concluded  that  surgery  and  not  general  an- 
esthesia is  responsible  for  the  postoperative  sup- 
pression of  lymphocyte  immunocompetence,  since 
this  inhibition  occurs  with  spinal  anesthesia.  It  re- 
mains to  be  determined  if  spinal  anesthesia  con- 
tributes to  the  postoperative  immune  depression. 

The  aforementioned  immunosuppression  in- 
creases the  pathogenicity  of  viral,  bacterial,  or  neo- 
plastic antigen  the  patient  may  be  incubating  at  the 
time  of  surgery  or  anesthesia.  It  is  not  surprising 
that  virulence  of  viral  hepatitis  is  greater  in  patients 
anesthetized  during  the  active  or  viremic  phase  of 
infection.  Barbiturate  anesthesia  for  nonsurgical 
procedure  has  a mortality  rate  of  37  per  cent  from 
liver  necrosis  in  active  viral  hepatitis  patients.93 
Patients  with  viral  or  bacterial  infection  such  as 
herpes  simplex  or  brucellosis  should  not  have  anes- 
thesia until  these  immune  responses  have  returned 
to  normal.  Immunodepression  of  anesthesia  is  dose 
related.  If  anesthesia  is  necessary,  it  should  be  at  the 
lightest  plane  possible,  halothane  not  exceeding  0.5 
per  cent.94 

Tests  and  electronmicroscopy 

The  tests  that  have  been  described  in  the  past  to 
diagnose  and  differentiate  halothane-related  hepatic 
dysfunction  from  other  diseases  are  as  follows: 

Antimitochrondrial  antibodies.  It  was  sug- 
gested that  halothane  either  combined  with  mito- 
chrondria  or  produced  mitochondrial  damage,  which 
might  under  certain  circumstances  form  a stable  drug 
mitochondrial  complex  and  elicit  an  immune  reac- 
tion.95 Schumer  et  al  96  stated,  however,  that  hal- 
othane was  not  preferentially  taken  up  by  the  mito- 
chondrial fraction  of  the  liver  cells.  Also,  the  an- 
timitochondrial  antibodies  are  of  low  and  transient 
titers  and  have  been  reported  in  very  few  cases. 
They  are  also  very  liable  to  storage.  They  are  neither 
species  nor  organ  specific.  They  do  not  correlate 
with  the  histologic  picture  or  the  severity  of  damage 
as  reflected  by  liver  function  tests.  They  may  be 
completely  incidental.97 

On  the  contrary,  the  antibodies  in  autoimmune 
diseases,  including  autoimmune  liver  diseases,  are 
usually  of  high  titer.  They  are  known  to  occur  in  all 
main  immunologic  cases  and  are  very  stable.  The 
question  can  be  posed — does  this  imply  that  halo- 
thane hypersensitivity  affects  those  predisposed  to 
autoimmunity?  The  fact  that  those  who  recover 
from  the  complication  of  liver  dysfunction  following 
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halothane  anesthesia  resume  normal  liver  functions 
and  lose  the  antimitochondrial  antibodies  and  cell- 
mediated  reactions  to  the  drug,  all  speak  against  such 
a possibility.  Additionally,  antimitochondrial  an- 
tibodies are  detected  in  primary  biliary  cirrhosis  and 
lupoid  hepatitis  where  active  autoantigen  has  been 
confirmed.  Both  now  are  thought  to  be  primary 
autoimmune  disorders  based  on  a familial  distur- 
bance of  immunologic  surveillance.98  Finally,  the 
aforementioned  antibodies  are  present  in  certain 
connective  tissue  disorders  and  jaundice  associated 
with  chlorpromazine,  chlordiazepoxide,  and  several 
other  drugs. 

Lymphocytic  stimulation.  A test  measures 
lymphocytic  stimulation  culture  using  the  uptake  of 
H3  thymidine  into  the  deoxyribonucleic  acid  of  the 
lymphocytes.  Purified  phytohemagglutinin  is  used 
as  a nonspecific  stimulant  to  lymphocytes.  The  in- 
creased incorporation  of  H3  thymidine  into  the 
deoxyribonucleic  acid  of  lymphocytes  received  from 
patients  jaundiced  after  exposure  to  halothane  and 
incubated  with  halothane,  indicates  sensitization  to 
halothane  and  so  explains  the  pathogenesis  of  the 
liver  damage.  Paronetto  and  Popper99  reported 
stimulation  of  lymphocytes  in  10  out  of  15  patients 
with  suspected  halothane  hepatitis  and  claimed  that 
this  test  was  helpful  if  differentiating  the  viral  from 
halothane  hepatitis.  Walton  et  al. 100  were  unable 
to  show  lymphocyte  transformation  to  halothane  in 
15  suspected  halothane-sensitive  subjects.  Moult 
et  al. 101  evaluated  the  test  in  the  diagnosis  of  halo- 
thane hepatitis  in  17  patients  with  clinical  diagnosis 
of  halothane  hepatitis.  They  were  unable  to  show 
lymphocyte  transformation  in  any  of  these  patients. 
These  investigators  found  this  test  to  be  of  no  value 
in  diagnosing  halothane  hepatitis. 

However,  sensitivity  to  halothane  as  judged  by 
lymphocyte  transformation  test  is  of  a short  duration 
and  several  authors  concluded  that  an  interval  of  two 
to  three  months  between  exposure  of  halothane  was 
safe.  This  is  erroneous.  If  it  is  so,  this  short  tran- 
sient sensitization  does  not  correlate  with  established 
data  on  cell-mediated  immunity;  for  example  the 
delayed  hypersensitivity  reaction  to  tuberculin  or 
penicillin  can  be  detected  for  years.  However,  an 
increase  in  lymphocyte  transformation  in  some  pa- 
tients could  be  related  to  an  overcompensation  fol- 
lowing anesthesia  and  surgery.  This  has  been  de- 
scribed by  Park  et  al.90 

Electronmicroscopy.  It  has  been  suggested  that 
electromicroscopy  could  be  helpful  in  differentiating 
between  liver  damage  caused  by  viral  and  posthalo- 
thane  hepatitis.  Specifically  halothane  hepatitis  has 
been  described  histologically  by  a few  authors  to  re- 
semble viral  hepatitis.102  In  halothane  hepatitis, 
electromicroscopy  may  show  islands  of  preserved 
hepatocytes.  Some  hepatocytes  show  pseudo- 
ductular  transformation.  Lymphocytic  accumula- 
tion around  the  portal  tract  may  also  he  seen,  as  well 
as  multiple  eosinophilic  granulomas.  However,  the 


electronmicroscopy  findings  of  Keeley  et  al. 103  and 
Uzunalimaglu,  Yardley,  and  Boitnott104  are  con- 
flicting. The  authors  failed  to  agree  on  the  expected 
findings  on  halothane  hepatitis.  There  is,  therefore, 
little  justification  at  the  present  for  the  statement 
that  halothane  hepatitis  can  be  differentiated  from 
viral  hepatitis.  This  led  Sherlock105  to  conclude  that 
there  is  no  absolute  diagnostic  difference  between  the 
two  conditions,  and  usually  only  a tentative  conclu- 
sion can  be  drawn  concerning  the  cause  of  hepatitis. 

Conclusion 

From  this  review  of  the  literature  we  feel  that 
certain  statements  and  recommendations  are  possi- 
ble: 

Avoid  repeat  halothane  anesthesia  in  patients  with 
carcinoma  of  the  uterine  cervix  or  body  or  the  bladder 
who  are  to  undergo  radiation  therapy. 

Screen  patients  preoperatively  for  enzyme  eleva- 
tion, especially  SGPT.  It  would  seem  imperative  to 
determine  the  functional  integrity  of  the  hepatocyte 
and  avoid  confusion  of  preexisting  hepatic  disease  with 
anesthetic  side-effects.  The  incidence  of  unsuspected 
hepatic  disease  may  be  as  high  as  1.37  per  1,000  pa- 
tients.106 

Postpone  surgery  in  patients  with  viral  infections, 
herpes  simplex,  and  septicemia  for  one  to  two  months 
if  possible.  Delay  reoperation  for  a period  of  at  least 
one  month  if  feasible,  or  if  not,  maintain  the  lightest 
possible  anesthetic  level. 

If  the  patient  is  jaundiced  or  has  postoperative  hep- 
atitis, exclude  every  possible  cause  before  incriminat- 
ing halothane. 

No  diagnostic  test  is  available  to  predict  the  sus- 
ceptibility of  the  individual  to  halothane,  or  to  pin- 
point accurately  in  the  postanesthetic  period  the 
cause  of  postanesthetic  hepatitis  as  being  due  to 
halothane. 

The  pathogenicity  of  the  syndrome  described  as 
halothane  hepatitis  is  unclear,  as  is  the  offending 
agent,  if  it  exists.  Neither  the  light  nor  electronmi- 
croscopic  findings  of  this  syndrome  have  been  de- 
fined. 
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TABLE  I.  Age  and  clinical  stage  at  diagnosis  of 
prostatic  carcinoma  in  Lakes  Area  Regional  Tumor 
Service  Registry:  1970  through  1974 


Treatment  of  Prostatic 
Carcinoma  in  Western 
New  York* 

GERALD  P.  MURPHY,  M.D.,  D.Sc. 

JAMES  R.  JOINER.  Ph.D. 

JOSEF  VANA,  M.D.,  Ph.D. 

JOHN  C.  PATTERSON,  M.D. 

JACK  SAROFF,  Ph.D. 

Buffalo.  New  York 

From  Roswell  Park  Memorial  Institute,  State  of  New  York 
Department  of  Health,  and  the  National  Prostatic  Cancer  Project 


The  Lakes  Area  Regional  Tumor  Service  Reg- 
istry, or  Tumor  Registry,  currently  has  24  reporting 
member  institutions  in  the  area  surrounding  Buffalo, 
New  York.  All  patients  with  cancer  are  diagnosed 
and  are  registered  with  the  Tumor  Registry  and  fol- 
lowed at  their  own  institution.  This  report  covers 
those  patients  histologically  diagnosed  as  having 
prostatic  carcinoma  and  entered  in  the  Tumor  Reg- 
istry from  1970  through  1974.  In  addition,  124  pa- 
tients not  entered  in  the  Tumor  Registry,  but  ad- 
mitted to  RPMI  (Roswell  Park  Memorial  Institute) 
in  the  same  five  years  are  compared  with  the  patients 
entered  in  the  Tumor  Registry. 

Materials  and  methods 

The  summary  of  548  patients  with  histologically 
diagnosed  prostatic  carcinoma  was  examined.  This 
summary  was  provided  by  the  Tumor  Registry  which 
has  24  reporting  member  institutions  in  the  area 
surrounding  Buffalo.  This  reflects  the  patients 
diagnosed  and  reported  from  1970  through  1974. 
The  clinical  stage  of  these  patients  was  determined 
from  the  summary  and  is  reported  in  the  system  of 
Whitmore1: 

Stage  B — Nodule  confined  to  prostate,  no  metastasis. 

Stage  C — Extensive  carcinoma  without  metastasis. 

Induration  extending  beyond  the  capsule 
of  the  prostate. 

Stage  D — Metastatic  cancer,  for  example  bones  or  soft 
tissue. 

The  summary  consisted  of  computer  printout  ar- 

* Supported  in  part  by  Public  Health  Service  Grant  CA-14716 
i from  the  National  Prostatic  Cancer  Project,  National  Cancer  In- 
stitute, National  Institutes  of  Health,  U.S.  Department  of  Health, 
Education,  and  Welfare. 


< Stages 

BCD  Total 

Age  Number  Number  Number  Number 
(Years)  (Per  Cent)(Per  Cent)  (Per  Cent)  (PerCent) 


<55 

12 

(2.2) 

2 

(0.3) 

13 

(2.4) 

27 

(4.9) 

55  to  59 

29 

(5.3) 

4 

(0.7) 

20 

(3.6) 

53 

(9.6) 

60  to  64 

50 

(9.D 

7 

(1.2) 

18 

(3.3) 

75 

(13.6) 

65  to  69 

56 

(10.2) 

7 

(1.2) 

23 

(4.2) 

86 

(15.6) 

70  to  74 

61 

(11.1) 

8 

(1.5) 

12 

(2.2) 

81 

(14.8) 

75  to  79 

67 

(12.2) 

12 

(2.3) 

22 

(4) 

101 

(18.5) 

80  to  84 

59 

(10.9) 

9 

(1.7) 

11 

(12) 

79 

(14.6) 

>85 

33 

(6) 

6 

(1.1) 

7 

(1.3) 

46 

(8.4) 

Totals 

367 

(67) 

55 

(10) 

126 

(23) 

548 

(100) 

TABLE  II.  Age  and  clinical  stage  at  diagnosis  of 
prostatic  carcinoma  at  Roswell  Park  Memorial  Institute 
exclusive  of  Lakes  Area  Regional  Tumor  Service 
Registry:  1970  through  1974 

r Stages \ 

BCD  Total 

Age  Number  Number  Number  Number 
(Years)  (Per  Cent)(Per  Cent)  (Per  Cent)  (Per  Cent) 


<55 

1 

(0.8) 

1 

(0.8) 

8 

(6.4) 

10 

(8) 

55  to  59 

0 

(0) 

3 

(2.5) 

14 

(11.3) 

17 

(13.7) 

60  to  64 

6 

(4.8) 

13 

(10.5) 

12 

(9.7) 

31 

(25) 

65  to  69 

2 

(1-6) 

7 

(5.7) 

12 

(9.7) 

21 

(17) 

70  to  74 

2 

(1.6) 

12 

(9.7) 

16 

(12.9) 

30 

(24.2) 

75  to  79 

0 

(0) 

6 

(4.8) 

5 

(4) 

11 

(8.8) 

80  to  84 

•0 

(0) 

0 

(0) 

2 

(1.6) 

2 

(1.6) 

>85 

0 

(0) 

0 

(0) 

2 

(1.6) 

2 

(1.6) 

Totals 

11 

(8.8) 

42 

(34) 

71 

(57.2) 

124 

(100) 

ranged  from  data  reported  on  the  initial  abstract 
form,  follow-up  abstract  form  for  treatment,  and 
follow-up  form  for  survival.  From  the  summary  one 
is  able  to  determine  the  date  of  diagnosis,  the  therapy 
or  combination  therapies  used  in  the  first  four 
months  after  diagnosis,  as  well  as  the  survival  of  the 
patients. 

In  addition  to  the  Tumor  Registry  data  the  charts 
were  read  of  124  patients  admitted  to  RPMI  during 
1970  through  1974  as  referred  patients.  These  pa- 
tients were  not  entered  in  the  Tumor  Registry  by 
RPMI.  Comparisons  of  these  two  sources  of  data 
were  made  where  applicable.  Previous  studies  of 
RPMI  patients  in  previous  decades  have  been 
made.2’3 

Results 

There  were  548  patients  entered  in  the  Tumor 
Registry  whose  prostatic  carcinoma  was  histologically 
confirmed.  Of  these  patients,  367,  67  per  cent,  were 
in  clinical  Stage  B with  clinically  localized  or  in  situ 
tumor.  There  were  55, 10  per  cent,  in  clinical  Stage 
C representing  regional  or  direct  extension  of  the 
tumor  and  126,  23  per  cent,  in  clinical  Stage  D rep- 
resenting distant  or  diffuse  spread.  Table  I shows 
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TABLE  III.  Age  and  clinical  stage  of  prostatic 
carcinoma  at  above  and  below  median  age:  Lakes  Area 

Regional  Tumor  Service  Registry  from  1970  through 
1974 


Age  in 

ntl 

f 

olci^trS 

Years  at 

B 

c 

D 

Total 

First 

Number 

Number 

Number 

Number 

Diagnosis 

(Per  Cent)(Per  Cent)  (Per  Cent)  (Per  Cent) 

<72 

169  (31) 

21  (04) 

79  (14) 

269  (49) 

>72 

198  (36) 

34  (06) 

47  (09) 

279  (51)* 

Totals 

367  (67) 

55  (10) 

126  (23) 

548  (100) 

*A11  patients  at  or  above  median  age  entered  in  this  row.  Sig- 
nificant difference  (p<0.01)  between  Stage  D and  Stage  B pa- 
tients. 


TABLE  IV.  Patient’s  age  and  clinical  stage  at  first 
diagnosis  of  prostatic  carcinoma  above  or  below  median 
age  for  patients  entering  Roswell  Park  Memorial  Institute 
from  1970  through  1974 


Age  in 
Years  at 
First 

Diagnosis 

Total 
Number 
(Per  Cent) 

r oiages  n 

BCD 
Number  Number  Number 
(Per  Cent) (Per  Cent) (Per  Cent) 

<66 

15  (12) 

30  (24) 

15  (12) 

60 (48) 

>66 

7 (06) 

34  (27) 

23  (19) 

64 (52)* 

Totals 

22 (18) 

64  (51) 

38  (31) 

124 (100) 

* All  patients  at  or  above  median  age  entered  in  this  row. 


the  age  of  these  patients  in  the  respective  clinical 
stages  while  Table  II  shows  the  age  and  clinical  stage 
of  patients  referred  to  RPMI.  The  median  age  of  the 
548  patients  was  seventy-two  years  with  13  patients 
under  fifty  and  46  patients  over  eighty-five  years. 

Table  III  shows  that  in  the  Tumor  Registry  a sig- 
nificant (p  < 0.01)  proportion  of  the  patients  whose 
first  diagnosis  was  clinical  Stage  D were  at  an  age 
below  the  general  median  age  of  seventy-two  when 
compared  to  the  proportions  in  clinical  Stage  B and 
C who  were  above  the  median  age.  There  were  no 
significant  differences  in  age  at  diagnosis  between 
clinical  Stages  B and  C.  This  difference  suggests 
that  the  diagnosis  of  prostatic  carcinoma  occurs  at 
the  earlier  ages  more  often  when  metastatic  symp- 
toms are  present.  An  implication  of  this  is  that  there 
is  a larger  number  of  patients  who  have  clinical  Stage 
B or  C prostatic  cancer  at  the  earlier  ages  but  who  are 
not  detected  at  that  time  because  they  are  relatively 
asymptomatic,  or  that  the  clinical  stages  as  reported 
are  based  on  preliminary  diagnosis. 

The  median  age  at  first  diagnosis  of  patients  re- 
ferred to  RPMI,  exclusive  of  the  Tumor  Registry,  was 
sixty-six  years.  Table  II  details  the  ages  by  clinical 
stage,  and  Table  IV  shows  the  number  of  patients 
above  and  below  this  median  age  of  sixty-six.  Unlike 
the  Tumor  Registry,  Table  IV  shows  no  significant 
difference  (p  > 0.05)  between  age  at  first  diagnosis 
and  clinical  stage  when  first  diagnosed.  There  were 
only  22,  18  per  cent,  Stage  B patients  compared  with 
64,  51  per  cent,  Stage  C,  and  38,  31  per  cent,  Stage  I) 
pat  ients.  The  median  ages  at  diagnosis  for  Tumor 
Registry-  and  RPMI -referred  patients  are,  respec- 


The  summary  of  548  prostatic  cancer  patients  from 
24  member  institutions  of  the  Lakes  Area  Regional 
Tumor  Service  Registry,  Tumor  Registry,  was  ex- 
amined for  the  period  1970  through  1974  and,  where 
feasible,  compared  to  124  prostatic  cancer  patients 
concurrently  referred  to  RPMI  (Roswell  Park  Me- 
morial Institute)  during  this  same  period.  This  re- 
port emphasizes  the  varieties  of  treatments  offered 
prostatic  cancer  patients  both  at  regional  hospitals 
and  at  a categorical  center.  Despite  this,  apparent 
limited  survival  rates  at  present  are  similar.  Sur- 
vival rates  for  both  clinical  Stage  B and  D patients 
who  had  an  orchiectomy,  with  or  without  added 
hormonal  therapy,  were  improved  during  the  first 
three  years  of  treatment  following  diagnosis.  Al- 
though hormonal  palliation  in  advanced  clinical 
stages  has  been  common,  an  increased  utilization  of 
radiotherapy  is  noted.  Nonhormonal  chemotherapy 
is  more  frequently  used  to  a significant  degree  at  the 
categorical  center.  There  are  apparent  significant 
differences  in  the  age  of  the  patient  as  well  as  clinical 
stage  of  the  disease  depending  on  the  institution  at 
which  first  seen.  A significant  (p  < 0.01)  proportion 
of  the  Tumor  Registry  patients  were  diagnosed  as 
clinical  Stage  D at  an  age  below  the  general  median 
age  compared  to  the  other  stages.  This  may  reflect 
a general  limitation  with  current  diagnostic  tools  to 
detect  patients  in  the  advanced  stages  at  an  earlier 
time.  These  important  factors  must  be  considered 
in  evaluation  of  therapeutic  effectiveness. 


TABLE  V.  Age  and  clinical  stage  of  prostatic  carcinoma 
patients  at  entry  to  Roswell  Park  Memorial  Institute 
above  and  below  median  age:  1970  through  1974 


Age  in  / Stages , 

Years  at  B C D Total 

Admission  Number  Number  Number  Number 
to  RPMI  (Per  Cent)  (Per  Cent)  (Per  Cent)  (Per  Cent) 

<67  7 (06)  21  (17)  32  (26)  60  (49) 

>67  4 (03)  21  (17)  39  (31)  64  (51)* 

Totals  11  (09)  42  (34)  71  (57)  124  (100) 

* All  patients  at  or  above  median  age  entered  in  this  row. 

tively,  Stage  B,  seventy-two  and  sixty-four  years; 
Stage  C,  seventy-four  and  sixty-seven  years;  and  I 
Stage  D,  sixty-seven  and  sixty-six  years. 

In  the  interval  between  first  diagnosis  and  entry 
to  RPMI  27  per  cent  of  the  patients  apparently 
progressed  from  Stages  B and  C to  Stage  D.  Table 
V shows  that  when  clinical  stage  at  entry  to  RPMI  is 
compared  to  age  at  admission  to  RPMI,  the  distri- 
bution is  independent  of  age;  in  particular  an  almost 
equal  number,  32  versus  39,  of  clinical  Stage  D pa- 
tients were  above  and  below  the  median  age  of 
sixty-six  at  first  diagnosis.  Only  9 per  cent  of  the 
patients  referred  to  RPMI  were  in  clinical  Stage  B j 
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TABLE  VI.  Treatments  and  clinical  stage  of  prostatic 
carcinoma  reported  by  Lakes  Area  Regional  Tumor 
Service  Registry  from  1970  through  1974 

Treat- 
ment* ' Stages \ 

(Com-  BCD  Total 

bina-  Number  Number  Number  Number 

tions)  (Per  Cent) (Per  Cent)  (Per  Cent)  (Per  Cent) 


S only 

165 (34.3) 

9 (1.9) 

12  (2.5) 

186  (38.7) 

S H 

83  (17.3) 

16  (3.3) 

23  (4.8) 

122  (25.4) 

S E 

16  (3.4) 

3 (0.6) 

6(1.2) 

25  (5.2) 

SHE 

20  (4.2) 

5 (1.1) 

17  (3.5) 

42  (8.8) 

E only 

2 (0.4) 

1 (0.2) 

5 (1.1) 

8 (1.7) 

E H ' 

13  (2.7) 

2 (0.4) 

19  (4) 

34  (7.1) 

H only 

9 (1-9) 

4 (0.8) 

25  (5.2) 

38  (7.9) 

B only 

6 (1.2) 

1 (0.2) 

1 (0.2) 

8 (1.6) 

B E 

0 (0) 

1 (0.2) 

1 (0.2) 

2 (0.4) 

B H E 

1 (0.2) 

1 (0.2) 

1 (0.2) 

3 (0.6) 

S B H 

1 (0.2) 

1 (0.2) 

2 (0.4) 

4 (0.8) 

S B 

6 (1.2) 

1 (0.2) 

2 (0.4) 

9 (1.8) 

Totals322 (67) 

45  (9.3) 

114  (23.7) 

481  (100)t 

♦Key  to  treatments:  S = resection  (prostatectomy,  TUR);  E = 

orchiectomy;  H = hormonal  treatment  (nonsurgical):  and  B = ra- 
diation. 

fNot  reported:  Clinical  Stage  B = 45,  clinical  Stage  C = 10, 

clinical  Stage  D = 1 2. 


i 

I 


compared  with  67  per  cent  reported  by  the  partici- 
pating institutions  of  the  Tumor  Registry.  The 
clinical  Stage  C proportions  were  in  the  opposite 
direction,  with  34  per  cent  Stage  C patients  reported 
by  RPMI  and  only  10  per  cent  by  the  Tumor  Regis- 
try. There  were  also  proportionally  more  clinical 
Stage  D patients  entering  RPMI,  57  per  cent,  than 
in  Tumor  Registry,  23  per  cent. 

The  treatments  reported  by  the  Tumor  Registry 
comprise  the  management  at  first  diagnosis  and  all 
therapies  reported  that  were  applied  within  a mini- 
mal four-month  span.  Out  of  548  cases  there  were 
67  patients  who  received  no  therapy  or  received 
original  treatment  at  a hospital  outside  the  Tumor 
Registry  who  did  not  report.  Most  of  the  patients 
whose  treatment  was  not  reported  did  not  return  to 
the  participating  institution.  Thus,  Table  VI  dem- 
onstrates the  treatment  by  clinical  stage  for  481  pa- 
tients. 

Treatments  at  RPMI  reported  in  Table  VII  were 
administered  after  admission  to  RPMI  and  do  not 
include  treatments  which  may  have  been  given 
elsewhere.  Consequently,  the  modes  of  therapy 
differ  considerably.  The  comparison  is  intended  to 
show  the  type  of  treatment  given  at  this  institution 

Substantially  less  of  the  RPMI  patients  had  re- 
section, prostatectomy  or  TUR  (transurethral  re- 
section), compared  to  the  Tumor  Registry  patients. 
The  summary  across  all  combinations  of  treatments 
showed  that  90  per  cent  of  the  Tumor  Registry  pa- 
tients and  18  per  cent  of  RPMI  patients  in  clinical 
Stage  B had  a resection.  Similarly,  for  Stages  C and 
D.  it  was  78  per  cent  compared  with  36  per  cent  and 
54  per  cent  compared  with  18  per  cent. 

A summary  of  the  patients  receiving  orchiectomy 
shows  that  there  was  no  difference  between  RPMI 


TABLE  VII.  Treatments  and  clinical  stage  of  prostatic 
carcinoma  after  admission  to  Roswell  Park  Memorial 
Institute  exclusive  of  Lakes  Area  Regional  Tumor  Service 
Registry:  1970  through  1974 


Treat- 

/ 

Stages 

ment* 

B 

C 

D 

Total 

(Combi- 

Number 

Number 

Number 

Number 

nations) 

(Per  Cent)(Per  Cent)  (Per  Cent) 

(Per  Cent) 

S only 

1 (0.8) 

4 (3.2) 

1 (0.8) 

6 (4.8) 

S H 

0 (0) 

1 (0.8) 

0 (0) 

1 (0.8) 

S E 

0 (0) 

2(1.6) 

2(1-6) 

4 (3.2) 

SHE 

0 (0) 

2(1.6) 

2 (1.6) 

4 (3.2) 

E only 

1 (0.8) 

2(1-6) 

10  (8.1) 

13  (10.5) 

E H 

1 (0.8) 

3 (2.4) 

4 (3.2) 

8 (6.5) 

H only 

2 (1.6) 

3 (2.4) 

0 (0) 

5 (4) 

B only 

0 (0) 

1 (0.8) 

4 (3.2) 

5(4) 

B E 

0 (0) 

0 (0) 

4 (3.2) 

4 (3.2) 

S B H 

0 (0) 

1 (0.8) 

1 (0.8) 

2 (1.6) 

C only 

0 (0) 

2 (1.6) 

13  (10.5) 

15  (12.1) 

C S 

0 (0) 

2 (1.6) 

1 (0.8) 

3(2.4) 

C S H 

1 (0.8) 

2(1.6) 

0 (0) 

3(2.4) 

C H 

0 (0) 

0 (0) 

2 (1.6) 

2 (1.6) 

C H S E 

0 (0) 

0 (0) 

3 (2.4) 

3 (2.4) 

CHE 

0 (0) 

0 (0) 

2(1.6) 

2(1-6) 

C E 

0 (0) 

0 (0) 

4 (3.2) 

4 (3.2) 

C B 

0 (0) 

1 (0.8) 

4 (3.2) 

5 (4) 

CS  B 

0 (0) 

1 (0.8) 

0 (0) 

1 (0.8) 

CEB 

0 (0) 

0 (0) 

2 (1.6) 

2 (1.6) 

C E B H 

0 (0) 

2 (1.6) 

1 (0.8) 

3 (2.4) 

C E S B 

0 (0) 

0 (0) 

1 (0.8) 

1 (0.8) 

C E S B H 

0 (0) 

0 (0) 

2 (1-6) 

2(1.6) 

None 

5 (4) 

13  (10.5) 

8 (6.5) 

26 (21) 

Total 

11  (8.8) 

42  (33.9) 

71  (57.3) 

124 (100) 

♦Key  to  treatments:  S = resection  (prostatectomy,  TUR);  E = 

orchiectomy;  H = hormonal  treatment  (nonsurgical);  C = chem- 
otherapy; and  B = radiation. 


and  the  Tumor  Registry.  The  per  cent  of  patients 
orchiectomized  at  RPMI  compared  to  Tumor  Reg- 
istry patients  for  Stages  B,  C,  and  D were  18  per  cent 
versus  16  per  cent,  26  per  cent  versus  29  per  cent,  and 
52  per  cent  versus  43  per  cent,  respectively. 

Hormonal  or  nonsurgical  treatment  was  used 
considerably  less  by  RPMI  than  the  Tumor  Registry 
institutions  for  clinical  Stage  C and  Stage  D patients. 
The  per  cent  of  Stage  B patients  at  RPMI  receiving 
nonsurgical  hormonal  treatment  was  36  per  cent, 
compared  to  39  per  cent  for  Tumor  Registry  patients. 
However,  for  Stages  C and  D,  che  proportions  were 
33  and  24  per  cent  at  RPMI,  and  64  and  76  per  cent 
at  the  Tumor  Registry  institutions. 

Radiation  was  used  in  21  per  cent  of  the  Tumor 
Registry  cases  and  41  per  cent  of  the  RPMI  cases. 
About  63  per  cent  of  the  radiation  administered  at 
RPMI  was  given  to  Stage  D patients  compared  with 
28  per  cent  at  the  Tumor  Registry  institutions. 
Chemotherapy  was  rarely  employed  at  the  reporting 
institutions  but  was  included  in  the  regimen  of  37  per 
cent  of  the  RPMI  patients  Those  patients  treated 
with  chemotherapy  at  RPMI  generally  constitute  a 
different  group,  that  is,  Stage  D patients  who  have 
relapsed  following  all  other  forms  of  available  ther- 
apy. The  favorable  clinical  results  to  the  various 
agents  noted  in  this  group  will  be  reported  elsewhere. 


June  1976/New  York  State  Journal  of  Medicine  871 


FIGURE  1 . Survival  of  prostatic  carcinoma  patients  entered 
in  Lakes  Area  Regional  Tumor  Service  Registry  from  1970 
through  1974. 


FIGURE  2.  Survival  under  hormonal  therapy  of  prostatic 
carcinoma  patients  entered  in  Lakes  Area  Regional  Tumor 
Service  Registry  (Stage  B patients  only)  from  1970  through 
1974. 

The  survival  of  the  patients  registered  in  the 
Tumor  Registry  indicates  that  clinical  Stage  B pa- 
tients live  significantly  longer  than  patients  in  the 
advanced  stages  of  the  disease.  Figure  1 shows  that 
the  five-year  survival  rate  for  Stage  B patients  was 
60  per  cent  compared  with  23  per  cent  in  the  Stage 
D patients.  'There  is  no  discernible  difference  in  the 
survival  of  the  Stage  C and  Stage  D patients,  hut  it 
was  shown  in  a previous  study  at  RPMI  that  36  per 
cent  of  the  patients  originally  in  Stage  C were  found 
to  he  in  Stage  D within  an  average  of  3.2  years.3 


Orchiectomy  + Hormonal  Therapy 

(37  Patients) 

Orchiectomy,  No  Other  Hormonal 


FIGURE  3.  Survival  under  hormonal  therapy  of  prostatic 
carcinoma  patients  entered  in  Lakes  Area  Regional  Tumor 
Service  Registry  (Stage  D patients  only)  from  1970  through 
1974. 


Endocrine  therapy,  hormonal  or  orchiectomy,  was 
the  predominate  choice  in  the  treatment  of  patients 
at  both  the  regional  institutions  and  RPMI.  Figure 
2 shows  that  the  survival  of  clinical  Stage  B patients 
who  received  orchiectomy  or  the  combination  of  or- 
chiectomy plus  additional  hormonal  treatment  had 
a somewhat  better  probability  of  survival  during  the 
first  five  years  from  diagnosis.  Figure  3 indicates 
that  clinical  Stage  D patients  survived  significantly 
longer  (p  < 0.05)  for  the  first  three  years  after  diag- 
nosis. In  both  Stages  B and  D patients  there  was  no 
significant  difference  in  survival  beyond  four  and 
three  years,  respectively.  There  were  too  few  pa- 
tients reported  in  Stage  C to  make  an  adequate 
analysis. 

Although  there  was  variation  in  the  dosage  and  site 
of  radiation  given  to  the  Tumor  Registry  patients,  it 
can  be  inferred  from  Figure  4 that  the  radiation  given  J 
did  not  influence  survival  in  these  patients.  How- 
ever, since  only  26  patients  had  such  treatment,  these 
results  should  be  confirmed  by  a larger  study  before 
drawing  any  conclusions. 

Comment 

The  difference  in  age  between  clinical  Stage  D anc 
clinical  Stages  B and  C at  original  diagnosis  is  ap  j 
preciable  in  the  Tumor  Registry  patients  and  may  b< 
due  to  clinical  underdiagnosis  of  patients  who  arc 
asymptomatic.  This  problem  has  been  discusser 
previously  by  Bauer  and  Robbins.4  The  median  ag< 
of  seventy-two  years  for  Tumor  Registry  patients  i: 
much  more  than  the  median  age  of  sixty-six  at  firs 
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MONTHS 

FIGURE  4.  Survival  with  or  without  radiation  therapy  of 
prostatic  carcinoma  patients  entered  in  Lakes  Area  Regional 
Tumor  Service  Registry  from  1970  through  1974. 


diagnosis  or  the  median  age  of  sixty-seven  at  ad- 
mission reported  by  RPMI  for  patients  referred  to 
this  categorical  center.  This  difference  is  not  en- 
tirely explainable  from  the  data  available. 

RPMI  reports  proportionally  more  radiation 
therapy  than  the  Tumor  Registry  in  Stage  D patients 
and  less  hormonal  treatment.  Prostatic  resection 
occurs  much  more  often  in  patients  registered  with 
the  Tumor  Registry.  Chemotherapy  singly  and  in 
combination  with  other  modes  of  treatment  was  used 
in  37  per  cent  of  the  cases  at  RPMI  and  rarely  in  the 


Tumor  Registry  patients.  Such  differences  under- 
standably reflect  the  differences  between  ongoing 
clinical  investigation  and  appropriate  routine  man- 
agement. Individual  patient  complications  requiring 
change  in  therapy  at  the  categorical  center  are,  of 
course,  not  reflected  in  these  aggregate  statements. 

As  would  be  expect  ed  the  survival  of  clinical  Stage 
R patients  over  the  first  five  years  from  diagnosis  was 
considerably  longer  than  that  of  the  Stage  C and 
Stage  I)  patients. 

The  survival  rate  of  Stage  R patients  who  had  or- 
chiectomy, with  or  without  added  hormonal  therapy, 
was  somewhat  better  for  the  first  three  years  after 
diagnosis,  but  after  that  period  this  therapy  seemed 
to  have  little  effect  on  survival.  The  probability  of 
survival  for  Stage  D patients  with  orchiectomy,  with 
or  without  added  hormonal  therapy,  is  significantly 
higher  than  that  of  patients  without  orchiectomy  for 
the  first  three  years  of  treatment.  It  should  be  noted 
that  for  Stage  R and  D patients  there  is  no  difference 
after  three  years. 

For  the  few  patients  who  were  reported  by  the 
Tumor  Registry  to  have  radiation,  survival  does  not 
seem  to  be  extended.  However,  both  the  Tumor 
Registry  and  RPMI  reported  that  the  principal  use 
of  radiation  was  for  clinical  Stage  C and  D patients. 
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Cardiac  arrest  related  to  anesthesia: 
contributing  factors  in  infants 
and  children 


3 


A retrospective  study  of  pediatric  patients  from  7 in- 
stitutions in  whom  cardiac  arrest  was  associated  with  an- 
esthesia indicates  that  most  of  these  accidents  were  pre- 
ventable. Over  a twelve-year  period  (1960-72)  the  in- 
vestigators found  73  instances  where  anesthesia  was  con- 


sidered either  a direct  or  contributory  factor  in  cardiac 
arrest  in  infants  and  children.  About  66  per  cent  of  these 
children  were  successfully  resuscitated.  The  2 major 
categories  were  (a)  cardiovascular  factors  and  (b)  respira- 
tory factors  (failure  to  maintain  patent  airway  and  venti- 
latory problems).  Findings  indicate  where  future  research 
emphasis  should  be  placed  as  well  as  reevaluation  of 
present  teaching  methods.  Salem,  M.  R.,  et  ai:  J.A.M.A. 
233:  238  (July  21)  1975 
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In  two  separate  multicenter  studies 
for  chronic  or  frequently  recurrer 


In  Study  #1 


80  patients  were  treated 
with  Bactrim  for  10  days 

and  one  month  ' 

after  therapy  ceased 

76  patients  were  treated 
with  ampicillin  for  10  days 

and  one  month 
after  therapy  ceasec 

In  Study  #2 

60  patients  were  treated 
with  cephalexin  for  28  days 

and  one  month 
after  therapy  ceaset 

10  days  of  Bactrim  theraj  i 
10  days  of  ampicillin  therapi 


therapy  in  maintaini 
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Please  see  summary  of  product  information  on  last  page  of  this  advertisement. 


itients  received  antibacterial  therapy 
'inary  tract  infections 


Protocols 

—Identical  except  for  drug,  duration  of  therapy  and 
acceptable  pretreatment  pathogens. 

Equivalencies: 

Patients:  were  asymptomatic  with  chronic  significant 
bacteriuria  or  had  suffered  a recurrence  of  previously 
treated  symptomatic  disease. 

Significant  bacteriuria  = 100,000  or  more  of  same  organ- 
ism/ml urine  in  2 consecutive  cultures  within  7 days. 
Identical  patient  exclusions  for  reasons  of  safety  or 
efficacy. 

Identical  baseline  laboratory  studies  at  same  intervals. 
Identical  criteria  for  success  or  failure. 

Clear  culture  = 1000  or  fewer  organisms/ml  urine. 

Exceptions: 

Drug  regimen 

—Study  #1— two  Bactrim  tablets  b.i.d.  or  one  500-mg 
ampicillin  capsule  q.i.d.  for  10  days. 

Study  # 2— one  250-mg  cephalexin  pulvule  q.i.d.  for 
28  days. 

Pretreatment  organisms  had  to  be  susceptible  to  ampicillin 
or  cephalexin,  but  not  necessarily  to  Bactrim. 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials.  Bio- 
equivalency  studies  show  one  Bactrim  DS  double  strength  tablet 
is  equivalent  to  two  Bactrim  tablets. 
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In  treating  chronic  or 

frequently  recurrent  urinary  tract  infections 


the  significance  lies 
in  longer-lasting  results 


When  the  patient’s  problem  is  persistent . . . when  relapse 
or  reinfection  occurs  frequently  . . . obtaining  a clear 
culture*  during  or  immediately  after  therapy  is  only  the 
first  step.  You  need  therapy  that  provides  longer-lasting 
effects.  Bactrim  has  demonstrated  its  ability  to  produce 
such  results.  (See  study  results  on  preceding  pages.) 
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(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

tablets 


Adverse  reactions 

Side  effects  encountered  in  these  studies  were  relatively 
mild  ( e.g nausea/vomiting,  rash)  but  more  serious  side 
reactions  can  occur  with  these  drugs.  Before  prescribing, 
consult  manufacturer’s  product  information  for  complete 
listing  of  adverse  reactions. 

*ln  the  studies  discussed  here,  clear  cultures  were 
obtained  at  the  end  of  therapy  in 

90.4%  of  83  patients  on  Bactrim  for  10  days 
81.7%  of  82  patients  on  ampicillin  for  10  days 
86.6%  of  82  patients  on  cephalexin  for  28  days 
Clear  culture  = 1000  or  fewer  organisms/ml  urine. 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  vulgaris  and  Proteus 
morganii. 

NOTE:  The  increasing  frequency  of  resistant  organ  isms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  ( Federal 
Register,  37: 20527-20529,  1972)  may  be  used  to  estimate  bacterial 
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methoprim-sulfamethoxazole” indicatesan  infection  likelyto  respond 
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Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 
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ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
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oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
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tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
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NRT  ( nitroblue  tetrazolium  dye ) reduction  by 
granulocytes  was  evaluated  in  230  patients  and 
controls.  The  mean  per  cent  NRT  positive  cells  ±1 
standard  deviation  for  60  healthy  adults,  43.4  ± 1 1.3, 
was  not  significantly  different  from  the  value  found 
in  21  normal  children,  40.6  ± 12.8,  or  14  infants  less 
than  two  months  of  age,  50  ± 18.9.  All  4 children 
with  chronic  granulomatous  disease  had  absence  of 
NRT  positive  granulocytes.  In  the  49  children  with 
bacterial  infectious  disorders,  the  mean  per  cent  of 
NRT  positive  cells  was  increased  to  73.8  ± 14.9,  but 
15  per  cent  of  the  sick  children  had  values  in  the 
range  seen  in  normal  children.  Not  all  children  with 
viral  or  other  nonbacterial  illness  had  normal  num- 
bers of  NRT  positive  cells.  Of  28  patients  with 
aseptic  meningitis,  17  had  NRT  positive  cells  which 
were  consistent  with  the  values  seen  in  bacterial  in- 
fections. We  conclude  that  caution  must  be  exer- 
cised in  interpreting  studies  in  an  individual  patient 
with  a febrile  disorder  since  there  is  considerable 
overlap  in  the  percentages  as  well  as  the  absolute 
numbers  of  NRT  positive  cells  with  both  bacterial  and 
nonbacterial  illnesses. 


Nitroblue 
Tetrazolium 
Dye  Reduction 

Diagnostic  value  in  children  with 
febrile  illnesses* 

JAMES  L.  BUDNY,  M.D. 
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From  the  Children's  Hospital  of  Buffalo 


During  phagocytosis,  normal  human  granulocytes 
acquire  an  increased  ability  to  take  up  and  reduce  the 
dye  NBT  (nitroblue  tetrazolium)  to  insoluble  blue 
formazan.1  Defective  granulocyte  bactericidal  ac- 
tivity in  patients  with  CGD  (chronic  granulomatous 
disease)  correlates  well  with  the  inability  of  these 
granulocytes  to  manifest  NBT  reduction  in  vitro.1-2 
On  the  basis  of  this  observation,  the  NBT  dye  re- 
duction test  has  been  used  for  screening  patients  for 
CGD.1-3-4 

Several  methods  of  performing  the  NBT  test  are 
currently  in  use.4"7  It  is  not  surprising,  therefore, 

• that  among  the  clinical  studies  reported,  there  is 
. considerable  variation  in  the  percentage  of  granulo- 
- cytes  found  to  be  actively  reducing  NBT.  In  spite 
: of  these  differences,  all  of  the  screening  tests  utilizing 
r NBT  reduction  serve  the  function  of  differentiating 
j patients  with  CGD  from  normal  individuals. 

Park  et  al.e  reported  the  original  observation  that 
I a greater  percentage  of  neutrophils  derived  from 
■ patients  with  bacterial  infections  were  capable  of 
reducing  NBT  than  those  obtained  from  normal  in- 
dividuals.  This  observation  has  been  the  basis  for 
: numerous  studies  involving  the  use  of  the  NBT  test 
in  differentiating  bacterial  from  nonbacterial  febrile 
--disorders.8-10 

The  purpose  of  the  present  study  was  to  evaluate 
--•NBT  reduction  in  children  and  adults  with  febrile 
--disorders  and  healthy  controls  by  the  micromethod 
of  Gifford  and  Malawista.5-11  This  method  is  simpler 
than  the  Park  method  in  that  blood  is  directly  placed 
on  a microscope  slide,  and  the  adherent  phagocytes 
" are  exposed  to  a test  medium  consisting  of  NBT  dye 

* and  pooled  heterologous  NHS  (normal  human 

jri 

* This  investigation  was  supported  by  grants  from  the  U.S. 
Department  of  Health,  Education,  and  Welfare,  Maternal  and 
Child  Health  Service  (Project  417),  by  General  Research  Support 
Grant  RR  05493  from  the  General  Research  Support  Branch, 
Division  of  Research  Facilities  and  Resources,  and  by  the  U.S. 
Department  of  Health,  Education,  and  Welfare,  Public  Health 
Service,  NIH  1 POl  HD  06321-01. 


serum).  The  significance  of  the  results  of  this  study 
are  discussed. 

Materials  and  methods 

The  protocol  followed  in  this  study  involved 
evaluation  of  NBT  reduction  by  phagocytes  in  febrile 
patients  and  controls  within  twenty-four  hours  of 
hospitalization.  Determination  of  the  percentage 
of  NBT-positive,  formazan,  cells  was  made  prior  to 
obtaining  clinical  and  laboratory  data  relative  to  the 
diagnosis.  A thorough  chart  review  in  collaboration 
with  the  responsible  physicians  was  conducted  before 
assigning  a patient  to  a particular  category.  In  sev- 
eral cases,  serial  determinations  were  performed 
during  the  hospitalization. 

The  230  patients  and  controls  who  consented  to 
participate  in  this  study  are  categorized  in  Table  I. 
The  control  group  was  composed  of  healthy  indi- 
viduals who  either  volunteered  or  were  present  in  the 
newborn  nursery. 

The  infants  and  children  who  were  classified  as 
having  bacterial  infections  had  the  following  diag- 
noses: sepsis,  meningitis,  osteomyelitis,  peritonitis, 
toxic  epidermal  necrolysis,  cellulitis,  pertussis,  im- 
petigo, pneumonia,  gastroenteritis,  otitis  media, 
follicular  tonsillitis,  subacute  bacterial  endocarditis, 
cervical  adenitis,  pyelonephritis,  and  localized  ab- 
scesses. The  pathogens  recovered  from  these  chil- 
dren included  group  A,  B-hemolytic  streptococcus, 
Staphylococcus  aureus,  Pseudomonas  aeruginosa, 
Salmonella  species,  Bordetella  pertussis,  Hemophilus 
influenzae,  pneumococcus,  Neisseria  meningitidis, 
Klebsiella  species,  Streptococcus  viridans,  Bacter- 
oides  species,  enterococcus,  and  Proteus  species. 

Of  the  group  of  children  classified  as  having  viral 
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TABLE  I.  Percentage  and  absolute  number  of  formazan  cells  in  study  groups 


Mean  ± 1 

Absolute 

Standard 

White  Blood 

Number 

Category 

Number 

Deviation 

Range 

Count  X 103 

F.C.*  X 103 

Range  X 103 

Adult  controls 

60 

43.4  ± 11.3 

21 

to 

68 

Child  controls 

21 

40.6  ± 12.8 

23 

to 

65 

Controls  <2  months 
Viral  infections  other 

14 

56  ± 18.9 

35 

to 

98 

than  meningitis 

15 

41.3  ± 12.3 

19 

to 

62 

11  ± 3.8 

2.8  ± 1.4 

0.9  to  5.5 

Viral  meningitis 

28 

61.3  ± 17 

27 

to 

93 

12.3  ± 4.6 

4.9  ± 2.7 

1.3  to  12.6 

Bacterial  infections 
Bacterial  infections 

49 

73.8  ± 14.9 

26 

to 

95 

14.1  ± 6.6 

6.4  ± 4.6 

0.9  to  26.7 

< 2 months 
Treated  bacterial 

11 

67.9  ± 17.3 

38 

to 

85 

10.3  ± 3 

2.7  ± 1.4 

1.1  to  5.9 

infections 

6 

35.8  ± 8.4 

21 

to 

46 

10.1  ± 4.3 

2.2  ± 1.8 

1.2  to  5.3 

Fungal  infections 

5 

71.2  ± 15.6 

49 

to 

73 

Tuberculosis 

5 

68.4  ± 14.4 

25 

to 

89 

CGD 

Viral  infections  <2 

4 

0 ± 0 

0 

months 

Others 

3 

46.5  ± 12.4 

39 

to 

61 

12.8  ± 1.5 

2.9  ± 0.5 

2.4  to  3.5 

Juvenile 

rheumatoid 

arthritis 

1 

49 

Rheumatic  fever 

treated  with 
steroids 

2 

2,  6 

Chronic  pyelo- 

nephritis,  orga- 
nisms not  cultured 

' 2 

89,  74 

*F.C.  - formazan  cells. 


infections,  none  received  antibiotics,  and  none  had 
cultures  positive  for  bacterial  pathogens.  They  had 
the  characteristic  clinical  findings  and  course  of  viral 
diseases,  and  viral  cultures  were  not  obtained  in  most 
instances.  The  clinically  identified  viral  illnesses 
consisted  of  mumps,  rubeola,  encephalitis,  gas- 
troenteritis, and  viral  exanthem  with  hyperpyrexia. 

Twenty-eight  children  with  aseptic  meningitis 
were  also  studied,  17  from  which  no  viruses  were  re- 
covered and  11  with  positive  cerebrospinal  fluid 
cultures  for  echovirus,  type  9.  None  of  these  chil- 
dren had  positive  bacterial  cultures,  and  9 received 
brief,  two-  to  three-day,  courses  of  ampicillin  therapy 
pending  results  of  bacterial  cultures,  after  which 
antibiotics  were  discontinued. 

Additional  study  groups  included  5 children  with 
systemic  or  mucocutaneous  candidiasis,  5 children 
with  pulmonary  tuberculosis,  4 children  with  CGD, 
a patient  with  active  juvenile  rheumatoid  arthritis, 
and  1 patient  with  active  rheumatic  fever  receiving 
corticosteroids. 

Laboratory  methods.  NBT  solutions  were  pre- 
pared by  dissolving  0.028  Gm.  of  crystalline  NBT* 
in  10  ml.  of  phosphate-buffered  saline  warmed  to 
37°C.  The  solution  was  then  passed  through  an  ul- 
trafine  scintered-glass  filter  attached  to  a vacuum 
apparatus.  After  filtration,  the  solution  was  dis- 
pensed into  0.6-ml.  aliquots  and  frozen  until  used. 
All  procedures  were  performed  away  from  direct 
light.  Pooled  NHS  was  obtained  from  healthy  vol- 
unteers who  were  taking  no  medications.  It  was  kept 
frozen  in  0.5-ml.  aliquots  until  needed. 


Safranin-0  stain  was  prepared  by  dissolving  1 Gm. 
of  safranin-0+  in  100  ml.  of  distilled  water  and  40  ml. 
of  glycerin. 

Gifford-Malawista  method.  All  blood  samples 
were  obtained  by  finger  stick.  The  first  drop  was 
wiped  away,  and  the  next  two  drops  were  placed 
about  2 cm.  apart  from  each  other  on  a microscope 
slide  previously  washed  with  ethanol. 

These  slides  were  then  incubated  for  twenty-five 
minutes  at  37°C.  in  a moist  chamber  to  allow  the 
phagocytes,  most  of  which  were  neutrophils,  to  ad- 
here to  the  glass  surface.  The  clots  above  the  ad- 
herent phagocytes  were  then  gently  washed  off  the 
slides  with  normal  saline  delivered  through  Pasteur 
pipettes.  Excess  saline  was  tapped  off,  and  the  slides 
were  air  dried  for  five  to  ten  seconds. 

To  the  slides  was  added  the  test  medium  which 
consisted  of  a mixture  of  0.5  ml.  NHS,  0.6  ml.  of  the 
0.28  per  cent  NBT  solution,  and  0.3  ml.  of  normal 
saline.  The  final  concentration  of  NBT  in  the  me- 
dium was  0.12  per  cent.  This  NBT-NHS  test  me- 
dium was  flooded  onto  the  slides,  and  the  slides  plus 
medium  were  again  incubated  at  37°C.  for  twenty 
minutes.  This  time  period  has  been  shown  to  allow 
for  maximum  reproducibility.11 

Following  this  incubation,  the  test  medium  was 
tapped  off  the  slides  which  were  then  dipped  into  two 
successive  washes  of  normal  saline.  After  air  drying 
for  five  to  ten  seconds,  the  slides  were  immersed  in 
absolute  methanol  for  sixty  seconds  for  fixation. 
The  slides  were  then  dipped  in  distilled  water,  air 
dried,  and  counterstained  with  safranin-0  for  fifteen 
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I minutes.  The  slides  were  washed  with  tap  water  and 
dried.  The  NBT-positive  cells  from  each  of  t he  two 
drops  of  blood  were  counted,  and  the  results  were 
; expressed  as  the  per  cent  of  the  total  adherent 
phagocytes.  Only  slides  which  contained  at  least  250 
adherent  phagocytes  were  evaluated.  Most  slides 
I contained  between  500  and  1,000  cells. 

NBT-positive  or  formazan  cells  as  described  by 
j Gifford  and  Malawista11  are  easily  recognizable  by 
I their  large  size,  which  is  two  to  three  times  that  of  a 
normal  granulocyte,  their  diffusely  blue  cytoplasm 
i which  was  usually  more  dense  peripherally,  and,  in 
I the  fully  developed  state,  their  loss  of  reticular  nu- 
J clear  pattern  and  coalescence  of  nuclear  material, 
i Occasional  cells  contained  precipitated  formazan  at 
the  tip  of  a pseudopod  or  as  discrete  collections  in  the 
: cytoplasm.  Rare  eosinophils  and  monocytes  also 
• contained  formazan,  although  monocytes  showed 
i only  scattered,  discrete  particles  without  a definite 
blue  cytoplasm.  All  cells  containing  precipitated 
NBT  were  considered  formazan  cells.  Since  most  of 
the  adherent  cells  were  neutrophils,  the  results  are 
representative  of  the  per  cent  of  neutrophils  reducing 
I NBT.  The  percentage  of  positive  phagocytes  has 
been  shown  by  Humbert  et  al.9  to  be  slightly  higher 
jthan,  but  parallel  to,  the  percentage  of  positive 
neutrophils. 

The  results  are  expressed  both  as  the  per  cent 
■formazan  cells  plus  or  minus  the  standard  deviation 
or  as  the  absolute  number  of  formazan  cells  plus  the 

[standard  deviation.  For  the  latter  calculation,  the 
following  formula  was  used: 

absolute  number  = per  cent  formazan  cells  X 

total  white  count  X per  cent  phagocytes 

Results 

The  results  of  NBT  tests  performed  on  230 
Isubjects  are  given  in  Table  I. 

Controls.  In  60  healthy  adults  ages  twenty-one 
to  forty,  the  percentage  of  formazan  cells  was  43.4 
plus  or  minus  11.3  per  cent.  Only  one  value  was 
higher  than  2 standard  deviation  above  the  mean 
(Fig.  1). 

The  pediatric  control  group,  consisting  of  21  chil- 
dren between  the  ages  of  three  months  and  sixteen 
years,  had  a value  of  40.6  plus  or  minus  12.8  per  cent. 
There  is  no  statistical  difference  between  this  group 
and  the  adult  control  group  (p  >0.4).  Fourteen 
neonates  and  children  less  than  two  months  of  age 
were  evaluated  with  the  mean  being  50  plus  or  minus 
18.9  per  cent  and  a range  between  35  and  98  per  cent 
vith  results  scattered  between  those  percentages. 

Acute  bacterial  infections.  In  the  49  patients 
•vith  bacterial  infections,  the  mean  percentage  was 
73.8  plus  or  minus  14.9  per  cent.  This  result  was 
ngnificantly  greater  (p  <0.001)  than  the  adult  and 
:hild  control  groups  as  well  as  the  groups  with  viral 
meningitis  and  viral  infections  other  than  viral 
meningitis  (p  <0.001).  Six  values  were  lower  than 
1 standard  deviation  from  the  mean:  2 children  with 
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FIGURE  1.  Per  cent  of  formazan  cells  in  control  subjects 


and  in  children  with  various  febrile  illnesses. 


staphylococcal  abscesses  requiring  surgical  drainage, 
26  and  40  per  cent,  respectively,  a patient  with  S. 
viridans  bacterial  endocarditis,  48  per  cent,  a patient 
with  toxic  epidermal  necrolysis  due  to  S.  aureus,  a 
patient  with  Proteus  species  pyelonephritis,  50  per 
cent,  and  a patient  with  staphylococcal  cellulitis,  57 
per  cent.  The  highest  values  (>  95  per  cent)  were 
recorded  in  patients  with  Bacteroides  sepsis,  pneu- 
mococcal pneumonia,  staphylococcal  pyoderma,  and 
a case  of  recurrent  staphylococcal  otitis  media. 

Eleven  infants  with  bacterial  infections  less  than 
two  months  of  age  had  a mean  percentage  of  69.7  plus 
or  minus  17.3  per  cent  formazan  cells.  These  results 
could  not  be  differentiated  from  those  observed  in 
the  control  group  of  the  same  age. 

Six  patients  with  bacterial  infections  were  re- 
evaluated after  six  to  eight  days  of  effective  treat- 
ment as  to  whether  they  were  clinically  well,  afebrile, 
or  presented  negative  bacterial  cultures,  with  a mean 
of  35.8  plus  or  minus  8.4  per  cent  formazan  cells, 
which  was  not  significantly  different  from  control 
values  but  was  significantly  lower  than  acute  bacte- 
rial infections. 

Viral  infections.  Fifteen  patients  with  viral  in- 
fections other  than  viral  meningitis  had  a mean  of 
41.3  plus  or  minus  12.3  per  cent  formazan  cells  which 
did  not  differ  significantly  from  the  control  groups 
(p  >0.4)  but  was  significantly  less  than  the  group  of 
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patients  with  bacterial  infections. 

The  28  patients  with  viral  or  “aseptic”  meningitis 
had  a greater  percentage  of  formazan  cells,  61.3  plus 
or  minus  17,  than  was  documented  for  control  and 
viral  infection  groups  but  lower  than  that  of  the 
bacterial  infection  group  (p  <0.001).  There  was 
extensive  overlap  of  ranges,  however,  when  either  the 
percentages  of  formazan  cells  or  the  absolute  number 
of  formazan  cells  were  considered.  In  the  groups 
where  infectious  diseases  were  involved,  absolute 
numbers  of  formazan  cells  were  also  calculated. 
These  results  are  represented  in  Figure  2.  The  group 
of  bacterial  infections  differed  (p  <0.05)  from  the 
viral  meningitis  group,  but  overlap  of  ranges  here  was 
also  extensive  (Table  II).  Five  cases  of  culture- 
proved  viral  meningitis,  shown  in  Figure  1,  are  not 
significantly  different  from  patients  with  bacterial 
infections. 

Chronic  granulomatous  disease.  Four  patients 
with  CGD  were  seen  at  this  institution  during  the 
study  period.  All  had  bacterial  infections  but  none 
had  any  formazan  cells  on  repeated  testing.  These 
children  were  also  evaluated  by  the  colorimetric 
method  of  Johnston  with  identical  results. 

Other  study  groups.  Five  patients  with  active 
tuberculosis  had  a mean  of  68  plus  or  minus  14.8  per 
cent  formazan  cells,  and  5 patients  with  candidiasis 
had  a mean  of  71.2  plus  or  minus  15.6  per  cent. 
Other  patients  evaluated  included  a patient  with 
juvenile  rheumatoid  arthritis  who  was  febrile,  49  per 
cent;  a patient  with  active  rheumatic  fever  receiving 
steroids,  2 and  6 per  cent  on  two  occasions;  and  2 fe- 
brile patients  with  chronic  pyelonephritis  but  with 
sterile  urine,  89  and  74  per  cent. 

Comment 

Park,  Fikrig,  and  Smithnick6  indicated  that  the 
NBT  test  had  potential  value  in  differentiating  pa- 
tients with  bacterial  infections  from  normal  indi- 
viduals and  those  with  febrile  disorders  of  other 
cause.  Viral  infections  and  inflammatory  responses 
associated  with  fever  and  leukocytosis  have  generally 
been  found  to  be  associated  with  normal  NBT  re- 
duction.8-10 Because  these  correlations  were  ob- 
served in  the  initial  clinical  studies,  the  NBT  test  has 
been  used  in  3 clinical  circumstances12-14:  (1) 

screening  for  CGD;  (2)  to  support  evidence  of  sys- 
temic bacterial  infections  where  other  possibilities 
exist,  such  as  of  viral  or  noninfectious  diseases;  and 
(3)  to  monitor  and  detect  infection  in  susceptible 
patients  such  as  immunologically  compromised  in- 
dividuals, patients  with  cystic  fibrosis,  patients  with 
uremia,  and  so  forth. 

As  experience  with  the  clinical  use  of  the  NBT  test 
has  increased,  a number  of  nonbacterial  states  are 
now  known  to  elicit  increased  granulocyte  reduction 
of  NBT  in  degree  not  strikingly  different  from  the 
results  observed  in  patients  with  bacterial  infections. 
These  include  up  to  20  per  cent  of  patients  with 
aseptic  meningitis,  especially  due  to  echovirus,9 
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FIGURE  2.  Absolute  numbers  of  formazan  cells  X 1 03  in 
patients  with  bacterial  infections,  viral  meningitis,  and  other 
viral  illnesses. 


hemophilia,  osteogenesis  imperfecta,9  newborn  in- 
fants up  to  two  months  of  age,15-17  individuals  re- 
cently receiving  typhoid  vaccines,  the  Chediak- 
Higashi  syndrome,18  and  in  occasional  upper  respi- 
ratory infections. 

In  addition  to  patients  with  CGD  who  are  consis- 
tently NBT  negative,  a low  percentage  of  formazan 
cells  has  been  reported  in  patients  with  bacterial 
infections  receiving  corticosteroids,19,20  patients  with 
chronic  myelocytic  leukemia  in  remission  and  nol 
receiving  chemotherapy,21  in  patients  with 
kwashiorkor  and  marasmus22  with  immune  defi- 
ciency states,10  and  with  subacute  bacterial  endo 
carditis.21 

Our  experience  confirms  the  findings  relative  tc 
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TABLE  II.  Comparison  of  five  children  with  viral 
meningitis  to  those  with  bacterial  infections 


Patient 

Number 

Per  Cent 
Formazan 
Cells 

White 
Blood 
Count 
x 103 

Pha- 

go- 

cytes 

Absolute 
Number 
of  Forma- 
zan Cells 

X 10J 

60 

71 

15.5 

87 

9.7 

138 

60 

12.1 

84 

6.1 

140 

67 

21.4 

87 

12.5 

144 

92 

10.6 

70 

6.7 

150 

Group  of 
patients  with 

77 

10.1 

90 

7 

bacterial 
infections 
(n  = 49) 

73.8  ± 14.9 

14.4 

62 

6.4  ± 4.6 

increased  percentages  of  formazan  cells  in  patients 
with  aseptic  meningitis  and  in  newborns  and  also 
agrees  with  the  observation  that  lower  percentages 
of  formazan  cells  are  found  in  subjects  with  bacterial 
endocarditis  and  those  receiving  steroid  therapy. 

Of  the  28  patients  with  aseptic  meningitis  in  this 
study,  17  had  NBT  results  which  were  consistent 
with  those  seen  in  individuals  with  bacterial  infec- 
tions. Seven  of  1 1 children  with  documented  echo- 
L virus  meningitis  were  among  the  17  patients  with 
I increased  formazan  cell  counts.  The  peripheral 
i white  counts  in  5 of  these  7 patients  showed  leuko- 
| cytosis  between  10,100  and  22,800,  with  a marked 
preponderance  of  neutrophils  and  band  forms.  The 
absolute  number  as  well  as  the  percentage  of  for- 
i mazan  cells  in  these  individuals  were  high.  Feigin 
et  al.8  have  developed  a nomogram  which  evaluates 
i both  the  per  cent  and  absolute  number  of  NBT- 
positive  cells  for  the  purpose  of  discriminating  be- 
I tween  bacterial  and  nonbacterial  febrile  illnesses. 
• Neither  the  use  of  per  cent  nor  absolute  number  of 
: NBT-positive  cells  would  have  differentiated  these 
virally  infected  patients  from  the  group  with  disease 
of  bacterial  cause  (Figs.  1 and  2). 

Caution  must  be  exercised  in  interpreting  results 
in  an  individual  patient  with  a febrile  disorder  since 
there  is  considerable  overlap  in  the  percentages  and 
absolute  numbers  of  NBT-positive  cells  with  both 
bacterial  and  nonbacterial  illnesses.  Humbert  et  al.9 
have  shown  that  17  per  cent  of  subjects  with  proved 
bacterial  infections  have  NBT  results  which  are  in 
the  normal  range.  In  this  study,  13  per  cent,  or  6 of 
49  patients  with  bacterial  infections  had  normal 
values.  Patients  with  bacterial  infections  and  a 
relatively  low  white  count  have  a low  absolute  num- 
ber of  formazan  cells,  and  patients  with  viral  infec- 
tions, especially  meningitis,  with  leukocytosis  have 
a high  absolute  number  of  formazan  cells.  At 
present,  there  is  only  one  entity  in  which  the  NBT 
test  has  been  consistently  reliable:  the  screening  for 
CGD.  We  recommend,  therefore,  that  in  febrile 
disorders,  the  NBT  test  is  useful  only  as  an  adjunct 
to  more  definitive  microbiologic  methods. 

This  is  the  first  large  clinical  series  employing  the 
Gifford-Malawista  method.  The  only  other  study 


employing  this  method  was  a small  series  of  patients 
with  malnutrition.22  The  advantages  of  this  method 
are  its  simplicity,  rapidity,  and  the  need  for  only  a 
finger  stick  for  sample  collection.  Also,  since  most 
of  the  time  required  for  the  test  involves  incubation 
periods,  laboratory  personnel  are  freed  for  other 
duties.  The  results  obtained  are  comparable  to  those 
in  other  studies  using  other  methods,  and  the  degree 
of  overlap  between  categories  is  almost  identical 
when  results  are  expressed  as  the  mean  plus  or  minus 
standard  deviations. 

Children’s  Hospital  of  Buffalo 
219  Bryant  Street 
Buffalo,  New  York  14222 
(DR.  MacGILLIVRAY) 
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Do  you  need  a will?* 

For  an  endless  variety  of  reasons,  most  Americans  never 
take  the  time  to  prepare  and  keep  current  a will.  One  re- 
cent survey  of  individuals  earning  more  than  $25,000  a year 
revealed  that  only  one  out  of  ten  had  an  up  to  date  will. 
The  fact  that  so  few  top  wage  earners  have  a will  indicates 
a commonly  held  fallacy — that  one  is  unnecessary  except 
in  the  case  of  extreme  wealth.  Many  think  simply  using 
joint  ownership  of  property  eliminates  the  need  for  further 
provision.  Unfortunately,  that  is  not  the  case. 

Why  a Will  is  Necessary 

If  you  die  without  a properly  prepared  will,  intestate, 
your  assets  will  be  distributed  according  to  the  intestacy 
laws  of  your  state.  In  essence,  you  have  surrendered  the 
right  to  dispose  of  property  which  has  taken  a lifetime  to 
accumulate.  To  die  intestate  also  causes  needless  delay 
and  inconvenience  for  your  survivors.  Settlement  of  the 
estate  will  be  much  more  complicated,  not  to  mention  more 
costly.  Additionally,  if  minor  children  are  involved,  it  may 
be  necessary  for  the  court  to  appoint  a guardian  who  will 
be  under  constant  scrutiny.  Through  needless  negligence, 
the  deceased  may  not  have  the  final  say  in  who  will  be  the 
guardian  of  his  minor  children.  Finally,  the  detailed 
process  of  making  a will  forces  you  to  sit  down  and  carefully 
examine  your  total  financial  picture.  This  review  process 
is  extremely  important  and  should  be  done  periodically 
even  after  the  legal  document  has  been  written. 

Once  it  is  decided  that  a will  is  essential,  attention  nat- 
urally turns  to  the  formation  process.  While  it  is  possible 
to  make  your  own  will  without  professional  assistance,  this 
can  be  very  hazardous.  If  a will  is  not  properly  drawn  up 
and  witnessed,  it  may  be  worthless  in  a court  of  law. 
Therefore,  under  most  circumstances,  it  is  better  to  hire 
a lawyer.  A simple  will  is  relatively  inexpensive  and 
making  sure  that  it  is  properly  written  is  well  worth  the 
price. 

What  Goes  Into  a Will? 

There  are  several  basic  pieces  of  information  that  go  into 
a will.  First  it  must  be  decided  how  your  assets  will  be 
divided.  In  the  absence  of  a will,  assets  are  distributed 
according  to  state  “succession”  laws.  Other  pertinent  data 
include  when  the  assets  should  be  transferred  to  the  heirs, 
how  the  property  should  be  safeguarded  and  who  will 
administer  the  distribution.  Choosing  an  administrator 
is  extremely  important  and  should  be  given  careful 
thought.  Many  people  choose  a trusted  friend  or  family 
member,  but  others  prefer  professional  administration 
through  a bank  trust  department. 

Avoiding  Probate  Court 

When  death  occurs,  the  will  is  filed  in  probate  court. 
Certain  types  of  property  need  not  go  through  this  labo- 

*  Reprinted  with  permission  of  Dow  Theory  Forecasts,  Inc., 
7412  Calumet  Avenue,  Hammond,  Indiana  46325,  Vol.  40,  No.  1, 
P-  71. 


rious  procedure,  however.  Life  insurance  proceeds  and 
jointly-held  assets  are  the  most  obvious  examples.  Many 
people  mistakenly  think  that  joint  ownership  excludes  the 
assets  from  estate  taxes.  That  is  not  true.  Probate  pro- 
ceedings, which  determine  how  the  property  is  dispersed, 
and  estate  taxes  are  entirely  separate.  There  are  five  basic 
forms  of  property  ownership  and  it  is  important  to  know 
the  differences. 

1)  Sole  tenancy.  This  is  simply  property  held  in  one 
name  only.  Without  a will,  distribution  is  deter- 
mined by  the  courts. 

2)  Tenancy  in  common.  In  this  form  of  ownership,  two 
or  more  individuals  own  a specified  portion  of  the 
property.  When  any  of  the  owners  dies,  his  partic- 
ular share  is  separated  from  the  total.  It  then  goes 
through  probate.  In  most  cases,  this  is  not  the  best 
method  of  multiple  ownership. 

3)  Joint  tenancy.  This  is  the  most  common  form  of 
multiple  ownership.  Each  of  the  tenants  owns  all  of 
the  property  as  opposed  to  a specific  portion  in  the 
case  of  tenants  in  common.  When  death  occurs,  the 
property  automatically  reverts  to  the  survivors. 

4)  Tenancy  by  the  entirety.  This  form  of  ownership  is 
very  similar  to  joint  tenancy,  except  it  is  available 
exclusively  to  married  couples.  Additionally,  neither 
party  can  sell  their  interest  in  the  property  without 
the  consent  of  the  other. 

5)  Trusts  and  beneficial  accounts.  There  are  virtually 
unlimited  possibilities  through  the  creation  of  trusts. 
In  many  instances,  significant  tax  savings  are  possi- 
ble. 

Relying  on  joint  ownership  can  be  acceptable,  providing 
both  spouses  are  living,  when  the  total  value  of  the  estate 
is  less  than  $120,000  since  the  first  $60,000  is  exempt  from 
Federal  estate  taxes.  Beyond  the  $60,000  exclusion,  there 
is  a “marital  deduction”  which  allows  the  surviving  spouse 
to  exempt  half  of  the  estate.  For  example,  if  the  total  value 
of  your  estate  is  $150,000,  $75,000  would  be  exempt  under 
the  marital  deduction.  Then  an  additional  $60,000  could 
be  subtracted,  leaving  only  $15,000  subject  to  estate  taxes. 

Once  a will  has  been  written,  it  is  essential  to  keep  it 
current.  There  are  several  circumstances  which  may  make 
it  imperative  to  alter  the  provisions.  Among  the  more) 
obvious  are  changes  in  financial  circumstances,  changes: 
in  the  needs  of  your  beneficiaries,  birth  of  another  child, | 
disposal  of  property  specifically  mentioned  in  the  will 
divorce  or  remarriage,  death  of  a beneficiary  or  moving  to 
a new  state.  Any  of  these  developments  could  render  a wil  j 
out  of  date. 

Despite  the  brevity  of  the  above  discussion,  we  hope  ill 
has  convinced  you  of  the  importance  of  making  a will.  Ir| 
the  final  analysis,  it  is  the  one  way  that  you  can  retain  a sa? 
in  the  disposition  of  your  property  after  death.  Otherwisel 
state  laws  will  impassionatelv  determine  how  your  bene 
ficiaries  will  share  in  the  estate.  Furthermore,  by  faili nd 
to  have  a will,  the  costs  of  administering  the  estate  will  verj 
likely  be  higher,  thus  needlessly  penalizing  your  heirs. 
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insurance 


Tofranil-PM' 

Geigy 

imipramine  pamoate 

In  depression 

Daily  Dosage  Chart 


1 h.s. 


A major  reason  for  drug 
defaulting  is  multiple  daily 
dosage  schedules. 

Ayd  reports  that  70  percent 
of  patients  default  on  a q.i.d. 
regimen;  60  percent  on  t.i.d.; 
30  percent  on  b.i.d.,  and  only 
7 percent  on  a single  daily 
dose. 

A single  daily  capsule  that 
provides  a full  day’s  medica- 
tion would  logically  assure 
better  therapeutic  results. 

Because  one  capsule  lasts 
from  bedtime  to  bedtime, 
Tofranil-PM“  may  markedly 
reduce  the  probability  of 
missed  doses. 

After  therapy  is  initiated  with 
the  75-mg.  capsule,  the  150- 
mg.  capsule  is  the  dose  level 
at  which  optimum  response 
is  usually  obtained. 

Please  review  the  prescrib- 
ing information  summarized 
on  the  back  of  this  page. 

*Ayd,  F.J.,  Jr.  (Ed.):  Int.  Drug 
Ther.  Newslett.  7(9/1 0):35-50 
(Nov./Dec.)  1972. 


Tofranil-PM1® 

imipramine  pamoate 


One  capsule 
lasts  from  bedtime 
to  bedtime. 
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For  Maintenance  Therapy 
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‘Each  capsule  contains  imipramine  pamoate 
equivalent  to  150,  125,  100  or  75  mg.  imipramine 
hydrochloride. 

Tofranll-PM®* 

brand  of  imipramine  pamoate 

Indications:  For  the  relief  of  symptoms  of  depression. 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states. 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescnbed  The  drug  is  contraindicated 
dunng  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug  The  possibility  of 
cross-sensitivity  to  other  dibenzazepme  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia, 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug  s anticholinergic  properties; 

— hyperlhyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs. 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly 
Usage  in  Children:  Toframl-PM  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg  , 100  mg.,  125  mg 
and  150  mg ) Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg.,  100  mg  , 125  mg  or  150 
mg  imipramine  hydrochloride. 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 


of  suicide  in  seriously  depressed  patients  is  inherent  in 
the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug  If  needed,  Tofranil-PM. 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g , paralytic  ileus)  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomime- 
tic amine  (e  g , adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls. 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation,  insomnia  and  nightmares, 
hypomania.  exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms,  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and.  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis,  constipation,  paralytic  ileus,  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract 
Allergic  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


sitization (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue),  drug  fever,  cross- 
sensitivity with  desipramine 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis, eosinophilia;  purpura,  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominj 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female,  increased  or  de- 
creased libido,  impotence,  testicular  swelling;  elevation  o 
depression  of  blood  sugar  levels 
Other  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss,  perspiration,  Hushing;  uri- 
nary frequency,  drowsiness,  dizziness,  weakness  and 
fatigue,  headache,  parotid  swelling,  alopecia 
Withdrawal  Symptoms  Though  not  indicative  of  addictioi 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  7! 
mg. /day  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response 
necessary,  dosage  may  be  increased  to  200  mg  /day 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg  /day  and  may  be  increased  to  20 
mg  /day  Dosage  should  be  increased  to  250-300  mg  Id 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  rt 
quired  for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission  The  usual  adult  maintenance 
dosage  is  75-150  mg  /day  on  a once-a-day  basis,  prefei 
ably  at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofrani 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg  or  higher  It  r | 
generally  unnecessary  to  exceed  100  mg. /day  in  these 
patients  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses 
How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100,  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75. 
100,  125  or  150  mg  of  imipramine  hydrochloride.) 
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For  complete  details,  Including  dosage  and  admlnl: 
tration,  please  refer  to  the  full  prescribing  Informa- 
tion. 
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A new  disposable,  self-contained,  and  preevacuated 
suction  apparatus  is  described,  and  data  from  150 
gynecologic  procedures  are  reported,  including  use 
in  hospital  and  office  uterine  curettage,  menstrual 
regulation,  voluntary  termination  of  early  pregnancy, 
and  completion  of  spontaneous  incomplete  abortion. 
The  instrument  was  safe  and  effective  for  all  proce- 
dures. Adequacy  of  tissue  removal  was  comparable 
to  that  obtained  by  both  sharp  curettage  and  vacuum 
pump  suction.  Patient  tolerance  and  acceptance 
were  excellent.  This  single  system  of  interchange- 
able collection  units  and  cannula/curettes  performs 
a wide  spectrum  of  gynecologic  suction  procedures 
and  is  suitable  for  use  in  outpatient  and  office  prac- 
tice. 


Evaluation  of  a 
Preevacuated 
Endometrial 
Suction  Apparatus 

In  general  obstetric-gynecologic 
practice 

MELVIN  J.  PADAWER,  M.D. 

White  Plains,  New  York 

JAMES  H.  WEIR,  M.D. 

Haworth,  New  Jersey 

The  use  of  suction  techniques  in  gynecologic  and 
especially  obstetric  procedures  is  hardly  new.  In 
modern  times,  early  impetus  for  the  use  of  simplified 
office  procedures  employing  suction  alone1  or  later 
suction  combined  with  curettage2  dates  to  the  early 
1930s.  In  the  past  three  decades,  impressive  series 
have  been  reported  in  which  endometrial  aspiration 
techniques  were  shown  to  be  effective,  safe,  and 
simple  enough  to  warrant  office  and  outpatient  use 
for  various  procedures,  including  endometrial  biop- 
sy,3,4 diagnostic  and  therapeutic  curettage,5,6  vol- 
untary termination  of  pregnancy,"  completion  of 
incomplete  abortion,8,9  and  menstrual  regulation.10 

Several  factors  have  accentuated  the  search  for 
simple  yet  effective  suction  curettage  procedures, 
including  (1)  the  legalization  of  therapeutic  abortion, 
now  most  commonly  employing  suction  techniques; 
(2)  increasing  attention  to  more  liberal  use  of  endo- 
metrial biopsy  and  curettage  in  the  early  detection 
of  endometrial  carcinoma  and  its  precursors  and  in 
infertility  evaluations;  (3)  the  advent  in  many  areas 
of  demand  for  techniques  for  endometrial  aspiration 
in  women  overdue  for  their  menses  and  not  desiring 
pregnancy,  known  as  “menstrual  regulation”  and 
other  synonyms;  and  (4)  the  spiraling  costs  of  hos- 
pitalization and  often  concomitant  limitations  in  bed 
space,  both  of  which  call  for  reassessment  of  just  what 
procedures  require  inpatient  management. 

We  recently  have  had  the  opportunity  to  evaluate 
a new  apparatus*  designed  for  rapid  endometrial 
aspiration. 

* Vakutage,  Warner-Chilcott,  Morris  Plains,  New  Jersey. 


Instrument 

This  instrument  system,  as  seen  in  Figure  1,  is  a 
totally  disposable,  completely  self-contained,  and 
preevacuated  suction  apparatus.  Two  collection 
bottle  sizes  are  available:  a smaller  1 10-cc.  volume 
unit  and  a larger  355-cc.  unit.  Design  features  are 
similar  except  for  bottle  size  and  nature  of  the  tissue 
trap. 

The  clear  semiflexible  cannula/curette,  distally 
angled  and  calibrated,  is  available  in  sizes  from  4 to 
10  mm.  When  the  slide  valve  is  opened  after  intra- 
uterine insertion,  an  instant  constant  high  vacuum 


FIGURE  1.  Suction  system.  From  left  to  right:  355-cc. 
collection  unit,  1 10-cc.  collection  unit,  and  10-,  8-,  6-,  and 
4-mm.  cannula/curettes. 
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TABLE  1. 

Demographic  information  and  procedural 

details,  by  indication 

Pregnancy 

Menstrual 

r Uterine  Curettage n 

Incomplete  Diagnosis/ 

Data 

Termination 

Regulation 

Abortion 

Therapy 

Number  of  women 

108 

10 

16 

16 

Age  range  (average)  in  years 

16  to  44  (26.6) 

19  to  32  (26.6) 

18  to  35  (26.6) 

21  to  51  (33.5) 

Duration  of  pregnancy  (weeks) 

Range 

4 to  10 

4 to  12 

Average 

7.1 

6.5 

Number  days  menses  overdue 

Range  (average) 

0 to  14  (8.6) 

Number  procedures  in; 

Hospital  operating  room 

1 

0 

2 

5 

Office 

107 

10 

14 

11 

Anesthesia: 

None 

0 

0 

5 

1 

Analgesia  only 

1 

0 

1 

1 

Paracervical  block 

102 

10 

9 

9 

General 

5 

0 

1 

5 

Collection  bottle  size: 

110  cc. 

17 

8 

3 

15 

355  cc. 

91 

2 

13 

1 

Cannula/curette  size: 

4 mm. 

0 

0 

0 

2 

6 mm. 

11 

6 

1 

10 

8 mm. 

96 

4 

13 

4 

6 and  8 mm. 

1 

0 

2 

0 

is  produced  and  maintained  throughout  the  proce- 
dure. With  the  pressure-volume  relationships  em- 
bodied in  this  unit,  vacuum  does  not  decrease  ap- 
preciably until  the  fluid-tissue  volume  aspirated 
reaches  about  70  per  cent  of  the  collection  bottle 
volume,  affording  more  than  adequate  reserve  for  all 
intended  procedures.  The  preevacuated  glass  col- 
lection bottle  in  the  110-cc.  unit  contains  a trans- 
parent plastic  trap  vial  in  which  the  tissue  collects. 
After  the  procedure  this  vial  is  detached,  filled  with 
the  tissue  preservative,  and  used  as  a specimen 
mailer.  The  355-cc.  unit  contains  a polypropylene 
mesh  trap  which  immediately  sieves  liquid  from 
tissue  within  the  bottle.  When  separated  from  the 
bottle,  tissue  may  be  easily  “stripped”  from  the  mesh 
trap  for  gross  and  microscopic  examination  of  re- 
moved tissue. 

Procedure 

Procedure  will  vary  with  the  clinical  indication  and 
the  individual  operator’s  technique  and  preferences. 
The  cervix  is  visualized,  suitably  prepared,  and 
grasped.  For  procedures  other  than  simple  biopsy, 
local  anesthesia  such  as  paracervical  block  may  be 
induced,  followed  by  dilatation  if  indicated  or  nec- 
essary. The  cannula/curette’s  tapered,  blunt  tip 
allows  for  easy  insertion,  for  sounding  and  mea- 
surement of  uterine  depth,  and  for  assessment  of 
uterine  position  during  the  procedure.  On  actuation 
of  the  vacuum  source,  tissue,  fluids,  and  blood  rapidly 
appear  in  the  transparent  cannula,  allowing  easy 
monitoring  of  the  procedure,  then  collect  in  the 
transparent  tissue  trap.  Curetting  may  he  accom- 
plished in  traditional  fashion,  followed  by  application 
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of  suction.  Alternatively,  the  vacuum  may  be  acti- 
vated after  insertion  but  prior  to  curettage.  Either 
alternative  appears  suitable  in  obtaining  tissue.  By 
this  combination  of  vacuum  aspiration  plus  curetting 
motion,  portions  or  all  of  the  intrauterine  tissue  may 
be  removed. 

Results 

Table  I summarizes  pertinent  demographic  data 
for  the  150  patients  included  in  this  series.  Also  in- 
cluded is  information  concerning  the  number  of 
procedures  performed  in  the  office  versus  hospital 
use,  the  type  of  anesthesia  employed,  and  the  choice 
of  collection  bottle  and  cannula/curette  size.  As  can 
be  seen,  the  large  majority  of  procedures  were  per- 
formed in  our  office  employing  paracervical  block 
anesthesia  supplemented  by  a combination  of  10  mg. 
of  diazepam  intravenously  plus  25  mg.  of  pro-! 
methazine  hydrochloride  by  mouth. 

To  check  the  thoroughness  of  suction  curettage  | 
performed  by  this  instrument,  each  suction  proce- 
dure was  followed  by  both  sharp  curettage  and  elec- ' 
trical  pump  suction. 

Pregnancy  termination.  Vacuum  aspiratior 
was  performed  in  108  women  desiring  pregnancj 
termination.  Estimated  duration  of  pregnancj 
postconception  varied  from  four  to  ten  weeks,  ail 
average  of  7.1  weeks,  the  large  majority,  96  of  101 
cases,  being  from  six  to  eight  weeks  pregnant.  Esj 
timated  blood  loss  ranged  from  15  to  75  ml.  Then 
were  no  operative  complications.  The  postoperative; 
course  was  benign  with  the  exceptions  of  1 patien 
with  possible  pelvic  inflammatory  disease  treated 
with  antibiotics,  1 who  experienced  mild  pain  on  th 


night  of  the  procedure,  and  3 who  experienced 
bleeding  one  to  two  weeks  postoperatively.  A pro- 
phylactic five-day  course  of  ampicillin  or  erythro- 
mycin was  administered  to  all  patients.  All  excised 
tissue  was  sent  for  histologic  confirmation  of  prod- 
ucts of  conception.  There  were  no  failures  to  ter- 
minate pregnancy. 

Evacuation  with  this  instrument  was  judged  100 
per  cent  complete  in  95  of  the  108  checks.  Review 
of  the  remaining  13  cases  showed  that  in  only  6 cases, 
where  the  instrument  was  used  properly  and  the 
cannula  size  appropriate,  was  there  any  tissue  re- 
maining, and  this  was  always  minimal. 

Menstrual  regulation.  Endometrial  aspiration 
by  suction  apparatus  was  employed  in  10  women 
whose  menses  were  estimated  overdue  up  to  fourteen 
days,  on  average  of  8.6  days.  Blood  loss  was  minimal, 
and  there  were  no  operative  or  postoperative  prob- 
lems. Excised  tissue  was  histologically  examined  for 
products  of  conception.  Tissue  was  completely  re- 
moved in  all  cases  except  one;  subsequent  curettage 
and  pump  suction  removed  only  a slight  amount  of 
residual  tissue. 

Completion  of  incomplete  abortion.  Remain- 
ing products  of  conception  were  removed  in  16 
women  with  pregnancies  of  gestational  ages  between 
four  and  twelve  weeks,  an  average  of  six  and  one-half 
weeks.  Estimated  blood  loss  ranged  from  10  to  50 
ml.  There  were  no  operative  or  postoperative 
problems  ascribable  to  the  procedure.  Except  for  1 
case  where  a minimal  amount  of  tissue  could  be  re- 
moved by  follow-up  sharp  curettage,  evacuation  writh 
this  instrument  was  judged  to  be  complete. 

Diagnostic  curettage.  Sixteen  women  under- 
went suction  curettage  for  dysfunctional  uterine 
bleeding.  There  were  no  operative  or  postoperative 
problems  related  to  the  procedure.  Tissue  adequate 
for  a diagnosis  was  obtained  in  all  but  1 procedure, 
where  subsequent  sharp  curettage  was  also  unsuc- 
- cessful. 

Instrument  performance.  The  technique  for 
using  the  suction  system  was  easy  to  master,  and 
. overall  system  performance  was  excellent.  Technical 
problems  in  this  series  of  150  procedures  were  few: 
in  1 case  chunky  tissue  clogged  in  a cannula  too  small 
. for  the  intended  pregnancy  termination;  in  3 cases 
either  the  valve  or  the  cannula/curette  was  not  tightly 
fastened  and  came  loose;  in  1 early  incomplete 
abortion  and  1 menstrual  regulation,  suction  from  the 
355-cc.  unit  was  too  great,  and  in  retrospect  the 
smaller  unit  should  have  been  used.  Vacuum  was 
insufficient  in  1 case.  In  8 other  cases  the  cannula/ 
curette  was  prematurely  withdrawn  beyond  the 
cervical  os  with  consequent  loss  of  vacuum.  Caution 
■j-  to  avoid  this  is  especially  important  in  small  uteri 
when  conventional  to-and-fro  curettage  is  done;  as- 
piration in  a rotational  fashion  can  solve  this  prob- 
■rj  lem. 

The  quality  of  the  excised  tissue  was  satisfactory 
and  revealed  good  cellular  preservation  and  nuclear 


detail;  there  was  no  artefactual  distortion  of  the 
suctioned  tissue. 

Patient  tolerance  and  acceptance  of  these  suction 
procedures  was  very  good.  No  untoward  reactions 
were  encountered. 

Comment 

Using  the  larger  355-cc.  unit,  first-trimester 
pregnancy  termination  was  conveniently  performed 
in  association  with  paracervical  block  anesthesia. 
Since  the  initial  vacuum  induced  within  the  uterus 
exceeds  that  of  conventional  pumps,  there  is  a no- 
ticeably more  rapid  aspiration  of  intrauterine  con- 
tents. We  agree  with  Branch  and  Bridgman11  who, 
using  an  earlier  prototype  of  this  instrument,  found 
that  in  comparison  with  other  available  apparatuses 
the  preevacuated  vacuum  bottle  design  offered  ad- 
vantages such  as  the  avoidance  of  a pump  mechanism 
which  can  produce  noise  and  resultant  patient  stress, 
the  impossibility  of  applying  positive  pressure  acci- 
dentally, and  the  portability  and  easy  manipulation 
of  the  device.  Both  for  pregnancy  termination  and 
menstrual  regulation,  these  are  very  desirable  fea- 
tures. Careful  attention  was  paid  to  the  complete- 
ness of  evacuation;  it  soon  could  be  demonstrated 
that  thoroughness  of  evacuation  was  comparable  to 
that  achieved  with  either  sharp  curettage  or  pump 
suction. 

The  claimed  advantages  for  vacuum  aspiration,  in 
contrast  with  traditional  metal  curettage,  are  that  the 
former  is  faster  and  less  painful,12  often  requires 
minimal  or  no  anesthesia,8’9  is  less  traumatic  to  my- 
ometrium and  basal  endometrium  because  of  the 
more  physiologic  cleavage  plane  induced  by  suc- 
tion, 1:1  and  may  decrease  blood  loss,  hospitalization 
time,8  and  possibly  perforation  risk  because  surgery 
in  a lightly  or  nonanesthetized  patient  tends  to  insure 
a more  gentle  technique  by  the  surgeon. 

Consistent  with  the  trend  toward  outpatient 
gynecologic  surgery,  we  envision  expanded  use  of  this 
procedure.  The  consensus  is  that  such  procedures 
are  medically  safe  and  satisfactory,  provided  that 
good  medical  care  and  sound  surgical  judgment  are 
applied  in  selecting  and  treating  patients.  Advan- 
tages accruing  from  outpatient  suction  curettage  are 
its  relative  speed  and  simplicity;  good  patient  ac- 
ceptance; reduced  patient  costs;  tissue  quality, 
quantity,  and  architecture  comparable  or  superior 
to  that  achieved  with  sharp  curettage14;  and  useful- 
ness in  ruling  out  endometrial  carcinoma  when  cu- 
rettage is  performed  in  the  office  prior  to  anticipated 
hysterectomy,  thus  providing  tissue  pathologic 
analysis  well  ahead  of  the  planned  major  procedure. 

Based  on  our  present  and  continuing  experience 
with  the  suction  apparatus  system,  we  find  it  safe  and 
effective  in  the  performance  of  the  procedures  herein 
reported.  Moreover  this  single  system  offers  a full 
spectrum  of  clinical  office  utility.  Contrary  to  prior 
expectation  the  instrument  was  easily  held  and  ma- 
nipulated with  one  hand.  The  prepackaged  vacuum 
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source  is  convenient  in  offices  having  several  treat- 
ment rooms  since  there  are  no  suction  attachments 
needed.  The  design  and  performance  characteristics 
of  the  cannula/curette  were  similar  to  conventional 
metallic  biopsy  cannulas  with  the  advantages  of 
transparency  plus  a slight  degree  of  flexibility,  which 
reduces  the  risk  of  trauma  but  not  at  the  expense  of 
losing  sensation  of  intrauterine  spatial  placement 
characteristic  of  firm  instruments  and  lacking  in  soft 
plastic  catheters.  The  variety  of  cannula  diameters 
allows  for  selection  of  the  size  most  appropriate  to  the 
procedure  and  the  cervical  condition. 

As  with  most  surgical  instruments,  increasing  ex- 
perience brings  with  it  increased  comfort  and  confi- 
dence in  use.  Such  was  our  experience  with  the 
system  described.  For  any  operator  familiar  with 
curettage,  mastery  of  this  self-contained  suction 
apparatus  should  come  quickly,  once  its  simple 
principle  and  manipulation  are  understood. 


12  Greenridge  Avenue 
White  Plains,  New  York  10605 
(DR.  PADAWER) 


Hypoglycemia: 

what  kind  of  problem  is  it? 

Symptomatic  hypoglycemia  may  be  (1)  reactive:  (a) 
functional  (b)  mild  diabetes,  or  (c)  postgastrectomy  hy- 
poglycemia; or  (2)  fasting  hypoglycemia,  which  may  be  due 
to  a variety  of  causes  including  (a)  nonendocrine  tumors, 
(b)  alcoholism,  (c)  malabsorption,  or  (d)  islet  cell  tumors. 
In  diagnosing  hypoglycemia  the  physician  should  be  sure 
(a)  to  establish  that  it  exists;  (b)  to  repeat  blood  glucose 
determinations  as  long  as  necessary  before  committing 
himself  to  a diagnosis;  (c)  to  recognize  possible  psycho- 
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neurosis;  and  (d)  not  to  interpret  a flat  glucose  tolerance 
test  (GTT)  as  showing  hypoglycemia.  Because  of  im- 
pressions gained  from  the  lay  press,  many  patients  think  j 
a diagnosis  of  “hypoglycemia”  offers  promise  of  effective  I 
treatment  of  his  symptoms,  apparently  known  only  to  a few 
physicians  but  50  per  cent  of  the  lay  press.  Because  it  may 
be  a psychic  crutch  to  such  patients  the  physician  will  have 
to  use  tact.  He  should  not,  however,  treat  nonexistent! 
hypoglycemia.  If  an  organic  diagnosis  can  be  made  or  if  I 
functional  hypoglycemia  is  diagnosed,  treatment  should! 
be  instituted.  Meloni,  C.  R.:  Am.  Fam.  Phys.  12:  108 jj 
(Oct.)  1975 
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Parkinsonism  may  be  diagnosed  too  freely  in 
elderly  patients* 

Failure  to  realize  that  not  every  elderly  person  suffering 
from  tremors  is  afflicted  with  parkinsonism  may  be  all  too 
widespread  in  the  medical  profession. 

This  tendency  to  misdiagnose  the  condition  can  have 
serious  consequences,  according  to  J.  L.  Silversides,  MD, 
professor,  Department  of  Medicine,  University  of  Toronto. 

“Nowhere  in  medicine  is  the  appropriate  use  of  drugs 
more  important  than  in  . . . the  geriatric  patient  and  his 
aging  brain,”  Dr  Silversides  told  a symposium  on  geriatrics 
at  the  recent  Quebec  meeting  of  the  Royal  College  of 
Physicians  and  Surgeons  of  Canada.  “Unfortunately, 
experience  has  shown  that  misdiagnosis  does  commonly 
happen  with  elderly  patients  who  consequently  receive 
inappropriate  drug  regimens  resulting  in  a variety  of  drug 
reactions.” 

His  assertions  are  based  partly  on  a study  of  2,915  resi- 
dents of  eight  Toronto  Metropolitan  Homes  for  the  Aged. 
The  investigators  were  concerned  basically  with  the  ac- 
curacy of  diagnosis  rather  than  results  of  treatment.  They 
found  that  4.5%  of  the  residents  had  been  diagnosed  as 
suffering  from  parkinsonism — and  that  in  81  of  these  133 
cases  the  diagnosis  did  not  stand  up  under  review  and 
reexamination. 

In  Dr  Silversides’  words,  “This  was  61%  of  the  patients 
reviewed!” 

The  81  misdiagnosed  cases  included  28  cases  of  chronic 
brain  syndrome,  ten  cases  of  senility,  ten  of  essential 
tremor,  five  of  cerebral  atrophy,  five  of  cerebellar  tremor, 
and  four  of  pseudobulbar  palsy. 

A number  of  these  patients  had  been  receiving  antipar- 
kinsonism drugs,  and  the  investigators  recommended  that 
this  practice  he  stopped.  The  study  apparently  has  not 
led  to  any  formal  change  in  procedures  at  the  metropolitan 
homes,  but  Dr  Silversides  noted  that  “I  now  get,  by  referral 
to  the  neurology  clinic,  all  patients  so  designated  [as  suf- 
fering from  parkinsonism],  as  well  as  all  other  tremor 
problems — and  this  is  great.” 

* Reprinted  by  permission  from  JAMA,  March  15,  1976,  Vol. 
235,  No.  11,  p.  1091,  Copyright  1976. 


Physicians  support  continuation 
of  medicaid  program 

More  than  half  of  U.S.  physicians  polled  by  the  Ameri- 
can Medical  Association  say  they  support  continuation  of 
Medicaid — the  Federal  government’s  program  for  fi- 
nancing medical  care  for  the  poor. 

The  problem  facing  physicians  who  did  not  give  unani- 
mous support  is  basic — government  reimbursement  for 
services  often  does  not  cover  costs. 

Results  of  the  poll  are  published  in  the  March  22  issue 
of  American  Medical  News'  monthly  section  on  socio- 
economic issues  of  medicine,  Impact. 

Over  three  fourths  of  the  physicians  polled  declared, 
however,  they  would  like  to  see  modifications  in  the 
Medicaid  program  as  now  administered.  A major  objec- 
tion cited  is  that  reimbursement  for  medical  services  by  the 
government  is  sometimes  too  low  to  cover  costs. 

So  strong  are  physicians’  fee'ings  about  Medicaid 
reimbursement  levels  and  their  inadequacy  that  four  out 
of  ten  physicians  said  that  unless  fees  are  adjusted  upward 


The  2,915  residents  of  the  nursing  homes  were  of  both 
sexes  and  of  an  average  age  of  82  years.  The  52  patients 
in  whom  “the  diagnosis  of  paralysis  agitans  or  Parkinson 
syndrome  appeared  tenable”  were  somewhat  younger 
(average  age,  78  years)  and  had  experienced  onset  of 
symptoms  at  an  average  age  of  67.6  years.  In  41  of  the  52, 
the  investigators  had  no  doubt  of  the  diagnosis  because  the 
patients  exhibited  two  or  more  of  the  classical  symptoms 
of  bradykinesia,  extrapyramidal  rigidity,  and  rhythmical 
tremor  while  at  rest. 

More  than  half  of  the  52  patients  had  been  treated  with 
anticholinergic  drugs,  either  alone  or  in  combination  with 
antihistamines.  Fourteen  had  been  treated  with  levodopa, 
six  of  them  unsuccessfully.  Three  had  undergone  thala- 
motomy. 

Eleven  of  the  52  patients,  in  Dr  Silversides’  opinion,  may 
constitute  a distinct  subgroup  suffering  from  a “true  de- 
generative or  senile  tremor.”  These  patients  were  gener- 
ally older  (average  age,  83.5  years)  and  had  experienced 
onset  of  symptoms  at  an  average  age  of  77.6  years.  All  of 
them  were  active  and  alert,  with  no  sign  of  progressive 
disease,  bradykinesia,  or  facial  masking;  they  had  resting, 
rhythmical  tremor  of  the  upper  extremities  only,  and  their 
condition  was  unaffected  by  anticholinergic  drugs  or  (in 
two  cases)  levodopa. 

Dr  Silversides  noted  that  “This  group  was  described  by 
Gowers  in  his  textbook  Disease  of  the  Nervous  System, 
published  in  1898,  and  I think  we  are  merely  restressing 
knowledge  which  was  already  available  but  largely  for- 
gotten.” 

Many  physicians  tend  to  pay  only  cursory  attention  to 
the  ailments  of  elderly  persons,  as  various  commentators 
have  noted  over  the  years.  This  tendency  often  results  in 
prescribing  too  many,  or  inappropriate,  medications. 

“As  a primary  principle,  we  advocate  the  reduction  of 
medications  in  the  elderly  to  the  minimum  necessary  for 
treatment  of  their  frequent  systemic  dysfunctions,  such 
as  congestive  heart  failure,  diabetes,  anemias,  depressions, 
etc,”  said  Dr  Silversides.  “All  too  often,  anticholinergic 
drugs  are  only  an  addition  to  already  inappropriate  lists 
of  medications.” 


in  1976,  they  will  see  fewer  Medicaid  patients  in  the  next 
twelve  months. 

In  the  same  issue  of  American  Medical  News,  Dr.  Ralph 
Crawshaw,  Oregon  physician-writer,  points  out  that  in 
Portland  the  usual  fee  for  a visit  to  a physician’s  office  is 
$10  to  $12,  of  which  about  60  per  cent  goes  for  overhead. 
But  Medicaid  reimbursement  to  Oregon  physicians  for  an 
office  visit  is  pegged  at  $6.90. 

Dr.  Crawshaw  declares  that  welfare  recipients  need  first 
class  medical  care,  that  care  of  the  indigent  is  often  more 
difficult  than  treatment  of  patients  who  are  economically 
self-sustaining,  that  those  whose  bills  are  paid  by  the 
government  tend  to  over-utilize  medical  services.  He 
suggests  that  the  problem  of  over-utilization  be  met  with 
a token  payment  required  from  the  individual  for  each 
service  rendered. 

Impact  also  includes  a report  from  an  inner-city  prac- 
titioner in  Newark,  N.J.,  who  declares  “I’m  a Medicaid 
Doctor— and  Proud  of  It.”  Dr.  Edward  A.  Capriola  de- 
scribes his  very  busy  practice  as  a pediatrician  that  is  90 
to  95  per  cent  children  supported  by  Medicaid. 
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Second  and 
Subsequent 
Periodic  Examinations 

JACK  R.  HARNES,  M.D. 

New  York  City 


This  study  was  made  to  determine  the  incidence 
of  significant  asymptomatic  findings  on  routine  pe- 
riodic physical  examinations  made  subsequent  to  an 
initial  examination. 

Method 

Four  hundred  twenty  white  male  insurance  com- 
pany employees  who  had  at  least  two  routine  periodic 


A review  of  1,412  second  and  subsequent  periodic 
examinations  suggests  that  these  need  not  be  done 
annually  and  that  the  routine  detection  of  chemical 
diabetes  is  a futile  endeavor. 


examinations  after  March,  1969,  were  followed 
through  1974.  These  examinations  were  offered 
annually  to  men  age  forty  and  over  and  quadrennially 
to  younger  men.  There  is  no  suggestion  that  even 
individuals  under  the  care  of  their  personal  physi- 
cians failed  to  take  advantage  of  this  time-  and 
money-saving  program.  Preemployment  examina- 
tions were  not  considered  periodic  examinations. 
Many  individuals  had  had  prior  routine  examina- 
tions in  the  medical  department,  but  to  assure  uni- 
form examinations  and  their  interpretation,  only 
individuals  examined  since  I became  medical  director 
are  included.  The  resulting  group  would  be  anala- 
gous  to  a group  of  individuals  who  consulted  a new 
physician  or  examining  facility. 

After  a high-carbohydrate  diet  for  three  days,  a 
low-fat  dinner  the  night  before,  and  thereafter 
nothing  by  mouth  except  water  until  the  blood  tests 
were  completed,  initial  examinees  had  a fasting 


Findings  at  each  periodic  exam 
No  abnormality. 


Minor  abnormality 


□ 


Symptomatic  significant  condition 
after  first  exam 


I Unrelated  asymptomatic  condition 
at  subsequent  exam. 


209 


i/l  O ill  O Ifl  O ill 

~ v « in  in  to  to 


1st  Exam 

FIGURE  1. 


2nd 


3rd 


4th 


5th 


Distribution  by  age  of  results  of  annual  examinations  of  all  men  in  study. 
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TABLE  I.  Conditions  found  at  examination  and  which 
developed  between  examinations  felt  to  warrant 
complete  yearly  examinations 


Number  of 

Conditions  Examinees 


Hypertension  (Diastolic  pressure  >90  mm.  67 

Hg  on  at  least  two  separate  days) 

Diabetes  mellitus  57 

Cirrhosis  of  liver  10 

Emphysema  10 

Anginal  syndrome  9 

Myocardial  infarction  7 

Grade  II/IV  apical  systolic  murmur  (new)  6 

Major  T wave  changes  5 

Arteriosclerotic  peripheral  vascular  4 

disease 

Enlarged  heart  4 

Prostatic  nodule  (benign)  4 

Thyroid  tumor  (benign)  3 

Right  bundle  branch  block  appearing  in  3 

subsequent  examinations 

Minor  T wave  changes  in  subsequent  3 

examinations 

Renal  calculus  in  subsequent  examinations  3 

Cerebrovascular  accident  2 

Rheumatoid  arthritis  2 

Leriche’s  syndrome  2 

Cholesteatoma  2 

Atrial  fibrillation  2 

Charcot-Marie-Tooth  disease  1 

Multiple  sclerosis  1 

Spontaneous  pneumothorax  1 

Postoperative  coarctation  aorta  1 

Stokes- Adams  attack  with  pacemaker  1 

Ventricular  premature  contractions  in  1 

subsequent  examinations 

Left  bundle  branch  block  1 

in  subsequent  examinations 
Gastric  ulcer  1 

Duodenal  ulcer  in  subsequent  exams  1 

Islet  cell  cancer  of  pancreas  1 

Postnephrectomy  for  congenital  anomaly  1 

Microscopic  hematuria  1 

Hypothyroidism  (asymptomatic)  1 

Postoperative  pituitary  adenoma  1 

Paget’s  disease  (symptomatic)  1 


electrocardiogram  and  chest  x-ray  examination. 
They  then  received  100  Gm.  of  glucose  by  mouth. 
Blood  and  urine  specimens  were  secured  one  hour 
later,  and  if  glycosuria  was  present,  a second-hour 
blood  glucose  and  urine  were  obtained. 

From  1969  to  1971  the  blood  studies  included  a 
CBC  (complete  blood  count),  serologic  test  for 
syphilis,  blood  glucose,  uric  acid,  cholesterol,  and 
BUN  (blood  urea  nitrogen).  From  1971  through 
1972  an  SMA-12  (sequential  multiple  analyzer)  was 
obtained,  and  from  1972  to  the  present  a Chem- 
Screen  was  performed  by  Met-Path  Laboratory. 
The  latter  examination  routinely  included  a lipid 
profile  in  those  individuals  with  an  elevated  choles- 
terol. Men  who  had  had  hypercholesterolemia  prior 
to  1972  were  assumed  to  have  had  the  subsequently 
determined  Fredrickson  pattern  at  the  earlier  ex- 
amination. 

The  second  yearly  examinations  usually  omitted 
glucose  administration  which  was,  however,  repeated 
on  the  third  or  later  examinations. 


TABLE  II.  Conditions  found  at  examination 
questionably  necessitating  annual  periodic  examination 


Number  of 

Condition  Examinees 


Hernia  30 

Rectal  polyp  by  history  or  on  examination  25 

Gout  17 

Type  II  hyperlipidemia  15 

Type  IV  hyperlipidemia  13 

Minor  T wave  changes  at  first  exami-  9 

nation 

Old  apical  pulmonary  tuberculosis  9 

Right  bundle  branch  block  at  first  exami-  6 

nation 

Ventricular  premature  contractions  at  first  6 

examination 

Epilepsy  6 

Atrial  premature  contractions  at  first  5 

examination 

Past  history  of  recent  kidney  stone  3 

Congenital  hyperbilirubinemia  3 

Prolonged  P-R  interval  at  first  examination  3 

Diverticulitis  by  history  2 

Atrioventricular  nodal  preventricular  con-  2 

tractions  at  first  examination 
Grade  I/IV  apical  systolic  murmur  at  first  2 

examination 

Past  history:  hospitalization  for  neuro-  2 

psychiatric  problem 

Past  history:  recent  duodenal  ulcer  1 

Parkinson’s  disease  1 

Petit  mal  1 

Lung  cyst  1 


The  examination  consisted  of  a review  of  the  ex- 
aminee’s chart,  a review  and  expansion  of  positive 
answers  to  a medical  history  questionnaire  completed 
by  the  applicant,  the  usual  physical  examination 
which  included  tonometry  and  sigmoidoscopy  for 
those  age  forty  and  above  when  the  latter  was  ac- 
cepted by  the  examinee,  and,  when  appropriate, 
further  investigation  of  both  symptomatic  and 
asymptomatic  conditions. 

Men  with  one-hour  blood  glucose  levels  above  160 
mg.  per  100  ml.  who  had  no  glycosuria  on  the  initial 
examination  received  a standard  two-hour  glucose 
tolerance  test.  Diabetes  was  diagnosed  when  the 
one-  and  two-hour  blood  glucose  levels  exceeded  160 
and  120  mg.  per  100  ml.  respectively. 

Many  of  the  younger  individuals  and  a few  of  our  | 
overseas  employees  did  not  have  yearly  examina- 
tions. For  the  purpose  of  this  study,  those  who  did 
not  were  assumed  to  have  had  interval  examinations 
yearly,  and  any  subsequent  asymptomatic  significant 
conditions  were  assumed  to  have  been  present  at  the 
first  yearly  examination  which  they  missed. 

Results 

Figure  1 indicates  the  number  of  examinations  j 
performed  each  year  and  the  nature  of  the  findings 
in  each  examination.  Conditions  on  the  initial  ex- 
amination or  which  developed  subsequently  which 
are  considered  to  warrant  a yearly  complete  exami- 
nation are  shown  in  Table  I,  and  those  suggesting  a 
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FIGURE  2.  Distribution  by  age  of  findings  at  subsequent  examination  of  men  with  no  abnormalities  on  initial  examination. 


partial  or  possibly  no  examination  are  shown  in  Table 
II.  Those  conditions  not  felt  to  warrant  a subse- 
quent examination  yearly  per  se  were  hyperuricemia 
without  gout,  benign  prostatic  hypertrophy,  renal 
glycosuria,  short  P-R  interval,  remote  history  of 
peptic  ulcer,  atrial  premature  contractions  and 
ventricular  premature  contractions  on  initial  exam- 
inations, nasal  polyp,  false  positive  VDRL,  functional 
pulmonic  systolic  heart  murmur,  diverticulosis,  and 
a history  of  squamous-cell  skin  carcinoma. 

Figures  2,  3,  and  4 indicate  the  results  on  subse- 
quent examinations  in  each  of  these  groups.  While 
Figure  1 shows  the  findings  in  the  entire  group  each 
year,  Figures  2,  3,  and  4 are  modified  by  shifting  in- 
dividuals with  subsequent  significant  or  possibly 
significant  problems  from  Figures  1 and  2 to  “second 
examinations”  in  Figures  2 and  3 the  year  after  the 
condition  occurred. 

The  lack  of  any  subsequent  significant  findings  in 
the  individuals  in  Figure  3 suggest  that  this  group 
might  properly  be  included  in  the  healthy  individuals 
in  Figure  2,  and  if  one  does,  these  two  groups  had  an 
incidence  of  17  significant  asymptomatic  abnor- 
malities in  889  examinations,  1.9  per  cent,  while  the 


group  in  Figure  4 had  11  abnormalities  in  523  ex- 
aminations, an  incidence  of  2.1  per  cent. 

A significant  number  of  cases  of  glaucoma  and 
physiologically  elevated  tonometry  readings  were 
found  on  the  first  examination.  Unfortunately  the 
follow-up  reports  in  our  files  from  the  ophthalmol- 
ogists who  saw  these  men  subsequently  are  incom- 
plete. 

While  a few  men  with  an  unexplained  elevated 
BUN,  serum  bilirubin,  or  alkaline  phosphatase  were 
seen,  investigation  at  the  time  and  subsequent  ob- 
servation suggest  that  these  were  not  of  health  sig- 
nificance. Hyperglycemia  and  hyperuricemia  were 
common.  No  unexpected  CBC,  calcium,  phospho- 
rus, albumin,  globulin,  creatinine,  amylase,  LDH 
(lactic  dehydrogenase),  sodium,  potassium,  or 
transaminase  abnormalities  were  found.  No  new 
cases  of  syphilis  were  found,  although  several  bio- 
logically false  positive  test  results  were  found  on  the 
initial  examination. 

Comment 

For  many  years,  an  annual  physical  examination 
has  been  recommended  as  a preventive  health  mea- 
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FIGURE  3.  Distribution  by  age  of  findings  at  subsequent  examinations  of  men  with  minor  abnormalities  on  initial  examination. 


sure.  It  is  alleged  that  the  health  of  U.S.  citizens 
suffers  from  the  failure  of  each  to  obtain  these  ex- 
aminations, and  this  is  one  of  the  arguments  for  some 
type  of  National  Health  Insurance. 

Numerous  studies  have  been  made  indicating  the 
frequency  of  disease  which  develops  yearly  in  various 
groups  of  individuals.  However,  a review  of  the 
Index  Medians  back  to  1960  fails  to  reveal  any 
studies  of  the  incidence  of  significant  asymptomatic 
abnormalities  developing  in  individuals  who  are 
found  to  be  as  completely  healthy  as  would  be  im- 
plied by  the  results  of  our  initial  examination  or  of 
asymptomatic  conditions  developing  independent 
of  any  existing  disease. 

The  paucity  of  findings  in  subsequent  examina- 
tions of  these  men  as  shown  in  Table  III,  while  dis- 
couraging, is  probably  to  be  expected.  It  is  my 
opinion,  substantiated  by  subsequent  observation  of 
these  men,  that  all  of  the  conditions  found  on  the 
second  annual  examination  in  these  men  could  safely 
have  not  been  picked  up  at  that  time. 

While  the  period  of  observation  is  admittedly 
short,  no  lives  were  apparently  saved  by  the  exami- 
nations, except  possibly  of  the  individuals  who  had 
rectal  polyps  removed.  The  causes  of  death  are 
shown  in  Table  IV. 


All  of  the  rectal  polyps  which  were  discovered  were 
sessile  and  no  larger  than  0.5  cm.  The  controversy 
concerning  the  malignant  potential  of  these  lesions 
as  well  as  the  apparent  slow  growth  of  colon  carci- 
nomas* suggest  that  even  these  lesions  could  safely 
be  searched  for  less  frequently  than  yearly.  No 
asymptomatic  cancer  was  discovered  in  any  of  these 
examinations. 

Over  and  above  the  paucity  of  findings  in  subse- 
quent examinations,  the  failure  of  our  employees  to 
follow  recommendations  for  treatment  is  a further 
discouraging  aspect  of  our  program.  This  is  best  il- 
lustrated by  a review  of  our  diabetic  men. 

When  diabetes  was  diagnosed,  the  examinees  were 
given  a roll  of  urine  sugar  analysis  paper  (Tes-Tape)  i 
and  instructed  to  test  their  urines  for  glucose  two 
hours  after  each  meal  for  a week  and  return  for  a visit 
with  the  physician.  When  they  had  one,  they  were 
referred  to  their  personal  physicians  with  these  re- 
sults. In  all  instances,  regardless  of  the  results  of  the 
week’s  urine  tests,  these  men  were  told  that  they  had 
a mild  case  of  diabetes,  that  when  obese  the  most 
important  aspect  of  its  management  was  weight  re- 
duction, and  that  it  was  of  utmost  importance  to  in-' 

* Bockus,  H.  L.:  Gastroenterology,  Philadelphia,  W.  B. 

Saunders,  1964,  vol.  II,  p.  997. 
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Distribution  by  age  of  findings  at  subsequent  examinations  of  men  with  significant  abnormalities  on  first  exami- 


TABLE  III.  Subsequent  asymptomatic  findings  in  men  shown  in  Figures  2 and  3 


Number  of 
Examination 
With  Age 
at  First 
Examination 
(Years) 

Significant  Asymptomatic  Findings 

Age  at 
First 

Examination 

(Years) 

Findings 

Questionably 

Requiring 

Follow-Up 

Second 

52 

Hypertensive  vascular  disease;  weight  reduction 
strongly  recommended.  No  weight  loss 

44 

Hernia 

55 

Diabetes  mellitus  subsequently  denied 

62 

Hypertensive  vascular  disease  referred  to  local 
medical  physician;  no  treatment 

Third 

36 

Hypertensive  vascular  disease 

38 

Hernia 

37 

Grade  II/IV  apical  systolic  murmur 

47 

Hernia 

44 

Grade  II/IV  apical  systolic  murmur 

53 

Hernia 

54 

Minor  temperature  changes 

60 

Rectal  polyp 

61 

Right  bundle  branch  block 

Fourth 

67 

Prostate  nodule  observed  by  urologist 

Fifth 

45 

Hypertensive  vascular  disease 

56 

Rectal  polyp 

51 

Diabetes  mellitus;  subsequently  denied 

54 

Diabetes  mellitus;  subsequently  denied 

56 

Diabetes  mellitus 

63 

Diabetes  mellitus 

Sixth 

33 

Grade  II/IV  apical  systolic  murmur 

50 

Rectal  polyp 

62 

Diabetes  mellitus;  subsequently  denied 
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TABLE  IV.  Causes  of  death 


Age  at 
First 
Exami- 
nation 
(Years) 

Findings  at  First  and  Subsequent  Examinations 

Age  at 
Death 
(Years) 

Follow-Up  and  Cause 
of  Death 

39 

None;  negative  examination  results  at  age  41 

42 

Carcinoma  of  stomach 

40 

None;  negative  examination  results  at  age  42 

44 

Gram-negative  sepsis  post- 
cholecystectomy 

50 

Epilepsy;  hypoglycemia 

53 

Carcinoma  of  pancreas 

55 

None;  negative  examination  results  at  age  60 

60 

Murder 

57 

Hypertensive  vascular  disease;  anginal  syndrome, 
Type  II;  lipoproteinemia;  diabetes  at  age  62 

62 

Carcinoma  of  pancreas 
four  months  postexamination 

61 

Diabetes  mellitus;  hypertensive  cardiovascular  disease; 
enlarged  heart;  abnormal  electrocardiogram  tracings 

64 

Acute  unknown  four  days 
postexamination 

61 

Prior  cerbrovascular  accident;  hypertensive  vascular- 
disease  on  diagnosis 

65 

Acute  unknown 

62 

Hypertensive  vascular  disease ; anginal  syndrome; 
ventricular  premature  contractions;  Type  II  lipo- 
proteinemia 

67 

Acute  unknown 

63 

Rheumatic  heart  disease;  enlarged  heart;  myocardial 
infarction;  mitral  stenosis;  atrial  fibrillation  prior  to 
pulmonary  embolus  at  age  57;  on  anticoagulation 
therapy 

68 

Acute  unknown 

64 

Diabetes  mellitus;  myocardial  infarction  at  age  65 

66 

Congestive  heart  failure 

TABLE  V.  Frequency  of  denial  of  disease  and  weight 
reduction,  when  recommended,  in  men  diagnosed 
as  having  diabetes  mellitus 


Attitude 

No  Weight 
Loss  Rec- 
ommended 

Weight  Loss 
/■ — Recommended — ■\ 
No  Weight  Weight 
Loss  Loss 

To- 

tal 

Admit 

disease* 

5 

5 

4 

14 

Deny 

disease 

14 

10 

6 

30 

* Three  patients  treated. 


form  any  physician  whom  they  saw  in  the  future  with 
any  illness  that  they  had  a mild  case  of  diabetes. 
They  were  all  informed  that  an  apparently  innocuous 
disease  and  their  mild  diabetes  could  snowball  into 
a serious  problem  if  their  physician  did  not  check 
their  diabetic  status  when  they  were  ill. 

Nevertheless,  Table  V indicates  the  number  of 
individuals  who  denied  having  diabetes  on  their  next 
annual  examination  as  well  as  the  results  of  our  rec- 
ommendation that  some  of  these  men  lose  weight. 

In  attempting  to  determine  why  these  men  denied 
the  disease,  several  were  questioned  and  stated  that 
they  had  forgotten.  Three  men  were  placed  on  oral 
therapy  by  their  physicians.  Excluding  these  3 men, 
30  individuals  out  of  a total  41, 73  per  cent,  who  had 
diabetes  and  who  were  followed  and  1 6 of  23,  70  per 
cent,  of  these  men  who  had  glycosuria  during 
screening  or  the  glucose  tolerance  test  subsequently 
denied  their  disease.  Figure  5 suggests  that  although 
there  are  many  exceptions,  younger  men  with  higher 
blood  glucose  levels  are  more  likely  to  admit  to  dia- 
betes. This  could  reflect  more  concern  with  their 
disease  by  their  personal  physicians  or  the  patients 
themselves.  However,  there  were  9 individuals  with 


known  diabetes  at  the  time  of  the  first  examination 
whose  original  glucose  tolerance  test  results  were  not 
known,  and  their  inclusion  in  Figure  5 might  vary  the 
results.  As  a result  of  this  study,  we  are  now 
screening  for  diabetes  by  a fasting  blood  sugar  test 
only  and  obtain  glucose  tolerance  tests  only  when 
clinically  indicated. 

Table  VI  indicates  a similar  pattern  of  rejection  in 
those  men  who  had  had  rectal  polyps  removed  in  the 
knowledge  that  they  were  potentially  malignant. 

Excluding  any  follow-up  investigations,  it  is  my 
impression  that  the  examination  performed  in  each 
of  these  men  would  cost  about  $125  each  year.  The 
total  cost  of  the  subsequent  detection  of  the  condi- 
tions in  the  men  shown  in  Figures  2 and  3 is  therefore 
$131,125. 

One  of  the  major  benefits  from  a negative  result  on 
a routine  physical  examination  is  said  to  be  re- 
assurance to  the  examinee  that  no  significant  disease 
exists.  The  sudden  death  four  days  after  examina- 
tion and  a death  four  months  after  examination  from 
carcinoma  of  the  pancreas  with  metastases  to  the 
lung  suggests  that  this  reassurance  is  ill-founded. 
Individuals  who  continue  to  have  periodic  exami- 
nations while  failing  to  follow  strong  advice  to  correct 
known  abnormalities  present  an  enigma  which 
compounds  the  false  security  of  periodic  examina- 
tions. All  physicians  have  seen  patients  who  balk  at 
laboratory  or  x-ray  film  studies  of  symptoms  which 
have  appeared  since  a recent  negative  periodic  ex- 
amination. 

Those  physicians  who  frequently  perform  periodic 
examinations  also  know  of  individuals  who  have, 
perhaps  fatally,  postponed  consulting  a physician 
about  a symptomatic  condition  while  waiting  for  the 
year  between  annual  examinations  to  be  completed 
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FIGURE  5.  One-  and  two-hour  blood  glucose  levels  after  100  Gm.  of  glucose  by  mouth. 


TABLE  VI.  Acceptance  and  refusal  of  subsequent 
sigmoidoscopy  in  men  with  rectal  polyps 


Subsequent  Sigmoidoscopies-, 

Polyps  History 

Refused 

Accepted 

Past  history  rectal  polyps 
Rectal  polyps  found  on 

2 

5 

examination  1967  to 
1974 

3 

11 

Totals  (per  cent) 

5 (24) 

16  (76) 

Conclusion 

Hi 


;I 

J 

el- 

dt : 
; i 
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A review  of  1,412  second  and  subsequent  annual 
routine  periodic  examinations  on  white  male  office 
workers  suggests  that  the  few  asymptomatic  condi- 
tions discovered  could  safely  have  been  deferred,  and 
these  individuals  could  have  received  biennial  or  less 
frequent  examinations  at  a reduction  in  time  and 


cost.  The  frequency  of  significant  asymptomatic 
abnormalities  in  subsequent  examinations  of  healthy 
men  was  the  same  as  the  frequency  of  unrelated  sig- 
nificant asymptomatic  conditions  in  men  with 
diagnosed  disease. 

The  failure  of  a group  of  mildly  diabetic  individ- 
uals to  even  acknowledge  that  they  had  the  disease 
in  subsequent  examinations  suggests  that  the  routine 
detection  of  early  chemical  diabetes  is  a waste  of 
time.  It  further  suggests  that  the  detection  of  other 
asymptomatic  conditions  not  warranting  surgery  or 
medication  may  also  be  an  exercise  in  futility. 

It  is  hoped  that  this  small  study  will  act  as  an  in- 
centive for  the  similar  investigation  of  a larger  group 
of  individuals. 
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continued  from  page  843 

patients  were  diagnosed  as  clinical  Stage  D at  an  age  below 
the  general  median  age  compared  to  the  other  stages.  This 
may  reflect  a general  limitation  with  current  diagnostic 
tools  to  detect  patients  in  the  early  and  advanced  stages 
at  an  earlier  time.  These  important  factors  must  be  con- 
sidered in  evaluation  of  therapeutic  effectiveness. 

Budny,  J.  L.,  Grotke,  N.  C.,  and  MacGillivray,  M.: 

Nitroblue  tetrazolium  dye  reduction;  diagnostic  value  in 
children  with  febrile  illnesses,  New  York  State  J.  Med. 
76:  877  (June)  1976. 

NBT  (nitroblue  tetrazolium  dye)  reduction  by  granu- 
locytes was  evaluated  in  230  patients  and  controls.  The 
mean  per  cent  NBT  positive  cells  ±1  standard  deviation 
for  60  healthy  adults,  43.4  ± 11.3,  was  not  significantly 
different  from  the  value  found  in  21  normal  children,  40.6 
± 12.8,  or  14  infants  less  than  two  months  of  age,  50  ± 18.9. 
All  4 children  with  chronic  granulomatous  disease  had 
absence  of  NBT  positive  granulocytes.  In  the  49  children 
with  bacterial  infectious  disorders,  the  mean  per  cent  of 
NBT  positive  cells  was  increased  to  73.8  ± 14.9,  but  15  per 
cent  of  the  sick  children  had  values  in  the  range  seen  in 
normal  children.  Not,  all  children  with  viral  or  other 
nonbacterial  illness  had  normal  numbers  of  NBT  positive 
cells.  Of  28  patients  with  aseptic  meningitis,  17  had  NBT 
positive  cells  which  were  consistent  with  the  values  seen 
in  bacterial  infections.  We  conclude  that  caution  must  be 
exercised  in  interpreting  studies  in  an  individual  patient 
with  a febrile  disorder  since  there  is  considerable  overlap 
in  the  percentages  as  well  as  the  absolute  numbers  of  NBT 
positive  cells  with  both  bacterial  and  nonbacterial  illnesses. 

Padawer,  M.  J.,  and  Weir,  J.  H.:  Evaluation  of  a pre- 
evacuated endometrial  suction  apparatus;  in  general  ob- 
stetric-gynecologic practice,  New  York  State  J.  Med.  76: 
885  (June)  1976. 

A new  disposable,  self-contained,  and  preevacuated 
suction  apparatus  is  described,  and  data  from  150 
gynecologic  procedures  are  reported,  including  use  in 
hospital  and  office  uterine  curettage,  menstrual  regulation, 
voluntary  termination  of  early  pregnancy,  and  completion 
of  spontaneous  incomplete  abortion.  The  instrument  was 
safe  and  effective  for  all  procedures.  Adequacy  of  tissue 
removal  was  comparable  to  that  obtained  by  both  sharp 
curettage  and  vacuum  pump  suction.  Patient  tolerance 
and  acceptance  were  excellent.  This  single  system  of  in- 
terchangeable collection  units  and  cannula/curettes  per- 
forms a wide  spectrum  of  gynecologic  suction  procedures 
and  is  suitable  for  use  in  outpatient  and  office  practice. 

Harnes,  J.  R.:  Second  and  subsequent  periodic  exami- 
nations, New  York  State  J.  Med.  76:  891  (June)  1976. 

A review  of  1,412  second  and  subsequent  periodic  ex- 
aminations suggests  that  these  need  not  be  done  annually 
and  that  the  routine  detection  of  chemical  diabetes  is  a 
futile  endeavor. 
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Lytic  Tarsal  Lesion 


Case  history 

E.  Mark  Levinsohn,  M.D.*:  A thirty-five-year- 
old  man  was  admitted  to  the  Upstate  Medical  Cen- 
ter, Syracuse,  New  York,  complaining  of  pain  along 
the  lateral  aspect  of  his  left  foot  of  three  months’ 
duration.  During  the  last  month  the  patient’s  pain 
worsened  despite  limiting  his  usual  modest  athletic 
activities. 

Physical  examination  demonstrated  tenderness 
and  swelling  over  the  lateral  aspect  of  the  left  foot. 
No  adenopathy  was  detected.  The  remainder  of  the 
examination  was  normal. 

Results  of  laboratory  examinations,  including 
sedimentation  rate,  white  blood  cell  count,  serum 
calcium  and  phosphorus,  protein,  alkaline  phos- 
phatase, blood  urea  nitrogen,  and  blood  sugar  were 
normal.  A Tc"m  (Technetium)  MDP  (methylene 
diphosphonate)  bone  scan  demonstrated  increased 
uptake  in  the  region  of  the  cuboid  bone  but  was 
otherwise  normal.  Radiographs  of  the  left  foot  were 
then  done. 

Comment 

Zachary  D.  Grossman,  M.D.+:  Anteroposterior 
and  oblique  views  of  the  left  foot  demonstrate  an 
oval,  moderately  well-defined  radiolucent  lesion  in 
the  lateral  half  of  the  cuboid,  without  a discernible 
sclerotic  rim  (Fig.  1).  No  prominent  trabeculae 
traverse  the  lesion.  Cortical  disruption  is  evident 
laterally,  without  definite  periosteal  new  bone  for- 
mation (Fig.  2).  Neither  a chondroid  nor  an  osteoid 
matrix  are  observed. 

The  absence  of  a discernible  host  bone  sclerotic 
response,  lack  of  well-preserved  trabeculae  within  the 
lesion,  grossly  increased  Tc"m  MDP  uptake,  and 
increasing  pain  despite  diminished  activity  all 
suggest  an  active,  aggressive  process,  either  inflam- 
matory or  neoplastic.  The  cortical  disruption,  lack 
of  gross  soft-tissue  edema,  and  absent  linear  perios- 
teal bone  growth  favor  neoplasm  rather  than  in- 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiology. 

+ Assistant  Professor,  Nuclear  Medicine  Division,  Department 
of  Radiology. 


flammation. 

The  pattern  favors  a giant-cell  tumor.  Fracture 
through  the  shell  of  an  aneurysmal  bone  cyst  could 
produce  the  identical  findings.  Controversy  in  fact 
exists  as  to  whether  there  is  a valid  distinction  be- 
tween these  two  pathologic  entities.  A simple  cyst 
with  fracture  is  less  probable,  because  of  pain  despite 
diminished  activity  and  the  lesion’s  poor  margina- 
tion. 

Osteomyelitis  produced  by  uncommon  organisms 
remains  possible  although  unlikely,  considering 
normal  laboratory  values,  minimal  edema,  and  ab- 
sent visible  periostitis. 

Dr.  Grossman’s  diagnosis 

Aggressive  bone  neoplasm,  primary.  Malignant 
giant-cell  tumor  most  probable 

Dr.  Levinsohn:  This  patient  was  treated  surgi- 
cally. A tourniquet  was  inflated  about  the  left  upper 
leg,  and  a dissection  of  the  lateral  aspect  of  the  foot 
was  done.  The  very  thin  outer  shell  of  the  cuboid 
bone  was  identified  and  entered  with  a knife  and 
brownish  fluid  removed.  The  contents  of  the  cuboid 
were  thoroughly  curetted  and  the  cavity  packed  with 
cancellous  bone. 

Pathologic  discussion 

Bedros  Markarian,  M.D.**:  A small  number  of 
irregular  fragments  of  tissue  are  submitted  for  ex- 
amination. 

Microscopic  examination  of  this  tissue  reveals 
many  sinusoidal  blood  filled  spaces  separated  by  j 
connective  tissue  septa  (Fig.  3A).  In  other  more  solid 
areas,  dense  connective  tissue  proliferation  with 
scattered  giant  cells  and  also  foci  of  formation  of  new 
osteoid  are  present  (Fig.  3B).  It  is  this  histologic 
characteristic  of  aneurysmal  bone  cysts  that  may 
create  problems  in  pathologic  interpretation  of  the 
lesion.  This  is  especially  true  when  one  views  this 
process  as  part  of  a clinically  rapidly  growing  and 
aggressive  process  or  as  a quickly  recurring  lesion. 
However,  the  connective  tissue  stroma  in  this  case  is 
benign,  and  the  lesion  is  an  aneurysmal  bone  cyst. 

**  Associate  professor,  Department  of  Pathology. 
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FIGURE  1.  (A)  Lateral  radiograph  of  left  foot  demonstrates 

well-defined  lytic  lesion  without  discernible  sclerotic  rim  or 
matrix  calcification.  (B)  Oblique  radiograph. 


r~\ 


Radiologic  discussion 

Dr.  Levinsohn:  Aneurysmal  bone  cyst  is  a be- 
nign, well-recognized  clinical,  radiographic,  and 
pathologic  entity  which  was  first  described  by  Jaffe 
and  Lichtenstein  in  1942. 1 The  lesion  is  most  gen- 
erally recognized  in  adolescence  or  young  adulthood.2 
Although  any  bone  may  be  affected,  aneurysmal  bone 
cyst  is  most  commonly  located  in  flat  bones,  the 


FIGURE  2.  Anteroposterior  radiograph  of  foot  shows  cor- 
tical disruption  without  definite  periosteal  new  bone. 


metaphysis  of  long  bones,  and  vertebrae.3  Of  the  95 
lesions  described  by  Tillman  et  al.,4  51  per  cent  were 
in  tubular  bones  and  20  per  cent  in  vertebrae  or  the 
sacrum.4  Pain  is  the  usual  symptom  which  may  be 
accentuated  by  motion,  particularly  if  the  lesion  is 
juxta-articular. 

Radiographically,  aneurysmal  bone  cyst  is  typi- 
cally an  eccentric,  expansile  osteolytic  cavity  within 
the  metaphysis  of  a long  bone.  A laminated  perios- 
teal reaction  most  pronounced  at  the  junction  of  the 
cyst  and  normal  cortex  predominates  on  the  dia- 
physeal side  of  the  lesion.4  An  abrupt  zone  of  tran- 
sition without  marginal  sclerosis  occurs  between  the 
lesion  and  normal  bone.4  This  provides  a helpful 
radiographic  distinction  from  chondromyxoid  fi- 
broma. Unlike  most  other  benign  neoplasms,  direct 
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FIGURE  3.  (A)  Blood-filled  sinusoidal  spaces  lined  by  connective  tissue  septa  with  scattered  giant  cells.  (B)  Connective  tissue 

stroma  with  seam  of  partially  calcified  new  osteoid  in  center.  (Hematoxylin  and  Eosin  Stain) 


extension  from  the  primary  site  to  neighboring  bones 
occurs,  particularly  when  vertebral  bodies  are  in- 
volved.1’4’5 

Although  the  pathogenesis  of  aneurysmal  bone 
cyst  remains  unknown,  it  is  widely  believed  that  it 
does  not  result  from  either  trauma  or  from  degener- 
ation of  a preexisting  lesion.4,6’7  Most  authorities 
feel  that  it  results  from  a vascular  imbalance  which 
leads  to  relative  venous  engorgement.2,3 

Histologically  the  aneurysmal  bone  cyst  is  a fibrous 
lesion  honeycombed  by  enormously  dilated  vascular 
channels.3  The  interior  of  the  bone  is  replaced  by 
a vascular  network  of  endothelial  cells  which  lack 
either  a muscular  or  elastic  layer.2  This  provides  an 
important  distinguishing  characteristic  from  an  os- 
seous hemangioma.  In  addition  to  the  presence  of 
both  new  and  old  hemorrhage,  reparative  new  bone 
and  numerous  multinucleated  giant  cells  are  seen.  It 
was  because  of  the  giant-cell  reaction  identified  in 
this  expansile  lesion  that  Ewing  termed  it  an  aneu- 
rysmal giant-cell  tumor.8 

The  term  “giant  cell  tumor”  was  first  mentioned 
in  the  medical  literature  in  181 8.9  At  that  time 
multinucleated  giant  cells  were  recognized  to  be  as- 
sociated with  a variety  of  bone  lesions  and  were  seen 
commonly  whenever  bone  was  destroyed  from  any 
cause  whether  tumor,  trauma,  or  even  metabolic  bone 
disease.9  It  was  not  until  more  than  one  hundred 
thirty  years  later  that  from  the  assortment  of  con- 


ditions comprising  giant  cell  tumor  were  separated 
numerous  different  entities  all  histologically  having 
giant  cells  in  common.  Between  1940  and  1950 
pigmented  villonodular  synovitis,  benign  chon- 
droblastoma, nonosteogenic  fibroma,  and  aneurys- 
mal bone  cyst  were  separated,  named,  and  de- i 
scribed.9 

This  trend  has  progressed  to  the  point  where  today  i 1 
some  consider  the  only  true  giant-cell  tumor  to  be  the  j ! 
malignant  variety,  the  benign  form  being  simply  a | 
reactive  bone  change.9 

Aneurysmal  bone  cyst  differs  significantly  from  J 
giant-cell  tumor  not  only  in  its  histologic  appearance  I 
but  also  in  its  clinical  presentation.  The  populatior  J 
affected,  malignant  potential,  and  areas  involved  | 
differ.  Histologically  the  giant  cells  seen  in  aneu  ; 
rysmal  bone  cysts  tend  to  be  small  with  compara 
tively  smaller  nuclei  than  those  seen  in  giant-cel 
tumor.3  Lichtenstein3  argues,  in  addition,  thai  j 
“collagenation  of  the  fibrous  connective  tissue  anc  j 
the  formation  of  abundant  osteoid  so  characterise 
of  aneurysmal  bone  cyst  is  not  seen  in  untreated  gian 
cell  tumor.” 

In  addition  to  the  diagnoses  mentioned  which  re  j 
semble  aneurysmal  bone  cyst  the  radiologic  differ  | 
ential  diagnosis  includes  osteolytic-osteogenic  sar  I 
coma,  fibrosarcoma,  simple  bone  cyst,  brown  tumo  j 
associated  with  hyperparathyroidism,  histiocytosi:  | 
X,  and  cavernous  hemangioma. 


,1 
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Final  diagnosis 

Aneurysmal  bone  cyst 
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The  following  is  reprinted  with  permission  from  JAMA, 
March  15,  1976 — Vol.  235,  No.  11,  pp.  1098  and  1099,  be- 
cause The  Journal  feels  Dr.  Whipple  was  such  an  out- 
standing physician  in  New  York  State  and  in  medical  his- 
tory. 

Dr  George  H.  Whipple, 

Nobel  Prize  winner,  dies 

George  Hoyt  Whipple,  MD,  97,  Nobel  laureate  and  first 
dean  and  professor  of  pathology  at  the  University  of 
Rochester  School  of  Dentistry  and  Medicine,  died  of 
pneumonia  on  Feb.  1. 

Born  on  Aug.  28,  1878,  in  Ashland,  NH,  Dr.  Whipple 
received  his  medical  degree  from  Johns  Hopkins  University 
School  of  Medicine  in  1905.  Remaining  at  his  alma  mater 
for  the  next  two  years,  he  served  as  assistant  in  pathology 
and  instructor.  In  1907  Dr.  Whipple  joined  the  staff  of  Bay 
View  Hospital  in  Baltimore  and  remained  there  until  1909, 
when  he  returned  to  Johns  Hopkins  as  associate  in  pa- 
thology. For  the  next  five  years  he  served  as  associate 
professor  and  resident  pathologist. 

In  1914  Dr.  Whipple  became  professor  of  research 
medicine  at  the  University  of  California  and  director  of  the 
Hooper  Foundation  for  medical  research  at  the  medical 
school.  From  1920  to  1921  he  served  as  dean  of  the  Cali- 
fornia School  of  Medicine. 

Returning  to  the  East  in  1921,  Dr.  Whipple  became  dean 
of  the  School  of  Medicine  and  Dentistry  of  the  University 
of  Rochester  and  remained  until  1955  when  he  became 
professor  of  pathology  emeritus. 


Among  his  many  awards  was  the  1934  Nobel  prize  in 
physiology  and  medicine  for  his  work  on  regeneration  of 
blood  in  anemia.  He  was  the  corecipient  of  the  award  with 
the  late  George  Richards  Minot,  MD,  and  William  Parry 
Murphy,  MD.  He  was  also  presented  the  Award  of  Merit 
of  the  American  College  of  Dentists,  the  Kovalenko  Medal 
of  the  National  Academy  of  Sciences  (1962),  and  the 
Gold-Headed  Cane  Award  of  the  American  Association  of 
Pathologists  and  Bacteriologists  (1961),  as  well  as  the 
Kober  Medal  of  Georgetown  University  (1939)  and  the 
Rochester  Civic  Medal  (1943). 

He  received  many  honorary  degrees.  Among  them  are 
the  honorary  degrees  presented  by  the  University  of  Cali- 
fornia, Tulane  University  (New  Orleans),  University  of 
Buffalo,  Johns  Hopkins  University,  Rochester  University, 
and  the  University  of  Glasgow.  He  also  received  an  hon- 
orary Doctor  of  Science  degree  from  the  University  of 
Colgate,  Wesleyan  University,  Trinity  College,  Western 
Reserve  University,  Yale  University,  and  the  University 
of  Chicago. 

Dr.  Whipple  was  active  in  many  organizations  and  served 
as  president  of  the  American  Association  of  Pathologists 
and  Bacteriologists  in  1929.  He  was  also  trustee  for  the 
Rockefeller  Foundation  from  1927  to  1943  and  a member 
of  the  board  of  scientific  directors  of  the  Rockefeller  In- 
stitute from  1936  to  1953. 

The  author  of  more  than  240  medical  articles  and  four 
scientific  books,  Dr.  Whipple  also  wrote  a nonmedical 
volume  about  an  old  friend  entitled  George  Eastman: 
Picture  Story  of  an  Outdoors  Man,  Camping,  Fishing,  and 
Hunting. 
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r.acn  capsule  contains  DU  mg. 
of  Dyrenium®  (triamterene,  SK&F) 
and  25  mg.  of  hydrochlorothiazide. 
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LOWERS  BLOOD  PRESSURE 

FOR  LONG-TERM  CONTROL 

OF  HYPERTENSION*  Serum  K+  and  BUN  should  be  checked  periodically.  (See  Warnings  Section.) 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR  The  fol- 
lowing is  a brief  summary. 


Warning 

This  fixed  combination  drug  is  not  indi- 
cated for  initial  therapy  of  edema  or  hyper- 
tension. Edema  or  hypertension  requires 
therapy  titrated  to  the  individual  patient.  If 
the  fixed  combination  represents  the  dosage 
so  determined,  its  use  may  be  more  convenient 
in  patient  management.  The  treatment  of 
hypertension  and  edema  is  not  static,  but 
must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


* Indications:  Edema  That  associated  with  con- 
gestive heart  failure,  cirrhosis  of  the  liver,  the 
nephrotic  syndrome;  steroid-induced  and  idio- 
pathic edema;  edema  resistant  to  other  diuretic 
therapy.  Mild  to  moderate  hypertension  Useful- 
ness of  the  triamterene  component  is  limited  to 
its  potassium-sparing  effect. 

Contraindications:  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component. 
Continued  use  in  progressive  renal  or  nepatic 
dysfunction  or  developing  hyperkalemia. 
Warnings:  Do  not  use  dietary  potassium  supple- 
ments or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without 
ulceration  Hyperkalemia  (>5.4  mEq/L)  has 


been  reported  in  4%  of  patients  under  60  years, 
in  12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall.  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly, check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g.,  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potas- 
sium frequently —both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one,  recommended  dosage 
was  exceeded;  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  ‘Dyazide’  regularly  for  possible  blood 
dyscrasias,  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene, 
SK&F).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombo- 
cytopenia, altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemiaandgout, reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use 
with  antihypertensive  agents  may  result  in  ar 
additive  hypotensive  effect.  ‘Dyazide’  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness 
dizziness,  headache,  dry  mouth;  anaphylaxis 
rash,  urticaria,  photosensitivity,  purpura,  othei 
dermatological  conditions;  nausea  and  vomitinj 
(may  indicate  electrolyte  imbalance),  diarrhea 
constipation,  other  gastrointestinal  disturbances 
Necrotizing  vasculitis,  paresthesias,  icterus 
pancreatitis,  xanthopsia  and,  rarely,  allergi' 
pneumonitis  have  occurred  with  thiazides  alone 
Supplied:  Bottles  of  100  capsules;  in  Single  Uni 
Packages  of  100  (intended  for  institutional  us 
only). 
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QUESTION  199.  Lead  II  taken  during  carotid  sinus  massage.  What  is  the  interpretation? 


QUESTION  200.  What  is  the  diagnosis?  The  patient  was  a sixty-year-old  man  admitted  to  the  hospital  with  severe 
congestive  failure.  The  upper  tracing  was  obtained  on  admission.  The  lower  tracing  was  obtained  one  week  later  when 
his  failure  improved. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  199.  The  first  four  QRS  complexes 
are  almost  regular  at  a rate  of  150  per  minute.  With 
carotid  massage,  there  is  marked  slowing  of  the 
ventricular  rate.  Distinct  flutter  waves  can  be  seen. 
Following  cessation  of  massage,  the  ventricular  rate 
speeds  up  to  a rate  of  150  per  minute  for  the  last  four 
beats. 

This  response  to  carotid  massage  is  characteristic 
of  flutter  with  transient  slowing  of  the  ventricular 
rate.  The  diagnosis  of  atrial  flutter  can  readily  be 
made  from  the  clear  demonstration  of  flutter  waves 


during  ventricular  slowing.  In  this  patient,  the  di- 
agnosis of  flutter  was  not  apparent  when  the  rate  was 
rapid. 

Question  200.  In  the  top  tracing  the  rhythm  is 
regular  sinus  rhythm  with  a rate  of  57  beats  per 
minute.  The  P-R  interval  is  0.20  second.  The  QRS 
duration  is  0.21  second.  The  configuration  is  that 
of  left  bundle  branch  block  with  no  visible  septal  Q 
wave  in  lead  I or  V6.  This  marked  widening  of  the 
QRS  is  an  unusual  prolongation,  since  left  bundle 
branch  block  characteristically  has  a QRS  duration 
of  0.12  to  0.14  second.  The  patient’s  follow-up 
tracing  (lower)  shows  left  bundle  branch  block  with 
a QRS  duration  of  only  0.13  second.  The  improved 
ventricular  conduction  suggests  better  myocardial 
oxygenation.  The  first  beat  in  Vi  (lower  tracing)  is 
either  a late  ventricular  extrasystole  or  a conducted 
beat  showing  right  bundle  branch  block. 


Anesthesia  for  surgery 
is  American  discovery 

A unique  and  highly  important  American  contribution 
to  medicine  was  the  first  use  of  ether  as  an  anesthetic  for 
surgery. 

Prior  to  the  1840s  surgery  and  dentistry  were  grim  af- 
fairs. There  was  no  dependable  means  of  relieving  pain 
during  the  operation.  A stiff  drink  of  strong  alcoholic 
beverage  was  the  surgeon’s  major  anesthetic,  and  this  did 
not  actually  prevent  pain.  The  surgeon  had  to  learn  to 
work  very  fast  to  get  it  over  with  before  the  patient  suc- 
cumbed to  shock  or  loss  of  blood,  while  his  patient  was 
strapped  to  the  operating  table.  Surgery  was  a last  resort, 
to  be  avoided  if  at  all  possible. 

A young  Georgia  physician,  Crawford  W.  Long  of  Jef- 
ferson, Ga.,  was  the  first  man  to  use  ether  for  surgical  an- 
esthesia other  than  a dental  procedure.  On  March  30, 
1842,  Dr.  Long  used  ether  to  remove  two  small  tumors  from 
the  neck  of  a friend.  The  operation  was  successful  and  the 
patient  suffered  no  pain. 

Other  pioneering  work  was  underway  in  New  Flngland, 
and  a report  appeared  in  a Boston  journal  in  1846.  The 
published  report  was  promptly  attacked  as  “quackery”  and 
a lively  exchange  in  the  medical  literature  ensued  for  a time 
until  the  value  of  ether  as  an  anesthetic  was  proved  to  the 
satisfaction  of  the  medical  community  of  the  day. 

One  of  the  New  Englanders  who  did  the  first  experi- 
ments with  ether,  Dr.  W.  T.  G.  Morton,  gave  up  his  dental 
practice  to  devote  full  time  to  anesthesia,  and  is  most  likely 
the  first  professional  anesthetist  in  American  medicine. 

From  America  the  news  spread  to  Europe  in  1846  and 
the  European  surgeons  were  quick  to  take  up  the  use  of 


ether.  Dr.  Long  early  in  his  work  began  using  ether  to  re- 
lieve the  pains  of  childbirth.  This  precipitated  a moral 
argument  from  clergymen  and  many  physicians  that 
childbirth  pains  were  something  that  should  be  endured, 
but  this  eventually  passed. 

Oddly,  ether  first  came  to  the  attention  of  medical  men 
through  its  use  by  sideshow  entertainers.  These  men 
traveled  about  the  country  giving  demonstrations  by 
having  men  in  the  audience  inhale  ether  and  become 
pleasantly  drunk.  Ether  parties  became  the  vogue  among 
young  persons,  who  inhaled  the  substance  at  parties. 
Probably  its  first  use  as  an  anesthetic  was  in  January,  1842, 
for  a tooth  extraction  in  Rochester,  N.Y.,  when  a young 
chemist  who  had  been  to  some  of  the  parties  administered 
ether  to  a young  woman  dental  patient. 

It  was  after  a public  demonstration  that  Dr.  Long  got  the 
idea  of  administering  ether  to  a patient  to  operate  without 
pain.  Dr.  Long  had  witnessed  ether  parties  while  a medical 
student  at  the  University  of  Pennsylvania. 

It  was  Dr.  Oliver  Wendell  Holmes  who  suggested  the 
name  “anesthesia”  for  the  pain-free  condition  and  “anes- 
thetic” for  the  substance  that  induced  anesthesia. 

At  the  founding  meeting  of  the  American  Medical  As- 
sociation in  Philadelphia  in  1848  the  subject  of  anesthesia 
was  prominent  on  the  scientific  program.  Physicians  from 
throughout  the  United  States  learned  of  the  discovery  at 
the  convention,  and  use  of  ether  spread  rapidly  thereafter. 
Some  surgeons  still  were  reluctant  to  use  ether  in  their 
operations,  but  the  Committee  on  Surgery  of  that  first 
AM  A meeting  declared  that  the  benefits  offset  the  risk, 
(prepared  by  the  American  Medical  Association) 
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Case  Reports 


Dry  Gangrene  of  Toes 

Managed  with  foam  rubber  boots  and 
ambulation 


GUSTAVE  STEINBERG,  M.D. 

New  York  City 

ROBERT  P.  EISINGER,  M.D. 

Piscataway,  New  Jersey 

Instructor  of  Clinical  Medicine,  New  York  University  School  of 
Medicine,  and  Chief,  Peripheral  Vascular  Disease  Section, 
Department  of  Medicine,  New  York  Veterans  Administration 
Hospital  (Dr.  Steinberg);  Professor  of  Medicine,  Rutgers  Medical 
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Conservative  management  by  ambulatory  treat- 
ment with  foam  rubber  boots  has  been  used  in  the 
management  of  patients  with  foot  ulcer,  tropho- 
neuropathic  bone  changes,  and  osteomyelitis.1'2 
The  philosophy  underlying  this  management  is  to 
combine  the  beneficial  circulatory  effects  of  ambu- 
lation and  the  alleviation  of  pressure  on  affected 
areas  in  addition  to  conservative  management. 

Use  of  this  technique  for  the  treatment  of  frank 
gangrene  is  presented.  Three  patients  are  re- 
ported in  whom  auto-amputation  of  severely  af- 
fected toes  with  complete  healing  was  achieved 
with  this  nonsurgical  therapy. 

Case  reports 

Case  1.  A sixty-two-year-old  diabetic  man  with 
five  years  of  bilateral  calf  claudication  brought  on 
by  walking  one  and  one-half  blocks  presented  su- 
perficial or  first-degree  gangrene  of  the  left  first 
and  right  fifth  toes  and  deep  or  third-degree  gan- 
grene of  the  distal  phalanges  of  the  right  fourth 
and  left  third  toes  (Fig.  I).3  He  had  mild  hyper- 
tension for  ten  years  and  congestive  heart  failure 
for  one  year.  Blood  urea  nitrogen  was  38  mg.  per 
100  ml.,  creatinine  was  3.5  mg.  per  100  ml.,  and  he- 
matocrit was  24.5.  An  arteriogram  demonstrated 
bilateral  superficial  femoral  artery  block  with  good 
distal  collateral  flow,  moderate  stenosis  at  the  ori- 
gin of  the  left  deep  femoral  artery,  and  minimal  lo- 
calized aneurysmal  dilatation  in  the  distal  left  su- 
perficial femoral  artery. 

Therapy  consisted  of  daily  application  of  sterile 


FIGURE  1.  Case  1.  First-degree  gangrene  of  left  first 
toe  and  right  fifth  toe,  and  third-degree  gangrene  of  distal 
phalanx  of  right  fourth  and  left  third  toes. 


dry  gauze  pads  between  the  toes,  sterile  4 by  4- 
inches  gauze  pads  placed  over  the  lesions  of  the 
feet,  and  wrapping  feet  and  legs  with  Kerlix  band- 
age to  below  the  knees.  The  patient  was  kept 
fully  ambulatory  with  the  use  of  foam  rubber 
boots  which  had  cutouts  under  the  gangrenous 
toes  to  prevent  pressure  on  these  lesions.  The  feet 
were  kept  totally  dry  during  treatment  to  prevent 
maceration  of  tissues  which  favors  infection  and 
wet  gangrene.  The  first-degree  gangrene  cleared 
in  approximately  three  and  one-half  months  (Fig. 
2A),  and  the  third-degree  gangrene  auto-amputat- 
ed after  seven  and  one-half  months  (Fig.  2B). 
Surgical  debridement  was  not  used  in  treatment. 
The  necrotic  areas  of  the  toes  were  not  removed 
but  were  permitted  to  extrude  as  these  involved 
areas  epithelialized.  Pain  requiring  analgesics 
only  appeared  when  the  necrotic  bone  was  sponta- 
neously separating,  and  pain  ceased  when  the  dead 
bone  was  severed.  The  patient  has  been  followed 
for  three  years  and  has  shown  no  recurrence  of 
gangrene  in  any  of  the  toes  (Fig.  3).  Claudication 
has  also  improved. 

Case  2.  A fifty-five-year-old  black  man  had  ar- 
teriosclerotic heart  disease,  diabetes  mellitus,  and 
renal  insufficiency  secondary  to  diabetic  glomeru- 
losclerosis. He  had  been  on  chronic  hemodialysis 
three  times  a week  for  eighteen  months.  As  a con- 
sequence of  an  ingrown  toenail  he  developed  cellu- 
litis followed  by  gangrene  of  the  left  great  toe.  In- 
fection was  controlled  with  broad-spectrum  antibi- 
otics, and  the  gangrene  remained  dry  (Fig.  4A). 
During  ambulatory  treatment  and  dialysis  three 
times  a week,  the  gangrene  progressed  to  mummi- 
fication (Fig.  4B)  and  finally  to  auto-amputation 
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FIGURE  2.  Case  1.  (A)  First-degree  gangrene  cleared  in  approximately  three  and  one-half  months.  (B)  Third-degree 
gangrene  auto-amputated  after  approximately  seven  and  one-half  months. 


FIGURE  3.  Case  1.  Approximately  three  years  later 
shows  no  recurrence  of  gangrene  in  any  toes. 


(Fig.  4C).  The  toe  was  treated  with  daily  change 
of  dry  sterile  dressings;  antibiotic  was  discontin- 
ued when  cellulitis  had  cleared.  He  was  then  hos- 


A 


FIGURE  4.  Case  2.  (A)  Beginning  of  gangrenous  lesion 
of  left  great  toe.  (B)  Progression  of  gangrene  eleven 
months  later.  (C)  Auto-amputation  of  proximal  phalanx  of 
left  great  toe  with  portion  of  tendon  at  amputation  site  as 
well  as  amputated  fragment,  fourteen  and  one-half  months 
after  appearance  of  gangrene. 


pitalized  to  treat  the  tendon  stump  (Fig.  4C) 
which  did  not  permit  the  amputation  site  to  heal 
completely.  Daily  hydrogen  peroxide  applications 
lysed  the  tendon  stump  over  a two-month  period 
and  healing  followed  (Fig.  5).  During  this  period 
the  patient  remained  fully  ambulatory  throughout 
treatment,  walking  with  foam  rubber  boots  with 
cutout  over  lesion,  and  had  his  dry  dressings 
changed  daily.  The  stump  remained  completely 
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FIGURE  5.  Case  2.  Healed  stump  lateral  view  sixteen 
and  one-half  months  after  appearance  of  gangrene. 


healed  after  ten  months  of  followup;  and  the  pa- 
tient has  continued  hemodialysis  three  times  a 
week  on  an  outpatient  basis. 

Case  3.  A fifty-three-year-old  Caucasian  male 
diabetic  developed  gangrene  of  the  right  foot 
which  led  to  a right  above-knee  amputation. 
After  peripheral  angiography,  he  developed  occlu- 
sion of  the  distal  aorta  near  the  bifurcation,  and  an 
emergency  bilateral  femoral  endarterectomy  was 
performed  with  good  recovery.  He  then  devel- 
oped an  infected  left  great  toe  followed  by  gan- 
grene (Fig.  6).  The  lesion  was  kept  dry  and  sterile 
dressings  were  applied  daily  between  web  of  great 
toe  and  second  toe  with  sterile  4 by  4-inches  gauze 
over  gangrenous  lesion  and  wrapping  of  the  foot 
and  leg  with  Kerlix  bandage.  In  addition,  a stock- 
ing of  tubular  gauze  extending  to  below  the  knee 
was  used.  He  wore  a foam  rubber  boot  with  cut- 
outs over  the  lesion  while  in  a wheelchair.  When 
the  infection  cleared,  the  systemic  antibiotics  were 
discontinued  and  he  ambulated  with  crutches 
using  a right-extremity  prosthesis  and  foam  rub- 
ber boot  for  the  left  foot.  The  infection  re- 
i sponded  to  systemic  antibiotic  therapy,  and  the 
gangrenous  toe  auto-amputated  (Figs.  7A  and  B). 
Sixteen  months  after  auto-amputation  the  stump 
remained  well  healed  (Fig.  7C). 

Comment 

The  3 patients  with  peripheral  vascular  disease 
complications  of  diabetes  mellitus  are  examples  of 
the  successful  treatment  of  the  end-stage  of  vascu- 
lar occlusive  disease,  namely  gangrene,  by  conser- 
vative management  and  ambulation  with  foam 
rubber  boots.  The  cellulitis  associated  with  gan- 
grene in  Cases  2 and  3 responded  to  appropriate 
systemic  antibiotics.  The  importance  of  keeping 
the  involved  area  totally  dry  during  treatment  to 
prevent  maceration  of  tissues,  which  predisposes 
to  infection  and  wet  gangrene,  was  adhered  to 
scrupulously.  The  scaling  and  dryness  of  skin  re- 


FIGURE  6.  Case  3.  Gangrene  of  left  great  toe. 


suiting  from  lack  of  moistening  the  skin  for  eight 
to  fourteen  months  probably  acted  as  a bacterici- 
dal dressing  by  virtue  of  the  fatty  acids  in  the  oil  of 
the  skin  which  have  been  shown  to  be  bacterici- 
dal.4,5 A mechanical  barrier  is  provided  by  the 
skin  with  contaminating  organisms  constantly 
being  removed  by  desquamation.4  The  added 
protection  of  using  daily  application  of  sterile  4 by 
4-inches  gauze  over  the  lesions,  wrapping  the  feet 
and  legs  to  below  the  knee  with  Kerlix  bandage, 
and  wearing  stockings  of  tubular  gauze  were  aids 
in  preventing  abrasion  and  infection  of  ischemic 
tissue. 

With  the  new  modalities  of  therapy,  such  as  re- 
constructive vascular  surgery,  freezing  the  gangre- 
nous extremity,  and  conservative  management 
with  foam  rubber  boot,  a more  precise  classifica- 
tion of  dry  gangrene  was  formulated  by  one  of  the 
authors  to  describe  the  initial  situation  and  effect 
of  therapy.3,6-8  The  anatomic  classification  rec- 
ommended is  first-degree  gangrene  connoting  skin 
involvement  only,  second-degree  gangrene  includ- 
ing skin  and  soft  tissues,  and  third-degree  gan- 
grene comprising  skin,  soft  tissue,  and  bone.  This 
nomenclature  is  modified  depending  on  the  pres- 
ence of  pain.  One  would  speak  of  first-degree, 
second-degree,  or  third-degree  gangrene  with  or 
without  pain.  With  a classification  such  as  this, 
initial  staging  and  evaluation  of  therapy  could  be 
on  a uniform  basis. 

Pain  occurred  only  during  certain  periods  of  the 
auto-amputation.  The  pain  associated  with  infec- 
tion cleared  with  the  use  of  broad-spectrum  anti- 
biotic therapy.  Pain  also  occurred  during  the  pe- 
riod of  fracture  and  separation  of  bone  with  its 
gangrenous  fragments  from  the  stump  categorized 
as  third-degree  gangrene.3  This  stage  of  classifi- 
cation is  aided  by  the  x-ray  findings  of  fracture  of 
bone  at  the  site  of  auto-amputation.  The  pain 
lasted  four  days  to  a week  and  required  analgesics. 
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continuity  was  no  longer  present.  Total  healing  of 
the  stump  was  hindered  by  the  residual  segment  of 
tendon  attached  to  the  stump.  It  took  from  one  to 
three  months  for  tendon  to  lyse  with  daily  applica- 
tion of  hydrogen  peroxide,  and  when  this  occurred 
the  stump  healed  totally. 

The  local  therapy  as  described  is  at  variance 
with  the  conservative  management  advocated  as 
standard  treatment.9  Walking  has  been  recom- 
mended to  develop  collateral  circulation,  in  addi- 
tion to  the  medical  regimen  of  oscillating  bed,  re- 
flex heat,  abstinence  from  tobacco,  antimicrobial 
ointment,  bandages,  the  release  of  vasospasm,  and 
the  treatment  of  associated  conditions.10  How- 
ever, where  multiple  therapeutic  measures  are  em- 
ployed, credit  for  improvement  cannot  be  attrib- 
uted to  one  therapeutic  measure  alone.10  We  con- 
tend that  ambulation  was  essential  to  the  success 
and  favorable  results  obtained  with  these  patients. 
The  foam  rubber  boot  therapy  with  cutout  over 
the  lesion  enables  the  patient  to  ambulate,  which 
consequently  increases  collateral  blood  supply. 
The  pump  action  of  the  calf  muscles  during  ambu- 
lation aids  in  venous  return  and  lowering  venous 
pressure.  This  in  turn  enables  increased  pressure 
head  of  hydrostatic  standing  pressure  to  increase 
perfusion.11  Ambulation  may  also  aid  in  dissipa- 
tion of  edema  and  cryptic  edema,  as  well  as  caus- 
ing a positive  calcium  and  nitrogen  balance  which 
lessens  osteoporosis.  The  spring-like  construction 
of  the  porous  foam  rubber,  with  its  natural  resil- 
iency, removes  pressure  from  the  afflicted  area 
during  ambulation  as  well  as  prevents  further 
pressure  necrosis  of  other  parts  of  the  foot.  In  ad- 
dition, the  boot  acts  as  a bumper,  preventing  fur- 
ther trauma.  Surgical  debridement  was  not  used 
in  treatment,  with  the  exception  of  cutting  the 
tendon  when  bone  continuity  was  severed  and  the 
tendon  would  not  auto-amputate,  thus  preventing 
total  healing  of  the  wound.  The  necrotic  areas  of 
the  toe  were  not  removed,  but  were  permitted  to 
extrude  as  these  involved  areas  epithelialized. 
Bland  dressings,  topical  application  of  antibiotics, 
and  enzymatic  debridement  were  not  used,  since 
we  believe  that  they  may  contribute  to  further 
devitalization  of  tissue  by  causing  maceration  and 
change  of  local  bacterial  flora  which  favor  infec- 
tion.9 Close  observation  in  a hospital  environ- 
ment has  enabled  us  to  study  the  natural  healing 
of  dry  gangrene  and  treat  early  infection  about  the 
gangrenous  tissue,  preventing  further  spread  of 
gangrene.  In  our  experience,  the  same  program 
has  been  ineffective  in  several  instances  when  car- 
ried out  on  an  outpatient  basis  which  led  to  surgi- 
cal amputation.  Diabetic  patients  on  hemodialy- 
sis are  a special  subgroup  with  unusual  vascular 
vulnerability.  Successful  nonsurgical  manage- 
ment of  peripheral  gangrene  in  such  patients  is 
thus  particularly  gratifying.  This  method  of  con- 
servative management  of  gangrene  of  the  toes 


FIGURE  7.  Case  3.  (A)  Auto-amputation  of  left  great  toe 
eight  months  later.  (B)  Gangrenous  segment  of  left  great 
toe  eight  months  later.  (C)  Approximately  sixteen  months 
after  auto-amputation  of  left  great  toe. 

Pain  was  thought  to  be  due  to  the  stretching  and 
twisting  of  periosteum  during  the  separation  of 
gangrenous  fragment  from  the  stump.  It  was 
quite  noteworthy  that  pain  cleared  when  bone 
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should  be  considered  before  amputation  is  con- 
templated. 

Summary 

Three  diabetic  patients  auto-amputated  dry 
gangrenous  lesions  of  the  toes  during  conservative 
management  with  foam  rubber  boots  and  ambula- 
tion. One  patient  had  first-  and  third-degree  gan- 
grene of  toes3;  another  had  chronic  renal  insuffi- 
ciency secondary  to  diabetic  glomerulosclerosis 
and  was  treated  with  hemodialysis.  The  third  pa- 
tient had  an  above-knee  amputation  on  the  right 
and  gangrene  of  the  left  large  toe.  Conservative 
management  with  ambulatory  treatment  with 
foam  rubber  boots  has  greatly  improved  the  prog- 
nosis of  dry  gangrene  of  the  toes. 
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Link  between  oxygen  therapy, 
blindness  in  premature  infants 
still  a major  problem:  AAP 

The  use  of  even  the  most  carefully-monitored  oxygen 
I therapy  to  prevent  brain  damage  in  premature  infants  still 
[carries  a risk  of  causing  blindness,  according  to  a special 
[supplement  to  the  April  issue  of  Pediatrics,  the  monthly 
[scientific  journal  of  the  American  Academy  of  Pediat- 
rics. 

The  supplement — titled  “History  of  Oxygen  Therapy 
and  Retrolental  Fibroplasia" — was  researched  and  written 
by  members  of  the  Academy’s  Committee  on  Fetus  and 
Newborn,  and  pediatric  and  ophthalmologic  consultants. 
Retrolental  Fibroplasia  (RLF)  is  a scarring  of  the  eye’s 
retina  resulting  from  changes  in  the  blood  vessels  of  the 
retina,  causing  permanent  blindness  in  some  cases.  The 
supplement  discussed  the  history  of  oxygen  therapy  for 
premature  infants,  and  chronicled  the  research  which 
pventually  led  to  the  discovery  of  the  link  between  oxygen 
therapy  and  RLF. 

Oxygen  was  first  used  to  aid  premature  infants  as  early 

I as  1780,  the  supplement  reported,  and  as  late  as  1948 
‘belief  in  the  value  of  oxygen  therapy  was  universal”  in  the 
medical  community.  Oxygen  was,  and  still  is.  believed  to 
oe  needed  by  premature  infants  with  respiratory  problems, 
and  to  prevent  permanent  nervous  system  damage  caused 
ay  a lack  of  oxygen  to  the  brain. 

Meanwhile,  the  supplement  said,  the  first  cases  of  RLF 
aegan  to  be  noticed  in  the  1940s.  During  the  late  1940s  and 
iarly  1950s,  many  possible  causes  for  the  condition  were 
idvanced  by  researchers,  but  none  was  confirmed.  Finally, 
;everal  controlled,  clinical  studies  of  the  relationship  be- 
ween  oxygen  therapy  and  RLF,  published  in  1952,  1954, 
ind  1956,  indicated  that  excessive  use  of  oxygen  was  a 
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major  factor  in  the  development  of  RLF  in  premature  in- 
fants. 

Prior  to  these  studies,  the  supplement  said,  “the  avail- 
able clinical  evidence  was  insufficient  to  justify  abandoning 
the  established  practice  based  on  the  evidence  that  added 
oxygen  was  considered  both  life-saving  and  a preventative 
of  brain  damage.  Indeed,  a physician  who  deviated  from 
these  practices  might  have,  in  the  context  of  the  times,  run 
the  risk  of  causing  brain  damage  or  death  in  his  infant 
patient.” 

Today,  twenty  years  after  the  definitive  studies  linking 
oxygen  and  RLF,  “the  problem  of  oxygen  therapy  for 
premature  infants  is  far  from  being  solved,”  the  supple- 
ment said.  “There  appears  to  be  no  concentration  of 
oxygen  in  excess  of  that  in  air  that  is  not  associated  with 
the  risk  of  developing  RLF. 

“Oxygen  therapy  for  premature  infants  now  presents  one 
of  those  problems  of  balanced  risks  which  are  common 
throughout  the  practice  of  medicine,”  the  statement  con- 
tinued. “However,  here  the  balance  lies  not  between  tol- 
erable alternatives,  but  rather  between  two  catastrophic 
end  points:  death  or  brain  damage  from  too  little  oxygen 
or  blindness  from  too  much  oxygen.  This  then  is  the  di- 
lemma faced  by  the  physician  treating  the  high-risk,  im- 
mature infant.  Is  the  price  of  intact  survival  the  risk  of 
blindness?  Because  present  technology  offers  no  safe  path 
between  these  two  extremes,  the  physician  must  use  his 
best  clinical  judgment.” 

The  supplement  urged  continued  investigation  of  the 
oxygen-RLF  dilemma,  saying  “there  is  no  way  to  arrive  at 
any  . . . solutions  (to  the  question)  other  than  through  re- 
search.” 

The  supplement  was  edited  by  L.  Stanley  James,  M.D., 
chairman  of  the  AAP  Committee  on  Fetus  and  Newborn, 
and  Jonathan  T.  Lanman,  M.D.,  a consultant  to  the  Na- 
tional Institute  of  Child  Health  and  Human  Development. 
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NBTE  (Nonbacterial  thrombotic  endocarditis)  in 
the  pediatric  age  group  and  most  particularly  in 
the  neonate  is  little  appreciated.1-6  Bacterial  en- 
docarditis in  this  same  age  group  is  likewise  con- 
sidered unusual.7-10 

The  lesion  of  NBTE  is  clinically  silent,  and  the 
manifestation  of  its  presence  may  only  be  noted  by 
embolization.  It  has  been  demonstrated  that 
NBTE  is  a focus  for  the  superimposition  of  bacte- 
rial endocarditis.11,12 

We  are  reporting  a case  of  NBTE  in  a newborn 
as  well  as  a case  of  valvular  hematoma  or  blood 
cysts.  Our  purpose  is  to  bring  to  the  attention  of 
pediatricians  the  entity  of  NBTE,  its  clinical  sig- 
nificance, and  also  to  discuss  the  possible  relation- 
ship of  these  two  lesions. 

Case  reports 

Case  J.  A 2,000-Gm.  baby  boy  was  born  to  a 
eighteen-year-old  primigravida  nonclinic  mother 
who,  following  an  epileptiform  seizure  on  the  out- 
side, was  brought  to  the  hospital  by  police  and  de- 
livered the  same  day.  Estimated  length  of  gesta- 
tion was  thirty-four  to  thirty-six  weeks. 

On  admission,  the  mother’s  blood  pressure  was 
140/90  mm.  Hg.  The  urine  revealed  3 plus  albu- 
min. There  was  a 1 plus  pitting  edema  of  the  legs. 
There  was  good  uterine  contraction,  and  fetal 
heart  sounds  varied  from  110  to  130  per  minute. 


In  the  hospital  she  experienced  a second  general- 
ized convulsion.  After  four  hours,  there  were 
signs  of  intrauterine  distress,  and  the  blood  pres- 
sure rose  to  170/110  mm.  Hg.  Treatment  with 
phenobarbital  and  magnesium  sulfate  was  insti- 
tuted. A cesarean  section,  after  treatment  with 
oxytocin  (Pitocin),  was  performed  for  the  diagno- 
sis of  eclampsia,  failure  to  progress  in  labor,  and 
fetal  distress.  The  baby  was  delivered  by  low-seg- 
ment cesarean  section,  with  an  Agpar  score  of  8 at 
one  minute  and  10  at  five  minutes.  On  admission 
to  nursery,  the  baby  had  a rectal  temperature  of 
97°F.;  moderately  severe  respiratory  distress,  a 
Silverman  score  of  5,  and  slight  cyanosis  were 
noted.  At  three  hours  blood  gases  revealed  a pH 
of  7.25  and  carbon  dioxide  pressure  at  44;  after 
oxygen  at  eight  hours  pH  was  7.17,  and  carbon 
dioxide  pressure  was  43. 

At  fourteen  hours,  the  baby  was  hypotonic,  cya- 
notic, and  bradycardic.  The  baby  was  intubated, 
and  mechanical  ventilation  was  started;  the  pH 
rose  to  7.41  and  carbon  dioxide  pressure  to  50.  At 
twenty-two  hours  left  tension  pneumothorax  was 
noted  and  treated  with  chest  tube  and  antibiotics. 
Follow-up  x-ray  films  revealed  reexpansion.  On 
the  fifth  day  the  chest  tube  was  removed;  the  baby 
had  been  given  nothing  by  mouth.  On  the  tenth 
and  eleventh  day,  attempts  were  made  to  wean  the 
baby  off  the  respiratory  machine.  The  state  of 
nutrition  was  poor  in  spite  of  intravenous  and  na- 
sogastric feedings.  At  fourteen  days,  chest  films 
revealed  bilateral  fluffy  infiltrates;  he  was  re- 
started on  antibiotics,  which  had  been  discontin- 
ued at  age  of  ten  days.  Because  of  the  chest  films, 
hepatomegaly,  and  electrocardiogram  evidence  of 
left  ventricular  strain,  digitalization  was  entertain- 
ed, but  the  patient  expired  on  the  fifteenth  day. 

Pertinent  laboratory  finding.  Pertinent  labo- 
ratory findings  included  a 1 plus  albuminuria  on 
the  twelfth  day.  Hematocrit  was  38  on  the  eighth 
day,  but  with  three  transfusions  it  rose  to  44  on 
the  thirteenth  day.  Blood  urea  nitrogen  rose  to  39 
on  the  fifteenth  day. 

Pertinent  gross  postmortem  findings.  The 
body  was  that  of  a full-term  male  child  weighing 
2,000  Gm.,  and  its  overall  length  was  45  cm.  The 
heart  weighed  20  Gm.,  and  the  tricuspid  and  mi- 
tral valves  revealed  single  tawny  vegetations  in 
their  greatest  diameters,  3 and  4 mm.  respectively. 
These  vegetations  on  the  atrial  surfaces  were  fria- 
ble and  polypoid,  adherent  to  the  valvular  sufaces, 
and  soft  to  palpation  (Fig.  1).  There  was  no  evi- 
dence of  congenital  valvular  deformities  or  scar- 
ring. 

The  combined  weight  of  the  lungs  was  98  Gm. 
Marked  fibrinous  adhesions  were  noted  between 
the  layers  of  the  pleura  on  the  left  side  on  all  sur- 
faces; dissection  was  not  difficult,  but  could  be 
easily  separated  or  torn.  The  left  lung  was  dark 
red-brown,  very  poorly  aerated,  and  rubbery  firm 
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FIGURE  1.  Case  1.  (A)  Mitral  valve.  Pointer  indicates  verruca  on  atrial  surface  above  free  edge.  (B)  Tricuspid  valve. 
Pointer  indicates  projecting  polypoid  verrucal  lesion  adherent  to  atrial  surface. 


to  palpation.  Section  revealed  consolidation  with 
small,  soft,  almost  cavitating  foci  of  up  to  1 cm.  ar- 
ranged in  a focal  fashion  on  a dark  red-hrown  pa- 
renchyma. The  right  lung  presented  no  pleurisy, 
but  its  gross  architecture  was  similar  to  the  left 
lung. 

The  trachea  presented  marked  congestion  of  the 
mucosa  with  a focal  erosion  of  5 mm.  in  diameter 
on  the  posterior  surface. 

The  liver  weighed  170  Gm.  The  lower  pole  of 
the  left  lobe  presented  a wedge-shaped  area  of  yel- 
low discoloration  2.5  by  2 cm.  with  an  anteroposte- 
rior depth  of  1.8  cm.  This  area  was  surrounded  by 
a narrow  rim  of  hemorrhagic  congestion.  The  re- 
mainder of  the  liver  parenchyma  revealed  conges- 
tion (Fig.  2). 

The  kidneys  weighed  39  Gm.  The  pertinent 
finding  was  a wedge-shaped  infarct  in  the  lower 
pole  of  the  left  kidney  1 by  0.5  by  0.5  cm. 

Pertinent  microscopic  findings.  The  verrucous 


lesions  of  the  heart  presented  small  mounds  of  fi- 
brin. The  tricuspid  lesion  was  covered  by  valvular 
endothelium.  The  mitral  lesion  failed  to  show 
this  endothelialization,  and  to  its  free  edge  were 
attached  enmeshed  platelets,  hemolyzed  red  blood 
cells,  and  leukocytes.  Fibrin  of  verruca  was  noted 
beneath  the  surface  of  the  valves.  At  the  base  of 
the  valve  there  was  noted  inflammatory  cells  in 
clusters,  as  well  as  alteration  of  valvular  collagen 
with  an  increase  of  fixed  cellular  elements  (Fig.  3). 
Special  studies  of  the  sections  of  verrucae  failed  to 
reveal  fungus  or  bacteria. 

There  was  marked  evidence  of  acute  bronchitis 
and  bronchiolitis  in  the  lungs;  in  addition,  foci  of 
abscess  formation  were  noted  bilaterally.  There 
was  also  noted  foci  of  candidiasis  with  granuloma- 
tous reaction.  The  left  lung  revealed  patchy  at- 
electasis. The  left  pleura  showed  thickening  with 
evidence  of  chronic  inflammatory  cell  infiltrate. 

The  trachea  revealed  focal  ulceration  with 


FIGURE  2.  Case  1.  (A)  Liver.  At  right  is  noted  triangular  white  zone  of  infarction.  (B)  Occluded  artery  by  embolus 
from  heart  valve  vegetation  with  histologic  features  identical  to  those  in  Figure  3B. 
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FIGURE  3.  Case  1.  (A)  Tricuspid  valve.  Arrows  indi- 

cate endothelial  surface  of  valve  continuous  over  project- 
ing verruca.  V indicates  site  of  platelets  and  fibrin. 
There  is  older  condensed  fibrin  to  lower  left  of  verruca. 
(B)  Mitral  valve.  Two  short  arrows  indicate  endothelial 
surface  of  valve.  Increased  cellularity  in  valve  substance 
at  base  of  verruca  indicated  by  C.  Change  in  collagen  of 
valve  noted  adjacent  to  C.  Fibrin  and  platelet  aggregates 
noted  by  V. 

underlying  inflammatory  cell  infiltrate. 

The  liver  revealed  a focal  infarction  and  showed 
a vessel  occluded  with  embolus  histologically  re- 
sembling the  vegetations  of  the  mitral  valve  (Fig. 
2B). 

The  left  kidney  revealed  a bland  infarct  with  an 
occluded  vessel  containing  an  embolus  histologi- 
cally resembling  the  vegetations  of  the  mitral 
valve. 

Case  2.  A nineteen-year-old  female,  para  0-0- 
0-0,  was  admitted  because  of  premature  rupture  of 
membranes.  She  was  admitted  on  October  28, 
1973,  with  expected  delivery  cesarean  on  Novem- 
ber 3,  1973.  Her  blood  pressure  on  admission  was 
140/90  mm.  Hg,  which  rose  to  160/110  mm.  Hg, 
and  edema  of  lower  extremities  was  noted.  She 
had  been  experiencing  moderate  contractions 
every  ten  minutes  for  several  hours  at  home. 
Fetal  heart  sounds  were  noted  on  admission  at  a 
rate  of  140  per  minute,  with  no  albuminuria  noted. 
She  was  treated  for  preeclampsia.  Eight  hours 
after  admission,  because  fetal  heart  sounds  be- 
came inaudible  and  labor  was  not  progressing,  a 
low  Simpson’s  forceps  application  was  carried  out 
with  delivery  of  a stillborn  male  child. 

The  pert  inent  gross  autopsy  findings  noted  were 


that  of  a 3,500  Gm.  full-term  male  child  with 
crown-to-heel  length  of  48  cm.  The  heart  revealed 
on  the  mitral  valve  2 valvular  hematomas  of  2-  and 
3-mm.  diameters.  The  tricuspid  valve  revealed 
one  such  hematoma. 

Microscopic  examination  revealed  subvalvular 
hematomas  with  valvular  endothelial  covering. 

Comment 

The  rarity  of  endocarditis  in  infancy,  particular- 
ly in  the  neonatal  period,  is  evidenced  by  the  pau- 
city of  cases  reported  in  the  literature  and,  more 
noteworthy,  its  virtual  absence  in  textbooks  of  pe- 
diatrics and  pathology. 

The  cases  reported  in  the  literature  to  1962  have 
been  documented  by  Kunstadter  and  Kaltenek- 
ker.2  These  authors  quote  McCauley,  who  gath- 
ered 92  cases  from  the  world  literature,  and  added 
14  cases  of  his  own  in  a thirty-year  period.  The 
histologic  picture  in  many  of  these  106  cases  was 
incomplete  or  lacking,  and  the  type  of  endocardi- 
tis, therefore,  could  not  be  determined.  In  a re- 
view of  the  possible  cause,  McCauley  determined 
that  infant  and  maternal  infections  were  the  most 
likely  causes  of  the  endocarditis.  In  subsequent 
cases  reported  by  Sebek,13  Lewis,14,  Groh,15  and 
Stoppelman  and  Hartog,16  all  indicate  that  verru- 
cous lesions  were  either  bacterial,  or  other  foci  of 
sepsis  were  noted,  which  led  the  authors  to  assume 
bacterial  infection  as  the  cause  of  the  endocarditis. 
In  the  case  of  Kunstadter  and  Kaltenekker,2  al- 
though the  maternal  history  is  suggestive  of  a pre- 
natal infection,  the  histologic  findings  of  the  in- 
fant’s cardiac  lesion  were  not  even  suggestive  of 
bacterial  infection. 

From  the  aforementioned,  the  literature 
suggests  that  many  cases  of  verrucous  endocardi- 
tis, particularly  in  the  neonate,  are  of  bacteriologic 
origin.  Such  assumptions  are  based  on  possible 
maternal  prenatal  infection  or  on  a focus  of  infec- 
tion in  the  child.  These  assumptions  are  in  reality 
of  a tenuous  nature. 

The  number  of  infections  in  the  pregnant 
woman  are  many.  However,  endocarditis  in  the 
neonate  is  a rarity,  as  reported.  It  has  been  the 
experience  of  clinician  and  pathologist  that  infec- 
tions in  the  neonate  are  not  necessarily  associated 
with  endocarditis. 

It  is  necessary  to  conclude  a different  indepen- 
dent factor  to  explain  the  bland  verrucous  vegeta- 
tion noted  in  the  first  case.  McDonald  in  1950* 
reported  the  third  case  of  a valvular  thrombotic 
vegetation  in  the  newborn;  the  first  2 cases  were 
those  of  Plaut  and  Sharnoff1 ' and  Plaut.18  In 
1964  Bonucci  and  de  Matteis19  reported  a similar 
case  in  a neonate,  and  in  1968  Oppenheimer  and 
Esterly4  reported  2 additional  cases  in  the  neo- 
nate. 

McDonald,3  in  an  attempt  to  explain  the  lesion 
he  reported,  suggested  that  the  vegetation  may 
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represent  a thrombus  forming  on  surface  irregular- 
| ities  in  relation  to  a valvular  hematoma,  or  as  a re- 
sult of  rupture  of  one  of  these  blood  cysts.  The 
details  of  such  interrelationships  are  given  in  fur- 
ther discussion  later.  Another  possible  explana- 
tion, McDonald  suggested,  was  that  the  lesion  is 
identical  with  the  exudative  verruca  described  by 
Allen  and  Sirota.20  A great  deal  of  work  on  these 
verrucous  vegetations,  both  experimentally  and  by 
postmortem  examination,  have  been  done  by  An- 
grist  and  coworkers.21*2 ‘ They  have  described  the 
fresh  lesion  as  containing  platelets  and  fibrin.  To 
the  fresh  lesions,  increments  of  platelets  are 
added,  which  finally  yield  a vegetation  in  its  final 
form  of  different  sizes.  They  also  noted  a cellular 
reaction  at  the  base  of  the  vegetation  which  paral- 
lels the  age  of  vegetation.  Further,  they  indicate 
that  the  platelets  of  the  circulating  blood  adhere 
to  valvular  collagen,  and  these  workers  were  able 
i to  demonstrate  collagen  changes  in  the  ground 
; substance.  Thus,  there  is  mechanism  for  verru- 
i cous  vegetation,  adequately  demonstrated  in 
adults,  to  explain  the  lesions  in  our  first  case. 

Of  greater  importance  is  the  possible  sequel  to 
these  vegetations.  These  workers  indicate  the 
relation  of  NBTE,  a term  introduced  by  Angrist, 
to  bacterial  endocarditis,  Lambl’s  excrescences, 
I “whiskers,”  valvular  deformities,  and  so  forth,  in 
adults.  The  exact  origin  of  NBTE  is  impossible  to 
pinpoint  clinically.  Its  manifestation  may  only  be 
i the  emboli  they  produce,  and  in  such  cases  the  le- 
i sion  may  be  suspected.  With  further  summation 
and  change  to  deformities  or  superimposition  of 
bacterial  endocarditis,  clinical  signs  appear.  It  is 
\ suggested  that  the  mechanism  in  adults  may  also 
be  operative  in  the  neonate  and  children.  Of 
equal  importance  is  the  experimental  work  of  An- 
grist et  al.  in  producing  these  lesions.  These  au- 
| thors  note  that  stress  is  a factor.27 

In  the  cases  we  have  described,  there  was  ample 
■ maternal  distress,  eclampsia,  as  well  as  fetal  dis- 
| tress.  The  nature  of  the  stress  involved  may  be 
» specific  infection,  sensitivity,  immunologic  mecha- 
- nism,  hormonal  changes,  and,  experimentally,11,28 
j by  exposure  to  cold  and  altitude.  Our  cases  fall 
into  this  broad  category.  The  length  of  time  of 

* the  stressful  situation,  the  magnitude  of  the  stress, 
i and  other  variables  are  probable  reasons  for  the 

lack  of  the  verrucous  NBTE  in  the  neonate  and  its 
1 appearance  in  adolescents  and  adults  with  greater 

* frequency.  Nevertheless,  its  existence  in  the  neo- 
natal period  as  noted  by  McDonald3  is  a fact.  Ad- 
ditional cases  of  this  lesion  in  this  age  group  have 
already  been  noted  and  are  of  importance;  a 

i stressful  situation  either  maternal  or  neonatal  was 
present  in  all. 

We  must  now  turn  our  attention  to  the  valvular 
hematoma,  our  second  case.  The  coexistence  of 
valvular  hematoma  with  valvular  verrucous  lesions 
have  been  demonstrated  by  Plaut  and  Sharnoff,1, 
Plaut,18  Bonucci  and  de  Matteis,19  Oppenheimer 


and  Esterly,4  and  Favara,  Franciosi,  and  Butter- 
field.29 The  number  of  accepted  documented 
cases  of  NBTE  in  the  neonate  are  limited,  and  of 
note  are  the  coexistence  of  blood  cysts,  valvular 
hematomas  and  cysts  of  Luschka,  in  them;  Mc- 
Donald3 as  well  as  Kunstadter  and  Kaltenekker2 
suggested  the  formation  of  bland  thrombi  on  sur- 
face irregularities  which  result  from  valvular  he- 
matoma. In  essence,  these  workers  seek  a site  of 
denuded  valvular  epithelium  as  a mechanism  for 
thrombus  formation.  However,  it  has  been  shown 
bv  Angrist  et  a/.23,30  that  deformity  of  the  valve 
with  change  in  collagen  and  attenuation  and  denu- 
dation of  endothelium  can  be  the  site  of  the  bland 
thrombus.  The  mechanism  of  the  irregularity  of 
the  valve  surface  is  important  and  necessary.  The 
hematoma,  or  the  stress  situation,  may  be  the 
mechanism.  The  exact  pathogenesis  of  the  valvu- 
lar hematoma  is  unknown,  but  it  is  also  of  interest 
to  note  that  in  all  the  cases  of  hematoma  noted 
previously  and  in  the  case  herein  reported,  stress 
was  an  important  factor. 

To  the  comment  offered  here  must  be  added  the 
role  of  congenital  valvular  malformation  as  a focus 
for  the  production  of  bacterial  endocarditis.  Such 
lesions  are  known  to  be  the  site  of  NBTE  and  sub- 
sequent bacterial  endocarditis,  or  the  bacterial  le- 
sion may  be  so  pronounced  as  to  mask  the  under- 
lying nonbacterial  lesion.  In  either  event,  congen- 
ital lesions  play  an  important  role  in  the  produc- 
tion of  endocarditis. 

It  is  not  the  purpose  of  this  report  to  indicate 
the  progression  of  NBTE  to  bacterial  endocarditis, 
for  that  has  already  been  done,  particularly  in 
adults.  The  same  mechanism  of  progression  of 
NBTE  to  bacterial  endocarditis,  as  indicated  by 
Angrist  and  Oka11  in  adults,  should  hold  true  for 
the  pediatric  age  group. 

Further  cases  of  neonatal  NBTE  should  be  ac- 
cumulated to  establish  its  relation  to  stress.  Re- 
cent reports  indicate  that  stress  provokes  platelet 
aggregation  on  the  endothelium,  and  may  prove  to 
be  a nidus  for  arteriosclerosis  or  may  clump  to  oc- 
clude a vessel.31  Such  stress  may  likewise  cause 
aggregates  on  the  valvular  endothelium  to  produce 
a verrucous  lesion.  The  work  reported  by  Haft 
and  quoted  by  Barnett31  has  been  with  exogenous 
catecholamines,  but  may  not  endogenous  catechol- 
amines released  by  the  stress  of  the  infant  and/or 
mother  as  reported  in  our  cases  be  an  equal  factor 
in  aggregating  platelets  to  the  valvular  endotheli- 
um? Further  work  along  these  lines  must  accu- 
mulate to  elucidate  this  interesting  possibility. 

A recent  report  by  Favara,  Franciosi,  and  But- 
terfield29 indicates  an  incidence  of  8.1  per  cent  of 
cardiac  valve  thrombosis  in  their  neonatal  autopsy 
experience.  These  authors  note  that  this  is  a rare 
disorder,  but  one  that  is  being  seen  more  frequent- 
ly. The  latter  fact  was  also  reported  by  Blanc.32 
All  cases  observed  by  these  authors  were  those  of 
severe  stress  and  eventual  demise,  but  it  is  empha- 
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sized  that  the  clinical  evidence  of  the  lesion  is  dif- 
ficult to  ascertain. 

In  an  effort  to  elucidate  the  pathogenesis  of  val- 
vular thrombosis,  these  authors  propose  hypoxia 
as  a cause  of  endothelial  damage  to  which  platelets 
adhere.  Such  adhesions  inflict  additional  damage 
to  endothelium,  with  subsequent  summation  of 
additional  platelets. 

It  becomes  obvious  that  stress  is  therefore  a 
causative  factor  for  endothelial  damage.  It  is  fur- 
ther noteworthy  that  28  per  cent  of  the  cases  cited 
by  the  aforementioned  authors  were  accompanied 
by  blood  cysts,  although  the  location  was  unrelat- 
ed to  the  thrombi. 

It  is  therefore  necessary  that  pediatricians  be 
aware  of  this  lesion  caused  by  stress  in  the  neonate 
and  be  cognizant  of  possible  clinical  complications 
such  as  emboli. 

Summary 

A case  of  NBTE  (nonbacterial  thrombotic  endo- 
carditis) in  a premature  child  as  well  as  a case  of 
multiple  subvalvular  cardiac  hematomas  in  a pre- 
mature child  are  presented.  The  clinical  signifi- 
cance of  NBTE  is  discussed.  The  possible  inter- 
relationship between  both  of  these  lesions  is  pre- 
sented. 

320  Concord  Avenue 
The  Bronx,  New  York  10454 
(DR.  LEPOW) 
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Source  PMR  Bacteriologic  Reports— 1971-1975 
These  in  vitro  data  are  based  on  results  obtained 
from  a nationwide  panel  of  180  acute-care  hospitals 
of  100  beds  or  more  All  hospitals  in  the  audit  used  the 
Kirby-Bauer  method  of  disc  sensitivity  Data  are 
presented  in  unweighted  form 
In  vitro  susceptibility  data  are  not  necessarily  indicative 
of  clinical  effectiveness. 

See  Clinical  Considerations  section  which  follows... 
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The  seven  major  gram-negative  pathogens 
and  Staphylococci  remain  highly  susceptible... 


Of  the  seven  major  gram-negative  pathogens  encountered  in  the  hospital,  97  per  cent  remained 
sensitive  to  Garamycin  in  vitro  over  a five-year  period;  99  per  cent  of  Staphylococci  remained  sensitive. 
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WARNING 

Patients  treated  with  GARAMYCIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN.  NPN,  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
toneal dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  meg. /ml.  should  be  avoided. 

Concurrent  use  of  other 'neurotoxic  and/or 
nephrotoxic  drugs,  particularly  streptomycin, 
neomycin,  kanamycin,  cephaloridine, 
viomycin,  polymyxin  B,  and  polymyxin  E 
(colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoiced,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is  indi 
cated,  with  due  regard  for  relative  toxicity  of  antibiotics, 
in  the  treatment  of  serious  infections  caused  by 
susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa.  Proteus  species 
(indole-positive  and  indole-negative),  Escherichia 
coli  and  Klebsiella  EnterobacterSerratia 
species. 

Clinical  studies  have  shown  GARAMYCIN  Inject 
able  to  be  effective  in  septicemia  and  serious  infections 
of  the  central  nervous  system  (meningitis),  urinary 
tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 


Bacteriologic  tests  to  determine  the  causative  organ- 
isms and  their  susceptibility  to  gentamicin  should  be 
performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion:  there  have  been  no  one-step  muta- 
tions to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis, 
GARAMYCIN  maybe  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
severity  of  the  infection,  and  the  important  additional 
concepts  contained  in  the  Warning  Box 

For  suspetted  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  may  be  administered  in 
conjunction  with  a penicillin-type  drug.  Following  iden- 
tification of  the  organism  and  its  susceptibility,  appro- 
priate antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin-type  drug  is  also  usually  indi 
cated  as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg- 
ment indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi- 
tivity to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box 
PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg./ka.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro- 
priate therapy  is  indicated. 

ADVERSE  REACTIONS: 

Nephrotoxicity:  Adverse  renal  effects,  as  demon 
strated  by  rising  BUN,  NPN,  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  'with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and/or  prolonged 
therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for  longer 
periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
gentamicin,  include  increased  serum  transaminase 
(SGOT,  SGPT),  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium;  splenomeg 
aly,  anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo- 
cytopenia, purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation,  leth 
argy  and  decreased  appetite,  weight  loss,  pulmonary 
fibrosis,  hypotension  and  hypertension. 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Injectable  maybe  given  intramuscularly 
or  intravenously. 

For  Intramuscular  Administration: 

Patients  with  normal  renal  function 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg./kg./day, 
administered  in  three  equal  doses  every  8 hours. 

For  patients  weighing  over  60  kg  ( 132  lb  ),  the  usual 
dosage  is  80  mg.  (2  ml.)  three  times  daily.  For  patients 
weighing  60  kg.  ( 132  lb.)  or  less,  the  usual  dosage  is 
60  mg  1 1.5  ml.)  three  times  daily. 

In  patients  with  life-threatening  infections,  dosages 
up  to  5 mg./kg./day  may  be  administered  in  three  or 
four  equal  doses.  This  dosage  should  be  reduced  to 
3 mg./kg./day  as  soon  as  clinically  indicated. 

In  children  and  infants,  the  newborn,  and  patients 
with  impaired  renal  function,  dosage  must  be  adjusted 
in  accordance  with  instructions  set  forth  in  the 
Package  Insert. 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  rScommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e.g.. 
patients  in  shock,  with  hematologic  disorders,  with 
severe  bums,  or  with  reduced  muscle  mass). 

For  intravenous  administration  in  adults,  a single 
dose  of  GARAMYCIN  Injectable  maybe  diluted  in  1CK  j 
or  200  ml.  of  sterile  normal  saline  or  in  a sterile  solu- 
tion of  dextrose  5%  in  water:  in  infants  and  children, 
the  volume  of  diluent  should  be  less.  The  concentra 
tion  of  gentamicin  in  solution  in  both  instances  should 
normally  not  exceed  1 mg./ml.  (0.1%).  The  solution  is 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous  adminis- 
tration is  identical  to  that  recommended  for  intra- 
muscular use. 

GARAMYCIN  Injectable  should  not  be  physically 
premixed  with  other  drugs,  but  should  be  administere' 
separately  in  accordance  with  the  recommended  rout 
of  administration  and  dosage  schedule. 

HOW  SUPPLIED  GARAMYCIN  Injectable, 

40  mg.  per  ml.,  is  supplied  in  2 ml.  (80  mg.)  multiple 
dose  vials  and  in  1.5  ml.  (60  mg.)  and  2 ml.  (80  mg.) 
disposable  syringes  for  parenteral  administration 
Also  available.  GARAMYCIN  Pediatric  Injectable, 

10  mg.  per  ml.,  supplied  in  2 ml.  (20  mg.)  multiple- 
dose  vials  for  parenteral  administration. 
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Xanthogranulomatous  pyelonephritis,  or  as  it 

has  been  referred  to  by  such  other  nomenclatures 
as  staphylomycosis  pyelonephritis  xanthomatosa,1 
renal  xanthomatosis,  tumefactive  xanthogranulo- 
matous pyelonephritis,2,3  and  foam-cell  granulo- 
ma,4 has  been  defined  as  a segmental  or  diffuse  re- 
placement of  the  renal  parenchyma  by  an  inflam- 
matory granulomatous  process  containing  lipid 
macrophages  called  foam  cells  and  occasionally 
multinucleated  giant  cells.  Pyelonephritis  may  be 
the  primary  underlying  process. 

The  disease  was  first  described  by  Schlagenhau- 
fer  in  1916, 5 but  the  name  pyelonephritis  xantho- 
matosa was  coined  by  Osterlind  in  1944. 1 Since 
then,  occasional  reports  of  this  entity  have  been 
published,  and  in  1971,  Anhalt,  Cawood,  and 
Scott6  reviewed  90  cases  correlating  signs,  symp- 
toms, and  laboratory  data. 

The  first  angiographic  report  was  in  1966  by 
Becker.1  A total  of  18  such  cases  have  been  re- 
corded in  the  literature.6-19  The  purpose  of  this 
article  is  to  summarize  these  18  angiographic  cases 
and  to  report  on  4 new  cases  (Table  I). 

Lackner  et  al.  in  196913  reported  3 cases  of  xan- 
thogranulomatous pyelonephritis  in  children;  all  3 
were  tumefactive  and  not  obstructive,  but  angio- 
graphic findings  were  only  reported  on  1 of  the  3 
cases.  Essentially,  the  findings  were  those  of  a 
space-occupying  lesion,  an  avascular  mass  with  ra- 
dial displacement  of  the  segmental  branches  and 
with  impaired  perfusion  of  the  entire  kidney.  No 
neoplastic  vessels  were  noted,  and  difficulty  in  di- 
agnosis from  focal  hydronephrosis,  cyst,  neoplasm 
was  encountered. 

Rossi  et  al ,16  described  bilateral  involvement  of 
the  kidneys  and  distinguished  three  types:  (1)  a 

localized  form  showing  urographically  a space-oc- 
cupying lesion;  (2)  a diffuse  form  with  hydrone- 
phrosis and,  on  angiography,  showing  findings  of 
hydronephrosis  with  spreading  of  renal  branches 
and  absence  of  normal  subdivisions  of  peripheral 
branches.  The  nephrographic  phase  showed  mul- 


tiple radiolucencies  representing  dilated  calyces 
surrounded  by  opacified  margins  of  renal  paren- 
chyma. They  emphasized  that  zones  of  increased 
vascularity  may  provide  a means  of  distinguishing 
hydronephrosis  associated  with  xanthogranuloma- 
tous pyelonephritis  from  that  of  hydronephrosis  of 
other  causes;  (3)  a diffuse  type  without  hydrone- 
phrosis. Angiographically,  spreading  arteries  sug- 
gested hydronephrosis,  but  the  nephrographic 
phase  revealed  a homogenous  staining  of  the  kid- 
ney with  complete  effacement  of  the  interface  be- 
tween the  renal  cortex  and  medulla. 

Case  reports 

Case  1.  A nine-year-old  male  was  admitted 
with  urinary  tract  infection.  Intravenous  urogram 
demonstrated  bilateral  function  with  nonvisualiza- 
tion of  the  upper  pole  calyces  on  the  right  side.  A 
space-occupying  lesion  was  seen  in  the  upper  pole 
of  the  right  kidney  with  downward  displacement 
of  the  rest  of  the  collecting  system  (Fig.  1A).  The 
nephrographic  effect  of  the  mass  was  of  the  same 
intensity  as  that  of  the  rest  of  the  kidney.  Angio- 
graphically, the  right  renal  artery  was  smaller  in 
diameter  with  stretching  of  the  upper  pole  branch- 
es over  the  space-occupying  mass.  The  right  renal 
artery  and  interlobar  and  segmental  vessels  were 
all  practically  the  same  size.  The  smaller  vessels 
were  somewhat  tortuous  and  irregular.  The  kid- 
ney itself  was  small  and  deformed  (Fig.  IB).  Ne- 
phrectomy was  undertaken  and  the  pathologic 
condition  reported  as  xanthogranulomatous  pyelo- 
nephritis with  an  atrophic  kidney.  Microscopical- 
ly, zones  of  necrosis  and  abscesses  associated  with 
inflammatory  and  xanthogranulomatous  tissue 
were  seen. 

Case  2.  A sixty-three-year-old  female  appeared 
with  a history  of  right  flank  pain  and  abdominal 
mass  of  six  weeks’  duration.  Physical  examina- 
tion showed  a large,  round,  tender  mass  in  the 
right  side  of  the  abdomen.  Intravenous  urogram 
revealed  a nonfunctioning  right  kidney  with  a 
large  opaque  stone,  staghorn  calculus,  and  a soft 
tissue  mass  (Fig.  2A).  Retrograde  study  demon- 
strated a stone  in  the  right  upper  ureter  with  a 
huge  calculus  in  the  ureteropelvic  junction  (Fig. 
2B).  A culture  of  pus  obtained  from  the  right  kid- 
ney showed  nonhemolytic  streptococcus.  In  addi- 
tion to  presacral  oxygen  insufflation,  130  cc.  of  pus 
were  aspirated  by  direct  puncture  through  the 
flank;  100  cc.  of  diatrizoate  (Hypaque)  were  inject- 
ed through  the  same  needle.  Arteriography  dis- 
closed a mass  lesion  of  the  right  kidney  with  evi- 
dence of  hydronephrosis  and  staghorn  calculus. 
Deviation  of  the  lower  abdominal  aorta  due  to  a 
mass  was  noted.  There  were  two  rather  small 
renal  arteries  to  the  right  kidney.  These  divided 
at  the  hilum  into  the  segmental  vessels,  and  again 
it  was  noted  that  the  main  renal  artery  and  the 
segmental  and  interlobar  branches  were  about  the 
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TABLE  I.  Summary  of  angiographic  findings  of  cases  in  the  literature,  incl-uding  4 new  cases 


Case 

Number  Author,  Year  Angiographic  Findings 


1 


2 


3 

4 


5 

6 
7 


8 

9 

10 


11 

12 

13 

14 

15 

16 


17 

18 
19 


20 


Becker,  19667 


Kahn  and  Wise,  1967' 2 


Salmon  and 

Koehler,  1967  11 
Caplan,  Siegelman,  and 
Bosniak,  1967s 


Rossi  et  al .,  196816 


Elliott,  Johnson,  and 
Balfour,  196810 
Vinik  et  al.,  196920 


Idem. 20 


Souto,  Monteiro,  and 
Andrade,  196918 

Clark,  McAllister,  and 
Harrell,  19699 


Lackner  et  al.,  1969' 3 

Noyes  and 

Palubinskas,  1969' 5 
Strasberg  et  al.,  1970 19 


Anhalt,  Cawood,  and 
Scott,  Jr.,  19716 
Malek  et  al.,  1972' 4 

Gingell  et  al.,  1973" 


Idem. 


Idem. 


Miller,  Ney,  and 
Puljic 


Idem. 


Displacement  and  stretching  of  intrarenal  arteries.  Absence  of  small  peripheral 
branches.  Capsular  and  ureteric  branches  are  prominent.  Late  arterial  phase  shows 
branches  displaced  by  dilated  calyces  and  granulomas.  Nephrographic  phase  simu- 
lates that  of  a hydronephrosis  or  multiple  cysts.  These  avascular  areas  are  due  in 
part  to  the  calyces  and  the  granulomas. 

Renal  mass,  avascular,  few  narrow  regular  arteries  furnish  blood  supply  to  the  mass. 
After  epinephrine  injection,  constriction  of  all  normal  arteries.  Vessels  of  upper 
pole  opacified  peripherally  demonstrating  irresponsiveness  usually  associated  with 
neoplasm. 

Renal  arteriography  showed  stretched  vessels  over  a mass.  Pathologic  vessels  shown 
near  lower  pole. 

Selective  renal  arteriogram  shows  distortion  of  intrarenal  arterial  branches,  increased 
number  and  size  of  perforating  arteries.  To'rtuous  and  prominent  capsular  and  pel- 
vic arteries  stretched  around  abscess  margin.  Constant  blush  in  infrarenal  area  in 
late  capillary-early  venous  phase. 

Bilateral  homogeneous  staining  seen  throughout  renal  parenchyma  without  any  dif- 
ferentiation between  cortex  and  medulla.  Minimal  stretching  of  arteries  leading  to 
midportion  of  kidney. 

Reduced  cortical  thickness.  Multiple  rather  than  single-filling  defect  with  tapering 
and  displacement  of  the  vessels. 

Segmental  arteries  tortuous.  Peripheral  branches  diminished  in  number  particularly 
at  renal  midzone.  Cortex  is  irregularly  seen.  Areas  of  radiolucencies  are  due  to  un- 
opacified calyces  in  xanthogranulomatous  nodules.  Pelvic  and  capsular  branches 
prominent. 

Arteries  stretched  by  poorly  circumscribed  mass  14  cm.  in  diameter.  Branches  dis- 
placed by  dilated  calyces.  Smaller  peripheral  branches  few  in  number  and  termi- 
nate in  faint  irregular  blush  during  nephrographic  phase. 

Renal  artery  small  and  displaced  interiorly.  Vascular  pooling  in  midsection  of  the 
kidney  noted.  Vascularity  markedly  reduced  throughout  kidney.  Nephrogram 
showed  opacification  of  lower  pole  only. 

Renal  artery  decrease  in  diameter  with  stretching  of  its  major  branches  suggesting 
mass.  No  definite  neovascularity  noted.  Nephrographic  phase  showed  prominent 
avascular  area  which  compresses  residual  area.  Interface  between  lesion  and 
parenchyma  irregular. 

Space-occupying  lesion.  Avascular  with  radial  displacement  of  segmental  branches 
and  with  impaired  perfusion  of  entire  kidney.  No  neoplastic  vessels. 

Nonselective  arteriogram  demonstrates  displacement  and  stretching  of  arteries 
around  avascular  mass  (abscess). 

Poorly  vascularized  lower  portion  with  stretching  of  intrarenal  branches.  No  tumor 
vascularity  noted.  There  was  attenuation  of  vessels  and  lack  of  arborization  of  the 
peripheral  branches. 

Avascular  area  in  lower  pole  of  kidney  with  possibly  cystic  changes. 

Transfemoral  renal  arteriogram  showing  unusual  distribution  of  dye  in  right  kidney 
with  absence  of  characteristic  tumor  vessels  and  partially  normal  left  kidney. 

Case  2.  Diffuse  type  of  disease.  Two  renal  arteries  supply  the  kidney  and  are  re- 
duced in  size.  Intrarenal  arteries  stretched  around  irregular  avascular  masses. 
Arteries  themselves  abnormally  tortuous,  with  sparse  smaller  branches,  some  of 
which  were  occluded.  Avascular  areas  persisted  as  defects  in  nephrogram.  Good 
filling  of  periureteric  artery. 

Case  4.  Focal  form  of  disease.  Lower  pole  intrarenal  artery  narrowed,  sparse,  and 
stretched  around  lower  pole  mass  which  was  also  visible  as  irregular  defect  in 
nephrogram.  Free  filling  of  periureteric  arteries. 

Case  10.  Diffuse  form  of  disease.  Kidney  enlarged.  Two  renal  arteries  smaller  than 
normal.  Intrarenal  arteries  sparse,  narrowed,  and  stretched  with  diffuse  pruning  of 
distal  branches.  Nephrogram  uniform  but  less  dense  than  normal. 

Case  2.  Mass  lesion  in  right  kidney  with  evidence  of  hydronephrosis  and  staghorn 
calculus.  Deviation  of  lower  abdominal  aorta  due  to  mass.  Two  thin,  small  main 
renal  arteries  present.  Main  vessel  divides  into  3 vessels  at  hilum  of  kidney.  Vessels 
displaced  and  stretched.  Irregular  terminal  vessels  with  irregular  nephrographic 
effect  demonstrated. 

Case  1 . Renal  artery  much  smaller  in  diameter  and  bifurcates  2 cm.  from  its  origin 
in  hilum.  Question  of  intrarenal  mass  with  radiolucent  features  is  noted.  Kidney 
small;  vessels  tortuous,  irregular,  and  retain  contrast  for  longer  period.  Good 

(continued) 
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TABLE  I.  ( Continued ) 


Case 

Number  Author,  Year  Angiographic  Findings 

nephrographic  effect  seen.  Main  renal  artery  and  segmental  and  interlobar  vessels 
practically  the  same  size. 

21  Idem.  Case  3.  Main  renal  artery  much  smaller.  Elongated  branches  with  no  abnormal 

vascularity.  Large  mass  present  with  vessels  irregular,  spiral,  and  not  varying  in 
caliber.  Vessels  seen  arising  from  hilar  area. 

22  Idem.  Case  4.  Displacement  of  intrarenal  vessels.  No  new  vascularity,  blushing,  or  space- 

occupying  mass.  No  variation  in  caliber  of  vessels. 


FIGURE  1.  Case  1.  (A)  Intravenous  urogram  showing 

bilateral  function  with  nonvisualization  of  upper  pole  caly- 
ces on  right  side  together  with  space-occupying  lesion  in 
right  upper  pole.  Downward  displacement  of  calyceal 
system  seen.  (B)  Right  selective  renal  arteriogram  show- 
ing right  renal  artery  which  is  smaller  in  diameter  with 
stretching  of  upper  pole  branches  over  space-occupying 
mass.  Renal  artery  and  interlobar  and  segmental  vessels 
practically  all  of  same  size. 


same  caliber.  The  vessels  were  displaced  and 
stretched  and  showed  irregular  terminal  vessels, 
and  an  increased  nephrographic  effect  was  demon- 
strated in  several  distinct  areas  (Fig.  2C).  Ne- 
phrectomy revealed  a large  right  kidney  filled  with 
abundant  thick  purulent  material  with  one  large 
calculus  and  a few  smaller  ones  in  the  pelvis.  Yel- 
low and  pale  renal  parenchyma  with  markedly  dis- 
tended pelvicalyceal  systems  was  seen.  Micro- 
scopic examination  showed  xanthogranulomatous 
pyelonephritis. 

Case  3.  A seventy-five-year-old  white  male  ap- 
peared with  a history  of  chest  pain.  Physical  ex- 
amination disclosed  an  enlarged  liver.  No  other 
findings  were  demonstrated.  Urine  contained  3- 
plus  albuminuria  with  white  and  red  blood  cells. 
Culture  of  the  urine  grew  an  aerobacter  group  of 
organisms.  Intravenous  urogram  revealed  radi- 
opaque stones  in  the  left  kidney.  The  left  side 
showed  a faint  nephrographic  effect  of  an  enlarged 
kidney  and  displacement  of  the  calyces  with  a 
question  of  a peripelvic  and  upper  pole  mass  (Fig. 
3).  Calculi  were  noted  in  the  pelvis  and  upper  ca- 
lyceal systems.  Arteriographically,  there  was  a 
small  left  renal  artery  with  displacement  of  vessels 
in  the  upper  pole  by  a space-occupying  lesion,  but 
no  abnormal  vascularity  was  seen.  As  demon- 
strated in  the  previous  2 cases,  the  main  renal  ar- 
tery and  segmental  and  interlobar  branches  were 
almost  of  the  same  caliber  (Fig.  4A).  An  increased 
nephrographic  effect  was  present  (Fig.  4B).  Oper- 
atively, the  kidney  appeared  enlarged  2.5  times. 
An  abscess  between  Gerota’s  fascia  and  the  upper 
pole  of  the  kidney  was  noted.  Nephrectomy  was 
performed  showing  pathologically  xanthogranulo- 
matous pyelonephritis. 

Case  4.  A sixty-two-year-old  white  female  with 
a five-year  history  of  moderate  increased  blood 
pressure  was  admitted  with  a two-week  history  of 
severe  nausea,  vomiting,  abdominal  cramps, 
sweats  and  anorexia,  diarrhea,  generalized  weak- 
ness, chills,  and  fever.  The  patient  had  never  had 
dysuria  or  frequency.  Urinalysis  showed  many 
white  blood  cells.  Cystoscopy  showed  a tumor- 
like mass  of  the  left  renal  pelvis  obstructing  the 
left  ureteral  orifice  and  causing  hydronephrosis. 
Drip  infusion  urogram  demonstrated  a ureteropel- 
vic  stricture  with  hydronephrosis  on  the  left.  Left 
retrograde  pyelogram  showed  a filling  defect  in  the 
left  renal  pelvis  with  marked  pelvicaliectasis  and 
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FIGURE  2.  Case  2.  (A)  Intravenous  urogram  reveals 

nonfunctioning  right  kidney  with  large  opaque  staghorn 
calculus  with  soft-tissue  mass.  (B)  Retrograde  examina- 
tion demonstrates  stone  in  right  upper  ureter  with  huge 
calculus  in  ureteropelvic  junction.  Large  hydronephrosis 
shown.  (C)  Arteriography  discloses  mass  lesion  with  evi- 
dence of  hydronephrosis  and  staghorn  calculus.  Renal 
artery  small  and  practically  same  size  as  segmental  and 
interlobar  branches.  Vessels  displaced  and  stretched 
with  increased  nephrographic  effect  shown. 

destructive  changes  in  the  pelvis  giving  the  im- 
pression of  carcinoma  (Fig.  5A).  Left  renal  arteri- 
ogram showed  good  visualization  of  the  renal  ar- 
tery with  displacement  of  the  intrarenal  branches 
by  what  appears  to  be  hydronephrotic  calices. 
There  was  no  new  vascularity,  blushing,  or  space- 
occupying  mass  (Fig.  5B).  Left  nephrectomy,  ure- 
terectomy, and  removal  of  the  bladder  cuff  was 
done.  Postoperatively,  the  patient  developed  a 
mild  cardiac  problem  but  eventually  was  dis- 
charged in  satisfactory  condition. 

Comment 

Four  additional  cases  of  xanthogranulomatous 
pyelonephritis,  all  with  angiographic  findings  are 
presented,  .3  conforming  to  the  diffuse  type  with 
hydronephrosis  and  the  other,  the  tumefactive 
form.  The  tumefactive  form  is  referred  to  as  non- 
obstructive with  a functioning  kidney  on  a intrave- 
nous urogram,  together  with  a localized  mass. 

In  our  cases,  on  angiography,  the  renal  vessels 
on  the  affected  side  were  generally  smaller  than 
normal.  In  every  instance,  the  segmental  and  in- 
terlobar vessels  were  nearly  the  same  size  as  the 
main  renal  artery,  there  was  spreading  of  intrare- 
nal vessels,  and  no  neovasculature  or  abnormal 
vessels  were  seen  at  all.  Localized  areas  of  in- 


creased nephrographic  effect  were  demonstrated, 
and,  in  addition,  in  the  tumefactive  type,  lucent 
areas  surrounded  by  increased  nephrographic  ef- 
fects were  visualized. 

With  these  findings  and  a history  of  infection, 


922  New  York  State  Journal  of  Medicine/ June  1976 


FIGURE  3.  Case  3.  (A)  Intravenous  urogram  reveals  ra- 
diopaque stones  in  both  kidneys.  Left  kidney  enlarged 
with  possible  peripelvic  and  upper  pole  mass.  (B)  Left 
retrograde  shows  stones  in  ureteropelvic  junction. 


often  with  stone  formation,  xanthogranulomatous 
pyelonephritis  should  be  considered  as  a distinct 
possibility.  Differential  diagnosis  from  hydrone- 
phrosis, pyelonephritis,  and  tumor  is  difficult.  In 
hydronephrosis,  the  spreading  of  intrarenal  vessels 
and  small  caliber  of  the  main  vessels  may  be  seen, 
but,  in  our  opinion,  the  nephrographic  effect  is  not 
that  prominent.  Occasionally,  chronic  pyelone- 
phritis can  give  a dense  nephrographic  effect, 


FIGURE  4.  Case  3.  (A)  Arteriographically,  left  renal  ar- 
tery smaller  in  diameter  with  displacement  of  vessels  due 
to  mass.  No  abnormal  vasculature  seen.  Size  of  ves- 
sels practically  of  same  diameter.  (B)  Increased  nephro- 
graphic effect  demonstrated  on  late  films  of  arteriogram, 
especially  in  the  atrophic  variety  which  may  be 
confused  with  xanthogranulomatous  pyelonephri- 
tis, although  no  mass  effect  is  seen  provided  seg- 
mental hyperplasia  is  ruled  out.  In  cases  of  renal- 
cell carcinoma,  the  differentiation  from  xantho- 
granulomatous pyelonephritis  is  usually  quite  evi- 
dent; yet  the  latter  has  been  mistaken  for  tumor 
because  of  abnormal  vessels.12,21  We  do  not  mean 
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FIGURE  5.  Case  4.  (A)  Left  retrograde  pyelogram 

shows  filling  defect  just  medial  to  ureteropelvic  junction 
with  hydronephrosis.  (B)  Left  selective  arteriogram 
shows  caliber  of  intrarenal  vessels  to  be  similar  with  evi- 
dence of  displacement  shown  as  well.  No  new  vascula- 
ture seen. 

to  imply  by  the  aforementioned  that  a diagnosis 
can  be  made  with  absolute  certainty  since  each  cri- 
terion in  itself  is  not  diagnostic,  but  considering  all 
the  factors  including  the  angiographic  findings  as 
described,  a diagnosis  can  be  reasonably  ascer- 
tained. 

Summary 

Angiographic  findings  in  the  hydronephrotic 
and  space-occupying  types  of  xanthogranuloma- 


tous pyelonephritis  are  presented. 

In  the  former,  the  findings  are  those  of  hydrone- 
phrosis with  localized  increased  nephrographic  ef- 
fects. 

In  the  latter,  the  main  renal  vessels  may  be  simi- 
lar in  caliber  to  those  of  the  hydronephrotic  type, 
with,  in  addition,  lucencies  surrounded  by  in- 
creased nephrographic  effects. 

In  consideration  of  a diagnosis  of  xanthogranu- 
lomatous pyelonephritis,  a history  of  infection 
with  the  aforementioned  angiographic  findings  is 
essential.  Differentiation  from  hydronephrosis, 
pyelonephritis,  and  tumor  is  difficult. 
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Hypogammaglobulinemia, 
Pernicious  Anemia 

With  carcinomas  of  urinary  bladder 
and  lung 

WILLIAM  C.  LOWE,  M.D. 

East  Orange,  New  Jersey 

Chief,  Oncology  Section,  Medical  Service,  Veterans 
Administration  Hospital 


Idiopathic  hypogammaglobulinemia,  pernicious 
anemia,  rheumatoid-like  arthritis,  and  malabsorp- 
tion syndrome  with  sprue-like  diarrhea  occurring 
in  a forty-seven-year-old  male  was  reported  pre- 
viously in  this  journal.1  Administration  of  predni- 
sone produced  good  clinical  improvement  with  de- 
creased frequency  of  infection  episodes,  ameliora- 
tion of  joint  pain,  and  transient  increase  in  vita- 
min B12  absorption  but  no  change  in  the  gastric  se- 
cretory function  or  gastric  mucosal  disease.  In 
this  report  the  patient’s  subsequent  clinical  course 


with  development  of  a well-differentiated  squa- 
mous-cell  carcinoma  of  the  urinary  bladder  and  an 
undifferentiated  carcinoma  of  the  lung  leading  to 
death  will  be  described. 

Case  report 

Subsequent  to  the  publication  of  the  first  re- 
port, the  patient  continued  doing  well  on  predni- 
sone, 5 mg.  twice  daily  orally;  there  were  no  fur- 
ther attacks  of  pneumonia.  On  March  9,  1970, 
however,  the  patient  was  admitted  to  the  urology 
service  because  of  hematuria  and  frequent  passage 
of  small  pieces  of  tissue  in  the  urine.  Cystoscopic 
examination  on  March  17,  1970,  showed  a huge  ne- 
crotic papillary  tumor  protruding  from  the  poste- 
rior and  inferior  walls  of  the  urinary  bladder.  On 
March  23,  1970,  a subtotal  cystectomy  was  per- 
formed under  spinal  anesthesia. 

The  internal  aspect  of  the  tumor  was  very  irreg- 
ular and  lumpy,  with  focal  areas  of  necrosis  which 
appeared  to  be  grayish-green  in  color  and  soft  in 
consistency  (Fig.  1A).  The  cut  section  measured 
1.8  cm.  in  thickness,  and  the  innermost  portion 
was  necrotic,  soft,  and  dark  red  in  color.  Exter- 
nally, the  tumor  appeared  to  be  also  irregular  and 
lumpy,  and  there  was  a portion  of  peritoneal  re- 
flection which  was  glistening.  However,  in  some 
areas,  there  was  slight  hemorrhage  (Fig.  IB). 

On  cut  section,  there  were  extensive  areas  of 
stratified  squamous  epithelium  covering  portions 
of  the  urothelium  (Fig.  2A).  In  some  areas,  there 
were  focally  malignant  changes  within  the  lining 
epithelium  which  gradually  grew  into  a fully  devel- 
oped tumor.  Because  of  the  presence  of  numerous 
pearl  formations  and  intercellular  bridges,  the  di- 
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FIGURE  2.  Photomicrographs  of  bladder  tumor.  (A)  Showing  tumor  masses  under  stratified  squamous  epithelium  with 
malignant  cells  of  well-differentiated  squamous  as  well  as  poorly  differentiated  transitional  variety.  (B)  Showing  typical 
pearl  formation  of  well-differentiated  squamous  cell  carcinoma. 


FIGURE  3.  Chest  x-ray  films.  (A)  April  6,  1970,  showing 
July  31,  1970,  showing  right  middle-lobe  pneumonia. 

agnosis  of  a well-differentiated  squamous-cell  car- 
cinoma was  made  (Fig.  2B).  Within  the  support- 
ing stroma,  there  were  islands  of  reactive  fibrosis 
and  necrosis.  In  some  focal  areas,  there  were 
groups  of  cells  of  the  poorly  differentiated  transi- 
tional variety.  Cells  of  more  than  one  or  two  nu- 
clei were  found  in  the  subserosal  fat  tissue. 

The  postoperative  course  was  complicated  by 
the  development  of  a vesicocutaneous  fistula  at 
the  site  of  operation.  For  this,  an  indwelling 
Foley  catheter  was  inserted  and  suction  applied. 
The  fistula  closed  in  about  ten  days,  and  the  skin 
eventually  healed.  The  patient’s  recovery  was  in- 


essentially normal  findings.  No  evidence  of  pneumonia.  (B) 


deed  so  satisfactory  that  he  went  back  to  work  full 
time  as  a general  maintenance  man  in  a local 
school  system.  Chest  x-ray  films  taken  on  April  6, 
1970,  showed  essentially  normal  findings  (Fig.  3A). 

On  July  31,  1970,  he  was  readmitted  to  the  med- 
ical service  because  of  cough,  fever,  and  blood- 
tinged  sputum.  Chest  x-ray  films  taken  on  that 
day  showed  confluent  dense  infiltrations  in  the 
right  middle  lobe  (Fig.  3B).  He  was  thought  to 
have  had  the  same  type  of  pneumonia  he  had  had 
frequently  in  the  past.  Antibiotic  treatment  was 
given.  However,  the  pneumonia  persisted  despite 
the  use  of  various  combinations  of  antimicrobial 
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FIGURE  4.  Photomicrographs  of  bronchial  biopsy.  (A)  Showing  area  of  necrosis  and  cells  with  malignant  features.  (B) 
Showing  irregular  hyperpigmented  nuclei  and  abundant  basophilic  cytoplasm,  typical  of  malignant  cells. 


agents.  This  was  in  contrast  with  his  previous  ex- 
perience that  on  most  occasions,  his  pneumonia  re- 
sponded promptly  to  treatment.  On  September  4, 
1970,  with  some  initial  reluctance,  a bronchoscopy 
and  bronchial  biopsy  were  performed;  a non  venti- 
lating right  middle  lobe  was  found.  A biopsy  of 
the  right  middle-lobe  bronchus  showed  a well-pre- 
served columnar  epithelium  and  an  extensive  area 
of  necrosis  intermingled  with  cells  possessing  ir- 
regular hyperpigmented  nuclei  and  abundant 
basophilic  cytoplasm;  these  are  features  character- 
istic of  an  undifferentiated  carcinoma  of  the  lung 
(Fig.  4). 

In  addition  to  the  persistence  of  the  pneumonia, 
the  patient  became  confused  and  developed  focal 
seizures  of  his  left  arm;  later,  his  left  arm  became 
completely  paralyzed.  The  electroencephalogram 
showed  a paroxysmal  disorder  characteristic  of  ep- 
ilepsy, but  brain  scan,  using  pertechnetate,  showed 
increased  uptake  just  below  the  vertex  on  the  mid- 
line suggestive  of  a metastatic  lesion.  The  patient 
died  on  October  2,  1970.  An  autopsy  was  not  per- 
formed. 

Comment 

The  incidence  of  malignant  conditions  in  pa- 
tients with  the  adult  type  of  hypogammaglobuli- 
nemia has  been  estimated  to  be  roughly  10,000 
times  that  of  the  general  age-matched  population.2 
In  a survey  of  hypogammaglobulinemia  in  the 
United  Kingdom,  8 of  176  patients  developed  ma- 
lignant conditions  later  in  their  clinical  course.3 
Of  these,  6 involved  the  reticuloendothelial  or  lym- 
phoid system,  and  2 did  not.  In  another  survey  of 
approximately  110  patients  with  immunodeficien- 
cy followed  at  the  National  Institutes  of  Health,  13 
developed  malignant  conditions  in  a period  of  ten 
years.4 

What  is  the  mechanism  of  increased  incidence 
of  malignant  conditions  in  patients  with  immuno- 


deficiency? Is  there  any  cellular  defect  that 
makes  the  cells  more  susceptible  to  malignant 
changes?  Miller  and  Todaro5  seemed  to  show  evi- 
dence against  this  possibility.  They  observed  that 
fibroblasts  from  patients  with  immunodeficien- 
cies, such  as  hypogammaglobulinemia,  ataxia-tel- 
angiectasia, and  Wiskott-Aldrich  syndrome,  had 
transformation  rates  to  Simian  virus  (SV-40)  simi- 
lar to  those  in  normal  individuals.  In  other  words, 
from  their  experiments,  it  was  shown  there  was  no 
intrinsic  cellular  defect  that  made  cells  from  these 
immunodeficiency  patients  genetically  more  sus- 
ceptible to  malignant  changes.5 

The  logical  hypothesis  is  based  on  the  fact  that 
tumor  cells  possess  surface  antigens  and  that  nor- 
mal individuals  react  to  them  with  responses  that 
will  prevent  growth  of  these  tumor  cells.  Patients 
with  immunodeficiency  apparently  cannot  mount 
the  cell-mediated  responses  effectively;  the  prolif- 
eration of  tumor  cells  thus  becomes  somewhat  in- 
hibited. Clinical,  serologic,  and  leukocyte  func- 
tion test  results  have  shown  a definite  decrease  in 
cellular  response  in  many  of  the  patients  with  im- 
munodeficiency.6 The  increased  incidence  of  ma- 
lignant conditions  in  the  aged  population  is  always 
interesting;  Gross7  postulated  that  their  decline  in 
the  ability  to  develop  delayed  hypersensitivity  was 
probably  responsible  for  this  increase.  Experi- 
mental data  showed  that  mice  neonatally  infected 
with  MTV  (mammary  tumor  virus)  were  much 
more  susceptible  to  the  growth  of  transplants  of 
mammary  adenocarcinoma  than  MTV-free  hy- 
brids.8 If  the  same  date  may  be  applied  to  human 
beings,  patients  with  immunodeficiency  are  proba- 
bly more  susceptible  to  the  onslaught  of  oncogenic 
virus  than  is  the  general  population.  It  is  impor- 
tant to  note,  however,  that  patients  with  hypogam- 
moglobulinemia  have  the  normal  number  of  B 
lymphocytes  bearing  immunoglobulin  markers  on 
their  surface.9  The  defect  of  these  patients 
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seemed  to  lie  in  their  inability  to  complete  the  sec- 
ond stage  of  differentiation,  secreting  antibodies 
necessary  for  the  immunologic  responses.9 

The  association  of  malignant  conditions  with 
hypogammaglobulinemia  provides  an  interesting 
model  for  the  study  of  pathogenesis  of  cancer  in 
these  patients.  It  may  provide  insight  as  to  the 
role  of  immunotherapy  in  patients  with  cancer. 
This  case  report  adds  another  instance  in  which 
these  two  diseases  are  indeed  related. 

Summary 

A forty-seven-year-old  Caucasian  man  was  re- 
ported previously  with  idiopathic  hypogammaglob- 
ulinemia, pernicious  anemia,  rheumatoid-like  ar- 
thritis, and  sprue-like  diarrhea.1  He  later  devel- 
oped a well-differentiated  squamous-cell  carcino- 
ma of  the  urinary  bladder  and  an  undifferentiated 
carcinoma  of  the  lung.  The  latter  neoplasm  was 
reported  for  the  first  time  to  be  associated  in  a pa- 
tient with  immunodeficiency  disease. 

Veterans  Administration  Hospital 
East  Orange.  New  Jersey  07019 


Medical  schools  urged  to  seek 
more  small  town  students 

Medical  schools  are  urged  to  enroll  more  students  from 
small  towns  and  rural  areas,  and  to  step  up  training  pro- 
grams for  family  medicine,  to  produce  more  physicians  that 
are  likely  to  practice  in  rural  areas,  in  a report  in  the  Feb- 
ruary 2 issue  of  the  Journal  of  the  American  Medical  As- 
sociation. 

Physicians  with  nonmetropolitan  backgrounds  are  two 
to  three  times  as  likely  to  select  nonmetropolitan  practice 
as  physicians  with  urban  backgrounds,  a study  conducted 
by  the  University  of  Missouri  School  of  Medicine  at  Co- 
lumbia indicates. 

And  physicians  who  enter  family  medicine  are  almost 
three  times  as  likely  to  select  nonmetropolitan  practice  as 
physicians  in  other  primary-care  specialties. 
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A combination  of  these  two  factors  results  in  two  thirds 
selecting  rural  or  small  town  practice,  the  study  shows. 

While  26  per  cent  of  the  nation’s  population  lives  in 
nonmetropolitan  counties  (those  with  no  city  having 
greater  than  50,000  population),  only  13  per  cent  of  the 
nation’s  physicians  reside  in  these  counties,  says  Sam 
Cullison,  M.D.,  and  colleagues  in  the  Missouri  report. 

Today,  says  Dr.  Cullison,  students  with  rural  back- 
grounds are  substantially  underrepresented  in  the  nation’s 
medical  schools.  While  26  per  cent  of  the  population  live 
in  nonmetropolitan  counties,  only  17  per  cent  of  entering 
medical  students  are  from  these  counties. 

However,  studies  show  that  the  small-town  student  who 
specializes  is  much  less  likely  to  return  to  rural  practice. 
Thus,  the  need  for  more  medical  school  programs  that 
stress  preparation  for  family  medicine. 
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Venereal:  of,  or  relating  to,  sexual  pleasure  or 

indulgence;  of,  relating  to,  or  preoccu- 
pied with,  sexual  intercourse;  ...  re- 
sulting from  or  contracted  during  sex- 
ual intercourse  . . . affected  with  vene- 
real disease;  occurring  on  or  affecting 
the  genital  organs. — Webster’s  Third 
New  International  Dictionary,  una- 
bridged, G.  & C.  Merriam  Co.,  1971. 

L.  venereus,  from  Venus,  goddess  of 
love.  Pertaining  to,  or  produced  by, 
sexual  intercourse. — Blakiston’s  New 
Gould  Medical  Dictionary,  third  edi- 
tion, McGraw-Hill,  1972. 

Amebiasis  of  the  genitalia  is  not  common  but 
has  been  described  on  several  occasions.  The 
penis,  the  vulva,  the  vagina,  and  the  cervix  have 
become  infected  with  Entamoeba  histolytica  by 
contiguous  extension  of  the  disease  from  the  anal 
area  or  through  fistulas,  by  manual  contamination, 
and  by  sexual  intercourse  including  the  anal  vari- 
ety.1 

The  purpose  of  this  report  is  not  to  discuss  such 
pathologic  varieties  of  amebiasis  but  to  consider 
intestinal  amebiasis  acquired  as  part  of  heterosex- 
ual and  homosexual  activity.  Epidemiologic  as- 
pects of  clinical  amebiasis  which  previously  were 
perplexing  became  illuminated  by  the  apprecia- 
tion that  individuals  who  had  frequent,  recurrent 
amebiasis  and  who  had  not  traveled  in  areas  where 
the  disease  is  prevalent  were  being  infected  and 
reinfected  during  their  sexual  activities. 

Case  report 

A twenty-five-year-old,  previously  healthy  male 
had  an  attack  of  diarrhea  which  lasted  five  days. 
This  was  characterized  by  the  daily  passage  of  3 to 
5 partially  liquid  stools,  free  of  blood  or  mucus. 
Stool  examination  revealed  trophozoites  of  E.  his- 
tolytica. The  patient  was  treated  with  a course  of 


metronidazole  (Flagyl),  250  mg.  4 times  a day  for 
seven  days,  with  prompt  relief.  Two  weeks  later, 
in  one  watery  stool,  cysts  and  trophozoites  of  E. 
histolytica  were  identified.  This  relapse  was 
treated  over  a four-week  period  with  tetracycline, 
metronidazole,  and  diiodohydroxyquin.  Six 
weeks  later,  parasites  were  found  again,  and  the 
patient  was  referred  in  consultation.  Physical  ex- 
amination yielded  essentially  negative  results, 
with  no  hepatomegaly  or  hepatic  tenderness.  The 
usual  laboratory  studies  of  urine  and  blood  showed 
findings  within  normal  range.  Proctosigmoidos- 
copic  examination  revealed  two  small  ulcers  16  cm. 
proximal  to  the  anal  ring.  Stool  examination  con- 
firmed the  presence  of  E.  histolytica  trophozoites 
and  cysts. 

Of  consequence  in  his  history  were  the  facts  that 
(1)  he  had  always  lived  in  the  New  York  area, 
never  having  traveled  abroad  nor  even  to  the 
southern  or  western  parts  of  the  United  States;  (2) 
he  and  his  mate  lived  in  a brownstone  in  Green- 
wich Village  in  the  winter  and  on  Fire  Island  dur- 
ing the  summer,  both  areas  considered  by  some  to 
be  “gay”;  and  (3)  he  had  a relatively  happy  homo- 
sexual arrangement,  and  had  no  other  sexual  part- 
ner during  the  period  involved.  His  mate,  on  the 
other  hand,  had  traveled  extensively  and  had  not 
been  “faithful”;  in  fact,  he  had  “done  the  whole 
scene”  on  several  occasions  at  Fire  Island.  Ani- 
lingus  was  part  of  their  pattern  of  sexual  activity. 

Examination  of  the  partner  revealed  cysts  and 
trophozoites  of  E.  histolytica. 

Comment 

The  problem  of  recurrent  amebiasis  as  illus- 
trated in  this  case  posed  several  questions  during 
the  care  of  the  patient: 

1.  Was  the  original  diagnosis  of  E.  histolytica  in-  i 
fection  correct?  Only  experienced  coprologists  ap-  I 
preciate  the  difficulty  in  identifying,  with  near  cer- 
tainty, E.  histolytica.  Macrophages  and  other  amoe-  s 
bae  are  often  mistaken  for  the  “real  thing,”  even  by  ^ 
those  making  special  efforts  to  be  accurate.  Because 
of  the  difficulty  in  making  an  accurate  diagnosis  of  E. 
histolytica,  I have  been  skeptical  of  reports  of  recur-  & 
rent  amebiasis  in  referred  patients.  Only  after  iden- 
tifying the  parasite  in  our  laboratory  in  this  case,  i 
staining  the  organism,  and  culturing  it  were  we  con-  I 
vinced  that  the  private  practitioner  had  been  correct  fs 
in  his  earlier  evaluations. 

2.  The  patient  had  been  treated  once  with  an  ap- 
propriate  dose  of  metronidazole  and  once  with  a com-  c 
bination  of  drugs.  Was  this  an  example  of  drug  fail-  3 
ure?  No  single  drug,  used  in  the  treatment  of  symp- 
tomatic amebiasis,  is  adequate;  more  and  more  fail-  I 
ures  are  being  reported  with  the  use  of  metronidazole 
alone.  Yet,  in  my  experience,  no  patient  receiving 
proper  treatment  has  failed  to  respond. 

3.  How  did  he  become  reinfected?  The  seemingly  :: 
obvious  answer,  originally,  was  contaminated  water 
supply.  During  the  past  three  decades,  I have  been 
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impressed  by  the  relative  frequency  of  recurrent  ame- 
biasis in  patients  who  lived  in  Greenwich  Village.  On 
two  occasions,  the  City  of  New  York  Department  of 
Health  was  asked  to  investigate  the  water  supply  of 
brownstones.  It  was  difficult  to  imagine  how  any  spe- 
cial contamination  of  their  water  supply  might  have 
occurred,  and,  indeed,  none  was  reported.  Alas,  I did 
not,  at  that  time,  appreciate  certain  aspects  of  Green- 
wich Village  life. 

Venereal  amebiasis  is  seemingly  much  more 
common  in  homosexuals  than  in  heterosexuals  in 
this  area,  although  2 heterosexual  couples  so  in- 
fected have  been  seen.  Since  alerting  my  col- 
leagues in  the  Tropical  Medicine  Clinic  of  New 
York  Hospital-Cornell  Medical  Center,  several  ad- 
ditional cases  of  venereal  amebiasis  have  been  rec- 
ognized in  homosexuals. 

We  have  also  noted,  as  have  others,  instances  of 
venereal  giardiasis  and  trichomoniasis,  caused  by 
Trichomonas  hominis.  Giardia  infection  may  be- 


AMA to  establish 
committee  on  ethics 

A National  Advisory  Committee  on  Ethics  will  be  set  up 
by  the  American  Medical  Association  in  an  effort  to  focus 
attention  on  the  moral  and  ethical  challenges  facing 
American  Institutions. 

The  AMA  will  help  launch  and  finance  the  indepen- 
dently functioning  committee,  to  be  headed  by  Fred  T. 
Allen,  chairman  of  the  Pitney  Bowes  Corp.,  Stamford, 
Conn. 

“Our  purpose,”  said  Allen  in  a February  issue  of  Amer- 
ican Medical  News,  the  AMA’s  weekly  newspaper  for 
physicians,  “is  to  call  attention  to  the  importance  of  the 
ethical  underpinnings  of  business,  law,  medicine,  jour- 
nalism, education — in  fact,  our  whole  society.  Without 
a pervasive  pattern  of  individual  honesty  a free  society 


come  more  prominent  since  so  many  travelers 
have  become  infected  in  Russia,  F ranee,  and  else- 
where in  the  world.  The  conjugal  nature  of  Tri- 
chomonas vaginalis  infection  is  too  well  known  to 
require  consideration  here.2 

The  subject  of  the  sexual  transmission  of  viral 
hepatitis  is  now  under  extensive  investigation.3 
Specialists  in  other  infectious  diseases — viral,  bac- 
terial, and  parasitic — might  review  the  epidemiol- 
ogy of  their  special  infections  in  the  light  of  these 
current  reports. 

525  East  68th  Street 
New  York,  New  York  10021 
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cannot  function. 

“We  are  in  an  early  development  stage,  just  starting  to 
approach  people  to  participate.  When  we  have  formed  a 
broadly  representative  group,  then  I think  we  can  talk  more 
specifically  about  our  objectives  and  the  means  to  attain 
them.” 

AMA  President  Max  H.  Parrott,  M.D.,  and  Raymond 
T.  Holden,  M.D.,  chairman  of  the  AMA  Board  of  Trustees, 
said,  “The  AMA  is  initiating  a National  Advisory  Com- 
mittee on  Ethics  as  a public  service.  The  committee,  its 
deliberations,  and  its  future  recommendations  will  be  in- 
dependent of  us. 

“Physicians  certainly  do  not  claim  any  exclusivity  on 
ethical  behavior  or  conduct.  But  medical  codes  of  ethics 
go  far  back  in  history;  they  play  an  integral  role  in  medical 
training  and  medical  practice;  and  we  therefore  think  it 
appropriate  that  physicians  initiate  a project  of  this  sort.” 
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Gynecomastia  is  characterized  histologically  by 
distinctive  changes  of  both  the  stromal  and  the 
ductal  components  of  the  male  breast.1  Enlarge- 
ment of  the  male  breast  resulting  from  inflamma- 
tion, such  as  acute  or  chronic  mastitis,  or  tumoral 
processes,  such  as  lipoma,  fibroadenoma,  hemangi- 
oma, and  neurofibroma,  has  been  referred  to  as 
pseudogynecomastia.2’3 

Whereas  gynecomastia  is  encountered  frequent- 
ly during  puberty,  it  is  uncommon  prior  to  it.4-7 
When  it  does  occur  in  prepubertal  children  under 
ten  years  of  age  but  beyond  the  neonatal  period,  it 
is  usually  associated  with  definable  causes  such  as 
endocrine  tumors  of  the  testes  or  adrenals,  drugs, 
starvation,  and  others.  Only  30  cases  of  gyneco- 
mastia have  been  described  in  this  age  group4’6’8’9; 
3 of  them  had  elevations  of  urinary  estrogens.9 

Breast  enlargement  in  prepubertal  children  with 
von  Recklinghausen’s  neurofibromatosis  has  been 
reported  but  infrequently.  In  a series  of  46  cases, 
Fienman  and  Yakovac10  found  breast  enlargement 
in  6,  or  13  per  cent.  Three  of  these  were  boys  aged 
four,  six,  and  seven  years,  respectively.  Two  boys 
had  pseudogynecomastia  due  to  neurofibromas  of 
the  underlying  chest  wall,  and  one  had  atrophic 
testes  and  histologically  documented  bilateral  gy- 
necomastia without  concomitant  mammary  neuro- 
fibromas. The  breast  enlargement  in  the  remain- 
ing 3 children,  all  girls,  resulted  from  subcuta- 
neous lipomas  and  neurofibromatous  nodules  in  2; 
in  the  third  there  was  a virilizing  carcinoma  of  the 
adrenal  gland,  but  the  breast  tissue  was  not  exam- 
ined histologically. 

Inglis11  reported  on  a three-and-one-half-year- 
old  boy  in  whom  bilateral  pseudogynecomastia 
due  to  lipomas  was  coexistent  with  macrodactyly 
viewed  by  the  author  as  a manifestation  of  von 


Recklinghausen’s  disease. 

The  present  report  deals  with  a case  of  idiopath- 
ic prepubertal  gynecomastia  in  a child  with  von 
Recklinghausen’s  disease  combined  with  pseudo- 
gynecomastia due  to  topical  neurofibromatosis. 
To  our  knowledge  the  association  of  gynecomastia 
and  neurofibromatous  pseudogynecomastia  has 
not  been  described  before. 

Case  report 

A four-and-one-half-year-old  black  boy  was  ad- 
mitted for  evaluation  of  enlargement  of  both 
breasts.  The  right  breast  was  slightly  enlarged  at 
birth  and  had  been  slowly  growing  ever  since.  At 
about  three  years  of  age,  the  left  breast  was  also 
noted  to  increase  in  size. 

The  child  was  born  at  term  by  normal  spontane- 
ous delivery  to  a twenty-four-year-old  gravida  5, 
para  4,  after  an  uneventful  pregnancy.  Birth 
weight  was  8 pounds,  3 ounces.  He  sat  without 
support  at  nine  months,  crawled  at  ten  months, 
and  walked  at  fifteen  months  of  age.  Early  in  life 
he  had  surgery  for  bilateral  supernumerary  digits, 
and  later,  at  two  years  of  age,  he  had  surgery  for  a 
lump  in  the  region  of  the  left  clavicle.  No  history 
of  exposure  to  drugs  was  obtained. 

On  physical  examination,  height  and  weight 
were  normal  for  the  child’s  age.  The  face  had  an 
odd  appearance  with  prominent  frontal  bossae. 
There  was  almost  constant  drooling.  Several  cafe- 
au-lait  patches  were  noted  on  the  back,  chest, 
abdomen,  and  extremities.  The  breasts  were 
asymmetrically  enlarged,  the  right  measuring  3 by 
3 cm.  and  the  left  2 by  2 cm.  The  nipples  were 
neither  hyperpigmented  nor  prominent,  and  there 
was  no  secretion.  The  testes  were  fully  descend- 
ed. There  was  no  precocious  development  of  sec- 
ondary sexual  characteristics.  Neurologic  exami- 
nation gave  negative  findings  except  for  mild  nys- 
tagmus on  lateral  gaze.  There  was  a borderline 
degree  of  mental  retardation,  with  an  intelligence 
quotient  around  65. 

Blood  count,  urinalysis,  chemical  analysis  of  the 
blood  by  sequential  multiple  analyzer  12/60,  thy- 
mol turbidity,  cephalin  flocculation,  total  estro- 
gens, 17-ketosteroids,  17-hydroxysteroids,  and 
vanillylmandelic  acid  were  all  within  normal  lim- 
its. Protein  bound  iodine  was  8.9  micrograms  per 
100  ml.,  the  normal  ranging  between  4 and  8.  On 
protein  electrophoresis  the  serum  albumin  was 
67.9  per  cent,  the  normal,  45  to  60;  globulins  were 
normal  except  for  the  beta  fraction  which  was  6.9 
per  cent,  the  normal,  from  9 to  16.  Alkaline  phos- 
phatase was  215  mU  per  milliliter,  normal  for  a 
child  being  30  to  85,  and  acid  phosphatase  was  12 
King- Armstrong  units,  the  normal  between  0.1  to 
4.  Buccal  smear  was  negative  for  Barr  bodies. 
Electroencephalogram  readings  showed  mildly  ab- 
normal findings  with  brief  paroxysmal  spikes  and 
waves.  Chest  x-ray  films  were  normal.  Bone  sur- 
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FIGURE  1.  (A)  Whorls  and  interlacing  bundles  of  spindle  cells  from  lump  of  neck.  (B)  Mammary  duct  partly  lined  by 

multilayered  epithelium.  Specialized  periductal  connective  tissue  mildly  increased  and  infiltrated  by  mononuclear  cells. 
(C)  Multinucleated  stromal  giant  cell  (original  magnification  X400).  (D)  Plexiform  whorly  structures.  Duct  present  in  left 
lower  corner.  Multinucleated  giant  cells  indicated  by  arrows.  (Hematoxylin  and  Eosin  Stain). 


vey  including  bone  age  showed  no  abnormalities. 
An  excisional  biopsy  of  the  right  breast  was  done. 

Pathologic  examination.  The  lump  excised 
from  the  region  of  the  left  clavicle  consisted  main- 
ly of  a hvpocellular  fibrous  tissue  containing  spin- 
dle cells  of  uniform  appearance  (Fig.  1A).  In  the 
more  cellular  portions,  the  pattern  was  that  of  in- 
terlacing bundles  of  delicate  wavy  fibrils  display- 
ing a tendency  at  whorling. 

The  biopsy  of  the  right  breast  revealed  rather 
scanty  ducts,  a few  of  which  were  branching. 
They  were  lined  by  a multilayered  epithelium 
which  formed  occasional  intraluminal  sprouts 
(Fig.  IB).  Some  ducts  were  moderately  dilated 
and  contained  desquamated  epithelial  cells  and  in- 
spissated secretion.  Only  a minority  were  invest- 
ed by  a narrow  rim  of  loose  specialized  connective 
tissue  containing  scattered  round  cells.  No  mam- 
mary lobules  were  identified.  The  bulk  of  the 
specimen  consisted  of  nonspecialized  collagenous 
interductal  stroma  which  was  dense  and  hypocel- 
lular.  Scattered  throughout  were  multinucleated 
giant  cells  conspicuous  both  by  size  and  number 


(Fig.  1C).  The  cytoplasm  varied  from  scanty  to 
abundant;  it  was  finely  granular  and  did  not  take 
the  periodic  acid-Schiff  stain.  The  cell  borders 
were  indistinct.  The  nuclei  were  located  centrally 
in  overlapping  clusters  or  else  arranged  in  ringlike 
fashion  about  the  cell  periphery.  Occasionally, 
they  formed  linear  rows  in  a background  of  scanty 
cytoplasm.  They  were  of  uniform  size  and  dis- 
played a fine  dusty  chromatin.  Nucleoli  were  in- 
constant and  small. 

A striking  histologic  feature  was  the  presence  of 
whorly  structures  of  variable  size  and  low  cellular- 
ity  interpreted  as  being  neurofibromatous.  These 
structures  were  largely  composed  of  a fibrillary 
collagen  much  of  which  was  hvalinized  (Fig.  ID). 
In  some  fields  the  whorls  were  found  as  isolated 
structures  within  the  heavily  collagenous  interduc- 
tal stroma  referred  to  earlier.  Elsewhere  the 
whorls  were  tightly  packed  in  a plexiform  fashion 
entirely  replacing  the  breast  parenchyma  and 
thereby  forming  a poorly  outlined  tumefaction. 
Multinucleated  giant  cells  were  also  encountered. 
By  means  of  the  Bodian  stain,  short  axons  were 
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FIGURE  2.  Electron  micrograph  of  two  Schwann  cells  from  neurofibromatous  component  of  breast.  Cell  on  right  in- 
complete, nucleus  being  outside  plane  of  sectioning.  Both  cells  invested  in  basement  membrane  (arrows)  and  embed- 
ded in  collagen.  Nonmyelinated  axon  (Ax)  incorporated  in  one  of  cells  (original  magnification  XI 4,000). 


demonstrated  within  and  between  the  plexiform 
structures. 

Portions  of  the  specimen  having  been  preserved 
in  buffered  10  per  cent  formaldehyde  solution 
were  sliced  into  small  blocks,  1 mm.3,  and  postos- 
micated  with  Millonig’s  fixative.  The  blocks  were 
dehydrated  with  graded  ethanol  and  embedded  in 
Epon.  Ultrathin  sections  were  stained  with  a 
combination  of  lead  citrate  and  uranyl  acetate. 

By  electron  microscopy  as  shown  in  Figure  2, 
the  constituent  cells  of  the  plexiform  whorls  met 
the  criteria  of  Schwann  cells.  They  were  round  or 
irregularly  ovoid.  Rare  spindle  cells  were  also  en- 
countered. Regardless  of  shape,  these  cells  were 
enclosed  in  basement  membranes  and  occasionally 
contained  nonmyelinated  axons.  Fibroblasts  were 
numerous  and  differed  from  the  tumor  cells  by  the 
absence  of  a basement  membrane.  The  multinu- 
cleated  giant  cells  so  prominent  on  light  microsco- 
py were  also  devoid  of  basement  membrane. 

Comment 

The  florid  stage  of  gynecomastia  expresses  itself 
by  increased  branching  of  the  ducts,  by  prolifera- 
tion of  the  epithelium,  and  by  an  expansion  of  the 


loose  periductal  connective  tissue,  or  Mantelgew- 
ebe,  specialized  stroma,  or  periductal  cuff.  In  the 
quiescent  form  the  changes  of  the  epithelium  are 
subdued  while,  conversely,  the  nonspecialized  in- 
terductal  stroma  becomes  abundant,  hypocellular, 
and  markedly  hyalinized.12  Thus,  the  enlarge- 
ment of  the  breast  is  predominantly  due  to  an  in- 
crease of  the  interductal  stroma. 

The  factors  responsible  for  the  particular  mor- 
phology of  a given  case,  florid  versus  quiescent,  are 
controversial  and  have  been  related  variously  to 
the  intensity  of  the  stimulus  or  the  receptivity  of 
the  tissue,3  to  the  age  of  the  patient,2’13-15  or  to  as- 
sociated clinical  conditions14,16-18-  Current  opin- 
ion holds  that  gynecomastia  runs  a natural  course 
from  an  early  florid  form  via  intermediate  steps  to 
a late  quiescent  state.  "19,20 

As  regards  our  case,  the  long-standing  clinical 
history  correlates  well  with  the  quiescent  morpho- 
logic appearance  of  the  breast. 

In  addition  to  the  true  gynecomastia  in  the 
present  case,  a significant  proportion  of  the  in- 
crease of  the  breast  was  due  to  pseudogynecomas- 
tia and  the  result  of  its  involvement  by  plexiform 
neurofibroma.  The  constituent  whorly  structures 
contained  axons  and  were  reminiscent  of  those  in 
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the  neurofibroma  of  the  neck  excised  two  years 
earlier.  Their  occurence  as  scattered  isolated 
bundles  within  a largely  hyalinized  stroma 
suggests  that  the  neurofibromatous  process  ex- 
pressed itself  not  only  in  the  form  of  compact  ag- 
gregates which  had  a plexiform  configuration  but 
also  involved  the  breast  in  a diffuse  fashion.  Km- 
phasis  is  being  placed  on  the  demonstration  of 
axons  within  the  plexiform  structures  in  the  breast 
as  well  as  in  the  neurofibroma  removed  previously 
from  the  region  of  the  left  clavicle. 

The  Schwann  cell  is  generally  accepted  as  the 
neoplastic  element  in  tumors  of  nerve  sheath  ori- 
gin including  neurofibromas.21  Collagen  produc- 
tion by  Schwann  cells  has  been  demonstrated  in 
posttraumatic  Wallerian  degeneration  as  well  as  in 
schwannomas  and  neurofibromas  by  means  of 
electron  microscopy22-26  and  tissue  cultures.2, 
Masson28  believed  that  the  amount  of  collagen  in- 
creases with  a protracted  course  of  these  tumors 
concomitant  with  a decrease  in  the  number  of 
Schwann  cells.  Ultrastructurally,  our  findings 
conform  with  those  recorded  in  the  literature. 
However,  no  criteria  have  been  established  to  dif- 
ferentiate Schwann  cells  of  normal  nerves  from 
those  encountered  in  neurofibromas.22-24 

Stromal  giant  cells  which  were  a striking  feature 
in  our  case  have  not  been  described  in  true  gyneco- 
mastia,113 whereas  multinucleated  giant  cells  are 
known  to  occur  in  neurofibromas  and  schwanno- 
mas.29 Their  nature  is  uncertain,  since  they  may 
be  derived  from  Schwann  cells  or  else  may  repre- 
sent reactive  histiocytes.  The  former  alternative 
is  supported  by  the  observation  of  Schwann  cells 
becoming  phagocytic  during  Wallerian  degenera- 
tion as  demonstrated  in  rats  both  in  tissue  cul- 
tures30 and  in  vivo.31  However,  Liu,32  using  auto- 
radiography, showed  that  the  phagocytic  cells  in 
Wallerian  degeneration  originate  from  blood 
monocytes  and  fixed  tissue  macrophages.  In  our 
case  the  electron  microscopic  study  failed  to  eluci- 
date the  nature  of  these  cells,  presumably  because 
of  fixation  artifacts  resulting  from  prefixation  in 
formalin. 

Department  of  Pathology 
The  Bronx-Lebanon  Hospital  Center 
1650  Grand  Concourse 
The  Bronx,  New  York  10457 
(DR.  SOLOMON) 
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Parasites  which  inhabit  the  hepatobiliary  tree  are 
one  of  the  rarest  causes  of  biliary  tract  obstruc- 
tion. One  such  organism  is  the  common  liver 
fluke  of  sheep,  Fasciola  hepatica.  Man  usually  be- 
comes infested  with  F.  hepatica  by  ingesting  pond- 
growing watercress  or  pond  water  contaminated 
with  the  metacercarial  form  of  the  fluke’s  life 
cycle.1  These  organisms  burrow  through  the 
upper  intestinal  tract,  cross  the  peritoneal  cavity, 
and  penetrate  Glisson’s  capsule.  Then  follows  the 
acute  form  of  infestation  known  as  fascioliasis  or 
“liver  rot”  where  a toxic  and  mechanical  hepatitis 
is  produced  by  migration  of  the  worms  through  the 
hepatic  parenchyma.  The  chronic  stage  of  infes- 
tation begins  as  the  adult  worms  enter  and  inhabit 
the  biliary  tree  and  begin  their  three-month  matu- 
ration to  ova-producing  adults.  The  adult  worms 
may  reach  sizes  of  2.5  cm.  by  1.5  cm.,  and  thus 
even  a single  fluke  may  cause  obstruction  of  the 
common  bile  duct.  Recently,  such  a case  became 
known  to  our  surgical  service. 

Case  report 

A fifty-three-year-old  Puerto  Rican  female  was 
admitted  for  elective  cholecystectomy.  She  had 
lived  all  her  life  in  rural  Puerto  Rico  until  her  im- 
migration to  New  York  City  in  1957.  She  was  well 
until  five  months  prior  to  admission  when  she 
began  experiencing  fatty  food  intolerance  associ- 
ated with  right  upper  quadrant  abdominal  pain, 
bloating,  and  occasional  nausea.  There  were  no 
symptoms  of  fever,  jaundice,  or  acholic  stools.  An 
oral  cholecystogram  revealed  multiple  radiolucent 
gallstones.  Hemogram  disclosed  a hematocrit  of 
41  and  a leukocyte  count  of  9,400  containing  34 
per  cent  eosinophils.  The  serum  amylase  and  al- 
kaline phosphatase  were  elevated  to  twice  normal 
levels.  Serum  bilirubin  and  albumin  levels  were 
within  normal  limits.  On  admission,  the  patient 
gave  no  history  of  prior  parasitic  infection.  Physi- 


FIGURE  1.  Cystic  duct  cholangiogram  showing  filling  de- 
fect near  ampulla. 


cal  examination  was  unremarkable  except  for 
slight  right  upper  quadrant  abdominal  tenderness 
on  deep  palpation.  A repeat  hemogram  showed  a 
10  per  cent  eosinophilia,  but  the  serum  amylase 
and  alkaline  phosphatase  had  returned  to  normal 
levels.  No  ova  or  parasites  were  discovered  on 
stool  examination. 

At  operation  the  liver  was  normal,  and  the  gall- 
bladder contained  palpable  stones.  The  common 
bile  duct  measured  1.5  cm.  in  diameter,  but  no 
stones  could  be  palpated  within  it.  A cystic  duct 
cholangiogram  revealed  a radiolucent  filling  defect 
near  the  ampulla  (Fig.  1).  The  gallbladder  was  re- 
moved and  common  bile  duct  exploration  per- 
formed. On  entering  the  duct,  a small  suction  in- 
strument was  placed  within  the  lumen.  On  with- 
drawal, a 2 cm.  by  1 cm.  fluke  was  caught  by  the 
suction  tip  (Fig.  2).  A T tube  was  placed  within 
the  common  duct,  and  cholangiogram  revealed  no 
further  evidence  of  obstruction.  The  gallbladder 
contained  only  multiple  0.5  to  1-cm.  stones.  Two 
weeks  postoperatively  the  eosinophil  count  had 
fallen  to  3 per  cent,  and  the  patient  was  asymp- 
tomatic. 

Comment 

In  1958,  Ciaudo  and  Nini2  reported  a case  of  bil- 
iary obstruction  due  to  F.  hepatica  and  collected 
32  similar  cases  from  the  world’s  literature,  includ- 
ing the  earlier  series  of  d’Alleines  et  al.  A Munro4 
reported  a single  case  of  obstruction  in  1965  and 
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FIGURE  2.  Whole  mount  of  F.  hepatica  removed  from 
common  bile  duct. 

reviewed  the  7 prior  cases  from  England.  The 
first  case  of  fluke  obstruction  reported  from  the 
United  States  was  by  Clay  and  Straight5  who  re- 
moved an  adult  organism  from  a Haitian  patient. 
The  only  other  case  from  the  United  States  came 
from  Hadden  and  Pascarelli6  who  removed  a fluke 
from  the  common  bile  duct  after  medical  treat- 
ment. In  a recent  review  of  this  subject,  Arianoff, 
Ledouble.  and  Legrand  were  able  to  collect  a total 
of  48  cases  from  the  world’s  literature.  An  occa- 
sional report  may  also  be  found  in  the  more  recent 
tropical  disease  literature  from  areas  where  F. 
hepatica  is  endemic.8 

Most  cases  of  bile  duct  obstruction  due  to  this 
fluke  were  unsuspected  prior  to  surgery.  Only  in 
those  areas  and  in  times  of  epidemics  of  fascioli- 
asis  was  obstruction  thought  possible  because  of 
fluke  infestation.9  Occasionally,  stool  examina- 
tions for  ova  have  disclosed  patient  infestation 
with  adult  fasciola.6  The  clinical  manifestations 
of  epigastric  pain,  jaundice,  and  right  upper  quad- 
rant abdominal  tenderness  are  indistinguishable 
from  the  more  common  cholelithiasis  and  choledo- 
cholithiasis.  Only  a history  of  previous  hepatitis, 
contact  with  any  sheep-growing  area,  or  a fondness 
for  fresh  watercress  offer  clues  to  the  diagnosis. 
Eosinophilia  often  as  high  as  50  per  cent  may  be 


present  in  the  obstructive  stage,  but  is  more  com- 
mon during  the  acute  hepatic  fascioliasis.  Cases 
of  obstruction  in  the  presence  of  normal  eosinophil 
counts  have  been  reported.10  Because  of  a lack  of 
availability  and  the  time  lapse  involved,  the  physi- 
cian may  not  wish  to  await  the  results  of  comple- 
ment fixation  or  hemagglutination  studies  in  the 
presence  of  signs  and  symptoms  of  biliary  obstruc- 
tion.11 

In  cases  of  recently  acquired  or  single  fluke  in- 
festation, removal  of  the  worm  through  common 
duct  exploration  with  contrast  study  control 
should  be  curative.  In  more  chronic  cases  or  in 
the  presence  of  multiple  flukes,  bile  duct  epithelial 
proliferation  and  periductal  fibrosis  may  be 
present.411  The  surgeon  may  even  encounter  a 
slough  of  thickened  mucosa.12  Similar  pathologic 
changes  in  bile  ducts  obstructed  by  the  fluke  Clo- 
norchis  sinensis  have  necessitated  some  form  of 
choledochoenterostomy  or  sphincterotomy  to  cir- 
cumvent the  possibility  of  further  obstruction  due 
to  inflammation,  stasis,  or  stricture.13-15  Whether 
similar  procedures  may  be  required  in  cases  of  F. 
hepatica  obstruction  with  severe  inflammation 
and  sludge  awaits  further  experience  with  and  fol- 
low-up of  cases. 
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From  the  time  of  the  original  description  by 
Crohn,  Ginzburg,  and  Oppenheimer1  of  regional 
enteritis  of  the  ileum,  identification  of  such  lesions 
in  the  large  intestine,2  stomach,3  esophagus,4-6 
and,  only  recently,  the  mouth7  have  been  present- 
ed. Furthermore,  although  the  simultaneous 
presence  of  Crohn’s  lesions  in  the  small  and  large 
bowel  has  been  reported,  there  has,  to  our  knowl- 
edge, never  been  any  identification  of  such  lesions 
occurring  simultaneously  in  both  the  bowel  and 
the  esophagus.  In  fact,  although  a recent  article 
by  Madden,  Ravid,  and  Haddad4  attempts  to 
identify  Crohn’s  lesions  in  the  esophagus,  in  the 
absence  of  any  such  well-defined  lesion  in  the 
bowel,  the  possibility  that  Crohn’s  lesions  are  ever 
really  found  in  the  esophagus  deserves  further 
consideration.  To  this  end,  the  following  case 
study  presents,  for  the  first  time,  positive  evidence 
of  Crohn’s  lesion  of  the  esophagus  in  a patient 
demonstrating  simultaneously  Crohn’s  lesions  in 
the  bowel. 

Case  report 

The  patient  was  first  hospitalized  in  1939  at  the 
age  of  thirty-eight  with  signs  and  symptoms  of 
acute  appendicitis.  Evidence  of  regional  enteritis 
was  discovered  at  the  time  of  surgery;  subsequent- 


ly, a resection  of  95  per  cent  of  the  ileum  and  of 
the  ascending  colon  with  a consequent  ileo- 
transverse  colostomy  was  performed.  After  sur- 
gery, she  experienced  occasional  bouts  of  diarrhea 
and  rectal  bleeding.  From  1939  until  1964  occa- 
sional visits  to  her  physician  were  made.  Since 
1964  she  had  been  on  steroids,  and  her  condition 
was  stabilized.  She  was  admitted  to  the  hospital 
the  second  time  in  1969  at  the  age  of  sixty-three 
with  complaints  of  shortness  of  breath,  chest  and 
back  pains,  and  generalized  weakness.  A severe 
(3.5. Gm.  Hg.)  anemia  was  noted,  as  well  as  pro- 
nounced osteoporosis.  She  received  10  units  of 
whole  blood  as  well  as  packed  red  blood  cells  and 
nonsteroid  anabolic  drugs.  During  her  hospital 
stay,  she  had  had  several  episodes  of  diarrhea,  ac- 
companied by  rectal  bleeding,  which  ceased  before 
her  discharge  home.  At  that  time,  the  diagnosis 
was  malabsorption  (short-circuit)  syndrome,  re- 
current regional  enteritis,  and  osteoporosis.  In 
January,  1970,  she  began  to  lose  weight,  experi- 
enced diarrhea,  and  two  weeks  later  was  admitted 
to  the  hospital  for  the  third  time.  On  examination 
she  was  found  to  have  an  abdominal  fistula  on  the 
right  side  surrounded  by  suppuration.  She  was 
treated  conservatively  for  one  month,  at  which 
time  findings  of  upper  gastrointestinal  series  were 
reported  as  normal.  Surgery  was  then  performed, 
and  when  lysis  of  extensive  adhesions  was  at- 
tempted, granulomatous  disease  of  both  small  and 
large  bowels  at  the  anastomotic  site  was  evident. 
A cutaneous  fistula  originated  from  the  involved 
small  bowel.  The  fistula  and  diseased  bowel  were 
resected,  leaving  only  the  proximal  portion  of 
small  bowel  anastomosed  to  the  descending  colon. 
Microscopic  examination  of  the  resected  small 
bowel  revealed  extensive  submucosal  thickening 
by  edema  and  fibrosis  and  demonstrating  diffuse 
lymphocytic  infiltrates,  as  well  as  granulomata 
surrounded  by  foreign  body-type  giant  cells  (Fig. 
1).  One  week  following  surgery  she  vomited  coffee 
ground-like  material.  She  also  experienced 
bloody  diarrhea  which  occurred  intermittently 
during  the  two  and  one-half  weeks  following  sur- 
gery. At  this  time  a revision  of  the  abdominal 
wound  with  removal  of  necrotic  wound  tissue  was 
carried  out.  The  patient’s  condition  remained 
poor,  she  refused  oral  intake,  and  continued  a 
gradual  downhill  course,  expiring  three  and  one- 
half  months  after  admission. 

Autopsy  findings  revealed  a cachectic  female 
appearing  older  than  the  stated  age  of  sixty-three, 
weighing  85  pounds,  and  measuring  5 feet,  4 inches 
in  length.  A midline  suprapubic  surgical  scar 
measuring  20  cm.  was  present.  The  lungs  lacked 
elasticity  and  revealed  a moderate  degree  of  pul- 
monary emphysema  and  moderate-to-marked  fi- 
brosis. Minimal  focal  bronchopneumonia  was 
present.  The  heart  weighed  220  Gm.  and  exhib- 
ited a moderate  degree  of  atherosclerosis  of  the 
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FIGURE  1.  Small  bowel,  surgically  resected.  (A)  Showing  intact  mucosa,  diffuse  lymphocytic  infiltrates,  extensive 
edema  and  fibrosis,  and  granulomata  with  foreign  body-type  giant  cells.  (B)  Submucosa  showing  chronic  inflammation 
and  granulomatous  lesion  (original  magnification  X 400).  (Hematoxylin  and  Eosin  Stain) 


vessels.  Massive  adhesions  of  the  abdominal  or- 
gans were  present,  which  were  lysed  with  diffi- 
culty. Removal  of  the  abdominal  contents,  en 
bloc,  revealed  an  encapsulated  abscess  on  the  left 
side  of  the  pelvic  inlet  involving  the  posterior  wall 
and  the  sigmoid  colon.  Remaining  intestinal 
loops  were  matted  together  and  were  adherent  to 
the  liver.  The  peritoneal  surface  was  thickened, 
with  fibrinous  and,  in  some  areas,  fibrous  adhe- 
sions. Although  esophageal  contour  was  not  re- 
markable, the  luminal  surface  was  denuded  and 
demonstrated  a “cobblestone”  appearance  over 
the  entire  length  of  the  organ.  The  wall  was 
thickened  to  0.3  cm.  Microscopically,  the  submu- 
cosa, muscularis,  and  adventitia  were  markedly 
thickened  as  a result  of  edema  and  fibrosis  (Fig. 
2A).  The  mucosa  was  completely  ulcerated  and 
replaced  in  parts  by  a fibrinopurulent  exudate 
overlying  necrotic  portions.  Lymphocytic  infil- 
trate accompanied  by  a congeries  of  capillaries  and 
lymphatics  was  widespread  throughout  the  wall 
and  the  adventitia  (Fig.  2B).  No  distinct  granulo- 
mata were  noted.  The  stomach  was  not  remark- 
able. The  small  bowel  measured  105  cm.  and  was 
anastomosed  to  the  colon  which  measured  120  cm. 


There  was  adhesion  of  small  bowel  to  the 
transverse  colon,  at  which  point  there  were  several 
sutures  noted  through  the  inferior  wall  of  the 
transverse  colon  and  the  superior  wall  of  a part  of 
the  small  bowel.  No  ulcerations  of  the  mucosa 
were  noted  at  any  point.  Microscopically,  there 
was  generalized  edema  of  the  submucosa  with  ex- 
tensive subacute  and  acute  inflammatory  exudate 
throughout  the  subserosa.  The  mucosa  was  in- 
tact; no  granulomas  were  present.  The  liver  was 
small,  940  Gm.,  and  the  surface  showed  fibrous 
thickening  and  adhesions,  as  well  as  some  areas  of 
fine  nodularity.  The  cut  surface  was  yellow-green 
and  the  nodular  pattern  was  accentuated.  Micro- 
scopically, the  architecture  was  slightly  distorted, 
and  a mild  degree  of  portal  fibrosis  was  present. 
Marked  fatty  change  was  noted  predominantly  in 
the  centrilobular  areas  as  well  as  in  a few  focal 
areas  of  early  hepatocel'ular  necrosis.  Moderate, 
chronic  active,  and  inflammatory  infiltrates  were 
present  throughout  the  liver  parenchyma  as  well 
as  around  the  bile  ducts  where  moderate  biliary 
stasis  was  evident.  The  gallbladder  showed  mild 
chronic  cholecystitis.  The  spleen  and  pancreas 
were  not  remarkable.  The  adrenals  were  atrophic 
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FIGURE  2.  Esophagus.  (A)  Mucosa  ulcerated  and  necrotic  surface  layered  by  fibrinopurulent  exudate.  Wall,  exten- 
sively thickened  by  fibrosis,  shows  striking  chronic  inflammatory  infiltrate.  (B)  Conspicuous  lymphocytic  infiltrate  in  wall 
is  set  in  congeries  of  capillaries  and  fibrous  tissue.  Many  histocytes  also  present  (original  magnification  X 400). 
(Hematoxylin  and  Eosin  Stain) 


and  showed  depletion  of  cortical  lipid.  The  kid- 
neys revealed  focal  areas  of  chronic  pyelonephritis 
scattered  through  the  parenchyma  as  well  as  a 
minimal  degree  of  arteriolonephrosclerosis.  The 
internal  genitalia  were  atrophic.  The  central  ner- 
vous system  was  not  examined. 

Comment 

Several  reports  have  appeared  describing 
Crohn’s  disease  limited  to  the  esophagus.4-6  That 
this  disorder  may  appear  in  such  an  isolated  fash- 
ion, as  it  does  frequently  in  the  ileum,  is  entirely 
possible.  However,  accurate  identification  of  such 
a lesion  of  the  esophagus  receives  more  support, 
when  it  is  shown  to  coexist,  as  it  does  in  this  case 
with  histologically  proved  granulomatous  entero- 
colitis. To  our  knowledge,  the  present  case  pro- 
vides, for  the  first  time,  positive  histologic  proof  of 
the  simultaneous  occurrence  of  Crohn’s  lesions  in 
the  intestine  and  the  esophagus.  With  the  sole 
exception  of  the  lack  of  noncaseating  epithelioid 
granulomata,  all  criteria  employed  for  the  identifi- 
cation of  the  lesion  as  that  of  Crohn’s  are  readily 
evident  in  the  esophageal  lesion;  this  includes  the 
presence  of  a cobblestone  appearance  of  the  lumi- 
nal surface  of  the  esophagus  and  diffuse  chronic 
inflammatory  involvement  of  the  entire  thickness 
of  the  wall.  However,  recent  studies  demonstrate 
that  the  presence  of  sarcoid-like  epithelioid  granu- 
lomas, as  described  originally  in  Crohn’s  disease  of 
the  terminal  ileum,  is  no  longer  considered  essen- 
tial for  the  diagnosis  of  Crohn’s  disease;  now,  more 
reliance  is  placed  on  the  regionalism  and  transmu- 
ral extension  of  the  lesion.4  That  the  lesion  re- 
ported herein  is  not  that  of  reflux  esophagitis  can 
he  safely  stated  in  that  (1)  focal  areas  of  deep  and 
linear  ulcerations  of  the  mucosa  characteristic  of 
this  condition  were  absent,  and  (2)  reflux  esopha- 
gitis does  not  exhibit  uniform  and  symmetric  in- 
volvement of  the  entire  mucosal  and  wall  compo- 


nents of  the  organ. 

Since  our  observations  lead  us  to  suspect  that 
the  affected  esophagus  demonstrated  Crohn’s  dis- 
ease in  a patient  with  a long-standing  demonstra- 
tion of  recurrent  regional  ileitis,  we  conclude  that 
not  all  portions  of  the  digestive  tract  present  iden- 
tical histologic  lesions  of  Crohn,  since  the  final 
character  of  the  lesion  might  indeed  be  ultimately 
controlled  by  the  nature  of  the  site  at  which  it  de- 
velops. The  high  incidence  of  recurrence  fol- 
lowing surgical  resection  is  well  known,  and  this 
case  may  represent  a peculiar  manifestation  of  the 
recurrence.8  In  any  event,  since  the  original  de- 
scription of  regional  ileitis,  the  disease  process  has 
been  noted  to  involve  the  colon,  jejunum,  rectum, 
duodenum,  stomach,  oral  cavity,  and,  now,  the 
esophagus — in  short,  the  entire  alimentary  canal. 

Methodist  Hospital  of  Brooklyn 
506  Sixth  Street 
Brooklyn,  New  York  11215 
(DR.  WERTHAMER) 
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Description:  Pulvules®  Nalfon®  (fenoprofen  cal- 
cium, Dista)  for  oral  administration  contain  feno- 
profen calcium  as  the  dihydrate  in  an  amount 
equivalent  to  300  mg.  of  fenoprofen  Nalfon  is  a 
nonsteroidal,  anti-inflammatory  drug.  Chemically  it 
is  a propionic  acid  derivative. 

The  structural  formula  is  as  follows: 


Ca+f  2H20 


Calcium  dl-2-(3-phenoxyphenyl)  propionate  dihy- 
drate 

Nalfon  is  a white  crystalline  powder,  soluble  in 
ll.S.P  ethanol  (95%)  to  the  extent  of  approxi- 
mately 15  mg. /ml.  at  25  C°;  slightly  soluble  in 
water,  and  insoluble  in  benzene. 

The  pKa  of  Nalfon  is  4.5  at  25°  C. 

Clinical  Pharmacology:  Nalfon  is  a nonsteroidal, 
anti-inflammatory,  anti-arthritic  compound  In  ani- 
mal systems,  it  also  shows  analgesic  and  anti- 
pyretic activity.  Its  mode  of  action  is  unknown.  In 
patients  with  rheumatoid  arthritis,  the  anti- 
inflammatory action  of  Nalfon  has  been  shown  by  a 
reduction  in  joint  swelling,  a reduction  in  pain, 
a reduction  in  the  duration  of  morning  stiffness,  a 
reduction  in  disease  activity  as  assessed  by  both 
the  investigator  and  the  patient,  and  by  increased 
mobility  as  demonstrated  by  a reduction  in  the 
number  of  joints  with  limited  motion.  Its  action  is 
not  mediated  through  the  adrenal  gland.  There  is 
no  evidence  that  Nalfon  alters  the  progressive 
course  of  the  underlying  disease. 

To  further  demonstrate  the  anti-inflammatory 
activity  of  Nalfon  in  humans,  the  emergence  and 
degree  of  erythemic  response  were  measured  in 
adult  male  volunteers  exposed  to  ultraviolet  irradi- 
ation. The  effects  of  Nalfon,  aspirin,  and  indo- 
methacin were  compared  separately  with  those  of 
placebo  All  three  drugs  demonstrated  a nti- 
erythemic  activity.  The  results  in  humans  con- 
firmed the  anti-inflammatory  activity  found 
in  animals. 

Nalfon  has  been  shown  to  inhibit  prostaglandin 
synthetase  isolated  from  bovine  seminal  vesicles. 
Reproduction  studies  in  rats  have  shown  Nalfon 
to  be  associated  with  prolonged  labor  and  difficult 
parturition  when  given  during  late  pregnancy. 
Evidence  suggested  that  this  may  be  due  to  de- 
creased uterine  contractility  resulting  from  the 
inhibition  of  prostaglandin  synthesis. 

Linder  fasting  conditions,  Nalfon  is  rapidly 
absorbed,  achieving  peak  plasma  levels  of  50  meg. 
per  ml.  within  two  hours  of  oral  administration  of 
600  mg.  doses  Good  dose  proportionality  was 
observed  between  200  mg,  and  600  mg.  in  fasting 
male  volunteers.  The  plasma  half-life  is  approxi- 
mately 3 hours.  Approximately  90%  of  a single 
oral  dose  is  eliminated  within  24  hours  as  feno- 
profen glucuronide  and  4 '-hydroxyfenoprofen  glu- 
curonide,  the  major  urinary  metabolites  of  feno- 
profen. Fenoprofen  is  highly  bound  (99%)  to  albumin. 

The  coadministration  of  aspirin  decreases  the 
biologic  half-life  of  fenoprofen  due  to  an  increase 
in  metabolic  clearance  which  results  in  a greater 
amount  of  hydroxylated  fenoprofen  in  the  urine 
Although  the  mechanism  of  interaction  between 
fenoprofen  and  aspirin  is  not  totally  known, 
enzyme  induction  or  displacement  of  fenoprofen 
from  plasma  albumin  binding  sites  are  possibilities 
Chronic  administration  of  phenobarbital,  a known 
enzyme  inducer,  may  be  associated  with  a decrease 
in  plasma  half-life  of  fenoprofen  Clinical  signifi- 
cance of  these  interactions  is  not  known 

The  concomitant  administration  of  antacid 
(aluminum  and  magnesium  hydroxide)  does  not 
interfere  with  absorption  of  Nalfon  Food  ingestion 
decreases  the  rate  and  extent  of  absorption  of 
Nalfon. 

With  single  doses  of  Nalfon  there  is  less  sup- 
pression of  collagen-induced  platelet  aggregation 
than  with  aspirin. 

Fenoprofen  shows  anti-inflammatory  effects  in 
rodents  by  inhibiting  the  development  of  redness 
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and  edema  in  acute  inflammatory  conditions  and  by 
reducing  soft-tissue  swelling  and  bone  damage 
associated  with  chronic  inflammation  It  exhibits 
analgesic  activity  in  rodents  by  inhibiting  the 
writhing  response  in  mice  caused  by  the  introduc- 
tion of  an  irritant  into  the  peritoneal  cavity  and  by 
elevating  pain  thresholds  to  pressure  in  edematous 
hindpaws  of  rats  In  rats  made  febrile  by  the  sub- 
cutaneous administration  of  brewer's  yeast,  feno- 
profen  produces  antipyretic  action  These  effects 
are  characteristic  of  nonsteroidal,  anti-inflamma- 
tory, antipyretic,  analgesic  drugs 

Indications  and  Usage:  Nalfon"  (fenoprofen  cal- 
cium, Dista)  is  indicated  for  relief  of  the  signs  and 
symptoms  of  rheumatoid  arthritis  It  is  indicated  in 
the  treatment  of  acute  flares  and  in  the  long-term 
management  of  the  disease  The  safety  and  effec- 
tiveness of  Nalfon  have  not  been  established  in 
those  rheumatoid  arthritis  patients  who  are 
designated  by  the  American  Rheumatism  Associa- 
tion as  Functional  Class  IV  (Incapacitated,  largely 
or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care  ) Improvement  in  patients 
treated  with  Nalfon  for  rheumatoid  arthritis  has 
been  demonstrated  by  a reduction  in  joint  swelling, 
a reduction  in  pain,  a reduction  in  the  duration  of 
morning  stiffness,  a reduction  in  disease  activity 
as  assessed  by  both  the  investigator  and  the 
patient,  and  by  increased  mobility  as  demonstrated 
by  a reduction  in  the  number  of  joints  with  limited 
motion 

In  clinical  studies  in  patients  with  rheumatoid 
arthritis,  Nalfon  has  been  shown  to  be  comparable 
to  aspirin  in  controlling  the  aforementioned  meas- 
ures of  disease  activity  but  the  frequency  of  the 
milder  gastrointestinal  adverse  effects  (nausea, 
dyspepsia)  and  tinnitus  was  less  than  in  aspirin- 
treated  patients.  It  is  not  known  whether  Nalfon 
causes  less  peptic  ulceration  than  aspirin 

In  some  patients  Nalfon  has  been  used  in  com- 
bination with  gold  salts  or  corticosteroids  Studies 
have  been  inadequate  to  demonstrate  whether  Nal- 
fon adds  any  improvement  in  patients  maintained 
on  gold  salts  or  corticosteroids  Whether  Nalfon 
could  be  used  in  conjunction  with  partially  effective 
doses  of  corticosteroid  for  a "steroid-sparing" 
effect  has  not  been  adequately  studied  The  use  of 
Nalfon  in  combination  with  salicylates  is  not  recom- 
mended because  there  is  no  evidence  to  dem- 
onstrate that  Nalfon  would  produce  any  additional 
effect  beyond  that  produced  by  aspirin  alone 
Further,  there  is  evidence  that  aspirin  increases  the 
rate  of  excretion  of  Nalfon 

There  have  been  no  studies  in  children;  there- 
fore the  safety  and  effectiveness  of  Nalfon  in 
children  are  unknown. 

Contraindications:  Nalfon  is  contraindicated 
in  patients  who  have  shown  hypersensitivity  to  it. 

Because  the  potential  exists  for  cross  sensitivity 
to  aspirin  and  other  nonsteroidal,  anti-inflam- 
matory drugs.  Nalfon  should  not  be  given  to 
patients  in  whom  aspirin  and  other  nonsteroidal, 
anti-inflammatory  drugs  induce  the  symptoms  of 
asthma,  rhinitis,  or  urticaria. 

Warnings:  Nalfon  should  be  given  under  close 
supervision  to  patients  with  a history  of  upper 
gastro-intestinal  tract  disease  and  only  after  con- 
sulting the  "ADVERSE  REACTIONS"  section. 
Gastro-intestinal  bleeding,  sometimes  severe,  has 
been  reported  in  patients  receiving  Nalfon. 

In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  attempts  should  be  made 
to  treat  the  arthritis  with  nonulcerogenic  drugs, 
such  as  gold.  If  Nalfon  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of 
ulcer  perforation  or  severe  gastrointestinal 
bleeding. 

In  suDacute  and  chronic  studies  in  rats,  Nalfon 
caused  interstitial  nephritis,  glomerulonephritis 
and  renal  papillary  necrosis  These  abnormalities 
were  dose-related  and  began  to  appear  at  doses 
approximating  the  human  dose  In  chronic  studies 
in  monkeys  interstitial  nephritis  also  occurred  fol- 
lowing Nalfon  administration.  Although  this  was 
seen  at  doses  considerably  above  the  human  dose, 
lower  doses  were  not  studied  in  this  species  Dur- 
ing the  course  of  the  clinical  trials  one  patient 
developed  renal  failure  and  died  with  a diagnosis 
of  septicemia,  bilateral  suppurative  pyelonephritis 


and  renal  papillary  necrosis  It  is  not  known 
whether  these  events  were  drug  related  A few 
patients  developed  mild  elevations  of  the  BUN 
during  Nalfon'  (fenoprofen  calcium,  Dista) 
therapy  Since  Nalfon  is  eliminated  primarily  by  the 
kidney,  the  drug  should  not  be  administered  to  pa 
tients  with  significantly  impaired  renal  function  It 
is  desirable  to  perform  periodic  renal  function  tests 
in  all  patients  receiving  Nalfon 
Precautions:  In  chronic  studies  in  rats,  high  doses 
of  Nalfon  caused  elevation  of  serum  transaminase 
and  hepatocellular  hypertrophy  In  clinical  trials, 
some  patients  developed  elevation  of  serum  trans- 
aminase, LDH,  and  alkaline  phosphatase  which 
persisted  for  some  months,  and  usually,  but  not 
always,  declined  despite  continuation  of  the  drug 
The  significance  of  this  is  unknown  It  is  recom- 
mended that  periodic  liver  function  tests  be  per- 
formed in  patients  receiving  Nalfon  and  that  the 
drug  be  discontinued  if  abnormalities  occur 

The  safety  of  this  drug  in  pregnancy  and  lacta- 
tion has  not  been  established  and  its  use  during 
these  events  is.  therefore,  not  recommended  Re- 
production studies  have  been  performed  in  rats 
and  rabbits  When  fenoprofen  was  given  to  rats 
during  pregnancy  and  continued  to  the  time  of 
labor,  parturition  was  prolonged  Similar  results 
have  been  found  with  other  nonsteroidal,  anti- 
inflammatory drugs  which  inhibit  prostaglandin 
synthetase. 

In-vitro  studies  have  shown  that  fenoprofen, 
because  of  its  affinity  for  albumin,  may  displace 
from  their  binding  sites  other  drugs  which  are  also 
albumin  bound  and  may  lead  to  drug  interaction 
Theoretically,  fenoprofen,  as  well  as  other  non- 
steroidal. anti-inflammatory  agents,  could  likewise 
be  displaced  Patients  receiving  hydantoin,  sul- 
fonamides, or  sulfonylureas  should  be  observed 
for  signs  of  toxicity  to  these  drugs  In  patients 
receiving  coumarin-type  anticoagulants,  the  addi- 
tion of  Nalfon  to  therapy  could  prolong  the  pro- 
thrombin time.  Patients  receiving  both  drugs 
should  be  under  careful  observation 

In  patients  receiving  concomitant  Nalfon-steroid 
therapy,  any  reduction  of  steroid  dose  should  be 
gradual  to  avoid  the  possible  complications  of  sud- 
den steroid  withdrawal. 

Patients  with  initial  low  hemoglobin  values  who 
are  receiving  long  term  Nalfon  therapy  should 
have  a hemoglobin  determination  at  reasonable 
intervals. 

Peripheral  edema  has  been  observed  in  some 
patients  taking  Nalfon;  therefore.  Nalfon  should  be 
used  with  caution  in  patients  with  compromised 
cardiac  function. 

Studies  to  date  have  not  shown  changes  in  the 
eye  attributed  to  Nalfon  administration  However, 
because  of  adverse  eye  findings  in  animal  studies 
with  some  other  nonsteroidal  anti-inflammatory 
drugs,  it  is  recommended  that  ophthalmologic  studies 
be  carried  out  within  a reasonable  period  of  time 
after  starting  chronic  Nalfon  therapy  and  at  peri- 
odic intervals  thereafter 

Since  food  decreases  Nalfon  blood  levels,  the 
drug  should  be  given  30  minutes  before  or  two 
hours  after  meals  during  the  daytime. 

When  phenobarbital,  which  may  enhance  the 
metabolism  of  Nalfon,  is  added  or  withdrawn, 
Nalfon  dosage  adjustment  may  be  required 

Caution  should  be  exercised  by  patients  whose 
activities  require  alertness  if  they  experience  cen- 
tral nervous  system  side  effects  from  Nalfon. 

Since  the  safety  of  Nalfon  in  patients  with  im- 
paired hearing  loss  has  not  been  established,  these 
patients  should  have  periodic  tests  of  auditory 
function  when  chronic  Nalfon  therapy  is  given. 

Nalfon  decreases  platelet  aggregation  and  pro- 
longs bleeding  time.  Patients  who  may  be  adversely 
affected  by  prolongation  of  the  bleeding  time 
should  be  carefully  observed  when  Nalfon  is  ad- 
ministered. 

Adverse  Reactions:  Digestive  System 

The  most  common  type  of  adverse  reaction 
concerned  the  gastro-intestinal  system  Dyspepsia 
occurred  most  frequently,  being  observed  in  about 
one  out  of  seven  patients.  Other  adverse  reactions 
in  descending  order  of  frequency  were:  constipa- 
tion, nausea,  vomiting,  abdominal  pain,  anorexia, 
occult  blood  in  the  stool,  diarrhea,  flatulence,  and 
dry  mouth. 


Three  instances  of  peptic  ulcerationand/or 
gastro-intestinal  hemorrhage  that  may  have  been 
due  to  the  drug  and  four  instances  in  which  drug 
relationship  was  questionable  were  observed  in 
3,391  individuals  to  whom  the  drug  was  admin- 
istered for  periods  of  time  ranging  up  to  165  weeks 

In  less  than  2%  of  patients  the  drug  was  dis- 
continued because  of  adverse  gastro-intestinal 
reactions. 

Skin  and  Appendages 

The  most  common  adverse  effect  was  pruritus 
which  was  seen  in  about  one  out  of  ten  patients 
Other  adverse  reactions  were  rash,  increased 
sweating,  and  urticaria 

In  about  1%  of  patients  Nalfon*  (fenoprofen 
calcium,  Dista)  was  discontinued  due  to  an  adverse 
effect  related  to  the  skin 

Nervous  System 

The  most  frequent  adverse  reaction  observed 
was  somnolence  which  occurred  in  about  one  out 
of  seven  patients  Other  adverse  effects  which 
occurred  less  frequently  were:  dizziness,  tremor, 
confusion,  and  insomnia. 

Nalfon  was  discontinued  in  less  than  0.2%  of 
patients  because  of  these  side  effects 

Special  Senses 

The  most  common  adverse  reaction  was  tin- 
nitus which  was  seen  in  about  one  out  of  ten 
patients  Other  reactions  observed  in  descending 
order  of  frequency  were  blurred  vision  and  de- 
creased hearing 

In  about  0 2%  of  patients  Nalfon  was  discon- 
tinued due  to  adverse  effects  related  to  the  special 
senses 

Cardiovascular 

The  most  frequent  adverse  event  observed  was 
palpitations  This  was  noted  in  about  one  out  of  25 
patients  Tachycardia  was  observed  less  frequently. 

In  less  than  0 5%  of  patients  Nalfon  was  dis- 
continued due  to  cardiovascular  adverse  reactions 

Laboratory 

Anemia  was  noted  in  about  one  out  of  500 
patients  One  patient  required  discontinuation  of 
Nalfon  therapy  due  to  anemia  Increase  in  alkaline 
phosphatase,  LDH,  and  SGOT  were  observed 
("See  Precautions”) 

Miscellaneous 

Headache  was  seen  in  about  one  out  of  seven 
patients  Less  frequently  observed  in  descending 
order  of  frequency  were:  nervousness,  asthenia, 
dyspnea,  peripheral  edema,  fatigue,  malaise,  dysuria. 
Overdosage:  No  specific  information  is  available 
on  the  treatment  of  overdosage  with  Nalfon.  If  it 
should  occur,  standard  procedures  to  evacuate 
gastric  contents  and  to  support  vital  functions 
should  be  employed  Since  Nalfon  is  acidic  and  is 
excreted  in  the  urine,  it  may  be  beneficial  to  ad- 
minister alkali  and  induce  diuresis.  Furosemide 
(Lasix*)  did  not  lower  blood  levels. 

Dosage  and  Administration:  For  the  initial  treat- 
ment of  rheumatoid  arthritis,  the  recommended 
oral  dose  is  600  mg  four  times  a day.  Although 
improvement  may  be  seen  in  a few  days  in  many 
patients,  an  additional  two  to  three  weeks  may  be 
required  to  gauge  the  full  benefits  of  therapy.  The 
dosage  should  be  adjusted  in  accordance  with  the 
patient's  condition  and  changes  in  disease  activity. 
Daily  dosage  larger  than  3200  mg,  is  not  recom- 
mended Nalfon  should  be  administered  30  min- 
utes before  or  at  least  two  hours  after  meals  If 
gastro-intestinal  complaints  occur,  administer  Nal- 
fon with  meals  or  milk. 

There  have  been  no  studies  in  children;  there- 
fore, the  safety  and  effectiveness  of  Nalfon  in 
children  are  unknown 

How  Supplied:  Pulvules  Nalfon,  300  mg.  (equivalent 
to  fenoprofen),  aie  supplied  in  bottles  of  60  and 
500  (No.  416).  They  are  yellow  and  ocher  in  color. 
The  Identi-Code"  (formula  identification  code, 
Dista)  symbol  is  H77. 
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Lesions  of  the  upper  abdomen  that  extend  to  the 
diaphragm  can  present  a clinical  picture  in  which 
either  abdominal  or  thoracic  symptoms  predomi- 
nate. This  thoracoabdominal  syndrome,  as  de- 
scribed in  the  literature,  is  usually  due  to  inflam- 
matory disease.1  If  the  subdiaphragmatic  lesion 
produces  purely  thoracic  symptoms,  the  diagnosis 
may  be  delayed  for  a critical  period.  This  situa- 
tion was  caused  by  a perforating  carcinoma  of  the 
splenic  flexure  of  the  colon  as  detailed  in  the  fol- 
lowing case  report. 

Case  report 

A fifty-seven-year-old  black  female  was  admit- 
ted to  the  Queens  Hospital  Center  medical  service 
with  a six-month  history  of  intermittent  pain  in 
the  left  lateral  chest  wall,  cough,  and  a low-grade 
fever.  She  was  given  symptomatic  treatment  for 
pleurisy  by  her  private  physician  and  no  x-rays 
were  taken.  Chills  and  night  sweats  developed, 
the  cough  became  productive,  and  the  sputum  was 
occasionally  blood-tinged.  During  this  period,  she 
lost  32  pounds.  'The  patient  had  no  gastrointesti- 
nal symptoms  and  there  was  no  history  of  tubercu- 
losis. 

Examination  on  admission.  The  temperature 
was  102°F.,  pulse  90  per  minute,  respirations  18 
per  minute,  and  blood  pressure  110/70  mm.  Hg. 


The  patient’s  nutrition  was  fair,  she  was  mildly 
dyspneic,  and  appeared  ill.  The  left  anterior  and 
lateral  chest  wall  were  tender,  and  there  was  dull- 
ness and  diminished  breath  sounds  over  the  left 
lower  lung  base.  The  abdomen  had  generalized 
mild  tenderness  but  was  soft  and  not  distended. 
Bowel  sounds  were  hypoactive.  Solid  viscera  were 
not  palpable,  and  no  masses  were  noted.  No  ab- 
normalities were  found  on  pelvic  examination. 

Initial  laboratory  findings.  The  hematocrit 
was  32  and  white  blood  count  16,000.  Findings  on 
all  of  the  routine  blood  chemistry  tests  were  nor- 
mal except  for  the  alkaline  phosphatase,  135  mil- 
limicrons per  milliliter;  the  stool  guaiac  result  was 
negative.  X-ray  film  studies  of  the  chest  demon- 
strated a left  pleural  effusion  with  underlying 
pneumonic  consolidation.  The  flat  plate  of  the 
abdomen  yielded  findings  within  normal  limits. 

The  admitting  diagnosis  was  left  lower  lobe 
pneumonia  with  pleural  effusion.  Pulmonary  in- 
farction or  neoplasm  were  other  possibilities  that 
were  considered.  A surgical  consultant  felt  that 
the  abdominal  tenderness  was  secondary  to  pleuri- 
tis.  The  tenderness  abated  soon  after  admission. 

On  the  date  of  admission,  a left  thoracentesis 
yielded  a small  amount  of  straw-colored  fluid 
which  was  an  exudate  with  predominant  polymor- 
phonuclear white  blood  cells.  This  fluid  was  neg- 
ative for  malignant  cells  but  cultured  Escherichia 
coli.  The  patient  was  placed  on  cephalothin  sodi- 
um and  gentamicin  sulphate,  but  a fever  ranging 
from  100  to  102°F.  persisted.  Intermediate  puri- 
fied protein  derivative  skin  test  showed  no  reac- 
tion, and  the  smear  for  acid-fast  bacilli  in  the  spu- 
tum was  negative. 

The  patient  was  transferred  to  the  pulmonary 
medical  service  and  investigated  for  a possible  left 
endobronchial  lesion  with  pleural  involvement. 
Bronchoscopy  demonstrated  an  inflamed  left 
lower-lobe  bronchus  that  narrowed  and  contained 
increased  secretions.  A biopsy  showed  acute  and 
chronic  inflammation  with  focal  squamous  meta- 
plasia. Bronchial  washings  were  negative  for  ma- 
lignant cells.  A pleural  biopsy  was  reported  as 
nonspecific  inflammation.  Cytologic  examination 
of  the  sputum  was  negative  for  malignant  cells  but 
did  show  vegetable  cells.  E.  coli  cultured  from  the 
sputum  was  sensitive  to  tetracycline. 

Cephalothin  sodium  and  gentamicin  sulphate 
therapy  had  produced  no  clinical  or  radiologic  re- 
sponse, and  drug  therapy  was  changed  to  tetracy- 
cline. X-ray  film  studies  taken  one  month  after 
admission  showed  areas  of  breakdown  within  the 
left  lower  lobe  consistent  with  necrotizing  pneu- 
monitis, and  surgical  excision  was  considered. 
However,  operation  was  deferred  in  an  attempt  to 
improve  the  patient’s  condition  for  surgery. 

Seven  weeks  after  admission,  the  patient  had  an 
episode  of  melena.  Her  hematocrit  dropped  to  23 
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FIGURE  1.  (A)  Schematic  representation  of  colopulmo- 

nary  fistula.  A = cavitation  in  lung;  B = neoplastic  fistu- 
lous tract  perforating  diaphragm;  C = spleen;  D = perfo- 
rating nonobstructing  splenic  flexure  carcinoma;  E = tail 
of  pancreas.  (B)  Autopsy  specimen  with  probe  in  fistu- 
lous tract.  (C)  Splenic  flexure  specimen  with  unobstruct- 
ed lumen  and  exophytic  tumor  growth. 


and  was  corrected  by  transfusion.  A gastrointesti- 
nal x-ray  series  attempted  the  next  day  was  dis- 
continued because  she  developed  transient  hypo- 
tension in  the  x-ray  department. 

During  the  ensuing  week,  the  patient  remained 
febrile  and  developed  increasing  lethargy  and  a 
rising  blood  urea  nitrogen,  mandating  drainage  of 
the  chest  on  the  left  side.  On  her  fifty-fourth  hos- 
pital day,  a closed  thoracotomy  was  carried  out 
through  the  seventh  interspace  at  the  anterior  ax- 
illary line.  One  hundred  and  fifty  cc.  of  foul 
brown  fluid  were  initially  obtained  through  the 
chest  tube,  and  drainage  promptly  became  fecal- 
oid.  This  indicated  the  probability  of  a colopleu- 
ral  fistula,  and  a diverting  colostomy  was  sched- 
uled to  follow  x-ray  localization  with  contrast  me- 
dium. The  barium  enema  studies  did  demon- 


strate a fistula  running  from  the  splenic  flexure 
into  the  left  chest  region,  but  following  the  proce- 
dure the  patient  vomited,  aspirated,  and  expired. 

Autopsy  studies  revealed  the  left  pleural  cavity 
to  be  obliterated  by  thickened  adhesions  which 
were  markedly  adherent  to  the  diaphragm.  The 
splenic  flexure  of  the  colon,  also  adherent  to  the 
diaphragm  and  surrounding  structures,  contained 
a 5-cm.  partly  necrotic  perforated  tumor.  The  le- 
sion did  not  occlude  the  lumen  and  involved  only 
one  third  of  the  circumference,  but  extended 
through  the  wall  and  invaded  the  adjacent  dia- 
phragm. A fistulous  tract  extended  from  the 
tumor  directly  into  the  left  chest  cavity  where  the 
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FIGURE  2.  Representative  area  of  infiltrating  well-differ- 
entiated adenocarcinoma  of  splenic  flexure  (hematoxylin 
and  eosin  stain). 


lower  lobe  and  base  of  the  upper  lobe  were  totally 
destroyed  by  inflammation.  The  process  pro- 
duced a partially  cystic  intrapulmonary  cavity 
containing  fibrin  strands  and  food  particles  (Fig, 
1). 

Histologic  examination  revealed  the  splenic 
flexure  tumor  to  be  a fairly  well-differentiated  in- 
filtrating adenocarcinoma  (Fig.  2).  The  neoplasm 
involved  the  entire  thickness  of  the  bowel  wall  and 
adjacent  diaphragm  forming  a neoplastic  fistula. 
Above  the  level  of  the  diaphragm  no  tumor  cells 
could  be  found,  and  the  supradiaphragmatic  por- 
tion of  the  tract  was  composed  of  inflammatory 
tissue.  Samples  of  lung  parenchyma  at  the  level 
of  the  fistula  and  elsewhere  around  the  wall  of  the 
large  necrotic  cavitating  lesion  showed  acute  and 
chronic  inflammatory  exudate  and  necrotic  debris 
but  no  evidence  of  tumor  (Fig.  3).  No  metastasis 
was  found  at  any  distant  site,  and  no  lymph-node 
metastasis  was  roted  in  either  the  abdominal  or 
thoracic  cavities. 

Comment 

Suspicion  of  a possible  subdiaphragmatic  origin 


FIGURE  3.  Wall  of  necrotic  lung  cavity  with  debris  and 
acutely  inflamed  granulation  tissue  underlying  zone  of  re- 
active pneumonitis  (hematoxylin  and  eosin  stain). 


of  the  disease  should  be  aroused  by  patients  pre- 
senting symptoms  of  basal  lung  disease.  If  a pri- 
mary pulmonary  lesion  cannot  be  definitely  diag- 
nosed, investigation  of  the  upper  abdomen  should 
be  pursued  vigorously.  A tumor  in  the  splenic 
flexure  can  be  notoriously  silent  when  the  growth 
is  predominantly  transmural  and  exophytic  and 
causes  no  obstructive  symptoms.  However,  the 
case  reported  is  unusual  because  the  lesion  contin- 
ued undetected  after  causing  six  months  of  thorac- 
ic symptoms.  Transient  abdominal  symptoms 
were  present  on  admission  and  repeated  stool 
guaiac  tests  and  a barium  enema  might  have  re- 
vealed the  diagnosis  at  an  earlier  date.  The  bio- 
logic characteristics  of  this  tumor  placed  it  in  a fa- 
vorable category  for  resection.2  It  had  a well-dif- 
ferentiated histologic  appearance,  extended  locally 
without  developing  lymph  node  metastases,  and 
produced  an  inflammatory  response  in  the  sur- 
rounding structures.  If  detected  prior  to  pulmo- 
nary involvement,  it  could  probably  have  been  re- 
moved by  a curative  en-bloc  resection.3 

Perforation  of  a splenic  flexure  carcinoma  can 
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involve  the  diaphragm,  retroperitoneum,  and  any 
of  the  surrounding  organs.  Extension  into  the 
stomach  and  jejunum  with  the  formation  of  a ma- 
lignant fistula  has  been  reported.4  A survey  of 
splenic  flexure  carcinoma  was  published  by  Mou- 
chet  et  a l ,5  who  presented  statistics  on  64  cases. 
Complications  in  this  series  included  3 gastrocolic 
fistulas,  2 jejunocolic  fistulas,  and  tumor  invasion 
of  the  diaphragm  in  7 cases.  However,  the  au- 
thors reported  no  instances  of  perforation  into  the 
lung. 

A search  of  the  literature  has  failed  to  reveal  any 
case  of  a malignant  fistula  from  a perforated 
splenic  flexure  tumor  going  through  the  dia- 
phragm into  the  pulmonary  parenchyma.  When 
the  diaphragm  is  invaded  by  neoplasm,  it  presents 
a barrier  to  extension  into  the  lung.  In  the  case 
reported,  it  is  interesting  to  note  that  tumor  ex- 
tended only  to  the  level  of  the  diaphragm  and  that 
E.  coli  infection  from  the  colonic  fistula  was  re- 
sponsible for  all  the  pulmonary  tissue  destruction. 
This  behavior  is  in  contrast  to  subphrenic  inflam- 
matory processes  which  do  perforate  the  dia- 
phragm and  produce  fistulas  between  upper  ab- 
dominal viscera  and  the  lung.6-8 

Repeated  isolation  of  E.  coli  from  sputum,  bron- 
chial washings,  and  pleural  aspiration,  indicated 
an  E.  coli  pneumonia  which,  in  adults,  is  usually 
due  to  bacteremia  from  foci  in  the  gastrointestinal 
or  genitourinary  tracts.  The  pneumonia  is  usually 
necrotizing,  destroys  the  lower  lobes,  and  may  be 
associated  with  empyema.9  In  the  patient  de- 
scribed, the  organism  evidently  originated  in  the 
colon  and  spread  to  the  lung  via  the  colopulmo- 
nary  fistula.  Failure  to  eradicate  the  pneumonic 
process  in  the  absence  of  an  endobronchial  lesion 
should  have  alerted  the  physicians  to  search  for  a 
distant  source  of  E.  coli. 

Of  unusual  interest  was  the  finding  of  vegetable 
cells  in  the  sputum  on  cytologic  examination. 


Should  pediatricians  be  concerned 
about  children’s  cholesterol  levels? 

Briskly  and  skillfully  the  author  registers  a dissenting 
opinion  to  urgings  issuing  through  various  channels  for 
general  screening  for  serum  cholesterol  levels  in  children, 
although  intervention  is  necessary  in  a few  rare  specific 


These  cells  were  expectorated  and  represented  un- 
digested food  particles  that  passed  via  the  colopul- 
monary  fistula.  The  only  other  possible  source  of 
such  cells  would  have  been  from  aspiration  of  food, 
and  this  origin  was  highly  unlikely  in  our  case. 

Summary 

A unique  case  of  colopulmonary  fistula  originat- 
ing from  a perforating  carcinoma  of  the  splenic 
flexure  is  presented.  The  colon  lesion  produced 
no  gastrointestinal  symptoms  but  was  the  source 
of  an  E.  coli  infection  that  was  disseminated 
through  the  fistula  into  the  left  side  of  the  chest, 
causing  pneumonitis  and  progressive  destruction 
of  the  lower  lobe  of  the  left  lung.  The  tumor  did 
not  extend  beyond  the  diaphragm,  and  infection 
alone  was  the  cause  of  the  pulmonary  disease. 
Findings  that  might  have  prompted  earlier  diagno- 
sis and  treatment  are  discussed. 
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The  morphology  of  the  lung  was  incompletely 
understood  until  its  fine  structure  was  demon- 
strated with  the  electron  microscope.1  In  subse- 
quent years,  this  tool  has  been  used  increasingly  in 
experimental  studies  of  pulmonary  disease.  In 
various  laboratory  animals,  diverse  injuries  have 
been  found  to  result  in  hyperplasia  of  type  II  cells 
(granular  pneumonocytes)  for  instance  in  recent 
reports  of  injury  caused  by  oxygen,2  ozone,3  and 
bacteria.4  The  aim  of  the  present  report  is  to  de- 
scribe analogous  ultrastructural  findings  in  3 pa- 
tients with  different  pulmonary  lesions  and  in  the 
available  electron  microscopic  descriptions  of 
human  disorders  in  the  literature. 

Toluidine  blue-stained  plastic  sections  of  all 
lung  biopsies  preserved  in  the  surgical  pathology 
electron  microscopy  laboratory  were  examined  for 
the  presence  of  distal  airspaces.  Three  examples 
were  found;  a fourth,  from  a patient  with  a periph- 
eral adenocarcinoma,  was  excluded  because  of  the 
uncertain  origin  of  the  numerous  type  II-like  cells 
present.  These  specimens  had  all  been  fixed  im- 
mediately in  2.5  per  cent  phosphate-buffered  glu- 
taraldehyde  and  then  osmicated,  dehydrated,  and 
embedded  in  Epon  in  the  usual  manner  for  elec- 
tron microscopy.  Thin  sections,  stained  with  ura- 
nyl  acetate  and  lead  citrate,  were  examined  in  an 
electron  microscope  (RCA  EMU  4b). 

Case  reports 

Case  1.  An  open-lung  biopsy  was  taken  from  a 
three-year-old  girl  with  a rhabdomyosarcoma  of 
her  right  thigh  diagnosed  six  months  previously. 
She  had  been  treated  by  local  excision  and  a 
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FIGURE  1.  Metastatic  tumor  nodule,  upper  right,  sur- 
rounded by  collagen(C).  Septae  of  the  adjacent,  com- 
pressed pulmonary  perenchyma  (P)  show  collagenous 
thickening.  Those  septae  furthest  from  tumor,  lower  left, 
show  least  collagenization  (hematoxylin  and  eosin  stain, 
original  magnification  X 170). 


course  of  actinomycin-D,  cyclophosphamide,  and 
vincristine.  She  had  no  cardiopulmonary  symp- 
toms. At  the  time  of  surgery,  there  were  pre- 
sumed metastatic  lesions  in  the  right  and  left 
lower  lobes  of  the  lungs.  Biopsy  was  undertaken 
to  confirm  metastasis. 

Paraffin  sections  of  the  biopsy  revealed  a meta- 
static tumor  nodule  with  compression  of  the  sur- 
rounding lung  (Fig.  1).  Collagen  was  present 
around  the  tumor  and  in  the  septa  of  adjacent  air- 
spaces. In  addition,  there  were  several  foci  of  in- 
terstitial fibrosis  in  other  sections  of  the  specimen. 
Occasional  aggregates  of  macrophages  and  peri- 
vascular collections  of  lymphocytes  and  plasma 
cells  were  also  seen.  These  findings  were  con- 
firmed on  the  1-micron  sections,  which  additional- 
ly demonstrated  numerous  cuboidal  epithelial 
cells  with  partially  osmiophilic  vacuoles. 

The  ultrastructural  findings  included  alveolar 
septa  thickened  by  collagen  deposition  with  occa- 
sional mononuclear  inflammatory  cells,  a greatly 
increased  number  of  type  II  cells,  and  thickened 
type  I cells  with  complex  outlines  (Fig.  2).  The 
lamellated  bodies  were  increased  in  size  and  num- 
ber and  often  had  bizarre  configurations,  suggest- 
ing fusion  (Fig.  3).  The  plasma  membrane  of  the 
type  I cells  had  an  irregular  outline  on  both  the  lu- 
menal  and  ablumenal  surfaces;  there  were  asyme- 
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FIGURE  2.  Alveolus  lined  by  irregularly  thickened  type  I 
cells  (I)  and  by  two  adjacent  type  II  cells  (II).  Luminal  sur- 
face of  the  type  I cells  (single  arrows)  irregular  and  con- 
tains numerous  microvilli  (some  indicated  by  arrowheads). 
Irregularity  of  albuminal  surface  characterized  by  complex 
cytoplasmic  projections  into  underlying  collagen-contain- 
ing septum.  Fibroblast  and  plasma  cell  embedded  in  stro- 
ma of  septum  (left)  (original  magnification  X 6,400). 
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trie  as  well  as  microvillous  projections  into  the  air- 
space (Fig.  2).  The  airspaces  contained  some  scat- 
tered fibrin-like  material,  but  there  was  no  evi- 
dence of  acute  epithelial  or  endothelial  injury. 

Case  2,  Open-lung  biopsy  was  performed  for 
staging  of  mediastinal  Hodgkin’s  disease,  nodular 
sclerosing  type,  in  a twenty-six-year-old  female 
with  roentgenographic  evidence  of  pulmonary 
nodules.  She  had  a productive  cough  for  two 
months  prior  to  biopsy.  Therapy  was  initiated 
after  biopsy. 

The  biopsy  showed  widespread  involvement 
with  nodular  sclerosing  Hodgkin’s  disease.  Both 
discrete  nodules  and  diffuse  septal  infiltrates  were 
present.  In  some  apparently  uninvolved  areas,  in- 
terstitial fibrosis  was  seen,  but  it  was  not  possible 
to  exclude  Hodgkin’s  disease  as  the  cause.  In 


FIGURE  3.  Lamellar  inclusion  bodies  (L)  in  hyperplastic 
type  II  cells  usually  increased  in  both  size  and  number  and 
had  atypical  shapes  often  suggesting  fusion  (arrows)  (orig- 
inal magnification  X 33,600). 


plastic  sections,  abundant  osmiophilic  inclusions 
were  present  in  the  numerous  epithelial  cells  as 
well  as  in  alveolar  macrophages  (Fig.  4).  Electron 
microscopic  examination  demonstrated  an  epithe- 
lial lining  containing  an  excess  of  type  II  cells  and 
both  typical  and  atypical  type  I cells.  The  lamel- 
lated  bodies  were  again  numerous  and  large.  As 
in  Case  1,  the  type  I cells  were  thickened,  irregular 
in  outline,  and  had  microvilli.  An  occasional  cyto- 
plasmic organelle  and  two  myeloid  bodies  were 
contained  in  the  type  I cells;  the  septa  were  thick- 
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FIGURE  4.  Septum,  right,  lined  by  cuboidal  epithelial 
cells  (E).  Vacuoles  in  one  of  these  cells  indicated  by  ar- 
rows. Similar  vacuoles  also  present  in  alveolar  macro- 
phage (M).  They  have  both  osmiophilic,  dark  staining, 
and  nonstaining  component  (Epon  embedded,  toluidine 
blue,  original  magnification  X 1000). 


ened  by  a pleomorphic  inflammatory  infiltrate 
(Hodgkin’s  disease)  and  deposition  of  collagen  and 
elastin  (Fig.  5).  The  capillary  endothelium  ap- 
peared unaltered. 

Case  3.  A biopsy  from  the  right  middle  lobe 
was  taken  during  a diagnostic  evaluation  of  hilar 
infiltrates  in  a sixty-two-year-old  man  with  leuke- 
mic reticuloendotheliosis  of  four  years’  known  du- 
ration. Pulmonary  function  tests  had  shown  mild 
obstructive  and  restrictive  ventilatory  defects. 
There  had  been  no  specific  therapy. 

The  paraffin  sections  of  lung  showed  a focal  or- 
ganizing pneumonia  and  interstitial  pneumonitis, 
fibrosis,  and  septal  loss.  No  leukemic  infiltrates 
were  identified.  Hyperplasia  of  the  alveolar  epi- 
thelial cells  was  also  apparent,  and  numerous  ma- 
crophage-like  elements  were  present  in  septa  and 
alveolar  spaces  (Fig.  6).  In  the  plastic  sections,  in- 
terstitial pneumonitis  and  fibrosis  and  prominent 
cuboidal  epithelial  cells  with  osmiophilic  vacuoles 
were  seen.  Unfortunately,  none  of  the  areas  of  or- 
ganizing pneumonia  was  included  in  the  plastic 
sections. 

The  ultrastructural  changes  in  the  number  and 
alteration  of  epithelial  cells  and  septal  collagen 
were  similar  to  the  previous  cases,  as  shown  in  Fig- 


ure 7 A,  but  there  was  also  septal  edema  and  a 
marked  septal  inflammatory  infiltrate  including 
plasma  cells,  monocytes,  and  eosinophils.  In  sev- 
eral foci,  the  basement  membrane  was  denuded, 
and  degenerating  epithelial  cells  were  seen.  The 
most  striking  finding  was  the  presence  of  type  II 
pneumonocytes  free  in  the  airspaces  (Fig.  7B). 
Lymphocytes  and  macrophages  were  also  seen  in 
alveolar  lumina.  Other  type  II  cells  were  seen 
projecting  into  the  alveolar  lumen  attached  by 
junctional  complexes  to  an  underlying  type  II  cell, 
resting  on  basement  membrane.  No  endothelial 
alterations  were  seen. 

Review  of  literature 

Reports  of  patients  with  pulmonary  disease 
have  often  included  ultrastructural  observations, 
particularly  in  cases  of  uncommon  and  idiopathic 
disorders.  Thirty-three  reports  were  selected 
which  included  illustrations  and/or  detailed  de- 
scriptions that  were  adequate  for  evaluation  of  the 
alveolar  epithelium.  These  reports  included  10  of 
desquamative  interstitial  pneumonitis  (DIP),5-14  2 
of  pulmonary  alveolar  proteinosis,15’16  2 of  adult 
respiratory  distress  syndrome,17,18  2 of  pigeon 
breeders’  lung,19,20  2 of  lungs  of  patients  treated 
with  cytotoxic  drugs,21,22  2 of  idiopathic  fibro- 
sis,23,24 2 of  idiopathic  pulmonary  hemosider- 
osis,25,26 2 of  hyaline  membrane  disease  of  the 
newborn,27,28  and  one  each  of  titanium  oxide  inha- 
lation,29 Niemann-Pick  disease,30  sarcoidosis,31 
Goodpasture’s  syndrome,32  systemic  lupus  erythe- 
matosus,33,34 oxygen  toxicity,35  histiocytosis  X,36 
interstitial  pneumonitis,37  and  Wilson-Mikity  syn- 
drome.38 

In  29  reports,  hyperplasia  of  type  II  cells  was 
clearly  documented.  In  some  disorders,  sequen- 
tial cases  showed  that  the  hyperplasia  was  preced- 
ed by  denuded  basement  membrane  associated 
with  desquamated  cellular  debris.13,27,28,35  By 
contrast,  in  desquamative  interstitial  pneumonitis, 
type  II  cells  have  been  seen  free  in  airspaces,  often 
adjoining  hyperplastic  and  degenerating  epitheli- 
um. In  3 of  these  reports,  an  apparent  towering  of 
type  II  cells  was  described  in  which  the  only  con- 
nection of  the  cell  was  a junctional  complex  with  a 
second  type  II  cell  which  in  turn  rested  on  base- 
ment membrane.6,10,11  Caution  is  necessary  in  in- 
terpreting these  type  II  cell  profiles.  Macrophag- 
es often  contain  phagocytosed  lamellated  inclu- 
sions and  have  microvilli,  but  their  irregular  sur- 
face and  the  distribution  of  the  microvilli  distin- 
guish them  from  type  II  epithelial  cells.  A rare 
free-standing  or  towering  type  II  cell  may  be  the 
result  of  oblique  sectioning  through  the  apex  of  a 
hyperplastic  or  even  normal  epithelium,  but  this  is 
unlikely  to  account  for  the  multiple  instances  de- 
scribed. 

Of  the  17  articles  which  illustrate  or  comment 
on  type  I cells,  abnormalities  were  present  in 
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FIGURE  5 Thickened  alveolar  septum  covered  by  type  II  cells  and  atypical  type  I cells.  Type  II  cell  (II)  contains  numer- 
ous large,  bizarre  lamellated  bodies  (L),  contents  of  one  of  which  is  being  discharged  into  air  space  (thick  arrow).  This 
cell  has  thin  lateral  process.  Cytoplasm  of  type  I cells  (I)  irregularly  thickened  and  has  microvilli  (thin  arrows).  Type  I 
cell  with  nucleus  (center)  is  unusual  because  it  projects  both  into  septum  and  into  airspace  (AS).  Interstitial  space  con- 
tains both  collagen  fibers  (C)  and  collagen  fibers  admixed  with  elastic  fibers  (El  (original  magnification  X 7,300)).  Inset 
shows  two  myeloid  bodies  (M)  present  in  a segment  of  type  I epithelium  (original  magnification  X 33,800). 


10.8,13'15’1  ’19’21’25’33’3'-38  Irregularities  of  the  lu- 
menal  surface,  including  microvilli,  and  increased 
cytoplasmic  volume  were  most  frequently  de- 
scribed. It  is  of  considerable  interest  that  in  all 
instances,  there  was  also  hyperplasia  of  type  II 
cells.  In  a recent  report  on  the  reparative  phase  of 


hyaline  membrane  disease  of  the  newborn,  typical 
type  I cell  profiles  were  demonstrated  extending 
over  the  hyaline  membranes.28 

The  normal  type  II  cell  is  partially  overlapped 
by  adjacent  type  I cells.  In  some  instances,  repair 
in  part  was  characterized  by  lateral  spread  of  type 
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II  cell  processes.18’28,35  These  extensions  might 
easily  be  misjudged  as  atypical,  thickened  type  I 
cells. 

Certain  reports  have  emphasized  that  a normal 
air-blood  barrier  may  be  found  in  the  lungs  of  pa- 
tients with  disorders  which  cause  septal  thicken- 
ing.23’31’36 The  illustrations  of  type  I cells,  how- 
ever, show  surface  irregularities  in  the  absence  of 
thickening.  Septal  thickening  by  edema,  cellular 
infiltration,  and/or  fibrosis  was  described  or  illus- 
trated, nevertheless,  in  all  of  the  reports  except 
those  of  idiopathic  pulmonary  hemosiderosis. 

Comment 

Three  alterations  were  common  to  the  present 
cases  and  were  frequently  seen  in  the  reports  re- 
viewed: hyperplasia  of  type  II  cells,  alterations  in 
type  I cells,  and  septal  thickening.  In  the  present 
cases,  1 showed  acute  epithelial  injury,  Case  3,  and 
the  other  2 had  increased  interstitial  collagen,  a 
finding  indicative  of  prior  damage.  Interstitial  fi- 
brosis due  to  chemotherapeutic  agents  may  have 
been  the  cause  of  the  pulmonary  injury  in  Case  1, 
although  none  of  the  cytologic  abnormalities  usu- 
ally seen21’22  were  present.  The  blocks  for  ultra- 
structural  examination  were  selected  from  atelec- 
tatic lung  adjacent  to  the  tumor  nodule.  How- 
ever, it  is  not  possible  to  distinguish  between  the 
potential  injury  due  to  compression  and  that  asso- 
ciated with  chemotherapy. 

Pariente  et  a/.39  have  recently  stressed  the  mo- 
notony of  alterations  of  alveolar  epithelium  in  var- 
ious human  and  experimental  lung  lesions.  They 
found  hyperplasia  of  type  II  cells  was  an  invariable 
result  of  lung  injury  and  called  attention  to  the  in- 
creased number  and  size  of  lamellated  inclusions 
in  these  cells.  These  same  phenomena  were  ob- 
served in  the  present  cases  and  in  the  reports  re- 
viewed. Secretory  obstruction  would  not  appear 
to  explain  the  increased  size  and  number  of  lamel- 
lar bodies,  since  discharge  of  their  contents  is  far 
more  frequently  noted  than  in  normal  lung. 

Changes  in  the  typography  of  type  II  cells,  free- 
standing and  towering,  have  been  described  pre- 
viously only  in  association  with  desquamative  in- 
terstitial pneumonia.  This  finding  in  the  present 
Case  3 indicates,  however,  that  this  alteration  may 
be  nonspecific. 

There  is  also  a certain  uniformity  in  the  alter- 
ations of  type  I cells  in  human  and  experimental 
lesions.  Although  frequently  illustrated,  they 
have  attracted  relatively  little  attention.  It  is  in- 
triguing to  suggest  that  the  presence  of  microvilli 
may  be  related  to  absorbtive  function  as  in  other 
sites,  such  as  in  renal  tubules  or  in  intestinal  mu- 
cosa. 

Several  investigators  have  postulated  that  thick- 
ened type  I cells  with  irregularities  of  the  luminal 
surface  represent  a transitional  cell  type  in  the  re- 
pair of  epithelial  injury.2'40,41  The  finding  of  a 


FIGURE  6.  Biopsy  from  patient  with  leukemic  reticuloen- 
dotheliosis  shows  densely  infiltrated  septae  (S)  and  promi- 
nent, hyperplastic  epithelium  (arrows).  Airspace  (A)  in 
center  of  field  contains  particularly  large  number  of  vacu- 
olated cells  (hematoxylin  and  eosin  stain,  original  magnifi- 
cation X 400). 


myeloid  figure  in  Case  2 and  the  study  of  Hruban, 
Slesers,  and  Aschenbrenner42  suggest  additional 
evidence  for  the  transformation  of  type  II  to  type  I 
cells  by  degradation  of  their  characteristic  cyto- 
plasmic organelles.43 

A final  common  feature  of  both  human  and  ex- 
perimental lesions  is  septal  thickening  by  edema, 
collagen  deposition,  and/or  cellular  infiltration. 
The  thickening,  in  turn,  is  reflected  in  diminished 
mechanical  compliance  of  the  lung.  In  view  of 
this,  it  is  fascinating  to  speculate  that  the  type  II 
cell  changes  may  be  secondary  rather  than  a regen- 
erative phenomenon.  Spencer44  has  commented 
that  fixity  of  alveolar  walls  induces  alveolar  epi- 
thelial hyperplasia.  Since  pulmonary  compliance 
is  largely  a function  of  surface  forces,  and  since  the 
surface  forces  are  determined  by  pulmonary  sur- 
factant which  is  synthesized  by  type  II  cells,45  the 
hypersecretory  and  hyperplastic  alterations  in 
type  II  cells  may  reflect  the  response  of  a stiff  lung 
to  increase  the  amount  of  surfactant  to  overcome 
the  effects  of  the  stiffness. 

The  precise  cause  of  the  pulmonary  injury  in 
these  cases  is  uncertain.  In  each,  it  may  have 
been  directly  related  to  the  tumor  or  its  treatment. 
The  similarities  of  the  alterations  in  pulmonary 
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FIGURE  7.  (A)  Closely  spaced  type  II  cells  (II)  and  thin  but  irregular  type  I cell  (thin  arrows)  line  air  space,  right.  Lamel- 

lated  bodies  again  numerous  and  atypical;  one  is  extruding  its  contents  into  air  space  (thick  arrow).  Interstitium,  left  mid- 
dle to  lower,  contains  cell  processes,  focus  of  light  staining  edema  fluid  (e),  and  elastic  fibers  (El)  (original  magnification 
X 6,200).  (B)  Two  type  II  cells  (II)  and  lymphocytes  (L)  free  in  air  space  (original  magnification  X 5,800). 


structure,  however,  are  striking  and  illustrate  the 
limited  range  of  reaction  in  the  peripheral  lung. 
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The  phenomenon  of  a spontaneous  fistula  be- 
tween the  gallbladder  and  the  gastrointestinal 
tract  is  seen  sufficiently  often  in  surgical  practice 
to  warrant  early  consideration  in  the  differential 
diagnosis  of  small-bowel  obstruction.  Bartholin, 
in  1654,  was  the  earliest  to  document  a case,  at  au- 
topsy, of  cholecystenteric  fistula  with  obstruction 
due  to  a gallstone.  The  incidence  of  this  manner 
of  intestinal  obstruction  has  been  estimated  at  1.5 
per  cent  of  all  forms  of  mechanical  block.1  The 
findings  of  an  internal  biliary  fistula,  without  asso- 
ciated primary  intestinal  disease,  was  recorded  by 
Bernhard  in  19342  as  1.8  per  cent  of  6,263  biliary 
tract  operations.  This  impressively  low  occur- 
rence rate  of  primary  fistulization  emphasizes  the 
rarity  of  a recurrent  cholecystenteric  fistula  or, 
even  more  unusual,  a case  of  concommitant  multi- 
ple fistulas. 

Case  report 

This  seventy-four-year-old  Caucasian  female 
was  admitted  to  Long  Island  Jewish-Hillside  Med- 
ical Center  on  September  20,  1973,  with  a tenta- 
tive diagnosis  of  acute  large-bowel  obstruction. 
The  patient  was  in  fair  condition,  moderately  de- 
hydrated, and  with  a moderately  distended  abdo- 
men. Within  the  space  of  three  to  four  hours,  hy- 
dration and  evaluation  revealed  a thoroughly  pat- 
ent large  bowel,  free  air  in  the  biliary  tree,  barium 
outlining  a cholecystcolic  fistula,  and  a small  intes- 
tinal pattern  suggesting  mechanical  obstruction 
(Fig  1.).  No  stone  could  be  delineated.  The  exis- 
tence of  multiple  cholecystenteric  fistulas  was 
noted  preoperatively,  but  a decision  for  disposition 
of  this  uncommon  entity  was  deferred  until  lapa- 
rotomy (Fig.  2). 2 It  was  postulated  that  the  chole- 


FIGURE  1.  Preoperative  cone-down  film  of  right  upper 
quadrant  revealing  air  in  biliary  tree  (arrow). 


FIGURE  2.  Preoperative  scout  film  of  abdomen  with 
classical  pattern  of  small  intestinal  obstruction.  No  cal- 
culus apparent. 
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FIGURE  3.  Following  preoperative  barium  enema,  chole- 
cystcolic  fistula  demonstrated  (arrow). 

cystcolic  fistula  had  to  be  taken  care  of  first,  with 
casual  spontaneous  evacuation  of  the  stone.  The 
cholecystduodenal  fistula  with  small-bowel  ob- 
struction ensued  as  a subsequent  independent 
pathologic  process.  The  patient’s  preoperative 
status  was  assured,  and  she  was  explored  eighteen 
hours  after  admission.  At  that  time  a large  soli- 
tary gallstone  measuring  3.5  cm.  in  diameter  was 
found  impacted  in  the  proximal  ileum.  The  stone 
was  displaced  cephalad  and  removed  via  a longitu- 
dinal enterotomy  incision.  The  recent  cholecyst- 
duodenal fistula  was  taken  down  with  difficulty 
and  the  duodenal  defect  repaired.  That  portion 
of  gallbladder  involved  was  thickened  and  granu- 
lomatous. Bile  did  not  leak  at  that  time.  Find- 
ings on  examination  of  frozen  sections  of  the  gall- 
bladder tissue  revealed  inflammation.  The  site  of 
the  cholecystcolic  fistula  was  examined  to  deter- 
mine whether  or  not  a surgical  takedown  of  the  fis- 
tulous communication  was  indicated  (Fig.  3). 
This  idea  was  abandoned  because  the  bowel  was 
unprepared,  and  the  patient’s  cardiovascular  and 
pulmonary  parameters  began  to  deteriorate.  The 
patient’s  postoperative  course  was  relatively  un- 
complicated. A sodium  diatrizoate  (Hypaque) 
study  on  the  sixth  postoperative  day  revealed  an 
intact  duodenum.  The  patient  was  discharged  on 
October  8,  1973,  as  asymptomatic.  A repeat  bari- 
um enema  in  December,  eight  weeks  later,  re- 
vealed spontaneous  closure  of  the  cholecystcolic 
fistula  (Fig.  4). 


FIGURE  4.  Barium  enema  accomplished  eight  weeks 
postoperative  reveals  spontaneous  closure  of  fistula. 


Comment 

The  two  most  common  sites  of  cholecystenteric 
fistulization  are  to  the  duodenum  and  the  colon, 
60  per  cent  and  25  per  cent  respectively.  Patho- 
genesis is  usually  inflammatory  and  similar,  re- 
gardless of  the  recipient  organ.  Carcinoma  of  the 
gallbladder  as  the  primary  pathologic  entity  in  a 
fistulous  communication  cannot  be  ignored;  there 
is  a 15  per  cent  incidence.  The  ensuing  clinical 
picture  may  well  vary  with  the  hollow  viscus  in- 
volved and  the  size  of  the  gallstone  passed.  A cho- 
lecystgastric  fistula  may  present  symptoms  of  py- 
loric obstruction  with  hematemesis;  a chole- 
cystcholedocal  fistula  may  present  symptoms  of 
hematobilia  and/or  common  duct  obstruction; 
cholecystcolic  fistulas  may  often  have  no  bowel 
symptoms  at  all.  The  symptom  complex  is  appar- 
ent only  after  a scout  film  demonstrates  air  in  the 
biliary  tree.  It  is  rare,  but  a large-bowel  obstruc- 
tion secondary  to  an  impacted  calculus  has  been 
observed  when  the  stone  is  of  unusual  proportions. 
The  incidence  of  cholangitis  is  greater  with  chole- 
cystcolic fistulas  than  with  any  other  type.  Chole- 
cystduodenal communication  is  the  most  common- 
ly seen,  with  small  intestinal  obstruction  as  the 
acute  clinical  picture.  A case  of  simultaneous  cho- 
lecystcolic and  duodenal  fistulas,  has  not  been  de- 
scribed heretofore.  Since  the  earliest  documenta- 
tion of  cholecystenteric  fistulas,  there  has  been 
mounting  evidence  for  primary  interruption  of  the 
fistula  at  the  same  time  that  the  gallstone  obstruc- 
tion is  being  relieved.  To  be  sure,  this  is  predicat- 
ed on  the  satisfactory  operable  status  of  the  pa- 
tient. Berliner  and  Burson3  in  an  earlier  commu- 
nication. demonstrate  this  approach  to  the  prob- 
lem to  be  appropriate,  predicated  always  on  the 
medical  stability  of  the  patient  at  that  time. 

Their  contention  is  supported  by  an  increasing 
number  of  articles,  the  most  recent  of  which  pre- 
sents a review  of  40  cases  of  enterobiliary  fistulas 
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associated  with  gallstone  ileus,  5 of  which  were 
treated  with  primary  repair  of  the  fistula  concom- 
mitant  with  relief  of  the  gallstone  ileus.4 

Summary 

An  interesting  case  of  multiple  concurrent  cho- 
lecvstenteric  fistulas  is  presented.  The  benefits  of 
primary  operative  disruption  of  a fistulous  com- 
munication and  delayed  spontaneous  closure  of  a 
fistula  are  demonstrated. 
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Appointments:  James  P.  Comer.  M.D.,  presently  asso- 
ciate professor  of  psychiatry,  Yale  Child  Study  Center, 
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effective  June  1 . . . Robert  K.  Match,  M.D.,  a Fellow  of  the 
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Advertising  detrimental 
to  quality  medical  care 

Quality  medical  care  cannot  be  mass-marketed  at  dis- 
count prices,  declares  W.  R.  Barclay,  M.D.,  editor  of  the 
Journal  of  the  American  Medical  Association,  in  an  edi- 
torial in  the  February  16  issue. 

Dr.  Barclay’s  editorial  vigorously  attacks  an  action  of  the 
Federal  Trade  Commission  (FTC)  in  seeking  to  end  the 
physician’s  traditional  stand  against  solicitation  of  patients 
by  advertising. 

“The  FTC  contends  that  Madison  Avenue  hucksterism 
is  the  appropriate  mechanism  for  establishing  a patient- 
doctor  relationship.  The  American  Medical  Association 
holds  that  medical  need  and  professional  competence 
should  establish  this  relationship,”  Dr.  Barclay  writes. 

The  medical  code  of  ethics  that  frowns  on  advertising 
by  physicians  evolved  simply  because  these  rules,  or 
principles,  were  right  in  the  very  nature  of  things,  he  says. 


radiographic  preparations  and  interpretations  made  by  Ber- 
nard Epstein,  M.D.,  chairman  of  the  Department  of  Radiology, 
Long  Island  .Jewish  Hillside  Medical  Center. 
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scientific  meeting  of  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery,  Inc.;  also  at  the  March 
23  meeting:  Stephan  Ariyan,  M.D.,  Yale  University 

Medical  Center;  first  prize;  Michael  Storch,  M.D.,  Albert 
Einstein  College  of  Medicine,  second  prize;  and  Wilfredo 
C.  Feliciano,  M.D.,  Columbia  Presbyterian  Medical  Center, 
third  prize,  Howard  Marx,  M.D.,  Montefiore  Hospital, 
honorable  mention  for  their  papers  at  the  March  23 
meeting,  by  the  Regional  Society  of  Facial  and  Recon- 
structive Surgery  and  the  New  York  Academy  of  Medicine 
Section  of  Plastic  and  Reconstructive  Surgery  . . . Gwen- 
dolyn B.  Scott,  M.D.,  the  first  two-year  Syntex  Fellowship 
. . . Norbert  J.  Roberts,  M.D.,  New’  York  City,  the  Knudsen 
Award  by  the  American  Occupational  Medical  Association. 
Elected:  Blair  O.  Rogers,  M.D.,  as  Historian  of  the  New 
York  Regional  Society  of  Plastic  and  Reconstructive  Sur- 
gery, at  the  annual  scientific  meeting  on  March  23. 
Installed:  Robert  R.  J.  Hilker,  M.D.,  Chicago,  Illinois,  as 
president,  American  Occupational  Medical  Association  on 
April  28. 

Promoted:  Donald  Ballantyne,  Jr.,  Ph.D.,  to  professor 
of  experimental  surgery  at  New  York  University  School  of 
Medicine. 


“The  competent  physician  does  not  advertise  skill;  it  is 
self  evident.  The  compassionate  physician  does  not  ad- 
vertise compassion  but  practices  it.  Physicians  bring 
compassion,  skill,  and  knowledge  to  their  patients,  and 
these  are  not  commodities  to  be  advertised  in  the  news- 
paper or  through  television. 

“The  ethical  physician  will  give  needed  care  irrespective 
of  the  fee  to  be  received.  The  services  a physician  provides 
are  highly  individualized  and  so  should  be  the  compensa- 
tion for  those  services.” 

The  AMA  will  dispute  the  FTCs  authority  to  impose  an 
abhorrent  standard  on  the  medical  profession,  but  ulti- 
mately, physicians  must  conduct  themselves  according  to 
their  own  perception  of  what  is  a decent  standard  or  be- 
havior. 

“Undoubtedly,  most  physicians  will  continue  to  consult 
with  and  respect  those  colleagues  who  adhere  to  the  tra- 
ditional code  of  medical  ethics  and  will  shun  those  who, 
with  the  blessings  of  the  FTC,  pander  in  the  market  place.” 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PENICILLIN  G 
PROCAINE 

SUSPENSION)  WYETH 


In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  penicillin  G procaine.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
just  before  injection,  is  recommended. 


Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per- 
sistent serum  levels  common  to  this  particular  dosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  required  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  penicillin  G procaine—  N.  gonorrhoeae  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensi- 
tivity (anaphylactoid)  reactions  have  been  reported  in  pa- 
tients on  penicillin  therapy.  Serious  anaphylactoid  reactions 
require  immediate  emergency  treatment  with  epinephrine. 
Oxygen  and  intravenous  corticosteroids  snould  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  pa- 
renteral therapy,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well-documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicil- 
lin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Immediate  toxic  reactions  to  procaine  may  occur  in  some 
individuals,  particularly  when  a large  single  dose  is  ad- 
ministered in  the  treatment  of  gonorrhea  (4.8  million  units). 
These  reactions  may  be  manifested  by  mental  disturbances, 
including  anxiety,  confusion,  agitation,  depression,  weak- 
ness, seizures,  hallucinations,  combativeness,  and  ex- 
pressed “fear  of  impending  death”.  The  reactions  noted  in 
carefully  controlled  studies  occurred  in  approximately  one 
in  500  patients  treated  for  gonorrhea.  Reactions  are  tran- 
sient, lasting  from  1 5-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  ml.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 


sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 
including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reactions. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Ftenicillm  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis;  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings.") 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Procaine  toxicity  manifestations  have  been  reported  (see 
"Warnings").  Procaine  hypersensitivity  reactions  have  not  been 
reported  with  this  drug. 

Dosage  and  Administration:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  given  just  before  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive:  other- 
wise, a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  penicillin  G procaine.  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 
N gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  penicillin  G procaine  daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4-ml. 
size)  contains  penicillin  G procaine  in  a stabilized  aqueous  sus- 
pension with  sodium  citrate  buffer,  and  as  w/v  approximately  0.53(4 
lecithin,  0.5%carboxymethylcellulose,  0.5%  povidone,  0.1%  methyl- 
paraben,  and  0.01%  propylparaben,  The  multiple-dose  10- ml,  vial 
contains  per  ml.  300,000  units  penicillin  G procaine  in  a stabilized 
aqueous  suspension  with  sodium  citrate  buffer  and  approximate 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povidon 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  iorbitd 
monopalmitate,  1.2  mg,  methyl  paraben,  and  0.14  mgj  p 
paraben. 


Five  are  graduating 
with  honors. 

How  many  with  VD? 


On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing. 

I n the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 


IN  SYPHILIS 

INJECTION 

BicillirfL-A 

(STERILE  PENICILLIN  G 
BENZATHINE 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  penicillin  G 
benzathine,  which  is  also  the  drug  of  choice 
for  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
very  prolonged  serum  levels  common  to  this  particular  dosage 
form.  Therapy  should  be  guided  by  bacteriological  studies  (in- 
cluding sensitivity  tests)  and  by  clinical  response 
The  following  infections  will  usually  respond  to  adequate 
dosage  of  intramuscular  penicillin  G benzathine. -Venereal  in- 
fections: Syphilis,  yaws,  bejel  and  pmta. 

For  deep  intramuscular  injection  only. 
Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana- 
phylactoid) reactions  have  been  reported  Anaphylaxis  is  more 
frequent  following  parenteral  therapy  but  has  occurred  with  oral 
penicillins.  These  reactions  are  more  apt  to  occur  m individuals 
with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper- 
sensitivity. Before  penicillin  therapy,  carefully  inquire  into  pre- 
vious hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergy  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e.g..  pressor  amines,  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  major  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage. 

In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism;  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  supermfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skm  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis  Fever  and  eosmophiha  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopema,  thrombo- 
cytopenia. neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics.  Jansch  Herxheimer  reaction  has 
been  reported. 

Dosage  and  Administration:  Venereal  infections 

Syphilis -Primary,  secondary  and  latent -2.4  million  units 

(1  dose). 

Late  (tertiary  and  neurosyphihs)-2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital -under  2 years  of  age.  50.000  umts/Kg.  body 
weight;  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  bj.  deep  Intramuscular 
injection  i the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref- 
erable. When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site. 

Composition:  Units  penicillin  G benzathine  (as  active  in- 
redient):  2,400.000  units  in  4 ml.  single  dose  disposable  syringe, 
ach  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  06% 
carboxymethylcellulose.  0.6%  povidone,  0.1%  methylparaben,  and 
0.01%  propylparaben.  300.000  units  per  ml.-10-ml.  multi-dose 
vial.  Each  ml.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin,  3 mg.  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate.  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methylparaben,  and  0.14  mg.  propyl- 
paraben. 
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A nine-year-old  girl  was  admitted  to  the  Chil- 
dren’s Hospital  of  Buffalo  with  a diagnosis  of  a 
pulsatile  abdominal  mass.  Her  first  admission, 
three  years  earlier,  was  for  persistent  fever  of  a 
month’s  duration,  unresponsive  to  penicillin,  and 
following  an  episode  of  tonsillitis  and  macular 
rash.  Physical  examination  findings  disclosed  an 


anemic  girl  in  no  distress  with  a temperature  of 
103°C.  Splinter  hemorrhages  were  seen  on  the 
nail  beds.  There  were  no  petechiae,  Osier’s  nodes, 
Janeway  lesions,  or  Roth  spots.  A systolic  mur- 
mur Grade  II  to  VI  was  heard  on  the  apex.  Liver 
and  spleen  were  palpated  3 cm.  below  the  rib  cage. 
Hemoglobin  was  5.9  Gm.  per  100  ml.,  the  white 
blood-cell  count  23,100  per  cubic  millimeter,  and 
the  electrocardiogram  and  chest  film  findings  were 
normal.  Blood  and  throat  cultures  grew  Staphy- 
lococcus aureus  haemoliticus  positive  for  coagu- 
lase.  She  responded  well  to  ampicillin,  chloram- 
phenicol (Chloromycetin),  and  sodium  cephalo- 
thin  (Keflin).  Blood  transfusion  and  iron 
were  also  given.  The  murmur  was  considered  to 
be  functional. 

The  second  admission,  one  year  later,  was  for  re- 
current episodes  of  sore  throat,  anemia,  weight 
loss,  and  fatigue.  Physical  examination  findings 
were  unremarkable  except  for  hyperemia  of  ton- 
sils, a temperature  of  100°C.,  and  pallor.  Heart 
murmur  was  unchanged.  Several  cultures  of 
blood,  urine,  nose,  and  throat  were  normal.  Elec- 
trocardiogram and  chest  film  findings  were  nor- 
mal. Hemoglobin  was  9.9  Gm.  per  100  ml.,  and  the 
white  blood-cell  count  was  7,100  per  cubic  milli- 
meter. Electrophoresis  of  hemoglobin  disclosed 
thalassemia  minor  in  both  the  patient  and  her  fa- 
ther. After  three  weeks  of  antibiotic  therapy,  she 
was  discharged  asymptomatic.  Diagnosis  at  that 


FIGURE  1.  (A)  Abdominal  film  showing  calcification  of  aneurysm  extending  from  second  lumbar  to  fourth  lumbar  verte-  ai 

brae.  (B)  Aortography  showing  sacular  aneurysm  of  lower  aorta.  ' fa 
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FIGURE  2.  (A)  Operating  picture  of  aneurysm.  (B)  Bifurcated  graft  in  place.  Umbilical  tape  is  retracting  left  ureter. 


time  was  endocarditis,  probably  mitral  regurgita- 
tion secondary  to  rheumatic  heart  disease,  and 
thalassemia  minor. 

Her  third  and  last  admission  was  two  years  later 
when  a pulsatile  abdominal  tumor  was  found  dur- 
ing a routine  physical  examination.  She  had  been 
asymptomatic  since  her  previous  admission.  She 
was  afebrile.  Hemoglobin  was  10.6  Gm.  per  100 
ml.,  and  the  white  blood-cell  count  was  8,700. 
Blood  pressure  was  normal  in  both  arms  and  legs. 
Chest  film  and  electrocardiogram  findings  were 
normal.  A Grade  III  to  VI  systolic  murmur  was 
heard  at  the  apex.  Pulses  were  fully  palpated  in 
both  arms  and  legs.  Liver  and  spleen  were  not  en- 
larged. A pulsatile  mass  was  palpated  in  the 
midabdominal  wall.  A clear  bruit  could  be  heard 
on  the  tumor.  A plain  abdominal  x-ray  film 
showed  a calcified  tumor  at  the  left  side  of  the 
midline  extending  from  the  second  to  the  fourth 
lumbar  vertebrae  (Fig.  1A).  Aortogram  findings 
disclosed  a calcific  aneurysm  of  the  abdominal 
aorta  measuring  about  6.50  cm.  in  diameter  and 
extending  from  below  the  renal  arteries  to  the 
common  iliac  arteries  (Fig.  IB).  Kidneys  were 
normal. 

Operative  findings 

The  abdomen  was  entered  through  a xiphopubic 
midline  incision.  A large  calcified  sacular  aneu- 
rysm was  found  on  the  abdominal  aorta  extending 
from  below  the  renal  arteries  to  the  aortic  bifurca- 
tion (Fig.  2A).  There  were  loose  adhesions  to  the 
surrounding  area.  The  aneurysm  was  resected 
and  continuity  was  established  with  a number  13 
bifurcated  knitted  Dacron  graft  (Fig.  2B).  Iliac 
anastomosis  was  done  in  an  oblique  end-to-end 
fashion  to  provide  a wider  anastomotic  line. 


The  postoperative  period  was  uneventful,  and 
she  was  discharged  two  weeks  later.  Good  pulses 
were  palpated  in  both  feet.  Her  last  checkup 
three  years  after  surgery  disclosed  a completely 
asymptomatic  patient.  The  apical  murmur  was 
unchanged. 

Microscopic  examination  of  the  specimen  dis- 
closed a sacular  aneurysm  of  about  6 cm.  in  diame- 
ter. Rather  than  the  usual  florid  form  of  mycotic 
aneurysm,  there  was  only  thickening,  7 mm.,  of  the 
arterial  wall.  Extreme  intimal  thickening  due  to 
fibrinoid  deposition  in  the  subintimal  zone  was 
seen.  There  was  moderate  perivascular  mononu- 
clear infiltrate  around  many  of  the  vasa  vasorum. 
Several  deposits  of  calcium  and  foci  of  coccus  bac- 
teria were  also  found. 

Comment 

Osier  in  18851  used  the  term  “mycotic”  to  de- 
scribe the  aneurysm  caused  by  invasion  and  de- 
struction of  the  arterial  wall  by  a fungus.  Recent- 
ly, the  definition  has  been  extended  to  cases  of 
bacterial  or  viral  etiology. 

Literature  shows  that  mycotic  aneurysms  repre- 
sent about  2 to  4 per  cent  of  all  aneurysms.  The 
incidence  of  this  disease  in  children  is  even  more 
rare.  Wood,  Young,  and  Elbadawi2  found  13  cases 
of  primary  aortic  aneurysms  in  patients  between 
three  months  and  twelve  years  of  age. 

Characteristically,  these  aneurysms  develop  in 
arteries  whose  walls  have  been  previously  dam- 
aged, since  it  is  known  that  intact  intima  is  ex- 
tremely resistant  to  infection.  In  adults,  it  is  com- 
monly associated  with  atherosclerosis,  idiopathic 
cystic  necrosis,  Marfan’s  syndrome,  trauma,  and  so 
forth.  Before  the  advent  of  antibiotics,  bacterial 
endocarditis  was  the  most  frequent  cause  of  my- 
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cotic  aneurysms.  Recently,  other  sources  of  infec- 
tion, such  as  pneumonia,  cystitis,  cellulitis,  and  so 
forth,  have  been  reported.  In  children,  associa- 
tion of  congenital  heart  defects,  such  as  persistent 
ductus  arteriosus,  coarctation  of  the  aorta,  and 
ventricular  septal  defect,  and  endocarditis  is  high, 
thus  increasing  the  risk  of  formation  of  a mycotic 
aneurysm.3-6  Skandalakis  et  al P reported  an  inci- 
dence of  mycotic  aneurysms  in  26  per  cent  of  pa- 
tients with  coarctation  of  the  aorta.  Pneumonia, 
tonsillitis,  osteomyelitis,  and  similar  conditions  are 
also  sources  of  possible  infection  in  traumatized 
areas  of  the  aortic  wall.8  Few  cases  of  true  mycot- 
ic origin,  such  as  Aspergillus  and  Histoplasma, 
have  been  reported.  Staphylococcus,  streptococ- 
cus, pneumococcus,  and  salmonella  are  most  fre- 
quently encountered.  One  case  of  cytomegalic  or- 
igin was  described  by  Gatta.9 

Except  for  rare  cases  of  destruction  of  the  arte- 
rial wall  by  extrinsic  infection  such  as  periaortic 
abscess  or  tuberculosis  lymphadenitis,  the  majori- 
ty of  mycotic  aneurysms  are  caused  by  direct  ex- 
tension from  endocarditis  or  by  septic  emboliza- 
tion. Experimentally,  it  has  been  demonstrated 
that  the  vasa  vasorum  can  be  invaded  by  organ- 
isms present  in  the  blood  stream.10  Size  of  the 
lumen  of  the  aorta  makes  very  unlikely  the  adhe- 
sion of  infected  emboli  to  the  intima  with  late 
invasion  and  destruction  of  the  aortic  layers.  This 
would  explain  the  occurrence  of  a mycotic  aneu- 
rysm in  an  apparently  intact  aorta  such  as  in  our 
patient’s  case.  She  did  not  have  any  demonstra- 
ble congenital  heart  defect.  In  the  two  previous 
admissions,  pulses  in  both  feet  were  normal,  ex- 
cluding coarctation  in  any  level  of  the  aorta. 
Sometime  early  in  life  she  had  developed  rheumat- 
ic heart  disease  and,  undoubtedly,  three  years  be- 
fore surgery,  she  presented  a typical  episode  of 
bacterial  endocarditis  which  probably  embolized 
to  the  abdominal  aorta. 

Mycotic  aneurysms  have  been  reported  involv- 
ing more  frequently  the  ascending  and  thoracic 
aorta,  probably  due  to  the  proximity  of  the  aortic 
and  mitral  valves  which  are  more  often  damaged 
by  rheumatic  heart  disease  and  endocarditis. 
However,  any  artery  can  be  affected,  such  as  the 
femoral,  popliteal,  brachial,  and  so  on.  Congenital 
aneurysms  of  splenic,  mesenteric,  hepatic,  cerebral 
(berry  aneurysms),  and  so  forth  are  very  suscepti- 
ble to  secondary  infection  in  cases  of  bacteremia  or 
infected  embolization  from  endocarditis.  An  in- 
teresting experimental  finding  is  the  association  of 
weakness  of  the  arterial  wall  in  swines  submitted 
to  copper-deficient  diets,  probably  due  to  interfer- 
ence with  the  synthesis  of  elastin.11 

Symptoms  are  usually  vague  and  depend  on  the 
virulence  of  the  bacteria.12  In  many  cases,  rup- 
ture occurs  before  clinical  diagnosis  can  be  made. 
Patients  who  present  persistent  fever,  leukocyto- 
sis, anemia,  splenomegaly,  and  other  conditions 
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must  be  investigated  thoroughly,  particularly  in 
children  with  congenital  heart  disease  or  in  adults 
with  documented  atherosclerosis.  Sudden  onset 
of  blindness  on  one  side,  hemiplegia,  tender  pe- 
ripheral pulsatile  tumor,  and  other  symptoms  will 
require  immediate  arteriographic  examination. 
Chest  x-ray  is  indicated  to  exclude  involvement  of 
the  ascending  and  thoracic  aorta.  Presence  of  a 
mediastinal  mass  is  an  indication  for  aortography. 
Blood  cultures  are  negative  in  about  40  per  cent  of 
the  cases  and  must  be  repeated  several  times. 

Mycotic  aneurysms  have  a higher  malignancy 
rate  than  do  other  aneurysms,  since  the  antibiotics 
can  do  very  little  to  sterilize  the  lesion.  They  are 
usually  false  aneurysms  which  provide  excellent 
conditions  for  bacterial  growth.  Since  the  first 
successful  report  by  Schumaker,13  resection  of  the 
damaged  area  and  replacement  by  a prosthesis 
have  been  the  treatments  of  choice  in  cases  involv- 
ing major  vessels.  Surgery  must  be  done  after  ex- 
tensive antibiotic  therapy,  since  it  carries  a high 
mortality  rate  in  the  presence  of  active  infection. 
Careful  suture  technic  in  a normal  arterial  wall 
must  be  attempted.14 

Presence  of  a vascular  prosthesis  is  a potential 
source  of  infection  and  these  patients  must  be, 
therefore,  maintained  on  antibiotics  for  at  least  six 
months  after  surgery. 
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Metastatic  tumors  of  the  esophagus  are  rather 
rare.1  Working  at  a cancer  institute,  the  authors 
have  treated  several  such  cases  and  noted  their  pe- 
culiar clinicopathologic  features.  These  cases  are 
described  herein. 

Case  reports 

Case  1.  A twenty-four-year-old  male  had  had  a 
left  supracondylar  amputation  in  September, 
1968,  for  a synovial  sarcoma  of  the  left  wrist.  Two 
years  later  he  developed  a pulmonary  metastasis 
and  was  treated  with  several  courses  of  chemother- 
apy. In  April,  1971,  he  developed  dysphagia;  a 
barium  swallow  revealed  a stricture  of  the  mide- 
sophagus (Fig.  1).  The  contour  of  the  lesion  was 
smooth  and  appeared  benign  in  nature  or  extrinsic 
compression.  Esophagoscopy  revealed  a stricture 
of  the  midesophagus,  but  the  mucosa  was  smooth 
and  no  intrinsic  lesion  w7as  visualized.  The  lumen 
was  dilated  up  to  number  20  French,  using  Jack- 
son  bougies.  Four  days  later  he  developed  fever, 
dyspnea,  and  chest  pain.  A diagnosis  of  perfora- 
tion of  the  esophagus  was  made,  a chest  tube  was 
inserted  for  drainage,  and  he  was  administered  an- 
tibiotics. He  responded  well  to  this  conservative 
management,  but  died  ten  weeks  later.  At  autop- 
sy, metastatic  synovial  sarcoma  involving  the 
esophagus,  mediastinum,  and  left  lung  was  found. 
Histologically,  the  esophagus  at  the  site  of  perfora- 
tion showed  extensive  infiltration  of  entire  thick- 
ness by  tumor  compatible  with  synovial  sarcoma. 

Case  2.  A ten-year-old  boy  was  found  to  have 
had  acute  lymphocytic  leukemia  in  October,  1965, 
at  which  time  he  received  several  courses  of  che- 
motherapy. He  developed  progressive  dysphagia 
in  July,  1969.  Barium  swallow  revealed  an  exten- 
sive linear  stricture  of  the  distal  esophagus  (Fig. 
2).  Esophagoscopy  revealed  stricture  at  24  cm. 
The  mucosa  was  smooth  and  grossly  normal.  A 
number  16  French  bougie  was  inserted  through  the 
lesion  and  a nasogastric  tube  was  passed  for  feed- 
ing purposes.  Three  hours  later  he  complained  of 


FIGURE  1.  Case  1.  Metastatic  synovial  sarcoma;  e- 
sophagogram  and  histopathology. 


FIGURE  2.  Case  2.  Lymphocytic  leukemia;  esophago- 
gram  and  histopathology. 


severe  pain  in  the  right  side  of  the  chest,  and  chest 
x-ray  films  revealed  an  air-fluid  level  on  the  right 
side;  a diagnosis  of  perforation  of  the  esophagus 
was  made.  A chest  tube  was  inserted  and  a gas- 
trostomy performed  for  feeding  purposes.  He 
continued  to  deteriorate  and  died  ten  weeks  later. 
At  autopsy,  acute  lymphoblastic  leukemia  involv- 
ing bone  marrow7,  spleen,  lymph  nodes,  and  esoph- 
agus was  found.  The  area  of  stricture  measured 
2.8  cm.  in  length,  and  the  esophageal  wall  was 
thickened  and  friable.  The  lumen  was  almost  to- 
tally obstructed,  measuring  3 mm.  in  diameter. 
Microscopically  the  entire  thickness  of  the  esopha- 
geal wall  was  infiltrated  by  leukemic  lympho- 
blasts, plasma  cells,  and  small  lymphocytes. 

Case  3.  A forty-nine-year-old  female  had  had 
a left  radical  mastectomy  for  carcinoma  of  the 
breast  in  August,  1960.  Subsequently  she  under- 
went a bilateral  salpingo-oophorectomy  because  of 
positive  findings  in  the  axillary  nodes.  In  Sep- 
tember, 1966,  a left  supraclavicular  node  was 
found  to  be  positive  for  metastatic  adenocarcino- 
ma. She  received  a course  of  radiation  therapy, 
followed  by  some  regression  of  the  tumor.  She 
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was  admitted  in  June,  1968,  with  severe  dysphagia. 
Barium  swallow  revealed  a stricture  in  the  distal 
esophagus.  At  esophagoscopy,  a stricture  of  38 
cm.  was  encountered  which  on  biopsy  revealed  a 
normal  mucous  membrane.  The  esophagus  was 
dilated  up  to  number  28  French.  She  continued 
to  have  dysphagia.  Hence,  esophagoscopy  was  re- 
peated twice  and  the  stricture  was  dilated.  Sever- 
al hours  after  the  last  esophagoscopy,  she  devel- 
oped symptoms  of  perforation,  confirmed  by  a 
meglumin-sodium  diatrizoate  (Gastrografin)  swal- 
low. She  was  treated  conservatively.  A week 
later  a left  subdiaphragmatic  abscess  was  drained, 
and  a gastrostomy  was  performed.  There  was  a 
5-cm.  mass  around  the  lower  end  of  the  esophagus. 
She  improved  and  was  subsequently  started  on 
oral  liquids.  She  improved  temporarily  on  chemo- 
therapy, but  finally  died  of  progression  of  the  di- 
sease in  July,  1970. 

Case  4.  A fifty-two-year-old  female  was  found 
to  have  had  adenocarcinoma  of  the  uterine  cervix 
in  1962;  she  was  treated  with  radiation  therapy 
and  radical  surgery.  In  October,  1971,  pulmonary 
metastasis  was  found,  and  she  was  treated  with 
hormone.  She  was  readmitted  in  December,  1971, 
because  of  dysphagia  and  progression  of  pulmo- 
nary metastasis.  An  esophagogram  showed  nar- 
rowing of  the  distal  third  of  the  esophagus. 
Esophagoscopy  revealed  the  stricture  without  mu- 
cosal involvement.  By  this  time  we  were  quite 
aware  of  the  deceptive  nature  of  metastatic  lesion 
of  the  esophagus,  and  no  bougienage  was  done. 
She  received  a course  of  radiation  therapy  to  the 
left  lung  field,  mediastinum,  and  esophagus.  This 
was  followed  by  several  courses  of  chemotherapy. 
She  improved  temporarily,  but  finally  died  of  pro- 
gression of  the  disease  four  months  later.  Autop- 
sy findings  revealed  metastatic  adenocarcinoma  of 
the  esophagus  and  other  viscera  following  adeno- 
carcinoma of  the  uterine  cervix.  Histologic  exam- 
ination of  the  esophagus  showed  that  the  entire 
wall  of  the  esophagus  was  infiltrated  by  mucin- 
producing  neoplastic  glands. 

Comment 

The  incidence  of  metastatic  malignant  tumor  of 
the  esophagus,  according  to  the  literature,  is  1.3 
per  cent  of  599  autopsies  of  cancer  patients.1 

Location  of  the  metastatic  lesion  was  usually 
mid  or  lower  esophagus.2-8  Review  of  the  litera- 
ture revealed  only  1 case  of  metastatic  carcinoma 
(of  the  uvula)  involving  the  upper  esophagus.2 

In  all  our  cases,  as  well  as  in  those  reported  by 
others,  barium  swallow  showed  a smooth  concen- 
tric stricture  or  indentation  of  the  esophagus. 
These  findings  were  frequently  interpreted  as  be- 
nign stricture,  or  extraluminal  compression. 

Esophagoscopy  whenever  it  was  done  revealed 
no  intraluminal  tumor.  In  some  reported  cases  a 
biopsy  was  taken,  but  in  all  instances  it  disclosed 
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negative  findings  for  tumor  except  on  1 occasion.2 

In  2 of  the  cases  in  the  literature,  a thoracotomy 
was  needed  to  establish  the  correct  diagnosis  of 
metastatic  carcinoma.6,7  Bougienage  through  an 
esophagoscope  was  done  in  3 of  our  4 cases  and 
caused  tragic  complications  of  esophageal  perfora- 
tion. 

Atkins2  reported  3 cases  of  esophageal  perfora- 
tion following  esophagoscopy  bougienage  of  meta- 
static lesion  from  carcinoma  of  the  breast. 

As  Atkins  stated  “When  an  effort  was  made  to 
dilate  the  stricture,  it  opened  up  with  the  greatest 
of  ease,  very  much  like  one  encounters  when  dilat- 
ing web-like  stricture.”  In  all  our  3 perforated 
cases,  bougienage  was  carried  out  with  caution,  but 
the  bougies  went  through  the  stricture  rather  easi- 
ly. We  were  very  much  impressed  and  surprised 
with  the  extreme  danger  of  bougienage  in  meta- 
static esophageal  lesions  regardless  of  the  primary 
site. 

Having  learned  of  the  difficulties  involved 
through  past  experience,  in  Cases  1,  2,  and  3,  the 
authors  became  aware  of  the  special  nature  of  met- 
astatic esophageal  lesions.  In  Case  4,  a diagnosis 
was  made  from  her  history  of  previous  carcinoma, 
symptoms,  and  esophagographic  findings.  She 
was  treated  with  radiation  therapy  without  esoph- 
agoscopy. 

The  reason  it  is  so  easy  to  perforate  the  meta- 
static esophageal  lesions  may  be  explained  by  the 
characteristic  microscopic  findings,  that  is,  diffuse 
infiltration  of  entire  thickness  of  the  esophageal 
wall  by  the  tumor  cells  which  may  make  the  lesion 
extremely  friable.  On  the  contrary,  microscopi- 
cally, primary  carcinoma  of  the  esophagus  consists 
of  nests  of  tumors  surrounded  by  a considerable 
amount  of  fibrous  tissue;  this  might  make  the  le- 
sion rather  firm  and  resistant  to  perforation  by 
bougienage. 

As  a treatment  of  metastatic  tumor  of  the 
esophagus,  esophagectomy  was  done  in  a few  cases 
with  good  palliative  effects,  but  in  most  of  the  in- 
stances nonsurgical  therapies  such  as  radiation, 
chemotherapy,  or  hormone  therapy  were  em- 
ployed.5,6,8 Gastrostomy  was  done  in  a few  cases, 
but  it  is  the  author’s  opinion  that  this  is  not  a good 
palliative  procedure. 

The  authors  would  like  to  emphasize  again  the 
importance  of  differential  diagnosis  in  the  patients 
who  have  dysphagia  with  a previous  history  of  car- 
cinoma elsewhere.  Esophagoscopy  should  be  done 
with  extreme  caution,  and  bougienage  is  contrain- 
dicated for  metastatic  malignant  lesions  of  the 
esophagus. 

666  Elm  Street 
Buffalo,  New  York  14203 
(DR.  TAKITA) 
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IUD-related  hospitalizations 

and  mortality  associated  with  use  of  lUDs 

The  hospitalization  rate  from  complications  related  to 
use  of  intrauterine  devices  is  probably  higher  than  that 
attributable  to  combination  oral  contraception.  This  is 
the  conclusion  reached  after  a mail  survey  yielding  3,502 
unduplicated  reports  of  hospitalizations  related  to  IUDs 
in  the  U.S.  and  Puerto  Rico  during  the  first  six  months 
of  1973.  From  this  response  it  is  estimated  that  about 
7,900  such  hospitalizations  occurred  during  that  time. 
About  half  of  the  physicians  getting  the  questionnaire 
responded.  Interviews  with  a probability  of  those  who 
did  not  answer  the  questionnaire  on  the  first  or  second 
try  demonstrated  that  their  IUD  complication  experi- 
ence was  not  significantly  different  from  that  reported 
in  the  mail  survey.  Estimates  of  the  number  of  IUDs 
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worn  in  1973  permit  rate  calculations  of  3 to  10  IUD-re- 
lated hospitalizations  per  one  thousand  woman-years  of 
use. 

In  a nationwide  mail  survey,  5 deaths  associated  with 
intrauterine  contraceptive  devices  were  reported  to  have 
occurred  during  the  first  half  of  1973.  Of  the  5 deaths 
reported,  4 were  due  to  serious  infection,  2 in  relation  to 
pregnancy.  Use  of  IUDs  prior  to  death  varied  from 
seven  to  forty-two  months.  Summaries  of  the  histories 
are  appended  of  the  5 patients.  Mortality  attributable 
to  IUDs  is  estimated  to  be  lower  than  that  attributable 
to  combination  oral  contraceptives.  A crude  estimate  is 
about  3 deaths  per  million  woman-years  of  IUD  use. 
With  95  per  cent  confidence  limits,  IUD-related  mortal- 
ity is  between  1.0  and  7.3  deaths  per  million  woman- 
years  of  use.  Kahn,  H.  S.,  and  Tvler.  C.  W.,  Jr.: 
j.A.M.A.  234:  57  (Oct.  6)  1975. 
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Localized  osteomyelitis  of  the  jaw  is  a common 
condition  which  usually  responds  well  to  surgical 
drainage  and  antibiotics.  Chronic,  diffuse  os- 
teomyelitis of  the  jaw,  although  rarely  seen,  is 
often  refractory  to  conventional  therapy.  We 
have  recently  explored  the  use  of  hyperbaric  oxy- 
gen as  an  adjunct  in  the  therapy  of  chronic  os- 
teomyelitis of  the  mandible  in  3 patients. 

Case  reports 

Case  1.  A fifty-nine-year-old,  edentulous  man 
was  admitted  because  of  osteomyelitis  of  the  man- 
dible which  developed  subsequent  to  a dental  ab- 
scess and  full-mouth  extraction  two  years  prior  to 
admission.  The  infection  had  progressively  ex- 
tended across  the  midline  from  the  right  side. 
Prior  to  our  treatment  of  the  patient,  it  was  re- 
ported that  there  had  been  drainage  and  some 
form  of  Staphylococcus  had  been  isolated.  Peri- 
odic discomfort  and  swelling  had  been  controlled 
intermittently  with  1 Gm.  of  erythromycin  daily. 

On  admission  in  May,  1971,  tenderness  and 
swelling  were  present  in  the  right  premolar  region 
extending  upward  to  the  right  ascending  ramus  of 
the  mandible.  There  was  nodular  thickness  and 
tenderness  along  the  inner  and  outer  tables  of  the 
mandible  with  some  limitation  of  function  of  the 
right  temporomandibular  joint.  No  draining  si- 
nuses were  present.  Radiograms  revealed  de- 
structive lesions  involving  the  body  of  the  mandi- 
ble bilaterally  and  the  right  ascending  ramus. 

The  patient  received  hyperbaric  oxygenation  in 
a chamber  under  2.5  atmospheres  absolute  pres- 
sure, breathing  100  per  cent  oxygen  by  mask  for 
ninety  minutes  twice  daily.  When  he  suffered  ex- 
acerbation of  symptoms,  treatment  was  limited  to 


once  daily.  Over  a period  of  thirty-five  days,  a 
total  of  ninety  hours  of  hyperbaric  oxygenation 
was  administered.  One  Gm.  of  cephalexin  mono- 
hydrate (Keflex)  was  given  daily  during  the  first 
four  days  of  hospitalization  and  1 Gm.  of  erythro- 
mycin daily  for  the  remaining  four  weeks.  Swell- 
ing, tenderness,  and  trismus  improved  considera- 
bly after  one  week  of  treatment  but  recurred  two 
weeks  later  and  persisted  at  a reduced  level  for  the 
remainder  of  his  hospitalization. 

During  the  following  two  years,  while  main- 
tained on  1 Gm.  of  erythromycin  daily,  he  contin- 
ued to  have  intermittent  swelling  and  tenderness. 

At  the  present  time,  radiograms  are  suggestive  of 
further  distal  extension  on  the  right.  The  overall 
impression  is  that  although  the  disease  is  not 
spreading  clinically,  it  is  not  completely  con- 
trolled. 

Case  2.  A thirty-three-year-old  man  with  al- 
most a full  complement  of  teeth  was  admitted  with 
chronic,  diffuse,  sclerosing  osteomyelitis  of  the 
mandible  which  had  appeared  without  apparent 
cause  eight  years  prior  to  admission.  The  diagno- 
sis had  been  made  four  years  prior  to  the  current 
admission,  at  which  time  swelling  of  the  submaxil- 
lary and  submental  areas,  moderate  trismus,  and 
generalized  periodontitis  developed.  Radiograph- 
ic findings  were  characteristic  of  chronic  os- 
teomyelitis of  the  mandible.  Three  mandibular 
teeth  had  been  extracted  in  the  original  treatment, 
which  also  included  a nonproductive  incision  and 
drainage.  Subsequently,  the  patient  experienced 
recurrent  acute  episodes  of  pain  and  swelling 
which  increased  in  frequency  and  severity  and 
progressively  extended  throughout  the  mandible. 
Courses  of  oral  and  intravenous  penicillin,  clinda- 
mycin phosphate  (Cleocin),  and  sodium  cephalo-  1 
thin  (Keflin)  did  not  control  the  condition. 

On  admission  to  the  hospital  in  November, 
1972,  swelling  and  tenderness  were  present 
throughout  the  body  of  the  mandible  and  trismus 
limited  the  intra-incisal  opening  to  22  mm.  There  f 
was  tenderness  and  swelling  in  the  left  ankle.  Ra-  c 
diograms  confirmed  the  existence  of  the  osteomye- 
litis  throughout  the  mandibular  body,  and  patho-  si 
logic  bone  changes  were  present  in  the  distal  por-  tl 
tion  of  the  left  fibula.  Over  a period  of  thirty-one  t! 
days,  seventy-three  and  one-half  hours  of  hyper-  « 
baric  oxygenation  were  administered.  This  con-  cc 
sisted  of  ninety-minute  sessions  in  the  hyperbaric  os 
chamber  twice  daily  at  2.5  atmospheres  absolute  j sp 
pressure,  with  the  patient  breathing  100  per  cent  ?e 
oxygen  by  mask.  He  was  maintained  on  4 Gm.  of  co. 
cephalexin  monohydrate  daily. 

He  experienced  gradual  remission  and  at  the  wh 
time  of  discharge  from  the  hospital,  all  symptoms  ter 
had  improved  except  for  trismus. 

During  the  thirteen  months  following  discharge,  der 
t he  patient  was  maintained  on  1 Gm.  of  erythro-  oge 
mycin  daily.  His  symptoms  subsided  completely,  tro] 
Clinical  examination  revealed  slight  enlargement  s 
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of  the  mandible  without  tenderness.  The  trismus 
was  resolved,  and  he  easily  achieved  a 40-mm. 
intra-incisal  opening.  There  was  minimal  tender- 
ness in  the  left  ankle.  Post-treatment  radiograms 
revealed  no  change  from  the  pretreatment  appear- 
ance of  the  mandible  or  fibula. 

Case  3.  A seventy-three-year-old,  edentulous 
woman  was  admitted  to  our  hospital  in  June,  1973, 
because  of  chronic  right  mandibular  osteomyelitis 
of  one  and  a half  years’  duration.  Three  years 
previously,  at  another  institution,  an  epidermoid 
carcinoma  of  the  left  tonsillar  fossa  had  been  suc- 
cessfully treated  by  radiotherapy.  One  year  prior 
to  admission  to  The  Mount  Sinai  Hospital,  a fistu- 
lous tract  developed  in  the  right  buccal  sulcus  in 
the  second  molar  area.  Panorex  radiograms  re- 
vealed a localized  radiolucent  area  in  the  posterior 
body  of  the  right  mandible.  Cultures  from  the 
draining  fistula  produced  normal  oral  flora.  She 
experienced  severe  pain  in  the  area,  particularly 
on  mandibular  movement,  and  was  unable  to  tol- 
erate her  lower  denture.  Treatment  with  a variety 
of  antibiotics  produced  no  improvement.  The  pa- 
tient received  a total  of  thirty-six  hours  of  100  per 
cent  oxygen  at  2.5  atmospheres  pressure  at  The 
Mount  Sinai  Hospital.  Over  a twenty-one-day  pe- 
riod, while  in  the  hospital,  and  for  one  month  post- 
treatment,  she  was  maintained  on  a regimen  of  1 
Gm.  of  erythromycin  daily. 

The  fistula  closed,  localized  tenderness  resolved, 
and  there  was  no  pain  on  mandibular  movement  at 
the  time  of  her  discharge  from  the  hospital.  Six 
months  post-treatment,  she  remains  symptom- 
free,  the  fistula  has  not  recurred,  and  she  has  com- 
fortably supported  her  lower  denture  for  the  past 
five  months.  Radiographic  examination  of  the 
mandible  showed  no  change  from  the  admission 
films. 

Comment 

Ventilation  with  100  per  cent  oxygen,  as  com- 
pared with  air,  produces  a fivefold  increase  in  the 
concentration  of  alveolar  oxygen.  Hyperbaric  ox- 
ygenation, the  inhalation  of  oxygen  under  pres- 
sures greater  than  that  of  atmosphere,  multiples 
this  effect.  Thus,  at  3.  atmospheres  of  pressure 
the  oxygen  tension  in  a man  breathing  100  per 
cent  oxygen  approaches  2,000  mm.  of  mercury  as 
compared  with  the  100  mm.  Hg  partial  pressure  of 
oxygen  in  a man  breathing  air  at  normal  atmo- 
spheric pressure.  The  ability  of  hyperbaric  oxy- 
genation to  deliver  increased  oxygen  to  tissues 
compromised  by  fibrosis,  infection,  and  sclerotic 
bone  is  of  particular  importance  in  the  mandible 
which  is  supplied  by  end  arteries  and  lacks  the  ex- 
tensive blood  supply  of  the  upper  jaw. 

Hyperbaric  oxygen  at  2 atmospheres  has  been 
demonstrated  to  inhibit  the  growth  of  many  path- 
ogenic bacteria  in  vitro1  and  has  successfully  con- 
trolled staphylococcal  osteomyelitis  in  rats.2 

Slack,  Thomas,  and  Perrins3  report  5 patients 


with  osteomyelitis  of  the  long  bones  successfully 
treated  with  antibiotics  and  100  per  cent  oxygen 
ranging  from  twenty-six  to  eighty  hours  at  2 at  mo- 
spheres pressure.  Perrins  et  al.4  studied  24  pa- 
tients with  chronic  suppurative  osteomyelitis  in- 
volving various  bones  that  had  failed  to  heal  with 
conventional  treatment  and  were  then  given  hy- 
perbaric oxygenation.  In  13  patients,  the  disease 
was  controlled.  Sippel,  Nyberg,  and  Alvis5  re- 
ported a patient  with  chronic  osteomyelitis  of  the 
mandible  of  one  and  a half  years’  duration  treated 
by  eighty-seven  hours  of  hyperbaric  oxygenation 
over  a twenty-nine-day  period.  Six  years  fol- 
lowing treatment,  the  patient  remained  asymp- 
tomatic; the  radiologic  findings,  however,  had  not 
changed.6  Mainous,  Boyne,  and  Hart'  have  re- 
cently reported  the  use  of  hyperbaric  oxygenation 
in  the  successful  management  of  3 patients  with 
intractable  osteomyelitis  of  the  mandible,  and 
stated  that  healing  has  been  observed  in  patients 
with  osteoradionecrosis  of  the  mandible  treated  by 
this  method. 

Although  toxicity  of  hyperbaric  oxygenation  is 
well  recognized,  it  has  not  been  encountered  in  the 
management  of  clinical  osteomyelitis,  nor  have  we 
noted  any  adverse  effects  in  our  patients. 

Summary 

Hyperbaric  oxygenation  was  administered  to  3 
patients  in  whom  chronic  osteomyelitis  of  the 
mandible  had  been  refractory  to  conventional 
therapy.  In  2 patients,  the  condition  appeared  to 
be  under  control  thirteen  and  six  months  following 
treatment.  In  a third  patient,  the  condition  con- 
tinued at  approximately  the  same  level  two  years 
after  treatment. 

Hyperbaric  oxygenation  appears  to  hold  prom- 
ise in  the  management  of  chronic,  intractable  os- 
teomyelitis of  the  mandible.  Further  evaluation 
seems  justified. 

715  Park  Avenue 
New  York,  N.Y.  11360 
(DR.  SCHWARTZ) 
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Hypocalcemic  tetany  may  result  from  a rapid  ele- 
vation of  serum  phosphorus  concentration.  Situa- 
tions where  this  may  occur  include:  laxative 

abuse,1-3  treatment  of  acute  lymphoblastic  leuke- 
mia,4 burns  caused  by  white  phosphorus,5  and 
infusion  of  excess  phosphate  in  treating  cases  of 
hypercalcemia.  This  report  describes  a patient 
who  developed  severe  hypocalcemic  tetany  and 
toxic  colitis  following  the  use  of  an  enema  which 
had  a high  phosphate  content. 

Case  report 

A thirty-seven-year-old  white  male  with  schizo- 
phrenia had  been  admitted  several  times  to  the 
Syracuse  Veterans  Administration  Hospital  for 
chemical  colitis  secondary  to  chronic  use  of  ene- 
mas because  of  his  compulsive  concern  for  cleanli- 
ness. During  one  of  these  admissions  he  passed  a 
bowel  cast.  On  October  3,  1970,  he  was  admitted 
about  two  hours  after  taking  an  enema  consisting 
of  approximately  one  quart  of  Miracle  White 
Super  Cleaner  and  4 ounces  of  Trend.  He  had  a 
temperature  of  101°F.,  pulse  rate  of  140  per  min- 
ute, blood  pressure  80/00,  and  severe  carpopedal 
spasms  with  positive  Chvostek  and  Trousseau 
signs.  The  abdomen  was  distended  and  tympanic 
with  absent  bowel  sounds;  the  bowel  movements 
were  mixed  with  blood  and  mucus.  It  was  thought 
that  the  tetany  was  due  to  hypocalcemia  induced 

* I’rt-sently  Chief,  Endocrinology  Section,  Department  of  Med- 
icine, Veterans  Administration  Center,  Leavenworth,  Kansas 
66048 


FIGURE  1.  Chart  demonstrates  serial  values  for  serum 
calcium,  phosphorus,  albumin,  and  blood  urea  nitrogen 
levels  subsequent  to  injection  of  calcium  gluconate. 


by  the  administration  of  an  enema  with  high  phos- 
phate content  resulting  in  hyperphosphatemia. 
An  initial  blood  sample  was  drawn  for  calcium  and 
phosphorus,  but  this  was  misplaced.  Two  Gm.  of 
calcium  gluconate  were  injected  intravenously  and 
30  ml.  of  aluminum  hydroxide  gel  (Amphojel)  were 
given  orally.  In  about  one  hour  the  signs  and 
symptoms  of  tetany  began  to  improve.  The  fol- 
lowing laboratory  data  were  obtained  subsequent 
to  the  injection  of  calcium  gluconate:  Serum  cal- 
cium 6.9  mg.  per  100  ml.,  phosphorus  10.3  mg.  per 
100  ml.,  total  protein  7.5  Gm.  per  100  ml.,  albumin 
5 Gm.  per  100  ml.,  glucose  110  mg.  per  100  ml., 
blood  urea  nitrogen  level  15  mg.  per  100  ml.,  sodi- 
um 148  mEq.  per  liter,  potassium  3.5  mEq.  per 
liter,  chloride  114  mEq.  per  liter,  and  carbon  diox- 
ide 24.4  mEq.  per  liter.  The  hematocrit  was  38 
and  white  blood  cell  count  17,600  with  a normal 
differential.  Platelets  were  95,000  per  cubic  milli- 
meter. Prothrombin  time  was  prolonged  to  24 
seconds.  The  electrocardiogram  showed  pro- 
longed QTc  interval.  Serial  values  for  serum  cal- 
cium, phosphorus,  albumin,  and  blood  urea  nitro- 
gen are  shown  in  Figure  1.  During  the  first  forty- 
eight  hours  the  patient  was  treated  with  intrave- 
nous fluids  and  furosemide  with  the  addition  of 
calcium  gluconate  when  he  had  symptoms  of  hypo- 
calcemia. About  twenty-four  hours  after  admis- 
sion he  developed  oliguria  with  a blood  urea  nitro- 
gen elevation.  He  also  began  to  bleed  from  veni- 
puncture sites.  He  continued  to  have  diarrhea 
consisting  of  about  6 bowel  movements  per  day, 
each  containing  about  600  ml  of  fluid  mixed  with 
blood.  On  the  third  day  the  ionized  calcium  in  the 
serum  was  1.7  mEq.  per  liter.  The  bleeding  ten- 
dency decreased  in  response  to  vitamin  K.  Ap- 
proximately ten  days  after  admission  the  blood 
urea  nitrogen  level  and  creatinine  concentrations 
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began  to  decrease.  The  patient  developed  tran- 
sient hypoalbuminemia  due  at  least  in  part  to  a 
protein-losing  enteropathy  as  supported  by  iso- 
tope studies.  Endoscopic  and  barium  enema  find- 
ings established  the  diagnosis  of  colitis,  assumed 
to  be  due  to  chemical  irritation. 

Comment 

Hyperphosphatemia  and  hypocalcemia,  in  the 
presence  of  a normal  serum  albumin  level,  oc- 
curred shortly  after  the  administration  of  an 
enema  high  in  phosphate;  the  Miracle  White 
Super  Cleaner  marketed  at  that  time  had  294  mg. 
per  100  ml.  of  inorganic  phosphate.  Hypopro- 
teinemia,  hematuria,  oliguria,  generalized  pete- 
chiae,  icterus,  acute  yellow  atrophy  of  liver,  sei- 
zures, impaired  glycogenolysis,  and  ischemic-like 
changes  on  electrocardiogram  have  been  reported 
as  toxic  manifestations  of  ingestion  and/or  inhala- 
tion of  phosphorus.6  Burns,  either  thermal  or  due 
to  white  phosphorus,  are  reported  to  have  predis- 
posed patients  to  the  absorption  of  toxic  sub- 
stances like  copper  sulphate  when  applied  to  the 
burned  area,  possibly  by  altering  permeability.6 
In  our  patient  the  chemical  colitis  resulting  from 
the  irritation  due  to  chronic  abuse  of  enemas  could 
possibly  have  altered  the  permeability  of  the 
bowel  mucosa,  permitting  the  absorption  of  toxic 
quantities  of  phosphates.  The  patient  stated  that 
he  had  run  out  of  regular  soap  and  had  used  this 
kind  of  combination  for  enema  in  desperation  for 
cleanliness.  The  nephrotoxicity  and  bleeding  ten- 
dency he  developed  could  also  be  attributed  to  a 
toxic  manifestation  of  the  phosphates.  The  serum 
phosphate  decreased  gradually  to  6 mg.  per  100 
ml.  on  the  fifth  day  of  treatment,  but  then  rose 
somewhat,  apparently  from  the  development  of 
renal  insufficiency.  Later,  as  the  blood  urea  nitro- 
gen level  began  to  decrease,  the  serum  phosphorus 
also  decreased  and  eventually  returned  to  normal. 
The  serum  albumin  decreased  quite  dramatically, 
possibly  due  to  the  protein-losing  enteropathy. 
Serum  calcium  rose  rather  sharply  when  the  pa- 
tient received  calcium  gluconate  injections  and 
subsequently  dropped  somewhat,  but  he  did  not 
become  symptomatic  at  that  time.  The  drop  in 
the  serum  calcium  from  the  third  to  tenth  day  may 
have  been  related  to  the  hypoalbuminemia  and,  as 
the  serum  albumin  increased,  so  did  the  serum  cal- 
cium, reaching  a maximum  of  11  mg.  per  100  ml. 
on  the  sixteenth  hospital  day. 

The  mechanism  of  hypocalcemic  tetany  secon- 
dary to  acute  elevation  of  serum  phosphorus  has 
been  studied  in  some  detail.  The  decline  in  plas- 
ma calcium  is  directly  proportional  to  the  increase 


in  plasma  phosphate  concentration.7  The  cal- 
cium-lowering effect  of  rapid  elevation  of  serum 
phosphate  does  not  seem  to  be  hormonally  me- 
diated.8 The  extent  of  the  hypocalcemia  is  pro- 
portional to  the  magnitude  by  which  the  calcium 
phosphate  solubility  product  is  exceeded  and  is  re- 
lated to  the  precipitation  of  calcium  phosphate.8 
The  source  for  the  hyperphosphatemia  in  this  pa- 
tient is  most  probably  from  the  high-phosphate 
enema.  In  laxative  abuse  also  the  hyperphospha- 
temia is  from  the  intestinal  absorption  of  phos- 
phate.3 In  acute  lymphatic  leukemia,  during 
treatment,  the  hyperphosphatemia  results  from 
release  of  phosphate  into  the  circulation  from 
damaged  lymphoblasts.4  White  phosphate  burns 
cause  hypocalcemia  from  absorption  of  exogenous 
phosphorus.5  The  ability  of  hyperphosphatemia 
to  lower  serum  calcium  is  used  as  one  modality  in 
the  treatment  of  hypercalcemic  states.8,9 

Even  though  high-phosphate  detergents  are 
much  less  available  now,  we  believe  that  physi- 
cians should  be  alerted  to  the  possibility  of  hypo- 
calcemic tetany  in  patients  who  take  phosphate 
enemas.  A commonly  used  buffered  laxative 
(Phospho-Soda)  enema  contains  48  Gm.  of  sodium 
biphosphate  and  18  Gm.  sodium  phosphate  per 
100  mg.  If  administered  to  a patient  with  colitis, 
hyperphosphatemia  could  occur  with  resultant  hy- 
pocalcemia. This  should  be  borne  in  mind  espe- 
cially when  the  possibility  exists  for  the  repeated 
use  or  abuse  of  this  kind  of  enema. 

Veterans  Administration  Hospital 
Syracuse,  New  York  13210 
(DR.  MOSES) 
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Testing  in  Humans: 
Who,  Where  & When. 


the  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
ness and  safer)’  of  any  therapeutic  agent 
or  device  must  be  determined  through 
clinical  research. 

But  now  the  practice  of  clinical  re- 
search is  under  appraisal  by  Congress,  the 
press  and  the  general  public.  Who  shall 
administer  it?  On  whom  are  the  products 
to  be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
utilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
nificantly engaged  in  the  discovery  and 
development  of  new  medicines,  medical 
devices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
which  it  submitted  on  July  1 1,  1975,  to 
the  Subcommittee  on  Health  of  the  Sen- 
ate Labor  and  Public  Welfare  Committee, 
as  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA  s current 
thinking  in  this  vital  area. 

1.  PMA  supports  the  mandate  and 
mission  of  the  National  Commission  for 
the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
offers  to  establish  a special  committee 
composed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry’s 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

2.  PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3»When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4*  PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5»  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  ( 1)  a document  detailing  the 
investigator’s  responsibilities  under  FDA 
regulations  with  regard  to  patient  consent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

t>.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7»PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

9*  Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  lull 
compliance  with  all  procedures  intended 
to  protect  employee  volunteers'  rights. 

10. Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  .When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  weil  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
struct! e,  cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 


971 


Fibromuscular 
Dysplasia  of  Internal 
Carotid  Arteries 

Graduated  internal  dilatation  by 
arterial  Fogarty  catheter 

JAMES  UPSON  M.D.a 

Buffalo,  New  York 

SYED  TASNIM  RAZA,  M.D.b 

Buffalo,  New  York 

From  the  School  of  Medicine,  State  University  of  New  York  at 
Buffalo,  and  the  Department  of  Surgery,  Buffalo  General 
Hospital. 

a Clinical  Associate  Professor  of  Surgery. 
b Resident  in  Surgery. 


Since  the  first  description  of  FMD  (fibromuscu- 
lar dysplasia)  of  the  internal  carotid  artery  in 
1965, 1 different  methods  of  treatment  with  varying 
results  have  been  reported.  These  include  resec- 
tion of  the  diseased  portion  of  the  artery  with  ei- 
ther end-to-end  anastamosis  or  replacement  by  an 
autologous  saphenous  vein  graft,1-4  excision  of  fi- 
bromuscular tissue  with  repair  on  arteriotomy,5 
and  graduated  internal  dilatation  using  Bake’s  di- 
lators6-8- The  purpose  of  this  article  is  to  report  a 
case  of  FMD  of  both  internal  carotid  arteries  and 
right  vertebral  artery  in  a patient  in  whom  gradu- 
ated internal  dilatation  was  successfully  carried 
out  by  an  arterial  Fogarty  catheter. 

Case  report 

A sixty-one-year-old  Caucasian  female  was  ad- 
mitted to  the  Buffalo  General  Hospital  on  June  9, 
1973,  with  the  complaint  of  recurrent  dizzy  spells. 
The  dizzy  spells  were  positional  in  nature  and 
came  on  usually  when  she  got  up  suddenly  or 
turned  her  head  quickly.  Physical  examination 
revealed  a normally  developed  female  with  a sit- 
ting up  blood  pressure  of  140/80  mm.  Hg  and  a 
pulse  rate  of  80  per  minute.  The  only  positive 
finding  was  the  presence  of  bruits  over  both  carot- 
id arteries,  the  right  being  harsher  than  the  left. 
There  were  no  bruits  over  the  abdomen.  All  pe- 
ripheral pulses  were  palpable.  Laboratory  work- 


up, including  a urinalysis,  complete  blood  count, 
blood  chemistries,  electrocardiogram,  and  a chest 
x-ray  film,  all  yielded  results  within  normal  limits. 
On  June  11,  selective  catheterization  and  angiog- 
raphy of  the  innominate,  left  subclavian  and  left 
common  carotid  arteries  were  performed.  Review 
of  angiograms  revealed  a typical  picture  of  FMD 
involving  right  and  left  internal  carotid  arteries 
and  the  right  vertebral  artery.  There  were  multi- 
ple areas  of  significant  occlusive  disease  (Fig.  1A). 
The  left  vertebral  artery  was  found  to  be  a vesti- 
gial vessel.  The  level  of  involvement  of  both  in- 
ternal carotid  arteries  extended  from  the  second 
cervical  vertebra  to  the  base  of  the  skull.  The  ex- 
tent of  involvement  measured  at  9 cm.  on  the  right 
side  and  10  cm.  on  the  left.  On  June  13,  surgery 
was  performed  on  the  right  internal  carotid  artery. 
Incision  was  made  along  the  anterior  border  of  the 
right  sternocleidomastoid  muscle.  The  external 
appearance  of  the  artery  was  normal.  The  patho- 
logic condition  became  evident  on  arteriotomy 
when  several  thickened  fibromuscular  cushions 
were  seen  extending  into  the  lumen,  interspersed 
with  thinned-out  arterial  wall,  giving  the  typical 
“string  of  beads”  appearance  as  is  seen  on  angiog- 
raphy. Graduated  internal  dilatation  of  the  artery 
was  carried  out  using  a number  4 arterial  Fogarty 
catheter.  Starting  with  0.1  cc.  of  saline  in  the  bal- 
loon it  was  gradually  increased  to  0.5  cc.  The  ar- 
teriotomy was  repaired  with  6-0  vascular  suture. 
Postoperatively  the  patient  did  well.  No  bruit 
was  heard  on  the  right  side,  and  the  patient  did 
not  experience  any  more  dizzy  spells  during  the 
rest  of  her  stay  in  the  hospital.  For  the  first  time 
in  several  years  the  patient  could  turn  her  head 
and  get  up  from  bed  without  any  symptoms.  The 
patient  started  having  transient  ischemic  episodes 
again  about  eight  months  following  the  operation. 
On  examination  there  was  no  bruit  on  the  right 
side.  The  bruit  over  the  left  carotid  artery  was 
harsher  than  eight  months  ago.  Angiograms  were 
repeated.  These  showed  minimal  disease  in  the 
right  internal  carotid  artery  and  an  almost  un- 
changed picture  on  the  left  side  (Fig.  IB).  Sur- 
gery was  now  performed  on  the  left  side  using  the 
same  technique  of  graduated  internal  dilatation 
with  an  arterial  Fogarty  catheter.  Postoperatively 
the  bruit  over  the  left  carotid  artery  disappeared, 
and  subjectively  the  patient  was  noted  to  be  symp- 
tom-free. She  is  sixteen  months  postdilatation  of 
the  right  internal  carotid  artery  and  eight  months 
postdilatation  of  the  left  internal  carotid  artery. 
She  continues  to  be  asymptomatic  and  enjoys  a 
normal  life. 

Comment 

Fibromuscular  dysplasia  of  the  renal  artery  as  a 
cause  of  renovascular  hypertension  is  now  a well- 
known  disease  entity.  Its  mode  of  treatment  is 
well  recognized  and  established.  In  recent  years, 
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FIGURE  1.  Angiograms  showing  right  internal  carotid  artery.  (A)  Before  graduated  internal  dilatation.  (B)  Eight  months 
following  graduated  internal  dilatation  with  arterial  Fogarty  catheter. 


perhaps  because  of  easy  availability  of  angiograph- 
ic facilities,  it  has  been  noted  that  this  disease  also 
afflicts  several  extrarenal  arteries,  most  notably 
the  internal  carotid  arteries.1-14  The  age  and  sex 
incidence  is  the  same  as  that  for  FMD  of  the  renal 
arteries.  Frequently  the  lesions  coexist  in  several 
arteries.  The  cause  still  seems  obscure  and  a mat- 
ter of  debate.  Since  the  involvement  of  the  inter- 
nal carotid  arteries  often  extends  to  the  base  of  the 
skull,  as  was  true  in  our  own  case,  it  would  be  haz- 
ardous to  attempt  resection  and  grafting. 

Morris,  Lechter,  and  DeBakey6  first  described 
the  technique  of  graduated  internal  dilatation 
with  the  Bake's  dilators,- with  good  results,  with  a 
follow-up  of  up  to  four  years.  In  our  patient  we 
used  an  arterial  Fogarty  catheter,  gradually  in- 
creasing the  amount  of  saline  in  the  Fogarty  bal- 
loon. Postoperative  angiograms  after  eight 
months  of  catheter  dilatation  of  the  right  internal 
carotid  artery  clearly  show  a much  improved  arte- 
rial lumen.  Clinically  the  patient  is  asymptomatic 
and  has  no  bruit  over  either  side  of  the  neck. 

There  are  in  the  literature  several  reports 
suggesting  a nonprogressive  or  a very  slowly  pro- 
gressive character  of  this  disease.  Thus,  improv- 
ing the  blood  flow  to  the  brain  by  a safe  and  sim- 


ple technique  such  as  graduated  internal  dilata- 
tion should  be  the  primary  method  of  correction  of 
this  lesion.  The  use  of  arterial  Fogarty  catheter 
makes  the  procedure  of  graduated  internal  dilata- 
tion safer  and  easier,  and  more  important,  higher 
areas  can  be  reached  in  the  internal  carotid  arte- 
ries, including  the  intracranial  portions. 

Summary 

A brief  review  is  presented  of  the  several  modes 
of  surgical  corrections  of  fibromuscular  dysplasia 
of  internal  carotid  arteries  as  reported  in  the  liter- 
ature. One  of  our  own  cases  is  reported  with  FMD 
of  both  internal  carotid  arteries  and  the  right  ver- 
tebral artery.  In  this  patient  graduated  internal 
dilatation  of  both  internal  carotid  arteries  was  per- 
formed using  an  arterial  Fogarty  catheter.  The 
result  has  been  very  satisfying  up  to  sixteen 
months  of  follow-up.  The  safe  and  simple  nature 
of  the  technique  is  emphasized. 

Department  of  Surgery 
Buffalo  General  Hospital 
100  High  Street 
Buffalo,  New  York  14203 
(DR.  RAZA) 
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American  doctor  leads 
victory  over  pellagra 

For  several  centuries  pellagra  was  a serious  disease  that 
baffled  doctors.  Physicians  called  it  the  disease  of  the 
Four  Ds — dermatitis,  diarrhea,  dementia,  and  finally 
death. 

In  the  early  years  of  the  20th  century,  pellagra  was  found 
in  more  than  half  of  the  states  of  the  United  States  and  was 
killing  thousands  of  persons  each  year  in  the  South. 
Mental  hospitals  were  filled  with  emotionally  disturbed 
individuals  whose  problem  was  pellagra. 

The  story  of  how  medical  science  finally  traced  the  cause 
of  pellagra — a deficiency  of  niacin,  or  nicotinic  acid,  in  the 
vitamin  B complex — is  a medical  detective  story  that  has 
excited  historians  for  years. 

The  Sherlock  Holmes  of  pellagra  is  a medical  officer  of 
the  U.S.  Public  Health  Service,  Dr.  Joseph  Goldberger. 
Dr.  Goldberger  is  now  honored  by  an  award  presented  each 
year  in  his  name  for  outstanding  work  in  nutrition. 

Dr.  Goldberger  already  had  made  a distinguished  record 
in  infectious  disease  research  when,  in  1914,  he  received  the 
assignment  to  tackle  pellagra. 

Already  it  was  known  that  individuals  who  ate  a diet  of 
largely  corn  were  most  likely  to  succumb,  but  there  were 
many  theories  and  much  difference  of  opinion  among 
medical  scientists. 

Dr.  Goldberger  began  his  research  with  studies  in  a 
mental  hospital  in  Georgia  and  an  orphanage  in  Missis 
sippi.  He  noted  that  while  the  people  in  these  institutions 
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got  pellagra,  the  attendants  caring  for  them  did  not.  He 
thus  concluded  it  was  not  an  infectious  disease,  and  began 
to  explore  dietary  causes. 

Pellagra  developed  in  people  who  had  biscuits,  hominy 
grits,  corn  mush,  syrup,  molasses,  gravy,  and  sowbelly  (fat 
pork)  in  their  diet,  but  no  milk,  eggs,  butter,  or  lean  meat. 
He  learned  early  in  his  work  that  some  simple  diet  changes 
could  clear  up  the  disease  in  the  institutions.  To  further 
test  the  diet  theory,  he  conducted  an  experiment  in  a prison 
in  which  volunteers  subsisted  for  six  months  on  the  tradi- 
tional diet  of  the  poor  Southerners.  They  developed  the 
disease,  but  Dr.  Goldberger  stdl  faced  disbelief  among  his 
colleagues,  and  more  years  elapsed  before  the  theory  was 
accepted. 

The  remainder  of  his  life  was  spent  in  trying  to  track 
down  exactly  which  missing  element  in  the  diet  caused  the 
disease.  Slowly,  minerals  and  most  vitamins  were  ex- 
cluded, and  shortly  before  his  death  in  1928  he  concluded 
that  the  essential  probably  was  in  the  vitamin  B complex. 
Although  Dr.  Goldberger  did  not  live  long  enough  to  de- 
termine finally  that  niacin  was  the  missing  element,  his 
research  was  such  that  doctors  knew  how  to  cure  pellagra 
by  diet  even  before  the  element  was  finally  pinpointed. 

Pellagra  still  occurs,  but  in  special  circumstances,  such 
as  alcoholics,  elderly  people  living  alone  and  others  who  do 
not  eat  a proper  diet.  Meats,  whole  grain  cereals,  and 
peanuts  will  prevent  it.  Very  few  individuals  die  of  pel- 
lagra today.  Once  diagnosed  it  can  be  cured  by  nicotinic 
acid,  or  niacin,  and  a well-rounded  diet. 

(Prepared  by  the  American  Medical  Association) 
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The  role  of  heredity  as  an  etiologic  factor  in  the 
causation  of  hydrocephalus  has  been  studied  by 
many  investigators.  Autosomal  recessive  inheri- 
tance has  been  suggested  as  the  primary  mecha- 
nism in  many  cases.  These  include  patients  with 
atresia  of  the  foramina  of  Luschka  and  Magen- 
die.1,2  Still  other  authors  believe  that  an  X-linked 
recessive  mode  of  inheritance  is  the  cause  for  con- 
genital stenosis  of  the  aqueduct  of  Sylvius.3,4 

Hydrocephalus  can  also  be  caused  by  nongenetic 
factors:  the  Arnold-Chiari  malformation;  infec- 

tion with  the  parasite  Toxoplasma  gondii0;  perina- 
tal sublethal  viral  infection  of  the  brain6;  or  from 
the  use  of  aminopterin  in  gravid  women.'  It  may 
also  develop  in  infancy  or  early  childhood  as  in 
achondroplasia,  autosomal  dominant,  or  in  Hurl- 
er's syndrome,  autosomal  recessive. 

A review  of  the  literature  proves  that  there  is  no 
one  distinct  hereditary  element  in  hydrocephalus. 
Enough  cases  have  been  reported  to  show  that  the 
possibility  of  a repetition  of  this  abnormality  in 
successive  pregnancies  is  a real  one.  It  is  for  this 
reason  and  because  of  its  rarity  that  we  thought  it 
worthwhile  to  report  our  experience. 

Case  report 

A nineteen-year-old  Puerto  Rican  woman,  para 
0-0-2-0,  was  admitted  to  The  Brooklyn  Hospital 
on  March  4,  1972,  with  a diagnosis  of  pregnancy  at 
thirty-four  weeks.  Antepartum  course  was  un- 
eventful. Pertinent  features  of  the  physical  exam- 
ination on  admission  revealed  a blood  pressure  of 
110/50  mm.  Hg;  abdominal  examination  showed  a 
gravid  abdomen  with  an  average-size  fetus,  and 
fetal  heart  tone  in  the  right  lower  quadrant  was 


130  and  regular.  After  twelve  hours  of  labor  a liv- 
ing female  weighing  2,820  Cm.  was  delivered  by 
low  forceps  extraction  in  the  occiput  anterior  posi- 
tion over  a median  episiotomy.  The  Apgar  score 
was  1 at  one  minute  and  1 at  five  minutes.  Ener- 
getic resuscitation  failed,  and  the  baby  expired 
fifty-three  minutes  after  birth.  The  infant  was 
hydrocephalic  with  a head  circumference  of  40 
cm.,  chest  20  cm.,  and  congenital  talipes  varus. 
Postmortem  examination  revealed  the  final  ana- 
tomic diagnosis  as: 

1.  Full-term  female  infant  (2,820  Gm.l. 

2.  Multiple  congenital  anomalies 

A.  Hydrocephalus 

B.  Talipes  varus,  right  foot 

C.  Hypoplasia,  both  lungs 

D.  Abnormal  position  of  thymus  (thoracic 
cavity) 

E.  Polycystic  kidney,  right:  hypoplasia,  left 

Twenty-two  months  later  the  patient  was  again 
admitted  to  The  Brooklyn  Hospital  with  a preg- 
nancy of  thirty  weeks.  Antepartum  course  was 
uneventful.  There  was  no  significant  weight  gain 
nor  history  of  viral  infection  during  pregnancy. 
The  patient  was  admitted  directly  to  the  delivery 
room  fully  dilated  with  the  frank  breech  present- 
ing at  the  introitus.  She  delivered  a living  female 
child  weighing  1,758  Gm.  by  assisted  breech  over  a 
median  episiotomy.  No  forceps  were  used  on  the 
after-coming  head.  The  Apgar  score  was  1 at  one 
minute  and  0 at  five  minutes.  The  child  was  in 
acute  respiratory  distress.  Cardiac  massage  and 
intubation  proved  ineffective,  and  the  infant  ex- 
pired eleven  minutes  after  birth.  The  infant  was 
hydrocephalic  with  a head  circumference  of  39  cm. 
and  chest  33  cm.,  with  talipes  valgus  and  disloca- 
tion of  both  hips.  Consent  for  autopsy  was  re- 
fused. Cytogenetic  analysis  of  the  patient  re- 
vealed a karyotype  compatible  with  a normal  fe- 
male, 46, XX.  A blood  test  for  Toxoplasma  gondii 
indicated  no  infection  was  present  with  the  titer 
less  than  1:16. 

Comment 

According  to  Mehne8  a review  of  the  world  liter- 
ature of  the  last  five  hundred  years  reveals  23  in- 
stances in  which  a woman  in  successive  pregnan- 
cies delivered  2 or  more  children  with  hydrocepha- 
lus as  the  only  anomaly.  D.  P.  Murphy,  as  quoted 
by  Mehne,  reported  a case  of  spina  bifida  and  hy- 
drocephalus in  each  child  of  3 successive  pregnan- 
cies. In  his  series  of  275  families  with  1 congenital 
malformation  or  defective  child,  34  (12.4  per  cent) 
also  had  1 or  more  additional  congenitally  mal- 
formed members.  Murphy  further  suggested  that, 
as  recorded  per  birth  certificate,  it  is  24  times  as 
likely  for  a second  child  to  have  a congenital  mal- 
formation as  in  the  general  population. 
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Mehne  also  discussed  the  following  published 
cases.  Butler  reported  a case  of  3 children  with 
spina  bifida  and  2 more  who  were  hydrocephalic 
from  the  same  mother.  H.  A.  Wright  reported  a 
case  of  2 infants  both  with  myelocele  and  hydro- 
cephalus from  the  same  mother.  Allingham  noted 

1 woman  who  in  12  pregnancies  delivered  3 chil- 
dren who  were  hydrocephalic.  Straub  cites  a 
woman  who  married  her  uncle  and  then  delivered 

2 hydrocephalic  babies.  Watterwald  reported  2 
male  siblings  with  hydrocephalus;  Weiner  men- 
tions the  first  and  third  infants  of  the  same  moth- 
er as  being  hydrocephalic.  W.  Machado  reported 
a case  of  a woman  who  in  4 pregnancies  delivered  2 
hydrocephalic  infants.  H.  R.  Leland  states  2 hy- 
drocephalic infants  were  born  to  the  same  mother, 
and  Murphy  noted  7 families  each  having  2 hydro- 
cephalic infants.  Murphy’s  study  stated  that  in 
this  case  there  was  one  chance  in  two  that  a second 
child  would  have  the  same  congenital  defect  as  the 
first. 

Ford  found  2 hydrocephalic  infants  from  the 
same  mother.  His  material,  as  reported  by 
Mehne,  consisted  of  904  cases  which  included  all 
children  with  anencephalia,  spina  bifida,  en- 
cephalocele,  and  hydrocephalus.  Abdul-Karim, 
Iliya,  and  Iskandar9  reported  2 patients,  both  with 

3 consecutive  hydrocephalic  newborns  and  consan- 
guinity in  both  families. 

Genetic  counseling  consisted  of  explaining  the 
congenital  malformations  and  their  possible  recur- 
rence in  future  pregnancies.  Because  the  2 chil- 
dren were  girls,  we  were  able  to  rule  out  X-linked 
recessive  inheritance.  Since  autopsy  on  the  first 
child  did  not  indicate  any  of  the  aforementioned 
skeletal  malformations,  the  recurrence  risk  given 
this  couple  was  15  per  cent  for  another  child  with  a 
central  nervous  system  malformation.  It  was  sug- 
gested that,  when  and  if  the  patient  became  preg- 
nant again,  she  should  contact  the  genetic  counsel- 
ing facility  so  that  various  prenatal  procedures 
could  be  discussed.  We  mentioned  that  these 
methods,  amniocentesis,  amniography,  and  fetos- 
copy,  might  help  elucidate  the  anomaly  in  subse- 
quent pregnancies.  Follow-up  was  accomplished 


by  letter  and  planned  phone  conversations  at  one-, 
three-,  and  six-month  intervals. 

Comment 

Hydrocephalus  per  se  is  encountered  in  approxi- 
mately 1 fetus  in  2,000  and  accounts  for  some  12 
per  cent  of  all  malformations  at  birth.10  Repeated 
hydrocephalus  in  the  same  mother  is  extremely 
rare.  The  importance  of  pertinent  autopsy  data 
in  X-linked  cases  can  not  be  overstressed.  To  give 
effective  counseling,  the  genetic  counselor  must 
assess  the  entire  clinical  picture  before  offering 
risk  figures.  Hope  is  an  important  part  of  any 
counseling  situation.  For  this  reason  the  possibil- 
ity of  prenatal  diagnosis  should  be  mentioned. 

Summary 

A patient  with  2 successive  hydrocephalic  new- 
borns is  reported.  The  world  literature  on  succes- 
sive hydrocephalic  newborns  in  the  same  mother  is 
discussed.  Genetic  considerations  of  this  anomaly 
are  presented. 
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Pulmonary  artery  sarcoma  often  presents 
symptoms  of  pleuritic  pain,  cough,  hypoxia,  and 
hemoptysis.  It  is  the  embolization  of  thrombus  or 
tumor  peripherally  that  accounts  for  the  symp- 
toms and  which,  in  the  present  case,  led  to  angiog- 
raphy and  surgery.  The  symptoms,  gross  and  mi- 
croscopic findings,  and  the  outcome  in  this  case 
were  typical  of  this  rare  vascular  tumor. 

Case  history 

A fifty-two-year-old  white  male  entered  Roches- 
ter General  Hospital  with  the  sudden  onset  of 
pleuritic  chest  pain  on  the  right  side,  which  had 
been  preceded  by  a one-week  history  of  malaise 
and  a dry  hacking  cough.  The  pain  became  more 
intense  and  was  accompanied  by  tachypnea  but 
not  hemoptysis.  The  patient  had  a history  of  a 
myocardial  infarction  two  years  previously  and 
was  a two-pack-a-day  smoker. 

On  examination,  the  patient  was  in  great  dis- 
tress with  pain.  Blood  pressure  was  120/80,  pulse 
100  and  regular,  respirations  28,  and  temperature 
39.2°C.  There  was  dullness  to  percussion  at  the 
base  of  the  right  lung,  and  fine  rales  above.  There 
was  normal  pulmonic  second  sound  and  no  mur- 
murs or  jugular  venous  distention.  Electrocardio- 
gram findings  revealed  normal  sinus  rhythm,  nor- 
mal axis,  and  evidence  of  an  old  anteroseptal  myo- 
cardial infarction.  Chest  x-ray  films  revealed  bi- 
basilar infiltrates  and  normal  heart  and  pulmo- 
nary vasculature.  The  white  blood-cell  count  was 


FIGURE  1.  Intraluminal  leiomyosarcoma  of  pulmonary 
trunk  and  right  pulmonary  artery.  Bland  thrombus  in  seg- 
mental branch. 


7,000  with  normal  differential.  Arterial  blood 
gases  on  room  air  were  pH  7.48,  oxygen  pressure 
43,  and  carbon  dioxide  pressure  29. 

The  patient  was  started  on  antibiotics  for  pre- 
sumed pneumonia.  Atrial  fibrillation  occurred 
two  days  later,  requiring  digitalization.  Improve- 
ment failure  aroused  suspicion  of  a pulmonary  em- 
bolus, and  a pulmonary  arteriogram  showed  a 
large  defect  partially  occluding  the  right  pulmo- 
nary artery,  with  smaller  emboli  on  the  left;  pul- 
monary artery  pressure  was  20/10.  Hepariniza- 
tion was  instituted  but  improvement  failure  led  to 
a second  arteriogram  seven  days  later  which 
showed  no  change  in  the  embolus.  Another  week 
of  heparinization  produced  no  improvement  in 
pain  or  hypoxia,  and  a third  arteriogram  showed 
progression  to  total  occlusion  of  the  right  main 
pulmonary  artery  with  multiple  defects  in  the  left 
lower  lobe.  The  mean  pulmonary  artery  pressure 
was  6 mm.  Hg  and  injection  into  the  right  atrium 
and  right  ventricle  showed  no  evidence  of  an  intra- 
cardiac filling  defect. 

The  patient  underwent  surgery  for  suspected 
chronic  pulmonary  embolus  under  cardiopulmo- 
nary bypass.  At  surgery,  the  main  pulmonary  ar- 
tery was  tense  and  contained  a hard,  intraluminal 
mass  (Fig.  1).  The  main  pulmonary  artery  was 
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FIGURE  2.  (A)  Intraluminal  leiomyosarcoma  showing  necrosis.  Residual  arterial  wall  in  upper  portion  of  photograph 

(elastic  tissue  stain).  (B)  Higher  magnification  of  sarcoma  illustrated  in  (A).  Interlacing  bundles  of  smooth  muscle  with 
moderate  variation  in  shape  of  cells  and  hyperchromatic  nuclei  (hematoxylin  and  eosin  stain,  original  magnification 
X210). 


opened  in  a plane  that  allowed  dissection  of  the 
mass  from  the  media  much  the  same  as  with  an 
endarterectomy.  This  was  carried  into  the  right 
main  pulmonary  artery  where  the  primary  branch- 
es were  packed  solid  with  the  mass.  Proximally, 
the  mass  projected  into  the  sinuses  of  the  right 
and  left  valve  cusps,  but  its  attachment  to  the  ar- 
terial wall  began  1 cm.  distal  to  this.  Frozen  sec- 
tion revealed  the  mass  to  be  sarcoma;  because  of 
the  extent  of  the  tumor,  further  surgery  was 
thought  not  to  be  indicated  (Fig.  2). 

Postoperatively  the  patient  remained  slightly 
hypoxic,  and  there  was  difficulty  controlling  a re- 
current supraventricular  tachycardia.  However, 
the  patient  had  progressed  to  ambulatory  status 
when  he  died  suddenly  on  the  tenth  postoperative 
day,  presumably  because  of  arrhythmia. 

Pathology 

The  surgical  specimen  showed  a necrotic  neo- 
plasm intermingled  with  small  amounts  of  orga- 
nizing thrombus.  The  tumor  consisted  of  pleo- 
morphic cells,  some  spindle  shaped,  with  elongat- 
ed nuclei  in  a fibrous  stroma.  Trichrome  Mas- 


son’s stain  was  conclusive  for  smooth-muscle 
tumor,  and  no  cross  striations  were  seen. 

At  necropsy,  the  lumen  of  the  right  pulmonary 
artery  and  a branch  to  the  middle  lobe  contained 
residual  neoplasm.  Other  branches  including  the 
left  lower  lobe  artery  were  filled  with  recent  bland 
thrombi.  There  was  residual  sarcoma  on  the  lu- 
minal site  of  the  main  pulmonary  artery.  The 
tumor  was  growing  along  the  intima;  it  sometimes 
involved  the  whole  thickness,  but  did  not  exceed 
the  confines  of  the  arterial  wall,  and  there  was  no 
evidence  of  tumor  in  the  lung  parenchyma. 

Comment 

Sarcoma  of  the  pulmonary  artery  grows  insidi- 
ously and  is  usually  without  symptoms  until  distal 
tumor  embolism  or  total  occlusion  of  one  pulmo- 
nary artery  occurs.  Patients  then  present  symp- 
toms of  hemoptysis,  dyspnea,  nonproductive 
cough,  chest  pain,  palpitation,  or  congestive  heart 
failure. 

Physical  examination  may  reveal  signs  of  right 
ventricular  decompensation;  however,  since  the 
tumor  is  so  slow  in  growing,  this  is  a relatively  late 
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sign.  A systolic  murmur  may  he  present  and  has 
been  variously  ascribed  to  the  mitral,  tricuspid, 
and  aortic  valves.1  An  x-ray  film  of  the  chest  may 
show  right  ventricular  enlargement,  hilar  mass, 
pulmonary  infarcts,  and  metastases  in  the  pulmo- 
nary parenchyma.2  The  electrocardiogram  often 
shows  right  ventricular  hypertrophy  and  strain. 
Isolated  cases  of  pulmonary  artery  sarcoma  have 
presented  symptoms  of  syncope,  polycythemia, 
and  thrombocytopenia,3  simulating  a pheochromo- 
cvtoma,4  and  with  a hemorrhagic  tendency  sugges- 
tive of  intravascular  coagulation.5 

In  a review  of  the  literature  no  case  has  been 
diagnosed  antemortem  or  prior  to  thoracotomy.6 
Of  surgical  cases,  most  underwent  pneumonec- 
tomy for  a hilar  mass,  at  which  time  the  pulmo- 
nary artery  tumor  was  discovered.'’-'  With  our  pa- 
tient, the  tumor  was  discovered  during  surgery  for 
a suspected  pulmonary  embolus.8,9  Occasionally, 
a bronchogenic  carcinoma  may  invade  the  pulmo- 
nary vessels,  taking  on  a spindle-cell  appearance 
that  may  be  confused  with  a primary  vascular 
tumor. 

Survival  after  surgery  has  been  disappointing 
because  of  difficulty  in  removing  all  the  tumor  and 
tumor  emboli.  However,  there  is  1 reported  sur- 
vival of  a fewr  years  after  pneumonectomy.'  Sethi 
et  al ,6  have  reported  a patient  who  did  well  for  six 
months  following  pneumonectomy.  Recurrent 
symptoms  led  to  the  discovery  of  recurrent  tumor 
in  the  main  pulmonary  artery.  Under  cardiopul- 
monary bypass  this  was  removed  from  the  main, 
right,  and  distal  branch  arteries.  Initial  improver 
ment  gave  way  to  progressive  congestive  heart  fail- 
ure and  death  in  three  months  associated  with 
tumor  recurrence. 

Operative  and  pathologic  findings  in  the  present 
case  were  typical  in  that  the  tumor  was  attached  to 
intima  and  media  in  most  places.  Attachment  of 
sarcoma  to  intima  of  vessels  has  been  noted  by 
others, 3,5,8  and  has  been  described  as  intima  sarco- 
matosis  by  Hedinger.10 

Although  grossly  no  tumor  was  evident  in  the 
main  pulmonary  artery,  residual  sarcoma  was  seen 
microscopically.  The  endarterectomy  technique 


of  removal  was  not  effective  since  the  tumor  ex- 
tended beyond  the  media  in  some  places.  Radical 
surgery  including  right  pneumonectomy  and  pul- 
monary artery  resection  w'ith  valved  conduit  re- 
construction theoretically  might  have  been  cura- 
tive. However,  this  would  have  entailed  great  risk 
and.  without  knowledge  that  the  filling  defects  in 
the  left  lung  were  not  tumor  emboli,  was  not  indi- 
cated. 

With  improved  surgical  techniques,  a successful 
attack  on  this  tumor  may  be  forthcoming.  Early 
diagnosis  is  essential;  one  clue  may  be  progressive 
heart  failure  on  the  right  side,  with  narrowing  of 
the  main  pulmonary  artery  branches  and  tumor  in 
the  mediastinum  or  lung  without  the  catastrophic 
features  of  pulmonary  embolus.1  Clinical  diagno- 
sis may  then  follow,  in  large  part,  because  of  em- 
phasis on  the  safety  and  accuracy  of  pulmonary 
angiography  for  suspected  pulmonary  embolism. 

Henry  Ford  Hospital 
2799  W.  Grand  Boulevard 
Detroit,  Michigan  48202 
(DR.  MAGILLIGAN) 
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Reye’s  syndrome 


Reye’s  syndrome  (CDC  definition:  acute  encephalop- 
athy with  evidence  of  hepatic  involvement)  is  a signifi- 
cant cause  of  death  in  children  under  sixteen  in  the  U.S. 
Reviewed  are  20  cases  occurring  in  Minnesota  during 
the  winter  of  1973-74  when  the  rise  in  the  incidence  of 
Reye’s  syndrome  was  temporarily  associated  with  an  in- 
fluenza B epidemic;  2 of  the  20  children,  however,  had 
been  exposed  to  chickenpox.  Elsewhere  in  the  U.S. 


there  had  been  a temporal  relation  between  the  syn- 
drome and  influenza  B outbreaks.  The  authors  review 
clinical  and  laboratory  characteristics,  management, 
and  EEG  as  a guide  to  prognosis.  They  warn,  however, 
that  EEG  criteria  cannot  be  applied  too  rigorously  and 
cite  the  case  of  a little  girl  who  initially  had  a Grade  4 
EEG  (in  which  death  is  supposed  to  be  a virtual  certain- 
ty) who  recovered  without  apparent  residua.  Hutton  J. 
T.,  Levy,  B.  S.,  and  Hosfield,  W.  B.:  Am.  Family  Phys. 
11;  146  (Mar.)  1975 
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Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol 
ogy,  spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus- 
cle cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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According  to  her  major 
symptoms,  she  is  a psychoneu- 
rotic patient  with  severe 
anxiety.  But  according  to  the 
description  she  gives  of  her 
feelings,  part  of  the  problem 
may  sound  like  depression. 

This  is  because  her  problem, 
although  primarily  one  of  ex- 
cessive anxiety,  is  often  accom- 
panied by  depressive  symptom- 
atology. Valium  (diazepam) 
can  provide  relief  for  both— as 
the  excessive  anxiety  is  re- 
lieved. the  depressive  symp- 
toms associated  with  it  are  also 
often  relieved. 

There  are  other  advan- 
tages in  using  Valium  for  the 
management  of  psychoneu- 
rotic anxiety  with  secondary 
depressive  symptoms:  the 
psychotherapeutic  effect  of 
Valium  is  pronounced  and 
rapid.  This  means  that  im- 
provement is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient's  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


Wium  8 

(diazepam)  ^ 


2-mg.  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


surveillance  because  of  their  predisposi- 
tion to  habituation  and  dependence.  In 
pregnancy,  lactation  or  women  of  child- 
bearing age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psy- 
chotropics or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in 
patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 
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The  ability  of  the  human  body  to  withstand 
abrupt  deceleration  has  been  the  concern  of  scien- 
tists and  aviation  experts  in  the  past.1-5  Falls 
from  great  heights  are  not  uncommon  in  our  urban 
areas,6,1  and  as  new  apartment  buildings  increase 
in  height,  the  vertical  distance  fallen  is  likely  to  in- 
crease. 

Falls  from  great  heights  will  usually  cause  lethal 
or  irreparable  injury.  There  are  many  factors  in- 
fluencing trauma  in  free  falls.  A combination  of 
factors  modify  the  resultant  forces  of  impact  on 
the  body  and  may  not  cause  immediate  death. 
With  our  enhanced  ability  to  resuscitate  critically 
injured  patients  and  improved  emergency  ambu- 
lance systems,  we  can  salvage  more  patients  with 
prompt  and  aggressive  measures. 

The  purpose  of  this  report  is  to  study  in  detail 
the  circumstances  of  a seventeen-year-old  boy  who 
survived  a fall  from  the  seventeenth  story  of  his 
apartment  in  New  York  City. 

Case  report 

A seventeen-year-old  thin  male  fell  out  of  the 
window  of  his  seventeenth  floor  apartment  shortly 
after  having  a drink,  which  may  have  been  LSD 
(lysergic  acid  diethylamide).  The  patient  landed 
on  a steel  fence,  bushes,  and  mud.  He  was 
brought  to  the  emergency  room  of  Metropolitan 
Hospital  Center  within  twenty  minutes.  The  pa- 
tient arrived  unconscious  in  the  emergency  room 
with  no  recordable  blood  pressure  or  pulse,  but 
had  a gasp  of  life.  The  patient  was  immediately 
intubated  and  received  supportive  ventilation  with 


100  per  cent  oxygen.  Large-bore  intravenous 
catheters  were  inserted  in  his  upper  extremities, 
and  he  received  Ringer’s  lactate  until  whole  blood 
was  available.  Central  venous  pressure  lines,  na- 
sogastric tube,  and  an  indwelling  urinary  catheter 
were  inserted. 

Initial  examination  showed  a distended,  tense 
abdomen  and  clinical  evidence  of  a comminuted 
compound  fracture  of  the  right  femur.  Bluish  dis- 
coloration was  present  in  the  skin  behind  the  left 
ear,  suggesting  a fracture  of  the  skull.  Neurologic 
examination  at  this  time  did  not  suggest  acute 
intracranial  pathologic  condition. 

Breath  sounds  were  diminished  but  present  bi- 
laterally. His  right  lower  extremity  was  splinted, 
and  the  patient  was  taken  to  the  operating  room 
for  exploratory  laparotomy  which  revealed  1,500 
ml.  of  free  blood  secondary  to  a ruptured  spleen. 
A splenectomy  was  performed.  No  other  visceral 
injury  was  found.  Bilateral  closed-tube  drainage 
of  both  pleural  cavities  recovered  a total  of  2,000 
ml.  of  blood. 

A nonexpanding  retroperitoneal  hematoma  was 
not  explored.  An  operative  intravenous  pyelo- 
gram  showed  normal  results.  The  abdomen  was 
closed,  and  the  compound  fracture  was  debrided 
and  vigorously  irrigated  with  copious  amounts  of 
saline.  Additional  roentgenograms  revealed  bilat- 
eral hemopneumothorax,  compression  fracture  of 
the  fifth  and  sixth  thoracic  vertebrae,  and  commi- 
nuted fracture  of  the  right  femur  close  to  the  lesser 
trochanter. 

The  patient  received  5,000  cc.  of  whole  blood 
from  the  time  of  admission  to  the  completion  of 
the  operation.  He  was  transferred  to  the  recovery 
room  with  stable  vital  signs.  Balanced  Russell’s 
traction  was  applied  to  the  right  lower  extremity. 

The  patient  was  alert  and  responsive,  and  sub- 
sequent neurologic  examination  showed  a weak- 
ness of  the  left  lower  extremity  with  depressed  re- 
flexes; a diagnosis  of  spinal-cord  contusion  was 
made  and  treated  conservatively.  Both  lungs  re- 
mained expanded,  and  there  was  progressive  de- 
crease of  drainage  from  the  chest  tubes  which  were 
removed  on  the  fourth  and  fifth  postoperative 
days.  The  weakness  of  the  left  lower  extremity 
disappeared  on  the  sixth  postoperative  day,  and 
repeat  intravenous  pyelography  revealed  prompt 
excretion  of  the  dye  and  no  defects  in  the  collect- 
ing systems. 

Two  weeks  following  the  initial  surgery  the  pa- 
tient had  left  upper-quadrant  pain  and  vomiting 
(Table  I).  An  x-ray  film  of  the  chest  showed  a left 
pleural  effusion  which  was  cleared  on  thoracen- 
tesis. Barium  meal  and  a combined  lung-liver 
scan  revealed  no  abnormalities.  He  continued  to 
have  a spiking  temperature  and  subsequently  de- 
veloped a tender  mass  in  the  left  upper  quadrant. 
Four  weeks  postoperatively,  he  was  explored 
through  a left  transperitoneal  subcostal  incision. 
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TABLE  I.  Post-trauma  complications 


Time  of 
Onset 
Post- 
trauma 

Nature  of 
Complication 

Treatment 

4 weeks 

Left  subphrenic  ab- 
scess; left  pleural 
effusion 

Surgical  drainage 

1 3 weeks 

Recurrent  left  sub- 
phrenic abscess 

Surgical  drainage 

17  weeks 

Malunion  of  frac- 
tured right  femur 

Osteotomy  reduction; 
internal  fixation 

8 months 

Intestinal  obstruc- 
tion secondary  to 
adhesions 

Exploratory  lapa- 
rotomy; lysis  of 
adhesions 

12  months 

Partial  intestinal 
obstruction 

Decompression  with 
Miller-Abbott  tube 

A left  subphrenic  abscess  containing  300  cc.  of 
foul-smelling  purulent  material  was  drained.  Soft 
Penrose  drains  and  a sump  drain  were  placed  in 
the  left  subphrenic  space.  Escherichia  coli  was 
cultured  which  was  sensitive  to  ampicillin.  Intra- 
venous hyperalimentation  was  started  but  was  dis- 
continued after  seventy-two  hours  because  of 
sepsis.  The  drainage  from  the  left  subphrenic 
space  persisted  for  two  weeks  and  then  subsided. 
The  drains  were  removed,  but  purulent  material 
continued  to  drain  from  the  drain  site  and  was  as- 
sociated with  a swinging  temperature.  The  pa- 
tient was  reexplored,  and  a recurrent  collection 
was  drained  thirteen  weeks  after  the  initial  opera- 
tion. With  appropriate  antibiotics  and  adequate 
drainage,  the  patient  became  afebrile. 

Roentgenograms  of  the  right  femur  revealed 
malunion,  but  corrective  surgery  was  deferred 
until  the  abdominal  infection  was  controlled. 
Seventeen  weeks  after  the  injury  osteotomy  reduc- 
tion and  internal  fixation  was  performed  with  sat- 
isfactory results. 

Eight  months  after  his  initial  injury  the  patient 
was  readmitted  for  a partial  mechanical  small- 
bowel  obstruction  which  did  not  resolve  with  Mil- 
ler-Abbott  tube  management.  Exploration  re- 
vealed nonstrangulating  obstruction  secondary  to 
adhesions.  The  postoperative  period  was  uncom- 
plicated. Four  months  later  he  was  again  admit- 
ted for  partial  intestinal  obstruction  which  decom- 
pressed rapidly  with  conservative  treatment  with 
the  Miller-Abbott  long  tube  (Table  I). 

Throughout  his  hospital  admissions  and  inter- 
vening periods,  the  patient  was  under  physiothera- 
py, rehabilitation,  and  psychiatric  care  for  drug 
addiction. 

Comment 

Human  tolerance  to  falls  cannot  in  all  instances 
be  related  to  distance  fallen.  Although  death  usu- 
ally results  following  falls  over  6 stories,  this  is  not 
always  the  case. 

The  variables  affecting  the  outcome  of  a specific 
fall  was  summarized  by  Snyder3  as  follows: 


1.  Orientation  of  the  body  at  impact 

2.  Distribution  of  force 

3.  Magnitude  of  force 

4.  Material  impacted 

5.  Time  duration  at  impact 

6.  General  condition  and  age  of  person 

The  orientation  of  the  body  at  impact  directly 
affects  the  nature  and  extent  of  injuries.  In  gen- 
eral, the  sites  of  injury  correspond  with  the  posi- 
tion of  the  body  at  impact.  The  most  common  po- 
sition on  impact  is  feet  first,  followed  by  head  first, 
buttocks,  prone  (anteroposterior),  supine  (pos- 
teroanterior),  hands  and  knees,  and  side.3  In  our 
patient  the  position  at  initial  impact  was  in  the 
buttock  first  position  with  the  right  upper  femur 
receiving  the  initial  contact  on  the  fence.  The  sec- 
ondary chest,  thoracic  vertebrae,  and  head  injuries 
occurred  when  he  struck  the  shrubbery  and  dirt. 
(Fig.  1). 

The  distribution  of  force  is  related  to  the  trans- 
mission and  dissipation  of  energy  throughout  the 
body.  The  greater  the  area  over  which  the  force 
occurs,  the  smaller  the  force  per  unit  area.  Thus  a 
person  falling  feet  first  on  impact  will  have  a 
greater  load  per  unit  area  than  one  who  impacts  in 
the  supine  position.  In  our  patient  the  impact 
force  was  distributed  to  the  right  upper  femur  and 
buttock  on  the  fence.  The  secondary  impact  forc- 
es were  distributed  to  the  posterior  aspect  of  the 
torso  and  head,  over  a greater  surface  area  than 
the  initial  point  of  impact. 

The  magnitude  of  force  can  be  expressed  as  a 
function  of  velocity  of  free  fall  at  impact.  How- 
ever, the  degree  of  trauma  does  not  necessarily 
correlate  with  the  magnitude  of  force  at  impact. 
It  may  be  that  human  tissues  react  differently  to 
impacts  of  very  great  magnitude  which  occur  over 
a very  short  time  period.  The  velocity  at  impact 
was  about  105  feet  per  second  or  72  miles  per  hour, 
uncorrected  for  air  drag,  based  on  a fall  from  170 
feet. 

The  material  impacted  is  probably  the  most  im- 
portant factor  determining  survival.  A soft, 
muddy  ground  is  obviously  preferable  to  rock  or 
concrete.  The  relative  “give”  or  elasticity  of  the 
material  impacted  determines  the  time  duration  of 
impact.  In  most  studies,  a linear  relationship  does 
not  exist  between  fatalities  and  the  relative  hard- 
ness of  material  fallen  on.  Instead,  injuries  and 
deaths  are  distributed  in  severity  throughout  the 
range  of  material  impacted.3  There  are  as  many 
survivors  with  little  evidence  of  trauma  occurring 
about  as  frequently  on  hard  surface  such  as  con- 
crete or  steel  as  on  mud  or  dirt  impaction. 

The  duration  of  time  that  the  impact  force  is  ex- 
erted on  the  body  is  a critical  factor.  Usually  as 
time  duration  is  increased,  the  injuries  received 
are  less.  The  work  of  Stapp  and  his  associates4 
has  shown  that  when  time  duration  at  impact  is 
less  than  0.2  second,  body  tissues  react  as  inert 
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FALL  HEI OTT: 


S - 170  Feet 


VELOCITY  AT  IMPACT:  V-^  = 105  Ft. /Sec.  (uncorrected) 

STOPPING  DISTANCE:  S = 0.666  Feet  (or  8") 

TIME  DURATION  (estimated)  of  IMPACT: 

T “ 2»S*  « 0.0127  Seconds 

V avg. 


FIGURE  1.  Diagrammatic  illustration  of  fall. 


materials,  and  the  structural  damage  to  the  tissue 
is  direct  and  independent  of  any  fluid  shifts  within 
the  body.  Our  patient  had  a stopping  distance  of 
8 inches,  based  on  the  vertical  displacement  or 
“how”  of  a steel  fence,  and  his  velocity  decreased 
from  105  to  0 feet  per  second  (Fig.  1).  A rough 
simplified  impact  duration  time  can  be  derived  by 
dividing  the  stopping  distance  by  the  average 
speed.  Using  this  relationship,  the  estimated  time 
duration  of  impact  in  our  patient  was  0.0127  sec- 


onds. When  time  durations  are  in  a very  short  du- 
ration range,  body  tissues  may  not  respond  as  ex- 
pected because  impact  occurs  suddenly,  and  the 
structural  damage  and  tissue  failure  of  the  patient 
are  independent  of  gradients  of  fluid  displace- 
ment. 

The  last  factor  of  influence  is  the  general  physi- 
cal condition  of  age  of  the  person  at  the  time  of  in- 
jury. Patients  with  preexisting  diseases  are  more 
apt  to  succumb  to  complications.  The  young  indi- 
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vidual  in  good  physical  condition  is  better  able  to 
cope  with  the  destructive  impact  forces.  Infants 
in  general  fare  better  than  adults. 

Conclusion 

It  is  evident  from  the  foregoing  that  the  analysis 
of  a fall  survivor  is  complex.  One  of  the  most  im- 
portant factors  is  the  velocity  of  the  falling  body. 
The  factors  that  modify  the  velocity  are  air  drag, 
humidity,  and  the  position  of  the  falling  body. 
These  all  tend  to  decrease  velocity.  However,  the 
speed  of  fall  is  not  in  itself  injurious.  The  animal 
studies  of  Cook  and  Moseley1  showed  that  liver 
and  splenic  rupture  can  occur  with  abrupt  deceler- 
ation. When  these  forces  are  compounded  by  an 
impact  force,  the  range  of  trauma  is  more  signifi- 
cant and  the  destructive  forces  enhanced. 

At  impact  in  a feet  first  position,  if  the  subject 
has  knees  locked,  there  is  very  little  attenuation 
and  a very  rapid  transmission  of  forces.'1  Free  fall 
impact  often  consists  of  a series  of  secondary  im- 
pacts or  bounces  in  which  the  feet,  buttocks,  back, 
and  finally  the  head  strike  the  surface  in  sequence. 
The  extent  of  trauma  to  these  areas  is  a function 
of  the  magnitude  of  initial  force  and  subsequent 
secondary  forces  and  the  area  over  which  these  are 
distributed.  The  direction  of  the  transmission  of 
forces  is  equally  important  in  that  this  determines 
the  anatomic  location  of  the  injury.  The  distribu- 
tion of  the  impact  over  a w'ide  area  decreases  its 
destructive  potential,  whereas  a highly  localized 
impact  is  traumatic. 

The  brunt  of  the  impact  is  absorbed  by  the  rela- 
tively rigid  skeletal  system  explaining  the  high 
rate  of  skeletal  injuries  reported.6-  The  nature 
and  location  of  skeletal  as  well  as  the  visceral  in- 
juries will  be  determined  by  the  site  of  the  impact 
and  the  direction  of  transmitted  forces. 

Summary 

The  purpose  of  this  presentation  is  to  detail  the 


Progress  report  on  kidney  transplant 

Little  Alexander  Kelly,  who  is  believed  to  be  the  youn- 
gest and  smallest  recipient  of  a kidney  transplant,  was 
discharged  March  25,  from  Downstate  Medical  Center’s 
State  University  Hospital.  According  to  his  pediatrician. 
Donald  Moel,  M.D.,  Alexander’s  kidney  function  is  quite 
good  and  his  condition  has  stabilized. 

Alexander  was  three  months  old  and  weighed  six  pounds 
two  ounces  at  the  time  of  the  transplant  in  January.  He 
now  weighs  nine  pounds.  His  parents,  residents  of 
Brooklyn,  can  now  care  for  him  as  they  would  for  any 
normal  baby  of  his  age.  Dr.  Moel  said. 


circumstances  of  a seventeen-year-old  boy  who 
survived  a fall  from  the  seventeenth  story  of  his 
apartment  building  in  New  York  City. 

As  our  buildings  grow  higher  in  the  sky,  the  dis- 
tance covered  by  a person  jumping  or  falling  from 
great  heights  is  increasing. 

Death  usually  results  immediately;  however, 
there  may  be  certain  conditions  affecting  the  fall 
that  may  enable  the  trauma  team  to  effectively 
sustain  the  life  of  the  patient. 

The  variables  encountered  on  impact  are  many 
and  complex.  The  prediction  of  lethal  or  irrevers- 
ible trauma  cannot  in  all  instances  be  related  to 
the  distance  fallen. 

The  orientation  of  the  body,  the  transmission 
and  dissipation  of  energy,  the  magnitude  of  the 
force,  the  material  impacted,  the  duration  of  im- 
pact force,  and  the  general  condition  and  age  of 
the  patient  all  influence  the  degree  of  injury. 

Department  of  Surgery 
New  York  Medical  College 
1249  Fifth  Avenue 
New  York,  N.Y.  10029 
(DR.  KAZARIAN) 
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The  tiny  kidney  transplant  patient  was  born  October  14, 
1975,  in  a normal  delivery  at  Kings  County  Hospital  Cen- 
ter. But  shortly  after  birth,  his  kidneys  stopped  func- 
tioning. A kidney  donor — an  infant  born  without  a 
brain — was  found  in  Virginia,  and  the  kidneys  were  flown 
to  New-  York.  Samuel  L.  Kountz,  M.D.,  professor  and 
chairman,  Department  of  Surgery,  and  Peter  K.  Kottmeier, 
M.D.,  professor  of  surgery,  headed  the  team  that  performed 
the  transplant  January  16. 

Only  one  of  Alexander’s  kidneys  was  removed.  He  now 
has  three  kidneys — his  left  one  and  the  two  transplanted 
ones. 
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Obstruction  of  the  duodenum  due  to  compres- 
sion by  the  mesenteric  artery  as  a chronic  inter- 
mittent condition  is  a well-recognized  syndrome. 
As  early  as  1861,  Rokitansky1  first  described 
acute  dilatation  of  the  duodenum  due  to  pressure 
from  the  mesentery  and  superior  mesenteric  ves- 
sels on  the  duodenum  as  it  crosses  the  spine.  The 
diagnosis  of  duodenal  obstruction  is  made  radiolo- 
gically  in  the  presence  of  dilatation  of  the  proxi- 
mal duodenum  down  to  the  third  portion,  with 
delay  in  transit  of  barium  and  evidence  of  a sharp 
vertical  linear  extrinsic  pressure  defect  on  the  duo- 
denum. The  reason  to  attribute  this  latter  condi- 
tion as  a cause  of  the  obstruction  is  that  the  ob- 
struction is  at  the  site  of  the  superior  mesenteric 
artery,  and  the  course  of  the  artery  and  the  extrin- 
sic pressure  defect  are  both  of  a vertical  linear 
character. 

Normally  the  superior  mesenteric  artery  exits 
from  the  aorta  at  an  angle  to  the  right.  This  angle 
may  even,  rarely,  be  off  to  the  left,  or  the  vessel 
may  parallel  the  aorta  without  causing  duodenal 
obstruction.  However,  in  the  past,  the  literature 
has  dealt  with  the  angle  of  the  origin  of  the  superi- 
or mesenteric  artery  from  the  aorta  only.  We  do 
not  believe  that  the  angle  alone  is  responsible  for 
duodenal  obstruction  by  the  superior  mesenteric 
artery.  We  feel  that  an  addit  ional  factor,  namely, 
the  angle  of  origin  plus  the  course  of  the  superior 
mesenteric  artery  anterior  and  parallel  to  the 
aorta,  1'urther  increases  the  potential  of  duodenal 
obstruction.  The  superior  mesenteric  artery 
arises  from  the  aorta  at  an  acute  angle  and  also 
parallels  the  aorta,  trapping  and  obstructing  the 
duodenum. 


FIGURE  1.  Gastrointestinal  studies.  (A)  Upper  gastroin- 
testinal series  shows  dilatation  of  duodenum  down  to 
proximal  third  portion  with  sharp  linear  extrinsic  pressure. 
(B)  Spot  film  of  duodenal  loop  in  posteroanterior  prone 
and  anteroposterior  supine  positions  shows  sharp  linear 
extrinsic  pressure  at  proximal  third  portion  of  duodenum 
with  proximal  dilatation. 


Case  Report 

A twenty-nine-year-old  white  female  school- 
teacher was  admitted  to  the  Kenmore  Mercy  Hos- 
pital on  February  1,  1974,  with  complaints  of  epi- 
gastric pain  and  discomfort,  persistent  nausea,  and 
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FIGURE  2.  Arteriography.  (A)  Anteroposterior  view  of  selective  superior  mesenteric  arteriogram  shows  pathway  of  su- 
perior mesenteric  artery  to  be  overlying  abdominal  aorta  which  contains  catheter.  (B)  Lateral  view  of  Figure  1(B)  shows 
narrowed  space  between  superior  mesenteric  artery  and  abdominal  aorta  at  level  of  third  lumbar  vertebra. 


emesis  for  three  weeks  before  admission.  She  had 
lost  about  5 pounds  during  this  period  of  time. 

Since  November,  1973,  the  patient  had  suffered 
several  such  episodes  of  nausea,  fullness,  pain,  and 
emesis.  She  had  lost  an  additional  15  pounds  dur- 
ing this  period.  Her  mother  verified  that  she  had 
suffered  from  stomach  fullness  since  her  early  life. 

Upper  gastrointestinal  studies  showed  moderate 
gastric  retention  and  moderate  dilatation  of  the 
duodenum  down  to  the  third  portion  where  there 
was  evidence  of  a linear  extrinsic  pressure  defect 
(Fig.  1).  There  were  no  significant  changes  in  the 
duodenum  by  changing  position.  The  distal  duo- 
denum and  proximal  jejunum  were  normal.  Se- 
lective superior  mesenteric  arteriography  was  per- 
formed in  anteroposterior  and  lateral  views  (Fig. 
2).  The  pathway  of  the  superior  mesenteric  artery 
corresponded  with  the  extrinsic  pressure  on  the 
duodenum.  The  angle  was  acute,  and  the  superior 
mesenteric  artery  paralleled  the  aorta  anteriorly. 

At  surgery,  the  proximal  duodenum  was  dilated 
to  the  third  portion  which  was  compressed  be- 
tween the  superior  mesenteric  artery  and  the  ab- 
dominal aorta.  A duodenojejunostomy  was  per- 
formed with  decompression  of  the  duodenum. 
The  patient  was  discharged  on  the  seventh  postop- 


erative day  w'ith  good  improvement  in  her  condi- 
tion. 

Comment 

Recently  some  authors  have  doubted  the  entity 
of  superior  mesenteric  artery  compression.  Cim- 
mino  in  19612  felt  that  duodenal  dilatation  was 
due  to  other  causes,  and  the  extrinsic  pressure 
from  the  superior  mesenteric  artery  was  secondary 
to  their  close  anatomic  relationship  but  was  not  a 
cause  of  the  symptoms.  Simon  and  Lerner,  in 
1962s  reported  various  inflammatory  changes  with 
an  appearance  similar  to  superior  mesenteric  com- 
pression, and  emphasized  that  we  distinguish  be- 
tween them  by  radiologic  and  clinical  means. 

Other  authors  have  discussed  angiographic  fea- 
tures of  the  syndrome,  emphasizing  the  impor- 
tance of  the  intervening  angle  between  the  mesen- 
teric artery  and  the  abdominal  aorta,  and  the  aor- 
tomesenteric  distance  in  the  lateral  view  at  the 
level  where  the  third  portion  of  the  duodenum 
crosses  the  aorta.4  As  far  as  we  know,  no  one 
mentioned  the  direction  of  the  superior  mesenteric 
artery  in  relation  to  the  aorta  itself. 

Comparing  the  angiographic  findings  of  our  case 
with  angiographies  of  10  other  patients,  ages  thirty 
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to  seventy,  6 females  and  4 males,  with  unrelated 
disease,  there  is  a striking  difference  in  the  rela- 
tionship between  the  pathway  of  the  superior  mes- 
enteric artery  at  the  level  of  the  expected  duodenal 
crossing  in  this  patient  versus  the  others.  The 
course  of  the  superior  mesenteric  artery  after  ini- 
tial takeoff  was  anterior  to  the  abdominal  aorta  in 
an  anteroposterior  projection  instead  of  the  usual 
oblique  crossing  of  the  aorta.  Other  angiogra- 
phies, with  unrelated  diseases,  show  the  abdomi- 
nal aorta  to  be  slightly  left  of  the  midline,  and  the 
superior  mesenteric  artery  to  come  to  the  right 
side  at  the  level  of  the  duodenal  crossing.  The 
aortosuperior  mesenteric  angle  was  either  the 
same  or  greater  in  other  angiograms  as  compared 
with  our  case. 

As  illustrated  in  Figure  2,  the  superior  mesenteric 
artery  is  overlying  the  abdominal  aorta  in  the  ante- 
roposterior view,  and  the  narrowed  space  between  the 
superior  mesenteric  artery  and  the  abdominal  aorta 
is  well  demonstrated  in  the  lateral  view.  In  com- 
parison cases,  the  superior  mesenteric  artery  courses 
off  the  aorta  at  an  angle  in  the  posteroanterior  view 
and  does  not  parallel  the  aorta.  Although  this  is  a 
case  presentation  and  age  differences  do  exist,  a 
number  of  angiographies  of  unrelated  disease  were 
available  for  comparison,  and  in  the  comparison  se- 
ries it  is  reasonable  to  believe  that  the  tight  space, 
demonstrated  between  the  aorta  and  the  superior 
mesenteric  artery,  would  cause  extrinsic  compression 
on  the  duodenum. 


New  asthma  drug  proves 
effective,  safe  for  children 

A new  drug  product  on  the  American  scene  has  proved 
safe  and  effective  in  controlling  asthma  in  children,  says 
a research  report  in  the  February  16  issue  of  the  Journal 
of  the  American  Medical  Association. 

The  drug — metaproterenol  sulfate — has  the  advantage 
of  administration  orally  in  a simple  syrup  mixture.  It  is 
available  under  trade  names  of  Alupent  and  Metaprel. 

Until  recently  the  only  orally  administered  asthma 
product  available  in  the  United  States  has  been  ephedrine 
sulfate,  which  had  serious  disadvantages,  says  Milan  L. 
Brandon,  M.D.,  of  the  Allergy  Medical  Group  of  San  Diego. 

Dr.  Brandon  tested  metaproterenol  on  a group  of  boys 


Conclusion 

Angiographic  evaluation  of  superior  mesenteric 
artery  compression  is  emphasized.  The  critical 
finding,  we  believe,  is  a difference  in  the  relation- 
ship of  the  pathways  of  the  superior  mesenteric  ar- 
tery and  the  abdominal  aorta  in  an  anteroposterior 
projection,  not  as  the  literature  would  have  us  be- 
lieve in  a decreased  angle  of  takeoff  alone.  In  fact, 
we  have  observed  normal  cases  with  diminished 
angles  and  no  obstruction,  but  the  superior  mesen- 
teric artery  did  not  parallel  anteriorly  the  aorta  in 
these  cases.  Therefore,  we  believe  that  the  criteri- 
on of  the  aortomesenteric  angle  is  a valid  one  only 
when  the  2 vessels  are  overlying  each  other. 

Addendum 

While  awaiting  publication  of  this  article,  a six- 
teen-year-old girl  with  a similar  history  was  diag- 
nosed and  successfully  treated  for  the  same  syn- 
drome. Arteriography  showed  that  her  artery  took 
the  same  course  as  this  patient’s  in  reference  to 
the  aorta. 
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and  girls  age  six  to  thirteen  years.  Half  of  the  group  re- 
ceived the  new  drug;  the  other  half  were  given  a harmless 
placebo,  or  inert  substance.  None  knew  which  substance 
he  was  receiving.  The  treatment  of  the  50  children  was 
continued  for  three  months. 

The  children  taking  the  drug  showed  a distinct  im- 
provement in  breathing  when  compared  to  those  on  the 
placebo.  Side  effects  were  minimal,  he  says. 

Children  on  ephedrine  therapy  in  the  past  often  required 
sedatives  or  tranquilizers  along  with  the  ephedrine,  Dr. 
Brandon  reports.  These  additional  drugs  were  not  needed 
by  the  children  taking  metaproterenol. 

“This  new  beta-adrenergic  stimulant,  available  as  a 
syrup,  seems  well  suited  for  long-term  individualized 
therapy  of  childhood  asthma,”  he  concludes. 
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If  your  angina  patient 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re 
duced  exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  obiectionable.  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5 10  and  15  mg  scored 
tablets  m bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1.000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
('Warning  may  be  habit-forming) 

1 RussekHI  AM  J M Sc  239  478.  1960 

Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


‘Please  note  unstable  angina  patients  may  be  refractory  to  all  long  acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate  (eryth- 
rityl tetramtrate)  in  48-patient 
study 1 Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours.  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  aiso  helps  re- 
duce need  for  nitroglycerin. 
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The  common  sites  for  myeloma  to  present  itself 
radiologieally  are  the  skull,  vertebrae,  ribs,  and 
long  bones.1,2  It  is  unusual  for  the  small  bones  of 
the  hands  or  feet  to  be  involved  to  any  marked  de- 
gree. The  interesting  aspects  of  this  case  were  the 
patient’s  appearance  for  medical  attention  because 
of  pain  and  swelling  of  the  hand  due  to  myeloma- 
tous  involvement  of  a phalanx,  together  with  the 
fact  that  marked  small-bone  involvement  of  the 
hands  occurred  over  the  course  of  the  progression 
of  the  disease. 

Case  report 

A thirty-five-year-old  white  male  was  admitted 
to  the  hospital  on  August  9,  1965,  because  of  pain 
in  the  proximal  portion  of  his  right  middle  finger. 
A radiograph  taken  prior  to  hospital  admission  re- 
vealed a “fracture  of  the  finger.”  One  month  pre- 
viously the  patient  stated  that  he  struck  his  finger 
at  work  and  experienced  considerable  pain  in  the 
proximal  portion  of  the  right  middle  finger. 

The  patient  had  been  in  good  health  all  his  life 
until  three  years  ago  when  he  sustained  a traumat- 
ic rib  fracture  on  the  right  side.  Since  that  time 
he  had  periodically  experienced  pain  in  the  right 
anterior  chest  area. 

His  past  history  was  unremarkable.  His  family 
history  included  one  sister  who  died  of  leukemia  at 
the  age  of  fifty-eight  and  a brother  who  died  of  tu- 
berculosis at  the  age  of  twenty.  The  patient  had 
been  blind  in  his  right  eye  since  birth.  On  physi- 
cal examination,  the  patient  did  not  appear  acute- 
ly ill.  There  was  blindness  of  the  right  eye.  The 
proximal  phalanx  of  the  right  middle  finger  was 
swollen  and  slightly  tender  to  palpation.  The 
overlying  skin  was  neither  erythematous  nor 
warm.  A nontender  firm  swelling  of  the  anterior 


FIGURE  1.  Right  hand.  Total  destruction  of  proximal 
phalanx  of  middle  finger  with  soft  tissue  swelling.  Myelo- 
matous  involvement  of  adjacent  phalanges  also  seen. 


portion  of  the  sixth  costochondral  junction  was 
palpated.  Laboratory  data  included  a hemoglobin 
of  14.8,  a hematocrit  of  44,  and  a white  blood  count 
of  7,000  with  60  per  cent  polymorphonuclear  leu- 
kocytes, 35  per  cent  lymphocytes,  2 atypical  lym- 
phocytes, 2 monocytes,  and  1 eosinophil.  Sedi- 
mentation rate  was  normal,  and  urinalysis  results 
were  normal.  The  serum  electrophoresis  revealed 
hypogammaglobulinuria  with  no  paraprotein  peak. 
Quantitative  Ig  (immunoglobulin)  levels  were  per- 
formed on  four  occasions  both  in  the  serum  and 
urine.  The  serum  levels  revealed  an  IgG  of  370 
mg.  per  100  ml.,  the  normal  being  1,200  plus  or 
minus  300  mg.  per  100  ml.;  an  IgA  of  56  mg.  per 
100  ml.,  the  normal  at  280  plus  or  minus  100  mg. 
per  100  ml.;  and  an  IgM  of  52.5  mg.  per  100  ml., 
the  normal  value  being  88  plus  or  minus  22  mg.  per 
100  ml.  The  urine  revealed  no  Bence-Jones  or  i 
other  protein.  The  latter  was  performed  on  a 
twenty-four  hour  concentrated  specimen  again 
using  immunodiffusion  technique;  on  the  other  oc-  1 
casions  the  level  of  IgG  rose  to  820  mg.  per  100  ml. 
in  1966  while  the  other  immunoglobulins  remained  f 
unchanged.  Bone  marrow  examination  revealed  I F 
20  per  cent  mature  plasma  cells.  A radiograph  of  ! P 
the  right  hand  revealed  that  the  proximal  phalanx  j 
of  the  right  middle  finger  was  involved  by  destruc-  r' 
tive  lesions.  Further  lytic  lesions  were  visualized  P 
on  a skeletal  survey.  The  skull,  fifth,  sixth,  and 
tenth  ribs  on  the  right  side  as  well  as  the  ilium  t: 
were  involved. 

The  patient  underwent  thoracic  surgery  of  the  - 
right  anterior  chest  wall  on  August  13,  1965. 
There  was  complete  destruction  of  the  anterior 
portion  of  the  sixth  right  rib  by  a tumor  which  to 
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FIGURE  2.  (A)  Left  forearm  and  hand.  Multiple  mye- 

lomatous  deposits  involving  radius,  ulna,  and  thumb. 
(B)  Left  thumb.  Localized  view  demonstrating  osteolytic 
lesions  in  metacarpal  and  phalanges. 


arose  extrapleurally.  The  tumor  was  excised  to- 
gether with  the  adjacent  sixth  rib.  The  right  pleu- 
ral space  itself  was  not  entered. 

Histologic  examination  of  the  tumor  revealed  a 
plasmacytoma.  Total  destruction  of  the  proximal 
phalanx  of  the  right  middle  finger  occurred  within 
months  (Fig.  1).  The  left  forearm  as  well  as  sever- 
al phalanges  and  the  left  thumb  became  involved 
by  the  mvelomatous  process  (Fig.  2). 

The  patient  was  treated  with  melphalan  (Alk- 
eran)  10  mg.  per  day  for  seven  days  for  a four-week 
period,  sodium  fluoride  50  mg.  daily,  and  cyclo- 
phosphamide (Cytoxan)  150  mg.  daily.  These  lat- 
ter two  substances  were  used  again  in  1968  when 
he  developed  generalized  bone  pain.  Radiothera- 
py, 2,800  r,  was  given  for  palliative  effect  to  the 
left  forearm,  and  severe  pain  in  the  left  hip,  left 
knee,  and  the  right  hip  resulted  in  his  being  given 
additional  radiotherapy  to  the  extent  of  2,100  and 
2,600  r to  the  right  knee  and  hip  area  respectively. 

The  patient’s  condition  deteriorated,  and  his 
sensorium  was  dulled.  Serum  chemistries  at  this 
time  were  calcium  14.4  mg.  per  100  ml.,  phospho- 


rus 4.8  mg.  per  100  ml.,  and  alkaline  phosphatase 
103  mg.  per  100  ml.  Although  hospitalized  and 
treated  with  large  doses  of  intravenous  steroids, 
pneumonia  and  congestive  heart  failure  developed. 
His  general  condition  and  mental  state  deterio- 
rated further.  He  died  May  24,  1969,  forty-five 
months  after  the  diagnosis  had  been  established. 

Comment 

Multiple  myeloma,  a lymphoproliferative  disor- 
der of  plasma  cells,  generally  arises  in  red  bone 
marrow.  The  long  bones,  skull,  vertebrae,  and 
ribs  are  most  commonly  involved,  and  lesions  are 
readily  demonstrable  radiologically  in  these  sites.1 
The  x-ray  film  appearances  range  from  demineral- 
ization to  oval  or  rounded  areas  of  bone  destruc- 
tion. Occasionally  the  affected  bone  may  have  a 
honeycombed  appearance,  and  spiculation  may  be 
present  due  to  periosteal  new  bone  formation.3 
Osteoblastic  lesions  rarely  occur.4 

It  is  not  usual  for  the  smaller  bones  of  the  hands 
or  feet  to  be  involved  in  any  marked  degree  ra- 
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diologically.  While  a comprehensive  survey  in 
1958  of  the  various  causes  of  radiographic  changes 
in  the  hands  made  no  mention  of  multiple  myelo- 
ma,5 instances  of  multiple  myeloma  which  in- 
volved the  small  bones  of  the  .hands  and  feet  have 
been  documented. 2,6,7 

The  differential  diagnosis  of  these  bone  lesions 
include  metastatic  disease,  and  sources  as  varied 
as  the  lung,  kidney,  and  colon  have  been  the  sites 
of  the  primary  tumor.8  Lymphosarcoma  has  pro- 
duced similar  destructive  changes.9 

Unusual  infections  in  the  adult  which  may  rare- 
ly produce  similar  radiologic  appearances  include 
turberculosis10  and  histoplasma  duboisii.11 

It  is  interesting  to  note  that  the  sister  died  of 
leukemia.  Although  we  could  not  discern  the  type 
since  this  occurred  in  adulthood  we  might  presume 
it  was  acute  myeloblastic  leukemia.  The  occur- 
rence of  both  in  siblings  is  an  interesting  associa- 
tion particularly  in  light  of  the  frequent  occur- 
rence of  acute  myeloblastic  leukemia  evolving  in 
myeloma  patients  while  under  therapy.12 

Of  interest  is  the  severe  hypogammaglobulinuria 
both  in  serum  and  urine.  This  occurs  in  a small 
percentage  of  patients  usually  with  a relatively  un- 
differentiated plasma  cell.  We  would  assume  that 
in  our  patient  the  nature  of  the  plasma  cells  also 
had  lost  their  ability  to  synthesize  protein. 

While  the  patient’s  age,  thirty-five,  is  somewhat 
young  indeed,  myeloma  has  appeared  in  even  ear- 
lier age  groups.13 

Summary 

Involvement  of  the  small  bones  of  the  hands  and 


American  doctors  lead  victory  over  yellow 
fever 

Within  the  lifetime  of  some  Americans  still  living  today 
yellow  fever  was  a feared  and  dreaded  disease  that  swept 
American  cities  from  time  to  time,  striking  tens  of  thou- 
sands and  taking  many  lives. 

Yellow  fever  likely  was  brought  to  the  Americas  in  the 
sixteenth  century  from  the  Old  World.  In  America  it  be- 
came a feared  scourge  and  New  World  doctors  were  the 
first  to  study  the  disease. 

Dr.  John  Crawford  of  Baltimore  is  credited  by  medical 
historians  as  first  determining  that  mosquitoes  were  the 
source  of  malaria,  yellow  fever,  and  other  diseases.  Dr. 
Crawford  clashed  vigorously  with  the  famed  Dr.  Benjamin 
Rush,  a signer  of  the  Declaration  of  Independence,  who 
believed  that  yellow  fever  was  caused  by  something  foul  in 
the  air. 

Dr.  Carlos  Juan  Finlay  of  Cuba,  in  experiments  in  the 
1 880s,  tested  the  theory  that  the  Aedes  Aegypti  mosquito 
was  the  transmitter  of  yellow  fever.  Taking  off  from  Dr. 
Finlay’s  inconclusive  work,  a U.S.  Army  Medical  team  led 
by  Dr.  Walter  Reed  in  1901  showed  once  and  for  all  that  the 
mosquito  was  the  culprit  in  a medical  experiment  that  was 
the  theme  of  a famous  Broadway  play  of  a generation  ago, 
“Yellow  Jack.” 
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feet  in  multiple  myeloma  is  unusual.  Of  especial 
interest  was  the  patient’s  clinical  presentation  of 
swelling  of  his  hand  due  to  myelomatous  involve- 
ment of  a phalanx. 

Department  of  Radiology 
Downstate  Medical  Center 
450  Clarkson  Avenue 
Rrooklyn,  New  York  11203 
(DR.  FARMAN) 
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It  fell  to  William  Crawford  Gorgas  of  the  Army  Medical 
Corps  to  demonstrate  that  he  could  stop  yellow  fever  in 
Havana  by  eradication  of  the  mosquito  from  the  swamps 
and  waterways  of  the  Cuban  capital.  Gen.  Gorgas  re- 
peated his  success  in  Panama,  making  possible  the  digging 
of  the  Panama  Canal  by  laborers  freed  from  the  hazard  of 
the  serious  disease. 

Gen.  Gorgas  later  headed  the  Rockefeller  Foundation 
Yellow  Fever  Commission  that  wiped  out  the  disease  in 
many  Latin  American  countries  and  later  worked  on  the 
problem  in  Africa.  And  in  the  late  1930s  a researcher  at 
the  Rockefeller  Foundation  laboratories  perfected  a vac- 
cine against  yellow  fever. 

The  last  epidemic  in  the  United  States  was  in  New  Or- 
leans in  1905,  causing  more  than  400  deaths  and  almost 
3,500  cases.  New  Orleans  had  neglected  to  carry  out  a 
mosquito  eradication  campaign,  but  after  the  epidemic 
moved  to  eliminate  the  breeding  areas. 

Ironically,  at  an  international  medical  meeting  some 
years  ago  the  Republic  of  Panama  pointed  out  that  the 
Aedes  Aegypti  mosquito  still  lluorished  in  some  Southern 
states  of  the  United  States,  and  that  all  that  was  needed 
for  another  outbreak  was  for  an  infected  individual  to  come 
into  a southern  airport  from  abroad  and  be  bitten  by  a 
mosquito.  An  eradication  campaign  was  ordered. 
(Prepared  by  the  American  Medical  Association) 
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Noninvasive  diagnostic  techniques  are  not  new 

in  cardiology.  In  the  past,  emphasis  was  placed  on 
using  these  methods  to  confirm  the  data  obtained  by 
physical  examination.  Contemporary  scientific 
advances  and  technologic  improvements  in  hemo- 
dynamic and  roentgen  techniques  as  w'ell  as  cardiac 
surgery  have  provided  a more  solid  basis  for  under- 
standing the  visual,  palpable,  and  auditory  expres- 
sion of  specific  cardiovascular  disturbances. 

However,  these  technologic  improvements  leading 
to  rapid  advancement  of  noninvasive  methods  have 
in  no  way  diminished  the  need  for  both  a meticulous 
history  and  physical  examination  and  care  in  inter- 
pretation of  laboratory  observations  w'ithin  a clinical 
setting. 

The  universal  acceptance  of  a noninvasive  ap- 
proach to  the  evaluation  of  cardiac  patients  has  led 
to  a marked  acceleration  of  scientific  and  technical 
advances  in  the  noninvasive  methodology. 

Newer  graphic  techniques  such  as  echocardiog- 
raphy marked  the  beginning  of  a new  era  in  the 
clinical  investigation  of  cardiovascular  diseases.  The 
radionuclide  imaging  techniques  are  also  very 
promising.  Older  and  well-established  methods  such 
as  phonocardiography,  pulse  tracings,  and  apexcar- 
diography  are  used  not  only  to  confirm  and  document 
bedside  clinical  findings  graphically,  but  also  for  the 
evaluation  of  systolic  time  intervals  (STI)  and  other 
hemodynamic  indices. 

Noninvasive  methods 

The  phonocardiogram.  There  is  general 
agreement  of  the  clinical  usefulness  of  the  older 
graphic  techniques  for  recording  heart  sounds  and 
pulses.  Apart  from  documenting  and  accurately 
timing  acoustic  phenomena  detected  at  bedside,  the 
phonocardiogram  has  proved  to  be  helpful  in  de- 
tecting abnormalities  in  prosthetic  valves.1 
Presystolic  clicks  in  patients  with  permanent  per- 
venous  cardiac  pacemakers  indicating  current  leak- 
age, possible  perforation  of  the  right  ventricle,  or 


other  abnormalities,  are  easily  differentiated  from 
split  heart  sounds  commonly  encountered  in  this 
group  of  patients. 

The  phonocardiograph  is  also  used  for  recording 
sounds  and  murmurs  over  arteries  and  veins.2  New 
and  important  physical  signs  continue  to  be  de- 
scribed and  graphically  confirmed.3 

Scientific  advances  settle  some  problems  and  in- 
evitably raise  new  ones.  Faster  progress  in  phono- 
cardiography is  hampered  by  lack  of  agreement  on 
basic  problems.  The  origin  of  the  first  heart  sound, 
for  example,  has  been  a subject  of  debate  for  more 
than  one  hundred  years,  and  it  still  is.  Each  time  a 
new  graphic  method,  such  as  echocardiography, 
emerges,  various  schools  of  thought  try  to  bring  new 
data  favoring  a valvular  or  cardiohemic  basis  for  the 
origin  of  Si  (first  heart  sound).  The  origin  of  the  first 
and  second  heart  sounds  continues  to  be  a subject  of 
debate.  Until  now  we  have  been  unable  to  convince 
the  builders  of  cardiographic  equipment  to  stan- 
dardize their  instruments  so  that  researchers  and 
practitioners  have  similar  methods  of  recording. 
Only  close  cooperation  between  physiologists, 
physicists,  bioengineers,  and  cardiologists  can  lead 
to  real  progress  in  solving  some  of  these  basic  prob- 
lems. 

One  must  also  take  into  account  the  ability  of  the 
man  who  records  sounds,  murmurs,  and  pulses  to 
recognize  in  advance  the  problem  he  is  trying  to  solve. 
The  ability  of  each  physician  to  discriminate  mur- 
murs of  various  frequencies  or  precordial  pulsation 
at  different  sites  will  determine,  to  an  important 
degree,  the  proper  use  of  the  graphic  equipment. 
Some  agility  and  experience  is  required  to  take  good 
tracings  as  well  as  to  interpret  them  properly.  When 
some  of  this  technical  work  is  delegated  to  a trained 
technician,  a physician  must  still  be  around.  Fre- 
quently, through  proper  timirg,  he  may  rescue  fine 
details  missed  by  conventional  auscultation. 

Pulse  tracings.  From  inspection  and  recordings 
of  the  cervical  veins,  one  can  get  information  con- 
cerning compliance  of  the  right  ventricle,  tricuspid 
valve  function,  constrictive  pericarditis,  tamponade, 
and  arrhythmias.  Alternation  in  the  jugular  pulse 
detected  by  conventional  pulse  recording  reflects 
severe  involvement  of  the  right  side  of  the  heart.4 

Echocardiography.  Interest  in  echocardiogra- 
phy was  stimulated  by  the  promise  it  offered  of  re- 
cording much  of  the  information  previously  obtain- 
able only  through  cardiac  catheterization  and  angi- 
ography.5 For  the  first  time,  a noninvasive  tech- 
nique offered  the  possibility  of  immediate  visual- 
ization of  the  motion  of  different  valves  and  for  as- 
sessing chamber  and  aortic  root  size,  wall  and  septum 
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thickness,  and  motion.6  This  technique  provides 
definitive  diagnostic  information  for  detecting 
pericardia]  effusion  and  left  atrial  myxoma.  We  are 
still  in  the  initial  stage  of  gathering  data  on  the 
morphologic  changes  of  the  echogram. 

While  it  is  too  early  to  draw  definite  conclusions 
as  to  the  advances  and  limitations  brought  by  echo- 
cardiography in  the  noninvasive  field,  one  can  safely 
assume  that  some  findings  originally  considered 
specific  are  nonspecific.  A major  problem  is  the  in- 
ability to  record  in  all  cases,  as  well  as  in  recognizing 
the  anatomic  structures.  For  example,  in  a recent 
study,  satisfactory  aortic  valve  echographs  could  not 
be  obtained  in  31  per  cent  of  cases. ' In  46  per  cent 
the  image  of  the  cusps  was  incomplete  but  still  us- 
able, and  in  only  23  per  cent  was  it  truly  complete. 

The  method  is  extremely  young,  and  its  continuous 
reevaluation  is  therefore  mandatory.  Initially  the 
echographic  diagnosis  of  mitral  stenosis,  for  example, 
was  made  by  finding  a reduced  rate  of  diastolic  clo- 
sure of  the  anterior  mitral  leaflet.  But  since  this  sign 
has  been  subsequently  shown  to  occur  in  pulmonary 
hypertension  and  in  patients  with  reduced  left  ven- 
tricular compliance,  anterior  motion  of  the  posterior 
mitral  leaflet  in  diastole  has  been  the  distinguishing 
feature  to  rule  out  the  diagnosis  of  false  mitral  ste- 
nosis. More  recent  reports  describe  this  sign  as  un- 
reliable. Patients  with  documented  mitral  stenosis 
showed  posterior  motion  of  a thickened  posterior 
leaflet  during  diastole.  Asymmetric  septal  hyper- 
trophy (ASH),  considered  pathognomonic  of  IHSS 
(idiopathic  hypertrophic  subaortic  stenosis),  was 
reported  in  primary  pulmonary  hypertension.  The 
specificity  of  the  septal  to  posterior  wall  ratio  is  now 
being  questioned.  More  gross  anatomic  confirma- 
tion of  recently  described  morphologic  signs  are 
badly  needed.  Thickened  and  atherosclerotic  aortic 
plaques  masquerading  as  aortic  root  dissection  were 
found  at  autopsy  in  a patient  with  generalized  ath- 
erosclerosis. In  the  long  run,  echocardiography,  like 
the  older  noninvasive  techniques,  will  gradually  reach 
its  maturity.  More  experience  leads  to  more  accu- 
racy in  data  interpretation. 

One  must  recognize  that  by  publishing  illustrative 
records  of  excellent  quality  or  presenting  them  at 
teaching  sessions,  the  reader  and  the  audience  get  a 
false  concept  not  only  about  the  perfection  of  the 
method  but  also  about  its  immediate  applicability. 
The  theory  and  practice  of  echocardiography  ought 
to  be  placed  in  proper  perspective.  Many  data 
should  be  considered  as  preliminary.  They  need 
further  substantiation  by  continuous  research. 
Adding  to  the  M-move  new  technical  developments, 
such  as  the  sector-scanner  that  produces  real-time, 
two-dimensional  echocardiograms  will  he  of  partic- 
ular usefulness  in  detecting  congenital  anomalies. 
Echocardiography  will  continue  to  increase  its  di- 
agnostic potentials. 

Echocardiography  may  be  useful  in  measuring  the 
internal  dimensions  of  the  ventricles.  'These  mea- 


surements can  be  used  to  calculate  end-systolic  vol- 
ume, end-diastolic  volume,  stroke  volume,  ejection 
fraction,  percentage  of  internal  diameter  shortening, 
and  the  rate  of  circumferential  fiber  shortening,  in 
normal  persons.  In  patients  with  grossly  dilated 
ventricles,  where  the  ratio  of  the  long  to  short  axis 
changes,  corrective  regression  equations  were  pro- 
posed. Serious  theoretic  objections  are  raised  as  to 
the  validity  of  the  calculating  stroke  volume  and 
circumferential  fiber  shortening  in  patients  with 
coronary  artery  disease  who  have  localized  contrac- 
tion abnormalities  of  the  left  ventricle.  Some  of  the 
difficulties  encountered  in  assessing  chamber  vol- 
umes derives  from  the  supposition  that  one 
standardized  echocardiographic  beam  could  measure 
dimensions  of  an  idealized  geometric  model.  This 
assumption  is  certainly  not  true  in  the  ischemic  heart. 

The  standard  interspace  for  recording  could  be  the 
fifth  intercostal  space  in  patients  with  long  chest  or 
the  second  intercostal  space  in  obese  patients. 
Quantitative  assessment  of  the  left  ventricle  should 
take  into  consideration  the  important  differences  in 
measurements  obtained  at  various  chest  levels. 
There  is  a great  need  for  more  standardized  means 
of  transducer  location  and  direction  in  measurements 
of  left  ventricular  dimensions.8 

Cross  sectional  instruments,  still  in  the  develop- 
mental stages,  are  expected  to  offer  potential  im- 
provements in  echocardiographic  evaluation  of  left 
ventricular  performance. 

Apexcardiogram.  ACG  (apexcardiogram)  cor- 
relates well  with  intracardiac  events.  The  ratio 
A/LV  (amplitude  of  atrial  wave  and  of  left  ventric- 
ular wave)  has  been  correlated  with  left  end -diastolic 
pressure  or  increased  atrial  wave  in  the  left  ventric- 
ular pressure  pulse;  pathologic  alterations  in  the 
systolic  wave  reflect  impairment  of  base  to  apex  left 
ventricular  shortening. 

In  recent  years  significant  statistical  correlations 
were  found  between  the  time  interval  from  the  onset 
of  ventricular  depolarization  to  the  first  derivative 
of  the  left  ACG  and  the  indices  of  left  ventricular 
contractility,  which  are  ejection  fraction,  left  ven- 
tricular end-diastolic  pressure,  and  left  ventricular 
end-diastolic  volume.9  Quantitative  ACG  seems  to 
be  a reflection  of  ventricular  contractility.9  More 
studies  with  this  method  are  now  being  conducted  in 
various  laboratories. 

Systolic  time  intervals.  STI  (Systolic  time  in- 
tervals) are  employed  as  approximations  of  isovolu-  i 
metric  phase  indices  to  measure  systolic  ejection  time  i 
and  total  electromechanical  systole.10  These  inter-  ! i 
vals  are  obtained  from  simultaneous  fast-speed  re- 
cording of  the  electrocardiogram,  the  phonocardio-  t 
gram,  the  carotid  pulse,  and/or  the  ACG.  f s 

Use  of  the  ACG  for  t he  calculation  of  isovolumetric  i t 
contraction  time  diminishes  the  wide  variability  in 
results  encountered  when  measurements  for  this  t 
variable  are  based  on  the  identificat  ion  of  a high  vi-  e 
bration  in  the  first  heart  sound.  Poor  or  unobtain-  v 
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able  ACGs  due  to  obesity,  chronic  lung  disease,  or 
other  causes  occur  in  less  than  10  per  cent  of  re- 
cordings in  our  experience.  Minimal  distortion  re- 
sulting from  filtering  and  information  gain  are  oc- 
casionally encountered  in  obese  subjects  when  the 
arterial  pulse  is  recorded. 

STIs  are  now  being  calculated  by  echocardiogra- 
phy. Left  ventricular  ejection  time,  the  interval  from 
opening  to  closing  of  the  aortic  valve,  is  subtracted 
from  the  total  electromechanical  systole,  Q to  closing 
of  the  valve,  to  provide  the  preejection  period. 

STI  for  the  left  and  right  ventricles  could  he  cal- 
culated from  simultaneously  recorded  carotid  pulse 
and  echocardiogram  or  from  the  internal  dimensions 
of  the  echocardiogram.  Simultaneous  measure- 
ments of  intracardiac  dynamics  have  demonstrated 
parallelism  between  direct  and  indirect  measure- 
ments of  STI.11  External  pulse  tracings  recorded 
from  the  right  and  left  carotid  artery  are  equally 
useful  for  the  study  of  left  ventricular  STI. 

There  are  limitations  on  the  use  of  STI  caused  by 
technical  difficulties  and  bv  variations  in  normal 
values  for  particular  intervals.  The  physiologic  basis 
for  using  these  measurements  in  practice  is  not  as 
pure  as  in  the  laboratory  where  it  is  possible  to  con- 
trol many  variables  such  as  heart  rate,  stroke  volume, 
preload,  and  afterload.12  Hence,  changes  in  STI  are 
now  considered  as  a direct  result  of  the  overall 
changes  in  left  ventricular  performance. 

Comment 

Evaluation  of  left  ventricular  function.  The 

sensitivity  of  the  noninvasive  tests  in  the  evaluation 
of  left  ventricular  function  will  ultimately  be  estab- 
lished only  after  these  methods  have  been  compared 
with  a proved  and  sensitive  quantitative  technique. 
At  the  present  time  no  such  test  is  yet  available. 
Evaluation  of  left  ventricular  function  in  man  by 
invasive  means  is  accomplished  by  recording  left 
ventricular  pressure  and  by  left  ventriculography. 
Data  thus  obtained  are  based  on  left  ventricular 
performance  and  concepts  of  myocardial  muscle 
mechanics.  All  methods  have  theoretical  and 
practical  limitations.  A recent  study  designed  to 
compare  the  sensitivities  of  parameters  has  proved 
the  contractile  indices  to  be  the  least  sensitive  indi- 
cators of  left  ventricular  dysfunction.13  Accordingly, 
the  authors  concluded  that  several  methods  are  re- 
quired to  identify  all  patients  with  left  ventricular 
dysfunction.  The  experience  gained  by  the  use  of 
direct  methods  should  be  useful  in  designing 
methodologies  for  the  noninvasive  approach. 

At  the  present  time,  noninvasive  methods  of  cer- 
tain value  in  the  detection  of  left  ventricular  function 
are  the  apexcardiogram,  systolic  time  intervals,  and 
the  echocardiogram. 

Comparison  of  relative  value  of  noninvasive 
techniques.  A comparison  of  the  relative  value  of 
echocardiography,  STI.  and  ACG  in  assessing  left 
ventricular  myocardial  function  in  patients  with 


primary  myocardial  disease  has  proved  that  the  best 
discrimination  from  normal  persons  was  obtained  by 
combining  data  from  both  echocardiography  and 
STI.14  By  combining  all  three  techniques,  clinical 
assessment  of  myocardial  function  is  improved. 

Limitations  of  noninvasive  methods.  Our 
contention  remains  that  like  the  direct  techniques, 
no  single  noninvasive  method  can  stand  on  its  own 
to  diagnose  all  patients  correctly.  The  presence  of 
various  cardiac  abnormalities  may  he  more  thor- 
oughly evaluated  by  a battery  of  noninvasive  tech- 
niques. The  number  of  noninvasive  tests  to  be 
performed  in  each  particular  case,  as  well  as  their 
interpretation  in  a clinical  setting,  rests  with  the 
physician  in  charge  of  the  noninvasive  laboratory 
who  acts  as  a consultant. 

Access  to  such  laboratories,  already  established  in 
many  medical  centers,  varies  greatly.  But  even  when 
facilities  are  available,  these  tests  are  seldom  needed 
for  the  average  ambulatory  patient  with  ischemic 
heart  disease. 

In  today’s  medical  practice,  there  is  an  enormous 
proliferation  of  tests  meant  to  replace  the  proper 
scrutiny  and  clinical  evaluation  of  the  patient.  Di- 
agnostic problems  are  not  always  solved  just  by  the 
addition  of  more  unnecessary  tests.  Such  noninva- 
sive evaluation  is,  however,  indicated  when  there  is 
a discrepancy  between  the  patient’s  clinical  state  and 
the  information  gathered  by  conventional  office 
methods,  such  as  history  taking,  physical  examina- 
tion, electrocardiogram  tracing,  and  x-ray  films. 

The  noninvasive  methods  have  demonstrated  their 
special  diagnostic  usefulness  (1)  in  evaluating  pa- 
tients before  and  after  cardiac  surgery;  (2)  for  ob- 
jective evaluation  of  various  forms  of  therapy;  (3)  for 
evaluating  physiologic  and  pharmacologic  inter- 
ventions; (4)  for  following  cardiac  performance 
during  acute  illness;  (5)  for  teaching  basic  science, 
anatomy  and  physiology,  beside  clinical  cardiology. 
However,  in  some  patients  with  no  clinical  evidence 
of  heart  failure,  or  even  of  significant  reduction  in 
cardiac  reserve,  the  judicious  use  of  noninvasive 
techniques  at  rest  and  during  exercise  may  uncover 
underlying  cardiac  impairment.15 

Queens  Hospital  Center 
82-68  164th  Street 
Jamaica,  New  York  11432 
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The  “pill”  named  as  cause 
of  liver  tumors 

Oral  contraceptives  may  be  the  cause  of  tumors  of  the 
liver,  a Kentucky  research  group  report  in  the  February  16 
issue  of  the  Journal  of  the  American  Medical  Association. 

Physicians  from  the  University  of  Louisville  School  of 
Medicine  report  on  13  young  women  who  developed  liver 
tumors  after  taking  “The  Pill.’’  Nine  of  the  tumors  were 
benign,  4 were  malignant.  Six  tumors  ruptured  sponta- 
neously and  caused  life-threatening  hemorrhage.  Benign 
tumors  were  successfully  removed  by  surgery  in  8 women. 
One  woman  died  during  surgery  for  a malignant  growth. 

“Primary  tumors  of  the  liver,  previously  rare  among 
women  in  the  United  States,  began  to  occur  with  increasing 
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frequency  after  the  introduction  and  widespread  ingestion 
of  contraceptive  steroids,”  says  surgeon  E.  Truman  Mays, 
M.D.,  and  colleagues. 

The  increase  of  such  tumors  in  women  of  childbearing 
age  warrants  the  suspicion  that  these  contraceptive  steroid 
hormones  may  be  the  cause,  Dr.  Mays  reports. 

The  patients  were  nonalcoholic,  mostly  young  and  gen- 
erally healt  hy,  and  none  had  liver  disease.  The  Pill  causes 
substantial  changes  in  the  liver,  he  declares,  pointing  to 
impairment  of  the  bile-secretory  function  in  10  to  40  per 
cent  of  women  taking  the  product. 

I)r.  Mays  points  out  that  the  exact  role  of  contraceptive 
pills  in  liver  tumors  remains  unproved,  “but  a possible  link 
between  these  pills  and  hepatic  (liver)  tumor  seems  in- 
creasingly likely.” 
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Obituaries 


George  C.  Adie,  M.D.,  of  Lake  Park,  Florida,  formerly 
of  New  Rochelle,  died  on  March  29  at  the  age  of  eightv-two. 
Dr.  Adie  graduated  in  1920  from  the  University  of  Michi- 
gan Medical  School.  Retired,  he  was  a consulting  surgeon 
at  New  Rochelle  and  Grasslands  Hospitals.  Dr.  Adie  was 
a Diplomate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Chest  Physicians,  and  a member  of 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Donald  K.  Adler,  M.D.,  of  W'oodmere  and  Wantagh,  died 
on  March  20  at  the  age  of  forty-seven.  Dr.  Adler  graduated 
in  1950  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a pediatrician  on  the  medical  staff 
of  Long  Island  Jewish-Hillside  Medical  Center.  Dr.  Adler 
was  a Diplomate  of  the  American  Board  of  Pediatrics 
(Pediatric  Allergy),  a Fellow  of  the  American  College  of 
Allergists,  and  a member  of  the  American  Academy  of 
Pediatrics,  the  American  Association  for  Cancer  Research, 
the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Max  Blonstein,  M.D.,  of  Brooklyn,  died  on  March  2 at  the 
age  of  sixty-eight.  Dr.  Blonstein  graduated  in  1933  from 
St.  Louis  University  School  of  Medicine.  He  was  an  as- 
sociate pediatrician  at  Maimonides  Medical  Center.  Dr. 
Blonstein  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


J.  Scott  Butterworth,  M.D.,  of  New  York  City,  died  on 
March  26  at  the  age  of  sixty-five.  Dr.  Butterworth  grad- 
uated in  1937  from  Cornell  University  Medical  College. 
He  was  an  attending  in  medicine  at  Bellevue  and  Univer- 
sity Hospitals  and  a consulting  cardiologist  at  Community 
Hospital  at  Glen  Cove.  Dr.  Butterworth  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine  (Cardiovas- 
cular Diseases),  a Fellow  of  the  American  College  of  Phy- 
sicians, a Fellow  of  the  American  College  of  Cardiology,  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


George  G.  Cochran,  Jr.,  M.D.,  of  Chappaqua,  died  on 
February  25.  Dr.  Cochran  graduated  in  1918  from  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  He 
was  a consulting  obstetrician  and  gynecologist  at  Brook- 
lyn-Cumberland  Medical  Center.  Dr.  Cochran  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology  and  a Fellow  of  the  American  College  of  Sur- 
geons. 


James  William  Colella,  M.D.,  of  Fort  Lauderdale,  Flor- 
ida, formerly  of  Binghamton,  died  on  March  1 7 at  the  age 
of  seventy-two.  Dr.  Colella  graduated  in  1929  from  Syr- 
acuse University  College  of  Medicine.  Retired,  he  was  a 
Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Cardiology,  and  a member  of 
the  Binghamton  Academy  of  Medicine,  The  New  York 
State  Society  of  Internal  Medicine,  the  Broome  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Thomas  Stewart  Cotton,  M.D.,  of  Hornell.  died  on  March 
2 at  the  age  of  sixty.  Dr.  Cotton  graduated  in  1939  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
attending  surgeon  at  St.  James  Mercy  Hospital.  Dr. 
Cotton  was  a member  of  the  Steuben  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Leo  M.  Davidoff,  M.D.,  of  New  Canaan,  Connecticut, 
formerly  of  The  Bronx,  died  on  December  24.  1975,  at  the 
age  of  seventy-seven.  Dr.  Davidoff  graduated  in  1922  from 
Harvard  University  Medical  School.  Retired,  he  was  a 
consulting  neurosurgeon  at  Bronx  Municipal  Hospital 
Center  and  Montefiore  Hospital  and  Medical  Center.  Dr. 
Davidoff  was  a Diplomate  of  the  American  Board  of 
Neurological  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Association  of 
Neuropathologists,  the  American  Neurological  Association, 
the  New  York  Academy  of  Medicine,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Abraham  Aaron  Dumanis,  M.D.,  of  Flushing,  died  on 
February  28  at  the  age  of  sixty-nine.  Dr.  Dumanis  grad- 
uated in  1932  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  an  associate  emeritus  physician 
in  internal  medicine  at  Flushing  Hospital  Medical  Center 
and  acting  head  of  medicine  at  Parsons  Hospital.  Dr. 
Dumanis  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of  Car- 
diology, a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Society  of  T ropical  Medi- 
cine and  Hygiene,  the  Pan  American  Medical  Association, 
the  New  York  Cardiological  Society,  the  New  York  State 
Society  of  Internal  Medicine,  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  Filler,  M.D.,  of  Jackson  Heights  and  Queens 
Village,  died  on  February  29.  Dr.  Filler  graduated  in  1926 
from  University  and  Bellevue  Hospital  Medical  College. 
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He  was  an  attending  obstetrician  and  gynecologist  at 
Bellevue  Hospital  and  director  of  obstetrics  and  gynecology 
at  Boulevard  and  Terrace-Heights  Hospitals.  Dr.  Filler 
was  a Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  a Fellow  of  the  International  College  of 
Surgeons,  and  a member  of  the  New  York  Academy  of 
Medicine. 


Hermann  Fischel,  M.D.,  of  Brooklyn,  died  on  February 
29  at  the  age  of  seventy-five.  Dr.  Fischel  received  his 
medical  degree  from  the  University  of  Rostock  in  1929.  He 
was  an  attending  physician  in  family  practice  at  Long 
Island  College  Hospital.  Dr.  Fischel  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Joseph  Edward  Foehr,  M.D.,  of  Mineola,  died  on  March 
30  at  the  age  of  fifty-three.  Dr.  Foehr  graduated  in  1946 
from  Long  Island  College  of  Medicine.  He  was  an  asso- 
ciate physician  in  internal  medicine  at  Nassau  Hospital. 
Dr.  Foehr  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of  Chest 
Physicians,  a Fellow  of  the  American  College  of  Cardiology, 
and  a member  of  the  American  Thoracic  Society,  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

Henry  Arthur  Forrest,  M.D.,  of  Island  Park,  died  on 
March  29  at  the  age  of  sixty-two.  Dr.  Forrest  graduated 
in  1940  as  a Licentiate  of  the  Royal  Faculty  of  Physicians 
and  Surgeons  of  Glasgow  and  Edinburgh.  He  was  an  at- 
tending physician  in  family  medicine  at  South  Nassau 
Communities  Hospital.  Dr.  Forrest  was  a member  of  the 
American  Geriatrics  Society,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Harry  S.  Friedlander,  M.D.,  of  Rego  Park,  died  on  Feb- 
ruary 26  at  the  age  of  sixty-three.  Dr.  Friedlander  grad- 
uated in  1938  as  a Licentiate  of  the  Royal  College  of  Phy- 
sicians and  Surgeons,  Edinburgh  and  Glasgow.  He  was  a 
staff  physician  in  family  practice  at  Mount  Eden  General 
Hospital.  Dr.  Friedlander  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Joseph  H.  Gil  I man,  M.D.,  of  Seaford,  died  on  January  26 
at  the  age  of  seventy-seven.  Dr.  Gillman  graduated  in  1926 
from  Tufts  University  School  of  Medicine.  He  was  an 
affiliate  pediatrician  at  Coney  Island  Hospital.  Dr.  Gill- 
man  was  a member  of  the  American  Academy  of  Allergy, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Armand  Charles  Grez,  M.l).,  of  Spring  Lake,  New  .Jersey, 
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formerly  of  New  York  City,  died  on  March  22  at  the  age  of 
sixty-five.  Dr.  Grez  graduated  in  1939  from  Temple 
University  School  of  Medicine.  He  was  a Fellow  of  the 
International  College  of  Surgeons  and  a member  of  the  Pan 
American  Medical  Association. 


Morris  Hyman,  M.D.,  of  New  York  City,  died  on  March 
12.  Dr.  Hyman  graduated  in  1933  from  the  University  of 
Maryland  School  of  Medicine  and  College  of  Physicians 
and  Surgeons. 

Erwin  Jaffe,  M.D.,  of  Ventnor,  New  Jersey,  formerly  of 
New  York  City,  died  on  March  24  at  the  age  of  eighty-three. 
Dr.  Jaffe  received  his  medical  degree  from  the  University 
of  Berlin  in  1919.  He  was  a consulting  neuropsychiatrist 
at  Fordham  Hospital.  Dr.  Jaffe  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and  a 
member  of  the  American  Psychiatric  Association,  the 
American  Academy  of  Neurology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leo  Kaiser,  M.D.,  of  Lynbrook,  died  on  November  21  at 
the  age  of  seventy-six.  Dr.  Kaiser  received  his  medical 
degree  from  the  University  of  Frankfurt  in  1924.  He  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  American  Geriatrics  Society,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Adolph  Samuel  Kramer,  M.D.,  of  Silver  Spring,  Mary- 
land, formerly  of  Brooklyn,  died  on  March  13.  Dr.  Kramer 
graduated  in  1917  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  Retired,  he  was  a physician, 
off  service,  at  Maimonides  Medical  Center.  Dr.  Kramer 
was  a member  of  the  American  Academy  of  General 
Practice,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Herman  Lande,  M.D.,  of  New  York  City,  died  on  Febru- 
ary 27  at  the  age  of  eighty-one.  Dr.  Lande  graduated  in 
1918  from  Harvard  Medical  College.  He  was  a consulting 
physician  at  The  Mount  Sinai  Hospital.  Dr.  Lande  was 
a Diplomate  of  the  American  Board  of  Internal  Medicine, 
a Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Jacob  H.  Lanes,  M.D.,  of  Brooklyn,  died  on  March  15  at 
the  age  of  eighty-six.  Dr.  Lanes  graduated  in  1912  from 
Long  Island  College  Hospital.  Dr.  Lanes  was  a member 
of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Harold  Leon  Lcder,  M.D.,  of  New  York  City  and  Quogue, 
died  on  March  19  at  the  age  of  fifty-nine.  Dr.  Leder 


graduated  in  1939  from  New  York  University  School  of 
Medicine.  He  was  an  assistant  physician  at  The  New  York 
Hospital.  Dr.  Leder  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Bernard  Levine,  M.D.,  of  Brooklyn,  died  on  January  13 
at  the  age  of  seventy.  Dr.  Levine  graduated  in  1930  from 
New  York  Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Carmyn  J.  Lombardo,  M.D.,  of  New  York  City,  died  on 
March  18  at  the  age  of  seventy.  Dr.  Lombardo  graduated 
in  1928  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  a senior  member  of  the  medical  staff  at 
St.  Vincent’s  Hospital  and  Medical  Center  of  New  York. 
Dr.  Lombardo  was  a Fellow  of  the  American  College  of 
Cardiology  and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  Cardiological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New'  York,  and  the  American  Medical  Association. 


Hallock  Luce,  M.D.,  of  Riverhead,  died  on  August  1 1 at 
the  age  of  eightv-two.  Dr.  Luce  graduated  in  1918  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  an  honorary  member  of  the  medical  staff  at  Central 
Suffolk  Hospital  Association.  Dr.  Luce  was  a member  of 
the  Suffolk  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Jean  Anderson  Luke,  M.D.,  of  New  York  City,  died  on 
March  28  at  the  age  of  seventy-nine.  Dr.  Luke  graduated 
in  1940  from  Columbia  University  College  of  Physicians 
and  Surgeons.  She  was  a member  of  the  American  Psy- 
choanalytic Association,  the  American  Psychiatric  Asso- 
ciation, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Solomon  Maranov,  M.D.,  of  Brooklyn,  died  on  March  7 
at  the  age  of  sixty-seven.  Dr.  Maranov  received  his  med- 
ical degree  from  the  University  of  Mungos  in  1935.  He  was 
an  associate  emeritus  radiologist  at  Maimonides  Medical 
Center.  Dr.  Maranov  was  a Diplomate  of  the  American 
Board  of  Radiology  and  a member  of  the  Radiological  So- 
ciety of  New  York  State,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Joseph  Dominic  Marraffino,  M.D.,  of  Larchmont,  died 
on  March  22  at  the  age  of  seventy-seven.  Dr.  Marraffino 
graduated  in  1922  from  University  and  Bellevue  Hospital 
Medical  College.  He  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Albert  Alfred  Munzer,  M.I).,  of  Glendale,  died  on  March 
5 at  the  age  of  seventy-six.  Dr.  Munzer  received  his 
medical  degree  from  the  University  of  Berlin  in  1923.  He 
was  a Fellow  of  the  American  College  of  Cardiology  and  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Ignatius  Joseph  Murnane,  M.D.,  of  Albany,  died  on 
November  20  at  the  age  of  seventy-six.  Dr.  Murnane 
graduated  in  1925  from  Georgetown  University  School  of 
Medicine.  He  was  a consulting  radiologist  at  St.  Peter’s 
Hospital.  Dr.  Murnane  was  a member  of  the  Radiological 
Society  of  New  York  State,  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Kurt  Sam  Nahm,  M.D.,  of  New  York  City,  died  on  March 
7 at  the  age  of  seventy-five.  Dr.  Nahm  received  his  medical 
degree  from  the  University  of  F rankfurt  in  1 926.  He  was 
an  emeritus  physician  in  medicine  at  Logan  Memorial 
Hospital  (now  Knickerbocker  Hospital)  and  a clinical  as- 
sistant in  family  practice  at  Jewish  Memorial  Hospital. 
Dr.  Nahm  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Mary  Schwartz  Newman,  M.D.,  of  Brooklyn,  died  on 
August  22  at  the  age  of  ninety-one.  Dr.  Newman  gradu- 
ated in  1 906  from  Physicians  and  Surgeons,  Illinois.  She 
was  a Diplomate  of  the  American  Board  of  Pediatrics  and 
a member  of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Samuel  S.  Paley,  M.D.,  of  New  York  City,  died  on  March 
15  at  the  age  of  seventy-three.  Dr.  Paley  graduated  in  1925 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consulting  physician  at  Bronx-Leb- 
anon  Hospital  Center  and  Prospect  Hospital.  Dr.  Paley 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine (Cardiovascular  Diseases),  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


Arthur  Myron  Parker,  M.D.,  of  Brooklyn,  died  on  March 
10  at  the  age  of  fifty-seven.  Dr.  Parker  graduated  in  1944 
from  Boston  University  School  of  Medicine.  He  was  a 
visiting  physician  in  medicine  at  Kings  County  Hospital 
Center,  an  associate  in  internal  medicine  at  Caledonian 
Hospital,  and  an  assistant  physician  at  Brookdale  Hospital 
Center.  Dr.  Parker  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  American 
Geriatrics  Society,  the  Clinical  Society,  New  York  Diabetes 
Association,  the  New  York  State  Society  of  Internal 
Medicine,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 
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Robert  E.  Peck,  M.D.,  of  Syosset,  died  on  March  22  at  the 
age  of  sixty-two.  Dr.  Peck  graduated  in  1940  from  the 
University  of  Georgia  School  of  Medicine.  He  was  director 
of  psychiatry  at  Syosset  Hospital,  a consulting  psychiatrist 
at  Nassau  County  Medical  Center,  and  an  attending  psy- 
chiatrist at  Central  General  Hospital  (Plainview).  Dr. 
Peck  was  a Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Nicholas  N.  Petrochko,  M.D.,  of  Endwell,  died  on  March 
16  at  the  age  of  fifty-one.  Dr.  Petrochko  graduated  in  1948 
from  Albany  Medical  College.  He  was  a member  of  the 
American  Thoracic  Society,  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


William  Henry  Pleasants,  M.D.,  of  St.  Albans  and  Ja- 
maica, died  on  December  16  at  the  age  of  eighty-seven.  Dr. 
Pleasants  graduated  in  1923  from  Howard  University 
College  of  Medicine.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 


Charles  Sollie  Rubenstein,  M.D.,  of  Neversink,  died  on 
January  1 at  the  age  of  seventy-nine.  Dr.  Rubenstein 
graduated  in  1923  from  McGill  University  Faculty  of 
Medicine.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Louis  I.  Siegel,  M.D.,  of  Jamaica,  died  on  March  12  at  the 
age  of  seventy-three.  Dr.  Siegel  graduated  in  1928  from 
University  and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Rudolph  Erich  Siegel,  M.D.,  of  Buffalo,  died  on  Sep- 
tember 30  at  the  age  of  seventy-five.  Dr.  Siegel  received 
his  medical  degree  from  the  University  of  Gottingen  in 
1924.  He  was  a senior  physician  in  medicine  at  Buffalo 
General  Hospital.  Dr.  Siegel  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Cardiovascular 
Diseases)  and  a member  of  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Leon  Marcus  Simms,  M.D.,  of  Brooklyn,  died  on  March 
10  at  the  age  of  sixty-six.  Dr.  Simms  graduated  in  1935 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a consultant  in  neuropsychiatry  at 


Jewish  Hospital  and  Medical  Center  of  Brooklyn  and 
Southampton  Hospital.  Dr.  Simms  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neurology,  a Fellow 
of  the  American  College  of  Physicians,  and  a member  of  the 
International  Society  of  Internal  Medicine,  the  American 
Academy  of  Neurology,  the  Academy  of  Psychosomatic 
Medicine,  the  American  Psychiatric  Association,  the  As- 
sociation for  Research  in  Nervous  and  Mental  Disease,  the 
American  Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gary  N.  Spero,  M.D.,  of  New  York  City,  died  on  January 
24.  Dr.  Spero  received  his  medical  degree  from  the  Uni- 
versity of  Brussels  in  1964.  He  was  an  assistant  attending 
psychiatrist  at  Maimonides  Medical  Center.  Dr.  Spero 
was  a member  of  the  American  Psychiatric  Association. 

Felix  Stein,  M.D.,  of  Brooklyn,  died  on  February  28  at  the 
age  of  sixty-four.  Dr.  Stein  graduated  in  1937  from 
Queen’s  University  Faculty  of  Medicine.  He  was  an  as- 
sociate pediatrician  at  Brookdale  Hospital  Center.  Dr. 
Stein  was  a Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of  Pediatrics,  the 
Medical  Society  of  the  County  of  Kings,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Russel  Philips  Stoner,  M.D.,  of  Waddington,  died  in 
February.  Dr.  Stoner  graduated  in  1940  from  Hahnemann 
Medical  College  of  Philadelphia.  He  was  a member  of  the 
American  Academy  of  Family  Practice. 

Ernest  H.  Stretton,  M.D.,  of  Canton,  died  on  March  3 at 
the  age  of  sixty-six.  Dr.  Stretton  graduated  in  1936  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  physician  at  Potsdam  Hospital.  Dr. 
Stretton  was  a member  of  the  St.  Lawrence  County  Med- 
ical Society,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Arthur  Robert  Tucker,  M.D.,  of  Rego  Park,  died  on 
August  23  at  the  age  of  forty-nine.  Dr.  Tucker  graduated 
in  1957  from  the  University  of  Melbourne  Faculty  of 
Medicine.  He  was  an  assistant  physician  at  St.  John’s 
Queens  Hospital.  Dr.  Tucker  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 


Roscoe  Morgan  Waterhouse,  M.D.,  of  Fort  Lauderdale, 
Florida,  formerly  of  The  Bronx,  died  on  March  15  at  the 
age  of  ninety.  Dr.  Waterhouse  graduated  in  1911  from 
Tuffs  University  School  of  Medicine. 


Physicians’  Home:  Have  you  sent  in  your  contribution  to  Physicians’  Home  recently?  If  not,  please  do  so  now.  Our 
less  fortunate  colleagues  need  your  help,  and  now  more  t han  ever.  They  are  deeply  grateful  that  such  assistance  is  available 
within  their  own  profession. 
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Medical  Society  of  the  State  of  New  York 


COMMITTEES  1975-1976 


President  and  Secretary  are  ex  officio  members  of  all  committees 


COMMISSION  ON  MEDICAL  SERVICES 

G.  Rehmi  Denton,  Albany,  Chairman 

COMMITTEES 

Hospital  and  Professional  Relations 

Jason  K.  Moyer,  Binghamton,  Chairman 

Norman  S.  Blackman,  Brooklyn,  Vice-Chairman 

John  A.  Billows,  Hempstead 

Stanley  I.  Fishman,  Brooklyn 

John  A.  Garnish,  Rochester 

Edward  W.  Mullin,  Syracuse 

Ian  H.  Porter,  Albany 

William  B.  Rawls,  New  York 

Bernard  J.  Pisani,  New  York,  Advisor 

Interspeeialty 

Donald  H.  Stewart,  Jr.,  Syracuse,  Chairman  (Neu- 
rosurgery) 

Herbert  Lansky,  Tonawanda,  Vice-Chairman  (Pa- 
thology) 

Harold  E.  Berson,  Brooklyn  (Psychiatry) 

Kenneth  H.  Brookler,  New  York  (Otolaryngology) 
Irving  Cramer,  Utica  (General  Surgery) 

Henry  Fleck,  Bronx  (Physical  Medicine  and  Reha- 
bilitation) 

Irwin  Gribetz,  New  York  (Pediatrics) 

Donald  W.  Hall,  Buffalo  (Obstetrics  and  Gynecology) 
Herbert  Joyce,  Buffalo  (Family  Practice) 

Norman  B.  Kanof,  New  York  (Dermatology) 
Samuel  H.  Madell,  New  York  (Radiology) 

Andrew  J.  McGowan,  Jr.,  New  York  (Urology) 
Robert  C.  Mickatavage,  Rye  (Ophthalmology) 
Howard  B.  Rasi,  Brooklyn  (Plastic  Surgery) 
William  J.  Rogers,  III,  Tonawanda  (Orthopedic- 
Surgery) 

Edward  C.  Sinnott,  Old  Westbury  (A.nesthesiology) 
John  R.  Williams,  Jr.,  Rochester  (Internal  Medicine) 

Medical  Care  Insurance 

Daniel  F.  O’Keeffe,  Glens  Falls,  Chairman 

Joseph  F.  Shanaphy,  Staien  Island,  Vice-Chairman 

Franz  L.  Ebstein,  Forest  Hills 

Robert  D.  Fairchild,  Syracuse 

Samuel  H.  Madell,  New  York 

Monte  Malach,  Brooklyn 

Robert  J.  O’Connor,  Staten  Island 

H.  Gregory  Thorsell,  Jamestown 

Daniel  H.  Webster,  Plattsburgh 


Socioeconomics 

Dallas  E.  Billman,  Corning,  Chairman 
John  W.  Ahbuhl,  Albany 
Jeff  J.  Coletti,  Old  Westbury 
Alfred  L.  George,  Batavia 
Francis  J.  Loperfido,  Bronx 
Gerald  J.  Lustig,  Staten  Island 
Robert  C.  McVeigh,  Rochester 
Daniel  F.  O’Keeffe,  Glens  Falls 
Jay  S.  Reibel,  New  York 
Harold  N.  Schwinger,  Brooklyn 
Leonard  S.  Weiss,  Middletown 


Workmen’s  Compensation  and  Occupational 
Health 

John  H.  Morton,  Rochester,  Chairman 

Frederic  W.  Holcomb,  Jr.,  Kingston,  Vice-Chairman 

Thomas  J.  Doyle,  New  York 

Walter  W.  Frederick,  Lake  Placid 

Francis  J.  Haley,  Buffalo 

Burton  P.  Hoffman,  White  Plains 

Robert  P.  Jessup,  Bethpage 

John  A.  Kalb,  Endicott 

Robert  Katz,  New  York 

George  Lim,  Rome 

Nicholas  Teresi,  Albany 

Leonard  Weitzman,  Commack 


Health  Systems  Agency,  Coordinating 

Leonard  Weiss,  Middletown,  Chairman 
Kenneth  H.  Eckhert,  Buffalo 
Samuel  M.  Gelfand,  Rockville  Centre 
John  C.  Herrman,  Lowville 
Morton  Kurtz,  Flushing 
William  K.  Nowill,  Elir.ira 
Thomas  D.  Pemrick,  Troy 
Robert  J.  Weiss,  Binghamton 
Charles  Weller,  Larchmont 
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COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Richard  D.  Eberle,  Syracuse,  Chairman 

COMMITTEES 

State  Legislation 

John  H.  Carter,  Albany,  Chairman 
Edward  A.  Braunstein,  Bayside 
Allan  H.  Bruckheim,  Yonkers 
Robert  B.  Bryant,  Syracuse 
Lester  Candela,  Great  Neck 
Sears  E.  Edwards,  Garden  City 
John  A.  Finkbeiner,  New  York 
James  M.  Flanagan,  Newark 
Gerald  L.  Glaser,  Rochester 
Herbert  E.  Joyce,  Buffalo 
Henry  W.  Kaessler,  Bronxville 
Edgar  O.  Mandeville,  Corona 
Richard  E.  Murphy,  Plattsburgh 
Leo  J.  Rubin,  Bronx 
Ralph  M.  Schwartz,  Brooklyn 
John  W.  Stoll,  Dansville 
Richard  E.  Sullivan,  Binghamton 
Milton  S.  Weinberg,  Jackson  Heights 
Federal  Legislation 

Joseph  R.  Fontanetta,  Brooklyn,  Chairman 

Jacob  H.  Buchbinder,  Brewster 

Robert  P.  Coolidge,  Schenectady 

Irwin  Felsen,  Wellsville 

Seymour  L.  Halpern,  New  York 

Foundations 

John  P.  Glaubitz,  Bethpage,  Chairman 

Anthony  F.  Fragola,  West  Islip 

Elemer  R.  Gabrieli,  Buffalo 

James  R.  Nunn,  Amherst 

Donald  S.  Raines,  Rochester 

Mary  Spalding,  New  York 

Charles  Weller,  Larchmont 

George  Himler,  New  York,  Advisor 

PSRO 

Charles  N.  Aswad,  Binghamton,  Chairman  (Region 
3) 

Irwin  Felsen,  Wellsville  (Region  1) 

William  L.  Craver,  Rochester  (Region  2) 

John  T.  Prior,  Syracuse  (Region  3) 

George  Lim,  Rome  (Region  4) 

Donald  A.  Richter,  Saranac  Lake  (Region  5) 

Gerald  L.  Haines,  Schenectady  (Region  6) 

G.  Rehmi  Denton,  Albany  (Region  7) 

Gerald  Sitomer,  Middletown  (Region  8) 

Daniel  A.  Sherber,  New  Rochelle  (Region  9) 

Howard  B.  Goldstein,  New  City  (Region  10) 

Jay  S.  Reibel,  New  York  (Region  11) 

William  Schwarz,  Staten  Island  (Region  12) 

Joseph  R.  Brennan,  Brooklyn  (Region  13) 

Stanley  I.  Fishman,  Brooklyn  (Region  13) 

Lester  Candela.  Great  Neck  (Region  14) 

Joseph  F.  Chiaramonte,  Baldwin  (Region  15) 
Michael  Walsh,  Bronx  (Region  16) 

Thomas  Gellert,  Huntington  (Region  17) 


COMMISSION  ON  PUBLIC  HEALTH 

Keith  O.  Guthrie,  Jr.,  New  York,  Chairman 

COMMITTEES 

Accident  and  Injury  Prevention 

John  D.  States,  Rochester,  Chairman 
Gerald  Adams,  Brooklyn 
Harold  Brandaleone,  New  York 
James  Cosgriff,  Buffalo 
Francis  J.  Gilroy,  Binghamton 
David  R.  Heller,  White  Plains 
James  E.  Holmblad,  Schenectady 
Marshall  Lepidus,  Islip 
George  Lim,  Rome 
William  D.  Wiley,  Deferiet 
Leslie  Fisher,  Albany,  Advisor 
Robert  Huszar,  Albany,  Advisor 

Aging  and  Nursing  Homes 

Marcelle  T.  Bernard,  Bronx,  Chairman 

Albert  F.  R.  Andresen,  Jr.,  New  Rochelle 

Robert  Collins,  Syracuse 

Eli  A.  Leven,  Rochester 

Edward  J.  Lorenze,  III,  Quogue 

James  A.  Moore,  Albany 

John  R.  Price,  Adams 

Leon  M.  Rothman,  Brooklyn 

Garrett  W.  Vink,  Carmel 

George  M.  Warner,  Albany,  Advisor 

Alcoholism 

Stanley  E.  Gitlow,  New  York,  Chairman 
LeClair  Bissell,  New  York 
Sheila  B.  Blume,  Central  Islip 
Pasquale  A.  Carone,  Amityville 
Stephen  M.  Clement,  Buffalo 
Luther  A.  Cloud,  New  York' 

Sidney  S.  Greenberg,  New  York 
Susan  E.  Hanson,  Rochester 
William  L.  Holt,  Jr.,  Albany 
Brian  R.  Nagy,  Elmira 
Arthur  G.  Baker,  Albany,  Advisor 

Cancer 

Charles  E.  Rogers,  Roslyn,  Chairman 
Daniel  Burdick,  Syracuse 
Richard  G.  Cooper,  Buffalo 
Thomas  P.  Hamilton,  Jr.,  Watertown 
John  W.  Hirshfeld,  Ithaca 
Richard  H.  Lange,  Schenectady 
Daniel  G.  Miller,  New  York 
Arthur  A.  Stein,  Albany 
Herbert  Volk,  Bronx 

Nicholas  G.  Bottiglieri,  Stamford,  Connecticut,  Ad- 
visor 

Peter  Greenwald,  Albany,  Advisor 
Gerald  P.  Murphy,  Buffalo,  Advisor 
Guy  F.  Robbins,  New  York,  Advisor 
Charles  D.  Sherman,  Jr.,  Rochester,  Advisor 
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Cardiovascular  Disease 

Charles  A.  Bertrand,  White  Plains,  Chairman 

Norman  S.  Amer,  Hewlett 

Charles  P.  Bailey,  New  York 

Richard  R.  Banner,  Rochester 

Joseph  T.  Doyle,  Albany 

Abraham  Jezer,  Bronx 

Jerome  A.  Schack,  New  York 

Morris  A.  Shapiro,  Schenectady 

Jay  Harris,  Albany,  Advisor 

Child  Abuse 

Vincent  J.  Fontana,  New  York,  Chairman 

Marvin  L.  Blumberg,  Jamaica 

Dominick  J.  DiMaio,  New  York 

Theodore  C.  Jewett,  Jr.,  Buffalo 

Fedor  A.  Kuritzkes,  Corona 

Walter  J.  O’Connor,  West  Islip 

Aaron  R.  Rausen,  New  York 

Doris  L.  Wethers,  New  York 

Selig  Katz,  Albany,  Advisor 

Disaster  Medical  Care 

Irving  G.  Frohman,  Rockaway  Beach,  Chairman 

William  G.  Abel,  East  Hampton 

Richard  S.  Blum,  Flushing 

Russell  Weaver  Greenhalgh,  Jamesville 

Patrick  E.  O’Hara,  Binghamton 

Hugh  W.  Smith,  Staten  Island 

Robert  J.  Huszar,  Albany,  Advisor 

Drug  Abuse 

Leonard  L.  Heimoff,  Bronx,  Chairman 

Matthew  Brody,  Brooklyn 

Douglas  Evans,  Rochester 

Sidney  Greenberg,  New  York 

Philip  K.  Kaufman,  Astoria 

Allison  B.  Landolt,  Bronxville 

Stephen  Nordlicht,  New  York 

Arthur  G.  Baker,  Albany,  Advisor 

Emergency  Medicine 

David  N.  Kluge.  Rochester,  Chairman 

Charles  N.  Aswad,  Binghamton 

Edward  L.  McNeil,  Mt.  Kisco 

Alexander  E.  Messer,  Oneonta 

Walter  F.  Pizzi,  New  York 

Gerald  W.  Shaftan,  Brooklyn 

Nicholas  Scors,  Plattsburgh 

Robert  Huszar,  Albany,  Advisor 

Environmental  Quality 

Stanley  I.  Fishman,  Brooklyn,  Chairman 

William  H.  Becker,  Brooklyn 

Thaddeus  J.  Murawski,  Albany 

Meredith  H.  Thompson,  Albany,  Advisor 

Health  Manpower  (Including  Nursing  and  Para- 
medical Personnel) 

Stephen  W.  Blatchly,  Groton,  Chairman 

Frank  A.  Baumann.  Binghamton 

Donald  Bidwell,  Seneca  Falls 

Lester  Candela,  Great  Neck 

Myron  E.  Carmer,  Lyons 

Clarke  T.  Case,  Utica 

Katharine  L.  Friedmann,  Ardsley 

Frank  C.  Nichols,  Sea  Cliff 

Morton  A.  Schiffer,  Brooklyn 

Leo  J.  Swirsky,  Brooklyn 

Irving  J.  Thorne,  New  York 

Leonard  W’eitzman,  Commack 

Julia  Freitag,  Albany,  Advisor 


Russell  C.  Johnson,  Albany,  Advisor 

Jackson  Riddle,  Albany,  Advisor 

Home  Health  Care 

Roger  J.  Boulay,  Rochester,  Chairman 

Gerald  D.  Dorman,  New  York 

Elizabeth  A.  Goessel,  New  York 

Lawrence  Kryle,  Roslyn  Heights 

Bennie  Mecklin,  Watertown 

Charles  Weller,  Larchmont 

Arthur  G.  Baker,  Albany,  Advisor 

Maternal  and  Child  Welfare 

Edward  C.  Hughes,  Syracuse,  Chairman 

Roderick  McLean,  Syracuse,  Co-Chairman 

Walter  L.  Freedman,  Valhalla 

Myron  Gordon,  New  York 

Donald  W.  Hall,  Buffalo 

Richard  E.  Murphy,  Plattsburgh 

Ralph  M.  Schwartz,  Brooklyn 

Donald  Swartz,  Albany 

Selig  Katz,  Albany,  Advisor 


REGIONAL  REPRESENTATIVES  IN  OBSTET- 
RICS AND  PEDIATRICS 


Region  One:  New  York,  Richmond,  Bronx 

Obstetrics — Myron  Gordon,  New  York  City 
Pediatrics — Donald  S.  Gromisch,  Syosset 
Region  Two:  Kings,  Queens,  Nassau,  Suffolk 

Obstetrics — William  Finn,  Manhasset 
Pediatrics — Samuel  Karelitz,  New  Hyde  Park 
Region  Three:  Westchester,  Putnam,  Rockland,  Orange, 

Dutchess,  Ulster 

Obstetrics — John  R.  Gregory,  Bronxville 
George  Montgomery,  Jr.,  Poughkeepsie 
Pediatrics — Edward  A.  Hardy,  Pelham 

Region  Four:  Schenectady,  Fulton,  Montgomery,  Schoharie 
Obstetrics — William  H.  Brown,  Schenectady 
Pediatrics — Stewart  C.  Wagoner,  Schenectady 
Region  Five:  Albany,  Washington,  Columbia,  Rensselaer, 
Greene,  Saratoga,  Warren 
Obstetrics — Lome  F.  Hall,  Albany 
Raymond  L.  Rhodes,  Glens  Falls 
Pediatrics- — William  A.  Petersen,  Latham 
Region  Six:  Clinton,  Essex,  Franklin 
Obstetrics — Robert  E.  Davis,  Plattsburgh 
Pediatrics — Peter  Pulrang,  Plattsburgh 

Region  Seven:  Jefferson.  Lewis,  St.  Lawrence,  Oswego 
Obstetrics — Frank  Meyer,  Fulton 
Pediatrics — 

Region  Eight:  Onondaga,  Oneida,  Madison,  Cortland,  Ca- 
yuga, Herkimer.  Hamilton 
Obstetrics — Richard  H.  Aubry,  Syracuse 
Pediatrics — 

Region  Nine:  Broome,  Tioga,  Chenango,  Otsego,  Delaware. 

Sullivan 

Obstetrics — Robert  E.  Ahearn,  Binghamton 
Pediatrics — Gary  Preiser,  Walton 

Region  Ten:  Monroe,  Orleans,  W’ayne,  Livingston.  Ontario, 

Seneca,  Yates 

Obstetrics — Jerome  Glazer,  Rochester 
Pediatrics — John  L.  Green,  Rochester 

Region  Eleven:  Chemung,  Schuyler,  Steuben,  Tompkins, 

Allegany 

Obstetrics — Donald  L.  Brooks,  Jr.,  Elmira 
Pediatrics — Aziz  H.  Kureshi,  Corning 
Region  Twelve:  Erie,  Nigara,  Genesee,  Wyoming, 

Chautauqua,  Cattaraugus 
Obstetrics — Donald  W.  Hall,  Buffalo 
William  T.  Ellis,  Jamestown 
Laurence  G.  Roth.  Batavia 
Pediatrics — Alan  H.  Reckhow,  Kenmore 
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Medical  Aspects  of  Sports 

Donald  T.  Kasprzak,  Plattsburgh,  Chairman 

John  L.  Marshall,  New  York,  Vice-Chairman 

Albert  B.  Accettola,  Staten  Island 

Viola  F.  Anderson,  Bronxville 

Herbert  Bessen,  Carmel 

John  L.  Butsch,  Buffalo 

Kenneth  E.  DeHaven,  Rochester 

Joseph  T.  Findaro,  Flushing 

Louis  N.  Frankel,  Hempstead 

Frederick  H.  Grabo,  Rome 

Norman  R.  Loomis,  Ontario 

Onslow  A.  Gordon,  III,  Westport,  Advisor 

Joseph  Abraham,  Geneva,  Advisor 

Selig  Katz,  Albany,  Advisor 

Mental  Health 

Allison  B.  Landolt,  Bronxville,  Chairman 

Carole  Barry,  Rochester 

Gurston  David  Goldin,  New  York 

Edith  Mila  Jurka,  New  York 

John  P.  Lambert,  Katonah 

Laurence  Loeb,  Hartsdale 

Stephen  Nordlicht,  New  York 

Donald  H.  Schultz,  Kingston 

Metabolic  Diseases 

Arthur  H.  Dube,  Syracuse,  Chairman 

Marshall  Clinton,  Buffalo 

William  W.  Faloon,  Rochester 

Harold  Zarowitz,  Brooklyn 

Bernard  Pollara,  Albany,  Advisor 

Physical  Medicine  and  Rehabilitation 

Edward  J.  Lorenze,  III,  Quogue,  Chairman 

William  H.  Georgi,  Buffalo 

Milton  Lowenthal,  Bronx 

Edward  W.  Lowman,  New  York 

Leo  Rothman,  Brooklyn 

Asa  P.  Ruskin,  Brooklyn 

Samuel  S.  Sverdlik,  New  York 

Frederick  A.  Groff,  Jr.,  Albany,  Advisor 

Preventive  Medicine 

Harry  S.  Lichtman,  Lido  Beach,  Chairman 
John  P.  Albanese,  Bronx 
Burton  Allyn,  Spring  Valley 
Duncan  W.  Clark,  Brooklyn 
Gerald  J.  Duffner,  Newark 
Louis  E.  Soscia,  Scarsdale 
Rudolf  H.  Steinharter,  Hempstead 
Thomas  S.  Bumbalo,  Buffalo  (Subcommittee  on  In- 
fectious Diseases) 

Leonard  L.  Heimoff,  Bronx  (Subcommittee  on 
Community  Health) 

Howard  B.  Shookhoff,  Bronx  (Subcommittee  on 
Tropical  Diseases) 

Harry  A.  Feldman,  Syracuse,  Advisor 
Donald  0.  Lyman,  Albany,  Advisor 

Rural  Medical  Service 

Edward  C.  Hughes,  Syracuse,  Chairman 
Edward  A.  Barrett,  Albion 
Stephen  W.  Blatchly,  Groton 
Ernest  H.  Carhart,  Syracuse 
Erich  Hirsch,  Geneva 
Rudolph  F.  Hust,  Unadilla 
Herbert  A.  Laughlin,  Westfield 
Ralph  C.  Parker,  Jr.,  Pittsford 
Donald  W.  Richie,  Croton  Falls 


Julia  Freitag,  Albany,  Advisor 
Hugh  M.  McChesney,  Pulaski,  Advisor 

School  Health 

George  F.  Cunningham,  Sayville,  Chairman 

Richard  H.  Bennett,  Camillus 

Edward  M.  DiToila,  New  York 

Peter  C.  Pulrang,  Plattsburgh 

Norman  B.  Schell,  Jericho 

Selig  Katz,  Albany,  Advisor 

COMMISSION  ON  EDUCATION 

Bernard  J.  Pisani,  New  York,  Chairman 

COMMITTEES 

Accreditation 

Continuing  Medical  Education 

Marvin  L.  Bloom,  Buffalo,  Chairman 

Louis  J.  Delli-Pizzi,  Manhasset 

Peter  B.  Farnsworth,  Valhalla 

William  C.  Felch,  Rye 

George  Himler,  New  York 

Phillip  I.  Levitan,  Smithtown 

William  P.  Nelson,  III,  Albany 

Ward  L.  Oliver,  Cobleskill 

Robert  Lee  Patterson,  Jr.,  New  York 

Theodore  J.  Prowda,  Sherrill 

Charles  D.  Sherman,  Jr.,  Rochester 

M.  Theodore  Tanenhaus,  Brooklyn 

Julia  Freitag,  Albany,  Advisor 

Thomas  W.  Mou,  Albany,  Advisor 

Jackson  Riddle,  Albany,  Advisor 

Donald  C.  Walker,  Albany,  Advisor 

Data  Processing  in  Medicine 

William  A.  Bauman,  New  York,  Chairman 

Ralph  L.  Engle,  Jr.,  New  York 
Alvin  H.  Freiman,  New  York 
Elemer  R.  Gabrieli,  Buffalo 
Terence  W.  Murphy,  Larchmont 
Leon  Pordy,  New  York 
Charles  T.  Ryder,  New  York 
Edward  Vastola,  Brooklyn 

Sheldon  Zimberg,  New  York 

Philip  Aisen,  Bronx,  Advisor 

Allan  C.  Anderson,  Rochester,  Advisor 

Thomas  C.  Gabriele,  Albany,  Advisor 

Donald  M.  Shapiro,  Valhalla,  Advisor 

William  J.  Mueller,  Syracuse,  Advisor 

James  D.  Wharton,  Albany,  Advisor 

Forensic  Medicine 

Milton  Helpern,  New  York,  Chairman 

Martin  F.  Hilfinger,  Jr.,  Syracuse 

Judith  M.  Lehotay,  Buffalo 

Leslie  I.  Lukash,  East  Meadow 

Arthur  A.  Stein,  Albany 

Robert  L.  Sullivan,  Schenectady 

Sidney  B.  Weinberg,  Hauppauge 

William  Kaufmann,  Albany,  Advisor 

Medical  School  Relationships 

Charles  D.  Sherman,  Jr.,  Rochester,  Chairman 

John  H.  Carter,  Albany 

George  L.  Collins,  Jr.,  Buffalo 

Bernard  J.  Pisani,  New  York 

Subcommittee  on  Student  Affairs 
Subcommittee  on  Faculty  Affairs 
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Quackery 

Joseph  G.  Zimring,  Long  Beach,  Chairman 
Allison  B.  Landolt,  Bronxville 
Charles  E.  Rogers,  Roslvn 
M.  Theodore  Tanenhaus,  Brooklyn 
Donald  MacHarg,  Albany,  Advisor 
Surveys 

COMMISSION  ON  INSURANCE  ANI)  MEM- 
BERSHIP BENEEITS 

Milton  Rosenberg,  Patchogue,  Chairman 

COMMITTEES 
General  Insurance 

Bernard  J.  Hartnett,  Auburn,  Chairman 

Leonard  J.  Barron,  Binghamton 

Renzo  S.  Basili,  Brooklyn 

Daniel  Friedman,  Coram 

Robert  M.  George,  Utica 

John  G.  Hamilton,  Rochester 

Herbert  E.  Joyce,  Buffalo 

Jack  Lehman,  Jackson  Heights 

John  Alan  Ramsdell,  White  Plains 

Thomas  J.  Sheehy,  Jr.,  Glen  Cove 

Membership  Benefits 

Edward  Mulligan,  Rochester,  Chairman 

Vincent  Geraci,  Brooklyn 

J.  Conrad  Greenwald,  Great  Neck 

Karl  Neumann,  Forest  Hills 

Francis  Z.  Reinus,  New  York 

OTHER  COUNCIL  COMMITTEES 

Archives 

Paul  S.  Striker,  New  York,  Chairman 

Bernard  R.  Margolius,  Catskill 

Harriett  Northrup,  Jamestown 

Nathan  Roth,  New  York 

Alfred  A.  Angrist,  Lake  Success,  ex  officio 

Awards  and  Prize  Essays 

Alfred  A.  Angrist,  Lake  Success,  Chairman 

Aaron  Fedor,  Jackson  Heights 

Samuel  Karelitz,  New-  Hyde  Park 

Bicentennial 

Arthur  H.  Diedrick,  Port  Chester,  Chairman 

James  M.  Blake,  Schenectady 

Ralph  S.  Emerson,  Roslyn  Heights 

Henry  I.  Fineberg,  Lake  Success 

Walter  T.  Heldmann,  Staten  Island 

George  Hinder,  New  York 

Edward  C.  Hughes,  Syracuse 

Joseph  J.  Kaufman,  Newark 

Thomas  F.  McCarthy,  Bronx 

Edward  Siegel,  Lake  Success 

Walter  Scott  Walls,  Buffalo 

George  T.  C.  Way,  Poughkeepsie 

Budget  and  Finance 

Walter  T Heldmann,  Staten  Island,  Chairman 

Milton  Gordon,  Huntington 

Joseph  J.  Kaufman,  Newark 

Warren  A.  Lapp.  Brooklyn 

Thomas  F.  McCarthy,  Bronx 

Albert  M.  Schwartz,  New  York 

Constitutions  and  Bylaws 

Ralph  M.  Schwartz,  Brooklyn,  Chairman 

James  R.  Nunn,  Amherst 

Melville  G.  Rosen,  Stonybrook 

J.  Richard  Burns,  Lake  Success,  ex  officio 


Convention 

Joseph  G.  Zimring,  Long  Beach,  Chairman 

Frank  LaGattuta,  Bronx 

Stephen  Nordlicht,  New  York 

Albert  H.  Douglas,  Jamaica,  Consultant 

(Committee  personnel  includes  the  chairmen  of 

the  following  subcommittees) 

Dinner  Subcommittee 
Arthur  H.  Diedrick,  Port  Chester,  Chairman 
Thomas  S.  Bumbalo,  Buffalo 
Scientific  Awards  Subcommittee 
Julius  E.  Stolfi,  Brooklyn,  Chairman 
Leonard  F.  Ciner,  New  York 
John  H.  Morton,  Rochester 
Albert  H.  Douglas,  Jamaica,  Consultant 
Scientific  Exhibits  Subcommittee 
Thomas  S.  Bumbalo,  Buffalo,  Chairman 
Francis  P.  Bilello,  Glen  Cove 
Lester  Blum,  New  York 
Bernard  S.  Epstein,  New  Hyde  Park 
Frederick  Lee  Liebolt,  New  York 
Scientific  Program  Subcommittee 
Stephen  Nordlicht,  New  York,  Chairman 
Martin  Lipkin,  New  York,  Associate  Chairman 
Henry  B.  Marshall,  Elmira,  Associate  Chairman 
A.  W.  Martin  Marino,  Jr.,  Brooklyn,  Associate 
Chairman 

Maxwell  Spring,  Bronx,  Associate  Chairman 
William  J.  Staubitz,  Buffalo,  Associate  Chairman 
Leo  J.  Swirsky,  Brooklyn,  Associate  Chairman 
Albert  H.  Douglas,  Jamaica,  Consultant 
(Subcommittee  personnel  includes  also  chairmen 
of  scientific  sections  and  sessions) 

Ethics 

Joseph  G.  Zimring,  Long  Beach,  Chairman 

Charles  A.  Gwynn,  Syracuse 

Frank  LaGattuta,  Bronx 

Stephen  Nordlicht,  New  York 

John  Sauer,  New  York 

Library 

Albert  M.  Schwartz,  New  York,  Chairman 

Eliza  H.  Caldwell,  Pelham 

Warren  A.  Lapp,  Brooklyn 

Albert  B.  Lowenfels,  Valhalla 

William  B.  Ober,  New  York 

Albert  H.  Douglas,  Jamaica,  Consultant 

Public  and  Professional  Relations 

Richard  B.  Nolan,  New  York,  Chairman 

George  W.  Benninger,  New  Windsor 

Leonard  S.  Brahen,  East  Meadow 

Robert  E.  Good,  Elmira 

David  B.  McDowell,  Plattsburgh 

Jack  D.  O’Neil,  Corning 

Thomas  D.  Pemrick,  Troy 

John  A.  Root,  Dewitt 

William  C.  Stein,  Lockport 

Publica  tions 

Warren  A.  Lapp,  Brooklyn,  Chairman 
Arthur  H.  Diedrick,  Port  Chester 
Milton  Gordon,  Huntington 
Alfred  A.  Angrist,  Lake  Success,  ex  officio 
Julius  E.  Stolfi,  Brooklyn,  ex  officio 
Albert  H.  Douglas,  Jamaica,  Consultant 
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Research  and  Planning 

Paul  M.  DeLuca,  Endicott,  Chairman 

Lynn  R.  Callin,  Rochester 

William  M.  Hewlett,  Jamaica 

Henry  B.  Marshall,  Elmira 

Charles  D.  Sherman,  Jr.,  Rochester 

Walter  Scott  Walls,  Buffalo 

George  T.  C.  Way,  Poughkeepsie 

Charles  Weller,  Larchmont 

G.  Rehmi  Denton,  Albany,  Advisor 

Edward  C.  Hughes,  Syracuse,  Advisor 

Advisory  Committee  to  the  American  Association 

of  Medical  Assistants,  New  York  State  Society,  Inc. 

Edward  C.  Rozek,  Buffalo,  Chairman 

Anthony  F.  Fragola,  West  Islip 

Carl  C.  Sansocie,  Brockport 

Membership 

Franz  L.  Ebstein,  Forest  Hills,  Chairman 

Cleo  Caddy,  Garden  City 

Abraham  W.  Freireich,  Malverne 

Shirley  J.  Kaye,  New  Scotland 

Morton  Kurtz,  Flushing 

Donald  A.  Richter,  Saranac  Lake 

Ravindra  F.  Shah,  Fulton 

Wayne  C.  Templer,  Corning 

Charles  T.  Tuke,  Rochester 

William  A.  Whyland,  Troy 

STANDING  COMMITTEES 

House  Committee  on  Bylaws 

Richard  D.  Eberle,  Syracuse,  Chairman 

Clarke  T.  Case,  Utica 

John  L.  Clowe,  Schenectady 

G.  Rehmi  Denton,  Albany 

James  M.  Flanagan,  Newark 

Joseph  R.  Fontanetta,  Brooklyn 

Allison  B.  Landolt,  Bronxville 

Henry  B.  Marshall,  Elmira 

James  R.  Nunn,  Amherst 

Milton  Rosenberg,  Patchogue 

George  T.  C.  Way,  Poughkeepsie,  ex  officio 

Joseph  F.  Shanaphy,  Staten  Island,  ex  officio 

J.  Richard  Burns,  Lake  Success,  ex  officio 

Ad  Hoc  Committee  of  the  House  to  Study 

Methods  of  Election  of  Council  Members  and 
AM  A Delegates 

Edward  C.  Hughes,  Syracuse,  Chairman 
G.  Rehmi  Denton,  Albany 
John  A.  Finkbeiner,  New  York 


John  G.  Hansen,  Greenport 
Henry  B.  Marshall,  Elmira 
Robert  A.  Mayers,  Rye 
John  H.  Morton,  Rochester 
Lester  Tuchman,  New  York 
Walter  Scott  Walls,  Buffalo 
Robert  E.  Westlake,  Syracuse 
Judicial  Council 

Theodore  J.  Prowda,  Sherrill,  Chairman 
Walter  T.  Heldmann,  Staten  Island 
James  M.  Blake,  Schenectady 
Joseph  G.  Zimring,  Long  Beach 
Reid  R.  Heffner,  New  Rochelle 

Nominating  Committee 

Lynn  R.  Callin,  Rochester,  At  Large,  Chairman 
William  A.  Schwarz,  Stapleton,  First  District 
Milton  Rosenberg,  Patchogue,  Second  District 
Frederic  W.  Holcomb,  Jr.,  Kingston,  Third  District 
Daniel  F.  O’Keeffe,  Glens  Falls,  Fourth  District 
Thomas  P.  Hamilton,  Jr.,  Watertown,  Fifth  District 
Henry  B.  Marshall,  Elmira,  Sixth  District 
James  M.  Flanagan,  Newark,  Seventh  District 
Glen  M.  Ebersole,  Jamestown,  Eighth  District 
Ansel  R.  Marks,  Middletown,  Ninth  District 
Keith  0.  Guthrie,  Jr.,  New  York,  At  Large 

Executive  Committee  of  the  Council 

Ralph  S.  Emerson,  Roslyn  Heights,  Chairman 

Bernard  J.  Pisani,  New  York 

George  L.  Collins,  Jr.,  Buffalo 

Lynn  R.  Callin,  Rochester 

Carl  Goldmark,  Jr.,  New  York 

Albert  M.  Schwartz,  New  York 

John  H.  Carter,  Albany 

Allison  B.  Landolt,  Bronxville 

Professional  Medical  Liability  Insurance  and 
Defense  Board 

Andrew  H.  Patterson,  New  York,  Chairman 

Harold  N.  Schwinger,  Brooklyn,  Vice-Chairman 

Ronald  A.  Andree,  New  York 

Robert  Breault,  Schenectady 

James  W.  Hanway,  Katonah 

Robert  G.  Hicks,  New  York 

Antonio  F.  LaSorte,  Binghamton 

Herbert  Lourie,  Syracuse 

M.  Theodore  Tanenhaus,  Brooklyn 

Carl  Goldmark,  Jr.,  New  York,  ex  officio 

Albert  M.  Schwartz,  New  York,  ex  officio 

Donald  J.  Fager,  Esq.,  New  York,  Executive  Secretary 

J.  Richard  Burns,  Lake  Success,  General  Counsel 
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Recent  additions  to  the  test  list 


Chemistry 

Gentamicin  levels 
Free  erythrocyte 
protoporphyrins 
Uroporphyrinogen- 
1 -synthetase 
CPK  isoenzymes 
Riboflavin  (B2) 

Pyridoxal 
phosphate  (B6) 

Succinimides  in  serum 
Angiotensin-I- 
converting  enzyme 
Dopamine  /3-hydroxylase 

Endocrinology 

Prolactin 

Estriol  in  serum 

Estradiol  receptor  assay 

ACTH 

Calcitonin 

Parathyroid  hormone 
Chorionic  gonadotropin 
by  RIA 


Immunology 

Anti-adrenal  cortex  antibodies 
Anti-striated  muscle  antibodies 
Anti-myocardial  antibodies 
Anti-skin  antibodies 
Intrinsic  factor  antibodies 
Alphai-fetoprotein 
RAST  for  allergy  testing 
Anti-DNA  antibodies 
Cytomegalovirus  antibodies 
CEA 


Bio-Science  Laboratories 

The  unusual  laboratory 
for  unusual  tests 


Bio-Science 

New  York  Branch 

5 Nassau  Street 
Rockville  Centre, 

New  York  11570 
(516)766-2233 
Stanley  M.  Reimer,  Ph  D. 
Director 

Philip  B.  Sommers,  Ph.D. 
Assistant  to  the  Director 


Month  in  Washington 


Presidential  candidate  Jimmy  Carter  has  abandoned 
his  fence-straddling  position  on  national  health  insurance 
and  announced  his  support  for  a phased-in  comprehensive 
program  that  sounds  much  like  that  proposed  by  labor 
leaders  and  Sen.  Edward  Kennedy  (D.,  Mass.). 

The  former  Georgia  Governor,  who  has  been  accused  by 
his  political  enemies  of  failing  to  take  clear-cut  stands  on 
controversial  national  issues,  came  out  four-square  for  a 
broad  NHI  at  the  annual  convention  of  the  Student  Na- 
tional Medical  Association  here. 

With  Carter’s  announcement,  most  of  the  viable 
Democratic  Presidential  hopefuls  are  lined  up  behind 
federalized  NHI,  thus  assuring  that  the  Democratic  Party 
plank  on  the  issue  will  come  out  strongly  for  such  a pro- 
gram. 

Carter  said  he  favored  universal,  mandatory  coverage 
of  comprehensive  benefits  financed  through  payroll  taxes 
and  general  tax  revenues.  He  called  for  strict  controls  and 
said  NHI  should  first  benefit  "those  who  need  it  most . . . 
with  the  understanding  that  it  will  be  a comprehensive 
program  in  the  end.” 

The  candidate  also  supported  the  controversial  legisla- 
tion sponsored  by  Sen.  Herman  Talmadge  (D.,  Ga.)  to 
“place  controls  on  hospital  costs  and  physician  charges 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


under  Medicare  and  Medicaid.”  He  seemed  to  endorse  as 
well  the  medical  manpower  provisions  backed  by  Sen. 
Kennedy.  Declaring  “the  medical  establishment  has  not 
responded  to  the  shortage  of  primary  care  services  and 
practitioners.” 

Carter  said  he  supports  “organized  approaches  to  de- 
livery of  services,”  contending  the  American  health  care 
system  has  become  “a  comprehensive  catastrophe.” 

* * * 

The  Federal  Trade  Commission  has  announced  via  press 
release  that  it  is  conducting  an  investigation  to  determine 
whether  the  American  Medical  Association  may  have  “il- 
legally restrained  the  supply  of  physicians  and  health  care 
services.” 

The  Commission  said  its  probe  will  focus  on: 

* accreditation  of  medical  schools  and  graduate  pro- 
grams. 

* definition  of  fields  of  practice  for  physicians  and  allied 

health  personnel  by  the  AMA. 

* alleged  limitations  on  forms  of  health  care  delivery 

“inconsistent  with  the  fee-for-service  approach.” 

It  was  the  second  major  action  against  the  AMA  this  year 
by  the  FTC  which  earlier  had  charged  that  the  AMA’s 
ethical  ban  on  advertising  by  physicians  violates  the  anti- 
trust laws. 

continued  on  page  1009 
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Abstracts  in  Interlingua 


Shayegani,  M.,  McGlynn,  D.,  Brisebois,  P.,  e Gibbons, 

W.:  Serogruppos  de  Escherichia  coli  enteropathogenic  in 
le  Norte  de  Nove  York,  New  York  State  J.  Med.  76:  851 
(Junio)  1976. 

Le  information  referente  al  especies  enteropathogenic 
del  Escherichia  coli  (“EEPEC”)  considerate  causante  de 
diarrhea  in  humanos  esseva  studiate  in  le  Stato  de  Nove 
York  (le  citate  de  Nove  York,  excludite)  desde  Januario  de 
1971  a Maio  de  1975.  Le  seroagruppation,  le  sol  procedi- 
mento  communmente  usate  per  le  laboratorios  de  diagnose 
pro  establir  le  enteropathogenicity  del  especies  del  E.  coli, 
esseva  facite  in  nostre  laboratorio  usante  le  methodos  del 
anticorpores  fluorescente  e del  agglutination  in  glissatas 
(porta-objectos  microscopic).  Le  information  revelava  un 
augmento  gradual  del  frequentia  del  EEPEC  durante  iste 
periodo.  Le  tests  es  deseate  e necessitate  pro  permiter  le 
detection  rutinari  del  especies  del  E.  Coli  invasive  e le 
producente  de  enterotoxinas  in  le  laboratorios  clinic. 

Pratilas,  V.,  e Pratila,  M.  G.:  Halothano  e le  ficato;  de 
actualitate?,  New  York  State  J.  Med.  76:  858  (Junio) 
1976. 

Un  revision  del  studios  clinic  e investigative  publicate 
durante  20  annos  supra  le  uso  anesthetic  del  halothano  es 
presentate.  Le  evidentia  existente  suggere  que  le  “hepa- 
titis halothanic,”  si  effectivemente  existe,  es  un  entitate 
rare.  Le  implicationes  de  factores  tal  como  le  augmento 
del  incidentia  del  hepatitis  viral  e nostre  melior  cognosci- 
mento  del  metabolismo  del  drogas,  includente  ille  rela- 
tionate  al  halothano,  es  discutite.  Varie  methodos  de  la- 
boratorio reputate  de  esser  diagnostic  per  le  hepatitis 
halothanic,  es  describite.  Un  discussion  supra  le  sito  actual 
del  halothano  in  le  practica  del  anesthesia,  con  conclusiones 
e recommendationes,  es  detaliate. 

Murphy,  G.  P.,  Joiner,  J.  R.,  Vana,  J.,  Patterson,  J.  C., 
e Saroff,  J.:  Tractamento  del  carcinoma  prostatic  in  le 
Nove  York  occidental,  New  York  State  J.  Med.  76:  869 
(Junio)  1976. 

Le  summario  de  548  patientes  con  carcinoma  prostatic 
provenente  de  24  institutiones  membros  del  “Lakes  Area 
Regional  Tumor  Service  Registry,”  Registro  de  Tumores 
(“Tumor  Registry”),  esseva  examinate  durante  le  periodos 
inter  1970  e 1974  e,  quando  esseva  possibile,  esseva  com- 
parate  con  ille  de  124  patientes  con  carcinoma  prostatic 
concurrentemente  referite  al  Institute  Roswell  Park  Me- 
morial, durante  le  mesme  periodo.  In  iste  reporto  es  em- 
phatisate  le  variatate  de  tractamentos  offerite  al  patientes 
con  cancer  del  prostata  del  hospitales  regional  e un  centro 
de  categoria.  Nonobstante  iste  situation,  le  apparente 
proportiones  del  superviventia  limitate,  actual,  es  similar. 
Le  indices  de  superviventia  per  le  patientes  tanto  in  le 
Stadios  Clinic  B como  D que  habeva  un  orchiectomia,  con 
o sin  therapia  hormonal  additionate,  esseva  meliorate 
durante  le  prime  3 annos  de  tractamento  depost  le  diag- 
nose. Ben  que  le  palliation  hormonal  in  le  stadios  clinic 
avantiate  es  commun,  un  augmento  del  uso  del  radio- 
therapia  es  notate.  Le  chimiotherapia  non-hormonal  es 
usate  plus  frequentemente — a un  grado  significative — in 


le  centro  de  categoria.  Ha  apparente  differentias  signifi- 
cative in  le  etate  del  patientes  e etiam  in  le  stadios  clinic 
del  morbo,  dependente  del  institution  in  que  le  patientes 
es  viste  le  prime  vice.  Un  proportion  significative  (p 
<0.01)  del  patientes  del  “Tumor  Registry”  esseva  diag- 
nosticate in  Stadio  Clinic  D a un  etate  inferior  al  etate 
medie  general,  comparate  con  ille  de  altere  stadios.  Iste 
pote  reflecter  un  limitation  general  con  le  uso  del  methodos 
diagnostic  actual  pro  detectar  patientes  in  stadios  avantiate 
a un  etate  plus  temprane.  Iste  importante  factores  debe 
esser  considerate  in  le  evalutation  del  efficatia  del  therapia. 

Budny,  J.  L.,  Grotke,  N.  C.,  e MacGillivray,  M.  H.: 

Reduction  del  colorante  nitroazur-tetrazolium;  valor  di- 
agnostic in  pueros  con  morbos  febrile,  New  York  State  J. 
Med.  76:  877  (Junio)  1976. 

Le  reduction  del  nitroazur-tetrazolium  (NAT)  per  le 
granulocytes  esseva  evaluate  in  230  patientes  e le  controlos. 
Le  percentage  promedie  de  cellulas  positive  con  le  NAT  ± 
1 (deviation  standard)  pro  60  adultos  sane  (43.4  ± 11.3) 
esseva  significativemente  differente  del  valor  trovate  in  21 
pueros  normal  (40.6  ± 12.8),  e in  14  infantes  minor  de  2 
menses  de  etate  (50  ± 18.9).  Le  4 pueros  con  morbos 
granulomatose  chronic  non  habeva  granulocytes  positive 
con  le  NAT.  In  le  49  pueros  con  morbos  infectiose  bac- 
terian,  le  percentage  promedie  de  cellulas  positive  con  le 
NAT  esseva  augmentate  a 73.8  ± 14.9,  mais  le  15  pro  cento 
del  pueros  malade  habeva  valores  inter  le  variationes  tro- 
vate in  le  pueros  normal.  Non  omne  pueros  con  morbos 
viral  o altere  morbos  non  bacterian  habeva  numeros  normal 
de  cellulas  positive  con  le  NAT.  De  28  patientes  con 
meningitis  aseptic,  17  habeva  cellulas  positive  con  le  NAT, 
le  qual  esseva  consistente  con  le  valores  trovate  in  le  in- 
fectiones  bacterian.  Nos  conclude  que  debe  dar  se  atten- 
tion al  interpretation  del  studios  in  le  patiente  individual 
que  ha  un  morbo  febrile  per  que  existe  un  superposition 
considerabile  del  percentages  e etiam  in  le  numeros  abso- 
lute del  cellulas  positive  con  le  NAT  in  le  morbos  bacterian 
e non  bacterian. 


Padawer,  M.  J.,  e Weir,  J.  H.:  Evalutation  de  un  ap- 
parato  de  suction  endometrial  pre-evacuate,  in  le  practica 
general  obstetric  e gynecologic,  New  York  State  J.  Med. 
76:  885  (Junio)  1976. 

Un  nove  apparato  de  suction,  pre-evacuate,  jectabile  e 
autocontinente  es  describite.  Le  information  supra  150 
procedimentos  gynecologic  es  reportate,  includente  le  uso 
como  curettage  uterine  in  hospitales  e officinas,  pro  regu- 
lation menstrual,  termination  temprane,  voluntari  del 
pregnantia,  e le  completion  del  abortos  spontanee  incom- 
plete. Le  instrumento  esseva  secur  e effective  pro  omne 
procedimentos.  Le  adequacitate  del  remotion  de  texito 
esseva  comparabile  con  ille  obtenite  mediante  le  curettage 
acutiate  e le  pumpa  al  vacuo.  Le  tolerantia  e acceptabili- 
tate  per  le  patientes  esseva  excellente.  Iste  simple  systema 
de  unitates  de  collection  intercambiabile  e cannulas/cu- 

continued  on  page  1012 
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continued  from  page  1007 

The  FTC  announcement  came  at  a time  when  the  Senate 
is  about  to  consider  controversial  health  manpower  legis- 
lation giving  the  Federal  government  power  to  control 
numbers  and  types  of  residencies  in  this  country. 

The  FTC  release  stated  that  the  investigation  doesn’t 
imply  that  violations  of  the  law  have  occurred,  hut  said  the 
probe  was  part  of  a larger  inquiry  into  the  degree  of  com- 
petition in  the  delivery  and  financing  of  health  care  ser- 
vices. 

AMA  Chairman  of  the  Board  Raymond  T.  Holden, 
M.D.,  welcomed  the  airing  of  the  issue  as  to  whether  the 
Association  engaged  in  illegal  restraints  on  the  supply  of 
physicians. 

“Such  a charge  is  hard  to  square  with  the  facts,”  Dr. 
Holden  said. 

“The  fact  is  there  has  been  a tremendous  growth  in 
American  medicine  in  the  last  ten  years.  The  number  of 
medical  schools  has  grown  by  30  per  cent,  the  number  of 
physicians  by  30  per  cent,  and  the  number  of  first  year 
medical  students  by  69  per  cent. 

“Ten  years  ago  there  was  one  physician  for  every  682 
Americans;  today  there  is  one  M.D.  for  every  569  Ameri- 
cans. 

“Latest  figures  from  the  World  Health  Organization 
show  that  there  are  more  physicians  per  capita  in  the  U.S. 
than  in  England.  Canada,  Sweden,  France,  or  Holland. 

“We  have  not  violated  the  antitrust  laws.  We  have,  as 
a matter  of  record,  advocated  increases  in  the  numbers  of 
physicians  and  health  personnel.  We  are  frankly  puzzled 
as  to  what  precipitated  the  FTC  investigation.” 

Dr.  Holden  added:  “The  FTC  is  spinning  its  wheels — it 
is  nothing  but  sheer  harassment — there  are  a bunch  of 
nincompoops  down  in  the  government  agencies  who  have 
to  justify  their  existence.” 

* * * 

The  Presidential  and  Congressional  elections  this  No- 
vember could  determine  the  future  course  of  the  American 
medical  system,  speakers  told  the  1976  AMA-AMPAC 
Public  Affairs  Workshop. 

Some  300  people  attended  the  meeting  in  Washington, 
D.C.,  sponsored  by  the  American  Medical  Political  Action 
Committee  and  the  AMA.  The  theme  was  “Century  III: 
The  Time  for  Medicine  to  Turn  Out  and  Turn  On.” 

Sen.  Robert  Packwood  (R.,  Ore.)  told  the  participants 
that  political  action  by  physicians  is  a “must”  because 
Congress  next  year  probably  will  take  the  first  step  toward 
writing  a national  health  insurance  measure.  The  manner 
in  which  the  first  step  is  administered  and  financed  prob- 
ably will  set  the  pattern  for  the  entire  NHI  package  when 
it  is  finally  developed,  the  Senator  said. 

Packwood  said  in  his  experience  medical  political  action 
committees  are  “the  most  effective  political  organizations” 
he  has  encountered. 

Raymond  Holden,  M.D.,  Chairman  of  the  AMA  Board 
of  Trustees,  stressed  the  importance  of  health  legislation 
in  affecting  the  quality  of  care.  Dr.  Holden  said  that  in 
order  to  achieve  good  legislation,  good  Congressmen  must 
be  elected. 

James  MacLaggan,  M.D.,  Chairman  of  the  AMPAC 
Board  of  Directors,  noted  that  membership  in  AMPAC  has 
tripled  during  its  fourteen  years,  a period  marked  by 
massive  public  distrust  of  the  political  process. 

* * * 

The  health  of  American  Indians  and  Alaskan  natives 
continues  to  lag  some  decades  behind  the  rest  of  the  pop- 


ulation, the  AMA  has  told  Congress,  declaring  “the  time 
is  way  overdue  to  provide  proper  health  care  for  our  first 
Americans.” 

Congress  was  urged  to  act  swiftly  on  legislation  aimed 
at  upgrading  health  care  for  the  Indians  by  Russell  B.  Roth, 
M.D.,  a past  president  of  the  AMA.  Dr.  Roth  supported 
a measure  approved  by  the  Senate  and  the  House  Interior 
Committee  and  recommended  some  changes  in  testimony 
before  the  House  Commerce  Subcommittee  on  Health. 

The  work  of  the  Indian  Health  Service  was  praised  by 
Dr.  Roth,  but  he  said  inadequate  budgets  have  hampered 
the  Service’s  efforts. 

“To  a large  extent,  the  increases  in  the  budget  for  Indian 
health  over  the  years  have  heen  little  more  than  ‘cost-of- 
living’  increases,”  he  said.  “They  have  enabled  the  service 
to  maintain  its  health  care  system,  but  not  to  improve  it. 
A few  new  facilities  have  been  built,  a few  old  ones  mod- 
ernized, but  the  majority  can  only  be  maintained — getting 
older  and  more  outdated.  The  Service’s  manpower 
problems  have  been  met  with  patchwork  or  ‘Band-Aid’ 
solutions — the  military  draft  alternative,  limited  pay  in- 
creases, and  some  financial  grants-in-aid  with  service 
payback  provisions.” 

The  bill  before  the  Subcommittee  “if  enacted,  fully  im- 
plemented and  funded,  would  have  an  immense  effect  on 
the  health  resources  and  services  available  to  Indians  and 
on  their  educational  opportunities,  their  environment  and 
on  their  future  health  status,”  said  the  AMA  witness. 

The  legislation  provides  scholarships  for  Indians  who 
wish  to  train  for  the  health  professions,  public  health  ed- 
ucation, increased  patient-care  funding,  new  and  expanded 
health  care  facilities  with  provisions  for  upgrading  their 
quality,  and  a special  study  on  the  alcoholism  and  mental 
health  problems  of  Indians. 

* * * 

The  government  for  the  first  time  has  agreed  to  reim- 
burse hospitals  for  Medicare  on  the  basis  of  rates  set  by  a 
state  regulatory  commission.  The  Maryland  Health  Ser- 
vices Cost  Review  Commission,  one  of  the  most  powerful 
such  agencies  in  the  Nation,  won  agreement  from  Medicare 
for  the  Commission’s  rates  to  be  utilized  rather  than  those 
set  by  Medicare. 

The  state  agency’s  rates  take  into  account  bad  debts  and 
charity  costs,  but  keep  a tight  lid  and  review  on  hospital 
charges.  Hitherto,  Medicare  has  not  allowed  bad  debts 
and  charity  care  to  be  figured  as  reimbursable  cost  items 
for  hospitals. 

A Medicare  official  said  the  government  believes  the 
Maryland  Commission  has  a rate-setting  approach  that 
encourages  hospitals  to  be  cost-conscious  The  new 
Medicare  reimbursement  will  not  take  effect  for  a year. 
Medicaid  officials  were  reported  to  be  considering  following 
suit. 

* * * 

Tests  of  swine  influenza  vaccine  are  starting  on  humans 
in  preparation  for  a nationwide  immunization  campaign. 
First  tests  are  slated  for  employees  who  volunteer  at  the 
Food  and  Drug  Administration  and  the  National  Institutes 
of  Health.  Other  human  trials  are  set  for  the  University 
of  Rochester,  Baylor  College  of  Medicine,  Fort  Ord,  Cali- 
fornia, and  Lawry  Air  Force  Base,  Ohio.  Some  1,000 
people  are  expected  to  be  involved  in  the  first  phase  of 
testing. 

President  Ford  urged  all  Americans  “to  receive  an  in- 
oculation against  this  form  of  influenza”  in  signing  the 
legislation  that  speedily  cleared  Congress  authorizing  $135 
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million  for  the  immunization. 

Signing  the  bill  in  the  oval  office,  the  President  said  a 
similar  flu  killed  500,000  Americans  and  some  20  million 
persons  around  the  world  at  the  end  of  World  War  I. 

“We  will  mobilize  all  necessary  national  resources  to 
make  sure  we  reach  our  goal”  of  total  U.S.  inoculation,  he 
said. 

Two  sponsors  of  the  bill,  Reps.  Daniel  Flood  (D.,  Pa.) 
and  Paul  Rogers  (D.,  Fla.)  joined  Health,  Education,  and 
Welfare  Secretary  David  Mathews  at  the  signing  ceremony. 

Not  resolved  was  the  product  liability  issue.  A 
spokesman  for  the  Pharmaceutical  Manufacturers  Asso- 
ciation said  drug  manufacturers  are  now  working  with  the 
HEW  Department  to  determine  if  the  liability  question  can 
be  handled  through  contracts  between  HEW  and  the  in- 
dividual firms. 

A major  purpose  of  the  early  trials  is  to  measure  human 
response  to  varying  doses. 

* * * 

Compromise  utilization  review  regulations  meeting 
many  of  the  legal  objections  raised  by  the  medical  profes- 
sion have  been  issued  by  the  Health,  Education,  and 
Welfare  Department. 

The  original  regulations  had  been  blocked  successfully 
in  a landmark  court  case  by  the  American  Medical  Asso- 
ciation as  a violation  of  the  rights  of  physicians  and  patients 
by  requiring  same-day  review  of  hospital  admissions  and 
review  participation  by  nonprofessionals  of  Medicare  and 
Medicaid  patients. 

As  drafted  by  HEW  after  consultation  with  AMA  rep- 
resentatives at  the  suggestion  of  the  Federal  courts,  the  new 
UR  Regs  place  responsibility  for  adverse  review  decisions 
squarely  on  the  shoulders  of  physician  peers  and  provide 
for  consultation  with  the  admitting  physician.  In  addition, 
the  time  for  reviewing  Medicare-Medicaid  admissions  was 
extended  to  three  working  days. 

HEW  proposed  a screening  system  for  hospitals  under 
which  admissions  would  be  sorted  into  categories  and  cri- 
teria established  by  physicians  on  the  hospital  staff. 
Laymen  could  take  part  in  the  initial  screening  process  but 
would  have  to  refer  to  physicians  questionable  cases  for 
further  review. 

The  AMA  had  stipulated  in  advance  that  it  would  not 
necessarily  be  bound  by  the  terms  of  the  new  regulations 
and  reversed  the  right  to  pursue  further  court  action  if  it 
felt  the  step  was  warranted.  The  regulations  published 
in  the  Federal  Register  state  that  HEW  Secretary  David 
Mathews  believes  they  “largely  meet  the  legitimate  con- 
cerns of  the  (American  Medical)  Association.” 

The  revised  Regs  still  provide  that  review  be  completed 
before  elective  surgery  unless  the  procedure  falls  into  a 
category  not  requiring  review  such  as  danger  to  the  patient 
or  even  “pain  itself.”  The  actual  determination  of  which 
procedures  are  elective  is  left  to  the  hospital  staff. 

At  the  time  of  initial  review  a date  must  be  set  by  the 
staff.  The  review  procedures  for  continued  stay  would  be 
the  same  as  for  initial  admission. 

HEW  said  the  new  Regs  should  handle  the  problem  of 
small  and  rural  hospitals  where  it  is  difficult  to  have 
available  a sufficient  number  of  physicians  for  review. 
Further,  the  current  proposals  incorporate  Medicaid  al- 
lowances of  variances  in  specific  cases  for  institutions  that 
cannot  form  a review  committee  within  the  time  frame. 

Said  HEW  in  describing  the  new  Regs: 

“The  medical  profession  must  be  relied  on,  consistent 
with  program  purposes  under  Medicare  and  Medicaid,  to 


design  and  carry  out  the  utilization  review  functions,  this 
means  that  physicians  should,  in  large  measure,  determine 
which  categories  of  cases  should  receive  in-depth  review 
as  distinguished  from  those  for  which  the  prescribed 
treatment  or  medical  procedure  can  be  presumed  necessary 
without  such  in-depth  review.  It  also  means  that  a de- 
termination of  nonnecessity  should  be  made  only  by  phy- 
sicians, and  then  only  after  careful  consultation  with  the 
admitting  physician.” 

Interested  groups  have  until  the  end  of  May  to  comment 
on  the  regulations  before  they  become  final. 

* * * 

The  American  Medical  Association  has  told  Congress 
that  drug  labelling  for  patients  with  full  information  about 
possible  dangers  could  scare  many  people  off  the  drugs. 

“The  patient  could,  out  of  apprehension  and  unneces- 
sary fear,  and  without  adequate  background  to  make  a 
valid  judgment,  refuse  to  accept  the  drug  for  his  condition,” 
said  Jere  W.  Annis,  M.D.,  a member  of  the  AMA  Board  of 
Trustees.  Dr.  Annis  told  the  House  Commerce  Health 
Subcommittee  “in  the  long  run  more  patients  would  suffer 
from  adverse  effects  of  their  condition  for  failing  to  follow 
a prescribed  regimen  as  established  by  their  physicians.” 

The  measure  before  Congress  would  give  the  government 
the  authority  to  include  in  the  labelling  the  conditions  for 
which  the  drug  should  be  used.  Physicians  who  have 
found  the  drug  useful  for  nonlabelled  conditions  would 
hesitate  to  prescribe  it  for  fear  of  confusing  their  patients 
or  feel  forced  to  select  a less  effective  product  in  their 
judgment,  Dr.  Annis  said. 

Dr.  Annis  said  the  AMA  “has  long  recognized  that  cer- 
tain specific  information  directed  to  the  patient  and  ap- 
pearing on  the  drug  container  label  is  invaluable.”  In 
certain  circumstances,  such  as  with  oral  contraceptives, 
expanded  patient  information  is  desirable,  the  Florida 
physician  noted. 

Dr.  Annis  also  testified  that  no  useful  purpose  would  be 
served  by  creating  the  Food  and  Drug  Administration  as 
an  independent  agency  with  the  Health,  Education,  and 
Welfare  Department,  as  another  section  of  the  bill  pro- 
vides. 

* * * 

President  Ford  has  asked  Congress  to  pass  a tough 
narcotics  law  to  imprison  hard  drug  dealers. 

In  a special  message  to  Congress,  Ford  said  some  5,000 
young  Americans  die  of  drug  abuse  each  year. 

He  said  drug  users  commit  about  half  the  robberies, 
burglaries,  and  other  property  crimes  in  America  annually. 

“It’s  a good  message  and  hopefully  it  will  produce  some 
action,”  Ford  told  Attorney  General  Edward  Levi  and 
HEW  Secretary  David  Mathews  who  witnessed  the  signing. 
The  bill  would  allow  Federal  judges  to  deny  bail  in  some 
narcotics  cases — including  those  where  a defendant  already 
has  been  convicted  of  trafficking  in  hard  drugs,  was  free  on 
parole,  or  was  a nonresident  alien. 

In  his  message,  Ford  told  Congress  that  he  has  endorsed 
Mexican  President  Luis  Echeverria’s  proposals  for  estab- 
lishing mechanisms  for  formal  exchange  of  information  and 
ideas  at  high  levels  of  government  to  curb  the  illegal  flow 
of  drugs  into  the  United  States  from  South  of  the  Border. 

* * * 

The  Food  and  Drug  Administration  has  been  defeated 
by  Congress  in  its  fourteen-year  effort  to  put  tighter  con- 
trols on  sales  of  extra  strong  vitamin  and  mineral  supple- 
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ments.  Under  legislation  approved  and  sent  to  the  White 
House,  the  FDA  specifically  was  prohibited  from  classi- 
fying as  drugs  those  mineral  and  vitamin  preparations  that 
exceed  the  level  of  potency  determined  to  be  nutritionally 
rational  or  useful. 

The  “health  foods”  industry  and  the  health  foods  ad- 
vocates fought  the  FDA  at  every  turn,  mustering  a vehe- 
ment grass-roots  movement  against  vitamin-mineral  reg- 
ulations that  had  an  obvious  impact  on  Congress.  There 
was  no  adverse  vote  or  voice  raised  against  the  unusual 
provision — part  of  a measure  authorizing  appropriations 
for  the  National  Heart  and  Lung  Institute. 

* * * 

The  starting  date  of  the  government’s  Maximum  Al- 
lowable Cost  (MAC)  drug  purchase  program  has  been  de- 
layed until  August  26,  a four-month  postponement. 

Health,  Education,  and  Welfare  Department  officials 
said  the  delay  was  to  permit  states  more  time  to  prepare 
for  the  program.  Two  months  ago,  HEW  Secretary,  F. 
David  Mathews,  rejected  a Pharmaceutical  Manufacturers 
Association  request  to  postpone  the  program. 

Meanwhile,  attorneys  for  the  American  Medical  Asso- 
ciation and  HEW  were  preparing  final  briefs  in  the  AMA’s 
lawsuit  against  the  MAC  regulations. 

U.S.  District  Court  Judge  Prentice  H.  Marshall  is  de- 
bating motions  for'summary  judgment — requests  to  decide 
the  issue  without  a trial — and  last  briefs  are  due  April  26. 

The  AMA  filed  suit  against  HEW  last  summer  to  stop 
implementation  of  the  MAC  program.  The  AMA  con- 
tends the  regulations  violate  patients’  right  to  seek  the  best 
medical  care,  and  that  HEW  exceeded  its  statutory  au- 
thority in  issuing  the  regulations. 

The  MAC  rules  would  require  physicians  to  prescribe 
the  lowest-cost  generic  form  available  of  certain  drugs  of 
Medicare  and  Medicaid  patients. 

* * * 

Procedures  for  choosing  statewide  Professional  Stan- 
dards Review  Organization  (PSRO)  areas  in  states  where 
two  or  more  areas  have  previously  been  specified  but  where 
there  is  not  vet  anv  designated  PSRO  have  been  set  forth 
by  HEW. 

Under  the  proposal,  HEW  will  poll  all  doctors  of  medi- 
cine and  doctors  of  osteopathy  practicing  within  the  state. 
Should  more  than  50  per  cent  of  the  doctors  in  each  PSRO 
area  who  respond  support  a change  to  a single  statewide 
area  designation,  the  Department  will  establish  the  entire 
state  as  a single  PSRO  area. 

The  proposed  regulations  include  the  methods  for  giving 
notice  of  the  poll,  how  the  poll  will  be  conducted  and  the 
votes  tabulated,  and  the  ground  and  procedures  for  con- 
ducting a recount. 

The  HEW  action  came  about  as  a result  of  the  Medi- 
care-Medicaid amendments  law  signed  by  President  Ford 
early  this  year.  The  PSRO  provision,  sponsored  by  Sen. 
Lloyd  Bentsen  (D.,  Texas),  was  urged  by  AMA.  According 
to  HEW,  Texas,  Louisiana,  and  possibly  some  other  states 
could  be  affected  by  the  option  for  choosing  a single, 
statewide  PSRO. 
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Medical  Meetings 


Internal  medicine  specialists 

to  study  hematology  at  Rochester,  N.Y. 

The  American  College  of  Physicians  (ACP)  will  sponsor 
a five-day  postgraduate  course  on  “Hematology  for  In- 
ternists with  Emphasis  on  Recent  Advances,”  June  21  to 
25,  in  Rochester,  New  York.  The  course,  held  in  con- 
junction with  the  University  of  Rochester  School  of  Med- 
icine, will  take  place  at  the  University. 

The  American  College  of  Physicians  postgraduate 
courses  have  been  approved  by  the  American  Medical 
Association  Advisory  Committee  on  Continuing  Medical 
Education,  and  may  be  used  to  fulfill  Category  # 1 for  the 
AMA  Physician’s  Recognition  Award. 

For  information  and  registration:  Registrar,  Post- 

graduate Courses,  ACP,  4200  Pine  Street,  Philadelphia, 
Pennsylvania  19104. 

“High  risk  pregnancy” 

A course  on  “High  Risk  Pregnancy”  will  be  held 
Wednesday,  September  15,  9 a.m.  to  5 p.m.,  in  the  Teach- 
ing Center  Auditorium  at  Long  Island  Jewish-Hillside 
Medical  Center,  New  Hyde  Park,  New  York.  Sponsored 
by  the  Department  of  Obstetrics/Gynecology,  Long  Island 
Jewish-Hillside  Medical  Center  and  Health  Sciences 
Center,  State  University  of  New  York,  at  Stony  Brook,  the 
course  is  designed  for  the  practicing  obstetrician-gynecol- 
ogist and  family  practitioner.  Lectures  and  slide  presen- 
tations will  cover  the  theory,  principles,  and  practical  ap- 
plication on  which  current  concepts  of  clinical  and  labo- 
ratory management  of  “high  risk”  pregnancy  are  based. 

This  Continuing  Medical  Education  offering  meets  the 
criteria  for  seven  (7)  hours  of  credit  in  Category  1 for  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

For  further  information  contact:  Office  of  the  Dean  of 
the  Clinical  Campus,  Long  Island  Jewish-Hillside  Medical 
Center,  New  Hyde  Park,  New  York  1 1040. 


Material  received  for  inclusion  in  the  medical  meetings  section 
must  be  received  eight  weeks  prior  to  publication  date. 
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rettas  inclinate  permite  effectuar  un  ample  varietate  de 
procedimentos  gynecologic  de  suction  e es  adequate  per 
esser  usate  in  patientes  ambulatori  in  le  officina. 

Harnes,  J.  R.:  Examinationes  periodic  secunde  e subse- 


Worker  health  to  be  theme  of  annual  AMA 
conference 

The  health  and  safety  of  the  American  worker  on  his 
job  will  be  the  theme  of  the  36th  Congress  on  Occupational 
Health,  September  20-21  at  Rochester,  N.Y.  (Americana 
Hotel). 

Cosponsors  for  the  Congress  will  be  the  American 
Medical  Association  and  the  National  Institute  for  Occu- 
pational Safety  and  Health. 

Workshop  symposia  will  cover  such  topics  as  worker’s 
compensation,  radiation,  medical  recordkeeping,  inter- 
disciplinary teamwork,  labor-management  relations, 
workers  who  fly  on  the  job,  walk-through  surveys  of 
working  areas,  and  women  at  work. 

Speakers  will  include  J.  Howard  Bunn,  Jr.,  Marcus  M. 
Key,  M.D.,  David  V.  MacCollum,  John  J.  Sheehan,  Ludwig 
G.  Lederer,  M.D.,  Robert  L.  Wick,  M.D.,  Marshall  E. 
LaNier,  and  Vilma  R.  Hunt. 

The  Congress  will  be  attended  by  occupational  health 
and  safety  personnel,  including  physicians,  students, 
nurses,  hygienists,  safety  engineers,  unions,  and  manage- 
ment. Physicians  may  receive  credit  toward  the  con- 
tinuing education  awards  of  the  AMA  and  the  American 
Academy  of  Family  Physicians.  Additional  information 
is  available  from  the  AMA’s  Department  of  Environmen- 
tal, Public,  and  Occupational  Health,  535  N.  Dearborn  St., 
Chicago,  111.  60610 

Continuing  education  program 

The  Department  of  Medicine  of  New  York  Medical 
College  is  sponsoring  a continuing  education  program 
“1976-1977  Postgraduate  Education  in  Internal  Medi- 
cine.” This  program  is  for  physicians  in  the  greater  New 
York  metropolitan  area.  The  continuing  program  in  all 
medical  subspecialties  will  be  held  the  first  Thursday  of 
each  month  from  October  through  June.  This  course  is 
credited  by  the  AMA. 

For  additional  information:  Postgraduate  Education 
Program,  Department  of  Medicine,  New  York  Medical 
College,  1249  F’ifth  Avenue,  New  York,  N.Y.  10029;  tele- 
phone (212)  860-7462. 


quente,  New  York  State  J.  Med.  76:  891  (Junio)  1976. 

Un  revision  de  1412  examinationes  periodic  secunde  e 
subsequente  suggere  que  iste  typo  de  examination  non 
necessita  esser  facite  annualmente,  e que  le  detection  ru- 
tinari  del  diabetes  chimic  es  un  tentativa  futile. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Medical  News 


Certain  uses  of  chloroform 
to  be  eliminated 

The  Food  and  Drug  Administration  on  April  6 proposed 
that  chloroform  be  eliminated  as  an  ingredient  in  human 
drugs,  cosmetics,  and  food  packaging  because  of  new  evi- 
dence indicating  that  it  causes  cancer  in  test  animals. 

Chloroform  has  been  used  in  small  amounts  as  a fla- 
voring agent  in  cough  medicines.  It  also  has  been  used  in 
liniments  and  a few  toothpastes,  and  as  a solvent  to  make 
adhesives  and  resins  for  food  packaging. 

Alexander  M.  Schmidt,  M.D.,  Commissioner  of  Food  and 
Drugs,  said:  “The  experiments  on  animals  by  no  means 
prove  that  chloroform  induces  cancer  in  humans.  The 
amount  fed  to  the  test  animals  exceeds  by  far  the  amount 
to  which  any  person  could  be  exposed  with  present  prod- 
ucts. 

“But  the  benefits  of  chloroform  are  minimal  and  do  not 
warrant  any  risk,  however  small.  The  actions  we  propose 
today  will  eliminate  any  possible  risk. 

“I  encourage  drug  and  cosmetic  manufacturers  who  have 
not  done  so  already  to  discontinue  using  chloroform  im- 
mediately, even  before  we  complete  this  required  legal 
procedure.” 

The  proposed  regulations  are  based  on  a report  pre- 
sented to  FDA  March  1 by  the  National  Cancer  Institute. 
The  report  concluded  that  chloroform  induces  liver  cancer 
in  mice  and  renal  tumors  in  male  rats. 

The  proposed  regulations  would  prohibit  the  introduc- 
tion into  interstate  commerce  of  any  human  drug  or  cos- 
metic containing  chloroform  after  July  8, 1976.  The  pro- 
posals would  prohibit  use  of  chloroform  to  make  food 
packaging  after  the  same  date. 

FDA’s  proposals  on  chloroform  were  coordinated  w'ith 
the  Environmental  Protection  Agency  (EPA)  and  the 
Occupational  Safety  and  Health  Administration  (OSHA), 
both  of  whom  have  major  responsibilities  for  dealing  with 
chloroform  in  the  environment. 

The  proposals  will  be  published  in  the  April  9 FEDER- 
AL REGISTER.  Comments  will  be  accepted  for  thirty 
days  and  may  be  addressed  to  Hearing  Clerk,  Food  and 
Drug  Administration,  Room  4-65,  5600  Fishers  Lane, 
Rockville,  Maryland  20852. 

Note  to  correspondents:  Copies  of  FDA’s  proposed 
regulations  are  available  in  FDA’s  downtown  press  office: 
Room  3807,  200  C Street,  S.W.,  Washington,  D.C.  20204; 
phone  (202)  245-1144. 

Volunteer  physicians  needed 

Israeli  kibbutz  physicians  (English  speaking)  need  help 
to  provide  primary  care,  develop  patterns  of  care,  teach 
medical  students,  and  so  forth.  If  you  are  able  to  provide 
a week  of  your  time  write  or  call:  Paul  Drucker,  M.D.,  799 
Amboy  Avenue,  Edison,  New  Jersey  08817,  telephone  (201) 
548-2656,  or  Jerry  Abrams,  M.D.,  190  Greenbrook  Road, 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 
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An  Evening  of 

Entertainment 

The  Society  Club 
especially  designed  for  the 
members  of  the  Medical  Society 
of  the  State  of  New  York 

July  Program 

• 

Dinner  at  PROMENADE  CAFE 

Broadway  Show— “THE  MAGIC  SHOW” 

Date:  Wednesday,  July  14,  1976 

Time:  Dinner  from  5:30  p.m.  to  7:00  p.m. 

Show  starts  at  7:30  p.m. 

Place:  Promenade  Cafe,  Rockefeller  Center, 

49th  & 50th  Sts. 

“THE  MAGIC  SHOW,"  Cort  Theatre, 

138  West  48th  St. 

Price:  $17.00  per  person  (best  available 

orchestra  or  mezzanine  seat) 

Cutoff  date:  Thursday,  July  1,  1976 

Note:  Tickets  will  not  be  sent  before  cut- 

off date.  Menu  will  be  forwarded 
with  tickets. 

ORDER  FORM 

Broadway  show  & dinner  at  Promenade  Cafe 
July  14,  1976 

# Tickets  (&  $17.00  each.  Total  $ 

Add  $.50  service  charge  per  order,  make  your  check 
payable  to  Restaurant  Associates,  enclose  stamped, 
self-addressed  envelope,  and  mail  to: 

J.  Beinhorn 

Restaurant  Associates 
1540  Broadway,  NYC  10036 

Name 

Address 

City State Zip 

Telephone  (Area  Code) 
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North  Plainfield,  New  Jersey  07060,  telephone  (201) 
756-8513. 

Affiliation  contract  signed 

New  York  Medical  College  and  Jewish  Memorial  Hos- 
pital on  March  17  signed  an  affiliation  agreement  designed 
to  involve  the  Hospital’s  staff  in  the  instruction  of  medical 
students,  enhance  the  care  of  patients,  and  expand  con- 
tinuing education  programs  for  physicians.  The  affiliation 
with  the  upper  Manhattan  hospital  marks  the  15th  that 
New  York  Medical  College  has  entered  into  since  the  in- 
ception of  its  regional  affiliation  program  in  1968.  The 
College  and  participating  hospitals  cooperate  to  strengthen 
the  delivery  of  health  care,  community  service,  and  con- 
tinuing education  programs. 

Jewish  Memorial  Hospital,  organized  in  1905  and  located 
at  its  present  site  since  1936,  has  served  the  Inwood- 
Washington  Heights  Riverdale  area  as  a voluntary  non- 
sectarian community  hospital  for  over  forty  years.  For 
more  than  half  that  period,  it  has  been  a teaching  hospital. 
The  first  total  infant  exchange  blood  transfusion  for  the 
baby  of  an  RH  negative  mother-RH  positive  father  was 
done  under  the  Hospital’s  aegis.  In  1975,  clinics  and 
emergency  services  had  over  50,000  patient  visits  and  the 
Hospital’s  200  beds  provided  6,000  patients  with  more  than 
60,000  days  of  acute  inpatient  care;  900  births  took 
place. 

Under  the  terms  of  the  agreement,  New  York  Medical 
College  students  will  be  assigned  to  the  Hospital’s  surgical 
service  on  a regular  basis  for  part  of  their  clinical  training; 
they  may  also  elect  to  rotate  through  the  Hospital’s  medical 
service.  The  contract  culminates  a long-standing  associ- 
ation between  the  two  institutions.  For  almost  three  years, 
the  Surgical  Service  at  Jewish  Memorial  Hospital  has  been 
engaged  in  instruction  of  the  College’s  senior  medical 
students.  “We  expect  the  formalization  of  the  relationship 
between  New  York  Medical  College  and  Jewish  Memorial 
Hospital  to  benefit  all  concerned — patients,  students,  and 
staff,”  Dr.  Mersheimer  said.  “The  affiliation  will  draw  on 
the  special  capabilities  of  each  institution  in  pursuit  of  our 
common  goal  of  improved  health  care  through  our  efforts 
in  research,  patient  care,  and  community  service.” 

David  A.  Dawn,  President  of  the  Board  of  Trustees  of 
Jewish  Memorial  Hospital,  said  the  affiliation  for  profes- 
sional services  was  “a  momentous  event”  in  the  Hospital’s 
seventy-five-year  history.  “Our  trustees  have  carefully 
nurtured  the  community  orientation  of  our  hospital.  The 
affiliated  professional  services  of  the  Hospital  and  the 
College  will  enable  us  to  continue  our  community  orien- 
tation with  the  teaching  resources  of  a major  medical 
school.”  According  to  Leo  H.  Levine,  M.D.,  President  of 
the  Attending  Staff  of  the  Hospital,  the  interdependency 
of  health  care-education-research  is  the  bulwark  of  the 
medical  and  health  care  system  in  the  City.  “Implemen- 
tation of  this  formal  affiliation  between  our  institutions  can 
only  result  in  even  better  care  for  the  people  residing  in  the 
communities  served  by  the  Hospital.”  Richard  T.  Purdy, 
M.D.,  associate  clinical  professor  of  surgery  at  the  College 
and  director  of  surgery  at  the  Hospital,  commented  that 
the  earlier  informal  affiliation  between  the  College  and  the 
Hospital  had  been  a rewarding  experience  for  attending 
and  house  staffs.  “Further  involvement  wit  h the  College 
would  be  of  even  greater  mutual  benefit  to  both  institu- 
tions,” he  said. 

The  director  of  medicine  at  the  Hospital,  Richard  P. 


Lasser,  M.D.,  said  the  affiliation  would  permit  the  Hos- 
pital’s resident  staff  “a  more  rounded  exposure  to  the 
teaching  physicians,  laboratories,  and  facilities  of  the 
medical  school  so  they  may  apply  the  newest  techniques 
of  patient  care  and  of  community  medical  problems. 

Change  in  mental  health 
research  grant  application  deadlines 

A change  in  mental  health  research  grant  application 
deadlines  for  the  Small  Grants  Program  of  the  National 
Institute  of  Mental  Health  has  been  announced  and  will 
be  effective  as  of  calendar  year  1977. 

Under  the  new  schedule,  applicants  requesting  a June, 
July,  or  August  starting  date  for  a Small  Grant  supported 
project  must  file  a proposal  no  later  than  January  15  in 
order  to  be  reviewed  in  time  for  the  award  of  summer 
support. 

To  apply  for  a small  grant,  applicants  must  submit  form 
NIH-398,  the  same  form  used  in  applying  for  a regular 
Public  Health  Service  research  grant.  For  additional  in- 
formation on  the  program,  write  to:  Chief,  Small  Grants 
Section,  National  Institute  of  Mental  Health,  5600  Fishers 
Lane,  Rockville,  Maryland  20852. 

Ground  broken  for  student 
laboratory  building 

The  $4.6  million  Student  Laboratory  Building  that 
Governor  Hugh  L.  Carey  broke  ground  for  on  April  10,  will 
greatly  strengthen  basic  science  teaching  at  New  York 
University  School  of  Medicine.  The  planners  were  able 
to  cross  departmental  lines  to  achieve  an  ingenious  mul- 
tiple-purpose approach  to  laboratory  space.  They  devel- 
oped an  arrangement  of  dissecting  suites  which  could  be 
used  by  gross  anatomy  at  one  point  in  the  curriculum  and 
by  physiology  and  pharmacology  at  another.  Similarly, 
their  design  allows  microbiology  and  biochemistry  to  share 
several  “wet”  laboratories  while  five  “dry”  laboratories  will 
be  used  jointly  by  pathology  and  cell  biology,  which  require 
microscopes. 

In  all,  200  medical  and  graduate  students  plus  physicians 
studying  at  the  Post-Graduate  Medical  School  will  be  ac- 
commodated in  the  new  building’s  laboratory  and  confer- 
ence rooms  when  it  is  completed  late  in  1977. 

Formation  of  a department 

The  Board  of  Managers  of  Memorial  Hospital  for  Cancer 
and  Allied  Diseases  has  announced  the  formation  of  a 
Department  for  Outpatient  Services,  and  the  appointment 
of  Thomas  J.  Fahey,  M.D.,  as  department  chairman.  Dr. 
Fahey  was  previously  director  of  Memorial’s  Ambulatory 
Services,  an  area  that  has  been  incorporated  into  the  new 
department. 

New  publication 

A publication  on  Mental  Health  Continuing  Education 
Programs  for  Long-Term  Care  Providers,  designed  to  help 
improve  the  quality  of  life  available  through  these  facilities, 
has  been  issued  by  HEW’s  National  Institute  of  Mental 
Health. 

The  98-page  pamphlet  can  be  purchased  from  the  Su- 
perintendent of  Documents,  U.S.  Government  Printing 
Office,  Washington,  D.C.  20402,  at  $1.75  per  copy.  It  is 
GPO  Stock  No.  017-024-00458-8. 
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Complement:  Mechanism  and  Functions.  By  Abra- 
ham G.  Osier,  Ph.D.  Englewood  Cliffs,  N.J.,  Prentice- 
Hall,  Inc.,  1976.  Illustrated,  193  pages.  Hard-cover, 
$18.95 

Bedside  Cardiology.  Second  edition.  By  Jules  Con- 
stant, M.D.  Boston,  Little,  Brown  and  Company,  1976. 
Illustrated,  443  pages.  Hardcover. 

Bedside  Diagnostic  Examination.  Third  edition.  By 
Elmer  L.  DeGowin,  M.D.,  and  Richard  L.  DeGowin,  M.D. 
New  York,  Macmillan  Publishing  Co.,  Inc.,  1976.  Illus- 
trated, 952  pages.  Hardcover,  $12.95 

Journal  of  Advanced  Nursing.  Edited  by  James  P. 
Smith.  London,  Blackwell  Scientific  Publications. 
Published  six  times  a year.  Subscription,  $37. 50/year. 
Paperbound. 

Biochemistry  and  Pharmacology  of  Platelets.  Ciba 
Foundation  Symposium  35  (new  series).  New  York, 
Elsevier,  1975.  Cloth,  352  pages. 

Cardiovascular  Problems:  Perspectives  and  Prog- 
ress. Edited  by  Henry  I.  Russek,  M.D.  Baltimore,  Uni- 
versity Park  Press,  1976.  Illustrated.  478  pages.  Hard- 
cover, $39.50 

Persons  at  High  Risk  of  Cancer:  An  Approach  to 
Cancer  Etiology  and  Control.  Edited  by  Joseph  F. 
Fraumeni,  Jr.  New  York,  Academic  Press,  1975.  Hard- 
cover, 544  pages. 

Stedman’s  Medical  Dictionary.  Twenty-third  edition. 
Baltimore,  The  Williams  & Wilkins  Company,  1976.  Il- 
lustrated, 1,678  pages.  Hardcover,  $21.95. 

Dietary  Management  of  Renal  Disease.  By  Jacquelyn 
* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
! the  basis  of  merit  and  reader  interest. 


Efforts  to  control 
release  of  toxic  substances 

Efforts  to  control  the  release  of  toxic  substances  into  the 
environment  drew  support  recently  from  the  American 
Cancer  Society’s  New  York  City  Division. 

Commenting  on  recent  developments,  Hugh  R.  K. 
Barber,  M.D.,  division  president,  said,  “We  add  our  sup- 
port to  those  who  call  on  the  government  to  put  controls 
on  toxic  substances. 

“Strong  measures  must  be  taken  to  protect  the  health 
of  the  public  in  the  face  of  growing  evidence  that  these 
substances  are  causing  diseases  ranging  from  birth  defects 
to  cancer,”  he  said. 

Referring  to  PCB’s  (polychlorinated  biphenyls)  which 


S.  Cost,  R.  D.  Thorofare,  N.J.,  Charles  B.  Slack,  Inc., 
Publisher,  1975.  Illustrated,  161  pages.  Paperback. 

The  Disabled  and  Their  Parents:  A Counseling 

Challenge.  By  Leo  Buscaglia,  Ph.D.  Thorofare,  N.J., 
Charles  B.  Slack,  Inc.,  1975.  Hardcover,  393  pages.  Price, 
$8.95. 

D’Abreu’s  Practice  of  Cardiothoracic  Surgery.  By  J. 
Leigh  Collis,  M.D.,  D.  B.  Clarke,  M.B.,  and  R.  Abbey 
Smith,  Ch.M.  Fourth  edition.  Baltimore,  The  Williams 
and  Wilkins  Co.,  1976.  Illustrated,  710  pages.  Hardcover, 
$77. 

Clinical  Toxicology  of  Commercial  Products.  By 

Robert  E.  Gosselin,  M.D.,  Ph.D.,  Harold  C.  Hodge,  Ph.D., 
D.Sc.,  Roger  P.  Smith,  Ph.D.,  and  Marion  N.  Gleason, 
M.Sc.  (h.c.)  Fourth  edition.  Baltimore,  The  Williams  and 
Wilkins  Co.,  1976.  Various  paging.  Hardcover,  $54. 

Diagnostic  Endocrinology.  By  Philip  E.  Cryer,  M.D. 
New  York,  Oxford  University  Press,  1976.  Paperback,  199 
pages.  Price,  $4.95 

Human  Neuroanatomy.  By  Malcolm  B.  Carpenter,  A.B., 
M.D.  Seventh  edition.  Baltimore,  The  Williams  and 
Wilkins  Company,  1976.  Illustrated,  741  pages.  Hard- 
cover, $25. 

Analysis  of  Urban  Health  Problems.  By  Irving  Leveson 
and  Jeffrey  H.  Weiss.  New  York,  Spectrum  Publications, 
Inc.,  1976.  Hardcover,  390  pages.  Price  $17.95 

Gynaecological  Malignancy:  Clinical  and  Experi- 
mental Studies.  Edited  by  M.  G.  Brush  and  R.  W.  Tay- 
lor. Baltimore,  The  Williams  and  Wilkins  Company,  1975. 
Illustrated,  274  pages.  Hardcover,  $24.75 

The  Future  as  an  Academic  Discipline.  Ciba  Foun- 
dation Symposium  36  (new  series).  New  York.  Elsevier, 
1975.  Hardcover,  232  pages. 


caused  State  Environmental  Conservation  Commissioner 
Ogden  Reid  to  ban  most  commercial  fishing  on  the  Hudson 
River,  Dr.  Barber  said,  “Industry  must  weigh  the  issues  at 
hand — the  economics  of  finding  a substitute  for  the 
chemical  against  the  health  of  the  American  people.” 

Dr.  Barber  added  that  “while  premarket  testing  may  be 
both  costly  and  time-consuming,  the  long  term  benefit  to 
the  public  will  far  outweigh  the  inconveniences  involved.” 
An  obstetrician/gynecologist  who  heads  Lenox  Hill 
Hospital’s  Medical  Board,  Dr.  Barber  was  elected  president 
of  the  New  York  City  Division  in  October  1975. 

Further  information  is  available  from  the  American 
Cancer  Society,  New  York  City  Division,  19  W.  56th  St., 
New  York,  N.Y.  10019.  Telephone  JUdson  6-8700,  ext. 
273. 
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A NEW  MEMBERSHIP  BENEFIT  FOR 
MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

Offered  Thru 

CARANN  CORP. 

‘LICENSEE  OF  CAR/PUTER  INC. 

Now  you  can  save  up  to  $1 000 
or  more  on  your  next  new  car! 

Be  among  the  first  to  learn  about  a New  Car  Pricing  & Buying  Service.  Designed  especially  with 
the  needs  of  the  Medical  Profession  in  mind. 

Because  we  really  care  about  saving  our  members  money  we  have  initiated  a service  which  will 
enable  you  to  purchase  almost  any  new  car  for  $1 25  over  dealer’s  cost.  Members  in  good 
standing  and  their  immediate  families  have  the  option  to  use  this  service  at  any  time. 

Here’s  how  it  works. 

1.  When  you  are  ready  to  purchase  a new  car,  just  fill  in  the  attached  coupon  and  mail  it  to  us. 

2.  Upon  receipt  we  will  send  you  a Redemption  Certificate  which  wil!  allow  you  to  receive  a Modei/Option 
Selection  Form  that  lists  all  the  options  available  for  the  car  of  your  choice.  Simply  check  off  your  options  and 
return  the  form  for  processing,  along  with  your  check  for  $10  covering  the  data  processing  fee. 

3.  After  processing  of  your  completed  Model/Option  Selection  Form  you  will  receive  a personalized  computer- 
generated print-out  created  by  the  Car/Puter  System,  which  will  reveal  the  actual  and  confidential  dealer  cost 
in  your  area  for  the  basic  car  plus  the  dealer  cost  for  every  option  you  listed  on  the  very  car  you  want.  Your 
tailored  print-out  also  will  show  the  manufacturer’s  suggested  retail  price  (sticker  price)  for  the  car  and  for  each 
option. 

With  your  personalized  pricing  print-out,  you  will  be  in  a position  to  make  the  right  kind  of  new  purchase— RIGHT  FOR  YOU. 
You  should  be  able  to  get  the  car  you  want  plus  the  optional  equipment  at  a total  purchase  price  not  to  exceed  $125  over  the 
recorded  total  cost  to  the  dealer.  (Some  luxury  and  foreign  make  cars  may  warrant  higher  markups,  but  still  can  be  obtained 
at  substantial  savings  to  you.  Your  print-out  will  tell  you  how  much.) 


NOW  LISTEN  TO  THIS: 

If  your  dealer,  for  whatever  reason,  rejects  your  purchase  offer,  you  may  request  of  Car/Puter  that  it  purchase  the  car  for 
you.  Their  Car  Purchasing  Division  will  arrange  to  get  you  the  car  you  want  at  no  more  than  $125  above  dealer’s  cost  from  a 
bona  fide  franchised  dealer  as  close  to  your  home  as  possible. 

The  car  purchase  will  be  between  you  and  the  authorized  dealer.  If  you  wish,  financing  may  be  arranged  by  the  dealer,  or  you 
may  obtain  it  through  a bank  or  lending  institution  of  your  own  choosing.  And,  of  course,  you  will  receive  the  manufacturer’s 
warranties  and  services  to  which  you  are  entitled  under  a new  car  purchase. 

A facsimile  of  a Computer  print-out  Pricing  Form  is  reproduced  here  so  you  can  see  how  we  do  it— and  how  you  can  save 
hundreds  of  dollars.  Even  if  you’re  not  sure  of  the  car  you  want,  you  can  order  your  Redemption  Certificate  now  and  use  it 
whenever  you’re  ready. 
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O ARE  ALL  MAKE  CARS  AVAILABLE  THROUGH  THE  CARANN  PROGRAM9 

A All  American  produced  cars  and  light  trucks  (pick-ups  and  vans)  are  available  Limited 
production  models  such  as  Cadillac  Mark  IV  Corvette  and  many  foreign  makes  are 
also  available  However,  because  of  supply  and  demand,  they  are  priced  higher,  but 
you  still  can  obtain  a substantial  savings  through  the  Carann  program 

Q WHO  AM  I ACTUALLY  PURCHASING  MY  NEW  AUTOMOBILE  FROM.  AND  WHERE 
WILL  I TAKE  DELIVERY  WHEN  I PLACE  MY  ORDER  WITH  CARANN9 

A You  are  purchasing  your  new  automobile  from  an  authorized  new  car  dealer  franchised 
by  the  manufacturer  of  the  make  you  indicate  You  take  delivery  at  the  new  car 
dealership  Carann  participating  dealers  are  located  in  almost  every  major  city  in  the 
United  States,  and  every  effort  is  made  to  place  your  order  with  a participating  dealer 
close  to  your  residence  or  your  place  of  business  In  other  words,  placing  your  order 
with  Carann  is  the  same  as  if  you  were  placing  it  direct  with  a dealer  except  we  art  as 
your  agent  and  place  your  order  for  you  thus  allowing  you  the  benefits  of  our  volume 
purchasing  power 

O WHO  DO  I PAY  WHEN  I PLACE  AN  ORDER  THROUGH  CARANN  AND  HOW  IS 
PAYMENT  MADE? 

A The  initial  deposit  required  is  made  payable  to  Carann  Corp  Our  exchange  check  is 
then  sent  with  your  order  to  the  dealer  as  deposit.  Final  payment,  as  in  all  new  car  pur- 
chases. are  paid  directly  to  the  dealer  at  time  of  delivery  Certified  or  bank  checks 
should  be  made  payable  to  yourself  and  then  endorsed  over  to  the  dealer  It  is 
important  to  remember  that  you  are  purchasing  the  automobile  and  not  Carann  Corp 
All  warranties,  service  policies,  bill  of  sales  and  registration  will  be  m your  name 

Q:  CAN  I PURCHASE  MY  CAR  THROUGH  CARANN  CORP  AND  TAKE  DELIVERY  FROM 
THE  DEALER  OF  MY  CHOICE9 

A No.  unless  that  particular  dealer  you  refer  to  happens  to  be  a Carann  participating 
dealer  Each  dealer  in  our  program  has  been  carefully  selected  on  the  basis  of  their  past 
performance  and  pre-delivery  service  Experience  has  shown  us  that  a new  car  serviced 
properly  prior  to  delivery  is  more  important  than  the  convenience  of  picking  it  up  at  a 
dealer  a little  closer 


Q WHAT  DO  I DO  FOR  SERVICE? 

A This  is  a question  most  often  asked  and  Carann  has  thoroughly  investigated  and 
researched  all  phases  of  new  car  service  It  is  important  to  remember  that  the  manufac- 
turer. GM.  FORD.  CHRYSLER.  ETC  , issues  you  the  warranty  and  not  the  franchised 
dealership;  therefore,  your  warranty  clearly  states  that  new  car  service  can  be 
performed  at  any  authorized  dealership  handling  the  make  of  car  you  select 
Furthermore,  if  you  had  purchased  an  automobile  yourself  in  one  area,  and  then  short- 
ly moved  to  another  area,  you  would  still  be  covered  under  the  warranty  and  would  not 
be  required  to  bring  your  car  back  to  the  original  delivering  dealer  for  service 

Q HOW  MUCH  CAN  I SAVE  WHEN  I PURCHASE  MY  CAR  THROUGH  CARANN? 

A Almost  everyone  asks  us  this  question  and  while  it  is  impossible  to  give  you  a specific 
answer  let's  assume  that  you  have  shopped  for  a particular  car  and  was  given  two 
different  quotes  by  two  different  dealers  One  was  S3, 600.  and  the  other  $3,500  Now 
you  consult  Carann  and  find  that  the  price  through  our  servce  is  $3,200  From  the  first 
quote,  we  save  you  $400  From  the  second  you  receive,  we  save  you  $300  Since  each 
dealer  works  at  a different  profit  margin,  the  savings  through  Carann  depends  on  how 
good  a shopper  you  are.  but  in  the  final  analysis  you  can't  buy  a new  car  for  less  than  at 
Carann 

Q I HAVE  A USED  AUTOMOBILE  TO  DISPOSE  OF.  HOW  CAN  YOU  HELP? 

A Carann  Corp.  through  its  subsidiary  Raceway  Auto  Auction  (Westbury,  NY)  will 
pick-up  your  used  car  any  Thursday  and  return  it  to  you  We  will  advise  you  of  all  bids 
made  on  your  automobile  Should  you  then  request  our  selling  it  for  you  — we  will  do 
so.  At  least  you  have  gained  the  knowledge  of  your  car's  value  Every  Thursday  over  500 
buyers  attend  our  auction  The  disposal  of  your  automobile  is  optional  and  separate 
from  your  new  car  purchase 


Mr.  Bernard  M.  Jackson,  C.L.U. 

Director,  Insurance  and  Membership  Benefits 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

I'm  about  ready  to  buy  a new  car  and  I want  to  make  sure  I make  the  best  possible  purchase.  Please  send  me  a Car / 
Puter  Redemption  Certificate  to  which  I am  entitled  as  a member  in  good  standing.  I enclose  the  low  data 
processing  fee  of  $10.00.  made  to  the  order  of  Carann  Corp.  (This  amount  will  be  applied  to  your  new  car  purchase 
thru  Carann  Corp.) 

"Free:  Every  certificate  comes  with  our  1976  New  Car  Yearbook  OFFICE  

TELEPHONE  HOME  


BEST  TIME  TO  CALL 

ADDRESS  CITY  STATE  ZIP  

Do  you  have  a used  car  to  dispose  of  Yes  □ No  □ 

If  yes  YEAR  MAKE  MODEL 

For  immediate  service:  call  Carol  Konner  (516)  248-9041 

CARANN  CORP.  Roosevelt  Raceway,  Westbury,  N.Y.  11590 


NAME  
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Letters  to  the  Editor 


Unjustified  surgery 

To  the  Editor:  The  special  article  written  by  Dr.  Ralph 
Emerson  entitled,  “Unjustified  Surgery:  Fact  or  Myth?,” 
in  the  New  York  State  Journal  of  Medicine*  stated  that 
the  Second  Opinion  Elective  Surgical  Consultation  Pro- 
gram research  conducted  since  1972  by  Cornell  Medical 
School,  and  I quote,  “is  a myth.”  Dr.  Emerson’s  article 
repeats  the  mistake  of  the  recent  public  press  reports  of  our 
research,  namely  that  we  are  primarily  engaged  in  a quality 
of  care  study  for  the  sole  purpose  of  measuring  “unneces- 
sary surgery.”  Since  1972  we  have  offered  as  a medical 
care  benefit  a second  opinion  consultation  for  elective 
surgery.  Approximately  4,000  health  insured  policy 
holders  have  had  a consultation  performed  by  a board- 
certified  surgeon,  including  the  whole  family  of  surgical 
subspecialties.  Approximately  1,000  of  these  individuals 
received  the  recommendation  from  the  second  opinion 
consultant  to  defer  their  surgery. 

The  option  for  a second  opinion  consultation  for  elective 
surgery  is  available  to  all  the  groups,  which  at  the  present 
time  include:  Building  Service  Welfare  Fund,  District 

Council  37  Health  and  Security  Plan,  New  York  City 
District  Council  of  Carpenters  Welfare  Fund,  New  York 
State  Department  of  Civil  Service,  Silk  and  Rayon  Printers 
& Dyers  Association,  Storeworkers  Security  Plan,  Textile 
Processors  Insurance  Fund,  Trucking  Employees  of  North 
Jersey,  Tvpo-League  Benefit  Fund,  Typo-Publishers 
Newspaper  Welfare  Fund,  and  Allied  Textile  Printers 
Corporation.  At  present  approximately  800,000  insured 
individuals  have  the  availability  of  a Second  Opinion 
Consultation  Program. 

Dr.  Emerson  cites  two  studies  done  by  Dr.  Fred  Mac  D. 
Richardson  on  the  accuracy  of  peer  judgment.  What  Dr. 
Emerson  did  not  indicate  in  his  article  is  that  the  conclu- 
sion that  Dr.  Richardson  cited  in  his  two  studies  were  based 
on  retrospective  hospital  record  review.  Obviously,  the 
conclusion  of  Dr.  Richardson’s  studies  has  no  bearing 
whatsoever  on  our  prospective  direct  examination  of  a 
patient.  The  unique  value  of  our  methodology  which  is 
applicable  as  a new  instrument  for  monitoring  surgical 
utilization  and  improving  the  quality  of  surgical  care  is  that 
the  patient  (consumer)  has  the  ability  to  evaluate  the 
judgment  as  regards  the  necessity  for  surgical  care  prior 
to  the  surgery.  The  ultimate  judgment  as  to  what  surgical 
treatment  is  to  take  place,  we  all  agree,  rests  solely  on  the 
decision  of  the  patient.  Based  on  our  studies,  the  patient 
(consumer)  does  significantly  appreciate  a broader  basis 
which  a second  opinion  offers  in  arriving  at  a final  course 
of  action  which  they  and  they  alone  must  decide. 

Not  only  is  the  patient  (consumer)  benefited,  but  the 
second  consultant  surgeon  in  a prospective  study  has  the 
opportunity  of  seeing  the  patient  with  the  full  manifesta- 
tion of  their  symptomatology,  rather  than  relying  on  the 
retrospective  written  record  of  a doctor’s  note  or  hospital 
records. 

Under  our  existing  contract  with  the  Social  Security 
Administration,  we  are  following  the  noneonfirmed  group 
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for  a period  of  three  years  to  ascertain  what  percentage 
went  to  surgery,  the  two  major  subgroups  that  would  ob- 
viously have  gone  on  to  surgery:  1)  where  the  patient  re- 
jected the  advice  of  the  second  opinion  consultant  to  defer 
the  surgery,  and  2)  where  alternative  therapy,  for  example, 
medical  treatment,  has  failed  and  surgery  resulted. 
Within  a year’s  time  we  hope  to  ascertain  the  percentage 
of  deferred  surgery  that  over  a three-year  period  reverted 
to  surgical  care. 

The  reality,  not  a myth,  is  that  Second  Opinion  Elective 
Surgical  Consultation  Programs,  with  substantial  justifi- 
cation, are  developing  throughout  the  country,  stimulated 
by  both  the  labor  movements  and  third  party  health  in- 
surance providers. 

Eugene  G.  McCarthy.  M.D.,  M.P.H. 

Clinical  Associate  Professor 
Department  of  Public  Health 
The  New  York  Hospital-Cornell  Medical  Center 

1300  York  Avenue 
New  York,  N.  Y.  10021 

Dr.  Emerson’s  reply 

To  the  Editor:  Dr.  Eugene  McCarthy  amazes  me  in  his 
rebuttal  statement  and  indicates  he  has  missed  completely 
the  thrust  of  my  article. 

For  a conclusion  to  be  valid,  it  must  be  based  on  a true 
or  valid  premise  and  a false  premise  leads  to  a false  con- 
clusion. This  is  basic  and  fundamental  to  the  process  of 
logical  deduction.  To  structure  a study  based  on  the  false 
premise  that  a difference  of  opinion  per  se  constitutes  the 
criterion  for  unnecessary  surgery  is  false  and  flies  in  the 
face  of  inductive  reasoning. 

Dr.  Fred  Mac  D.  Richardson’s  study  demonstrated  a 33 
per  cent  difference  of  opinion  when  done  on  a consultation 
basis  and  “disagreement  of  such  magnitude  between  expert 
judges  provides  a poor  base  on  which  to  build  any  final 
correct  judgment  system.” 

Of  course  Dr.  Richardson’s  study  was  a retrospective 
review  (after  the  fact).  How  else  can  you  determine  who 
was  right  than  to  analyze  the  history,  physical  examination, 
laboratory  data,  indications  for  surgery,  operative  findings, 
pathological  findings,  postoperative  course,  and  outcome? 
This  is  the  sine  qua  non  of  all  good  teaching  programs  for 
centuries  and  is  more  scientific  than  a single  consultant 
making  a judgment  without  any  predetermined,  agreed-on 
indications  for  surgery,  and  our  study  using  preset  criteria 
refutes  Dr.  McCarthy’s  statistics.  Does  Dr.  McCarthy 
really  believe  he  has  discovered  a shortcut  to  excellence? 

No  one  objects  to  consultations.  It  is  inherent  in  the 
medical  educational  system.  There  is  nothing  new  in  this 
idea  to  any  physician  who  practices  clinical  medicine  or 
surgery.  Whenever  a patient  or  physician  requests  a 
consultation  or  a patient  is  critically  ill,  there  should  be  a 
consultation.  Many  would  question  Dr.  McCarthy’s 
statement  that  the  patient  (consumer)  has  the  ability  to 
evaluate  the  judgment  as  regards  the  necessity  for  surgical 
care  prior  to  the  surgery.  Of  course  t he  patient  makes  the 
final  decision  regarding  any  diagnostic  or  surgical  proce- 
dure. This  is  called  “informed  consent  ” and  why  the  pa- 
tient signs  consent  prior  to  treatment.  This  is  standard 
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operating  procedure  in  all  hospitals  and  is  a serious  and 
important  document  for  all  physicians  engaged  in  clinical 
practice. 

What  is  new  is  a self-insured  labor  union  mandating  the 
patient  to  have  a consultation  of  the  union’s  choosing  and 
refusing  to  pay  the  hospital  and  surgical  bills  if  the  union’s 
consultant  disagrees  with  the  recommendations  for  sur- 
gery. Who  is  liable  if  the  consultant  has  an  honest  dif- 
ference of  opinion  and  the  patient  suffers  damage  by  not 
having  surgery,  because  he  could  not  pay  out-of-pocket 
hospital  and  physician  charges  for  the  surgery?  We  are 
trying  to  resolve  the  malpractice  crisis — not  compound  it. 

Dr.  McCarthy  admits  that  his  statistics  may  not  be  ac- 
curate and  says  he  is  now  conducting  studies  to  see  what 
happened  to  those  patients  who  were  denied  surgery  by  the 
consultant’s  negative  report.  In  spite  of  this  admission, 
Dr.  McCarthy  published  his  statistics  and  bv  extrapolating 
his  findings,  stated  he  had  saved  the  union  some  three 
quarters  of  a million  dollars.  In  addition,  he  testified  be- 
fore the  Moss  Subcommittee  on  Oversight  and  Investiga- 
tions, and  this  group  in  turn  extrapolated  his  limited  study 
on  a national  basis.  This  is  tantamount  to  compounding 
a local  fallacy  on  a national  basis. 

All  of  these  extrapolated  conclusions  of  2.38  million 
unnecessary  operations,  costing  3.9  million  dollars,  re- 
sulting in  11,000  deaths  are  not  facts  but  a myth,  as  they 
are  based  on  Dr.  McCarthy’s  false  premise  that  a difference 
of  opinion  by  a consultant  is  the  sole  criterion  for  estab- 
lishing surgery  as  unnecessary.  This  is  misinformation  to 
the  public,  a disservice  to  the  medical  profession,  sheer 
nonsense,  and  a myth.  In  an  article  in  The  New  York 
Times  of  May  3,  1976,  Dr.  McCarthy  noted  that  additional 
study  changed  the  original  24  per  cent  of  unnecessary 
surgery,  as  originally  published  in  the  New  England 
Journal  of  Medicine  of  December  19,  1974,  page  1331,  to 
11  per  cent.  If  he  had  used  preset  criteria  for  evaluating 
the  justification  for  surgery,  the  percentage  would  be  much 
lower  still  and  more  realistic. 

The  intent  of  this  response  is  not  to  detract  from  Dr. 
McCarthy’s  sincerity  but  to  question  his  inductive  rea- 
soning and  to  suggest  he  consider  the  suggestion  of  Con- 
fucius— ”A  man  who  commits  a mistake  and  doesn’t  cor- 
rect it  is  committing  another  mistake.” 

Ralph  S.  Emerson.  M.D. 

President 

Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road 
Lake  Success,  N.  V'.  1 1040 

Reaction  to  insect  bites;  appeal  for  cases 

To  the  Editor:  Again  this  year  I am  compiling  a “Biting 
Insect  Summary”  and  would  appreciate  any  case  reports 
of  unusual  allergic  reactions,  especially  systemic  (sneezing, 
wheezing,  urticaria)  to  bites  of  insects;  that  is,  mosquitoes, 
fleas,  gnats,  kissing  bugs,  bedbugs,  chiggers,  black  flies, 
horseflies,  sandflies,  deerflies,  and  so  forth. 

I would  like  physicians  to  supply  me  with  case  reports 
of  those  patients  who  have  had  unusual  reactions  to  such 
insects.  Please  include  in  your  reports  the  type  of  reac- 
tions (immediate  and  delayed  symptoms),  treatment,  the 
age,  sex,  and  race  of  the  patient,  the  site  of  the  bite(s),  the 
season  of  the  year,  and  any  other  associated  allergies. 


If  skin  tests  and  hyposensitization  were  instituted,  I 
would  like  the  report  of  both.  Please  note  that  it  is  the 
biting  (not  stinging)  insect  in  which  I am  interested. 

If  you  have  found  any  insect  repellent,  local  treatment, 
or  insecticides  of  value,  I would  appreciate  this  information 
also. 

Please  send  this  information  to  the  following  address: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 
Asheville,  N.C.  28801 

Cutaneous  plaque  with  Acnomel 

To  the  Editor:  The  use  of  Acnomel  in  acne  and  other  skin 
lesions  requiring  drying  or  mild  sulfur  action  is  well  es- 
tablished and  has  been  used  without  event  for  many  years. 
In  the  following  two  instances,  untoward  sequelae  appar- 
ently related  to  the  Acnomel  interreaction  at  the  epidermal 
surface  are  described. 

An  eleven-year-old  boy  developed  pustular  acne  at  the 
tip  of  the  nose  and  was  treated  with  Acnomel  which  was 
applied  to  the  surface  in  the  evening  and  permitted  to  dry. 
By  morning,  a white  plaque  had  developed  over  the  surface 
of  the  skin  which  was  loosely  attached  to  the  epidermis  by 
thread-like  lines.  It  was  limited  to  the  area  of  application 
but  appeared  smooth,  shiny,  thin,  pseudomembranous  and 
bore  no  similarity  to  previously  described  appearances  of 
dried  Acnomel.  It  was  removed  with  Dermassage  using 
moderate  pressure  and  strong  abrasive  action  leaving  an 
intact  reddened  epidermis  beneath  the  plaque  surface. 
Healing  occurred  within  thirty-six  hours  and  was  un- 
eventful. 

The  forty-four-year-old  father  of  the  boy,  living  apart, 
and  using  another  tube  of  Acnomel  bought  at  a separate 
pharmacy  in  another  county,  applied  the  preparation  to 
the  crease  of  his  nose  because  of  a reddening  and  mild 
folliculitis.  Drying  occurred  quickly  with  a tan  cosmetic 
surface.  The  following  morning,  a white  shiny  plaque  was 
found  in  the  crease  of  the  nose  which  was  loosely  attached 
to  the  surface  and  was  removed  by  dermabrasion,  with  a 
reddened  epidermal  surface,  which  also  improved  subse- 
quently by  the  application  of  a cortisone  cream. 

It  is  possible  that  Acnomel  mixed  with  skin  oils  produced 
the  plaque,  but  it  is  interesting  to  consider  that  a leuko- 
derma subsequent  to  the  occurrence  of  a Shwartzman  re- 
action may  have  occurred.  To  distinguish  mechanical 
mixtures  of  oily  desquamatus  from  immune  body  reaction 
may  be  difficult  or  illusory  in  any  event.  It  is  facile  to 
conclude  that  the  event  resulted  from  an  ageing  or  bad 
batch  of  Acnomel.  Furthermore,  the  inclusion  of  an  oc- 
casional copious  fish  diet  is  unlikely  as  an  explanation.  A 
familial  tendency  might  be  alleged  but  is  equally  evasive. 
The  nature  of  the  skin  condition,  whether  bacterial  or 
parasitic,  may  be  considered  an  unusual  chemical  inter- 
reaction. 

Such  lesions  unfortunately  are  rarely  considered  further 
for  chemical,  toxicologic,  or  bacteriologic  investigation. 
The  salubrious  result  is  fortunate.  True  elucidation  must 
await  further  recognition  and  laboratory  studies  of  a re- 
currence of  this  lesion. 

Howard  S.  Zucker,  M.D. 

Medford  Medical  Center 
Medford , N Y.  11763 
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Index  to  Advertised  Products 


■ 


June  Special 

Summer  & Short  Term  Auto  Leases 

Due  to  a special  purchase,  we  can  offer 
a limited  number  of: 

BRAND  NEW 

1976  Granadas  & AMC  Pacers 

6 mos.  (a  $269.00  per  mo. 

12  mos.  («  $172.00  per  mo. 

a.  Fully  equipped  incl.  aircond. 

b.  2 or  4 door — your  option. 

c.  2,000  miles  per  mo.  at  No  Charge. 

d.  Full  service  included. 

e.  Insurance  available. 


CARANN  LEASING  CORP. 


Roosevelt  Raceway 
Westbury,  New  York 


Phone: 

(516)  248-9041 


PRACTICES  AVAILABLE 


Analgesics 

Bayer  Aspirin  (Glenbrook  Laboratories) 857 

Darvon  (Eli  Lilly  & Company)  844 

Percodan  (Endo  Laboratories)  833 

Antibacterials 

Gantanol  (Roche  Laboratories)  834,  835,  836 

Antibiotics 

Bactrim  (Roche  Laboratories)  874,  875,  876 

Wycillin/Bicillin  (Wyeth  Laboratories)  958,  959 

Antibiotic  injectables 

Garamycin  (Schering  Corp.)  917,918 

B ronchopuimonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  989 

Corticosteroids 

Medrol  Dosepak  (Upjohn  Company) 841 

Diagnostic  laboratory  tests 

Bio-Science  Laboratories  1007 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals) 883,  884 

Nonsteroidal  antiarthritics 

Nalfon  (Dista  Products  Company)  941,  942,  943 

Oral  bronchodilators 

Tedral  (Warner-Chilcott  Laboratories)  889 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 904 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  839 

Tranquilizers 

Librium  (Roche  Laboratories)  898,  899 

Mellaril  (Sandoz  Pharmaceuticals)  4th  cover 

Valium  (Roche  Laboratories) 980,  981 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 849,  850 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 925 


PRIMARY  CARE  PHYSICIAN  RETIRING.  LUCRATIVE  PRACTICE, 
Nassau  County,  suburban  area  which  needs  another  primary  care  physician. 
Modern  8 room  home  with  separate  5 room  office  attached,  fully  equipped. 
100  x 100  corner  property.  Many  extras.  Low  maintenance.  Immediate  in- 
come from  existing  patient  load.  (516)  868-5633. 


GROWING  FAMILY  PRACTICE  ON  N.  SHORE,  L.I  AVAILABLE.  IN- 
cludes  1,000  sq.  ft.  newly  appointed  office  with  waiting,  consultation  and  three 
examining  rooms,  small  lab.  Hospitals  in  proximity.  Reasonable  terms. 
Leaving  for  residency.  Call  (516)  928-5253. 


NEW  YORK,  SOUTHERN  TIER:  ESTABLISHED  MEDICAL  OFFICES 

for  rent  All  utilities  furnished;  A/C;  five  rooms.  Close  to  two  accredited 
hospitals.  Call  or  write:  A.  Boroff,  M.D..  474  Pennsylvania  Ave.,  Waverlv, 
N.Y.  14892.  (607)565-8360. 


MANHATTAN,  N.Y  LUCRATIVE  INTERNAL  MEDICINE  PRACTICE 
and  beautiful  cooperative  office  for  sale  and/or  rent  Low  monthly  mainte- 
nance. Will  introduce.  Relocating.  George  James  Camarinos,  M.D.,  125  E. 
74th  Street,  New  York,  N.Y.  10021. 
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PRACTICES  WANTED 


CARE-  New  York,  N.Y.  10016  or  regional  offices 


OPTHALMOLOGIST  WANTS  TO  BUY  ACTIVE  PRACTICE  IN  MAN- 
hat  tan  Dept . 535,  c/o  NYS.JM. 
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Rx  for  Physicians  Only 


1976  Cadillac  Coupe  deVille 
“CLOSED  END  LEASE” 

$205.00  per  month — 36  months 
$257.00  per  month — 12  months 

All  cars  fully  equipped.  Insurance  & maintenance 
available.  45,000  miles  included.  ALL  CHARGES  ARE 
DETERMINED  IN  ADVANCE.  Ask  for  our  Medical  De- 
partment. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)248-9041 


IISCELLANEOUS 


LLS  COLLECTED- ABUSE  IS  RULED  OUT-TACTFUL  YET  Suc- 
cessful—40  years  of  top  service  to  doctors  and  hospitals  Moil  billhead  for 
details  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y 10036 
LO  5-2943 

iNCHMARKS  FOR  INVESTING  IN  GOVERNMENT  SECURITIES  THE 
definitive  publication  for  those  who  invest  in  U.S.  Treasuriers.  Includes  48- 
page  instruction  manual  supplemented  each  month  with  charts,  statistics, 
inalvses  and  feature  articles  designed  to  minimize  risk  For  information 
x-rite:  David  Seligman.  Dept.  NYM.  1,  307  Rose  Avenue,  Venice,  Ca.  90291. 


JSITIOIMS  WANTED 


UROLOGIST.  AGE  46.  BOARD  QUALIFIED,  LIC.  N.Y.,  EXPERIENCE 
i general  practice,  hypnosis,  alcoholism.  Seeks  clinical  or  non-clmical 
osition  in  NYC  only.  Solo,  group,  industry,  administrative,  some  travel 
i.K  Consider  all  fields  and  opportunities.  Excebent  references,  training 
nd  background.  Mature,  presentable,  good  speaker.  Dept.  536,  c/o 
iYSJM. 

•MAN  DOCTOR.  OB  & CYN.  BOARD  ELIGIBLE,  FLEX.  HOUSE  PHYSI- 
ian  hospital  job.  Available  June.  Dept  . 538,  c/o  NYSJM. 


Give  to 


Conquer  Cancer 


YSICIANS  WANTED 


IIATRICIAN.  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
tion  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
r,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
tlaizzi.  Administrator.  Grove  City  Hospital.  Grove  City,  Pa.  16127.  Phone 
12)458-7132. 

' >RIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
;s  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
ttersburg,  the  State's  fastest -growing  metropolitan  area.  Florida's  largest 
mmunity  hospital  development  and  management  firm  seeks  curriculum 
tae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
il  medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
necology.  anesthesiology.  ENT.  and  physical  & rehabilitative  medicine, 
ill  collect  (813)  381-8000.  or  write  to  Medical  Affairs  Department,  Medfield 
irporation.  P.O.  Box  15207.  1609  Pasadena  Avenue  South.  St.  Petersburg, 
orida  33733. 


IBM  ENDICOTT  NEEDS 
AN  OCCUPATIONAL  PHYSICIAN 

IBM  has  an  opening  for  an  occupational  physician 
to  assist  the  managing  physician  in  a well-equipped 
facility  fully  staffed  to  handle  a well-rounded  em- 
ployee health  program. 

Previous  occupational  medical  experience  de- 
sirable but  not  necessary.  Salary  is  commensurate 
with  experience  and  professional  training.  Career 
opportunities  in  employee  health  program,  envi- 
ronmental hygiene  or  toxicology.  Work  in  an  en- 
lightened industrial  environment.  Excellent  fringe 
benefits.  If  you  are  interested,  contact  Ron  Curtis, 
IBM  Corporation,  P.O.  Box  6,  Endicott,  New  York 
13760  or  telephone  (607)  755-2083. 

IBM 

AN  EQUAL  OPPORTUNITY  EMPLOYER 


CONSCIENTIOUS  INTERNISTS,  FAMILY  PRACTITIONERS  AND  PEDIA- 
tricians  are  being  sought  by  Northeastern  Ohio  multispecialty  group  of  12. 
An  interest  in  quality  primary  care  medicine  is  necessary.  Excellent  new 
facility,  congenial  co-workers  and  outstanding  fringe  benefits.  A non-profit 
medical  center  with  no  investment  required  interested  in  treating  and  edu- 
cating all  patients  regardless  of  financial  ability  to  pay.  Competitive  starting 
salary.  Dept.  527,  c/o,  NYSJM. 


TWO  MAN  ORTHOPEDIC  GROUP  DESIRES  THIRD  ORTHOPEDIST, 
close  to  Buffalo,  N.Y.  and  the  University  of  Buffalo.  Excellent  community 
to  live  and  raise  children.  Only  minutes  from  practicing  hospitals.  Ortho- 
pedic Associates  of  Niagara,  P.C.,  Lockview  Plaza,  Lockport,  N.Y.  14094. 
(716) 434-2697. 


CORTLAND:  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED  OR  ELIGI- 

ble,  for  Community  Mental  Health  Center  in  Finger  Lakes  Region  of  New 
York  State.  Salary  open.  Excellent  fringe  benefits.  Contact:  Bartolo  J. 

Spano.  Ph  D.,  Director.  Mental  Health  Services,  15  Court  St.,  Cortland, 
N.Y.  13045.  Phone  (607)  756-7523. 


PHYSICIAN— OCCUPATIONAL  MEDICINE 

Our  innovative  Occupational  Medical  Program  in  SUFFOLK  COUNTY,  N.Y. 
offers  a challenging  opportunity  for  a NYS  licensed  MD.  Workmen's 
Compensation  rating  required:  occupational  medical  experience  desirable 
Outstanding  paid  benefits  program.  Salary  negotiable  based  on  experience. 
Candidates  should  forward  resume  to: 

NOEL  H.  MILLER,  M.D.,  Dept,  of  HEALTH  SERVICES 
DENNISON  BUILDING,  HAUPPAUGE,  NEW  YORK  11787 
— — ■ .. ...  . Equal  Opportunity  Employer  (m/f) 


PHYSICIANS  WANTED— CONT  D 
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PHYSICIANS  WANTED— CONT  D 


PHYSICIAN  OPENINGS 
UNITED  STATES  ARMY  RESERVE 


The  U.S.  Army  Reserve  has  numerous  openings  available 
throughout  New  York  State. 


Positions  available  cover  all  medical  specialty  areas 
and  officer  ranks  up  to  lieutenant  colonel.  Individuals 
with  prior  service  must  be  able  to  complete  20  years 
service  by  age  60.  Those  individuals  with  no  prior  mil- 
itary service  should  be  under  age  40. 


Both  prior  service  and  non-prior  service  physicians,  male 
and  female,  are  urgently  needed.  For  additional  infor- 
mation on  serving  part-time  duty  with  the  U.S.  Army  Re- 
serve Medical  Department,  call  818th  Hospital  Center  at 
(212)  836-9021  or  write: 


Colonel  Joseph  P.  Cillo,  M.D. 
818th  Hospital  Center  IJSAR 
Building  408,  Fort  Hamilton 
Brooklyn,  New  York  11252 


THE  MEDICAL  ARMY  RESERVE  . . . 
PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


PHYSICIANS  WANTED— CONT  D 


GENERAL  PRACTITIONER  NEEDED  ANNUAL  SALARY  PAID  IN  Ex- 
cess of  doctor’s  private  practice.  Health  Center  available  to  the  doctor 
furnished  by  the  Town.  Three  new  hospitals  within  a 30  minute  drive.  New 
Central  High  School.  Summer  and  winter  vacation  area.  Three  famous  ski 
areas,  one  in  our  town,  rest  in  neighboring  towns.  Advantageous.  Present 
doctor  retired.  Call  John  A.  Orr,  Jr.,  Wells,  N Y.  12190.  (518)  924-2093. 


BRONX,  NEW  YORK  PSYCHIATRIC  RESIDENCY.  MONTEFIORE 
Hospital  and  Medical  Center  of  Albert  Einstein  College  of  Medicine  has  un- 
expected first  year  residency  position  open  in  psychiatry  for  July  1,  1976. 
Outstanding  clinical  and  academic  program  with  broad  dynamic  orientation. 
Inquiries  invited.  Equal  Opportunity  Employer  Call  or  write:  Jack  L. 

Katz,  M.D.,  Director  of  Residency  Training,  Department  of  Psychiatry, 
Montefiore  Hospital  and  Medical  Center,  111  East  210th  St.,  Bronx,  N.Y. 
10467.  (212)  920-4948  or  920-4040. 


BUSY  PRACTITIONER,  DIPLOMATE  OF  AMERICAN  BOARD  OF  FAMILY 
Practice,  needs  help.  G.P.,  internist,  or  family  practitioner  wanted;  no  O.B. 
Excellent  opportunity  in  middle  income,  seashore  community,  west  end  of 
Long  Island.  Superior  community  hospital  nearby.  Manhattan  45  minutes 
away.  Arrangements  negotiable.  Dept.  537,  c/o  NYSJM. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

‘SPECIALIST  IN  RECRUITMENT' 


Unique  positions  avail  for  PHYSICIANS  in  all  specialities  for 
General  Practice  assoc,  solo  and  group.  Also  hospital  based, 
pharmaceutical  and  industrial  medicine  positions.  Send  resume, 
location  & salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028 
(Mailing  address  only) 


(212)  RH  4-3615-3466 


iSAl 


PHYSICIANS  WANTED: 


AT  V 


York,  New  Jersey,  Connecticut /permanent  full-half  time  as  well  as  te’“, 


and  per  diem  basis.  Client  inquiries  invited.  For  further  info 


Karrev  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  Ne,lj  j 


N.Y.  10010.  Telephone:  (212)  532-7625 


EC 


MIAMI  BEACH.  FLA.,  LINCOLN  RD.  FULLY  EQUIPPED  OFFIC>d  >nt 
ternist  retiring.  Physio  & inhalation  therapy,  pulmonary  digitate  tr. 
laboratory  (SMA16),  ECG  electrosurgery,  ophthalmo-oto-proctosqoi 
scope.  Will  introduce  one  month.  Easy  monthly  terms:  inventory  ],  : hi! 
of  gross  income.  Dr.  Harrv  Collen.  1249  N.E.  163rd  St.,  North  Miami  ri  Ids 
Fla.  33162.  (305)  947-7503. 


<P- 


EMERGENCY  ROOM  PHYSICIANS-FULL  TIME  POSITIONS  P 
able  in  a 300+  bed  hospital;  you  will  be  a part  of  an  8 man  rotating  tear^' 
full  back-up  coverage  in  all  specialties;  40  hour  work  week;  salary  $40,01  **' 
year;  plus  many  fringe  benefits  including — 4 weeks  vacation,  one  week'  * 
leave;  New  York  State  license  required;  send  curriculum  vitae  to  Siste 
Vincent,  Executive  Administrator,  St.  Elizabeth  Hospital,  2209  G 


Street,  Utica,  New  York  13501  or  phone  (315)  798-5123. 


PHYSICIANS— $45,000  PER  ANNUM,  EXCELLENT  FRINGE  BENE 
Stimulating  medical  careers  in  emergency  and  critical  care  medicine, 
resume  to:  Wayne  M.  Bailey,  Administrative  Director,  Critical  Car< 

South  Edisto  Avenue,  Columbia,  SC  29205. 


THE  FAMILY  MEDICINE  RESIDENCY  PROGRAM  OF  THE  UNIVER 
of  Rochester  and  Highland  Hospital  is  seeking  an  obstetrician/gynecol 
Responsibilities  will  encompass  teaching  of  residents  and  medical  stu( 
and  ambulatory  and  in-patient  care.  Optional  University  faculty  apj 
ment  available.  Salary  negotiable  based  on  qualifications  and  exper 
Generous  fringe  benefits,  vacation  and  continuing  education.  Submit  res 
and  inquiries  to:  Eugene  S.  Farley,  Jr.,  M.D.,  M.P.H.,  Professor  an 

rector.  Family  Medicine,  885  South  Avenue,  Rochester,  N.Y.  14620. 


EMERGENCY  DEPARTMENT  PHYSICIAN— A BEAUTIFUL  CON 
nity  located  in  Upstate  New  York  has  an  immediate  opening  for  a h 
licensed  physician.  Forty-hour  work  week  with  excellent  fringe  bei 
Beginning  salary  of  $42,500.  Contact:  Mr.  Patrick  D.  Cannistra,  Di 

of  Personnel,  St.  Luke’s-Memorial  Hospital  Center,  P.O.  Box  479,  Cha 
Road,  Utica,  New  York  13503. 


GO  WAND  A— OPPORTUNITIES  ARE  AVAILABLE  FOR  PSYCHIATRI 
Medical  Specialists  & Clinical  Physicians.  The  salary  will  be  commens 
with  professional  qualifications.  Must  be  licensed  in  the  State  of  New  Yi 
be  able  to  obtain  such  license  or  have  a permanent  license  to  practice  met 
in  one  of  the  States  of  the  Union  and  be  able  to  obtain  a temporary  perr 
practice  medicine  in  NYS  prior  to  date  of  appointment.  Gowanda 
Accredited  Psychiatric  Hospital  run  by  the  NYS  Dept,  of  Mental  Hyf 
south  of  Buffalo,  NY.  It  carries  on  an  active  community  treatment  progr 
provides  outpatient  services  for  a 3-county  area.  Benefits  include  3%  \ 
paid  leave  & 11  paid  holidays  during  1st  year  of  employment;  liberal, 
contributory  retirement  plan.  Contact  Director,  Gowanda  Psychiatric  C< 
Helmuth,  N.Y.  14079. 


!H 


ORTHOPEDIC  SURGEON,  PLASTIC  SURGEON,  UROLOGIST,  ENT,  ti 
other  specialists  needed  in  medical  center  located  in  southern  Dut  >n 
County.  Will  build  to  suit.  Lease  available  with  no  rent  payment  foi 
four-six  months.  Fastest  growing  area  in  New  York  State.  Contact  Me 
Specialists,  140  Main  Street,  Fishkill.  (914)  896-9280.  L 


WISCONSIN  MULTI-SPECIALTY  GROUP  OF  22  PHYSICIANS  IN 
western  college  town  between  Madison,  Milwaukee  and  Chicago.  Will 
sider  applicants  in  General  Internal  Medicine,  Gastroenterology,  A1 
OB/GYN,  Pediatrics,  Otolaryngology  and  Ophthalmology.  New  clinic  I 
ing  opening  this  year  adjacent  to  new  hospital.  Very  competitive  ini 
Excellent  medical  environment.  Call  or  write:  Ken  Gold,  M.D.,  1 

Clinic,  S.C.,  1146  Grant  St.,  Beloit,  Wi.  5351 1 . Phone:  608/365-4411 


TWO  INSTITUTIONS  RECOGNIZED  IN  THE  FIELD  OF  PHYSICAL 
habilitation  are  interested  in  retaining  a physician  that  is  board  certifiip 
physical  medicine.  Interested  physicians,  licensed  in  New  York  States]! 
respond  to  the  Administrator,  Brothers  of  Mercy  Health  Facilities,  P OL 
157,  Clarence,  New  York  14031. 
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S'kTE  FOR  SmLE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CQNT  D 


' * ES™S  JFSSSSiSSSl  v^rASif  In 

i JAMAICA  ESTATES. 

_ . ,n  nnrTnRS  Cl  I NIC  OWN  DRI\ * 

LL^eNparated  from'  beautifully 

"aSdreftcTengC  ^conditioned.  weU  land- 

ree  acres;  principles  only.  Call  (516) -86-95-  • 

- vi t VFRNON  N V 7 ROOM  SUITE.  1.163  SQ  FT ..  MODERN 
We.,  or  contact  John  Holzinger  (212)  5j  5-1180. 
work  1 1 NEWLY  APPOINTED  MEDICAL  OFFICE  FOR 

iSSKi. 

SSSSWSSS^  - 

' ORANGE  COUNTY  50  MINUTES  NORTH  GW  BRIDGE.  MEDI- 
,-ORANGE  LU  . . xhree  exam  rooms,  treatment  room,  wait- 

rhZe^erDarkinf  iZly  fiefdstone  house,  fireplace,  five  bedrooms^ 
swfrZinrS  nearby!  Good  schools.  Three  hospitals  wtthm  20 
s.  (914)783-2231. 

\MPTON.  ^dNpr^d^ProVfiicmi  on^^ded  Tcrefwith  creek  for 

^"^kedromns^ ®a^afbs^^vin^r^tm^d^imn^oom^  2^^ami^rooms, 

ice“s  pTrfiallv  furnished."  $185,000.  I will  assume  the  mortgage. 
:er.  M.D..  (516)  324-1528. 


rT ACHED  4 ROOM  OFFICE.  UNION  TURNPIKE.  JAMAICA 

■ ■ ■ 

TVTT  T F \ Y OFFICE  SPACE  AVAILABLE.  CONSULTATION 

‘.r  of  tr^jtt™ephysicafTherapis?°mResW^^™  ne^ghborhoo(L>  off- 

;l"?  r°°“Z  own  bf  Ten  minutes  from  Northern  Westchester 
‘Sands  & WWte  Plains  hospitals . Tel.  (914)  769-1069. 

OFF1CF  SPECIALISTS;  FOR  PROMPT  EFFICIENT  SERV  ICE 

FSTCHESTER  CUSTOM -BUtLT . 7-ROOM  RANCH.  IMMA(  U- 
rhuon  Excellent  physicians  location;  new  hospitals  in  area;  'OO  sq.  ft. 
face  on  “ thriving,  heterogeneous  commtmtty  affording  ex- 
■. -creational  facilities  for  all  age  groups.  (914)  9b2-4640. 


MEDICAL  SUITE  FOR  RE-ST  . 'L^.urv  s'Yjfr^ll''  hlihr  -.n.. 

for  sale  entire  contents  .^op^e-^table 

Franklin  Square,  L.I. 

HAUPPAUC.E  BRENTWOOD  N Y ONE  ACRE  PLOT  ZONED  BUST 
ness.  2 minutes  from  Long  Jfj'  Zs^rom  two  hospitals  Near  finest  beaches 
aZtCgl^a.6  Center  P Will  sell  or  build  to  suit. 

J.  DeLisi,  516/671-7 1 19. 

BRIARCLIFF  MANOR  & yea(r\NoW°4  VdCrm,  3%  baths,  central 

Westchester;  magnificent  high-ranch  b yea  Groun<j  Level:  Separate 

A/C.  2 fplcs.  circular  driveway  ample  r(K)ms.  lab.  Abso  ute 

privation* huge'backyard  ^th  in-ground  pool,  rock  garden  terraces,  ( all 
Dr.  Polak  8:00-12:00  AM  (914)  963-3535. 

9 ROOM  HOUSE  F O RM ERL Y DOC  FOR  S H(| , OJ^ICE  0^  to  hj^; 

c°ck  Canal  walk  to  bay  excellent  terms.  Mrs.  V.  A. 

(lalUx  Canal' Rd.f  Ham^rtor^Bays!  N.S’.  PTeL  516/728-0743. 

FOREST  HILLS.  PROFESSIONAL  C^^.A^EABLE  IN  BRAN^  t 
luxury  town  house.  Many  extras.  ° | near  m conveniences.  Ad- 
samelocatiom  Mon  Thurs  10:30  AM  until 

ffiL  w2^21«  Si-2433  or  after  9 PM. 

YEAR  ROUND  LEISURE  “• 

nake  Lake.  N.V  Informal  Community,  r a xLC  3 bedroom 

SiJfiS  i&tSJSSSZZR**. » » •45-“°  «*"■' 

owner.  CallM.  Fine  (212)  261-827/. 

„ , i vtfvv  YORK  FOR  SALE-HOME-OFFICE  100  x 100,  3 
WESTBURY,  L.I.  NrE%0,^  Xb  Custom-huilt  office  suite,  separate 
bedroom  colonial.  Carle  Place  scftoo  since  1946.  Physician  deceased, 

entrance.  General  practice  same  location  of  :!0,(X)0.  20  min  to 

Records  intact.  No  general  practiti  Kornreich.  4915-12  Ave.,  Brooklyn, 

beach.  40  min.  to  N.Y.G.  Contact. 

N.Y.  11219.  (212)854-8755. 

NEW  ROCHELLE.  N.Y.^HOMIDOPqOE^PSTCHIATRIST^LEAyiNG 
area  will  introduce  to  patients,  offic  ^ p air-cond,  full  basement. 

SS3*t£ 


lawrence-cedarhurst  PRO™s™N0fcH4°BRE4  bSS  SS 
EeUaf ;rtt!cCatPrnesen^lown0er  wiTling  to  share  office  or  remain  as  tenant. 
$125,000.  Call  516-569-3433. 

DOCTORS'  ROW  HOME  amj  office^for^sale^^excelle. 

tion  on  Hempstead  Ave.  -automatic  doors;  glass-walled  den,  peg 

GK"“  * ^ >"d-  $78’500'  PrmCiPa 

only:  evenings  (516)  593-8990. 

tnt-  it  act  <; i qt  STREET  AND  LEXINGTON  A\E. 
OFFICE  TO  SHARE.  EAS' T 61ST  i 3™  ditioned,  street  entrance  2 
Large,  modern,  beautifully  decorate^  a d 2-girl  reception 

consultation  rooms.  6 etmn.ng  «w»^“ ‘^fd ?S“Fri.  in  A M,  Tues.  & 
area  Available  for  exclusive  us  <9101  PI  3 5527 
Sat  after  12  Noon;  and  Thurs  all  day.  (212)  PI.  3 ooz/. 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


The  Scientific  Program  will  start  on  Sunday,  November  7 and  continue 
through  Wednesday,  November  10. 

MARK  THESE  DATES. 

The  Scientific  Program  Committee  has  been  most  diligent  in  bringing  to 
you  outstanding  authorities  in  diagnosis  and  therapy  in  many  disciplines. 
Members  and  guests  are  urged  to  attend  and  avail  themselves  of  excellent 
continuing  medical  education  opportunities. 

GENERAL  SESSIONS 


Sunday,  November  7 BREAST  CANCER— all  day  session 

Monday,  November  8 HUMANISM  AND  MEDICAL  ETHICS-2  p.m. 

Tuesday,  November  9 MEDICAL  ASPECTS  OF  SPORTS— 9 a.m. 

Wednesday,  November  10 A DAY  IN  GASTROENTEROLOGY— all  day 

session 


AN  INNOVATION-LUNCHEON  ROUND  TABLE  DISCUSSIONS 

Monday  • Tuesday  • Wednesday 

MEET  THE  EXPERTS 
Preregistration  will  be  required. 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems 
on  a one-to-one  basis,  with  experts  in  your  field. 


DETAILS  WILL  BE  ANNOUNCED  IN  FUTURE  ISSUES 


New  York  State 
Journal  of  Medicine 


Volume  76  / Part  I 

JANUARY-JUNE 

1976 


I For  alphabetical  index  of  authors 

PAbEb  1 — 1054  I and  subjects  see  pages  1027-1042 


Published  by  the 

Medical  Society  of  the  State  of  New  York 


Officers 


Medical  Society  of 
the  State  of  New  York 


Ralph  S.  Emerson,  M.D.,  Nassau 
Lynn  R.  Callin,  M.D.,  Monroe 
George  L.  Collins,  Jr.,  M.D.,  Erie 
Bernard  J.  Pisani,  M.D.,  New  York 
Carl  Goldmark,  Jr.,  M.D.,  New  York 
Joseph  G.  Zimring,  M.D.,  Nassau 
Albert  M.  Schwartz,  M.D.,  New  York 
Warren  A.  Lapp,  M.D.,  Kings 
George  T.  C.  Way,  M.D.,  Dutchess 
Joseph  F.  Shanaphy,  M.D.,  Richmond 


President 

Past-President 

President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councilors 

Term  Expires  1976 
John  H.  Carter,  M.D.,  Albany 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Paul  M.  DeLuca,  M.D.,  Broome 
Abraham  W.  Freireich,  M.D.,  Nassau 

Term  Expires  1977 
G.  Rehmi  Denton,  M.D.,  Albany 
Albert  H.  Douglas,  M.D.,  Queens 
Milton  Rosenberg,  M.D.,  Suffolk 
Allison  B.  Landolt,  M.D.,  Westchester 

Term  Expires  1978 

Richard  D.  Eberle,  M.D.,  Onondaga 
Keith  0.  Guthrie,  Jr.,  M.D.,  New  York 
Ralph  M.  Schwartz,  M.D.,  Kings 
Charles  D.  Sherman,  Jr.,  M.D.,  Monroe 

Trustees 

Joseph  j.  Kaufman,  M.D.,  Wayne,  Chairman 
Reid  R.  Heffner,  M.D.,  Westchester 
James  M.  Blake,  M.D.,  Schenectady 
Milton  Helpern,  M.D.,  New  York 
Walter  Scott  Walls,  M.D.,  Erie 
John  Edward  Lowry,  M.D.,  Queens 
David  Kershner,  M I).,  Kings 


Headquarters 

420  Lakeville  Road,  Lake  Success,  New  York 
11040 

Tel.  516-488-6100 

Staff 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Edward  Siegel,  M.D. 

Deputy  Executive  Vice-President 

New  York  State  Journal  of  Medicine 

Alfred  A.  Angrist,  M.D.,  Editor 
Julius  E.  Stolfi,  M.D.,  Associate  Editor 
Elizabeth  C.  Smith,  Managing  Editor 
Eugene  S.  Dombrowski,  Business  Manager 
United  Media  Associates,  Inc., 

Advertising  Representatives 
Publication  Committee 

Warren  A.  Lapp,  M.D.,  Chairman 
Arthur  H.  Diedrick,  M.D. 

Milton  Gordon,  M.D. 

Albert  H.  Douglas,  M.D.,  Consultant 


The  Council  is  composed  of  the  officers , the  coun- 
cilors, and  the  chairman  of  the  Board  of  Trustees. 


pages 

1-163 

163-338 

339-508 

509-654 

655-832 

833-1054 


number 

1 

2 

3 

4 

5 

6 


issue 

January 

February 

March 

April 

May 

June 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

Index  to  Volume  76 

PART  I 

January-June  1976 


AUTHORS 

Ackerman,  Norman  M.,  190 
Acs,  Hedda,  410 
Adams,  James  T.,  268 
Agha,  Farooq  P.,  734 
Agrawal,  Amarnath  B.,  678 
Aintablian,  Agop,  447,  673 
Albukerk,  Jak  N.,  259 
Alfonso,  Antonio,  765 
Amaral,  Leonard,  938 
Arkin,  Arthur  M.,  190 
Arno,  J.  Thomas,  45 
Auchincloss,  J.  Howland,  Jr.,  272 
Azueta,  Victor,  944 

Baggenstos,  Pius,  366 
Bakshi,  Suraj  Prakash,  35 
Balint,  John  A.,  678 
Baltazar,  Ma.  Ophelia  Z.,  544 
Baretz,  Roger  M..  54 
Barzel,  Uriel  S.,  234,  579 
Becker,  Donald  R..  452 
Belgraier,  Arnold  H.,  936 
Bennett,  Boyce,  Ed.  (Correlation 
Conferences  in  Radiology  and 
Pathology),  722 
Berlin,  Melvin,  259 
Berliner,  Stanley  D.,  955 
Berry,  Edgar  P.,  586 
Binet,  Eugene  F.,  Ed.  (Correlation 
Conferences  in  Radiology’  and 
Pathology),  240,  900 
Bivona,  John,  765 
Black,  Asher,  255 
Black,  Martin  M.,  255 
Bloomberg,  Allan  Ellia.  Ed.  (Ab- 
stracts, Reports,  Proceedings, 
New  York  Society  for  Thoracic 
Surgery),  706 
Bodon,  George  R.,  433 
Boichis,  Hayim,  357 
Bole,  Prafull,  982 
Brisebois,  Phyllis  R.,  851 
Bryk,  David,  408 
Budny,  James  L.,  877 
Buhac,  Ivo,  678 
Burson,  Leonard  C.,  955 

Carpena,  C.,  960 
Carter,  Stephen  L.,  268 
Chandra,  Nakul,  708 
Chase,  P.  Harvey,  748 
Choi,  Sung  H.,  986 
Chu.  Tsann  Ming,  35 
Chua,  Windell.  527 
Cleary,  Joseph  B.,  594 
Cohen, Jacob,  391 
Collins,  Hilda,  373 


Cook,  Albert  W.,  366 
Cornwall,  Claude  C.,  421 
Coryllos,  Elizabeth  V.,  706 
Crocco,  John  A.,  58 
Culver,  Gordon,  684 

Dacso,  Michael  M.,  Ed.  (Geriat- 
rics), 71 

Daly,  Robert  M.,  188 
Degnan,  Thomas  J.,  990 
Delaney,  Thomas,  706 
Dineen,  Peter,  754 
Dorismond,  Jean-Claude,  527 
Douglas,  Donald  B.,  603 
Drusin,  Lewis  M.,  283 
Dwek,  Joe  Hugh,  94 

Eisinger,  Robert  P.,  907 
Elguezabel,  Alberto,  748 
Emerson,  Ralph,  454 
Esseesse,  Isaac,  281 
Esterly,  John  R.,  948 
Evans,  Bruce  E.,  966 

Farman,  Jack,  990 
Fellner,  Michael  J.,  101 
Fenig,  Jose,  404 
Feraru,  Felix,  97 
Ferrera,  Joseph,  708 
Fierst,  Sidney  M.,  201 
Fierstein,  Joseph,  610 
Foster,  Giraud  V.,  230 
Freiman,  Alvin  H.,  719 
Frieden,  Julian,  Ed.  (Electrocar- 
diograms of  the  Month),  69,  247, 
401,565,  727,905 
Friedman,  Alan  R.,  944 
Friedman,  Eugene  W.,  966 
Friedman,  Irwin,  684 
Frohlich,  Gary  S.,  975 
Frost,  Elizabeth  A.  M.,  695 
Fulop,  Milford,  19 
Furman,  Seymour,  711 

Gardner,  Bernard,  765 
Garzon,  Antonio  A.,  714 
Geever,  Erving  F.,  Ed.  (Correlation 
Conferences  in  Radiology  and 
Pathology),  397 
Gelmann,  Samuel  B.,  252 
Gibbons,  William  E.,  Jr.,  851 
Grotke,  Nelson  C.,  877 
Gilbert,  Robert,  272 
Gingrich,  Roger  D.,  283 
Gluck,  David,  582 
Gold,  George,  188 
Goldman,  Leon,  770 


Gomez,  Jaime  L.,  84 
Gorstein,  Fred,  572 
Gould,  Lawrence,  527 
Gourin,  Anatole,  714 
Grachow,  Freda,  297 
Graney,  Michael  J.,  433 
Gray,  George  F.,  Jr.,  754 
Gregory,  Ian  Langdale,  289 
Greifer,  Ira,  357 
Gupta,  Sudhir,  24 
Gururaj,  Vymutt  J.,  544 

Haggerty,  Edward  C.,  306 
Hakim-Fllahi,  Enayat,  567 
Hamby,  Robert  I.,  447,  673 
Han,  Tin,  378 
Harnes,  Jack  R.,  891 
Harris,  Paul  D„  708 
Hartstein,  Marvin  L.,  673 
Hasan,  Faysal  M.,  272 
Hecht,  Arthur,  264 
Hecht,  Pauline  G.,  264 
Henry,  John  Bernard,  532 
Herbsman,  Horace  H.,  765 
Herrera,  Miguel  A.,  452 
Hilaris,  Basil  S.,  719 
Hilsenrath,  Joseph,  673 
Hinman,  Alan  R.,  50 
Hinterbuckner,  Catherine,  739 
Hirschl,  Simon,  734 
Hohler,  Charles  W.,  373 
Hotchkiss,  Edward,  610 
Hsia,  Ting  W.,  452 
Hsu,  Cher  Y.,  695 
Huang,  Jacob  Chen-Ya,  297 
Huntington,  Peter,  255 
Huvos,  Andrew  G.,  552 

Iannacone,  Philip  M.,  421 
Ilgren,  Edward,  548 
Inglis,  James,  373 
Irwin,  Gerald  A.  L.,  88 

Jackson,  Mertol,  693 
Jacobson,  Julius  H.,  II,  966 
Jaretzki,  Alfred,  III,  539 
Jeffrey,  William  D.,  384 
Joiner,  James  R.,  869 

Kalu,  Dike  N.,  230 
Karayalcin,  Gungor,  410 
Kavey,  Rae-Ellen  W.,  283 
Kazarian,  Kirk  K.,  982 
Kean,  B.  H.,  930 
Keefe,  Edward  F.,  205 
Kenigsberg,  Kenneth,  706 
Keogh,  Brian,  35 


June  1 976/  New  York  State  Journal  of  Medicine  1 027 


Kesseler,  Howard  J.,  80 
Ketchum,  Smith  A.,  Ill,  982 
Khan,  Faroque  A.,  944 
Kim,  Kir  Young,  410 
Kim,  Ye  Hum,  932 
Kleban,  Carl  H.,  384 
Klein,  Robert,  734 
Kleriga,  Enrique,  366 
Kolodny,  Howard  D.,  439 
Koran,  Lorrin,  610 
Kory,  Leslie  A.,  264 
Kusik,  Hans,  560 

Lajos,  Thomas  Z.,  684 
Lea,  Jean,  373 
Left,  Edward,  708 
Lepow,  Harold,  912 
Levine,  David  B.,  426 
Levine,  Lenore  S.,  40 
Levowitz,  Bernard  S.,  404 
Levy,  David,  739 
Lewy,  John  E.,  40 
Liberson,  Sarah,  560 
Lieberman,  Jack,  181 
Limjuco,  Raul  A.,  439 
Lin,  Ching-Shen,  574 
Lippes,  Jack,  278 
Liwnicz,  Boleslaw,  912 
Lomotan,  Aniceto,  678 
Lowe,  William  C.,  926 
Lowen,  Beal,  678 
Lusins,  John,  416 
Luther,  Philip  M.,  224 
Lyons,  Harold  A.,  58,  714 

MacGillivray,  Margaret,  877 
McCabe,  John  S.,  80 
McGlynn,  Doris,  851 
Magilligan,  Donald  J.,  Jr.,  977 
Malis,  Leonard  I.,  64 
Markarian,  Bedros,  Ed.  (Correla- 
tion Conferences  in  Radiology 
and  Pathology),  240,  900 
Martini,  Nael,  719 
Matz,  Robert,  693 
Mehta,  Jawahar,  447 
Mershfcimer,  Walter  L.,  982 
Mihailos,  Panagiotis,  938 
Miller,  Harry  L.,  919 
Miller,  Myron,  968 
Mintz,  Paul  D.,  532 
Mirza,  Mohammed  A.,  88 
Mitchell,  Paul,  610 
Moayeri,  Houshang,  378 
Mofenson,  Howard,  706 
Montes,  Mario,  278 
Morris,  James  M.,  190 
Moses,  Arnold  M.,  968 
Murphy,  Gerald  P.,  35,  214,  869 

Nash,  David  T.,  45 
Nathan,  M.  P.  Ravindra,  748 
New,  Maria  I.,  40 
Ney,  Charles,  919 
Nordine,  Rachel  B.,  532 
Norman,  Alex,  734 

Ohanian,  Maimu,  560 
Ollstein,  Ronald  N.,  306 
Onuigbo,  Wilson  I.  B.,  771 
O’Regan,  Daniel  J.,  304 
Oygar,  Ahmet,  366 


Pacheco,  Sergio,  366 
Pacivc,  Beno,  252 
Padawer,  Melvin  J.,  885 
Pantoja,  Enrique,  224 
Papadakis,  Lycourgos,  97 
Papernik,  Daniel  S.,  384 
Park,  Soong  K.,  678 
Parthasarathy,  Kondai  L.,  35 
Patterson,  John  C.,  869 
Peirce,  E.  Converse,  II,  966 
Pessah,  Marius  L.,  294 
Petreshock,  Edward  P.,  294 
Petrovich,  Zbigniew,  560 
Pfalzer,  Frank  A.,  Jr.,  986 
Phadke,  Madhav,  963 
Plaut,  Martin  E.,  278 
Pochaczevsky,  Rubem,  97,  408 
Pongpanit,  Chantrasiri,  544 
Porres,  Joseph  M.,  435 
Potenza,  Austin  D.,  88 
Pratila,  Margaret  G.,  858 
Pratilas,  Vasilios,  858 
Prutkin,  Lawrence,  101 
Puljic,  Smiljan,  919 

Rabkin,  Richard,  190 
Rao,  K.  Janardhana,  968 
Rao,  Uma,  963 
Rastgoufard,  A.,  960 
Raza,  Syed  Tasnim,  972 
Reddy,  C.  V.  Ramana,  527 
Reiner,  Leopold,  932 
Relkin,  Richard,  281 
Rhoads,  Harmon  T.,  Jr.,  594 
Richter,  Robert  M.,  404 
Ritenis,  Indulis,  106 
Robins,  Joel,  361 
Robinson,  Morton  J.,  761 
Rooney,  John  J.,  58 
Rosefsky,  Jonathan  B.,  701 
Rosen,  Richard  A.,  Ed.  (Correla- 
tion Conferences  in  Radiology 
and  Pathology),  397 
Rosen,  Yale,  714 
Rosenberg,  Alan  R.,  190 
Rosenberg,  Richard  F.,  445 
Rosenthal,  Peter,  306 
Rosenthal,  Samuel  L.,  209 
Roswit,  Bernard,  560 
Rothbard,  Malcolm  J.,  582 
Rothner,  A.  David,  756 
Rubin,  Ira  L.,  Ed.  (Electrocardio- 
grams of  the  Month),  69,  247, 
401,565,  727,905 
Russo,  Raymond  M.,  544 
Ryan,  Gerald  F.,  977 

Sadowsky,  Donald,  695 
Salisnjiak,  Myloslavia  M.,  977 
Salzman,  Carl,  71 
Samet,  Charles  M.,  673 
Saroff,  Jack,  869 
Savitz,  Martin  H.,  64 
Sayek,  Iskender,  684 
Schattner,  Gerald,  610 
Schechter,  Carol  G.,  770 
Schram,  Maxwell,  370 
Schwartz,  Arthur  PI,  966 
Schwartz,  Ira  S.,  574 
Sculco,  Thomas  P.,  426 
Seliga.  Barbara  A.,  701 


Seligman,  Paul  A.,  278 
Sencer,  Walter,  416 
Shader,  Richard  I.,  71 
Shafer,  Nathaniel,  70,  77,  91,  100, 
243,  271,  394,  550 
Shafer,  Robert  William,  394 
Shayegani,  Mehdi,  851 
Shenker,  Lewis,  572 
Shenoy,  Sadashiv,  684 
Sherman,  Lawrence,  439 
Sheth,  Kusum  A.,  544 
Siegelman,  Stanley  S.,  445 
Smith,  Theodore  R.,  Ed.  (Corre- 
lation Conferences  in  Radiology 
and  Pathology),  722 
Sokal,  Joseph  E.,  378 
Solomon,  Lydia,  932 
Spalter,  Joel,  693 
Spindell,  Edward,  435 
Spitzer,  Adrian,  357 
Starzer,  Kathy  L.,  975 
Steinberg,  Gustave,  907 
Stephenson,  George  R.,  54 
Stoklosa,  Joan,  684 
Stone,  Frederick  J.,  948 
Stone,  Martin  L.,  582 
Stutzman,  Leon,  378 
Subramanian,  S.,  960 
Sumner,  Philip,  94 
Swamy,  C.  R.,  Narayana,  527 

Takita,  Hiroshi,  963 
Tamura,  Hisashi,  435 
Tang,  Chik-Kwun,  548 
Taylor,  Judith  M.,  597 
Teicher,  Ira,  944 
Thorbjarnarson,  Bjorn,  548 
Tinker,  Mary  Ann,  944 
Tortora,  John  M.,  975 
Trainin,  Eugene  B.,  357 
Trout,  Monroe  E.,  302 

Upson,  James,  972 

Vamadevan,  Nallasivam,  544 
Van  Der  Kolk,  Bessel  A.,  71 
Vana,  Josef,  869 
Vidne,  Bernardo  A.,  684 

Waller,  John  V.,  80 
Watson,  Robin  C.,  719 
Webb,  Watts  R.,  532 
Weiner,  Robert  S.,  977 
Weiner,  Stanley  L.,  610 
Weinstein,  Martin,  748 
Weir,  James  H.,  885 
Weiss,  Gerson,  572 
Wendth,  Arthur  J.,  224 
Werthamer,  Seymour,  938 
Wisoff,  B.  George,  673 
Wright,  A.  William,  421 
Wu,  Kwang-Tzen,  84 

Yahr,  Felice,  756 
Yahr,  Melvin  D.,  756 
Yeoh,  Chin  Bor,  708 
Young,  Dennison,  71 1,  743 
Young,  Ruperto  S.,  408 

Zak,  Frederick  G.,  938 
Zoneraich,  Samuel,  993 


1028  New  York  State  Journal  of  Medicine/ June  1976 


SUBJECT  AND  DEPARTMENTAL 

Abdomen:  colopulmonary  fistula  due  to  perforating  carcinoma 
of  splenic  flexure,  944 

Abdominal  aorta,  resection  of  primary  mycotic  aneurysm  of, 
960 

Abdominal  mass:  heterotopic  calcification  within  rectus  sheath; 
following  laparotomy,  84 

Abdominal  wall,  migration  of  Teflon  mesh  from,  into  large  bowel, 

452 

Abdominal  wall,  with  spontaneous  drainage  through;  suppurating 
myoma,  572 
Abortion 

evaluation  of  a preevacuated  endometrial  suction  apparatus; 

in  general  obstetric-gynecologic  practice,  885 
failures  of  contraceptive  practice,  361 
Abstracts,  Reports,  Proceedings,  New  York  Society  for  Thoracic 
Surgery  (Series),  706 

Achondroplasia,  thoracolumbar  kyphosis  in;  with  spinal  cord 
compression,  426 

Acid-Base  Balance  in  Disorders  of  Calcium  Metabolism  (Barzel) 
[The  Bone]  (Symposium),  234 

Acidosis:  acid-base  balance  in  disorders  of  calcium  metabolism 
[The  Bone]  (Symposium),  234 
ACTH  deficiency,  isolated,  439 
Actinomycosis,  tubo-ovarian,  278 

Acupuncture  Therapy;  Comparative  Values  in  Acute  and  Chronic 
Pain  (Frost,  Hsu,  and  Sadowsky),  695 
Acute  and  chronic  pain,  comparative  values  in;  acupuncture 
therapy,  695 

Adnexa:  tubo-ovarian  actinomycosis,  278 
Adrenal  Imaging  with  131I-19-Iodocholesterol;  Following  Long- 
term Alternate-day  Steroids  (Keogh,  Bakshi,  Parthasarathy, 
Chu,  and  Murphy),  35 

Alanon:  who  is  a real  alcoholic?;  practical  help  in  managing  al- 
coholism, 603 

Alateen:  who  is  a real  alcoholic?;  practical  help  in  managing  al- 
coholism, 603 

Alcoholic  patients,  unreliable,  outpatient  treatment  of  tuberculosis 
in,  58 

Alcoholic,  who  is  a real;  practical  help  in  managing  alcoholism,  603 
Alcoholics  Anonymous:  who  is  a real  alcoholic?;  practical  help 
in  managing  alcoholism,  603 
Alkalosis 

acid-base  balance  in  disorders  of  calcium  metabolism  [The 
Bone]  (Symposium),  234 
treatment  of  hypoparathyroidism,  579 
Alkalosis,  hypercapnia  in  metabolic,  19 
Allergy:  questions  and  answers  [Drug  Information],  462 
Alphai-Antitrvpsin  Deficiency  and  Chronic  Pulmonary  Disease 
(Lieberman),  181 

Alveolar  lesions,  human  pulmonary,  ultrastructure  of,  948 
Ambulation,  managed  with  foam  rubber  boots  and;  dry  gangrene 
of  toes,  907 

Amebiasis,  invasive,  in  New  York  City,  574 
Amebiasis,  venereal,  930 

Amebic  colitis:  invasive  amebiasis  in  New  York  City,  574 
Ameloblastic  Odontoma;  Clinicopathologic  Study  (Pantoja, 
Wendth,  and  Luther),  224 

Ammonium  chloride:  acid-base  balance  in  disorders  of  calcium 
metabolism  [The  Bone]  (Symposium),  234 
Ampicillin  in  Man;  Adverse  Effects  (Fellner  and  Prutkin),  101 
Analgesic  modality:  acupuncture  therapy;  comparative  values 
in  acute  and  chronic  pain,  695 
Analgesic:  questions  and  answers  [Drug  Information],  729 
Analysis,  patient  flow;  in  municipal  hospital  outpatient  depart- 
ment, 544 

Anemia,  aplastic,  small-bowel  volvulus  with,  294 
Anemia,  pernicious,  hypogammaglobulinemia;  with  carcinomas 
of  urinary  bladder  and  lung,  926 
Anergy:  questions  and  answers  [Drug  Information],  462 
Anesthetic  practice:  halothane  and  the  liver;  coming  of  age?,  858 
Anesthetics:  acupuncture  therapy;  comparative  values  in  acute 
and  chronic  pain,  695 


Aneurysm,  primary  mycotic,  of  abdominal  aorta,  resection  of,  960 
Aneurysmal  bone  cyst:  lytic  tarsal  lesion  [Correlation  Conferences 
in  Radiology  and  Pathology],  900 
Aneurysmectomy:  postperfusion  lung  syndrome;  a misnomer?, 
684  ’ 

Angina,  Prinzmetal’s  variant,  with  syncope;  treatment  with  per- 
manent demand  pacemaker,  255 
Angiographic  findings,  with  emphasis  on;  xanthogranulomatous 
pyelonephritis,  919 

Angioma:  posterior  fossa  vascular  malformations;  long-term 

follow-up,  416 

Anicteric  Cholecystitis;  With  Very  High  Serum  Glutamic  Oxalo- 
acetic Transaminase  (Adams  and  Carter),  268 
Antepartum  pulmonary  embolism,  anticoagulation  therapy  in, 
582 

Antibiotics 

endocarditis  in  prosthetic  valves,  673 
prophylactic  clindamycin  for  neurosurgical  patients,  64 
Antibiotics,  variations  in  sensitivities  to;  nosocomial  versus 
community-acquired  infections  caused  by  same  organism,  391 
Anticoagulation  Therapy  in  Antepartum  Pulmonary  Embolism 
(Rothbard,  Gluck,  and  Stone),  582 
Antidepressants:  clinical  psychopharmacology  and  the  elderly 
patient  [Geriatrics],  71 

Antigens:  enteropathogenic  serogroups  of  Escherichia  coli  in 

LJpstate  New  York,  851 

Antisclerotic  heart  disease:  jaundice  and  bridging  centrilobular 
necrosis  of  liver;  in  circulatory  failure,  678 
Antitrypsin  deficiency,  alphar,  and  chronic  pulmonary  disease, 
181 

Anxiety:  clinical  psychopharmacology  and  the  elderly  patient 
[Geriatrics],  71 

Aorta,  abdominal,  resection  of  primary  mycotic  aneurysm  of,  960 
Aortocoronary  bypass  grafts:  postperfusion  lung  syndrome;  a 

misnomer?,  684 

Apexcardiogram:  noninvasive  methods  in  cardiology;  brief  out- 
line presentation  and  critique,  993 
Aplastic  anemia:  questions  and  answers  [Drug  Information],  462 
Aplastic  anemia,  small-bowel  volvulus  with,  294 
Apparatus,  preevacuated  endometrial  suction,  evaluation  of  a;  in 
general  obstetric-gynecologic  practice,  885 
Art,  modern,  Bell’s  palsy  in  [Medical  Arts  and  Letters],  770 
Arterial  disease,  occlusive  peripheral;  spontaneous  arteriovenous 
shunting,  408 

Arterial  Fogarty  catheter,  graduated  internal  dilatation  by;  fi- 
bromuscular  dysplasia  of  internal  carotid  arteries,  972 
Arterial  Hemorrhage  Complicating  Pelvic  Fracture  (Irwin,  Mirza, 
and  Potenza),  88 

Arterial  wall:  resection  of  primary  mycotic  aneurysm  of  ab- 

dominal aorta,  960 

Arteries,  internal  carotid,  fibromuscular  dysplasia  of;  graduated 
internal  dilatation  by  arterial  Fogarty  catheter,  972 
Arteriosclerosis:  occlusive  peripheral  arterial  disease;  sponta- 
neous arteriovenous  shunting,  403 
Arteriovenous  shunting,  spontaneous;  occlusive  peripheral  arterial 
disease,  408 

Artery,  coronary,  spasm,  447 
Artery,  popliteal,  entrapment  syndrome,  80 
Artery,  pulmonary,  sarcoma,  977 
Artery,  superior  mesenteric,  syndrome,  986 
Arthritis:  systemic  lupus  erythematosus  and  carcinoma  of  lung, 
94 

Aspergillosis:  thrombocytopenia  and  pulmonary  infiltrates 

[Correlation  Conferences  in  Radiology  and  Pathology],  397 
Assertive  training:  behavior  modification;  present  status  in 

psychiatry,  190 

Asymptomatic  proteinuria:  idiopathic  membranous  nephropa- 
thy; clinical  course  in  children,  357 
Atrophy,  optic,  familial  spastic  paraparesis,  and  dementia;  clinical 
observations  of  affected  kindred,  756 
Atropine  sulfate:  bacteria  in  medications;  growth  during  emer- 
gency resuscitation,  693 

Audit  system:  community  hospital  peer  review  disease  guidelines, 


June  1 976/  New  York  State  Journal  of  Medicine  1029 


701 

Autopalpation:  physicians  help  make  rhythm  work,  205 
Autopsy;  Unending  Controversy  (Robinson),  761 
Aversive  control  techniques:  behavior  modification;  present 

status  in  psychiatry,  190 

B lymphocytes,  T and,  human,  cell  surface  markers  of;  their  profile 
in  primary  immunodeficiencies,  24 
Bacteremia:  endocarditis  in  prosthetic  valves,  673 
Bacteria  in  Medications;  Growth  During  Emergency  Resuscitation 
(Spalter,  Jackson,  and  Matz),  693 
Bacterial  infectious  disorders:  nitroblue  tetrazolium  dye  reduc- 
tion; diagnostic  value  in  children  with  febrile  illnesses,  877 
Bacteriology:  enteropathogenic  serogroups  of  Escherichia  coli 
in  Upstate  New  York,  851 
Bacteriuria,  microscopic  screening  for  209 

Balloon  tamponade,  Sengstaken-Blakemore,  gastric  ulceration 
caused  by,  404 

Beclomethasone  dipropionate:  questions  and  answers  [Drug 

Information],  462 

Behavior  Modification;  Present  Status  in  Psychiatry  (Arkin, 
Ackerman,  Morris,  Rabkin,  and  Rosenberg),  190 
Behavioral  disorders:  clinical  psychopharmacology  and  the  el- 
derly patient  [Geriatrics],  71 

Bell’s  Palsy  in  Modern  Art  (Goldman  and  Schechter)  [Medical 
Arts  and  Letters],  770 

Benign  metastasizing  leiomyomata:  multiple  noncalcified  lung 
nodules  [Correlation  Conferences  in  Radiology  and  Pathology], 
722 

Benign  Nevus  in  Lymph  Node  (Gray  and  Dineen),  754 
Benign  Polyposis  Treated  by  Total  Gastrectomy  (Feraru,  Poch- 
aczevsky,  and  Papadakis),  97 

Bile  duct  obstruction,  common,  due  to  Fasciola  hepatica,  936 
Biopsy:  jaundice  and  bridging  centrilobular  necrosis  of  liver;  in 
circulatory  failure,  678 

Biparietal  diameter,  ultrasound;  defining  relationships  in  normal 
pregnancy,  373 

Birth  control:  physicians  help  make  rhythm  work,  205 
Birth  trauma:  cystocele;  etiology,  370 

Bishydroxycoumarin:  anticoagulation  therapy  in  antepartum 

pulmonary  embolism,  582 

Bladder,  urinary,  and  lung,  carcinomas  of,  with;  hypogamma- 
globulinemia, pernicious  anemia,  926 
Bleeding:  arterial  hemorrhage  complicating  pelvic  fracture,  88 
Bleeding  varices:  gastric  ulceration  caused  by  Sengstaken- 

Blakemore  balloon  tamponade,  404 
Blood:  expected  hemotherapy  in  elective  surgery,  532 
Blood  transfusions:  major  surgery  in  Jehovah’s  witnesses,  765 
Body  temperature:  physicians  help  make  rhythm  work,  205 
Bone 

cancerous  pathologic  fractures;  concepts  in  nineteenth  century 
[History  of  Medicine],  771 

Paget’s  disease;  coexistence  with  metastatic  carcinoma,  734 
Bone  cyst:  lytic  tarsal  lesion  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  900 

Bone  marrow-derived  cells:  cell  surface  markers  of  human  1’  and 
B lymphocytes;  their  profile  in  primary  immunodeficiencies, 
24 

Bone  neoplasm:  lytic  tarsal  lesion  [Correlation  Conferences  in 
Radiology  and  Pathology],  900 

Bone,  primary  malignant  fibrous  histiocytoma  of;  clinicopatho- 
logic  study  of  18  patients,  552 

Bone  resorption:  acid-base  balance  in  disorders  of  calcium  me- 
tabolism [The  Bone]  (Symposium),  234 
Boots,  foam  rubber,  and  ambulation,  managed  with;  dry  gangrene 
of  toes,  907 

Botany  in  the  Levant;  Sixteenth  Century  Style  (Taylor)  |History 
of  Medicine],  597 

Bowel:  granulomatous  esophagitis  (Crohn's  disease);  associated 
with  granulomatous  enterocolitis,  938 
Bowel,  large,  migration  of  Teflon  mesh  from  abdominal  wall  into, 
452 

Bradycardia,  vagal,  thoracic  vagectomy  for;  preliminary  case  re- 
port [Abstracts,  Reports,  Proceedings,  New  York  Society  for 


Thoracic  Surgery],  706 

Breast  enlargement:  neurofibromatous  pseudogynecomastia 

associated  with  prepubertal  idiopathic  gynecomastia,  932 
Breast  lesions:  foreign-body  granuloma;  simulating  carcinoma 
on  mammography,  445 

Bridging  centrilobular  necrosis  of  liver,  jaundice  and;  in  circulatory 
failure,  678 

Bronchial  asthma:  community  hospital  peer  review  disease 

guidelines,  701 

Bronchogenic  cyst:  intrapericardial  teratoma  [Abstracts,  Reports, 
Proceedings,  New  York  Society  for  Thoracic  Surgery],  708 
Bronchogenic  Cysts;  Broad  Spectrum  of  Presentation  (Gourin, 
Garzon,  Rosen,  and  Lyons),  714 

Calcification,  heterotopic,  within  rectus  sheath;  following  lapa- 
rotomy, 84 

Calcitonin;  Its  Physiologic  Roles  (Kalu  and  Foster)  [The  Bone] 
(Symposium),  230 

Calcium  gluconate:  bacteria  in  medications;  growth  during 

emergency  resuscitation,  693 

Calcium  metabolism,  acid-base,  balance  in  disorders  of  [The  Bone] 
(Symposium),  234 

Cancer,  lung,  inoperable,  survival  with;  controlled  national  Vet- 
erans Administration  study  of  radiation  and  chemotherapy,  560 
Cancer 

second  neoplasms  with  chronic  lymphocytic  leukemia,  378 
treatment  of  prostatic  carcinoma  in  Western  New  York,  869 
treatment  of  tumors  of  genitourinary  tract,  214 
Cancerous  Pathologic  Fractures;  Concepts  in  Nineteenth  Century 
(Onuigbo)  [History  of  Medicine],  771 
Candicidin:  questions  and  answers  [Drug  Information],  729 
Carcinogenic  effects  of  hair  dyes,  potential  of,  394 
Carcinoma,  metastatic,  coexistence  with;  Paget’s  disease,  734 
Carcinoma  of  lung,  systemic  lupus  erythematosus  and,  94 
Carcinoma,  perforating,  of  splenic  flexure,  colopulmonary  fistula 
due  to,  944 

Carcinoma,  prostatic,  treatment  of,  in  Western  New  York,  869 
Carcinoma,  simulating,  on  mammography;  foreign-body  granu- 
loma, 445 

Carcinomas  of  urinary  bladder  and  lung,  with;  hypogamma- 
globulinemia, pernicious  anemia,  926 
Cardiac  disease:  edrophonium  chloride;  effect  on  human  con- 
duction system,  527 
Cardiology 

coronary  artery  spasm,  447 
endocarditis  in  prosthetic  valves,  673 
Marfan  syndrome;  with  mitral  insufficiency  in  twins,  743 
Prinzmetal’s  variant  angina  with  syncope;  treatment  with 
permanent  demand  pacemaker,  255 
Cardiology,  noninvasive  methods  in;  brief  outline  presentation 
and  critique,  993 

Cardiopulmonary  resuscitation:  bacteria  in  medications;  growth 
during  emergency  resuscitation,  693 
Cardiorespiratory  syndrome  of  obesity,  thromboembolic  disease 
and, 272 

Cardiothoracic  surgery:  experience  with  pacemaker  implants  in 
children  [Abstracts,  Reports,  Proceedings,  New  York  Society 
for  Thoracic  Surgery],  71 1 

Carotid  arteries,  internal,  fibromuscular  dysplasia  of;  graduated 
internal  dilatation  by  arterial  Fogarty  catheter,  972 
Catheter,  arterial  Fogarty,  graduated  internal  dilatation  by;  fi- 
bromuscular dysplasia  of  internal  carotid  arteries,  972 
Cell  Surface  Markers  of  Human  T and  B Lymphocytes;  Their 
Profile  in  Primary  Immunodeficiencies  (Gupta),  24 
Central  Pontine  Myelinolysis  (Iannacone,  Wright,  and  Cornwall), 
421 

Centrilobular  necrosis,  bridging,  of  liver,  jaundice  and;  in  circu- 
latory failure,  678 

Cephalothin  sodium:  questions  and  answers  |Drug  Information], 
462 

Cervical  mucus:  physicians  help  make  rhythm  work,  205 
Cervix:  physicians  help  make  rhythm  work,  205 
Chemotherapy,  radiation  and,  controlled  national  Veterans  Ad- 
ministration study  of;  survival  with  inoperable  lung  cancer, 
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560 

Chemotherapy 

treatment  of  prostatic  carcinoma  in  Western  New  York,  869 
treatment  of  tumors  of  genitourinary  tract,  214 
Child  neurology:  familial  spastic  paraparesis,  optic  atrophy,  and 
dementia;  clinical  observations  of  affected  kindred,  756 
Child,  premature,  nonbacterial  thrombotic  endocarditis  in;  clinical 
significance  and  possible  relationships  to  subvalvular  hema- 
toma, 912 

Childhood  sarcomas:  treatment  of  tumors  of  genitourinary  tract, 
214 

Children,  clinical  course  in;  idiopathic  membranous  nephropathy, 
357 

Children,  experience  with  pacemaker  implants  in  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
711 

Chinatown,  New  York  City;  health  services  dilemma,  297 
Chloramphenicol 

granuloma  inguinale;  with  several  unique  features,  433 
questions  and  answers  [Drug  Information],  462 
Chloride,  edrophonium;  effect  on  human  conduction  system. 
527 

Cholecystenteric  fistulas,  multiple  simultaneous,  955 
Cholecystitis,  anicteric;  with  very  high  serum  glutamic  oxaloacetic 
transaminase,  268 

Chronic  granulomatous  disease:  nitroblue  tetrazolium  dye  re- 
duction; diagnostic  value  in  children  with  febrile  illnesses, 
877 

Chronic  lymphocytic  leukemia,  second  neoplasms  with,  378 
Chronic  Osteomyelitis  of  Mandible;  Hyperbaric  oxygenation 
treatment  (Evans,  Jacobson,  II,  Peirce,  II,  Friedman,  and 
Schwartz),  966 

Chronic  pain,  acute  and,  comparative  values  in;  acupuncture 
therapy,  695 

Chronic  pulmonary  disease,  alphai-  antitrypsin  deficiency  and, 
181 

Circulation,  superior  mesenteric,  vascular  insufficiency  of,  201 
Circulatory  failure,  in;  jaundice  and  bridging  centrilobular  necrosis 
of  liver,  678 

Cirrhosis:  alphai -antitrypsin  deficiency  and  chronic  pulmonary 
disease,  181 

Clindamycin,  prophylactic,  for  neurosurgical  patients,  64 
Clinic:  patient  flow  analysis;  in  municipal  hospital  outpatient 
department,  544 

Clinical  Clues  (Series),  70,  77,  91,  100,  243,  271,  550 
Clinical  practice,  disease  prevention  in,  50 
Clinical  Psychopharmacology  and  the  Elderly  Patient  (Salzman, 
Shader,  and  Van  Der  Kolk)  [Geriatrics],  71 
Clinical  significance  and  possible  relationships  to  subvalvular 
hematoma;  nonbacterial  thrombotic  endocarditis  in  premature 
child,  912 

Clinical  Skills;  Quantitative  Measurement  (Wiener  and  Koran), 
610 

Clinicopathologic  study  of  18  patients;  primary  malignant  fibrous 
histiocytoma  of  bone,  552 

Clofibrate:  questions  and  answers  [Drug  Information],  462 
Cognitive  functions:  clinical  psychopharmacology  and  the  elderly 
patient  [Geriatrics],  71 

Colitis:  invasive  amebiasis  in  New  York  City,  574 
College,  New  York  Medical,  and  Metropolitan  Hospital  Center; 
one  hundred-year  affiliation  in  medical  care  [History  of  Medi- 
cine], 594 

Colopulmonary  Fistula  Due  to  Perforating  Carcinoma  of  Splenic 
Flexure  (Teic'ner,  Khan,  Azueta,  Tinker,  and  Friedman),  944 
Common  Bile  Duct  Obstruction  Due  to  Fasciola  Hepatica  (Bel- 
graier),  936 

Community  Hospital  Peer  Review  Disease  Guidelines  (Rosefsky 
and  Seliga),  701 

Community,  therapeutic,  treatment  in;  schizophrenia,  384 
Community  treatment  programs  and  community  facilities,  con- 
solidated system  of  delivery  based  on;  medical  and  psychiatric 
services,  106 

Community-acquired  infections,  nosocomial  versus,  caused  by 
same  organism;  variations  in  sensitivities  to  antibiotics,  391 


Compression,  spinal  cord,  with;  thoracolumbar  kyphosis  in 
achondroplasia,  426 

Conduction  system,  human,  effect  on;  edrophonium  chloride, 
527 

Congenital  syphilis,  early,  283 
Congestive  heart  failure 

jaundice  and  bridging  centrilobular  necrosis  of  liver;  in  circu- 
latory failure,  678 

postperfusion  lung  syndrome;  a misnomer?,  684 
Connective-tissue  disorders:  systemic  lupus  erythematosus  and 
carcinoma  of  lung,  94 

Consolidation,  panlobar,  of  lungs  associated  with  Escherichia  coli 
infection,  435 

Contingency  contracting:  behavior  modification;  present  status 
in  psychiatry,  190 

Contraception:  double  uterine  perforation  with  Daikon  shield 
intrauterine  device,  567 
Contraceptive  practice,  failures  of,  361 
Controversy,  unending;  autopsy,  761 

Coronary  Artery  Spasm  (Mehta,  Aintablian,  and  Hamby),  447 
Correlation  Conferences  in  Radiology  and  Pathology  (Series),  240, 
397,  722,  900 

(Crohn’s  disease),  granulomatous  esophagitis;  associated  with 
granulomatous  enterocolitis,  938 
Crohn’s  disease:  stomach  with  ram’s  horn  sign  [Correlation 

Conferences  in  Radiology  and  Pathology],  240 
Croup:  community  hospital  peer  review  disease  guidelines,  701 
Curettage:  evaluation  of  a preevacuated  endometrial  suction 
apparatus;  in  general  obstetric-gynecologic  practice,  885 
Cutaneous  lesions:  spinal  cord  sarcoidosis,  748 
Cyst 

intrapericardial  teratoma  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  708 
lytic  tarsal  lesion  [Correlation  Conferences  in  Radiology  and 
Pathology],  900 

Cyst,  unilateral  lutein,  in  pregnancy,  259 

Cystadenocarcinoma  of  Pancreas  (Ilgren,  Tang,  and  Thorbjar- 
narson),  548 

Cystocele;  Etiology  (Schram),  370 

Cystic  defects:  intraosseous  ganglia  in  same  extremity,  252 
Cysts,  bronchogenic;  broad  spectrum  of  presentation  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
714 

Cytotoxic  drugs:  idiopathic  membranous  nephropathy;  clinical 
course  in  children,  357 

Daikon  shield  intrauterine  device,  double  uterine  perforation  with, 
567 

Death  with  Dignity — Passive  Euthanasia;  Guide  to  Physician 
Dealing  with  Dying  Patients  (Jaretzki,  III),  539 
Dementia,  familial  spastic  paraparesis,  optic  atrophy,  and;  clinical 
observations  of  affected  kindred,  756 
Dentin:  ameloblastic  odontoma;  clinicopathologic  study,  224 
Dentoalveolar  disease:  acupuncture  therapy;  comparative  values 
in  acute  and  chronic  pain,  695 
Depression 

clinical  psychopharmacology  and  the  elderly  patient  [Geriat- 
rics], 71 

unrealistic  patient,  54 
Dermatology 

ampicillin  in  man:  adverse  effects,  101 
Bell’s  palsy  in  modern  art  [Medical  Arts  and  Letters],  770 
Dextrose:  major  surgery  ir  Jehovah’s  witnesses,  765 
Diabetes:  second  and  subsequent  periodic  examinations,  891 
Diabetes  mellitus:  dry  gangrene  of  toes;  managed  with  foam 
rubber  boots  and  ambulation,  907 
Diabetic  ketoacidosis:  questions  and  answers  [Drug  Information], 
729 

Diabetic  patient,  posterolateral  sclerosis  in,  281 
Diameter,  ultrasound  biparietal;  defining  relationships  in  normal 
pregnancy,  373 

Diaphragm:  colopulmonary  fistula  due  to  perforating  carcinoma 
of  splenic  flexure,  944 

Diarrhea:  enteropathogenic  serogroups  of  Escherichia  coli  in 


June  1976/New  York  State  Journal  of  Medicine  1031 


Upstate  New  York,  851 

Dignity,  death  with — passive  euthanasia;  guide  to  physician 
dealing  with  dying  patients,  539 
Dilatation,  graduated  internal,  by  arterial  Fogarty  catheter;  fi- 
bromuscular  dysplasia  of  internal  carotid  arteries,  972 
Diphenylhydantoin:  questions  and  answers  [Drug  Information], 
462 

Disability:  unrealistic  patient,  54 

Disease  guidelines,  community  hospital  peer  review,  701 
Disease,  occlusive  peripheral  arterial;  spontaneous  arteriovenous 
shunting,  408 

Disease  Prevention  in  Clinical  Practice  (Hinman),  50 
Disease,  thromboembolic,  and  cardiorespiratory  syndrome  of 
obesity,  272 

Disease,  vascular,  of  extremities;  electric  stimulation  of  spinal  cord 
and  posterior  roots,  366 

Double  Uterine  Perforation  with  Daikon  Shield  Intrauterine 
Device  (Hakim-Elahi),  567 

Drainage,  spontaneous,  through  abdominal  wall,  with;  suppurating 
myoma,  572 

Drug  Information  (Series),  462,  729 
Drugs 

ampicillin  in  man;  adverse  effects,  101 

clinical  psychopharmacology  and  the  elderly  patient  [Geriat- 
rics], 71 

Dry  Gangrene  of  Toes;  Managed  with  Foam  Rubber  Boots  and 
Ambulation  (Steinberg  and  Eisinger),  907 
Duodenum:  superior  mesenteric  artery  syndrome,  986 
Dwarfism:  thoracolumbar  kyphosis  in  achondroplasia;  with  spinal 
cord  compression,  426 

Dye  reduction,  nitroblue  tetrazolium;  diagnostic  value  in  children 
with  febrile  illnesses,  877 

Dyes,  hair,  potential  of  carcinogenic  effects  of,  394 
Dying  patients,  guide  to  physician  dealing  with;  death  with  dig- 
nity— passive  euthanasia,  539 

Dysplasia,  fibromuscular,  of  internal  carotid  arteries;  graduated 
internal  dilatation  by  arterial  Fogarty  catheter,  972 

Early  Congenital  Syphilis  (Gingrich,  Drusin,  and  Kavey),  283 
Echocardiography:  noninvasive  methods  in  cardiology;  brief 

outline  presentation  and  critique,  993 
Eclampsia:  nonbacterial  thrombotic  endocarditis  in  premature 
child;  clinical  significance  and  possible  relationships  to  sub- 
valvular hematoma,  912 
Edema 

thrombocytopenia  and  pulmonary  infiltrates  [Correlation 
Conferences  in  Radiology  and  Pathology],  397 
transient  or  migratory  osteoporosis  of  lower  extremity,  739 
Edrophonium  Chloride;  Effect  on  Human  Conduction  System 
(Gould,  Reddy,  Chua,  Swamy,  and  Dorismond),  527 
Effusion,  malignant  pericardial  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  719 
Elderly  patient,  clinical  psychopharmacology  and  the  [Geriatrics], 
71 

Elective  surgery,  expected  hemotherapy  in,  532 
Electric  stimulation  of  spinal  cord  and  posterior  roots;  vagcular 
disease  of  extremities,  366 

Electrocardiograms  of  the  Month  (Series),  69,  247,  401,  5(j5,  727, 
905 

Electrogram:  edrophonium  chloride;  effect  on  human  conduction 
system,  527 

Electrophoresis:  alpha]  -antitrypsin  deficiency  and  chronic  pul- 
monary disease,  181 

Embolism,  antepartum  pulmonary,  anticoagulation  therapy  in, 
582 

Emergency  resuscitation,  growth  during;  bacteria  in  medications, 
693 

Emotional  problems:  clinical  psychopharmacology  and  the  el- 
derly patient  [Geriatrics],  71 

Emphysema:  alphai -antitrypsin  deficiency  and  chronic  pulmo- 
nary disease,  181 

Enamel:  ameloblastic  odontoma;  clinicopathoiogic  study,  224 
Endocarditis  in  Prosthetic  Valves  (Aintablian,  Hilsenrath, 
Hamby,  Samet,  Hartstein,  and  Wisoff),  673 


Endocarditis,  nonbacterial  thrombotic,  in  premature  child;  clinical 
significance  and  possible  relationships  to  subvalvular  hema- 
toma, 912 

Endochrondral  bone:  thoracolumbar  kyphosis  in  achondroplasia; 

with  spinal  cord  compression,  426 
Endometrial  aspiration:  evaluation  of  a preevacuated  endo- 

metrial suction  apparatus;  in  general  obstetric-gynecologic 
practice,  885 

Endometrial  suction  apparatus,  preevacuated,  evaluation  of  a;  in 
general  obstetric-gynecologic  practice,  885 
Enema,  high-phosphate,  result  of;  hypocalcemic  tetany,  968 
Entamoeba  histolytica:  venereal  amebiasis,  930 
Enterocolitis,  granulomatous,  associated  with;  granulomatous 
esophagitis  (Crohn’s  disease),  938 
Enterocolitis,  necrotizing,  following  exchange  transfusion,  410 
Enteropathogenic  Serogroups  of  Escherichia  coli  in  Upstate  New 
York  (Shayegani,  McGlynn,  Brisebois,  and  Gibbons,  Jr.), 
851 

Entrapment  syndrome,  popliteal  artery,  80 
Epidemiology:  disease  prevention  in  clinical  practice,  50 
Epiglottitis:  community  hospital  peer  review  disease  guidelines, 
701 

Erythematosus,  systemic  lupus,  and  carcinoma  of  lung,  94 
Escherichia  coli,  enteropathogenic  serogroups  of,  in  Upstate  New 
York,  851 

Escherichia  coli  infection:  colopulmonary  fistula  due  to  perfo- 
rating carcinoma  of  splenic  flexure,  944 
Escherichia  coli  infection,  planlobar  consolidation  of  lungs  asso- 
ciated with,  435 

Esophagitis,  granulomatous  (Crohn’s  disease);  associated  with 
granulomatous  enterocolitis,  938 
Esophagus:  granulomatous  esophagitis  (Crohn’s  disease);  asso- 
ciated with  granulomatous  enterocolitis,  938 
Esophagus,  metastatic  tumors  of,  963 

Euthanasia,  passive,  death  with  dignity — ; guide  to  physician 
dealing  with  dying  patients,  539 

Evaluation  of  a Preevacuated  Endometrial  Suction  Apparatus; 
In  General  Obstetric-Gvnecologic  Practice  (Padawer  and  Weir), 
885 

Examinations,  second  and  subsequent  periodic,  891 
Exchange  transfusion,  necrotizing  enterocolitis  following,  410 
Expected  Hemotherapy  in  Elective  Surgery  (Mintz,  Nordine, 
Henry,  and  Webb),  532 

Experience  with  Pacemaker  Implants  in  Children  (Young  and 
Furman)  [Abstracts,  Reports,  Proceedings,  New'  York  Society 
for  Thoracic  Surgery],  711 

Extremities,  vascular  disease  of;  electric  stimulation  of  spinal  cord 
and  posterior  roots,  366 

Extremity,  lower,  transient  or  migratory  osteoporosis  of,  739 
Extremity,  multiple  intraosseous  ganglia  in  same,  252 

Facial  paralysis:  Bell’s  palsy  in  modern  art  [Medical  Arts  and 
Letters],  770 

Failure,  circulatory,  in;  jaundice  and  bridging  centrilobular  ne- 
crosis of  liver,  678 

Failures  of  Contraceptive  Practice  (Robins),  361 
Fall,  17-story,  survival  after;  high-flyer  syndrome,  982 
Familial  Spastic  Paraparesis,  Optic  Atrophy,  and  Dementia; 
Clinical  Observations  of  Affected  Kindred  (Rothner,  Yahr,  and 
Yahr),  756 

Fasciola  hepatica,  common  bile  duct  obstruction  due  to,  936 
Fatal  Fecaloma  (Hecht,  Kory,  and  Hecht),  264 
Febrile  illnesses,  diagnostic  value  in  children  with;  nitroblue  tet- 
razolium dye  reduction,  877 
Fecaloma,  fatal,  264 

Femur:  primary  malignant  fibrous  histiocytoma  of  bone;  clini- 
copathoiogic study  of  18  patients,  552 
Fever:  community  hospital  peer  review  disease  guidelines,  701 
Fibromuscular  Dysplasia  of  Internal  Carotid  Arteries;  Graduated 
Internal  Dilatation  by  Arterial  Fogarty  Catheter  (Upson  and 
Raza),  972 

Fibrous  histiocytoma  of  hone,  primary  malignant;  clinicopatho- 
iogic study  of  18  patients,  552 

Fistula,  colopulmonary,  due  to  perforating  carcinoma  of  splenic 
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flexure,  944 

Fistulas,  multiple  simultaneous  cholecystenteric,  955 
Fistulas:  occlusive  peripheral  arterial  disease;  spontaneous  ar- 
teriovenous shunting,  408 

Flexure,  splenic,  colopulmonarv  fistula  due  to  perforating  carci- 
noma of,  944 

Flooding:  behavior  modification;  present  status  in  psychiatry, 
190 

Fluorescent  antibody  method:  enteropathogenic  serogroups  of 
Escherichia  coli  in  Upstate  New  York,  851 
Foam  cells:  xanthogranulomatous  pyelonephritis;  with  emphasis 
on  angiographic  Findings,  919 

Foam  rubber  boots  and  ambulation,  managed  with;  dry  gangrene 
of  toes,  907 

Fogarty  catheter,  arterial,  graduated  internal  dilatation  by;  fi- 
bromuscular  dysplasia  of  internal  carotid  arteries,  972 
Foreign-Body  Granuloma;  Simulating  Carcinoma  on  Mam- 
mography (Rosenberg  and  Siegelman),  445 
Formazan:  nitroblue  tetrazolium  dye  reduction;  diagnostic  value 
in  children  with  febrile  illnesses,  877 
Fossa,  posterior,  vascular  malformations;  long-term  follow-up,  416 
Foundation,  report  from  the;  present  status  of  PSRO  program, 
304 

Fracture,  pelvic,  arterial  hemorrhage  complicating,  88 
Fractures,  cancerous  pathologic;  concepts  in  nineteenth  century 
[History  of  Medicine],  771 

Fungus:  resection  of  primary  mycotic  aneurysm  of  abdominal 
aorta,  960 

Gallbladder:  multiple  simultaneous  cholecystenteric  fistulas, 

955 

Gallstones:  questions  and  answers  [Drug  Information],  462 
Gamma  ray  scintigraphy:  adrenal  imaging  with  131I-19-iodo- 
cholesterol;  following  long-term  alternate-day  steroids,  35 
Ganglia,  multiple  intraosseous,  in  same  extremity,  252 
Gangrene,  dry,  of  toes;  managed  with  foam  rubber  boots  and 
ambulation,  907 

Gastrectomy,  benign  polyposis  treated  by  total,  97 
Gastric  Ulceration  Caused  by  Sengstaken-Blakemore  Balloon 
Tamponade  (Fenig,  Richter,  and  Levowitz),  404 
Gastroenteritis 

community  hospital  peer  review  guidelines,  701 
stomach  with  ram's  horn  sign  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  240 
Gastroenterology 

small-bowel  volvulus  with  aplastic  anemia,  294 
vascular  insufficiency  of  superior  mesenteric  circulation,  201 
Gastrointestinal  tract:  multiple  simultaneous  cholecystenteric 
fistulas,  955 

Genetics:  successive  hydrocephalic  newborns,  975 
Genitalia:  venereal  amebiasis,  930 
Genitourinary  tract,  treatment  of  tumors  of,  214 
Geriatrics  (Series),  71 

Giant  cells:  xanthogranulomatous  pyelonephritis;  with  emphasis 
on  angiographic  findings,  919 

Giant-cell  tumor:  lytic  tarsal  lesion  [Correlation  Conferences  in 
Radiology  and  Pathology],  900 

Glutamic  oxaloacetic  transaminase,  serum,  with  very  high;  anic- 
teric cholecystitis,  268 

Grafts:  postperfusion  lung  syndrome;  a misnomer?,  684 
Granulocytes:  nitroblue  tetrazolium  dye  reduction;  diagnostic 
value  in  children  with  febrile  illnesses,  877 
Granuloma,  foreign-body;  simulating  carcinoma  on  mammogra- 
phy, 445 

Granuloma  Inguinale;  With  Several  Unique  Features  (Graney  and 
Bodon),  433 
Granulomatous  disease 

nitroblue  tetrazolium  dye  reduction;  diagnostic  value  in  children 
with  febrile  illnesses,  877 
tubo-ovarian  actinomycosis,  278 
Granulomatous  enterocolitis,  associated  with;  granulomatous 
esophagitis  (Crohn’s  disease),  938 
Granulomatous  Esophagitis  (Crohn’s  Disease);  Associated  with 
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586 

Hospital  outpatient  department,  municipal,  in;  patient  flow 
analysis,  544 
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Insufficiency,  mitral,  in  twins,  with;  Marfan  syndrome,  743 
Insufficiency,  vascular,  of  superior  mesenteric  circulation,  201 


Insulin:  questions  and  answers  [Drug  Information],  462,  729 
Internal  carotid  arteries,  fibromuscular  dysplasia  of;  graduated 
internal  dilatation  by  arterial  Fogarty  catheter,  972 
Internal  dilatation,  graduated,  by  arterial  Fogarty  catheter;  fi- 
bromuscular dysplasia  of  internal  carotid  arteries,  972 
Intestinal  lesion:  invasive  amebiasis  in  New  York  City,  574 
Intestinal  tract:  fatal  fecaloma,  264 
Intestine 

granulomatous  esophagitis  (Crohn’s  disease);  associated  wiih 
granulomatous  enterocolitis,  938 
vascular  insufficiency  of  superior  mesenteric  circulation,  201 
Intraosseous  ganglia  in  same  extremity,  multiple,  252 
Intrapericardial  Teratoma  (Yeoh,  Harris,  Leff,  Ferrera,  and 
Chandra),  708 

Intrauterine  device,  Daikon  shield,  double  uterine  perforation 
with,  567 

Invasive  Amebiasis  in  New  York  City  (Lin  and  Schwartz),  574 
Ischemic  disease:  vascular  insufficiency  of  superior  mesenteric 
circulation,  201 

Isolated  ACTH  Deficiency  (Limjuco,  Sherman,  and  Kolodny),  439 
Isoproterenol:  bacteria  in  medications;  growth  during  emergency 
resuscitation,  693 

Jaundice  and  Bridging  Centrilobular  Necrosis  of  Liver;  In  Cir- 
culatory Failure  (Buhac,  Agrawal,  Park,  Lomotan,  Lowen,  and 
Balint),  678 
Jaundice 

community  hospital  peer  review  disease  guidelines,  701 
halothane  and  the  liver;  coming  of  age?,  858 
Jaw:  chronic  osteomyelitis  of  mandible;  hyperbaric  oxygenation 
treatment,  966 

Jawbones:  ameloblastic  odontoma;  clinicopathologic  study,  224 
Jehovah’s  witnesses,  major  surgery  in,  765 

Ketoacidosis:  questions  and  answers  [Drug  Information],  729 
Kidney:  treatment  of  tumors  of  genitourinary  tract,  214 
Kindred,  clinical  observations  of  affected;  familial  spastic  para- 
paresis, optic  atrophy,  and  dementia,  756 
Klebsiella  pneumoniae:  bacteria  in  medications;  growth  during 
emergency  resuscitation,  693 

Kyphosis,  throacolumbar,  in  achondroplasia;  with  spinal  cord 
compression,  426 

Laparotomy:  fatal  fecaloma,  264 

Laparotomy,  following;  heterotopic  calcification  within  rectus 
sheath,  84 

Large  bowel,  migration  of  Teflon  mesh  from  abdominal  wall  into, 
452 

Laryngotracheitis:  community  hospital  peer  review  disease 

guidelines,  701 

Left  ventricular  function:  noninvasive  methods  in  cardiology; 

brief  outline  presentation  and  critique,  993 
Legislation,  malpractice,  New  York  State,  302 
Leiomyomata:  multiple  noncalcified  lung  nodules  [Correlation 
Conferences  in  Radiology  and  Pathology],  727 
Lenox  Hill  Hospital;  Birth  and  Growth  (Berry)  [History  of  Med- 
icine], 586 

Lesion,  lytic  tarsal  [Correlation  Conferences  in  Radiology  and 
Pathology],  900 
Lesion 

central  pontine  myelinolysis,  421 
cystadenocarcinoma  of  pancreas,  548 
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Metastasis:  heterotopic  calcification  within  rectus  sheath;  fol- 
lowing laparatomy,  84 

Metastasizing  leiomyomata:  multiple  noncalcified  lung  nodules 
[Correlation  Conferences  in  Radiology  and  Pathology],  722 
Metronidazole:  questions  and  answers  [Drug  Information], 

462 

Metropolitan  Hospital  Center,  New  York  Medical  College  and; 
one  hundred-year  affiliation  in  medical  care  [History  of  Medi- 
cine], 594 

Microscopic  Screening  for  Bacteriuria  (Rosenthal),  209 
Migration  of  Teflon  Mesh  from  Abdominal  Wall  into  Large  Bowel 
(Herrera,  Hsia,  and  Becker),  452 
Migratory  osteoporosis  of  lower  extremity,  transient  or,  739 
Mitral  insufficiency  in  twins,  with;  Marfan  syndrome,  743 
Modern  art,  Bell’s  palsy  in  [Medical  Arts  and  Letters],  770 
Modification,  behavior;  present  status  in  psychiatry,  190 
Moniliasis:  questions  and  answers  [Drug  Information],  729 
Mononucleosis:  ampicillin  in  man;  adverse  effects,  101 
Multiple  Intraosseous  Ganglia  in  Same  Extremity  (Gelmann  and 
Pacivc),  252 

Multiple  Myeloma  with  Small-Bone  Involvement  IFarman  and 
Degnan),  990 

Multiple  Noncalcified  Lung  Nodules  [Correlation  Conferences 
in  Radiology  and  Pathology],  722 
Multiple  sclerosis:  vascular  disease  of  extremities;  electric 

stimulation  of  spinal  cord  and  posterior  roots,  366 
Multiple  Simultaneous  Cholecystenteric  Fistulas  (Burson  and 
Berliner),  955 

Municipal  hospital  outpatient  department,  in;  patient  flow 
analysis,  544 

Mycotic  aneurysm  of  abdominal  aorta,  primary,  resection  of,  960 
Myelinolysis,  central  pontine,  ^21 
Myeloma,  multiple,  with  small-bone  involvement,  990 
Myoma,  suppurating;  with  spontaneous  drainage  through  ab- 
dominal wall,  572 

Naproxen:  questions  and  answers  [Drug  Information],  729 
Necrosis  of  liver,  bridging  centrilobular,  jaundice  and;  in  circu- 
latory failure,  678 

Necrotizing  Enterocolitis  Following  Exchange  Transfusion 


June  1976/New  York  State  Journal  of  Medicine  1035 


(Karayalcin,  Kim,  and  Acs),  410 

Neonate 

early  congenital  syphilis,  283 

necrotizing  enterocolitis  following  exchange  transfusion,  410 
nonbacterial  thrombotic  endocarditis  in  premature  child; 
clinical  significance  and  possible  relationships  to  subvalvular 
hematoma,  912 
Neoplasm 

lytic  tarsal  lesion  [Correlation  Conferences  in  Radiology  and 
Pathology],  900 

primary  malignant  fibrous  histiocytoma  of  bone;  clini- 
copathologic  study  of  18  patients,  552 
Neoplasms,  second,  with  chronic  lymphocytic  leukemia,  378 
Neoplasms:  systemic  lupus  erythematosus  and  carcinoma  of  lung, 
94 

Nephropathy,  idiopathic  membranous;  clinical  course  in  children, 

357 

Nephrotic  syndrome:  idiopathic  membranous  nephropathy; 

clinical  course  in  children,  357 

Nephrotoxicity:  questions  and  answers  [Drug  Information], 

462 

Neuroblastoma:  treatment  of  tumors  of  genitourinary  tract, 

214 

Neurofibromatous  Pseudogynecomastia  Associated  with  Prepu- 
bertal Idiopathic  Gynecomastia  (Solomon,  Kim,  and  Reiner), 

932 

Neuroleptics:  clinical  psychopharmacology  and  the  elderly  pa- 
tient [Geriatrics],  71 
Neurology 

familial  spastic  paraparesis,  optic  atrophy,  and  dementia; 

clinical  observations  of  affected  kindred,  756 
posterior  fossa  vascular  malformations;  long-term  follow-up, 
416 

spinal  cord  sarcoidosis,  748 

Neurosurgery:  vascular  disease  of  extremities;  electric  stimulation 
of  spinal  cord  and  posterior  roots,  366 
Neurosurgical  patients,  prophylactic  clindamycin  for,  64 
Nevus,  benign,  in  lymph  node,  754 

New  York  City,  Chinatown;  health  services  dilemma,  297 
New  York  City,  evaluation  in;  hypertension  in  high  school  stu- 
dents, 40 

New  York  City,  invasive  amebiasis  in,  574 
New  York  Medical  College  and  Metropolitan  Hospital  Center;  One 
Hundred-Year  Affiliation  in  Medical  Care  (Rhoads,  Jr.,  and 
Cleary)  [History  of  Medicine],  594 
New  York,  St.  Vincent’s  Hospital  and  Medical  Center  of;  one 
hundred  twenty-five  years  [History  of  Medicine],  306 
New  York  State  Malpractice  Legislation  (Trout),  302 
New  York,  Upstate,  enteropathogenic  serogroups  of  Escherichia 
coli  in,  851 

New  York,  Western,  treatment  of  prostatic  carcinoma  in,  869 
Newborn  seizures:  community  hospital  peer  review  disease 

guidelines,  701 

Newborns,  successive  hydrocephalic,  975 

Nineteenth  century,  concepts  in;  cancerous  pathologic  fractures 
[History  of  Medicine],  771 

Nitroblue  Tetrazolium  Dye  Reduction;  Diagnostic  Value  in 
Children  with  Febrile  Illnesses  (Budny,  Grotke,  and  MacGil- 
livray),  877 

Node,  lymph,  benign  nevus  in,  754 

Nodules,  lung,  multiple  noncalcified  [Correlation  Conferences  in 
Radiology  and  Pathology],  722 
Nonacute  schizophrenia,  serum  magnesium  levels  in,  188 
Nonbacterial  Thrombotic  Endocarditis  in  Premature  Child; 
Clinical  Significance  and  Possible  Relationships  to  Subvalvular 
Hematoma  (Liwncz  and  Lepow),  912 
Noncalcified  lung  nodules,  multiple  [Correlation  Conferences  in 
Radiology  and  Pathologyl,  722 

Noninvasive  Methods  in  Cardiology;  Brief  Outline  Presentation 
and  Critique  (Zoneraich),  993 

Nosocomial  infection:  bacteria  in  medications;  growth  during 
emergency  resuscitation,  693 

Nosocomial  versus  community-acquired  infections  caused  by  same 
organism;  variations  in  sensitivities  to  antibiotics,  391 


Obesity,  cardiorespiratory  syndrome  of,  thromboembolic  disease 
and, 272 

Obesity:  disease  prevention  in  clinical  practice,  50 
Obstetric-gynecologic  practice,  in  general;  evaluation  of  a pree- 
vacuated endometrial  suction  apparatus,  885 
Obstetrics 

anticoagulation  therapy  in  antepartum  pulmonary  embolism, 
582 

cystocele;  etiology,  370 

double  uterine  perforation  with  Daikon  shield  intrauterine 
device,  567 

failures  of  contraceptive  practice,  361 
physians  help  make  rhythm  work,  205 
successive  hydrocephalic  newborns,  975 
unilateral  lutein  cyst  in  pregnancy,  259 

ultrasound  biparietal  diameter;  defining  relationships  in  normal 
pregnancy,  373 

Obstruction,  common  bile  duct,  due  to  Fasciola  hepatica,  936 
Occlusive  Peripheral  Arterial  Disease;  Spontaneous  Arteriovenous 
Shunting  (Young,  Pochaczevsky,  and  Bryk),  408 
Odontoma,  ameloblastic;  clinicopathologic  study,  224 
Optic  atrophy,  familial  spastic  paraparesis,  and  dementia;  clinical 
observation  of  affected  kindred,  756 
Oral  surgery:  chronic  osteomyelitis  of  mandible;  hyperbaric 

oxygenation  treatment,  966 

Orchiectomy;  treatment  of  prostatic  carcinoma  in  Western  New 
York,  869 

Organism,  nosocomial  versus  community-acquired  infections 
caused  by  same;  variations  in  sensitivities  to  antibiotics,  391 
Orthopedic  surgery:  intraosseous  ganglia  in  same  extremity, 

252 

Os:  physicians  help  make  rhythm  work,  205 
Osteomyelitis,  chronic,  of  mandible;  hyperbaric  oxygenation 
treatment,  966 

Osteoporosis  of  lower  extremity,  transient  or  migratory,  739 
Outpatient  department,  municipal  hospital,  in;  patient  flow 
analysis,  544 

Outpatient  Treatment  of  Tuberculosis  in  Unreliable  Alcoholic 
Patients  (Crocco,  Rooney,  and  Lyons),  58 
Ovulation:  physicians  help  make  rhythm  work,  205 
Oxygenation  treatment,  hyperbaric;  chronic  osteomyelitis  of 
mandible,  966 

Pacemaker  implants  in  children,  experience  with  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Surgery], 
711 

Pacemaker,  permanent  demand,  treatment  with;  Prinzmetal’s 
variant  angina  with  syncope,  255 
Paget’s  Disease;  Coexistence  with  Metastatic  Carcinoma  (Agha, 
Norman,  Hirschl,  and  Klein),  734 
Pain,  acute  and  chronic,  comparative  values  in;  acupuncture 
therapy,  695 

Palsy,  Bell’s,  in  modern  art  [Medical  Arts  and  Letters],  770 
Pancreas,  cystadenocarcinoma  of,  548 
Pancreas,  lymphangioma  of,  289 

Panlobar  Consolidation  of  Lungs  Associated  with  Escherichia  Coli 
Infection  (Tamura,  Porres,  and  Spindell),  435 
Paraparesis,  familial  spastic,  optic  atrophy,  and  dementia;  clinical 
observations  of  affected  kindred,  756 
Paraplegia:  spinal  cord  sarcoidosis,  748 

Parasites:  common  bile  duct  obstruction  due  to  Fasciola  hepatica, 
936 

Parathyroid  hormone:  acid-base  balance  in  disorders  of  calcium 
metabolism  [The  Bone]  (Symposium),  234 
Parathyroidectomy:  treatment  of  hypoparathyroidism,  579 
Passive  euthanasia,  death  with  dignity — ; guide  to  physician 
dealing  with  dying  patients,  539 
Pathologic  fractures,  cancerous;  concepts  in  nineteenth  century 
[History  of  Medicine],  771 
Pathology:  autopsy;  unending  controversy,  761 
Patient,  diabetic,  posterolateral  sclerosis  in,  281 
Patient,  elderly,  clinical  psychopharmacology  and  the  [Geriatrics], 
71 

Patient  Flow  Analysis;  In  Municipal  Hospital  Outpatient  De^ 
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partment  (Gururaj,  Russo,  Vamadevan,  Baltazar,  Sheth,  and 
Pongpanit),  544 
Patient,  unrealistic,  54 

Patients,  dying,  guide  to  physician  dealing  with;  death  with  dig- 
nity— passive  euthanasia,  539 

Patients,  18,  clinicopathologic  study  of;  primary  malignant  fibrous 
histiocytoma  of  bone,  552 

Patients,  neurosurgical,  prophylactic  clindamycin  for,  64 
Patients,  unreliable  alcoholic,  outpatient  treatment  of  tuberculosis 
in,  58 

Pediatric  ambulatory  service:  patient  flow  analysis;  in  municipal 
hospital  outpatient  department,  544 
Pediatrics 

community  hospital  peer  review  disease  guidelines,  701 
experience  with  pacemaker  implants  in  children  [Abstracts, 
Reports,  Proceedings,  New  York  Society  for  Thoracic  Sur- 
gery], 711 

idiopathic  membranous  nephropathy;  clinical  course  in  children, 
357 

Marfan  syndrome;  with  mitral  insufficiency  in  twins,  743 
necrotizing  enterocolitis  following  exchange  transfusion,  410 
mtroblue  tetrazolium  dye  reduction;  diagnostic  value  in  children 
with  febrile  illnesses,  877 

nonbacterial  thrombotic  endocarditis  in  premature  child; 
clinical  significance  and  possible  relationships  to  subvalvular 
hematoma,  912 

Peer  review  disease  guidelines,  community  hospital,  701 
Peer  review:  present  status  of  PSRO  program;  report  from  the 
Foundation,  304 

Pelvic  fascia:  cystocele;  etiology,  370 
Pelvic  fracture,  arterial  hemorrhage  complicating,  88 
Penicillin  allergy:  questions  and  answers  (Drug  Information),  462 
Penile  cancer:  treatment  of  tumors  of  genitourinary  tract,  214 
Perforating  carcinoma  of  splenic  flexure,  colopulmonary  fistula 
due  to,  944 

Perforation,  double  uterine,  with  Daikon  shield  intrauterine  de- 
vice, 567 

Pericardial  effusion,  malignant  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery),  719 
Periodic  examinations,  subsequent,  second  and,  891 
Peripheral  arterial  disease,  occlusive;  spontaneous  arteriovenous 
shunting,  408 

Pernicious  anemia,  hypogammaglobulinemia;  with  carcinomas 
of  urinary  bladder  and  lung,  926 
Phagocytes:  nitroblue  tetrazolium  dye  reduction;  diagnostic  value 
in  children  with  febrile  illnesses,  877 
Phenytoin:  questions  and  answers  [Drug  Information],  462 
Phonocardiogram:  noninvasive  methods  in  cardiology;  brief 

outline  presentation  and  critique,  993 
Physician  dealing  with  dying  patients,  guide  to;  death  with  dig- 
nity-passive euthanasia,  539 

Physician  Referral  Failure;  Study  of  Home  Care  (Nash  and  Arno), 
45 

Physicians  Help  Make  Rhythm  Work  (Keefe),  205 
Physiologic  roles,  its;  Calcitonin  [The  Bone]  (Symposium),  230 
Pituitary  deficiency:  isolated  ACTH  deficiency,  439 
Plasma  calcium:  calcitonin;  its  physiologic  roles  [The  Bone] 

(Symposium),  230 

Pneumonia:  community  hospital  peer  review  disease  guidelines, 
701 

Polypharmacy:  clinical  psychopharmacology  and  the  elderly 

patient  [Geriatrics],  71 

Polyposis,  benign,  treated  by  total  gastrectomy,  97 
Pontine  myelinolysis,  central,  421 

Popliteal  Artery  Entrapment  Syndrome  (Kesseler,  McCabe,  and 
Waller),  80 

Posterior  Fossa  Vascular  Malformations;  Long-Term  Follow-up 
(Lusins  and  Sencer),  416 

Posterior  roots,  electric  stimulation  of  spinal  cord  and;  vascular 
disease  of  extremities,  366 

Posterolateral  Sclerosis  in  Diabetic  Patient  (Relkin  and  Esseesse), 
281 

Postmenopause:  cystocele;  etiology,  370 

Postmortem  examination:  autopsy;  unending  controversy,  761 


Postpartum  lactation  suppression:  questions  and  answers  |Drug 
Information],  462 

Postperfusion  Lung  Syndrome;  A Misnomer?  (Vidne,  Lajos, 
Sayek,  Friedman,  Stoklosa,  Shenoy,  and  Culver),  684 
Potential  of  Carcinogenic  Effects  of  Hair  Dyes  (Shafer  and- 
Shafer),  394 

Preevacuated  endometrial  suction  apparatus,  evaluation  of  a;  in 
general  obstetric-gynecologic  practice,  885 
Pregnancy,  defining  relationships  in  normal;  ultrasound  biparietal 
diameter,  373 
Pregnancy 

anticoagulation  therapy  in  antepartum  pulmonary  embolism, 
582 

failures  of  contraceptive  practice,  361 
Pregnancy,  unilateral  lutein  cyst  in,  259 

Premature  child,  nonbacterial  thrombotic  endocarditis  in;  clinical 
significance  and  possible  relationships  to  subvalvular  hema- 
toma, 912 

Prepubertal  idiopathic  gynecomastia,  neurofihromatous  pseu- 
dogynecomastia associated  with,  932 
Present  Status  of  PSRO  Program;  Report  from  the  Foundation 
(O’Regan),  304 

Preventive  health:  disease  prevention  in  clinical  practice,  50 
Primary  Malignant  Fibrous  Histiocytoma  of  Bone;  Clini- 
copathologic Study  of  18  Patients  (Huvos),  552 
Primary  mycotic  aneurysm  of  abdominal  aorta,  resection  of, 
960 

Prinzmetal’s  Variant  Angina  with  Syncope;  Treatment  with 
Permanent  Demand  Pacemaker  (Black,  Black,  and  Hunting- 
ton),  255 

Prophylactic  antibiotics:  endocarditis  in  prosthetic  valves,  673 
Prophylactic  Clindamycin  for  Neurosurgical  Patients  (Savitz  and 
Malis),  64 

Prostate  cancer:  treatment  of  tumors  of  genitourinary  tract, 

214 

Prostatic  carcinoma,  treatment  of,  in  Western  New  York,  869 
Prostatic  infections:  questions  and  answers  [Drug  Information], 
729 

Prosthetic  valves,  endocarditis  in,  673 

Protein:  alphai-antitrypsin  deficiency  and  chronic  pulmonary 
disease,  181 

Proteinuria:  idiopathic  membranous  nephropathy;  clinical  course 
in  children,  357 

Proteolytic  enzymes:  alphai-antitrypsin  deficiency  and  chronic 
pulmonary  disease,  181 

Pseudogynecomastia,  neurofibromatous,  associated  with  prepu- 
bertal idiopathic  gynecomastia,  932 
Pseudomonas  aeruginosa:  bacteria  in  medications;  growth  during 
emergency  resuscitation,  693 

PSRO  program,  present  status  of;  report  from  the  Foundation, 
304 

Psychiatric  services,  medical  and;  consolidated  system  of  delivery- 
based  on  community  treatment  programs  and  community  fa- 
cilities, 106 

Psychiatry,  present  status  in;  behavior  modification,  190 
Psychiatry 

serum  magnesium  levels  in  nonacute  schizophrenia,  188 
schizophrenia;  treatment  in  therapeutic  community,  384 
Psychology:  unrealistic  patient,  54 

Psychopharmacology,  clinical,  and  the  elderly  patient  [Geriatrics], 
71 

Pulmonary  alveolar  lesions,  human  ultrastructure  of,  948 
Pulmonary  Artery  Sarcoma  (Magilligan,  Jr.,  Ryan,  Salisnjiak,  and 
Weiner),  977 

Pulmonary  disease,  chronic,  alphai-antitrypsin  deficiency  and, 
181 

Pulmonary  edema:  thrombocytopenia  and  pulmonary  infiltrates 
[Correlation  Conferences  in  Radiology  and  Pathology],  397 
Pulmonary  embolism,  antepartum,  anticoagulation  therapy  in 
582 

Pulmonary  infiltrates,  thrombocytopenia  and  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  397 
Pulse  tracings:  noninvasive  methods  in  cardiology;  brief  outline 
presentation  and  critique,  993 
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Purpura:  thrombocytopenia  and  pulmonary  infiltrates  [Corre- 
lation Conferences  in  Radiology  and  Pathology],  397 
Pyelonephritis,  xanthogranulomatous;  with  emphasis  on  angio- 
graphic findings,  919 

Questions  and  Answers  [Drug  Information],  462,  729 

Radiation  and  chemotherapy,  controlled  national  Veterans  Ad- 
ministration study  of;  survival  with  inoperable  lung  cancer, 
560 

Radiography:  arterial  hemorrhage  complicating  pelvic  fracture, 
88 

Radiotherapy:  treatment  of  prostatic  carcinoma  in  Western  New 
York,  869 

Ram’s  horn  sign,  stomach  with  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  240 
Rash:  ampicillin  in  man;  adverse  effects,  101 
Rectus  sheath,  heterotopic  calcification  within;  following  lapa- 
rotomy, 84 

Referral  failure,  physician;  study  of  home  care,  45 
Rehabilitation:  unrealistic  patient,  54 

Renal  parenchyma:  xanthogranulomatous  pyelonephritis;  with 
emphasis  on  angiographic  findings,  919 
Renal  transplantation:  adrenal  imaging  with  131I-19-iodocho- 
lesterol;  following  long-term  alternate-day  steroids,  35 
Renal-cell  carcinoma:  treatment  of  tumors  of  genitourinary  tract, 
214 

Resection  of  Primary  Mycotic  Aneurysm  of  Abdominal  Aorta 
(Carpena,  Rastgoufard,  and  Subramanian),  960 
Respiratory  diseases:  alphai-antitrypsin  deficiency  and  chronic 
pulmonary  disease,  181 
Respiratory  distress  syndrome 

alphai-antitrypsin  deficiency  and  chronic  pulmonary  disease, 
181 

community  hospital  peer  review  disease  guidelines,  701 
postperfusion  lung  syndrome;  a misnomer?,  684 
Resuscitation,  emergency,  growth  during;  bacteria  in  medications, 
693 

Rheumatoid  arthritis 

questions  and  answers  [Drug  Information],  729 
systemic  lupus  erythematosus  and  carcinoma  of  lung,  94 
Rhizomelic  dwarfism:  thoracolumbar  kyphosis  in  achondroplasia, 
with  spinal  cord  compression,  426 
Rhythm  work,  physicians  help  make,  205 
Ringer’s  lactate:  major  surgery  in  Jehovah’s  witnesses,  765 
Roots,  posterior,  electric  stimulation  of  spinal  cord  and;  vascular 
disease  of  extremities,  366 

Rubber,  foam,  boots  and  ambulation,  managed  with;  dry  gangrene 
of  toes,  907 

St.  Vincent’s  Hospital  and  Medical  Center  of  New  York;  One 
Hundred  Twenty-Five  Years  (Ollstein,  Haggerty,  and  Rosen- 
thal) [History  of  Medicine],  306 
Sarcoidosis,  spinal  cord,  748 
Sarcoma,  pulmonary  artery,  977 

Sarcomas:  treatment  of  tumors  of  genitourinary  tract,  214 
Schizophrenia,  nonacute,  serum  magnesium  levels  in,  188 
Schizophrenia;  Treatment  in  Therapeutic  Community  (Jeffrey, 
Kleban,  and  Papernik),  384 

Scintigraphy:  adrenal  imaging  with  131I-19-iodocholesterol;  fol- 
lowing long-term  alternate-day  steroids,  35 
Sclerosis,  posterolateral,  in  diabetic  patient,  281 
Screening,  microscopic,  for  bacteriuria,  209 
Second  and  Subsequent  Periodic  Examinations  (Harnes),  891 
Second  Neoplasms  with  Chronic  Lymphocytic  Leukemia 
(Moayeri,  Han,  Stutzman,  and  Sokal),  378 
Sengstaken-Hlakemore  balloon  tamponade,  gastric  ulceration 
caused  by,  404 

Sensitivities  to  antibiotics,  variations  in;  nosocomial  versus 
community-acquired  infections  caused  by  same  organism,  391 
Serogroups,  enteropathogenic,  of  Escherichia  coli  in  Upstate  New 
York,  851 

Serum  glutamic  oxaloacetic  transaminase,  with  very  high;  anicteric 
cholecystitis,  268 

Serum  Magnesium  Levels  in  Nonacute  Schizophrenia  (Daly  and 


Gold),  188 

Serum  phosphorus:  hypocalcemic  tetany;  result  of  high-phos- 
phate enema,  968 

Serum  protein  electrophoresis:  alphai-antitrypsin  deficiency  and 
chronic  pulmonary  disease,  181 
Services,  health,  dilemma;  Chinatown,  New  York  City,  297 
Services,  medical  and  psychiatric;  consolidated  system  of  delivery 
based  on  community  treatment  programs  and  community  fa- 
cilities, 106 

Sheath,  rectus,  heterotopic  calcification  within;  following  lapa- 
rotomy, 84 

Shield,  Daikon,  intrauterine  device,  double  uterine  perforation 
with,  567 

Shunting,  spontaneous  arteriovenous;  occlusive  peripheral  arterial 
disease,  408 

Simultaneous  cholecystenteric  fistulas,  multiple,  955 
Sleep  disorders:  clinical  psychopharmacology  and  the  elderly 
patient  [Geriatrics],  71 

Slide  agglutination  method:  enteropathogenic  serogroups  of 

Escherichia  coli  in  Upstate  New  York,  851 
Small  bowel 

stomach  with  ram’s  horn  sign  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  240 

vascular  insufficiency  of  superior  mesenteric  circulation,  201 
Small-bone  involvement,  multiple  myeloma  with,  990 
Small-Bowel  Volvulus  with  Aplastic  Anemia  (Petreshock  and 
Pessah),  294 

Smoking:  disease  prevention  in  clinical  practice,  50 
Sodium  bicarbonate:  bacteria  in  medications;  growth  during 

emergency  resuscitation,  693 

Somatic  functioning:  clinical  psychopharmacology  and  the  el- 
derly patient  [Geriatrics],  71 
Spasm,  coronary  artery,  447 

Spastic  paraparesis,  familial,  optic  atrophy,  and  dementia;  clinical 
observations  of  affected  kindred,  756 
Spinal  cord  and  posterior  roots,  electric  stimulation  of;  vascular 
disease  of  extremities,  366 

Spinal  cord  compression,  with;  thoracolumbar  kyphosis  in 
achondroplasia,  426 

Spinal  Cord  Sarcoidosis  (Nathan,  Chase,  Elguezabel,  and  Wein- 
stein), 748 

Splenic  flexure,  perforating  carcinoma  of,  colopulmonary  fistula 
due  to,  944 

Spontaneous  arteriovenous  shunting;  occlusive  peripheral  arterial 
disease,  408 

Spontaneous  drainage  through  abdominal  wall,  with;  suppurating 
myoma,  572 

Staphylococcus  aureus:  bacteria  in  medications;  growth  during 
emergency  resuscitation,  693 

Steroid  therapy:  idiopathic  membranous  nephropathy;  clinical 
course  in  children,  357 

Steroids,  following  long-term  alternate-day;  adrenal  imaging  with 
131I-19-iodocholesterol,  35 

Stimulation,  electric,  of  spinal  cord  and  posterior  roots;  vascular 
disease  of  extremities,  366 

Stomach:  benign  polyposis  treated  by  total  gastrectomy,  97 
Stomach  with  Ram’s  Horn  Sign  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  240 

Stress:  nonbacterial  thrombotic  endocarditis  in  premature  child; 
clinical  significance  and  possible  relationships  to  subvalvular 
hematoma,  912 

Subdiaphragmatic  lesion:  colopulmonary  fistula  due  to  perfo- 
rating carcinoma  of  splenic  flexure,  944 
Subsequent  periodic  examinations,  second  and,  891 
Subvalvular  hematoma,  clinical  significance  and  possible  rela- 
tionships to;  nonbacterial  thrombotic  endocarditis  in  premature 
child,  885 

Successive  Hydrocephalic  Newborns  (Frohlich,  Starzer,  and 
Tortora),  975 

Suction  apparatus,  evaluation  of  a preevacuated  endometrial;  in 
general  obstetric-gynecologic  practice,  885 
Superior  Mesenteric  Artery  Syndrome  (Choi  and  Pfalzer,  Jr.), 
986 

Superior  mesenteric  circulation,  vascular  insufficiency  of,  201 
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Suppurating  Myoma;  With  Spontaneous  Drainage  Through  Ab- 
dominal Wall  (Weiss,  Shenker,  and  Gorstein),  572 
Surface  markers,  cell,  of  human  'I'  and  B lymphocytes;  their  profile 
in  primary  immunodeficiencies,  24 
Surgery,  elective,  expected  hemotherapy  in,  532 
Surgery,  major,  in  Jehovah’s  witnesses,  765 
Surgery,  unjustified;  fact  or  myth?,  454 

Survival  with  Inoperable  Lung  Cancer;  Controlled  National 
Veterans  Administration  Study  of  Radiation  and  Chemother- 
apy (Roswit,  Liberson,  Ohanian,  Kusik,  and  Petrovich),  560 
Symptom  substitution  hypothesis:  behavior  modification; 

present  status  in  psychiatry,  190 
Syncope,  Prinzmetal’s  variant  angina  with;  treatment  with  per- 
manent demand  pacemaker,  255 
Syndrome,  high  flyer;  survival  after  17-story  fall,  982 
Syndrome,  Marfan;  with  mitral  insufficiency  in  twins,  743 
Syndrome  of  obesity,  cardiorespiratory,  thromboembolic  disease 
and, 272 

Syndrome,  popliteal  artery  entrapment,  80 
Syndrome,  postperfusion  lung;  a misnomer?,  684 
Syndrome,  superior  mesenteric  artery,  986 
Syphilis,  early  congenital,  283 

Systematic  desensitization:  behavior  modification;  present  status 
in  psychiatry,  190 

Systemic  Lupus  Erythematosus  and  Carcinoma  of  Lung  (Sumner 
and  Dwek),  94 

Systolic  time  intervals:  noninvasive  methods  in  cardiology;  brief 
outline  presentation  and  critique,  993 

T and  B lymphocytes,  cell  surface  markers  of;  their  profile  in 
primary  immunodeficiencies,  24 
Tamponade,  Sengstaken-Blakemore  balloon,  gastric  ulceration 
caused  by,  404 

Tarsal  lesion,  lytic  [Correlation  Conferences  in  Radiology  and 
Pathology),  900 

Teflon  mesh,  migration  of,  from  abdominal  wall  into  large  bowel, 
452 

Teratoma,  intrapericardial  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  708 
Testicular  cancer:  treatment  of  tumors  of  genitourinary  tract, 
214 

Tetany,  hypocalcemic;  result  of  high-phosphate  enema,  968 
Tetracycline:  granuloma  inguinale;  with  several  unique  features, 
433 

Tetrazolium,  nitroblue,  dye  reduction;  diagnostic  value  in  children 
with  febrile  illnesses,  877 
The  Bone  (Symposium),  230 

Therapeutic  community,  treatment  in;  schizophrenia,  384 
Therapy,  acupuncture;  comparative  values  in  acute  and  chronic 
pain,  695 

Therapy,  anticoagulation,  in  antepartum  pulmonary  embolism, 
582 

Therapy:  behavior  modification;  present  status  in  psychiatry, 
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TREATMENT 


NEW  YORK  CITY 


Maimonides  Medical  Center 

4802  Tenth  Avenue 
Brooklyn 

10:30  a.m.- 12:00  noon 
July  1 

NON-HODGKIN’S  LYMPHOMA 

NO  FEE  CREDIT:  AAFP 

For  further  information  contact  Maimonides  Division  of 
Oncology,  212/853-1200  ext.  2457. 

Monthly  seminar  listing  for  Beth  Abraham 
Hospital 

612  Allerton  Avenue 
Bronx 

1 1:00  a.m. -12:00  noon  Thursdays 
July  8 

NEUROMUSCULAR  DISORDERS  IN  THE 
AGED 

July  15 

PEPTIC  ULCER  DISEASE  IN  THE 
ELDERLY 

July  22 

INDICATIONS  AND  THE  MANAGEMENT 
OF  PACEMAKERS  IN  THE  ELDERLY 

July  29 

HYPOGLYCEMIA  IN  THE  ELDERLY 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013 


WESTCHESTER  COUNTY 

Monthly  program  for  St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

July  1,  Thursday,  1 1:00  a.m. -12:00  noon 

KIDNEY  FUNCTION  TESTS 

12:00  noon- 1:00  p.m. 

ACID  BASE  DISTURBANCES 

July  8,  Thursday,  1 1:00  a.m. -12:00  noon 

NEPHROTIC  SYNDROME 

12:00  noon- 1:00  p.m. 

CHRONIC  RENAL  FAILURE 

July  15,  Thursday,  1 1:00  a m. -12:00  noon 

HYPERTENSION:  EVALUATION  AND 


12:00  noon- 1:00  p.m. 

CRITICAL  DECISIONS  IN  NEPHROLOGY- 
1976 

July  22,  Thursday,  1 1:00  a.m.- 12:00  noon 

ACUTE  RENAL  FAILURE 

12:00  noon- 1:00  p.m. 

HORMONES  AND  THE  KIDNEY 

July  29,  Thursday,  1 1:00  a m. -12:00  noon 

MALIGNANT  HYPERTENSION 

12:00  noon- 1:00  p.m. 

CHRONIC  DIALYSIS  AND  RENAL 
TRANSPLANTATION 

AUGUST  5,  Thursday,  1 1:00  a.m. -1:00  p.m. 

URINARY  TRACT  INFECTIONS 

NO  FEE  CREDIT:  AMA  Cat.  1 (12  hrs.)  For  complete 

program  from  July  1 thru  August  5. 
AAFP  12  hrs 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D., 
Director  of  Medicine,  St.  Joseph's  Hospital,  127  South 
Broadway,  Yonkers  10701.  Tel:  914/965-6700. 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 
"Solarium 

July  8,  Thursday,  9:00a.m. 

INTRA-AORTIC  BALLOON  PUMP  AND  ITS 
CLINICAL  APPLICATION 

CREDIT.  AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D., 
Director  of  Medicine,  St.  Joseph's  Hospital,  127  South 
Broadway,  Yonkers  10701.  Tel:  914/965-6700. 


BUFFALO 

July  14  / August  25 

Roswell  Park  Memorial  Institute, 

American  Cancer  Society,  New  York 
State  Division,  Inc., 

Office  of  Continuing  Medical  Education, 
SUNYAB  Medical  School 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo 
July  14 

GENERAL  ONCOLOGY 

August  25 

(Pathophysiology) 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office 
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Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo, 
14263,  Tel:  716/845-5944 


OUT-OF-STATE 


Philadelphia,  Pa. 

July  1-3 

University  of  Pennsylvania  and  the  Institute  of 
Pennsylvania  Hospital 

* Marriott  Hotel 
Philadelphia,  Pa. 

7th  INTERNATIONAL  CONGRESS  OF 
HYPNOSIS  AND  PSYCHOSOMATIC 
MEDICINE 

For  further  information  contact  Martin  T.  Orne,  M.D.,  Ph  D., 
The  Institute  of  Pennsylvania  Hospital,  1 1 1 North  49th  Street, 
Philadelphia,  19139. 


Some  August  Programs 


New  York  City 

Sixth  International  Congress  of  The 
Transplantation  Society 

Waldorf-Astoria  Hotel 
New  York  City 

August  22-28.  1976 

1.  Clinical  Transplantation  (Kidney,  Heart,  Lung,  Liver,  Bone 
Marrow,  Other) 

2.  Experimental  Organ  Transplantation 

3.  The  HL-A  System  (Immunogenetics,  Clinical  Usefulness  in 
Transplantation  and  Disease) 

4.  Hemodialysis  and  Other  Artificial  Life  Support  Systems 

5.  Chemical  and  Biological  Immunosuppressive  Agents 

6.  Specific  Allogeneic  Unresponsiveness  (Tolerance,  En- 
hancement, Immunoparalysis) 

7.  Maternal-Fetal  Relationships 

8.  Immunobiology  of  Transplantation 

9.  Mammalian  Histocompatibility  Systems 

10.  Xenotransplantation 

11.  Cross-Reacting  Antigens  in  Transplantation  and  Disease 

12.  Genetic  Determinants  of  Immunological  Responsiveness 
and  Allograft  Sensitivity 

13.  Transplantation  Antigens 

14.  Humoral  and  Cellular  Mediators  of  Allograft  Rejection 

15.  Cancer  and  Transplantation 

16.  Viral  Factors  in  Tumor  Immunity  and  Allograft  Rejection 

17.  Organ  Preservation  and  Tissue  Banking 

18.  Ethical  and  Legal  Aspects  of  Transplantation 

For  further  information  contact  Felix  T.  Rapaport,  M.D.  560 
3320.  New  York  University  Medical  Center,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200,  Ext.  3026. 


Rochester 


University  of  Rochester  School  of  Medicine  & 
Highland  Hospital 

335  Mt.  Vernon  Avenue 
Rochester 

August  25-26 


ROCHESTER  FAMILY  MEDICINE 
PROGRAM 

FEE:  $125.00  CREDIT:  AAFP(10hrs.) 

(includes  luncheon  both  days) 

* (admission  limited  to  15.) 

For  further  information  contact  Jack  Froom,  M.D.,  University 
of  Rochester  School  of  Medicine  & Highland  Hospital,  335 
Mt  Vernon  Ave.,  Rochester,  14620.  Tel:  716/442-7470. 


Some  Fall  Programs 


New  York  City 

September  8 / 13/20 

New  York  Medical  College 

Flower  and  Fifth  Avenue  Hospitals 
5 East  102nd  Street 

September  8.  8:00  -10:00  p.m.,  Wednesdays 

COMPREHENSIVE  PSYCHIATRY: 

REVIEW  & RECENT  ADVANCES 

FEE:  $600. — 30  Sessions 
September  13,  8:00-  10:00  p.m.,  Mondays 

BASIC  NEUROLOGY  FOR 
PSYCHIATRISTS 

FEE:  $600. — 30  sessions 
September  20,  8:00- 10:00  p.m.,  Mondays 

CLINICAL  ASPECTS  OF  PSYCHIATRY 

FEE:  $500. — 15  sessions 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
Director,  Graduate  & Continuing  Education  in  Psychiatry,  New 
York  Medical  College,  5th  Avenue  & 106th  Street,  10029. 

Tel:  212/860-7362. 


New  York  Medical  College  Department  of 
Ophthalmology 

1249  Fifth  Avenue 
New  York 

INTRACAMERAL  LENSES 

Course  Dates: 

September  16-18 
October  14-16 
November  11-14 

* Each  course  is  limited  to  4 participants.  Extra  courses  will 
be  scheduled  according  to  number  of  applicants. 

FEE:  $1,500.  CREDIT:  AMA  Cat.  2 (20  hrs.) 

For  further  information  comact  New  York  Ophthalmological 
Foundation,  Inc.,  c/o  Department  of  Ophthalmology,  New 
York  Medical  College,  1249  Fifth  Avenue,  New  York  10029. 
Tel:  212/860-8030. 


Nassau  County 
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September  15 
9:00  a. m.  -5:00  p.m. 

Long  Island  Jewish-Hiliside  Medical  Center  & 
State  U.  of  NY  (Stony  Brook) 

Teaching  Center  Auditorium 

Long  Island  Jewish-Hiliside  Medical  Center 

HIGH  RISK  PREGNANCY 

FEE:  $25.  (includes  lunch  and  coffee  breaks) 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Office  of  the  Clinical  Campus, 
Long  Island  Jewish-Hiliside  Medical  Center,  New  Hyde  Park, 
11040.  Tel:  212/343-6700  or  516/437-6700. 


New  York  City 


September  18-19 

New  York  University  and  New  York  State 
Society  of  Anesthesiologists 

New  York  University 
550  First  Avenue 

CURRENT  TRENDS  IN  CLINICAL 
ANESTHESIA 

FEES:  $160.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

$80.  For  physicians-in-training 

For  further  information  contact  Dr.  James  Cottrell, 
Department  of  Anesthesiology,  New  York  University  School 
of  Medicine,  550  First  Avenue,  New  York  10016.  Tel: 
212/679-3200,  Ext.  2754. 


Rochester 

September  20-21 

American  Medical  Association  & The  National 
Institute  for  Occupational  Safety  and  Health 

Americana  of  Rochester 

AMA’s  36th  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH 

FEE:  Registration  $30.  CREDIT:  AMA  & AAFP 

For  further  information  contact  AMA's  Department  of 
Environmental,  Public,  and  Occupational  Health,  535  North 
Dearborn  Street,  Chicago,  60610.  Tel:  312/751-6000. 


New  York  City 

September  30-Oct  2 

The  Obstetrical  and  Gynecological  Society  of 
New  York  Medical  College 

1249  Fifth  Avenue 

UPDATE  ’76— A PROFESSORS’ 
COLLOQUIUM  IN  OBSTETRICS  AND 
GYNECOLOGY 


CREDIT:  AMA  Cat.  1 (16  hrs.) 

For  further  information  contact  Dr.  William  Granvig,  Division 
of  Education  American  College  of  Ob/Gyn,  1 East  Wacker 
Drive  Chicago.  60601 


OUT-OF-STATE 


St.  Louis,  Missouri 

American  Cancer  Society  National  Cancer 
Institute 

Chase-Park  Plaza  Hotel 
St.  Louis 

September  20-22 

NATIONAL  CONFERENCE  ON  CANCER 
RESEARCH  AND  CLINICAL 
INVESTIGATION 

CREDIT:  AMA  Cat.  1(15  hrs.) 

AAFP  15  hrs 
AOA  Cat.  Il-D 

For  further  information  contact  Divisions  of  the  American 
Cancer  Society  or  S.  L.  Arje,  M.D.,  ACS/NCI  National 
Conference  on  Cancer  Research  and  Clinical  Investigation, 
777  Third  Avenue,  New  York  10017. 


Philadelphia,  Pennsylvania 

September  26-30 

American  College  of  Radiology  and  Temple 
University  Health  Sciences  Center 

Temple  University  Health  Sciences  Center 
Philadelphia 

SECOND  INTERNATIONAL  SYMPOSIUM 
ON  THE  PLANNING  OF  RADIOLOGICAL 
DEPARTMENTS 

For  further  information  contact  Francis  J.  Shea,  M.D.,  Sect. 
ISPRAD  II,  Department  of  Radiology,  Temple  University 
Health  Sciences  Center,  3401  North  Broad  Street, 
Philadelphia,  19140. 


NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone 
(516)  488-6100.  This  is  a free  service. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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ALFRED,  N.Y.,  Allegany  County.  Family  Physician  for  community 
with  two  rapidly  expanding  colleges. 

CONTACT:  Mr.  Alex  Spyralatos,  16  N.  Main  Street,  Alfred,  N Y. 
14802.  Tel.  607/587-8268. 

AUBURN,  N.Y.,  Cayuga  County.  Three  Family  Physicians  needed. 

CONTACT:  Mr.  Charles  D.  Hicks,  Director,  Physicians’  Procure- 
ment Committee,  157  Ross  Street,  Auburn,  N.Y.  13021.  Tel. 
315/253-3388  (call  collect). 

BARKER,  N.Y.,  Niagara  County.  Family  Physician. 

CONTACT:  Mrs.  Esther  Hyde,  Lower  Lake  Road,  Barker,  N.Y. 
14012.  Tel.  716/795-3892. 

BATAVIA,  N.Y.,  Genesee  County.  Family  Physician,  Orthopedic 
Surgeon  and  N Neurologist/Neurosurgeon. 

CONTACT:  W.  David  MacCool,  Ass't.  Adm.,  Genesee  Memorial 
Hospital,  127  North  St.,  Batavia,  N.Y.  14020.  Tel.  716/343-6030, 
ext.  211  or  212. 

BOONVILLE,  N.Y.,  Oneida  County.  Family  Physician.  Guaranteed 
first  year  income. 

CONTACT:  Mrs.  John  Thoden,  402  Main  Street,  Boonville,  N.Y. 
13309.  Tel.  315/942-2053. 

BRASHER,  HOPKINTON,  LAWRENCE  & STOCKHOLM,  N.Y.,  St. 
Lawrence  County.  Family  Physicians  or  G.P.’s  needed. 

CONTACT:  Mrs.  Arthur  Cassada,  Brasher  Falls,  N.Y.  13613.  Tel. 
315/389-2882. 

BROADALBIN,  N.Y.,  Fulton  County.  Family  Physician. 

CONTACT:  Mr.  Robert  H.  Leslie,  Chm.,  Citizen's  Committee  to 
Obtain  a Doctor,  R.D.  1,  Broadalbin,  N.Y.  12025. 

BROCKPORT,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mrs.  Hermance,  Adm.,  Lakeside  Memorial  Hospital, 
West  Avenue,  Brockport,  N.Y.  14420. 

BROCTON,  N.Y.,  Chautauqua  County.  Family  Physician. 

CONTACT:  Mr.  Alfred  F.  Sunday,  24  Park  Street,  Brocton,  N.Y. 
14716. 

BRONX,  N.Y.  Full  time  Nephrologist.  Opportunity  for  research. 
Hospital  affiliated  with  New  York  Medical  College. 

CONTACT:  Marion  DiFiglis,  M.D.  or  Robert  F.  Gombrecht,  M.D., 
Misericordia-Fordham  Hospitals,  600  East  233rd  Street,  Bronx, 
N.Y.  10466.  Tel.  212/653-3000. 

BROOKLYN,  N.Y.  Internist  with  Geriatric  background  wanted  for 
four-hour  day,  Monday-Friday. 

CONTACT:  Leon  Rothman,  M.D.,  Med.  Dir.,  Brookdale  Hospital 
Center,  Brooklyn,  N.Y.  11212.  Tel.  212/240-6126. 

CALLICOON,  N.Y.,  Sullivan  County.  Family  Physician,  Internist  and 
Pediatrician. 

CONTACT:  Mr.  Howard  Stewart,  Grover  M.  Hermann  Hospital, 
Callicoon,  N.Y.  12723.  Tel.  914/887-5490. 

CATO,  N.Y.,  Cayuga  County.  Family  Physician. 

CONTACT:  Mrs.  Florence  Wilkes,  Secty.,  Northern  Cayuga  Health 
Services,  Cato,  N.Y.  13033.  Tel.  315/626-6401. 

CHERRY  VALLEY,  N.Y.,  Otsego  County.  Family  Physician. 

CONTACT-  Mr.  Wilkie  T.  Maddox,  P.O.  65,  Cherry  Valley,  N.Y. 
13320.  Tel:  607/264-5511. 

COLTON,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  George  Tiffany,  P.O.  Box  1 16,  Colton,  N.Y.  13626. 

DANNEMORA,  N.Y.,  Clinton  County.  Family  Physicians  needed  for 
13  square  mile  area  covering  population  of  approximately  17,500. 

CONTACT:  Mr.  Donald  Davies,  Dannemora,  N.Y.,  12929.  Tel: 
518/492-7742. 

DELHI,  N.Y.,  Delaware  County.  Family  Physician  and  Anesthesi- 
ologist. 

CONTACT:  Mr.  Frank  Lotz,  Adm.,  O'Connor  Hospital,  Andes  Raod, 
Delhi,  N.Y.  13753.  Tel.  607/746-2371. 

ELMIRA,  N.Y.,  Chemung  County.  Three  F.P.’s  and  Anesthesiolo- 
gists. 

CONTACT:  William  K.  Nowill,  M.D.,  Arnot-Ogden  Memorial  Hos- 
pital, Emira,  N.Y. , 14901.  Tel:  607/734-5117. 

FULTON,  N.Y.,  Oswego  County.  Family  Physician  for  group. 

CONTACT:  Mr.  Paul  A.  Hoyt,  Fulton,  N.Y.  13069.  Tel:  315/ 

592-2224. 

GREENE,  N.Y.,  Chenango  County.  Family  Physician  for  Clinic. 

CONTACT:  James  Gilroy,  M.D.,  North  Chenango  Street,  Greene, 
N.Y  13778.  / Tel:  607/656-4115. 

HANCOCK,  N.Y.,  Delaware  County.  Internist  wanted  for  small, 
expanding,  short-term  hospital. 


CONTACT:  Mr.  Stewart  Redman,  Adm.,  Read  Memorial  Hospital, 
62  Leonard  Street,  Hancock,  N.Y.  13783.  Tel:  607/637-3381. 

HERKIMER,  N.Y.,  Herkimer  County.  Two  F.P.'s  and  a specialist  in 
Ob/Gyn. 

CONTACT:  Mr.  John  Symons,  Adm.,  Herkimer  Memorial  Hospital, 
690  West  German  Street,  Herkimer,  N.Y.  13350.  Tel:  315/ 
866-3330. 

HILTON,  N.Y.,  Monroe  County.  Family  Physician. 

CONTACT:  Mayor  Douglas  Hurlbutt,  Village  of  Hilton,  N.Y.  14468. 
Tel:  716/392-4144. 

HOLLAND  PATENT,  N.Y.,  Oneida  County.  Family  Physician. 

CONTACT:  Mr.  Reno  Ventre,  Chm.,  Holland  Patent  Physicians 
Committee,  Holland  Patent,  N.Y.  13354.  Tel:  315/865- 

4233. 

ITHACA,  N.Y.,  Tompkins  County.  Family  Physician. 

CONTACT:  Bonnie  L.  Howard,  Ass’t  Adm.,  Tompkins  County 

Hospital,  1285  Trumansburg  Road,  Ithaca,  N.Y.  14850.  Tel: 
607/274-4444. 

LITTLE  FALLS,  N.Y.,  Herkimer  County.  Two  Family  Physicians. 

CONTACT:  Mr.  Richard  S.  Quinlan,  Little  Falls,  N.Y.  13365.  Tel: 
315/823-1000. 

LONG  LAKE,  N.Y.,  Hamilton  County.  Family  Physician  urgently 
needed. 

CONTACT:  Edmund  Clement,  Councilman,  Box  187,  Long  Lake, 
N.Y.  12847.  Tel:  518/624-2111. 

NORFOLK,  N.Y.,  St.  Lawrence  County.  Family  Physician. 

CONTACT:  Mr.  B.  J.  Short,  Norfolk,  N.Y.  13667.  Tel:  315/ 

384-4531. 

ONEONTA,  N.Y.,  Otsego  County.  Hospital  is  recruiting  physicians, 
especially  for  emergency  room. 

CONTACT:  Mr.  Frank  M.  Isbell,  Adm.  A.  O.  Fox  Memorial  Hospital, 
1 Norton  Avenue,  Oneonta,  N.Y.  13820.  Tel:  607/432-2000. 

PLATTSBURGH,  N.Y.,  Clinton  County.  Board  Certified  physicians 
to  cover  emergency  room. 

CONTACT:  Mr.  Wayne  E.  Rowe,  Administrator,  Champlain  Valley 
Physicians  Hospital,  Plattsburgh,  N.Y.  12901. 

PORT  JEFFERSON,  N.Y.  (Long  Island).  Medical  Education  Coor- 
dinator wanted. 

CONTACT:  Mr.  Leonard  J.  Tapler,  Director  of  Personnel,  St. 

Charles  Hospital,  200  Belle  Terre  Road,  Jefferson,  N.Y.  11777. 
Tel:  516/473-2800. 

POUGHKEEPSIE,  N.Y.,  Dutchess  County.  Emergency  Dept.  Phy- 
sician. New  York  State  license  required. 

CONTACT:  Norman  E.  Watt,  M.D.,  Vassar  Brothers  Hospital,  Reade 
Place,  Poughkeepsie,  N.Y.  12601.  Tel:  914/431-2305. 

PULASKI,  N.Y.,  Oswego  County.  Two  Primary  Physicians. 

CONTACT:  Mr.  Theodore  Prescott,  President,  Northern  Oswego 
County  Health  Building,  7407  Park  Street,  Pulaski,  N.Y. 
13142. 

RED  CREEK,  N.Y.,  Wayne  County.  Family  Physician. 

CONTACT:  Mr.  Ralph  DeMas,  Chm.,  The  Red  Creek  Physician 
Committee,  Red  Creek,  N.Y.  13143. 

RIGA,  N.Y.,  Monroe  County  (near  Rochester),  needs  a Family  Phy- 
sician. Fast  growing  area. 

CONTACT:  Mr.  Edgar  E.  Moore,  Supervisor,  Town  of  Riga,  39 
Gilman  Road,  Churchville,  N.Y.  14428.  Tel:  716/293-3252. 

ROCHESTER,  N.Y.,  Monroe  County.  Family  Physician  or  Internist 
for  group. 

CONTACT:  Ralph  C.  Parker,  Jr.,  M.D.,  University  of  Rochester 
Medical  Center,  260  Crittenden  Blvd.,  Rochester,  N.Y.  14620. 
Tel:  716/275-4540 

RUSHFORD,  N.Y.,  Allegany  County.  Family  Physician  needed  for 
area. 

CONTACT:  Mrs.  Frederick  D.  Morris,  Supervisor,  Town  of  Rushford, 
RFD  3,  Cuba,  N.Y.  14727.  Tel:  716/437-2768. 

SARANAC  LAKE,  N.Y.,  Franklin  County.  Internist  needed  for 
cosmopolitan  small  town  surrounded  by  nature. 

CONTACT:  Mr.  William  Gartner,  Will  Rogers  Hospital,  Saranac 
Lake,  12986.  Tel:  518/891-3131. 

SAUGERTIES,  N.Y.,  Ulster  County.  Family  Physician. 

CONTACT:  Mr.  Michael  E.  Catalinotto,  Barclay  Heights,  Route  9W, 
Saugerties,  N.Y.  12477.  Tel:  914/264-4551. 

STAR  LAKE,  N.Y.,  St.  Lawrence  County.  Family  Physician  needed 
for  open  staff  hospital. 
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CONTACT:  Mr.  Richard  Murray,  Pres..  Board  of  Managers,  Cran- 
berry Lake,  NY.  12927.  TEL:  315/848-2428  or  Mrs  Doris  Hall. 
R.N.,  Adm.,  Clifton  Fine  Hospital,  Star  Lake,  N Y.  13690  Tel: 
315/848-3551 

TICONDEROGA,  N.Y.,  Essex  County.  Ob/Gyn,  Internist  and  Radi- 
ologist. 

CONTACT:  Mr.  John  F.  Lawson,  President,  Moses-Ludington 

Hospital,  Ticonderoga,  N Y.  12883.  Call  Collect  581/585-2831, 
ext.  65. 

WATERLOO,  N.Y.,  Seneca  County.  Family  M.D.'s  and  other  Spe- 
cialists needed. 

CONTACT:  Bruno  Riemer.  M.D.,  Chm.,  Committee  for  Physician 
Recruitment,  Taylor-Brown  Memorial  Hospital,  East  Main  Street. 
Waterloo,  New  York  13165.  Tel:  315/539-9204. 

WAVERLY.  N.Y.,  Tioga  County.  Orthopedic  Surgeon 

CONTACT:  Mr.  Fred  A.  Kauffman,  Adm.,  Tioga  General  Hospital. 
P.O.  Box  127.  Waverly,  N Y.  14892.  TEL:  607/656-2881 

WHITEHALL.  N Y..  Washington  County.  Family  Physician. 

CONTACT:  Mr.  Frank  Martucci,  Town  Supervisor,  6 Mountain 

Street,  Whitehall.  N Y.  12887.  Tel:  518/499-0228. 

WHITESBORO,  N.Y.,  Oneida  County  (Suburb  of  Utica).  Family 
Physician. 

CONTACT:  Stephen  J.  Walker,  M.D.,  7 Westmoreland  Street, 
Whitesboro,  N.Y.  13492.  Tel:  315/736-1815. 

WOODBOURNE,  N.Y.,  Sullivan  County.  Family  Physician. 

CONTACT:  Mr.  Bernard  Lipsky,  Chamber  of  Commerce,  Wood- 
bourne,  N.Y.  12788.  Tel:  914/434-7652. 

WOODHULL,  N.Y.,  Steuben  County.  Family  Physician. 

CONTACT:  Jeffrey  Smith,  Jr.,  P.O.  68,  Woodhull,  N.Y.  14898.  Tel: 
607/458-5151. 


MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


ANESTHESIOLOGIST 

BUFFALO,  N.Y.  Erie  County  needs  an  Anesthesiologist  to  join  group 
of  doctors  and  nurse  anesthetists.  For  further  information  contact 
Dept,  of  Anesthesiology,  Deaconess  Hospital,  1001  Humboldt 
Pkwy,  Buffalo  14208.  Tel:  716/886-4400.  Ext.  447. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologist. 
For  further  information  contact  Irving  Cramer,  M.D.,  St.  Luke's 
Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 

SIDNEY,  N.Y.  Delaware  County  needs  an  Anesthesiologist  and  4 
Family  Physicians  for  Tri  Town  area.  Contact  John  W.  Sands, 
Adm.,  The  Hospital,  Pearl  Street,  Sidney  13838.  Tel:  607/ 
563-9934. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a ENT,  Orthopedic, 
Psychiatrist  and  General  Physician.  Contact  George  Skomsky, 
Adm.,  Massena  Memorial  Hospital,  Massena,  13662.  Tel: 
315/769-9991. 


OSWEGO,  N.Y.,  Oswego  County  needs  an  ENT,  Family  Physician, 
OB/Gyn,  Emergency  Room  Physician,  Pediatrician,  Internist. 
Contact  Mr  Charles  S Allen,  110  W.  6th  Street,  Oswego,  13126. 
Tel:  315/343-3813  or  341-5526. 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency  Room 
Physician.  A semi-retired  physician  is  preferred  for  this  position 
which  offers  a furnished  house  on  hospital  grounds.  Contact  The 
Medical  Society  State  of  New  York,  Physicians’  Placement  Bu- 
reau, 420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel: 
516/488-6100.  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke’s  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Emergency  Room  Physi- 
cian, Family  Physician,  OB/Gyn,  Internist,  ENT,  Pediatrician. 
Contact  Mr.  Charles  S.  Allen,  110  W.  6th  Street,  Oswego,  13126. 
Tel:  315/343-3813  or  341-5526. 

WAVERLY,  N Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physician. 
Contact  Mr.  Patrick  Cannistra,  Director  of  Personnel  at  St.  Luke’s 
Memorial  Hospital  Center,  Box  479  Champlin  Road,  Utica,  13503. 


FAMILY  PHYSICIANS 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BATH,  N.Y.  Steuben  County  needs  a Family  Physician  and  a Pe- 
diatrician. Contact  Wayne  A.  Manson,  Administrator,  Ira  Dav- 
enport Memorial  Hospital,  Box  350,  Bath,  14810.  Tel:  607/ 
776-2141. 

BEMUS  POINT,  N.Y.,  Chautauqua  County  needs  a Family  Physician 
or  Internist.  Contact  D.  C.  Stowell,  Town  Clerk,  Town  of  Ellery, 
Yost  Road,  Bemus  Point,  14712.  Tel:  716/386-3465. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County,  needs  a Family  Physician. 
Contact  Bernard  Ross,  M D.,  121  South  Ocean  Avenue,  Freeport, 
11520.  Tel:  516/379-5005. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Boa-d  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc.,  Hunter, 
12442. 
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JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MASSENA,  N.Y.,  St.  Lawrence  County,  needs  a General  Physician, 
ENT,  Orthopedic,  Psychiatrist.  Contact  George  Skomsky,  Adm., 
Massena  Memorial  Hospital,  Massena,  13662.  Tel:  315/ 

769-9991. 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Family  Physician,  OB/Gyn, 
Emergency,  ENT,  Pediatrician,  Internist.  Contact  Mr.  Charles 
S.  Allen,  110  W.  6th  Street,  Oswego,  13126.  Tel:  315/343- 
3813  or  341-5526. 

PATCHOGUE,  N.Y.,  Suffolk  County,  needs  a Family  Physician. 
Contact  Joseph  Lomicky,  Adm.,  Patchogue  Medical  Group,  One 
East  Roe  Boulevard,  Patchogue,  11772.  Tel:  516/475- 

3900. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

PORTVILLE,  N.Y.,  Cattaraugus  County  needs  a Family  Physician, 
Internist,  Neurologist.  Contact  Duncan  C.  Wormer,  M.D.,  or  Mr. 
Floyd  A.  Oathout,  Adm.,  Wormer  Medical  Center,  Portville,  14770. 
Tel:  716/933-8746. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  four  House  Physi- 
cians, 2 Internists  and  2 OB/GYN.  Contact  Mr.  James  E.  Con- 
nolly, Vassar  Brothers  Hospital,  Reade  Place,  Poughkeepsie, 
12601.  Tel:  914/431-2305. 

PULASKI,  N.Y.,  Oswego  County  needs  a Family  Physician  and  In- 
ternist. Contact  Douglas  McLead,  Oswego  County  Health  Bldg., 
7580  Delano  Street,  Pulaski,  13142.  Tel:  315/298-6566. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to  join 
12  physicians  in  a Health  Center.  Excellent  fringe  benefits  in- 
cluding malpractice  coverage.  Contact  Robert  E.  Long,  M.D., 
819  S.  Salina  Street,  Syracuse  13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Somrnerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  1 2 miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

GENERAL  SURGEON 

BATH,  N.Y.,  Steuben  County  needs  a General  Surgeon,  Ob/Gyn  and 
Orthopedic  Surgeon.  Contact  Mr.  Robert  E.  Page,  Adm.  Asst., 


Ira  Davenport  Hospital,  Bath,  14810.  Tel:  (607)776-2141. 
DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

MARGARETVILLE,  N.Y.,  Delaware  County  needs  a General  Surgeon. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Memorial  Hospital, 
Margaretville,  12455.  Tel:  914/586-2631. 


ORTHOPEDIC  SURGEON 

BATH,  N.Y.,  Steuben  County  needs  an  Orthopedic  Surgeon,  Ob/Gyn 
and  General  Surgeon.  Contact  Mr.  Robert  E.  Page,  Adm.  Asst., 
Ira  Davenport  Hospital,  Bath,  14810.  Tel:  (607)776-2141. 
MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 


INTERNISTS 

BEMUS  POINT,  N.Y.,  Chautauqua  County  needs  an  Internist  or 
Family  Physician.  Contact  D.  C.  Stowell,  Town  Clerk,  Town  of 
Ellery,  Yost  Road,  Bemus  Point,  14712.  Tel:  716/386-3465. 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeid,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass't  Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  Internist,  Family  Physi- 
cian, OB/Gyn,  Emergency  Room  Physician,  ENT,  Pediatrician. 
Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th  Street,  Oswego,  13126. 
Tel:  315/343-3813  or  341-5526. 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  an  Internists  with 
a subspecialty.  For  further  information  contact  Mrs.  Alice  Hersh, 
Adm.,  Poughkeepsie  Medical  Group,  375  Hooker  Avenue, 
Poughkeespie,  12603. 

PULASKI,  N.Y.,  Oswego  County  needs  an  Internist  and  Family 
Physician.  Contact  Douglas  McLead,  Oswego  County  Health 
Bldg.,  7580  Delano  Street,  Pulaski,  13142.  Tel:  315/298-6566. 

PORTVILLE,  N.Y.,  Cattaraugus  County  needs  an  Internist,  Neurol- 
ogist, Family  Physician.  Contact  Duncan  C.  Wormer,  M.D.,  or 
Mr.  Floyd  A.  Oathout,  Adm.,  Wormer  Medical  Center,  Portville, 
14770.  Tel:  716/933-8746. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Somrnerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 
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SODUS,  N.Y.,  Wayne  County  needs  an  Internist,  OB/Gyn.  Contact 
Thomas  W Kuebler,  M.D.,  Med.  Dir.,  Wayne  County  Rural  Health 
Program,  Box  A,  Sodus  14551 . Tel:  315/483-9133  Ext.  54 
STATEN  ISLAND,  N.Y.,  Richmond  County  Needs  an  Internist,  Pe- 
diatrician to  join  group  practice.  Contact  Dr  Howard  Gross,  33 
Forest  Green,  Staten  Island,  10312.  Tel.  212/356-5984 
SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 


OBSTETRICIAN/GYNECOLOGIST 

BATH,  N.Y.,  Steuben  County  needs  a Ob/Gyn,  Orthopedic  Surgeon 
and  General  Surgeon.  Contact  Mr.  Robert  E Page,  Adm.  Asst., 
Ira  Davenport  Hospital,  Bath,  14810.  Tel:  (607)776-2141. 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island,  2 Ob/Gyn,  seeking 
3rd  Ob/Gyn  for  group.  Contact  Charles  I.  Rosenblum,  M.D.,  41 
Brentwood  Rd.,  Bayshore,  1 1751.  Tel:  516/665-0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gordon  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MINEOLA,  N.Y.,  Nassau  County  needs  an  OB/Gyn.  Contact  Joseph 
Pugliese,  M.D.  or  John  Malfetano,  M.D.,  222  Front  Street,  Mineola, 
11530.  Tel:  PI  6-3050  orPI  7-0079. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls.  41865.  Tel:  607/535-7121. 

OSWEGO,  N.Y.,  Oswego  County  needs  an  OB/Gyn,  Family  Physi- 
cian, Emergency  Room  Physician,  ENT,  Pediatrician,  Internist. 
Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th  Street,  Oswego,  13126. 
Tel:  315/343-3813  or  341-5526 

POUGHKEEPSIE,  N.Y.  Dutchess  County  needs  2 OB/GYN  and  four 
House  Physicians.  Contact  Mr.  James  E.  Connolly,  Vassar 
Brothers  Hospital,  Reade  Place,  Poughkeepsie,  12601.  Tel: 
914/431-2305. 

SODUS,  N.Y.,  Wayne  County  needs  an  OB/Gyn,  Internist.  Contact 
Thomas  W.  Kueubler,  M.D.,  Med.  Dir.,  Wayne  County  Rural  Health 
Program,  Box  A,  Sodus  14551.  Tel:  315/483-9133  Ext.  54. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits.  JCAH 
hospital.  Contact  Thomas  E.  Lavell,  M.D.,  Delaware  Valley 
Hospital,  1 Titus  Place,  Walton,  13856.  Tel:  607/865-4101. 


OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 


PEDIATRICIANS 

BATH,  N.Y.  Steuben  County  needs  a Pediatrician  and  a Family 
Practice  Physician.  Contact  Wayne  A.  Manson,  Administrator, 
Ira  Davenport  Memorial  Hospital,  Box  350,  Bath,  14810.  Tel: 
607/776-2414. 


BRONX,  N.Y  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 
MIDDLETOWN,  N Y.,  Orange  County  needs  a Pediatrician.  Contact 
David  Zylberman,  M.D.,  P.C.,  10  Benton  Avenue,  Middletown, 
10940.  Tel:  914/343-1881. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 

OSWEGO,  N.Y.,  Oswego  County  needs  a Pediatrician,  Family 
Physician,  OB/Gyn,  Emergency  Room  Physician,  ENT,  Internist. 
Contact  Mr  Charles  S.  Allen,  1 10  W.  6th  Street,  Oswego,  13126. 
Tel:  315/343-3813  or  341-5526. 

PORT  JERVIS,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
J.  Koo,  M.D.,  29  Orange  Street,  Port  Jervis,  12771.  Tel: 
914/856-3333. 

SODUS,  N.Y.  Wayne  County.  Pediatrician  needed  for  group 
practice  affiliated  with  500  bed  teaching  hospital  in  Rochester. 
For  further  information  contact  Thomas  W.  Kuebler,  M.D.,  Med. 
Dir.,  Wayne  County  Rural  Health  Program,  Box  A,  Sodus  14551. 
Tel:  315/483-9133.  Ext.  54. 

STATEN  ISLAND,  N.Y.,  Richmond  County  needs  a Pediatrician,  In- 
ternist to  join  group  practice.  Contact  Dr.  Howard  Gross,  33 
Forest  Green,  Staten  Island,  10312.  Tel:  212/356-5984. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Psychiatrist,  Or- 
thopedic Surgeon,  ENT,  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 


RADIOLOGIST 

SCHENECTADY,  N.Y.  Schenectady  County  Radiologist  seeks 
board  certified  associate  for  diagnostic  clinic  and  hospital  type 
practice.  Contact  George  T.  Grimmer,  M.D.,  Bellevue  Maternity 
Hospital,  P.O.  Box  1030,  2210  Troy  Schenectady  Road,  Sche- 
nectady 12301.  Tel:  518/374-4561. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke's  Memorial 
Hospital  Center,  Box  479,  Utica,  15303. 


UROLOGIST 

MEDINA,  N.Y.,  Orleans  County  needs  a Urologist,  Family  Practitioner 
and  Orthopedic  Surgeon.  Contact  James  H.  Morey,  Adm.,  Me- 
dina Memorial  Hospital,  Medina  14103.  Tel:  716/798-2000. 


ALL  SPECIALTIES 

FLUSHING,  N.Y.  Queens  County  needs  all  specialties  for  an  out- 
patient clinic.  Contact  C.  Linardos,  M.D.,  42 — 78  Main  Street, 
Flushing  11355.  Tel:  212/539-8800. 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings  for 
all  specialties  to  practice  for  themselves  and  also  be  part  of  a 
group.  Contact  Mr.  Lou  Goodman,  St.  James  Medical  Center, 
25  St.  James  Place,  New  York.  10038. 
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PART-TIME 


DEADLINE  DATES  FOR  WHAT  GOES  ON 


NEW  YORK  CITY,  N.Y.,  needs  a General  Physician  or  Internist  tor 
part-time  9 hour  week.  Contact  F.  P.  Guidatti,  M.D.,  Medical 
Director,  Health  Center  Family  Medical  Office,  321  W.  44th 
Street,  New  York  10036.  Tel:  212/586-1550. 


PHYSICIANS  NEEDED  OVERSEAS: 

GENERAL  SURGEON  needed  to  serve  in  Kabul,  Afghanistan. 

ORTHOPEDIC  SURGEON  needed  to  serve  in  Santo  Domingo,  the 
Dominican  Republic. 

INTERNIST  needed  to  serve  in  Surakarta,  Indonesia. 

For  further  information  on  any  of  the  overseas  listings  contact 
Leonard  Coppold,  MEDICO,  a service  of  CARE,  660  First  Avenue, 
New  York  10016.  Tel:  212/686-3110. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Meeting  Dates 

September  1976 
October  1976 
November  1976 
December  1976 
January  1977 
February  1977 


Deadline  Dates 

July  1,  1976 
August  1,  1976 
September  1,  1976 
October  1,  1976 
November,  1,  1976 
December  1,  1976 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians’  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians’  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 


FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 

SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON’’  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


TO:  Subscribers  to  “What  Goes  On  In  Medicine’’ 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On’’  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On”  and  invite  your  suggestions  and  comments. 


‘ WHAT  GOES  ON’’ 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On” 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address — — 

City,  State 

(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 


Citizenship  Status^ 

Medical  School 

Internship 


Hospital8_ 


Residency^ 


Hospitals_ 


Specialty^ 


Licensed  in  what  States?_ 
Applied  for 


American  Board  Certificates  held?_ 
Eligible 


Certified 


Do  you  have  a New  York  State  Licenae?_ 
Military  Status 


(Telephone  Number) 


Marital  Status 


Year  Graduated 


Dates 


Dates 


Date  of  Certificate 


Professional  Organization  Memberships 
Arc  you  in  practice  at  present? 

Solo 


Associate 


What  type  of  practice  are  you  interested  in? 

Indus  tria  1 Group Ins  t ltut  Iona  1 


Other 


Dote  you  will  be  available  for  proctice_ 

practiced  


JPormer  locations  in  which  you  have 
(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? _New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly_ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 

physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:’  (516)  488-6100. 
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Now  there  was  a great  bunch  of  guys. 

With  an  unheard-of,  revolutionary,  class  gift. 

The  Declaration  of  Independence.  A document 
so  powerful,  it  stirred  a colonial  people  to  take  stock 
in  a new  idea:  America. 

And  take  stock  they  did.  By  purchasing  U.S. 
Government  securities. 

After  all,  we  sure  needed  the  money 
back  then,  and  everyone  knew  it.  But 
there  were  more  than  a few  who 
wondered  if  this  young,  determined 
nation  would  pay  it  back. 

Well,  we  did.  Every  last  penny. 

With  interest. 

And  it’s  the  same  today. 


Maybe  that’s  why  now  millions  of  Americans 
take  stock  in  their  country  every  payday  by  buying 
U.S.  Savings  Bonds. 

You  see,  when  you  join  the  Payroll  Savings  Plan, 
a little  is  set  aside  from  each  paycheck  to  buy  Bonds. 
There’s  just  no  easier  way  to  save.  And  certainly  no 


. stock 
in^merica. 

200  years  at  the  same  location. 


safer  way. 

So  take  a tip  from  the  Class  of  1776  and 
buy  U.S.  Savings  Bonds. 

You  11  be  voted  most  likely  to  succeed. 


Now  E Bonds  pay  6%  interest  when  held  to  maturity 
of  5 years  (4'/2%  the  first  year)  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided  When 
needed,  Bonds  can  be  cashed  at  your  bank  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption 


A public  service  of  this  publication 
and  The  Advertising  Council. 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full  product 
information.  The  following  is  a brief  summary. 

Contraindications:  Severe  central  nervous  system  depression,  comatose 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who  have  previously  exhibited 
a hypersensitivity  reaction  (e  g.,  blood  dyscrasias,  jaundice)  to  phenothia- 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  system 
depressants  (e  g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  atropine 
and  phosphorus  insecticides;  carefully  consider  benefit  versus  risk  in  less 
severe  disorders.  During  pregnancy,  administer  only  when  the  potential 
benefits  exceed  the  possible  risks  to  mother  and  fetus. 

Precautions:  There  have  been  infrequent  reporjs  of  leukopenia  and/or 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticon- 
vulsant medication  should  also  be  maintained.  Pigmentary  retinopathy, 
observed  primarily  in  patients  receiving  larger  than  recommended  doses, 
is  characterized  by  diminution  of  visual  acuity,  brownish  coloring  of  vision, 
and  impairment  of  night  vision;  the  possibility  of  its  occurrence  may  be 
reduced  by  remaining  within  recommended^ dosage  limits.  Administer 
cautiously  to  patients  participating  in  activities  requiring  complete  mental 
alertness  (e.g.,  driving),  and  increase  dosage'  gradually.  Orthostatic  hy- 
potension is  more  common  in  females  than  in  males.  Do  not  use  epineph- 
rine in  treating  drug-induced  hypotension  since  phenothiazines  may  induce 


rums! 


Temper  tantrums... 
sudden  changes  in 
maud...  impairment 
off  orientation  ...  *-■ 

'V  ’■  , 

Mellaril  helps  calm  the  agitated  geriatric  patient.  It  not  only 
reduces  agitation  but  also  diminishes  anklety,  excitement, 
and  hypermotility.  Of  course,  neurologic  deficit  cannot  be 
repaired,  but  the  patient  with  senile  psychosis  due  to  organic 
brain  syndrome  can  frequently  obtain  meaningful 
symptomatic  relief  with  Mellaril. 

fforthe  agitated 
geriatric  uiith 
senile  psychosis 

mellaril 

[thioridazine] 

TABLETS:  50  mg.  thioridazine  HCI,  U.S.P. 


a reversed  epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300  mg. 
should  be  used  only  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  5/5^re/7/ — Drowsiness,  especially  with  large 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  ex- 
trapyramidal  symptoms;  rarely,  nocturnal  confusion,  hyperactivity,  lethargy, 
psychotic  reactions,  restlessness,  and  headache.  Autonomic  Nervous  System 
—Dryness  of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diar- 
rhea, nasal  stuffiness,  and  pallor.  Endocrine  Sys/ew-Galactorrhea,  breast 
engorgement,  amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema. 
.Wm-Dermatitis  and  skin  eruptions  of  the  urticarial  type,  photosensitivity. 
Cardiovascular  System— ECG  changes  (see  Cardiovascular  Effects  below). 
Other-Rare  cases  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should  be 
considered:  Autonomic  Reactions— Miosis,  obstipation,  anorexia,  paralytic 
ileus  Cutaneous  Reactions- Erythema,  exfoliative  dermatitis,  contact  der- 
matitis. Blood  Dyscrasias— Agranulocytosis,  leukopenia,  eosinophilia,  throm- 
bocytopenia, anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions— 
Fever,  laryngeal  edema,  angioneurotic  edema,  asthma.  Hepatotoxicity— 
Jaundice,  biliary  stasis.  Cardiovascular  Effects— Changes  in  terminal  por- 
tion of  electrocardiogram,  including  prolongation  of  Q-T  interval,  lowering 
and  inversion  of  T-wave,  and  appearance  of  a wave  tentatively  identified 
as  a bifid  T or  a U wave  have  been  observed  with  phenothiazines,  including 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and  due  to  altered 
repolarization,  not  myocardial  damage.  While  there  is  no  evidence  of  a 
causal  relationship  between  these  changes  and  significant  disturbance 
of  cardiac  rhythm,  several  sudden  and  unexpected  deaths  apparently  due  to 
cardiac  arrest  have  occurred  in  patients  showing  characteristic  electro- 
cardiographic changes  while  taking  the  drug.  While  proposed,  periodic 
electrocardiograms  are  not  regarded  as  predictive.  Hypotension,  rarely 
resulting  in  cardiac  arrest.  Extrapyramida!  Symptoms— Akathisia,  agitation, 
motor  restlessness,  dystonic  reactions,  trismus,  torticollis,  opisthotonus, 
oculogyric  crises,  tremor,  muscular  rigidity,  and  akinesia.  Persistent  Tardive 
Dyskinesia-?evi\%{er\{  and  sometimes  irreversible  tardive  dyskinesia, 
characterized  by  rhythmical  involuntary  movements  of  the  tongue,  face, 
mouth,  or  jaw  (e.g.,  protrusion  of  tongue,  puffing  of  cheeks,  puckering  of 
mouth,  chewing  movements)  and  sometimes  of  extremities  may  occur 
on  long-term  therapy  or  after  discontinuation  of  therapy,  the  risk  being 
greater  in  elderly  patients  on  high-dose  therapy,  especially  females;  if 
symptoms  appear,  discontinue  all  antipsychotic  agents.  Syndrome  may  be 
masked  if  treatment  is  reinstituted,  dosage  is  increased,  or  antipsychotic 
agent  is  switched.  Fine  vermicular  movements  of  tongue  may  be  an  early 
sign,  and  syndrome  may  not  develop  if  medication  is  stopped  at  that  time. 
Endocrine  Disturbances-MensUua\  irregularities,  altered  libido,  gyneco- 
mastia, lactation,  weight  gain,  edema,  false  positive  pregnancy  tests. 
Urinary  Disturbances- Retention,  incontinence.  Others- Hyperpyrexia;  be- 
havioral effects  suggestive  of  a paradoxical  reaction,  including  excitement, 
bizarre  dreams,  aggravation  of  psychoses,  and  toxic  confusional  states; 
following  long-term  treatment,  a peculiar  skin-eye  syndrome  marked  by 
progressive  pigmentation  of  skin  or  conjunctiva  and/or  accompanied  by 
discoloration  of  exposed  sclera  and  cornea;  stellate  or  irregular 
opacities  of  anterior  lens  and  cornea;  systemic  lupus 
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FRONT  COVER:  Benjamin  Rush,  M.D.,  was  bom  at  Byberry,  Pennsylvania,  was  graduated 
from  Princeton  at  age  fifteen,  and  from  Edinburgh  in  medicine  in  1768.  He  practiced  in  Phil- 
adelphia. 

In  Virginia  a constitutional  society  was  founded  to  study  government  scientifically.  In  medicine 
the  foremost  proponent  of  the  scientific  method  was  the  many-faceted  friend  of  Adams  and 
Jefferson,  Benjamin  Rush.  A physician,  teacher,  and  social  reformer  in  one,  he  has  been  called 
the  Father  of  American  Medicine.  As  professor  of  the  theory  and  practice  of  medicine  at  the 
University  of  Pennsylvania,  he  occupied  the  first  chair  of  its  kind  in  America,  wrote  the  earliest 
medical  books,  and  was  also  the  first  professor  of  chemistry  in  the  colonies.  Generations  ahead 
of  his  day  in  diagnosing  disease,  he  also  pioneered  in  the  science  of  sanitation,  in  the  purification 
of  water,  and  in  investigating  the  effects  of  tobacco  and  alcohol. 

Benjamin  Rush,  M.D.,  was  a patriot.  He  was  Surgeon  General  of  the  Continental  Army  and 
was  one  of  the  signers  of  the  Declaration  of  Independence,  July  4, 1776. 

This  is  the  bicentennial  medical  history  issue  of  the  New  York  State  Journal  of  Medicine,  first 
issue  of  which  appeared  in  1901. 


1976  ANNUAL  CONVENTION 
November  7 to  11,  1976,  The  Americana  Hotel,  New  York  City 
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Famous  Fighters 


NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 

neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensi' 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption 
neomycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface 
affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  oth 
aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day 
recommended  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolong 
use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fum 
Appropriate  measures  should  be  taken  if  this  occurs  ADVERSE  REACTION 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litei 
ture  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin.  Of 
toxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section) 

Complete  literature  available  on  request  from  Professional  Se -vices  Dept  PML  I 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Each  gram  contains:  Aerosporin”  brand  Polymyxin  B Sulfate  5,000  units:  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in: 
• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  - primary 
pyodermas  (impetigo  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema  herpes  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection 
P/ophynchcai'y,  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infec- 
tion and  permit  wound  healing.  CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or 
external  ear  canal  if  the  eardrum  is  perforated.  This  product  is  contraindicated  in 
those  individuals  who  have  shown  hypersensitivity  to  any  of  the  components 
WARNING:  Because  of  th  potential  hazard  of  nephrotoxicity  and  ototoxicity  due  to 
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but  he  may  not 
have  the  stomach 


forAPC  • Or  the  kidneys,  for  that  matter. 

Even  bleeding  time  and  platelet  aggregation  can  be  maximally  prolonged  by  a 
single  aspirin  tablet* 

We  took  that  into  account  in  revising  the  formula  of  Phenaphen®  with  Codeine, 
and  combined  codeine  (in  any  of  three  different  strengths]  with  acetaminophen  to 
complement  the  codeine  with  little  risk  of  APC  complications.  While  there’s  no  anti- 
inflammatory activity,  there’s  no  aspirin  to  aggravate  G.l.  problems  or  adversely 
affect  bleeding  time.  Similarly,  there’s  no  potential  renal  risk  from  phenacetin,  and  no 
caffeine  to  stimulate  patients  unnecessarily. 

There  is  the  convenience  of  telephone  Rx  under  Federal  law. . .and  the  comple- 
mentary analgesic  efficacy  of  acetaminophen. 

Phenaphen®  with  Codeine.  Not  just  for  patients  who  might  have  a “compound” 
problem,  but  for  almost  every  patient  who  needs  codeine.  It’s  a lot  simpler  than  APC. 


BRIEF  SUMMARY 

Contraindications:  Hypersensitivity  to  acetaminophen  or  co- 
deine 

Warnings:  Drug  dependence  Codeine  can  produce  drug 
dependence  of  the  morphine  type  and  may  be  abused.  De- 
pendence and  tolerance  may  develop  upon  repeated  ad- 
ministration: prescribe  and  administer  with  same  caution 
appropriate  to  oral  narcotics.Subiecttothe  Federal  Controlled 
Substances  Act 

Usage  in  ambulatory  patients.  Caution  patients  that  aceta- 
minophen and  codeine  may  impair  mental  and/or  physical 
abilities  required  for  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating  machinery 

Interaction  with  other  CNS  depressants.  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines, 
tranquilizers,  sedative-hypnotics  or  other  CNS  depressants 
eluding  alcohol)  may  exhibit  additive  CNS  depression,  when  used  to- 
gether reduce  dose  of  one  or  both. 

Usage  in  Pregnancy  Safe  use  is  not  established.  Should  not  be  used 
in  pregnant  patients  unless  potential  benefits  outweigh  possible 
hazards 

Precautions:  Head  m/ury  and  increased  intracranial  pressure.  Respi  ra- 
tory  depressant  effects  of  narcotics  and  their  capacity  to  elevate  cere- 
brospinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence 
of  head  injury,  other  intracranial  lesions  or  a pre-existing  increase  in 
intracranial  pressure  Narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 

Acute  abdominal  condition  Acetaminophen  and  codeine  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  of  acute  ab- 
dominal conditions. 

Special  risk  patients  Administer  with  caution  to  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function, 
hypothyroidism,  Addison's  disease  or  prostatic  hypertrophy  or  ure- 
thra1 stricture 

Adverse  Reactions:  Most  frequent  are  lightheadedness,  dizziness, 
nausea,  and  vomiting;  more  prominent  in  ambulatory  than  in  nonam- 
bulatory patients  some  may  be  alleviated  if  patient  lies  down;  other 
euphoria,  dysphoria  constipation  and  pruritus. 

Drug  Interactions:  CNS  depressant  effect  may  be  additive  with  that  of 
other  CNS  depressants  See  Warnings 

For  symptoms  and  treatment  of  overdosage  and  full  prescribing  in- 
formation, see  package  insert 


REVISED  FORMULA 

Phenaphen* 

withCoaeine 

Codeine  Phosphate,  USP-30  mg  Bk  B^^ 

(Warning;  May  be  habit  forming)  l\lf  ^ 
Acetaminophen, USP  - 325mg  B v , 

to  complement 
codeine  with 
little  risk  of  APC 
complications 
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Editorials* 


Freedom  and  Independence  for  the  Physician 

The  Role  of  the  Physician-Patient  Relationship 


Physicians  have  always  enjoyed  and  stressed  their 
independence;  the  very  nature  of  their  efforts  makes 
being  self-reliant  imperative;  it  is  absolutely  essential 
for  the  physician  to  be  free  and  independent.  Thus, 
they  were  more  active  than  others  in  helping  to 
achieve  the  political  independence  of  this  nation. 
The  May,  1976,  issue  of  News-Notes  of  the  New  York 
Academy  of  Medicine  reminds  us  that  1,400  physi- 
cians were  engaged  in  the  War  of  Independence  and 
that  there  were  six  physicians  among  the  signers  of 
the  Declaration  of  Independence.  The  time  is  ripe 
for  a new  Declaration  of  Independence  for  the  phy- 
sician in  the  changing  social  order  and  the  much- 
altered  scene  of  medical  care.  The  physician  must 
be  able  to  hold  his  head  high,  as  has  always  been  his 
lot  and  privilege. 

It  is  sad  but  all  too  true  that  the  individual  physi- 
cian today  has  lost  much  of  his  former  independence, 
and  with  this  his  prior  stature.  No  longer  can  he  care 
for  his  patient  all  by  himself.  In  a way,  he  must  be- 
come a part,  a colleague,  if  not  a mere  cog,  in  a com- 
plex machine  of  service  to  the  patient.  He  is,  and 
must  be,  one  of  a team,  and  his  work  must  be  inter- 
related and  integrated  with  that  of  others  in  his  own 
efforts  to  care  for  the  patient.  There  is  the  rub,  for 
such  service  to  the  patient  yields  the  curse  of  the 
modern  era — ugly  depersonalization.  In  general, 
the  cold  depersonalization  of  the  industrial  revolu- 
tion has  caught  up  with  us  and,  as  a result,  much  has 
been  lost.  After  all,  it  was  the  old  individualistic 
physician-patient  relationship  that  really  preserved 
the  freedom,  and  with  it  the  independence — his  most 
precious  possession — of  the  physician. 

That  is  the  source  of  our  difficulty,  for  today  the 
physician  is  a dependent  person.  Medical  care  now 
is  organized  to  make  him  only  a part  of  a greater 
whole;  he  is  a member  of  a medical  staff  with  a 
medical  board,  he  has  a chief  of  service  and  a whole 
hierarchy  of  supervisors,  an  administrator  and  his 
many  assistants,  their  many  bureaucratic  rules  and 
regulations;  there  is  an  executive  committee  and, 
above  all,  the  lay  board  of  trustees  or  equivalent;  then 
there  are  the  many  committees  with  all  their  reviews 
and  controls;  this  includes  PSRO,  HMO,  utilization 
committees,  and  third  party  payors  and  overseers  of 
all  sorts.  Finally,  the  physician  has  become  very 

* Editorials  reflect  personal  opinions  and  do  not  necessarily 
reflect  the  official  policy  of  the  Medical  Society  of  the  State  of  New 


dependent  on  the  physical  and  technical  facilities  of 
his  hospital  and  its  own  professional  and  technical 
personnel;  he  just  cannot  care  for  his  patients  without 
them.  An  increasing  number  of  physicians  are  now 
mere  employees,  how  the  mighty  have  fallen! 

We  must  admit  that  there  is  also  now  considerable 
displeasure  and  dissatisfaction  with  modern  medical 
care.  This  is  so  despite  the  fact  that  medical  care 
today  is  much  more  responsive,  scientific,  and  ef- 
fective; it  is  much  better  than  ever  before.  Then  why 
the  dissatisfaction?  That  is  the  paradox!  Yet  there 
is  no  doubt  that  disaffection  does  exist.  When 
viewed  in  broad  perspective,  the  fault  does  not  lie 
with  the  profession,  but  rather  is  due  to  more  pow- 
erful broad  forces  in  the  changing  overall  general 
socioeconomic  as  well  as  the  medical  scenes. 

Maybe  we  have  oversold  ourselves,  made  too  much 
of  our  ability  to  care  so  well  for  the  patient  scientifi- 
cally and  to  treat  successfully  what  was  heretofore 
incurable,  to  literally  achieve  miracles  in  medicine. 
As  a result,  nothing  short  of  magical  success  is  now 
the  expected  norm,  and  anything  less  is  received 
impatiently  with  anger  and  rebellion  by  the  patient. 
It  follows  then  that  the  physician,  who  is  still  con- 
sidered by  many  the  equivalent  of  the  “medicine 
man”  of  old,  is  blamed  even  for  any  partial  failure. 

This  is  quite  different  from  what  existed  hereto- 
fore. In  the  old  days  the  physician  knew  very  little, 
but  he  could  readily  apply  all  he  knew  and  then,  lo 
and  behold,  patients  were  satisfied.  In  the  past,  too, 
the  patient  usually  got  well  on  his  own,  if  at  all.  If 
not,  he  did  not  linger  and  live  on  ill,  as  a prolonged 
constantly  evident  demonstration  of  failure.  Now 
people  live  longer,  surviving  with  persistent  com- 
plaints. This  explains  the  physician’s  loss  of  status 
in  society,  and  this  has  had  an  unfortunate  effect  on 
his  independence.  Add  to  this  the  distress  that  fol- 
lows from  what  at  best  must  be  some  depersonal- 
ization of  care  by  the  busy,  overworked  practitioner; 
understandably  this  must  perforce  add  up  to  more 
frequent  development  of  the  perverse  and  harmful 
adverse  relationship  between  the  physician  and  pa- 
tient. This  is  a poor  substitute  for  the  former  com- 
plete trust  and  affection  by  the  patient.  When  this 
personal  element  is  lost,  much  that  is  good  in  medical 
care  is  lost  with  it.  As  noted,  this  loss  of  humaneness 
and  empathy  for  the  sick  follows  inevitably  with  the 
ever-increasing  complexity  of  organization  of  medical 
care  today. 

Clearly,  the  old  interpersonal  social  arrangement 
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that,  has  prevailed  over  the  centuries  between  the 
physician  and  patient  has  been  weakened  and  eroded 
in  this  modern  era  with  its  profound  economic  and 
social  dislocations.  The  former  awesome  position 
of  the  physician  in  relation  to  the  patient  no  longer 
prevails,  nor  can  it.  This  is  true  particularly  with  a 
poor  result,  fancied  or  real.  Now  anything  less  than 
perfection  in  the  results  of  care  by  the  physician  leads 
all  too  often  to  malpractice  litigation. 

Yet,  we  cannot  give  what  must,  by  the  very  nature 
of  modern  medicine,  be  difficult  and  complicated 
medical  care  with  the  old  simplistic  model.  Nor  can 
we  abandon  the  absolute  necessity  and  true  benefits 
of  specialization,  potent  drugs,  and  costly  intricate 
invasive  equipment,  even  if  hazardous.  Here  we 
have  the  paradox  of  our  time,  to  try  and  preserve  a 
degree  of  simplicity,  directness  and  independence, 
and  its  corollary  freedom,  in  the  face  of  the  ever- 
expanding  complexity  of  up  to  date  medical  organi- 
zation with  its  specialization,  interdependence,  mass 
production,  automation,  and  impersonal,  objective 
and  expensive  technology. 

Recommendations 

The  resolution  of  our  dilemma  requires  a reori- 
entation of  our  relationship  to  the  patient.  We 
cannot  play  the  role  of  pure  scientist  and  be  only 
coldly  factual.  We  must  surrender  our  presumed 
mystical  all-knowing,  priest-like  aura.  Pursuing 
good  and  doing  no  harm  is  no  longer  sufficient.  We 
must  make  our  patients  actual  participants  in  our 
efforts.  We  must  educate  them  as  well  as  treat  and 
cure  them.  It  is  true  that  patients  cannot  be  our 
colleagues  in  the  sense  of  equality  of  knowledge;  yet 
we  must  obtain  their  personal  interest  and  effort  and 
give  them  a sense  of  equality  and  of  dignity;  this  will 
make  care  of  the  patient  a joint  venture  and  help 
patients  do  their  own  bit  to  get  well.  No  longer 
should  it  be  the  physician  alone  who  cures  the  pa- 
tient, but  rather  the  physician  and  patient  as  a team. 
The  patient  must  be  informed  (informed  consent), 
and  told  all  the  facts,  and  the  whole  of  the  medical 
care  program.  The  interrelationship  between  phy- 
sician and  patient  must  be  part  and  parcel  of  the 
projected  program,  based  on  truth  and  respect — a 
powerful  cohesive  force.  This  also  will  tend  to  make 
both  patient  and  family  happy. 

This  new  relationship  between  patient  and  phy- 
sician should  be  explored  fully.  The  health  and 
well-being  of  the  patient  now  must  depend  on  the 
establishment  of  a fully  cooperative  arrangement 
between  the  patient  and  all  those  who  take  care  of 
him  in  an  atmosphere  of  trust  and  dignity.  Suc- 
cessful health  care  must  have  just  such  a combined 
united  effort  between  all  health  professionals  and 
their  patients.  Mutual  understanding  then  must 
and  will  follow.  'The  physician  must  be  willing  to 
erve  the  patient;  let  us  accept  this  fact;  this  is  the 
very  first  step. 

Let’s  be  pragmatic  and  make  the  patient  a full 


partner  so  that  he  will  truly  share  in  his  care,  he 
should  no  longer  be  asked  to  act  in  ignorance  with 
passive  blind  obedience  only.  He  can  be  an  active 
helpmate  and  share  responsibility  for  the  outcome. 
This  arrangement  inspires  mutual  admiration  and 
much  benefit  can  follow  and  assure  greater  success. 
Participatory  concern  offers  a sound  intelligible  basis 
for  effective  bilateral  personal  care.  It  is  the  very 
converse  of  the  adverse  relation.  One  offers  psy- 
chosomatic benefits  and  promotes  health  and  trust; 
the  other  does  harm  to  health  and  promotes  litiga- 
tion. 

It  may  be  wise  also  to  have  the  patient  join  together 
with  the  physician  in  an  insurance  coverage  for  each 
and  every  item  of  care,  to  cover  the  uncontrollable 
and  inadvertent  adverse  reaction  or  bad  result.  This 
would  represent  a genuine  social  advance.  It  would 
eliminate  litigation.  That  would  be  meaningful 
“consumer  participation”  without  the  danger  of 
collusion  or  overwhelming  consumer  control;  this 
would  represent  helpful  and  healthful  input  on  the 
part  of  the  patient. 

Any  real  negligence,  careless  harm,  crass  error,  or 
gross  ineptitude  then  would  be  in  the  province  of  peer 
review  by  the  physician’s  colleagues.  Fitting  pun- 
ishment could  and  should  be  meted  out  then.  Full 
authority  should  be  given  to  medical  organizations 
to  achieve  this  appropriate  objective.  Now  these 
blameworthy  careless,  callous,  or  ignorant  individuals 
do  not  pay  the  penalty  they  deserve;  they  do  not 
really  suffer  at  all;  rather  their  colleagues  do;  they  are 
the  ones  who  bear  the  brunt  of  their  errors,  for  the 
others  too  pay  higjier  premiums  and  the  reputation 
of  the  entire  medical  community  is  jeopardized. 

Conclusion 

Independence  without  responsibility  just  cannot 
survive,  it  leads  to  anarchy  and  loss  of  all  freedom  for 
all.  There  is  inherent  in  a mutual  concern  for  the 
good  medical  result,  a potent  force  to  overcome  the 
present  paralysis  of  expanding  malpractice.  Medical 
men  are  responsible  individuals  and  they  are  ready 
and  willing  to  clean  their  own  house;  to  castigate  their 
own  culprits  and  correct  this  bad  malpractice  situa- 
tion, if  only  physicians  were  given  the  opportunity 
and  the  authority  to  do  just  that. 

Thus  the  physician  again  can  come  into  his  own 
and  control  his  destiny,  and  have  it  prevail  on  a final 
more  reliable  and  permanent  basis.  By  renewing 
mutual  trust  he  will  find  the  patient  his  ally  again,  his 
permanent  supporter,  and  a great  source  of  strength, 
far  different  from  being  his  adversary.  Thus  the 
physician  again  would  be  as  free  and  independent  as 
heretofore.  Paraphrasing,  with  “poetic”  license,  a 
few  lines  of  the  central  document  of  the  Bicentennial. 
“These  truths  are  self-evident:  all  men  (including 
physicians)  are  created  equal;  they  are  endowed  with 
certain  inalienable  rights;  among  these  are  life,  lib- 
erty, and  the  pursuit  of  happiness  (for  physicians  this 
means  their  chosen  profession).  Organization  should 
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he  in  such  form  as  to  he  constructive  of  such  ends  as 
to  effect  the  safety  and  happiness  of  all  (physicians 
included).”  Let  physicians  then  he  independent  and 
thus  he  free  to  strive  for  the  health  and  welfare  of  our 
patients!  As  free  humans,  you  cannot  help  hut  he 
great  humans  and  great  physicians,  with  inherent 
humanistic  compassion  and  understanding  for  your 
patients. 

As  Daniel  Webster  said  in  his  memorial  for 


Thomas  .Jefferson  and  John  Adams,  both  of  whom 
interestingly,  and  very  appropriately  for  this  Bi- 
centennial issue  and  the  topic  of  this  discourse,  died 
on  the  same  day,  Independence  Day,  July  4,  1826: 
“It  is  my  living  sentiment,  and  by  the  blessing  of 
God,  it  shall  by  my  dying  sentiment:  Independence 
now  and  independence  forever!” 

A. A. A. 


The  CAT  and  Quality  Versus  Costs 


Many  physicians  believe  that  in  delivering  medical 
care,  costs  and  quality  are  mutually  exclusive. 
Anyone  advocating  regulation  of  use  or  any  control 
whatsoever  of  a new  drug,  procedure,  or  equipment 
is  immediately  accused  of  a total  disregard  for  the 
quality  of  the  care  of  the  sick.  They  argue  that  a 
single  life  saved  justifies  the  expenditure  of  unlimited 
funds.  This,  when  added  to  the  concept  that  medi- 
cine’s prime  function  is  to  save  lives  regardless  of 
economic  factors,  is  easy  to  defend  and  difficult  to 
debate.  There  is  actually  no  reason  for  conflict  be- 
cause with  forethought  and  sound  clinical  judgment, 
high  quality  care  can  be  administered  and  costs  re- 
duced by  eliminating  unnecessary  procedures  and  by 
more  efficient  use  of  expensive  tests,  equipment,  and 
drugs  for  both  diagnosis  and  treatment. 

In  a recent  article  published  in  the  Journal  of  the 
American  Medical  Association,  Krieg,  Gambino,  and 
Galen*  reported  that  2 billion  medical  laboratory 
tests  are  performed  each  year  in  the  United  States 
at  an  annual  cost  exceeding  6 billion  dollars.  They 
projected  that  by  1980  the  number  of  tests  would  be 
increased  to  6 billion,  at  a cost  of  20  billion  dollars. 

Medical  Research  and  Development  recently  made 
available  to  us  the  Computerized  Axial  Tomographic 
scanner.  It  is  one  of  the  most  remarkable  advances 
in  diagnostic  radiology.  It  will  help  locate  lesions  in 
sites  which  were  previously  inaccessible.  Its  unique 
value  for  detecting  lesions  in  the  brain,  retroperito- 
neal, and  other  areas  already  is  well  established. 
CAT,  which  is  the  acronym  applied  to  this  marvelous 
machine,  costs  between  400  and  700  thousand  dol- 
lars. It  is  a noninvasive  procedure  and  can  slice  the 
human  body  radiographically  so  as  to  produce,  with 
the  help  of  a computer,  pictures  at  any  and  all  lev- 
els. 

The  cost  of  a head  scan  ranges  from  $100  to  $275 
depending  on  the  institution  and  the  number  of 
views.  The  radiation  exposure  to  tissues  in  the  field 

* Krieg,  A.  F.,  Gambino,  R.,  and  Galen,  R.  S.:  Why  are  clinical 
laboratory  tests  performed?  When  are  they  valid?,  J.A.M.A.  233: 
76  (July  7)  1975. 


equals  that  of  a gastrointestinal  series.  Many  in- 
stitutions, groups,  and  individual  radiologists  are 
anxious  to  buy  the  equipment  and  put  it  to  use. 
They  argue,  and  it  is  hard  to  refute,  that  no  patient 
should  be  denied  access  to  it.  It  seems  inhumane  to 
plead  for  its  limited  efficient  utilization,  avoidance 
of  abuse,  and  ask  for  some  control  in  order  to  reduce 
costs.  However,  this  remarkable  instrument  could 
bankrupt  our  institutions  if  we  do  not  exercise  good 
judgment  in  its  use,  as  well  as  in  constructing, 
equipping,  and  staffing  facilities  for  the  detection  of 
coronary  artery  disease,  cardiothoracic,  burn,  trau- 
ma, and  spinal  cord  injury  centers,  cobalt  units,  linear 
accelerators,  dialysis,  transplant,  and  other  special 
facilities.  A measure  of  control,  centralization  of 
services  and  equipment,  and  elimination  of  dupli- 
cation and  waste  will  ultimately  improve  the  quality 
of  care  administered  at  a lesser  and  more  reasonable 
cost.  Access  may  be  a little  less  convenient  but 
planning  and  cooperation  can  easily  overcome  that 
objection. 

The  medical  profession  must  take  the  lead  because 
it  is  good  medicine,  not  bad,  to  limit  hospitalization 
only  to  patients  not  treatable  by  other  means  else- 
where. It  is  good  medicine,  not  bad,  to  reduce  the 
number  of  laboratory  tests  ordered  to  those  only 
clinically  indicated  according  to  the  judgment  of  the 
physician  in  charge,  just  as  it  is  good  medicine,  not 
bad,  to  perform  surgery  only  when  indicated  for 
acute  and  chronic  conditions  and  occasionally  for 
diagnosis.  It  is  good  medicine,  not  bad,  to  discharge 
patients  to  their  homes  when  maximal  hospital 
benefit  has  been  achieved.  It  is  good  medicine,  not 
bad,  to  use  extended  care  facilities  and  nursing  homes 
only  when  home  care  is  not  available.  It  is  good 
medicine,  not  bad,  to  avoid  overuse  of  cardiac  reha- 
bilitation centers.  It  is  good  medicine,  not  bad,  to 
use  antibiotics,  narcotics,  and  other  drugs  only  when 
specifically  indicated  and  discontinue  their  use 
promptly  when  no  longer  needed.  It  is  good  medi- 
cine, not  bad,  to  stop  extraordinary  measures  when 
the  situation  is  without  hope.  It  is  good  medicine, 
not  bad,  to  employ  preadmission  testing  procedures 
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and  increase  utilization  of  ambulatory  care  facilities. 
It  is  good  medicine,  not  bad,  to  merge  and  amalga- 
mate hospital  facilities,  and  whole  institutions  too, 
in  order  to  increase  bed  utilization  and  strengthen 
weak  departments.  It  is  good  medicine,  not  bad,  to 
take  a thorough  history,  examine  completely,  and  test 
or  treat  only  when  necessary. 

Using  brain  power  selectively,  not  the  shutgun 
method,  produces  high  quality  medical  care  at  re- 


duced cost,  especially  when  physicians,  administra- 
tors, and  trustees  cooperate  with  each  other. 

One  wonders  how  many  of  our  readers  realize  that 
this  appeal  is  too  late  already. 

We  physicians  can  no  longer  act  independently,  for 
big  brother  is  forcing  us  to  do  as  he  dictates  and  he 
is  not  always  wrong. 

Julius  E.  Stolfi,  M.D.,  F.A.C.P. 
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Scientific  Articles 


SYMPOSIUM 


Introduction 


The  investigations  during  the  past  two  decades  and 
advances  in  molecular  biology,  biochemistry,  and 
genetics  have  contributed  to  the  formulation  of 
modern  concepts  of  immunobiology.  The  under- 
standing of  lymphoid  cell  function  has  been  of  major 
importance  in  characterization  of  normal  and  altered 
physiologic  states.  These  studies  have  increased  our 
awareness  of  this  model  biologic  system  and  has 
provided  important  insight  as  to  how  an  organism 
must  evolve  at  the  molecular  level  to  survive  in  a 

Immune  System* 

Introduction 

THIRUCHANDURAI  RAJAN,  M.D. 

The  Bronx,  New  York 

Assistant  Professor  of  Pathology,  Albert  Einstein  College  of 
Medicine 


From  its  beginning  as  an  applied,  largely  empirical 
discipline  devoted  to  the  prevention  and  treatment 
of  diseases,  immunology  has  now  come  to  occupy  a 
major  position  among  the  basic  biologic  sciences, 
promising  insights  into  two  areas  of  inquiry  that  have 
most  consistently  fascinated  man:  embryology  and 

* Supported  by  grant  VC-198  from  the  American  Cancer  Soci- 
ety. 


Immune  System, 
Membrane  Receptors, 
and  Genetics  of 
Cells  Involved  in 
Immune  Response 


hostile  environment. 

In  the  following  two  articles  there  is  first  presented 
an  overall  review  of  immunobiology  and  then,  in 
detail,  an  area  of  immunobiology  concerned  with  the 
genetics  of  lymphoid  cell  types  and  the  role  of  plasma 
membrane  receptors  in  determining  the  immune 
response.  It  is  our  hope  that  these  articles  will  pro- 
vide a basis  for  an  introduction  and  consideration  of 
recent  developments  in  immunology,  genetics,  and 
molecular  medicine.  Following  the  second  article 
will  be  found  a glossary  which  the  reader  may  find 
useful. 

A.  A.  A. 

cancer.  In  the  field  of  embryology,  the  programmed 
differentiation  of  the  lymphocyte  from  a resting  cell 
to  a highly  differentiated  cell  can  be  regarded  as  a 
model  for  the  general  phenomenon  of  morphogenesis; 
moreover,  the  interactions  of  various  subpopulations 
of  lymphocytes  may  provide  insights  into  the  inter- 
actions between  the  embryonic  inducers  and  the 
tissues  they  influence.  In  the  area  of  neoplastic 
disease,  the  immune  system  is  now  widely  accepted 
as  the  body’s  major  defense  against  cancer.  Thus, 
a detailed  study  of  the  functioning  of  this  system 
should  provide  us  with  important  leads  into  the  ori- 
gin and  spread  of  the  neoplastic  cell. 

Structure  and  function 

Essential  to  any  understanding  of  modern  immu- 
nology is  the  appreciation  of  what  Medawar1  has 
called  the  “uniqueness  of  the  individual.”  This 
uniqueness  involves  not  only  the  gross  external  fea- 
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tures  such  as  shape  of  the  nose,  color  of  the  eye,  and 
so  on,  but  also  the  molecular  level.  Thus,  the 
mammalian  genome  is  made  up  of  about  3 times  109 
base  pairs  of  DNA  (deoxyribonucleic  acid),  sufficient 
to  code  for  several  tens  of  thousands  of  proteins. 
Each  protein  has  its  own  unique  shape,  a shape  that 
is  determined  by  the  primary  amino  acid  sequence. 
This  sequence  determines  how  the  completed  poly- 
peptide chain  will  fold  to  assume  the  functional 
three-dimensional  conformation.  Since  all  known 
proteins  show  some  heterogeneity  in  primary  se- 
quence, any  given  protein  can  assume  a variety  of 
alternative  conformations,  all  of  which  are  compat- 
ible with  normal  function.  These  alternative  con- 
formations are  often  only  very  slightly  different  from 
each  other.  Thus,  the  replacement  of  a single  amino 
acid  for  another  along  a peptide  chain  of,  say  500 
amino  acids,  can  change,  at  the  site  of  the  replace- 
ment, the  folding  of  the  polypeptide  chain.  The 
result  of  this  large  repertoire  of  proteins,  each  with 
alternative  forms,  is  the  generation  of  uniqueness  at 
the  molecular  level.  In  addition  to  proteins,  certain 
polysaccharides  also  contribute  toward  the  individ- 
uality of  every  member  of  the  mammalian  species. 

In  the  context  of  this  uniqueness,  the  function  of 
the  immune  system  is  easy  to  state,  at  least  at  the 
broad,  conceptual  level,  although  many  of  the  details 
remain  to  be  understood.  The  immune  system  is 
that  part  of  the  mammalian  organism  that  is  involved 
with  the  discrimination  of  body  constituents  into 
those  whose  structure  is  determined  by  the  host’s 
own  genetic  information  and  that  which  is  not.  To 
put  it  more  succinctly,  it  distinguishes  “self”  from 
“non-self’;  having  determined  this,  it  rids  the  body 
of  “non-self.” 

It  follows  from  this  that  there  will  be  a lower  limit 
to  the  size  of  any  material  before  it  can  be  recognized 
as  foreign,  since  in  general,  informational  content 
increases  with  size.  To  illustrate  this  point,  a single 
amino  acid  or  a dipeptide  has  not  enough  information 
inherent  in  it  for  any  monitoring  system  to  discover 
its  origin;  clearly  a dipeptide  can  just  as  well  be  from 
a mouse  as  a virus.  However,  when  a peptide  is 
larger,  say  20  amino  acids  long,  its  sequence  will  be- 
come sufficiently  complex  so  that  the  immune  system 
can  now  determine  whether  it  is  self  or  non-self. 
Exceptions  to  this  are  small  molecules  that  are  en- 
tirely synthetic  and  do  not  occur  naturally  in  the 
host,  such  as  dinitrophenol.  These  compounds  are 
foreign  to  living  tissue  and  do  provoke  an  immune 
response;  however,  to  do  so,  they  must  first  be  at- 
tached to  a larger  molecule  that  must  in  itself  be  ca- 
pable of  being  recognized  as  foreign.  This  need  for 
two  determinants  is  in  fact  a fail-safe  mechanism 
within  the  immune  system.  Through  the  process  of 
random  mutations,  a host  protein  may  undergo  a 
single  amino  acid  substitution;  however,  this  may  fail 
to  be  detected  as  foreign  unless  a second  mutation 
occurs  at  a different  site  in  the  protein.  The  statis- 
tical possibility  of  this  occurring  would  be  low.  This 


will  then  allow  the  body  to  function  with  a mutated 
protein  that  might  perform  critical  functions. 

The  discussion  here  brings  us  to  two  operative 
definitions. 

1.  Any  substance  that  can  provoke  the  immune 
system  is  called  an  antigen  or  more  correctly  an  immu- 
nogen. Most  large  proteins  are  immunogens;  many 
polysaccharides  and  some  nucleic  acids  are  also  immu- 
nogens. Clearly  foreign  invaders,  such  as  bacteria  or 
viruses,  are  also  immunogenic,  since  they  are  merely 
collections  of  non-self  proteins,  polysaccharides,  and 
nucleic  acids.  Small  synthetic  molecules  that  are  im- 
munogenic only  when  attached  to  larger  molecules, 
usually  proteins,  such  as  the  dinitrophenol  molecule 
discussed  here,  are  called  haptens.  The  immunogen 
carrying  the  hapten  is  called  a carrier. 

2.  The  response  of  the  immune  system  to  the  im- 
munogen is  called,  appropriately  enough,  an  immune 
response.  The  immune  response  often  has  two  com- 
ponents that  perform  somewhat  different  functions 
which  are,  however,  teleologically  directed  toward  the 
same  goal:  to  rid  the  body  of  non-self  material. 

Components 

Our  understanding  of  the  cellular  basis  of  the  im- 
mune response  has  been  relatively  recent,  and  is,  in 
fact,  far  from  complete.  Many  aspects  of  the  func- 
tion of  the  immune  system  became  known  before 
dissection  of  the  structural  basis  became  possible. 
However,  we  will  attempt  to  present  the  anatomic 
basis  first  to  achieve  some  semblance  of  continuity. 

The  central  cell  of  the  immune  system  is  the  small 
lymphocyte.  A photomicrograph  of  this  cell  is  shown 
in  Figure  IB  in  the  Zuckerman  and  Douglas  report, 
page  1086.  This  is  a small  round  cell,  measuring 
from  8 to  12  microns,  with  a large  nucleus  and  scant 
cytoplasm.  Physiologic  studies  have  shown  that  the 
cell  makes  little  RNA  (ribonucleic  acid),  protein,  or 
DNA.  It  is  thus  a resting  cell.  The  small  lympho- 
cyte, however,  is  a mobile  cell,  capable  of  moving  in 
and  out  of  the  vascular  tree.  Microcinematographs 
have  shown  that  the  cell  can  move  through  the  cy- 
toplasm of  the  capillary  endothelial  cell  into  the  in- 
terstitial fluid.  From  the  spaces,  the  lymphocyte 
migrates  through  the  lympatic  vessels  and  through 
the  thoracic  duct  back  into  the  vascular  system. 
Clearly  this  motility  is  a highly  valuable  property  in 
an  evolutionary  sense,  since  it  allows  the  lymphoid 
system  to  monitor  the  entire  body. 

Although  all  organs  of  the  adult  body  contain 
them,  the  ultimate  source  of  all  the  animal’s  lym- 
phocytes is  the  bone  marrow.  The  cell  that  origi- 
nates from  the  marrow  appears  to  be  a very  primitive 
cell,  and  has  to  migrate  through  what  we  call  the 
primary  lymphoid  organs  before  it  can  become  a 
functional  entity.  In  birds  there  are  two  such  pri- 
mary lymphoid  organs:  the  thymus  and  the  bursa 
of  Fabricius.  In  mammals,  the  thymus  is  a primary 
lymphoid  organ  and  is  analogous  to  the  avian  thy- 
mus; the  mammalian  equivalent  of  the  bursa  has  not 
been  determined  and  may,  in  fact,  not  exist  as  an 
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anatomic  entity;  the  bone  marrow  may  itself  function 
as  a primary  lymphoid  organ  and  fulfill  the  role 
played  by  the  avian  bursa. 

One  of  the  questions  that  remains  unanswered  is 
whether  there  is  a single  population  of  primitive 
lymphocytes  which  can  migrate  through  either  the 
thymus  or  the  bursa;  or  whether  there  are  two  dif- 
ferent sets,  one  destined  to  the  thymus,  the  other  to 
the  bursa.  This  question  is  of  interest,  since  the  two 
populations  of  lymphocytes  that  emerge  from  the 
primary  lymphoid  organs  are  very  different  func- 
tionally and  anatomically.  Thus  the  lymphocyte 
that  emerges  from  the  thymus,  called  the  T cell  or 
thymus-dependent  cell,  is  “committed”*  toward  the 
development  of  cellular  immunity;  a cell  that  has 
passed  through  the  bursa  or  its  mammalian  equiva- 
lent is  called  a B cell,  for  bursa  or  bone  marrow- 
dependent  cell,  and  is  programmed  to  differentiate 
toward  the  production  of  humoral  immunity.  It  is 
important  to  point  out  that  passage  through  the 
primary  lymphoid  organ  is  an  essential  but  not  suf- 
ficient condition  for  the  expression  of  immune 
functions.  In  addition,  the  lymphocyte  has  to  in- 
teract with  immunogen  before  function  is  expressed. 

The  functions  of  the  primary  lymphoid  organs 
have  been  determined  through  observations  on  ani- 
mals that  have  had  them  extirpated.  Removal  of  the 
bursa  in  a newborn  chick  abrogates  the  chick’s  ca- 
pability to  make  antibodies,  although  it  retains  the 
ability  for  mounting  cellular  responses.  Similarly, 
removal  of  the  thymus  abolishes  cellular  immunity 
and  a number  of  antibody  responses,  but  antibodies 
to  some  immunogens  continue  to  be  made.  The 
clinical  picture  resulting  from  removal  of  the  thymus 
or  bursa  resembles  that  observed  in  children  with 
various  immune  defects. 

Several  questions  remain  to  be  resolved  about  the 
functions  of  the  primary  lymphoid  organs.  How  do 
these  organs  influence  the  lymphocytes  that  migrate 
through  them?  Recently,  two  different  groups  have 
isolated  putative  hormonal  activities  that  can  replace 
the  thymus.  On  the  other  hand,  many  earlier  ex- 
periments seemed  to  suggest  that  cell-cell  contact 
between  the  lymphocytes  and  the  epithelial  cells  of 
the  lymphoid  organs  is  critical  for  the  development 
of  commitment.  Do  the  lymphocytes  have  to  un- 
dergo mitotic  divisions  to  become  committed? 
While  there  is  no  direct  information  on  this  point,  the 
thymus  is  in  fact  one  of  the  organs  with  the  highest 

* Commitment  is  a term  used  widely  in  embryology7.  Thus,  a 
primitive  mesodermal  cell  can  become  a chondrocyte  or  an  os- 
teocyte.  It  is  believed  that  under  the  appropriate  stimulus,  the 
primitive  multipotent  cell  can  be  made  to  travel  the  pathway 
toward  a specific  differentiated  end  cell.  This  primitive  cell, 
poised  on  the  brink  toward  the  differentiated  state,  is  called  a 
committed  cell.  While  the  expression  strongly  implies  an  irre- 
vocable decision,  there  is  in  fact  no  evidence  that  a cell  committed 
to  becoming,  let  us  say,  an  osteocyte,  cannot  instead  become  a 
chondrocyte.  Commitment  does  not  imply  an  inexorable  pro- 
gression of  events.  The  committed  cell  can  pause  for  any  length 
of  time  at  any  stage.  For  instance,  the  female  mammal  is  born 
with  oocytes  that  are  committed  to  become  ova,  but  do  not  com- 
plete the  last  step  of  differentiation  until  the  onset  of  puberty. 


mitotic  index.  Only  a fraction  of  the  dividing  cells 
seem  to  emerge  from  the  thymus.  This,  while 
suggesting  that  considerable  mitotic  activity  does 
occur  in  the  thymus,  does  not  tell  us  whether  it  is 
essential  for  commitment.  Finally,  what  exactly  is 
the  nature  of  the  alteration  induced  by  the  primary 
lymphoid  organs? 

The  answer  to  the  last  question  is  not  known. 
However,  several  interesting  changes  do  occur  in 
lymphocytes  during  their  stay  in  the  primary  lym- 
phoid organs.  The  significance  of  these  changes  is 
not  yet  clear.  The  best  characterized  seem  to  involve 
constituents  of  the  plasma  membrane.  Thus,  mouse 
thymic  lymphocytes  contain,  on  the  surface  mem- 
brane at  least,  two  sets  of  immunogens  not  present 
in  other  lymphocytes.  One  of  these,  called  theta  or 
Thy  1,  is  found  on  all  T lymphocytes  and  has  become 
an  important  distinguishing  feature  of  this  group  of 
lvmphocytes.+  The  level  of  expression  of  this  antigen 
is  highest  in  those  T cells  that  have  just  emerged  from 
the  thymus  and  decreases  progressively  as  the  cell 
ages.  Another  surface  antigen  is  Tla,  also  a mouse 
T-cell  marker.  However,  not  all  mouse  strains  ex- 
press this  antigen.  Recently  a complex  system  of 
antigens  called  the  Ly  series  has  been  discovered. 
The  expression  of  one  or  the  other  of  the  Ly  antigens 
appears  to  be  closely  related  to  one  or  the  other  of 
specific  T cell  functions.  The  subject  is  too  complex 
to  be  reviewed  here,  and  the  reader  is  referred  to  a 
recent  analysis  of  the  system  by  Cantor  and 
Boyse.2 

The  human  analogues  of  theta,  Tla,  and  Ly  are  not 
as  well  characterized  as  the  mouse  antigens. 

The  important  B cell  marker  is  surface  immuno- 
globulin. Lymphocytes  that  have  not  migrated 
through  the  bursa  do  not  synthesize  immunoglobu- 
lins, but  begin  to  do  so  in  the  bursa.  In  contrast  with 
theta,  Tla,  or  Ly,  the  significance  of  immunoglobulin 
expression  is  understood  and  will  be  discussed 
here. 

Having  matured  in  the  primary  lymphoid  organs, 
the  committed  lymphocytes  migrate  to  the  spleen, 
lymph  nodes,  and  the  mucosa  of  the  respiratory  and 
gastrointestinal  tracts.  A majority  of  T cells,  how- 
ever, seem  to  be  perpetually  mobile,  wandering  in 
and  out  of  the  vascular  tree  as  has  been  discussed. 
At  this  point  in  their  differentiation,  lymphocytes  are 
still  resting  cells  and  do  not  synthesize  DNA  until 
their  encounter  with  the  appropriate  immunogen. 

In  addition  to  lymphocytes,  macrophages,  the 
primary  phagocytic  cells  of  the  body,  seem  to  play  an 
important  role  in  the  immune  response.  They  could 
function  by  concentration  of  particulate  antigens 
through  phagocytosis  and  presentation  of  appro- 
priate immunogenic  moieties  to  lymphocytes.  Other 
motile  cells  of  the  body,  such  as  the  basophils,  may 
also  be  involved  in  some  types  of  immune  reac- 
tions. 

+ While  theta  is  not  expressed  by  non-T  lymphocytes,  it  occurs 
in  large  quantities  in  the  brain  and  in  some  cells  of  the  skin. 
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ANTIGEN  MOLECULE 

FIGURE  1.  Antigen  molecule  traditionally  represented  by 
ball-like  figure  with  projections  of  various  shapes  protruding 
from  it.  In  this  representation,  body  of  ball  is  carrier  part  of 
antigen.  Protuberances  are  epitopes.  Antigen  molecule 
thus  has  more  than  one  epitope  on  it.  Since  any  given 
antibody  molecule  can  recognize  only  one  epitope,  many 
different  antibody  molecules  can  bind  to  single  antigen, 
making  it  multivalent. 

Immune  response 

Exposure  to  antigen.  Around  the  turn  of  the 
century,  Paul  Ehrlich  suggested  a model  for  the  im- 
mune response  (Fig.  2 in  the  Zuckerman  and  Douglas 
report,  p.  1086).  He  envisaged  the  cells  of  the  im- 
mune system  carrying  on  their  surface,  receptors 
capable  of  binding  immunogen.  This  would  cause 
the  cell  to  synthesize  more  receptors  and  secrete 
them  into  the  intercellular  fluid.  The  modern  ex- 
tension of  this  hypothesis  is  called  the  clonal  selection 
theory,  and  was  enunciated  by  Burnet.1 2 3  In  essence 
the  theory  states  that: 

1.  The  immune  system  of  a virgin*  animal  is  com- 
posed of  a large  number  of  lymphocytes.  Each  lym- 
phocyte is  capable  of  making  one,  and  only  one,  type  of 
receptor.  An  idea  that  might  be  introduced  here  is 
that  of  an  epitope  in  the  sense  in  which  it  is  used  by 
-Jerne.4  An  epitope  is  a single  immunogenic  compo- 
nent on  a protein  or  polysaccharide.  The  easiest  way 
to  conceptualize  an  epitope  is  to  use  the  familiar  repre- 
sentation of  an  antigen  (Fig.  1).  Here  the  entire 
sphere  with  the  various  projections  from  it  represents 
the  antigen  molecule;  each  projection  is  an  epitope. 
Note  that  the  antigen  can  have  more  than  one  epitope 
of  the  same  shape.  Thus,  a protein  has  many  different 
epitopes.  Using  this  term,  each  virgin  lymphocyte  can 
react  with  one  and  only  one  epitope. 

2.  Different  lymphocyte  receptors  bind  different 
epitopes. 

3.  When  a lymphocyte  comes  in  contact  with  its 

* This  term,  virgin,  is  used  here  in  an  immunologic  sense  rather 
than  in  its  more  common  connotation.  Thus  a virgin  animal  is 
either  the  newborn  animal,  or  one  raised  in  an  immunogen-free 
environment.  Similarly  a virgin  lymphocyte  is  one  that  has  not 
come  in  contact  with  the  immunogen  appropriate  to  it. 


appropriate  epitope,  not  only  does  it  not  synthesize 
more  receptors,  but  it  also  undergoes  mitotic  divisions 
to  yield  a clone.  Some  cells  of  this  clone  differentiate 
toward  cells  specialized  to  secrete  receptors;  others 
persist  as  resting,  memory  cells.  This  expanded  popu- 
lation of  cells  can  then  react  in  an  augmented  way  on 
reexposure  to  the  antigen. 

It  is  clear  from  this  necessarily  simplified  state- 
ment of  the  clonal  selection  hypothesis  that  the  im- 
mune system  is  characterized  by  a redundancy  in  its 
response  to  any  antigen.  Thus,  in  the  ontogeny  of 
any  individual,  it  would  be  impossible  to  predict,  in 
any  sentient  way,  the  immunogens  that  the  individ- 
ual will  face.  Again,  since  any  unknown  immunogen 
may  be  potentially  lethal,  all  possible  epitopes  will 
have  to  be  dealt  with.  This  results  in  the  first  axiom 
that  the  immune  system  is  blind.  Any  given  epitope 
has  a probability  of  meeting  an  appropriate  receptor 
in  the  immune  system.  However,  as  a consequence 
of  the  blindness  of  the  system  and  lack  of  prior 
knowledge  of  the  epitope,  the  receptors  of  the  system 
will  achieve  varying  degrees  of  fit.  This  results  in  the 
second  axiom,  namely  the  redundancy.  It  is  very 
important  to  point  out  that  when  we  talk  of  an  anti- 
albumin antibody,  we  are  merely  using  an  operational 
definition.  The  antibody  that  reacts  with  an  epitope 
on  albumin  merely  happens  to  do  so;  an  epitope  of 
the  same  shape  on  a totally  different  protein  or,  for 
that  matter,  polysaccharide,  will  evoke  the  produc- 
tion of  that  same  antibody. 

Response  of  the  B-cell  lineage.  We  shall  first 
discuss  the  response  of  B cells  to  immunogens.  For 
the  sake  of  simplicity,  we  shall  assume  that  they  act 
independently  of  the  rest  of  the  immune  system,  al- 
though this  is  not  true  for  most  immunogens.  The 
few  for  which  this  is  true  are  called  T-independent 
antigens.  These  would  seem  to  be  able  to  evoke  a 
pure  B-cell  response.  They  have  two  interesting 
properties.  All  T-independent  antigens  are  long 
polymers  of  identical  units,  examples  being  poly- 
vinylpyrrolidone, flagellin,  and  some  bacterial  wall 
polysaccharides;  and  they  are  resistant  to  host  en- 
zymes and  are  very  slowly  degraded.  The  following 
events  occur  when  an  immunogen  is  administered, 
say  by  subcutaneous  injection: 

1.  The  immunogen  is  picked  up  by  lymphatics  and 
transported  to  the  regional  lymph  nodes. 

2.  If  it  is  particulate,  it  is  presumably  ingested  and 
degraded  by  the  phagocytic  cells  of  the  lymph  node 
framework.  These  cells  may  also  concentrate  epitopes 
and  present  them  to  the  surrounding  lymphocytes. 

3.  In  a virgin  animal,  an  antigen  can  bind  with 
about  10-4,  or  1 in  10,000,  lymphocytes.  Presumably, 
these  lymphocytes  are  those  whose  surface  receptors 
can  bind  the  epitopes  on  the  immunogen.  Once  this 
binding  occurs,  the  resting  lymphocyte  is  activated.  It 
begins  to  make  protein,  RNA  (ribonucleic  acid),  and, 
after  a small  lag,  DNA.  This  is  associated  with  the  ap- 
pearance in  the  lymph  node  of  large  cells  called  blast 
cells  which  are  merely  small  lymphocytes  that  are  ac- 
tively dividing. 
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4.  After  a few  cell  divisions,  some  of  these  newly 
formed  cells  proceed  to  differentiate  toward  a new 
type  of  cell  called  a plasma  cell.  These  cells,  as  op- 
posed to  the  resting  lymphocyte,  have  a large  amount 
of  cytoplasm  and  an  extensive  endoplasmic  reticulum. 
Unlike  the  small  lymphocyte,  however,  they  are  short 
lived.  During  their  life  span,  they  synthesize  and  se- 
crete large  amounts  of  the  receptor,  which  begins  to 
appear  in  the  blood  about  two  weeks  after  the  first  ex- 
posure to  the  immunogen. 

The  B-cell  receptor.  One  of  the  seminal  ad- 
vances in  the  development  of  molecular  immunology 
was  the  detection  and  characterization  of  the  B-cell 
antigen  receptor.  An  enormous  and  exciting  litera- 
ture exists  on  this  receptor,  which  was  shown  to  be 
of  a special  class  of  proteins  now  called  immuno- 
globulins, abbreviated  commonly  as  Ig.  Igs  have 
attracted  the  attention  of  immunologists,  evolu- 
tionary biologists,  protein  chemists,  and  x-ray  crys- 
tallographers.  It  is  not  possible  to  summarize  ade- 
quately the  published  material  available  on  these 
proteins  in  this  review.  What  follows  is,  therefore, 
a brief  description  of  the  structure  and  function  of 
immunoglobulins. 

All  immunoglobulins  described  have  a common 
basic  structure.  They  are  composed  of  four  poly- 
peptide chains,  linked  by  disulphide  bonds.  Two  of 
these  are  made  up  of  about  220  amino  acids  each,  and 
are  called  light  or  L chains;  the  other  two  contain 
about  twice  as  many  amino  acids  and  are  called  heavy 
or  H chains.  In  all  naturally  occurring  Igs,  the  two 
light  chains  are  identical  with  each  other  as  are  the 
two  heavy  chains.  The  molecule  is  thus  perfectly 
symmetrical  in  one  axis,  each  half  being  composed 
of  an  L chain  linked  to  an  H chain.  The  two  halves, 
referred  to  as  HL,  are  linked  to  each  other  through 
inter-heavy  chain  disulphide  bonds.  The  two  light 
chains  of  an  Ig  molecule  are  thus  not  linked  to  each 
other  directly,  but  only  through  the  heavy  chains. 
All  four  N terminals  are  at  one  end  of  the  molecule 
and  the  C terminals  at  the  other  end.  Either  the 
ultimate,  that  is  C terminal,  or  penultimate  amino 
acid  of  the  L chain  is  a half-cystine  and  is  linked  to 
a half-cystine  in  the  middle  of  the  heavy  chain  (Fig. 
2). 

The  epitope  binding  area  of  the  Ig  molecule  is 
made  up  of  the  N-terminal  110  amino  acids  of  the 
heavy  and  light  chains.  Each  heavy  chain,  together 
with  the  L chain,  forms  one  antigen-binding  site. 
Consequently,  the  Ig  monomer  has  two  identical 
antigen-binding  sites.  The  shape  and  size  of  this 
binding  or  combining  site  have  recently  been  deter- 
mined by  x-ray  crystallography,  and  the  data  indicate 
that  the  crevice  formed  by  the  folding  of  the  two 
polypeptide  chains  varies  greatly  from  molecule  to 
molecule.  This  variation  is  determined  by  the 
presence  of  the  so-called  hypervariable  regions  in  the 
L and  H chains.  These  are  regions  in  the  chains,  3 
in  L chains  and  4 in  H chains,  about  5 to  10  amino 
acids  in  length,  that  vary  very  greatly  in  amino  acid 
sequence.  Affinity  labeling  experiments  suggest  that 
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FIGURE  2.  Regions  of  immunoglobulin  G molecule. 
Variable  (V)  regions  shaded;  constant  (C)  regions  unshaded. 
VL  and  CL  are  variable  and  constant  regions  of  light  chain;  VH 
and  CH  are  those  of  heavy  chain.  Amino  acids  numbered 
starling  from  amino  terminal  variable  end  of  peptide  chains. 
Variable  part  of  chains  extends  to  110th  residue  on  each 
chain. 

those  sequences  are  in  the  region  of  the  combining 
site  of  the  Ig  molecule. 

While  the  N-terminal  110  amino  acid  sequence  of 
both  L and  H chains  are  highly  variable,  the  rest  of 
the  chains  are  relatively  constant.  The  C terminal 
half  of  the  L chains  fall  into  two  classes,  called  kappa 
and  lambda.  Within  any  given  class,  the  C-terminal 
half  tends  to  be  essentially  identical;  however,  the 
kappa  and  lambda  classes  are  homologous  only  at 
about  60  per  cent  of  their  residues. 

The  C-terminal  300  odd  residues  of  the  H chains 
can  be  divided  into  three  segments  of  about  100 
amino  acids  each.* *  Near  the  middle  of  the  heavy 
chain  is  the  hinge  region,  distal  to  which  are  the 
inter-heavy  chain  disulphide  bonds.  The  hinge  re- 
gion contains  many  proline  residues,  making  the  re- 
gion very  flexible.  This  flexibility  allows  the  two 
epitope  binding  sites,  that  is,  the  N-terminal  half  of 
the  H chain  with  the  associated  L chain,  to  move  in- 
dependently of  each  other,  allowing  the  Ig  molecule 
to  assume  a Y -like  shape.  The  region  of  the  H chains 
that  forms  the  base  of  the  Y is  called  Fc  region;  the 
antigen-binding  arms  of  the  Y are  called  the  Fab  re- 
gions. 

Heavy  chains  constant  regions  fall  into  five  major 

* One  cannot  fail  to  notice  that  the  number  110,  plus  or  minus 
a few  amino  acids,  seems  to  be  a recurring  one  in  the  Ig  structure. 
In  fact,  sequence  study  has  shown  that  all  Ig  polypeptides  occur 
as  units  of  a basic  length  of  110  amino  acids  which  contain  two  half 
cystines  capable  of  forming  an  intrachain  S=S  linkage  folding  the 
region  into  a globular  structure.  These  110  amino  acid  length 
regions  are  called  domains.  One  of  the  very  exciting  new  discov- 
eries in  immunology  has  been  that  of  a protein  called  beta-2  mi- 
croglobulin which  is  about  110  amino  acids  long  and  shares  con- 
siderable homology  with  the  heavy  chain  domains.  While  the 
function  of  B-microglobulin  is  still  obscure,  the  facts  that  most 
mammalian  cells  seem  to  make  it  and  that  it  is  associated  with  the 
plasma  membrane  have  led  to  the  hypothesis  that  it  might  be  the 
evolutionary  precursor  to  the  development  of  Ig  molecules. 
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classes  based  on  sequence  and  serology.  Of  those, 
the  predominant  class  contains  the  gamma  chain. 
Gamma  heavy  chains  are  450  amino  acids  in  length, 
and  Igs  whose  heavy  chains  belong  to  the  gamma 
class  are  called  IgG.  IgGs  are  monomeric,  composed 
of  a single  unit  of  4 polypeptide  chains.  IgA,  com- 
posed of  the  alpha  heavy  chain  with  kappa  or  lambda 
light  chains,  is  the  next  most  abundant  immuno- 
globulin. Most  IgAs  are  secreted  into  the  gastroin- 
testinal, respiratory,  tear  gland,  or  mammary  secre- 
tions, and  hence,  the  serum  concentration  of  IgA  is 
rather  low.  Serum  IgA  is  monomeric,  but  secretory 
IgA  is  dimeric  and  can  occur  in  larger  forms.  In  ad- 
dition to  H and  L chains,  secretory  IgA  contains  two 
other  polypeptide  chains.  These  are  called  the  J 
chain,  for  joining,  and  the  secretory  component.  The 
J chain  is  found  on  all  polymeric  Igs  and  is  perhaps 
responsible  for  holding  the  units  together.  The 
function  of  the  secretory  component,  which  is  found 
only  in  secreted  IgA,  is  not  known  but  it  could  be 
responsible  for  the  resistance  of  secretory  IgA  to  di- 
gestive enzymes.  The  third  class  of  H chains  is  the 
mu  chain.  The  mu  chain  is  longer  than  either  alpha 
or  gamma  and  is  550  amino  acids  in  length.  Igs 
containing  mu  chains  are  called  IgM.  Most  IgMs 
exist  as  a pentameter,  composed  of  5 units  of  4 pep- 
tide chains  each;  IgM  may  also  exist  as  a monomer 
on  the  surface  of  B cells  possibly  functioning  as  the 
primary  antigen  receptor.  There  are  reasons  to  be- 
lieve that  the  mu  chain  is  the  evolutionary  precursor 
of  all  Ig  heavy  chains;  even  in  ontogeny,  IgM  appears 
before  IgG  or  IgA. 

The  two  remaining  heavy  chain  classes  are  less  well 
characterized.  IgEs  contain  the  epsilon  heavy  chain. 
IgDs  contain  the  delta  heavy  chain.  There  is  some 
recent  evidence  that  IgDs  may  coexist  with  mono- 
meric IgM  on  the  surface  of  B cells. 

To  recapitulate  very  briefly,  the  antigen-binding 
B cell  receptor  is  a protein  molecule  made  up  of  two 
identical  H chains,  which  may  be  alpha,  gamma, 
delta,  epsilon,  or  mu,  and  two  identical  L chains, 
which  are  either  kappa  or  lambda.  The  specificity 
of  antigen  binding  is  dictated  by  the  shape  of  the 
crevice  formed  by  the  first  110  residues  of  these 
chains.  The  heterogeneity  of  the  combining  sites  is 
the  result  of  the  variation  in  primary  amino  acid  se- 
quence in  the  so-called  hypervariable  regions. 

The  kinetics  of  the  B-cell  response.  Following  the 
administration  of  an  antigen,  specific  Igs  can  be  de- 
tected in  tbe  bloodstream  beginning  about  a week 
after  administration  and  peaking  at  about  two  weeks. 
The  B-cell  response  plays  an  important  role  in  “hu- 
moral” immunity.  The  method  of  administration 
of  an  immunogen  is  critical  in  the  kinetics,  type,  and 
intensity  of  the  immune  response.  Thus,  soluble 
proteins  in  dilute  buffer  salts  evoke  a rapid  but 
t ran  dent  response;  the  same  protein  adsorbed  onto 
■ n inert,  insoluble  support,  like  precipitated  alum  or 
ii  a v.  or  in-oil  emulsion,  evokes  a slower  but  more 
ii  and  prolonged  response.  Oral  administra- 


tion of  antigen,  such  as  the  poliomyelitis  vaccine, 
produce  predominantly  IgA  responses.  The  dose  of 
immunogen  required  for  a full-fledged  immune  re- 
sponse varies  from  immunogen  to  immunogen  and 
with  the  method  of  administration.  As  little  as  1 
microgram  of  a protein  can  evoke  the  production  of 
antibodies  if  administered  in  a water-in-oil  emulsion. 

The  first  introduction  of  an  immunogen  in  a virgin 
animal  results  in  the  production  of  a primary  re- 
sponse. For  most  immunogens,  the  antibodies  de- 
tectable within  a few  days  of  administration  are 
predominantly  IgM  in  nature.  The  response 
switches  to  the  IgG  class.  As  will  be  discussed  here, 
the  switch  is  dependent  on  a cooperative  effort  be- 
tween B and  T cells.  Associated  with  this  switch  is 
an  increase  in  the  antibody  affinity.  The  antibodies 
produced  later  in  the  immune  response  tend  to  have 
a greater  affinity  for  the  antigen.  This  phenomenon 
is  of  interest,  but  the  explanation  for  it  is  not  clear. 
It  is  presumed  that  as  antigen  concentration  falls, 
there  is  enough  left  only  to  stimulate  those  clones 
whose  Ig  can  bind  more  strongly.  However,  alter- 
native mechanisms  have  been  suggested. 

If  the  first  administration  of  the  immunogen  is  also 
the  last,  the  antibodies  in  the  serum  decline  asymp- 
totically. A second  injection  of  the  same  antigen, 
however,  provokes  a vigorous  reaction  called  the 
secondary  or  anamnestic  response.  This  is  charac- 
terized by  a response  characterized  by  a lower 
threshold  for  antigen,  a shorter  lag  time,  higher  titer 
of  antibody  production,  and  longer  persistence  of 
antibody  in  the  blood.  Secondary  responses  can  be 
elicited  years  -after  the  first  exposure  to  antigen. 
This  is  related  to  the  persistence  of  so-called  memory 
cells  that  were  discussed  earlier. 

T-B  cell  cooperation.  Genetics  of  the  immune 
response.  That  T and  B cells  cooperate  in  the  pro- 
duction of  antibodies  had  been  conjectured  for  a long 
time.  F or  instance,  thymectomy  not  only  abolishes 
cellular  immunity  but  also  abrogates  antibody  pro- 
duction against  a number  of  antigens.  Over  the  last 
few  years,  this  area  of  immunology  has  become  the 
most  exciting  one  in  terms  of  new  insights  and  ideas. 
Two  developments  have  helped  to  define  clearly  the 
phenomenology  of  this  cooperation  and  to  approach 
its  molecular  basis.  The  more  important  of  the  two 
is  the  availability  of  a large  number  of  strains  of 
inbred  mice.  Individuals  within  a given  strain  are 
genetically  quite  identical,  and  this  has  greatly  as- 
sisted our  understanding  of  the  genetics  of  cellular 
cooperation.  The  other  is  the  synthesis  of  clearly 
defined,  simple  polypeptide  antigens  of  known 
composition.  A number  of  laboratories  are  now  in- 
volved in  the  dissection  of  the  role  of  cellular  coop- 
eration in  the  immune  response,  but  those  of 
McDevitt  and  Benacerraf5  at  Stanford  University 
and  of  Katz  and  Benacerraf6  at  Harvard  have  pio- 
neered many  of  the  studies.  The  area  of  T-B  cell 
cooperation  is  discussed  in  greater  detail  in  the  article 
by  Zuckerman  and  Douglas  that  follows. 
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Response  of  the  T-cell  lineage.  Cellular  im- 
munity. As  has  been  discussed,  the  exposure  of  B 
cells  to  an  immunogen  results  in  the  production  of 
antibodies  in  blood.  If  blood  or  serum  is  removed 
from  an  immunized  animal  and  transferred  to  a vir- 
gin animal,  called  passive  transfer,  the  latter  shows 
some  of  the  signs  of  B-cell  immunity.  For  these 
reasons,  the  B-cell  response  is  called  humoral  im- 
munity. Early  in  immunology,  it  became  obvious 
that  some  types  of  immune  responses  could  not  be 
passively  transferred  with  serum,  but  only  with  cells 
of  the  spleen  or  other  organs  of  the  immune  system. 
These  immune  reactions  were  called  cell-mediated 
immune  reactions.  It  has  become  clear  that  all 
cell-mediated  immune  responses  are  mediated  by  T 
cells.  Neonatal  thymectomy  abolishes  this  response 
in  passive  transfer.  If  the  immune  cells  are  first 
treated  with  anti-theta  serum  in  the  presence  of 
complement,  thus  eliminating  the  T-cell  population, 
immunity  is  not  transferred.  The  following  reactions 
are  now  known  to  be  due  to  T cells: 

1.  Delayed  hypersensitivity. 

2.  Resistance  to  many  intracellular  parasites. 

3.  Rejection  of  transplants. 

4.  Some  drug  allergies  and  anti-immune  phenome- 
na. 

5.  Possibly,  tumor  immunity. 

The  last  will  be  discussed  in  greater  detail  in  the 
following  section. 

T-Cell  Functions.  The  T-cell  receptor  has  not 
yet  been  characterized.  There  is  some  evidence  that 
the  Ir  genes,  reviewed  in  the  following  report,  may  be 
the  T-cell  antigen  receptor.  However,  the  library  of 
such  receptors  would  seem  to  be  rather  too  limited 
to  account  for  the  sensitivity  and  selectivity  of  T-cell 
function.  Furthermore,  even  nonresponder  mice  can 
be  shown  to  have  T cells  that  can  bind  antigen.  It  is 
unlikely,  however,  that  Igs  of  the  known  classes  are 
the  T-cell  receptors. 

In  the  absence  of  knowledge  about  the  nature  of 
the  T-cell  receptor,  the  mechanism  by  which  cell- 
mediated  immunity  occurs  is  not  known.  In  general, 
the  response  of  the  T-cell  lineage  to  immunogens  is 
not  overtly  different  from  that  of  the  B-cell  lineage. 
'Thus,  T cells,  on  exposure  to  the  appropriate  im- 
munogen, convert  from  resting  cells  to  active  cells 
that  undergo  blast  transformation  and  begin  to 
synthesize  protein,  RNA,  and  DNA.  Although  it  is 
unlikely  that  T cells  secrete  significant  amounts  of 
immunoglobulin,  they  are  capable  of  secreting  other 
molecular  species  with  possible  effector  functions 
including: 

Migration  inhibition  factor  ( MIF ).  The  migration 
inhibition  factor,  presumably  a protein,  prevents  mac- 
rophages from  moving  out  of  the  local  area  of  a T-cell 
immunogen  contact.  In  addition,  macrophages  be- 
come sticky,  show  signs  of  increased  metabolic  activi- 
ty, and  exhibit  increased  phagocytosis. 

Lymphotoxin.  Lymphotoxin  is  another  protein 


that  seems  to  be  able  to  lyse  cells  in  the  vicinity  of  acti- 
vated T cells. 

Rlastogenic  factor.  The  blastogenic  factor  is  a pro- 
tein that  can  cause  other  lymphocytes  in  the  vicinity  to 
undergo  blast  transformation. 

Transfer  factor.  In  human  beings  alone,  lysates  of 
T cells  can  transfer  immunity.  This  transfer  factor, 
presumably  a small  molecular  weight  protein,  10,000 
daltons,  appears  to  be  able  to  transfer  cellular  immuni- 
ty even  to  human  beings  who  lack  all  thymic  function. 
Despite  repeated  efforts,  no  other  animal  species  has 
been  shown  to  produce  transfer  factor.  Further,  this 
factor  has  eluded  biochemical  characterization,  and  in- 
deed its  biologic  and  clinical  significance  is  controver- 
sial. 

Unfortunately,  the  role  of  any  of  these  factors  in 
the  known  T-cell  functions  is  far  from  clear. 

As  is  the  case  with  B cells,  the  incubation  time, 
from  exposure  to  immunogen  to  detection  of  immu- 
nity, is  from  four  to  fourteen  days.  At  the  end  of  this 
period,  cellular  immunity  can  be  detected  by  in  vivo 
tests,  like  delayed  hypersensitivity,  or  in  vitro  assays, 
such  as  macrophage  inhibition  or  the  virus  plaque 
assay.  Unlike  antibody  titers,  however,  T-cell  re- 
sponses can  be  detected  several  years  after  sensiti- 
zation and  appear  not  to  diminish  quantitatively  with 
time. 

The  delayed  hypersensitivity  reaction,  the  sine  qua 
non  of  the  T cell  immune  response,  can  be  best 
demonstrated  in  guinea  pigs  or  man.  In  either  case, 
intradermal  injection  of  antigen  in  a sensitized  ani- 
mal provokes  erythema  and  edema  in  about  ten  to 
twelve  hours.  The  edema  subsides,  but  erythema 
and  induration  progress  to  peak  forty-eight  hours 
after  injection.  The  induration  is  characteristic  of 
the  reaction. 

The  biologic  role  of  the  delayed  hypersensitivity 
reaction  in  the  skin  is  obscure.  In  severe  cases,  the 
reaction  can  proceed  to  necrosis  of  the  surrounding 
tissue. 

Presumably,  this  is  due  to-  the  lymphotoxin  dis- 
cussed here,  in  addition  to  enzyme  liberation  from 
macrophages. 

That  T cells  protect  against  a variety  of  intracel- 
lular parasites  is  clear,  both  from  surgical  removal  of 
the  thymus  in  neonatal  animals  and  from  observa- 
tions on  human  beings  born  without  a thymus.  In 
many  cases,  this  protection  appears  to  be  due  to  the 
activation  of  macrophages.  Thus,  macrophages  from 
animals  who  have  been  sensitized  with  an  intracel- 
lular parasite  are  more  efficient  both  in  ingesting  and 
in  digesting  intracellular  parasites.  Mackeness7  has 
shown  this  to  be  due  to  the  presence  of  immune  T 
cells  in  such  animals.  In  viral  infections,  T cells  may 
play  a protective  role  through  the  secretion  of  in- 
terferon, an  agent  known  to  inhibit  viral  replication 
in  cells. 

The  function  of  T cells  is,  however,  best  demon- 
strated by  the  use  of  transplants.  One  of  the  few 
rules  in  biology  that  appears  to  have  no  exceptions 
is  that  a healthy  animal  with  intact  T-cell  function 
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will  reject  a transplant  from  a genetically  different 
animal.*  On  transplantation,  the  graft  is  quickly 
invaded  by  small  lymphocytes  which  become  sensi- 
tized. Beginning  around  the  middle  of  the  second 
week  the  graft  begins  to  necrose  and  is  quickly 
sloughed  off.  If  the  donor  is  now  transplanted  with 
a second  graft,  the  process  is  accelerated,  the  graft 
being  rejected  four  to  six  days  after  grafting  in  the 
process  known  as  second-set  rejection.  By  passive 
transfer,  it  can  be  shown  that  the  effectors  of  graft 
rejection  are  T cells  rather  than  antibodies. 

To  recapitulate  briefly,  T cells  are  involved  in  de- 
layed hypersensitivity  resistance  to  intracellular 
parasites  and  in  the  rejection  of  transplants.  In 
addition,  they  perform  an  important  role  in  the 
modulation  of  the  B-cell  response.  The  molecular 
basis  of  T-cell  function  is  not  known  in  most  cases. 

Tumor  immunity.  Around  the  turn  of  the  cen- 
tury Paul  Ehrlich  suggested  that  the  immune  system 
is  the  major  defense  against  cancer.  Lewis  Thomas 
formally  enunciated  the  idea  of  immune  surveillance 
and  the  possibility  that  the  major  telologic  value  of 
cellular  immunity  was  to  guard  the  body  against  tu- 
mors. Both  he,  and  since  him  Burnet,3  have  sug- 
gested that  all  malignant  cells  bear  surface  antigens 
that  can  be  recognized  as  non-self.  These  surface 
antigens  can  evoke  a cellular  immune  response  which 
can  then  prevent  the  spread  of  the  malignant  cell  by 
destroying  it,  much  as  a cellular  immune  response 
can  reject  a transplant  bearing  foreign  antigens. 

Immune  surveillance  has  taken  on  the  garments 
of  a dogma.  Much  evidence  has  been  gathered,  al- 
legedly in  support  of  the  hypothesis.  While  it  must 
be  granted  that  the  immune  surveillance  hypothesis 
has  intuitive  appeal  and  satisfies  our  basic  telologic 
needs, + such  evidence  as  exists  is  not  convincingly  in 
support  of  the  hypothesis.  The  following  major 
types  of  evidence  are  available: 

1.  Animals  or  human  beings  under  immune  sup- 
pression develop  tumors  more  readily  than  healthy  an- 
imals or  people.  While  this  is  certainly  true,  it  is  also 
an  uncomfortable  fact  that  most  of  these  tumors  in- 
volve the  immune  system.  It  is  not  very  hard  to  argue 
that  when  one  type  of  defect  exists  in  the  immune  sys- 
tem, that  is,  a failure  to  mount  a response,  another, 
that  is,  the  development  of  tumors,  may  be  the  result 
of  the  same  defect  and  is  correlated  with  the  immune 
response  per  se.  One  may  draw  an  analogy  with  the 
fact  that  patients  with  pernicious  anemia  develop 
demyelination  in  the  central  nervous  system;  however, 

* Apparent  exceptions  are  neonatal  animals  and  the  Fj  (first 
filial  generation)  hybrids  between  two  highly  inbred  animals. 
However,  neonatal  animals  do  not  possess  an  intact  T-cell  func- 
tion, since  this  develops  later  in  ontogeny.  In  case  of  F ] hybrids, 
which  accept  transplants  from  either  homologous  parent,  the 
i ransplant.  is  genetically  identical  to  one  half  of  the  animal’s  ge- 
1 omi  and  therefore  the  immune  system  cannot  detect  that  it  is 
foreign. 

Mi.  th  i sense  grafts  are  clearly  aberrations  of  a very  advanced 
me.ii  il  technology.  Granting  this  and  the  unfailing  regularity 
will:  wliii  1 th  -i  r ■■  rejected  in  healthy  animals,  the  basic  Ideologic 
v;. I ue  of  grail  t ejection  becomes  questionable.  Immune  surveil- 
lance offers  a straw  of  support. 


the  latter  is  unrelated  to  the  anemia  per  se.  It  is  a re- 
sult of  a common  basic  pathologic  condition,  that  is, 
the  inability  to  absorb  vitamin  Bi2. 

2.  Neonatal  thymectomized  animals  become  sus- 
ceptible to  tumorigenesis  with  polyoma  virus,  an  agent 
that  is  not  tumorigenic  in  healthy  animals.  The  tu- 
mors which  develop  are  quite  clearly  not  analogous 
with  the  tumors  that  develop  in  healthy  mice.  Polyo- 
ma virus  tumors  are,  therefore  strongly  antigenic,  as 
opposed  to  normal  tumors  that  are  only  weakly  so.  If 
one  argues  that  that  is  indeed  the  point  behind  im- 
mune surveillance,  that  antigenic  tumors  are  rejected 
while  less  antigenic  ones  may  creep  through,  the  tu- 
mors that  develop  in  immunosuppressed  mice,  without 
the  artificial  superaddition  of  polyoma  virus,  are  as 
weakly  antigenic  as  those  in  normal  mice.  In  other 
words,  removal  of  immune  constraints  does  not  select 
for  the  emergence  of  very  antigenic  tumors.  Further- 
more, most  patients  who  are  immune  suppressed  do 
not,  in  fact,  develop  tumors,  and  those  who  do  tend  to 
develop  one  rather  than  a multiplicity  of  tumors. 

Conclusions 

There  are,  as  has  been  indicated  in  this  brief  survey 
of  immunology,  lacunae  in  our  understanding  of  the 
function  of  the  immune  system.  There  are,  however, 
several  laboratories  actively  pursuing  many  leads  into 
several  areas  of  research. 

Two  areas  of  interest  in  immunology  were  barely 
mentioned  in  this  review  because  of  their  complexity. 
They  are  the  problem  of  the  GOD  (generation  of  di- 
versity) and  regulation  of  the  immune  response. 

GOD  generates  debate  as  intense  as  God  Himself. 
Instead  of  the  believers  and  the  agnostics,  we  have 
the  somatic  generation  of  diversity  school  and  the 
germ-line  school.  To  extend  the  analogy  further,  like 
most  intelligent  agnostics  and  believers,  the  somatic 
and  germ-line  schools  are  beginning  to  realize  that 
they  do  not  disagree  so  profoundly  after  all.  The 
issue  is  central  to  immunology,  and  the  reader  is  re- 
ferred to  any  standard  text  of  immunology. 

Regulation  of  the  immune  response  remains  a total 
mystery.  At  what  point  does  proliferation  of  a se- 
lected clone  cease?  From  various  studies,  it  has 
become  clear  that  a B-cell  “selected”  by  an  immu- 
nogen can  undergo  from  3 to  50  doublings.  The  last 
may  seem  an  impossibly  large  number.  However, 
work  done  by  Williamson  and  Askones8  and  others, 
by  serial  passage  of  a single  antibody  secreting  cell 
live  through  several  recipient  animals,  has  shown  that 
the  stimulated  lymphocyte  can  indeed  undergo  up 
to  50  mitotic  divisions,  generating  250  cells,  larger 
than  the  total  number  of  lymphocytes  in  any  one 
animal.  Recently  Jerne9  has  suggested  that  the 
regulation  is  achieved  through  a “lymphocyte  net-  ; 
work.”  The  hypothesis  is  too  complex  to  be  dealt 
with  in  a review  of  this  size,  and  one  is  referred  to 
recent  articles  by  Jerne.9 
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Recent  studies  of  the  cell  plasma  membrane  have 
attempted  to  elucidate  its  structure  and  composition 
at  the  molecular  level.  These  investigations  have  led 
to  concepts  of  the  cell  membrane  as  a dynamic  rather 
than  a static  structure.  Cell-cell  interaction  is  re- 
quired for  both  the  humoral  and  cellular  immune 
responses,  and  the  plasma  membrane  is  fundamental 
in  cellular  recognition  and  interaction.  In  this  arti- 
cle, we  shall  discuss  some  immunologic  aspects  of  the 
cell  membrane  with  emphasis  on  membrane-associ- 
ated receptors  for  immunoproteins,  and  we  will 
consider  membrane  immunogenetics.  Since  the 
immune  response  is  primarily  determined  by  lym- 
phocyte subpopulations  and  cells  of  the  monocyte- 
macrophage  series,  the  discussion  of  receptors  will 
be  limited  to  these  cell  types. 

Immunologic  markers  and  receptors 

A substantial  body  of  evidence  derived  primarily 

* Supported  by  the  National  Institutes  of  Health,  USPHS  grant 
AI-12478-01  and  by  grants  from  the  National  Leukemia  Associ- 
ation, Minnesota  Medical  Foundation,  and  University  of  Min- 
nesota Graduate  School. 


Bibliography 

Brent,  L.,  and  Holborow,  J.,  Eds.:  Progress  in  Immunology.  II. 
Biological  Aspects,  New  York,  American  Elsevier  Publishing 
Company,  Inc.,  1974,  vols.  2 and  3. 

Capra,  J.  D.,  and  Kehoe,  J.  M.:  Hypervariable  regions,  idiotypy, 
and  the  antibody-combining  site,  Advances  Immunol.  20:  1 (1975). 

Eisen,  H.:  Immunology:  An  Introduction  to  Molecular  and 
Cellular  Principles  of  the  Immune  Responses,  New  York,  Harper 
and  Row,  1974. 

Hood,  L.,  and  Prahl,  J.:  The  immune  system:  a model  for 
differentiation  in  higher  organisms,  Advances  Immunol.  14:  291 
(1971). 

Poljak,  R.  J.:  X-ray  diffraction  studies  of  immunoglobulins, 
ibid  21:  1 (1975). 

Roitt,  I.  M.:  Essential  Immunology,  11th  ed.,  Oxford,  Blackwell 
Scientific  Publications,  1974. 

Schwartz,  R.  S.:  Another  look  at  immunologic  surveillance, 
New  England  J.  Med.  293:  181  (July  24)  1975. 

Shreffler,  D.  C.,  and  David,  C.  S.:  The  H-2  major  histocom- 
patibility complex  and  the  I immune  response  region:  genetic 
variation,  function,  and  organization,  Advances  Immunol.  20:  125 
(1975). 

Smith,  G.  P.,  Hood,  L.,  and  Fitch,  W.  M.:  Antibody  diversity, 
Ann.  Rev.  Biochem.  40:  969  (1971). 

from  detailed  studies  of  rodent  and  avian  species  has 
established  criteria  for  the  division  of  lymphocytes 
into  bone  marrow-dependent  or  derived  B cells  and 
thymus-dependent  or  derived  T cells  (Fig.  I).1-5 
Thus,  basic  and  clinical  immunologists  have  at- 
tempted to  investigate  membrane  markers  that  can 
allegedly  define  these  cell  types.  In  this  review  it  is 
our  intent  to  consider  plasma  membrane  components 
of  cells  involved  in  the  immune  response  as  they  re- 
late to  basic  cell  biology.  It  is  important  to  point  out 
in  considering  immunologic  receptors  that  there  is 
a distinction  to  be  made  between  a plasma  membrane 
determinant,  an  antigen  or  an  immunoprotein,  which 
is  actually  present  on  the  membrane  and  detectable 
by  labeled-antibody  methods,  and  a receptor,  a mo- 
lecular complex  on  the  surface  of  the  lymphocyte  or 
macrophage  membrane,  which  recognizes  immuno- 
protein or  antigen.  The  concept  of  membrane-as- 
sociated immunologic  receptors  and  their  importance 
in  the  establishment  of  the  immune  state  is  not  new 
and  predates  the  era  of  molecular  immunology. 

It  was  postulated  about  seventy  years  ago  by 
Ehrlich6  that  the  receptors  for  antigen  recognition 
on  immunocompetent  cells  may  be  preformed 
membrane-associated  antibodies  (Fig.  2).  This 
concept  of  antigen  receptors  has  been  reintroduced, 
and  recent  evidence  suggests  that  membrane  Ig 
(immunoglobulin),  that  is,  a whole  immunoglobulin 
molecule  or  a portion  thereof  which  is  an  integral  part 
of  the  plasma  membrane,  may,  in  fact,  have  a major 
role  in  the  processing  of  antigen.  At  the  present  time 
a central  and  controversial  area  of  immunology 
concerns  the  origin  and  characterization  of  mem- 
brane immunoglobulin  and  its  relationship  to  antigen 
receptors. 

In  man  and  most  mammalian  species,  B lympho- 
cytes are  characterized  by  the  presence  of  readily 
detectable  membrane  immunoglobulin.  This  im- 
munoglobulin can  be  demonstrated  using  fluo- 
rescein-labeled polyvalent  or  monovalent  antisera 
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FIGURE  1.  Lymphocyte.  (A)  Diagram  showing  compo- 
nents. (B)  Photomicrograph. 


directed  against  various  immunoglobulin  classes. 
The  major  immunoglobulin  class  present  on  circu- 
lating B lymphocytes  appears  to  be  IgM.  Other 
immunoglobulins,  including  IgG,  IgA,  and  IgD  may 
also  be  present.2  Although  the  presence  of  mem- 
brane-associated immunoglobulin  on  B lymphocytes 
is  well  established,  its  existence  on  T lymphocytes 
remains  controversial.  Technical  problems  involving 
membrane  fractionation  and  purification  have 
hampered  its  biochemical  and  genetic  characteriza- 
tion on  both  T and  B cells.  Vitetta  and  co-workers7-8 
have  isolated  by  immunoprecipitation  a mem- 
brane-associated immunoglobulin  from  mouse  B 
lymphocytes  that  has  the  electrophoretic  and  anti- 
genic properties  of  monomeric  IgM.  These  investi- 
gators were  unable  to  detect  membrane  immuno- 
globulin on  T cells.  On  the  other  hand,  Marchalonis, 
Cone,  and  Atwell,9  employing  similar  methodology, 
have  reported  the  isolation  of  a membrane  surface 
protein  from  thoracic  duct  T lymphocytes  which  also 
appears  to  be  monomeric  IgM.  Whether  the  mem- 
brane-associated immunoglobulin  that  has  been 
isolated  from  T and  B lymphocytes  is  IgM,  which 
exists  on  the  membrane  surface  as  a monomer,  or 
represents  a new  class  of  immunoglobulin,  IgX,  with 
antigenic  determinants  similar  to  IgM,  is  unknown. 

In  most  humoral  responses  there  is  an  interaction 
h'  tween  T and  B lymphocytes.  After  this  interac- 


FIGURE  2.  Receptor  apparatus  of  red  blood  cells;  various 
types  of  receptors  according  to  Ehrlich.*6 


FIGURE  3.  Plasma  cell.  (A)  Schematic  representation.  (B) 
Photomicrograph. 


tion  the  B lymphocyte  undergoes  proliferation  and 
differentiation  into  a plasmoblast,  and  subsequently 
into  an  antibody-forming  plasma  cell  (Fig.  3).  In 
cell-mediated  immunity,  the  main  effector  cell  is  the 
T lymphocyte.  T cells  are  involved  in  the  elabora- 
tion of  a number  of  lymphocyte  products,  such  as 

* Reprinted  by  permission  of  the  publishers,  John  Wiley  & Sons, 
Inc. 
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FIGURE  4.  Blast  cell.  (A)  Diagram  labeling  parts.  (B) 
Photomicrograph. 


blastogenic  factor,  migration  inhibitory  factor,  che- 
motactic  factors,  and  lymphotoxins.  The  T lym- 
phocyte also  has  a major  functional  role  in  the 
graft-rejection  and  cytotoxic  reactions. 10-1 3 Since 
B and  T cells  have  different  functions  in  immuno- 
logic reactions,  it  would  seem  likely  that  they  have 
distinct  types  of  membrane  receptors  which  reflect 
their  physiologic  responsibilities.  Presumably  both 
cell  types  must  have  specific  antigen  receptors,  al- 
though these  receptors  are  not  necessarily  bio- 
chemically or  structurally  similar  and  may  in  fact 
combine  with  different  antigenic  determinants. 
Specific  antigen-binding  cells  have  been  identified 
by  use  of  radioactive  antigen  and  autoradiography, 
or  antigen-coated  columns.  The  frequency  of  cells 
which  have  the  property  of  binding  specific  antigen 
in  any  lymphocyte  population  is  about  1 in  105  or  106 
cells,  and  thus  the  investigation  of  specific  antigen- 
binding cells  is  difficult. 

At  present  T lymphocytes  are  identified  by  the 
presence  of  specific  membrane  determinants.  Little 
is  known  about  the  function  or  chemistry  of  these 
markers.  Rodent  T lymphocytes  have  a number  of 
characteristic  plasma  membrane  antigens;  these  in- 
clude the  theta  antigen  and  antigens  known  as  TL 
(thymus-leukemia)  antigens  and  Ly  antigens  or 
lymphocyte  alloantigens.5  Human  T lymphocytes 
have  the  property  of  forming  rosettes  with  sheep 
erythrocytes. 


By  using  erythrocytes  coated  with  antibody  and 
complement  it  has  been  possible  to  demonstrate  that 
some  B lymphocytes  have  a receptor  for  the  third 
component  of  complement.  These  lymphocytes 
have  been  called  complement  receptor  lymphocytes 
or  CRL.14  Biologically  active  C3  receptors  from 
lymphoid  cell  lines  have  been  solubilized  using  ni- 
trogen cavitation  followed  by  extraction  with  2M. 
potassium  bromide;  however,  lipid  extraction  results 
in  loss  of  activity.15  As  will  be  mentioned  later,  the 
appearance  of  the  C3  receptor  is  under  genetic  reg- 
ulation, Recently,  a rosette  assay  has  indicated  that 
human  B and  not  T lymphocytes  have  a receptor  for 
Epstein-Barr  virus.16  Whether  the  Epstein-Barr 
virus  receptor  is  expressed  by  all  or  by  a subpopula- 
tion of  B cells  is  unknown.  Most  B lymphocytes 
have  a receptor  for  antigen-antibody  complexes  or 
aggregated  immunoglobulin.  This  receptor  has 
specificity  for  a site  on  the  Fc  portion  of  the  immu- 
noglobulin molecule  and  is  known  as  the  Fc  receptor 
(Fig.  2 in  Rajan’s  article,  p.  1081).  Several  properties 
of  this  receptor  have  been  investigated.  For  exam- 
ple, the  Fc  receptor  appears  to  be  a necessary  requi- 
site for  lymphocyte-mediated  antibody-dependent 
cytotoxicity.  Moreover,  these  receptors  have  been 
demonstrated  to  be  altered  during  functional  changes 
in  the  plasma  membrane,  that  is,  during  capping. 
The  biochemistry  of  the  Fc  receptor  is  not  known, 
and  although  this  receptor  exhibits  class  and  subclass 
specificity,  it  is  less  restrictive  for  IgG  molecules  from 
other  vertebrate  species,  which  in  many  cases  can 
compete  with  native  IgG  for  binding  sites.  B lym- 
phocytes have  also  been  shown  in  a variety  of  species, 
including  man,  to  bind  aggregates  of  IgG.17  Whether 
the  aggregate  receptor  is  different  from  the  Fc  re- 
ceptor, or  both  are  actually  Fc  receptors  with  speci- 
ficity directed  against  different  domains,  is  not 
known.  Teleologically,  it  would  seem  that  mainte- 
nance of  an  Fc  receptor  with  reduced  specificity 
toward  ligand  would  be  beneficial  for  the  host. 

Although  these  types  of  ligand-binding  studies 
have  resulted  in  the  development  of  clinical  assays 
for  the  quantitation  of  T-  and  B-cell  populations  in 
peripheral  blood,2  they  are  not  definitive.  Cells 
which  have  receptor  characteristics  of  both  cell  types 
and  other  cells,  null  cells,  which  appear  to  lack  these 
receptors  have  been  observed.2  Moreover,  B cells 
lose  their  characteristic  markers  and  receptors  as 
they  undergo  differentiation  to  plasma  cells.  The 
development  of  more  sensitive  assays  for  membrane 
markers  on  lymphoid  cells  is  essential  and  will 
probably  result  in  substantial  alterations  of 
present-day  dogma. 

Lymphoid  cells  are  capable  of  binding  a number 
of  lectins,  such  as  phytohemagglutinin,  concanavalin 
A,  and  others,  through  specific  receptors.  These 
lectins  have  the  capacity  to  cause  agglutination  of 
lymphocytes  and  to  induce  a sequence  of  events 
leading  to  mitosis  or  blast  transformation  (Fig.  4).18-19 
T and  B cells  in  man  and  mouse  can  be  distinguished 
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TABLE  I.  Selectivity  of  lymphocyte  mitogens  for 
T and  B cells 


'-Humana  --Mouse-> 


Phytomitogens  (Lectins) 

T 

B 

T 

B 

Phytohemagglutinin  (PHA) 

+ 

? 

+ 

— 

Concanavalin  A (Con  A) 

+ 

— 

+ 

— 

Wax  bean 

+ 

— 

ns* 

ns 

Pokeweed  (PWM) 

+ 

+ 

+ 

+ 

Insoluble  PHA,  PWM,  Con  A 

+ 

+ 

+ 

+ 

Bacterial  products 

Salmonella  lipopolysaccharide( LPS) 

— 

— 

— 

+ 

Aggregated  tuberculin 

ns 

ns 

— 

+ 

Miscellaneous 

Anti-immunoglobulin  sera 

— 

+ 

— 

+ 

Dextran  PVP 

ns 

ns 

— 

+ 

Trypsin 

ns 

ns 

— 

+ 

*ns  = not  studied. 


TABLE  II.  Surface  markers  on  human  and  murine 
lymphocytes 


Surface  Markers 

Human 

Mouse 

Sheep  erythrocyte  rosette 

T 

formation 

Brain-associated  antigen 

T 

T 

Theta 

T 

TL,Ly 

Thymocytes 

Immunoglobulin 

B 

B 

Antigen-antibody 

B 

B 

complexes 

Aggregated  Ig  (Fc) 

B 

B 

C3 

B 

B 

Antilymphocyte 

T 

T 

(thymocyte)  sera 

Anti-B-cell  sera 

B 

B 

Anti-T-cell  sera 

T 

T 

Epstein-Barr  virus 

B 

by  their  response  to  different  mitogens,  as  shown  in 
Table  I,  and  it  is  important  to  note  that  the  form  of 
mitogen  presentation,  soluble  versus  insoluble,  can 
influence  T-  or  B-cell  response. 

The  precise  characterization  of  receptors  and  de- 
terminants on  lymphocyte  subpopulations  remains 
a major  prerequisite  for  elucidating  the  complex  in- 
teraction that  occurs  with  antigen,  macrophages,  and 
other  cell  types.  At  present,  T and  B cells  are  iden- 
tified by  immunoreceptors  and  markers  (Table  II). 
It  is  essential  to  note  that  the  classification  is  empiric 
and  may  be  dependent  on  cell  cycle,  cyclic  nucleo- 
tides, or  other  complex  intracellular  regulatory 
mechanisms  which  are  not  understood. 

The  monocyte-macrophages  are  primarily 
phagocytic  cells  (Fig.  5).  They  have  membrane  re- 
ceptors which  are  specific  for  two  of  the  four  major 
subclasses  of  human  IgG,  IgGi  and  IgG3.  The 
binding  site  on  the  immunoglobulin  molecule  has 
been  localized  to  a specific  domain,  CH3,  of  the 
molecule.  'The  monocyte-macrophage,  in  addition, 
has  an  independent  C3  receptor  system  which  rec- 
ognizes the  activated  form  of  the  third  component  of 
complement,  C3b-  These  receptors  are  of  impor- 
tance in  the  binding  and  engulfment  of  opsonized 


FIGURE  5.  Monocyte.  (A)  Diagrammatic  representation. 
(B)  Photomicrograph. 


bacteria  and  erythrocytes.20-22  Macrophage  Fc  and 
C3  receptors  are  also  important  in  the  mechanism  of 
immune  hemolytic  anemias.  Moreover,  mononu- 
clear phagocytes  have  the  capacity  to  bind  antigen 
and  antigen-antibody  complexes.  Although  the 
macrophage  frequently  degrades  the  antigen  which 
binds  to  its  surface,  there  is  considerable  evidence 
that  small  amounts  of  antigen  bound  to  the  macro- 
phage membrane  may  be  potent  in  the  afferent  or 
induction  phase  of  the  immune  response.21  These 
cells  may  then  interact  with  B and/or  T lymphocytes, 
leading  to  an  immune  response.  The  ability  of  the 
macrophage  to  interact  with  B and  T lymphocytes 
is  in  part  determined  by  certain  genetic  regulatory 
mechanisms  which  will  herein  be  discussed. 

It  has  thus  become  apparent  that  the  precise  and 
detailed  characterization  of  the  membrane  compo- 
nents of  cells  involved  in  immunologic  phenomena 
and  the  events  which  follow  the  interaction  of  anti- 
body or  antigen  or  lymphoid  cells  or  mononuclear 
phagocytes  with  various  tissue  cells  is  critical  to  the 
elucidation  of  host  defense  mechanisms. 

Membrane  immunogenetics 

There  are  three  basic  aspects  of  membrane  im- 
munogenetics which  we  will  consider.  The  first  ob- 


1 088  New  York  State  Journal  of  Medicine/ July  1 976 


— 0.5eM 


servation  is  the  existence  of  a histocompatability 
locus.  This  locus  has  been  most  extensively  studied 
in  man,  mice,  guinea  pigs,  and  rats.23-25  Genetic 
mapping,  primarily  in  mice,  has  utilized  procedures 
involving  recombination  analysis.  The  second 
concept  is  that  the  genetic  products  within  this  locus, 
which  is  characterized  by  extensive  genetic  poly- 
morphism, determine  allograft  survival  or  rejection, 
graft  versus  host  reactions,  T-B  cell-macrophage 
interactions,  and  the  ability  to  elicit  an  immune  re- 
sponse to  various  synthetic  and  natural  antigens. 
They  also  appear  to  determine  the  MLR  or  MLC 
(mixed  leukocyte  reaction)  and  CML  (cell-mediated 
lysis)  reaction.  The  control  of  serum  complement 
levels  Cl, 4, 2,  and  3, 26,27  the  ontogeny  of  the  appear- 
ance of  the  receptor  for  C3  on  B lymphocyte  sub- 
populations,26 and  resistance  to  certain  murine  on- 
cogenic viruses29  have  also  been  related  to  this  locus. 
The  third  aspect  will  be  concerned  with  the  mecha- 
nism by  which  this  genetic  locus  exerts  such 
pleiotropic  effects.  A logical  presumption  is  that  the 
initial  event  in  all  of  the  already  cited  biologic  phe- 
nomena involves  a recognition  signal  at  the  level  of 
the  plasma  membrane.  The  genetic  products  at  this 
locus  would  then  function  as  membrane  markers, 
determinants,  receptors,  and  antigens.  They  would 
be  on  the  membrane  surface  and  promote  cell-cell 
interaction  within  immunologic  and  nonimmunologic 
cell  systems,  and  transmit  to  the  nucleus  the  proper 
signal  to  convert  a resting  cell  to  an  immunologically 
active  one. 

The  genetics  and  biochemistry  of  the  histocom- 
patibility locus  has  been  most  extensively  studied  in 
the  mouse  and  will  be  presented  as  a model.  Despite 
apparent  similarities  between  the  MHC  (major  his- 
tocompatibility locus)  in  different  animals,  basic 
differences  exist;  one  example  of  this  is  the  map 
location  for  the  MLC  response  in  the  HL-A  (human 
histocompatibility  system)  as  compared  to  H-2  (the 
murine  histocompatibility  system).  A discussion  of 
the  I region  of  the  H-2  system  will  be  presented,  since 
the  responses  or  nonresponses  to  various  antigens 
have  been  mapped  to  this  region.  Beta-2-micro- 
globulin,  a protein  which  is  not  believed  to  be  linked 
to  the  H-2  locus  and  has  been  recently  reported  to  be 
on  a separate  chromosome  from  HL-A,30  will  then  be 
discussed,  since  this  protein  provides  important  clues 
for  the  evolution  of  the  histocompatibility  locus  and 
its  relation  to  the  immunoglobulin  genetic  system. 
Finally,  we  will  attempt  to  relate  the  histocompati- 
bility locus  to  the  cell  membrane,  consider  macro- 
molecular  complexes  present  on  the  membrane,  and 
determine  structure-function  relationships. 

MHC  (major  histocompatibility  locus) 

The  major  histocompatibility  locus  in  mice,  lo- 
cated on  the  IX  linkage  group  or  the  seventeenth 
chromosome,31  has  been  divided  into  four  major  re- 
gions: the  K,  closest  to  the  centromere;  the  I,  which 
has  been  subdivided  at  present  into  the  IA,  IB,  and 
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FIGURE  6.  Genetic  map  of  H-2  locus.*24 

IC;  the  S region;  and  the  D region,  which  is  most 
distal  from  the  centromere  (Fig.  6).24  The  various 
genes  at  the  H-2  locus  form  the  H-2  haplotype,  and 
these  are  expressed  as  superscript  letters.  Thus,  for 
example,  the  Balb/c  mouse,  which  has  an  H-2d  hap- 
lotype, has  the  d allele  at  the  K,I,S,  and  D loci.  An 
H-2b  mouse,  C57BL  strain,  would  have  the  b hap- 
lotype at  each  of  the  H-2  regions.  Through  genetic 
crosses  of  these  haplotypes,  one  would  predict  that 
some  of  the  progeny  would  represent  recombinants 
within  the  H-2  locus. 

The  earliest  studies  on  the  MHC  were  done  by 
Gorer  in  1936, 32  who  demonstrated  the  existence  of 
H-2  antigens  by  serologic  methods.  The  role  these 
antigens  played  in  graft  rejection  was  realized  by 
Gorer  in  1937.33  Later  investigations  established 
that  the  serologically  determined  membrane  antigens 
expressed  on  the  membrane  surfaces  of  all  cell  types 
studied,  excluding  germ  cells  and  embryonic  tissue, 
represent  the  gene  products  of  the  K and  D region  34 
Genetic  incompatibility  at  these  loci  determines  al- 
lograft rejection  and  cell-mediated  lysis. 

The  frequency  of  recombination  between  two  loci 
is  inversely  related  to  the  map  distance  between  the 
two  markers.  Thus,  one  would  predict  that  the  fre- 
quency of  recombination  occurring  between  the  K 
and  I regions  would  be  less  than  recombinants  oc- 
curring between  the  K and  D regions.  This  is  ob- 
served, and  the  frequency  of  recombinants  occurring 
between  the  K and  D regions  is  about  0.5  per  cent. 
The  genetic  distance  between  the  K and  D regions  is 
determined  by  convention  as  0.5  centimorgans.24 
Therefore,  it  is  possible  to  derive  recombinant 
strains,  maintain  the  recombinant  haplotype  by  in- 
breeding,  and  in  this  manner  genetically  dissect  the 
H-2  locus.  The  genetic  position  of  the  K,  I,  S,  and 
D regions  was  therefore  determined  by  an  analysis 
of  the  frequency  of  recombination.  Recombination 
studies  have  also  been  used  to  determine  whether  the 
ability  to  respond  to  two  different  antigens  is  under 
unigenic  or  multigenic  control.  If  the  immune  re- 
sponse to  antigens  x and  y is  under  multigenic  con- 
trol, then  it  should  be  possible  to  obtain  recombi- 
nants which  can  elicit  a response  to  antigen  x or  y,  but 
not  both.  If  the  response  to  x and  y is  due  to  a single 
gene,  then  it  would  be  highly  unlikely  that  a recom- 
binant would  be  obtained  that  could  elicit  a response 
to  one  but  not  to  the  other  antigen.  This  is  owing  to 
genetic  map  distance  and  the  fact  that  the  frequency 
of  intercistronic  recombination  is  much  greater  than 
the  frequency  of  intracistronic  recombination. 
Through  basic  genetic  manipulations,  it  is  possible 

* Reprinted  by  permission  of  the  authors  and  Advances  in 
Immunology. 
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to  study  the  H-2  locus  and  derive  congenic  strains  of 
mice  differing  at  only  one  genetic  region  of  the  MHC. 
Anti-H-2  antibodies  can  then  be  obtained  against  the 
entire  locus  or  against  certain  regions  by  alloim- 
munization with  the  appropriate  strains.  However, 
the  products  between  the  K and  D regions  are  not 
always  antigenically  distinct,  and  serologic  cross- 
reactivity had  impeded  their  characterization.  Thus, 
the  basic  genetic  features  of  the  MHC  include  the 
presence  of  multiple  genes  in  a single  cluster,  cross- 
reactivity that  occurs  between  different  gene  prod- 
ucts, and  a system  characterized  by  extensive  poly- 
morphism, in  which  30  different  haplotypes  have 
been  identified. 

We  shall  consider  some  biochemical  and  immu- 
nologic properties  of  the  K and  D gene  products. 
The  K and  D products  can  be  divided  serologically 
into  two  classes  of  specificities.  Private  specificities 
represent  those  antigenic  properties  of  the  H-2  an- 
tigens that  determine  their  immunologic  identity, 
and  these  specificities  are  uniquely  determined  by 
the  K or  D loci  of  each  haplotype.  Public  specifici- 
ties are  characterized  by  cross -reactivity  between  the 
K and  D gene  products.  These  public  specificities 
can  be  attributed  to  either  the  K or  D loci  or  even 
both,  and  in  some  cases  these  molecules  share  im- 
munologic similarity  with  nonidentical  haplotypes. 
Since  the  H-2  locus  exists  as  autosomal  codominant 
alleles,  it  is  possible  to  have  four  H-2  antigens  present 
on  the  cell  surface  of  a heterozygote,  each  with  a 
private  specificity.  The  demonstration  of  inde- 
pendent translational  mobility  of  these  molecules 
within  the  membrane  continuum,  using  fluoro- 
chrome-labeled  markers  visualized  by  ultraviolet 
microscopy,  is  evidence  for  their  existence  on  the  cell 
surface  as  independent  species.  It  is  also  possible  to 
precipitate  individual  H-2  antigens  from  solubilized 
proteins  independent  of  the  other  H-2  antigens 
present.24,35 

The  H-2  antigens  have  been  fractionated  from  the 
cell  surface  by  two  different  methods,  the  first  in- 
volving proteolysis  by  the  presumed,  membrane- 
impermeable  reagent  papain,  and  the  second  by 
solubilization  of  the  membrane  using  nonionic  de- 
tergents.35 

The  structure,  composition,  and  molecular  weight 
of  the  HL-A  antigens  and  the  H-2  antigens  appear 
to  be  very  similar.  Both  are  glycoproteins  with 
molecular  weights  of  approximately  90,000  following 
detergent  solubilization.  The  molecular  weight  is 
decreased  to  43,000  to  45,000  in  the  presence  of  re- 
ducing agents.  Papain  treatment  of  the  membrane 
yields  material  which  is  somewhat  smaller  than  the 
monomeric  form  of  the  detergent-solubilized  mate- 
rial. SDS  (Sodium  Dodecyl  Sulfate)  gel  electro- 
phoretic patterns  of  papain-solubilized  membrane 
reveal  the  presence  of  two  species,  one  with  a mo- 
lecular weight  of  about  33,000  which  retains  antigenic 
specificity  and  has  carbohydrate  present,  and  the 
ot!  r species  with  a molecular  weight  between  1 1,000 


and  12,000  and  no  carbohydrate  present.35  This 
smaller  peptide  was  initially  called  the  CPF  (common 
portion  fragment)  as  it  was  identical  in  HL-A  prep- 
arations of  different  haplotypes.  It  now  appears  that 
CPF  is  beta-2-microglobulin,36  and  it  appears  that 
a murine  beta-2-microglobulin  is  resolved  on  H-2 
preparations.  Biochemical  studies  suggest  that  the 
antigenic  specificity  of  the  transplantation  antigens 
is  due  to  the  tertiary  structure  of  the  protein  and  that 
tyrosine  residues  play  an  important  role  in  mainte- 
nance of  the  proper  conformation.  Regardless  of  the 
H-2  haplotype,  the  carbohydrate  consists  of  the  same 
monosaccharide  units,  galactose,  glucosamine, 
mannose,  fucose,  and  neuraminic  acid  serving  as  the 
terminal  residue.  The  present  model  for  the  car- 
bohydrate is  that  it  exists  as  1 to  2 chains  on  the 
33,000  dalton  portion  of  the  antigen.  Removal  of 
these  residues  by  sequential  enzymatic  treatment 
does  not  result  in  loss  of  antigenic  activity.  Perhaps 
the  carbohydrate  side  chains  are  necessary  for  sta- 
bilization of  the  histocompatibility  antigens  in  the 
membrane.35  Further  studies  are  necessary  to  re- 
solve this  point,  and  the  isolation  of  mutant  cells 
which  fail  to  attach  carbohydrate  moieties  to  the 
histocompatibility  antigen  would  be  of  interest. 
Biochemical  and  immunologic  studies  of  the  K and 
D gene  products  suggest  that  the  amount  of  homol- 
ogy between  two  different  alleles  at  the  same  loci  is 
the  same  as  that  between  the  two  loci  for  the  same 
allele.  To  describe  this  relationship  using  H-2  no- 
menclature it  can  be  restated  that  the  homology  be- 
tween Kb-Kd  or  Db-Dd  is  equivalent  to  the  homology 
shared  between  Kb-Db  or  Kd-Dd.  The  homology  is 
significant  and  related  to  the  presence  of  public 
specificities.  It  has  been  postulated  that  the  K and 
D gene  products  evolved  by  a tandem  duplication 
from  a precursor  gene  occurring  late  in  evolutionary 
development. 

The  S region,  situated  between  the  K and  D re- 
gions, controls  the  expression  of  the  Ss  (serum  sero- 
logic variant)  and  Sip  (sex-linked  protein)  serum 
proteins.23*24  The  Ss  gene  controls  the  quantitative 
levels  of  the  Ss  protein  which  is  a serum  beta-globu- 
lin. The  Ssh  allele  produces  as  much  as  a twenty-fold 
difference  in  Ss  levels  as  the  Ss1  allele.  The  expres- 
sion of  the  Sip  protein  also  appears  to  be  influenced 
by  two  alleles.  The  Sip  protein  is  only  expressed  in 
males,  but  can  also  be  expressed  in  females  or  cas- 
trated males  that  are  Sip  positive  by  testosterone 
treatment.  Anti-Ss  and  anti-Slp  react  with  the  same 
molecules  in  an  Sip  positive  animal,  although  not  all 
Ss  molecules  react  with  anti-Slp.  Thus,  the  genes 
controlling  Ss  and  Sip  are  closely  linked  and  not  di- 
visible at  present,  and  it  appears  that  several  of  the 
Ss  molecules  in  serum  have  Sip  determinants.23-24 
The  Ss  and  Sip  loci  are  probably  under  similar  con- 
trol mechanisms,  and  both  are  serum  proteins  and 
have  never  been  demonstrated  to  appear  on  mem- 
brane surfaces.  Very  recently,  serum  complement 
levels  have  been  reported  to  be  linked  to  the  Ss  al- 
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lele.37  The  Ss  protein  has  been  tentatively  identified 
as  the  fourth  component  of  complement.38  Finally, 
it  has  also  been  determined  that  C3  levels  are  linked 
to  HL-A  haplotypes.39  The  genes  determining  the 
immune  response  to  a variety  of  antigens,  the  MLR 
locus,  the  GVHR  (graft  versus  host  reaction), 
transplantation  antigens,  and  the  lymphocyte  la 
antigens  have  been  mapped  to  this  region.  For  the 
sake  of  clarity,  a discussion  of  the  immune  response 
genes  will  be  presented  first,  followed  by  a discussion 
of  membrane  antigens  coded  for  by  genes  within  this 
region. 

Antigens  which  have  been  used  to  study  the  ge- 
netic control  of  the  immune  response  have  been  of 
three  major  types.40-42  Historically,  the  investiga- 
tions employed  native  antigens  such  as  diphtheria 
toxoid  and  insulin.  The  second  group  of  antigens 
employed  were  synthetic  antigens  which  have  a 
limited  and  characterized  number  of  antigenic 
specificities.  The  third  group  of  antigens  include  the 
alloantigens,  of  which  theta  antigen  is  an  example. 
That  genetic  factors  will  influence  an  animal’s  im- 
munologic response  toward  a foreign  antigen  has  long 
been  recognized.  Scheibel  in  1943, 43  following  im- 
munization of  random-bred  guinea  pigs  with  diph- 
theria toxoid,  divided  the  animals  into  “good”  and 
“poor”  responders.  Following  several  generations 
of  inbreeding  where  good  and  poor  responders  were 
kept  distinct  and  bred  separately,  he  was  able  to 
separate  these  two  inbred  lines  completely  into  uni- 
formly good  and  poor  responders.  Since  relatively 
few  generations  were  required  to  perform  this  se- 
lection process,  Scheibel  suggested  that  the  number 
of  genes  determining  low  response  to  the  toxoid  that 
had  to  be  segregated  were  few  in  number.  The 
studies  of  Arquilla  and  Finn44  with  inbred  strains  2 
and  13  guinea  pigs  demonstrated  that  not  only  was 
the  response  to  an  antigen  under  genetic  control,  but 
that  genetic  influences  determined  the  ability  to  re- 
spond to  specific  antigenic  determinants.  Using  beef 
insulin  as  the  antigen,  they  observed  that  antibodies 
made  by  strain  2 animals  did  not  compete  with  an- 
tibodies made  by  strain  13  animals  for  binding  to 
insulin.  Therefore,  the  two  strains  differed  in  that 
they  had  the  genetic  capability  to  recognize  different 
antigenic  determinants  on  the  same  molecule. 

The  existence  of  IR  (immune  response)  genes  in 
guinea  pigs  was  suggested  by  observations  that  cer- 
tain random-bred  animals  developed  cellular  and 
humoral  response  to  DNP  (dinitrophenol)  when 
coupled  to  the  random  polymer  PLL  (poly  L ly- 
sine).45 Other  animals,  however,  did  not  elicit  any 
immunologic  response  to  DNP-PLL,  and  genetic 
crosses  suggested  that  the  ability  to  respond  to  this 
hapten  DNP-carrier  PLL  system  could  be  explained 
by  the  segregation  of  two  alleles  at  the  same  locus. 
Further  investigations  by  Gasser  and  Silvers40  and 
McDevitt  and  Benacerraf41,46  indicated  that  strain 
2 guinea  pigs  could  respond  to  DNP-PLL  or  to  DNP 
coupled  to  a copolymer  of  GL  (glutamic  acid  and 


FIGURE  7.  Structure  of  (T,G)-A-L.  (Reprinted  by  permis- 
sion of  the  authors  and  the  Journal  of  Experimental  Medi- 
cine).46 

lysine)  but  not  to  a copolymer  of  GT  (L-glutamic  acid 
and  L-tyrosine).  Strain  13  guinea  pigs  on  the  other 
hand  were  capable  of  responding  to  GT  but  not  to 
DNP-PLL  or  DNP-GL. 

That  the  genetic  control  of  this  hapten-carrier 
system  was  at  the  level  of  the  carrier  and  not  the 
DNP  hapten  was  demonstrated  by  the  ability  of  re- 
sponder animals  to  elicit  an  antibody  response  to  four 
different  PLL  conjugates,  while  nonresponders  failed 
to  elicit  an  immune  response  to  any  of  the  haptens. 
It  has  further  been  shown  that  complexing  DNP- 
PLL  to  MBSA  (methylated  bovine  serum  albumin) 
results  in  an  anti-DNP  response  in  strain  13  animals. 
These  studies  suggested  that  control  of  the  immune 
response  to  these  hapten-carrier  molecules  was  re- 
lated to  the  ability  of  the  animal  to  recognize  the 
carrier  moiety  as  antigenic.  Since  strain  2 animals 
could  respond  to  both  PLL  and  GL  carrier  molecules, 
the  question  arose  as  to  whether  the  PLL-IR  gene 
also  determined  response  to  GL  or  whether  PLL  and 
GL  recognition  were  due  to  separate  genes.  It  was 
observed  that  certain  random-bred  animals  could 
respond  to  PLL  and  not  to  GL,  and  therefore  the 
ability  to  respond  to  the  PLL  and  GL  carriers  is 
under  separate  genetic  control.  Following  the  dis- 
covery by  McDevitt  and  Chinitz47  that  the  Ir-1  gene 
of  mice,  that  controlling  the  response  to  the  synthetic 
peptide  TGAL,  as  herein  described,  is  closely  linked 
to  the  H-2  locus,  Benacerraf  and  McDevitt  reported 
that  the  PLL  gene  was  closely  linked  to  the  guinea 
pigs’  histocompatibility  locus.46 

The  existence  of  immune  response  genes  in  mice 
was  recognized  in  the  mid-1960s  through  the  work  of 
McDevitt,  Sela,  and  others.48-50  McDevitt  and  Sela 
synthesized  the  polypeptide  antigens  (T,G)-A-L,  and 
(H,G)-A-L  to  study  the  genetic  control  of  antibody 
response  to  these  antigens.  These  antigens  and 
others,  such  as  (Phe,G)-A-L  have  the  same  basic 
structure.  A model  of  the  synthetic  antigen  (T,G)- 
-A-L  is  seen  ip  Figure  7.48  It  is  important  to  note, 
however,  that  these  antigens,  although  simple  in 
structure,  are  large  molecules.  The  (T,G)-A-L  and 
(H,G)-A-L  used  in  their  earlier  studies  had  an  av- 
erage molecular  weight  of  232,000  and  40,000  re- 
spectively. The  amount  of  antibody  produced  in 
response  to  the  immunization  was  in  most  instances 
quantitated  by  employing  a modified  Farr  technique; 
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TABLE  III. 

Per  cent  of  antigen  bound  by 

immune  sera 

DBA-H-2k 

C57-H-2b 

Antigen 

(Per  Cent) 

(Per  Cent) 

(T,G )— A — L 

10  to  30 

70  to  100% 

(H,G)-A — L 

10  to  40 

0 

the  antigen  is  radio-labeled,  incubated  with  the  sera 
from  the  immunized  animal,  and  the  precipitate  is 
counted  for  radioactivity.  Once  such  a relationship, 
high  versus  low,  is  established,  genetic  crosses  be- 
tween the  two  strains  will  determine  whether  or  not 
the  response  is  dominant;  backcrosses  will  determine 
how  many  genes  control  the  ability  to  respond  to  the 
antigen  and  whether  it  is  linked  to  the  H-2  locus. 
Finally,  by  studying  recombinant  species  the  location 
of  this  gene  within  the  H-2  locus  can  be  mapped. 
Employing  this  type  of  analysis,  the  following  rela- 
tionship was  observed  where  the  per  cent  of  antigen 
bound  by  sera  from  DBA  mice  (H-2k)  and  C57  (H-2b) 
was  studied  (Table  III).48 

It  was  thus  determined  that  the  immune  response 
to  (T,G)-A-L  and  (H,G)-A-L  was  under  separate 
genetic  control  and  that  this  control  was  linked  to  the 
H-2  locus.  In  both  cases  response  was  dominant  in 
heterozygous  Fi  progeny.  A good  response  to 
(T,G)-A-L  was  correlated  to  the  H-2b  haplotype,  for 
(H,G)-A-L  it  was  associated  with  the  H-2k  hap- 
lotype, and  to  the  antigen  (Phe,G)-A-L,  high  re- 
sponders were  observed  in  the  H-2a’b,d,k,q  haplotypes, 
but  not  in  the  H-2S  haplotype.  The  gene  controlling 
response  to  (T,G)-A-L  has  been  identified  as  IR-1 
and  has  been  mapped  to  the  I region,  specifically  IA. 
It  must  be  pointed  out,  as  with  (Phe,G)-Pro-Lys), 
that  Ir  genes  do  not  have  to  map  within  the  I region, 
or  even  be  linked  to  the  H-2  locus.  These  genes  may 
be  sex-linked  or  located  on  different  chromosomes.51- 
54  In  addition  to  the  existence  of  the  Ir  genes  to 
these  synthetic  antigens,  Ir  genes  that  in  many  in- 
stances can  be  mapped  within  the  I region  have  also 
been  reported  for  native  antigens  and  for  alloanti- 
gens.  We  shall  discuss  certain  Ir  genes  for  natural 
antigens  and  simply  list  others  (Fig.  8).  Our  list  is 
in  no  sense  complete,  and  it  is  evident  that  the  ma- 
jority of  the  Ir  genes  have  yet  to  be  identified. 

Immune  response  genes  to  natural  antigens  appear 
to  be  as  highly  specific  as  the  Ir  genes  demonstrated 
with  the  synthetic  polypeptides.  The  DBA  mice 
have  been  studied  for  their  ability  to  respond  to 
xenogeneic  lysozyme  from  three  avian  sources,  dif- 
fering in  primary  sequences  only  within  residues  99 
to  103.  The  observations  from  these  studies  indicate 
the  high  degree  of  specificity  that  the  Ir  gene  exhibits 
toward  the  lysozyme  molecule  (Table  IV).55 

Lieberman  and  co-workers56-57  have  demonstrated 
the  existence  of  IR  genes  which  have  been  mapped 
within  the  IA  and  IB  subregions  and  determined  the 
. sponse  to  genetic  markers  on  murine  myeloma 
proteins;  response  is  dominant,  and  nonresponse  is 
recessive.  Recent  studies  employing  DNP  conju- 

te  o bovine  or  porcine  insulin  as  a carrier  mole- 

3e  have  demonstrated  the  presence  of  an  TR  gene 
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Genetic  mapping  of  immune  respon.es  to  various  antigens  to  positions 
in  the  H-2  gene  complex.  The  recombinant  haplotypes  that  define  the  region ( s ) to 
which  each  Ir  gene  maps  arc  indicated  for  each  antigen.  GAT'®,  copolymer  (l-G1u- 
L-Ala-L-Tyr).;  GL<£,  copolymer  ( L-C.lu^-L-I.ys^-L-Plie ) ; Sip,  sex-limited  protein, 
LDHi;-lactate  dehydrogenase  B isozyme;  TC,  thyroglobulin;  OA,  o\  albumin,  OM 
ovomucoid;  H-Y,  male  histocompatibility  locus. 


FIGURE  8.  Position  of  IR  genes  within  H-2  locus.*24 


TABLE  IV.  Response  of  DBA  mice  to  avian  lysozyme 


Source 

Response 

c 

lequem 

101 

99 

100 

102 

103 

Turkey 

High 

Ala 

Ser 

Gly 

Gly 

Asp 

Hen 

Low 

Val 

Ser 

Asp 

Gly 

Asp 

Japanese  quail 

High 

Ala 

Ser 

Gly 

Val 

His 

or  genes  controlling  recognition  of  insulin  which  is 
linked  to  the  H-2  locus.58  As  in  the  case  of  lysozyme, 
this  IR  gene  exhibits  great  specificity  and  can  rec- 
ognize subtle  differences  in  the  primary  structure  of 
insulin  molecule^  from  different  species.  The  only 
difference  between  the  two  molecules  is  in  two  resi- 
dues in  the  A chain  at  Ag  and  Aio  where  threonine 
and  isoleucine  in  the  porcine  molecule  has  been  re- 
placed in  bovine  insulin  by  alanine  and  valine.  The 
Balb/c  H-2d  strain  is  a high  responder,  anti-DNP  and 
anti-insulin  when  porcine  or  bovine  insulin  serves  as 
the  carrier  moiety.  The  C57  B1  H-2b  strain  is  a low 
responder  with  porcine  insulin  as  the  carrier  and  a 
high  responder  with  bovine  insulin.  The  C57  B1 
H-2k  strain  is  a poor  responder  with  either  molecule. 
These  studies  recall  the  earlier  work  of  Arquilla  and 
Finn,44  and  it  would  be  important  to  determine 
whether  the  antisera  against  bovine  insulin  in  the 
C57  B1  and  Balb/c  strains  were  against  the  same  or 
different  antigenic  determinants  on  the  insulin 
molecule. 

Other  IR  genes  have  been  reported  which  are 
linked  to  the  H-2  locus  including  the  RGV-1  (resis- 
tance to  Gross  leukemia  virus).29  It  appears  that  two 
unlinked  recessive  genes  are  associated  with  the  es- 
tablishment of  a susceptible  state  to  the  Gross  leu- 
kemia virus.  Only  one  of  these  two  genes  is  linked 
to  the  MHC,  the  other  segregates  independently  of 
the  H-2  complex.  In  man,  IR  genes  linked  to  the 
HL-A  locus  appear  to  exist.  Two  examples  men- 

* Reprinted  by  permission  of  the  authors  and  Advances  in 
Immunology. 
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tioned  are  an  IR  gene  for  the  ragweed  allergen,  Ra3, 
and  the  streptococcal  antigens,  SK/SD,  and  purified 
nuclease  A.59-60 

Thus,  available  evidence  suggests  the  existence  of 
specific  IR  genes  which  in  many  cases  has  been 
demonstrated  to  map  within  the  MHC  and  has  been 
more  precisely  mapped  in  the  H-2  system  within  the 
I region.  The  most  logical  biologic  product  of  IR 
genes  would  be  a receptor  on  the  membrane  surface 
specific  for  that  antigen.  Following  receptor-ligand 
interaction  an  immune  response  is  elicited.  The  type 
of  immune  response,  primary  or  secondary,  which  is 
controlled  by  these  genes,  and  what  cell  types,  T or 
B cells  or  macrophages,  express  these  receptors  are 
unknown.  Evidence  at  present  in  most  systems 
supports  the  view  that  the  genetic  control  of  antibody 
production  occurs  during  the  secondary  response  in 
the  shift  from  IgM  to  IgG.  The  IR  genes  in  some 
unknown  manner  regulate  only  the  secondary  re- 
sponse in  most  cases.  However,  exceptions  do  exist, 
one  being  the  genetic  control  of  the  IgM  response  to 
Type  III  pneumococcal  cell  walls.52  The  genetic 
control  of  the  immune  response  in  many  cases  is  not 
as  simple  or  well  understood  as  that  to  PLL  and 
TGAL.  In  some  instances  the  response  to  an  antigen 
can  be  controlled  by  several  loci  that  are  not  linked. 
Response  or  nonresponse  can  be  determined  by  one 
locus,  while  other  loci  may  determine  quantitative 
levels  of  immunoglobulin  produced.  We  have 
mentioned  only  a few  examples  of  IR  genes  that  are 
not  linked  to  the  MHC.  Recently,  genes  which  de- 
termine cyclic  AMP  (adenosine  monophosphate) 
levels  following  activation  of  the  adenyl  cyclase  sys- 
tem by  hormonal  stimulation  were  shown  to  be 
linked  to  the  H-2  locus.  High  cyclic  AMP  response 
is  dominant,  and  it  appears  that  two  genes,  one  to  the 
left  and  the  other  to  the  right  of  Ss,  are  involved.61 
Thus,  in  addition  to  the  presence  of  non-H-2-linked 
IR  genes,  genes  mapping  within  the  H-2  complex 
exist  which  are  not  directly  related  to  control  of  the 
immune  response. 

Membrane-associated  histocompatibility  antigens 
have  been  defined  into  two  operational  categories: 
SD  (serologically  defined)  and  LD  (lymphocyte  de- 
fined).62 The  SD  antigens  represent  the  K and  D 
loci  gene  products  and  are  present  on  the  surfaces  of 
most  cell  types.  They  contribute  to  allograft  rejec- 
tion and  result  in  the  generation  of  anti-H-2  sera. 
The  LD  antigens  which  are  limited  to  lymphocytes, 
macrophages,  skin,  and  spermatozoa  were  detected 
by  the  mixed  leukocyte  reaction,  a cellular  assay,  and 
have  been  mapped  within  the  I region  of  the  H-2 
complex.62-64  The  LD  antigens  were  discovered  by 
the  findings  that  cells  having  the  same  H-2  antigens, 
K and  D,  could  in  certain  instances  elicit  an  MLR. 
The  LD  antigen  nomenclature  has  been  revised  from 
lymph  node  antigens  (Lna)  following  the  demon- 
stration of  these  antigens  on  the  surfaces  of  lymph- 
node  cells,65’66  the  lymphocyte  activity  determinants 
(lad)  detected  by  MLR,24  to  la  or  immune-associated 
antigens.24,67  The  la  antigens  are  glycoproteins  with 


a molecular  weight  of  approximately  30,000.  They 
are  not  believed  to  be  associated  with  K or  D gene 
products  at  the  membrane  surface.66  The  la  anti- 
gens are  coded  for  by  the  IA,  IB,  and  IC  regions,  and 
in  analogy  with  the  K and  D loci,  public  as  well  as 
private  antigenic  specificities  are  present.  The  I 
region  is  also  characterized  by  extensive  genetic 
polymorphism  with  multiple  alleles.55  Also  in 
analogy  with  the  K and  D gene  products  there  is  great 
similarity  and  cross-reactivity  between  different  al- 
leles at  the  same  subregion  and  between  the  same 
allele  at  the  IA,  IB,  and  IC  subregions.55  The  pres- 
ence of  la  antigens  on  B lymphocytes  has  been  well 
established;  however,  the  presence,  quantitative  and 
qualitative,  of  la  on  T lymphocytes  is  con- 
troversial.63,67-69 It  appears  that  the  la  antigens  are 
present  on  some  subpopulations  of  T cells,  all  the 
specificities  detected  on  B cells  have  been  reported 
on  T cells,  and  the  presence  or  absence  of  la  is  de- 
pendent on  cell  cycle  and  the  developmental  state. 70- 
72  Antisera  to  the  la  antigens  in  mouse  inhibits  the 
MLC24  and  blocks  the  aggregate  Fc  receptor  of  B 
cells,73  the  in  vitro  response  to  foreign  erythrocytes,24 
and  a T-cell  supernatant  factor.'4  '5  Anti  la  in 
guinea  pigs  has  been  observed  to  inhibit  the  in  vitro 
proliferative  response  to  antigens  and  T cell-ma- 
crophage interactions.76  77  Adaptive  transfer  ex- 
periments have  demonstrated  that  histocompati- 
bility is  necessary  for  T-B  cell  interaction.1  -'8  In 
inbred  genetically  defined  strains  of  mice  it  was  ob- 
served that  if  compatibility  between  K,  D,  and  S re- 
gions, but  not  the  I region,  existed,  T-B  collaboration 
did  not  occur.  If,  on  the  other  hand,  I region  com- 
patibility existed  without  K,  D,  or  S compatibility, 
T -B  collaboration  could  occur.  The  genes  necessary 
for  T-B  interaction,  Cl  (cell  interaction)  genes,  are 
thus  located  in  the  I region  of  the  MHC.  The  most 
provocative  issue  at  present  related  to  membrane 
immunogenetics  is  the  relation  between  the  Cl  and 
IR  genes  with  the  la  antigens,  all  being  localized 
within  the  I region.  The  simplest  explanation  is  that 
the  la  antigens  are  the  membrane  products  of  the  IR 
genes.  The  la  antigen  could  then  serve  as  the  T-cell 
antigen  receptor  and  act  in  a collaborative  fashion 
with  membrane  immunoglobulin  as  part  of  the  an- 
tigen receptor  on  B cells.  Thus,  a nonresponder  to 
TGAL  would  lack  the  IR-1  gene  and  consequently 
lack  the  la  antigenic  determinant  that  could  serve  as 
receptor  for  TGAL.  Evidence  that  the  la  antigen 
could  serve  as  part  of  the  antigen  receptor  for  T cells 
has  been  obtained  with  a supernatant  factor  derived 
from  sensitizing  T cells  against  TGAL.75  This  factor 
was  capable  of  replacing  T-cell  function  in  collabo- 
ration with  sensitized  B cells  and  lost  this  biologic 
property  following  its  adsorption  with  TGAL,  or 
anti-la.  The  fact  that  anti-la  sera  inhibits  the  ag- 
gregate Fc  receptor  on  B cells  raises  questions  as  to 
whether  la  antigens  are  part  of  the  Fc  receptor. 
Another  possibility  is  that  la  is  located  on  the 
membrane  surface  in  a close  relation  to  the  Fc  re- 
ceptor and  that  inhibition  of  aggregate  binding  by 
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TABLE  V.  Beta  2 homology  with  individual  domains 
of  IgG 


Domain 

Per  Cent 
Homology 

Ck 

26 

CHI 

22 

CH2 

22 

CH3 

28 

C lambda 

21 

anti-la  is  due  to  steric  considerations.  The  la  anti- 
gens appear  to  play  an  important  role  in  both  cellular 
and  humoral  immunologic  responses.  The  genetic 
control  of  IR.  Cl,  and  la  is  unknown. 

Beta-2-microglobulin  is  a small  molecular-weight 
protein  weighing  11,600  daltons,  initially  isolated  by 
Bergg&rd  and  Bearn79  from  the  urine  of  patients  with 
renal  tubular  failure.  This  protein  may  contribute 
directly  to  an  understanding  of  the  evolution  and 
relationship  of  the  MHC  and  immunoglobulin  genes. 
Beta-2-microglobulin  is  100  amino  acid  residues  in 
length,  contains  one  intrachain  disulfide  bond,  and 
exhibits  significant  homology  in  primary  structure 
with  the  constant  region  immunoglobulin  domains 
of  kappa,  lambda,  and  the  IgGi  myeloma  protein, 
Eu  80,8i  Beta-2-microglobulin  exhibits  the  greatest 
degree  of  homology  with  the  CH3  domain  where  28 
of  its  100  residues  exhibit  sequence  homology  (Table 
V).80 

The  immunoglobulin  domain-like  structure  of 
beta-2-microglobulin  is  also  seen  in  its  biologic 
properties.  Beta-2-microglobulin  is  capable  of 
complement  fixation  and  binding  to  the  Fc  receptor 
in  a guinea  pig  macrophage  system,  presumably  CH2 
and  CH3  domain  functions  of  immunoglobulin.82 
Beta-2-microglobulin  is  antigenically  distinct  and 
does  not  react  with  antisera  against  any  of  the  major 
classes  of  immunoglobulin.  In  addition  to  its  pres- 
ence in  the  urine  of  patients  with  renal  tubular  dis- 
ease, beta-2-microglobulin  is  found  in  the  urine, 
serum,  and  cerebrospinal  fluid  of  normal  individuals 
in  lower  amounts.  Beta-2-microglobulin  has  also 
been  detected  on  the  membrane  surfaces  of  lymphoid 
and  nonlymphoid  cell  lines  of  both  normal  and  neo- 
plastic origin.83-86  It  appears  to  be  a membrane  as- 
sociated molecule  in  most  cells  and  in  immunoglob- 
ulin-producing cells  is  under  a separate  genetic  reg- 
ulatory system  from  immunoglobulin  synthesis. 
Beta-2-microglobulin  has  also  been  reported  in  dogs, 
chimpanzees,  rabbits,  mice,  and  rats  and  is  probably 
present  in  all  mammalian  and  perhaps  vertebrate 
species.87”89  As  previously  mentioned,  capping  and 
biochemical  analysis  of  the  HL-A  antigens  indicate 
that  beta-2-microglobulin  is  the  12,000  molecular 
weight  common  portion  fragment  of  the  major 
transplantation  antigens.36’37-90  Membrane  modu- 
lation studies  of  HL-A  and  B2  by  double  labeling 
have  revealed  that  anti-beta-2-microglobulin  will  cap 
all  the  beta-2  and  HL-A  sites  to  the  extent  that  these 
membranes  were  resistant  to  complement-mediated 
lysis  in  the  presence  of  anti- HL-A  or  anti-B2.91>92 


Quantitation  by  iodinated  antisera  revealed  that  the 
lymphocyte  membrane  contains  1 to  3 times  105 
molecules  of  beta-2-microglobulin  per  cell,  and  2 to 
3 times  104  molecules  of  HL-A  per  cell.93  Thus, 
beta-2-microglobulin  can  exist  in  at  least  two  forms 
on  the  human  lymphocyte,  as  part  of  the  HL-A  an- 
tigens and  as  a free  molecular  species.  Beta-2-mi- 
croglobulin  also  appears  to  be  noncovalently  associ- 
ated with  TL94  and  la74  antigens  on  the  cell  surface. 
One  must  however  view  these  observations  with 
caution  based  on  biochemical  fractionation,  since  the 
association  of  B2  with  membrane  determinants 
might  be  an  artifact  resulting  from  the  isolation 
procedure  employed.  Nevertheless,  B2  exhibits  the 
greatest  degree  of  homology  with  the  CH3  domain, 
that  portion  of  the  immunoglobulin  molecule  asso- 
ciated with  the  membrane  surface;  a possible  central 
function  would  be  the  stabilization  of  membrane 
determinants  within  the  membrane  continuum.  In 
man  it  has  recently  been  reported  that  the  MHC 
complex  and  the  genes  coding  for  beta-2-micro- 
globulin  are  on  two  separate  chromosomes.  The 
origin  of  beta-2  is  not  clear,  although  it  has  been 
postulated  that  the  gene  coding  for  beta-2  arose  by 
duplication  of  an  immunoglobulin  precursor  gene 
prior  to  the  duplication  event  resulting  in  the  various 
domains.80  A second  theory  proposes  that  the  gene 
coding  for  beta-2  arose  primarily  as  a result  of  a large 
deletion  in  an  IgG-like  gene.95  The  similarity  in 
primary  structure  of  beta-2  with  the  CH3  domain  of 
IgGi  and  its  association  with  HL-A  antigens  and 
presumably  with  K,  D,  and  I region  antigens,  as  well 
as  with  the  Ss  gen£  product,  suggests  a common  ev- 
olutionary primordial  gene  for  the  MHC  and  the 
immunoglobulin  genetic  system  which  diverged  late 
in  evolutionary  development. 

Conclusion 

It  has  become  evident  that  plasma  membrane- 
associated  immunologic  receptors  play  a major  role 
in  determining  the  immune  response  against  foreign 
and  self-antigens.  We  have  made  a distinction  be- 
tween a membrane  determinant  and  receptor.  Both 
exist  on  the  membrane  surface,  although  a determi- 
nant does  not  appear  to  bind  ligand.  The  distinc- 
tion, however,  as  seen  with  la  antigens  is  often  not 
clear;  it  is  possible  that  the  la  antigens  represent  part 
or  all  of  the  T-  and  B-cell  antigen  receptors.  Al- 
though the  ligand  specificities  of  certain  immunologic 
receptors  have  been  studied  in  detail,  the  biochem- 
istry and  the  genetic  control  of  these  receptors  is  less 
well  known. 

Studies  by  murine  histocompatibility  geneticists 
have  contributed  to  our  understanding  of  the  role  of 
the  plasma  membrane  in  determining  the  immune 
response.  The  MHC  and  specifically  the  H-2  system 
has  been  the  subject  of  intensive  research,  and  the 
clinical  relevance,  as  well  as  the  basic  information 
that  has  been  derived  from  this  system,  has  been 
major.  The  H-2  locus  has  been  subjected  to  such  a 
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FIGURE  9.  Location  of  genes  determining  biologic  prop- 
erties associated  with  H-2  complex.*24 

degree  of  genetic  analysis  that  it  probably  represents 
the  most  clearly  understood  segment  of  a chromo- 
some from  a vertebrate  species.  We  have  discussed 
certain  biologic  traits  which  have  been  attributed  to 
the  H-2  region,  and  their  location  within  the  H-2 
locus  is  seen  in  Figure  9.24  The  amount  of  potential 
genetic  information  present  within  the  H-2  region  far 
exceeds  the  present  number  of  discrete  genes  that 
have  been  recognized  to  exist  with  this  locus.  Other 
IR  genes  will  certainly  be  identified.  The  1 region 
may  be  operationally  divided  into  more  subregions, 
and  other  genetic  regions  may  yet  be  described  with 
the  MHC.  Recently  the  G region  mapping  to  the 
right  of  the  S and  left  of  the  D regions  has  been  de- 
scribed which  controls  the  expression  of  certain 
blood-group  antigens  on  mouse  erythrocytes.'6 

Qualitative  and  quantitative  alterations  in  mem- 
brane receptors  may  occur  in  certain  disease  states. 
The  per  cent  of  T and  B cells,  for  example,  identified 
by  membrane  determinants,  E rosette  and  surface 
immunoglobulin,  is  altered  in  chronic  lymphocytic 
leukemia  with  an  increase  in  the  per  cent  of  B cells, 
those  exhibiting  surface  immunoglobulin.  A greater 
understanding  of  immunologic  alterations  in  disease 
states  awaits  an  elucidation  of  the  biochemistry  and 
molecular  biology  of  plasma  membrane  immunologic 
receptors  and  determinants. 

University  of  Minnesota  Medical  School 
Mayo  Memorial  Building  Box  1 
Minneapolis,  Minnesota  55455 
(DR.  DOUGLAS) 

References 


1.  Greaves,  M.  D.,  Owen,  J.  J.,  and  Raff,  M.  C.:  T and  B 
Lymphocytes:  Origins,  Properties  and  Roles  in  Immune  Re- 
sponses, Excerpta  Medica,  New  York,  American  Elsevier  Pub- 
lishing Co.,  1973. 

2.  Moller,  G.:  Transplantation  Reviews,  Copenhagen, 

Munksgaard,  1973,  vol.  16. 

* Reprinted  by  permission  of  the  authors  and  Advances  in 
Immunology. 


3.  Rosenthal,  A.  S.:  Immune  Recognition,  New  York,  Aca- 
demic Press,  1975. 

4.  Taub,  R.  N.,  and  Douglas,  S.  D.:  Physiologic  and  immu- 
nologic role  of  lymphocytes,  in  Root,  W.  S.,  and  Berlin,  N.  I.,  Eds.: 
Physiologic  Pharmacology,  New  York,  Academic  Press,  1974,  vol. 
5,  p.  363. 

5.  Warner,  N.  L.:  Membrane  immunoglobulins  and  antigen 
receptors  on  B and  T lymphocytes.  Advances  Immunol.  19:  67 
(1974). 

6.  Ehrlich,  P.:  Collected  Studies  on  Immunity,  New  York, 
John  Wiley  and  Sons,  1906. 

7.  Vitetta,  E.  S.,  Baur,  S.,  and  Uhr,  J.  W.:  Cell  surface  im- 

munoglobulin. II.  Isolation  and  characterization  of  immuno- 
globulin from  mouse  splenic  lymphocytes,  J.  Exper.  Med.  134:  242 
(1971).  * 

8.  Vitetta,  E.  S.,  Bianco,  C.,  Nussenzweig,  V.,  and  Uhr,  J.  W.: 
Cell  surface  immunoglobulin.  IV.  Distribution  among  thymo- 
cytes, bone  marrow  cells,  and  their  derived  populations,  ibid.  136: 
81  (1972). 

9.  Marchalonis,  J.  J.,  Cone,  R.  E.,  and  Atwell,  J.  L.:  Isolation 
and  partial  characterization  of  lymphocyte  surface  immuno- 
globulins, ibid.  135:956(1972). 

10.  Nossal,  G.  J.,  and  Ada,  G.  L.:  in  Dixon,  F.  J.,  and  Kunkel, 
H.  G.,  Eds.:  Antigens,  Lymphoid  Cells  and  the  Immune  Re- 
sponse, New  York,  Academic  Press,  1971,  pp.  61,  99. 

11.  Roitt,  I.:  Essential  Immunology,  Oxford,  Blackwell  Sci- 
entific, 2nd  printing,  1972. 

12.  Weiss,  L.:  The  Cells  and  Tissues  of  the  Immune  System, 
Englewood  Cliffs,  New  Jersey,  Prentice-Hall,  Inc.,  1972,  pp.  50, 
81. 

13.  Feldmann,  M.:  Immunogenicity  in  vitro:  structural 

correlation,  in  Ada,  G.  L.,  Ed.:  Contemporary  Topics  in  Molecular 
Immunology,  New  York,  Plenum  Press,  1974,  vol.  3,  p.  57. 

14.  Nussenzweig,  V.:  Receptors  for  immune  complexes  on 
lymphocytes,  Advances  Immunol.  19:  217  (1974). 

15.  Dierich,  M.  P.,  and  Reisfeld,  R.  A.:  C3  receptors  on  lym- 
phoid cells:  isolation  of  active  membrane  fragments  and  solubi- 
lization of  receptor  complexes,  J.  Immunol.  114: 1676  (June)  1975. 

16.  Jondal,  M.,  and  Klein,  G.:  Surface  markers  on  human  B 
and  T lymphocytes.  II.  Presence  of  Epstein-Barr  virus  receptors 
on  B lymphocytes,  J.  Exper.  Med.  138: 1365  (Dec.  1)  1973. 

17.  Dickler,  H.  B.,  and  Kunkel,  H.  G.:  Interaction  of  aggre- 
gated gamma-globulin  with  B lymphocytes,  ibid.  136:  191  (1972). 

18.  Douglas,  S.  D.:  Human  lymphocyte  growth  in  vitro: 

morphologic,  biochemical,  and  immunopathologic  events,  Inter- 
nat.  Rev.  Exper.  Path.  10:  41  (1971). 

19.  Elves,  M.  W.:  The  Lymphocytes,  2nd  ed.,  Lloyd-Luke 
Publishers,  1972. 

20.  Pearsall,  N.,  and  Weiser,  R.:  The  Macrophage,  Phila- 
delphia, Lea  and  Febiger,  1970. 

21.  Unanue,  E.  R.:  The  regulatory  role  of  macrophages  in 
antigenic  stimulation,  Advances  Immunol.  15:  95  (1972). 

22.  Huber,  H.,  and  Douglas,  S.  D.:  Functional  impairment 
of  lymphocytes  and  monocytes:  assessment  in  vitro,  Seminars 
Hematol.  8:  192  (1971). 

23.  Demant,  P.:  H-2  gene  complex  and  its  role  in  alloimmune 
reactions,  Transplant.  Rev.  15: 162  (1973). 

24.  Shreffler,  D.  C.,  and  David,  C.  S.:  The  H-2  major  histo- 
compatibility complex  and  the  I immune  response  region:  genetic 
variation,  function  and  organization,  Advances  Immunol.  20: 125 
(1975). 

25.  Van  Rood,  J.  J.:  Histocompatibility,  immunosuppression 
and  bone  marrow  transplantation,  Seminars  Hematol.,  vol.  11, 
July,  1974. 

26.  Ferreira,  A.,  and  Nussenzweig,  V.:  Genetic  control  of 
complement  C3  levels  and  of  the  development  of  the  lymphoid 
system,  Fed.  Proc.  34:  979A  (Mar.)  1975. 

27.  Goldman,  M.  G.,  and  Goldman,  J.  N.:  Relationship  of 
levels  of  early  components  of  complement  to  the  H-2  complex  of 
mice,  ibid.  34:  979A  (Mar.)  1975. 

28.  Gelfand,  M.  C.,  Sachs,  D.  H.,  Lieberman,  R.,  and  Paul,  W. 
E.:  Ontogeny  of  B lymphocytes.  3).  H-2  linkage  of  a gene  con- 
trolling the  rate  and  appearance  of  complement  receptor  lym- 
phocytes, J Exper.  Med.  139: 1142  (May  1)  1974. 

29.  Lilly,  F.:  The  inheritance  of  susceptibility  to  the  Gross 
leukemia  virus  in  mice,  Genetics  53:  529  (1966). 

30.  Goodfellow,  P.  N.,  et  al. : The  beta2-microglobulin  gene 
is  on  chromosome  15  and  not  in  the  HL-A  region,  Nature  254:  267 
(Mar.)  1975. 

31.  Gorer,  P.  A.,  Lyman,  S.,  and  Snell,  G.  D.:  Studies  on  the 
genetic  and  antigenic  basis  of  tumor  transplantation.  Linkage 
between  a histocompatibility  gene  and  “fused”  in  mice,  Proc. 
Royal  Soc.  London  s.B  135:  499  (1948). 


July  1976/New  York  State  Journal  of  Medicine  1095 


32.  Gorer,  P.  A.:  The  detection  of  antigenic  differences  in 
mouse  erythrocytes  by  employment  of  immune  sera,  Brit.  J.  Exper. 
Path.  17:  42  (1936). 

33.  Idem:  The  genetic  and  antigenic  basis  of  tumor  trans- 
plantation, J.  Path.  & Bact.  44:  691  (1937). 

34.  Klein,  J.,  and  Shreffler,  D.  C.:  Evidence  supporting  a 
two-gene  model  for  the  H-2  histocompatibility  system  of  the 
mouse,  J.  Exper.  Med.  135:  924  (1972). 

35.  Nathenson,  S.  G.,  and  Cullen,  S.  E.:  Biochemical  prop- 
erties and  immunochemical-genetic  relationships  of  mouse  H-2 
alloantigens,  Biochim.  et  biophys.  acta  344: 1 (Apr.  8)  1974. 

36.  Tanigaki,  N.,  et  al.:  Identity  of  the  HL-A  common  portion 
fragment  and  human  beta2-rnicroglobulin,  Biochem.  Biophys.  Res. 
Commun.  55: 1234  (Dec.  19)  1973. 

37.  Hansen,  T.  H.,  Shin,  H.  S.,  and  Shreffler,  D.  C.:  Evidence 
for  the  involvement  of  the  Ss  protein  of  the  mouse  in  the  hemolytic 
complement  system,  J.  Exper.  Med.  141:  1216  (May  1)  1975. 

38.  Meo,  T.,  Krasteff,  T.,  and  Shreffler,  D.  C.:  Immuno- 
chemical characterization  of  murine  H-2  controlled  Ss  (serum 
substances)  protein  through  identification  of  its  human  homologue 
as  the  fourth  component  of  complement,  Proc.  Nat.  Acad.  Sc.  72: 
4536  (Nov.)  1975. 

39.  Wolski,  K.  P.,  Schmid,  F.  R..  and  Mittal,  K.  M.:  Genetic 
linkage  between  the  HI, -A  system  and  a deficit  of  the  second 
component  (C2)  of  complement,  Science  188:  1020  (June  6)  1975. 

40.  Gasser,  D.  L.,  and  Silvers,  W.  K.:  Genetic  determinants 
of  immunological  responsiveness,  Advances  Immunol.  18: 1 (1974). 

41.  McDevitt,  H.  0.,  and  Benacerraf,  B.:  Genetic  control  of 
specific  immune  responses,  ibid.  11:  31  (1969). 

42.  Brent,  L.,  and  Holborow,  J.,  Eds.:  Progress  in  Immu- 
nology, Amsterdam,  North  Holland  Publishing  Co.,  1974,  vol.  2, 
p.  179.  . 

43.  Scheibel,  I.  F.:  Hereditary  differences  in  capacity  of 

guinea  pigs  for  production  of  diphtheria  antitoxin,  Acta  path,  et 
microbiol.  scandinav.  20:  464  (1943). 

44.  Arquilla,  E.  R.,  and  Finn,  J.:  Genetic  control  of  combining 
sites  of  insulin  antibodies  produced  by  guinea  pigs,  J.  Exper.  Med. 
122:  771  (1965). 

45.  Kantor,  F.  S.,  Ojeda,  A.,  and  Benacerraf,  B.:  Studies  on 
artificial  antigens.  I.  Antigenicity  of  DNP-polylysine  and  DNP 
copolymer  of  lysine  and  glutamic  acid  in  guinea  pigs,  ibid.  117:  55 
(1963). 

46.  Benacerraf,  B.,  and  McDevitt,  H.  O.:  Histocompatibil- 
ity-linked immune  response  genes,  Science  175:  273  (1972). 

47.  McDevitt,  H.  O.,  and  Chinitz,  A.:  Genetic  control  of  the 
antibody  response  relationship  between  immune  response  and 
histocompatibility  (H-2)  type,  ibid.  163: 1207  (1969). 

48.  McDevitt,  H.  O.,  and  Sela,  M.:  Genetic  control  of  the 
immune  responses,  J.  Exper.  Med.  122:  517  (1965). 

49.  Mozes,  E.,  McDevitt,  H.  O.,  Jaton.J.  C.,  and  Sela,  M.:  The 
genetic  control  of  antibody  specificity,  ibid.  130: 1263  (1969). 

50.  McDevitt,  H.  O.,  et  al.:  Genetic  control  of  the  immune 
response.  Mapping  of  the  Ir-l'  locus,  ibid.  135:1259(1972). 

51.  Lieberman,  R.,  et  al.:  Genetic  factors  controlling  anti- 
sheep erythrocyte  antibody  response  and  immunoglobulin  syn- 
thesis in  backcross  and  F2  progeny  of  mice  genetically  selected  for 
“high”  or  “low”  antibody  synthesis,  ibid.  136:  790  (1972). 

52.  Amsbaugh,  D.  F.,  et  al. : Genetic  control  of  the  antibody 
response  to  type  III  pneumococcal  polysaccharide  in  mice.  I. 
Evidence  that  an  X-linked  gene  plays  a decisive  role  in  deter- 
mining responsiveness,  ibid.  136:931  (1972). 

53.  Dorf,  M.  E.,  Dunham,  E.  K.,  Johnson,  J.  P.,  and  Benacer- 
raf, B.:  Genetic  control  of  the  immune  response:  the  effect  of 
non-H-2  linked  genes  on  antibody  production,  J.  Immunol.  1 12: 
1329  (Apr.)  1974. 

54.  Zaleski,  M.,  and  Klein,  J.:  Immune  response  of  mice  to 

Thy-l-L-antigen:  genetic  control  by  alleles  at  the  Ir-5  locus 

loosely  linked  to  the  H-2  complex,  ibid.  113:  1170  (Oct.  1)  1974. 

55.  McDevitt,  H.  O.:  Evolution  and  function  of  H-2  locus, 
Symposium,  evolution  of  multigene  systems,  proceedings, 
F.A.S.E.B.  (Federation  of  American  Societies  for  Experimental 
Biology),  April,  1975,  in  press. 

56.  Lieberman,  R.,  and  Humphrey,  W.,  Jr.:  Association  of 
H-2  types  with  genetic  control  of  immune  responsiveness  to  IgG 
(gamma  2a)  allotypes  in  the  mouse,  J.  Exper.  Med.  136:  1222 
(1972). 

57.  Lieberman,  R.,  Paul,  W.  E.,  Humphrey,  W.,  Jr.,  and 
Stimpfling,  J.  H.:  H-2-linked  immune  response  (IR)  genes.  In  - 
dependent loci  for  Ir-IgG  and  Ir-IgA  genes,  ibid.  136:  1231  (1972). 

58.  Keck,  K.:  Ir-gene  control  of  immunogenicity  of  insulin 
and  A -chain  loop  as  a carrier  determinant  Nature  254:  78  (Mar. 
6)  1975. 

59.  Levine,  B.  B.,  Stember,  R.  H.,  and  Fotino,  M.:  Ragweed 


hay  fever:  genetic  control  and  linkage  to  HL-A  haplotypes, 

Science  178: 1261  (1972). 

60.  Greenberg,  L.  J.,  Gray,  E.  D.,  and  Yunis,  E.  J.:  Association 
of  HL-A  5 and  immune  responsiveness  in  vitro  to  streptococcal 
antigens,  J.  Exper.  Med.  141:  935  (May  1)  1975. 

61.  Meruelo,  D.,  and  Edidin,  M : Modulation  of  hormonal 
effects  on  adenyl  cyclase  by  the  histocompatibility-2  (H-2)  locus, 
Fed.  Proc.  34:  979A.  (Mar.)  1975. 

62.  Bach,  F.  H.,  Widmer,  M B.,  Bach,  M.  L.,  and  Klein,  J.: 
Serologically  defined  and  lymphocyte-defined  components  of  the 
major  histocompatibility  complex  in  the  mouse,  J.  Exper.  Med. 
136:  1430(1972). 

63.  Lozner,  E.  C.,  Sachs,  D.  H.,  Shearer,  G.  M.,  and  Terry,  W. 
D.:  B-cell  alloantigens  determined  by  the  H-2  linked  Ir  region 
are  associated  with  mixed  lymphocyte  culture  stimulation,  Science 
183:  757  (Feb.  22)  1974. 

64.  Fatham,  C.  G.,  Handwerger,  B.  S.,  and  Sachs,  D.  H.:  Ev- 
idence for  a role  of  Ir-associated  alloantigens  in  mixed  lymphocyte 
culture  stimulation,  J.  Exper.  Med.  140:  853  (1974). 

65.  David,  C.  S.,  Shreffler,  D.  C.,  and  Frelinger,  J.  A.:  New 
lymphocyte  antigen  system  (Lna)  controlled  by  the  Ir  region  of 
the  mouse  H-2  complex,  Proc.  Nat.  Acad.  Sc.  70: 2509  (Sept.)  1973. 

66.  Cullen,  S.  E.,  David,  C.  S.,  Shreffler,  D.  C.,  and  Nathenson, 
S.  G.:  Membrane  molecules  determined  by  the  H-2  associated 
immune  response  region:  isolation  and  some  properties,  ibid.  71: 
648  (Mar.)  1974. 

67.  Hauptfeld,  V.,  Hauptfeld,  M.,  and  Klein,  J.:  Tissue  dis- 
tribution of  I region-associated  antigens  in  the  mouse,  J.  Immunol. 
113: 181  (July)  1974. 

68.  Frelinger,  J.  A.,  Neiderhuber,  J.  E.,  David,  C.  S.,  and 
Shreffler,  D.  C.:  Evidence  for  the  expression  of  la  (H-2-associ- 
ated)  antigens  on  thymus-derived  lymphocytes,  J.  Exper.  Med. 
140: 1273  (Nov.  1)  1974. 

69.  Lonai,  P.,  and  McDevitt,  H.  0.:  I-region  genes  are  ex- 
pressed on  T and  B lymphocytes.  Studies  of  the  mixed  leukocyte 
reaction  (MLR),  ibid.  140:  1317  (Nov.  1)  1974. 

70.  Delovitch,  T.  L.,  Lonai,  P.,  and  McDevitt,  H.  0.:  Identi- 
fication of  la  antigens  on  allogeneically  activated  T lymphocytes, 
Fed.  Proc.  34:  945A  (Mar.)  1975. 

7 1 . Press,  J.  L.:  Splenic  expression  of  la  alloantigens  during 
murine  neonatal  development,  ibid.  34:  945A  (Mar.)  1975. 

72.  David,  C.  S.,  Frelinger,  J.  A.,  and  Shreffler,  D.  C.:  Ex- 
pression of  individual  la  specifications  on  T and  B lymphocytes, 
35:  945A  (Mar.)  1975. 

73.  Dickler,  H.  B.?  and  Sachs,  D.  H.:  Evidence  for  identity 
or  close  association  of  the  Fc  receptor  of  B lymphocytes  and  al- 
loantigens determined  by  the  Ir  region  of  the  H-2  complex,  J. 
Exper.  Med.  140:  779  (1974). 

74.  Katz,  D.  H.:  Histocompatibility  gene  products  in  lym- 
phocyte activation,  Symposium,  cellular  and  soluble  factors  ef- 
fecting genetic  control  of  immune  response,  proceedings, 
F.A.S.E.B.,  April,  1975. 

75.  Taussig,  M.:  Antigen  specific  T cell  factor  in  cell  coop- 
eration and  genetic  control  of  immune  response,  ibid. 

76.  Shreffler,  D.  C.:  Properties  and  functions  of  the  products 
of  the  major  histocompatibility  complex,  ibid. 

77.  Shevach,  E.  M.:  Genetic  control  of  macrophage-T  cell 
interactions,  ibid. 

78.  Katz,  D.  H.,  Hamaoka,  T.,  Dorf,  M.  E.,  and  Benacerraf, 
B.:  Cell  interactions  between  histoincompatible  T and  B lym- 
phocytes. The  H-2  gene  complex  determines  successful  physio- 
logic lymphocyte  interactions,  Proc.  Nat.  Acad.  Sc.  70:  2624  (Sept.) 
1973. 

79.  BerggArd,  I.,  and  Bearn,  A.  G.:  Isolation  and  properties 
of  a low  molecular  weight  beta2  globulin  occurring  in  human  bi- 
ological fluids,  J.  Biol.  Chem.  243:  4095  (1968). 

80.  Peterson,  P.  A.,  et  al. : Beta  2-rrycroglobulin — a free  im- 
munoglobulin domain,  Proc.  Nat.  Acad.  Sc.  69:  1697  (1972). 

81.  Cunningham,  B.  A.,  Wang,  J.  L.,  BerggArd,  I.,  and  Peter- 
son, P.  A.:  The  complete  amino  acid  sequence  of  beta  2-micro- 
globulin,  Biochemistry  12:  4811  (Nov.  20)  1973. 

82.  Painter,  R.  H.,  et  al.:  Complement  fixing  and  macrophage 
opsonising  activities  associated  with  beta2  microglobulin,  Im- 
munol. Commun.  3:  19  (Jan.)  1974. 

83.  Nilsson,  K.,  Evrin,  P.  E.,  BerggArd,  I.,  and  Ponten,  J.: 
Involvement  of  lymphoid  and  nonlymphoid  cells  in  the  production 
of  beta2-microglobulin-a  homologue  of  the  constant  domains  of 
IgG,  Nature  | New  Biol.]  244:  44  (July  1 1 ) 1973. 

84.  Cejka,  J.,  Kithier,  K.,  Peterson,  W.  D.,  and  Belamaric,  J.: 
Human  beta2  microglobulin:  ontogenesis  and  synthesis  by  fetal 
tissues,  Fed.  Proc.  Abstr.  33:  719  (Mar.)  1974. 

85.  Hiitteroth,  T.  H.,  Cleve,  H.,  Litwin,  S.  D.,  and  Poulik,  M. 
D.:  The  relationship  between  beta2-microglobulin  and  immu- 


1096  New  York  State  Journal  of  Medicine/ July  1976 


noglobulin  in  cultured  human  lymphoid  cell  lines,  J.  Exper.  Med. 
137:  838  (Mar.  1)  1973. 

86.  Bernier,  G.  M.,  and  Fanger,  M.  W.:  Synthesis  of  beta2- 
microglobulin  by  stimulated  lymphocytes,  J.  Immunol.  109:  407 
(1972). 

87.  Smithies,  O.,  and  Poulik,  M.  D.:  Dog  homologue  of  human 
beta2-microglobulin,  Proc.  Nat.  Acad.  Sc.  69:  2914  1972. 

88.  Poulik,  M.  D.,  and  Bloom,  A.  D.:  Beta2-microglobulin 
production  and  secretion  by  lymphocytes  in  culture,  J.  Immunol. 
110:  1430  (May)  1973. 

89.  Poulik,  M.  D.,  Shinnick,  E.  S.,  and  Smithies,  O.:  Partial 
amino  acid  sequences  of  rabbit  and  rat  beta2  microglobulins.  Fed. 
Proc.  Abstr.  34:  945  (Mar.)  1975. 

90.  Solheim,  B.  G.,  and  Thorsby,  E.:  Beta-2-microglobulin. 
Part  of  the  HL-A  molecule  in  the  cell  membrane.  Tissue  Antigens 
4:83  (1974). 

91.  Bach,  M.  L.,  Huang,  S.  W.,  and  Hong,  R.:  Beta-2-micro- 
globulin:  association  with  lymphocyte  receptors,  Science  182: 
1350  (Dec.)  1973. 

92.  Poulik,  M.  D.,  Bernoco,  M.,  Bernoco,  D.,  and  Ceppellini, 
R.:  Aggregation  of  HL-A  antigens  at  the  lymphocyte  surface  in- 
duced by  antiserum  to  beta-2-microglobulin,  ibid.  182: 1352  (Dec.) 
1973. 

93.  Kubo,  R.  T.,  Colon,  S.  M.,  Poulik,  M.D.,  and  Grey,  H.  M.: 
Association  of  beta-2-microglobulin  with  HL-A  antigens  in  the 
lymphocyte  membrane,  Fed-  Proc.  Abstr.  33:  719:  (1974). 

94.  Ostberg,  L.,  Rask,  L.,  Wigzeil,  H.,  and  Peterson,  P.  A.: 
Thymus  leukaemia  antigen  contains  beta2-microglobulin,  Nature 
253:  735  (Feb.  27)  1975. 

95.  Smithies,  0.,  and  Poulik,  M.  D.:  Initiation  of  protein 
synthesis  at  an  unusual  position  in  an  immunoglobulin  gene, 
Science  175: 187  (1972). 

Glossary  of  terms 

1.  Adaptive  transfer:  The  active  process  by 

which  an  animal  whose  own  immunologic  system  has 
been  abrogated  receives  the  sensitized  lymphoid  cells 
of  a second  animal. 

2.  Afferent  immune  response:  That  portion  of 

the  immunologic  system  which  is  involved  in  recogni- 
tion of  foreign  antigens. 

3.  Antigenic  determinant:  A specific  site  on  an 

antigen  which  is  capable  of  binding  antibody.  Usually 
a single  antigen  has  several  discrete  antigenic  sites. 

4.  Blastogenic  factor:  A substance  of  poorly  de- 

fined molecular  identity  which  is  secreted  by  “activat- 
ed" lymphocytes  and  contributes  to  blast  formation  of 
other  lymphoid  cells. 

5.  Capping:  Refers  to  the  temperature-  and  met- 

abolic-dependent process  by  which  a randomly  distrib- 
uted membrane  marker  may  become  localized  to  one 
region  of  the  membrane  following  ligand  (vide  infra) 
interaction.  The  phenomenon  of  capping  lends  sup- 
port to  the  view  of  the  plasma  membrane  as  a fluid  dy- 
namic organelle  rather  than  a static  one. 

6.  Carrier:  A molecule,  usually  an  immunogenic 

protein,  such  as  BSA  or  keyhole  limpet  hemocyanin,  to 
which  a smaller  group  (hapten)  is  attached.  The  func- 
tion of  a carrier  molecule  is  to  promote  the  generation 
of  an  immunologic  response  to  the  smaller  component 
which  in  itself  would  yield  only  a poor  response. 

7.  Cell  mediated  lysis  (CML):  The  process  in 

which  a lymphoid  cell  becomes  sensitized  to  a foreign 
cell  and  is  capable  of  lysing  the  foreign  cell  by  cell-cell 
interaction.  CML  can  occur  independent  of  antibody 
and  complement. 

8.  Cistron:  The  length  of  DNA  required  for  the 

transcription  and  translation  of  a functional  polypep- 
tide. 

9.  Congenic:  Most  commonly  used  in  murine  ge- 

netics. Congenic  strains  of  mice  are  strains  that  are 
identical  at  all  regions  of  the  expressed  genome  except 
at  a specific  genetic  locus. 


10.  Dalton:  Unit  of  molecular  weight;  one  dalton 

equals  the  mass  of  one  hydrogen  atom. 

11.  Domain:  The  functional  unit  of  the  heavy 

and  light  chains  of  immunoglobulin.  Each  domain  is 
approximately  110  amino  acids  in  length,  is  connected 
by  one  intrachain  disulfide  bond.  Different  effector 
and  biologic  properties  of  immunoglobulin  molecules 
are  localized  to  distinct  domains.  The  heavy  chain  of 
IgG  for  example  has  three  domains  within  the  constant 
region. 

12.  Fab:  That  fragment  of  the  immunoglobulin 

molecule  which  following  papain  proteolysis  is  still  ca- 
pable of  binding  antigen. 

13.  Fc:  That  portion  of  the  immunoglobulin  mol- 

ecule which  following  papain  proteolysis  is  easily  crys- 
tallized from  solution  and  is  responsible  for  the  effec- 
tor function  of  Ig  molecules  such  as  complement  fixa- 
tion and  membrane  binding. 

14.  Haplotype:  The  complete  set  of  genes  in  an 

animal  contributed  by  one  haploid  germ  cell  during 
fertilization. 

15.  Hapten:  A small  molecule  which  in  itself  is 

poorly  immunogenic  (Dinitrophenol,  DNP)  but  will 
become  immunogenic  and  capable  of  binding  antibody 
after  being  attached  to  a carrier  molecule  (BSA). 
Therefore,  in  a DNP-BSA  hapten-carrier  system,  the 
DNP  serves  as  the  hapten  while  the  BSA  as  the  carrier 
moiety. 

16.  Lectins:  Proteins  or  glycoproteins  derived 

from  plants  which  are  capable  of  binding  to  molecules 
containing  a specific  oligosaccharide  sequence.  Lec- 
tins have  hemagglutinating,  leukoagglutinating  and 
mitogenic  properties.  Mitogenic  stimulation,  cell-cell 
agglutination,  and  capping  are  possible  sequelae  fol- 
lowing lectin  binding  to  membrane  surfaces. 

17.  Ligand:  A molecule  capable  of  binding  or  in- 

teracting with  a specific  receptor  system.  Insulin  for 
example  would  be  the  specific  ligand  for  the  insulin  re- 
ceptor on  adipocytes 

18.  Lymphotoxin:  A substance  or  class  of  cyto- 

toxic substances  secreted  by  activated  lymphoid  cells. 
As  with  blastogenic  factor,  the  biochemistry  of  these 
substances  are  poorly  defined. 

19.  Mixed  leukocyte  response:  An  in  vitro  assay 

to  determine  compatibility  between  lymphoid  cells 
from  two  different  individuals  of  the  same  species. 

20.  Mitogens:  Substances  derived  from  a variety 

of  sources  including  plants  (phytomitogens)  and  bac- 
terial products  (endotoxin)  which  are  capable  of 
triggering  blast  transformation  and  mitotic  division  in 
“resting”  lymphocytes. 

21.  Nitrogen  cavitation:  A process  capable  of 

fractionating  cells  through  the  release  of  a high  pres- 
sure nitrogen  source  into  a cell  suspension. 

22.  Pleiotropic:  The  ability  of  a specific  gene  or 

cistron  to  have  multiple  phenotypic  expression. 

23.  Polymorphism:  In  the  genetic  sense,  the 

presence  of  multiple  alleles  at  a specific  locus  resulting 
in  a variety  of  genotypes  at  a specific  genetic  locus. 

24.  Primary  immune  response:  The  initial  im- 

munologic response  of  an  animal  following  antigen  ex- 
posure. The  primary  humoral  response  is  elicited  ap- 
proximately ten  to  fourteen  days  following  introduc- 
tion of  antigen  and  is  characterized  by  a 19S  IgM  anti- 
body response. 

25.  Primary  structure:  Refers  to  the  sequence  of 
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amino  acids  within  a polypeptide  chain. 

26.  Secondary  immune  response:  Occurs  after 

subsequent  exposure  to  antigen.  In  contrast  to  the 
primary  humoral  responses,  this  response  requires  a 
longer  time  period  to  elicit  and  is  characterized  by  an 
IgM  to  IgG  shift  in  antibody  response. 

27.  Tandem  duplication-  In  the  genetic  sense  re- 
fers to  a duplication  of  a gene.  The  duplicated  gene  is 
adjacent  to  the  original  gene. 


Rebates  from  independent  laboratories 

Recent  disclosures  by  the  Congress  and  the  Columbia 
Broadcasting  System  television  network  program  “Sixty 
Minutes”  have  placed  emphasis  on  what  we  (HEW)  believe 
to  be  the  practices  of  a small  segment  of  the  medical  com- 
munity. We  refer  to  the  practice  of  physicians  receiving 
rebates  from  independent  laboratories.  The  amount  of 
the  rebate  is  usually  determined  by  the  volume  of  test  re- 
ferrals made  to  the  laboratory.  Although  only  a small 
number  of  individuals  may  be  involved  in  such  practices, 
the  criticism  tends  to  be  directed  toward  everyone  associ- 
ated with  this  area  of  health  care. 

It  is  possible  that  it  is  not  generally  known  that  this 
practice  is  in  violation  of  Medicare  law  (42  United  States 
Code  1395nn(b))  which  provides: 

“Whoever  furnishes  items  or  services  to  an  individu- 
al for  which  payment  is  made  or  may  be  made  under 
this  subchapter  and  who  solicits,  offers,  or  receives  any 
(1)  kickback  or  bribe  in  connection  with  the  furnishing 
of  such  items  or  services  or  the  making  or  receipt  of 
such  payment,  or  (2)  rebate  of  any  fee  or  charge  for  re- 
ferring any  such  individual  to  another  person  for  the 


28.  Tertiary  structure:  The  three-dimensional 

configuration  of  a protein  which  will  be  dependent  on 
environmental  factors  (pH,  ionic  strength)  and  on  the 
primary  structure  (presence  of  intrachain  disulfide). 

29.  Xenogenic:  Any  system  in  which  one  of  the 

components  is  contributed  by  an  animal  of  a different 
class  than  the  other  animals  within  the  system.  A skin 
graft  from  a baboon  onto  a banana  would  represent  a 
xenogenic  graft. 


furnishing  of  such  items  or  services,  shall  be  guilty  of  a 
misdemeanor  and  upon  conviction  thereof  shall  be 
fined  not  more  than  $10,000  or  imprisoned  for  not 
more  than  one  year,  or  both.” 

We  in  Medicare  are  continually  expanding  our  efforts 
to  prevent  and  detect  fraud  or  abuse  in  the  program,  but 
our  efforts  supplement  rather  than  replace  the  professional 
responsibility  of  the  medical  profession  to  safeguard  the 
ethics  of  its  members.  We  believe  the  State  medical  so- 
cieties can,  and  do,  make  a real  contribution  to  the  pre- 
vention of  Medicare  fraud  and  abuse.  It  is  with  this  in 
mind  that  we  would  like  to  enlist  the  aid  of  your  society  in 
advising  the  membership  of  the  illegalities  of  rebate  ar- 
rangements, the  legal  consequences  of  such  practices,  and 
of  our  full  intention  to  seek  prosecution  in  any  cases  which 
come  to  light. 

In  addition,  we  would  appreciate  your  encouraging  your 
constituents  (or  members)  to  report  offers  tendered  to 
engage  in  the  aforementioned  practices.  The  Bureau  of 
Health  Insurance  Regional  Representative  for  the  New 
York  Region — New  Jersey,  New  York,  Puerto  Rico, 
Virgin  Islands,  is:  Mr.  Joseph  Godfrey,  26  Federal 

Plaza — Room  715,  New  York,  New  York  10007;  telephone: 
(212) 264-2503. 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 


Percodan 


□ oxycodone,  the  principal  ingredient 
of  Percodan®  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCl  (Warning  /"JP 
May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning  May  ( || 
be  habit  forming).  224  mg.  aspirin.  160  mg.  phenacetm.  and  32  mg.  caffeine  V— 


□ one  tablet  q. 6 h* 


~See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 


ESCRIPTION  Each  yellow  scored  tablet  contains  4 50  mg  oxy- 
tdone  HCl  (Warning  May  be  habit  forming),  0 38  mg  oxyco- 
>ne  terephthalate  (Warning:  May  be  habit  forming).  224  mg 
apinn.  160  mg  phenacetm  and  32  mg  caffeine 
IDICATI0NS  For  the  relief  of  moderate  to  moderately  severe  pain 
0NTRAIN0ICATI0NS  Hypersensitivity  to  oxycodone,  aspirin 
I lenacetin  or  caffeine. 

'ARNINGS  Drug  Dependence  Oxycodone  can  produce  drug 
apendence  of  the  morphine  type  and  therefore,  has  the  potential 
ir  being  abused  Psychic  dependence,  physical  dependence  and 
iterance  may  develop  upon  repeated  administration  of 
ERC0DAN"  and  it  should  be  prescribed  and  administered  with 
ie  same  degree  of  caution  appropriate  to  the  use  of  other  oral 
arcotic-contaming  medications  Like  other  narcotic-containing 
ledications  PERCODAN"  is  subject  to  the  Federal  Controlled 
ubstances  Act. 

sage  in  ambulatory  patients  Oxycodone  may  impair  the  mental 
nd  or  physical  abilities  required  for  the  performance  of  potentially 
azardous  tasks  such  as  driving  a car  or  operating  machinery  The 
atient  using  PERCODAN  ‘ should  be  cautioned  accordingly 
iteraclion  with  other  central  nervous  system  depressants 
atieots  receiving  other  narcotic  analgesics,  general  anesthetics 
henothiazmes.  other  tranquilizers,  sedative-hypnotics  or  other 
NS  depressants  (including  alcohol)  concomitantly  with 
ERC0DAN"  may  exhibit  an  additive  CNS  depression  When  such 
ombmed  therapy  is  contemplated . the  dose  of  one  or  both  agents 
hould  be  reduced 

sage  in  pregnancy  Safe  use  in  pregnancy  has  not  been  estab- 
shed  relative  to  possible  adverse  effects  on  fetal  development 
herefore,  PERCODAN"  should  not  be  used  in  pregnant  women 
nless  in  the  judgment  of  the  physician  the  potential  benefits 
utweigh  the  possible  hazards 

Isage  in  children  PERCODAN  - should  not  be  administered  to 
hildren  PERCODAN'-Oemi,  containing  half  the  amount  of  oxy- 
odcne  can  be  considered  (See  product  prescribing  information 
or  PERCODAN  "-Demi.) 

ialicylates  should  be  used  with  caution  in  the  presence  of  peptic 
leer  or  coagulation  abnormalities 


PRECAUTIONS  Head  injury  and  increased  intracranial  pressure 

The  respiratory  depressant  effects  of  narcotics  and  their  capacity 
to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exagger- 
ated in  the  presence  of  head  injury  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure  Furthermore,  nar- 
cotics produce  adverse  reactions  which  may  obscure  the  clinical 
course  of  patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of  PERCODAN" 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions 
Special  risk  patients  PERCODAN"  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothyroid- 
ism. Addison  s disease,  and  prostatic  hypertrophy  or  urethral 
stricture 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken 
in  excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse 
reactions  include  light-headedness,  dizziness,  sedation,  nausea 
and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation 
and  pruritus 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted 
according  to  the  severity  of  the  pain  and  the  response  of  the 
patient  It  may  be  occasionally  necessary  to  exceed  the  usual  dos- 
age recommended  below  in  cases  of  more  severe  pain  or  in  those 
patients  who  have  become  tolerant  to  the  analgesic  effect  of  nar- 
cotics. PERCODAN"  is  given  orally.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain 
DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERCODAN"  may  be  additive  with  that  of  other  CNS  depressants. 
See  WARNINGS. 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the 
uricosuric  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  PERCODAN"  is  characterized  by  respiratory 


depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume. 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  pro- 
gressing to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension  In 
severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and 
death  may  occur  The  ingestion  of  very  large  amounts  of 
PERCODAN"  may.  in  addition,  result  in  acute  salicylate  intoxica- 
tion 

Treatment  Primary  attention  should  be  given  to  the  re-establish- 
ment  of  adequate  respiratory  exchange  through  provision  of  a pat- 
ent airway  and  the  institution  of  assisted  or  controlled  ventilation 
The  narcotic  antagonists  naloxone,  nalorphine  or  levallorphan  are 
specific  antidotes  against  respiratory  depression  which  may  result 
from  overdosage  or  unusual  sensitivity  to  narcotics,  including 
oxycodone.  Therefore,  an  appropriate  dose  of  one  of  these  antag- 
onists should  be  administered,  preferably  by  the  intravenous 
route,  simultaneously  with  efforts  at  respiratory  resuscitation. 
Since  the  duration  of  action  of  oxycodone  may  exceed  that  of  the 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  of  the  antagonist  should  be  adminis- 
tered as  needed  to  maintain  adequate  respiration.' 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression. 
Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive 
measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 
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While  the  primary  organ  concerned  with  eryth- 
ropoietin (Epo)  production  is  the  kidney,  the  pres- 
ence of  extrarenal  sites  in  a variety  of  animal  species 
and  in  man  has  been  well  documented,  and  the  liver 
has  been  implicated  as  an  important  site  of  extrare- 
nal erythropoietin.1-5  This  has  been  supported  by 
a number  of  studies  associating  erythrocytosis  with 
hepatocellular  carcinoma  in  man.6-8  Outside  of 
renal  tumors,  the  most  common  tumors  associated 
with  erythrocytosis  and  elevated  erythropoietin 
levels  are  hepatic  tumors.  While  the  development 
of  erythrocytosis  in  hepatocellular  carcinoma  has 
been  attributed  to  production  of  erythropoietin  by 
the  tumor,6,8  there  are  conflicting  reports.9,10  Gor- 
don, Zanjani,  and  Zalusky11  have  postulated  that  the 
liver  produces  a serum  factor  which,  when  it  interacts 
with  a renal  erythropoietic  factor  (REF),  produces 
a functional  erythropoietin,  and  they  have  reported 
on  the  ability  of  a hepatocellular  carcinoma  patient 
to  produce  large  quantities  of  this  serum  factor. 

The  present  study  will  present  both  clinical  and 
experimental  evidence  for  the  involvement  of  the 
liver  in  erythropoietin  production. 

Materials  and  methods 

Clinical  studies.  Plasma,  urine,  and  a liver  or 

npported  in  part  by  funds  donated  by  Delta  Delta  Delta 

nt  v of  Cornell  University,  Ithaca,  New  York. 
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Elevated  erythropoietin  levels  were  found  in  the 
plasma,  urine,  and  liver  extract  of  a patient  with 
hepatocarcinoma  displaying  erythrocytosis.  In 
contrast,  the  plasma,  urine,  and  liver  extract  of  a 
patient  without  liver  dysfunction  failed  to  show  ele- 
vated erythropoietin  titers.  In  addition,  fetal  liver 
tissue  in  culture  was  capable  of  producing  detectable 
levels  of  erythropoietin.  It  was  concluded  that  the 
mechanism  by  which  elevated  erythropoietin  was 
maintained  in  a patient  with  hepatocarcinoma  was 
most  likely  due  to  the  ability  of  these  malignant  liver 
cells  to  serve  as  an  extrarenal  source  of  erythropoie- 
tin. 


tumor  extract  were  prepared  for  erythropoietin 
bioassay  from  both  a patient  with  hepatocellular 
carcinoma  and  a patient  with  chronic  myelogenous 
leukemia  with  no  liver  dysfunction.  The  liver  and 
tumor  extract  were  prepared  on  the  day  the  patients 
expired.  The  urine  was  collected  with  0.1  per  cent 
phenol  and  precipitated  with  80  per  cent  alcohol. 
The  precipitate  was  dissolved  in  water  and  lyophi- 
lized,  and  each  assay  mouse  received  subcutaneous 
injections  of  20  mg.  dissolved  in  water.  The  liver 
tumor  extract  was  prepared  according  to  the  method 
of  Nakao  et  al.,6  and  each  assay  mouse  received 
subcutaneous  injections  of  20  mg.  of  liver  extract. 

The  erythropoietin  bioassay  was  carried  out  in 
hypertransfused,  plethoric  Ha/ICR  Swiss  mice  with 
hematocrits  greater  than  60  at  the  time  of  assay. 
Each  test  mouse  received  either  0.5  ml.  of  plasma,  20 
mg.  of  urinary  precipitate,  or  20  mg.  of  liver  extract 
daily  for  three  successive  days.  On  the  following  day 
0.5  microcuries  of  59Fe  (radioactive  isotope  of  iron) 
was  injected,  and  twenty-four  hours  later  the  assay 
animals  were  bled  from  the  dorsal  aorta.  Radioac- 
tivity of  the  blood  sample  was  measured  and  the 
percentage  incorporation  of  59Fe  into  red  blood  cells 
calculated.  Results  are  expressed  as  the  mean  per 
cent  of  59Fe  uptake  for  each  sample  which  employed 
5 assay  animals. 

Experimental  studies.  Mouse  fetal  liver  was 
obtained  from  the  fetuses  of  Ha/ICR  Swiss  mice  and 
cultured  as  previously  described.12  At  various  times 
over  the  culture  period,  media  were  collected  for 
assay.  All  media  were  dialyzed  against  deionized 
water,  pH  7,  and  concentrated  2.5  times  in  Carbo- 
wax.f  The  assay  was  carried  out  with  plain  culture 
media  treated  in  identical  fashion  as  controls. 

Erythropoietic  activity  was  determined  using  the 
hypertransfused,  plethoric  mouse  assay  previously 
described.  However,  the  assay  animals  were  given 
only  2 injections  of  1 ml.  of  concentrated  medium  on 
two  successive  days. 

Results 

Table  I displays  the  serial  peripheral  blood  de- 

t Union  Carbide  Corporation,  New  York  City. 


TABLE  I.  Serial  peripheral  blood  determinations  and  erythropoietin  activity 
of  plasma,  urine,  and  tumor  extract  in  male  patient  with  hepatocarcinoma 


Day  of 
Study 

Hematocrit  Hemoglobin 

Red  Blood 
Cell  Count 
(X  10'6) 

Reticulo- 

cytes 

Per  Cent  s,Fe  Incorporation 
Urine 

f 

Plasma 

Extract 

1 

60 

20 

8.73 

3.4 

16.8  ± 2.4* 

3.21  ± 

0.08 

7 

64 

19.8 

8.89 

1.8 

18.2  ± 3.5 

1.96  ± 

0 02 

10 

72 

21.2 

9.84 

4.8 

25.4  ± 4.6 

5.10  i 

0.45 

29 

68 

19.3 

7.94 

2.5 

17.4  ± 1.2 

1.36  i 

0.01 

66 

73 

22.1 

8.87 

4.3 

29.2  ± 1.3 

4.98  ± 

0.52 

85 

67 

20.8 

8.46 

2.5 

24.3  ± 1.4 

3.96  ± 

0.84 

161 

24.5  t 2.44 

1.21  ± 

0.71 

166 

8.40  ± 0.93 

Control 

0.34  ± 0.08 

0.43  ± 

0.05 

0.52  ± 0.07 

* Mean  t standard  error. 


TABLE  II.  Erythropoietin  bioassay  of 
mouse  fetal  liver  culture  medium 


Groups 

Materials  Injected 

Per  Cent  59Fe 
Incorporation 

1 

Saline 

0.58  ± 0.19* 

2 

0.05  U.  Epot 

1.13  ± 0.28 

3 

0.2  U.  Epo 

7.05  ± 0.99 

4 

0.8  U.  Epo 

17.18  ± 1.64 

5 

Control  medium 

0.79  ± 0.21 

6 

Culture  medium,  day  7 

3.10  ± 0.28 

7 

Culture  medium,  day  14 

9.50  ± 1.22 

8 

Culture  medium,  day  21 

6.39  ± 0.83 

9 

Culture  medium,  day  28 

5.30  ± 0.53 

* Mean  ± standard  error, 
t Sheep  plasma  erythropoietin  (step  II!). 


terminations  and  erythropoietin  assay  results  of  the 
plasma,  urine,  and  tumor  extract  of  a patient  with 
primary  hepatocarcinoma.  This  patient  was  ple- 
thoric throughout  the  study  and  displayed  elevated 
urine  and  plasma  erythropoietin  values  when  com- 
pared with  the  normal  control  values.  The  liver 
tumor  extract  obtained  when  the  patient  died  at  day 
166  of  observation  also  had  significant  erythropoietin 
activity  when  compared  with  a normal  liver  ex- 
tract. 

Table  II  illustrates  the  erythropoietic  stimulating 
activity  obtained  from  the  medium  of  mouse  fetal 
liver  over  twenty-eight  days  of  culture.  Significantly 
elevated  59Fe  incorporation  was  obtained  in  the 
culture  medium  when  compared  with  culture  media 
not  in  contact  with  the  mouse  fetal  liver  tissue. 

Comment 

Elevated  levels  of  erythropoietic  activity  were 
observed  in  the  plasma,  urine,  and  tumor  extract  of 
a male  patient  with  hepatocelluar  carcinoma.  Pe- 
ripheral blood  determinations  revealed  that  this 
patient  was  polycythemic  throughout  the  study,  and 
it  is  believed  that  this  high  rate  of  erythropoiesis  was 
most  likely  due  to  the  high  titer  of  circulating 
erythropoietin.  While  no  renal  studies  were  per- 
formed, the  liver  tumor  extract  assay  suggests  that 
the  elevated  erythropoietin  levels  were  hepatic  in 


origin.  The  source  of  the  large  quantities  of  func- 
tional erythropoietin  appears  to  be  the  malignant 
liver  cells,  since  a liver  extract  prepared  from  a pa- 
tient not  associated  with  liver  dysfunction  displayed 
no  elevated  erythropoietin.  However,  local  hypoxia 
of  the  liver  may  have  occurred  as  a result  of  infiltra- 
tion and  stenosis  of  the  hepatic  vessels;  thus  eryth- 
ropoietin production  from  normal  hepatic  cells 
cannot  be  ruled  out.  In  addition,  Gordon,  Zanjani, 
and  Zalusky11  have  reported  a case  of  hepatocarci- 
noma associated  with  large  quantities  of  substrate 
for  a renal  erythropoietic  factor  in  the  generation  of 
erythropoietin.  Therefore,  increased  production  or 
availability  of  substrate  for  this  factor  by  the  tumor 
might  also  contribute  to  the  increased  erythropoietin 
and  subsequent  erythrocytosis  observed  in  our  pa- 
tient. 

In  this  and  previous  studies  we  have  been  able  to 
demonstrate  that  fetal  liver  in  primary  culture  has 
the  capability  of  producing  and  releasing  an 
erythropoietically  active  substance  which  resembles 
erythropoietin  in  a number  of  ways.12-13  We  believe 
these  clinical  and  experimental  studies,  taken  to- 
gether, provide  evidence  for  the  importance  of  the 
liver  as  an  extrarenal  site  in  erythropoietin  produc- 
tion. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  MIRAND) 
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Surveillance  and  mosquito  control  program 
under  way  in  New  York  City 

To  avoid  an  outbreak  of  St.  Louis  encephalitis  in  the 
greater  metropolitan  area  this  year,  an  intensive  surveil- 
lance and  mosquito  control  program  will  be  undertaken  by 
the  New  York  City  Health  Department  during  the  spring 
and  summer. 

The  program  will  involve  the  following  city  Health  De- 
partment Bureaus — Preventable  Diseases,  Laboratories, 
and  Animal  Affairs  functioning  under  the  auspices  of  the 
Bureau  of  Pest  Control.  The  New  York  State  Health 
Department  will  also  cooperate.  It  is  designed  to  prevent 
a repetition  of  last  year’s  outbreak  when  there  were  34  cases 
and  4 deaths  in  New  Jersey  and  8 cases  and  1 death  in  New 
York  State. 

According  to  Mr.  Jean  Cropper,  Deputy  Commissioner, 
the  inspection  of  swampy  areas  to  determine  mosquito 
breeding  sites  began  early  in  April.  When  the  sites  have 
been  identified,  mosquito  larvae  sampling  stations  will  be 
established.  Larvae  will  be  collected,  identified,  and 
tabulated  by  members  of  the  Bureau  of  Pest  Control  fol- 
lowed by  a larvicidal  program. 

Mr.  Randy  Dupree,  director  of  the  Department’s  Bureau 
of  Pest  Control  said  “A  similar  program  to  trap  adult 
mosquitoes  and  identify  them  will  go  into  effect  during 
May.  Specimens  will  be  forwarded  to  the  State  in  an  at- 
tempt to  document  the  presence  of  St.  Louis  encephalitis 
in  the  mosquito  population.” 

In  June,  members  of  the  Bureau  of  Animal  Affairs  will 
begin  to  collect  passerine  (song)  birds  such  as  finches, 
sparrows,  and  other  migrating  birds  in  endemic  areas,  in 
order  to  detect  the  presence  of  the  virus  that  causes  en- 
cephalitis. These  birds  will  be  netted,  identified,  bled,  and 
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tested  for  the  presence  of  encephalitis  and  released.  The 
specimen  will  be  forwarded  to  the  New  York  State  Health 
Department  for  ^evidence  of  viral  infection.  Dr.  Alan  Beck, 
Director  of  the  Bureau  of  Animal  Affairs,  noted  that  rare 
and  endangered  birds  will  be  freed  without  testing. 

Hospitals  and  physicians  in  high  risk  areas  of  the  City 
will  be  contacted  by  the  Bureau  of  Preventable  Diseases 
in  order  to  alert  them  to  the  possibility  of  the  occurrence 
of  St.  Louis  encephalitis.  Dr.  John  Marr,  Director  of  the 
Bureau  said,  “Physicians  and  hospitals  will  be  asked  to 
notify  the  Bureau  of  any  suspected  cases  so  that  appro- 
priate blood  and  cerebral  spinal  fluid  specimens  can  be 
obtained  for  virus  isolation  and  serology.”  In  addition,  the 
Bureau  of  Laboratories,  under  the  direction  of  Dr.  Bernard 
Davidow,  will  perform  a sero-survey  on  random  blood 
specimens  from  high  risk  areas  in  an  attempt  to  identify 
mild  and  asymptomatic  cases. 

The  Bureau  for  Pest  Control  is  asking  the  public  to  co- 
operate in  the  program  to  prevent  St.  Louis  encephalitis. 
Mr.  Dupree  said,  “The  most  effective  steps  private  citizens 
and  property  owners  can  do  to  help  control  the  spread  of 
mosquitos  are  the  following: 

1.  Drain  all  swimming  or  wading  pools  when  the  owners 
are  on  vacation  or  when  the  pools  will  not  be  used  for  an 
extended  period. 

2.  Keep  weeds  and  grass  trimmed  short. 

3.  Remove  all  puddles  and  standing  water  from  prop- 
erty; keep  all  outdoor  drains  unclogged. 

4.  Drain  water  from  all  containers  on  property  and 
discard  them. 

5.  Place  goldfish  in  artificial  ponds  to  eat  mosquito 
larvae.” 

For  further  information  contact:  Helen  Stone  at  (212) 
566-8040  or  night  & week-end  (212)  340-4494 
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Chest  Trauma 

Its  nature  in  urban  ghetto 


A prospective  study  of  all  chest  trauma  admissions 
to  the  Harlem  Hospital  Center  was  carried  out  for  a 
six-month  period.  There  were  106  admissions,  of 
which  30  were  for  gunshot  wounds,  61  for  stab 
wounds,  and  15  following  blunt  trauma.  Twenty-one 
patients  required  emergency  thoracotomy,  primarily 
for  continued  bleeding  through  the  chest  tube  or  signs 
of  cardiac  tamponade.  The  majority  of  injuries  were 
caused  by  quarrels  between  friends  and  relatives. 
Penetrating  chest  injuries  resulting  from  muggings 
were  only  one  half  as  frequent.  All  gunshot  wounds 
resulted  from  the  use  of  handguns.  A 15-fold  in- 
crease in  the  incidence  of  gunshot  wounds  of  the 
chest,  as  contrasted  with  only  a twofold  increase  in 
stab  wounds,  was  found  when  these  findings  were 
compared  with  the  statistics  on  penetrating  chest 
trauma  reported  from  this  institution  a decade 
ago. 
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The  principles  of  management  for  injuries  in- 
| volving  the  chest  are  now  well  defined,1,2  but  the 
nature  of  penetrating  and  blunt  chest  trauma  sus- 
i tained  by  our  civilian  population  is  less  well  docu- 
I mented.  During  a six-month  period  all  patients 
admitted  to  the  Harlem  Hospital  Center  with  chest 
trauma  were  evaluated  prospectively  as  to  the  type 
of  injury,  the  wounding  agent,  the  circumstances 
resulting  in  the  injury,  and  the  frequency  of  narcotics 
addiction.  These  findings  are  presented  and  com- 
pared with  chest  trauma  statistics  reported  from  this 
institution  a decade  ago.3  The  current  treatment 
employed  is  briefly  described  and  has  resulted  in 
survival  of  the  great  majority  of  patients  with  chest 
trauma  who  remain  alive  during  the  time  it  takes  to 
reach  the  hospital. 

Clinical  findings 

This  study  comprises  125  consecutive  people  with 
chest  trauma  brought  to  the  Harlem  Hospital  Center 
emergency  room  in  New  York  City  during  a six- 
month  period  from  January  1 to  June  30,  1973. 
Nineteen  people  with  chest  trauma  were  pronounced 
dead  on  arrival,  12  had  GSW  (gunshot  wounds),  and 
7 had  SW  (stab  wounds),  and  are  not  included  fur- 
ther in  this  study.  Ninety-one  patients  were  ad- 
mitted with  penetrating  chest  trauma,  30  with  GSW, 
and  61  with  SW.  Fifteen  patients  were  admitted 
with  blunt  trauma.  The  ages  ranged  from  fifteen  to 
eighty-four  years.  Of  the  106  patients  admitted,  92 
were  male  and  14  female.  Patients  seen  in  the 
emergency  room  with  minor  chest  trauma  and  re- 
leased are  not  included  in  this  study. 

* Present  address:  Department  of  Surgery,  University  of 

Washington,  Seattle,  Washington. 


TABLE  I.  Causes  of  penetrating  chest  trauma 


Cause 

Number  of  Cases 
(Per  Cent) 

Domestic  quarrels 

59 (63) 

Parent 

2 

Spouse 

4 

Other  relatives 

6 

Friends  and  acquaintances 

37 

Muggings 

27  (29) 

Shot  in  Robbery  Attempts 

3 

Bank  security  guard 

1 

Supermarket  guard 

1 

Club  patron 

1 

Miscellaneous 

12 

Street  fights 

(unknown  assailants) 

6 

Shot  by  police  resisting  arrest 

2 

Died  before  information  obtained 

2 

Innocent  bystander  in  shoot-out 

1 

Refused  information 

1 

Domestic  quarrels,  with  either  friends  or  relatives, 
were  the  cause  of  63  per  cent  of  penetrating  chest 
injuries,  while  assault  and  robbery  of  individuals, 
that  is,  mugging,  was  responsible  for  29  per  cent  of 
the  penetrating  injuries  (Table  I).  Two  of  the  39 
GSW  were  inflicted  by  policemen;  1 man  was  shot 
while  escaping  in  a stolen  car,  and  a second  was  fa- 
tally shot  by  the  police  after  he  had  shot  and  killed 
another  policeman  in  a barroom  shoot-out.  All  pa- 
tients sustaining  GSW  were  shot  with  handguns. 

The  causes  of  blunt  trauma  are  listed  in  Table  II. 
High-speed  automobile  accidents  resulting  in  serious 
chest  trauma  were  uncommon  in  this  urban  area. 

Heroin  addiction,  diagnosed  primarily  by  the 
presence  of  needle  marks  on  physical  examination 
rather  than  by  history,  was  present  in  27  patients. 

Eighty-seven  patients  had  isolated  chest  trauma. 
Associated  injuries  occurred  in  19,  with  significant 
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TABLE  II.  Causes  of  blunt  chest  trauma  in  15  cases 

Number  of 


Cause  Cases 


Falls  associated  with  intoxication  7 

Falls  out  of  buildings  3 

Pedestrians  hit  by  automobiles  2 

Automobile  accidents,  passengers  2 

Struck  by  a fist  1 


TABLE  III.  Treatment  for  penetrating 
and  blunt  trauma  in  106  cases 

Type  of  Treatment 

Number  of 
Cases 

Best  rest  only  with  observation 

26 

Chest  tube  insertion  in  emergency  room 

80 

No  further  treatment 

38 

Thoracotomy 

16 

GSW 

7/30 

SW 

8/61 

Blunt  trauma 

1/15 

Laparotomy 

21 

Thoracotomy  and  laparotomy 

5 

abdominal  injuries  present  in  16  and  spinal  cord  in- 
juries in  3. 

The  treatment  employed  in  this  series  consisted 
of  insertion  of  large-bore,  siliconized  chest  tubes  in 
80  patients,  as  shown  in  Table  III,  followed  by  im- 
mediate or  early  thoracotomy  in  16,  exploratory 
laparotomy  in  19,  and  combined  thoracic  and  ab- 
dominal exploration  in  5.  Thoracentesis  alone  was 
not  used,  and  no  patients  required  delayed  thora- 
cotomy for  residual  clotted  hemothorax.  Continued 
bleeding  through  the  chest  tube  and  suspected  car- 
diac tamponade  were  the  two  primary  indications  for 
thoracotomy  (Table  IV).  Pericardiocentesis  was 
used  in  3 patients  as  a temporizing  maneuver  only 
with  thoracotomy  the  treatment  technique  of  choice 
for  patients  with  cardiac  tamponade.4  Additional 
treatment  employed  included  operative  closure  of  a 
sucking  chest  wound  in  one  instance,  and  tracheos- 
tomy and  ventilatory  support  for  a patient  with  a flail 
chest.  All  patients  were  transported  to  the  operating 
room  for  surgical  management  except  for  1 patient 
who  required  urgent  thoracotomy  in  the  emergency 
room. 

There  were  2 deaths  in  87  patients  with  isolated 
chest  trauma  and  2 deaths  in  19  patients  with  asso- 
ciated injuries.  Three  of  the  deaths  were  from  un- 
controllable hemorrhage,  and  1 death  occurred  ten 
days  following  closure  of  a SW  of  the  heart  from  an- 
oxic brain  damage  sustained  from  a preoperative 
cardiac  arrest.  One  wound  infection  occurred,  and 
there  was  no  morbidity  related  to  chest-tube  inser- 
tion. 

Comment 

Over  the  last  decade  a striking  increase  in  the  in- 
cidence of  GSW  of  the  chest  has  occurred  in  patients 


TABLE  IV.  Indications  and  findings  in 
16  cases  undergoing  thoracotomy 


Findings 

Number  of  Cases 

Continued  bleeding  through  chest  tube 

10 

From  systemic  artery 

7 

From  heart 

1 

From  superior  vena  cava 

1 

From  lung 

1 

Signs  of  tamponade 

5 

Suspected  diaphragm  rupture 

1 

brought  to  the  Harlem  Hospital  Center  emergency 
room.  Cordice  and  Cabezon3  compiled  a seven  and 
one-half-year  experience  of  penetrating  chest  trauma 
from  this  institution  in  1964.  During  this  time  pe- 
riod there  was  a total  of  28  GSW  of  the  chest,  an  av- 
erage of  approximately  2 GSW  every  six  months. 
This  is  in  contrast  to  30  GSW  of  the  chest  during  a 
six-month  period  in  1973,  a 15-fold  increase,  while 
only  a two-fold  increase  in  SW  of  the  chest  has  oc- 
curred at  this  institution  over  the  last  decade. 
Furthermore,  all  of  the  GSW  were  inflicted  with 
handguns.  GSW  to  the  chest  caused  by  police  oc- 
curred in  only  2 out  of  30  cases  in  this  study,  whereas 
Taylor  and  Berman5  reported  83  GSW  of  the  chest 
in  1960,  of  which  19  were  caused  by  police.  The  use 
of  handguns  as  the  wounding  agent  in  this  urban 
ghetto  has  increased  at  an  alarming  rate. 

The  ready  accessibility  of  handguns  in  our  society 
must  be  implicated  as  a contributing  factor  to  this 
increase. 

The  treatment  techniques  described  for  the 
management  of  these  patients  has  resulted  in  an 
overall  96  per  cent  survival  rate.  Thoracotomy  is 
infrequently  required  for  penetrating  chest  trauma. 
Patients  with  SW  of  the  chest  in  this  series  had  a 13 
per  cent  incidence  of  thoracotomy  done  which  is 
comparable  to  reports  from  other  centers.6-8  The 
incidence  of  thoracotomies  is  increased  with  GSW, 
to  23  per  cent  in  this  study. 

The  group  of  patients  reported  here  represents  a 
selected  population  with  chest  trauma  who  showed 
signs  of  life  at  the  scene  of  injury  and  were  brought 
to  the  hospital.  In  addition  to  the  15  per  cent  of 
people  dead  on  arrival  to  the  emergency  room,  an 
unknown  number  found  dead  at  the  scene  of  injury 
and  not  brought  to  the  hospital  comprise  the  total 
population  incurring  chest  trauma  in  this  urban  area. 
The  majority  of  people  dead  on  arrival  to  the  hospital 
sustained  their  chest  trauma  from  GSW.  Handguns 
are  being  used  more  frequently  as  the  wounding 
agent  in  penetrating  chest  trauma,  but  if  the  victim 
stays  alive  during  the  time  it  takes  to  get  to  the  hos- 
pital after  wounding,  survival  will  result  in  the  great 
majority  of  instances. 

Department  of  Surgery 
University  of  Washington 
Seattle,  Washington  98195 
(DR.  MILLER) 
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AMA  commission  to  attack 
rising  medical  care  costs 

A frontal  attack  on  the  rising  cost  of  medical  care  will  be 
launched  by  the  new  blue-ribbon  National  Commission  on 
the  Cost  of  Medical  Care  named  in  March  by  the  American 
Medical  Association. 

The  Commission  has  been  created  by  the  AMA  to  ap- 
praise factors  leading  to  rising  expenditures  and  to  review 
optional  courses  for  public  and  AMA  policy  in  coping  with 
increased  costs. 

Factors  involved  in  rising  costs  include: 

* Greater  public  utilization  of  health  care  services,  with 
the  advent  of  Medicare,  Medicaid,  and  the  growth  of  pri- 
vate health  insurance; 

* Increased  public  expectations  from  medical  care  as  an 
outcome  of  many  technological  advances  that  make  pos- 
sible relief  or  cure  of  conditions  that  were  largely  un- 
beatable in  the  past; 

* Inflation  in  the  economy  as  a whole  that  also  is  re- 
flected in  rising  costs  of  medical  care; 

* Many  local,  state,  and  Federal  government  health  care 
programs  that  have  broadened  the  availability  of  medical 
care  and  also  have  added  to  the  cost; 

* The  Commission  will  explore  the  operational  aspects 
of  the  health  care  delivery  system  and  will  facilitate  na- 
tionwide discussion  and  dissemination  of  the  facts  and 


York  State  J.  Med.  71:  1932  (1971). 

5.  Taylor,  M.  T.,  and  Berman,  E.  J.-  Gunshot  wounds  of  the 
chest  in  civilian  practice,  J. A. M. A.  173:  1585  (1960). 

6.  Borja,  A.  R.,  and  Ransdell,  H.  T.:  Treatment  of  penetrating 
gunshot  wounds  of  the  chest.  Experience  with  one  hundred 
forty-five  cases,  Am.  J.  Surg.  122:  81  (1971). 

7.  Fry,  W.  A.,  and  Adams,  W.  E.:  Thoracic  emergencies. 
Indications  for  closed  tube  drainage  and  early  open  thoracotomy, 
Arch.  Surg.  94:532  (1967). 

8.  Netterville,  R.  E.,  and  Martin,  R.,  Jr.:  Penetrating  wounds 
of  the  chest,  Dis.  Chest  35:  62  (1952). 


issues  regarding  health  care  costs. 

Max  H.  Parrott,  M.D.,  of  Portland,  Ore.,  AMA  president, 
will  be  chairman  of  the  new  Commission. 

Others  on  the  Commission  are  Brooks  Chandler,  exec- 
utive vice  president,  Provident  Life  and  Accident  Insur- 
ance Co.,  Chattanooga;  Michael  DeBakey,  M.D.,  Houston, 
Paul  M.  Ellwood,  Jr.,  M.D.,  president  of  InterStudy, 
Minneapolis;  Sidney  Garfield,  M.D.  Kaiser  Foundation, 
Oakland,  Calif.;  Donald  R.  Hayes,  M.D.,  AMA  Council  on 
Medical  Service;  Ernest  T.  Livingston,  M.D.,  Portland, 
Ore.,  former  chairman,  AMA  Council  on  Legislation;  J. 
Alexander  McMahon,  president,  American  Hospital  Assn.; 
Walter  McNerney,  president,  Blue  Cross  Assn.;  John 
Mannix,  Cleveland,  consultant,  health  services;  Joel  May, 
University  of  Chicago  Center  for  Health  Administrative 
Studies;  Joseph  P.  Newhouse,  Rand  Corporation,  Santa 
Monica,  Calif.;  Rep.  L.  Richardson  Preyer  (D.,  N.C.);  Frank 
A.  Riddick,  M.D.,  New  Orleans;  Russell  B.  Roth,  M.D., 
AMA  past  president,  Erie,  Pa.;  Wdlliam  E.  Ryan,  Presi- 
dent-designate, National  Association  of  Blue  Shield  Plans; 
Malcolm  C.  Todd,  M.D.,  AMA  immediate  past  president, 
Dudley  Towne,  clinic  administrator,  Lakeland,  Fla.; 
Stanley  S.  Wallack,  Congressional  Budget  Office,  Wash- 
ington, D.C.;  L.  Emmerson  Ward,  M.D.,  Rochester,  Minn., 
cochairman  of  the  AMA  Advisory  Committee  on  Medical 
Science;  Victor  M.  Zink,  director,  Employee  Benefits  and 
Services,  General  Motors  Corp.,  Detroit. 
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Unlike  such  historical  specialties  as  political 
history  or  diplomatic  history,  when  we  examine 
medical  history  it  is  still  appropriate  to  use  that  un- 
fashionable word  Progress  with  its  undeniably  Vic- 
torian sense  of  optimism,  comfort,  and  satisfaction. 
And  this  reassuring  progress  can  be  measured  in 
terms  of  such  phenomena  as  the  virtual  disappear- 
ance of  certain  diseases,  the  lowered  incidence  of 
others,  to  say  nothing  of  the  prevention  or  cure  of  still 
others.  Life  expectancy  is  almost  double  what  it  was 
two  centuries  ago,  and  most  people  would  agree  that 
it  is  a Good  Thing,  even  though  we  may  be  about  to 
pay  the  price  for  it  if  population  growth  is  unchecked. 
We  have  yet  to  hear  any  doom-predicting  pundits 
suggest  decreasing  longevity  per  se.  Our  society  may 
also  now  be  burdened  with  certain  iatrogenic  dis- 
eases, but  so  far  society’s  gains  have  exceeded  its 
losses,  and  the  fact  that  the  therapeutic  art  wields  a 
two-edged  sword  is  a risk  it  must  bear  with  fortitude 
(another  Victorian  word  that  seems  to  have  all  but 
disappeared  from  contemporary  vocabulary). 

Medicine  seen  in  perspective 

It  should  be  clear  that  medicine  is  not,  nor  does  it 
pretend  to  be,  a pure  science.  Pure  science  involves 
a disinterested  search  for  full  understanding  and 
abstract  truth.  Medicine,  at  its  best  an  applied 
science,  is  a consumer  of  the  products  of  pure  science, 
and  its  goal  is  the  commendable  one  of  prevention  or 
cure  of  disease.  To  date  this  has  been  accomplished 
mainly  by  either  sanitary  regulations  to  minimize 
exposure  to  disease  or  the  risk  of  contracting  it  and, 
more  particularly,  the  treatment  of  an  individual 


patient  by  a physician,  although  other  physicians 
may  be  consulted  and  ancillary  medical  services 
employed.  But  that  medicine  is,  or  has  been  called, 
an  art  should  be  remembered,  for  its  effects  are  often 
neither  precise  nor  predictable,  and  the  skill  or 
virtuosity  of  its  practitioners  varies.  Some  aspects 
of  medicine  are  more  scientific  than  others,  but  it  is 
more  than  the  use  of  science  that  characterizes  the 
practice  of  medicine.  We  must  not  forget  that 
among  the  ancestors  and  relatives  of  our  profession 
are  to  be-numbered  priests,  exorcists,  witch  doctors, 
faith  healers,  alchemists,  astrologers,  and  even  the 
haruspex  as  pathologist,  or  conversely. 

If  we  consider  the  contribution  of  other  learned 
professions  to  our  society,  we  can  generalize  that 
those  which  are  concerned  with  man’s  physical 
well-being — medicine,  architecture,  and  the  various 
technologies — have  made  considerable  visible 
progress  during  the  past  two  centuries.  The  material 
improvements  are  everywhere  in  evidence  and  need 
not  be  enumerated;  we  live  in  greater  comfort  and 
convenience  than  did  our  ancestors.  But  those 
learned  professions  which  deal  with  matters  of 
human  nature,  the  spirit,  and  man’s  relation  to  other 
men  and  to  society  in  general,  show  a singular  lack  of 
demonstrable  progress.  The  exhortations  and  ex- 
amples of  religious  authorities  cannot  be  shown  to 
have  produced  a measurable  increase  in  loving  one’s 
neighbor  or  a measurable  decrease  in  the  rate  of 
criminal  behavior  since  the  founding  of  our  republic. 
Neither  the  advent  of  the  Messiah  nor  the  estab- 
lishment of  the  Kingdom  of  Heaven  on  earth  seems 
any  nearer  now  than  then.  It  is  undeniable  that  re- 
ligion has  furnished  peace  of  mind  and  codes  of  be- 
havior to  large  numbers  of  believers,  but  it  does  so  in 
1976  much  as  it  did  in  1776  (or  1576  or  1376),  and  it 
is  difficult  to  find  any  measurable  progress  in  matters 
of  religion  or  faith. 

With  respect  to  the  legal  profession,  kind  words 
from  a medical  source  are  hard  to  find  these  days. 
We  were  promised  a government  of  law  consistent 
with  freedom  for  the  individual  to  develop  himself, 
but  what  we  have  gotten  is  a government  that  is  ex- 
pensive, bureacratic,  regulatory,  and  unresponsive 
to  change.  Dissatisfaction  is  commonly  expressed 
by  disinterest  in  participation.  The  most  lively  in- 
terest in  government  and  law  is  usually  expressed  by 
groups  with  a special  interest  to  protect  or  a partic- 
ular advantage  to  gain.  Governmental  intrusion  into 
medical  programs  does  not  seem  to  have  improved 
either  the  distribution  or  quality  of  medical  care. 

A current  canker  in  the  relation  between  law  and 
medicine  is  the  crisis  in  the  laws  and  procedures  re- 
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lated  to  malpractice.  Some  groups  of  physicians 
have  actually  gone  on  strike  to  protest  this  failure  in 
our  government  by  law.  It  is  apparent  that  the 
medical  profession  is  being  harassed  at  great  expense 
both  to  physicians  and  the  public  by  some  members 
of  the  legal  profession,  trial  lawyers  whose  profes- 
sional conduct  verges  perilously  close  to  barratry  and 
champerty.  We  do  not  notice  any  attempt  by  bar 
associations  to  cleanse  their  Augean  stables,  and  it 
is  somewhat  difficult  to  identify  just  what  the  legal 
profession  as  a whole  has  done  to  relieve  human 
suffering. 

Certain  ethical  problems,  among  them  birth  con- 
trol and  abortion,  euthanasia,  committment  of  the 
insane,  and  release  of  the  criminally  insane,  have 
provoked  considerable  debate  and  continue  to  offer 
opportunities  to  physicians,  lawyers,  clergymen,  and 
interested  citizens  to  differ  in  public  and  in  private. 
Attitudes  toward  these  problems  have  changed 
enormously  in  two  centuries,  and  such  changes  are 
gradually  being  reflected  in  our  laws  and  in  the  eth- 
ical teachings  of  some  of  our  religious  leaders.  But 
usually  it  has  been  advances  in  medical  techniques 
that  have  created  a climate  in  which  such  problems 
can  be  profitably  reexamined.  The  acceptance  of 
such  changes  by  society,  however,  has  depended  not 
so  much  pn  the  availability  of  new  techniques  as  on 
changes  in  the  beliefs  and  interests  of  its  citizens. 

Another  branch  of  the  learned  professions  that  has 
contributed  less  to  human  welfare  than  medicine  is 
what  is  lumped  together  as  “the  social  sciences.” 
Sociologists  have  scrutinized  such  questions  as  the 
structure  of  the  medical  hierarchy  and  “group  in- 
teractions,” and  they  have  published  their  volumi- 
nous observations  couched  in  the  jargon  of  their  own 
craft,  but  it  is  difficult  to  define  what  their  contri- 
bution, however  well  intended,  has  been.  Econo- 
mists have  sinned  by  denigrating  medicine  as  a 
“cottage  industry.”  It  is  difficult  to  walk  around 
such  an  institution  as  Bellevue  Hospital  which  covers 
six  city  blocks  and  see  the  rambler  roses  growing  over 
the  porter’s  lodge,  or  to  compare,  say,  the  orthopedic 
surgeon  with  the  village  blacksmith.  The  annual 
budget  of  some  medical  centers  is  measured  in  $100 
million,  and  the  modest  budget  of  our  own  hospital 
(Beth  Israel),  a mere  $80  million  with  a $52  million 
payroll,  does  not  suggest  a rural  retreat  like  one  of 
Trollope’s  vicarages.  What  seems  to  be  the  best  part 
of  a cottage  industry  is  the  delivery  of  a personal 
service  from  physician  to  patient.  It  is  this  element 
of  medical  practice  that  patients  seek  and  value,  and 
without  the  trust  and  willingness  to  accept  the  advice 
arising  from  that  relationship,  it  is  hard  to  imagine 
a medical  profession.  And  it  is  that  relationship 
which  sociologists  and  economists  ought  to  encour- 
age. 

Medical  practices  have  been  open  targets  for  critics 
from  many  different  backgrounds,  and  we  would  be 
the  last  to  claim  that  all  physicians  are  paragons  of 
unselfish  virtue,  that  our  medical  institutions  do  not 


need  to  be  improved,  that  medical  services  are  evenly 
distributed,  or  that  medical  and  hospital  costs  have 
not  risen  to  uncomfortable  levels.  But  it  seems 
equally  true  that  the  public  would  like  to  have  1976 
medicine  at  1956  prices,  and  that  the  demagogues’ 
and  the  muckrakers’  rhetoric  often  sets  unrealistic 
goals  without  providing  practicable  means  of  at- 
taining them — in  this  best  of  all  possible  worlds,  dear 
Pangloss. 

Certain  disciplines  associated  with  the  physical 
and  biologic  sciences  have  progressed,  and  much  of 
the  progress  of  medicine  is  associated  with  their  ad- 
vances in  particular.  Physics  and  chemistry,  botany, 
and  zoology  have  developed  at  astonishing  rates,  and 
man’s  material  world  has  undergone  a metamor- 
phosis as  marvelous  as  anything  in  Ovid.  In  two 
hundred  years  our  sources  of  energy,  our  methods  of 
communication  and  transportation,  almost  every 
aspect  of  how  we  live,  including  not  only  the  means 
of  medical  and  surgical  treatment  and  the  methods 
of  diagnosis  but  also  much  of  our  fundamental  un- 
derstanding of  disease,  have  been  changed  by  a se- 
quence of  revolutions  just  as  great  as  our  political 
revolution  of  1776. 

One  of  the  glories  of  our  independence  is  that  it  has 
been  followed  by  so  many  improvements  in  the 
quality  of  material  life  for  so  many  in  our  society. 
The  citizens  of  the  United  States  owe  an  enormous 
debt  to  all  who  have  contributed  to  improvement  in 
animal  and  vegetable  foodstuffs  by  selection  and 
superior  methods  of  breeding  and  cultivation;  to  the 
discovery  of  oil,  gas,  and  electricity;  to  the  inventors 
and  improvers  of  railroads,  automobiles,  and  aero- 
planes; of  the  telegraph,  telephone,  Gramophone, 
radio,  television,  and  satellite;  of  the  typewriter, 
adding  machine,  linotype,  cash  register,  and  com- 
puter; of  electronics,  isotopes,  x-rays,  and  lasers;  even 
of  nylon,  Orion,  plastics,  frozen  foods,  and  refriger- 
ators, and  a host  of  other  devices  that  have  permitted 
the  engineer  and  architect  to  build  cities  that  are 
relatively  free  of  infectious  disease,  fire,  flood,  and 
famine. 

The  rate  of  change  in  our  material  life  has  been  so 
great  that  it  is  unrealistic  to  expect  that  there  is  not 
a price  in  accidents,  death,  fear  and  neuroses.  The 
price  is  sometimes  very  high,  for  the  energies  we 
control  have  enormous  destructive  potential,  ranging 
from  neurotic  self-destruction  to  nuclear  explosion. 
Our  splendid  inventions  lend  themselves  to  almost 
unlimited  opportunities  for  harm  by  ignorance  and 
misuse,  and  the  degrees  of  dissatisfaction  and  alarm 
expressed  by  our  press  and  our  pundits  have  been, 
and  are,  great.  These  Cassandra-like  reactions  to 
material  progress  differ  little  from  such  descriptions 
of  apocalyptic  destruction  as  in  the  case  of  Sodom 
and  Gomorrah,  except  in  the  method  of  the  final  so- 
lution. They  bear  no  relation  to  everyday  life  as  it 
is  lived. 

But  it  seems  that  the  most  evanescent  of  human 
virtues  is  gratitude,  and  both  the  prophets  of  disaster 
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and  the  critics  of  medicine,  to  say  nothing  of  the 
public  at  large,  have  much  to  be  grateful  for.  Over 
the  past  two  centuries  medicine  has  served  them  well, 
and  while  we  do  not  solicit  their  thanks,  we  would  be 
satisfied  with  their  silence.  It  is  perhaps  a suitable 
time  in  this  bicentennial  year  to  look  back  at  the 
achievements  of  American  medicine,  not  so  much  as 
an  act  of  parochial  patriotism,  but  as  an  exhibit  of 
what  ideas  have  informed  medicine  and  what  medi- 
cine has  accomplished.  Perforce  we  shall  deal  in 
generalities  rather  than  in  anecdotes,  and  we  do  not 
feel  it  necessary  to  clutter  the  text  with  an  array  of 
statistics. 

General  advances 

Before  turning  to  specific  achievements,  the  an- 
ecdotage  of  medical  history,  let  us  survey  briefly 
those  general  advances,  both  in  theory  and  in  prac- 
tical techniques,  that  mark  the  progress  of  medicine 
in  the  nineteenth  and  twentieth  centuries.  Chro- 
nologically, the  development  of  the  Bell-Magendie 
law  that  posterior  sensory  spinal  fibers  were  distinct 
from  anterior  motor  ones,  coupled  with  Marshall 
Hall’s  theorem  that  the  reflex  was  the  unit  of  neural 
response  were  as  important  for  the  development  of 
neurophysiology,  neurology,  and  organic  psychiatry 
as  was  Harvey’s  discovery  of  the  circulation  of  the 
blood.  The  investigations  of  all  three  scientists  were 
triumphs  for  the  experimental  method,  and  their 
ideas  gave  new  perspectives  to  the  mind-body 
problem.  Almost  contemporaneously,  other  inves- 
tigators were  attempting  to  define  the  morphologic 
unit  of  the  body.  Just  before  1800  Reil  asserted  that 
fibers  were  the  basic  units,  but  a few  years  later  Bi- 
chat, perhaps  influenced  by  the  need  for  clinical 
application,  focused  his  attention  on  tissues,  espe- 
cially connective  tissue.  A generation  later  Schwann 
enunciated  the  cell  theory,  which  proved  to  be  cor- 
rect, but  the  resolving  power  of  microscopes  in  his 
day  was  so  poor  that  he  thought  cells  crystallized 
from  a fluid  matrix. 

The  pivotal  ideas  in  anatomic  sciences  came  in  the 
1850s  when  Pasteur  refuted  the  notion  of  spontane- 
ous generation  of  bacteria,  showing  that  each  bac- 
terium developed  from  a previous  one,  when  Virchow 
enunciated  the  doctrine  of  continuity  of  cellular  life 
(omnia  cellula  e cellula),  and  when  Darwin  pro- 
mulgated his  theory  of  evolution  and  adaptation, 
showing  that  all  animal  species  developed  from 
preexisting  forms.  These  three  doctrines  are  es- 
sentially different  aspects  of  one  fundamental  idea, 
best  described  as  the  Law  of  Genetic  Continuity,  as 
in  the  Law  of  Conservation  of  Energy  in  Physics,  and 
we  still  operate  under  its  dispensation. 

Not  long  thereafter  Claude  Bernard  developed  his 
concept  of  the  milieu  interieur,  the  idea  that  all 
bodily  processes  function  within  certain  normative 
limits  and  are  so  maintained  by  homeostatic  mech- 
anisms. Application  of  this  concept  served  to  de- 
velop physiology  as  a discipline  equal  in  importance 


to  anatomy,  and  as  techniques  were  developed  to 
analyze  the  physical  and  chemical  properties  of  ho- 
meostatic mechanisms,  the  discipline  of  biochemistry 
was  also  established.  Physicians  became  interested 
not  only  in  how  the  body  was  put  together,  but  also 
in  how  its  components  worked,  both  in  health  and 
when  disturbed  by  disease. 

Also,  at  about  the  middle  of  the  nineteenth  cen- 
tury, the  development  of  anesthesia  and  of  concepts 
of  antisepsis  (soon  replaced  by  asepsis)  permitted 
surgeons  to  expand  their  range  of  operations  as  well 
as  the  safety  with  which  they  could  be  performed. 
Such  twentieth-century  innovations  as  blood  trans- 
fusion, chemotherapy,  antibiotics,  and  intravenous 
alimentation  are  later  accretions  based  on  ideas  de- 
rived from  microbiology,  physiology,  and  biochem- 
istry, and  are  useful  to  surgeons  only  slightly  more 
than  to  other  physicians. 

At  the  end  of  the  nineteenth  century  the  discovery 
of  the  x-ray  added  a new  dimension  to  diagnostic 
techniques  by  applying  a physical  modality  to  med- 
ical problems.  And  at  the  same  time  the  work  of  a 
generation  of  bacteriologists  bore  fruit  as  vaccines 
and  antitoxins  were  developed  against  specific  dis- 
eases. From  this  work  derives  the  discipline  of  im- 
munology, and  it  is  one  of  medical  history’s  para- 
doxes that  the  first  successful  immunization  was 
against  a viral  disease,  smallpox,  a century  before 
viruses  were  identifiable,  or  the  idea  of  immunity 
conceptualized. 

Cursory  as  these  few  paragraphs  may  be,  they  in- 
dicate the  intellectual  framework  for  a profession 
that  has  dedicated  itself  to  the  prevention  and  cure 
of  disease  and  the  relief  of  human  suffering.  Let  us 
examine  more  closely  a few  specific  areas  in  which  the 
influence  of  these  ideas  can  be  seen. 

Statistics  and  public  health 

The  introduction  of  statistical  methods  into  clin- 
ical medicine  by  Pierre  C.  A.  Louis  and  the  devel- 
opment of  public  health  statistics  by  Thomas  Farr 
have  been  followed  by  numerous  improvements  in 
the  tabulation  of  causes  of  death  by  age,  sex,  and 
other  variables,  as  well  as  in  our  ability  to  estimate 
morbidity.  Karl  Pearson,  R.  A.  Fisher,  and  many 
others  have  provided  techniques  suitable  to  small 
numbers,  and  it  is  possible  to  make  useful  compari- 
sons of  the  efficacy  of  treatments  by  statistical 
analysis.  The  statistics  of  infectious  diseases  pub- 
lished weekly  by  the  Communicable  Disease  Center, 
and  the  studies  of  mortality  rates  in  the  decennial 
census  of  the  United  States  provide  a body  of  useful 
information  about  the  incidence  of  diseases  and  the 
course  of  epidemics. 

In  recent  years  the  development  of  computers  and 
electronic  calculators  now  permits  storage,  process- 
ing, and  retrieval  of  vast  amounts  of  data  in  a manner 
which  would  have  been  too  laborious  and  too  costly 
by  manual  methods.  It  is  interesting  to  observe  that 
John  Shaw  Billings,  one  of  American  medicine’s  most 
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distinguished  polymaths,  was  one  of  the  first  to 
suggest  the  punch  card  when  he  was  a consultant  to 
the  Bureau  of  the  Census.  Billings  was  a major  fig- 
ure in  the  organization  of  the  Surgeon  General’s  Li- 
brary and  the  Quarterly  Cumulative  Index  Medicus, 
most  useful  to  this  day.  He  also  designed  the  Johns 
Hopkins  Hospital  and  the  New  York  Public  Library. 

Adaptation  of  the  computer  and  printout  to 
clinical  and  laboratory  medicine  is  proceeding  apace. 
In  many  hospitals  the  business  office  uses  the  com- 
puter for  inventory  and  billing,  and  a few  progressive 
laboratories  use  it  for  automatic  transmission  of  the 
day’s  work  and  maintenance  of  a data  bank  from 
which  all  the  data  on  a single  patient  or  a mass  of  data 
on  a type  of  test  or  on  a set  of  patients  may  be  drawn 
on  demand.  Medical  libraries  have  applied  com- 
puter techniques  to  retrieval  of  information  from  a 
rapidly  proliferating  and  unwieldy  body  of  literature. 

Physicians,  public  health  administrators,  often 
aided  by  engineers  and  military  personnel,  have  rev- 
olutionized life  by  control  of  infectious  diseases,  by 
drainage,  sewage  disposal,  insect  control,  and  in- 
spection of  food  and  water.  The  success  of  such  work 
depends  on  favorable  economic  and  political  cir- 
cumstances The  recognition  of  the  importance  of 
adequate  nutrition  has  been  among  the  greatest 
contributions  to  the  public  health  in  the  past  century. 

Immunization  by  vaccines  and  treatment  of  cer- 
tain infectious  diseases  by  antitoxins  have  been  the 
practical  application  of  the  disciplines  of  microbiol- 
ogy and  immunology.  Appended  is  a list  of  those 
diseases,  many  of  them  with  high  mortality  rates, 
that  have  been  either  eradicated  or  reduced  in  fre- 
quency during  the  past  two  hundred  years: 


Smallpox 

Diphtheria 

Poliomyelitis 

Typhoid  fever 

Yellow  fever 

Cholera 

Tetanus 


Pertussis 
Rubeola  (measles) 

Rubella  (German  measles) 

Tuberculosis 

Influenza 

Mumps 

Bubonic  plague 


Diagnostic  developments 

In  1776  the  art  of  diagnosis  by  physical  examina- 
tion of  the  patient  was  primitive.  A physician  could 
tell  whether  a patient  was  dry  or  moist,  or  febrile  to 
touch,  whether  a wound  was  clean  or  suppurating, 
and  whether  his  breathing  was  labored.  He  could 
also  take  a pulse,  and  only  a few  years  before,  Auen- 
brugger  had  written  his  small  pamphlet  on  percus- 
sing the  chest.  Uroscopy,  although  partially  dis- 
credited, was  still  used  for  lack  of  anything  better. 
To  this  limited  armamentarium  Laennec  added  the 
technique  of  auscultation  in  the  first  decades  of  the 
nineteenth  century. 

But  the  real  progress  was  not  so  much  attributable 
to  new  techniques  as  to  a new  attitude.  Physicians 
began  to  examine  their  patients  closely  and  to  relate 
physical  signs  with  specific  diseases.  If  one  looks  in 
a medical  dictionary  under  the  word  “sign,”  one  will 


find  listed  several  hundred  diagnostic  signs,  most  of 
them  bearing  the  name  of  the  physician  who  first 
described  the  phenomenon,  most  of  them  the  greats 
and  near-greats  of  the  nineteenth  century. 

Laboratory  aids  to  diagnosis  developed  more 
slowly.  That  albumin  could  be  detected  in  the  urine 
by  heating  it  with  acid  was  known  before  1800,  and 
Richard  Bright  put  this  to  good  use  in  the  1820s.  At 
about  this  time  microscopic  examination  of  the  uri- 
nary sediment  became  a recognized  test,  but  tests  for 
urinary  glucose  and  acetone  were  a later  develop- 
ment, as  also  was  examination  of  the  blood  for  cell 
number  and  type  as  well  as  for  hemoglobin. 

But  detailed  physical  inspection  was  not  enough. 
In  the  middle  of  the  nineteenth  century  Helmholtz 
developed  an  ophthalmoscope  by  which  the  retina 
could  be  examined.  In  short  order  Manuel  Garcia, 
a singer  and  teacher  of  voice,  showed  that  the  larynx 
could  be  visualized.  Well  before  1900  a number  of 
different  types  of  cystoscope  were  available,  and  such 
instruments  paved  the  way  for  mid-twentieth  cen- 
tury inventions  such  as  the  laparoscope,  the  culdo- 
scope,  the  colposcope,  and  any  number  of  fiberoptic 
endoscopes  that  permits  a physician  to  explore  every 
orifice  of  the  body,  inspect  the  lining  of  hollow  vis- 
cera, and  biopsy  them. 

Radiologic  diagnostic  methods  expanded  in  the 
twentieth  century  when  barium  was  used  as  a con- 
trast medium  to  outline  the  gastrointestinal  tract 
from  above  and  below.  Within  a few  years  contrast 
media  were  found  that  enabled  radiologists  to  visu- 
alize the  gallbladder,  the  urinary  outflow  tract,  and 
the  bronchial  tree.  In  recent  years  techniques  for 
angiography  have  been  devised  that  permit  detailed 
observations  on  the  arteries  supplying  and  the  veins 
draining  all  the  organs  of  the  body,  and  many  astute 
diagnoses  have  been  the  result. 

Electrical  methods  of  diagnosis  include  the  elec- 
trocardiogram as  well  as  other  less  frequently  used 
tests.  Modern  cardiology  employs  such  other 
physical  diagnostic  techniques  as  the  vector  cardio- 
gram, the  ballistocardiogram,  the  sonocardiogram, 
and  so  on,  each  with  its  own  value. 

One  major  advance  in  diagnostic  methods  is  almost 
entirely  the  child  of  the  twentieth  century:  labora- 
tory diagnosis.  A diagnostic  laboratory  was  almost 
unheard  of,  except  for  the  most  simple  tests,  until 
Folin  and  Wu  developed  a method  for  analyzing 
blood  specimens  for  their  chemical  constituents  circa 
1920.  Proliferation  of  tests  in  this  area  has  been 
exponential,  and  there  is  almost  no  substance  in  the 
body  that  cannot  be  measured  quantitatively. 
Suffice  it  to  say  that  present-day  tests  for  serum 
electrolytes  and  blood  pH  are  an  obvious  example  of 
the  application  of  Claude  Bernard’s  concept  of  ho- 
meostasis transmuted  into  twentieth-century  terms 
by  Lawrence  Henderson  and  Clarence  Gamble. 
Concurrently  tests  for  the  formed  elements  in  the 
blood  and  their  concentration — red  cells,  white  cells, 
platelets,  abnormal  cells,  and  so  forth — were  devised 
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in  this  century  and  are  so  essential  as  to  be  “routine.” 
That  such  basic  tests  of  body  function  can  now  be 
performed  by  automated  equipment  with  a high 
degree  of  specificity  and  replicability  is  a tribute  to 
twentieth-century  laboratory  science.  Older  phy- 
sicians may  claim  with  some  justice  that  their  juniors 
test  first  and  examine  the  patient  second,  but  the 
diagnostic  value  of  the  laboratory  is  central  to  diag- 
nosis and  treatment  in  modern  medical  and  surgical 
practice. 

Perhaps  the  most  decisive  diagnostic  methods 
belong  in  the  realm  of  anatomic  pathology.  When 
Rokitansky  and  Virchow  developed  the  autopsy  as 
a means  of  arriving  at  the  correct  diagnosis,  the 
procedure  served  as  a salutary  corrective  for  clini- 
cians, a service  it  performs  to  this  day.  But  as  the 
discipline  of  surgery  advanced,  it  became  apparent 
that  pathologists  were  in  a unique  position  to  support 
their  clinical  colleagues  by  making  accurate  diag- 
noses— more  accurate  than  could  be  reached  on 
purely  clinical  grounds — by  microscopic  examination 
of  surgically  excised  lesions  and  of  biopsies.  The 
advent  of  frozen-section  techniques  made  it  possible 
to  render  such  diagnoses  while  the  patient  was  still 
on  the  operating  table.  The  didactic  and  practical 
value  of  such  a method,  now  universally  used,  cannot 
be  overestimated.  Histochemistry  and  cytochem- 
istry at  the  usual  microscopic  and  electron  micro- 
scopic levels  are  the  ultimate  in  their  application. 
These  plus  fluorescence  and  immunofluorescence 
microscopy  have  helped  correlate  morphology  and 
function. 

Space  does  not  permit  more  than  passing  mention 
of  the  use  of  the  bacteriology  laboratory  to  isolate 
pathogenic  microorganisms — bacteria,  fungi,  para- 
sites, even  rickettsia  and  viruses — to  determine  their 
sensitivities  and  the  most  effective  therapy.  Related 
to  such  procedures  are  the  innumerable  serologic  and 
other  tests  to  measure  immune  reactions  to  such 
pathogens.  One  need  scarcely  pause  for  breath  to 
recognize  that  any  physician  in  1976  has  at  his  com- 
mand a host  of  diagnostic  methods  that  were  beyond 
fantasy  or  conjecture  in  1776.  One  need  only  cite  one 
of  the  most  banal  examples:  Hypertension,  one  of 
the  commonest  diseases  of  adults,  could  not  be 
properly  or  accurately  diagnosed  until  circa  1900 
when  Riva-Rocci  invented  a practical  sphygmoma- 
nometer. Now  we  can  control  this  entity. 

Advances  in  biochemistry,  pharmacology,  genetics, 
and  molecular  biology  have  all  been  applied  to  pa- 
thology and  to  medical  care,  and  all  have  helped 
immeasurably  with  diagnosis  and  treatment  of  the 
patient.  Computerized  axial  tomography  (CAT)  is 
the  acme  in  application  of  x-ray  to  diagnosis  and  has 
made  cross-section  anatomy  again  relevant  and  im- 
portant. This  is  a noninvasive  procedure  and  is 
unbelievably  beneficial.  There  is  a problem,  how- 
ever, in  that  each  machine  costs  between  $440,000 
and  $600,000.  Unless  its  use  is  controlled,  it  can  help 
carry  the  cost  of  medical  care  to  unrealistic  levels. 


This  is  just  one  instance,  and  a good  one,  to  explain 
why  medical  costs  are  soaring. 

Surgery 

The  Company  of  Surgeons  split  off  from  the 
Company  of  Barber-Surgeons  in  1745,  but  by  1776 
the  surgeon  had  not  advanced  in  skill  or  status.  A 
university  education  was  not  required  nor  would  it 
have  been  of  value.  A surgeon  was  trained  to  dress 
wounds,  cauterize,  reduce  dislocations,  set  simple 
fractures,  perform  an  occasional  amputation,  incise 
or  drain  an  abscess,  and,  rarely,  to  excise  a superficial 
tumor.  His  main  income  was  from  cupping  and  ve- 
nesection; bloodletting  was  still  accepted  treatment, 
especially  for  fevers,  and  one  English  commentator 
remarked  that  more  people  died  annually  (as  did 
Washington)  from  the  lancet  than  from  the  sword. 

As  already  stated,  today’s  surgeon  can  operate  with 
security  by  virtue  of  anesthesia,  asepsis,  blood 
transfusion,  chemotherapy,  and  careful  attention  to 
preoperative  and  postoperative  care  of  the  patient. 
He  can  usually  operate  with  considerable  security  in 
his  diagnosis,  thanks  to  preoperative  x-ray  and  lab- 
oratory studies.  Even  the  conception  and  design  of 
an  operating  suite  as  well  as  the  organization  of  the 
supporting  team  of  nurses  and  house  officers  is  a 
format  that  has  evolved  only  during  the  past  hundred 
years.  The  inherent  drama  of  major  surgery,  the 
issues  of  life  and  death,  cure  or  failure  being  decided 
in  one  swift  pitched  battle,  casts  the  surgeon  in  the 
romantic  role  of  hero.  Seeing  that  most  operations 
are  successful,  the  casting  is  apt;  but  like  any  other 
hero,  the  surgeon  can  have  feet  of  clay:  from  high 
priest  he  can  fall  into  the  role  of  devil,  mostly  through 
the  romantic  exaggeration  of  journalists,  novelists, 
and  dramatists. 

The  surgeon  of  1776  could  not  venture  much  below 
subcutaneous  tissue;  even  incising  and  draining  an 
abscess  was  a risky  matter.  By  1876  surgeons  could 
offer  a wider  range  of  services.  They  could  repair 
hernias,  ligate  aneurysms  of  major  peripheral  vessels, 
and  even  enter  the  abdomen  on  occasion.  Anes- 
thesia permitted  them  a longer  time  to  operate,  and 
some  surgeons  took  advantage  of  it  to  control  blood 
loss  more  effectively.  Asepsis  materially  reduced 
postoperative  infection,  and  the  stage  was  set  for  the 
bold  advances  of  Billroth,  Halsted,  and  others. 
Urologic  surgery  in  particular  had  advanced;  cutting 
for  the  stone,  prohibited  by  Hippocrates  but  prac- 
ticed at  great  risk  since  the  Middle  Ages,  was  no 
longer  necessary,  for  even  large  stones  could  be 
crushed  by  the  lithotrite,  introduced  transurethrally, 
and  removed  piecemeal. 

The  abdomen  was  the  first  of  the  body’s  cavities 
to  yield  to  the  surgeon’s  knife,  hemostats,  and  su- 
tures. Both  Francois  Melier  (1827)  and  Thomas 
Hodgkin  (1836)  had  described  appendicitis,  but  in 
that  period  abdominal  surgery  was  not  feasible.  But, 
when  Reginald  Fitz  described  the  entity  in  1886, 
surgeons  could  at  least  attempt  appendectomy,  and 
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within  a few  years  it  became  a popular  and  life-saving 
operation.  Biliary  colic  could  also  be  relieved  by 

I*  cholecystectomy  and  within  a few  decades  subtotal 
gastrectomy,  segmental  bowel  resection,  and  other 
I forms  of  abdominal  surgery  became  commonplace. 
As  experience  grew,  indications  for  surgery  became 

I more  sharply  defined,  complications  became  fewer, 
and  postoperative  morbidity  and  mortality  rates 
declined  to  acceptable  levels. 

The  pioneer  work  of  Harvey  Cushing  opened  the 
field  of  neurosurgery,  and  it  is' a tribute  to  his  skill 
and  grasp  of  medical  principles  that  it  was  possible 
for  successful  surgery  to  be  carried  out  on  the  brain 
sixty  years  ago.  Space  does  not  permit  detailed 
comment  in  this  area,  but  John  Fulton’s  biography 
of  Cushing  should  be  required  reading  for  anyone 
who  wishes  to  find  out  what  it  meant  to  be  a surgeon 
in  the  first  third  of  the  twentieth  century,  even  as 
reading  Cushing’s  equally  masterful  biography  of  Sir 
William  Osier  is  desirable  to  acquire  familiarity  with 

I the  nature  of  medical  practice  up  to  the  end  of  World 
< War  I. 

The  chest  was  the  last  of  the  major  body  cavities 
to  submit  to  surgical  approach,  but  the  1930s  saw  the 
I first  regularly  successful  open  thoracotomies  and 
I major  surgery  on  the  lung  as  well  as  the  first  correc- 
tion of  a congenital  cardiac  malformation:  Robert 
Gross’s  successful  ligation  of  a patent  ductus  arteri- 

Iosus  in  1939.  The  next  two  decades  saw  major  ad- 
vances in  chest  surgery,  the  most  spectacular  being 

I open-heart  surgery  which,  when  successful,  can  re- 
store a child  doomed  to  death  at  an  early  age  to  a 
normal  life  expectancy. 

As  surgical  techniques  were  devised,  so  surgical 
subspecialties  proliferated.  Today  we  have  surgeons 

iwho  limit  their  practice  to  urology;  gynecology;  or- 
thopedics; ophthalmic  surgery;  surgery  on  the  ear, 
nose,  and  throat;  plastic  surgery;  trauma  surgery; 
head  and  neck  surgery;  vascular  surgery;  breast 
surgery;  even  surgery  of  the  hand.  Nor  is  such  sub- 
specialization unjustified,  the  surgical  bypass  pro- 
cedure, for  example.  The  purpose  is  to  direct  pa- 
tients to  the  surgeon  most  experienced  and  best 
qualified  to  treat  that  patient,  and  the  large  per- 
centage of  successful  results  substantiates  the  value 
of  this  division  of  labor. 

Internal  medicine 

Internal  medicine  encompasses  a vast  domain,  and 
like  surgery  it  has  been  divided  into  subspecialties: 
cardiology,  allergy,  infectious  diseases,  hematology, 
endocrinology,  metabolic  diseases,  chest  diseases, 
gastroenterology,  hepatology,  nephrology,  neurology, 
dermatology,  oncology,  and  so  on,  and  a physician 
may  elect  to  have  his  practice  as  broad  or  as  narrow 
as  he  chooses.  But  the  common  denominator  to  all 
of  today’s  special  forms  of  internal  medicine  is  the 
normative  physiology  described  by  Claude  Bernard 
supplemented  by  secondary  applications  of  bio- 
chemistry, immunology,  and  pharmacology.  Per- 


haps it  is  easier  to  describe  advances  in  internal 
medicine  by  a few  selected  examples. 

In  1785  William  Withering  described  the  action  of 
foxglove  on  patients  with  dropsy.  At  that  time  nei- 
ther he  nor  any  other  physician  could  distinguish 
cardiac  from  renal  dropsy,  but  when  Richard  Bright 
described  in  1828  the  renal  disease  that  bears  his 
name,  that  point  of  distinction  was  clarified  at  least 
in  part,  because  in  some  patients  with  end-stage 
kidneys  part  of  the  fluid  retention  may  be  due  to 
hypertensive  heart  disease.  But  until  the  end  of 
World  War  II  powdered  digitalis  leaf  was  the  stan- 
dard medication  for  a failing  heart,  and  clinical  sci- 
entists studied  the  effect  of  digitalis  on  any  number 
of  physiologic  variables  in  their  patients,  as  well  as 
in  animal  subjects,  notably  the  cat.  It  was  commonly 
known  that  preparations  of  powdered  foxglove  leaf 
varied  jn  potency  from  lot  to  lot,  that  clinical  effects 
were  not  uniformly  predictable,  and  that  drug  tox- 
icity was  not  infrequent.  It  was  not  until  the  late 
1940s  that  chemical  methods  succeeded  in  extracting 
the  active  cardiac  glycoside  in  pure  form,  and  soon 
thereafter  standardized  preparations  of  digoxin  and 
digitoxin  became  available. 

The  boundary  between  endocrinology  and  meta- 
bolic diseases  is  indistinct  because  many  hormones 
control  the  metabolism  of  specific  elements  and 
substances.  Renal  calculi  have  been  known  since 
antiquity,  and  Friedrich  von  Recklinghausen  de- 
scribed osteitis  fibrosa  cystica  in  1891;  but  it  was  not 
until  1926  that  the  two  entities  were  found  to  be  re- 
lated and  associated  with  a parathyroid  adenoma. 
The  past  fifty  years  have  seen  great  advances  in  our 
understanding  of  the  regulation  of  calcium  and 
phosphorus  metabolism  by  the  parathyroid  and 
calcitonin  hormones,  how  calcium  is  deposited  and 
mobilized  from  bone,  how  phosphorus  is  reabsorbed 
in  the  renal  tubules,  and  how  advanced  kidney  dis- 
ease is  often  accompanied  by  secondary  hyperpara- 
thyroidism. It  is  possible  to  analyze  a patient’s 
symptoms,  perform  chemical  studies,  and  decide 
with  a high  degree  of  accuracy  the  exact  nature  of  his 
problem.  Further  studies  have  revealed  such  entities 
as  hypoparathyroidism  and  pseudohypoparathy- 
roidism, and  they  can  be  distinguished  from  one 
another.  It  is  even  possible  to  detect  asymptomatic 
parathyroid  adenomas;  and,  during  the  past  decade, 
parathormone  was  isolated  in  pure  form  and  its 
molecular  structure  elucidated. 

With  respect  to  hematology,  pernicious  anemia 
was  first  described  by  Thomas  Addison  in  1849,  but 
fuller  and  more  useful  descriptions  were  made  in  the 
1870s  by  Anton  Biermer  and  William  Pepper.  The 
disease  was  not  usually  difficult  to  diagnose  on  the 
basis  of  history,  physical  findings,  examination  of  a 
blood  film,  and  observation  of  its  failure  to  respond 
to  any  therapy.  Its  course  was  progressive  and  re- 
lentlessly downhill,  much  like  that  of  diabetes  mel- 
litus  in  the  era  before  insulin.  So  matters  rested 
until  1926  when  George  Minot  and  William  Murphy 


July  1976/New  York  State  Journal  of  Medicine  1111 


first  successfully  treated  the  disease  by  a diet  of  un- 
cooked liver.  Soon  liver  extracts  were  available,  and 
these  were  of  great  benefit  to  patients.  It  was  plain 
that  pernicious  anemia  was  in  that  respect  a defi- 
ciency disease,  but  it  was  not  clear  whether  the  de- 
ficiency lay  in  the  diet  or  in  the  inability  to  absorb 
some  essential  factor  from  the  diet;  debate  centered 
around  the  role  of  an  extrinsic  versus  an  intrinsic 
factor.  Further  investigative  work  supplemented  in 
1948  by  fine  chemical  extraction  and  purification  led 
to  the  discovery  of  cyancobalamin  (vitamin  B12), 
which  is  necessary  for  proper  maturation  of  the  red 
blood-cell  series.  Small  amounts  of  vitamin  B12  can 
be  injected  to  cure  pernicious  anemia,  but  it  is  inef- 
fective when  administered  orally  unless  administered 
together  with  an  extract  from  normal  gastric  juice. 
The  gastric  juice  extract  contains  the  intrinsic  factor, 
a glycoprotein  that  is  necessary  to  absorb  vitamin  B12 
from  the  stomach.  Thus  it  was  discovered  that 
pernicious  anemia  was  not  a simple  dietary  deficiency 
like  pellagra  (curable  by  nicotinic  acid)  but  rather  a 
deficiency  within  the  patient’s  own  body. 

The  development  and  use  of  chemotherapeutic 
drugs  to  control  bacterial  infections  is  so  familiar  as 
to  obviate  recapitulation.  One  may  note  in  passing 
that  the  control  of  streptococcal  infections  has  been 
so  effective  that  rheumatic  fever  and  rheumatic  heart 
disease  may  soon  be  added  to  the  list  of  clinical 
rarities.  But  the  principle  of  antimicrobial  chemo- 
therapy, that  is,  a drug  which  will  neutralize  or  kill 
bacteria  without  killing  the  host,  has  been  applied  to 
cancer  during  the  past  twenty  years.  Considering 
how  brief  the  period  is,  some  aspects  of  progress  have 
been  astonishing.  Gestational  choriocarcinoma,  a 
tumor  of  young  women  previously  fatal  in  almost  all 
cases,  is  now  almost  80  per  cent  curable  by  the  judi- 
cious use  of  methotrexate  and  actinomycin-D,  alone, 
together,  or  in  combination  with  other  drugs. 
Children  with  acute  lymphocytic  leukemia  have  a 70 
per  cent  three-year  survival  after  treatment  with 
vincristine  and  prednisone  followed  by  asparaginase 
and  maintenance  with  6-mercaptopurine  and 
methotrexate.  This  contrasts  with  a mean  survival 
of  less  than  six  months  without  chemotherapy. 
Perhaps  such  a gain  is  not  impressive  per  se,  but  it 
represents  the  first  dent  in  a previously  untreatable 
disease.  In  Hodgkin’s  disease  the  picture  is  even 
more  favorable.  Judicious  combination  of  irradia- 
tion and  chemotherapy  can  yield  a five-year  survival 
in  almost  50  per  cent  of  patients,  and  the  number  of 
those  free  of  evidence  of  disease  at  five  years  who  are 
dead  at  ten  years  is  small.  One  should  remember 
that  these  tumors  attack  young  people  in  whom  any 
prolongation  of  useful  life  is  a great  benefit.  One 
must  also  remember  that  cancer  chemotherapy  is  not 
without  risks  and  that  there  is  usually  no  remission 
without  some  degree  of  drug  toxicity. 

It  is  almost  banal  to  mention  it,  but  the  cure  of 
many  bacterial  diseases  is  now  commonplace  since 
the  development  of  penicillin.  Lobar  pneumonia 


(pneumococcal)  responds  so  easily  that  one  sees  it 
but  rarely  in  hospital  practice  and  at  autopsy,  and  its 
role  as  a teaching  prototype  for  infectious  disease  to 
medical  students  is  finished.  Meningococcal  men- 
ingitis with  its  high  mortality  rate  and  appalling 
neurologic  sequelae  now  has  a low  mortality  rate  and 
few  sequelae.  It  is  fortunate  for  a society  in  which 
sexual  mores  have  become  permissive  that  over  95 
per  cent  of  cases  of  gonorrhea -and  of  syphilis  respond 
to  a single  course  of  penicillin.  The  increased  inci- 
dence of  these  venereal  diseases  suggests  that  peni- 
cillin was  discovered  just  in  time,  else  we  might  all  be 
poxed.  Even  tuberculosis  with  its  slow  course  ac- 
companied by  prolonged  disability  and  death,  often 
at  an  early  age,  has  responded  to  chemotherapy,  and 
sanitoriums  have  either  closed  their  doors  or  been 
converted  to  other  uses.  The  Magic  Mountain  has 
become  a magic  molehill. 

Of  course,  and  admittedly,  medicine  still  cannot 
cure  the  common  cold!  This  much  we  concede  to 
those  whose  pleasure  it  is  to  snipe  from  the  sidelines. 
But  it  is  instructive  and  a source  of  pride  to  think  of 
the  great  many  things  that  medicine  does  and  does 
well. 

Reproduction 

It  is  difficult  to  strike  a happy  balance  among  such 
competing  ideas  as  family  planning  and  birth  control 
versus  the  desire  of  couples  to  reproduce  their  kind, 
the  dangers  of  the  population  explosion  and  the  goal 
of  zero  population  growth  with  the  needs  for  man- 
power and  human  resources,  the  need  of  many 
women  for  abortion  versus  the  right-to-life  move- 
ment. The  aspirations  and  goals  of  a given  society 
or  nation,  economic  factors  especially  in  underde- 
veloped countries,  religious  teachings  (for  better  or 
worse),  and  political  considerations  are  probably 
more  decisive  in  shaping  public  policy  than  medical 
advances.  Sociologists,  economists,  religious  leaders, 
and  politicians  often  fail  to  listen  to  physicians,  yet 
it  is  on  medical  skills  and  advances  in  medical  tech- 
niques that  the  success  or  failure  of  their  programs 
depends.  Regardless  of  the  opacity  of  such  self- 
proclaimed  (or  even  elected)  leaders,  medicine  in  its 
own  quiet  way  has  contributed  more  to  the  question 
of  human  reproduction  than  all  the  others  with  their 
power  put  together. 

The  maternal  death  rate  is  now  as  low  as  it  has  ever 
been.  Death  from  puerperal  sepsis,  hemorrhage, 
toxemia  of  pregnancy,  and  its  complications  are  un- 
common. In  our  best  clinics  the  maternal  death  rate 
is  less  than  10  per  100,000  live  births.  Labor  and 
delivery  are  relatively  safe  and  relatively  painless.  It 
is  always  a shock  to  recall  that  when  chloroform  an- 
esthesia for  childbirth  was  introduced  in  the  1850s, 
some  religious  leaders  preached  that  it  was  sacrile- 
gious because  it  contravened  the  scriptural  injunc- 
tion, “in  pain  and  suffering  shalt  thou  bring  forth 
children.”  But  it  was  Queen  Victoria’s  ready  ac- 
ceptance of  “chloroform  a la  reine”  that  silenced  the 
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fundamentalist  wing.  Likewise,  the  neonatal  death 
rate  has  declined,  albeit  not  quite  so  sharply. 
American  medicine  has  been  criticized  because  we 
rank  about  fourteenth  among  the  nations  of  the 
world  with  respect  to  neonatal  death  rate.  But 
critics  who  use  this  weapon  fail  to  take  into  account 
that  the  criteria  for  reporting  such  deaths  vary  con- 
siderably from  country  to  country  and  that  many 
: premature  births  that  prove  fatal  are  not  reported  to 
i departments  of  vital  statistics  in  other  countries. 
Also,  the  United  States  has  a somewhat  dispropor- 
tionate number  of  urban  proletarians  in  whom  in- 
adequate maternal  nutrition  as  well  as  social  factors 
contribute  to  the  fetal  death  rate.  The  medical 
profession  can  cure  many  afflictions,  but  poverty  is 
i not  one  of  them,  and  we  must  leave  that  to  the  so- 
cioeconomists who  seem  to  be  among  our  most  voci- 
i ferous  critics.  If  they  could  solve  the  problems  they 
i claim  as  their  domain,  perhaps  some  of  medicine’s 
problems  would  diminish. 

Thanks  to  the  efforts  of  reproductive  biologists  we 
now  have  a clear  understanding  of  the  anatomy, 
physiology,  biochemistry,  and  special  endocrinology 
of  reproduction.  We  have  even  developed  refined 
! methods  of  controlling  reproduction  at  will  with  only 
a small  margin  of  error.  Mechanical  devices  such  as 
1 the  condom  have  been  improved,  and  this  century 
saw  the  development  of  the  diaphragm  and  spermi- 
cidal jelly.  In  recent  years  polyethylene-  and  cop- 
per-coated intrauterine  devices  have  been  used  with 
considerable  efficacy  as  contraceptives.  Likewise, 
a variety  of  synthetic  steroids  have  been  developed 
to  inhibit  ovulation,  known  collectively  as  the  “con- 
traceptive pill.”  No  one  method  is  perfect,  and  each 
has  its  share  of  undesirable  side-effects.  But  in  the 
main,  effective  and  safe  contraception  is  available  for 
80  per  cent  of  the  women  who  attend  family  planning 
or  planned  parenthood  clinics,  and  such  clinics  are 
themselves  an  innovation.  If  contraception  fails, 
abortion  is  now  available  as  a legitimate  method  for 
women  to  bear  only  those  children  they  choose  to 
bear.  For  once  the  Supreme  Court  did  not  dodge  the 
issue  and  declared  that  during  the  first  trimester  of 
pregnancy  a woman  had  the  inalienable  right  to 
procure  an  abortion  and  that  a physician  performing 
one  was  not  a felon.  The  Court  permitted  states  to 
regulate  abortion  in  the  second  trimester,  and  such 
precautions  as  insisting  it  be  done  in  a hospital  set- 
ting, and  so  forth,  have  been  promulgated  in  many 
states. 

Voluntary  sterilization  is  entirely  legal  in  48  states. 
Its  disadvantage  is  its  irreversibility.  Tubal  ligation 
by  laparoscope  or  culdoscope  is  a simple  inpatient 
procedure  requiring  only  overnight  hospitalization. 
Vasectomy  can  be  done  on  an  outpatient  basis,  but 
the  prevailing  male  machismo  prevents  it  from  be- 
coming as  popular  as  it  deserves. 

Amniocentesis  to  detect  possible  genetic  defects 
before  birth  is  a technique  still  in  its  infancy.  Its 
value  is  limited  to  selected  situations,  but  in  such 


cases  it  can  be  decisive,  helpful,  and  very  important. 

Considerable  progress  has  been  made  in  treating 
cancer  of  the  female  reproductive  organs  during  the 
past  generation.  A combination  of  early  detection 
(Papanicolaou  smear),  improved  surgery  (Meigs’s 
revival  of  the  Wertheim  radical  hysterectomy,  now 
made  safe  by  virtue  of  antibiotics  and  blood  trans- 
fusion), and  improved  techniques  of  radiotherapy 
have  reduced  the  death  rate  from  squamous  carci- 
noma of  the  cervix  to  about  35  per  cent,  and  patients 
with  Stage  1 or  Stage  II  disease  can  expect  an  even 
better  prognosis.  The  five-year  cure  rate  for  patients 
with  adenocarcinoma  of  the  endometrium  is  in  the 
order  of  75  per  cent  in  the  better  clinics.  But  the 
overall  five-year  survival  rate  in  ovarian  cancer,  if  all 
stages  of  the  disease  are  included,  is  still  disap- 
pointing; it  remains  at  about  20  per  cent  at  best. 

Child  care,  education,  and  genetics 

The  promotion  of  the  care  of  preschool  children, 
school  children,  and  care  of  genetic  problems  has 
been  irregular.  Most  training  of  parents  in  the  care 
of  infants  has  been  incomplete.  The  books  by  Ben- 
jamin Spock,  M.D.,  and  Arnold  Gesell,  M.D.,  and  the 
widespread  dissemination  of  relatively  helpful  in- 
formation about  nutrition,  learning,  discipline,  and 
the  emotions  of  the  young  are  counterbalanced  by 
other  forces  in  our  society,  such  as  campaigns  to  sell 
soft  drinks,  breakfast  foods,  and  other  products  with 
excess  sugar;  the  violence  and  bad  language  en- 
countered on  the  streets  and  in  entertainment  media; 
the  unfortunate  value  judgments  placed  on  individ- 
uals in  terms  of  wealth,  personal  possessions,  or 
physical  beauty;  and  commercialization  of  so  many 
aspects  of  sex. 

Rarely,  if  ever,  has  there  been  such  a youth  market 
for  clothes,  music,  sports  equipment,  and  transpor- 
tation. It  amounts  to  a subculture  at  least  and  may 
soon  rise  to  the  level  of  an  international  culture. 
Inherent  in  such  a subculture  is  the  extant  consid- 
erable independence  from  adults  and  from  the  advice 
of  adults  with  respect  to  health  and  hygiene.  Our 
medical  advances  have  liberated  our  youth  from  most 
of  the  dangers  of  death  and  disease;  how  to  guide 
them  into  healthy  ways  is  not  readily  apparent.  Too 
often  physical  education  in  our  schools  is  associated 
with  team  sports  and  the  emphasis  on  winning,  coute 
que  coute;  too  rarely  is  it  associated  with  the  devel- 
opment of  grace  and  skill.  The  principal  puberty  rite 
of  today’s  American  adolescent  is  the  driver’s  test, 
and  all  too  often  wheels  have  replaced  feet. 

A considerable  stock  of  knowledge  about  human 
genetics  is  accumulating,  and  attempts  to  apply  some 
of  it  by  genetic  counseling  have  begun,  but  this  field 
is  not  yet  ready  for  harvest,  and  not  at  all  as  yet  in 
so-called  constructive  genetic  engineering,  still  to 
come.  Numerous  studies  of  functional  failure  in 
schools  have  been  carried  out,  and  many  children 
incapable  of  or  inept  at  reading,  writing,  talking,  and 
thinking  have  been  identified.  The  concept  of 
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minimal  brain  damage  incurred  at  birth  has  been 
enunciated  and  explored  by  means  now  available. 
But  in  our  time  the  recognition  of  children  so  hand- 
icapped is  easier  than  the  remedy  of  their  malfunc- 
tions. Our  understanding  of  the  causes  of  mental 
deficiency  is  limited,  but  moderate  progress  has  been 
made  in  training  the  trainable  and  educating  the 
educable  to  the  limit  of  their  capacity.  Standards 
of  institutional  care  for  those  who  can  survive  only 
in  an  institutional  setting  have  improved  when  state 
funds  have  been  available  and  state  legislators  were 
perceptive  enough  to  use  them  for  such  purposes. 

The  laboratory 

The  laboratory  is  the  arena  in  which  the  discov- 
eries of  basic  sciences  are  first  applied  to  the  medical 
specimen,  and  the  usual  purpose  of  the  test  proce- 
dure is  to  supply  the  physician  with  as  precise  in- 
formation as  possible,  so  that  he  may  diagnose  the 
nature  and  cause  of  disease  and  follow  its  progress. 
Identification  of  specific  species  of  bacteria  as  the 
etiologic  agent  stems  from  post-Pasteurian  micro- 
biology, and  this  area  has  been  expanded  to  include 
fungi,  rickettsia,  viruses,  and  parasites.  Biochemical 
tests  are  available  for  all  the  inorganic  chemicals 
important  to  the  body’s  homeostasis:  oxygen,  car- 
bon dioxide,  bicarbonate  ion,  to  say  nothing  of  such 
metals  as  sodium,  potassium,  magnesium,  lithium, 
calcium,  phosphorus,  iron,  and  copper.  A wide  range 
of  organic  molecules  are  also  easily  and  accurately 
tested,  such  as  urea  nitrogen,  creatinine,  uric  acid, 
albumin,  globulin,  bilirubin,  glucose,  a variety  of 
enzymes,  steroid  hormones  and  their  metabolites, 
polypeptide  hormones,  proteins,  and  their  partition 
components,  and  so  on.  There  is  probably  no  im- 
portant biochemical  compound  which  cannot  be 
tested,  and  the  results  are  in  general  accurate  enough 
for  practical  application,  sensitive  enough  to  measure 
some  compounds  in  quantities  as  small  as  nanograms 
(10-9Gm.),  and  replicable  enough  for  confidence 
limits.  Laboratories  for  diagnosing  hematologic 
disorders  can  classify  and  subclassify  the  anemias, 
the  leukemias,  disorders  of  the  clotting  mechanism, 
dysgammaglobulinemias,  and  a variety  of  other 
conditions.  None  of  these  resources  was  available 
to  a practicing  physician,  except  in  primitive  form, 
until  the  1920s. 

Recent  progress  in  technical  methods  include  such 
elaborate  analytic  tools  as  gas  chromatography,  im- 
munoelectrophoresis,  radioimmunoassay,  and  a 
range  of  automated  analytic  apparatus  usually 
combined  with  computerized  printouts.  Speed, 
accuracy,  sensitivity,  and  reliability  have  reached  a 
standard  previously  unimaginable.  In  the  field  of 
pathologic  anatomy  the  electron  microscope  has 
become  a useful  tool  for  analyzing  the  intracyto- 
plasm ic,organelles  of  cells,  and  abody  of  valuable  lit- 
erature concerning  the  fine  structure  of  both  normal 
and  diseased  tissue  is  now  available. 

Certain  procedures  of  public  health  importance  are 


best  carried  out  in  laboratories  operated  by  state  or 
municipal  health  departments,  and  the  laboratory 
of  the  Communicable  Disease  Center  of  the  U.S. 
Public  Health  Service  is  available  to  help  solve 
problems  involving  rare  or  complex  infectious  dis- 
ease. The  Armed  Forces  Institute  of  Pathology  acts 
as  a central  source  for  consultation  on  problems  in 
anatomic  pathology  for  civilians  as  well  as  military 
personnel,  and  it  houses  invaluable  selected  materials 
in  its  American  Registry  of  Pathology.  A few  well- 
equipped  commercial  laboratories  have  developed 
which  perform  tests  which  are  infrequently  called  for 
in  individual  hospitals;  by  performing  them  regularly 
they  are  able  to  furnish  more  accurate  determina- 
tions than  can  the  laboratory  of  a small  or  medium- 
sized hospital.  Toxicologic  laboratories  are  usually 
associated  with  medical  examiners’  offices  and  are 
willing  to  assist  nonforensic  pathologists  when  a 
specific  problem  arises.  In  fact,  the  entire  field  of 
forensic  medicine,  including  pathology,  has  become 
a recognized  subspecialty  with  additional  training 
required  only  in  the  past  decade. 

Over  the  past  quarter  century  detailed  laboratory 
studies  of  patients  requiring  hospitalization  have 
become  an  obligatory  part  of  every  branch  of  medi- 
cine. The  proliferation  of  laboratory  tests  has  been 
so  rapid  and  so  useful,  so  fundamental  to  modern 
methods  of  diagnosis,  that  laboratory  directors,  half 
in  jest,  complain  that  physicians  draw  blood  first  and 
examine  their  patients  second.  And  in  an  occasional 
complicated  case  it  is  said,  half  in  jest  at  least,  that 
the  amount  of  blood  drawn  for  testing  has  been 
Enough  to  produce  a mild  anemia.  One  does  pay  for 
progress,  albeit  sometimes  unwittingly. 

Last,  all  medical  schools  and  most  major  teaching 
hospitals  maintain  research  laboratories,  and  it  is 
from  such  research  that  future  progress  will  stem. 
The  U.S.  Department  of  Health,  Education,  and 
Welfare  maintains  the  National  Institutes  of  Health 
at  Bethesda,  Maryland,  and  since  its  inception  in  the 
late  1930s  this  branch  of  the  Public  Health  Service 
has  proved  to  be  a valuable  training  ground  for  the 
leaders  in  academic  medicine.  The  influence  of  such 
privately  endowed  laboratories  as  those  of  the 
Rockefeller  University  has  also  been  of  incalculable 
value  in  medical  progress  both  in  basic  science  and 
in  promoting  early  direct  application  to  human  dis- 
eases. It  would  not  be  difficult,  nor  would  it  be 
special  pleading,  to  develop  a case  that  during  the  last 
half  century  the  laboratory  has  been  the  fulcrum  on 
which  medical  progress  moves. 

Neurology  and  psychiatry 

The  investigations  of  Bell  and  Magendie  opened 
the  gates  for  detailed  studies  of  neuroanatomy  and 
neurophysiology,  as  histologic  techniques  improved 
during  the  remainder  of  the  nineteenth  century. 
The  cerebral  nuclei  and  their  associated  connecting 
tracts  were  identified  as  were  also  the  spinal  tracts 
and  their  cerebral  connections.  The  researches  of 


1 1 14  New  York  State  Journal  of  Medicine/ July  1976 


Paul  Broca  initiated  studies  in  the  localization  of 
t cerebral  function,  and  it  is  possible  to  trace  the  fil- 
iation of  his  ideas  into  the  work  of  Karl  Spencer 
| Lashley  and  Wilder  Penfield  in  the  first  half  of  the 
twentieth  century.  Given  precise  anatomic  re- 
f erents,  clinical  neurologists  were  able  to  devise  a more 
accurate  taxonomy  of  diseases  of  the  nervous  system. 
As  anatomic  knowledge  progressed,  so  did  under- 
| standing  of  neurophysiology,  especially  with  regard 
to  the  way  neural  impulses  are  transmitted,  that  is, 
the  electrical  nature  of  the  neuronal  charge  and  the 
role  of  acetylcholine  and  cholinesterase,  serotonin, 
epinephrine,  norepinephrine,  and  more  recently  dopa 
and  other  amines.  During  the  first  quarter  of  the 
twentieth  century  research  from  a diversity  of 
quarters  enabled  medicine  to  separate  the  voluntary 
nervous  system  from  the  autonomic  nervous  system, 
and  the  ideas  and  phenomena  inherent  in  such  a bi- 
ologic schema  were  happily  synthesized  by  Sir 
Charles  Sherrington  as  “the  integrative  function  of 
the  nervous  system.” 

The  nineteenth-century  term  “medical  psychol- 
ogy” embraced  both  organic  and  functional  diseases 
of  the  nervous  system,  but  toward  the  close  of  the 
century  a schism  developed,  one  which  has  persisted 
to  this  day,  between  physicians  who  were  oriented 
toward  organic  nervous  disease  and  those  oriented 
toward  functional  mental  disease.  The  key  to  this 
division  lies  in  the  concept  of  the  unconscious  mind; 
the  roots  of  this  idea  date  back  to  earlier  philoso- 
phers, notably  Descartes;  but  it  did  not  develop  and 
impinge  on  medical  theory  until  such  nineteenth- 
century  physicians  as  Griesinger,  Maudsley,  Charcot, 
Bernheim,  and  Janet  began  to  apply  it  to  unraveling 
their  patients’  mental  disorders.  Such  precursors 
set  the  stage  for  Freud  and  the  psychoanalytic  school 
who  explored  the  concept  extensively.  Modern 
psychiatry  is  dominated  by  the  notion  of  unconscious 
mental  processes  and  the  mechanisms  whereby  they 
are  distorted,  displaced,  projected,  sublimated,  or 
even  repressed. 

Freud’s  contributions,  amplified  by  his  successors 
and  even  focused  more  sharply  by  deviationists  from 
psychoanalytic  orthodoxy,  include  the  description 
of  infantile  and  juvenile  sexuality,  the  interpretations 
of  dreams,  and  the  development  of  the  technique  of 
free  association.  His  division  of  the  personality  into 
superego,  ego,  and  id  to  describe  the  elements  asso- 
ciated with  familial  and  social  influences,  the  idi- 
osyncratic elements  of  the  conscious  self,  and  the 
elements  of  the  instinctual  unconscious  have  had  a 
profound  influence  on  our  understanding  of  moti- 
vation. The  demonstration  of  the  association  of 
neurotic  behavior  with  the  partial  repression  of  guilt 
and  shame  is  convincing  and  always  provokes 
thought  and  interest.  Perhaps  psychoanalysis  has 
been  more  useful  in  approaching  problems  in  liter- 
ature, art,  or  religion  than  in  the  relief  or  cure  of 
neurotic  patients.  Jung’s  application  of  ideas  de- 
rived from  psychoanalysis  to  archeologic  and 


mythologic  subjects  has  impressed  and  influenced 
many  artists  and  writers.  So  much  of  Freudian  and 
Jungian  psychiatry  has  led  to  so  much  understanding 
and  intellectual  satisfaction  that  it  seems  churlish  to 
suggest  that  much  of  what  appears  so  elegant  admits 
only  the  Scottish  verdict,  “Not  proven.”  Freudian 
analysis  depends  on  a subjective  evaluation  by  a 
psychiatrist  of  subjective  verbal  streams  of  a patient’s 
consciousness.  Freudian  psychiatry  does  not  yet 
have  a firm  basis  in  neuroanatomy  and  neuro- 
physiology. Some  psychoanalytic  dicta  resemble  the 
intuitive  insights  of  religious  and  philosophic 
thinkers  whose  conclusions  may  have  been  very  in- 
fluential and  useful  centuries  before  any  sound, 
logical,  or  empiric  basis  for  them  had  been  developed. 
It  is  quite  possible  that  future  scientists  will  provide 
such  underpinning  for  Freudian  gospel;  after  all,  it 
took  mathematicians  centuries  to  make  arithmetic 
and  calculus  intellectually  respectable.  But  it  is 
equally  possible  that  there  are  some  surprises  in  store 
for  psychiatry  of  the  order  of  magnitude  experienced 
by  the  geometers  who  accepted  Euclid’s  teachings 
about  parallel  lines  and  Newton’s  view  of  absolute 
space  and  time,  as  compared  to  modern  “relativity.” 
Certainly  Freud  must  rank  with  Marx  and  Darwin 
as  one  of  the  men  whose  doctrines  have  had  an 
enormous  impact  on  twentieth-century  intellectual 
life. 

The  emphasis  in  psychiatry  on  neurosis  and  other 
maladjustments  of  the  individual  has  somewhat 
overshadowed  progress  in  other  areas,  but  medicine’s 
attitude  toward  madness  and  crime  began  to  change 
after  the  French  Revolution  when  Pinel  promulgated 
new  ideas  on  humane  treatment  of  the  insane,  and 
after  the  Industrial  Revolution  in  Britain  with  new 
ideas  about  penal  reform.  No  part  of  medicine  is 
more  intimately  concerned  with  mores,  law,  religion, 
and  the  structure  of  society,  and  the  debate  of  such 
questions  as  to  who  shall  be  institutionalized  against 
his  will  continues.  The  history  of  methods  of  psy- 
chiatric treatment  seems  to  be  a succession  of  ideas 
which  initially  gave  promising  results  but  sooner  or 
later  were  discarded.  In  our  own  century  we  have 
seen  the  rise  and  fall  of  hydrotherapy,  artificially 
induced  fever  therapy,  electric  shock,  insulin  shock, 
and  prefrontal  lobotomy.  We  have  also  seen  the 
slow,  painful,  and  as  yet  disappointing  search  for  a 
chemical  basis  for  schizophrenia.  The  development 
of  barbiturates  and  other  drugs  to  sedate  the  excited, 
hydantoins  and  other  drugs  to  control  seizures,  and 
a variety  of  psychotropic  drugs  to  modify  mood  and 
relieve  depression  have  conferred  measurable  ben- 
efits on  a large  number  of  patients,  and  we  can  only 
deplore  the  abuse  of  such  drugs  by  the  uninformed 
laity. 

That  major  problems  in  psychiatry  remain  unre- 
solved is  evident,  witness  the  multiplicity  of 
“schools,”  such  as  the  facultative  psychiatry  of  the 
Roman  Catholic  Church,  the  behaviorist  and 
Pavlovian  schools,  the  psychoanalytic  school,  the 
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existentialists,  the  structuralists,  the  pragmatists,  the 
oriental  and  occidental  mystics,  and  even  the 
Marxists.  Yet  each  school  in  its  own  fashion  has 
been  of  therapeutic  value  to  patients  who  are  sick  and 
unhappy  with  their  life  situations.  Regardless  of  his 
personal  beliefs,  the  psychiatrist  often  finds  himself 
in  the  uncomfortable  position  of  trying  to  mediate 
between  a patient  overcommitted  to  his  family,  his 
work,  or  his  fantasies  and  a society  unresponsive  to 
providing  the  patient  with  the  degrees  of  freedom 
necessary  for  reaching  a satisfactory  solution.  The 
psychiatrist  can  be  of  great  help  to  a patient  who 
needs  an  experienced  and  competent  listener  to  assist 
him  in  resolving  his  conflicts;  he  can  be  of  great  value 
in  promoting  the  catharsis  of  guilt  and  shame. 

A fruitful  by-product  that  binds  psychiatry  inex- 
tricably into  general  medicine  has  been  the  idea  of 
psychosomatic  medicine.  This  is  not  limited  merely 
to  recognition  of  emotional  factors  in  the  etiology  of 
disease  but  also  the  recognition  of  patients’  emotional 
reactions  to  organic  disease,  especially  when  it  is 
chronic  or  recurrent. 

On  the  purely  organic  side  more  visible  progress 
has  been  made.  Syphilitic  brain  disease  (general 
paresis),  which  used  to  fill  the  back  wards  of  mental 
hospitals,  has  been  virtually  eradicated  by  the  use  of 
penicillin  to  treat  primary  or  secondary  lues.  Sur- 
gery on  the  basal  ganglia  and  now  L-dopa  and  other 
drugs  have  alleviated  the  progressive  symptoms  of 
Parkinson’s  disease.  Neurosurgeons  are  able  to  cure 
or  palliate  a considerable  percentage  of  brain  tumors 
and  to  clip  off  aneurysms  of  the  circle  of  Willis.  In- 
genious shunts  have  been  devised  to  relieve  hydro- 
cephalus and  its  progressive  damage  to  the  cerebrum. 
Even  pituitary  tumors  fall  into  the  neurosurgeon’s 
or  radiologist’s  domain,  and  treatment  of  them  has 
a high  success  rate.  Mortality  rates  from  cranio- 
cerebral injuries  have  been  sharply  reduced.  Prog- 
ress in  this  field  has  largely  been  a product  of  the  past 
fifty  years,  and  even  medicine’s  severest  critics  will 
concede  that  we  trephine  the  skull  with  greater  skili 
and  better  results  than  our  prehistoric  forebears 
whose  handiwork  can  be  seen  in  skeletal  remains 
unearthed  by  anthropologists. 

Medical  schools,  hospitals,  and 
related  institutions 

The  old  maxim  that  a nation  gets  the  sort  of  gov- 
ernment it  deserves  can  be  applied  to  medical  facil- 
ities and  care.  By  and  large  a community  gets  the 
sort  of  medicine  it  deserves  and  is  willing  to  pay  for, 
be  it  at  the  level  of  town,  city,  county,  state,  region, 
or  nation.  Public  health  can  be  purchased.  If  the 
physician  and  his  good  offices  are  highly  valued  by 
a society,  medicine  will  achieve  a high  standard  of 
performance,  and  the  members  of  that  society  will 
benefit  from  it.  If  medical  schools  and  hospitals  are 
liberally  supported  by  philanthropy,  such  institu- 
tions will  flourish.  Unfortunately,  in  recent  years 
confiscatory  taxation  policies  have  sharply  reduced 


the  flow  of  such  generous  support.  More  and  more, 
government  agencies  and  third-party  insurance 
carriers  are  financing  the  cost  of  medical  education 
and  medical  care.  The  result  has  been  the  evolution 
of  a medical  bureaucracy,  and  its  hallmark  has  been 
the  proliferation  of  paperwork  rather  than  the  setting 
of  high  goals.  If  physicians  are  treated  as  glorified 
technicians  or  employees  of  a faceless,  often  mindless, 
bureaucracy,  many  young  men  and  women  with  a 
true  vocation  for  healing  will  be  daunted  and  will  seek 
careers  elsewhere.  If  there  is  no  incentive  for  ex- 
cellence, we  shall  be  reduced  to  homogenized  medi- 
ocrity, and  society  will  not  benefit.  Medical  ad- 
ministrators, especially  those  removed  from  the  firing 
line  of  the  clinic  or  the  laboratory,  often  act  as  though 
they  believe  problems  can  be  solved  by  issuing 
memoranda  and  that  diagnosis  and  treatment  can  be 
done  “by  the  book.”  Unfortunately,  such  adminis- 
trators have  lost  their  library  cards! 

It  requires  no  perspicacity  to  recognize  that  the 
Flexner  report  of  1911  was  effective  in  upgrading 
educational  standards  in  American  medical  schools. 
We  no  longer  have  proprietary  schools,  and  candi- 
dates for  medical  school  admission  are  required  to 
have  a basic  minimum  of  college  education  including 
courses  in  the  basic  sciences.  It  is  perhaps  unfor- 
tunate that  a significant  percentage  of  medical  stu- 
dents are  inadequately  grounded  in  the  humanities 
and  that  some  do  not  have  a baccalaureate  degree. 
Even  Athens  had  its  Boeotians,  and  every  learned 
profession  has  its  rank  and  file  members  who  also 
serve.  But,  when  we  consider  that  in  1776  there  were 
only  two  medical  schools  in  the  Colonies,  the  fact  that 
we  now  have  over  100  medical  schools,  all  approved 
and  recognized,  represents  a considerable  advance. 
Medical  education  in  the  United  States,  Canada,  and 
the  United  Kingdom  has  attained  a level  of  quality 
heretofore  unimaginable,  and  schools  in  which  En- 
glish is  not  the  native  tongue  try  hard  to  emulate  the 
standards  the  English-speaking  world  has  achieved. 
Yet  our  medical  schools  are  under  constant  attack, 
and  the  popular  targets  are  deans  and  their  aides, 
department  chairmen,  and  faculty  members,  and  the 
causes  for  complaint  are  usually  policy  decisions 
between  teaching  and  training  fully  qualified  stu- 
dents, and  conferring  on  them  the  legitimacy  of  an 
M.D.  degree,  and  the  inadequacy  of  financial  support 
to  enable  them  to  carry  out  the  mission. 

One  paradox  of  our  industrialized  and  technolog- 
ized  society  is  that  medical  education  of  any  quality 
requires  not  only  a great  deal  of  money  to  put  it  into 
effect,  but  also  that  the  very  complexity  of  the  ma- 
terial requires  a high  standard  of  intellectual  capacity 
and  performance  from  students  selected  for  this  form 
of  graduate  training.  Yet  the  egalitarian  ideals  of  our 
society  are  such  that  many  otherwise  rational  citizens 
feel  that  a medical  education,  expensive  as  it  is, 
should  be  open  to  all,  or  almost  all,  who  request  it. 
Given  the  stringencies  of  the  annual  budget,  the 
number  of  places  available  in  entering  classes,  and 
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the  criteria  (such  as  they  are)  for  predicting  success 
or  failure  in  candidates,  deans  and  admission  com- 
mittees find  themselves  in  an  unenviable  position. 
Considering  the  pressures  they  are  under,  it  is  sur- 
prising they  do  as  well  as  they  do  in  selecting  students 
who  will  perform  acceptably  in  an  extremely  de- 
manding course  of  graduate  study.  The  word 
“elitism”  has  been  applied  with  pejorative  connota- 
tions to  the  selection  process  in  all  stages  of  the 
medical  hierarchy.  Considering  the  fact  that  even 
the  best  trained  and  most  skillful  physicians  and 
surgeons  can  and  do  make  blunders,  one  can  only 
speculate  at  the  magnitude  of  error  when  strong 
medicines  and  sharp  knives  are  put  into  less  com- 
petent hands.  The  logical  conclusion  to  anti-elitism 
might  be  a manual  titled  How  to  Perform  a Hyster- 
ectomy in  Ten  Easy  Lessons,  or  a “Do-It-Yourself 
Lobotomy  Kit.” 

One  problem  medical  schools  have  to  face — and 
few  succeed  in  doing  so  with  any  grace — is  whether 
they  are  truly  graduate  schools  or  merely  highly  so- 
phisticated trade  schools.  One  reality  behind  this 
maintain  curriculum  standards  and  “teaching  goals” 
that  will  enable  their  students  to  pass  examinations 
for  licensure  set  by  state  boards  of  medical  examin- 
ers. To  some  extent  this  problem  has  been  resolved 
by  the  creation  of  the  National  Board  of  Medical 
Examiners  whose  certificate  is  accepted  by  nearly  all 
state  boards.  However,  efforts  to  create  a system  of 
Federal  licensure  have  fallen  afoul  of  the  charmingly 
antique  notion  of  states’  rights  and  the  special  in- 
terests of  politicians.  We  cannot  point  with  pride  to 
this  persistent  folly  in  American  medicine.  But  more 
fundamental  to  the  graduate  school  versus  trade 
school  dilemma  is  the  fact  that  medicine  is  not  a pure 
science  but  an  applied  one,  and  that  a physician  must 
master  certain  technical  skills  before  he  can  be  ad- 
mitted to  practice  on  the  citizenry.  Regrettably  the 
examinations  by  which  such  ability  is  tested  are  quite 
poorly  constructed  and  do  not  seem  to  test  the  right 
thing,  and  often  they  do  not  test  much  of  any- 
thing. 

It  is  an  easy  step  from  the  medical  school  to  the 
hospital,  and  almost  all  of  a student’s  last  two  years 
are  spent  in  hospital  settings.  During  the  eighteenth 
century  there  were  comparatively  few  hospitals,  and 
medical  care  was  organized  in  a simple  physician- 
patient  relationship,  relatively  uncomplicated  by 
consultants  or  specialists.  Every  eighteenth-century 
physician  delivered  primary  care.  This  mode  of 
practice  continued  into  the  nineteenth  century,  and 
along  with  it  went  the  tradition  of  studying  medicine 
by  apprenticeship  or  preceptorship.  During  the  first 
half  of  the  nineteenth  century  the  only  “specialists” 
were  a few  high-powered  surgeons  in  large  cities,  and 
even  these  did  not  limit  themselves  to  a referral 
practice.  But  along  with  progress  in  medicine  and 
surgery,  as  noted,  more  and  more  hospitals  were 
built,  and  it  was  recognized  that  many  forms  of  illness 
were  best  treated,  and  some  could  only  be  cared  for, 


in  hospitals.  And,  as  hospitals  began  to  increase  in 
size  and  scope,  division  of  responsibility  for  patient 
care  became  necessary,  hence  allocation  of  beds  into 
medical,  surgical,  obstetric,  and  pediatric  services. 
Concomitantly,  specialized  hospitals  were  built  in 
response  to  needs  of  a given  class  of  patient  or  for 
particular  facilities,  such  as  hospitals  for  communi- 
cable diseases,  sanatoriums  for  tuberculosis,  and 
lying-in  hospitals  for  maternity  cases.  Increasing 
specialization  after  World  War  1 brought  further 
expansion  of  such  special  units  as  childrens’  hospi- 
tals, orthopedic  and  rehabilitation  hospitals,  veter- 
ans’ hospitals,  even  hospitals  devoted  to  treating  and 
studying  patients  with  diseases  of  a given  type  or 
those  involving  a single  organ  system.  At  present 
most  of  these  facilities  exist  in  urban  centers  and  are 
affiliated  with  or  are  an  integral  part  of  a medical 
school-university  hospital  medical  center  and  serve 
as  models. 

A special  case  is  the  geriatric  hospital  or  nursing 
home.  The  advances  of  twentieth  century  medicine 
have  created  a class  of  elderly  people  who  find  their 
place  and  their  role  in  society  ambiguous.  When  ill 
health  or  incapacity  overtakes  them,  it  is  difficult  to 
care  for  them  at  home,  and  they  are  relegated  to  the 
updated  version  of  the  old  folks’  home.  Some  of 
these  are  well  managed,  but  a considerable  propor- 
tion are  run  for  profit  to  the  proprietors  and  can  be 
viewed  as  either  antechambers  for  the  undertaker’s 
parlor  or  as  the  rough  Spartan  hillside  of  American 
medicine.  Like  drug  addiction  or  venereal  disease, 
part  of  the  problem  is  a social  one,  but  neither  phy- 
sicians nor  sociologic  experts  have  made  much 
progress  in  solving  it.  Needless  to  say,  a good  solu- 
tion would  be  expensive,  and  money  seems  to  be  what 
elderly  citizens  do  not  have. 

Conclusion 

During  the  past  fifty  years  there  has  been  a shift 
from  the  simple  one-to-one  physician-patient  rela- 
tionship. Proper  diagnosis  of  all  but  the  simplest 
illnesses  requires  the  use  of  specialized  diagnostic 
equipment  and  services,  especially  those  provided  by 
radiology  or  the  pathology  laboratory.  If  illness  re- 
quires hospitalization,  a patient  may  be  seen  by 
several  physicians  and  undergo  a variety  of  proce- 
dures; consultants  and  specialists  play  an  increasing 
role  in  such  situations.  That  their  opinions  may  be 
sound  and  their  advice  useful,  even  lifesaving,  the 
public  tends  to  take  for  granted  (else  why  would  they 
be  there!).  The  source  for  complaint  is  that  there  is 
something  impersonal  about  medical  care  given  in  a 
contemporary  institution.  Many  patients  feel  that 
a valuable,  albeit  intangible,  quality  has  been  lost.  In 
many  instances  this  is  true,  but  it  seems  to  be  part  of 
the  price  we  pay,  and  maybe  must  pay,  for  expansion 
of  professional  skills  and  the  application  of  highly 
specialized  techniques  in  situations  where  they  are 
essential.  This  is  the  equivalent  of  the  industrial 
revolution.  It  can  be  especially  true  in  large  urban 
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medical  centers  and  particularly  when  the  patient 
does  not  have  his  or  her  personal  physician.  But 
when  one  hears  avant-garde  pundits  describe  “sys- 
tems for  the  delivery  of  health  care,”  as  if  they  were 
commodities  purchased  in  a shop  and  delivered  by 
United  Parcel,  one  wonders  whether  their  ideas  are 
medical  progress. 

One  hundred  years  ago,  the  ratio  of  population  in 
the  United  States  was  about  65  per  cent  rural  to  35 
per  cent  urban;  fifty  years  ago  it  was  50-50;  today  it 
is  70  per  cent  urban  and  30  per  cent  rural.  This 
population  shift,  the  creation  of  the  megalopolis,  is 
probably  the  chief  reason  for  recurrent  complaints 
about  maldistribution  of  physicians,  the  evils  of  the 
impersonal  large  hospital,  and  the  erosion  of  the 
physician-patient  relationship.  It  is  sad  that  this 
happens  to  be  a by-product  in  some  of  the  finest 
hospital  centers  the  world  has  yet  seen.  Perhaps  the 
public  and  medicine’s  critics  should  remember  that 
there  is  a price  for  progress.  In  theory  one  has  the 
option  of  not  paying  the  price  by  not  achieving  the 
progress.  It  seems  unlikely  that  Americans  will 
settle  for  a static  society;  they  will  undoubtedly  ac- 
cept the  progress  and  will  complain. 

So  far  we  have  said  nothing  about  research,  and  we 
shall  justify  this  omission  by  claiming  that  research 
is  not  progress,  but  rather  the  promise  of  progress. 
Like  medical  schools  and  hospitals,  research  must  be 
financed,  and  we  note  with  dismay  that  government 
support  for  basic  research  has  been  sharply  reduced. 
We  also  note  with  regret  that  the  government  sup- 
ports the  development  of  ever  more  sophisticated 
instruments  of  death  and  destruction.  One  cannot 
spend  the  same  dollar  twice,  said  Heraclitus,  and  if 
the  citizenry  through  its  elected  representatives  in 
Congress  vote  for  death  and  destruction  rather  than 
medical  research,  that  is  a decision  they  will  have  to 


live  with— or  die  by.  A small  voice  suggests  that 
perhaps  the  citizens  themselves  do  not  really  make 
such  a choice,  but  that  it  is  part  of  the  price  for  the 
military-industrial  complex.  Their  representatives 
can  manipulate  congressmen  and  senators  just  as 
easily  as  foreign  officials  are  bribed.  When  it  comes 
to  the  public  till,  physicians  are  amateur  locksmiths. 

Yet  research  has  the  capacity  to  control  and  pre- 
vent most,  if  not  all,  human  disease.  This  may  seem 
overly  optimistic,  but  if  viewed  in  the  perspective  of 
what  has  been  achieved,  and  the  accelerating  rate  at 
which  this  progress  has  obtained,  the  long-term  fu- 
ture promises  that  such  hopes  can  become  reality. 
Already  there  are  very  few  remaining  incompre- 
hensible diseases. 

In  closing,  it  may  be  refreshing  to  recall  the  for- 
mula with  which  the  president  of  one  of  our  most 
distinguished  universities  conferred  the  M.D.  degree. 
Standing  on  the  platform  in  his  black  gown  with 
gold-braided  trim,  flanked  by  the  members  of  his 
faculty,  many  of  them  wearing  brightly  colored  aca- 
demic robes  from  foreign  universities,  and  with  a few 
dignitaries  nearby,  he  would  intone:  “All  those  who 
are  candidates  for  a degree  in  medicine,  draw  near.” 
And,  after  the  few  young  men  who  had  taken  time  off 
from  hospital  duties  to  attend  this  ceremony  had 
drawn  near,  he  would  intone:  “I  confer  upon  you  the 
degree  of  Doctor  Medicine  and  welcome  you  into  the 
merciful  calling  of  medicine.  ” It  is  not  fashionable 
to  wear  one’s  ideals  on  one’s  sleeve,  but  the  men  and 
women  in  American  medicine  today  are  in  large 
measure  idealists  who  try  to  apply  their  ideals  and 
professional  skills  to  the  understanding  of  disease 
and  to  caring  for  the  sick.  We  can  look  back  with 
pride  on  the  progress  achieved  by  our  predecessors, 
and  we  can  look  forward  to  further  progress.  Very 
few  have  failed  their  ideals. 
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effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note:  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular  Hypotension,  hypedension,  tachycardia, 
palpitation,  myocardial  intarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation,  insomnia  and  nightmares 
hypomania;  exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthesias  ot  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns,  tinnitus 

Anticholinergic  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis,  blurred  vision,  disturbances  ot  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract 
Allergic  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


sitization (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  ot  face  and  tongue),  drug  fever,  cross- 
sensitivity with  desipramine 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis, eosinophilia;  purpura;  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  dunng 
therapy,  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling,  elevation  or 
depression  of  blood  sugar  levels 
Other  Jaundice  (simulating  obstructive),  altered  liver 
function,  weight  gain  or  loss,  perspiration;  flushing,  uri- 
nary frequency,  drowsiness,  dizziness,  weakness  and 
fatigue,  headache,  parotid  swelling;  alopecia 
Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg./day  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response  If 
necessary,  dosage  may  be  increased  to  200  mg./day 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg  day  and  may  be  increased  to  200 
mg./day  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission  The  usual  adult  maintenance 
dosage  is  75-150  mg  /day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM  brand  ot  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg  or  higher  It  is 
generally  unnecessary  to  exceed  100  mg  /day  in  these 
patients  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses 
How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100,  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75. 
100,  125  or  150  mg  of  imipramine  hydrochloride  ) 

(B)  98-146  840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  informa- 
tion. 
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On  April  19,  1775,  the  first  shots  of  the  American 
Revolution  were  fired  in  Massachusetts.  On  De- 
cember 8, 1775,  William  Withering  effected  a “cure” 
in  a patient  with  dyspnea  and  ascites  by  giving  folia 
digitalis  and  obtaining  a marked  diuresis.  On  July 
25, 1776,  three  weeks  after  our  Declaration  of  Inde- 
pendence was  signed,  Withering  prescribed  folia 
digitalis  for  a woman  over  forty  years  of  age,  “her 
pulse  extremely  weak  and  irregular”  and  obviously 
moribund  in  spite  of  all  the  usual  drugs  given  by  a 
distinguished  physician.  In  twenty-four  hours  she 
had  a diuresis  of  8 quarts;  recovery  was  uneventful, 
and  nine  years  later,  using  digitalis  whenever  her 
symptoms  recurred,  she  still  was  able  to  keep  free  of 
dyspnea. 

Atrial  fibrillation,  brought  under  control,  repre- 
I sented  a revolution  in  medical  management  of  a fatal 
disease.  This  was  made  possible  by  abandoning 
polypharmacy  for  a single  drug  of  proved  efficacy. 
Withering  specified  that  the  standardized  prepara- 
tion of  digitalis  powder  must  be  made  from  leaves 
j collected  at  the  same  phase  of  growth. 

In  1803  the  isolation  of  morphine  from  opium  by 
Serturner,  in  Germany,  made  possible  a method  for 
developing  really  dependable  doses  of  plant  alka- 
| loids.  In  1820  Pelletier  and  Caventou  isolated  qui- 
nine from  the  Peruvian  bark.  Invaluable  in  treating 
malaria,  it  had  been  most  undependable  because  of 
I variations  in  strength  of  various  samples  of  bark  and 
their  frequent  dilution  with  cheap,  bitter  drugs,  such 
as  gentian. 

Early  diagnoses 

Before  improved  sources  of  effective  drugs  could 
make  much  difference  in  practice,  it  was  essential  to 
recognize  which  disorders  specific  drugs  could  ben- 
efit. Thus,  digitalis  was  proclaimed  a tuberculosis 
cure  because  physicians  could  not  tell  whether  blood 
spitting  came  from  apical  cavities  or  from  mitral 
stenosis  with  atrial  fibrillation.  Percussion,  intro- 
duced by  Auenbrugger  in  1761,  was  ignored  until 
after  1800.  Auscultation,  described  by  Laennee  in 
1819,  was  rapidly  accepted  and  made  it  possible  to 
avoid  giving  digitalis  to  the  wrong  patient.  But  for 
the  febrile  diseases  confused  with  malaria,  avoiding 
error  was  impossible  until  Laveran  identified  the 


plasmodia  in  1880.  In  New  York,  most  cases  of  ty- 
phoid were  diagnosed  and  treated  as  malaria  during 
the  nineteenth  century.  The  public  health  reports 
show  a remarkable  decline  in  malaria  and  rise  in  ty- 
phoid fever  after  1890.  Physicians  tend  to  diagnose 
a disease  as  one  for  which  they  have  effective  treat- 
ment rather  than  as  some  other  for  which  they  have 
none.  Prior  to  the  use  of  chloramphenicol  we  had  no 
control  over  typhoid.  Antitoxin  proved  effective  for 
diphtheria,  but  serum  treatment  of  other  infections 
was  worse  than  useless.  The  great  killers — pneu- 
monia, typhoid,  and  tuberculosis — came  under 
control  only  after  1940. 

In  1798  the  Royal  Society  of  Medicine  refused  to 
accept  Jenner’s  report  on  vaccination  to  prevent 
smallpox  because  it  was  “at  variance  with  established 
knowledge.”  But  his  Inquiry  was  published,  and  was 
used  all  over  the  world  within  a few  decades. 

Prevention  of  plague,  typhus,  malaria,  and  yellow 
fever  depended  on  the  recognition  of  the  insect  vec- 
tors of  transmission;  this  began  with  mosquitoes  and 
malaria  (1880).  During  and  since  World  War  II 
there  has  been  great  progress  in  drug  therapy  of 
amebiasis  and  the  other  protozoal  and  metazoal  in- 
festations. But  the  drugs  are  far  more  costly  than 
the  vermifuges  which  controlled  hookworms  and 
tapeworms,  so  most  of  these  conditions  persist  as 
endemic  diseases  in  the  malnourished  millions  of  the 
Third  World. 

By  the  nineteenth  century  tuberculosis  was  com- 
mon in  urban  populations  and  drinkers  of  fresh  milk. 
It  was  the  “captain  of  the  men  of  death,”  and  for  two 
generations  before  Selman  A.  Waksman  gave  us 
streptomycin  it  was  treated,  at  great  cost,  by  exiling 
patients  to  rural  sanatoria  or  to  warmer  climates. 
Cures  were  regularly  discovered  and  abandoned,  as 
is  beautifully  depicted  in  Shaw’s  play  The  Doctor’s 
Dilemma.  Today  effective  management  is  relatively 
cheap  in  New  York,  but  not  in  the  Third  World, 
where  even  prevention  by  B.C.G.  vaccine  is  not 
available. 

A host  of  new  diseases,  autoimmune  disturbances 
or  endocrine  abnormalities,  were  discovered  during 
the  last  century.  Effective  therapy  for  endocrine 
deficiencies  became  available,  beginning  with  thyroid 
extract,  about  1900,  and  insulin,  about  1925.  The 
corticosteroi'ds,  overpraised  for  rheumatoid  arthritis 
twenty-five  years  ago,  are  still  in  wide  use  because  we 
have  nothing  better  for  autoimmune  disorders  or  for 
acute  reactions  to  viruses,  infarctions,  or  granulomas. 
Cytotoxins  also  are  valuable  for  treating  autoimmune 
diseases,  some  viral  infections,  and  some  neoplasms. 

Recent  decades 

Aseptic  techniques  and  anesthesia  revolutionized 
surgery  between  1840  and  1890.  Recognition  of  the 
blood  groups  made  even  massive  transfusions  routine 
in  dealing  with  traumatic  or  surgical  blood  loss  after 
1920.  The  man  hours  and  costs  related  to  surgical 
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care  steadily  increased  in  proportion  to  those  in 
medical  care.  Medical  students  went  into  surgery 
in  greater  numbers,  because  that  was  where  devel- 
opments were  most  rapid,  dramatic,  and  rewarding 
and,  in  part,  also  because,  as  Willie  Sutton  said  in 
explaining  why  he  only  robbed  banks,  “That’s  where 
the  money  is.”  In  special  fields  of  internal  medicine 
recent  decades  have  seen  development  of  noninvasive 
and  invasive  diagnostic  and  therapeutic  techniques 
requiring  great  technical  skill  and  aseptic  techniques, 
for  example,  in  the  insertion  of  pacemakers,  cardiac 
catheterization,  and  fiberoptic  examination  of  the 
bronchi  and  gastrointestinal  tract.  The  costs  of  such 
examinations  are  high,  and  the  experts  are  well  re- 
warded. Isotopic  diagnostic  procedures,  echographic 
visualization,  and  the  precise  computer-derived  axial 
tomograms  (CAT)  of  the  brain  and  other  parts  of  the 
body  probably  will  put  an  end  to  many  invasive 
techniques,  but  angiography  will  be  useful  until 
atherosclerosis  comes  under  control. 

The  control  of  vascular  disease  in  prosperous 
populations,  like  the  control  of  pregnancy  and  ve- 
nereal disease  in  the  younger  generation,  is  fraught 
with  enormous  difficulties.  We  are  a peculiar 
species,  and  when  it  comes  to  mastering  our  animal 
appetites  only  the  Maoists  seem  to  have  made 
progress  in  the  last  five  thousand  years.  It  is 
doubtful  whether  this  can  be  maintained  or  spread 
throughout  the  world. 

We  now  know  how  to  control  atherosclerosis, 'as 
well  as  the  bronchial  cancer  which  causes  thousands 
of  deaths  each  year;  but  human  tastes,  and  the 
lobbies  for  sugar,  tobacco,  and  dairy  products,  make 
it  unlikely  that  these  disorders  will  be  eliminated. 
By  bringing  under  control  the  great  human  preda- 
tors— plague,  typhus,  cholera,  malaria,  and  tuber- 
culosis— we  have  already  created  the  possibility  that 
most  of  our  grandchildren  will  die  of  famine  or  se- 
nility. Should  heart  disease  and  cancer  be  con- 
trolled, the  burden  of  the  aged  on  the  young  would 
be  intolerable  in  urban  communities.  In  pastoral  or 
agricultural  cultures,  the  aged  continue  to  work  even 
after  they  pass  the  century  mark.  They  are  spared 
the  idle  loneliness  of  the  urban  aged,  and  senile  de- 
mentia develops  much  less  frequently  than  in  our 
social  outcasts. 


Conclusion 

What  has  been  the  effect  on  the  practice  of  medi- 
cine of  all  our  progress  in  diagnosis,  prevention,  and 
rational  treatment  of  disease  over  the  last  two 
centuries?  The  diseases  to  which  the  physician  once 
devoted  most  of  his  time,  and  from  which  he  derived 
his  prestige  and  income,  have  almost  disappeared. 
Diphtheria,  tetanus,  and  typhoid  are  now  rare  med- 
ical curiosities.  Tuberculosis  is  quickly  diagnosed 
and  controlled.  Pneumonia  rarely  progresses  to  the 
empyema  and  lung  abscesses  which  required  pro- 
longed care  forty  years  ago.  Cancer,  heart  disease, 
strokes,  and  senility  are  now  our  main  problems  and 
take  up  most  medical  beds  in  community  hospi- 
tals. 

Our  professional  world  has  changed  much  less  than 
our  political  world.  Onerous  taxes  now  take  up  10 
times  as  much  of  our  gross  national  product  as  they 
did  when  the  colonists  rebelled  against  a tax  on  tea. 
Our  main  problems,  dealing  with  the  Internal  Rev- 
enue Service,  malpractice  suits,  traffic  jams,  hospital 
boards,  and  governmental  or  other  third-party  in- 
terference, could  not  have  been  imagined  in  1775  by 
the  rural  physicians  of  the  colonies.  But  as  early  as 
1793  one  of  the  modern  problems  became  evident  in 
London.  John  Hunter,  M.D.,  the  greatest  surgeon 
of  his  era,  began  to  have  anginal  attacks  at  the  age  of 
forty-nine,  and  dropped  dead  after  a meeting  of  the 
board  of  St.  George’s  Hospital  sixteen  years  later. 
His  autopsy  revealed  calcification  of  the  coronary 
arteries,  as  well  as  of  aortic  cusps  and  mitral  annulus. 
But  his  severe  attacks  of  pain,  and  his  fatal  seizure, 
all  occurred  when  he  was  under  great  emotional 
distress.  Hospital  board  meetings  then,  as  now,  were 
frequent  causes  of  the  frustration  and  anger  which 
accelerate  our  vascular  deterioration  or  precipitate 
our  strokes  and  heart  attacks.  All  these  professional 
frustrations  have  been  augmented  since  legislators 
discovered  how  many  relatives  and  friends  can  be 
taken  care  of  by  the  agencies  they  create  for  health 
problems  and  by  well-staffed  committees  to  stud> 
these  bureaucracies  and  find  ways  to  evolve  new  ones 
Oh!  to  be  back  to  1950,  if  not  to  1776. 
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It  is  well  from  the  vantage  point  of  our  two  hun- 
dredth birthday  to  look  back  on  our  beginnings,  and 
as  we  do  there  are  two  dates  which  stand  out:  July 
4,  1776,  and  December  21,  1620.  These  dates  are 
familiar  to  every  schoolboy  as  the  signing  of  the 
Declaration  of  Independence  and  the  landing  of  the 
pilgrims.  It  is  true  that  before  the  pilgrims’  landing 
there  was  a colony  established  at  Jamestown,  Vir- 
ginia, in  1607;  but  even  taking  the  later  date  there  are 
more  than  one  hundred  fifty  years  of  colonialism 
before  we  became  a nation.  It  is  the  purpose  of  this 
report  to  review  the  state  of  health,  sickness,  and 
medical  care  in  the  colonies  prior  to  1775. 

Early  colonization 

In  our  own  days  of  easy  jet  travel  it  is  hard  to 
imagine  the  trials  and  tribulations,  privations,  and 
difficulties  of  the  colonists  on  a 3,000-mile  trip  in  a 
small  boat.  The  boats  were  crowded,  poorly  venti- 
lated, and  lacking  in  sanitary  facilities,  and  in  a 
voyage  of  six  weeks  to  four  months  the  food  often 
spoiled,  the  water  became  stagnant,  and  it  was  no 
wonder  that  when  they  reached  their  destination 
many  of  the  survivors  were  ill  and  weakened  by  their 
trip.  The  trip  to  colonize  Virginia,  for  instance, 
began  on  December  20,  1606,  and  the  destination 
Jamestown  was  reached  on  April  26,  1607.  A good 
thing  about  the  voyage  was  that  the  colonizers 
reached  Virginia  in  the  springtime  and  under  fa- 
vorable climatic  conditions.  Deficiency  diseases 
such  as  beriberi  and  scurvy  took  a very  heavy  toll  on 
the  travelers  as  did  infectious  diseases  such  as  scarlet 
fever,  smallpox,  diphtheria,  and  the  insect-carried 
diseases,  malaria  and  yellow  fever. 

One  of  the  worst  tragedies  in  the  history  of  colo- 
nization was  the  attempt  to  take  a colony  from  Am- 
sterdam to  the  new  world  made  by  Francis  Blackwell. 
One  hundred  and  eighty  passengers  left  Amsterdam 
in  1618  crowded  into  a very  small  vessel.  Disease 
broke  out  among  them,  and  Blackwell  and  the  cap- 
tain of  the  ship  perished;  by  the  time  the  boat 
reached  Virginia,  out  of  the  180  passengers  there  had 
been  130  deaths.  Dutch  sailors  in  1564  and  English 
sailors  under  Hawkins  in  1593  knew  of  the  benefit  of 
lemon  juice  in  the  prevention  of  scurvy  on  long  voy- 
ages, but  it  was  not  until  1753,  when  James  Lind  or- 
dered the  use  of  lemon  and  lime  and  orange  juice  on 
all  of  the  boats  of  the  British  Navy,  that  the  provision 
of  what  we  now  know  as  vitamin  C became  widely 
used.  However,  in  1630  Gov.  John  Winthrop  had 


written  his  wife  telling  her  to  “remember  to  bring 
juice  of  lemons  to  sea  with  thee  for  thee  and  thy 
company  to  eat  with  their  meat  as  sauce.”  In  1674 
John  Josselman  advised  his  voyagers  to  carry  juice 
of  lemons  well  put  up  to  prevent  or  cure  the  scurvy. 
In  spite  of  the  fact  that  the  travelers  at  Jamestown 
landed  in  good  weather,  within  the  first  year  of  set- 
tlement it  is  said  of  the  380  settlers  over  300  died. 
George  Percy,  brother  of  Earl  of  Northumberland, 
who  was  an  early  settler  there  said:  “Our  men  were 
destroyed  with  cruel  diseases,  swelling,  burning 
fevers,  by  wars  and  some  departed  suddenly,  but  for 
the  most  part  they  died  of  mere  famine,  some  de- 
parting out  of  the  world  many  times  3 or  4 in  the 
night,  in  the  morning  their  bodies  trailed  out  of  their 
cabins  like  dogs  to  be  buried.” 

Plymouth  colony 

The  landing  at  Plymouth  was  very  different  from 
that  at  Jamestown,  since  the  Puritans  landed  in  late 
December.  However,  they  had  very  little  trouble 
with  the  Indians,  since  a great  plague  about  six  years 
previously  had  wiped  out  entire  tribes.  From  the 
descriptions  given  by  the  Indians  and  by  physicians 
at  that  time,  the  patients  turned  very  yellow,  and 
there  was  considerable  discussion  among  the  early 
physicians  as  to  whether  it  was  yellow  fever,  which 
was  unlikely  since  it  occurred  in  the  winter,  or  the 
confluent  smallpox.  In  any  case,  apparently  there 
was  a “great  yellowing  or  yellowness.”  The  toll 
among  the  Pilgrims  was  heavy.  About  three  months 
after  the  landing  in  December  of  1620  only  50  re- 
mained out  of  the  100  who  had  survived  the  crossing. 
Bradford  states  that  this  was  due  to  “being  infected 
with  the  scurvy  and  other  diseases  which  this  long 
voyage  and  inaccommodate  conditions  had  brought 
upon  them,  so  that  they  died  some  2 or  3 in  a day  in 
ye  foresaid  time.”  Many  times  after  landing  serious 
epidemics  broke  out,  and  this  was  considered  to  be 
due  to  the  weakened  condition  of  the  colonists  after 
their  long  trip.  They  were  also  faced  with  food 
shortages,  strange  flora  and  fauna,  unfavorable 
weather  conditions,  and  many  other  perils  of  the 
wilderness. 

Colonial  diseases 

Diseases  in  colonial  times  were  not  for  the  most 
part  very  well  differentiated.  Smallpox  was  well 
known,  since  it  had  been  present  in  England  for 
many  years.  Other  diseases  generally  described  in 
very  general  terms,  such  as  nervous  and  mixed  fevers, 
pleurisy,  alvine  fluxes,  griping  of  the  guts,  fever  and 
ague,  and  bloody  fluxes,  are  the  diseases  that  we  very 
well  know  now  from  description  as  malaria,  influenza, 
pneumonia,  smallpox,  measles,  and  diphtheria, 
known  as  throat  distemper.  To  this  category  there 
may  be  added  dysentery,  typhoid,  and  typhus  or  jail 
or  ship  fever  as  it  was  called.  In  addition  to  these 
infectious  diseases  were  all  of  the  malignant  condi- 
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tions  and  chronic  and  degenerative  diseases  which 
we  know  today,  heart,  vascular  conditions,  and  ar- 
thritis. These  were  also  described  in  general  terms 
as  dropsy,  general  decay,  fits,  and  other  such  general 
terms  and  were  not  well  differentiated.  This  is  not 
surprising,  since  the  state  of  the  science  of  medicine 
in  the  early  days  of  the  seventeenth  century  was  al- 
most medieval,  as  could  be  told  from  the  treatments. 
Diseases  were  still  considered  as  being  due  to  an 
imbalance  of  humors,  that  is,  the  lymph,  blood,  bile, 
and  fluids  in  the  body,  and  were  treated  with  deple- 
tion in  the  way  of  purges,  bleedings,  or  venesections 
and  vomits;  if  it  was  felt  that  the  body  was  weakened 
from  deficiency  of  the  humors  they  were  treated  with 
tonics  in  an  attempt  to  build  the  patient  up. 

Governor  Winthrop,  wishing  to  know  what  to  do 
for  some  of  the  ills  of  the  colonists,  wrote  in  1643  to 
Edward  Stafford,  M.D.,  in  the  mother  country  asking 
him  for  some  recipes.  A few  of  them  are  given  here. 

For  example: 

1.  For  ye  falling  sickness — purge  first  with  the  ex- 
tract of  black  hellebore  and  instead  of  St.  John’s  wort 
use  podophyllin  or  meadow  cinque  foil.  Use  it  instead 
of  St.  John’s  wort  and  god  willing  he  shall  be  perfect  in 
short  or  longer  time  according  his  disease  had  taken 
root.  2.  For  ye  mother  give  thee  patient  as  much  as 
will  go  on  6 pens  or  a schilling  each  morning  of  the 
powder  of  thee  great  bryonie  root.  3.  For  ye  pains  in 
ye  breast  or  limbs,  wear  a wild  cat  skin  on  the  place 
grieved.  4.  My  black  powder  against  the  plague,  small 
pox,  purple,  all  sorts  of  fever.  Poison  either  by  way  of 
prevention  or  after  infection,  in  the  month  of  March 
take  toads  as  many  as  you  will  alive.  Put  them  into  an 
earthen  pot  that  will  be  half  full,  cover  with  a broad 
trowel  or  iron  plate,  then  overwhelm  the  pot  so  that  ye 
bottom  may  be  uppermost.  Put  charcoals  around 
about  it  in  the  open  air,  not  in  the  house,  set  it  on  fire 
and  let  it  burn  out  and  extinguish  itself.  When  it  is 
cold  take  out  the  toads  and  on  an  iron  morter  pound 
them  very  well  and  cerse  them.  Then  in  a crucible  cal- 
cine them  so  again,  pound  and  cerse  them  again.  The 
first  time  they  will  be  brown  powdered  and  the  next 
time  black.  Of  this  you  may  give  a dram  in  the  vehicu- 
lum  or  drink  inwardly  for  any  infections  taken  and  let 
them  sweat  upon  it  in  their  beds  but  let  them  not  cover 
their  heads,  especially  in  the  small  pox. 

Gov.  John  Winthrop,  Jr.,  of  Connecticut  had  a 
prescription  for  stomachache  or  gripes.  This  pre- 
scription was  “buttered  musket  balls  to  be  taken  at 
the  full  of  the  moon  and  a bit  of  lions  mane  hung 
under  the  left  arm  would  also  help.”  Clysters,  which 
we  now  call  enemas,  were  very  much  in  vogue  during 
the  seventeenth  century  and  were  a treatment  used 
with  great  frequency.  A list  of  medicines  ordered  by 
George  Washington  in  1767  from  his  London  factors 
is  interesting: 

two  best  lannets  (lancets  in  one  case)  six  common 
ditto  each  separate  and  25  lbs.  of  antimony,  ten  lbs. 
flour  of  sulfer,  2 ounces  of  honey  water,  6 quarts  of 
spirits  of  turpentine,  2 lbs.  of  the  best  Jesuit’s  bark 


powder,  (this  of  course  was  quinine  and  was  the  only 
specific  medicine  available  at  this  time  in  treatment  of 
malaria),  3 ounces  of  rhubarb  ditto  and  put  in  the  bot- 
tle, 1 pint  of  spirit  of  Hartshorn  and  6 ounces  ditto  of 
lavender,  6 ditto  of  niter,  1 pound  of  blistering  plaster, 
4 ounces  tincture  of  castor,  8 ditto  of  balsam  capezzi, 
and  lk  pound  of  tumeric. 

Care  of  sick 

Who  were  the  people  who  provided  the  care  of  the 
population  in  these  early  days?  They  come  under 
three  categories:  the  physician,  the  minister,  and  the 
women.  Physicians  for  the  most  part  were  the  ships 
surgeons  or  barber  surgeons  or  apothecaries,  who 
were  considered  as  a lower  grade  of  physician  inferior 
to  one  who  had  a medical  degree  and  who  corre- 
sponded to  our  internists.  Very  few  of  the  latter 
were  over  in  this  country  in  the  early  days  of  the 
colonies.  For  all  practical  purposes  there  were  no 
qualified  physicians  in  seventeenth-century  America. 
The  education  of  the  physician  that  we  had  was 
chiefly  by  the  apprentice  system,  where  a young  boy 
took  an  apprenticeship  under  an  acknowledged 
practitioner,  whether  he  was  the  holder  of  a degree 
or  not.  This  apprenticeship  varied  for  a term  of 
three  to  seven  years,  and  the  pupil  gradually  acquired 
knowledge  by  observation  from  his  preceptor. 
Nonetheless,  many  emergencies  made  these  practi- 
tioners self-reliant  and  competent  to  treat  the  various 
accidents  and  illnesses  so  common  at  the  time. 
There  were  one  or  two  physicians  in  Virginia  in  1607 
and  1608,  but  in  1609,  because  there  were  no  surgeons 
there,  Capt.  John  Smith  had  to  return  to  England  for 
treatment  of  a wound. 

Among  passengers  on  the  Mayflower  in  1620  was 
the  Rev.  Samuel  Fuller,  and  although  he  possessed 
no  medical  diploma,  the  ancient  records  list  him  as 
a surgeon  of  the  settlement.  He  lived  at  Plymouth 
but  served  as  medical  advisor  to  all  colonies  in  the 
area.  In  a letter  to  Governor  Bradford  in  June,  1630, 
Fuller  said  “I  have  gone  to  Matapan,  now  Dorchester, 
and  let  some  20  of  those  people  blood.”  It  was  said 
of  him:  “In  his  medical  character  and  for  his 

Christian  virtues  and  unfeigned  piety,  Dr.  Fuller  was 
held  in  the  highest  estimation,  resorted  to  as  a father 
and  a wise  counselor  during  the  perils  of  the  day.” 
He  was  one  of  several  heads  of  families  who  died  of 
a fever  in  summer  of  1633  and  was  most  deeply  la- 
mented by  all  of  the  colonists.  The  only  medical 
publication  in  the  colonies  in  the  seventeenth  century 
was  a Brief  Guide  to  the  People  of  New  England  in 
the  Treatment  of  Small  Pox  and  Measles  by  the 
Rev.  Thomas  Thatcher,  published  in  1677.  The  Rev. 
Cotton  Mather  of  Boston  wrote  a book  which  was 
never  published  that  was  of  medical  interest,  but  he 
is  best  known  medically  for  suggesting  the  use  in  this 
country  of  inoculation  to  combat  the  ravages  of 
smallpox.  It  was  he  and  Zabdiel  Boylston,  M.D.,  who 
carried  out  the  procedures.  They  were  widely  vili- 
fied, threatened  with  hanging,  assaulted  in  the 
streets,  and  a bomb  was  thrown  into  each  of  their 
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houses.  After  inoculation  became  more  general  and 
i its  value  was  seen  they  rapidly  became  subjects  of 
much  praise. 

Much  of  the  care  of  the  sick  in  the  colonies  fell  to 
the  women.  Very  few  women  came  to  the  early  set- 
tlement in  Virginia;  the  colonizers  came  and  worked 
alone  until  about  90  women  arrived  from  England  in 
' 1620.  On  the  other  hand,  in  the  New  England  colo- 
nization the  women  came  along  with  men  on  the 
initial  trips.  The  women  kept  recipes  for  medica- 
tions making  oils  and  ointments,  grew'  herb  gardens, 
and  made  medications  using  Indian  recipes.  They 
made  varieties  of  pills,  potions,  powders,  salves, 
syrups,  and  cordials  for  the  treatment  of  colic,  fevers, 
ringworm,  cancer,  scald-head,  and  other  discomforts. 
The  wife  of  Dr.  Fuller  previously  mentioned  was 
highly  thought  of  for  her  treatment,  as  were  Mrs. 
John  Cotton  and  Mrs.  John  Elliott.  In  the  south, 
plantation  mistresses  served  as  physicians  to  ill  or 
injured  slaves,  made  the  medicine,  and  nursed  them. 

| Joanna  Smith  (1614-1687)  was  skillful  in  wounds  and 
bruises  and  was  a talented  midwife.  The  most  fa- 
mous of  the  old  midwives  was  Ann  Hutchinson.  She 
came  to  Boston  from  England  in  1634  and  was  de- 
scribed as  being  “of  a haughty  and  serious  character 
of  a nimble  wit,  and  active  spirit,  a very  voluble 
tongue,  more  bold  than  a man  but  with  an  under- 
standing and  judgement  inferior  to  many  women.” 
She  was  banished  from  Boston  after  four  years  be- 
cause of  her  peculiar  religious  beliefs  and  was  sub- 
sequently killed  by  the  Indians  in  Rhode  Island. 
Margaret  Jones,  a doctress  in  New  England,  was 
named  in  1648  as  a witch.  It  was  well  into  the  middle 
of  the  eighteenth  century  before  the  practice  of  ob- 
stetrics by  men  was  regarded  with  any  public 
favor. 

Colonial  growth 

In  spite  of  the  illnesses  and  difficulties  of  life  in  the 
early  colonies,  they  grew  rapidly,  and  as  early  as  1636, 
only  sixteen  years  after  the  landing  at  Plymouth, 
Harvard  College  was  founded  to  produce  a more  lit- 
erate clergy.  Population  at  the  beginning  of  the 
eighteenth  century  was  about  300,000  whites,  and  by 
the  end  of  the  century  had  increased  to  about  4 mil- 
lion. The  growth  and  intellectual  activity  in  science 
during  the  seventeenth  century  was  considerable. 
Galileo  discovered  the  telescope  in  1609  and  the 
microscope  in  1610.  Bacon  published  his  Novum 
Organum  with  his  introduction  of  inductive  rea- 
soning in  1620.  Harvey  published  De  Motu  Cordis 
on  the  circulation  of  the  blood  in  1628.  In  1647, 
Massachusetts  passed  an  act  against  polluting  Bos- 
ton harbor.  Giles  Firman  gave  the  first  lectures  on 
anatomy.  The  first  printing  press  in  Boston  was  in 
1674,  and  in  Europe  at  this  time  Malpighi,  Leeu- 
wenhoek, and  Hooke  were  doing  pioneer  work  in 
microscopy.  In  1692,  the  Salem  witchcraft  trials 
occurred.  In  1721,  Zabdiel  Boylston  inoculated  for 
smallpox  for  the  first  time  in  this  country,  but  this 


is  another  story  which  would  take  a long  time  in  the 
telling  and  will  be  passed  over  here.  The  first  med- 
ical school  in  this  country  was  the  University  of 
Pennsylvania  Medical  School  founded  by  John 
Morgan  and  William  Shippen,  Jr.,  in  1765.  In  1774, 
Benjamin  Jesty  used  cowpox  vaccine  as  a preventive 
for  smallpox.  The  early  physicians  had  little  to  work 
with  in  the  way  of  clinical  measurements;  blood 
pressure  was  not  measured  for  the  first  time  until 
1726  and  Fahrenheit’s  thermometer  was  discovered 
in  1714.  Morgangi’s  book  on  pathology,  De  Sedibus 
et  Causis  Morborum,  was  not  written  until  1761. 
Digitalis  was  not  brought  out  by  Withering  until 
1784.  The  stethoscope  was  not  invented  until  1819. 

However,  growth  was  rapid  in  the  eighteenth 
century,  following  the  revolution,  and  in  the  nine- 
teenth century,  and  the  application  of  all  of  these 
early  scientific  discoveries  gave  a great  impetus  to 
clinical  medicine  and  the  treatment  of  diseases.  On 
the  eve  of  outbreak  of  hostilities  of  the  revolution 
there  were  about  3,500  established  medical  practi- 
tioners in  the  colony.  Only  about  400  of  these  had 
received  any  formal  training,  and  only  about  one  half 
of  the  400  held  degrees  in  medicine,  which  was  about 
5 per  cent  of  the  total  number  in  practice. 

16  Bank  Street 
Batavia,  New  York  14020 

Medicine  in 
the  Revolution 

CHARLES  M.  GRANEY,  M.D. 
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The  following  is  a quote  from  Garrison’s  History  of 
Medicine: 

The  war  of  the  Revolution  was  the  making  of  medi- 
cine in  this  country  and  it  was  in  the  nature  of  things 
that  it  should  bring  to  the  fore  the  three  leading  Amer- 
ican physicians  of  that  time,  Morgan,  Shippen,  and 
Rush.  The  war  found  us  in  a state  of  unpreparedness 
with  nothing  of  military  and  still  less  of  medical  orga- 
nization. Everyone  was  on  the  fighting  line  and  there 
was  little  time  for  building  hospitals,  making  instru- 
ments or  obtaining  drugs.  After  drafting  the  declara- 
tion the  ablest  members  of  Continental  Congress  were 
called,  like  everyone  eise,  to  immediate  and  pressing 
duties  in  their  several  states  and  Congress  itself  be- 
came by  all  accounts  a feeble,  bungling,  almost  impo- 
tent thing,  accomplishing  little  in  aid  of  the  medical 
administration  of  the  war,  in  some  respects  the  most 
important  feature  of  all.  As  Mumford  said:  “There 
was  but  one  man  who  was  found  steadfast,  patient  and 
unperturbable  and  that  was  Washington.”  All  honor 
to  the  two  surgeons-general  Morgan  and  Shippen,  who 
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did  so  much  for  the  organization  of  the  American  Med- 
ical education. 

Only  brief  mention  can  here  be  made  of  other 
physicians,  many  of  whom  played  a noble  and  self- 
sacrificing  part,  such  as  John  and  Joseph  Warren  of 
Massachusetts,  the  latter  serving  in  the  ranks  and 
losing  his  life  at  Bunker  Hill.  Other  prominent  fig- 
ures include  Benjamin  Church,  the  first  surgeon 
general  of  the  American  Army,  Hugh  Mercer  of 
Virginia,  who  was  killed  at  Princeton  in  1777,  James 
Thatcher,  the  first  American  medical  biographer, 
whose  military  journal  gives  a picturesque  account 
of  the  struggle  and  perhaps  the  best  word  picture  of 
the  personality  of  Washington,  and  James  Tilton, 
whose  observations  on  military  hospitals  were  a 
contribution  of  permanent  value  to  his  subject. 

John  Morgan  and  William  Shippen,  Jr. 

John  Morgan,  whose  dates  are  1735  to  1789,  was 
a native  of  Philadelphia  and  a student  of  John  Red- 
mond. He  served  as  surgeon  in  the  French  war  and 
graduated  at  Edinburgh  in  1762,  where  he  was 
trained  by  such  masters  as  William  Hunter,  the 
Monros,  Cullen,  and  Whytt.  Returning  to  his  native 
city  in  1765  he  published  in  the  same  year  his  dis- 
course on  the  institution  of  medical  schools  in 
America,  which  has  the  first  brief  for  adequate 
medical  education  in  this  country  and  commemo- 
rates the  organization  of  the  College  of  Philadelphia, 
founded  in  1740,  and  the  medical  department  of  the 
University  of  Pennsylvania  in  1765,  of  which  Morgan 
was,  with  William  Shippen,  Jr.,  the  principle  founder 
and  of  which  he  held  the  first  chair  of  the  practice  of 
medicine. 

In  1775,  Congress  appointed  Morgan  director 
general  and  physician-in-chief  of  the  American  Army 
to  succeed  Church.  He  entered  on  these  duties  with 
vigor  insisting  on  rigorous  examinations  for  medical 
officers  and  subordinating  the  regimental  surgeons 
to  hospital  chiefs.  But  the  enmity  of  his  subalterns 
and  the  shiftiness  of  politicians  led  to  his  unjust 
dismissal  by  Congress  in  1777,  and  Shippen  was  ap- 
pointed in  his  place.  Morgan  thereupon  published 
his  spirited  vindication  in  1777  in  which  he  ably  de- 
fends himself  with  all  loyalty  to  the  cause  and  his 
great  chief,  demanding  at  the  same  time  a court  of 
inquiry.  After  two  years  of  deliberation  the  latter 
met  and  honorably  acquitted  him  of  all  of  the  charges 
in  1779.  Broken  in  spirit,  poor  and  injured  in  health, 
Morgan  retired  to  private  practice  and  died  twelve 
years  later.  His  life  was  inextricably  bound  with  that 
of  William  Shippen,  Jr.,  who  was  also  a member  of 
the  Colonial  aristocracy.  His  dates  are  1736  to  1808. 
He  was  born  in  Philadelphia.  He  succeeded  Morgan 
as  surgeon  general  in  1776.  He  was  an  Edinburgh 
graduate  in  1761  coming  under  the  Hunters,  Cullen, 
and  Monro  the  II.  Returning  to  America  in  1762  he 
began  to  give  private  and  public  instruction  in 
anatomy  and  obstetrics  and  was  indeed  the  first 


public  teacher  in  obstetrics  in  this  country  and  a 
prime  mover  of  the  cause  of  male  midwifery.  In 
1765,  he  collaborated  with  Morgan  in  organizing  the 
medical  department  of  the  University  of  Pennsyl- 
vania of  which  he  was  at  the  same  time  appointed 
professor  of  anatomy  and  surgery.  On  his  succession 
to  the  surgeon  generalcy  in  1776  Shippen,  who  was 
more  practical,  less  sensitive,  and  better  off  in 
worldly  wisdom  than  Morgan,  was  nonetheless 
court-marshalled  on  grave  charges  in  1780  but  se- 
cured acquittal.  He  decided  in  1781  to  devote  his 
entire  attention  to  medical  teaching  which  he  had 
done  intermittently  during  his  period  of  military 
service.  By  this  he  is  best  remembered,  for  he  left  no 
literary  contributions  of  moment.  He  was  the  second 
in  seven  generations  of  American  physicians  bearing 
his  name. 

Philadelphia  in  1760  was  the  largest  city  in  the 
colony.  William  Penn  had  brought  some  able  Welsh 
practitioners,  but  the  real  tradition  of  medicine  in 
Philadelphia  was  started  by  the  career  of  John 
Kearsley,  Sr.,  who  arrived  in  1711  after  a good  med- 
ical education  in  England.  Kearsley  trained  John 
Redmond,  John  Bard,  and  the  two  Bonds.  Red- 
mond in  turn  was  the  preceptor  at  the  middle  of  the 
century  to  the  distinguished  practitioners  of  the 
revolutionary  era,  Morgan,  Rush,  and  Wistar. 
Redmond  as  well  as  Kearsley  was  a product  of  Eu- 
ropean education,  and  the  apprenticeship  with  such 
men  was  more  valuable  than  that  with  homegrown 
practitioners,  it  was  not  only  superior  in  itself,  but  it 
encouraged  students  to  study  abroad  even  as  had 
their  masters.  Pennsylvania  Hospital  was  founded 
in  1751  by  Thomas  Bond,  M.D.,  and  Benjamin 
Franklin. 

New  York  Hospital  was  founded  by  Samuel  Bard, 
M.D.,  in  1771,  although  it  did  not  get  under  way  until 
1791.  In  the  Spanish  and  French  colonies  the  church 
set  up  such  institutions  more  promptly,  but  under 
the  Anglican  nonconformist  English  surgeons  these 
were  developed  only  under  the  accumulative  pres- 
sures of  public  need,  humanitarianism,  and  profes- 
sional initiative.  Shippen  started  private  lectures 
of  anatomy  and  midwifery  in  1762  and  hoped  that 
eventually  his  courses  would  evolve  into  a full-fledged 
medical  school.  He  trained  midwives  and  did  a great 
deal  toward  developing  the  practice  of  obstetrics  b> 
male  physicians.  When  Morgan  and  Shippen  wen 
together  as  students  in  Edinburgh  they  startec 
planning  for  hospitals,  but  Shippen  came  home  anc 
started  giving  private  lectures  while  Morgan  per 
suaded  the  college  of  Philadelphia  to  set  up  a medica 
faculty,  a type  of  university  college  on  the  continents 
and  Scottish  tradition.  The  original  faculty  wa 
Morgan,  in  theory  and  practice,  and  Shippen  i; 
anatomy  and  surgery.  Later  they  were  joined  b 
Adam  Kuhn  in  botany  and  materia  medicine  in  176 
and  Rush  in  chemistry  in  1769.  After  one  year  stt 
dents  could  become  a M.B.  or  Bachelor  of  Medicim 
and  in  three  years  they  could  qualify  for  an  M.D.,  bt 
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very  few  took  that  degree  until  the  Bachelor  degree 
was  established  in  1789. 

Philadelphia  was  much  ahead  of  Boston  in  estab- 
lishment of  medical  institutions.  In  1780  however, 
John  Warren,  M.D.,  lectured  on  anatomy  in  the 
Continental  Army  Hospital  and  three  years  later 
persuaded  Harvard  College  to  set  up  a medical 
school.  No  real  hospital  was  available  for  instruc- 
tions, and  they  used  the  facilities  of  the  Boston  Alms 
House.  The  Massachusetts  hospital  was  finally 
opened  in  1821.  So  by  the  end  of  the  eighteenth 
century  the  three  largest  cities,  Philadelphia,  New 
York,  and  Boston  possessed  medical  schools  con- 
nected with  colleges,  and  the  future  of  medical  edu- 
cation seemed  bright. 

There  were  two  things  that  Morgan  insisted  on  in 
his  medical  school  foundations.  One  was  that  the 
students  would  have  a premedical  education  of  rather 
a broad  type.  He  also  felt  that  the  combination  of 
physician-surgeon  and  apothecary  should  split  up, 
and  there  should  be  specialization.  The  rivalry  be- 
tween Shippen  and  Morgan  was  somewhat  dis- 
graceful, and  it  was  wonderful  that  the  medical  school 
held  together.  However,  during  the  war,  the  enmity 
and  bitterness  increased,  and  Shippen  did  all  he 
■ could  to  undermine  Morgan  as  head  of  the  medical 
department  of  the  Army.  There  were  very  poor 
hospital  facilities,  lack  of  food,  lack  of  supplies,  and 
lack  of  hygiene.  Morgan  worked  very  hard  in  the 
field,  but  it  appears  that  he  could  not  get  much  help 
from  Congress  and  that  perhaps  he  was  a poor  ad- 
ministrator. Shippen  said  of  Morgan:  “My  adver- 
sary is  a malicious  and  insignificant  animal  yet  he  is 
indefaticable  and  implacable.”  Whereas  Morgan 
says:  “The  wounds  that  are  given  by  the  envemoned 
tongue  of  calumny  are  deeper  and  more  fatal  than  the 
sword.  They  destroy  what  is  dear  in  life  itself,  rep- 
utation and  peace  of  mind.” 

George  Washington  wrote  to  Morgan  as  follows: 

The  hospitals  at  Cambridge  being  stationary  and  in 
a country  full  of  every  necessity  were  well  provided 
and,  I imagine,  well  attended  because  things  in  the 
first  stage  of  the  war  were  plentiful  and  cheap.  In  New 
York  City  and  Harlem  Heights  the  troops  were  exceed- 
ingly sickly  and  died  fast,  which  might  be  due  to  inex- 
perience, lack  of  necessities,  fatigue  and  heat.  I do  not 
recollect  that  you  were  charged  with  personal  inatten- 
tion or  want  of  activity  but  the  clamors  were  loud 
against  the  department  in  general.  The  miserable 
condition  of  the  sick  in  all  quarters  was  a fact  too  well 
known  and  remembered.  The  results  of  Congress  ap- 
pointment of  Dr.  Shippen  and  yourself  directors  of 
separate  departments  is  an  occasion  of  disagreement 
between  you.  I think  particularly  of  the  disposal  of 
hospital  stores.  I remember  when  I was  obliged  for  the 
good  of  the  service  to  interpose  in  some  manner.  But 
without  reference  to  my  papers  I will  not  undertake  to 
say  what  orders  I was  under  the  necessity  of  giving.  I 
have  understood  that  this  clashing  between  Dr.  Ship- 
pen  and  yourself  was  no  small  cause  of  the  calamities 
that  befell  the  sick  in  1776. 


Benjamin  Rush 

The  third  and  most  prominent  member  of  this 
triumvirate  of  Philadelphia  physicians  was  Benjamin 
Rush,  M.D.,  a many-sided  and  complex  individual. 
He  was  easily  the  outstanding  man  in  early  American 
medicine  and  the  ablest  clinician  of  his  time.  He 
exercised  an  influence  on  American  medicine  that 
lasted  for  many  years.  He  was  variously  known  as 
the  American  Sydenham  or  the  Hippocrates  of 
Pennsylvania  and  has  been  described  by  Garrison 
thus:  “Rush  was  a man  of  a highly  original  mind, 
well  read,  well  trained  in  his  profession  and  an  at- 
tractive straightforward  teacher  of  wide  human  in- 
terest, sometimes  wrongheaded  as  well  as  strong- 
headed.” There  is  no  doubt,  however,  that  Benjamin 
Rush  was  an  individual  who  was  a fighter  for  political 
and  social  justice  and  was  one  of  the  leading  patriots 
and  signers  of  the  Declaration  of  Independence. 
Rush  was  generally  credited  with  suggesting  the  title 
for  Thomas  Paine’s  pamphlet  Common  Sense,  and 
some  even  go  so  far  as  to  state  that  he  was  the  main 
author  of  this  historic  essay  and  that  he  had  issued 
it  under  his  friend  Paine’s  name  because  Paine  was 
not  so  much  in  the  public  eye  at  that  time.  His  pa- 
triotism is  unquestioned,  and  he  served  under 
Shippen  as  a surgeon  general  of  the  Colonial  Army. 
However,  he  was  an  uncompromising  sort  of  a person, 
and  he  came  into  opposition  with  some  of  Washing- 
ton’s ideas  and  joined  the  infamous  “Conway  Cabell” 
against  Washington’s  policies.  He  was  a theorist,  a 
humanitarian  and  social  propagandist,  and  an  in- 
veterate writer  of  essays  against  wars,  slavery,  death 
penalty,  alcoholism,  and  particularly  against  the 
then-current  treatment  of  mental  patients,  with  a 
plea  for  more  humane  treatment  and  to  write  down, 
listen,  and  discuss  the  matters  with  the  patient 
somewhat  in  the  manner  of  latter-day  psychoana- 
lysts. 

During  the  yellow  fever  epidemic  in  Philadelphia 
in  1793,  Rush  displayed  personal  courage  and  forti- 
tude, treating  100  to  150  patients  a day,  while  many 
other  physicians  fled  the  city.  He  felt  that  the  dis- 
ease occurred  from  a miasma  from  rotting  coffee  on 
the  wharfs  and  from  the  stagnant  pools  and  ditches 
in  the  city,  and  this  incurred  some  animosity  from 
political  and  professional  leaders  who  felt  that  the 
disease  was  brought  in  by  slaves  from  the  Indies  who 
had  fled  the  yellow  fever  epidemic  in  Jamaica. 
Pictures  show  him  as  a man  of  good  appearance  and 
with  a keen  and  penetrating  expression;  however,  in 
his  treatment  of  yellow  fever  he  gave  huge  doses  of 
calomel  and  bled  patients  almost  to  exsanguination. 
It  is  said  that  this  method  of  treatment,  which  was 
followed  by  many,  accounted  for  the  deaths  of  tens 
of  thousands. 

Rush’s  dates  are  1745  to  1813;  he  was  of  English 
Quaker  stock,  although  surprisingly  his  father  and 
also  his  grandfather  were  gunsmiths.  As  a young 
man  he  attended  a private  school  run  by  his  uncle,  a 
clergyman,  and  then  graduated  from  Princeton  in 
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1760  and  graduated  from  medicine  in  Edinburgh  in 
1768.  His  accomplishments  were  many.  He  was  a 
great  patriot  and  member  of  the  Continental  Con- 
gress and  signer  of  the  Declaration  of  Independence. 
He  served  as  an  assistant  surgeon  general  in  the 
Revolutionary  War  and  wrote  a pamphlet  on  the 
hygiene  of  troops  in  1777.  He  was  a great  humani- 
tarian, as  witnesses  previously  mentioned,  and 
worked  for  the  improvement  of  the  state  of  prisoners, 
abolition  of  the  death  penalty,  abolition  of  slavery, 
and  improved  treatment  of  the  insane.  He  was  a 
teacher  and  keen  observer  and  recorder  of  diseases, 
but  his  systematized  theory  of  medicine  and  his 
practice  with  the  drastic  purges  and  his  frequent 
copious  blood  lettings  led  the  pamphleteer  and 
contemporary  William  Cobbett  to  state  that  Rush’s 
practice  was  “one  of  those  great  discoveries  which 
were  made  from  time  to  time  for  the  depopulation  of 
the  earth.” 

Philadelphia  was  the  metropolis  of  colonies  in  1775 
with  a population  of  about  40,000.  New  York  came 
next  at  25,000.  Boston  was  a city  of  about  16,000 
people.  Boston  had  about  30  physicians  at  this  time, 
the  leader  of  whom  was  James  Lloyd,  M.D.  Benja- 
min Church,  Jr.,  M.D.,  who  was  the  first  director 
general  of  the  medical  department  of  the  Colonial 
Army,  was  considered  one  of  the  most  talented  sur- 
geons in  the  colonies,  but  he  was  unfortunately  found 
guilty  of  being  an  agent  for  the  English  and  dismissed 
from  the  service. 

Joseph  Warren 

Boston,  although  it  possessed  neither  a hospital 
nor  medical  school,  produced  the  greatest  physician 
hero  of  the  revolutionary  war  in  the  person  of  Joseph 
W’arren,  M.D.  Warren  was  a handsome  man  of  great 
personal  charm  or  magnetism,  what  we  might  now 
call  charisma,  and  was  a leading  Whig  politican  and 
patriot.  He  was  born  in  Roxbury,  Massachusetts,  on 
June  11,  1741,  graduated  from  Harvard  in  1764,  and 
five  years  later,  after  his  apprenticeship,  he  began  the 
practice  of  medicine.  He  and  his  brother,  John 
Warren,  M.D.,  were  participants  in  the  Boston  Tea 
Party,  and  he  was  a close  companion  and  protege  of 
Samuel  Adams.  He  was  twice  selected  to  give  the 
oration  on  the  anniversary  of  the  Boston  Massacre. 
In  1774,  he  was  chairman  of  the  committee  of  safety 
and  presided  over  the  Massachusetts  Provincial 
Congress  and  was  commissioned  a major  general  in 
the  Massachusetts  militia.  Warren  was  the  man  who 
sent  Paul  Revere  on  his  famous  ride,  and  at  the  battle 
of  Bunker  Hill  he  was  offered  command  by  Colonel 
Prescott  and  General  Putnam  but  stated,  “that  he 
came  to  serve  under  them  and  to  learn  from  them.” 
Warren  stayed  to  cover  the  retreat  from  Bunker  Hill 
and  was  killed  by  a musket  ball  in  the  head.  A fa- 
mous painting  by  Trumbull  commemorating  War- 
ren’s death  at  Bunker  Hill  has  been  used  for  a com- 
memorative bicentennial  stamp.  Such  was  Warren’s 
fame  that  a good  many  years  later  John  Pierpont 
wrote  the  famous  patriotic  poem  Warren’s  Address 
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to  the  Soldiers,  which  I will  quote  as  an  example  of 
patriotic  poetry  and  the  esteem  in  which  Joseph 
Warren  was  held: 

STAND!  the  ground’s  your  own,  my  braves! 

Will  ye  give  it  up  to  slaves? 

Will  ye  look  for  greener  graves? 

Hope  ye  mercy  still? 

What’s  the  mercy  despots  feel? 

Hear  it  in  that  battle-peal! 

Read  it  on  yon  bristling  steel! 

Ask  it, -ye  who  will. 

Fear  ye  foes  who  kill  for  hire? 

Will  ye  to  your  homes  retire? 

Look  behind  you!  they’re  a-fire! 

And,  before  you,  see 

Who  have  done  it-From  the  vale 

On  they  come!-And  will  ye  quail?- 

Leaden  rain  and  iron  hail 
Let  their  welcome  be! 

In  the  God  of  battles  trust! 

Die  we  may, -and  die  we  must; 

But,  O,  where  can  dust  to  dust 
Be  consigned  so  well, 

As  where  Heaven  its  dews  shall  shed 

On  the  martyred  patriot’s  bed, 

And  the  rocks  shall  raise  their  head, 

Of  his  deeds  to  tell! 

John  Warren 

At  the  time  of  his  death,  Joseph  Warren  was  only 
thirty-four  years  old;  however,  his  brother  John 
carried  on  throughout  the  Revolutionary  War  and 
afterwards  became  perhaps  the  most  famous  surgeon 
in  the  colony.  John  Warren,  M.D.,  who  was  born  in 
1753,  twelve  years  younger  than  the  patriot  martyr 
Joseph,  was  practicing  in  Salem  at  the  time  of  the 
Battle  of  Bunker  Hill.  In  his  diary  he  said,  “I  was 
alarmed  with  the  incessant  report  of  cannon  at  or 
near  Boston,  toward  sunsetting  a very  great  fire  was 
discovered  nearly  in  the  direction  from  Salem  for 
Boston.  News  arrived  that  a smart  engagement  had 
happened  at  Bunker  Hill  in  Charlestown.  I was  very 
anxious  as  I was  informed  that  great  numbers  had 
fallen  on  both  sides  and  that  my  brother  was  in  all 
probability  in  the  engagement.”  At  2:00  A.M.  John 
started  out  on  horseback,  riding  all  night,  and  after 
two  days  of  searching  learned  that  his  loved  and  ad- 
mired brother  had  been  killed  in  the  action  at  Bunker 
Hill.  John  then  entered  active  service  in  the  Colonial 
Army  and  remained  throughout  the  war,  marching 
with  Washington’s  Army  through  battlefield  after 
battlefield  and  rendering  distinguished  service  as  a 
field  physician  and  in  charge  of  mobile  hospital  units. 
Eventually  he  was  appointed  as  senior  surgeon  in 
General  Army  Hospital  in  Boston  and  returned  to  the 
battle  of  Newport  where  he  was  associated  with 
General  Sullivan,  Paul  Revere,  Samuel  Green,  and 
Lafayette.  In  1781,  he  lectured  on  anatomy  and  was 
the  first  professor  of  anatomy  and  surgery  at  Harvard 


Medical  School  in  1783.  He  was  probably  the  initi- 
ator and  founder  of  the  medical  school.  He  also  was 
a stimulating  and  moving  figure  in  initiating  the  idea 

[of  founding  a hospital  for  Boston,  which  was  carried 
out  in  the  early  years  of  the  nineteenth  century. 
John  Warren  died  in  1815.  Mr.  Thatcher,  the 
I chronicler  of  the  medical  practice  in  the  Colonial 
Army,  said  of  John  Warren:  “This  gentleman  has 
acquired  a great  reputation  in  his  profession  and  is 
as  distinguished  for  his  humanity  in  his  attention  to 
I the  sick  and  wounded  soldiers  as  for  his  humane 
disposition.”  Among  his  descendents  were  six  gen- 
erations of  surgeons. 

Other  notable  figures 

New  York  surgeons  and  New  York  physicians  did 
not  figure  so  prominently  in  the  military  department 
of  the  Colonial  Army  except  for  John  Jones,  M.D., 
who  in  1775  published  the  book  entitled  Plain  Con- 
cise Practical  Remarks  on  the  Treatment  of  Wounds 
and  Fractures  to  which  is  added  a short  appendix  on 
camp  and  military  hospitals  principally  designed  for 
the  use  of  young  military  surgeons  in  North  America. 
This  book  served  as  a guide  to  most  of  the  surgeons 
of  the  American  Army  in  their  daily  work. 

Among  the  physicians  of  the  southern  colonies 
must  be  mentioned  Hugh  Mercer,  M.D.  (1725-1777) 
who  was  among  the  Scottish  troops  at  the  battle  of 
Culloden  in  1745.  Following  this  he  came  to  America 
and  settled  in  Pennsylvania.  He  served  later  as  an 
officer  in  the  French  and  Indian  wars.  At  the  age  of 
thirty-five  he  moved  to  Fredericksburg,  Virginia, 
where  he  became  the  leading  physician.  At  the  age 
of  fifty  he  joined  the  Colonial  Army,  was  appointed 
a brigadier  general,  and  on  January  12, 1777,  died  of 
wounds  received  ten  days  earlier  at  the  battle  of 
Princeton. 

The  educated  and  intellectual  group  of  men  in  the 
colonies  were  also  interested  in  medicine  as  they  were 
in  all  aspects  of  science.  Thomas  Jefferson  felt  that 
the  treatment  of  disease  was  more  dangerous  by 
trusting  yourself  to  a physician  than  it  was  by  de- 
pending on  the  healing  power  of  nature.  In  what  he 
calls  The  Adventurous  Physician,  he  states:  “He 
establishes  for  his  Gods  some  fanciful  theory  of  me- 
chanical powers  of  chemical  agency  and  stimuli  of 
irritability  of  some  other  ingenious  dream  which  lets 
him  into  all  nature’s  secrets  at  short  hand.  On  the 
principle  which  he  does  assume,  he  forms  a stable 
nosology  and  extends  his  curative  treatment.  I have 
lived  myself  to  see  the  disciples  of  Hoffman,  Bo- 
erhaave,  Stahl,  Cullen,  and  Brown  succeed  one  an- 
other like  persisting  figures  of  magic  land.  The  pa- 
tient, treated  on  the  fashionable  theory,  sometimes 
gets  well  in  spite  of  the  medicine.”  In  1825,  Jefferson 
proposed  a medical  school  at  the  University  of  Vir- 
ginia and  he  brought  over  Robley  Dunglingson,  M.D., 
a twenty-seven-year-old  London  physician,  to  occupy 
the  chairs  of  anatomy  and  physiology,  medicine,  and 
history  of  medicine.  This  engendered  considerable 


criticism  because  of  Dunglingson’s  English  origin,  but 
nonetheless  Jefferson  retained  Dr.  Dunglingson  as 
his  personal  physician.  In  his  letters  to  his  daughters 
he  repeatedly  urges  them  not  to  physic  their  children 
strongly  and  to  depend  on  nature.  Jefferson  was 
deeply  interested  in  the  care,  welfare,  and  education 
of  children. 

Benjamin  Franklin,  of  course,  is  well  known  for  his 
experiments  on  electricity  and  his  invention  of  bifocal 
lenses,  but  he  had  much  deeper  interest  in  medical 
affairs  than  this  and  wrote  on  lead  poisoning,  gout, 
sleep,  deafness,  infective  nature  of  colds,  and  medical 
education.  Indeed  he  was  principal  founder  with 
Thomas  Bond,  and  also  the  first  president,  of  the 
Pennsylvania  Hospital.  At  the  age  of  sixteen  he 
wrote  an  editorial  condemning  inoculation  for  the 
prevention  of  smallpox  but  in  later  years  after  the 
death  of  one  of  his  children  from  smallpox,  he  became 
an  ardent  advocate  of  inoculation  and  wrote  a pam- 
phlet in  1759  accompanied  by  Heberden’s  direction 
for  performing  the  operation  of  inoculation. 

Conclusion 

Perhaps  a good  place  to  end  this  discussion  of 
physicians  and  medicine  of  the  revolutionary  period 
is  with  the  death  of  Gen.  George  Washington.  The 
following  is  an  account  issued  by  2 of  his  attending 
physicians,  Dr.  Craik  and  Dr.  Dick.  Apparently  Dr. 
Craik  was  the  attending  physician  and  he  called  in 
Dr.  Dick  and  Dr.  Brown  as  consultants.  This  was  in 
the  year  1799.  The  following  statement  was  made 
by  Dr.  Craik  and  Dr.  Dick: 

Sometime  on  the  night  of  Friday  the  13th  instant, 
having  been  exposed  to  rain  on  the  preceeding  day, 
General  Washington  was  attacked  with  an  inflamma- 
tory infection  of  the  upper  part  of  the  windpipe  called 
in  technical  language  cynanche  trachealis.  The  dis- 
ease commences  with  a violent  ague  accompanied  with 
some  pain  in  the  upper  and  floor  part  of  the  throat,  in- 
ducing a stricture  in  the  same  part,  a cough,  and  a diffi- 
cult rather  than  painful  deglutition  which  was  soon 
succeeded  by  fever  and  a quick  and  laborious  respira- 
tion. The  necessity  of  blood  letting  suggested  itself  to 
the  general.  He  procured  a bleeder  in  the  neighbor- 
hood who  took  from  the  arm  in  the  night  twelve  to 
fourteen  ounces  of  blood;  he  would  not  by  any  means 
be  prevailed  upon  by  the  family  to  send  for  the  attend- 
ing physician  until  the  following  morning,  who  arrived 
at  Mt.  Vernon  at  11  o’clock  on  Saturday  morning. 
Discovering  the  case  to  be  highly  alarming  and  fore- 
seeing the  fatal  tendency  of  the  disease,  two  consulting 
physicians  were  immediately  sent  for  who  arrived  at 
half  past  three  and  the  other  at  four  in  the  afternoon. 
In  the  interim  were  employed  two  copious  bleedings. 
A blister  was  applied  to  the  part  affected.  Two  mod- 
erate doses  of  Calomel  were  given  and  injection  was 
administered  which  operated  on  the  lower  intestines 
but  all  without  any  perceptible  advantage,  the  respira- 
tion becoming  still  more  difficult  and  distressing.  On 
arrival  of  the  first  of  the  consulting  physicians  it  was 
agreed,  as  there  were  yet  no  signs  of  accumulation  of 
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bronchial  vessels  of  the  lungs,  to  try  the  result  of  an- 
other bleeding,  and  about  32  ounces  were  drawn,  with- 
out the  smallest  apparent  alleviation  of  the  disease. 
Vapors  of  vinegar  and  water  were  frequently  inhaled, 
10  gr.  of  Calomel  was  given  succeeded  by  repeated 
doses  of  Emetic  Tarter  amounting  in  all  to  5 or  6 gr. 
with  no  other  effect  than  a copious  discharge  from  the 
bowels.  The  powers  of  life  seemed  now  manifestly 
yielding  to  the  force  of  ihe  disorder,  blisters  were  ap- 
plied to  the  extremities  together  with  a cataplasm  of 
bran  and  vinegar  to  the  throat.  Speaking,  which  was 
painful  from  the  beginning,  now  became  almost  im- 
practicable. Respiration  grew  more  and  more  con- 
tracted and  perturbed  until  half  after  eleven  on  Satur- 
day night  and  returning  the  full  possession  of  his  intel- 
lect he  expired  without  a struggle. 

In  a letter  to  Dr.  Craik  from  Dr.  Brown  regarding 
Dr.  Dick’s  suggestions  in  the  case  he  states:  “You 
must  remember  he  was  adverse  to  bleeding  the  gen- 
eral, and  I often  thought  that  if  we  had  acted  ac- 


cording to  his  suggestion  when  he  said”  he  needs  all 
of  his  strength  bleeding  will  diminish  it,  “and  taken 
no  more  blood  from  him,  our  good  friend  might  have 
been  alive  now,  but  we  were  governed  by  the  best 
light  we  had,  we  thought  we  were  right  and  so  we  were 
justified.”  Later  analysts  have  felt  that  edema  of  the 
larynx  was  probably  the  cause  of  Washington’s  death 
and  that  the  treatment  had  no  influence  one  way  or 
the  other.  The  following  is  a quote  from  Wells:  “In 
their  treatment  of  Washington  his  doctors  followed 
accepted  rules  laid  down  by  the  best  authorities  of 
that  day.  As  bleeding  was  then  practiced  the 
amount  of  blood  withdrawn  was  not  unusual.  From 
the  nature  of  the  illness  death  was  a foregone  con- 
clusion. The  vigorous  therapy  resorted  to  by  the 
physicians  might  have  hastened  Washington’s  death 
but  it  could  in  no  way  have  caused  it.” 

16  Bank  Street 
Batavia,  New  York  14020 
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1976  Albion  0.  Bernstein,  M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1976 
ALBION  O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  November  7-11,  1976.  It  was  endowed  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a 
hospital  call  in  November  1940. 

You  are  invited  to  submit  documentation  writh  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award  no  later  than  September  6,  1976  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

_ J 


(Nomination  Form) 

Albion  0.  Bernstein,  M.D.  Award 


Name  of  Nominee: 

Professional  Address: 


Telephone  (+  area  code) 

The  above  is  nominated  for  the  1976  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  bene- 
ficial scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (This  official  nomination 
form  must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  and  outline  of  publications 
in  general,  and  include  the  significance  of  the  achievement). 


Mail  entries  before  September  6,  1976  to : BERNSTEIN  AWARDS  COMMITTEE,  Medical  Society 
of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.  Y.  11040. 

Nominator : 

Title : 

Organization : 

Address 

Telephone  (4-  area  code) 

(PLEASE  PRINT  THE  ABOVE) 


Signed :. 
Date:_ 
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Because 
duodenal  ulcer 
is  often  a 

psychovisceral 
problem...  , 

The  evidence  at  hand  favors  a role  for  anxiety  in  the  etiology, 
course  and  prognosis  of  duodenal  ulcer.1  Studies  have  shown  a 
significant  relationship  between  cerebral  function  and  increased 
gastric  secretory  activity  associated  with  a complex  chain  of 
nervous  and  hormonal  influences.2 

Because  of  the  importance  of  psychophysiologic  factors  in 
duodenal  ulcer,  time  taken  to  obtain  information  about  the 
patient’s  life  problems  and  significant  experiences  is  time  well 
spent.  Physician  counseling  may  help  improve  the  patient’s 
ability  to  cope  with  his  emotional  responses  and  life  situation.  It 
may  also  help  to  reduce  his  excessive  anxiety.  When  indicated, 
Librax  has  dual  value  as  an  adjunct  for  relief  of  both  emotional 
and  associated  somatic  symptoms  in  the  duodenal  ulcer  patient. 

1.  Fordtran  JS:  The  psychosomatic  theory  of  peptic  ulcer,  chap.  13,  in  Gastro- 
intestinal Disease,  edited  by  Sleisenger  MH,  Fordtran  JS.  Philadelphia, 

W.B.  Saunders  Company,  1973,  p.  172.  2.  Sun  DCH:  Etiology  and  pathology  of 
peptic  ulcer,  chap.  27,  in  Gastroenterology,  ed.  3,  vol.  1,  edited  by  Bockus  HL, 
et  al.  Philadelphia,  W.B.  Saunders  Company,  1974,  pp.  592-595. 

*Librax  has  been  evaluated  as  possibly  effective  for  this  indication. 

Please  see  brief  summary  of  prescribing  information  on  third  page. 


Adjunctive 

dual-action 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

1 or  2 capsules  t.i.d.  or  q.i.d. 

A distinctive 

antianxiety-anticnolinergic 

agent 

1  Only  Librax  provides  the  prompt  antisecretory- 
antispasmodic  action  of  Quarzan®  ( clidinium  Br ) plus  the 
well-known  antianxiety  action  of  Librium®  (chlordiazepoxide 
HC1 )— both  exclusive  products  of  Roche  research. 

2 Librax  in  proper  dosage  seldom  impairs  mental  acuity  or 
performance,  a distinct  advantage  in  adjunctive  treatment  of 
duodenal  ulcer.*  As  with  all  preparations  containing  CNS- 
acting  agents,  however,  patients  should  be  cautioned  against 
hazardous  occupations  requiring  complete  mental  alertness. 

3 And  Librax  provides  relief  of  both  somatic  and  emotional 
symptoms  with  the  convenience  and  economy  of  a single 
capsule ...  all  advantages  in  sustaining  patient  compliance. 


iis  drug  has  been  evaluated  as  possibly  effective  for  this  indication, 
ease  see  following  page  for  brief  summary  of  prescribing  information. 


Adjunctive 

dual-action 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide 
and  2.5  mg  clidinium  Br. 

A distinctive 
antianxiety- 
anticholinergic 
agent 


Initial  1^ 

The  initial  prescription  allows 
evaluation  of  patient  response 
to  therapy. 


Follow-up 

Follow-up  therapy  with  a prescription 
for  a 2-  to  3-week  supply  of  medication 
usually  helps  maintain  patient  gains. 


For  reduction  of  psychovisceral  symptoms 
in  duodenal  ulcer*  and  irritable  bowel  syndrome* 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications  as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to  chlor- 
diazepoxide hydrochloride  and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Though  physical  and  psycholog- 
ical dependence  have  rarely  been  reported  on  recommended  doses,  use 
caution  in  administering  Librium®  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discontinuation 
of  the  drug  and  similar  to  those  seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential  benefits  be  weighed  against  its  possible 
hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effec- 
tive amount  to  preclude  development  of  ataxia,  oversedation  or  confusion 
(not  more  than  two  capsules  per  day  initially;  increase  gradually  as 
needed  and  tolerated)  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacologic  effects  of  agents,  particularly  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychiatric 


patients.  Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When  chlor- 
diazepoxide hydrochloride  is  used  alone,  drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debilitated.  These  are  avoid- 
able in  most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  Irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido — all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide  hydro- 
chloride, making  periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with  Librax  are  typical 
of  anticholinergic  agents,  i.e. , dryness  of  the  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred  most  often 
when  Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  mainte 
nance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals  and  at 
bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®) — bottles  of  100  and  500;  Prescription  Paks  of  50,  available 
singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Art  in  Medicine 


HELMUTH  M.  NATHAN,  M.D. 

The  Bronx,  New  York 

Professor  Emeritus  of  Surgery  and  Chairman  and  Professor  of 
History  of  Medicine,  Albert  Einstein  College  of  Medicine 


The  capacity  to  communicate  is  one  of  the  char- 
acteristics which  make  man  unique  in  the  hierarchy 
of  mammals.  His  ability  to  receive,  understand,  and 
interpret  and  to  share  hopes,  ideas,  ideals,  facts, 
fantasies,  and  fears  is  largely  what  makes  him  man. 
This  ability  is  particularly  important  to  the  prac- 
ticing physician.  To  be  fully  effective,  he  must  know 
how  to  share,  in  simple  direct  terms,  his  knowledge 
and  skill  with  colleagues  and  students,  with  patients, 
and  with  their  families.  Early  in  his  training  the 
physician  must  come  to  realize  that  his  knowledge  is 
derived  from  many  sources  and  disciplines  outside 
of  medicine.  While  the  role  of  the  physical  and  social 
sciences  in  medicine  is  understood  and  accepted,  that 
of  art,  literature,  and  philosophy  is  still  not  as  well 
appreciated.  WTe  have  started  a study  on  art  as  a 
function  of  medical  education  to  stress  the  point  of 
view  of  the  interrelationship  between  art  and  medi- 
cine. 

The  history  of  art  is  as  old  as  the  history  of  medi- 
cine and  the  history  of  mankind.  The  first  commu- 
nication of  the  homo  sapiens  in  a period  when  he  was 
not  able  to  speak,  to  write,  and  to  read,  was  to  un- 
derstand one  another  with  signs  and  symbols  drawn 
on  the  ground  and  walls  of  caves.  Very  essential 
communications  concerned  experiences  of  all  human 
beings,  namely,  life,  birth  and  death,  hunger  and 
pain,  joy  and  love,  and  facts  of  sickness  and  cures. 
Throughout  thousands  of  years  art  has  not  only  been 
an  important  aid  in  understanding  these  basic  ne- 
cessities, but  has  also  made  fascinating  contributions 
to  all  phases  of  life.  We  have  learned  how  people 
lived  and  worked,  how  they  were  overcome  by  sick- 
ness and  tragedies.  We  have  been  informed  how  the 
physician  became  one  of  the  most  valuable  friends 
of  people,  rich  and  poor,  young  and  old;  how  in  every 
period,  in  every  part  of  the  world,  human  existence 
was  impossible  without  the  physician. 

We  must  not  forget  this  fact  about  the  history  of 
art  and  further  that  a good  number  of  medical  text- 
books have  always  been  well  illustrated.  In  our 
times,  in  1931,  Prof.  Alfred  Cohn1  of  the  Rockefeller 
Institute  wrote  an  excellent  philosophical  text  with 
a very  sophisticated  viewpoint,  which  was  based  on 
lectures  he  gave  on  the  subject  of  “Art,  Medicine,  and 
Science."  It  is  very  abstract  in  its  conception,  and 
goes  beyond  the  essential  visual  relationship  of  the 
two  fields.  In  1956  Dr.  Otto  Bettmann,2  founder  of 
the  Bettmann  Archive,  published  an  excellent 


“picture  history”  of  medicine  wherein  the  essential 
facts  of  the  history  of  medicine  were  made  under- 
standable, with  also  an  enormous  number  of  perti- 
nent illustrations.  Castiglioni’s3  textbook  on  history 
of  medicine  is  well  illustrated,  but  it  is  not  concerned 
with  the  artistic  viewpoint.  Rousselot4  has  pub- 
lished a beautiful  textbook  with  wonderful  illustra- 
tions on  medicine  and  art.  He  has  cooperated  with 
an  outstanding  group  of  leading  internationally 
known  historians  interested  in  the  field  of  art. 
Similarly  Margotta5  has  written  an  equally  good  book 
on  the  subject. 

Medical  men  usually  belong  to  the  dynamic  visual 
type  from  the  psychological  viewpoint.  This  is  im- 
portant in  every  medical  field.  Anatomy  can  be 
taught  in  the  anatomic  theater  by  dissections,  by 
motion  pictures,  and  by  good  illustrations.  Simple 
descriptions  are  not  sufficient.  This  has  been  the 
fact  since  ancient  times  and  is  especially  essential  in 
our  day. 

In  1894  a German  artist,  Max  Brodel,  came  to  this 
country  and  worked  at  Johns  Hopkins  Medical 
School  through  the  influence  of  the  great  gynecolo- 
gist, Howard  A.  Kelly,  M.D.  He  founded  a school  for 
medical  illustrations  from  which  a great  number  of 
medical  artists  graduated. 

Our  interest  in  the  subjects  of  art  and  medicine 
came  with  the  beginning  of  the  Albert  Einstein  Col- 
lege of  Medicine  where  at  the  suggestion  of  the  late 
Ernst  Scharrer,  M.D.,  former  chairman  of  the  de- 
partment of  anatomy,  we  started  to  teach  anatomy 
and  utilized  the  great  art  work  of  Leonardo  Da  Vinci, 
Michelangelo,  and  Diirer.  Since  the  start  in  1955  we 
have  presented  a total  of  21  lectures  on  the  history 
of  medicine  in  relation  to  the  history  of  art. 

Besides  having  the  history  of  medicine  in  our  lec- 
tures we  had  the  students  draw  from  live  models  to 
learn  living  and  functional  anatomy.  We  also 
brought  leading  artists  such  as  Lipshitz,  Georg  Grosz, 
Chaim  Cross,  Jose  de  Creeft , and  the  Soyers,  to  our 
classes  to  discuss  art  and  medicine 

The  bicentennial  year  makes  us  consider  the  two 
hundred  years  of  American  medicine  reflected  in  the 
history  of  art  of  this  period.  Art  and  medicine  have 
become  more  interesting  subjects  in  the  medical  lit- 
erature in  recent  years.  The  keen  eyes  of  a physician 
will  allow  him  to  grasp  some  special  features  of  pa- 
tients which  the  artist  will  show  in  pictures.  Most 
of  these  artists  are  friends  of  physicians  and  are 
thankful  and  appreciative  for  the  help  they  received 
during  illness.  It  is  not  surprising  that  physicians  are 
frequently  painted  or  sketched  by  their  artist  pa- 
tients. 

Great  events  are  often  illustrated,  dating  from 
primitive  days  of  American  medicine  up  to  our 
present  time.  During  the  wars  many  artists  were 
sent  to  the  battlefront  to  register  their  observations 
permanently,  not  only  to  show  the  tragedy  of  de- 
struction of  human  life  but  also  to  manifest  the 
wonderful  work  performed  by  the  physicians  in  the 
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care  of  the  wounded  and  in  helping  save  human 
lives. 

Last,  but  not  least,  art  in  medicine  has  become  of 
individual  and  personal  value  for  many  physicians. 
There  are  a great  number  of  physicians  who  are  art- 
ists in  all  fields:  painters,  sculptors,  graphic  artists, 
photographers,  workers  in  handicrafts,  and  many 
who  create  excellent  artifacts  during  their  vacation 
and  leisure  time.  Many  of  the  artworks  are  of  great 
quality.  New  work  is  always  judged  critically  by  a 
professional  jury  during  local  and  national  exhibits. 
There  are  also  a number  of  local  art  associations  of 
physicians.  The  American  Physicians  Art  Associa- 
tion which  has  a show  each  year  has  about  600 
members. 


The  pictures  following  are  representative  of 
medical  art  in  the  United  States. 

1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
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In  December,  1809,  a great  medical  drama  occurred.  A 
country  physician  named  McDowell  performed  the  first 
ovariotomy  in  the  county  of  Danville,  Kentucky.  McDowell 
had  diagnosed  a large  ovarian  tumor  in  a farmer’s  wife.  He 
was  called  for  the  delivery  of  twins,  but  his  examination  re- 
vealed the  error  in  the  diagnosis.  Anesthesia  was  unknown. 
He  and  the  patient  were  very  religious,  and  so  he  waited  until 
Christmas  Sunday  and  operated  on  her;  she  was  strapped  to 
a single  table.  Within  thirty  minutes  he  had  performed  the 
operation  and  removed  the  ovaries,  warming  up  the  cooled 
intestines  with  warm  water.  The  patient  was  well  at  home 
twenty-five  days  after  that  and  lived  until  her  seventy-eighth 
year.  This  dramatic  event  was  painted  by  an  unknown  artist 
and  shows  the  importance  of  pictures  as  records  of  medical 
history  (The  Bettman  Archive). 


October  16,  1846,  will  always  be  remembered  as  an  histor- 
ical day  in  medicine.  Dr.  William  T.  G.  Morton,  a dentist,  ! 
suggested  to  John  C.  Warren,  M.D.,  that  a tumor  of  the  jaw 
might  be  removed  under  ether  anesthesia.  Dr.  Charles  T. 
Jackson,  a chemist,  had  made  the  suggestion  to  Dr.  Morton. 
The  operation  could  be  successfully  performed  without  any 
painful  reaction  from  the  patient.  An  unknown  artist  has 
painted  this  scene.  The  anesthetist  and  the  surgeon  are 
surrounded  by  an  attentive  group  of  physicians  and  students. 
Concentration  and  amazement  show  in  the  facial  expressions 
of  the  audience,  to  which  Warren  himself  made  the  state- 
ment, “Gentlemen,  this  is  no  humbug.’’  (The  Bettman  Ar- 
chive). 
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Winslow  Homer,  1836-1910,  one  of  America's  greatest 
painters,  and  graphic  artists,  was  sent  to  the  front  as  a war 
correspondent  to  make  pictures  about  the  war  and  army  life. 
One  of  his  best  drawings  was  a lithograph  made  for  publi- 
cation in  Harpers  Weekly.  It  shows  a field  post  where  in  the 
open  a surgeon  is  at  work,  with  army  physicians  and  men  of 
the  medical  corps  taking  care  of  the  wounded.  While  the 
battle  rages  in  the  distance,  physical  examinations  and  careful 
treatments  are  given  with  concentrated  efficiency. 


Otto  Loewi,  M.D.,  studied  medicine  at  the  University  of 
Strassburg.  He  combined  his  medical  studies  with  the  study 
of  art  history  especially  of  the  Renaissance.  Under  Naunyn 
and  Oswald  he  worked  experimentally  on  the  physiology  of 
the  heart.  His  work  on  the  humeral  transmission  of  the 
nervous  function  of  the  heart  brought  him  the  Nobel  prize  with 
Sir  Henry  Dale.  His  teaching  career  started  in  Marburg. 
Under  the  Nazis,  he  was  imprisoned  and  only  under  the 
greatest  difficulties  finally  released.  He  arrived  penniless 
in  New  York;  the  University  of  New  York  made  him  research 
professor  of  pharmacology.  He  became  a close  friend  of 
the  author  who  did  the  sketch. 


In  1857,  the  New  York  Infirmary  of  Women  was  founded  by 
Elizabeth  Blackwell,  M.D.,  who  had  graduated  from  Geneva 
Medical  College  in  1849.  She  started  her  own  dispensary 
from  which  the  New  York  Infirmary  of  Women  developed,  an 
institution  which  still  exists,  although  no  longer  restricted  to 
female  physicians.  In  an  excellent  picture  we  are  presented 
with  an  autopsy  being  performed  by  four  women  physicians 
being  taught  by  male  pathologists  (The  Bettman  Archive). 


Long  after  the  foundation  of  the  United  States  the  existence 
of  the  medicine  man  curing  patients  could  be  experienced 
among  the  Indians.  Capt.  Seth  Eastman,  1808-1875,  made 
a drawing  from  a personal  observation.  A very  sick  man  is 
lying  in  a tent  while  the  medicine  man  is  shaking  a ball-like 
apparatus,  listening  for  what  inspiration  may  advise  him  to 
do.  This  practice  based  on  superstition  continued  for  a long 
time  as  a medical  treatment  for  the  Indians. 
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George  Bellows,  1882-1925,  found  early  recognition  for  his 
work.  He  had  an  unusual  capacity  to  conceive  the  drama 
of  daily  life.  The  scenes  of  the  madhouse  were  painted 
frequently,  the  best  known  probably  by  Lenlbach  and  Goya. 
Their  influence  was  strong  on  Bellows.  The  tension  of  the 
festival  scene,  the  pathological  laughter,  the  erotic  move- 
ments of  the  dancing  couples,  and  the  despair  and  sadness 
•n  others  are  excellently  conceived. 
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Thomas  Eakins  (1844-1916),  a famous  painter,  was  fasci- 
nated by  great  personalities  especially  in  the  medical  field. 
Parallels  were  frequently  drawn  between  this  great  picture 
of  Samuel  David  Gross,  M.D.,  in  the  operating  room  and 
Rembrandt’s  “Anatomy  of  Dr.  Tulp.”  The  observer  feels  the 
tense  atmosphere  of  the  surgery;  he  almost  listens  to  the 
explanations  of  Dr.  Gross  and  follows  with  concentration  the 
operation  in  which  the  assistants  play  an  important  role.  All 
are  in  street  clothes  with  no  masks  or  gloves.  Eakins  had 
many  friends  among  the  physicians  and  surgeons  of  Jefferson 
College  and  did  many  dissections  to  study  anatomy. 


A.  R.  Ward’s  “Country  Doctor”  is  a picture  found  in  many 
books  about  the  history  of  medicine.  The  country  physician 
of  1869  had  to  visit  the  patient  on  horseback  often  under 
unbelievable  conditions,  by  day  and  night.  The  physician  with 
horse  and  buggy  was  a much  later  appearance.  Here  the 
young  mother  is  taking  advice  from  the  physician,  probably 
receiving  simultaneously  the  medicine  to  be  used. 


One  of  the  most  beautiful  portraits  of  physicians  was  painted 
by  John  Singer  Sargent,  1856-1925.  A group  of  four  men 
had  enormous  influence  on  the  progress  of  medicine  in  the 
United  States.  They  were  members  of  the  faculty  of  Johns 
Hopkins  University  Medical  School,  Baltimore,  Maryland. 
They  were:  Sir  William  Osier,  Howard  Atwood  Kelly,  M.D., 
William  Stewart  Halsted,  M.D.,  and  William  Henry  Walsh,  M.D. 
Each  man  represented  universal  importance  in  his  special 
field  of  medicine;  simultaneously  they  were  essential  in 
founding  new  principles  for  the  education  and  specialist 
training  of  future  physicians.  The  picture  is  excellently 
balanced  in  its  color  scheme  and  light  contrast.  The  almost 
pyramidical  architecture,  the  use  of  the  diagonal,  and  the 
expressions  of  attention  and  meditation  are  of  high  quality 
(The  Bettman  Archive). 


During  World  War  II,  Joseph  Hirsch  was  a young,  very  talented 
artist  who  worked  also  for  the  military  of  the  United  States, 
being  sent  first  to  the  Pensacola  Naval  Air  Station,  then  to  the 
Pacific  theater,  and  from  there  to  the  Italian  front.  In  this 
scene  we  see  the  transportation  of  a seriously  wounded 
soldier  being  transferred  to  a hospital.  The  contrast  between 
relaxation  and  tension  was  conceived  with  great  mastery. 


From  ancient  times  architecture  has  played  a great  role  in 
the  field  of  medicine.  We  have  learned  from  the  pyramids 
in  Egypt,  the  Greek  temples  of  medicine,  from  Roman  baths, 
to  the  great  architecture  of  hospitals  up  to  our  times.  A 
fascinating  comparison  is  of  the  modern  Columbia  University 
Presbyterian  Hospital  and  its  original  forerunner,  the  old  Kings 
College  Hospital.  Meyer  Melicow,  M.D.,  emeritus  chairman 
of  urology  pathology  at  Columbia  and  an  excellent  visual  artist 
and  writer  has  made  an  interesting  composition  of  both  in- 
stitutions in  our  picture.  The  old  college  was  started  in  1756 
by  Robert  Cromler. 


In  this  picture  by  an  unknown  painter  we  see  the  desperation 
of  frantic  children  where  poor  parents  are  unable  to  have 
competent  medical  treatment  given.  The  physician,  with  a 
hat  on  his  head,  is  visiting  (The  Bettman  Archive). 
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Allen  0.  Whipple,  M.D.,  was  the  son  of  a Christian  missionary 
in  Persia.  The  family  returned  to  the  United  States  when  he 
was  fifteen.  He  graduated  from  Princeton  University  and 
continued  his  medical  education  at  New  York’s  Columbia 
University.  He  combined  medical  practice  with  research, 
and  became  famous  for  the  surgical  removal  of  the  pancreas, 
the  operation  which  bears  his  name.  He  invited  the  author 
to  the  hospital  where  the  drawing  was  made. 


Internationally  recognized  as  an  outstanding  illustrator  is  the 
New  York  physician,  Albert  Frank  Netter,  M.D.  He  went  to 
the  National  Academy  of  Design  and  to  the  Art  Students 
League.  But  he  changed  his  mind  to  become  a physician. 
Later  on  the  arts  caught  him  again.  At  the  Golden  Gate  Ex- 
hibition, he  presented  the  figure  of  a transparent  woman, 
seven  feet  high  with  a synchronized  voice  that  told  the  story 
of  female  endocrines.  This  work  took  about  seven  months 
of  work,  night  and  day. 

During  World  War  II,  he  was  stationed  with  the  Army  In- 
stitute of  Pathology  and  then  at  the  surgeon  general’s  office 
in  charge  of  graphic  hearing  aids  for  the  medical  department. 
He  has  published  a number  of  unusual  illustrative  textbooks 
which  demonstrate  anatomy,  physiology  and  pathology, 
clinical  medicine,  and  therapy.  Our  illustration  shows  arti- 
ficial mouth-to-mouth  respiration  and  cardiac  massage. 
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Phrenology 

Bumps  or  bust 


SHEILA  TUCKER 

Auburn,  New  York 

Historical  Editor  of  Auburn  Citizen  Newspaper 


Phrenology  in  1832  produced  in  America  one  of  the 
most  intellectual  figures  of  the  Jacksonian  era,  Orson 
Squire  Fowler,  a native  of  Cohocton,  New  York. 
Fowler,  a graduate  of  Amherst  College,  was  preparing 
for  the  ministry  with  friend  and  classmate,  Henry 
Ward  Beecher,  when  they  were  first  introduced  to 
phrenology  by  Spurzheim. 

Phrenology,  an  alleged  science  that  claimed  that 
the  relative  development  of  various  organs  of  the 
mind  could  be  observed  and  measured  by  bumps  on 
the  cranium,  had  its  beginnings  in  1790  when  Franz 
Josef  Gall,  a German  physician  living  in  Vienna, 
Austria,  began  classifying  the  mental  faculties  and 
identifying,  by  empirical  research,  the  specific  por- 
tion of  the  brain  that  governed  each  faculty. 

In  1802,  four  years  after  his  published  findings  on 
the  subject,  Gall,  forbidden  by  ecclesiastical  repres- 
sion to  continue  his  public  lectures  in  Austria,  moved 
to  Paris  where  he  and  his  pupil,  Johannes  C.  Spur- 
zheim, continued  to  develop  and  teach  the  science 
that  came  to  be  known  as  phrenology. 

For  a time,  the  new  theory  was  greeted  in  the 
United  States  with  limited  success.  Its  appeal  de- 
rived from  the  fact  that  it  was  the  first  system  that 
permitted  detailed  analysis  of  the  human  brain 
without  the  inconvenience  of  an  autopsy.  Spur- 
zheim also  believed  that  with  proper  environment 
and  moral  training,  undesirable  traits  could  be  con- 
trolled. 

For  Fowler,  phrenology  became  both  a passion  and 
a profession,  and  he  involved  his  entire  family  in  the 
enterprise.  He  instructed  his  younger  brother,  Lo- 
renzo Niles  Fowler,  in  the  science,  and  in  1835  they 
opened  an  office  in  New  York  City  where  they  read 
heads,  wrote  and  published  books,  arranged  lecture 
tours  for  themselves,  trained  and  managed  a rapidly 
growing  group  of  practical  phrenologists,  and  as- 
sembled an  impressive  museum  of  skulls,  busts,  and 
pictorial  materials. 

The  museum  was  free  but  the  charge  for  individual 
readings  rose  to  $1.00  for  filling  in  a standard  chart 
or  $3.00  for  a full  handwritten  analysis. 

Orson  and  Lorenzo  soon  recruited  their  younger 
sister,  Charlotte,  into  the  firm.  Charlotte,  in  1844, 
married  Samuel  R.  Wells,  a medical  student  who  had 
been  working  with  the  Fowlers. 

The  firm  name  was  changed  to  Fowler  and  Wells, 
with  Wells  and  his  wife  operating  the  ever-increasing 
publishing  business. 


Lorenzo  was  married  that  same  year  to  Lydia 
Folger  who  was  to  receive  her  M.D.  degree  in  1850 
from  the  Central  Medical  College  in  Syracuse,  the 
second  woman  to  graduate  in  medicine  in  America. 
Her  appointment  to  the  faculty  of  that  school  made 
her  America’s  first  woman  medical  instructor. 

Other  interests 

In  1848  Fowler  wrote  A Home  for  All  or  the  Gravel 
Wall  and  the  Octagonal  Mode  of  Building,  a book 
that  advocated  the  octagonal  home  since  the  design 
was  a step  saver,  allowed  more  sunlight  in  its  rooms, 
and  therefore  conserved  heat.  The  idea  caught  on, 
and  octagonal  buildings  began  to  appear  on  the 
landscape. 

Products  of  the  Jacksonian  era,  with  its  egalitarian 
enthusiasm,  anticlassicism,  and  religious  revivalism, 
the  Fowlers  and  the  Wellses  also  addressed  them- 
selves to  social  and  moral  issues  of  the  day.  They 
published  books  on  dress,  marital  relations,  etiquette, 
and  shorthand,  and  supported  temperance,  vege- 
tarianism, hydropathy,  the  abolition  of  slavery,  and 
the  liberation  of  women. 

On  a visit  to  Auburn  in  1843,  Fowler  was  welcomed 
by  members  of  the  local  cult  and  curiosity  seekers. 
Charts  consisting  of  five  diagrams  of  the  skull — front, 
back,  profile  from  each  side,  and  a birdseye  view  of 
the  top,  divided  into  30  spaces  or  sections,  all  named 
and  numbered,  were  used,  along  with  a physical  ex- 
amination of  the  cranial  bumps.  Politicians  were 
examined,  and  if  the  report  was  favorable,  it  was 
published  around  election  time. 

Parents  brought  their  children  to  be  examined  to 
determine  future  vocations.  One  youth  recorded  in 
his  diary  his  experience  with  the  phrenologist  and  his 
parents’  reaction  to  it.  “Nine  of  the  allotments  were 
about  right.  The  ‘bump  of  order’  was  especially 
large,  and  when  mother  looked  at  the  chart  and  read 
‘order  unusually  developed,’  she  remarked,  ‘Order, 
I wish  thee  would  display  some  of  it!’  The  bumps  of 
constructiveness  and  application  being  well  devel- 
oped, it  was  suggested  that  the  most  suitable  life 
profession  for  me  would  be  the  machine  trade.” 

The  following  year,  the  youth  had  another  chart 
prepared  which  said  almost  the  opposite  of  the  first. 
His  father,  with  a huge  roar  said,  “Bill,  that  professor 
is  a d ....  d fool,  and  you  another  to  give  him  a half 
dollar  for  that  infernal  nonsense.” 

In  1855,  Orson  and  Lorenzo  sold  their  interests  in 
the  publishing  business  to  Charlotte  and  her  hus- 
band. Lorenzo  and  Lydia  moved  to  England  and 
Orson  erected  a 100-room  octagonal  home  on  the 
Hudson  where  he  continued  in  his  work. 

Conclusion 

While  old  phrenology  busts  with  their  mysterious 
outlines,  numbers,  and  abbreviations  are  now  only 
conversation  pieces,  the  science  that  spawned  them 
has  been  eclipsed  by  psychoanalytical  and  behavorial 
psychologies,  underpinned  by  anatomic  and  neuro- 
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logic  research,  and  overshadowed  by  a torrent  of 
popular  movements,  fads,  and  pseudosciences  as  well 
as  concrete  scientific  discoveries. 

Although  phrenology  is  no  more,  the  scattering  of 
octagonal  houses  is  a constant  reminder  of  that  mo- 


ment in  history  when  the  Fowler  and  Wells  families 
influenced  a nation. 

Auburn  Citizen  Newspaper 
25  Dill  Street 
Auburn,  N.Y.  13021 
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Ask  the  concierge. 

Master  of  instant 
arrangements, 
count  on  his  help  for 
tickets  and  reser- 
vations. dinner 
parties,  limousines 
at  any  hour  of  the 
day  and  night. 

The  Towers. 

Designed  by  Gruzen 
& Partners.  Archi- 
tects; constructed  by 
Tishman  Construction 
Corporation. 

Fire  and  sound 
resistant.  4 elevators 
serve  each  tower. 
Heating,  cooling 
individually  con-^K 
trolled,  room  by  room 

Spa  at  Galaxy. 

Whatever  your 
personal  fitness 
program,  you'll  find 
the  facilities  to 
carry  it  out. 

Gyms,  saunas,  r 
steam  room.  An 
Olympic  pool-undeF- 
glass,  and  profes- 
sional instructors. 


The  Mall. 

This  is  the  shopping 
section  of  our  city. 
An  East  Side  neigh- 
borhood of  shops, 
food  markets,  bou- 
tiques, galleries  and 

I restaurants... even 
a cinema 

All  secure. 

At  Galaxy,  man  and 
machine  create  a 
screen  of  protec- 
tion and  privacy 
for  residents. 

Our  security 
computer  connects 
to  each  apartment 
and  hundreds  of 
points  within  the 

: enclave Bv:  g-  " 

The 
at 

Galaxy. 

With  the  Hudson 
and  Manhattan  for 
backdrop,  with  per- 
fectly laid  and 
lighted  courts,  the 
Racquet  Club  will 
be  a first-class 
racquet  facility. 


TH€  P€Rf€CT  MGW  YORK  4P4RTM01T 
RDRTHG  liGW  YORK  PHYSKM1. 

nii€WJ€RSGY 


Medicine  is  a demanding  profession 
and  after.a  day  of  healing,  teaching 
or  research,  you  deserve  an  apart- 
ment that’s  free  of  vexation.  You 
deserve  to  be  away  from  New  York’s 
noise,  pollution,  traffic,  yet  you 
have  to  be  just  minutes  from  your 
office,  your  patients,  your  hospital. 

Galaxy  is  the  perfect  New  York 
apartment  for  the  New  York  doctor. 
To  be  perfect,  it  had  to  be  a river’s 
width  away,  high  on  the  Palisades, 
yet  just  fifteen  air-conditioned  min- 


utes from  midtown  Manhattan.  And 
instead  of  starting  out  with  a build- 
ing and  adding  luxury  “touches,” 
we  began  with  a total  luxury  con- 
cept for  a years-ahead  lifestyle — 
and  then  designed  Galaxy  to  pro- 
vide it. 

So  there  is  an  Olympic  pool 
under  glass.  A first  class  tennis 
club.  Gyms  and  saunas. 

A sophisticated  shopping 
arcade  with  boutiques,  restaurants, 
a bank— even  a cinema.  A con- 


cierge to  arrange  for  tickets,  reser- 
vations, limousines  on  a moment’s 
notice.  A security  patrol  backed  up 
by  a computer  sophisticated  enough 
to  fly  a spacecraft.  Your  apartment 
at  Galaxy  will  have  breathtaking 
views  of  the  Hudson  and  Man- 
hattan, with  every  physical  amenity 
you  demand.  You  are  cordially 
invited  to  inspect  Galaxy  and  see 
your  apartment  and  lifestyle  of 
the  future.  Today. 


Prudential 


BELFER  & PARTNERS 


Galaxy  is  the  joint  venture  of  Belter  & Partners  and  The  Prudential  Insurance  Company  of  America. 

7000  Boulevard  East,  Guttenberg,  N.J.  07093.  N.J. : (201)  861-7400,  N Y:  (212)  279-7400. 

Hours  10  A M.  to  7 PM.  every  day.  Or  by  special  appointment. 

Also  visit  our  New  York  Rental  Information  Center:  666  Fifth  Avenue  at  the  arcade  on  53rd  St.  (212)  247-7455 
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women 
outlive 
theirovaffes... 


The  menopausal 
"flush"  Is  believed  to 
result  from  an 
autonomic  nervous 
system  Imbalance  due 
to  estrogen  deficiency. 
Here,  illustration  shows 
artist's  interpretation 
of  "normal"  vs,  dilated 
arteriole-capillary- 
venule  network. 


“It  seemed  like  I was  having 
one  flush  after  another. 

It  wasn’t  just  a nuisance... 
it  was  a real  problem. 


The  menopausal  flush  is 
the  classic  sign  of  estrogen 
deficiency. . .generally 
recognized  as  a clear 
indication  for  treatment. 


The  flushes  were 
bad  enough... 
but  the  sweats 
at  night  were 
almost  too  much.’’ 


I 


This  wasn't  always  the  case. 

There  was  a time  when  the  symptoms  of  the 
menopause  went  untreated... when  women 
were  expected  to  suffer  the  severe  flushes  and 
sweats  of  estrogen  deficiency  in  silence  or, 
at  best,  with  a minimum  of  encouragement 
and  understanding. 

Now,  with  effective  estrogen  replacement 
therapy,  women  do  not  have  to  endure  these 
distressing  symptoms.  In  the  great  majority  of 
cases,  PREMARIN  (Conjugated  Estrogens 
Tablets,  U.S.P)  can  promptly  control  such 
vasomotor  symptomatology. . . provide  classic 
relief  for  classic  symptoms  during  a trouble- 
some period  of  physiologic  adjustment. 

Three  studies  have  reported  an  increased 
risk  of  endometrial  carcinoma  in  association 
with  the  postmenopausal  administration  of  ex- 
ogenous estrogens.  For  further  information 
see  “Warnings” in  prescribing  information. 


For  the  classic  symptoms 
of  the  menopause 


PREMARIN 

(CONJUGATED  ESTROGENS 
TABLETS.U.S.P)  y 

See  next  page  for  revised  prescribing  information. 


CONTAINS 
NATURAL 
ESTROGENS 
EXCLUSIVELY 


BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package  circular.) 

PREMARIN1  Brand  of 

CONJUGATED  ESTROGENS  TABLETS,  U S P. 

Actions:  Estrogens  are  responsible  for  development  and 
maintenance  of  the  female  reproductive  system  and  sec- 
ondary sex  characteristics.  They  cause  the  growth  and 
development  of  the  vagina,  uterus,  and  fallopian  tubes, 
and  enlargement  of  the  breasts  indirectly,  they  contribute 
to  the  shaping  of  the  skeleton,  maintenance  of  tone  and 
elasticity  of  urogenital  structures,  changes  in  the 
epiphyses  of  the  long  bones  that  allow  for  pubertal  growth 
spurt  and  termination,  growth  of  axillary  and  pubic  hair, 
and  pigmentation  of  the  nipples  and  genitals.  Estrogens 
are  also  involved  in  psychologic  and  emotional  aspects  of 
feminine  behavior  As  estrogen  levels  increase  during  the 
menstrual  cycle,  there  is  a sense  of  vigor  and  well-being, 
and  in  the  menopausal  period  estrogens  aid  in  relieving 
nervous  symptoms  (eg  anxiety,  depression  and  ir- 
ritability) due  to  estrogen  deficiency  Decline  of  estrogenic 
activity  at  the  end  of  the  menstrual  cycle  can  bring  on 
menstruation,  although  the  cessation  of  progesterone  se- 
cretion is  the  most  important  factor  in  the  mature  ovulato- 
ry cycle  However,  in  the  pre-  or  non-ovulatory  cycle, 
estrogen  is  the  primary  determinant  in  the  onset  of 
menstruation  Estrogens  do  not  induce  ovulation 

Estrogens  affect  calcium  and  phosphorus  metabolism, 
and  are  involved  in  maintenance  of  normal  bone  structure 
In  prolonged  estrogen  deficiency  states,  administration  of 
estrogen  acts  to  prevent  associated  bone  degenerative 
changes 

Estrogens  appear  to  be  responsible  for  the  relatively 
greater  amount  of  alpha-lipoprotein  and  correspondingly 
lower  amount  of  beta-lipoprotein  found  in  premenopausal 
women  as  compared  with  men 

Estrogens  affect  the  release  of  pituitary  gonadotropins 
and  may  also  deplete  the  gonadotropic  content  of  the 
pituitary. 


Indications:  Based  on  a review  of  PREMARIN 
Tablets  by  the  National  Academy  of  Sciences— Na- 
tional Research  Council  andfor  other  information.  FDA 
has  classified  the  indications  for  use  as  follows 
Effective:  As  replacement  therapy  for  naturally  oc- 
curring or  surgically  induced  estrogen  deficiency 
states  associated  with:  the  climacteric,  including  the 
menopausal  syndrome  and  postmenopause,  senile 
vaginitis  and  kraurosis  vulvae.  with  or  without  pruritus. 
"Probably”  effective:  For  estrogen  deficiency-in- 
duced osteoporosis,  and  only  when  used  in  conjunc- 
tion with  other  important  therapeutic  measures  such 
as  diet,  calcium,  physiotherapy,  and  good  general 
health-promoting  measures  Final  classification  of 
this  indication  requires  further  investigation 


Contraindications:  Short  acting  estrogens  are  contrain- 
dicated in  patients  with  (1)  markedly  impaired  liver  func- 
tion; (2)  known  or  suspected  carcinoma  of  the  breast,  ex- 
cept those  cases  of  progressing  disease  not  amenable  to 
surgery  or  irradiation  occurring  in  women  who  are  at  least 
5 years  postmenopausal.  (3)  known  or  suspected 
estrogen-dependent  neoplasia,  such  as  carcinoma  of  the 
endometrium;  (4)  thromboembolic  disorders,  throm- 
bophlebitis, cerebral  embolism,  or  in  patients  with  a past 
history  of  these  conditions,  (5)  undiagnosed  abnormal 
genital  bleeding 

Warnings:  Three  separate  studies  have  reported  an  in- 
creased risk  of  endometrial  carcinoma  in  association  with 
the  postmenopausal  administration  of  exogenous 
estrogens.  Smith  ef  a/.'  retrospectively  compared  the 
records  of  317  patients  with  endometrial  carcinoma  with 
the  records  of  an  equal  number  of  contrast  patients  having 
cervical,  ovarian,  or  vulvar  neoplasms  The  unadjusted 
relative  risk  estimate  of  endometrial  cancer  was  4 5 times 
greater  in  women  exposed  to  estrogen  therapy  The  type  of 
estrogen  used,  the  preparation,  and  the  dosage  were  not 
considered  in  this  study  These  factors  may  play  a role  in 
modifying  the  average  relative  risk  found  in  this  study.  The 
authors  also  suggested  that  there  may  be  a relationship 
between  increasing  risk  and  ttie  duration  of  admimstra 
tion;  however,  the  data  are  not  conclusive  on  this  point.  A 
second  retrospective  study  reported  by  Ziel  and  Finkle* 
examined  the  records  of  94  patients  with  endometrial  car- 


cinoma and  those  of  a two-fold  contrast  series  from  the 
same  health  plan  population  Tne  estimate  of  relative  risk 
was  found  to  be  7 6 In  addition,  the  authors  reported  a 
relative  risk  estimate  of  5.6  for  a duration  of  exposure  of  1 
to  4 9 years,  and  13  9 for  exposure  of  7 or  more  years.  In 
this  study,  conjugated  estrogens  were  reported  to  be  the 
type  of  estrogen  used.  Mack  ef  al 3 retrospectively  studied 
63  cases  of  endometrial  carcinoma  and  a four-fold  con- 
trast group  The  relative  risk  of  endometrial  carcinoma 
was  estimated  to  be  8.0  for  any  estrogen  usage,  and  5 6 
for  conjugated  estrogen  usage  The  relationship  between 
relative  risk  and  duration  of  use  could  not  be  conclusively 
described  from  the  data  in  the  study 
Estrogen  therapy  should  not  be  given  to  women  with 
recurrent  chronic  mastitis  or  abnormal  mammograms  ex- 
cept. if  in  the  opinion  of  the  physician,  it  is  war- 
ranted despite  the  possibility  of  aggravation  of  the 
mastitis  or  stimulation  of  undiagnosed 
estrogen-dependent  neoplasia 
The  physician  should  be  alert  to  the  earliest  manifesta- 
tions of  thrombotic  disorders  (thrombophlebitis,  retinal 
thrombosis,  cerebral  embolism  and  pulmonary  embolism) 
If  these  occur  or  are  suspected,  estrogen  therapy  should 
be  discontinued  immediately. 

Estrogens  may  be  excreted  in  the  mother's  milk  and  an 
estrogenic  effect  upon  the  infant  has  been  described  The 
long  range  effect  on  the  nursing  infant  cannot  be  deter- 
mined at  this  time 

Hypercalcemia  may  occur  in  as  many  as  15  percent  of 
breast  cancer  patients  with  metastases,  and  this  usually 
indicates  progression  of  bone  metastases  This  occur- 
rence depends  neither  on  dose  nor  on  immobilization  In 
the  presence  of  progression  of  the  cancer  or  hyper- 
calcemia. estrogen  administration  should  be  stopped 
A statistically  significant  association  has  been  reported 
between  maternal  ingestion  of  diethylstilbestrol  during 
pregnancy  and  the  occurrence  of  vaginal  carcinoma  in  the 
offspring  This  occurred  with  the  use  of  diethylstilbestrol 
for  the  treatment  of  threatened  abortion  or  high  risk  preg- 
nancies Whether  or  not  such  an  association  is  applicable 
to  all  estrogens  is  not  known  at  this  time.  In  view  of  this 
finding,  however,  the  use  of  any  estrogen  in  pregnancy  is 
not  recommended 

Failure  to  control  abnormal  uterine  bleeding  or  unex- 
pected recurrence  is  an  indication  for  curettage 
Precautions:  As  with  all  short  acting  estrogens,  the 
following  precautions  should  be  observed 
A complete  pretreatment  physical  examination  should 
be  performed  with  special  reference  to  pelvic  and  breast 
examinations.  Such  physicaliexaminations  should  be  re- 
peated at  regular  intervals,  at  least  annually,  during 
estrogen  therapy 

To  avoid  prolonged  stimulation  of  the  endometrium  and 
breasts  in  climacteric  or  hypogonadal  women,  estrogens 
should  be  administered  cyclically  (3  week  regimen  with  1 
week  rest  period  — withdrawal  bleeding  may  occur  during 
rest  period) 

Because  of  individual  variation  in  endogenous  estrogen 
production,  relative  overdosage  may  occur  which  could 
cause  undesirable  effects  such  as  abnormal  or  excessive 
uterine  bleeding,  mastodyma  and  edema 
Because  of  salt  and  water  retention  associated  with 
estrogenic  anabolic  activity,  estrogens  should  be  used 
with  caution  in  patients  with  epilepsy,  migraine,  asthma, 
cardiac,  or  renal  disease 

If  unexplained  or  excessive  vaginal  bleeding  should  oc- 
cur, reexamination  should  be  made  for  organic  pathology 
Estrogen  usage  may  cause  preexisting  fibromyomata  to 
increase  in  Size,  therefore,  patients  should  be  examined  at 
regular  intervals  while  receiving  estrogenic  therapy 
The  pathologist  should  be  advised  of  estrogen  therapy 
when  relevant  specimens  are  submitted 
Because  of  their  effects  on  epiphyseal  closure, 
estrogens  should  be  used  judiciously  in  young  patients  in 
whom  bone  growth  is  incomplete 
Prolonged  high  dosages  of  estrogens  will  inhibit  anterior 
pituitary  functions.  This  should  be  borne  in  mind  when 
treating  patients  in  whom  fertility  is  desired. 

The  age  of  the  patient  constitutes  no  absolute  limiting 
factor,  although  treatment  with  estrogens  may  mask  the 
onset  of  the  climacteric. 

Certain  liver  and  endocrine  function  tests  may  be 
affected  by  exogenous  estrogen  administration.  If  test 
results  are  abnormal  in  a patient  taking  estrogen, 


they  should  be  repeated  after  estrogen  has  been  with- 
drawn for  one  cycle 
Adverse  Reactions:  The  following  adverse  reactions 
have  been  reported  associated  with  short  acting  estrogen 
administration; 
nausea,  vomiting,  anorexia 
gastrointestinal  symptoms  such  as  abdominal  cramps 
and  bloating 

increased  incidence  of  gallbladder  disease 
breakthrough  bleeding,  spotting,  unusually  heavy 
withdrawal  bleeding  (See  DOSAGE  AND 


ADMINISTRATION) 
breast  tenderness  and  enlargement 
reactivation  of  endometriosis 
possible  diminution  of  lactation  when  given 

immediately  postpartum 
loss  of  libido  and  gynecomastia  in  males 
edema 

aggravation  of  migraine  headaches 
change  in  body  weight  (increase,  decrease) 
headache 
allergic  rash 

hepatic  cutaneous  porphyria  becoming  manifest 
Dosage  and  Administration:  PREMARIN  (Conjugated 
Estrogens  Tablets,  U.SP)  should  be  administered 
cyclically  (3  weeks  of  daily  estrogen  and  1 week  off). 
There  should  be  an  annual  reassessment  of  the  patient  to 
determine  the  need  for  continued  estrogen  therapy.  This 
assessment  may  be  assisted  by  lowering  the  dose  and  ob- 
serving the  symptoms  to  determine  correct  maintenance 
dosage  for  continued  therapy. 

Menopausal  Syndrome—  1 25  mg  daily,  cyclically.  Ad- 
just dosage  upward  or  downward  according  to  severity  of 
symptoms  and  response  of  the  patient.  For  maintenance, 
adjust  dosage  to  lowest  level  that  will  provide  effective 
control. 

If  the  patient  has  not  menstruated  within  the  last  two 
months  or  more,  cyclic  administration  is  started  arbitrarily. 
If  the  patient  is  menstruating,  cyclic  administration  is 
started  on  day  5 of  bleeding  If  breakthrough  bleeding 
(bleeding  or  spotting  during  estrogen  therapy)  occurs,  in- 
crease estrogen  dosage  as  needed  to  stop  bleeding  In 
the  following  cycle,  employ  the  dosage  level  used  to  stop 
breakthrough  bleeding  in  the  previous  cycle.  In  subse- 
quent cycles,  the  estrogen  dosage  is  gradually  reduced  to 
the  lowest  level  which  will  maintain  the  patient  symptom- 
free 

Postmenopause— as  a protective  measure  against 
estrogen  deficiency-induced  degenerative  changes  (eg. 
osteoporosis,  atrophic  vaginitis,  kraurosis  vulvae)— 0 3 mg 
to  1.25  mg  daily  and  cyclically.  Adjust  dosage  to  lowest 
effective  level 

Osteoporosis  (to  retard  progression)  — usual  dosage 
1 25  mg  daily  and  cyclically. 

Senile  Vaginitis.  Kraurosis  Vulvae  with  or  without  Pru- 
ritus— 0 3 mg  to  1 25  mg  or  more  daily,  depending  upon 
the  tissue  response  of  the  individual  patient  Administer 
cyclically. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens 
Tablets,  U S P) 

No  865— Each  purple  tablet  contains  2 5 mg.  in  bottles  of 
1 00  and  1 ,000 

No.  866  — Each  yellow  tablet  contains  1.25  mg,  in  bottles 
of  100  and  1,000.  Also  in  unit  dose  package  of  100. 

No  867  — Each  red  tablet  contains  0 625  mg,  in  bottles  of 
100  and  1,000  Also  in  unit  dose  package  of  100. 

No  868  — Each  green  tablet  contains  0.3  mg,  in  bottles  of 
100  and  1,000 

References:  1 Smith,  DC.  Prentice,  R.  Thompson,  D.J., 
and  Herrmann,  WL  Association  of  exogenous  estrogen 
and  endometrial  carcinoma,  N Engl.  J Med. 
293:1164-1167.  1975  2.  Ziel.  HK.  and  Fmkle.  WD  In- 
creased risk  of  endometrial  carcinoma  among  users  of 
conjugated  estrogens.  N Engl  J,  Med  293:1167-1170. 
1975  3 Mack.  T.M  , Pike.  M C , Henderson,  B E , Pfeffer,  R.I., 
Gerkins,  V.R.,  Arthur.  M..  and  Brown,  S.:  Estrogens  and  en- 
dometrial cancer  in  a retirement  community,  submitted  for 
publication.  7643 
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Our  Diamond  Jubilee 


During  this  bicentennial  year,  the  Journal  is 
celebrating  its  diamond  jubilee,  for  it  completed 
seventy-five  years  of  publication  as  of  January  1, 
1976. 

Those  Golden  Years 


With  the  issue  of  January  1,  1951,  the  New  York 
State  Journal  of  Medicine  celebrated  its  golden 
anniversary  with  a review  of  its  history,  ensconced 
in  a gold  cover.  This  included  the  Journal  retrospect 
by  Laurance  D.  Redway,  M.D.,  then  assistant  editor, 
with  Alvina  Rich  Lewis,  production  editor,  plus 
“Fifty  Years  of  Progress”  reports  representing  vari- 
ous specialties.  Copies  of  this  issue  are  now  true 
collectors’  items;  the  information  therein  is  fasci- 
nating and  erudite,  and  serves  as  a superb  back- 
ground as  we  celebrate  the  Journal’s  seventy-five 
years  of  publication. 

On  January  1, 1901,  the  New  York  State  Journal 
of  Medicine  commenced  publication,  replacing  the 
annual  volume  of  Transactions.  In  1901  the  medical 
profession  of  New  York  State  was  divided  into  two 
factions  over  the  issue  of  a code  of  ethics.  The 
Medical  Society  of  the  State  of  New  York  was  orga- 
nized in  1807,  the  New  York  State  Medical  Associa- 
tion in  1884.  The  dissident  association  negotiated 
for  a reunion  which  was  finally  completed  by  1907, 
the  centennial  year,  using  the  name  of  the  original 
society.  Since  1906  was  the  occasion  of  the  centenary 
of  the  actual  founding  of  the  Medical  Society  of  the 
State  of  New  York,  the  year  1976  is  a near-bicen- 
tennial for  it,  one  hundred  and  seventy  years! 

The  Journal  was  originally  published  monthly, 
and  we  have  returned  to  that  plan  recently.  The  new 
Journal  was  to  include  scientific  articles,  Association 
news  and  other  matters,  “an  occasional  short  ser- 
mon,” and  “.  . . will  not  lend  itself  to  unnecessary 
controversy  . . .”  Thus  does  history  repeat  itself. 
Advertising  was  carried  in  Journal  pages  from  the 
beginning.  According  to  the  American  Medical 
Association  this  was  the  third  state  medical  society 
“to  publish  a monthly  journal  in  place  of  an  annual 
volume,”  the  other  two  societies  being  Pennsylvania 
and  Illinois.  The  May  issue  for  1901  was  particularly 
large  and  was  sent  to  every  practicing  physician  in  the 
State,  12,000  copies.  Today  our  mailing  list  is  close 
to  30,000. 

Matters  of  controversy  were  very  much  with  the 
Journal  from  the  beginning.  For  example,  a prime 
concern  of  the  practicing  physician  today  is  mal- 
practice. “What  Organized  Malpractice  Defense 
Does  for  the  Profession  and  the  Public,”  presented 
at  the  1905  Annual  Meeting  by  Mr.  John  Taylor 


Lewis,  included  the  fact  that  in  1897,  through  Fred- 
erick Holme  Wiggin,  M.D.,  and  E.  Eliot  Harris,  M.D., 
a system  of  group  defense  was  proposed  and  then 
instituted  in  New  York  State.  At  that  time  studies 
showed  that  “one  physician  in  every  150  was  sued.” 
In  1906  one  in  every  275  was  sued.  The  problems  in 
education  then  also  have  a familiar  ring  today: 
American  colleges  were  attempting  too  much,  uni- 
versities were  unwieldy  and  complex,  and  in  the  arts 
the  contact  of  pupil  with  teacher  had  about  disap- 
peared. In  those  days  the  editor’s  name  did  not 
appear  on  the  masthead;  however,  the  Publication 
Committee  was  listed. 

American  medicine  was  in  the  thrall  of  medical 
achievement  abroad,  but  after  World  War  I it  began 
to  stand  on  its  own  feet,  resulting  from  the  pervading 
vital  free  enterprise;  government  subsidy  and  control 
were  crippling  medical  research  and  education  par- 
ticularly in  Germany.  Strong  stands  were  being 
taken  to  police  medical  procedures  and  performance, 
and  the  lay  press  was  attacked  repeatedly  for  lurid, 
inaccurate  statements.  And  in  1914  the  Chiropractic 
Bill  was  being  contested;  the  problems  of  mental 
institutions  were  being  analyzed.  Of  paramount 
importance  in  the  year  1914  was  the  Workmen’s 
Compensation  Act,  which  brought  occupational 
medicine  to  the  front,  and  increased  social  con- 
sciousness on  the  part  of  the  profession. 

The  entrance  of  the  United  States  into  the  war 
coincided  with  the  Annual  Meeting  of  the  Society  in 
Utica  in  April,  1917.  The  treasurer,  Alexander 
Lambert,  M.D.,  reported  that  “.  . . the  advertise- 
ments possible  to  obtain  for  either  Journal  or  Di- 
rectory are  necessarily  greatly  restricted  owing  to  the 
standards  on  which  they  are  judged.”  So  was  it  then, 
so  was  it  in  1951,  and  so  is  it  in  1976.  Increased  costs 
resulted  from  increase  in  paper  costs  and  the  in- 
creased size  of  the  Journal,  all  of  which  is  a chronic 
state  of  affairs. 

With  its  rapid  growth,  the  Society  extended  its 
activities  in  the  field  of  legislative  matters.  Ameri- 
can medicine  was  facing  the  necessity  of  dealing  with 
more  and  more  agencies,  both  private  and  govern- 
mental. In  1924  and  1925  the  Journal  came  out, 
experimentally,  as  a weekly.  At  the  Annual  Meeting 
of  1925  it  was  approved  that  it  be  published  semi- 
monthly, which  change  was  brought  about,  after 
some  delay.  Early  offices  had  been  at  17  West  43rd 
Street.  In  1925  the  offices  were  found  at  the  Acad- 
emy of  Medicine,  2 East  103rd  Street. 

Medical  broadcasting  by  radio  was  a new  medium 
for  publicizing  medical  advances,  and  the  teaching 
hospital  was  developing.  By  1930  the  Journal  had  an 
advertising  manager.  But  in  1929  came  the  de- 
pression. Public  relations  projects  became  very  ac- 
tive in  the  wake  of  the  effects  of  war,  particularly  in 
matters  of  public  health.  The  Journal  appeared  in 
a blue  cover  with  the  January  1,  1934,  issue,  “under 
the  auspices  of  the  Journal  Management  Commit- 
tee.” Offices  were  by  that  time  at  33  West  42nd 
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FIGURE  1.  George  W.  Kosmak,  M.D.,  Editor  1945-1952 
(Joseph  Merante). 


Street;  there  was  no  designated  editor,  but  Thomas 
R.  Gardiner  was  business  manager,  with  the  office  of 
publication  in  Albany.  F or  the  member’s  dollar,  50 
cents  went  to  the  publisher,  40  cents  to  the  Journal 
Management  Committee  for  editorial  expenses.  In 
1935  it  was  felt  that  the  Journal  needed  a full-time 
editor  and  to  be  under  Society  control. 

The  1940  Journal  appeared  in  light  gray  with  dark 
blue  inking;  that  same  year  the  Society  moved  from 
the  Academy  to  292  Madison  Avenue.  Peter  Irving, 
M.D.,  the  general  manager  of  the  Society,  became 
managing  editor  of  the  Journal  in  1942.  Following 
Dr.  Irving’s  death  in  1944,  the  associate  managing 
editor,  George  W.  Kosmak,  M.D.,  was  made  manag- 
ing editor,  which  title  was  changed  to  editor  in  1950 
(Fig.  1).  The  Associate  Editorial  Board  was  gradu- 
ally expanding,  and  the  entire  transactions  of  the 
House  of  Delegates  at  the  Annual  Meeting,  indexed, 
were  being  published  in  the  Journal. 


From  Gold  to  Diamonds 


In  1951  George  W.  Kosmak,  M.D.,  was  editor, 
Laurance  I).  Redway,  M.D.,  assistant  editor,  Dwight 


Anderson,  business  manager,  Alvina  Rich  Lewis, 
production  editor;  and  the  Publication  Committee 
consisted  of  Dr.  Kosmak,  Mr.  Anderson,  W.  P.  An- 
derton,  M.D.,  Maurice  J.  Dattelbaum,  M.D.,  Dr. 
Redway,  Edward  T.  Wentworth,  M.D.;  there  was  also 
an  Associate  Editorial  Board  of  eleven  members,  and 
four  advertising  representatives. 

Increased  costs  of  publication  in  1950  brought 
about  a seeming  deficit,  but  when  the  allocation  of 
members’  dues  was  included,  a net  income  of 
$46,857.45  resulted.  The  score  then  was  399  articles 
published,  covering  1,238  pages  of  a total  of  3,124, 
when  advertising  and  special  Annual  Meeting  and 
House  of  Delegates  minutes  issues  were  included. 
There  were  more  pages  in  the  early  issues  of  1951 
than  in  the  early  part  of  1950,  but  when  notice  of  a 10 
per  cent  cut  in  paper  quota  was  received,  it  meant 
that  only  80  pages  could  be  printed  per  issue  from 
July  through  December,  as  against  the  average  of  109 
anticipated.  Printing  also  went  up  so  that  the 
Journal  costs  were  82  per  cent  more  in  1951  than  in 
1944.  This  all  has  a familiar  ring  today.  The 
chairman  of  the  Publication  Committee  was  also  the 
editor,  in  charge  of  both  Journal  and  Directory. 

Toward  a new  era 

Dr.  Kosmak  retired  June  1,  1952.  He  had  served 
admirably  in  various  capacities,  and  his  loss  was  felt 
throughout  the  Medical  Society.  He  was  a man  of 
many  parts:  a gentleman  and  a scholar,  with  wis- 
dom, editorial  background,  humor,  and  a gracious 
personality.  With  the  June  15,  1952,  issue,  Dr. 
Kosmak  became  editor  emeritus  and  Laurance  D. 
Redway,  M.D.,  editor  (Fig.  2).  During  that  summer 
a carton  of  2,000  Journal  mailing  envelopes  was  lost 
enroute  to  the  printer,  so  copies  of  that  issue  were 
sent  to  all  members  who  wrote  in  that  they  had  not 
received  one.  Other  matters  concerned  a decision 
that  was  made  that  authors  of  Annual  Meeting  pa- 
pers be  no  longer  .charged  for  illustrative  cuts,  leaving 
it  to  the  discretion  of  the  editor  to  determine  how 
many  illustrations  might  be  used  with  any  one 
manuscript.  Also  the  editor  was  permitted  to  enter 
with  each  author’s  name  one  hospital  affiliation  and 
one  teaching  position.  Advertising  had  fallen  down 
a bit,  but  the  Journal  was  still  profitable. 

Expanding  publication 

Following  the  Annual  Meeting  in  May,  1952,  the 
offices  were  moved  to  386  Fourth  Avenue.  In  spite 
of  this  the  volume  of  material  from  the  meeting  was 
catalogued  and  edited,  and  there  was  no  delay  in 
publication.  As  usual,  paper  and  printing  costs 
moved  up  relentlessly;  heavier  stock  was  used  to 
improve  results  in  reproducing  illustrative  material. 
Careful  editing  kept  correction  costs  to  a minimum, 
and  for  the  first  time  four-color  illustrations  were 
used.  Starting  with  August  15,  1952,  a series  of  18 
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FIGURE  2.  Laurance  D.  Redway,  M.D.,  Editor  1952-1960 
(Joseph  Merante). 


articles  on  Cancer  Diagnosis  was  presented,  at  the 
end  of  the  editorial  pages.  Four-color  inserts  on 
special  paper  were  made  possible  through  the  coop- 
eration of  the  American  Cancer  Society  and  the  Bu- 
reau of  Cancer  Control  of  New  York  State;  the  ad- 
ditional cost  of  $2,500  was  underwritten  by  the  State 
of  New  York  Department  of  Health.  On  July  15, 
1952,  Miss  Lewis’s  title  appeared  as  assistant  to  the 
editor,  and  on  January  1,  1953,  Norman  S.  Moore, 
M.D.,  became  assistant  editor.  And  it  was  in  1953 
that  an  author  complained  through  his  attorney  re- 
garding the  editing  of  his  article — an  extremely  long 
one  that  had,  of  necessity,  been  curtailed.  His  re- 
prints were  done  to  include  the  complete  opus. 

To  interest  the  medical  schools  attempts  were 
made  to  have  each  of  those  in  the  State  assume  re- 
sponsibility for  at  least  one  issue.  Also,  one-year  free 
subscriptions  were  offered  to  senior  students.  And 
for  the  second  time  in  two  years  the  Journal  was 
moved,  this  time  to  the  sixth  floor  in  the  same 
building  at  386  Fourth  Avenue.  Again  the  flood  of 
material  from  the  Annual  Meeting  and  minutes  of 
the  House  had  to  be  processed  simultaneously. 

A new  cover  design  was  studied,  and  it  was  decided 
to  place  the  table  of  contents  thereon  insofar  as  was 
practical.  Plans  progressed  during  1953,  resulting 


in  the  January  1, 1954,  issue  appearing  not  only  in  a 
new  cover  but  also  with  new  type  faces  for  better 
readability.  New  type  meant  that  everything  for 
1954  must  be  set  in  the  new  type  faces  and  old  ma- 
terial already  set  must  be  used  up  by  the  end  of  1953. 
Editorials  could  now  include  the  initials  of  authors, 
and  tobacco  ads  must  carry  no  medical  implications 
or  claims.  For  the  1954  Journal  164  tons  of  paper 
were  purchased. 

It  was  found  that  referring  papers  to  the  associate 
editors  was  very  valuable;  each  year  a dinner  was 
given  for  the  editorial  board,  a small  token  of  our 
appreciation.  The  Journal  continues  to  be  enor- 
mously grateful  for  the  unstinting  support,  helpful 
ideas,  and  various  improvements  suggested  by  these 
experts  over  the  years.  To  maintain  the  superiority 
of  the  Journal  by  studying  current  methods,  devising 
new  approaches,  and  setting  up  new  sections,  a full- 
time editor  was  suggested,  particularly  since  the 
proposed  sesquicentennial  issue,  planned  for  January 
1,  1957,  recording  one-hundred  Fifty  years  of  Medical 
Society  history,  would  be  most  time-consuming  and 
exacting.  Miss  Lewis  was  not  only  assistant  to  the 
editor  but  also  worked  with  the  House  of  Delegates, 
editing  resolutions  and  reports  of  reference  com- 
mittees. The  Journal  annually  had  an  exhibit  booth 
at  the  Annual  Convention,  and  a popular  feature  for 
many  years  was  the  memo  scratch  pads  made  up  with 
the  Journal  cover  facsimile.  Papers  read  at  the 
meeting  were  recorded  on  tape  and  published  by 
sections;  later  it  was  decided  to  diversify  them 
throughout  issues. 

Already  letters  on  the  subject  of  malpractice  were 
appearing  in  the  Journal.  And  when  the  1954  con- 
tracts expired,  there  were  to  be  no  more  advertise- 
ments for  alcoholic  beverages  or  tobacco,  although 
the  Publication  Committee  would  have  the  final  say 
on  alcohol!  However,  severe  editing  had  reduced  the 
length  of  material  to  such  an  extent  that  there  was 
a possibility  of  running  short;  which  threatened  to 
reduce  the  size  of  several  issues  to  meet  this  contin- 
gency: promised  articles  had  not  materialized.  The 
quality  of  published  material  had  improved,  and 
excess  verbiage  was  diminished.  This  situation 
spurred  on  a promotional  effort  by  the  editor  and  his 
associates  to  secure  good  scientific  articles. 

The  Medical  Society  was  saddened  to  learn  of  the 
death  of  the  former  editor  and  editor  emeritus, 
George  W.  Kosmak,  M.D.,  on  July  10, 1954. 

Having  the  Journal  office  on  the  sixth  floor  was 
advantageous;  but  it  developed  that  keeping  the  door 
to  the  corridor  always  closed,  for  reasons  of  security, 
meant  that  the  only  ventilation  came  through 
opening  windows.  This  procedure  caused  drafts  and 
let  in  noxious  fumes  and  noise  from  heavy  traffic 
from  the  street;  loading  platforms  for  trucks  were 
right  under  the  windows,  so  that  it  was  nearly  im- 
possible to  hear  ordinary  speech  or  telephone  con- 
versations. Air  conditioners  were  proposed  as  a so- 
lution; somewhat  later  $30  were  allocated  for  a fan. 
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Since  taping  and  transcribing  convention  papers 
proved  costly  and  unsatisfactory,  the  chairmen  of 
sections  were  expected  to  secure  manuscripts  in- 
tended for  publication  at  or  before  meeting  time,  but 
obtaining  this  material  is  constantly  difficult.  At  the 
exhibit  at  the  1954  convention  a survey  was  taken  to 
determine  the  interest  of  readers;  350  physicians  were 
interviewed,  and  they  were  particularly  enthusiastic 
about  having  the  contents  on  the  cover,  the  clini- 
copathologic  conferences,  and  the  editorials. 

Organization  progress 

An  intraining  program  for  Journal  staffs  was  im- 
portant to  continued  productivity  of  the  publication, 
its  success  depending  on  a low  turnover  of  personnel. 
At  this  time  there  were  four  members  of  the  editorial 
staff  headed  by  Miss  Lewis,  two  in  advertising  pro- 
duction under  Grace  I.  West,  and  four  advertising 
representatives  supervised  by  Charles  L.  Baldwin. 
For  a time  press  releases  were  written  by  members 
of  the  editorial  staff  and  distributed  by  the  public 
relations  bureau.  Journal  files  were  reorganized 
back  to  1946  (before  which  records  were  not  avail- 
able); material  could  readily  be  located. 

Dating  back  to  1906,  with  the  amalgamation  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
New  York  State  Medical  Association,  the  official  li- 
brary of  the  Medical  Society  had  been,  by  contract, 
that  of  the  Medical  Society  of  the  County  of  Kings. 
Books  received  were  reviewed  in  the  Journal  and 
returned  to  the  Kings  County  library. 

Notes  in  passing  include  the  fact  that  in  1955  a new 
Webster  dictionary  was  purchased,  and  a matter  of 
plagiarism  occurred  in  which  a published  Journal 
article  appeared  under  another  title  in  another 
publication,  with  no  note  of  credit.  Copyright  law 
had  been  violated,  which  set  up  a flurry  of  letters  and 
explanations.  Now  authors  were  to  be  charged  for 
alterations  made  after  type  had  been  set.  And  in  the 
advertising  area,  no  products  were  to  be  included  that 
were  advertised  direct  to  the  public,  and  all  phar- 
maceutic and  biologic  advertising  was  to  include 
formulas. 

Starting  with  the  March  15,  1956,  issue,  FM  radio 
talks  sponsored  by  the  New  York  Academy  of  Med- 
icine were  published,  one  appearing  each  month. 
The  Journal  was  increasing  in  size  and  stature,  in- 
structions to  authors  were  included  with  the  mast- 
head, and  the  subscription  rate  went  up  to  $7.50.  Dr. 
Redway  spent  much  time  traveling  throughout  the 
State  to  obtain  material  and  to  convince  prospective 
authors  that  the  Journal  is  a desirable  medium  for 
publication.  Compiling  and  editing  material  for  the 
sesquieentennial  was  progressing  surely. 

Sesquicentennial  milestone 

The  Sesquicentennial  Issue,  that  of  February  1, 
1957,  so  long  planned  for  and  anticipated,  was  re- 
ceived with  great  enthusiasm  and  commendation.  It 

1150  New  York  State  Journal  of  Medicine/ July  1976 


was  the  largest  single  issue  of  the  Journal  ever  pub- 
lished, and  contained  carefully  documented  and 
fascinating  historic  information:  invaluable  source 
material.  This  was  admirably  presented,  and  re- 
ceived the  award  of  merit  of  the  American  Associa- 
tion for  State  and  Local  History,  which  award  was 
presented  to  Dr.  Redway  by  Dr.  Louis  C.  Jones,  di- 
rector of  the  New  York  State  Historical  Association, 
on  December  30,  1957. 

Dr.  Moore,  because  of  other  duties,  could  no  longer 
continue  as  assistant  editor,  and  so  on  July  15, 1957, 
he  was  named  consulting  editor,  and  John  G.  Mast- 
erson,  M.D.,  chairman  of  the  Publication  Committee, 
became  assistant  editor.  Dr.  Redway,  who  wrote  the 
major  portion  of  the  editorials,  was  authorized  to 
solicit  and  pay  for  editorials  from  other  sources,  as 
long  as  payments  were  kept  within  the  budget.  A job 
analysis  of  the  staff  was  done,  and  Dr.  Redway  was 
asked  to  explore  the  possibility  of  an  assistant  editor; 
William  Hammond,  M.D.,  who  had  been  a member 
of  the  Associate  Editorial  Board,  became  assistant 
editor  with  the  April  1, 1958,  issue,  and  Dr.  Master- 
son,  consulting  editor.  Also,  the  Medical  Society  was 
once  more  on  the  move:  headquarters  were  trans- 
ferred to  750  Third  Avenue  on  July  18, 1958,  and  the 
advertising  representatives  held  a gala  housewarm- 
ing. A survey  to  assess  the  Journal  was  done,  and 
a series  of  two-way  radio  conferences,  originating  at 
Albany  Medical  College,  were  printed.  The  Journal 
was  growing  steadily:  3,203  pages  in  1953,  4,316  in 
1958,  and  4,670  in  1959. 

On  June  1, 1959,  Miss  West  retired  as  advertising 
production  manager,  and  Mrs.  Marcia  Werbin  took 
over  the  position.  Miss  Lewis  was  given  the  title  of 
executive  editor,  and  attended  a conference  of  state 
medical  journal  editors  in  Chicago;  she  also  received 
a distinguished  service  award  from  the  Metropolitan 
New  York  Chapter  of  the  American  Medical  Writers’ 
Association. 

In  1960  the  procedure  for  offering  free  subscrip- 
tions to  fourth-year  medical  students  was  discon- 
tinued. Instead,  6 copies  of  each  issue  were  to  be  sent 
to  each  medical  school  library,  with  a half-price 
subscription  rate  offered  to  students.  “Medical 
Communications  Day”  held  its  first  proceedings  on 
May  14,  1960,  following  the  Annual  Convention,  the 
subject  being  “The  Practicing  Physician,  Trans- 
mitter and  Receiver  of  Medical  Information,”  and 
was  cosponsored  by  the  Journal  and  the  Metropol- 
itan New  York  Chapter  of  the  American  Medical 
Writers’  Association.  Many  experts  gave  opinions 
and  advice  concerning  problems  of  editing  and 
writing,  and  there  was  a large  and  earnest  gathering 
all  concerned  to  learn  new  techniques  and  to  share 
experiences  to  improve  medical  communications. 

Dr.  Redway  was  to  speak  at  the  annual  convention 
of  the  American  Medical  Writers’  Association  in 
Chicago  when  we  learned  of  his  death  on  November 
1 8, 1960.  As  a member  of  the  staff  wrote,  “No  matter 
where  we  see  him  we  will  see  him  with  the  eyes  of 


FIGURE  3.  William  Hammond,  M.D.,  Editor  1960-1972 
(Joseph  Merante). 


love,  for  there  never  was  a gentler,  kinder,  merrier, 
or  more  considerate  man!”  Accolades  were  received 
from  all  over  the  country  praising  him  both  as  phy- 
sician and  as  editor.  The  January  1, 1961,  issue  was 
dedicated  to  him  as  a memorial.  Dr.  Hammond  took 
over  the  editorial  responsibility  and  in  May,  1961, 
was  made  editor  (Fig.  3). 

Into  the  sixties 

A new  plan  for  organizing  the  business  and  ad- 
vertising departments  of  both  Journal  and  Directory 
went  into  effect  under  one  director,  Mr.  Baldwin. 
Declining  advertising  income  reflected  decreases  that 
were  general  in  medical  publications  and  reflected 
conditions  in  the  pharmaceutical  industry,  the  effects 
of  the  Kefauver  investigations,  uncertainty  about  the 
FDA  (Food  and  Drug  Administration)  ratings,  and 
general  business  decline.  A new  Journal  exhibit 
with  lighted  panels  was  prepared  and  used  First  at  the 
Annual  Convention  in  May,  1961. 

Improving  medical  writing  and  medical  commu- 
nication was  a continuing  concern,  and  Dr.  Ham- 
mond prepared  a writer’s  guide  entitled  “Basic  Re- 
quirements for  a Scientific  Article”  that  has  proved 
valuable  to  authors  in  preparing  manuscripts.  The 
annual  dinner  for  the  Associate  Editorial  Board  in- 
cluded deans  of  medical  schools  in  the  State,  and 
many  constructive  suggestions  for  long-term  plan- 
ning were  made,  including  some  for  editorial  reor- 
ganization. Miss  Lewis’s  title  was  changed  to  man- 
aging editor. 


Henry  I.  Fineberg,  M.D.,  executive  vice-president, 
in  September,  1961,  suggested  considering  the  pos- 
sibility of  building  suitable  quarters  for  the  Society 
in  an  area  contiguous  to  New  York  City,  since  rents 
were  becoming  exorbitant.  At  their  November 
meeting  the  Board  of  Trustees  approved  transfer  of 
funds  from  the  investment  fund  to  a Building  Fund 
and  the  die  was  cast. 

During  1961  a complete  typographic  revision  of  the 
Journal  was  undertaken;  it  was  unveiled  in  January 
1,  1962,  with  News  Gothic  headlines  and  Century 
Schoolbook  body  type.  Alfred  P.  Ingegno,  M.D., 
chairman  of  the  Publication  Committee  wrote,  “We 
believe  the  Journal  is  the  most  important  tangible 
return  to  our  Society  membership  for  the  dues  pay- 
ments, and  we  pledge  ourselves  to  ever  higher  stan- 
dards.” One  of  the  digest  magazines  reported  that 
the  Journal  tied  with  J.A.M.A.  as  to  the  number  of 
times  material  from  it  was  used.  In  June,  1961,  in- 
stead of  the  editors’  dinner,  a reception  was  held  at 
the  time  of  the  AMA  convention  to  honor  John  Tal- 
bott, M.D.,  editor  of  J.A.M.A.  Officers  of  the  AMA 
and  editors  of  other  state  journals  attended.  In 
October,  1961,  the  annual  meeting  of  the  American 
Medical  Writers’  Association  was  held  in  New  York 
City,  and  Journal  staff  participated  extensively. 
Mrs.  Marcia  Werbin  resigned  as  advertising  pro- 
duction manager  in  November,  and  Robert  W.  Mil- 
ler, who  had  formerly  filled  a similar  position  on  the 
Directory,  took  over  this  responsibility. 

A prize  for  outstanding  medical  writing  in  the 
Journal,  an  annual  award  of  a gold  medal  and  five 
hundred  dollars  cash,  was  inaugurated  to  honor  Dr. 
Redway.  Nominations  for  the  Redway  Award  come 
from  the  Publication  Committee,  the  editorial  board, 
the  membership  at  large,  and  any  subscriber;  deci- 
sions are  made  among  the  articles  printed  in  the 
Journal  during  the  preceding  year  and  the  award 
made  at  the  Annual  Convention.  The  “Laurance  D. 
Redway  Award  for  Medical  Writing”  was  first  pre- 
sented at  the  1962  convention  and  was  awarded  to 
Jerome  A.  Urban,  M.D.,  of  Memorial  Hospital,  for  his 
three-part  article:  “Current  Trends  in  Breast  Cancer 
Treatment.”  Mrs.  Redway  was  there  to  present  this 
first  medal  in  honor  of  her  husband. 

In  1962  the  Journal  was  placed  in  the  division  of 
scientific  publications  with  the  editor,  Dr.  Ham- 
mond, as  director.  Advertising  and  sales  and  the 
Directory  became  two  departments  of  the  business 
division.  At  its  national  convention  the  American 
Medical  Writers’  Association  gave  the  Journal  its 
award  for  distinguished  service  in  medical  journal- 
ism. 

During  the  year  Dr.  Hammond  made  several  trips 
throughout  the  State,  contacting  deans  and  members 
of  faculties  of  medical  schools  to  develop  a closer 
rapprochement.  Also  that  year  “Billsbord”  by 
William  Carson,  M.D.,  a series  of  essays  a la  Sir  Roger 
de  Coverley,  put  in  its  appearance.  The  aphorisms 
and  activities  of  “OF  Doc”  became  a special  delight 
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to  readers.  On  the  mundane  side,  a slight  increase 
in  publication  size  was  approved  so  that  more  ad- 
vertising inserts  could  be  included,  and  the  title  of  the 
business  and  advertising  director,  Mr.  Baldwin,  was 
changed  to  director  of  advertising  and  sales.  To 
enlarge  circulation  it  was  suggested  that  the  Journal 
combine  with  other  state  journals.  A new  realign- 
ment at  headquarters  brought  the  Directory  under 
the  executive  vice-president,  with  the  Publication 
Committee  responsible  only  for  the  Journal. 

A strong  liaison  was  developing  between  the 
Journal  and  medical  schools;  Upstate  and  Downstate 
editorial  councils  were  formed  consisting  of  associate 
editors  who  were  faculty  members  of  medical  schools. 
After  the  Kefauver  investigations  and  new  drug  ad- 
vertising regulations,  advertising  picked  up  some- 
what; in  1963  some  editorial  text  was  included  in  the 
advertising  sections.  The  editor  helped  plan  the 
editors’  day  at  the  World  Medical  Association  in 
October,  and  the  Ad  Hoc  Committee  to  Study  the 
Journal  noted  that  from  several  formulas  of  ap- 
praisal the  Journal  stood  in  the  front  ranks  of  med- 
ical publications  both  as  to  popularity  and  scientific 
excellence. 

The  convention  program  book  for  1964,  including 
material  procured  by  Miss  Mollie  Pesikof'f  of  Scien- 
tific Activities,  was  prepared  by  the  editorial  staff 
using  standing  type  from  the  January  1 convention 
issue,  plus  additional  material.  This  resulted  in 
great  cost  savings.  Miss  Lewis  was  assigned  as  co- 
ordinator of  the  House  of  Delegates.  The  services 
of  Mr.  Baldwin  ended  as  of  July  1,  1964;  advertising 
now  came  under  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president  and  director  of  the  business 
division.  With  the  renovation  of  headquarters  in  the 
fall,  the  editor  and  managing  editor  were,  for  the  first 
time,  assigned  a separate  office,  adjacent  to  the  edi- 
torial office,  where  conferences  and  interviews  could 
be  held  in  privacy.  The  Editorial  Council,  put  for- 
ward in  1961  as  a consultative  board,  proved  its  value 
in  planning  Journal  material.  Also,  the  Staffoscope 
was  born,  a monthly  offset  house  organ,  including 
news  of  staff  and  Society  activities,  and  was  prepared 
by  the  editorial  staff.  A new  advertising  rate 
schedule  was  designed  and  was  favorably  received  by 
advertisers;  rates  were  increased  only  for  color  and 
for  classified  ads.  Miss  Camille  Marra  (now  Cun- 
ningham) in  addition  to  her  duties  as  administrative 
secretary  for  the  advertising  department,  was  ap- 
pointed manager  of  technical  exhibits  at  Annual 
Conventions,  replacing  Mr.  Baldwin. 

A Distinguished  Service  Award  was  established, 
to  honor  those  who  had  given  outstanding  service  to 
the  Journal,  and  was  first  presented  at  the  1965 
House  of  Delegates  of  the  Annual  Convention  to 
Robert  Turell,  M.D.,  Harold  Jacobziner,  M.D.,  and 
William  Carson,  M.D.  Following  this  convention  the 
Journal  sponsored  a meeting  of  county  society  bul- 
letin editors  to  further  an  interchange  of  ideas  and 
< xperiences.  1’hat  year  also  Polaroid  pictures  were 


taken  at  the  booth  of  those  who  were  interviewed 
concerning  the  Journal;  the  masthead  and  “Infor- 
mation for  Authors”  were  revised. 

Blackouts  and  the  like 

Some  of  us  were  working  after  five  on  November 
9,  1965,  when  the  lights  dimmed,  then  went  out. 
Lights  on  Queensboro  Bridge  were  still  on,  but  as  we 
watched  they  too  flickered  out.  Was  this  the  apo- 
calypse? One  phone  was  still  open;  friends  who  were 
reached  warned  us  that  people  were  being  advised  by 
radio  to  stay  where  they  were,  not  to  venture  out. 
What  was  going  on?  No  one  could  tell  us.  Some 
candles  from  an  editors’  dinner  were  found  and 
parceled  out,  to  be  burned  sparingly  so  they  would 
last, — for  how  long?  We  called  downstairs  to 
Schrafft’s  and  were  told  they  would  give  us  sand- 
wiches and  coffee;  send  someone  down.  So  gallant 
Mary  Singer  and  Bob  Miller  started  the  trek  down 
those  unlit  inside  fire  steps.  We  pictured  fearfully 
those  who  might  be  caught  in  suddenly  stopped  ele- 
vators. Soon  after  Mary  and  Bob  started  down 
Schrafft’s  called.  People  were  pouring  in  from  the 
streets;  they  couldn’t  feed  us  after  all.  But  the  two 
were  on  the  way,  and  they  came  back— 18  flights 
down  and  18  flights  up,  making  36  flights  in  all — 
bearing  sandwiches  and  coffee.  What  a festive  oc- 
casion that  was  in  the  candle-lit  lounge,  as  we  ate  and 
played  word  games.  All  we  could  see  below  were  car 
lights  making  tracks  in  the  night.  It  grew  very  cold, 
felt  covers  were  taken  off  the  Council  tables  for 
blankets,  and  we  took  turns  catnapping  on  the  few 
couches.  Dawn  finally  broke,  the  electricity  came 
on,  and  most  of  us  went  home  for  a few  winks  and 
freshening  up  before  returning,  late,  to  work. 

During-this  year,  the  Internal  Revenue  Service 
proposed  that  revenues  received  by  nonprofit  orga- 
nizations from  their  publications  should  be  taxed. 
The  thrust  of  this  came  at  us  in  various  ways  from 
different  angles.  Fingers  were  put  in  the  dike,  but 
the  end  is  not  yet. 

On  May  26,  1966,  a special  meeting  of  the  House 
of  Delegates  was  held  concerning  Chapters  256  and 
257  of  the  Laws  of  1966,  medical  assistance  for  needy 
persons,  implementing  in  New  York  State  Title  19 
of  Federal  Public  Law  89-97;  the  minutes  of  this 
session  appeared  in  the  September  1,  1966,  issue. 
Gretchen  Wunsch  became  the  new  executive  assis- 
tant to  the  Medical  Society  on  June  1, 1967,  replacing 
Miss  Doris  Dougherty  who  had  served  in  this  ca- 
pacity for  many  years.  It  was  also  reported  that  Miss 
Lewis  was  planning  to  leave  her  position  as  managing 
editor  to  become  research  assistant  on  the  Division 
of  Research  and  Planning,  where  she  was  to  carry  out 
a variety  of  projects,  including  a history  of  actions 
taken  by  the  Medical  Society,  a history  of  the  Society, 
and  several  handbooks  and  manuals  to  simplify  or- 
ganization procedures.  She  was  to  leave  the  Journal 
March  31,  1968,  to  assume  her  new  duties  April  1. 
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Since  the  functions  of  the  Publication  Committee 
were  diminished  considerably  when  the  business 
division  assumed  full  responsibility  for  the  nonedi- 
torial portions  of  the  Journal  operations,  it  was 
suggested  that  the  need  for  such  a committee  be 
reevaluated.  Instead  an  adviser  to  the  Journal  was 
named,  George  Himler,  M.D.,  former  chairman  of  the 
Publication  Committee,  and  the  committee  as  such 
was  abolished.  Early  in  1967  Mary  Politano  joined 
the  staff  not  only  as  a copy  editor  by  also  as  assistant 
coordinator  for  the  House  of  Delegates.  She  assisted 
Miss  Lewis  in  preparing  the  minutes  of  the  House  for 
publication,  which  responsibility  she  gradually  as- 
sumed. With  Miss  Lewis’s  departure  imminent, 
farewell  parties  were  held;  but  all  were  grateful  she 
would  still  be  on  the  staff  of  the  Medical  Society 
where  her  abilities  were  invaluable.  Elizabeth  C. 
Smith  assumed  the  role  of  managing  editor  on  April 
1, 1968;  the  Ad  Hoc  Committee  to  Study  the  Journal, 
having  accomplished  its  purpose,  was  dissolved. 
Distinguished  Service  Awards  were  given  at  the  1968 
Annual  Convention  to  Miss  Lewis  for  twenty  years’ 
service,  and  to  Dr.  Himler,  former  chairman  of  the 
Publication  committee  and  now  liaison  adviser. 

Robert  0.  Linberg  joined  Joseph  A.  Mullaney  on 
January  1,  1969,  as  a second  full-time  advertising 
representative.  At  the  end  of  1968  “What  Goes  On” 
was  no  longer  to  be  underwritten,  and  so  with  the 
January  1 issue  it  was  incorporated  into  the  Journal. 
Miss  Frances  E.  Casey  was  named  editorial  produc- 
tion manager.  However  everything  was  wrenched 
to  a halt  the  end  of  December  by  a strike  at  the  Mack 
Printing  Company  that  endured  for  two  months. 
Discussions  had  been  under  way  concerning  a com- 
plete change  of  format,  but  plans  had  to  be  post- 
poned. Material  was  farmed  out  by  Mack,  and  it  was 
necessary  to  go  to  Baltimore  to  a printer  there  to 
correct  and  dummy  the  convention  program  book 
and  the  House  of  Delegates  handbook.  We  were  not 
back  on  schedule  until  October,  but  each  issue  came 
out,  late  or  not!  It  was  proposed  that  the  Annual 
Convention  booth  be  manned  not  only  by  Journal 
staff  but  also  by  other  staff  personnel  to  reflect  the 
various  activities  of  the  Society.  That  was  the  year 
of  the  blizzard,  1969,  and  members  arrived  at  the 
meeting  with  harrowing  tales  of  being  snowbound  for 
hours  on  the  highways. 

During  1970  it  was  possible  to  talk  realistically 
about  changes  in  format  and  the  advantages  to  accrue 
to  the  Journal.  During  1970  also  the  American 
Medical  Writers’  Association  again  held  its  conven- 
tion in  New  York  City,  with  our  staff  carrying  much 
responsibility.  And  it  was  on  October  15  that  the 
cornerstone  installation  ceremonies  were  held  for  our 
new  building  at  Lake  Success.  Gov.  Nelson  Rocke- 
feller flew  in  by  helicopter  to  assist  with  the  pro- 
ceedings. In  spite  of  problems,  the  building  was  on 
its  way.  During  those  summer  months  question- 
naires concerning  the  Journal  were  distributed  by 
the  communications  division  to  physicians  at  area, 


district,  and  specialty  meetings.  These  were  surely 
representative  since  the  method  of  distribution  as- 
sured a high  per  cent  of  return,  and  answers  were 
anonymous.  Later,  in  the  spring  of  1971,  a second 
questionnaire  went  out,  this  time  to  the  Greater  New 
York  area  and  the  Annual  Convention.  There  was 
a total  overall  return  of  40  per  cent;  of  nearly  4,000 
distributed,  1,640  were  returned,  with  adverse  com- 
ments less  than  5.5  per  cent.  An  editorial  in  the 
February  1,  1972,  issue  analyzed  both  questionnaires 
and  included  all  comments.  The  returns  were  both 
helpful  and  heartening. 

Our  new  faces 

January  1,  1971,  the  new  format  became  a fait  ac- 
compli. We  went  back  from  the  7 by  10  inches  size 
initiated  in  1934  to  the  original  size  of  1901,  8%  by  11. 
This  was  actually  a step  forward.  No  longer  would 
advertisers  have  to  make  special  plates  to  suit  our 
odd-sized  publication.  By  changing  our  method  of 
printing  we  could  economically  take  advantage  of  the 
added  space  on  pages;  and  so  we  changed  from  letter 
press  and  flat  bed  printing  to  electronic  computerized 
photocomposition  with  offset  presswork.  With  more 
space  we  enlarged  type  size  for  better  reading.  A 
special  joy  was  to  find  that  the  increased  fineness  of 
screening  brought  about  great  improvement  in  re- 
production of  illustrations.  Instead  of  a stapled 
binding,  the  Journal  now  had  “perfect”  binding, 
which  made  possible  tearing  out  sheets  “on  the 
square.”  The  cover  was  also  revised  to  include  typ- 
ical scenes  in  New  York  State:  the  L^nited  Nations, 
the  State  House  in  Albany,  and  Niagara  Falls;  a 
listing  of  contents  appeared  as  well.  “Plus  ga  change, 
plus  c’est  la  meme  chose,”  as  Dr.  Hammond  wrote. 

In  November,  1971,  the  move  to  the  new  building 
took  place;  dedication  ceremonies  were  held  De- 
cember 10,  1971;  and  “The  Dream  Fulfilled”  was 
editorialized  in  the  January  15,  1972,  issue.  For  the 
December  15,  1972,  issue  there  was  a new  picture  on 
the  cover,  the  building  illuminated  at  night,  with 
color  photos  of  interior  areas,  and  descriptions  of  our 
“great  expectations”  were  included. 

At  the  1972  Annual  Convention  it  was  recom- 
mended and  approved  that  a Publication  Committee 
be  appointed,  under  the  chairmanship  of  Albert  H. 
Douglas,  M.D.  A “festschrift”  to  honor  the  seven- 
tieth birthday  of  Milton  Helpern,  M.D.,  chief  medical 
examiner  of  the  City  of  New  York,  was  contained  in 
the  April  1, 1972,  issue,  and  included  articles  by  Dr. 
Helpern,  his  students,  colleagues,  and  friends  in  the 
field  of  forensic  medicine.  Dr.  Helpern’s  arbeits 
were  “lifted”  from  his  files  by  his  wife;  it  was  a salute 
to  a great  man. 

With  the  retirement  in  June  of  Dr.  Hammond,  who 
was  appointed  editor  emeritus,  Alfred  A.  Angrist, 
M.D.,  was  named  editor,  and  his  name  appeared  on 
the  masthead  on  July  1,  1972  (Fig.  4).  Editorials 
describing  the  process  of  having  an  article  printed 
and  “How  the  Journal  Serves”  were  published. 
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FIGURE  4.  Alfred  A.  Angrist,  M.D.,  Editor  1972 — (Joseph 
Merante). 


Interlingua,  invented  by  Dr.  Alexander  Gode,  became 
very  important  for  those  interested  in  Journal  ma- 
terial who  are  not  facile  in  English.  The  Journal  has 
a foreign  distribution  listing  of  over  350  among  its 
total  circulation  of  approximately  30,000. 

The  change  in  editors  was  the  first  in  ten  years. 
Later  that  year  Miss  Politano  left  the  staff,  and  the 
reports  and  minutes  of  the  House  of  Delegates  were 
taken  over  to  be  edited  and  processed  for  publication 
under  Miss  Wunsch,  executive  assistant.  The  first 
meeting  of  the  new  Publication  Committee,  under 
Dr.  Douglas,  was  held  April  12,  1972.  With  the 
January  1,  1973,  issue,  United  Media  Associates  was 
listed  as  the  advertising  representative,  following  the 
retirement  of  Mr.  Mullaney.  Julius  E.  Stolfi,  M.D., 
became  associate  editor  in  June,  1973. 

We  grieved  to  learn  of  the  death  of  Dr.  Harnmond 
on  December  11, 1973.  He  was  a gracious,  scholarly, 
and  highly  literate  person,  remembered  particularly 
for  his  delightful  essay-editorials  touching  on  medical 
matters,  special  interests  and  locations,  and  seasonal 
activities.  These  were  of  the  highest  order  of  the 
writing  art. 

During  1973  the  procedure  for  book  reviews  was 
revised,  following  an  agreement  on  contract  with  the 
Kings  County  Medical  Library,  whereby  books  would 
be  sent  for  review  to  physician  specialists  throughout 
the  State. 

With  an  editorial  on  December  15,  1973,  came  the 
announcement  that  the  Journal  would  become  a 
monthly  beginning  January,  1974.  This  had  come 
about  to  better  scheduling  as  well  as  to  save  costs  of 
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FIGURE  5.  Masthead  in  1975. 


paper  and  publication  as  well  as  postage.  However, 
it  was  to  be  the  policy  that  as  much  material  was  to 
be  presented  in  a single  monthly  issue  as  had  here- 
tofore been  contained  in  two  semimonthly  numbers: 
the  same  total  amount  per  month.  The  January  and 
June  issues  were  each  to  be  in  two  parts,  the  January 
to  contain  a separate  supplement  devoted  to  the 
program  and  reports  for  the  Annual  Convention,  and 
the  June,  also  to  have  a separate  section,  the  minutes 
of  the  meetings  of  the  House  of  Delegates.  In  each 
case  the  first  parts  were  to  contain  the  usual  scientific 
material.  The  issues  containing  these  special  sup- 
plements were  later  modified  to  conform  to  the  dates 
of  Annual  Conventions.  Advertising  rates  were  in- 
creased except  for  four-color  ads  which  were  reduced 
for  competitive  reasons.  Also,  advertising  was  to  be 
interspersed  selectively  throughout  each  issue.  A 
daytime  color  photograph  of  the  Society  building 
now  appeared  on  the  cover. 

At  the  Annual  Convention  in  February,  1974,  the 
“Distinguished  Service  Awards”  were  renamed  the 
“William  Hammond  Award  for  Distinguished  Ser- 
vice” in  honor  of  the  late  editor.  Vincent  Dole,  M.D., 
and  Dr.  Anthony  A.  Albanese  were  the  first  awardees, 
with  Mrs.  Hammond  present  for  the  ceremony. 

Malpractice  problems 

At  the  Annual  Convention  for  1975  in  March  the 


new  format  of  the  Journal  was  commended.  Be- 
cause of  legislation  pending  in  Albany,  the  House  of 
Delegates  was  reconvened  April  27  to  resolve  on 
matters  of  medical  malpractice  insurance.  On  May 
25, 1975,  a special  meeting  of  the  House  was  held  at 
Lake  Success  to  go  into  matters  of  medical  mal- 
practice insurance.  Protesters  came  prepared  to 
strike  against  decisions  promulgated  in  Albany,  and 
for  a time  there  was  considerable  turmoil.  Insurance 
carriers  had  dropped  malpractice  insurance  in  New 
York  State,  and  new  rates  threatened  to  put  some 
physicians  out  of  business.  The  actions  are  sum- 
marized in  the  May,  1976,  Journal  and  describe  the 
establishment  of  the  Medical  Liability  Mutual  In- 
surance Company.  A later  meeting  concerning 
medical  malpractice  insurance  was  held  on  Novem- 
ber 14  in  Rochester,  and  is  to  be  reported  in  the  Au- 
gust, 1976,  Journal. 

In  recognition  of  the  fact  that  the  Journal  had 
supported  savings  bonds  since  1943,  awards  for  pa- 
triotic service  were  given  in  April,  1975,  by  the  De- 
partment of  the  Treasury,  U.S.  Savings  Bond  Pro- 
gram, to  Dr.  Angrist,  Mr.  Miller,  and  Miss  Smith. 


Conclusion 

Through  the  summer  of  1975  we  agonized  through 
the  Watergate  trials,  and  for  the  first  time  a Presi- 
dent of  the  United  States  resigned  his  position. 

Recently  a survey  was  conducted  by  the  University 
of  Oklahoma  Health  Sciences  Center  Library  to  de- 
termine which  journals  carried  the  articles  most  often 
requested  by  physicians  and  others;  373  journals  were 
compared.  The  Journal  was  among  the  top  25,  and 
the  only  state  medical  journal  represented  (Wender, 
R.  W.:  Hospital  journal  title  usage  study,  Special 
Libraries,  (Nov.)  1975,  page  532).  The  masthead  for 
1975  appears  as  Figure  5. 

For  the  Bicentennial  year  it  was  decided  to  have 
special  covers  of  historic  interest  presented. 
Subjects  were  suggested;  each  cover  was  to  be  de- 
signed and  the  entire  project  carried  out  by  Mr. 
Miller.  Thus  despite  the  inroads  of  inflation  and 
recession  we  were  planning  ahead  into  1976.  The 
Journal  has  no  slack  season! 

ELIZABETH  C.  SMITH 
Managing  Editor 
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Medical  Personalities 

William  McClelland,  M.D. 
1768-1812 

First  President  of  the  Medical  Society 
of  the  State  of  New  York — 1807 


The  following  letter  was  written  by  Alexander 
McClelland  concerning  his  half  brother,  William 
McClelland,  M.D.  It  was  addressed  to  Samuel 
Smith  Purple,  M.D.,  whose  library  formed  the  nu- 
cleus of  the  Library  of  the  New  York  Academy  of 
Medicine.  We  reproduce  the  letter  herewith  and 
the  first  page  of  the  letter  through  the  courtesy  of 
the  Library,  New  York  Academy  of  Medicine  (Fig. 
1). 


New  Brunswick  Jan.  1st,  1856 

Dr  Sir 

Your  letter  arrived  in  my  absence,  and  I answer 
it  at  my  earliest  convenience.  Dr.  McClelland  was 
my  half  brother,  twenty  six  years  older  than  my- 
self. At  the  age  of  seven  I became  a member  of  his 
family;  but  five  years  after  I was  sent  to  Schenec- 
tady, where  I remained — paying  short  visits  to  Al- 
bany during  vacations — until  I graduated:  sooA 

after  which  I went  to  Western  Pennsylvania,  and  I 
resided  there  at  the  time  of  his  death.  My  person- 
al recollections  therefore  are  not  of  much  account, 
but  I suppose  that  you  only  desire  to  obtain  a few 
general  items  belonging  to  his  early  history. 
These  I can  easily  supply  from  reliable  informa- 
tion and  documents  which  have  been  long  in  my 
possession. 

William  McClelland  was  born  in  1768.  The 
place  of  his  birth  was  Wigton,  in  the  South  of 
Scotland,  situated  on  the  Solway  Firth  and  not  far 
from  the  little  town  in  which  another  Scottish  ad- 
venturer first  saw  the  light,  who  has  made  a far 
greater  figure  in  the  world  without  doing  probably 
half  the  good — Captain  Paul  Jones.  His  parents 
belonged  to  the  middle  class,  and  were  distin- 
guished for  their  superior  intelligence  as  well  as 
their  eminent  piety.  Being  during  his  mother’s 
life  an  only  child,  he  received  all  their  cares  and  at- 
tentions. Their  great  ambition  was  to  see  him  a 
godly  and  powerful  minister  of  the  gospel;  and 
being  in  comfortable  circumstances,  they  were  able 
to  give  him  an  excellent  education.  On  finishing 
his  academical  studies,  the  sad  truth  burst  upon 
them  that  his  whole  heart  & soul  were  set  upon  the 
study  of  medicine.  So  decided  and  unconquerable 
was  this  bias,  that  they  at  last  yielded  the  point — 
though  it  drew  from  his  good  mother  rivers  of 
tears,  and  he  was  placed  as  a student  with  a highly 
respectable  practitioner  in  his  native  town — a Dr. 
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FIGURE  1.  First  page  of  letter  by  Alexander  McClelland 
concerning  William  McClelland,  M.D. 


With  him  he  remained  three  or  four  years,  spend- 
ing his  winter  in  Edinburg  and  attending  the  med- 
ical lectures  at  the  University,  then  illustrated  by 
the  names  of  Cullen — the  Munroes,  and  other  men 
of  mark  in  the  annals  of  medical  science.  On  com- 
pleting his  preparatory  studies,  great  efforts  were 
made  by  his  parents  and  others  to  have  him  settle 
in  Wigton,  where  an  excellent  opening  presented 
itself  in  consequence  of  the  growing  infirmities  of 
his  old  teacher,  who  expressed  a strong  desire  that 
he  would  become  his  assistant — & in  due  time — 
successor.  But  the  poor  souls  were  doomed  to  an- 
other disappointment  greater  even  than  the  first! 

In  the  midst  of  their  pleasing  visions  and  antici- 
pations, the  sad  crotchetty  fellow  was  attacked 
with  a disease  very  rife  throughout  the  kingdom  at 
that  time — the  desire  of  trying  his  fortune  in  that 
mysterious  land  of  promise,  the  United  States  of 
America.  Having  collected  a few  guineas  and  de- 
posited a change  of  linen  and  stockings  in  a small 
portmanteau,  he  started  in  company  with  two 
friends  somewhat  older,  & in  due  time  found  him- 
self without  much  guidance  of  his  own  in  the  good 
town  of  Albany,  State  of  New  York.  There  he — as 
the  squatters  say — located;  anno  domini  1789, 
when  he  was  just  twenty  one  years  of  age. 

His  success  was  for  a time  every  thing  but  flat- 
tering. The  population  of  Albany  was  almost  ex- 
clusively Dutch,  and  Mynheer  was  not  fond  of 
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strangers.  Moreover,  in  those  days  of  spinning 
wheels  and  slow  coaches,  it  was  necessary  that  a 
person  be  turned  of  thirty  before  he  was  deemed  of 
age.  With  such  difficulties  in  his  front,  & a great 
howling  ocean  in  his  rear,  he  must  have  sent  back 
many  a glance  toward  the  home  which  he  had 
! rather  wantonly  deserted,  wishing  that  he  were  at 
the  side  of  his  old  mother  again — munching  a bar- 
ley bannock,  or  diving  with  “horn  spune”  into  a 
pot  of  oatmeal  porridge.  It  is  a fact  that  often  he 
could  not  pay  for  his  week’s  board,  and  he  would 
have  actually  starved — had  not  a few  kindly  coun- 
trymen rallied  to  his  aid,  and  by  their  well-timed 
l generosity  enabled  him  to  keep  the  wolf  from  his 
door.  In  a letter  written  to  his  father  about  two 
years  after  his  settlement,  he  writes,  that  the  re- 
sult of  all  his  efforts  during  this  period  was  a “pos- 
itive inability  to  earn  as  much  as  enabled  him  to 
secure  the  necessaries  of  life.”  He  manifests  how- 
ever no  discouragement;  expressing  his  undimin- 
ished confidence  that  all  would  come  right  in  the 
end,  and  quoting  the  words  of  inspired  wisdom: 

1 “The  lot  is  cast  into  the  lap,  but  the  disposing 
thereof  is  of  the  Lord.” 

In  the  following  year,  the  sun  of  good  fortune 
begins  to  break  through  the  cloud  & reward  his 
courage  and  faith  with  glimpses  of  blue  sky.  This 
happy  change  was  brought  about  by  some  remark- 
able cures  he  was  supposed  to  have  performed,  & 
which  drew  him  from  his  obscurity  with  a sud- 
deness  which  to  none  was  more  unexpected  & sur- 
prising than  to  the  young  adventurer  himself. 
Two  of  them  I will  mention,  as  amusingly  sugges- 
tive— at  least  to  minds  like  my  own,  not  blessed 
with  an  overcoming  faith  in  “speciosa  miracula”  of 
Medicine. 

One  of  them  was, — his  raising  up  the  city  dock- 
master’s  wife — a corpulent,  dumpy  little  woman, 
who  during  her  first  experiment  in  fulfilling  the 
most  sacred  of  matronly  duties  was  attacked  with 
syncope  & convulsions  which  baffled  all  the  skill  of 
the  family  physician.  By  a mere  chance,  young 
Mac,  who  was  about — waiting  like  Mr.  Micawber 
“for  something  to  turn  up”  received  an  invitation 
to  drop  in,  that  he  might  help  his  professional 
brother  to  see  her  die.  It  so  happened,  that  at  the 
moment  of  entering — Nature  rallied,  and  made 
one  of  her  gigantic  efforts;  which  brought  matters 
to  such  a point,  that  in  half  an  hour  the  whole 
neighborhood  was  jubilant  with  the  intelligence 
that  the  resuscitated  Mrs.  Dockmaster  had  pre- 
sented her  husband  with  a pair  of  lovely  twins,  and 
“was  as  well  as  could  be  expected!”  Old  Dr.  String- 
er was  ejected  of  course  from  the  post  of  family 
physician  immediately,  and  the  author  of  this 
great  deliverance  “reigned  in  his  stead.” 

The  other  case  alluded  to  & which  was  still  more 
remarkable  for  its  influence  over  his  future  desti- 
ny, was  that  of  Major  Lansing — a gentleman  ad- 
vanced in  years  & greatly  respected  though  in 


straitened  circumstances.  He  was  afflicted  with 
sore  legs — compared  with  which,  a rowdy  nephew 
who  assisted  sometimes  at  the  dressing,  declared 
that  those  of  Lazarus  or  even  Job  were  “mere  cir- 
cumstances.” Like  the  woman  in  the  gospel  “he 
had  suffered  many  things  of  many  physicians,  & 
had  spent  all  he  had,  & was  nothing  bettered,  but 
rather  grew  worse.”  In  this  distressed  condition, 
he  was  prevailed  upon  by  his  friends  who  had 
heard  of  the  miracle  of  the  twins,  to  send  for  our 
hero — who  obeys  the  summons  with  his  usual 
promptitude.  After  a careful  diagnosis,  he  saw 
clearly  enough  that  the  patient  was  dying,  not  of 
sore  legs — but  of  the  disease  which  some  medical 
writer  calls — “the  doctors.”  Accordingly,  he  went 
to  work  like  a young  Hercules, — emptied  all  the 
bottles — threw  the  plasters  & pillboxes  with  which 
the  table  was  covered  out  of  the  window,  and  sent 
the  gruels  with  the  toast  water  & other  devices  of 
starvation  to — the  pigs!  Being  a religious  lad,  he 
scrupled — though  under  sore  temptation  at  or- 
dering them  to  a worse  place:  and  so,  as  I have 

observed  they  went  to  the  pigs.  The  positive  treat 
was  as  follows:  Pledgets  of  soft,  dry  lint  for  the 

ulcers,  exasperated  as  they  were  to  perfect  mad- 
ness by  a long  series  of  persecutions:  Porter  house 
steaks — bis  die — to  sweeten  and  enrich  the  blood: 
A fair  allowance  of  Albany  ale  (already  rising  into 
fame)  for  the  heart  and  head:  Lastly — a bread 

pill  every  night  and  morning,  to  assure  the  sick 
man  that  something  was  doing.  The  plan  wrought 
marvels.  In  a very  short  time  the  patient,  to  the 
astonishment  of  every  body,  took  up  his  bed  and 
walked — the  Doctor  walked  no  longer — for  he  set 
up  a handsome  equipage — in  short — he  found  that 
on  the  strength  of  a pair  of  legs  which  a month 
previous  no  one  would  have  accepted  as  a gift  to 
escape  the  gallows,  he  had  jumped  into  an  exten- 
sive and  lucrative  practice. 

On  the  back  of  this,  came  another  remarkable 
success.  Soon  after  his  first  arrival  in  the  country, 
he  had  been  wounded  by  love  darts  from  the  eyes 
of  a beautiful  young  lady  who  belonged  to  one  of 
the  oldest  and  most  respectable  families  in  the 
state.  Her  maiden  name  was  Ann  Hoffman.  At 
first  it  is  said,  she  favored  his  suit.  But  a powerful 
rival  started  up  in  the  person  of  Mr.  Barent  Ten 
Eyck— a rich  merchant  in  State  street,  who  though 
pretty  far  gone  in  consumption  succeeded  finally 
in  carrying  off  the  prize — his  pretty  bird  warbling 
in  the  ear  of  the  jilted  one  at  their  last  interview; 
which  was  rather  exciting,  that  “she  had  never  se- 
riously dreamt  of  caging  with  a beggarly  Scotch- 
man.” One  might  suppose  that  this  cruel  taunt 
would  provoke  a fine  display  of  the  “perfervidum 
ingenium”  for  which  his  countrymen  are  distin- 
guished. But  he  took  the  insult  quite  cooly — like 
a man  who  had  the  trump  card  in  his  hand,  and  he 
knew  that  the  game  would  be  his  in  the  end.  “I 
thank  you  Miss  Annie  was  his  reply — for  all  your 
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fine  compliments:  but  please  to  take  notice  that 
every  abusive  word  you  have  uttered  is  discharged 
at  thje  head  of  your  second  husband!”  This 
strange  speech  was  prophetic.  Ten  Eyck  did  not 
long  enjoy  his  good  fortune.  Tubercles  were  too 
strong  for  him;  and  in  three  years  the  gallant  Scot — 
“beggarly”  no  longer,  becomes  the  envied  proprie- 
tor of  the  beautiful  widow,  her  beautiful  thirds, 
and  two  beautiful  babes,  enabling  him  without 
waiting  for  distant  contingencies  to  sit  down  to  his 
whole  happiness  at  once. 

Every  thing  now  goes  on  in  the  most  delightful 
way  that  can  be  imagined.  Practice  increases — 
reputation  increases — babies  increase,  so  that  he  is 
compelled  to  look  about  for  an  assistant — I mean 
of  course,  an  assistant  in  his  public,  and  official  la- 
bors. With  excellent  judgment  he  fixes  his  choice 
on  Dr.  Sami  Low,  (1804)  a former  pupil,  who  had 
been  spending  three  years  at  the  Medical  Univer- 
sity of  Edinburg,  and  was  lately  returned — not 
only  laden  with  the  necessary  erudition  of  his  pro- 
fession, but  richly  furnished  with  its  practical  ac- 
complishments. Their  union  is  signalised  by  an 
event,  which  considering  the  time,  may  be  said 
without  exaggeration  to  have  had  something  of 
moral  grandeur  in  it, — to  which  Albany  will  always 
look  back  with  pride,  because  it  gave  the  first  start 
to  her  brilliant  career  as  a votary  & patron  of 
science.  A course  of  popular  lectures  on  Chemis- 
try was  got  up — the  first,  I am  informed,  ever 
given  in  the  country.  My  brother  was  the  presid- 
ing genius  of  the  enterprise.  At  a considerable  ex- 
pence, he  had  his  back  stable — or  storehouse  (tra- 
dition gives  it  both  ways)  converted  into  a grand 
lecture  saloon — published  the  notices — prepared 
the  tickets — wrote  the  puffs — and  preserved  good 
order.  Dr.  Low  did  the  talking:  both  conjointly 

did  the  manipulating.  The  sensation  created  was 
tremendous!  From  the  first  night  to  the  last,  the 
large  apartment  could  scarcely  hold  the  crowd  of 
burgomaster-sloop  captains,  grocers,  dry  good 
merchants,  & mechanics,  who  rushed  in — long  be- 
fore the  appointed  hour — accompanied  by  their 
vrows,  and  comely  daughters.  The  latter  escorted 
by  their  brothers  & sweethearts  never  failed  to 
grace  the  occasion  gathering  round  the  youthful  & 
eloquent  lecturer  (who  was  a batchelor  at  that 
time)  not  in  search  of  frivolous  amusement;  but  to 
interrogate  nature  concerning  her  hidden  pro- 
cesses, and  extract  the  pure  gold  of  truth  from  the 
retort — the  crucible — & the  Voltaic  pile.  It  was, 
as  I have  said,  a proud  day  for  Albany,  & the  older 
inhabitants  still  look  hack  to  it  as  a sort  of  era.  A 
friend  on  a visit  which  I made  to  the  place  not  long 
since — forcibly  reminded  me  of  this,  by  observing 
that  a particular  occurrence  which  he  had  related, 
took  place  about  the  time  of  “McClelland  & Lows 
lectures  in  the  old  red  stable  in  Barrack  street.” 

Their  connection  was  dissolved  in  its  fourth  year 
for  reasons  unknown.  There  has  come  down  on 


the  subject  an  obscure  saga — or  myth,  for  it  need 
not  be  interpreted  to  the  letter,  that  a slight  differ- 
ence of  opinion  arose  as  to  the  mode  of  repainting 
their  shingle;  one,  being  in  favor  of  the  old  reading, 
“McClelland  and  Low” — the  other,  preferring  a 
more  euphonious,  “Low  and  McClelland.”  It  is 
quite  likely  that  something  of  this  kind  had  its  in- 
fluence. But  no  breach  of  friendship  took  place 
between  the  parties.  They  parted,  as  they  had 
come  together,  with  mutual  esteem  & respect 
which  continued  till  the  day  of  their  death.  Soon 
after  the  dissolution,  Dr.  McC  was  attacked  with 
that  lingering  & insidious  disease  to  which  he  at 
last  fell  a victim.  But  such  was  the  warm  attach- 
ment felt  toward  him  by  the  numerous  families 
that  had  experienced  his  skill  and  tenderness  for 
twenty  years,  that  no  falling  off  took  place  in  his 
practice;  and  in  1810,  to  relieve  himself  from  his 
burdens,  he  formed  an  association  with  Dr.  Bay — 
which  was  dissolved  by  his  death  in  1812.  His 
wife— the  “fair  penitent” — who  had  used  him  so 
badly  at  an  early  period  of  their  acquaintance,  but 
whom  he  had  so  magnanimously  forgiven  & taken 
to  his  bosom,  died  two  years  after  him.  He  left 
four  children;  two  of  whom  are  living — the  wives  of 
Nicholas  Van  Branken  Esq;  & the  Hon.  A L Linn, 
citizens  of  Schenectady. 

You  will  I hope  excuse  Sir  the  air  of  badinage 
with  which  an  old  fellow  of  sixty  has  referred  to  a 
dimly  remembered  & long  deceased  relative.  My 
pen,  I find,  has  been  romping  sadly — as  if  instead 
of  holding  serious  discourse  with  a grave  & learned 
Pundit  in  the  parlour,  it  was  keeping  “New  Year” 
with  the  “boys” — over  a mug  of  flip — in  the  back 
kitchen.  This  might  be  mended  by  ordering  it  to 
perform  the  work  over  again.  But  I never  rewrite 
a letter.  To  confess  the  truth,  it  is  extremely  diffi- 
cult for  me  in  speaking  of  ancient  “bygones,”  to 
get  up  any  appreciable  quantity  of  pathos — senti- 
ment— & that  sort  of  thing.  Among  all  my  old  re- 
membrances, there  is  but  one  that  profoundly  af- 
fects me,  and  grows  in  awful  sanctity  with  every 
succeeding  year.  It  is  the  remembrance  of  my 
mother;  who  left  the  child  she  loved  so  fondly,  & 
went  to  dwell  among  the  angels  when  I was  five 
years  of  age.  As  to  my  brother — he  has  long  been 
in  my  eyes — a fossil,  the  thought  of  which  excites 
no  deep  feeling;  though  I take  a natural  pleasure  in 
reflecting,  that  in  its  life  epoch,  it  was  not  a sau- 
rian— but  a respectable  specimen  of  the  genus 
“homo,”  & filled  the  place  assigned  to  it  by  the 
Creator  with  exemplary  propriety. 

Yours  respectfully 
Alex.  McClellanc 

P.S.  I hope  that  you  will  not  infer  from  the  occa 
sional  style  & manner  of  this  communication,  writ 
ten — calamo  curiente — on  New  Year  afternoor 
that  its  substance  is  unreliable.  All  the  incidents- 
with  the  dates  tr,  are  given  truly,  & from  goo> 
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sources  of  information.  Excuse  the  unnecessary 
diffuse  (initials) 

Biographical  Sketch 

I 

William  McClelland,  M.D.,  was  born  in  the  Shire 
of  Galloway  in  Scotland,  in  the  year  1769.  He  re- 
ceived his  medical  education  at  Edinburgh,  and 
immediately  afterward  came  to  America,  and 
began  his  professional  career  in  Albany.  His  tal- 
ents and  his  medical  attainments  secured  for  him 
a large  practice,  and  his  position  in  his  profession 
was  deservedly  eminent.  His  early  advantages 
had  been  better  than  this  country  at  that  time  af- 
forded, and  hence  the  position  that  education  con- 
trols was  acceded  to  him  by  his  colleagues.  In 
matters  pertaining  to  the  advancement  of  his  pro- 
fession, Dr.  McClelland  took  an  active  part,  and  as 


he  was  present  at  the  first  meeting  of  the  Medical 
Society  of  the  County  of  Albany  so  he  continued 
his  attendance  with  regularity  until  the  close  of  his 
life.  At  the  first  meeting  of  the  Medical  Society  of 
the  State  of  New  York  in  1807,  he  was  the  delegate 
from  Albany,  and  was  elected  the  first  President  of 
that  body.  Among  the  pupils  who  sought  his  in- 
struction was  Theodric  Romeyn  Beck,  who  after- 
ward became  one  of  the  most  distinguished  medi- 
cal scholars  of  the  age. 

In  January,  1811,  Dr.  McClelland  formed  a busi- 
ness partnership  with  William  Bay,  M.D.,  who  had 
a few  months  previously  returned  to  Albany  to  re- 
side; but  his  social  habits  had  led  him  into  an  ex- 
treme of  living,  not  uncommon  in  those  days,  and 
that  tended  to  shorten  his  life.  He  died  on  the 
‘29th  of  January,  1812,  having  just  completed  the 
forty-third  year  of  his  age.  Dr.  Bay  still  survives 
him,  at  the  advanced  age  of  ninety-one  years. 
(From  Albany  Medical  Annals,  1864,  page  228) 
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In  two  separate  multicenter  studio 
for  chronic  or  frequently  recur ru 


In  Study  #1 

80  patients  were  treated 
with  Bactrim  for  10  days 


76  patients  were  treated 
with  ampicillin  for  10  days 


and  one  month 
after  therapy  ceased 


and  one  month 
after  therapy  ceased 


In  Study  #2 

60  patients  were  treated  • and  one  month 

with  cephalexin  for  28  days  after  therapy  cease: 

10  days  of  Bactrim  theraji 
10  days  of  ampicillin  therap 
therapy  in  maintainin 


Piaase  see  summary  of  product  information  on  last  page  of  this  advertisement. 


'itients  received  antibacterial  therapy 
inary  tract  infections 


Protocols 

—Identical  except  for  drug,  duration  of  therapy  and 
acceptable  pretreatment  pathogens. 

Equivalencies: 

Patients:  were  asymptomatic  with  chronic  significant 
bacteriuria  or  had  suffered  a recurrence  of  previously 
treated  symptomatic  disease. 

Significant  bacteriuria  = 100,000  or  more  of  same  organ- 
ism/ml urine  in  2 consecutive  cultures  within  7 days. 
Identical  patient  exclusions  for  reasons  of  safety  or 
efficacy. 

Identical  baseline  laboratory  studies  at  same  intervals. 
Identical  criteria  for  success  or  failure. 

Clear  culture  = 1000  or  fewer  organisms/ml  urine. 

Exceptions: 

Drug  regimen 

—Study  #1— two  Bactrim  tablets  b.i.d.  or  one  500-mg 
ampicillin  capsule  q.i.d.  for  10  days. 

Study  # 2— one  250-mg  cephalexin  pulvule  q.i.d.  for 
28  days. 

Pretreatment  organisms  had  to  be  susceptible  to  ampicillin 
or  cephalexin,  but  not  necessarily  to  Bactrim. 

Note:  Bactrim  tablets  were  used  in  these  clinical  trials.  Bio- 
equivalency studies  show  one  Bactrim  DS  double  strength  tablet 
is  equivalent  to  two  Bactrim  tablets. 

roduced  better  results  than 
r 28  days  of  cephalexin 
lear  cultures 

►actrim  BactrimDS 

I trimethoprim  and  400  mg  sulfamethoxazole)  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

>lets  Double  Strength  tablets 


remained 

J'°  infection-free 

S'  S'  Qf  remained 
0.0  '°  infection-free 
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In  treating  chronic  or 

frequently  recurrent  urinary  tract  infections 


the  significance  lies 
in  longer-lasting  results 


When  the  patient’s  problem  is  persistent . . . when  relapse 
or  reinfection  occurs  frequently . . . obtaining  a clear 
culture*  during  or  immediately  after  therapy  is  only  the 
first  step.  You  need  therapy  that  provides  longer-lasting 
effects.  Bactrim  has  demonstrated  its  ability  to  produce 
such  results.  (See  study  results  on  preceding  pages.) 


Bactrim 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

tablets 


Adverse  reactions 

Side  effects  encountered  in  these  studies  were  relatively 
mild  {e.g.,  nausea/vomiting,  rash)  but  more  serious  side 
reactions  can  occur  with  these  drugs.  Before  prescribing, 
consult  manufacturer’s  product  information  for  complete 
listing  of  adverse  reactions. 

*ln  the  studies  discussed  here,  clear  cultures  were 
obtained  at  the  end  of  therapy  in 

90.4%  of  83  patients  on  Bactrim  for  10  days 
81.7%  of  82  patients  on  ampicillin  for  10  days 
86.6%  of  82  patients  on  cephalexin  for  28  days 
Clear  culture  = 1000  or  fewer  organisms/ml  urine. 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 

Clinically  effective  for  chronic  cystitis  and  pyelonephritis 
associated  with  persistent  bacteriuria,  frequent  recur- 
rence and/or  urinary  tract  complications  when  due  to 
susceptible  strains  of  E.  c oli,  Klebsiella-Enterobacter  and 
Proteus  mirabilis,  P.  vulgaris  and  P.  morganii. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  Vulgaris  and  Proteus 
morganii. 

NOTE:  The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  ( Federal 
Register,  37: 20527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  "Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicatesan  infection  likelyto  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  "Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC’s  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Blood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  anc 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose®- 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  ir 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva 
lent  of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit 
licorice  flavored  — bottles  of  16  oz  (1  pint). 
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Early  Long  Island  Docs 
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Centerport,  New  York 

Staff  writer,  Long  Island  Press,  Jamaica,  New  York 


The  history  of  health  care  on  Long  Island,  since 
colonial  days,  is  told  mostly  through  folklore  and 
family  traditions.  It  is  a history  based  more  on 
compassion  and  less  on  knowledge. 

In  the  early  days,  for  example,  every  family  had  its 
own  “cures.”  Some  of  these  were  brought  from 
Europe,  and  some  were  learned  from  the  Indians, 
whose  own  brand  of  medicine  included  the  use  of 
herbs.  For  example,  the  Indians  knew  wintergreen 
and  princess  pine  made  brews  good  for  colds,  and 
were  abundant  as  well. 

The  old  days  were  particularly  hard,  however,  on 
women  who  paid  a big  price  for  motherhood,  usually 
depending  on  a “wise  neighbor  woman”  who  boiled 
water  at  times  of  childbirth  and  delivered  babies 
behind  closed  doors.  Conditions  were  often  such 
that  woodsy  old  Long  Island  cemeteries  soon  were 
full  of  red  sandstone  tablets — brought  from  En- 
gland— that  marked  the  early  graves  of  young  wives 
and  “innocent  babies.” 

The  loss  of  both  mother  and  baby  was  so  common, 
in  fact,  that  a custom  evolved  of  carrying  newborn 
infants  to  the  highest  parts  of  the  house  to  take  them 
as  close  to  God  as  possible,  before  going  downstairs, 
nearer  to  the  devil.  That  practice  continued  in  some 
of  the  old  families  in  Huntington  as  late  as  the  turn 
of  this  century,  long  after  the  infant  mortality  rate 
had  declined. 

One  of  the  first  doctors  known  to  practice  on  Long 
Island  was  also  a minister,  the  Rev.  Joshua  Hobart 
of  Southold.  Records  showed  he  practiced  in  the  late 
1600s.  Indeed,  clergymen  often  doubled  as  doctors, 
and  doctors  as  clergymen,  since  they  were  often  the 
most  learned  men  of  the  community;  some  had  even 
studied  “therapeutics”  in  big  European  cities. 

Morris  R.  Keen,  M.D.,  the  noted  urologist — for- 
merly of  Huntington — now  retired  in  Arizona,  as- 
sembled a considerable  historical  file  on  the  early 
history  of  medicine.  The  file  is  in  the  library  of  the 
Suffolk  Academy  of  Medicine  at  Hauppauge. 

* Reprinted  with  permission  from  the  Long  Island  Press, 
February  22, 1976,  page  8. 


Dr.  Keen+  recently  wrote  in  the  Academy’s  publi- 
cation: “During  the  Revolution  most  of  the  physi- 
cians were  deeply  involved  in  the  cause  of  freedom, 
enduring  hardships,  imprisonment  and  even  death. 

“Some  chose  loyalty  to  the  crown  of  England. 
These  ‘Tory’  physicians,  in  spite  of  meritorious  ser- 
vice to  their  communities,  were  stripped  of  their 
possessions  and  imprisoned  or  forced  into  exile. 
Such  a person,”  Keen  wrote,  “was  a Dr.  George  Mu- 
rison  of  Old  Field — an  outstanding  physician  with 
his  own  hospital  for  treatment  of  smallpox  victims 
as  well  as  for  administering  innoculations.” 

Among  receipts  signed  by  British  army  authorities, 
during  the  Revolution  was  one  issued  to  Richard 
Conkling  of  Huntington — rendered  July  20, 
1780 — for  “5  weeks  boarding  an  invalid  by  order  Col. 
Hulet.  Doctoring  and  nursing  worth  amt.  to  10 
pounds.” 

Wagons  and  horses  were  recorded  as  being  com- 
mandeered from  Huntington  “to  carry  the  sick  to 
hospital  in  Jamaica.” 

In  addition,  roads  were  poor  or  nonexistent  in  the 
early  days,  and  doctors  rode  horseback,  often  in  re- 
sponse to  an  urgent  call — brought  by  a family 
member  or  neighbor  of  the  sick,  also  on  horseback. 

Doctors  were  revered  for  their  kindness  and  skill, 
and  often  they  were  paid  in  eggs,  chickens,  a side  of 
meat  or  half  a pig  and  even  in  fodder  for  their  horses. 
And  sometimes  they  were  not  paid  at  all,  and  yet 
returned  when  needed. 

About  1790,  yellow  fever  struck  Manhattan  Island, 
and  spread  to  the  environs.  There  was  talk  that  it 
came  from  “bad  water”  and  patients  were  advised  not 
to  drink. 

Doctors  often  were  called  to  go  aboard  a whaling 
ship  or  cargo  vessel,  where  their  skill  in  mending 
broken  limbs  was  in  much  demand.  And  they  were 
known  to  work  side  by  side  with  their  neighbors  in 
saving  people  from  shipwrecks.  One  common  ail- 
ment in  those  days  was  frostbite  during  those  bitter 
winters  (remember  Valley  Forge?). 

According  to  Dr.  Keen,  medicine  became  more 
formal  in  1792,  when  the  new  state  legislature  de- 
cided to  regulate  the  profession. 

The  first  applicant  for  a license  in  Suffolk  was  Dr. 
Nathaniel  Miller  of  East  Hampton,  who  practiced  in 
Brookhaven,  and  who  applied  on  July  22,  1806  (Fig 
1).  David  Conklin  of  River  head  presided  and  Moses 
Blatchley  of  Huntington  was  secretary  to  the  li- 
censing panel. 

Up  until  1820,  fewer  than  100  men  in  Suffolk  were 
entitled  to  use  “Dr.”  before  their  names.  Many  of 
their  family  names  are  still  to  be  found  in  Long  Island 
phone  books. 

The  Keen  article  records  a Doctor  Schroeder’s  list, 
made  in  1895,  consisting  of  the  names  of  those  early 
doctors: 

— Brookhaven — George  Penderson 

+ Keen,  M.  R.:  Colonial  medicine,  Suffolk  Acad.  Med.  Bull. 
XX:  20  (Nov.)  1975. 
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FIGURE  1.  (A)  Dr.  Nathaniel  Miller, 
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(B)  Dr.  Miller’s  license  to  practice  medicine. 


— Brookhaven  Town — George  Murison,  Benjamin 
Smith,  and  Cyrus  Penderson — all  in  the  1700s. 

— Brookhaven  Village — Nathaniel  Miller  1807- 
1863 

— Cutchogue — Thomas  Payne,  1750-1766. 

— East  Hampton — Ebenezer  Sage  1755-1834; 
Nathaniel  Gardiner  1759-1805;  Aaron  T.  Gardiner. 

—Huntington — Benjamin  Prime,  Gilbert  Potter, 
Gilbert  Smith,  James  Wiggine,  Zophar  Platt  (first 
physician);  Oliver  Brown,  died  1818;  Moses  Blatch- 
ley. 

— Islip— Richard  Udall 

— Mattituck  and  Aquebogue — John  Barker 
(1749). 

— Old  Field — George  Murison  (1705-1786). 

— Patchogue — Dr.  Preston. 

— Port  Jefferson — James  E.  Gildersleeve,  Martin 
Luther  Chambers. 

— Riverhead — David  Conklin. 

— Setauket — Samuel  Thompson,  Benjamin 
Thompson,  Gilbert  Smith,  Cyrus  Penderson,  Henry 
Sylvester  Deering  (1840  to  1872). 

— Smithtown — David  Rose,  John  Gardiner. 


— Southold — Joshua  Hobart  (1672  to  1717),  John 
Gardiner  (1752  to  1813). 

— Southampton — John  Mackie  (died  1758);  Wil- 
liam Smith  and  his  son,  John;  William  Reeve  (1749 
to  1799);  Henry  White,  Samuel  Rose,  Samuel  La- 
tham, and  Silas  Halsey. 

— Frank  Overton,  M.D.,  late  of  Patchogue,  com- 
piled much  of  the  data  on  the  early  doctors. 

— Medicine  has  changed,  and  men  of  medicine 
have  changed  too.  The  physicians  of  old,  with  their 
bottles  of  pills  and  little  else,  made  house  calls. 
Today  many  do  not,  but  patients  have  the  benefit  of  | 
capable  physicians  with  highly  sophisticated 
equipment. 

The  third  century  may  see  still  greater  wonders  I 
and  new  cures  for  old  ills,  but  it  is  unlikely  that  the  I 
years  will  bring  any  change  in  the  value  of  profes- 
sional dedication,  nor  in  the  need  of  a pafient  for  the 
loving  kindness  of  his  own  family. 

Nassau-Suffolk  Desk  I 
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Medical  Specialties 
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School  of  Medicine,  City  University  of  New  York,  and  Director, 
Department  of  Anesthesiology,  Hospital  for  Joint  Diseases  and 
Medical  Center 


Throughout  the  various  civilizations,  man  has 

been  concerned  with  attempts  at  producing  in- 
sensibility to  pain.  Numbing  drugs  were  recom- 
mended to  remove  pain  during  surgical  operations.1 
Dioscorides,  a military  surgeon,  used  hyoscyamus, 
opium,  and  mandragora  and  recommended  the  latter 
drug  explicitly  in  surgical  operations  and  cauteriza- 
tions.2 Opium  was  available  and  used  in  the  colonies 
in  1768.  “Opium  taken  internally  removes  melan- 
choly, eases  pain,  and  disposes  to  sleep.”3 

Efforts  to  escape  the  pain  of  surgery,  whether  in 
military  or  civilian  life,  increased  as  medical  knowl- 
edge grew  and  were  not  confined  to  the  use  of  drugs, 
but  included  compression,  somnabulism,  hypnosis, 
mesmerism,  and  soporific  sponge.4  Rapid  surgical 
technique  was  another  method  used  to  supplement 
or  substitute  for  anesthesia.  Cheselden,  an  English 
surgeon  of  the  first  half  of  the  eighteenth  century, 
could  remove  a stone  in  the  bladder  in  less  than  one 
minute  while  Lagenbeck,  the  surgeon  general  of  the 
Hanoverian  Army,  was  said  to  have  amputated  at  the 
shoulder  joint  while  one  of  his  colleagues  was  taking 
a pinch  of  snuff.5 

Military  surgery 

Surgical  procedures,  therefore,  were  uncommon 
except  as  became  necessary  during  military  cam- 
paigns.6 American  physicians  in  Colonial  America 
followed  the  British  tradition  of  being  indentured  to 
the  practicing  physician  during  training.  After  the 
expiration  of  the  indenture,  they  either  went  abroad 
to  increase  their  knowledge  or,  like  James  Thacher, 
commenced  a career  as  a military  surgeon.7  This 
took  Thacher  to  Ticonderoga  and  Albany,  and  as 
surgeon  to  Col.  Alexander  Scammel’s  corps  of  light 
infantry,  he  witnessed  the  surrender  of  Cornwallis 
at  Yorktown.  Other  colonial  physicians  who  ac- 
quired professional  experience  in  this  way  were  Peter 
Middleton  of  New  York  City,  who  was  a surgeon  with 
the  Highlanders  at  Culloden,  and  Samuel  Stringer 
of  Albany,  physician  general  of  the  Hospital  of  the 
Northern  Department  and  who  learned  his  military 
medicine  in  the  French  and  Indian  War  at  Ticon- 
deroga. Stringer  was  also  said  to  have  made  exten- 
sive use  of  oxygen. 


It  is  fortunate  that  a number  of  military  physicians 
and  surgeons  in  Colonial  America  not  only  practiced 
their  profession,  but  in  some  instances  kept  diaries 
and  journals  recording  their  successes  and  failures. 
One  of  these  was  Thacher  whose  journal  during  the 
Revolutionary  War  described  the  conditions  in  the 
military  camps  during  the  winter  season:  “The  men 
were  destitute  of  shoes  and  stockings  and  were  nearly 
naked.  There  were  neither  tents  nor  blankets  and 
the  shelter  was  so  inadequate  that  it  was  necessary 
to  sit  around  the  fires  all  night  to  keep  from  freezing. 
Amputation  for  frostbite,  therefore,  was  frequent. 
There  were  no  anesthetics;  asepsis  was  undreamed 
of;  shoemakers’  thread  was  used  for  ligatures.”8 
James  Tilton,  another  military  surgeon,  discour- 
aged amputations  because  the  concomitant  shock 
nullified  his  results.  “The  longer  we  continued  in 
service,  amputations  and  cuttings  became  less  fash- 
ionable. From  obstinancy  in  the  patients  and  other 
contingencies,  we  had  frequent  opportunities  of  ob- 
serving that  limbs  might  be  saved  which  the  best 
authorities  decided  to  cut  off.”9  Ironically,  when  his 
own  leg  became  infected  and  knowing  that  only 
whiskey  and  laudanum  were  available,  he  addressed 
a letter  to  his  surgeon,  “Dear  Sir:  My  disorder  has 
advanced  to  the  state  which  forbids  all  further  delay 
of  amputation  ...  I would  propose  to  assemble  in  the 
forenoon,  and  after  an  early  dinner  when  our  nerves 
are  fortified,  to  bear  as  well  as  to  perform,  to  ampu- 
tate and  get  quickly  to  bed  before  night.  I have  a 
good  set  of  amputation  instruments,  but  if  you  have 
any  partiality  for  your  own,  bring  them  along.  We 
will  endeavor  to  be  prepared  for  everything,  etc.,  I 
am,  dear  Sir,  Your  Friend  and  Humble  Servant, 
James  Tilton.”9 

The  following  account  typically  describes  the 
method  used  during  the  Revolutionary  War  peri- 
od: 

It  was  the  common  custom  to  give  a preliminary  full 
dose  of  morphine  in  the  severe  operations  to  allay  ex- 
citement and  diminish  susceptibility  to  pain.  This 
was  not,  however,  universally  practiced.  In  operations 
of  the  upper  extremity,  the  patient  might  be  seated  in 
a chair.  For  operations  of  the  larger  limbs,  four  to  six 
assistants  were  necessary,  some  of  whom  were  profes- 
sional men,  or  at  least,  men  well  acquainted  with  the 
particulars  of  the  proceeding.  One  assistant  regulated 
compression  of  the  main  artery,  a second  held  the  limb 
above  the  place  of  amputation  and  retracted  the  skin 
and  muscles,  a third  held  the  limb  below  and  removed 
it  out  of  sight  of  the  patient  as  soon  as  it  was  amputa- 
ted; the  fourth  handed  instruments.  The  fifth  and 
sixth  were  needed  at  times  to  assist  in  ligating  arteries 
and  to  hold  the  patient,  or  to  assist  in  his  restoration  if 
he  became  faint.10 

Early  agents 

This  situation  persisted  well  into  the  first  half  of 
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the  nineteenth  century.  The  substances  which  later 
became  known  as  anesthetic  agents  were  already 
present.  Ether,  first  described  as  sweet  oil  of  vitriol 
in  1561,  had  been  on  the  pharmacist’s  shelf  as  a 
medicinal  agent  since  1743. 11  Matthew  Turner 
prescribed  ether  in  wine  for  various  complaints  in- 
cluding headache,  but  later  it  was  advocated  in 
stubborn  cases  to  be  applied  to  a bit  of  linen  rag  up 
the  nostril.11  In  1795,  Richard  Pearson  reported  that 
the  inhalation  of  the  vapour  of  ether  by  patients  with 
phthisis  was  beneficial.12 

Nitrous  oxide,  discovered  by  Joseph  Priestly  in 
1775,  remained  a laboratory  curiosity  until  its  further 
investigation  by  Humphrey  Davy.13  His  attention 
was  drawn  to  nitrous  oxide  on  reading  an  essay  by  S. 
Lathan  Mitchill,  M.D.,  of  New  York  in  which  the  gas 
was  denounced  as  the  cause  of  febrile  disorders.11 
Davy  prepared  the  gas  and  on  inhaling  it  noticed  its 
exhilarating  effect  and  called  it  laughing  gas.  Fol- 
lowing some  remarkable  experiments  in  1800,  he 
described  his  self-use  of  nitrous  oxide  to  alleviate  the 
pain  of  inflamed  gums  due  to  the  eruption  of  a wis- 
dom tooth.14  He  described  its  analgesic  effect  and 
suggested  that  it  might  be  used  during  surgical  op- 
erations. In  1818,  an  anonymous  article  on  ether 
appeared  in  the  Journal  of  Science  and  The  Arts 
attributed  to  Michael  Faraday,  a student  of  Hum- 
phrey Davy.  It  called  attention  to  the  fact  that  when 
the  vapor  of  ether  mixed  with  air  was  inhaled,  it 
produced  effects  similar  to  those  occurring  withrni- 
trous  oxide.  No  one  was  yet  equal  to  the  occasion  of 
interpreting  these  findings. 

It  seems  evident  that  the  findings  of  Davy  and 
Faraday  led  to  the  laughing-gas  parties  and  the  ether 
frolics  of  the  nineteenth  century.  While  ether  still 
continued  to  be  used  as  a medicinal  agent  by  inha- 
lation for  treatment  of  upper  respiratory  diseases, 
particularly  for  the  late  stages  of  tuberculosis,  it 
began  to  lose  its  popularity  for  this  aspect  of  use  by 
1820.  However,  those  patients  for  whom  ether  was 
prescribed  for  the  relief  of  various  minor  ailments, 
soon  appreciated  the  extra  dividends  of  experiencing 
the  pleasurable  properties  similar  to  those  ascribed 
to  nitrous  oxide.  These  patients  fell  “into  the  habit 
of  taking  it  (ether)  like  spirits,  in  the  belief  that  it  was 
a less  immoral  and  vulgar  method  of  getting  intoxi- 
cated than  by  means  of  common  spirits.  Ladies 
especially  have  been  known  to  get  into  the  habit  of 
taking  ether  to  this  extent.”12 

Likewise,  various  gentlemen  often  bearing  the  title 
of  “professor”  would  appear  at  fairgrounds  “with  a 
bladder  of  laughing  gas  or  a phial  of  sulphuric  ether 
and  invite  members  of  the  audience  on  to  the  stage 
to  inhale  these  substances.  The  drunken  antics  of 
the  volunteers  never  failed  to  amuse  the  audience 
vastly.”1"’  It  was  in  a similar  setting  that  an  incident 
occurred  in  1821,  but  unfortunately  was  not  reported 
until  sixty-seven  years  later,  thus  delaying  the  advent 
of  modern  anesthesia.  Oliver  P.  Hubbard,  M.D.,  of 
New  York  City,  wrote: 
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Dr.  Stockman,  a German  druggist  of  Utica,  came  to 
Rome,  Oneida  County,  to  exhibit  the  well-known  ef- 
fects of  its  inhalation  (nitrous  oxide)  to  a large  number 
of  people,  on  the  evenings  of  November  5,  6,  and  7, 
1821,  in  the  hotel  and  county  courthouse.  On  the  first 
evening  occurred  an  incident  still  fresh  in  my  memory, 
which  I have  frequently  cited  to  my  classes.  I have 
sought  in  vain  to  discover  a record  of  a case  of  an  ear- 
lier date.  I have  always  intended  to  publish  this  case, 
and  during  these  years,  to  fortify  my  own  impressions, 
I have  procured  from  living  witnesses  written  confir- 
mation of  all  my  recollections. 

. . . Now  I will  relate  from  memory  on  the  first  eve- 
ning, when  the  exhibition  was  closed,  and  while  many 
were  standing  around  the  fire  talking  over  the  occur- 
rences, the  doctor  went  into  the  dressing  room  on  the 
north,  and  found  a young  man  lying  on  the  floor  close 
by  the  gasometer,  entirely  senseless. 

He  had  gone  in  stealthily,  turned  the  stopcock,  and 
taken  his  fill,  and  here  was  the  legitimate  result,  a case 
of  complete  anesthesia,  probably  the  first  by  this 
means  ever  authenticated.  The  alarm  was  great. 
Death  seemed  imminent,  if  not  present.  He  was  lifted 
with  difficulty  by  two  persons,  one  under  each  arm, 
and  brought  into  the  large  ballroom;  and  after  long  and 
anxious  suspense,  he  came  to  his  natural  state  un- 
harmed. How  long  he  had  been  under  the  influence  of 
the  gas  could  not  be  known,  for  the  “sweet  was  sto- 
len.”16 

In  1831,  James  C.  Cross  delivered  a paper  on  de- 
lirium tremens  before  the  Medical  Society  of  the 
State  of  New  York.  He  stated:  “sulphuric  ether  can 
only  be  considered  a valuable  auxiliary  in  sudden 
emergencies, . . . and  whenever  we  could  succeed  in 
giving  a dose  of  ether,  the  convulsions  were  effec- 
tually prevented.  It  never  failed  in  a single  instance, 
although  in  the  course  of  four  to  five  days,  it  was  ex- 
hibited at  least  40  times.”17 

In  the  same  year,  Samuel  Guthrie,  M.D.,  a physi- 
cian practicing  in  Sackets  Harbor,  Jefferson  County, 
discovered  chloroform.  “His  original  experiment, 
if  we  are  to  believe  an  unidentified  newspaper  clip- 
ping, happened  like  this:  With  the  whiskey  to  the 
amount  of  2 gallons  he  purchased  at  the  tavern,  Dr. 
Guthrie  added  3 pounds  of  chlorinated  lime  he  had 
been  using  as  a disinfectant  around  the  henhouse. 
Great  fortitude  and  self  denial  on  Dr.  Guthrie’s  part 
were  necessary,  it  is  said,  before  he  could  bring 
himself  to  the  point  of  consenting  to  spoil  so  much 
excellent  whiskey  by  adding  all  that  abominable  old 
lime  to  it.  But  resistance  and  courage  won  .... 
Then  the  stuff  was  boiled,  and  the  result  was  chlo- 
roform.”18 He  tested  the  effect  of  this  drug  on  his 
cat,  on  his  housekeeper’s  husband,  who  had  com- 
plained of  a severe  headache,  for  the  setting  of  a 
fractured  arm  in  a young  boy,  and  for  the  amputation 
of  a leg  at  the  local  military  barracks. 

After  Sir  James  Simpson  of  Edinburgh  reported 
on  the  use  of  chloroform  in  1847,  Guthrie  wrote  to  his 
daughter  a year  later, 

I could  have  made  a fortune  if  I had  gone  to  Nev 


i 
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York  as  I was  urged  to  last  fall,  by  making  sweet  whisk- 
ey.. . You  see  it  called  chloroform,  and  the  newspapers 
are  beginning  to  give  me  credit  of  discovering  it  . . . 
This  is  likely  to  prove  the  grandest  discovery  in  medi- 
cine the  world  ever  saw.  By  breathing  it  a few  seconds, 
the  person  falls  apparently  into  a sweet  sleep  . . . when 
breasts,  legs,  and  arms  may  be  cut  away,  painful  labors 
ended,  and  all  without  pain  or  injury  . . . ,19 

Finally,  it  is  worthwhile  recording  the  experience 
of  another  New  Yorker,  William  E.  Clark  of  Roch- 
ester. In  1839,  as  a student,  he  was  in  the  habit  of 
entertaining  his  friends  with  ether  frolics  and  con- 
tinued this  practice  while  attending  the  Berkshire 
Medical  College.  After  graduation,  he  returned  to 
Rochester  and  having  noted  its  effects,  administered 
the  drug  from  a towel  to  a young  woman  named 
Hobbie  in  January,  1842.  A dentist  by  the  name  of 
Elijah  Pope  then  extracted  a tooth.20 

Unfortunately,  all  of  these  events  were  not  brought 
to  light  until  long  after  the  introduction  of  nitrous 
oxide  anesthesia  by  Horace  Wells  of  Hartford,  Con- 
necticut, on  December  11, 1844,  and  ether  anesthesia 
by  William  T.  G.  Morton  of  Boston,  on  October  16, 
1846.  But,  even  these  events  were  initially  received 
with  skepticism  and  hostility.  The  New  York 
Medical  Journal  in  its  January,  1847  issue,  stated 
“the  last  special  wonder  has  already  arrived  at  the 
natural  term  of  its  existence.  It  has  descended  to  the 
bottom  of  that  great  abyss  which  has  already  en- 
gulfed so  many  of  its  predecessor  novelties,  but  which 
continues,  alas,  to  gape  until  a humbug  yet  more 
prime  shall  be  thrown  into  it.”21 
Less  than  a year  later,  on  October  4, 1848,  the  tide 
was  turned  when  Valentine  Mott22  addressed  the 
New  York  Academy  of  Medicine: 

No  event  has  occurred  in  the  whole  range  of  the  his- 
tory of  surgery,  since  the  discovery  of  the  ligature  by 
Ambrose  Pare,  at  all  comparable  to  the  anesthetic  in- 
fluence of  the  ethers  in  surgical  operations.  It  not  only 
robs  surgery  of  its  greatest  terrors,  by  suspending  sen- 
sibility and  all  consciousness  of  pain  during  the  perfor- 
mance of  operations,  but  it  enables  us  to  operate  with- 
out any  dread  of  any  shock  to  the  nervous  system.22 

Mott  also  described  the  technique  of  inhaling  the 
chloroform  from  a handkerchief  and  the  value  of 
keeping  the  patient  under  a light  plane  of  anesthesia. 
"He  (the  patient)  did  not  vomit  after  the  operation, 
though  while  it  was  being  performed,  he  had  several 
turns  of  unloading  his  stomach.  He  had  been  per- 
mitted to  eat,  contrary  to  my  wishes,  a short  time 
before  the  operation  was  performed.”22 

W.  H.  Van  Buren23’24  of  New  York  City  also  re- 
ported the  successful  use  of  chloroform  anesthesia 
for  a tracheotomy  and  an  amputation  at  the  hip  joint. 
He  stressed  the  value  of  anesthesia  in  preventing 
shock  and  the  annihilation  of  pain.  In  reporting  the 
latter  case,  he  noted  the  prolongation  of  the  induction 
period  because  of  the  patient’s  excessive  familiarity 


with  opium,  similar  to  that  seen  with  the  habitual 
alcoholic.24 

John  Snow  of  London  has  been  considered  to  be 
the  first  physician  anesthetist.  His  counterpart  in 
New  York,  if  not  in  the  United  States,  was  J.  T. 
Metcalfe,  M.D.  Mott  and  Van  Buren,  who  used  him 
for  their  surgery,  consistently  praised  his  skill  in  the 
use  of  chloroform.  In  a classic  paper  presented  be- 
fore the  New  York  Academy  of  Medicine  on  October 
5,  1850,  in  which  he  reported  on  800  administrations 
of  anesthesia,  Metcalfe25  demonstrated  a knowledge 
of  the  fundamentals  of  anesthesiology  which  were  not 
improved  on  for  almost  a hundred  years.  In  this 
presentation,  he  stressed  the  necessity  of  a good 
preoperative  examination,  the  purity  of  the  chloro- 
form to  be  used,  the  condition  of  the  viscera,  and 
more  especially,  the  state  of  the  heart.  He  also 
pointed  out  that  one  who  watches  the  performance 
of  the  operation  too  closely  could  not  properly 
manage  the  anesthetic  apparatus.  In  short,  “it  gives 
full  employment  to  one  person  to  attend  to  the 
proper  amount  of  vapor  administered,  the  state  of 
respiration  and  of  the  pulse,  and  the  general  condi- 
tion of  the  patient.” 

Metcalfe  also  pointed  up  the  need  for  the  hori- 
zontal position  of  the  patient  to  allow  the  respiratory 
movements  to  be  performed  more  freely,  the  value 
of  an  induction  room  to  avoid  mental  impressions, 
and  an  empty  stomach.  In  his  technique  of  admin- 
istration, he  urged  that  there  be  no  contact  between 
the  handkerchief  and  the  face  to  insure  a free  ad- 
mixture of  atmospheric  air  at  each  respiration.  He 
described  the  effect  of  deep  anesthesia  on  respiration. 
Finally,  he  recounted  a case  of  cardiac  arrest  with 
recovery  in  a patient  he  anesthetized  for  J.  Delafield, 
M.D.,  of  New  York  City.  Following  the  incision  by 
the  surgeon,  the  radial  pulse  and  respiration  disap- 
peared. “I  at  once  applied  my  lips  to  those  of  the 
patient,  holding  his  mouth  open  with  my  righthand 
and  closing  his  nose  with  the  left,  and  inflated  the 
lungs  slowly  and  gently,  so  as  to  imitate  as  much  as 
possible  a natural  inspiration.  After  15  to  20  such 
inspirations,  the  patient  gave  a feeble  gasp  and  blood 
began  to  spurt  from  the  artery.”25 

Ten  years  after  Mott  had  reported  on  the  advan- 
tages of  anesthesia,  Peter  Van  Buren26  presented  a 
progress  paper  before  the  Medical  Society  of  the 
State  of  New  York  in  1858.  He  wrote,  “Among  the 
discoveries  of  the  present  age,  wonderful  as  they  are 
in  variety  and  extent,  and  beneficient  in  their  results, 
nothing,  in  its  power  to  relieve  human  suffering, 
equals  in  importance  that  of  chloroform  and  its 
kindred  compounds.”26  However,  when  reports  of 
deaths  due  to  chloroform  began  to  appear  in  the  lit- 
erature, the  use  of  ether  increased,  particularly  after 
1853,  when  E.  R.  Squibb  of  Brooklyn,  introduced  a 
method  for  the  large-scale  production  of  relatively 
pure  ether.27  The  ether  frolics  and  the  nitrous  oxide 
laughing-gas  parties  came  to  an  end.  During  the 
years  following  to  1880,  as  records  of  deaths  from 
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chloroform  piled  up  in  the  United  States,  surgeons 
began  to  discard  it  for  ether.  Improvement  in 
techniques  using  nitrous  oxide  was  introduced  and 
became  popular.  Anesthesia  was  now  an  accepted 
means  of  producing  insensibility  to  pain  during 
surgical  operations. 

Cocaine 

On  September  15,  1884,  Karl  Roller  of  Vienna, 
demonstrated  the  anesthetic  properties  of  cocaine 
in  its  topical  applications  to  surgery  of  the  eye.28 
One  month  later,  H.  D.  Noyes,  one  of  the  delegates 
to  the  Heidelberg  Congress  where  Roller  informed 
the  world  of  his  discovery,  returned  to  New  York  and 
recounted  this  event.29 

William  Stewart  Halsted,  M.D.,  at  the  time  a 
brilliant  young  surgeon,  and  at  the  height  of  his  New 
York  career,  realized  the  significance  of  Roller’s 
discovery.  He  at  once  sent  for  a large  supply  of  co- 
caine. Many  years  later,  Matas30  reproduced  a letter 
he  had  received  from  Halsted  showing  his  reaction 
to  the  news  of  Roller’s  discovery.  “Within  a week  or 
two  at  most  of  the  arrival  of  Roller’s  first  paper  an- 
nouncing the  effect  of  cocaine  on  the  conjunctiva  and 
cornea,  we  began  active  experimentation  with  this 
drug,  hoping  that  it  might  prove  of  use  in  general 
surgery.” 

At  that  time,  Halsted  was  chief  of  the  outdoor 
clinic  at  Roosevelt  Hospital  and  visiting  surgeon  to 
the  Bellevue  and  Presbyterian  Hospitals  of  the  City 
of  New  York.  He  and  his  associates,  Richard  Hall 
and  Frank  Hartley,  experimented  on  themselves,  on 
their  surgical  colleagues,  and  on  students  to  ascertain 
the  anesthetic  effect  of  the  cocaine  drug.  Halsted 
was  the  first  to  recognize  the  principle  of  regional 
anesthesia  by  nerve  blocking,  to  demonstrate  the 
practical  value  in  producing  anesthesia,  by  brachial 
plexus  block  and  posterior  tibial  block,  for  certain 
extremity  surgery,  and  to  show  the  worth  of  intra- 
cutaneous  infiltration  over  hypodermic  injection  to 
obtain  anesthesia  of  the  skin.  He  was  the  first  to 
prove  both  that  one  could  obtain  anesthesia  of  the 
skin  and  that  the  toxicity  of  cocaine  could  be  reduced 
by  using  greatly  diluted  solutions  of  the  drug.  The 
first  deliberate  use  of  cocaine  by  intraneural  injection 
for  surgical  anesthesia  was  performed  by  Halsted  and 
Hall31  early  in  November,  1884.  After  injecting  the 
supraorbital  nerve  at  the  supraorbital  notch,  Halsted 
painlessly  removed  a lipoma  in  this  region. 

On  April  30,  1885,  Stillman32  reported  to  the  New 
York  Orthopaedic  Society  on  a case  of  congenital 
talipes,  which  he  had  operated  on  following  surgical 
anesthesia  produced  by  Halsted  injecting  the  post- 
tibial  nerve  at  the  ankle.  In  reporting  this  case, 
Stillman  noted  that  “Though  the  honor  of  the  dis- 
covery of  cocaine  as  a local  anesthetic  belongs  to 
Germany,  yet  to  this  country  and  to  New  York  City 
is  due  the  credit  of  demonstrating  that  perfect  an- 
esthesia could  he  obtained  by  injecting  the  trunk  of 
the  nerve  that  supplied  the  part  affected.”32 
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As  is  well  known,  Halsted  and  his  assistants  un- 
wittingly succumbed  to  the  addiction  properties  of 
the  drug  they  had  investigated  by  experimenting  on 
themselves.  Halsted’s  brilliant  career  would  have 
been  destroyed  had  not  his  devoted  friend  and  ad- 
mirer, William  Welch,  M.D.,  realized  what  was 
happening.  Welch  was  pathologist  at  Bellevue 
Hospital  at  the  time,  and  although  he  never  disclosed 
what  he  did,  it  was  divulged  by  Whipple33  in  1952  at 
the  centenary  celebration  of  Halsted’s  birthday.  He 
said,  “Dr.  George  Woolsey,  some  two  years  before  he 
died,  told  me  that  Dr.  Welch  hired  a schooner  and 
with  three  trusted  sailors,  sailed  with  Dr.  Halsted  to 
the  Windward  Islands  and  back.  This  was  as  great 
an  example  of  Jonathan-David  devotion  as  I have 
ever  known. 

What  a tragic  experience  it  must  have  been  for 
both  of  them!” 

In  the  meantime,  Corning34  in  New  York  City, 
showed  that  the  action  of  cocaine  could  be  indefi- 
nitely prolonged  by  arresting  the  circulation  in  the 
anesthetized  area.  He  gave  the  first  description  of 
how  he  injected  cocaine  between  the  spinous  pro- 
cesses of  the  lower  dorsal  vertebrae  in  a dog  and  then 
in  a human  being  with  “spinal  weakness.”35  In  1888, 
he  reported  on  several  cases  with  encouraging  re- 
sults.36 He  was  also  .the  author  of  the  first  textbook 
on  local  anesthesia.37  Karl  Roller,  who  became  an 
ophthalmic  surgeon,  emigrated  to  New  York  in  May, 
1888,  and  served  on  the  staffs  of  the  Mount  Sinai  and 
Montefiore  Hospitals. 

Twentieth  century 

The  twentieth  century  dawned  with  the  knowledge 
that  anesthesiology  had  made  extensive  gains  in  New 
York  State.  The  New  York  County  Medical  Society 
at  its  meeting  of  February  19, 1901,  had  an  all-anes 
thesia  program:  (1)  Selections  of  Anesthetic  ii 

Surgery — John  A.  Wyeth,  (2)  The  Amount  of  th< 
Anesthetic — Thomas  L.  Bennett,  (3)  Nitrous  Oxid< 
and  Its  Modifications  in  Prolonged  Surgical  Opera 
tions — S.  Ormond  Goldan,  and  (4)  Experience  witl 
Ethyl  Chloride  in  General  Anesthesia — James  A 
Tuttle.38 

An  article  by  Crothers,39  expounded  the  danger  j 
of  cocaine  addiction  and  the  ease  with  which  the  dru 
could  be  obtained  without  prescription.  Crother 
charged  that  some  lawyers,  clergymen,  politic? 
speakers,  and  lecturers  took  the  drug  before  af 
pearing  in  public  “which  resulted  in  heightene 
volubility,  but  not  on  their  announced  topic. ”:j 
Goldan40  wrote:  “From  much  experience  in  th 

administration  of  these  agents  I find  that  superb 
results  do  not  lie  in  the  use  of  any  single  agent  an 
method  to  the  exclusion  of  others,  but  in  their  propi 
selection  to  the  case  in  hand.  Thus,  the  operator  h;  i 
come  to  place  himself  largely  in  the  hands  of  tl 
skilled  anesthetist,  realizing  that  the  best  interes 
of  the  patient  are  served  by  permitting  him  (tl 
anesthetist)  to  use  his  own  discretion.”  All  of  the 


facts  pointed  up  that  specialization  in  anesthesiology 
was  growing. 

One  of  the  early  specialists  in  anesthesia  in  New 
York  was  James  T.  Gwathmey.  On  October  7, 1904, 
before  the  Surgical  Section  of  the  New  York  Acade- 
my of  Medicine,  he  anesthetized  cats  using  chloro- 
form and  ether,  with  and  without  oxygen,  and  dem- 
onstrated that  oxygen  increased  the  effectiveness  of 
all  anesthetics,  as  regards  life,  without  decreasing 
their  potency.41  He  railed  against  teaching  the  ser- 
vice of  anesthesiology  by  acquiring  the  knowledge  as 
a painful  experience  and  the  neglect  of  the  subject  in 
most  of  the  medical  schools  or  its  assignment  to  an 
instructor  who  had  little  interest  and  even  less 
working  knowledge,  taking  it  as  a side  issue.42 

Specialty  society 

It  was  in  this  setting  that  the  first  society  for  the 
specialty  of  anesthesiology  in  this  country  was 
formed.  The  Long  Island  Society  of  Anesthetists 
was  founded  on  October  6,  1905,  when  a group  of  9 
physicians  met  in  Brooklyn  at  the  invitation  of  Ad- 
olph F.  Erdmann,  M.D.  By  1911,  when  the  name 
had  been  changed  to  the  New  York  Society  of  Anes- 
thetists and  moved  to  Manhattan,  it  had  23  mem- 
bers. This  group  was  organized  to  promote  the  art 
and  science  of  anesthetics.43  As  the  society  ex- 
panded to  include  membership  from  other  states,  it 
changed  its  name  again  to  the  American  Society  of 
Anesthetists  in  1936,  and  in  1945,  to  the  American 
Society  of  Anesthesiologists.  On  January  1,  1976,  its 
membership  stood  at  14,107.  During  the  early  days 
of  the  society,  it  held  frequent  clinical  meetings  at  the 
various  hospitals  in  the  New  York  metropolitan  area. 
It  inspired  the  new  specialist  to  make  improvements 
on  existing  equipment,  as  well  as  to  experiment  with 
other  drugs.  Collier44  of  Sonyea,  New  York,  was  the 
first  to  use  intravenous  paraldehyde  for  minor  sur- 
gical operations.  Meltzer  and  Auer,  working  at  the 
Rockefeller  Institute  in  1909,  demonstrated  that  if 
air  were  blown  into  the  trachea  of  an  animal  (insuf- 
flation) whose  respiratory  mechanisms  were  para- 
lyzed, full  oxygenation  of  the  blood  could  be  main- 
tained.45 It  led  to  the  clinical  application  by 
Elsberg46  of  The  Mount  Sinai  Hospital  as  a means  of 
performing  intratracheal  insufflation.  Tracheal 
intubation  paved  the  way  for  the  creation  of  a free 
airway  by  the  use  of  oropharyngeal  or  nasopharyn- 
geal airways  by  such  New  York  anesthetists  as  Jo- 
seph Lumbard,  Karl  Connell,  and  R.  C.  Coburn. 

Recent  developments 

During  the  second  decade  of  the  twentieth  century, 
new  types  of  gas  machines  were  developed  by  James 
Gwathmey,  William  Woolsey,  and  Richard  Foregger 
of  New  YTork.  Connell4,  of  the  Department  of  Sur- 
gery, The  College  of  Physicians  and  Surgeons,  in 
1913,  devised  an  anesthetometer.  He  later  reported 
on  the  use  of  high  resistance  intercoupling  for  the 


prevention  of  fires  and  explosions  due  to  static 
electricity  in  the  operating  room.48  Foregger  con- 
structed the  modern  carbon  dioxide  absorption 
cannister  for  his  gas  machine  in  1928.49 

Labat50  emigrated  from  Paris  in  1922,  and  settled 
in  New  York  where  he  produced  his  book  on  regional 
anesthesia  based  on  anatomic  considerations.  An- 
other pioneer  who  devoted  full  time  to  the  specialty, 
Thomas  Drysdale  Buchanan,  M.D.,  was  the  first 
professor  of  anesthesia  at  the  New  York  Homeo- 
pathic Medical  School,  now  called  the  New  York 
Medical  College,  appointed  in  1904.  He  received  a 
similar  appointment  at  the  New  York  Postgraduate 
Medical  School  in  1919  and  College  of  Physicians  and 
Surgeons  in  1935.51 

The  return  of  many  veterans  from  World  War  II 
served  to  energize  the  activity  of  anesthesiology  in 
New  York  State.  The  anesthesia  services  at  most  of 
the  hospitals  underwent  a remarkable  change,  in- 
cluding the  formation  of  residency  programs,  which 
spawned  anesthesiologists  who  scattered  to  other 
areas  of  the  country  between  1940  and  1950  to  set  up 
programs  of  their  own.  It  was  a golden  period  for  the 
New  York  State  hospitals.  The  constant  increase  in 
complexity  and  severity  of  surgical  manipulation  in 
hitherto  rarely  attempted  areas  of  the  body,  the  de- 
velopment of  inhalation  therapy  sections,  the  greater 
use  of  nerve  blocking  for  diagnosis,  the  therapeusis, 
as  well  as  for  surgical  anesthesia,  all  culminated  in  a 
prestige  never  before  enjoyed  by  the  specialty  of 
anesthesiology. 

Organized  anesthesiology  had  its  beginnings  in 
New  York,  and  even  after  its  change  of  name  and 
country-wide  membership,  it  remained  here  until 
1947  when  all  specialties  banded  together  in  the 
Chicago  area.52  The  State  section  of  the  Society 
sponsored  a Postgraduate  Assembly  of  Anesthesi- 
ology under  the  direction  of  E.  A.  Rovenstine,  M.D., 
in  1945.  In  the  breath  of  the  bicentennial  celebration 
of  this  country’s  awesome  history,  the  fact  that  the 
New  York  State  Society  of  Anesthesiology  will  be 
sponsoring  the  thirtieth  anniversary  of  its  Post- 
graduate Assembly  of  Anesthesiology  makes  for  no 
comparison.  However,  in  its  own  fashion,  the  ac- 
complishments of  the  New  York  anesthesiologists 
and  their  contributions  to  the  specialty,  have  served 
in  the  past  as  a continued  stimulus,  and  they  con- 
tinue as  the  vanguard  in  the  drive  for  better  surgery, 
better  diagnosis  and  treatment,  and  lower  morbidity 
and  mortality. 

Hospital  for  Joint  Diseases  & Medical  Center 
1919  Madison  Avenue 
New  York,  N.Y.  10035 
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Cardiology  as  a Specialty* 

LOUIS  F.  BISHOP,  M.D. 

New  York  City 

In  the  United  States,  the  development  of  cardiol- 
ogy as  a specialty  seemed  to  parallel  my  own  devel- 
opment as  a practicing  physician.  Much  of  what  I 
have  to  tell  is  actually  a story  of  my  own  observations 
here  in  the  City  of  New  York. 

As  medicine  came  into  the  twentieth  century, 
medical  practice  was  largely  a matter  of  what  we  now 
call  “family  medicine’'  with  house  calls  a large  part 
of  it.  There  were  indeed  a few  physicians  who  had 
a reputation  for  great  knowledge,  and  they  were 
called  into  consultation  from  time  to  time  when  di- 
agnosis was  obscure,  but  nobody  thought  of  them  as 
“specialists,”  and  each  had  a general  practice  of  his 
own. 

Beginnings 

If  there  was  any  attempt  anywhere  to  focus  oi 
heart  disease,  we  must  credit  the  spas,  the  waterinj 
places  of  Europe.  Each  year  there  was  an  exodus  o 
cardiac  patients  from  the  United  States  to  take  th< 
spa  treatment  at  Bad  Nauheim  and  the  other  famou 
spas  in  Europe.  Any  American  physician  wb 
wanted  special  knowledge  of  heart  treatment  wen 
to  the  spas  to  learn.  The  special  diagnostic  method 
were  in  use  there,  involving  the  waters  and  the  grade' 
exercises;  as  new  findings  came,  they  were  tested.  1 
was  a place  to  learn. 

It  is  a little  hard  to  place  the  exact  point  in  histor 
when  the  specialty  of  cardiology  actually  began, 
think  it  can  be  said  that  the  first  clinical  cardiologk 
in  the  English-speaking  world  was  Sir  James  Macl 
enzie.  Mackenzie  was  a graduate  of  Edinburg 

* Presented  before  the  Historical  Section  of  the  New  Yoi 
Academy  of  Medicine,  March  28,  1973. 
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University  and  at  first  was  a family  physician  in  the 
North  of  England.  He  pioneered  some  most  im- 
portant graphic  recordings  of  the  pulses  in  the  arm 
and  in  the  neck  and  had  published  a notable  book  on 
The  Pulse  in  1902,  which  established  him  as  the 
world’s  authority  on  the  heart.  He  then  came  to 
London  as  its  first  clinical  cardiologist. 

The  Mackenzie  polygraph  made  all  other  tracers 
obsolete.  Many  of  these  polygraphs  were  purchased 
and  used.  The  graphic  method  of  cardiac  diagnosis 
became  more  generally  practical.  To  interpret  such 
tracings,  it  was  necessary  to  have  special  knowledge. 

Earliest  equipment 

Shortly  after  this,  the  electrocardiogram  came  into 
use,  particularly  by  Sir  Thomas  Lewis  in  London. 
Some  of  these  early  instruments  were  brought  over 
to  this  country  in  1914. 

Paul  D.  White,  M.D.,  says  in  his  autobiography: 

In  the  autumn  of  1914,  I set  up  my  new  electrocar- 
diographic laboratory  in  a small  closet  in  the  basement 
of  the  Skin  Ward,  which  I was  given,  “because  there 
was  no  other  place  for  it.”  I had  a class  in  Electrocar- 
diography for  several  medical  professors,  and  as  a 
young  medical  resident,  I rotated  to  a small  room  in 
the  Out-Patient  Department  and  to  a very  few  beds  in 
the  old  wards  of  the  historic  building  to  examine  and  to 
advise  about  patients  who  were  thought  to  have  some- 
thing wrong  with  their  hearts. 

About  this  time,  there  were  several  other  electro- 
cardiographic machines  in  New  York  City.  My  fa- 
ther had  one  of  these. 

It  is  hard  to  realize,  with  the  modern  compact  di- 
rect-writing machines  of  the  present  time,  how 
cumbersome  and  difficult  the  earlier  machines  were 
to  operate.  The  one  we  had  occupied  a whole  room, 
was  constantly  getting  out  of  order,  and  needed 
constant  tinkering  with  it  to  keep  it  going.  It  was 
necessary  photographically  to  develop  the  tracings 
also,  which  was  time-consuming. 

At  this  time,  another  technical  examination  of  the 
heart  was  coming  into  general  use,  and  that  was  the 
more  exact  measurement  of  the  size  of  the  heart  by 
x-ray  films  and  visualization  of  the  heart  motion  with 
the  fluoroscope.  These  new  procedures  required 
i special  knowledge  which  the  physician,  who  was  to 
specialize  in  cardiology,  had  to  acquire.  All  these 
new  technical  methods  required  postgraduate  study. 
Dr.  White  describes  it  very  well  when  he  says: 
l 

I felt  like  a lonely  adventurer,  entering  an  unex- 
plored unknown  country,  planning  to  spend  my  life  in 
a new  and  yet  unrecognized  specialty,  limited  to  the 
heart  and  blood  vessels,  both  normal  and  diseased. 

W hat  he  said  was  probably  true  of  all  the  men  of 
that  time,  who  were  becoming  interested  in  this  new 
specialty. 


First  ‘‘specialists” 

As  an  intern  in  Bellevue  Hospital  in  the  1920s,  I 
recall  there  were  no  physicians  limiting  their  work  to 
the  heart  and  blood  vessels.  Great  clinicians  of  that 
day  with  whom  I was  associated  at  Bellevue  and  at 
other  hospitals  had  a great  knowledge  of  what  was 
then  known  about  the  heart,  but  they  were  also  used 
as  consultants  in  all  branches  of  internal  medicine. 

The  2 men  with  whom  I was  most  closely  associ- 
ated were  Alexander  Lambert,  M.D.,  and  Harlow 
Brooks,  M.D.  Both  of  these  men  acted  as  consul- 
tants in  heart  disease  to  many  of  the  practicing 
physicians  in  New  York. 

Emanuel  Libman,  M.D.,  of  Mount  Sinai  Hospital 
was  another  great  internist  of  the  day  who  was  par- 
ticularly interested  in  cardiovascular  disease. 

Dr.  Lambert  did  a great  deal  to  bring  the  new 
technical  methods  that  were  developing  to  Bellevue 
Hospital  on  the  4th  Medical  Division,  and  he  fi- 
nanced an  electrocardiographic  machine  for  the 
benefit  of  the  poor  patients  who  came  to  Bellevue. 

Dr.  Brooks  was  particularly  interested  in  the 
functional  disturbance  of  the  cardiovascular  system, 
and  he  eventually  wrote  a book  on  this  subject. 

I think  what  was  most  impressive  at  that  time  was 
to  watch  these  clinicians  make  bedside  diagnoses. 
Technical  methods  had  not  developed,  as  they  have 
at  the  present  time,  and  the  cardiologists  of  that  past 
era  seem  to  have  had  a better  knowledge  of  physical 
diagnoses  than  the  present-day  physician  because 
they  had  to  depend  on  it  more. 

In  my  hospital,  Bellevue,  the  closest  to  being 
considered  a true  specialist  in  heart  disease  at  that 
time  was  Hubert  V.  Guile,  M.D.  Dr.  Guile  devoted 
nearly  all  of  his  time  to  the  study  of  the  heart  and  was 
one  of  the  founders  of  the  first  clinic  to  be  started  in 
New  York  for  patients  with  heart  disease.  It  is  only 
recently  that  he  was  honored  by  a special  plaque  at 
Bellevue  Hospital  for  this  contribution. 

Birth  of  organizations 

There  were  in  New  York  in  the  1920s  a number  of 
independent  medical  societies,  very  few  of  which 
exist  today.  From  time  to  time,  these  societies  would 
devote  a part  of  their  program  to  the  subject  of  heart 
disease,  usually  on  such  a broad  aspect  as  “preven- 
tion.” Rarely  was  a whole  meeting  devoted  to  the 
subject  of  cardiovascular  disease. 

The  same  was  true  of  the  national  societies  such 
as  the  American  College  of  Physicians.  It  was  rare 
for  them  to  devote  much  of  their  programs  to  the 
heart,  although  in  1931,  in  Baltimore,  there  was  a 
symposium  which  included  such  subjects  as  “Rheu- 
matic Fever,”  “Endocarditis,”  “Non-Valvular  Heart 
Disease,”  “Cardiac  Pain,”  and  the  “Therapeutic  Use 
of  Oxygen  in  Heart  Disease.” 

There  were  two  New  York  organizations  that  were 
to  play  important  roles  in  the  development  of  the 
specialty.  First  was  the  New  York  Heart  Associa- 
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tion.  This  was  organized  in  1915  by  Lewis  A.  Con- 
nor, M.D.,  and  incorporated  in  the  same  year. 

The  idea  of  a New  York  Heart  Association  grew 
out  of  the  interest  that  Dr.  Connor  had  in  heart  pa- 
tients. He  developed  a resource  for  rehabilitation, 
self-support,  and  convalescence  of  cardiac  cripples 
through  medically  supervised  employment  in  a trade 
school  for  cardiac  convalescents.  He  developed  the 
Sharon  Shop  at  Sharon,  Connecticut,  for  the  manu- 
facture and  decoration  of  earthenware. 

The  New  York  Heart  Association  was  first  named 
The  Association  for  the  Prevention  and  Relief  of 
Heart  Disease;  later  it  became  a committee  of  the 
New  York  Tuberculosis  Association,  and  finally  it 
became  the  New  York  Heart  Association,  as  it  is  now 
known. 

The  early  presidents  of  the  New  York  Heart  As- 
sociation for  the  most  part  represented  the  leaders 
in  this  newly  developing  specialty.  We  have  already 
mentioned  Dr.  Connor,  the  first  president,  who  held 
the  office  from  1915  to  1922.  A few  of  the  other  early 
leaders  were:  T.  Stuart  Hart,  M.D.,  from  1922  to 
1924;  Haven  Emerson,  M.D.,  from  1924  to  1926,  who 
was  commissioner  of  health  in  1915  and  who  called 
for  the  first  organization  meeting  at  the  New  York 
Academy  on  December  15,  1915;  John  Wyckoff, 
M.D.,  one  of  the  early  pioneers  in  the  Cardiac  Clinic 
at  Bellevue;  Harold  Pardee  M.D.;  and  2 later  presi- 
dents, Edwin  P.  Maynard,  M.D.,  who  held  the  office 
from  1942  to  1948  and  Robert  L.  Levy,  M.D.,  presi- 
dent from  1948  to  1949. 

Its  first  aims  were  related  to  many  broad  aspects 
of  public  health,  and  it  did  not  at  that  time  include 
a program  of  continuing  education  of  the  physician. 
Interest  in  this  organization  rapidly  spread 
throughout  this  country  and  Canada.  This  led 
eventually  to  the  founding  of  the  American  Heart 
Association. 

On  April  24,  1922,  the  Association  for  the  Pre- 
vention and  Relief  of  Heart  Disease,  as  it  was  then 
known,  extended  invitations  to  approximately  100 
physicians  in  the  United  States  and  Canada  who 
were  interested  in  heart  work  to  meet  in  St.  Louis  on 
May  24, 1922,  at  the  time  of  the  annual  meeting  of  the 
American  Medical  Association.  The  chairman  was 
Robert  H.  Halsey,  M.D.;  46  physicians  responded  to 
the  invitation.  Historically,  it  was  interesting  to  me 
to  note  that  at  this  meeting  was  James  B.  Herrick, 
M.D.,  who  was  then  president  of  the  Chicago  Asso- 
ciation and  the  first  to  recognize  and  describe  myo- 
cardial infarction  in  the  living  patient.. 

New  York  Cardiological  Society 

It  seemed  there  was  a need  for  another  organiza- 
tion devoted  to  cardiology,  where  emphasis  would  be 
on  the  scientific  programs  and  the  continuing  edu- 
cation of  physicians  interested  in  this  subject.  This 
organization  would  help  those  in  the  active  practice 
of  cardiology  by  bringing  together  those  physicians 
whose  primary  interest  was  the  care  of  their  patients 


with  heart  disease.  This  was  the  way  that  the  New 
York  Cardiological  Society  started.  It  was  first  or- 
ganized as  a very  informal  group  on  December  11, 
1927,  and  became  incorporated  in  the  State  of  New 
York  on  February  12,  1935.  Listed  in  the  incorpo- 
ration were  the  following  M.D.s:  R.  Burton  Opitz, 
Charles  Shookhoff,  Albert  S.  Hyman,  Paul  A.  Ken- 
nedy, Harry  J.  Lowen,  Ku^t  Berliner,  Benjamin 
Siegel,  Gilbert  Miller,  Bertram  Goldstein,  Walter 
Bensel,  Alton  A.  Brill,  Maximilian  Goldstein,  Simon 
Frucht,  Samuel  J.  Miller,  and  Barnett  Binkowitz. 
Also  included  were  my  father  and  myself. 

A special  meeting  was  held  at  the  Hotel  Croydon 
in  March,  1935,  to  accept  the  constitution  and  by- 
laws. The  society  was  composed  of  men  who  were 
practicing  cardiology  as  a specialty  in  New  York.  It 
held  its  meetings  at  the  various  hospitals  where  its 
members  were  connected.  At  that  time  the  men  in 
New  York  who  were  specializing  in  cardiology  were 
relatively  few.  This  society  offered  an  opportunity 
where  one  could  go  and  discuss  a difficult  cardiac 
problem  with  a sympathetic  audience. 

After  the  war,  as  this  society  grew  in  importance, 
it  attracted  important  speakers  on  cardiovascular 
topics  from  all  over  the  country.  To  mention  a few: 
Carl  J.  Wiggers,  M.D.,  spoke  to  the  society  on  “The 
Physiological  Aspects  of  Coronary  Occlusion”; 
Robert  A.  Gross,  M.D.,  of  Boston  gave  one  of  the 
early  papers  on  cardiac  surgery;  and  E.  Sterling  Ni- 
chol,  M.D.,  of  Miami  discussed  what  was  then  and 
still  is  a controversial  question:  the  use  of  dicu- 
marol-heparin  in  acute  thrombosis. 

And  so  this  society  became  recognized  as  one  of  the 
early  influences  on  the  development  of  the  specialty 
of  cardiology,  particularly  in  the  role  of  continuing 
education. 

In  summary  then,  the  New  York  Cardiological 
Society  was  a body  of  physicians  devoted  to  the  study 
of  this  one  specialty.  Their  programs  attracted  im- 
portant speakers  from  many  areas  of  the  United 
States.  At  that  time  throughout  the  country,  there 
may  have  been  other  local  societies  devoted  to  this 
specialty,  but  because  of  its  metropolitan  location, 
the  New  York  Cardiological  Society  appeared  to  be 
the  best  known. 

It  became  obvious  that  there  was  a need  for  a na- 
tional society  to  be  dedicated  to  the  continuing  ed- 
ucation of  the  physician  in  cardiology.  This  led  to 
the  founding  of  the  American  College  of  Cardiology. 

American  College  of  Cardiology 

This  new  organization  would  be  composed  ol 
physicians,  and  its  work  would  in  no  way  conflict  with 
the  objectives  of  the  American  Heart  Association. 

Although  there  were  others  who  had  the  idea  foi  j 
such  a national  organization,  including  my  father,  i 
took  a famous  German  physician,  Franz  M.  Groedel 
M.D.,  to  organize  it.  Dr.  Groedel  had  come  to  th< 
United  States  in  1934,  recognizing  that  the  politica 
situation  in  Germany  at  that  time  would  make  i 
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impossible  for  him  to  continue  to  develop  his  re- 
search unhampered. 

The  New  York  Cardiological  Society  had  elected 
him  president.  With  the  idea  of  organizing  an 
American  college  of  cardiology,  Dr.  Groedel  invited 
the  trustees  of  the  New  York  Cardiological  Society 
to  become  the  founding  trustees  of  the  new  College. 
The  M.D.  Founders  of  the  new  College  were:  Samuel 
Blinder,  New  York;  Hannibal  DeBellis,  New  York; 
Seymour  Fiske,  New  York;  Gabriel  Greco,  New  York; 
Franz  M.  Groedel,  New  York;  Albert  S.  Hyman,  New 
York;  Bruno  Fisch,  New  York;  Samuel  Korry,  New 
York;  Max  Miller,  New  York;  Aaron  Parsonnet,  New 
Jersey;  Philip  Reichert,  New  York;  Attilio  Rober- 
tiello,  New  York;  Epaminonda  Secondari,  New  York; 
and  Joseph  B.  Wolffe,  Pennsylvania. 

The  founder  of  the  new  society,  Dr.  Groedel,  was 
himself  a great  student  and  a tireless  worker.  His 
orthodiagraph  was  an  important  instrument  for 
measuring  the  exact  size  of  the  heart,  long  before  the 
six-foot  plate  came  into  use.  Groedel  was  always 
interested  in  all  forms  of  graphic  registration  in 
cardiology  and  published  works  on  the  direct  elec- 
trocardiogram of  the  human  heart  and  the  graphic 
recording  of  the  venous  pulse. 

During  the  year  1950,  Dr.  Groedel  and  his  office 
staff  devoted  practically  all  their  time  to  the  new 
college.  The  trustees  met  in  Groedel’s  office  two  or 
three  times  every  month,  laying  the  structure  of  a 
national  organization. 

As  was  to  be  expected,  there  was  criticism  and 
opposition  to  the  new  college.  It  was  felt  by  some 
that  the  public  would  have  the  false  impression  that 
all  Fellows  of  the  College  were  certified  specialists, 
whereas  there  already  existed  in  this  country  an 
American  Board  of  Internal  Medicine  and  a sub- 
specialty board  in  cardiology. 

However,  response  from  the  profession  and  the 
cardiologists  was  dramatic  and  left  no  doubt  as  to  the 
need  for  such  an  organization. 

By  the  fall  of  1951,  the  College  was  ready  to  begin 
work  on  its  first  national  meeting.  This  meeting  was 
held  in  May,  1952,  and  was  attended  by  400  members 
of  the  College.  Dr.  Groedel  never  attended  the  first 
meeting,  for  he  died  just  before  it  took  place.  Bruno 
Kisch,  M.D.,  Groedel’s  friend  of  many  years,  opened 
the  first  meeting. 

The  growth  of  the  College  has  been  unbelievable 
and  illustrates  the  interest  in  this  specialty  that  has 
spread  throughout  the  world.  At  the  meeting  in 
California  in  February,  1973,  contrasting  with  the 
first  meeting  in  New  York,  where  400  members  were 
present,  there  were  close  to  10,000. 

The  credentials  for  admission  to  the  College  as  a 
Fellow  are  now  very  strict. 

Conclusion 

We  can,  therefore,  trace  the  development  of  car- 
diology as  a specialty  through  the  early  local  societies 
devoted  to  it  and  out  of  which  developed  the  great 


national  societies  such  as  the  American  Heart  Asso- 
ciation and  the  American  College  of  Cardiology.  We 
can  also  look  back  on  those  who  were  “specialists” 
before  the  specialty  was  recognized:  men  like  Sir 
James  Mackenzie,  Sir  Thomas  Lewis  in  England, 
James  B.  Herrick,  Paul  D.  White,  Sam  Levine,  my 
father,  and  many  others. 

We  can  see  that  the  development  of  this  specialty 
in  its  early  days  closely  paralleled  the  discovery  of 
new  technical  methods  of  examination,  such  as  the 
electrocardiograph,  the  polygraph,  the  fluoroscope, 
and  the  vectorcardiograph, 

Official  recognization  of  the  specialty  is  fairly  re- 
cent, and  it  can  be  said  that  in  June,  1942,  cardio- 
vascular disease  officially  became  a specialty  recog- 
nized by  the  American  Board  of  Internal  Medicine. 
At  that  time  a sub-specialty  board  was  appointed  to 
certify  those  physicians  who  wanted  to  be  considered 
specialists  in  cardiovascular  disease.  There  physi- 
cians were  to  pass  an  examination. 

Finally,  I would  like  to  define  the  term  “cardiolo- 
gist” as  we  know  it  today.  Under  “Criteria  for  Se- 
lection to  Membership  in  the  American  College  of 
Cardiology”  we  read: 

The  word  “cardiologist”  implies  special  interest, 
training  and  qualification  in  Cardiology,  whether  ap- 
plied to  Internists,  Pediatricians,  Surgeons,  Radiolo- 
gists or  basic  Scientists.  The  highest  recognition  of 
achievement,  namely  that  of  Fellowship,  implies  a sig- 
nificant degree  of  maturity  in  Cardiology  and  that  this 
field  is  the  dominant  medical  interest  of  the  individu- 
al. 

The  College  does  not  act  as  a certifying  body,  but 
encourages  all  candidates  to  become  certified  by  the 
appropriate  Boards. 

To  continue,  from  the  College  requirements  for 
Fellowship: 

The  individual  should  be  considered  an  acknowl- 
edged specialist  or  consultant  in  Cardiology  by  col- 
leagues in  his  community.  The  clinical  cardiologist 
must  show  evidence  that  his  practice  is  predominantly 
involved  with  Cardiovascular  Disease. 

When  the  candidate  is  not  involved  in  the  private 
practice  of  medicine,  evidence  must  be  presented  that 
he  is  primarily  occupied  in  research,  teaching,  or  pa- 
tient care  of  a cardiovascular  nature. 

Looking  at  the  field  of  cardiology  now,  we  find 
that  because  of  the  great  increase  in  knowledge  and 
the  technicologie  advances,  cardiology  has  many 
facets.  We  must  now  separate  the  adult  cardiologist 
from  the  pediatric  cardiologist.  At  first,  the  cardi- 
ologist saw  patients  of  all  ages,  but  as  knowledge  in- 
creased in  congenital  cardiac  problems,  the  cardiol- 
ogist sought  the  help  of  the  pediatrician,  and  the 
pediatric  cardiologist  came  into  being. 

There  is  now  the  cardiac  surgeon  and  his  team, 
who  operate  directly  on  the  heart,  as  well  as  the  pe- 
ripheral circulation.  There  are  also  those  whose 
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work  is  to  carry  out  the  special  laboratory  procedures 
used  in  the  practice  of  cardiology.  These  workers 
can  be  divided  into  two  groups:  one,  the  noninvasive 
hemodynamic  laboratory  specialist,  skilled  in  the  use 
of  phonocardiography,  pulse  tracings,  and  the  new 
diagnostic  tool,  echocardiography;  and  second,  the 
invasive  specialist,  who  does  such  procedures  as 
cardiac  catheterization  and  angiography. 

The  key  specialist  must  be  the  practicing  cardiol- 
ogist who  must  take  care  of  the  cardiac  patient.  He 
must  use  all  these  other  specialists,  but  it  is  he  who 
will  have  to  make  the  final  decision  as  to  the  future 
management  of  this  patient. 

James  Bryant  Conant,  a president  of  Harvard,  said 
the  following: 

Each  honest  calling,  each  walk  of  life,  has  its  own 
elite,  its  own  aristocracy  based  on  excellence  of  perfor- 
mance. 

This  pursuit  of  excellence  should  be  the  goal  of 
all  cardiologists  today,  as  it  was  in  the  beginning  of 
the  specialty:  to  bring  their  special  knowledge  to  the 
care  of  the  heart  patient. 

121  East  60th  Street 
New  York,  N.Y.  10022 
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American  dermatology  originated  in  New  York 
City  on  January  22,  1836,  when  Henry  Dagett 
Bulkley,  M.D.  (1804-1872)  opened  the  Broome 
Street  Infirmary  for  diseases  of  the  skin  (Fig.  1).  For 
several  years  he  lectured  there  on  cutaneous  diseases 
but  later  transferred  to  the  College  of  Physicians  and 
Surgeons  where  he  gave  courses  for  ten  years. 
Bulkley  was,  therefore,  not  only  the  first  to  lecture 
on  dermatology  in  America  but  the  first  to  practice 
the  specialty  exclusively.  He  had  also  been  the  first 
American  student  at  the  Hopital  St.  Louis  in  Paris, 
where  he  trained  under  Biett  and  Cazenave  in  1831.* 
At  different  times  he  was  president  of  the  New  York 
Academy  of  Medicine  and  the  New  York  County  and 
New  York  State  Medical  Societies.  It  was  at  his 
home,  42  East  22nd  Street,  that  the  New  York  Der- 
matological Society  was  founded  on  May  18,  1869, 
and  he  was  its  first  president.  The  New  York  Der- 
matological Society  is  the  oldest  skin  society  in  the 

* Scientific  dermatology  began  on  November  27,  1801,  when  the 
Hopital  St.  Louis  in  Paris  was  dedicated  to  the  treatment  of  skin 
diseases  with  Jean  Louis  Alibert,  M D.  (1766-1837)  in  charge. 
Laurent  T.  Biett,  M.D.  (1781  1840),  a pupil  of  Alibert,  ran  the 
outpatient  department,  whereas  Pierre-Louis  A.  Cazenave,  M.D. 
(1795-1877)  was  Biett’s  favorite  student  and  successor. 
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FIGURE  1.  Henry  D.  Bulkley,  M.D.  (1804-1872). 


world,  and  10  men  responded  to  the  organizational 
letter  sent  out  and  signed  by  Faneuil  D.  Weisse, 
M.D.,  H.  D.  Bulkley,  M.D.,  Henry  G.  Piffard,  M.D., 
and  Foster  Swift,  M.D. 

Early  dermatology  education 

In  1865,  the  New  York  University  School  of  Med- 
icine, founded  in  1841  as  the  Medical  Department  of 
the  University  of  the  City  of  New  York,  appointed 
Dr.  Weisse  (1842-1915)  to  lecture  on  diseases  of  the 
skin  just  one  year  after  his  graduation  from  the 
medical  school.  He  was  promoted  to  clinical  pro- 
fessor in  1867,  resigned  after  seven  years,  and  wrote 
little  on  dermatology.  He  trained  with  Erasmus 
Wilson,  M.D.,  in  England  and  while  abroad  conceived 
the  idea  of  a dermatologic  society  in  America.  He 
was  instrumental  in  founding  the  New  York  Der- 
matological Society  in  1868  and  the  American  Der- 
matological Association  in  1876,  both  of  which  are 
still  active  today. 

In  1861,  Bellevue  Hospital  Medical  College  was 
founded,  having  been  absorbed  by  New  York  Uni- 
versity in  1898.  On  graduation  in  1866,  Foster  Swift 
started  a lecture  series  on  dermatology  and  was  ap- 
pointed professor  one  year  later.  Meanwhile,  in 
1866,  the  first  American  skin  wards  were  set  up  at 
City  Hospital  on  Welfare  Island.  Freeman  J. 
Bumstead,  M.D.  (1826-1879)  received  the  first  ap- 
pointment as  visiting  dermatologist.  He  was  pro- 
fessor of  venereal  diseases  at  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University,  and  wrote 
several  texts  on  his  specialty. 

Samuel  Sherwell,  M.D.  (1841-1927)  was  the  firsi 
teacher,  in  1877,  and  later  professor  at  Long  Islanc 
Medical  College  and  the  first  to  practice  dermatology 
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FIGURE  2.  Cover  of  first  dermatologic  periodical.  The 
American  Journal  of  Syphilology  and  Dermatology. 

in  Brooklyn. 

Andrew  Rose  Robinson,  M.D.  (1845-1924)  was  a 
founder  and  professor  of  dermatology  at  New  York 
Polyclinic  Medical  School  and  Hospital  and  the  first 
chairman  of  the  section  of  dermatology  and  syphi- 
lology of  the  New  York  Academy  of  Medicine,  in 
1907. 

George  T.  Elliott,  M.D.  (1855-1931)  served  as  as- 
sistant physician  in  the  Skin  and  Cancer  Hospital  on 
the  service  of  L.  Duncan  Bulkley,  M.D.,  and  in  1898 
was  appointed  the  first  professor  of  dermatology  at 
Cornell  Medical  School. 

American  dermatology  journals 

One  year  after  the  founding  of  the  New  York 
Dermatological  Society,  the  first  journal  appeared. 
It  was  The  American  Journal  of  Syphilography  and 
Dermatology,  edited  by  M.  H.  Henry,  M.D.,  in  1870 
(Fig.  2).  This  lasted  until  1874,  when  it  was  replaced 
by  The  Archives  of  Dermatology,  edited  by  L.  Dun- 
can Bulkley.  This  journal  has  continued  publication 
to  date. 

The  New  York  Skin  and  Cancer  Hospital  and 
The  New  York  Post-Graduate  Medical  School 

On  January  1, 1883,  Lucius  Duncan  Bulkley,  M.D. 
(1845-1928),  conceived  and  helped  found  the  New 
York  Skin  and  Cancer  Hospital  for  cutaneous  dis- 
eases and  cancer  in  a small  private  house  at  243  East 
34th  Street  (Fig.  3).  Bulkley  was  the  son  of  Henry 
D.  Bulkley  and.  like  his  father,  studied  at  the  Hopital 
St.  Louis.  He  was  the  first  secretary  and  one  of  the 
organizers  of  the  American  Dermatological  Associ- 


FIGURE  3.  L.  Duncan  Bulkley,  M.D.  (1845-1928). 


FIGURE  4 Skin  and  Cancer  Hospital. 


ation,  in  1876,  as  well  as  one  of  the  group  who  formed 
the  section  of  Cutaneous  Medicine  and  Surgery  of  the 
American  Medical  Association  and  served  as  its  first 
chairman,  in  1888. 

By  1897,  the  Skin  and  Cancer  Hospital  had  out- 
grown its  quarters  and  moved  into  the  newly  erected 
Stuyvesant  Square  Hospital,  later  called  Skin  and 
Cancer  Hospital,  at  the  northeast  corner  of  Second 
Avenue  and  19th  Street  (Fig.  4). 

In  1875,  a group  of  physicians  formed  the  first 
American  faculty  of  postgraduate  education  called 
the  New  York  Post-Graduate  Medical  School.  It 
was  attached  to  New  York  University  Medical  Col- 
lege and  was  permitted  to  grant  certificates  to  its 
students.  Henry  G.  Piffard,  M.D.  (1842-1910),  who 
had  become  the  second  professor  of  dermatology  at 
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New  York  University,  gave  the  first  postgraduate 
course  in  dermatology. 

On  November  6,  1882,  this  young  postgraduate 
section  of  New  York  University,  where  Piffard  was 
professor  of  dermatology  in  the  school  of  medicine 
as  well  as  lecturer  in  the  postgraduate  section,  chose 
to  break  away  and  establish  its  independence  as  the 
New  York  Post-Graduate  Medical  School.  In  May 
1894,  a building  was  erected  on  the  northeast  corner 
of  Second  Avenue  and  East  20th  Street.  Eventually, 
the  New  York  Post-Graduate  Medical  School  and  the 
Skin  and  Cancer  Hospital,  or  Stuyvesant  Square 
Hospital,  occupied  the  entire  eastern  front  of  Second 
Avenue  from  19th  to  21st  Streets.  Most  of  the  early 
staff  taught  and  worked  at  both  institutions  until 
1934,  when  Post-Graduate  absorbed  Skin  and  Cancer 
and  affiliated  itself  with  Columbia  University.  This 
arrangement  lasted  until  1948,  when  New  York 
University  assumed  control. 

George  M.  MacKee,  M.D.,  (1878-1955)  was  chief 
of  the  clinic  at  New  York  University  and  then 
transferred  to  Columbia  University.  Under  his  di- 
rection the  Vanderbilt  Clinic  developed  into  a leading 
teaching  institution  in  dermatology,  syphilology,  and 
x-ray  therapy. 

With  the  merger  in  1934  of  Post-Graduate  and 
Skin  and  Cancer,  he  returned  to  direct  a completely 


renovated  Skin  and  Cancer  Hospital  with  a staff  of 
123  dermatologists.  Since  then,  Skin  and  Cancer 
Hospital  has  trained  the  majority  of  American  der- 
matologists in  practice  today,  and  Dr.  MacKee’s 
achievements  have  been  honored  by  the  establish- 
ment of  a chair  in  dermatology  in  his  name. 

In  1963,  the  New  York  University  Medical  Center 
opened  on  First  Avenue  between  30th  and  34th 
Streets,  and  the  Skin  and  Cancer  Unit  is  now  a part 
of  that  center. 


At  present,  New  York  State  has  425  board-certi- 
fied dermatologists.  There  are  now  also  available  12 
approved  residency  training  programs  and  twelve 
active  dermatologic  societies  that  present  cases  and 
reports  throughout  the  academic  year. 

580  Fifth  Avenue 
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Emergency  medicine,  generally  considered  to  be 
the  newest  specialty,  is  in  fact  the  oldest.  It  has  been 
practiced  in  some  form  or  other  since  man  first  ap- 
peared on  the  sixth  day  of  Creation  and  underwent 
emergency  thoracic  surgery  for  the  removal  of  a rib 
on  which  some  remarkable  emergency  plastic  surgery 
was  performed.1  Emergency  Medicine,  as  we  know 
it  today,  really  began  in  1961  at  the  Fairfax  Hospital 
in  Alexandria,  Virginia,  when  four  physicians  gave 
up  their  private  practices  to  staff  the  emergency  room 
on  a full-time  basis.2 

In  past  times  it  was  thought  that  any  physician,  by 
reason  of  his  student  and  internship  training,  should 

1176  New  York  State  Journal  of  Medicine/ July  1976 


be  able  to  manage  the  initial  phase  of  any  medical  or 
surgical  emergency.  There  was,  accordingly,  a time 
when  most  physicians  practiced  emergency  medicine 
to  a degree.  However,  with  advances  in  medical 
knowledge  and  the  onset  of  specialization,  it  did  not 
take  long  before  a specialist  in  one  field  either  lost  his 
ability,  or  was  not  permitted,  to  cope  with  emergen- 
cies in  other  fields.  Emergency  rooms  in  hospitals 
of  any  size  were  staffed  by  interns  and  residents,  who 
sought  advice  when  necessary  from  traditional  spe- 
cialists; this  led  to  fragmentation  of  care,  to  frequent 
over-use  of  consultation,  and  to  lack  of  decision  or 
actual  argument  concerning  overall  responsibility. 
The  natural  result  was  the  development  of  a new 
specialist,  the  physician  who  could  and  would  handle 
emergencies  of  any  and  every  kind. 

Need  for  emergency  specialists 

Beginning  in  the  early  and  middle  1960s  many 
hospitals  lost  approval  for  their  internship  and  res- 
idency programs.  Emergency  rooms  which  had  until 
that  time,  in  larger  hospitals,  been  staffed  by  interns 
and  residents,  began  to  be  staffed  by  experienced 
physicians.  At  first,  these  physicians  were  mostly 
staff  members  of  the  hospitals  concerned,  who  either 
ceased  private  practice  to  become  emergency  phy- 
sicians or  who  took  turns  in  providing  coverage  of  the 
emergency  room.  As  emergency  medicine  expanded, 
particularly  in  medical  school  or  affiliated  hospitals, 
a physician  was  appointed  to  be  in  charge  of  the 
emergency  room;  because  many  of  the  patients  pre- 


I 


sented  major  surgical  conditions,  the  emergency 
room  director  was  usually  a general  surgeon.  The 
first  residency  in  emergency  medicine  was  created  at 
the  l Iniversity  of  Cincinnati  in  1969. 

There  are  now  over  30  hospitals  in  the  United 

I States  offering  residencies  in  emergency  medicine, 
only  one  of  which  is  in  New  York  at  Alhert  Einstein 
College  of  Medicine. 

Loss  of  approval  for  house-staff  training  was  not 
I the  only  reason  for  the  appearance  of  the  emergency 

(specialist.  Changing  patterns  of,  and  attitudes 
toward,  medical  practice  by  physicians  also  played 
a considerable  part  in  creating  the  need  for  twenty- 
four-hour  medical  coverage  of  emergency  rooms  in 
hospitals  larger  than  about  150  beds.  Over  the  years, 
physicians  had  become  more  reluctant  to  make  house 
calls  for  several  good  reasons,  among  these  being  time 
wasting,  greater  mobility  of  patients,  inability  of  the 
physician  to  carry  more  than  simple  equipment  on 
a call,  the  fact  that  the  patient  was  in  most  cases 
physically  able  to  come  to  the  office  and  that,  if  the 
patient  were  really  ill,  he  would  need  to  be  admitted 
to  the  hospital  anyway.  In  rapidly  growing  areas,  the 
number  of  patients  often  exceeded  the  number  of 
physicians  required  for  their  office  care.  Further- 
more, with  about  20  per  cent  of  the  United  States 
population  on  the  move  at  any  time,  many  patients 
either  had  no  family  physician  or  had  difficulty  in 
finding  a physician  who  would  accept  new  patients. 
In  addition,  because  of  busy  schedules  and  crowded 
appointment  lists,  most  physicians  found  it  in- 
creasingly difficult  to  fit  in  that  additional  patient 
with  the  nosebleed  or  the  chest  pain;  in  any  event, 
primary  care  physicians  recognized  that  such  cases 
were  best  treated  elsewhere  than  in  their  offices.  For 
these  reasons,  and  because  they  knew  that  they  could 
always  count  on  securing  a physician’s  services  there, 
patients  gravitated  toward  the  nation’s  emergency 
rooms.3  In  large  cities,  of  course,  these  had  always 
provided  primary  care  for  the  indigent;  now,  they 
came  to  provide  primary  care  for  everyone  at  all 
hours.  The  term  “emergency  room”  has  indeed  lost 
its  original  meaning;  in  physicians’  terms,  the  per- 
centage of  emergencies  being  presented  to  the  aver- 
age emergency  room  is  about  20.  In  patients’  terms, 
of  course,  the  emergency  figure  is  probably  100  per 
cent,  a fact  of  which  we  physicians  should  not  lose 
sight. 

The  increase  in  the  number  of  patients  attending 
emergency  rooms  over  the  past  fifteen  years  has 
greatly  exceeded  100  per  cent  nationwide.  Most 
hospitals  in  areas  where  the  population  is  a relatively 
fixed  number  have  reported  a tendency  for  this  in- 
crease to  level  off.  This  leveling  presupposes  a rel- 
atively constant  number  of  both  patients  and  phy- 
sicians. 

Since  the  number  of  the  former  is  more  likely  to 
increase  before  the  relative  number  of  the  latter,  it 
is  more  probable  that  the  increase  in  emergency  room 
visits  will  continue. 


Organizations 

The  first  official  body  of  physicians  practicing  the 
new  specialty  was  the  A.C.E.P.  (American  College  of 
Emergency  Physicians)  which  was  incorporated  on 
August  26,  1968,  and  held  its  first  board  meeting  in 
February,  1969.  The  first  state  chapters  chartered 
were  Michigan  and  Massachusetts,  both  in  1969. 
The  college  headquarters  is  in  East  Lansing,  Michi- 
gan. The  New  York  chapter  held  its  first  board 
meeting  on  March  25,  1972;  its  first  two  presidents 
were  Edward  W.  Gilmore  M.D.,  of  Binghamton,  1972 
to  1974,  and  Edward  L.  McNeil,  M.D.,  of  Bedford 
Hills,  1974  to  1976.  In  1974,  the  first  session  in 
emergency  medicine  at  the  M.S.S.N.Y.  (Medical 
Society  of  the  State  of  New  York),  was  held  in  con- 
junction with  the  section  on  Public  Health  and  Pre- 
ventive Medicine.  In  1975,  the  Section  on  Surgery 
of  M.S.S.N.Y.  hosted  a session  in  emergency  medi- 
cine, which  has  now  petitioned  to  become  a full  sec- 
tion of  M.S.S.N.Y. 

With  the  increase  in  activity  in  the  emergency 
room,  and  the  presence  of  several  new  staff  members, 
the  question  naturally  arose  as  to  which  department 
should  control  the  emergency  room.  Many  physi- 
cians felt  that  the  work  was  most  closely  akin  to  that 
of  the  family  practitioner,  but  the  emergency  room 
physicians  pointed  out  that  they  handled  all  the  cases 
the  family  practitioner  could  not  and  many  that  he 
would  not.  Teaching  hospitals  frequently  made  the 
emergency  room  part  of  the  department  of  ambula- 
tory care.  Many  hospitals,  as  recommended  by  the 
American  College  of  Surgeons,  created  separate 
emergency  departments,  with  status  equivalent  to 
all  other  departments.  Physicians  staffing  these 
emergency  departments  are  either  private  practi- 
tioners who  contract  with  hospitals  to  provide  the 
service,  “fee  for  service”  physicians,  or  salaried  hos- 
pital employees.  In  New  York,  the  latter  predomi- 
nate, whereas  in  California  all  are  fee  for  service. 

Since  initially,  before  the  inception  of  residencies 
in  emergency  medicine,  emergency  rooms  became 
staffed  by  general  practitioners  and  traditional 
specialists,  second-career  physicians,  it  was  imme- 
diately obvious  to  the  leaders  of  A.C.E.P.  that  edu- 
cational courses  for  emergency  physicians  were  of 
extreme  importance.  Accordingly,  the  annual 
meetings  of  A.C.E.P.  have  been  designed  to  feature 
a large  number  of  two-  or  three-day  courses,  con- 
ducted by  traditional  specialists,  which  emergency 
physicians  may  take  in  branches  of  medicine  with 
which  they  are  less  familiar.  In  addition,  the  various 
state  chapters  conduct  similar  annual  meetings.  The 
number  of  such  meetings  continues  to  increase:  for 
example,  in  New  York  State  so  far  this  year  there 
have  been  three  three-day  and  three  two-day  meet- 
ings in  emergency  medicine,  covering  almost  the 
entire  gamut  of  conditions  encountered  in  an  emer- 
gency room. 

If  A.C.E.P.  is  the  practical  arm  of  Emergency 
Medicine,  the  academic  arm  is  U.A.E.M.S.  (Uni- 
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versity  Association  for  Emergency  Medical  Services). 
The  latter  was  formed  in  1970,  its  original  members 
being  physicians  associated  with  emergency  medicine 
in  medical  schools  in  the  United  States  and  Canada. 
The  two  organizations  have  common  aims  and  some 
physicians  are  members  of  both;  they  share  a com- 
mon publication,  Journal  of  the  American  College 
of  Emergency  Physicians.  Because  there  are  more 
practical  than  academic  qualified  physicians  prac- 
ticing emergency  medicine,  it  is  not  surprising  that 
the  membership  of  A.C.E.P.  is  almost  8,000  to  under 
400  for  U.A.E.M.S.  Of  the  8,000,  California  with 
over  1,100  has  the  greatest  number  of  A.C.E.P. 
members;  New  York  has  350. 

Personnel 

In  New  York,  the  first  hospital  to  staff  its  emer- 
gency room  with  trained  full-time  physicians  was 
Binghamton  General,  where  a group  of  five  com- 
menced practice  on  July  1,  1965.  It  is  of  interest  to 
note  that,  in  those  early  days  of  emergency  medicine, 
these  physicians  received  a considerable  amount  of 
publicity  in  the  lay  press,  by  no  means  all  of  it  fa- 
vorable. Now,  the  public  has  come  to  accept  the 
emergency  room  as  an  essent  ial  part  of  overall  med- 
ical care. 

Because  of  continuing  advances  in  medical 
knowledge  and,  perhaps  more  particularly,  medical 
equipment,  it  has  become  necessary  for  emergency 
department  physicians  and  nurses  to  keep  abreafst 
of  latest  developments  in  all  related  fields.  Al- 
though, to  improve  today’s  results  of  treatment  of 
cancer  and  heart  disease,  it  would  be  necessary  to 
make  new  discoveries,  statisticians  have  estimated 
that,  by  better  utilization  of  the  resources  already  at 
our  disposal,  the  death  rate  from  severe  multiple 
injuries  could  be  reduced  by  from  20  to  50  per  cent.4 
In  most  parts  of  the  United  States,  the  prehospital 
death  rate  from  myocardial  infarction  is  55  to  60  per 
cent;  this  can  probably  be  halved  by  improving  pre- 
hospital care  to  the  maximum  extent  possible. 

One  aspect  of  emergency  medicine  which  tends  to 
be  overlooked  is  the  part  played  by  ambulance  at- 
tendants, both  professionals  and  volunteers.  At 
present,  in  most  parts  of  the  country  including  New 
York  State,  the  only  advanced  training  available  to 
an  ambulance  attendant  is  the  Emergency  Medical 
Technician’s  (E.M.T.)  rating.  In  New  York,  this 
involves  only  eighty-one  hours  of  instruction,  not  all 
of  it  medical  in  nature  and  the  majority  of  it  taught 
neither  by  physicians  nor  nurses.  Those  of  us  who 
do  teach  the  technician  course  feel  that  there  is  a 
tendency  to  expect  too  much  from  attendants  who 
have  had  so  little  instruction;  they  generally  perform 
creditably  despite  this.  In  some  states,  and  in  a very 
few  places  in  New  York,  advanced,  paramedic,  in- 
struction is  available  for  ambulance  attendants. 


If  medicine  is  to  utilize  its  resources  to  its  fullest, 
it  is  essential  that  all  ambulance  attendants  should 
be  trained  at  advanced  level;  unfortunately,  this  is 
at  present  impracticable. 

Parallel  with  the  development  of  A.C.E.P.  came 
the  desire  for  specialty  recognition  by  nurses  with  the 
formation  in  1969  of  the  E.D.N.A.  (Emergency  De- 
partment Nurses  Association).  This  organization 
developed  first  in  Buffalo,  New  York,  and  simulta- 
neously in  California.  The  national  organization  was 
formed  in  1970.  It  now  has  over  10,000  members  of 
whom  about  800  are  in  this  State.  The  Adirondack 
Chapter  of  E.D.N.A.  is  extremely  active  in  Upstate 
New  York. 

A.C.E.P.  and  E.D.N.A.  combine  their  annual  na- 
tionwide and  statewide  meetings,  where  speakers  and 
workshops  cover  topics  of  interest  to  both  physicians 
and  nurses  at  a level  appropriate  to  the  requirements 
of  both.  A.C.E.P.  is  in  the  process  of  organizing  its 
specialty  board  examinations,  which  should  be 
available  to  its  members  in  late  1977  or  early  1978. 
A.C.E.P.  requires  its  members  to  have  one  hundred 
fifty  hours  of  continuing  medical  education  every 
three  years  to  maintain  membership. 

One  interesting  sidelight  of  the  appearance  of 
specialists  in  emergency  medicine  has  been  the  re- 
action of  some  inpatient  physicians  in  community 
hospitals  whose  emergency  rooms  are  staffed  by 
full-time  physicians.  Some  inpatient  physicians, 
fortunately  the  number  continues  to  decrease,  have 
an  openly  unfriendly  attitude  toward  the  new  spe- 
cialists: the  fee  for  service  emergency  room  practi- 
tioner is  looked  on  as  a competitor  and  the  salaried 
one  is  looked  on  as  a member  of  administration. 

Emergency  physicians  treat  all  the  patients  other 
physicians  will  not  or  cannot  handle;  they  feel  that 
their  contribution  is  such  that  inpatient  physicians 
should  only  be  grateful  for  their  presence  and,  in- 
deed, most  of  them  are.  We  recognize  that  it  takes 
some  time  for  the  profession  fully  to  accept  the  con- 
cept of  a new  specialty.  We  believe  that  it  will  come 
to  pass  by  attention  to  proper  professional  standards, 
including  continuing  medical  education,  board  cer- 
tification, and  periodic  recertification. 

Director,  Emergency  Department 
Samaritan  Hospital 
Peoples  and  Burdett  Avenues 
Troy,  New  York  12180 
(DR.  CAMERON) 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Testing  in  Humans: 
Who, Where  & When. 


I he  weight  of  ethical  opinion: 

Few  would  disagree  that  the  effective- 
less  and  safety  of  any  therapeutic  agent 
>r  device  must  be  determined  through 
linical  research. 

But  now  the  practice  of  clinical  re- 
earch  is  under  appraisal  by  Congress,  the 
>ress  and  the  general  public.  Who  shall 
dminister  it?  On  whom  are  the  products 
o be  tested?  Under  what  circumstances? 
And  how  shall  results  be  evaluated  and 
itilized? 

The  Pharmaceutical  Manufacturers 
Association  represents  firms  that  are  sig- 
lificantly  engaged  in  the  discovery  and 
Jevelopment  of  new  medicines,  medical 
ievices  and  diagnostic  products.  Clinical 
research  is  essential  to  their  efforts.  Con- 
sequently, PMA  formulated  positions 
svhich  it  submitted  on  July  1 1,  1975,  to 
:he  Subcommittee  on  Health  of  the  Sen- 
ite  Labor  and  Public  Welfare  Committee, 
is  its  official  policy  recommendations. 
Here  are  the  essentials  of  PMA's  current 
rhinking  in  this  vital  area. 

l.PMA  supports  the  mandate  and 
mission  of  the  National  Commission  tor 
:he  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  and 
affers  to  establish  a special  committee 
i romposed  of  experts  of  appropriate 
disciplines  familiar  with  the  industry's 
research  methodology  to  volunteer  its 
service  to  the  Commission. 

l.PMA  supports  the  formation  of  an 
independent,  expert,  broadly  based  and 
representative  panel  to  assess  the  current 
state  of  drug  innovation  and  the  impact 
upon  it  of  existing  laws,  regulations  and 
procedures. 

3.  When  FDA  proposes  regulations, 
it  should  prepare  and  publish  in  the  Fed- 
eral Register  a detailed  statement  assess- 
ing the  impact  of  those  regulations  on 
drug  and  device  innovation. 

4«PMA  proposes  that  an  appropri- 
ately qualified  medical  organization  be 
encouraged  to  undertake  a comprehen- 
sive study  of  the  optimum  roles  and 
(responsibilities  of  the  sponsor  and  physi- 
cian when  company-sponsored  clinical 
research  is  performed  by  independent 
clinical  investigators. 


5*  PMA  recognizes  that  the  physician- 
investigator  has,  and  should  have,  the 
ultimate  responsibility  for  deciding  the 
substance  and  form  of  the  informed  con- 
sent to  be  obtained.  However,  PMA 
recommends  that  the  sponsor  of  the  ex- 
periment aid  the  investigator  in  dis- 
charging this  important  responsibility  by 
providing  (1)  a document  detailing  the 
investigator's  responsibilities  under  FDA 
regulations  with  regard  to  patientconsent, 
and  (2)  a written  description  of  the 
relevant  facts  about  the  investigational 
item  to  be  studied,  in  comprehensible 
lay  language. 

b.  In  the  case  of  children,  the  sponsor 
must  require  that  informed  consent  be 
obtained  from  a legally  appropriate  rep- 
resentative of  the  participant.  Voluntary 
consent  of  an  older  child,  who  may  be 
capable  of  understanding,  in  addition  to 
that  of  a parent,  guardian  or  other  legally 
responsible  person,  is  advisable.  Safety  of 
the  drug  or  device  shall  have  been  assessed 
in  adult  populations  prior  to  use  in 
children. 

7. PMA  endorses  the  general  prin- 
ciple that,  in  the  case  of  the  mentally 
infirm,  consent  should  be  sought  from 
both  an  understanding  subject  and  from 
a parent  or  guardian,  or  in  their  absence, 
another  legally  responsible  person. 

8.  Pharmaceutical  manufacturers 
sponsoring  investigations  in  prisons  must 
take  all  reasonable  care  to  assure  that  the 
facilities  and  personnel  used  in  the  con- 
duct of  the  investigations  are  suitable  for 
the  protection  of  participants,  and  for  the 
avoidance  of  coercion,  with  a respect  for 
basic  humanitarian  principles. 

Sponsors  intending  to  conduct  non- 
therapeutic  clinical  trials  through  the 
participation  of  employee  volunteers 
should  expand  the  membership  and  scope 
of  its  existing  Medical  Research  Commit- 
tee, or  establish  such  an  internal  Medical 
Research  Committee,  with  responsibility 
to  approve  the  consent  forms  of  all 
volunteers,  designs,  protocols  and  the 
scope  of  the  trial.  The  Committee  should 
also  bear  responsibility  to  ensure  full 
compliance  with  all  procedures  intended 
ro  protect  employee  volunteers'  rights. 

10  •Where  the  sponsor  obtains  medi- 
cal information  or  data  on  individuals,  it 
shall  be  accorded  the  same  confidential 


status  as  provided  in  codes  of  ethics  gov- 
erning health  care  professionals. 

11.  PMA  and  its  member  firms  accept 
responsibility  to  aid  and  encourage  ap- 
propriate follow-up  of  human  subjects 
who  have  received  investigational  prod- 
ucts that  cause  latent  toxicity  in  animals 
or,  during  their  use  in  clinical  investiga- 
tion, are  found  to  cause  unexpected  and 
serious  adverse  effects. 

12.  PMA  supports  the  exploration 
and  development  by  its  member  compa- 
nies of  more  systematic  surveillance  pro- 
cedures for  newly  marketed  products. 

13  •When  a pharmaceutical  manu- 
facturer concludes,  on  the  basis  of  early 
clinical  trials  of  a basic  new  agent,  that  a 
new  drug  application  is  likely  to  be  sub- 
mitted, a proposed  development  plan 
accompanied  by  a summary  of  existing 
data,  would  be  submitted  to  the  FDA. 
Following  a review  of  this  submission, 
the  FDA,  and  its  Advisory  Committee 
where  appropriate,  would  meet  with  the 
sponsor  to  discuss  the  development  plan. 
No  formal  FDA  approval  should  be  re- 
quired at  this  stage.  Rather,  the  emphasis 
should  be  on  identification  of  potential 
problems  and  questions  for  the  sponsor’s 
further  study  and  resolution  as  the  pro- 
gram develops. 

The  PMA  believes  that  health  profes- 
sionals as  well  as  the  public  at  large 
should  be  made  aware  of  these  13  points 
in  its  Policy  on  Clinical  Research.  For 
these  recommendations  envisage  con- 
structive, cooperative  action  by  industry, 
research  institutions,  the  health  profes- 
sions and  government  to  encourage  crea- 
tive and  workable  responses  to  issues 
involved  in  the  clinical  investigation  of 
new  products. 

Pharmaceutical  Manufacturers 
Association 

1155  Fifteenth  Street,  N.W 
Washington,  D.  C.  20005 
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Family  Physician 

History  of  Academy  of  Family 
Physicians  in  New  York  State 

Once  upon  a time  there  were  only  family  physicians. 
All  of  the  people  practicing  medicine  took  care  of  all 
the  illnesses  in  their  areas,  often  covering  great  dis- 
tances making  house  calls  by  horseback.  However, 
in  the  early  1900s  research  provided  the  field  of 
medicine  with  large  amounts  of  new  material,  and 
many  new  opportunities  opened.  To  many  men 
there  was  the  need  to  become  very  knowledgeable  in 
one  area  rather  than  trying  for  a broad,  basic 
knowledge  of  the  entire  person.  A natural  sequence 
to  this  was  an  assumption  made  by  many  medical 
students  that,  therefore,  a general  practitioner  was 
somehow  a lesser  physician  and  practiced  second- 
rate  medicine. 

This  attitude  was  intensified  during  the  years  of 
World  War  II  and  many  excellent  physicians  came 
out  of  the  Armed  Services  to  find  that  their  hospital 
privileges  were  sharply  curtailed  in  favor  of  the  other 
specialists.  In  addition,  subsidies  under  the  G.I.  bill 
enabled  many  men  to  return  to  postgraduate  edu- 
cation and  residency  positions  to  study  for  special- 
ization, but  no  provisions  were  made  for  continuing 
education  for  the  men  who  were  interested  in  the  area 
of  general  practice. 

Although  there  had  been  talk  of  organizing  general 
practitioners  as  early  as  1934,  in  December,  1940 
Medical  Economics  recommended  formation  of  an 
independent  organization  dedicated  to  general 
practice,  but  nothing  had  come  of  the  idea.  Now  a 
group  of  general  practitioners  in  California,  returning 
from  the  war,  found  their  hospital  privileges  vastly 
reduced.  They  banded  together  under  the  leader- 
ship of  Stanley  R.  Truman,  M.D.,  and  formed  the 
General  Practitioners  Association  which  was  incor- 
porated in  May,  1946.  The  purposes  of  this  organi- 
zation later  became  those  that  were  incorporated  into 
the  American  Academy  of  General  Practice. 

One  of  the  most  important  ideas  to  come  from  this 
organization  was  that  membership  should  not  be  on 
a permanent  basis,  but  should  be  contingent  on 
continued  postgraduate  study  so  that  membership 
would  be  on  a basis  of  continuing  merit  and  no  one 
would  become  an  embarrassment  to  the  organization 
because  he  had  failed  to  keep  up.  It  also  was  suc- 
cessful in  obtaining  hospital  privileges  for  its  mem- 
bers based  on  capability  and  proved  competence 
rather  than  on  artificial  structure  of  type  of  prac- 
tice. 

The  success  of  this  organization  was  related  at  the 
section  of  general  practice  at  the  meeting  of  the  AMA 
in  July  of  1946  in  San  Francisco.  Many  of  the  phy- 
sicians attending  this  meeting  were  discouraged  be- 
cause they  found  that  hospital  privileges  everywhere 
were  being  taken  away  only  because  they  were  listed 
as  general  practitioners.  Dr.  Truman  outlined  the 


purposes  of  the  General  Practitioners  Association: 
“To  promote  and  maintain  high  standards  of  general 
practice  of  medicine  and  surgery;  to  encourage  and 
assist  in  providing  postgraduate  study  for  general 
practitioner  of  medicine  and  surgery;  to  perpetuate 
the  relationship  between  the  family  doctor  and  the 
patient;  and  to  protect  the  right  of  the  general  prac- 
titioner to  engage  in  medical  and  surgical  procedures 
for  which  he  is  qualified  by  training  or  experi- 
ence.” 

This  gave  the  impetus  to  the  idea  for  a national 
organization,  and  several  men  took  the  job  of  laying 
the  groundwork  to  organize  such  a group  at  the  AMA 
annual  meeting  in  Atlantic  City  in  1947. 

The  purposes  of  the  new  organization  were  taken 
from  the  General  Practitioners  Association  in  Cali- 
fornia, as  was  the  principle  of  continued  education 
for  maintenance  of  membership,  which  was  set  at  one 
hundred  fifty  hours  every  three  years.  A constitu- 
tion and  bylaws  were  developed.  These  were  voted 
on  in  a meeting  on  June  10, 1947.  The  organization 
was  named  the  American  Academy  of  General 
Practice,  and  officers  and  a board  of  directors  were 
elected.  It  was  determined  that  each  state  would 
have  two  delegates  so  that  each  would  have  equal 
representation  in  the  national  organization. 

State  organizations 

From  this  beginning  on  a national  basis,  the  or- 
ganization spread  out  to  the  states.  William 
Buecheler,  M.D.,  of  Syracuse,  became  the  spearhead 
in  New  York  State,  and  the  New  York  State  chapter 
was  chartered  on  April  28,  1948,  on  the  basis  of  a 
petition  dated  April  4,  1948,  signed  by  12  general 
practitioners  in  the  State.  New  York  was  the  ninth 
state  to  receive  its  charter.  Dr.  Buecheler  was 
elected  the  first  president  of  the  organization  and 
served  two  years  in  this  capacity. 

The  first  State  meeting  was  called  for  October, 
1948,  at  the  Hotel  Syracuse.  An  interesting  note  is 
that  3 of  the  12  physicians  who  signed  the  New  York 
State  Charter  are  still  active,  Frank  Leone,  M.D., 
Jacob  Mishkin,  M.D.,  and  Morton  Spielman,  M.D. 
Dr.  Buecheler  was  also  one  of  the  delegates  to  the 
American  Academy  of  General  Practice,  and  subse- 
quently he  served  on  the  board  of  directors  of  the 
national  organization  from  1950  to  1953. 

County  constituent  chapters  were  developed,  and 
by  1950  this  phase  of  the  organization  of  the  academy 
was  completed.  During  this  time  the  New  York 
State  chapter  had  influence  in  the  affairs  of  the 
American  Academy  through  members  who  were  also 
national  officers.  Dr.  Buecheler,  was  a member  of 
the  board  of  directors  from  1950  to  1953;  Floyd  C. 
Bratt,  M.D.,  Rochester,  was  on  the  board  of  directors 
from  1956  to  1959,  chairman  of  the  board  from  1958 
to  1959,  vice  president  from  1959  to  1960,  presi- 
dent-elect from  1960  to  1961,  and  president  from 
1961  to  1962;  Richard  Bellaire,  M.D.,  Saranac  Lake, 
was  on  the  board  of  directors  from  1965  to  1968;  and 
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Louis  Bush,  M.D.,  Baldwin,  was  on  the  board  of  di- 
rectors from  1969  to  1972,  and  vice-president  from 
1972  to  1973.  In  addition,  many  members  of  the 
New  York  State  chapter  have  served  and  are  now 
serving  on  commissions  and  committees  of  the 
American  Academy  of  Family  Physicians. 

In  the  fall  of  1950,  the  State  office  was  established. 
At  this  time  Raymond  S.  McKeeby,  M.D.,  who  was 
secretary-treasurer  from  1950  until  1963,  hunted  for 
the  old  records  and  transferred  most  of  them  to  the 
new  headquarters  office  which  was  established  in 
Binghamton,  since  this  was  the  area  where  Dr. 
McKeeby  had  his  practice.  The  first  secretary  hired 
for  this  office  in  1951,  Mrs.  Anne  Rogers,  is  still 
serving,  now  as  an  assistant  to  the  executive  director. 
Carl  Weber  was  hired  as  a field  service  manager  in 
1960  and  served  for  about  three  years.  After  he  left, 
his  positon  remained  vacant  until  LawTence  Kennedy 
was  chosen  by  the  board  of  directors  as  executive 
director  in  November,  1966. 

Training  program 

Meanwhile,  Academy  members  felt  that  the 
medical  knowledge  needed  for  a physician  to  deliver 
quality  care  on  a broad  base  meant  that  the  medical 
student  had  to  do  something  besides  graduate,  take 
a year’s  rotating  internship,  and  then  enter  the 
practice  of  medicine.  Together  with  the  AMA,  The 
American  Academy  formulated  a plan  for  a three- 
year  residency  program  and  establishment  of  the 
twentieth  specialty  in  family  practice,  The  American 
Board  of  Family  Practice.  This  became  a reality  in 
February,  1969:  a recognition  by  the  medical  com- 
munity that  a physician  can  be  a specialist  in  breadth 
as  well  as  in  depth. 

There  were  several  unique  features  of  the  Ameri- 
can Board  of  Family  Practice  as  it  was  approved  by 
the  AMA: 

1.  Included  on  the  board  were  representatives  from 
the  other  specialties,  providing  that  expertise  in  each 
field  that  the  resident’s  training  would  cover. 

2.  There  was  no  grandfather  clause  for  those  physi- 
cians who  had  been  in  practice  for  many  years.  To 
qualify  as  a diplomate,  each  physician  had  to  take  a 
stiff  two-day  test  and  pass. 

3.  Each  diplomate  must  be  recertified  by  reexami- 
nation every  six  years,  thus  insuring  that  these  mem- 
bers would  keep  working  to  stay  on  top. 

As  the  specialty  was  approved,  the  mechanism 
for  establishment  of  residency  programs  was  devel- 
oped. In  New  York  State  the  Conklin-Cook  law 
mandating  the  establishment  of  family  practice 
programs  in  State  schools  was  passed  on  March  25, 
1969.  Subsequently,  residency  programs  were  first 
started  at  Deaconess  Hospital,  Buffalo;  Highland 
Hospital,  Rochester;  and  St.  Joseph’s  Hospital, 
Syracuse;  and  have  grown  from  there  until  there  are 
now  14  of  these  programs  with  235  residents  in  the 
State. 

In  late  1971  the  name  of  the  American  Academy 
of  General  Practice  was  changed  to  the  American 


Academy  of  Family  Physicians  since  it  was  felt  that 
the  term  “family  physician”  was  more  descriptive  of 
true  function.  Today’s  family  physician  is  being 
trained  to  provide  continuing,  comprehensive  care 
within  the  context  of  the  family  unit.  He  has  train- 
ing in  behavioral  sciences  and  special  interest  in 
preventive  medicine. 

At  this  same  time,  it  was  recognized  that  many 
family  physicians  were  old  enough  so  that  the  desire 
and/or  need  to  take  a certifying  examination  to  be- 
come a specialist  was  not  very  appealing.  And  yet, 
these  men  and  woman  had  been  faithful  to  the 
principles  of  postgraduate  education  for  many  years, 
and  it  was  felt  that  there  was  a need  to  recognize  their 
accomplishments.  In  1972  the  Fellowship  of  the 
American  Academy  of  Family  Physicians  was  created 
for  those  members  who  had  either  passed  the  new 
Board  examinations  or  had  taken  six  hundred  or 
more  hours  of  postgraduate  study. 

Recognizing  that  students  were  interested  in 
family  practice  but  that  they  frequently  did  not  have 
access  to  role  models,  the  New  York  State  Academy 
was  one  of  the  first  State  chapters  to  establish  stu- 
dent affiliate  membership  in  1971,  and  to  promote 
the  development  of  family  practice  clubs  at  the 
medical  schools  within  the  State.  We  now  have 
about  800  student  affiliate  members  out  of  a total 
state  membership  of  3,000  physicians.  There  are 
now  more  student  members  than  there  were  original 
physician  members  when  the  New  York  State 
Academy  of  General  Practice  was  established  in  1949 
with  729  names  on  the  roster. 

Conclusion 

Recent  years  saw  the  need  for  greater  definition 
of  family  practice  and  the  family  physician,  and  so 
for  several  years  our  members,  under  the  leadership 
of  Clement  Boccalini,  M.D.,  and  with  the  assistance 
of  the  Medical  Society  of  the  State  of  New  York 
delegation  to  the  AMA,  were  involved  in  developing 
such  statements.  These  definitions  were  finally 
adopted  by  the  congress  of  delegates  of  the  New  York 
State  Academy  of  Family  Physicians  in  1974,  and 
then  the  American  Academy  of  Family  Physicians 
in  October,  1975.  Thus  as  the  New  York  State 
Academy  of  Family  Physicians  holds  its  twenty- 
eighth  annual  meeting  and  scientific  convention,  we 
represent  the  family  physician  who  provides  health 
care  in  the  discipline  of  family  practice.  Our  training 
and  experience  qualify  us  to  practice  in  the  several 
fields  of  medicine  and  surgery.  We  are  educated  and 
trained  to  develop  and  bring  to  bear,  in  practice, 
unique  attitudes  and  skills  which  qualify  us  to  pro- 
vide continuing,  comprehensive  health  maintenance 
and  medical  care  to  the  entire  family  regardless  of 
sex,  age,  or  type  of  problem,  be  it  biological,  behav- 
ioral, or  social.  We  physicians  serve  as  the  patient’s 
or  family’s  advocate  in  all  health-related  matters, 
including  the  appropriate  use  of  consultants  and 
community  resources.  We  have  defined  our  practice 
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as  comprehensive  medical  care  with  particular  em- 
phasis on  the  family  unit,  in  which  the  physician’s 
continuing  responsibility  for  health  care  is  not  lim- 
ited by  the  patient’s  age  or  sex,  nor  by  a particular 
organ  system  or  disease  entity.  Family  practice  is 
the  specialty  in  breadth  which  builds  on  a core  of 
knowledge  derived  from  other  disciplines,  drawing 
most  heavily  on  internal  medicine,  pediatrics,  ob- 
stetrics and  gynecology,  surgery,  and  psychiatry,  and 
which  establishes  a cohesive  unit,  combining  the 
behavioral  sciences  with  the  traditional  biological 
and  clinical  sciences.  The  core  of  knowledge  en- 
compassed by  the  discipline  of  family  practice  pre- 
pares the  family  physician  for  a unique  role  in  patient 
management,  problem  solving,  counseling,  and  as  a 
personal  physician  who  coordinates  total  health  de- 
livery. 

And  so,  in  this  bicentennial  year,  we  see  the  New 
York  State  Academy  of  Family  Physicians  involved 
in  programs  to  continuously  educate  its  members  so 
that  they  may  properly  utilize  the  vast  resources  of 
modern  medicine,  through  appropriate  consultations 
and  education  in  order  to  continue  to  benefit  the 
most  important  people  of  all,  the  patients. 

84  Main  Street 
Binghamton,  N.Y.  13905 

Internal  Medicine 

HERBERT  BERGER,  M.D. 

Staten  Island,  New  York 

Historian,  New  York  State  Society  of  Internal  Medicine 

While  the  history  of  the  Empire  State  goes  back 
to  1524  and  Giovanni  DeVerrazano,  an  Italian  ex- 
plorer serving  under  Francis  the  First  of  France, 
there  is  no  record  of  a physician  serving  on  board  his 
ship.  Similarly  the  story  of  Henry  Hudson’s  visit  in 
1609  makes  no  mention  of  his  ship’s  surgeon,  if  there 
was  one. 

There  were  many  self-styled  physicians  in  the  early 
days  of  colonization,  but  most  of  these  had  no  formal 
training,  not  even  a preceptorship  under  a recognized 
physician.  Literally  anyone  could  declare  himself 
a physician,  and  many  people  took  on  these  tasks 
with  no  background  whatsoever. 

Early  trained  physicians 

John  Bard,  M.D.,  an  Edinburgh-trained  physician, 
is  one  of  the  earliest  recognized  medical  people  in  the 
city  and  State  of  New  York.  He  organized  the  So- 
ciety of  Gentlemen  in  1 749  which  comprised  several 
physicians  and  laymen.  There  is  no  proof  that  this 
was  an  exclusively  medical  society  even  though 
medical  papers  were  presented.  Dr.  Bard’s  greatest 
contribution  to  New  York  medicine,  however,  was  his 
son  Samuel.  He  studied  under  his  renowned  father 


FIGURE  1.  John  Fothergill,  M.D.,  a sculpture  by  Josia 
Wedge  wood. 

until  he  was  fourteen,  when  he  was  sent  off  to  Edin 
burgh  to  complete  his  medical  education.  He  wa 
captured  on  the  way  by  a French  privateer  and  sper 
six  months  in  jail  before  his  release  could  be  effecter 
He  and  William  Shippen,  M.D.,  of  Philadelphi 
were  taken  into  the  confidence  of  John  Fothergil 
M.D.,  an  eminent  Edinburgh  professor.  The  latter 
likeness  has  been  preserved  in  a priceless  sculptui 
by  Josiah  Wedgewood  (Fig.  1).  The  original  is  in  tk 
Zeitlin  Museum  in  Merion,  Pennsylvania.  D 
Fothergill  urged  both  of  his  students  to  establis 
medical  schools  in  the  colonies.  Traveling  to  Ei 
gland,  Scotland,  or  Europe  for  medical  education  wf 
beyond  too  many  prospective  students.  Shippe 
returned  earlier  than  Samuel  Bard,  M.D.,  an 
quickly  established  the  University  of  Pennsylvan 
Medical  School,  the  first  in  the  colonies.  Bar 
stayed  on  to  win  first  prize  in  botany  and  graduate 
from  Edinburgh  in  1765.  He  returned  and  estal 
lished  what  is  now  the  College  of  Physicians  an 
Surgeons  of  Columbia  University,  then  Kings  Co 
lege.  He  became  professor  of  theory  and  practice  > 
physic  and  is  probably  New  York  State’s  first  inte 
nist.  He  distinguished  himself  almost  at  once  in  h 
treatise  on  typhus  in  New  York  Harbor.  His  di 
course  on  the  duties  of  a physician  given  to  the  fir 
graduating  class  of  Kings  College  is  still  frequent 
quoted.  He  became  the  physician  to  George  Was! 
ington  during  the  General’s  stay  in  New  York,  whi< 
was  the  first  capital  of  the  United  States. 
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He  collaborated  with  David  Hossack,  M.D.,  in 
some  studies  on  angina  and  suffoctina  (diphtheria) 
and  was  awarded  for  this  effort  an  honorary  Doctor 
of  Daw  degree  by  Princeton  University.  Dr.  Hossack 
completed  his  own  studies  under  Rard  and  became 
his  partner,  with  offices  at  44  Franklin  Street,  New 
York  City.  He  received  his  undergraduate  training 
at  Princeton  and  received  his  M.D.  degree  from  the 
University  of  Pennsylvania.  His  postgraduate 
studies  of  two  years  took  place  in  London  and  Ed- 
inburgh. Following  this  he  practiced  in  Alexandria, 
Virginia,  and  then  came  back  to  join  his  preceptor, 
Dr.  Bard.  He  founded  the  Medical  and  Philosphical 
Register  in  1810,  and  wrote  extensively  on  yellow 
fever  which  was  a plague  in  all  port  cities.  His  son 
Alexander  became  a surgeon  and  was  one  of  the 
founders  of  the  New  York  Academy  of  Medicine. 
Hossack  Hall  at  this  venerable  institution  is  named 
after  him. 

Another  early  internist  was  John  W.  Francis,  M.D., 
the  second  president  of  the  New  York  Academy  of 
Medicine  and  an  1811  graduate  of  the  College  of 
Physicians  and  Surgeons;  he  became  chairman  of  the 
Department  of  Materia  Medica  at  his  alma  mater. 
He  was  a well-known  literary  figure,  and  his  home  at 
Number  One  Rond  Street  was  frequented  by  James 
Fenimore  Cooper,  Washington  Irving,  Daniel  Web- 
ster, and  DeWitt  Clinton.  He  later  became  professor 
of  medicine  at  the  Rutgers  College  of  Medicine 
which,  although  operating  under  a New  Jersey 
charter,  was  then  located  in  New  York  City.  His 
study  on  “Acute  Peritonitis  Secondary  to  Strangu- 
lation of  an  Internal  Hernia  Due  to  an  Infected 
Meckle’s  Diverticulum”  is  a classic. 

In  1807  William  McClelland,  M.D.,  an  Albany 
practitioner,  helped  organize  and  became  the  first 
president  of  the  Medical  Society  of  the  State  of  New 
York. 

Yellow  fever  had  become  so  important  as  the  cause 
of  death,  with  epidemic  after  epidemic  in  the  port, 
that  an  attempt  was  made  to  sequester  immigrants 
in  quarantine  stations.  In  1758  these  individuals 
were  kept  on  Bedloe’s  Island,  now  the  site  of  the 
Statue  of  Liberty.  When  their  numbers  became  too 
large  to  be  kept  in  such  a small  area,  they  were  moved 
to  Governor’s  Island  and  later  in  1799  to  Staten 
Island.  Quarantine  was  not  strict,  and  it  was  possible 
to  buy  one’s  way  out.  Similarly  individuals  could 
easily  escape,  and  so  within  the  first  year  that  the 
station  was  located  on  Staten  Island,  in  1800,  there 
were  74  deaths  outside  the  station  from  yellow  fever. 
These  rose  regularly  year  after  year.  In  1848,  180 
nonquarantined  Staten  Islanders  died  of  yellow 
fever.  The  citizens  of  Staten  Island  tried  desperately 
to  get  this  pesthouse  removed  from  their  community. 
Their  patience  was  amazing  because  they  kept 
applying  year  after  year  to  the  legislators  with  no 
success.  On  the  night  of  September  1 and  2 of  1858 
two  local  citizens  with  the  help  of  the  local  medical 
society  removed  all  the  patients  from  the  quarantine 


buildings  and  then  burned  them  to  the  ground. 
Judge  Metcalf,  before  whom  two  of  the  arsonists,  Ray 
Tompkins  and  John  Thompson,  were  tried,  freed 
them  for  having  commited  “an  act  of  well-inten- 
tioned violence  which  exempted  them  from  respon- 
sibility.” Justice  at  that  time  obviously  had  20-20 
vision. 

About  this  time  a group  of  physicians  in  the  City 
of  Brooklyn  attempted  to  start  a medical  school 
there.  They  had  several  very  turbulent  years  indeed 
when  finally  they  secured  from  the  University  of 
Buffalo  a professor  of  medicine  whose  name  we  all 
remember,  Austin  Flint,  M.D.  With  his  arrival  this 
school,  which  became  Long  Island  College  of  Medi- 
cine and  continues  today  as  Downstate  Division  of 
the  University  of  the  State  of  New  York  Medical 
School,  prospered  and  continues  to  be  a force  for 
education,  patient  care,  and  research. 

Recognizing  that  many  important  physicians  and 
institutions  must  remain  unmentioned  despite  the 
fact  that  they  richly  deserve  to  have  many  para- 
graphs written  about  them,  we  go  on  to  Stephen 
Smith,  M.D.,  in  1865.  He  reported  that  there  were 
23,000  deaths  annually  in  New  York  State  from 
preventable  disease.  He  referred  primarily  to 
cholera  which  was  endemic.  It  was  he  who  engaged 
the  interest  of  Gov.  Ruben  C.  Fenton,  who  organized 
what  was  the  first  board  of  health  in  the  United 
States.  The  Governor  appointed  James  Crane, 
M.D.,  Willard  Parker,  M.D.,  John  O.  Stone,  M.D., 
and  John  Swineburne,  M.D.,  who  was  the  health  of- 
ficer of  the  Port  of  New  York,  to  this  new  board.  Dr. 
Smith  was  engaged  by  them  to  create  a sanitary  code 
which  became  a model  for  other  communities 
throughout  the  United  States.  The  success  of  the 
board’s  efforts  to  eliminate  cholera,  which  included 
a house-to-house  search  for  victims,  is  apparent  from 
statistics  of  those  days.  Prior  to  the  advent  of  the 
Sanitary  Code  there  were  40  deaths  per  thousand 
from  this  one  disease.  Two  years  later  only  15  deaths 
per  thousand  were  reported.  He  was  opposed  by 
many  manufacturers  who  claimed  that  the  new  laws 
were  ruining  their  business.  This  certainly  sounds 
like  1976.  Only  after  a legislator  acquired  typhus 
from  a new  garment  which  was  made  in  a substan- 
dard sweatshop  were  the  new  laws  finally  initiated 
and  enforced. 

Some  idea  of  the  conditions  of  those  times  can  be 
ascertained  from  the  April  9, 1866,  issue  of  the  New 
York  Times  which  described  at  length  the  enormous 
number  of  patients  suffering  from  erysipelas,  pyemia, 
and  gangrene  in  the  city  hospitals.  Dr.  Smith  ap- 
plied his  skills  to  these  problems  with  salutary  re- 
sults. At  the  same  time  E.  H.  Squibb,  M.D.,  began 
his  efforts  to  disinfect  our  prisons.  These  highly 
motivated  physicians  managed  to  clear  pollution 
from  the  streets,  cleaned  up  the  slaughterhouses,  and 
made  it  unlawful  for  people  to  live  in  cellars. 
Strangely  enough  they  were  adequately  funded,  and 
the  courts  upheld  their  closing  of  factories  and  stores 
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which  were  unsanitary.  Among  these  were  such  in- 
dustrial greats  as  the  Manhattan  Gas  Company.  All 
told  68  businesses  had  to  cease  operation  by  March 
27,  1866.  Another  New  Yorker,  James  B.  Taylor, 
M.D.,  introduced  the  vaccination  against  smallpox 
in  1874. 

The  first  woman  to  be  graduated  as  a physician  in 
the  United  States  was  Elizabeth  Blackwell  who  was 
born  in  Bristol,  England,  in  1821.  In  1849  she  re- 
ceived her  M.D.  degree  from  the  Medical  School  of 
Geneva,  New  York.  She  took  postgraduate  studies 
at  St.  Bartholomew’s  Hospital  in  London  and  then 
she  returned  to  America,  where  she  established  the 
first  hospital  entirely  staffed  by  women  in  1857.  She 
later  built  the  first  medical  school  for  women.  So- 
phia Jex  Blake  was  her  first  student.  Her  name  was 
entered  into  the  roster  of  the  General  Medical 
Council  of  England,  another  first.  Prominent  in  the 
State  at  that  time  was  Prof.  Charles  G.  Staughton  of 
Buffalo. 

Internal  medicine  as  specialty 

In  1915  internal  medicine  became  recognized  as  a 
specialty  with  the  founding  of  the  American  College 
of  Physicians.  A prominent  New  York  member  of 
the  profession,  Heinrich  Stern,  M.D.,  attended  a 
meeting  of  the  Royal  College  of  Physicians  in  London 
in  1913.  He  reasoned  that  an  organization  of  like 
stature  and  learning  was  necessary  in  the  United 
States.  His  efforts  made  the  American  College, of 
Physicians  a reality.  Shortly  after  his  graduation 
from  a medical  school  in  New  York  he  won  the  New 
York  County  Medical  Society’s  prize  for  a paper  on 
diabetes.  He  founded  and  edited  the  Archives  of 
Diagnosis  and  was  a professor  of  medicine  at  the 
German  Westside  Post  Graduate  School  of  Medicine. 
His  efforts  coupled  with  the  Flexner  report  and  the 
Council  of  Medical  Education  of  the  American 
Medical  Association  brought  about  a reduction  in  the 
total  number  of  medical  schools,  eliminating  the 
commercial  ones,  from  160  to  96  in  only  ten  years, 
and  upgrading  the  remainder.  Consultants  as  they 
were  known,  rather  than  as  internists,  at  that  time 
rose  to  their  position  of  eminence  only  after  years  of 
general  practice  and  a reputation  for  skillful  diag- 
nosis and  therapy  had  been  built.  This  then  was 
followed  by  years  of  postgraduate  training  abroad  in 
internal  medicine  and  pathology. 

There  existed,  about  the  same  time,  a friendly  rival 
society  of  internists  called  the  American  Congress  of 
Internal  Medicine.  They  met  together  and  in  fact 
one  could  not  become  a Fellow  of  the  American 
College  of  Physicians  unless  he  was  a member  of  the 
American  Congress.  Finally  in  1926  it  seemed  wise 
for  these  two  organizations  to  combine,  and  all 
members  of  the  American  Congress  became  asso- 
ciates in  the  American  College  of  Physicians.  The 
infant  college  by  the  end  of  1915  had  1 2 members,  all 
of  them  New  Yorkers.  Reynolds  Webb  Wilcox, 
M.D.,  was  elected  first  president  and  Heinrich  Stern, 


M.D.,  secretary  general.  The  organization  was  in- 
corporated in  Delaware  and  became  a national  one 
with  a meeting  in  Pittsburgh  the  following  year.  On 
the  sudden  death  of  Dr.  Stern  the  secretary  gener- 
alship passed  to  Joseph  H.  Byrne,  M.D.,  whose  in- 
defatigable efforts  helped  make  the  college  the  force 
in  internal  medicine  that  it  is  today. 

Twenty-one  years  later  the  American  Board  of 
Internal  Medicine  was  originated.  Many  New 
Yorkers  played  a part  in  the  establishment  of  criteria 
for  the  training  of  internists  and  subsequent  exami- 
nation and  certification.  At  present  Victor  Logan, 
M.D.,  of  Rochester  and  George  A.  Perara,  M.D.,  of 
New  York  serve  on  the  board. 

In  the  late  1950s  it  became  apparent  that  the 
American  College  had  become  one  of  the  prime  sci- 
entific organizations  of  our  country.  However,  it  was 
reluctant  to  address  itself  to  economic  problems 
which  were  beginning  to  appear  on  the  horizon  for 
internal  medicine.  With  the  advent  of  medical  care 
insurance  internal  medicine  suffered,  for  the  carriers 
failed  to  differentiate  between  internists  and  general 
practitioners.  They  originally  had  insured  only 
surgery  and  were  accustomed  to  paying  for  what  the 
physician  did  rather  than  for  what  he  thought.  Long 
study  for  careful  diagnosis  which  made  up  so  much 
of  internal  medicine  could  not  be  pursued  under  such 
economic  duress.  Internists  were  being  forced  into 
volume  practice  to  earn  a livelihood. 

The  problem  obtained  a quick  solution  by  the 
formation  of  a socioeconomic  organization  called  the 
California  Society  of  Internal  Medicine.  Several 
from  New  York  visited  with  Lewis  Bullock,  M.D.,  the 
president  of  the  California  society  in  Los  Angeles, 
and  suggested  that  the  organization  become  national. 
At  the  next  meeting  of  the  American  College  in 
Boston  Paul  Carlson,  M.D.,  Virgil  Boeck,  M.D.,  and 
I were  recognized  as  representing  New  York  State 
even  though  the  Society  of  Internal  Medicine  in  New 
York  State  at  that  time  was  nonexistent.  We  elected 
Paul  Carlson,  M.D.,  of  Syracuse  as  our  first  president, 
and  in  the  next  few  years  set  about  organizing  and 
incorporating  15  component  societies  into  the  New 
York  State  Society  of  Internal  Medicine.  From  these 
small  beginnings  this  organization  has  now  reached 
a membership  of  12,000  and  has  become  a powerful 
force  for  the  recognition  of  our  specialty.  It  operates 
on  the  principle  that  the  socioeconomic  and  scientific 
aspects  of  internal  medicine  are  facets  of  the  same 
monolithic  structure.  Members  of  the  American 
Society  of  Internal  Medicine  include  distinguished 
physicians  representing  both  town  and  gown.  The 
organization  is  not  in  any  way  a rival  of  the  American 
College  of  Physicians;  most  internists  are  members 
of  both  organizations.  Our  relationship  with  the 
College  is  cordial  and  cooperative. 

Internal  medicine  has  now  spawned  some  two 
dozen  subspecialties,  and  more  are  on  the  horizon. 
It  seems  certain  that  the  future  of  our  specialty  is 
bright  as  remedies  are  discovered  for  so  many  dis- 
eases which  now  must  be  treated  by  the  extirpation 
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or  destruction  of  pathologic  tissue.  Many  diseases 
which  are  now  fatal  will  one  day  he  successfully 
managed.  Just  as  the  thirties  witnessed  a tremen- 
dous drop  in  mortality  rate  with  the  advent  of  the 
antibiotics,  so  will  a future  decade  celebrate  the 
medical  management  of  the  degenerative  diseases 
and  cancer. 

History,  as  Newton  states,  forces  us  to  remember 
that  we  “see  further  only  because  we  have  been 
standing  on  the  shoulders  of  giants.”  One  of  these 
i was  Harlow  Brooks,  M.D.,  professor  of  medicine  at 
New  York  University.  His  humanity  and  his 
greatness  can  best  be  illustrated  by  a true  story.  In 
the  depths  of  the  great  depression,  and  in  my  first 
year  of  practice,  I was  called  on  to  treat  a ten-year-old 
boy  with  lobar  pneumonia.  The  lad  deteriorated 
rapidly,  became  cyanotic,  unconscious,  and  dis- 
tended. The  family  mobilized  as  they  were  informed 
of  the  pat  ient’s  critical  condit  ion.  I urged  a consul- 
tation. Finally  after  the  family  emptied  their 
pockets,  they  asked  “Who  is  the  best  man  in  New 
York?”  Dr.  Brooks  agreed  to  come  30  miles  to 
Tottenville,  Staten  Island,  the  next  morning.  The 
fee,  $100,  was  an  enormous  sum  in  the  early  thirties. 

That  night  after  completing  my  house  calls  I re- 
turned to  sit  at  the  side  of  the  dying  boy.  As  I sat 
there  through  the  night  trying  to  get  some  fluids  into 
him  with  a Murphy  drip  (proctoclysis),  w'ith  more  in 
the  bed  than  the  patient,  and  giving  oxygen  and 
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In  1776,  with  the  thirteen  colonies  in  the  throes  of 
a Fierce  struggle  for  independence,  medical  progress 
in  America  was  almost  at  a standstill.  Specialization 
was  unknown;  indeed  medical  education  itself  was 
scant.  The  only  two  medical  schools  established 
prior  to  the  Revolutionary  War,  the  Medical  College 
of  Philadelphia,  established  in  1765  and  later  to  be- 
come University  of  Pennsylvania,  and  the  Medical 
College  of  King’s  College,  established  in  1768  and 
later  to  become  Columbia  University  College  of 
Physicians  and  Surgeons,  had  to  shut  down  during 
the  war.  Of  the  3,500  “physicians”  in  the  colonies, 
only  about  400  had  medical  degrees.*  A brief  review 
of  medical  education  in  those  days  is  perhaps  in 
order. 

The  common  practice  among  the  colonials  in  the 

* The  first  medical  degree  conferred  in  New  York  State  was  on 
Samuel  Kissam  in  1770.  There  was  only  one  prior  conferment, 
on  John  Archer,  in  Philadelphia,  in  1768,  but  there  are  doubts 
about  the  legitimacy  of  this  conferment. 


applying  turpentine  stupes  to  the  distended  abdo- 
men, I realized  that  Sir  Arthur  Luke  Fildes’  portrait 
of  “The  Doctor”  was  as  much  a picture  of  frustration 
as  of  dedication.  How  much  more  an  injection  of 
penicillin  would  have  done. 

At  4:00  A.M.  the  boy  opened  his  eyes,  asked  for 
food,  and  ate  and  drank  heartily.  This  was  the 
miracle  of  the  “crisis,”  something  which  is  practically 
unknown  now.  He  looked  perfectly  well.  The  rales 
and  ronchi  in  his  lung  sounded  exactly  the  same,  but 
he  looked  fine. 

Dr.  Brooks  arrived  in  his  limousine  at  practically 
7:00  A.M.  A chauffer  and  footman  were  ensconced 
in  the  front  seat.  He  was  immaculate,  white  whip- 
cord on  his  vest,  and  a long  black  ribbon  attached  to 
his  glasses:  I,  unshaven  in  yesterday’s  clothes  and 
forty  years  his  junior. 

He  meticulously  examined  this  perfectly  healthy 
lad:  performed  a rectal  examination,  which  I hadn’t 
done,  and  investigated  the  now  discarded  oxygen  and 
the  concentration  of  the  turpentine  in  the  stupes. 
Finally  he  asked  whether  he  and  I could  retire  to  a 
room  where  we  could  discuss  the  case  alone. 

When  the  door  was  closed  he  slapped  me  on  the 
back  and  his  whole  discussion  consisted  of  ten  words: 
“Berger — why  didn’t  you  insist  that  I come  last 
night?” 
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eighteenth  century  was  to  obtain  medical  training  in 
European  centers  such  as  Edinburgh,  London, 
Leiden,  and  Vienna.  Those  unable  to  make  this 
journey  received  training  through  apprenticeships 
to  practitioners  who  had  acquired  foreign  education. 
This  was  essentially  “bedside”  training,  something 
not  yet  offered  in  European  schools,  where  instruc- 
tion was  comprised  of  didactic  lectures  and  totally 
on  a theoretical  level.  Lecture  series  were  also 
available  in  the  colonies.  Disciples  of  the  Monros, 
the  Hunters,  Cullen,  Bell,  Cheselden,  Boerhaave, 
Haller,  and  other  medical  luminaries  returned  home 
and  instituted  lectures  of  their  own  on  anatomy  and 
surgery.  The  first  such  series  of  lectures  was  insti- 
tuted by  William  Hunter  of  Rhode  Island,  a relative 
of  the  famed  Hunter  brothers  in  London,  and 
Thomas  Cadwalader  of  Philadelphia.  On  his  return 
from  the  continent  in  1752,  Cadwalader  gave  lectures 
and  courses  on  cadaver  dissection.  In  1754,  Hunter 
started  his  lectures  in  Newport.  These  two  lecture 
series  were  probably  the  First  academically-oriented 
instruction  courses  in  America.  In  1762,  William 
Shippen,  Jr.,  returned  from  Edinburgh  and  delivered 
his  celebrated  lectures  on  anatomy.  These  were  held 
annually  until  interrupted  by  the  war.  In  the  ensu- 
ing years,  similar  lectures  were  given  in  Boston, 
Baltimore,  and  other  cities  by  returnees  from  Europe. 
However,  the  fact  remained  that  travel  between  the 
states  was  both  difficult  and  dangerous;  it  was  far 
easier  to  go  abroad  for  one’s  education,  and  this  was 
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to  be  the  custom  for  the  next  one  hundred  fifty  years, 
particularly  with  the  increase  in  ease  of  transatlantic 
travel. 

Gradations  of  medical  education  brought  into 
being  three  main  groups  of  practitioners.  There 
were,  first,  the  physicians,  university  trained,  who 
were  engaged  mostly  in  didactic  teaching,  and  who 
had  very  little  actual  contact  with  patients.  They 
were  “the  doctors,”  enjoying  the  greatest  prestige. 
The  second  group,  lower  on  the  social  and  scientific 
scale,  were  the  surgeons.  These  received  training 
mainly  through  bedside  and  hospital  apprentice- 
ships. Their  title  was  “mister”  to  denote  their  lesser 
status,  although  today  this  title  bears  considerably 
more  prestige  in  Great  Britain  A subdivision,  the 
barber-surgeons,  whose  blades  were  the  most  active, 
performed  with  equal  frequency  venesection  and 
barbering,  often  with  the  same  razor.  The  third 
group,  the  apothecaries,  were  the  actual  general 
practitioners,  prescribing,  concocting,  and  selling 
medication.  The  splinter  groups  also  flourished: 
the  midwives,  an  ignorant  lot,  who  dominated  the 
field  of  obstetrics,  and  the  itinerant  quacks,  not  far 
removed  from  the  barber-surgeons  but  with  usually 
great  success  as  unscrupulous  predators.  The  latter 
were  not  as  successful  in  the  colonies  as  in  Europe, 
probably  because  of  the  lack  of  heavily  populated 
areas  and  the  difficulty  of  rapid  egress  from  the  site 
of  their  latest  “triumph.”  These  charlatans  were 
particularly  active  in  the  ophthalmic  field,  especially 
since  surgeons  generally  avoided  highly  technical  and 
dangerous  operative  procedures  which  carried  a low 
success  rate,  preferring  to  leave  these  operations  to 
the  bolder  and  less  responsible  itinerant  quacks. 

In  the  fifteenth  century,  Guy  de  Ghauliac,  in  his 
Great  Surgery,  had  warned  that  “due  to  uncertainty 
of  the  outcome,  all  discreet  practitioners  ought  to 
leave  Cataract  operations  to  itinerant  healers.”1 
This  dictum  was  observed  for  several  centuries. 
However,  advances  in  the  science  of  optics  through 
the  efforts  of  Kepler,  Scheiner,  Descartes,  Hooke, 
and  Mariotte,  opened  up  some  of  the  mysteries  in  the 
anatomy  and  physiology  of  the  eye  and  thus  stimu- 
lated the  interest  of  general  surgeons  who  began  to 
take  over  the  field  of  eye  surgery  from  the  quacks  and 
barber-surgeons.  When  Daviel  introduced  lens  ex- 
traction as  the  method  of  choice  in  cataract  surgery 
in  1752,  he  gave  impetus  to  further  study  of  the  in- 
tricacies of  the  eye  by  established  medical  men,  and 
eye  surgery  was  thus  incorporated  into  general  sur- 
gery. 

Medical  conditions  in  colonies 

The  colonies  suffered  not  only  from  the  lack  of 
sufficiently  trained  medical  personnel,  but  also  from 
the  dire  need  of  hospital  facilities.  In  1776  there 
existed  only  one  hospital  of  any  consequence,  the 
Pennsylvania  Hospital,  chartered  in  1751  and  opened 
to  the  public  in  1756.  In  New  York  Gity,  a few  hap- 
hazard attempts  to  establish  hospitals  floundered 


through  the  decades,  until  1736,  when  a Workhouse 
and  House  of  Correction  was  on  the  site  of  the 
present  City  Hall.  A directive  that  “the  Upper 
Room  at  the  West  End  of  the  said  House  be  suitably 
furnished  for  an  Infirmary  and  for  no  other  use 
whatsoever”  justified  the  designation  as  a hospital.2 
Prior  to  the  Revolution,  it  had  no  staff,  and  today  it 
is  remembered  chiefly  because  out  of  this  one  room 
later  evolved  Bellevue  Hospital.  New  York  Hospital, 
chartered  in  1771,  was  not  to  admit  its  first  patient 
until  1791. 

From  these  facts,  it  is  evident  that  medical  care 
facilities  in  the  colonies,  and  especially  New  York, 
were  woefully  inadequate  two  hundred  years  ago.  It 
should  be  understood,  however,  that  during  that  time 
the  affluent  did  not  go  to  hospitals,  but  received 
treatment  and  surgery  at  home.  The  hospital  was 
looked  on  as  an  alms  house,  intended  for  the  indigent. 
Furthermore,  because  of  crowding  and  lack  of  facil- 
ities, only  the  most  dire  of  medical  problems  were 
admitted.  Eye  disease  did  not  present  a life-and- 
death  situation  and  did  not  warrant  hospital  care. 

Birth  of  ophthalmology  in  America 

When  one  considers  that  the  first  lectures  in 
ophthalmology  in  Europe,  given  by  Karl  Himly  in 
Gottingen,  began  in  1803,  America  was  not  too  far 
behind  in  this  respect.  After  all,  three  wars,  Inde- 
pendence, against  the  Barbary  States,  and  against 
England  in  1812,  interposed,  plus  the  Napoleonic 
Wars,  which  discouraged  transatlantic  travel;  the 
exchange  of  scientific  knowledge  was  definitely  in- 
hibited. But  in  1820,  there  took  place  in  New  York 
City  an  event  which  proved  to  be  the  most  important 
single  occurrence  in  ophthalmology  in  America,  the 
founding  of  the  New  York  Eye  Infirmary,  which  later 
became  the  New  York  Eye  and  Ear  Infirmary.  Two 
young  graduates  of  the  College  of  Physicians  and 
Surgeons,  John  Kearney  Rodgers,  M.D.,  and  Edward 
Delafield,  M.D.,  returning  from  their  studies  at  the 
London  Eye  Infirmary,  founded  the  first  permanent 
eye  hospital  in  the  Western  Hemisphere.3-6  This 
infirmary  came  into  being  as  a result  of  a survey 
Rodgers  and  Delafield  made  of  eye  disease  in  the 
New  York  population.  The  survey  revealed  that 
ophthalmic  care  for  the  indigent  was  totally  un- 
available, with  the  result  that  there  was  considerable 
loss  of  labor  manpower  in  the  State  and  city.  This 
socioeconomic  factor  pointed  out  a glaring  deficiency 
in  medical  services.  The  Infirmary  was  an  imme- 
diate success  and  remains  so  to  this  date. 

Role  of  Infirmary  in  development 
of  ophthalmology 

The  Infirmary  was  to  serve  as  the  mother  institu- 
tion of  many  other  eye  hospitals  throughout  the 
country.  The  development  and  growth  of  opthal- 
mology  in  New  York  and  in  the  rest  of  the  United 
States  is,  in  essence,  the  growth  of  this  venerable 
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institution  as  the  fountainhead  of  ophthalmology. 
When  the  Infirmary  received  its  State  charter  in 
1822,  ophthalmology  became  the  first  specialty  to  be 
recognized  in  New  York  by  the  profession  and  the 
legislature. 

While  formal  lectures  in  ophthalmology  were  given 
at  the  Infirmary  from  the  very  beginning,  and  thou- 
sands of  patients  were  treated,  no  specific  scientific 
progress  was  made  in  the  specialty  until  the  middle 
of  the  century,  probably  due  to  the  lag  in  technical 
development.  Clinical  methods  imported  from 
Europe  were  continued  in  America.  Instrumenta- 
tion was  still  crude.  Then,  in  1851,  came  the  an- 
nouncement from  Heidelberg  of  the  invention  which 
revolutionized  ophthalmology,  the  ophthalmoscope 
of  Helmholtz.  The  wondrous  details  of  the  fundus, 
once  surmised,  could  now  be  actually  visualized. 
Developments  then  took  place  in  rapid  succession. 
In  1856,  Jaeger,  in  Vienna,  published  his  Atlas  of 
Diseases  of  the  Fundus.  In  the  same  year,  Donders 
published  his  Anomalies  of  Accommodation  and 
Refraction.  Then,  in  1857,  came  the  electrifying 
news  of  von  Graefe’s  iridectomy  operation  in  the 
surgical  treatment  of  glaucoma.  Not  since  Daviel’s 
operation  for  cataract,  a century  earlier,  had  any 
surgical  procedure  in  ophthalmology  so  captured  the 
fancy  and  acclamation  of  the  practitioners  the  world 
over.  Americans  training  abroad  and  physician- 
immigrants  from  European  upheavals,  the  Revolu- 
tion of  1848,  brought  these  discoveries  to  America 
and  gave  further  impetus  for  the  establishment  of 
ophthalmology  as  a separate  entity.  Cornelius 
Agnew,  M.D.,  and  Henry  D.  Noyes,  M.D.,  two  Infir- 
mary graduates,  having  studied  under  von  Graefe, 
Donders,  and  Bowman,  returned  home  to  find  the 
Infirmary  in  its  new  permanent  home,  a grandiose 
building  on  Second  Avenue  and  13th  Street. 
Reveling  in  these  spacious  quarters,  they  instituted 
lectures  and  demonstrations  of  the  new  knowledge 
and  instrumentation  they  had  acquired  in  Europe. 
Distinguished  outside  lecturers  were  also  featured; 
in  1885,  Carl  Roller  came  and  demonstrated  his 
newly  discovered  cocaine  anesthesia  for  ocular  sur- 
gery. This  addition  to  the  surgeon’s  armamentarium 
made  possible  longer,  safer,  and  more  acceptable 
surgical  procedures  which  had  previously  been 
shunned. 

Rise  of  other  ophthalmic  institutions 

Other  ophthalmic  centers  arose  in  New  York.  The 
New  York  Ophthalmic  Hospital  was  opened  in  1852, 
primarily  for  the  teaching  of  medical  students.  It 
later  merged  with  Flower-Fifth  Avenue  Hospital  and 
New  York  Medical  College. 

In  1868,  Agnew  founded  the  Brooklyn  Eye  and  Ear 
Hospital,  which  flourished  for  over  a century,  before 
succumbing  to  socioeconomic  pressures. 

In  1868  Herman  Knapp  emigrated  to  New  York 
from  Heidelberg  and  a year  later  established  the 
Ophthalmic  and  Aural  Institute  and  directed  it 


through  the  end  of  the  century,  when  the  directorship 
was  assumed  by  his  son,  Arnold,  and  the  same 
changed  to  Knapp  Memorial  Hospital.  In  1941  this 
worthy  establishment  merged  with  the  Eye  Institute 
of  the  Columbia-Presbyterian  Medical  Center. 

In  1869,  Agnew  was  among  the  founders  of  another 
illustrious  institution,  the  Manhattan  Eye,  Ear  and 
Throat  Hospital,  which  still  thrives. 

In  1881,  the  Harlem  Eye  and  Ear  Infirmary  was 
established,  the  first  specialty  hospital  north  of  42nd 
Street,  in  what  was  considered  “North  of  the  City.” 
“It  began  in  a little  room  back  of  a plumber’s  shop, 
the  most  lowly  birthplace  of  any,”  and  later  moved 
into  more  worthy  quarters.8  This  hospital  had  a 
lifetime  of  over  three  quarters  of  a century  before 
sadly  closing  its  doors. 

The  Bronx  Eye  and  Ear  Infirmary  was  chartered 
in  1901  and  was  notable  as  a charity  specialty  hos- 
pital for  almost  seventy  years  before  merging  with 
Lincoln  Hospital. 

In  1933,  the  Institute  of  Ophthalmology  was  es- 
tablished as  the  ophthalmic  division  of  Columbia- 
Presbyterian  Medical  Center.  Its  first  director  was 
the  great  John  Martin  Wheeler,  M.D.,  and  he  re- 
cruited his  staff  largely  from  his  alma  mater,  the  New 
York  Eye  and  Ear  Infirmary.  This  was  indeed  the 
pattern  for  the  establishment  of  ophthalmic  centers 
in  the  New  York  area;  they  were  either  founded  by 
Infirmary  alumni  or  staffed  by  Infirmary  graduates. 

After  1900,  many  general  hospitals  established  eye 
departments  to  fulfill  the  needs  of  the  growing  pop- 
ulation. This  in  itself  started  a trend  which  was  to 
mark  the  beginning  of  the  end  for  specialty  hospitals. 
This  fact  will  bear  additional  discussion  later  in  this 
article. 

Ophthalmic  surgery  as  a specialty 

It  is  to  be  noted  that  during  most  of  the  nineteenth 
century,  ophthalmic  surgery  was  practiced  by  men 
who  were  also  active  in  other  branches  of  surgery. 
Among  these  physicians  were  Valentine  Mott,  Gor- 
don Buck,  Williard  Parker,  Alfred  C.  Post,  Frank  H. 
Hamilton,  George  C.  Blackman,  George  Wilkes,  and 
William  C.  Wallace,  all  of  whom  were  prominent  in 
multiple  surgical  fields.  It  was  not  until  the  latter 
part  of  the  century  that  the  practice  of  limiting 
oneself  to  ophthalmic  surgery  exclusively  came  into 
being.  With  the  general  accumulation  of  medical 
knowledge,  the  practitioner  began  to  limit  his  ac- 
quisition of  knowledge  to  his  particular  sphere  of 
influence.  However,  as  early  as  1875,  Abraham  Ja- 
cobi, M.D.,  president  of  the  Medical  Society  of  the 
State  of  New  York  , and  the  father  of  pediatrics  in 
America,  was  warning  the  profession  that  special- 
ization tended  to  degrade  the  general  practitioner  in 
the  estimation  of  the  public.9 

Ophthalmic  literature 

While  the  first  American  text  on  Ophthalmology 
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was  by  George  Frick  of  Baltimore  in  1823,*  the  first 
ophthalmic  journals  did  not  appear  until  much  later. 
In  1862,  Julius  Homberger,  a pupil  of  von  Graefe  and 
Sichel,  founded,  in  New  York,  the  first  American 
Journal  of  Ophthalmology,  not  to  be  confused  with 
the  present  journal,  which  is  the  third  series,  founded 
by  Edward  Jackson,  M.D.,  in  1917.  This  was 
short-lived,  a scant  two  years,  but  it  represented  a 
milestone.  The  Archives  of  Ophthalmology  was 
founded  in  New  York  in  1869  by  Hermann  Knapp, 
M.D.;  it  later  came  under  the  aegis  of  the  American 
Medical  Association,  passing  through  a succession 
of  outstanding  editorships  and  remains  today  as  the 
premiere  ophthalmic  publication  in  America. 

Early  societies 

The  same  Delafield  and  Rodgers  were  also  in- 
strumental in  founding  the  New  York  Academy  of 
Medicine,  1847,  Delafield  being  its  first  president. 
At  Rodgers’  funeral  in  1851,  the  entire  membership 
of  the  Academy  attended  in  a body.  Delafield, 
Agnew,  and  Noyes  were  among  the  founders  of  the 
American  Ophthalmological  Society,  1864,  with 
Delafield  again  designated  as  president,  and  the  New 
York  Ophthalmological  Society,  1864. 10 

At  the  founding  of  the  first  of  the  specialty  boards, 
the  American  Board  of  Ophthalmology,  1916,  10  of 
the  21  charter  members  were  New  York  ophthal- 
mologists. 

The  twentieth  century 

As  we  proceed  to  the  twentieth  century,  space  does 
not  permit  more  than  a brief  mention  of  some  of  the 
milestones  and  leading  personalities  in  New  York 
ophthalmology  during  the  first  half  of  the  century. 
For  details,  the  reader  is  referred  to  the  article  by 
Conrad  Berens,  M.D.,  in  the  Golden  Anniversary 
Issue  of  the  New  York  State  Journal  of  Medicine. 11 

With  the  passing  of  Noyes,  Agnew,  Post,  Knapp, 
et  ai,  in  the  nineteenth  century,  new  giants  replaced 
the  old.  Among  them  was  John  E.  Weeks,  M.D., 
who,  in  1887,  had  become  an  ophthalmic  immortal 
as  the  codiscoverer  of  the  Koch-Weeks  bacillus  of 
acute  conjunctivitis.  A superb  surgeon,  teacher,  and 
researcher,  he  was  among  the  first  professors  of 
ophthalmology  at  New  York  University,  and  also 
headed  the  staff  at  the  Infirmary.  With  George  S. 
Dixon,  he  originated  the  technique  of  x-ray  local- 
ization of  intraocular  foreign  bodies.  Also  prominent 
was  Alexander  Duane,  whose  translation  of  Fuch’s 
Textbook  of  Ophthalmology  was  for  so  long  the 
leading  publication  in  the  field  in  America.  Those 
holding  leading  teaching  positions  were  Webb 
Weeks,  Charles  May,  whose  Diseases  of  the  Eye 
probably  outsold  all  other  texts  in  ophthalmology 
throughout  the  world,  John  Martin  Wheeler,  Robert 
Reese,  Conrad  Berens,  Daniel  Kirby,  John  Dun- 

* A Treatise  on  the  Diseases  of  the  Eye,  Including  the  Doctrines 
and  Practice  of  the  Most  Eminent  Modern  Surgeons,  and  Par- 
ticularly those  of  Professor  Beer  (1823).  These  were  actually 
notes  taken  by  Frick  of  Beer’s  lectures  in  Vienna. 


nington,  Bernard  Samuels,  Mark  Schoenberg, 
Ramon  Castroviejo,  and  Townley  Paton,  to  name 
only  a few.  Ralph  Lloyd  and  Arthur  Bedell  were 
pioneers  in  the  study  of  fundal  disease.  In  the  field 
of  perimetry,  notable  contributions  were  made  by 
Lloyd,  stereocampimetry,  and  Evans,  angiosco- 
tometry.  Our  knowledge  in  optics  and  physiology 
was  advanced  by  the  works  of  Selig  Hecht,  retinal 
chemistry,  LeGrand  Hardy  and  Gertrude  Rand,  color 
vision,  and  Arthur  Linksz,  physiologic  optics.  In 
ophthalmic  pathology,  the  notables  included  Bernard 
Samuels,  a leader  at  the  Infirmary  as  well  as  professor 
of  opthalmology  at  Cornell  Medical  School-New 
York  Hospital;  Edgar  Burchell;  Algernon  Reese, 
who  is  preeminent  in  the  field  of  ophthalmic  oncol- 
ogy; Brittain  Payne;  and  Arnold  De  Veer. 

New  York  ophthalmologists  who  were  outstanding 
in  the  field  of  plastic  and  reconstructive  surgery  were 
J.  M.  Wheeler,  Robert  Reese,  Raymond  Meek, 
Raymond  Berke,  Wendell  Hughes,  and  Sidney 
Fox. 

Ramon  Castroviejo  and  Townley  Paton  were  two 
of  the  great  leaders  in  the  field  of  keratoplasty. 
Castroviejo  devised  many  instruments  and  tech- 
niques for  anterior  segment  surgery,  which  greatly 
facilitated  previously  difficult  or  forbidding  surgery 
and  raised  immeasurably  the  success  rate.  Paton 
established  the  Eye  Bank  for  Sight  Restoration  in 
1945  at  Manhattan  Eye,  Ear  and  Throat  Hospital. 
This  bank  served  as  the  model  for  the  many  banks 
which  have  arisen  since  throughout  the  nation.  By 
processing  and  supplying  donor  material  these  banks 
have  been  instrumental  in  the  surge  of  corneal  sur- 
gery in  America. 

While  the  list  of  notables  in  cataract  surgery  is 
endless,  one  must  single  out  for  special  praise,  from 
the  standpoint  of  original  contributions,  Knapp, 
Wheeler,  Kirby,  who  in  addition  to  being  a master 
surgeon  wrote  a two-volume  text  on  the  subject  which 
is  still  very  much  in  demand  today,  Dunnington, 
Reese,  DeVoe,  and  McLean. 

Early  contributors  in  the  field  of  ocular  myology 
were  George  Stevens,  Duane,  Lucien  Howe,  James 
White,  James  Smith,  Rudolf  Aebli,  and  Harold  W. 
Brown.  Stevens  was  among  the  first  to  classify  the 
motor  anomalies.  This  problem  was  also  studied  in 
depth  and  further  classified  by  Duane.  White  and 
Brown  stressed  proper  examination  techniques  in 
ocular  deviations.  Berens,  in  1936,  organized  the 
first  school  for  orthoptic  technicians  at  the  New  York 
Eye  and  Ear  Infirmary,  which  was  later  ably  directed 
by  Truman  Boyes  and  still  thrives  today. 

In  the  field  of  glaucoma,  Schoenberg,  Troncoso, 
Knighton,  Berens,  Knapp,  and  Evans  were  noted  for 
devising  diagnostic  and  surgical  instruments  and  for 
contributions  to  the  literature.  Troncoso’s  gonio- 
scope  is  especially  to  be  cited  among  the  instruments 
which  became  major  additions  to  the  ophthalmolo- 
gist’s armamentaria. 

Because  the  instrumentation  in  retinology  lagged 
behind  the  other  ophthalmic  fields,  retinal  surgery 
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did  not  make  rapid  strides,  comparatively.  Among 
the  few  who  were  noted  in  a branch  that  was  for  the 
most  part  neglected  until  World  War  II,  were  Donald 
Bogart,  Raymond  Meek,  and,  later,  Graham  Clark 
and  Donald  Shafer.  In  medical  study  of  the  retina, 
Elwvn  was  among  the  contributors  in  the  under- 
standing of  diabet  ic  and  hypertensive  retinopathy. 
In  tumors,  Reese  is  preeminent;  our  knowledge  of 
retinoblastoma  is  due  in  large  measure  to  his  monu- 
mental studies  and  contributions. 

Ophthalmic  textbooks  written  by  New  Yorkers  in 
the  first  part  of  the  twentieth  century  are  legion,  and 
space  allows  the  citing  of  but  a few.  May’s  Manual 
of  Diseases  of  the  Eye,  first  published  in  1900,  has 
gone  through  many  editions,  (Parera  succeeded  May) 
in  over  a dozen  languages  as  the  medical  student’s 
vade  mecum.  Duane’s  Fuchs’  Textbook  of  Oph- 
thalmology has  been  mentioned.  Other  notable 
texts  were  John  M.  Wheeler’s  Collected  Papers,  John 
E.  Weeks’  Treatise  and  Disease  of  the  Eye,  Tron- 
coso’s  Internal  Diseases  and  Atlas  of  Ophthalmol- 
ogy, Weeks’  Outline  of  Surgery,  Snell’s  Medico-legal 
Ophthalmology,  Berliner’s  Biomicroscopy,  Berens’ 
Diseases  of  the  Eye,  and  Elwvn’s  Diseases  of  the 
Retina. 

Ophthalmology,  1950  to  1975 

Ophthalmology  during  the  past  quarter  of  a cen- 
tury has  seen  greater  burgeoning  of  research  data  and 
development  of  new  instrumentation  than  in  any 
other  comparable  era.  In  bygone  days,  ophthal- 
mology had  a mystique  about  it,  undoubtedly  due  to 
a general  lack  of  detailed  knowledge  in  the  field,  so 
that  basic  researchers  shunned  this  specialty;  oph- 
thalmologists had  to  do  their  own  research,  which  was 
primarily  clinical.  The  great  advances  in  ophthalmic 
knowledge  in  the  period  from  1850  to  1950,  were 
made  possible  by  great  clinicians  who  were  keen 
observers  and  were  dedicated  to  the  advancement 
and  better  understanding  of  their  science.  As  re- 
search techniques  and  instrumentation  became  more 
intricate  and  sophisticated,  it  was  realized  that 
ophthalmic  research  could  not  be  properly  served  by 
clinicians  delving  part-time  into  research  problems. 
Basic  scientists  were  brought  into  the  field,  and 
full-time  research  institutes  were  established,  mostly 
affiliated  with  university  centers  which  had  ample 
funds  and  personnel. 

Electron  microscopy,  although  long  in  use  in  gen- 
eral pathology,  has  been  harnessed  for  the  study  of 
the  ocular  tissues  only  in  the  past  quarter  of  a cen- 
tury. It  has  unraveled  histochemical  secrets  of  the 
eye  previously  never  dreamed  of.  The  anatomist, 
George  Smelser,  was  a leader  in  New  York  in  this 
phase  of  ocular  cytological  research. 

Newer  diagnostic  tools  in  ophthalmology  have 
included  fluorescein  angiography,  ultrasonography, 
computerized  axial  tomography  (Emiscan),  elec- 
troretinographv,  and  radioactive  phosphorus  (P32). 
Each  of  these  modalities  has  contributed  to  accuracy 


and  precision  in  ophthalmic  diagnosis.  New  York 
has  kept  up  with  the  trend  and  now  has  many  centers 
which  feature  these  newest  diagnostic  tools. 

Therapy  has  been  revolutionized  by  the  newer 
antibiotics,  corticosteroids,  diuretics,  antifungal 
agents,  and  antiviral  agents. 

In  the  field  of  ophthalmic  surgery,  innovations  in 
the  past  twenty-five  years  include  the  introduction 
of  alpha-chymotrypsin  in  cataract  extraction,  cryo- 
surgery, phakoemulsification  and  phakofragmen- 
tation  of  cataract,  implantation  of  intraocular  lenses, 
refinement  of  suture  materials  and  needles,  kerato- 
prostheses,  the  use  of  preserved  specimens  in  kera- 
toplasty, accuracy  in  preoperative  studies  with  bin- 
ocular indirect  ophthalmoscopy,  and  surgical  tech- 
niques such  as  photocoagulation,  in  retinal  detach- 
ment, techniques  of  excising  intraocular  malignant 
tumors  from  eyes  which  in  the  past  would  have  un- 
dergone enucleation,  and  new  techniques  in  vitreous 
surgery,  a heretofore  forbidden  area.  In  addition, 
visual  rehabilitation  has  been  enhanced  by  the  newer 
developments  in  soft  and  hard  contact  lenses,  and 
improvements  in  visual  aids  for  the  visually  handi- 
capped. Some  of  these  surgical  techniques  are 
controversial  and  not  universally  accepted  as  yet; 
others  have  revolutionized  ophthalmic  practice  and 
would  have  boggled  the  minds  of  von  Graefe,  Helm- 
holtz, et  al.  In  recent  years,  the  operating  micro- 
scope has  enabled  the  ophthalmic  surgeon  to  perform 
his  operations  with  incredible  accuracy  and  precision, 
with  commensurate  improvement  in  visual  results. 

Epilogue 

Whither  goest  ophthalmology?  The  specialty  was 
begun  by  general  medical  men  in  New  York  in  re- 
sponse to  an  obvious  socioeconomic  need  by  the  in- 
digent population.  Separate  ophthalmic  institutions 
were  established  throughout  New  York  and  else- 
where in  the  nation  because  the  doors  of  general 
hospitals  were  not  open  to  those  with  ophthalmic 
disease.  These  specialty  hospitals  performed  their 
tasks  and  gave  yeoman  service,  often  with  little 
outside  support  or  recognition.  Of  the  many  such 
centers  established  in  America  since  1820,  all  have 
fallen  by  the  wayside  except  two:  The  New  York 
Eye  and  Ear  Infirmary,  the  longest  lasting,  and  the 
Manhattan  Eye,  Ear  and  Throat  Hospital.  These 
two  venerable  institutions  are  still  leaders  in  the  field, 
but  they  are  looked  on  as  anachronisms,  “out  of  step 
with  the  times.”  The  large  university  centers,  with 
their  adherence  to  Parkinson’s  rule,  have  given  some 
observers  the  impression  that  patient  care,  while 
important,  is  secondary  to  research  and  teaching.  It 
remains  a fact  that  in  specialty  institutions  the  care 
is  excellent,  with  less  overhead  and  bureaucracy,  and 
the  surgical  results  compare  favorably  with  other 
centers.  The  latter  are  probably  better  endowed 
with  funds,  personnel,  equipment,  and  suitable  space 
for  basic  research,  and  deserve  support  from  this 
standpoint.  The  infirmaries  are  unsurpassed  in 
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primary  patient  care;  this  is  their  task  and  this  is 
what  they  are  admirably  suited  for  The  problem  of 
overall  patient  care,  supposedly  lacking  in  specialty 
hospitals,  has  long  since  been  overcome  by  the  es- 
tablishment of  consulting  services  in  other  branches 
of  medicine;  in  recent  years  these  services  have  been 
expanded  to  include  actual  care  in  these  fields. 

It  is  hoped  that  New  York,  the  cradle  of  special- 
ization, especially  ophthalmology,  in  America,  will 
acknowledge  and  appreciate  the  roles  the  two  re- 
maining specialty  institutions  play  in  the  care  of  the 
clinical  population. 

654  Madison  Avenue 
New  York,  N.Y.  10021 
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The  word  “orthopaedy”  was  deliberately  created 
by  Nicholas  Andry,  professor  of  medicine  at  the 
University  of  Paris,  to  serve  as  the  title  of  a book  on 
the  prevention  and  correction  of  musculoskeletal 
deformity  which  he  published  in  1741.  The  popu- 
larity of  Andry’s  treatise  was  immediate,  and  English, 
German,  and  Italian  translations  appeared  within 
two  or  three  years.  The  title  was  taken  from  two 
Greek  words,  orthos,  straight,  and  pnidion,  child. 

Reprinted  from  the  Bulletin  of  the  New  York  Academy  of 
Medicine  52:  293  (March  April)  1976. 


Andry  was  not  the  first  to  be  concerned  with  the 
clinical  subject,  but  his  book  and  his  high  position  in 
the  profession  inspired  intense  interest  which  has  not 
abated. 

For  more  than  a century  the  term  “orthopedics,” 
variously  spelled,  represented  an  interest  in  muscu- 
loskeletal deformity  and  disease  in  the  practice  of 
many  physicians  and  surgeons.  Not  until  the  middle 
of  the  nineteenth  century  did  orthopedics  really  be- 
come an  exclusive  specialty.  The  American  Ortho- 
pedic Association  was  organized  in  1887;  the  more 
inclusive  American  Academy  of  Orthopaedic  Sur- 
geons was  not  launched  until  1933. 

American  orthopedics  in  its  early  years  was  based 
on  that  of  England,  Scotland,  and  France,  since  many 
of  our  first  teachers  and  professors  had  made  “grand 
tours”  to  the  leading  clinics  of  those  countries. 
Among  the  names  that  are  found  in  early  American 
orthopedic  literature,  and  often  in  correspondence 
published  in  the  foreign  literature,  where  those  of 
John  Warren  and  his  son,  John  Collins  Warren  of 
Boston;  Philip  Syng  Physick  and  John  K.  Mitchell 
of  Philadelphia;  Dixie  Crosby  and  Nathan  R.  Smith 
of  Dartmouth,  N.  H.;  and  Walter  Brashear  of 
Maryland.  These  men  all  appear  in  the  general 
history  of  American  surgery;  they  are  noted  in  early 
orthopedics  chiefly  for  their  major  disarticulations 
and  joint  resections,  performed  in  an  era  when  such 
measures  were  heroic  and  rare. 

American  orthopedics  as  a specialty  began  in 
Boston  with  John  Ball  Brown,  1784-1862,  and  his 
equally  famous  son,  Buckminster  Brown,  1819-1891. 
John  Ball  Brown,  after  a period  of  work  in  general 
practice,  became  so  concerned  with  the  then  gener- 
ally neglected  field  of  skeletal  deformity,  those  then 
called  the  crippled  and  deformed,  that  he  finally 
confined  his  practice  entirely  to  such  patients.  It 
must  be  emphasized  that  the  basic  and  often  the 
entire  treatment  of  skeletal  deformity  then  consisted 
of  braces  and  physical  manipulation.  Plaster  of 
Paris  was  added  later.  Until  well  into  the  twentieth 
century,  surgical  procedures  such  as  osteotomy  or 
tenotomy  were  used  occasionally,  but  to  orthopedists 
these  served  only  as  a supplement  to  basic  mecha- 
notherapy. Therefore,  until  the  most  recent  de- 
cades, the  brace-maker  was  very  much  a part  of  the 
orthopedic  clinic  and  the  orthopedist’s  private  office. 
In  order  to  carry  out  his  manipulations  and  to  design, 
correct,  and  adjust  his  braces,  the  elder  Brown 
needed  more  than  an  office.  In  1838  he  opened  the 
Orthopaedic  Infirmary,  a hospital  for  the  cure  of 
deformities  of  the  human  frame,  later  renamed  the 
Boston  Orthopaedic  Institution.  Its  reputation  as 
a center  exclusively  devoted  to  deformed  children 
and  adults  grew  rapidly,  and  patients  were  brought 
from  all  parts  of  the  United  States.  John  Ball 
Brown’s  dedication  to  orthopedics  has  been  ascribed 
to  the  loss  of  his  elder  son  in  1837  from  spinal  disease, 
and  to  the  severity  of  the  spinal  deformity  in  his 
second  son,  Buckminster  Brown,  who  succeeded  him 
despite  the  disability. 
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In  1845  the  institution  had  an  outpatient  infirmary 
and  about  60  inpatient  beds.  John  Hall  Brown’s 
treatment  was  advertised  as  that  used  by  the  most 
advanced  clinics  of  Europe;  it  was  announced  that  a 
volunteer  attending  staff  from  Harvard  University 
! and  the  Massachusetts  General  Hospital  was  avail- 
able in  addition  to  the  Browns.  Although  the 
{treatment  was  mainly  mechanical  and  involved  the 
* use  of  adjustable  braces,  traction,  and  daily  manip- 
i ulation,  the  institution  was  among  the  first  to  use 
i Stromeyer’s  subcutaneous  tenotomy  for  clubfoot  and 
I Guerin’s  tenotomy  for  scoliosis  and,  later,  for  tor- 
ticollis. Brown  considered  tenotomy  merely  an  aid 
to  mechanotherapy.  Apparently  the  first  recorded 
tenotomy  for  clubfoot  in  the  United  States  was  per- 
formed at  the  Boston  Orthopaedic  Institute  on 
February  21,  1889.  Stromeyer  had  reported  his  cases 
in  1831. 

Doubtless  Buckminster  Brown,  1819-1891,  was 
aided  by  his  father.  He  received  his  M.D.  at  Harvard 
University  in  1844.  In  1845  and  1846  he  visited  the 
leading  orthopedic  centers  of  Europe.  He  spent  time 
with  William  John  Little  in  London,  Alphonse 
Guerin  and  Sauvier-Henry-Victor  Bouvier  in  Paris, 
and  Georg  Friedrich  Stromeyer  in  Hanover.  Al- 
though he  learned  their  techniques  of  tenotomy,  he 
retained  his  father’s  conservatism  and  was  more  in- 
terested in  braces  and  other  mechanical  methods. 
Returning  to  Boston,  he  entered  general  practice  for 
a short  time,  in  conformity  with  custom.  Gradually 
he  devoted  more  and  more  attention  to  orthopedics 
in  association  with  his  father  at  the  Boston  Ortho- 
paedic Institution.  In  1861  he  undertook  the  added 
responsibility  of  24  beds  at  the  House  of  the  Good 
Samaritan,  the  first  children’s  hospital  in  the  LJnited 
- States.  He  soon  became  chief  surgeon  there  and 
retained  this  post  until  he  retired  in  1880. 

Buckminster  Brown's  dedication  to  orthopedic 
surgery  was  intensely  personal,  being  influenced  by 
his  own  embarrassment  as  a hunchback;  his  ky- 
phoscoliosis was  at  times  disabling  and  painful.  He 
had  come  down  with  Pott’s  disease  at  the  age  of 
fourteen  and  had  spent  most  of  the  next  eight  years 
in  bed.  However,  born  to  Boston’s  elite,  he  found  no 
difficulty  having  his  training  and  abilities  rewarded. 
With  his  father,  he  published  the  first  American  book 
on  orthopedics.  In  1858  he  fashioned  a spinal  brace 
similar  to  that  later  known  as  the  Taylor  brace.  In 
1887  he  became  a charter  member  of  the  American 
Orthopaedic  Association.  On  his  death  in  1891,  he 
left  $40,000  to  establish  a chair  of  orthopedics  at 
Harvard  University;  its  occupant  still  bears  the  title 
of  John  Ball  and  Buckminster  Brown,  Orthopedic 
Professor. 

During  the  early  decades  of  the  republic  orthope- 
dic innovations  in  the  European  centers  appeared  in 
the  United  States  as  quickly  as  in  major  continental 
capitals.  After  at  least  a century  of  polemics  in  the 
treatment  of  pyarthrosis  and  osteomyelitis,  tuber- 
culous or  other,  the  most  dramatic  advance  in  or- 


thopedic surgery  in  the  early  nineteenth  century  was 
the  reintroduction  and  popularization  of  subcuta- 
neous tenotomy  in  the  1830s.  Although  John  Ball 
Brown  is  credited  with  publishing  the  first  report  of 
this  procedure  in  the  United  States  in  1839,  David  L. 
Rogers  in  New  York  City  and  Dickson  in  North 
Carolina  had  demonstrated  the  method  in  1834. 
This  was  referred  to  by  Detmold;  Dickson  did  not 
publish  his  cases.  However,  the  operation  was  not 
generally  accepted  until  Brown’s  reports  appeared. 

Early  contributions 

Philip  Syng  Physick  of  Philadelphia,  1768-1837, 
professor  of  surgery  at  the  University  of  Pennsylva- 
nia Medical  School,  was  a surgeon  of  wide  accom- 
plishments. Among  his  many  contributions  was  the 
first  original  surgical  procedure  in  the  field  of  or- 
thopedics developed  in  the  United  States.  In  Jan- 
uary, 1822,  he  was  faced  with  a case  of  ununited 
fracture  of  the  humerus.  At  that  period,  the  patient 
who  had  nonunion  of  a fractured  long  bone  either 
lived  with  his  disability  or  accepted  one  or  more  at- 
tempts at  open  operation,  with  removal  of  excess 
callus  and  scraping  of  the  fracture  surfaces.  This 
often  led  to  chronic  osteomyelitis  and  draining  si- 
nuses. Physick  decided  to  pass  a seton  through  the 
skin  in  order  to  irritate  the  granulomatous  or  fibro- 
cartilaginous tissues  in  the  interfragmental  area. 
Apparently  his  first  attempt  was  successful.  He 
reported  the  case  and  spoke  of  it,  and  for  a time  the 
“American  method”  of  activating  nonunion  without 
open  operation  was  widely  known.  Of  course,  it  met 
with  resistance  when  numbers  of  unsuccessful  cases 
became  known  and  closed  infections  appeared.  But 
the  concept  of  activating  or  stimulating  the  ends  of 
the  fragments  in  retarded  union  or  nonunion  re- 
mained. Physick  also  attempted  to  improve  the  hip 
splint  by  carrying  the  side  bar  up  to  the  axilla. 

The  second  and  far  more  influential  American 
contribution  to  orthopedics  was  offered  by  John  Rea 
Barton  of  Lancaster  and  Philadelphia,  1794-1871. 
Barton  was  a younger  contemporary  of  Physick  and 
also  served  at  the  medical  school  of  the  University  of 
Pennsylvania.  In  1826  he  was  consulted  by  a man 
who  suffered  from  ankylosis  of  the  hip,  a sequel  of 
infection;  the  patient  had  a severe  flexion-adduction 
deformity.  At  that  time,  the  usual  treatment  was 
corrective  osteotomy,  the  limb  being  immobilized 
until  union  occurred  in  a more  suitable  position. 
Barton  performed  an  infratrochanteric  osteotomy, 
but  instead  of  immobilizing  the  limb  he  actively 
mobilized  the  hip  as  soon  as  this  was  tolerable,  and 
he  kept  it  mobile.  In  fact,  he  deliberately  produced 
a pseudoarthrosis  near  the  region  of  the  joint.  In 
concept  and  in  fact  this  was  the  first  recorded  ar- 
throplasty; it  was  successful  as  long  as  the  patient 
continued  to  exercise.  Barton’s  report  of  the  case 
appeared  in  1827  in  the  North  American  Medical 
and  Surgical  Journal.  It  was  soon  noticed  in  the 
leading  European  journals  and  in  several  textbooks. 
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This  procedure,  originally  conceived  as  a deliberate 
postosteotomy  pseudoarthrosis,  was  adopted  uni- 
versally and  became  the  forerunner  of  arthroplasty, 
one  of  the  most  studied  experimental  techniques  of 
orthopedics. 

Early  specialists 

Although  the  term  orthopaedy  had  been  in  use 
since  1741,  with  a few  exceptions  such  as  Jean  Andre 
Venel  in  Switzerland,  Johann  Georg  von  Heine  in 
Germany,  and  the  Browns  of  Boston,  the  specialty 
did  not  gain  recognition  until  the  mid-nineteenth 
century.  In  1837,  William  Ludwig  Detmold, 
1808-1894,  a former  surgeon  of  the  Royal  Hanoverian 
Guards,  arrived  in  New  York  City  and  entered 
practice;  he  confined  his  work  almost  entirely  to  the 
care  of  skeletal  deformities.  He  was  the  first  Euro- 
pean to  arrive  properly  trained  in  the  specialty.  He 
had  studied  with  Stromeyer  and  brought  his  teach- 
er’s methods  with  him.  His  first  published  study 
dealt  with  the  treatment  of  clubfoot  by  tenotomy 
followed  by  bracing.  In  1841,  Detmold  established 
a clinic  for  crippled  children  at  the  College  of  Phy- 
sicians and  Surgeons  and  he  continued  it  until  1861. 
He  became  a surgeon  in  the  Army  of  the  United 
States  during  the  Civil  War  and  at  that  time  devised 
the  Detmold  knife,  a combination  knife  and  fork,  to 
be  used  by  one-armed  veterans.  The  college  ap- 
pointed him  professor  of  military  surgery  and  hy- 
giene from  1862  to  1865,  and  then  professor  of  clinical 
and  military  surgery.  He  also  accepted  appoint- 
ments at  the  Bellevue  and  Presbyterian  Hospitals, 
and  became  a charter  member  of  the  New  York 
Academy  of  Medicine.  He  was  a founding  member 
of  the  New  York  County  Medical  Society  and  its  first 
president.  Detmold’s  importance  to  American  or- 
thopedics lay  not  in  personal  clinical  innovations; 
indeed,  it  was  he  who  credited  Dickson  and  Smith  for 
their  early  Stromeyer  tenotomies,  which  were  done 
in  1836.  He  was  the  first  of  a new  breed  in  American 
medicine,  the  trained  and  self-declared  orthopedic 
surgeon,  who  had  started  practice  as  such,  and  who 
by  publication,  teaching,  and  lecturing  inspired  other 
physicians  to  practice  the  specialty  and  medical  in- 
stitutions to  accept  it. 

Samuel  David  Gross,  1805-1884,  professor  of 
surgery  at  the  Jefferson  Medical  College  in  Phila- 
delphia, revolutionized  the  clinical  management  of 
fractures  of  the  long  bones  by  the  application  of  ad- 
hesive tape.  In  1852,  Antonius  Mathijsen,  a Flemish 
army  surgeon,  had  also  changed  the  treatment  of 
fractures  and  the  practice  of  orthopedic  surgery  by 
his  introduction  of  the  plaster  of  Paris  cast.  In  or- 
thopedics this  material  vied  with  adhesives  for  sev- 
eral decades,  especially  in  the  United  States,  where 
it  soon  replaced  braces.  This  occurred  long  before 
plaster  won  wide  acceptance  in  Europe. 

In  1861  Gordon  Buck  of  New  York  City,  1807- 
1877,  added  the  old  use  of  pulley  traction  to  Gross’ 


adhesive  straps  and  designed  the  simple  but  even- 
tually ubiquitous  Buck’s  extension  traction,  which 
has  become  the  traction  system  most  frequently 
applied  in  orthopedics  and  traumatology.  In  1857, 
Joseph  Pancoast  of  Philadelphia,  1805-1882,  at- 
tempted the  reduction  and  maintenance  of  long-bone 
fractures  by  inserting  iron  screws  through  the  frag- 
ments of  oblique  fractures,  a technique  which  has 
been  attempted  repeatedly  with  nonelectrolytic 
metal  screws  ever  since. 

In  the  same  year,  1857,  Henry  Gassett  Davis, 
1807-1896,  another  of  New  York  City’s  leading  sur- 
geons, devised  an  elastic  material  for  traction  which 
came  into  use  as  an  improvement  over  Gross’  adhe- 
sive strap.  Either  could  be  used  for  Buck’s  extension 
traction,  which  was  then  its  chief  application.  Its 
rapid  adoption  was  due  to  the  onset  of  the  Civil  War; 
it  became  a standard  article  of  equipment  in  the 
Medical  Corps  of  the  Union  army.  Davis  used  elastic 
traction  not  only  for  fractures  but  also  for  the  treat- 
ment of  other  flexion  deformities  of  the  extremities. 
This  technique  also  was  designated  in  the  orthopedic 
literature  of  its  day  as  the  “American  method.’’ 
Davis  received  his  M.D.  at  Yale  University  in  1837, 
and  had  his  clinical  training  at  Bellevue  Hospital  in 
New  York  City.  He  settled  in  New  York  in  1855, 
confining  his  work  entirely  to  orthopedics,  including 
fractures.  He  applied  the  American  method,  brace 
traction  with  immobilization,  to  the  treatment  of  hip 
disease,  “support  without  pressure,  and  motion 
without  friction.”  This  method  was  in  complete 
contrast  with  the  brace  immobilization  practiced  by 
most  of  his  peers.  It  remained  controversial  for 
decades. 

In  numbers  of  troops  involved,  the  American  Civil 
War  was  the  largest  military  conflict  in  recorded 
history  to  that  date.  It  was  then  customary  for 
military  officers,  including  medical  officers,  of 
friendly  nations  to  be  received  at  battle  headquarters 
and  to  be  permitted  to  observe  the  tactics  and  the 
armaments.  Consequently,  American  orthopedic 
innovations  which  appeared  during  the  1850s  and 
1860s  soon  became  familiar  throughout  European 
medical  centers.  In  1844,  Josiah  Clark  Nott, 
1804-1873,  a native  of  Columbia,  S.C.,  who  practiced 
in  Mobile,  Ala.,  published  the  first  reported  case  of 
excision  of  the  coccyx  for  neuralgia.  The  term 
“coccygodnia”  was  coined  in  1859  by  James  Young 
Simpson,  twenty  years  before  Friedrich  Wilhelm 
Scanzoni’s  often-quoted  book,  which  popularized  the 
operation. 

In  1861,  E.  S.  Cooper  of  San  Francisco  contributed 
the  first  published  report  of  fracture  of  the  patella 
treated  by  wiring.  A similar  procedure  had  been 
used  in  the  United  Kingdom  for  fracture  of  the 
mandible.  Cooper’s  wiring  soon  became  widely 
known.  It  is  still  used  in  various  orthopedic  situa- 
tions. 

Before  and  during  the  Civil  War  much  research 
was  proceeding  in  areas  which  today  would  be  re- 
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garded  as  basic  science.  Among  investigations  im- 
portant to  orthopedics  were  original  studies  of  the 
response  of  bone  to  external  stresses.  The  leading 
contributions  in  this  field  were  made  by  Jeffries 
Wyman  of  Boston,  who  published  his  first  report  in 
1857.  With  it  he  continued  the  work  of  Marc-Jeann 
Bourgery  in  France,  F.  A.  Ward  in  England,  and  Ju- 
lius Wolff,  Wolff s Law,  in  Berlin. 

At  this  point  we  encounter  the  second  German 
orthopedic  surgeon  to  come  to  the  United  States  fully 
trained  as  an  expert  specialist.  He  immediately 
entered  competition  with  Detmold  in  the  small  but 
expanding  specialty.  Carl  August  Ludwig  Bauer, 
1814-1898,  known  to  the  American  medical  world  as 
Louis  Bauer,  was  born  in  Stettin,  Pomerania.  After 
various  appointments  in  the  German  principalities 
of  his  day,  including,  of  course,  an  appointment  at 
Stromeyers’  clinic,  he  went  to  England  and  became 
licentiate  of  the  Royal  College  of  Surgeons.  In  1853, 
at  the  age  of  thirty-nine,  he  came  to  the  United 
States,  settling  first  in  Brooklyn.  In  1854  he  helped 
to  establish  there  the  German  General  Dispensary, 
which  later  became  the  Long  Island  College  Hospital 
and  Medical  School  and  is  now  the  Downstate 
Medical  Center  of  the  State  University  of  New  York. 
During  the  same  year  Bauer  joined  Richard  Bar- 
thelmess  in  starting  the  Orthopaedic  Institute  of 
Brooklyn,  the  first  of  its  kind  in  the  New  York  City 
area.  Following  the  European  pattern,  it  included 
a garden  which  contained  an  outdoor  gymnasium.  It 
also  had  therapeutic  baths  and  an  area  for  the  con- 
struction of  individual  orthopedic  apparatus.  This 
was  all  comparable  to  John  Ball  Brown’s  institute  in 
Boston  but,  coming  at  a later  time,  incorporated 
several  improvements.  It  contained  an  outpatient 
clinic  and  beds  for  50  inpatients.  After  four  years  of 
independent  existence,  Bauer’s  institute  became  the 
orthopedic  department  of  Long  Island  College  of 
Medicine,  chartered  in  1858.  Bauer  remained  in 
Brooklyn  until  1869,  a fighting  contemporary  of 
Detmold,  Lewis  A.  Sayre,  Henry  Gassett  Davis, 
James  Knight,  and  Charles  Fayette  Taylor,  strong 
competition  in  a small  specialty.  In  1861  Bauer 
presented  a series  of  lectures  in  orthopedic  surgery 
at  the  Brooklyn  Surgical  and  Medical  Institute.  In 
the  following  year  15  of  these  lectures  were  published 
in  the  Philadelphia  Medical  and  Surgical  Reporter. 
In  1864,  after  some  further  editing,  they  appeared  in 
a book  titled  Lectures  in  Orthopaedic  Surgery;  an 
expanded  second  edition  was  issued  in  1868.  In  1869 
Bauer  left  New  York  and  settled  easily  in  the  large 
German -American  community  in  St.  Louis,  where  his 
reputation  had  preceded  him.  In  St.  Louis  he 
opened  the  first  orthopedic  clinic  in  the  midwest.  In 
1887  John  Ridlon  brought  orthopedics  to  Chicago, 
as  later  Arthur  Steindler  brought  it  to  Iowa  City. 
Bauer  joined  the  faculty  of  the  College  of  Physicians 
and  Surgeons,  St.  Louis,  when  it  was  chartered  in 
1878.  The  college  closed  in  1910.  Except  for  the 
smaller  and  less  known  volume  previously  published 


by  Buckminster  Brown,  Bauer’s  book  is  usually  re- 
garded as  the  first  textbook  of  orthopedic  surgery 
published  in  America.  A German  translation  ap- 
peared in  1870,  and  later  translations  were  published 
in  Italy  and  Sweden. 

In  his  clinical  work  Bauer  was  a strong  advocate  of 
prolonged  bed  rest  in  Pott’s  disease.  He  attempted 
pressure  straightening  to  correct  the  kyphosis, 
brisement  force.  He  was  opposed  to  the  use  of 
Taylor’s  spinal  brace,  Sayre’s  plaster  casts,  and  to  the 
American  treatment  of  hip  disease.  He  did  not  ac- 
cept the  diagnosis  of  bone  and  joint  tuberculosis  or 
apply  the  then-popular  term,  strumous  involvement, 
to  skeletal  tissues.  To  him  such  cases  were  simply 
hone  disease,  hip  disease,  or  Pott’s  disease,  as  we 
might  today  speak  of  nonspecific  osteomyelitis  or 
pyarthrosis.  I do  not  know  Bauer’s  reactions  to 
Koch’s  discoveries. 

The  middle  of  the  nineteenth  century  witnessed 
the  establishment  of  orthopedic  surgery  as  a specialty 
in  the  United  States,  and  Lewis  Albert  Sayre, 
1820-1900,  of  New  York  City  was  among  its  giants. 
He  was  graduated  from  the  College  of  Physicians  and 
Surgeons  in  New  York  in  1842.  Active  in  the  orga- 
nization of  Bellevue  Medical  College,  now  the  Med- 
ical School  of  New  York  University,  he  served  as  its 
professor  of  orthopedics,  fractures,  and  dislocations 
in  1861.  This  was  the  first  professional  chair  of  or- 
thopedics in  the  United  States.  Later  the  chair  of 
clinical  surgery  was  added  in  recognition  of  Sayre’s 
contributions  to  the  surgical  aspects  of  his  specialty. 
He  personally  conducted  his  orthopedic  clinic  and 
his  hospital  service  until  1898,  when  he  became 
emeritus  professor  and  was  succeeded  by  his  equally 
talented  son  Reginald  Hall  Sayre. 

Surgical  specialty 

In  1861,  Mayor  Fernando  Wood  designated  Lewis 
Sayre,  resident  physician  of  New  York  City,  the 
equivalent  of  city  health  officer.  Sayre  held  the 
appointment  until  1866.  He  was  a charter  member 
of  the  New  York  Academy  of  Medicine,  the  American 
Surgical  Association,  and  the  American  Medical 
Association.  Of  the  last  named,  he  was  the  only  or- 
thopedic surgeon  to  attain  the  presidency.  With  this 
prestige,  earned  by  incessant  activity  in  clinics, 
wards,  operating  rooms,  his  private  office,  and 
meetings  of  professional  societies  and  committees, 
his  personal  influence  became  a major  force  in  the 
development  of  orthopedics. 

Lewis  Sayre’s  influence  was  manifested  chiefly  in 
the  transformation  of  orthopedics  from  mecha- 
notherapy, the  limited  realm  of  the  once  maligned 
brace-and-plaster  practitioner,  into  a respected 
surgical  specialty.  It  took  an  additional  generation 
to  complete  the  transformation.  In  1852,  Henry  J. 
Bigelow  of  Boston,  1818-1890,  performed  the  first 
resection  of  the  hip  joint  for  tuberculous  infection. 
Sayre  reported  a similar  case  in  1854  and  continued 
to  apply  resection  thereafter.  He  is  said  to  have 
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excised  more  than  70  tuberculous  hips  in  his  thirty 
years  of  practice.  Visiting  Europe  in  1871,  he  dem- 
onstrated the  operation  in  several  surgical  centers 
and  was  credited  with  establishing  it  as  a standard 
procedure.  Sayre’s  reputation  in  Europe  and  at 
home  was  heightened  by  the  fact  that  several  of  his 
patients  were  members  of  the  royal  families  of  Nor- 
way and  Sweden.  He  performed  his  resection  of  the 
hip  as  an  instructional  contribution  to  the  Interna- 
tional Medical  Congress  in  Philadelphia  in  1876,  in 
the  presence  of  Joseph  Lister.  At  that  meeting  one 
of  the  serious  polemics  took  place  between  Sayre  and 
Samuel  D.  Gross,  who  disputed  the  etiology  of  so- 
called  hip  disease,  coxitis.  Gross  maintained  that  it 
was  constitutional;  Sayre  insisted  that  it  was  trau- 
matic. Sayre  was  often  criticized  for  incising  sup- 
purating joints,  whereas  Bauer  and  his  followers  were 
advocating  prolonged  bed  rest  and  physiologic  sup- 
portive measures,  and  Davis  and  his  group  were  using 
the  American  method  of  traction  by  braces.  Sayre 
insisted  that  the  earlier  suppurative  lesions  of  joints 
were  recognized  and  drained,  the  sooner  would  larger 
operations  become  unnecessary.  It  took  fifty  years 
for  this  opinion  to  gain  acceptance. 

Probably  Sayre’s  greatest  contribution  to  ortho- 
pedic surgery  was  his  use  of  the  plaster  of  Paris 
jacket,  first  Pott’s  disease  and  later  in  scoliosis.  In 
1874  he  applied  a plaster  jacket  to  the  trunk  of  a 
four-year-old  child.  This  was  his  first  use  of  the 
procedure  which,  with  minor  modifications,  re- 
mained known  for  several  decades  as  the  Sayre 
plastic  jacket.  The  case  was  reported  in  1876  in  the 
Transactions  of  the  American  Medical  Association. 
The  procedure  was  complimented  and  approved  in 
British  periodicals  by  Lister  and  by  the  equally  in- 
fluential James  Paget  of  London.  When  used  for 
scoliosis,  the  jacket  was  applied  while  the  patient  was 
suspended  by  a head  halter  under  an  erect  tripod. 
For  high  thoracic  or  cervical  cases  a so-called  jury 
mast,  a rod  extending  above  the  head  and  permitting 
constant  head  traction,  was  incorporated  in  the 
plaster.  The  attachment  was  a forerunner  of  the 
halo  traction  of  a later  generation.  Sayre’s  book 
Spinal  Disease  and  Spinal  Curvature,  published  in 
1877,  was  a leading  monograph  for  several  decades. 
Charles  Fayette  Taylor  of  the  New  York  Orthopaedic 
Dispensary  and  Hospital  never  accepted  the  Sayre 
jacket,  but  at  the  Hospital  for  the  Ruptured  and 
Crippled,  now  the  Hospital  for  Special  Surgery,  it  was 
accepted  by  Virgil  Pendelton  Gibney,  1848-1927,  in 
1890. 

In  scoliosis  Sayre  used  lateral  pressures  to  correct 
the  curvature  as  the  plaster  jacket  was  being  applied. 
He  would  add  further  pressure  correction  with  each 
replacement  of  the  plaster.  This  method  has  per- 
sisted, with  modest  modifications,  to  the  present 
time.  Sayre’s  tripod  and  cloth  halter  were  in  con- 
stant use,  not  only  in  hospital  plaster  rooms  and 
operating  suites,  but  in  the  offices  of  many  orthope- 
dic surgeons  as  late  as  the  1930s. 


For  the  treatment  of  spinal  deformity  Russell 
Hibbs  and  his  student  J.  C.  Risser  later  applied  the 
plaster  jacket  while  the  patient  lay  on  an  operating 
table,  traction  of  head  and  pelvis  replacing  Sayre’s 
overhead  halter  and  gravity.  But  Sayre’s  corrective 
canvas  bands  later  were  replaced  by  wedged  plasters 
with  or  without  anterior  and  posterior  turnbuckles. 
Repeated  reports  of  committees  on  scoliosis  of  the 
American  Orthopaedic  Association  attested  to  the 
improvement  in  care  obtainable  by  these  adaptations 
of  the  Sayre  jacket.  By  x-ray  confirmation  the 
curves  seemed  to  have  been  corrected  more  or  less 
completely.  The  failures  were  recurrences  that  de- 
veloped after  the  plasters  were  removed. 

Late  in  his  career  Sayre  came  to  believe  that  ap- 
parent reduction  in  scoliosis  treated  only  by  plaster 
jackets  was  due  chiefly  to  compensatory  curvature 
rather  than  to  actual  correction.  His  more  severely 
deformed  patients  were  relatively  content  with  their 
cosmetic  improvement.  It  must  be  remembered  that 
Sayre’s  treatment  preceded  the  advent  of  x-rays, 
which  did  not  appear  until  1898.  Not  until  Russell 
Hibbs’  spinal  fusion  in  1911  was  any  serious  advance 
in  technology  available  to  prevent  return  of  the  spinal 
curvature. 

In  1869  Sayre  published  A Practical  Manual  for 
the  Treatment  of  Club  Foot.  This  book  also  ap- 
peared in  French  and  German  translations.  Up  to 
that  time  and  somewhat  beyond,  untreated  or  poorly 
treated  cases  of  clubfoot  were  common  in  all  strata 
of  society;  George  Gordon,  Lord  Byron,  is  a famous 
example.  Lewis  Sayre  was  a pioneer  in  urging  that 
the  lesion  be  recognized  and  treated  at  birth  or  early 
in  infancy  and  that  manipulative  treatment  and 
corrective  shoes  be  used.  John  Ball  Brown  had  ex- 
pressed the  same  opinions  in  his  day,  but  apparently 
had  attracted  little  attention.  Like  Sayre,  Brown 
had  urged  the  examination  of  all  newborn  children 
for  clubfoot.  By  Sayre’s  time,  however,  orthopedics 
had  become  a specialty,  with  hospital  clinics  for  the 
poor  and  a large  audience  in  the  medical  community; 
pediatrics  also  was  emerging  as  a specialty. 

In  1871,  pressure  bandaging  with  adhesive  tape 
was  introduced  for  the  treatment  of  fracture  of  the 
clavicle,  and  the  bandage  became  known  as  Sayre’s 
dressing.  The  dressing  pulled  the  shoulder  back, 
and,  by  passing  around  the  elbow,  pulled  the  arm  up. 
This  too  became  almost  a standard  procedure  for 
several  decades.  It  was  later  superseded  by  the  fig- 
ure-of-eight bandage  and  the  clavicular  cross. 

Sayre’s  chief  publication  was  his  textbook  Lectures 
on  Orthopaedic  Surgery  and  Disease  of  the  Joints,  j 
first  published  in  1876.  This  text  was  republished 
almost  immediately  in  England  and  appeared  on  the 
continent  in  French,  German,  and  Spanish  transla-  I 
tions.  It  superseded  Bauer’s  textbook  and  remained  t 
the  most  important  American  treatise  for  several  j 
decades. 

Sayre  believed  strongly  that  the  lesions  recognizee 
later  as  tuberculous  infections  of  the  hip  and  othei  | 
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joints  were  of  traumatic  origin  or  were  precipitated 
by  trauma.  In  the  terminology  of  his  day,  they  were 
, said  to  be  strumous  in  origin  and  to  depend  on  a tu- 
berculous diathesis.  But  despite  his  surgical  inter- 
ventions— resection  of  the  hip  and  incision,  and 
drainage  of  bone  and  joint  infections — he  was  usually 
most  conservative  in  the  treatment  of  skeletal 
deformities  and  he  urged  the  improvement  of  me- 
chanotherapy, such  as  braces,  plaster  of  Paris,  and 
manipulation.  Sayre  was  made  an  honorary  member 
of  the  American  Orthopaedic  Association  in  1889, 
although  he  had  originally  opposed  its  establishment 
and  had  urged  his  orthopedic  colleagues  instead  to 
I join  the  American  Surgical  Association,  of  which  he 
was  a founding  member. 

Two  of  America’s  most  prestigious  orthopedic 
hospitals  were  founded  during  the  Civil  War,  three 
years  apart.  Whereas  Brown’s  and  Bauer’s  institu- 
tions were  privately  operated,  the  two  new  hospitals 
were  founded  and  maintained  by  self-perpetuating 
boards  of  trustees.  The  two  institutions  became 
important  in  the  history  of  American  orthopedics 
because,  along  with  the  Massachusetts  General 
Hospital  in  Boston,  the  hospital  of  the  University  of 
Pennsylvania,  and  the  Jefferson  Medical  School  in 
Philadelphia,  they  became  principal  training  grounds 
for  the  succeeding  generation  of  orthopedic  surgeons. 

The  first  of  these  was  the  Hospital  for  the  Rup- 
tured and  Crippled.  Hernia  was  included  in  its  scope 
because  the  orthopedic  brace  maker  also  made 
trusses.  The  hospital  was  founded  and  opened  in 
1863  by  a group  of  philanthropic  citizens  organized 
as  the  New  York  Society  for  the  Relief  of  the  Rup- 
tured and  Crippled.  The  first  director  was  James 
Knight,  1810-1887,  a Baltimorean  who  had  been 
practicing  medicine  in  New  York  City  since  1835  and 
for  a short  time  had  been  an  associate  of  the  eminent 
Valentine  Mott.  Knight  favored  the  term  surgico- 
mechanics  to  describe  his  clinical  work. 

The  first  staff  of  the  hospital  included  Valentine 
Mott,  William  K.  van  Beuren,  and  John  M.  Carno- 
chan,  all  leading  surgeons.  For  three  years  the  hos- 
pital occupied  James  Knight’s  home,  but  built  its 
own  facilities  in  1866.  Knight  remained  its  chief  and 
active  director  until  1887,  when  he  was  succeeded  by 
Gibney. 

Among  Knight’s  important  innovations  was  his 
introduction  of  continuing  education  for  children 
who  were  long-term  inpatients  and  of  vocational 
training,  trade  school,  for  older  persons.  He  also 
established  the  first  notable  program  of  residency 
training  in  American  orthopedics.  He  was  a strong 
advocate  of  prolonged  rest  but  also  was  the  first  to 
stress  the  importance  of  total  rehabilitation. 
Treatment  did  not  stop  with  arrest  or  quiescence  of 
the  disease  in  the  spine  or  limb.  In  his  preference  for 
prolonged  bed  rest  he  was  of  course  in  opposition  to 
Sayre  and  his  group,  who  considered  Knight  exces- 
sively conservative.  This  difference  was  the  prin- 
cipal controversy  in  American  orthopedics  at  that 


time  and  has  retained  its  primacy  until  the  present; 
the  problem  has  been  solved  only  in  part  by  the  in- 
troduction of  chemotherapy  and  antibiotics.  Knight 
also  opposed  Sayre’s  plaster  jackets  and  casts  for 
bone  and  joint  disease.  Knight  felt  so  strongly  about 
this  that  during  his  ascendancy  his  great  orthopedic 
center  had  no  operating  room.  Not  until  Gibney 
succeeded  him  was  one  installed. 

Virgil  Pendleton  Gibney  was  horn  in  Kentucky, 
received  his  M.D.  at  Bellevue  Hospital  in  New  York 
in  1871,  and  was  very  much  influenced  by  Sayre.  In 
his  book  The  Hip  and  Its  Diseases,  1884,  Gibney 
accepted  Sayre’s  resection  of  the  femoral  head. 
Knight  compelled  Gibney  to  resign  from  the  staff  of 
the  Hospital  for  the  Ruptured  and  Crippled,  but,  as 
already  noted,  Gibney  later  returned  as  Knight’s 
successor  and  remained  in  charge  for  thirty-seven 
years.  Gibney  was  succeeded  by  Royal  Whitman, 
1857-1946,  and  for  a short  time  by  the  latter’s  son 
Armitage  Whitman.  Philip  D.  Wilson,  Sr.,  1886- 
1969,  held  the  post  from  1934  to  1955.  He  was  fol- 
lowed by  T.  Campbell  Thompson,  then  Robert  Lee 
Paterson,  Jr.,  and  by  Philip  D.  Wilson,  Jr.,  who  oc- 
cupies the  chair  in  the  present  bicentennial  year. 
During  the  tenure  of  Philip  Wilson,  Sr.,  the  hospital, 
in  recognition  of  altered  tastes,  changed  its  name  to 
the  Hospital  for  Special  Surgery;  in  addition,  it  be- 
came part  of  the  Cornell-New  York  Hospital  Medical 
Center.  The  Hospital  for  Special  Surgery  continues 
to  function  under  the  auspices  of  the  New  York  So- 
ciety for  the  Relief  of  the  Ruptured  and  Crippled. 

30  East  60th  Street 
New  York,  N.Y.  10022 

Part  II  will  be  published  in  the  August,  1976,  issue. 

Brief  History  of 
Pediatrics  in  New  York* 

GEORGE  M.  WHEATLEY,  M.D.,  M.P.H. 

Glen  Head,  New  York 

Medical  Director.  Suffolk  County  Department  of  Social  Services, 
Medical  Assistance  Administration,  Hauppauge,  New  York 


The  history  of  the  specialty  of  pediatrics  in  New 
York  is  virtually  the  history  of  the  specialty  in  the 
United  States. 

Founders  of  pediatrics 

It  is  fair  to  say  that  pediatrics,  if  not  actually  con- 
ceived in  New  York,  owed  much  of  its  gestation  and 
birth  to  the  leadership  of  a remarkable  group  of  New 
York  physicians.  It  was  in  New  York  City  that 
Abraham  Jacobi,  M.D.,  the  “Nestor  of  American 

* This  historical  review  was  made  possible  by  Faber,  H.  K.,  and 
McIntosh,  R.:  History  of  the  American  Pediatric  Society, 

1881-1965,  New  York  City,  McGraw  Hill  Book  Company,  1966, 
pp.  53,  196,  252. 
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Pediatrics,”  started  the  first  pediatric  clinic  in  this 
country,  in  1860. 

Jacobi,  a graduate  of  Bonn  University,  arrived  in 
New  York  in  1853,  a political  refugee  from  his  native 
Prussia.  He  was  small  in  stature  but  had  tremen- 
dous drive  and  great  organizing  ability.  He  was 
largely  responsible  for  starting  the  section  on  pedi- 
atrics of  the  American  Medical  Association  and  the 
New  York  Academy  of  Medicine.  He  was  one  of  the 
founders  of  the  American  Pediatric  Society  in  1888, 
which  was  also  the  first  medical  specialty  society  in 
the  United  States.  His  enthusiasm  and  energy  re- 
cruited his  friends  and  associates;  among  the  43 
founders  of  the  society,  22  were  from  New  York. 
Jacobi  was  the  first  professor  of  pediatrics,  in  1870, 
at  Columbia  University’s  College  of  Physicians  and 
Surgeons  and  was  an  outstanding  teacher.  He  was 
the  first  director  of  the  children’s  medical  services  at 
Bellevue,  in  1874,  and  continued  for  thirty-one  years. 
He  was  also  the  first  chief  of  the  pediatric  service  at 
Mt.  Sinai  Hospital,  New  York. 

Another  giant  among  the  remarkable  group  of  men 
who  literally  created  pediatrics  at  this  time  was  Job 
Lewis  Smith,  M.D.  His  personality  was  in  rather 
marked  contrast  to  Jacobi’s.  Smith  was  a quiet,  re- 
tiring type  with  a first-rate  education.  He  came  from 
Upstate  New  York  to  New  York  City  under  the  aegis 
of  his  famous  brother,  Stephen,  and  his  equally  fa- 
mous preceptor,  Austin  Flint,  M.D.  His  textbook  on 
pediatrics  went  through  eight  editions  and  was  a 
standard  until  Holt’s  Diseases  of  Infancy  and 
Childhood  appeared  in  1897,  the  year  of  Smith’s 
death.  He  was  an  astute  clinical  observer  and  a 
student  of  medical  literature.  Almost  alone  at  that 
time,  he  appreciated  the  importance  of  controlled 
clinical  data.  He  made  the  first  clear  distinction 
between  rubella  and  measles  and  showed  that  cod 
liver  oil  alone,  and  not  phosphorous,  was  curative  in 
rickets.  He  was  the  first  to  describe  equine  en- 
cephalitis, was  in  the  forefront  of  the  battle  for  pure 
milk  to  prevent  infantile  diarrhea,  and  was  the  first 
professor  of  pediatrics  at  Bellevue  Hospital  College, 
which  later  became  New  York  University  Medical 
School. 

Late  nineteenth  century 

In  the  latter  half  of  the  nineteenth  century,  in  parts 
of  New  York  City,  children  were  born  under  wretched 
environmental  conditions.  In  1852  the  area  between 
50th  and  86th  Streets  on  the  West  Side,  near  the 
home  of  Job  Lewis  Smith,  was  then  occupied  by 
shanties  without  running  water,  sewers,  or  even  good 
surface  drainage;  Central  Park’s  development  by 
Olmsted  did  not  begin  until  1857.  Privies  were 
common  and  probably  ill  kept.  Water  was  obtained 
from  shallow  wells.  Livestock  roamed  freely  and 
polluted  the  area.  Most  of  the  babies  born  in  these 
shanties  were  delivered  by  midwives  who  had  little 
or  no  sense  of  cleanliness.  Not  only  in  the  shanties 
but  even  in  the  homes  of  the  better  off,  summer  di- 


arrhea took  a fearful  toll  which  continued  well  intc 
the  second  decade. 

The  handling  of  milk,  both  before  and  after  it 
reached  the  consumer,  was  shocking  by  present-day 
standards.  The  mortality  rate  from  diarrheal  dis- 
eases was  fearfully  high.  Diphtheria  was  anothei 
plague  with  an  appalling  death  rate:  40  to  70  pei 
cent  in  some  studies.  Deaths  were  not  reported  unti 
1852.  By  1888,  before  the  introduction  of  antitoxin 
the  mortality  rate  reached  221  per  100,000.  Tht 
other  diseases,  such  as  scarlet  fever,  pneumonia  wit! 
empyema,  tuberculosis,  typhoid  fever,  influenza,  anc 
syphilis  were  of  major  importance  in  children  at  th< 
turn  of  the  century. 

These  medical  and  public  health  problems  bred  <- 
remarkable  group  of  physicians  concerned  with  th< 
health  and  welfare  of  children.  Besides  Jacobi  an( 
J.  L.  Smith,  among  the  illustrious  names  whicl 
emerged  were  L.  Emmett  Holt,  M.D.,  Dwigh 
Chapin,  M.D.,  Simon  Baruch,  M.D.,  father  of  Ber 
nard  Baruch,  August  Caille,  M.D.,  Walter  Carr,  M.D. 
Henry  Koplik,  M.D.,  W.  P.  Northrup,  M.D.,  am 
Joseph  O’Dwyer,  M.D.,  to  mention  some  of  the  2! 
New  Yorkers  who  founded  the  American  Pediatri 
Society. 

This  was  a time  when  medical  science  was  begin 
ning  to  offer  new  tools  to  study  and  solve  problems 
They  began,  at  once,  applying  the  new  techniques  o 
bacteriology  and  pathologic  histology  and  began  t 
get  new  insights  into  old  scourges.  There  also  cam 
on  the  scene  in  New  York  City  2 unusual  publi 
health  officials.  Stephen  Smith,  M.D.,  the  brothe 
of  Job  Lewis,  was  the  first  health  officer  of  the  city 
The  dramatic  improvement  in  mortality  from  th 
age-old  childhood  diseases,  which  began  about  thi 
time,  would  not  have  been  possible  without  th 
leadership  and  knowledge  of  public  health  official 
such  as  Stephen  Smith.  The  pediatric  and  publi 
health  greats  of  the  day  worked  together.  For  e> 
ample,  the  earliest  evidence  of  legislative  action  take 
directly  for  the  health  of  children  was  an  apprr 
priation  of  $10,000  by  the  New  York  State  legislatui 
in  1879  to  provide  a corps  of  physicians  to  visit  pot 
homes  in  the  tenement  districts  of  New  York  City  t 
treat  sick  babies. 

Stephen  Smith  was  primarily  responsible  for  th 
act,  but  it  is  reasonable  to  think  that  his  brother 
clinical  experience  with  the  diarrheal  diseases  was  ( 
some  influence.  We  can  also  imagine  that  Jacobi  an 
other  eminent  pediatricians  of  the  time  such  as  K< 
plik,  O’Dwyer  of  the  famous  O’Dwyer  intubatic 
tubes,  John  Reid,  M.D.,  William  Northrup,  M.E 
perhaps  the  first  pediatric  pathologist,  and  Hem 
Dwight  Chapin,  M.D.,  who  was  called  by  Marsha 
Pease  “the  first  socially  conscious  American  pedi; 1 
trician,”  would  have  rallied  to  support  this  act.  Th 
legislative  step  was  followed  by  a steady  developmei 
of  health  programs  primarily  for  the  benefit  of  chi 
dren.  In  1893,  the  first  diagnostic  laboratory  in  a ci 
health  department  was  set  up  in  New  York  und 
Herman  Biggs,  M.D.  This  was  a boon  to  the  pedi 
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tricians  to  aid  in  the  diagnosis  of  diphtheria.  Wil- 
liam H.  Park,  M.D.,  was  another  great  public  health 
figure,  who  at  the  turn  of  the  century  applied  the 
,,  discoveries  of  bacteriology  to  saving  children’s  lives. 

. He  took  the  lead  to  make  diphtheria  immunizations 
.•  generally  accepted  by  the  medical  profession  and  the 
*r  public. 

The  first  collective  investigation  into  the  use  of 
n antitoxin,  in  the  treatment  of  diphtheria  in  private 
v practice,  was  carried  out  by  a committee  of  4 of  the 
± American  Pediatric  Society,  3 of  whom  were  New 
^Yorkers:  L.  Emmett  Holt,  W.  P.  Northrup,  and 
^Joseph  O’Dwver.  This  report  in  1896  clearly  es- 
tablished the  value  of  diphtheria  antitoxin. 

,ja  Henry  Dwight  Chapin,  M.D.,  (1857-1942)  had  a 
-..profound  impact  on  the  care  of  children.  He  recog- 
,-Kjnized  the  child’s  need  for  love,  warmth,  and  sympa- 
thetic care.  He  fought  institutional  and  prolonged 
hospitalizations,  feeling  that  loneliness  and  depri- 
...vation  from  family  life  were  detrimental  physically 
0 and  psychologically.  He,  along  with  other  pedia- 
triciaxis  and  leading  citizens,  organized  the  New  York 
.Milk  Committee  which  established  “milk  stations” 
•rx  in  New  York  City.  These  were  the  first  public  places 
where  mothers  could  receive  help  in  feeding  their 
..infants.  They  were  made  possible  in  1893  by  a pri- 
vate  benefactor,  Nathan  Straus.  Responsibility  for 
t these  facilities  was  eventually  assumed  by  the  Bureau 
-t(  of  Child  Hygiene  of  the  City  of  New  York  Depart- 
-jment  of  Health. 

3 In  this  period,  the  influence  of  Holt  began  to  be  felt 
T in  the  development  of  pediatrics.  Like  J.  L.  Smith, 
Holt  was  a native  of  Upstate  New  York,  graduating 
from  the  University  of  Rochester.  After  a brief  pe- 
. riod  at  the  Buffalo  Medical  College,  he  came  to  New 
.York  City  where  he  completed  his  undergraduate 
j medical  training  at  the  College  of  Physicians  and 
, Surgeons,  graduating  in  1880. 

It  is  likely  that  he  was  the  first  American  to  follow 
. pediatrics  exclusively  as  a discipline.  Even  more 
. than  Jacobi,  he  deserves  to  be  regarded  as  the  father 
.,  of  modern  American  pediatrics.  His  contributions 
ranged  from  extensive  accumulations  of  clinical  data 
that  resulted  in  1897  in  his  classic  textbook,  to  the 
first  adequate,  properly  staffed  laboratories  in 
. America  for  the  investigation  of  pathologic  and  bio- 
. chemical  pediatric  problems.  The  first  studies  on 
the  quantitative  measurement  of  fluid  and  mineral 
losses  from  diarrhea  were  done  by  Holt.  Later,  he 
made  important  contributions  in  the  fields  of  nutri- 
tion and  child  welfare.  He  was  an  outstanding 
- teacher,  succeeding  Jacobi  as  professor  of  pediatrics 
at  the  Columbia  University  College  of  Physicians  and 
Surgeons.  His  son,  L.  Emmett  Holt,  Jr.,  M.D., 
achieved  a remarkable  career  in  pediatrics  in  his  own 
-v,  right.  He  made  important  contributions  in  nutri- 
tion,  particularly  in  the  field  of  fat  metabolism.  He 
^ was  professor  of  pediatrics  at  New  York  University 
Medical  School.  In  his  later  years,  he  was  particu- 
larly interested  in  the  health  problems  of  children  in 
; the  developing  countries. 


Early  twentieth  century 

Many  of  the  leading  pediatricians  of  New  York,  as 
their  careers  advanced,  became  spokesmen  for  public 
health  and  welfare  programs  for  children.  We  have 
already  mentioned  Jacobi,  Smith,  Holt,  and  Chapin. 
As  the  years  went  by,  others  called  attention  to  the 
need  to  improve  health  services  for  schoolage  chil- 
dren. In  1904,  August  Caille,  M.D.,  a founder  and 
one  of  the  most  active  contributors  to  clinical  pedi- 
atrics, called  for  pediatricians  to  work  for  improve- 
ment of  conditions  in  the  public  schools  as  they  affect 
the  health  of  the  children. 

It  may  have  been  more  than  coincidence  that  the 
first  public  school  medical  officer  in  the  United 
States  was  appointed  by  the  City  of  New  York  in 
1892.  New  York  City  also  appointed  the  first  school 
nurses  in  1902.  In  1914  the  first  legislation  making 
it  compulsory  for  school  children  to  be  examined  by 
a physician  was  passed  by  the  New  York  legislature. 

Another  early  contributor,  in  the  period  1901  to 
1913,  to  the  development  of  the  specialty,  was  Walter 
Lester  Carr,  M.D.  He  was  one  of  the  most  active 
workers  of  his  era  in  child  health  and  welfare  pro- 
grams. He  organized  the  Milk  Commission  of  the 
Medical  Society  of  the  County  of  New  York. 

Philip  Van  Ingen,  M.D.,  another  New  York  pedi- 
atrician, was  a leading  spirit  in  the  first  national  or- 
ganization formed  with  the  sole  purpose  of  saving  the 
lives  of  babies.  It  was  founded  in  1909  as  the 
American  Association  for  the  Study  and  Prevention 
of  Infant  Mortality,  and  eventually  merged  with 
another  voluntary  agency  concerned  with  the  health 
of  school  children  to  become  the  American  Child 
Health  Association.  Dr.  Van  Ingen,  aside  from  his 
clinical  practice,  devoted  much  time  to  these  orga- 
nizations. He  was  chairman  of  the  advisory  com- 
mittee for  the  famous  Astoria  School  Health  Study 
conducted  in  the  public  and  parochial  schools  of  New 
York  City  from  1936  to  1940  under  the  direction  of 
Dorothy  Nyswander.  The  recommendations  of  this 
study  have  influenced  school  health  practices  not 
only  in  the  United  States  but  in  many  other  parts  of 
the  world. 

During  this  period  of  the  late  thirties  another  pe- 
diatrician emerged  who  was  to  have  a profound  im- 
pact on  public  health  as  well  as  pediatrics.  Leona 
Baumgartner,  M.D.,  trained  under  Levine  at  New 
York  Hospital,  came  to  the  City  of  New  York  Health 
Department,  and  began  to  recruit  pediatric  residents 
to  improve  the  quality  of  care  for  children  in  the 
health  department’s  child  health  services.  Infants, 
preschool  children,  school  children,  and  crippled 
children  were  all  to  benefit.  A new  breed  of  pedia- 
tricians has  been  the  result,  namely  those  involved 
with  “community  pediatrics.”  Some  of  the  first  in- 
dividuals that  Baumgartner  brought  into  public 
programs  for  children  were  Vernon  Lippard,  M.D., 
William  Schmidt,  M.D.,  Myron  Wegman,  M.D., 
Robert  Culbert,  M.D.,  and  George  Wheatley,  M.D. 
All  made  new  careers  stemming  from  this  early  ex- 
posure to  public  health  and  social  action  for  children. 
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Baumgartner,  aside  from  this  special  contribution 
to  pediatrics,  was  an  outstanding  health  commis- 
sioner of  New  York  City. 

If  space  permitted,  sketches  of  the  careers  of  suc- 
ceeding generations  of  New  York  pediatricians  would 
reflect  the  milestones  of  pediatric  progress  foi*  the 
nation.  As  pediatrics  moved  into  the  biochemical 
and  immunologic  era  of  the  twenties  and  thirties, 
New  Yorkers  made  major  contributions.  Samuel  Z. 
Levine,  M.D.,  began  his  studies  of  infants  with  the 
respiration  chamber  at  the  New  York  Hospital. 
With  Harry  Gordon,  M.D.,  he  was  to  add  immensely 
to  our  knowledge  of  the  management  of  premature 
infants. 

Other  cities  of  the  State  began  to  develop  their 
centers  of  pediatric  influence  as  the  medical  schools 
in  Buffalo,  Rochester,  Syracuse,  and  Albany  orga- 
nized pediatric  departments.  Henry  Shaw,  M.D.,  of 
Albany,  president  of  the  American  Pediatric  Society 
in  1929,  made  a strong  plea  for  pediatricians  to  seize 
the  opportunity  to  emphasize  prevention  rather  than 
merely  the  treatment  of  disease. 

Samuel  Clausen,  M.D.,  of  Rochester  made  im- 
portant biochemical  contributions  including  original 
work  on  vitamin  A.  William  Bradford,  M.D.,  at  the 
same  medical  center  pioneered  in  the  study  of  the 
treatment  and  prevention  of  pertussis  and  menin- 
gococcus meningitis.  Bela  Schick,  M.D.,  came  to 
New  York  as  professor  of  pediatrics  at  Mount  Sinai 
and  soon  made  his  influence  felt  in  teaching  and  re- 
search. It  was  his  work  with  von  Pirquet  which 
showed  that  antibody  could  be  harmful  as  well  as 
beneficial.  This,  for  the  first  time,  explained  the 
concept  of  allergy.  Karelitz  at  Mount  Sinai  and  later 
at  the  Long  Island  Jewish  Hospital  was  an  out- 
standing teacher  and  astute  clinician;  he  continued 
the  tradition  of  concern  for  social  pediatrics  begun 
by  the  earlier  generation  of  the  founding  fathers  of 
pediatrics. 

Midcentury 

The  period  of  the  late  thirties,  forties,  and  fifties 
saw  the  emergence  of  strong  pediatric  departments 
at  Columbia  and  the  Babies  Hospital,  New  York 
University,  Bellevue,  and  Cornell-New  York  Hos- 
pital. 

Rustin  McIntosh,  M.D.,  a great  and  beloved 
teacher,  encouraged  a climate  of  research  which 
produced  such  original  thinkers  as  Hattie  Alexander, 
M.U.,  with  her  brilliant  work  on  influenza  meningitis 
and  Dorothy  Anderson,  M.D.,  who  discovered  cystic 
fibrosis.  Charles  Hendee  Smith,  M.D.,  was  another 
outstanding  teacher  and  clinician  with  a strong  de- 
partment. 

The  Bakwins,  Harry  and  Ruth,  about  this  time, 
were  making  their  collaborative  studies  and  obser- 
vations on  growth  and  development.  Harry,  in  1941, 
presented  a revolutionary  report  on  “Loneliness  in 
Infants,”  reminding  those  who  cared  for  children  that 
the  young  infant  can  actually  starve  and  die  from  lack 

1200  New  York  State  Journal  of  Medicine/ July  1976 


of  affection  and  “mothering.”  This  recalled  the 
advice  of  Chapin  some  forty  years  before.  It  also 
reminds  us  of  the  importance  of  knowledge  of  the 
past. 

In  1952,  Oscar  Schloss,  M.D.,  passed  away.  He 
spent  most  of  his  professional  career  in  New  York. 
He  somehow  managed  a large  and  demanding  prac- 
tice, yet  was  able  to  make  many  original  studies  based 
on  application  of  laboratory  methods  to  clinical 
problems.  He  showed  the  role  of  acidosis  in  dehy- 
dration accompanying  infantile  diarrhea.  This  was 
contemporaneous  with  Howland’s  great  work  but 
quite  independent.  In  fact,  to  show  the  character  of 
the  man,  he  deliberately  withheld  his  own  article 
from  publication  when  he  learned  that  Howland’s 
work  was  scheduled  for  publication  at  the  same  time 
in  the  same  scientific  journal.  He  also  proved  the 
absorption  of  food  proteins  through  the  gut  wall 
during  digestive  disturbances  in  early  life.  His 
modest  manner  concealed  a breadth  and  depth  of 
scholarship  unexcelled  by  that  of  any  other  pedia- 
trician of  his  time. 

Another  remarkable  New  York  pediatrician  who 
should  be  remembered  for  his  important  contribu- 
tion to  pediatrics  is  Alfred  Hess,  M.D.  He  was  one 
of  the  most  resourceful  and  effective  investigators  in 
American  pediatrics.  His  careful  search  for  the  ac- 
tive principle  in  cod  liver  oil  that  prevented  and  cured 
rickets  led  him  to  study  the  sterols.  He  showed  that 
-irradiation  of  ergosterol  with  ultraviolet  light  con- 
ferred antirachitic  potency.  These  studies,  which 
provided  the  link  between  the  two  curative  agents 
then  known,  cod  liver  oil  and  exposure  to  ultraviolet 
light,  was  his  crowning  achievement.  He  died  in 
1933,  a few  days  before  his  fifty-eighth  birthday. 

Thomas  Rivers,  M.D.,  for  many  years  at  the 
Rockefeller  Institute  for  Medical  Research,  was 
trained  in  pediatrics  and  by  his  original  studies  laid 
the  groundwork  for  the  systematic  investigation  of 
viruses.  He  was  the  principal  driving  force  who 
pushed  the  development  of  the  poliomyelitis  vaccine. 
His  students  have  become  the  leading  virologists  of 
the  present  generation.  Notable  among  these  is 
Horace  Hodes,  M.D.,  Lehman  professor  of  pediatrics 
at  Mount  Sinai  Hospital  and  Medical  School.  Hodes 
developed  the  first  killed  vaccine  for  rabies.  He  has 
developed  tools  and  methods  for  the  study  of  viruses 
and  antibodies,  and  discovered  the  first  virus  re- 
sponsible for  diarrhea  which  now  bears  his  name. 

Richard  Day,  M.D.,  and  Conrad  Reilley,  M.D.,  are 
two  other  outstanding  contributors  to  pediatric 
knowledge  who,  while  they  were  with  McIntosh,  de- 
scribed the  disease  which  bears  their  name,  otherwise 
called  “familial  dysautonomia.”  Day  has  also  made 
important  contributions  to  care  of  the  newborn  by 
his  studies  of  temperature  control. 

Saul  Krugman,  M.D.,  is  another  pediatrician  who 
is  outstanding  among  the  present  generation  of  New 
York  pediatricians.  He  is  internationally  famous  for 
his  original  work  on  hepatitis,  which  includes  clearly 
distinguishing  infectious  from  serum  hepatitis  and 


for  his  work  on  measles. 

Conclusion 

This  is,  of  course,  an  incomplete  accounting  of  the 
contributions  made  by  New  Yorkers  in  developing 
the  specialty  of  pediatrics.  We  have  left  out  the  work 
of  many,  such  as  Benjamin  Kramer,  Edith  Lincoln, 
Donovan  McCune,  Max  Jacobson,  Julius  Richmond, 
Lytt  Gardner,  Gilbert  Forbes,  Charles  Lowe,  Mitchell 
Rubin,  Joseph  Dancis,  Vernon  Lippard,  Alfred 
Vingec,  and  other  teachers  and  investigators.  There 
have  also  been  the  clinicians  and  the  social  activists 
who  have  been  the  latter-day  Chapins,  Carrs,  and  J. 
L.  Smiths,  such  as  Paul  Beven,  William  Orr,  Otto 
Faust,  Albert  Kaiser,  and  other  leaders  of  the 
American  Academy  of  Pediatrics  in  New  York  State. 

To  close  this  excursion  into  the  past,  we  can  see 
from  the  contributions  of  the  various  individuals  that 
New  Yorkers  not  only  played  a major  part  in  creating 
the  specialty  of  pediatrics  but  have  also  continued  to 
have  significant  influence  in  its  continuing  devel- 
opment. The  specialty  has  always  been  unique  in 
American  medicine  as  a blend  of  clinical  medicine, 
the  laboratory  sciences,  and  social  action.  This  has 
proved  over  the  years  to  be  a winning  combination, 
judged  by  the  growth  of  the  specialty  and  the  im- 
provement in  the  health  of  children. 
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The  following  report  deals  with  the  growth  and 
development  of  psychiatry  from  early  times  to  the 
end  of  the  nineteenth  century. 

Colonial  period 

In  the  American  colonies,  according  to  the  Eliza- 
bethan Poor  Law  Act  of  1601,  the  responsibility  for 
the  care  of  the  poor,  and  frequently  the  insane,  was 
placed  on  local  authorities,  especially  the  parish. 
This  was  the  beginning  of  the  “voluntary  system” 
which  developed  in  England  as  a result  of  the  loss  of 
church  property  following  the  Protestant  secession. 
In  France  and  Germany,  instead,  many  of  the  men- 
tally ill,  together  with  the  crippled,  defective,  crim- 
inals, and  paupers,  were  housed  in  large  institutions 


from  the  mid-seventeenth  to  the  end  of  the  eigh- 
teenth century. 

In  practice,  in  this  country,  the  attitude  toward  the 
mentally  ill  was  characterized  by  neglect  and,  in  some 
cases,  punishment.  Through  the  medium  of  harsh 
settlement  laws,  in  many  cases  the  mentally  ill  were 
kept  out  of  towns  or  brought  to  the  next  town,  often 
at  night.  Some  were  boarded  in  private  homes;  the 
less  lucky  were  sold  at  auction  or  simply  thrown  in  jail 
like  common  criminals.  Superstitious  practices,  of 
course,  still  prevailed,  as  shown  by  the  Salem 
witchcraft  mania  of  1692. 

Of  the  largest  American  cities  in  the  seventeenth 
century,  which  were  Boston,  New  York,  Philadelphia, 
and  Charleston,  New  York  was  soon  to  grow  consid- 
erably and  rapidly  due  to  her  natural  harbor  and  the 
industriousness  of  the  people.  In  1683  an  “Act . . . 
for  maintaining  the  Poor  and  Preventing  Vaga- 
bonds” was  passed,  aiming  at  excluding  the  unde- 
sirable transients,  among  whom  were  many  mentally 
ill.  In  1700  the  first  almshouse,  and  in  1735  a “Public 
Workhouse  and  House  of  Correction  of  the  City  of 
New  York”  were  opened  in  that  city.  In  the  Public 
Workhouse  the  residents,  including  some  mentally 
ill  housed  in  the  basement,  lived  informally  in  com- 
mon as  they  would  in  a family  and  had  privileges  to 
go  into  town;  it  was  an  almshouse,  not  an  asylum. 

Beginning  of  hospital  treatment  for 
mentally  ill  in  eighteenth  century 

Contemporary  psychiatric  thought  and 
practice.  At  the  Pennsylvania  Hospital  in  Phila- 
delphia founded  in  1756,  where  Benjamin  Rush, 
M.D.,  was  active  from  1783  to  1813,  mentally  ill  pa- 
tients were  also  admitted.  In  New  York  City,  at  the 
graduation  exercises  of  King’s  College  Medical 
School  in  1769,  Samuel  Bard,  M.D.,  then  an  out- 
standing physician,  delivered  an  address  which  re- 
sulted in  the  establishment  of  the  New  York  Hospi- 
tal, which  was  eventually  opened  in  1791.  By  1788, 
a law  relative  to  mental  illness  was  passed: 
“Whereas,  There  are  sometimes  persons  who  by  lu- 
nacy or  otherwise,  are  furiously  mad,  or  are  so  far 
disordered  in  their  senses  that  they  may  be  danger- 
ous to  be  permitted  to  go  abroad;  therefore,  Be  it 
enacted  that  it  shall  and  may  be  lawful  for  any  two 
or  more  justices  of  the  peace  to  cause  such  person  to 
be  apprehended  and  kept  safely  locked  up  in  some 
secure  place.” 

The  mentally  ill,  up  to  a number  of  20,  were  kept 
in  cold  cells  at  the  New  York  Hospital  and  taken  care 
of  by  a “maniac-keeper”  or  “cell-keeper.”  From 
1797  to  1807,  429  mentally  ill,  mostly  suffering  from 
mania,  were  admitted  to  the  hospital.  Eventually, 
in  1808,  the  New  York  Hospital  erected  a “Lunatic 
Asylum,”  a structure  composed  of  subbasement, 
basement,  and  two  principal  stories  for  a total  of  60 
rooms  near  the  main  building.  Eighty  beds  were 
thus  provided  for  the  mentally  ill  in  a city  which  was 
inhabited  by  80,000  people  and  in  a State  which 
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numbered  900,000.  Clearly,  most  of  the  mentally  ill 
still  remained  untreated. 

As  for  the  philosophy  of  mental  illness,  many  still 
adhered  to  the  popular  view  of  mental  disease,  typ- 
ified by  Robert  Burton’s  Anatomy  of  Melancholy, 
written  in  1621,  as  related  to  psychological  and  social 
factors  such  as  jealousy,  solitude,  fear,  poverty,  un- 
requited love,  and  excessive  religiosity,  on  a broad 
moralistic  background.  Among  the  new  doctrines 
slowly  emerging  were:  (1)  irritability,  or  interplay 
of  stimulus  and  counterstimulus  in  the  nervous  sys- 
tem; (2)  humorism,  or  interplay  of  various  humor 
according  to  the  Greek  tradition;  (3)  vitalism,  or  drive 
inherent  to  the  living  forces  of  the  organism;  and  (4) 
sympathy,  or  particular  interplay  between  one  organ 
and  another.  Methods  of  education,  the  climate  and 
the  social  situation,  use  of  beverages  and  tobacco, 
and,  alas,  the  new  revolutionary  ideas  were  also 
considered  as  leading  to  mental  illness.  In  practice, 
the  most  common  terms  used  in  the  literature  related 
to  mental  illness  were  “mania,”  “melancholia,” 
and  “dementia.”  Treatment  consisted  mainly  of 
bloodletting,  purging,  vomiting,  use  of  baths,  and  use 
of  drugs,  especially  opium;  chains  and  manacles  were 
an  approved  form  of  restraint. 

In  1809,  among  the  “Rules  for  the  Government  of 
the  Asylum”  passed  by  the  governors  were:  a cer- 
tificate by  a physician  for  the  admission  and  the 
discharge  of  a patient;  a physician  on  duty  three 
times  a week;  a register  containing  essential  data  on 
the  patients;  payment  for  the  treatment  to  be  made 
in  advance;  and  a male  and  a female  keeper  to  per- 
form administrative  duties.  From  1808  to  1821, 
1,148  patients  were  admitted  to  the  asylum;  of  503 
patients  discharged,  44  per  cent  were  considered 
“cured”  and  15  per  cent  as  “relieved.” 

In  the  1830s  and  1840s  the  so-called  “moral 
treatment,”  practiced  in  several  small  private  mental 
hospitals  in  New  England,  enjoyed  great  success. 
The  main  causes  leading  to  mental  disorders  were 
considered  to  be  psychological  and  were  divided  into 
predisposing  and  “exciting,”  that  is,  precipitating 
conditions,  such  as  passions,  unhappy  childhood, 
faulty  education,  excessive  masturbation,  and,  in 
general,  the  many  upheavals  of  civilian  life.  Treat- 
ment consisted  of  a therapeutic  milieu  in  which  the 
emphasis  was  on  building  up  the  personal  self-esteem 
and  self-control  of  the  patient  through  the  rational 
use  of  rewards  and  punishment  in  the  context  of  a 
strong  relationship  with  a physician.  The  physician 
served  as  a father  figure,  firm  but  kind  and  under- 
standing. 

Through  the  efforts  of  Thomas  Eddy,  a prominent 
Quaker  philanthropist  and  a governor  of  the  Society 
of  New  York  Hospital,  the  method  of  moral  treat- 
ment was  introduced  at  the  New  York  Hospital  di- 
rectly under  the  influence  of  the  “Retreat”  at  York, 
England,  where  such  a method  had  first  been  applied 
by  William  Tuke  two  decades  earlier.  As  stated  in 
the  annual  report  of  the  hospital  for  1820,  moral 


treatment  “.  . . consists  in  substituting  mildness  for 
severity,  in  affording  to  the  patients  salutary  em- 
ployment, and  innocent  recreation  and  in  using  ap- 
propriate means  to  banish  gloomy  or  perverted  Ideas 
from  the  mind;  to  break  morbid  Associations,  and  to 
restore  to  the  patient  that  command  over  his  own 
thoughts  and  imaginations  the  want  of  which  is  often 
the  immediate  cause  of  Insanity.” 

Institutions.  By  1821  the  Bloomingdale  Asylum, 
from  Bloomingdale  Road  corresponding  to  Columbia 
University  at  116th  Street,  was  opened  for  200  pa- 
tients by  the  New  York  Hospital.  The  ratio  was  10 
patients  to  a keeper  and  6 patients  to  a nurse. 
Preference  at  admission  was  given  to  the  patients 
most  likely  to  benefit  from  treatment.  A very  active 
“asylum  committee”  of  the  governors  supervised  the 
whole  operation.  From  1821  to  1840,  2,496  patients 
were  admitted,  an  average  of  124.8  cases  each  year; 
of  them,  1,145  were  discharged  as  “recovered”  and 
466  as  “improved.”  For  “recent”  cases  the  rate  of 
recovery  was  76  per  cent;  41  per  cent  of  the  cases  were 
diagnosed  as  mania  at  admission.  The  percentage 
of  alcoholism  was  continuously  on  the  increase. 

Aside  from  the  Bloomingdale  Asylum,  the  Hudson 
Lunatic  Asylum  was  operated  successfully  in  Hudson 
by  Samuel  White,  M.D.,  from  1830  to  the  time  of  his 
death  in  1845.  In  1839  the  New  York  City  Lunatic 
Asylum,  the  first  county  asylum  in  New  York  State, 
'was  established  on  Blackwell’s,  then  Welfare,  now 
Roosevelt,  Island.  Parallel  to  the  loss  of  homoge- 
neity in  the  American  culture  because  of  the  arrival 
of  poor,  undernourished,  ignorant,  and  often  physi- 
cally sick  immigrants,  first  from  Ireland  and  then 
from  Central  Europe  from  the  1830s  on,  increasingly 
moral  treatment,  as  carried  on  by  a homogeneous 
ethnic  and  religious  group  in  a stable  community, 
declined.  Mental  institutions  came  to  be  over- 
crowded, the  ratio  of  attendants  and  nurses  to  pa- 
tient decreased,  the  emphasis  was  put  on  scientific 
endeavors  and  on  institutionalization,  and  the  staff 
progressively  lost  contact  with  the  community. 
Phrenology,  then  embraced  by  many  leading  physi- 
cians and  popularized  in  many  magazines,  appeared 
to  offer  the  answer  to  the  obscurities  of  mental  ill- 
ness. 

Psychiatric  scene  in  mid-nineteenth  century 

In  the  light  of  the  mounting  need  for  care  of  men- 
tally ill,  under  the  sponsorship  of  the  State  Medical 
Society  of  New  York,  the  New  York  State  Lunatk 
Asylum  was  opened  at  Utica  in  1842  for  200  patients 
Its  first  superintendent  was  Amariah  Brigham,  M.D 
(1798-1847),  who  had  become  well-known  for  his  twi 
books.  One  was  Remarks  on  the  Influence  o 
Mental  Cultivation  upon  Health,  written  in  1835 
where  he  outlined  mental  health  principles  for  chi! 
dren,  and  the  other  was  Observations  of  the  InfL 
ence  of  Religion  upon  Health  and  Physical  Welfai 
of  Mankind,  an  enlightening  stance  about  tl 
harmful  consequences  of  religious  excesses. 
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Under  his  leadership,  the  Utica  Asylum  became  a 
model  hospital  where,  in  addition  to  treatment,  the 
patients  were  occupied  with  all  sorts  of  occupational 
and  recreational  projects,  such  as  theatrical  exhibi- 
tions, an  annual  fair,  and  a trip  to  Niagara  Falls.  In 
the  first  eleven  years,  out  of  4,000  patients  admitted, 
42  per  cent  had  recovered  and  16  per  cent  were  im- 
proved. It  was  at  that  hospital  that  the  American 
Journal  of  Insanity,  now  called  the  American 
Journal  of  Psychiatry,  was  first  published  in  1844 
under  Brigham’s  editorship.  Also,  Brigham  was  one 
of  the  13  physicians  who,  in  that  same  year,  founded 
in  Philadelphia  the  Association  of  Medical  Super- 
intendents of  American  Institutions  for  the  Insane, 
the  oldest  national  medical  association  in  this 
country;  it  is  now  known  as  the  American  Psychiatric 
Association.  Among  the  13  physicians,  Pliny  Earle, 
M.D.,  and  Samuel  White,  M.D.,  were  also  from  New 
York  State. 

Yet,  in  spite  of  these  propitious  developments, 
psychiatry  in  the  mid-nineteenth  century  was  in  a 
transitional  stage.  For  a total  population  of  about 
17  million  there  were  only  24  hospitals,  with  a bed 
capacity  of  2,561.  Although  the  book  by  Thomas 
Kirkbride,  On  the  Construction  and  Organization 
of  Hospitals  for  the  Insane,  written  in  1854,  which 
was  soon  accepted  as  a standard  text,  advocated  a 
maximum  of  250  patients  for  a hospital,  most  of  the 
institutions  operated  in  overcrowded  conditions. 
Notably,  the  Utica  State  Hospital,  largely  destroyed 
by  a fire  in  1857,  was  rebuilt  and  enlarged  to  accom- 
modate 600  patients.  Moral  treatment  was  replaced 
by  routine  and  impersonal  methods  of  treatment,  and 
the  role  of  the  superintendent  became  largely  ad- 
ministrative. Charles  Dickens,  in  his  American 
Notes  of  1842,  presented  a gloomy  picture  of  the 
Blackwell  Island  Asylum  in  New  York  City;  also 
critical  was  the  picture  of  Bloomingdale  given  by 
Dorothea  Dix,  the  famous  philanthropist  and  re- 
former, a year  later.  Faced  with  the  need  to  care  for 
a large  number  of  patients,  many  psychiatrists  re- 
jected the  views  put  forward  by  the  Englishman  John 
Conolly  in  his  book  The  Treatment  of  the  Insane 
Without  Mechanical  Restraints  in  1856. 

Toward  the  midcentury,  while  the  pioneers  of 
moral  treatment  were  disappearing  from  the  scene, 
new  psychiatric  concepts  brought  forward  by  the 
French  clinical  school,  as  appeared  in  Esquirol’s 
Mental  Maladies  in  1845  and  by  the  German  psy- 
chological school,  as  appeared  in  Von  Feuchtersle- 
ben’s  The  Principles  of  Medical  Psychology  in  1847, 
were  slowly  influencing  American  psychiatry.  More 
controversial,  instead,  was  the  concept  of  moral  in- 
sanity advanced  by  the  Englishman  James  Prichard 
in  1835,  leading  to  a grave  dispute  over  the  legal  test 
of  insanity. 

Situation  of  psychiatry  toward 
latter  part  of  century 

The  rapid  growth  of  the  population  due  to  the  in- 


flux of  immigrants  led  to  the  opening  of  several  other 
State  hospitals  in  New  York  State:  the  Rochester 
State  Hospital  in  1863;  the  Hudson  River  State 
Hospital  in  Poughkeepsie  in  1871;  the  Middletown 
State  Homeopathic  Asylum  in  1874;  the  Buffalo 
State  Hospital  in  1880;  the  Kings  Park  State  Hospital 
in  Long  Island  in  1885;  and  the  St.  Lawrence  State 
Hospital  in  Ogdensburg,  at  the  Canadian  border,  in 
1890. 

The  philosophy  of  psychiatry  then  prevailing  was 
characterized  by  increasing  pessimism  for  the  out- 
come of  mental  illness,  also  as  a result  of  the  influence 
exercised  by  the  Frenchman,  Benedict  Morel,  ac- 
cording to  whom  mental  illness  was  evidence  of  a 
degenerative  hereditary  strain  that  would  become 
progressively  severe  in  successive  generations,  finally 
resulting  in  extinction.  At  the  root  of  this  concept 
was  the  philosophy  of  the  survival  of  the  fittest, 
which  later  would  be  embodied  in  the  so-called 
movement  of  “social  Darwinism.” 

From  this  perspective,  and  considering  that  the 
principle  of  state  care  for  all  the  mentally  ill  was  then 
accepted  in  New  York  State,  in  1855,  it  is  under- 
standable that,  after  a tremendous  controversy,  the 
Willard  State  Hospital  for  the  Incurable  Insane  was 
finally  opened  at  Ovid,  New  York.  However,  in  view 
of  the  continuously  increasing  number  of  incurable 
insane,  county  after  county  was  exempted  from 
sending  this  kind  of  patient  to  the  new  hospital. 

The  impact  of  the  Civil  W^r,  which  lasted  from 
1861  to  1864,  while  favoring  the  rise  of  some  leading 
neurologists  such  as  William  A.  Hammond,  M.D., 
and  especially  Weir  S.  Mitchell,  M.D.,  had  a rela- 
tively limited  effect  on  advances  in  psychiatry.  As 
a matter  of  fact,  in  retrospect,  it  is  obvious  that 
American  psychiatry  in  the  latter  part  of  the  century 
was  lagging  behind  European  psychiatry,  notably  the 
clinical  advances  in  France,  the  neurohistologic 
technique  in  Germany,  and  the  progress  in  the  legal 
and  psychosomatic  fields  in  England.  In  this 
country,  most  influential  was  John  Gray,  superin- 
tendent of  the  Utica  State  Asylum  for  thirty-two 
years,  who  in  his  role  as  editor  of  the  American 
Journal  of  Insanity  from  1854  to  1886,  despised 
moral  treatment  and  chose  to  emphasize,  instead,  a 
concept  of  psychiatry  as  closely  related  to  medical 
science.  Such  a concept  was  quite  limited,  however, 
as  evidenced  by  the  old-fashioned  approach  used  in 
his  pathologic  laboratory,  the  first  in  this  country, 
opened  by  him  in  1868. 

Since  many  mentally  ill  people,  rather  than  in 
hospitals,  were  still  cared  for  in  poorhouses, 
almshouses,  and  other  charitable  institutions  of  New 
York,  eventually  in  1872  the  State  Charities  Aid 
Association  of  New  York  was  founded  with  the  aim 
of  visiting,  inspecting,  and  examining  such  facilities. 
The  following  year,  1873,  a State  Commissioner  of 
Lunacy  was  created,  charged  with  the  responsibility 
of  visiting  and  inspecting  institutions  for  the  custody 
and  treatment  of  the  insane  and  “idiotic.” 
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Increasingly,  many,  including  leading  neurologists, 
became  dissatisfied  with  the  situation  of  the  mentally 
ill  in  the  State  and  demanded  reforms.  Strong  voices 
on  behalf  of  such  reforms  were  raised  at  the  first 
meeting  of  the  National  Conference  of  Social  Work, 
then  known  as  the  Conference  of  Boards  of  Public 
Charities,  in  1874  and,  a few  years  later,  at  the  New 
York  Neurological  Society,  founded  in  1872  and 
followed  in  1874  by  the  publication  of  the  Journal  of 
Nervous  and  Mental  Diseases.  Further  impetus  for 
the  support  of  the  cause  of  the  mentally  ill  came  from 
the  National  Association  for  the  Protection  of  the 
Insane  and  the  Prevention  of  Insanity,  in  existence 
from  1880  to  1884,  which,  particularly  in  New  York 
State,  launched  an  attack  against  the  State  hospital 
system  and  the  dictatorial  power  of  the  superinten- 
dents of  the  asylums.  Controversies  among  psy- 
chiatrists themselves,  as  at  the  famous  ten-week  trial 
of  Charles  J.  Guiteau,  assassin  of  President  James  A. 
Garfield  in  1881,  further  contributed  to  erode  the 
prestige  of  psychiatry. 

Around  that  time,  the  notion  began  to  be  accepted 
that  many  mentally  ill  could  be  treated  outside  of 
hospitals.  Among  the  neurologists,  the  aforemen- 
tioned Weir  Mitchell,  M.D.,  developed  the  so-called 
“rest  cure”  for  many  nervous  and  mental  ailments, 
based  on  complete  rest,  seclusion,  overfeeding,  and 
massaging.  Even  more  important,  especially  for 
New  York  State,  was  the  work  of  George  M.  Beard,  , 
M.D.,  a physician  who  in  1869  first  described  “neu- 
rasthenia” as  a typical  American  disease  due  to  the 
fast  increase  of  technical  progress  in  this  country. 
His  book  American  Nervousness,  written  in  1881, 
was  translated  into  several  languages. 

In  contrast  to  these  creative  notions,  official 
American  psychiatry,  as  represented  by  the  Associ- 
ation of  Medical  Superintendents,  which  in  1892 
became  the  American  Medico-Psychological  Asso- 
ciation, lagged  far  behind  the  other  medical 
specialties  in  terms  of  research,  teaching,  clinical 
methods,  and  contact  with  the  public  by  and  large. 
Indeed,  these  were  the  main  key  points  of  the  criti- 
cism expressed  by  Mitchell  to  the  members  of  the 
Association  in  1894,  at  the  occasion  of  its  fiftieth 
anniversary. 

By  that  time,  however,  some  progress  had  been 
made.  For  instance,  Bellevue  Hospital  opened  an 
“Insane  Pavilion”  in  1879;  in  1883  a training  school 
for  nurses  was  inaugurated  at  the  Buffalo  State 
Hospital,  the  second  in  the  country.  True,  the  year 


before,  a bill  introduced  in  the  New  York  State 
Legislature  to  offer  some  measures  of  legal  protection 
for  the  insane  did  not  pass.  However,  slowly  a new 
attitude  toward  the  mentally  ill  was  emerging,  in  line 
with  the  tenets  of  the  progressive  movement. 

The  newly  formed  State  Commission  of  Lunacy  in 
1893  included  mental  hospital  positions  under  the 
civil  service  laws,  established  that  the  insane  were 
wards  of  the  State,  and  attempted  to  eliminate  most 
of  the  abuses  in  institutions  through  the  State  Care 
Bill  of  1890.  In  1896  New  York  passed  the  Insanity 
Law,  which  aimed  at  dealing  with  the  problem  of 
mental  illness  in  a comprehensive  way  by  delegating 
to  the  Commission  of  Lunacy  the  responsibility  of 
supervising  mental  institutions,  of  executing  all  laws 
pertinent  to  the  insane,  and  of  unifying  administra- 
tive practices.  By  that  time,  the  Pathological  In- 
stitute of  New  York  State  had  been  founded  in  1895 
to  serve  as  a training  and  research  center  for  all  the 
State  hospitals.  It  was  soon  to  acquire  world  renown 
through  the  work  of  Adolf  Meyer,  M.D.,  appointed 
as  its  director  in  1902,  the  most  influential  American 
psychiatrist  of  his  generation. 

Conclusion 

In  conclusion,  even  a quick  glimpse  at  the  devel- 
opment of  psychiatry  in  New  York  State  cannot  fail 
to  impress  on  several  points:  the  interplay  between 
public  and  private  endeavors,  between  the  medical 
profession  and  lay  people  in  the  care  and  treatment 
of  the  mentally  ill;  the  cyclic  occurrence  of  emphasis 
on  community  or,  conversely,  institutional  care  of  the 
mentally  ill  in  relation  to  complex  social  and  cultural 
factors;  the  significant  and  often  leading  role  played 
by  the  State  in  the  overall  context  of  American  psy- 
chiatry; and  finally,  the  overwhelming  problems 
which  the  State  had  to  face  in  the  light  of  the  tre 
mendous  increase  of  the  population  by  Europeai 
immigrants  in  a few  decades,  soon  coupled  with  th 
magnitude  of  urban  problems,  especially  in  Net 
York  City.  At  the  end  of  the  nineteenth  centur} 
psychiatry  was  ready  for  a transition  from  a relativel 
obscure  field  to  a nationally  recognized  field.  In 
few  years,  both  the  psychodynamic  and  the  organ 
cistic  trends  would  find  in  New  York  City  the  mos 
fertile  ground  for  the  tremendous  growth  which  h s 
continued  to  our  days. 

32  Slate  Hill  Dri'  i 
Poughkeepsie,  New  York  126< 
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Medical  Schools 


Albany  Medical  College 

Albany  Medical  College  was  incorporated  by  the 
Board  of  Regents  in  1839  and  is  the  third  oldest 
medical  school  in  continuous  existence  in  New  York 
{ State.  Alden  March,  M.D.,  and  James  Armsby, 
M.D.,  were  the  cofounders  of  the  College. 

Establishment 

A graduate  of  Brown  University,  Dr.  March  came 
to  Albany  in  1820  and  soon  began  to  deliver  lectures 
l on  anatomic  dissection  in  a private  one-room  school 
i on  Montgomery  Street.  In  1830,  Dr.  March  deliv- 
ered a public  lecture  on  "The  Propriety  of  estab- 
lishing a Medical  College  and  Hospital  in  Albany.” 
This  lecture  was  published  and  created  much  inter- 
est. Dr.  Armsby  came  to  Albany  in  1831  as  a student 
of  Dr.  March  and  later  joined  Dr.  March  as  teacher 
of  anatomy.  A severe  outbreak  of  cholera  in  1832 
also  helped  the  cause  of  establishing  a medical  college 
and  hospital  in  the  Albany  area. 

In  1838,  the  Albany  Common  Council  leased  the 
unoccupied  Lancaster  School  Building,  as  shown  in 
Figure  1A,  for  a term  of  five  years  for  the  purposes  of 
the  Medical  College  and  resolved  “that  a stock  of 
$5,000  be  created  and  a committee  appointed  to  so- 
licit subscriptions  to  aid  in  the  establishment  of  the 
Institution ...  . In  May,  1841,  the  legislature  made 
an  appropriation  for  the  building,  museum,  appa- 
ratus, and  library.”1 

The  college  remained  in  the  Lancaster  School 
building  on  the  corner  of  Lancaster  Street  and  Eagle 
Street  until  it  moved  into  a new  building  at  its 
present  site  on  New  Scotland  Avenue  in  1926  (Fig. 
IB).  Albany  Medical  College  became  a part  of 
Union  University  in  1873. 

Growth 

To  illustrate  the  growth  of  Albany  Medical  College, 
a comparison  of  the  first  and  latest  commencement 
exercises  may  be  appropriate: 

The  first  annual  commencement  of  the  Albany 
Medical  College  was  held  on  the  24th  of  April  1839, 
and  the  degree  of  Doctor  of  Medicine  was  conferred  on 
thirteen  young  gentlemen,  students  of  the  College.2 
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FIGURE  1.  Albany  Medical  College.  (A)  In  1839.  (B)  In 
1976. 


On  May  72,  1976,  at  its  146th  commencement  exer- 
cises, the  degree  of  Doctor  of  Medicine  was  conferred 
on  16  women  and  97  men.  Two  of  the  M.D.  graduates 
simultaneously  received  a Ph.D.  in  pathology  and  mo- 
lecular biology. 

Besides  the  basic  four-year  M.D.  program,  Alba- 
ny Medical  College  currently  provides  a six-year 
biomedical  program,  a graduate  studies  program  in 
the  basic  sciences,  and  certificate  programs  for 
physical  therapy,  physicians  associates,  and  primary 
care  nursing. 

47  New  Scotland  Avenue 
Albany,  New  York  12208 
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New  York  is  a vertigo  festival* 


Antivert/25 

(25  mg*  meclizine  HC1)  Tablets 

for  vertigo* 


Antivert®  (meclizine  HC1)  has  been  found 
useful  in  the  management  of  vertigo  assocu 
ated  with  diseases  affecting  the  vestibular  sys' 
tern.  It  is  available  as  Anti  vert  25  (25  mg. 
meclizine  HC1)  and  Antivert  (12.5  mg. 
meclizine  HC1)  scored  tablets  for  convenience 
and  flexibility  of  dosage.  Antivert/25  (25  mg. 
meclizine  HC1)  Chewable  Tablets  are  avaih 
able  for  the  management  of  nausea,  vomiting, 
and  dizziness  associated  with  motion  sickness. 
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Council  and/ or  other  information,  FDA  has  classified 
the  indications  as  follows : 

Effective:  Management  of  nausea  and  vomiting  and 
dizziness  associated  with  motion  sickness. 

Possibly  Effective:  Management  of  vertigo  associ- 
ated with  diseases  affecting  the  vestibular  system. 

Final  classification  of  the  less  than  effective  indica- 
tions requires  further  investigation. 


CONTRAINDICATIONS.  Administration  of  Antivert 
during  pregnancy  or  to  women  who  may  become  pregnant 
is  contraindicated  in  view  of  the  teratogenic  effect  of  the 
drug  in  rats. 

The  administration  of  meclizine  to  pregnant  rats  during 
the  12-15  day  of  gestation  has  produced  cleft  palate  in  the 
offspring.  Limited  studies  using  doses  of  over  100  mg./kg./ 
day  in  rabbits  and  10  mg./kg./day  in  pigs  and  monkeys  did 
not  show  cleft  palate.  Congeners  of  meclizine  have  caused 
cleft  palate  in  species  other  than  the  rat. 

Meclizine  HC1  is  contraindicated  in  individuals  who  have 
shown  a previous  hypersensitivity  to  it. 


WARNINGS.  Since  drowsiness  may,  on  occasion,  occur 
with  use  of  this  drug,  patients  should  be  warned  of  this  pos- 
sibility and  cautioned  against  driving  a car  or  operating 
dangerous  machinery. 

Usage  in  Children:  Clinical  studies  establishing  safety  and 
effectiveness  in  children  have  not  been  done;  therefore,  usage 
is  not  recommended  in  the  pediatric  age  group. 

Usage  in  Pregnancy:  See  “Contraindications.” 


ADVERSE  REACTIONS.  Drowsiness,  dry  mouth  and, 
on  rare  occasions,  blurred  vision  have  been  reported. 
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State  University  of 
New  York  at  Buffalo 
School  of  Medicine 

Founded  as  the  University  of  Buffalo 
in  1846 


In  1846,  Buffalo  was  a vigorous,  bustling  city  of 
30,000  inhabitants,  the  western  terminus  of  the  busy 
Erie  Canal,  and  a major  transshipment  port  for  grain 
from  the  midwest  to  the  east  coast.  Among  its  in- 
habitants were  3 physicians  whose  fame  in  the  suc- 
ceeding years  in  the  fields  of  medical  education, 
practice,  and  administration  was  to  spread  far  be- 
yond the  city  and  State:  Austin  Flint,  Sr.,  M.D., 
Frank  Hastings  Hamilton,  M.D.,  and  James  Platt 
White,  M.D.  In  1845,  however,  a strongly  shared 
interest  in  medical  education  brought  them  together, 
and  they  enlisted  the  support  of  other  influential 
citizens  in  the  establishment  of  a school  of  medicine 
as  the  first  division  of  a University  of  Buffalo.  Their 
efforts  resulted  in  the  granting  of  a charter  for  the 
University  of  Buffalo  by  the  State  legislature  on  May 
11,  1846.  With  5 other  faculty  members  recruited 
from  Geneva  Medical  College,  some  of  whom  main- 
tained commitments  at  both  institutions,  the  school 
admitted  the  first  class  of  66  students  in  January, 
1847,  of  whom  17  received  the  M.D.  degree  the  fol- 
lowing June.  Millard  Fillmore,  an  energetic  and 
rising  young  lawyer,  became  the  university’s  first 
chancellor,  a position  he  continued  to  hold  twenty- 
eight  years  through  his  term  as  President  of  the 
United  States. 

Early  developments 

The  first  Medical  Department  building,  a re- 
modeled former  church  and  post  office,  was  followed 
in  two  years  by  a plain  functional  brownstone 
building  of  undistinguished  Romanesque  design.  It 
was  in  the  basement  of  that  building  in  a janitor’s 
room  that  a group  of  medical  students  in  1850,  under 
the  instruction  of  Dr.  White,  examined  a patient  in 
labor  and  witnessed  her  delivery  in  what  was  the  first 
and  extremely  controversial  instance  of  “demon- 
strative midwifery”  in  an  American  medical  school. 
With  strong  emotional  feelings  the  appropriateness 
of  such  instruction  was  widely  debated  in  both  the 
lay  press  and  medical  journals,  resulting  in  a legal 
action  by  the  instructor  charging  libel  by  one  of  his 
critics.  After  the  controversy  had  subsided,  however, 
Dr.  White’s  methods  were  vindicated  and  gradually 
became  adopted  in  all  schools  of  medicine  in  the 
teaching  of  obstetrics. 

During  the  same  period,  1851-1855,  when  John  C. 
Dalton,  Jr.,  a student  of  Claude  Barnard,  was  pro- 
fessor of  physiology,  another  innovative  method  of 
teaching  was  introduced:  the  use  of  animal  vivi- 
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section  in  laboratory  instruction,  again  the  first  such 
practice  in  the  United  States. 

Harvey  Cushing,  M.D.,  in  1934,  in  his  review  of 
pioneer  medical  schools  of  Upstate  New  York  on  the 
occasion  of  the  centenary  of  Syracuse  Medical 
School,  made  the  following  statement  about  the 
founding  faculty  of  Buffalo: 

“They  . . . made  for  the  next  five  years  as  notable 
a faculty  of  energetic  men  as  one  could  hope  to  find 
anywhere.” 

The  school  continued  to  flourish  during  the  Civil 
War.  Dr.  Hamilton  left  for  service  as  medical  in- 
spector of  the  Federal  Army  and  to  join  in  founding 
the  Bellevue  Hospital  Medical  School,  and  Dr.  Flint, 
after  teaching  at  the  University  of  Louisville  and  New 
Orleans  Medical  College,  left  Buffalo  in  1861  for  the 
Long  Island  College  Hospital,  joining  in  the  founding 
of  Bellevue  Hospital  Medical  College  in  the  same 
year. 

Growth  and  development 

The  school  finally  outgrew  the  limited  facilities  of 
the  second  building  and  in  1893  moved  again  into  a 
handsome,  “palatial,”  but  somewhat  inefficiently 
designed  Italianate  renaissance  palace  described  in 
local  newspapers  as  “the  most  tasteful,  comfortable, 
and  best  arranged  medical  college  edifice  in  the 
United  States;  perhaps  even  the  world.” 

, In  1898,  after  fifteen  years  of  competition  for  stu- 
dents and  prestige  in  the  same  city,  the  Niagara 
University  Medical  Department  merged  into  the 
University  of  Buffalo,  transferring  its  students,  some 
faculty,  and  even  its  alumni!  In  1898,  also,  the  State 
Legislature  appropriated  funds  to  support  as  a lab- 
oratory of  the  university  the  first  separately  orga- 
nized research  unit  for  the  study  of  malignant  dis- 
eases in  the  world  under  the  directorship  of  Roswell 
Park,  M.D.,  the  professor  of  surgery.  This  unit  be- 
came the  Gratwick  Laboratories  and  finally  the  re- 
nowned Roswell  Park  Memorial  Institute  of  the  State 
of  New  York  Department  of  Health. 

Buffalo  survived,  with  somewhat  unjustified 
aplomb,  the  Flexner  report  on  medical  education  of 
1910,  which  complimented  its  library  and  criticized, 
among  other  things,  its  dispensary.  The  school  was 
a poorly  financed  institution,  wholly  dependent  on 
tuition  income  for  its  budget,  and  slow  to  achieve 
improvements,  which  were  accomplished  only  with 
great  effort. 

In  1915  a major  upheaval  in  the  administrative 
control  of  the  school  occurred.  From  its  founding  the 
few  full-time  faculty  had  exercised  total  authority 
over  policies,  curriculum,  and  budget  with  no  forma 
influence  from  the  proportionately  large  voluntee 
clinical  faculty.  In  1915  that  group  forced  a majo 
revision  of  the  bylaws  of  the  school  with  the  resul 
that  elected  representatives  from  their  rank  serve* 
on  both  the  administrative  and  instructional  com 
mittees,  the  major  policy-making  elements  of  th 
school. 
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Recent  history 

In  1954  the  School  of  Medicine  moved  to  a new, 
spare  but  functional  building  on  the  main  university 
campus.  While  farther  from  the  major  teaching 
hospitals  than  the  old  building,  the  new  location 
permitted  the  development  of  strong  graduate  pro- 
grams in  all  of  the  basic  science  departments  and 
greater  interaction  with  the  other  general  university 
departments. 

The  most  significant  single  event  since  the  uni- 
versity’s founding  occurred  in  September,  1962,  when 
it  merged  with  the  State  University  of  New  York  to 
become  the  largest  university  center,  with  the 


College  of  Physicians 
and  Surgeons  of 
Columbia  University 

The  year  1776,  the  beginning  of  the  nation,  marked 
the  end  of  the  first  chapter  of  the  history  of  the  Col- 
lege of  Physicians  and  Surgeons. 

The  medical  school  of  King’s  College,  which  was 
chartered  in  1754  by  King  George  II,  was  founded  in 
1767.  It  was  the  first  medical  college  in  New  York, 
the  second  in  the  nation  but  the  first  to  have  a full 
faculty  in  all  the  then-recognized  categories  of 
medical  study,  and  the  first  to  grant  a medical  degree, 
in  1770.  Twelve  degrees  were  granted  between  its 
founding  and  1774,  after  which  revolutionary  dis- 
ruption prevented  the  granting  of  degrees,  and  in 
1776  King’s  College  was  vacated  to  make  room  for 
Washington’s  troops. 

Establishment 

Columbia  Medical  College  was  inaugurated  in 
1792,  and  in  1814  the  medical  faculty  of  Columbia 
College  was  merged  with  the  College  of  Physicians 
and  Surgeons,  which  had  obtained  an  independent 
charter  in  1807.  In  1860,  by  agreement  of  the 
trustees  of  the  two  institutions,  the  College  of  Phy- 
sicians and  Surgeons  became  the  medical  department 
of  Columbia  College,  but  the  association  was  only  a 
nominal  one  until  1891,  when  the  College  of  Physi- 
cians and  Surgeons  became  an  integral  part  of  Co- 
lumbia University. 

Facilities 

In  addition  to  the  Faculty  of  Medicine,  the  Co- 


greatest variety  of  academic  programs  in  the  State 
system.  The  entering  class  size  was  increased  from 
80  to  100  medical  students  as  a result  of  the  merger; 
it  is  presently  135.  Currently  under  construction  is 
a new  university  campus  in  the  town  of  Amherst  to 
which  most  administrative  and  academic  units  other 
than  Health  Sciences  Schools  will  be  relocated.  The 
present  main  campus  will  be  renovated  and  rebuilt, 
where  necessary,  to  provide  facilities  for  an  expanded 
and  improved  medical  education  program  as  part  of 
a comprehensive  academic  program  in  the  health 
sciences. 

15  The  Circle 
Buffalo,  New  York  14214 


lumbia  health  sciences  faculties  include  the  Schools 
of  Dental  and  Oral  Surgery,  Nursing,  Public  Health, 
and  the  Allied  Health  Programs.  Special  research 
units  of  the  college  include  the  Institute  of  Cancer 
Research,  Institute  of  Comparative  Medicine,  In- 
ternational Institute  for  the  Study  of  Human  Re- 
production, the  Institute  of  Human  Nutrition,  the 
Cancer  Research  Center,  and  the  Center  for  Com- 
munity Health  Systems.  Approximately  6,000 
people  are  enrolled  each  year  in  the  various  programs 
and  the  health  sciences  faculties.  Teaching  staff 
numbers  more  than  2,000.  Teaching  and  research 
are  conducted  at  all  affiliated  hospitals  and  institu- 
tions, whose  faculties  are  nominated  by  the  univer- 
sity. These  include:  The  Presbyterian  Hospital  in 
the  City  of  New  York;  Mary  Imogene  Bassett  Hos- 
pital in  Cooperstown,  New  York;  Harlem  Hospital 
Center;  Helen  Hayes  Hospital  in  Haverstraw,  New 
York;  Overlook  Hospital  in  Summit,  New  Jersey; 
Roosevelt  Hospital  and  St.  Luke’s  Hospital  in  New 
York  City;  and  the  New  York  State  Psychiatric  In- 
stitute. Until  last  year,  it  was  also  affiliated  with 
Francis  Delafield  Hospital. 

The  college  has  occupied  its  present  site,  some  20 
acres  of  land  given  by  Mrs.  Stephen  V.  Harkness  and 
Mr.  Edward  S.  Harkness,  since  1928,  seven  years 
after  its  permanent  affiliation  with  The  Presbyterian 
Hospital.  Its  latest  physical  addition  is  the  Augustus 
Long  Library-Health  Sciences  Center,  a 20-story 
tower  housing  library,  multimedia,  teaching,  and 
research  facilities.  The  library  opened  in  April  of 
this  year;  the  remaining  facilities  will  be  opened 
during  the  coming  months. 

continued  on  page  1213 


July  1976/New  York  State  Journal  of  Medicine  1209 


However  you  define 

in  acute  cystitis 
achieved  an 


O 

achieved 

zero  colony  count/ml 
urine 


83°/, 

achieved 
<1000  m 
urine 


•In  a new  study  8 out  of  1 0 patients  with  acute  lower  urinary  tract 
infection,  primarily  cystitis,  achieved  sterile  urine.  All  infections 
were  nonobstructed.  Susceptible  organisms  included  E.  coli, 
Klebsiella- Aerobacter , Proteus  mirabilis  and  Proteus  vulgaris. 
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Basic  therapy  with  convenience  and  economy 
in  acute  nonobstructed  cystitis 
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Basic  therapy  with  convenience  and  economy 
in  acute  nonobstructed  cystitis* 
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□ Effective  in  nonobstructed  cystitis. 


□ Active  against  susceptible  strains  of  gram-negative  and  gram-positive 
organisms:  E.  coli,  Klebsiella-Aerobacter,  Staph,  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

□ Rapid  antibacterial  blood  and  urine  levels— in  from  2 to  3 hours. 

□ Convenient,  economical  B.I.D.  dosage. 

□ Contraindicated  during  pregnancy  and  the  nursing  period  and  in 
infants  under  2 months  of  age. 


□ As  with  all  sulfonamides,  adequate  fluid  intake  should  be  maintained 
during  therapy;  perform  frequent  CBC’s  and  urinalyses  with  careful 
microscopic  examination. 
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Before  prescribing,  please  consuit  complete  product  infor- 
mation, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  urinary 
tract  infections  (primarily  nonobstructed  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms,  usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis  and,  less 
frequently,  Proteus  vulgaris.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 

The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfon- 
amide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy  at 
term  and  during  nursing  period;  infants  less  than  two  months  of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  established. 
Sulfonamides  should  not  be  used  for  group  A beta-hemolytic 
streptococcal  infections  and  will  not  eradicate  or  prevent  sequelae 
(rheumatic  fever,  glomerulonephritis)  of  such  infections.  Deaths 
from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anemia 
and  other  blood  dyscrasias  have  been  reported  and  early  clinical 
signs  (sore  throat,  fever,  pallor,  purpura  or  jaundice)  may  indicate 
serious  blood  disorders.  Frequent  CBC  and  urinalysis  with  micro- 
scopic examination  are  recommended  during  sulfonamide  therapy. 
Insufficient  data  on  children  under  six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucose-6- 
phosphate  dehydrogenase-deficient  individuals  in  whom  dose- 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
prevent  crystalluria  and  stone  formation. 
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Adverse  Reactions:  Blood  dyscrasias  (agranulocytosis,  aplas 
tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  anemia, 
purpura,  hypoprothrombinemia  and  methemoglobinemia);  allergic 
reactions  (erythema  multiforme,  skin  eruptions,  epidermal  necroly- 
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injection,  photosensitization,  arthralgia  and  allergic  myocarditis); 
gastrointestinal  reactions  (nausea,  emesis,  abdominal  pains,  hepa- 
titis, diarrhea,  anorexia,  pancreatitis  and  stomatitis);  CNS  reactions 
(headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia);  miscellaneou 
reactions  (drug  fever,  chills,  toxic  nephrosis  with  oliguria  and 
anuria,  periarteritis  nodosa  and  L.E.  phenomenon).  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (acetazol- 
amide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  hav 
caused  rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia as  well  as  thyroid  malignancies  in  rats  following  long-teri 
administration.  Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage:  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child's  dosage:  0.5  Gm  (1  tab  or  teasp.) /20  lbs  of  bod) 
weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose  should 
not  exceed  75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 

0.5  Gm  sulfamethoxazole/teaspoonful. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  New  Jersey  07110 


Cornell  University 
Medical  College 

Cornell  University  Medical  College  was  estab- 
lished on  April  14,  1898,  by  the  board  of  trustees  of 
Cornell  University.  Although  the  university,  which 
had  been  founded  in  1865,  was  situated  in  Ithaca, 
New  York,  the  Medical  College  was  established  in 
New  York  City  to  take  advantage  of  the  clinical 
teaching  opportunities  available  in  a large  metro- 
politan area.  The  original  faculty  was  composed  of 
a group  of  distinguished  professors  who  had  pre- 
viously operated  a teaching  institution  known  as  the 
Medical  College  Laboratory.  The  Laboratory  was 
at  one  time  affiliated  with  the  medical  department 
of  New  York  University. 

Establishment  of  medical  college 

The  trustees  of  Cornell  University  had  wanted  to 
form  a medical  education  unit  at  various  times  since 
the  founding  of  the  university  and,  in  1898,  the  gen- 
erous gifts  of  Col.  Oliver  H.  Payne  made  possible  the 
establishment  of  the  Medical  College.  Colonel 
Payne,  who  provided  funds  for  the  support  of  the 
college  for  several  years,  later  created  a permanent 
endowment  by  donating  a gift  of  more  than  $4  mil- 
lion to  the  college. 

The  first  dean  of  the  Medical  College  was  William 
Mecklenburg  Polk,  M.D.  Among  the  early  faculty 
members  were  such  renowned  scientists  as  Lewis  A. 
Stimson,  M.D.,  professor  of  surgery;  James  Ewing, 
M.D.,  professor  of  pathology;  and  Graham  Lusk, 
M.D.,  professor  of  physiology.  The  college  has  been 
well  known  from  the  time  of  its  establishment  for  a 
faculty  composed  of  persons  distinguished  both  as 
scientific  investigators  and  as  teachers. 

Many  outstanding  contributions  to  the  body  of 
medical  knowledge  have  been  made  by  faculty 
members  of  the  Medical  College.  Among  these  are: 
the  Papanicolaou  or  Pap  test  for  the  early  detection 
of  cancer;  the  first  synthesis  of  penicillin;  the  devel- 
opment of  a calorimeter  for  the  precise  measurement 
of  heat  produced  by  the  human  body;  the  first 
chemical  synthesis  of  a biologically  active  peptide 
hormone,  oxytocin,  by  Vincent  du  Vigneaud,  M.D., 
who  won  the  Nobel  prize  in  chemistry,  1955;  the 
demonstration  of  ion  exchange  across  the  renal  tu- 
bules which  makes  possible  the  regulation  of  acid- 
base  balance  in  the  human  body;  the  formulation  of 
standards  used  in  the  treatment  of  male  infertility; 
and  many  recent  contributions  to  organ  transplan- 
tation. 

Innovations 

In  1900,  the  Medical  College  occupied  its  first 
permanent  headquarters  at  Twenty-eighth  Street 
and  First  Avenue  (Fig.  1).  On  December  29,  the  date 
the  new  building  was  opened,  Gov.  Theodore  Roo- 
sevelt, Dr.  Stimson,  and  Dean  Polk  were  among  the 


FIGURE  1.  Exterior  shot  of  Cornell  University  Medical 
College,  first  permanent  headquarters.  (Medical  Archives, 
New  York  Hospital-Cornell  Medical  Center) 


dignitaries  and  college  officials  who  made  dedicatory 
speeches. 

Dr.  Stimson  spoke  of  his  dissatisfaction  with  the 
didactic  teaching  of  medicine  which  had  hitherto 
prevailed.  He  emphasized  that  Cornell  University 
Medical  College  had  been  consciously  and  deliber- 
ately planned  to  change  this  type  of  instruction. 
Dean  Polk  declared  that  the  purpose  of  the  school 
was  to  teach  clinical  medicine  on  the  broad  basis  of 
laboratory  instruction,  an  ideal  that  was  at  that  time 
quite  revolutionary.  The  dean  further  announced 
that  he  intended  to  have  small  sections  of  students, 
in  close  contact  with  patients.  The  objective  “would 
be  less  the  display  of  his  (the  professor’s)  learning 
than  the  eliciting  of  the  student’s  knowledge  . . 

Joseph  Hinsey,  M.D.,  who  many  years  later  fol- 
lowed Dr.  Polk  as  dean  of  Cornell  University  Medical 
College,  observed  that  these  men  were  “a  bunch  of 
young  Turks,”  who  were  trying  to  put  into  effect  the 
findings  of  the  Flexner  report  ten  or  twelve  years 
before  that  report  appeared. 

A pioneer  since  its  founding,  Cornell  University 
Medical  College  was  one  of  the  first  medical  colleges 
in  the  country  to  admit  women  as  well  as  men.  It 
also  was  one  of  the  first  to  require  a degree  from  an 
undergraduate  college  as  a standard  for  admission. 
This  requirement,  which  was  adopted  for  the  enter- 
ing class  of  1908,  has  been  described  as  “Cornell’s 
most  daring  innovation.”  There  were  only  10  stu- 
dents admitted  in  the  first  year  under  the  new  policy. 
The  next  year  24  were  admitted,  and  thereafter  the 
number  steadily  rose,  until  by  1920  it  was  necessary 
to  limit  the  size  of  classes. 

Cornell  today 

Since  1932  the  Medical  College  has  been  located 
on  the  Upper  East  Side,  between  East  68th  and  East 
70th  Streets  with  its  entrance  at  1300  York  Avenue. 
Its  location  places  it  in  the  midst  of  one  of  the  largest 
concentrations  of  biomedical  institutions  in  the 
world.  The  Medical  College  has  affiliations  or  other 
working  relationships  with  all  of  these  institutions. 
It  shares  its  buildings  with  its  primary  teaching  af- 


July  1 976 /New  York  State  Journal  of  Medicine  1213 


FIGURE  2.  Print  of  first  New  York  Hospital  Building  by  John 
Murray.  (Medical  Archives,  New  York  Hospital-Cornell 
Medical  Center) 


filiate,  The  New  York  Hospital,  where  clinical  in- 
struction is  given  in  its  11  separate  departments.  Its 
other  affiliations  include  those  with  Memorial 
Sloan-Kettering  Cancer  Center,  The  Hospital  for 
Special  Surgery,  Manhattan  Eye,  Ear  and  Throat 
Hospital,  North  Shore  University  Hospital  in  Man- 
hasset,  Long  Island,  and  The  Burke  Rehabilitation 
Center  in  White  Plains,  New  York. 

Ever  since  the  Medical  College  was  founded,  its 
students  have  received  medical  instruction  in  The  t 
New  York  Hospital.  The  New  York  Hospital,  the 
first  to  be  established  in  the  city,  and  the  second 
oldest  in  the  nation,  was  founded  in  1771  under  a 
charter  granted  by  King  George  III  (Fig.  2).  It  is  a 
voluntary,  nonprofit  institution.  As  a general  hos- 
pital, it  is  dedicated  to  the  care  of  the  acutely  ill. 

Early  in  the  history  of  Cornell  University  Medical 
College  a working  agreement  between  it  and  The 
New  York  Hospital  provided  for  cooperation  be- 
tween them  and  enabled  medical  students  to  use  the 


Albert  Einstein  College 
of  Medicine 

The  Albert  Einstein  College  of  Medicine,  located 
in  the  northeast  section  of  The  Bronx,  admitted  its 
first  class  of  56  students  on  September  12,  1955, 
making  it  the  first  new  medical  school  built  in  New 
York  City  since  1897.  It  is  one  of  14  constituent 
schools  of  Yeshiva  University.  Founded  in  1886, 
Yeshiva  achieved  university  status  in  1945  and  in 
1950  received  a charter  amendment  which  authorized 
the  award  of  Doctor  of  Medicine  degree. 

Beginnings 

The  College  of  Medicine  emerged  at  a time  when, 
despite  the  need  for  training  new  physicians,  many 


hospital’s  clinical  facilities.  In  1913  an  informal  af- 
filiation agreement  was  established.  Since  1927  the 
Medical  College  has  been  formally  affiliated  with  The 
New  York  Hospital  through  a joint  agreement  be- 
tween Cornell  University  and  The  Society  of  the  New 
York  Hospital,  which  also  led  to  the  establishment 
of  The  New  York  Hospital-Cornell  Medical  Cen- 
ter. 

The  Medical  Center  was  opened  in  1932  when  the 
new  buildings  were  completed  to  house  the  Medical 
College  and  the  hospital.  It  was  not  until  1953, 
however,  that  the  associated  institutions  comprising 
the  medical  center  were  officially  named  The  New 
York  Hospital-Cornell  Medical  Center.  One  of  the 
foremost  medical  centers  in  the  world,  The  New  York 
Hospital-Cornell  Medical  Center  is  composed  of  The 
New  York  Hospital,  Cornell  University  Medical. 
College,  and  the  Cornell  University-New  York  Hos- 
pital School  of  Nursing. 

Since  its  founding  Cornell  University  Medica 
College  has  graduated  5,270  physicians.  On  May  26 
1976,  it  graduated  106  physicians.  In  1902,  prior  t< 
its  requirement  for  an  undergraduate  degree,  its  firs 
class  of  graduates  numbered  53.  Not  only  has  tin 
excellence  of  its  faculty  been  maintained  over  th« 
years  but  it  continues  to  be  noted  for  the  size  of  it 
faculty.  Today  there  are  more  than  1,200  facult; 
members  for  400  students,  or  a ratio  of  more  than 
to  1,  which  permits  individual  and  small  grou 
guidance  and  teaching. 

Cornell  University  Medical  College  has  as  its  dm 
aims  the  development  of  the  best  possible  physiciar 
and  the  advancement  of  medical  knowledge  throug 
research.  The  faculty  believes  that  in  the  ide; 
medical  school  high-quality  teaching  and  widel 
ranging  investigations  in  the  life  sciences  are  carrie 
on  concurrently  with  optimal  care  of  patients. 

525  East  68th  Stre' 
New  York,  New  York  10051 


believed  the  establishment  of  a medical  school  in  t ; 
economic  climate  of  the  1950s  was  a virtual  impc- 
sibility.  Contrary  to  popular  belief,  howevi, 
Yeshiva  University  president  Dr.  Samuel  Belkin  ft 
the  time  was  right  and  urged  the  Jewish  communi  i 
to  make  a collective  contribution  to  medical  sciens 
and  human  welfare  with  the  creation  of  a nonsr- 
tarian  medical  institution. 

Under  Dr.  Belkin’s  leadership,  an  advisory  courl 
on  medical  education  was  organized  to  lay  the  fop  l- 
dation  for  the  projected  medical  institution,  and,i 
1951,  Yeshiva  University  entered  into  contract!  .1 
agreement  with  the  city’s  Department  of  Hospit  b 
to  provide  professional  direction  for  medical  caren 
the  two  new  hospitals  of  the  BMHC  (Bronx  Mun  - 
ipal  Hospital  Center)  then  under  construction,  n 
exchange,  the  Hospital  Center’s  facilities  would  e i 
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FIGURE  1.  Little  green  cottage  which  served  as  first  ad- 
f ministrative  headquarters  for  Einstein  College. 


e available  for  the  teaching  of  students  and  for  re- 
: search.  The  University  subsequently  acquired  16.5 
acres  of  land  adjacent  to  the  BMHC  for  the  con- 
struction of  its  medical  school. 

11  In  early  1953  a delegation  representing  the  planned 
but  unnamed  medical  school  visited  Dr.  Albert 
[a  Einstein  at  his  home  in  Princeton  where  the  eminent 
sC  physicist  agreed  to  have  the  first  Jewish-sponsored 
38  medical  school  in  the  State  of  New  York  named  in  his 
38  honor  (Fig.  1). 

;ts  The  College  of  Medicine  opened  on  schedule  in  the 
H fall  of  1955  with  a handful  of  dedicated  faculty  led  by 
the  school’s  first  dean,  Marcus  Kogel,  M.D.,  former 
^commissioner  of  New  York  City  Hospitals  (Fig.  2). 

Recalling  the  school’s  early  days,  Dr.  Kogel  re- 
m marked,  “We  started  at  a time  of  great  ferment  in 
- medicine,  and  we  had  the  advantages  of  starting  from 
^‘scratch.  We  weren’t  unique  in  the  manner  of  our 
^development,  but  we  differed  from  older  medical 
^ schools  in  that  the  changes  were  easier  because  we 
';et  were  not  bound  by  traditions  or  vested  interests  that 
block  progress.” 

The  admission  of  the  first  class  marked  the  be- 
.ginning  of  an  ever-expanding  institution  dedicated 
to  the  philosophy  that  medical  education  should 
prepare  a physician  for  something  more  than  tech- 
nical competence.  “To  serve  humanity  through  a 
comprehensive  scientific  program  and  to  extend  the 
frontiers  of  medical  knowledge  through  research  and 
teaching”  were  the  purposes  expressed  by  Dr.  Belkin 
at  the  college’s  founding. 

..  In  1957  the  college  established  the  Sue  Golding 
graduate  Division,  thereby  enlarging  its  curriculum 
. to  provide  advanced  study  and  research  training  in 
the  biomedical  sciences  leading  to  the  Ph.D.  degree. 
Seven  years  later,  the  Medical  Scientist  Training 
Program,  leading  to  a combined  M.D.-Ph.D.  degree, 
was  added.  Total  enrollment  in  the  medical  school 
. and  its  graduate  divisions  today  numbers  704. 

'^Growth 

. 

it  During  its  twenty-one-year  existence  the  College 
irpf  Medicine  has  grown  both  in  its  physical  setting  and 
n the  level  of  services  it  provides.  In  1963,  Monte- 
; -i°re  Hospital  and  Medical  Center  became  the  col- 


FIGURE  2.  Prof.  Albert  Einstein  with  Dr.  Samuel  Belkin 
(right)  and  Marcus  Kogel,  M.D.,  at  ceremony  in  Princeton 
naming  college  for  esteemed  scientist. 


lege’s  primary  voluntary  hospital  affiliate,  and  the 
hospital  of  the  Albert  Einstein  College  of  Medicine 
became  a unit  of  the  Medical  Center  six  years  later. 
Since  1966,  Einstein  has  been  the  major  provider  for 
health  services  in  the  South  Bronx  where,  under  an 
affiliation  contract  with  the  municipality,  it  assumed 
responsibility  for  the  professional  care  of  patients  at 
Lincoln  Hospital. 

In  1970  Einstein  committed  itself  to  the  field  of 
child  development  and  mental  retardation,  with  the 
opening  of  the  10-story  Rose  F.  Kennedy  Center  for 
Research  in  Mental  Retardation  and  Human  De- 
velopment. The  center,  devoted  to  expanding  our 
understanding  of  aberrant  human  development, 
utilizes  a multidisciplinary  apDroach  in  basic  re- 
search, behavioral  studies,  and  clinical  research,  and 
provides  a resource  for  relating  findings  to  both 
clinical  practice  and  training. 

Soon  to  be  constructed  on  the  Einstein  campus  is 
a major  new  cancer  research  center,  funded  in  part 
by  an  8.5-million-dollar  grant  from  the  National 
Cancer  Institute.  It  is  scheduled  for  completion  in 
1978.  The  center  will  be  the  first  important  new 
research  facility  devoted  entirely  to  basic  investiga- 
tive studies  of  cancer  to  be  established  in  the  New 
York  City  metropolitan  area. 

From  the  pioneering  efforts  of  a determined  few 
in  an  era  plagued  by  war  and  uncertainties,  the  Al- 
bert Einstein  College  of  Medicine  came  into  being. 
Today  it  ranks  among  the  top  medical  schools  in  the 
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country.  In  a recent  study  conducted  by  Medical 
Economics,  reported  in  its  February  9,  1976  issue, 
Einstein  finished  among  the  top  ten  in  the  produc- 
tion of  board-certified  specialists  and  first  on  student 
performance  in  licensing  examinations  and  in  the 


New  York  Medical  College 

Its  origins , founding,  and  early  history 

New  York  Medical  College  was  founded  in  1860, 
the  year  Louis  Pasteur  first  demonstrated  the  pres- 
ence of  bacteria  in  the  air.  Chartered  by  the  New 
York  State  Legislature  on  April  12,  the  new  medical 
school  opened  its  doors  six  months  later  with  8 fac- 
ulty members  and  59  students.. 

Early  history 

The  founders  of  the  college  included  Daniel  F. 
Teimann,  president  of  the  New  York  Ophthalmic 
Hospital,  which  had  been  established  eight  years 
earlier,  and  William  Cullen  Bryant,  poet,  abolitionist, 
and  editor  of  the  New  York  Evening  Post.  Tiemann 
served  as  the  first  president  of  the  college,  from  1860 
to  1862,  and  was  succeeded  by  Bryant,  who  held  the 
post  for  the  next  ten  years.  Jacob  Beakley,  M.D., 
professor  of  surgery,  was  the  first  dean,  and  the  early 
faculty  included  Timothy  Field  Allen,  M.D.,  whose 
Encyclopedia  of  Pure  Materia  Medica  was  a stan- 
dard authority  for  many  years.  Dr.  Allen  later  served 
as  dean  and  eventually  as  president  of  the  institution. 

The  school’s  first  home  was  humble;  it  occupied 
rented  quarters  over  a grocery  store  on  the  northwest 
corner  of  Third  Avenue  and  20th  Street — “a  re- 
markable corner,”  in  the  words  of  an  early  graduate, 
“and  a fine  grocery.”  The  facilities  were  simple  but 
up-to-date  and  included  a dissection  room  and  three 
lecture  rooms  with  seats  in  semicircles  arranged  on 
an  inclined  plane. 

The  spirit  of  the  college  in  its  formative  years  is 
evident  in  a statement  from  the  1864-1865  Annual 
Prospectus  and  Announcement:  “Notwithstanding 
the  depressing  influences  incident  to  the  Civil  War 
now  desolating  our  beloved  country,  this  institution 
has  steadily  increased  in  strength,  and  is  daily  win- 
ning the  respect  and  confidence  of  an  enlightened 
public.  The  faculty,  actuated  by  no  mercenary  or 
selfish  motives,  have  entered  upon  this  good  work 
with  an  earnest  and  hopeful  zeal  to  place  this  insti- 
tution upon  the  broad  and  elevated  platform  of  an 
enlightened  and  progressive  medical  science,  in  the 
hope  that  it  shall  be  unsurpassed  by  any  medical 
institution  in  the  country,  in  the  completeness  of  its 


amount  of  research  grants  awarded  by  the  National 
Institutes  of  Health.* 

1300  Morris  Park  Avenue 
The  Bronx,  New  York  10461 
* Paxton,  H.  T.:  The  10  best  medical  schools — or  are  they?,  M. 
Economics,  February  9,  1976,  p.  90. 


curriculum  and  in  its  practical  advantages  for  ac- 
quiring a thorough  and  accomplished  medical  edu- 
cation.” 

The  first  professorship  in  children’s  diseases 
anywhere  in  the  world  is  thought  to  have  been  es- 
tablished when  Abraham  Jacobi,  M.D.,  the  ac- 
knowledged “Father  of  American  pediatrics,”  be- 
came professor  of  pediatrics  at  New  York  Medical 
College  in  1861  and  opened  the  country’s  first  pedi- 
atric clinic. 

Among  the  graduates  of  the  college  in  that  period 
was  Ira  Remsen,  M.D.,  class  of  1865,  who  joined  the 
teaching  staff  briefly  and  subsequently  achieved 
scholastic  prominence  as  president  of  the  Johns 
Hopkins  University. 

» Development 

The  association  between  the  college  and  the  New 
York  Ophthalmic  Hospital  was  strengthened  in  1872 
when  the  latter  required  a building  at  Third  Avenue 
and  23rd  Street  large  enough  to  house  the  college  on 
its  upper  two  floors.  For  most  of  its  clinical  teaching, 
however,  the  college,  like  all  medical  schools  of  that 
period,  depended  on  public  charitable  institutions. 
In  1875,  through  an  agreement  with  the  City  of  New 
York,  the  college  began  a relationship  with  the  mu- 
nicipal hospital  on  Ward’s  Island  that  remains  in 
effect  more  than  a century  later  in  the  continuing 
association  of  the  college  with  that  early  hospital’s 
successor,  Metropolitan  Hospital.  The  spartan  de- 
mands of  those  days  are  exemplified  in  the  accounts 
by  physicians  from  the  college  who  regularly  crossed 
the  East  River  in  rowboats,  often  on  stormy  nights, 
to  care  for  their  patients  and  treat  emergencies  on  the 
island. 

In  1889  the  college  became  the  first  medical  school 
in  America  to  own  its  own  teaching  hospital.  The 
Flower  Free  Surgical  Hospital  was  built  for  it  that 
year  on  York  Avenue  at  64th  Street,  with  an  adjoin- 
ing building  to  house  the  college. 

Among  the  portraits  having  a place  of  honor  in  the 
halls  of  New  York  Medical  College  is  one  of  Clemence 
Sophia  Lozier,  M.D.,  who  founded  the  first  women’s 
medical  school  in  the  State  of  New  York.  Known, 
coincidentally  as  the  New  York  Medical  College  for 
Women,  it  was  closely  associated  during  its  fifty- 
five-year  history  with  the  present  New  York  Medical 
College.  Although  the  two  institutions  were  nevei 
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legally  affiliated,  members  of  the  faculty  of  the  ex- 
clusively male  medical  school  held  appointments  at 
the  women’s  college  from  the  time  it  opened  in  1863 
j on  Second  Avenue  at  12th  Street.  When  it  was  dis- 
banded in  1918,  its  students  transferred  en  masse  to 
New  York  Medical  College,  bringing  to  their  new 

New  York  University 
School  of  Medicine 

Although  plans  for  a medical  school  were  included 
in  the  original  design  for  New  York  University,  which 
was  established  in  1831,  it  was  not  until  1837  that  a 
I committee  was  appointed  to  study  the  matter.  They 
reported  to  the  Council  of  the  University  in  Decem- 
ber of  that  year  that  a medical  college  should  be  in- 
augurated and  that  its  course  should  he  of  two  years’ 
duration,  with  two  sets  of  lectures  given  each  year. 

Early  history 

The  University  Medical  College,  as  it  was  known 
then,  began  functioning  in  1841  with  the  appoint- 
ment of  a faculty  as  follows:  surgery,  Prof.  Valentine 
Mott;  chemistry,  Prof.  John  W.  Draper;  anatomy, 
Prof.  Granville  S.  Pattison;  obstetrics  and  diseases 
of  women  and  children,  Prof.  Gunning  S.  Bedford; 
theory  and  practice  of  medicine,  Prof.  John  Revere; 
institutes  of  medicine  and  materia  medica,  Prof. 
Martyn  Paine.  The  faculty  of  the  new  college  was 
to  be  self-supporting. 

The  six  professors  bought  a large  granite  building 
at  659  Broadway,  known  as  the  Stuyvesant  Institute, 
where  the  Broadway  Central  Hotel  stood  for  many 
years.  Here,  in  1846,  the  American  Medical  Asso- 
ciation was  organized.  Lectures  and  clinics  were 
held  in  the  Institute  until  September,  1851,  when  a 
larger  building  was  completed  on  Fourteenth  Street 
between  Third  Avenue  and  Irving  Place. 

In  1851  the  faculty  was  greatly  enlarged,  and  in 
1866,  when  the  medical  college  and  the  adjacent 
Academy  of  Music  burned  down,  it  was  decided  to 
build  a school  further  uptown  because  14th  Street 

. . had  become  too  fashionable,  the  cost  of  board 
and  lodging  for  students  having  been  raised  to  as 
much  as  eleven  dollars  a week  . . .”  The  next  move 
was  to  426  East  26th  Street.  In  the  spring  of  1876  a 
larger  building  was  erected  at  410  East  26th  Street, 
opposite  the  old  Bellevue  Hospital  gate.  At  that 
time  clinical  teaching  was  carried  on  in  the  amphi- 
theatre and  wards  of  Bellevue  Hospital,  the  Charity 
Hospital,  and  the  Manhattan  Eye  and  Ear  Hospital. 

Medical  schools  during  this  period  had  great  dif- 
ficulty in  obtaining  bodies  for  anatomic  study.  As 
early  as  1788  a serious  riot  had  been  caused  in  New 
\ ork  by  the  stealing  of  bodies  for  dissection.  There 
was  considerable  traffic  in  bodies  dug  up  from  the  old 
Potter’s  field  burying  ground.  The  honor  of  ob- 
taining the  legalization  of  dissection  of  the  human 


school  Dr.  Lozier’s  strong  conviction  that  medical 
education  should  be  equally  accessible  to  members 
of  both  sexes. 

Fifth  Avenue  and  106th  Street 
New  York,  N.Y.  10029 


body  in  the  State  of  New  York  belongs  to  the  faculty 
of  the  University  Medical  College  who  stimulated  the 
introduction  and  passage  of  such  a bill  in  the  Albany 
legislature  in  1854. 

The  present-day  medical  student  will  view  with 
wonder  the  medical  course  offered  in  the  early  years 
of  the  college.  The  course  began  at  the  end  of  Oc- 
tober and  was  finished  by  the  end  of  February.  It 
consisted  of  lectures  by  each  of  the  6 professors,  a 
dispensary  clinic  once  a week  in  surgery  and  medi- 
cine, a practical  course  in  midwifery,  and  a course  in 
dissection.  The  requirements  for  graduation  were: 
the  candidate  must  be  twenty-one  years  of  age;  he 
must  have  attended  two  courses  of  lectures,  one  of 
which  was  in  the  medical  department  of  the  univer- 
sity; he  must  have  studied  medicine  for  three  years, 
attending  lectures  being  included  in  these,  under  the 
direction  of  a respectable  medical  practitioner;  and 
he  must  write  a medical  thesis  in  the  English,  Latin, 
or  French  language. 

Examining  the  medical  training  then  it  is  found  to 
be  not  as  inadequate  as  it  may  seem,  for  medicine  was 
vastly  different  from  what  it  is  now.  It  was  the  day 
in  surgery  before  anesthetics  and  antisepsis.  Bac- 
teriology was  an  unknown  word.  There  were  no 
laboratories  of  physiology,  pharmacology,  pathology, 
or  physiologic  chemistry.  However,  the  student  had 
the  privilege  of  visiting  various  hospitals,  witnessing 
operations,  and  receiving  some  bedside  teaching.  He 
was  obliged  to  serve  for  two  or  more  years  an  ap- 
prenticeship under  some  reputable  practicing  phy- 
sician, his  preceptor.  It  was  thus  possible  for  the 
student  to  acquire  a very  practical  firsthand  knowl- 
edge of  medicine. 

The  curriculum  was  gradually  broadened  as  time 
went  on,  and  an  early  innovation  was  the  institution 
of  formal  hospital  clinics  in  all  of  the  clinical  subjects. 
The  University  Medical  College  was  one  of  the  pi- 
oneers in  this  form  of  teaching.  In  1890  the  College 
instituted  a system  of  entrance  examinations  in 
conformity  with  laws  passed  by  the  State  legislature. 
In  1891  a three-year  graded  course  was  begun,  and 
in  1896  this  was  lengthened  to  four  years 

Later  development 

While  the  University  Medical  College  was  pro- 
gressing and  expanding,  the  medical  board  of  Belle- 
vue Hospital  established  the  Bellevue  Hospital 
Medical  College.  Both  schools  functioned  inde- 
pendently until  the  Bellevue  Medical  College 
building  was  destroyed  by  fire  in  1897.  The  Uni- 
versity Medical  College  invited  the  Bellevue  school 
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to  join  with  it,  and  the  consolidation  took  place  in 
October,  1898.  The  combined  faculties  and  ex- 
panded resources  of  this  university  and  Bellevue 
Medical  College  continued  to  have  a great  influence 
on  both  medical  teaching  and  medical  practice  in 
New  York.  In  1935  the  name  of  the  school  was 
changed  to  the  New  York  University  College  of 
Medicine  and  in  1960  further  changed  to  the  New 
York  University  School  of  Medicine. 

In  1947  the  College  of  Medicine  took  over  the  op- 
eration of  the  New  York  Post-Graduate  Hospital  and 
Medical  School  and  formed  the  New  York  Univer- 
sity-Bellevue  Medical  Center,  renaming  the  post- 
graduate hospital  University  Hospital  and  acquiring 
its  present  site  on  First  Avenue  between  30th  and 
34th  Streets.  On  the  new  site  the  Institute  of  Re- 
habilitation Medicine  was  built  in  1951.  This  was 
followed  by  the  Medical  Science  Building,  the  Henry 


School  of  Medicine, 

State  University  of 
New  York  at  Stony  Brook 

The  School  of  Medicine  and  the  Health  Sciences 
Center  of  which  it  is  a part  has  its  origins  in  a Gov- 
ernor’s Commission  report  published  in  1963.  The' 
commission,  chaired  by  Mr.  Malcolm  Muir,  recom- 
mended that  “a  new  medical  center,  including 
Schools  of  Medicine  and  Dentistry  and  other  health 
professions  be  established  at  Stony  Brook.”  The 
challenge  of  developing  the  Health  Sciences  Center 
was  the  responsibility  of  Edmund  D.  Pellegrino, 
M.D.,  who  was  appointed  in  1966. 

Faculty  and  facilities 

The  School  of  Medicine  accepted  its  first  students 
in  1971,  and  the  initial  class  of  24  graduated  in  1974. 
Classes  have  expanded  to  48  students  and  will  reach 
100  per  class  at  the  time  of  the  opening  of  the  Uni- 
versity Hospital. 

As  part  of  the  design  of  the  School  of  Medicine, 
faculty  was  drawn  from  a number  of  locations  in 
Nassau  and  Suffolk  counties.  With  the  cooperation 
of  institutions  such  as  the  Long  Island  Jewish-Hill- 
side  Medical  Center,  the  Nassau  County  Medical 
Center,  the  Veterans  Administration  Hospital  at 
Northport,  and  the  Brookhaven  National  Labora- 
tories designated  as  clinical  campuses  and  the  faculty 
from  the  School  of  Basic  Health  Sciences  and  Stony 
Brook,  a curriculum  was  designed  and  organized. 


W.  and  Albert  A.  Berg  Institute,  the  Hall  of  Resi- 
dence, and  Alumni  Hall,  and  then  the  new  University 
Hospital,  completed  in  1963. 

The  faculty  now  consists  of  2,100  full-  and  part- 
time  members,  and  the  number  of  medical  students 
is  692.  The  school  continues  its  association  with 
Bellevue  as  its  primary  teaching  hospital  and  has 
extended  its  institutional  affiliations  to  include  a 
number  of  voluntary  hospitals  in  New  York  City. 

Truly,  the  University  Medical  College  and  the 
Bellevue  Hospital  Medical  College  as  a combined 
force  were  in  the  forefront  of  medical  education  al- 
most throughout  their  careers,  singly  and  together. 
Among  the  noted  physicians  who  were  graduates  are 
listed  such  towering  medical  figures  as  Walter  Reed, 
Herman  Biggs,  William  Gorgas,  Albert  Sabin,  and 
Jonas  Salk,  all  of  whom  are  world-renowned. 

550  First  Avenue 
New  York,  New  York  10016 


The  School  of  Medicine  is  involved  with  other  in- 
stitutions in  the  bicounty  region  in  its  teaching  pro- 
gram, in  the  development  of  postgraduate  programs 
in  surgery,  medicine,  and  family  medicine,  and  in  the 
cooperative  efforts  of  faculty  for  patient  care, 
teaching,  and  research. 

With  the  close  relationship  between  the  faculty  at 
Stony  Brook  and  the  faculty  and  resources  provided 
through  medical  institutions  in  the  region,  the  Schoo 
of  Medicine  is  about  to  graduate  its  third  class  o 
students. 

Graduates  from  Stony  Brook  are  in  postgraduati 
training  in  a number  of  hospital  programs  in  th< 
United  States.  It  is  of  particular  interest  to  note  tha 
among  the  first  three  graduating  classes,  36  student 
are  participating  in  postgraduate  programs  in  Ne\ 
York  State  in  family  medicine,  medicine,  pediatrics 
and  surgery.  They  are  the  vanguard  for  a group  c 
talented  and  committed  physicians  who  will  joi 
them  as  the  School  of  Medicine  reaches  its  fu 
complement  of  classes  and  students. 

The  School  of  Medicine  is  now  occupying  the  firs 
section  of  its  permanent  physical  facilities,  an 
construction  of  the  University  Hospital  is  expecte 
to  be  completed  in  1978.  The  growth  of  faculty  an 
staff  at  Stony  Brook  and  the  continued  relationshi 
with  the  clinical  campus  institutions  and  other  healt 
providers  in  Nassau  and  Suffolk  counties  provic 
optimism  for  the  future  of  health  professions  edi 
cation  in  New  York. 

Health  Sciences  Cent 
Stony  Brook,  New  York  1 ;7 
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Medical  Centers 


Beth  Israel 
Medical  Center 
History  and  tradition 


Beth  Israel  Medical  Center,  today  an  imposing 
and  still-growing  complex  of  buildings  and  facilities, 
had  a humble  birth  in  1889,  when  a group  of  con- 
cerned citizens  met  in  the  back  room  of  a tailor  shop 
on  the  lower  east  side  of  Manhattan.  These  40  men 
of  vision  and  courage  each  contributed  25  cents  to 
open  a small  clinic  in  an  old  loft  on  Birmingham 
Street.  They  acted  because  they  understood  the 
desperate  need  for  medical  care  among  the  thousands 
of  immigrants  who  were  then  pouring  into  New  York. 

The  pages  of  Beth  Israel’s  first  annual  report  un- 
derscore the  urgency,  referring  to  “the  apparent  great 
necessity  of  having  a hospital  convenient  to  the 
crowded  tenement  districts  of  this  part  of  the  City; 
...  a hospital  that  would  admit  immigrants,  as  the 
other  City  hospitals  refused  them  unless  they  had 
resided  one  year  in  the  City  ...” 

The  response  to  the  new  clinic  was  overwhelming. 
Within  two  months  it  had  to  expand  to  a larger 
building  at  97  Henry  Street.  One  year  later,  another 
expansion;  a private  hospital  at  196  East  Broadway 
with  room  for  20  inpatients  was  obtained. 

The  original  founding  budget  of  $10  was  slowly  but 
steadily  augmented  by  modest  contributions  from 
grateful  patients  who  came  in  droves  to  receive  care 
from  a staff  who  understood  their  language  and  their 
ways.  Accounting  records  for  those  early  years  show 
r that  $100  was  the  largest  contribution  made.  Most 
of  their  offerings  were  even  more  modest,  often  just 
a loaf  of  bread,  an  extra  pillow,  or  a few  pennies.  But 
the  persistence  and  hard  work  of  these  early  phi- 
lanthropists resulted  in  a modern  115-bed  hospital 
at  Jefferson  and  Cherry  Streets,  which  opened  its 
< doors  in  1902,  and  soon  became  one  of  the  most  im- 
portant institutions  in  the  community,  giving  pa- 
: tients  of  all  faiths,  races,  and  backgrounds  the  most 
: advanced  medical  care  available. 

In  1904  another  exciting  development  occurred; 
the  Beth  Israel  School  of  Nursing  was  officially  reg- 
istered with  the  Board  of  Regents  of  the  State  of  New 
■ York.  Three  years  later,  Beth  Israel  pioneered  in  an 
equally  important  field  by  organizing  a social  service 
department,  one  of  the  first  in  the  country  and  a 
model  for  countless  others. 

As  the  hospital’s  reputation  grew,  so  did  the  de- 
mand for  services.  By  1922,  a fund  of  thousands  of 
dollars  was  collected  from  old  friends  and  new  sup- 


•> 


porters,  and  the  move  to  the  present  uptown  location, 
also  a densely  populated  low-income  area,  was 
planned.  The  tallest  hospital  building  in  the  world, 
the  13-story  Dazian  Pavilion,  was  opened  on  March 
12,  1929,  inspiring  numerous  glowing  editorials  in 
tribute  to  the  cherished  hopes,  the  dedication,  and, 
finally,  the  fulfillment  of  Beth  Israel’s  founders’ 
dreams. 

Growth  continued  throughout  the  1930s  and  1940s. 
Important  affiliations  with  Jewish  Maternity  Hos- 
pital and  with  the  Federation  of  Jewish  Philan- 
thropies were  established.  The  hospital  had  been 
a member  of  the  United  Hospital  Fund  since  1894. 

In  1953,  the  Charles  H.  and  Hannah  B.  Silver 
Building  for  outpatient  services  was  opened  with  a 
gala  dedication  featuring  then  Vice  President  Alben 
W.  Barkley  as  guest  speaker.  In  the  early  1960s 
important  additions  to  the  Beth  Israel  complex  in- 
cluded the  Karpas  Pavilion  for  inpatient  care,  Baird 
Hall,  a staff  residence  building,  and  the  Morris  J. 
Bernstein  Institute,  originally  Manhattan  General 
Hospital,  for  psychiatric  and  addictive  diseases  and 
headquarters  for  the  trailblazing  Methadone  Main- 
tenance Treatment  Program.  In  1961,  through  af- 
filiation with  a city  facility,  Gouverneur  Hospital, 
Beth  Israel  established  the  highly  acclaimed  Gou- 
verneur Health  Services  Program.  There  were  other 
products  of  the  tremendous  growth  spurt  of  the 
1960s:  Fierman  Hall,  a teaching  and  residence  fa- 
cility for  the  School  of  Nursing,  Gilman  Hall,  a staff 
residence,  and,  in  1966,  the  striking  circular  Linsky 
Pavilion  for  patient  care,  plus  another  important 
affiliation,  with  the  Mount  Sinai  School  of  Medicine. 

In  recent  years,  new  programs  in  medical  educa- 
tion, inpatient  and  outpatient  care,  and  research  have 
proliferated.  Within  the  last  year,  the  medical 
center  entered  into  a cooperative  program  with  the 
Rockefeller  University  for  collaborative  research  and 
academic  activities. 

A new  period  of  growth  has  just  begun.  Affiliation 
with  the  Hospital  for  Joint  Diseases  calls  for  con- 
struction of  a new  Orthopaedic  Institute  of  the 
Hospital  for  Joint  Diseases  on  the  Beth  Israel  cam- 
pus. This,  plus  completion  of  Beth  Israel’s  own  $54 
million  modernization  and  expansion  program,  now 
underway,  will  mark  the  1970s  as  another  decade  of 
development. 

Today,  with  nearly  1,000  inpatient  beds  and 
comprehensive  outpatient  programs,  Beth  Israel 
continues  to  carry  forth  the  original  vision  of  its 
founders,  to  serve  the  community  with  the  finest 
health  care  available. 

10  Nathan  D.  Perlman  Place 
New  York.  N.Y.  10003 
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The  Catholic  Medical  Center 
of  Brooklyn  and  Queens,  Inc. 

The  Catholic  Medical  Center  of  Brooklyn  and 
Queens  was  established  a mere  ten  years  ago  with 
the  merger  of  the  four  Diocesan  hospitals;  however, 
its  origins  really  date  back  to  the  year  1868  when 
Mother  Seton,  now  Saint  Elizabeth  Ann  Baley  Seton, 
and  her  Sisters  of  Charity  opened  an  infirmary  for 
women  at  247  Clinton  Street  in  Brooklyn.  Within 
a few  years  the  infirmary  was  transferred  to  larger 
quarters  on  Dean  Street  and  its  name  changed  to  St. 
Mary’s  Female  Hospital.  The  present  St.  Mary’s 
Hospital,  at  St.  Mark’s  Avenue,  opened  its  doors  in 
1882,  and  it  was  here  that  George  Fowler,  M.D., 
performed  the  first  operation  in  Brooklyn  for  ap- 
pendicitis. In  1889,  St.  Mary’s  Hospital  School  of 
Nursing  was  established,  the  first  registered  Catholic 
nursing  school  in  the  United  States.  This  July,  1976, 
ground  will  be  broken  for  a new  St.  Mary’s  Hospital 
to  be  erected  next  to  the  present  building. 

The  original  female  infirmary  on  Dean  Street  be- 
came incorporated  in  1909  as  Hospital  of  the  Holy 
Family  to  distinguish  it  from  the  St.  Mark’s  Avenue 
institution.  The  present  Holy  Family  has  92  beds 

City  Hospital  Center 
at  Elmhurst 

Over  one-hundred  years  ago,  in  the  fall  of  1860,  the 
institution  fondly  referred  to  as  the  old  wreck  on 
Welfare  Island  had  just  been  put  into  full  operation 
as  the  newly  built  modern  structure  originally  called 
Island  Hospital.  After  other  name  changes,  this 
institution  was  eventually  called  City  Hospital,  the 
second  oldest  of  the  institutions  in  the  New  York  City 
municipal  hospital  system. 

It  replaced  an  earlier  structure  called  Penitentiary 
Hospital  which  was  part  of  the  prison  setup  on 
Welfare  Island,  then  called  Blackwell’s  Island,  and 
now  Roosevelt  Island.  It  had  acquired  an  unenviable 
reputation  among  the  poor  of  the  city  as  a place 
where  one  acquired  such  diseases  as  syphilis  and 
tuberculosis  more  easily  than  the  remedies  for  them. 
Fortunately,  during  the  blizzard  of  February  13, 1858, 
a fire  totally  destroyed  the  whole  reeking  mess. 

The  building  stone  for  the  new  structure  was 
quarried  by  prisoners  from  the  island  itself,  and  the 
rough  construction  work  was  carried  out  by  the 
convicts.  Medical  services  and  residency  programs 
were  integrated  with  those  of  Bellevue  Hospital. 
The  need  for  the  new  hospital  was  so  great  that 
during  its  first  year  of  operation  almost  9,000  patients 
were  admitted. 

Hospital  conditions  were  temporarily  better  than 
at  any  point  in  the  institution’s  history.  But  the 
pleasant  odor  of  the  new  institution  did  not  last  long. 


and  is  the  only  Catholic  hospital  serving  the  down- 
town Brooklyn  area. 

Mary  Immaculate  Hospital  in  Queens  was  founded 
in  1902  and  was  located  on  the  old  Indian  Trail  which 
extended  from  Montauk  Point  to  Ohio.  It  had  its 
beginnings  in  a white  frame,  12-room  house  on  Ful- 
ton Street,  now  Jamaica  Avenue  and  166th  Street. 
It  was  managed  by  two  Dominican  Sisters,  eight 
physicians,  and  one  intern.  In  1904  a brick  structure 
was  constructed  at  the  hospital’s  present  location, 
89th  Avenue  and  153rd  Street.  This  is  now  known 
as  the  east  wing  of  the  hospital,  adjoining  the  newly 
constructed  emergency  room  building  and  the  new 
Catholic  Medical  Center  Cancer  Institute. 

St.  John’s  Queens  Hospital  was  founded  in  1891 
in  Long  Island  City  by  the  Most  Reverend  John 
Loughlin,  the  first  Bishop  of  Brooklyn,  in  coopera- 
tion with  the  Sisters  of  St.  Joseph.  The  opening  of 
St.  John’s  was  seven  years  before  Queens  was  char- 
tered a borough  of  New  York  City;  eighteen  years 
before  the  Queensboro  Bridge  was  opened  to  traffic, 
and  twenty-four  years  before  the  first  subway  oper- 
ated to  Queens  from  Manhattan.  St.  John’s  Queens 
moved  from  its  Long  Island  City  location  to  its 
present  location  in  Elmhurst  in  1961. 

88-25  153  Street 
Jamaica,  N.Y.  11432 


The  hospital  was  again  placed  under  the  direction  of 
the  penitentiary  warden  who  knew  nothing  of  hos- 
pital routine. 

In  1862  wounded  Union  soldiers  were  admitted. 
They  were  maintained  at  an  average  cost  of  14  cents 
per  day.  Since,  even  at  that  rate,  graft  was  rampant, 
one  can  imagine  what  went  into  the  stomachs  of  the 
poor  soldiers.  Hospital  helpers  were  all  convicts. 
Many  a wounded  soldier  took  away  with  him  more 
disease  than  he  came  in  with.  There  were  four  resi- 
dent physicians  for  the  800  patients  and  several 
members  of  the  attending  staff  visited  once  a 
week. 

Conditions  were  so  unbearable  and  clamor  was  so 
great  that  by  1870  the  city  authorities  changed  the 
name  to  Charity  Hospital  and  a medical  superin- 
tendent, E.  G.  Janeway,  M.D.,  took  over  the  admin- 
istration of  the  hospital  as  chief  of  staff. 

The  year  1875  was  a memorable  one  for  the  City, 
then  Charity,  Hospital.  It  saw  the  establishment  of 
a full-fledged  maternity  service  separated  from  the 
surgical  service.  The  hospital  was  the  first  to  control 
puerperal  fever  in  this  country.  On  October  1, 1875, 
a new  school  of  nursing  was  opened  with  20  pupils. 
This  year,  too,  marked  the  end  of  an  era  of  surgery 
without  antisepsis.  This  year  saw  the  birth  of  hy- 
drotherapy in  the  treatment  of  acute  infectious  dis- 
eases. More  important,  perhaps,  the  year  1875 
marked  the  downfall  of  the  Tweed  ring  and  the 
commitment  of  Boss  Tweed  to  the  penitentiary. 

In  1864,  the  service  included  the  Island  Hospital, 


1220  New  York  State  Journal  of  Medicine/ July  1976 


the  smallpox  hospital,  the  workhouse,  and  the 
almshouse.  Patients  requiring  treatment  were 
transferred  by  boat.  The  Queensboro  Bridge  had 
little  meaning  for  the  hospital  until  1920  when  the 
elevator  storehouse  was  completed.  During  the  first 
two  decades  of  the  new  century  the  capacity  of  the 
hospital  increased  continually.  Bed  capacity  in- 
creased from  742  in  1909,  to  over  1,000  in  1930.  An 
even  100  staff  members  and  alumni,  40  physicians, 
and  60  nurses  were  recruited  by  the  alumni  society 
during  World  War  I.  The  influenza  epidemic  of  1918 
taxed  the  resources  of  City  Hospital  to  their  utmost. 
Throughout  the  war  period  their  services  had  been 
extended  to  injured  and  ailing  from  the  Brooklyn 
Navy  Yard.  In  World  War  II  personnel  served  in 
India  as  the  14th  Evacuation  Hospital. 

In  1909,  residences  for  the  medical  superintendent 
and  28  residents  were  erected.  The  central  nurses 
residence  was  erected  on  the  island.  A kitchen  and 
dining  service  building  was  constructed.  The  dome 
of  the  middle  unit  of  the  main  building  became  an 
operating  suite  in  1917.  Four  heavily  used  operating 
rooms  functioned  there.  In  1912,  a three-story 
building  was  opened  for  use  as  a laundry.  It  later 
became  the  Childrens’  Clearing  Bureau  in  1928,  and 
served  as  such  until  1938. 


Columbia-Presbyterian 
Medical  Center 

Columbia-Presbyterian  Medical  Center,  the 

world’s  first  medical  center  with  complete  facilities 
for  patient  care,  medical  education,  and  medical  re- 
search in  a single  complex,  opened  its  new  facilities 
in  its  present  location  in  1928,  bringing  together  a 
group  of  long-established  hospitals  of  high  standing 
and  the  health  sciences  faculties  of  Columbia  Uni- 
versity. 

The  Presbyterian  Hospital  in  the  City  of  New  York 
is  the  corporate  title  for,  and  includes  the  following 
units:  the  Dana  W.  Atchley  Pavilion,  Babies  Hos- 
pital, Harkness  Pavilion,  the  Edward  S.  Harkness 
Eye  Institute,  the  Neurological  Institute,  the  New 
York  Orthopedic  Hospital,  the  Radiotherapy  Center, 
the  Sloane  Hospital  for  Women,  the  J.  Bentley 
Squier  Urological  Clinic,  and  Vanderbilt  Clinic.  The 
hospital  has  an  overall  capacity  of  1,550  beds.  Its 


The  bed  capacity  in  1946  was  880,  and  1 1 separate 
buildings  housed  its  facilities.  During  the  same  year 
Randolph  A.  W’yman,  M.D.,  was  assigned  as  medical 
superintendent  and  immediately  turned  his  attention 
to  surveying  the  institution  for  the  purposes  of  re- 
habilitating and  reorganizing  the  services.  The  fall 
of  1946  brought  approval  of  a graduate  training 
program  in  surgery  by  the  American  College  of  Sur- 
geons. An  agreement  of  affiliation  with  New  York 
Medical  College,  Flower-Fifth  Avenue  Hospitals  was 
consummated  in  1947.  In  the  same  year,  a depart- 
ment of  physical  medicine,  combining  physiotherapy 
and  occupational  therapy  was  established. 

The  hospital  continued  to  grow  in  construction, 
services,  bed-occupancy  rate,  laboratory  tests,  and 
x-ray  and  fluoroscopic  examinations;  it  became  evi- 
dent that  a newer  hospital  in  a more  practical  loca- 
tion was  required.  In  November,  1952,  the  con- 
struction of  the  new  Elmhurst  Hospital  was  started. 
The  new  970-bed  Elmhurst  Hospital  was  erected  at 
a cost  of  $25.2  million.  The  first  300  patients  were 
admitted  in  March  of  1957  from  the  historic 
island. 

79-01  Broadway 
Elmhurst,  N.Y.  11373 


professional  staff  consists  of  954  attending  physicians 
and  a house  staff  of  approximately  400  interns,  res- 
idents, and  visiting  fellows.  Students  from  the 
university’s  schools  and  programs  receive  clinical 
training  and  experience  within  the  hospital,  which 
has  approximately  1,500  students  exclusive  of  those 
sponsored  by  Columbia  University. 

The  original  Presbyterian  Hospital,  founded  as  a 
general  hospital  in  1868  by  James  Lenox,  was  located 
in  midtown  Manhattan.  Its  credo  now  hangs  near 
the  entrance  to  the  hospital’s  Vanderbilt  Clinic: 
“For  the  Poor  of  New  York,  Without  Regard  to  Race, 
Creed  or  Color.”  During  the  past  year,  the  hospital 
provided  services  for  approximately  150,000  patients. 
A total  of  40,320  patients  were  admitted  for  442,194 
days  of  hospital  care,  and  638,644  outpatient  visits 
were  made  to  Vanderbilt  Clinic  and  physicians’  of- 
fices. The  hospital  has  approximately  5,955 
employees. 

622  West  168  Street 
New  York,  N.Y.  10032 
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Downstate  Medical  Center 

Downstate  Medical  Center,  a unit  of  the  State 
University  of  New  York,  had  its  beginnings  in  a small 
charitable  medical  service  set  up  in  1856  by  a group 
of  German  physicians.  This  free  dispensary,  orga- 
nized to  treat  indigent  Germans  living  in  Brooklyn, 
was  staffed  by  five  physicians,  including  Louis  Bauer, 
M.D.,  Gustav  Braeunlich,  M.D.,  the  founders,  and 
a cupper  and  a leecher. 

The  original  intention  of  the  founders  of  the  dis- 
pensary was  to  build  a large  hospital  to  care  for  the 
German  population  of  Brooklyn.  But  changing 
population  trends,  which  brought  a largely  Irish  pa- 
tient load  to  the  dispensary,  necessitated  a revision 
of  this  plan.  On  October  27,  1857,  physicians  from 
the  German  General  Dispensary,  then  located  at  145 
Court  Street,  and  several  other  prominent  Brook- 
lynites, resolved  to  organize  a charitable  institution 
in  the  City  of  Brooklyn,  to  be  called  St.  John’s  Hos- 
pital. From  November  7 until  December  23  of  that 
year,  the  dispensary  was  called  The  St.  John’s  Hos- 
pital; on  December  23,  the  name  of  the  hospital  was 
changed  to  The  Long  Island  Hospital  and  Medical 
College.  It  was  on  this  date  that  a medical  college 
with  a hospital  was  first  projected. 

Dr.  Bauer  and  John  Byrne,  M.D.,  the  prime  mov- 
ers in  the  establishment  of  the  medical  college,  were 
trained  in  Europe,  where  it  was  customary  for  med- 
ical schools  to  be  associated  with  hospitals.  The  two 
physicians  naturally  wanted  to  adopt  this  system  to 
prepare  the  future  physicians  of  Brooklyn,  then  an 
independent  city  and  the  third  largest  in  the  United 
States.  A bill  to  incorporate  The  Long  Island  Col- 
lege Hospital  of  the  City  of  Brooklyn  was  introduced 
in  the  State  Legislature  January  20,  1858,  and  was 
passed  March  6.  The  hospital’s  charter  empowered 
25  regents  to  operate  a hospital  and  to  confer  degrees 
on  candidates  twenty-one-years  of  age,  or  older,  who 
had  passed  three  years  of  preceptorship  under  a 
practicing  physician  and  had  completed  two  courses 
of  lectures  at  the  hospital. 

Almost  immediately  after  the  charter  was  signed, 
the  Perry  Mansion,  located  in  Brooklyn  Heights,  was 
purchased  to  house  the  new  medical  complex.  The 
old  dispensary  on  Court  Street  was  vacated,  and  by 
mid- June,  1858,  the  hospital  was  admitting  patients. 
The  official  inauguration  of  the  Long  Island  College 
Hospital  took  place  June  3,  and  the  complex  was 
opened  for  the  inspection  of  the  profession  and  the 
public  generally  on  November  15. 

Financial  difficulties  beset  the  new  institution 
almost  immediately,  slowing  down  efforts  to  open  the 
medical  school.  The  hospital  itself  was  forced  to 
close  in  late  September,  1859.  Meanwhile,  several 
outstanding  medical  men  were  secured  to  fill  the 
professorships  at  the  college,  and  on  March  29, 1860, 
the  institution  reopened  its  doors  following  financial 
arrangements  underwriting  the  expense  of  the  col- 
legiate department  and  settling  various  liens. 


The  following  day,  March  30, 1860,  the  instruction 
of  students  began.  The  first  teaching  faculty  was  a 
distinguished  one.  Most  eminent  of  all  was  Austin 
Flint,  Sr.,  M.D.,  professor  of  practical  medicine  and 
pathology,  who  had  been  a professor  of  medicine  at 
Rush  Medical  College  in  Chicago.  Also  on  the  staff 
were:  Frank  H.  Hamilton,  M.D.,  professor  of  sur- 
gery; John  C.  Dalton,  M.D.,  professor  of  physiology; 
R.  Ogden  Doremus,  M.D.,  professor  of  chemistry  and 
toxicology;  James  D.  Trask,  M.D.,  professor  of  ob- 
stetrics and  diseases  of  women  and  children;  Joseph 
C.  Hutchison,  M.D.,  professor  of  surgical  anatomy 
and  operative  surgery;  DeWitt  C.  Enos,  M.D.,  pro- 
fessor of  anatomy;  and  Edwin  N.  Chapman,  M.D., 
professor  of  therapeutics  and  materia  medica. 

A medical  student’s  training  in  1860  consisted  of 
his  three-year  preceptorship  under  the  direction  of 
a practicing  physician  and  his  attendance  at  two 
courses  of  lectures  of  at  least  sixteen  weeks  each. 
The  lectures  that  were  given  one  year  were  repeated 
the  next,  sometimes  verbatim,  so  many  students  took 
their  first  course  of  lectures  at  one  school  and  their 
second  at  another.  The  first  class  had  57  students, 
as  well  as  a number  of  graduates  of  other  institutions. 
The  first  commencement  took  place  July  24,  1860, 
with  21  students  graduating. 

In  1861,  in  anticipation  of  the  medical  needs  of  the 
Civil  War,  the  curriculum  included  a one-month 
course  on  military  surgery,  dissection,  and  clinical 
instruction  on  the  wards.  By  1869,  major  changes 
were  introduced  into  the  teaching  curriculum.  Daily 
class  examinations  were  instituted  to  insure  more 
exact  knowledge,  especially  in  the  demonstrative  and 
elementary  branches.  Another  change,  made  in 
1872,  was  the  establishment  of  a reading  and  recita- 
tion term  that  began  early  in  October  and  extended 
to  the  beginning  of  the  regular  term  in  March.  This 
term  included  dissection  and  clinical  instruction  as 
well  as  reading  and  quizzes. 

A new  wing  was  added  to  the  Pacific  Street  side  of 
the  Long  Island  College  Hospital  in  March,  1869,  and 
another  wing  was  built  on  the  Amity  Street  side  in 
1871.  The  latter  was  built  chiefly  for  the  accommo- 
dation of  United  States  sailors,  and  brought  the 
hospital’s  capacity  to  200  beds.  The  total  number 
of  “indoor  patients”  treated  in  1870  was  1,008,  of 
whom  56  died  in  the  hospital. 

By  1879,  the  faculty  of  the  Long  Island  College 
Hospital  concluded  that  the  system  of  teaching 
medicine  in  the  United  States  was  radically  wrong. 
They  debated  the  possibility  of  instituting  a com- 
pulsory, fully-graded,  three-year  course  of  instruc- 
tion, but  abandoned  the  idea  because  of  their  fears 
that  such  a plan  would  result  in  the  loss  of  many 
students,  when  the  college  was  entirely  dependent 
for  its  existence  on  students’  fees.  Certain  changes 
were  made,  however,  to  improve  the  curriculum 
The  regular  term  was  lengthened  from  sixteen  weeks 
to  five  months,  but  the  four-month  reading  anc 
recitation  term  remained  optional.  Thus,  a total  oil 
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eighteen  months’  instruction  was  available  to  any 
student  electing  two  regular  and  two  reading  and 
recitation  terms. 

Between  1888  and  1897,  the  Long  Island  College 
Hospital  grew  rapidly.  The  Hoagland  Laboratory 
building,  built  primarily  for  research  in  bacteriology', 
was  constructed.  At  its  opening,  it  was  considered 
one  of  the  best-equipped  buildings  for  research  and 
medical  training  in  the  country. 

In  December,  1897,  the  Polhemus  Memorial  Clinic 
building  was  completed.  The  new  building,  eight 
stories  high,  was  erected  on  the  southwest  corner  of 
Henry  and  Amity  Streets.  The  first  two  floors  were 
devoted  to  the  hospital  dispensary;  the  third  floor  to 
administrative  offices,  a library,  and  students’  lock- 
ers; the  fourth,  fifth,  and  sixth  floors  to  two  large 
amphitheater  lecture  halls  and  several  small  class- 
rooms; the  seventh  floor  to  chemistry  laboratories; 
and  the  eighth  floor  to  the  department  of  anato- 
my. 

By  this  time,  State  law  required  that  a student  take 
three  courses  of  lectures  in  three  different  years. 
The  system  of  having  a regular  term  of  five  months 
and  an  optional  reading  term  was  retained.  The 
entering  class  of  1897-1898  began  the  first  four-year, 
graded  course  of  instruction.  The  reading  term  was 
abolished,  and  the  school  year  lasted  seven  months. 
In  1897,  the  student  fees  were  raised  to  $185  and 
$190,  from  $125  in  1895.  In  the  period  from  1898  to 
1909,  the  average  number  of  students  in  the  school 
was  310,  and  the  average  number  in  the  graduating 
classes  was  62. 

The  famous  Flexner  report  on  medical  education 
in  the  United  States,  published  in  1910,  was  quite 
critical  of  Long  Island  College  Hospital  because  of  its 
lack  of  full-time  teachers  in  laboratory  subjects  and 
its  lack  of  a pathological  museum,  a library  for  stu- 
dents, adequate  clinical  laboratories,  and  laboratory 
teaching  of  physiology  and  pharmacology.  As  a re- 
sult, the  medical  school  was  rated  as  class  B.  During 
the  next  four  years,  the  Long  Island  College  Hospital 
devoted  itself  to  remedying  these  shortcomings,  and 
in  1914  the  school’s  rating  was  raised  to  class  A. 

During  the  years  immediately  before  and  after 
World  War  I,  many  additional  changes  occurred  at 
Long  Island  College  Hospital.  Admission  to  the 
school  was  opened  to  women;  postgraduate  teaching 
was  instituted;  a new  wing  increased  the  number  of 
beds  to  500;  and  affiliations  were  established  with 

Flushing  Hospital 
and  Medical  Center 

1884-1976 

1884  Chester  A.  Arthur  was  in  the  White  House. 

Mark  Twain  published  Huckleberry  Finn. 


other  Brooklyn  hospitals. 

In  1930,  the  college  and  hospital  were  separated 
from  one  another  so  that  each  would  be  under  its  own 
governing  board.  The  college  was  conducting  much 
of  its  clinical  teaching  in  other  hospitals  throughout 
the  borough,  and  it  seemed  preferable  that  it  not  be 
governed  by  the  board  of  only  one  hospital.  The 
college  became  the  Long  Island  College  of  Medicine. 

Other  changes  occurring  during  the  1930s  included 
the  construct  ion  of  the  Polak  Memorial  Laboratory, 
housing  laboratories  in  bacteriology,  histology, 
physiology,  pathology,  gynecology,  and  surgery.  In 
1935,  500  beds  at  Kings  County  Hospital  were  set 
aside  in  a college  division  for  the  clinical  instruction 
of  students. 

In  the  1940s,  full-time  chiefs  were  appointed  in  all 
the  clinical  departments,  training  in  psychiatry  was 
offered  in  a separate  department,  and  Maimonides 
Hospital  and  the  Veterans  Administration  Hospital 
in  Fort  Hamilton  became  affiliates,  along  with 
Brooklyn,  Brooklyn  Jewish,  Coney  Island,  Green- 
point,  Kings  County,  Kingston  Avenue,  the  Long 
Island  College,  and  the  Methodist  Hospitals.  In 
1946,  the  third-year  curriculum  was  changed  so  that 
nearly  two-thirds  of  the  work  consisted  of  clinical 
clerkships. 

In  1945,  the  college  purchased  a six  and  one-half 
acre  tract  of  land  that  eventually  became  the  site  of 
Downstate  Medical  Center.  After  approval  by  a 
faculty  committee  and  the  board  of  trustees  of  the 
Long  Island  College  of  Medicine,  the  board  of  man- 
agers of  the  Alumni  Association,  the  trustees  of  the 
State  University  of  New  York,  and  the  State  Board 
of  Regents,  the  State  Legislature  in  1950  passed  a bill 
legalizing  the  merger  of  the  Long  Island  College  of 
Medicine  and  the  State  University  to  form  Down- 
state  Medical  Center.  The  establishment  in  1966  of 
the  School  of  Graduate  Studies,  the  College  of  Health 
Related  Professions,  and  the  College  of  Nursing,  and 
the  construction  of  the  basic  sciences  building  in 
1956,  student  residence  halls  in  1965,  State  Univer- 
sity Hospital  in  1966,  the  student  center  in  1967,  and 
the  nurses’  residence  in  1968,  completed  the  transi- 
tion of  the  medical  school  as  it  is  now  known  from  its 
early  days  as  the  German  General  Dispensary  on 
Court  Street. 

450  Clarkson  Avenue 

Brooklyn,  N.Y.  11203 


The  New  York  Times,  2 cents,  charged  John  L. 
Sullivan  with  drunken  brawling  and  called  the 
heavyweight  champion  of  the  world  “an  eminent 
brute.” 

The  Cunard  Line  advertised  trans-Atlantic  voy- 
ages at  $60,  $80  and  $100. 

Men’s  suits  cost  $5.50,  and  ladies’  hats  could  be 
bought  for  25  cents. 
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These  were  the  times,  when  Flushing  Hospital  and 
Dispensary  of  the  Village  of  Flushing,  New  York, 
population  15,000,  was  chartered  on  February  4, 
1884. 

Queens  County’s  oldest  voluntary  hospital  actually 
was  born  in  the  mind  of  a Flushing  woman,  Mrs.  John 
Gihon,  in  1882.  Her  maid  became  acutely  ill  and  the 
nearest  hospital  was  in  Brooklyn,  then  a five-hour 
journey  in  horse-drawn  vehicles  over  the  rough  roads 
of  the  day.  The  stricken  maid  did  not  survive,  but 
Mrs.  Gihon’s  concept  of  a community  hospital  lived. 

She  interested  a needlework  group  called  The  Art 
Class  of  Flushing  in  establishing  a medical  facility. 
Mrs.  Gihon  and  her  friends  created  and  sold  fine 
needlework  to  raise  funds,  and  later  added  to  their 
resources  by  holding  bazaars,  cake  sales,  and  parlor 
entertainments. 

As  the  idea  of  a local  hospital  took  hold,  11  men 
were  named  trustees.  These  trustees  then  appointed 
a Board  of  Lady  Managers  to  run  the  hospital.  They 
also  voted  to  give  the  women  $25  a month  to  conduct 
their  work  of  helping  the  sick.  The  county  Overseer 
of  the  Poor  promised  to  provide  coal  and  help  with 
the  rent.  Thus,  in  1884,  a hospital  came  into  being 
in  about  as  modest  a fashion  as  it  is  possible  for  one 
to  begin,  with  one  patient  in  a rented  room. 

Medical  care  was  carried  on  in  rented  quarters  and 
in  the  homes  of  destitute  and  deserving  invalids  until 
1887,  when  the  original  Flushing  Hospital  was  built. 
This  was  a gabled,  frame  structure,  consisting  of  a 

The  Jewish  Hospital 
and  Medical  Center 
of  Brooklyn 

From  its  very  beginning  seventy-five  years  ago, 
The  Jewish  Hospital  and  Medical  Center  of  Brooklyn 
has  been  the  faithful  servant  of  the  community.  In 
1895  a small  group  of  community-minded  citizens  of 
eastern  Brooklyn  decided  that  the  increasing  mi- 
gration of  poor  Jews  from  Manhattan’s  east  side 
made  it  necessary  to  provide  an  institution  to  look 
after  their  medical  needs  and  physical  well-being. 
Under  the  name  of  the  Brooklyn  Hebrew  Hospital 
Society,  this  small  band  united  for  the  purpose  of 
raising  funds  for  a Jewish  hospital  of  Brooklyn.  The 
seed  from  which  the  present  great  institution  flow- 
ered began  as  a small  dispensary  established  in  1895 
at  70  Johnson  Avenue  in  Brooklyn.  During  the  first 
year,  9,685  visits  were  recorded.  It  is  interesting  to 
note  that  in  1975  over  1 50,000  visits  were  made  to  the 
clinics  and  emergency  room  of  the  present  institu- 
tion. This  was  just  a start  and  the  fund-raising 
continued.  In  1901 , Nathan  S.  Jonas  and  Abraham 
Abraham  spearheaded  a drive  which  culminated  in 
the  incorporation  of  the  Jewish  Hospital  on  October 
9,  1901.  The  fund-raising  continued,  backed  by  the 
leading  Jewish  citizens  of  Brooklyn,  so  that,  in  1903, 
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central  area  for  administration  and  two  wings,  one 
for  women  and  one  for  men.  It  stood  on  the  site  of 
the  present  Flushing  Hospital  complex  on  Parsons 
Boulevard  and  45th  Avenue,  Flushing. 

When  this  hospital  was  opened  in  February  of 
1888,  a month  before  the  great  blizzard,  the  trustees 
elected  the  Board  of  Lady  Managers  and  their  suc- 
cessors. From  then  until  1895,  trustees  of  the  hos- 
pital always  were  women. 

One  building,  erected  in  1908  as  a nurses’  resi- 
dence, survives  Flushing  Hospital’s  early  years.  Two 
five-story  structures  and  a three-story  wing  consti- 
tute the  core  of  the  present  350-bed  complex,  with  a 
new  five-story  north  wing  due  to  be  built  starting 
July  1,  1976.  Also  included  is  a school  of  nursing 
founded  in  1898.  The  school,  too,  actually  started 
with  one  person,  but  by  its  first  commencement  in 
1900,  three  students  were  graduated. 

Now  a teaching  hospital,  Flushing  Hospital  en- 
compasses some  1,000  persons,  including  a medical 
staff  of  300  and  a nursing  complement  of  about  250. 
Operating  on  a budget  in  excess  of  $21  million  it 
serves  some  65,000  annually,  11,500  as  inpatients. 

Flushing  Hospital  and  Medical  Center  is  available 
to  approximately  350,000  persons  residing  on  the 
north  shore  of  Queens,  New  York’s  second  most 
populous  county,  nearly  2 million. 

Parsons  Boulevard  and  45th  Avenue 
Flushing,  New  York  11355 


the  Jewish  Hospital  had  a home  with  the  purchase 
of  the  Memorial  Hospital  building  on  Classon  Ave- 
nue between  Prospect  Place  and  St.  Marks  Ave- 
nue. 

Hospitals  never  stop  growing.  The  Jewish  Hos- 
pital was  scarcely  a year  old  when  work  was  begun  on 
a new  wing  which  was  completed  and  placed  in  ser- 
vice in  1906.  The  hospital’s  physical  growth 
matched  the  growth  and  development  in  the  medical 
profession  in  the  borough.  Throughout  the  years 
further  building  took  place.  At  one  time,  the  Jewish 
Hospital  was  the  fourth  largest  voluntary  hospital  in 
the  country.  From  its  start,  it  has  developed  out- 
standing departments  of  surgery,  medicine,  pediat- 
rics, obstetrics  and  gynecology,  laboratories,  and 
radiology  with  major  subspecialties  in  open-heart 
surgery,  endocrinology,  premature  and  acutely  ill 
newborns,  hematology,  orthopedics,  urology,  allergy, 
and  others.  From  a beginning  of  five  interns,  it  now 
has  over  190  members  of  the  house  staff.  There  is 
no  record  of  the  number  of  physicians  who  served  the 
first  hospital,  but  approximately  500  are  now  on  its 
medical  staff.  Throughout  the  years,  some  of  the 
most  distinguished  names  in  medical  science  have 
been  on  the  staff:  such  M.D.s  as  William  Browning, 
J.Bion  Bogart,  Jacob  Fuhs,  Benjamin  Kramer,  Max 
Lederer,  William  Linder,  Leon  Louria,  Donald  Stuart 
MacNaughton,  Victor  H.  Pentlarge,  John  Osborn 


Polak,  Charles  W.  Stickle,  Alexander  Wiener,  and 
others  have  contributed  their  knowledge  and  ability 
not  only  to  patient  care  hut  also  to  teaching.  Jewish 
Hospital  alumni  are  found  throughout  the  world. 

In  1906,  another  addition  was  made  to  the  ever- 
increasing  service  the  hospital  rendered  to  the  com- 
munity and  to  the  profession  of  healing  when  the 
Training  School  for  Nurses  was  incorporated  and 
established  on  the  third  floor  of  the  Classon  Avenue 
building  with  an  enrollment  of  7 nurses.  Today, 
there  are  200  women  and  men  enrolled  in  a three-year 
program  approved  by  the  State  Education  Depart- 
ment for  diploma  award  at  the  end  of  training. 
Many  of  the  graduates  have  stayed  on  to  staff  the 
hospital. 

In  February,  1907,  The  Jewish  Hospital  changed 
its  name  to  The  Jewish  Hospital  of  Brooklyn.  Fur- 
ther additions  were  made  to  the  hospital:  in  1924  the 
Abraham  Abraham  Building  and  in  1928  the  main 
building  was  constructed,  which  brought  the  total 
number  of  beds  to  636,  and  in  1965  the  Leviton  Pa- 

Kings  County 
Hospital  Center 

Kings  County  Hospital  Center,  located  in  the  heart 
of  Brooklyn,  serves  a population  of  more  than  one 
million  people.  With  a bed  complement  of  1,700  it 
is  the  largest  general  care  facility  in  the  State  of  New 
York,  and  indeed  ranks  as  the  third  largest  hospital 
in  the  United  States. 

Stretching  over  41  acres  of  land  at  the  junction  of 
Crown  Heights  and  East  Flatbush,  Kings  County 
Hospital  Center  is  the  receiving  hospital  for  the 
Borough  of  Brooklyn.  As  such,  the  center  is  required 
to  accept  patients  referred  from  smaller  hospitals 
lacking  specialized  and  comprehensive  services.  In 
addition  to  the  general  care  services  provided  in  the 
A,  B and  C buildings,  Kings  County  Hospital  Center 
offers  a full  range  of  specialty  clinics  for  both  children 
and  adults. 

The  origins  of  Kings  County  Hospital  Center  date 
back  as  far  as  1830  when  a three-man  board  of  su- 
perintendents, authorized  by  the  County  of  Kings, 
purchased  the  present  acreage  from  the  Martense 
family  for  $3,000.  Although  today,  people  from  all 
economic  levels  receive  primary  and  specialty  care 
at  the  Clarkson  Avenue  institution,  the  “almshouse” 
or  Kings  County  Poor  Farm,  as  the  first  infirmary 
was  known,  cared  primarily  for  the  borough’s  indi- 
gent and  mentally  ill.  The  poorhouse  and  peniten- 
tiary were  completed  in  1832,  and  John  Zabriski, 
M.D.,  of  Flatbush,  was  paid  $70  a year  to  care  for  sick 
inmates. 

Patients,  or  inmates,  as  they  were  called  then,  were 
expected  to  work  as  their  capacity  permitted,  and 
according  to  the  Manual  of  the  Common  Council  of 
Brooklyn  for  1865.  The  library  was  increased  by  the 
addition  of  $24  worth  of  books.  This  sum  accrued 


vilion  was  completed  into  which  the  operating  rooms, 
laboratories,  and  radiology  were  moved.  A dormi- 
tory for  residents  was  built  in  1927  and  was  named 
in  memory  of  Leon  Louria,  M.D. 

The  name,  The  Jewish  Hospital  of  Brooklyn,  was 
changed  to  The  Jewish  Hospital  and  Medical  Center 
of  Brooklyn  in  1967.  In  1975,  over  23,000  patients 
were  admitted  and  approximately  225,000  patient 
days  were  spent  under  care.  While  the  character  of 
the  community  has  changed,  it  is  still  known  as  “the 
hospital  with  a heart,”  rendering  quality  medical  care 
to  all.  It  serves  as  one  of  the  major  teaching  affiliates 
of  the  Downstate  Medical  College,  and  many  of  its 
staff  enjoy  faculty  appointments.  It  is  also  a member 
of  the  Federation  of  Jewish  Philanthropies. 

Its  present  president  is  Mr.  Max  L.  Koeppel,  the 
chairman  of  the  board  is  the  Hon.  Jacob  J. 
Schwartzwald,  and  its  executive  director  is  Philip  C. 
Abrams. 

555  Prospect  Place 
Brooklyn,  New  York  11238 


from  the  labor  of  patients  in  cleaning  out  a pond  in 
the  vicinity  from  which  the  asylum  was  supplied  with 
ice.  The  Manual  goes  on  to  say  that  female  patients 
made  beds  and  assisted  with  household  chores;  “ . . . 
male  patients,”  it  notes,  “have  rendered  service  in  . . . 
digging  trenches  and  sewers  with  the  ordinary  work 
in  the  gardens  and  about  the  grounds,  equivalent  to 
the  labor  of  twelve  hired  men.” 

The  hospital’s  physical  plant  developed  and  ex- 
panded systematically  throughout  the  first  half  of  the 
twentieth  century,  and  in  October,  1969,  the  first 
major  facilities  improvement  project  since  1948, 
known  as  the  crash  program,  was  begun.  According 
to  John  Lindsay,  then  mayor,  the  goal  of  the  crash 
program  was  to  offer  accommodations,  treatment 
and  care,  equal  to,  if  not  better  than,  any  municipal 
hospital  in  the  country.  Under  the  scope  of  the  crash 
program,  which  spent  over  $12.5  million,  the  most 
antiquated  patient-care  buildings  were  demolished, 
existing  wards  were  renovated  to  eliminate  the  large 
open  wards  usually  found  in  older  public  hospitals, 
and  smaller  wards,  and  even  rooms  comparable  to 
private  and  semiprivate  rooms,  were  constructed. 
Although  the  bed  complement,  2,268  at  the  time,  was 
significantly  reduced,  the  resulting  reorganization 
and  relocation  of  wards  has  made  for  greater  utili- 
zation. The  crash  program  must  also  be  credited  for 
installing  piped  gases  and  air-conditioning  into  the 
surgical  suite  and  delivery  rooms,  as  well  as  making 
possible  the  first  rooming-in  unit  for  mothers  and 
newborns.  Out  of  this  has  grown  a family-centered 
maternity  care  program,  capable  of  involving  the 
family  as  a unit  in  prenatal  care,  labor,  delivery,  and 
after  care.  Kings  County  Hospital  Center  was  the 
first  municipal  hospital  in  the  country  to  offer  such 
a program  to  its  community. 

Family-centered  maternity  care  is  a very  recent 
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first  in  the  country’s  history  of  improved  and  inno- 
vative service,  and  the  limitations  of  space  will  not 
permit  a complete  listing  here.  However,  it  is  sig- 
nificant to  note  that  the  first  case  of  open-heart 
surgery  performed  in  New  York  State  was  done  at 
Kings  County  Hospital  Center  in  1955.  In  1957, 
another  first  occurred  at  the  hospital  when  a partial 
cardiopulmonary  bypass  was  performed  on  a patient 
suffering  from  a severe  heart  attack.  The  procedure 
was  accomplished  with  the  use  of  the  heart-lung 
machine,  and  that  patient  is  still  alive  today. 

The  Department  of  Rehabilitation  Medicine,  lo- 
cated in  the  E building,  is  one  of  two  amputee  centers 
for  the  Borough  of  Brooklyn,  and  the  Division  of 
Pulmonary  Medicine  includes  the  services  of  a chest 
clinic  combining  the  hospital  facility  with  the  De- 
partment of  Health  function. 

The  Division  of  Alcoholism  and  Drug  Abuse  at 
Kings  County  developed  one  of  the  earliest  programs 


Long  Island  Jewish- 
Hillside  Medical  Center 

The  Long  Island  Jewish-Hillside  Medical  Center 

in  New  Hyde  Park,  Long  Island,  opened  under  the 
name  of  Long  Island  Jewish  Hospital  in  1954  as  a 
nonprofit,  general  acute-care  facility  of  200  beds. 

The  hospital’s  founders  consisted  of  a small  group 
of  men  who  were  motivated  by  the  need  for  a com- 
prehensive resource  to  serve  Queens  and  Nassau 
counties  which  were  then  feeling  the  impact  of 
postwar  population  growth.  An  extensive  period  of 
planning  and  research  preceded  construction  of  the 
hospital.  Conceived  as  a teaching  hospital,  Long 
Island  Jewish  Hospital,  from  its  inception,  employed 
physicians  on  a full-time  salaried  basis  to  direct  its 
major  medical  departments  and  to  develop  a teaching 
capability. 

The  hospital  affiliated  with  the  State  University 
of  New  York’s  Downstate  Medical  Center  early  in  its 
history  and,  through  the  years,  enlarged  the  scope  of 
its  academic  activities  through  affiliations  with 
leading  educational  institutions.  In  1971,  the  center 
was  selected  as  a clinical  campus  of  the  State  Uni- 
versity of  New  York  at  Stony  Brook.  At  present, 
nearly  250  students  from  five  schools  of  the  Health 
Sciences  at  Stony  Brook  receive  portions  of  their 
education  at  Long  Island  Jewish  and  its  Queens 
Hospital  Center  affiliate  during  the  academic  year. 

Long  Island  Jewish-Hillside  Medical  Center  today 
is  a medical  complex  consisting  of  the  following:  a 
490-bed  medical  center  on  its  main  campus  in  New 
Hyde  Park.  This  facility  is  to  be  enlarged  in  the  near 
future,  through  the  construction  of  new  emergency 
room  and  expanded  cardiac  diagnostic  facilities;  a 
203-bed  psychiatric  hospital,  formerly  known  as 


in  low-dose  methadone  maintenance.  The  program 
in  addictive  diseases  has  recently  been  expanded  to 
include  a low-dose  and  drug-free  educational  voca- 
tional rehabilitation  program. 

In  January  of  this  year  a “suitcase  kidney”  was 
invented  at  Kings  County  Hospital  which  gives  vic- 
tims of  renal  failure  the  ability  to  travel  and  dialyze 
themselves  in  a hotel  room,  if  necessary. 

A total  elbow  joint  replacement,  successful  in  al- 
leviating the  pain  and  disuse  of  the  elbow,  was  per- 
formed at  Kings  County  Hospital  in  March  by  or- 
thopedic surgeons. 

Kings  County  Hospital  Center  is  unique  in  many 
ways;  however,  as  the  largest  employer  in  the  Bor- 
ough of  Brooklyn,  its  ability  to  continually  provide 
services  is  made  possible  by  a highly  dedicated  and 
well-trained  staff. 

451  Clarkson  Avenue 
Brooklyn,  N.Y.  11203 


Hillside  Hospital,  on  adjoining  grounds;  and  a net- 
work of  medical  and  mental  health  facilities  situated 
in  both  Queens  and  Nassau  Counties,  among  them 
a satellite  dialysis  unit  and  several  drug  addiction 
treatment  programs. 

In  1965,  New  York  City  selected  Long  Island 
Jewish-Hillside  Medical  Center  to  provide  medical 
services  at  Queens  Hospital  Center  as  a means  of 
improving  patient  care  at  that  municipal  hospital. 
Long  Island  Jewish  presently  holds  responsibility  for 
804  beds  at  this  facility. 

The  Community  Health  Program  of  Queens- 
Nassau,  adjacent  to  Long  Island  Jewish-Hillside 
Medical  Center’s  campus,  was  established  in  De- 
cember, 1973,  by  the  medical  center  with  the  joint 
sponsorship  of  Blue  Cross-Blue  Shield  of  Greater 
New  York.  This  program,  which  offers  preventive 
and  comprehensive  medical  services  on  a prepaid 
basis,  now  has  over  13,000  subscribers.  It  is  offered 
to  Blue  Cross-Blue  Shield  group  subscribers  as  an 
alternative  health  plan. 

Planned  for  the  immediate  future  is  a 150-bed  fa- 
cility to  be  devoted  to  the  care  of  children.  The 
Children’s  Medical  Center,  which  has  already  gained 
state  approval,  will  serve  as  a comprehensive  health 
resource  for  children  of  the  entire  metropolitan  re- 
gion. 

At  present,  the  Long  Island  Jewish-Hillside 
Medical  Center  complex  employs  more  than  100 
full-time  physicians  and  dentists  and  maintains  a full 
complement  of  accredited  internship  and  residency 
programs.  Its  medical  and  dental  staff  includes  over 
1,000  professionals. 

During  the  present  year,  the  medical  center’s 
budget  for  research  exceeded  $4.5  million,  $4  million 
of  which  comes  from  governmental  and  private 
granting  agencies. 

In  1974,  the  National  Cancer  Institute  awarded  the 
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medical  center  a grant  to  plan  a cancer  care  program 
for  Queens  and  Nassau  Counties.  This  plan  will 
coordinate  all  existing  cancer- related  facilities  and 


Maimonides  Medical  Center 

In  June,  1910,  the  women  of  Borough  Bark  formed 
and  incorporated  the  New  Utrecht  Aid  Society  whose 
object  was  “to  obtain  funds  from  its  members  by 
voluntary  subscription,  the  proceeds  thereof  to  he 
devoted  to  furnish  food,  fuel,  and  clothing,  as  well  as 
other  necessities  of  life,  to  the  distressed  and  needy 
poor,  without  regard  to  race,  creed,  or  color.” 

New  Utrecht  Dispensary 

During  the  course  of  its  activities  along  the  lines 
indicated  in  the  incorporation  papers,  the  society, 
which  consisted  exclusively  of  women,  found  that 
those  they  desired  to  aid  were  in  great  need  of  med- 
ical treatment.  In  July  of  the  same  year  the  New 
Utrecht  Aid  Society  applied  to  the  State  Board  of 
Charities  for  a charter  for  a dispensary. 

Thus,  the  first  foundation  for  organized  medical 
aid  was  laid  by  the  women  of  Borough  Park  in  1912. 
The  dispensary,  then  located  at  1237  37th  Street, 
was  doing  all  it  could  on  a small  scale,  hut  the  needs 
had  grown;  the  women  then  made  a successful  effort 
to  draw  into  their  activities  the  men  of  the  neigh- 
borhood, and  the  charter  of  the  dispensary  was,  in  the 
year  1916,  amended  to  the  end  that  a hospital  could 
also  be  maintained. 

New  Utrecht  Hospital  and  Dispensary 

The  premises  of  1246  42nd  Street,  Brooklyn, 
were  acquired  by  purchase,  and  a dispensary  was 
established  there;  this  building  was  dedicated  in 
1917. 

A formal  proposition  was  made  to  the  members  of 
a hospital  that  was  then  in  existence,  known  as  the 
Zion  Hospital,  Inc.,  to  consolidate  its  activities  with 
those  of  the  New  Utrecht  Dispensary  and  to  give  the 
people  of  the  vicinity  one  institution. 

West  End  Hospital  Association 

The  New  Utrecht  Dispensary  organization,  still 
feeling  the  need  of  a large  institution,  applied  to  the 
prominent  residents  of  Borough  Park,  as  well  as  to 
the  residents  of  the  section  known  as  West  End, 
during  the  formation  of  a committee  which  was  later 
known  as  the  West  End  Hospital  Association.  This 
was  not  an  incorporated  body,  but  a voluntary  asso- 
ciation whose  aim  was  to  look  into  the  hospital  sit- 
uation for  the  benefit  of  the  neighborhood.  This 
committee  was  headed  by  prominent  men  in  the  vi- 
cinity. As  a result  of  their  deliberation,  they  had 
determined  to  join  the  New  Utrecht  Hospital  and 
Dispensary. 


formulate  integrated  programs  for  cancer  care, 
teaching,  and  research. 

New  Hyde  Park,  N.Y.  1 1040 


On  February  4,  1919,  a meeting  was  held  at  the 
dispensary  building  where  there  were  present  from 
30  to  40  men,  including  many  prominent  members 
of  our  board  of  directors  and  officers.  They  then 
joined  the  New  Utrecht  Hospital  and  Dispensary. 

Israel  Hospital  of  Brooklyn 

Immediately  after  the  organization  was  formed, 
the  New  Utrecht  Hospital  was  reorganized,  and  its 
activities  were  extended  under  the  name  of  the  Israel 
Hospital  of  Brooklyn.  Under  this  new  name,  the 
first  regular  membership  meeting  was  held  at  the  old 
dispensary  building  on  April  23,  1919.  Within  a 
short  space  of  time,  a plot  of  ground,  200  by  160  feet, 
now  the  present  hospital  site,  was  obtained.  Ground 
was  broken  for  the  erection  of  the  hospital  on  May  18, 
1919.  The  first  cornerstone  for  the  new  building  was 
laid  on  June  29,  1919. 

Amalgamation  with  Zion  Hospital 

In  the  progress  of  its  work,  the  leaders  of  this  in- 
stitution realized  that  the  entire  community  should 
unite  for  this  important  undertaking.  A successful 
attempt  was  made  to  combine  the  remaining  forces 
of  the  then  Zion  Hospital.  After  a great  deal  of  hard 
work,  the  amalgamation  was  concluded  under  the 
name  of  the  United  Israel-Zion  Hospital. 

The  charter  of  the  Israel  Hospital  of  Brooklyn  was 
amended  in  the  year  1920,  and  the  first  meeting  of 
the  board  of  directors  of  the  new  institution  under  its 
new  name,  United  Israel-Zion  Hospital,  was  held  on 
June  13,  1921. 

Maimonides  Hospital  of  Brooklyn 

Maimonides  Hospital  of  Brooklyn  was  the  product 
of  a merger,  in  1947,  between  Beth  Moses  and  Israel 
Zion  Hospitals.  Both  hospitals  were  pledged  by  their 
founders  to  remain  “orthodox  in  adherence  to  Mosaic 
dietary  laws,  but  nonsectarian  in  service  to  the 
community.”  Each  made  important  contributions 
to  the  welfare  of  its  community.  But  the  advent  of 
the  war  years,  1941  through  1945,  created  problems 
that  neither  was  able  to  solve:  financial  imbalance, 
nursing  shortages,  professional  problems,  and 
shortcomings  of  plant  and  equipment.  And  so  it  was 
that  in  July,  1947,  at  the  prompting  of  the  Federation 
of  Jewish  Philanthropies  and  with  the  pledge  of  its 
continuing  support,  the  boards  of  the  two  hospitals 
merged  and  Maimonides  Hospital  of  Brooklyn  was 
born.  It  thus  became,  at  that  time,  the  largest  vol- 
untary hospital  in  Brooklyn,  the  sixth  largest  in  New 
York  City,  and  the  largest  general  hospital  in  the 
country  and  perhaps  in  the  world,  outside  of  Israel, 
to  observe  Kashruth. 
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Following  the  merger,  the  Israel  Zion  and  Beth 
Moses  Hospitals  continued  to  operate  as  indepen- 
dent divisions  until  February,  1951,  when  the  Beth 
Moses  Hospital  was  closed,  and  subsequently  sold. 
The  independent  divisions  were  then  discontinued 
and  Maimonides  Hospital  of  Brooklyn  continued  on 
in  the  facilities  of  the  former  Israel  Zion  Hospital. 

In  1948  the  hospital  became  affiliated  with  the 
Long  Island  College  of  Medicine,  now  known  as  the 
State  University  of  New  York,  College  of  Medicine, 
for  the  teaching  and  training  of  medical  students. 

By  mid-1966.  with  the  wide  range  of  research 


Metropolitan  Hospital  Center 


An  historical  year  for  the  delivery  of  health-  and 
medical-care  services  to  the  people  of  New  York  City 
is  1975.  As  the  nation  celebrates  its  bicentennial, 
Metropolitan  Hospital  Center  marks  its  one  hun- 
dredth year  of  service  to  its  community. 

Historic  public  hospital 

Metropolitan  Hospital  Center  was  founded  in 
September,  1875,  on  Ward’s  Island  in  the  East  River, 
thereby  making  it  one  of  the  oldest  public  hospitals 
in  the  country.  On  the  very  day  of  its  founding,  it 
began  its  affiliation  with  the  New  York  Medical 
College.  This  affiliation,  which  exists  to  this  day,  is 
the  oldest  such  affiliation  in  the  United  States. 

The  hospital  center,  established  by  the  New  York 
City  Department  of  Public  Charities  and  Correction, 
was  initially  named  the  Homeopathic  Hospital, 
eventually  becoming  the  Ward’s  Island  Hospital,  and 
finally  Metropolitan  Hospital.  In  1894,  all  399  pa- 
tients, 25  nurses,  the  house  staff,  and  other  personnel, 
plus  equipment,  moved  to  Blackwell’s  Island  (known 
as  Welfare  Island  until  1973  and  presently  named 
Roosevelt  Island).  From  this  time  on,  Metropolitan 
Hospital  enjoyed  continued  growth,  adding  new  fa- 
cilities and  additional  quarters.  However,  due  to  the 
regular  scheduling  of  steamer  service  between  the 
mainland  and  the  island,  and,  later,  to  the  building 
of  the  Queensboro  Bridge,  the  facilities  became  in- 
creasingly cramped. 

The  year  1955  proved  to  be  a real  turning  point  for 

Montefiore  Hospital  and  Medical 
Center 

Montefiore  Hospital  and  Medical  Center  is  one  of 
the  nation’s  leading  voluntary  hospitals  for  patient 
care,  teaching,  and  research. 
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projects  well  under  way  and  the  resulting  improve- 
ments in  patient  care,  the  affiliation  with  the 
Downstate  Medical  Center  of  the  State  University 
of  New  York  College  of  Medicine  made  it  necessary 
to  change  the  formal  title  of  the  institution.  It  was 
named  Maimonides  Medical  Center  because  the 
name  “hospital”  no  longer  adequately  reflected  the 
scientific  advances  being  made  at  Maimonides. 

Office  of  Executive  Vice  President, 
Management 
Maimonides  Medical  Center 
4802  Tenth  Avenue 
Brooklyn,  New  York  11219 


the  continually  growing  institution.  Some  550  pa- 
tients were  transferred  from  Welfare  Island  to  a new 
location,  two  blocks  square,  bounded  by  First  and 
Second  Avenues  and  97th  and  99th  Streets  in  the 
densely  populated  East  Harlem  section  of  Manhat- 
tan. This  move  also  brought  the  hospital  into  greater 
proximity  to  the  New  York  Medical  College  site. 

Expansion  of  facilities 

From  1957  to  1965,  the  medical  services  and 
physical  facilities  were  expanded.  A 14-story  nurses’ 
residence  was  completed,  and,  in  1965,  the  hospital 
was  officially  designated  a hospital  center.  In  1970, 
Metropolitan  Hospital  Center  came  under  the  ju- 
risdiction of  the  newly  established  New  York  City 
Health  and  Hospitals  Corporation.  At  this  time 
major  renovations  were  completed.  In  1973,  a new 
14-story,  air-conditioned  mental-health  pavilion  was 
officially  dedicated,  the  third  largest  of  its  kind  in 
New  York  City. 

Metropolitan  Hospital  Center,  today,  is  a 1,000- 
bed,  modern,  health-care  institution  boasting  the 
most  contemporary  technologic  facilities.  Offering 
a complete  range  of  services,  it  provides  its  commu- 
nity of  800,000  with  extensive  clinic,  emergency,  and 
mental-health  facilities,  as  well  as  inpatient  care  for 
a wide  range  of  acute  illnesses.  The  Hospital  Cen- 
ter’s motto,  “Where  patient  care  and  human  dignity 
go  hand  in  hand,”  reflects  the  concern  of  each  and 
every  staff  member  to  deliver  the  best  health  care 
possible. 

Nancy  Glaser 
Metropolitan  Hospital  Center 
1901  First  Avenue 
New  York,  New  York  10029 


Montefiore  was  founded  in  1884  in  honor  of  the 
one  hundredth  birthday  of  Sir  Moses  Montefiore,  a 
famous  British  philanthropist  who  was  renowned  for 
his  efforts  in  behalf  of  oppressed  Jews  in  countries 
throughout  the  world. 

The  founders  of  the  hospital  were  prominent 
leaders  of  the  New  York  Jewish  community,  led  by 


such  men  as  Jacob  H.  Schiff,  who  was  president  of 
Montefiore  for  many  years,  and  Adolphus  S.  Solo- 
mons. The  first  chairman  of  the  medical  board  was 
Simon  Baruch,  M.D.,  developer  of  hydrotherapy. 

Originally  intended  to  provide  prolonged  care  for 
persons  suffering  from  chronic  diseases  that  could 
not  be  treated  in  general  hospitals,  Montefiore  began 
with  seven  patient  beds  housed  in  a two-story,  frame 
building  on  84th  Street  and  Avenue  A.  In  1900,  the 
hospital  moved  to  larger  quarters  at  138th  Street  and 
Broadway,  and  the  final  move,  to  its  present  site,  took 
place  in  1912. 

In  1897,  Montefiore  established  its  country  sani- 
torium  in  Bedford  Hills,  New  York,  with  approxi- 
mately 200  beds.  This  sanitorium,  which  closed  in 
1955,  was  world  renowned  as  the  foremost  voluntary 
facility  for  the  treatment  of  tuberculosis. 

Teaching  institution 

The  first  moves  toward  Montefiore’s  transforma- 
tion from  a chronic-disease  hospital  to  a general 
medical  center  date  back  to  the  institution’s  early 
years,  but  the  actual  change  occurred  during  the 
years  immediately  following  World  War  II,  when  the 
demand  for  private  and  semiprivate  facilities  in- 
creased. Montefiore  has  been  closely  involved  with 
the  Albert  Einstein  College  of  Medicine  since  the 
latter’s  establishment  in  1955,  and,  in  1963,  became 
its  primary,  voluntary,  teaching  affiliate.  In  1969, 
the  hospital  of  the  Albert  Einstein  College  of  Medi- 
cine became  a division  of  Montefiore,  drawing  the 
two  institutions  even  more  closely  together.  Today, 
including  its  Einstein  Division,  Montefiore  is  a 
1,312-bed  general  hospital  with  major  departments 
in  every  area  of  modern  scientific  medicine  and  with 
outreach  programs  that  bring  a full  range  of  medical 
and  social  services  to  individuals  and  families 
throughout  the  borough  of  The  Bronx. 

In  the  course  of  its  development,  Montefiore  has 
been  a pioneer  in  many  areas  of  scient  ific  and  social 
medicine: 

In  1890,  the  department  of  physical  medicine 
was  established  under  Dr.  Baruch. 

In  1912,  Montefiore  opened  its  x-ray  therapy 
facility  and  became  increasingly  involved  in  the 
study  of  tumors. 

In  1922,  Montefiore  was  one  of  the  first  insti- 
tutions in  the  world  to  use  insulin  therapy  in  the 
treatment  of  diabetic  patients. 

In  1946,  Montefiore  established  a home-care 
and  extended-services  department,  the  first  of 
the  modern  coordinated  home-care  programs  in 
the  country  to  be  set  up  by  a hospital  and  oper- 
ated as  part  of  its  regular  services  to  patients.  It 
has  since  become  the  prototype  for  similar  pro- 
grams in  hospitals  throughout  the  country. 

In  1950,  Montefiore’s  cardiac  catheterization 
program  was  instituted. 

In  1957,  Montefiore  established  one  of  the  first 


cardiac  surgical  programs  in  the  United  States. 

Much  of  the  original  work  in  the  development 
of  the  cardiac  pacemaker  was  done  at  Monte- 
fiore, and,  in  1959,  Montefiore  became  the  first 
institution  to  discharge  a patient  who  had  been 
successfully  treated  by  pacing.  The  transvenous 
method  of  pacing  was  also  developed  here,  as  was 
the  telephone  transducer  system  of  testing  pace- 
maker function. 

In  1963,  Montefiore  established  the  Corinne 
and  Lester  Hofheimer  Institute  for  Steroid  Re- 
search, which  houses  facilities  for  the  study  of 
steroid  biochemistry  and  metabolism.  In  1973, 
Montefiore  entered  into  an  affiliation  with  the 
Memorial  Sloan-Kettering  Cancer  Center  under 
which  the  two  institutions  agreed  to  pool  their 
mutual  resources  to  bring  a concentrated  effort 
to  bear  on  the  treatment,  diagnosis,  and  ultimate 
conquest  of  cancer. 

Also  in  1963,  Montefiore  established  the  Loeb 
Center  for  Nursing  and  Rehabilitation.  This  is 
an  80-bed  extended-care  facility  that  provides 
around-the-clock,  professional  nursing  care  to 
patients  who  have  passed  the  biologic  crises  and 
no  longer  require  acute  services,  but  who  are  not 
well  enough  to  be  discharged  to  home  or  to  long- 
term care  facilities. 

In  1967,  Montefiore  established  a major,  re- 
gional transplant  center. 

Also  in  1967,  Montefiore  added  a division  of 
adolescent  medicine  and  opened  the  first  inpa- 
tient adolescent  unit  in  the  city,  devoted  exclu- 
sively to  the  care  of  hospitalized  patients  be- 
tween the  ages  of  thirteen  and  eighteen. 

In  1972,  the  Beth  Abraham  Hospital  joined  the 
Montefiore  complex.  This  500-bed  institution  is 
one  of  the  outstanding  facilities  in  the  East  for 
the  care  of  the  long-term  and  chronically  ill. 

Montefiore  is  particularly  well  known  for  its 
medical-social  outreach  programs: 

Montefiore’s  department  of  social  medicine 
was  added  in  the  early  1950s. 

In  1962,  in  one  of  the  earliest  affiliations  be- 
tween voluntary  and  New  York  City  hospitals, 
Montefiore  assumed  responsibility  for  the  medi- 
cal program  at  Morrisania  City  Hospital,  a 313- 
bed,  municipal  facility  in  a deprived  area  of  The 
Bronx. 

In  1966,  under  two  different  grants  from  the 
Federal  government,  Montefiore  established  the 
Dr.  Martin  Luther  King,  Jr.,  Health  Center  and 
the  Comprehensive  Child  Care  Project,  both 
neighborhood  health  centers  providing  continu- 
ing, comprehensive,  preventive,  and  therapeutic 
health  care  to  residents  of  two  of  the  city’s  most 
deprived  areas.  In  1972,  the  Comprehensive 
Child  Care  Project,  originally  designed  as  a pedi- 
atric facility,  was  expanded  to  serve  adults  as 
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well  as  children  and  became  the  Montefiore- 
Morrisania  Comprehensive  Health  Care  Center. 

In  1968,  Montefiore’s  division  of  adolescent 
medicine  assumed  responsibility  for  medical  care 
of  youthful  offenders  remanded  to  the  juvenile 
center  detention  facility. 

In  1970,  Montefiore  instituted  a new  intern- 
ship and  residency  program  in  social  medicine, 
designed  to  train  internists  and  pediatricians  to 
become  family  physicians. 

In  1973,  under  a grant  from  the  Robert  Wood 
Johnson  Foundation,  Montefiore’s  new  Institute 
for  Health  Team  Development  began  to  develop 
programs  for  training  health  professionals — phy- 
sicians, nurses,  technicians,  pharmacists,  and  so- 
cial workers — to  function  as  health  teams,  work- 
ing interdependently  rather  than  separately  in 
the  delivery  of  care. 

In  1973,  under  contract  to  the  City  of  New 
York,  Montefiore  assumed  responsibility  for  the 
medical  care  of  offenders  in  the  city’s  detention 
facilities  on  Riker’s  Island. 


The  Mount  Sinai 
Medical  Center 

The  Mount  Sinai  Medical  Center  comprises  The 
Mount  Sinai  Hospital  and  Mount  Sinai  School  of 
Medicine  of  the  City  University  of  New  York. 
Physically,  it  includes  more  than  a score  of  buildings 
on  a four-block  campus  from  98th  to  102nd  Streets 
between  Fifth  and  Madison  Avenues. 

The  Mount  Sinai  Hospital 

The  Mount  Sinai  Hospital  is  one  of  the  oldest  and 
largest  voluntary,  nonprofit,  acute-care  hospitals  in 
the  country.  It  was  incorporated  as  the  Jews’  Hos- 
pital in  New  York  in  1852.  On  May  17, 1855,  the  new 
hospital  opened  in  a four-story  building  with  45  beds 
on  West  28th  Street.  In  its  first  full  year,  the  hos- 
pital’s staff  of  10  men  cared  for  225  patients.  Op- 
erating expenses  totaled  $5,493.  In  1866,  the  name 
was  changed  to  The  Mount  Sinai  Hospital  to  make 
it  clear  that  the  hospital  served  the  community 
without  distinction  as  to  race  or  religion. 

Mount  Sinai  moved  to  a building  with  a 120-bed 
capacity  on  Lexington  Avenue,  from  66th  to  67th 
Streets,  in  1872,  and  then  moved  to  the  present 
location  in  1904.  The  original  buildings  on  this  site 
had  a bed  capacity  of  456. 

Throughout  its  history,  The  Mount  Sinai  Hospital 
has  been  a pioneer  in  medical  education,  research, 
and  innovative  patient  care.  It  was  one  of  the  first 
general  hospitals  in  the  United  States  to  establish  a 
school  of  nursing,  in  1881,  a program  in  postgraduate 
medical  education  in  1910,  and  a psychiatric  clinic, 


Outstanding  contributors 

Many  of  the  world’s  most  renowned  scientists  and 
physicians  contributed  to  Montefiore’s  growth  over 
the  years.  Among  them  were  S.  P.  Goodheart  and 
I.  Wechsler,  in  neurology;  Leo  Davidoff  and  H. 
Houston  Merritt,  in  neurosurgery;  David  Marine  and 
Harry  Zimmerman,  in  pathology;  Louis  Leiter,  in 
renal  disease;  Maurice  Fishberg,  Max  Pinner,  and 
Robert  Bloch,  in  pulmonary  medicine;  Simon  Baruch 
and  Karl  Harpuder,  in  physical  medicine;  Samuel 
Seidlin,  who  .did  pioneering  work  with  radioisotopes 
in  medicine  and  administered  the  first  radioactive 
iodine  to  patients  with  thyroid  conditions;  A.  I. 
Ringer,  one  of  the  earliest  pioneers  in  insulin  therapy; 
and  many  others. 


Alexander  Hoffman 
Communications  Department 
Montefiore  Hospital  and  Medical  Center 
111  East  210th  Street 
The  Bronx,  New  York  10467 


in  1920.  In  1886,  the  hospital  granted  a diploma  to 
Josephine  Walter,  M.D.,  believed  to  have  been  the 
first  woman  in  America  to  serve  a formal  internship. 

In  addition  to  the  numerous  medical  discoveries 
made  by  Mount  Sinai  physicians,  the  hospital  was 
one  of  the  first  in  the  country  to  buy  an  x-ray  ma- 
chine, 1900,  and  was  the  first  to  use  an  artificial 
kidney  unit,  1947. 

Mount  Sinai  School  of  Medicine 

Mount  Sinai  School  of  Medicine  was  granted  a 
provisional  charter  by  the  Board  of  Regents  of  the 
University  of  the  State  of  New  York  in  1968.  The 
charter,  which  authorized  the  school  to  grant  the 
M.D.  degree  and  to  offer  graduate  instruction  leading 
to  the  Ph.D.  degree,  was  made  absolute  by  the  Board 
of  Regents  in  May,  1968. 

The  School  of  Medicine  became  academically  af- 
filiated with  The  City  University  of  New  York  in 
August,  1967.  The  school  remains,  however,  finan- 
cially autonomous  and  self-supporting  under  its  own 
board  of  trustees. 

After  the  establishment  of  the  School  of  Medicine, 
the  Mount  Sinai  complex  became  known  as  The 
Mount  Sinai  Medical  Center. 

The  school  admitted  its  first  students  in  Septem- 
ber, 1968,  a first-year  class  of  36,  and  a third-year 
class  of  23,  with  17  students  in  the  graduate  school 
of  biological  sciences.  The  following  year,  the  school 
enrolled  its  first  full  complement  of  four  under- 
graduate classes,  totaling  136  students. 

The  first  commencement  of  the  School  of  Medicine 
took  place  in  May,  1970,  the  M.D.  degree  being 
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awarded  to  the  23  who  had  entered  as  third-year 
students  in  1968.  The  first  four-year  class  was 
graduated  in  June,  1972.  The  size  of  the  entering 
class  has  been  increased  each  year  to  a total  of  1 (X)  for 
1976-1977.  Including  the  class  of  1976,  a total  of  343 

New  Rochelle  Hospital  Medical 
Center 

The  New  Rochelle  Hospital  began  as  a small  yellow 
frame  house  on  Huguenot  Street  in  New  Rochelle  in 
1892.  The  official  opening  of  the  eight-bed  facility 
was  due  to  the  efforts  of  a prominent  citizen,  William 
R.  Pitt,  who  raised  funds  through  a letter-writing 
campaign  to  physicians,  clergy,  and  citizens.  The 
New  Rochelle  Hospital  Association,  a nonprofit 
membership  corporation,  was  organized  and  incor- 
porated to  provide  for  the  maintenance  of  the  hos- 
pital. Through  the  corporation,  funds  were  raised 
by  subscriptions,  lectures,  and  entertainment. 

Early  facilities 

Within  the  hospital  facility,  the  “operating  room” 
was  a small  room  adjoining  the  bathroom,  lighted  by 
an  extra  window,  and  had  an  adjustable  gas  bracket 
so  that  night  operations  could  be  performed.  On 
staff  were  a matron  and  a cook,  but  women  of  the 
community  helped  with  the  marketing  and  provided 
some  of  the  food.  Local  merchants  donated  linen, 
groceries,  fruit,  and  meat. 

After  one  year  of  operation,  Mr.  Pitt  gave  an  op- 
timistic report.  The  small  staff  had  treated  61  pa- 
tients; 46  had  been  discharged  as  “cured”  and  7 as 
“greatly  improved.”  The  physicians,  staff,  and 
volunteer  “lady  workers”  made  the  first  year  a suc- 
cessful one.  Noting  that  most  of  the  patients  were 
“nearly  all  too  poor  to  pay  for  the  service  rendered” 
they  nevertheless  received  uniform  kindness  and  care 
in  a homelike  and  cheerful  atmosphere. 

In  1894,  through  the  beneficence  of  Charles  H. 

The  New  York  Hospital- 
Cornell  Medical  Center 

In  the  year  1771,  “sundry  publick-spirited  persons, 
influenced  by  the  spirit  of  benevolence,”  petitioned 
King  George  III  of  England  for  a charter  of  incorpo- 
ration, the  purpose  being  to  establish  for  the  first 
time  in  the  City  of  New  York,  “a  publick  hospital,  one 
of  the  most  useful  and  charitable  institutions  . . .” 

The  charter  was  granted  and  The  New  York  Hos- 
pital came  into  being,  operated  by  The  Society  of  the 
New  York  Hospital  through  its  board  of  governors, 
all  of  whom  were  and  are  private  individuals  donating 


physicians  have  received  their  M.D.  degrees  at 
Mount  Sinai. 

Fifth  Avenue  and  100  Street 
New  York,  N.Y.  10029 


Coffin,  a beautiful  Victorian  frame  house  with  a cu- 
pola was  sold  to  the  hospital  association.  It  was 
converted  into  a facility  of  25  beds  located  on  the 
present  site  of  the  medical  center. 

The  number  of  patients  treated  at  the  hospital 
grew,  and  after  ten  years  of  operation  the  president 
of  the  association  reported  that  1,500  patients,  in- 
cluding 12  per  cent  of  New  Rochelle  residents,  had 
been  treated  without  regard  for  ability  to  pay. 

Hospital  growth 

Construction  of  additional  wings  for  the  hospital 
continued  through  the  years,  as  bed  capacity  and 
staff  increased.  In  1908  the  south  wing  was  com- 
pleted, bringing  bed  capacity  to  52.  In  1921  the 
north  wing  was  constructed,  bringing  bed  capacity 
to  145.  The  east  and  west  wings  were  both  com- 
pleted in  the  intervening  years  as  New  Rochelle 
Hospital  extended  its  scope  of  professional  services 
for  the  growing  community. 

In  recent  years  a school  of  nursing  building  for  125 
student  nurses  was  opened  in  1966,  and  two  Hugue- 
not Towers  residence  buildings  were  built  for  hospital 
staff  in  1966  and  1971.  In  1971  a 150-bed  ex- 
tended-care facility  was  completed,  and  included  in 
the  facility  are  the  departments  of  speech  and  hear- 
ing, physical  medicine,  and  occupational  therapy. 

As  the  community  it  serves  expanded,  the  New 
Rochelle  Hospital  Medical  Center  has  grown  and 
improved  its  services,  striving  continuously  to  pro- 
vide the  highest  quality  patient  care  at  the  lowest  cost 
to  the  public. 

David  L.  Ford 
New  Rochelle  Hospital  Medical  Center 
16  Guion  Place 
New  Rochelle,  New  York  10802 


their  time  and  energies  to  the  endeavor.  It  stands 
today  as  monumental,  living  testimony  to  the  spirit 
of  man’s  humanity  to  man. 

A nonprofit  institution,  supported  in  part  by  gifts 
from  the  public,  the  hospital  has  extended  its  healing 
hand  to  ten  generations  of  Americans. 

In  1776,  the  first  buildings,  situated  in  lower 
Manhattan,  received  the  hospital’s  first  patients.  In 
its  over  two-hundred-year  history,  the  hospital  has 
cared  for  5 million  sick  people. 

From  its  earliest  days,  the  hospital  has  been  fa- 
mous for  its  forward-looking  policies,  often  antici- 
pating by  many  years  what  would  later  be  commonly 
accepted.  Among  such  policies  were  its  recognition 
of  mental  illness  as  a disease  and  its  care  of  these 
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patients  in  a separate  building  apart  from  the  phys- 
ically ill.  It  was  the  first  hospital  to  have  a psychi- 
atric department.  In  1821  a new  division  of  the  hos- 
pital was  opened  on  upper  Broadway  to  care  for 
mentally  ill  patients,  called  Bloomingdale  Asylum. 
Later  the  institution  moved  to  White  Plains,  New 
York,  where  it  is  now  known  as  The  New  York  Hos- 
pital-Cornell  Medical  Center,  Westchester  Division. 

In  1877,  the  hospital  moved  from  lower  Manhattan 
to  Sixteenth  Street  and  established  its  School  of 
Nursing.  Affiliation  with  the  Cornell  University 
Medical  College  in  1912  furthered  the  hospital’s  goal 
of  becoming  one  of  the  world’s  great  teaching  insti- 
tutions. Three  independently  famous  hospitals 
became  affiliated  with  it  over  the  years,  later  merging 
legally  with  The  Society  of  the  New  York  Hospital. 
They  were  the  Lying-In  Hospital,  the  Manhattan 
Maternity  and  Dispensary,  and  the  New  York  Nur- 
sery and  Child’s  Hospital. 

The  hospital  moved  to  its  present  site  in  1932. 
Included  in  the  new  structures  was  the  Payne 
Whitney  Psychiatric  Clinic,  providing  both  inpatient 
and  outpatient  care  for  the  mentally  ill  in  an  urban 
setting. 

The  New  York  Hospital-Cornel!  Medical  Center, 
occupying  three  city  blocks  at  68th  Street  and  East 


Peninsula  Hospital 
Center 

In  the  early  years  of  this  century,  the  Rockaway 
peninsula  was  a sparsely  populated  sandspit  jutting 
out  into  the  Atlantic  Ocean.  Its  year-round  popu- 
lation of  less  than  10,000  lived  in  small,  well-defined 
communities,  connected  to  each  other  by  a single 
meandering  road,  and  to  the  mainland  of  Queens 
County  only  by  a slender  railroad  line  crossing  Ja- 
maica Bay.  The  major  industry  of  the  area  was 
summer  vacationers,  who  swelled  the  population 
tremendously  There  was,  however,  a large  number 
of  community  organizations;  business,  social,  civic, 
fraternal,  charitable,  and  religious.  Few  physicians 
lived  on  the  peninsula,  and  there  were  no  hospitals. 
The  nearest  medical  facility  was  in  Long  Island  City, 
a long  train  ride  away.  The  ill  and  the  injured  lay  in 
the  railroad  stations  awaiting  the  next  train,  making 
these  stations,  as  one  contemporary  physician  tes- 
tified, “the  scene  of  agony  and  even  death.”  In  1907, 
a series  of  accidents  occurred,  and  the  delays  in  get- 
ting medical  care  for  the  victims  spurred  community 
organizations  to  band  together  to  form  a hospital 
corporation. 

Incorporation  papers  for  the  Rockaway  Beach 
Hospital  and  Dispensary  were  filed  in  February, 
1908,  signed  by  41  persons  representing  the  different 
organizations  involved  in  the  hospital  effort.  It  was 
decided  that  the  nonsectarian  hospital  should  be 
governed  by  a board  of  15  directors,  equally  repre- 
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River  Drive,  is  made  up  of  the  Hospital,  the  Cornell 
University  Medical  College,  and  the  Cornell  Uni- 
versity-New York  Hospital  School  of  Nursing.  The 
activities  of  the  three  institutions  are  coordinated  by 
a Joint  Administrative  Board  under  the  direction  of 
the  center’s  president. 

Throughout  its  history,  The  New  York  Hospital 
has  adhered  to  a four-fold  concept  of  medicine: 

Care  of  the  sick.  The  hospital  exists  for  the  bene- 
fit of  its  patients  and  has  as  its  goal  excellent  medical 
care  in  a patient-oriented  environment. 

Teaching.  The  hospital  holds  to  the  philosophy 
that  great  medical  institutions  must  provide  for  the 
teaching  and  training  of  physicians,  nurses,  and  tech- 
nicians for  tomorrow  as  well  as  for  the  care  of  the  sick 
today. 

Research.  The  hospital  believes  that  as  it  applies 
the  best  medical  knowledge  known,  it  must  at  the  same 
time  actively  seek  new  knowledge  which  will  lead  to 
new  understanding  of  disease,  new  methods  of  diagno- 
sis, and  more  rapid  recovery. 

Preventive  medicine.  The  New  York  Hospital 
works  constantly  to  accelerate  the  development  of  new 
knowledge  for  the  maintenance  of  health.  Its  goal  is  to 
prevent  as  well  as  to  cure  illness. 

525  East  68  Street 
New  York,  N.Y.  10021 


senting  the  Catholic,  Protestant,  and  Jewish  faiths. 
That  same  month,  a site  for  the  hospital  was  ob- 
tained. A summer  resident,  a farmer-philanthropist, 
said  he  would  donate  the  land  if  the  four  walls  and 
the  roof  were  completed  within  a year’s  time. 
Ground  was  broken  in  July,  and  by  May  of  the  fol- 
lowing year,  the  building  was  completely  enclosed 
and  the  first  floor  in  place.  To  finance  construction, 
the  directors  offered  to  the  public  $50  coupon  bonds, 
having  a total  value  of  $30,000,  at  6 per  cent  interest. 
The  hospital,  a 35-bed,  three-story,  red  brick  struc- 
ture, admitted  its  first  patient  on  June  3,  1911. 
During  its  first  year  of  operation,  405  patients  were 
admitted  for  5,624  days’  treatment;  512  emergency 
cases  were  treated  in  the  accident  ward;  and  113  op- 
erations were  performed. 

Throughout  the  years,  two  problems  remained 
constant:  the  need  for  additional  beds  and  the  need 
for  additional  money.  The  financial  crises  were  met 
and  continue  to  be  met  through  community  fund- 
raising drives  and  through  mortgages. 

The  first  expansion  was  completed  in  July,  1924. 
Known  as  The  Soldiers  and  Sailors  Memorial  Wing, 
it  nearly  doubled  the  size  of  the  hospital.  Still,  more 
beds  were  needed.  World  War  II  delayed  con- 
struction, and  by  the  time  it  was  over,  it  was  obvious 
to  the  directors  that  the  site  was  too  small  for  further 
expansion.  Obtaining  funds  and  land  took  a long 
time,  but  in  September,  1958,  the  cornerstone  was 
laid  for  a brand-new  200-bed  hospital,  which  opened 
in  June,  1960. 


Since  that  time,  the  hospital  has  grown  to  300 
acute-care  beds,  a separate  building  housing  200 
skilled  nursing  beds,  an  extensive  rehabilitation  de- 
partment, as  well  as  other  medical  services.  It  op- 
erates 44  outpatient  clinics,  and  contains  an  ultra- 
modern nuclear  medicine  department,  cobalt  therapy 
unit,  and  other  highly  sophisticated  ancillary  ser- 
vices. Plans  are  being  made  to  add  another  400 
acute-care  beds  in  stages,  the  first  stage  being  160 


Queens  Hospital  Center 

The  Queens  Hospital  Center  is  an  804-bed  hospital 
complex  serving  residents  and  employees  in  central 
and  eastern  Queens.  The  center  serves  a community 
of  more  than  a million  people:  patients  from  every 
conceivable  ethnic,  social,  and  economic  strata  are 
treated.  This  institution  is  one  of  18  institutions 
operated  by  the  New  York  City  Health  and  Hospitals 
Corporation.  Located  on  164th  Street  between  the 
Grand  Central  Parkway  and  Union  Turnpike  in  Ja- 
maica, the  center  is  accessible  by  car,  bus  and  sub- 
way. 

Queens  Hospital  Center  is  composed  of  Queens 
General  Hospital,  providing  acute  and  general 
medical  care;  Triboro  Hospital,  an  institution  for  the 
care  of  pulmonary  diseases  with  facilities  for  other 
types  of  hospital  care;  and  the  Queens  Hospital 
Center  School  of  Nursing.  Other  facilities  include 
a home-care  unit,  a variety  of  drug  and  alcoholism 
treatment  programs,  satellite  health-care  facilities, 
a disaster  unit,  city  ambulance  service,  and  the  for- 
mer Queensboro  Hospital  for  Communicable  Dis- 
eases, now  used  for  the  Children’s  Rehabilitation 
Service. 

Within  the  geographic  confines  of  the  center  are 
also  included  a mortuary  and  offices  for  the  county 
medical  examiner,  a nurses’  residence,  a garage  for 
ambulances  and  other  vehicles,  an  industrial  build- 
ing, several  workshops,  a power  plant,  and  a storage 
building. 

Although  the  boundaries  of  the  center  are  such 
heavily  traveled  roadways  as  the  Grand  Central 
Parkway,  164th  Street,  and  Parsons  Boulevard,  the 
center  is  situated  in  a relatively  quiet  area.  It  is 
surrounded  by  a section  of  two-family  houses  and 
privately  owned  homes  which  extend  for  several 
blocks  around  the  hospital  grounds  proper. 

Out  of  the  total  number  of  hospitals  located  in  the 
Queens  area,  there  is  one  State  hospital,  two  Corpo- 
ration hospitals,  Queens  Hospital  Center  and  City 
Hospital  at  Elmhurst.  All  of  the  remaining  insti- 
tutions are  voluntary  or  proprietary  in  nature. 

Affiliations 

To  assure  a high  quality  of  medical  care  at  the 
center,  the  City  of  New  York  entered  into  an  agree- 


beds, and  to  develop  affiliations  with  medical  schools 
for  internship  and  residency  programs.  In  1975,  the 
hospital  admitted  7,277  patients  for  96,254  days  of 
treatment;  saw  26,060  emergency-room  patients  and 
14,581  clinic  patients.  The  skilled  nursing  facility 
admitted  587  patients  and  gave  70,090  days  of 
care. 

51-15  Beach  Channel  Drive 
Far  Rockaway,  N.Y.  11691 


ment  with  two  nonprofit  teaching  hospitals  to  assume 
the  responsibility  for  providing  medical  and  related 
services  through  a continuing  program  of  improve- 
ment of  patient  services,  medical  education,  and  re- 
search, in  accordance  with  the  policies,  regulations, 
and  procedures  of  the  Health  and  Hospitals  Corpo- 
ration. 

The  Long  Island  Jewish-Hillside  Medical  Center 
is  responsible  for  the  broad  spectrum  of  medical  ac- 
tivities which  include  staffing  and  directing  the  de- 
partment of  psychiatry,  ambulatory  care  and  com- 
munity medicine,  anesthesiology,  dentistry,  hema- 
tology, home  care,  laboratories,  medicine,  nuclear 
medicine,  obstetrics,  gynecology,  pediatrics,  reha- 
bilitation medicine,  radiology,  social  work  services, 
general  surgery,  and  the  surgical  subspecialties.  In 
addition,  Long  Island  Jewish-Hillside  Medical 
Center  directs  the  medical  records,  outpatient  ser- 
vices, emergency  room,  recreational  therapy,  medical 
library,  patient  representative  services,  and  the  house 
staff  organization  and  training.  Within  this  broad 
responsibility,  medical  and  paramedical  education 
and  research  programs  are  essential  components. 

The  center  is  affiliated  with  the  State  University 
of  New  York  at  Stony  Brook.  The  Catholic  Medical 
Center  of  Brooklyn  and  Queens  is  responsible  for 
staffing  and  directing  two  of  the  six  nursing  units  in 
the  Department  of  Medicine,  several  of  the  medical 
clinics,  and  providing  a part  of  the  staff  for  the  tu- 
berculosis service  in  Triboro  Hospital. 

History 

The  City  of  New  York  established  a disinfecting 
plant  and  stable  in  1906  on  part  of  22  acres  of  farm- 
land it  had  previously  acquired  in  the  northern  sec- 
tion of  Jamaica.  A horse-drawn  ambulance  was 
stationed  on  the  property  to  convey  Queens  residents 
suffering  from  communicable  diseases  to  a Brooklyn 
hospital. 

1909 — The  city  appropriated  $230,000  to  build  a 
small  hospital  to  treat  residents  suffering  from 
communicable  diseases.  Three  years  later  another 
appropriation  was  voted  for  an  80-bed  tuberculosis 
hospital.  Construction  of  the  Queensboro  Hospital 
began  in  1912. 

1916 — A city- wide  poliomyelitis  epidemic  created  the 
need  to  finish  construction  rapidly.  Overnight  the 
hospital  was  staffed  and  filled  with  patients. 
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1929 — Construction  of  Queens  General  Hospital 
began  on  April  16, 1929,  and  it  continued  through  the 
“Great  Depression.” 

1935 — Queens  General  Hospital  was  dedicated  on 
October  30.  The  next  year  saw  Queensboro  Hospital 
renamed  the  Queensboro  Pavilion.  In  February, 
1938,  the  borough’s  first  mental  hygiene  clinic  was 
opened  at  Queens  General. 

1941 — Triboro  Hospital  opened  on  January  28th 
with  Mayor  Fiorello  H.  LaGuardia  presiding  at  the 
dedication  exercises. 

1945 — A new  pavilion  for  communicable  diseases  was 
completed  and  opened  on  August  23.  In  April,  1947, 
the  old  communicable  disease  pavilion  with  a bed 
capacity  of  54  was  converted  into  a unit  for  treatment 
and  care  of  patients  with  long-term  illnesses. 

1948 — A new  field  in  the  treatment  of  the  sick,  the 
home  care  department,  was  started  on  November 
1. 

1952— On  June  6 Queens  General  Hospital,  Triboro 
Hospital,  Queensboro  Hospital  for  Communicable 
Diseases,  Neponsit  Beach  Hospital,  Rockaway,  and 
the  College  Point  Outpatient  Department  and 
Emergency  Station  were  all  combined  in  the  newly 
created  Queens  Hospital  Center. 

The  University  of 
Rochester  School  of 
Medicine  and  Dentistry 
and  Strong  Memorial 
Hospital 

In  September,  1925, 22  students  from  five  states  and 
one  foreign  country  were  admitted  to  the  University 
of  Rochester  School  of  Medicine  and  Dentistry. 
Then  on  January  4,  1926,  the  Strong  Memorial 
Hospital  was  officially  opened  and  the  first  patient 
was  admitted  the  next  day.  On  January  7,  the  first 
office  patient  came  in,  and  that  same  day  John  J. 
Morton,  Jr.,  M.D.,  performed  the  first  operation. 
Ten  days  later  the  first  baby  was  delivered.  From 
these  small  beginnings  the  University  of  Rochester 
Medical  Center  has  had  a steady  and  strong  growth 
into  an  internationally  renowned  center  of  teaching, 
research,  and  patient  care  in  the  ensuing  half  century. 

In  the  decade  of  1910-1920,  following  Abraham 
Flexner’s  jolting  report  on  U.S.  medical  education, 
the  controversy  over  the  part-time  versus  the  full- 
time medical  school  faculty  systems  was  heated  with 
the  latter  steadily  supplanting  the  former.  When 
certain  of  the  established  schools  held  back  in 
changing,  Flexner  suggested  to  the  General  Educa- 
tion Board,  “it  has  occurred  to  me  that  if  we  could 
plant  a first-rate  medical  school  there  (Rochester), 
perhaps  New  York  City  would  wake  up.”  He  had 
chosen  Rochester  because  the  university  was  “a 


1955 —  The  Neponsit  Beach  Hospital  was  closed  on 
January  31. 

1956 —  The  Queens  Hospital  Center  School  of 
Nursing  opened  on  September  19. 

1957 —  In  September,  the  Children’s  Rehabilitation 
Service  was  organized. 

1959 — A new  storehouse  was  built  and  occupied. 
The  medical  boards  of  Queens  General  Hospital  and 
Triboro  Hospital,  were  amalgamated  with  center- 
wide responsibility. 

1964 — The  City  of  New  York  entered  into  an  agree- 
ment with  three  nonprofit  voluntary  teaching  hos- 
pitals as  part  of  an  intensive  program  for  the  im- 
provement of  patient  services,  medical  education, 
and  research.  The  affiliation  program  was  the  start 
of  a major  renovation  and  expansion  project  which 
is  the  forerunner  of  the  master  redevelopment  plan 
at  the  center. 

1970 — The  New  York  City  Health  and  Hospitals 
Corporation  was  established. 

1972 — The  Community  Advisory  Board  was  installed 
at  Queens  Hospital  Center. 

82-68  164th  Street 
Jamaica,  N.Y.  11432 


modest  but  good  institution,”  its  president  (Rush 
Rhees)  was  a “fine  college  head,”  and  “besides  there 
is  Mr.  Eastman.”  Flexner  persuaded  Eastman  to 
match  $5  million  from  the  General  Education  Board 
with  a gift  of  $4  million.  During  the  several  years  of 
planning,  enough  income  accrued  from  these  funds 
to  build  the  medical  school  with  hardly  a nibble  at  the 
endowment;  and  Rochester  had  a medical  school. 

Rush  Rhees  lost  no  time  in  seeking  advice  about 
the  kind  of  man  needed  to  head  the  new  school,  nor 
about  whom  that  man  should  be.  At  the  top  of  most 
of  the  suggestions  was  George  H.  Whipple,  M.D.,  a 
1905  Hopkins  graduate,  already  a pathologist  of  note, 
and  in  1920  director  of  the  Hooper  Foundation  and 
dean  of  the  University  of  California  School  of  Med- 
icine. Whipple  was  reluctant  to  accept  Rhees’  offer 
to  head  the  new  school  but  finally  succumbed  to 
Rhees’  persuasion.  He  accepted  the  deanship  in 
May,  1921,  and  remained  in  that  post  and  as  director 
of  the  medical  center  until  1953.  Concurrently  he 
served  as  chairman  of  pathology  until  1955. 

The  original  department  chairmen  chosen  by 
Whipple  were  in  their  early  decades,  many  of  them 
Hopkins  graduates — William  S.  McCann,  M.D.,  in 
medicine;  John  J.  Morton,  Jr.,  M.D.,  in  surgery; 
Samuel  Clausen,  M.D.,  in  pediatrics;  Karl  Wilson, 
M.D.,  in  obstetrics-gynecology;  George  Corner,  M.D., 
in  anatomy;  Wallace  Fenn,  M.D.,  in  physiology,  and 
numerous  others  who  already  had  or  were  to  achieve 
notable  names. 

In  the  fifty  years  since  the  School  of  Medicine 
opened,  classes  have  grown  to  96  students  with  al- 
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most  4,000  graduates;  the  graduate  school  has  be- 
come notable  for  the  teachers  and  researchers  it  has 
produced  in  the  basic  sciences;  the  School  of  Den- 
tistry has  become  a noted  center  for  dental  research 
and  development  of  dental  scientists  and  academi- 
cians (the  plan  for  teaching  practicing  dentistry  was 
soon  dropped  for  lack  of  applicants);  the  teaching  of 
nursing  is  now  a full  school  of  the  University  with 
baccalaureate  and  Ph.D.  degree  programs. 

The  faculty  has  grown  from  somewhat  over  30 
full-time  faculty  to  nearly  500,  and  more  than  an 
equal  number  of  part-time  appointments. 

Forty-nine  years  after  the  original  Strong  Memo- 
rial Hospital  opened,  a new  one  was  opened  in  Feb- 
ruary, 1975.  With  the  psychiatry  wing  the  total  bed 
capacity  stands  at  slightly  more  than  800.  Among 
the  special  services  available  are  surgical,  medical, 
pediatric  and  neonatal  intensive  care,  a unit  for 
burned  patients,  a special  rehabilitation  floor,  a 
community  health  center,  a clinical  research  center, 
and  an  emergency  center  caring  for  200  patients  a 
day.  Ambulatory  care  is  also  provided  through  the 


St.  Luke’s 
Hospital  Center 

St.  Luke’s  Hospital  Center  traces  its  origins  to  the 
middle  of  the  nineteenth  century  with  the  founding 
of  St.  Luke’s  Hospital  by  an  Episcopal  clergyman  and 
Woman’s  Hospital  a short  while  later  by  J.  Marion 
Sims,  M.D.,  the  father  of  modern  gynecology. 

Distressed  by  the  fact  that  only  two  hospitals 
served  Manhattan’s  half-a-million  inhabitants  dur- 
ing the  cholera  epidemic  of  1849,  the  Rev.  William 
Augustus  Muhlenberg  intensified  an  effort  begun 
three  years  before  to  raise  funds  to  build  an  institu- 
tion for  the  sick  poor.  St.  Luke’s  was  incorporated 
on  May  1,  1850,  and  an  infirmary  opened  near  his 
Church  of  the  Holy  Communion,  which  still  stands 
at  Avenue  of  the  Americas  and  22nd  Street.  The 
hospital  later  constructed  a building  at  Fifth  Avenue 
and  54th  Street. 

Among  the  new  hospital’s  attending  staff  members 
were  such  prominent  physicians  as  Alonzo  Clark, 
M.D.,  Edward  Delafield,  M.D.,  Willard  Parker,  M.D., 
and  Gordon  Buck,  M.D.,  who  inaugurated  his  Buck’s 
extension  traction  technique  in  the  St.  Luke’s  chil- 
dren’s ward.  The  tradition  of  carrying  flowers  from 
St.  Thomas  Church,  one  block  south  on  Fifth  Ave- 
nue, to  patients  at  St.  Luke’s  in  the  1870s  is  believed 
to  have  been  the  start  of  the  Easter  Parade.  An  an- 
nual collection  made  in  those  years  among  New 
York’s  Episcopal  parishes  to  support  the  work  of  the 
hospital  grew  into  the  nation’s  first  joint  charity,  the 
United  Hospital  Fund. 

In  May  of  1854,  Dr.  Sims  addressed  a meeting  of 


full  range  of  general  and  specialized  services  for  500 
patients. 

By  request  of  their  governing  boards  and  medical 
staffs  and  with  the  approval  of  the  trustees  of  the 
University,  agreements  have  been  established 
whereby  the  four  general  hospitals  and  one  chronic 
disease  hospital  of  the  community  have  become  as- 
sociated with  the  School  of  Medicine  and  Dentistry 
as  teaching  hospitals.  The  purpose  of  these  associ- 
ations is  to  effect  close  and  mutually  advantageous 
cooperation  in  the  conduct  of  medical  teaching  and 
research.  The  chiefs  of  service  and  many  of  the 
physicians  on  the  staffs  of  the  hospitals  are  members 
of  the  medical  school  faculty.  Rotation  of  interns 
and  residents  are  in  effect  on  several  services,  and 
medical  students  receive  instruction  in  certain  clin- 
ical subjects  at  one  or  more  associated  hospitals. 

In  a half  century  the  University  of  Rochester 
Medical  Center  has  become  an  established  and  es- 
sential focus  of  health  care,  medical  research,  and 
medical  education  for  a large  sector  of  western  New 
York  State. 


several  hundred  New  York  physicians  to  describe  the 
corrective  procedure  for  vesicovaginal  fistula  which 
he  had  developed  in  his  native  Alabama.  At  that 
meeting  he  also  proposed  the  establishment  of  a 
hospital  in  New  York  devoted  to  the  special  care  of 
women.  With  the  help  of  Fordyce  Barker,  M.D., 
president  of  the  New  York  County  Medical  Society, 
Dr.  Sims  raised  money  to  open  a 40-bed  infirmary  in 
a townhouse  on  Madison  Avenue  and  28th  Street. 
Among  the  first  physicians  to  join  the  institution’s 
staff  were  Horace  Green,  M.D.,  Valentine  Mott, 
M.D.,  Alexander  H.  Stevens,  M.D.,  and  Thomas 
Addis  Emmet,  M.D. 

The  small  institution  was  quickly  taxed  beyond  its 
capacity.  In  1857,  the  world’s  first  women’s  hospital 
began  construction  of  a permanent  home  on  Park 
Avenue  and  49th  Street,  the  site  of  the  Waldorf  As- 
toria Hotel  after  the  hospital  moved  in  1906  to  109th 
Street  and  Amsterdam  Avenue.  Edmund  Randolph 
Peaslee,  M.D.,  and  Theodore  Gaillard  Thomas,  M.D., 
were  among  the  pioneer  surgeons  who  did  their  major 
work  at  Woman’s  Hospital.  In  1925,  the  pathologist, 
George  N.  Papanicolaou,  M.D.,  began  studies  on 
human  subject  at  the  hospital  which  led  to  the  de- 
velopment of  the  “Pap  smear.” 

The  boards  of  St.  Luke’s  and  Woman’s  Hospitals 
merged  in  1953.  They  became  St.  Luke’s  Hospital 
Center  in  1965  when  Woman’s  moved  into  a new 
building  in  the  St.  Luke’s  complex,  which  today 
stands  on  Amsterdam  Avenue  and  114  Street. 

Amsterdam  Avenue  at  114  Street 
New  York,  N.Y.  10025 
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IN  GONORRHEA 

INJECTION 

Wycillin 

(STERILE  PENICILLIN  G 
PROCAINE 

SUSPENSION)  WYETH 

In  Gonorrhea,  the  drug  regimen  of  choice  is 
aqueous  penicillin  G procaine.  In  uncompli- 
cated cases,  administration  of  4.8  million  units 
together  with  1 gram  oral  probenecid,  given 
just  before  injection,  is  recommended. 

Indications:  In  treatment  of  moderately  severe  infections  due  to 
penicillin  G-sensitive  microorganisms  sensitive  to  the  low  and  per 
sistent  serum  levels  common  to  this  particulardosage  form.  Therapy 
should  be  guided  by  bacteriological  studies  (including  sensitivity 
tests)  and  by  clinical  response. 

NOTE:  When  high  sustained  serum  levels  are  requiied  use 
aqueous  penicillin  G,  IM  or  IV. 

The  following  infection  will  usually  respond  to  adequate  dosages 
of  intramuscular  penicillin  G procaine  — N.  gonorrhoeae:  acute 
and  chronic  (without  bacteremia). 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensi- 
tivity (anaphylactoid)  reactions  have  been  reported  in  pa- 
tients on  penicillin  therapy.  Serious  anaphylactoid  reactions 
require  immediate  emergency  treatment  with  epinephrine. 
Oxygen  and  intravenous  corticosteroids  should  also  be 
administered  as  indicated. 

Although  anaphylaxis  is  more  frequent  following  pa- 
renteral therapy,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well-documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicil- 
lin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Immediate  toxic  reactions  to  procaine  may  occur  in  some 
individuals,  particularly  when  a large  single  dose  is  ad- 
ministered in  the  treatment  of  gonorrhea  (4.8  million  units). 
These  reactions  may  be  manifested  by  mental  disturbances, 
including  anxiety,  confusion,  agitation,  depression,  weak- 
ness, seizures,  hallucinations,  combativeness,  and  ex- 
pressed “fear  of  impending  death".  The  reactions  noted  in 
carefully  controlled  studies  occurred  in  approximately  one 
in  500  patients  treated  for  gonorrhea.  Reactions  are  tran- 
sient, lasting  from  1 5-30  minutes. 

Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefuily  avoid  intravenous  or  intraarterial  use,  or  injection  into 
or  near  major  peripheral  nerves  or  blood  vessels,  since  such  in- 
jections may  produce  neurovascular  damage. 

A small  percentage  of  patients  are  sensitive  to  procaine.  If 
there  is  a history  of  sensitivity,  make  the  usual  test:  Inject  intra- 
dermally  0.1  ml.  of  a 1 to  2 percent  procaine  solution.  Development 
of  an  erythema,  wheal,  flare  or  eruption  indicates  procaine 


sensitivity.  Sensitivity  should  be  treated  by  the  usual  methods, 
including  barbiturates,  and  procaine  penicillin  preparations 
should  not  be  used.  Antihistaminics  appear  beneficial  in  treat- 
ment of  procaine  reactions. 

The  use  of  antibiotics  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms.  Constant  observation  of  the  patient  is  essen- 
tial. If  new  infections  due  to  bacteria  or  fungi  appear  during 
therapy,  discontinue  penicillin  and  take  appropriate  measures. 

If  allergic  reaction  occurs,  withdraw  penicillin  unless  in  the 
opinion  of  the  physician,  the  condition  being  treated  is  life 
threatening  and  amenable  only  to  penicillin  therapy. 

When  treating  gonococcal  infections  with  suspected  primary 
or  secondary  syphilis,  perform  proper  diagnostic  procedures, 
including  darkfield  examinations.  In  all  cases  in  which  concomi- 
tant syphilis  is  suspected,  perform  monthly  serological  tests  for  at 
least  four  months. 

Adverse  Reactions:  (Ftenicillin  has  significant  index  of  sen- 
sitization) skin  rashes,  ranging  from  maculopapular  eruptions  to 
exfoliative  dermatitis:  urticaria;  serum  sickness-like  reactions, 
including  chills,  fever,  edema,  arthralgia  and  prostration.  Severe 
and  often  fatal  anaphylaxis  has  been  reported.  (See  "Warnings!') 

As  with  other  antisyphilitics,  Jarisch-Herxheimer  reaction  has 
been  reported. 

Procaine  toxicity  manifestations  have  been  reported  (see 
"Warnings").  Procaine  hypersensitivity  reactions  have  not  been 
reported  with  this  drug. 

Dosage  and  Administration:  Administer  only  by  deep  intra- 
muscular injection,  in  upper  outer  quadrant  of  buttock.  In  infants 
and  small  children,  midlateral  aspect  of  thigh  may  be  preferable. 
When  doses  are  repeated,  vary  injection  site.  Before  injection, 
aspirate  to  be  sure  needle  bevel  is  not  in  blood  vessel.  If  blood 
appears,  remove  needle  and  inject  in  another  site. 

Although  some  isolates  of  Neisseria  gonorrhoeae  have  de- 
creased susceptibility  to  penicillin,  this  resistance  is  relative,  not 
absolute,  and  penicillin  in  large  doses  remains  the  drug  of  choice. 
Physicians  are  cautioned  not  to  use  less  than  recommended 
doses. 

Gonorrheal  infections  (uncomplicated)  — Men  or  Women:  4.8 
million  units  intramuscularly  divided  into  at  least  two  doses  and 
injected  at  different  sites  at  one  visit,  together  with  1 gram  of  oral 
probenecid,  given  just  before  injection. 

NOTE:  Treatment  of  severe  complications  of  gonorrhea  should 
be  individualized  using  large  amounts  of  short-acting  penicillin. 
Gonorrheal  endocarditis  should  be  treated  intensively  with 
aqueous  penicillin  G.  Prophylactic  or  epidemiologic  treatment  for 
gonorrhea  (male  and  female)  is  accomplished  with  same  treat- 
ment schedules  as  for  uncomplicated  gonorrhea. 

Retreatment:  The  National  Center  for  Disease  Control,  Vene- 
real Disease  Branch,  U.S.  Dept.  H.E.W.  recommends: 

Test  cure  procedures  at  approximately  7-14  days  after  therapy. 
In  the  male,  a gram-stained  smear  is  adequate  if  positive;  other- 
wise, a culture  specimen  should  be  obtained  from  the  anterior 
urethra.  In  the  female,  culture  specimens  should  be  obtained 
from  both  the  endocervical  and  anal  canal  sites. 

Retreatment  in  males  is  indicated  if  urethral  discharge  persists 
3 or  more  days  following  initial  therapy  and  smear  or  culture 
remains  positive.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  penicillin  G procaine,  I.M.  divided  in  2 injection  sites  at 
single  visit. 

In  uncomplicated  gonorrhea  in  the  female,  retreatment  is 
indicated  if  follow-up  cervical  or  rectal  cultures  remain  positive  for 

N.  gonorrhoeae.  Follow-up  treatment  consists  of  4.8  million  units 
aqueous  penicillin  G procaine  daily  on  2 successive  days. 

Syphilis:  all  gonorrhea  patients  should  have  a serologic  test  for 
syphilis  at  the  time  of  diagnosis.  Patients  with  gonorrhea  who 
also  have  syphilis  should  be  given  additional  treatment  appro- 
priate to  the  stage  of  syphilis. 

Composition:  Each  disposable  syringe  2,400,000  units  (4 -ml. 
size)  contains  penicillin  G procaine  in  a stabilized  aqueous  sus- 1 
pension  with  sodium  citrate  buffer,  and  as  w/v  approximately  0.5%  j 
lecithin.  0.5%  carboxymethylcellulose,  0.5%  povidone,  0.1  % methyl- 
paraben,  and  0.01%  propylparaben.  The  multiple-dose  10-ml.  vial 
contains  per  ml.  300,000  units  penicillin  G procaine  in  a stabilized 
aqueous  suspension  with  sodium  citrate  buffer  and  approximateftl 
7 mg.  lecithin,  2 mg.  carboxymethylcellulose,  3 mg.  povidon^ 

O. 5  mg.  sorbitan  monopalrnitate,  0.5  mg.  polyoxyethylene  Sorbitd 


monopalmitate, 
paraben. 


1.2  mg.  methylparaben,  and  0.14  mg.J  propyl 


Five  are  graduating 
with  honors. 

How  many  with  VD? 

On  the  average,  you  can  figure  the  incidence  of  VD  among  teenagers  at 
about  900  per  100,000  population*  And  growing. 

Among  those  in  the  20-24  age-group,  the  incidence  is  even  higher.  And  it, 
too,  is  growing 

In  the  long  run,  a populace  educated  to  the  risks  and  prevention  of  VD  is 
probably  the  best  answer  to  the  problem.  Meanwhile,  though,  adequate  doses 
of  the  recommended  types  of  penicillin  remain  a formidable  weapon. 
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IN  SYPHILIS 

INJECTION 

BicillivfL’A 

(STERILE  PENICILLIN  G 
BENZATHINE 
SUSPENSION)  WYETH 

Syphilis  is  preferably  treated  with  penicillin  G 
benzathine,  which  is  also  the  drug  of  choice 
tor  prophylaxis  after  exposure.  Administra- 
tion of  2.4  million  units  (1.2  million  in  each 
buttock)  usually  cures  most  cases  of  primary, 
secondary  and  latent  syphilis  with  negative 
spinal  fluid. 

Indications:  In  treatment  of  infections  due  to  penicillin 
I G-sensitive  microorganisms  that  are  susceptible  to  the  low  and 
I very  prolonged  serum  levels  common  to  this  particular  dosage 
I form.  Therapy  should  be  guided  by  bacteriological  studies  (m- 
I eluding  sensitivity  tests)  and  by  clinical  response. 

The  following  infections  will  usually  respond  to  adequate 
[ dosage  of  intramuscular  penicillin  G benzathine.  —Venereal  in- 
* fections:  Syphilis,  yaws,  beiel  and  pmta. 

For  deep  intramuscular  injection  only. 

Contraindication:  Previous  hypersensitivity  reaction  to  any 
[ penicillin. 

Warnings:  Serious  and  occasionally  fatal  hypersensitivity  (ana 
I phylactoid)  reactions  have  been  reported  Anaphylaxis  is  more 
k frequent  following  parenteral  therapy  but  has  occurred  with  oral 
[ penicillins.  These  reactions  are  more  apt  to  occur  in  individuals 
-with  history  of  sensitivity  to  multiple  allergens. 

Severe  hypersensitivity  reactions  with  cephalosporins  have 
been  well  documented  in  patients  with  history  of  penicillin  hyper 
i sensitivity.  Before  penicillin  therapy,  carefully  inquire  into  pre- 
i vious  hypersensitivity  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and  treat 
with  usual  agents,  e.g..  pressor  amines,  antihistamines  and  corti- 
costeroids. 


Precautions:  Use  cautiously  in  individuals  with  histories  of 
significant  allergies  and/or  asthma. 

Carefully  avoid  intravenous  or  intraarterial  use.  or  injection 
into  or  near  maior  peripheral  nerves  or  blood  vessels,  since  such 
injection  may  produce  neurovascular  damage 
In  streptococcal  infections,  therapy  must  be  sufficient  to 
eliminate  the  organism:  otherwise  the  sequelae  of  streptococcal 
disease  may  occur.  Take  cultures  following  completion  of  treat 
ment  to  determine  whether  streptococci  have  been  eradicated. 

Prolonged  use  of  antibiotics  may  promote  overgrowth  of  non- 
susceptible  organisms  including  fungi.  Take  appropriate  measures 
should  superinfection  occur. 

Adverse  Reactions:  Hypersensitivity  reactions  reported  are 
skin  eruptions  (maculopapular  to  exfoliative  dermatitis),  urticaria 
and  other  serum  sickness-like  reactions,  laryngeal  edema  and 
anaphylaxis.  Fever  and  eosmophilia  may  frequently  be  only 
reaction  observed.  Hemolytic  anemia,  leucopema,  thrombo 
cytopema,  neuropathy  and  nephropathy  are  infrequent  and 
usually  associated  with  high  doses  of  parenteral  penicillin. 

As  with  other  antisyphilitics.  Jarisch-Herxheimer  reaction  has 
been  reported 

Dosage  and  Administration:  Venereal  infections  — 

Syphilis  — Primary,  secondary  and  latent—  2.4  million  units 
(1  dose). 

Late  (tertiary  and  neurosyphilis) —2.4  million  units  at  7 day 
intervals  for  three  doses. 

Congenital —under  2 years  of  age,  50,000  units/Kg.  body 
weight:  ages  2-12  years,  adjust  dosage  based  on  adult  dosage 
schedule. 

(Shake  multiple-dose  vial  vigorously  before  withdraw- 
ing the  desired  dose.)  Administer  by  deep  intramuscular 
injection  in  the  upper  outer  quadrant  of  the  buttock.  In  infants 
and  small  children,  the  midlateral  aspect  of  the  thigh  may  be  pref 
erable.  When  doses  are  repeated,  vary  the  injection  site.  Before 
injecting  the  dose,  aspirate  to  be  sure  needle  bevel  is  not  in  a 
blood  vessel.  If  blood  appears,  remove  the  needle  and  inject  in 
another  site 

Composition:  Units  penicillin  G benzathine  (as  active  in- 
gredient): 2.400,000  units  in  4-ml.  single  dose  disposable  syringe. 
Each  disposable  syringe  also  contains  in  aqueous  suspension 
with  sodium  citrate  buffer,  as  w/v  approximately  0.5%  lecithin,  0.6% 
carboxymethylcellulose,  0.6%  povidone,  0.1%  methyl paraben,  and 
0.01%  propylparaben.  300,000  units  per  ml.—  10-ml.  multi-dose 
vial.  Each  ml.  also  contains  sodium  citrate  buffer,  approximately 
6 mg.  lecithin.  3 mg.  povidone,  1 mg.  carboxymethylcellulose, 
0.5  mg.  sorbitan  monopalmitate,  0.5  mg.  polyoxyethylene  sorbitan 
monopalmitate,  1.2  mg.  methyl  paraben,  and  0.14  mg.  propyl- 
paraben. 


Wyeth  Laboratories 

Philadelphia,  Pa  19101 


State  University  of 
New  York  Upstate 
Medical  Center 

Formal  medical  education  in  the  Syracuse  area 
traveled  a long  road  over  many  years  to  arrive  at  its 
present  form  and  location.  The  trip  began  in  Ge- 
neva, New  York,  when  the  Geneva  College  of  Medi- 
cine was  moved  to  Syracuse  in  1872,  and  continued 
until  1950  when  the  Syracuse  Medical  College  be- 
came part  of  the  State  University  of  New  York. 

The  heritage  of  Geneva,  established  in  1834,  was 
one  of  close  student-faculty  relationships  and  a firm 
belief  in  medical  education  for  women.  In  1847, 
Elizabeth  Blackwell  entered  Geneva  Medical  College 
to  become  the  first  female  medical  student  in  the 
United  States.  Another  innovation  was  the  adop- 
tion, in  1872,  of  the  three-year  graded  curriculum 
previously  practiced  only  at  Harvard  and  North- 
western. 

In  1872,  another  change  took  place.  The  college 
moved  to  Syracuse  in  search  of  better  clinical  facili- 
ties and  a firm  economic  base.  The  Onondaga 
County  Medical  Society  issued  the  invitation  for  the 
move  so  that  a medical  college  could  be  established 
in  association  with  fledgling  Syracuse  University. 
The  invitation  was  issued  on  behalf  of  the  county 
society  by  Alfred  Mercer,  M.D.,  who  was  an  uncle  of 


St.  Vincent’s  Hospital 
and  Medical  Center 
of  New  York 

St.  Vincent’s  Hospital  and  Medical  Center  of  New 

York  is  the  city’s  second  oldest  voluntary  hospital 
and  first  Catholic  hospital.  Under  the  direction  of 
the  Sisters  of  Charity,  St.  Vincent’s  first  opened  its 
doors  in  1849.  At  that  time  facilities  could  accom- 
modate only  30  patients. 

In  1849,  typhoid,  typhus,  cholera,  and  tuberculosis 
were  rampant,  and  the  hospital  had  no  running 
water,  no  heat  except  a cellar  stove,  and  only  oil 
lamps  for  light.  Yet,  St.  Vincent’s  was  a haven  for 
patients  nursed  by  four  Sisters  of  Charity  dedicated 
to  caring  for  the  sick  poor.  For  those  able  to  pay, 
charges  were  $3.00  per  week  for  all-inclusive  care 
which  included  three  eggnogs  a day,  and  if  needed, 
a new  set  of  clothes  on  discharge. 


Dean  Herman  G.  Weiskotten,  the  one  man  most  re- 
sponsible for  the  development,  growth,  and  reputa- 
tion of  the  young  transplant  from  Geneva. 

By  1911,  Syracuse  Medical  College  had  achieved 
a high  reputation  in  the  nation,  due  largely  to  the 
efforts  of  a devoted  faculty,  and  was  one  of  a select 
group  of  medical  schools  to  be  preserved  after  the 
famous  Flexner  Report  was  published.  Following 
the  Johns  Hopkins  model,  the  first  step  toward  be- 
coming a modern  medical  center  was  taken  in  1929 
when  Syracuse  Memorial  Hospital  was  opened  to 
patients.  The  medical  college  moved  to  its  present 
home  in  1936  when  President  Franklin  D.  Roosevelt 
laid  the  cornerstone  for  the  building  now  known  as 
Weiskotten  Hall. 

By  the  late  1940s,  economic  stresses  on  a bur- 
geoning Syracuse  University  and  New  York  State’s 
need  for  a medical  center  in  the  Upstate  region  re- 
sulted in  the  decision  of  State  sponsorship  for  the 
medical  college.  Once  again,  change  proved  invi- 
gorating as  enrollment  grew,  the  faculty  expanded, 
and  facilities  were  enlarged  to  include  the  new  State 
University  Hospital,  opened  in  1965. 

Over  the  years  the  college  has  educated  and  grad- 
uated over  4,000  physicians.  These  women  and  men 
have  been  our  prime  responsibility,  our  finest  ac- 
complishment, and  source  of  our  greatest  pride. 

766  Irving  Avenue 
Syracuse,  New  York  13210 


During  winter  months,  a few  hundred  poor  people 
were  supplied  with  a hot  breakfast  at  the  hospital 
every  day. 

Medical  excellence  is  also  part  of  St.  Vincent’s 
heritage.  The  first  president  of  the  hospital’s  med- 
ical board,  Valentine  Mott,  M.D.,  is  often  referred  to 
as  the  father  of  American  surgery.  Other  St.  Vin- 
cent’s physicians  included:  Stephen  Smith,  M.D., 
author  of  the  “Bible”  of  operating  procedures  for 
inexperienced  physicians  drafted  into  Civil  War 
service.  Joseph  O’Dwyer,  M.D.,  developed  an  in- 
tubation technique  which  prevented  asphyxiation  in 
patients  with  diphtheria. 

Today,  St.  Vincent’s  is  New  York  City’s  fourth 
largest  voluntary  hospital.  It  serves  the  Greenwich 
Village  and  Chelsea  areas  delivering  a full  range  of 
inpatient,  outpatient,  and  outreach  care. 

153  West  11th  Street 
New  York,  N.Y.  10011 
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Westchester  County 
Medical  Center 
Past  and  future 

The  Westchester  County  Medical  Center  serves 
all  Westchester  residents  and  the  Hudson  Valley 
region. 

The  center  is  an  acute  general  hospital  owned  and 
operated  by  the  County  of  Westchester.  It  offers 
specialty  services  in  renal  diseases,  communicable 
diseases,  a developmental  evaluation  center,  a birth 
defects  center,  a cardiopulmonary  laboratory, 
open-heart  surgery,  a cobalt  unit,  a physical  medicine 
and  rehabilitation  division  including  a speech  and 
hearing  center,  psychiatry,  and  a dental  division,  as 
well  as  many  other  special  clinics  for  both  adults  and 
children. 

Located  on  the  560-acre  Grasslands  Reservation 
in  Valhalla,  the  hospital  provides  over  6,200  patients 
with  approximately  86,000  days  of  inpatient  care 
yearly.  Its  outpatient  service  has  an  annual  average 
of  75,000  visits  and  its  twenty-four  hour  emergency 
room  serves  patients  in  more  than  18,000  visits  each 
year. 

Besides  caring  for  those  who  are  ill,  the  West- 
chester County  Medical  Center  has  other  important 
functions.  It  is  a teaching  hospital  and,  as  such,  a 
medical  training  center.  It  cooperates  with  public 
and  private  agencies  to  maintain  health  in  individ- 
uals and  the  community  and  its  staff  members  en- 
gage in  important  research  programs. 

Located  on  the  Grasslands  Reservation  with  the 
Medical  Center  is  its  affiliated  medical  college.  The 
New  York  Medical  College  has  administrative  offices 
in  Elmwood  Hall  and  a Basic  Science  Building  where 
first  and  second  year  medical  students  are  taught. 
The  Mental  Retardation  Institute  of  the  New  York 
Medical  College  and  the  Naylor-Dana  Institute  for 
Disease  Prevention  of  the  American  Health  Foun- 
dation also  are  located  on  the  reservation  with  other 
major  research  foundations  to  have  facilities  under 
construction  soon. 

With  the  implementation  of  the  National  Health 
Planning  & Resources  Development  Act  of  1974,  the 
Westchester  County  Medical  Center  became  the 
basic  tertiary  care  hospital  for  the  7-County  Hudson 
Valley  Health  Services  Region.  This  new  designa- 
tion will  double  the  number  of  persons  expected  to 
use  the  facilities  of  this  major  health  care  medical 
center  and  provide  Federal  and  State  funds  for  ex- 
panded services  as  needed. 

In  1920,  Grasslands  Hospital  was  opened  to  serve 
as  the  county  hospital.  The  main  building,  Macy 
Pavilion,  had  been  originally  constructed  to  replace 
a delapidated  structure  at  Eastview,  which  had  been 
operating  for  more  than  a century  as  a county  home 
and  poorhouse.  Shortly  after  the  building  was 


completed  in  1917,  it  was  taken  over  by  the  Federal 
government  as  an  Army  base  hospital  during  World 
War  I. 

Because  of  alterations  made  during  the  Army 
tenure,  when  it  was  returned  to  Westchester  late  in 
1919,  the  county  decided  to  continue  using  the 
building  as  a hospital.  In  1927,  Westchester  Hall  was 
completed  as  the  Westchester  School  of  Nursing  and 
enrolled  its  first  class  of  10  students.  The  Vosburgh 
Pavilion,  the  psychiatric  division,  and  the  Munger 
Pavilion  and  Sunshine  Cottage,  the  pediatrics  divi- 
sion, were  added  during  the  1930s. 

In  the  early  1960s  an  addition  to  Macy  Pavilion 
replaced  inadequate  outpatient,  emergency,  and 
admitting  accommodations  and  provided  enlarged 
kitchen  facilities.  A new  wing  doubled  the  bed  ca- 
pacity of  Vosburgh  Pavilion  and  improved  facilities 
of  the  mental  hygiene  clinic.  A new  medical  educa- 
tion building,  Eastview  Hall,  and  married  staff 
quarters  strengthened  intern  and  residency  pro- 
grams. 

In  1965,  the  hospital  was  transferred  from  the  ju- 
risdiction of  the  Westchester  County  Department  of 
Public  Welfare  to  the  newly  created  County  De- 
partment of  Hospitals.  A hospital  board  was  ap- 
pointed by  the  county  executive  and  the  medical 
director  was  given  the  title  of  Westchester  Com- 
missioner of  Hospitals.  The  present  commissioner 
of  hospitals  is  Joseph  A.  Cimino,  M.D. 

Grasslands  has  been  developed  constantly  through 
a reconstruction  program.  Maplewood  Hall  was 
constructed  for  use  as  a nurses’  and  medical  staff 
residence.  A modern  surgical  suite  of  operating 
rooms,  a cobalt  unit,  a new  laboratory  for  the  Division 
of  Pathology,  and  a new  Developmental  Evaluation 
Center  have  all  been  built.  The  Westchester  County 
Medical  Center  now  comprises  10  buildings,  4 large 
pavilions  for  patient  care  and  6 structures  for  ad- 
ministration and  residences. 

The  most  significant  event  during  1968  for 
Grasslands  Hospital  was  the  decision  of  the  board  of 
trustees  of  New  York  Medical  College  to  accept  the 
invitation  of  Westchester  County  to  help  create  a 
medical  center  in  Westchester  on  the  Grasslands 
Reservation.  Coincidental  with  the  decision  was 
overwhelming  citizen  approval  by  referendum  to 
build  a 500-bed  hospital  addition,  expected  to  be  in 
use  in  1977. 

The  New  York  Medical  College’s  Mental  Retar- 
dation Institute  was  the  first  building  to  rise  under 
the  auspices  of  the  college.  First  and  second  year 
medical  students  now  attend  classes  in  a new  Basic 
Science  Building.  Housing  units  for  students  and 
staff  have  also  been  constructed. 

In  1974,  the  county  legislators,  recognizing  the 
progress  and  expansion  program,  changed  the  name 
of  Grasslands  Hospital  to  the  Westchester  County 
Medical  Center. 

Valhalla,  New  York  10595 


July  1976/New  York  State  Journal  of  Medicine  1239 


Hospitals 

Bronx  Psychiatric 
Center 

History  of  Bronx  Psychiatric  Center 

Bronx  State  Hospital  opened  on  April  1,  1963.  It 
was  the  first  facility  of  the  New  York  State  Depart- 
ment of  Mental  Hygiene  to  be  planned  and  built 
within  the  catchment  area  and  community  it  was 
designed  to  serve.  From  the  beginning,  innovative 
programs,  some  of  them  unique,  were  introduced  in 
an  attempt  to  break  the  old  patterns  of  long-term 
confinement,  and  to  restore  patients  to  functioning 
levels  outside  the  institution.  As  new  buildings  were 
completed,  and  new  treatment  modalities  reduced 
the  average  length  of  patient  stay,  the  catchment  area 
was  gradually  expanded  to  include  responsibility  for 
the  entire  borough,  close  to  IV2  million  people. 
Nevertheless,  the  hospital  continues  to  be  a com- 
munity-oriented, decentralized  hospital,  in  close  li- 
aison with  local  facilities,  and  with  a network  of  sat- 
ellite clinics  offering  day  care  and  aftercare.  In  May 
1974,  its  name  was  changed  to  Bronx  Psychiatric 
Center. 

The  effect  of  the  innovative  programs  has  been  to 
reduce  the  average  duration  of  patient  stay  to 
thirty-five  days  from  more  than  four  hundred:  and 
the  main  focus  of  treatment  has  shifted  from  an  ex- 
clusively inpatient  service  to  an  average  daily  inpa- 
tient census  of  about  650  and  an  outpatient  census 
of  close  to  5,000  patients.  Highlights  of  the  center’s 
progress  towards  its  goal  of  excellence  in  patient  care 
follow: 

1966.  Affiliation  with  Albert  Einstein  College  of 
Medicine,  the  first  catchmented  hospital  of  the  State 
Department  of  Mental  Hygiene  to  be  affiliated  with 
a major  medical  college. 

1967.  Hospital  unitized  along  geographic  lines, 
in  order  to  provide  better  continuity  of  care  and 
closer  ties  with  patients’  families  and  communities. 
By  late  1975,  The  Bronx  was  divided  into  the  fol- 
lowing units  of  services:  Williamsbridge-Fordham; 
Soundview-Throgs  Neck;  Lincoln;  Lincoln  Com- 
munity Mental  Health  Center;  Crotona  Park; 
Highhridge;  Bronx  Municipal  Hospital  Center;  Ri- 
verdale;  Tremont. 

1967.  Divisions  between  acute  and  chronic  pa- 
tients were  abandoned;  men  and  women  were  inte- 
grated on  each  ward;  personnel  switched  to  ordinary 
dress  instead  of  uniforms.  Each  ward  was  organized 
into  a therapeutic  community,  engaging  patients  in 
planning  and  organizing  their  own  programs  with  the 
help  of  an  interdisciplinary  team. 

1967.  Training  service  opened  to  provide  psy- 


chiatric residency  training  for  first-year  residents 
from  the  Albert  Einstein  College  of  Medicine  pro- 
gram. Training  programs  were  begun  for  graduate 
students  of  social  work  in  field  placement,  psychology 
students  in  clinical  doctoral  programs,  and  nursing 
students.  A career  ladder  program  for  staff  atten- 
dants was  begun.  Inservice  programs  were  formal- 
ized in  a family  studies  section  and  a group  process- 
ing section. 

1968.  Narcotic  addiction  service  focus  of  treat- 
ment changed  from  multiple  modality  to  a metha- 
done maintenance  program  for  inpatients  and  out- 
patients. 

1969.  A Department  of  Rehabilitation  Services 
was  established  to  coordinate  all  activity  programs, 
including  occupational  therapy,  recreation,  work- 
for-pay,  art,  and  dance  therapy. 

1969.  The  Parent  and  Child  Education  Center 
was  opened,  including  a nursery  school  for  at-risk 
preschool  children  of  patients. 

1970.  A cognitive  development  service  was  in- 
augurated to  attempt  to  meet  the  needs  of  a group  for 
whom  no  adequate  facilities  existed;  mentally  re- 
tarded adults  who  are  psychotic.  A wide  and  imag- 
inative array  of  remedial  programs  has  been  devel- 
oped; the  goal  is  to  train  participants  to  cope  with  the 
activities  of  daily  living  and  to  function  in  a com- 
munity setting. 

1971.  Tremont  Crisis  Center  opened  in  an  old 
post  office  on  Washington  Avenue  rented  by  the 
State.  This  established  a new  concept  of  psychiatric 
residency,  in  which  predominately  psychoanalytic 
training  would  be  broadened  to  allow  more  study  of 
family  and  social  systems.  Instead  of  the  fragmen- 
tation of  the  residency  into  inpatient  and  outpatient 
years,  psychiatric  residents  took  direct  responsibility 
for  treatment  of  an  entire  population,  with  the  advice 
and  consent  of  the  community. 

1973.  The  geriatric  service,  as  a result  of  reha- 
bilitative programs,  opened  a hotel  ward  to  prepare 
elderly  patients  to  live  in  one  of  six  supervised 
apartments  in  the  community,  with  supportive  ser- 
vices provided  by  staff. 

1974.  An  alcohol  rehabilitation  unit,  the  first  of 
its  kind  to  be  introduced  in  the  state  system,  com- 
bines therapeutic  services  for  detoxified  alcoholics 
with  a training  program  leading  to  certification  for 
alcoholism  counselors. 

1974.  The  open  door  policy,  an  honor  system 
which  allowed  hospitalized  patients  to  leave  the 
grounds  and  return  at  will  with  staff  consent,  was 
modified  to  a selective  open  door  policy,  in  order  to 
render  patients  more  available  to  programmatic  in- 
terventions, particularly  those  court-related  cases 
with  a history  of  violence. 

1975.  A program  evaluation  unit  was  established 
to  assist  unit  chiefs  and  staff  in  defining  program  and 
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treatment  goals  for  quality  patient  care  in  terms 
which  can  be  measured;  evaluation  feedback  of  pro- 
cess and  outcome  data  can  be  made  immediately  to 
determine  whether  goals  are  being  met  with  maxi- 
mum effectiveness. 

Research  is  encouraged  at  all  levels  and  there  is  a 
steady  flow  of  scholarly  articles  and  reports  to  na- 
tional professional  organizations.  A large  number 
of  the  staff  at  Bronx  Psychiatric  Center  are  Diplo- 


mates  of  the  American  Board  of  Neurology  and 
Psychiatry,  American  Academy  of  Psychoanalysis, 
and  other  professional  groups.  They  are  actively 
involved  in  teaching  medical  students,  interns,  and 
residents,  and  in  participating  in  the  activities  of  The 
Bronx  community  as  educators,  lecturers,  and  con- 
sultants. 

1500  Waters  Place 

Bronx,  N.Y.  10461 


The  Brooklyn  Hospital 

Early  days* 


EDWIN  P.  MAYNARD,  Jr.,  M.D. 

Brooklyn,  New  York 

Senior  Attending  Physician,  The  Brooklyn  Hospital 


For  two  hundred  years  the  inhabitants  of  Brooklyn 
lived  without  the  benefit  of  hospital  care.  As  colo- 
nists, their  primary  concerns  had  been  shelter, 
clearing  the  land,  food,  and  protection  from  the  In- 
dians. At  first  there  were  no  physicians  at  all,  but 
gradually  they  began  coming  from  England  and 
Holland  as  settlers  and  provided  the  rudiments  of 
medical  care  in  their  offices  and  in  the  homes  of  their 
patients. 

By  1845  Brooklyn  had  grown  to  be  a populous  city 
(it  did  not  become  a borough  of  New  York  City  until 
1898)  and  the  need  for  hospital  care  became  pressing. 
The  only  facility  existing  was  an  almshouse  and 
penitentiary  in  the  village  of  Flatbush  where  the 
Kings  County  Hospital  stands  today.  Conditions 
there  were  so  bad  and  the  distance  so  great  that  only 
the  desperately  ill  and  the  very  poor  would  go  there. 

Hospital  funding 

At  a meeting  of  the  Brooklyn  Association  for  Im- 
proving the  Condition  of  the  Poor  in  1845  a com- 
mittee was  appointed  consisting  among  others  of 
Cyrus  P.  Smith,  president  of  the  Board  of  Education 
and  Robert  Nichols,  the  mayor,  to  form  a corporation 
and  to  solicit  funds  for  the  construction  of  the 
Brooklyn  City  Hospital,  now  The  Brooklyn  Hospital. 
The  first  public  meeting  in  the  Church  of  the  Pil- 
grims on  Clinton  Street,  held  to  launch  the  enter- 
prise, was  very  disappointing,  the  attendance  being 

* Compiled  from  original  records  in  the  Archives  Department, 
dating  from  1845. 


FIGURE  1 . Original  lithograph  of  Brooklyn  City  Hospital  dated 
1852;  now  called  The  Brooklyn  Hospital. 

poor  and  “there  being  very  little  spirit  in  the  meet- 
ing.” In  those  early  days  few  large  fortunes  had  been 
accumulated  and  fund  raising  was  difficult.  Nev- 
ertheless the  organizers  persisted.  They  purchased 
land  on  a hill  overlooking  the  East  River  where  Fort 
Greene  had  been  located  during  the  War  of  1812. 
Because  it  would  be  several  years  before  the  hospital 
could  be  built,  the  trustees  in  1846  purchased  a lot 
and  a two-story  frame  house  to  serve  as  temporary 
quarters  located  on  Adams  Street.  Books  for  a small 
medical  library  were  accumulated;  medical  students 
were  permitted  to  use  them  for  a fee  of  $2.50  a year 
with  the  proviso  that  “profane  swearing”  would 
cancel  this  privilege. 

The  Brooklyn  City  Hospital  was  completed  in  1852 
(Fig.  1).  In  1858  a separate  building  was  erected 
behind  the  hospital;  it  was  named  Pathological  Hall, 
and  was  for  the  study  of  pathologic  anatomy  (au- 
topsies) and  dedicated  to  the  science  of  medicine. 
This  was  the  second  such  facility  in  the  country;  the 
first  was  Bellevue  Hospital  in  Manhattan.  In  1869 
an  orthopedic  dispensary  was  opened  in  this  building, 
and  in  1894  one  of  the  first  separate  departments  of 
obstetrics  in  the  country  was  established. 

In  1880  The  Brooklyn  Hospital  began  another 
pioneering  venture.  A training  school  for  nurses  was 
established  by  the  women  of  the  Fruit  and  Flower 
Mission,  making  it  the  second  such  facility  in  New 
York  State. 
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Community  service 

From  the  beginning  the  hospital  has  been  dedi- 
cated to  the  care  of  rich  and  poor  alike.  In  the  early 
days  the  trustees  noted  with  sorrow  that  lack  of  funds 
prevented  admitting  as  many  of  the  poor  as  they 
would  wish.  Then  came  the  Civil  War,  along  with 
the  industrial  revolution  and  the  accumulation  of 

Flower  and  Fifth 
Avenue  Hospitals 

Origins , founding , and  early  history 

The  historic  roots  of  Flower  and  Fifth  Avenue 
Hospitals  include  four  hospitals  founded  in  the 
nineteenth  century.  Of  the  two  that  merged  in  1938 
to  form  the  present  institution  at  Fifth  Avenue  and 
106th  Street,  the  older  was  Flower  Free  Surgical 
Hospital. 

Chartered  in  1887  as  a teaching  hospital  for  New 
York  Medical  College,  Flower  was  built  with  funds 
donated  by  David  Dows,  John  D.  Rockefeller,  and 
Roswell  Flower.  It  was  completed  and  opened  in 
1889  on  the  corner  of  York  Avenue  and  64th  Street. 
Prior  to  that  time  no  medical  school  in  America  had 
owned  a hospital  in  which  its  students  could  receive 
clinical  instruction,  although  from  the  founding  of 
New  York  Medical  College  in  1860  its  students  had, 
in  the  words  of  an  early  annual  bulletin,  privileges  in 
common  with  students  of  other  medical  colleges  to 
walk  the  wards  of  public  hospitals. 

Flower’s  partner  in  the  1938  merger,  the  Fifth 
Avenue  Hospital,  was  built  in  1922.  The  structure, 
part  of  the  present  hospital  complex,  was  the  world’s 
first  single-room  hospital  to  be  built  on  the  X plan 
in  order  to  give  maximum  light  and  air  on  a minimum 


The  Jamaica  Hospital 

Long  before  there  was  a women’s  liberation 
movement,  a group  of  determined  women  in  the  Ja- 
maica area  of  the  borough  of  Queens  in  New  York 
City  laid  the  groundwork  for  Jamaica  Hospital. 

For  twenty-eight  years  after  its  founding,  the 
women  ran  the  hospital,  raised  the  funds,  and  served 
on  the  all-female  board  of  trustees.  It  was  not  until 
1920  that  the  First  male  trustees  were  elected  to  serve 
with  women  on  the  hospital’s  governing  board. 

Jamaica  Hospital  first  opened  its  doors  in  1891  as 
a four-bed  facility  in  a small  wood  frame  house  to 
serve  what  was  then  a rapidly  growing  suburban 
community  of  some  5,000  persons  (Fig.  1).  Origi - 


many large  fortunes.  Gifts  to  The  Brooklyn  Hospital 
increased,  and  its  financial  picture  improved,  until 
it  could  rightly  be  said  that  the  hospital  offered  care 
to  all  the  citizens  of  Brooklyn,  rich  and  poor  alike. 

The  Brooklyn  Hospital 
121  DeKalb  Avenue 
Brooklyn,  New  York  11040 


of  ground  space.  The  Fifth  Avenue  Hospital  rep- 
resented a consolidation  of  two  earlier  institutions, 
Hahnemann  Hospital  and  the  Laura  Franklin  Free 
Hospital  for  Children. 

Hahnemann  Hospital  was  incorporated  in  1869. 
The  building  it  occupied  for  many  years  on  Park 
Avenue  between  67th  and  68th  Streets  was  torn  down 
in  1922  to  make  way  for  Hunter  College. 

The  Laura  Franklin  Free  Hospital  for  Children 
was  founded  by  Mr.  and  Mrs.  Franklin  H.  Delano  in 
1885  as  a memorial  to  a favorite  niece  who  had  died 
the  previous  year.  Located  at  17  East  1 1 1th  Street, 
it  served  destitute  children  and  during  the  early  years 
of  this  century  included  a school  of  nursing. 

The  oldest  of  the  institutions  whose  history  is 
bound  up  with  Flower  and  Fifth  Avenue  Hospitals 
was  the  New  York  Ophthalmic  Hospital.  Estab- 
lished in  1852,  it  became  closely  associated  with  New 
York  Medical  College  when  the  school  was  founded 
eight  years  later.  Subsequently,  during  the  1870s 
and  1880s,  it  housed  the  college  in  its  building  on 
Third  Avenue  at  23rd  Street  and  eventually  it  was 
absorbed  into  Flower  and  Fifth  Avenue  Hospitals. 

As  we  look  back  to  the  founding  of  “Flower,”  it  is 
appropriate  to  record  that  it  was  the  first  hospital  in 
this  country  to  function  under  the  aegis  of  a medical 
school.  As  such  it  was  the  historic  precursor  of  the 
modern  medical  center. 

Fifth  Avenue  and  106th  Street 
New  York,  New  York  10029 


nally  conceived  to  handle  only  accident  cases,  the 
hospital’s  first  structure  treated  236  patients  with  a 
wide  array  of  illnesses  and  injuries  from  its  inception 
until  the  opening  of  a larger  facility  seven  years  later. 

The  second  building,  a two-story  wood  frame 
structure,  contained  two  six-bed  wards,  several  pri- 
vate rooms,  a children’s  ward,  and  an  operating  room. 
For  several  months  during  1898,  the  new  hospital  was 
filled  to  overflowing  with  wounded  and  fever-ridden 
soldiers  who  had  fought  in  Cuba  during  the  Span- 
ish-American  War. 

An  orthopedic  clinic  was  added  in  1916  to  treat  and 
rehabilitate  stricken  children  as  an  infantile  paralysis 
epidemic  raged,  taking  over  2,200  lives  in  New  York 
City  and  crippling  thousands  more.  Two  years  later, 
hospital  physicians  and  nurses  worked  around  the 
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FIGURE  1.  The  Jamaica  Hospital  in  the  Borough  of  Queens, 
New  York  City,  started  in  189 1 as  a four-bed  hospital  in  this 
one-and-one-half  story  wood  frame  structure  located  at  what 
is  now  169th  Street  and  Jamaica  Avenue  in  Jamaica.  Mays 
Department  Store  now  stands  on  this  site. 

clock  for  many  weeks  caring  for  severely  sick  in- 
fluenza patients  as  an  epidemic  hit  the  entire  world. 
Over  half  a million  persons  succumbed  in  the  United 
States,  and  more  than  20  million  died  globally. 

With  the  opening  of  the  BMT  subway  elevated  line 
along  Jamaica  Avenue  in  1918,  Jamaica  and  adjacent 
communities  experienced  an  immediate  population 
explosion  and  the  health-care  needs  soon  surpassed 
the  small  hospital’s  capabilities. 

Ground  was  purchased  a year  later  at  89th  and  Van 
Wyck  Avenues  in  neighboring  Richmond  Hill,  the 
present  site  of  the  hospital  complex,  and,  in  1924,  a 
new  123-bed  hospital  began  receiving  patients.  It 


Kingsbrook  Jewish 
Medical  Center 

Kingsbrook  Jewish  Medical  Center,  Brooklyn, 
New  York,  incorporating  the  David  Minkin  Reha- 
bilitation Institute,  the  Kingsbrook  Institute  for 
Neurological  Diseases,  and  the  Isaac  Albert  Research 
Institute,  is  a 925-bed  complex  with  programs  of 
patient  care,  teaching,  and  research  in  all  current 
medical  and  dental  specialties  and  subspecialties, 
with  the  exception  of  obstetrics  and  newborn  pedi- 
atrics. 

Affiliated  with  the  Downstate  Medical  Center  of 
the  State  University  of  New  York,  New  York  Uni- 
versity, and  the  Albert  Einstein  College  of  Medicine 
of  the  Yeshiva  University  and  other  institutions  of 
higher  learning,  Kingsbrook  maintains  intern  and 
resident  training  programs  approved  by  various 
specialty  boards  of  the  American  Medical  Associa- 
tion, the  American  Dental  Association,  and  other 
professional  organizations,  and  is  widely  known  for 


was  dedicated  to  the  men  of  Central  Queens  who  gave 
their  lives  on  the  soil  of  France  during  World  War  I. 

Expanding  service 

As  the  population  continued  to  increase  and  the 
hospital’s  service  area  expanded  to  include  all  of 
South  Queens,  a new  wing  was  added  in  1954.  An 
additional  wing  in  1964  brought  Jamaica  Hospital  up 
to  its  present  size  of  300  acute-care  beds. 

The  Gertz  Pavilion  for  Ambulatory  Care  opened 
in  1972-to  house  the  hospital’s  35  outpatient  clinics, 
the  emergency  room,  the  physical  medicine  and  re- 
habilitation department,  the  pharmacy,  and  a dental 
clinic. 

In  January,  1975,  the  doors  were  first  opened  in  the 
hospital’s  Trump  Pavilion  for  Nursing  and  Reha- 
bilitation, a new  200-bed  facility  for  subacutely  ill  or 
injured  patients  who  could  be  restored  to  productive 
lives  through  skilled  nursing  care  and  modern  reha- 
bilitative techniques. 

The  latest  structure  to  be  added  to  the  present 
medical  complex  is  a seven-story  apartment  resi- 
dence for  hospital  staff  members  which  was  com- 
pleted in  May  of  this  year. 

In  1975,  Jamaica  Hospital  handled  over  35,000 
emergency  room  cases,  treated  nearly  30,000  clinic 
outpatients,  and  admitted  more  than  9,000  inpatients 
for  acute  care.  The  Trump  Pavilion  rendered 
nursing  care  and  rehabilitative  treatment  to  over  500 
patients  during  the  year. 

Melvin  T.  Abbott 
The  Jamaica  Hospital 
89th  Avenue  and  Van  Wyck  Expressway 
Jamaica,  New  York  11418 


its  research  achievements  in  birth  defects,  diabetes, 
general  and  orthopedic  surgery,  and  chronic  diseases. 

Kingsbrook’s  present  status  stands  in  sharp  con- 
trast to  its  origin  a half-century  ago  as  The  Jewish 
Home  for  Incurables,  founded  by  a handful  of  com- 
mittee, self-sacrificing  women,  who  saw  the  need  for 
a facility  where  patients  affected  with  chronic  dis- 
eases could  be  cared  for  in  a more  sympathetic  and 
understanding  environment. 

Meeting  an  acute  societal  need  and  challenge,  the 
infant  institution  enjoyed  immediate  success  from 
the  very  day  of  its  opening,  April  25,  1929,  with  its 
wards  and  beds  filled  to  capacity  from  the  outset. 

The  response  of  the  medical  and  dental  professions 
in  Brooklyn,  was  equally  enthusiastic  about  the  new 
institution,  and  scores  of  physicians  and  dentists 
sought  staff  appointments  to  render  professional  care 
on  a voluntary  basis  under  Abraham  Rabiner,  M.D., 
the  prominent  Brooklyn  neurologist  who  was  the 
clinical  director  also  serving  as  a volunteer. 

The  institution  flourished,  becoming  in  turn  the 


July  1976/ New  York  State  Journal  of  Medicine  1243 


Jewish  Sanitarium  and  Hospital  for  Chronic  Diseases 
and  the  Jewish  Chronic  Disease  Hospital.  The  final 
name  change,  Kingsbrook  Jewish  Medical  Center, 
was  designed  and  intended  to  encompass  the  insti- 
tution’s many  offerings  for  critical,  acute,  and  long- 
term medicine,  skilled  nursing  care,  the  many 
modalities  of  rehabilitation  medicine,  neurologic 
diseases,  specialty  and  high-risk  surgery,  specialty 
dentistry,  and  a major  ambulatory  care  center  with 
a network  of  close  to  50  clinics  for  routine  and  spe- 


Memorial Hospital 
for  Cancer  and 
Allied  Diseases 

Treatment  unit  of  Memorial  Sloan- 
Kettering  Cancer  Center 

The  history  of  Memorial  Hospital  began  at  pre- 
cisely 4:00  P.M.  on  Saturday  afternoon,  May  17, 1884, 
when  Mrs.  Elizabeth  Cullum,  a granddaughter  of 
Alexander  Hamilton  and  one  of  the  great  women  of 
her  day,  laid  the  cornerstone  of  New  York  Cancer 
Hospital,  forerunner  of  Memorial,  at  the  corner  of 
Eighth  Avenue  and  106th  Street  in  New  York 
City. 

Cancer  in  the  nineteenth  century  was  generally 
regarded  with  terror  and  revulsion.  Most  hospitals 
would  not  admit  cancer  patients  or  tolerate  opera- 
tions for  cancer,  and  such  surgery  as  was  performed 
was  done  in  private  homes,  most  often  in  the  kitchen 
or  laundry.  Thus,  the  founding  of  the  nation’s  first 
cancer  hospital  was  nothing  less  than  a victory  over 
centuries  of  deeply  entrenched  ignorance,  indiffer- 
ence, and  prejudice  concerning  the  disease. 

The  establishment  of  the  hospital  was  the  reali- 

The  Methodist 
Hospital 

James  Monroe  Buckley  was  editor  of  The 
Christian  Advocate  and,  for  a time,  minister  of  the 
First  Methodist  Episcopal  Church  in  Stamford, 
Connecticut.  During  his  ministry  there,  his  church 
organist  had  a fatal  accident  while  on  business  in 
New  York  City.  After  being  mortally  injured  by  a 
runaway  team  of  horses,  the  organist  suffered  greatly 
and  was  forced  to  lie  on  the  ground  for  more  than  an 
hour  until  he  was  taken  to  a “very  un-homelike  in- 
stitution” where  he  soon  died. 

This  burned  into  Dr.  Buckley’s  mind  until,  finally, 
hi  poured  out  his  feelings  in  an  editorial  which  ap- 


cialty  care. 

Kingsbrook  began  as  a humble  experiment  in 
humanitarianism  and,  during  the  fifty  years  of  its 
existence,  has  evolved  into  a highly  sophisticated  and 
widely  recognized  center  offering  the  best  in  modern 
medicine  and  dentistry  but  never  losing  the  mandate 
nor  humanity  of  its  first  group  of  founders.  Its 
achievements  are  a tribute  to  their  vision. 

Rutland  Road  and  East  49  Street 
Brooklyn,  New  York  11203 


zation  of  the  dream  of  a brilliant  surgeon  and 
gynecologist,  J.  Marion  Sims,  M.D.,  whose  concern 
about  his  patients  with  cancer  had  made  him  push 
aside  all  his  other  professional  interests  in  the  quest 
for  a successful  treatment.  Dr.  Sims’  dedication  had 
become  known  in  a circle  of  friends  powerful  enough 
to  do  something  about  it,  among  them  Mrs.  Cullum, 
her  cousin  Mrs.  John  Jacob  Astor,  Mr.  Astor,  and  his 
lawyer,  John  Parsons.  In  seeking  support  from  them 
Dr.  Sims  wrote: 

It  is  time  we  turn  a listening  ear  to  the  cries  of  hu- 
manity. Build  the  cancer  hospital,  provide  it  with  the 
necessary  comforts  and  the  highest  skill  in  treatment. 
Rest  assured  that  patients  will  come  from  all  quarters, 
too  glad  to  avail  themselves  of  such  kindness  and  care 
as  your  wisdom  and  generosity  will  provide  for  them 

And  so  it  turned  out. 

As  it  approaches  its  one-hundredth  anniversary, 
Memorial  has  grown  from  a single  hospital  to  a great 
modern  medical  center,  the  Memorial  Sloan-Ket- 
tering  Cancer  Center,  that  includes  not  only  the 
hospital,  but  a sister  institution,  the  Sloan-Kettering 
Institute  for  Cancer  Research.  The  research  insti- 
tute is  devoted  to  advancing  our  knowledge  of  cancer 
and  pioneering  new  means  of  treatment  through  its 
extensive  programs  of  basic  and  clinical  research. 

1275  York  Avenue 
New  York,  N.Y.  10021 


peared  on  January  27,  1881.  He  noted  that  The 
Methodist  Church  had  not  a single  hospital  bed 
under  its  control  in  the  United  States,  and  asked,  “Is 
it  not  time  that  somewhere  we  built  a hospital?” 

Response  came  from  George  Ingraham  Sener, 
Brooklyn  banker,  philanthropist,  and  Methodist 
minister’s  son.  His  gift  eventually  totalled  $410,000 
in  cash  and  real  estate. 

The  hospital  resulting  from  this  strange  conjunc- 
tion of  men  and  events  was  originally  known  as  the 
Methodist  Episcopal  Hospital  in  the  City  of  Brook 
lyn.  It  was  chartered  and  incorporated  by  the  Leg 
islature  of  the  State  of  New  York  on  May  27,  1881. 

A succession  of  buildings  appeared  and  disap 
peared  on  the  original  hospital  site,  now  occupied  b\ 
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the  latest  medical  facility  which  was  completed  in 
1959.  In  1970,  the  United  Methodist  Church  voted 
to  recognize  The  Methodist  Hospital  as  a national 
historic  landmark.  The  same  year,  the  supreme 
court  of  the  State  of  New  York  authorized  the  merger 


of  the  Carson  C.  Peck  Memorial  Hospital  with  The 
Methodist  Hospital. 

506  Sixth  Street 
Brooklyn,  N.Y.  11215 


Millard  Fillmore  Hospital 

In  the  spring  of  1872  a typhoid  patient  of  Augustus 
Chapman  Hoxie,  M.D.,  was  denied  admission  to  ex- 
isting hospitals  in  the  Buffalo  area.  The  reason  was 
that  Dr.  Hoxie  adhered  to  a type  of  medicine  known 
as  homeopathy.  The  Erie  County  Medical  Society 
looked  askance  at  this  method  of  medicine,  com- 
monly calling  its  practitioners  “herb  doctors.”  The 
accepted  form  of  medicine  at  the  time  was  allopathy, 
involving  remedies  to  combat  disease  by  producing 
effects  in  the  patient  different  from  those  of  the 
disease.  Homeopathy  involved  the  administration 
of  remedies  that  would  produce  symptoms  of  the 
disease  in  a healthy  person,  and  this  was  simply  not 
sanctioned. 

Hospital  founding 

Dr.  Hoxie’s  patient  was  housed  by  a private  family, 
but  the  need  for  a hospital  where  homeopaths  could 
practice  was  made  evident.  Within  a few  short 
months,  the  Buffalo  Homeopathic  Hospital  was 
founded.  The  three-bed  facility  was  served  by  4 
physicians,  2 surgeons,  a nurse,  matron,  janitor,  and 
domestic  help. 


The  hospital  outgrew  its  quarters  quickly,  and  was 
moved  in  1874  to  a new  site  housing  30  to  40  patients. 
The  facility  acquired  adjacent  dwellings  as  it  grew, 
and  served  its  community  until  1911,  when  the  new 
Buffalo  Homeopathic  Hospital  was  dedicated  at 
Gates  Circle.  The  four-story  structure,  remodeled 
and  with  many  building  additions,  remains  the  nu- 
cleus for  the  hospital  to  this  day.  The  hospital  name 
was  changed  in  1924  to  Millard  Fillmore  Hospital, 
honoring  the  thirteenth  president  of  the  United 
States  who  was  a distinguished  citizen  of  Buffalo. 


History  of  growth 


The  hospital’s  history  of  growth  has  continued 
throughout  the  years.  Today  Millard  Fillmore 
Hospital  is  a 560-bed  teaching  facility,  with  a newly 
opened  medical  service  building  housing  many  of  its 
support  services.  A 151 -bed  satellite,  the  Millard 
Fillmore  Suburban  Hospital,  was  opened  in  1974  to 
serve  residents  of  the  outlying  areas  surrounding 
Buffalo. 


Judith  A.  White 
Public  Relations  Department 
Millard  Fillmore  Hospital 
3 Gates  Circle 
Buffalo,  New  York  14209 


Misericordia  Hospital 
Medical  Center 

How7  w7ell  the  growth  of  Misericordia  Hospital 

coincides  with  the  growth  and  progress  of  this  great 
country.  Just  as  the  country  started  humbly  with 
a handful  of  men  with  vision,  so  did  Misericordia 
start  with  a handful  of  dedicated  nuns  planting  the 
original  seed  back  in  1887. 

For  almost  eighty  years,  the  Misericordia  Sisters, 
a French  Canadian  community  of  Catholic  nuns, 
have  served  at  Misericordia  here  and  in  other  Mis- 
ericordia hospitals  throughout  the  country,  providing 
health  care  to  literally  millions  of  people. 

The  five  original  sisters  who  had  come  to  New 
York  at  the  invitation  of  the  Archbishop  of  the  New 
York  Archdiocese,  started  their  work  on  Staten 
Island.  The  archdiocese  provided  them  with  $13,000 
in  seed  money. 

Initially,  the  sisters  had  been  invited  here  to  es- 
tablish a small  center  to  care  for  unwed  mothers. 
They  were  asked  to  come  on  the  basis  of  their  out- 
standing performance  in  connection  with  service  to 


unwed  mothers  in  Montreal,  Canada.  From  that 
small  beginning,  the  Misericordia  Sisters  went  on  to 
establish  more  homes  for  unwed  mothers  throughout 
the  country. 

Soon,  the  nuns  saw  the  need  for  general  hospitals 
as  well;  and  in  .1892  the  first  general  hospital  was 
opened  on  86th  Street  in  Yorkville.  It  had  accom- 
modations for  120  charity  patients,  and  40  rooms  for 
private  patients.  The  Yorkville  hospital,  which  had 
served  that  area  for  some  seventy  years,  has  since 
moved  to  The  Bronx. 

A brand  new  building  was  built  in  1958  on  the 
corner  of  233rd  Street  and  Carpenter  Avenue  and, 
along  with  it,  a school  of  nursing  and  a home  for 
unwed  mothers.  The  cluster  of  buildings  is  on  a tract 
of  3.65  acres  and  has  since  grown  to  a full-fledged 
medical  center.  The  hospital  can  accommodate  377 
inpatients,  and  it  offers  43  services  in  its  clinics  for 
outpatients.  The  nursing  school  has  an  annual  en- 
rollment of  200  students,  and  the  home  for  unwed 
mothers  has  facilities  to  accommodate  30  girls. 

A modern  teaching  complex,  Misericordia  Hospital 
Medical  Center  is  currently  planning  an  additional 
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wing  to  make  way  for  159  additional  beds.  It  is  af- 
filiated with  New  York  Medical  College  and  provides 
a campus  for  learning  for  medical  students  from  that 
institution.  Misericordia  has  been  constantly 
awarded  accreditation  by  the  Joint  Commission  on 
Accreditation  of  Hospitals.  Misericordia  has  nine 
residency  programs  for  training  physicians  who  come 
from  all  parts  of  the  world.  These  training  programs 
are  in  general  surgery,  internal  medicine,  obstet- 
rics-gynecology, pediatrics,  anesthesiology,  pathol- 
ogy, radiology,  urology,  and  oral  surgery. 


The  Roosevelt  Hospital 

The  Roosevelt  Hospital  was  founded  in  1863  with 
a bequest  of  $1  million  from  the  will  of  James  H. 
Roosevelt.  It  was  his  expressed  wish  that  the  money 
be  used  for  the  establishment  of  a hospital  for  the 
reception  and  relief  of  sick  and  diseased  persons.  At 
the  laying  of  the  cornerstone  in  1869,  Edward  De- 
lafield,  M.D.,  president  of  the  College  of  Physicians 
and  Surgeons  and  also  president  of  the  board  of 
trustees  of  the  hospital,  stated  that  it  was  their  in- 
tention to  build  one  of  the  most  complete  medical 
charities  in  the  world. 

The  block  on  which  the  Hospital  still  stands,  59th 
to  60th  Streets,  Ninth  to  Tenth  Avenues,  was  ac- 
quired in  1866.  At  that  time  it  was  considered  to  be 
on  the  outskirts  of  the  city  and  was  part  of  an  old 
farm  which  extended  to  the  Hudson  River  from  what 
is  now  Broadway. 

The  Hospital  was  dedicated  on  November  2, 1871. 
The  complex  consisted  of  four  buildings:  an  ad- 
ministration and  residence  building  on  59th  Street, 

Roswell  Park 
Memorial  Institute 

GERALD  P.  MURPHY,  M.D. 

Buffalo,  New  York 

Institute  Director 

Roswell  Park  Memorial  Institute  was  organized 
in  1898  through  the  untiring  efforts  of  Roswell  Park, 
M.D.,  professor  of  surgery  at  the  University  of  Buf- 
falo School  of  Medicine,  and  Mr.  Edward  H.  Butler, 
Sr.,  publisher  of  the  Buffalo  Evening  News. 

Dr.  Park’s  scientific  expertise  and  foresight  joined 
with  Mr.  Butler’s  political  influence  in  obtaining  Gov. 
Frank  S.  Black’s  signature  assuring  passage  of  a 
$7,500  grant  approved  by  the  New  York  State  Leg- 
islature in  1898  (Fig.  1).  Thus,  on  April  29,  1898,  a 
cancer  laboratory  known  as  the  New  York  State 
Pathological  Laboratory,  was  established  within  the 
University  of  Buffalo  School  of  Medicine  (Fig.  2). 
The  $7,500  grant  helped  to  equip  and  maintain  a 


Only  recently,  Misericordia  bought  and  altered  a 
fine  old  factory  building  just  a few  short  blocks  from 
the  main  hospital,  and  has  converted  it  to  a School 
of  Health  Sciences. 

Headed  by  a hospital  president,  who  is  dedicated 
to  serving  the  health  needs  of  the  community,  under 
the  trusteeship  of  the  Misericordia  Sisters,  Miseri- 
cordia looks  forward  to  attaining  greater  heights  in 
the  delivery  of  quality  health  care. 

600  East  233rd  Street 
Bronx,  New  York  10466 


a service  building,  a 4-story  ward  pavilion,  and  an 
in-construction  male  surgical  structure.  The  first 
patient  admitted  on  November  8, 1871,  was  Sarah  A. 
Sutton,  a sixty-two  year-old  woman.  She  underwent 
surgery  for  epithelioma  of  the  face. 

Services  to  the  community  were  begun  in  1877  with 
the  erection  of  a stable  on  hospital  premises  for  a 
horse  that  would  pull  the  ambulance.  The  first 
outpatient  department  was  instituted  in  1881,  and 
by  1884,  12,843  patients  were  treated  in  temporary 
quarters  in  the  administration  building. 

The  hospital  received  a gift  from  the  will  of  Wil- 
liam J.  Syms,  a New  York  businessman,  in  1889  for 
the  construction  of  a surgical  operating  theatre.  This 
was  erected  on  the  northeast  corner  of  the  grounds. 
The  amphitheatre  seated  185  observers  and  drew 
visiting  surgeons  from  many  countries  to  view  its 
modern  equipment.  The  facilities  included  surgical 
instruments,  sterilizers,  anesthesia,  scrub  rooms,  and 
auxiliary  operating  suites. 

428  West  59th  Street 
New  York,  N.Y.  10019 


laboratory  where,  for  the  first  time,  investigators 
could  study  the  causes,  nature,  mortality  rate,  and 
treatment  of  cancer.  This  laboratory  was  directly 
related  to  the  treatment  and  diagnosis  of  cancer  pa- 
tients from  the  outset,  and  represented  the  first  in- 
stance in  history  in  which  any  government  concerned 
itself  directly  in  cancer  research  and  sponsored  a 
group  attack  on  cancer.  Many  great  names  of 
American  medicine  heralded  the  establishment  of 
the  cancer  laboratory  such  as  William  Osier,  M.D., 
and  William  H.  Welch,  M.D.,  of  the  newly  estab- 
lished Johns  Hopkins  Medical  School,  who  visited 
the  cancer  laboratory  often  in  its  early  days.  Ma- 
dame Marie  Curie  and  her  daughter  spent  time  at 
Roswell  Park  in  1921,  and  brought  to  this  country  a 
major  supply  of  radium  which  was  immediately  used 
in  cancer  treatment. 

The  New  York  State  Pathological  Laboratory  oi 
the  University  of  Buffalo  later  evolved  into  New  Yorl 
State  Institute  for  the  Study  of  Malignant  Diseases 
In  1948,  it  was  renamed  Roswell  Park  Memorial  In 
stitute. 
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FIGURE  1.  Founders.  (A)  Rosewell  Park,  M.D.  (B)  Mr.  Edward  H.  Butler,  Sr. 


Figure  2.  University  of  Buffalo  School  of  Medicine  building 
where  Dr.  Park’s  first  laboratory  was  located. 


As  the  State  of  New  York  Department  of  Health’s 
comprehensive  cancer  center,  this  facility  today  in- 
cludes both  a modern  525-bed  hospital  and  some  of 
the  best-equipped  cancer  research  laboratories  to  be 
seen  anywhere.  The  Institute  conducts  a wide  range 
of  educational  programs  on  undergraduate,  graduate, 
and  postgraduate  levels,  as  well  as  public  education. 


FIGURE  3.  Gerald  P.  Murphy,  M.D.,  current  Director. 
Roswell  Park’s  international  reputation  has  its 
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roots  in  the  early  progress  made  by  Dr.  Park  and  his 
illustrious  staff.  Successive  directors  have  contrib- 
uted to  the  overall  development  of  the  Institute. 
The  growth  of  the  physical  plant  and  scientific  pro- 
grams, however,  were  most  evident  in  the  adminis- 
tration of  two  Institute  directors;  one  the  fifth, 
George  E.  Moore,  M.D.,  1952  to  1967,  and  the  other, 
the  current  director,  Gerald  P.  Murphy,  M.D.,  ap- 
pointed in  1970  (Fig.  3). 

After  a fatal  accident  to  the  sixth  Director,  James 
T.  Grace,  Jr.,  M.D.,  in  1970,  Gerald  P.  Murphy,  M.D., 
became  the  Institute’s  seventh  director.  Under  his 
leadership,  the  Institute  has  continued  to  grow 
markedly  in  size,  and  increased  emphasis  has  been 
placed  on  developing  new  programs  in  basic  science 
and  clinical  research,  education,  and  cancer  control. 

Results  of  these  programs  have  been  encouraging. 
Research  at  Roswell  Park  has  resulted  in  newer  more 
effective  chemotherapeutic  agents  being  used  in  the 
treatment  of  cancer  patients;  recognition  "and  man- 
agement of  immune  factors  in  cancer;  development 
of  antiviral  agents  for  testing  in  cancer  patients;  and 
a host  of  innovative  approaches  which  have  improved 
the  quality  of  life  in  cancer  patients  through  reha- 
bilitation services  which  have  aided  in  restoring 
cancer  patients  to  a normal  useful  life. 

Expansion  of  basic,  clinical,  educational,  and 
cancer  control  programs  at  this  time  occurred  con- 
currently w'ith  the  physical  expansion  in  the  1970s. 
This  meant  the  construction  of  a new  Cancer  Re- 
search Studies  Center  in  1970,  the  Cancer  Drug 
Center  in  1971,  the  Kevin  Guest  House  Complex  in 
1972,  the  Cancer  Cell  Center  in  1972,  a protected 
parking  ramp  in  1974,  the  acquisition  of  a 210-bed 
Nursing  Home  for  ongoing  clinical  activities  in  1974, 
the  establishment  of  the  Cancer  Patient  Rehabili- 
tation Center  in  1974,  an  Ambulatory  Services 

St.  Barnabas  Hospital 

On  April  (1, 1866,  one-hundred -ten  years  ago,  a group 
of  prominent  men  in  New  York  associated  them- 
selves for  the  purpose  of  establishing  and  managing 
a hospital  and  home  for  incurables,  and  to  be  a body 
politic  and  corporate  for  that  purpose.  The  insti- 
tution has  subsequently  grown  and  developed  so  that 
today  St.  Barnabas  is  a fully  accredited,  nonprofit, 
voluntary  hospital  of  415  beds,  providing  outstanding 
patient  care  to  the  community  for  more  than  a cen- 
tury. St.  Barnabas  has  excellent  medical,  surgical, 
rehabilitative,  and  ancillary  services  available  to  all 
without  regard  to  national  origin  or  religion. 

The  opening  of  this  hospital,  the  first  of  its  kind  in 
the  United  States,  in  a small  frame  house  in  West 
Farms  early  in  1867,  was  the  realization  of  the  vision 
of  a small  group  of  men  inspired  by  the  leadership  of 
the  Rev.  Washington  Rodman,  the  rector  of  Grace 
Episcopal  Church  in  West  Farms,  who  saw  the  need 
of  medical  and  physical  care  for  men  and  women 
whom  chronic  illness  had  made  unacceptable  to  the 


Building  for  a modernized  outpatient  department  in 
1975,  and  the  acquisition  of  Butler  Hall  by  volunteer 
affiliates  of  the  Institute  in  1976. 

Roswell  Park  has  not  stopped  here.  Program 
modification  continues  to  mold  it  into  a model 
comprehensive  cancer  center,  one  of  the  original 
three  so  designated  by  the  National  Cancer  Institute 
in  1971,  securing  the  best  staff  and  equipment,  and 
initiating  important  new  programs  such  as  the  Na- 
tional Prostatic  Cancer  Project,  as  well  as  several 
cancer  control  and  rehabilitation  programs.  The 
cancer  control  program  has  involved  the  Institute 
with  many  community  hospitals  throughout  the 
State  of  New  York. 

The  Institute’s  work  has  not  been  confined  to 
Buffalo,  New  York  State,  or  the  United  States.  As 
a primary  member  of  the  International  Union 
Against  Cancer  (UICC),  the  Institute  has  partici- 
pated in  establishing  international  programs  for 
cancer.  The  International  Union  Against  Cancer  is 
a world-wide  association  with  member  organizations 
in  75  countries,  including  the  People’s  Republic  of 
China. 

New  York  State  and  its  Department  of  Health 
under  Robert  Whalen,  M.D.,  can  be  extremely  proud 
of  Roswell  Park  Memorial  Institute  now  using  its 
basic  and  clinical  research  programs,  patient  care 
facilities,  and  educational  activities  on  all  levels  to 
conquer  cancer,  and  of  its  past  and  present  directors 
who  have  been  dedicated  to  this  task.  The  cancer  job 
is  enormous,  but  because  of  the  foresight  of  Roswell 
Park,  M.D.,  in  laying  the  ground  work  for  a cancer 
institute,  the  Institute  with  its  many  employees 
contributes  its  efforts  and  resources  to  meet  the 
challenge  to  conquer  cancer. 

666  Elm  Street 
Buffalo,  New  York  14263 

general  hospital.  The  first  president  was  Benjamin 
H.  Field,  who  served  from  1866  to  1893.  During  the 
first  year,  33  patients  were  cared  for  and  as  the  list 
of  applicants  grew,  additional  village  houses  were 
added. 

The  bylaws  of  the  hospital  provided  for  a board  of 
managers  of  24  gentlemen,  and  from  1867  to  the 
present  time  more  than  100  of  New  York  City’s  out- 
standing men  have  served  as  members  of  the  board 
of  managers  without  remuneration.  These  men,  as 
well  as  many  others,  have  given  freely  of  their  time 
and  endeavors,  as  well  as  their  funds,  to  high 
achievement  so  that  the  hospital  might  be  perpet 
uated  to  serve  the  community.  In  recent  years 
women  have  also  served  on  the  board. 

In  1872,  Catherine  Lorillard  Wolfe  presented  1< 
acres  of  land  extending  from  181st  Street  to  1 84 tl 
Street  on  Third  Avenue,  on  which  site  the  hospita 
is  now  located,  which  was  part  of  the  original  Loril 
lard  estate. 

The  following  year  the  cornerstone  of  the  fire 
building  to  be  erected  on  the  present  site  was  laic 
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and  on  March  31,  1874,  the  patients  were  transferred 
from  West  Farms  to  the  new  hospital  building. 

In  1881  the  Ladies  Association  was  organized, 
presently  known  as  the  Women’s  Auxiliary  Board. 
The  auxiliary  exists  for  the  sole  purpose  of  furthering 
the  aims  and  objectives  of  the  hospital:  the  best 
possible  care  of  patients  and  the  promotion  of  good 
health. 

During  the  subsequent  thirty  years  several  pavil- 
ions and  extensions,  as  well  as  the  chapel,  were 
added,  and  the  capacity  of  the  hospital  was  increased 
to  310  beds. 

The  Mills  Memorial  Home  for  Nurses  was  built 
and  furnished  by  Mr.  Ogden  Mills  in  1926.  This  is 
a modern,  seven-story,  brick  building,  located  on  the 
hospital  grounds,  and  at  its  dedication  represented 
one  of  the  finest  in  the  country.  Mr.  D.  0.  Mills  was 
president  of  the  hospital  from  1907  to  1910;  his  son, 
Ogden  Mills,  was  president  for  a period  of  sixteen 
years,  from  1913  to  1929;  and  his  son  in  turn,  Ogden 
L.  Mills,  was  president  from  1929  to  1937. 

In  1928,  The  Braker  Memorial  Home  opened  its 
doors  to  its  first  guests.  The  home  was  conceived  by 
Henry  Braker,  who,  on  his  passing  in  1908,  left  a trust 
fund  of  a million  dollars  to  found  a real  home  for  aged 
people  of  limited  means  as  a memorial  to  his  father 
and  mother.  The  affiliation  which  exists  between 
The  Braker  Memorial  Home  and  St.  Barnabas 
Hospital  enables  the  guests  to  enjoy  the  benefit  of  the 
many  clinics  and  services  the  hospital  has  to  offer. 
There  is  also  a comprehensive  program  of  health  care 
and  attention  available  to  all  the  guests  The  Braker 
accommodates  100  guests. 

Under  the  will  of  John  Innes  Kane,  the  Home  for 
Incurables  was  beneficiary  to  the  extent  of  a million 
dollars.  This  gift  was  for  the  care  of  patients  suf- 
fering from  incurable  cancer.  The  Kane  Pavilion 
was  opened  on  January  15, 1931,  and  housed  45  beds 
for  terminal  cancer  patients.  Thus  the  institution 
became  one  of  the  most  modern  hospitals  in  the 
country  for  the  care  of  patients  with  long-term  ill- 
nesses. 

The  Women’s  Volunteer  Service  Corps  was  formed 
in  1943,  and  at  the  end  of  the  first  year  had  94  vol- 
unteers enlisted.  Volunteer  workers  are  a significant 
and  integral  part  of  a hospital’s  total  manpower. 

On  January  13,  1947,  the  board  of  managers 
adopted  the  name  St.  Barnabas  Hospital  for  Chronic 
Diseases  as  an  appropriate  designation  for  the 
beautiful  buildings  of  the  hospital,  yet  retaining  in- 
tact the  corporate  title  of  the  society,  The  Home  for 
Incurables  for  legal  and  fund-raising  purposes. 

On  May  13, 1959,  a new  floor  and  penthouse  were 
added  to  the  Kane  Pavilion  to  be  known  as  the  Kane 
Surgical  Center.  Howard  A.  Rusk,  M.D.,  was  the 
principal  speaker  for  this  dedication. 

On  October  25, 1972,  the  new  central  west  wing  was 
completed  and  dedicated.  The  Right  Honorable 
Lord  Snow  was  the  honored  guest  and  featured  lec- 
turer at  these  ceremonies.  The  new  wing  consists  of 


188  replacement  beds,  each  with  its  own  toilet  facil- 
ity, and  air-conditioned  throughout.  In  March  1973, 
the  long-awaited  move  of  patients  to  the  new  west 
wing  became  a reality,  and  were  greatly  appreciated 
by  patients,  physicians,  staff,  and  visitors. 

In  June  1974,  the  Cooper  Institute  of  Neuroscience 
at  St.  Barnabas  Hospital  was  officially  inaugurated 
and  announced  by  Charles  M.  Bliss,  president  of  the 
hospital.  The  institute  will  enable  physicians  and 
surgeons  to  undertake  expanded  multidisciplinary 
studies  in  neurologic  diseases,  with  integrated  plans 
of  patient  care,  as  well  as  education  and  research. 

In  the  1975  edition  of  the  St.  Barnabas  Hospital 
annual  report  announcement  was  made  of  the  third 
change  in  name  in  its  one  hundred  and  nine-year 
history  as  follows:  1866-The  Home  for  Incurables; 
1947-St.  Barnabas  Hospital  for  Chronic  Diseases; 
and  1975-St.  Barnabas  Hospital.  The  conversion 
of  the  hospital  from  a chronic  disease  facility  to  an 
acute-care  facility  is  reflected  in  these  name  changes. 

The  hospital’s  urgent  desire  to  proceed  with  phase 
2 in  its  modernization  and  construction  program  has 
received  some  encouragment  and  it  is  hoped  that 
1976  will  see  approval  and  appropriate  financing  for 
this  construction  to  commence.  The  State  of  New 
York  Department  of  Health  has  approved  Part  I of 
the  hospital’s  application  to  authorize  construction 
of  three  additional  floors  of  replacement  beds  on  top 
of  the  new  central  west  wing,  and  to  proceed  with  the 
improvement  of  ancillary  services  such  as  laborato- 
ries, x-ray,  and  rehabilitation  medicine,  in  the  older 
building. 

In  this  program  the  entire  415-bed  hospital  will 
meet  all  current  standards  for  patient  bedrooms. 
Part  II  of  the  hospital’s  application  is  now  under 
consideration  by  the  State  health  department  and 
the  U.S.  Department  of  Health,  Education,  and 
Welfare  for  a Federal  Housing  Administration  ap- 
proved loan. 

A new  program  was  instituted  during  1975  for  the 
comprehensive  care  of  multiple  sclerosis  patients. 
Patients  for  this  program  come  from  the  entire 
metropolitan  area,  and  the  program  has  been  sup- 
ported by  multiple  sclerosis  chapters  in  this  area. 

On  April  29, 1976,  a new  hemodialysis  program  was 
launched. 

St.  Barnabas  Hospital  has  been  accredited  by  the 
Joint  Commission  on  Accreditation  of  Hospitals 
which  covers  a two-year  period  from  December,  1975, 
to  December,  1977.  It  now  has  415  beds  and  ac- 
commodates 100  well-elderly  guests  in  The  Braker 
Memorial  Home. 

Mr.  Charles  M.  Bliss  is  the  president  of  the  hos- 
pital and  Mr.  John  T.  Kolody  is  the  executive  direc- 
tor. Under  their  leadership,  St.  Barnabas  Hospital 
continues  to  move  forward  in  its  long-range  objec- 
tives for  further  improvement  of  patient  care  and 
physical  plant  development. 

Third  Avenue  and  183rd  Street 
Bronx,  New  York  10457 


July  1 976/  New  York  State  Journal  of  Medicine  1 249 


St.  Clare’s  Hospital 
and  Health  Center 

We’d  like  to  tell  you  about  St.  Clare’s  Hospital  and 
Health  Center,  but  where  to  start  the  story?  Look- 
ing back,  does  it  start  in  1970  when  this  became  the 
official  merged  name?  Or  in  1934,  when  St.  Clare’s 
opened  its  doors  on  West  51st  Street?  Or  when  St. 
Clare’s  forerunner,  St.  Elizabeth’s,  moved  to  the  51st 
Street  site  in  1905?  Or  before  that,  when  St.  Eliza- 
beth’s was  located  on  West  31st  Street? 

It  seems  evident  that  we  must  backtrack  to  a little 
rest  home  on  31st  Street,  purchased  by  a few  women 
who  intended  to  use  it  when  the  infirmities  of  old  age 
overtook  them.  But  so  many  sick  people  asked  their 
help  that  it  gradually  became  a hospital,  and  at  that 
point  the  founding  group  gave  up  their  dream  of  a 
rest  home  and  decided  to  turn  it  over  to  a religious 
community  to  manage  as  a hospital. 

The  year  was  1890.  The  Franciscan  Sisters  of 
Allegany  accepted  the  challenge,  and  the  Hospital  of 
St.  Elizabeth  was  born.  In  1905,  the  Pennsylvania 
Railroad  needed  the  property  for  a new  terminal,  so 
the  hospital  moved  uptown  to  51st  Street.  By  1928 
larger  quarters  were  needed,  so  again  they  moved 
uptown,  this  time  to  190th  Street.  For  a time  the 
vacated  building  on  51st  Street  served  as  a residence 
for  young  business  women;  but  the  need  was  for  a 
hospital,  not  a residence,  so  in  1934  it  was  rebuilt  and 
returned  to  its  former  use,  under  the  patronage  of 
Saint  Clare. 

Through  changes  of  names  and  locations,  through 
wars  and  depressions,  through  all  the  mutations  and 
shifts  in  population,  industry  growth,  and  ethnic 
characteristics,  the  Franciscan  Sisters  have  contin- 
uously ministered  to  the  sick  in  the  heart  of  New 
York  City,  from  1890  to  the  present  day. 

It  is  a matter  of  record  that  in  building  a staff  for 
St.  Clare’s  only  competency  counted.  Long  before 
anti-discrimination  laws  were  enacted,  the  ethics  of 
the  community  dictated  that  race,  religion,  and  na- 
tionality were  immaterial.  It  is  a matter  of  record 
also  that  no  patients  were  ever  turned  away,  either 
for  those  reasons,  or  for  inability  to  pay,  or  even  lack 
of  beds.  The  reminiscences  of  those  who  knew  St. 
Clare’s  in  the  1930s  are  replete  with  anecdotes  about 
unusable  space  being  used  for  patients.  The  sisters 
gave  up  their  beds  and  slept  on  cots;  then  they  gave 
up  their  cots  and  slept,  where?  It  didn’t  matter,  so 
long  as  the  patients  were  cared  for.  There  is  even  a 
story  about  a morgue  table  being  used  overnight  for 
an  emergency  patient,  nothing  else  being  available, 


with  the  comic  opera  sequence  the  next  morning 
when  the  undertaker  came  for  one  who  had  died 
during  the  night,  but  not  the  one  on  the  morgue  table. 

Nor  was  diagnosis  a barring  factor.  Alcoholics,  of 
whom  there  were  many  in  the  Hell’s  Kitchen  of  those 
days,  were  being  treated  medically  long  before  de- 
toxification units  recognized  alcoholism  as  a sickness. 

The  hospital  grew  physically,  not  only  to  provide 
more  beds  but  to  keep  pace  with  every  advance  in 
medical  science.  The  public  generally  was  not  can- 
cer-conscious. Cancer  detection  clinics  were  few. 
Yet,  at  St.  Clare’s  the  year  1935  saw  the  opening  of 
a tumor  clinic.  Deep  x-ray  therapy  equipment  for 
treating  cancer  and  allied  diseases  became  a priority. 
Chest  x-rays  soon  became  available  as  a routine  ser- 
vice to  all  patients. 

Seen  in  retrospect,  the  renovation  and  expansion 
of  St.  Clare’s  was  rapid.  First  the  west  Building; 
then  the  north,  incorporating  a brand-new  operating 
suite;  then  McNally  Pavilion  with  its  facilities  for 
emergency  services;  the  School  of  Nursing;  the  Car- 
dinal Spellman  Building  for  medical  specialty  ser- 
vices; the  Outpatient  Building  with  six  floors  devoted 
to  clinic  services;  the  Nurses’  Residence;  and  the 
Research  Building.  In  less  than  twenty  years,  eight 
new  building  projects  were  completed.  The  Fran- 
ciscan community  itself  said  that  reading  the  entries 
in  St.  Clare’s  books  was  like  reading  a contractor’s 
diary.  Nor  was  it  easy;  money  was  always  in  short 
supply.  But  by  1957  the  little  brick  original  St. 
Clare’s  Hospital,  which  in  1934  had  45  beds,  had 
grown  to  a complex  with  occupancy  capability  of  500 
and  a wide  variety  of  ancillary  services. 

Nothing  remains  static.  Over  the  years  the  orig- 
inal purposes  of  some  of  these  buildings  became  less 
important  than  other  emerging  needs.  Priorities 
changed.  Economic  necessity  dictated  conversion 
of  some  areas  to  more  critically-needed  uses.  In 
1970,  St.  Clare’s  Hospital  on  51st  Street  and  St. 
Elizabeth’s  Hospital  on  190th  Street  came  together 
to  become  St.  Clare’s  Hospital  and  Health  Center, 
making  the  individual  strengths  of  both  institutions 
available  to  the  patients  of  both. 

Growth  continues.  It  can  never  stop.  It  may 
change  direction,  and  it  must,  if  a hospital  is  re- 
sponsive to  the  needs  of  the  people;  but  growth  con- 
tinues. 

The  Franciscan  Sisters  of  Allegany  are  committed 
to  the  ideal  of  providing  the  best  possible  health 
services.  Whatever  it  takes,  St.  Clare’s  Hospital  and 
Health  Center  will  provide  them. 

4 1 5 West  5 1 st  Street 
New  York,  N.Y.  1001J 
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Vassar  Brothers 
Hospital 

The  opening  of  a hospital  was  big  news  in  1887, 
and  practically  the  entire  community  of  Pough- 
keepsie came  out  to  inspect  the  building  they  had 
watched  going  up  for  three  years.  It  was  considered 
“first  class  in  every  detail,”  with  an  operating  room 
judged  “as  fine  as  any  to  be  found  even  in  New  York 
or  Boston.”  The  operating  room  was  indeed  unusual 
in  that  it  was  completely  tiled  from  floor  to  ceiling  so 
that  it  could  be  washed  down  with  a hose,  and  had  a 
multi-angled  skylight  to  let  in  the  maximum  amount 
of  northern  light. 

The  “first-class”  building  had  four  wards  of  ten 
beds  each,  three  private  rooms,  a dining  room,  dis- 
pensary, and  superintendent’s  office.  And  in  these 
present  days  of  parking  problems  it  is  interesting  to 
note  that  adjacent  to  the  main  building  was  a horse 
barn  with  four  stalls,  a carriage  house,  harness 
room-ambulance  shed,  and  a “doctors’  parking  lot” 
consisting  of  a shed  for  four  horses! 

Thus  a dream  of  the  elder  Matthew  Vassar  came 
true  thirty  years  after  he  first  inspected  a hospital 
being  built  in  London  by  a distant  relative.  He  had 
returned  to  Poughkeepsie  enthused  about  building 
a duplicate  in  his  home  city,  but  instead  the  funds 
were  diverted  to  establish  a women’s  college  under 
the  persistent  influence  of  a stepniece  who  felt  it  was 
high  time  that  women  had  more  opportunities  for  the 
same  “intellectual  culture  and  development  as  men.” 

The  Vassar  fortune  was  begun  in  the  brewing 
business,  not  long  after  the  Vassar  family  (who  were 


originally  French,  spelling  the  name  LeVasseur) 
came  to  America  in  1796.  The  dream  of  the  elder 
Matthew  Vassar  for  a hospital  was  eventually  carried 
out  through  his  two  nephews,  Matthew  and  John 
Guy,  and  thus  Vassar  Brothers  Hospital  was  named. 

With  the  opening  of  this  hospital,  a nurses’  training 
school  was  established,  and  the  first  class  (numbering 
two!)  was  graduated  in  1890.  The  school  continued 
in  operation  until  1972,  increasing  over  the  years  in 
national  reputation,  and  certainly  in  numbers. 
Many  of  the  staff  today  are  graduates  of  the  Vassar 
Brothers  Hospital  School  of  Nursing,  and  other 
graduates  are  representing  Vassar  across  the  country 
and  even  abroad. 

It  was  the  original  intent  of  the  founders  to  treat 
all  who  came  to  the  hospital’s  doors  without  regard 
for  ability  to  pay,  and  of  the  80  patients  admitted  in 
its  first  year,  57  were  treated  “entirely  free,”  ac- 
cording to  the  first  annual  report.  Donations  were 
also  listed  in  that  report,  and  included  such  things  as 
salted  Hudson  River  shad,  soap,  oysters,  and  mince 
pies.  The  report  of  a few  years  later  described  the 
17  acres  of  hospital  grounds  as  containing  vegetable 
gardens,  flower  gardens,  and  a park.  Those  acres 
have  provided  room  over  the  years  for  the  modern 
complex  of  buildings  which  make  up  the  Vassar 
Brothers  Hospital  of  today,  with  342  beds,  36  bassi- 
nets, and  the  most  advanced  facilities  for  medical 
care,  including  a cancer  treatment  center  serving  a 
five-county  area. 

Reade  Place 
Poughkeepsie,  N.Y.  12601 
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Bothofte 


Predominant 

psychoneurotic 

anxiety 


Associated 

depressive 

symptoms 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states; 
somatic  complaints  which  are  concomi- 
tants of  emotional  factors;  psychoneurotic 
states  manifested  by  tension,  anxiety,  ap- 
prehension, fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute 
agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  with- 
drawal; adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathol- 
ogy, spasticity  caused  by  upper  motor 


neuron  disorders,  athetosis,  stiff-man  syn- 
drome, convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity 
to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may 
be  used  in  patients  with  open  angle  glau- 
coma who  are  receiving  appropriate 
therapy. 

Warnings:  Not  of  value  in  psychotic  pa- 
tients. Caution  against  hazardous  occupa- 
tions requiring  complete  mental  alertness. 
When  used  adjunctively  in  convulsive  dis- 


orders, possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal 
may  be  associated  with  temporary  in- 
crease in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  in- 
gestion of  alcohol  and  other  CNS  depres- 
sants. Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and  mus 
cle  cramps,  vomiting  and  sweating).  Keep 
addiction-prone  individuals  under  careful 
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According  to  her  major 
ymptoms,  she  is  a psychoneu- 

Iotic  patient  with  severe 
nxiety.  But  according  to  the 
lescription  she  gives  of  her 
eelings,  part  of  the  problem 
nay  sound  like  depression. 

'his  is  because  her  problem, 
lthough  primarily  one  of  ex- 
essive  anxiety,  is  often  accom- 
•anied  by  depressive  symptom- 
tology.  Valium  (diazepam) 
an  provide  relief  for  both— as 
he  excessive  anxiety  is  re- 
eved, the  depressive  symp- 
oms  associated  with  it  are  also 
>ften  relieved. 

There  are  other  advan- 
ages  in  using  Valium  for  the 
nanagement  of  psychoneu- 
otic  anxiety  with  secondary 
epressive  symptoms:  the 
•sychotherapeutic  effect  of 
/alium  is  pronounced  and 
apid.  This  means  that  im- 
•rovement  is  usually  apparent 


in  the  patient  within  a few 
days  rather  than  in  a week  or 
two,  although  it  may  take 
longer  in  some  patients.  In  ad- 
dition, Valium  (diazepam)  is 
generally  well  tolerated;  as 
with  most  CNS-acting  agents, 
caution  patients  against  haz- 
ardous occupations  requiring 
complete  mental  alertness. 

Also,  because  the  psycho- 
neurotic patient’s  symptoms 
are  often  intensified  at  bed- 
time, Valium  can  offer  an  addi- 
tional benefit.  An  h.s.  dose 
added  to  the  b.i.d.  or  t.i.d. 
treatment  regimen  can  relieve 
the  excessive  anxiety  and  asso- 
ciated depressive  symptoms 
and  thus  encourage  a more 
restful  night’s  sleep. 


2-mg,  5-mg,  10-mg  scored  tablets 


in  psychoneurotic 
anxiety  states 
with  associated 
depressive  symptoms 


’Urveillance  because  of  their  predisposi- 
: ion  to  habituation  and  dependence.  In 
)regnancy,  lactation  or  women  of  child- 
• taring  age,  weigh  potential  benefit 
against  possible  hazard. 

’recautions:  If  combined  with  other  psy- 
-hotropics  or  anticonvulsants,  consider 
:arefu!!y  pharmacology  of  agents  em- 
ployed; drugs  such  as  phenothiazines, 

5 narcotics,  barbiturates,  MAO  inhibitors 
nd  other  antidepressants  may  potentiate 
rts  action.  Usual  precautions  indicated  in 
::  patients  severely  depressed,  or  with  latent 
. lepression,  or  with  suicidal  tendencies. 


Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  over- 
sedation. 

Side  Effects:  Drowsiness,  confusion,  diplo- 
pia, hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice, 
skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, 
slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  re- 
actions such  as  acute  hyperexcited  states, 
anxiety,  hallucinations,  increased  muscle 


spasticity,  insomnia,  rage,  sleep  disturb- 
ances, stimulation  have  been  reported; 
should  these  occur,  discontinue  drug.  Iso- 
lated reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Auxiliary 

Woman’s  Auxiliary 

True  ally  of  the  Medical  Society 

HELEN  ULRICH 

Snyder,  New  York 

Past  President  and  Historian  1975  to  1976  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the  State  of  New  York,  Inc. 


In  this  bicentennial  year  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New  York  is 
celebrating  its  fortieth  birthday.  Compared  with  the 
Society,  now  one  hundred  sixty-nine  years  old,  our 
organization  is  a mere  infant.  However,  in  that  brief 
span,  the  auxiliary  has  established  a fine  record  of 
accomplishments,  which  we  will  review  briefly. 

In  the  beginning,  the  Medical  Society  conventions 
were  short.  In  addition  to  examining  and  licensing 
candidates  for  the  practice  of  “physic  and  surgery,” 
the  order  of  business  frequently  included  only  an 
address  by  the  president.  Before  too  long  the  pur- 
poses of  the  annual  meeting  expanded.  In  addition 
to  business  transactions,  scientific  papers  were  pre- 
sented, technical  exhibits  appeared,  and  gradually 
the  one-day  meetings  became  conclaves  lasting  three 
and  four  days. 

Quite  naturally,  as  meetings  began  to  require 
several  days  away  from  home,  the  physicians  brought 
along  their  wives.  They  came  for  the  pleasures  of 
travel,  shopping,  excursions,  sight-seeing,  or  visits  to 
the  theaters.  Soon  the  wives  were  getting  together 
at  luncheons  or  teas  while  the  husbands  attended 
sessions.  And  so  emerged  the  beginnings  of  the 
Auxiliary  as  we  know  it  today. 

While  the  men  were  glad  their  wives  had  some 
mutually  pleasurable  social  activities,  there  was  no 
thought  of  having  these  get-togethers  serve  any 
useful  purpose.  Woman’s  place,  it  was  felt,  was  in 
the  home,  being  a helpmate,  and  rearing  children. 
The  Nineteenth  Amendment,  giving  women  the  right 
to  vote,  was  still  one  hundred  fourteen  years  away; 
and  so  it  is  not  surprising  that  the  Medical  Society 
members  never  dreamed  their  wives  might  assist  as 
an  auxiliary  to  their  organization.  That  wives  could 
be  of  help  with  community  health  projects,  recruiting 
young  people  for  health  careers,  raising  funds  for 
medical  education  and  research,  or  influencing  leg- 
islation affecting  the  medical  profession  and  the 
health  of  the  nation,  was  not  to  occur  to  the  medical 
men  until  more  than  a century  later. 

It  was  March  1 1 , 1936,  when  five  county  auxilia- 
ries, Queens,  Kings,  Cayuga,  Nassau,  and  Onondaga, 
met  in  New  York  City  and,  under  the  guidance  of 


Mrs.  John  L.  Bauer  of  Kings  County,  founded  the 
Woman’s  Auxiliary. 

The  first  section  of  the  original  constitution  is 
noteworthy.  Under  “Purpose,”  since  the  Auxiliary 
came  into  being  because  the  wives  accompanied  their 
husbands  to  the  convention,  the  idea  carried  over  as 
stated:  “to  assist  in  the  entertainment  at  all  con- 
ventions of  the  MSSNY.”  The  service  angle  of  the 
organization  came  last.  The  men  may  have  feared 
interference  by  the  new  organization. 

New  look 

Obviously,  the  purpose  of  the  Auxiliary  was  not 
limited  to  entertainment  for  long,  because  high  on 
the  agenda  of  the  first  executive  board  meeting,  April 
2, 1936,  was  a discussion  on  the  Hill  Chiropractic  Bill. 
Members  were  urged  to  correspond  with  their  as- 
semblymen to  protest  its  passage.  And  so  it  all 
began.  Next  came  efforts  to  prevent  legislation  to 
combine  the  national  Department  of  Health  with  the 
Department  of  Welfare.  Even  back  in  those  early 
years  we  read  of  letter-writing  campaigns  regarding 
the  Malpractice  Bill. 

Support  of  Physicians’  Home  began  in  1937,  when 
$100  was  donated  from  a treasury  surplus.  This 
practice  has  continued  through  the  years  with  over 
$63,000  given  to  this  philanthropy  by  the  county 
auxiliaries. 

Projects  changed  as  the  times  changed.  Cooper- 
ation with  immunization  programs,  beginning  with 
diphtheria  in  1940,  has  continued.  Wives  worked 
side  by  side  with  their  physician-husbands  in  tetanus, 
poliomyelitis,  and  rubella  vaccination  drives. 
Members  of  the  Auxiliary  served  many  hours  as 
volunteers  for  the  various  disease-detection  programs 
initiated  by  physicians. 

During  the  three  wars  in  the  past  forty  years, 
auxilians  were  not  idle.  They  participated  in  many 
useful  ways,  such  as  medical  preparedness  programs, 
acting  as  plane  spotters,  as  women  air  raid  wardens, 
giving  assistance  at  Red  Cross — its  motor  corps, 
blood  donor,  and  blood  bank  programs — , United 
Service  Organization,  office  tasks  in  local  defense 
centers,  work  at  bond  booths,  and  so  forth.  Interest 
and  action  in  civil  and  medical  defense  was  in  evi- 
dence. Home  preparedness  kits  were  assembled  and 
distributed,  and  educational  programs  on  survival 
during  an  atom-bomb  attack  were  presented. 

Projects  carried  out  are  too  numerous  to  mention, 
but  some  are  so  outstanding  that  they  should  be 
cited.  Health  career  days,  sponsored  by  auxiliaries 
across  the  State,  have  been  instrumental  in  per- 
suading thousands  of  young  people  to  enter  these 
fields.  Future  Nurse  Clubs  have  attracted  many  to 
this  profession.  Scholarships  and  loans  amounting 
to  hundreds  of  thousands  of  dollars  have  made  it 
possible  for  uncounted  numbers  of  students  to  joir 
the  ranks  of  those  who  guard  the  health  of  the  nation 

Funds  raised  for  the  Auxiliary  amounted  t( 
$239,000  at  the  end  of  1974.  Project  Hope  too  wa: 
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the  recipient  of  large  sums  from  the  Auxiliary. 
However,  fund  raising  has  not  been  the  major  effort. 
There  have  been  many  public  relations  endeavors 
undertaken  at  the  suggestion  of  the  Medical  Society 
and  frequently  financed  by  them.  The  health  poster 
contest,  a successful  project  for  ten  years,  is  con- 
tinuing in  some  counties.  A health  exhibit  at  the 
New  York  State  Exposition  was  begun  in  1950  and 
has  continued  each  year  to  the  present.  Cooperation 
with  essay  contests  on  a health  subject  was  also  given 
by  some  auxiliaries.  Many  members  took  an  active 
part  in  programs  in  schools,  parent -teachers  associ- 
ations, and  other  civic  groups  on  drug  abuse,  alcohol, 
smoking,  safety,  physical  fitness,  teenage  venereal 
disease,  and  nutrition.  The  list  could  go  on  and 
on. 

In  the  meantime,  activity  never  lessened  in  efforts 
by  the  auxiliary  to  present  medicine’s  views  on  the 
multitudinous  measures  affecting  not  only  the 
practice  of  medicine,  but  also  students  in  medical 
fields,  and  the  health  of  the  nation.  As  far  back  as 
1941  the  Auxiliary  was  requested  by  the  speaker  of 
the  House  of  Delegates  of  the  Medical  Society  to 
assist  in  combating  the  subversive  propaganda 
against  the  medical  profession  by  the  sponsors  of 
socialized  medicine.  Efforts  have  never  abated. 
There  was  the  Wagner-Murray-Dingell  bill,  the 
Lodge  bill,  National  School  Health  Services  act, 
National  Health  Insurance  and  Public  Health  act, 
the  Forand  bill,  King-Anderson  bill,  and  on  up  to  the 
debates  on  Eldercare  versus  Medicare.  The  Auxil- 
iary, in  carrying  out  that  most  important  purpose: 
“to  assist  the  MSSNY  in  its  program  for  the  ad- 
vancement of  medicine  and  public  health,”  has  tried 
to  mold  public  opinion  and  influence  legislators, 
particularly  where  compulsory  health  care  versus  the 
voluntary  plans  was  concerned.  Their  activity  at  the 
time  of  the  recent  malpractice  insurance  crisis  cannot 
be  underestimated. 

Our  magazine,  The  Distaff,  is  one  of  the  out- 
standing auxiliary  publications  in  the  nation.  The 
annual  Guide  Procedure  book,  known  as  The  Ladder, 
is  an  invaluable  aid  to  county  officers  and  chairmen. 


Conclusion 

Despite  our  small  beginnings,  in  November,  1965, 
the  Auxiliary  was  incorporated  under  the  laws  of  the 
State  of  New  York,  as  a not-for-profit  membership 
corporation.  In  August,  1967,  we  were  granted  tax- 
exempt  status  by  the  U.S.  Internal  Revenue  Service. 

For  forty  years  the  auxiliary  has  considered  it  a 
privilege  and  an  honor  to  work  hand  in  hand  with  the 
Medical  Society.  The  accomplishments  in  these  four 
decades  are  awesome.  They  could  not  have  come 
about,  however,  without  the  guidance,  support,  and 
financial  assistance  of  the  Medical  Society.  For 
years  this  body  helped  finance  The  Distaff.  Ex- 
penses at  the  New  York  State  Exposition  have  been 
covered  annually  by  physicians.  Frequently,  assis- 
tance has  been  given  with  secretarial  help  for  presi- 
dents. Employees  in  the  Medical  Society  have  aided 
immeasurably  in  relieving  auxiliary  officers  from 
various  clerical  duties.  Since  1971,  when  the  Society 
moved  to  Lake  Success,  a room  in  that  building  has 
been  set  aside  for  the  Auxiliary’s  use. 

Hopefully  every  physician  is  blessed  with  an  un- 
official auxiliary  in  his  home,  his  wife.  It  is  also  our 
hope  that  he  will  recognize  the  effectiveness  and  the 
value  of  the  official  auxiliary.  Were  every  physi- 
cian’s wife  a member,  the  work  for  the  betterment  of 
health  care  and  the  methods  of  delivering  that  care 
could  go  forward  apace.  In  the  years  ahead  it  will 
take  the  mutual  efforts  of  the  medical  societies  and 
their  auxiliaries  to  assure  a continuation  of  the 
practice  of  medicine  unfettered  by  ever-increasing, 
insidious  government  restraints  and  interference 
such  as  is  now  hampering  medicine  in  many  foreign 
countries. 

In  this  bicentennial  year  we  rededicate  ourselves 
to  efforts  for  improving  the  health  of  all  the  citizens 
of  our  State  and  to  aid  our  physician-husbands  in 
their  endeavors  to  bring  this  about.  This  is  our  hope 
and  challenge  for  the  future. 

100  Coniston  Road 
Snyder,  New  York  14226 
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Obituaries 


Frederick  D.  Baker,  M.D.,  of  Jamaica,  died  on  February 
5 at  the  age  of  eighty-five.  Dr.  Baker  graduated  in  1914 
from  New  York  Homeopathic  Medical  College  and  Flower 
Hospital. 

Arthur  Bier,  M.D.,  of  The  Bronx,  died  on  March  31  at  the 
age  of  seventy-four.  Dr.  Bier  received  his  medical  degree 
from  the  University  of  Cologne  in  1923.  He  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Lyman  Crowell  Boynton,  M.D.,  of  Rochester,  died  on 
April  8 at  the  age  of  eighty-two.  Dr.  Boynton  graduated 
in  1931  from  the  University  of  Rochester  School  of  Medi- 
cine. He  was  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Endocrine  Society,  the 
Rochester  Academy  of  Medicine,  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

E.  Jefferson  Browder,  M.D.,  of  Hackettstown,  New 
Jersey,  formerly  of  Brooklyn,  died  on  May  1 at  the  age  of 
eighty-one.  Dr.  Browder  graduated  in  1920  from  Johns 
Hopkins  University  School  of  Medicine.  One  of  the 
world’s  leading  neurosurgeons  and  a frontiersman  in 
neurosurgery,  he  served  an  internship  from  1920  to  1922, 
followed  by  a year  of  training  in  roentgenology  and  general 
pathology  at  the  Long  Island  College  Hospital,  Brooklyn, 
New  York,  where  he  came  under  the  influence  of  Emil 
Goetsch,  M.D.,  with  whom  he  trained  in  general  surgery 
for  four  years.  Dr.  Goetsch  recognized  an  unusual  surgical 
talent  in  Dr.  Browder  and  encouraged  him  to  pursue  the 
relatively  new  field  of  neurosurgery  as  a specialty.  At 
Peter  Bent  Brigham  Hospital,  Boston,  1927  and  1928, 
during  the  tenure  of  Harvey  Cushing,  M.D.,  he  worked  in 
neuropathology  and  neurosurgery.  Returning  to  Brook- 
lyn, he  pioneered  in  establishing  a division  of  neurosurgery 
at  Kings  County  and  Brooklyn  Hospitals.  Dr.  Browder 
began  as  professor  and  chairman  of  the  Department  of 
Surgery  and  then  later  became  chairman  of  a separate 
Department  of  Neurosurgery  at  the  State  University  of 
New  York  Downstate  Medical  Center.  During  his  tenure 
as  chief  of  neurosurgery  at  Kings  County  Hospital,  the 
neurosurgical  service  became  widely  recognized  and  highly 
regarded  throughout  the  nation.  His  trainees  later  orga- 
nized the  Browder  Neurosurgical  Society  which  still  meets 
at  intervals  for  scientific  sessions. 

Dr.  Browder  developed  new  pathway  interruption  pro- 
cedures for  the  relief  of  disabilities  due  to  nervous  system 
dysfunction.  One  consisted  of  sectioning  of  the  anterior 
limb  of  the  internal  capsule  for  the  relief  of  tremor  in  the 
Parkinson  patient.  Physicians  from  all  over  the  world 
came  to  learn  Dr.  Browder’s  new  methods.  He  was  in- 


strumental, also,  in  establishing  the  first  electroencepha- 
lographic  unit  in  Brooklyn.  At  Kings  County  Hospital, 
because  of  the  large  number  of  patients  with  head  trauma 
and  Dr.  Browder’s  insistence  on  meticulous  study  and  care 
of  each  patient,  as  well  as  the  keeping  of  detailed  records, 
his  service  became  one  of  the  foremost  centers  for  head 
trauma  in  the  world.  He  retired  from  Downstate  in  1959 
and  became  emeritus  professor  of  neurosurgery  at  the 
College  of  Medicine  of  New  Jersey  at  Newark.  Dr. 
Browder  contributed  over  100  articles  to  scientific  journals 
and  wrote  several  definitive  chapters  in  outstanding  text- 
books. At  the  age  of  eighty,  as  a staff  member  of  the  East 
Orange  VA  Hospital  and  professor  of  neurosurgery  at  the 
College  of  Medicine  of  New  Jersey  at  Newark,  he  published 
several  papers.  His  last  contribution  as  a principal  author 
was  a monograph  on  the  dural  sinuses  of  the  head.  It  is 
being  published  posthumously.  Dr.  Browder  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a Diplomate 
of  the  American  Board  of  Neurosurgery  (president  in 
1958),  a Fellow  of  the  American  College  of  Surgeons  (a 
governor  1952  to  1955),  and  a member  of  the  American 
Neurological  Association  (and  a former  vice  president),  the 
Association  for  Research  in  Nervous  and  Mental  Disease 
(and  a former  president),  the  American  Surgical  Associa- 
tion, the  New  York  Neurological  Society  (a  former  presi- 
dent), the  New  York  Society  of  Neurosurgery,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

Harry  Cart,  M.D.,  of  New  Hyde  Park,  died  on  April  13  at 
the  age  of  seventy-three.  Dr.  Cart  graduated  in  1927  from 
George  Washington  University  School  of  Medicine.  He 
was  a member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Anthony  J.  Cava,  M.D.,  of  Valley  Stream,  died  on  April 
12  at  the  age  of  seventy-five.  Dr.  Cava  graduated  in  1927 
from  Baylor  University  College  of  Medicine.  He  was  a 
surgeon  on  the  medical  staff  at  Whitestone  General  Hos- 
pital. Dr.  Cava  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Vincent  Cosgrove,  M.D.,  of  The  Bronx,  died  on 
April  10  at  the  age  of  sixty-three.  Dr.  Cosgrove  graduated 
in  1938  from  George  Washington  University  School  of 
Medicine.  He  was  an  attending  obstetrician  and  gyne- 
cologist at  Westchester  Square  Hospital.  Dr.  Cosgrove  was 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Nelson  Dill,  M.D.,  of  Yonkers,  died  on  April  28  al 
the  age  of  seventy.  Dr.  Dill  graduated  in  1933  from  Lonf 
Island  College  of  Medicine.  He  was  a consulting  gastro 
enterologist  at  St.  John’s  Riverside  Hospital.  Dr.  Dill  wa; 
a member  of  the  Yonkers  Academy  of  Medicine,  the  Clin 
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ical  Society,  New  York  Diabetes  Association,  the  West- 
chester County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

John  A.  Enzien,  M.D.,  of  North  Troy  and  Troy,  died  on 
April  8 at  the  age  of  seventy-two.  Dr.  Enzien  graduated 
in  1929  from  Albany  Medical  College.  He  was  chief  of 
otolaryngology  at  Leonard  Hospital.  Dr.  Enzien  was  a 
member  of  the  Rensselaer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Thomas  Fochtman,  M.D.,  of  Glen  Cove,  died  on 
April  6 at  the  age  of  sixty-five.  Dr.  Fochtman  graduated 
in  1934  from  Creighton  University  School  of  Medicine.  He 
was  an  emeritus  anesthesiologist  at  Community  Hospital 
at  Glen  Cove.  Dr.  Fochtman  was  a Diplomate  of  the 
American  Board  of  Anesthesiology,  a Fellow  of  the  Amer- 
ican College  of  Anesthesiologists,  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  New  York 
State  Society  of  Anesthesiologists,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Mark  Edward  Fox,  M.D.,  of  New  York  City,  died  on  May 
1 at  the  age  of  sixty-five.  Dr.  Fox  received  his  medical 
degree  from  the  University  of  Paris  in  1937.  He  was  an 
assistant  surgeon  at  Bellevue  Hospital  and  an  associate 
surgeon  at  French  and  Polyclinic  Medical  School  and 
Health  Center.  Dr.  Fox  was  a Diplomate  of  the  American 
Board  of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Occupational  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Goldstone,  M.D.,  of  New  York  City,  died  on  April 
20  at  the  age  of  eighty-four.  Dr.  Goldstone  graduated  in 
1915  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Richard  M.  Guggenheim,  M.D.,  of  Islip,  died  on  April  10 
at  the  age  of  eighty-one.  Dr.  Guggenheim  received  his 
medical  degree  from  the  University  of  Heidelberg  in  1921. 
He  was  a member  of  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Hawley,  M.D.,  of  Baldwinsville,  died  on  February 
9 at  the  age  of  ninety-eight.  Dr.  Hawley  graduated  in  1899 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a member  of  the  Onondaga  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Donald  R.  Keller,  M.D.,  of  Westhampton  Beach,  died  on 
April  12  at  the  age  of  seventy-one.  Dr.  Keller  graduated 
in  1930  from  McGill  University  Faculty  of  Medicine.  He 
was  a member  of  the  American  Geriatrics  Society,  the 
Suffolk  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

Sidney  Kimelblot,  M.D.,  of  Hollywood,  Florida,  formerly 
of  Albany,  died  on  July  1, 1974,  at  the  age  of  seventy-four. 


Dr.  Kimelblot  graduated  in  1923  from  Syracuse  University 
College  of  Medicine.  Retired,  he  had  been  an  attending 
physician  at  Memorial  Hospital,  Albany.  Dr.  Kimelblot 
was  a member  of  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Paul  H.  LePaige,  M.D.,  of  Woodstock,  died  in  April  at  the 
age  of  eighty-one.  Dr.  LePaige  received  his  medical  degree 
from  the  University  of  Kiel  in  1920.  He  was  a member  of 
the  Ulster  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Rudolph  Maurice  Loewenstein,  M.D.,  of  New  York  City, 
died  on  April  14  at  the  age  of  seventy-eight.  Dr.  Loewen- 
stein received  his  medical  degree  from  the  University  of 
Paris  in  1935.  He  was  a member  of  the  American  Psy- 
choanalytic Association,  the  American  Psychiatric  Asso- 
ciation, the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Vincent  Moesch,  M.D.,  of  Buffalo,  died  in  March 
at  the  age  of  fifty-five.  Dr.  Moesch  graduated  in  1946  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
attending  obstetrician  and  gynecologist  at  Millard  Fillmore 
Hospital.  Dr.  Moesch  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gynecologists,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  Erie  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Carl  Eugene  Muench,  M.D.,  of  Syracuse,  died  on  April 
13  at  the  age  of  ninety-two.  Dr.  Muench  graduated  in  1907 
from  Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Association. 

Walther  B.  Neubauer,  M.D.,  of  Mount  Vernon,  died  on 
April  14  at  the  age  of  eighty-two.  Dr.  Neubauer  received 
his  medical  degree  from  the  University  of  Hamburg  in 
1921.  He  was  a member  of  the  W7estchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Robert  Provenzano,  M.D.,  of  Hewlett,  died  on 
April  7 at  the  age  of  sixty-seven.  Dr.  Provenzano  gradu- 
ated in  1935  from  Boston  University  School  of  Medicine. 
He  was  an  attending  physician  in  general  practice  at  South 
Nassau  Communities  Hospital.  Dr.  Provenzano  was  a 
member  of  the  Nassau  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  Rabin,  M.D.,  of  Hornell,  died  on  March  12  at 
the  age  of  sixty-six.  Dr.  Rabin  was  a Licentiate  of  the 
Royal  College  of  Physicians  and  Surgeons  of  Edinburgh 
and  a Licentiate  of  the  Royal  Faculty  of  Physicians  and 
Surgeons  of  Glasgow.  He  was  an  attending  anesthesiolo- 
gist at  St.  James  Mercy  Hospital.  Dr.  Rabin  was  a member 
of  the  American  Society  of  Anesthesiologists,  Inc.,  the  New 
York  State  Society  of  Anesthesiologists,  the  Steuben 
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County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Fred  MacDonald  Richardson,  M.D.,  of  Albany,  died  on 
April  11.  Dr.  Richardson  graduated  in  1935  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  a member  of  the 
American  Public  Health  Association. 

Reuben  Steinholz,  M.D.,  of  New  York  City,  died  on  April 
28  at  the  age  of  eighty-four.  Dr.  Steinholz  graduated  in 
1916  from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  P.  Stivelman,  M.D.,  of  Baldwin,  died  on  April  25 
at  the  age  of  seventy-six.  Dr.  Stivelman  graduated  in  1930 
from  the  University  of  Michigan  Medical  School.  He  was 
an  emeritus  physician  in  family  medicine  at  South  Nassau 
Communities  Hospital.  Dr.  Stivelman  was  a member  of 
the  Nassau  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Paul  Herbert  Sullivan,  M.D.,  of  Great  Neck,  died  on 
April  29  at  the  age  of  sixty-three.  Dr.  Sullivan  graduated 
in  1937  from  Boston  University  School  of  Medicine.  He 
was  an  associate  surgeon  at  North  Shore  Hospital  and  a 
consulting  surgeon  at  Nassau  Hospital.  Dr.  Sullivan  was 
a Fellow  of  the  American  College  of  Surgeons,  a Fellow  of 


the  International  College  of  Surgeons,  and  a member  of  the 
Nassau  Academy  of  Medicine,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Warren  Irving  Titus,  M.D.,  of  Glen  Cove,  died  on  April 
16  at  the  age  of  seventy-six.  Dr.  Titus  graduated  in  1924 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consultant  in  internal  medicine  at 
Community  Hospital  at  Glen  Cove.  Dr.  Titus  was  a Fellow 
of  the  American  College  of  Physicians  and  a member  of  the 
Pan  American  Medical  Association,  the  American  Geri- 
atrics Society,  the  Nassau  Academy  of  Medicine,  the  New 
York  State  Society  of  Internal  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Hwa  Nien  Tsui,  M.D.,  of  Rome,  died  on  March  5 at  the 
age  of  forty-six.  Dr.  Tsui  received  his  medical  degree  from 
the  National  Taiwan  University  Faculty  of  Medicine  in 
1954.  Dr.  Tsui  was  a member  of  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louis  Weinstein,  M.D.,  of  New  York  City,  died  on  March 
31  at  the  age  of  eighty.  Dr.  Weinstein  graduated  in  1920 
from  the  University  of  Alabama  School  of  Medicine.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Abstracts  in  Interlingua 


Mirand,  E.  A.,  Zucali,  J.  R.,  e Murphy,  G.  P.:  Le  rolo 
del  ficato  in  le  production  del  erythropoietina;  probas  clinic 
e experimental,  New  York  State  J.  Med.  76:  1100  (Julio) 

1976. 

Nivellos  elevate  del  erythropoietina  esseva  trovate  in  le 
plasma,  le  urina  e le  extracto  hepatic  de  un  patiente  con 
hepato-carcinoma  e erythrocytosis.  In  contraste,  le  plas- 
ma, le  urina  e le  extracto  hepatic  de  un  patiente  sin  dys- 
function del  ficato  non  demonstrava  nivellos  elevate  de 
erythropoietina.  Ademas,  le  texito  hepatic  fetal  in  culturas 
habeva  le  capacitate  de  producer  nivellos  detectabile  de 
erythropoietina.  Esseva  concludite  que  le  mechanismos 
per  le  qual  le  nivellos  elevate  de  erythropoietina  esseva 
mantenite  in  un  patiente  con  hepatocarcinoma  plus 
possibilimente  esseva  debite  al  capacitate  de  iste  cellulas 
hepatic  maligne  de  servir  como  un  fonte  extra-renal  de 
erythropoietina. 

Miller,  D.  W.,  Hutchinson,  J.  E.,  c Malm,  J.  R.:  Trauma 
del  thorace;  su  natura  in  le  ghetto  urban,  New  York  State 


J.  Med.  76:  1103  (Julio)  1976. 

Un  studio  prospective  de  omne  casos  de  trauma  thoracic 
hospitalisate  in  le  Centro  Hospitalari  de  Harlem  esseva 
facite  in  un  periodo  de  6 menses.  Habeva  106  hospitali- 
sate; de  iste,  30  esseva  ferite  per  armas  de  foco;  61,  per 
cultello,  e 15  habeva  contusiones  del  thorace.  Vinti  e un 
(21 ) requireva  thoracotomia  de  emergentia,  principalmente 
per  hemorrhagia  continua  per  le  tubo  de  drenage  thoracic 
o causante  de  tamponade  cardiac.  Le  majoritate  del  feritas 
esseva  debite  a querellas  inter  amicos  e relatives.  Le  feritas 
penetrante  del  thorace  causate  per  assaltos  habeva  un 
frequentia  del  50  pro  cento.  Omne  feritas  per  armas  de 
foco  esseva  causate  per  armas  manual.  Un  augmento  de 
15  vices  del  incidentia  del  feritas  del  thorace  causate  per 
armas  de  foco,  in  contraste  con  solmente  un  augmento  de 
2 vices  del  feritas  a cultello,  esseva  trovate  quando  iste  in- 
formation esseva  comparate  con  le  statisticas  del  feritas 
penetrante  del  thorace  reportate  per  iste  institution  le 
decada  passate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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Month  in  Washington 


The  Administration  has  submitted  an  “encouraging 
report”  to  Congress  on  the  Professional  Standards  Review 
Organizations  (PSRO)  program,  but  confessed  at  the  same 
time  that  lawmakers  should  not  expect  too  much  in  the  way 
of  cost  savings. 

Louis  Heilman,  M.D.,  head  of  the  Health  Services  Ad- 
ministration, told  the  House  Ways  and  Means  Oversight 
Subcommittee  that  “important  progress  has  been  made.” 
He  said  in  the  203  designated  PSRO  areas  there  are  65 
conditional  organizations  performing  review  and  another 
55  in  the  planning  stage.  By  the  end  of  the  fiscal  year,  120 
conditional  PSRO’s  will  be  in  operation  reviewing  some  3 
million  hospital  admissions,  he  said.  More  than  106,000 
physicians  are  now  members  of  organized  PSRO’s  ac- 
cording to  the  Health,  Education,  and  Welfare  Department 
official. 

Dr.  Heilman  said  the  primary  purpose  of  the  PSRO 
program  is  quality  assurance  and  that  cost-effectiveness 
was  a secondary  objective.  “The  quality  assurance  ac- 
tivities of  PSRO’s  may  increase  the  utilization  of  some 
services  while  decreasing  that  of  others,”  he  testified  as — “a 
word  of  caution  on  expectations  of  a PSRO’s  ability  to 
control  expenditures.” 

At  the  same  time,  however,  the  Subcommittee  received 
other  information  from  HEW  suggesting  substantial 
economy  benefits  from  PSRO’s.  In  response  to  a sub- 
committee questionnaire,  HEW  said  in  some  areas  the 
average  savings  has  been  on  a one-to-four  (cost  to  savings) 
ratio. 

Subcommittee  Chairman  Charles  A.  Vanik  (D.,  Ohio) 
said  “we  would  like  to  discover  whether  the  Congressional 
expectation  that  PSRO’s  will  hold  down  costs  is  reasonable, 
since  improved  quality  of  care  is  often  incompatible  with 
lower  costs.  If  the  Congressional  goal  of  holding  down 
costs  through  PSRO’s  is  not  reasonable,  then  we  must  give 
renewed  attention  to  finding  other  types  of  cost  controls.” 
* * * 

Legislation  requiring  the  government  to  give  affected 
parties  more  rights  to  challenge  and  make  recommenda- 
tions on  proposed  Federal  regulations  has  been  endorsed 
by  the  American  Medical  Association. 

Specifically  backed  were  bills  introduced  in  the  House 
by  Rep.  Thomas  Kindness  (R.,  Ohio)  and  in  the  Senate  by 
Sen.  Charles  Mathias  (R..  Md.)  providing  remedial  changes 
in  the  Administrative  Procedures  Act  aimed  at  opening  up 
regulatory  procedures  to  assure  that  the  government 
doesn’t  overstep  Congressional  intent  or  ignore  it. 

Raymond  T.  Holden,  M.D.,  Chairman  of  the  AMA’s 
Board  of  Trustees,  told  the  Senate  Judiciary  Subcom- 
mittee that  such  legislation  “is  a welcome  move  toward 
rectifying  the  many  abuses  which  have  arisen  in  the  rule 
making  process  of  administrative  agencies.” 

This  seems  to  have  been  especially  true  in  the  health 
agencies,  according  to  Dr.  Holden,  who  said  that  health 
regulations  often  have  resulted  in  programs  “unrecogniz- 
able in  the  original  law.” 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


At  the  same  time,  the  AMA  official  said  legislation  to 
require  complicated  governmental  review  of  regulations 
could  “create  a mechanism  which  could  strangle  the  good 
intentions  of  remedial  legislation.” 

* * * 

The  Senate  has  passed  64-11  a bill  broadening  Federal 
authority  over  clinical  laboratories  to  include  those  engaged 
in  intrastate  operations  and  giving  the  government  firmer 
standards  control. 

Under  the  legislation,  HEW  theoretically  could  apply 
the  controls  to  individual  physicians’  offices.  The  perti- 
nent provision  states  that  the  HEW  Secretary  “may  ex- 
empt" such  offices.  As  a condition  of  such  exemption, 
physicians  who  use  their  offices  as  labs  as  an  adjunct  for 
treating  their  own  patients  would  have  to  describe  the 
qualifications  of  nonphysician  personnel  who  do  lab  work, 
how  much  they  do,  and  the  score  each  shows  in  any  profi- 
ciency testing. 

Sen.  Carl  Curtis  (R.,  Neb.)  complained  that  “here  the 
government  is  reaching  down  to  the  country  physician’s 
office  ...  I say  that  we  are  removing  from  people  the 
medical  services  that  our  society  now  provides  by  giving 
the  Federal  government  jurisdiction  over  them.” 

The  bill,  which  now  goes  to  the  House  where  similar 
legislation  is  before  the  House  Health  Subcommittee 
provides: 

* Federal  licensing  of  all  clinical  laboratories.  HEW 
would  set  standards  and  enforce  them  itself  or  delegate 
enforcement  to  states  having  statutory  programs  meeting 
Federal  criteria.  Private  nonprofit  accrediting  groups 
could  be  used  to  help  enforce  standards  if  they  meet  Fed- 
eral requirements  but  no  exemption  from  licensure  to 
privately  accredited  laboratories  is  provided. 

* An  advisory  council  with  membership  set  at  12  persons, 
to  include  representatives  of  nationally  recognized  labo- 
ratory-accrediting bodies,  directors  of  state  laboratory- 
licensing programs,  members  of  the  public,  and  not  more 
than  three  persons  who  are  owners,  operators,  or  directors 
of  laboratories. 

* HEW  is  authorized  to  waive  for  two  years  personnel 
standards  for  laboratory  technicians  employed  in  hospitals 
with  fewer  than  100  beds  if  located  in  a rural  area. 

* An  office  of  clinical  laboratories  to  administer  one  set 
of  uniform  standards. 

* HEW  may  issue  no  license  unless  it  has  received  from 
the  applying  laboratory  “an  accurate,  itemized  schedule 
of  all  current  rates  charged  by  the  applicant  for  those  lab- 
oratory services  . . . and  such  other  information  as  may  be 
necessary,  including  full  disclosures  of  any  current  con- 
tractual relationships,  written  or  oral,  between  the  ap- 
plicant and  physician  respecting  such  services.” 

* Laboratories  found  to  be  engaging  in  illegal  financial 
abuses  would  be  subject  to  revocation  of  licenses. 

* * * 

A Rand  Corporation  study  says  the  amount  people 
would  have  to  pay  in  taxes  under  the  disparate  national 
health  insurance  (NHI)  proposals  before  Congress 
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wouldn’t  vary  much  and  suggested  this  opens  the  door  to 
compromise. 

The  study,  financed  in  part  by  the  government,  was 
written  by  Bridger  M.  Mitchell,  senior  Rand  economist, 
and  William  B.  Schwartz,  M.D.,  a Rand  consultant  and 
chairman  of  the  Department  of  Medicine,  School  of 
Medicine,  Tufts  University. 

The  report  said  that  the  Administration’s  CHIP  ap- 
proach in  its  1975  NHI  bill  provides  a “surprisingly  small” 
saving  to  middle  and  upper  income  taxpayers  over  the  1975 
compromise  Kennedy-Mills  plan,  although  both  provide 
essentially  the  same  services. 

The  old  Nixon  Administration  bill  and  the  defunct 
Kennedy-Mills  bill  each  would  require  total  tax  revenues 
of  some  $45  billion  to  fund  the  health  care  of  people  under 
sixty-five.  The  Rand  team  said  the  labor-supported 
Kennedy-Corman  proposal  would  require  $68  billion,  and 
the  Long-Ribicoff  bill,  $16  billion. 

Financed  by  payroll  and  income  taxes  but  requiring  no 
payments  to  hospitals  or  physicians  by  patients,  the 
Kennedy-Corman  bill,  despite  its  higher  cost,  would  im- 
pose virtually  the  same  total  cost  for  health  care  on  families 
earning  under  $15,000  as  the  Administration  and  Ken- 
nedy-Mills bills,  the  report  said. 

But  to  raise  the  extra  $23  billion  it  would  cost,  the 
Kennedy-Corman  bill  would  impose  sharply  increased 
taxes  on  upper  income  families — as  much  as  $1,000  a year 
more  than  under  the  Administration  and  Kennedy-Mills 
bills  for  a $40,000-a-year  family. 

* * * 

One  of  the  nation’s  most  powerful  unions — the  Team- 
sters— backed  away  from  support  for  the  Kennedy-Cor- 
man bill  to  federalize  national  health  care. 

A high  Teamsters  official  told  a national  health  confer- 
ence that  “we  have  become  increasingly  distressed  ...  by 
the  possibility  that  a National  Health  Insurance  plan  which 
runs  all  of  the  money  for  the  purchase  of  health  care 
through  the  Federal  government,  such  as  the  Health  Se- 
curity Act  (Kennedy-Corman),  might  be  adopted  ...  we 
cannot  support  a program  that  gives  the  Federal  govern- 
ment total  control  over  financing  and  delivery  of  health 
care,”  said  Daniel  Shannon,  Teamsters  Executive  Director 
of  the  Central  States,  Southeast  and  Southwest  areas, 
Health  Welfare  and  Pension  Fund. 

Speaking  before  the  National  Leadership  Conference 
on  America’s  Health  Policy  in  Washington,  D.C.,  Shannon 
said  “let’s  maximize  the  utilization  of  the  private  system 
rather  than  handing  the  entire  problem  over  to  the  gov- 
ernment.” 

Hitherto,  organized  labor  had  presented  what  appeared 
to  be  a united  block  in  favor  of  the  Kennedy  bill  which 
would  eliminate  private  health  insurance  and  have  the 
government  finance  all  health  care.  The  Teamsters  had 
not  been  in  the  forefront  of  the  labor  push,  but  they  had 
not  opposed  it. 

* * * 

The  Senate  has  passed  legislation  establishing  a Presi- 
dential Commission  to  review  all  biomedical  and  behavioral 
research  done  by  the  government. 

The  Presidential  Commission  would  replace  an  existing 
commission  now  working  in  the  Department  of  Health, 
Education,  and  Welfare.  It  would  consist  of  1 1 members 
from  the  fields  of  law,  ethics,  theology,  the  sciences,  and 
health  administration.  Sponsors  of  the  legislation  want 
the  Commission  to  have  broad  authority  over  all  Federal 


departments  and  agencies.  A special  section  of  the  bill, 
now  before  the  House,  directs  the  Commission  to  investi- 
gate research  in  DNA. 

* * * 

A top  Food  and  Drug  Administration  official  has  warned 
that  the  integrity  of  the  medical  profession  is  threatened 
by  the  growing  influence  of  drug  companies  on  medical 
education  and  medical  publications. 

Bureau  of  Drugs  Director  Richard  Crout,  M.D.,  told  a 
Senate  committee  that  “educational  materials  produced 
by  and  for  an  industry  with  an  interest  in  increasing  sales 
of  drugs,  will — on  balance — be  biased  in  a direction  in- 
tended to  promote  drug  use.” 

Dr.  Crout  said  he  considers  only  the  New  England 
Journal  of  Medicine  and  the  Journal  of  the  American 
Medical  Association  to  be  “scholarly”  publications.  In 
the  26  other  medical  magazines,  the  content  tends  to  be 
“overwhelmingly  optimistic  about  drug  therapy  . . . the 
issue  is  not  whether  the  article  is  scientifically  correct  or 
whether  it  is  proper  to  publish  such  information  . . . (but) 
whether  such  an  article  presents  ...  in  the  guise  of  a sci- 
entific paper,  promotional  information  which  otherwise 
could  not  be  legally  published  as  drug  advertising,  or  drug 
labelling.” 

Crout  was  also  critical  of  pharmaceutical  companies’ 
funding  of  continuing  postgraduate  education  for  physi- 
cians. 

The  FDA  will  try  to  establish  a clear  definition  of  the  role 
of  audiovisual  and  printed  materials  funded  by  the  phar- 
maceutical companies  in  postgraduate  medical  education, 
Dr.  Crout  told  the  Senate  Monopoly  Subcommittee  headed 
by  Sen.  Gaylord  Nelson  (D.,  Wis.). 

Dr.  Crout  said  the  new  regulations  would  “permit  truly 
independently  prepared  educational  materials  which  do 
not  have  an  overall  promotional  message  to  be  distributed 
by  drug  manufacturers.” 

* * * 

Federal  control  of  medical  devices  similar  to  its  present 
authority  over  drugs  has  been  passed  by  the  Congress  into 
law,  capping  a ten-year  campaign  by  the  government. 

The  measure  passed  by  Congress  and  sent  to  the  White 
House  for  President  Ford’s  signature  provides  three  gen- 
eral classifications  for  devices. 

Custom  devices  ordered  by  physicians  for  individual 
patients  are  exempt  in  most  cases. 

Federal  courts  in  recent  years  have  given  the  Food  and 
Drug  Administration  considerable  authority  to  regulate 
devices  as  well  as  drugs.  The  Congressional  action  had 
been  long  anticipated  by  FDA  which  has  formed  advisory 
committees  that  already  have  reviewed  and  classified  most 
devices  on  the  market. 

Controversy  in  the  past  has  erupted  over  intrauterine 
devices  and  cardiac  pacemakers,  among  others. 

In  its  report  on  the  legislation,  the  House  Commerce 
Committee  said  that  “although  many  lives  have  been  saved 
or  improved  by  new  discoveries,  the  potential  for  harm  to 
consumers  has  been  heightened  by  the  critical  medical 
conditions  in  which  sophisticated  modern  devices  are  used 
and  by  the  complicated  technology  involved  in  their 
manufacture  and  use.  In  the  search  to  expand  medical 
knowledge,  new  experimental  approaches  have  sometimes 
been  tried  without  adequate  premarket  clinical  testing, 
quality  control  in  materials  selected,  or  patient  con- 
sent.” 

The  general  aim  of  the  legislation  is  to  prevent  public 
marketing  of  devices  that  aren’t  reliable  or  safe.  FDA  has 
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always  had  the  power  to  move  against  unsafe  devices  after 
the  fact. 

The  three  classifications  are: 

* General  controls — record  and  report  keeping,  good 
manufacturing  practices,  registration  of  manufacturers, 
prohibition  of  misbranded  or  adulterated  products. 

* Performance  standards — standards  will  be  set  by  the 
government. 

* Premarket  approval — covers  implanted  devices  or 
those  considered  to  be  life  sustaining  or  supporting.  De- 
vices not  intended  to  remain  in  the  body  more  than  thirty 
days  in  general  would  not  be  considered  implanted  devices. 
Devices  with  a long  history  of  safe  use  such  as  dental  de- 
vices, bone  screws,  and  hip  pins  would  not  fall  in  this  group. 

Panels  of  experts  will  make  classification  recommen- 
dations on  devices  after  which  the  HEW  Department  will 
classify  the  devices  by  regulation. 

No  one  expects  the  device  regulatory  program  to  expe- 
rience clear  sailing.  There  will  be  many  disputes  over 
classifications  and  problems  over  what  constitutes  “custom 
devices”  not  requiring  clearance. 

At  a recent  conference  on  the  devices  legislation,  William 
Warded,  M.D.,  of  the  University  of  Rochester  School  of 
Medicine,  warned  of  “negative  impacts”  such  as  a lag  in 
research  and  innovation  in  the  device  field. 

FDA  has  divided  devices  into  distinct  categories:  or- 
thopedics; cardiovascular  diseases;  dentistry;  anesthesi- 
ology; obstetrics  and  gynecology;  gastroenterology;  urology; 
radiology;  neurology;  ear,  nose,  and  throat  disorders; 
ophthalmology;  plastic  and  general  surgery;  physical 
medicine;  clinical  pathology;  and  general  and  personal  use. 
* * * 

The  financial  outlook  for  Social  Security  remains  pre- 
carious, the  Trustees  of  the  system  have  reported  to  Con- 
gress. They  predict  Social  Security  will  be  running  in  the 
red  for  many  years  unless  Congress  moves  swiftly  to  in- 
crease the  tax. 

The  economic  upturn  over  the  past  year  has  helped  the 
short-range  outlook  somewhat  since  the  last  annual  report 
to  Congress,  but  over  the  long-haul  Social  Security  appears 
to  be  in  worse  trouble  than  ever. 

The  actuarial  shakiness  of  the  Social  Security  system 
and  public  and  Congressional  resistance  to  increasing  the 
Social  Security  tax  bite  have  severely  damaged  prospects 
for  sweeping  National  Health  Insurance  proposals  based 
on  Social  Security  financing. 

The  trust  funds  for  Old  Age  and  Disability  Benefits  will 
decline  by  $4.3  billion  this  year,  instead  of  the  $5.8  billion 
predicted  in  a 1975  report. 

“The  long-term  picture  is  now  shown,  under  new  as- 
sumptions, as  holding  out  the  prospects  of  higher  future 
costs  than  had  been  previously  projected.”  Social  Security 
Commissioner  James  B.  Cardwell  said. 

Cardwell  is  Secretary  of  the  Board  of  Trustees  which 
include  Treasury  Secretary  William  Simon,  HEW  Secre- 
tary David  Mathews,  and  Labor  Secretary  W.  J.  Usery. 

The  report  covers  the  four  trust  funds  established  for 
Social  Security  programs,  including  the  Old  Age  and  Sur- 
vivors trust  funds,  disability  insurance,  and  Medicare 
hospital  and  supplemental  insurance. 

* * * 

President  Ford  has  told  Congress  that  deaths  from 
coronary  heart  disease,  stroke,  and  hypertension  continue 
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Medical  News 


Columnist  attacks 
national  health  insurance 

National  CBS  Radio  commentator  and  journalist  M. 
Stanton  Evans  said  in  May  that  the  U.S.  Medical  system 
is  not  ‘sick’  and  therefore  needs  no  Federal  intervention 
to  ‘get  well.’  Evans  is  chairman  of  the  American  Conser- 
vative Union,  Washington,  D.C. 

The  Los  Angeles  Times  syndicated  columnist  delivered 
the  Stockton  Kimball  Memorial  Lecture  to  some  200 
physicians  attending  the  State  University  at  Buffalo 
Medical  Alumni  Association’s  39th  annual  Spring  Clinical 
Days  at  the  Statler-Hilton,  May  7-8. 

Citing  such  indices  as  lowered  infant  mortality  and 
higher  life  expectancy,  evident  in  the  U.S.,  Evans  said 
“these  are  not  the  signs  of  a sick  medical  system  which 
needs  Federal  intrusion  in  the  form  of  national  health  in- 
surance.” 

He  blamed  the  high  cost  of  health  care  in  the  U.S.  today, 
in  part,  on  Federal  intervention  and  partial  subsidy  of  care, 
via  Medicaid  and  Medicare. 

Kidney  for  transplant 
escorted  8,000  miles 

A twenty-six-year-old  citizen  of  Israel  recently  received 
a kidney  from  a donor  identified  by  the  New  York/New 
Jersey  Regional  Transplant  Program.  The  transplanta- 
tion was  performed  after  an  Israeli  surgeon,  completing  a 
fellowship  at  Downstate  Medical  Center  (State  University 
of  New  York),  escorted  the  kidney  on  the  8,000-mile  trip 
between  New  York  and  Jerusalem. 

Current  concepts  in  infant  nutrition 

In  the  March-April,  1976,  vol.  47,  no.  2 (ISSN  0011-5568) 
issue  of  the  Dairy  Council  Digest,  published  by  the  Na- 
tional Dairy  Council,  appears  an  article  on  “Current  Con- 
cepts in  Infant  Nutrition.”  The  summary  of  the  article 
appears  below. 

One  of  the  major  changes  in  infant  feeding  practices  that 
occurred  during  this  century  is  the  decline  in  breast  feeding 
and  the  corresponding  increase  in  artificial  feeding  despite 
the  well-documented  advantages  of  the  former  practice. 
Noted  with  this  trend  is  the  feeding  of  solids  to  infants  at 
an  increasingly  earlier  age.  Whether  or  not  these  trends 
will  adversely  affect  the  infant’s  health  in  later  life  remains 
to  be  clearly  delineated.  The  infant’s  diet  should  be  ade- 
quate but  not  excessive  in  water,  calories,  carbohydrate, 
protein,  fat,  vitamins,  and  minerals.  Several  health  con- 
cerns associated  with  infant  feeding  practices  have  been 
described.  Research  conducted  to  determine  the  most 
suitable  chemical  form  of  the  iron  supplement  for  infant 
feeding  may  pave  the  way  for  eliminating  iron-deficiency 
anemia,  the  most  prevalent  nutritional  disorder  among 
infants  in  the  U.S.  In  view  of  the  reported  association 
between  the  sodium  content  of  the  American  infant’s  diet 
and  hypertension  in  later  life,  manufacturers  of  infant 
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foods  have  modified  their  formulations  accordingly.  Al- 
though several  reports  have  linked  overfeeding  and  early 
mixed  feedings  during  infancy  to  the  development  of 
obesity  in  later  life,  more  research  is  warranted  to  une- 
quivocally establish  this  relationship.  The  difficulty  as- 
sociated with  diagnosing  milk  allergy  is  probably  one  rea- 
son for  the  wide  discrepancy  in  its  reported  incidence. 
Whether  or  not  the  relatively  high  incidence  of  methem- 
oglobinemia in  infants  is  due  to  nitrate-containing  foods 
is  not  clearly  established. 

Physicians  needed 

Israeli  kibbutz  physicians  (English  speaking)  need  help 
to  provide  primary  care,  develop  patterns  of  care,  teach 
medical  students,  and  so  forth.  If  you  are  able  to  provide 
a week  of  your  time  write  or  call:  Paul  Drucker,  M.D.  799 
Amboy  Avenue,  Edison,  N.J.  08817  or  Jerry  Abrams  M.D. 
190  Greenbrook  Rd.,  N.  Plainfield,  N.J.  07060  (201)  756- 
8513 

Hydrogen-powered  car  unveiled 

The  world’s  first  hydrogen-powered  “electric”  car  was 
unveiled  on  the  first  day  of  the  Brookhaven  National 
Laboratory’s  Energy  Fair  in  May. 

One  of  more  than  70  exhibits,  the  prototype  car  and 
model  electrolyzer  was  displayed  for  the  public.  The 
electrolyzer,  which  produces  hydrogen  from  water,  will 
eventually  be  designed  to  recharge  the  hydrogen  car.  And 
someday,  an  owner  will  be  able  to  recharge  his  urban  car 
at  home  overnight. 

Skateboard  injuries  on  the  rise: 

Hawaii  pediatricians 

Parents  and  children  should  be  alerted  to  “the  potential 
damage  and  bodily  harm  that  skateboard-riding  can  in- 
flict,” two  officials  of  the  American  Academy  of  Pediatrics’ 
Hawaii  chapter  warned  in  the  May  issue  of  Pediatrics,  the 
Academy’s  monthly  scientific  journal. 

Saying  that  skateboards  have  produced  “an  alarmingly 
high  toll  of  injury  and  illness,  ’ the  officials  noted  that  in 
one  three-month  period  at  a Hawaiian  hospital,  16  children 
were  brought  in  for  skateboard -related  injuries.  Among 
the  injuries  were  7 cerebral  concussions,  1 skull  fracture, 
various  broken  bones,  and  internal  injuries.  In  1 case, 
physicians  had  to  operate  to  remove  the  spleen  of  an  in- 
jured skateboard  rider. 

Other  hospitals  reported  even  more  cases  of  skateboard 
injuries,  the  physicians  said,  and  a survey  of  20  private 
pediatricians  turned  up  more  than  100  cases  of  skateboard 
injuries. 

“It  seems  fair  to  state  that  the  casualty  toll  is  high,”  the 
physicians  said.  “In  no  other  individual  recreational  sport 
has  one  seen  such  a high  morbidity  as  skateboard-riding.” 

The  Hawaii  pediatricians  suggest  designating  controlled 
areas  where  skateboard  riding  could  be  done  under  su- 
pervision, away  from  busy  streets.  “More  importantly,” 
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they  said,  "parents  and  responsible  adults  (specifically 
retail  outlets  for  skateboards)  must  take  the  task  of  edu- 
cating our  youngsters  in  the  proper  and  safe  use  of  skate- 
boards.” 

Authors  of  the  Pediatrics  report  were  Fernando  Atienza, 
M.D.,  Secretary  of  the  AAP  Hawaii  chapter,  and  Calvin 
Sia,  M.D.,  Chapter  Chairman. 

National  chairman  appointed 

Dick  Cavett,  TV  personality  and  master  conversation- 
alist will  be  talking  about  lung  diseases  during  the  1976 
“Christmas  Seal  season.”  His  appointment  was  an- 
nounced by  James  Kieran,  M.D.,  Berkeley,  California, 
president-elect  of  the  American  Lung  Association  at  the 
annual  meeting  in  New  Orleans. 

Gold  Headed  cane  Award 

Hans  Popper,  M.D.,  Gustave  L.  Levy  Distinguished 
Service  Professor,  Mount  Sinai  Medical  Center,  was  sig- 
nally honored  on  March  22  by  the  American  Association 
of  Pathologists  and  Bacteriologists  when  it  presented  to 
him  its  Gold  Headed  Cane  Award  as  a physician  “who 
represents  the  highest  ideals  in  medicine  and  pathology.” 
Cherished  as  one  of  American  medicine’s  highest  honors, 
the  award  has  been  given  only  24  times  since  its  esta- 
blishement  in  1919.  Among  the  previous  recipients  have 
been  Nobel  Laureates  Dr.  Peyton  Rous  and  Dr.  George 
Hoyt  Whipple. 

Interdisciplinary  institute  for  gerontological 
studies  established 

Yeshiva  University  announced  in  May  the  establishment 
of  an  Interdisciplinary  Institute  for  Gerontological  Studies. 
The  Institute  is  designed  to  coordinate  and  foster  research 
and  study  throughout  the  University  on  the  special  prob- 
lems of  the  aged,  particularly  the  Jewish  aged.  It  will 
function  under  Dean  David  Mirsky’s  office.  Dean  Mirsky 
is  acting  vice  president  for  academic  affairs. 

Announcement 

A news  conference-luncheon  held  by  Health  Systems 
Agency  of  New  York  City,  on  May  17,  served  to  introduce 
Joseph  T.  Lynaugh,  HSA  executive  director;  the  Rev.  Carl 
E.  Flemister,  chairman  of  the  board;  and  Lowell  E.  Beilin, 
M.D.,  chairman  of  the  executive  committee. 

Deputy  Mayor  John  E.  Zuccotti,  who  was  actively  in- 
volved in  the  development  of  the  HSA,  also  took  part  in  the 
news  conference. 

On  hand  also  were  other  newly-elected  agency  officials. 
They  are:  Morrell  Goldberg,  representative  of  the  Greater 
New  York  Hospital  Association  and  executive  vice  presi- 
dent of  the  Brookdale  Hospital  Medical  Center  in  Brook- 
lyn, first  vice  chairman;  Julie  Rapport,  representative  of 
District  Board  "I”  in  Queens,  second  vice  chairwoman; 
Leonard  Heimoff,  M.D.,  representative  of  the  Bronx 
County  Medical  Society,  secretary,  and  Bernard  Butler, 
representative  of  District  Board  “F”  in  The  Bronx,  trea- 
surer. 

In  discussing  the  aims  of  the  not-for-profit  HSA,  Mr. 


Lynaugh  observed  that  “high  quality  care  means  that  the 
full  range  of  services  that  people  need,  from  primary  care 
through  the  most  specialized  procedures,  should  be  pro- 
vided by  adequately  trained  professionals  in  a suitable 
setting. 

314  Physicians  honored 
by  Fellowship  in  medical 
specialty  college 

The  names  of  physicians  honored  by  admission  to  Fel- 
lowship have  been  announced  by  the  sixty-year-old 
American  College  of  Physicians,  national  medical  society 
representing  specialists  in  internal  medicine  and  related 
fields.  The  314  new  Fellows  were  elected  at  a recent 
meeting  of  the  College’s  Board  of  Regents  in  Philadelphia. 

Jack  D.  Myers,  M.D.,  F.A.C.P.,  Pittsburgh,  Pa.,  presi- 
dent of  the  American  College  of  Physicians  and  university 
professor  of  medicine  at  the  University  of  Pittsburgh,  said 
the  honorees  have  earned  the  medical  society’s  member- 
ship rank  through  scientific  accomplishments  and  by  ac- 
ceptance as  leaders  in  their  specialty  as  determined  by 
fellow  practitioners. 

The  33,000-member  American  College  of  Physicians 
dedicates  itself  to  upgrading  medical  care,  teaching,  and 
research  through  stringent  membership  requirements  and 
programs  of  continuing  education.  It  was  the  first  medical 
group  to  offer  periodic  self-assessment  examinations  to 
physicians,  enabling  practitioners  to  judge  their  compe- 
tence in  specific  medical  areas  and  to  determine  their  need 
for  postgraduate  educational  programs. 

College  officers,  in  addition  to  Dr.  Myers,  include: 
President-Elect,  James  A.  Clifton,  M.D.,F.A.C.P.,  Iowa 
City,  la.;  Vice  Pesident,  Lawrence  E.  Young,  M.D., 
M.A.C.P.,  Rochester,  N.Y.;  Treasurer,  Edward  J. 
Stemmier,  M.D.,  F.A.C.P.,  Philadelphia,  Pa.;  and  Secre- 
tary-General, Richard  W.  Vilter,  M.D.,  F.A.C.P.,  Cincin- 
nati, Ohio;  Edward  C.  Rosenow,  Jr.,  M.D.,  M.A.C.P., 
Philadelphia,  Pa.,  is  ACP  Executive  Vice  President. 

Physicians  from  New  York  Downstate  II  newly  elected 
as  Fellows  at  the  April  meeting  are:  Anthony  Caccese, 
M.D.,  Frank  W.  DiPillo,  M.D.,  and  Joseph  N.  Silverstein, 

M. D.,  Brooklyn;  P.  Narasimhan,  M.D.,  Elmhurst;  Robert 
A.  Caruso,  M.D.,  William  A.  D’Angelo,  M.D.,  and  Malcolm 
E.  Levine,  M.D.,  Jamaica;  Albert  L.  Freedman,  M.D., 
Jericho;  William  S.  Ling,  M.D.,  Kew  Gardens;  Paul  A. 
Gitman,  M.D.,  Manhasset  Hills;  Kanti  R.  Rai,  M.D.,  New 
Hyde  Park;  T.  K.  Rao,  M.D.,  Valley  Stream;  and  Aaron 
Ganz,  M.D.,  West  Hempstead. 

HOPE  renews  emphasis 
on  rotation  of  physicians 
and  dentists 

Project  HOPE  will  renew  emphasis  on  the  use  of  rotating 
physicians  and  dentists  in  Fiscal  Year  1977  (which  begins 
on  June  30, 1976)  and  will  increase  its  emphasis  on  strong 
academic  backgrounds  of  the  rotating  doctors,  according 
to  HOPE’S  President  and  founder.  William  B.  Walsh,  M.D. 

Additional  information  may  be  obtained  from  the 
Project  HOPE  Personnel  Office,  2233  Wisconsin  Avenue, 

N. W.,  Washington,  D.C.  20007. 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

“MEET  THE  PROFESSOR” 

LUNCHEON  DISCUSSIONS 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems  on  a one-to-one  basis, 
with  experts  in  your  field. 

Preregistration  and  prepayment  of  $5.00  per  luncheon  will  be  required. 

Maxwell  Spring,  M.D.,  Chairman 


PRINCESS  BALLROOM,  HOTEL  AMERICANA,  12:30  p.m. 
MONDAY,  NOVEMBER  8 


Table  No. 

M-l  Murray  Davidson — Pediatric  Gastroenterology 
M-2  Eli  A.  Friedman — The  Diabetic  with  Kidney  Disease 

M-3  Miles  A.  Galin — Rehabilitation  of  the  Cataract  Patient 
M-4  Leon  Ginzburg — Surgical  Management  of  Colonic 

Lesions 

M-5  Robert  H.  Goetz — Vascular  Surgery 
M-6  Bruce  B.  Grynbaum — Backache 

M-7  Richard  M.  Hays — Electrolytes 

M-8  Sidney  Kahn — Reconstructive  Breast  Surgery  after 
Mastectomy 


Table  No. 

M-9  Robert  M.  Kohn — Cardiac  Rehabilitation 
M-10  W.  Harding  LeRiche — Nutrition — 1976 
M- 1 1 Bernard  J.  Pisani — Ectopic  Gestation 
M- 1 2 Theobold  Reich — Safe  1 Ise  of  Oxygen 
M- 1 3 William  S.  Rosenthal  rogress  in  Clinical 
Gastroenterology 

M-l 4 Harold  Sage — Lump  the  Neck 

M- 1 5 A.  Louis  Southren — f ; Gonads 
M- 1 6 Abraham  Weinberg — ,e  Use  of  Hypnosis  & 
Meditation  in  Medical  Practice 


TUESDAY, 

Table  No. 

T- 1 Hugh  R.  K.  Barber — The  Role  of  Immunology  in 
Obstetrics  & Gynecology 

T-2  Burton  D.  Cohen— Uremia:  Biochemistry  & 

Pathogenesis 

T-3  Doris  Escher — Cardiac  Pacemakers 

T-4  Henry  Fleck — Clinical  Electromyography  in  Medicine 

& Surgery 

T-5  Leon  Greenspan — Disorders  of  Movement  from  Infancy 
through  Adolescence 

T-6  Duncan  Hutcheon — Newer  Concepts  in  Diuretic 
Therapy 

T-7  Nathan  S.  Kline — Depression 


NOVEMBER  9 

Table  No. 

T-8  Hans  Kraus — Treatment  of  Neck  Pain 
T-9  Barrie  Levitt — Cardiac  Drugs 

T-10  John  L.  Lewis  Jr. — Newer  Methods  in  the  Treatment  f 
Pelvic  Cancer 

T-l  1 Victor  Lorian — Which  Antibiotic? 

T-12  Otto  Neurath — What’s  New  in  Electrocardiography? 
T- 1 3 Alexander  Richman — Advances  in  Diseases  of  the 
Pancreas 

T-14  Morris  Rubin — Lung  Tumors 
T-l  5 Irving  J.  Selikoff— The  Medical  Practitioner  & the 
Discovery  of  Causes  of  Environmental  Cancer 
T-l 6 Martin  L.  Stone — Diabetes  and  Pregnancy 


WEDNESDAY,  NOVEMBER  10 


Table  No. 

Table  No. 

W-l 

Richard  Farmer — Colonic  Diseases — Inflammatory 
Bowel  Disease 

W-8 

Kermit  L.  Pines — Newer  Concepts  in  the  Treatment 
Diabetes 

W-2 

Edward  E.  Fischel — Rheumatic  Fever 

W-9 

Seymour  L.  Romney — Pitfalls  in  Gynecologic  Oncolo' 

W-3 

Robert  W.  M.  Frater — Decision  Making  in  Cardiac 

Surgery 

W-10 

Sheldon  P.  Rothenberg — Clinical  Considerations  in  tl 
Diagnosis  & Management  of  Megaloblastic  Anemia 

W-4 

Samuel  Gershon — The  Use  of  Psychotherapeutic  Drugs 
in  Geriatric  Practice 

W-l  1 

Hiromi  Shinya — Colonoscopy:  Technique,  Diagnosi 
& Treatment 

W-5 

David  M.  Hirsh — Replacement  & Reconstructive 
Procedures  for  Degenerative  Conditions  of  the  Joints 

W-l  2 
W-l  3 

G.  Tom  Shires — Shock  Management 
Theodore  H.  Spaet — Arterial  Thrombosis 

W-6 

W-7 

Israeli  A.  Jaffe — Rheumatic  Diseases 
Kurt  Lange — Acute,  Subacute,  & Chronic 
Glomerulonephritis:  How  to  Diagnose  It,  and  What  to 
Do  About  It. 

W-14 

Louis  Venet — Breast  Cancer 
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REGISTRATION  FORM 
“MEET  THE  PROFESSOR” 


MONDAY,  NOVEMBER  8 

TUESDAY  NOVEMBER  9 

WEDNESDAY  NOVEMBER  10 

Order  of 

Order  of 

Order  of 

Table  No.  choice 

Table  No.  choice 

Table  No.  choice 

M-l 

T-l 

W-l 

M-2 

T-2 

W-2 

M-3 

T-3 

W-3 

M-4 

T-4 

W-4 

M-S 

T-5 

W-5 

M-6 

T-6 

W-6 

M-7 

T-7 

W-7 

M-8 

T-8 

W-8 

M-9 

T-9 

W-9 

M- 10 

T-10 

W-10 

M-l  1 

T-l  1 

W-l  1 

M-l  2 

T-l  2 

W-l  2 

M-l  3 

T-13 

W-l  3 

M-l  4 

T-14 

W-l  4 

M-15 

T-l  5 

M-16 

T-16 

Please  number  your  first  five  choices  in  order  of  preference  for  each  day.  The 
table  numbers  correspond  to  the  listing  shown  on  facing  page. 

Checks  for  $5.00  for  each  luncheon  are  payable  to  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK.  MAIL  WITH  THIS  FORM  TO  SCIENTIFIC  ACTIVITIES 
OFFICE,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040. 

Table  assignments  will  be  made  in  order  of  receipt  of  check.  There  will  be  only 
10  at  a table;  kindly  respond  promptly.  Forms  received  incomplete  or  without 
checks  cannot  be  processed. 

Enclosed  is  check  for  $ for luncheons. 


NAME 


PLEASE  PRINT 


ADDRESS 

CITY STATE ZIP 


Index  to  Advertised  Products 


Letters  to  the  Editor 


What  price  apathy  of  nonvoters 

To  the  Editor:  Can  you  imagine  a presidential  election 
day  in  America  when  nobody  goes  to  the  polls? 

That  is  how  the  1976  election  will  seem  in  “Jacktown.” 
And,  judging  responses  of  the  300  whom  I interviewed, 
most  of  my  3,700  townsmen  are  chronic  misfits  who 
couldn’t  care  less.  Yet  some  squared  off  and  swung  verbal 
blows  at  voter  apathy — all  in  response  to  my  question: 
“Did  you  vote  in  seventy-two?” 

Whatever  the  price,  eventually  it  must  be  paid  in  full 
because  apathy  is  no  less  a corrupting  agent  than  any  other 
kind  of  pollution. 

It  is  convenient  to  take  our  country  for  granted.  Al- 
though I am  aware  that  the  bell  cords  which  keep  freedom 
ringing  are  in  the  ballot  box  and  that  the  bell  my  vote  rings 
is  as  loud,  clear,  and  vital  as  any  American’s,  I have  often 
failed  to  vote  simply  because  there  were  other  things  to  do. 
Yet,  typical  of  “now-and-then”  and  “nonvoters,”  are  we 
apathetic  when  it  comes  to  complaining? 

But  none  of  my  townspeople  of  “Jacktown”  will  vote  in 
this  Bicentennial  Presidential  Election  Year.  All  have 
been  stripped  of  voting  rights.  So  have  I. 

“Jacktown”  is  a Southern  Michigan  Prison  (near  Jack- 
son),  where  I am  serving  ten  to  fourteen  years  for  con- 
spiracy to  print  and  pass  worthless  checks. 

Patriotically,  from  my  vantage  point,  the  only  place 
worse  is  your  town,  where  each  and  every  adult  citizen  may 
vote . . . 

And  you  don’t. 

PETE  SIMER 
87776  P.O.  Box  E 
Jackson,  Michigan  49204 

Exchange  transfusion  methods 

To  the  Editor:  For  exchange  transfusion,  the  umbilical 
catheter  method  is  almost  universally  used.*  It  apparently 
is  not  realized  that  this  procedure  can  be  cairied  out  also 
by  other  techniques,  notably  the  radial  artery-saphenous 
vein  method  of  Wiener  and  Wexler,  which  not  only  has 
priority  but  is  also  safer  to  perform. 

The  article  by  Karayalcin,  et  al.  (Necrotizing  entero- 
colitis following  exchange  transfusions,  New  York  State 
J.  Med.  76:  410  [Mar.]  1976)  demonstrates  a danger  of  ex- 
change transfusion  by  the  umbilical  catheter  method 
which,  therefore,  should  not  be  undertaken  lightly.  The 
procedure  is  a blind  one  in  that  it  is  impossible  to  visualize 
the  position  of  the  catheter  tip,  which  may  perforate  the 
blood  vessels  so  that  the  donor’s  blood  is  deposited  into  the 
baby’s  peritoneal  cavity.  There  have  also  been  cases  where 
the  catheter  tip  entered  the  heart  with  resulting  cardiac 
standstill  and  death.  One  case  has  even  been  reported 
where  the  catheter  tip  lodged  in  the  baby’s  scrotum.  In 
contrast,  the  radial  artery-saphenous  vein  procedure  is  an 
open  procedure  that  uses  peripherally  located  blood  vessels 
and  is,  therefore,  free  from  the  dangers  of  the  blind  um- 
bilical catheter  technique. 


Analgesics 

Darvon  (Eli  Lilly  & Company) 1068 

Percodan  (Endo  Laboratories) 1099 

Phenaphen  (A.  H.  Robins  Company) 1056,  1057 

Antibacterials 

Gantanol  (Roche  Laboratories) 1210,  1211, 1212 

Antibiotics 

Bactrim  (Roche  Laboratories) 1160,  1161,  1162 

Neosporin  (Burroughs  Wellcome  Company) 1061 

Wycillin/Bicillin  (Wyeth  Laboratories) 1236,  1237 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  Company) 1179 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 1206,  1207 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Corticosteroids 

Medrol  Dosepak  (Upjohn  Company) 1059 

Estrogenic  hormones 

Premarin  (Ayerst  Laboratories) 1144,  1145,  1146 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals) 1119,  1120 

Oral  bronchodilators 

Tedral  (Warner-Chilcott  Laboratories) 1063 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 1076 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories) 3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company) 1055 

Tranquilizers 

Librium  (Roche  Laboratories) 1066,  1067 

Valium  (Roche  Laboratories) 1252,  1253 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories) 1132,  1133,  1134 


One  may  well  inquire  why  the  umbilical  catheter  method 
is  so  popular  to  the  virtual  exclusion  of  the  radial  artery- 
saphenous  vein  technique.  The  answer  appears  to  be  that 
the  umbilical  catheterization  is  easy  to  carry  out  even  by 
an  unskilled,  untrained  worker;  while  the  radial  artery- 
saphenous  vein  technique  requires  considerably  more  skill 
for  its  successful  performance.  One  may  well  ponder 
whether  ease  of  performance  of  a procedure  should  be  given 
precedence  over  its  safety. 

ALEXANDER  S.  WIENER,  M.D. 

64  Rutland  Road 
Brooklyn,  N.Y.  11225 
* Pochedly,  C.:  History  of  exchange  transfusion;  its  use  in  the 
treatment  of  erythroblastosis  fetalis,  Bull.  Hist.  Med.  44:  450 
(Sept.-Oct.)  1970. 

continued  from  page  1261 

to  decline.  The  third  annual  report  of  the  National  Heart 
and  Lung  Institute  which  Ford  sent  to  Congress  said  that 
the  new  initiatives  undertaken  since  1972  provide  “en- 
couraging programs  in  the  fight  against  heart,  blood  vessel, 
lung,  and  blood  diseases.”  “These  diseases,  in  1972,  led  to 
an  estimated  national  economic  loss  of  more  than  $57  bil- 
lion annually,”  Ford  said. 
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Cadillacs  for  Lease 

GUARANTEED  PRICE* 


GIVE, 

TO  HELP  OTHERS. 

CARE-  New  York.  N Y.  10016  or  regional  offices 


IITIONS  WANTED 


ROLOGIST,  AGE  46.  BOARD  QUALIFIED.  L1C.  NY.  EXPERIENCE 
general  practice,  hypnosis,  alcoholism.  Seeks  clinical  or  non-clinical 
ition  in  NYC  only.  Solo,  group,  industry,  administrative,  some  travel 
v.  Consider  all  fields  and  opportunities.  Excellent  references,  training 
1 background.  Mature,  presentable,  good  speaker.  Dept.  536,  c/o 
SJM 


AN  DOCTOR.  OB  & GYN,  BOARD  ELIGIBLE.  FLEX.  HOUSE  PHYSI- 
i/hospital  job.  Available  June.  Dept.  538,  c/o  NYSJM. 

M TENENS.  NYC,  NORTHERN  NJ,  ROCKLAND  OR  WEST- 
ster  Co.  Harvard  trained  MD  will  cover  internal  medicine  practice,  EW 
Cl"  for  1-4  months,  Oct.  1976-Feb.  1977.  Dept  547,  c,  o NYSJM. 


CELLANEOUS 


S COLLECTED— ABUSE  IS  RULED  OUT-TACTFUL  YET  Sl'C- 
iful— 40  years  of  top  service  to  doctors  and  hospitals — Mnil  billhead  for 
ails.  Crane  Discount  Corp.,  251  W.  42nd  St..  New  York.  N.  Y.  10036. 
5-2943 


STMENT  OPPORTUNITY:  PROFITABLE  INVESTMENT — TOP 

tion  picture  production  company.  Well-known  producer  and  director  with 
cessful  track  record  in  field.  Low  budget.  Available  in  units.  Principals 
y.  (212)  879-3924  or  Dept.  545,  c o NYSJM. 


:tices  available 


WING  FAMILY  PRACTICE  ON  N.  SHORE.  L.I.  AVAILABLE.  IN- 
des  1.000  sq.  ft.  newly  appointed  office  with  waiting,  consultation  and  three 
mining  rooms,  small  lab.  Hospitals  in  proximity.  Reasonable  terms, 
iving  for  residency.  Call  (516)  928-5253. 


YORK.  SOUTHERN  TIER:  ESTABLISHED  MEDICAL  OFFICES 

rent  All  utilities  furnished;  A C;  five  rooms.  Close  to  two  accredited 
pitals.  Call  or  write:  A.  Boroff.  M.D..  474  Pennsvlvania  Ave..  Waverly, 
.14892.  (607)565-8360. 


jj.  GENERAL  PRACTICE  WESTERN  SUFFOLK  COUNTY.  NO 
dicare,  Medicaid,  hospital  work  or  house  calls.  One  hundred  percent  col- 
lon.  Superb  net.  Emphasis  on  office  procedures.  Needs  right,  mature 
ividual  who  can  appreciate  this  type  of  practice.  Dept.  541,  c/o  NYSJM. 

ATRIC  PRACTICE.  ESTABLISHED  14  YEARS  & HOME-OFFICE 
obination  available  immediately.  Roslyn  Country  Club  area,  Roslyn, 
30  minutes  from  NYC;  5 minutes  from  Long  Island  Jewish,  North  Shore 
Nassau  Hospitals.  (516)  621-0260. 


1977 

36  months  («  $221.00 
26  months  («,  $259.00 
14  months  C"  $295.00 

All  cars  fully  equipped.  Insurance  & maintenance  available. 
15,000  miles  per  year  included.  All  makes  & models 
available.  'Good  on  orders  placed  by  August  1st  for  de- 
livery within  8 weeks  of  introduction. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)  248-9041 


PRACTICES  WANTED 


OPHTHALMOLOGIST  WANTS  TO  BUY  ACTIVE  PRACTICE  IN  MAN- 
hattan.  Dept.  535,  c/o  NYSJM. 


PHYSICIANS  WANTED 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)458-7132. 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State’s  fastest -growing  metropolitan  area.  Florida’s  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 
Call  collect  (813  ) 381-8000,  or  write  to  Medical  Affairs  Department,  Medfield 
Corporation,  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
Florida  33733. 

CONSCIENTIOUS  INTERNISTS,  FAMILY  PRACTITIONERS  AND  PEDIA- 
tricians  are  being  sought  by  Northeastern  Ohio  multispecialty  group  of  12. 
An  interest  in  quality  primary'  care  medicine  is  necessary.  Excellent  new 
facility,  congenial  co-workers  and  outstanding  fringe  benefits.  A non-profit 
medical  center  with  no  investment  required,  interested  in  treating  and  edu- 
cating all  patients  regardless  of  financial  ability  to  pay.  Competitive  starting 
salary.  Dept.  527,  c o,  NYSJM. 

EMERGENCY  ROOM  PHYSICIANS— FULL  TIME  POSITIONS  AVAIL- 
able  in  a 300+  bed  hospital;  you  will  be  a part  of  an  8 man  rotating  team,  with 
full  back-up  coverage  in  all  specialties;  40  hour  work  week;  salary  $40,000  per 
year;  plus  many  fringe  benefits  including — 4 weeks  vacation,  one  week  study 
ieave;  New  York  State  license  required;  send  curriculum  vitae  to  Sister  Rose 
Vincent,  Executive  Administrator,  St.  Elizabeth  Hospital,  2209  Ge-  “see 
Street,  Utica,  New  York  13501  or  phone  (315)  798-5123. 

PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  New  Jersey,  Connecticut /permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med.  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  sole  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  1 0028  (212)  RH  4-36 1 5-3466 
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PHYSICIANS  WANTED— C0NTT5 


gysieing* 

The  N.Y.S.  Department  of 
Health  is  accepting  applications  for 
full-time  medical  consultants  in  a new,  on-site  pro- 
gram to  control  Medicaid  hospital  benefits.  Positions 
will  be  available  in  New  York  City,  White  Plains,  Al- 
bany, Syracuse,  Rochester  and  Buffalo. 

Applicants  must — possess  N.Y.S.  license  to  practice 
medicine,  be  board  eligable  or  certified  in  any 
medical  specialty. 

— have  a current  staff  appointment 
in  an  accredited  hospital. 

Salary  to  $35,375  dependant  upon  qualifications  + 
liberal  fringe  benefits  including  N.Y.S.  Retirement 
System  Membership;  health  & dental  insurance; 
payed  vacation,  sick  personal  leave. 

Forward  detailed  resume  specifying  location(s)  of 
interest  to: 

Recruitment  Unit  #1 
Personnel  Office 

N.Y.S.  Department  of  Health 

Tower  Building,  Empire  State  Plaza 
Albany,  N.Y.  12237 

AN  EQUAL  OPPORTUNITY  EMPLOYER" 


WISCONSIN  MULTI-SPECIALTY  GROUP  OF  22  PHYSICIANS  IN  Ml 
western  college  town  between  Madison,  Milwaukee  and  Chicago.  Will  c 
sider  applicants  in  General  Internal  Medicine,  Gastroenterology,  Allei 
OB/GYN,  Pediatrics,  Otolaryngology  and  Ophthalmology.  New  clinic  bu 
ing  opening  this  year  adjacent  to  new  hospital.  Very  competitive  inco 
Excellent  medical  environment.  Call  or  write:  Ken  Gold,  M.D.,  Be 

Clinic,  S.C.,  1146  Grant  St.,  Beloit,  Wi.  53511.  Phone:  608/365-4411. 


GENERAL  SURGEON  WANTED  TO  ASSUME  ASSOCIATE  PRACTICI 
junior  partner  with  well-established  surgeon  (age  45).  Seeking  Board  elii 
surgeon  completing  residency  program  this  year.  Office  located  nej 
general  hospital  in  rural,  Upstate  N.Y.  community.  Contact:  Zev  K 

M.D.,  Box  750,  Bath,  N.Y.  14810. 


RADIOLOGIST,  BOARD  CERTIFIED,  TO  REPLACE  DECEASED  P t 
ner.  One  year  trial  basis.  If  mutually  agreed,  partnership  to  start  se 
year.  Office  practice  only;  no  calls.  Mature  radiologist.  $50,000  f 
depending  on  experience.  Send  c.v.  to  Dept.  546,  c/o  NYSJM. 


URGENT:  BOARD  CERTIFIED,  FACS  SURGEON  SEEKING  FAJ 

practice  M.D.  to  share  established  practice  and  offices.  Have  2,000  sq. 
new  medical  building  composed  of  business  office,  2 MD’s  offices,  4 
room,  laboratory,  and  EKG,  and  shot  room  all  complete  and  very 
equipped.  Located  in  Enid,  Oklahoma,  town  of  50,000  and  is  the  m< 
center  for  121,000  people  with  2 hospitals  and  a total  of  500  beds, 
collect  Clarence  R.  Roberts,  II,  M.D.,  FACS  (405)  233-2861  or  233-1501. 


MILWAUKEE,  WISCONSIN:  PEDIATRICIANS  WANTED  FOR  IS 

for  new  medical  group  in  Milwaukee.  Affiliation  with  children's  ho 
rotating  call,  income  guarantee,  malpractice  and  health  insurance. 
Dept.  544,  c/o  NYSJM. 


ANESTHESIOLOGISTS:  POSITIONS  AVAILABLE  IN  DEPT.  OF  1 
thesiology.  Prominent  voluntary  hospital.  Conveniently  located  in  m 
New  York  City.  Qualifications:  certified  or  Board  eligible.  Excel! 
come.  An  Equal  Opportunity  Employer  m/f.  Reply  in  confidence,  i 
send  curriculum  vitae  to.  Dept.  540,  c/o  NYSJM. 


PHYSICIANS  WANTED  — CONT  D 


PHYSICIANS— $45,000  PER  ANNUM,  EXCELLENT  FRINGE  BENEFITS. 
Stimulating  medical  careers  in  emergency  and  critical  care  medicine.  Send 
resume  to:  Wayne  M.  Bailey,  Administrative  Director,  Critical  Care,  724 

South  Edisto  Avenue,  Columbia,  SC  29205. 


THE  FAMILY  MEDICINE  RESIDENCY  PROGRAM  OF  THE  UNIVERSITY 
of  Rochester  and  Highland  Hospital  is  seeking  an  obstetrician/gynecologist. 
Responsibilities  will  encompass  teaching  of  residents  and  medical  students, 
and  ambulatory  and  in-patient  care.  Optional  University  faculty  appoint- 
ment available.  Salary  negotiable  based  on  qualifications  and  experience. 
Generous  fringe  benefits,  vacation  and  continuing  education.  Submit  resumes 
and  inquiries  to:  Eugene  S.  Farley,  Jr.,  M.D.,  M.P.H.,  Professor  and  Di- 

rector, Family  Medicine,  885  South  Avenue,  Rochester,  N.Y.  14620. 


EMERGENCY  DEPARTMENT  PHYSICIAN-A  BEAUTIFUL  COMMU- 
nity  located  in  Upstate  New  York  has  an  immediate  opening  for  a N.Y.S. 
licensed  physician.  Forty-hour  work  week  with  excellent  fringe  benefits. 
Beginning  salary  of  $42,500  Contact:  Mr.  Patrick  D.  Cannistra,  Director 
of  Personnel,  St.  Luke  s-Memorial  Hospital  Center,  P.O.  Box  479,  Champlin 
Road,  Utica,  New  York  13503. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


MILWAUKEE,  WISCONSIN:  INTERNISTS  WANTED  FOR  1976  AN ;! 
for  new  medical  group.  Excellent  hospital  affiliation,  new  building,  r « 
call,  income  guarantee,  malpractice  & health  insurance.  Must  be  ) 
eligible  and  eligible  for  Wisconsin  licensure.  Reply  Dept.  542,  c/o  NYS'J  f 

f 

COLLEGE  HEALTH  PHYSICIAN— 12  MONTH  POSITION.  PR' K 
primary  medical  care  for  student  population  of  15,000.  Extensive  fring  en» 
fits  associated  with  university  including  malpractice  insurance.  Locat  no 
large  medical  center.  Starting  salary  $32,500.  New  York  State  lice  6 
quired.  An  Equal  Opportunity/Affirmative  Action  Employer.  Sub 
tailed  curriculum  vitae  to  Stephen"  Dougherty,  Administrator,  Syracc  Ifc 
versity  Health  Service,  111  Waverly  Ave.,  Syracuse,  N.Y.  13210.  (3  ^ 
2666. 


CENTRAL  N.Y.:  OTOLARYNGOLOGIST  TO  WORK  WITH  EX  jJj 

otolaryngologist  in  rapidly  growing  hospital  based  private  practice  h«l| 
hospital  to  open  5/76,  Northwestern  Catskills,  university  town,  c 
schools  and  recreation.  Send  resume  to  William  V.  Reynolds,  M.D  > E 
St.,  Cooperstown,  N.Y.  13326. 


MILWAUKEE,  WISCONSIN:  OB/GYN  WANTED  FOR  1976  & 19  Ft 
new  multi-specialty  group.  Excellent  hospital  affiliations,  new  1 Idi: 
rotating  call,  income  guarantee,  malpractice  & health  insurance,  is' 
Board  eligible  and  eligible  for  Wisconsin  licensure.  Reply  Dept.  1. 1 
NYSJM. 


OPHTHALMOLOGIST  (MANHATTAN)  6 TO  9 HOURS  PER  Wl-h 
clinic  affiliated  with  a medical  school.  Surgery  done  on  a fee  fo«r 
basis.  Contact  Anthonv  J.  Cuti,  M.D.,  Medical  Director,  Family  let" 
Office,  21  East  105th  St„  New  York,  N.Y.  10029.  Tel.  (212)  860-8124.  I 


NEURORADIOLOGIST— 500  BED  UPSTATE  N.Y.  HOSPITAL,  TEJH  ' 
programs,  university  association,  proposed  neuroscience  center  ■ 
exam  radiology  dept,  with  EMI  scanner.  Send  vitae  & desired  fin  C1: 
rangements  first  letter.  Chas.  S.  Wilson  Memorial  Hospital,  33-57  pinl 
St.,  Johnson  City,  N.Y.  13790. 
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Whitehill  is  involved  ... 

We  recognize  the  nationwide  expansion  and  development  of  corporate  medical  programs, 
and  the  need  for  qualified  medical  specialists  in  industry. 

As  a dynamic  aggressive  consulting  firm  we  have  a twofold  objective: 

To  serve  the  medical  specialist  and  the  client  company. 

For  the  individual,  we  stand  ready  to  assist  you  in  properly  selecting  a career  geared  to 
your  personal  and  professional  goals. 

For  the  client  company,  Whitehill  offers  a coast-to-coast  professional  search 
and  recruiting  service  to  meet  your  specific  requirements. 

Whitehill  Inc.  has  immediate  opportunities  for  medical  professionals  within 
the  industrial  medical  field  including  Medical  Directors,  Assistant  Directors,  Staff 
Physicians,  and  Specialists  in  the  various  aspects  of  Medical  Research. 

All  Fees  Are  Company  Paid 
Send  Curriculum  Vitae  in  Confidence  or  Call: 

Whitehill  Management  Consultants  Inc. 

505  White  Plains  Road 
Tarrytown,  New  York  10591 
914-631-8900 


UIPMENT 


t SALE— ENTIRE  CONTENTS  OF  OFFICE— SUITABLE  FOR  IN- 
mist  or  G.P.  Complete  x-ray  equipment  (rotary  anode).  Burdick  EKG. 
ay  Adams  Centrifuge.  Accustat  blood  chemistry,  micro-hematocrit 
ntrifuge,  etc.  Office,  waiting  room  furniture.  Tel.  (516)  352-0234, 
anklin  Square,  L.I. , N Y. 


SALE:  BURDICK  EKG;  BURDICK  ULTRASOUND;  RAYTHEON 

ithermy;  examining  table  & treatment  cabinet;  extras.  (914  ) 434-5353  or 
ite  Box  275,  Woodboume,  N Y.  12788. 


M ESTATE  FOR  SALE  OR  RENT 


v'HATTAN'S  EAST  SIDE.  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
ofessional  Center.  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
ice  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist, 
ail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
cessary  Rent  by  the  hour  or  full-time.  (212)861-9000. 


iAT  NECK  ESTATES:  BUILDER'S  OWN  DREAM  HOUSE  CANTI- 
ered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
-hitectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
enors  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
try.  huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace.  All  over- 
ed  rooms;  on  2 3 acre.  Pool,  tennis,  dock  privileges.  (516)  482-3905. 


SALE:  JAMAICA  ESTATES.  EXCELLENT  FOR  PROFESSIONAL 
e-  - family,  detached,  all  brick,  comer,  2-car  garage,  finished  basement, 
s heat.  3 completely  separate  entrances,  beautifully  landscaped,  6 and  5 
)m  apartments,  short  walk  to  all  transportation,  one  tare  zone.  Has  struc- 
ral  advantages  for  home/office  set-up.  Call  for  appointment  (212)  297-0464. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONTD 


NORTH  SHORE.  L.I.:  NEWLY  APPOINTED  MEDICAL  OFFICE  FOR 

rental:  (1,000  sq.  ft.)  waiting,  consultation  and  three  examining  rooms,  small 
lab.  Hospitals  in  proximity.  Growing  family  practice  may  also  be  assumed. 
Reasonable  terms.  Leaving  for  residency.  Call  (516)  928-5253. 


MONROE-ORANGE  COUNTY,  50  MINUTES  NORTH  GW  BRIDGE.  MEDI- 
cal  office-home  for  sale.  $69,000.  Three  exam  rooms,  treatment  room,  wait- 
ing room.  Ample  parking.  Lovely  fieldstone  house,  fireplace,  five  bedrooms. 
Fishing,  swimming,  skiing  nearby.  Good  schools.  Three  hospitals  within  20 
minutes.  (914)  783-2231. 


PLEASANTVILLE,  N Y.  OFFICE  SPACE  AVAILABLE.  CONSULTATION 
room,  four  of  five  treatment  or  examining  rooms,  bathroom,  share  receptionist 
and  waiting  room  with  physical  therapist.  Residential  neighborhood,  off- 
street  parking  in  our  own  lot.  Ten  minutes  from  Northern  Westchester 
Hospital,  Grasslands  & White  Plains  Hospitals.  Tel.  (914)  769-1069. 


LAWRENCE-CEDARHURST.  PROFESSIONAL— HOME  AND  OFFICE. 
Excellent  location.  Mint  condition.  6 room  office;  4 BR,  4 bath  home;  full 
cellar,  attic.  Present  owner  willing  to  share  office  or  remain  as  tenant. 
$125,000.  Call  516-569-3433. 


DOCTORS’  ROW.  HOME  AND  OFFICE  FOR  SALE.  EXCELLENT  LOCA- 
tion  on  Hempstead  Ave.  in  Malveme.  Central  air;  newly  remodeled  kitchen 
and  baths;  3 bedrooms;  2-car  garage-automatic  doors;  glass-walled  den,  peg 
floor;  fireplace  in  living  room;  large  private  fenced  yard.  $78,500.  Principals 
only:  evenings  (516)  593-8990. 


OFFICE  TO  SHARE.  EAST  61ST  STREET  AND  LEXINGTON  AVE. 
Large,  modern,  beautifully  decorated,  air-conditioned,  street  entrance.  2 
consultation  rooms,  6 examining  rooms,  waiting  room  and  2-girl  reception 
area.  Available  for  exclusive  use  on:  Mon.  Wed.  & Fri.  in  A.M.;  Tues.  & 
Sat.  after  12  Noon;  and  Thurs.  all  day.  (212)  PI.  3-5527. 
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REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


1 


Office  Space? 

Here  are  the  OFFICES  YOU  OWN! 

A Tax-Wise  businessman  wants  to  own  his  own  offices! 

Now,  that’s  what  YOU  can  do  in  an  Office 

CONDOMINIUM.1 

Brookfield  Office  Park  is  located  in  the  Greater  Danbury  area  of 
Connecticut's  fast-growing  Northern  Fairfield  County  and  offers 
a prestigious  country  setting  along  with  unprecedented  financial 
attractiveness. 

The  low,  fixed  payments  are  ideal  for  professional  as  well  as 
business  requirements.  Office  units  from  500  to  10,000  sq.  ft.  are 
now  READY  FOR  OCCUPANCY  and  can  be  custom-finished  to  suit 
your  needs  and  tastes. 

Readily  accessible  to  major  metro  areas,  the  OFFICES  YOU  OWN 
offer  quality  surroundings  less  than  two  miles  from  Interstate  84  and 
several  U.S.  highways. 

Examine  the  area  and  the  Brookfield  Office  Park.  You’ll  see 
why  corporate  leaders  are  moving  here  and  why  you’ll  want  the  tax 
advantages  of  OWNING  YOUR  OWN  OFFICES! 


ft? 


brookfield  office  park 

U.S.  Route  7 - Federal  Rd.,  Brookfield,  Conn.  06804 
203-775-4161  • Ask  for  Carl  lemb 
(Leasing  Plans  also  available  — Brokers  Protected) 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


FOR  SALE:  HOME-OFFICE  COMBINATION  IN  NASSAU  COUNTY,  N.Y., 
30  years  family  practice.  3 bedrooms,  2%  baths,  A/C,  5 room  office;  % acre; 
many  extras.  $62,500.  (516)  285-6776. 


BRONX,  NEW  YORK,  PELHAM  PARKWAY  AREA.  FOR  SALE:  THREE 
story  detached  corner  brick  house,  includes  6 room  medical  office  with  private 
entrance,  two  4%  room  apartments  (one  with  2 terraces  and  fireplace)  and 
garage.  $75,000.  Call  (212)  792-4051  or  (914)  235-0472. 


NEW  JERSEY-BASKING  RIDGE,  SOMERSET  COUNTY.  OFFICE  SPACE 
available  in  new,  modern  professional  building.  Home  of  AT&T  Corporate 
headquarters.  Growing  area,  good  location.  Idea!  for  specialist.  Available 
immediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


PORT  JEFFERSON  STATION,  SUFFOLK  COUNTY.  L.I.  FIRST  TIME, 
office  available  in  prestige  Ford  Medical  Building.  Great  location.  Very 
active,  growing  area.  Fred  Hughes  (owner)  (516)  421-9400. 


COWPET  BAY,  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFULLY 
in  physician’s  own  luxuriously  appointed  villa.  Accommodates  two  to  five. 
Right  on  private,  virgin  white  beach  safe  for  children.  Private  tennis  club 
with  registered  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat 
visits  and  happy  thank  you  letters  from  pleased  fellow  physicians.  Off  season 
rates  $40-$55.  Brochure.  Gilbert  C.  Norton,  M.D.,  101  Jefferson  Ave. 
Endicott,  N.Y.  13760.  Call  after  5 p.m.  (607)  ST  5-5810. 


BAYSIDE,  QUEENS:  BEAUTIFULLY  FURNISHED  OFFICE;  WALL  T( 

wall  carpeting;  panelled.  Physician  deceased.  Close  to  all  transportatior 
One  block  off  L.I.E.  & Francis  Lewis  Blvd.  (212)  321-3533. 


ROCKVILLE  CENTRE,  L.I.,  ANY  PROFESSIONAL.  DUTCH  COLONIAI 
center  hall,  4 bedrooms  & 2%  baths.  Plus,  completely  separate  suite  < 
offices  of  4^2  rooms  and  lavatory.  Top  location.  10  minutes  from  4 maj< 
hospitals  (15  from  Nassau  Medical  Center).  Walk  to  churches,  synagogue 
railroad  station,  buses,  shopping.  $79,900.  Call  owner  (516)  RO  6-4821. 


DELAWARE  CO.  SPACIOUS  BLUESTONE  & FRAME  MOUNTAIN  CREST 
home.  Outstanding  view,  Southern  exposure,  on  8 stone  wall  lined  acres. 
Beautifully  laid-out  and  appointed  rooms:  3 bedrooms,  6 baths,  marble 

fireplace,  finished  basement,  2-car  garage  (shop  attached).  Ski  and  golf 
close.  $96,000.  Redmond  Agency,  Route  28,  Arkville,  N.Y’.  12406.  Phone: 
(914)  586-2696. 

LAWRENCE,  L.I.  N.Y.  IN  CHOICE  LOCATION;  SPACIOUS  8 ROOM,  3 
bedroom  home  and  7 om  office  wing  with  separate  entrance.  200  ma  X-ray 
available.  Golf,  ten  , boating  nearby.  Close  to  beaches,  transportation 
and  houses  of  worship.  Internist  retiring.  Phone  (516)  371-1800. 

FOR  SALE:  BALDWIN  HARBOR,  SPLANCH,  CORNER  72  X 100,  4 BED- 
room,  2%  baths,  decorator  furnished.  Many  extras.  Electric  eye  garage; 
clock  sprinkler  system;  wood  panelled  den  & bedrooms;  fire  alarm;  burglar 
alarm;  large  slate  & marble  patio.  Beautiful  grounds;  with  beach  club  mem- 
bership just  2 blocks  away.  $74,990.  Owner  (516)  223-6716. 

SYOSSET,  LONG  ISLAND:  SPLIT  LEVEL,  CORNER,  5 BEDROOMS,  2% 
baths,  living  room  with  cathedral  ceiling,  dining  room,  den,  finished  basement; 
central  air;  plus  2 room  professional  suite  with  bath.  $74,990.  Fred  B. 
Charatan,  M.D.  (516)  WA  1-5850. 

DOCTORS  OFFICE  SI  ECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell 
or  ? oraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
& L s,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


MANHATTAN  MEDICAL  BUILDING 

FOR  SALE-TO  SETTLE  ESTATE 

Handsome  6-story  brick,  converted  fireproof  townhouse  in  Murray  Hill. 
Full  Possession.  Asking  $425,000 

Miss  Ewing  (212)  867-4070 

RUDNICK,  BRETT  WYCKOFF,  INC. 


ROSLYN  COUNTRY  CLUB  AREA,  ROSLYN,  L.I.  HOME-OFFICE  COD 
bination  30  minutes  from  NYC;  5 minutes  from  Long  Island  Jewish,  Nor 
Shore  & Nassau  Hospitals.  Available  immediately.  (516)621-0260. 


NORTH  WOODMERE,  NASSAU  CO.  SACRIFICE;  11  ROOMS,  4 BE 
rooms,  3V2  baths,  heated  inground  swimming  pool;  plus  full  professional  offi 
with  2 exam,  rooms,  private  office  & carpeted  waiting  room.  Situated  on  m< 
thoroughfare.  Lot  is  street  to  street.  Must  sell.  Ideal  for  professional;  ma 
extras.  Call  (516)  791-6257. 


FABULOUS  LOCATION  ON  PARK  AVE.,  NYC,  IN  THE  EIGHTIES.  WI 
rent  three  floors  each  fifteen  hundred  sq.  ft.,  or  sell  building.  Terrific  va 
for  doctor  or  medical  group.  Must  be  seen.  Call  for  appointment  to  inspi 
(212)  WI  7-8816. 


SETAUKET-OLD  FIELD  WATERFRONT  ESTATE.  MAGNIFICE ' 
manor  home  in  mint  condition  on  over  6 acres  in  prime  area  with  commani ; 
view  of  Sound.  3-car  garage  w/apt.  above  plus  caretakers  3 BR,  2 I ' 
cottage.  Property  can  be  subdivided.  Ask  $300,000.  Friskey  Realty  C • 
pany  (516)  751-0100. 


STONYBROOK,  VILLAGE  HEAD  OF  THE  HARBOR,  N.Y.  2 ACRE  Z L 
ing.  One  mile  shopping,  bank,  etc.  Lovely  French  provincial  brick  ra  1. 
Must  see.  Unique  design  and  setting;  professionally  landscaped,  sprin  r 
Master  suite,  sunken  living,  formal  dining,  fireplace,  family  room,  k -tc  n. 
4 bedrooms,  3%  baths,  finished  basement;  possible  professional  situa  a 
$149,000.  Principles.  (516)862-8030. 


SALF  OR  RENT:  BORO  HALL,  BROOKLYN.  BRICK  BUILDING 

stories  & basement;  fireproof;  15,000  sq.  ft.;  elevator.  We  will  renovf  t<> 
your  needs.  Owner  will  participate  if  desired.  Ideal  for  medical  group.  P 
day  or  evening  (212)  UL  5-7060. 
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Isn’t  this  the  Point? 


Aerial  view  shows  docks,  clubhouse  and  condominium 
homes  of  Cannon  Point,  on  Lake  George.  Smaller  views 
show  its  lakeside  swimming  pool  and  detail  of  homes. 


Isn't  this  what  you've  been 
working  for— a year-round  vacation 
home  on  the  shore  of  a magnificent 
lake,  surrounded  by  four  seasons’ 
worth  of  outdoor  recreation? 

It’s  Cannon  Point,  the  only  con- 
dominium on  Lake  George,  New 
York— in  the  forever-wild  Adiron- 
dack Forest  Preserve  just  one  hour 
north  of  Albany.  Its  25  acres  reach 
into  the  lake,  putting  good  swim- 
ming and  docks  or  moorings  for 
your  boat  within  steps  of  your  front 
door.  Carved  carefully  into  a natu- 
ral forest,  Cannon  Point  gives  you 
tennis  courts,  a private  swimming 
pool  and  a handsomely  furnished 
clubhouse  that  was  once  the  man- 
sion of  Chief  Justice  Hughes.  It 
gives  you  ready  access  to  the  ski 
slopes  of  West  Mountain  and  Gore 
Mountain  in  the  winter.,  .the  thor- 
oughbred racing  and  performing 
arts  events  (the  New  York  City 
Ballet,  PhiladelphiaOrchestra,  City 
Center  Acting  Company)  at  Sara- 
toga Springs  in  summer .. .and  the 
whole  outdoors  in  between. 

The  homes  of  Cannon  Point 
were  designed  in  partnership  with 
nature,  in  ranch  and  townhouse 
form.  The  floor-plans  include  apart- 
ments with  one  bedroom;  one  bed- 
room with  den;  and  two  bedrooms 
with  two  baths.  Each  one  gives  you 
a fireplace,  fully  equipped  kitchen, 
balcony,  sound  conditioned  walls 
and  much,  much  more. 

Prices  from  $45,000  to  $58,000 
—with  all  the  tax  advantages  of 
condominium  ownership. 

A visit  is  worth  athousand  pic- 
tures. Take  Northway  (Route  1-87)  to 
Exit  22,  then  follow  Route  9N  north 
2V2  miles  to  entrance  on  right. 

For  information: 

Darryl  S.  Raitz,  Sales  Manager 
Cannon  Point 
Lake  George,  N.Y.  12845 
(518)  668-5495 


Cannon  Point 

The  Condominium 
on  Lake  George 

This  advertisement  is  not  an  offering  which  can  be  made  only  by  a formal  prospectus.  N Y 298  and  5S4. 


1271 


1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


The  Scientific  Program  will  start  on  Sunday,  November  7 and  continue 
through  Wednesday,  November  10. 

MARK  THESE  DATES. 

The  Scientific  Program  Committee  has  been  most  diligent  in  bringing  to 
you  outstanding  authorities  in  diagnosis  and  therapy  in  many  disciplines. 
Members  and  guests  are  urged  to  attend  and  avail  themselves  of  excellent 
continuing  medical  education  opportunities. 

GENERAL  SESSIONS 


Sunday,  November  7 BREAST  CANCER— all  day  session 

Monday,  November  8 HUMANISM  AND  MEDICAL  ETHICS-2  p.m. 

Tuesday,  November  9 MEDICAL  ASPECTS  OF  SPORTS— 9 a.m. 

Wednesday,  November  10 A DAY  IN  GASTROENTEROLOGY— all  day 

session 


AN  INNOVATION— LUNCHEON  ROUND  TABLE  DISCUSSIONS 


Monday  • Tuesday  • Wednesday 

MEET  THE  EXPERTS 
Preregistration  will  be  required. 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems 
on  a one-to-one  basis,  with  experts  in  your  field. 


SEE  THIS  ISSUE  FOR  DETAILS 


what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE 


AUGUST  1976 


CONTENTS 


New  York  City  2 

Westchester 2 

Buffalo  2 

Rochester 2 


September  Dates 


New  York  City  3 

Nassau  County  3 


October  Dates 


New  York  City  3 

Rochester 3 


Out-of-State  Events  3 


Physicians’  Placement 


Opportunities  5 

Physicians’  Placement 

Application  Form  8 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


SPECIALTY  INDEX 


Cancer  2,3 

Cardiology  4 

Dermatology 3 

General  Practice 2 

Internal  Medicine 2,3 

Medicine 3 

Neurology 3 

Pathology  3 

Surgery 3 

Transplantation 2 

Urology 2 


DEADLINE  DATES  FOR 

WHAT  GOES  ON 

Meeting  Dates 

Deadline  Dates 

October  1976 

August  1,  1976 

November  1976 

September  1,  1976 

December  1976 

October  1,  1976 

January  1977 

November,  1,  1976 

February  1977 

December  1,  1976 

Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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GENERAL  ONCOLOGY 


New  York  City 


Sixth  International  Congress  of  The 
Transplantation  Society 

Waldorf-Astoria  Hotel 
New  York  City 

August  22-28,  1976 

1.  Clinical  Transplantation  (Kidney,  Heart,  Lung,  Liver,  Bone 
Marrow,  Other) 

2.  Experimental  Organ  Transplantation 

3.  The  HL-A  System  (Immunogenetics,  Clinical  Usefulness  in 
Transplantation  and  Disease) 

4.  Hemodialysis  and  Other  Artificial  Life  Support  Systems 

5.  Chemical  and  Biological  Immunosuppressive  Agents 

6.  Specific  Allogeneic  Unresponsiveness  (Tolerance,  En- 
hancement, Immunoparalysis) 

7.  Maternal-Fetal  Relationships 

8.  Immunobiology  of  Transplantation 

9.  Mammalian  Histocompatibility  Systems 

10.  Xenotransplantation 

11.  Cross-Reacting  Antigens  in  Transplantation  and  Disease 

12.  Genetic  Determinants  of  Immunological  Responsiveness 
and  Allograft  Sensitivity 

13.  Transplantation  Antigens 

14.  Humoral  and  Cellular  Mediators  of  Allograft  Rejection 

15.  Cancer  and  Transplantation 

16.  Viral  Factors  in  Tumor  Immunity  and  Allograft  Rejection 

17.  Organ  Preservation  and  Tissue  Banking 

18.  Ethical  and  Legal  Aspects  of  Transplantation 

For  further  information  contact  Felix  T.  Rapaport,  M.D. 

New  York  University  Medical  Center,  550  First 

Avenue,  New  York  10016.  Tel:  212/679-3200,  Ext.  3026. 


WESTCHESTER  COUNTY 


August  5 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

Thursday,  1 1:00  a. m.- 1:00  p.m. 

URINARY  TRACT  INFECTIONS 

NO  FEE  CREDIT:  AMA  Cat.  1 

AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  Director 
of  Medicine,  St.  Joseph's  Hospital,  127  South  Broadway, 
Yonkers  10701.  Tel:  914/965-6700. 


BUFFALO 


August  25 

Roswell  Park  Memorial  Institute 
American  Cancer  Society,  NYS  Division,  Inc. 
Continuing  Medical  Education  SUNYAB 

Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 


CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo,  14263. 
Tel:  716/845-5944. 


ROCHESTER 


August  25-26,  1976 

University  of  Rochester  School  of  Medicine  & 
Highland  Hospital 

335  Mt.  Vernon  Avenue 
Rochester 

THE  ROCHESTER  FAMILY  MEDICINE 
PROGRAM 

FEE:  $125.  CREDIT:  AAFPIOhrs. 

(Includes  luncheon  both  days) 

(Admission  limited  to  15.) 

For  further  information  contact  Jack  Froom,  M.D.,  University  of 
Rochester  School  of  Medicine  & Highland  Hospital,  335  Mt. 
Vernon  Avenue,  Rochester,  14620.  Tel:  716/442-7470. 


September 


NEW  YORK  CITY 


September  9 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  The  Bronx  County  Medical 
Society 

1300  Morris  Park  Avenue 
Bronx 

8:00-10:00  p.m. 

HEADACHE  AND  VERTIGO:  ENT 
ASPECTS 

CREDIT:  AMA  Cat.  1 
AAFP 

For  further  information  contact  Mrs.  Frieda  Fagin,  Albert  Einstein 
College  of  Medicine,  1300  Morris  Park  Avenue,  Bronx,  10461. 
Tel:  212/430-2822. 


NASSAU  COUNTY 


September  13/17 

Dept,  of  Family  Medicine  SUNYAB 

Nassau  County  Medical  Center 
East  Meadow 

SECOND  ANNUAL  FAMILY  MEDICINE 
REVIEW  COURSE 
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FEE:  $250.  CREDIT:  AAFP  40  hrs. 

(Includes  lunch,  transportation  and  tour  of  new  Health 
Sciences  Center) 

For  further  information  contact  Dept  of  Family  Medicine  at  SUNY 
at  Stony  Brook.  11794.  Tel:  516/444-2458. 


October 


NEW  YORK  CITY 


New  York  Medical  College 

Flower  and  Fifth  Avenue  Hospitals 
5th  Avenue  & 106th  Street 
New  York 

October  1976-June  1977 
First  Thursday  of  each  month 

POSTGRADUATE  EDUCATION  IN 
INTERNAL  MEDICINE 

CREDIT:  AMA 

For  further  information  contact  Postgraduate  Education  Program, 
Department  of  Medicine,  New  York  Medical  College,  1249  Fifth 
Avenue,  New  York.  Tel:  212/860-7462. 


St.  Vincent’s  Hospital  and  Medical  Center  of 
New  York 

New  York  University  Post-Graduate  Medical  School 
550  First  Avenue 

October  6-9 

NEUROSURGERY  1976 

For  further  information  contact  Office  of  the  Associate  Dean — 
Dept.  N,  NYU  Post-Graduate  Medical  School,  550  First  Avenue, 
New  York  10016. 


Roosevelt  Hotel 
New  York 

EVOLUTION  AND  LATERALIZATION  OF 
THE  BRAIN 

For  further  information  contact  Conference  Department,  The 
New  York  Academy  of  Sciences,  2 East  63rd  Street,  New  York 
10021.  Tel:  212/838-0230. 


October  22-23 

The  Chemotherapy  Foundation 

Barbizon  Plaza  Hotel 
New  York 

PROGRESS,  PROMISE  AND 
CONTROVERSY  IN  CANCER 
CHEMOTHERAPY 

For  further  information  and  registration  contact  Dr.  Ezra  M. 
Greenspan,  Mount  Sinai  Medical  Center,  Fifth  Avenue  and  100th 
Street.  New  York  10029.  Tel:  212/650-6772. 


October  25-29 

Columbia  University  College  of  P & S 

630  West  168th  Street 
New  York 

Review  course 

OBSTETRICS  & GYNECOLOGY 

FEE:  $250. 

Residents:  $125. 

For  further  information  and  registration  contact  Jose  M.  Ferrer, 
Jr.,  M.D.,  Associate  Dean,  630  West  168th  Street,  New  York 
10032.  Tel:  212/694-3682. 


ROCHESTER 

New  York  University  Post  Graduate  Medical  

School  October  1-2 


550  First  Avenue 
New  York 

October  14-16 

DIFFERENTIAL  DIAGNOSIS  IN 
DERMATOPATHOLOGY 

FEE:  $200. 

$100.  Residents  and  Fellows 
$150.  Alumni  and  Former  Fellows  and  Residents  of 
Dept,  of  Dermatology  and  Pathology,  NYU 
School  of  Medicine 

For  further  information  contact  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  10016. 


October  12-15 

New  York  Academy  of  Sciences 


American  Cancer  Society 
New  York  State  Division,  Inc. 

Holiday  Inn 
Rochester  Downtown 
120  Main  Street  East 
Rochester 

KEEPING  UP  WITH  CANCER 

For  further  information  contact  George  C.  Henegar,  M.D.,  c/o 
American  Cancer  Society,  New  York  State  Division,  Inc.  6725 
Lyons  Street,  P.O.  Box  7,  East  Syracuse,  13057.  Tel:  315/ 
437-7025. 


OUT-OF-STATE 


NEW  JERSEY 
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For  further  information  contact  Alfred  Soffer,  M.D.,  Executive 
Director,  American  College  of  Chest  Physicians,  911  Busse 
Highway,  Park  Ridge,  60068.  Tel:  312/698-2200 


September  16-19 

College  of  Medicine  and  Dentistry  of  New 
Jersey 

CMDNJ-New  Jersey  Medical  School 

Cherry  Hill  Inn 

Cherry  Hill,  New  Jersey 

ADVANCES  IN  CLINICAL  PERINATOLOGY 

CREDIT:  AMA  Cat.  1 (23  hrs.) 

A.C.O.G.  cognates  (27  hrs.) 

A.A.F.P.  elective  credits — 18 
N.J.S.N.A. — (25  hrs.) 

L.P.N.A.N.J. — (25  hrs.) 

For  further  information  contact  Leslie  Iffy,  M.D.,  New  Jersey 
Medical  School,  Martland  Hospital  Unit — 9 South,  65  Bergen 
Street,  Newark,  07107.  Tel:  201/643-8800  ext.  2708. 


ATLANTA,  GEORGIA 


October  24-28 

American  College  of  Chest  Physicians 

Atlanta  Hilton  Hotel  and 
Atlanta  Civic  Center 
Atlanta,  Georgia 

CLINICAL  IMPLICATIONS  AND 
PROJECTIONS  IN  CARDIOPULMONARY 
MEDICINE  AND  SURGERY 

NO  FEE:  For  ACCP  members,  program  participants,  medical 
students,  interns  and  residents. 

FEE:  $75.  Non-member  physicians. 

TO:  Subscribers  to  "What  Goes  On  In  Medicine” 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  ( in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On”  and  invite  your  suggestions  and  comments. 


"WHAT  GOES  ON’’ 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name . 

Address — - — 

City,  State 

(zip) 
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NOTICE 

The  Medical  Society  of  the  State  of  New  York  invites  the 
Deans  of  Medical  Schools  and  the  Administrators  of  Hospitals 
to  send  notices  of  continuing  medical  education  including 
teaching  days,  important  lectureships,  courses,  and  similar 
programs  for  publication  in  WHAT  GOES  ON  to:  The  Editor, 
WHAT  GOES  ON,  Medical  Society  of  the  State  of  New  York, 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone: 
(51 6)  488-6100.  This  is  a free  service. 


ANNOUNCEMENTS  SHOULD  INCLUDE  THE 
FOLLOWING  INFORMATION: 

Sponsor  (s) 

Date 

Place 

Time 

Fee 

Credit 

Who  to  contact  for  further  information. 


DEADLINE  DATES  FOR  WHAT  GOES  ON 

Meeting  Dates  Deadline  Dates 

August  1,  1976 


October  1976 
November  1976 
December  1976 
January  1977 
February  1977 


September  1,  1976 
October  1,  1976 
November,  1,  1976 
December  1,  197  6 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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MOST  RECENT  PHYSICIANS’ 
PLACEMENT  OPPORTUNITIES 


ANESTHESIOLOGIST 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologist. 
For  further  information  contact  Irving  Cramer,  M.D.,  St.  Luke’s 
Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency  Room 
Physician.  A semi-retired  physician  is  preferred  for  this  position 
which  offers  a furnished  house  on  hospital  grounds.  Contact  The 
Medical  Society  State  of  New  York,  Physicians’  Placement  Bu- 
reau, 420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel: 
516/488-6100.  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D..  St.  Luke's  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 

UTICA,  N.Y.  Oneida  County  needs  an  Emergency  Room  Physician. 
Contact  Mr.  Patrick  Cannistra,  Director  of  Personnel  at  St.  Luke’s 
Memorial  Hospital  Center,  Box  479  Champlin  Road,  Utica,  13503. 


FAMILY  PHYSICIANS 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 
CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C  , 20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 


HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc.,  Hunter, 
12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont.  12565.  Tel:  518/672-7032. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to  join 
12  physicians  in  a Health  Center.  Excellent  fringe  benefits  in- 
cluding malpractice  coverage.  Contact  Robert  E.  Long,  M.D., 
819  S.  Salina  Street,  Syracuse  13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  1 2 miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 


GENERAL  SURGEON 

BATH,  N.Y.,  Steuben  County  needs  a General  Surgeon,  Ob/Gyn  and 
Orthopedic  Surgeon.  Contact  Mr.  Robert  E.  Page,  Adm.  Asst., 
Ira  Davenport  Hospital,  Bath,  14810.  Tel:  (607)776-2141. 
DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 


ORTHOPEDIC  SURGEON 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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INTERNISTS 

BRONX,  N Y needs  an  Internist  for  2 day  week  Contact  Mr  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue. 
Bronx  10454.  Tel:  212/292-2260. 

BUFFALO,  N Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass  t Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street.  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HERKIMER.  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm  , Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC.  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac.  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 


OBSTETRICIAN/GYNECOLOGIST 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island,  2 Ob/Gyn,  seeking 
3rd  Ob/Gyn  for  group.  Contact  Charles  I.  Rosenblum,  M.D.,  41 
Brentwood  Rd„  Bayshore,  1 1751.  Tel:  516/665-0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits.  JCAH 
hospital.  Contact  Thomas  E.  Lavell,  M.D.,  Delaware  Valley 
Hospital,  1 Titus  Place,  Walton,  13856.  Tel:  607/865-4101. 


OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 


PEDIATRICIANS 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474 
MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 


RADIOLOGIST 

SCHENECTADY,  N.Y.  Schenectady  County  Radiologist  seeks 
board  certified  associate  for  diagnostic  clinic  and  hospital  type 
practice.  Contact  George  T.  Grimmer,  M.D.,  Bellevue  Maternity 
Hospital,  P.O.  Box  1030,  2210  Troy  Schenectady  Road,  Sche- 
nectady 12301.  Tel:  518/374-4561. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s  Memorial 
Hospital  Center,  Box  479,  Utica,  15303. 


UROLOGIST 

MEDINA,  N.Y.,  Orleans  County  needs  a Urologist,  Family  Practitioner 
and  Orthopedic  Surgeon.  Contact  James  H.  Morey,  Adm.,  Me- 
dina Memorial  Hospital,  Medina  14103.  Tel:  716/798-2000. 


ALL  SPECIALTIES 

FLUSHING,  N.Y.  Queens  County  needs  all  specialties  for  an  out- 
patient clinic.  Contact  C.  Linardos,  M.D.,  42 — 78  Main  Street, 
Flushing  11355.  Tel:  212/539-8800. 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings  for 
all  specialties  to  practice  for  themselves  and  also  be  part  of  a 
group.  Contact  Mr.  Lou  Goodman,  St.  James  Medical  Center, 
25  St.  James  Place,  New  York,  10038. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians'  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name 


Date 


Address 


(Zip  code  number) 

Date  of  Birth Place  of  Birth 


(Telephone  Number) 


Citizenship  Status_ 
Medical  School 
Internship 


_Marltal  Status 


Year  Graduated 


Hospitals_ 


Dates 


Residency^ 


Hospitals_ 


Dates 


Specialty^ 


Licensed  in  what  States?^ 
Applied  for 


American  Board  Certificates  held?_ 

Eligible 


Do  you  have  a New  York  State  License?^ 
Military  Status 


Certified 


Date  of  Certificate 


Profess ional  Organization  Memberships 
Arc  you  in  practice  at  present? 

Solo  Associate 


What  type  of  practice  are  you  interested  in? 

Industrie  1_ Group Institutional 


Other 


Date  you  will  be  available  for  proctice_ 
practiced 


Former  locations  in  which  you  have 


(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488*6100. 
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WALLACE  LABORATORIES 
Division  of  Corter-Wollace,  Inc. 
Cranbury,  New  Jersey  08512 


The  promise  of  Soma 
in  the  “low-back  patient: 
relief  of  discomfort... 
improved  function 

In  3 double-blind,  randomized,  placebo-controlled  studies' 3 of  patients  with  acute, 
painful  musculoskeletal  disorders  affecting  the  back,  Soma  helped  effect... 

# significant  relief  of  discomfort,  stiffness  and  other  symptoms 

# significant  improvement  in  range  of  motion  as  measured  by  ob|ective  tests  of  function. 
Add  Soma  to  your  standard  regimen  for  low-back  disorders... and,  if  necessary, 

add  your  choice  of  analgesic.  Then  let  your  patient  report  the  results. 

In  acute,  painful  low-back  disorders 

Soma  350 

(carisoprodol)  350  mg  tablets 

for  measurable  relief 


Indications:  Carisoprodol  is  indicoted  os  an  adiunct  to  rest,  physical  therapy,  and  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculoskeletol  conditions 

Contraindications:  Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reactions  to  corisoprodol  or  related  compounds  such  as 
meprobamate,  mebutomate,  tybamate. 

Warnings:  Idiosyncratic  Reactions  Rarely,  extreme  weakness,  transient  quadriplegic,  dizziness,  ataxia,  temporary  vision  loss,  diplopia, 
mydnosis,  dysarthria,  agitation,  euphoria,  confusion  and  disorientation  have  oopeared  within  minutes  or  hours  of  the  first  dose 
These  usually  subside  in  several  hours  but  supportive  and  symptomatic  therapy,  including  hospitalization,  may  be  necessary 
Pregnancy  and  Lactation  Safe  use  not  established;  weigh  potential  benefts  against  potential  hazards  in  pregnancy,  nursing  mothers 
(concentrations  in  breast  milk  are  two  to  four  times  that  in  plasma),  or  women  of  childbearing  potential. 

Children  Under  Twelve  Not  recommended. 

Potentially  Hazardous  Tasks  Driving  a motor  vehicle  or  operating  machinery. 

Additive  Effects  Effects  of  carisoprodol  and  alcohol,  other  CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence  Use  cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System  Drowsiness,  dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  depressive 
reactions,  syncope,  insomnia,  idiosyncratic  reaction  (see  "Warnings''). 

Allergic  or  Idiosyncratic  In  previously  unexposed  patients,  these  are  usually  seen  after  1-4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilic,  fixed  drug  eruption  with  cross  reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and  anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 

In  such  cases,  stop  carisoprodol  and  initiate  appropriate  treatment  (e  g.,  epinephrine,  antihistamines,  corticosteroids). 
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Fourth  Official  Postgraduate 
Acupuncture  Course 
November  3rd  to  7th,  1976 

The  NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR 
PHYSICIANS  AND  DENTISTS,  Inc.  will  give  its 
fourth  Postgraduate  Course  in  Acupuncture  for 
advanced  and  beginner  students  at  the  New  York 
University  Medical  Center  November  3rd  to  7th, 
1976.  Approved  by  New  York  State  Boards  for 
Medicine  and  Dentistry  for  50  credit  hours.  Write 
for  application  to: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists 
115  East  61st  St. 

New  York,  N.Y.  10021 
or  phone  mornings  212-245-4737 


■■■■ 


Report  on  parasitic  infections 
in  the  United  States 

Despite  popular  belief,  New  York  City  is  a haven  for 
parasitic  infections,  New  York  City  First  Deputy  Health 
Commissioner  Dr.  Pascal  James  Imperato  reported  in  a 
treatise  presented  recently,  as  part  of  a Symposium  on 
Tropical  and  Parasitic  Diseases  encountered  in  the  U.S.A. 
While  most  of  these  diseases  are  not  reportable,  much  in- 
formation on  parasitic  infections  has  been  gathered  by  the 
New  York  City  Department  of  Health  Tropical  Disease 
Clinics.  On  the  national  level,  three  parasitic  diseases  are 
reportable:  malaria,  amebiasis,  and  trichinosis,  according 
to  Dr.  Imperato. 

The  report  includes  the  following  information: 

During  the  period  1960-1971,  malaria  was  found  to  be 
primarily  a disease  affecting  young  adult  males,  between 
twenty  and  forty-four  years  of  age.  A large  number  of 
cases  were  identified  among  groups  of  Vietnam  War  vet- 
erans and  civilians  particularly  businessmen,  tourists,  and 
those  who  worked  overseas  for  varying  periods  of  time,  who 
had  been  traveling  to  endemic  malarial  areas. 

Dr.  Imperato  noted  that  malaria  cases  among  tourists 
were  limited  to  those  who  traveled  to  malarial  areas  alone, 
or  with  one  or  two  other  tourists,  and  who  either  did  not 
employ  any  prophylaxis  or  else  used  inadequate  prophy- 
laxis. Similarly,  businessmen  traveling  to  endemic  areas 
most  often  traveled  alone  and  were  often  unaware  of  the 
need  for  taking  precautionary  measures  against  the  disease. 
However,  those  traveling  in  organized  groups  under  the 
auspices  of  professional  travel  agencies  generally  had  re- 
ceived proper  protection. 

In  1975  some  30  cases  of  malaria  were  reported  in  New 
York  City,  the  victims  having  been  infected  outside  the 
United  States  by  the  anopheline  mosquito,  which  is  not 
indigenous  to  this  country.  There  were  no  cases  of  con- 
genital or  transfusion  malaria  reported. 

Amebiasis  continues  to  be  a significant  problem  in  the 
U.S.A.  In  1975,  there  were  1,235  reported  cases  of  ame- 
biasis in  New  York  City.  Of  this  number,  713  cases,  rep- 
resenting 57.7  per  cent  were  diagnosed  and  reported  from 
the  New  York  City  Department  of  Health  Tropical  Disease 
Clinics.  The  largest  proportion  of  cases  for  1975  consists 
of  immigrants  from  the  Dominican  Republic,  according  to 
statistics  from  these  clinics. 

The  annually  reported  number  of  cases  of  trichinosis  in 
the  U.S.A.  has  gradually  declined  over  the  past  twenty-five 
years.  In  1973,  there  were  102  cases  of  trichinosis  in  the 
U.S.A.  of  which  30  were  from  New  York  City.  Of  these  30 
cases,  18  had  occurred  among  Thais  in  New  York  City  who 
had  eaten  an  infected  pork  preparation  called  Labb. 

Labb,  common  in  Thailand,  is  a pork  disk  in  which  the 
uncooked  meat  is  mixed  with  chili  peppers  and  other  spi- 
ces. In  Thailand,  however,  domestic  swine  are  fed  cooked 
rice  and  vegetables  and  not  garbage,  and  therefore  are 
probably  trichinosis-free. 

Material  received  for  inclusion  in  the  medical  news  section  must 
be  received  eight  weeks  prior  to  publication  date. 

continued  on  page  1416 
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Abstracts 


Matz,  R.:  Diabetic  acidosis,  rationale  for  not  using  bi- 
carbonate; New  York  State  J.  Med.  76:  1299  (Aug.) 
1976. 

The  traditional  reasons  for  using  bicarbonate  to  treat  the 
acidosis  associated  with  uncontrolled  diabetes  mellitus  are 
correction  of  intracellular  acidosis  and  reduction  of  insulin 
resistance.  These  are  found  wanting  since  intracellular 
pH  at  the  subcellular  level  is  a nebulous  concept  at  best  and 
a complex  function  of  many  variables  (extracellular  pH, 
bicarbonate  and  carbon  dioxide  partial  pressure)  rather 
than  being  linearly  related  to  the  arterial  pH.  Clinically 
there  is  no  evidence  that  acidosis  results  in  insulin  resis- 
tance! Evidence  is  further  reviewed  suggesting  that  aci- 
dosis may  protect  cells  from  hypoxic  damage  and  that  the 
prompt  correction  of  acidosis  may  impair  oxygen  delivery 
due  to  the  complex  interaction  of  low  red  blood  cell  2,3- 
diphosphoglyceric  acid,  loss  of  the  Bohr  effect  of  acidosis, 
and  increased  levels  of  Alc  hemoglobin  in  uncontrolled 
diabetes.  On  clinical  grounds,  the  state  of  consciousness 
in  uncontrolled  diabetes  is  not  correlated  with  the  degree 
of  acidosis,  and  vigorous  correction  of  the  acidosis  may  be 
associated  with  cerebral  edema. 


Harris,  B.  A.,  Jr.:  Vaginal  hysterectomy  in  community 
hospital;  study  of  491  cases,  New  York  State  J.  Med.  76: 

1304  (Aug.)  1976. 

Four  hundred  ninety-one  vaginal  hysterectomies  per- 
formed at  a community  hospital  in  New  York  during  a 
thirteen-year  period,  from  1961  to  1973,  were  surveyed. 
Despite  the  low-risk  patients  and  their  highly  qualified 
surgeons,  complications  were  frequent.  In  contrast  to  most 
series,  the  bulk  of  the  patients  were  operated  on  by  certified 
private  gynecologists,  assisted  by  their  peers.  Neverthe- 
less, an  overall  febrile  morbidity  rate  of  37.8  per  cent  was 
recorded.  One  third  of  the  patients  required  transfusion; 
more  than  1 patient  in  10  were  hypotensive  during  or  after 

Gains  cited  in  treating 
childhood  cancer 

Advances  in  the  care  of  childhood  cancer  have  led  to 
increasing  periods  of  disease-free  survival  and  probable 
cure  for  greater  numbers  of  children,  says  a survey  report 
in  the  March  8 issue  of  the  Journal  of  the  American 
Medical  Association. 

Donald  Pinkel,  M.D.,  pediatrician  with  the  Medical 
College  of  Wisconsin,  Milwaukee,  points  to  greater  rates 
of  remission  in  a number  of  the  cancers  most  likely  to  strike 
children. 

Although  only  1 per  cent  of  cancer  occurs  in  children,  Dr. 
Pinkel  declares,  “The  potential  number  of  productive  years 
of  life  to  be  saved  by  eliminating  childhood  and  adolescent 
cancer  deaths  is  nearly  equal  to  that  to  be  saved  by  eradi- 
cating adult  cancer  mortality.” 

Acute  lymphocytic  leukemia  is  the  most  frequent  form 
of  childhood  cancer,  says  Dr.  Pinkel.  Ten  years  ago  it  was 
almost  uniformly  fatal.  Today,  with  new  treatment 
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the  operation.  Seven  per  cent  of  the  patients  required 
secondary  operative  procedures.  Sixty-seven  patients  had 
major  surgical  complications.  Thirty-five  patients  had  no 
uterine  descensus  preoperatively.  Of  these,  27  were 
morbid,  and  8 required  transfusion.  There  were  2 
deaths. 

Morgenthau,  J.  E.,  and  Rao,  P.  S.  S.:  Contraceptive 
practices;  in  adolescent  health  center,  New  York  State  J. 
Med.  76: 1311  (Aug.)  1976 

An  FLEP  (family  life  education  program)  providing 
contraceptive  services  within  the  context  of  total  health 
care  to  adolescents  of  an  inner-city  low  income  area  is  de- 
scribed. All  females  attending  during  a three-month  pe- 
riod in  1974  were  interviewed  to  determine  the  demo- 
graphic, sexual,  reproductive,  and  contraceptive  experi- 
ences of  the  consumers.  Of  334  patients  seen,  49  per  cent 
were  Blacks,  37  per  cent  Hispanics,  12  per  cent  whites,  and 
2 per  cent  Orientals;  one  half  were  under  eighteen  years  of 
age.  Their  demographic  and  social  backgrounds  reflect 
that  of  the  neighborhood  population.  Most  referrals  were 
through  personal  contacts  or  school  outreach.  Mean  ages 
of  menarche  and  of  first  intercourse  were  11.96  and  15.4 
years  respectively.  Sexual  activity  was  high,  and  there  was 
no  correlation  between  the  ages  of  menarche  and  first  in- 
tercourse. Unprotected  sex  was  definitely  a health  hazard; 
54  per  cent  never  used  contraception  prior  to  their  first 
visit,  and  another  25  per  cent  used  unreliable  methods. 
Data  on  the  number  of  abortions  prior  to  attending  FLEP 
show  significant  differences  among  the  3 ethnic  groups. 
More  Blacks  accept  the  “pill,”  and  more  whites  accept  the 
intrauterine  devices.  Thirty  per  cent  did  not  know  the 
attitudes  of  their  boy  friends  towards  contraception;  of 
those  who  knew,  90  per  cent  observed  cooperation.  Basic 
features  of  health-related  programs  for  teenagers  leading 
to  increased  utilization  rates  are  identified.  It  is  concluded 
that  youth  will  make  good  use  of  programs  which  are  spe- 
cifically designed  to  meet  their  needs. 

methods,  about  80  per  cent  of  the  children  have  remained 
free  of  leukemia  after  all  treatment  has  been  stopped,  for 
periods  up  to  ten  years. 

New  methods  have  increased  survival  rate  in  Wilms’ 
tumor,  a cancer  of  the  kidney,  in  children  to  approxi- 
mately two  thirds,  compared  to  about  one  fourth  in  the 
past,  he  points  out.  Almost  half  of  the  children  with  em- 
bryonal rhabdomyosarcoma,  a tumor  of  the  muscles,  who 
receive  coordinated  therapy  with  surgery,  radiation,  and 
drugs  can  be  expected  to  survive  free  of  tumor,  a four-fold 
improvement  over  past  experience. 

The  outlook  for  children  and  young  adults  with  malig- 
nant bone  tumors  also  has  improved.  Hodgkins  disease, 
a malignant  lymphoma,  was  once  75  per  cent  fatal  in 
childhood  and  youth.  Now  there  is  lengthy  disease-free 
survival  for  more  that  80  per  cent,  Dr.  Pinkel  says. 

Several  other  childhood  cancers  still  defy  treatment. 
Disseminated  neuroblastoma  is  usually  fatal  within  one 
year  for  children  more  than  one  year  old.  Certain  other 
cancers,  including  malignant  brain  tumors,  are  still  lethal,  j 
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Editorials 


Orphan  or  illegitimate  child? 


School  health: 

It  has  been  said  that  school  health  is  the  orphan 
child  of  pediatrics  and  public  health.  It  is  also  a fact 
of  life  that  the  school  physician  is  an  illegitimate 
stepchild  in  dire  need  of  legal  adoption.  In  truth,  he 
is  either  “half-baked  or  watered  down  in  a mulligan 
stew  of  confusion  and  frustration.”  1 

Several  national  problems  in  school  health  have 
come  into  sharp  focus  in  the  last  few  years: 

I.  The  philosophies,  objectives,  and  professional 
“turfs”  in  school  health  services  are  ill-defined  and 
may  vary  widely  from  city  to  city  and  from  district 
to  district.  Depending  on  school  fiscal  and  admin- 
istrative policies,  socioeconomic  status,  and  the 
availability  of  medical  resources  in  and  out  of  the 
school,  the  school  physician  can  be  expected  to  per- 
form a variety  of  functions.  These  can  range  all  the 
way  from  perfunctory,  superficial  physical  inspec- 
tions to  primary  care  diagnoses  and  medical  treat- 
ment (with  consent  of  parents  and  school)  in  inner 
city  ghetto  communities. 

II.  There  are  tremendous  opportunities  and  po- 
tentials for  promoting  health,  preventing  diseases, 
and  studying  normal  development  (by  observation, 
testing,  and  review  of  recorded  data)  which  are  not 
fully  capitalized  on  at  most  schools.  These  include: 

(1)  early  detection  and  referral  to  parents  of  physical, 
emotional-behavioral,  and  developmental  disabilities 
(that  is,  cognitive,  perceptual,  and  language);  (2) 
constant  monitoring  and  updating  of  the  immuni- 
zation status  of  each  child  from  kindergarten  through 
high  school;  (3)  development  of  physical  fitness  (that 
is,  cardiorespiratory)  tests  and  improvement  pro- 
grams throughout  elementary  and  high  school;  and 
(4)  implementation  of  the  “K  through  12”  extant 
curriculum  in  health  education  which  has  been 
mandated  in  New  York  State  since  1970. 

III.  There  are  inadequate  numbers  of  physicians 
in  various  parts  of  the  country  and  State  who  are 
dedicating  at  least  part  of  their  professional  time  to 
school  health  work.  Aside  from  time  constraints 
imposed  by  busy  practices,  the  reasons  for  this  lack 
of  involvement  generally  pertain  to:  (1)  nonstimu- 
lating, routine  assignments  offered  to  them  by  the 
school  administrator  who  is  primarily  concerned  with 
completing  the  state-required  routine  physical  ex- 
aminations by  the  school  physician  in  large  volume; 

(2)  minimal  communications  available  with  educa- 
tors and  other  health  professionals  working  in  school 
(for  example,  psychologists,  speech  therapists, 
classroom  teachers,  perceptual  tutors,  and  so  forth) 
in  the  form  of  case  conferences  and  consultation  re- 


quests; (4)  inadequate  compensation  offered  by 
schools  for  the  professional’s  time  input;  and  (5)  in- 
adequacies of  many  physicians  in  the  evaluation  and 
management  of  learning  and  emotional-behavior 
disorders  as  they  affect  educational  progress  of  the 
child. 

Overall,  the  present-day  self-image  of  the  part- 
time  school  M.D.  is  poor,  and  in  the  eyes  of  the  ad- 
ministrator and  other  school  health  educators,  it  is 
one  of  limited  and  low  usefulness.  There  are  too 
many  traditional  “examining”  physicians  hired  by 
schools  and  far  too  few  “consulting”  physicians.2 
One  solution  now  being  attempted  in  Galveston, 
Texas,3  and  Boston,  Massachusetts4  is  to  offer  school 
physicians  postgraduate  training  courses  in  “edu- 
cational pediatrics”  5 and  school  medicine.  These 
are  designed  to  upgrade  the  physician’s  knowledge 
and  skill  in  the  current  cornerstone  areas  of  school 
health  as  indicated  in  the  above  paragraphs. 

Another  solution  is  to  emphasize  school  health  as 
a potential  subcareer  in  pediatric  residency  programs 
and  to  incorporate  educational-developmental  pe- 
diatrics into  the  formal  pediatric  training  syllabus. 
These  pediatric  interns  and  residents  would  rotate 
through  school  health  services  in  the  communities 
surrounding  their  hospital  for  part  of  their  accredited 
three-year  program.6-7 

With  improved  interest  and  deeper  knowledge,  the 
final,  fully  trained  school  M.D.  will  command  due 
respect  and  compensation.  He  will  possess  the  un- 
derstanding and  language  of  various  educational  and 
psychological  disciplines  in  the  school  system.  Thus 
he  will  more  comfortably  and  intelligently  relate  to 
each  of  them  in  the  evaluation  and  management  of 
the  wide  spectrum  of  student  problems.  If  he  is  to 
function  as  an  essential  team  member  or  equal 
partner  in  problem  discussions  and  their  resolution, 
he  must  accept  a role  which  recognizes  the  mutual 
concern  and  interdependence  of  several  types  of 
professionals.  In  other  words,  he  will  not  necessarily 
act  as  the  team  “captain”  in  the  medical-educational 
arena.  Yet  he  can  no  longer  remain  an  “outside 
helper,”  but  must  become  an  integral  part  of  the 
educational  system.8 

In  the  true  sense,  he  will  evolve  into  the  School 
Health  Consultant  to  the  entire  school  district  and 
would  perform  in  many  new  and  wondrous  ways. 
This  “neglected  child” — school  health — needs  and 
deserves  loving  adoption  by  the  medical  practitioners 
in  the  community. 

In  order  to  stimulate  the  anemic  attitude  and  ex- 
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pertise  among  physicians  in  the  whole  field  of  school 
health,  future  issues  of  the  Journal  will  regularly 
allocate  a section  dedicated  to  various  topics  and 
issues  on  school  health. 

Contributed  articles  of  merit  from  authors  in  any 
of  the  50  states  are  now  being  solicited  and  compiled 
for  editorial  review. 


NORMAN  B.  SCHELL,  M.D.,  M.P.H. 

Medical  Director 
Nassau  County  Health  Department 
240  Old  Country  Road 
Mineola,  N.Y.  11501 
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Private  or  voluntary  versus  government  or  regulated  medicine 


In  the  present  open  season  on  the  medical  pro- 
fession there  recurs  the  claim  that  privately  oriented 
health  care  is  not  economical  or  integrated,  and  that 
the  Federal  government  should  jump  to  the  rescue. 

But  how  effective  is  the  government  in  assuring 
better  medical  care  or  in  containing  its  costs?  Bear 
witness  the  experience  with  cost  management  by  the 
Social  Security  Administration  in  administering 
present  national  health  insurance.  Are  they 
blameless  for  the  inordinate  expense  of  Medicare  and 
Medicaid?  Could  the  quality  of  care  also  not  be 
much  better? 

Negative  answers  can  be  inferred  from  a recently 
released  study  of  Medicare  Part  A cost  performance. 
What  makes  the  study  especially  noteworthy  is  its 
source:  the  General  Accounting  Office  (GAO),  a 
Federal  agency.  GAO  compared  Social  Security 
Administration’s  performance  with  that  of  four  pri- 
vate insurance  companies  in  dealing  with  institu- 
tional providers  of  Medicare  services.  The  average 
cost,  excluding  audit,  of  a bill  processed  by  Social 
Security  Administration’s  Division  of  Direct  Reim- 
bursement (DDR)  was  $12.39  in  1973,  compared  with 
$7.31  for  Travelers,  $7.28  for  Mutual  of  Omaha,  $3.81 
for  Blue  Cross  of  Chicago,  and  $3.55  for  Blue  Cross 
of  Maryland.  The  lower  costs  for  the  Blue  Cross 
plans  were  attributed  partly  to  their  smaller  and  less 
unwieldy  territories;  there  is  a lesson  here,  too. 

Also,  GAO  found  that  “higher  salaries  and  lower 
productivity  appear  to  be  major  reasons  for  the 
higher  costs  of  government  operation  which,  unlike 
the  private  intermediaries,  had  no  production  stan- 
dards.” “Despite  DDR’s  higher  costs,”  the  report 
continued,  “it  generally  took  longer  than  other  in- 
termediaries to  pay  bills  and  settle  with  providers. 

Its  error  rate  was  average.” 

Adding  to  the  weight  of  the  findings  is  the  non- 
political, independent  character  of  the  GAO.  It  is 
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the  fiscal  watchdog  of  Congress,  though  the  Comp- 
troller General  is  appointed  by  the  President.  Its 
Medicare  report  was  a detailed  response  to  questions 
put  to  it  by  the  House  Ways  and  Means  Committee 
Chairman.  All  of  this  should  be  borne  in  mind  in 
weighing  the  rebuttals  from  the  Department  of 
Health,  Education,  and  Welfare  and  the  Committee 
for  National  Health  Insurance,  as  well  as  the  prolific 
writers  of  “letters  to  the  editor.”  HEW  and  the 
Committee  on  Health  Insurance  call  the  report 
outdated.  But  DDR’s  lack  of  cost  data  (GAO  had  to 
develop  them)  explains  the  delay.  HEW  contends 
that  its  costs  per  bill  are  overstated  for  1973  since 
bills  processed  through  magnetic  tape  were  excluded. 
HEW  also  maintains  that  costs  have  dropped  since 
1973,  but  this  is  also  true  for  other  carriers  in  the 
study.  GAO  said  it  has  not  verified  the  new  figures. 

So  the  burden  of  proof  hangs  heavy  on  the  Social 
Security  Administration.  Meanwhile,  Congress 
ought  to  pay  heed  to  the  report  from  its  fiscal 
watchdog.  And  then  think  hard  about  making  SSA 
the  exclusive  overall  health  insurance  administrator 
for  the  public  at  large,  as  proposed  in  such  legislation 
as  the  Kennedy  bill. 

More  important  still  is  the  grave  effect  on  patient 
care  because  of  the  disruption  of  wholesome  doc- 
tor-patient relationships,  interposing  third  parties, 
the  manifest  inefficiency  of  centralization,  and  fur- 
ther expanding  the  complexity  of  medical  care  with 
the  equivalent  of  the  elimination  of  the  physician  as 
ombudsman  for  the  patient,  and  the  care  of  the  whole 
patient  as  well  as  his  illness;  all  do  harm  and  affect 
medical  care  of  the  patient  adversely. 

If  better  care  resulted,  then  it  would  be  worth  the 
additional  financial  cost,  but,  when  it  causes  deteri- 
oration of  such  care  by  depersonalizing  it,  then  we| 
should  go  easy! 

A. A. A.  | 


No  default 
insurance 


Tofranil-PM'  Geigy 

imipramme  pamoate 
In  depression 

Daily  Dosage  Chart 


1 h.s. 


A major  reason  for  drug 
defaulting  is  multiple  daily 
dosage  schedules. 

Ayd  reports  that  70  percent 
of  patients  default  on  a q.i.d. 
regimen;  60  percent  on  t.i.d.; 
30  percent  on  b.i.d.,  and  only 
7 percent  on  a single  daily 
dose. 

A single  daily  capsule  that 
provides  a full  day’s  medica- 
tion would  logically  assure 
better  therapeutic  results. 

Because  one  capsule  lasts 
from  bedtime  to  bedtime, 
Tofranil-PM"  may  markedly 
reduce  the  probability  of 
missed  doses. 

After  therapy  is  initiated  with 
the  75-mg.  capsule,  the  150- 
mg.  capsule  is  the  dose  level 
at  which  optimum  response 
is  usually  obtained. 

Please  review  the  prescrib- 
ing information  summarized 
on  the  back  of  this  page. 


*Ayd,  F.J.,  Jr.  (Ed.):  Int.  Drug 
Ther.  Newslett.  7(9/1 0):35-50 
(Nov./Dec.)  1972. 


Tofranil-PM51 

imipramine  pamoate 


One  capsule 
lasts  from  bedtime 
to  bedtime. 


Initial  Dose 


For  Maintenance  Therapy 


Starting  Usual  Optimum  A Full  Range  to  Choose  From* 
Dose  Response  Dose 
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*Each  capsule  contains  imipramine  pamoate 
equivalent  to  150,  125,  100  or  75  mg.  imipramine 
hydrochloride. 

Tofranil-PM® 

brand  of  imipramine  pamoate 

Indications:  For  the  relief  of  symptoms  of  depression. 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind. 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
dunng  pregnancy  and  lactation  has  not  been  established, 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to 

—patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia, 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties 
— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  (he  patient  should  be  cautioned  accordingly 
Usage  in  Children  Tofranil  PM.  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg  , 100  mg  , 125  mg 
and  150  mg.)  Each  capsule  contains  imipramine 
pamoate  equivalent  lo  75  mg  , 100  mg  , 125  mg  or  150 
mg  imipramine  hydrochloride 

Precautions:  II  should  be  kepi  in  mind  that  the  possibility 


of  suicide  in  seriously  depressed  patients  is  inherent  in 
the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow. 

An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  alropine-like  effects  may  become  more 
pronounced  (e  g , paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomime- 
tic amine  (e  g , adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  reported 

Concurrent  admin  stration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  lo  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered 

Cardiovascular  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls 

Psychiatric:  Confusional  slates  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions;  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares, 
hypomania;  exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthesias  of  ex- 
tremities. incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns,  tinnitus. 

Anticholinergic  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis,  constipation,  paralytic  ileus,  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract 
Allergic  Skin  rash,  pelechiae,  urticaria,  itching,  photosen- 


sitization (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  longue);  drug  fever,  cross- 
sensitivity with  desipramine 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis. eosinophilia;  purpura,  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy,  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea,  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female,  increased  or  de- 
creased libido  impotence,  testicular  swelling,  elevation  or 
depression  of  blood  sugar  levels 
Other  Jaundice  (simulating  obstructive);  altered  liver 
function,  weight  gain  or  loss;  perspiration;  Hushing,  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue,  headache,  parotid  swelling;  alopecia 
Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg. /day  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response  If  ! 
necessary,  dosage  may  be  increased  to  200  mg. /day 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg. /day  and  may  be  increased  to  200 
mg./day  Dosage  should  be  increased  to  250-300  mg  day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission  The  usual  adult  maintenance 
dosage  is  75-150  mg  / day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg  or  higher  It  is  | 
generally  unnecessary  to  exceed  100  mg  /day  in  these 
patients  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses 
How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75.  100,  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equivalent  fo  75, 

100,  125  or  150  mg  of  imipramine  hydrochloride  ) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration. please  refer  to  the  full  prescribing  informa- 
tion. 
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Is  it  beneficial  to  use  bicarbonate  to  treat  the  aci- 
dosis associated  with  uncontrolled  diabetes  mellitus? 
On  the  whole,  current  evidence  suggests  that  it  is 
not. 

The  primary  argument  used  to  support  the  treat- 
ment of  the  metabolic  acidosis,  both  ketoacidosis  and 
lactic  acidosis,  associated  with  uncontrolled  diabetes 
is  the  necessity  to  correct  intracellular  acidosis.  The 
postulated  harmful  effects  of  metabolic  acidosis  on 
the  cardiovascular  system,1-3  or  on  insulin  sensitiv- 
ity,4’5 are  presumed  to  be  due  to  alterations  of  in- 
tracellular pH. 

With  this  in  mind,  it  may  be  profitable  to  note  the 
problems  this  concept  engenders.  As  has  been 
pointed  out  by  Hills,6  when  one  deals  with  extracel- 
lular fluids  or  urine  these  solutions  approach  ideality 
closely  enough  to  enable  changes  in  pH  to  be  related 
to  changes  in  buffer  ratios  with  an  exceptional  degree 
of  precision.  This,  unfortunately,  is  not  the  case  with 
acid-base  equilibria  in  compartments  of  cell  water. 
Structural  water,  high  ionic  strengths,  and  the  in- 
accessibility of  subcellular  compartments  demand 
that  estimates  of  intracellular  pH  be  taken  as  little 
more  than  measurements,  currently,  of  uncertain 
meaning. 

Complex  problem 

To  illustrate  the  complexity  of  the  problem  at  the 
subcellular  level,  consider  the  following:  a neutral 
reaction,  pH  7,  implies  that  the  concentration  of 
hydrogen  ions  in  water  is  10~‘  molar,  or  1 Gm.  ion  in 
10  million  L.  Since  a liter  of  water,  with  a molecular 
weight  of  18,  contains  approximately  55  mol.,  there 
will  be  approximately  one  hydrogen  ion  in  every  550 
million  molecules  of  water.  This  amount  of  water 
would  fill  a 0.25-micron  cube.  (A  cube  of  this  size  is 
at  the  lower  limits  of  resolution  of  the  light  micro- 
scope.) If  this  cube  contained  one  hydrogen  ion,  the 


The  traditional  reasons  for  >xsing  bicarbonate  to  treat 
the  acidosis  associated  with  uncontrolled  diabetes 
mellitus  are  correction  of  intracellular  acidosis  and 
reduction  of  insulin  resistance.  These  are  found 
wanting  since  intracellular  pH  at  the  subcellular  level 
is  a nebulous  concept  at  best  and  a complex  function 
of  many  variables  ( extracellular  pH,  bicarbonate  and 
carbon  dioxide  partial  pressure)  rather  than  being 
linearly  related  to  the  arterial  pH  Clinically  there 
is  no  evidence  that  acidosis  results  in  insulin  resis- 
tance! Evidence  is  further  reviewed  suggesting  that 
acidosis  may  protect  cells  from  hypoxic  damage  and 
that  the  prompt  correction  of  acidosis  may  impair 
oxygen  delivery  due  to  the  complex  interaction  of  low 
red  blood  cell  2,3-diphosphoglyceric  acid,  loss  of  the 
Bohr  effect  of  acidosis,  and  increased  levels  of  Alc 
hemoglobin  in  uncontrolled  diabetes.  On  clinical 
grounds,  the  state  of  consciousness  in  uncontrolled 
diabetes  is  not  correlated  with  the  degree  of  acidosis, 
and  vigorous  correction  of  the  acidosis  may  be  asso- 
ciated with  cerebral  edema. 


pH  would  be  7;  if  it  contained  two  hydrogen  ions,  the 
pH  would  be  6.7;  if  it  contained  four  hydrogen  ions, 
the  pH  would  be  6.4.  Thus,  pH  7.3  ought  to  mean 
one  half  of  a hydrogen  ion.  Clearly,  this  is  nonsensi- 
cal. The  point  is  that  in  such  small  regions,  familiar 
chemical  terms  may  lose  their  ordinary  meaning;  for 
instance,  pH  can  no  longer  be  a continuous  variable. 
If  it  means  anything  at  all,  it  must  be  something  like 
the  probability  of  finding  a hydrogen  ion  in  the  re- 
gion. This  argument  applies  especially  to  hydrogen 
ions  just  because  their  concentration  is  so  low.  The 
usual  laws  of  bulk-phase  chemistry  are  basically 
statistical  laws;  they  predict  perfectly  definite  con- 
sequences in  macroscopic  systems.  Here,  however, 
there  are  so  few  molecules  of  a kind  that  single  indi- 
viduals count. 

As  pointed  out  by  Carter,7  there  is  support  for  the 
thesis  that  hydrogen  ions  are  not  uniformly  distrib- 
uted within  the  cell  and  that  various  compartments 
within  the  cell  have  widely  divergent  pHs,  whatever 
that  term  means  at  the  subcellular  level. 

pH  regulation 

Ostrea  and  Odell8  have  observed  that  the  impor- 
tance of  bicarbonate  in  regulating  the  pH  in  the  ex- 
tracellular fluid  at  pH  7.4  is  not  due  simply  to  its 
capacity  as  a buffer.  At  pH  7.4,  the  ratio  of  bicar- 
bonate ion  to  Pco2  (carbon  dioxide  partial  pressure) 
is  20:1,  although  the  optimal  capacity  of  a buffer 
system  to  minimize  pH  changes  occurs  when  the  ratio 
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of  the  acid  to  its  dissociated  anion  is  1:1.  For  the 
bicarbonate  system  this  optimal  ratio  is  at  pH  6.1 
(the  PKa  of  bicarbonate).  At  pH  7.4  the  efficiency 
of  the  bicarbonate  buffer  system  depends  on  the  fact 
that  the  acid  form  of  the  buffer,  carbonic  acid,  dis- 
sociates into  water  and  a volatile  gas,  carbon  dioxide, 
and  that  the  concentration  of  the  latter  is  regulated 
by  the  respiratory  system.  Thus,  sodium  bicar- 
bonate administration  will  increase  blood  pH  only 
if  the  carbon  dioxide  produced  in  the  process  of 
buffering  the  hydrogen  ion  is  excreted  through  the 
lung. 

Research  reports 

With  the  cautions  already  expressed,  it  may  be 
useful  to  review  the  classic  work  of  Adler,  Roy,  and 
Reiman. 9>1°-  They  demonstrated  that  normal  rat 
diaphragm  muscle  had  an  intracellular  pH  of  ap- 
proximately 6.89.  Further,  the  acidity  of  resting 
muscle  cells  could  not  be  accurately  predicted  from 
the  extracellular  pH  alone.  The  intracellular  pH  was 
a complex  function  of  both  Pco2  and  the  extracellular 
bicarbonate.  In  general,  they  found  Pco2  had  a rel- 
atively more  important  influence  on  intracellular  pH 
than  did  the  extracellular  bicarbonate.  As  a result, 
partial  respiratory  compensation  of  severe  metabolic 
acidosis  restored  intracellular  pH  to  normal,  this 
despite  a moderately  low  external  pH.  The  muscle 
cell  is  usually  more  acid  than  its  environment;  how- 
ever, it  became  more  alkaline  when  Pco2  was  reduced 
in  severe  extracellular  acidosis. 

In  these  studies,  acidification  of  the  medium 
bathing  the  rat  diaphragm  had  no  discernible  effect 
on  cell  pH  until  either  the  Pco2  was  raised  above  70 
mm.  Hg,  a pH  of  7.1,  or  the  external  bicarbonate 
concentration  was  reduced  below  7 mEq.  per  liter,  a 
pH  of  6.9.  They  concluded  that  their  studies  dem- 
onstrated that  resting  skeletal  muscle  resists  external 
acidosis  much  more  efficiently  than  it  does  external 
alkalosis. 

Thus,  there  is  a question  as  to  the  meaning  of  pH 
within  the  cell  and  a question  as  to  whether  or  not 
one  can  equate  extracellular  acidosis  with  intracel- 
lular acidosis.  In  the  uncontrolled  acidotic  diabetic, 
further  problems  arise  with  the  concept  of  treatment 
of  the  acidosis  if  one  is  concerned  about  effects  on 
intracellular  pH.  The  majority  of  ketoacidotic  dia- 
betics are  also  hyperosmolar,11  and  the  data  of 
Makoff  et  al. 12  suggest  that  intracellular  dehydration 
may  result  in  an  intracellular  contraction  alkalosis. 

From  the  clinical  point  of  view,  the  metabolic  ac- 
idosis of  uncontrolled  diabetes  does  not  seem  to  im- 
pair the  response  of  the  cardiovascular  system.  The 
hypotension  and  evidence  of  poor  peripheral  perfu- 
sion seen  in  these  patients  respond  very  well  to  ap- 
propriate fluid  and  electrolyte  replacement,  unless 
some  other  cardiovascular  event,  such  as  myocardial 
infarction,  has  occurred.13  Arrhythmias  in  the  ab- 
sence of  abrupt  electrolyte  shifts  are  rare.  In  fact, 
one  should  be  concerned  with  acute  changes  in  serum 


potassium  and  ionizable  calcium  caused  by  rapid 
bicarbonate  infusion  and  the  result  of  these  changes 
on  myocardial  contractibility  and  rhythmicity. 

Risks  involved 

Ayres  and  Grace14  have  pointed  out  the  dangers 
of  inappropriate  hyperventilation  and  alkalosis  as  a 
cause  of  arrhythmias  in  critically  ill  patients.  In 
experimental  studies,  Bing,  Brooks,  and  Messer15 
have  demonstrated  that  hypoxic  heart  preparations 
at  acid  pH,  in  contrast  to  those  at  alkaline  or  normal 
pH,  do  not  develop  contracture,  and  exhibit  full  re- 
covery of  mechanical  activity  following  reoxygena- 
tion; and  Penttila  and  Trump16  have  demonstrated 
that  extracellular  acidosis  protects  Ehrlich  ascites 
tumor  cells  and  rat  kidney  cortex  cells  against  injury 
from  anoxia.  Finally,  Mattar  et  al. 17  and  Bishop  and 
Weisfeldt18  have  urged  caution  in  the  use  of  large 
amounts  of  hypertonic  sodium  bicarbonate  during 
cardiac  resuscitation.  In  summary,  caution  is  indi- 
cated before  assuming  that  alkaline  treatment  of 
diabetic  acidosis  will  improve  or  protect  cardiac 
function. 

The  concept  that  diabetic  acidosis  resulted  in  in- 
sulin resistance  always  was  just  that,  a concept. 
Nowhere  is  there  any  convincing  evidence  that  in 
human  beings  a low  pH  impairs  tissue-insulin  re- 
sponsiveness. Most  of  the  data  suggesting  resistance 
to  insulin  in  the  presence  of  acidosis  have  come  from 
isolated  tissue  and  animal  studies,  and  even  these  are 
not  very  convincing.19  On  the  other  hand,  the  clin- 
ical evidence  in  human  beings  with  diabetic  acidosis 
strongly  supports  the  view  that,  with  rare  exceptions, 
the  acidotic  person  with  diabetes  is  not  insulin-re- 
sistant and,  indeed,  requires  very  little  insulin  by 
current  standards.20-23 

Perhaps  the  only  clear  indication  for  the  use  of 
bicarbonate  in  the  acidotic  person  with  diabetes  is 
life-threatening  hyperkalemia.  With  a fall  in  arterial 
pH,  there  will  be  a variable  shift  of  potassium  out  of 
the  intracellular  compartment  into  the  extracellular 
fluid;  the  reverse  will  occur  with  a rise  in  arterial  pH. 
For  every  0.1  pH  unit  fall,  the  extracellular  fluid 
(serum)  potassium  concentration  will  rise  by  up  to 
1 mEq.  per  liter,  but  on  the  average  by  0.63  mEq.  per 
liter,  the  reverse  occurring  with  a rise  in  arterial  pH. 
During  the  development  of  the  uncontrolled  diabetic 
state,  total  body-potassium  losses  are  very  high,  and 
although  the  initial  serum  potassium  concentration 
may  be  normal  or  high,  it  quickly  falls  with  treat-  ( 
ment;  this  fall  is  accelerated,  sometimes  with  fatal 
consequences,  by  the  administration  of  bicarbon-  | 
ate.24,25  Potassium  replacement  requirements  are  ’ 
also  significantly  increased  when  bicarbonate  is 
used. 

Some  years  have  passed  since  Posner  and  Plum26  ' 
called  attention  to  the  paradoxic  spinal-fluid  acidosis 
that  develops  when  metabolic  acidosis  is  treated  with 
bicarbonate.  They  also  pointed  out  that  the  state 
of  consciousness  in  metabolic  acidosis  with  arterial 
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pH  as  low  as  6.9  was  better  correlated  with  spinal 
fluid  pH  than  with  arterial  pH  and  that  ventilation 
did  not  seem  to  be  significantly  influenced  by  spinal 
fluid  pH.26  In  a subsequent  study,  inconsistent 
disparities  between  cisternal  fluid  and  lumbar  spi- 
nal-fluid pH  in  acutely  ill  patients  not  in  a steady 
state  were  noted;  thus,  it  was  suggested  that  similar 
discrepancies  probably  existed  between  cisternal  and 
cerebral  intracellular  fluid.27  Nevertheless,  they  did 
find  virtually  normal  cisternal  fluid  pHs  in  patients 
with  metabolic  acidosis.27  These  variations  in  spinal 
fluid  and  cisternal  pH  and  the  lack  of  information 
about  cerebral  inter-intracellular  pH  make  firm 
statements  hazardous.  However,  the  clinical  ob- 
servation that  patients  with  severe  metabolic  acidosis 
may  be  awake  with  very  low  arterial  pHs  and  develop 
progressive  clouding  of  consciousness  with  correction 
of  the  metabolic  acidosis  by  bicarbonate  infusions 
should  make  one  extremely  cautious.26 

Further  observations 

It  is  now  of  interest  to  look  at  the  observations  of 
Hastings28  who  pointed  out  that  in  going  back  to  the 
data  of  the  very  first  patients  treated  for  diabetic 
coma  with  insulin  at  the  Massachusetts  General 
Hospital  one  could  discern  two  abnormalities  of 
acid-base  balance:  one  was  metabolic  acidosis  and 
the  other  respiratory  alkalosis.  After  the  metabolic 
acidosis  was  corrected  the  respiratory  alkalosis  that 
existed  before  frequently  persisted  for  at  least  an- 
other day.  Evidence  further  exists  that  a low  arterial 
PCo2  causes  cerebral  vasoconstriction,  and  a high 
Pco2  causes  cerebral-vascular  dilatation.29 

There  is  also  a growing  body  of  evidence  that 
demonstrates  a significant  reduction  of  red  blood-cell 

2,3-DPG  (2,3-diphosphoglyceric  acid)  in  metabolic 
acidosis.24-30’31  Below  an  arterial  pH  of  7.15,  levels 
are  less  than  one-half  normal.  A rise  in  red  blood- 
cell 2,3-DPG  causes  a decrease  in  hemoglobin’s  af- 
finity for  oxygen,  that  is,  the  oxygen  is  more  easily 
released;  a decrease  in  2,3-DPG  increases  hemoglo- 
bin’s affinity  for  oxygen,  that  is,  binds  it  more  tightly; 
and  acidosis  causes  a decrease  in  hemoglobin’s  oxy- 
gen affinity,  the  Bohr  effect.  As  a result  of  the  in- 
terplay of  these  two  factors,  in  diabetic  acidosis, 
oxygen  dissociation  from  hemoglobin  is  usually 
normal,  and  the  effect  of  a decrease  in  red  blood-cell 

2,3-DPG  is  counterbalanced  by  the  effect  of  the  low 
arterial  pH.  Treatment,  especially  the  rapid  infu- 
sion of  bicarbonate,  creates  an  imbalance  between 
red  blood-cell  2,3-DPG  and  pH.  It  may  take  up  to 
ninety-six  hours  to  restore  red  blood-cell  2,3-DPG  to 
normal;  arterial  pH  is  generally  normal  within 
twenty-four  hours  and  usually  much  sooner.  Thus, 
despite  the  increase  in  arterial  pH,  lactate:pyruvate 
ratios  remain  high,  possibly  because  of  decreased 
tissue  delivery  of  oxygen.24  This  may  be  an  iatro- 
genic counterpart  to  the  situation  postulated  by 
Reiman32  in  spontaneous  lactic  acidosis.  He  noted 
that  the  glycolytic  pathway  is  very  sensitive  to  pH 


over  the  range  likely  to  be  found  in  vivo.32  This  is 
due  to  the  pH  sensitivity  of  the  phosphofructokinase 
reaction,  a rate-limiting  step  early  in  Embden- 
Meyerhof  pathway.  The  other  major  physiologic 
stimulant  to  glycolysis  is  hypoxia,  which  also  appears 
to  exert  its  effect  through  the  phosphofructokinase 
reaction,  but  by  a different  mechanism  from  pH. 
Whereas  hydrogen  ion  reacts  directly  with  the  en- 
zyme, hypoxia  acts  by  altering  the  concentration  of 
certain  cofactors  which  have  an  effect  on  the  enzyme. 
Therefore,  it  is  possible  for  hypoxia  and  changes  in 
pH  to  have  independent,  noncompetitive  effects  on 
the  rate  of  glycolysis.  As  noted  before,  the  Pco2  is 
a more  important  determinant  of  intracellular  acidity 
than  is  the  extracellular  bicarbonate  concentra- 
tion.9,10 If  this  effect  on  rat  diaphragm  is  relevant 
to  what  happens  in  vivo,  one  would  predict  that  hy- 
perventilation to  the  degree  seen  in  patients  with 
lactic  acidosis  might  keep  the  pH  of  their  cells  normal 
or  even  alkaline,  despite  the  low  extracellular  pH. 

Reiman32  postulated  that  some  stimulus,  such  as 
hypoxia,  stimulated  glycolysis  and  the  accumulation 
of  extracellular  lactic  acid.  This  phenomenon  oc- 
curring within  the  respiratory  center  would  result  in 
hyperventilation.  Ordinarily,  a marked  increase  in 
intracellular  lactic  acid  would  lower  intracellular  pH 
and  would  inhibit  further  production  of  lactic  acid. 
However,  with  involvement  of  the  respiratory  center 
and  the  resultant  excessive  respiratory  drive,  the 
carbon  dioxide  tension  in  peripheral  tissues  tends  to 
be  lower,  and  the  intracellular  pH  does  not  decrease 
as  much  as  it  would  otherwise;  this  minimizes  feed- 
back inhibition  of  lactic-acid  production  by  intra- 
cellular hydrogen  ion  and  permits  continued  lactic- 
acid  accumulation. 

Gandhi  and  Bleicher33  have  recently  reported  on 
increased  levels  of  “fast”  hemoglobin  (Ale)  in  insu- 
lin-dependent diabetics.  This  hemoglobin  binds 

2.3- DPG  less  firmly  than  does  normal  adult  hemo- 
globin and  resists  the  oxygen-releasing  effects  of 

2.3- DPG.34 

This  could  be  another  contributing  cause  to  im- 
paired tissue-oxygen  delivery  in  uncontrolled  dia- 
betes. 

This  brings  me  to  the  last  problem,  namely  the 
cerebral  edema  syndrome.  At  the  time  of  early  re- 
ports on  this  entity,  much  of  the  information  just 
described  was  not  available.35-37  Dillon,  Riggs,  and 
Dyer,  in  1936, 38  noted  cerebral  edema,  neuronal  de- 
generation, and  capillary  dilatation  in  the  brains  of 
patients  dying  from  uncomplicated  diabetic  coma; 
the  lesions  resembled  those  seen  during  cerebral 
anoxia.  Kety  et  al ,39  demonstrated  a 40  per  cent 
reduction  in  cerebral  oxygen  consumption  during 
diabetic  coma,  but  not  during  acidosis  when  the  pa- 
tient had  not  yet  lost  consciousness. 

Comment 

Thus,  it  seems  reasonable  to  postulate  that  early 
in  the  the  treatment  of  uncontrolled  diabetic  acidosis 
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with  severe  total  body  fluid  depletion,  often  with 
hypotension  or  shock,  tissue  perfusion  will  be  pre- 
carious. If,  at  this  early  phase  of  treatment,  bicar- 
bonate is  administered  to  correct  arterial  pH,  the 
Bohr  effect  of  acidosis  on  oxyhemoglobin  dissociation 
will  be  lost  at  a time  when  red  blood  cell  2,3-DPG  is 
low.24  In  addition,  levels  of  “fast”  hemoglobin  are 
increased,33  respiratory  alkalosis  may  persist,  asso- 
ciated with  a low  Pco2>28  and,  consequently,  cerebral 
vasoconstriction  and  decreased  cerebral  blood  flow 
and  oxygen  delivery.  This  may  account  for  some 
cases  of  cerebral  edema  and  for  the  not  infrequent 
occurrence  of  further  depression  of  the  state  of  con- 
sciousness that  used  to  be  seen  when  these  patients 
received  bicarbonate.26  In  this  regard,  Reiman’s40 
comments  seem  especially  pertinent.  He  noted, 
“There  is  a remarkable  analogy  between  the  effects 
of  alkalosis  and  those  of  hypoxia.  Although  their 
mechanisms  of  action  are  often  distinct,  these  two 
physiologic  stresses  appear  to  act  in  concert  to  en- 
hance glycolysis,  and  to  inhibit  gluconeogenesis, 
HMP  shunt  activity,  and  citric-acid  cycle  oxidations. 
Conversely,  the  effects  of  hypoxia  on  all  these  pro- 
cesses tend  to  be  opposed  by  the  effects  of  acido- 
sis.” 

Recently,  Fulop,  Tannenbaum,  and  Dreyer41  and 
Fulop  et  al. 42  have  confirmed  our  clinical  impression 
that  the  level  of  serum  osmolality  and  the  rapidity 
with  which  hvperosmolality  developed  correlates 
better  with  the  level  of  consciousness  on  admission 
in  diabetic  coma,  both  ketoacidotic  and  nonketo- 
acidotic,  than  does  the  arterial  pH. 

Conclusion 

The  only  valid  conclusion  one  can  draw  is  that  bi- 
carbonate is  rarely,  if  ever,  needed  in  the  treatment 
of  diabetic  acidosis.  When  it  is  used  it  should  be 
given  in  minimum  amounts,  slowly  and  with  con- 
tinuous and  appropriate  physiologic  monitoring.  We 
have  not  used  bicarbonate  in  the  treatment  of  dia- 
betic acidosis  for  a number  of  years,  and  our  results 
have  been  excellent.13’43  This  policy  is  in  line  with 
the  conclusions,  if  not  the  practice,  of  others.24-44 
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Four  hundred  ninety-one  vaginal  hysterectomies 
performed  at  a community  hospital  in  New  York 
during  a thirteen-year  period,  from  1961  to  1973,  were 
surveyed.  Despite  the  low-risk  patients  and  their 
highly  qualified  surgeons,  complications  were  fre- 
quent. In  contrast  to  most  series,  the  bulk  of  the 
patients  were  operated  on  by  certified  private 
gynecologists,  assisted  by  their  peers.  Nevertheless, 
an  overall  febrile  morbidity  rate  of  37.8  per  cent  was 
recorded.  One  third  of  the  patients  required 
transfusion;  more  than  1 patient  in  10  were  hypo- 
tensive during  or  after  the  operation.  Seven  per  cent 
of  the  patients  required  secondary  operative  proce- 
dures. Sixty-seven  patients  had  major  surgical 
complications.  Thirty-five  patients  had  no  uterine 
descensus  preoperatively.  Of  these,  27  were  morbid, 
and  8 required  transfusion.  There  were  2 deaths. 


From  the  Huntington  Hospital 


Vaginal  hysterectomy  is  the  hallmark  of  the 
gynecologist.  In  many  cases,  the  operation  goes  very 
smoothly,  and  the  convalescence  is  correspondingly 
satisfactory.  Doubtless  these  considerations  in- 
spired Barter’s1  observation  that  “vaginal  hyster- 
ectomy seems  patently  superior  to  one  done  by  way 
of  the  abdomen  by  just  about  every  objective  crite- 
rion.” 

Several  series  do  not  agree.  Sprague  and  Van 
Nagell2  described  a febrile  morbidity  rate  of  29.4  per 
cent  in  500  patients  at  the  University  of  Kentucky, 
and  this  series  included  no  anterior  or  posterior  va- 
ginal repairs.  Ledger,  Reite,  and  Headington3  give 
the  morbidity  rate  for  vaginal  hysterectomy  as  43.4 
per  cent  and  for  abdominal  hysterectomy  as  28.7  per 
cent.  Morbidity  rates  of  55,  35,  and  50  per  cent  re- 
spectively have  been  reported  for  vaginal  hysterec- 
tomy.4-6 In  a study  designed  to  compare  abdominal 
and  vaginal  hysterectomies,  White,  Wartel,  and 
Wade7  found  vaginal  hysterectomy  to  be  associated 
with  50  per  cent  more  postoperative  fevers  and  40  per 
cent  more  urinary  tract  infections  than  abdominal 
hysterectomy.  Among  clinic,  university,  and  private 
patients,  those  from  the  clinic  had  the  highest  inci- 
dence of  infection,  fever,  hemorrhage,  and  transfu- 
sions. The  crude  febrile  morbidity  rate  was  55  per 
cent  for  vaginal  hysterectomy  patients  in  this  series. 
Gray8  described  a morbidity  rate  of  26.7  per  cent  for 
vaginal  hysterectomy  as  compared  with  16  per  cent 
in  abdominal  hysterectomies. 

Nearly  all  previous  series  contain  many  clinic  or 
service  patients,  who  would  have  been  operated  on 
primarily  by  residents.  Hardly  any  series  deals  ex- 

* Present  affiliation:  Associate  Professor  of  Obstetrics  and 
Gynecology  and  Chairman  of  the  Division  of  Traditional 
Specialties,  The  University  of  Alabama  College  of  Community 
Health  Sciences. 


clusively  with  private  patients.  Moreover,  many 
series  do  not  differentiate  between  vaginal  hyster- 
ectomy alone  and  vaginal  hysterectomy  with  anterior 
and/or  posterior  colporrhaphy  and/or  enterocele 
repair  or  other  pelvic  procedures. 

This  series  consists  of  491  patients,  all  private,  who 
were  operated  on  in  a community  hospital  from  July, 
1961,  through  June,  1973.  All  patients  had  a vaginal 
hysterectomy;  many  had  other  operations  in  addi- 
tion, and  a substantial  number  required  subsequent 
procedures  before  leaving  the  hospital.  All  but  2 
operations  were  performed  by  physicians  who  re- 
stricted their  practices  to  obstetrics  and  gynecology. 
All  but  2 of  the  group  of  specialists  were  Diplomates 
of  the  American  Board  of  Obstetrics  and  Gynecology. 
All  but  2 of  the  surgeons  were  graduates  of  various 
approved  residency  programs;  the  remainder  were 
older  practitioners  of  considerable  experience. 

It  is  felt  that  this  series  will  be  useful  because  it 
represents  a sample  of  the  work  being  done  in  com- 
munity hospitals,  where  the  assistants  at  operation 
are  usually  partners  or  contemporaries  of  the  surgeon 
and  of  equal  experience.  In  research  and  teaching 
hospitals,  the  operator  and  at  least  one  of  the  assis- 
tants is  usually  a house  officer  in  training.  Perhaps 
this  may  account  for  the  slightly  lower  morbidity  rate 
observed  in  this  series  as  compared  to  others.  The 
excellent  results  reported  by  Gray8  may  possibly  be 
attributed  to  the  fact  that  most  of  the  operations  in 
his  series  were  personally  performed  by  this  master 
gynecologic  surgeon. 

Table  I presents  a review  of  the  entire  series.  The 
overall  febrile  morbidity  is  37.8  per  cent.  The 
standard  definition  of  morbidity  was  employed, 
which  means  that  the  patient  had  a temperature  of 
100.4°  F or  more  for  two  or  more  consecutive  days 
postoperatively.  Also  notable  are  the  figures  for 
transfusion,  33  per  cent  of  all  cases,  and  shock,  10.8 
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TABLE  I.  Incidence  and  review  of  operations* 


Operation 

Number 

Morbid 
(Per  Cent) 

Transfusion 
(Per  Cent) 

Shock 
(Per  Cent) 

VH,t  APR**  (84  with  D and  Ctt) 

322 

131 (27) 

116  (24) 

36  (7.3) 

VH  only  (13  with  D and  C) 

45 

11  (24) 

13 (29) 

5 (11) 

VH,  PR***  (5  with  D and  C) 

47 

17  (36) 

9 

3 

VH,  ARttt  (2  with  D and  C) 

20 

10  (50) 

6 

4 

VH,  APR,  vaginectomy  (1  with  D and  C) 

17 

3 (18) 

8 

2 

VH,  APR,  enterocele  (4  with  D and  C) 

17 

8 (47) 

4 

2 

VH,  APR,  adnexal  operation  (1  with  D and  C) 

6 

2 

5 

0 

VH,  APR,  enterocele,  vaginectomy 

2 

0 

0 

0 

VH,  PR,  enterocele 

2 

1 

0 

1 

VH,  enterocele 

1 

1 

0 

0 

VH,  PR,  vaginectomy 

1 

0 

0 

0 

VH,  AR,  vaginectomy 

1 

0 

0 

0 

VH,  adnexal  operation  (1  with  D and  C) 

3 

0 

1 

0 

VH,  APR,  Bartholin’s  cyst 

2 

0 

1 

0 

VH,  APR,  adnexal  operation,  enterocele 

2 

1 

0 

0 

VH,  APR,  multiple  myomata 

1 

0 

0 

0 

VH,  APR,  hemorroidectomy  (1  with  D and  C) 

2 

1 

0 

0 

Totals  (Per  Cent) 

491 

186  (37.8) 

163 (33) 

53  (10.8) 

•Deaths:  2. 

tVaginal  hysterectomy. 

••  Anterior  and  posterior  repair. 
ttDilatation  and  curettage. 

*•  * Posterior  repair, 
ttt Anterior  repair. 


TABLE  II.  Incidence  of  ancillary  operations 


Operation  Number 


Drainage  of  pelvic  hematoma  on  ward  8 

Drainage  of  pelvic  abscess  on  ward  6 

Drainage  of  pelvic  hematoma  in  2 

operating  room 

Drainage  of  pelvic  abscess  in  operating  room  4 

Resuture  of  vaginal  vault  2 

Resuture  of  posterior  vaginal  wall  2 

Cystoscopy  and  ureteral  catheterization  1 

Exploration  of  incision,  evacuation  hematoma  1 
Laparotomy,  evacuation  hematoma,  1 

bilateral  salpingo-oophorectomy 
Exploratory  laparotomy  2 

Laparotomy  with  ligation  of  hypogastrics  1 

Laparotomy  for  intestinal  obstruction  1 

Herniorrhaphy  1 

Total  (Per  Cent)  32(6.9) 


per  cent  of  all  cases.  Shock  was  defined  as  a blood 
pressure  less  than  90/60  mm.  Hg  at  any  time  during 
or  after  the  operation. 

Table  II  shows  a number  of  secondary  procedures. 
All  patients  developing  pelvic  hematoma  or  pelvic 
abscess  had  been  subjected  to  anterior  repair.  This 
bears  out  the  contention  of  Gray9  that  the  principal 
bleeding  in  this  operation  occurs  during  the  vaginal 
repairs.  Laparotomy  for  control  of  bleeding  was 
necessary  four  times.  Laparotomy  for  intestinal 
obstruction  was  needed  only  once,  confirming  the 
usual  impression  that  intestinal  complications  are 
rare  in  vaginal  hysterectomy. 

Table  III  shows  that  most  of  the  blood  transfusions 
were  given  during  surgery  or  immediately  thereafter 
in  the  recovery  room. 

Seventy-five  patients  received  prophylactic  anti- 


TABLE  III.  Transfusions  of  163  patients  (33  per  cent) 


Data 

Number  of  Pints 

Total  pints  of  blood  given 

264 

Blood  given  preoperatively 

5 

Blood  given  in  surgery 

147 

Blood  given  in  recovery  room 

47.5 

Blood  given  postoperatively 

64.5 

TABLE  IV.  Incidence  of  surgical  complications 


Number 

Complication  of  Cases 


Pelvic  hematoma  18 

Vaginal  vault  abscess  and/or  pelvic  abscess  19 

Vaginal  hemorrhage  4 

Massive  intraperitoneal  hemorrhage  3 

Pelvic  thrombophlebitis  3 

Atelectasis  2 

Thrombophlebitis  of  legs  2 

Rapid  recurrence  of  prolapse  of  vault  2 

Separation  of  posterior  repair  with  hemorrhage  2 

Pelvic  cellulitis  2 

Separation  of  vaginal  vault  requiring  resuture  2 

Intestinal  obstruction  requiring  laparotomy  1 

Incarcerated  hernia  1 

Paralytic  ileus  3 

Intestinal  obstruction  responding  to  2 

tube  drainage 

Urethrovaginal  fistula  1 

Total  67 


biotics.  Of  these,  21.4  per  cent  experienced  mor- 
bidity. This  was  significantly  fewer  than  in  those 
who  did  not  receive  chemotherapy  (x2  = 38.37;  p < 
0.001).  However,  this  chemotherapy  was  given  im- 
mediately postoperatively  and  not  pre-  or  intra- 
operatively,  as  in  now  being  advocated. 
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TABLE  V.  Postoperative  urinary  complications 


TABLE  VI I.  Incidence  of  prolapse  at  operation 


Number  of  Cases 

Complication  (Per  Cent) 


Retention  of  urine  (defined  as  requiring 
reinsertion  of  catheter  at  least  once) 
Cystitis  and/or  pyelitis 

Total 

122 

60 

182  (37) 

TABLE  VI.  Symptoms  for  which  operation  was 
performed 

Number  of  Cases 

Symptom 

(Per  Cent) 

Protrusions 

299  (61) 

Stress  incontinence  of  urine 

157  (32) 

Menorrhagia 

109  (22) 

Pelvic  pressure 

97  (20) 

Recurrent  urinary  infection 

22 

Backache 

9 

Dysmenorrhea 

6 

Carcinoma  in  situ 

6 

Difficulty  in  defecation 

6 

Endometrial  hyperplasia 

6 

Pelvic  pain 

4 

Inability  to  void 

4 

Cervical  dysplasia 

1 

Premenstrual  tension 

1 

Table  IV  shows  a considerable  range  of  serious 
surgical  complications  involving  67  patients,  or  13.7 
per  cent  of  the  total.  Again,  most  complications 
relate  to  accumulations  of  blood  in  or  near  the  vaginal 
vault,  followed  in  many  cases  by  bacterial  inva- 
sion. 

As  in  all  series,  urinary  retention  is  common.  This 
complication  has  never  really  been  resolved.  In  al- 
most every  case  the  patient  begins  to  void  fairly  well 
when  she  is  able  to  use  her  own  toilet  in  her  own 
home,  even  though  she  may  have  been  completely 
unable  to  do  so  in  the  hospital  (Table  V). 

The  average  length  of  hospital  stay  was  eleven 
days,  a figure  that  will  require  evaluation  in  view  of 
today’s  economic  conditions.  Probably  a good  part 
of  the  prolonged  stay  was  related  to  urinary  reten- 
tion. 

Table  VI  lists  the  indications  for  operation. 
Protrusion  and  stress  incontinence  rank  high  on  the 
list.  Carcinoma  in  situ  was  an  infrequent  indication. 

In  Table  VII,  it  will  be  noted  that  some  of  the  pa- 
tients had  no  prolapse  at  all.  Of  these  35  patients, 
27  had  morbidity,  8 had  major  complications,  and  16 
required  at  least  one  transfusion. 

The  ages  of  our  patients  ranged  from  twenty-four 
to  eighty-seven.  The  oldest  had  a vaginal  hyster- 
ectomy as  well  as  anterior,  posterior,  and  enterocele 
repair.  The  youngest  was  a para  6-0-0-4,  who  had  a 
vaginal  hysterectomy  with  anterior  and  posterior 
repair.  The  average  age  of  the  patients  was  50.9 
years. 

Ninety-four  patients  were  under  forty.  Of  these, 
33  required  at  least  one  transfusion  during  or  after 


Degree  of  Prolapse  Number  of  Cases 


First-degree 

136 

Second-degree 

113 

Third-degree 

174 

Complete 

33 

None 

35 

TABLE  VIII.  Incidence  of  pathologic  findings* 


Number 

Finding  of  Cases 


Myomata  uteri  131 

Adenomyosis  67 

Endometrial  hyperplasia  26 

Carcinoma  in  situ  7 

(one  of  these  not  diagnosed  preoperatively) 
Endometrial  polyps  12 

Dermoid  cyst  of  ovary  3 

Serous  cystadenoma  of  ovary  2 

Corpus  luteum  cyst  2 


*The  largest  uterus  removed  was  IS  by  10  by  8 cm. 


surgery.  Forty-nine  of  these  patients, -59  per  cent, 
showed  postoperative  morbidity. 

With  reference  to  injection  of  hemostatic  solution 
versus  blood  loss,  215  patients  received  solution;  of 
these,  59  patients,  27  per  cent,  required  transfusion. 
Of  the  276  patients  who  received  no  solution,  104,  or 
38  per  cent,  required  transfusion.  These  figures 
represent  a significant  difference  between  the  two 
groups  (x2  = 5.72;  p < 0.05). 

There  were  only  6 cases  in  which  suprapubic 
drainage  was  employed.  In  3 the  catheter  plugged 
or  did  not  function  satisfactorily. 

In  34  patients,  either  a drain  was  inserted  or  the 
vault  was  left  open.  Eleven  of  these  showed  mor- 
bidity, and  one  had  an  infected  pelvic  hematoma 
which  required  drainage.  One  required  resuture  of 
the  vaginal  vault  on  the  day  of  operation. 

Table  VIII  lists  pathologic  findings.  Many  of 
these,  of  course,  were  intrinsically  normal. 

The  shortest  operating  time  was  forty-five  min- 
utes, for  vaginal  hysterectomy  only;  the  longest  was 
three  hours,  fifteen  minutes,  for  a vaginal  hysterec- 
tomy and  anterior  and  posterior  repair  with  a myo- 
matous uterus.  The  average  time  for  all  operations 
was  ninety-three  minutes. 

There  were  2 deaths. 

Case  reports 

Case  1.  A thirty-nine-year-old  para  3-0-0-3  entered  the 
hospital  for  vaginal  hysterectomy  because  of  uterine  pro- 
lapse, cystocele,  and  rectocele.  Past  history  showed  neg- 
ative findings  except  for  multiparity.  On  the  day  following 
admission,  a vaginal  hysterectomy  and  anterior  and  pos- 
terior repair  were  done  apparently  without  incident.  The 
patient  received  500  cc.  of  blood  during  surgery.  Postop- 
eratively  she  was  somewhat  hypotensive  and  received  an- 
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other  500  cc.  of  blood.  No  transfusion  reaction  was  noted. 

During  the  next  four  days,  the  patient  developed  pro- 
gressive oliguria  and  anuria  with  steady  rise  of  the  blood 
urea  nitrogen.  She  was  transferred  to  another  hospital  for 
dialysis  but  expired  while  arrangements  were  being  made 
to  commence  the  dialysis.  Autopsy  showed  acute  hemo- 
globinuric  nephrosis. 

Comment.  In  retrospect,  it  was  felt  that  there  may  have 
been  some  possibility  of  a mismatched  transfusion  since 
no  other  rational  explanation  for  the  deposit  of  hemoglobin 
in  the  renal  tubules  could  be  found. 

Case  2.  A forty-one-year-old  para  4-0-0-4  entered  the 
hospital  for  vaginal  hysterectomy.  She  complained  of 
prolapse,  cystocele,  and  rectocele.  Her  past  history  showed 
negative  findings.  On  the  day  following  admission  a va- 
ginal hysterectomy  and  anterior  and  posterior  repair  were 
done.  She  received  1,500  cc.  of  blood  in  the  recovery  room 
because  of  hypotension.  Subsequently,  she  ran  a septic 
course  over  the  period  of  the  next  two  weeks,  complicated 
by  episodes  of  severe  ileus.  This  defied  extensive  antibi- 
otic therapy  and  numerous  medicaments.  She  expired  two 
weeks  postoperatively.  Autopsy  was  refused.  Death  was 
signed  out  as  due  to  generalized  sepsis. 

Comment.  In  this  case,  it  is  difficult  to  escape  the  im- 
pression that  death  was  the  result  of  generalized  sepsis 
beginning  in  collection  of  blood  either  in  the  abdomen  or 
vaginal  vault. 

Both  of  these  tragedies  occurred  in  young  women 
following  elective  surgery.  In  some  way,  both  were 
undoubtedly  related  to  excessive  blood  loss. 

Conclusion 

This  series  has  been  presented  because  it  consists 
exclusively  of  private  patients  operated  on  in  a sub- 
urban community  hospital.  The  surgeons  were 
mature  practitioners  of  considerable  experience  who 
were  graduates  of  excellent  residencies  and  were 
nearly  all  Board  certified. 


New  rat  poisons  held 
dangerous  to  children 

Rats  have  become  resistent  to  the  traditional  rat  poi- 
son— warfarim — and  the  public  has  turned  to  yellow 
phosphorus  to  control  the  rodents.  One  result  is  that 
children  are  being  poisoned  too,  says  a report  in  the  March 
29  issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

The  rat  poisons  containing  yellow  phosphorus  are  pastes 
to  be  spread  on  bread  or  crackers  and  left  for  the  rodents. 
But  children  also  are  attracted  to  these  baits,  researchers 
from  the  University  of  Texas  Health  Science  Center  at 
Houston  Medical  School  report. 

“It  would  be  safest  to  eliminate  this  product  from  the 
market,”  say  Drs.  Frank  A.  Simon  and  Larry  K.  Pickering. 

During  the  first  quarter  of  this  century,  yellow  phos- 
phorus was  readily  available  and  provided  source  of  acci- 
dental poisoning,  Drs.  Simon  and  Pickering  relate.  Match 


In  spite  of  the  low-risk  patients  and  the  highly 
qualified  surgeons  who  operated  on  them,  there  was 
a substantial  rate  of  morbidity,  blood  loss,  and  seri- 
ous surgical  complications.  This  will  serve  to  em- 
phasize that  vaginal  hysterectomy  is  a dangerous 
operation  with  many  risks.  It  appears  possible  that 
the  morbidity  of  this  excellent  operation  will  be  re- 
duced by  prophylactic  antibiotics.  Nevertheless, 
meticulous  surgical  technique  in  the  hands  of  expe- 
rienced surgeons  will  continue  to  be  necessary,  as  well 
as  a sober,  mature,  and  profound  respect  for  the  op- 
eration and  those  who  are  to  undergo  it. 

The  University  of  Alabama 
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Box  6291 
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tips  and  fireworks  both  contained  yellow  phosphorus,  and 
the  chemical  was  used  in  quack  remedies.  Since  that  time, 
legislation  and  international  trade  agreements  have  elim- 
inated it  from  matches,  fireworks,  and  unscientific  rem- 
edies. But  it  is  returning  as  rat  poison. 

Yellow  phosphorus  can  cause  severe,  sometimes  fatal 
illness.  There  is  no  specific  antidote,  and  treatment  is 
aimed  at  removing  the  poison  and  supporting  basic  life 
functions,  they  say. 

In  an  accompanying  editorial  in  the  Journal,  Dr.  Hugh 
H.  Hussey,  editor  emeritus,  points  out  that  phosphorus  is 
not  among  the  top  ten  potentially  toxic  substances  ingested 
by  children.  But  it  still  is  dangerous. 

The  top  ten  are,  in  order  of  frequency,  aspirin,  detergents 
and  cleansers,  plants,  vitamins  and  minerals,  antihistamine 
compounds  and  cold  remedies,  perfume  and  cologne,  dis- 
infectants and  deodorizers,  miscellaneous  medications, 
drugs  for  emotional  problems,  and  household  bleach,  ac- 
cording to  the  Food  and  Drug  Administration. 
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In  two  separate  multicenter  studies 
for  chronic  or  frequently  recurren 

In  Study  #1 

80  patients  were  treated  and  one  month 

with  Bactrim  for  10  days  after  therapy  ceased 


76  patients  were  treated 
with  ampicillin  for  10  days 


and  one  month 
after  therapy  ceased 


In  Study  #2 

60  patients  were  treated  and  one  month 

with  cephalexin  for  28  days  after  therapy  ceased 

10  days  of  Bactrim  therapi 
10  days  of  ampicillin  therapy 
therapy  in  maintaining 

I 

<S>  i 

Please  see  summary  of  product  information  on  last  page  of  this  advertisement. 


atients  received  antibacterial  therapy 
rinary  tract  infections 


71.3% 


remained 

infection-free 


>6.6% 


remained 

infection-free 


"S'  ^ of  remained 
)0#y  '°  infection-free 


Protocols 

—Identical  except  for  drug,  duration  of  therapy  and 
acceptable  pretreatment  pathogens. 

Equivalencies: 

Patients:  were  asymptomatic  with  chronic  significant 
bacteriuria  or  had  suffered  a recurrence  of  previously 
treated  symptomatic  disease. 

Significant  bacteriuria  = 100,000  or  more  of  same  organ- 
ism/ml urine  in  2 consecutive  cultures  within  7 days. 
Identical  patient  exclusions  for  reasons  of  safety  or 
efficacy. 

Identical  baseline  laboratory  studies  at  same  intervals. 
Identical  criteria  for  success  or  failure. 

Clear  culture  = 1000  or  fewer  organisms/ml  urine. 

Exceptions: 

Drug  regimen 

—Study  #1— two  Bactrim  tablets  b.i.d.  or  one  500-mg 
ampicillin  capsule  q.i.d.  for  10  days. 

Study  # 2— one  250-mg  cephalexin  pulvule  q.i.d.  for 
28  days. 

Pretreatment  organisms  had  to  be  susceptible  to  ampicillin 
or  cephalexin,  but  not  necessarily  to  Bactrim. 

Note  Bactrim  tablets  were  used  in  these  clinical  trials.  Bio- 
equivalency studies  show  one  Bactrim  DS  double  strength  tablet 
is  equivalent  to  two  Bactrim  tablets. 


•roduced  better  results  than 
*r  28  days  of  cephalexin 
lear  cultures 

lactrim  Bactrim  DS 

ig  trimethoprim  and  400  mg  sulfamethoxazole)  (1 60  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

blets  Double  Strength  tablets 


In  treating  chronic  or 

frequently  recurrent  urinary  tract  infections 

the  significance  lies 
in  longer-lasting  results 


When  the  patient’s  problem  is  persistent . . . when  relapse 
or  reinfection  occurs  frequently  . . . obtaining  a clear 
culture*  during  or  immediately  after  therapy  is  only  the 
first  step.  You  need  therapy  that  provides  longer-lasting 
effects.  Bactrim  has  demonstrated  its  ability  to  produce 
such  results.  (See  study  results  on  preceding  pages.) 

Adverse  reactions 

Side  effects  encountered  in  these  studies  were  relatively 
mild  [e.g.,  nausea/vomiting,  rash)  but  more  serious  side 
reactions  can  occur  with  these  drugs.  Before  prescribing, 
consult  manufacturer’s  product  information  for  complete 
listing  of  adverse  reactions. 

*ln  the  studies  discussed  here,  clear  cultures  were 
obtained  at  the  end  of  therapy  in 

90.4%  of  83  patients  on  Bactrim  for  10  days 
81.7%  of  82  patients  on  ampicillin  for  10  days 
86.6%  of  82  patients  on  cephalexin  for  28  days 
Clear  culture  = 1000  or  fewer  organisms/ml  urine. 


Bactrimi 

(80  mg  trimethoprim  and  400  mg  sulfamethoxazole) 

tablets 

Bactrimi  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole) 

Double  Strength  tablets 

Clinically  effective  for  chronic  cystitis  and  pyelonephritis 
associated  with  persistent  bacteriuria,  frequent  recur- 
rence and/or  urinary  tract  complications  when  due  to 
susceptible  strains  of  E.  coli,  Klebsiella-Enterobacter  and 
Proteus  mirabilis,  P.  vulgaris  and  P.  morganii. 


Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Chronic  urinary  tract  infections  evidenced  by  persistent 
bacteriuria  (symptomatic  or  asymptomatic),  frequently  recurrent  infec- 
tions (relapse  or  reinfection),  or  infections  associated  with  urinary 
tract  complications,  such  as  obstruction.  Primarily  for  cystitis,  pyelo- 
nephritis or  pyelitis  due  to  susceptible  strains  of  E.  coli,  Klebsiella- 
Enterobacter,  Proteus  mirabilis,  Proteus  Vulgaris  and  Proteus 
morganii. 

NOTE:  The  increasing  frequency  of  resistant  organisms  limits  the  use- 
fulness of  antibacterials,  especially  in  these  urinary  tract  infections. 
The  recommended  quantitative  disc  susceptibility  method  ( Federal 
Register,  37:2 0527-20529,  1972)  may  be  used  to  estimate  bacterial 
susceptibility  to  Bactrim.  A laboratory  report  of  "Susceptible  to  tri- 
methoprim-sulfamethoxazole” indicates  an  infection  likely  to  respond 
to  Bactrim  therapy.  If  infection  is  confined  to  the  urine,  “Intermedi- 
ate susceptibility”  also  indicates  a likely  response.  “Resistant”  indi- 
cates that  response  is  unlikely. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides; 
pregnancy;  nursing  mothers. 

Warnings:  Deaths  from  hypersensitivity  reactions,  agranulocytosis, 
aplastic  anemia  and  other  blood  dyscrasias  have  been  associated 
with  sulfonamides.  Experience  with  trimethoprim  is  much  more 
limited  but  occasional  interference  with  hematopoiesis  has  been  re- 
ported as  well  as  an  increased  incidence  of  thrombopenia  with  pur- 
pura in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC’s  are  recommended;  therapy 
should  be  discontinued  if  a significantly  reduced  count  of  any  formed 
blood  element  is  noted.  Data  are  insufficient  to  recommend  use  in  in- 
fants and  children  under  12. 

Precautions:  Use  cautiously  in  patients  with  impaired  renal  or  hepatic 
function,  possible  folate  deficiency,  severe  allergy  or  bronchial 
asthma.  In  patients  with  glucose-6-phosphate  dehydrogenase  defi- 
ciency, hemolysis,  frequently  dose-related,  may  occur.  During  ther- 
apy, maintain  adequate  fluid  intake  and  perform  frequent  urinalyses, 
with  careful  microscopic  examination,  and  renal  function  tests,  par- 
ticularly where  there  is  impaired  renal  function. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides  and  trimeth- 
oprim are  included,  even  if  not  reported  with  Bactrim.  Stood  dys- 
crasias: Agranulocytosis,  aplastic  anemia,  megaloblastic  anemia, 
thrombopenia,  leukopenia,  hemolytic  anemia,  purpura,  hypopro- 
thrombinemia  and  methemoglobinemia.  Allergic  reactions:  Erythema 


multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions, 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfolia- 
tive dermatitis,  anaphylactoid  reactions,  periorbital  edema,  con- 
junctival and  scleral  injection,  photosensitization,  arthralgia  and 
allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomati- 
tis, nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pan- 
creatitis. CNS  reactions:  Headache,  peripheral  neuritis,  mental  de- 
pression, convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in- 
somnia, apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria 
and  anuria,  periarteritis  nodosa  and  L.  E.  phenomenon.  Due  to  cer- 
tain chemical  similarities  to  some  goitrogens,  diuretics  (acetazola- 
mide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglyce- 
mia in  patients;  cross-sensitivity  with  these  agents  may  exist.  In 
rats,  long-term  therapy  with  sulfonamides  has  produced  thyroid 
malignancies. 

Dosage:  Not  recommended  for  children  under  12.  Usual  adult  dos- 
age: 1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b.i.d.  for  10-14  days. 


For  patients  with  renal  impairment: 


Creatinine 

Recommended 

Clearance  (ml/ min) 

Dosage  Regimen 

Above  30 

Usual  standard  regimen 

15-30 

1 DS  tablet  (double  strength), 

2 tablets  (single  strength) 

or  4 teasp.  (20  ml)  every  24  hours 

Below  15 

Use  not  recommended 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  tri- 
methoprim and  800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose® 
packages  of  100.  Tablets,  each  containing  80  mg  trimethoprim  and 
400  mg  sulfamethoxazole  — bottles  of  100  and  500;  Tel-E-Dose® 
packages  of  100;  Prescription  Paks  of  40,  available  singly  and  in 
trays  of  10. 

Oral  suspension,  containing  in  each  teaspoonful  (5  ml)  the  equiva- 
lent of  40  mg  trimethoprim  and  200  mg  sulfamethoxazole;  fruit- 
licorice  flavored  — bottles  of  16  oz  (1  pint). 
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Contraceptive 

Practices 

In  an  adolescent  health  center* 


An  FLEP  (family  life  education  program)  providing 
contraceptive  services  within  the  context  of  total 
health  care  to  adolescents  of  an  inner-city  low  income 
area  is  described.  All  females  attending  during  a 
three-month  period  in  1974  were  interviewed  to  de- 
termine the  demographic,  sexual,  reproductive,  and 
contraceptive  experiences  of  the  consumers.  Of  334 
patients  seen,  49  per  cent  were  Blacks,  37  per  cent 
Hispanics,  12  per  cent  whites,  and  2 per  cent  Orien- 
tals; one  half  were  under  eighteen  years  of  age. 
Their  demographic  and  social  backgrounds  reflect 
that  of  the  neighborhood  population.  Most  referrals 
were  through  personal  contacts  or  school  outreach. 
Mean  ages  of  menarche  and  of  first  intercourse  were 
11.96  and  15.4  years  respectively.  Sexual  activity 
was  high,  and  there  was  no  correlation  between  the 
ages  of  menarche  and  first  intercourse.  Unprotected 
sex  was  definitely  a health  hazard;  54  per  cent  never 
used  contraception  prior  to  their  first  visit,  and  an- 
other 25  per  cent  used  unreliable  methods.  Data  on 
the  number  of  abortions  prior  to  attending  FLEP 
show  significant  differences  among  the  3 ethnic 
groups.  More  Blacks  accept  the  “pill,”  and  more 
whites  accept  the  intrauterine  devices.  Thirty  per 
cent  did  not  know  the  attitudes  of  their  boy  friends 
towards  contraception;  of  those  who  knew,  90  per  cent 
observed  cooperation.  Basic  features  of  health-re- 
lated programs  for  teenagers  leading  to  increased 
utilization  of  such  programs  are  identified.  It  is 
concluded  that  youth  will  make  good  use  of  programs 
which  are  specifically  designed  to  meet  their 
needs. 


JOAN  E.  MORGENTHAU,  M.D.a 

New  York  City 

P.  S.  S.  RAO,  M.D.,  Dr.  P.  H.,  F.S.S.b 

New  York  City 

From  the  Mount  Sinai  Hospital. 

a Director  of  Adolescent  Services;  Professor  of  Clinical 
Pediatrics  and  Associate  Professor  of  Community  Medicine. 
The  Mount  Sinai  School  of  Medicine. 
b Biostatistician,  Adolescent  Health  Center. 


The  problem  of  teenage  illegitimacy  is  far  from 
solved.  Vital  statistics  in  New  York  City  show  that 
although  the  total  number  of  births  to  teens  have 
declined  since  1970,  the  year  abortion  legislation  was 
passed,  their  share  of  total  live  births  and  out-of- 
wedlock  births  has  increased.  What  is  even  more 
disturbing  is  that  the  younger  teens  are  accounting 
for  an  ever-increasing  percentage  of  births.  Births 
to  teenagers  comprised  9.3  per  cent  of  all  births  and 
28.6  per  cent  of  all  out-of-wedlock  births  in  1960;  in 
1973,  they  amounted  to  14.3  per  cent  of  all  births  and 
61.5  per  cent  of  all  out-of-wedlock  births.1 

The  recognition  of  the  importance  of  offering 
contraceptive  services  to  youth  by  nonjudgmental 
professionals  attuned  to  their  needs,  without  the 
requirement  of  parental  consent,  and  in  the  context 
of  total  health  care,  is  beginning  to  be  realized  by  the 
health  professions.2-4 

As  early  as  1968,  these  principles  formed  the  basis 
for  the  establishment  of  FLEP  (Family  Life  Educa- 
tion Program)  as  an  integral  part  of  the  adolescent 
health  program  at  The  Mount  Sinai  Hospital.  This 
health  care  unit  was  organized  within  the  Depart- 
ments of  Pediatrics  and  Community  Medicine  to 
provide  a comprehensive  program  of  sex  education, 
contraception,  gynecologic  care,  pregnancy  diagnosis, 
and  counseling  in  a primary  care  setting  for  the 
population  of  East  Harlem,  an  inner-city  low-income 
area.  This  health  district  had  a population  of 
163,000  in  1970,  and  ranks  among  the  highest  in  New 
York  City  in  abortions,  out-of-wedlock  births,  and 

* Presented  in  part  at  the  Society  for  Adolescent  Medicine; 
Washington,  D.C.,  October  28,  1975.' 


infant  mortality  rates.  Three  facilities  are  listed  as 
providing  family  planning  services  to  this  area.5 
However,  visits  and  queries  to  these  clinics  revealed 
very  limited  services  geared  to  the  needs  of  teenagers 
and  an  almost  total  lack  of  integrated  comprehensive 
medical  care. 

In  this  report  a brief  description  of  FLEP  services 
and  a profile  of  its  consumers  is  presented  along  with 
a discussion  of  certain  implications  of  the  findings. 

Description  of  services 

The  program  is  designed  to  serve  unmarried 
teenage  residents  of  New  York  City.  Priority  is  given 
at  entry  to  patients  under  the  age  of  eighteen. 

Patients  are  accepted  for  FLEP  with  or  without 
parental  consent.  This  is  because  it  is  amply  clear 
that  insistence  on  consent  would  have  the  effect  of 
denying  access  to  many  of  those  in  need  of  care. 

Fee  for  service  is  on  a sliding  scale,  and  no  patient 
is  denied  care  because  of  inability  to  pay. 

New  patients  requesting  pregnancy  diagnosis  or 
contraception  are  triaged  by  a registered  nurse  to 
assess  their  relative  urgency  of  need.  The  nurse  also 
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TABLE  I.  Per  cent  of  cases  in  each  age  and  ethnic  group  by  source  of  referral  to  Adolescent  Health  Center 


< — Age  Under  Eighteen  Years^ 

✓-Age  Eighteen  Years  and  Over- 

—All  Ages— 

N 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Source  of  Referral 

(N  = 76) 

(N  = 69) 

(N  = 18) 

(N  = 88) 

(N  = 55) 

(N  = 23) 

(N  = 164)  (N  = 124) 

(N  = 41) 

Personal 

46.1 

34.8 

55.6 

54.5 

49.1 

65.2 

50.6 

41.1 

60.9 

Health-related 

30.3 

29 

5.6 

21.6 

23.6 

13 

25.6 

26.6 

9.8 

School-related 

15.8 

31.9 

27.8 

19.3 

20 

8.7 

17.7 

26.6 

17.1 

Drug  agencies 

6.6 

2.9 

2.3 

5.5 

4.3 

4 

Other  agencies 

1.3 

1.4 

11.1 

2.3 

1.8 

13.1 

1.8 

1.6 

12.2 

determines  how  to  contact  for  follow-up,  educates  the 
patient  on  the  use  of  the  services  of  the  Adolescent 
Health  Center,  and  makes  the  appointments  with  the 
primary  physician  and  the  social  worker. 

Selection  of  a method  of  contraception  is  usually 
made  after  the  following:  medical  work-up  by  the 
physician;  a group  counseling  session  conducted  by 
the  nurse;  interview  by  the  social  worker  of  all  pa- 
tients under  the  age  of  sixteen  and  of  all  those  iden- 
tified as  having  problems  which  would  tend  to  make 
them  poor  contraceptors;  and  individual  counseling 
and  examination  by  the  nurse-midwife.  The  patient 
is  guided  toward  the  contraceptive  method  most 
suited  and  acceptable  to  her.  Factors  taken  into 
account  in  addition  to  medical  considerations  include 
the  patient’s  emotional  maturity  and  reliability  as 
well  as  her  life  style. 

FLEP  clinics  are  scheduled  four  days  a week  at 
hours  convenient  for  the  patients,  and  a pattern  of 
vigorous  follow-up  visits  is  set  up.  Each  patient  is 
scheduled  for  a revisit  appointment  at  least  once 
every  three  months.  Should  a revisit  appointment 
not  be  kept,  the  patient  is  contacted  and  urged  to 
come  in  at  her  earliest  convenience.  Moreover,  each 
patient  is  encouraged  to  visit  the  Adolescent  Health 
Center  at  other  times  to  see  a registered  nurse  or  her 
primary  physician  should  the  need  arise. 

This  intensive  effort  at  follow-up  would  seem  to 
lead  to  a higher  continuation  rate  than  has  been  re- 
ported in  previous  studies  of  a youthful  population. 
This  will  be  reported  in  a subsequent  study  in  prog- 
ress. 

Methodology 

It  was  proposed  to  include  every  female  patient 
who  attended  the  FLEP  clinics  during  the  period 
July  1,  1974,  through  September  30,  1974,  in  the 
sample  for  this  study.  Each  patient  was  interviewed 
by  the  nurse,  using  a specially  designed  questionnaire 
to  obtain  factual  data  on  the  patient’s  living  situa- 
tion, demographic  and  educational  background, 
sexual  and  contraceptive  experiences,  and  mode  of 
entry  to  the  Adolescent  Health  Center  and  its  ser- 
vices. The  confidentiality  of  the  information  was 
stressed  so  as  to  maximize  the  likelihood  of  candid 
answers  to  questions,  some  of  which  were  of  a highly 
personalized  nature. 

Each  patient  was  interviewed  only  once  regardless 


of  the  number  of  visits  made  during  the  period  of 
observation. 

Findings 

A total  of  334  females  visited  the  FLEP  clinics  at 
least  once  during  the  period  of  study.  They  repre- 
sent nearly  80  per  cent  of  all  females  seeking  medical 
care  at  the  Adolescent  Health  Center. 

Of  these  females  164  were  Black,  124  were  Hispa- 
nic, 41  were  white,  and  the  remaining  5 were  Oriental. 
The  age  distributions  by  ethnicity  were  found  to  be 
similar,  ranging  from  fourteen  to  twenty-three  years, 
with  the  mean,  plus  or  minus  standard  deviation, 
equal  to  17.6,  plus  or  minus  1.7.  About  half  in  each 
ethnic  group  were  under  eighteen  years  of  age.  Only 
the  three  major  ethnic  groups  are  considered  for 
comparison,  each  broadly  divided  into  two  age 
groups:  those  under  eighteen  years  and  those  eigh- 
teen years  or  more. 

Source  of  referral.  Source  of  referral  findings 
are  given  in  Table  I.  In  both  age  groups,  the  whites 
were  statistically  more  likely  to  be  self-referred  than 
either  the  Hispanics  or  Blacks,  while  the  Hispanics 
under  eighteen  years  of  age  seemed  more  likely  to  be 
school-related  referrals  than  either  the  Blacks  or  the 
whites.  It  is  not  possible  to  account  for  these  dif- 
ferences with  available  data. 

Demographic  characteristics.  The  findings 
were  typical  of  the  ethnic  background  of  the  popu- 
lation resident  in  the  area;  61.6  per  cent  of  the  Blacks 
were  Protestant,  86.3  per  cent  of  the  Hispanics  were 
Catholic,  and  51.2  per  cent  of  the  whites  were  Jewish. 
Of  those  aged  under  eighteen  years,  57  per  cent  of  the 
blacks,  45  per  cent  of  the  Hispanics,  and  33  per  cent 
of  the  whites  lived  in  fatherless  homes.  More  of  the 
younger  patients,  in  general,  came  from  one-parent 
homes.  About  one  half  of  the  Black  and  of  the 
Hispanic  females  had  fewer  than  3 siblings,  whereas 
about  80  per  cent  of  the  whites  had  fewer  than  3 
siblings.  Only  7 per  cent  of  the  Blacks  and  5 per  cent 
of  the  Hispanics  had  completed  high  school  as  com- 
pared with  32  per  cent  of  the  whites. 

Sexual  history.  Ten  to  20  per  cent  of  the  females 
did  not  choose  to  respond  to  questions  relating  to 
their  sexual  experiences.  In  every  instance,  the 
nonresponse  rates  were  lower  among  whites  as  com- 
pared with  Blacks  or  Hispanics. 

The  mean  ages  of  menarche  and  of  first  intercourse 
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TABLE  II.  Number  of  sexual  partners  (lifetime)  by  age  and  ethnicity  (per  cent) 


Number  of 

rAge  Under  Eighteen  Years>, 

^Age  Eight 

een  Years  and  Over% 

f 

— All  Ages- 

, 

Sexual  Partners 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

None 

2.6 

2.9 

0 

0 

1.8 

4.4 

1.2 

2.4 

2.4 

1 

40.8 

53.6 

50 

30.7 

38.2 

26.1 

35.4 

46.8 

36.6 

2 

19.7 

11.6 

16.7 

18.2 

23.6 

8.7 

18.9 

16.9 

12.2 

3 to  4 

11.8 

8.7 

16.7 

17 

12.7 

17.4 

14.6 

10.5 

17.1 

More  than  4 

1.3 

1.4 

16.7 

12.5 

9.1 

30.4 

7.3 

4.8 

24.4 

No  response 

23.7 

21.7 

21.6 

14.5 

13.1 

22.6 

18.6 

7.3 

TABLE  III.  Per  cent  of  cases  in  each  age  and  ethnic  group  according  to  current  frequency  of  intercourse 


Current  Frequency  r Age  Under  Eighteen  Years /-Age  Eighteen  Years  and  Over ^ / All  Ages > 

of  Intercourse  Black  Hispanic  White  Black  Hispanic  White  Black  Hispanic  White 


None 

6.6 

5.8 

5.6 

3.4 

3.6 

8.7 

4.9 

4.8 

7.3 

Occasional 

10.5 

13 

27.8 

9.1 

9.1 

13 

9.8 

11.3 

19.5 

1 to  3 times  per 
month 

23.7 

14.5 

11.1 

27.3 

10.9 

8.7 

25.6 

12.9 

9.8 

1 to  2 times  per 
week 

34.2 

21.7 

33.3 

34.1 

27.3 

30.4 

34.2 

24.2 

31.7 

More  than  2 

5.3 

30.4 

16.7 

13.6 

27.3 

26.1 

9.8 

29 

22 

times  per  week 
No  response 

19.7 

14.5 

5.6 

12.5 

21.8 

13.1 

15.9 

17.7 

9.8 

TABLE  IV.  Contraception  used  prior  to  attending  Adolescent  Health  Center,  by  age  and  ethnicity  (per  cent) 


Contraception  Used  Prior 

, — Age  Eighteen  Years — s 

to  Attending  Adolescent 

,-Age  Under  Eighteen  Years^ 

and  Over 

r 

—All  Ages— 

s 

Health  Center 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

None 

50 

72.5 

38.9 

53.4 

52.7 

13 

51.8 

63.7 

24.4 

Condoms,  foam,  tablets 

25 

11.6 

33.3 

27.3 

14.5 

43.5 

26.2 

12.9 

39 

Intrauterine  device 

6.6 

2.9 

11.1 

3.4 

0 

17.4 

4.9 

1.6 

14.6 

Pill 

18.4 

13 

16.7 

15.9 

32.7 

26.1 

17.1 

21.8 

22 

were  twelve  and  15.4  years  respectively.  There  were 
no  significant  differences  in  these  mean  ages  among 
the  three  ethnic  groups. 

The  mean  age  of  first  intercourse,  plus  or  minus 
standard  error  of  mean,  was  14.85  plus  or  minus  0.09 
for  those  under  eighteen  years  of  age  and  15.92  plus 
or  minus  0.14  for  those  eighteen  years  or  older.  This 
difference  is  statistically  significant  (p  <0.01). 
There  was  no  significant  correlation  between  the  age 
of  menarche  and  the  age  of  first  intercourse  (r  = 
+0.12,  p >0.05).  We  therefore  hypothesize  that 
sexual  activity  is  more  closely  related  to  social  than 
to  physiologic  phenomena.  The  number  of  lifetime 
sexual  partners  is  shown  in  Table  II. 

In  both  age  groups,  the  whites  admit  to  a greater 
number  of  sexual  partners.  Data  on  the  current 
frequency  of  intercourse  are  presented  in  Table 
III. 

A significant  number  of  girls  in  both  age  groups 
have  sexual  intercourse  more  than  just  “occasional- 
ly.” Blacks  appear  to  have  a lower  frequency  rate 
than  either  whites  or  Hispanics. 

Past  reproductive  history.  Data  on  the  number 
of  abortions  prior  to  attending  the  Adolescent  Health 
Center  show  significant  differences  among  the  three 
ethnic  groups;  32.9  per  cent  of  the  Blacks,  20.3  per 


cent  of  the  Hispanics,  and  11.1  per  cent  of  the  whites 
have  experienced  a previous  abortion.  Less  than  10 
per  cent  in  any  of  the  ethnic  groups  had  given  birth 
to  a living  child. 

Contraceptive  experience.  Only  one  third  of 
the  Hispanics  and  about  one  half  of  the  Blacks  have 
used  any  form  of  contraception  prior  to  coming  to  the 
Adolescent  Health  Center,  as  compared  with  about 
75  per  cent  of  the  whites,  as  shown  in  Table  IV.  It 
should,  however,  be  noted  that  the  methods  used 
were  usually  self-prescribed  or  the  less  reliable 
methods. 

More  than  25  per  cent  of  the  females  did  not  know 
the  attitudes  of  their  boyfriends  toward  use  of  con- 
traception. Of  those  who  seemed  to  know,  90  per 
cent  or  more  in  all  three  ethnic  groups  felt  that  their 
boyfriends  were  cooperative  in  the  use  of  contra- 
ception. Among  the  older  girls,  the  percentages  were 
even  higher. 

Contraceptive  methods  first  prescribed  in  FLEP 
are  presented  in  Table  V.  Oral  pills  were  used  sig- 
nificantly more  often  by  Blacks  as  compared  with 
Hispanics  or  whites  (p  <0.05).  The  use  of  the  I.U.D. 
(intrauterine  device)  by  whites  was  significantly 
higher  (p  <0.05)  than  that  by  Hispanics.  There  v/as 
a significant  trend  for  a larger  percentage  of  each 
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TABLE  V.  Contraception  first  prescribed  at  FLEP  by  age  and  ethnicity  (per  cent) 


.'-Age  Under  Eighteen  Years-s 

^Age  Eighteen  Years  and  Over^ 

, 

— All  Ages  — 

■\ 

Contraception 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Black 

Hispanic 

White 

Oral 

65.8 

56.5 

44.4 

81.8 

63.6 

60.9 

74.4 

59.7 

53.7 

Lippes  loop 

13.2 

5.8 

33.3 

6.8 

5.5 

8.7 

9.8 

5.7 

19.5 

Daikon  shield 

5.3 

6.8 

9.1 

21.7 

6.1 

4 

12.2 

Copper  7 

3.9 

1.8 

Diaphragm 

6.6 

5.8 

16.7 

2.3 

7.3 

8.7 

4.3 

6.5 

12.2 

Foam/condoms 

5.3 

4.3 

5.6 

1.1 

1.8 

3.1 

3.2 

2.4 

None 

27.5 

1.1 

12.7 

0.6 

21 

ethnic  group  to  use  “the  pill”  with  advancing  age. 
The  significant  number  of  Hispanics  for  whom  no 
method  was  prescribed  reflects  a possible  diagnosis 
of  an  existing  pregnancy  in  most  cases  and  a lack  of 
sexual  activity  at  the  time  coupled  with  a desire  to 
postpone  contraception  in  others.  Two  of  this  group 
were  lesbians. 

Comment 

Given  the  fact  that  our  primary  goal  was  to  identify 
and  service  the  unmet  needs  of  the  teenage  popula- 
tion in  our  community,6  we  were  gratified  to  discover 
that  the  profile  of  patients  seen  in  the  FLEP  reflected 
quite  closely  that  of  the  population  residing  in  East 
Harlem.7  A noteworthy  exception  was  that  most  of 
the  whites  were  from  elsewhere  in  the  city.  This 
latter  group  represented  49.8  per  cent  of  our  con- 
traceptors  in  the  first  two  and  one-half  years  of  op- 
eration. Conversely  we  attracted  only  8.2  per  cent 
Hispanics  during  this  same  period  of  time,  from 
December,  1969  to  June,  1972.  As  professional  or- 
ganizations in  1971,  including  the  American  Acade- 
my of  Pediatrics,  the  American  College  of  Obstetrics 
and  Gynecologists,  and  the  Society  for  Adolescent 
action  to  sanction  birth  control  of  unemancipated 
minors,  these  services  became  more  readily  available, 
and  we  chose  to  focus  our  attention  on  the  hard-to- 
reach  Hispanic  population. 

Our  outreach  activities,  particularly  those  directed 
at  the  schools,  would  seem  to  be  responsible  for  the 
steady  rise  of  Hispanic  representation  in  the  FLEP 
(Table  I).  One  of  the  local  “alternative  schools”  with 
a predominantly  Hispanic  enrollment  has  provided 
us  with  space  and  personnel  to  do  health  screenings 
including  sex  education  as  part  of  the  school  curric- 
ulum. A staff  nurse  has  been  especially  effective  in 
working  with  a group  of  exclusively  Spanish-speaking 
students  at  this  particular  school. 

Table  I would  seem  to  show  quite  clearly  that  word 
of  mouth,  or  self-referral,  is  a most  effective  means 
of  case  finding.  Many  of  our  patients  bring  a close 
friend  with  them  to  the  center  for  moral  support,  and 
boyfriends,  when  they  come,  are  encouraged  to  join 
in  the  educational  “rap  sessions.” 

The  earlier  age  of  first  intercourse  in  the  under- 
eighteen-year-olds  coming  for  contraception  hope- 
fully indicates  that  unprotected  sex  was  seen  as  a 
health  need  which  motivated  patients  to  seek  medical 


care.  It  is  of  interest  that  the  age  of  first  intercourse 
is  closely  approximate  to  that  reported  in  other 
studies  of  quite  disparate  populations.8’9  Our  data 
and  those  of  other  investigators  clearly  show  that 
many  teenage  girls  are  either  playing  sexual  roulette 
or  are  at  best  protecting  themselves  with  less  than 
optimal  contraception.10’11  Not  surprisingly  this 
results  in  a regrettably  high  number  of  patients  who 
have  had  abortions  prior  to  entering  a program  such 
as  ours.  Indeed,  the  literature  suggests  that  the  re- 
cent decline  in  the  teenage  fertility  rate  may  repre- 
sent the  increased  use  of  abortion  in  lieu  of  or  in  ad- 
dition to  contraception.12 

The  current  frequency  of  intercourse  is  a factor 
given  considerable  weight  by  the  medical  and  nursing 
staff  when  counseling  the  patients  in  regard  to  con- 
traceptive method.  We  find  ourselves  reluctant  to 
prescribe,  for  example,  a hormonal  medication  for  the 
patient  who  is  rarely  at  risk  of  pregnancy. 

It  has  been  suggested  that  staff  bias  is  a factor  that 
must  be  considered  in  choice  of  method.13  We  have 
made  a conscious  effort  to  offer  each  patient  in- 
formed freedom  of  choice  as  long  as  the  preferred 
method  is  not  medically  contraindicated.  In  coun- 
seling the  patient  the  staff  takes  into  consideration 
her  biologic  and  emotional  maturity,  her  need  for 
confidentiality,  and  her  total  life  style. 

While  many  of  the  factors  influencing  choice  of 
method  are  not  well  understood,  investigators  in 
other  clinics,  with  rare  exceptions,  report  the  pill  to 
be  the  method  of  choice  in  the  nulliparous  teenager. 
However,  the  scanty  follow-up  reports  available 
would  indicate  that  many  of  these  patients  are  either 
contraceptive  failures  or  rapidly  lost  to  follow- 
up.13-20 In  our  study,  significant  associations  were 
observed  with  both  ethnic  groups  and  age  in  con- 
traceptive choice.  Our  continuation  and  success 
rates  are  currently  under  scrutiny  and  will  be  avail- 
able in  a future  publication. 

Recommendations 

1.  Family  life  services  should  be  integrated  within 
the  framework  of  a program  of  total  health  care.  Our 
experience  has  convinced  us  that  many  patients  in 
need  of  contraceptive  services,  pregnancy  counseling, 
treatment  of  venereal  disease,  and  sex  education  do 
not  initially  come  to  the  Adolescent  Health  Center  for 
these  problems.  In  addition,  patients  are  much  more 
accepting  of  gynecologic  or  psychiatric  care  if  it  is  pro- 
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vided  in  a comprehensive  setting;  it  seems  to  remove 
much  of  the  social  stigma  while  enhancing  the  likeli- 
hood of  confidentiality. 

2.  The  traditional  system  and  setting  of  hospital- 
based  health  care  is  particularly  ill  suited  to  the  life 
style  of  the  adolescent  patient  regardless  of  his  or  her 
socioeconomic  class.  There  should  be  easy  physical 
access;  we  think  our  street-level,  free-standing  build- 
ing, adjacent  to  the  main  hospital,  to  be  ideal. 

3.  Selection  and  training  of  the  staff  is  of  utmost 
importance;  each  member  of  the  unit  should  enjoy 
working  with  the  adolescent  age  group  and  should  be 
able  to  be  authoritative  without  being  authoritarian. 
Special  expertise  must  be  developed  in  history  taking 
and  in  the  diagnosis  and  treatment  of  those  problems, 
both  physical  and  emotional,  which  are  common  to 
this  age  group.  The  staff,  insofar  as  possible,  should 
reflect  the  ethnic  groups  which  it  serves. 

4.  Clinic  organization  should  be  sufficiently  com- 
prehensive and  flexible:  some  after-school  hours;  an 
appointment  system  which  can  expand  to  accommo- 
date the  walk-in  patient;  a team  approach  to  ensure 
personalized  continuous  care;  a diagnostic  laboratory 
and  minipharmacy  on  the  premises  to  avoid  long  wait- 
ing periods  in  the  main  hospital;  subspecialty  consul- 
tations available  in  the  Adolescent  Health  Center  to 
ensure  continuity  of  care  of  the  highest  quality. 

5.  Unmet  needs  must  be  identified  and  provided 
for;  we  clearly  recognize  that  any  large  institution  only 
serves  individuals  who  are  “put  together”  well  enough 
to  negotiate  the  system,  and  this  is  particularly  true  of 
adolescents.  Therefore,  we  exert  strenuous  efforts  to 
make  our  availability  and  modus  operandi  known  out- 
side of  the  hospital  complex.  Our  staff  and  profes- 
sional students  conduct  scheduled  health  screenings  in 
local  schools  and  agencies,  organize  and  participate  in 
health  fairs,  make  home  visits  for  follow-up  and  treat- 
ment, interpret  our  program  to  local  groups,  and  hold 
“Coke  hours”  so  that  potential  patients  can  look  us 
over. 

Our  experience  has  convinced  us  that  teenagers 
will  make  intelligent  use  of  health-related  services 
when  they  are  specifically  designed  to  meet  their 
needs. 

19  East  101st  Street 
New  York,  N.Y.  10029 


Lomotil  ingestions  in  children 

Reviewed  are  17  hospitalized  cases  of  ingestion  of  Lo- 
motil by  small  children  (average  age  22.6  months)  from 
a total  of  45  reported  at  Children’s  Mercy  Hospital 
(Kansas  City,  Missouri)  over  a period  of  three  and  one- 
half  years.  In  children  (and  adults  with  predisposing 
conditions)  where  there  is  increased  susceptibility  to  op- 
iates, relatively  small  doses  may  be  toxic.  In  adults, 
however,  the  incidence  of  toxic  reactions  is  relatively 
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low.  The  early  effects  are  often  due  to  the  atropine  con- 
tent of  Lomotil,  while  the  narcotic-like  actions  of  diphe- 
noxylate HC1  tend  to  occur  later.  Respiratory  depres- 
sion is  the  chief  hazard  and  should  be  treated  with  na- 
loxone. The  number  of  Lomotil  tablets  taken  ranged 
from  2 to  150.  The  toxic  effects,  clinical  features,  and 
treatment  are  reviewed.  Wasserman,  G.  S.,  Green,  A. 
A.,  and  Wise,  G.  W.:  Am.  Family  Phys.  11:  93  (June) 
1975 
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but  he  may  not 
have  the  stomach 


for  APC  • Or  the  kidneys,  for  that  matter. 

Even  bleeding  time  and  platelet  aggregation  can  be  maximally  prolonged  by  a 
single  aspirin  tablet* 

We  took  that  into  account  in  revising  the  formula  of  Phenaphen®  with  Codeine, 
and  combined  codeine  [in  any  of  three  different  strengths)  with  acetaminophen  to 
complement  the  codeine  with  little  risk  of  APC  complications.  While  there’s  no  anti- 
inflammatory activity,  there's  no  aspirin  to  aggravate  G.l.  problems  or  adversely 
affect  bleeding  time.  Similarly,  there's  no  potential  renal  risk  from  phenacetin,  and  no 
caffeine  to  stimulate  patients  unnecessarily. 

There  is  the  convenience  of  telephone  Rx  under  Federal  law...  and  the  comple- 
mentary analgesic  efficacy  of  acetaminophen. 

Phenaphen R with  Codeine.  Not  just  for  patients  who  might  have  a “compound” 
problem,  but  for  almost  every  patient  who  needs  codeine.  It’s  a lot  simpler  than  APC. 


BRIEF  SUMMARY 


Contraindications:  Hypersensitivity  to  acetaminophen  or  co- 
deine 

Warnings:  Drug  dependence  Codeine  can  produce  drug 
dependence  ot  the  morphine  type  and  may  be  abused  De- 
pendence and  tolerance  may  develop  upon  repeated  ad- 
ministration: prescribe  and  administer  with  same  caution 
appropriate  to  oral  narcotics  Subject  tothe  Federal  Controlled 
Substances  Act 

Usage  in  ambulatory  patients  Caution  patients  that  aceta- 
minophen and  codeine  may  impair  mental  and/or  physical 
abilities  required  for  performance  of  potentially  hazardous 
tasks  such  as  driving  a car  or  operating  machinery 

Interaction  with  other  CNS  depressants  Patients  receiving 
other  narcotic  analgesics,  general  anesthetics,  phenothiazines 
tranquilizers,  sedative-hypnotics  or  other  CNS  depressants  (in- 
cluding alcohol)  may  exhibit  additive  CNS  depression,  when  used  to- 
gether reduce  dose  of  one  or  both 

Usage  m Pregnancy  Safe  use  is  not  established  Should  not  be  used 
in  pregnant  patients  unless  potential  benefits  outweigh  possible 
hazards 

Precaut  ion  s:  Head  injury  and  increased  intracranial  pressure  Respi  ra- 
tory  depressant  effects  of  narcotics  and  their  capacity  to  elevate  cere- 
brospinal fluid  pressure  may  be  markedly  exaggerated  in  the  presence 
of  head  injury,  other  intracranial  lesions  or  a pre-existing  increase  in 
intracranial  pressure  Narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries 

Acute  abdominal  condition  Acetaminophen  and  codeine  or  other 
narcotics  may  obscure  the  diagnosis  or  clinical  course  of  acute  ab- 
dominal conditions 

Special  risk  patients  Administer  with  caution  to  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function 
hypothyroidism.  Addison  s disease,  or  prostatic  hypertrophy  or  ure- 
thral stricture 


Adverse  Reactions:  Most  frequent  are  lightheadedness,  dizziness, 
nausea,  and  vomiting,  more  prominent  in  ambulatory  than  in  nonam- 
bulatory patients:  some  may  be  alleviated  if  patient  lies  down:  other: 
euphoria,  dysphoria,  constipation  and  pruritus 
Drug  Interactions:  CNS  depressant  effect  may  be  additive  with  that  of 
other  CNS  depressants  See  Warnings 
For  symptoms  and  treatment  of  overdosage  and  full  prescribing  in- 
formation. see  package  insert. 
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Phenaphen* 
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(Warning  May  be  habit  forming)  B%Bb« 
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Many  physicians,  when  evaluating  patients  with 
language  problems,  automatically  think  only  in  terms 
of  disordered  speech.  However,  language  has  two 
components:  receptive  and  expressive.  Receptive 
language  is  the  comprehension  or  understanding  of 
speech  or  writing;  expressive  language  is  the  perfor- 
mance of  speech  or  writing.  It  is  possible  for  a child 
to  be  quite  intelligent  and  understand  many  things 
quickly  and  easily  but  still  have  difficulty  under- 
standing spoken  language.  This  is  the  child  with  a 
receptive  language  difficulty,  while  the  child  with  a 
speech  problem  has  an  expressive  language  difficulty. 
The  child  with  a clear  understanding  of  spoken  lan- 
guage but  no  understanding  of  written  language  is  the 
child  with  classic  dyslexia.  Many  children  with 
dyslexia  often  have  expressive  language  problems  too 
because  they  have  difficulty  writing. 

Normal  speech  development 

Speech  development  is  often  a clue  for  anticipating 
a learning  disability.  Children  begin  to  learn  to 
speak  at  the  very  early  age  of  two  to  four  months.  At 
about  that  time,  the  infant  begins  to  vocalize,  making 
little  gurgling  sounds  in  his  mouth  and  throat.  This 
is  the  beginning  of  normal,  human  speech,  and  it 
progresses  in  a normal  developmental  manner  just 
as  sitting  and  walking.  Later  the  child  begins  saying 
recognizable  vowel  and  consonant  sounds,  and 
eventually  a fortuitous  combination  of  vowel  and 
consonant  sounds  that  fits  with  what  his  mother  re- 
gards as  a word,  such  as  “ma-ma”  or  “da-da.”  As 
soon  as  he  does,  mother  flashes  back  a signal  to  him 
which  encourages  him  to  repeat  the  word.  Com- 


municative speech  is  then  established  in  its  very 
primitive  form. 

Neurologic  phase.  Until  this  time,  vocalization 
has  been  developing  as  an  innate  neurologic  devel- 
opmental process  in  the  infant’s  own  central  nervous 
system.  Theoretically,  this  would  happen  even  if  the 
infant  were  not  exposed  to  human  speech,  as  occurs 
in  deaf  children.  This  first  period  of  speech  devel- 
opment can  be  called  the  neurologic  phase.  In  this 
early  period,  the  most  important  factor  is  the  state 
of  the  central  nervous  system.  Many  children  with 
impaired  speech  have  some  organic  form  of  central 
nervous  system  disorganization.  Other  than  simply 
talking  to  the  child,  there  is  nothing  to  be  gained  by 
extra  efforts  to  stimulate  his  speech  development 
when  it  is  in  the  neurologic  stage. 

Experiential  phase.  Later,  somewhere  between 
nine  and  eighteen  months,  speech  develops  by  way 
of  a learning  process.  This  can  be  called  the  exper- 
iential phase.  During  this  phase,  the  most  critical 
factor  is  the  presence  of  an  interested  verbal  adult, 
normally  the  mother.  The  more  verbal  she  is,  and 
the  more  she  is  present,  the  better  are  the  infant’s 
chances  for  the  development  of  normal  language, 
both  comprehensive  and  expressive.  During  this 
phase,  there  is  obvious  benefit  to  be  gained  by 
speaking  appropriately  for  the  infant’s  age  and  doing 
it  frequently. 

Pathologic  development 

One  must  be  alert  for  a commonly  overlooked 
cause  of  impaired  speech.  Frequent,  chronic,  or 
serous  otitis  media  during  the  early  experiential  stage 
of  language  development,  nine  to  eighteen  months, 
can  cause  that  child  at  age  three  or  four  years  to  have 
a speech  problem  because  during  those  critical  earlier 
months,  that  is,  from  the  age  of  nine  to  eighteen 
months,  he  was  not  hearing  properly.  By  the  time 
he  is  three  or  four  years,  his  middle  ear  may  be  free 
of  fluid.  In  addition,  his  hearing  may  be  normal  but 
his  speech  may  retain  residual  damage.  For  what- 
ever cause,  if  the  child’s  speech  deviates  significantly 
from  the  kind  of  speech  he  encounters  in  his  teacher 
and  peers  when  he  goes  to  school,  he  will  be  at  high 
risk  for  learning  disability.  There  are  two  reasons 
why  a child  with  a speech  disorder  is  at  high  risk  for 
learning  disability.  Most  children  with  significant 
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speech  disorders  have  some  degree  of  generalized 
central  nervous  system  disorganization.  A patho- 
logic condition  of  this  nature  is  rarely  isolated  in  only 
one  part  of  the  brain.  It  will  probably  be  associated 
with  other  factors  contributing  to  learning  disability 
such  as  excessive  distractability  or  poor  short-term 
memory.  Second,  to  learn  to  read  and  write,  a child 
must  be  able  to  associate  a spoken  sound  with  the 
written  symbol  for  that  sound. 

Familial  and  social  factors 

The  majority  of  children  seen  in  learning  disability 
clinics  in  any  large  city  school  district  are  economi- 
cally deprived.  This  has  led  investigators  to  study 
the  relationship  between  socioeconomic  deprivation 
and  the  neuropsychological  processes  that  lead  to  the 
development  of  learning  disability.1-6  Several  de- 
tailed investigations  have  shown  that  in  many  low- 
income  homes,  especially  single-parent  homes,  the 
use  of  spoken  language  is  minimal.  The  adults  who 
are  present  often  have  a history  of  school  failure  and 
little  use  of  detail  in  their  verbal  communications. 
Rather,  speech  is  geared  to  gross  messages  in  which 
body  language,  volume  of  sound,  and  facial  expres- 
sion often  convey  more  meaning  than  the  words  that 
are  actually  spoken.  Therefore,  in  addition  to  a 
poverty  of  spoken  language,  the  language  style  that 
the  child  is  learning  is  actually  antagonistic  to  the 
style  he  will  be  expected  to  adapt  to  when  he  starts 
school.  He  is  not  hearing  detailed,  spoken  language 
used  in  a systematic,  understanding  manner,  and  the 
proper  neurodendritic  synaptic  connections  are  not 
being  developed.  When  the  time  comes  for  him  to 
use  the  normal  six-year-old  language  development, 
that  is,  when  he  starts  school,  he  simply  has  not  yet 
developed  the  necessary  receptive  or  expressive 
language. 

This  will  handicap  him  in  at  least  two  very  im- 
portant ways:  First,  he  will  find  it  much  more  dif- 
ficult to  learn  to  read  and  write.  As  stated  earlier, 
his  earlier  language  experiences,  both  receptive  and 
expressive,  have  not  prepared  his  cerebral  processing 
mechanisms  to  interpret  spoken  language  in  an  au- 
tomatic manner.  This  child  will  have  to  labor  to 
interpret  what  should  be  automatic,  and  conse- 
quently he  will  tire  and  is  apt  to  give  up  sooner.  In 
addition,  what  he  hears  in  school  is  either  new  or 
sounds  different  from  what  he  has  been  hearing  at 
home.  Therefore,  when  the  time  comes  to  convert 
phonemes,  or  sounds,  to  graphemes,  which  are  writ- 
ten symbols  for  those  sounds,  he  will  again  have  to 
labor  harder,  and  again  he  is  apt  to  tire  sooner. 

Second,  if  he  is  given  any  one  of  a number  of  IQ 
(intelligence  quotient)  tests,  he  will  frequently  score 
low,  usually  in  the  65  to  85  range.  Consequently,  he 
is  apt  to  be  considered  minimally  or  borderline 


mentally  retarded.  The  reasons  for  these  low  scores 
in  a child  with  a normal  intellectual  potential  are 
varied: 

1.  The  tests  are  often  culturally  biased. 

2.  The  tests  often  assume  that  a child  has  had  cer- 
tain life  experiences  that  he  often  has  not  had. 

3.  To  score  well  on  an  IQ  test  a child  must  be  able 
to  automatically  process  spoken  language  in  a detailed 
problem-solving  way.  This  attribute  is  precisely  what 
the  child  cannot  do  because  of  the  way  his  brain  has 
processed  language  up  to  that  time. 

School  and  physician  awareness 

This  combination  of  low  IQ  scores  and  poor  read- 
ing and  writing  ability  constitutes  a devastating 
handicap  from  which  few  children  recover.  Fortu- 
nately, the  neuropsychiatric  and  socioeconomic  dy- 
namics involved  in  this  particular  disability  are  be- 
coming more  widely  recognized,  and  more  remedial 
programs  are  being  initiated  in  and  out  of  school 
settings. 

It  is  particularly  important  for  physicians  to  rec- 
ognize this  handicap.  One  of  the  first  recourses  of 
school  personnel,  when  faced  with  a child  who  is  not 
learning  properly,  is  to  refer  him  to  a physician  for 
a clean  bill  of  health.  If,  after  an  ordinary  physical 
examination,  including  brief  neurologic,  vision,  and 
hearing  tests,  the  child  is  sent  back  to  school  as 
completely  normal,  this  merely  reinforces  the 
teacher’s  previously  held  opinion  that  the  child  is,  to 
some  degree,  mentally  retarded.  While  it  is  un- 
doubtedly true  that  there  are  some  children  who  are 
.genuinely  mildly  mentally  retarded,  there  are  also 
many  who  are  not  but  appear  to  be.  Unless  physi- 
cians constantly  carry  this  knowledge  with  them  as 
part  of  their  diagnostic  armamentarium,  they  will  be 
helping  to  assign  some  potentially  normal  children 
to  a lifetime  handicap. 

141  Lavaca  Street 
San  Antonio,  Texas  78210 
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Calcified  Upper 
Abdominal  Mass 

Case  history 

A.  Friedman,  M.D.*:  This  seventy-one-year-old 
white  male  was  admitted  to  Albert  Einstein  College 
Hospital  on  October  28,  1972,  for  evaluation  of  an 
abdominal  mass  noted  two  weeks  prior  to  admission. 
He  had  a three-year  history  of  intermittent  abdom- 
inal pain.  Treatment  for  ulcers  yielded  no  relief. 
Two  years  prior  to  admission  gastrointestinal  series, 
oral  cholecystogram,  and  barium  enema  performed 
elsewhere  were  reported  as  showing  negative  results. 
He  had  an  eleven-pound  weight  loss  during  the  two 
months  before  admission,  thought  to  be  secondary 
to  anorexia. 

On  physical  examination,  a large  firm  midabdom- 
inal mass  was  palpated  to  the  left  of  the  midline.  It 
was  minimally  tender  and  described  as  being  slightly 
movable  with  a transmitted  pulsation. 

Laboratory  results  revealed  a hematocrit  of  35,  a 
hemoglobin  of  11.4,  and  a prothrombin  time  of  12/ 
11.5.  Blood  urea  nitrogen,  bilirubin,  calcium, 
phosphate,  serum  glutamic  oxaloacetic  transaminase, 
and  serum  glutamic  pyruvic  transaminase  were  all 
within  normal  limits.  Urinalysis  yielded  normal 
findings,  and  alkaline  phosphatase  was  178,  the 
normal  ranging  from  30  to  85. 

Radiographic  findings.  A supine  abdominal 
film  revealed  a large  left  upper-quadrant  mass  with 
areas  of  mottled  Calcification  (Fig.  1A).  An  intra- 
venous urogram  revealed  what  appeared  to  be  intact 
renal  outlines  and  collecting  systems,  with  nowever 
some  suspected  pressure  on  the  left  upper  and  mid- 
calyces; the  calcifications  were  lateral  to  the  left  renal 
lateral  margin  (Fig.  IB).  A barium  enema  showed 
the  splenic  flexure  and  distal  transverse  colon  to  be 
displaced  extrinsically  downward  by  the  mass.  The 
gastrointestinal  series  revealed  an  extrinsic  pressure 
defect  on  the  posterior  lesser  curvature  with  no  in- 
trinsic mucosal  abnormality  fFig.  1C).  The  duo- 
denum and  small  bowel  were  normal.  Abdominal 

* Resident  in  Radiology. 


aortography  demonstrated  a large  vascular  mass 
overlying  the  upper  pole  of  the  left  kidney  but  not 
associated  with  it.  Selective  left  renal  arteriography 
showed  no  blood  supply  to  the  tumor  mass.  The  left 
renal  vein  was  patent.  The  selective  celiac  injection 
demonstrated  no  vascular  supply  to  the  tumor  (Fig. 
2A).  The  superior  mesenteric  arteriogram  demon- 
strated a tumor  mass  (Fig.  2B).  The  blood  supply 
was  via  branches  from  the  proximal  portion  of  the 
superior  mesenteric  artery.  Extensive  neovascular- 
ity, arterial  encasement,  and  puddling  is  seen  in  the 
region  of  the  tail  of  the  pancreas.  The  venous  phase 
revealed  the  superior  mesenteric  vein  to  be  ob- 
structed, with  collateral  flow  via  the  splenic  vein. 

In  summary,  a large  vascular  mass  is  present  in  the 
area  of  the  tail  of  the  pancreas.  The  left  kidney,  left 
adrenal  gland,  and  spleen  are  uninvolved,  and  the 
tumor  mass  does  not  appear  to  arise  intrinsically 
from  the  intestinal  tract  on  barium  studies,  although 
there  is  extrinsic  deviation  of  the  stomach  and  colon 
from  behind.  Ordinarily  the  primary  consideration 
would  be  a pancreatic  cystadenocarcinoma,  which  is 
a highly  vascularized  malignant  lesion  with  a variable 
cystic  component.  However,  in  this  case  the  main 
blood  supply  to  the  tumor  is  from  the  superior  mes- 
enteric artery,  and  the  tail  and  body  of  the  pancreas 
are  usually  supplied  by  the  splenic  artery.  This 
suggests  that  the  tumor  may  not  have  arisen  pri- 
marily in  the  pancreas  but  in  the  retroperitoneum. 

Angiographic  assessment  of  the  histopathologic 
condition  of  retroperitoneal  lesions  is  difficult,  but 
certain  guidelines  can  be  drawn.  Malignant  pro- 
cesses outnumber  benign  lesions  by  approximately 
4 to  1.  Lipomatous  lesions  are  usually  avascular, 
showing  displacement  of  vessels.  Lymphomas  are 
usually  hypovascular,  with  fine,  tortuous  vessels 
coursing  through  the  tumor  mass.  Neurogenic  tu- 
mors have  a persistent  stain  with  an  extensive  net- 
work of  arteries  and  sinusoids.  However,  they  are 
clearly  defined  usually,  and  infrequently  become  a;’ 
large  as  in  this  case.  Retroperitoneal  sarcomas  show 
the  greatest  vascular  abnormalities  with  hypertrophy 
of  feeding  vessels,  bizarre  and  irregular  tumor  vessels, 
and  invasion  and  compression  of  veins.  These 
findings  are  present  in  this  case.  Lesions  in  this 
group  include  rhabdomyosarcoma,  leiomyosarcoma, 
and  mesenchymomas.  Mesenchymomas  often  may 
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FIGURE  1.  (A)  Supine  abdomen  plain  film  shows  mottled 

calcifications  (arrow)  in  left  upper  quadrant.  (B)  Intravenous 
urogram  left  posterior  oblique  projection  shows  calcification 
adjacent  to  left  renal  outline  (arrow).  (C)  Gastrointestinal 
series  reveals  extrinsic  pressure  defect  (arrow)  on  posterior 
lesser  curvature  of  stomach. 


contain  osteoid  and  chondroid  elements  which  can 
sometimes  calcify.  The  tumor  mass  in  our  patient 
was  calcified,  and  although  calcifications  may  occur 
in  a variety  of  tumors,  often  secondary  to  necrosis, 
the  propensity  for  calcification  in  mesenchymomas 
is  a point  for  its  diagnosis  in  this  case. 

Final  differential  diagnosis 

1.  Malignant  retroperitoneal  tumor  ( mesen- 
chymoma, leiomyosarcoma,  rhabdomyosarcoma) 

2.  Cystadenocarcinoma  of  the  pancreas 

Hospital  course 

An  exploratory  laparotomy  was  performed  on 
November  8,  1972.  A football-sized  mass  was 
present  behind  the  stomach,  displacing  it  anteriorly 
and  interiorly.  The  tumor  mass  involved  the  body 
and  tail  of  the  pancreas  but  could  be  dissected  free 
from  the  attached  portal  and  superior  mesenteric 
veins.  The  pancreas  was  transected  and  the  distal 
portion  removed  with  the  tumor.  The  liver  was  free 
of  metastases.  He  was  readmitted  on  August  26, 
1973,  because  of  an  abdominal  mass.  The  liver  was 
enlarged,  and  a second  mass  was  palpated  in  the 
upper  abdomen.  Liver  scan  demonstrated  multiple 
space-occupying  lesions,  and  laparotomy  confirmed 
these  findings.  He  was  placed  on  chemotherapy. 


Pathologic  discussion 

Stephen  M.  Factor,  M.D.*:  The  resected  re- 
troperitoneal mass  consisted  of  a large,  encapsulated 
tumor  weighing  1,100  Gm.  and  measuring  18  by  15 
by  12  cm.  The  external  surface  was  yellow-white  and 
revealed  numerous  raised  round  nodules  measuring 
up  to  5 cm.  in  diameter.  The  cut  surface  was  pale 
yellow  with  small  foci  of  hemorrhage  and  cystic  de- 
generation. The  tumor  was  solid  and  firm  in  con- 
sistency. Areas  of  necrosis  were  appreciated  grossly. 

Microscopically,  the  tumor  was  composed  pre- 
dominantly of  spindle  cells  with  a variable  mor- 
phology and  pattern  in  different  areas  of  the  tissue. 
Most  spindle  cells  were  elongated  with  thin  tapering 
nuclei,  arranged  in  fascicles  coursing  in  multiple  di- 

* Guest  Editor,  Assistant  Professor  of  Pathology. 
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FIGURE  2.  (A)  Selective  celiac  arteriogram  shows  no 

neovascularity.  (B)  Selective  superior  mesenteric  arterio- 
gram reveals  large  area  (arrow)  florid  neovascularity,  en- 
casement, and  stretching  of  jejunal  arterial  branches. 


rections  giving  a herringbone  appearance  typical  of 
fibrosarcoma  (Fig.  3A).  The  cells  were  regular  with 
only  occasional  pleomorphic  forms;  however,  an  ac- 
tive mitotic  rate,  which  in  some  areas  exceeded  5 
mitoses  per  high-powered  field,  suggested  the  ma- 
lignant potential  of  the  tumor.  Intermixed  with  the 
fibrosarcomatous  tissue  were  plump  spindle  cells 
with  larger  blunt-ended  nuclei  consistent  with 
smooth-muscle  origin.  Masson’s  trichrome  stain 
result  was  positive  for  cytoplasmic  myofibrils  in  these 
cells.  A high  mitotic  rate  and  cellular  pleomorphism 
were  irregularly  noted  in  these  areas.  Roth  fibro- 
sarcomatous and  leiomyosarcomatous  spindle  cells 


were  frequently  observed  to  be  arranged  in  an 
onionskin  pattern  around  thick-walled  vessels.  This 
feature  was  particularly  prominent  in  areas  of  ne- 
crosis and  hemorrhage  which  were  present 
throughout  the  tumor.  Large  foci  of  hyalinized 
connective  tissue  were  often  situated  adjacent  to 
areas  of  active  necrosis.  Finely  fibrillar  interstitial 
collagen  surrounded  individual  spindle  cells,  espe- 
cially those  of  presumed  fibrosarcomatous  origin. 

Foci  of  malignant-appearing  cartilage  and  osteoid 
were  irregularly  scattered  through  the  tumor,  arising 
abruptly  from  the  spindle  cells  (Fig.  3B  and  C).  The 
stromal  osteoid  was  observed  to  be  rimmed  by  a layer 
of  cells  suggestive  of  osteoblasts.  Additionally,  rare 
collections  of  giant  cells  consistent  with  osteoclasts 
but  possibly  representing  histiocytes  were  noted  in 
the  stroma.  The  morphology  of  the  malignant 
spindle  cells,  osteoid  tissue,  and  giant  cells  was  di- 
agnostic of  an  osteogenic  sarcoma.  The  rarely  seen 
foci  of  cartilage  were  composed  of  atypical  chon- 
drocytes suggestive  of  a malignant  chondroid  tumor 
rather  than  benign  metaplastic  cartilage.  Multiple 
sections  of  this  neoplasm  revealed  no  other  heterol- 
ogous mesenchymal  elements. 

Comment 

Malignant  mesenchymoma  is  an  unusual  and 
relatively  rare  tumor  which  has  been  defined  by 
Stout  and  Lattes1  as  a neoplasm  of  mesenchymal 
origin  arising  in  the  soft  tissues,  containing  two  or 
more  unrelated  sarcomatous  elements  other  than 
fibrosarcoma.  The  largest  combined  series  of  cases 
was  tabulated  by  Stout  and  Lattes1  who  briefly  re- 
viewed 201  examples  of  this  neoplasm.  They  noted 
no  age  preference,  with  33  cases  occurring  in  children 
under  sixteen  years  of  age,  and  no  sex  predominance 
in  adults.  They  observed  that  the  tumor  has  a pre- 
dilection for  the  extremities;  however,  25  cases  were 
located  in  the  retroperitoneum.  The  malignant 
nature  of  the  tumor  in  any  location  was  confirmed  by 
the  overall  mortality  figures  which  revealed  a death 
rate  of  60  per  cent  for  adults  and  43  per  cent  for 
children.  In  a series  of  4 retroperitoneal  mesen- 
chymomas reported  from  Memorial  Hospital  in  New 
York,  survival  ranged  from  two  and  one-half  to 
twenty-four  months.2  The  same  authors  also  col- 
lected 7 cases  from  the  literature,  and  these  patients 
had  a similar  short  survival,  although  1 patient  lived 
for  thirty-six  months.  The  dismal  prognosis  in  these 
retroperitoneal  cases  did  not  seem  to  be  affected  by 
the  mode  of  treatment.  Radical  excision,  radiation, 
and  chemotherapy  were  all  ineffective  judging  by  the 
100  per  cent  mortality  rate;  however,  the  Memorial 
group  felt  that  radical  surgery  offered  the  best  hope, 
even  if  only  palliative. 

The  tumor  in  the  present  case  was  composed  of 
three  major  elements  other  than  the  basic  fibrosar- 
comatous tissue.  Areas  with  typical  features  of 
malignant  smooth  muscle,  osteoid,  and  cartilage 
seemingly  arose  in  a haphazard  fashion  from  the  fi- 
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FIGURE  3.  (A)  Area  composed  predominantly  of  fibrosarcomatous  spindle  cells  arranged  in  bundles  coursing  in  multiple 

directions.  Individual  cells  surrounded  by  small  amounts  of  collagen.  Several  mitotic  figures  present  in  center  of  field.  (B) 
Cartilagenous  tissue  in  center  of  field  composed  of  bizarre  chondrocytes  and  typical  chondroid  matrix  arises  abruptly  from 
surrounding  spindle  cells  and  collagenous  stroma.  (C)  Typical  osteoid  noted  in  this  field,  delimited  from  surrounding  spindle 
cells  and  collagen  by  rim  of  osteoblasts.  Occasional  atypical  cells  present  both  within  osteoid  and  stroma.  (Hematoxylin 
and  Eosin  Stain) 


broblastic  spindle-cell  component.  Other  mesen- 
chymal tissues  which  have  been  described  in  these 
bizarre  tumors  include  malignant  striated  muscle, 
fat,  blood  vessels,  and  reticulum  cells.1  A recently 
reported  case  described  the  occurrence  of  neuro- 
blastoma and  ganglioneuroma  in  association  with 
typical  malignant  retroperitoneal  mesenchymoma, 
thereby  raising  questions  regarding  the  supposed 
mesodermal  origin  of  these  tumors.3  The  author 
concluded,  however,  that  the  combination  of 
mesenchymal  and  neuroectodermal  elements  could 
be  explained  by  the  simultaneous  transformation  of 
undifferentiated  neuroepithelial  and  mesenchymal 
tissue  into  neuroblastoma  and  mesenchymoma. 

Most  authors  seem  to  agree  that  these  neoplasms 
are  derived  from  mesenchyme;  however,  the  specific 
cell  or  cells  of  origin  are  yet  undefined. 

Some  elucidation  of  the  histogenesis,  however,  was 
recently  provided  by  Klima  et  al ,4  in  an  electronmi- 
croscopic  study  of  one  of  these  tumors.  These  au- 
thors observed  that  the  various  elements  of  the 
neoplasm  appeared  to  arise  from  a primitive 
mesenchymal  cell,  with  no  clear-cut  characteristics 
which  could  identify  it  as  any  one  type  of  cell. 


Package  label  information 
helpful  to  pill  users 

Many  women  are  apprehensive  about  the  safety  of  oral 
contraceptives,  declares  a research  report  in  the  March  29 
issue  of  the  Journal  of  the  American  Medical  Association. 

But  the  information  about  the  Pill  and  its  possible  ad- 
verse effects  on  the  package  label  is  most  helpful  in  en- 
abling the  users  to  weigh  for  themselves  the  possible  risk 
versus  the  benefits,  says  a research  group  from  the  Uni- 
versity of  Rochester  School  of  Medicine  and  Dentistry, 
Rochester,  N.Y. 

Oral  contraceptives  are  the  only  prescription  drugs  in 
the  United  States  with  a patient-oriented  package  insert, 
says  Dr.  Lawrence  Fleckenstein  and  colleagues. 

The  present  labeling  is  read  and  found  useful  by  most 


Rather,  they  concluded  that  the  cell  of  origin  had 
intermixed  features  and  then  most  likely  differen- 
tiated in  multiple  directions  to  produce  recognizable 
mesenchymal  tissue.  Regardless  of  its  histogenesis, 
however,  the  extremely  poor  prognosis  of  the  retro- 
peritoneal malignant  mesenchymoma  requires 
clinical  awareness  of  this  rare  tumor,  as  well  as  his- 
tologic examination  of  multiple  tissue  sections  to 
assure  the  discovery  of  any  heterologous  elements 
which  may  alter  the  outcome  for  the  patient. 

Pathologic  diagnosis 

Malignant  retroperitoneal  mesenchymoma 
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oral-contraceptive  users,  Dr.  Fleckenstein  found  in  ques- 
tioning more  than  800  women  on  their  knowledge  of  the  Pill 
and  where  they  had  learned  it.  The  prime  source  of  in- 
formation, and  the  one  most  favored  by  the  participants, 
is  the  physician  himself.  The  second  favored  source  is  the 
pamphlet,  “What  You  Should  Know  About  the  Pill.” 
Third  is  the  package  insert. 

The  pamphlet  was  prepared  by  the  American  Medical 
Association  in  cooperation  with  the  U.S.  Food  and  Drug 
Administration.  At  present  it  is  distributed  primarily  by 
physicians  and  pharmacists  to  the  patients.  A plan  is  now 
nearing  completion  for  expanding  the  now  limited  package 
insert  to  include  all  of  the  information  in  the  pamphlet. 

When  asked  about  safety,  three  fourths  of  those  in  the 
study  declared  they  believe  the  Pill  is  completely  safe  or 
fairly  safe,  but  the  remainder  thought  it  fairly  dangerous 
or  very  dangerous,  Dr.  Fleckenstein  says. 
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1976  Albion  0.  Bernstein , M.D.  Award 

The  Medical  Society  of  the  State  of  New  York  announces  the  opening  of  competition  for  the  1976 
ALBION  O.  BERNSTEIN,  M.D.  AWARD. 

This  national  award  will  be  given  to  a physician,  surgeon,  or  scientist  who  has  recently  made  a widely 
beneficial  scientific  discovery  in  medicine. 

The  award,  comprising  $2,000  and  an  appropriate  scroll,  will  be  presented  at  the  annual  convention 
of  the  Medical  Society  of  the  State  of  New  York,  November  7-11, 1976.  It  was  endowed  by  the  late 
Morris  J.  Bernstein  in  memory  of  his  son,  a physician  who  died  in  an  accident  while  answering  a 
hospital  call  in  November  1940. 

You  are  invited  to  submit  documentation  with  the  name  or  names  of  those  who,  in  your  opinion,  are 
eligible  for  this  award  no  later  than  September  6,  1976  to: 

BERNSTEIN  AWARDS  COMMITTEE 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

J 

(Nomination  Form) 

Albion  0.  Bernstein,  M.D.  Award 


Name  of  Nominee: 

Professional  Address: 


Telephone  (-j-  area  code) 

The  above  is  nominated  for  the  1976  Albion  O.  Bernstein,  M.D.  Award  for  a recent  widely  bene 
ficial  scientific  discovery  in  medicine,  surgery  or  prevention  of  disease.  (This  official  nominatior 
form  must  be  submitted  accompanied  by  the  nominee’s  curriculum  vitae  and  outline  of  publication: 
in  general,  and  include  the  significance  of  the  achievement). 

Mail  entries  before  September  6,  1976  to : BERNSTEIN  AWARDS  COMMITTEE,  Medical  Societ; 
of  the  State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.  Y.  11040. 

Nominator: 


Electrocardiograms 
of  the  Month 


Montefiore  Hospital  and  Medical  Center 
The  Bronx,  New  York 

Editors 

IRA  L.  RUBIN,  M.D. 

Head,  Department  of  Electrocardiography 
JULIAN  FRIEDEN,  M.D. 

Associate  Head,  Department  of  Electrocardiography 
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QUESTION  201.  What  is  the  diagnosis?  The  patient  was  a seventy-year-old  woman  admitted  with  severe  abdomi- 
nal pain  and  vomiting  and  this  tracing  was  obtained  at  a routine  initial  admission  electrocardiogram. 


QUESTION  202.  Lead  II.  What  is  the  rhythm?  The  patient  has  cor  pulmonale  of  long  standing  and  has  been  receiving 
digoxin  for  congestive  heart  failure  and  a rapid  heart  rate. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  201.  The  rhythm  is  regular  sinus  with 
a P-R  interval  of  0.16  second  and  a QRS  duration  of 
0.09.  The  heart  rate  is  69  beats  per  minute.  The 
Q-T  interval  is  prolonged  to  0.48  second.  This  long 
Q-T  interval  is  primarily  due  to  prolongation  of  the 
S-T  segment  since  the  T wave  is  relatively  narrow. 
T is  inverted  in  leads  I,  II,  aVl,  and  V4  to  V6.  The 
prolonged  Q-T  interval  with  a relatively  narrow  T 
wave  is  strongly  suggestive  of  hypocalcemia.  This 
patient  had  acute  pancreatitis  with  a low  serum  cal- 


cium level.  The  T-wave  abnormalities  were  secon- 
dary to  coronary  artery  disease. 

Question  202.  No  P waves  are  visible.  The 
undulations  between  the  R waves  are  the  f waves  of 
atrial  fibrillation.  Beat  6 is  aberrantly  conducted 
and  represents  a ventricular  premature  contraction. 
Beats  11  to  14  are  almost  precisely  regular  as  are 
beats  15  to  17.  The  regularization  of  the  ventricular 
response  in  patients  with  atrial  fibrillation  suggests 
digitalis  toxicity.  When  it  occurs  at  a very  rapid  rate, 
it  probably  represents  a junctional  tachycardia.  It 
is  impossible  at  times  to  determine  from  the  elec- 
trocardiogram whether  or  not  digitalis  should  be 
discontinued  or  increased.  It  is  usually  safer  to  stop 
the  drug  and  observe  the  patient’s  response.  Digoxin 
levels  may  be  of  help. 


Medical  schools  increase 
training  in  ethics 

Most  of  the  nation’s  medical  schools  are  now  training 
their  students  in  medical  ethics  to  enable  tomorrow’s 
physicians  to  better  cope  with  the  ethical  and  moral  issues 
of  modern  medical  care,  says  a report  of  a national  medical 
school  survey  in  the  March  8 issue  of  the  Journal  of  the 
American  Medical  Association. 

The  growth  of  such  teaching  programs  has  been  truly 
phenomenal,  says  Robert  M.  Veatch,  Ph.D.,  and  Sharmon 
Sollitto  in  the  report  of  a study  by  the  Institute  of  Society, 
Ethics  and  the  Life  Sciences,  Hastings-on-Hudson,  N.Y. 

The  number  of  schools  with  special  programs,  such  as 
conferences  or  lecture  series,  has  more  than  tripled  in  a 
two-year  period.  There  has  been  a 50  per  cent  increase  in 
the  number  of  teachers  with  primary  commitments  to 
medical  ethics  teaching.  Formal  courses,  elective  and 
required,  and  full-scale  teaching  programs  have  increased 
as  well,  but  not  as  rapidly,  says  Dr.  Veatch. 

Of  107  schools  responding  to  the  survey,  97  indicated 
some  kind  of  medical  ethics  teaching. 

Transplants,  psychosurgery,  and  fertilization  of  the 
human  egg  in  the  test  tube  have  captured  the  public’s  at- 


tention, but  remain  relatively  rare  procedures.  But  th( 
physician  must  face  almost  daily  such  problems  as  abortior 
for  socioeconomic  reasons,  drugs  that  calm  the  over-activ( 
child,  and  the  prolongation  of  dying  for  the  patient  kep 
alive  by  machines  and  tubes,  he  points  out.  Testing  of  nev 
drugs  or  techniques  on  humans  is  an  area  of  frequen 
concern. 

Other  problems  that  tomorrow’s  physicians  are  studyin; 
include  the  decision  as  to  whether  the  possible  side  effec 
of  a drug  or  a treatment  is  too  risky,  whether  relative 
should  be  brought  in  for  consultation,  or  whether  medica 
records  should  or  should  not  be  routinely  transmitted 
The  physician  must  fully  understand  the  elements  involvei 
in  obtaining  informed  consent  for  a treatment  procedur 
from  the  patient  or  his  family. 

Some  of  the  most  innovative  teaching  programs  cros 
faculty  lines  and  bring  in  other  disciplines,  such  as  phi 
losophy  and  theology. 

“If  we  are  in  the  middle  of  a social  egalitarian  revolutio 
in  which  the  individuals  claim  more  and  more  control  ovt 
their  own  lives,  including  their  own  medical  care,  we  ca 
expect  that  medical  ethical  decision-making  by  the  layma 
and  the  education  of  the  layman  in  medical  ethics  will  b( 
come  more  and  more  critical,”  Dr.  Veatch  declares. 
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Bicentennial  History  of  Medicine 


Jewish  Contributions 
to  Medicine  in 
United  States 

1776-1976* 


FRED  ROSNER,  M.D. 

Jamaica,  New  York 

Director  of  Hematology,  Queens  Hospital  Center,  Affiliation  of 
the  Long  Island  Jewish-Hillside  Medical  Center,  and  Associate 
Professor  of  Medicine,  Health  Sciences  Center,  State  University 
of  New  York  at  Stony  Brook 


The  1975  Nobel  Prize  for  medicine  was  awarded 
to  2 Jewish  Physicians,  Howard  Temin,  M.D.,  of  the 
University  of  Wisconsin  and  David  Baltimore,  M.D., 
of  the  Massachusetts  Institute  of  Technology,  and 
a naturalized  American  of  Italian  descent,  Renato 
Dulbeco,  M.D.  Throughout  the  years,  Jews  account 
for  over  30  per  cent  of  all  Nobel  Prize  recipients  while 
they  constitute  a fraction  of  1 per  cent  of  the  total 
world  population.1-3 

Jews  have  always  exercised  a tremendous  influence 
on  the  development  of  medical  science  and  have  al- 
ways held  the  medical  profession  in  high  esteem.  In 
ancient  times,  medicine  and  religion  were  closely 
linked.  Jewish  physicians  considered  their  vocation 
as  spiritually  endowed  and  not  merely  as  a simple 
profession.  Ethical  standards  were  always  high.3 
The  predilection  of  Jews  for  medicine  is  a recognized 
phenomenon.  It  is  possible  that  this  fact  is  only  part 
of  the  general  veneration  of  knowledge  and  learning 
so  common  among  Jews.4  Medicine  is  sanctioned  in 
biblical  and  Talmudic  law,  and  hence  there  are  nu- 
merous rabbi-physicians  in  the  Talmud,  such  as  Mar 
Samuel,  and  throughout  the  ages,  such  as  Moses 
Maimonides. 

The  Jewish  physician  has  always  been  in  an  unique 
position.  Subjected  equally  to  the  sufferings  and 
struggles  perpetrated  on  his  people,  he  has  yet  been 
much  in  demand  for  his  highly  developed  skills. 
Both  as  practitioner  and  teacher  he  has  been  sought 

* The  opinions  expressed  in  this  report  are  those  of  the  author 
and  do  not  necessarily  represent  those  of  the  Long  Island  Jewish- 
Hillside  Medical  Center  or  the  State  University  of  New'  York  at 
Stony  Brook. 


by  the  titans  of  history.5  Jews  not  only  contribute 
to  medicine  by  patient  care  and  research  but  also  by 
the  transmittal  of  medical  knowledge  or  teaching. 
Medieval  Jewish  translators  such  as  Moses  Tibbon 
preserved  much  of  ancient  Greek  medical  lore  for  the 
Western  world. 

The  present  essay  describes  some  of  the  Jewish 
contributions  to  medicine  in  the  United  States  of 
America  from  precolonial  times  to  the  present  era. 

History  of  Jewish  Hospitals 
in  United  States 

The  modern  term  “hospital”  should  not  be  con- 
fused with  that  given  to  the  institution  which 
throughout  the  Middle  Ages  in  Europe  served  the 
dual  purpose  of  lodging  poor  or  sick  travelers  and 
nursing  the  ailing  poor.  Hospitals  of  this  nature  were 
established  as  early  as  the  fourth  century.  The 
Hebrew  word  hekdesh  is  a term  used  to  describe  a 
house  for  the  poor  and  for  strangers  and  perhaps  even 
outcasts.  The  ill  were  probably  also  cared  for  in  such 
establishments.  A deed  in  Ratisbon  dated  1210  re- 
fers to  a Domus  Hospitale  Judaeorum.  Other  Jewish 
hospitals  are  recorded  in  1248  in  Cologne,  in  1381  in 
Munich,  in  1422  in  Trier,  in  1499  in  Ulm,  and  in  the 
middle  of  the  sixteenth  century  in  Berlin.6 

The  transition  to  the  hospital  as  known  today 
began  in  Western  Europe.  With  the  development 
of  such  general  hospitals,  Jewish  hospitals  were 
erected  by  various  Jewish  communities.  In  1747,  the 
Portuguese  Jews  founded  a hospital  in  London,  in 
1753  a Jewish  hospital  was  opened  in  Berlin,  and  in 
1836  one  in  Paris,  and  later  elsewhere  in  Europe.  In 
1854,  the  Rothschild  hospital  was  founded  in  Jeru- 
salem and  taken  over  by  the  Hadassah  organization 
in  1918. 

Not  one  of  the  five  Jewish  communities  in  the 
United  States  in  the  Colonial  period  applied  to  civil 
authorities  for  assistance  in  taking  care  of  their 
needy.7  The  earliest  Jewish  hospital  in  all  America 
was  the  Jews’  Hospital,  founded  in  New  York  in  1852 
for  “benevolent,  charitable  and  scientific  purposes.”8 
In  1866,  the  name  of  the  hospital  was  changed  to  The 
Mount  Sinai  Hospital,  and  it  moved  to  its  present 
location  at  100th  Street  and  Fifth  Avenue  in  1904. 

In  1854,  the  Jewish  Hospital  of  Cincinnati  was 
founded  which,  in  the  traditional  manner  of  the 
hekdesh,  also  provided  shelter  for  the  poor  and 
transients  during  its  early  years.  In  Philadelphia, 
a Jewish  hospital  was  founded  in  1864  and  a Jewish 
Maternity  Association  in  1873.9  In  Baltimore,  the 
laying  of  the  cornerstone  of  the  “Asylum  for  Israel- 
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ites”  took  place  in  1866.6’9  The  first  Jewish  hospital 
in  Chicago  was  established  in  1868. 

The  early  purpose  of  Jewish  hospitals  in  the 
United  States  was  the  treatment  of  Jewish  patients 
who,  it  was  believed,  needed  a medical  environment 
which  was  Jewish.  After  approximately  1920,  when 
Jewish  patients  needed  the  Jewish  medical  envi- 
ronment less  and  less  as  they  began  to  lose  their 
foreignness,  the  Jewish  hospitals  tended  to  find,  as 
a rationale,  the  necessity  of  providing  opportunities 
for  Jewish  physicians  who  were  victims  of  severe 
discrimination  in  hospital  staff  appointments  else- 
where. When  medical  discrimination  declined  after 
about  1950,  the  Jewish  hospitals,  many  of  which  by 
then  had  only  10  to  25  per  cent  Jewish  patients, 
tended  to  be  explained  and  justified  once  again,  this 
time  as  a Jewish  service  to  the  community  at  large. 

Jewish  hospitals  and  health  services  in  the  United 
States  are  supported  by  Jewish  federations.  In  ad- 
dition to  general  hospitals,  these  federations  main- 
tain nursing  homes  and  homes  for  the  aged  and  in- 
firm. They  finance  home  care  programs  carried  out 
by  physicians,  nurses,  therapists,  and  social  workers, 
and  health  programs  conducted  in  Jewish  commu- 
nity centers,  such  as  the  cardiac  research  program  in 
Cleveland.  Their  help  extends  to  family  welfare 
agencies  with  counseling,  homemaker  and  house- 
keeping services,  and  mental  health  programs  such 
as  “halfway  houses”  to  ease  the  adjustment  of  the 
mentally  ill  from  institution  to  home  life,  vocational 
rehabilitation  centers,  neighborhood  health  centers, 
child  care  centers,  and  summer  camps. 

In  1966  there  were  64  hospitals  in  the  United 
States  under  Jewish  auspices.  They  included  41 
short-term  general  and  specialized  ones  and  23 
long-term  ones.  They  had  an  aggregate  bed  capacity 
of  approximately  25,000  and  admitted  more  than 
560,000  patients,  the  vast  majority  to  short-term 
general  hospitals.  In  the  same  year  75,798  babies 
were  born  in  Jewish  hospitals,  while  48  outpatient 
departments  recorded  a total  of  3,470,077  visits. 
Among  the  general  hospitals  supported  by  the  Fed- 
eration of  Jewish  Philanthropies  of  New  York  are 
Maimonides  Hospital  of  Brooklyn,  the  largest  gen- 
eral hospital  in  the  United  States  observing  kashrut 
and  among  the  first  American  hospitals  to  perform 
open-heart  surgery;  the  renowned  Mount  Sinai 
Hospital;  Montefiore  Hospital,  known  for  treatment 
of  prolonged  illness,  teaching,  and  research;  and  Long 
Island  Jewish  Hospital  with  its  outstanding  prema- 
ture nursery  center.  Among  many  more  are  the  Beth 
Abraham  Hospital  for  chronic  disease;  the  Beth  Is- 
rael Hospital;  Bronx-Lebanon  Hospital;  Brookdale 
Hospital;  Hospital  for  Joint  Diseases;  and  the  Jewish 
Hospital  of  Brooklyn.  There  are  other  famous  hos- 
pitals under  Jewish  sponsorship  in  many  parts  of  the 
United  States.  They  include  the  Michael  Reese  and 
Mount  Sinai  Hospital  in  Chicago;  the  Cedars-Sinai 
Medical  Center  in  Los  Angeles;  the  Albert  Einstein 
Medical  Center  in  Philadelphia;  the  Jewish  Hospitals 


in  St.  Louis,  Cincinnati,  and  Louisville;  the  Mount 
Sinai  Hospitals  in  Baltimore,  Cleveland,  Detroit, 
Miami,  Hartford,  Milwaukee,  and  Minneapolis;  the 
Beth  Israel  Hospitals  in  Boston,  Newark,  Denver, 
and  Passaic;  Cedars  of  Lebanon  Hospital  in  Miami; 
Menorah  Hospital  in  Kansas  City;  Miriam  Hospital 
in  Providence;  and  the  Touro  Infirmary  in  New  Or- 
leans. Jewish  federations  support  chronic  disease 
hospitals  in  Long  Branch,  New  Jersey,  Montreal,  and 
New  York;  tuberculosis  and  chest  disease  hospitals 
in  Denver  and  Montreal;  and  psychiatric  hospitals 
in  Los  Angeles,  New  York,  and  Philadelphia.10 

There  are  two  medical  schools  with  their  hospital 
affiliates  under  Jewish  auspices,  both  in  New  York. 
These  are  the  Albert  Einstein  College  of  Medicine  of 
Yeshiva  University,  which  opened  in  1955,  and  the 
Mount  Sinai  School  of  Medicine,  which  opened  in 
1968. 

History  of  Jewish  Physicians 
in  United  States 

Colonial  times.  When  Columbus  sailed  to  “the 
New  World”  from  Spain  in  1492,  there  were  numer- 
ous Jewish  sailors  and  officers  on  board  including  the 
ship’s  physician,  Maestre  Bernal,  and  the  surgeon 
Marco.11-14  The  expulsion  of  Jews  from  Spain  at  the 
same  time  resulted  in  many  of  them  fleeing  to  South 
America.  However,  the  Inquisition  was  active  even 
in  America,  and  during  the  sixteenth  and  seven- 
teenth centuries,  among  the  secret  Jews  burned  at 
the  stake  in  the  Spanish  and  Portuguese  colonies, 
there  were  a number  of  physicians.  Juan  Alvarez 
was  burned  in  Lima,  Peru,  about  1580.  Alvaro 
Nunez  of  Braganza,  who  lived  in  La  Plata,  suffered 
the  same  fate  two  years  later.  Francisco  Maldonado 
de  Silva,  born  in  Lima  in  1592,  was  burned  at  the 
stake  in  1639. 

In  1654,  a little  band  of  27  Jewish  men,  women,  and 
children,  fleeing  the  Inquisition  in  Brazil,  reached 
New  Amsterdam,  now  New  York  City,  on  the  good 
ship  Saint  Catarina,  and  established  the  first  Jewish 
settlement  in  North  America.  They  were  given  less 
than  a hearty  welcome  by  the  Dutch  governor  Peter 
Stuyvesant  but  were  issued  on  April  26,  1655,  a 
“Grant  of  Privileges”  allowing  them  to  live  and  trade 
in  the  New  Netherlands  “on  condition  that  the  poor 
among  them  should  not  become  a burden  to  the 
community  but  be  supported  by  their  own  nation.”12 

The  earliest  Jewish  physician  in  the  United  States 
on  record  is  Jacob  Lumbrozo,  who  came  from  Lisbon, 
Portugal,  and  settled  in  Maryland  in  1656.9,11-15  He 
came  to  own  extensive  lands  and  enjoyed  a lucrative 
practice.  He  was  familiarly  known  as  “Ye  Jew 
Doctor.”  In  1658  he  was  tried  for  “blasphemy”  but 
escaped  death  by  the  general  amnesty  declared  on 
the  accession  of  Richard  Cromwell. 

Eighteenth  century.  In  Georgia,  there  is  men- 
tioned the  prominent  Jewish  physician  Samuel 
Nunez  Ribiero,  who  came  to  Savannah  in  1733,  one 
month  after  the  founding  of  the  colony  by  Ogle- 
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thorpe.  He  was  a native  of  Lisbon  but  was  de- 
nounced and  imprisoned  for  practicing  .Judaism. 
Moses  Sheftall,  born  in  1769,  was  one  of  the  incor- 
porators of  the  Georgia  Medical  Society  in  1804.  He 
served  as  a surgeon  in  the  War  of  1812,  a judge  in  the 
county  court,  was  twice  a member  of  the  state  legis- 
lature, and  was  active  in  Jewish  affairs,  being  one  of 
the  cofounders,  with  Jacob  de  la  Motta,  M.D.,  of  a 
synagogue  in  Savannah. 

Dr.  de  la  Motta  practiced  medicine  in  Savannah 
and  Charleston,  South  Carolina.  He  too  was  an  army 
surgeon  during  the  War  of  1812.  In  1836  he  was 
elected  corresponding  member  of  the  Royal  Academy 
of  Medicine  at  Paris.  Other  early  Jewish  physicians 
in  South  Carolina  include  Nathan  Levy,  M.D., 
mentioned  as  early  as  1772,  Levy  Myers,  M.D.,  a 
member  of  the  legislature  in  1796  and  apothecary 
general  of  the  state  prior  to  1800,  a Dr.  Sarzedas  from 
Charleston  in  1795,  Benjamen  Adolph  Rodrigues, 
M.D.,  (1815-1871),  a Dr.  Solomon  who  served  as  a 
surgeon  in  the  Revolutionary  Line,  and  Abraham  de 
Leon,  M.D.,  a surgeon’s  mate  in  the  War  of  1812.  His 
son,  David  Camden  de  Leon,  M.D.,  also  a physician, 
served  in  the  Seminole  War  and  throughout  the 
Mexican  War.  In  the  latter,  he  earned  the  sobriquet 
of  “The  Fighting  Doctor”  because  he  led  several 
cavalry  charges  after  the  commanding  officer  had 
been  disabled.  In  Virginia,  a Dr.  Siccary  is  described. 
He  was  a Portuguese  Jewish  physician  who  is  cred- 
ited with  the  introduction  of  the  tomato  to  the 
United  States.  Also  in  Virginia  between  1779  and 
1786  there  practiced  an  Isaac  Levy,  M.D. 

In  New  York,  two  Jewish  physicians  appear  on  the 
roll  of  the  Spanish  and  Portuguese  Congregation  as 
early  as  1742,  Elias  Woolin,  M.D.,  and  a Dr.  Nunez. 
Dr.  Woolin,  a native  of  Bohemia,  advertised  as  a 
physician  in  Zenger’s  New  York  Weekly  Journal, 
stating  that  he  had  served  in  his  “Imperial  Majesty’s 
Army  as  Chirurgeon  four  years.”  The  records  of  the 
Spanish  and  Portuguese  synagogue  in  New  York  also 
mention  Jacob  Isaac,  M.D.,  1753,  Andrew  Judah, 
M.D.,  1761,  and  a Dr.  Levy,  in  1750. 

In  the  first  New  York  City  Directory,  published  in 
1786,  appear  the  names  of  Barney  Cowan,  M.D., 
physician,  and  Saul  Israel,  “Curer  of  Deafness.” 
Hyman  Isaac  Long,  M.D.,  appears  in  the  records  of 
the  New  York  Congregation  about  1795.  Also 
mentioned  is  Leo  Wolf,  M.D.  In  the  old  Jewish 
cemetery  in  New'  York  there  is  a tombstone  in 
memory  of  Walter  J.  Judah,  M.D.,  who  died  in  1798 
while  attending  the  sick  during  the  yellow  fever 
epidemic. 

Although  numerous  Jewish  civilians  served  in  the 
Revolutionary  War,  only  two  recorded  instances  of 
physicians  serving  are  known.  One  was  Philip  Moses 
Russell,  a surgeon’s  mate;  the  other  was  Moses 
Bloomfield,  an  army  hospital  physician  and  surgeon. 

Most  of  these  early  Jewish  physicians  were  edu- 
cated in  Europe.  There  were  only  four  medical 
schools  in  the  country  at  that  time,  the  first  having 


been  established  in  1765  in  Philadelphia.  As  early 
as  1723,  the  degree  of  Doctor  of  Medicine  had  been 
conferred  by  Yale  College  on  Daniel  Turner.  Isaac 
Abrahams,  M.D.,  is  the  only  Jewish  graduate  of  Co- 
lumbia College  prior  to  the  Revolution. 

Nineteenth  century.  Joel  Hart,  M.D.,  born  in 
Philadelphia,  educated  in  England,  and  graduate  of 
the  Royal  College  of  Surgeons  in  London,  is  men- 
tioned as  a founder  and  charter  member  of  the 
Medical  Society  of  the  County  of  New  York  in  1806. 
He  was  also  one  of  the  incorporators  and  trustees  of 
the  New  York  College  of  Physicians  and  Surgeons  in 
1807.  He  was  appointed  by  President  Madison  to 
serve  as  United  States  Consul  at  Leith,  Scotland  from 
1817  to  1832.  He  returned  to  New  York  and  re- 
sumed his  medical  practice  until  he  died  in  1842. 

Another  prominent  Jewish  physician  of  the  early 
nineteenth  century  was  Daniel  Levy  Maduro  Peix- 
otto.  He  was  born  in  1800,  educated  in  Curacao,  and 
then  came  to  New  York  where  he  received  his  A.B. 
degree  from  Columbia  College  in  1816  and  his  M.D. 
degree  from  the  College  of  Physicians  and  Surgeons 
in  1819.  He  studied  under  David  Hosack,  M.D.,  one 
of  the  founders  of  Bellevue  Hospital  and  physician 
to  George  Washington.  He  served  as  president  of  the 
New  York  Medical  Society  from  1830  to  1832,  and 
secretary  of  the  New'  York  Academy  of  Medicine  in 
1825.  He  became  editor  of  the  Medical  and  Physical 
Journal  of  New  York  and  dean  of  the  faculty  of 
Willoughby  Medical  College,  now  Ohio  State  Uni- 
versity. He  was  also  very  active  in  Jewish  communal 
affairs. 

Dr.  David  de  Leon,  “The  Fighting  Doctor,”  has 
already  been  mentioned  previously.  Another  Jewish 
surgeon-soldier  is  Simon  Baruch,  M.D.,  who  studied 
at  the  medical  colleges  of  South  Carolina  and  Vir- 
ginia. He  served  for  three  years  in  the  Confederate 
Army  and  wrote  an  important  essay  on  “Bayonet 
Wounds.”  In  1874  he  was  elected  president  of  the 
South  Carolina  Medical  Association  and  in  1880  was 
responsible  for  state  legislation  on  vaccination.  In 
1892  he  published  his  work  on  hydrotherapy. 

Another  Jewish  military  physician  was  Arthur  S. 
Wolff,  M.D.,  who  served  with  the  fifth  army  corps 
under  General  Sykes  in  the  Civil  War.  On  the 
Northern  side  in  the  Civil  War  was  Jacob  da  Silva 
Solis-Cohen,  M.D.  Born  in  New  York  in  1838  but 
educated  in  Philadelphia,  he  was  assistant  surgeon 
and  served  in  the  defense  of  Washington.  In  1866, 
Dr.  Solis-Cohen  returned  to  practice  in  Philadelphia 
and  became  a pioneer  in  the  study  of  diseases  of  the 
nose  and  throat.  In  1867  he  performed  the  first 
successful  operation  for  laryngeal  cancer.  He  was  a 
founder  of  the  American  Laryngological  Association. 
Another  famous  laryngologist  was  Louis  Elsberg, 
M.D.,  who  opened  a nose  and  throat  clinic  at  Bellevue 
Hospital  in  1863. 

Joseph  Herz,  M.D.,  was  a prominent  practitioner 
in  Texas  in  1832,  and  Abraham  Bettman,  M.D., 
practiced  medicine  in  Cincinnati.  Isaac  Lyons, 
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M.D.,  from  South  Carolina  served  as  surgeon-general 
in  the  Texas-Mexican  War  in  1836.  In  1840  Charles 
Liebermann,  M.D.,  performed  the  first  successful 
operation  for  strabismus  in  the  United  States.  In  the 
same  year,  an  eye  and  ear  clinic  was  established  in 
Baltimore  by  Joshua  I.  Cohen,  M.D.  Leopold  Mo- 
rawetz,  M.D.,  practiced  medicine  in  Baltimore  for 
nearly  half  a century.  During  the  cholera  epidemic 
of  1849,  Heinrich  Boerstein,  M.D.,  tended  to  the  sick 
in  Highland,  Missouri.  Edward  Morwitz,  M.D., 
opened  the  German  Dispensary  in  Philadelphia  in 
1853.  In  1858,  Ernst  Krackowizer,  M.D.,  first  dem- 
onstrated the  vocal  cords  with  a laryngoscope. 
During  the  same  year,  Mary  Anna  Elson,  M.D.,  be- 
came the  first  Jewess  to  graduate  from  the  Women’s 
Medical  College  of  Philadelphia.  In  1861,  Julius 
Homberger,  M.D.,  founded  the  first  journal  of  oph- 
thalmology in  America. 

A pediatric  clinic  was  established  by  Frederick 
Forchheimer,  M.D.,  at  the  Medical  College  of  Ohio 
in  1875.  In  1877  Joseph  Aub,  M.D.,  performed  the 
second  successful  operation  for  the  cure  of  ectropion. 
Adolphus  S.  Solomons,  M.D.,  pioneered  in  the  es- 
tablishment of  the  Red  Cross  in  the  United  States, 
and  Boerne  Bettman,  M.D.,  founded  the  Chicago 
Ophthalmological  Society.  Carl  Roller,  M.D  , in- 
troduced cocaine  for  eye  surgery  in  1884.  Three 
years  later,  Bernard  Sachs,  M.D.,  described  the 
clinical  entity  today  known  as  Tay-Sachs  disease.  In 
1890,  Joseph  Ransohoff,  M.D.,  pioneered  in  surgery 
of  the  gallbladder,  and  Morris  Asch,  M.D.,  advocated 
a new  operation  for  deviation  of  the  nasal  septum. 
During  the  same  year  Aaron  Friedenwald,  M.D., 
among  others,  organized  the  Association  of  American 
Medical  Colleges.  In  1894  Simon  Flexner,  M.D., 
described  anaphylaxis,  and  Henry  Illoway,  M.D., 
collaborated  in  the  writing  of  the  American  Text 
Book  of  Diseases  of  Children. 

The  list  of  Jewish  contributions  to  medicine  in  the 
nineteenth  century  goes  on  and  on.  The  reader  is 
referred  to  more  detailed  presentations.3,11-13’16-17 
A monograph  on  Jewish  contributions  to  pharmacy 
is  also  available.18 

No  discussion  of  this  era  would  be  complete 
without  brief  mention  of  three  Jewish  giants  in 
medical  practice:  Isaac  Hays,  M.D.,19  Jacob  Mendes 
Da  Costa,  M.D.,19  and  Abraham  Jacobi,  M.D.20 
Isaac  Hays,  M.D.  (1796-1879),  son  of  a prominent 
merchant  in  Philadelphia,  studied  at  the  University 
of  Pennsylvania  and  became  an  eminent  ophthal- 
mologist and  one  of  the  most  distinguished  physi- 
cians of  his  time.  In  addition  to  his  large  practice, 
Dr.  Hays  devoted  much  time  and  energy  to  medical 
writing.  In  1827  he  became  coeditor  of  The  Phila- 
delphia Journal  of  the  Medical  and  Physical  Sci- 
ences. The  following  year,  the  journal  secured  a na- 
tional charter  and  changed  its  name  to  The  American 
Journal  of  Medical  Sciences.  It  was  the  leading 
medical  journal  for  over  a half  century.  In  1841, 
Hays  became  the  sole  editor,  and  the  publication 


became  known  as  Hays’  Journal.  Sir  William  Osier 
wrote  of  it,  “ Hays’  Journal  is  one  of  the  few  great 
journals  in  the  world.”  John  S.  Billings,  M.D.,  stated 
that  the  97  volumes  of  Hays’  Journal  “contain  many 
original  papers  of  the  highest  value.”  Fielding  H. 
Garrison,  M.D.,  said  that  Hays’  Journal  “has  been, 
for  a long  period,  the  best  of  the  American  monthly 
medical  periodicals.”  Hays  also  wrote,  translated, 
and  edited  many  other  works. 

Hays  was  also  the  president  of  the  Academy  of 
Natural  Sciences  from  1865  to  1869,  the  first  presi- 
dent of  the  Ophthalmological  Society  in  1870,  and 
one  of  the  founders  and  first  treasurer  of  the  Amer- 
ican Medical  Association,  which  was  organized  in 
1847.  He  wrote  the  code  of  ethics  of  the  AMA,  which 
was  adopted  and  is  still  accepted  as  the  medical 
standard  of  the  United  States. 

Another  nineteenth  century  Jewish  medical  giant 
was  Jacob  Mendes  Da  Costa,  M.D.,  (1833-1900),  the 
Sir  William  Osier  of  his  day — the  physician’s  physi- 
cian. Dr.  Da  Costa  was  graduated  in  medicine  from 
Jefferson  Medical  College  in  Philadelphia  in  1852  at 
the  age  of  nineteen.  He  later  received  numerous 
honorary  degrees.  Like  Osier,  Da.  Costa  had  a 
charming  personality,  radiant  kindliness  and 
friendship,  gracious  manners,  depth  of  thought,  the 
gift  of  brilliant  speech  combined  with  clinical  ability, 
a wide  knowledge,  and  a deep  interest  in  medical  and 
general  literature.  Da  Costa’s  classic  book  Medical 
Diagnosis  appeared  in  nine  editions  during  his  life- 
time and  was  translated  into  several  languages.  He 
was  president  of  the  Association  of  American  Phy- 
sicians, president  of  the  Pathological  Society  of 
Philadelphia,  president  of  the  College  of  Physicians, 
honorary  member  of  the  Medical  Societies  of  New 
York  and  London,  and  much  more. 

Another  famous  physician  and  teacher,  humani- 
tarian, pathfinder,  and  writer  was  Abraham  Jacobi, 
M.D.9,20  Born  in  Westphalia  in  1830,  he  graduated 
from  the  medical  school  at  Bonn  in  1851  and  was 
imprisoned  in  Germany  but  escaped  and  came  to 
New  York.  In  1857  he  began  giving  lectures  in  pe- 
diatrics at  the  College  of  Physicians  and  Surgeons. 
In  1860  he  was  appointed  to  the  first  special  chair  in 
pediatrics  in  this  country  at  the  New  York  Medical 
College,  in  which  he  established  a pediatric  clinic  in 
1862.  From  1870  to  1899  he  was  clinical  professor  of 
pediatrics  at  the  College  of  Physicians  and  Surgeons. 
He  was  a voluminous  contributor  to  the  medical  lit- 
erature and  to  the  history  of  pediatrics.  He  was 
twice  president  of  the  American  Pediatric  Associa- 
tion, and  in  1911  was  elected  president  of  the 
American  Medical  Association.  He  died  in  1919. 

Twentieth  century.  As  mentioned  earlier,  the 
first  Jewish  physicians  in  the  United  States  were  of 
Sephardic  origin.  During  the  second  part  of  the 
nineteenth  century  Jewish  immigrants  from  Ger- 
many were  active  in  communal  affairs  and  medicine. 
A third  influence  was  that  of  the  Russian  Jews  whc 
came  to  the  United  States  after  the  pogroms  of  the 
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1880s. 3 Emigration  of  Jews  to  the  United  States 
increased  after  World  War  I and  the  Russian  Revo- 
lution and  markedly  increased  after  the  rise  of  the 
Nazi  Party  in  the  1930s.  Most  of  the  survivors  of  the 
holocaust  came  to  the  United  States  or  went  to  Israel. 

Physicians  who  found  refuge  in  the  United  States 
came  at  a propitious  time.  The  1930s  and  1940s 
ushered  in  the  golden  age  of  scientific  medicine  with 
the  discoveries  of  antibiotics  and  cortisone  and  ad- 
vances in  molecular  biology  and  medical  technology.3 

The  number  of  Jewish  physicians  in  the  United 
States  has  been  estimated  to  approach  30,000  of 
which  about  8,000  practice  in  New  York  State.  The 
latter  figure  compares  with  approximately  6,000 
physicians  in  Israel  and  3,000  in  France.  Jewish 
physicians  constitute  about  9 per  cent  of  all  United 
States  physicians,  yet  Jews  account  for  less  than  3 per 
cent  of  the  population.  The  distribution  of  United 
States  Jewish  physicians  is  uneven  in  the  various 
specialties;  that  is,  they  account  for  only  5 per  cent 
of  occupational  medicine  specialists  but  20  per  cent 
of  internists  and  30  per  cent  of  psychiatrists.3 

It  is  difficult  to  assess  in  this  century  the  role  of 
individual  physicians  in  American  medicine. 
However,  one  cannot  but  admire  the  discovery  by 
Selman  Waksman,  M.D.,  of  streptomycin  in  1944  and 
neomycin  in  1948.  Harry  Eagle,  M.D.,  and  Maxwell 
Finland,  M.D.,  are  giants  in  the  field  of  infectious 
diseases.  Virologists  Jonas  Salk,  M.D.,  and  Albert 
Sabin,  M.D.,  contributed  enormously  to  the  eradi- 
cation of  poliomyelitis.  Nobel  Laureate  Karl 
Landsteiner,  M.D.,  and  his  disciples  Philip  Levine, 
M.D.,  and  Alexander  Wiener,  M.D.,  discovered  many 
human  blood  group  systems.  Ernst  Witebsky  and 
Felix  Milgrom  are  early  twentieth  century  immu- 
nologists, and  Michael  Heidelberger,  M.D.,  is  the 
father  of  immunochemistry.  Robert  Schwartz, 
M.D.,  pioneered  immunosuppressive  therapy  for 
cancer,  and  Robert  Epstein,  M.D.,  performed  early 
successful  bone  marrow  transplants.  Nathan 
Rosenthal,  M.D.,  William  Dameshek,  M.D.,  and 
Maxwell  Wintrobe,  M.D.,  are  among  the  outstanding 
hematologists  of  this  century.  Ernst  Jaffe,  M.D.,  and 
Ernest  Beutler,  M.D.,  are  renowned  for  their  work 
relating  to  hemoglobin  and  the  red  blood  corpus- 
cle. 

In  the  field  of  endocrinology  and  metabolism  the 
names  of  Seymour  Reichlin,  M.D.,  and  Isidore 
Snapper,  M.D.,  stand  out,  the  latter  for  his  correla- 
tions of  bone  disease  with  endocrine  disturbances. 
Oskar  Minkowski,  M.D.,  Moses  Barron,  M.D.,  and 
Rachmiel  Levine,  M.D.,  contributed  to  our  under- 
standing of  diabetes.  Nephrologists  of  note  are  Ar- 
thur Maurice  Fishberg,  M.D.,  Harry  Goldblatt,  M.D., 
and  Kurte  Lange,  M.D. 

Cardiologists  Arthur  Master,  M.D.,  Louis  Katz, 
M.D.,  Richard  Bing,  M.D.,  Eugene  Braunwald,  M.D., 
and  W illiam  Dressier,  M.D.,  are  each  famous  in  his 
own  right  for  clinical  and  investigative  work  and 
excellence  in  teaching.  Expertise  in  gastroenterology 


was  provided  by  Max  Einhorn,  M.D.,  Samuel  Weiss, 
M.D.,  Burrill  Krohn,  M.D.,  Heinrich  Necheles,  M.D., 
Joseph  Kirsner,  M.D.,  Leon  Schiff,  M.D.,  and  Henry 
Janowitz,  M.D.,  among  others.  Nobel  Prize  winner 
Joseph  Erlanger,  M.D.,  stands  among  other  re- 
nowned Jewish  neurologists  including  Bernard  Al- 
pers,  M.D.,  Benjamin  Boshes,  M.D.,  Leo  Alexander, 
M.I).,  Morris  Bender,  M.D.,  Melvin  Yahr,  M.D., 
Abner  Wolf,  M.D.,  and  Israel  Wechsler,  M.D.  The 
latter  wrote  a classic  “standard  textbook  of  neurol- 
ogy” 

Illustrious  Jewish  surgeons  of  the  twentieth  cen- 
tury include  Isidor  Ravdin,  M.D.,  Charles  Elsberg, 
M.D.,  Max  Thorek,  M.D.,  who  founded  the  Inter- 
national College  of  Surgeons,  Irving  Cooper,  M.D., 
who  pioneered  cryosurgery  for  the  treatment  of 
Parkinsonism,  neurosurgeon  Leo  Max  Davidoff, 
M.D.,  and  cardiac  surgeon  Adrian  Kantrowitz,  M.D. 

In  obstetrics  and  gynecology  Joseph  De  Lee,  M.D., 
wrote  a classic  text,  and  Alan  Guttmacher,  M.D.,  is 
known  for  his  work  in  planned  parenthood.  Hymen 
Friedell,  M.D.,  Harold  Jacobsen,  M.D.,  Bernard 
Epstein,  M.D.,  and  Leo  Rigler,  M.D.,  are  famous 
radiologists  and  Marion  Sulzberger,  M.D.,  Stephen 
Rothman,  M.D.,  and  Herman  Pinkus,  M.D.,  are  re- 
nowned dermatologists.  Pediatrics  boasts  of  such 
giants  as  Bela  Schick,  M.D.,  Isaac  Abt,  M.D.,  Henry 
Koplik,  M.D.,  Louis  Diamond,  M.D.,  Alexander 
Nadas,  M.D.,  and  Henry  Schwachman,  M.D.  The 
list  of  famous  American-Jewish  pathologists  is  long 
indeed  and  includes  such  internationally  acclaimed 
names  as  Hans  Popper,  M.D.,  Fenton  Schaffner, 
M.D.,  David  Spain,  M.D.,  Averil  Liebow,  M.D., 
Benjamin  Castleman,  M.D.,  Paul  Klemperer,  M.D., 
Leo  Buerger,  M.D.,  Israel  Davidsohn,  M.D.,  Milton 
Helpern,  M.D.,  Henry  Rappaport,  M.D.,  Harry 
Zimmerman,  M.D. 

It  would  be  most  difficult  to  list  all  of  the  Jewish 
pathologists  who  have  made  important  contribu- 
tions, for  there  are  a good  many  of  them.  Some 
names  that  come  to  mind  offhand  are  Henry  L.  Jaffe, 
M.D.,  bone  pathologist,  Maurice  Lev,  M.D.,  for  his 
work  on  the  conduction  tissue  of  the  heart  and  car- 
diac anomalies,  Raphael  Lattes,  M.D.,  in  surgical 
pathology,  Leo  Koss,  M.D.,  at  Montefiore,  and  the 
many  others  whose  forgiveness  we  request  for  failure 
to  include  them. 

Public  health  physicians  of  note  are  Sigmund 
Goldwater,  M.D.,  Milton  Rosenau,  M.D.,  Jeremiah 
Stamler,  M.D.,  Joseph  Goldberger,  M.D.,  and  Lowell 
Beilin,  M.D.  The  Abraham  Flexner  report  of  1906 
charted  a new  course  for  medical  education  in  the 
United  States.  Morris  Fishbein,  M.D.,  edited  the 
Journal  of  the  American  Medical  Association  from 
1924  to  1949,  Alexander  Gutman,  M.D.,  founded  and 
edited  for  many  years  the  American  Journal  of 
Medicine,  Alfred  Soffer,  M.D.,  edits  Chest,  Lester 
King,  M.D.,  edits  Clio  Medica,  and  Alfred  Angrist, 
M.D.,  edits  the  New  York  State  Journal  of  Medicine. 
Among  medical  administrators  one  should  mention 
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Martin  Cherkasky,  M.D.,  Martin  Steinberg,  M.D., 
and  Irvin  Cohen,  M.D.,  and  noted  Jewish  medical 
historians  include  Harry  Friedenwald,  M.D.,  Victor 
Robinson,  M.D.,  and  Solomon  Kagan,  M.D. 

The  list  could  go  on  and  on.  Many  of  the  names 
listed  will  be  instantly  recognized  by  the  reader.  For 
biographies  of  several  thousand  famous  American 
physicians,  the  reader  is  referred  to  detailed  trea- 
tises.3’11’13’14’16-18 An  essay  dealing  specifically  with 
half  a century  of  Jewish  medical  activities  in  New 
York  City  is  also  available,21  as  is  a study  of  Jewish 
medical  students  in  America.22 


Conclusion 

From  humble  beginnings  in  Colonial  times  in 
America,  Jewish  physicians  have  worked  indefati- 
gably  in  nearly  every  branch  of  medicine  and  have 
left  their  mark  on  nearly  every  phase  of  medical  en- 
deavor. Jewish  physicians  reflect  credit  on  the 
Jewish  community  in  particular  and  the  American 
community  as  a whole.  The  noble  idea  of  God  the 
Healer  was  and  remains  the  touchstone  of  Jewish 
medicine. 

Nearly  four  decades  ago,  a noted  Jewish  medical 
historian  wrote  a fitting  conclusion  for  this  essay23: 


Even  a superficial  study  of  Jewish  history  fills  one 
with  amazement  and  pride  at  the  achievements  of  the 
Jewish  physician.  Not  only  did  he  distinguish  himself 
in  his  art  and  science,  but  he  continuously  shouldered 
the  task  of  furthering  the  progress  of  his  people  in  its 
various  ramifications.  When  the  student  of  history 
confronts  these  intellectual  giants  this  feeling  of  pride 
gives  way  to  one  of  humility  and  meekness. 

82-68  164th  Street 
Jamaica,  New  York  11432 
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Medical  Personalities 

John  Jones,  M.D.,  1729-1791 

Father  of  American  Surgery 

RICHARD  B.  STARK,  M.D.,  F.A.C.S. 

New  York  City 

Professor  of  Clinical  Surgery,  College  of  Physicians  and 
Surgeons,  Columbia  University;  Attending  Surgeon-in-Charge 
of  Plastic  Surgery,  St.  Luke's  Hospital 

He  was  small  and  unobtrusive.  His  dress  was 
plain,  he  wore  no  wig.  He  bore  the  common  name  of 
Jones,  John  Jones,  M.D.  But  this  was  no  common 
man,  rather  was  he  the  greatest  surgeon  in  the 
American  colonies  and  America’s  first  professor  of 
surgery. 

For  the  times,  Jones  was  exceedingly  well  edu- 
cated. He  had  apprenticed  to  a physician,  had  made 
two  study  trips  to  Europe,  and  had  graduated  as 
Doctor  of  Medicine  at  the  University  of  Rheims  (Fig. 
1).  He  was  instrumental  in  establishing  surgery  as 
part  of  medicine  rather  than  allowing  it  to  remain  a 
trade  union.  He  helped  to  bring  midwifery  and  li- 
thotomy, hence  obstetrics  and  urology,  within  the 
profession  of  medicine. 

Jones  was  a founder  of  one  of  the  two  colonial 
medical  schools  and  one  of  the  two  colonial  hospitals 
that  existed  prior  to  the  Revolutionary  War.  In 
addition,  he  planned  this  hospital  and  raised  much 
of  the  money  needed  for  its  construction  in  En- 
gland. 

He  was  an  author.  His  Plain  Concise  Practical 
Remarks  on  the  Treatment  of  Wounds  and  Frac- 
tures was  the  first  medical  textbook  published  in  the 
American  colonies.1  It  was  published  in  1775  in  time 
to  be  of  enormous  help  to  Revolutionary  War  sur- 
geons. 

But  in  spite  of  the  accomplishments  of  this  veri- 
table giant,  a person  meeting  him  for  the  first  time 
might  describe  him  in  terms  of  Jones’s  own  text  as 
plain,  concise,  and  practical. 

Education 

Jones  was  born  a New  Yorker,  in  Jamaica,  Long 
Island,  the  third  generation  of  Welsh  physicians. 
His  grandfather,  Edward  Jones,  M.D.,  was  a physi- 
cian, married  the  daughter  of  a Welsh  physician,  and 
took  his  young  bride  to  the  New  World,  settling  in 
Merion,  Pennsylvania.  His  father,  Evan,  became  the 
physician  master  to  an  apprentice  cousin  of  John 
Jones,  Thomas  Cadwalader  of  Philadelphia. 

Jones  attended  private  school;  then,  his  life  colored 
by  the  physicians  who  surrounded  him,  he  opted  to 
enter  medicine  as  an  apprentice  to  cousin  Thomas 
Cadwalader,  M.D. 


Cadwalader  had  not  been  content  to  let  his  medical 
education  end  with  apprenticeship  under  Evan 
Jones,  M.D.  He  had  traveled  to  London  to  study 
with  William  Cheselden,  M.D.,  an  originator  of  lat- 
eral lithotomy  for  removal  of  bladder  calculi.  From 
London,  Cadwalader  had  enrolled  in  the  medical 
faculty  of  the  University  of  Rheims  which  required 
submission  of  a thesis  before  the  M.D.  degree  was 
conferred.  On  his  return  to  Philadelphia,  Cad- 
walader had  conducted  anatomic  demonstrations  to 
interested  physicians  and  students  in  1730  to  1731. 
When  the  first  hospital-  in  the  American  colonies 
opened  in  1751,  Cadwalader  was  named  to  the  orig- 
inal staff  of  the  Pennsylvania  Hospital. 

Cadwalader’s  European  education  was  an  excep- 
tion in  provincial  America.  The  vast  majority  of 
approximately  3,500  colonial  physicians  had  learned 
their  medicine  by  apprenticeship.  Only  about  350 
had  been  fortunate  enough  to  study  abroad,  and  of 
this  small  number,  only  about  100  had  a degree  in 
medicine,  either  a Bachelor  of  Medicine,  M.B.,  or  a 
Doctor  of  Medicine,  M.D.  Figures  are  only  ap- 
proximate but,  prior  to  the  Revolutionary  War,  about 
40  colonialists  had  received  an  M.D.  from  the  Uni- 
versity of  Edinburgh  and  55  had  received  either  an 
M.B.  or  M.D.  from  the  colonial  colleges,  35  from  the 
College  of  Philadelphia  and  20  from  King’s  College. 
For  the  remaining  90  per  cent,  physicianship  was 
conferred  only  after  a long,  hard,  tedious  appren- 
ticeship. 
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One  became  an  apprentice  to  a master,  a physician 
who  practiced  physic  (internal  medicine)  and  sur- 
gery, if  one’s  family  were  prepared  to  bear  the  ex- 
pense. Apprenticeship  usually  began  at  adolescence, 
about  age  fifteen,  and  the  period  of  learning  or  in- 
denture was  from  five  to  seven  years.  The  cost  to  the 
family  was  $100  a year,  this  at  a time  when  a good 
slave  cost  $20. 

The  benefits  derived  by  the  apprentice  were  nu- 
merous. First  he  became  an  apothecary,  filling  all 
the  master’s  prescriptions.  He  would  grind  herbs 
and  minerals  into  powders,  convert  these  into  paste 
by  using  a cohesive  excipient,  usually  acacia,  then  roll 
the  paste  into  pills. 

He  had  a number  of  specific  drugs  with  which  to 
work.  There  was  laudanum  or  opium  which  had 
many  indications  for  its  use  in  colonial  medicine:  as 
a tranquilizer  and  a sedative,  for  cough  and  diarrhea, 
and  for  pain.  Mercury  was  used  in  many  forms  for 
dermatoses,  for  venereal  disease  (syphilis  and  gon- 
orrhea were  thought  to  be  the  same  disease),  and  for 
constipation.  Sulfur  was  used  to  treat  body  lice, 
which,  although  it  was  not  known,  were  the  vectors 
of  jail  and  hospital  fever — typhus;  and  quinine,  or  the 
bark,  was  used  for  intermittent  fever  or  malaria. 

The  apprentice  had  access  to  the  medical  library 
of  the  master.  This  could  be  small  or  it  might  be 
fairly  extensive  and  contemporary.  It  would  prob- 
ably contain  the  books  of  Boerhaave,  van  Swieten, 
Sydenham,  Cullen,  John  and  William  Hunter,  Pott, 
and  Buchan. 

Undoubtedly  unappreciated  was  the  moral  guid- 
ance of  the  master  who  laid  down  an  iron  law  for- 
bidding the  apprentice  or  apprentices  to  play  cards 
or  to  visit  iniquitous  taverns,  even  to  marry. 

The  greatest  benefit  to  the  apprentice  came  from 
assisting  the  master  in  his  daily  practice.  He  would 
help  with  wound  dressings  and  assist  at  dental  ex- 
tractions and  at  the  rare  major  operations  such  as 
amputation,  lithotomy,  or  trephining  the  skull.  He 
would  hold  the  basin  while  the  patient  was  bled  by 
lancet  or  scarifactor,  and  he  would  heat  the  glasses 
for  cupping. 

Most  apprentices  accepted  all  they  were  taught  as 
verity.  The  intellectually  curious  might  ask  the 
master  what  he  was  achieving  by  bleeding,  cupping, 
sweating,  vomiting,  and  physicking  his  patients. 
The  average  master  would  shrug  off  the  questions 
with,  “This  is  the  way  we  treat  dyscrasia.”  But  a 
master  who  was  also  a teacher  would  say, 

All  of  us  are  composed  of  humors.  They  are  present 
in  different  proportions  in  each  of  us  which  is  what 
provides  our  individuality.  Those  in  whom  blood  pre- 
dominates are  sanguine — cheerful  and  optimistic.  If 
phlegm  dominates,  that  person  is  brave,  is  serene. 
The  person  who  has  yellow  bile  in  ascendancy  is  argu- 
mentative and  contentious,  while  he  whose  dominant 
humor  is  black  bile  will  be  hypochondriacal  and  de- 
pressed. 

If  our  digestion  and  physiology  are  optimum,  then 


the  humors  are  in  balance  and  we  are  in  a state  of  eu- 
crasia.  If  not,  we  have  dyscrasia,  and  we  must  elimi- 
nate the  pathogenic  humors,  the  morbific  matter. 
This  we  do  by  phlebotomy  or  by  cupping,  which,  as  it 
forms  a blood  blister,  produces  slow  bleeding.  We  do 
it  by  sweating  to  get  rid  of  morbific  phlegm.  And  we 
get  rid  of  yellow  bile  from  the  gallbladder  and  black 
bile  from  the  pancreas  by  emetics,  purgatives,  and 
glysters — strong  irrigations  such  as  the  tobacco 
enema. 

The  nonmedical  duties  expected  of  the  appren- 
tice clearly  stamped  him  as  the  master’s  “boy.”  He 
was  “house  boy”  with  all  the  housekeeping  chores 
that  the  name  applied.  He  was  “messenger  boy”  in 
the  days  before  the  telephone.  He  was  “stable  boy,” 
watering,  feeding,  currying  the  horse,  cleaning  the 
stable,  and  caring  for  any  horse-drawn  vehicle  the 
physician  might  own.  It  was  said  that  the  apprentice 
“went  from  stable  boy  to  surgeon.” 

After  the  long  period  of  training  and  servitude  was 
over,  the  apprentice  traditionally  was  rewarded  by 
a small  medical  library  of  his  own  and  a set  of  pocket 
instruments.  The  certificate  of  service,  written  in 
hand  by  the  master,  was  registered  in  court  which 
allowed  the  apprentice  thereafter  to  be  called 
“Physician.” 

One  apprentice,  John  Bard,  with  whom  John  Jones 
was  to  practice  medicine,  wrote  of  his  master,  John 
Kearsley,  M.D.,  that  although  he  was  “an  English 
surgeon  of  good  talents  (yet  did  he  have)  so  unhappy 
a temper,  that  his  presence  banished  cheerfulness 
from  his  family.  He  treated  his  pupils  with  great 
rigor  and  subjected  them  to  the  most  menial  em- 
ployments.” John  Bard,  M.D.,  was  heard  to  say  that 
he  would  never  have  submitted  to  these  indignities 
if  it  had  not  been  for  his  widowed  mother  with  seven 
children  and  a modest  income.  Persevere  he  did  for 
seven  tedious  years,  stealing  hours  for  study  after  the 
family  had  retired  or  before  they  awakened  in  the 
morning. 

Fortunately,  cousin  Cadwalader  was  no  Kearsley; 
indeed,  he  was  described  as  having  a “cheerful  dis- 1 
position”  and  a “serene  mind.”  These  attributes,  no 
doubt,  were  instrumental  in  saving  Cadwalader’s  life 
as  Jones’s  biographer,  Mease2  recounted: 

A provincial  officer  before  the  independence  of  this 
country  . . . became  weary  of  life  and  resolved  to  de- 
prive himself  of  an  existence  which  was  no  longer  a 
pleasure  ....  He  walked  out  early  one  morning,  with 
a (light  musket)  in  his  hand,  determined  to  shoot  the 
first  person  he  should  meet.  He  had  not  gone  far  be- 
fore he  met  a very  pretty  girl,  whose  beauty  disarmed 
him.  The  next  that  presented  was  Dr.  Cadwalader; 
the  doctor  bowed  politely  to  the  officer  . . . and  accost- 
ed him  with,  “Good  morning,  Sir,  what  sport?”  The 
office  answered  . . . civilly,  and  afterwards  declared 
was  so  struck  by  (Cadwalader’s)  pleasing  manner  . . .1 
that  he  (could)  not  execute  his  desperate  intention. 
Impelled,  however,  by  his  gloomy  disposition  ...  he  re- 
paired to  an  adjoining  tavern  and  shot  Mr.  Scull,  (car 
tographer)  of  the  map  of  Pennsylvania  . . . being  after- 
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wards  hung  in  sight  of  the  very  (tavern)  where  he  com- 
mitted the  premeditated  act. 

Jones  had  only  good  things  to  say  of  his  master 
later.  In  the  preface  to  his  book,  Jones  acknowl- 
edged his  debt  to  Cadwalader  for  the  earliest  and  the 
best  lessons  of  his  life,  both  in  medicine  and  in  eth- 
ics. 

Jones  apprenticed  but  three  years,  when  his  father 
sent  him  to  Europe  to  study.  In  London  he  spent 
time  with  such  well-known  M.D.s  as  Samuel  Sharp, 
William  Bromfield,  Edward  Nourse,  William  and 
John  Hunter,  Colin  McKenzie,  and  Percival  Pott. 

From  William  Hunter,  M.D.,  and  Colin  McKenzie, 
M.D.,  Jones  developed  a keen  appreciation  of  the 
intricacies  of  childbirth,  then  ministered  to  by  ig- 
norant crones  who  could  cope  only  with  normal  un- 
complicated birth.  From  Percival  Pott,  M.D.,  at  St. 
Bartholomew’s  Hospital,  Jones  learned  of  the  mag- 
nitude of  the  expanding  field  of  surgery  and  the  de- 
gree of  learning  and  training  required  for  excel- 
lence. 

Jones  left  London  for  France  to  enroll  in  the 
medical  faculty  of  the  University  of  Rheims.  His 
thesis,  entitled  Observations  on  Wounds,  he  later 
dilated  into  his  classic  book.  The  M.D.  degree  was 
conferred  on  John  Jones  in  1751  at  the  age  of 
twenty-two. 

It  was  time  now  to  tour  medical  Europe.  Jones 
spent  the  major  share  of  his  time  in  France  which  was 
preeminent  in  surgery  at  this  time.  He  traveled  to 
Rouen  to  see  Claude  Nicholas  Le  Cat,  one  of  the  most 
skillful  lithotomists  in  France.  Calcific  stones  of  the 
urinary  bladder  were  common  throughout  the  world 
at  this  time.  One  famous  American  painfully  af- 
flicted was  Benjamin  Franklin. 

From  Rouen,  Jones  traveled  to  Paris  to  visit 
Jean-Louis  Petit,  M.D.,  and  Henri  Francoise  Le 
Dran,  M.D.,  surgeon  and  lithotomist.  Jones  often 
“walked  the  wards”  accompanying  Le  Dran,  who 
carried  the  gold-headed  cane  and  wore  the  periwig, 
which  were  affectations  of  European  physicians. 

“Walking  the  wards”  at  Hotel  Dieu  particularly 
impressed  Jones.  There  he  saw  patients  arriving  by 
sedan  chair  ambulance,  meals  being  prepared  on  the 
wards  by  the  sisters  while  dirty  dishes  were  being 
carried  away  in  a wheelbarrow,  patients  being  given 
last  rites  while  corpses  were  being  carried  out  by  lit- 
ter, physicians  with  gold-headed  canes  making  their 
rounds,  and  patients  being  examined  by  physicians 
and  by  each  other  in  their  search  for  lice. 

“It  is  impossible,”  he  wrote,  “for  a man  of  any 
humanity  to  walk  through  the  long  wards  of  this 
crowded  hospital,  without  a mixture  of  horror  and 
commiseration,  at  the  sad  spectacle  of  misery  which 
presents  itself:  the  beds  are  placed  in  triple  rows, 
with  four  and  six  patients  in  each  bed;  and  I have 
more  than  once  in  the  morning  rounds  found  the 
dead  lying  with  the  living  . . .” 

Later,  memories  of  European  hospitals  flooded 
back  to  Jones  as  he  drew  up  his  plans  for  The  New 


York  Hospital. 

From  Paris,  Jones  visited  the  most  famous  medical 
schools  of  Europe,  in  Leyden  and  in  Edinburgh.  At 
the  latter  school  Jones  met  John  Gregory,  M.D.,  who 
would  maintain  the  classic  division  between  doctors 
of  physic  and  surgeons,  a stand  with  which  Jones  was 
to  differ  vehemently. 

Practice 

Returning  to  New  York,  Jones  became  associated 
with  John  Bard,  M.D.,  who  enjoyed  a large  practice. 
Having  observed  Le  Cat  and  Le  Dran  perform  li- 
thotomy on  many  patients,  Jones  improved  the  op- 
eration and  was  able  to  perform  it  in  slightly  more 
than  a minute.  He  eschewed  speed,  however,  so  as 
to  insure  safety  and  patient  comfort.  As  did  ob- 
stetrics, lithotomy  still  lay  in  the  purview  of  un- 
skilled, untrained  “inciseurs”  or  “strolling  mounte- 
banks” who  wandered  from  town  to  town  in  search 
of  patients.  The  change  of  venue  was  often 
prompted  by  a complication  or  a death. 

French  and  Indian  War 

The  Seven  Year  or  French  and  Indian  War  was 
upon  the  colonies  as  the  French  tried  to  wrest  the 
North  American  continent  from  British  troops  aided 
by  her  American  colonies.  An  action  by  the  French 
under  Baron  d’Escoux  against  Fort  Edward,  in  the 
neighborhood  of  Fort  Ticonderoga,  sent  volunteers 
from  New  York  which  included  some  physicians. 
One  of  the  volunteers  was  Dr.  Jones. 

Under  the  command  of  Sir  William  Johnson,  the 
British  and  Colonialists  defeated  the  French  and 
wounded  their  commander.  Because  of  his  preem- 
inence and  because  he  spoke  French,  Jones  became 
Baron  d’Escoux’s  physician.  Three  of  his  wounds 
healed  kindly,  while  the  fourth,  a perforating  wound 
of  the  bladder,  resulted  in  a vesicle  fistula.  D’Escoux 
was  exchanged  as  a prisoner  later,  but  Jones’s  repu- 
tation soared  because  of  his  conspicuous  success  with 
his  celebrated  patient. 

King’s  College  medical  school 

When  Jones  returned  to  New  York,  he  and  four 
others — John  Bard’s  son,  Samuel,  together  with 
Samuel  Clossy,  M.D.,  Peter  Middleton,  M.D.,  and 
James  Smith,  M.D. — agreed  that  a school  to  teach 
medicine  was  badly  needed  in  New  York.  They 
petitioned  the  board  of  governors  of  King’s  College 
to  be  allowed  to  form  a medical  faculty  under  the 
aegis  of  the  college  which  had  been  founded  in  1754. 
King’s  College  was  closely  related  to  the  Church  of 
England  and  was  located  on  the  grounds  of  Trinity 
Chapel.  Its  financial  support,  paradoxically  enough, 
came  from  a tax  on  liquor  and  from  a lottery.  In 
colonial  times  the  lottery  was  a device  used  to  raise 
monies  to  build  fortifications  or  worthy  institutions; 
one  convicted  of  forging  lottery  tickets  could  draw 
the  death  penalty  without  benefit  of  clergy. 
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FIGURE  2.  Kings  College;  founded  in  1754,  added  medical  faculty  in  1767.  Great  hall  converted  into  colonial  hospital  during 
Battle  of  Long  Island. 


The  proposal  of  the  medical  petition  was  timely, 
indeed.  It  was  speedily  granted,  and  the  medical 
school  opened  November  of  1767  (Fig.  2).  The  fac- 
ulty was  announced: 

John  Jones — Surgery 
Samuel  Clossy — Anatomy 
Samuel  Bard — Practice  of  Physick 
Peter  Middleton — Physiology  and  Pathology 
James  Smith — Chemistry  and  Materia  Medica 
John  V.  B.  Tennant — Midwifery 
As  America’s  first  professor  of  surgery  (the  two- 
man  faculty  of  the  college  of  Philadelphia  had  no 
surgeon),  Jones3  delivered  his  introductory  lecture 
November  4, 1767.  In  this,  Jones  speaks  of  the  birth 
of  surgery: 

As  to  internal  diseases,  the  obscurity  of  their  causes, 
and  the  superstition  of  the  times,  induced  men  to  at- 
tribute them  to  the  anger  of  the  gods  . . . But  wounds, 
fractures,  and  every  species  of  internal  injuries,  were 
diseases  of  too  obvious  a nature  to  pass  for  miraculous, 
and  the  Priests  of  Esculapius,  who  were  possessed  of 
all  the  medical  knowledge  then  known,  could  not  cure 
even  a fractured  leg  or  arm  by  the  interposition  of  their 
god. 

The  cure  of  these  maladies  was  committed  to  mere 
mortal  men  who  could  not  veil  their  ignorance  in  the 
obscurity  of  the  cause,  or  the  method  of  treatment, 
both  of  which  were  too  evident  to  the  senses  of  the 
spectators  for  the  operator  to  conceal  his  want  of  skill — 
and,  hence,  it  became  necessary  for  a man  to  make 
himself  truly  intelligent  in  his  profession,  in  order  to 
acquire  a just  reputation.3 

Then,  as  to  the  knowledge  and  skill  necessary  to 
make  the  great  surgeon, 

If  the  science  of  surgery  requires  so  much  pains  and 
labour,  how  unjust  and  inadequate  must  the  ideas  of 
those  people  be,  who  would  reduce  it  to  the  area  of  op- 


erating alone.  This  area  is  without  doubt  very  essen- 
tial to  it,  and  it  is  operation  which  principally  charac- 
terises (sic)  surgery — but  the  area  of  operating,  consid- 
ered in  itself,  depends  chiefly  upon  anatomical  knowl- 
edge, and  address  of  the  hands — practice  indeed  gives 
this  address,  in  a great  measure,  but  it  does  not  bestow 
genius,  nor  the  lights  which  are  necessary  to  conduct 
it. 

Those  therefore  who  estimate  surgery  by  operation 
alone,  and  believe  that  nothing  but  long  habit  and 
practice  is  necessary  to  form  the  great  surgeon,  are 
grossly  ignorant  of  the  art;  and  those  surgeons  who 
found  their  only  merit  upon  this  experience,  degrade 
themselves  and  their  profession;  the  greatest  operators 
having  always  been  remarkable  for  the  extent  of  their 
knowledge,  and  a contempt  for  the  servile  routine  of 
those  mean  practitioners,  whose  experience  is  little 
more  than  heaping  one  blunder  upon  another.3 

The  Medical  School  of  King’s  College  continued 
to  function  until  1776  when  the  British  occupied  New 
York  for  the  duration  of  the  war.  The  first  gradua- 
tion was  held  May  16, 1769,  in  Trinity  Church.  The 
first  graduating  class  consisted  of  two  students  who 
received  the  Bachelor  of  Medicine  (M.B.)  degree: 
Samuel  Kissam  and  Robert  Tucker.  The  graduating 
ceremony  lasted  five  hours,  during  which  Samuel 
Bard,  M.D.,  made  a stirring  plea  for  the  “usefulness 
and  necessity  of  a public  hospital,”  explaining  that 
the  benefits  of  a hospital  “would  extend  to  every  rank 
and  greatly  contribute  to  the  safety  and  welfare  of  the 
whole  community.”  He  anticipated  one  of  the  first 
teaching  hospitals,  saying  it  would  “afford  the  best 
and  only  means  of  properly  instructing  pupils  in  the 
practice  of  medicine.” 

New  York  Hospital 

Following  this  introduction  to  the  campaign, 
Jones,  Bard,  and  Middleton  petitioned  Lt.  Governor 
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Cadwalader  Colden  and  the  New  York  Council  for 
permission  to  start  the  hospital.  The  Royal  Charter 
was  granted  1771.  It  fell  to  Dr.  Jones  to  draw  up  the 
plans. 

“It  is  hoped,”  he  wrote,  undoubtedly  recalling  the 
Hotel  Dieu,  “that  the  hospital ...  in  the  City  of  New 
York  will  have  fewer  objections  to  its  plan,  than  any 
hospital  hitherto  constructed.  The  principal  wards, 
which  are  to  contain  no  more  than  eight  beds,  are  36 
feet  in  length,  24  feet  wide,  and  18  high;  they  are  well 
ventilated  . . .” 

At  this  time,  surgery  had  yet  to  prove  itself. 
Surgeons  had  evolved  from  barbers,  then  from 
trade-unionist  barber-surgeons,  and  finally  had  been 
received  on  the  medical  faculties  of  some  European 
schools.  But  the  position  of  the  surgeon  was  yet 
tenuous.  John  Gregory,  M.D.,  professor  of  midwif- 
ery at  the  Edinburgh  School,  was  of  the  opinion  that 
the  surgeon  should  be  directed  in  the  manual  oper- 
ation by  an  able  physician,  and  John  Morgan,  M.D., 
had  but  recently  returned  to  Philadelphia  from  Eu- 
rope convinced  that  medicine  and  surgery  should 
never  be  undertaken  by  the  same  individual  as  was 
the  custom  in  the  American  colonies;  indeed  Morgan 
felt  that  it  was  unnecessary  for  the  surgeon  to  know 
any  medicine,  that  he  should  be  a mechanical  au- 
tomaton much  like  a weaver. 

Jones  bristled  at  this  point  of  view,  writing,  “In 
most  European  countries,  an  invidious  distinction 
has  prevailed  between  physic  and  surgery;  but  in  this 
part  of  the  world  the  two  professions  are  generally 
united;  indeed,  both  branches  of  medicine  are,  in  the 
very  nature  of  things,  so  intimately  connected,  as  not 
to  admit  of  absolute  separation,  without  manifest 
injury  to  each.” 

Jones  pleaded  for  a union  of  knowledgeable  phy- 
sician to  skillful  surgeon  to  produce  a new  type 
physician-surgeon,  one  who  operates  as  well  as  treats 
the  medical  problems  of  the  patient  in  the  pre-  and 
postoperative  period. 

The  variety  of  difficult  operations,  performed  with 
such  superior  success  and  safety,  by  the  present  race  of 
surgeons,  who  are  distinguished  for  their  knowledge  in 
every  branch  of  medical  learning,  is  an  evident  proof  of 
the  benefit  resulting  to  operators  from  a more  liberal 
mode  of  education;  and  I think  it  can  no  longer  remain 
a doubt  with  any  unprejudiced  person,  that  an  enlight- 
ened mind,  united  to  the  person  of  the  operator,  must 
and  will  constitute  the  most  accomplished  and  success- 
ful surgeon. 

Besides  a competent  acquaintance  with  the  learned 
languages,  which  are  to  lay  the  foundation  of  every 
other  acquisition,  he  must  possess  an  accurate  knowl- 
edge of  the  structure  of  the  human  body,  acquired  not 
only  by  attending  anatomical  lectures,  but  by  frequent 
dissections  of  dead  bodies  with  his  own  hands. 

But  there  must  be  a happiness,  as  well  as  art,  to  com- 
plete the  character  of  the  great  surgeon.  He  ought  to 
have  firm  steady  hands,  and  be  able  to  use  both  alike;  a 
strong,  clear  sight,  and  above  all,  a mind  calm  and  in- 
trepid, yet  humane  and  compassionate,  avoiding  every 
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FIGURE  3.  New  York  Hospital,  founded  1771,  opened  1776, 
planned  by  Jones.  Cupola  (dotted  line)  added  later. 


appearance  of  terror  and  cruelty  to  his  patients, 

amidst  the  most  severe  operations. 

Jones  taught  his  students  ethics  as  well  as  the 
latest  developments  in  European  surgery.  Never, 
he  cautioned,  enter  medicine  for  profit.  Conduct 
your  private  life,  he  warned  his  medical  students,  so 
that  it  will  not  detract  from  your  professional  repu- 
tation. Eschew  publicity,  rather  rely  on  professional 
achievements  and  integrity  to  secure  esteem  and  to 
increase  your  practice. 

It  was  at  this  time  that  many  of  the  New  York 
physicians  decided  to  adopt  a hair  style  that  would 
indicate  at  a glance  that  the  wearer  was  a man  of 
medicine  and  not  a quack.  Jones  was  approached 
to  join  the  movement,  to  bob  his  hair.  This,  however, 
smacked  too  much  of  past  affectations  by  physicians, 
like  titles  of  nobility,  for  which  Jones  had  undisguised 
contempt:  the  gold-headed  cane,  the  diamond  ring, 
and  the  periwig  or  peruke  of  the  type  worn  by  Le 
Dran. 

When  Jones  demurred,  he  was  boycotted  by  the 
group  who  refused  to  refer  patients  to  him.  Later, 
when  one  of  the  bobbed-hair  movement  apprised  an 
affluent  patient  of  Jones’s  refusal,  the  man  dis- 
charged his  coiffed  physician  and  summoned  Jones. 
The  bobbed-hair  movement  collapsed. 

Having  drawn  the  plans  for  The  New  York  Hos- 
pital, Jones  left  for  London  in  1772  to  collect  monies 
for  its  construction.  Two  other  considerations  lay 
behind  the  visit:  Jones  wanted  to  renew  his  study 
under  Percival  Pott,  M.D.,  at  Barts;  he  hoped,  ad- 
ditionally, to  find  respite,  in  the  London  air,  from  his 
troublesome  asthma.  Strangely  enough,  Jones’s 
bronchial  hyperactivity  was  soon  better  in  the  smoky 
environs  of  the  British  capital. 

Although  fund  raising  and  the  purchase  of  hospital 
equipment  were  the  raison  d’etre  for  the  trip,  still  was 
Jones  able  to  spend  much  of  his  time  with  his  men- 
tor-friend Pott.  And  as  the  two  great  friends  parted 
at  the  end  of  Jones’s  visit,  Pott  presented  his  Amer- 
ican counterpart  with  a copy  of  his  oeuvre,  a complete 
copy  of  his  lecture  notes,  the  basic  material  for  Pott’s 
three-volume  surgery  which  had  just  been  published 
in  1771. 
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Returning  to  New  York  in  1774,  Jones  learned  that 
the  cornerstone  of  the  hospital  had  been  laid  Sep- 
tember 2,  1773,  and  already  the  stone  building  was 
well  on  its  way  (Fig.  3).  Although  his  asthma  wors- 
ened on  his  return,  Jones  recommenced  his  surgical 
lectures  at  King’s  College.2 

Book 

In  addition,  he  now  busied  himself  with  his  own 
book  on  wounds  and  surgery,  an  extension  of  his  own 
thesis  at  the  University  of  Rheims.  Jones  worked 
hard  on  the  manuscript,  simplifying  the  verbiage, 
making  his  points  directly  so  that  even  the  dullest 
apprentice  should  be  able  to  comprehend  his  mean- 
ing. He  eschewed  any  attempt  to  theorize  about 
life’s  grand  design  as  was  the  fashion  of  the  eigh- 
teenth century.  He  said, 

While  speculative  philosophers  are  disputing  about 
the  origin  of  evil  and  foundation  of  morals,  and  furious 
bigots  contending  for  different  modes  of  faith,  the 
practical  good  man  will  endeavor  to  employ  himself  in 
alleviating  those  evils  which  he  finds  incident  to 
human  nature,  without  too  vain  and  curious  an  inquiry 
into  causes,  the  nature  and  operation  of  which  lie  far 
beyond  the  narrow  limits  of  human  understanding. 

When  the  book  proofs  were  received,  Jones 
worked  especially  hard  to  irradicate  printer’s  errors 
which  had  marred  Pott’s  surgical  text.  Published 
by  John  Holt,  New  York,  in  1775,  Jones’s  book,  Plain 
Concise  Practical  Remarks  on  the  Treatment  of 
Wounds  and  Fractures,  also  contained  “A  Short 
Appendix  on  Camp  and  Military  Hospitals;  princi- 
pally designed  for  the  use  of  young  Military  Surgeons 
in  North  America.”  It  was  a “first”  in  the  American 
colonies:  first  medical  text,  first  surgical  book,  and 
first  book  on  military  medicine. 

Jones’s  book  is  divided  into  incised,  lacerated,  and 
contused  wounds;  wounds  of  the  thorax  and  abdo- 
men; gunshot  wounds;  simple  and  compound  frac- 
tures; concussion;  skull  fracture;  amputation;  burns; 
and  military  health. 

War  years 

By  now  it  was  spring,  1776.  The  British  had 
evacuated  Boston.  It  was  said  their  next  objective 
would  be  New  York. 

Considering  it  criminal  to  remain  a silent  spectator 
in  the  coming  war  for  independence  from  the  English 
crown,  Jones  accepted  a seat  in  the  New  York  Pro- 
vincial Senate,  later  joining  the  hospital  department 
of  the  Colonial  Army.  With  the  exception  of  James 
Smith,  M.D.,  the  remainder  of  the  King’s  College 
medical  faculty  were  Tories  and  chose  to  remain  in 
New  York,  after  the  British  occupation  in  September 
of  1776.  Only  the  two  with  the  very  “American” 
names  of  Jones  and  Smith  opted  to  join  the  “sons  of 
liberty.”  Jones  wrote: 


The  present  calamitous  situation  of  this  once  happy 
country  . . . demands  the  assistance  of  every  virtuous 
citizen  . . . and  though  few  men  (possess)  those  superi- 
or talents  . . . required  to  heal  . . . the  whole  body  poli- 
tic ..  . yet  every  man  has  it  in  his  power  to  contribute 
something  towards  so  desirable  an  end,  and  if  he  can- 
not cure  . . . his  unfortunate  country,  it  will  at  least  af- 
ford him  . . . consolation  to  have  poured  a little  balm 
into  her  bleeding  wounds. 

Since  his  asthma  worsened  in  the  field,  Jones  was 
assigned  to  duty  in  Philadelphia,  prior  to  the  battle 
of  Monmouth  in  1778,  when  the  British  withdrew. 
He  was  later  discharged  there,  and,  finding  his  health 
improved,  Jones  began  a second  career  in  his  adopted 
home.  His  reputation  had  preceded  Jones,  and  he 
soon  enjoyed  a large  practice.  At  this  time,  John 
Redman,  M.D.,  was  retiring  from  the  staff  of  the 
Pennsylvania  Hospital  and  to  his  position  Jones  was 
elected.  This  same  year  Jones  was  elected  president 
of  the  Humane  Society,  which  then  dispensed  its 
charity  to  human  beings  rather  than  to  animals. 

With  the  near  bankruptcy  of  the  Pennsylvania 
Hospital  due  to  its  war  efforts,  services  to  the  poor 
had  to  be  severely  restricted.  To  fill  the  void,  the 
Pennsylvania  Dispensary  was  established  so  as  to 
provide  outpatient  service  to  this  group  of  patients. 
Jones  was  elected  a physician  to  the  dispensary, 
visiting  the  sick  poor  in  their  homes.  In  1787,  the 
College  of  Physicians  of  Philadelphia  was  founded: 
its  president,  John  Redman,  M.D.;  its  vice  president, 
John  Jones,  M.D. 

Conclusion 

Enjoying  the  confidence  of  the  populations  of  two 
of  America’s  largest  cities,  Jones  was  summoned  to 
treat  Benjamin  Franklin  in  1790  at  the  time  of  his 
terminal  illness.  The  same  year  he  became  physician 
to  President  Washington.  It  was  following  a visit  to 
Mr.  Charles  Thompson,  secretary  of  the  Continental 
Congress  during  the  Revolutionary  War,  that  Jones 
fell  ill,  dying  four  days  later  at  the  age  of  sixty-two. 

In  his  diary,  June  23, 1791,  Benjamin  Rush,  M.D., 
wrote,  “This  day  died  Dr.  John  Jones  ...  He  was 
much  lamented  by  his  friends  and  patients,  as  was  he 
by  his  brother  physicians  . . . his  manners  were  gentle 
and  amiable,  and  his  conduct  truly  liberal  (broadly 
educated)  in  his  profession.  He  was  without  a rival 
in  surgery  in  the  United  States.”4 

115  East  67th  Street 
New  York,  New  York  10021 
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Marie  Elizabeth  Zakrzewska  was  born  in  Berlin 
on  September  6,  1829,  and  was  the  oldest  of  7 chil- 
dren of  parents  of  Polish  descent.  Marie’s  mother 
was  a midwife,  and  while  her  mother  worked,  Marie 
cared  for  the  family.  Marie  often  accompanied  her 
mother  and  was  influenced  to  enter  the  medical 
profession;  thus,  she  entered  The  Berlin  School  of 
Midwifery  where  she  became  acquainted  with  Joseph 
Herman  Schmidt,  M.D.,  professor  and  chief  director 
of  the  Hospital  Charitie  of  Berlin.  She  impressed 
Schmidt,  and  when  he  retired  owing  to  poor  health 
he  obtained  his  appointment  for  Marie.  Thus,  in 
May,  1852, at  age  twenty-two,  Marie  began  her  work. 
However,  when  Dr.  Schmidt  died,  Marie  had  to  re- 
sign because  she  had  no  other  supporters,  and  she 
came  to  the  United  States  where  women  physicians 
were  not  a valued  member  of  society  and  where  she 
and  her  sister  lived  in  poverty  while  they  did  house- 
work and  sewing  for  a living.  Marie  met  Elizabeth 
Blackwell,  M.D.,  who  urged  her  to  learn  English  and 
enter  the  Cleveland  Medical  College.  She  graduated 
after  two  years  and  returned  to  New  York  where  with 
Dr.  Elizabeth  and  Dr.  Emily  Blackwell  she  opened 
the  New  York  Infirmary  for  Women  and  Children. 
Dr.  Zakrzewska  soon  moved  to  Boston  to  fill  the  chair 
of  obstetrics  at  the  New  England  Female  Medical 
College  where  she  remained  for  three  years,  and  then 
in  1862  she  resigned  to  start  a small  hospital  which 
grew  to  become  the  New  England  Hospital  for 
Women  and  Children.  In  the  same  year  she  began 
her  private  practice.  Dr.  Zakrzewska  had  to  work 
very  hard  in  those  years  to  dispel  prejudice;  she 
practiced  until  1899  when  failing  health  due  to  a 
nervous  disease  caused  her  retirement.  She  died  on 
May  12, 1902;  her  work  was  described  as  a service  to 
women  physicians  who  owe  a “large  debt  of  gratitude 
to  her  whose  brave  struggles  helped  to  clear  the  way 
in  which  today  they  walk  so  easily.”  Zakrzewska  was 
also  described  as  “the  leading  woman  physician  in 
Boston.” 

An  example  of  her  work  was  described  in  the  De- 
cember, 1893,  Woman’s  Medical  Journal.  In  this 
article  she  reviewed  her  private  practice  of  midwifery 
to  that  time;  essentially  it  was  the  history  of  her 
professional  life. 


I present  here  the  summary  report  of  these  187  cases 
of  my  private  practice,  recorded  in  the  succession  in 
which  they  occurred  at  the  beginning  of  my  obstetrical 
career.  My  object  in  so  doing  is  to  encourage  the 
young  practitioner  who  is  entering  on  a field  of  work, 
the  importance  of  which  is  so  variously  described  in 
the  different  medical  journals. 

There  already  exists  a feeling  of  fear  and  anxiety 
about  this  natural  phenomenon  of  child-birth,  in  just 
that  social  grade  who  possess  the  best  qualifications 
for  propagating  the  race  by  raising  a number  of  chil- 
dren. 

She  felt  that  the  mother-to-be  should  be  led  with 

. . . confidence  and  courage  towards  the  great  event 
of  a woman’s  life,  the  birth  of  her  first  babe,  and  if  she 
had  been  guided  during  the  lying-in  period  with  that 
kind  of  rational  treatment,  which  is  called  common 
sense,  and  had  not  been  regarded  as  a sick  person  who 
was  hovering  between  life  and  death  until  her  full  re- 
covery. 

Propagation  of  the  race  is  a mere  process  of  nature, 
as  is  proved  by  the  thousands  of  children  who  swarm 
the  streets  inhabited  by  our  healthy  working  classes, 
where  neither  indifference  nor  neglect,  yet  no  “prepa- 
ration as  for  a capital  operation”  is  practiced,  where 
cleanliness  is  sufficient  and  disinfectants  are  un- 
known. The  woman,  not  the  physician,  brings  the 
child  into  the  world.  The  presence  of  the  doctor  is 
simply  desirable  in  exceptional  cases  when  abnormal 
conditions  may  occur  and  when  obstetrical  art  will  as- 
sist or  supplement  nature. 

During  labor,  if  possible  at  its  very  early  stages,  the 
presentation  of  the  child  ought  to  be  correctly  ascer- 
tained and  this  can  be  done  even  before  the  os  uteri  is 
open  if  the  hand  has  been  well  trained;  but  it  must  al- 
ways be  ascertained  before  the  membranes  break,  and 
therefore  the  examinations  should  take  place  only  be- 
tween the  pains  when  the  membranes  are  soft  and  no 
danger  exists  of  an  untimely  rupture;  this  must  be  re- 
peated until  the  practitioner  has  obtained  knowledge 
of  the  exact  presentation.  Then  a prognosis,  so  far  as 
the  birth  is  concerned,  can  be  given,  provided  the  dy- 
namic conditions  are  normal.  Yet  here,  again,  we 
often  meet  with  new  difficulties  in  the  power  of  per- 
ception in  the  attendant.  What  are  the  normal  dy- 
namic forces?  They  are  different  in  every  woman  in- 
dependent of  her  size  or  appearance.  It  is  far  oftener 
the  physician’s  patience  gives  out  than  the  strength  of 
the  patient  and  instrumental  interference  is  resorted 
to,  less  for  the  benefit  of  the  woman  than  for  the  relief 
of  the  physician  from  the  tedious  watching  and  con- 
stant work  of  encouraging  the  woman  during  the  pas- 
sage of  the  child  through  the  pelvis. 

It  is  a marvelous  process  and  every  time  I witness  it, 
it  is  as  new  as  at  the  first  time  when  I stood  by  and 
watched  a woman  working  to  bring  forth  her  babe. 

The  active  part  of  the  physician’s  work  begins  only 
after  the  woman  has  done  her  work  and  brought  the 
child  where  it  can  be  fully  seen.  Then  support  of  the 
perineum  is  to  be  given,  and  given  with  such  under- 
standing as  to  again  imitate  nature,  preventing,  if  pos- 
sible, the  tearing  of  this  so  thinly  stretched  organ. 

After  the  child  is  fairly  in  the  world  comes  the  real 
test  of  the  physician’s  good  sense,  namely  in  the  deliv- 
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ery  of  the  placenta.  Here  again,  in  most  cases,  nature 
will  do  the  work.  I always  advise  my  students  to  place 
the  woman  on  her  back  if  not  delivered  in  that  posi- 
tion, as  soon  as  the  child  is  removed,  thus  causing  a 
natural  return  of  the  abdomen  and  its  contents  and  its 
walls  to  their  place,  before  I even  touch  the  placental 
portion  of  the  cord.  In  this  position  the  uterus  will 
soon  regain  its  tone,  contractions  will  recommence  and 
thus  will  be  expelled  what  no  longer  belongs  there, 
namely,  the  placenta.  An  occasional  gentle  touch  of 
the  abdomen  under  the  bed-clothing  will  convince  a 
practiced  hand  whether  the  uterus  has  resumed  its  ac- 
tivity or  not.  If  the  placenta  is  entirely  detached,  the 
uterus  will  appear  hard  under  the  abdominal  wall  and 
the  expulsion  of  the  placenta  mto  the  vagina  will  take 
place  within  fifteen  minutes  in  the  case  of  a primipara 
with  but  few  pains.  If  it  is  not  entirely  detached  as  is 
most  frequently  the  case  in  the  multipara  or  in  prema- 
ture births,  then  provided  there  is  no  hemorrhage,  I 
teach  to  wait  quietly  for  an  hour  or  more  thus  leaving 
nature  to  perform  its  task,  and  never  interfere  by  put- 
ting the  hand  into  the  uterus;  such  interferences  being, 
I have  no  doubt,  often  the  cause  of  inflammation  and 
fevers.  Only  in  case  of  hemorrhage  or  appearance  of 
abnormal  pains  do  I interfere  with  nature.  As  soon  as 
the  placenta  is  felt  in  the  vagina  and  is  not  expelled  by 
the  muscular  contraction  of  this  organ,  then  a moder- 
ate pull  on  the  placental  cord  will  assist  in  ejecting  it 
from  the  vulva,  and  with  it  will  be  brought  the  mem- 
branes and  such  clots  of  blood  as  may  have  been 
formed  in  the  process  of  loosening.  This  simple  meth- 
od I call  self-expulsion:  and  you  will  find  that  my  sta- 
tistics prove  this  to  be  the  most  frequent  form. 

During  the  last  four  months  of  my  holding  the  posi- 
tion as  accoucheuse-en-chief  in  the  Royal  Charitie,  of 
Berlin,  Professor  Crede  held  the  office  of  clinical  pro- 
fessor, to  which  he  was  appointed  after  the  death  of 
Prof.  J.  H.  Schmidt,  my  steadfast  friend  and  teacher. 
Dr.  Crede  was  ambitious  for  success  a tout  prix.  Dur- 
ing the  winter  preceding  his  appointment  he  acquired 
some  notoriety  in  his  efforts  to  gain  renown  by  invent- 
ing a new — his  own— method  for  delivering  the  pla- 
centa— the  Crede  Method.  As  soon  as  he  had  the  di- 
rection of  the  clinique,  he  taught  practically  during  his 
hour  of  attendance,  what  he  had  before  taught  theoret- 
ically; while  I,  during  the  other  twenty-three  hours  of 
the  day,  very  unwisely  perhaps,  not  only  discouraged 
the  young  men  from  following  his  method,  but  when 
teaching  the  midwives,  actually  opposed  his  method. 

The  Crede  method  has  been  followed  by  many  of  his 
pupils,  and  even  gained  some  reputation  in  this  coun- 
try; but  now  Dr.  Crede  is  making  an  effort  to  add  to  his 
fame  and  this  time  it  is  by  renouncing  lately  his  “meth- 
od,” acknowledging  it  to  be  an  error,  and  admitting 
that  it  may  have  been  practised  to  the  detriment  of 
many  a woman. 

I have  recorded  these  187  cases  on  a paper  which  I 
had  lined  and  printed  for  the  purpose;  they  are  select- 
ed from  my  private  practice  in  preference  to  that  of  the 
hospital;  the  latter  can  never  give  a criterion  for  the 
former  because  the  conditions  and  surroundings  of  the 
patients,  are  so  utterly  different  in  their  homes  from 
those  in  institutions.  Also,  I have  collected  these  cases 
from  my  general  records  commencing  in  1855,  and  giv- 
ing them  in  just  the  succession  in  which  they  occurred, 
not  making  intervals  of  years  between.  They  are, 


therefore,  really  a record,  consequently  include  all 
classes  and  conditions,  from  the  mechanic’s  wife  who 
could  not  even  afford  the  attendance  of  a nurse  to  the 
wife  of  the  wealthiest  man  in  the  best  of  surroundings 
who  employed  a nurse  for  months.  But  no  dispensary 
patient  is  recorded  among  them. 

I will  commence  by  giving  statistics  relating  to  the 
age  of  the  patients.  The  youngest  primipara  was  18 
years  old;  the  oldest  was  41  years  old;  75  primiparae 
are  recorded,  the  ages  varying  between  20  and  30  years. 
The  ages  of  the  multiparae  varied  up  to  nearly  50 
years;  and  the  eleventh  child-birth  was  the  highest 
number  in  an  individual. 

There  were,  with  two  pairs  of  twins,  183  infants  in 
all,  99  boys  and  84  girls;  4 were  miscarriages  under  16 
weeks. 

I had  almost  every  infant  weighted;  the  smallest  liv- 
ing child  was  in  a multipara,  weight  2 pounds;  another 
one  was  4 pounds.  One  pair  of  twins  weighed  5% 
pounds  and  4V2  pounds,  each;  one  pair,  6 pounds  and  7 
pounds,  each. 

10  infants  weighed 

56  infants  weighed 

74  infants  weighed 

31  infants  weighed 

1 infant  weighed 

2 infants  weighed 

1 infant  weighed 


6 lbs.  net 

7 lbs.  net 

8 lbs.  net 
9&9%  lbs.  net 

10  lbs.  net 

11  lbs.  net 
I2V2  lbs.  net 


These  187  cases  also  included  4 miscarriages  of  from 
12  to  16  weeks’  pregnancy,  and  20  premature  births  of 
from  20  to  36  weeks’  pregnancy,  leaving  163  cases  of 
full  time. 

Position  of  Child  Presenting  at  Time  of  Labor 


Vertex  presentation  I 130 

Vertex  presentation  II  34 

Vertex  presentation  III  3 

Vertex  presentation  IV  8 

Breech  presentation  (3  times  1,  1 case  IV)  4 

Foot  presentation  (2  times  III,  1 case  I)  3 

Knees  presentation  (IV  position)  1 

Face  presentation  (IV  position)  1 

Transverse  position,  with  prolapsed  cord  1 

Vertex  position,  high  in  large  pelvis  because  1 

brim  of  pelvis  contracted 


I have  explained  my  use  of  term  “self-expulsion  of 
placenta”;  this  occurred  unassisted  in  173  cases;  in  10 
cases  a partially  loosening  placenta,  requiring  intro- 
ducing of  the  hand  and  artificial  removal  on  account  of 
haemorrhage;  in  three  cases  there  were  completely  ad- 
hered placenta  requiring  forcible  removal  after  waiting 
two  hours  or  more;  only  one  case  of  partial  placenta 
praevia  occurred.  All  these  cases  made  a speedy  and 
good  recovery. 

Among  the  infants  born,  were  four  stillborn,  so  de- 
composed that  the  skin  peeled  off:  two  died  from  ap- 
plication of  forceps,  heads  above  brim  of  pelvis.  For- 
ceps were  used  in  five  other  cases;  in  one  because  of  un- 
yielding os  coccyx,  head  of  child  having  been  on  the 
perineum  for  nine  hours;  the  whole  labor  was  36  hours 
The  recovery  of  all  these  patients  took  place  within  six 
weeks. 
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One  case  suffered  from  hemorrhage  from  the  begin- 
ning of  labor  until  the  placenta  expelled  itself. 

There  were  three  cases  of  convulsions,  but  all  after 
delivery;  in  one,  coming  when  the  head  was  passing 
through  the  vulva,  and  continuing  at  intervals  for  four 
hours;  in  the  second,  beginning  one  hour  after  labor 
and  lasting  36  hours;  in  the  third,  beginning  72  hours 
after  labor  and  lasting  24  hours,  yet  the  patient  re- 
tained her  milk  to  nurse  twins.  All  three  cases  recov- 
ered well  within  seven  weeks. 

The  majority  of  these  187  patients  recovered  health 
and  strength  within  four  weeks. 

Department  of  Cardiology 


Children’s  Hospital  Medical  Center 
300  Longwood  Avenue 
Boston,  Massachusetts  02115 
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Neurologic  surgery  is  one  of  the  younger  special- 
ties, but  there  have  always  been  some  surgeons  in- 
terested in  lesions  of  the  nervous  system.  Such  a 
man  must  have  been  Amasa  Trowbridge,  M.D.,  who 
entered  practice  in  Watertown  on  the  northern 
frontier  of  New  York  State  in  1809  and  served  as  a 
surgeon  with  the  U.S.  Army  at  the  Battle  of  Lundy’s 
Lane  in  the  War  of  1812.  Later  he  taught  at  the 
Willoughby  Medical  School  in  Erie,  Ohio. 

Nineteenth  century 

In  1829,  in  the  first  volume  of  the  Boston  Medical 
and  Surgical  Journal,1  he  described  the  successful 
management  of  spinal  meningoceles.  He  noted  the 
drainage  of  a clear  fluid  from  a small  opening  in  them 
as  well  as  the  paralysis  and  severe  spinal  deformity 
associated  with  myelomeningoceles. 

From  New  York  Hospital,  Buck,2  always  inter- 
ested in  trauma,  reported  in  1840  on  some  studies  he 
performed  on  herniation  of  the  brain  following 
compound  skull  fracture. 

Ten  years  later  Detmold3  described  the  drainage 
of  a post-traumatic  brain  abscess.  After  Detmold 
incised  the  brain,  his  comatose  patient  awakened  and 
did  well  for  over  a month  only  to  succumb  to  the  in- 
traventricular rupture  of  a residual  abscess. 

In  1859,  Isaacs4  of  Brooklyn,  in  a very  well  illus- 
trated article,  clearly  described  the  anatomy  and 
pathologic  condition  of  a complex  meningioma  in- 
volving the  cerebrum,  superior  longitudinal  sinus, 
dura  mater,  and  skull. 

Four  years  later  during  the  Civil  War,  Hyde5 
published  a thoughtful  review  on  the  indications  for 
trephining  in  skull  fracture  based  on  17  of  his  own 
patients. 

As  Stookey6  has  pointed  out,  New  York  City,  in  the 
latter  half  of  the  nineteenth  century,  had  in  its 
medical  community  a large  number  of  physicians 
skilled  in  neurology.  The  New  York  Neurological 
Society  was  founded  by  them  in  1872,  and  three  years 
later  16  of  the  35  charter  members  of  the  American 
Neurological  Association  were  to  be  found  in  Man- 
hattan. So  it  is  not  surprising  that  by  1884  one  of 
these  men,  Amidon,7  published  “A  Plea  for  More 
Heroic  Surgical  Interference  in  Affections  of  the 


Brain”  and  in  the  next  year  carried  his  plea  directly 
to  the  surgeons  in  the  first  volume  of  their  new  na- 
tional journal.8 

Although  he  never  operated  himself,  M.  Allen 
Starr,  M.D.,  the  second  professor  of  nervous  diseases 
at  the  College  of  Physicians  and  Surgeons,  was  also 
intrigued  by  the  possibilities  of  surgery  in  brain  le- 
sions. In  1893,  he  published  a definitive  and  highly 
influential  book,  Brain  Surgery,9  in  which  he  gave 
a statistical  review  of  a large  number  of  tumors,  ab- 
scesses, injuries,  and  other  cerebral  abnormalities, 
at  least  some  of  which  might  be  helped  by  surgery. 

Thus  these  neurologists  stimulated  some  of  their 
ablest  surgical  colleagues  to  involve  themselves  in 
what  had  seemed  a futile  effort.  During  the  final 
fifteen  years  of  the  last  century  such  men  as  Charles 
McBurney,  M.D.,  Andrew  J.  McCosh,  M.D.,  and 
Frank  Hartley,  M.D.,  at  the  Roosevelt  and  Presby- 
terian Hospitals  and  Robert  Abbe,  M.D.,  at  St. 
Luke’s  did  more  and  more  intracranial  and  spinal 
operations,  often  on  patients  referred  by  Starr  and 
his  associates. 

Then,  as  now,  trigeminal  neuralgia  was  a serious 
problem,  and  as  early  as  1856  Carnochan,10  the  pro- 
fessor of  neurosurgery  at  New  York  Medical  College, 
reported  the  resection  of  the  semilunar  ganglion  and 
the  maxillary  nerve  by  an  approach  through  the 
maxillary  sinus.  On  January  13,  1892,  Hartley11 
reported  to  the  New  York  Surgical  Society  on  the 
extradural  subtemporal  approach  for  removal  of  the 
ganglion,  which  he  had  performed  five  months  ear- 
lier; his  approach  is  still  often  employed  in  the 
treatment  of  tic. 

A little  later  Abbe12  suggested  interposing  bits  of 
rubber  dam  between  the  cut  ends  of  the  branches  of 
the  fifth  cranial  nerve  to  prevent  their  regeneration 
when  sectioned  for  tic.  He  also  performed  the  first 
intradural  posterior  rhizotomy  in  man  on  January  2, 
1889, 13  and  in  a fascinating  report  he  described  the 
motor  and  sensory  responses  obtained  by  the  electric 
stimulation  of  the  lower  cervical  spinal  nerve  roots 
in  a conscious  patient. 

Wyeth,14  Gerster,15  and  Abbe16  each  reported  on 
the  usefulness  of  laminectomy  for  patients  paralyzed 
by  Pott’s  Disease. 

In  this  era,  Gerster,  who  led  in  the  introduction  of 
aseptic  surgery  into  the  United  States,  frequently 
performed  operations  on  the  central  nervous  system. 
Usually  these  were  on  patients  of  Bernard  Sachs, 
M.D.,  with  whom  he  several  times  reported  on  sur- 
gery for  epilepsy17  and  for  tumors  of  the  brain  and 
spinal  cord. 

Twentieth  century 

The  organization  of  a service  of  six  beds  solely  for 
the  care  of  neurologic  patients  at  the  Mount  Sinai 
Hospital  in  1900  signaled  the  opportunity  for  an  even 
greater  concentration  on  neurosurgical  problems. 
Dr.  Gerster  had  much  to  do  with  this  but  was  soon 
joined  by  a young  surgeon,  Charles  A.  Elsberg,  M.D. 
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who  had  graduated  from  the  College  of  Physicians 
and  Surgeons  in  1893  and  after  postgraduate  training 
in  New  York  City  and  in  Europe  began  the  practice 
of  surgery.  He  quickly  developed  a reputation  as  a 
scholarly  and  meticulous  surgeon  with  interests  in 
diseases  of  the  brain  and  especially  the  spinal  cord. 
When  Joseph  Collins,  M.D.,  and  Joseph  Fraenkel, 
M.D.,  began  the  organization  of  the  New  York  Neu- 
rological Institute  in  March  of  1909,  they  asked  Dr. 
Elsberg  to  attend  their  second  meeting,  and  he  was 
named  surgeon  to  the  proposed  institute.  Soon  after 
it  was  opened  he  was  joined  on  the  staff  by  Alfred 
Taylor,  M.D.,  who  devised  the  operation  of  unilateral 
laminectomy.  James  H.  Kenyon,  M.D.,  and  Harold 
Neuhof,  M.D.,  were  appointed  associate  surgeons, 
and  by  1920  Byron  Stookey,  M.D.,  was  an  assistant 
surgeon  on  the  staff  there,  too. 

Beyond  a bare  room,  there  were  no  facilities  for 
surgery  when  the  Institute  opened,  but  as  Elsberg18 
describes  it,  “Fortunately,  an  anonymous  friend 
stepped  into  the  breach  and  donated  a sum  of  money 
that  sufficed  for  the  purchase  of  instruments  and 
apparatus.”  The  concentration  of  material  that  this 
hospital  afforded  permitted  many  special  neuro- 
surgical interests  to  develop.  Elsberg  became  the 
acknowledged  master  of  spinal  cord  surgery  and 
pathophysiology.  His  masterly  books  on  lesions  of 
the  spinal  cord  have  never  been  excelled  in  their 
meticulously  accurate  descriptions  of  spinal  cord 
syndromes. 

As  the  volume  of  surgery  expanded  there,  the 
number  of  surgeons  attached  to  the  Neurological 
Institute  increased.  Wilder  Penfield,  M.D.,  was  a 
member  of  the  staff  for  the  Presbyterian  Hospital 
and  the  Neurological  Institute  from  1923  until  he  left 
to  found  the  Neurological  Institute  of  Montreal  in 
1928.  Much  of  his  basic  work  on  the  histology  of 
brain  scars  as  well  as  his  earliest  operations  for  epi- 
lepsy were  done  while  in  New  York  City.  Many 
others  who  were  to  become  prominent  either  prac- 
ticed or  gained  part  of  their  training  there,  and 
Dorothy  Klenke,  M.D.,  probably  the  first  woman 
physician  to  devote  herself  to  neurologic  surgery,  was 
a member  of  the  staff  as  well. 

This  expansion  caused  some  trouble,  for  there  were 
no  special  beds  for  surgical  patients,  and  one  neu- 
rologist proposed  that  “as  this  is  a hospital  for  ner- 
vous diseases,  the  patients  who  require  operation 
should  be  transferred  to  some  other  hospital.”18 

The  service  at  Mount  Sinai  also  expanded  rapidly 
as  Ira  Cohen,  M.D.,  Abraham  Kaplan,  M.D.,  and 
Sidney  Gross,  M.D.,  joined  it. 

In  Brooklyn,  a service  grew  up  under  the  direction 
of  E.  Jefferson  Browder,  M.D.,  at  the  Long  Island 
College  and  Kings  County  Hospitals,  and  early  re- 
search on  the  mechanisms  of  increased  intracranial 
pressure  and  the  surgery  of  extrapyramidal  disease 
was  done  there  with  Russell  Meyers,  M.D. 

Leo  Davidoff,  M.D.,  who  was  to  play  so  prominent 
a role  in  the  founding  of  the  Einstein  Medical  College 


and  its  department  of  surgery  practiced  both  in 
Manhattan  and  Brooklyn  during  this  period  and 
made  many  contributions  to  the  surgical  and  radio- 
logic  literature. 

Fortunately,  several  neurosurgeons  such  as 
Stookey,6  Elsberg,19  Browder,20  and  later  John 
Scarff,  M.D.,  and  Pool,21  had  an  interest  in  history 
and  recorded  the  growth  of  the  specialty. 

In  Upstate  New  York  this  growth  came  more 
slowly.  Harvey  Cushing,  M.D.,  attended  the  opening 
of  the  new  University  of  Rochester  Medical  School 
in  1926  and  gave  the  first  surgical  clinic  there  on  local 
patients  whom  he  had  treated  for  acromegaly.  Two 
years  later  one  of  his  residents,  a native  of  the  area, 
William  P.  VanWragenen,  M.D.,  came  to  Rochester 
and  established  the  division  of  neurologic  surgery. 
He  became  productive  there  very  quickly  publishing 
valuable  contributions  on  the  surgery  of  pinealomas22 
and  epilepsy.28  Ward  Williams,  M.D.,  who  had  had 
some  training  with  Charles  Frazier,  M.D.,  in  Phila- 
delphia, also  practiced  there. 

In  1934,  Eldridge  Campbell,  M.D.,  a pupil  of 
Walter  Dandy,  M.D.,  went  to  the  Albany  Medical 
School,  and  Wallace  Hamby,  M.D.,  came  from  the 
Cleveland  Clinic  to  organize  a neurosurgical  service 
at  the  University  of  Buffalo.  Separated  from  their 
fellow  specialists  by  wide  distances,  these  men  car- 
ried heavy  clinical  loads  and  often  had  to  drive  to 
outlying  towns  over  poor  roads  to  consult  with  local 
physicians. 

To  overcome  this  sort  of  professional  isolation  New 
Yorkers  played  a prominent  part  in  founding  various 
neurosurgical  societies  beginning  with  the  earliest, 
the  Society  of  Neurological  Surgeons,  in  1920,  in 
which  Elsberg  was  a charter  member.  VanWagenen 
was  one  of  the  prime  movers  in  forming  the  Harvey 
Cushing  Society  in  1932  and  was  its  first  president. 
Now  the  American  Association  of  Neurological 
Surgeons,  whose  current  president  is  Lester  Mount, 
M.D.,  of  the  New  York  Neurological  Institute,  this 
has  become  the  world’s  largest  neurosurgical 
group. 

A New  York  Neurosurgical  Society  for  practi- 
tioners in  the  metropolitan  area  was  organized  early. 
In  February,  1940,  at  Hamby’s  invitation,  17  neuro- 
surgeons who  lived  within  an  overnight  train  ride  to 
Buffalo  met  there,  and  in  the  following  year  the  same 
group  were  the  guests  of  Fred  Geib,  M.D.,  who  had 
practiced  in  Rochester  since  1936.  Out  of  these 
conferences  grew  the  presently  flourishing  Interur- 
ban  Neurosurgical  Society. 

Early  in  the  1960s  Frank  Smith,  M.D.,  of  Roches- 
ter, aided  by  Tom  Mason,  M.D.,  of  Schenectady 
formed  an  Upstate  Neurosurgical  Society.  This 
proved  to  be  a popular  informal  forum  and  met  once 
or  twice  a year  in  cities  outside  the  metropolitan  area. 
Some  eight  or  nine  years  later  various  pressures  made 
it  obvious  that  a State  society  was  needed:  The 
Upstate  society  merged  with  a large  group  led  by  I. 
Melbourne  Greenberg,  M.D.,  and  Russel  Patterson, 
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M.D.,  from  New  York  City  and  its  suburbs  to  be  in- 
corporated in  1971  as  the  New  York  State  Neuro- 
surgical Society.  This  has  been  a highly  successful 
organization,  providing  scientific  meetings,  planning 
postgraduate  education,  and  assuming  a position  of 
leadership  in  socioeconomic  matters  locally  and  na- 
tionally. 

Conclusion 

While  these  changes  were  occurring  in  the  practice 
and  organization  of  the  specialty  during  the  past 
forty  years,  many  leaders  emerged  in  the  State. 
Some  have  been  mentioned  already.  Among  others 
was  Bronson  Ray,24,25  whose  work  on  the  sources  of 
intracranial  pain  and  on  hypophyseal  surgery  won 
international  acclaim.  Ecker26  of  Syracuse  pub- 
lished one  of  the  first  definitive  studies  of  cerebral 
angiography  in  English.  In  Buffalo,  Hamby27  wrote 
one  of  the  earliest  major  works  on  the  surgery  of  an- 
eurysms of  the  brain,  and  later  at  the  Neurological 
Institute  Pool  and  Potts28  led  in  devising  means  of 
managing  these  very  difficult  lesions.  Scarff29  did 
valuable  work  on  hydrocephalus  and  Bakay  and 
Lee30  on  cerebral  edema.  Echlin31  investigated  the 
mechanisms  of  cerebral  vasospasm  and  epilepsy  with 
experimental  models  still  used  widely.  With  his 
many  ingenious  techniques,  Cooper32  led  in  the 
treatment  of  extrapyramidal  disorders.  Stookey,33 
Tarlov,34  and  Campbell  et  al ,35  worked  to  improve 
peripheral  nerve  surgery,  while  King36  extended  our 
basic  knowledge  of  trigeminal  nerve  physiology. 

Many  others  in  neurosurgery  made  valuable  con- 
tributions, and  this  sort  of  leadership  continues 
among  the  almost  200  surgeons  working  in  this  field 
in  New  York  State  today. 

Division  of  Neurosurgery 
University  of  Rochester 
Rochester,  New  York  14642 
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nined.  its  use  may  be  more  convenient  in 
»atient  management.  The  treatment  of  hyper- 
ension  and  edema  is  not  static,  but  must  be 
ieevaluated  as  conditions  in  each  patient 
varrant 


* lications:  Edema:  That  associated  with  con- 
: tive  heart  failure,  cirrhosis  of  the  liver,  the 
ihrotic  syndrome:  steroid-induced  and  idio- 
I hie  edema:  edema  resistant  to  other  diuretic 
1 raPy  Mild  to  moderate  hypertension  Useful- 
i s of  the  triamterene  component  is  limited  to 
1 potassium-sparing  effect. 

1 ntraindications:  Pre-existing  elevated  serum 
assium  Hypersensitivity  to  either  compo- 
jit  Continued  use  in  progressive  renal  or 
' >atic  dysfunction  or  developing  hyperkalemia. 

rnings:  Do  not  use  dietary  potassium  supple- 
1 nts  or  potassium  salts  unless  hypokalemia 
c elops  or  dietary  potassium  intake  is  markedh 
1 >aired  Enteric-coated  potassium  salts  may 
t se  small  bowel  stenosis  with  or  without  ulcer- 
c'n-  Hyperkalemia  ( >5.4  mEq/L)  has  been 


reported  in  4%  of  patients  under  60  years,  in 
12%  of  patients  over  60  years,  and  in  less  than 
8%  of  patients  overall  Rarely,  cases  have  been 
associated  with  cardiac  irregularities.  Accord- 
ingly. check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  con- 
firmed renal  insufficiency  (e.g..  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  'Dyazide',  check  serum  potas- 
sium frequently — both  can  cause  potassium 
retention  and  sometimes  hyperkalemia.  Two 
deaths  have  been  reported  in  patients  on  such 
combined  therapy  (in  one.  recommended  dosage 
was  exceeded:  in  the  other,  serum  electrolytes 
were  not  properly  monitored).  Observe  patients 
on  'Dyazide'  regularly  for  possible  blood  dvs- 
crasias.  liver  damage  or  other  idiosyncratic 
reactions.  Blood  dyscrasias  have  been  reported 
in  patients  receiving  Dyrenium  (triamterene. 
SK,xF).  Rarely,  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thia- 
zides are  reported  to  cross  the  placental  barrier 
and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia.  thrombo- 
cytopenia. altered  carbohydrate  metabolism  and 
possibR  other  adverse  reactions  that  have  oc- 
curred in  the  adult.  When  used  during  pregnancy 
or  in  women  wfho  might  bear  children,  weigh 
potential  benefits  against  possible  hazards  to 
fetus. 

Precautions:  Do  periodic  serum  electrolyte  and 


BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may 
occur:  hyperuricemia  and  gout,  reversible  ni- 
trogen retention,  decreasing  alkali  reserve  with 
possible  metabolic  acidosis,  hyperglycemia  and 
glycosuria  (diabetic  insulin  requirements  may  be 
altered),  digitalis  intoxication  (in  hypokalemia). 
Use  cautiously  in  surgical  patients.  Concomitant 
use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect.  'Dyazide'  interferes 
with  fluorescent  measurement  of  quinidine. 
Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis: 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Necrotizing  vasculitis,  paresthesias,  icterus,  pan- 
creatitis. xanthopsia  and.  rarely,  allergic  pneu- 
monitis have  occurred  with  thiazides  alone. 
Supplied:  Bottles  of  100  capsules;  in  Single  Unit 
Packages  of  100  (intended  for  institutional  use 
only). 
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Part  I of  this  article  appeared  in  the  July,  1976,  issue 
of  the  Journal. 

Charles  Fayette  Taylor  (1827-1899)  interested 
another  group  of  public-minded  citizens,  including 
Theodore  Roosevelt,  Sr.,  the  father  of  Pres.  Theodore 
Roosevelt,  to  open  a second  public  orthopedic  insti- 
tution in  New  York  City.  This  was  the  New  York 
Dispensary,  1866.  In  1874  it  became  the  New  York 
Dispensary  and  Hospital.  It  is  known  nowadays  as 
the  New  York  Orthopaedic  Hospital  and  has  been 
affiliated  with  the  Columbia  University-Presbyterian 
Medical  Center  since  1950.  Taylor  was  its  first  chief. 
Like  James  Knight,  he  had  a strong  predilection  for 
the  making  of  braces  and  mechanical  apparatus.  An 
important  addition  to  American  orthopedics  was  his 
introduction  of  exercise  therapy,  then  being  used  in 
European  centers  and  originally  devised  by  Peter 
Henry  Ling  of  Stockholm.  Taylor’s  book  The 
Theory  and  Practice  of  the  Movement  Cure  (1861) 
was  the  first  effective  American  report  on  this 
subject.  The  method  remained  fashionable  for  a few 
decades.  Interest  then  was  meager  until  Sister 
Kenny  revived  it  for  poliomyelitis.  It  returned  after 
World  War  II  as  corrective  exercise  and  functional 
rehabilitation.  At  the  present  time  there  is  an  As- 
sociation of  Corrective  Therapists  outside  the  orga- 
nization for  physical  therapists  organized  at  the  end 
of  World  War  II. 

Establishment  of  specialty  services  and 
hospitals 

Among  Taylor’s  well-known  and  lasting  contri- 
bution to  clinical  orthopedics  was  his  long  spinal 
brace  with  shoulder  straps.  Lighter  and  far  less 
cumbersome  than  previous  apparatus,  it  is  still 
known  as  the  Taylor  brace.  This,  and  the  spinal 
braces  of  Knight  and  Joel  Ernest  Goldthwait, 
1866-1961,  with  minor  variations  are  the  spinal 
supports  most  often  used  at  this  time.  Taylor  held 
his  position  as  chief  of  service  until  1876,  when  he  was 
succeeded  by  Newton  M.  Shaffer,  1845-1928,  who 
had  been  Knight’s  assistant  when  the  Hospital  for 
the  Ruptured  and  Crippled  was  opened,  hut  went  to 
the  New  York  Orthopaedic  Hospital  shortly  after  it 
opened.  Both  Taylor  and  Albert  H.  Freiberg  of 

/{(•printed  from  the  Bulletin  of  the  New  York  Academy  of 
Medicine  52:  293  (March  April)  1976. 


Cincinnati,  1868-1940,  first  professor  of  orthopaedic 
surgery  at  its  University  Medical  School,  advocated 
prolonged  and  gradual  leverage  in  the  treatment  of 
clubfoot,  reviving  the  methods  .of  John  Ball  Brown 
with  improved  materials  rather  than  by  improved 
therapeutic  principles.  Their  method  lost  favor  for 
a time,  until  it  was  revised  by  Joseph  Hiram  Kite  at 
the  Shriner’s  Hospital  in  Decatur,  Georgia,  in  1933. 
In  1920,  the  Masonic  Order  of  the  Mystic  Shrine  had 
opened  its  first  Hospital  for  Crippled  Children  and 
soon  opened  others  throughout  the  United  States 
and  Canada,  especially  in  rural  areas.  The  first  of 
these  was  established  in  Shreveport,  Louisiana. 

As  far  as  can  be  ascertained,  St.  Luke’s  Hospital 
in  New  York  City  was  the  first  major  general  hospital 
in  the  United  States  to  establish  an  orthopedic  ser- 
vice independent  of  control  by  the  chief  of  surgery, 
the  organization  of  hospital  services  being  quite 
different  from  the  organization  of  medical  school 
departments.  The  orthopedic  service  at  St.  Luke’s 
was  established  in  1872  under  Newton  M.  Shaffer, 
who  accepted  the  responsibility  in  addition  to  his 
work  at  the  New  York  Orthopaedic  Hospital.  At 
abou„  the  same  time,  Shaffer  also  received  the  pro- 
fessorship of  orthopaedics  at  Cornell  Medical  School. 
He  was  a charter  member  and  early  president  of  the 
first  recorded  orthopedic  society  in  the  United  States, 
the  New  York  Orthopaedic  Society,  which  eventually 
became  the  section  on  orthopedic  surgery  of  the  New 
York  Academy  of  Medicine.  Shaffer  was  a charter 
member  of  the  American  Orthopaedic  Association, 
founded  in  1877,  and  its  second  president.  Shaffer 
was  succeeded  by  Russell  Hibbs,  Mather  Cleveland, 
and  David  Bosworth,  who  in  the  1940s  and  1950s  to 
a great  extent  established  the  treatment  of  bone  and 
joint  tuberculosis  by  means  of  antibiotics,  starting 
with  streptomycin.  The  current  chief  of  service  at 
St.  Luke’s,  J.  William  Fielding,  is  carrying  on  its 
tradition  of  excellence. 

Shaffer  rendered  important  service  as  chairman 
of  a special  committee  of  the  18th  International 
Medical  Congress,  held  in  Berlin  in  1890.  This 
congress  accepted  orthopedic  surgery  as  a recognized 
specialty  in  international  medicine. 

Like  Knight,  Shaffer  remained  a mechanothera- 
pist,  referring  surgical  intervention  to  the  general 
surgeons  on  his  staff.  In  the  orthopedic  literature 
of  the  nineteenth  and  early  twentieth  centuries,  ep- 
onyms  were  fashionable.  A form  of  deformity,  still 
seen  frequently  in  children  and  adults,  pes  cavus  with 
claw  toes  and  no  metatarsal  inversion  or  inversion, 
was  described  by  Shaffer  as  nondeforming  clubfoot 
and  became  known  in  print  as  Shaffer’s  foot.  It  was 
described  in  a report  which  he  published  in  the 
Medical  Record  in  1885.  Alfred  R.  Shands,  Jr. 
considered  it  Shaffer’s  most  important  clinical  con 
tribution. 

Shaffer  remained  chief  of  the  New  York  Ortho- 
paedic Dispensary  and  Hospital  until  1891,  when  h( 
retired  and  was  succeeded  by  Russell  A.  Hibbs 


1 346  New  York  State  Journal  of  Medicine/ August  1976 


1869-1932,  who  was  followed  by  Benjamin  P.  Farrell. 
In  1940,  under  the  direction  of  Alan  de  Forest  Smith, 
(1891-  ),  the  institution  became  affiliated  with 

the  Columbia-Presbyterian  Medical  Center  and,  in 
so  doing,  absorbed  the  famous  fracture  service  of  the 
Presbyterian  Hospital.  Smith  was  succeeded  by 
Frank  E.  Stinchfield  who,  at  this  writing,  is  one  of  the 
country’s  leading  stimulators  of  research  and  clinical 
advancement  in  orthopedics  and  the  first  orthopedic 
surgeon  to  become  chairman  of  the  board  of  regents 
of  the  American  College  of  Surgeons. 

In  1897,  Minnesota  opened  the  first  state-sup- 
ported  hospital  for  crippled  children  under  Arthur 
J.  Gillette.  State-supported  institutions  then  ap- 
peared in  New  York,  1900,  and  in  sparsely  populated 
Nebraska,  1905.  State  institutions  for  the  care  of  the 
orthopedically  handicapped  were  established  sub- 
sequently in  most  of  the  states  of  the  union,  chiefly 
as  repositories  for  long-term  patients  transferred 
from  statewide  general  hospitals  which  were  unable 
to  offer  continuous  care,  or  for  patients  living  in  re- 
gions in  which  no  orthopedic  surgeons  were  available. 
In  1888,  Los  Angeles  County,  California,  established 
its  county  poor  farm.  In  1932  this  became  the  Ran- 
cho Los  Amigos  Hospital  for  long-term  medical  care. 
Under  the  direction  of  Vernon  L.  Nickel,  it  has  since 
1953  become  one  of  the  leading  orthopedic  centers 
of  the  west  coast. 

In  Boston,  the  progress  of  orthopedic  surgery 
continued  with  the  high  intensity  that  it  had  shown 
in  the  days  of  John  Ball  Brown.  Edward  Hickling 
Bradford,  1848-1926,  a Harvard  graduate,  spent  two 
years  at  the  usual  orthopedic  centers  in  Europe  and 
returned  to  Boston  to  enter  general  practice.  He 
soon  became  attached  to  Buckminster  Brown  and  his 
work.  He  studied  further  under  Taylor  at  the  New 
York  Orthopaedic  Hospital.  Returning  to  Boston 
in  1876,  he  was  appointed  to  the  House  of  the  Good 
Samaritan  and  in  1880  succeeded  Brown  as  its  chief 
orthopedist.  He  also  was  admitted  immediately  to 
the  staff  of  the  Boston  City  Hospital.  Bradford,  like 
Sayre,  Knight,  Taylor,  and  their  peers,  became  a 
giant  of  American  orthopedics;  like  them,  he  was  the 
mentor  of  many  of  the  following  generation’s  lead- 
ers. 

In  addition  to  clinical  contributions,  Bradford  was 
involved  in  community  care  of  the  “crippled,”  who 
were  referred  to  later  as  the  orthopedically  handi- 
capped. In  1894  he  established  the  Boston  Indus- 
trial School  for  Crippled  and  Disabled  Children, 
which  was  later  renamed  the  Massachusetts  Hospital 
and  School  for  Crippled  Children.  He  was  among 
the  first  in  America  to  write  on  static  problems  in  the 
foot,  unexciting  but  extremely  common  orthopedic 
disabilities  affecting  the  daily  activities  of  countless 
persons.  Bradford  and  Royal  Whitman  were  among 
the  first  to  bring  these  problems  into  focus  in  the 
United  States.  In  1876,  Thomas  George  Morton  of 
Philadelphia,  1835-1923,  had  coined  the  term  “me- 
tatarsalgia,” including  its  occasional  complication, 


“Morton’s  toe,”  caused  by  pressure  on  the  digital 
nerves;  Goldthwait  later  used  the  term  “prolapsed 
metatarsal  arch.”  In  1903,  Bradford  became  the  first 
John  Ball  and  Buckminster  Brown  professor  of 
orthopaedic  surgery  at  Harvard  Medical  School;  later 
he  became  dean.  He  was  among  the  first  in  the 
United  States  to  lengthen  tendons  by  open  surgery, 
1897.  This  procedure,  like  Stromeyer’s  subcuta- 
neous tenotomy,  was  imported  from  Europe. 

Procedures  and  methods 

Nerve  suture.  Although  sporadic  attempts  at 
nerve  suture  go  far  back  in  European  surgery,  the 
general  introduction  of  this  procedure  into  surgical 
practice  dates  from  the  American  Civil  War.  Among 
its  early  proponents  was  Silas  Weir  Mitchell, 
1829-1914,  of  the  University  of  Pennsylvania  in 
Philadelphia,  a pioneer  of  neurology  and  neurosur- 
gery, whose  classic  book1  appeared  in  1872.  By  the 
1880s  nerve  suture,  especially  after  trauma,  was 
commonly  practiced  in  all  developed  medical  centers. 
De  Forest  Willard,  1846-1910,  first  professor  of  or- 
thopedic surgery  at  the  University  of  Pennsylvania, 
introduced  nerve  suture  into  orthopedics.  Until 
World  War  II  the  procedure  was  practiced  both  by 
orthopedists  and  by  neurosurgeons. 

Spinal  fusion.  Probably  the  most  original 
American  contribution  to  orthopedic  surgery  was 
that  of  Berthold  Ernest  Hadra  of  Texas,  1842-1903. 
In  a case  of  fracture-dislocation  of  the  cervical  spine 
(C  6-7)  he  performed  open  reduction,  twisting  metal 
wires  around  the  spinous  processes  to  stabilize  the 
injured  sector.  This  operation  was  performed  in 
1891  and  was  reported  in  the  Medical  Times  and 
Register  of  that  year.  Later  in  1891  Hadra  published 
in  the  Transactions  of  the  American  Orthopaedic 
Association  a longer  series  of  cases,  including  some 
instances  of  Pott’s  disease.  With  this  publication, 
the  method  was  disseminated  rapidly  throughout 
American  and  European  centers  and  became  recog- 
nized as  the  first  attempt  at  spinal  fusion.  Other 
surgeons  repeated  the  procedure,  among  them  Lange 
of  Munich,  who  tried  to  improve  it  by  using  silk,  gut, 
and  other  materials  in  place  of  wire.  Not  until 
Russell  Hibbs  designed  his  spinal  fusion  in  1911  was 
Hadra’s  basic  technique  changed.  His  procedure  of 
wiring  is  still  required  in  certain  traumatic  cases, 
especially  for  the  cervical  spine. 

In  1919,  the  Transactions  of  the  American 
Orthopaedic  Association  became  the  Journal  of 
Orthopaedic  Surgery,  later  the  Journal  of  Bone  and 
Joint  Surgery,  the  official  organ  of  the  American  and 
later  the  British  Orthopaedic  Associations.  Clinical 
Orthopaedics  was  first  issued  in  1953.  With  the 
Acta  Orthopaedica  Scandinavica,  these  represent 
the  leading  orthopedic  periodicals  of  the  late  twen- 
tieth century. 

Foot  deformities.  It  ha9  been  noted  already  that 
Bradford  of  Boston,  Shaffer  of  New  York,  and  Mor- 
ton of  Philadelphia  had  given  great  attention  to  the 
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problem  of  static  foot  pain.  At  the  turn  of  the  cen- 
tury, Royal  Whitman  of  New  York  City  became  in- 
terested in  the  problem,  and  it  formed  the  subject  of 
one  of  his  first  major  investigations.  His  studies  of 
so-called  flat  feet  led  him  to  prefer  the  term  weak 
feet.  He  distinguished  between  true  flat  feet,  usually 
a hereditary,  and  in  some  areas  a race-linked  condi- 
tion, and  pseudoflat  or  weak  feet.  These  ailments 
were  among  the  commonest  in  patients  applying  for 
outpatient  orthopedic  relief  during  the  first  half  of 
the  twentieth  century.  Whitman  designed  a special 
arch  support  which  he  considered  corrective,  rather 
than  merely  supportive.  Since  then,  many  foot 
supports  have  been  designed;  the  earlier  models  were 
the  work  of  orthopedic  surgeons. 

Whitman  extended  his  interest  to  deformities  of 
the  feet  in  poliomyelitis.  These  cases  were  numerous 
at  the  end  of  the  nineteenth  and  first  half  of  the 
twentieth  century.  In  1901  he  devised  the  operation 
of  astragalectomy,  entire  removal  of  the  talus,  the 
foot  being  thrust  posteriorly  between  the  malleoli. 
He  recommended  this  procedure  only  for  certain 
types  of  deformity,  such  as  calcaneovalgus.  It  re- 
mained a leading  technique  for  several  decades  and 
was  often  used  in  other  types  of  deformity  or  trauma 
of  the  foot.  In  1913,  G.  G.  Davis  of  Philadelphia 
devised  subtalar  fusion,  which  quickly  became 
competitive  with  Whitman’s  astragalectomy.  The 
fusion  operation  has  been  modified,  with  and  without 
improvement,  by  Michael  Hoke  of  Atlanta,  Edwin 
W.  Ryerson  of  Chicago,  and  others,  and  has  led  to 
triple  arthrodesis  of  the  talus.  As  poliomyelitis  re- 
ceded in  the  United  States  these  procedures  became 
less  noteworthy. 

Tendon  surgery.  During  a span  of  approxi- 
mately fifty  years  an  important  part  of  orthopedic 
surgery  was  the  elongation  and  transplantation  of 
tendons.  This  was  largely  an  importation  from  Italy 
and  Germany.  Although  the  method  had  been  tried 
sporadically  in  the  United  States  almost  immediately 
after  its  introduction  by  Karl  Nicoladoni,  a native  of 
Innsbruck  in  the  Austrian  Tyrol,  in  1880,  the  basic 
technique  which  is  now  in  use  was  introduced  into  the 
United  States  by  Parrish  of  New  York  City  in  1892. 
It  soon  became  popular.  Goldthwait  was  using  it  in 
Boston  by  1895  in  transplanting  hamstring  tendons 
for  paralysis  of  the  quadriceps  muscles,  a common 
disability  in  poliomyelitis.  Milikan  was  using  tendon 
transplants  at  the  same  time.  These  three  men  may 
be  said  to  have  introduced  tendon  transplantation 
into  the  United  States  in  the  late  1890s  and  early 
1900s.  Painter  continued  to  spark  Boston’s  interest. 
By  1917,  Samuel  Kleinberg  of  the  Hospital  for 
Ruptured  and  Crippled  in  New  York  City,  was  able 
to  report  23  cases  of  successful  transplantation  of  the 
biceps. 

One  of  the  causes  of  failure  in  surgery  of  the  ten- 
dons, probably  the  chief  cause,  was  postoperative 
adhesions  of  gliding  surfaces.  To  some  extent,  Co- 
divilla in  Italy  had  solved  this  problem  by  retaining 


the  sheaths  of  the  inactive  tendons  and  passing  the 
transplanted  tendon  through  them.  Leo  Mayer,  who 
had  been  working  in  Germany,  brought  this  method 
to  the  United  States  in  1917.  On  his  return  to  New 
York  he  joined  the  staff  of  Fred  H.  Albee,  1870-1945, 
at  the  Postgraduate  Hospital,  later  merged  into  New 
York  University-Bellevue  Medical  Center;  soon  af- 
terward he  worked  at  the  Hospital  for  Joint  Diseases, 
founded  by  Henry  Frauenthal  in  1907.  He  imme- 
diately published  in  Surgery,  Gynecology  and  Ob- 
stetrics a series  of  three  articles  on  the  new  method 
of  using  tendon  sheaths  to  preserve  the  gliding  sur- 
faces and  quickly  revitalized  interest  in  tendon  sur- 
gery. 

In  1911  D.  Lewis  and  C.  B.  Davis  introduced  the 
use  of  fascia  as  a substitute  for  tendon;  it  also  could 
be  used  to  reinforce  tendons  or  to  lengthen  them. 
This  method,  too,  was  a German  importation  and  is 
credited  mainly  to  Erich  Lexer.  Where  sheaths  were 
not  available  or  were  unusable  to  preserve  the  gliding 
surfaces  of  tendons,  other  substances  were  sought. 
In  1901  Williams  of  Colorado  first  tried  egg  mem- 
branes. Leo  Mayer  and  Nicholas  Ransohoff  tried 
celloidin  in  the  1930s.  The  problem  of  poliomyelitis 
contractures  of  the  hip  joint  drew  much  attention 
during  this  period,  and  a number  of  ingenious  types 
of  muscle  and  tendon  transplantation  were  devised 
by  Frank  R.  Ober  in  Boston,  Willis  C.  Campbell  in 
Memphis,  and  Lewis  Clark  Wagner  and  Peter  Cyrus 
Rizzo  in  New  York  City. 

Of  the  vast  number  of  transplantation  methods 
devised,  modified,  and  forgotten  during  this  half 
century,  transplantation  of  the  femoral  biceps,  with 
or  without  the  medial  hamstrings,  remained  one  of 
the  commonest  until  poliomyelitis  was  reduced  to  a 
low  level  of  incidence  by  the  introduction  of  the  Salk 
and  Sabin  vaccines  in  1954  and  1960,  respectively. 
This  solution  of  one  of  the  most  serious  problems  in 
orthopedics  was  an  American  contribution.  After 
this  period,  the  problems  of  tendon  transplantation 
and  tendon  surgery  were  almost  entirely  in  the  do- 
main of  hand  surgeons. 

Hand  surgery.  Injuries  to  the  hand  sufferec 
relative  neglect.  This  was  true  for  several  social  anc 
professional  reasons.  These  lesions  were  far  less 
dramatic  than  the  more  extensive  injuries  of  th< 
larger  bones  and  joints,  civil  or  military.  In  earlie 
years  there  was  no  mass  population  of  factor 
workers  whose  livelihood  depended  on  digital  agility 
In  the  United  States  serious  concern  started  witl 
Allan  B.  Kanavel  of  Chicago,  1874-1938.  His  bool 
Infections  of  the  Hand  (1933)  was  a classic  of  surgics 
and  orthopedic  literature.  The  work  was  continue' 
by  Sumner  L.  Koch  and  M.  L.  Mason  and  led  to  th 
massive  contribution  by  Sterling  Bunnell  of  Sa 
Francisco,  1882-1957.  The  first  edition  of  Bunnell 
Surgery  of  the  Hand  appeared  in  1944  after  tw 
decades  of  study  and  preliminary  publication; 
became  the  bible  of  hand  surgery.  Before  chem< 
therapy,  the  only  disease  of  the  hand  that  attracte 
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much  attention  was  infection,  which  might  lead  to 
amputation  of  a limb  or  to  death  from  septicemia. 
During  World  War  II  studies  by  the  U.S.  Army 
Medical  Corps  showed  that  some  of  the  worst  surgical 
results  were  those  obtained  in  injuries  of  the  hand. 
The  surgeon  general,  European  Theater  of  Opera- 
tions, ordered  that  such  injuries  be  segregated  and 
assigned  to  a single  orthopedist,  if  one  was  available, 
or  to  a general  or  plastic  surgeon.  Within  a month 
the  difference  in  results  was  apparent.  Bunnell’s 
book  furthered  this  trend.  These  influences  stim- 
ulated the  development  of  surgery  of  the  hand  as  a 
recognized  subspecialty,  which  has  its  own  society 
that  meets  annually  as  part  of  the  convention  of  the 
American  Academy  of  Orthopedic  Sui'gery. 

Vertebral  deformities.  On  January  9,  1911, 
Hibbs  performed  an  operation  designed  to  fuse  and 
thereby  stabilize  a section  of  the  vertebral  column  in 
a patient  who  had  Pott’s  disease.  He  overlapped  the 
spinous  processes  and  removed  cartilaginous  surfaces 
from  the  intervetebral  joints.  In  the  same  year  he 
described  the  operation  and  suggested  its  use  for 
scoliosis.  A report  which  he  published  in  1914  in- 
cluded cases  of  both  Pott’s  disease  and  scoliosis.  In 
1911,  Albee,  knowing  of  Hibb’s  operation,  attempted 
to  fuse  a spinal  sector  by  use  of  his  popular  bone- 
grafts  technique,  which  employed  grafts  of  the  tibial 
cortex.  Partly  because  of  Albee’s  worldwide  repu- 
tation for  bone  grafting,  the  two  procedures  ran 
parallel  for  about  a decade,  but  the  Albee  operation 
eventually  gave  way  to  Hibbs’  technique  and  its  later 
modifications.  Between  Hadra’s  concept  of  stabi- 
lizing the  spine  by  means  of  wires  and  Hibb’s  fusion 
method,  control  of  spinal  deformity  came  to  be  an- 
other of  America’s  major  contributions  to  orthopedic 
surgery. 

Poliomyelitis  scoliosis  was  one  of  the  most  tragic 
and  difficult  problems  in  the  realm  of  orthopedics. 
During  the  1930s,  Charles  Le  Roy  Lowman  of  Los 
Angeles  attempted  to  control  the  deformity  by 
transplantation  of  fascial  strips  to  stabilize  the  ver- 
tebral column.  Although  this  procedure  did  not 
prove  markedly  successful,  it  started  an  original 
American  interest  in  the  use  of  fascia  as  adjuvants  in 
the  surgery  of  muscles  and  tendons.  As  time  passed, 
Hibbs,  as  well  as  Frank  R.  Ober  and  Samuel 
Kleinberg,  strong  advocates  of  the  Hibbs  spinal  fu- 
sion, found  less  urgency  for  the  operation  and  con- 
fined its  use  to  cases  in  which  the  scoliosis  was  pro- 
gressing rapidly.  John  Cobb  of  the  Hospital  for 
Special  Surgery,  after  studying  more  than  2,000  cases 
of  scoliosis,  reported  definitively  in  1943  that  in  the 
great  majority  of  cases  the  disability  showed  little  or 
no  tendency  to  advance,  hence  fusion  was  not  needed. 
Cobb’s  studies  were  based  on  a system  of  measure- 
ment which  had  been  suggested  to  him  by  Robert  K. 
Lippmann  of  The  Mount  Sinai  Hospital  of  New 
York. 

From  1911  to  the  1940s  Knight’s  spinal  brace, 
1884,  and  Taylor’s  brace,  1899,  were  the  supports 
most  often  used  for  scoliosis.  In  1946  Walter  P. 


Blount  of  Milwaukee  and  his  associate  Albert  C. 
Schmitt  devised  the  first  innovative  change  in  the 
treatment  of  scoliosis  since  the  work  of  Hibbs. 
Blount  and  Schmitt  used  a form-fitting  brace  with 
overhead  traction.  This  device,  known  as  the  halo 
brace  or  Milwaukee  brace,  was  intended  to  be  worn 
day  and  night.  It  was,  of  course,  an  advance  on  the 
jury  masts  of  the  eighteenth  century  and  it  began  a 
new  era  in  the  treatment  of  scoliosis.  The  halo  brace 
could  be  used  preoperatively  and  postoperatively 
when  spinal  fusion  was  indicated.  This  system  was 
continued  and  improved  by  Blount’s  successor,  John 
H.  Moe.  While  it  was  being  developed  in  Milwaukee, 
Paul  R.  Harrington  of  Houston,  Texas,  during  the 
1950s  and  early  1960s  was  developing  a metal  rod- 
and-screw  device  to  be  inserted  along  the  spinal 
column  and  elongated  repeatedly  to  correct  the 
scoliosis  mechanically.  Both  systems  are  now  at  the 
focus  of  studies  on  scoliosis. 

Back  pain  treatment.  Low-back  pain,  with  or 
without  sciatica,  has  plagued  the  human  race  since 
the  beginning  of  history  or  earlier.  During  the 
nineteenth  century  more  commercial  advertising  was 
devoted  to  cures  for  lumbago  or  sciatica  than  to  any 
subject  other  than  impotence.  The  first  truly  sur- 
gical approach  to  severe  disabling  backache  and 
sciatic  syndrome  was  made  when  Marius  Nygaard 
Smith-Petersen  of  Harvard  in  1921  accepted  the 
then-controversial  hypothesis  that  the  sacroiliac 
joints  are  involved.  In  1921  he  proposed  fusion  of  the 
sacroiliac  joint.  This  procedure  was  soon  accepted 
by  Willis  C.  Campbell  of  Memphis  and  by  John  W. 
Ghormley  of  the  Mayo  Clinic.  The  operation  was  in 
high  vogue  for  a decade,  until  in  the  early  1930s  Isi- 
dore Zadek  noticed  during  his  ward  rounds  at  the 
Hospital  for  Joint  Diseases  that  relief  from  pain  was 
often  almost  immediate  after  surgery,  even  though 
it  might  prove  transient.  He  then  hypothesized  that 
the  relief  might  have  been  derived  not  from  fusion, 
but  from  the  release  of  tight  muscles.  This  sugges- 
tion was  followed  by  a short  period  during  which 
muscle-releasing  procedures  were  in  vogue. 

Disk  problems.  In  1911,  Joel  E.  Goldthwait  of 
Boston  and  George  S.  Middleton  and  John  H. 
Teacher  of  Glasgow  had  described  independently  the 
pathology  of  posterior  herniation  of  disks  into  the 
spinal  canal.  This  had  been  described  previously  by 
Rudolf  Virchow,  Theodor  Kocher,  and  others  on  the 
basis  of  autopsy  findings  alone,  but  had  not  been 
correlated  with  clinical  symptoms  until  the  studies 
that  have  just  been  mentioned.  Goldthwait’s  con- 
tribution was  part  of  his  intensive  study  of  static  le- 
sions of  the  lumbosacral  spine.  Finally,  in  1934, 
came  the  classic  paper  by  the  neurosurgeon  William 
J.  Mixter  and  the  orthopedic  surgeon  Joseph  S.  Barr, 
both  of  the  Harvard  Medical  School  and  the  Mas- 
sachusetts General  Hospital,  on  surgical  extirpation 
of  herniated  disks.  This  contribution  transformed 
the  entire  subject  of  lumbago  and  sciatica.  Earlier 
optimism  having  somewhat  faded  with  long-term 
follow-up,  diskectomy  is  now  reserved  for  the  more 
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persistently  disabling  cases.  Another  solution  to  the 
disk  problem,  chemonucleosis,  was  introduced  by 
Lyman  Smith  of  Elgin,  Illinois.  This  procedure 
consists  of  the  direct  injection  of  a substance  in- 
tended to  reduce  the  size  of  the  projecting  nucleus 
pulposus.  The  controversial  method  is  now  under 
study.  The  entire  subject  of  spinal  fusion  and  sur- 
gery of  disks  originated  in  the  United  States;  it  has 
benefited  from  work  done  in  other  countries,  espe- 
cially Japan,  and  by  A.  R.  Hodgson  of  Hong  Kong. 

Use  of  alloys.  The  treatment  of  fracture  of  the 
long  bones,  a combination  of  traction  and  plaster  of 
Paris  immobilization,  remained  standard  through  the 
early  decades  of  the  twentieth  century  until  the  in- 
troduction of  fixation  by  metal  bone  plates  and 
screws.  This  method  probably  originated  in  Belgium 
and  then  was  widely  popularized  by  the  British.  It 
was  introduced  into  the  United  States  by  several 
surgeons,  most  effectively  by  W.  0.  Sherman  of  San 
Francisco,  1912.  However,  the  high  incidence  of 
postoperative  infection  and  of  loosened  screws  made 
the  procedure  risky  and  most  surgeons  continued  to 
prefer  the  safer  nonoperative  approach.  To  a great 
extent  this  was  changed  in  1938,  when  John  Manning 
Venable  and  Walter  G.  Stuck  of  Texas  introduced 
the  nonelectrolytic  metal  vitallium,  an  alloy  of  cobalt, 
chromium,  and  molybdenum.  The  material  was  not 
new;  studies  of  the  electrical  potential  of  metals  in 
human  tissues  had  been  in  progress  since  at  least 
1908.  The  application  to  skeletal  surgery  was  the 
catalyst  which  caused  a major  change  not  only  in  the 
surgery  of  fracture  but  also  in  arthroplasty.  This 
preceded  World  War  II  by  a few  years.  By  that  time 
steel  manufacturers  had  developed  the  ferrous  alloy 
18-8SMO,  which  was  said  to  have  the  same  non- 
electric property  as  vitallium.  The  Anglo-American 
forces  of  World  War  II  used  these  materials  inter- 
changeably for  the  fixation  of  fractures  until 
wounded  German  prisoners  were  received  from  their 
hospitals  with  intramedullary  nails  devised  by  the 
Austrian  Gerhard  Kiintscher.  On  their  return  from 
Europe,  American  orthopedic  surgeons  quickly  in- 
troduced this  method  into  practice. 

Treatment  of  infections 

Until  the  advent  of  chemotherapy  and  antibiotics, 
the  chief  problem  in  open  fractures,  whether  primary 
or  surgical,  was  infection.  The  incidence  of  os- 
teomyelitis had  been  80  per  cent  in  World  War  I and 
was  reduced  to  25  per  cent  in  World  War  II. 

The  period  of  World  War  I witnessed  the  first  se- 
rious attempt  since  the  sixteenth  century  to  avoid 
infection  in  open  fractures.  Alexis  Carrel  and  Henry 
D.  Dakin  tried  repeated  irrigation  of  the  wound  with 
special  antiseptic  solutions.  Then  Winnott  Orr  of 
Lincoln,  Nebraska,  1877-1957,  serving  with  the 
American  Expeditionary  Force  (AEF)  in  France, 
noted  that  the  wounds  of  French  fracture  patients, 
dressed  much  less  often  than  those  in  Anglo-Ameri- 
can hospitals,  seemed  to  heal  better,  in  spite  of  soiled 


and  maggoty  dressings.  With  this  observation  began 
the  period  of  the  Orr  treatment  of  osteomyelitis, 
traumatic  or  hematogenous,  carried  on  in  the  United 
States  for  several  decades  until  the  introduction  of 
chemotherapy.  The  method  consisted  of  thorough 
debridement  of  the  wound  and  wide  saucerization  of 
infected  bone.  The  wound  was  then  packed  with 
vaseline  gauze,  later  fine-mesh  gauze  was  used 
without  vaseline,  and  the  limb  was  kept  in  plaster 
until  it  stank  beyond  tolerance.  Then  the  wound  was 
dressed  again  in  the  same  way  and  replaced  in  plas- 
ter. This  continued  until  the  wound  had  granulated 
from  the  bottom  up.  This  method  had  been  used  by 
Pirogoff  in  the  Russian  wars  of  the  1850s  but  had 
been  forgotten.  With  the  surgical  experiences  gained 
in  the  subsequent  seventy  years,  wide  debridement 
and  extensive  saucerization  became  feasible  and 
Orr’s  treatment  became  the  American  choice. 

A rather  bizarre  and  almost  incredible  by-product 
of  Orr’s  method  must  now  be  mentioned.  Walter  S. 
Baer  of  the  Johns  Hopkins  Hospital  in  Baltimore, 
had  been  interested  in  the  methods  used  by  the 
French  army  for  the  treatment  of  wounded  ex- 
tremities. He  was  impressed  especially  by  the  ap- 
parent therapeutic  quality  of  the  maggots.  After 
World  War  I he  cultivated  maggots  and  applied  them 
to  debrided  wounds  in  osteomyelitis.  In  cases  of 
fracture  this  was  done  through  a window  cut  in  the 
plaster  cast.  At  the  Hospital  for  Joint  Diseases  in 
New  York  City  a special  laboratory  was  maintained 
for  the  cultivation  of  maggots.  The  vogue  lasted  for 
a few  years  in  both  institutions. 

Fracture  care  and  repair 

With  the  rapid  development  of  mechanical  in- 
dustry and  rapid  transportation  after  World  War  I, 
fractures  began  to  assume  proportions  in  civil  life 
heretofore  known  only  on  the  battlefield.  In  1917, 
Charles  Locke  Scudder  of  Boston  established  at  the 
Massachusetts  General  Hospital  the  first  hospital 
service  organized  specifically  for  the  treatment  of 
fractures.  Although  resisted  by  general  surgeons  and 
general  practitioners,  the  idea  spread  rapidly  through 
the  major  hospitals  of  the  United  States.  In  large 
institutions  these  departments  remained  separate 
from  departments  of  general  surgery  and  orthopedics 
in  the  interwar  period,  but,  with  few  exceptions,  the) 
were  merged  with  orthopedic  services  after  Work 
War  II.  The  long  duration  of  this  organizations 
problem,  1917-1947,  was  due  to  medical  staff  politics 
economics,  and  personal  vendettas.  It  also  was  th( 
period  of  formation  of  American  specialty  boards 
The  American  Board  of  Orthopedic  Surgery  wa: 
founded  in  1934.  In  the  military  services  durini 
World  War  II  and  thereafter  under  workmen’ 
compensation  boards,  fractures  were  allocated  offi 
dally  to  orthopedic  surgeons  when  such  men  wer 
available. 

In  1922  a conference  led  by  Scudder  at  the  Mas 
sachusetts  General  Hospital  issued  an  Outline  ofth 
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Treatment  of  Fractures;  this  became  the  official 
manual  of  the  American  College  of  Surgeons. 
Shortly  thereafter  a national  committee  on  fractures, 
and  regional  subcommittees,  was  established  by  the 
college;  later  it  became  the  committee  on  trauma. 

A startling  American  development  was  the  hanging 
cast  devised  by  Gene  D.  Caldwell  of  Shreveport, 
Louisiana,  1933.  This  device  replaced  the  cumber- 
some age-old  plaster  spica  in  the  treatment  of  frac- 
ture of  the  humerus.  Its  wide  acceptance  was  due  to 
its  usefulness  in  the  transportation  of  wounded  sol- 
diers. 

In  the  late  1930s  the  sulfonamides  were  introduced 
into  surgery.  Followed  by  the  antibiotics  in  the 
1940s,  these  drugs  greatly  influenced  surgical  judg- 
ment and  produced  a liberation  of  methods  in  or- 
thopedics as  in  almost  all  other  branches  of  clinical 
practice.  During  the  sulfonamide  period,  drugs  were 
used  not  only  orally  but  topically  in  orthopedics;  this 
was  due  to  the  studies  of  J.  Albert  Key  of  St.  Louis 
and  W.  C.  Campbell  of  Memphis  and  the  army  or- 
thopedic surgeon  at  Ft.  Monmouth,  New  Jersey.  As 
a topical  application,  sulfonamide  became  the 
memorable  “stardust”  of  the  Anglo-American  armies 
of  World  War  II.  With  the  defense  against  fatal 
septicemia  afforded  by  chemotherapy  and  antibiot- 
ics, bolder  skeletal  surgery  became  possible. 

During  World  War  I,  Joseph  Blake  and  Eugene 
Poole,  working  with  the  American  Expeditionary 
Force,  introduced  the  principle  of  secondary  or  de- 
layed suture.  This  was  directly  opposed  to  the  Orr 
treatment.  The  reports  of  Blake  and  Poole  were 
buried  in  the  official  medical  history  of  the  war  and 
were  forgotten.  In  1943,  American  orthopedic  sur- 
geons in  North  Africa  began  the  plating  of  open 
fractures  and,  under  cover  of  topical  sulfonamide  and 
later  penicillin,  began  to  practice  delayed  primary 
suture.  After  the  war  this  was  continued  in  civilian 
practice  until  the  acceptance  of  the  intramedullary 
nail. 

In  the  1880s,  Joseph  Ransohoff  of  Cincinnati, 
1853-1921,  had  designed  ice  tongs  for  skeletal  trac- 
tion in  fractures  and  for  other  purposes,  but  these 
were  discarded  in  favor  of  the  more  efficient  Stein- 
mann  pin. 

During  most  of  World  War  II  the  surgeon  general 
of  the  U.S.  Army  was  Maj.  Gen.  Norman  T.  Kirk. 
He  was  a professional  medical  officer  who  had  done 
excellent  work  on  surgical  amputation  and  subse- 
quent rehabilitation.  At  the  Walter  Reed  Hospital 
in  Washington,  D.C.,  he  established  the  first  military 
orthopedic  service  in  the  United  States.  Among  his 
notable  methods  was  that  of  early  “pegleg”  ambu- 
lation after  amputation  of  the  leg. 

During  a short  but  active  period,  a system  of  ex- 
ternal fixation  was  used.  It  was  introduced  for  the 
treatment  of  fracture  by  Roger  Anderson,  1932,  0 
Stader,  1937,  and  H.  H.  Haynes,  1939.  Anderson’s 
apparatus,  the  first  to  appear,  was  used  widely;  it  was 
popularized  by  Philip  D.  Wilson,  Sr.  Wilson  took 


the  device  with  him  to  England  with  his  American 
orthopedic  unit  before  entry  of  the  United  States  into 
World  War  II.  Except  by  its  originators  and  a few 
of  their  associates,  the  use  of  external  fixation  for 
fractures  was  soon  discontinued  almost  entirely.  It 
is  still  employed  in  dental  and  maxillofacial  sur- 
gery. 

Hip  fracture 

Until  the  early  twentieth  century,  the  treatment 
of  fracture  of  the  femoral  neck,  colloquially  referred 
to  as  fracture  of  the  hip,  was  considered  futile.  In  the 
mid-nineteenth  century,  Astley  Cooper,  the  English 
master  surgeon,  was  of  that  opinion.  He  recom- 
mended bed  rest  until  acute  pain  subsided  and  then 
return  to  ambulation  with  a walking  stick  as  toler- 
ated. No  important  attempt  to  treat  this  severe 
disability  was  offered  until  1902,  when  Royal  Whit- 
man manipulated  the  reduction  of  the  fragments 
under  x-ray  control,  and  applied  a long  leg-spica  cast. 
Subsequent  nursing  care  included  exercise  of  the  free 
limbs  and  frequent  turning  of  the  patient  in  bed  to 
avoid  hypostatic  pneumonia.  For  the  surviving 
failures  of  this  method,  patients  whose  fractures 
failed  to  unite,  Whitman  devised  his  first  recon- 
struction operation  of  the  hip,  1921.  He  removed  the 
necrotic  femoral  head,  transposed  the  trochanter 
distally,  and  placed  the  remainder  of  the  femoral 
neck  in  the  acetabulum.  This  operation,  also  used 
later  for  arthritic  degeneration  of  the  femoral  head, 
modified  by  Paul  C.  Colonna,  Samuel  Kleinberg, 
Elliot  G.  Brackett,  and  others,  was  used  until  the 
invention  of  internal  fixation. 

In  1850,  Bernard  R.  K.  von  Langenbeck  had  at- 
tempted to  fix  fractures  of  the  femoral  neck  by  in- 
serting a nail  through  the  trochanter.  For  seventy 
years  others  had  repeated  this  procedure,  using  nails, 
screws,  ivory  pegs,  and  bone  rods  of  various  kinds. 
All  failed.  To  a large  extent  the  problem  of  the 
fixation  of  fractured  hips  was  solved  when  Marius 
Nygaard  Smith-Petersen,  1886-1953,  of  the  Massa- 
chusetts General  Hospital  recognized  that  the  failure 
had  been  caused  by  rotation  of  the  femoral  head 
around  a single  surface.  He  designed  a three-flanged 
nail  which  prevented  such  rotation.  The  Smith- 
Petersen  nail  was  introduced  in  1925,  and  soon 
gained  universal  acceptance.  Austin  Moore  modi- 
fied the  procedure  by  using  multiple  thin  screws, 

1934,  as  did  David  Telson  and  Nicholas  Ransohoff, 

1935,  at  the  Hospital  for  Joint  Diseases.  Smith- 
Petersen  first  inserted  his  nail  under  direct  vision  by 
open  exposure  of  the  hip.  In  1932  he  demonstrated 
his  method  to  his  friend  and  colleague  Johannson  of 
Stockholm,  who  suggested  the  closed  insertion  of  the 
nail  under  the  guidance  of  x-ray  equipment  brought 
into  the  operating  room.  Independently,  and  in  the 
same  year,  H.  H.  Westcott  of  Roanoke,  Virginia,  in- 
vented the  same  x-ray  control  of  blind  nailing  for 
fractured  hips. 

This  method  became  standard  practice  almost 
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immediately.  Most  fractured  hips  healed  when 
properly  nailed  or  held  by  screws.  Successful  union, 
however,  did  not  prevent  subsequent  avascular  ne- 
crosis of  the  femoral  head.  When  this  occurred  to 
the  point  of  painful  disability,  Whitman’s  recon- 
struction operation,  or  one  of  its  several  modifica- 
tions, had  long  been  used  to  provide  at  least  a modi- 
cum of  stability.  At  about  this  time  Robert  K. 
Lippmann  of  The  Mount  Sinai  Hospital  in  New  York 
City  introduced  a screw-bolt  designed  for  both  fixa- 
tion and  impaction  of  the  fracture  surfaces. 

It  was  apparent  early  that  the  Smith-Petersen  nail 
and  its  variants  were  effective  in  fractures  of  the 
femoral  neck  but  would  not  hold  the  equally  serious  ; 
intertrochanteric  fracture  of  the  hip.  In  1937,  i 
Lawson  Thornton  of  Atlanta  attached  a bone  plate  < 
to  a Smith-Petersen  nail  and  fastened  the  plate  to  the 
adjacent  femoral  shaft.  This  device  held  the  frac- 
ture. It  was  soon  followed  by  other  blade  plates  for 
intertrochanteric  fractures  designed  by  Blount, 
Newfeld,  Austin  Moore,  Jewett,  McLaughlin,  and 
others. 

Despite  these  innovations,  avascular  necrosis  of  the 
femoral  head  continued  to  be  the  major  unsolved  i 
problem  in  fractures  of  the  hip;  80  per  cent  of  the  < 
fractures  healed  but  50  per  cent  of  these  developed 
avascular  necrosis.  Undisplaced  fractures  healed  i 
with  much  less  subsequent  avascular  necrosis.  In  the 
1960s  this  figure  was  revised  upward  by  a British 
orthopedic  surgeon  who  advocated  statistical  dif-  ] 
ferentiation  between  displaced  and  undisplaced  < 
fractures  of  the  hip.  When  undisplaced  fractures  < 
were  counted  as  a group,  the  failure  rate  dropped  < 
below  50  per  cent.  s 

In  1925,  Smith-Petersen  attempted  cup  arthro-  1 
plasty  for  avascular  necrosis  occurring  after  fracture  i 
of  the  hip  and  for  degenerative  osteoarthrosis.  He  i 
reshaped  the  femoral  head  and  covered  it  with  an  s 
impermeable  material.  His  final  choice  for  this  < 
purpose  was  vitallium.  1 

In  1919,  a rubber  mold  had  been  tried  in  an  at-  t 
tempt  to  replace  the  degenerated  femoral  head.  This 
French  innovation  was  introduced  by  Delbet  and  his 
confreres.  Although  it  failed,  as  did  trials  with  other 
materials,  this  marked  the  introduction  of  en-  1 
doprostheses.  In  1943,  Austin  T.  Moore  and  Harold  s 
R.  Bohlman  of  South  Carolina,  using  nonelectrolytic  \ 
vitallium,  devised  an  endoprosthesis  equipped  with  t 
an  intramedullary  stem  to  replace  the  upper  half  of  1 
a resected  femur.  The  result  obtained  in  their  first  1 
case  was  reasonably  good  and  inspired  additional  ( 
attempts  to  replace  the  femoral  head.  Soon  after  j 
World  War  II  an  acrylic  endoprosthesis  developed  i 
by  the  Judet  brothers  of  Paris  became  extremely  j 
popular  in  the  United  States.  In  this  prosthesis  the  \ 
stem  of  the  head  passes  through  the  trochanter.  c 

This  method  did  not  prove  successful  in  the  long  run.  r 

It  aroused  the  enthusiasm  of  the  MacAuslands  of  i 
Boston  and  others  and  was  questioned  by  Philip  1 

Wilson,  Sr.  It  soon  gave  way  to  the  stem  type  used  \ 
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by  Moore  and  Bohlman.  Of  many  designs  then  of- 
fered—-at  one  meeting  of  the  American  Academy  of 
Orthopaedic  Surgeons  57  designs  were  exhibited — 
that  of  Frederick  R.  Thompson  of  St.  Luke’s  Hospi- 
tal, New  York  City,  later  modified  by  Moore,  re- 
mained the  standard  endoprosthesis  for  replacement 
of  the  hip.  By  1953  a committee  of  the  American 
Academy  of  Orthopaedic  Surgeons  reported  6,156 
cases  in  which  this  treatment  had  been  used  and  the 
Thompson-Moore  prosthesis  became  the  prescribed 
procedure  in  orthopedic  surgery. 

The  concept  of  arthroplasty  started  with  John 
Rhea  Barton  of  Pennsylvania,  but  the  technique 
procedure  was  developed  chiefly  by  Italian  and 
German  orthopedic  surgeons.  John  B.  Murphy  of 
Chicago  is  recognized  as  the  first  to  cover  the  recon- 
structed articular  surface  with  interposition  material 
to  prevent  refusion.  H.  Helferich  in  Germany  had 
tried  a pedicle  flap  and  Murphy  tried  layers  of  fatty 
fascia  from  1902  to  1914.  In  1909  William  S.  Baer  of 
Baltimore  came  to  share  the  widespread  interest  in 
interposition  arthroplasty.  During  the  1920s  and 
1930s  this  subject  became  fashionable  in  American 
orthopedic  surgery,  but  the  results  were  less  suc- 
cessful than  the  prevalent  optimism  suggested. 
Endoprosthesis,  originally  used  in  the  hip,  was  later 
applied  to  other  joints. 

Early  in  the  1960s  John  Charnley  of  Manchester, 
England,  introduced  total  endoprosthesis,  using 
metals  and  acrylics  on  both  articular  surface  and 
acrylic  cement  to  hold  the  prostheses  to  bone.  The 
cements  were  intended  to  fasten  the  endoprosthetic 
elements  to  prevent  rotation,  loosening,  and  ab- 
sorption of  bone.  At  this  writing,  total  prosthesis  for 
the  restoration  of  joints  is  the  topic  of  most  active 
interest  in  the  world  of  orthopedics.  Charnley’s 
method  was  introduced  into  the  United  States  almost 
simultaneously  by  Frank  Stinchfield  of  the  New  York 
Orthopedic  Hospital  and  Robert  Lee  Patterson  of  the 
Hospital  for  Special  Surgery.  At  the  latter  institu- 
tion it  was  carried  on  by  Philip  D.  Wilson,  Jr. 

Bone  grafting 

Although  sporadic  attempts  at  bone  grafting  date 
back  to  England,  France,  and  the  Netherlands  of  the 
seventeenth  century,  as  an  effective  procedure  of 
wide  application  the  method  started  with  Frederick 
Albee,  1876-1945,  of  the  Postgraduate  School  of 
Medicine  in  New  York.  Albee  used  autogenous 
bone,  carefully  measured  and  taken  from  the  cortex 
of  a long  bone,  usually  the  tibia,  inserting  it  into  a 
prepared  cancellous  bed  at  the  site  of  nonunion  or 
into  some  other  area  if  this  was  necessary  as  a sup- 
plement in  fusion  operations.  He  referred  to  the 
work  of  Sir  William  MacEwen  of  Glasgow,  who  fre- 
quently used  bone  chips  obtained  at  osteotomies  for 
rachitic  bowleg.  The  fragments  were  employed  for 
maintaining  correction  and  reparative  osteogenesis. 
He  also  mentioned  Louis  Xavier  Ollier  of  France, 
who  also  had  tried  the  method.  Albee  devised  the 
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first  electric  bone  saw  which  could  be  sterilized,  and 
he  vastly  improved  the  accuracy  of  “bone-graft  car- 
pentry.” He  also  suggested  that  inlay  grafts  be  fitted 
firmly  instead  of  merely  being  placed  over  or  between 
bony  surfaces.  Albee  was  a widely  traveled  surgeon 
and  frequent  speaker;  this  may  have  aided  accep- 
tance of  the  Albee  graft.  His  textbook,  Bone  Graft 
Surgery,  1915,  was  a principal  source  of  reference  for 
several  decades.  The  use  of  cortical  grafts  continued 
until  the  introduction  of  cancellous  grafts  by  Le  Roy 
Abbot,  J.  B.  Saunders,  and  F.  C.  Bost  in  1942. 

Bone  lengthening 

Bone  lengthening,  a procedure  frequently  at- 
tempted after  the  great  poliomyelitis  epidemics  of 
the  early  twentieth  century,  was  imported  from  Italy 
in  1908  by  Paul  B.  Magnusson,  then  of  the  University 
of  Pennsylvania,  and  in  1912  by  Albert  H.  Freiberg 
of  Cincinnati.  The  method  consisted  of  osteotomy 
followed  by  prolonged  traction.  The  frequent  fail- 
ures were  due  to  inability  to  maintain  the  adjacent 
bone  ends  in  contact.  The  first  attempt,  performed 
with  traction,  was  recorded  by  Alessandro  Codivilla 
of  Bologna  in  1912.  Magnusson  published  his 
American  cases  in  1913.  Le  Roy  Abbott  of  St.  Louis 
worked  on  the  problem  for  several  decades  and  de- 
vised the  four  skeletal  traction  pins  used  to  hold 
fragments  in  proper  alignment.  Equalization  of 
length  by  resecting  part  of  the  bone  of  the  longer  limb 
antedated  lengthening;  it  was  imported  into  the 
United  States  from  Europe.  A third  approach  to 
inequality  of  length,  applicable  only  to  growing 
children,  was  that  of  surgical  interference  with  epi- 
physeal growth,  introduced  in  1933  by  Dallas  B. 
Phemister  of  Chicago.  This  procedure  is  called  ep- 
iphysiodesis. 

Bone  tumors 

To  a large  extent,  the  subject  of  bone  tumors  was 
one  in  which  American  orthopedics  and  pathology 
combined  their  efforts.  As  early  as  1879  Samuel  W. 
Gross  of  Philadelphia,  the  son  of  Samuel  David 
Gross,  his  predecessor  as  professor  of  surgery  at  the 
Jefferson  Medical  College  in  Philadelphia,  published 
an  extended  review  of  bone  sarcoma.  This  article 
appeared  in  the  American  Journal  of  Medical  Sci- 
ences and  received  wide  and  favorable  notice  in 
American  and  European  texts  and  journals.2 
Fielding  Garrison,  the  master  of  American  medical 
history,  acclaimed  it  the  first  serious  contribution  to 
the  subject.  Isolated  cases  of  this  neoplasm  had  been 
reported  under  various  names  in  the  United  States. 
One  of  the  earliest  on  record  was  that  by  Valentine 
Mott,  who  resected  an  involved  clavicle  early  in 
1828. 

The  second  important  contribution  of  American 
orthopedics  to  the  study  of  sarcoma  dates  from  1921. 
In  that  year  Ernest  A.  Codman  of  Boston,  under  the 
aegis  of  the  American  College  of  Surgeons,  developed 
the  first  organization  of  a kind  that  subsequently  was 


imitated  in  other  fields,  the  Registry  of  Bone  Sarco- 
ma. From  then  on  interest  in  bone  tumors  spread 
widely  in  the  United  States  and  attracted  such  emi- 
nent pathologists  as  James  Ewing  of  Bellevue  Hos- 
pital, Paul  Klemperer  and  S.  Otani  of  The  Mount 
Sinai  Hospital,  Louis  Lichtenstein  of  the  Hospital  for 
Joint  Diseases,  later  California,  and  Charles  F. 
Geshikter  and  M.  M.  Copeland  of  Johns  Hopkins 
Hospital.  Joseph  Colt  Bloodgood  of  Baltimore, 
1867-1935,  described  a difficult  neoplasm  known  as 
giant-cell  tumor  of  bone.  His  work  was  later  con- 
tinued by  Jaffe.  Ewing  described  an  equally  com- 
plex malignant  bone  tumor  which  still  bears  his  name 
along  with  a multiplicity  of  names,  including  retic- 
ulum-cell sarcoma.  Ewing  credited  the  recognition 
of  this  neoplasm  to  Gross’  classic  review,  but  he  felt 
that  the  entity  had  not  been  isolated  sufficiently. 
Bloodgood  also  isolated  myxomas  of  bone  in  1920, 
Otani  isolated  eosinophilic  granuloma,  and  Jaffe 
described  osteoid  osteoma  in  1937.  Interest  spread 
widely  in  orthopedic  circles  with  the  publication  of 
American  textbooks  on  bone  tumors  by  Geschikter 
and  Copeland  of  Baltimore  and  Jaffe  in  New  York 
City. 

William  Bradley  Coley,  1863-1936,  noted  that 
some  bone  sarcomas  apparently  receded  during  at- 
tacks of  erysipelas,  a frequent  infection  in  the  days 
preceding  chemotherapy.  For  several  decades  he 
and  his  son  Bradley  Coley  treated  these  tumors  by 
introducing  controlled  streptococcus  infections. 
This  work  was  done  chiefly  in  the  bone-tumor  service 
of  the  Hospital  for  the  Ruptured  and  Crippled. 
Much  later  it  was  learned  that  James  Paget  of  Lon- 
don had  recognized  the  phenomenon  but  had  done 
nothing  about  it.  Coley’s  serum  was  never  entirely 
forgotten,  although  it  was  dormant  for  some  time. 
At  this  writing  the  possibility  of  an  infectious  origin 
of  bone  sarcoma,  which  occasionally  presents  mul- 
tiple sites  of  apparent  origin,  has  again  come  under 
investigation  in  the  United  States. 

In  the  1930s  the  attention  of  American  orthoped- 
ists was  drawn  to  the  equally  malignant  soft-tissue 
sarcomas  of  the  extremities.  Up  to  that  time  the 
diagnosis  of  fibrosarcoma  of  an  extremity  called  for 
immediate  amputation.  Articles  published  in  1935 
and  1938  from  the  orthopedic  service  of  The  Mount 
Sinai  Hospital  of  New  York  City  showed  that  early 
and  complete  excision  was  followed  by  survival  in  50 
per  cent  of  cases,  and  that  in  no  case  did  metastasis 
occur  before  local  recurrence.  This  was  confirmed 
by  a report  from  the  Mayo  Clinic  about  twenty-five 
years  later. 

Skeletal  disease 

American  orthopedic  studies  on  generalized  skel- 
etal disease  usually  kept  pace  with  European  dis- 
coveries, especially  after  the  introduction  of  the  x-ray 
in  1898.  In  1910  Arthur  T.  Legg,  1874-1939,  of 
Boston  differentiated  a lesion  of  the  hip  joint  in 
children  from  the  common  cases  of  tuberculosis  of 
the  hip;  G.  C.  Perthes  followed  later  the  same  year. 
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Eponymic  diseases  of  the  skeleton  flourished  at  this 
time,  including  Osgood’s  disease  of  the  tibial  tubercle 
and  Freiberg’s  disease  of  the  metatarsals.  These  all 
belonged  to  a pathologic  group  which  Joseph  Buch- 
man  in  1927  linked  as  the  osteochondritides.  Since 
the  lesions  were  not  inflammatory,  Beckett  Howorth 
preferred  to  designate  them  as  osteochondrosis. 

J.  Albert  Key  of  St.  Louis  advanced  the  subject  of 
fragilitas  osseum,  brittle  bones.  In  1926  Joseph  S. 
Barr  and  his  associates  studied  the  relation  between 
osteitis  fibrosa  cystica  and  hyperparathyroidism.  In 
1931  Jaffe  reproduced  the  disease  in  rabbits  by  the 
injection  of  parathormone.  In  1893  Alfred  Hand  of 
Philadelphia  described  the  syndrome  of  exophthal- 
mos, polyuria,  and  soft  spots  in  the  skull.  Similar 
reports  were  later  issued  by  Henry  A.  Christian  of 
Harvard  University  and  by  Arthur  Schuller  in  Ger- 
many. These  special  case  reports  led  to  recognition 
of  the  group  of  skeletal  diseases  now  classified  under 
the  term  lipoid  granulomatosis.  During  the  early 
part  of  the  twentieth  century  these  had  had  the  name 
of  Hand-Schuller-Christian’s  disease.  In  1942  Albert 
J.  Schein  and  Alvin  M.  Arkin  of  New  York  noted  the 
clinical  effects  of  osseous  involvement  by  Gaucher’s 
disease,  especially  in  cases  thought  to  be  examples 
of  Legg-Poerthe’s  disease.  Christian  previously  had 
noted  bone  involvement  in  Gaucher’s  disease  but  had 
not  shown  any  clinical  relation. 

The  subject  of  internal  derangement  of  the  knee 
joint,  one  of  the  most  popular  topics  in  orthopedics, 
originated  largely  from  British  contributions. 
However,  American  additions  have  been  of  some 
importance.  Goldthwait  brought  meniscectomy  to 
the  United  States  from  England  in  1900.  In  1904  he 
split  and  replaced  the  patellar  tendon  for  recurrent 
dislocation  of  the  patella.  The  introduction  of  cor- 
ticosteroids by  P.  S.  Hench  of  the  Mayo  Clinic  in 
1949,  and  especially  the  advent  of  intra-articular 
hydrocortisone  by  Joseph  L.  Hollander,  the  Ameri- 
can rheumatologist,  1951,  has  led  to  increased  non- 
operative care  of  internal  joint  derangements,  a dis- 
ease in  which  painful  periods  are  often  due  to  sec- 
ondary synovitis. 

Progress  in  orthopedics 

Since  World  War  II  several  nationwide  tendencies 
in  orthopedic  surgery  in  the  United  States,  as  in  other 
specialties,  have  altered  their  direction.  In  1929  and 
1930  the  first  full-time  fellowships  in  orthopedic 
pathology  were  established  at  the  Mayo  Clinic,  the 
Hospital  for  the  Ruptured  and  Crippled,  and  the 
New  York  Orthopedic  Hospital.  At  that  time  pa- 
thology was  the  basic  science  of  clinical  orthopedics. 
During  the  1950s  other  scientific  disciplines  were 
brought  into  the  laboratories  of  orthopedic  hospitals 
and  the  orthopedic  departments  of  larger  medical 
centers.  In  1954  the  Orthopaedic  Research  Society 
was  founded  for  the  purpose  of  developing  interest 
in  pure  scientific  research.  During  this  period  the 
great  leap  forward  was  the  program  of  attracting 
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young  orthopedic  surgeons  to  full-time  appointments 
for  basic  research  and  at  times  for  the  administration 
of  orthopedic  services  from  their  perch  in  the  labo- 
ratory. Among  the  pioneers  in  this  transformation 
are  Marshall  R.  LYist  of  Los  Angeles,  C.  Andrew 
Bassett  of  New  York,  Jonathan  Cohen  and  Henry  J. 
Mankin  of  Boston,  and  Robert  D.  Ray  of  Chicago. 

Another  decisive  development  of  the  1960s  and 
1970s  was  the  appearance  of  subspecialty  organiza- 
tions affiliated  with  the  American  Academy  of 
Orthopaedic  Surgery  but  interested  in  fostering 
progress  in  their  own  areas  of  investigative  interest. 
This,  of  course,  was  a response  to  the  highly  technical 
advances,  both  in  basic  science  and  operative  pro- 
cedures, which  appeared  rapidly  at  this  time  in  or- 
thopedics and  in  other  branches  of  medicine.  The 
Society  for  Surgery  of  the  Hand  appeared  at  about 
the  time  of  United  States  entry  into  World  War  II. 
The  Orthopaedic  Research  Society  was  formed  in 
1954.  Organizations  which  arose  during  the  1960s 
and  1970s  include  the  American  Society  for  Sports 
Medicine,  whose  first  president  was  the  pioneer  Don 
O’Donohue  of  Oklahoma,  the  American  Orthopaedic 
Foot  Society  led  by  Robert  Joplin  of  Pennsylvania, 
the  Hip  Society  organized  by  Frank  Stinchfield,  and 
the  Scoliosis  Research  Society  founded  in  1966  with 
John  H.  Moe  as  its  first  president.  Along  with  this 
trend,  the  Orthopaedic  Nurses  Association  was 
founded  in  Atlanta,  Georgia,  in  1972. 

Orthopedic  surgery  had  been  considered  unsuit- 
able for  women  because  of  the  physical  stringencies 
of  certain  of  its  procedures.  In  the  middle  third  of 
the  twentieth  century  this  bar  was  broken.  Among 
the  pioneers  were  Mary  Sherman  of  the  Ochsner 
Clinic  of  New  Orleans,  Ruth  Jackson  of  Dallas. 
Texas,  and  Jacqueline  Perry  of  Rancho  Los  Amigos 
of  Downey,  California,  all  of  whom  gained  national 
recognition. 

30  East  60  Stree" 
New  York,  N.Y.  10021 
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NEW  YORK  STATE  SOCIETY 
OE  ORTHOPAEDIC  SURGEONS , 
INC 

The  New  York  State  Society  of  Orthopaedic  Sui 
geons  was  formed  in  1972  by  a group  of  New  Yor 
State  members  of  the  American  Academy  of  Orthc 
paedic  Surgeons  to  answer  the  needs  of  the  specialt 
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in  this  State  and  nationally. 

Items  of  continuing  effort  by  the  New  York  State 
Society  of  Orthopaedic  Surgeons  include  changes  in 
the  Workmen’s  Compensation  Law;  establishment 
of  usual  and  customary  fees  as  the  basis  for  all  med- 
ical fees;  continuing  study  of  the  malpractice  prob- 
lems; and  continuing  medical  education.  Consid- 
erable progress  has  been  made. 

The  organization  has  become  an  effective  one  and 
represents  almost  500  orthopaedic  surgeons  in  the 
State.  Nearly  3,000  New  York  State  physicians 
traveled  to  Albany  on  a snowy  Monday  in  January, 
1975,  producing  an  effect  on  the  State  Legislature 
that  has  never  been  seen  before.  An  important  ele- 
ment of  this  group  was  the  New  York  State  Society 
of  Orthopaedic  Surgeons. 

Physiatry:  Physical 
Medicine  and 

Rehabilitation 

Past , present , and  future 

ASA  P.  RUSKIN,  M.D. 

New  York  City 

Director  of  Rehabilitation  Medicine  at  Kingsbrook  Jewish  Medical 
Center,  Associate  Clinical  Professor  of  Physical  Medicine  and 
Rehabilitation,  Albert  Einstein  College  of  Medicine,  and 
Secretary,  New  York  Society  for  Physical  Medicine  and 
Rehabilitation 

The  specialty  of  physical  medicine  has  the  unique 
position  of  being  simultaneously  the  oldest  and  the 
youngest  field  of  medicine.  The  earliest  hominid  to 
apply  a heated  rock  to  a sore  joint  or  to  massage  an 
injured  portion  of  his  body  might  be  considered  the 
precursor  of  it  all. 

Licht1  reported  that  “massage  techniques  devel- 
oped to  such  a degree  in  ancient  times  that  its  prac- 
tice became  a specialty.  The  practitioners  of  rubbing 
in  the  era  of  Galen  performed  their  activities  in  the 
large  and  popular  baths.  They  used  oil  as  a skin  lu- 
bricant and  were  called  anointers,  or  iatroleiptes. 
Although  some  of  the  persons  they  treated  were  re- 
ferred to  them  by  physicians,  much  of  their  practice 
resembled  that  of  present-day  club  masseurs  who  are 
not  reluctant  to  discuss  the  client’s  health  problems 
or  the  efficacy  of  massage  or  the  masseurs.  Galen 
was  unhappy  about  the  invasion  of  medical  practice 
by  masseurs,  but  he  wrote  extensively  about  frictions 
as  a medical  procedure.  He  recognized  9 variations 
according  to  duration  and  intensity. 

Although  the  truly  modern  delineation  of  this 
specialty  did  not  begin  to  take  shape  until  the  end  of 
the  nineteenth  century,  no  bicentennial  review  would 


The  Society  is  composed  of  nine  districts 
throughout  the  State,  each  represented  by  two  di- 
rectors, who  along  with  the  officers  make  up  the 
board  of  directors. 

The  New  York  State  Society  of  Orthopaedic  Sur- 
geons annually  conducts  elections  of  councilors  to 
serve  on  the  board  of  councilors  of  the  American 
Academy  of  Orthopaedic  Surgeons. 

Past  presidents  are  William  J.  Rogers,  III,  M.D., 
(1972-1973)  and  Martin  A.  Gruber,  M.D.,  (1974- 
1975).  Frank  A.  Bersani,  M.D.,  is  currently  serving 
as  president. 

Mr.  Russell  H.  Feltus  is  executive  director  of  the 
society  which  has  its  headquarters  at  210  Clinton 
Road,  New  Hartford,  New  York. 


be  complete  without  reference  to  the  contributions 
of  Benjamin  Franklin.2 

Benjamin  Franklin 

Benjamin  Franklin  (1706-1790),  American 
statesman,  inventor,  and  philosopher,  made  many 
important  contributions  to  the  science  of  electricity, 
outstanding  among  which  are  his  “one  fluid”  theory 
to  explain  positive  and  negative  electric  charges  and 
his  demonstration  by  the  famous  kite  experiment 
that  atmospheric  static  discharges  cause  lightning 
and  thunder.  Less  well  known  are  his  contributions 
to  electrotherapeutics,  which  resulted  in  treatment 
with  static  electricity  being  called  “franklinization.” 
On  December  21,  1757,  he  wrote  to  his  friend  John 
Pringle,  M.D.,  in  London,  concerning  his  experiences 
with  static  electricity  in  paralytic  cases: 

Some  years  since,  when  the  news-papers  made  men- 
tion of  great  cures  performed  in  Italy  or  Germany,  by 
means  of  electricity,  a number  of  paralytics  were 
brought  to  me  from  different  parts  of  Pennsylvania 
(sic),  and  the  neighboring  provinces  to  be  electrised; 
which  I did  for  them  at  their  request.  My  method  was 
to  place  the  patient  first  in  a chair,  on  an  electric  stool, 
and  draw  a number  of  large  strong  sparks  from  all 
parts  of  the  affected  limb  or  side.  Then  I fully  charged 
two  six-gallon  glass  jars,  each  of  which  had  about  three 
square  feet  of  surface  coated;  and  I sent  the  united 
shock  of  these  thro’  the  affected  limb  or  limbs;  repeat- 
ing the  stroke  commonly  three  times  each  day.  The 
first  thing  observed  was  an  immediate  greater  sensible 
warmth  in  the  lame  limbs  that  had  received  the  stroke, 
than  in  the  others;  and  the  next  morning  the  patients 
usually  related  that  they  had  in  the  night  felt  a prick- 
ing sensation  in  the  flesh  of  the  paralytic  limbs — and 
would  sometimes  shew  a number  of  small  red  spots 
which  they  supposed  were  occasioned  by  those  prick- 
ings. The  limbs  too  were  found  more  capable  of  vol- 
untary motion,  and  seemed  to  receive  strength.  A 
man,  for  instance,  who  could  not  the  first  day  lift  the 
lame  hand  from  off  his  knee,  would  the  next  day  raise 
it  four  or  five  inches,  the  third  day  higher;  and  on  the 
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FIGURE  1 . (A)  William  James  Morton,  M.D.,  second  presi- 

dent, American  Electro-Therapeutic  Association,  1891  to 
1892,  regarded  as  America’s  first  x-ray  specialist.  (B)  Au- 
gustin H.  Goelet,  M.D.,  third  president,  American  Electro- 
Therapeutic  Association,  1892  to  1893. 2 

fifth  day  was  able,  but  with  a feeble  languid  motion,  to 
take  off  his  hat.  These  appearances  gave  great  spirits 
to  the  patients,  and  made  them  hope  a perfect  cure; 
but  I do  not  remember,  that  I ever  saw  any  amendment 
after  the  fifth  day;  which  the  patients  perceiving,  and 
finding  the  shocks  pretty  severe,  they  became  discour- 
aged, went  home,  and  in  a short  time  relapsed;  so  that 
I never  knew  any  advantage  from  electricity  in  palsies, 
that  was  permanent.  And  how  far  the  apparent  tem- 
porary advantage  might  arise  from  the  exercise  in  the 
patients  journey,  and  coming  daily  to  my  house,  or 
from  the  spirits  given  by  the  hope  of  success,  enabling 
them  to  exert  more  strength  in  moving  their  limbs,  I 
will  not  pretend  to  say.”2 

Later  developments 

Development  in  the  late  nineteenth  century  pro- 
ceeded rapidly  with  the  burgeoning  development  of 
the  science  of  electricity.  This  phase  was  beautifully 
described  in  the  twenty-third  John  Stanley  Coulter 
Memorial  lecture  delivered  by  Paul  A Nelson,  M.D., 
at  the  fiftieth  annual  session  of  the  American  Con- 
gress of  Rehabilitation  Medicine  held  in  Washington, 
D.C.,  on  October  22,  1973,  and  entitled  “History  of 
the  Once  Close  Relationship  Between  Electrother- 
apeutics and  Radiology  (Figs.  1 and  2).”2 

Evolution  of  the  specialty  in  the  modern  era  can 
best  be  traced  by  observing  the  development  of  its 
specialty  publications.  Starting  in  the  early  1920s 
as  The  Journal  of  Radiology,  the  title  progressively 
changed  as  did  the  subject  matter  of  primary  interest 
through  the  Archives  of  Physical  Therapy,  X-ray, 
Radium  with  international  abstract  official  Journal 
American  Congress  of  Physical  Therapy,  and  in  the 
later  1930s  it  became  the  Archives  of  Physical 
Therapy,  progressing  in  the  1940s  to  Archives  of 
Physical  Medicine  and  in  the  1950s  to  Archives  of 
Physical  Medicine  & Rehabilitation. 

In  1946,  the  term  “physiatrist”  was  being  used  as 
the  designation  for  a physician  specializing  in  phys- 
ical medicine.  In  1947,  the  Advisory  Board  for 
Medical  Specialties  and  the  American  Medical  As- 
sociation established  the  American  Board  of  Physical 


FIGURE  2.  Official  seal  of  American  Electro-Therapeutic 
Association  adopted  in  1896. 2 

Medicine  as  the  body  conferring  certification  in  the 
specialty.  In  1949,  the  Board  included  the  words 
“and  Rehabilitation”  in  its  title,  thus  recognizing  that 
the  physiatrist  is  as  concerned  with  the  rehabilitation 
of  his  patients  as  with  the  interception  and  modera- 
tion of  their  medical  problems. 

By  1955,  258  physiatrists  had  been  certified  by  the 
American  Board  of  Physical  Medicine  and  Rehabil- 
itation. The  number  of  Board-certified  specialists 
in  this  field  reached  960  in  1971.  Counting  those  who 
are  not  yet  certified  but  who  limit  their  practice  to 
physiatry,  there  were  more  than  1,800  specialists  in 
physical  medicine  and  rehabilitation  in  1973. 

In  the  twenty-five  years  from  1947  to  1972,  the 
number  of  medical  schools  providing  instruction  in 
this  field  increased  from  fewer  than  half  a dozen  to 
85.  Approximately  70  medical  schools  have  de-  • 
partments  of  physical  medicine  and  rehabilitation, 
and  60  to  70  primary  teaching  hospitals  now  offei 
residency  training  in  this  continually  developing 
field. 

Physical  medicine  and  rehabilitation  today 

The  physician  who  specializes  in  physical  medicin< 
and  rehabilitation  provides  a vital  service,  a servic< 
that  responds  both  to  the  increasing  recognition  tha 
society  is  responsible  for  its  disabled  members  ant 
to  the  increasing  scope  and  sophistication  of  reha 
bilitative  techniques.3  Physical  medicine  and  re 
habilitation  involves  diagnostic  services  and  com 
prehensive  treatment  and  care  for  patients  wb 
suffer  from  neuromuscular,  musculoskeletal,  ani 
vascular  disorders  and  from  the  psychologic,  socia 
and  vocational  disruptions  such  physical  problem 
bring.  The  physiatrist,  or  specialist  in  physice 
medicine  and  rehabilitation,  must  be  competent  i 
a broad  and  varied  spectrum  of  skills.  He  or  sh 
must  be  highly  trained  in  the  diagnostic  and  there 
peutic  techniques  specific  to  physical  medicine,  sue 
as  electromyography,  and  must  also  develop  the  ir 
sight  and  perspective  needed  to  view  the  patient  e 
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a whole  person.  Diagnostic  and  therapeutic  mea- 
sures are  not  ends  in  themselves;  they  are  only  the 
means  by  which  the  physiatrist  begins  to  help  the 
patient  resume  his  disrupted  life  to  the  greatest  ex- 
tent possible.  Unlike  most  other  medical  specialties, 
the  goal  of  physical  medicine  and  rehabilitation  is  to 
restore  the  physically  disabled  individual  to  a sig- 
nificant and  rewarding  place  in  society,  and  not 
merely  to  ameliorate  the  physical  disease  or  injury. 
Care  of  the  disabled  patient  demands  more  than  skill 
as  a physician;  it  demands  a sensitive  and  discerning 
appreciation  of  the  patient,  his  family,  his  friends,  his 
work,  and  his  recreation. 

Nature  of  physiatric  practice 

The  physiatrist  bases  his  or  her  practice  on  six 
principles: 

1.  The  evaluation  and  management  of  patients 
who  have  physical  disabilities  is  an  integral  aspect  of 
medical  care. 

2.  Disability  can  often  be  prevented  or  reduced 
through  appropriate  medical  management. 

3.  The  goals  of  management  include  improve- 
ments in  physical,  social,  psychologic,  and  vocational 
functioning,  with  or  without  change  in  the  basic  dis- 
ease process.  Such  goals  are  a proper  medical  con- 
cern. 

4.  The  restoration  of  maintenance  of  a patient’s 
functional  abilities  frequently  demands  the  efforts  of 
many  specialists,  including  nonmedical  personnel  and 
other  specialized  physicians  as  well  as  the  physiatrist. 
It  is  the  physiatrist  who  must  coordinate  this  group  in 
the  best  interests  of  each  patient. 

5.  Family  and  community  resources  are  often  es- 
sential to  the  rehabilitative  process,  and  the  physia- 
trist must  include  them  in  his  diagnostic  and  therapeu- 
tic efforts. 

6.  Planning  for  continuity  of  restorative  care  is  a 
medical  responsibility.  Such  care  should  be  oriented 
toward  reintegrating  the  patient  with  his  social  set- 
ting. 

The  physiatrist’s  patients  suffer  from  a variety  of 
impairments,  involving  primarily  the  neuromuscular 
and  musculoskeletal  systems:  hemiplegia,  arthritis, 
paraplegia  and  quadriplegia,  amputation,  and  other, 
less  severe  disorders.  In  these  cases,  the  physiatrist 
not  only  treats  the  patient  directly,  but  also  often 
provides  expert  consultation  to  other  physicians  in 
electromyographic  and  other  electrodiagnostic 
techniques.  The  physiatrist  also  treats  impairments 
resulting  from  pulmonary  and  vascular  diseases,  as 
well  as  many  other  acute  and  chronic  conditions. 

The  physiatrist  is  concerned  with  patients  of  all 
ages.  Although  many  of  the  conditions  he  or  she 
treats  primarily  affect  patients  in  their  later  years, 
paraplegia  and  quadriplegia  most  often  affect  young 
adults,  and  other  impairments  may  occur  in  any  age 
group.  Children  constitute  an  important  part  of  the 
physiatrist’s  patient  population,  since  early  appro- 
priate management  is  essential  for  those  affected  by 


nerve  and  brain  disorders,  such  as  muscular  dystro- 
phy, cerebral  palsy,  or  spina  bifida. 

Among  the  rewarding  aspects  of  physiatric  practice 
are  those  related  to  the  challenging  problems  of  di- 
agnosis and  treatment.  The  physiatrist  must  utilize 
his  skills  as  a diagnostician  in  evaluating  complex 
symptomatology  before  formulating  a treatment 
plan.  His  special  skills  in  diagnosis  and  in  the 
management  of  the  disease  processes  underlying 
physical  impairment  demand  training  that  integrates 
knowledge  drawn  from  many  clinical  disciplines. 

Diagnosis,  however,  extends  beyond  the  placing 
of  a label  on  a set  of  signs  and  symptoms.  The 
physiatrist  also  assesses  the  disabling  effects  of  the 
disease  process,  the  residual  function,  and  the  po- 
tential for  improved  function;  he  is  concerned  with 
residual  health  as  much  as  he  is  with  pathologic 
loss. 

Complicated  management  problems  are  usually 
approached  through  a team  effort,  involving  both 
medical  and  health-related  personnel.  The  physi- 
atrist diagnoses  and  evaluates  problems  of  mobility 
and  function,  plans  treatment,  and  leads  and  coor- 
dinates the  rehabilitation  team.  The  physiatrist 
often  integrates  medical,  surgical,  and  psychiatric 
care,  when  needed,  with  a program  that  may  include 
physical  and  occupational  therapy,  speech  therapy, 
social  services,  family  and  vocational  counseling, 
education,  and  planned  recreation.  To  guide  this 
team  the  physiatrist  must  have  a thorough  under- 
standing of  all  the  skills  of  the  paramedical  services 
that  may  be  utilized  in  rehabilitation.  He  or  she 
must  also,  of  course,  be  familiar  with  medical  and 
surgical  problems  peculiar  to  physiatric  patients, 
since  his  or  her  perspective  will  often  enhance  and  be 
enhanced  by  perspectives  and  techniques  of  other 
medical  services.  Because  the  physiatrist  draws  on 
such  a variety  of  medical  and  paramedical  services, 
equipment,  and  instrumentation,  he  or  she  fre- 
quently works  in  a large  medical  complex,  a reha- 
bilitation center,  or  a hospital.  About  70  per  cent  of 
all  physiatrists  work  full  time  in  complex  institutions, 
especially  in  hospital-based  practices.  For  physi- 
cians who  have  other  responsibilities,  this  offers  the 
advantage  of  a regular  and  stable  schedule. 

There  are  also  substantial  opportunities  for  private 
practice.  The  physiatrist  in  private  practice  will 
frequently  treat  more  patients  with  acute  disabilities 
than  will  a physiatrist  in  a hospital  or  rehabilitation 
center.  He  often  is  concerned  with  pain  control  and 
problems  of  motion,  and  treats  cervical  injuries, 
periarthritis  of  the  shoulder,  sprains,  and  disorders 
of  the  spine  and  back.  Some  private  practitioners 
employ  physical  therapists  and  prescribe  physical 
therapy,  which  is  administered  in  their  offices  or 
clinics  to  outpatients. 

Ample  opportunity  also  exists  in  this  field  for  the 
physician  whose  interests  include  teaching  and  ad- 
ministration as  well  as  patient  care.  Some  physia- 
trists practice  in  industrial  settings;  others  specialize 
in  particular  diagnostic  techniques,  such  as  elec- 


August  1976/New  York  State  Journal  of  Medicine  1357 


tromyography.  Nearly  20  per  cent  of  Board-certified 
physiatrists  are  full-time  medical  school  faculty 
members,  and  almost  one  half  of  all  physiatrists  do 
some  teaching  in  medical  schools.  There  is  also  a 
great  demand  for  physiatrists  with  administrative 
interests  and  skills  to  serve  as  directors  of  medical 
rehabilitation  centers  and  hospital  departments,  for 
these  are  rapidly  multiplying  throughout  the  coun- 
try. 

The  newness  of  this  specialty  creates  a need  for 
research  that  is  as  great  as  that  in  other  areas  of 
medicine.  The  range  of  opportunities  for  disease- 
oriented  research  includes  work  in  the  basic  sciences, 
electronics  and  instrumentation  biophysics,  bio- 
medical electronics,  cybernetics,  and  a variety  of 
clinical  problems.  The  need  for  specialized  research 
into  the  medical  problems  encountered  in  the  prac- 
tice of  physiatry  is,  in  fact,  unlimited.  This  is  espe- 
cially true  of  research  into  the  diseases  of  the  mus- 
culoskeletal, neuromuscular,  cardiovascular,  and 
cardiopulmonary  systems  that  are  the  physiatrist’s 
major  concern.  Also,  because  many  such  diseases  as 
yet  remain  incurable,  research  is  needed  to  refine 
techniques  for  managing  patients  afflicted  with 
them.  There  is  a great  need  for  broad-ranging  re- 
search into  the  physiologic  and  psychologic  aspects 
of  functional  impairment  and  into  specific  rehabili- 
tative techniques.  Vocational,  environmental,  and 
psychologic  adjustment  to  permanent  disability  are 
essential  to  the  health  of  handicapped  persons,  and 
much  research  is  needed  to  explore  such  problems 
from  the  standpoint  of  the  specialist  in  rehabilitation. 
Research  of  this  kind  would  lead  beyond  the  normal 
boundaries  of  medical  research  and  would  demand 
scientists  whose  skills  and  understanding  encompass 
many  disciplines  at  once. 

For  many  reasons,  physiatry  is  a field  in  which  the 
exceptionally  talented  physician  can  find  challenge 
and  reward.  Physiatry  should  be  especially  attrac- 
tive to  the  physician  who  desires  variety  in  his  work; 
it  is  possible  for  a physiatrist  to  be  involved  in  any 
combination  of  patient  care,  teaching,  research,  and 
administration. 

Opportunities  for  practice 

The  greatest  need  for  physiatrists  is  in  small  or 
medium-sized  communities,  which  offer  opportuni- 
ties for  private  practice  either  in  a private  office  or 
in  association  with  community  hospitals,  but  the 
shortage  is  also  acute  in  larger  centers  such  as  hos- 
pitals, rehabilitation  centers,  and  medical  schools. 
In  1970,  for  example,  the  Veterans  Administration 
reported  openings  for  135  physiatrists,  including  36 
chiefs  of  physical  medicine  and  rehabilitation  and  61 
assistant  chiefs.  Medical  schools,  too,  have  numer- 
ous openings  for  faculty  members  who  are  qualified 
in  physical  medicine  and  rehabilitation. 

There  is  little  prospect  that  the  growing  number 
of  practicing  physiatrists  will  be  sufficient  to  fill  the 
continual  increase  in  the  need  for  rehabilitative 


medical  services.  Advances  in  the  treatment  of  acute 
medical  disorders  will  continue  to  swell  the  numbers 
of  adults  who  survive  serious  injuries  and  physical 
malfunctions  and  of  infants  who  survive  crippling 
congenital  conditions.  Such  persons  cannot  be  ig- 
nored. Physicians  have  long  recognized  this,  and 
many  have  left  other  specialties  to  respond  to  the 
existing  need  for  comprehensive,  extended  medical 
treatment.  Governmental,  private,  and  public  in- 
stitutions, too,  are  beginning  to  recognize  that  all 
citizens  have  a right  to  the  help  they  need  to  live  as 
whole  and  independent  men  and  women. 

Requirements  for  certification  by  the  American 
Board  of  Physical  Medicine  & Rehabilitation 

Candidates  for  part  I,  written,  of  the  certifying 
examination  are  required  to  have  completed  an  ap- 
proved internship  and  a three-year  approved  resi- 
dency in  physical  medicine  and  rehabilitation.  The 
residency  period  may  be  shortened  for  physicians 
who  enter  integrated  residency  programs  immedi- 
ately after  graduating  from  medical  school,  programs 
that  include  experience  equivalent  to  at  least  six 
months  of  internship,  or  who  have  had  at  least  one 
year  of  approved  residency  in  another  specialty  or 
four  years  of  general  practice.  Candidates  for  part 
II,  oral,  of  the  examination  are  required  to  have 
completed  two  years  of  practice  or  additional  study 
and  research  in  the  specialty. 

The  specialized  preparation  includes  graduate 
training  in  anatomy,  especially  kinesiology  and 
functional  anatomy;  biomechanics  and  biophysics; 
physics,  including  radiation  physics,  electronics,  and 
medical  instrumentation;  and  physiology,  pathology, 
biochemistry,  and  other  basic  sciences.  Experience 
is  provided  in  those  aspects  of  clinical  medicine  that 
are  most  pertinent  to  the  field,  such  as  the  manage- 
ment of  cardiovascular  and  urologic  problems,  in 
addition  to  neuromusculoskeletal  problems.  The 
written  and  oral  examinations  also  include  the  clin- 
ical use  of  physical  agents  such  as  heat,  radiation,  and 
exercise,  as  well  as  knowledge  of  diagnostic  proce- 
dures such  as  manual  muscle  testing,  electrodiag- 
nosis, goniometry,  and  tests  of  activities  of  daily 
living  (A.D.L.).  They  also  include  understanding  of 
the  roles  of  associated  personnel  within  the  field  and 
the  ability  to  prescribe  specific  treatments  to  be  ex- 
ecuted by  the  physiatrist  and  the  rehabilitation 
team. 

At  least  two  years  of  residency  must  be  spent  on 
direct  assignment  to  a department  of  physical  med- 
icine and  rehabilitation,  and  a total  of  two  years  of 
supervised  clinical  practice  is  required.  Since  there 
are  a great  number  of  approved  residencies  now 
available,  the  prospective  resident  may  choose  from 
a wide  variety  of  settings.  The  rapid  development 
of  this  specialty  is  exemplified  by  the  fact  that  in  1947 
there  were  only  5 residencies  available  in  3 institu- 
tions, and  in  1973  there  were  578  positions  in  mort 
than  65  programs. 
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Many  physiatrists  say  that  what  they  like  most 
about  this  field  is  the  opportunity  to  practice  com- 
prehensive rather  than  episodic  medicine.  They 
enjoy  direct  patient  care,  and  their  close  contact  with 
patients  often  permits  them  to  view  the  results  of 
their  treatment  over  long  periods  of  time.  Despite 
its  rather  recent  appearance  as  a specialty,  physical 
medicine  and  rehabilitation  is  already  a leader  among 
medical  specialties  in  filling  the  demand  for  more 
comprehensive  care. 

As  in  many  other  areas  of  life,  the  advantages  and 
disadvantages  may  be  viewed  differently  by  people 
with  different  abilities  and  temperaments.  To  some, 
an  important  advantage  of  this  specialty  is  that  it  is 
so  new  and  challenging  that  its  future  appears  to  be 
limitless.  To  others,  this  advantage  may  be  offset 
by  the  corresponding  fact  that  other  physicians  do 
not  always  understand  the  present  scope  of  the  field 
and  may  view  it  in  the  light  of  earlier  stages  in  its 
development.  Medical  school  curricula  that  have 
not  fully  incorporated  the  current  concept  of  reha- 
bilitation medicine  as  total  patient  care  can  give  the 
physiatrist’s  colleagues  an  unrealistically  narrow 
impression  of  his  realm  of  practice.  However, 
growing  recognition  of  the  importance  of  the  spe- 
cialty is  leading  to  greater  awareness  and  under- 
standing both  in  the  medical  world  and  outside  of 
it. 

The  popular  stereotype  of  medical  treatment  as  a 
dramatic  and  instantaneous  cure  is  changing  in  re- 
sponse to  patient  need.  Many  patients  recover 
slowly  and  must  often  adapt  to  substantial  residual 
impairment.  The  rehabilitation  physician  must 
often  be  satisfied  with  limited  objectives  that  fre- 
quently take  long  to  achieve.  However,  the  drama 
of  the  results  becomes  apparent  to  those  who  are  able 
to  compress  time  in  their  mind’s  eye  and  to  estimate 
the  importance  of  even  moderate  gains  to  the  people 
they  treat.  From  the  point  of  view  of  the  patient,  the 
impact  of  even  partial  rehabilitation  on  his  entire  life 
may  be  very  great. 

To  some  students  and  physicians,  the  somewhat 
ambiguous  boundaries  of  this  developing  specialty 
may  appear  to  be  a disadvantage.  Others  will  view 
the  opportunities  for  pioneering  in  a new  and  fasci- 
nating field  of  medical  endeavor  and  for  providing 
humanitarian  service  as  attractive  qualities.  To 
these  persons,  the  latitudes  of  practice  available  in 
rehabilitation  medicine  offer  the  opportunity  to 


shape  their  practices  and  careers  in  a personally 
meaningful  direction. 

For  the  physician  who  wants  to  participate  in  a 
rapidly  developing  specialty,  physical  medicine  and 
rehabilitation  holds  many  attractions.  It  is  a chal- 
lenging field  dedicated  to  the  conservation  of  human 
resources,  a field  that  offers  many  and  varied  op- 
portunities for  patient-centered  medical  care,  aca- 
demic and  research  careers,  and  administration. 

The  physician  who  seeks  the  security  of  a long- 
established  specialty  and  who  desires  quick  and 
dramatic  results  with  his  treatment  may  not  enjoy 
the  practice  of  physical  medicine  and  rehabilitation. 
However,  if  he  can  accept  the  challenge  of  working 
in  a facet  of  medicine  that  has  only  recently  begun  to 
receive  due  recognition,  and  if  he  can  accept  the  re- 
ality of  difficult  and  sometimes  limited  objectives, 
he  will  find  a great  deal  of  satisfaction  in  restoring 
measures  of  self-sufficiency  to  his  patients  and  the 
joys  of  productive  and  participative  living  to  patients 
and  their  families. 

The  physician  who  feels  that  some  specialties  have 
lost  their  dedication  to  the  principle  that  the  patient 
is  a complex  human  being  in  a complex  world  will 
find  this  field  especially  rewarding.  He  will  enjoy  the 
opportunity  to  practice  comprehensive  medicine  and 
to  provide  direct  care  to  a wide  variety  of  patients. 
He  will  also  find,  when  he  looks  back  at  his  work,  that 
he  has  chosen  a field  far  larger  and  more  vital  to  so- 
ciety than  it  was  when  he  first  entered  it. 

It  is  hoped  that  this  article  will  serve  to  improve 
the  understanding  of  our  specialty  by  the  medical 
community  and  perhaps  encourage  some  to  join  us 
in  this  the  newest  of  the  most  ancient  branch  of 
medicine. 

Rutland  Road  and  East  49th  Street 
Brooklyn,  New  York  11203 

Acknowledgment:  Portions  of  this  article  are  taken  from  the 
report  of  the  Commission  on  Rehabilitation  Medicine. 
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Medical  Meetings 


Continuing  education  seminar 

South  Beach  Psychiatric  Center  announces  its  Fall  ’76 
Continuing  Education  Seminar  with  Salvador  Minuchin, 
M.D.,  on  “The  Structural  Theory  of  Family  Development 
and  Therapy”  on  Fridays,  September  17,  October  15,  No- 
vember 19,  1976,  and  January  21,  1977.  A.M.A.  Con- 
tinuing Education  Credit  available.  Write:  Milton  M. 
Berger,  M.D.,  South  Beach  Psychiatric  Center,  777  Seaview 
Ave.,  Staten  Island,  N.Y.  10305. 

Twenty-seventh 
annual  conference 

The  twenty-seventh  annual  conference  of  The  National 
Orton  Society,  hosted  by  the  New  York  State  branch,  will 
be  held  November  2 through  6 at  the  New  York  Hilton 
Hotel,  New  York  City.  An  international  symposium  on 
“Language  Disabilities:  Mandates  for  Effective  Learning, 
a New  American  Revolution”  will  be  the  subject. 

For  further  information  contact:  Conference  Coordi- 
nator, 80  Fifth  Avenue,  Room  903,  New  York,  New  York 
10011. 

Ninth  biennial  divisional  meeting 

Ninth  biennial  divisional  meeting,  New  York  State 
District  Branches,  American  Psychiatric  Association  will 
be  held  Saturday  and  Sunday,  November  6-7,  1976. 

Concurrent  sessions  will  be  held  on:  I.  Newer  Strate- 
gies Series — Schizophrenia:  a Comprehensive  Update;  II. 
Recent  Advances:  Affective  Disorders,  Anxiety  States, 
Sexual  Dysfunction;  III.  Critical  Concerns  for  Psychiatry; 
IV.  Video  Track,  Aspects  of  Family  Life. 

Physicians  and  mental  health  professionals  are  invited. 
The  meeting  will  be  held  at  the  Waldorf-Astoria  Hotel, 
New  York  City;  Lester  E.  Shapiro,  M.D.,  is  Chairman.  For 
information,  write:  43  Andover  Road,  Rockville  Centre, 
New  York  11570. 

Material  received  for  inclusion  in  the  medical  meetings  section 
must  be  received  eight  weeks  prior  to  publication  date. 


Carcinoma  of  the  urinary  bladder 
in  patients  receiving  cyclophosphamide 

Of  5 patients  getting  cyclophosphamide  orally  for  ex- 
tended periods  in  cancer  therapy,  all  developed  urinary 
bladder  tumors,  4 of  which  were  fatal.  Cystectomy  was 
required  for  the  one  survivor.  Experience  with  this  series 
strongly  suggests  the  carcinogenicity  of  cyclophosphamide 
which,  widely  used  in  the  chemotherapy  of  cancer,  is  now 
being  increasingly  employed  in  treating  nonneoplastic 
diseases.  Hemorrhagic  cystitis,  not  commonly  seen  with 
the  use  of  other  agents,  is  a common  side  effect  of  cyclo- 
phosphamide. It  is  suggested  that  patients  developing  this 
complication  be  carefully  observed  for  carcinoma  of  the 
bladder.  Also,  restraint  should  be  exercised  in  using  this 
drug  for  nonneoplastic  diseases  if  another  agent  is  avail- 
able. Wall,  It.  U,  and  Clausen,  K.  P.:  New  England  J. 
Med.  293:  271  (Aug.  7)  1975 
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Urology  at  the  Time  of  the 
American  Revolution 

JOHN  R.  HERMAN,  M.D. 

The  Bronx,  New  York 

Clinical  Professor  of  Urology,  Albert  Einstein  College  of 
Medicine 

The  1700s  were  years  of  medical  discovery  and 
progress.  These  were  the  years  when  the  Munros 
and  the  Hunters  taught  anatomy,  Camper  dissected 
and  described  the  fascial  planes  now  bearing  his 
name,  and  oxygen  was  soon  to  be  isolated.  Lind 
proved  how  to  cure  and  prevent  scurvy,  Heberden 
was  the  first  to  associate  urolithiasis  with  urinary 
tract  infection,  and  Sir  Percivall  Pott  wrote  about  the 
cure  of  “Pott’s”  fracture,  the  treatment  and  cure  of 
hydrocele,  and  described  the  first  recognized  “in- 
dustrial cancer” — “chimney  sweep’s”  carcinoma  of 
the  scrotum.  Hydrocele,  vesicle  and  renal  calculi, 
and  venereal  diseases  were  the  chief  urologic  prob- 
lems. Rarely  did  men  live  long  enough  to  suffer  from 
prostatism! 

Early  education 

Medicine  in  the  American  colonies  was  truly 
primitive.  When  the  early  settlers  came  over  from 
England,  most  had,  as  part  of  their  group,  an  indi- 
vidual who  had  been  trained  in  some  of  the  medical 
rudiments.  He  may  have  been  an  apprentice  to  a 
physician,  a practitioner,  or  almost  any  one  with  a 
reputation  for  the  ability  to  heal.  As  the  colonists 
grew  in  numbers  and  the  colonies  became  wealthier, 
itinerant  foreign  practitioners  and  even  rarely  a 
“regular”  physician  would  make  a tour  of  the 
Americas  and  use  his  skills.  Some  were  teachers, 
some  were  preachers,  and  all  were  seeking  money. 
Rarely  was  credit  extended  or  charity  medicine 
practiced.  Most  practitioners  worked  for  their 
livelihood  and  not  for  the  love  of  the  art  of  medi- 
cine. 

It  must  be  understood  that  medicine  was  practiced 
by  those  without  the  M.D.  degree  in  most  countries 
including  America.  Being  an  assistant,  an  appren- 
tice, or  merely  an  observer  was  sufficient  background 
to  justify  setting  up  a practice,  even  as  a surgeon. 
The  earned  M.D.  degree  was  needed  only  to  become 
a “professor”  at  a hospital.  If  an  American  practi- 
tioner wished  to  improve  himself,  he  went  to  study 
on  the  continent  or  in  Scotland.  England  was  of 
course  off  limits  for  many  of  the  American  revolu- 
tionaries. There  in  Glasgow,  Edinburgh,  Paris, 
Vienna,  or  one  of  the  other  centers,  the  students 
wrote  their  doctoral  theses  and  came  home  to 
America  as  M.D.s. 

Books  of  medicine  were  few  and  far  between,  but 
an  occasional  book  was  written  especially  for  those 
who  were  to  practice  on  their  own  in  isolated  areas  of 


the  world  such  as  the  American  states.  Primitive 
Physic,  written  by  John  Wesley  in  England,  was  re- 
viewed and  revised  by  physicians  living  and  prac- 
ticing in  America.  It  was  published  in  London,  En- 
gland, in  1747,  with  “receipts  suitable  for  the  climate” 
of  America.  In  the  preface  the  editor  hopes  that  the 
next  books  will  be  published  in  the  colonies. 
Chapters  dealing  with  urinary  problems  are  seen  in 
Figure  1.  Many  tracts  were  written  and  printed  for 
the  use  of  the  practitioner,  or,  lacking  a practitioner, 
for  use  by  anyone  in  charge.  These  contained 
practical,  readily  available  medications  for  all  con- 
ditions likely  to  be  encountered  in  the  wilderness. 

From  sunburn  to  kidney  stone,  and  from  nose 
bleeding  to  urinary  bleeding  and  snake  bite,  all  such 
possibilities  were  covered.  When  no  practitioner  was 
available,  as  was  very  often  the  case  in  the  frontier 
camps,  the  family  head  could  open  the  book,  find  the 
symptoms,  and  prescribe  “just  what  the  doctor  or- 
dered.” This  took  much  of  the  burden  of  the  deci- 
sion from  the  family  head,  and  also  gave  added  se- 
curity to  the  patient,  who  knew  that  he  was  being 
treated  through  the  advice  of  a superior  person  in 
England,  France,  or  the  like.  Often  the  books  sug- 
gested a poultice  of  onions,  a sage  tea,  or  an  enema 
of  elderberries.  The  frontier  settlements  without 
one  of  these  books  was  indeed  rare. 

Shortly  after  the  Revolutionary  War,  there  were 
approximately  3,500  physicians  practicing  in  this 
country.  Perhaps  50  had  degrees  from  the  two 
medical  schools  opened  in  the  colonies;  maybe  400 
others  had  medical  degrees  from  abroad;  and  some 
3,000  had  no  degrees  and  formed  the  large  body  of 
practitioners  who  offered  primary  care.  They  cared 
little  for  advancement  of  theory  and  were  busy  dis- 
pensing remedies  and  prognosticating.  They  gen- 
erally drifted  into  medicine  or  were  pushed  there 
because  of  their  failures  in  other  fields  or  because  of 
their  relatives  in  medicine  who  took  them  on  as 
helpers.  They  rarely  performed  surgery.  The  reg- 
ular physicians  or  M.D.s  generally  gravitated  toward 
the  centers  of  medical  knowledge  where  they  could 
discuss  and  study  further,  or  give  lectures  and  teach. 
The  actual  practice  of  medicine  and  the  treating  of 
patients  became  of  less  importance  for  many  of  these 
M.D.s. 

Physicians  in  the  American  colonies  and  in  the 
early  postrevolutionary  period  were  often  men  ol 
politics.  Benjamin  Rush,  M.D.,  of  Philadelphia 
James  Warren,  M.D.,  of  Boston,  Josiah  Bartelett 
M.D.,  of  New  Hampshire,  and  many  others  were 
outspoken  revolutionaries  who  participated  in  oui 
war  for  independence,  not  as  physicians,  but  as  pa 
triots  who  happened  to  be  men  skilled  in  medicine 
They  were  educated  men  of  some  wealth  and  im 
portance  in  their  own  right.  They  became  activi 
revolutionaries,  or  in  some  cases  stubborn,  vociferous 
Tories,  and  opposed  the  revolution.  Those  othe: 
physicians,  who  were  not  to  obtain  their  M.D.  de 
grees,  were  also  politically  active.  They  often  cams 
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10 1 Primitive  Physic. 


Primitive  Physic.  103 


202.  Coldness  of  the  Stomach. 
Take  a spoonful  of  (lie  sy  nip  of  (In*  juice 
of  carduus  benedh-tus,  fasting,  lor  l luce  or 
four  mornings  : I. 

Or,  chew  a loaf  of  cardans  every  morn* 
ing,  and  swallow  the  spittle:  'I'ried. 

203.  Pain  in  the  stomach,  with  coldness 
and  wind. 

Swallow  five  or  six  corns  of  white  pep- 
per, for  six  or  seven  mornings  ; Tried. 

*204.  Stone  (to  prevent) 

Eat  a crust  of  dry  bread  every  morning; 

Iv  • n 

Tried. 

Or,  driuk  a pint  of  warm  water  daily, 
ill  si  before  dinner.  After  discharging  otre 
stone,  (bis  will  prevent  the  generating  of 
another.  Stoop  down  and  raise  yourself 
op  again.  If  sou  feel  pain,  as  if  cut  thro* 
die  middle,  (lie  puia  is  not  from  the  stone, 
but  rheumatism;  beware  of  eostivcncss. — 
l.:se  no  violent  diuretics.  Mead  is  a proper 
drink. 

Or,  slice  n large  onion  : pour  half  a pint 
of  warm  water  upon  il.  After  it  has  stood 
twelve  hours,  drink  the  water.  Do  (his 
every  morning  (ill  you  are  well. 

‘205  In  a raging  Fit  ^ 
Beal  onions  into  a pulp  and  apply  (hem, 
as  a poultice,  to  (he  back,  or  (o  the  groin. 

10k  Primitive  Physic. 

and  four  drachms  of  liquorice,  in  a pint  of 
water.  Drink  half  of  it  every  morning. 

208.  Stoppage  in  the  Kidneys. 

Take  decoction,  or  juice,  or  syrup  of 
ground-ivy.  morning  and  evening : 

Or,  lialfa  pint  of  tar-water. 

Or.  twelve  grains  of  salt  of  amber  in  a 
little  water. 

: i 209.  The  Sfranguary. 

I Sit  over  the  steam  of  warm  water. 

Or, drink  largely  of  decoct  ion  of  turnips 
sweetened  with  clarified  honey: 

Or,  of  warm  lemonade:  Tried. 

* Or,  dissolve  half  an  ounce  of  salt-prtro 
in  a quart  of  water;  drink  a glass  of  it  «ve- 
5 ry  hour. 

210.  Sunburn  (smarting.) 

Wash  the  face  with  sage-tea. 

211.  A fresh  surfeit. 

Take  about  a nutmeg  of  the  green  tops 
of  wormwood. 

c 

212.  To  stop  profuse  sweating. 

* Mix  an  ounce  of  tincture  of  Peruvian 
bark,  with  half  an  ounce  of  spirit  of  vitriol. 
Tal  e a tea-spoonful  morning  and  night,  in 
a glass  of  water. 


It  gives  speedy  ease  in  the  most  racking 
pain  : Tried. 

Or,  apply  heated  parsley. 

206.  Stone  (to  ease  or  cure.) 

noil  half  a pound  of  parsnips  in  a quart 
of  water.  Drink  a glass  of  this,  morning 
and  evening,  arid  use  no  oilier  drink  all  ihe 
day.  I(  usually  cures  in  six  weeks: 

Or  lake  morning  and  evening,  a lea- 
spoonful  of  onions,  cab  ined  in  u lirc-shovcl 
into  while  ashes,  in  white  wine.  An  ounce 
will  often  dissolve  (he  stone.” 

Or,  lake  a tea-spoonful  of  violet-seed 
powdered,  morning  and  evening.  It  holli 
wastes  the  atone,  and  beings  it  away. 

Or,  drink  largely  of  water  impregnated 
with  fixed  air.* 

Those  who  have  not  a convenient  appa- 
ratus. may  substitute  (he  following  method: 
Dissolve  fifteen  grains  of  salt  of  tartar  in 
six  spoonfuls  of  water,  to  which  add  as 
much  water,  acidulated  with  oil  of  vitriol, 
as  will  neutralize  the  salt.  They  are  to  bo 
gradually  mixed  with  each  other,  so  as  to 
provent  the  effervescence  or  dissipation  of 
the  fixed  air,  as.tnuch  as  possible. 

207.  Stone  in  the  Kidneys. 

Iloil  an  ounce  of  common  thistle-roof, 

[ * Some  Ui»e  U m nv'ch  relieved  ty  ilrinkpig  a 
, 5 V'4irr  m ''if  irurniny,  aril 

iinv  1 
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246.  Bloody  Urine. 

Take  twice  a-day  a pint  of  decoction  of 
agrimony  : 

Or,  of  decoction  of  yarrow. 

247.  Urine  by  Drops  with  Ileat  and 
Pai  n . 

Drink  nothing  but  lemonade  : Tried. 

Or,  beat  up  the  pulp  of  live  or  six  roast- 
ed apples  with  near  a quart  of  water.  Take 
it  at  lying  down.  It  commonly  cures  be- 
fore morning. 

248.  Involuntary  Urine. 

Use  the  cold  hath  : 

Or  take  a spoonful  of  powdered  agrimo- 
ny in  a little  water,  morning  and  evening  : 

* Or,  a quarter  of  a pint  of  alum  posset- 
drink  every  night  : 

Or.  foment  with  rose-leaves  and  plan- 
tane-loaves,  boiled  in  a smith's  forge  wa- 
ter. Then  apply  plaisters  of  alum  and 
bole  armoniac,  made  up  of  oil  and  vinegar: 

Or,  apply  a blister  to  the  os  sacrum. — 
This  seldom  fails. 

249.  Sharp  Urine. 

Take  two  spoonfuls  of  fresh  juice  of 
ground -ivy. 

250.  Suppression  of  Urine,  D 

Is  sometimes  relieved  by  bleeding : 


IGURE  1.  Pages  from  John  Wesley’s  Primitive  Physic,  written  in  London  in  1747,  dealing  with  urinary  problems.  (A)  Page 
102,  giving  instructions  for  stomach  and  stone  problems.  (B)  Page  103,  concerned  with  easing  or  curing  stone  and  stone 
n kidneys.  (C)  Page  104,  giving  advice  for  kidney  stoppage,  stranguary,  sunburn,  and  sweating.  (D)  Page  1 14,  dealing  with 
-irinary  difficulties. 


to  the  hospitals  or  medical  centers,  listened  to  a lec- 
ture series  or  took  a course  with  a prominent  physi- 
cian, and  learned  of  the  revolutionary  activities  and 
theories  as  well  as  of  medicine.  They  could  then  go 
back  to  their  areas  of  practice  with  the  bonafides  of 
further  education,  both  medical  and  political.  Who 
better  to  spread  the  word  of  the  new  country  fighting 
for  its  life  in  the  early  days  of  the  revolution! 

Early  surgery 

The  medical  problems  of  the  1700s  were  like  and 
unlike  those  of  today.  Surgery  was  almost  entirely 
devoted  to  emergency  cases  Patients  dying  or 
having  incapacitating  pain  were  the  only  ones  con- 
sidered for  cutting  other  than  incision  of  abscesses 
and  hydroceles. 

Amputations  were  the  procedures  most  generally 
done  by  surgeons.  Repairs  of  lacerations  were  also 
very  frequently  done;  sometimes  this  was  a service 
to  the  infected  patient  who  would  otherwise  have 
been  treated  by  amputation.  Sir  Percivall  Pott  was 
advised  to  have  his  leg  amputated  when  he  suffered 
the  famous  Pott’s  fracture.  He  splinted  it,  cared  for 
it,  and,  to  the  amazement  of  most,  regained  the  use 
of  his  limb.  He  wrote  of  this,  too! 

Most  of  the  problems  were  only  poorly  defined, 
and  treatment  was  usually  symptomatic.  Syphilis 
and  gonorrhea  were  widespread  and  so  poorly  un- 
derstood that  the  great  Hunter  inoculated  himself 
to  prove  they  were  due  to  the  same  pathogen,  merely 
attacking  in  a different  manner  in  a different  area. 
Mercury  inunctions  were  suggested  frequently. 
Anesthesia  was  not  discovered,  and  the  work  of  Black 
in  describing  “fixed  air”  or  carbon  dioxide  and  that 
of  Priestly  who  isolated  but  failed  to  recognize  oxygen 
were  then  merely  curiosities.  The  Phlogiston  theory 
of  gases  was  widely  accepted  until  Lavoisier  formu- 
lated a revolution  in  chemistry  at  about  the  same 
time  as  the  American  Revolution.  Oxygen  and  the 
United  States  of  America  came  of  age  almost  simul- 
taneously. 

It  is  also  worthwhile  to  recall  that  in  1776  the 
clinical  thermometer,  the  syringe,  and  the  binaural 
stethoscope  had  not  been  invented.  Opium,  calomel, 
sarsaparilla,  quinine  bark,  castor  oil,  epsom  salts,  and 
tartar  emetic  were  widespread  remedies.  Juniper 
berries  were  used  for  worms,  and  alcohol  was  used  for 
all  other  conditions. 

Bloodletting  was  in  high  favor,  anesthesia  nonex- 
istent. Ligatures  were  just  being  considered  as 
possible  replacements  for  the  actual  cautery  to  stop 
bleeding.  Skin  closures  were  often  with  the  serrefine 
(Fig.  2). 

In  the  period  including  the  American  Rebellion, 
or  our  Revolutionary  War,  depending  from  which 
side  you  viewed  it,  calculus  disease  was  far  more 
frequent  and  far  more  serious  than  it  is  now.  People 
of  all  ages  suffered  from  stones;  when  the  word  suf- 
fered is  used  in  this  content  its  meaning  must  be 
obvious!  Kidney  surgery  was  still  almost  unknown; 


FIGURE  2.  Serrefines.  (A)  Of  1700s.  (B)  Three  instru 
merits  on  left  are  modern  serrefines  for  small  vessels  o 
tagging  sutures.  Instrument  on  right  is  used  by  dry  cleane 
to  tag  garments! 
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FIGURE  5.  Through-and-through  passage  of  seton  through 
hydrocele  cavity  (from  Sir  Percivall  Pott’s  Chirurgical  Works, 
London,  Hanes,  W.  Clarke  and  R.  Collins  in  Paternoster  Row, 
1775). 

Surgical  approaches  to  hydrocele  care  were  at  first 
limited  to  puncture  and  drainage  of  the  sac.  If  in- 
fection supervened,  the  hydrocele  was  often  cured. 
More  often  it  recurred,  and  then  tents  and  setons 
were  used.  These  were  cloth  threads  or  strips  that 
could  be  inserted  for  drainage  (Fig.  3).  They  also 
permitted  infecting  organisms  free  access  to  the 
perfect  breeding  spot,  the  hydrocele  cavity.  Some 
surgeons  attempted  to  marsupialize  the  sac  by  sewing 
its  secreting  surface  to  the  skin  edges  (Fig.  4). 

Sir  Percivall  Pott  invented  his  own  instruments  to 
effect  the  perfect  cure  of  hydrocele.  He  passed  a 
trochar  with  a cannula  through  the  hydrocele  and  out 
the  opposite  side.  He  then  threaded  a needle  with 
a seton  through  the  cannula  and  then  removed  all  but 
the  seton  which  provided  through-and-through 
drainage  until  it  sloughed  out  (Fig.  5).  Few  hydro- 
celes treated  in  this  manner  recurred. 

Surgical  approaches  to  the  bladder  through  the 
abdomen  were  fraught  with  danger.  John  Hunter, 
M.D.,  first  showed  the  anatomy  of  the  peritoneal 
reflection  on  the  bladder  and  how  bladder  inflation 
would  raise  the  peritoneum  and  permit  a direct  ap- 
proach to  the  bladder  wall.  This  then  could  be  done 
with  little  or  no  danger  of  entering  the  “belly.”  Few 
utilized  this  knowledge  to  make  safe  suprapubic 


FIGURE  4.  Marsupialization  of  hydrocele  sac  as  advised 
by  Volkman  (iliustrated  in  Voelcker  and  Wassidlo’s  Urolog- 
ische  Operations  lehre,  Leipzig,  Georg  Thieme,  1924.) 


the  first  planned  nephrectomy  by  Gustav  Simon, 
M.D.,  did  not  occur  for  another  hundred  years.  In 
fact,  in  1756,  Prudent  Hevin,  in  a report  written  for 
the  French  Royal  Academy  of  Surgery,  found  that 
the  only  safe  renal  surgery  was  drainage  of  renal  ab- 
scesses presenting  in  the  flank.  The  ureter  was 
likewise  a no  man’s  land,  and  the  bladder  should  have 
been! 


FIGURE  3.  Seton  holding  needle  with  seton  (from  Smith's 
Surgical  Operations  liandbook.  New  York,  Bailliere  Brothers, 
1862). 
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approaches  to  the  bladder  until  well  into  the 

1800s. 


FIGURE  6.  (A)  Title  page  of  Le  Cat’s  book  (Amsterdam, 

1776).  (B)  Incising  instruments  and  sounds  and  gorget  as 
well  as  elevations  of  operating  table.  (C)  Instruments  to 
enlarge  incision  and  grasp  stone.  (D)  Forceps  for  crushing 
large  stones  and  for  drilling  and  fracturing  very  large 
stones. 

Lithotomy 

Stones  were  removed  from  the  bladder  by  the 
perineal  route  through  rough  and  tough  surgery. 
This  usually  consisted  of  a stab  incision  between  the 
rectum  and  the  urethral  bulb  done  as  rapidly  as 
possible  with  no  attempt  at  anesthesia,  sterility,  or 
anatomic  surgery.  Those  who  did  this  “cutting  for 
stone”  became  known  as  lithotomists. 

Many  individual  lithotomists  became  famous  on 
the  continent  and  in  the  British  Islands.  Names 
such  as  Tolet,  Frere  Jacque,  and  LeCat  were  well 
known  throughout  the  continent.  When  one  of  these 
better- known  itinerant  stone  cutters  traveled  about, 
he  sent  one  of  his  party  ahead  to  sign  up  the  patients 
for  the  next  day’s  surgery  in  the  next  town.  The 
lithotomist  would  come  to  town,  set  up  his  table 
admit  the  paying  audience,  and  then  operate.  H< 
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« The  original  is  II  inches  long  »- 

FIGURE  7.  Conception  of  what  Benjamin  Franklin's  catheter 
may  have  looked  like. 

never  saw  his  patients  before  or  after  surgery.  His 
only  results  were  to  pull  forth  a stone  and  show  it 
triumphantly  to  the  applauding  audience.  The  au- 
dience came  to  see  if  his  technique  was  such  that  they 
would  desire  him  for  removal  of  their  stones.  They 
also  came  to  wager  on  the  length  of  time  the  surgery 
took,  whether  the  patient  fainted  or  not,  and  even  on 
the  weight  of  the  calculus. 

As  stated,  lithotomists  were  often  untrained  in- 
dividuals who  had  seen  some  lithotomies  and  felt 
they  were  capable  of  cutting.  They  rarely  knew 
anything  of  the  surgical  anatomy  of  the  area  they  so 
roughly  invaded.  Frere  Jacque,  a famous  French 
lithotomist,  caused  7 patients  to  die  as  a result  of  one 
day’s  surgery.  He  accused  the  monks  and  sisters  of 
the  Charite  Hospital  of  poisoning  his  patients.  A 
fifty  per  cent  mortality  rate  was  expected;  100  per 
cent  was  too  much!  Autopsy  proved  some  en- 
croachment on  the  bowel,  some  bladders  were  sev- 
ered from  urethras,  urethras  were  mutilated,  and 
rectums  and  vaginas  also  were  lacerated.  This  ca- 
valryman, turned  lithotomist’s  assistant  and  then 
lithotomist,  dressed  like  and  called  himself  a monk; 
he  was  completely  without  training.  He  became 
famous  and  got  away  with  his  surgery  for  a long  pe- 
riod by  operating  one  day  in  each  location  and  then 
moving  on  before  results  became  obvious.  When  he 
wished  to  settle  in  Paris  he  had  to  take  the  “board 
examinations.” 

He  was  made  to  demonstrate  his  operative  skill  on 
a cadaver  and  failed  the  examination.  The  King  of 
France  gave  him  the  opportunity  to  operate  on  a 
young  boy.  The  lad  lived  and  went  home  in  three 
weeks,  much  to  the  amazement  of  the  court.  Frere 
Jacque  became  the  King’s  favorite  and  operated  on 
many  of  the  courtiers.  His  mortality  rate  was  so  high 
that  he  soon  was  on  the  road  again,  often  being  re- 
warded with  medals  and  monetary  sums.  He  is  said 
to  have  operated  on  5,000  patients.  Some  came  all 
the  way  from  the  American  colonies  for  his  skills. 

Claude  Nicholas  Le  Cat,  M.D.,  was  a famed  lith- 
otomist who  invented  his  own  surgical  instruments 
and  techniques  for  the  surgical  removal  of  calculi 
from  the  bladder.  He  used  a channeled  sound,  a 
cystotome  with  a concealed  blade  that  could  be  ex- 
tended when  needed,  and  various  curved  forceps  for 
stone  removal.  He  also  had  large  crushing  forceps 
and,  for  stones  too  large  to  be  crushed,  he  had  drills 
to  make  holes  and  a distracting  forceps  to  split  the 
calculi  from  the  inside.  He  was  aware  of  the  anatomy 
involved  and  treated  it  with  some  respect.  His  book 
is  a classic  and  still  makes  good  reading  two  hundred 
years  later  (Fig.  6). 

The  general  surgical  approach  to  the  bladder  was 
through  the  perineum.  Knowing  as  we  do  now  how 


poorly  trained  and  unaware  of  anatomy  the  best 
lithotomists  were,  we  must  feel  some  awe  that  the 
lesser  as  well  as  the  better  lithotomists  had  the 
courage  to  operate.  The  fact  that  patients  presented 
themselves  for  this  brutal  surgery  indicates  the  severe 
pain  resultant  from  stone. 

Gout  and  uric  acid  stone  were  frequently  disabling 
disease  entities  in  England  and  the  Continent.  They 
were  found  in  the  new  country  too,  but  much  less 
frequently.  One  famous  gout  patient  and  uric  acid 
stone  former  was  Benjamin  Franklin.  He  consorted 
with  and  consulted  experts  on  stone  such  as  Heber- 
den,  John  Hunter,  Fothergill,  and  others.  He  re- 
sisted surgery.  Franklin’s  brother  also  suffered  from 
stone,  and  he  asked  Ben  for  help  when  he  was  in 
chronic  retention.  Franklin,  in  a famous  letter,  de- 
scribed a flexible  silver  catheter  that  the  patient 
could  pass  on  himself: 

Philad,  Dec.  8, 1752 

Dear  Brother: 

Reflecting  yesterday  on  your  Desire  to  have  a flexi- 
ble Catheter,  a Thought  struck  into  my  Mind  how  one 
might  possibly  be  made:  And  lest  you  should  not 

readily  conceive  it  by  any  Description  of  mine,  I went 
immediately  to  the  Silversmith’s,  & gave  Directions  for 
making  one,  (sitting  by  till  it  was  finish’d)  that  it  might 
be  ready  for  this  Post.  But  now  it  is  done,  I have  some 
Apprehensions  that  it  may  be  too  large  to  be  easy;  if  so, 
a Silversmith  can  easily  make  it  less  by  twisting  by 
turning  it  on  a smaller  Wire  and  putting  a smaller  Pipe 
to  the  End,  if  the  Pipe  be  really  necessary.  This  Ma- 
chine may  either  be  cover’d  with  a small  fine  Gut,  first 
clean’d  and  soak’d  a Night  in  a Solution  of  Alum  & Salt 
in  Water,  then  rubb’d  dry,  which  will  preserve  it  longer 
from  putrefaction.  Then  wet  again,  & drawn  on  & ty’d 
to  the  Pipes  at  each  End  where  little  Hollows  are  made 
for  the  Thread  to  bind  in  and  the  surface  greas’d: — Or 
perhaps  it  may  be  used  without  the  Gut,  having  a little 
Tallow  rubb’d  over  it,  to  smooth  it  and  fill  the  Joints. 
I think  it  is  as  flexible  as  could  be  expected  in  a thing  of 
the  kind  and  I imagine  will  readily  comply  with  the 
Turns  of  the  Passage,  yet  has  Stiffness  enough  to  be 
protruded,  if  not  the  enclos’d  WTire  may  be  us’d  to  stif- 
fen the  hinder  Part  of  the  Pipe  while  the  for  P(art)  is 
pushed  forward;  and  as  it  proceeds  the  Wire  may  be 
gradually  withdrawn.  The  tube  is  of  such  a nature, 
that  when  you  have  Occasion  to  withdraw  (it)  its  Di- 
ameter will  lessen,  whereby  it  will  move  mo(re)  easily. 
It  is  also  a kind  of  scrue,  and  may  be  both  withdrawn  & 
introduc’d  by  turning.  Experience  is  necessary  for  the 
right  using  of  all  new  Tools  or  Instruments,  and  that 
will  perhaps  suggest  some  Improvements  of  this  In- 
strument as  well  as  better  direct  the  manner  of  using 
it. 

My  schematic  reconstruction  of  that  catheter  is 
illustrated  in  Figure  7.  Those  who  felt  that  they  were 
unwilling  to  suffer  the  cutting  for  stone  encouraged 
the  practitioners  who  felt  they  had  ways  to  dissolve 
or  prevent  stones.  They  were  many,  and  there  were 
varied  attempts  to  dissolve  the  stone.  Caustics, 
acids,  and  various  mixtures  were  used  to  do  this. 
Some  were  taken  by  mouth,  some  were  injected  in- 
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FIGURE  8.  Title  page  of  John  Rutty’s  book. 

traluminally,  and  some  were  instilled  in  the  rectum, 
usually  with  no  beneficial  results.  If,  however,  co- 
incidental to  the  exhibition  of  one  of  these  nostrums, 
a high-born  or  well-known  individual  passed  a stone 
or  a piece  of  a stone,  the  name  and  fame  of  the  nos- 
trum and  its  inventor  rapidly  became  known,  and  his 
or  her  fortune  was  made. 

Joanna  Stephens 

Thus,  Joanna  Stephens  became  a household  name 
in  England  and  America  for  her  secret  mixture  that 
broke  up  and  dissolved  stones  in  the  bladder.  She 
made  up  a concoction  in  secret  and  sold  it  at  a high 
price.  A high  proportion  of  her  patients  were 
claimed  as  cures,  and  she  became  wealthy  due  to  the 
sales  of  her  nostrum.  Poor  people  could  not  afford 
it,  and  she  refused  to  divulge  the  secret  of  her  medi- 
cation. A public  clamor  in  England  became  such  an 
overwhelming  cry  for  help  that  Parliament  offered 
her  five  thousand  pounds  for  the  formula.  She  ac- 
cepted this  impressive  bribe,  and  in  1741  she  pre- 
sented her  formula  before  the  Royal  Society  of 
London.  It  consisted  of  “Egg  shells,  snails,  old  clay 
pipes,  swine’s  cresse,  saxifrage,  soap,  burdock,  seeds, 
haws  and  hips”  and  other  commonly  available  ma- 
terials. John  Rutty,  M.D.,  stated  in  his  book,  Ac- 
counts of  some  New  Experiments  and  Observations 
on  - Joanna  Stephens  Medicine  for  the  Stone,  written 
in  London  in  1852  (Fig.  8). 


The  World  has  lately  been  favored  with  a new  dis- 
covery of  a remedy  said  to  be  effectual,  and  to  be  taken 
internally  with  safety.  I need  not  say  that  it  is  the  dis- 
covery of  Joanna  Stephens  that  I mean.  The  in- 
stances of  the  success  with  which  the  medicines  have 
been  used,  deserve  the  serious  Attention  of  Physicians, 
and  ought  to  excite  them  to  a careful  examination  of 
their  effects,  so  as  to  render  this  discovery  as  useful  to 
the  Public  as  the  Nature  of  this  thing  will  admit,  and  as 
the  British  Parliament  generously  intended  it  to  be. 

It  was  readily  apparent  to  the  physicians  who 
studied  the  remedy  that  much  of  it  was  useless  ma- 
terial and  placebo  added  for  complexity  and  taste. 
As  Dr.  Rutty  says  in  his  introduction,  “The  Medicine 
as  communicated  to  the  Public  is  a Composition 
operose  and  troublesome;  several  parts  of  it  being  of 
little  or  no  use,  and  others  plainly  calculated  to  dis- 
guise the  rest.” 

The  medications’  active  principles  probably  con- 
sisted of  a “slackened  Powder  of  calcined  egg-shells, 
and  a solution  of  soap.”  Rutty  called  the  action  of 
the  medication,  “lithontriptic,”  since  it  was  not 
supposed  to  dissolve,  but  “merely  to  corrode  and 
precipitate  the  Parts  of  the  stones.”  Dr.  Hales  and 
Dr.  Hartley,  two  ingenious  gentlemen  who  studied 
Stephens’  medication,  came  up  with  the  following, 
quoted  in  Dr.  Rutty’s  book: 

...  let  two  Scruples,  two  and  a half,  or  a Dram  of  Egg 
shells  (calcin’d  until  they  acquire  a pungent  fiery  taste, 
and  from  being  black,  become  white  again,  and  after- 
wards exposed  to  a dry  air  for  a month,  six  weeks,  or 
two  months,  that  is,  till  they  slacken,  or  fall  into  a im- 
palpable Pouder  in  great  measure)  be  taken,  three 
times  every  day,  in  three  or  four  spoonfuls  of  Water, 
small  Beer,  Wine  or  Wine  and  Water;  drinking  after 
each  does  the  third  part  of  the  following  Decoction. 

Take  two  Ounces,  two  and  a half,  or  three  of  Alicant 
Soap;  slice  it  thin,  and  dissolve  it  in  a Quantity  of 
Water  sufficient  to  make  a Pint  and  a half  of  the  De- 
coction. Strain  it,  and  sweeten  it  with  Honey,  or 
Sugar,  to  the  Taste! 

Dr.  Rutty  goes  on  to  thank  the  gentlemen  for 
having  rescued  “this  Medicine  from  the  Imputation 
of  being  merely  Empirical;  and  indeed  our  whole 
Faculty  must  acknowledge  themselves  in  a particular 
Manner  indebted  to  Dr.  Hales  ...  .”  These  rem- 
edies must  have  percolated  to  the  American  colonies. 
The  fact  that  they  were  not  acclaimed  or  in  fact 
widely  utilized  as  far  as  we  know  speaks  only  for  the 
dearth  of  information  available  then,  and  also  how 
little  we  know  now,  about  medical  practice  in  the 
colonies  at  the  time  of  the  Revolution. 

Theophilus  Lobb 

Theophilus  Lobb,  M.D.,  Fellow  of  the  Royal  So 
ciety  of  London,  published  in  1739  a Treatise  or 
Dissolvents  of  the  Stone  and  on  Curing  the  Stom 
and  Gout  by  Aliment,  printed  for  James  Bucklanc 
at  the  Buck,  in  Paternoster  Row,  London  (Fig.  9). 
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"TREATISE 


( * 54  ) 

CHAP.  XIV. 


O N 

Dissolvents  of  the  Stone; 

And  on  Curinc  the 

STONE  and  GOUT 

D V 


ALIMENT. 

SHEWING, 

By  Reason  (up  ported  with  Experiments, 
and  Cases,  the  Pbobabi lity  of  diffolving 
the  Ston  e either  in  the  Kidneys , or  Bladder  ; 
and  of  preventing  the  Returns  of  the  Gout 
by  fuitable  Aliment,  with  proper  Rules 
of  Diet. 

Intermixed  with  Observations,  which  fliew 
how  Perfons  of  different  Confutation t,  and  alfo  of 
different  Habits  of  Body,  whether  Do  lean,  or  too  fat , 
fhould  regulate  ibtm/ilvts,  and  their  Diet  for  the 
Preservation  of  their  Health. 

To  which  are  added, 

Directions  of  Diet  proper  for  Persons  afflifted 

with  Co/Js,  Fe  ver 1 1 &uinfty<,  Caught , etJ/luMt,  eh',!. . k i 
and  Pain:  of  the  Stomach,  Cojtivenef:,  S'crvou:  Dijca/e: , 
Cad.  •exit:,  Drtffiei,  Tumcur:,  or  Scxrvej. 

The  Whole  form’d  for  Usefulness  in  Families* 

By  Th  e o p h i l u s Lobb,  M.  D 

and  Fellow  of  the  Roval  Society  of  LONDOK. 

L O N D O iV . " ~ 

Printed  foe  James  Buckiand,  at  the  Bud 
in  Pjfer-noJttr  Rom, 

M DC C XXXIX, 


A 


Containing  an  /lccount  of  Experi- 
ments made  with  Calculi,  and 
divers  Sorts  of  Wine,  foreign,  and 
home  made ; particularly  with 
Red  Port,  Tent,  Medera,  Canary, 
white  Port,  Rhenilh,  and  Moun- 
tain ; alfo  with  Elderberry,  and 
Raifin  IVines  ; lihewife  with 
Cyders  of  various  Sorts  ; with 
fuitahle  Obfervations. 

Experiment  CXLVIII. 

5 82.  A N U A R T 26,  1738-9,  1 put 

J a Calculus , of  a fpungey  Tex- 
turc,  weighing  two  Grains  and  a Quarter, 
into  an  Ounce  of  Red  Port  Wine. 

§.  5^3-  February  1 , it  hood  in  a warm  Di- 
geiticn  fix  Hours. 

5-  5 84.  Fihruary  3,  it  was  four  Hours  i 
a warm  Digehion. 


FIGURE  9.  Lobb’s  book.  (A)  Title  page.  (B)  Page  showing 
typical  experiments.  (C)  Another  page  describing  experi- 
ments. 

The  page  before  the  title  page  declares  that  the 
greatest  part  of  this  treatise  was  read  at  several 
meetings  of  the  Royal  Society  which  “ordered,  that 
he  be  desired  to  print  the  same.”  This  notice  was 
signed  by  the  president  of  the  Royal  Society.  Dr. 
Lobb’s  realization  that  he  might  be  able  to  dissolve 
stones  with  medication  taken  by  mouth,  was  a re- 
sultant of  the  following: 

...  as  I was  musing  of  this  Subject,  it  came  into  my 
mind,  that  surely  Stone  derived  its  origin  from  some 
things,  or  other,  taken  into  the  Stomach  as  Aliment, 
and  then  I thought,  why  may  not  other  things  of  a con- 
trary Nature,  taken  as  Aliment,  be  effectual  to  dissolve 
it? 

So  began  a series  of  experiments,  during  which 
Lobb  placed  calculi  into  solutions  of  many  different 
kinds.  Lemon  juice,  rue,  turnips,  cider,  codlin  juice, 
mulberry  juice,  strawberries,  strawberry  brandy, 


( si  ) 

CHAP.  VI. 

Containing  an  Account  of  F.xperi- 
ments  made  with  Calculi,  and 
the  Juice  of  Strawberries,  Straw- 
berry Brandy,  and  a Mixture  of 
Strawberry  Brandy  and  IVater  ; 
hkewife  with  Vinegar,  the  Juices 
of  Elderberries,  Burgamy  Pears 
and  Grapes  ; alfo  with  Mountain 
Wine,  Red  Port  Wine,  lloncy, 
and  Water,  and  New  River  Wa- 
ter, with  fuitahle  Obfervations. 

Experiment  XXVI. 

§.  123.  JU A? E 17.  1758,  I put  .1  Cal.u- 
J /’it,  weighing  two  Cirri  ns,  into 
fix  Drachms  of  the  Juice  of  Straw- 
berries. 

j.  \:<j.  July  7,  I examin'd  it,  and  found 
it  fofrer,  and  idiminilhed  half  in  Weight. 

In  cold  Digclbon  20  days.  « 

1 .2  ^ 
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D I S QJJ  I S I T I O N 

OF  THE 

STONE  and  GRAVEL; 

WITH 

STRICTURES  on  the  GOUT, 

When  combined  with  thole  Diforders. 

By  S.  PERRY,  Surgeon. 


Plus  vl dent  Oculi  quant  Oculus. 


The  SEVENTH  EDITION,  improved  and  enlarged. 


L O N D O K : 

PRINTED  BY  H R E Y N F.  I.  L , ( NO.  II,)  PICCADILLY,  FOR 

J.  Bew,  P.’.ternofler-row ; J.  Murray, 

Fleet-ftreet  ; T,  Becxet,  Pall-mall; 

J.  Southern,  St.  James’s  flre;t  ; 
a?d  Richardson,  under 
the  Royal  Exchange 

M OCC  LNXXV, 

FIGURE  10.  Title  page  of  Perry’s  book  on  stone  and  gravel. 
This  is  seventh  edition. 

pears,  elderberry,  asparagus,  parsley,  tea,  coffee, 
cabbages,  leeks,  lettuce,  and  many,  many  others  were 
used  to  see  if,  in  contact,  they  could  dissolve  calcu- 
li. 

Lobb’s  results  showed  that  acids  “received  into  the 
stomach,  we  may  I think,  without  much  difficulty, 
apprehend  it  communicable,  also  to  the  Urine,  thro’ 
the  Blood  as  a Medicine:  and  then,  why  may  we  not 
hope  that  this  dissolvent  Quality,  Thus  communi- 
cated to  the  Urine,  may  act  on  the  Calculi  in  the 
kidneys  and  Bladder,  and  gradually  destroy  the 
Cohesion  of  their  component  Parts,  and  make  them 
separate,  some  after  other,  till  they  are  dissolved  and 
washed  out  of  the  body  with  Urine.” 

He  didn’t  feel  this  to  be  an  assured  method,  but 
“seemed  a Probability  of  obtaining  so  great  a Benefit 
by  suitable  Aliment.”  In  chapter  22  of  his  large  and 
complete  book  Lobb  lays  down  the  dietetic  rules 
suggested  to  prevent  calculi.  It  might  be  of  interest 
in  this  day  and  age,  where  calcium  is  an  important 
constituent  of  85  per  cent  of  calculi  in  the  United 
States  to  note  Dr.  Lobbs’  suggestions:  “As  to 

Breakfast:  Rule:  Always  make  these  morning  meals 
on  such  light  aliments  as  will  contribute  to  the  cure 
both  of  stones  and  gout.  A glass  of  cow’s  milk  made 
warm,  and  crum’d  with  bread.  This  will  be  very 
proper  food,  both  because  the  milk  has  a quality 
dissolvent  of  the  stone,  and  bread  in  like  manner!” 


He  goes  on  to  suggest  a milk  diet  as  profitable  against 
the  stones:  “Milk  is  a kind  of  aliment  most  univer- 
sally proper  suited  to  all  constitutions  as  to  all  ages, 
from  the  first  beginnings  of  life  to  the  extremest  old 
age,  and  is  suited  to  answer  a variety  of  purposes, 
both  on  account  of  its  nutritive  and  medical  qualities, 
and  would  be  much  more  beneficial,  if  it  was  more 
used.  But  many  adult  persons  looks  on  it  as  fit  only 
for  infants  and  children.”  Dr.  Lobb  thinks  very 
highly  of  this  fluid,  “a  natural  elixer  of  the  Herbs 
from  which  it  is  made.” 

S.  Perry 

S.  Perry,  M.D.,  “Surgeon,”  in  1785  described  a 
solvent  for  stone  (Fig.  10).  He  based  his  solvent  on 
the  following  statement:  “To  admit  that  a medicine 
should  prevent  the  urine  from  giving  out  those 
principles  from  which  forms  a stone,  and  yet  not  act 
upon  the  stone  itself,  is  not  intelligible  to  me;  how- 
ever, if  a medicine  shall,  as  an  eminent  physician 
observes,  by  destroying  the  petrifying  quality  of  the 
urine,  hinders  any  new  accretions  to  the  calculus,  it 
must  necessarily,  in  time,  have  its  surface  washed 
down,  and  worn  away  by  the  urine  . . . .” 

Dr.  Perry  precedes  the  case  cures  due  to  his  me- 
dicament with  several  cases  treated  ineffectually  with 
medicine  of  “a  Mrs.  Stevens.”  He  concludes  that 
“Mrs.  Stevens’  medicines,  of  soap  and  lime  water, 
may  give  relief  to  patients,  and  make  them  pass 
through  life  easier,  even  although  they  should  have 
little  or  no  effect  in  disolving  the  stones ...  !”  Thus 

he  quickly  passed  by  Joanna  Stephens. 

Of  his  own  solvent,  he  states,  “whatever  decom- 
posed the  constituent  parts  of  a solid  body,  or  re- 
solves it  into  its  primary  particles  or  atoms,  has  a 
right  to  that  title  according  to  the  acceptation  of  the 
word— dissolvent.”  After  a well-written,  almost 
250-page  long  discussion  of  how  his  solvent  works, 
why  it  works,  and  on  whom  it  works,  Dr.  Perry  still 
has  not  disclosed  what  his  secret  remedy  is.  He  says, 
rather  sadly,  I believe: 

The  success  and  importance  of  this  discovery  to  the 
world  being  now  confirmed  beyond  the  power  of  infi- 
delity, or  prepossession,  it  will  be  unnecessary  to  ad- 
dress myself  either  to  the  sceptical  or  prejudiced  read- 
er: but  it  may  be  proper  to  say  something  to  those  who 
may  (while  they  admit  its  utility  and  benefit)  argue, 
that  its  usefulness  is  but  partically  despensed  whitest 
its  secret  is  retained  to  the  emolument  of  the  discover- 
er: insisting  that  all  improvements  or  discoveries  in 
medicine  should  be  at  once  revealed  to  the  universal 
and  equal  benefit  of  mankind.  I should  be  sorry  if  I 
was  insensible  to  the  philanthropy  of  this  remark,  but 
at  the  same  time  I cannot  think  it  incumbent  of  me 
fully  to  adopt  those  sentiments  without  the  regards  of 
my  own  situations. 

In  other  words,  he  had  proven  the  efficacy  of  his 
medication;  now  if  you  wished  to  try  it,  come  and  buy 
it  from  him! 
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Developments  in  America 

All  of  these  theories  and  remedies,  if  they  lasted 
long  enough,  percolated  across  to  the  Americans  and 
were  adapted  to  local  usage.  In  America  things  were 
different  from  the  continent.  Whether  due  to  water, 
soil  composition,  or  dietary  changes,  the  character 
of  calculi  had  changed.  In  the  old  country  4 out  of 
5 stones  were  composed  of  uric  acid.  Uric  acid  re- 
sponded fairly  well  to  some  of  the  solvents  and  some 
of  the  changes  in  urinary  pH.  In  America  it  rapidly 
became  obvious  that  things  had  really  changed. 
Four  out  of  5 calculi  were  calcium  compounds  and 
did  not  respond  to  the  regimens  previously  pre- 
scribed for  stones.  Milk  and  bread  diets,  calcined 
egg  shells,  and  so  forth  only  added  to  the  size  of  the 
stones. 

The  lithontriptics  and  solvents  fell  into  disrepute, 
and  the  cutters  for  stone  did  more  and  more  work  in 
the  new  America.  Surgeons  were  few  and  far  be- 
tween in  the  early  colonies.  An  individual  with  stone 
disease  was  often  shipped  back  across  the  Atlantic 
for  care.  Then,  as  the  British  colonies  prospered  and 
the  populations  increased,  more  and  more  medical 
practitioners  were  found  in  America.  Surgeons,  of 
course,  were  very  scarce.  The  few  well-trained  sur- 
geons rapidly  filtered  to  the  centers  of  medical 
progress  in  the  towns  such  as  Philadelphia,  Boston, 
and  New  York.  To  remain  in  one  place  long,  they 
had  to  be  good. 

New  medical  discoveries  in  the  colonies  circulated 
only  by  word  of  mouth,  since  there  were  no  journals 
available.  Newspapers  were  scarce,  also.  While 
mention  was  occasionally  made  of  interesting  medical 
cases  in  the  newspaper,  little  of  value  to  the  physician 
was  stated. 

A rather  typical  article  appeared  in  the  August  11, 
1763,  edition  of  Ben  Franklin’s  Pennsylvania  Ga- 
zette: 

We  hear  from  Long  Island,  that  on  Thursday  the 
14th  of  July,  the  wife  of  Mr.  Benjamin  Dussenberry,  a 
woman  of  55  years  of  Age,  who  had  for  several  years 
been  severely  afflicted  with  the  Bladder  stone,  was  cut 
for  the  same  by  Dr.  Jones,  of  this  City,  who  extracted  a 
Stone  which  weighed  near  seven  Ounces  and  a Half, 
and  measured  between  eight  and  nine  Inches  in  Cir- 
cumference. We  are  told  she  is  entirely  out  of  Danger 
from  the  Operation,  and  likely  to  received  a perfect 
Cure. 

Few  practitioners  were  able  to  have  journals 
available  to  them  to  learn  of  new  techniques  or 
remedies.  The  center  encouraged  ongoing  learning 
by  holding  frequent  meetings  where  recently  re- 
urned  physicians,  fresh  from  contact  with  the 
medical  centers  in  the  older  countries,  would  attempt 


to  pass  on  to  their  colleagues  the  newly  acquired 
learning. 

Thus  from  these  centers  of  medical  knowledge 
such  as  Philadelphia,  New  York,  and  Washington 
rebounded  the  teachings  of  the  masters  abroad.  The 
circles  of  knowledge  widened  but  slowly,  and  the 
character  of  medicine  practiced  in  the  countryside 
was  but  a poor  pale  shadow  of  that  of  big-city  phy- 
sicians. So  patients  in  search  of  modern  medicine 
would,  if  able,  make  a trip  to  the  big  city.  With 
medicine  localizing  in  these  centers,  the  postopera- 
tive course  of  the  patient  became  painfully  obvious 
to  the  surgeons. 

The  good  surgeons  learned  from  the  mistakes  they 
and  others  made;  the  poor  surgeons  continued  to 
mutilate  the  poor  patients.  Surgical  instruments  of 
the  time,  as  well  as  surgical  techniques,  mostly 
traveled  across  the  Atlantic  to  America.  F ranee  was 
the  country  most  famed  for  its  stone  cutters,  and  a 
large  percentage  of  cutting  instruments  of  that  period 
were  fabricated  to  order  in  France  and  Germany. 
Many  are  the  surgical  kits  from  France  and  Germany, 
often  still  new  looking  and  intact,  which  have  been 
in  storage  in  our  museums.  It  is  true  that  these  do 
not  usually  go  back  to  the  1700s,  and  yet  we  must 
presume  that  instruments  from  the  other  side  must 
have  been  used  as  well  as  instruments  fabricated  by 
our  blacksmiths  and  silversmiths.  Certainly 
Franklin’s  catheter  might  have  been  widely  utilized 
if  its  character  had  been  circulated  among  practi- 
tioners of  the  times. 

Conclusion 

In  summary,  surgery  in  the  period  of  the  American 
Revolution  was  crude.  Amputations,  repairs  of 
lacerations,  and  occasionally,  cutting  for  hydrocele 
or  for  stone,  or  lithotomy,  were  the  most  usual  oper- 
ations. Instruments  were  imported  or  made  to  order 
for  specific  surgeons  for  specific  purposes.  Anes- 
thesia might  have  been  whiskey;  biting  a bullet  was 
also  much  utilized.  Results  were  universally  poor. 
A living  patient  was  a good  result;  if  fistula,  inconti- 
nence, cloacas,  and  so  forth,  resulted  from  lithotomy, 
then  at  least  the  patient  lived  to  develop  these  com- 
plications. 

The  establishment  of  three  medical  schools  that 
graduated  well-trained  and  well-educated  physicians 
was  a great  help,  and  medicine  improved  rapidly.  By 
the  turn  of  the  century  most  of  the  very  large  towns 
had  their  own  regular  physician  as  well  as  practi- 
tioners. Scientific  advances  were  passed  by  word  of 
mouth  until  the  early  1800s,  when  the  first  journals 
received  widespread  interest.  American  medicine 
was  on  the  upswing  and  would  continue  to  be. 

1825  Eastchester  Road 
The  Bronx,  New  York  10461 
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Case  Report 


Pleuropericarditis 

Complication  of  Escherichia  coli 
septicemia 

ALLAN  N.  KRUTCHIK,  M.D. 

New  York  City 

From  the  Department  of  Medicine,  Beth  Israel  Medical  Center 


Pericarditis  has  been  documented  as  a complica- 
tion of  several  bacterial  infections.  The  organisms 
incriminated  have  been  staphylococcus,  strepto- 
coccus, meningococcus,  pneumococcus,  Hemophilus 
influenza,  and  Salmonella.  However,  Escherichia 
coli  as  a cause  of  pericarditis  is  extremely  rare.  The 
following  case  demonstrates  the  unusual  feature  of 
the  delayed  onset  of  pleuropericarditis  after  anti- 
microbial treatment  of  E.  coli  septicemia. 

Case  report 

A forty-four-year-old  male  was  well  until  two  days 
before  hospital  admission  when  he  developed  a 
nonproductive  cough.  He  arrived  at  the  emergency 
room  with  a sudden  onset  of  pleuritic  chest  pain  on 
the  right  side,  a cough  productive  of  white  sputum, 
and  dyspnea.  The  past  medical  history  included  a 
longstanding  record  of  alchoholism  with  multiple 
episodes  of  delirium  tremens. 

Physical  examination  on  admission  revealed  an 
obtunded,  acutely  ill  man  experiencing  severe  re- 
spiratory distress.  The  blood  pressure  was  130/70 
mm.  Hg,  with  a regular  pulse  rate  of  144  beats  per 
minute  and  an  increased  respiratory  ratp  of  25  per 
minute.  The  temperature  was  102.8  F.  There  was 
evidence  of  lobar  pulmonary  consolidation  in  the 
right  upper  lobe  both  clinically  and  by  chest  roent- 
genogram. The  electrocardiogram  showed  sinus 
tachycardia.  The  arterial  blood  gases  were  as  fol- 
lows: oxygen  pressure  of  45,  carbon  dioxide  pressure 
of  24  mm.  Hg,  and  pH  of  7.48.  A complete  blood-cell 
count  revealed  a leukocytosis  of  15,000  with  a shift 
to  the  left.  The  erythrocyte  sedimentation  rate  was 
125  mm.  in  one  hour  ( Westergren). 

On  the  second  hospital  day,  E.  coli  was  reported 
isolated  from  both  admission  sputum  and  blood 


cultures.  Ampicillin  was  added  to  the  gentamicin 
that  was  given  to  the  patient  on  admission,  with 
cephalothin  being  discontinued.  Four  days  after 
admission,  the  patient  developed  refractory  carbon 
dioxide  retention,  with  a marked  change  in  mental 
status,  and  was  intubated  and  subsequently  required 
a tracheostomy.  Shortly  after  intubation,  the  pa- 
tient developed  atrial  fibrillation  with  a rapid  ven- 
tricular response  and  was  treated  successfully  with 
digoxin  and  propranolol.  The  electrocardiogram  at 
this  time  showed  S-T  segment  elevation.  Because 
of  the  persistence  of  an  elevated  temperature  with  a 
nonresolving  pneumonitis,  empyema  was  suspected 
but  was  not  confirmed  when  thoracentesis  revealed 
culture  fluid  negative  for  bacteria.  Subsequent 
bronchoscopic  findings  were  also  normal.  On  the 
forty-third  hospital  day  the  patient  developed 
pleuritic  chest  pain  on  the  right  side,  and  rales  were 
heard  over  the  right  base  of  the  lung  field.  An  in- 
filtrate of  the  lower  lobe  of  the  right  lung  with  mas- 
sive cardiac  enlargement  was  seen  on  chest  x-ray 
films;  the  patient  was  treated  with  hydrocortisone. 
On  the  forty-fifth  day,  loud  pleural  and  pericardial 
friction  rubs  were  heard  over  the  left  precordium. 
New  findings  on  chest  x-ray  film  were  bilateral 
pleural  effusions.  The  electrocardiogram  revealed 
T-wave  inversions  suggestive  of  pericardial  in- 
volvement. During  the  next  two  weeks  of  hospital- 
ization, the  patient  had  a complete  recovery. 

Laboratory  test  findings  revealed  normal  anti- 
streptolysin 0 titers,  negative  heterophil  antibodies 
and  Australia  antigens,  negative  antinuclear  anti- 
bodies, lupus  erythematosus  cell  preparations,  latex 
fixation,  complement  fixation,  and  normal  serurr 
electrophoresis. 

Comment 

In  one  of  the  few  documented  cases  of  pericarditis 
following  E.  coli  septicemia,  the  pericardial  fluid  was 
purulent,  and  the  patient  did  not  receive  antimi 
crobial  therapy. 1 Purulent  pericardial  effusions  wen 
prevalent  in  the  preantibiotic  era;  the  majority  o 
recent  cases  have  been  sterile.2,3  Several  cases  hav< 
been  described  in  which  delayed,  sterile  pleuroperi 
carditis  occurred  after  control  of  bacterial  sepsis  4. 
However,  unlike  the  patient  discussed  here,  the  oi 
ganisms  isolated  were  staphylococcus  and  menin 
gococcus.  Therefore,  despite  early  and  aggressiv 
antimicrobial  therapy,  pericarditis  can  complicat 
the  convalescent  phase  of  bacterial  sepsis.  In  th 
case  of  meningococcal  infection,  the  question  ha 
been  raised  as  to  whether  or  not  this  organism  has  tb 
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antigenic  capability  to  produce  an  inflammatory 
reaction  on  serosal  membranes  of  an  immunologic 
nature  rather  than  that  of  a primary  infective  na- 
ture.5 Thus,  while  pericarditis  noted  early  in  the 
course  of  an  infection  can  be  attributed  to  direct 
invasion  of  the  pericardium  by  the  organism,2  peri- 
carditis of  delayed  onset  type  suggests  a delayed 
hypersensitivity  cellular  reaction.4,6 

There  are  four  similar  syndromes  that  may  rep- 
resent autoimmune  diseases.  These  are  the  four 
febrile  pleuropericarditis  syndromes:  the  post- 

thoracic  injury  syndrome  which  may  follow  a blunt 
or  penetrating  trauma,  the  post-thoracotomy  of 
post-pericardiotomy  syndrome  thought  to  be  cyto- 
megalovirus infection,  the  postmyocardial  infarction 
or  Dressler’s  syndrome,  and  the  syndromes  of  idio- 
pathic nonspecific  pericarditis. ' This  last  syndrome 
can  often  be  manifested  after  a latent  period  fol- 
lowing an  infection.  When  the  first  three  of  the 
syndromes  mentioned  have  been  excluded  as  a cause 
of  pericarditis,  it  would  be  desirable  to  investigate 
routinely  on  a comprehensive  scale  every  case  of 
pericarditis  before  a diagnosis  of  acute  idiopathic 
pericarditis  is  made.  Furthermore,  it  must  be  rec- 
ognized that  the  mere  presence  of  antibodies  or  vi- 
ruses does  not  necessarily  give  a clear  indication  that 
these  findings  solve  the  etiologic  problem.8 

Finally,  it  is  of  interest  to  note  in  the  case  pre- 
sented here  that  the  electrocardiogram  suggestive  of 
pericarditis  occurred  before  the  clinical  signs  devel- 
oped. It  would  therefore  seem  likely  that  these  early 
electrocardiographic  changes,  transient  atrial  fi- 
brillation, and  S-T  segment  and  T-wave  changes 
represent  the  earliest  sign  of  pericarditis  appearing 
before  the  clinical  syndrome  is  appreciated.9 


Ruptured  arteriosclerotic 
aneurysms  of  the  abdominal  aorta 

Despite  continued  improvement  in  operative  technic 
and  postoperative  management,  mortality  in  patients 
undergoing  resection  of  ruptured  atherosclerotic  aneu- 
rysms of  the  abdominal  aorta  has  remained  about  the 
same  for  the  last  fifteen  years  or  so.  In  a review  of  100 
patients  admitted  between  1960  and  1970,  Ottinger 
found  mortality  to  be  58  per  cent.  The  review  was  un- 
dertaken in  an  effort  to  identify  factors  that  may  con- 
tribute to  these  poor  results.  He  concludes  that  prior 


Summary 

Pleuropericarditis  occurred  after  antimicrobial 
therapy  for  Escherichia  coli  septicemia.  This  raised 
the  possibility  of  an  autoimmune  phenomenon  as  a 
cause  for  the  pleuropericarditis  and  not  as  a direct 
invasion  of  bacteria  into  the  pericardium.  All  cases 
of  idiopathic  pericarditis  should  be  carefully  evalu- 
ated for  a bacterial  septicemia  antedating  the  peri- 
carditis. 

1 1525  Burdine  St. 

Apartment  420 
Houston,  Texas  77035 
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diagnosis  and  elective  resection  could  significantly  lower 
mortality.  In  more  than  50  per  cent  of  the  patients  in 
this  series,  expeditious  diagnosis  by  the  general  and 
emergency  physicians  could  have  increased  chances  for 
survival.  In  addition  to  advanced  age  and  concurrent 
cardiac  ailments,  lethal  factors  included  preoperative 
hypotension,  cardiac  arrest,  anuria,  and  free  intra-ab- 
dominal rupture.  Failure  to  establish  the  correct  diag- 
nosis until  the  onset  of  these  4 signs  contributed  to  the 
high  mortality.  Ottinger,  L.  W.:  J.A.M.A.  233:  147 

(July  14)  1975 
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THERE AREA 

LOT  OF  PEOPLE 

GETTING  BETWEEN 
YOU AND YOUR 

PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
‘follow-on"  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
Federal  regulation  designed  to  cut  the  Government’s 
rug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
on  that  a particular  product  is 
Government  intends  to  pay  only 
-priced,  purportedly-equivalent, 


'ertmes  on  the  prescript! 
iedically  necessary,  the 
or  the  cost  of  the  lowest 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 


The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  w'as,  per  product,  in  1962;  and 
■whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.  W,  Washington,  D.C.  20005 


1375 


Obituaries 


Walter  Blumenson,  M.D.,  of  Brooklyn,  was  murdered 
on  April  30  at  the  age  of  forty-nine.  Dr.  Blumenson 
graduated  in  1962  from  California  Medical  College.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Walter  Cane,  M.D.,  of  Garden  City,  died  on  May  12  at  the 
age  of  eighty.  Dr.  Cane  received  his  medical  degree  from 
the  University  of  Berlin  in  1922.  He  was  a consulting 
physician  on  the  medical  staff  of  Nassau  Hospital,  an 
emeritus  physician  at  Nassau  County  Medical  Center,  and 
a consulting  physician  in  medicine  at  Mercy  Hospital 
(Rockville  Centre).  Dr.  Cane  was  a Fellow  of  the  American 
College  of  Gastroenterology,  the  Nassau  Academy  of 
Medicine,  the  New  York  Gastroenterological  Society,  the 
New  York  State  Society  of  Internal  Medicine,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jerome  F.  Cristina,  M.D.,  of  Williamsville,  died  on  April 
23  at  the  age  of  seventy-six.  Dr.  Cristina  graduated  in  1926 
from  Georgetown  University  School  of  Medicine.  He  was 
an  honorary  member  of  the  medical  staff  of  Buffalo  Co- 
lumbus Hospital.  Dr.  Cristina  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

James  Henry  Cullen,  M.D.,  of  Albany,  died  on  December 
16  at  the  age  of  sixty-four.  Dr.  Cullen  graduated  in  1936 
from  New  York  University  School  of  Medicine.  He  was 
a consulting  physician  in  internal  medicine  at  Veterans 
Administration  Hospital.  Dr.  Cullen  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  (Pulmonary 
Diseases),  a Fellow  of  the  American  College  of  Chest 
Physicians,  a Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  American  Thoracic  Society. 

Thomas  G.  Di  Brizzi,  M.D.,  of  Brooklyn,  died  on  July  13, 
1975.  Dr.  Di  Brizzi  graduated  in  1920  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital. 

Louis  Dlugasch,  M.D.,  of  New  York  City,  died  on  May  13 
at  the  age  of  eighty-nine.  Dr.  Dlugasch  graduated  in  1907 
from  University  and  Bellevue  Hospital  Medical  College. 
He  was  a consulting  otolaryngologist  at  Beth  Israel  Hos- 
pital. Dr.  Dlugasch  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Patrick  Dwyer,  M.D.,  of  Syracuse,  died  on  May 
10  at  the  age  of  fifty-three.  Dr.  Dwyer  graduated  in  1947 
from  Boston  University  School  of  Medicine.  He  was  an 


associate  obstetrician  and  gynecologist  at  Community- 
General  Hospital  of  Greater  Syracuse  and  an  attending 
obstetrician  and  gynecologist  at  St.  Joseph’s  Hospital 
Health  Center.  Dr.  Dwyer  was  a Diplomate  of  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology  and  a member  of 
the  Onondaga  County  Medical  Society,  the  Medical  Soci- 
ety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Eugene  Edgar  Evans,  M.D.,  of  Leonardsville,  died  on 
May  13  at  the  age  of  sixty-nine.  Dr.  Evans  graduated  in 
1932  from  Vanderbilt  University  School  of  Medicine.  He 
was  a member  of  the  Madison  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Laurence  Farmer,  M.D.,  of  New  York  City,  died  on  May 
5 at  the  age  of  eighty.  Dr.  Farmer  received  his  medical 
degree  from  the  University  of  Berlin  in  1920.  He  was  a 
consulting  physician  in  medicine  at  Lenox  Hill  Hospital. 
Dr.  Farmer  was  a Diplomate  of  the  American  Board  of 
Internal  Medicine  (Allergy)  and  a member  of  the  American 
Academy  of  Allergy,  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  Wilfrid  Forster,  M.D.,  of  New  York  City,  died  on 
May  1 at  the  age  of  seventy-one.  Dr.  Forster  graduated 
in  1928  from  Queens  University  Faculty  of  Medicine.  He 
was  an  attending  physician  at  Midtown  Hospital.  Dr. 
Forster  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kenneth  C.  Francis,  M.D.,  of  New  York  City,  died  on 
May  17  at  the  age  of  fifty-three.  Dr.  Francis  graduated  in 
1949  from  the  University  of  Colorado  School  of  Medicine. 
He  was  an  orthopedic  surgeon  at  University  Hospital,  an 
associate  orthopedic  surgeon  at  Lenox  Hill  Hospital,  and 
an  attending  orthopedic  surgeon  at  Bellevue  and  Veterans 
Administration  Hospitals.  Dr.  Francis  was  a Diplomate 
of  the  American  Board  of  Orthopedic  Surgery  and  a 
member  of  the  American  Association  for  the  Surgery  of 
Trauma,  the  James  Ewing  Society,  the  American  Academy 
of  Orthopaedic  Surgeons,  the  American  Geriatrics  Society, 
the  Pan  American  Medical  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kate  Frankenthal,  M.D.,  of  New  York  City,  died  on  Apri 
21  at  the  age  of  eighty-seven.  Dr.  Frankenthal  receiver 
her  medical  degree  from  the  University  of  Freiburg  in  1914 
She  was  a Diplomate  of  the  American  Board  of  Psychiatn 
and  Neurology  (Psychiatry)  and  a member  of  the  America: 
Psychoanalytic  Association,  the  American  Psychiatri< 


1376  New  York  State  Journal  of  Medicine/ August  1976 


Association,  the  Pan  American  Medical  Association,  the 
American  Academy  of  Psychoanalysis,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Walter  B.  Georgi,  M.D.,  of  Port  Washington,  died  on 
April  25  at  the  age  of  sixty-eight.  Dr.  Georgi  received  his 
medical  degree  from  the  University  of  Leipzig  in  1932.  He 
was  a member  of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  New  York  State  Society  of  Anesthesiologists, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Reginald  D.  Gerrard,  M.D.,  of  Lowville,  died  on  August 
24,  1975,  at  the  age  of  seventy-seven.  Dr.  Gerrard  gradu- 
ated in  1924  from  Syracuse  University  College  of  Medicine. 
Dr.  Gerrard  was  a member  of  the  Lewis  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Martin  Louis  Goldfarb,  M.D.,  of  East  Meadow,  died  on 
April  29  at  the  age  of  fifty-two.  Dr.  Goldfarb  graduated 
in  1947  from  New  York  University  College  of  Medicine. 
He  was  an  associate  physician  in  internal  medicine  at 
Nassau  County  Medical  Center  and  at  Mercy  Hospital 
(Rockville  Centre)  and  an  attending  physician  in  internal 
medicine  at  Hempstead  General  Hospital.  Dr.  Goldfarb 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  Nassau  Academy  of  Medicine,  the  New 
York  Cardiological  Society,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Norman  Franklin  Graser,  M.D.,  of  Buffalo,  died  on 
March  21  at  the  age  of  seventy-seven.  Dr.  Graser  gradu- 
ated in  1923  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  a senior  neuropsychiatrist  at  Buffalo 
General  Hospital.  Dr.  Graser  was  member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Morton  Jerome  Greene,  M.D.,  of  Forest  Hills,  died  on 
April  26  at  the  age  of  forty-five.  Dr.  Greene  graduated  in 
1943  from  Middlesex  University  School  of  Medicine.  He 
was  an  attending  physician  in  general  practice  at  Parkway 
Hospital.  Dr.  Greene  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Geriatrics 
Society,  the  New  York  Cardiological  Society,  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Axel  Magnus  Hjort,  M.D.,  of  Fort  Lauderdale,  Florida, 
formerly  of  Scarsdale,  died  on  December  20,  1975,  at  the 
age  of  eighty-six.  Dr.  Hjort  graduated  in  1921  from  Yale 
University  School  of  Medicine.  He  was  a Fellow  of  the 
American  College  of  Physicians  and  a member  of  the 
Westchester  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Frederick  Ittner,  Jr.,  M.D.,  of  Staten  Island, 
died  on  May  14  at  the  age  of  sixty-one.  Dr.  Ittner  gradu- 


ated in  1939  from  Long  Island  College  of  Medicine.  He 
was  an  attending  urologist  at  St.  Vincent’s  Medical  Center 
of  Richmond,  director  of  urology  at  Sea  View  Hospital  and 
Home,  and  a consulting  urologist  at  the  United  States 
Public  Health  Service  Hospital.  Dr.  Ittner  was  a Diplo- 
mate of  the  American  Board  of  Urology,  a Fellow  of  the 
International  College  of  Surgeons,  and  a member  of  the 
American  Urological  Association,  the  American  Geriatrics 
Society,  the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Ernest  Kaufmann,  M.D.,  of  Elmhurst,  died  on  April  2 at 
the  age  of  seventy-three.  Dr.  Kaufmann  received  his 
medical  degree  from  the  University  of  Bonn  in  1926.  He 
was  an  attending  physician  in  general  practice  at  Kew 
Gardens  General  Hospital.  Dr.  Kaufmann  was  a member 
of  the  Medical  Society  of  the  County  of  Queens,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Anthony  W.  Kozlowski,  M.D.,  of  Buffalo,  died  on  April 
8 at  the  age  of  sixty-three.  Dr.  Kozlowski  graduated  in 
1944  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  assistant  surgeon  at  Lafayette  General  Hospital. 
Dr.  Kozlowski  was  a member  of  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  J.  Liccione,  M.D.,  of  Syracuse,  died  on  April  3 
at  the  age  of  sixty-two.  Dr.  Liccione  graduated  in  1939 
from  Syracuse  University  College  of  Medicine.  He  was  a 
senior  attending  physician  in  general  medicine  at  St.  Jo- 
seph’s Health  Center.  Dr.  Liccione  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Abraham  Jacob  Michaels,  M.D.,  of  Brooklyn,  died  on 
April  10  at  the  age  of  seventy-seven.  Dr.  Michaels  grad- 
uated in  1925  from  New  York  Homeopathic  Medical  Col- 
lege and  Flower  Hospital.  He  was  an  associate  psychiatrist 
at  Brooklyn-Cumberland  Medical  Center.  Dr.  Michaels 
was  a member  of  the  American  Psychiatric  Association,  the 
Academy  of  Psychosomatic  Medicine,  the  American  Ger- 
iatrics Society,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  E.  Mokdessi,  M.D.,  of  Warsaw,  died  on  July  27, 
1975,  at  the  age  of  forty-eight.  Dr.  Mokdessi  received  his 
medical  degree  from  St.  Joseph,  Beyrouth,  in  1947.  He 
was  an  attending  otolaryngologist  at  Wyoming  County 
Community  Hospital.  Dr.  Mokdessi  was  a Diplomate  of 
the  American  Board  of  Otolaryngology  and  a member  of 
the  Wyoming  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Oscar  J.  Oberkircher,  M.D.,  of  Buffalo,  died  on  March 
5 at  the  age  of  eighty-three.  Dr.  Oberkircher  graduated 
in  1915  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  a consulting  urologist  at  Buffalo  General  and 
Children’s  Hospitals.  Dr.  Oberkircher  was  a Diplomate 
of  the  American  Board  of  Urology  and  a member  of  the 
American  Urological  Association,  the  Erie  County  Medical 
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Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Aaron  J.  Orloff,  M.D.,  of  New  York  City,  died  on  April 
2.  Dr.  Orloff  graduated  in  1924  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Kathleen  E.  Roberts,  M.D.,  of  Owego,  died  on  May  22, 
1975.  Dr.  Roberts  graduated  in  1949  from  Syracuse  Uni- 
versity College  of  Medicine.  She  was  a member  of  the 
American  Physiological  Society. 

Martin  Rosengart,  M.D.,  of  Long  Beach,  died  on  March 
24  at  the  age  of  forty-six.  Dr.  Rosengart  received  his 
medical  degree  from  the  University  of  Zurich  in  1956.  He 
was  an  attending  obstetrician  and  gynecologist  at  South 
Nassau  Communities  and  Long  Beach  Memorial  Hospitals. 
Dr.  Rosengart  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member  of  the 
Nassau  Academy  of  Medicine,  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Milton  John  Schulz,  M.D.,  of  Lancaster,  died  on  March 
13  at  the  age  of  seventy-five.  Dr.  Schulz  graduated  in  1925 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a member  of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harris  Sklaire,  M.D.,  or  Rouses  Point,  died  on  May  31  at 
the  age  of  seventy-three.  Dr.  Sklaire  graduated  in  1929 
from  the  University  of  Tennessee  College  of  Medicine.  He 
was  an  honorary  member  of  the  medical  staff  at  Champlain 
Valley  Physicians  Hospital  Medical  Center.  Dr.  Sklaire 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Clinton  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Louis  Sklarow,  M.D.,  of  Kenmore,  died  on  April  27,  1975, 
at  the  age  of  seventy-three.  Dr.  Sklarow  graduated  in  1927 
from  the  University  of  Buffalo  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Otolaryngology,  a 


Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  Buffalo  Academy  of  Medicine,  the  Niagara 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Martin  Francis  Sokoloff,  M.D.,  of  Forest  Hills,  died  on 
September  4, 1975,  at  the  age  of  forty-seven.  Dr.  Sokoloff 
graduated  in  1955  from  University  of  Louisville  School  of 
Medicine.  He  was  a member  of  the  Medical  Soci'ety  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Hyman  Strauss,  M.D.,  of  Brooklyn,  died  on  May  16, 1975, 
at  the  age  of  seventy-three.  Dr.  Strauss  graduated  in  1925 
from  Long  Island  College  Hospital.  He  was  a senior  ob- 
stetrician and  gynecologist  at  Wyckoff  Heights  Hospital 
and  an  honorary  obstetrician  and  gynecologist  at  St.  John’s 
Episcopal  and  Lefferts  General  Hospitals.  Dr.  Strauss  was 
a Diplomate  of  the  American  Board  of  Radiology,  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Obste- 
tricians and  Gynecologists,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  American  Ra- 
dium Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Johannes  Vironeem,  M.D.,  of  Flushing,  died  on  No- 
vember 18,  1975,  at  the  age  of  ninety.  Dr.  Vironeem  re- 
ceived his  medical  degree  from  the  University  of  Tartu  in 
1930.  He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Morris  Wein,  M.D.,  of  Jamaica  and  Richmond  Hill,  died 
on  March  2 at  the  age  of  seventy-three.  Dr.  Wein  gradu-  j 
ated  in  1927  from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital.  He  was  a member  of  the  American 
Geriatrics  Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Morris  M.  Weiss,  M.D.,  of  Holbrook,  died  on  April  15  ai 
the  age  of  eighty.  Dr.  Weiss  graduated  in  1919  from  Uni 
versity  and  Bellevue  Hospital  Medical  College.  He  was 
a member  of  the  Medical  Society  of  the  County  of  Kings 
the  Medical  Society  of  the  State  of  New  York,  and  thi 
American  Medical  Association. 
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In  serious  gram-negative  infections* 

Three  good  reasons 
to  initiate  therapy  with 
Garamydn  Injectable 

(gentamicin  sulfate) 


1.  Unique  spectrum. 


2. Incidence  of  bacterial 
resistance  is  lowand  has 
not  increased  significantly. 


3.  Relatively  low  order  of 
adverse  renal  and  eighth 
nerve  reactions  when  used 
as  directed. 


‘Due  to  susceptible  organisms 


1.  Unique  spectrum 


Proteus 

species. 

indole- 

negative 


Proteus  Pseudomonas  Klebsiella 

species  aeruginosa 

indole- 

positive 


Garamycin  Injectable 
(gentamicin  sulfate)  is 
active  against  susceptible 
strains  of  seven  major 
gram-negative  pathogens. 

These  are: 


Escherichia  coli 
Proteus , indole-negative 
Proteus , indole-positive 
Pseudomonas  aeruginosa 
Klebsiella  \ 

Enterobacter  species 
Serratia  ) 

Garamycin  Injectable  is  also  highly 
effective  against  susceptible  strains 
of  Staphylococcus  aureus  and  may 
be  considered  when  penicillins  are 
contraindicated. 


Escherichia 

coli 


2.  Incidence  of  bacterial  resistance  is 
low  and  has  not  increased  significanty  | 


In  v/fro  susceptibility 
virtually  unchanged 


are  not  necessarily  indicative 
of  clinical  effectiveness 


In  a five-year  study1  in  over  180  hospit  j| 
gram-negative  pathogens  identified  an  I 
tested  demonstrated  high  suscepti  bi  I it'  jo 
garamycin  From  1971  through  1975  I 
there  was  virtually  no  change  in  the 
percentage  of  strains  of  major  gram-  | 
negative  pathogens  susceptible  to 

GARAMYCIN 

In  the  seven  or  eight  years’  experier : 
of  one  investigator2  where  gentamicin  is 
been  restricted  to  parenteral  use, 
resistance  has  not  appreciably  change 

Resistance  has  been  demonstrated 
develop  slowly  in  stepwise  fashion.  N< 
one-step  mutations  to  high  resistance  I « 
been  reported. 

References 

1.PMR  Bacteriologic  Reports— 1971-1975 
2 Jackson.  G G Highlights  of  a Symposium  on 
Gentamicin,  a filmed  panel  discussion 
summarizing  a symposium  on  gentamicin, 
University  of  California  School  of  Medicine, 

Los  Angeles,  January  26,  1971 
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5.  Relatively  low  order  of  adverse 
enal  and  eighth  nerve  reactions 
vhen  used  as  directed. 


adverse  renal  reactions 


ie  risk  of  adverse  renal  reactions  is  low  in 
itients  with  normal  renal  function  Usually 
anifested  by  nitrogen  retention  as  evidenced 
/ a rising  BUN  and  creatinine,  they  occur 
pst  often  in  patients  with  pre-existing  renal 
image  and  _ in  patients  receiving 
rger  than  recommended  doses 

treated  for  31  longer  periods  of  time  than 
^commended  # See  Warning  Box  below 


Adverse  eighth  nerve  reactions 

The  incidence  of  adverse  eighth  nerve  reactions  with 
garamycin  Injectable  is  relatively  low  When  occurring, 
the  effect  is  predominantly  on  the  vestibular  branch 
of  the  eighth  cranial  nerve,  resulting  in  vestibular 
dysfunction  with  vertigo  and  tinnitus.  These  symptoms 
have,  in  many  cases,  been  transitory.  The  known  effect 
on  the  auditory  branch  to  date  mostly  has  involved 
only  the  high-frequency  hearing  ranges  See  Vterning 


A logical  choice 

in  serious  gram-negative  infections+ 

pneumonia 
urinary  tract  infections 
septicemia 
wound  infections 


Due  to  susceptible  organisms 


GaramycifiLMAv 

aentamicin/si 


gentamian#sulfate80mg/2ml 
injectable 


40  mg /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


WARNING 

Patients  treated  with  GARAMYCIN  Iniectable  should  be 
under  close  clinical  observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug 
Ototoxicity  both  vestibular  and  auditory  can  occur 
m patients  primarily  those  with  pre-existing  renal  damage 
treated  with  GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than  recommended 
oARAMYCIN  Injectable  is  potentially  nephrotoxic  and 
th  s should  be  kept  in  mind  when  it  is  used  in  patients  with 
pre-existing  renal  impairment 
Monitoring  of  renal  and  eighth  nerve  function  is  recom- 
mended during  therapy  of  patients  with  known  impairment 
ol  renal  function  This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of  therapy  who 
p®ys|0P  evidence  of  nitrogen  retention  (increasing  BUN 
NPN  creatinine  or  oliguria)  Evidence  of  ototoxicity  re- 
Puires  dosage  adjustments  or  discontinuance  of  the  drug 


In  event  of  overdose  or  toxic  reactions,  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removai  of  gentamicin 
from  the  blood 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolonged  concentrations  above  12  meg  /ml 
should  be  avoided 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic 
drugs  particularly  streptomycin,  neomycin  kanamycin 
cepnaloridme,  viomycin.  polymyxin  B and  polymyxin  E 
(colistin),  should  be  avoided 

The  concurrent  use  of  gentamicin  with  potent  diuretics 
should  be  avoided  since  certain  diuretics  by  themselves 
may  cause  ototoxicity  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in  gentamicin 
serum  level  and  potentiate  neurotoxicity 
USAGE  IN  PREGNANCY  Safety  for  use  in  pregnancy  has 
not  been  established 


See  Clinical  Considerations  section  which  follows 


A logical  choice 

in  serious  gram-negative  infections 


GARAMYCIN  Injectable.  brand  of  gentamicin 
sulfate.  U.S.R.  injection.  40  mg.  per  ml. 

Each  ml.  contains  gentamicin  sulfate.  U.SP.  equivalent 
to  40  mg.  gentamicin. 

For  Parenteral  Administration. 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BUN,  NPN,  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
toneal dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  meg. /ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or 
nephrotoxic  drugs,  particularly  streptomycin, 
neomycin,  kanamycin,  cephaloridine, 
viomycin,  polymyxin  B,  and  polymyxin  E 
(colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


INDICATIONS  GARAMYCIN  Injectable  is  indi 
cated.  with  due  regard  for  relative  toxicity  of  antibiotics, 
in  the  treatment  of  serious  infections  caused  by 
susceptible  strains  of  the  following  microorganisms: 

Pseudomonas  aeruginosa.  Proteus  species 
(indole  positive  and  indole  negative).  Escherichia 
coli  and  Klebsiella  EnterobacterSerratia 
species. 

Clinical  studies  have  shown  GARAMYCIN  Inject 
able  to  be  effective  in  septicemia  and  serious  infections 
of  the  central  nervous  system  (meningitis),  urinary 
tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 


Bacteriologic  tests  to  determine  the  causative  organ 
isms  and  their  susceptibility  to  gentamicin  should  be 
performed. 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion:  there  have  been  no  one-step  muta 
tions  to  high  resistance. 

In  suspected  or  documented  gram-negative  sepsis. 
GARAMYCIN  may  be  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
severity  of  the  infection,  and  the  important  additional 
concepts  contained  in  the  Warning  Box. 

For  suspected  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  may  be  administered  in 
conjunction  with  a penicillin -type  drug.  Following  iden- 
tification of  the  organism  and  its  susceptibility,  appro 
priate  antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a peniciilin-type  drug  is  also  usually  indi 
cated  as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg- 
ment indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi 
tivity  to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg.  kg.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro- 
priate therapy  is  indicated. 

ADVERSE  REACTIONS: 

Nephrotoxicity:  Adverse  renal  effects,  as  demon 
strated  by  rising  BUN.  NPN.  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and/or  prolonged 
therapy  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for  longer 
periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
gentamicin,  include  increased  serum  transaminase 
(SCOT.  SGPT).  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium;  splenomeg 
aly.  anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo 
cytopenia.  purpura:  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema; 
nausea,  vomiting,  headache,  increased  salivation,  leth 
argy  and  decreased  appetite,  weight  loss,  pulmonary 
fibrosis,  hypotension  and  hypertension. 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Injectable  may  be  given  intramm 
or  intravenously. 

For  Intramuscular  Administration: 

Patients  with  normal  renal  function 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serioi  m i 
infections  and  normal  renal  function  is  3 mg.  k ;a\M 
administered  in  three  equal  doses  every  S hour  r 
For  patients  weighing  over  60  kg.  1 132  lb  I.  th  sual: 
dosage  is  80  mg.  ( 2 ml.)  three  times  daily  For  p nts 
weighing  60  kg.  1 132  lb.)  or  less,  the  usual  dosa  si 
60  mg.  ( 1.5  ml.)  three  times  daily 

In  patients  with  life-threatening  infections,  dr  iei  1 1 
up  to  5 mg.  kg.  day  may  be  administered  in  th 'or 
four  equal  doses.  This  dosage  should  be  reduc  o 
3 mg.'  kg.  day  as  soon  as  clinically  indicated. 

In  children  and  infants,  the  newborn,  and  p jots  k 
with  impaired  renal  function,  dosage  must  be  csiaJ  » 
in  a'  < ordance  with  instructions  set  forth  in  the 
Package  Insert 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAM'  'i  I 
Injectable  is  recommended  in  those  circumstai . 
when  the  intramuscular  route  is  not  feasible  (e 
patients  in  shock,  with  hematologic  disorders.  • 
severe  hums,  or  with  reduced  muscle  mass),  i 
For  intravenous  administration  in  adults,  a > e 
dose  of  GARAMYCIN  Injectable  may  be  diluti  1 100 
or  200  ml.  of  sterile  normal  saline  or  in  a steril  lu 
tion  of  dextrose  5%  in  water,  in  infants  and  ch  'it. 
the  volume  of  diluent  should  be  less.  The  corn  ra-  | 
tion  of  gentamicin  in  solution  in  both  instance  ouM| 
normally  not  exceed  1 mg.  ml.  (0.1%)  These  pnu 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous  ac  tis  i 
tration  is  identical  to  that  recommended  forir  fl 
muscular  use. 

GARAMYCIN  Injectable  should  not  be  phi  illy 
premixed  with  other  drugs,  but  should  be  adn  ;!M 
separately  in  accordance  with  the  recommeri'  routt 
of  administration  and  dosage  schedule 
HOW  SUPPLIED  GARAMYCIN  Injectab 
40  mg.  per  ml.,  is  supplied  in  2 ml.  (80  mg.)  n pie 
dose  vials  and  in  1.5  ml.  (60  mg.)  and  2 ml.  (>  hyJ  vt 
disposal'll’  syringes  for  parenteral  administra  j 
Also  available.  GARAMYCIN  Pediatnc  ln|t  ale. 

10  mg.  per  ml.,  supplied  in  2 ml.  (20  mg.)  mu  e 
dose  vials  for  parenteral  administration. 

011  JiSMi  - 
AHFS  Categc  1 121 

For  more  complete  prescribing  details  nsui 
Package  Insert  or  Physicians’  Desk  Rel  n( t 
Schering  literature  is  also  available  fro  ion 
Schering  Representative  or  Profession 
Services  Department.  Schering  Corpo  on. 
Kenilworth,  New  Jersey  07033. 


Garamycin  J.M./I.V 

gentamicin#sulfate80mg/2ml. 
injectable 


40  mg /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


Due  to  susceptible  organisms 


Medical  Society  of  the 


State  of  New  York 
House  of  Delegates 


Minutes  of  the 
Special  Meeting 
November  14,  15,  1975 


A Special  Meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  was  convened  at 
11:10  A.M.  on  Friday,  November  14,  1975,  in  the  Regi- 
mental Hall  of  the  Americana  Hotel,  Rochester,  New  York. 

George  T.  C.  Way,  M.D.,  Speaker  of  the  House  of  Dele- 
gates, and  Joseph  F.  Shanaphy,  M.D.,  Vice-Speaker,  pre- 
sided. 


OPENING  PROCEEDINGS 

CALL  TO  ORDER  AND  INVOCATION 

Speaker  Way  called  the  House  to  order  and  gave  the 
following  invocation: 

May  we  bow  our  heads  please?  Let  each  member  of  this 
House  in  his  mind  and  heart  address  his  God  as  follows: 

I thank  you  for  the  opportunity  of  serving  my  fellow 
man.  Guide  me  through  the  trials  and  tribulations  of 
government  intervention  and  regulation.  Help  me  to  avoid 
the  pitfalls  of  regional  bias,  selfish  motivation,  and  the 
philosophy  of  immediacy.  Grant  me  the  maturity  and 
sobriety  to  execute  my  responsibilities.  Help  me  to  respect 
the  opinions  of  others  and  alternate  solutions.  Do  not 
allow  me  to  abuse  the  right  of  dissent.  And,  constantly 
remind  me  the  only  reason  I am  a physician  and  responsi- 
ble member  of  this  House  is  for  the  health  and  welfare  of 
the  citizens  of  the  State  of  New  York.  Amen. 

This  was  followed  by  the  National  Anthem. 

REPORT  OF  THE  COMMITTEE  ON 
CREDENTIALS 

Henry  B.  Marshall,  M.D.,  chairman  of  the  Committee 
on  Credentials,  reported  that  154  delegates  were  registered. 
Secretary  Goldmark  reported  that  a quorum  was  present. 
Speaker  Way  then  declared  the  Special  Meeting  of  the 
House  of  Delegates  open  for  the  transaction  of  business  and 
asked  Secretary  to  read  the  notice  of  the  meeting  as  follows: 


To:  Members  of  the  House  of  Delegates 
Dear  Doctor: 

Please  be  informed  that  by  the  unanimous  instruction 
of  the  Council  of  the  Medical  Society  of  the  State  of  New 
York  and  in  accordance  with  the  Bylaws  of  that  Society, 
Article  III,  Section  3 which  reads: 

Special  meetings  of  the  House  of  Delegates  shall  be 
called  by  the  Speaker  on  the  request  in  writing  by  25 
per  cent  of  the  duly  accredited  delegates  of  the  pre- 
vious annual  meeting  of  the  House,  or  at  the  request 
of  the  Council;  and  in  case  of  the  failure,  inability,  or 
refusal  of  the  Speaker  to  act,  such  meetings  may  be 
called  by  a notice  thereof  subscribed  by  25  per  cent  of 
duly  accredited  delegates. 

The  notices  of  the  annual  and  special  meetings  of 
the  House  of  Delegates  shall  state  the  date,  place,  hour 
and  items  of  business  that  will  be  considered.  These 
shall  be  mailed  postpaid  to  each  delegate  not  less  than 
ten  nor  more  than  fifty  days  before  such  a meeting, 
and  in  accordance  with  my  responsibility  as  Speaker  of 
the  House,  I hereby  call  a special  meeting  of  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York  to  be  held  in  Rochester,  New  York,  at  the  Ameri- 
cana Hotel,  State  and  Corinthian  Streets,  on  November 
14, 15,  and  16, 1975,  and  with  the  following  official  agenda 
and  schedule  of  events: 


August  1976/New  York  State  Journal  of  Medicine  1383 


AGENDA: 

Commitment  of  Residual  of  Assessment 

Evaluation  of  Dues  Structure 

Continuing  Medical  Education 

Report  of  Medical  Liability  Mutual  Insurance 
Company 

Arbitration 

1976  Legislation  Program  (re  Malpractice  Insur- 
ance). including  Progress  of  Governor’s  Com- 
mission 

Health  Systems  Agencies — 15  Minute  Presentation 
by  Richard  D.  Eberle,  M.D.,  Chairman,  Com- 
mission on  Governmental  Affairs 

TIME  SCHEDULE: 

Opening  Session  of  the  House  of  Delegates,  Friday, 
November  14,  11:00  a.m. 

Reference  Committees,  Friday,  November  14,  2:00 
p.m. 

Second  Session  of  the  House,  Saturday,  November 
15,  9:00  a.m. 

Third  Session  of  the  House,  Sunday,  November  16, 
9:00  a.m. 

Registration:  Thursday  evening,  November  13, 

7-10  p.m. 

Friday  morning  starting  at  8:30 
a.m. 

In  accordance  with  the  Bylaws,  only  items  on  the  of- 
ficial agenda  in  the  Notice  of  Meeting  may  be  the  rightful 
business  of  the  House  at  this  Special  Meeting.  It  is  in 


MEMBERS 

HOUSE  OF  DELEGATES 

SPECIAL  MEETING,  NOVEMBER  14-15, 

1975 

Officers  1975-1976 
President-Ralph  S.  Emerson,  Nassau 
President-Elect-George  L.  Collins,  Jr.,  Erie 
Vice-President-Bernard  J.  Pisani,  New  York 
Secretary-Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary-Joseph  G.  Zimring,  Nassau 
Treasurer- Albert  M.  Schwartz,  New  York 
Assistant  Treasurer-Warren  A.  Lapp,  Kings 
Speaker-George  T.  C.  Way,  Dutchess 
Vice-Speaker-Joseph  F.  Shanaphy,  Richmond 
Councilors 
John  H.  Carter,  Albany 
Kenneth  H.  Eckhert,  Erie 
Paul  M.  DeLuca,  Broome 
Abraham  W.  Freireich,  Nassau 
G.  Rehmi  Denton,  Albany 
Milton  Rosenberg,  Suffolk 
Allison  B.  Landolt,  Westchester 
Richard  D.  Eberle,  Onondaga 
Keith  O.  Guthrie,  Jr.,  New  York 
Ralph  M.  Schwartz,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 
Trustees 

Joseph  J.  Kaufman,  Wayne,  Chairman 
Reid  R.  Heffner,  Westchester 
James  M.  Blake,  Schenectady 
Walter  Scott  Walls,  Erie 
David  Kershner,  Kings 
Past  Presidents 

Henry  I.  Fineberg,  Suffolk 
Edward  C.  Hughes,  Onondaga 
Walter  T.  Heldmann,  Richmond 
George  Hinder,  New  York 
Edward  Siegel,  Clinton 
Thomas  F.  McCarthy,  Bronx 
Lynn  R.  Callin,  Monroe 


order  for  Resolutions  to  be  submitted  to  me  at  our 
Headquarters  at  Lake  Success.  Only  those  Resolutions 
which  pertain  to  the  agenda,  which  are  postmarked  be- 
fore November  5th,  1975,  and  which  are  submitted  in 
proper  form  by  either:  a)  County  Societies;  b)  District 
Branches;  c)  Scientific  Sections;  and  d)  individual 
members  of  the  House,  will  be  accepted.  Resolutions 
which  do  not  meet  these  criteria  will  be  accepted  only 
with  the  unanimous  approval  of  the  House  and  if  they 
pertain  to  the  announced  Agenda. 

There  is  considerable  confusion  as  to  who  will  con- 
stitute the  House.  This  has  been  precipitated  by  a) 
replacement  through  elections;  b)  voluntary  withdraw- 
als; and  c)  conflicts  in  schedules  by  the  previous  Dele- 
gates. It  shall  be  the  responsibility  of  each  County  So- 
ciety, District  Branch,  Scientific  Section,  Medical 
School,  and  Student  Section  to  certify  to  the  Credentials 
Committee  of  the  House  as  to  who  their  official  Dele- 
gates are.  No  others  will  be  seated. 

The  House  will  function  under  a modified  Reference 
Committee  mechanism  with  ample  opportunity  for  all 
to  be  heard. 

I look  forward  to  greeting  all  members  of  the  House 
in  November  and  will  expect  from  each  a dedication  ir 
facing  up  to  our  many  difficult  problems. 

Cordially  yours, 

George  T.  C.  Way,  M.D. 
Speaker 


Commissioner,  New  York  State  Department  of  Health 

Edward  D.  Coates,  Albany 

District  Delegates 
First — Matthew  Brody,  Kings 
Second — Phillip  I.  Levitan,  Suffolk 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Vincent  I.  Maddi,  Broome 
Seventh— Vincent  I.  Bonafede,  Livingston 
Eighth — Paul  W.  Sum,  Cattaraugus 
Ninth — James  K.  Keeley,  Dutchess 

Section  Delegates 

Allergy — William  E.  Hermance,  Westchester 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Dermatology  and  Syphilology — Robert  F.  Clark,  Monroe 
Family  and  General  Practice — James  R.  Nunn,  Erie 
Gastroenterology  and  Colon  and  Rectal  Surgery — Hugo  V 
N.  Mancini,  Kings 

Internal  Medicine — John  R.  Williams,  Jr.,  Monroe 
Medical-Legal  and  Workmen’s  Compensation  Matters — Phil: 
E.  M.  Bourland,  Westchester 
Neurosurgery — Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology — Donald  W.  Hall,  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Orthopedic  Surgery — Frederick  Lee  Liebolt,  New  York 
Otolaryngology  and  Maxillofacial  Surgery — John  P.  Fraz< 
Monroe 

Pathology,  Clinical  Pathology,  and  Blood  Banking — Herbc 
Lansky,  Erie 

Pediatrics — William  W.  Whitten,  Westchester 
Physical  Medicine  and  Rehabilitation — David  H.  Brooks,  Ni 
York 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery — Howa 
B.  Rasi,  Kings 

Preventive  Medicine  and  Public  Health — Gordon  A.  Ead 
Rensselaer 

Psychiatry — Robert  J.  Campbell,  III,  New  York 
Space  Medicine — Seymour  Fiske,  New  York 
Surgery — Irving  Cramer,  Oneida 
Urology — Perrin  B.  Snyder,  New  York 
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Delegates  from  Component  County  Medical  Societies 

Albany  (4) 

James  A.  Moore,  Albany 
Robert  H.  Randles,  Albany 
Nicholas  P.  Teresi,  Albany 
Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

John  P.  Albanese,  The  Bronx 
Leonard  L.  Heimoff,  The  Bronx 
Dattatraya  G.  Lanjewar,  Pelham  Manor 
Michael  N.  Lavacca,  The  Bronx 
John  LoCascio,  The  Bronx 
Francis  J.  Loperfido,  The  Bronx 
John  M.  Patrissi,  The  Bronx 
Louis  E.  Soscia,  Scarsdale 
Broome  (3) 

Leonard  J.  Barron,  Binghamton 
John  A.  Kalb,  Endicott 
Richard  E.  Sullivan,  Binghamton 
Cattaraugus  (1) 

William  C.  MacFarland,  Olean 
Cayuga  (1) 

Frank  T.  Moran,  Auburn 
Chautauqua  (2) 

Robert  F.  Horsch,  Westfield 
Herbert  A.  Laughlin,  Westfield 
Chemung  (2) 

Robert  E.  Good,  Elmira 
Henry  B.  Marshall,  Elmira 
Chenango  (1) 

Robert  M.  Griffin,  Norwich 
Clinton  (1) 

David  B.  McDowell,  Plattsburgh 
Columbia  (1) 

Gene  S.  Rogati,  Valatie 
Delaware  (1) 

Thomas  E.  Lavell,  Jr.,  Walton 
Dutchess  (3) 

Richard  D.  H.  Flaherty,  Poughkeepsie 
Henry  Sherman  Hirst,  Hyde  Park 
Bert  A.  Kanwit,  Poughkeepsie 
Erie  (9) 

Ralph  J.  Argen,  Tonawanda 
Carmelo  S.  Armenia,  Kenmore 
Frank  J.  Bolgan,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 
James  H.  Cosgriff,  Jr.,  Buffalo 
Anthony  J.  Federico,  Buffalo 
Charles  E.  Wiles,  Buffalo 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (2) 

Thomas  P.  Hamilton,  Jr.,  Watertown 
Kings  (23) 

Grace  A.  Altenau,  Brooklyn 
Lawrence  Ames,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Robert  E.  Gordon,  Brooklyn 
David  R.  Levine,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Hubert  S.  Pearlman,  Brooklyn 
Bernard  Seligman,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
M.  Theodore  Tanenhaus,  Brooklyn 
W’illiam  M.  Weshta,  Brooklyn 


Lewis  ( 1) 

John  C.  Herrman,  Lowville 
Livingston  (1) 

John  W.  Stoll,  Dansville 
Madison  (1) 

Marvin  Brown,  Cleveland 
Monroe  (7) 

Thomas  E.  Cardillo,  Rochester 
Gerald  L.  Glaser,  Rochester 
James  T.  Haggerty,  Rochester 
William  A.  Kern,  Jr.,  Rochester 
John  H.  Morton,  Rochester 
Lawrence  B.  Tilis,  Pittsford 
Robert  C.  Webster,  Webster 
Montgomery  (1) 

Roger  L.  Miller,  Amsterdam 
Nassau  (12) 

Arnold  M.  Behrer,  Jr.,  Garden  City 
Jeff  J.  Coletti,  Old  Westbury 
Sears  E.  Edwards,  Garden  City 
Samuel  M.  Gelfand,  Freeport 
John  P.  Glaubitz,  Bethpage 
Morton  Goldfarb,  Massapequa  Park 
J.  Conrad  Greenwald,  Great  Neck 
Waldemar  F.  Hermann,  Mineola 
Lawrence  S.  Kryle,  Roslyn  Heights 
Jack  W.  McElwain,  Bethpage 
Edward  C.  Sinnott,  Old  Westbury 
Patricia  G.  Squillace,  Rockville  Centre 
New  York  (25) 

Melvin  H.  Becker,  Manhasset 
David  M.  Benford,  New  York  City 
Seyton  G.  Bentham,  New  York  City 
Edgar  P.  Berry,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  Jr.,  New  York  City 
Gerald  D.  Dorman,  New  York  City 
Lawrence  Essenson,  New  York  City 
John  A.  Finkbeiner,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Elizabeth  A.  Goessel,  New  York  City 
John  P.  Grant,  Jr.,  New  York  City 
George  Hyams,  New  York  City 
James  R.  Nealon,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Andrew  H.  Patterson,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
WTilliam  B.  Rawls,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
Philip  R.  Roen,  New  York  City 
George  M.  Saypol,  New  York  City 
Mary  H.  Spalding,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Niagara  (2) 

John  T.  Donovan,  Jr.,  Lockport 
William  C.  Stein,  Jr.,  Lockport 
Oneida  (3) 

Clarke  T.  Case,  Utica 
George  Lim,  Rome 
Robert  B.  Wallace,  Utica 
Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Joseph  A.  Head,  Syracuse 
Carl  E.  Marlow,  North  Syracuse 
Roderick  A.  McLean,  Syracuse 
Martin  C.  Ushkow,  Syracuse 
Ontario  (2) 

Bruce  R.  Mills,  Gorham 
Robert  M.  Price,  Clifton  Springs 
Orange  (3) 

Ansel  R.  Marks,  Middletown 
Orin  A.  Wahl,  Newburgh 
Leonard  S.  Weiss,  Middletown 
Oswego  (1) 

Leonard  Goldfarb,  Fulton 
Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
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Queens  (16) 

Sol  Axelrad,  Woodhaven 
Lester  J.  Candela,  Great  Neck 
Jameson  L.  Chassin,  Flushing 
Alexander  M.  De  La  Garza,  Flushing 
Franz  L.  Ebstein,  Forest  Hills 
Fred  N.  Flatau,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Leo  A.  Green,  Forest  Hills 
Victor  Guarneri,  Bayside 
William  M.  Hewlett,  St.  Albans 
Joseph  Klements,  Forest  Hills 
Morton  M.  Kurtz,  Flushing 
Norton  M.  Luger,  Fresh  Meadows 
Nessim  J.  Romano,  Forest  Hills 
Mitchel  Siegel,  Flushing 
Lester  R.  Tuchman,  New  York  City 
Rensselaer  (2) 

Thomas  D.  Pemrick,  Troy 
William  A.  Whyland,  Troy 
Richmond  (3) 

Robert  J.  O’Connor,  Staten  Island 
William  A.  Schwarz,  Staten  Island 
Spero  Vozeolas,  Staten  Island 
Rockland  (4) 

Bernard  H.  Berson,  Spring  Valley 
Ralph  J.  Greenberg,  Spring  Valley 
Joseph  J.  Rand,  Upper  Nyack 
Boris  A.  Vanadzin,  New  City 
St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 
Saratoga  (1) 

John  A.  Esposito,  Saratoga  Springs 
Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 
Seneca  (1) 

Paul  C.  Jenks,  Waterloo 


Steuben  (2) 

Stanley  B.  Chapman,  Bath 
Wayne  C.  Templer,  Corning 

Suffolk  (10) 

Valentino  J.  Bianchini,  Deer  Park 
William  H.  Bloom,  Bay  Shore 
John  G.  Egner,  West  Islip 
Anthony  F.  Fragola,  West  Islip 
Thomas  M.  Gellert,  Huntington 
John  G.  Hansen,  Greenport 
James  A.  Holleran,  East  Setauket 
Elise  H.  Korman,  Southampton 
Stanley  A.  Steckler,  Smithtown 
Leonard  Weitzman,  Commack 

Tioga  (1) 

John  R.  Scott,  Apalachin 
Tompkins  (2) 

Stephen  W.  Blatchly,  Groton 
Dale  B.  Pritchard,  Ithaca 
Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 
Warren  (1) 

Barbara  E.  Chick,  Glens  Falls 
Wayne  (1) 

James  M.  Flanagan,  Newark 
Westchester  (8) 

Allan  H.  Bruckheim,  Yonkers 
William  P.  Clark,  Eastchester 
Katharine  L.  Friedmann,  Ardsley 
Robert  A.  Mayers,  Port  Chester 
William  J.  McCann,  New  Rochelle 
John  A.  Ramsdell,  White  Plains 
Thomas  Dignan  Rizzo,  Bronxville 
Charles  Weller,  Larchmont 
Wyoming  (1) 

Richard  T.  Williams,  Warsaw 


Medical  School  Delegates 


Albert  Einstein  College  of  Medicine — Alfred  A.  Angrist,  Queens 

Cornell  University  Medical  College — Jack  Richard,  New 
York 

University  of  Rochester  School  of  Medicine  and  Dentistry — 
Ernest  W.  Saward,  Monroe 


State  University  of  New  York  at  Buffalo  School  of  Medicine — 
William  J.  Staubitz,  Erie 

State  University  of  New  York  Upstate  Medical  Center  in  Syr- 
acuse— John  Bernard  Henry,  Onondaga 
State  University  of  New  York  at  Stony  Brook — Daniel  Fried- 
man, Suffolk 


REFERENCE  COMMITTEES 


Budget  and  Finance 

Commitment  of  Residual  of  Assessment 

Evaluation  of  Dues  Structure 

Robert  A.  Mayers,  M.D.,  Chairman,  Westchester 

Edgar  P.  Berry,  M.D.,  New  York 

John  L.  Clowe,  M.D.,  Schenectady 

Gerald  L.  Glaser,  M.D.,  Monroe 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Ulster 

Continuing  Medical  Education 

Report  of  Committee  on  Continuing  Medical  Education 
Francis  J.  Loperfido,  M.I).,  Chairman,  Bronx 
Jack  Richard,  M.D.,  New  York 
Jack  W.  McElwain,  M.D.,  Nassau 
Roderick  A.  McLean,  M.D.,  Onondaga 
James  R.  Nunn,  M.I).,  Erie 

Sergeant  at  Arms 

Armand  J.  D’Errico,  M.D.,  Fulton,  Chairman 
Garrett  Vink,  M.I).,  Putnam 
David  B.  McDowell,  M.I). .Clinton 


Malpractice 

Insurance 

Legislation 

Medical  Liability  Mutual  Insurance  Company 
Arbitration 

William  P.  Clark,  M.D.,  Chairman,  Westchester 
Ralph  J.  Argen,  M.D.,  Erie 
Martin  Markowitz,  M.D.,  Kings 
George  Lim,  M.D.,  Oneida 
Robert  J.  O’Connor,  M.D.,  Richmond 
Credentials 

Henry  B.  Marshall,  M.D.,  Chairman,  Chemung 
Irwin  J.  Cohen,  M.D.,  New  York 
Orin  A.  Wahl,  M.D.,  Orange 
Morton  M.  Kurtz,  M.D.,  Queens 
David  B.  McDowell,  M.D.,  Clinton 
Tellers 

John  P.  Glaubitz,  M.D.,  Nassau,  Chairman 
Henry  S.  Hirst,  M.D.,  Dutchess 
Guy  S.  Alfano,  M.D.,  Erie 
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MALPRACTICE  INSURANCE 

REPORT  ON  THE  MEDICAL  LIABILITY 
MUTUAL  INSURANCE  COMPANY 

. . . Speaker  Way  recognized  Arthur  Mannix,  M.D., 
President  of  the  Medical  Liability  Mutual  Insurance 
Company,  who  addressed  the  House  as  follows: 

Thank  you  for  the  opportunity  of  addressing  you 
this  morning.  Your  company,  the  Medical  Liability 
Mutual  Insurance  Company,  commenced  business 
five  months  ago  as  a result  of  a resolution  over- 
whelmingly adopted  by  the  House  of  Delegates  of 
this  Society.  This  courageous  act  enabled  the  phy- 
sicians of  New  York  State  to  have  a viable  alternative 
to  a State  mandated  mechanism  in  which  they  would 
have  little  or  no  voice.  Thousands  of  physicians  have 
supported  this  concept  by  becoming  policyholders 
and  thereby  owners  of  this  nonprofit  mutual  com- 
pany. This  then  is  a report  on  the  present  status  of 
your  company. 

I might  say,  at  the  outset,  that  one  of  the  little 
known  benefits  of  this  organization  has  already  ac- 
crued to  you  this  past  week.  The  Joint  Underwriting 
Association  had  petitioned  the  Insurance  Depart- 
ment for  a 100%  increase  for  all  insured  with  them, 
retroactive  to  the  first  of  July.  The  Insurance  De- 
partment considered  the  Association’s  presentation 
and  this  week  rejected  it.  The  40  page  report  re- 
jecting the  100%  increase  used  much  of  the  language, 
many  of  the  charges,  many  of  the  arguments,  and 
many  of  the  figures  that  your  company  had  presented 
to  the  Insurance  Department  in  its  fight  to  hold  down 
the  premium  in  New  York  State.  If  this  company 
did  not  exist,  we  would  all  be  underwritten  by  the 
Joint  Underwriters  and  would  have  no  voice  in 
arguing  for  the  premium  structure  we  currently 
enjoy.  So  that,  we  have  already  saved  ourselves,  in 
essence,  a 100%  premium  increase  by  the  existence 
of  this  company. 

Start-Up  Expenses 

When  the  proposal  to  organize  this  company  was 
approved  by  the  Council  in  January  of  1975,  just  ten 
months  ago,  it  was  estimated  that  the  necessary 
start-up  costs  would  amount  to  approximately 
$200,000.  The  Council  therefore  set  aside  that  sum 
of  money  with  the  clear  understanding  that,  should 
this  company  go  into  operation,  the  money  would  be 
refunded  to  the  special  assessment  fund  of  the  So- 
ciety. That  commitment  has  been  fully  honored. 
The  Society  incurred  expenses  in  the  sum  of 
$171,557.95  and  that  amount  of  money  was  repaid  by 
this  company  to  your  Society  on  September  11, 1975. 

Surplus  Fund 

The  company’s  surplus  fund  was  capitalized  by 
means  of  contributions  or  subordinated  loans  from 
each  policyholder  in  the  amount  of  $1750.  As  of 
November  6,  1975,  15,492  of  your  colleagues  have 
contributed  or  loaned  a total  of  approximately 
$27,111,000.  3500  doctors  have  opted  to  go  with  the 


Joint  Underwriting  Association.  The  premiums 
which  you  are  being  charged  now  are  those  which 
were  promulgated  late  May  and  June,  based  on  a 20% 
premium  increase.  If  you  recall  Mr.  James  Durkin’s 
presentation  that,  if  the  capital  surplus  reached  a 
certain  figure,  it  would  be  a 20%  premium  increase; 
if  it  exceeded  20  million  dollars,  it  would  drop  down 
to  15%;  and,  if  it  exceeded  30  million  dollars,  it  would 
drop  down  to  a 10%  premium  increase.  We  are  cur- 
rently at  the  15%  premium  increase.  This  has  not 
been  reflected  as  yet  in  your  premiums.  There  re- 
mains a very  remote  possibility  that  we  would  achieve 
a 30  million  dollar  plateau.  If  we  do,  this  will  be  re- 
flected by  an  adjustment  in  your  fourth  quarter 
premium  to  reflect  the  improved  premium  status  or 
for  those  of  you  who  have  paid  your  premium  in  full 
the  excess  portion  may  be  either  refunded  directly 
to  you  at  the  end  of  the  policy  year  or  applied  as  a 
premium  credit  for  next  year’s  policy. 

Premium 

On  November  6, 1975,  total  premiums  written  by 
this  company  will,  on  an  annual  basis,  exceed  71 
million  dollars.  Because  many  doctors  have  chosen 
the  budget  plan,  actual  premium  collections  to  date 
are  37  million  dollars  plus.  Since  there  will  be  a 
credit  to  policyholders  of  approximately  5%,  the  ac- 
tual ratio  of  written  premiums  will  be  on  a surplus  of 
about  two  and  one-half  to  one;  that  is,  premium 
dollars  earned  as  opposed  to  capital  contribution. 

Investment  Policy 

The  Board  of  Directors  of  your  company  has 
adopted  an  eminently  sound  and  conservative  fiscal 
and  investment  policy.  And,  I might  add  that  we  are 
mandated  by  Insurance  Department  laws  and  have 
very,  very  fixed  parameters  within  which  we  may 
invest  your  funds.  That  policy  is  carried  forward  by 
the  finance  committee  in  conjunction  with  our  in- 
vestment counsellors  at  the  First  National  City  Bank. 
At  present,  our  only  investments  are  United  States 
Government  obligations.  Surplus  and  premiums  are 
invested  as  rapidly  as  possible  after  their  receipt.  If 
a check  comes  in  to  the  office  of  the  company  one 
day,  it  is  invested  the  next  day.  As  of  October  31st, 
over  60  million  dollars  were  invested.  Our  invest- 
ment counsellors  at  First  National  City  have  advised 
that,  in  terms  of  estimated  yield  on  cost,  the  portfolio 
of  your  company  will  continue  to  generate  an  annual 
yield  of  approximately  7%  per  annum. 

Claims 

Your  company  has  formulated  a claims  policy  with 
two  fundamental  objectives:  number  one,  to  settle 
all  meritorius  claims  as  reasonably  and  as  promptly 
as  possible  and  of  even  greater  importance  to  resist 
completely  all  claims  which  have  no  merit.  The 
claims  committee,  composed  entirely  of  physicians 
most  of  whom  have  long  backgrounds  on  the  Mal- 
practice Insurance  and  Defense  Board  of  this  State, 
have  met  on  frequent  occasions  to  review'  with  our 
claims  experts  all  claims  which  the  company  is  ex- 
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periencing.  These  physicians  spend  many  hours 
each  week  devoted  to  this  task.  The  claim  depart- 
ment of  our  servicing  organization  is  being  staffed 
with  the  most  competent  claims  personnel  available 
from  the  insurance  industry.  Four  specialists  who 
have  done  nothing  in  their  past  except  medical 
malpractice  claims  investigation  have  already  been 
employed  by  the  servicing  organization.  While  there 
have  been  only  6 suits  and  28  claims  to  date,  the 
company  wishes  to  be  prepared  for  the  eventual 
heavy  case  load  which  we  will  soon  have  confronting 
us. 

Legal  Counsel 

I think  of  paramount  importance  to  every  doctor 
who  is  insured  with  this  Company,  in  particular  when 
you  contrast  it  with  the  Joint  Underwriters,  is  the 
selection  of  legal  counsel  for  your  defense.  We  have 
determined  that  you  as  a defendant  doctor  will  have 
available  to  you  on  a one-to-one  ratio  the  very  best 
legal  defense  available.  This  defense  will  be  by  at- 
torneys who  are  not  doing  plaintiffs’  work,  who  are 
devoted  to  the  concept  that  physicians  must  be  de- 
fended, and  they  will  have  your  interests  at  heart. 
We  will  insist  that  no  longer  will  you  as  a defendent 
be  contacted  the  afternoon  before  an  examination 
before  trial  with,  “Doctor,  meet  us  down  in  the 
chambers  a half  an  hour  before  the  case  and  we  will 
discuss  it  for  a few  minutes.”  We  expect  the  attor- 
neys whom  we  will  select  to  represent  you  will  be  just 
the  same  ones  as  if  you  were  taking  the  money  out  of 
your  pockets  and  engaging  them.  This  is  going  to  be 
a most  intimate  and  indepth  defense  of  your  case.  In 
this  way,  we  are  going  to  win  a lot  more  cases.  We 
have  already  selected  several  law  firms  in  all  areas  of 
the  State  which  are  proving  competence  in  mal- 
practice defense.  The  Claims  Committee  continues 
to  interview  other  law  firms  and  no  firm  will  be  des- 
ignated as  approved  by  this  company  without  per- 
sonal interviews  by  the  Claims  Committee.  Each 
one  of  these  firms  selected  will  have  their  perfor- 
mance reviewed  as  we  develop  further  information 
by  discussing  with  the  doctor  defendent  how  well  he 
thought  he  was  represented  by  counsel. 

Special  Rates  for  Certain  Classes  of 
Physicians 

One  of  the  problems  which  has  plagued  some 
groups  of  doctors  in  the  State  has  been  the  hardship 
of  high  premiums.  We  refer  to  the  younger  physi- 
cians who  are  starting  in  practice;  we  refer  to  the 
doctors  who  are  fulltime  employees  of  hospitals  or 
other  institutions  and  wish  to  do  limited  private 
practice  outside  of  the  scope  of  the  insurance  pro- 
vided by  their  employer;  and  the  third  category,  those 
physicians  who  are  seeking  to  slowdown  or  sharply 
curtail  their  practice  by  reason  of  age  or  health  or 
other  personal  circumstances.  Dr.  Harold  Schwinger 
is  head  of  the  committee  devoted  to  making  recom- 
mendations in  these  three  areas.  I am  not  able  to 
give  you  a final  report  of  his  committee  on  these 


areas.  They  have  made  specific  recommendations 
on  one  of  these  areas  at  the  present  time,  but  the 
Board  of  Directors  of  the  company  have  deferred 
action  on  that  phase  of  it  until  the  other  two  catego- 
ries are  determined.  But,  I want  you  to  know  that 
this  is  one  of  the  foremost  problems  of  Dr.  Schwing- 
er’s committee  and  we  hope  to  have  by  the  January 
meeting  of  the  Board  of  Directors  a final  report  which 
your  company  may  act  upon. 

Changes  in  the  Tort  System 

No  company  no  matter  how  firm  its  investment 
policy,  how  vigorous  its  claims  committee,  and  how 
capable  its  legal  defense  can  succeed  without  signif- 
icant changes  in  the  tort  system.  We  have,  on  behalf 
of  the  company,  accepted  invitations  to  present  to 
Governor  Carey’s  Special  Panel  on  Medical  Mal- 
practice, under  the  very  capable  chairmanship  of  Dr. 
William  McGill,  two  presentations:  one  on  a very 
informal  basis  one  day,  and  a second  one  at  a formal 
public  hearing  in  Albany.  On  October  2,  Mr.  Donald 
J.  Fager,  Mr.  James  Durkin,  our  actuary,  and  I ap- 
peared before  the  panel  on  an  informal  basis.  We 
discussed  at  great  length  the  internal  organization 
and  the  structure  of  our  company  and  we  postulated 
our  feeling  that  dramatic  changes  in  the  system  must 
be  accomplished.  On  October  27,  Mr.  Fager  and  I 
attended  a public  hearing  in  Albany,  and  I would  like 
to  report  that  we  felt  on  both  occasions  our  presence 
and  our  thoughts  were  received  not  only  with  a great 
deal  of  respect  and  understanding,  but  with  recog- 
nition that  we  represented  all  of  the  doctors  of  the 
State,  a most  significant  area;  that  when  we  spoke  we 
were  speaking  for  all  of  you;  and  that  we  were  de- 
termined to  have  meaningful  input  into  their  delib- 
erations. We  came  away  from  both  of  these  meetings 
with  the  feeling,  from  remarks  which  were  made  not 
to  us  but  to  some  of  those  who  appeared  as  witnesses 
in  an  adversary  position,  that  this  panel  recognizes 
the  very  grave  problems  confronting  the  malpractice 
situation  in  this  State.  The  panel  members  have 
expressed  recognition  that  there  must  be  change  and 
their  determination  to  make  specific  recommenda- 
tions to  the  Governor  to  completely  change  this 
system.  So,  we  have  high  hopes  for  a very  strong  lisl 
of  recommendations  from  this  panel  for  which  wf 
have  great  respect. 

Insurance  companies  composed  of  doctors  are  not 
very  numerous.  Those  that  started  have  founderec 
for  one  of  two  reasons.  The  first  one,  undercapital 
ization.  This  company  shall  not  founder  for  tha1 
reason.  This  is  as  solid  a financial  base  as  any  typ< 
of  insurance  company  can  possibly  have.  The  sec 
ond  thing  is  interparty  strife  and  quarreling  witlii 
the  company.  The  eyes  of  the  Insurance  Depart 
ment  and  other  insurance  companies  are  on  thi 
company.  No  one  in  the  insurance  industry,  as  lat 
as  March  of  this  year,  felt  that  this  company  woul< 
get  off  the  ground.  If  you  will  recall  all  the  discussioi 
in  Albany  about  the  Governor’s  bill  it  centered 
around  the  Joint  Underwritering  Association  and  th 
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State  Fund  and  as  a parenthesis,  way  down  at  the 
bottom  a possible  captive  company.  Nobody  in  Al- 
bany believed  that  this  company  would  exist.  Yet, 
at  the  close  of  business  at  the  end  of  one  full  year,  this 
company’s  assets  will  be  slightly  under  97  million 
dollars.  We  are  doing  it.  When  I traveled  up  and 
down  the  State  in  May  and  in  June  outlining  the 
concept  of  this  company  several  questions  were 
asked.  First,  How  much  is  Mannix  getting  out  of  it? 
Let  me  assure  each  and  every  one  of  you  in  this  room 
that  no  member  of  the  Board  of  Directors,  myself 
included,  has  received  at  anytime  one  penny  of  sal- 
ary, stipend,  or  even  travel  expenses.  The  second 
one  pertains  to  the  election  of  the  Board  of  Directors. 
As  you  know,  the  members  of  the  Board  of  Directors 
are  elected  on  an  annual  basis.  For  this  first  election, 
all  39  seats  are  up  for  election.  When  the  new  Board 
of  Directors  as  constituted  meets,  they  will  then  with 
an  amendment  in  the  Bylaws  divide  into  classes,  so 
that  in  future  elections  only  one  third  of  the  Board 
will  be  elected  each  year.  I think  it  stands  to  reason 
that  for  a company,  involved  in  a product  and  with 
assets  in  excess  of  100  million  dollars,  to  be  con- 
fronted with  a replacement  each  year  of  the  entire 
board  does  not  lend  stability  to  such  a great  financial 
undertaking.  Therefore,  in  future  elections  only  13 
members  will  be  elected,  so  you  will  have  three  classes 
of  directors,  each  class  being  elected  every  third  year. 
I have  appointed  a nominating  committee  which  will 
report  its  nominees  for  Directors  at  the  January 
meeting.  I would  welcome  suggestions  and  would 
suggest  that  you  address  them  to  the  Company  to  my 
name  at  2 Park  Avenue,  New  York  City.  I would  ask 
you  to  do  it  promptly  so  that  due  consideration  may 
be  made.  I would  ask  also  that  you  submit  a cur- 
riculum vitae  of  the  nominee  you  wish  to  have  con- 
sidered. This  nominating  committee  will  report  to 
the  Board  of  Directors  of  the  company  in  January. 
They  will  then  act  upon  the  recommendations  of  the 
slate.  How  should  the  nominations  be  made?  Each 
policyholder  has  one  vote  in  this  company.  It  is  your 
company.  A candidate  may  be  nominated  by  one 
very  simple  route,  that  is  to  have  his  name  on  the 
ballot.  13  policyholders  may  elect  to  nominate  an- 
other policyholder  of  this  company,  and  he  must 
signify  in  writing  his  acceptance  of  the  nomination. 
This  must  be  done  30  days  prior  to  the  annual 
meeting  on  March  4;  there  is  a deadline.  All  persons 
duly  nominated  will  then  be  placed  on  the  ballot  for 
your  consideration. 

Now,  I submit  to  you  that  we  are  involved  in 
maintaining  a public  posture  of  stability  and  confi- 
dence in  a very,  very  critical  type  of  business.  This 
is  a fiduciary  trust  which  this  company  is  operating 
under.  There  is  grave  responsibility  in  who  serves 
on  the  Board  of  Directors.  This  company,  your 
company,  has  become  a symbol  of  the  determination 
of  its  physician-members.  It  has  earned  the  respect 
of  the  State  Legislature  and  the  people  in  the  insur- 
ance industry  who  had  said  the  doctors  cannot  do  it. 


We  have  had  inquiries  from  all  corners  of  the  United 
States  from  medical  societies  asking  how  they  might 
emulate  the  physicians  of  New  York  State.  Yet,  our 
greatest  challenges  lie  ahead  and  to  make  this  com- 
pany successful,  we  must  have  the  complete  coop- 
eration and  support  from  every  one  of  you  whether 
insured  in  our  company  or  not.  Thank  you. 

REPORT  OF  THE  PRESIDENT 

To  the  House  of  Delegates,  Ladies  and  Gentle- 
men: 

In  early  June,  shortly  after  the  enactment  of 
Chapter  109,  Laws  of  1975,  the  Medical  Malpractice 
Omnibus  Act,  Governor  Hugh  L.  Carey  announced 
the  appointment  of  a nine-member  Special  Advisory 
Panel  on  Medical  Malpractice.  The  function  of  the 
panel  was  to  make  a broad,  indepth  review  of  the 
entire  malpractice  question  and  simultaneously 
monitor  the  effectiveness  of  the  new  Malpractice  Act 
beginning  July  1,  1975.  The  panel  is  made  up  of  the 
following  members:  William  J.  McGill,  Ph.D, 

President,  Columbia  University,  Chairman;  Herbert 
Tenzer,  former  U.S.  Representative  from  Nassau 
County  and  senior  partner  of  the  New  York  City  law 
firm  of  Tenzer,  Greenblatt,  Fallon  and  Kaplan, 
Vice-Chairman;  John  H.  Carter,  M.D.,  of  Albany, 
Clinical  Professor  of  Surgery  at  the  Albany  Medical 
School,  a practicing  surgeon,  and  Chairman  of 
MSSNY’s  State  Legislation  Committee;  George 
Himler,  M.D.,  Medical  Director  of  W.  R.  Grace  and 
Co.,  and  a past  president  of  MSSNY;  and  Sister 
Evelyn  M.  Schneider,  President  of  the  Greater  New 
York  Hospital  Association  and  Administrator  of  St. 
Vincent’s  Hospital  in  Manhattan.  Senator  Ander- 
son named  Senator  John  R.  Dunne  (R),  Nassau, 
Chairman  of  the  Senate  Insurance  Committee,  and 
Senator  Tarky  Lombardi,  Jr.  (R),  Syracuse,  Chair- 
man of  the  Senate  Health  Committee.  Assembly 
Speaker  Steingut’s  selections  were  Senator  Jack  E. 
Bronston  (D),  Queens,  member  of  the  Senate  Health 
and  Higher  Education  Committees,  and  Assembly- 
man  Leonard  Silverman  (D),  Brooklyn,  Chairman 
of  the  Assembly  Insurance  Committee. 

At  the  time  he  appointed  the  panel,  the  Governor 
stated  that  the  group  would  include  in  its  study 
“proposals  and  recommendations  on  all  aspects  of 
the  malpractice  question  that  are  submitted  by 
members  of  the  health  profession,  their  societies  and 
organizations;  members  of  the  bar  and  their  associ- 
ations; consumers  and  consumer  groups;  and  the 
insurance  community.’’  The  panel  was  instructed 
to  report  its  findings  and  recommendations  to  the 
Governor  and  Legislature  prior  to  the  start  of  the 
1976  State  Legislature  Session. 

We  have  been  informed  that  the  panel  has  held 
several  executive  sessions  and  we  know  of  our  own 
knowledge  that  the  panel  has  conducted  two  public 
sessions.  We  also  have  been  informed  that  the  panel 
has  been  working  diligently  in  considering  all  aspects 
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of  the  malpractice  problem.  A staff  director  and 
executive  secretary  have  been  appointed  and  working 
with  the  panel. 

Our  State  Medical  Society  has  cooperated  with  the 
panel  and  has  testified  at  both  public  sessions  con- 
ducted by  the  panel.  On  September  21,  1975,  your 
president  submitted  a position  statement  on  behalf 
of  our  State  Medical  Society  and  testified  personally 
at  the  public  session  held  at  the  Carnegie  Endow- 
ment International  Center,  New  York  City.  A copy 
of  the  position  statement  presented  at  that  time  is 
attached  to  this  report.  Since  the  position  statement 
had  been  filed  prior  to  the  public  session,  your  pres- 
ident devoted  the  time  allotted  to  him,  which  actually 
ran  approximately  one  hour,  to  answering  questions 
asked  by  the  panel.  Your  president  feels  that  his 
appearance  before  the  committee  was  well  worth- 
while and  advantageous  to  our  State  Medical  Society 
and  to  the  panel.  As  a followup  to  the  questions 
asked,  additional  materials  have  been  submitted  to 
the  panel. 

On  October  27,  1975,  Arthur  Mannix,  M.D., 
President,  Medical  Liability  Mutual  Insurance 
Company,  and  Donald  J.  Fager,  J.D.,  Assistant  Sec- 
retary and  Assistant  Treasurer,  appeared  in  person 
at  the  second  public  session  which  was  conducted  at 
the  Legislative  Office  Building,  Albany,  New  York. 
A report  on  these  presentations  will  be  made  by  these 
individuals. 

Respectfully  submitted, 

Ralph  S.  Emerson,  M.D.,  President 

REPORT  OF  THE  PRESIDENT 

( Supplementary ) 

This  is  a six  month  report  on  my  stewardship. 
The  purpose  is  to  summarize  the  events  during  this 
interval  and  to  make  some  observations  about  our 
organization. 

The  malpractice  crisis  posed  the  greatest  threat  to 
the  delivery  of  medical  care  this  State  has  ever  faced. 
Anticipating  the  need  for  funds  your  President  rec- 
ommended a $100.  assessment  to  provide  the  nec- 
essary liquidity  to  meet  this  emergency.  97%  of  our 
members  have  responded,  and  we  appreciate  your 
generous  response.  We  promised  to  give  an  itemized 
account  of  expenditures  and  to  return  any  residual 
funds  to  our  members  when  the  malpractice  crisis  is 
resolved.  In  the  meantime  these  funds  are  drawing 
interest  at  the  highest  rate  consistent  with  invest- 
ment safety.  The  time  of  the  disposition  of  these 
residual  funds  are  to  be  determined  by  the  House  of 
Delegates  at  the  November,  1975, Special  Meeting. 

The  malpractice  crisis  is  not  over,  and  there  is 
much  more  to  be  done.  Our  legal  counselors  in  Al- 
bany did  an  outstanding  job  on  your  behalf.  They 
prepared  the  legislation  and  worked  for  its  passage. 
They  were  assisted  and  accepted  the  input  from 
many  people,  and  we  are  most  appreciative  for  their 
help.  Our  legal  representatives  had  made  the  day  to 
day  contacts  necessary  for  implementation  of  the 


program,  and  don’t  let  anyone  tell  you  otherwise.  It 
was  a magnificent  job  considering  there  was  a Re- 
publican Senate  and  a Democratic  Assembly.  The 
issues  were  sensitive  to  many  of  the  legislators. 
Some  desired  changes  required  constitutional 
amendments  which  drag  on  for  several  years.  The 
legislated  changes  were  only  the  first  step  in  solving 
the  malpractice  crisis.  Many  more  are  needed. 

The  “slow  down”  reflected  the  emotional  atmo- 
sphere of  the  time  as  many  physicians  were  uncertain 
as  to  whether  they  could  continue  practicing  medi- 
cine. From  a legislative  standpoint  nothing  was 
gained.  The  Governor  had  promised  to  appoint 
physicians  to  the  Blue  Ribbon  Panel  and  had  asked 
for  our  recommendations  prior  to  the  slow  down;  and 
he  fulfilled  his  promise.  The  net  effect  of  any  slow 
down  must  be  weighed  in  perspective  and  the  issues 
must  be  compelling.  ••  A “slow  down”  is  a two  edged 
sword  and  must  be  monitored  very  carefully. 
Hindsight  is  usually  much  better  than  foresight. 

MSSNY  hired  a public  relations  firm  at  consid- 
erable expense.  The  purpose  was  to  educate  the 
public  regarding  the  issues  and  to  change  public 
opinion.  They  opened  the  doors  to  the  news  media, 
but  we  had  to  do  the  job.  All  of  this  had  to  be  ac- 
complished in  a few  months.  The  Harris,  Gallup, 
and  Yankelovitch  Polls  all  indicated  this  mission  was 
accomplished.  They  aroused  public  opinion,  but 
they  do  not  make  laws.  On  balance,  in  my  opinion 
they  did  the  job  we  asked  them  to  do  under  trying 
circumstances. 

We  were  faced  with  the  prospect  of  malpractice 
insurance  under  the  JUA  at  some  120-140%  increase 
in  premiums  on  July  1,  1975.  The  MSSNY  estab- 
lished our  own  insurance  company  (Medical  Liability 
Mutual  Insurance  Company)  within  this  time  frame 
which  no  other  state  has  been  able  to  do  at  this  date 
Granted  it  involved  a 20%  increase  and  a $1750.  su 
bordinated  loan  mandated  by  the  State  Insurance 
Department,  but  it  was  an  attractive  alternative  foi 
many  physicians.  The  response  to  our  program  wai 
most  gratifying  and  the  envy  of  the  country.  Some 
16,000  physicians  have  joined  our  plan  and  the  3,50( 
who  have  joined  the  JUA  have  many  unansweree 
questions.  Our  rate  is  now  reduced  to  15%  and  if  wi 
exceed  30  million  capitalization,  our  rate  will  drop  t< 
10%.  (At  the  present  time  our  capitalization  is  ove 
26  million).  If  our  insurance  company  had  not  beei 
formed,  the  JUA  rate  would  probably  be  nearer  thei 
requested  rate  of  120-140%.  Instead,  the  JUA  wa 
forced  to  offer  policies  comparable  to  our  rate.  Th 
JUA  may  still  prevail  in  an  increase  of  their  rates- 
which  will  be  retroactive  to  July  1,  1975.  In  in 
opinion  MSSNY  rendered  a very  timely  service  t 
our  high  risk  surgical  specialists.  No  insuranc 
company  can  function  in  the  present  malpractic 
climate  without  an  increase  in  premiums  and  leas 
of  all  a company  managed  by  a group  of  physician; 
We  recognize  this  premise  and  are  hiring  the  bes 
management  talent  available. 
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The  malpractice  legislation  of  1975  is  inadequate 
to  stem  the  tide  of  increasing  malpractice  insurance 
premiums.  We  are  all  aware  of  the  deficiencies  of  the 
present  inefficient  system,  but  our  rhetoric  is  wasted 
unless  we  can  link  it  to  a solution.  Therefore,  we  are 
forced  to  seek  an  alternate  route  for  settling  mal- 
practice disputes,  while  simultaneously  pursuing 
vigorously  the  needed  legislative  changes. 

The  only  route  available  which  did  not  require 
legislation  was  Voluntary  Contractual  Binding  Ar- 
bitration. This  is  permitted  in  New  York  State 
under  CPLR  7503.  Voluntary  arbitration  has  been 
tried  in  California,  and  the  results  are  encouraging. 
Several  states  are  moving  in  this  direction  of  arbi- 
tration, as  witnessed  by  the  recent  passage  of  com- 
pulsory arbitration  legislation  in  Michigan.  We 
don’t  know  what  the  long  term  effect  will  be,  but  it 
appears  to  offer  some  hope  of  serving  as  a balance 
wheel  in  the  malpractice  dilemma.  The  advantages 
of  voluntary  contractual  arbitration  are  the  following: 

1.  The  administration  costs  of  arbitration 
versus  nonarbitration  hospitals  in  a California 
study  are  4:1  in  favor  of  the  arbitration  hospi- 
tals. 

2.  Disputes  are  settled  in  a shorter  period  of 
time  and  at  less  cost  with  a greater  percentage  of 
the  award  going  to  the  patient. 

3.  Awards  are  not  increased  to  provide  for 
contingency  fees  as  exists  under  the  present  tort 
system. 

4.  The  Ad  Damnum  principle  is  eliminated 
under  arbitration  as  the  hearings  are  private  and 
less  emotional  and  time  consuming  for  the  patient 
and  physician. 

5.  Life  care  structuring  of  awards  (annuity)  is 
permissible  with  arbitration. 

6.  Penalties  are  permitted  to  deter  frivolous 
suits. 

7.  Most  cases  are  settled  by  a hospital  mal- 
practice grievance  mechanism  and  do  not  go  to 
arbitration. 

In  the  past  few  months  MSSNY  and  HANYS  have 
developed  the  first  statewide  voluntary  contractual 
binding  arbitration  program  under  the  auspices  of 
the  highly  respected  American  Arbitration  Associa- 
tion. Having  our  own  insurance  company  (MLMIC) 
simplified  many  of  the  legal  technicalities.  We 
floated  a rough  draft  to  all  of  our  members  to  receive 
their  input.  The  final,  simplified  document  has  been 
completed  for  office  use  and  has  been  sent  to  our 
entire  membership  with  an  order  blank  for  additional 
copies.  Our  MLMIC  members  may  use  the  office 
agreement  now  as  there  is  an  agreement  between  our 
MLMIC  and  the  AAA.  Four  regional  institutes  have 
been  held  by  MSSNY  and  HANYS  to  respond  to 
your  questions.  If  a group  of  hospitals  or  county 
medical  societies  would  like  more  details  on  estab- 
lishing a program,  please  contact  AAA,  MSSNY,  or 
HANYS,  and  the  American  Arbitration  Association 


will  provide  the  speakers.  The  hospital  brochure 
and  agreement  will  be  available  for  participating 
hospitals  in  the  near  future. 

It  costs  money  to  have  a crash  program  on  a 
statewide  basis  of  this  magnitude,  and  $53,000  was 
appropriated  from  the  assessment  fund  by  the 
Council  on  my  recommendation.  It  is  a vital  part  of 
the  malpractice  crisis,  offering  the  best  hope  of 
braking  the  malpractice  premium  spiralling  cost,  and 
therefore  is  a legitimate  expenditure  from  the  as- 
sessment fund.  We  have  spent  hundreds  of  hours 
in  developing  the  arbitration  program  on  your  behalf 
and  have  logged  all  over  the  State  explaining  the 
concept,  because  we  believe  Voluntary  Contractual 
Binding  Arbitration  is  in  the  public  and  the  physi- 
cian’s interest.  We  hope  you  will  support  our  efforts 
with  enthusiastic  endorsement  of  the  program.  It 
is  purely  voluntary  both  for  you  and  your  patient. 

The  advantage  of  the  office  agreement  is  that  the 
contract  is  irreversible  except  by  mutual  consent,  and 
arbitration  will  prevail  if  there  is  a dispute.  If  the 
patient  signs  both  the  office  and  hospital  agreement 
and  cancels  out  within  30  days  of  discharge  from  the 
hospital,  the  office  agreement  is  still  in  effect.  If  the 
patient  signs  the  office  agreement  but  not  the  hos- 
pital agreement,  the  office  agreement  is  still  in  effect. 
If  you  do  not  want  to  bother  with  the  office  agree- 
ment, the  attending  staff  of  a participating  hospital 
may  agree  to  arbitration.  In  this  instance  the  at- 
tending physician  should  write  a note  to  the  hospital 
administration  stating  he  agrees  to  arbitration  for  all 
of  his  patient  admissions.  This  will  save  adminis- 
tration time  in  your  office  but  has  these  disadvan- 
tages. If  the  patient  does  not  sign  the  hospital 
agreement  or  if  the  patient  signs  the  hospital  agree- 
ment and  elects  to  cancel  within  30  days  of  discharge 
from  the  hospital,  arbitration  is  out,  and  you  must  go 
the  court  route.  These  circumstances  do  not  apply 
if  you  have  an  office  agreement.  In  addition,  an  of- 
fice agreement  will  also  be  in  effect  if  your  patient 
subsequently  has  an  emergency  admission  to  the 
hospital  and  would  not  be  asked  to  sign  a hospital 
agreement. 

Therefore,  there  are  definite  advantages  of  having 
an  office  agreement  prior  to  hospitalization.  You 
may  use  the  office  agreement  selectively  and  at  the 
appropriate  time  at  your  discretion.  We  suggest  the 
high  risk  specialists  use  the  office  agreements  at  least 
for  major  surgical  procedures  and  high  risk  patients 
and  others  use  it  selectively  for  high  risk  patients. 
We  urge  all  physicians  to  agree  to  arbitration  for  all 
of  their  hospital  patients  and  to  notify  their  hospital 
administration  in  writing. 

We  will  monitor  the  arbitration  program  carefully. 
We  request  each  specialty  society  to  submit  names 
of  qualified  specialists  to  the  American  Arbitration 
Association  to  serve  on  the  arbitration  panel  when 
cases  involving  their  specialty  proceed  to  arbitration. 
We  believe  Voluntary  Contractual  Binding  Arbi- 
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tration  offers  great  potential  and  will  serve  the  best 
interests  of  the  public  and  the  medical  profession. 
We  ask  for  your  cooperation. 

Thousands  of  our  physicians  serve  on  our  many 
State  and  county  medical  society  committees  at  great 
personal  sacrifice  in  time  and  effort.  Time  and  space 
does  not  permit  reference  to  their  valuable  programs. 
To  illustrate  an  example  of  the  work  of  our  unsung 
heroes,  we  must  mention  the  program  of  Dr.  Stanley 
E.  Gitlow  and  his  committee  on  The  Sick  Physician 
which  received  detailed  news  media  coverage.  Many 
thanks  to  all  of  our  dedicated  physicians  for  your 
valuable  services. 

Let  us  now  turn  to  some  personal  observations 
regarding  our  State  Society  membership.  Ninety  per 
cent  of  the  time  we  are  in  agreement  and  in  only  ten 
per  cent  of  the  time  do  we  have  differences  as  to 
methodology.  To  keep  the  discussion  in  perspective, 
I am  referring  only  to  the  ten  per  cent  of  differences. 
My  philosophy  is  to  unify  and  strengthen  our  medical 
society  and  to  serve  all  the  people.  However,  if  I 
perceive  misinformation,  divisiveness,  or  self  interest 
raising  its  ugly  head,  I will  respond  with  the  power  of 
the  pen  to  correct  any  misstatements. 

During  the  late  Spring  at  the  height  of  the  mal- 
practice crisis  our  physicians  were  under  great 
emotional  stress  and  a few  made  allegations  and 
statements  which  did  not  reflect  mature  states- 
manship. Everyone  makes  mistakes  but  not  to  learn 
from  experience  is  to  make  another  mistake.  No  one 
can  expect  everyone  to  agree  all  the  time.  Our 
opinions  change  depending  on  our  information,  and 
our  judgment  is  only  as  good  as  our  information.  Our 
Council  acted  on  their  confidential  information  and 
on  hindsight  their  assessment  was  right,  although  the 
timing  of  their  release  disturbed  some  members. 
Our  Councilors  are  dedicated,  honest,  knowledgeable 
men,  and  I respect  them.  The  abuse  and  tactics  used 
against  them  were  not  justified.  We  hope  we  have 
all  learned  from  this  bitter  experience  and  will  not 
repeat  the  same  mistakes. 

On  July  1,  1975,  our  insurance  program  became 
operational,  our  physicians  returned  to  work  and 
calm  appeared  to  prevail.  Within  a few  weeks  a few 
members  were  attempting  to  organize  a separate 
downstate  medical  society.  There  was  minimal 
support,  and  the  attempt  did  not  materialize. 

In  September,  1975,  some  of  the  leaders  of  the 
Crisis  Committee  invited  me  to  a meeting  to  discuss 
future  activity  regarding  the  malpractice  crisis.  It 
was  indicated  they  did  not  want  any  confrontation 
with  the  State  Medical  Society  but  wanted  only  to 
concentrate  on  the  political  aspect  of  malpractice  to 
institute  additional  reform  and  only  in  those  areas 
outside  of  the  purview  of  the  State  Medical  Society. 

I agreed  this  would  be  a desirable  route  and  stated 
they  must  register  as  a political  lobbying  organiza- 
tion. Since  EMPAC  was  established  for  this  specific 
purpose,  to  raise  funds  and  support  political  candi- 
dates for  Federal  and  State  government  legislatures, 


I suggested  they  join  with  EMPAC  and  expand  its 
horizons  to  reflect  a broader  spectrum  of  political 
philosophies,  or  form  Citizens  Committees  to  support 
their  favorite  candidates.  We  discussed  a research 
program  on  malpractice  data,  and  they  were  in- 
formed we  were  in  the  process  of  collecting  data 
which  would  be  made  available  to  our  interested 
physicians.  The  meeting  was  amicable  and  appeared 
to  resolve  our  differences  of  opinions.  The  Hot  Line 
entitled  “Crisis  Committee”  detailed  the  subsequent 
events  (Oct.,  1975). 

We  do  not  want  to  dampen  anyone’s  enthusiasm 
in  seeking  a solution  to  the  malpractice  crisis.  There 
is  nothing  to  be  gained  by  spinning  our  wheels  in 
mud.  Let  us  concentrate  our  rhetoric  on  construc- 
tive solutions  to  the  malpractice  dilemma,  develop 
the  political  thrust  within  the  framework  of  EMPAC 
or  Citizens  Committees  and  not  have  a disorganized 
effort  which  will  not  serve  any  useful  purpose.  We 
need  unity  not  disunity;  light  not  heat;  service  not 
self-service;  responsibility  not  irresponsibility;  and 
statesmanship  not  political  expediency.  There  is 
plenty  of  work  for  everyone,  and  we  need  your 
help. 

MSSNY  is  an  organization  of  many  talents  and 
diversified  philosophies.  At  the  March,  1975,  House 
of  Delegates  meeting  I offered  to  meet  with  any 
person  or  group  and  set  aside  the  first  and  third 
Wednesdays  of  each  month  for  appointments  at  our 
headquarters  in  Lake  Success.  Periodic  memos  have 
been  mailed  to  our  membership  for  updates  on  vital 
issues.  To  provide  for  quicker  dissemination  of 
Council  action  an  executive  secretary  representative 
and  the  Chairman  of  the  Specialty  Committee  are 
invited  to  each  Council  meeting.  We  are  trying  to 
serve  society  and  all  our  members  in  one  of  the  most 
difficult  periods  in  MSSNY’s  history. 

If  we  are  to — 

— resolve  the  malpractice  nightmare  with  re- 
structuring of  the  system, 

— implement  arbitration  as  a holding  patterr 
during  the  pursuit  of  additional  tort  re 
form, 

— develop  an  urgently  needed,  coordinated,  con 
tinuing  medical  educational  program, 

— help  our  PSRO’s  reach  their  mature  goals, 

— assist  our  young  physicians  and  our  sick  physi 
cians, 

— keep  our  own  professional  liability  insurant 
company  (MLMIC)  afloat, 

— challenge  the  asinine  government  regulation 
in  court, 

— cooperate  with  government  and  sundry  agencie 
to  assure  the  quality  of  medical  care  is  no 
sacrificed  for  cost  control  by  political  expe 
diency, 

— initiate  constructive  legislation  which  will  serv 
the  public  need  and, 

— fulfill  our  moral  and  social  responsibilities  t 
society  as  the  legal  organization  representin 
the  medical  profession, 
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we  need  the  support  of  every  physician  pulling  his 
oar  in  unison,  in  the  same  direction,  as  u>e  are  all  in 
the  same  boat  in  the  treacherous  seas  of  inflation, 
fiscal  insolvency  and  government  regulations.  We 
can  survive  this  storm  with  mature  and  states- 
manlike guidance  by  your  elected  officers,  Council, 
Board  of  Trustees  and  House  of  Delegates  and  ac- 
complish our  mission. 

This  is  the  challenge  we  face  at  this  Special  Ses- 
sion of  our  House  of  Delegates  in  Rochester,  and  we 
request  your  support  and  cooperation. 

Respectfully  submitted 

Ralph  S.  Emerson,  M.D.,  President 


Statement  on  Behalf  of  the  Medical  Society  of  the  State  of 
New  York  at  Session  Conducted  by  the  Special  Advisory 
Panel  on  Medical  Malpractice,  State  of  New  York, 
October  21,  1975,  Carnegie  Endowment  International 
Center,  New  York  City.  Presented  by  Ralph  S.  Emerson, 
M.D.,  President,  Medical  Society  of  the  State  of  New  York 

I am  Ralph  S.  Emerson,  M.D.,  a practicing  general  surgeon  in 
Roslyn  Heights,  New  York,  and  President  of  the  Medical  Society 
of  the  State  of  New  York.  In  addition  to  my  duties  on  the  staff 
of  four  hospitals  in  Nassau  County,  I have  also  had  the  privilege 
of  working  on  a variety  of  projects  of  interest  to  our  State  Medical 
• Society,  my  fellow  physicians  and  our  patients.  During  the  past 
year,  I have  been  deeply  involved  in  the  area  of  legislation  per- 
taining to  the  malpractice  crisis  in  the  State  of  New  York.  On 
L behalf  of  the  Medical  Society  of  the  State  of  New  York,  I am 
pleased  to  accept  the  invitation  extended  to  us  to  respond  to  the 
t following  eight  questions. 

1.  Q.  It  is  often  argued  that  much  of  the  malpractice 
problem  can  be  alleviated  by  a precise  statutory  definition 
j of  malpractice.  Do  you  agree,  and  what  definition  would 
you  propose?  Would  a definition  help  to  control  or  reduce 
insurance  costs?  How  would  it  overcome  alleged  uncer- 
tainties in  case  law? 

H 

A.  The  Medical  Society  of  the  State  of  New  York  has  carefully 
studied  and  analyzed  the  reasons  for  the  failure  of  the  existing 
medical  malpractice  system.  We  share  the  view  with  others  that 
- the  present  crisis  has  developed  for  a number  of  complex  reasons 
which  are  social  and  economic  as  well  as  legal  in  nature.  We  dis- 
. cuss  in  answer  to  the  Panel's  subsequent  questions  the  necessity 
for  obtaining  objective  and  accurate  determinations  of  fault  and 
measurement  of  injury,  and  we  review  proposals  made  by  our 
Society  and  others  to  correct  deficiencies  in  the  existing  tort  sys- 
. tern  for  an  interim  solution  and  to  provide  long-term  remedies 
through  alternatives  to  the  traditional  forms  of  litigation.  A 
precise  statutory  definition  of  malpractice  would,  in  our  view, 
provide  the  foundation  for  both  a temporary  framework  of  mod- 
ification of  existing  tort  law  and  a permanent  basis  for  an  alter- 
• native  dispute  resolution  mechanism. 

A definition  that  could  provide  the  statutory  basis  is  incorpo- 
rated in  the  “Patients’  Indemnification  Bill”  approved  by  the 
House  of  Delegates  of  our  State  Medical  Society  in  March  of  this 
year.  We  submit  this  definition  as  a concept  to  be  developed  and 
: - not  as  a final  version  to  be  enacted  into  law.  This  measure  pro- 
vides as  follows: 

"Incompetent  Treatment.  In  order  to  be  entitled  to  a re- 
covery of  any  award  by  the  board  upon  such  complaint,  such 
patient  shall  prove  by  an  expert  as  hereinafter  defined  that  he 
or  she  has  sustained  an  injury  which  injury  was  the  proximate 
result  of  incompetent  treatment,  herein  defined,  by  a health 
care  provider. 


The  claimant  shall  prove  through  such  expert: 

a.  The  degree  of  knowledge  and  degree  of  skill  and  degree 
of  care  ordinarily  exercised  by  a health  care  provider 
in  the  same  field  in  the  community  in  which  the  de- 
fendant practices; 

b.  That  the  defendant  either  lacks  this  knowledge  or  skill 
or  that  the  defendant  failed  to  exercise  this  degree  of 
care;  and 

c.  That  as  a proximate  result  of  such  lack  of  knowledge 
or  skill  or  failure  to  exercise  such  degree  of  care,  the 
claimant  suffered  an  injury  which  would  not  otherwise 
have  been  incurred.” 

A precise  definition  of  malpractice  is  essential.  Delineating 
negligence  and  separating  it  from  an  unsatisfactory  result  without 
negligence  is  crucial.  As  Governor  Carey  has  stated  the  policy  of 
the  judges  and  courts  to  broaden  the  strict  interpretation  of  the 
present  definition  must  be  corrected.  Proof  of  negligence  should 
be  only  by  clear  and  convincing  evidence. 

2.  Q.  Many  changes  in  tort  law  have  been  proposed. 
Which  changes  (such  as  statutes  of  limitation,  limitations 
of  awards,  limitations  on  res  ipsa  loquitur,  introduction  of 
conclusions  of  expert  panels ),  if  any,  do  you  recommend? 
How  would  they  help  to  control  insurance  rates,  stabilize  the 
insurance  system,  speed  up  litigation,  or  make  for  greater 
equity?  In  addition,  identify  how  changes  in  tort  law  for 
medical  malpractice  might  have  “spill-over"  effects  for  other 
areas  of  the  law. 

A.  As  we  observed  at  the  outset,  litigation  in  the  area  of 
medical  malpractice  is  a social  problem  as  well  as  a medical-legal 
problem.  An  alteration  in  the  structure  of  health  care  delivery 
characterized  by  less  direct  personal  involvement  has  occurred. 
In  addition,  the  development  of  an  attitude  on  the  part  of  many 
individuals  that  every  human  distress  warrants  compensation  has 
led  to  the  espousal  of  the  rule  of  sympathy  rather  than  a rule  of 
fault.  These  factors  have  resulted  in  an  increased  propensity 
toward  litigation  to  solve  grievances,  whether  real  or  imagined. 
As  a result,  immediate  changes  in  tort  law  were  proposed  to  our 
lawTnakers  by  the  Medical  Society  of  the  State  of  New  York  during 
the  1975  Session  of  the  Legislature  to  alleviate  the  present  crisis 
and  to  provide  protection  against  total  destruction  of  the  State’s 
health  care  system.  These  proposals  were  generally  encompassed 
in  legislation  introduced  by  Senator  Tarky  J.  Lombardi,  Jr.: 

Trial  Preference — S.4781 
Statute  of  Limitations  for  Adults — S.4782 
Collateral  Sources  of  Payments — S.4783 
Statute  of  Limitations  for  Minors — S.4784 
Mediation  Panel  Amendments — S.4785 
Contingency  Legal  Fee  Schedule — S.4786 
Medical  Injury  Liability  Board — S.4787-B 
Constitutional  Amendment  on  Jury  Trials — S. 4788  A 

Partial,  intermediate  relief  was  provided  by  the  legislation 
ultimately  enacted  at  the  1975  Session  (Chapter  109  of  the  Laws 
of  1975),  but  additional  changes  are  essential  to  stabilize  the 
current  spiraling  costs  while  longer  term  and  more  fundamental 
alternatives  are  developed. 

Concededly,  some  physicians  have  not  exercised  the  proper  care 
and  disciplinary  mechanisms  have  sometimes  failed  to  control 
these  individuals.  So  too,  some  lawyers  have  attempted  to  exploit 
the  situation  knowing  the  difficulty  of  separating  unfortunate  but 
normal  consequences  from  negligently  induced  disability.  The 
state  of  the  medical  arts  has  become  so  refined  in  the  eye  of  the 
public  that  they  have  come  to  view  a complete  cure  as  a basic  right 
to  which  they  are  entitled.  Unfortunately,  not  all  illnesses  and 
injuries  are  completely  curable,  and  the  fact  that  there  is  not  a 
perfect  result  should  not  be  the  grounds  for  a suit  or  for  a recovery 
of  damages.  The  causes  of  the  malpractice  problem,  therefore, 
are  numerous  and  complicated.  The  present  system  for  adjudi- 
cation of  claims  has  not  proved  adequate  to  resolve  the  problem 
equitably. 

When  our  State  Medical  Society  undertook  a study  of  the 
malpractice  problem,  we  discovered  many  areas  in  which  the 
present  tort  system  had  failed.  Included  in  these  were: 
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1.  Protracted  delays  in  resolving  malpractice  actions; 

2.  A lack  of  expertise  and  objectivity  in  the  decision  making 
process;  and 

3.  An  unwarranted  extension  of  certain  judicial  doctrines. 

/.  PROTRACTED  DELAYS 

In  regard  to  the  delays,  we  found  that  it  was  taking  as  many  as 
eight  tc  ten  years  to  dispose  of  many  malpractice  actions.  This 
delay  was  not  only  keeping  the  patient  from  a prompt  determi- 
nation of  his  claim,  but  was  also  making  it  impossible  for  insurance 
carriers  to  predict  future  losses  accurately  and  therefore  making 
medical  malpractice  an  uninsurable  risk.  We  believe  that  two 
major  elements  have  contributed  to  these  delays:  the  long  statute 
of  limitations  and  the  lack  of  a trial  preference  on  our  crowded 
court  calendars. 

a.  Statute  of  Limitations.  One  way  of  accomplishing  the 
restoration  of  historical  protections  afforded  by  the  statute  of 
limitations  would  be  to  replace  the  now  existing  two  and  one-half 
year  statute  with  a two  year  statute.  As  the  legislative  history 
points  out,  the  original  statute,  passed  in  1901,  had  a two  year 
limitation,  which  was  acceptable  for  sixty  years.  It  is  submitted 
that  this  change  would  not  bar  any  claims  since  most  are  brought 
within  two  years  anyway.  As  to  those  not  brought  within  two 
years  and  which  do  not  fit  within  the  exceptions  of  either  the 
discovery  rule  or  the  continuous  treatment  doctrine,  society’s  need 
for  giving  repose  to  human  affairs,  the  basis  of  all  statutes  of  lim- 
itations, would  seem  paramount. 

This  year’s  legislation  provides,  inter  alia,  for  a reduction  from 
the  former  three-year  to  a two-year  six  month  statute.  The 
compromise  settlement  of  the  two  and  one-half  year  period  failed 
to  achieve  the  kind  of  significant  reduction  necessary  to  provide 
meaningful  relief  in  this  area,  and  our  State  Medical  Society  urges 
the  Panel  to  recommend  a return  to  the  two  year  limitation. 

b.  Trial  Preferences.  As  mentioned  previously,  one  of  the 
areas  of  serious  difficulty  leading  to  the  medical  malpractice  crisis 
is  the  protracted  delay  between  the  occurrence  and  the  ultimate 
court  determination.  While  this  delay  is  not  uncommon  in  other 
negligence  suits,  it  is  particularly  acute  in  malpractice  cases. 
Because  of  the  sophisticated  nature  of  the  physician’s  acts,  law- 
suits are  frequently  commenced  without  detailed  knowledge  of 
the  underlying  event  on  the  part  of  the  attorney.  Delays  in  fa- 
miliarizing himself  through  expert  counsel  are,  therefore,  regularly 
encountered. 

Section  148A  of  the  Judiciary  Law  provides  a pre-trial  media- 
tion procedure  for  all  malpractice  cases.  Following  this  procedure, 
if  a case  is  not  disposed  of,  it  is  placed  on  the  regular  court  calen- 
dar. When  a malpractice  case  is  mediated  by  the  Panel,  all  pre- 
liminary proceedings  have  been  completed  and  the  case  is  ready 
for  trial.  A disposition  of  the  case  as  soon  thereafter  as  possible 
would  enable  the  injured  party  to  be  compensated  sooner  and 
would  also  allow  the  defendant’s  carrier  to  close  its  reserve  at  an 
earlier  date.  Under  Section  213  of  the  Judiciary  Law,  as  enacted 
this  year,  regulations  will  be  promulgated  by  the  courts  to  expedite 
pre-trial  procedures. 

2.  LACK  OF  EXPERTISE  AND  OBJECTIVITY 

With  regard  to  the  lack  of  objectivity  and  expertise  in  the  de- 
cision-making  process,  our  State  Medical  Society  has  felt  that  the 
jury  should  have  the  benefit  of  the  opinions  of  independent  experts 
when  deciding  malpractice  claims.  When  confronted  with  con- 
flicting testimony  from  plaintiff  and  defendant,  we  were  concerned 
about  the  juror’s  ability  to  determine  whether  the  proper  medi- 
cation was  administered  or  whether  the  proper  medical  procedure 
was  utilized.  The  availability  of  mediation  panel  recommenda- 
tions for  use  at  subsequent  trials  obviously  will  assist  the  jury  and 
will  add  significance  to  the  panel’s  determination.  To  enhance 
the  effectiveness  of  the  panels,  we  recommend  that  both  parties 
be  prohibited  from  introducing  any  evidence  at  a subsequent  trial 
that  was  not  introduced  at  the  mediation  panel  hearing,  unless  the 
party  can  demonstrate  that  the  evidence  was  discovered  after  the 
hearing  was  concluded. 

3.  EXTENSION  OF  JUDICIAL  DOCTRINES 

Our  State  Medical  Society  was  also  concerned  about  the  un- 
warranted extension  of  certain  judicial  doctrines  and  abuses  of 


other  doctrines  by  plaintiffs.  We  were  encouraged  by  the  changes 
made  by  the  new  malpractice  statute  with  regard  to  foreign  objects 
and  informed  consent,  and  we  will  watch  closely  to  see  what  effect 
these  changes  have  on  the  present  situation.  However,  we  believe 
that  further  action  is  necessary  in  the  following  areas: 

a.  Res  Ipsa  Loquitur  and  the  Burden  of  Proof.  The 
shifting  of  the  burden  of  proof  in  cases  involving  the  evidentiary 
doctrine  of  res  ipsa  loquitur  creates  special  problems  in  mal-  ; 
practice  litigation.  The  basis  for  the  doctrine,  that  the  instru- 
mentality which  caused  the  injury  was  under  the  exclusive  control 
of  the  defendant  and  that  injury  would  not  have  resulted  but  for 
some  negligent  act  by  the  defendant,  is  not  applicable  in  mal- 
practice actions.  The  physician  is  seldom  the  exclusive  provider 
of  treatment,  there  are  certain  conditions  that  will  not  respond 
regardless  of  the  treatment  administered,  and  the  patient  also  . 
plays  a vital  role  in  his  own  treatment  and  recovery.  These  ele-  { 
ments  negate  the  application  of  an  evidentiary  rule  which  permits 
an  inference  of  negligence  on  the  part  of  the  physician  and  resul-  i 
tant  liability  unless  the  physician  (to  whom  the  burden  is  shifted)  i 
proves  he  is  not  negligent. 

Because  the  doctrine  is  actually  inapplicable  in  these  cases  and 
because  it  is  subject  to  such  potential  abuse,  the  Medical  Society  •, 
of  the  State  of  New  York  recommends  that  the  doctrine  not  be 
available  to  plaintiffs  in  medical  malpractice  actions. 

b.  Elimination  of  Ad  Damnum  Clause.  Because  the 
plaintiff  can  demand  any  amount  he  chooses  in  a tort  action  and 
because  large  claims  draw  unnecessary  publicity  to  such  cases  and 
often  influence  juries,  the  State  Medical  Society  also  recommends 
the  elimination  of  the  Ad  Damnum  Clause  in  malpractice  plead-  < 
ings  and  a requirement  that  the  plaintiff  merely  state  that  the 
amount  in  controversy  exceeds  the  amount  necessary  to  invoke  i 
the  jurisdiction  of  the  court. 

LIMITATION  OF  AWARDS 

In  addition  to  the  aforementioned  changes  in  our  judicial  sys-  , 
tem,  the  Medical  Society  of  the  State  of  New  York  has  long  ad- 
vocated the  limitation  of  awards  in  medical  malpractice  actions. 
Recent  verdicts  and  settlements  have  increased  the  necessity  for 
controls  in  this  area. 

We  feel  strongly  that  there  should  be  a statutory  enumeratior 
of  the  losses  and  expenses  that  are  compensable  in  malpracticr 
actions.  We  also  believe  that  society  should  make  a determinatior 
as  to  the  limits  of  liability  of  any  health  care  provider  in  such  cases 
Faced  with  a similar  problem  in  regard  to  injured  workers,  oui 
State  Legislature  enacted  a Workmen’s  Compensation  systen 
which  has  functioned  effectively  for  almost  six  decades.  W< 
therefore  believe  that  there  is  strong  precedent  for  placing  ceiling: 
on  awards  at  this  time. 

Since  the  proposals  we  have  made  are  limited  to  cases  of  medica  t 
malpractice,  we  can  foresee  little,  if  any,  spillover  effect  into  othe 
areas  of  the  law.  Most  of  the  problems  faced  by  physicians  am 
other  health  care  providers  are  unique,  and  therefore,  the  change 
we  recommend  are  directed  toward  a resolution  of  their  problem 
alone. 

IMMUNITY  LIFE  THREATENING  EMERGENCIES 

We  believe  there  should  be  immunity  under  the  Good  Samari 
tan  Law  for  physicians  responding  to  life  threatening  emergencie 
in  hospitals.  A physician  should  never  have  to  hesitate  fror 
responding  to  assist  a patient  because  of  the  fear  of  being  include 
in  a malpractice  suit,  but  this  is  happening  today. 

We  believe  substantial  recommendations  for  restructuring  tl 
present  tort  system  are  absolutely  essential  and  legislative  changi 
are  necessary  if  we  are  to  conserve  our  vital  health  man  resouri 
in  New  York  State. 

3.  Q.  A number  of  alternatives  to  traditional  litigatu  | 
have  been  proposed.  Do  you  favor  moving  vigorously  touw  1 
such  alternatives  as  screening  panels,  mediation,  and  a 
bitration?  What  is  your  opinion  of  the  recent  step  by  tl  i 
State  Medical  Society  to  support  a pilot  project  in  volunta  I 
arbitration s' 

A.  The  Medical  Society  of  the  State  of  New  York  does  favi 
the  creation  of  an  administrative  procedure  to  replace  the  jury  tri 
in  medical  malpractice  actions.  The  advantages  to  such  a chan 
are  manifold.  First,  the  congestion  in  our  courts  would  be  avoid- 
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immediately  without  the  necessity  for  preferential  treatment  of 
these  cases.  Second,  the  emotionally  charged  and  too  often 
lengthy  jury  trial  would  be  replaced  by  an  expeditious  proceeding 
conducted  by  expert  decision  makers.  Third,  the  costs  of  the 
litigation  to  both  parties  would  be  decreased  considerably. 

In  our  studies  of  the  administrative  approach,  various  questions 
have  been  raised  about  its  constitutionality  and  about  the  form 
it  would  finally  take.  We  would  like  to  address  ourselves  to  these 
questions  at  this  time. 

a.  Constitutional  Amendments.  Whether  the  right  to  a jury 
trial  in  such  actions  is  absolutely  protected  and  preserved  by  the 
Article  1,  Section  2,  of  the  New  York  State  Constitution  is  ques- 
tioned by  many  scholars.  Included  in  the  bills  we  support  is  a 
proposal  to  amend  the  Constitution  of  the  State  of  New  York  to 
permit  medical  malpractice  cases  to  be  determined,  if  the  Legis- 
lature saw  fit,  other  than  by  jury  trial  (S.4788-A,  Lombardi). 

The  purpose  of  this  amendment  is  to  give  the  Legislature  the 
authority  to  establish  a new  method  for  the  determination  of 
medical  malpractice  claims  and  suits.  A constitutional  amend- 
ment must,  of  course,  be  passed  by  two  successive  legislatures  and 
voted  upon  by  the  people  in  a general  election.  If  the  other  solu- 
tions fail,  we  must  be  ready  to  proceed  expeditiously  to  prevent 
a health  care  disaster.  Thus,  the  amendment  process  must  begin 
now. 

b.  Patients'  Indemnification  Bill  of  the  Medical  Society 
of  the  State  of  New  York.  The  necessity  for  comprehensive 
treatment  of  the  malpractice  situation  exists  in  the  utilization  of 
an  alternative  administrative  procedure  for  determination  of 
malpractice  claims.  Our  State  Medical  Society  has,  accordingly, 
embraced  the  proposal  for  a Patients’  Indemnification  Board  and 
Fund  for  the  purpose  of  establishing  a medical  injury  compensa- 
tion system  in  this  State. 

Mediation  Panels — Arbitration.  Screening  and  Mediation 
Panels  have  only  been  salutory  and  are  a halfway  measure.  We 
believe  Voluntary  Contractual  Binding  Arbitration  is  a necessary 
step  as  an  alternative  approach  at  this  time  and  is  a more  humane 
and  better  way  of  settling  disputes.  Michigan  has  recently  passed 
a compulsory  arbitration  statute,  but  we  prefer  the  voluntary-  route 
until  we  establish  a track  record.  We  must  have  the  recommended 
tort  changes  regardless  of  any  arbitration  program  if  we  are  to 
prevent  a “brain  drain"  of  our  highly  talented,  high  risk  specialists, 
as  we  don’t  know  the  long  term  effect  of  arbitration.  We  must  try 
, it  as  the  present  tort  changes  are  inadequate  and  will  only  lead 
down  the  road  to  disaster,  as  our  physicians  will  not  and  can  not 
, accept  any  substantial  increase  in  malpractice  premiums.  Our 
high  risk  specialists  are  leaving  New  York  as  evidenced  by  the 
almost  50%  decrease  in  applications  for  the  American  College  of 
Surgeons  in  the  Brooklyn-Long  Island  area. 

We  submit  with  this  statement  a copy  of  our  Patients’  Indem- 
nification Bill  for  your  review  and  consideration.  We  also  ap- 
preciate the  Panel’s  acknowledgment  of  the  voluntary-,  contractual 
arbitration  program  which  has  been  initiated  by  our  State  Society 
in  conjunction  with  the  Hospital  Association  of  New  York  State 
and  the  American  Arbitration  Association.  A copy  of  our  bro- 
chure is  attached  to  this  statement  for  your  information. 

4.  Q.  Is  the  consumer  interest  in  medical  malpractice 
adequately  protected ? Are  existing  patient  grievance 
mechanisms  adequate?  Does  the  present  system  assure  that 
no  undue  obstacles  are  placed  in  the  way  of  a valid  mal- 
practice claim?  Would  you  favor  statutory  prescription  of 
a patient’s  Bill  of  Rights? 

A.  The  consumer  interest  is  not  protected  under  the  present 
system.  The  25  cent  return  on  the  dollar  award  and  waiting  sev- 
eral years  has  been  documented  in  the  Michigan  Study  and  even 
•less  return  in  other  studies.  This  is  not  in  the  public  interest.  The 
50%  legal  costs  or  even  higher  in  the  Michigan  Study  is  a disgrace. 
5V  hen  a system  does  not  serve  society  changes  must  be  made  and 
we  believe  a restructuring  of  the  entire  malpractice  system  is  long 
overdue.  We  do  not  favor  a statutory  prescription  of  a patient’s 
Bill  of  Rights,  and  believe  this  would  be  a diversionary  tactic  in 
'oming  to  grips  with  the  real  malpractice  issues.  Let’s  solve  one 
ssue  at  a time  and  discuss  other  nonrelated  issues  at  the  appro- 
priate time. 


The  consumer  interest  in  medical  malpractice  can  be  viewed 
from  two  perspectives.  First,  the  patient-consumer  is  entitled  to 
receive  the  best  quality  medical  care  that  is  available.  If  he  is 
injured  as  a result  of  the  negligent  act  of  a physician  or  other  health 
care  provider,  he  should  be  compensated  for  the  actual  loss  he  has 
sustained.  It  is  to  his  benefit  to  have  a fair  and  expeditious  dis- 
position of  his  claim.  In  our  view,  the  proposals  we  had  made  will 
accomplish  this  end.  Second,  the  patient-consumer  is  also  enti- 
tled to  the  best  quality  care  at  the  lowest  possible  cost.  Escalating 
malpractice  premiums  cannot  possibly  be  absorbed  by  the  phy- 
sician or  the  hospital,  and  therefore,  must  be  passed  on  to  the 
consumer  as  part  of  their  expenses  in  the  form  of  higher  fees.  The 
malpractice  crisis  has  also  forced  physicians  to  practice  what  has 
been  termed  “defensive  medicine”  in  order  to  protect  themselves 
in  the  event  of  a suit.  The  practice  of  defensive  medicine  results 
in  the  ordering  of  extra  tests  and  x-rays  which  all  add  to  the  pa- 
tient’s bill.  To  the  extent  that  malpractice  premiums  would 
stabilize  or  decrease  as  a result  of  the  changes  we  advocate,  the 
patient-consumer  would  be  better  off.  And  to  the  extent  that  the 
doctor  could  eliminate  the  extra  tests  he  must  now  order,  the  pa- 
tient-consumer would  again  benefit. 

In  regard  to  grievance  mechanisms,  the  Medical  Society  of  the 
State  of  New  York  feels  that  existing  hospital  and  Medical  Society 
grievance  procedures  are  adequate.  We  encourage  patients  to 
utilize  these  mechanisms  before  filing  suit,  as  we  have  often  found 
that  disputes  can  be  resolved  in  this  manner  without  the  necessity 
of  commencing  legal  actions. 

In  reference  to  your  third  question  regarding  obstacles  to  valid 
malpractice  claims,  we  feel  that  there  are  no  undue  obstacles 
placed  in  the  way  of  filing  suit  under  present  law,  but  there  are 
certainly  numerous  obstacles  when  it  comes  to  a final  resolution 
of  the  action.  Certainly  the  plaintiff  who  must  wait  eight  to  ten 
years  to  settle  his  claim  is  served  no  better  than  the  defendant  or 
his  insurer.  The  changes  in  the  system  which  we  advocate  would 
guarantee  a prompt  and  fair  determination  of  each  malpractice 
case. 

5.  Q.  What  position,  if  any,  do  you  believe  that  the 
Panel  should  take  with  respect  to  contigency  fee  arrange- 
ments? 

A.  The  Medical  Society  of  the  State  of  New  York  believes  that 
the  Panel  should  support  statutory  limitations  on  contigency  fees 
in  medical  malpractice  actions.  Regulation  of  fee  arrangements 
between  patients  and  attorneys  is  a necessary  element  of  a Sound 
system  for  determination  of  medical  malpractice  claims.  It  is 
obvious  that  fees  ranging  from  one  third  to  one  half  of  compen- 
satory payments  for  injuries  arising  out  of  medical  malpractice 
either  grossly  inflate  the  total  dollar  liability  or  greatly  reduce  the 
amount  obtained  by  the  injured  patient.  The  percentages 
themselves  are  evidence  of  the  materiality  of  fees  in  medical 
malpractice  costs.  The  need  for  regulation  of  contigency  fees  is 
therefore  an  essential  element  in  any  resolution  of  the  overall 
problem. 

The  First  Judicial  Department  of  the  Appellate  Division  already 
has  a contingency  fee  schedule  and  the  State  of  New  Jersey  has 
adopted  such  a fee  schedule.  The  HEW  Report  of  the  Secretary’s 
Commission  on  Medical  Malpractice  makes  note  of  New  Jersey’s 
regulations  and  recommends  that  “all  states  enact  legislation  re- 
quiring a uniform  graduated  scale  of  contigency  fee  rates  in  all 
medical  malpractice  litigation.  The  contigency  fee  rate  should 
decrease  as  the  recovery  amount  increases.” 

Legislation  pending  at  the  close  of  the  last  session  (S.4786, 
Lombardi)  adopted  this  approach.  The  schedule  set  forth  in  this 
bill  provided  a contingent  fee  rate  which  decreased  from  a maxi- 
mum of  fifty  percent  for  recoveries  up  to  $1,000.00.  As  the  re- 
covery amount  increased  the  percentage  of  fees  decreased  to  ten 
percent  of  recoveries  over  $100,000.00. 

Legislation  pending  in  California  (S.B.ll,  California)  would 
regulate  through  a different  mechanism.  Under  the  proposal 
pending  there,  the  law  would  provide  that  the  plaintiff s attorney’s 
fees  would  be  determined  by  the  court,  upon  the  basis  of  the  cus- 
tomary fee  in  the  community;  the  time  and  effort  required;  the 
difficulty,  novelty  and  uncertainty  of  the  law;  the  degree  of  pro- 
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fessional  ability;  the  skill  and  experience  called  for  in  the  perfor- 
mance of  service;  and  the  professional  character,  qualification  and 
standing  of  the  attorney  involved. 

Such  a schedule  can  in  no  way  be  viewed  as  depriving  an  im- 
poverished claimant  of  his  “key  to  the  courthouse.”  Only  the  large 
awards  would  be  significantly  affected  and  clearly  the  percentage 
provided  for  in  such  cases  is  handsome  compensation  and,  thus, 
will  guarantee  the  best  legal  talent. 

We  believe  the  contingency  fee  system  including  the  “reference” 
fee  should  be  accurately  documented  for  the  courts  and  the  I.R.S. 
Data  should  be  accumulated  by  the  courts  and  the  State  Judicial 
Conference  and  available  for  public  inspection.  We  urge  an  in- 
depth  study  of  Appendix  A through  Q of  the  Court  Docket  Survey 
of  the  Michigan  Study,  July  1975.  WE  URGE  A RECOMMEN- 
DATION SIMILAR  TO  THE  NEW  JERSEY  RULE. 

6.  Q.  Would  you  favor  stabilizing  insurance  premium 
rates  by  changing  the  rate  system  to  a “claims  made”  basis? 
How  would  such  a shift  help ? Would  it  leave  the  patient 
adequately  protected?  Would  you  favor  some  form  of  con- 
sumer or  patient  insurance,  e.g.,  for  medical  accidents? 

A.  The  “claims  made”  concept  of  insurance  is  patently  inad- 
equate to  protect  the  physician  and  therefore  the  patient,  and  is 
totally  unacceptable  as  a solution.  “Claims  made”  insurance  is 
merely  a device  to  postpone  the  escalating  payments  and  offers 
no  answer  to  the  complex  issues  involved  in  the  overall  problem. 
As  “claims  made”  coverage  extends  insurance  protection  to  the 
physician  only  for  the  specific  contract  period,  it  would  require 
the  purchase  of  a “tail  contract”  if  a physician  retires,  becomes  ill, 
leaves  the  State,  or  the  insurance  carrier  cancels  the  policy.  A 
former  carrier  for  the  Medical  Society  of  the  State  of  New  York, 
Employers  Mutual  of  Wausau,  estimated  the  cost  of  a “tail  con- 
tract” to  be  two  hundred  and  fifty  per  cent  to  three  hundred  per 
cent  of  the  last  annual  premium.  At  a rate  of  $10,000.00  to 
$15,000.00,  for  example,  that  would  mean  a physician  who  retired 
would  have  to  pay  $25,000.00  to  $45,000.00  for  coverage  just  to 
protect  himself  against  suits  which  might  arise  in  the  future.  The 
Argonaut  Insurance  Company  stated  that  the  “claims  made” 
approach  would  not  save  any  money,  but  would  merely  stretch  the 
physician’s  payments.  In  addition,  Argonaut  would  not  even 
project  what  the  future  premiums  might  be. 

A shift  to  a “claims  made”  basis  would,  as  a result,  neither  relate 
to  the  more  adequate  and  reasonable  definitions  of  exposure  nor 
help  in  stabilizing  insurance  premium  rates.  Since  the  purpose 
of  any  liability  insurance  is  to  compensate  the  injured  party,  and 
since  the  “claims  made”  policy  has  been  demonstrated  to  be  an 
inadequate  method  of  protection  for  the  insured,  the  State  Med- 
ical Society  sees  no  benefit  in  this  type  of  insurance  for  the  patient. 

We  may  have  to  come  to  some  form  of  consumer  or  patient  in- 
surance but  only  after  the  present  inefficient  system  is  restruc- 
tured. Just  to  spread  the  risk  of  an  outmoded  system  would  serve 
no  useful  purpose. 

7.  Q.  Should  we  continue  to  attempt  to  limit  com- 
pensation for  adverse  medical  outcomes  to  those  caused  by 
provider  negligence?  If  not  and  if  we  move  to  overt  com- 
pensation for  adverse  medical  outcomes,  regardless  of  neg- 
ligence, what  outcomes  should  be  compensated?  Who 
should  bear  the  cost  of  such  no- fault  systems  and  how  can 
such  costs  be  contained? 


A.  Our  position  with  regard  to  the  basis  of  payment  of  the 
claimant  for  adverse  medical  outcome  has  been  stated  in  our  an- 
swers to  the  previous  questions,  including  a proposed  statutory 
definition  of  malpractice,  intermediate  changes  to  existing  tort 
principles,  and  a long-term  alternative  solution.  These  positions 
relate  directly  to  the  medical  malpractice  problem  as  it  currently 
confronts  us. 

We  should  limit  compensation  for  adverse  medical  outcomes 
to  those  caused  by  provider  negligence.  Both  negligent  and 
non-negligent  adverse  medical  outcomes  should  be  on  a schedule 
of  awards  similar  to  Workmen’s  Compensation.  We  recommend 
an  indepth  study  to  provide  a mechanism  for  funding  non-negli- 
gent adverse  medical  outcomes. 

8.  Q.  What  specific  programs  would  you  recommend 
hospitals  and  other  health  care  providers  undertake  so  as 
to  reduce  the  level  of  medical  injuries  that  lead  to  mal- 
practice claims?  What  role  should  government  assume  in 
injury  prevention,  quality  control  of  medical  services,  and 
matters  of  professional  discipline? 

A.  Hospitals  and  other  providers  should  have,  and  many  do 
have  a malpractice  prevention  program.  Hospitals  should  have 
a professional  and  general  liability  grievance  committee  to  con- 
stantly monitor  its  effectiveness  and  resolve  complaints.  This  is 
part  of  the  proposed  arbitration  program.  We  do  not  believe  we 
need  laws  for  injury  prevention.  It  becomes  cumbersome  to 
administer  them;  uneconomic  and  time  consuming  in  filing  ad- 
ditional volumes  of  reports.  A good  example  is  the  cost  overrun 
of  administering  P.S.R.O.  which  is  projected  to  cost  almost  100% 
over  the  potential  cost  saving.  Professional  discipline  has  been 
covered  in  the  recently  enacted  statutes  last  Spring  but  these  laws 
do  not  provide  the  medical  profession  with  the  authority  to  dis- 
cipline legally  its  own  members  as  requested  in  our  proposal 
(S.1323,  Lombardi;  A. 3955,  Margiotta).  We  have  a plethora  of 
Federal  and  State  laws  governing  quality  control  of  medical  ser- 
vices. They  are  so  voluminous  and  overlapping  with  contradictory 
authority  that  the  government  can’t  decide  who  has  the  respon- 
sibility. The  result  is  a series  of  duplicating  inspections  which  is 
reflected  in  increased  health  care  costs.  To  illustrate,  we  have 
provisions  on  quality  care  in  Medicare  and  Medicaid,  the  Social 
Security  Amendments  of  1972  in  several  sections  in  addition  to 
249F  (PSRO).  We  have  New  York  State  laws  under  Article  28  and 
Section  2061J  of  the  Public  Health  Law.  In  addition,  we  have 
JCAH  regulations  and  hospital  regulations  for  each  department. 
We  don’t  need  another  law  to  further  compound  the  dilemma. 

CONCLUSION 

Speaking  on  behalf  of  the  Medical  Society  of  the  State  of  New 
York,  and  myself  personally,  I wish  to  thank  the  members  of  the 
Panel  for  the  opportunity  of  presenting  our  views  on  this  subject, 
and  to  express  the  hope  that  our  recommendations  have  helped 
the  Panel  in  its  investigation  of  this  extremely  important  problem. 
UNLESS  WE  HAVE  A RESTRUCTURING  OF  THE 
PRESENT  MALPRACTICE  SYSTEM  AND  A STABILIZA- 
TION OF  MALPRACTICE  INSURANCE  PREMIUMS,  WE 
WILL  CONTINUE  TO  HAVE  A “ BRAIN  DRAIN"  OF  OUR 
VITAL  HEALTH  MANPOWER  RESOURCE  FROM  NEW 
YORK  STATE. 

We  will  be  pleased  to  cooperate  with  the  Panel  and  the  State 
Legislature  at  all  times. 


Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

Your  reference  committee  has  reviewed  the  reports  of 
the  President  and  the  President’s  Statement  on  Behalf  of 
the  Medical  Society  of  the  State  of  New  York  to  the  Special 
Advisory  Panel  on  Medical  Malpractice  and  commends  the 
President  on  his  lucid  presentation  of  the  State  Society’s 


position  on  malpractice.  The  committee  suggests  that 
each  member  of  the  House  read  his  comments  carefully. 
The  reference  committee  further  strongly  recommends 
that  the  information  contained  in  the  President’s  reports 
be  disseminated  to  all  constitutent  medical  societies. 

. . . The  House  voted  to  adopt  this  portion  of  the 
reference  committee  report . . . 
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ST  A TE  LEGISLA  TION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 


The  Committee  on  State  Legislation  is  composed  of  the 
following  members: 

John  H.  Carter,  M.D.,  Chairman  Albany 

Edward  A.  Braunstein,  M.D Queens 

Allan  H.  Bruckheim,  M.D Westchester 

Robert  B.  Bryant,  M.D Onondaga 

Lester  J.  Candela,  M.D Queens 

Sears  E.  Edwards,  M.D Nassau 

John  A.  Finkbeiner,  M.D New  York 

James  M.  Flanagan,  M.D Wayne 

Gerald  L.  Glaser,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Henry  W.  Kaessler,  M.D Westchester 

Richard  E.  Murphy,  M.D Clinton 

Leo  J.  Rubin,  M.D Bronx 

Ralph  M.  Schwartz,  M.D Kings 

John  W.  Stoll,  M.D Livingston 

Richard  E.  Sullivan,  M.D Broome 

Milton  S.  Weinberg,  M.D Queens 


The  committee  conducted  its  regular  fall  meeting  on 
October  29,  1975,  at  the  Hilton  Inn,  Syracuse.  Edward  A. 
Braunstein,  M.D.,  and  Leo  J.  Rubin,  M.D.,  were  excused 
from  attending  the  meeting.  In  addition  to  the  committee 
members,  the  following  individuals  were  present:  Ralph 

S.  Emerson,  M.D.,  President;  Henry  I.  Fineberg,  M.D., 
Executive  Vice-President;  Edward  Siegel,  M.D.,  Deputy 
Executive  Vice-President;  Carl  Goldmark,  Jr.,  M.D., 
Secretary;  Richard  D.  Eberle,  M.D.,  Chairman,  Commis- 
sion on  Governmental  Affairs;  John  C.  Rice,  Esq.,  and  John 
E.  Holt-Harris,  Esq.,  Legislative  Counsel;  Donald  J.  Fager, 
Esq.,  Indemnity  Representative;  Guy  D.  Beaumont,  Di- 
rector. Division  of  Public  and  Professional  Affairs;  Martin 
J.  Tracey,  J.D.,  Director,  Division  of  Governmental  Rela- 
tions; Richard  M.  Berry,  J.D.,  Assistant  to  the  Director, 
Division  of  Governmental  Relations.  Your  chairman 
presided. 

At  this  meeting,  the  committee  focused  its  attention  on 
the  Legislative  Program  of  the  State  Medical  Society  for 
the  coming  year.  In  developing  its  program,  the  committee 
reviewed  bills  proposed  during  the  1975  legislative  session, 
resolutions  referred  from  the  Council  and  the  House  of 
Delegates,  and  recommendations  submitted  by  county 
medical  societies  and  specialty  societies.  With  regard  to 
bills  on  malpractice,  your  State  Legislation  Committee 
recommends  that  our  1976  Legislative  Program  include  the 
following  measures: 

BILLS  ON  MALPRACTICE 
A.  Primary  Goals 

1.  Patients’  Indemnification  Bill  of  the  Medical 
Society  of  the  State  of  New  York— would  establish  an 
administrative  board  to  replace  the  present  jury  trial  in 
determining  liability  and  awarding  reasonable  com- 
pensation to  claimants  injured  by  the  incompetent 
treatment  of  any  individual  or  institutional  health  care 
provider.  The  provisions  of  this  measure  would  be 
compulsory  on  all  patients,  providers,  and  insurers  of- 
fering malpractice  coverage.  Determinations  of  liability 
would  be  based  upon  the  substantive  provisions  of  this 
act.  Any  awards  granted  by  the  board  would  be  within 
the  guidelines  set  forth  and  could  be  paid  in  a lump  sum 
or  on  an  annuity  basis.  This  bill  was  endorsed  by  this 
House  of  Delegates  in  March,  1975,  and  again  in  April, 
1975. 


2.  Constitutional  Amendment — would  remove  any 
limitation  on  the  power  of  the  State  Legislature  to  enact 
laws  relating  to  the  compensation  of  personal  injury  to 
or  for  death  of  parties  resulting  from  malpractice  by 
health  care  providers  with  or  without  trial  by  jury. 
S. 4788- A (Lombardi,  et  al.)  in  Senate  Judiciary  Com- 
mittee. 

B.  Additional  Goals 

1.  Definition  of  Malpractice — would  establish  a 
statutory  definition  of  medical  malpractice  to  be  utilized 
as  the  basic  criteria  for  determining  the  issue  of  liability 
in  such  actions. 

2.  Limitations  of  Awards — would  prescribe  specific 
limitations  on  the  compensation  and  benefits  allowed 
to  the  plaintiff  who  is  entitled  to  a recovery  in  a mal- 
practice action. 

3.  Plaintiff's  Burden  of  Proof — would  statutorily 
define  the  manner  in  which  the  plaintiff  must  prove  the 
allegations  of  his  complaint  in  a malpractice  action,  and 
would  abolish  the  doctrine  of  res  ipsa  loquitur. 

4.  Malpractice  Costs — such  sums  as  the  court 
deemed  reasonable  for  attorney’s  fees  and  other  ex- 
penses would  be  awarded  to  the  successful  party,  if  a 
judgment  on  the  merits  is  entered  prior  to  trial. 

5.  Administrative  Procedure — Medical  Injury  Li- 
ability Board — would  establish  a full  administrative 
procedure  for  cases  of  medical  or  hospital  malpractice 
with  a limited  right  to  appeal  or  go  on  to  trial.  S.4787-B 
(Lombardi,  et  al.)  in  Senate  Health  Committee. 

6.  Limitation  of  Contingency  Legal  Fee — would 
statutorily  set  a schedule  of  contingency  legal  fees  based 
upon  the  amount  recovered  by  the  plaintiff.  S.4786 
(Lombardi,  et  al. ) in  Senate  Judiciary  Committee.  This 
matter  is  also  being  pursued  administratively  with  the 
State  Administrative  Judge  and  the  Presiding  Justices 
of  the  four  Appellate  Divisions. 

7.  Statute  of  Limitations — Minors — would  provide 
that  the  disability  due  to  infancy  would  continue  only 
until  the  child  attained  age  seven.  S.4784  (Lombardi, 
et  al.)  in  Senate  Health  Committee.  Adults — would 
require  that  an  action  for  medical  malpractice  be  com- 
menced within  two,  instead  of  two  and  one-half,  years 
of  the  alleged  occurrence.  S.4782  (Lombardi,  et  al.)  in 
Senate  Health  Committee. 

8.  Elimination  of  Ad  Damnum  Clause — would  re- 
strict the  plaintiff  in  a malpractice  action  to  merely 
stating  that  the  amount  in  controversy  exceeds  the  jur- 
isdictional amount  of  the  court.  S.5554  (Pisani)  in 
Senate  Codes  Committee. 

9.  Immunity  for  Physicians — Life  Threatening 
Emergencies — would  amend  the  “Good  Samaritan 
Law”  to  provide  malpractice  protection  for  physicians 
and  other  health  care  personnel  who  respond  to  a life 
threatening  emergency  in  the  hospital  setting.  A. 8779 
(Rules-Flanagan,  O’Neil)  in  Assembly  Health  Com- 
mittee. 

The  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives  was  held  on  October  30, 1975, 
at  the  Hilton  Inn,  Syracuse.  At  this  meeting,  your  com- 
mittee’s legislative  proposals  on  malpractice  were  pre- 
sented and  discussed  in  detail  by  the  participants.  These 
discussions  indicated  that  the  conferees  were  in  agreement 
with  your  committee’s  report  that  these  bills  comprise  the 
State  Legislative  Program  of  our  State  Medical  Society 
with  regard  to  malpractice  for  the  coming  year. 

In  addition  to  bills  on  malpractice,  the  committee  has 
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developed  a number  of  proposals  on  other  matters  which 
it  believes  should" be  included  in  the  overall  program  of  the 
State  Medical  Society  for  1976.  Because  the  Agenda  for 
this  Special  Meeting  of  the  House  of  Delegates  has  been 
limited  by  the  Speaker  to  malpractice  legislation,  your 
committee  will  submit  the  balance  of  its  recommendations 
for  our  Legislative  Program  to  the  Council  for  approval  at 
its  meeting  in  December. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

The  reference  committee  has  reviewed  the  legislation 
program  as  presented  by  the  Committee  on  State  Legis- 
lation. The  reference  committee  accepts  the  objectives 
and  goals  of  this  program  and  strongly  urges  all  members 
of  this  House  and  of  the  State  Society  to  lend  the  strongest 
support  to  achieving  the  passage  of  these  bills. 

. . . The  House , after  discussion,  voted  to  adopt  this 
portion  of  the  reference  committee  report . . . 

Resolution  75-N-2  Medical  Malpractice  Insurance. 

Introduced  by:  Victor  J.  Tofany,  M.D.,  Delegate  from  the 
Section  on  Anesthesiology. 

Whereas,  The  maximum  limits  of  malpractice  in- 
surance coverage  available,  at  present,  is  one  million 
dollars  for  each  claim;  and 

Whereas,  The  high  risk  specialties  are  experiencing 
suits  and  suffering  losses  in  excess  of  one  million  dollars; 
and 

Whereas,  There  is  no  umbrella  policy  or  reinsurance 
available  in  New  York  State;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  pursue  availability  of  additional  malpractice 
coverage  above  the  limits  now  available  through  the 
Medical  Liability  Mutual  Insurance  Company. 

Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

Your  reference  committee  recommends  the  adoption  of 
the  following  substitute  resolution. 

Whereas,  The  maximum  limits  of  malpractice  in- 
surance coverage  available,  at  present,  is  one  million 
dollars  for  each  claim;  and 

Whereas,  Physicians  are  experiencing  suits  in  excess 
of  one  million  dollars;  and 

Whereas,  Such  coverage  is  not  now  readily  available; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  pursue  the  availability  of  additional  mal- 
practice coverage  above  the  limits  now  available. 

. . . The  House,  after  discussion,  voted  to  adopt  the 
substitute  resolution  . . . 

Resolution  75N-3,  Change  in  System  of  Indemni- 
fying Medical  Malpractice  Claimants 

Introduced  by:  The  Medical  Society  of  the  County  of  New 
York 

Whereas,  The  present  system  of  administering 
medical  malpractice  claims  is  wasteful,  time  consuming, 
and  inequitable,  in  that  it  compensates  rightful  victims 
disproportionately,  and  after  unnecessary  and  undue 


delay,  provides  unjustly,  awards  in  cases  without  merit; 
and 

Whereas,  It  imposes  an  increasing  burden  on  over- 
congested courts  impairing  their  ability  to  render  justice 
in  matters  of  graver  import;  and 

Whereas,  It  imposes  upon  physicians  and  hospitals 
increasing  unconscionable  insurance  premiums;  and 
Whereas,  It  imposes  upon  the  public  rising  costs  for 
medical  care;  and 

Whereas,  It  discourages  able  young  people  from  em- 
barking upon  a career  in  medicine,  thus  threatening 
quality  medical  care;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  Legislature  to  establish  a New  York 
State  Malpractice  Protective  Plan  Commission  during 
its  1976  session,  to  be  composed  of  physicians,  hospital 
representatives,  attorneys,  and  other  members  of  the 
public  appointed  by  the  Governor,  before  which  all 
claims  are  to  be  instituted  and  heard;  and  which  com- 
mission should  provide  an  advisory  expert  panel  com- 
posed of  physicians,  representatives  of  hospitals,  and 
related  industries  such  as  drug,  instrument,  and  insur- 
ance, attorneys  and  other  members  of  the  public  for 
pre-hearing  review;  the  right  to  legal  representation  for 
all  parties  to  a claim;  the  right  of  appeal  in  the  courts, 
where  trial  before  judges  with  expertise,  rather  than 
before  a jury,  is  to  be  encouraged,  yet  preserving  the  right 
to  trial  before  a jury,  if  demanded  by  any  party  to  a 
claim;  prompt  and  appropriate  indemnification  of  claims 
with  merit,  and;  reasonable  fees  for  attorneys  and  expert 
witnesses;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  enlist  the  aid  of  its  component  county  so- 
cieties, specialty  societies,  physicians  and  their  patients, 
hospitals  and  their  Trustees,  the  Judiciary,  the  New 
York  State  Bar  Association,  The  Association  of  the  Bar 
of  the  City  of  New  York,  The  New  York  County  Lawyers 
Association,  The  American  Insurance  Association,  the 
news  media  and  other  members  of  the  public  in  urging 
prompt  passage  of  this  legislation. 


Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

The  reference  committee  after  hearing  testimony  felt 
that  the  goals,  though  admirable,  would  be  better  achieved 
through  the  legislation  program  already  proposed  by  the 
Committee  on  State  Legislation. 

The  reference  committee  recommends  that  Resolution 
75N-3  not  be  adopted. 

. . . The  House,  after  discussion,  voted  to  not  adopt 

Resolution  75N-3 . . . 


Resolution  75N-4-Malpractice 
Introduced  by:  The  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  Medical  Society  of  the  County  of 
Queens  feels  that  arbitration  in  malpractice  actions 
without  significant  change  in  the  tort  laws  is  pernicious 
and  not  helpful;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  postpone  action  on  arbitration  until  signifi- 
cant tort  law  changes  have  been  effected. 
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Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

After  hearing  testimony,  the  reference  committee  rec- 
ommends that  Resolution  75N-4  not  be  adopted  for  the 
following  reasons: 

1.  In  the  present  climate,  voluntary  binding  arbitration 
is  the  only  viable  alternative  to  a court  trial, 

2.  Arbitration  is  a potentially  effective  and  immedi- 
ately available  mechanism  for  dealing  with  malpractice 
problems,  and 

3.  That  this  option  should  not  be  denied  to  the  pro- 
fession. 

, . . The  House,  after  discussion,  voted  to  not  adopt 
Resolution  75N-4  . . . 

Resolution  75N-7.  A Court  Docket  Survey  of 
Medical  Malpractice  Cases 

Introduced  by:  Russel  H.  Patterson,  Jr.,  Delegate,  The 
Section  on  Neurological  Surgery 

Whereas,  It  is  generally  accepted  that  the  present 
malpractice  crisis  has  produced  an  oppressive  and  dis- 
tasteful climate  in  which  to  practice  medicine;  and 

Whereas,  It  is  generally  suspected  that  the  present 
system  works  handsomely  for  the  small  percentage  of 
lawyers  who  file  and  defend  medical  malpractice  cases 
but  fails  to  provide  prompt,  efficient,  and  cost  effective 
settlements  for  either  the  plaintiffs  or  the  defendants; 
and 

Whereas,  No  accurate  data  exist  to  document  that  the 
present  method  of  disposing  of  medical  malpractice 
cases  in  the  State  of  New  York  is  inefficient,  uneconomic, 
and  unjust;  therefore,  be  it 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  undertake  a court  docket  survey  in  one  or 
two  counties  to  determine  the  rate  of  filing  of  malprac- 
tice cases,  what  kinds  of  doctors  and  hospitals  are  being 
sued,  what  types  of  practice  are  most  risky,  who  are  the 
prevalent  plaintiff  and  defense  attorneys  and  what 
proportion  of  the  total  cases  filed  do  they  handle,  how 
are  the  cases  resolved,  how  much  are  the  claims,  judg- 
ments and  settlements,  how  is  the  money  allocated,  and 
how  long  does  it  take  to  resolve  the  cases. 

Fiscal  Note:  A court  docket  survey  in  Wayne,  Oak- 
land, and  Macomb  Circuit  Courts  in  Michigan  in  1974 
cost  $30,000.  This  proposed  survey  should  cost  no  more 
than  $75,000. 

Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

The  reference  committee  heard  testimony  to  the  effect 
that  a court  docket  survey  in  the  State  of  New  York  could 
not  be  expected  to  provide  the  information  sought  by  this 
resolution.  It  also  heard  testimony  to  the  effect  that  such 
information  would  be  forthcoming  from  alternate  sources 
such  as  the  Medical  Liability  Mutual  Insurance  Company, 
the  reports  to  the  Commissioner  of  Insurance,  and  reports 
from  the  Mediation  Panels. 

The  reference  committee  recommends  that  Resolution 
75N-7  not  be  adopted. 

. . . The  House  granted  permission  for  this  reso- 
lution to  be  withdrawn  . . . 


Resolution  75N-9,  Endorsement  of  Flack-Fortune- 
Padavan-Griffin  Bill  Patients  Indemnification  Board 
Bill 

Introduced  by:  Leo  Arthur  Green,  M.D.,  as  an  Individual 
Whereas,  On  May  15,  1975,  a modified  and  improved 
version  of  the  Patients’  Indemnification  System  of  New 
York  was  introduced  into  the  Legislature  and  numbered 
A8363/S6435  (The  Flack-Fortune-Padavan-Griffin 
Patients’  Indemnification  Board  Bill);  and 

Whereas,  This  bill  was  introduced  on  behalf  of  the 
Medical  Society  of  the  State  of  New  York  after  autho- 
rization was  given  by  its  President  to  the  sponsor  of  this 
resolution;  and 

Whereas,  A summary  of  the  changes  was  sent  to  the 
President  apprising  him  of  same  for  distribution  to  all 
interested  parties;  and 

Whereas,  This  particular  legislation  contains  a mul- 
titude of  significant  and  sweeping  changes  in  the  tort 
system  of  New  York  State;  and 

Whereas,  This  bill  contains  a large  number  of  ele- 
ments that  will  result  in  effective  claims  control,  reduce 
the  incidence  of  practice  of  defensive  medicine,  restore 
the  climate  of  cordiality  in  the  physicians-patient  rela- 
tionship, and  will  greatly  benefit  the  public  welfare  of 
the  people  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  endorse  this  bill  and  urge  its  passage 
by  the  Legislature;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  work  with  all  means  at  its  disposal  to  secure 
the  passage  of  this  bill;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  graciously  and  gratefully  accept  the  assistance 
of  the  New  York  Physicians  Crisis  Association  and  re- 
quest other  interested  parties  including  the  New  York 
Hospital  Association,  Inc.,  and  the  New  York  State  As- 
sociation of  Private  Hospitals,  Inc.,  to  assist  it  in  its  effort 
to  secure  passage  of  this  vital  and  basic  legislation. 

Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

The  reference  committee  after  due  consideration  feels 
that  various  patient  indemnification  bills  are  similar  in 
content  and  that  specific  endorsement  should  be  left  to  the 
best  judgment  of  the  Committee  on  State  Legislation. 

The  reference  committee  recommends  that  Resolution 
75N-9  not  be  adopted. 

. . . The  House,  after  discussion,  voted  to  not  adopt 
Resolution  75N-9 . . . 

Resolution  75N-10  Distribution  of  Bill,  Patients 
Indemnification  8363  for  Study  and  Calling  for  a Later 
Special  Session  of  House  of  Delegates  for  Furtker 
Consider  a tion 

Introduced  by:  Leo  Arthur  Green,  M.D.  as  an  Individual 
Whereas,  On  May  15,  1975,  Assembly  Bill  8363  and 
Senate  Bill  6435  were  introduced  simultaneously  into 
the  legislature  entitled  Patients’  Indemnification  Board 
of  New  York;  and 

Whereas,  This  bill  :s  essentially  the  patients’  in- 
demnification system  of  New  York  as  drawn  up  by  the 
counsel  for  the  Medical  Society  of  the  State  of  New  York 
together  with  counsel  to  The  New  York  State  Society  of 
Orthopaedic  Surgeons  and  the  Nassau  Physicians  Guild; 
and 
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Whereas,  This  legislation  effects  basic  and  far 
reaching  changes  in  the  tort  laws  of  the  State  of  New 
York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  a copy  of  The  Patients’  Indemnifi- 
cation Board  of  New  York  Bill  to  each  member  of  the 
House  of  Delegates  and  other  members  who  may  desire 
it,  in  order  to  familiarize  themselves  with  its  contents  to 
enable  them  to  obtain  wide  public  support  for  its  passage 
in  the  form  introduced  or  modified  as  needed;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  tell  the  county  medical  society  regarding  the 
opinions  on  the  various  provisions  of  the  bill  so  that  these 
can  be  incorporated  and  considered  at  a later  special 
session  of  the  House  of  Delegates  for  further  consider- 
ation of  strengthening  the  1976  Legislative  Program  with 
respect  to  malpractice. 

Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

The  reference  committee  amended  the  title  of  this  res- 
olution by  substituting  “This  Special  Session”  instead  of 
“a  Later  Special  Session.”  The  first  resolved  remains  as 
is.  The  reference  committee  added  a resolved  as  fol- 
lows: 

“Resolved,  That  the  Patients  Indemnification  Board 
of  New  York  Bill  be  referred  to  the  State  Legislation 
Committee  as  an  effort  to  strengthen  the  1976  Legislation 
Program  of  MSSNY  and  that  copies  of  the  said  bill  be 
transmitted  to  the  county  medical  societies  with  the  intent 
that  the  county  medical  society  membership  enlist  public 
support  for  its  passage.” 

The  reference  committee  feels  that  all  members  should 
be  fully  acquainted  with  pending  legislation  and  recom- 
mends adoption  of  this  resolution  as  amended. 

The  reference  committee  recommends  adoption  of 
Resolution  75N-10  as  amended. 

...  The  House,  after  discussion,  voted  to  file 
Resolution  75N-10 . . . 

Report  of  Reference  Committee  on  Malpractice:  The 
following  report  was  presented  by  William  P.  Clark,  M.D., 
Chairman. 

George  T.  C.  Way,  M.D.,  brought  to  the  attention  of  the 
reference  committee  a situation  in  which  a member  of  our 
State  Society  was  encountering  great  difficulty  in  obtaining 
legal  defense  from  a former  insurance  carrier  in  a mal- 
practice action.  It  was  noted  that  similar  difficulties  may 
be  encountered  by  other  members  of  our  Society. 

It  was  the  unanimous  opinion  of  the  reference  committee 
that  the  full  support  of  the  State  Society  should  be  made 
available  to  any  of  its  members  who  find  themselves  in  such 
difficulties. 

I move  adoption  of  this  portion  of  the  report. 

. . . The  House,  after  discussion,  voted  to  amend  this 
report  by  the  addition  of  the  following: 

MSSNY  to  instruct  its  legal  counsel  to  take  whatever 
steps  are  necessary  to  force  the  insurance  companies  who 
have  previously  been  sponsored  and  approved  by  the 
MSSNY  to  furnish  adequate  legal  defense  of  malpractice 
cases  and  to  also  notify  the  Superintendent  of  Insurance 
of  the  problem  with  these  insurance  companies. 

. . . The  House,  after  further  discussion,  voted  to 
amend  the  amended  report  by  the  addition  of  the  fol- 
lowing: 


Action  taken  above  in  no  way  negates  the  rights  of  our 
members  not  insured  under  the  State  Society  to  utilize 
all  the  services  of  the  State  Society  including  assistance 
of  the  Professional  Medical  Liability  Insurance  and 
Defense  Board,  the  General  Counsel,  and  all  other  as- 
sistance to  which  they  are  entitled. 

. . . The  House  then  voted  to  adopt  this  portion  of 
the  report  with  the  two  amendments  . . . 

. . . The  House  voted  to  adopt  the  reference  com- 
mittee report  as  a whole  as  amended . . . 


CONTINUING  MEDICAL  EDUCATION 

Committee  on  Continuing  Medical  Education 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Continuing  Medical  Education  at  its 
meeting  on  October  30,  1975,  recommended  the  fol- 
lowing: 

1)  that  MSSNY  activate  the  AMA,  Council  on  Ed- 
ucation, continuing  education  procedure  which  leads 
to  the  Physicians  Recognition  Award,  in  New  York 
State: 

a.  by  undertaking  to  review  and  certify  all  state- 
wide sponsors  and  programs,  on  request,  and  at  cost 
to  the  applicant  sponsors. 

b.  by  acting  with  the  AMA  to  certify  continuing 
education  participation  by  all  physicians,  on  a peri- 
odic basis. 

2)  that  MSSNY  change  its  Bylaws,  to  require  docu- 
mented continuing  education  as  a qualification  for 
membership. 

3)  that  MSSNY  continue  its  leadership  to  create  a 
statewide  guidance  system  for  continuing  medical  edu- 
cation, under  a statewide  council  for  continuing  medi- 
cal education: 

a.  chartered,  or  otherwise  authorized,  by  the 
Board  of  Regents 

b.  joining  with  the  other  major  statewide  spon- 
sors in  this  activity: 

1.  the  recognized  major  specialty  societies, 

acting  together. 

2.  the  medical  schools  of  the  State,  acting  to- 
gether. 

3.  the  Department  of  Health. 

4.  the  Department  of  Education. 

c.  interacting  with  the  other  sponsors,  under  the 

Council,  to  implement  the  specific  educational  ap- 
proach described  previously:  specialty-oriented 

and  differentiated;  all  programs  open  to  all  physi- 
cians of  the  State. 

The  following  is  for  the  information  of  the  House: 

A.  Review  of  September  10,  1975,  Minutes 

1.  The  committee  decided  to  advise  the  membership 
to  implement  a 1973  House  of  Delegates  resolution  that  the 
MSSNY  Bylaws  be  altered,  making  membership  contin- 
gent on  continuing  education  to  be  documented  periodi- 
cally. Resolution  73-30  follows: 

Subject:  Continuing  Education 

Whereas,  Advances  in  medicine  take  place  at  an 
ever-increasing  pace  and  a variety  of  educational 
modalities  are  now  available  for  every  branch  of  medi- 
cine; and 
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Whereas,  Only  an  informed  physician  can  give  the 
highest  quality  care  to  his  patients;  and 

Whereas,  Only  through  continuing  education  can 
the  physician  avoid  intellectual  obsolescence;  and 
Whereas,  Many  medical  societies,  medical  specialty 
societies,  and  state  licensing  authorities  have  made 
policy  decisions  which  require  continuing  education  as 
a condition  for  membership;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  its  Bylaws  and  mandate  continuing 
education  for  continuing  membership  in  the  Society 
and  suggest  referring  this  resolution  to  the  Committee 
on  Bylaws. 

2.  The  New  York  State  Board  of  Medicine’s  delibera- 
tions, about  mandating  continuing  education,  for  reregis- 
tration every  two  years,  continued  to  be  a matter  of  con- 
cern. The  stated  motivation  of  the  Board,  in  making  this 
suggestion  to  the  Board  of  Regents,  would  be  to  try  to 
prevent  Federal  legislation  which  might  be  more  punitive. 
A serious  objection,  raised  by  the  committee,  was  that  such 
a requirement  would  not  promise  improvement  in  medical 
care  quality  (ostensibly,  the  reason  for  such  a require- 
ment). 

Furthermore,  committee  members  objected  that  such 
action  would  amount  to  a binding  relicensure  procedure, 
indistinguishable  from  tight  governmental  control  of  the 
entire  profession.  In  addition,  there  would  be  potential 
restrictive  and  obstructive  consequences;  plus  major  con- 
tinuing costs  in  the  Department  of  Education.  The  re- 
registration process  would  become  very  expensive  to 
administer.  Periodically,  the  credentials  of  every  physi- 
cian in  New  York  State  would  have  to  be  reviewed. 

3.  The  committee  invited  the  State  Board  of  Medicine 
to  join  MSSNY,  in  making  a recommendation  to  the  Board 
of  Regents  that  would  authorize  a New  York  State  Council 
on  Continuing  Medical  Education.  As  described  pre- 
viously, this  would  be  representative  of  the  major  State- 
wide sponsors.  The  Council  would  oversee  a new  State- 
wide guidance  system  for  continuing  medical  education. 
It  would  be  chartered,  or  otherwise  authorized,  by  the 
Board  of  Regents. 

4.  Under  authorization  by  the  AMA  Council  on  Edu- 
cation, the  MSSNY  would  undertake  surveys  of  continuing 
education  program  sponsors,  Statewide.  These  would  be 
conducted  at  the  request  and  expense  of  the  sponsors. 
Costs  would  be  remitted  to  MSSNY  (travel,  honorarium, 
overhead,  etc.).  This  MSSNY  activity  would  expand  op- 
portunities for  physicians  to  qualify  for  the  AMA  Physi- 
cians Recognition  Award. 

5.  Pursuant  to  the  committee’s  Statewide  continuing 
education  plan,  it  was  reported  that  the  Interspecialty 
Committee  was  in  the  process  of  activating  each  specialty 
society  to  identify  annual  continuing  education  needs  and 
programs  for  its  members. 

6.  Improved  communications  with  the  Deans  of  the 
Medical  Schools  of  the  State  were  planned.  Doctor  Robert 
Lee  Patterson,  Jr.,  was  to  confer  with  Dean  Buchanan  of 
Cornell,  who  is  current  president  of  the  Dean’s  Associa- 
tion. 

7.  Dr.  Bloom  read  the  minutes  of  the  September  10, 
1975,  meeting  and  they  were  accepted  by  the  committee. 

B.  Other  Items  on  10/29/75  Agenda 

1.  Pursuant  to  improving  communications  with  the 
deans  of  the  medical  schools  of  the  State,  Dr.  Patterson  had 
met  with  Dr.  J.  Robert  Buchanan,  Dean  of  the  Cornell 
Medical  School,  who  had  become  President  of  the  Asso- 


ciation of  Medical  School  Deans  of  New  York  State.  Dr. 
Patterson  found  Dr.  Buchanan  very  receptive  to  the  com- 
mittee’s plan  for  Statewide  continuing  medical  education. 
Dr.  Buchanan  offered  the  cooperation  of  his  association 
and  requested  that  Dr.  Bloom  communicate  with  him, 
about  the  past  history  of  our  interaction  with  the  medical 
school  deans  and  about  current  plans. 

The  committee  decided  to  invite  Dr.  Buchanan  to  be- 
come an  advisory  member  of  the  committee;  parallel  with 
representatives  of  the  Department  of  Health,  the  De- 
partment of  Education,  and  the  specialty  societies. 

2.  Dr.  George  J.  Lawrence,  Jr.,  reported  on  his  corre- 
spondence with  the  AMA’s  Council  on  Medical  Education. 
The  council  had  granted  “provisional”  approval  of  the 
MSSNY  application  “due  to  the  developing  nature  of  the 
program.”  Why  the  approval  was  “provisional — due  to 
the  developing  nature  of  the  program,”  was  not  explained 
at  the  time.  Further  discussion  about  this  would  be  ex- 
pected at  the  time  of  the  next  meeting  of  the  committee. 
At  any  rate,  it  was  planned  to  proceed  to  set  up  machinery 
to  process  requests  from  potential  sponsors  of  continuing 
education  programs.  In  this  way,  MSSNY  would  become 
accreditation  agent  for  approved  programs  under  the  AMA 
Physicians  Recognition  Award. 

3.  Dr.  John  R.  Williams,  Jr.,  reported  on  parallel  con- 
tinuing education  activities  of  the  Interspecialty  Com- 
mittee. A recent  Interspecialty  Committee  meeting  had 
been  attended  by  Dr.  Bloom  and  Dr.  Lawrence.  The 
specialty  societies  are  proceeding  to  implement  their  part 
of  the  Statewide  plan,  to  identify  continuing  education 
needs  and  programs  for  their  members,  on  an  annual 
basis. 

In  addition,  Dr.  Williams  reported  on  a proposed  study 
of  quality  assessment  of  ambulatory  medical  care.  This 
would  be  a pilot  project,  with  sampling  of  practice  in  sev- 
eral specialties.  The  Society  of  Internal  Medicine  has  al- 
ready offered  support,  to  the  extent  of  $5,000.  Further 
funding  will  be  requested  from  other  specialties  and 
MSSNY.  The  Committee  on  Continuing  Education  dis- 
cussed Dr.  Williams’  plan,  with  considerable  enthusiasm. 
The  consensus  that  the  committee  would  support  the 
project  and  would  support  requests  for  funding. 

4.  Dr.  Theodore  J.  Prowda  reported  on  the  Coordi- 
nating Council  on  Medical  Education,  recently  formed  by 
the  AMA.  It  was  hoped  that  further  details  would  be  made 
available  to  the  committee  at  the  time  of  the  next  meet- 
ing. 

5.  Members  of  the  State  Board  of  Medicine  had  met  on 
10/28/75  to  discuss  the  possibility  of  a joint  position  with 
MSSNY  on  continuing  medical  education.  Dr.  Lawrence 
and  Dr.  Bloom  were  present  at  that  meeting.  In  general, 
the  members  of  the  State  Board  present  (Dr.  Ralph  M. 
Schwartz,  Dr.  Bernard  J.  Pisani,  and  Dr.  Jackson  Riddle) 
favored  a joint  position  which  would  be  worked  out  to 
mutual  satisfaction.  If  this  could  be  accomplished,  new 
recommendations  would  be  made  to  the  Board  of  Regents; 
replacing  the  recent  position  of  the  Board  of  Medicine  (that 
biannual  reregistration  would  be  made  contingent  on  proof 
of  continuing  medical  education)  with  a proposal  for  an 
authorized  central  representative  Council  on  Continuing 
Medical  Education. 

Following  the  November  meeting  of  the  MSSNY  House 
of  Delegates,  the  whole  matter  will  be  discussed  at  the  next 
meeting  of  the  State  Board  of  Medicine.  Thereafter, 
further  consideration  of  joint  action  (between  MSSNY  and 
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the  Board  of  Medicine)  would  be  scheduled  for  the  next 
meeting  of  the  Committee  on  Continuing  Education. 

6.  The  committee  report  for  the  special  meeting  of  the 
MSSNY  House  of  Delegates  was  discussed  at  length  and 
approved. 

7.  The  committee  decided  to  hold  the  next  meeting  on 
December  15, 1975  at  11  a.m.;  meanwhile  being  represented 
at  the  special  November  session  of  the  MSSNY  House  of 
Delegates  at  Rochester;  thereafter  reporting  relevant 
proceedings  in  the  projected  December  agenda  of  the 
committee. 

Respectfully  submitted, 

Marvin  L.  Bloom,  M.D.,  Chairman 

INTERSPECIALTY  COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Interspecialty  Committee  supports  the  actions  of 
the  Medical  Society  of  the  State  of  New  York  Committee 
on  Continuing  Medical  Education  and  would  like  to 
present  the  following  concepts  for  consideration  by  the 
House  of  Delegates: 

The  Interspecialty  Committee  stands  ready  to  imple- 
ment the  third  concept,  if  so  approved  and  authorized  by 
the  House  of  Delegates: 

1.  That  the  Medical  Society  of  the  State  of  New  York 
endorse  the  action  of  the  Committee  on  Continuing  Med- 
ical Education  that  continued  membership  in  MSSNY 
require  proof  of  participation  in  continuing  medical  edu- 
cation program,  including  those  so  recognized  by  specialty 
societies  represented  on  the  MSSNY  Interspecialty 
Committee  and  designed  according  to  the  criteria  estab- 
lished by  and  acceptable  to  MSSNY. 

2.  That  MSSNY  accept  the  concept  that  the  New  York 
State  specialty  societies  will  assume  the  responsibility  to 
assure  that  educational  programs  relative  to  their  specialty 
are  meaningful  and  effective,  and  will  perform  this  function 
under  the  auspices  of  MSSNY  as  the  AMA  accrediting 
agent. 

3.  That  MSSNY  support  and  explore  the  concept  of 
developing  an  acceptable  assessment  of  performance 
program  in  cooperation  with  the  specialty  societies. 

Resolution  73-30 — Continuing  Education 

Whereas,  Advances  in  medicine  take  place  at  an 
ever-increasing  pace  and  a variety  of  educational 
modalities  are  now  available  for  every  branch  of  medi- 
cine; and 

Whereas,  Only  an  informed  physician  can  give  the 
highest  quality  care  to  his  patients;  and 

Whereas,  Only  through  continuing  education  can 
the  physician  avoid  intellectual  obsolescence;  and 
Whereas,  Many  medical  societies,  medical  specialty 
societies,  and  State  licensing  authorities  have  made 
policy  decisions  which  require  continuing  education  as 
a condition  for  membership;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  its  Bylaws  and  mandate  continuing 
education  for  continuing  membership  in  the  Society 
and  suggest  referring  this  resolution  to  the  Committee 
on  Bylaws. 


Report  of  Reference  Committee  on  Continuing  Medi- 
cal Education:  The  following  report  Was  presented  by 
Francis  J.  Loperfido,  M.D.,  Chairman. 

The  Reference  Committee  on  Continuing  Medical  Ed- 
ucation has  considered  reports  of  the  Committee  on  Con- 
tinuing Medical  Education  and  the  Interspecialty  Com- 
mittee and  desires  to  present  the  following  report: 

Your  reference  committee  recognizes  the  fact  that  the 
Medical  Society  of  the  State  of  New  York  has  been  ap- 
proved by  the  Council  on  Medical  Education  of  the  AMA 
for  accreditation  of  organizations  and  institutions  in  New 
York  State  sponsoring  Continuing  Medical  Education 
Programs  which  lead  to  the  Physician  Recognition 
Award. 

With  the  recommendations  of  the  Committee  on  Con- 
tinuing Medical  Education,  it  is  recognized  that  the  com- 
mittee has  completed  its  task  in  regard  to  Resolution  73-30, 
has  reaffirmed  Resolution  73-30,*  and  requests  that  the 
Committee  on  Bylaws  make  appropriate  recommendations 
to  the  next  Annual  Meeting  of  the  House  of  Delegates. 

. . . The  House  voted  to  adopt  this  portion  of 
the  reference  committee  report. 

Report  of  Reference  Committee  on  Continuing  Medi- 
cal Education:  The  following  report  was  presented  by 
Francis  J.  Loperfido,  M.D.,  Chairman. 

Your  reference  committee  has  thoroughly  reviewed  the 
report  of  the  Committee  on  Continuing  Medical  Education, 
especially  items  2 and  3 and  thoroughly  agrees  with  the 
committee’s  recommendations  and  actions. 

Your  reference  committee  also  reviewed  the  report  of  the 
Interspecialty  Committee  and  moves  acceptance  of  these 
reports. 

Recognizing  the  need  for  an  available  and  responsible 
body  in  Statewide  continuing  medical  education,  it  is 
recommended  that  the  Medical  Society  of  the  State  of  New 
York  sponsor  a coalition  with  other  major  Statewide 
sponsors  of  medical  education,  i.e. 

1.  the  recognized  specialty  societies,  acting  togeth- 
er 

2.  the  medical  schools  of  the  State,  acting  together 

3.  the  Department  of  Health 

4.  the  Department  of  Education, 

5.  The  Medical  Society  of  the  State  of  New  York 
thereby  creating  a Council  which  would  be  representa- 
tive of  the  educational  sponsors  and  which  would  serve  to 
speak  for  and  coordinate  Continuing  Medical  Education 
Statewide. 

This  innovative  concept  is  presently  not  available  in  any 
other  state. 

We  heartily  endorse  this  concept  with  the  recommen- 
dation that  the  House  of  Delegates  go  on  record  as  being 
unalterably  opposed  to  relicensure  by  any  agency  in  any 
form  by  re-examination  in  New  York  State  and  that  the 
Statewide  council  be  so  informed. 

. . . The  House,  after  discussion,  voted  to  adopt 
this  portion  of  the  reference  committee  report 

. . . The  House  then  voted  to  adopt  the  refer- 
ence committee  report  as  a whole. 

* Copy  of  Resolution  73-30  appears  on  page  1400 
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BUDGET  AND  FINANCE 

Projected  Increase  in  Estimated  Budget  1976  vs 
1975 


INCOME  SECTION 

1.  Loss  of  Income  Results  Primarily  in  the  Areas  of: 


a)  Annual  convention  exhibit  rental  $6,000. 

b)  Interest  on  investments  55,000. 

c)  Relative  value  study  sales  24,000. 

2.  Increase  of  Income  Will  be  as  a Result  of: 

a)  Medical  Directory  sales 

(new  directory  publication)  50,000. 

Total  Net  Loss  of  Income  With  Other  Minor  Factors 
Considered  $30,000. 


EXPENDITURE  SECTION 

1.  Increased  Expenditures  in  all  Divisions  and  Activities 
because  of  inflationary  factors,  cost  of  living,  etc.,  are 
projected  at  about  7%-8%  this  totals  to  approximately 
225,000. 

2.  In  addition,  New  Projects  Anticipated  For  the  Year 
1976  Include: 

a)  Scientific  Activities  Division  (expected  to  form  new 
division) — Continuing  Medical  Education  Program  . . . 
100,000 

b)  Research  and  Planning  Division — 

1)  Provision  for  staff  and  services  to  audit  and  edit 
statistics  produced  by  Health  Planning  Agencies 

2)  Development  of  file  structures  for  monitoring 
participation  in  PSRO,  HSA,  and  Continuing  Medi- 
cal Education 

3)  Development  of  automated  systems  for  the  pur- 
pose of  better  internal  and  external  communications 
and  improved  membership  file  related  services  to 
county  societies 

4)  Continued  technical  support  to  PSRO  computer 

development — estimated  increase  in  this  area 

48,000. 

c)  Legislative  Counsel  retainer  and  expense  to  in- 
crease by 37,500. 

d)  Nondivisional — 

1)  Increase  in  pension  plan  premiums  as  a result  of 
covered  payroll  and  the  Pension  Reform  Law  of  1974 

75,000. 

2)  Provision  for  additional  75,000  for  institution  of 


law  suits  in  areas  as  required  75,000. 

Total  net  increases  with  other  minor  factors  consid- 
ered   $561,000. 

Total  increased  estimated  budget  in  1976  over  1975 

591,000. 

Added  to  approximate  deficit  in  1975  which  would  re- 
main if  everything  remained  status  quo 209,000. 

Total  estimated  deficit  budget  for  1976  800,000. 


Resolution  75 N -5  Dues 

Introduced  by:  The  Medical  Society  of  the  County  of 
Queens 

Whereas,  Any  proposal  by  the  Medical  Society  of 
the  State  of  New  York  to  increase  the  already  onerous 
dues  burden  of  its  members  raises  the  question  of 
whether  it  will  be  productive;  and 

Whereas,  The  membership  of  the  Medical  Society 
of  the  State  of  New  York  is  not  informed  currently  of 
its  expense  and  income  structure;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  send  forthwith  a detailed  budget  to  the  con- 
stituent county  medical  societies,  showing  anticipated 
income  and  expenses  and  a demonstrated  need  for  any 
proposed  dues  increase;  and  be  it  further 

Resolved,  That  the  final  decision  be  determined  at 
the  next  stated  meeting  of  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York. 

Resolution  75N-S,  Increase  in  Dues  of  the  Medical 
Society  of  the  State  of  New  York 

Introduced  by:  Walter  T.  Heldmann,  M.D.,  Chairman, 
Committee  on  Budget  and  Finance 

Whereas,  Increased  activities  in  litigation  and  pro- 
grams of  the  Medical  Society  of  the  State  of  New  York 
on  behalf  of  its  members,  as  mandated  by  the  Council 
and  the  House  of  Delegates  and  designed  to  improve 
the  services  to  the  membership  at  large,  have  increased 
the  cost  of  operation  of  the  Society;  and 

Whereas,  The  Committee  on  Budget  and  Finance 
has  determined  that  at  least  an  additional  $1,000,000 
will  be  required  to  fulfill  these  obligations;  therefore  be 
it 

Resolved,  That  the  annual  dues  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  $150  as  of  January  1, 
1976. 

Fiscal  note  follows. 


DUES— 1976 

1975 

Estimated  Income  $2,875,795. 

Estimated  Expenditures  3,085,393. 

Excess  of  Expenditures  over  Income 209,598. 


WTe  are  caught  in  an  economic  squeeze,  the  same  that 
nearly  every  individual,  business,  and  organization,  has 
been  facing  in  recent  years.  Costs  have  risen.  We  cannot 
be  a static  society.  The  1975  deficit  is  the  first  one  that  we 
have  had  in  fourteen  years.  ( See  resume  of  the  dues 
structures  of  other  State  Medical  Societies  on  page 
1404 ) 

At  the  present  time,  we  have  a reserve  fund  of  approxi- 
mately $670,000  with  a projected  deficit  of  over  $200,000 
for  1975.  This  surplus  will  be  reduced  by  that  amount  at 
the  end  of  the  year.  Sound  business  practice  dictates  that 
the  reserve  should  reach  a point  where  it  equals  at  least  50% 
of  one  year’s  expenditures. 

In  determining  the  budget  estimate  for  1976  we  must 
consider  the  following: 

(1)  If  everything  remained  status  quo,  the  estimat- 
ed deficit  for  ’76  would  be $200,000. 
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(2)  F rom  experience,  we  must  consider  that  the  eco- 
nomic increases  will  tend  to  raise  expenditures  by  7% 
which  in  dollars  means  approximately  $200,000. 
(Cost  of  living,  inflationary  trends,  etc.) 


(3)  It  is  contemplated  that  our  Society  will  under- 
take a Continuing  Medical  Education  program.  It  is 
estimated  that  the  cost  here  will  be  more  than 
$100,000. 

The  House  of  Delegates  has  already  committed  itself 
to  the  principle  of  Continuing  Medical  Education;  and  if 
it  approves  Resolution  73-30,  we  will  require  this  amount 
of  money  to  carry  out  this  very  necessary  and  worthwhile 
project. 


(4)  Additional  funds  are  required  in  our  Employees 
Benefit  Plan  as  a result  of  increased  rates,  increase  in 
payroll,  and  to  compensate  for  increases  due  to  actuar- 
ial assumptions  promulgated  by  the  Pension  Require- 
ment Law  of  1975.  This  amounts  to  another 
$100,000. 


(5)  As  a result  of  the  success  that  societies  of  our 
type  have  been  having  in  litigation  against  governmen- 
tal agencies,  we  expect  to  have  an  increasing  need  for 
these  procedures  in  the  future.  Our  members  are  de- 
manding more  action.  We  can  only  pursue  this  course 
if  we  have  the  funds.  Money  should  be  earmarked  for 
this  purpose.  In  our  action  against  the  Department  of 
Health  concerning  New  York  State  Hospital  Utiliza- 
tion Review  (NYSHUR)  this  year,  we  have  already 
spent  over  $25,000.  Future  litigations  may  well  re- 
quire over  $100,000. 


(6)  Our  Division  of  Research  and  Planning  must  in- 
crease the  scope  of  its  activities.  Changes  are  indicat- 
ed in  our  internal  organization.  We  must  keep  up  with 
modern  methods  of  management.  This  division  has 
been  coming  up  with  new  ideas  concerning  job  analy- 
sis, etc. 

If  there  is  no  dues  increase  passed  at  the  special  House 
of  Delegates  meeting,  November  14-16,  1975,  and  if  ev- 
erything outlined  above  comes  to  pass,  our  small  surplus 
reserve  will  be  completely  wiped  out,  leaving  us  no  alter- 
native but  to  borrow  approximately  $500,000  to  continue 
general  operations  in  1976.  This  leaves  us  with  a com- 
pletely negative  fiscal  posture,  i.e.,  fiscal  irresponsibil- 
ity. 


List  of  current  dues  being  paid  to  medical  societies  in  50 
States. 

DUES  FOR  1976 

Alabama 

$ 125 

Alaska 

250 

Arizona 

170 

Arkansas 

125 

California 

165 

Colorado 

170 

Connecticut 

(not  decided — dues  for  ‘75  $85) 

Delaware 

(not  decided — dues  for  ‘75  $165) 

District  of  Columbia 

275 

Flordia 

125 

Georgia 

250 

Hawaii 

215 

Idaho 

250 

Illinois 

130 

Indiana 

(not  decided — dues  for  ‘75  $150) 

Iowa 

200 

Kansas 

125 

Kentucky 

225 

Louisiana 

100 

Maine 

225 

Maryland 

160 

Massachusetts 

110 

Michigan 

155 

Minnesota 

225 

Missouri 

100 

Montana 

200 

Nebraska 

100 

Nevada 

260 

New  Hampshire 

120 

New  Jersey 

110 

New  Mexico 

135 

New  York 

100 

North  Carolina 

145 

North  Dakota 

(not  decided — dues  for  ‘75  $125) 

Ohio 

125 

Oklahoma 

150 

Pennsylvania 

150 

Rhode  Island 

(not  decided — dues  for  ‘75  $100 
(11) 

South  Carolina 

180 

South  Dakota 

175 

Tennessee 

80 

Texas 

130 

Utah 

165 

Vermont 

125 

Virginia 

85 

Washington 

147 

W.  Virginia 

150 

Wisconsin 

300 

Wyoming 

275 

Mississippi 

125 

Oregon 

155 
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Comparative  Budget  Estimates  1974-1975-1976 


Actual 

Budget 

1974 

Present 
Estimated 
Budget  1975 

Estimated 
Budget  1976 

Income 

Dues 

2,379,779 

2,318,000 

2,330,000* 

Journal  Advertising 

238,359 

250,000 

250,000 

Journal  Circulation 

2,966 

3,200 

3,200 

Journal  Reprints 

19,368 

15,000 

15,000 

News  of  New  York -advertising 

57,630 

57,630 

57,630 

Medical  Directory-sales 

91,484 

21,000 

75,000 

Annual  Convention-exhibits  rentals 

37,440 

41,598 

35,000 

Interest  on  Investments-General  Fund 

120,581 

75,000 

20,000 

Library  Fur\d-Investment  Income 

6,000 

6,000 

6,000 

Relative  Value  Study 

3,210 

29,000 

5,000 

What  Goes  On-subscriptions 

190 

200 

200 

PSRO  Support  Center  Net  Reimbursement 

25,613 

33,797 

30,000 

Criteria  Predictors 

10,547 

10,000 

3,000 

Dues  Collection  Fee-A.M.A. 

0 

15,070 

15,000 

Miscellaneous  Income 

296 

300 

300 

Total  Income 

2,993,463 

2,875,795 

2,845,330 

Expenditures 

Office  of  Executive  Vice-President 

240,835 

264,847 

286,035 

General  Counsel 

91,692 

101,297 

109,401 

Governmental  Affairs 

141,730 

161,366 

174,275 

Insurance  and  Membership  Benefits 

40,882 

42,032 

45,395 

Scientific  Activities  Division 

105,298 

102,699 

210,914 

Scientific  Publication  Division 

423,169 

500,264 

540,285 

Medical  Services  Division 

92,678 

148,486 

160,365 

Research  and  Planning  Division 

37,738 

39,499 

87,000 

Business  Division 

405,414 

484,335 

523,081 

Management  Services  Division 

161,889 

181,323 

195,829 

Public  and  Professional  Affairs  Division 

293,041 

349,361 

377,309 

Annual  Convention 

70,683 

67,394 

70,000 

Annual  Convention-continuation  4/27/75 

0 

13,079 

0 

Officers,  Board,  AM  A Delegation 

80,858 

101,400 

109,512 

House  of  Delegates-Special  Committees 

285 

1,100 

1,200 

Council  Committees 

54,053 

75,800 

81,864 

Special  Legal  Counsel 

22,500 

0 

0 

Legislative  Counsel 

22,500 

22,500 

60,000 

Nondivisional 

366,305 

428,611 

612,899 

Total  Expenditures 

2,651,550 

3,085,393 

3,645,364 

Excess  Income  Over  Expenditures 

341,913 

-(209,598) 

-(800,034) 

* Based  on  same  dues  structure  of  1 975 


Report  of  the  Reference  Committee  on  Budget  and  Fi- 
nance: The  following  report  was  presented  by  Robert  A. 
Mayers,  M.D.,  Chairman. 

Your  reference  committee  considered  these  Resolutions 
and  heard  many  opinions. 

We  recommend  that  a substitute  resolution  be  submit- 
ted for  75N-5  and  75N-8  as  follows: 

Whereas,  It  has  become  apparent  that  additional 
funds  are  necessary  for  the  operation  of  MSSNY  for 
1976;  and 

Whereas,  Increased  activities  in  litigation  and  pro- 
grams of  the  Medical  Society  of  the  State  of  New  York 
on  behalf  of  its  members,  as  mandated  by  the  Council 
and  the  House  of  Delegates  and  designed  to  improve 
the  services  to  the  membership  at  large,  have  increased 
the  cost  of  operation  of  the  Society;  and 

Whereas,  The  Committee  on  Budget  and  Finance 
has  determined  that  at  least  an  additional  $1,000,000 
will  be  required  to  fulfill  these  obligations;  and 


Whereas,  The  change  of  the  Annual  Meeting  to  the 
Fall,  makes  it  possible  to  have  an  estimated  budget 
and  balance  sheet  available  for  the  House  of  Delegates 
for  the  following  year;  therefore  be  it 

Resolved,  That  the  annual  dues  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  $150  as  of  January  1, 
1976;  and  be  it  further 

Resolved,  That  each  Delegate  be  provided  with  a 
comparison  of  major  line  items  in  the  budget  for  the 
previous  year,  budget  for  the  current  year,  and  esti- 
mated budget  and  balance  sheet  for  the  coming  year. 
This  should  be  mailed  out  to  each  Delegate  prior  to  the 
House  of  Delegates  Meeting. 

The  reference  committee  recommends  that  the  substi- 
tute resolution  be  adopted. 

. . . The  House,  after  discussion,  voted  to  amend 

the  third  whereas  and  the  second  resolved  by  the  addi- 
tion of  the  words  “and  balance  sheet,”  following  the 
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words  “estimated  budget”  and  by  the  addition  of  the 
following  third  resolved:  “be  it  further  Resolved, 

That  an  action  plan  on  malpractice  be  developed 
forthwith  and  presented  to  the  membership  with  a rea- 
soned proposal  for  developing  such  additional  funding 
as  may  be  required.” 

The  resolved  portion  of  the  substitute  resolution 
would  then  read  as  follows: 

Resolved,  That  the  annual  dues  of  the  Medical  So- 
ciety of  the  State  of  New  York  be  $150  as  of  January  1, 
1976;  and  be  it  further 


Resolved,  That  each  Delegate  be  provided  with  a 
comparison  of  major  line  items  in  the  budget  for  the 
previous  year,  budget  for  the  current  year,  and  esti- 
mated budget  and  budget  sheet  for  the  coming  year. 
This  should  be  mailed  out  to  each  Delegate  prior  to  the 
House  of  Delegates  Meeting;  and  be  it  further 

Resolved,  That  an  action  plan  on  malpractice  be 
developed  forthwith  and  presented  to  the  membership 
with  a reasoned  proposal  for  developing  such  addition- 
al funding  as  may  be  required.” 

. . . The  House  then  voted  to  adopt  the  substitute 
resolution  as  amended. 


SPECIAL  ASSESSMENT  ACCOUNT  STATEMENT  OF  INCOME  AND  EXPENDITURES  AT  NOVEMBER  4,  1975 


EXPENDED 
as  of  11/4/75 


Income 

Total  Assessment  Received 

Contributions 

Interest  on  Investments 

Reimbursement  from  Mutual  Insurance  Company 
Binding  Arbitration  Booklets 


Expenditures 
Manning,  Selvage  & Lee 

(1)  Total  time  for  MS&L  executives 

(2)  Total  time  charges  for  writers  placement 

specialists,  research/press  monitors,  re- 
gional coordinator,  & clerical  staff 

(3)  Total  time  charges  for  six  affiliate  offices 

(4)  Total  charges  for  speaker  training  of  60 

physician/speakers 

(5)  Advertising  media  & production  costs  for 

Muller 

(6)  Attitude  & opinion  study  of  public  & 

legislators 

(7)  Design  services  for  mailing  material, 

booklets,  brochures,  etc. 

(8)  Out-of-pocket  expenses  (including  meals, 

transportation,  duplicating,  photography, 
newspapers,  telephone,  postage,  etc.) 
Printing 


$2,272,100.00 

19.540.00 

32.260.00 
171,557.95 

2,870.00 


$2,498,327.95 


140,833.00 


65,601.00 

103,017.67 

13,251.21 

300,000.00 

12,000.00 

1,700.43 


63,855.16 

91,765.38 

792,023.85 


Mutual  Insurance  Company 

Coopers  & Lybrand — Professional  Management 
consulting  service 

LeBoeuf,  Lamb,  Leiby  & MacRae — Professional 
services  rendered 

Postage — Solicitation  & Subordinated  loans 
Printing — Composition  & Production  of  forms 
& records 

Peat,  Marwick,  Mitchell  & Co. — Actuarial  services 
Garber-Pollack  Co.,  Inc. — Printing  & Postage 
letters  & reply  cards 

Marsh  & McLennan — reports,  programming,  printing 
data  processing  re: policies 
State  of  New  York  Insurance  Dept. — examination 
of  papers 


Continuing  Public  Relations  on  Malpractice  Program 
Preparation  of  Presentation  to  Council 

American  Arbitration  Association — The  New  York 
State  Medical  Arbitration  program  V2  share 


62,852.06 

60,558.99 

4,700.00 

16,335.17 

9,013.96 

720.52 

17,204.80 

172.45 

171,557.95 

2,349.06 

53,325.00 
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SPECIAL  ASSESSMENT  ACCOUNT  STATEMENT  OF  INCOME  AND  EXPENDITURES  AT  NOVEMBER  4,  1975 


EXPENDED 
as  of  11/4/75 


Continued 


Expenditures 


Other 

Assessment  notice  (1st  & 2nd) 

14,755.41 

Opinion  Questions — Postage  & Printing 

12,589.42 

Questionnaire — (News  of  New  York) 

2,100.65 

Payroll  & Payroll  Taxes 

5,271.37 

Telephone  & Mailgrams 

11,944.09 

Miscellaneous  Travel 

910.68 

Special  Meetings  1/29,  3/22,  3/28,  4/13,  5/19,  5/25 

10,563.26 

Dr.  Emerson’s  Letter 

3,340.85 

Malpractice  Flyers 

5,863.60 

Stationery  & Supplies 

1,627.26 

PR — Special  Materials 

264.86 

County  Medical  Society — Advertising 

12,734.24 

Messenger  Service 

1,219.60 

Hotline  Printing  & Postage — 4/28,  5/8,  6/2,  6/13 

13,605.65 

TV  Coverage 

1,603.93 

Task  Force 

193.33 

Reprints — Readers  Digest  Articles 

71,630.00 

Dr.  Emerson’s  Arbitration  letters  & booklets 

14,323.86 

Promotional  Materials — Layout  & Printing  Brochures 

22,945.30 

Legal  Fees — DeGraff,  Foy,  Conway  and  Holt-Harris 

60,000.00 

267,487.36 


Total  Expenditures 
Balance 


$1,286,743.22 

$1,211,584.73 


Resolution  75N-6,  Special  Assessment  for  Public 
Relations  Introduced  by:  The  Medical  Society  of  the 
County  of  Queens 

Whereas,  The  Medical  Society  of  the  State  of  New 
York  has  assessed  $100.00  per  member  for  public  rela- 
tion purposes  relating  to  Malpractice;  and 

Whereas,  Some  of  these  funds  still  remain  unspent; 
and 

Whereas,  It  is  the  opinion  of  the  Medical  Society  of 
the  County  of  Queens  that  the  most  effective  use  of 
these  funds  at  the  present  time  would  be  at  the  local 
county  level;  therefore  be  it 

Resolved , That  the  Medical  Society  of  the  State  of 
New  York  return  all  unexpended  funds  from  the  spe- 
cial public  relations  assessment  to  each  county  medical 
society  on  a pro  rata  basis  related  to  the  contributions 
from  each  county  medical  society  to  be  used  in  its  own 
public  relations  work  in  furtherance  of  the  objectives 
originally  envisaged  for  the  special  assessment. 

Report  of  the  Reference  Committee  on  Budget  and  Fi- 
nance: The  following  report  was  presented  by  Robert  A. 
Mayers,  M.D.,  Chairman. 

In  view  of  the  fact  that  implementation  of  this  resolution 
is  not  possible  legally,  and  because  of  the  testimony  heard 


before  your  reference  committee,  we  offer  the  following 
substitute  resolution: 

Whereas,  General  agreement  exists  that  the  mal- 
practice crisis  remains  unresolved;  and 
Whereas,  Unified  action  is  needed;  and 
Whereas,  Local  input  and  effective  local  communi- 
cation with  the  public  and  the  legislators  are  of  the  ut- 
most importance;  therefore  be  it 

Resolved,  That  the  residual  of  the  Assessment 
Fund  be  continued  to  be  retained  by  the  Medical  Soci- 
ety of  the  State  of  New  York  as  a separate  fund  solely 
for  use  in  the  malpractice  crisis;  and  be  it  further 
Resolved,  That  a mechanism  be  developed  involv- 
ing MSSNY  and  the  County  Medical  Societies  and 
Specialty  Societies  in  New  York  regarding  the  judi- 
cious use  of  these  funds;  and  be  it  further 

Resolved,  That  County  Medical  Societies  and  Spe- 
cialty Societies  in  New  York  be  encouraged  to  submit 
proposals  for  programs  at  a local  level  for  possible  ap- 
proval and/or  funding  by  MSSNY. 

The  reference  committee  recommends  that  the  substi- 
tute resolution  be  adopted. 

. . . The  House,  after  discussion,  voted  to  adopt  the 
substitute  resolution. 
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HEALTH  SYSTEMS  AGENCIES 

. . . Speaker  Way  recognized  Richard  D.  Eberle,  M.D., 
Chairman  of  the  Commission  on  Governmental  Relations, 
who  addressed  the  House  as  follows: 

I have  been  given  the  dubious  honor  of  trying  to  explain 
in  15  minutes  what  is  probably  the  most  far  reaching  leg- 
islation concerning  health  matters  that  has  been  passed 
since  Medicare  and  Medicaid.  As  a matter  of  fact,  it  is  my 
opinion  that  this  fabric  may  be  the  framework  from  which 
socialized  health  care  will  be  instituted  including  resources 
and  you  people  are  part  of  those  resources. 

As  one  reads  through  this  and  the  regulations  that  were 
proposed  by  the  secretary  of  HEW  less  than  a month  ago 
the  reaction  is  that  all  of  the  important  decisions  are  either 
directly  made  by  the  secretary  or  approved  by  him. 
Therefore,  the  thrust  of  this  is  from  above  down,  not  from 
the  grass  roots  up.  It  purports  to  give  providers  more  of 
a stake  in  health  planning  matters.  As  a matter  of  fact,  it 
well  may  dilute  the  input  from  providers. 

I am  well  aware  that  many  of  you  in  the  audience  are 
more  informed  about  the  details  of  this  law  than  I,  but  I 
have  learned  a great  deal  in  the  past  month.  I will  attempt, 
in  15  minutes,  to  give  you  a resume  of  Public  Law  93-641, 
otherwise  known  as  the  National  Health  Planning  and 
Resources  Development  Act  of  1974.  It  was  signed  into 
law  the  4th  of  January,  1975.  If  you  remember,  in  the 
month  of  January,  we  were  beginning  to  be  embroiled  more 
and  more  in  the  malpractice  problem.  This  act  went  un- 
noticed by  the  medical  profession  in  New  York  State  for 
a long  time  which  may  be  one  reason  we  are  not  as  involved 
as  we  should  be. 

The  Act  adds  Title  XV  and  Title  XVI;  Title  XV  having 
to  do  with  Health  Planning  and  Development  and  Title 
XVI  having  to  do  with  Health  Resources  Development. 
The  planning  title  established  a mechanism  strongly  con- 
trolled and  regulated  by  the  Secretary  of  Health,  Educa- 
tion, and  Welfare  for  a five-tier  system  composed  of  the 
secretary,  a National  Council  on  Health  Planning  and 
Development,  a State  Health  Planning  and  Development 
Agency,  Statewide  Health  Coordinating  Councils,  and  the 
ten  Health  Systems  Agencies,  which  are  on  a regional 
basis. 

The  law  first  would  require  that  the  secretary  of  HEW 
issue,  through  regulations,  national  guidelines  concerning 
health  planning  policy,  which  may  be  issued  as  the  secre- 
tary deems  necessary.  We  have  the  first  one  proposed  and 
dated,  October  17,  less  than  a month  ago.  The  secretary 
is  supposed  to  consult  with  State  and  local  agencies  in  the 
development  of  his  guidelines.  I am  not  aware  that  this 
has  been  done,  but  that  is  the  way  it  is  supposed  to  work. 
Priorities  in  the  development  of  this  program  on  a national 
level  are  supposed  to  be  laid  down.  These  priorities  in- 
clude development  of  multi-institutional  systems  for 
coordination  or  consolidation  of  health  services;  provision 
of  primary  care,  especially  to  rural  areas;  development  of 
medical  group  practice,  HMO’s  and  other  organized  sys- 
tems for  provision  of  health  care;  training  and  utilization 
of  physician’s  assistants;  development  of  multi-institu- 
tional arrangements  for  sharing  of  support  services;  pro- 
vision of  facilities  to  achieve  needed  improvement  of 
quality  health  services;  development  by  institutions  to 
provide  various  levels  of  care  on  a geographically  inter- 
grated  basis;  provision  of  preventative  health  care  services; 
uniform  cost  accounting;  and  development  of  methods  for 
educating  the  general  public  concerning  personal  health 
care.  What  is  there  left? 


This  Act  originally  was  designed  to  cut  costs,  to  replace 
Hill-Burton,  the  Regional  Medical  Programs  and  Com- 
prehensive Health  Planning,  and  you  will  see  as  you  go 
through  it,  that  it  does  that  and  a great  deal  more.  There 
will  be  a National  Council  on  Health  Planning  and  De- 
velopment. This  council  will  be  composed  of  15  members, 
3 of  them  ex  officio,  and  the  balance  appointed  by  the 
secretary. 

Let’s  discuss  the  Health  Systems  Agencies.  As  you 
know,  in  New  York  State  the  regions  have  been  designated 
by  the  Governor.  This  is  established  in  the  law.  The 
Governor  was  supposed  to  consult  with  all  local,  regional, 
and  areawide  agencies  and  with  individuals  before  this  and, 
as  you  know,  he  did  so.  Some  of  these  areas  do  not  nec- 
essarily conform  to  our  PSRO  areas.  They  do  conform  to 
the  previous  Comprehensive  Health  Planning  areas,  but 
they  are  now  designated  and  we  are  stuck  with  them  as  far 
as  I can  see. 

Let  me  explain  to  you  what  the  Health  Systems  Agency 
is  supposed  to  do  itself.  Each  area  HSA  will  be  a private 
nonprofit  corporation  and  will  be  composed  of  a majority, 
but  not  greater  than  60%  of  consumers  while  having  at  least 
one  third  of  its  members,  direct  providers  of  health  care. 
Now,  a direct  provider  is  like  you  and  me,  a physician,  but 
also  may  be  a nurse  or  anybody  whose  livelihood  is  derived 
from  administration  or  teaching  situation  in  a facility 
which  provides  health  care — HMO,  a hospital,  an  outpa- 
tient facility,  whatever — if  you  are  in  either  direct  patient 
care  or  administration  of  that,  you  are  a provider.  Now, 
it  says  direct  provider,  but  indirect  providers  are  also 
pointed  out  in  this  law  and  indirect  may  include  your  wife 
if  she  is  dependent  on  you  for  income  and  most  wives  are. 
I think  some  are  not. 

An  HSA  will  be  required  to  have  a minimum  professional 
staff  which  obviously  means  that  the  other  three  organi- 
zations are  being  supplanted,  or  are  being  reduced  con- 
siderably. The  HSA  will  be  responsible  for  establishing 
a review  program,  a Health  Systems  Plan,  hereafter  des- 
ignated HSP  in  the  law,  and  this  really  amounts  to  a de- 
tailed statement  of  goals,  and  the  HSA  is  responsible  for 
this  plan.  Also,  it  is  responsible  for  establishing  an  Annual 
Implementation  Plan,  AIP.  This  sets  for  the  objectives 
with  priorties  on  how  you  expect  to  reach  your  goals  and 
is  done  on  an  annual  basis. 

Now,  this  plan  is  for  approving  grants  on  all  applications 
for  health  development  funds.  The  HSA  is  responsible  for 
approval  or  disapproval  of  applications  for  funds  under  the 
Public  Health  Services  Act,  and  with  certain  exceptions 
under  the  Community  Mental  Health  Centers  Act  and  the 
Comprehensive  Alcohol  Abuse  and  Alcoholism  Prevention 
Treatment  and  Rehabilitation  Act  of  1970.  So,  it  has  the 
functions  of  review,  comment,  and  approval  or  disapproval. 
The  secretary  (this  is  important)  would  have  the  authority 
to  reverse  an  adverse  decision.  This  HSA  will  also  review 
and  recommend  to  the  states  the  need  for  proposed  new 
health  institutional  services  and  will  review  all  health 
services  at  least  once  every  five  years  and  will  recommend 
to  the  states  the  appropriateness  of  such  services.  Annu- 
ally it  will  recommend  to  the  states  projects  or  priorities 
for  modernization,  construction,  and  conversion  of  medical 
facilities.  This  is  the  old  Hill-Burton. 

The  Statewide  Health  Coordinating  Council  is  set  up  by 
the  secretary  and  must  perform  its  functions  to  the  satis- 
faction of  the  secretary.  As  a matter  of  fact,  the  secretary 
will  set  it  up  if  it  is  not  done  within  the  formal  fiscal  de- 
terminations of  enactment  within  the  next  three  years. 
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Now,  the  State  Council  will  consist  of  at  least  16  members 
composed  of  at  least  two  representatives  from  each  HSA. 
The  Governor  will,  in  addition,  appoint  40%  of  the  total 
membership  of  the  State  Council.  The  majority  of  the 
members  will  be  consumers  and  again,  at  least  one  third 
could  he  direct  providers.  Let  me  read  again  who  will  be 
direct  providers.  “A.  an  individual  who  is  a direct  provider 
of  health  care — physician,  dentist,  nurse,  podiatrist,  or 
physician’s  assistant — in  that  the  individual’s  primary 
current  activity  is  the  provision  of  health  care  to  individuals 
or  a direct  provider  is  in  the  administration  or  individuals 
whose  primary  current  activity  is  administration  of  facil- 
ities or  institutions  which  include  longterm  care  facilities, 
outpatient  facilities,  HMO’s,  in  which  such  care  is  provided 
and,  when  required  by  state  law,  the  individual  who  has 
received  professional  training  in  the  provision  of  such  care 
or  in  such  administration  and  is  licensed  or  certified  for 
such  provision  or  administration.”  You  don’t  have  to  be 
currently  involved  in  it.  If  you  have  the  degree  and  the 
certificate,  you  are  considered  a direct  provider. 

There  is  something  to  say  about  the  state  planning 
funds.  Interestingly  enough,  not  more  than  20%  of  the 
funds  coming  to  the  HSA  may  be  allocated  for  new  patient 
treatment  in  terms  of  state  experience  and  are  tied  to 
population  growth;  and  also,  not  less  than  25%  annually 
may  be  obligated  to  outpatient  facilities  servicing  medically 
underserved  populations.  So,  already,  you  have  directions 
in  which  the  funds  are  going  to  go  before  you  even  have  a 
plan  ready. 

Now,  this  act  calls  for  five  centers  for  health  planning 
development.  These  generally  will  be  according  to  HEW 
regions.  There  is  already  some  activity  in  our  Region  II 
along  these  lines.  Hopefully,  our  State  Medical  Society 
will  be  involved  in  this  development  because  much  of  the 
input  to  the  secretary  may  well  come  from  these  health 
planning  centers. 

The  Health  Resources  Development,  that  is  Title  XVI 
of  this,  replaces  Hill-Burton  as  I said.  The  regulations 
have  yet  to  be  established,  but  will  be  made  by  the  secre- 
tary. There  has  to  be  a State  plan  developed  by  the  Health 
Coordinating  Council,  which  I have  alluded  to  before,  and 
it  has  to  be  approved  by  the  Secretary  of  HEW.  The  funds 
I just  spoke  to  you  about. 

There  are  some  things  which  I think  I ought  to  read  from 
the  proposed  regulations  which  were  issued  in  the  Federal 
Register,  and  I would  like  to  particularly  point  out,  because 
it  is  important  to  us,  the  relationship  of  this  agency  to 
PSRO.  It  states  that,  “The  Agency  shall  seek  to  enter  into 
a written  agreement  with  each  PSRO  whose  PSRO  area  is 
in  whole  or  in  part  in  the  agency’s  health  service  area,  for 
the  purpose  of  achieving  coordination  of  their  respective 
activities  and  which  shall  contain  at  a minimum,  the  fol- 
lowing: 1.  Provision  for  development  of  a common  data 
base  and  exchange  of  data,  subject  to  the  requirements  of 
Section  1166  of  the  Social  Security  Act;  and  2.  Provision 
for  review  and  comment  by  the  PSRO  on  the  Health  Ser- 
vices Plan  and  Annual  Implementation  Plan,  especially 
with  respect  to  quality  of  care,  utilization  of  services  and 
facilities,  and  need  for  new  resources.  3.  Provision  for 
technical  assistance  to  be  made  available  by  the  agency  to 
the  PSRO;  4.  Provision  to  assure  that  actions  taken  by  the 
PSRO  which  alter  the  health  system  will  be  taken  in  a 
manner  which  is  consistent  with  the  Health  Systems  Plan 
and  the  Annual  Implementation  Plan  in  effect  for  the 
area.”  So,  they  have  you  coming  and  going  both  ways. 

Now,  as  to  the  number  on  the  boards,  there  are  some 


regulations  that  have  to  do  with  the  number  of  members 
of  the  boards  of  these  HSA’s  and  it  says,  “The  governing 
bodies  shall  be  composed  of  not  less  than  10  members  and 
not  more  than  30,”  which  I think  you  can  well  see  that  in 
many  areas,  the  board  might  well  dilute  the  physician  input 
to  one  individual  out  of  thirty.  But,  it  goes  on  to  say, 
“except  that  the  number  of  members  may  exceed  30  where 
the  governing  body  has,  in  accordance  with  it  articles  of 
incorporation  or  bylaws  or  in  case  of  a public  entity  its 
charter,  authorizing  statute,  ordinance  or  executive  order 
or  any  rules  or  regulations  governing  its  internal  manage- 
ment, established  an  executive  committee  which  meets  the 
requirements  of  the  paragraph.”  So,  you  can  have  the 
option  of  a large  board.  In  Central  New  York,  many  of  us 
are  opting  for  this  since  we  feel  that  our  input,  particularly 
as  physicians  and  direct  providers  in  particular,  will  be 
much  more  important. 

It  also  provides,  in  this  law,  for  some  area  advisory 
councils.  It  may  well  be  some  of  these  will  be  Compre- 
hensive Health  Planning  agencies,  at  least  in  our  area 
where  a smaller  HSA  area  is  designated  at  this  time.  But, 
I want  to  warn  you  these  are  only  advisory  and  don’t  elect 
members  of  the  HSA,  but  only  propose  membership  on  the 
board  of  the  HSA  and  advise  on  other  matters. 

I have  already  gone  beyond  my  time.  I realize  this  is  a 
large  act  with  many  ramifications  and  many  important 
things  which  have  to  be  thought  about  and  I would,  in 
conclusion,  urge  each  and  every  one  of  you  go  back  to  your 
area  and  region  and  become  involved.  This  has  far 
reaching  impact  on  ourselves  and  on  the  care  of  our  pa- 
tients. 

. . . The  House,  after  discussion,  voted  to  support 
the  activity  in  opposing  this  law  by  the  American 
Medical  Association;  to  send  a statement  of  the  So- 
ciety’s position  to  the  Secretary  of  HEW;  and  to 
urge  the  specialty  societies  to  take  strong  action  in 
this  area. 

Resolution  75N-1,  Health  Planning  Policy 

Introduced  by:  Westchester  County  Medical  Society 

Whereas,  The  National  Health  Planning  and  Re- 
sources Development  Act  of  1974  (PL-93-641)  is  the 
law  of  the  land;  and 

Whereas,  This  act  will  have  more  impact  on  the 
practice  of  medicine  than  any  previous  law;  and 

Whereas,  This  law  requires  consumer  dominance  on 
the  boards  of  directors  of  the  Health  Systems  Agencies 
with  major  governmental  involvement;  and 

Whereas,  There  has  not  oeen  sufficient  physician 
input  in  the  development  of  the  Health  Systems  Agen- 
cies; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  to  its  county  medical  societies 
that  they  become  actively  involved  in  the  development 
and  planning  of  the  Health  Systems  Agencies  in  their 
areas. 

The  House,  after  discussion,  voted  to  adopt 
Resolution  75N-1. 

At  the  suggestion  of  President  Emerson,  it  was  de- 
cided to  refer  this  whole  matter  to  the  Socioeconomics 
Committee  and  to  arrange  for  them  to  meet  at  the 
time  reference  committees  are  meeting  in  order  to 
hold  hearings  on  HSA’s,  and  report  back  to  the 
House. 
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SOCIOECONOMIC  AD  HOC  COMMITTEE  OF 
THE  HOUSE 

The  Ad  Hoc  Committee  invited  comments  from  those 
present,  including  representatives  of  HSA  Regions  1,  2,  3, 
6,  7,  and  8,  and  heard  a variety  of  opinions  expressing  dif- 
fering local  arrangements  and  difficulties. 

Having  heard  the  above  and  the  discussion  that  followed, 
the  committee  feels  that  the  following  portion  of  the  report 
of  the  Socioeconomic  Committee  on  September  17,  1975, 
expresses  the  concensus  of  those  who  participated  in  to- 
day’s discussion  and  submits  it  as  a formal  portion  of  its 
report: 

The  Act,  which  became  effective  on  January  1, 1975, 
with  a June  30, 1976  implementation  date  of  its  various 
provisions,  is  drawn  in  such  broad  terms  that  it  per- 
mits governmental  agencies  to  completely  restructure 
health  care  at  all  levels.  It  establishes  new  bureaus  at 
the  local,  State,  and  Federal  levels  that  can  ignore  the 
existing  patterns  of  medical  care  and  establish  entirely 
new  and  untried  health  care  delivery  systems.  In  es- 
sence, it  is  the  skeleton  frame  on  which  a national 
health  insurance  program  is  to  be  structured. 

The  Act  lists,  among  its  purposes,  the  achievement 
of  "equal  access  to  quality  health  care  at  a reasonable 
cost,”  the  control  of  the  cost  of  health  care,  the  devel- 
opment of  multi-institutional  systems,  the  develop- 
ment of  medical  group  practices  and  HMO’s,  the  in- 
creased utilization  of  physician’s  assistants,  the  im- 
provement in  the  quality  of  health  services,  the  pre- 
vention of  disease  and  the  adoption  of  simplified  reim- 
bursement mechanisms. 

Although  the  Act  states  that  ‘the  health  care  provid- 
er is  one  of  the  most  important  participants’  and  hence 
the  health  policy  must  address  the  legitimate  needs 
and  concerns  of  the  provider,  and  ‘that  the  provider  be 
encouraged  to  play  an  active  role  in  the  development  of 
health  policy  at  all  levels,’  in  fact,  as  concerns  the  prac- 
ticing physician,  this  is  just  rhetoric  for  it  allots  a very 
minor  voice  in  the  governing  bodies  to  the  physician 
who  is  actively  engaged  in  caring  for  physicians  (not 
necessarily  in  practice),  numbering  perhaps  one  to 
three  in  a governing  body  of  from  10  to  30  members. 
Control  is  therefore  vested  in  a group  that  has  had  lit- 
tle exposure,  training  or  expertise  in  the  complex  and 
multi-faceted  variables  involved  in  health  care.  By 
negating  the  concept  that  the  patient’s  physician  is  the 
“Captain”  of  the  health  team,  the  Act  splinters  and  di- 
vides comprehensive  and  continuing  care.  Whereas, 
in  establishing  the  Medicare  program,  Congress  de- 
clared that  implementation  must  not  interfere  in  the 
traditional  patient-physician  relationships  that  exist 
in  private  practice,  this  Act  sets  out  as  its  purpose  the 
complete  changing  of  present  day  customary  patterns 
of  medical  practice  based  on  the  untenable  premise 
that  the  latter  have  failed  to  satisfy  the  health  needs  of 
the  people.  It  presumes  that  a health  crisis  exists  in 
the  country  and  that  the  radical  remedy  it  dictates  will 
solve  the  crisis.  It  denies  that  the  evolutionary  pro- 
cess, in  which  patients’  selective  choices  operate,  can 
he  effective  in  altering  modes  of  medical  practice,  in 
spite  of  the  fact  that  this  has  been  taking  place  contin- 
uously. The  Act  would  destroy  the  pluralistic  system 
now  available  to  a patient. 

The  Act  states  that  ‘the  massive  infusion  of  Federal 
funds  into  the  existing  health  care  system  has  contrib- 


uted to  inflationary  increases  in  the  cost  of  health  care 
and  failed  to  produce  an  adequate  supply  or  distribu- 
tion of  health  resources.’  In  spite  of  this  conclusion 
that  its  previous  programs,  such  as  CHPs  and  RMPs, 
were  failures  and  therefore  the  large  sums  expended  on 
those  programs  were  wasted,  Congress  proceeds  to 
enact  yet  another  untried  system  that  will  require 
enormous  expenditures  for  activation  long  before  the 
results  of  such  can  be  evaluated,  with  money  expended 
entirely  on  administrative  processes  and  not  one  cent 
on  actual  medical  care.  Presumably  the  justification 
is  the  anticipated  savings  that  governmental  control 
will  achieve,  an  anticipation  that  has  not  been  realized 
in  any  of  its  previously  imposed  programs. 

The  Act  spells  out  its  major  concern  with  the  control 
of  costs.  It  affords  the  governing  bodies  the  power  to 
control  the  professional  prerogatives  of  physicians. 

It  was  noted  that  the  American  Medical  Association 
had  voiced  opposition  to  this  Act  when  it  was  under 
consideration  by  Congress  and  that  it  was  not  consid- 
ering the  basis  for  challenging  the  legality  of  the  Act. 

The  Ad  Hoc  Committee  recommends  that  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York  implement  the  following  actions: 

1.  In  keeping  with  the  action  taken  by  the  House  of 
Delegates  on  November  14,  1975,  that  we  encour- 
age and  support  the  AMA  in  challenging  the  le- 
gality of  the  National  Health  Planning  and  Re- 
sources Development  Act  (PL  93-641),  the  Medical 
Society  of  the  State  of  New  York  continue  to 
maintain  close  contacts  with  the  AMA  to  keep 
abreast  of  all  facets  of  this  subject  and  to  coordi- 
nate our  activities. 

2.  That  urgent  communication  be  sent  to  the  secre- 
tary of  HEW,  requesting  an  extension  of  the  thirty 
day  period  for  comments  from  the  October  17, 
1975,  date  when  the  proposed  regulations  for 
Health  System  Agencies  was  printed  in  the  Federal 
Register,  to  at  least  sixty  days,  to  permit  a more 
comprehensive  evaluation  of  the  complex  material 
contained  in  the  proposed  regulations  which  will 
so  vitally  affect  the  health  and  welfare  of  the  pub- 
lic. 

3.  That  copies  of  this  urgent  communication  to  the 
secretary  of  HEW,  with  appropriate  covering  let- 
ters, be  sent  to  the  chairmen  of  the  appropriate 
committees  in  the  Senate  and  House  of  Repre- 
sentatives, and  to  all  the  Senators  and  Represen- 
tatives of  New  York  State. 

4.  That  we  react,  before  the  adjournment  of  this 
House,  to  the  proposed  regulations  in  the  Federal 
Register  of  October  17, 1975,  and  communicate  this 
reaction  to  the  appropriate  governmental  agencies, 
and  to  our  constituent  societies. 

5.  That  in  view  of  the  importance  and  magnitude  of 
PL  93-641  that  an  Ad  Hoc  Committee  to  deal  solely 
with  this  problem  be  appointed  by  the  president 
to  consist  of  selected  members  of  the  Socioeco- 
nomic, the  Federal  Legislation,  PSRO,  and  Re- 
search and  Planning  Committees,  and  the  sub- 
committee on  Community  Health  and  such  other 
members,  with  adequate  Medical  Society  of  the 
State  of  New  York  staff  and  funds,  as  the  president 
deems  fit. 

6.  That  we  communicate  immediately  the  actions 
taken  by  this  House  of  Delegates  to  the  represen- 
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tatives  of  the  specialty  societies  on  the  Interspe- 
cialty Committee  to  seek  the  support  of  our  actions 
as  noted  above  by  their  respective  societies. 

7.  That  the  Ad  Hoc  Committee  establish  liaison  with 
other  health  professional  groups  to  enlist  their 
support  and  to  correlate  our  activities  in  dealing 
with  P.L.  93-641. 

I move  adoption  of  the  report  as  a whole. 

Respectfully  submitted, 

Leonard  Weiss,  M.D.,  Orange  Chairman 
Jeff  J.  Coletti,  M.D.,  Nassau 
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Richard  I).  Eberle,  M.D.,  Onondaga 
Morton  Kurtz,  M.D.,  Queens 
Charles  Weller,  M.D.,  Westchester 

. . . The  House,  after  discussion,  voted  to  refer 
the  report  of  the  Ad  Hoc  Committee  to  the  Coun- 
cil. 


ADJOURNMENT 

The  Special  Meeting  of  the  House  of  Delegates,  No- 
vember 1975  was  adjourned  at  3:50  p.m. 
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VISUAL  FOCUS 
ON 

/ICUTE  GOUTY/IRTHRITIS 


Foot  of  patient  with  acute  gouty  arthritis 
as  seen  by  conventional  x-ray. 

The  scintiphotograph  on  the  right  shows  increased 
uptake  of  radiotechnetium  polyphosphate  in  the  meta- 
tarsophalangeal jointand  the  proximal  interphalangeal 


Scintiphotogram  of  same  foot  reflects 
inflammatory  process. 

joint  of  the  great  toe  of  a patient  with  acute  gouty 
arthritis.  This  increased  uptake  probably  results  from 
increased  vascularity  in  the  affected  areas. 


For  a more  detailed  description  of  scintiphotography, 
see  “addendum”  at  right. 
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THERAPEUTIC  FOCUS 

ON 


CAPSULES,  25  mg  and  50  mg 


(INDOMETHACIN I MSD) 


helps  relieve  pain 
and  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 

INDOCIN  is  a potent  drug  with  anti-inflammatory, 
antipyretic,  and  analgesic  properties.  It  should  not  be 
used  in  conditions  otherthanthose  recommended.  Al- 
though INDOCIN  does  notalterthe  progressive  course 
of  the  underlying  disease,  in  selected  patients  with 
acute  gouty  arthritis  it  has  been  found  MSP 
highly  effective  in  relieving  pain  and  in  merck 
reducing  fever,  swelling,  and  tenderness.  dohme 


Facts  about 
Scintiphotography 


In  recent  years  a variety  of 
radiopharmaceuticals  have 
been  employed  to  aid  in  the 
diagnosis  of  bone  and  joint 
disorders.  The  joint-imaging 
technique  consists  of  inject- 
ing technetium  polyphos- 
phate intravenously,  and 
imaging  is  performed  with 
the  scintillation  camera  two 
hours  after  the  administra- 
tion of  the  radionuclide.  In 
general,  for  joint  surveying, 
the  shoulders,  elbows,  hands, 
wrists,  knees,  ankles,  feet, 
and  vertebral  column  are 
mapped.  The  entire  scanning 
process  takes  approximately 
one  hour.  The  criterion  for  a 
positive  image  is  a higher 
concentration  of  radioactivity 
in  a joint  region  than  in  ad- 
jacent nonarticular  bone.  In 
effect,  each  patient  serves 
as  his  own  control. 


For  a brief  summary  of  prescribing  information, 
please  see  following  page. 
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INDICIN 

CIHIOMETHACIH I MSD) 


helps  relieve  pain 
ana  other  symptoms 
of  inflammation 
in  acute 
gouty  arthritis 
in  selected  patients 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  considered  a 
simple  analgesic  and  should  not  be  used  in  conditions  other  than  those  recom- 
mended. The  drug  should  not  be  prescribed  for  children  because  safe  condi- 
tions for  use  have  not  been  established. 

Because  of  the  high  potency  of  the  drug  and  the  variability  of  its  potential  to  cause 
adverse  reactions,  the  following  are  strongly  recommended:  1)  the  lowest  possible 
effective  dose  for  the  individual  patient  should  be  prescribed  Increased  dosage 
tends  to  increase  adverse  effects,  particularly  in  doses  over  150-200  mg  per  day, 
without  corresponding  clinical  benefits;  2)  careful  instructions  to,  and  observations 
of,  the  individual  patient  are  essential  to  the  prevention  of  serious  and  irreversible, 
including  fatal,  adverse  reactions,  especially  in  the  aging  patient. 
Contraindications:  Children  14  years  of  age  and  under;  pregnant  women  and  nurs- 
ing mothers;  active  gastrointestinal  lesions  or  history  of  recurrent  gastrointestinal 
lesions;  allergy  to  aspirin  or  indomethacin. 

Warnings:  Gastrointestinal  Effects:  Because  of  the  occurrence  and,  at  times, 
severity  of  gastrointestinal  reactions,  be  continuously  alert  for  any  sign  or  symptom 
signaling  a possible  gastrointestinal  reaction.  The  risks  of  continuing  therapy  with 
INDOCIN  in  the  face  of  such  symptoms  must  be  weighed  against  the  possible  ben- 
efits to  the  individual  patient.  Gastrointestinal  effects  may  be  reduced  by  giving 
the  drug  immediately  after  meals,  with  food,  or  with  antacids.  Use  greater  care  in 
aging  patients. 

Ocular  Effects:  Corneal  deposits  and  retinal  disturbances,  including  those  of  the 
macula,  have  been  observed  in  some  patients  on  prolonged  therapy  Discontinue 
therapy  if  such  changes  are  observed.  Ophthalmologic  examination  at  periodic  in- 
tervals is  desirable  in  patients  on  prolonged  therapy. 

Central  Nervous  System  Effects:  INDOCIN  may  aggravate  psychiatric  disturbances, 
epilepsy,  and  parkinsonism,  and  should  be  used  with  considerable  caution  in  pa- 
tients with  these  conditions.  If  severe  CNS  adverse  reactions  develop,  discontinue 
the  drug. 

Precautions:  Blurred  vision  may  be  a significant  symptom  that  warrants  a 
thorough  ophthalmologic  examination.  Patients  should  be  cautioned  about  engag- 
ing in  activities  requiring  mental  alertness  and  motor  coordination,  as  driving  a car. 
Headache  which  persists  despite  dosage  reduction  requires  complete  cessation  of 
the  drug.  May  mask  the  usual  signs  and  symptoms  of  infection;  therefore,  the 
physician  must  be  continually  on  the  alert  for  this  and  should  use  the  drug  with  ex- 
tra care  in  the  presence  of  existing  controlled  infection  After  the  acute  phase  of  the 
disease  is  under  control,  an  attempt  to  reduce  the  daily  dose  should  be  made  re- 
peatedly until  the  patient  is  off  entirely. 

Drug  Interactions:  Although  INDOCIN  has  not  influenced  the  hypoprothrombinemia 
produced  by  anticoagulants,  patients  on  anticoagulant  therapy  should  be  observed 
closely  for  alterations  in  prothrombin  time.  In  patients  receiving  probenecid,  plasma 
levels  of  indomethacin  are  likely  to  be  increased  and  a lower  total  daily  dose  of 
INDOCIN  may  produce  a therapeutic  effect;  increases  in  the  dose  of  INDOCIN 
should  be  made  cautiously  and  in  small  increments. 

Adverse  Reactions:  Gastrointestinal  Reactions:  Single  or  multiple  ulcerations  of 
the  esophagus,  stomach,  duodenum,  or  small  intestine,  including  perforation  and 
hemorrhage,  with  fatalities  in  some  instances;  rarely,  intestinal  ulceration  has  been 
associated  with  stenosis  and  obstruction;  gastrointestinal  bleeding  without  obvious 
ulcer  formation;  perforation  of  preexisting  sigmoid  lesions  (diverticulum,  car- 
cinoma, etc.);  rarely,  increased  abdominal  pain  In  ulcerative  colitis  patients  or 
development  of  ulcerative  colitis  and  regional  ileitis;  gastritis  may  persist  after  the 
cessation  of  the  drug;  nausea,  vomiting,  anorexia,  epigastric  distress,  abdominal 
pain,  and  diarrhea. 

Eye  Reactions:  Corneal  deposits  and  retinal  disturbances,  including  those  of  the 
macula,  have  been  observed  on  prolonged  therapy;  blurring  of  vision. 

Hepatic  Reactions:  Rarely,  toxic  hepatitis  and  jaundice,  including  some  fatal  cases. 
Hematologic  Reactions:  Aplastic  anemia,  hemolytic  anemia,  bone  marrow  de- 
pression, agranulocytosis,  leukopenia,  and  thrombocytopenic  purpura  may  occur 
rarely  Since  some  patients  manifest  anemia  secondary  to  obvious  or  occult  gastro- 
intestinal bleeding,  appropriate  blood  determinations  are  recommended. 
Hypersensitivity  Reactions:  Acute  respiratory  distress,  a rapid  fall  in  blood  pressure 
resembling  a shock-like  state,  angioedema,  dyspnea,  asthma,  angiitis,  pruritus,  ur- 
ticaria, skin  rashes,  purpura. 

Ear  Reactions:  Hearing  disturbances  — deafness  reported  rarely;  tinnitus 
Central  Nervous  System  Reactions:  Psychic  disturbances  including  psychotic 
episodes,  depersonalization,  depression,  and  mental  confusion;  coma;  convulsions; 
peripheral  neuropathy;  drowsiness;  lightheadedness;  dizziness;  syncope; 
headache 

Cardiovascular-Renal  Reactions:  Edema,  elevation  of  blood  pressure,  hematuria. 
Dermatologic  Reactions:  Loss  of  hair,  erythema  nodosum. 

Miscellaneous:  Rarely,  vaginal  bleeding,  hyperglycemia,  glycosuria,  ulcerative 
stomatitis,  and  epistaxis. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  single-unit  packages 
of  100  and  bottles  of  100  and  1000;  capsules  containing  50  mg  indomethacin  each, 
in  single-unit  packages  of  100  and  bottles  of  100 

For  more  detailed  information,  consult  your  MSD  representative  or  see  full  prescrib- 
ing information  Merck  Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa 
19486 
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Abstracts  in  Interlingua 


Matz,  R.:  Acidosis  diabetic;  rational  per  no  usar  le  bi- 
carbonato,  New  York  State  J.  Med.  76:  1299  (Augusto) 
1976. 

Le  rationes  traditional  per  le  uso  del  bicarbonato  per  le 
tractamento  del  acidosis  debite  al  diabetes  mellitus  non 
controlate  es  le  correction  del  acidosis  intracellular  e le 
reduction  del  resistentia  insulinic.  Iste  ultimo  nonesseva 
trovate  per  que  le  pH  intracellular  al  nivello  subcellular  es, 
al  plus,  un  concepto  nebulose  e un  function  complexe  con 
multe  variabiles  (pH  extracellular,  pression  partial  del 
bicarbonato  e del  CCL)  plus  que  un  relation  linear  al  pH 
arterial.  Clinicmente,  non  existe  evidentia  de  que  le  aci- 
dosis sia  le  causa  del  resistentia  insulinic.  Existe  plus  ev- 
identia suggerente  que  le  acidosis  pote  proteger  le  cellulas 
del  injuria  hypoxic  e que  le  prompte  correction  del  acidosis 
pote  perturbar  le  liberation  del  oxygeno  debite  al  inter- 
reaction complexe  del  basse  nivello  del  acido  2,3  diphos- 
phoglyceric  (“2,3-DPG”)  del  erythrocytos,  le  perdita  del 
effecto  Bohr  del  acidosis  e del  nivellos  augmentate  del 
hemoglobina  Alc  in  le  diabetes  non  controlate.  Basate  in 
le  clinic,  le  stato  de  conscientia  in  le  diabetes  non  controlate 
non  es  correlate  con  le  grado  del  acidosis,  e le  correction 
vigorose  del  acidosis  pote  esser  associate  con  edema  cere- 
bral. 


Harris,  B.  A.:  Hysterectomia  vaginal  in  un  Hospital 
communitari;  studio  de  491  casos,  New  York  State  J. 
Med.  76:  1304  (Augusto)  1976 

Esseva  studiate  491  casos  de  hysterectomia  vaginal  facite 
in  un  Hospital  communitari  de  Nove  York  durante  le 
periodo  de  13  annos,  inter  1961  e 1973.  Ben  que  le  pa- 
tientes  representava  un  risco  basse  e le  chirurgos  esseva 
altemente  qualificate,  le  complicationes  esseva  frequente. 
In  contraste  con  le  majoritate  del  series,  le  plus  parte  del 
patientes  esseva  operate  per  gynecologistas  certificate  e 
private,  adjutate  per  su  collegas.  Nonobstante,  febre  es- 
seva presente  in  37.8  pro  cento  del  casos.  Un  tertio  del 
patientes  requireva  transfusion  sanguine;  plus  que  un  pa- 
tiente  de  10  habeva  hypotension  durante  o depost  le  op- 
eration. Septe  (7)  pro  cento  del  patientes  requireva  un 
procedimento  operatori  secondari.  Major  complicationes 
chirurgic  esseva  disvelopate  in  67  patientes.  In  35  pa- 


Venereal  urethritis 

The  author  discusses  the  advantages  in  office  practice 
of  tetracycline  over  procaine  penicillin  in  treating  venereal 
urethritis.  Since  the  incidence  of  nonspecific  urethritis 
is  much  higher  than  that  of  gonococcal  urethritis  (72  and 
28  per  cent,  respectively)  he  feels  that  the  strategy  of  using 
an  antibiotic  effective  in  both  (tetracycline)  is  manifest. 
Moreover,  in  private  offices  the  situation  is  not  always  fa- 


tientes non  esseva  observate  un  descenso  del  uterus  preo- 
peratorimente.  De  iste,  27  esseva  morbide  e 8 requireva 
transfusion  sanguine.  Duo  patientes  moreva. 


Morgenthau,  J.  E.,  e Rao,  P.  S.  S.:  Practicas  contra- 
ceptive in  un  centro  de  salute  per  adolescentes,  New  York 
State  J.  Med.  76:  1311  (Augusto)  1976. 

Un  programma  de  education  del  vita  familiar  (“Family 
Life  Education  Program — FLEP”)  que  proportiona  ser- 
vices contraceptive  inter  le  contexto  del  attention  de  salute 
total  a adolescentes  de  un  population  de  basse  ingressos 
financiari  in  un  sector  del  citate,  es  describite.  Omne 
feminas  attendentes  durante  un  periodo  de  3 menses,  in 
1974,  esseva  entrevistite  pro  determinar  su  characteristicas 
demographic,  sexual,  reproductive  e contraceptive.  De  334 
patientes  viste,  49  pro  cento  esseva  negros;  37  pro  cento, 
hispanicos;  12  pro  cento,  blancos,  e 2 pro  cento,  orientales. 
Cinquanta  (50)  pro  cento  esseva  minor  que  18  annos  de 
etate.  Le  fundo  demographic  e social  reflectava  le  popu- 
lation vicine.  Le  plus  parte  del  referentias  esseva  facite 
per  contacto  personal  e le  scolas.  Le  promedio  del  etate 
del  menarchia  esseva  11,96  annos  e le  del  prime  relation 
sexual  esseva  15,4  annos.  Le  activitate  sexual  esseva  ele- 
vate e non  habeva  correlation  inter  le  etate  del  menarchia 
e le  prime  relation  sexual.  Le  relation  sexual  sin  protection 
contraceptive  esseva  un  pericolo  sanitari  definitive;  le  54 
pro  cento  nunc  habeva  usate  contraceptivos  ante  del  prime 
visita,  e altere  25  pro  cento  habeva  usate  methodos  con- 
traceptive non  confiabile.  Le  information  supra  le  numero 
de  abortos  ante  del  intervention  del  FLEP  demonstrava 
difficultate  significative  inter  le  3 gruppos  ethnic.  Plus 
negros  acceptava  le  “pilule,”  e plus  blancos,  le  dispositive 
intrauterine.  Trenta  (30)  pro  cento  non  sapeva  le  attitude 
de  su  amicos  supra  le  contraception;  de  illes  que  sapeva,  90 
pro  cento  esseva  cooperative.  Le  characteristicas  basic  del 
programmas  relationate  con  le  salute  per  le  adolescentes 
(13  a 19  annos  de  etate — “teenagres”)  conducentes  a un 
major  utilisation  del  systema  contraceptive  esseva  des- 
cribite. Es  concludite  que  le  juventute  fera  bon  uso  del 
programmas  contraceptive  que  ha  essite  preparate  speci- 
ficmente  pro  satisfacer  su  necessitates. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


vorable  for  dealing  with  dangerous  reactions.  Tetracy- 
clines present  the  lesser  hazard  in  this  respect,  as  well  as 
less  incidence  of  minor  reactions.  Since  the  tetracyclines 
are  effective  in  both  types  of  urethritis,  treatment  can  be 
started  without  waiting  for  laboratory  results  to  distinguish 
between  the  two.  Also,  use  of  tetracycline  initially  pre- 
vents post-gonococcal  urethritis  if  the  patient  has  a mixed 
infection.  Neumann,  H.  H.:  Am.  Fam.  Phys.  12:  145 
(Sept.)  1975 
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continued  from  page  1288 

During  the  past  two  decades  in  the  U.S.A.,  there  has 
been  a sharp  decline  in  the  incidence  of  trichinosis  among 
swine.  In  1953,  Federal  legislations  were  enacted  requiring 
the  cooking  of  garbage  fed  to  swine  and  imposing  controls 
on  the  shipment  of  garbage-fed  swine  and  products.  Other 
factors  operating  to  reduce  the  incidence  of  trichinosis  in 
humans  include  a gradual  reduction  in  the  per  capita 
consumption  of  pork,  public  awareness  of  the  proper 
methods  for  cooking  pork,  the  increased  consumption  of 
“ready-to-serve”  pork  products,  and  the  widespread  use 
in  homes  and  retail  and  wholesale  establishments  of 
deep-freeze  storage  at  conditions  lethal  for  Trichinella 
larvae. 

In  spite  of  this  rather  encouraging  overall  picture,  an 
estimated  111,000  infected  hogs  currently  are  consumed 
by  Americans  each  year.  Sporadic  cases  and  epidemics  of 
trichinosis  frequently  occur  as  a result  of  the  consumption 
of  one  or  more  pigs  carelessly  raised  for  personal  use  and 
then  subsequently  improperly  processed  and  cooked. 

Although  most  parasitic  infections  are  not  reportable, 
their  incidence  can  be  formulated  from  various  data  col- 
lected in  tropical  disease  clinics.  In  New  York  City,  the 
Department  of  Health  operated  four  tropical  disease  clinics 
until  1975  which  handled  about  8,000  patients  and  33,000 
patient  visits  annually.  Because  of  the  city’s  fiscal  crisis, 
one  of  these  clinics  has  already  closed  and  another  is  slated 
for  closure  this  year. 

Dr.  Imperato  concluded,  “The  data  gathered  in  these 
clinics  provide  insight  into  the  magnitude  and  types  of 
parasitic  infections  encountered  in  New  York  City.  These 
include,  among  others,  schistosomiasis,  hookworm,  taenia, 
strongyloidiasis,  enterobiasis,  ascariasis  and  giardiasis.” 

New  publication 

A new  journal  has  been  established  which  began  publi- 
cation with  the  first  issue,  January-March,  1976.  It  is 
called  the  “Journal  of  the  American  Academy  of  Psychiatry 
and  Neurology”  with  Roy  Hanu  Hart,  M.D.,  and  Richard 
E.  Frenkel,  M.D.,  as  editors.  It  will  be  published  every 
three  months  initially  and  then,  ultimately,  expects  to 
become  a monthly  publication. 

Postdoctoral  fellowships 
in  diabetes  research 

At  present  we  know  how  to  control  diabetes,  not  cure  it. 
And  until  we  find  more  answers,  diabetes  will  continue  to 
be  the  leading  cause  among  new  cases  of  blindness,  the 
third  leading  cause  of  death  from  disease,  as  well  as  a 
high-risk  factor  behind  heart  attack,  stroke,  kidney  failure, 
gangrene,  and  nerve  damage. 

Only  through  expanded  research  can  we  hope  to  discover 
successful  therapeutic  approaches  to  reduce  and  arrest  the 
complications  and,  ultimately,  cure  the  disease  itself. 

The  Juvenile  Diabetes  Foundation  supports  such  re- 
search by  providing  funds  for  postdoctoral  fellowships. 
Grant  applications  are  now  being  accepted  for  the  funding 
year  1977-78. 

Applications  may  be  obtained  from:  Shel  Sukoff,  Na- 
tional Executive  Director,  Juvenile  Diabetes  Foundation, 
23  East  26th  Street,  New  York,  New  York  10010,  telephone 
(212)  689-7868. 

Completed  applications  must  be  postmarked  not  later 
than  September  10,  1976.  Those  being  funded  will  be 


notified  early  in  1977  and  funding  will  begin  July  1, 
1977. 

Honored 

Vincent  J.  Fontana,  M.D.,  medical  director,  New  York 
Foundling  Hospital/Center  for  Parent  and  Child  Devel- 
opment, received  the  honorary  degree  of  Doctor  of  Humane 
Letters  June  6 from  St.  John’s  University  at  commence- 
ment exercises  on  the  Queens  campus.  Dr.  Fontana  who 
is  also  director  of  pediatric  allergy  at  St.  Vincent’s  Hospital 
and  Medical  Center  of  New  York,  was  recognized  by  St. 
John’s  for  “his  efforts  to  alleviate  the  plight  of  children  who 
suffer  from  physical  abuse.” 

Conferring  the  honorary  degree  was  St.  John’s  president, 
the  Very  Rev.  Joseph  T.  Cahill,  C.M.,  who  was  also  the 
commencement  speaker. 

As  chairman  of  the  Mayor’s  Task  Force  on  Child  Abuse 
and  Neglect  of  the  City  of  New  York,  Dr.  Fontana  has 
taken  a leading  role  in  the  effort  to  prevent  and  detect  child 
abuse.  Under  his  supervision,  the  Foundling  maintains 
an  inpatient  program  for  abusing  mothers  and  their  chil- 
dren, the  first  of  its  kind'  in  the  country,  as  well  as  an  out- 
patient clinic  and  community  training  program. 

Dr.  Fontana  is  professor  of  clinical  pediatrics  at  New 
York  University  College  of  Medicine  and  professor  at 
Fordham  University’s  Graduate  School  of  Social  Work. 
He  is  the  author  of  four  books,  numerous  articles  for  both 
professional  and  popular  publications,  and  appears  fre- 
quently on  television  and  radio  programs  to  alert  his  lis- 
teners about  the  problems  of  child  abuse  and  neglect. 

Among  the  honors  he  has  received  are  awards  from  the 
Society  for  Prevention  of  Cruelty  to  Children,  Educational 
Press  Association  of  America,  Association  of  Convalescent 
Homes  and  Hospitals  for  Asthmatic  Children,  and  Chil- 
dren’s Asthamatic  Research  Institute.  He  is  a Knight  of 
Malta  and  Knight  of  the  Holy  Sepulchre. 

JCAH  Board  of  Commissioners 
names  chairman 

Mr.  Jack  A.  L.  Hahn  was  named  Chairman  of  the  Board 
of  Commissioners  of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  (JCAH)  at  an  April  24  meeting  of  the 
Board.  Mr.  Hahn  will  complete  the  unexpired  term  of 
former  Board  Chairman  Dr.  George  W.  Graham,  who  re- 
signed to  accept  appointment  to  the  position  of  Deputy 
Director  of  the  Joint  Commission. 

Mr.  Hahn  has  served  on  the  JCAH  Board  of  Commis- 
sioners since  1973  as  an  appointee  of  the  American  Hos- 
pital Association  (AHA).  He  is  President  of  Methodist 
Hospital  of  Indiana  at  Indianapolis. 

Microbiologist  receives  Vienna  degree 

Dr.  Felix  Milgrom,  professor  and  chairman,  State  Uni- 
versity at  Buffalo’s  Department  of  Microbiology,  was 
awarded  an  honorary  doctorate  degree  of  medicine  by  the 
Faculty  of  Medicine  at  the  University  of  Vienna  (Austria) 
on  May  5. 

American  Lung  Association 

The  American  Lung  Association  is  urging  the  Federal 
Trade  Commission  to  require  carbon  monoxide  content  of 
cigarettes  to  be  published  along  with  tar  and  nicotine  levels 
now  required. 
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Pain:  a call  todction 

I 


□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 

□ oxycodone,  the  principal  ingredient 

of  Percodan®  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Percodan 

Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning, 
May  be  habit  forming),  0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit  forming),  224  mg.  aspirin,  160  mg.  phenacetm,  and  32  mg,  caffeine. 


a 


CD  One  tablet  q.6  h*  ‘See  dosage  and  administration  section  of  Brief  Summary 

Whenever  an  APC/narcotic  is  indicated. 


DESCRIPTION  Each  yellow,  scored  tablet  contains  4 50  mg  oxy- 
codone HCI  (Warning  May  be  habit  forming).  0 38  mg  oxyco- 
done terephthalate  (Warning  May  be  habit  forming),  224  mg 
aspirin,  160  mg  phenacetin,  and  32  mg  caffeine 
INDICATIONS  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin, 
phenacetin  or  caffeine 

WARNINGS  Drug  Dependence  Oxycodone  can  produce  drug 
dependence  of  the  morphine  type  and,  therefore,  has  the  potential 
for  being  abused  Psychic  dependence  physical  dependence  and 
tnlerance  may  develop  upon  repeated  administration  of 
PERCODAN',  and  it  should  be  prescribed  and  administered  with 
the  same  degree  of  caution  appropriate  to  the  use  of  other  oral 
narcotic-containing  medications  Like  other  narcotic-containing 
medications,  PERCODAN-  is  subject  to  the  Federal  Controlled 
Substances  Act 

Usage  In  ambulatory  patients  Oxycodone  may  impair  the  mental 
and  or  physical  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The 
oatient  using  PERCODAN  • should  be  cautioned  accordingly 
Interaction  with  other  central  nervous  system  depressants 
Patients  receiving  other  narcotic  analgesics,  general  anesthetics 
ohenothiannes,  other  tranquilizers,  sedative-hypnotics  or  other 
INS  depressants  (including  alcohol)  concomitantly  with 
PERCODAN'  may  exhibit  an  additive  CNS  depression  When  such 
combined  therapy  is  contemplated . the  dose  of  one  or  both  agents 
should  be  reduced 

Jaage  In  pregnancy  Safe  use  in  pregnancy  has  not  been  estab- 
shed  relative  to  possible  adverse  effects  on  fetal  development 
Therefore  PERCODAN*  should  not  be  used  in  pregnant  women 
unless  in  the  ludgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 

Usage  In  children  PERCODAN’  should  not  be  administered  to 
children  PERCODAN- -Demi  containing  halt  the  amount  of  oxy 
codone  can  be  considered  (See  product  prescribing  information 
Lor  PERCODAN  - -Demi ) 

II  Salicylates  should  be  used  with  caution  in  the  presence  of  peptic 
i ulcer  or  coagulation  abnormalities 


PRECAUTIONS  Head  injury  and  increased  intracranial  pressure 

The  respiratory  depressant  effects  of  narcotics  and  their  capacity 
to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exagger- 
ated in  the  presence  of  head  iniury.  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Furthermore,  nar- 
cotics produce  adverse  reactions  which  may  obscure  the  clinical 
course  ot  patients  with  head  injuries 

Acute  abdominal  conditions  The  administration  of  PERCODAN - 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  In 
patients  with  acute  abdominal  conditions 
Special  risk  patients  PERCODAN*  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothyroid- 
ism. Addison  s disease,  and  prostatic  hypertrophy  or  urethral 
Stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken 
in  excessive  amounts  for  a long  time 
ADVERSE  REACTIONS  The  most  frequently  observed  adverse 
reactions  include  light-headedness  dizziness,  sedation,  nausea 
and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  It  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation 
and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted 
according  to  the  severity  ot  the  pain  and  the  response  ot  the 
patient  (t  may  be  occasionally  necessary  to  exceed  the  usual  dos- 
age recommended  below  In  cases  ot  more  severe  pain  or  In  those 
patients  who  have  become  tolerant  to  the  analgesic  effect  of  nar- 
cotics PERCODAN'  Is  given  orally  The  usual  adult  dose  is  one 
tablet  every  8 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  etfects  ol 
PERCODAN-  may  be  additive  with  that  of  other  CNS  depressants 
See  WARNINGS 

Aspirin  may  enhance  the  effect  ol  anticoagulants  and  inhibit  the 
uricosuric  effect  of  uricosuric  agents 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  PERCODAN-  Is  characterized  by  respiratory 


depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume, 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  pro- 
gressing to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In 
severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and 
death  may  occur.  The  ingestion  cf  very  large  amounts  of 
PERCODAN'  may,  in  addition,  result  in  acute  salicylate  intoxica- 
tion. 

Treatment  Primary  attention  should  be  given  to  the  re-establish- 
ment of  adequate  respiratory  exchange  through  provision  of  a pat- 
ent airway  and  the  institution  of  assisted  or  controlled  ventilation. 
The  narcotic  antagonists  naloxone,  nalorphine  or  levallorphan  are 
specific  antidotes  against  respiratory  depression  which  may  result 
from  overdosage  or  unusual  sensitivity  to  narcotics,  including 
oxycodone.  Therefore,  an  appropriate  dose  of  one  of  these  antag- 
onists should  be  administered,  preferably  by  the  intravenous 
route,  simultaneously  with  efforts  at  respiratory  resuscitation. 
Since  the  duration  of  action  of  oxycodone  may  exceed  that  of  the 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  ot  the  antagonist  should  be  adminis- 
tered as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  In  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression. 
Oxygen,  Intravenous  fluids,  vasopressors  and  other  supportive 
measures  should  be  employed  as  Indicated 
Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 
Of/S  Order  form  Required, 
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Letters  to  the  Editor 


The  issue  for  medicine 

To  the  Editor:  At  a recent  meeting  on  HSAs,  a congress- 
man explained  his  position  on  the  law  by  saying  that  we 
could  have  been  invaded  worse  by  government.  A gov- 
ernment bureaucrat  tried  to  soft-soap  this  mass  subjuga- 
tion of  medicine  by  telling  us  that  it’s  not  as  bad  as  we 
imagine.  By  the  end  of  the  meeting  it  was  clear  to  everyone 
that  we’re  on  the  road  to  the  nationalization  of  medicine — 
if  not  there  already — and  the  question  was  what  were 
physicians  going  to  do  about  it. 

The  Congressman  felt  he  was  impotent  to  do  anything 
for  physicians;  he  was  simply  riding  on  a swing  of  the 
pendulum  of  consumerism,  and  if  this  meant  the  destruc- 
tion of  the  private  practice  of  medicine,  there  was  nothing 
he  could  do  about  it.  If  this  unstatesman-like  position  is 
the  attitude  in  Congress,  physicians  can’t  count  on  Con- 
gress for  preserving  the  private  practice  of  medicine. 

The  bureaucrat  pointed  to  the  M.D.s  fizzling  of  their  job 
action  over  malpractice  insurance  in  California,  indicating, 
very  obviously,  he  thought  M.D.s  didn’t  have  the  gumption 
to  put  up  any  resistance  to  a government  takeover. 

A colleague  pointed  out  the  horns  of  a dilemma  which 
many  of  us  put  on  ourselves.  As  dedicated  physicians, 
truly  concerned  with  the  health  of  our  patients,  how  could 
we  possibly  withhold  our  services,  especially  in  an  emer- 
gency, even  when  such  drastic  things  were  being  done  to 
us  and  the  profession?  He  also  pointed  out  that  unless  we 
went  along  and  obeyed  the  dictates  of  third  parties,  espe- 
cially government,  the  hospitals  would  not  be  paid  and  they 
would  fold;  again  the  patient  would  suffer  without  a hos- 
pital, and  again  we  would  have  been  the  agents  that 
brought  it  about.  How  could  we  be  so  heartless?  How 
could  we  be  so  unprofessional?  How  could  we  forego  our 
dedication  to  humanity?  How  could  we  choose  to  put  any 
suffering  we  might  sustain  by  the  nationalization  of  med- 
icine over  the  health  of  our  patients?  The  only  decent 
thing  to  do,  the  only  humanitarian  thing  to  do,  was  for  us 
to  suffer  the  nationalization  of  medicine. 

Yet  hardly  any  in  the  profession  are  for  the  nationali- 
zation of  medicine.  Basically  what  is  involved  is  the 
freedom  of  Americans;  the  freedom  of  citizens  as  patients 
and  physicians.  It  is  strongly  felt  that  if  medicine  becomes 
nationalized,  the  freedom  fabric  of  the  whole  of  our 
American  way  of  life  will  have  changed.  It  ought  not  to 
come  about.  It  must  not  come  about. 

What  is  attempting  to  bring  it  about  is  a move  to  change 
our  basic  fabric.  Rather  than  freedom  principles  dictating 
practices;  rather  than  the  freedom  of  patients  and  physi- 
cians being  primary;  the  theme  that  economics  is  basic  is 
being  promulgated.  “Whoever  pays  the  piper,  calls  the 
tune.”  The  government  is  or  will  be  the  major  purchaser 
of  health  services,  so  the  government  will  tell  the  patient 
and  the  physician  and  the  hospital  how,  when,  and  where 
the  delivery  of  health  services  will  be  made.  It  is  the  po- 
litical philosophy  of  economic  determinism,  not  the  phi- 
losophy of  freedom,  that  they  would  have  prevail.  They 
would  indeed  live  by  bread  alone. 


The  answer  is  and  must  be:  we  will  live  as  free  men. 
We  will  continue  in  our  freedom  to  treat  all  patients.  We 
will  expect  all  patients  to  be  freely  responsible  to  meet  their 
obligations  for  services  rendered.  We  will  bill  all  patients 
directly.  We  will  collect  what  we  can  with  justice  and 
humanitarianism — as  medicine  has  done  for  centuries.  If 
this  is  not  sufficient  to  sustain  the  hospitals  and  the  pro- 
fession, if  the  government  decides  to  assist  people  to  do 
what  they  cannot  do  for  themselves,  then  the  government 
may  assist  any  person  who  presents  a bill  from  a licensed 
physician  and  licensed  hospital.  That  will  be  between  the 
government  and  the  person  in  any  amount  or  proportional 
scheme  that  is  worked  out.  The  physician  must  take  no 
money  from  the  government  because  this  is  how  the  string 
is  tied. 

It  will  take  a few  months  of  concerted  action  by  the 
profession.  There  will  be  some  hardship  due  to  uncol- 
lected bills  formerly  paid  for  by  the  government.  Some 
hospitals  may  temporarily  close.  The  profession  need  only 
to  remain  firm.  The  community  will  see  that,  as  with  other 
occupations  that  have  needed  to  make  their  demands  and 
needs  known  to  the  community,  that  medicine  will  not  be 
nationalized.  The  community  will  not  allow  itself  to  forego 
the  services  of  its  hospitals.  The  service  cannot  be  deliv- 
ered with  physicians  in  jail.  As  John  Lewis  put  it  for  the 
coal  miners,  “You  can’t  mine  coal  with  bayonets.”  The 
community  will  come  quickly  to  realize  that  those  who 
cannot  pay  their  medical  bills  must  be  assisted  in  a manner 
that  does  not  impair  the  freedom  of  physicians,  patients, 
and  hospitals.  The  day  will  have  been  won. 

The  day  will  have  been  won — if  we  will  win  it. 

The  day  will  have  been  won — if  we  cherish  freedom. 

The  day  will  have  been  won — if  we  will  sustain  the  suf- 
ferings of  a few  months  for  the  life  of  dignity  and  freedom 
for  patients  and  physicians  alike. 

The  day  will  have  been  won — if  we  believe  man  does  not 
live  by  bread  alone. 

The  day  will  have  been  won — if  we  believe  the  destiny 
of  freedom  in  this  country  rests  with  us. 

The  day  will  have  been  won— if  we  have  the  dedication 
to  freedom  to  maintain  this  stand  in  concert. 

But  if  we  believe  we  are  leaves  in  a breeze;  that  “inevi- 
table” things  can  happen  to  us;  that  our  freedom  can  be 
taken  away  from  us  and  we  can  be  made  to  sit  in  the  back 
of  a bus  for  a hundred  years  by  a law;  that  our  freedom  is 
not  an  inalienable  quality  of  our  nature  but  merely  the 
largesse  of  some  government,  temporarily  bestowed  on  us 
and  removable  by  dictum;  then  we  will  allow  medicine  to 
become  nationalized. 

But  whether  we  believe  it  or  not,  our  destiny  and  the 
destiny  of  the  people  of  this  country  rests  in  our  hands. 

May  whatever  prescience  is  with  man  that  leads  him  to 
choose  wisely,  may  it  be  with  us  this  day. 

GORDON  R.  MEYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  N.Y.  11577 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODILAN 

(ISOXSUFRINE  HCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadJijiTMiTi  oratc, 
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'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud's  disease. 

3.  Threatened  abortion. 

F,nal  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 
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Insect  allergy 

To  the  Editor:  I am  deeply  concerned  about  the  lack  of 
knowledge  of  physicians,  laymen,  and  the  paramedical  on 
all  aspects  of  insect  allergy.  This  lack  of  knowledge  will 
result  in  needless  deaths.  (1)  Physicians  need  to  know  of 
these  dangerous  reactions.  (2)  Laymen  desperately  need 
to  recognize  the  reactions  to  insects,  especially  those  which 
forewarn  of  a possible  fatality  from  a subsequent  sting. 
They  need  to  realize  that  first  aid  medication  (that  is,  an 
insect  sting  kit),  as  well  as  hyposensitization,  is  available 
and  desirable. 

Insect  allergy  has  been  a very  special  interest  of  mine  for 
at  least  twenty  years — especially  the  clinical  aspect  of  in- 
sect allergy.  I have  written  a book,  as  well  as  articles  and 
chapters  for  medical  books,  and  have  lectured  to  numerous 
medical  associations  on  this  subject.  In  addition,  because 
of  announcements  I placed  in  various  medical  journals,  I 
have  received  from  physicians  scores  of  case  reports  of 
patients  who  have  had  reactions  to  biting  and  stinging  in- 
sects, together  with  the  results  of  hyposensitization,  if  at- 
tempted. In  my  medical  practice,  I have  seen  many  insect 
allergic  patients  and  have  received  many  letters  and  tele- 
phone calls  from  physicians,  asking  for  my  advice  on  the 
management  of  their  insect  allergic  patients. 

I continue  to  be  amazed  by  the  skepticism  of  some 
physicians  that  an  insect  sting  can  cause  death.  From 
personal  knowledge,  patients  who  have  received  fatal  stings 
have  often  had  their  symptoms  misdiagnosed  as  being 
caused  by  acute  myocardial  infarction. 

In  taking  the  past  history  of  a new  patient  who  comes  to 
me  with  a chief  complaint  of  asthma,  eczema,  and  so  forth, 
I frequently  find  that  he  has  also  experienced  a severe  re- 
action to  insects.  The  family  history  quite  often  reveals 
that  another  member  of  the  immediate  family  or  a relative 
has  also  had  a severe  reaction.  In  both  instances,  they  had 
not  been  advised  to  seek  further  treatment.  It  had  been 
passed  off  lightly  by  the  physician  and  the  patient. 

The  following  are  but  a few  examples  which  prompt  my 
deep  concern. 

One  physician  at  a state  medical  meeting  at  which  I 
spoke  told  me  that  he  had  signed  the  death  certificate  of 
a person  who  had  been  plowing.  He  was  heard  to  yell,  “I’ve 
been  stung”  and  fell  over  dead.  He  told  me  that  the  vic- 
tim’s wife  had  informed  him  that  the  man  had  had  a pre- 
vious reaction  to  an  insect  sting.  The  physician  did  not 
believe  a person  could  die  from  an  insect  sting  and  had 
therefore  signed  the  death  certificate  as  due  to  heart  attack. 

I have  personal  knowledge  of  a case  from  the  physician 
who  treated  a patient  in  the  emergency  room  and  then  re- 
leased him.  While  fishing  a few  weeks  later,  he  was  stung 
again,  and  within  a few  minutes  he  was  dead.  His  fishing 
companions  could  do  nothing.  Had  he  been  given  an  insect 
sting  kit,  I am  convinced  he  would  be  alive  today.  Bear  in 
mind  that  this  was  a Board  certified  internal  medical 
specialist  who  treated  the  patient  for  a reaction. 

Because  of  my  interest  in  insect  allergy  I am  consulted 
by  physicians  in  regard  to  the  management  of  problem 
cases  of  insect  allergy.  A few  days  after  this  young  man’s 
death,  because  of  my  expertise  in  this  area,  I was  contacted 
by  the  internist  who  had  taken  care  of  the  patient  in  the 


emergency  room.  He  was  concerned  because  he  had  just 
treated  another  patient  with  a similar  reaction.  The 
physician  wanted  to  know  what  he  could  do  to  prevent  the 
tragedy  which  his  former  patient  had  suffered.  We  had 
a long  discussion  about  insect  allergy,  including  preventive 
measures,  the  insect  sting  kit,  and  hyposensitization.  He 
commented,  “Someone  has  fallen  down  on  the  job  in  edu- 
cating physicians  on  this  subject.”  I agreed. 

I am  appalled  when  I realize  that  an  insect  sting  kit  in 
the  hands  of  any  person  allergic  to  insect  stings  could 
prevent  sting-induced  death.  The  time  interval  between 
an  insect  sting  and  death  is  around  ten  to  twenty  minutes 
and  usually  is  not  enough  time  to  get  to  a physician  for 
life-saving  treatment.  I would  like  to  see  our  legal  statutes 
changed  to  allow  any  layman  to  purchase  the  insect  sting 
kit  over  the  counter  at  any  drug  store.  If  this  is  not  feasible 
at  least  the  kit  should  be  available  to  emergency  person- 
nel— forest  rangers,  rescue  squad  personnel,  school  nurses, 
and  so  forth.  Intensive  education  of  the  lay  public,  an 
absolute  necessity,  could  begin  with  use  of  television  and 
the  printed  media. 

In  the  last  few  months  I wrote  letters  to  the  editors  of 
medical  journals  across  the  United  States  in  which  I asked 
physicians  for  their  opinion  on  insect  sting  kits  being  made 
available  to  emergency  personnel.  State  laws  vary,  but  in 
most  states,  if  a child  is  suffering  from  a severe  reaction  as 
a result  of  an  insect  sting  it  is  illegal  for  a school  nurse  to 
give  him  an  injection  of  epinephrine  to  save  his  life.  ( The 
New  York  State  Journal  of  Medicine  may  want  to  take 
action  to  support  changing  this  law.)  I received  many 
replies  from  physicians  who  wholeheartedly  agreed  that 
these  people  should  have  an  insect  sting  kit  on  hand.  To 
my  dismay,  without  exception,  no  physician  who  replied 
knew  of  such  a kit,  its  contents,  and  indications  for  use. 
The  concern  and  interest  is  there.  The  knowledge  is  not. 
Pharmacists,  the  Department  of  the  Army,  and  the  Public 
Health  Service  were  among  some  of  the  large  groups  rep- 
resented in  the  replies. 

The  letter  bears  out  my  urgent  request  for  education. 
Editorials  and  articles  in  all  the  medical  journals  (most 
physicians  see  this  type  of  patient),  simply  giving  the 
symptoms  or  reactions,  treatment  by  the  physician,  and 
proper  medication  for  the  patient  to  have  on  hand  in  case 
of  another  sting.  Information  about  the  insect  sting  kit, 
a medic  alert  emblem,  and  noting  the  possibility  of  hypo- 
sensitization to  these  insects  should  also  be  included. 
Symposia  and  lectures  at  the  local,  state,  and  national 
medical  meetings  would  be  of  great  benefit  to  physicians 
and  knowledgeable  physicians  could  be  stimulated  to  ed- 
ucate the  layman  through  the  local  and  national  media. 

Much  more  needs  to  be  done  now  and  it  must  be  an  all- 
out  effort  by  the  Medical  Society  of  the  State  of  New  York. 
I believe  an  editorial  on  the  subject  in  the  New  York  State 
Journal  of  Medicine  would  be  of  great  benefit.  At  any 
rate,  we  must  all  back  this  conscientious  effort  to  dissem- 
inate this  knowledge  to  all.  Otherwise,  I fear  it  will  be  as 
before.  Any  half-hearted  effort  will  not  succeed. 

I am  sending  this  material  to  you  to  emphasize  the  im- 
portance of  educating  the  physician  as  well  as  the  public. 
We  have  delayed  too  long. 

CLAUDE  A.  FRAZIER,  M.D. 

Doctors  Park — Bldg.  4 
Asheville,  N.C.  28801 
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Books  Reviewed 


Bereavement;  Its  Psychosocial  Aspects.  Edited  by 
Bernard  Schoenberg,  et  al.  New  York,  Columbia  Uni- 
versity Press,  1975.  Cloth,  375  pages.  Price,  $15. 

Down  through  the  centuries,  the  death  of  a child,  one’s 
owm  or  a sibling,  a mate  or  a young  parent  is  a tragic  expe- 
rience for  one  in  a close-knit  family  supported  by  relatives 
and  friends  and  institutions  of  religious  faith.  For  such 
the  passing  of  a relative  who  is  aged,  incurably  ill,  and 
suffering  is  often  associated  with  a feeling  of  relief,  but  in 
the  loss  of  a young  person,  even  with  the  bulwarks  of  sup- 
port already  mentioned,  the  bereaved  individual  must 
muster  all  the  courage  and  gallantry  at  his  command. 

This  collection  of  31  essays  by  many  different  writers  on 
the  various  aspects  of  bereavement  is  supported  by  the 
Foundation  of  Thanatology  and  is  addressed  to  an  ever- 
increasing  society  who,  without  the  supports  mentioned, 
suffers  tremendously  from  additional  feelings  in  its  be- 
reavement and  fragmentation. 

The  papers  are  concerned  with  many  aspects  of  grief. 
Special  problems  such  as  those  of  widowers  and  widows  are 
discussed.  There  are  papers  on  childhood  bereavement, 
survivors  of  suicide,  and  widows  of  slain  policemen.  There 
are  essays  addressed  to  professionals  and  others  who  wish 
to  be  helpful,  such  as  nurses,  nursing  students,  and  special 


workers.  The  book  is  timely  and  all  who  have  participated 
adhere  to  the  Foundation  of  Thanatology’s  orientation  of 
“fostering  a more  mature  acceptance  and  understanding 
of  death  and  the  problems  of  grief  and  the  more  effective 
and  humane  management  and  treatment  of  the  dying  pa- 
tient and  his  bereaved  family  members.” 

The  book  teaches  that  one  must  experience,  in  the  words 
of  William  Faulkner,  “hopefully  not  only  to  endure  but 
with  heart  to  prevail.”  James  H.  Wall,  M.D. 

Fundamentals  of  Radiology.  Revised  edition  of  Fun- 
damentals of  Roentgenology.  By  Lucy  Frank  Squire, 
M.D.  Cambridge,  Mass.,  Harvard  University  Press,  1975. 
Illustrated,  366  pages.  Hard  cover,  $17. 

In  the  twelve  years  since  the  first  publication  of  Fun- 
damentals of  Roentgenology,  it  has  become  justifiably  the 
standard  introduction  to  radiology  for  medical  students. 
Employing  both  her  innovative  teaching  methods  and  her 
wit,  Dr.  Squire  has  provided  us  with  a text  which  is  not  only 
unusually  informative  but  also  a pleasure  to  read.  The 
book  was  designed  to  “help  students  learn  how  to  look  at 
x-ray  films”  and  it  does  so  admirably. 

Beginning  with  historical  notes  and  uncomplicated  basic 
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Clinical  Concepts  in  Cancer  Management;  A Self- 
Instructional  Manual.  By  Charles  D.  Sherman,  Jr.,  M.D. 
New  York,  McGraw-Hill  Book  Company,  1976.  Illus- 
trated, 415  pages.  Paperback,  $14.95. 

Operation  Intercept:  The  Multiple  Consequences  of 
Public  Policy.  By  Lawrence  A.  Gooberman.  New  York, 
Pergamon  Press,  Inc.,  1974.  Paperback,  209  pages.  Price, 
$6.00. 

Congenital  Disorders  of  Erythropoiesis.  Ciba 
Foundation  Symposium  37  (new  series).  New  York, 
Elsevier,  1976.  Illustrated,  408  pages.  Cloth,  $27.50. 

Urban  Health  In  America.  By  Amasa  B.  Ford,  M.D. 
New  York,  Oxford  University  Press,  1976.  Paperback,  294 
pages.  Price,  $5.95. 

Cytopathology  of  Sarcomas  and  Other  Nonepithelial 
Malignant  Tumors.  By  Steven  Hajdu,  M.D.,  and  Eva  O. 
Hajdu,  M.D.  Philadelphia,  W.  B.  Saunders,  1976.  Illus- 
trated, 416  pages.  Cloth,  $30. 

The  Interdisciplinary  Role  of  the  Nursing  Home 
Medical  Director.  Selected  works  of  Michael  B.  Miller, 
M.D.,  F.A.C.P.  Edited  by  Dulcy  B.  Miller,  M.S.A.M. 
Wakefield,  Mass.,  Contemporary  Publishing  Inc.,  1976. 
Paperback,  296  pages. 

Ethical  Decisions  in  Medicine.  By  Howard  Brody. 
Boston,  Little,  Brown  and  Company,  1976.  Paperback, 
294  pages. 

Reviews  in  Perinatal  Medicine.  Volume  1.  Edited  by 
Emile  M.  Scarpelli,  M.D.,  Ph.D.,  and  Ermelando  V.  Cosmi, 
M.D.,  L.D.  Baltimore,  University  Park  Press,  1976.  Il- 
lustrated, 396  pages.  Cloth,  $24.50. 

The  Wilmer  Ophthalmological  Institute.  The  First 
Fifty  Years,  1925-1975.  By  M.  Elliott  Randolph,  M.D., 
and  Robert  B.  Welch,  M.D.  Baltimore,  The  Williams  and 
Wilkins  Co.,  1976.  Illustrated,  216  pages.  Cloth,  $12. 

The  Hemiblocks  in  Myocardial  Infarction.  Bv  Agustin 
Castellanos,  Jr.,  M.D.,  and  Robert  J.  Myerburg,  M.D.  New 
York,  Appleton-Century-Crofts,  1976.  Illustrated,  158 
pages.  Hard  cover,  $1 1 .75. 

The  Drugging  of  the  Americas.  By  Milton  Silverman. 

* Books  received  for  review  are  acknowledged  promptly  in  this 
column.  No  other  obligation  is  assumed  for  the  courtesy  of  those 
sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Los  Angeles,  University  of  California  Press,  1976.  Cloth, 
147  pages.  Price,  $8.50. 

A Coursebook  in  Health  Care  Delivery.  By  Sidney 
Shindell,  M.D.,  LL.B.,  Jeffrey  C.  Salloway,  Ph.D.,  and 
Collete  M.  Oberembt,  M.S.W.  New  York,  Appleton- 
Century-Crofts,  1976.  Illustrated,  603  pages.  Hard  cover, 
$20.50. 

Infection  and  the  Compromised  Host.  Edited  by  James 
C.  Allen,  M.D.  Baltimore,  Williams  & Wilkins  Company, 
1976.  Illustrated,  176  pages.  Paperback,  $10.95. 

Refraction:  A Programmed  Text.  Second  Edition. 
By  Robert  D.  Reinecke,  M.D.,  and  Robert  J.  Herm,  M.D. 
New  York,  Appleton-Century-Crofts,  1976.  Illustrated, 
365  pages.  Paperback,  $15. 

First-Line  Patient  Care  Management.  By  Barbara  J. 

Stevens,  R.N.,  Ph.D.  Wakefield,  Massachusetts,  Con- 
temporary Publishing,  Incorporated,  1976.  Paperback, 
182  pages.  Price,  $7.95. 

The  Sexual  Experience.  Edited  by  Benjamin  J.  Sadock, 
M.D.,  Harold  I.  Kaplan,  M.D.,  and  Alfred  M.  Freedman, 
M.D.  Baltimore,  The  Williams  and  Wilkins  Company, 
1976.  Illustrated,  666  pages.  Hard  cover. 

Physical  Examination  of  the  Spine  and  Extremities. 

By  Stanley  Hoppenfeld,  M.D.  New  York,  Appleton- 
Century-Crofts,  1976.  Illustrated,  276  pages.  Hard  Cover, 
$16.50. 

Food  for  People.  Second  Revised  Edition.  By  Sarah  R. 
Riedman,  New  York,  Abelard  Schuman,  1976.  Illustrated, 
228  pages.  Cloth,  $6.95. 

Medical  Statistics  in  World  War  II.  Prepared  and 
published  under  the  direction  of  Lieutenant  General 
Richard  R.  Taylor,  The  Surgeon  General,  United  States 
Army.  Editor-in-Chief,  Colonel  John  Lada,  MSC,  USA. 
Editor  for  Medical  Statistics,  Frank  A.  Reister.  Wash- 
ington, D.C.,  Office  of  the  Surgeon  General.  Department 
of  the  Army,  1975.  Cloth,  1,215  pages.  Price,  $19.50. 

Cost-effectiveness  of  Primary  and  Team  Nursing.  By 

Gwen  Marram,  R.N.,  Ph.D.,  et  al.  Wakefield,  Massa- 
chusetts, Comtemporary  Publishing,  Inc.,  1976.  Paper- 
back, 91  pages.  Price,  $6.95. 

Audit  and  Evaluation  of  Ambulatory  Health  Care. 
Proceedings  of  a Conference  Sponsored  by  The  New 
York  Association  for  Ambulatory  Care,  June  2-3, 1975. 

Edited  by  Naomi  Bluestone,  M.D.,  M.P.H.,  et  al.  Pa- 
perback, 269  pages. 
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physics,  it  proceeds  to  provide  an  introduction  to  thought 
processes  necessary  for  the  interpretation  of  radiograms. 
Interspersing  radiographic  studies,  drawings  by  such 
masters  as  Cezanne  and  Whistler,  specimen  roentgeno- 
grams, and  quizzes,  Dr.  Squire  leads  the  student  to  an 
understanding  of  the  proper  place  of  radiology  in  the 
clinical  management  of  patients  with  a wide  variety  of 
medical  problems  Indeed,  Dr.  Squire  emphasizes  that  the 
purpose  of  the  book  is  not  to  be  a reference  on  the  findings 
in  particular  disease  states,  but  rather  a guide  to  the 
methods  by  which  radiographic  studies  should  be  per- 
formed and  interpreted. 

The  new  edition  is  intended  to  bring  the  book  up-to- 
date.  Many  of  the  changes  which  have  been  incorporated 
into  the  book  were  suggested  by  students  who  have  used 
it;  the  changes  designed  to  make  sections  of  the  text  more 
understandable  and  to  improve  the  quality  of  the  illus- 
trations. Significant  additions  in  the  text  include  ex- 
pansion of  the  section  on  radiation  hazards  as  well  as  ad- 
ditional material  on  the  physiology  of  the  urinary  and 
biliary  systems.  Other  revisions  have  been  relatively  minor 
but  the  addition  of  one  sentence  to  the  discussion  of 
coarctation  of  the  aorta  seems  not  only  out  of  place  in  a 
radiology  text  but  also  somewhat  worrisome  in  its  impli- 
cations. Dr.  Squire  states,  “It  is  nothing  short  of  criminal 
neglect  for  a physician  to  fail  to  measure  leg  pressures  in 
any  young  hypertensive.” 

Pointing  up  the  modernization  of  the  book  is  the  change 
in  title  from  Fundamentals  of  Roentgenology  to  the  less 
stilted  Fundamentals  of  Radiology.  Missing  from  this 
updated  edition,  however,  is  any  significant  mention  of 
diagnostic  modalities  which  have  shown  major  improve- 
ment since  the  initial  publication.  While  it  is  under- 
standable that  no  attempt  is  made  to  discuss  the  devel- 
opment of  ultrasonography  and  computerized  axial  to- 
mography, it  is  less  clear  why  there  has  been  no  mention 
of  the  state  of  nuclear  radiology  in  the  1970’s.  The  only 
radionuclide  studies  illustrated  are  ones  which  were  per- 
formed employing  techniques  now  out  of  date. 

Nothwithstanding  these  criticisms,  however,  the  new 
edition  is  a welcome  one.  Virtually  all  medical  students 
and  a large  number  of  nonradiologic  physicians  can  gain 
a tremendous  amount  of  insight  into  the  proper  approach 
to  the  understanding  of  radiographic  examinations. 
Richard  A.  Rosen,  M.D. 

Persons  at  High  Risk  of  Cancer:  An  Approach  to 
Cancer  Etiology  and  Control.  Edited  by  Joseph  F. 
Fraumeni,  Jr.  New  York,  Academic  Press,  1975.  Hard- 
cover, 544  pages. 

This  book  is  based  on  a conference  sponsored  by  the 
National  Cancer  Institute  (NCI)  and  the  American  Cancer 
Society.  It  contains  a comprehensive  collection  of  con- 
temporary knowledge  of  risk  factors  in  cancer.  An  inter- 
national group  of  contributors,  many  from  the  NCI,  present 
32  extensive  reviews  grouped  in  six  parts,  each  of  which 
ends  with  a useful  overview  of  material  covered.  Host 
influences,  such  as  those  genetically-determined  or  re- 
sulting from  immune  deficiency  states,  are  presented  in  the 
first  section;  physical,  chemical,  and  biological  factors  in 
the  environment  ranging  from  radiation  and  air  pollution 
through  carcinogenic  therapeutic  drugs,  diet,  and  viruses 
are  presented  in  the  second.  These  first  two  parts  occupy 
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more  than  half  the  book. 

The  remaining  sections  deal  with  the  interesting  geo- 
graphic variations  in  cancer  incidence  and  efforts  being 
made  to  apply  the  lessons  learned  from  already-defined 
high-risk  groups.  Future  paths  to  be  taken  in  the  in- 
creasingly important  areas  of  cancer  etiology  and  epi- 
demiology, including  public  education,  are  surveyed. 

The  book  is  a timely  contribution  to  a field  where  it  is 
becoming  increasingly  apparent  that  the  incidence  of  many 
human  neoplasms  directly  or  indirectly  depends  on  in- 
teractions between  the  environment  and  our  milieu  in- 
terieur.  The  editor  has  provided  a useful  index  and  the 
volume  is  a first  rate  source  of  information  and  references 
for  all  interested  in  the  incidence  of  cancer,  not  only  that 
in  high  risk  groups.  D.  D.  Porteous,  Ph.D. 

Review  of  Child  Development  Research.  Volume  five. 
Edited  by  E.  Mavis  Hetherington.  Chicago,  The  Univer- 
sity of  Chicago  Press,  1976.  Cloth,  615  pages.  Price, 
$17.50. 

This  review  of  research  in  the  field  of  child  development 
is  the  fifth  in  a series  prepared  under  the  auspices  of  the 
Society  for  Research  in  Child  Development,  an  interdis- 
ciplinary group  comprised  predominantly  of  psychologists 
and  educators.  Thus,  although  the  studies  reported  on 
purportedly  are  aimed  at  the  broadest  possible  audience, 
they  will  have  their  greatest  appeal  to  psychologists, 
teachers,  and  sociologists.  The  book  is  organized  into 
chapters,  each  written  by  a different  author  or  group  of 
authors,  covering  a variety  of  topically  important  aspects 
of  child  development,  most  of  them  highly  specialized  and 
of  limited  general  interest. 

Two  sections,  however,  are  of  great  pertinence  to  pedi- 
atricians and  child  psychiatrists  as  well  as  to  all  physicians 
in  their  role  as  citizens.  These  are  the  chapters  dealing 
with  child  abuse  and  with  the  impact  of  television  on 
children  and  youth.  With  respect  to  the  latter,  the  sig- 
nificant thrust  of  current  research  findings  is  that  the 
viewing  of  aggression  stimulates  aggressive  behavior, 
especially  in  boys;  that  there  is  an  increased  percentage  of 
viewing  time  directed  toward  violent  programs  among  older 
children  and  adolescents;  and  that  children  of  lower  so- 
cioeconomic groups  devote  more  time  to  the  viewing  of 
violence  than  do  others.  When  these  findings  are  juxta- 
posed with  the  chapter  on  child  abuse,  the  implications  are 
unsettling,  if  not  ominous.  For,  among  other  causes  of 
child  abuse,  it  is  found  that  an  acceptance  of  violence  as  a 
means  of  resolving  conflict  underlies  much  of  the  interac- 
tional behavior  within  families.  Moreover,  adults  who 
employ  verbal  or  physical  abuse  among  themselves  are 
more  prone  to  use  physical  punishment  in  disciplining 
children.  Thus,  we  cannot  isolate  what  we  tolerate  as 
television  entertainment  as  being  unrelated  to  our  daily 
and  most  intimate  relationships. 

The  writing  is  lucid,  with  striking  restraint  in  the  use  of 
professional  jargon,  and  with  surprising  uniformity  of  style, 
considering  the  multiplicity  of  authorship.  Of  particular 
value  to  the  reader  is  an  outline  of  contents  at  the  start  of 
each  section,  summarizing  paragraphs  at  the  end  of  each 
subsection,  and  a concluding  paragraph  at  the  end  of  the 
section.  Doris  H.  Milman,  M.D. 

Stedman’s  Medical  Dictionary.  Twenty-third  edition. 
Baltimore,  The  Williams  & Wilkins  Company,  1976.  Il- 
lustrated, 1,678  pages.  Hardcover,  $21.95. 


The  publishers  of  the  23rd  edition  of  Stedman’s  Medical 
Dictionary,  illustrated,  have  met  the  challenge  of  the 
production  of  an  up-to-date,  useful  medical  dictionary. 
This  is  probably  because  of  their  awareness  of  the  innu- 
merable problems  that  present  themselves  in  the  printing 
of  a medical  dictionary  that  is  a happy  desirable  compro- 
mise between  an  informative  compendium  and  an  abridged 
encyclopedic  alphabetic  listing  of  information. 

The  volume  has  been  enlarged  even  though  the  22nd 
edition  already  did  have  more  than  7,000  new  entries  and 
almost  25,000  revised  definitions,  with  new  information 
covering  30  per  cent  over  and  above  that  in  the  21st  edition. 
The  benefits  of  the  computer  in  the  22nd  edition  have  been 
carried  over  into  the  new  23rd  issue.  The  volume  has  been 
maintained  up-to-date  by  the  further  addition  of  more 
than  15,000  new  entries  and  fully  more  than  10,000  new 
definitions  with  almost  5,000  new  cross-references.  In  the 
23rd  edition  more  than  13,000  definitions  have  been  revised 
to  meet  the  impact  of  advancing  scientific  knowledge.  The 
problem  of  synonyms  and  pseudosynonyms  has  been 
handled  effectively,  making  reference  and  retrieval  less  of 
a problem. 

The  fields  of  immunology,  molecular  biology,  genetics, 
and  the  advances  in  pharmacology,  toxicology,  and  enzy- 
mology  have  been  given  full  and  detailed  attention.  The 
mechanism  devised  for  the  full  utilization  of  computer 
retrieval  has  made  the  application  of  the  newer  and  rapidly 
expanding  knowledge  of  the  specialties  and  subspecialties 
available  to  the  user  of  the  dictionary.  This  applies  to  the 
other  fields  of  science  related  to  disease. 

The  mere  mechanical  aspects  of  this  publication  repre- 
sents an  achievement,  too,  for  a volume  has  been  created 
using  thin  paper  with  preservation  of  strength  and  very 
legible  printing.  This  reviewer  takes  exception  to  a 
suggestion  by  a previous  outstanding  reviewer  of  the  22nd 
edition  that  some  of  the  anatomical  plates  could  be  elimi- 
nated; his  comment  is  that  the  31  plates  in  the  center  of  the 
volume  contains  an  effective  visual  presentation  of  infor- 
mation in  readily  accessible  form. 

The  editors  are  to  be  complimented  by  making  the  23rd 
edition  of  Stedman’s  Medical  Dictionary  a book  on  med- 
ical definition  and  diction,  with  selected  information 
readily  retrievable  and  with  an  abundance  of  listed  yet 
integrated  scientific  information.  The  numerous  tables 
and  separate  lists  are  very  helpful.  It  remains  a most 
useful  dictionary;  an  important  instrument  of  learning. 
A.A.A. 

Diabetes:  New  Look  at  an  Old  Problem.  By  Bertran 
E.  Lowenstein,  M.D.,  and  Paul  D.  Preger,  Jr.  New  York, 
Harper  & Row  Publishers,  1976.  Hardcover,  274  pages. 
Price,  $8.95. 

The  stated  purpose  of  this  book  is  to  clarify  some  of  the 
present  confusion  regarding  diabetes,  the  diet,  control,  oral 
hypoglycemic  agents,  complications,  and  so  forth,  and  thus 
help  the  diabetic  to  cope  with  his  disease.  The  goal  is 
highly  laudable,  but,  unfortunately,  the  result  is  not. 

There  are  many  unproved  and  unacceptable  concepts 
as  well  as  incorrect  statements.  Following  them  could  lead 
the  unwary  diabetic  into  difficulties.  For  example,  the 
author  states  that  insulin  is  contributory  to  the  severity  of 
the  complications  in  insulin  dependent  diabetics.  There 
is  the  statement  that  30  to  40  units  of  insulin  is  a maximum 
for  any  diabetic,  which  is  incorrect.  The  book  refers  to 
insulin  U20  which  has  not  been  manufactured  for  many 
years. 
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The  author  alludes  favorably  and  uncritically  to  the 
possible  benefits  from  a clairvoyant,  a faith  healer,  and 
ma&sive  doses  of  vitamin  C.  He  suggests  fructose  as  an 
antidiabetic  food  whereas  it  has  been  clearly  established 
that  some  95  per  cent  of  fructose  is  rapidly  converted  into 
glucose  by  the  liver;  the  same  applies  to  sorbitol.  Although 
hypoglycemia  can  be  an  early  sign  of  diabetes,  the  author 
duly  accepts  in  addition  the  concept  of  “functional  hypo- 
glycemia” as  a distinct  and  common  entity  whereas  it  is 
actually  only  a fad  and  a “nondisease.”  He  goes  even 
further  and  credits  the  highly  criticized  Atkin’s  diet  with 
helping  so  many  “Hypoglycemics.” 

He  attributes  premature  ejaculation  and  loss  of  libido 
to  neuropathy.  Actually,  neither  of  these  has  the  slightest 
relationship  to  diabetic  neuropathy;  premature  ejaculation 
is  a classic  psychogenic  manifestation  and  maintanence  of 
libido  is  the  clinical  characteristic  of  diabetic  impotence. 

On  the  plus  side,  the  book  is  highly  readable  and  has  a 
most  attractive  style.  It  is  well  written  and  in  language 
that  is  readily  understandable  by  lay  people.  Many  of  the 
recent  advances  are  included  and  well  presented. 

However,  because  of  the  many  misleading  concepts  and 
inaccuracies,  only  some  of  which  have  been  mentioned,  this 
book  can  not  be  recommended.  Max  Ellenberg,  M.D. 

Gynaecological  Malignancy:  Clinical  and  Experi- 
mental Studies.  Edited  by  M.  G.  Brush  and  R.  W.  Tay- 
lor. Baltimore,  The  Williams  and  Wilkins  Company,  1975. 
Illustrated,  274  pages.  Hardcover,  $24.75 

Presentations  given  at  a symposium  organized  at  the  St. 
Thomas’s  Hospital  in  London  were  selected  by  the  editors 
for  publication  and  form  the  basis  of  this  interesting  book. 
The  manuscripts  include  new  thoughts  on  some  aspects  of 
cervical,  endometrial,  and  ovarian  carcinoma.  Rhodes 
notes  the  persistent  insufficient  screening  with  cervical 
smear  especially  in  the  high  risk  patients.  Yet  he  has 
abandoned  this  procedure  in  pregnant  women.  He  em- 
phatically states  that  the  indications  for  surgery  in  the 
management  of  cervical  cancer  exist  only  where  facilities 
for  radiation  are  inadequate.  Lewis  suggests  special  in- 
vestigations preoperatively  as  a guide  to  detecting  the 
lymphatic  spread  of  carcinoma  because  during  a hyster- 
ectomy with  lymphadenectomy  palpably  enlarged  glands 
can  be  caused  by  hyperplasia,  infection,  or  radiation  fi- 
brosis rather  than  metastatic  disease.  Although  the 
techniques  have  limitations  they  may  increase  the  accuracy 
of  diagnosis  and  prognosis  in  this  disease.  Poste  and 
Waterson  devote  one  chapter  in  a description  of  the  re- 
markable epidemiological  association  of  herpes  virus  type 
II  with  cervical  cancer.  The  antigenic  typing  of  this  virus 
is  fairly  specific  and  because  of  its  oncogenic  potential 
physicians  must  accept  a heavy  responsibility  for  following 
infected  patients  carefully  for  many  years. 

The  discussions  on  ovarian  cancer  included  studies  of 
its  prevalance,  mortality,  and  incidence  rates.  Campbell 
disclosed  that  it  is  the  commonest  gynecological  cancer  in 
England  and  Wales;  the  mortality  from  it  seems  to  increase 
steadily  until  it  plateaus  during  the  sixth  decade.  Survival 
depends  on  the  clinical  stage  of  the  disease  with  a 20  per 
cent  decrease  in  five-year  survivals  in  each  stage  with  al- 
most no  patients  surviving  in  Stage  4 (FIGO).  The  overall 
poor  survival  rate  largely  results  from  inadequate  detection 
techniques  and  diagnosis.  No  clear  consensus  exists  cur- 
rently regarding  the  best  approach  to  treatment  and 
management  of  ovarian  cancer  for  the  selection  of  the 
therapeutic  regimen  seems  dominated  largely  by  the  per- 


sonal choice  of  the  oncologist. 

Brush  and  colleagues  report  that  little  experimental 
evidence  is  available  on  the  endocrine  status  of  patients 
with  cystic  endometrial  hyperplasia  and  it  is  not  certain 
that  excess  or  unopposed  estrogen  is  the  key  factor.  Pos- 
sibly altered  endometrial  sensitivity  to  estrogen  or  changes 
in  its  tissue  metabolism  could  be  important.  Clearly  a 
complex  interplay  of  endocrinologic  factors  are  involved 
in  the  etiology  of  endometrial  adenomatous  hyperplasia. 
The  increased  conversion  of  androstenedione  to  estrogens 
in  some  patients  could  exceed  individual  thresholds  above 
which  hyperplastic  changes  result  from  estrogen  unop- 
posed by  progesterone.  Although  atypical  adenomatous 
hyperplasia  is  potentially  precancerous,  no  evidence  is 
available  to  indicate  that  cystic  hyperplasia  has  the  same 
potential.  Estrogen  replacement  in  patients  with  absent 
or  nonfunctional  ovaries  should  be  with  cyclic  estrogen  and 
progesterone  especially  if  such  therapy  is  prolonged.  No 
mention  is  made  by  the  authors  of  the  need  for  yearly  en- 
dometrial biopsy  as  a screening  technique  in  these  women. 
Taylor  describes  the  current  regimen  of  treatment  of  en- 
dometrial carcinoma  by  a combination  of  prophylatic 
medroxyprogesterone  acetate  orally  300  mg.  per  day  at  the 
time  of  curettage  and  then  for  three  weeks  until  total  ab- 
dominal hysterectomy  and  bilateral  salpingo-oophorec- 
tomy.  If  the  growth  invades  the  myometrium  a course 
radical  external  radiation  is  given.  The  progestogen  is 
continued  for  two  additional  weeks  and  then  reduced  to  100 
mg.  per  day  for  three  months  before  it  is  discontinued. 
These  hormones  are  of  definite  value  in  treating  extensive 
endometrial  carcinoma  and  50  per  cent  of  the  patients  with 
osseous  or  pulmonary  metastases  seem  to  improve. 

Other  chapters  include  brief  discussion  of  experimental 
immunologic  studies  and  some  clinical  research  with  im- 
munotherapy. Searle  believes  that  alpha  fetoprotein  de- 
terminations have  an  established  place  to  chart  the  progess 
and  response  of  certain  gynecological  tumors,  especially 
ovarian  teratomas. 

Most  of  the  chapters  are  carefully  written  and  docu- 
mented with  ample  references.  I recommend  this  book 
especially  to  the  gynecological  oncologist  but  it  is  of  interest 
as  well  to  the  general  gynecologist.  Alvin  M.  Siegler, 
M.D. 

The  Interdisciplinary  Role  of  the  Nursing  Home 
Medical  Director.  By  Michael  B.  Miller,  M.D.  Wake- 
field, Massachusetts,  Contemporary  Publishing,  Inc.,  1976. 
Paper,  296  pages. 

This  paperback  edition  is  a must  for  the  library  of  every 
nursing  home  or  chronic  care  lacility  and  should  be  on  the 
desktop  of  every  one  of  its  medical  directors.  The  author 
indicates  how  every  medical  director  can  achieve  integra- 
tion for  all  aspects  of  medical  care  in  the  various  subdivided 
areas  and  specialties.  It  is  the  medical  director  who  is  in 
a fortunate  position  to  have  all  existing  knowledge  applied 
to  the  patient,  an  aspect  of  care  being  lost  in  our  active 
general  and  special  hospitals.  He  can  simplify  and  apply 
this  to  the  many  aspects  of  chronic  illness  and  achieve  a 
synthesis  of  the  entire  therapeutic  community  for  the 
chronic  ill  and  aged. 

A study  of  the  table  o'-  contents  indicates  the  range  of 
involvement  and  the  extent  of  the  applicability  of  each 
individual  chapter,  this  covers  medical  care  of  course,  but 
also  the  problems  in  nursing,  social  service,  and  adminis- 
tration. There  is  much  in  this  little  volume  that  has  a 
philosphical  bent  and  a social  message.  A.A.A. 
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NEW  YORK  CONVENTION  & VISITORS  BUREAU 


GENERAL  SESSION 


1976  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 

Sunday,  November  7,  1976,  All  Day  Session 
Royal  Ballroom,  Second  Floor 

Leo  J.  Swirsky,  M.D.,  Brooklyn,  Presiding, 

Associate  Chairman,  Scientific  Program  Committee 

Joint  Meeting  with 

Sections  on  Family  and  General  Practice;  Pathology,  Clinical  Pathology,  and  Blood  Banking;  Radiology;  Surgery 

MORNING  SESSION 

Symposium  and  Panel  Discussion 

Cancer  Of  The  Breast 

Alfred  Schwarz,  M.D.,  New  York  City,  Moderator 
Director  of  Pathology,  Jewish  Memorial  Hospital 

10:00  The  Role  of  the  Family  Physician  in  the  Diagnosis  and  Care  of  the  Patient  with  Cancer  of  the  Breast 

Clement  J.  Boccalini,  M.D.,  Floral  Park 

Chairman,  Department  of  Family  Medicine,  Nassau  County  Medical  Center;  Associate  Professor  of 
Clinical  Family  Medicine.  State  University  of  New  York  at  Stony  Brook 

10:15  The  Use  of  Mammography,  Xerography,  and  Thermography  in  the  Diagnosis  of  Cancer  of  the  Breast 

Ruth  Rosenblatt,  M.D.,  The  Bronx 

Radiologist,  Montefiore  Hospital  and  Medical  Center;  Assistant  Professor  of  Radiology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

10:45  Recess  to  View  Exhibits 

11:15  Pathology  of  Carcinoma  of  the  Breast  and  Its  Implications 

Raffaele  Lattes,  M.D.,  New  York  City 

Professor  of  Surgical  Pathology,  Columbia  University  College  of  Physicians  and  Surgeons 

12  Noon  Panel  Discussion 

The  above  panelists 


AFTERNOON  SESSION 
Therapeutic  Aspects  of  Breast  Cancer 
Frank  J.  Fragala,  M.D.,  White  Plains,  Moderator 
2:00  Present-Day  Thinking  in  the  Surgical  Treatment  of  Breast  Cancer 

Guy  F.  Robbins,  M.D.,  New  York  City 

Attending  Breast  Surgeon,  Memorial  Hospital  for  Cancer  and  Allied  Diseases 
2:30  Breast  Reconstruction  Following  Mastectomy 
Edgar  P.  Berry,  M.D.,  New  York  City 

Director,  Department  of  Plastic  Surgery,  Lenox  Hill  Hospital 
2:45  Omental  Transplantation  in  the  Treatment  of  Postmastectomy  Lymphedema 
Harry  S.  Goldsmith,  M.D.,  Philadelphia,  Pennsylvania  (by  invitation) 

Professor  and  Chairman,  Department  of  Surgery,  Jefferson  Medical  College  of  Thomas  Jefferson 
University 

3:00  Panel  Discussion 

The  above  panelists 
3:15  Recess  to  View  Exhibits 

3:45  Role  of  Radiotherapy  in  Carcinoma  of  the  Breast 

Harry  J.  Perlberg,  Jr.,  M.D.,  New  York  City 

Assistant  Professor  of  Radiotherapy,  The  Mount  Sinai  School  of  Medicine  of  City  University  of  New 
York 

4:00  Chemotherapy  in  Carcinoma  of  the  Breast 

Edward  P.  Ambinder,  M.D.,  New  York  City 

Assistant  in  Medicine,  The  Mount  Sinai  School  of  Medicine  of  City  University  of  New  York 

4:30  Panel  Discussion 

The  above  panelists 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

“MEET  THE  PROFESSOR” 

LUNCHEON  DISCUSSIONS 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems  on  a one-to-one  basis, 
with  experts  in  your  field. 

Preregistration  and  prepayment  of  $5.00  per  luncheon  will  be  required. 

Maxwell  Spring,  M.D.,  Chairman 


PRINCESS  BALLROOM,  HOTEL  AMERICANA,  12:30  p.m. 
MONDAY,  NOVEMBER  8 


Table  No. 

M-l  Murray  Davidson — Pediatric  Gastroenterology 

M-2  Eli  A.  Friedman — The  Diabetic  with  Kidney  Disease 
M-3  Miles  A.  Galin — Rehabilitation  of  the  Cataract  Patient 
M-4  Leon  Ginzburg — Surgical  Management  of  Colonic 

Lesions 

M-5  Robert  H.  Goetz — Vascular  Surgery 
M-6  Bruce  B.  Grynbaum — Backache 

M-7  Richard  M.  Hays — Electrolytes 

M-8  Sidney  Kahn — Reconstructive  Breast  Surgery  after 
Mastectomy 


Table  No. 

M-9  Robert  M.  Kohn — Cardiac  Rehabilitation 
M- 1 0 W.  Harding  LeRiche — Nutrition — 1 976 
M-l  1 Bernard  J.  Pisani — Ectopic  Gestation 
M- 1 2 Theobold  Reich — Safe  Use  of  Oxygen 
M-l  3 William  S.  Rosenthal — Progress  in  Clinical 
Gastroenterology 

M- 1 4 Harold  Sage — Lumps  in  the  Neck 
M-l  5 A.  Louis  Southren — Male  Gonads 
M- 1 6 Abraham  Weinberg — The  Use  of  Hypnosis  & 
Meditation  in  Medical  Practice 


TUESDAY,  NOVEMBER  9 


Table  No. 

Table  No. 

T-l 

Hugh  R.  K.  Barber — The  Role  of  Immunology  in 

T-8 

Hans  Kraus — Treatment  of  Neck  Pain 

Obstetrics  & Gynecology 

T-9 

Barrie  Levitt — Cardiac  Drugs 

T-2 

Burton  D.  Cohen — Uremia:  Biochemistry  & 

T-10 

John  L.  Lewis  Jr. — Newer  Methods  in  the  Treatment  of 

Pathogenesis 

Pelvic  Cancer 

T-3 

Doris  Escher — Cardiac  Pacemakers 

T-l  1 

Victor  Lorian — Which  Antibiotic? 

T-4 

Henry  Fleck — Clinical  Electromyography  in  Medicine 

T-l  2 

Otto  Neurath — What’s  New  in  Electrocardiography? 

& Surgery 

T-l  3 

Alexander  Richman — Advances  in  Diseases  of  the 

T-5 

Leon  Greenspan — Disorders  of  Movement  from  Infancy 

Pancreas 

through  Adolescence 

T-l  4 

Morris  Rubin — Lung  Tumors 

T-6 

Duncan  Hutcheon — Newer  Concepts  in  Diuretic 

T-l  5 

Irving  J.  Selikoff — The  Medical  Practitioner  & the 

Therapy 

Discovery  of  Causes  of  Environmental  Cancer 

T-7 

Nathan  S.  Kline — Depression 

T-l  6 

Martin  L.  Stone — Diabetes  and  Pregnancy 

WEDNESDAY, 

NOVEMBER  10 

Table  No. 

Table  No. 

W-l 

Richard  Farmer — Colonic  Diseases — Inflammatory 

W-8 

Kermit  L.  Pines — Newer  Concepts  in  the  Treatment  of 

Bowel  Disease 

Diabetes 

W-2 

Edward  E.  Eischel — Rheumatic  Fever 

W-9 

Sheldon  P.  Rothenberg — Clinical  Considerations  in  the 

W-3 

Robert  W.  M.  Erater — Decision  Making  in  Cardiac 

Diagnosis  & Management  of  Megaloblastic  Anemia 

Surgery 

W-10 

Hiromi  Shinya — Colonoscopy:  Technique,  Diagnosis, 

W-4 

Samuel  Gershon — The  Use  of  Psychotherapeutic  Drugs 

& Treatment 

in  Geriatric  Practice 

W-l  1 

G.  Tom  Shires— Shock  Management 

W-5 

David  M.  Hirsh — Replacement  & Reconstructive 

W- 1 2 

Theodore  H.  Spaet — Arterial  Thrombosis 

Procedures  for  Degenerative  Conditions  of  the  Joints 

W-l  3 

Louis  Venet — Breast  Cancer 

W-6 

Israeli  A.  Jaffe  —Rheumatic  Diseases 

W-7 

Kurt  Lange — Acute,  Subacute,  & Chronic 
Glomerulonephritis:  How  to  Diagnose  It,  and  What  to 
Do  About  It. 
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PRACTICES  AVAILABLE 


•4  "9  Cadillac  Coupe  de  Ville 

I y I I 1976  PRICES  GUARANTEED* 

36  months  (n>  $221.00 
26  months  (a  $259.00 
14  months  Qj  $295.00 

All  Coupe  de  Villes  fully  equipped.  All  other  makes  & 
models  available  on  same  basis.  Order  now  and  insure 
the  best  price  & delivery  for  yourself.  * Good  on  all  orders 
placed  by  September  10th. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.V.  (516)  248-9041 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT-TACTFVJL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals— Moil  billhead  for 
details.  Crane  Discount  Corp.,  251  W 42nd  St.,  New  York,  N.  Y.  10036 
LO  5-2943 


Index  to  Advertised  Products 


Analgesics 

Darvon  (Eli  Lilly  & Company)  1292 

Percodan  (Endo  Laboratories)  1417 

Phenaphen  (A.  H.  Robins  Company)  1216,  1217 

Soma  Compound  (Wallace  Laboratories)  1282-1283 

Analgesic  sedatives 

Fiorinal  (Sandoz  Pharmaceuticals)  4th  cover 

Antibiotics 

Bactirm  (Roche  Laboratories)  1308,  1309,  1310 

Antibiotic  injectables 

Garamycin  (Schering  Corp.)  1379,  1380,  1381,  1382 

Antidiabetic  agents 

Orinase  (Upjohn  Company)  1291 

Antiinflammatory 

Indocin  (Merck  Sharp  & Dohme)  1412,  1413,  1414 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Infant  food  formulas 

i-Soylac  (Loma  Linda  Foods)  1284 

Medical  billing  systems 

EDP  Medical  Computer  Systems  1421 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals)  1297,  1298 

Oral  bronchodllators 

Tedral  (Warner-Chilcott  Laboratories)  1287 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories)  . 1345 


GROWING  FAMILY  PRACTICE  ON  N.  SHORE,  L.I.  AVAILABLE.  IN 
eludes  1,000  sq.  ft.  newly  appointed  office  with  waiting,  consultation  and  thre 
examining  rooms,  small  lab.  Hospitals  in  proximity.  Reasonable  term; 
Leaving  for  residency.  Call  (516)  928-5253. 


INi 


Oep 


DERMATOLOGY  PRACTICE  AVAILABLE.  EXCELLENT  LOCATION  - 
North  to  Orient  and  South  to  Montauk  Point,  Long  Island.  Owner  leavin, 
area.  Unopposed.  $100,000  plus  gross.  Low  overhead.  Sacrifice.  Marti; 
Wolborsky,  M.D.,  1355  Roanoke  Ave.,  Riverhead,  N.Y.  11901.  (516)  727-7615  9HYSI 


SC 

ti 


OPHTHALMOLOGY  PRACTICE  IN  PLEASANT  UPSTATE  N.Y.  COLLEGI 
community.  High  income  on  3%  day/week;  can  easily  be  increased  if  desired  " 
Skiing,  sailing  and  major  city  are  nearby.  Liberal  terms  for  sale  or  associa 
tion.  Dept.  549,  c/o  NYSJM. 


PRIMARY  CARE  PHYSICIAN  RETIRING.  LUCRATIVE  PRACTICE 
Nassau  County,  suburban  area  which  needs  another  primary  care  physician  ^ 
Modern  8 room  home  with  separate  5 room  office  attached,  fully  equipped 
100  x 100  corner  property.  Many  extras.  Low  maintenance.  Immediate  in 
come  from  existing  patient  load.  (516)  868-5633. 
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POSITIONS  WANTED 
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■ester 


GENERAL  VASCULAR  SURGEON,  BOARD  ELIGIBLE,  AGE  34,  PRES- 
ently  working  with  a group  in  Midwest,  desires  to  join  a small  group.  Li- 
censed in  New  York,  New  Jersey  & Vermont.  Available  mid-September. 
Dept.  548,  c/o  NYSJM. 


ader 


■gop 

Eiceil 


POSITION  WANTED:  ANESTHESIOLOGIST,  LICENSED  N.Y.  STATE 
16  yrs.  of  experience  all  kinds  of  anesthesia,  affiliated  with  medical  school  ILNEl 
seeking  private  practice  in  Long  Island,  Queens.  Please  call  (516)  681-7512.  jui 


surse 


per 

M.D. 


PHYSICIANS  WANTED 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clear 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)458-7132. 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State's  fastest -growing  metropolitan  area.  Florida’s  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department,  Medfield 
Corporation,  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
Florida  33733. 


CONSCIENTIOUS  INTERNISTS,  FAMILY  PRACTITIONERS  AND  PEDIA- 
tricians  are  being  sought  by  Northeastern  Ohio  multispecialty  group  of  12. 
An  interest  in  quality  primary  care  medicine  is  necessary.  Excellent  new 
facility,  congenial  co-workers  and  outstanding  fringe  benefits.  A non-profit 
medical  center  with  no  investment  required,  interested  in  treating  and  edu- 
cating all  patients  regardless  of  financial  ability  to  pay.  Competitive  starting 
salary.  Dept.  527,  c/o,  NYSJM. 

EMERGENCY  ROOM  PHYSICIANS— FULL  TIME  POSITIONS  AVAIL- 
able  in  a 300+  bed  hospital;  you  will  be  a part  of  an  8 man  rotating  team,  wi  h 
full  back-up  coverage  in  all  specialties;  40  hour  work  week;  salary  $40,000  per 
year;  plus  many  fringe  benefits  including  4 weeks  vacation,  one  week  study 
leave;  New  York  State  license  required;  send  curriculum  vitae  to  Sister  Rose 
Vincent,  Executive  Administrator,  St.  Elizabeth  Hospital,  2209  Genesee 
Street,  Utica,  New  York  13501  or  phone  (315)  798-5123. 
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Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  ...  1419 

Tranquilizers 

Librium  (Roche  Laboratories)  1360,  1361 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  .Jersey,  Connecticut /permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med.  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 
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The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 

With  James  H.  Cyriax,  M.D.,  Visiting  Professor  of  Orthopaedic  Medicine 

OCTOBER  4TH  THRU  9th,  1976 

For  further  information  please  contact: 

Department  of  Orthopaedics,  University  of  Rochester  Medical  Center, 
601  Elmwood  Ave  , Rochester,  N Y 14642  (7 16)  275-5411,  Mrs  Wendy  Keck 


HYSICIANS  WANTED  — CONT  D 


xi  IYSICIANS — $45,000  PER  ANNUM,  EXCELLENT  FRINGE  BENEFITS. 
. Stimulating  medical  careers  in  emergency  and  critical  care  medicine.  Send 
resume  to:  VVavne  M.  Bailey,  Administrative  Director,  Critical  Care,  724 

South  Edisto  Avenue,  Columbia.  SC  29205. 


1 IE  FAMILY  MEDICINE  RESIDENCY  PROGRAM  OF  THE  UNIVERSITY 
' of  Rochester  and  Highland  Hospital  is  seeking  an  obstetrician/gynecologist. 
Responsibilities  will  encompass  teaching  of  residents  and  medical  students, 
and  ambulatory  and  in-patient  care.  Optional  University  faculty  appoint- 
ment available.  Salary  negotiable  based  on  qualifications  and  experience. 
Generous  fringe  benefits,  vacation  and  continuing  education.  Submit  resumes 
- and  inquiries  to:  Eugene  S.  Farley,  Jr.,  M.D.,  M.P.H.,  Professor  and  Di- 

rector, Family  Medicine,  885  South  Avenue,  Rochester,  N.Y.  14620. 


ISCONSIN  MULTI-SPECIALTY  GROUP  OF  22  PHYSICLANS  IN  MID- 
vestern  college  town  between  Madison.  Milwaukee  and  Chicago.  Will  con- 
sider applicants  in  General  Internal  Medicine.  Gastroenterology,  Allergy. 
DB/GYN,  Pediatrics,  Otolaryngology  and  Ophthalmology.  New  dinic  build- 
ng  opening  this  year  adjacent  to  new  hospital.  Very  competitive  income. 
Excellent  medical  environment.  Call  or  write:  Ken  Gold,  M.D.,  Beloit 

Clinic,  S.C.,  1146Grant  St.,  Beloit,  Wi.  53511.  Phone:  608/365-4411. 


ENERAL  SURGEON  WANTED  TO  ASSUME  ASSOCLATE  PRACTICE  AS 
junior  partner  with  well-established  surgeon  (age  45).  Seeking  Board  eligible 
surgeon  completing  residency  program  this  year.  Office  located  next  to 
general  hospital  in  rural,  Upstate  N.Y.  community.  Contact:  Zev  Kohn 
M.D.,  Box  750,  Bath,  N.Y.  14810. 


ASSOCIATE 
DIRECTOR 

MEDICAL  SERVICES 

Bristol  Laboratories,  a major  producer  ol  ethical  pharmaceuticals,  currently 
has  a need  lor  an  Associate  Director  of  Medical  Services  to  supervise 
its  Phase  IV  clinical  trials  throughout  the  country.  This  position  includes 
the  development  and  writing  of  protocols  for  clinical  studies,  monitoring 
of  studies  and  preparation  of  final  reports 

Additional  responsibilities  include  acting  as  liaison  between  physicians  and 
our  marketing  and  sales  force  to  improve  acceptance  and  utilization  of  Bristol 
pharmaceuticals  The  individual  will  also  represent  Bristol  Laboratories  at 
scientific  meetings  where  Bristol  products  and/or  sponsorship  are  involved, 
as  well  as  participate  in  training  programs  to  instruct  and  update  sales  rep- 
resentatives 

The  successful  candidate  will  be  an  MD  with  either  previous  industrial  experience, 
academic  involvement  in  clinical  studies,  or  private  practice  experience  Applicant 
must  also  be  able  to  communicate  effectively  with  all  levels  of  people,  both  orally 
and  <n  writing 


This  position,  located  in  one  of  upstate  New  York  s leading  cultural,  educational 
and  recreational  areas,  offers  an  excellent  starling  salary  and  a full  range  of 
company  benefits.  For  confidential  consideration,  send  resume,  including 
salary  history  and  requirement,  to:  Employment  Manager,  Dept.  NYS8 


ILWAUKEE,  WISCONSIN:  PEDIATRICIANS  WANTED  FOR  1976-77 

for  new  medical  group  in  Milwaukee.  Affiliation  with  children's  hospital, 
rotating  call,  income  guarantee,  malpractice  and  health  insurance.  Reply 
Dept.  544,  c/o  NYSJM. 


N'ESTHESIOLOGISTS:  POSITIONS  AVAILABLE  IN  DEPT.  OF  ANES- 
thesiology.  Prominent  voluntary  hospital.  Conveniently  located  in  midtown 
New  York  City.  Qualifications:  certified  or  Board  eligible.  Excellent  in- 
come. An  Equal  Opportunity  Employer  m/f.  Reply  in  confidence.  Please 
send  curriculum  vitae  to:  Dept.  540.  c/o  NYSJM. 


ILWAUKEE.  WISCONSIN:  INTERNISTS  WANTED  FOR  1976  AND  1977 
for  new  medical  group.  Excellent  hospital  affiliation,  new  building,  rotating 
call,  income  guarantee,  malpractice  & health  insurance.  Must  be  Board 
eligible  and  eligible  for  Wisconsin  licensure.  Reply  Dept.  542,  c/o  NYSJM. 


PHYSICIANS  WANTED— CONT  D 


WOLCOTT,  N.Y.  FAMILY  PHYSICIAN  FOR  SMALL  GROUP.  CONTACT: 
A.  F.  Fisher,  D.D.S..  Admin.,  Myers  Community  Hospital,  Sodus,  N.Y.  14551. 
Tel.  (315)  483-9161. 


WOLCOTT.  N.Y.  FAMILY  PHYSICIAN  FOR  GROUP.  CONTACT:  DR.  H. 
Hoople  or  A.  F.  Fisher.  Admin.,  Mvers  Community  Hospital,  Sodus,  N.Y. 
14551.  Tel.  (315)  483-9161. 


LOCUM  TENENS  PEDIATRICS,  OCTOBER.  NOVEMBER  1976,  MIDDLE 
Village,  Queens,  N.Y.  No  house  or  hospital  calls.  Future  association  pos- 
sible. (212)326-0100. 


ILWAUKEE.  WISCONSIN:  OB/GYN  WANTED  FOR  1976  & 1977  FOR 
new  multi-specialty  group.  Excellent  hospital  affiliations,  new  building, 
rotating  call,  income  guarantee,  malpractice  & health  insurance.  Must  be 
Board  eligible  and  eligible  for  Wisconsin  licensure.  Reply  Dept.  543,  c/o 


OB  MAN  WANTED  TO  ASSOCIATE  WITH  OB/GYN  WITH  A VERY  AC- 
tive  OB  too  large  for  one.  All  vacation  time  desired.  Generous  terms. 
Resort  area  with  excellent  medical  facilities.  Age  not  a factor.  N.Y.  State 
license  required.  Contact:  Eugene  M.  Renzi,  M.D.,  P.C.,  159  Mullin  St., 
Watertown,  NY  13601.  1-315-788-4453. 


EURORADIOLOGIST— 500  BED  UPSTATE  N.Y.  HOSPITAL,  TEACHING 
programs,  university  association,  proposed  neuroscience  center  70,000 
exam  radiology  dept,  with  EMI  scanner  Send  vitae  & desired  financial  ar- 
rangements first  letter.  Chas.  S.  Wilson  Memorial  Hospital.  33-57  Harrison 
St.,  Johnson  City,  N.Y.  13790. 


ENERAL  PRACTITIONER  NEEDED  IN  NORTHERN  NEW  YORK  COM- 
munity  on  St.  Lawrence  River  to  take  over  established  practice  left  open  due 
to  death  of  former  physician.  Furnished  facility  available  for  minimal  rent. 
Three  hospitals,  six  colleges  within  20  mile  radius.  Montreal.  Ottawa,  Syra- 
cuse within  easy  driving  distance.  Four  seasons  sports  readily  accessible. 
Ideal  place  for  family.  For  further  information  contact  Myron  L.  Young, 
Chairman,  V\  addington  Health  Building  Committee.  Box  351,  YVaddington, 
N.Y.  13694.  Phone:  (315)  388-4478. 


LICENSED  PHYSICIANS  NEEDED  FOR  ASSIGNMENT  TO  58  WORLD- 
wide  Army  hospitals.  Excellent  salaries  and  unexcelled  benefits.  Contact 
Captain  Hall  for  complete  details.  (6091  562-4556/4271. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 
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UPDATE  CARDIOLOGY 

"Angina  Pectoris:  Diagnosis  and  Management" 
September  7-8,  1976 
Hotel  Hershey 

The  Division  of  Cardiology,  The  Pennsylvania  State  Uni- 
versity College  of  Medicine  at  The  Milton  S.  Hershey  Medical 
Center  announces  a postgraduate  education  series  to  update 
the  practicing  physician  in  current  concepts  in  the  diagnosis 
and  management  of  patients  with  heart  disease. 

Educational  meetings  will  be  held  to  half  day  sessions  to 
allow  adequate  time  to  enjoy  the  family  activities  available 
in  the  Hershey  area. 

GUEST  SPEAKER:  Dr.  Charles  A.  Berry,  president  of  the 
University  of  Texas  Health  Science  Center  at  Houston  and 
previously  director  of  life  sciences  for  NASA. 

“SPACE  MEDICINE,  EARTH  MEDICINE,  AND  YOU" 

Registration  for  physicians— $100 
Approved  for  six  hours  of  AMA  Category  #1  Credit 

FOR  FURTHER  INFORMATION,  CONTACT: 

Susan  E.  Perkins 

The  Milton  S.  Hershey  Medical  Center 
Continuing  Medical  Education 
Hershey,  PA  17033 
717-534-8898 


- - 

REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTC 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiat 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptioni 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  lea: 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


GREAT  NECK  ESTATES:  BUILDER’S  OWN  DREAM  HOUSE  CAN" 
levered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills. 
architectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-fi 
interiors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacic  f 
entry,  3 huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace.  All  ov 
sized  rooms;  on  2/3  acre.  Pool,  tennis,  dock  privileges.  (516)482-3905. 

NORTH  SHORE,  L.I.:  NEWLY  APPOINTED  MEDICAL  OFFICE  F 

rental:  (1,000  sq.  ft.)  waiting,  consultation  and  three  examining  rooms,  sn 
lab.  Hospitals  in  proximity.  Growing  family  practice  may  also  be  assum 
Reasonable  terms.  Leaving  for  residency.  Call  (516)  928-5253. 


MONROE-ORANGE  COUNTY,  50  MINUTES  NORTH  GW  BRIDGE.  ME1 
cal  office-home  for  sale.  $69,000.  Three  exam  rooms,  treatment  room,  wt 
ing  room.  Ample  parking.  Lovely  fieldstone  house,  fireplace,  five  bedroor  ;. 
Fishing,  swimming,  skiing  nearby.  Good  schools.  Three  hospitals  within 
minutes.  (914)  783-2231. 

!)! 

DOCTORS’  ROW.  HOME  AND  OFFICE  FOR  SALE.  EXCELLENT  LOC 
tion  on  Hempstead  Ave.  in  Malverne.  Central  air;  newly  remodeled  kitcl  ' 
and  baths;  3 bedrooms;  2-car  garage-automatic  doors;  glass-walled  den,  [ 
floor;  fireplace  in  living  room;  large  private  fenced  yard.  $78,500.  Princip 
only;  evenings  (516)  593-8990. 


LAWRENCE,  L.I.,  N.Y.  IN  CHOICE  LOCATION;  SPACIOUS  8 ROOM  )[ 
bedroom  home  and  7 room  office  wing  with  separate  entrance.  200  ma  X-  C< 
available.  Golf,  tennis,  boating  nearby.  Close  to  beaches,  transportat 
and  houses  of  worship.  Internist  retiring.  Phone  (516)  371-1800. 

DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVI  ■ 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy, : 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibb  ■ 
& Ives,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


PHYSICIANS  WANTED— CONT  D 


NEW  JERSEY-BASKING  RIDGE,  SOMERSET  COUNTY.  OFFICE  SPA 
available  in  new,  modern  professional  building.  Home  of  AT&T  Corpoi  1 
headquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Avaik 
immediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


OB  MAN  EITHER  FP  OR  GP  OR  OB-GYN  TO  ASSOCIATE  WITH  OB-GYN, 
with  a very  active  OB,  too  large  for  one  All  vacation  time  desired.  Generous 
terms.  Resort  area  with  excellent  medical  facilities.  Age  not  a factor;  N.Y. 
State  license  required.  Contact;  Eugene  M.  Renzi,  M.D.P.C.,  159  Mullin 
St.,  Watertown,  N.Y.  13601.  Phone:  1-315-788-4453. 


GROUP  PRACTICE  POSITION  AVAILABLE.  GENERAL  PRACTICE.  IM- 
mediate  opening  in  amicable  four  man  group  of  general  practitioners,  rotating 
nights  and  weekends,  in  Red  Bluff,  California,  well  established  practice. 
Excellent  hospital  facilities,  immediate  staff  privileges  available,  nice  work- 
ing accommodations,  salary  negotiable  depending  on  experience.  24  hour 
emergency  room  coverage  available  at  hospital.  Malpractice  paid;  retirement 
program.  Red  Bluff  is  an  ideal  community  for  general  practice  oriented 
physicians,  in  excellent  hunting-fishing  area  with  mild  climate,  superior 
schools,  stable  population.  Located  on  Sacramento  River,  near  Mt.  Lassen 
and  many  lakes.  Address  any  inquiries  of  interest  to:  S.  Wise,  Business 

Manager,  Lassen  Medical  Group,  Inc.,  343  Oak  St.,  Red  Bluff,  California 
96080,  or  call  (916)  527-0414. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

"SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary  Free  service  to  candidates. 

85  East  End  Ave,  NY  1 0028  (2 1 2)  RH  4-36 1 5-3466 


COWPET  BAY,  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFUL 
in  physician’s  own  luxuriously  appointed  villa.  Accommodates  two  to  fi 
Right  on  private,  virgin  white  beach  safe  for  children.  Private  tennis  c 
with  registered  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  rep 
visits  and  happy  thank  you  letters  from  pleased  fellow  physicians.  Off  sea 
rates  $40-$55.  Brochure.  Gilbert  C.  Norton,  M.D.,  101  Jefferson  A 
Endicott,  N.Y.  13760.  Call  after  5 p.m.  (607)  ST  5-5810. 


MASSAPEQUA  PARK,  NASSAU  COUNTY:  EXCLUSIVE  BAR  HARBOI 
Exceptional  4 bedroom,  corner  home;  oversized  rooms,  cathedral  ceiling, 
ft.  panelled  den  plus  beautiful  5 room  panelled  office  on  V4  acre.  Best  f 
fessional  location  this  high-income  area.  Adjacent  library,  elementary  : 
high  schools.  Residence  completely  separate  from  office  assuring  utir 
privacy.  $93,000.  (516)  541-6135. 


STAMFORD,  CONN.  NEW  PROFESSIONAL  COMPLEX  IN  FAST  GRC 
ing  community.  One  block  from  hospital.  Excellent  indoor  parking, 
partition  to  suit.  First  2 units  just  leased.  Rare  opportunity.  Harry  Beni 
& Assoc.,  828  Hi  Rdg.  (203)  322-1684;  (212)  993-8028. 


ROCKVILLE  CENTRE.  HOME/OFFICE.  EXCELLENT  PROFESSIOh 
location.  Three  bedrooms,  two  baths,  large  closets.  Spacious  living  ro 
dining  room,  eat-in  kitchen,  huge  panelled  den  with  built-ins  and  Andei 
window  walls.  Central  air  conditioning,  sprinkler  system,  fire-burglar  ala 
Extras.  Office  has  separate  entrance,  lavatory,  room  for  expansion. 

RO  4-9856. 


FOR  SALE:  HICKSVILLE,  N.Y.  PROFESSIONAL  BUILDING  ON  60  X 1 
plot.  Eight  rooms  include  large  waiting  room,  2 bathrooms,  scrub  roc 
Conveniently  located.  Excellent  parking.  Zoned  professional,  suita  ! 
M.D.s’  Call  (516)  931-4800. 
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CUSTOM  DESIGNED  PROFESSIONAL  SPACE 
600  TO  3500  SQ.  FT. 

• PRIVATE  ENTRANCES  • AIR-CONDITIONED  • PARKING 
Located  in  new  650  family  apartment  development  with  special  adult 
community  in  Suffolk  County.  Approx.  8000  new,  single-family 
homes  in  immediate  surrounding  area. 

(516)  289-4400 


EAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


)R  SALE:  GREAT  NECK  ESTATES.  LONG  ISLAND.  BEAUTIFUL 

:ustom  brick  ranch  home-office;  5/8  acre,  enclosed  level  landscaped  plot, 
living  room,  dining  room,  large  den,  three  bedrooms,  kitchen,  dinette,  two  tile 
bathrooms,  plaster  walls,  two-room  office  with  separate  entrance,  trees, 
shrubs,  pool,  park,  dock,  all  vear  tennis.  Many  extras.  Reduced  to  $121,000. 
(516)  482-2363. 


STIRED  DOCTOR’S  OFFICE  FOR  RENT  IN  HUNTINGTON.  SUFFOLK 
County,  N.Y.  Call  (516)  271-4117. 


)R  SALE:  LONG  ISLAND  HOME  AND  CONTENTS  FOR  THE  DIS- 
criminating  buver.  Custom  brick  and  stone  on  approximately  1 acre  adjacent 
State  Park.  Income  property  near  schools,  churches,  shopping.  L.I.R.R. 
Unique  construction  and  workmanship.  Beautifully  established  landscaping 
Also  oriental  items,  clocks,  antique  and  contempory  furniture,  organ,  wall 
hangings,  bronzes,  collectables.  By  appointment.  (516)  935-2083. 


>R  SALE:  HOME-OFFICE  IN  EXCELLENT  LOCATION  IN  NASSAU 
bounty,  N.Y.,  30  years  family  practice.  3 bedrooms,  2Ai  baths,  A/C,  5 room 
iffice:  1/3  acre;  many  extras.  $62,500.  (516)  285-6776. 


Office  Space? 

Here  are  the  OFFICES  YOU  OWN! 

A Tax-Wise  businessman  wants  to  own  his  own  offices! 

Now,  that’s  what  YOU  can  do  in  an  Office 

CONDOMINIUM! 

Brookfield  Office  Park  is  located  in  the  Greater  Danbury  area  of 
Connecticut’s  fast-growing  Northern  Fairfield  County  and  offers 
a prestigious  country  setting  along  with  unprecedented  financial 
attractiveness. 

The  low,  fixed  payments  are  ideal  for  professional  as  well  as 
business  requirements.  Office  units  from  500  to  10,000  sq.  ft.  are 
now  READY  FOR  OCCUPANCY  and  can  be  custom-finished  to  suit 
your  needs  and  tastes. 

Readily  accessible  to  major  metro  areas,  the  OFFICES  YOU  OWN 
offer  quality  surroundings  less  than  two  miles  from  Interstate  84  and 
several  U.S.  highways. 

Examine  the  area  and  the  Brookfield  Office  Park.  You'll  see 
why  corporate  leaders  are  moving  here  and  why  you’ll  want  the  tax 
advantages  of  OWNING  YOUR  OWN  OFFICES! 


brookfield  office  park 

U.S.  Route  7 - Federal  Rd  , Brookfield.  Conn.  06804 
203-779-4161  • Ask  for  Carl  Lemb 
(Leasing  Plans  also  available  - Brokers  Protected) 


HITE  PLAINS,  N.Y.  OFFICE  SPACE  (2,000  SQ.  FT.)  FOR  SUB-RENTAL. 
Seven  ample  rooms;  two  lavatories;  carpeting,  paneling,  ceiling  fixtures  in 
place;  private  entrance;  nine  car  parking;  excellent  area  and  hospital  access. 
Available  Fall  1976;  long  term  lease  available.  Call  (914)  949-9366  or  (914) 
949-7744. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


X ROOM  PROFESSKDNAL  SUITE  IN  PRESTIGE  LYNBROOK,  L.I. 
medical  building.  Available  immediately.  Reasonable.  Near  major  hos- 
pitals. Call  (212)  894-2190. 


\RRYTOWN  AREA,  N.Y.  AVAILABLE  FOR  SUBLEASE-NEW,  BEAU- 
tifully  furnished,  fully  equipped  medical  suite  in  modern,  air  conditioned 
office  building.  Convenient  to  all  highways.  Ample  parking.  Immediate 
occupancy.  Dept.  551,  c/o NYSJM. 


INEOLA.  NASSAU  COUNTY,  N.Y.  PROFESSIONAL  OFFICE  FOR 
rent.  Share  waiting  room  with  established  dentist.  Excellent  location  near 
Old  Country  Road  and  Nassau  Hospital.  Street  entrance.  Low  rent.  Call 
Dr.  B.  Feder  evenings  (516)  248-6309. 


tONX,  N.Y.  LARGE,  .AIRY,  WELL-EQUIPPED,  WELL-ESTABLISHED, 
tastefully  furnished  office  available  on  Grand  Concourse.  Excellent  public 
transportation.  Suitable  for  individual,  group,  or  clinic  practice.  Dept.  552, 
c/’o  NYSJM. 


TH  STREET,  OFF  FIFTH  AVENUE,  N.Y.  IDEAL  THREE  ROOM 
doctor  s office,  decorator  furnished,  canopy  building,  lobby  entrance,  share 
large  waiting  room-with  psychologist;  maid  service,  utilities,  air  conditioning. 
S425  per  month.  (212)  WA  9-6940, 


DR  SALE:  SYOSSET,  NEW  YORK.  RANCH  HOUSE  WITH  3 ROOM 
office.  Comer  plot  in  excellent  area.  Near  several  hospitals.  Central  air 
conditioning,  many  extras.  Asking  mid  50’s.  Also,  brand  new  examining 
table,  originally  paid  over  $700.  Phone  (516)  433-4466. 


EDICAL  OFFICE  CONVENIENT  TO  LAWRENCE  HOSPITAL,  BRONX- 
ville.  N.Y.  and  Mount  Vernon  Hospital.  Air  conditioned;  furnished;  large 
X-ray  room  and  4 examining  rooms  with  separate  street  entrance.  Call  (914) 
969-5577. 


FOR  SALE:  PROFESSIONAL  OFFICE  AND  HOME  ADJACENT  TO  MAIN 
thoroughfare.  Farmingdale-Bethpage  area.  Long  Island.  Eight  treatment 
rooms,  reception  room,  two  administrative  rooms,  consultation  room, 
lavatories,  laboratories,  two  lounges,  darkroom,  air  conditioned.  Six  room 
attached  house  (residence).  Dept.  550,  c/o  NYSJM. 

OFFICE  TO  SHARE,  55  EAST  9TH  STREET,  NYC.  STREET  ENTRANCE, 
doorman  & security,  one  large  consultation  room,  one  large  waiting  room, 
utility  room,  and  one  large  examining  room,  and  one  large  examining  room. 
Availability  of  hours  and  days  of  use  can  be  mutually  arranged  to  suit  your 
needs.  (212)  473-7779. 


CHOICE 

PROFESSIONAL  SUITES 

IN  LUXURY  HI-RISE  BUILDINGS 

38th  STREET  OFF  PARK  AVE 
800  Sq  Ft.  Private  Street  Entrance 

63rd  STREET  OFF  SECOND  AVE 
1650  Sq  Ft.  Professional  Wing 

89th  STREET  OFF  FIRST  AVE 
1780  Sq  Ft.  Private  Street  Entrance 

NO  FEE  CALL  ( 212)682-7300 

\ / 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


The  Scientific  Program  will  start  on  Sunday,  November  7 and  continue 
through  Wednesday,  November  10. 

MARK  THESE  DATES. 

The  Scientific  Program  Committee  has  been  most  diligent  in  bringing  to 
you  outstanding  authorities  in  diagnosis  and  therapy  in  many  disciplines. 
Members  and  guests  are  urged  to  attend  and  avail  themselves  of  excellent 
continuing  medical  education  opportunities. 

GENERAL  SESSIONS 


Sunday,  November? BREAST  CANCER— all  day  session 

Monday,  November  8 HUMANISM  AND  MEDICAL  ETHICS— 2 p.m. 

Tuesday,  November  9 MEDICAL  ASPECTS  OF  SPORTS-9  a.m. 

Wednesday,  November  10 A DAY  IN  GASTROENTEROLOGY— all  day 

session 


AN  INNOVATION-LUNCHEON  ROUND  TABLE  DISCUSSIONS 

Monday  • Tuesday  • Wednesday 

MEET  THE  EXPERTS 
Preregistration  will  be  required. 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems 
on  a one-to-one  basis,  with  experts  in  your  field. 


SEE  THIS  ISSUE  FOR  DETAILS 


what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE 


SEPTEMBER  1976 


CONTENTS 


New  York  City  2 
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SPECIALTY  INDEX 


Anesthesiology 3 

Cancer  2 
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Gastroenterology  3 
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Out-of-USA 
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Future  Events 
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Neurology 2 

Obstetrics/Gynecology 3 

Ophthalmology  3 

Psychiatry 2,  3 


5 

DEADLINE  DATES  FOR  WHAT  GOES  ON 
5 

Meeting  Dates  Deadline  Dates 

5 November  1976  September  1,  1976 


December  1976  October  1,  1976 

January  1977  November  1,  1976 

Physicians'  Placement  February  1977  December  1,  1976 

Opportunities  7 


Virgin  Islands  

Atlanta,  Georgia  

Events  Received  After  Deadline 


Physicians’  Placement 

Application  Form  10 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less  than 
cost.  The  $3.00  one-year  subscription  rate  guarantees  you  12 
issues  mailed  first  class  in  advance  of  the  New  York  State  Journal 
of  Medicine. 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WFIAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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NEW  YORK  CITY 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration 
with  Westchester  Square  Hospital 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 
Bronx 

September  1 

WHAT  TO  DO  ABOUT  VARICOSE  VEINS 
AND  THROMBOPHLEBITIS 

NO  FEE  CREDIT:  AAFP  1 % 

September  15 

ROLE  OF  THE  RADIOTHERAPIST  IN 
CANCERS  OF  THE  HEAD  & NECK 

NO  FEE  CREDIT:  AAFP  1 14 

Monthly  program  for  the  Beth  Abraham 
Hospital 

1 1:00  a. m. -12:00  noon 

612  Allerton  Avenue 
Bronx 

September  2 

DEPRESSION  IN  THE  ELDERLY 

September  9 

AGING  AND  THE  BRAIN 

September  16 

DERMATOLOGICAL  PROBLEMS  IN  THE 
GERIATRIC  POPULATION 

September  23 

HYPERTENSION 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013. 


Monthly  program  for  New  York  Medical 
College 

Flower  and  Fifth  Avenue  Hospitals 
5 East  102nd  Street 

September  8,  8:00-10:00  p.m.,  Wednesdays 

COMPREHENSIVE  PSYCHIATRY: 
REVIEW  & RECENT  ADVANCES 

FEE:  $600. — 30  Sessions 
September  13,  8:00-  10:00  p.m.,  Mondays 

BASIC  NEUROLOGY  FOR 
PSYCHIATRISTS 

FEE:  $600. — 30  sessions 


September  20,  8:00-10:00  p.m.,  Mondays 

CLINICAL  ASPECTS  OF  PSYCHIATRY 

FEE:  $500. — 15  sessions 

For  further  information  contact  Benjamin  J.  Sadock,  M.D., 
Director,  Graduate  & Continuing  Education  in  Psychiatry,  New 
York  Medical  College,  5th  Avenue  & 106th  Street,  10029. 

Tel:  212/860-7362. 

September  8 / November  24 

Institute  of  International  Medical  Education 

222  East  19th  Street 

CLINICAL  MEDICINE  CURRICULUM 

For  further  information  contact  Natale  Colosi,  Ph.D.,  Dean, 
Institute  of  International  Medical  Education,  222  East  19th  St., 
New  York,  10003.  Tel:  212/677-4728. 


Monthly  program  for  The  Jewish  Hospital 
and  Medical  Center  of  Brooklyn  and  State 
University  of  New  York  at  Brooklyn 

4:00-5:00  p.m.  Mondays 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 

September  13 

MECHANISM  OF  TUMOR  INVASION 

September  20 

HLA  & DISEASE  ASSOCIATIONS 

September  27 

CHRONIC  LYMPHOCYTIC  LEUKEMIA 

NO  FEE  CREDIT:  AMA  Cat.  1 

AAFP  (28  hrs.) 

For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn. 
Tel:  212/240-1281. 


September  14 

5:30  p.m. 

The  New  York  Academy  of  Medicine 

2 East  103rd  Street 

Section  on  Biomedical  Engineering 

LiAspariginasa  Bound  to  A Collagen 
Membrane  in  an  Extracorporeal  Device:  a 
Potentially  Effective  Intermittent  Antitumor 
Enzyme  Therapy  Delivery  System 

Changes  in  Brain-Specific  Proteins  During 
Learning 

Toward  a Non-lnvasive  Diagnosis  of 
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Disturbed  Arterial  Flow 

Modeling  the  Gastro-lntestinal  System 

Factors  Affecting  the  Rate  of  Ammonia 
Uptake  by  Liquid  Membranes 


New  York  Medical  College  Department  of 
Ophthalmology 

1249  Fifth  Avenue 
New  York 

INTRACAMERAL  LENSES 

Course  Dates: 

September  16-18 
October  14-16 
November  11-14 

* Each  course  is  limited  to  4 participants.  Extra  courses  will 
be  scheduled  according  to  number  of  applicants 

FEE:  $1,500.  CREDIT:  AMA  Cat.  2 (20  hrs.) 

For  further  information  contact  New  York  Ophthalmological 
Foundation,  Inc.,  c/o  Department  of  Ophthalmology,  New 
York  Medical  College,  1249  Fifth  Avenue,  New  York  10029. 
Tel:  212/860-8030. 


September  18-19 

New  York  University  and  New  York  State 
Society  of  Anesthesiologists 

New  York  University 
550  First  Avenue 

CURRENT  TRENDS  IN  CLINICAL 
ANESTHESIA 

FEES:  $160.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

$80.  For  physicians-in-training 

For  further  information  contact  Dr.  James  Cottrell, 
Department  of  Anesthesiology,  New  York  University  School 
of  Medicine,  550  First  Avenue,  New  York  10016.  Tel: 
212/679-3200,  Ext.  2754. 

September  22 

Society  for  Adolescent  Psychiatry,  Inc. 

8:30  p.m. 

N.Y.U.  School  of  Medicine 

Auditorium 
550  First  Avenue 

PSYCHOPHARMACOLOGIC  AND 
DIAGNOSTIC  ISSUES  IN  SCHIZOPHRENIC 
DECOMPENSATION  IN  LATE 
ADOLESCENCE. 

NO  FEE 

For  further  information  contact  Mrs.  Veronica  Mattes,  88-77 
Elderts  Lane,  Woodhaven,  11421.  Tel:  212/296-7007 


September  30 

The  Presbyterian  Hospital  in  the  City  of  New 


York  at  Columbia-Presbyterian  Medical  Center 

4:00-5:00  p.m. 

Columbia  University 
College  of  P & S 

630  W.  168th  Street 

IMMUNOBIOLOGY,  A DYNAMIC 
CONCEPT  AND  ITS  CLINICAL 
SIGNIFICANCE 


September  30-Oct  2 

The  Obstetrical  and  Gynecological  Society  of 
New  York  Medical  College 

1249  Fifth  Avenue 

UPDATE  76— A PROFESSORS’ 
COLLOQUIUM  IN  OBSTETRICS  AND 
GYNECOLOGY 

CREDIT:  AMA  Cat.  1 (16  hrs.) 

For  further  information  contact  Dr.  William  Granvig,  Division 
of  Education  American  College  of  Ob/Gyn,  1 East  Wacker 
Drive  Chicago.  60601 


Nassau  County 

September  15 

9:00  a m. -5:00  p.m. 

Long  Island  Jewish-Hillside  Medical  Center  & 
State  U.  of  NY  (Stony  Brook) 

Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

HIGH  RISK  PREGNANCY 

FEE:  $25.  (includes  lunch  and  coffee  breaks) 

CREDIT:  AMA  Cat.  1 (7  hrs.) 

For  further  information  contact  Office  of  the  Clinical  Campus, 
Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde  Park, 
11040.  Tel:  212/343-6700  or  516/437-6700. 


September  15 

Kings  Park  Psychiatric  Center 

Kings  Park 

10:30-12:00  noon 

Kings  Park  Psychiatric  Center  Auditorium 
Day  Treatment  Center 

Building  23 
Kings  Park 

MINIMAL  BRAIN  DYSFUNCTION  AND  ITS 
RESIDUAL  IN  ADOLESCENTS  AND 
ADULTS 


BUFFALO 


August  1976/New  York  State  Journal  of  Medicine  1437 

WGO-3 


September  8-9 

SUNY — Upstate  Medical  Center 
Sheraton  Motor  Inn 

Electronics  Parkway 

OVARIAN  CANCER:  PRE-INVASIVE 
LESION  OF  THE  UTERINE  CERVIX 

FEE:  $90. 


September  23 
Holiday  Inn,  North 

Exit  36,  NYS  Thruway 

LUNG  DISEASE— PRACTICAL 
MANAGEMENT 

FEE:  $50. 

For  further  information  contact  Program  Assistant,  Office  of 
Graduate  and  Continuing  Education,  State  University  of  New 
York,  Upstate  Medical  Center,  750  East  Adams  Street, 
Syracuse,  13210.  Tel:  315/473-4607. 


September  9 

Roswell  Park  Memorial  Institute 
American  Cancer  Society  New  York 
State  Division,  Inc., 

SUNYAB  Medical  School 

Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 

EPIDEMIOLOGY  OF  CANCER  CONTROL 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo, 
14263.  Tel:  716/845-5944. 


September  10-11 

State  University  of  New  York  at  Buffalo 
The  Niagara  Hilton 

Niagara  Falls 

September  10 

8:45  a. m. -5:20  p.m. 

(6:30  p.m. — Reception  and  Dinner) 

Physiology  of  the  Gl  Tract 

Breast  Milk  Revisited — New  Components  and 

their  Function 

Parenteral  Nutrition  in  LBW  Infants,  State  of  the 
Art 

Energy  Metabolism  in  Very  Low  Birth  Weight 
Infants 

Neonatal  Nutrition 


Clinical  Approach  to  the  Unusual  Looking 
Neonate 

Ethics  of  the  Treatment  of  the  Defective 
Neonate 

N.E.C.  1976 — Clinical  and  Epidemiological 
Features 

Bleeding  Disorders  in  the  Neonatal  Period 
Renal  Developmental  Physiology 

September  1 1,  9:00  am-4:40  pm 

Platelet  Disorders  in  the  Neonatal  Period 
Neonatal  Convulsions 
Epinephrine  and  Norepinephrine  in  the 
Newborn 

Future  Directions  in  Neonatal  Medicine 

Current  Concepts  on  the  Management  of 

Neonatal  Hyperbilirubinemia 

Renal  Failure  in  the  Newborn 

Interaction  of  Immune  System  and  Infection  in 

the  Neonatal  Period 

Intermission 

The  Rational  Approach  to  Neonatal  Drug 
Therapy 

The  Dilemma  of  Assigning  Sex  to  Newborns 
with  Ambiguous  Genitalia 

FEE:  $150. 

For  further  information  contact  Continuing  Medical  Education, 
SUNYAB  221 1 Main  Street,  Buffalo,  14214.  Tel:  716/831- 
5526. 


Rochester 

September  20-21 

American  Medical  Association  & The  National 
Institute  for  Occupational  Safety  and  Health 

Americana  of  Rochester 

AMA’s  36th  ANNUAL  CONGRESS  ON 
OCCUPATIONAL  HEALTH 

FEE:  Registration  $30.  CREDIT:  AMA  & AAFP 

For  further  information  contact  AMA's  Department  of 
Environmental,  Public,  and  Occupational  Health,  535  North 
Dearborn  Street,  Chicago,  60610.  Tel:  312/751-6000. 


SUBSCRIPTION 

Subscriptions  to  “WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


OUT-OF-STATE 


NEWARK,  NEW  JERSEY 


September  16-18 

United  Hospitals  Medical  Center 

15  South  9th  Street 
Newark,  New  Jersey 

PATHOLOGY,  SURGERY,  AND 
PROBLEMS  OF  HEAD  AND  NECK 
TUMORS 
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For  further  information  contact  Dr.  K.  H.  Han,  United 
Hospitals  Medical  Center,  15  So.  9th  St.,  Newark,  07107. 
Tel:  201/484-8000  Ext.  273  or  468. 


Lexington,  Kentucky 


September  26/October  2 

University  of  Kentucky 
Lexington,  Kentucky 

SEVENTH  FAMILY  MEDICINE  REVIEW 
SESSION  I 

FEE:  $295. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 


OUT-OF-U.S.A. 


CANADA 

September  17 

McMaster  University  Medical  Centre 

Pillar  and  Post  Restaurant 

Niagara-on-the-Lake,  Ontario 

DAY  IN  SURGERY  FOR  GENERAL 
SURGEONS 

For  further  information  contact  Dr.  J.  E.  Mullens,  Associate 
Professor,  Department  of  Surgery,  Henderson  General 
Hospital,  711  Concession  Street,  Hamilton,  Ontario  L8V  1C3. 


September  29 

McMaster  University  Medical  Centre 

1200  Main  St.  W. 

Hamilton,  Ontario 

RECENT  ADVANCES  IN  RESPIROLOGY 
FOR  FAMILY  PHYSICIANS 

For  further  information  contact  Dr.  N.  L.  Jones,  Professor, 
Department  of  Medicine,  McMaster  University  Medical 
Centre,  1200  Main  Street  W.,  Hamilton,  Ontario  L8S  4J9. 


FUTURE  EVENTS 

October  9 - 10 

New  York  University  Medical  Center 

550  First  Avenue 

BASIC  AND  PRACTICAL  ASPECTS  OF 
THE  DIAGNOSIS  AND  TREATMENT  OF 
MALE  INFERTILITY 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

$112.  RESIDENTS  IN  TRAINING 

For  further  information  contact  Office  of  Associate  Dean, 


N.V.U.  Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  10016.  Tel:  212/679-3200,  Ext.  4207. 


January  13-15,  1977 

U.S.  Virgin  Islands  Medical  Society  in 
Association  with  University  of  Pennsylvania 
School  of  Medicine 

Buccaneer  Hotel 

St.  Croix  By  The  Sea  Hotel 
St.  Croix,  V.l. 

VIRGIN  ISLANDS  CLINICAL  CONFERENCE 

CREDIT:  AMA  CAT.  1(14  hrs.) 

For  further  information,  write  to  James  S.  Glenn,  M.D., 
F.A.C.P  . Chairman,  U.S.  Virgin  Islands  Medical  Society,  P.O. 
Box  520,  Christiansted,  St.  Croix,  U.S.  Virgin  Islands  00820. 


ATLANTA,  GEORGIA 

March  25-27,  1977 

American  Psychosomatic  Society 

The  Fairmont  Colony  Square  Hotel 

Atlanta,  Georgia 

Thirty-Fourth  Annual  Meeting  of  the 
American  Psychosomatic  Society 

For  further  information  contact  Albert  J.  Silverman,  M.D., 
American  Psychosomatic  Society,  265  Nassau  Road, 
Roosevelt,  N.Y.  11575.  Tel:  516/379-0191. 


EVENTS  RECEIVED  AFTER  DEADLINE 

Monthly  Course  listing  for  Columbia  University 
College  of  P & S 

630  West  168th  Street 
September  14,  1976-June  7,  1977 

ADULT  & CHILD  PSYCHIATRY 

FEE:  $1,300.  CREDIT:  AMA  Cat.  1 

September  17 

OBSTETRICS  & GYNECOLOGY 

FEE:  $110.  CREDIT:  AMA  Cat.  1 

September  20-November  24,  1976 

NEUROLOGY  & PSYCHIATRY 

FEE:  $550.  CREDIT:  AMA  Cat.  1 

September  2 1 -December  21,  1976 
(Tuesdays  4:30-5:30  p.m.) 

RADIOBIOLOGY 

FEE:  $175.  CREDIT:  AMA  Cat.  1 

$75. — Residents 


August  1976/New  York  State  Journal  of  Medicine  1439 

WGO-5 


550  First  Avenue 


September  24,  1976-May  6,  1977 
(Fridays  9:00-5:00  p.m.) 

FEE:  $1,200.  CREDIT:  AMA  Cat.  1 

September-August,  1977 
( First  Thursday  of  each  month  except  January) 

( 1 1 sessions) 

UROLOGY 

FEE:  $40.  CREDIT:  AMA  Cat.  1 

$20.  Residents 

For  further  information  on  the  above  Columbia  University 
courses  contact  Jose  M.  Ferrer,  M.D.,  Associate  Dean,  630 
West  168th  Street,  New  York  10032. 


Monthly  lecture  schedule  for  Wyckoff  Heights 
Hospital 

374  Stockholm  Street 
Brooklyn 

10:00  a.m. -11:00  a.m.  Wednesdays 
September  15 

HYPERTENSION 

September  22 

MALIGNANT  MELANOMA 

September  29 

MEDICAL  CLINICAL  PATHOLOGICAL 
CONFERENCE 

For  further  information  contact  Dr.  Vincent  J.  Adams, 
Director  of  Medicine.  Wyckoff  Heights  Hospital,  374 
Stockholm  Street,  Brooklyn  1 1237.  Tel:  212/963-7586/ 
7587. 


Monthly  program  for  Williamsburgh  General 
Hospital 

757  Bushwick  Avenue 
Brooklyn 

10:30  a.m.- 1 1:30  a.m. 

September  16 

CARE  OF  THE  FEET 

September  23 

JAUNDICE 

September  30 

BASIC  PRINCIPLE  OF  THE 
OPHTHALMOSCOPE 

NO  FEE 

For  further  information  contact  Williamsburgh  General 
Hospital,  757  Bushwisk  Avenue,  Brooklyn,  11221.  Tel: 
212/455-9000. 


Course  listing  for  the  New  York  University 
Post-Graduate  Medical  School 


September  18-19 

CURRENT  TRENDS  IN  CLINICAL 
ANESTHESIA 

This  course  is  designed  to  assist  anesthesiologists  in 
improving  or  updating  clinical  skills  through  theoretical  and 
practical  lectures  and  demonstrations.  Applications  of  new 
management  and  care  concepts  will  be  stressed. 

FEE:  $160. 

September  30 

PRESENT  CONCEPTS  OF  MEDICAL 
GENETICS  FOR  PRACTITIONERS 

This  course  is  designed  to  acquaint  primary  physicians, 
internists  and  pediatricians  with  applications  of  genetic 
knowledge  to  clinical  situations.  Topics  to  be  covered 
include:  summary  of  the  fundamentals  of  human  genetics 
needed  for  evaluating  clinical  genetic  problems  and  the  use 
of  the  family  history  in  constructing  pedigrees  and  in 
analyzing  modes  of  inheritance;  techniques  available  for 
prenatal  diagnosis  and  amnicentesis;  newer  concepts  of  the 
treatment  of  genetic  disease;  interaction  of  gene  and 
environment  and  the  influence  of  genotype  on  drug 
metabolism  and  reactions. 

FEE:  $60. 

For  further  information  contact  Registration  Dept.,  N.Y.U. 
Post-Graduate  Medical  School,  Room  4-20-0  LHB,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200,  ext.  4037. 


Monthly  course  listing  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine 

Mount  Sinai  School  of  Medicine 
(CUNY) 

5th  Avenue  & 1 00th  Street 
September  30-December  9,  1976 
2:00-3:30  p.m.  ( Thursdays) 

HYPNOSIS  AND  CONDITIONING 
THERAPIES  FOR  PSYCHIATRISTS 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (15  hrs) 


NASSAU  COUNTY 


September  22 

9:00  a.m.- 1:30  p.m. 

South  Nassau  Communities  Hospital  in 
cooperation  with  Nassau  County  Chapter  of  the 
March  of  Dimes  and  the  American  Academy  of 
Pediatrics 

South  Nassau  Community  Hospital 
2445  Oceanside  Road 
Oceanside 

HUMAN  GENETICS— 1976 

FEE:  $5.00  AAFP  Applied  For 
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ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians’  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 
253-3388. 


ANESTHESIOLOGIST 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologist. 
For  further  information  contact  Irving  Cramer,  M.D.,  St.  Luke’s 
Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 


EMERGENCY  ROOM 

GENEVA,  N.Y.  Ontario  County  needs  a part-time  Emergency  Room 
Physician.  A semi-retired  physician  is  preferred  for  this  position 
which  offers  a furnished  house  on  hospital  grounds.  Contact  The 
Medical  Society  State  of  New  York,  Physicians’  Placement  Bu- 
reau, 420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel: 
516/488-6100.  ext  241. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479  Champlin  Rd„ 
Utica,  13502. 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 


FAMILY  PHYSICIAN 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BATH,  N.Y.  Steuben  County  needs  a family  Physician.  Contact  Mr. 
Robert  E.  Page,  Adm.  Asst.,  Ira  Davenport  Hospital,  Bath  14810. 
Tel:  607/776-2141. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.,  needs  a Family  Physician,  Internist,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 

Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 
CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 


HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Q-oup,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc.,  Hunter, 
12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn.  Contact  Joseph  Lomicky,  Adm.,  Patchogue 
Medical  Group,  One  East  Roe  Boulevard,  Patchogue,  1 1772. 
Tel:  516/475-3900. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to  join 
12  physicians  in  a Health  Center.  Excellent  fringe  benefits  in- 
cluding malpractice  coverage.  Contact  Robert  E.  Long,  M.D., 
819  S.  Salina  Street,  Syracuse  13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 


GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

OSWEGO,  N.Y.,  Oswego  County  needs  a surgeon,  Internist, 
Family  Physician,  Ob/Gyn,  Emergency  Room  Physician,  ENT, 
Pediatrician.  Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 
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ORTHOPEDIC  SURGEON 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 


INTERNISTS 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week  Contact  Mr  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  an  Internist,  Family  Physician,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass't  Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 
Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

WALTON,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Thomas  E.  Lavell,  M.D.,  FACS.  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-6526. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 


OBSTETRICIAN/GYNECOLOGIST 

BAYSHORE,  N.Y.  Suffolk  County,  Long  island,  2 Ob/Gyn,  seeking 
3rd  Ob/Gyn  for  group.  Contact  Charles  I.  Rosenblum,  M.D.,  41 
Brentwood  Rd„  Bayshore,  11751.  Tel:  516/665-0808. 


HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gordon  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a OB/Gyn  and  Family 
Physician.  Contact  Joseph  Lomicky,  Adm.,  Patchogue 
Medical  Group,  One  East  Roe  Boulevard,  Patchogue,  11772. 
Tel:  516/475-3900. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits.  JCAH 
hospital.  Contact  Thomas  E.  Lavell,  M.D.,  Delaware  Valley 
Hospital,  1 Titus  Place,  Walton,  13856.  Tel:  607/865-4101. 


OPHTHALMOLOGIST 

AMSTERDAM,  N.Y.,  Montgomery  County  needs  an 

Ophthalmologist.  Contact  Leslie  Saunders,  M.D.,  350  E. 

Main  Street,  Bay  Shore,  1 1706.  Tel:  516/665-6922. 
KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 
OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist  and 
Radiologist.  Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 


PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Family  Physician,  Internist. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr.  Pegalis.  54  Main  Street, 
Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538-4531/ 
4532. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 
MARGARETVILLE,  Delaware  County  needs  a Pediatrician. 
Contact  Joseph  Kehoe,  Adm.,  Margaretville  Memorial 
Hospital,  Margaretville,  12455.  Tel:  914/586-2631. 
MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

HEMPSTEAD,  N.Y.,  Nassau  County  is  looking  for  a Psychiatrist, 
Pediatrician,  and  an  Internist.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  11550.  Tel:  516/538- 

4531/4532. 
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RADIOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  a Radiologist  and 
Ophthalmologist.  Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 

SCHENECTADY,  N.Y.  Schenectady  County  Radiologist  seeks 
board  certified  associate  for  diagnostic  clinic  and  hospital  type 
practice.  Contact  George  T.  Grimmer,  M.D.,  Bellevue  Maternity 
Hospital,  P.O.  Box  1030,  2210  Troy  Schenectady  Road,  Sche- 
nectady 12301.  Tel:  518/374-4561. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s  Memorial 
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and  Orthopedic  Surgeon.  Contact  James  H.  Morey,  Adm.,  Me- 
dina Memorial  Hospital,  Medina  14103.  Tel:  716/798-2000. 


ALL  SPECIALTIES 

FLUSHING,  N.Y.  Queens  County  needs  all  specialties  for  an  out- 
patient clinic.  Contact  C.  Linardos,  M.D.,  42 — 78  Main  Street, 
Flushing  11355.  Tel:  212/539-8800. 

NEW  YORK  CITY,  N.Y.  Medicaid  medical  center  has  openings  for 
all  specialties  to  practice  for  themselves  and  also  be  part  of  a 
group.  Contact  Mr.  Lou  Goodman,  St.  James  Medical  Center, 
25  St.  James  Place,  New  York,  10038. 


ALBANY,  N.Y.,  Albany  County 

The  New  York  State  Department  of  Health  is  recruiting 
residents  for  its  Public  Health  Residency  Program.  Minimum 
eligibility  requirements  include  at  least  one  year  of  approved 
clinical  internship  or  residency  training  and  a license  to 
practice  medicine  in  New  York  State.  Contact  Julia  L. 
Freitag,  M.D.,  Assistant  Commissioner  for  Health  Manpower 
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PART-TIME 

NEW  YORK  CITY,  N.Y.,  needs  a General  Physician  or  Internist  for 
part-time  9 hour  week.  Contact  F.  P.  Guidatti,  M.D.,  Medical 
Director,  Health  Center  Family  Medical  Office,  321  W.  44th 
Street,  New  York  10036.  Tel:  212/586-1550. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 


Physicians  seeking  placement  opportunities  outside  New  York  State 
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Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
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ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 

FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 


As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On"  and  invite  your  suggestions  and  comments. 
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SUBSCRIPTION  ORDER  BLANK 
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$3.00  one  year 

12  issues  (Published  the 
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QUESTIONNAIRE  TOR  PHYSICIANS  SEEKING  LOCATIONS 
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Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status Marital  Status 

Medical  School  Year  Graduated 

Internship 

Hospitals Dates 

Residency 

Hospitals  Dates 

Specialty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held7 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status  

Professional  Organization  Memberships 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  Interested  In? 

Solo Associate Industrial Group Institutional 


Other 

Date  you  will  be  available  for  practice  Former  locations  in  which  you  have 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 
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b)  Board  eligible? Board  certified? Age? 
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Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes  No  If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly_ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 
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1 446  New  York  State  Journal  of  Medicine/ August  1 976 

WGO-12 


New  York  State  Journal  of  Medicine 

Published  monthly  with  the  Convention  issue  added  in  September  by  the  Medical  Society  of  the  State  of  New  York.  Copyright 
1976  by  the  Medical  Society  of  the  State  of  New  York.  Editorial.  Circulation,  and  Advertising  Offices  420  Lakeville  Rd.,  Lake 
Success,  N.Y.  11040.  Change  of  Address  Notice  should  state  whether  or  not  change  is  permanent  and  should  include  the  old 
address.  Six  weeks  notice  is  required  to  effect  a change  of  address.  Fifty  cents  per  copy— $3.50  per  year.  Second-class  postage 
paid  at  New  Hyde  Park,  N.  Y . and  additional  mailing  office  POSTMASTER  Send  POD  form  3579  to  New  York  State  Jour- 
nal of  Medicine,  420  Lakeville  Rd  , Lake  Success,  N.  Y 1 1040 


Contents 


SEPTEMBER  1976  VOLUME  76  NUMBER  9 


The  Editors  of  the  Journal  assume  no  responsibility  for  opinions  and  claims  ex- 
pressed in  the  articles  contributed  by  individual  authors.  Contributions  accept- 
ed for  original  publication  only. 


Scientific  Articles 

1465  Transurethral  Resections  of  Prostrate 

Philip  C.  Cea,  M.D.,  and  Manuel  Fernandes,  M.D. 

1470  Aortic  Compression  by  Pregnant  Uterus 
M.  Maurice  Abitbol,  M.D. 

1477  Takayasu’s  Arteritis;  A worldwide  entity 

Adam  Lande,  M.D.,  Robert  Bard,  M.D.,  Plinio  Rossi,  Roberto  Passariello,  and 
Augusto  Castrucci 

1483  Gynecologic  Health  Problems;  Socially  abused  adolescent  female 

Malcolm  J.  Rothbard,  M.D.,  F.A.C.O.G.,  and  Harvey  Greenberg,  M.D. 

1488  Tubal  Sterilization  by  Laparoscopy;  Five-year  experience  in  university  hospital 
Krishna  B.  Singh,  M.D.,  M.S.,  F.R.C.S.(C.),  F.A.C.O.G. 

Geriatrics 

1493  Attitudes  Toward  Living  and  Death;  In  chronic  cardiovascular  disease 
Frank  J.  Ninivaggi,  M.D.,  and  Raymond  Harris,  M.D. 

Correlation  Conferences  in  Radiology  and  Pathology 

1497  Hip  Pain,  Flank  Pain,  and  Fever 
Upstate  Medical  Center 

Electrocardiograms  of  the  Month 

1501  Questions  203  and  204 

Ira  L.  Rubin,  M.D.,  and  Julian  Frieden,  M.D.,  Editors 

Case  Reports 

1504  Fiscal  Remonstrance  on  Hospital  Monetary  Policy 

Marks  G.  Jacoby,  M.D.,  and  Nina  R.  Nahemow,  Ph.D. 

1507  Bronchogenic  Cysts  Involving  Esophagus 

Jack  Farman,  M.B.,  Ch.B.,  M.Med.,  Wayne  Laster,  M.D.,  Judith  S.  Rose,  M.D.,  and 
David  Gaegenburg,  M.D. 

1512  Intracranial  Hodgkin’s  Disease;  With  suture  diastasis  and  superior  saggital  sinus  occlusion 
Wayne  Laster,  M.D.,  Judith  S.  Rose,  M.D.,  Michael  S.  Tenner,  M.D.,  Lewis  M. 
Rothman,  M.D.,  and  Robert  M.  Quencer,  M.D. 

1519  Thoracic  Aortitis  Due  to  Unusual  Salmonella 

Richard  Thorner,  M.D.,  and  Paul  D.  Ellner,  Ph  D. 

Special  Articles 

1522  The  Right  of  Man  to  Live  with  Dignity 
Joseph  G.  Zimring,  M.D. 

1528  State  of  Health;  Excerpts  from  address 
Kevin  M.  Cahill,  M.D. 


September  1 976/  New  York  State  Journal  of  Medicine 


1447 


M? 

pKVi 

r*TE 

Jfc  T $ 

Jill 

but  he  may  not 
have  the  stomach 


forAPC  • Or  the  kidneys,  for  that  matter. 

Even  bleeding  time  and  platelet  aggregation  can  be  maximally  prolonged  by  a 
single  aspirin  tablet* 

We  took  that  into  account  in  revising  the  formula  of  Phenaphen®  with  Codeine, 
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mentary analgesic  efficacy  of  acetaminophen. 
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ministration. prescribe  and  administer  with  same  caution 
appropriate  to  oral  narcotics  Subject  tothe  Federal  Controlled 
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minophen and  codeine  may  impair  mentai  and/or  physical 
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other  narcotic  analgesics,  general  anesthetics,  phenothiazines, 
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narcotics  may  obscure  the  diagnosis  or  clinical  course  of  acute  ab- 
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Abstracts 


Cea,  P.  C.,  and  Fernandes,  M.:  Transurethral  resections 
of  prostate,  New  York  State  J.  Med.  76:  1465  (Sept.) 
1976. 

This  study  reviews  1,000  consecutive  cases  of  transure- 
thral prostatectomies  performed  at  St.  Luke’s  Hospital 
Center  from  January,  1965,  to  January,  1974.  All  the  op- 
erations were  performed  by  the  resident  staff  under  the 
supervision  of  one  attending  urologist.  The  mortality  and 
nonfatal  complication  rates  are  analyzed  and  are  found  to 
be  comparable  with  other  studies. 

Abitbol,  M.  M.:  Aortic  compression  by  pregnant  uterus. 
New  York  State  J.  Med.  76:  1470  (Sept.)  1976. 

A retrospective  analysis  of  placentography  plates  in  43 
patients  with  suspected  placenta  previa  was  made  in  an 
attempt  to  explain  placental  insufficiency  caused  by 
pressure  on  the  abdominal  aorta  by  the  pregnant  uterus. 
A definite  correlation  was  found  between  abdominal  aortic 
compression,  diminished  intra-arterial  blood  pressure  re- 
corded at  the  level  of  iliac  and  femoral  arteries,  and  affected 
placental  circulation.  The  use  of  modern  methods  for 
placental  localization  is  suggested  to  further  clarify  the 
problem  of  placental  insufficiency. 

Lande,  A.,  Bard,  R.,  Rossi,  P.,  and  Passariello,  R.: 

Takayasu’s  arterities;  a worldwide  entity,  New  York  State 
J.  Med.  76:  1477  (Sept.)  1976. 

Takayasu’s  arteritis  affects  primarily  children  and  young 
adults,  predominantly  females.  All  segments  of  the  aorta 
can  be  indiscriminately  involved  with  production  of  vari- 
able degrees  of  narrowing,  coarctation,  or  dilatation  of  the 
arch,  descending  thoracic  and/or  abdominal  aorta  and  its 
branches.  Depending  on  the  site  of  involvement  a variety 
of  clinical  syndromes  may  emerge.  Until  very  recently 
Takayasu’s  arteritis  was  synonymous  in  the  United  States 
and  Europe  with  the  aortic-arch  syndrome  and  was  con- 
sidered an  exotic  disease  almost  exclusively  confined  to  the 
Orient.  In  previous  communications  the  authors  have 
described  the  common  occurrence  of  Takayasu’s  arteritis 


Outcome  analysis  of  surgical  therapy 
for  patients  with  angina  pectoris 

A study  of  156  patients  undergoing  surgery  for  angina 
pectoris  and  followed  an  average  of  22.4  months  indi- 
cates that  such  treatment  improves  survival  rates  in  se- 
lected patients,  especially  those  with  left  ventricular 
dysfunction  and/or  severe  coronary  artery  disease  where 
there  is  involvement  of  2 or  more  vessels.  Successful  in- 
creases in  coronary  blood  flow  by  patent  saphenous 


in  New  York  City,  particularly  among  Puerto  Rican  and 
Black  population.  This  paper  describes  Takayasu’s  ar- 
teritis in  12  Caucasian  patients,  attesting  to  the  fact  that 
the  disease  is  worldwide  in  distribution  and  does  not  re- 
spect any  racial  boundaries. 


Rothbard,  M.  J.,  and  Greenberg,  H.:  Gynecologic 

health  problems.  Socially  abused  adolescent  female,  New 
York  State  J.  Med.  76:  1483  (Sept.  1976). 

One  hundred  seventeen  adolescent  girls  residing  in  a 
home  for  neglected  and  abandoned  children  were  exam- 
ined. The  overall  health  status  of  this  extremely  at-risk 
population  was  assessed  with  particular  emphasis  on  ob- 
stetric and  gynecologic  conditions  The  findings  are  dis- 
cussed. 


Singh,  K.  B.:  Tubal  sterilization  by  laparoscopy;  five-year 
experience  in  university  hospital,  New  York  State  J.  Med. 
76:  1488  (Sept.)  1976 

Utilizing  the  team  concept,  laparoscopic  sterilizations 
were  performed  in  over  1,000  women  during  the  past  five 
years.  This  report  summarizes  the  technical  difficulties, 
complications,  and  failures  in  all  patients  who  were  oper- 
ated on.  Additionally,  a randomized  sample  was  analyzed 
for  patient  profile  data  regarding  the  two  commonly  used 
techniques.  Complications  were  insignificant  with  either 
technique.  The  only  single  readmission  has  been  for 
treatment  of  an  abdominal-wall  hematoma  in  a patient 
who  had  laparoscopic  sterilization  with  the  two-puncture 
technique  performed  earlier.  A simpler  push-pull  tech- 
nique utilizing  an  operating  laparoscope  was  then  devel- 
oped and  has  been  in  use  for  more  than  three  years.  This 
technique  will  be  fully  described  later.  Thus,  laparoscopic 
tubal  sterilizations  have  been  carried  out  in  our  institution 
without  significant  morbidity,  and  it  is  concluded  that  la- 
paroscopy provides  a safe,  simple,  and  practical  method 
of  permanent  contraception. 


vein  grafts  is  associated  with  improved  exercise  toler- 
ance as  compared  to  patients  in  whom  the  grafts  are  oc- 
cluded. In  patients  with  occluded  grafts  and  impaired 
left  ventricular  function,  the  left  ventricular  function  is 
unchanged.  Patients  with  normal  left  ventricular  func- 
tion who  sustain  occlusion  of  their  grafts  will  probably 
have  a reduction  in  their  systolic  ejection  fraction. 
Winterscheid,  L.  C.,  et  al.\  Am.  Surg.  41:  520  (Sept.) 
1975 
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Medical  Meetings 


Diagnosis  and  treatment 
of  male  infertility 

A course  on  “The  Diagnosis  and  Treatment  of  Male  In- 
fertility” will  be  given  October  9 and  10  by  New  York 
University  Post-Graduate  Medical  School. 

Further  information  may  be  obtained  from  the  Office 
of  the  Associate  Dean,  NYU  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York,  N.Y.  10016;  or  by 
telephone  to  (212)  679-3200,  extension  4207. 

Teaching  day 

New  York  University  Post-Graduate  Medical  School  will 
offer  a “Teaching  Day  in  Rheumatology  for  the  Primary 
Physician”  on  October  11. 

Further  information  may  be  obtained  from  the  Regis- 
tration Department,  Office  of  the  Associate  Dean,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New 
York,  N.Y.  10016;  or  by  telephone  to  (212)  679-3200,  ex- 
tension 4207. 

Clinical  advances  in  pain  management 

An  interdisciplinary  weekend  symposium  on  “Clinical 
Advances  in  Pain  Management”  will  be  held  October  23 
and  24,  1976,  at  the  Statler  Hilton,  New  York  City.  Due 
to  space  limitations,  advance  registration  is  strongly  ad- 
vised. For  additional  information  and  registration  forms, 
contact  BMA,  Suite  1506,  270  Madison  Avenue,  New  York, 
New  York  10016. 

Conference  on  high  blood  pressure  control 

A national  conference  on  high  blood  pressure  control  will 
be  held  at  the  Great  Gorge  Resort  Hotel,  McAfee,  New 
Jersey,  April  17  to  19,  1977.  The  theme  of  the  conference 
will  be  “The  Identified  Hypertensive  Patient:  Issues  in 
Long-Term  Medical  Management.”  The  Conference  is 
seeking  and  will  place  highest  priority  on  those  research 
and  practice  papers  that  address  organization  and  meth- 
odology for  achieving  high  blood  pressure  control  for  the 
hypertensive  patient.  Abstracts  must  be  postmarked  by 
December  15,  1976.  Inquiries  regarding  specific  subject 
areas  for  papers  and  rules  for  submitting  abstracts  should 
be  addressed  to:  Conference  Headquarters,  National 

Conference  on  High  Blood  Pressure  Control,  1501  Wilson 
Boulevard,  Suite  600,  Arlington,  Virginia  22209. 

In  addition  to  the  National  Heart,  Lung,  and  Blood  In- 
stitute, this  conference  is  being  sponsored  by  the  American 
College  of  Cardiology,  American  Heart  Association, 
American  Hospital  Association,  American  Medical  Asso- 
ciation, American  Nurses  Association,  Inc.,  American  Os- 
teopathic Association,  Citizens  for  the  Treatment  of  High 
Blood  Pressure,  National  Kidney  Foundation,  and  the 
National  Medical  Association. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 
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been  reported.  Use  of  any  drug  in  preg- 
nancy, lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential  benefits 
be  weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation, 
increasing  gradually  as  needed  and  toler- 
ated. Not  recommended  in  children  under 
six.  Though  generally  not  recommended, 
if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  con- 
sider individual  pharmacologic  effects, 
particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Para- 
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lation and  acute  rage)  have  been  reported 
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ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur  especially  in  the 
elderly  and  debilitated.  These  are  revers- 
ible in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  gen- 
erally controlled  with  dosage  reduction; 
changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranu- 
locytosis), jaundice  and  hepaticdysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
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choosing  an  antianxiety  adjunct. 
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that  Librium  is  often  used  concomitantly 
with  many  primary  medications.  Among 
these  are  cardiac  glycosides,  antihyper- 
tensive  agents,  diuretics,  anticholinergics, 
antacids  and  anticoagulants. 

You  should  also  be  aware  that — 
although  no  causal  relationship  has  been 
established — variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  taking  oral  anticoagu- 
lants and  Librium.  Patients  should  be 
cautioned  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants. 

Of  course,  the  specific  calming 
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Abstracts  in  Interlingua 


Cea,  P.  C.,  e Fernandes,  M.:  Prostatectomia  transure- 
thral, New  York  State  J.  Med.  76:  1465  (Septembre) 
1976. 

In  iste  reporto  es  revistite  1000  casos  consecutive  de 
prostatectomias  transurethral  facite  in  le  “St.  Luke’s 
Hospital  Center”,  inter  Januario,  1965  e Januario,  1974. 
Omne  operationes  esseva  facite  per  le  personal  residente 
infra  le  supervision  del  urologista  attendente.  Le  mor- 
talitate  e le  complicationes  non  fatal  es  analysate  e esseva 
trovate  comparabile  con  illo  de  altere  studios. 

Abitbol,  M.  M.:  Compression  aortic  per  le  utero  gravide, 
New  York  State  J.  Med.  76:  1470  (Septembre)  1976. 

Un  analyse  retrospective  del  placentographias  de  43 
patientes  in  que  un  placenta  previe  esseva  suspectate  es- 
seva facite  per  explicar  le  insufficientia  placentari  causate 
per  pression  del  aorta  abdominal  per  le  utero  gravide. 
Esseva  trovate  un  correlation  definitive  inter  le  compres- 
sion aortic  abdominal,  le  diminution  del  pression  intraar- 
terial registrate  al  nivello  del  arterias  iliac  e femoral  e le 
circulation  placentari  affectate.  Le  uso  de  methodos 
moderne  per  le  localisation  placentari  es  suggerite  per 
clarificar  melior  le  problema  del  insufficientia  placenta- 
ri. 

Lande,  A.,  Bard,  R.,  Rossi,  P.,  e Passariello,  R.:  Arte- 
ritis de  Takayasu;  un  entitate  mundial,  New  York  State 
J.  Med.  76:  1477  (Septembre)  1976. 

Le  arteritis  de  Takayasu  affecta  primarimente  le  pueros 
e le  adultos  juvene,  predominantemente  feminas.  Omne 
segmentos  del  aorta  pote  esser,  indiscriminatemente, 
compromitite,  con  production  de  differente  grados  de 
strictura,  coarctation  o dilatation  del  arco  aortic  o del  aorta 
thoracic  e/o  abdominal,  e su  ramas.  Dependente  del  sito 
compromitite,  un  varietate  de  syndromes  clinic  pote  em- 
erges Hasta  multe  recentemente,  le  arteritis  de  Takayasu 
esseva  synonymo,  in  le  Statos  Unite  e Europa,  del  syn- 
drome del  arco  aortic,  e esseva  considerate  un  morbo  exotic, 
quasi  exclusivemente  limitate  al  Oriente.  In  communi- 


Hepatitis  B immunoglobulin  in  prevention 
of  HBs  antigenemia  in  hemodialysis  patients 

This  is  a report  of  a double-blind  controlled  trial  of 
HBIG  in  the  prevention  of  hepatitis-B  antigenemia  in 
patients  in  a dialysis  unit  in  which  HBsAg-positive  pa- 
tients had  been  found.  Control  patients  got  equal  vol- 


cationes previe,  le  autores  describeva  le  occurrentia  fre- 
quente  del  arteritis  de  Takayasu  in  le  Citate  de  Nove  York, 
particularmente  inter  le  population  Portorican  e Nigre.  In 
iste  reporto,  la  arteritis  de  Takayasu  es  describite  in  12 
patientes  caucasic,  probante  que  le  morbo  ha  un  distribu- 
tion mundial  e que  non  respecta  limites  racial. 

Rothbard,  M.  J.,  e Greenberg,  H.:  Problemas  gynecol- 
ogic de  salute.  Feminas  abusate  socialmente,  New  York 
State  J.  Med.  76: 1483  (Septembre)  1976. 

Esseva  examinate  117  feminas  adolescente  in  un  insti- 
tution pro  pueros  negligite  e abandonate.  Le  stato  general 
de  salute  de  iste  population  extrememente  in  pericolo  es- 
seva evalutate  con  attention  particular  al  stato  gynecologic 
e obstetric.  Le  trovatos  es  discutite. 

Singh,  K.  B.:  Le  sterilisation  tubari  mediante  le  lapar- 
oscopia;  experientia  de  5 annos  in  un  Hospital  universitari, 
New  York  State  J.  Med.  76: 1488  (Septembre)  1976. 

Utilisante  le  concepto  de  gruppo,  le  sterilisation  la- 
paroscopic esseva  facite  in  plus  que  1000  feminas  durante 
le  ultimo  5 annos.  In  iste  reporto  es  resumite  le  difficul- 
tates  technic,  le  complicationes  e le  fallimentos  inter  le 
patientes  operate.  In  plus,  un  analyse  ab  chance  esseva 
facite  inter  le  patientes  pro  studiar  le  duo  technicas  com- 
munmente  usate.  Le  complicationes  esseva  insignificante 
con  ambe  technicas.  Le  unic  re-admission  esseva  per  le 
tractamento  de  un  hematoma  del  pariete  abdominal  in  un 
patiente  que  habeva  le  sterilisation  laparoscopic  con  le 
technica  del  duple  punctura  facite  anteriormente.  Un 
technica  plus  simple — le  “push-pull”  mediante  un  lapar- 
oscopio  operante  esseva  disveloppate  depost  e esseva  usate 
per  plus  que  3 annos.  In  consequentia,  le  sterilisation 
tubari  laparoscopic  ha  essite  facite  in  nostra  institution  sin 
morbiditate  significative,  e es  concludite  que  le  laparos- 
copia  proportiona  un  methodo  secur,  simple  e practic  per 
le  contraception  permanente. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


umes  of  pooled,  normal  human  immunoglobin  (NHIG) 
in  which  no  HBs  could  be  detected.  Of  the  15  HBIG- 
treated  patients,  2 developed  HBs  antigenemia  in  the 
course  of  the  trial  (sixteen  months).  Of  the  14  NHIG- 
treated  patients,  10  developed  HBs  antigenemia,  a sig- 
nificant difference  P <0.01.  Desmyter,  J.,  et  al.:  The 
Lancet  2:  377  (Aug.  30)  1975 
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D’Abreu’s  Practice  of  Cardiothoracic  Surgery.  By  J. 

Leigh  Collis,  M.D.,  D.  B.  Clarke,  M.B.,  and  R.  Abbey 
Smith,  Ch.M.  Fourth  edition.  Baltimore,  The  Williams 
and  Wilkins  Co.,  1976.  Illustrated,  710  pages.  Hardcover, 
$77. 

Anyone  who  ever  met  Professor  d’Abreu  will  recall  the 
impression  of  aristocratic  elegance  and  charm,  and  the 
delightfully  clear  and  incisive  way  of  expressing  things  that 
he  has.  He  has  now  retired  from  the  active  practice  of 
thoracic  surgery  and  has  indeed  participated  very  little  in 
this  4th  edition  of  his  textbook.  Nevertheless,  his  col- 
leagues and  successors  in  Birmingham,  England,  have 
preserved  this  quality  of  precise,  clear,  informative  writing 
that  was  the  hallmark  of  the  1st  edition  of  the  student’s 
book,  and  so  characteristic  of  d’Abreu  himself.  There  is 
a great  deal  said  with  just  the  right  amount  of  words  and 
none  of  the  extraordinary  verbosity  and  pomposity  that 
is  common  in  so  many  model  textbooks. 

This  edition  covers  the  whole  of  thoracic  surgery  in- 
cluding diseases  of  the  lungs,  pleura,  chest  wall,  esophagus, 
mediastinum,  and  heart.  Since  it  is  not  a particularly  fat 
volume,  even  the  admirably  brief  and  clear  style  of  the 
writers  cannot  give  more  than  a limited  amount  of  infor- 
mation on  any  one  subject.  As  such,  it  is  probably  not  an 
appropriate  textbook  for  an  expert  in  any  one  of  these 
fields.  A chief  thoracic  resident  could  undoubtedly  profit 
from  reading  it,  but  would  need  to  go  further  in  several 
areas,  particularly  those  dealing  with  the  heart  where 
specific  problems  are  not  dealt  with  in  the  detail  that  is 
provided  for  in  some  other  parts  of  the  book,  notably  that 
on  pulmonary  diseases.  For  the  general  surgical  resident, 
or  the  general  surgeon  in  practice  wishing  to  know  some- 
thing about  thoracic  surgery,  the  book  should  fill  a need 
very  well. 

Inevitably,  there  are  points  with  which  the  reviewer 
would  take  issue.  These  are  not  crucial  to  the  value  of  the 
book  and  indeed  the  authors  are  not  necessarily  incorrect. 
One  particular  area  which  receives  rather  scant  attention 
is  that  of  the  preservation  of  myocardial  function  during 
cardiopulmonary  bypass.  The  lack  of  much  of  this  subject 
may  be  related  to  the  inevitable  delay  between  writing  and 
publication  that  is  part  of  the  production  of  the  textbook 
and  presents  a significant  deficiency  in  terms  of  the  current 
practice  of  cardiac  surgery. 

This,  then  is  the  4th  edition  of  a classic  British  textbook 
of  thoracic  surgery  written  with  brevity  and  lucidity  and 
containing  a wealth  of  information.  It  is  suitable  more  for 
the  reader  with  a general  interest  than  for  the  expert,  al- 
though it  contains  a great  deal  of  information  for  the  latter. 
R.  W.  M.  Frater,  M.D.,  F.R.C.S. 

The  Disabled  and  Their  Parents:  A Counseling 

Challenge.  By  Leo  Buscaglia,  Ph.D.  Thorofare,  N.J., 
Charles  B.  Slack,  Inc.,  1975.  Hardcover,  393  pages.  Price, 
$8.95. 

Dr.  Buscaglia,  an  associate  professor  of  education  at  the 

continued  on  page  1577 


Breon  Laboratories 


2nd  cover 


Burroughs  Wellcome  Company  1451,  1540,  1563 

Chemical  Bank  1575 

Dista  Products  Company  1485,  1486,  1487 

Endo  Laboratories  1567 

Geigy  Pharmaceuticals  1463,  1464 

Geriatric  Pharmaceutical  Corp 1571 

Eli  Lilly  & Company  1458 

Mead  Johnson  & Company  1552 

N.  Y.  Society  of  Acupuncture  for 

Physicians  & Dentists  1588 


Pharmaceutical  Manufacturers' 


Association  1534,1535 

A H.  Robins  Company  1448,  1449 

Roche  Laboratories 


1454,  1455,  1516,  1517,  1518,  3rd  & 4th  covers 


St.  Michael's  Medical  Center 1577 

Smith  Kline  & French  Laboratories  1476 

Upjohn  Company 1503 

Wallace  Laboratories  1526,1527 

Warner-Chilcott  Laboratories  1573 


Gilbert  Ramirez,  recently  elected 
Justice  of  the  Supreme  CourtOTtjp  State 


of  New\brk,  Kings  County 


Justice  Ramirez  is  blind. 


The  President’s  Committee  on  Employment  of  the  Handicapped. 
Washington,  D C.  20210 

School  of  Visual  Arts  Public  Advertising  System 


September  1976/New  York  State  Journal  of  Medicine  1457 


Pediatric  Drops 


100  mg./ml. 


Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


1458 


New  York  State  Journal  of  Medicine 


420  Lakeville  Road,  Lake  Success,  New  York  11040  Tel.  516  488-6100 


COPYRIGHT  1976  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


September  1976  Volume  76  Number  9 


"Dedicated  to  the  continuing  education  of  the  physician” 


76th  year  ok  publication 


Published  monthly  by  the  Medical  Society  of  the  State  of  New  York 
Henry  I.  Fineberc..  M.D.,  Executive  Vice-President  JULIUS  E.  STOLFI,  M.D.,  Associate  Editor 

Alfred  A.  Angrist,  M.D.,  Editor  Elizabeth  C.  Smith,  Managing  Editor 

Eugenes.  DOMBROWSKI,  Business  Manager 

FRANCES  E.  Casey,  Editorial  Production  ROBERT  W.  MILLER,  Advertising  Production 

CECILIA  M.  SCAFURO,  Copy  Editor,  Index,  Program  ADELA  Berkwits,  Secretary,  Copy  Editor 

AUDREY  M.  Hudson,  Copy  Editor  Eleanor  C.  Burns,  Accessions,  Reprints 


PUBLICATION  COMMITTEE 
Warren  A.  Lapp,  M.D.  Chairman 

Arthur  H.  Diedrick,  M.D.  Milton  Gordon,  M.D. 

Albert  H.  Douglas.  M.D..  Consultant 


Alfred  A.  Angrist,  M.D.,  ex 


Anthony  A.  Albanese,  Ph  D. 
Lloyd  T.  Barnes,  M.D. 
Jeremiah  A.  Barondess,  M.D. 
Joshua  A.  Becker,  M.D. 
Stuart  Bondurant,  M.D. 
Albert  Cook,  M.D. 
Seymour  Cutler,  M.D. 

William  Dock,  M.D. 
Vincent  P.  Dole,  M.D. 
Steven  D.  Douglas,  M.D. 

Aaron  Feder,  M.D. 
Vincent  J.  Fontana,  M.D. 
Lytt  I.  Gardner,  M.D. 
Carl  M.  Harris,  M.D. 


ASSOCIATE  EDITORIAL  BOARD 

Milton  Helpern,  M.D. 
ALFRED  P.  INGEGNO,  M.D. 
Ralph  F.  Jacox,  M.D. 
Ira  Snow  Jones,  M.D. 
James  R.  Jones,  M.D. 
Benton  D.  King,  M.D. 
Samuel  L.  Kountz,  M.D. 
Leslie  A.  Kuhn,  M.D. 
George  J.  Lawrence,  Jr.,  M.D. 
Harry  M.  LeVeen,  M.D. 
Gerald  P.  Murphy,  M.D. 
Stephen  Nordlicht,  M.D. 
Richard  H.  Orr,  M.D. 
Edmund  D.  Pellegrino,  M.D. 


Julius  E.  Stolfi,  M.D.,  ex  officio 


Ira  Polisar.  M.D. 
Samuel  J.  Prigal,  M.D. 
Paul  Reznikoff,  M.D. 
Richard  B.  Roberts,  M.D. 
Howard  A.  Rusk,  M.D. 
Harry  Schutta,  M.D. 
Joseph  E.  Snyder,  M.D. 
Bjorn  Thorbjarnarson,  M.D. 
Robert  Turell,  M.D. 
James  H.  Wall,  M.D. 
Robert  P.  Whalen,  M.D. 
Frank  M.  Woolsey,  Jr.,  M.D. 
Melvin  D.  Yahr,  M.D. 
Alex  W.  Young,  Jr.,  M.D. 


General  Information 

Published  monthly  with  the  Convention  issue  added  in 
September.  Editorial,  circulation,  and  publication  offices: 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Copyright  1976  by  the  Medical  Society  of  the  State  of  New 
York. 

RATES.  The  subscription  rate  is  S3. 50  per  year  paya- 
ble in  advance.  Single  copies  $0.50.  Back  issues  will  be 
supplied  for  the  past  five  years  at  the  single  copy  rate 
when  available.  Back  issues  prior  to  1958  are  $2.00  per 


copy;  from  1957  to  1967,  $1.00  a copy. 

Change  OF  ADDRESS.  Notice  should  be  sent  to  the 
circulation  office,  420  Lakeville  Road,  Lake  Success, 
New  York  11040.  Old  and  new  addresses  should  be  in- 
cluded as  well  as  a statement  whether  or  not  change  is 
permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 

Advertising  Representatives:  United  Media  Asso- 
ciates, Inc.,  16  Bruce  Park  Avenue,  Greenwich,  Connect- 
icut 06830.  Telephone:  203-661-9702. 


1459 


Copyright.  Material  that  is  published  in  the 
New  York  State  Journal  of  Medicine  is  pro- 
tected by  copyright  and  may  not  be  reproduced 
without  the  written  permission  of  both  the  author 
and  the  JOURNAL. 

MANUSCRIPTS.  Manuscripts  will  be  accepted  for 
consideration  with  the  understanding  that  they  are 
original,  have  never  before  been  published  nor  sub- 
mitted elsewhere,  and  are  contributed  solely  to  the 
New  York  State  Journal  of  Medicine. 
Original,  a copy,  and  abstract  must  be  included. 
Address  manuscripts  to  Editor,  New  York  State 
Journal  of  Medicine,  420  Lakeville  Road,  Lake 
Success,  New  York  11040. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  JOURNAL  and  are  not  returned.  The 
JOURNAL  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 

typed  copy  (not  all  capitals),  not  carbons,  on  8%- 
by- 11 -inch  firm  typewriter  paper,  double  spaced 
throughout  (including  text,  case  reports,  legends, 
tables,  and  references),  with  margins  of  at  least  1% 
inches.  Subheads  should  be  inserted  at  reasonable 
intervals  to  break  the  typographic  monotony  of 
lengthy  texts.  A carbon  copy  is  to  be  retained  by  the 
author.  The  manuscript  should  include  the  title  of 
the  article  (titles  are  best  brief  and  concise),  the  full 
name  of  the  author  (or  authors)  with  degrees,  aca- 
demic or  professional  titles,  affiliations,  complete 
addresses,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively.  Uncom- 
mon and  parochial  or  esoteric  abbreviations  if  used 
must  be  explained  and  the  generic  as  well  as  the  trade 
names  of  pharmaceutical  products  given.  Italics  are 
rarely  used. 

Tables:  Each  table  should  be  typed  on  a separate 
sheet  of  paper,  be  numbered  consecutively,  have  a 
brief  descriptive  title,  and  its  position  in  text  indi- 
cated. Take  care  that  columns  add  up  correctly  and 
that  statistics  are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced  from 
other  sources,  full  credit  must  be  given  to  both  author 
and  publisher  and  written  permission  from  these 
sources  included.  Where  work  is  reported  from  a 
governmental  service  or  institution,  clearance  by 
requisite  authority  should  accompany  the  manu- 
script. 

References:  References  should  be  limited  to  those 
citations  noted  in  the  text.  A complete  review  of  the 
literature  is  rarely  desirable.  The  references  must 
he  typed  double-spaced  and  are  to  be  numbered  as 


Information  for  Authors 

they  appear  consecutively  in  text,  with  their  positions 
in  the  text  indicated.  An  alphabetized  bibliography 
is  used  only  when  the  listing  is  of  books  suggested 
merely  for  supplementary  reading.  All  references 
must  be  checked  to  assure  complete  accuracy  (an 
inaccurate  reference  is  useless  to  the  reader).  Each 
journal  reference  must  include  author(s)  and  initials, 
complete  title  of  article,  name  of  publication,  volume, 
first  page  of  article,  and  date.  Complete  dates 
(month,  day,  as  well  as  year)  are  to  be  included  with 
all  references  that  have  appeared  within  the  last 
three  years.  Include  with  book  references  name  of 
author(s)  and/or  editor(s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if  given,  and 
page.  If  reference  is  to  a chapter  within  a book,  in- 
clude the  author  of  the  chapter,  if  this  is  not  the  same 
as  the  author  of  the  book,  and  the  title  of  the  chapter, 
if  any. 

Illustrations:  Authors  are  urged  to  use  the  ser- 
vices of  professional  illustrators  and  photographers 
when  possible.  Drawings  and  charts  should  always 
be  done  in  black  ink  on  white  paper.  Clear,  glossy 
photographs,  black  on  white,  should  be  submitted 
and  such  illustrations  numbered  consecutively  and 
their  positions  indicated  in  text.  Magnifications  will 
be  modified  in  proportion  to  the  amount  of  reduction 
necessary  for  an  illustration  to  fit  the  pages  of  the 
JOURNAL.  Please  do  not  deface  illustrations  by 
writing  on  front  or  back,  nor  should  they  be  scotch- 
taped  or  pasted  to  paper.  They  may  be  pasted 
carefully  on  cardboard.  The  figure  number,  indi- 
cation of  the  top,  and  the  author’s  name  are  to  be 
attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  in  a single  list, 
with  numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of  patients 
are  to  be  masked  and  should  carry  with  them  written 
permission  for  publication.  Special  arrangements 
must  be  made  with  the  Editor  for  excessive  illustra- 
tions or  color  plates. 

Responsibility.  Manuscripts  are  subject  to 
editorial  modification  and  such  revisions  as  bring 
them  into  conformity  with  JOURNAL  style.  How- 
ever, neither  the  editors  nor  the  publishers  nor  the 
Medical  Society  of  the  State  of  New  York  will  accept 
responsibility  for  statements  made  or  opinions  ex- 
pressed by  any  contributor  in  any  article  or  feature 
published  in  the  pages  of  the  JOURNAL. 

When  revisions  and  alterations,  not  on  the  original 
copy,  are  made  by  authors  on  the  galleys  sent  them 
for  correction,  these  are  chargeable  to  the  authors. 

REPRINTS.  An  order  form  for  reprints  is  attached 
to  the  galleys  returned  to  authors  for  correction  and 
approval. 


1460  New  York  State  Journal  of  Medicine/ September  1976 


Editorials 


New  section  on  geriatrics 

Recognizing  the  increasing  importance  of  geriatrics 
in  the  practice  of  medicine,  the  New  York  State 
Journal  of  Medicine,  beginning  with  the  January, 
1977,  issue  will  publish  a new  section  on  Geriat- 
rics. 

The  care  of  the  elderly  is  becoming  one  of  the  most 
challenging  results  of  modern  civilization.  In  the 
United  States  the  numbers  and  proportion  of  people 
over  sixty-five  years  of  age  are  increasing  rapidly. 
Today  there  are  22,000,000  over  sixty-five,  and  it  is 
estimated  that  by  the  year  2,000  the  number  will  be 
30,600,000.  More  important,  from  the  viewpoint  of 
medical  care,  is  the  fact  that  these  individuals  have 
more  frequent  and  more  serious  diseases,  often 
multiple  within  a single  patient.  Recently  it  has 
been  estimated  that  patients  over  sixty-five  require 
an  average  of  seven  times  the  hospitalization  as 
compared  with  younger  people.  For  example,  it  is 
not  unusual  to  find  an  elderly  patient  with  cancer, 
heart  disease,  emphysema,  hypertension,  and  pe- 
ripheral atherosclerosis,  and  to  this  may  be  added 
prostatic  hypertrophy,  diabetes,  or  stroke.  In  ad- 
dition they  are  often  markedly  depressed  owing  to 
rejection  by  their  company  or  union  (compulsory 
retirement),  or  by  their  family.  Cerebral  athero- 
sclerosis may  affect  their  mentation  thus  rendering 
them  progressively  ineffective  and  unable  to  cope 
with  their  daily  problems.  Finally,  large  numbers 
are  impoverished  and  forced  to  live  on  social  security 
or  on  a small  pension. 

Because  of  a summation  of  many  of  these  factors 
and  the  sensitivity  of  the  elderly  to  slights  or  cal- 
lousness, these  patients  require  a special  approach 
and  consideration.  They  should  not  be  just  shunted 
around  from  physician  to  physician  or  from  clinic  to 
clinic,  as  is  too  often  the  case.  The  outcome  of  their 
illness  may  be  a function  of  thoughtful  care.  Un- 
fortunately our  medical  schools  have  been  lax  in 
recognizing  this  responsibility  and  there  are  very  few 
departments,  courses,  or  even  lectures  to  inculcate 
this  concept  into  the  new  medical  students  and  res- 
idents. This  is  evident  in  attitudes  which  result  in 
the  reference  and  treatment  of  elderly  patients  as 
“old  crocks,”  even  though  many  of  them  can  be  re- 
stored to  good  health  and  even  to  productive  lives. 
Furthermore,  the  complexity  of  their  clinical  prob- 
lems may  add  greatly  to  their  value  for  study  and 
instruction  if  they  are  handled  with  thoughtfulness 
and  discretion.  Young  physicians  seem  to  find  it 
difficult  to  face  the  fact  that  if  they  are  so  fortunate 


as  to  survive  they  will  be  old  someday,  and  in  need  of 
care  themselves.  The  list  of  persons  who  have  con- 
tinued very  distinguished  careers  well  into  their  late 
seventies  or  early  eighties  is  a long  one  and  includes 
Churchill,  De  Gaulle,  Eisenhower,  Krushchev,  Ein- 
stein, Toscanini,  Rubenstein,  Fiedler,  Titian,  Casals, 
and  Justice  Holmes.  Most  of  them  survived  one  or 
more  serious  illnesses  to  carry  on  with  a distinction 
that  the  majority  of  their  younger  colleagues  could 
never  achieve. 

The  attitude  toward  the  older  people  that  they 
should  not  be  given  the  best  of  available  care  is  an 
uncivilized  one,  yet  we  have  seen  patients  deprived 
of  admission  to  intensive  care  units  because  they 
were  over  seventy — a position  unworthy  of  good 
physicians. 

Looking  at  the  other  side  of  the  coin  we  see  even 
more  distressing  problems.  These  are  found  in  the 
elderly  patients  who  do  not  recover  good  health  after 
their  illness  but  remain  permanently  invalided. 
Examples  are  seen  in  old  men  or  women  who  are 
single,  who  have  lost  their  spouse  but  who  cannot  be 
returned  to  their  apartments  because,  even  with 
visiting  nurses,  they  cannot  care  for  themselves,  or 
who  develop  senile  dementia  so  that  even  their 
families  cannot  care  for  them.  The  alternatives  for 
all,  but  the  wealthy,  in  the  way  of  nursing  homes  or 
municipal  or  state  hospitals  offer  less  than  ideal  so- 
lutions to  their  needs. 

There  is  a need  for  a forum  where  all  aspects  of  this 
formidable  problem  can  be  examined;  ranging  from 
experimental  studies  at  the  basic  science  level  to 
clinical  care  including  impact  from  all  pertinent 
specialties.  Social  studies  that  bear  on  medical  care 
also  will  be  welcome. 

We  invite  the  submission  of  manuscripts  dealing 
with  this  subject.  If  some  stimulate  other  views  or 
even  controversy,  suitable  letters  will  be  accepted, 
subject  to  editorial  approval.  Our  aim  is  to  make  this 
an  interesting,  lively,  instructive  section  which  will 
appear  from  time  to  time  as  the  material  justifies  its 
publication. 

Irving  S.  Wright,  M.D.* 
Editor,  Section  on  Geriatrics 


* The  Editors  of  the  New  York  State  Journal  of 
Medicine  are  pleased  to  announce  that  as  of  January,  1977, 
our  new  Section  on  Geriatrics  will  be  edited  by  the  Irving 
S.  Wright,  M.D.,  F.A.C.P. 
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Dr.  Wright  was  born  and  educated  in  New  York  City  and 
has  devoted  almost  all  of  his  professional  life  to  the  practice 
of  medicine,  teaching,  and  research  in  The  New  York 
Hospital  and  Cornell  University. 

At  the  present  he  is  an  emeritus  clinical  professor  of 
medicine  at  Cornell,  a consultant  to  the  Surgeon  General 
of  the  United  States,  The  New  York  Hospital,  and  nine 
other  institutions.  He  belongs  to  many  prestigious  so- 
cieties including  the  American  Association  of  Physicians; 
the  American  Society  for  Clinical  Investigation;  the  New 
York  and  American  Heart  Associations,  and  the  American 
College  of  Physicians.  He  has  been  the  president  of  the 
last  three  organizations. 


Introductory  statement 

The  following  editorial  appeared  in  the  Bulletin  of  the 
Medical  Society  of  the  County  of  Queens,  Inc.,  some 


Malpractice  suits* 

For  the  past  few  years  there  has  been  a distinct 
increase  in  the  number  of  malpractice  suits  against 
physicians.  The  reason  for  this  trend  is  rather  ob- 
scure, but  actual  figures  show  that  it  is  nevertheless 
real.  While  it  is  probable  that  a certain  percentage 
of  these  cases  is  based  on  legitimate  claims,  a large 
number  are  the  result  of  various  and  probably  readily 
preventable  factors.  Eliminating  from  present 
consideration  the  so-called  “legitimate”  group 
(though  not  inferring  that  conscious  effort  in  avoid- 
ing acts  of  malpractice  could  not  reduce  it  to  a small 
minimum),  we  are  left  with  those  cases  which  include 
retaliatory  actions  by  patients  or  their  families  for 
real  or  fancied  grievances,  in  cases  which  have  ter- 
minated unsatisfactorily  through  no  fault  of  the 
physician,  and  a relatively  large  group  started  on  the 
basis  of  off-hand  criticism  of  one  physician  by  an- 
other. 

The  first-mentioned  group  consists  chiefly  of  those 
actions  which  are  brought  after  the  physician’s  bill 
has  been  presented  and  considered  exhorbitant  by 
the  patient;  the  patient  then  unearths  evidence  of 
supposed  improper  professional  conduct  and  insti- 
tutes legal  proceedings  solely  for  the  purpose  of 
evading  payment.  The  obvious  way  to  forestall  such 

* Editorial  in  The  Bulletin  of  the  Medical  Society  of  Queens — 
July,  1941,  by  Ezra  A.  Wolff,  M.D. 


Dr.  Wright  pioneered  in  the  clinical  use  of  anticoagu- 
lants. He  has  written  a great  deal  on  thrombotic  vascular 
conditions  including  heart  disease  and  stroke.  His  work 
brought  him  international  fame  and  a great  demand  for  his 
expertise  on  many  educational  and  governmental  com- 
mittees. 

Irving  Wright  serves  on  17  editorial  boards;  and  has  been 
honored  37  time.  He  has  received  both  the  Albert  Lasker 
Award  and  the  Alfred  Stengel  Memorial  Award  of  The 
American  College  of  Physicians.  This  prolific  writer  has 
had  over  250  of  his  papers  and  articles  published  and  alone 
or  jointly  authored  several  books  and  chapters  in  promi- 
nent texts. 


thirty-five  years  ago  and  is  so  applicable  still  as  to  merit 
republication  at  this  time. 

The  Editor 


suits  is  to  come  to  agreement  in  advance,  especially 
in  surgical  cases,  on  the  amount  or  the  approximate 
amount  of  the  fee.  While  this  is  not  always  entirely 
feasible,  frank  discussion  of  the  matter  will  avoid 
much  misunderstanding  on  this  score. 

In  the  second  category  fall  many  cases  in  which  the 
physician  has  promised,  or  even  guaranteed,  certain 
results  of  treatment.  This  should  never  be  done  for 
it  is  not  only  unwise;  it  is  improper.  If  such  promises 
are  studiously  avoided,  and  the  prognosis  is  always 
made  conditional  and  tentative  and  only  after  careful 
consideration  of  the  probabilities  involved,  the  bulk 
of  these  cases  would  lose  their  raison  d’etre. 

Although  the  exact  number  of  cases  in  the  first  two 
classes  mentioned  which  could  be  eliminated  by  ap- 
propriate measures  is  subject  to  difference  of  opinion, 
there  is  no  doubt  that  the  third  can  be  entirely 
eradicated.  It  can  be  readily  seen  that  expression  of 
opinion  concerning  the  fitness  of  another  physician’s 
treatment  on  the  basis  of  facts  supplied  by  an  inter- 
ested and,  in  spite  of  himself,  biased  patient  or  rela- 
tive, can  at  best  be  only  a crude  guess.  On  the  other 
hand,  abstention  from  such  expression  has  every- 
thing to  recommend  it,  and  cannot  help  but  redound 
to  the  credit  of  the  physician  consulted. 

Ezra  A.  Wolff,  M.D. 


The  Journal  apologizes  for  mislabeling  the  arrangement  of  the  physicians  in  the  well-known  Sargent  painting  and  the 
misspelling  of  Dr.  Welch’s  name  in  the  Bicentennial  issue  of  the  Journal  on  page  1139.  The  names  in  the  Sargent 
painting  should  read  as  follows:  from  left  to  right,  William  Henry  Welch,  M.D.,  William  Stewart  Halsted,  M.D.,  Sir 
William  Osier,  and  Howard  Atwood  Kelly,  M.D. 
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reduce  the  probability  of 
missed  doses. 


1 h.S. 


- 


After  therapy  is  initiated  with 
the  75-mg.  capsule,  the  150- 
mg.  capsule  is  the  dose  level 
at  which  optimum  response 
is’usually  obtained. 


Please  review  the  prescrib- 
ing information  summarized 
on  the  back  of  this  page. 
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"Each  capsule  contains  imipramine  pamoate 
equivalent  to  150,  125,  100  or  75  mg.  imipramine 
hydrochloride. 

Tofranil-PM® 

brand  of  imipramine  pamoate 

Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal  When  it  is 
desired  to  substitute  Tofranil-PM,  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescnbed  The  drug  is  contraindicated 
dunng  the  acute  recovery  period  after  a myocardial  infarc- 
tion. Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy:  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards.  Animal  reproduction  studies  have  yielded  incon- 
clusive results.  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to: 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia; 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties; 

— hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity, 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children:  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg  . 100  mg.,  125  mg 
and  150  mg).  Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg,,  100  mg  . 125  mg  or  150 
mg  imipramine  hydrochloride 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 


of  suicide  in  seriously  depressed  patients  is  inherent  in 
the  illness  and  may  persist  until  significant  remission  oc- 
curs Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug  If  needed,  Tofranil-PM 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g.,  paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomime- 
tic amine  (e  g , adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lower.ng  of  blood  sugar  levels  have 
been  reported 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note:  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  reported  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered 

Cardiovascular:  Hypotension,  hypertension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  heart  block, 
stroke,  falls. 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares, 
hypomania;  exacerbation  of  psychosis. 

Neurological:  Numbness,  tingling,  paresthesias  of  ex- 
tremities; incoordination,  ataxia,  tremors;  peripheral 
neuropathy;  extrapyramidal  symptoms;  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis;  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  tne  urinary  tract 
Allergic  Skin  rash,  petechiae,  urticaria,  itching,  photosen- 


sitization (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever,  cross- 
sensitivity  with  desipramine 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis. eosinophilia;  purpura;  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy,  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea,  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male,  breast  enlarge- 
ment and  galactorrhea  in  the  female,  increased  or  de- 
creased libido,  impotence,  testicular  swelling,  elevation  or 
depression  of  blood  sugar  levels. 

Other  Jaundice  (simulating  obstructive),  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing,  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache,  parotid  swelling,  alopecia 
Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise 
Dosage  and  Administration:  In  adult  outpatients 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg  /day  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response  If 
necessary,  dosage  may  be  increased  to  200  mg. /day 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg  /day  and  may  be  increased  to  200 
mg  /day  Dosage  should  be  increased  to  250-300  mg  day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission  The  usual  adult  maintenance 
dosage  is  75-150  mg  /day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg  or  higher  It  is 
generally  unnecessary  to  exceed  100  mg  /day  in  these 
patients  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses 
How  Supplied:  Tofianil-PM.  brand  of  imipramine 
pamoate  Capsules  of  75.  100.  125  and  150  mg  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  Including  dosage  and  adminis- 
tration. please  refer  to  the  full  prescribing  Informa- 
tion. 
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The  purpose  of  this  study  was  to  analyze  the  results 
of  nine  years’  experience  with  transurethral  resec- 
tions of  the  prostate.  Our  main  interest  in  this  study 
was  focused  on  the  complications  of  the  procedure 
and  on  the  factors  that  may  influence  morbidity  and 
mortality. 

All  operative  procedures  were  performed  by  a 
resident,  who  was  supervised  by  the  same  staff  phy- 
sician. The  study  was  confined  to  those  postopera- 
tive complications  occurring  during  the  patients’ 
hospitalization  as  well  as  to  long-term  follow  up;  in 
some  cases,  the  follow-up  period  is  nine  years. 

The  operations  were  mainly  performed  for  benign 
prostatic  hypertrophy,  carcinoma  of  the  prostate,  and 
vesical  neck  contracture  (Table  I). 

Procedure 

One  thousand  consecutive  patients,  who  had  un- 
dergone transurethral  resections  of  the  prostate  from 
January,  1965,  to  January,  1974,  were  reviewed. 

Technique  of  operation 

Prior  to  surgery,  each  patient  underwent  a com- 
plete urologic  evaluation,  including  intravenous 
urogram,  cystogram,  and  cystoscopy.  Either  epi- 
dural, spinal,  or  general  anesthesia  was  used  in  all 
cases,  and  the  dorsal  lithotomy  position  was  routinely 
employed.  All  resections  were  performed  with  the 
Iglesias  resectoscopes.  Sterile  water,  with  1.5  per 
cent  glycine  solution,  was  the  irrigating  fluid  used  in 
all  cases.  The  technique  of  prostatectomy  was  as 

This  paper  was  read  at  the  Urology  Prize  Essay  Contest,  New 
York  Academy  of  Medicine,  New  York  City,  April  16, 1975;  it  was 
again  presented  at  the  73rd  Annual  Meeting  of  The  New  York 
Section  of  the  American  Urological  Association,  Inc.,  South- 
ampton, Bermuda,  September  21,  1975. 


This  study  reviews  1,000  consecutive  cases  of  trans- 
urethral prostatectomies  performed  at  St.  Luke’s 
Hospital  Center  from  January,  1965,  to  January, 
1974.  All  the  operations  were  performed  by  the 
resident  staff  under  the  supervision  of  one  attending 
urologist.  The  mortality  and  nonfatal  complication 
rates  are  analyzed  and  are  found  to  be  comparable 
with  other  studies. 


TABLE  I.  Diagnosed  disease  in  1,000  cases  requiring 
transurethral  resection  of  prostate 


Disease  Condition 

Number  of 
Cases 

Per  Cent 
of  Total 

Benign  prostatic 
hypertrophy 

745 

74.5 

Carcinoma  of 
prostate 

181 

18.1 

Vesical  neck 
contracture 

66 

6.6 

Carcinoma  of 
bladder  invad- 
ing prostate 

3 

0.3 

Neurologic  con- 
ditions 

2 

0.2 

Tuberculosis  of 
prostate 

1 

0.1 

Cryptococcus 

prostatitis 

1 

0.1 

Schistosomiasis  of- 
prostate 

1 

0.1 

described  by  Nesbit,1  that  of  removing  the  obstruc- 
tive prostatic  tissue  and  exposing  the  fibers  of  the 
surgical  capsule. 

Prior  to  the  introduction  of  the  28-F.  (French) 
resectoscope,  the  urethra  was  dilated  through  30  F., 
using  Van  Buren  sounds.  A perineal  urethrostomy 
was  performed  if  the  urethra  did  not  calibrate  easily 
to  30  F.,  if  the  prostatic  urethra  was  unusually  long, 
or  the  prostate  was  considered  to  be  more  than  40 
Gm.2  Cystoendoscopy  was  performed  in  all  patients 
so  as  to  identify  the  verumontanum,  trigone,  and 
ureteral  orifices,  which  were  used  as  landmarks 
during  the  resection.  If  the  medium  lobe  was  en- 
larged, it  was  resected  first  to  allow  free  flow  of  the 
irrigating  solution  during  the  resection  and  in  turn 
to  visualize  the  vesical  neck  fibers,  which  serve  as  a 
good  reference  point  for  the  trigone.  Resection  of 
the  lateral  lobes  was  performed  in  a standard  fashion, 
starting  at  11:00  o’clock  and  resecting  to  7:00  o’clock, 
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TABLE  II.  Mortality  rate  from  eight  deaths  out  of 
1,000  surgical  cases 


Cause  of  Death 

Number 

Per  Cent 
Occurrence 

Myocardial  infarction 

6 

0.6 

Pulmonary  embolization 

1 

0.1 

Hemorrhage 

1 

0.1 

Totals 

8 

0.8 

and  then  from  1:00  o’clock  to  5:00  o’clock,  resecting 
from  the  vesical  neck  to  the  verumontanum.  The 
roof  and  floor  were  resected  in  a similar  fashion. 
Hemostasis  was  controlled  with  coagulation  of  all 
large  bleeders  as  the  resection  was  being  carried 
out. 

At  the  completion  of  the  operation,  the  bladder 
was  irrigated  clear  of  chips  and  blood.  Visualization 
of  the  trigone,  ureteral  orifices,  and  verumontanum 
was  again  performed. 

A 22  or  24-F.  Foley  catheter  with  30-cc.  balloon  was 
inserted  and  left  to  gravity  drainage.  On  occasion, 
traction  for  five  to  six  minutes  was  maintained  and 
the  bladder  was  irrigated  until  oozing  from  the  ve- 
nous channel  cleared.  Postoperatively,  the  bladder 
was  irrigated  as  needed.  The  catheter  was  removed 
on  the  third  to  fifth  postoperative  day. 

Vasectomy  was  performed  in  70  per  cent  of  the 
cases,  and  antibiotics  were  given  when  indicated. 
Diuretics  were  given  during  the  operative  procedure 
when  large  glands  were  resected  or  if  the  procedure 
was  prolonged  over  one  hour.  No  other  medications 
were  given  aside  from  analgesics  or  sedatives.  Pa- 
tients were  discharged  on  the  tenth  to  fifteenth  day 
following  surgery. 

Mortality  rate 

Regardless  of  cause,  all  deaths  occurring  during  the 
period  of  hospitalization  were  counted  as  operative 
deaths.  There  were  8 deaths  in  the  1,000  cases  op- 
erated on,  resulting  in  a mortality  rate  of  0.8  per  cent 
(Table  II).  Of  the  8 deaths,  6 were  due  to  myocardial 
infarction;  none  occurred  in  the  operating  room. 
One  death  followed  removal  of  80  Gm.  of  prostatic 
tissue  in  ninety  minutes  under  epidural  anesthesia; 
the  patient  died  on  the  second  postoperative  day. 
The  other  5 cardiac  deaths  occurred  between  the 
third  and  twenty-sixth  postoperative  days.  The 
average  age  of  patients  was  seventy-three.  Five  of 
the  6 patients  had  preexisting  cardiac  disease;  4 of  the 
6 were  azotemic  prior  to  surgery. 

One  death  was  due  to  pulmonary  embolization;  the 
patient  had  a history  of  cardiac  arrhythmia  prior  to 
surgery.  One  death  was  due  to  hemorrhage  in  an 
eighty-seven-year-old  patient  who  was  uremic  with 
bilateral  hydronephrosis.  He  sustained  a bladder 
perforation  at  the  time  of  surgery,  necessitating  open 
closure  and  cystostomy.  He  received  four  units  of 
blood  at  the  time  of  operation.  On  the  third  post- 


TABLE  III.  Nonfatal  complications  in  1,000  cases 
following  transurethral  resection  of  the  prostate 


^-Complications 
Number 
Number  Follow- 
of  Im-  ing  Dis- 
mediate  charge 

Total 

Cases 

Per  Cent 
Occurrence 

Secondary 

10 

32 

42 

4.2 

resection 

Postopera- 

26 

12 

38 

3.8 

tive 

hemor- 

rhage 

Sepsis 

27 

1 

28 

2.8 

Urethral 

16 

16 

1.6 

stricture 

Inconti- 

15 

15 

1.5 

nence 

Epididymi- 

4 

4 

8 

0.8 

tis 

Pneumonia 

5 

5 

0.5 

Bladder 

5 

5 

0.5 

neck  con- 
tracture 
Bladder 

5 

5 

0.5 

perfora- 

tion 

Myocardial 

3 

1 

4 

0.4 

infarc- 

tion 

Hydrone- 

1 

2 

3 

0.3 

phrosis 

Thrombo- 

3 

3 

0.3 

phebitis 
Renal  fail- 

1 

1 

0.1 

ure  and 
pyelone- 
phritis 
Cerebral  vas- 

1 

1 

0.1 

cular  acci- 
dent 

Hepatitis 

1 

1 

0.1 

Epidural 

1 

1 

0.1 

catheter 

— 

— 

— 

— 

Totals 

102 

74 

176 

17.6 

operative  day,  a massive  upper  gastrointestinal  bleed 
occurred,  and  the  patient  died. 

Morbidity  rate 

Some  form  of  nonfatal  complications  developed 
in  17.6  per  cent  of  patients.  Therefore,  more  than 
80  per  cent  of  the  patients  undergoing  transurethral 
resection  of  the  prostate  recovered  without  compli- 
cation. Table  III  lists  the  nonfatal  complications  of 
decreasing  frequency.  The  table  is  divided  into 
immediate  complications,  those  occurring  while  the 
patient  was  in  the  hospital,  and  those  encountered 
during  follow-up  care  after  discharge  from  the  hos- 
pital. 

There  were  42  cases  that  required  secondary  re- 
sections of  residual  prostatic  tissue.  Ten  patients 
required  this  resection  prior  to  discharge;  21  prior  to 
one  year  postoperation;  and  11  cases  within  eighteen 
months. 

Hemorrhage  and/or  secondary  hemorrhage  with 
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AGE 

No.  of 
Patients 


50  80 

FIGURE  1.  Age  of  patient  at  time  of  hospitalization. 


clot  retention  occurred  in  38  patients.  Hemorrhage 
occurred  in  26  patients  during  the  immediate  post- 
operative period.  This  necessitated  a transfusion  of 
more  than  1,000  cc.  of  blood  in  13  patients;  12  of  these 
patients  had  more  than  25  Gm.  of  tissue  resected,  and 
11  patients  had  associated  azotemia.  Twelve  pa- 
tients were  readmitted  in  clot  retention  following 
discharge;  only  3 patients  required  transfusion. 

Any  patient  w-ith  postoperative  fever  over  102°F., 
or  with  blood  cultures  positive  for  microorganisms, 
was  considered  to  have  sepsis.  Twenty-seven  pa- 
tients were  treated  in  the  immediate  postoperative 
period,  and  1 was  readmitted  following  discharge. 
The  majority  of  these  patients  had  required  cathe- 
terization prior  to  surgery  or  had  urethritis  on  ad- 
mission. Of  these  patients,  65  per  cent  had  general 
anesthesia. 

The  next  most  common  complication  was  urethral 
stricture  in  16  patients.  All  were  found  six  months 
or  more  following  surgery,  then  postoperative  in- 
continence in  15  patients.  Ten  of  these  patients 
gained  almost  total  control  within  a year  and  no 
longer  needed  a urosheath.  Four  persisted  and  1 
required  the  Tanagho  procedure  for  correction;  2 had 
a previous  history  of  incontinence. 

Epididymitis  occurred  in  8 patients,  4 in  the  im- 
mediate postoperative  period,  and  4 in  follow-up;  6 
of  the  8 did  not  have  vasectomies. 

Pneumonia  occurred  in  5 patients.  Four  patients 
received  general  anesthesia;  3 of  these  patients  had 
underlying  chronic  obstructive  pulmonary  disease. 

Bladder-neck  contracture  occurred  in  5 patients 
between  three  months  and  one  and  one-half  years 
postoperatively.  Myocardial  infarction  occurred  in 
4 patients,  all  of  whom  were  inpatients  with  preex- 


FIGURE  2.  Type  of  anesthesia  used  and  resection  time. 


isting  cardiac  disease.  Three  occurred  between  the 
first  and  third  postoperative  day,  and  1 occurred  two 
months  after  discharge. 

There  were  3 cases  of  hydronephrosis:  1 needed 
a nephrostomy  in  the  postoperative  period;  2 oc- 
curred later,  with  one  of  these  needing  reimplanta- 
tion of  the  ureter.  Thrombophlebitis  was  treated  in 
3 cases  in  the  postoperative  period.  One  patient 
developed  pyelonephritis  and  renal  failure  following 
discharge. 

There  was  1 case  of  cerebral  vascular  accident  on 
the  second  postoperative  day.  The  patient  recov- 
ered; however,  he  later  was  found  to  have  metastatic 
lesion  to  the  brain  from  leiomyosarcoma. 

One  case  of  chemical  hepatitis,  attributed  to  hal- 
othane,  occurred;  in  one  case,  the  distal  2 cm.  of  ep- 
idural catheter  broke  off  while  attempting  to  remove 
it. 

Factors  influencing  mortality  and  morbidity 

In  our  study,  the  age,  resection  time,  size  of  gland 
removed,  anesthesia  used,  and  concurrent  medical 
condition  were  analyzed  to  see  if  these  factors  in- 
fluenced mortality  and  morbidity. 

Figure  I illustrates  the  age  of  the  patient  at  the 
time  of  hospitalization.  There  were  78  per  cent  over 
the  age  of  sixty  and  41.4  per  cent  over  the  age  of 
seventy. 

Figure  2 reveals  the  type  of  anesthesia  used  and  the 
resection  time  in  each  group.  General  anesthesia  was 
used  in  54  per  cent  of  the  patients,  and  epidural  or 
spinal  anesthesia  in  46  per  cent  of  the  patients. 
Resection  time  was  limited  to  sixty  minutes  or  less 
in  65.3  per  cent  of  the  total  cases,  and  between  sixty 
and  ninety  minutes  in  27.8  per  cent;  in  6.9  per  cent, 
the  resections  extended  over  ninety  minutes.  The 
type  of  anesthesia  used  did  not  influence  the  resec- 
tion time  as  illustrated  in  Figure  2 in  our  study. 

Figure  3 illustrates  the  amount  of  prostatic  tissue 
resected.  We  find  that  77.9  per  cent  of  the  resections 
were  under  20  Gm.  and  22.1  per  cent  over  20  Gm. 

The  most  common  concurrent  diseases  encoun- 
tered in  this  study  are  listed  in  decreasing  order  of 
frequency: 

1.  Hypertension 

2.  Cardiac  disease 
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GRAXS  RESECTED 


FIGURE  3.  Amount,  in  grams,  of  prostatic  tissue  resect- 
ed. 


3.  Diabetes 

4.  Chronic  obstructive  pulmonary  disease 

5.  Azotemia 

6.  Gastrointestinal  disease 

7.  Anemia 

8.  Peripheral  vascular  disease 

9.  Miscellaneous 

Mortality  rate 

There  were  8 fatalities,  a mortality  rate  of  0.8  per 
cent  (Table  II).  The  average  age  in  this  group  was 
seventy-three,  ranging  from  sixty-seven  to  eighty- 
seven  years.  The  average  weight  of  tissue  resected 
was  32  Gm„  ranging  from  10  to  80  Gm.  resected. 
The  average  resection  time  was  over  sixty  minutes, 
ranging  from  thirty-five  to  one  hundred  and  ten 
minutes. 

Associated  concurrent  disease  included:  7 with 
preexisting  cardiac  disease;  2 with  azotemia;  3 with 
diabetes;  1 with  peripheral  vascular  disease;  2 with 
cancer  of  the  prostate;  and  1 with  cancer  of  another 
organ  (leukemia). 

The  type  of  anesthesia  used  in  these  cases  was  as 
follows:  5 general;  3 epidural. 

Morbidity  rate 

The  nonfatal  complications  were  analyzed  in  a 
similar  fashion  (Table  III). 

The  most  common  complication  was  residual  tis- 
sue, requiring  secondary  resection.  The  average 
patient  age  was  seventy-two  and  one-half  years, 
ranging  from  fifty-five  to  ninety.  The  average  tissue 
resected  was  14.1  Gm.  Resection  time  averaged  58.5 
minutes,  ranging  from  thirty-five  to  ninety  minutes; 
and  84  per  cent  were  performed  under  general  an- 
esthesia, 16  per  cent  under  epidural  or  spinal.  There 
were  9 cases  of  carcinoma  of  the  prostate  in  this 
group. 


The  second  most  common  complication  was 
postoperative  hemorrhage.  The  average  age  was  70.3 
years,  ranging  from  fifty-four  to  ninety  years.  The 
average  resection  time  was  69.8  minutes,  and  ranged 
from  thirty-five  to  one  hundred  and  twenty  minutes. 
General  anesthesia  was  used  in  52  per  cent  and  epi- 
dural or  spinal  in  48  per  cent.  The  average  amount 
of  tissue  resected  was  25.3  Gm.,  ranging  from  3 to  60 
Gm.  The  most  common  concurrent  diseases  were: 
azotemia,  45;  cardiac  disease,  30;  diabetes,  23;  and 
carcinoma  of  the  prostate  in  23  per  cent  of  the 
cases. 

Sepsis  was  the  third  most  frequent  complication, 
the  average  age  being  68.9  years  and  ranging  from 
forty-eight  to  ninety.  The  average  tissue  resected 
was  1 1.4  Gm.  ranging  from  2 to  25  Gm.  The  average 
resection  time  was  64.3  minutes,  ranging  from 
thirty-five  to  ninety  minutes.  General  anesthesia 
was  used  in  65  per  cent  of  the  cases  and  epidural  or 
spinal  in  35  per  cent.  Associated  concurrent  diseases 
included:  8 cases  with  chronic  obstructive  pulmo- 
nary disease;  7 cases  with  cardiac  disease;  7 cases  with 
urethral  strictures;  5 cases  with  azotemia;  5 cases  with 
diabetes;  and  5 cases  with  carcinoma  of  the  prostate. 
Of  interest  to  note  is  that  40  per  cent  of  these  patients 
required  catheterization  prior  to  surgery. 

Strictures  occurred  in  16  patients.  The  average 
age  was  66.6  years,  ranging  from  fifty-one  to  eighty- 
four.  The  average  tissue  resected  was  10.8  Gm., 
ranging  from  4 to  25  Gm.  The  average  time  of  re- 
section was  63.2  minutes,  ranging  from  forty-five  to 
seventy-five  minutes.  Retention  requiring  cathe- 
terization occurred  in  55  per  cent  of  this  group  prior 
to  surgery.  General  anesthesia  was  used  in  60  per 
cent,  epidural  in  40  per  cent. 

Incontinence  occurred  in  15  cases  or  1.5  per  cent 
of  all  complications.  Two  of  these  had  preexisting 
urinary  incontinence  prior  to  surgery.  The  average 
age  was  73.2  years,  ranging  from  fifty-nine  to 
ninety-two  years.  Resected  tissue  averaged  13.8  Gm. 
and  ranged  from  2 to  75  Gm.  The  average  resection 
time  was  66.3  minutes,  ranging  from  forty-five  min- 
utes to  seventy-five  minutes.  General  anesthesia  was 
used  in  60  and  epidural  in  40  per  cent  of  cases.  Re- 
tention prior  to  surgery  was  found  in  30  per  cent  of 
these  patients. 

The  remaining  3.7  per  cent  of  nonfatal  complica- 
tions was  divided  into  11  separate  categories  and  was 
felt  to  be  too  few  in  each  group  to  be  significantly 
analyzed.  However,  in  general,  increased  age  and 
concurrent  diseases  were  the  most  striking  factors. 
General  anesthesia  was  used  in  4 of  the  5 cases 
wherein  pneumonia  developed. 

Comment 

This  study  reveals  that  a resident  physician  under 
the  guidance  of  a trained  urologist  can  perform 
transurethral  prostatectomies  with  a limited  number 
of  complications.  A mortality  rate  of  0.8  per  cent  and 
morbidity  rate  of  17.6  per  cent  are  comparable  to 
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other  published  studies.3-8  In  our  study,  we  felt  that 
increasing  age,  prolonged  resection  time,  and  size  of 
the  prostate  gland  resected  were  the  most  significant 
factors  associated  with  mortality  and  morbidity. 
Preexisting  cardiac  disease  and  azotemia  signifi- 
cantly influenced  our  mortality  rate.  Azotemia  was 
found  in  45  per  cent  of  our  postoperative  hemorrhage 
cases  and  we  agree  with  the  findings  of  Melchior  et 
al ,9  in  this  regard. 

In  our  review,  54  per  cent  of  the  cases  were  per- 
formed under  general  anesthesia  and  46  per  cent 
under  epidural  or  spinal  anesthesia.  We  found  that 
general  anesthesia  may  be  a factor  of  influence  in 
cases  of  sepsis  and  pneumonia.  General  anesthesia 
may  have  been  found  to  diminish  immunologic  re- 
sponsiveness.10-11 

Summary 

The  mortality  and  morbidity  rates  of  1,000  con- 
secutive transurethral  prostatectomies  have  been 
studied.  The  factors  influencing  these  complications 
have  been  analyzed. 

Increasing  age,  length  of  resection  time,  size  of 
gland  resected,  azotemia,  and  cardiac  disease  were 


Wiping  out  of  drug  addiction 
called  impossible  goal 

No  “crusades”  will  wipe  out  narcotic  addiction,  and  the 
best  we  can  hope  to  do  is  to  contain  the  problem,  limit  its 
scope,  and  offer  help  to  the  victims,  says  a report  in  the 
March  issue  of  Archives  of  General  Psychiatry,  a scientific 
journal  published  by  the  American  Medical  Association. 

“Of  course,  if  there  were  no  heroin,  there  would  be  no 
heroin  addicts — an  incontrovertible  prediction,  but  a 
sterile  one — since  for  sixty  years  it  has  proved  impossible 
to  eliminate  the  availability  of  heroin  or  other  opiates. 
There  is  good  reason  to  believe  that  it  is  impossible  in 
principle  (at  least  in  a society  that  values  individual  free- 
doms and  the  right  of  privacy)  to  abolish  the  supply  of 
narcotics. 

“Thus,  narcotic  addiction,  which  has  been  a feature  of 
our  society  for  many  years,  will  remain  with  us  for  the 
foreseeable  future,”  says  Avram  Goldstein,  M.D.,  of 
Stanford  University,  Palo  Alto,  Calif. 


the  most  significant  factors  contributing  to  mortality 
and  morbidity. 
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Dr.  Goldstein  offers  five  premises  in  coping  with  heroin 
addiction: 

1.  The  heroin  addiction  problem  cannot  be  eliminated 
by  controls  over  supply  alone 

2.  Since  the  disorder  is  self-inflicted  and  self-main- 
tained, no  treatment  is  possible  without  some  positive 
motivation  on  the  addict’s  part. 

3.  All-or-none  goals  in  treating  heroin  addicts  are  un- 
realistic. If  the  condition  of  the  addict’s  life  can  be  im- 
proved, even  though  he  is  not  cured,  treatment  is  worth- 
while. 

4.  All  addicts  can  benefit  from  support  of  medications 
as  a part  of  treatment. 

5.  Small  steps  are  easier  to  accomplish  than  big  steps, 
and  a systematic  treatment  plan  will  proceed  gradually,  a 
little  at  a time. 

Dr.  Goldstein  proposes  a treatment  program  he  calls  by 
the  acronym  STEPS,  “sequential  treatment  employing 
pharmacologic  supports.”  These  steps  begin  with  getting 
the  addict  in  for  treatment,  and  proceed  slowly  to  absti- 
nence and  social  rehabilitation. 
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Aortic  Compression 
by  Pregnant  Uterus 
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In  the  1960s,  arterial  placentography  was  a method 
of  choice  in  placental  localization  to  be  recently  re- 
placed by  simpler  techniques,  such  as  sonography.1-8 
When  we  discontinued  arterial  placentography,  in 
1972,  our  obstetrics  department  had  already  accu- 
mulated 43  such  procedures  performed  on  patients 
with  suspected  placenta  previa.  The  reports  of 
Bieniarz  et  al.9~ 12  on  aortic  compression  by  the 
pregnant  uterus  prompted  a retrospective  analysis 
of  all  our  placentography  plates  for  the  purpose  of 
identifying  aortic  compression.  Not  only  were  the 
findings  of  Bieniarz  et  al.  confirmed,  but  the  possible 
interference  with  the  placental  circulation  by  this 
aortic  compression  was  demonstrated.  These  un- 
usual findings  are  summarized. 

Material  and  methods 

Using  the  Seldinger  technique,13  the  right  femoral 
artery  was  punctured  just  below  the  inguinal  liga- 
ment. Following  the  method  of  Sutton14  and  Brink,1 
a 7 F polyethylene  catheter  was  passed  into  the 
femoral  artery  and  advanced  into  the  abdominal 
aorta  up  to  40  cm.  to  approximately  the  level  of  the 
second  lumbar.  The  tip  of  the  catheter  was  placed 
higher  than  the  level  of  bifurcation  of  the  aorta  to 
avoid  any  preferential  distribution  of  radiopaque 
material  into  the  iliac  arteries.  The  catheter  was 
connected  to  a three-way  stopcock;  one  tip  of  the 
stopcock  was  connected  to  a syringe  filled  with  saline 
solution  for  frequent  Hushing,  the  second  tip  to  an 
automatic  electric  injector,15  and  the  third  to  a blood 
pressure  transducer.  A total  of  40  cc.  of  75  per  cent 
triiodine  solution  (Hypaque)  heated  to  body  tem- 
perature, was  injected  into  the  catheter  by  automatic 
injector.  At  one  second  postinjection,  an  x-ray  film 
of  the  abdomen  was  taken,  either  anteroposterior  or 
lateral  view.  At  the  end  of  the  procedure,  the  poly- 
ethylene catheter  was  carefully  removed,  step  by 
step,  and  the  blood  pressure  recording  was  followed 
on  the  transducer  to  detect  any  possible  clot  forma- 
tion at  its  earliest  stage. 


A retrospective  analysis  of  placentography  plates 
in  43  patients  with  suspected  placenta  previa  was 
made  in  an  attempt  to  explain  placental  insuffi- 
ciency caused  by  pressure  on  the  abdominal  aorta  by 
the  pregnant  uterus.  A definite  correlation  was 
found  between  abdominal  aortic  compression,  di- 
minished intra-arterial  blood  pressure  recorded  at 
the  level  of  iliac  and  femoral  arteries,  and  affected 
placental  circulation.  The  use  of  modern  methods 
for  placental  localization  is  suggested  to  further 
clarify  the  problem  of  placental  insufficiency. 


One  x-ray  view  of  the  abdomen  was  taken  with  the 
patients  in  either  the  supine  or  lateral  position. 
Thirty-one  had  anteroposterior  or  lateral  view  only, 
and  12  had  both  anteroposterior  and  lateral  views 
taken.  In  6 of  the  43  cases,  the  procedure  had  to  be 
repeated  because  of  poor  visualization  of  the  placenta 
caused  by  the  uterus  contracting  at  the  time  of  dye 
injection.  The  maximun  x-ray  exposure  was  0.15 
rads.  The  thirty-minute  procedure  caused  a limited 
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amount  of  discomfort  to  the  patients;  however,  no 
complications  occurred  nor  was  labor  induced. 

As  will  be  seen  later,  various  types  of  aortic  pres- 
sure were  observed  in  12  cases  and  were  defined  as 
mild,  if  the  abdominal  aorta  was  not  visible  for  less 
than  one  vertebra  (Fig.  1A);  moderate,  if  the  ab- 
dominal aorta  was  not  visible  for  the  length  of  one 
vertebra  (Fig.  IB);  and  severe,  if  the  aorta  was  not 
visible  for  at  least  the  length  of  two  vertebrae  (Fig. 
1C)  (Table  I). 

Similarly,  marked  variations  in  placental  visual- 
ization were  observed,  although  the  identical  tech- 
nique was  used  in  all  these  patients  (Table  II).  The 
placental  circulation  was  defined  as  poor,  if  the  main 
arterial  system,  including  the  terminal  branches  of 
the  uterine  arteries,  was  visualized,  but  not  the  pla- 
cental sinuses  (Fig.  IB);  average,  if  the  terminal  ar- 
cuate arteries,  radial  and  spiral  arteries,  and  some 
placental  sinuses  were  visualized  (Fig.  2A);  and  op- 
timal, if  the  dye  had  completely  cleared  the  arterial 
system  and  was  seen  only  in  the  placental  sinuses 
(Fig.  2B). 

Results 

The  placenta  was  localized  without  difficulty  in  all 
43  cases;  there  were  2 central  and  5 marginal  pla- 
cental previas,  and  37  normally  implanted  placentas. 
All  placentography  plates  were  studied  for  the  pur- 


pose of  identifying  any  aortic  compression.  In  ad- 
dition, the  intra-arterial  blood  pressure  recordings 
that  were  taken  during  the  placentography  procedure 
were  carefully  analyzed  to  detect  any  possible  vari- 
ations resulting  from  this  aortic  compression.  Fi- 
nally, the  placental  circulation  was  studied  to  de- 
termine any  possible  interference  caused  by  aortic 
compression.  A definite  correlation  between  these 
findings  was  evident. 

Aortography.  Of  the  43  cases,  the  abdominal 
aorta  was  visualized  in  12  cases  (Table  I);  in  7,  the 
uterus  developed  a mild  to  moderate  contraction 
during  the  procedure.  The  following  are  brief  ab- 
stracts of  3 of  the  most  indicative  cases. 

Case  2.  This  nineteen-year-old  primiparous  patient 
had  a sudden  episode  of  heavy  vaginal  bleeding  at  thirty- 
eight  weeks’  gestation.  During  the  placentography  pro- 
cedure taken  in  the  lateral  position,  a uterine  contraction 
developed.  The  placenta  was  not  visualized,  and  the  ab- 
dominal aorta  did  not  show  any  pressure  defect.  The 
procedure  was,  therefore,  repeated  with  the  patient  in  the 
supine  position  and  the  uterus  relaxed.  The  placenta  was 


FIGURE  1.  Primiparous  patient.  (A)  In  lateral  position 
shows  no  aortic  compression.  (B)  Supine  position  shows 
moderate  aortic  compression  and  arcuate  and  radial  arteries 
visualized,  but  not  placental  sinuses.  (C)  With  uterine  con- 
traction in  supine  position  shows  severe  pressure  defect. 
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TABLE  I.  Analysis  of  12  cases  of  aortic  visualization 


Case 

Num- 

ber 

Parity 

Condition  of 
Uterus 

Position 
for  Placen- 
tography 

Aortic  Pressure 
by  Pregnant 
Uterus 

1 

Primiparitv 

No  contraction 

Supine 

Moderate 

2 

Primiparity 

No  contraction; 

Supine; 

Moderate 

contraction 

side 

none 

3 

Primiparity 

No  contraction; 

Side; 

None; 

contraction 

supine 

severe 

4 

Primiparity 

No  contraction; 

Supine; 

Moderate; 

contraction 
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visualized,  and  the  abdominal  aorta  showed  moderate 
pressure  defect  (Fig.  1A  and  B). 

Case  3.  This  seventeen-year-old  primiparous  patient 
had  continuous  vaginal  spotting  during  the  last  two  weeks 
of  gestation.  Placentogram  was  taken  in  the  supine  posi- 
tion, and  during  dye  injection  a uterine  contraction  de- 
veloped. The  placenta  was  not  visualized,  but  the  x-ray 
film  showed  a marked  pressure  defect  on  the  abdominal 
aorta  (Fig.  1C).  The  procedure  was  repeated  with  the 
patient  still  in  the  supine  position  during  uterine  relaxa- 
tion. The  placenta  and  abdominal  aorta  were  visualized 
and  moderate  pressure  defect  noted. 

Case  10.  This  thirty-eight-year-old  multiparous  patient 
had  two  episodes  of  vaginal  bleeding,  the  first  at  thirty-four 
weeks  and  the  second  at  thirty-seven  weeks  of  gestation. 
Placentography  was  performed  with  the  patient  in  the 
supine  position.  During  dye  injection,  a uterine  contrac- 
tion developed.  The  placenta  was  not  visualized,  but  the 
abdominal  aorta  showed  moderate  pressure  defect.  The 
procedure  was  repeated  during  uterine  relaxation  with  the 
patient  still  in  the  supine  position.  The  placenta  was 
visualized;  no  pressure  defect  was  noted  on  the  abdominal 
aorta. 

In  these  12  cases,  the  degrees  of  aortic  pressure 
were  compared  to  the  parity  of  the  patient,  to  her 
position  during  the  placentography  procedure,  and 
to  the  state  of  the  uterus,  whether  relaxed  or  con- 
tracted (Table  I).  When  the  patient  was  placed  in 
the  lateral  position,  no  pressure  was  noted  on  the 
aorta  (Fig.  1A).  However,  when  the  patient  was  in 
the  supine  position,  aortic  pressure  was  more  no- 
ticeable in  primiparous  patients  than  in  multiparous 
patients,  as  shown  in  Figure  IB,  and  during  uterine 
contraction  than  during  uterine  relaxation  (Fig. 
1C). 

Intra-arterial  blood  pressure  measurements. 

In  most  of  the  placentography  cases,  the  intra-arte- 
rial pressure  was  recorded  satisfactorily  at  least  once. 
In  10  cases,  it  was  recorded  more  than  once  in  the 
same  patient  under  different  clinical  conditions 
(Table  III). 

A case  in  point  is  that  of  a twenty-two-year-old 


TABLE  II.  Effect  of  parity,  position,  and  uterine 
contraction  on  placental  circulation 


Uterine 
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Num-  Posi-  tion  or 
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tion 

0 

2 (2  Mul- 
tiparas) 

3 (3  Pri- 
miparas) 

primiparous  patient  who  was  brought  to  the  hospital 
because  of  sudden  vaginal  hemorrhage.  She  was  one 
week  overdue  and  had  mild  and  irregular  contrac- 


FIGURE  2.  Placentography.  (A)  With  moderate  placental 
visualization.  Arcuate,  radial,  and  spiral  arteries  dominate; 
some  placental  sinuses  seen  in  fundus  on  left.  (B)  Showing 
star-shaped  blotches  typical  of  placental  sinuses  clearly  seen 
near  fundus. 
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TABLE  III.  Intra-arterial  blood  pressure  recordings  in  10  cases  under  various  conditions 


Intra-aortic  Pressure  at  Level  of  First  to  Second— n 

Lumbar  (mm.  Hg)  /'Iliac  or  Femoral  Intra-Arterial  Pressure  (mm.  Hg)>, 
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FIGURE  3.  Case  1.  All  intra-aortic  pressures  at  first  to 
second  lumbar  level  (A1  to  A4)  and  intrailiac  pressures  with 
patient  in  lateral  decubitus  (B5,  B6)  are  similar  and  present 
minimal  variations  from  average  figure  of  1 10/67  mm.  Hg 
(Table  III).  Intrailiac  pressure  in  supine  position  dropped  to 
76/64  during  uterine  relaxation  (B7)  and  to  64/58  during 
contraction  (B8).  Slight  tilting  of  patient  to  right  side  (C)  re- 
leases abdominal  aorta  from  weight  of  pregnant  uterus,  and 
intra-arterial  pressure  jumps  from  52/39  (left)  to  80/51 
(right). 


tions.  Placentography  in  the  lateral  position  was 
selected  as  the  method  of  choice  to  rule  out  placenta 
previa.  With  the  patient  in  the  supine  position  a 
polyethylene  catheter  was  introduced  into  the  fem- 
oral artery  and  its  tip  advanced  up  to  the  upper  ab- 
dominal aorta.  A uterine  contraction  developed,  and 
when  it  subsided,  the  patient  was  placed  in  the  lateral 
position.  The  triiodine  solution  was  injected  and  the 
x-ray  film  taken;  with  the  patient  still  in  the  lateral 
position,  a prolonged  uterine  contraction  developed. 
The  catheter  was  removed,  slowly,  but  before  it  was 


completely  removed,  the  patient  was  returned  to  the 
supine  position.  The  intra-arterial  blood  pressure 
was  recorded  during  the  entire  procedure  (Fig.  3). 

When  the  recording  was  taken  at  the  first  to  second 
lumbar  level,  the  weight  of  the  pregnant  uterus  did 
not  produce  any  remarkable  change  in  the  intra- 
aortic pressure.  But  at  the  level  of  the  iliac  or  fem- 
oral arteries,  the  change  in  pressure  was  dependent 
on  position  of  the  patient;  in  lateral  position  no 
change  was  noted,  while  in  supine  position  a notice- 
able drop  in  pressure  was  recorded.  Again,  this  ef- 
fect depended  on  two  factors:  parity  and  uterine 
contraction.  During  uterine  relaxation  the  average 
drop  in  pressure  was  31  mm.  Hg  systolic  and  10  mm. 
Hg  diastolic  in  3 primiparous  patients  and  was  not 
significant  in  2 multiparous  patients.  Uterine  con- 
traction accentuated  the  drop  in  intra-arterial 
pressure;  in  2 primiparous  patients,  when  the  drop 
in  systolic  was  greater  than  the  drop  in  diastolic 
pressure,  the  pulse  pressure  dropped  considerably, 
to  64/58  and  62/60  mm.  Hg.  Although  the  2 mul- 
tiparous patients  also  showed  a drop  in  blood  pres- 
sure during  uterine  contraction,  it  was  not  as  no- 
ticeable. 

Placental  circulation.  In  lateral  decubitus  po- 
sition, the  placental  circulation  was  optimal  in  14  out 
of  16  patients  with  uterine  relaxation;  it  was  average 
in  2 patients  with  uterine  contraction  (Table  II). 
Therefore,  regardless  of  parity,  the  placental  circu- 
lation is  optimum  in  the  lateral  decubitus  position 
and  is  present  even  during  uterine  contraction. 

In  supine  position,  during  uterine  relaxation  in 
primiparous  patients,  the  circulation  was  optimal  in 
3 and  only  average  in  10;  in  multiparous  patients  the 
circulation  was  optimal  in  5 and  average  in  2.  During 
uterine  contraction,  the  circulation  was  average  in  2 
multipara  and  poor  in  3 primipara  patients.  Con- 
sequently, the  supine  position  in  the  primiparous 
patient  interferes  partially  with  the  placental  circu- 
lation during  uterine  relaxation  and  markedly  during 
contraction;  in  the  multiparous  patient,  it  interferes 
only  partially  during  uterine  contraction  and  not  at 
all  during  uterine  relaxation. 
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Comment 

While  the  problem  of  hemodynamics  in  late 
pregnancy  and  during  labor  has  not  yet  been  com- 
pletely elucidated,16  it  has  been  demonstrated  that 
the  supine  position  plays  an  important  role.17’18  In 
this  position,  the  complete  obstruction  of  the  inferior 
vena  cava  by  the  pregnant  uterus  at  term  produces 
a diminished  blood  return  to  the  heart  that  results 
in  severe  hypotension  and  circulatory  collapse,  and 
the  supine  hypotension  syndrome  follows.  However, 
Scott,  Kerr,  and  Samuel19-21  demonstrated,  by  ve- 
nous pressure  measurements  and  venous  angiogra- 
phy, that  inferior  vena  cava  occlusion  is  present  in 
most  pregnant  women  at  term  when  they  take  the 
supine  position,  and  often  the  collateral  circulation 
is  sufficient  to  bypass  the  obstruction.  They  con- 
cluded that,  the  occlusion  of  the  inferior  vena  cava 
plays  a role  in  the  production  of  the  supine  hypo- 
tension syndrome  but  does  not  wholly  explain  it. 

Coutts  et  al. 22  were  the  first  to  report  pressure  on 
the  abdominal  aorta  and  its  branches  by  the  pregnant 
uterus.  Bieniarz  et  al. 9-12  demonstrated  that  com- 
pression by  the  pregnant  uterus  in  the  supine  posi- 
tion is  not  limited  to  the  inferior  vena  cava  but  also 
includes  the  abdominal  aorta.  They  described,  at 
length,  the  effect  of  the  aortocaval  compression  on 
the  material  circulation  and  concluded  that  the  su- 
pine hypotension  syndrome,  in  which  inferior  vena 
cava  occlusion  plays  a major  role,  is  reinforced  by 
aortic  compression. 

All  authors  mentioned  have  emphasized  the  effects 
of  aortocaval  compression  on  maternal  hemody- 
namics; the  result  of  this  compression  on  uteropla- 
cental and  fetal  hemodynamics  has  been  studied  very 
little.  Bieniarz  et  al.,9~ 12  for  instance,  were  satisfied 
that  the  widened  ovarian  arteries  and  the  canalized 
round  ligament  arteries  bypass  the  aortic  occlusion 
and  continue  to  supply  the  placenta  adequately. 
The  data  presented  here,  however,  suggest  that  the 
various  pressures  exerted  by  the  uterus  at  term  on  the 
abdominal  aorta  with  the  patient  in  the  supine  po- 
sition result  in  a drop  in  arterial  pressure  distal  to  the 
point  of  constriction,  as  compared  with  the  proximal 
pressure  (Table  III).  In  addition,  this  diminished 
blood  circulation  results  in  a diminished  placental 
circulation  (Table  II).  Therefore,  aside  from  any 
possible  hemodynamic  effect  resulting  from  the  in- 
ferior vena  cava  occlusion,  the  compression  of  the 
abdominal  aorta  is  separately  responsible  for  a di- 
minished blood  flow  distal  to  the  point  of  compres- 
sion, and  this  includes  the  placenta.  To  the  author’s 
knowledge,  this  is  the  first  time  that  data  are  pre- 
sented suggesting  that  the  aortic  compression  pro- 
duced by  the  pregnant  uterus  could  interfere  with  the 
placental  circulation  and,  therefore,  with  the  safety 
of  the  fetus. 

Since  aortic  compression  increases  with  hypoten- 
sion,9 and  since  hypotension  could  result  from  infe- 
rior vena  cava  occlusion,16-21  one  can  conclude  that 
the  aortocaval  compression,  as  a unit,  may  work  at 


a disadvantage  for  the  placental  circulation.  It  is 
difficult  to  decide  which  role  is  played  by  the  aortic 
compression  and  by  the  caval  occlusion  on  the  pla- 
cental circulation.  On  the  one  hand,  the  caval 
compression  is  almost  always  complete  in  the  supine 
position  but  is  compensated  by  very  rich  anastomatic 
channels;21  on  the  other  hand,  the  aortic  compression 
is  variable  since  it  occurs  mostly  in  primiparous  pa- 
tients, during  uterine  contraction,  and/or  with  hy- 
potension, but  is  poorly  compensated  by  limited 
anastomatic  channels.23  The  evidence  is  that  they 
may  reinforce  each  other  in  interfering  with  the 
placental  circulation,  the  same  way  they  reinforce 
each  other  in  the  production  of  the  supine  hypoten- 
sion syndrome.9 

The  physiologic  and  pathologic  implications  of 
these  observations  open  up  a new  field  of  speculation. 
Could  the  supine  position  be  harmful  during  labor, 
and,  for  the  primiparous  patient,  even  before  labor? 
For  instance,  it  is  well  known  that  fetal  distress 
during  labor  is  often  improved  by  turning  the  patient 
from  the  supine  to  the  lateral  position;24  this  fact  has 
never  been  clearly  explained,  but  the  findings  pre- 
sented here  suggest  that  the  release  of  the  aortocaval 
compression,  when  the  patient  turns  laterally,  im- 
proves the  placental  circulation  and  eliminates  fetal 
distress. 

Some  who  have  worked  with  arterial  placen- 
tography to  localize  placentas  believe  that  this 
method  can  yield  valuable  information  on  placental 
circulation.1’6’7  Brink1  mentions  impaired  placental 
circulation  in  patients  with  placental  insufficiency 
and  toxemia.  They  also  noticed  differences  in  pla- 
cental circulation  in  ethnic  groups.  Basson  and 
Villiers6  and  Heron8  showed  there  were  marked 
variations  in  the  filling  of  placental  sinuses.  Simi- 
larly, in  this  series,  marked  variations  in  placental 
circulation  are  demonstrated,  and  the  supine  position 
appears  to  play  a definite  role. 

Today,  arterial  placentography,  an  elaborate  and 
uncomfortable  procedure,  has  been  abandoned  in 
favor  of  modern,  noninvasive  techniques,  such  as 
sonography  and  radioisotopes.  Hopefully,  these  new 
techniques  will  also  be  used  to  study  placental  cir- 
culation and  confirm  the  aforementioned  observa- 
tions. 

Department  of  Obstetrics  and  Gynecology 
The  Jamaica  Hospital 
89th  Avenue  and  Van  Wyck  Expressway 
Jamaica,  New  York  11418 
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warrant. 
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confirmed  renal  insufficiency.  Periodic  determi- 
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nolactone is  used  concomitantly,  determine  serum 
K frequently;  both  can  cause  K ' retention  and 
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liver  damage,  other  idiosyncratic  reactions.  Blood 
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Takayasu’s  Arteritis 

A worldwide  entity 


Takayasu’s  arteritis  affects  primarily  children  and 
young  adults,  predominantly  females.  All  segments 
of  the  aorta  can  be  indiscriminately  inuolved  with 
production  of  variable  degrees  of  narrowing,  coarc- 
tation, or  dilatation  of  the  arch,  descending  thoracic 
and/or  abdominal  aorta  and  its  branches.  Depend- 
ing on  the  site  of  involvement  a variety  of  clinical 
syndromes  may  emerge.  Until  very  recently  Ta- 
kayasu's  arteritis  was  synonymous  in  the  United 
States  and  Europe  with  the  aortic-arch  syndrome 
and  was  considered  an  exotic  disease  almost  exclu- 
sively confined  to  the  Orient.  In  previous  commu- 
nications the  authors  have  described  the  common 
occurrence  of  Takayasu’s  arteritis  in  New  York  City, 
particularly  among  Puerto  Rican  and  Black  popu- 
lation. This  paper  describes  Takayasu’s  arteritis  in 
12  Caucasian  patients,  attesting  to  the  fact  that  the 
disease  is  worldwide  in  distribution  and  does  not  re- 
spect any  racial  boundaries. 
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Takayasu’s  arteritis  has  only  recently  emerged 
as  a distinct  clinical  and  pathologic  entity.  It  was  an 
ophthalomologist,  Takayasu,1  who  in  1908  first  de- 
scribed the  disease.  However,  it  was  not  until  1951 
that  Shimizu  and  Sano2  described  the  clinical  aspects 
of  brachiocephalic  arteritis  and  named  the  disease 
the  pulseless  syndrome.  This  appealing  description 
became  well  established  in  the  world  literature.  For 
the  last  two  decades  the  impression  prevailed  that 
Takayasu’s  arteritis  is  primarily  confined  to  the 
aortic  arch,  and  pulseless  disease  became  synony- 
mous with  the  aortic  arch  syndrome. 

In  the  years  following,  as  autopsy  and  arterio- 
graphic  findings  accumulated,  it  gradually  became 
apparent  that  Takayasu’s  arteritis  is  not  restricted 
to  the  arch  alone  but  may  involve  any  part  of  the 
aorta  from  the  root  down  to  the  bifurcation.3-6 

Takayasu’s  disease  as  it  is  known  today  is  a form 
of  arteritis  involving  not  only  the  aorta  and  its 
branches,  but  the  pulmonary  arteries  as  well.4-10 
The  purpose  of  this  communication  is  to  describe  the 
clinical  and  arteriographic  findings  in  12  Caucasian 
patients  with  Takayasu’s  arteritis  (Table  I);  23  cases 
of  Takayasu’s  disease  have  been  previously  reported 
elsewhere.8,9 

Material  and  methods 

Of  the  12  patients  with  Takayasu’s  arteritis,  11 
were  born  in  Italy  and  1 in  Spain.  Three  patients 
resided  in  the  United  States;  the  remaining  patients 

% 
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lived  in  various  parts  of  Italy.  The  majority  had  the 
benefit  of  total  aortography.  In  one  patient,  Case  11, 
the  diagnosis  of  congenital  isthmic  coarctation  was 
made  at  clinical  examination,  and  the  recognition 
that  the  coarctation  was  atypical  in  type  became 
apparent  during  the  operative  procedure.  This  pa- 
tient did  not  have  arteriography  prior  to  surgery. 

Because  of  the  unpredictable  behavior  of  Takay- 
asu’s arteritis,  the  selection  of  puncture  site  during 
arteriography  is  usually  dictated  by  the  location  of 
the  obliterative  vascular  changes.  The  aim  of  arte- 
riography is  to  visualize  the  entire  aorta  and  all  its 
branches.  The  summary  of  clinical  findings  is  pro- 
vided in  Table  I and  the  summary  of  regional  in- 
volvement is  presented  in  Table  II. 

Comment 

For  several  decades,  Takayasu’s  arteritis  was 
considered  an  exotic  disease  with  a particular  pre- 
dilection for  young  Oriental  females.11  More  current 
reports  indicate,  however,  that  the  disease  is  world- 
wide in  distribution.8’9’12’13’15-21  Recognition  of 
Takayasu’s  arteritis  is  apparently  closely  related  to 
the  familiarity  with  the  clinical  and  pathologic  as- 
pects of  this  syndrome.  Since  both  can  be  quite 
deceptive  in  Takayasu’s  arteritis,  the  disease  has 
been  named  one  of  the  great  imitators  in  medi- 
cine.16’22 

The  ethnic  distribution  of  patients  in  this  series 
is  purely  circumstantial.  The  vast  majority  of  the 
patients  were  identified  by  three  of  the  authors;  since 
these  physicians  practice  in  Rome,  Italian  patients 
predominate  in  this  series.  In  a previous  commu- 
nication, the  authors  reported  a quite  different  ethnic 
distribution.9  The  ethnic  predominance  in  the 
previously  reported  23  cases  of  Takayasu’s  disease, 
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TABLE  I.  Summary  of  clinical  findings 


Blood  Pressure- 


Case 

Signs  and  Symptoms  at 

Right 

Left 

Right 

Left 

Number 

Age,  Sex 

Admission 

Arm 

Arm 

Leg 

Leg 

Comments 

1 

39,  F 

Syncope,  vertigo 

130 

130 

4+ 

4+ 

Bilateral  aorticocarotid 

90 

80 

bypass 

2 

26,  F 

Paresthesias  of  both 

100 

90 

4 + 

4+ 

upper  extremities 

60 

60 

3 

36,  F 

Seizures,  poor  vision  in 

100 

0 

4+ 

4 + 

Both  carotids  occluded, 

left  eye 

70 

trophic  changes  scalp,  face 

4 

26,  F 

Headaches,  dizziness 

80 

180 

4+ 

4+ 

Treated  medically,  awaiting 

0 

120 

surgery 

5 

21,  F 

Headaches 

180 

90 

4+ 

4+ 

Bilateral  aorticorenal  bypass 

110 

70 

6 

35,  F 

Vertigo,  syncope, 

140 

90 

4+ 

4+ 

Elongated  filiform  narrow- 

poor  vision 

100 

0 

ing  of  the  left  carotid 
artery 

7 

33,  M 

Numbness  in  right  upper 

100 

180 

4+ 

4+ 

extremity 

60 

no 

8 

35,  F 

Palpitation,  dyspnea  on 

190 

190 

4+ 

4+ 

End-to-end  left  splenorenal 

exertion 

120 

120 

shunt  blood  pressure, 
140/100 

9 

27,  F 

Paresthesias  in  both 

100 

90 

4+ 

4+ 

upper  extremities 

60 

60 

10 

23,  F 

Dizziness,  syncope 

120 

80 

3+ 

2+ 

Left  subclavian  steal  syn- 

80 

0 

drome,  aorticosubclavian 
graft,  relief  of  symptoms 

11 

37,  F 

Dizziness,  headaches, 

170 

170 

2+ 

2+ 

Excision  of  coarcted 

dyspnea  on  exertion 

110 

no 

descending  aorta,  expired, 
autopsy  performed 

12 

16,  F 

Syncope,  seizures, 

90 

80 

3+ 

3+ 

Aortico-left  internal  carotid 

poor  vision 

60 

0 

bypass,  marked  improve- 
ment of  vision 

TABLE 


Summary  of  regional  involvement* 


Location 

r 

l 

2 

3 

4 

5* 

in  umuer 

6 7 

8 

9 

10 

11 

12 

Ascending  aorta 

D 

D 

D 

Descending  aorta 

N 

I 

i 

N 

I 

I 

I 

C 

N 

Abdominal  aorta 

I 

N 

I 

I 

I,  N 

Subclavian  artery,  left 

O 

O 

S 

O 

0 

O 

O 

O 

Subclavian  artery,  right 

O 

o 

O 

O 

0 

Carotid  artery,  left 

s 

o 

s 

s 

0 

Carotid  artery,  right 

s 

Innominate  artery 

s 

s 

0 

Celiac  artery 

N 

Superior  mesenteric  artery 

s 

O 

O 

Renal  artery,  right 

s 

S 

Renal  artery,  left 

s 

s 

S 

Iliac  artery,  left 

N 

•Condition  of  the  arch,  inferior  mesenteric  artery,  or  right  iliac  artery  conditions  not  stated. 

N narrowing;  S = stenosis;  ('  = coarctation;!)  dilatation;  O = occlusion;  I = irregular  contour. 


reflecting  the  average  patient  population  in  a New 
York  City  Hospital,  was  Puerto  Rican  and  Black. 

The  original  Japanese  descriptions  of  Takayasu’s 
arteritis  stressed  the  existence  of  two  phases  of  the 
disease.23  The  early  systemic  phase  is  characterized 
by  generalized  signs  of  symptoms  such  as  fever,  ar- 
thritis, cough,  chest  pain,  hemoptysis,  abdominal 
pain,  skin  rashes,  and  so  forth.16’23  This  is  followed 
later  on  by  an  occlusive  stage.  The  systemic  illness 
has  subsided,  and  the  clinical  manifestations  are 


secondary  to  arterial  occlusions  and  regional  isch- 
emia.16’23 

Recent  reports,  however,  indicate  that  in  the  vast 
majority  of  patients  with  Takayasu’s  arteritis  the 
systemic  manifestations  are  absent  or  are  not  rec- 
ognized, and  the  presenting  symptoms  are  of  the  late 
ischemic  variety.8,9 

In  the  present  series,  only  2 patients  had  a past 
history  suggestive  of  an  acute  prodromal  phase  of  the 
disease.  In  1 patient  the  systemic  illness  occurred 
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in  childhood  and  was  thought  to  represent  rheumatic 
fever.  The  second  patient  had  a feverish  illness  ac- 
companied by  a transient  arthritis  and  skin  rashes 
two  years  prior  to  admission.  In  the  remaining  pa- 
tients, the  onset  of  the  disease  was  insidious.  The 
presenting  symptoms  were  of  the  late  occlusive  va- 
riety. As  in  previous  reports,  the  beginning  of 
symptoms  could  be  traced  to  childhood  in  about  one 
third  of  the  patients.9  The  symptoms  were  usually 
mild  and  ischemic  in  nature. 

Takayasu’s  arteritis  is  considered  to  be  an  au- 
toimmune disease.  In  the  acute  phase  of  arteritis, 
granulation  tissue  accompanied  by  a cellular  infil- 
trate destroys  the  functional  elements  of  the  tunica 
media.  With  passage  of  time,  the  activity  of  the 
disease  tapers  off  and  nonspecific  fibrosis  predomi- 
nates the  histologic  picture.3’4-9’11 

The  inflammatory  changes  may  progress  to  ste- 
nosis, occlusion,  or  to  pre-  and  poststenotic  aneu- 
rysmal dilations  of  the  aorta  and  its  branches. 


FIGURE  1.  Case  3.  Both  carotid  arteries  occluded.  (A) 
Origin  of  left  subclavian  artery  stenotic  (white  arrow)  with 
occlusion  of  vessel  distal  to  thyrocervical  trunk  (black  arrow). 
(B)  Stenosis  of  innominate  artery  shown  (arrow). 


FIGURE  2.  Dilatation  of  ascending  aorta  and  elongate  nar- 
rowing of  descending  aorta. 
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FIGURE  3.  Case  5.  Segmental  narrowing  of  abdominal 
aorta.  Both  renal  arteries  constricted  with  poststenotic  di- 
latations (arrows). 

Usually  all  are  present  in  various  combinations, 
thereby  accounting  for  the  variability  of  signs  and 
symptoms. 

Aortic  regurgitation  may  be  secondary  to  relaxa- 
tion of  the  aortic  annulus  or  to  retraction  of  the  aortic 
leaflets.  Narrowing  and  occlusion  of  the  coronary 
ostia  may  cause  anginal  pains  and  myocardial  in- 
farction in  young  patients.  Involvement  of  the  ca- 
rotid and  subclavian  arteries  leads  to  a variety  of 
cerebral  and  ocular  manifestations  (Figs.  1 and  2) 
1°,]  l Hypertension  secondary  to  suprarenal  coarc- 
tation or  involvement  of  the  renal  arteries  is  very 
common  (Figs.  3 to  6).  Occlusion  or  stenosis  of  the 
celiac,  superior  mesenteric,  and  inferior  mesenteric 
arteries  is  common,  but,  strangely,  gastrointestinal 
complaints  are  rare  (Fig.  7).  Claudication  of  the 
lower  limbs  may  be  secondary  to  aortic  coarctation 
or  to  direct  involvement  of  the  aortic  bifurcation,  the 
iliac,  or  the  femoral  arteries  (Figs.  5 and  8).4’7"9,23 

In  this  series  of  patients,  aortic  and  arterial  aneu- 
rysms were  totally  absent.  The  symptoms  were 
secondary  to  arterial  stenosis  or  occlusion. 


FIGURE  4.  Case  7.  Gradual  tapering  of  thoracic  aorta  fre- 
quently referred  to  as  rattail  aorta.  This  configuration 
characteristic  of  Takayasu’s  arteritis.  Arch  aortography 
showed  occlusion  of  right  subclavian  artery. 

According  to  some  investigators,  the  predominant 
type  of  arterial  changes  in  Takayasu’s  disease  is  in- 
fluenced by  the  ethnic  origin  of  the  patients.13  An- 
eurysmal dilatations,  apparently,  are  particularly 
common  in  India  and  Africa. 

Japanese  investigators  have  subdivided  Takay- 
asu’s arteritis  into  three  main  categories:  the  arch 
type,  the  extensive  type,  and  the  descending  thoracic 
and/or  abdominal  type.23  In  the  arch  type,  the 
pathologic  changes  are  primarily  confined  to  the 
brachiocephalic  vessels  with  stenosis  or  occlusion.  In 
the  extensive  type,  in  addition  to  the  arch,  other  parts 
of  the  aorta  are  also  affected.  In  the  third  variety, 
the  arch  is  not  involved  and  the  pathologic  alterations 
are  limited  to  the  descending,  thoracic,  and  abdom- 
inal aorta.  This  form  of  Takayasu’s  arteritis  has 
been  called  atypical  coarctation  of  the  aorta  and 
appears  to  be  particularly  common  in  India  and 
Malaysia.18-21 

Conclusion 

In  this  series  of  patients,  symptomatic  involvement 
of  the  arch  was  particularly  common;  it  occurred  in 
10  patients.  The  descending,  thoracic,  and  ab- 
dominal aorta  were  affected  in  11  patients.  One 
patient  had  severe  coarctation  of  the  descending 
thoracic  aorta.  Three  additional  patients  had  a he- 
modynamically  significant  narrowing  of  the  de- 
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FIGURE  5.  Case  8.  Status  postsplenorenal  anastomosis 
(left  renal  artery  severely  constricted).  Abdominal  aorta  ir- 
regular in  contour  (upper  2 arrows).  Stenosis  of  left  iliac 
artery  shown  (lower  arrow). 

scending,  thoracic,  or  abdominal  aorta  (Figs.  2 to  4). 
In  the  remaining  patients,  involvement  of  the  aorta 
manifested  itself  by  its  irregular  contour  (Fig.  5). 
Hence,  in  this  series  of  patients,  the  majority  belongs 
to  the  extensive  variety  of  Takayasu’s  arteritis. 

The  pathologic  material  in  this  group  of  patients 
consisted  of  several  incisional  biopsies  of  the  aorta 
and  its  branches  and  one  autopsy.  In  this  patient, 
the  coarcted  descending  thoracic  aorta  was  first  re- 
sected and  replaced  with  a Dacron  graft  (Case  11). 
The  patient  subsequently  expired  following  various 
postoperative  complications.  The  surgical  specimen 
showed  gradual  tapering  of  the  thoracic  aorta  be- 
ginning just  distal  to  the  origin  of  the  left  subclavian 
artery  and  extending  down  to  the  diaphragm.  The 
point  of  maximal  narrowing  measured  about  \ cm. 
in  diameter.  The  resected  aorta  was  approximately 
8 cm.  long,  and  both  ends  were  free  of  disease.  The 
intima  showed  longitudinal  wrinkling  and  “tree- 
barking,” with  occasional  atheromatous  plaques. 
The  external  surface  of  the  vessel  appeared  irregular 
with  some  adhesions  to  the  periaortic  fatty  tissues. 

Histologically,  the  intima  was  shown  to  be  mark- 
edly thickened.  The  elastic  fibers  of  the  media  were 
severely  fragmented  and  destroyed  with  replacement 
by  fibrous  connective  tissue.  The  adventitia  was 


FIGURE  6.  Case  12.  Arch  aortogram:  Occlusion  of  left 
carotid,  left  subclavian,  and  right  subclavian  arteries.  Marked 
narrowing  of  origin  of  right  carotid  artery  (white  arrow). 
Cerebral  circulation  maintained  by  right  vertebral  artery  (black 
arrow).  On  serial  film,  rich  anastomotic  plexus  of  vessels 
was  seen  contributing  to  blood  supply  of  brain.  Anterior 
spinal  artery  participates  in  collateral  blood  supply  (white 
arrowheads). 

moderately  thickened  and  fibrotic;  however,  at  the 
site  of  maximal  narrowing,  the  adventitial  thickening 
was  very  prominent.  Occasional  cuffs  of  lympho- 
cytes and  plasma  cells  surrounded  the  vasovasorum. 
At  autopsy,  the  remaining  aorta  was  shown  to  be  free 
of  disease. 

Summary 

Takayasu’s  arteritis  is  apparently  worldwide  in 
distribution,  and  recognition  of  the  disease  is  closely 
related  to  familiarity  with  the  clinical  and  pathologic 
aspects  of  the  syndrome.  The  signs  and  symptoms 
of  the  early  systemic  phase  and  the  late  occlusive 
stage  of  Takayasu’s  disease  can  be  highly  misleading 
and  may  easily  escape  clinical  identification.  Al- 
though first  described  in  the  Orient,  Takayasu’s  ar- 
teritis apparently  affects  all  races  indiscriminately 
and  can  be  found  in  all  continents. 

Total  aortography  is  of  paramount  diagnostic 
importance  since  it  demonstrates  the  pathologic 
changes  in  the  aorta  and  its  branches.  The  arterio- 
graphic  appearance  of  the  diseased  aorta  is  charac- 
teristic of  Takayasu’s  arteritis  and  indicates  the  na- 
ture of  the  disease. 

Metropolitan  Hospital 
Department  of  Radiology 
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New  York,  New  York  10029 
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FIGURE  7.  Occluded  superior  mesenteric  artery  supplied 
by  enlarged  left  colic  and  its  anastomosis  to  left  branch  of 
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thoracic  aorta  irregular  in  contour. 
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The  concept  of  adolescence  being  the  healthiest 
time  of  life  has  recently  been  questioned  by  Fiedler 
et  al.x  When  they  examined  female  teenagers  at 
their  adolescent  contraception  clinic,  they  found  that 
there  was  an  underlying  lack  of  knowledge  of  general 
health  maintenance  as  well  as  an  obvious  need  for 
contraceptive  counseling.  To  ascertain  the  extent 
of  this  problem,  a facility  of  the  Bureau  of  Child 
Welfare  of  the  City  of  New  York,  the  Children’s 
Center,  which  acts  as  a home  for  neglected  and 
abandoned  children,  was  selected.  The  medical  care 
of  this  center  is  under  the  direction  of  the  New  York 
Medical  College. 

Until  1973,  this  community  facility  was  occupied 
by  teenagers  who  were  either  chronic  truants,  be- 
havorial  problems,  or  children  with  persistent  pa- 
rental difficulties.  It  was  intended  to  be  a rehabili- 
tation station  prior  to  their  release  into  the  commu- 
nity. However,  a substantial  number  of  the  present 
adolescent  female  residents  can  actually  be  classified 
as  juvenile  delinquents.2  The  adolescents  are  now 
sent  to  the  center  because  of  inadequacies  in  the 
placement  system  of  the  family  court. 

These  conditions  offered  a unique  opportunity  to 
study  the  medical,  social,  and  psychologic  histories 
of  this  patient  population. 

Materials  and  methods 

The  teenagers  studied  were  residents  of  the  home 
for  neglected  and  abandoned  children  (Table  I).  On 
admission,  a general  history  was  taken  and  physical 


One  hundred  seventeen  adolescent  girls  residing  in 
a home  for  neglected  and  abandoned  children  were 
examined.  The  overall  health  status  of  this  ex- 
tremely at-risk  population  was  assessed  with  par- 
ticular emphasis  on  obstetric  and  gynecologic  con- 
ditions. The  findings  are  discussed. 


TABLE  1.  Demographic  characteristics 

Category 

Statistical  Findings 

Ethnic  origin 

Black  (per  cent) 

89  (76) 

Hispanic  (per  cent) 

28 (24) 

Average  age  (years) 

15 

Age  range  (years) 

13  to  18 

Average  height  (inches) 

61.8 

Average  weight  (pounds) 

127.8 

Average  age  at  menarche  (years) 

12.3 

Average  grade  of  schooling  (years) 

9.2 

TABLE  II. 

Past  medical  history 

Number  of 

Diagnosis 

Patients 

Per  Cent 

Asthma 

3 

2.5 

Seizure  disorder 

3 

2.5 

Bronchitis 

1 

0.9 

Positive  tine  test 

1 

0.9 

Rectal  bleeding 

1 

0.9 

Phocomelia 

1 

0.9 

Hepatitis 

1 

0.9 

Psychiatric  history 

11 

9.4 

examination  performed  by  the  pediatrician.  Every 
teenager  was  then  referred  for  psychiatric  evaluation 
and  gynecologic  consultation.  Laboratory  assess- 
ment included  a complete  blood  count  with  differ- 
ential white  cell  count,  urinalysis,  immunologic  test 
for  pregnancy,  Papanicolaou  smear,  VDRL,  and 
Thayer-Martin  culture  medium  for  gonorrhea. 

During  the  initial  gynecologic  assessment,  con- 
traceptive information  and  advice  were  offered  with 
the  understanding  that  the  patient  could  voluntarily 
return  at  any  time  for  a repeqt  examination  and 
further  discussion. 

Results 

A history  of  past  medical  illness  was  obtained  in 
22  instances  as  shown  in  Table  II.  There  were  no 
patients  with  more  than  one  condition. 

Historical  data  accrued  at  the  initial  gynecologic 
interview  revealed  72  complaints  referrable  to  the 
genitourinary  system  (Table  III). 

Laboratory  evaluation  yielded  3 positive  serologic 
test  results  for  syphilis,  one  patient  who  was  found 
to  have  secondary  lues,  and  4 positive  cultures  for 
gonorrhea.  There  were  8 abnormal  Papanicolaou 
smears  (Table  IV). 

Twenty-seven  patients  gave  a history  of  previous 
pregnancy,  and  10  other  patients  were  pregnant  at 
the  time  of  examination  (Table  V). 

Contraception  was  previously  used  by  only  3 pa- 
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TABLE  III.  Genitourinary  symptomatology 


TABLE  V.  Reproductive  history 


Diagnosis 

Number  of 
Patients 

Per  Cent 

Menstrual  irregularities 

17 

15 

Dysmenorrhea 

24 

21 

Urinary  tract  infection 

12 

10 

Vaginal  discharge 

19 

16 

History  of  rape 

5 

4 

TABLE  IV.  Diagnostic  screening  abnormalities 

Tests 

Number  of 
Patients 

Per  Cent 

VDRL 

3 

2.6 

Thayer-Martin  culture 

4 

3.4 

Condyloma  accuminatum 

1 

0.9 

Abnormal  Papanicolaou  smears 
Class  II.  Atypical  cells;  no 

neoplastic  cells  seen 

7 

5.9 

Class  III.  Suspicious  cells;  no 

definite  tumor  cells  seen 

1 

0.9 

tients  and  was  currently  practiced  by  only  7 indi- 
viduals (Table  VI).  This  minimal  use  of  contra- 
ception in  a sexually  active  population  is  most 
probably  responsible  for  the  extensive  reproductive 
history  in  this  group  of  adolescents  (Table  V). 

Comment 

A sexually  active  teenage  population  with  a poor 
socioeconomic  background,  nonexistent  family 
structure,  and  lack  of  educational  attainment  was 
examined  in  a clinic-type  setting.  The  male  sexual 
partners  did  not  participate  in  contraceptive  or 
sexual  counseling.  An  8.5  per  cent  pregnancy  rate 
was  found.  Contraception  was  virtually  nonexistent, 
5.9  per  cent.  Despite  extensive  counseling,  only  a 9.4 
per  cent  use  of  contraception  was  achieved.  This 
contrasts  markedly  with  the  teen  clinic  studies  by 
Hambridge.3  In  this  voluntary  setting,  contraceptive 
advice  was  avidly  sought  and  almost  100  per  cent 
acceptance  was  achieved. 

It  is  obvious  and  worrisome  that  there  has  been  a 
lack  of  success  of  contraceptive  counseling  in  this 
group  of  wayward  female  teenagers.  The  strong  role 
of  environment  becomes  obvious  when  we  compare 
Hambridge’s  group  of  patients  with  those  of  the 
Children’s  Center.  His  population  came  from  a 
better  socioeconomic  background,  had  higher  edu- 
cational goals,  and  were  able  to  identify  with  a stable 
home  situation.  At  the  time  of  the  first  visit  to  the 
clinic,  38  per  cent  were  already  using  contracep- 
tion. 

In  contrast,  the  girls  in  the  center  often  obey  the 
orders  of  youths  and  young  men  from  the  nearby 
slums  and  are  frequently  used  by  them  as  prosti- 
tutes.2 This  might  explain  the  extensiveness  of 
genitourinary  symptomatology,  as  well  as  the  find- 
ings of  past  medical  illnesses  and  present  conditions, 
such  as  pregnancy,  syphilis,  and  so  forth,  and  un- 
derlines the  need  for  further  investigation  of  this 
population.  The  end  result  of  their  promiscuous 


Number  of 

Status  Patients  Per  Cent 


Pregnant  at  time  of  examination 
One  living  child 

Voluntary  or  spontaneous  abortion 

10 

17 

10 

8.5 

14.5 

8.5 

TABLE  VI.  Use  of  contraception 

Method 

Number  of 
Patients 

Per  Cent 

Previous  contraception 

Oral  contraception 

2 

1.7 

Intrauterine  contraceptive  device 

1 

0.9 

Present  contraception 

Oral  contraception 

0 

0 

Intrauterine  contraceptive  device 

3 

2.6 

Foam 

1 

0.9 

Condom 

1 

0.9 

Diaphragm 

1 

0.9 

Douche 

1 

0.9 

Contraception  initiated  by  clinic 

Oral  contraception 

7 

5.9 

Intrauterine  contraceptive  device 

4 

3.4 

sexual  activity  with  frequent  coitus  and  multiple 
sexual  partners  may  be  the  subsequent  development 
of  cervical  intraepithelial  neoplasia  or  invasive  car- 
cinoma. The  trend  in  this  direction  is  already  ob- 
vious, with  0.9  per  cent  presently  having  abnormal 
Papanicolaou  smears. 

The  fact  that  31.6  per  cent  of  these  girls  had  a 
history  of  past  pregnancy  or  were  pregnant  at  the 
time  of  the  initial  examination  attests  to  the  repro- 
ductive potential  of  this  population.  Yet,  acceptance 
of  contraception  was  minimal,  thereby  subjecting 
them  to  the  possibility  of  future  pregnancies. 

How  to  motivate  these  patients  and  how  to  give 
them  faith  in  a system  that  has  otherwise  offered 
nothing  is  the  root  of  the  problem.  There  are  three 
general  areas  that  can  be  investigated  in  an  effort  to 
improve  these  results.  First,  group  teaching  and  rap 
sessions  can  be  organized.  Second,  the  sexual  part- 
ners) should  be  involved.  Finally,  the  dynamics 
behind  the  individual’s  need  for  pregnancy  can  be 
explored  and  alternate  means  of  fulfillment  sug- 
gested. 

Involvement  of  the  obstetrician-gynecologist  in  the 
management  of  this  population  is  a necessity.  The 
findings  of  genitourinary  symptoms,  pregnancy, 
venereal  disease,  and  abnormal  cytology  cover  almost 
every  aspect  of  our  discipline.  Investigation  of  dif- 
ferent population  groups  will  tell  whether  we  have 
dealt  with  a unique  group  of  teenagers  or  have  only 
seen  the  tip  of  the  iceberg  with  the  same  problems 
present  among  teen-age  peers. 
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*The  safety  and  effectiveness  of  Nalfon  have  not  been  established 
in  those  rheumatoid  arthritis  patients  who  are  designated  by  the 
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Description:  Pulvules®  Nalfon®  (fenoprofen  cal- 
cium, Dista)  for  oral  administration  contain  feno- 
profen calcium  as  the  dihydrate  in  an  amount 
equivalent  to  300  mg.  of  fenoprofen.  Nalfon  is  a 
nonsteroidal,  anti-inflammatory  drug.  Chemically  it 
is  a propionic  acid  derivative. 

The  structural  formula  is  as  follows: 


Calcium  dl-2-(3-phenoxyphenyl)  propionate  dihy- 
drate. 

Nalfon  is  a white  crystalline  powder,  soluble  in 
U.S.R  ethanol  (95%)  to  the  extent  of  approxi- 
mately 15  mg. /ml.  at  25  C°;  slightly  soluble  in 
water,  and  insoluble  in  benzene. 

The  pKa  of  Nalfon  is  4.5  at  25°  C. 

Clinical  Pharmacology:  Nalfon  is  a nonsteroidal, 
anti-inflammatory,  anti-arthritic  compound.  In  ani- 
mal systems,  it  also  shows  analgesic  and  anti- 
pyretic activity.  Its  mode  of  action  is  unknown.  In 
patients  with  rheumatoid  arthritis,  the  anti- 
inflammatory action  of  Nalfon  has  been  shown  by  a 
reduction  in  joint  swelling,  a reduction  in  pain, 
a reduction  in  the  duration  of  morning  stiffness,  a 
reduction  in  disease  activity  as  assessed  by  both 
the  investigator  and  the  patient,  and  by  increased 
mobility  as  demonstrated  by  a reduction  in  the 
number  of  joints  with  limited  motion.  Its  action  is 
not  mediated  through  the  adrenal  gland.  There  is 
no  evidence  that  Nalfon  alters  the  progressive 
course  of  the  underlying  disease. 

To  further  demonstrate  the  anti-inflammatory 
activity  of  Nalfon  in  humans,  the  emergence  and 
degree  of  erythemic  response  were  measured  in 
adult  male  volunteers  exposed  to  ultraviolet  irradi- 
ation. The  effects  of  Nalfon,  aspirin,  and  indo- 
methacin were  compared  separately  with  those  of 
placebo.  All  three  drugs  demonstrated  a nti- 
erythemic  activity.  The  results  in  humans  con- 
firmed the  anti-inflammatory  activity  found 
in  animals. 

Nalfon  has  been  shown  to  inhibit  prostaglandin 
synthetase  isolated  from  bovine  seminal  vesicles. 
Reproduction  studies  in  rats  have  shown  Nalfon 
to  be  associated  with  prolonged  labor  and  difficult 
parturition  when  given  during  late  pregnancy. 
Evidence  suggested  that  this  may  be  due  to  de- 
creased uterine  contractility  resulting  from  the 
inhibition  of  prostaglandin  synthesis. 

Under  fasting  conditions,  Nalfon  is  rapidly 
absorbed,  achieving  peak  plasma  levels  of  50  meg 
per  ml.  within  two  hours  of  oral  administration  of 
600  mg.  doses.  Good  dose  proportionality  was 
observed  between  200  mg,  and  600  mg.  in  fasting 
male  volunteers.  The  plasma  half-life  is  approxi- 
mately 3 hours.  Approximately  90%  of  a single 
oral  dose  is  eliminated  within  24  hours  as  feno- 
profen glucuronide  and  4'-hydroxyfenoprofen  glu- 
curonide,  the  major  urinary  metabolites  of  feno- 
profen. Fenoprofen  is  highly  bound  (99%)  to  albumin. 

The  coadministration  of  aspirin  decreases  the 
biologic  half-life  of  fenoprofen  due  to  an  increase 
in  metabolic  clearance  which  results  in  a greater 
amount  of  hydroxylated  fenoprofen  in  the  urine. 
Although  the  mechanism  of  interaction  between 
fenoprofen  and  aspirin  is  not  totally  known, 
enzyme  induction  or  displacement  of  fenoprofen 
from  plasma  albumin  binding  sites  are  possibilities. 
Chronic  administration  of  phenobarbital,  a known 
enzyme  inducer,  may  be  associated  with  a decrease 
in  plasma  half-life  of  fenoprofen  Clinical  signifi- 
cance of  these  interactions  is  not  known. 

The  concomitant  administration  of  antacid 
(aluminum  and  magnesium  hydroxide)  does  not 
interfere  with  absorption  of  Nalfon.  Food  ingestion 
decreases  the  rate  and  extent  of  absorption  of 
Nalfon. 

With  single  doses  of  Nalfon  there  is  less  sup- 
pression of  collagen-induced  platelet  aggregation 
than  with  aspirin. 

Fenoprofen  shows  anti-inflammatory  effects  in 
rodents  by  inhibiting  the  development  of  redness 
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and  edema  in  acute  inflammatory  conditions  and  by 
reducing  soft-tissue  swelling  and  bone  damage 
associated  with  chronic  inflammation  It  exhibits 
analgesic  activity  in  rodents  by  inhibiting  the 
writhing  response  in  mice  caused  by  the  introduc- 
tion of  an  irritant  into  the  peritoneal  cavity  and  by 
elevating  pain  thresholds  to  pressure  in  edematous 
hindpaws  of  rats  In  rats  made  febrile  by  the  sub- 
cutaneous administration  of  brewer's  yeast,  feno- 
profen  produces  antipyretic  action  These  effects 
are  characteristic  of  nonsteroidal,  anti-inflamma- 
tory, antipyretic,  analgesic  drugs 

Indications  and  Usage:  Nalfon  * (fenoprofen  cal- 
cium, Dista)  is  indicated  for  relief  of  the  signs  and 
symptoms  of  rheumatoid  arthritis  It  is  indicated  in 
the  treatment  of  acute  flares  and  in  the  long-term 
management  of  the  disease  The  safety  and  effec- 
tiveness of  Nalfon  have  not  been  established  in 
those  rheumatoid  arthritis  patients  who  are 
designated  by  the  American  Rheumatism  Associa- 
tion as  Functional  Class  IV  (Incapacitated,  largely 
or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care  ) Improvement  in  patients 
treated  with  Nalfon  for  rheumatoid  arthritis  has 
been  demonstrated  by  a reduction  in  joint  swelling, 
a reduction  in  pain,  a reduction  in  the  duration  of 
morning  stiffness,  a reduction  in  disease  activity 
as  assessed  by  both  the  investigator  and  the 
patient,  and  by  increased  mobility  as  demonstrated 
by  a reduction  in  the  number  of  joints  with  limited 
motion. 

In  clinical  studies  in  patients  with  rheumatoid 
arthritis,  Nalfon  has  been  shown  to  be  comparable 
to  aspirin  in  controlling  the  aforementioneo  meas- 
ures of  disease  activity  but  the  frequency  of  the 
milder  gastrointestinal  adverse  effects  (nausea, 
dyspepsia)  and  tinnitus  was  less  than  in  aspirin- 
treated  patients  It  is  not  Known  whether  Nalfon 
causes  less  peptic  ulceration  than  aspirin 

In  some  patients  Nalfon  has  been  used  in  com- 
bination with  gold  salts  or  corticosteroids.  Studies 
have  been  inadequate  to  demonstrate  whether  Nal- 
fon adds  any  improvement  in  patients  maintained 
on  gold  salts  or  corticosteroids  Whether  Nalfon 
could  be  used  in  conjunction  with  partially  effective 
doses  of  corticosteroid  for  a “steroid-sparing'' 
effect  has  not  been  adequately  studied  The  use  of 
Nalfon  in  combination  with  salicylates  is  not  recom- 
mended because  there  is  no  evidence  to  dem- 
onstrate that  Nalfon  would  produce  any  additional 
effect  beyond  that  produced  by  aspirin  alone. 
Further,  there  is  evidence  that  aspirin  increases  the 
rate  of  excretion  of  Nalfon. 

There  have  been  no  studies  in  children;  there- 
fore the  safety  and  effectiveness  of  Nalfon  in 
children  are  unknown. 

Contraindications:  Nalfon  is  contraindicated 
in  patients  who  have  shown  hypersensitivity  to  it 

Because  the  potential  exists  forcross  sensitivity 
to  aspirin  and  other  nonsteroidal,  anti-inflam- 
matory drugs,  Nalfon  should  not  be  given  to 
patients  in  whom  aspirin  and  other  nonsteroidal, 
anti-inflammatory  drugs  induce  the  symptoms  of 
asthma,  rhinitis,  or  urticaria. 

Warnings:  Nalfon  should  be  given  under  close 
supervision  to  patients  with  a history  of  upper 
gastro-intestinal  tract  disease  and  only  after  con- 
sulting the  "ADVERSE  REACTIONS"  section. 
Gastro-intestinal  bleeding,  sometimes  severe,  has 
been  reported  in  patients  receiving  Nalfon. 

In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  attempts  should  be  made 
to  treat  the  arthritis  with  nonulcerogenic  drugs, 
such  as  gold.  If  Nalfon  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of 
ulcer  perforation  or  severe  gastrointestinal 
bleeding. 

In  subacute  and  chronic  studies  in  rats,  Nalfon 
caused  interstitial  nephritis,  glomerulonephritis 
and  renal  papillary  necrosis.  These  abnormalities 
were  dose-related  and  began  to  appear  at  doses 
approximating  the  human  dose.  In  chronic  studies 
in  monkeys  interstitial  nephritis  also  occurred  fol- 
lowing Nalfon  administration  Although  this  was 
seen  at  doses  considerably  above  the  human  dose, 
lower  doses  were  not  studied  in  this  species.  Dur- 
ing the  course  of  the  clinical  trials  one  patient 
developed  renal  failure  and  died  with  a diagnosis 
of  septicemia,  bilateral  suppurative  pyelonephritis 


and  renal  papillary  necrosis  It  is  not  known 
whether  these  events  were  drug-related  A few 
patients  developed  mild  elevations  of  the  BUN 
during  Nalfon"  (fenoprofen  calcium,  Dista) 
therapy  Since  Nalfon  is  eliminated  primarily  by  the 
kidney,  the  drug  should  not  be  administered  to  pa- 
tients with  significantly  impaired  renal  function  It 
is  desirable  to  perform  periodic  renal  function  tests 
in  all  patients  receiving  Nalfon 
Precautions:  In  chronic  studies  in  rats,  high  doses 
of  Nalfon  caused  elevation  of  serum  transaminase 
and  hepatocellular  hypertrophy  In  clinical  trials, 
some  patients  developed  elevation  of  serum  trans- 
aminase, LDH,  and  alkaline  phosphatase  which 
persisted  for  some  months,  and  usually,  but  not 
always,  declined  despite  continuation  of  the  drug 
The  significance  of  this  is  unknown  It  is  recom- 
mended that  periodic  liver  function  tests  be  per- 
formed in  patients  receiving  Nalfon  and  that  the 
drug  be  discontinued  if  abnormalities  occur 

The  safety  of  this  drug  in  pregnancy  and  lacta- 
tion has  not  been  established  and  its  use  during 
these  events  is,  therefore,  not  recommended  Re- 
production studies  have  been  performed  in  rats 
and  rabbits  When  fenoprofen  was  given  to  rats 
during  pregnancy  and  continued  to  the  time  of 
labor,  parturition  was  prolonged  Similar  results 
have  been  found  with  other  nonsteroidal,  anti- 
inflammatory drugs  which  inhibit  prostaglandin 
synthetase 

In-vitro  studies  have  shown  that  fenoprofen, 
because  of  its  affinity  for  albumin,  may  displace 
from  their  binding  sites  other  drugs  which  are  also 
albumin  bound  and  may  lead  to  drug  interaction 
Theoretically,  fenoprofen,  as  well  as  other  non- 
steroidal, anti-inflammatory  agents,  could  likewise 
be  displaced  Patients  receiving  hydantoin,  sul- 
fonamides, or  sulfonylureas  should  be  observed 
for  signs  of  toxicity  to  these  drugs.  In  patients 
receiving  coumarin-type  anticoagulants,  the  addi- 
tion of  Nalfon  to  therapy  could  prolong  the  pro- 
thrombin time  Patients  receiving  both  drugs 
should  be  under  careful  observation 

In  patients  receiving  concomitant  Nalfon-steroid 
therapy,  any  reduction  of  steroid  dose  should  be 
gradual  to  avoid  the  possible  complications  of  sud- 
den steroid  withdrawal. 

Patients  with  initial  low  hemoglobin  values  who 
are  receiving  long  term  Nalfon  therapy  should 
have  a hemoglobin  determination  at  reasonable 
intervals. 

Peripheral  edema  has  been  observed  in  some 
patients  taking  Nalfon;  therefore,  Nalfon  should  be 
used  with  caution  in  patients  with  compromised 
cardiac  function. 

Studies  to  date  have  not  shown  changes  in  the 
eye  attributed  to  Nalfon  administration  However 
because  of  adverse  eye  findings  in  animal  studies 
with  some  other  nonsteroidal  anti-inflammatory 
drugs,  it  is  recommended  that  ophthalmologic  studies 
be  carried  out  within  a reasonable  period  of  time 
after  starting  chronic  Nalfon  therapy  and  at  peri- 
odic intervals  thereafter. 

Since  food  decreases  Nalfon  blood  levels,  the 
drug  should  be  given  30  minutes  before  or  two 
hours  after  meals  during  the  daytime 

When  phenobarbital,  which  may  enhance  the 
metabolism  of  Nalfon,  is  added  or  withdrawn, 
Nalfon  dosage  adjustment  may  be  required. 

Caution  should  be  exercised  by  patients  whose 
activities  require  alertness  if  they  experience  cen- 
tral nervous  system  side  effects  from  Nalfon. 

Since  the  safety  of  Nalfon  in  patients  with  im- 
paired hearing  loss  has  not  been  established,  these 
patients  should  have  periodic  tests  of  auditory 
function  when  chronic  Nalfon  therapy  is  given. 

Nalfon  decreases  platelet  aggregation  and  pro- 
longs bleeding  time  Patients  who  may  be  adversely 
affected  by  prolongation  of  the  bleeding  time 
should  be  carefully  observed  when  Nalfon  is  ad- 
ministered. 

Adverse  Reactions:  Digestive  System 

The  most  common  type  of  adverse  reaction 
concerned  the  gastro-intestinal  system.  Dyspepsia 
occurred  most  frequently,  being  observed  in  about 
one  out  of  seven  patients.  Other  adverse  reactions 
in  descending  order  of  frequency  were:  constipa- 
tion, nausea,  vomiting,  abdominal  pain,  anorexia, 
occult  blood  in  the  stool,  diarrhea,  flatulence,  and 
dry  mouth. 


Three  instances  of  peptic  ulcerationand/or 
gastro-intestinal  hemorrhage  that  may  have  been 
due  to  the  drug  and  four  instances  in  which  drug 
relationship  was  questionable  were  observed  in 
3,391  individuals  to  whom  the  drug  was  admin- 
istered for  periods  of  time  ranging  up  to  165  weeks. 

In  less  than  2%  of  patients  the  drug  was  dis- 
continued because  of  adverse  gastro-intestinal 
reactions. 

Skin  and  Appendages 

The  most  common  adverse  effect  was  pruritus 
which  was  seen  in  about  one  out  of  ten  patients 
Other  adverse  reactions  were  rash,  increased 
sweating,  and  urticaria 

In  about  1%  of  patients  Nalfon*  (fenoprofen 
calcium,  Dista)  was  discontinued  due  to  an  adverse 
effect  related  to  the  skin 

Nervous  System 

The  most  frequent  adverse  reaction  observed 
was  somnolence  which  occurred  in  about  one  out 
of  seven  patients  Other  adverse  effects  which 
occurred  less  frequently  were:  dizziness,  tremor, 
confusion,  and  insomnia. 

Nalfon  was  discontinued  in  less  than  0.2%  of 
patients  because  of  these  side  effects. 

Special  Senses 

The  most  common  adverse  reaction  was  tin- 
nitus which  was  seen  in  about  one  out  of  ten 
patients  Other  reactions  observed  in  descending 
order  of  frequency  were:  blurred  vision  and  de- 
creased hearing 

In  about  0 2%  of  patients  Nalfon  was  discon- 
tinued due  to  adverse  effects  related  to  the  special 
senses. 

Cardiovascular 

The  most  frequent  adverse  event  observed  was 
palpitations  This  was  noted  in  about  one  out  of  25 
patients  Tachycardia  was  observed  less  frequently. 

In  less  than  0 5%  of  patients  Nalfon  was  dis- 
continued due  to  cardiovascular  adverse  reactions. 

Laboratory 

Anemia  was  noted  in  about  one  out  of  500 
patients  One  patient  required  discontinuation  of 
Nalfon  therapy  due  to  anemia  Increase  in  alkaline 
phosphatase,  LDH,  and  SGOT  were  observed 
("See  Precautions") 

Miscellaneous 

Headache  was  seen  in  about  one  out  of  seven 
patients  Less  frequently  observed  in  descending 
order  of  frequency  were:  nervousness,  asthenia, 
dyspnea,  peripheral  edema,  fatigue,  malaise,  dysuria. 
Overdosage:  No  specific  information  is  available 
on  the  treatment  of  overdosage  with  Nalfon.  If  it 
should  occur,  standard  procedures  to  evacuate 
gastric  contents  and  to  support  vital  functions 
should  be  employed  Since  Nalfon  is  acidic  and  is 
excreted  in  the  urine,  it  may  be  beneficial  to  ad- 
minister alkali  and  induce  diuresis.  Furosemide 
(Lasix*)  did  not  lower  blood  levels. 

Dosage  and  Administration:  For  the  initial  treat- 
ment of  rheumatoid  arthritis,  the  recommended 
oral  dose  is  600  mg.  four  times  a day.  Although 
improvement  may  be  seen  in  a few  days  in  many 
patients,  an  additional  two  to  three  weeks  may  be 
required  to  gauge  the  full  benefits  of  therapy.  The 
dosage  should  be  adjusted  in  accordance  with  the 
patient's  condition  and  changes  in  disease  activity. 
Daily  dosage  larger  than  3200  mg.  is  not  recom- 
mended. Nalfon  should  be  administered  30  min- 
utes before  or  at  least  two  hours  after  meals.  If 
gastro-intestinal  complaints  occur,  administer  Nal- 
fon with  meals  or  milk. 

There  have  been  no  studies  in  children;  there- 
fore, the  safety  and  effectiveness  of  Nalfon  in 
children  are  unknown. 

How  Supplied:  Pulvules  Nalfon,  300  mg.  (equivalent 
to  fenoprofen),  are  supplied  in  bottles  of  60  and 
500  (No.  416).  They  are  yellow  and  ocher  in  color. 
The  Identi-Code®  (formula  identification  code, 
Dista)  symbol  is  H77. 
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Laparoscopic  tubal  sterilization  has  become  a 
very  common  surgical  procedure  in  recent  years. 
Many  new  instruments  have  been  developed,  and 
several  techniques  have  been  described. 1-3  Although 
laparoscopy  today  provides  a highly  practical,  ef- 
fective, and  permanent  method  of  tubal  sterilization, 
paradoxically,  as  clinical  experience  has  increased 
and  techniques  modified,  the  operative  morbidity 
rate  has  not  been  reduced  significantly.4,5  With  ef- 
ficient outpatient  and  ambulatory  surgical  facilities 
for  laparoscopy,  however,  the  total  cost  for  tubal 
sterilization  has  been  considerably  lowered.  Mainly 
due  to  this  convenience  and  low-cost  factors,  lapa- 
roscopy is  now  the  procedure  of  choice  for  tubal 
sterilization  for  many  patients. 

Tubal  sterilization  by  laparoscopy  was  first  offered 
in  1970  at  our  institution  and,  within  one  year,  vir- 
tually replaced  all  other  conventional  methods. 
Subsequently,  a laparoscopy  tubal  sterilization 
program  was  developed  as  part  of  a comprehensive 
family  planning  service.  A special  clinic  to  provide 
low-cost  and  effective  contraceptive  sterilization  to 
the  large,  medically  indigent,  population  of  the 
Central  New  York  region  was  organized  through  the 
efforts  of  the  Department  of  Obstetrics  and  Gyne- 
cology at  the  Upstate  Medical  Center  of  the  State 
University  of  New  York  in  Syracuse. 

* Technique  presented  in  an  audiovisual  format  at  the  First 
International  Congress  of  Gynecologic  Laparoscopy,  New  Orleans, 
Louisiana,  November  17  to  20,  197.3.  It  was  also  presented,  by 
invitation,  at  the  Annual  Meeting  of  the  American  Association  of 
Gynecologic  Laparoscopists,  Anaheim,  California,  November, 
1974. 


Utilizing  the  team  concept,  laparoscopic  steriliza- 
tions were  performed  in  over  1,000  women  during  the 
past  five  years.  This  report  summarizes  the  tech- 
nical difficulties,  complications,  and  failures  in  all 
patients  who  were  operated  on.  Additionally,  a 
randomized  sample  was  analyzed  for  patient  profile 
data  regarding  the  two  commonly  used  techniques. 
Complications  were  insignificant  with  either  tech- 
nique. The  only  single  readmission  has  been  for 
treatment  of  an  abdominal-wall  hematoma  in  a pa- 
tient who  had  laparoscopic  sterilization  with  the 
two-puncture  technique  performed  earlier.  A sim- 
pler push-pull  technique  utilizing  an  operating 
laparoscope  was  then  developed  and  has  been  in  use 
for  more  than  three  years.  This  technique  will  be 
fully  described  later.  Thus,  laparoscopic  tubal 
sterilizations  have  been  carried  out  in  our  institution 
without  significant  morbidity,  and  it  is  concluded 
that  laparoscopy  provides  a safe,  simple,  and  prac- 
tical method  of  permanent  contraception. 


This  report  presents  our  experience  of  laparoscopic 
tubal  sterilization  during  the  past  five  years.  In 
previous  communications  on  this  subject,  we  have 
described  our  two  methods  of  laparoscopy,  anesthesia 
techniques,  and  various  relevant  technical  consid- 
erations.2,3 

Materials  and  methods 

Applications  for  tubal  sterilization  at  the  Upstate 
Medical  Center  are  accepted  without  geographic  or 
socioeconomic  restrictions.  Almost  all  patients  are 
local  residents  from  the  16  counties  surrounding  the 
city  of  Syracuse.  In  the  family  planning  clinic,  pa- 
tients are  seen  by  a physician,  nurse,  social  worker, 
finance  advisor,  and  family  planning  counselor. 
Their  age,  race,  marital  status,  contraception,  med- 
ical history,  menstrual  history,  obstetric  history,  and 
other  pertinent  information  are  recorded.  Reasons 
for  requesting  tubal  sterilization  are  obtained  and  the 
surgical  procedures  for  sterilization  discussed  indi- 
vidually with  each  patient.  Patients  are  then  in- 
formed that  for  practical  purposes  they  should  con- 
sider tubal  sterilization  an  irreversible  and  perma- 
nent procedure.  All  patients  are  examined  com- 
pletely, routine  cytology  and  laboratory  tests  are 
ordered,  and  an  appropriate  contraceptive  is  pre- 
scribed. There  usually  is  a waiting  period  of  four  to 
six  weeks’  duration  between  the  first  clinic  visit  and 
surgery. 

Surgery  has  been  performed  either  on  an  inpatient 
or  outpatient  basis,  using  general  anesthesia  or,  in 
selected  cases  only,  local  infiltration  anesthesia.  A 
standard  technique  described  elsewhere  has  been 
used  in  all  patients.3,6  Patients  are  discharged  the 
same  day  after  surgery  and  are  seen  in  the  clinic  in 
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TABLE  I.  Patient  profile  data  on  laparoscopic 
sterilization 


Characteristic 

Number  of 
Patients 

Per  Cent 

Age  group  (years) 

20  to  24 

60 

10.9 

25  to  29 

170 

30.9 

30  to  34 

190 

34.6 

35  to  40 

110 

20.0 

40  to  45 

20 

3.6 

Ethnic  distribution 

Caucasian 

500 

90.9 

Negro 

50 

9.1 

Marital  status 

Married 

390 

70.9 

Single,  never  married 

10 

1.8 

Separated 

40 

7.3 

Divorced 

100 

18.2 

Widowed 

10 

1.8 

Number  of  living  children 

None 

3 

0.5 

One 

12 

2.2 

Two 

115 

20.9 

Three 

140 

25.5 

Four 

130 

23.6 

Five 

60 

10.9 

Six  and  more 

90 

16.4 

one  month  or  sooner  for  postoperative  evaluation. 
Thereafter,  further  follow-up  is  planned  at  six-month 
intervals.  At  the  time  of  discharge  from  the  hospital, 
patients  are  instructed  regarding  care  of  wound  and 
possible  side-effects  of  anesthesia  and  surgery.  With 
regard  to  sexual  relations,  no  restrictions  are  re- 
quired. Birth  control  pills  are  discontinued  after  the 
last  pill  of  the  cycle  has  been  taken,  and  the  intra- 
uterine contraceptive  devices  are  removed  during 
surgery.  Since  interruption  of  fallopian  tubes  can 
be  accomplished  in  most  patients  with  our  standard 
technique,  further  tubal  insufflations  or  hystero- 
grams  are  not  performed  any  time  postoperativelv. 

Results 

A total  of  550  hospital  records  covering  the  years 
1970  through  1975  were  analyzed  using  the  McBee 
indexing  system,  regarding  patient  profile  as  to  age, 
race,  parity,  marital  status,  and  other  relevant  in- 
formation. These  records  were  selected  on  a ran- 
domized basis  from  about  1,000  laparoscopic  tubal 
sterilizations  performed  during  the  study  period. 

A complication  in  this  study  was  defined  as  a 
morbid  process  or  event  occuring  during  surgery  and 
thereafter  for  an  arbitrary  period  up  to  one  month. 
Such  complications  as  surgical  emphysema  limited 
to  the  anterior  abdominal  wall,  minimal  bleeding 
during  severing  of  the  fallopian  tubes  but  not  re- 
quiring major  surgery  for  its  control,  and  wound  in- 
fections were  considered  not  to  cause  any  significant 
morbidity  to  the  patient  and  were  therefore  labeled 
as  minor  complications.  Any  complication  which 
resulted  in  prolonged  hospital  stay,  required  read- 
mission, or  further  surgery  for  management  was 


TABLE  II.  Reasons  for  requesting  tubal  sterilization 


Patients’  Reasons 

Number 

of 

Patients 

Per  Cent 

Elective  group  (financial  reasons, 
limited  income;  dissatisfied  with 
other  contraceptives;  satisfied 
with  present  family  size) 

460 

83.6 

Other  reasons  (medical  contrain- 
dication to  further  pregnancy; 
heredity  or  congenital  defects  in 
other  children ) 

90 

16.4 

considered  a major  complication.  The  term  “failed 
laparoscopy”  was  used  when  tubal  sterilization  could 
not  be  completed  as  planned  for  any  cause.  An  at- 
tempt was  then  made  to  classify  these  causes  as  re- 
lated to  one  or  more  of  the  following:  ( 1 ) anesthesia; 
(2)  surgical  technique;  (3)  instruments;  and  (4)  pa- 
tient profile.  Careful  analysis  of  such  data  helped 
in  eliminating  the  causative  factors  in  most  cases. 

Table  I shows  the  profile  of  clinic  patients  under- 
going tubal  sterilization,  where  it  can  be  easily  noted 
that  a vast  majority  of  patients  were  young  and  that 
a significant  proportion  of  them  either  never  married 
or  were  separated,  divorced,  or  widowed  at  the  time 
surgery  was  performed. 

Table  II  illustrates  the  reasons  for  tubal  steriliza- 
tion. A desire  to  limit  the  family  size  was  most  fre- 
quently cited,  by  460  patients,  83.6  per  cent,  due  to 
socioeconomic  conditions  or  fear  and  dissatisfaction 
with  other  contraceptives.  In  90  patients,  16.4  per 
cent,  medical  condition  was  listed  as  an  indication  for 
tubal  sterilization.  However,  there  was  considerable 
overlap  in  the  reasons  for  sterilization  as  stated  in  the 
request  for  tubal  sterilization  forms. 

Although  about  16  per  cent  of  the  women  had 
various  medical  reasons  for  sterilization,  none  w'ere 
considered  poor  surgical  risks  for  laparoscopy. 
History  of  previous  abdominal  and/or  pelvic  surgery 
such  as  cholecystectomy,  appendectomy,  umbilical 
or  diaphragmatic  hernia  repair,  hysterotomy,  ce- 
sarean section,  round  ligament  fixation,  unilateral 
salpingectomy,  and  salpingo-oophorectomy  was 
present  in  20  per  cent  of  the  patients,  some  of  whom 
had  multiple  operations.  About  10  per  cent  of  the 
patients  were  obese  with  body  weights  varying  from 
150  to  250  pounds.  In  extremely  obese  patients 
weighing  250  to  350  pounds,  laparoscopy  was  at- 
tempted only  after  considerable  experience  had  been 
acquired  and  then  also  full  understanding  that  the 
procedure  was  to  be  discontinued  and  an  alternative 
procedure  for  tubal  sterilization  carried  out  in  the 
event  of  any  technical  difficulties. 

The  use  of  general  anesthesia  was  preferred  in  a 
majority,  95  per  cent,  of  patients.  Local  anesthesia 
was  used  only  if  patients  weighed  less  than  150 
pounds,  had  no  abdominal  surgery  in  the  past,  and 
were  nonapprehensive  and  highly  cooperative,  and 
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TABLE  III.  Types  of  laparoscopic  sterilization, 
complications,  and  failures 


Type  of 
Laparoscopy* 

Complications 

Failures 

Two-incision 

Arrhythmia  (1 ); 

Failed  laparoscopy 

technique  (50) 

emphysema  (2); 
bleeding  and 
hematoma  (1 ); 
wound  infection 
(1) 

(2);  pregnancy 
(2) 

One-incision 

Arrhythmia  (2); 

Failed  laparoscopy 

technique: 

emphysema  (2); 

(2);  pregnancy 

as  interval  pro- 
cedure (486); 
after  suction 
curettage  (13); 
late  post- 
partum (1) 

bleeding  (2); 
wound  infec- 
tion (3) 

(1) 

‘Figures  in  parentheses  represent  number  of  patients  randomly 
selected  from  about  1,000  procedures  whereas  all  complications 
and  failures  are  listed  in  absolute  numbers  as  they  occurred  in 
past  five  years.  Two-incision  technique  started  in  1970  was  sub- 
sequently abolished  in  favor  of  single-incision  technique  by  push- 
pull  method. 

also  in  those  patients  who  had  any  medical  con- 
traindications for  general  anesthesia. 

Laparoscopy  was  performed  as  an  interval  proce- 
dure in  all  but  13  patients  where  it  was  done  imme- 
diately after  suction  curettage  for  pregnancy  termi- 
nation, and  in  a single  individual  when  it  was  per- 
formed in  the  late  postpartum  period.  Table  III  lists 
the  types  of  procedure  and  also  all  technical  problems 
and  complications  as  well  as  failures  during  the  entire 
five-year  period  of  study.  Complications  were  re- 
lated to  the  technique  of  laparoscopy,  experience  of 
the  operating  surgeon,  patient  profile,  and  the  choice 
of  anesthetic  agent. 

Premature  beats  and  cardiac  arrhythmias  were 
observed  in  3 patients  undergoing  surgery  under 
general  anesthesia  using  halothane  but  none  under 
local  anesthesia.  These  were  mild  and  reversible 
when  halothane  was  promptly  stopped  and  required 
no  further  treatments.  Surgery  was  then  success- 
fully completed  in  these  patients  under  nitrous  oxide 
and  oxygen.  In  a prospective  study  which  was  car- 
ried out  subsequently,  there  have  been  no  significant 
changes  in  the  arterial  blood,  oxygen  pressure,  carbon 
dioxide  pressure,  or  pH  in  a group  of  50  patients  who 
had  laparoscopic  tubal  sterilizations  with  the  sin- 
gle-puncture technique.  The  cardiac  arrhythmias 
which  were  seen  during  halothane  anesthesia  were 
also  not  related  to  the  use  of  carbon  dioxide  or  nitrous 
oxide  gas  for  peritoneal  insufflation. 

Surgical  emphysema,  limited  to  the  anterior  ab- 
dominal wall,  occurred  in  8 patients  due  to  improper 
insertion  of  the  carbon  dioxide  insufflation  needle. 
In  4 patients,  this  was  due  to  marked  obesity  and 
accounted  for  failed  laparoscopy.  Abdominal  tubal 
sterilization  was  then  performed  in  these  4 patients. 
In  the  other  4 patients,  the  insufflation  needle  could 
be  repositioned  easily  into  the  peritoneal  cavity. 
Carbon  dioxide  gas  from  the  abdominal  wall  was 
absorbed  and  evacuated  without  any  significant 


morbidity  in  all  8 patients. 

Bleeding  due  to  inadvertent  puncture  of  anterior 
abdominal-wall  vessels  was  seen  despite  transillu- 
mination and  midline  or  suprapubic  insertion  of  the 
secondary  trocar  and  cannula  during  the  two-incision 
technique.  One  patient  inconspicuously  formed  an 
abdominal-wall  hematoma  which  required  read- 
mission for  blood  transfusions  and  surgical  evacua- 
tion of  the  hematoma  under  general  anesthesia.  In 
2 patients,  mesosalpingeal  bleeding  during  severing 
of  the  fallopian  tubes  had  occurred  during  the  one- 
incision  technique,  but  was  promptly  controlled  by 
selective  electrocoagulation.  Neither  of  these  2 pa- 
tients required  blood  transfusions  or  exploratory 
laparotomy. 

Wound  infections  were  seldom  seen  despite  a 
transumbilical  approach  in  most  patients.  In  3 pa- 
tients, only  a minor  wound  discharge  and  skin  irri- 
tation were  noted,  and  nonspecific  pathogens  were 
cultured.  These  3 patients  were  treated  with 
broad-spectrum  antibiotics  on  an  ambulatory 
basis. 

During  the  early  experience  with  either  technique, 
operative  failures,  which  resulted  in  intrauterine 
pregnancies,  were  encountered  in  a total  of  3 patients 
due  to  inadvertent  coagulation  of  the  round  liga- 
ments instead  of  the  fallopian  tubes  as  proved  sub- 
sequently during  repeat  laparoscopic  or  abdominal 
tubal  sterilization.  All  3 patients  had  become 
pregnant  within  three  months  of  laparoscopic  tubal 
sterilization.  According  to  the  operative  report, 
coagulation  alone  without  severing  of  the  fallopian 
tubes  was  carried  out  in  each  patient. 

The  so-called  “corpus  luteum  phase”  pregnancies 
were  not  encountered  in  any  patient  undergoing 
laparoscopic  tubal  sterilization.  The  use  of  reliable 
contraceptive  agents  during  the  interim  waiting  pe- 
riod, accurate  menstrual  and  sexual  history,  and 
pregnancy  tests  of  the  day  of  surgery  in  selected  pa- 
tients account  for  this  observation.  Elective  curet- 
tage of  the  uterus  was  never  done  during  laparoscopic 
tubal  sterilization  with  the  specific  purpose  of  ter- 
minating a probable  early  corpus  luteum  phase 
pregnancy. 

In  13  pregnant  patients  who  also  wanted  abortion 
and  were  candidates  for  tubal  sterilization,  laparo- 
scopic tubal  sterilization  was  carried  out  using  the 
single-incision  technique,  immediately  following 
suction  curettage  of  the  uterus.  No  complications 
or  failures  were  noted.  Figure  1A  shows  the  gross 
appearance  of  the  uterus  and  tubes,  and  Figure  IB 
shows  the  microscopic  features  of  a coagulated  tubal 
specimen  from  one  of  these  patients. 

Comment 

Upstate  Medical  Center  is  a major  teaching  insti- 
tution of  the  State  University  of  New  York  in  Syra- 
cuse. The  faculty  of  the  department  has  formulated 
a unified  policy  regarding  training  in  gynecologic 
laparoscopy  so  that  the  resident  may  acquire  a 
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FIGURE  1.  (A)  Anatomic  site  of  tubal  severing,  usually  in 

midsegment,  carefully  located  for  electrocoagulation  by 
coagulating-mode  nonsparking  radiofrequency  current  at 
moderate  peak  intensity  for  short  time.  (B)  Excellent  mor- 
phologic details  of  tubal  tissue  recovered  after  push-pull 
technique  possible  due  to  avoidance  of  excessive  radiofre- 
quency burns. 


standard  basic  technique  for  this  important  surgical 
procedure  under  the  direction  of  a single  full-time 
experienced  attending.  These  basic  techniques  are 
learned  during  the  first  year  of  a three-  to  four-year 
residency  program  through  a four-month  rotation 
period  in  gynecology  at  the  University  Hospital. 
After  a particularly  rich  experience  in  practical  basic 
techniques,  the  resident  then  rotates  through  another 
satellite  teaching  hospital  where  there  is  sufficient 
individualism  among  the  attendings  regarding  dif- 
ferent laparoscopy  techniques.  Further  advanced 
training  may  be  acquired  at  the  base  hospital  during 
the  second-year  rotation. 

Our  clinical  experience  with  laparoscopic  tubal 
sterilization  during  the  past  five  years  proves  that 


this  procedure  should  be  regarded  as  a practical,  safe, 
and  highly  effective  means  of  permanent  contra- 
ception. Laparoscopy,  however,  requires  specialized 
and  intensive  formal  training  and  a basic  knowledge 
of  endosurgical  principles  and  techniques. 

Flvery  patient  for  tubal  sterilization  should  be  in- 
dividually selected  according  to  the  training  skill  as 
well  as  experience  of  the  surgeon.  Most  patients  are 
suitable  candidates  for  laparoscopic  tubal  steriliza- 
tion. If  skillfully  carried  out,  the  single-incision 
push-pull  technique  of  laparoscopy  provides  a rela- 
tively simple  and  highly  effective  method  of  perma- 
nent contraception  with  a negligible  morbidity 
rate. 

Although  from  the  very  beginning  we  avoided 
using  such  traumatic  instruments  as  the  drill  forceps 
and  scissors  during  the  two-incision  technique7  and 
limited  our  experience  to  a carefully  selected  group 
of  patients  for  teaching  purposes,  technical  dif- 
ficulties were  encountered  not  too  infrequently  by 
residents  despite  the  use  of  ancillary  audiovisual 
methods  during  training.2-3  Development  of  a much 
simpler  technique  of  tubal  sterilization  utilizing  only 
one  abdominal  incision,  as  described  in  detail  else- 
where,6 proved  to  be  very  helpful  in  eliminating  the 
complications  of  secondary  trocar  puncture  and 
improving  the  overall  safety  and  efficacy  of  the  pro- 
cedure. It  could  also  be  easily  learned  and  rapidly 
performed  thereafter  by  the  first-year  residents  who 
had  previously  no  experience  of  laparoscopy,  in 
contrast  to  the  two-incision  technique  which  took  a 
much  longer  time  to  perform,  required  more  surgical 
training,  and  was  associated  with  more  troublesome 
complications.2  From  their  extensive  experience 
with  the  single-incision  technique  of  laparoscopic 
tubal  sterilization,  Wheeless  and  Thompson8  have 
concluded  that  coagulation  of  a small  segment  of  the 
fallopian  tube  without  further  severing  appears  to 
increase  the  risks  of  tubal  sterilization  failures. 
However,  in  our  experience,  deep  coagulation  alone 
using  a moderate-intensity  coagulation-mode  current 
with  a coagulation  forceps  is  certainly  desirable  in 
situations  where  it  may  be  anticipated  that  severing 
of  the  fallopian  tubes  will  cause  troublesome  bleeding 
during  tubal  sterilization  as  in  patients  with  retro- 
verted  and  fixed  uterus,  after  suction  curettage,  and 
in  the  presence  of  large  varicosities  in  the  broad 
ligaments  as  well  as  in  patients  with  bleeding  dys- 
crasias.  Immediately  before  any  coagulating  current 
is  applied,  the  fallopian  tubes  should  be  carefully 
identified,  since  the  presence  of  kinks,  curvatures, 
flattenings,  and  possible  mild  adhesions  around  the 
fallopian  tubes  may  make  their  identification  diffi- 
cult, if  not  impossible,  especially  in  obese  patients. 
The  use  of  a vacuum  probe  to  move  the  uterus  ante- 
riorly, superiorly,  and  to  the  lateral  wall  of  the  pelvic 
cavity  is  considered  technically  helpful  and  manda- 
tory with  the  single-incision  technique  of  laparo- 
scopic tubal  sterilization.  As  a precautionary  mea- 
sure in  patients  where  coagulation  alone  without 
severing  of  the  fallopian  tubes  is  performed,  a suit- 


September  1 976/  New  York  State  Journal  of  Medicine  1491 


able  and  reliable  contraceptive  agent  should  be 
prescribed  postoperatively  until  hysterosalpingo- 
graphy  or  tubal  insufflation  tests  have  been  per- 
formed. In  most  patients,  however,  the  tubal  pa- 
tency tests  will  not  be  required  once  tubal  interrup- 
tion has  been  accomplished  by  the  simplified  push- 
pull  severing  technique  of  single-incision  laparos- 
copic tubal  sterilization. 

766  Irving  Avenue 
Syracuse,  New  York  13210 
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This  survey  of  attitudes  toward  living  and  death 
of  100  elderly  patients  with  chronic  cardiovascular 
disease  demonstrates  that  most  subjects  regard  their 
illness  as  a significant  impediment  to  carrying  on  a 
fully  active  and  meaningful  existence.  Concern 
about  imminent  death  and  the  search  for  increased 
responsibilities  and  relatedness  were  the  two  most 
important  recurrent  themes  in  these  interviews. 

The  medical  literature  concerning  the  geriatric 
patient  and  his  attitudes  toward  living  and  death  has 
been  rapidly  expanding  to  include  issues  of  meaning, 
significance,  hope,  and  despair,  as  well  as  religious, 
psychological,  and  sociologic  considerations.  This 
varied  literature  attempts  to  promote  better  under- 
standing by  the  professional  practitioner  of  what 
death  as  well  as  living  in  the  face  of  it  may  mean  to 
the  patient,  so  that  he  may  deal  more  effectively  and 
adequately  with  elderly  persons  facing  such  prob- 
lems. Around  the  core  of  this  literature,  a new  field 
of  study,  clinical  geropsychiatry,  concerned  mainly 
with  acute  brain  syndrome,  depression,  and  dementia 
and  similar  problems  commonly  encountered  among 
the  aged,  is  developing  as  a subspecialty  of  psychia- 
try. For  example,  Weisman1  describes  death  as  the 
“confluence  of  biological,  social  and  psychological 
forces  intersecting  at  a fateful  moment”  and  states 
that  the  purpose  of  studying  the  dying  process  is  to 


find  ways  to  help  people  attain  “significant  survival.” 
Kubler-Ross’s2  book.  On  Death  and  Dying,  empha- 
sizing the  issues  of  responsibility  and  caring  for  the 
dying,  has  made  a significant  impact  on  health  pro- 
fessionals and  the  general  public. 

Pritchard2  has  dealt  with  the  physician’s  influence 
on  the  dying  patient  and  the  magnitude  and  ramifi- 
cations of  interpersonal  responsibility  and  caring. 
This  author  emphasizes  the  impact  of  the  physician’s 
power  and  authority  and  suggests  that  the  physician 
is  more  intimately  involved  in  the  patient’s  “dying” 
than  is  commonly  recognized. 

Geist4  notes  “the  greatest  changes  which  the  se- 
nescent dread  is  the  loss  of  significance  and  inde- 
pendence.” 

Certain  themes  recur  throughout  this  literature. 
The  most  recurrent  theme  constituting  an  out- 
standing feature  of  the  subjective  response  toward 
the  process  of  dying  is  the  denial  of  imminent 
death.0-8  Such  denial  is  thought  to  represent  an 
effective  way  of  coping  with  anxiety  which  might 
otherwise  be  incapacitating. 

Although  the  finality  and  sense  of  absolute  sepa- 
ration which  death  implies  is  defended  against  by 
most  persons,  geriatric  patients  are  willing  to  talk 
about  death  and  dying  if  encouraged  to  do  so  by  one 
who  shows  concern,  especially  in  a professional  set- 
ting.9 Such  ventilation  has  been  regarded  as  helpful 
by  patients  in  affording  a sense  of  relief. 

Rhudick  and  Dibner,10  studying  attitudes  toward 
death  in  older  persons  and  correlating  these  with 
MMPI  (Minnesota  Multiphasic  Personality  Inven- 
tory) scores,  have  found  that  a high  death  concern  is 
associated  with  higher  levels  of  hypochondriasis, 
hysteria,  dependency,  and  impulsivitv.  They  believe 
their  results  suggest  that  for  these  subjects,  concern 
over  death  involves  neurotic  preoccupation,  partic- 
ularly in  relation  to  bodily  symptoms. 

Yet,  despite  this  growing  literature,  there  is  no  true 
consensus  concerning  how  the  elderly  experience 
dying  and  imminent  death.  Therefore,  we  con- 
ducted this  survey  of  attitudes  toward  living  and 
death  of  elderly  patients  with  known  chronic  car- 
diovascular disease.  This  clinical  study  included  an 
assessment  of  goals,  values,  perceptions  of,  signifi- 
cance of,  and  adaptation  to  illness,  as  well  as  the 
meaning  of  the  idea  of  death.  Our  purpose  was  to 
become  more  familiar  with  the  basic  ideas,  emotional 


September  1976/  New  York  State  Journal  of  Medicine  1493 


attitudes,  and  verbal  responses  of  elderly  patients 
who  were  being  medically  treated  for  a chronic  illness 
with  obvious  death-dealing  potential  and  who  were 
therefore  under  this  constant  stress. 

Method 

This  sample  of  100  office  patients  taken  entirely 
from  one  cardiologist’s  practice  was  interviewed  by 
a senior  medical  student,  age  twenty-five,  over  a 
four-week  period.  Patients  fifty  years  or  older  had 
a documented  history  of  chronic  cardiovascular 
disease.  The  data  were  gathered  by  the  interviewer 
using  a series  of  brief  and  structured  meetings  with 
patients.  The  interview  consisted  of  two  parts: 
first,  each  patient  was  introduced  by  the  attending 
cardiologist  to  the  interviewer  to  orient  the  patient 
and  solicit  his  participation;  second,  a series  of 
questions  was  asked  and  the  patient’s  responses  re- 
corded. The  interviewer  read  the  following  protocol 
to  the  patient: 

I am  a student  doctor  working  with  Dr.  Harris.  Our 
particular  interest  is  to  find  out  how  you  see  your  life 
now.  This  means  how  you  feel,  what  your  ambitions 
are,  and  how  your  aims  and  goals  in  life  have  changed 
or  developed  throughout  the  years. 

Please  understand  that  this  is  not  a test.  We  would 
ask  your  help  by  your  talking  for  a short  while  about 
yourself.  We  will  use  your  contribution  of  ideas  in  our 
work  and  this  will  enable  us  to  better  help  you  and 
other  patients  in  many  ways.  Knowing  how  the  pa- 
tient sees  his  world  is  important  for  the  physician  to 
take  into  account  when  treating  and  giving  therapy. 

I might  also  add  that  what  you  say  is  strictly  confi- 
dential and  no  names  will  be  used. 

Questions  asked  during  the  interview  were: 

1.  What  does  “heart  trouble”  mean  to  you? 

2.  When  you  developed  “heart  trouble,”  did  you  see 
your  life  changing? 

3.  How  about  your  outlook  on  life  now? 

4.  With  some  patients  the  problem  of  “heart  disease” 
suggests  the  idea  of  death  or  dying.  How  do  you 
feel? 

5.  How  do  you  feel  that  your  physician  has  helped 
you? 

6.  What  are  some  of  your  goals  in  life  now? 

7.  What  is  the  most  important  thing  to  you  now? 

8.  How  did  you  feel  about  talking  with  me? 

A brief  psychological  status  by  the  student  inter- 
viewer rated  as  little,  moderate,  or  full  the  following 
aspects  of  patient  participation:  cooperation,  in- 

terest, and  verbalization.  Orientation  was  rated  as 
poor,  adequate,  or  full  according  to  correct  descrip- 
tion of  person,  place,  and  time.  A single  correct  re- 
sponse was  judged  poor,  two  correct  responses  were 
adequate,  and  three  correct  responses  were  indicative 
of  full  orientation. 

The  subject’s  reliability,  his  general  resistance  or 
guardedness  in  responding,  and  his  mood  were 


evaluated,  using  parameters  such  as  quantity  and 
quality  of  speech,  apparent  amount  of  concern,  in- 
terest, and  cooperation,  as  well  as  the  overt  and  im- 
plied content  of  responses. 

The  exact  words  of  each  person  interviewed  in 
response  to  questions  asked  were  recorded.  During 
the  study,  certain  trends  of  responses  began  to  ap- 
pear, and  with  additional  probing,  the  responses  were 
more  easily  classified. 

Results 

The  results  consist  of  a description  of  patients’ 
responses  which  were  grouped  quantitatively  in 
categories  differentiated  by  the  terms  or  phrases 
spoken  by  patients  in  response  to  particular  ques- 
tions. Questions  and  quantitated  different  responses 
have  been  tabulated. 

One  hundred  five  patients  with  known  cardio- 
vascular disease  were  asked  to  participate;  5 refused. 
The  final  data,  therefore,  consisted  of  responses  from 
100  subjects  of  whom  58  were  women  and  42  were 
men.  Forty-six  patients  were  in  their  sixties,  28  were 
in  their  seventies,  21  were  in  their  fifties,  and  5 were 
between  eighty  and  ninety  years  of  age.  Duration  of 
illness  ranged  from  one  year  to  over  ten  years. 
Forty-three  per  cent  of  patients  had  a longer  than 
ten-year  history  of  illness,  28  per  cent  of  patients  had 
their  illness  between  five  and  ten  years,  and  29  per 
cent  had  been  ill  between  one  and  five  years. 

1.  What  does  “heart  trouble”  mean  to  you? 
The  responses  to  the  first  question  varied.  Many 
patients,  36,  described  a functional  impairment  such 
as  a limitation,  handicap,  or  decrease  in  physical 
activity;  29  others  spoke  of  their  physical  symptoms 
such  as  palpitations,  shortness  of  breath,  weakness, 
or  shaking.  The  overt  psychic  distress  symptoms  of 
fright  and  worry  were  described  by  15.  A denial  of 
any  meaning,  “It  doesn’t  mean  anything  to  me,”  was 
the  response  of  7,  and  a statement  of  noncompre- 
hension was  given  by  7.  Other  varied  responses  such 
as  disgrace,  breakdown,  or  excessive  food  and  drink 
were  given  by  6. 

2.  When  you  developed  “heart  trouble,”  did 
you  see  your  life  changing?  Thirty-seven  subjects 
spoke  of  the  sharp  restriction  of  activities  such  as 
leaving  former  jobs  or  significantly  diminishing  work 
hours.  Eight  mentioned  curtailing  sports,  and  5 
mentioned  giving  up  certain  foods.  Twenty  other 
patients  reported  psychologic  distress  with  direct 
statements,  using  terms  such  as  depressions,  dis- 
couragement, and  sadness. 

Sixteen  subjects  noted  no  essential  change  in  life 
style.  The  addition  of  medication  to  one’s  daily 
regimen  was  mentioned  by  14. 

3.  How  about  your  outlook  on  life  now?  An 
optimistic  outlook  was  reported  by  47  patients  who 
described  their  enthusiasm  for  living  and  doing  some 
kind  of  daily  work  at  business  or  at  home.  On  the 
other  hand,  a depressed  view  or  negative  outlook  was 
given  by  21  patients  who  were  generally  sad  looking 
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and  seemed  to  have  lost  hope  and  a sense  of  excite- 
ment in  living.  They  described  their  day  as  dull  and 
a chore.  Thirteen  patients  described  a sort  of  exis- 
tential complacency,  describing  their  outlook  as 
“living  from  day  to  day  and  with  some  uncertainty.” 
These  people  appeared  content  and  apparently  ac- 
cepted their  understanding  of  their  life  situation. 
They  gave  the  impression  that  they  felt  marked  for 
ultimate  and  uncertain  demise,  but  they  would 
continue  living  in  a regular  and  generally  uncon- 
cerned way  until  it  was  simply  out  of  their  hands  to 
do  so. 

A small  group  of  7 patients  presented  a somewhat 
fearful  outlook,  appearing  most  preoccupied  with 
their  illness  and  the  idea  that  death  could  occur  at 
any  time.  Another  group  of  6 reported  striving  to 
keep  busy.  The  remaining  6 individuals  gave  re- 
sponses denying  any  outlook  and/or  expressing 
nonconcern. 

4.  With  some  patients  the  problem  of  “heart 
disease”  suggests  the  idea  of  death  or  dying. 

How  do  you  feel?  Most  subjects,  53,  described  how 
much  thought  they  had  given  to  the  idea  of  death; 
their  answers  ranged  from  none  in  30  patients  to 
some  in  18  and  a great  deal  in  5.  Many  understood 
this  question  to  mean  “Does  the  thought  of  death 
depress  you?,”  and  22  replied  negatively.  Some  20 
persons  answered  this  question  by  affirming  an  ac- 
ceptance of  death  with  such  phrases  is,  “if  it  has  to 
be,  it  has  to  be.”  The  remaining  5 individuals  replied 
“I  don’t  want  to  die.” 

5.  How  do  you  feel  your  physician  has  helped 
you?  It  is  interesting  to  note  that  almost  every  pa- 
tient answering  the  question  of  physician  help,  re- 
gardless of  his  response,  spoke  with  perceivablv  more 
emotion  and  fervor.  The  descriptions  which  fol- 
lowed were  often  accompanied  by  exaggerated  gri- 
maces and  hand  gestures.  Most  patients,  52,  re- 
sponded by  describing  their  physical  improvement 
using  phrases  such  as  “he  keeps  me  going”  or  “he 
keeps  a check  on  me.”  Many,  24,  expressed  faith 
and/or  confidence  in  the  help  they  had  received. 
Many,  22,  spoke  of  being  very  pleased,  using  phrases 
such  as  “peace  of  mind,”  “reassurance,”  “crutch,” 
and  so  forth.  A small  number,  2,  requested  further 
explanation  of  their  heart  problem. 

6.  What  are  some  of  your  goals  in  life  now? 
The  responses  to  the  sixth  question  were  usually 
quick  and  direct.  Few  hesitated  in  answering. 
Health  was  stated  by  33  as  their  first  goal.  Travel 
and  vacation  were  mentioned  by  21  patients.  Not 
becoming  helpless  or  a burden  and  keeping  busy  were 
given  as  primary  goals  by  19.  The  wish  to  see  one’s 
children  grow  and  become  responsible  parents  and 
financially  secure  was  given  by  16.  No  goals  were 
reported  by  11. 

7.  What  is  the  most  important  thing  to  you 
now?  The  question  of  what  was  important,  asked 
toward  the  end  of  the  interview,  appeared  to  provoke 
much  thought.  Most  subjects  paused,  became 


TABLE  I.  Attitudinal  findings 


✓ " — 

-Number  of  Patients 

\ 

Mood 

Little 

Moderate 

Full 

Cooperation 

0 

8' 

92 

Interest 

3 

22 

75 

Verbalization 

1 

18 

81 

pensive,  and  after  a short  period  of  silence,  re- 
sponded. Most  patients,  53,  reported  that  the  most 
important  thing  for  them  now  was  caring  for  either 
spouse,  children,  or  relatives.  Many,  44,  said  that 
staying  alive  was  most  important;  3 persons  men- 
tioned freedom  from  pain. 

8.  How  did  you  feel  about  talking  with  me? 
Most  patients,  55,  reported  they  felt  a sense  of  sat- 
isfaction after  talking  about  their  life  situation. 
Twenty  subjects  said  they  had  been  helped  or  bene- 
fited by  a chance  to  review  their  life  history.  Fifteen 
said  they  felt  that  nothing  good  or  otherwise  had 
been  accomplished.  Ten  denied  any  feeling  at  all. 

Psychological  status.  Most  patients,  96,  were 
judged  reliable.  Evidence  of  senile  dementia  in  4 
patients  made  an  interview  almost  impossible. 
Unusual  resistance  as  evidenced  by  guarded  and 
evasive  responses  occurred  in  6 cases.  Evasive  pa- 
tients appeared  mentally  intact  and  consented  to  the 
interview,  but  gave  the  impression  of  not  wanting  to 
reveal  much.  Their  responses  were  vague,  ambigu- 
ous, and  unclear.  However,  most  patients  were  ei- 
ther fully,  22,  or  adequately,  74,  oriented;  92  were 
fully  cooperative,  and  81  were  verbal  (Table  I). 
Mood  was  rated  as  optimistic/cheerful  in  45  patients, 
anxious/depressed  in  40,  depressed  only  in  10,  or 
anxious  only  in  5. 

Comment 

These  results  represent  the  actual  description  of 
feelings  and  ideas  given  by  office  patients  with 
chronic  cardiovascular  disease.  Throughout  this 
interviewing  process,  definite,  major,  and  dominant 
themes  reasserted  themselves.  Issues  of  involve- 
ment, both  interpersonal  and  social,  responsibility 
versus  dependency,  and  a sense  of  caring  or  what  may 
be  termed  intimate  concern  emerged  as  central  per- 
spectives to  which  our  subjects  responded.  Although 
thoughts  about  imminent  death  were  common,  such 
thoughts  were  considered  a privately  experienced 
concern  and  were  said  to  be  not  usually  shared  with 
others.  Goals  of  increased  interpersonal  experience, 
as  well  as  responsibility  for  the  care  of  others,  seemed 
to  be  a striving  toward  or  wish  for  increased  inter- 
actional involvement.  This  reaction  may  represent 
a defensive  measure  in  pursuit  of  warding  off  the 
death  experience  or  the  absolute  withdrawal  from 
other  persons.  The  elderly  patient’s  concern  about 
caring  for  others  may  also  be  interpreted  in  many 
subjects  as  his  own  projected  desire  to  be  cared  for 
by  his  loved  ones. 

The  interviews  themselves  were  seen  to  be  thera- 
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peutic;  that  is,  they  afforded  patients  the  opportunity 
to  engage  in  a meaningful  interpersonal  activity,  one 
that  reaffirmed  worth  and  the  ability  to  contribute 
toward  both  personal  and  social  understanding  and 
betterment.  This  activity,  thus,  may  have  been 
viewed  by  patients  as  life  affirming  or  enlivening. 
Indeed  a most  striking  aspect  was  the  style  of  emo- 
tional purport  which  these  subjects  displayed. 
Words  and  actions  revealed  that  mood  usually  rested 
near  the  ends  of  the  spectrum  of  a sense  of  optimistic 
happiness  or  pessimistic  gloom.  Patients  stated  that 
their  particular  emotional  disposition  was  a rather 
steady  state,  leading  us  to  believe  that  for  these 
persons  mood  was  not  only  the  result  of  life  crisis,  but 
also  an  adaptive  style  employed  to  deal  with  antici- 
pated and  actual  life  situations  as  well. 


Conclusion 

This  interview  survey  of  attitudes  toward  living 
and  death  in  100  elderly  patients  with  chronic  car- 
diovascular disease  showed  that  most  understood 
“heart  trouble”  to  mean  a functional  impairment  or 
the  experience  of  physical  symptoms.  These 
subjects  spoke  with  feeling  of  the  impact  on  them  of 
significant  limitation  of  physical  activities.  Most 
said  that  their  outlook  on  life  was  optimistic;  ap- 
proximately 21  described  being  overtly  depressed. 
Thinking  about  death  was  a common  experience,  and 
feelings  about  these  thoughts  varied.  Almost  all 
patients  had  positive  attitudes  toward  their  physician 
and  described  his  role  as  significantly  related  to  their 
well-being.  Their  goals  in  life  included  health,  travel 
and  vacation,  and  not  becoming  helpless.  Concern 
for  others,  especially  spouse  and  children,  and  the 
wish  to  stay  alive  were  considered  the  most  important 
tasks  in  life  at  this  time.  Three  fourths  of  the  pa- 
tients felt  satisfied  or  helped  by  discussing  their  ill- 
ness during  the  course  of  the  interview.  Twenty-five 
said  they  felt  neutral  or  had  no  response. 

The  psychological  status  showed  most  subjects  to 
be  reliable,  nonevasive,  and  well  oriented.  Most  were 


Diazoxide  for  hypertensive  crisis 

In  hypertensive  emergencies  diazoxide  is  often  effec- 
tive when  other  antihypertensive  agents  fail,  lowering 
blood  pressure  in  three  to  five  minutes.  While  it  is  gen- 
erally safe,  some  precautions  are  listed.  Diazoxide  in- 
creases stroke  volume  and  cardiac  output,  so  it  should 
not  be  used  in  acute  dissecting  aneurysm  or  for  the  occa- 
sional treatment  of  accelerated  hypertension  associated 
with  coarctation  or  arteriovenous  fistula.  In  the  experi- 
ence of  the  authors,  it  has  not  he  effective  in  pheochro- 


cooperative  and  showed  adequate  interest  and  ver- 
balization. In  general,  mood  fell  on  or  near  the  ends 
of  the  emotional  spectrum  of  optimistic/cheerful  at 
one  end  and  anxious/depressed  at  the  other. 

The  most  outstanding  features  of  this  survey  are 
consistent  with  the  theme  that  meaningful  human 
existence  isafunction  of  interpersonairelatedness,11- 
13  and  that  the  threat  of  its  loss  constitutes  a fore- 
most concern  of  those  who  face  imminent  death  from 
a potentially  lethal  disease  such  as  cardiovascular 
illness.  This  quality  of  being  related  in  a responsible 
and  caring  way  to  others  appears  to  impart  meaning 
and  a sense  of  personal  satisfaction  to  life.  It  would 
appear  that  interpersonal  relatedness  is  a basic  mo- 
tivating force  in  formulating  attitudes  toward  living 
and  death  in  the  elderly. 
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mocytoma.  The  abrupt  decrease  in  blood  pressure 
might  be  hazardous  in  cerebrovascular  or  coronary  in- 
sufficiency, because  blood  pressure  cannot  be  controlled 
at  a predetermined  level  by  titrating  the  dosage.  Re- 
peated administration  usually  leads  to  intensive  sodium 
and  water  retention,  so  a diuretic  such  as  furosemide  is 
desirable  subsequently,  to  prevent  diazoxide-induced 
hypervolemia.  Repeated  administration  may  also  cause 
hyperuricemia  and  transient  hyperglycemia.  Vidt,  D. 
G.:  Am.  Family  Phys.  1 1:  128  (May)  1975 
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Hip  Pain,  Flank  Pain, 
and  Fever 

Case  history 

Richard  Goldwin,  M.D.*:  An  eight-year-old 

white  male  was  first  referred  to  the  emergency  room 
with  a three-day  history  of  progressive,  intermittent, 
severe  left  hip  pain.  This  was  preceded  by  a two-day 
history  of  fever,  nausea,  and  vomiting.  The  patient’s 
past  medical  history  was  totally  unremarkable. 

On  physical  examination  the  abdomen  was  soft. 
Tenderness  was  present  in  the  left  flank  with  pain 
referred  to  the  left  hip.  The  hip  was  held  in  slight 
adduction.  Pain  was  induced  even  with  passive 
motion.  No  mass  or  organomegaly  was  present. 
Rectal  examination  results  were  unremarkable.  The 
temperature  was  39.5°C. 

Results  of  laboratory  examinations  showed  a white 
blood  count  of  15,000  cells  per  cubic  millimeter  with 
77  per  cent  neutrophils  and  6 per  cent  band  cells. 
Urinalysis  showed  negative  findings.  Radiographs 
of  the  pelvis  and  left  hip,  an  intravenous  urogram, 
and  ultrasonic  and  computed  axial  tomography 
studies  of  the  abdomen  were  performed. 

Farhad  Azimi,  M.D.*:  The  radiographs  of  the 
pelvis  and  left  hip  showed  normal  findings.  The 
intravenous  urogram  shows  prompt  excretion  of  the 
contrast  agent  by  both  kidneys  (Fig.  1).  The  right 
kidney  is  of  normal  size  and  shape.  The  left  kidney 
is  of  normal  size,  but  its  margins  are  indistinct.  It  is 
displaced  laterally.  The  left  psoas  shadow  is  not 
seen.  Both  renal  pelves  are  bifid.  The  left  renal 
calyces  are  moderately  blunted.  The  left  ureter  is 
normal  in  caliber,  but  that  segment  which  lies  above 
the  pelvic  inlet  is  stretched  around  a mass. 

The  right  upper-pole  collecting  system  is  not  well 
filled  but  its  appearance  suggests  the  possibility  of 
a mass  within  the  right  kidney.  A second  mass  me- 
dial and  inferior  to  the  left  kidney  also  needs  to  be 
excluded. 

The  ultrasound  examination  shows  a normal  left 
kidney  and  left  renal  collecting  system  (Fig.  2).  A 

* Resident  in  Radiology. 

* Clinical  Assistant  Professor,  Department  of  Radiology,  St. 
Joseph’s  Hospital. 


FIGURE  1.  Intravenous  urogram  demonstrates  bilateral  bifid 
renal  pelves,  lateral  displacement  of  left  kidney,  minimal  left 
caliectasis,  stretching  of  left  ureter,  and  poor  filling  of  right 
upper-pole  collecting  system. 

triangular  shaped  mass  is  present  just  below  the 
lower  pole  of  the  left  kidney.  It  has  a few  internal 
echoes  indicating  that  it  is  not  a completely  fluid- 
filled  structure.  An  abscess  adjacent  to  the  lower 
pole  of  the  left  kidney  is  a likely  possibility.  The 
right  kidney  shows  no  definite  ultrasonic  abnor- 
malities. 

A computed  axial  tomographic  study  of  the 
abdomen  was  undertaken  following  enhancement  of 
the  kidneys  with  orographic  contrast  medium  (Fig. 
3).  The  images  show  a radiolucent  mass  below  the 
left  kidney  with  extension  to  its  medial  margin.  The 
kidney  is  displaced  laterally.  The  radiolucent  mass 
extends  into  the  left  kidney.  A second  radiolucent 
mass  is  identified  in  the  right  kidney  just  anterior  to 
the  displaced  right  upper  pole  calyces. 

In  view  of  these  findings,  bilateral  intrarenal  ab- 
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FIGURE  2.  Sonograms.  (A)  Parasagittal,  patient  prone,  demonstrates  fluid  collection  in  left  infrarenal  area  (at  arrow).  LK 
= left  kidney.  (B)  Transverse,  patient  prone,  at  level  below  lower  pole  of  left  kidney,  shows  same  fluid  collection  on  left 
(at  arrow).  Right  kidney  normal.  RK  = right  kidney;  V = vertebral  body. 


FIGURE  3.  Computed  tomographic  cross-sectional  images. 
(A)  Through  mass  adjacent  to  lower  pole.  Left  kidney  shows 
lucent  mass  displacing  kidney  laterally  and  involving  medial 
aspect  of  kidney  (at  arrow).  RK  = right  kidney;  L = liver.  (B) 
Through  upper  pole.  Right  kidney  shows  large  intrarenal 
filling  defect  (at  arrow).  LK  = left  kidney;  V = vertebral  body; 
L = liver. 

scesses  and  a left  perirenal  abscess  are  the  most  likely 
diagnoses.  Multiple  abscesses  are  usually  caused  by 
a bacteremia  secondary  to  a cutaneous  or  upper 


respiratory  infection.  They  occur  more  often  in 
patients  with  diabetes  mellitus,  bacterial  endocar- 
ditis, or  immune  deficiency  illnesses.  While  a neo- 
plastic process  such  as  lymphoma  could  also  produce 
similar  plain  radiographic  findings,  the  clinical  pre- 
sentation and  the  computed  tomography  images  do 
not  support  that  diagnosis. 

Dr.  Azimi’s  diagnosis 

Bilateral  intrarenal  abscesses  and  left  perirenal 
abscess 

Dr.  Goldwin:  Bilateral  renal  explorations  were 
carried  out.  On  the  left  side  a large  abscess  was  en- 
countered inferior  to  the  left  kidney  and  extending 
into  the  left  kidney.  Needle  aspiration  and  drainage 
were  carried  out. 

The  right  retroperitoneal  space  was  then  opened, 
and  the  kidney  was  normal  to  palpation.  However, 
a needle  aspiration  of  the  anterior  aspect  of  the  right 
upper  pole  returned  pus,  and  a 3 by  2 by  3-cm.  cavity 
was  then  opened  and  drained.  The  aspirated  ma- 
terial was  sent  to  the  laboratory  for  Gram  stain  and 
culture. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  Several  biopsy 

specimens  from  the  right  kidney  were  received. 
They  were  soft  in  consistency  and  had  a tan  to  red 
color.  A Gram  stain  from  an  unfixed  biopsy  speci- 
men of  the  right  kidney  showed  a few  polymorpho- 
nuclear leukocytes  and  gram-positive  cocci  in  clus- 
ters. Cultures  grew  coagulase-positive  Staphylococci 
organisms.  Histologic  examination  of  the  kidney 
showed  areas  of  acute  suppurative  pyelonephritis  and 
focal  abscesses  (Fig.  4). 

Comment 

Edwin  T.  Dailey,  M.D.+:  Inflammatory  lesions 

* Associate  Professor,  Department  of  Pathology. 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 
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FIGURE  4.  Photomicrograph  of  right  kidney  shows  margin 
of  intrarenal  abscess  with  necrotic  debris  in  cavity  (original 
magnification  X 160). 


of  the  kidneys  and  of  the  perinephric  space  are  in- 
teresting pathologic  processes.  They  present  unique 
problems  in  both  clinical  and  radiologic  diagnoses. 
Recent  advances  in  both  renal  and  retroperitoneal 
imaging  systems  have  contributed  significantly  to 
earlier  and  more  precise  diagnoses. 

Staphylococcus  aureus  is  the  offending  bacterium 
in  most  inflammatory  lesions  involving  the  kidney. 
Occasionally  Staphylococcus  albus  will  cause  mild 
infections  but  Staphylococcus  citreus  seldom  pro- 
duces clinically  apparent  illness.1  The  S.  aureus 
strain  is  capable  of  producing  the  enzyme  hyaluro- 
nidase  which  in  part  is  responsible  for  the  organism’s 
capability  to  spread  within  tissues.  More  than  50  per 
cent  of  people  carry  S.  aureus  in  their  nasal  secre- 
tions. The  organism  is  also  frequently  cultured  from 
the  dorsum  of  the  hands,  the  forearms,  and  the  back 
of  the  neck.  Systemic  staphylococcal  infections  have 
a primary  skin  focus  in  40  per  cent  of  patients.  Bone 
or  the  upper  respiratory  tract  is  the  primary  site  in 
an  additional  40  per  cent.  The  skin  furuncle  is  the 
most  common  lesion.  These  occur  most  frequently 
on  the  face,  neck,  forearms,  axillas,  groin,  or  legs. 
They  begin  as  a small  pustule  at  the  base  of  a hair 
follicle.  On  occasion  several  lesions  may  coalesce  to 
form  a large  carbuncle. 

Renal  involvement  is  most  often  secondary  to  he- 
matogenous spread,  and  only  rarely  is  a suppurative 
nephritic  process  the  result  of  spread  from  adjacent 


tissues.2  The  disease  occurs  more  often  in  diabetic 
patients.  The  acute  renal  carbuncle  is  a confluence 
of  many  microabscesses.  Small  cortical  abscesses 
may  occur  secondary  to  septic  emboli.  Occasionally 
they  occur  secondary  to  lymphatic  extension  from  a 
suppurative  pyelonephritis  occurring  within  the  renal 
medulla.  Involvement  of  the  renal  cortex  causes  an 
increased  inflammatory  response  due  to  its  large 
blood  supply.  Also  the  lower  interstitial  pressure  in 
the  cortex  favors  the  movement  of  inflammatory  cells 
into  the  cortex.3  The  colon  bacillus  may  occasionally 
cause  renal  infections,  especially  in  elderly  men  with 
prostatic  disease.4 

Early  clinical  diagnosis  is  often  difficult  but  is  es- 
sential if  the  patient  is  to  be  spared  a nephrectomy. 
In  an  older  series,  Doolittle  and  Taylor5  noted  that 
the  correct  preoperative  diagnosis  was  made  in  less 
than  20  per  cent  of  cases,  frequently  due  to  vague 
symptoms  and  a nondiagnostic  urinalysis. 

The  radiographic  features  of  renal  abscess  are 
many  and  diverse.  Plain  film  findings  include  en- 
largement of  the  renal  shadow  and  fixation  of  the 
kidney  on  inspiration-expiration  radiographs. 
Urographic  studies  frequently  show  incomplete  vi- 
sualization of  the  kidney,  amputated  calyces,  or 
calyces  stretched  around  a mass.4  The  density  of  the 
abscess  may  be  slightly  increased  or  even  vaguely 
lucent.  Angiographic  studies  often  show  vessels 
coursing  through  the  mass.  The  vessels  are  not  as 
displaced  nor  the  neovascularity  as  intense  as  that 
seen  with  renal  carcinomas.  The  cortical  medullary 
junction  is  often  indistinct. 

A perirenal  abscess  occurs  from  extension  of  the 
abscess  through  the  renal  capsule.6  The  abscess  may 
also  drain  into  the  renal  pelvis.  Bilateral  perirenal 
abscesses  are  usually  secondary  to  bilateral  renal 
abscesses.  The  kidney  may  be  displaced  laterally  or 
rotated  on  its  axis.  The  ureter  may  be  displaced. 
Gas  may  form  in  the  perirenal  space.  If  the  inflam- 
matory process  becomes  large  enough  it  may  displace 
the  adjacent  bowel.  Nonvisualization  of  the  psoas 
muscle,  scoliosis  with  concavity  directed  toward  the 
involved  side,  and  obliteration  of  the  flank  stripe  are 
secondary  signs  of  perirenal  infection.  In  acute 
perirenal  inflammatory  lesions  the  kidney  is  usually 
displaced  superiorly  and  medially  owing  to  the  se- 
lective involvement  of  the  fat-filled  perirenal  space 
inferior  and  lateral  to  the  kidney. 

The  use  of  CAT  (computed  axial  tomography)  in 
the  localization  and  diagnosis  of  retroperitoneal  le- 
sions is  in  its  infancy.  In  this  particular  case,  the 
“CAT  scan”  detected  the  mass  in  the  upper  pole  of 
the  right  kidney.  It  also  defined  the  extent  of  the 
inflammatory  process  in  the  left  retroperitoneal 
space.  Preliminary  studies  comparing  computed 
axial  tomographic  studies  to  more  conventional  x-ray 
film  examination  have  shown  good  correlation  in  the 
detection  of  cystic  versus  solid  masses.7  The  method 
promises  to  contribute  much  to  the  diagnosis  of  renal 
and  perirenal  lesions. 
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Final  diagnosis 

Bilateral  intrarenal  abscesses  and  left  perirenal 
abscess 
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New  AMA  group  to  study 
medical  discipline 

The  medical  profession’s  self-regulating  and  self-policing 
mechanisms  will  he  studied  preparatory  to  overhaul  and 
expansion  with  the  appointment  by  the  American  Medical 
Association  in  March  of  a new  Ad  Hoc  Committee  on 
Medical  Discipline. 

The  committee  will  study  the  disciplinary  mechanisms 
of  medical  associations  and  determine  the  effectiveness  of 
medical  discipline;  recommend  appropriate  modifications 
in  medical  self-regulation  and  appropriate  legislation  and 
governmental  regulations;  recommend  improvements  in 
state  legislation  and  licensure  board  regulations;  review  the 
procedures  by  which  hospitals  limit  privileges  within  the 
individual  physician’s  competence,  and  study  the  rela- 
tionship between  medical  discipline  and  malpractice 
claims. 

Named  by  the  AMA  Board  of  Trustees  as  chairman  of 
the  new  committee  is  Charles  Smeltzer,  M.D.,  of  Knoxville, 
Tenn.  Dr.  Smeltzer  is  a former  chairman  of  the  AMA 
Judicial  Council  and  has  long  been  working  with  problems 
of  medical  ethics  and  medical  discipline. 

The  best  interests  of  the  public  and  the  medical  pro- 
fession are  served  by  maintaining  the  most  effective  dis- 
ciplinary measures  possible,  said  the  AMA  in  creating  the 
new  committee. 
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Since  the  1969  report  of  the  Medical  Disciplinary 
Committee,  the  profession  has  maintained  its  activities  in 
medical  discipline  and  is  vitally  interested  in  determining 
if  present  day  medical  discipline  is  effective  and  efficient 
and  if  there  is  a relationship  between  the  medical  disci- 
plinary system  and  the  incidence  and  cost  of  malpractice 
claims,  the  AMA  said. 

Medical  discipline,  said  the  AMA,  is  a two-tier  system 
consisting  of  (1)  professional  self-regulation  through  the 
activities  of  medical  associations,  American  Boards,  and 
hospital  medical  staffs  and  committees,  and  (2)  govern- 
ment regulations  through  medical  licensure  boards. 

The  committee  will  present  a preliminary  report  on  its 
findings  to  the  AMA  House  of  Delegates  at  the  1976  annual 
convention  in  June  in  Dallas,  and  a final  report  at  the 
clinical  convention  in  December  in  Philadelphia. 

Other  members  of  the  committee  are  Louis  Alfan,  M.D., 
Melrose,  Mass.;  Joseph  I.  Berman,  M.D.,  Baltimore;  C. 
Willard  Camalier,  M.D.,  chairman  of  the  AMA’s  Council 
on  Medical  Service,  Jean  F.  Crum,  M.D.,  Downey,  Calif.; 
John  M.  Kennedy,  Jr.,  M.D.,  Seattle;  Haden  E.  McKay, 
M.D.,  Humble,  Texas;  Mildred  Mitchell-Bateman,  M.D., 
Charleston,  W.  Va.;  John  Morton,  M.D.,  Rochester,  N.Y.; 
and  John  W.  Moses,  M.D.,  Detroit. 

The  committee  held  its  organizational  meeting  in  March 
in  Chicago. 
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QUESTION  203.  What  is  the  diagnosis?  The  patient  was  a forty-two-year-old  woman  admitted  to  the  hospital  with 
pressing  anterior  chest  pain  of  four  hours’  duration. 


4 


QUESTION  204.  The  patient  is  a fifty-three-year-old  man  with  a history  of  hospitalization  several  years  previously 
following  a bout  of  chest  pain.  What  is  the  interpretation  of  this  electrocardiogram? 
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ELUCIDATION 


Question  203.  This  tracing  shows  symmetrically 
inverted  T waves  in  leads  I,  II,  aVl,  aVf,  and  V2  to  V6. 
The  S-T  segment  is  slightly  elevated  in  V2  and  V3. 
These  abnormalities  suggest  anterolateral  ischemia 
or  infarction  of  indeterminate  age.  The  suspicion 
of  recent  damage  was  high  in  view  of  the  S-T  eleva- 
tions and  the  symmetrically  inverted  deep  T waves. 
This  patient  was  of  interest  since  there  was  no  evi- 
dence of  acute  myocardial  infarction  on  serial  blood 


studies.  Coronary  angiograms  performed  shortly 
thereafter  showed  normal  coronary  arteries,  with  an 
akinetic  area  in  the  left  ventricle.  The  syndrome  of 
myocardial  infarction,  or  ST-T  abnormalities,  in 
relatively  young  women  with  normal  coronary  arte- 
ries is  as  yet  inadequately  explained.  The  electro- 
cardiographic abnormalities,  such  as  demonstrated 
by  this  patient,  can  be  striking. 

Question  204.  The  rhythm  is  regular  sinus.  The 
sole  abnormality  appears  in  lead  aVl  where  there  is 
a Q wave  and  inverted  T wave  with  upright  P wave. 
This  is  strongly  suggestive  of  old  lateral  or  apical 
myocardial  infarction,  and  on  reviewing  this  patient’s 
hospital  records,  this  was  found  to  have  been  the 
diagnosis. 


Infant  deaths  blamed 
on  faulty  crib  beds 

A new  baby  at  your  home?  If  so,  throw  away  that  old 
crib.  And  don’t  replace  it  with  a used  one  borrowed  or 
purchased  from  a relative  or  neighbor. 

Get  a new  crib  that  meets  the  standards  of  the  Federal 
regulation  for  crib  safety  that  went  into  effect  March  1, 
1974.  It  may  save  your  baby’s  life. 

In  the  March  1 issue  of  the  Journal  of  the  American 
Medical  Association  Dr.  Millard  Bass  of  the  Wayne 
County  (Detroit,  Mich.)  Office  of  the  Medical  Examiners 
reports  that  15  infants  in  Wayne  County  died  during  a 
thirty-month  period  (Jan.,  1973-June,  1975)  as  a result  of 
accidental  suffocation  or  strangulation  in  their  cribs.  In 
some  the  head  caught  between  the  mattress  and  crib  rail; 
some  caught  the  head  between  bars  of  the  crib  rail;  two 
were  hung  on  the  side  of  the  mattress  and  a broken  crib  rail. 
Several  strangled  on  pacifier  strings,  necklace,  or  night- 
gown. 

On  the  basis  of  the  Wayne  County  deaths,  Dr.  Bass  es- 
timates that  as  many  as  1 ,000  suffocation  deaths  may  have 
occurred  nationwide  during  the  thirty-month  period,  and 
“This  represents  a substantial  preventable  infant  mor- 
tality.” 

New  standards  of  crib  safety  are  rigid  and  effective,  but 
there  still  are  some  five  million  used  cribs  built  prior  to  the 
1974  Federal  regulation  that  may  have  been  acquired  by 


second  owners  as  a gift,  inheritance  from  the  family,  or 
private  purchase,  he  says. 

The  new  regulations,  worked  out  through  cooperation 
of  the  government  and  the  manufacturers,  require  (1)  Cribs 
must  be  of  a standard  size  so  that  the  mattress  will  fit 
snugly;  (2)  Crib  slats  are  no  more  than  2%  inches  apart;  (3) 
A locking  device  on  the  drop  rail  must  be  secure  from  ac- 
cidental opening;  (4)  The  drop-side  panel  must  be  at  least 
nine  inches  above  the  mattress  when  it  is  lowered. 

In  May,  1975,  the  Consumer  Product  Safety  Commission 
proposed  regulations  banning  hazardous  nonfull-sized 
baby  cribs  from  interstate  commerce,  but  effective  legis- 
lation still  is  needed  to  ban  the  resale  of  faulty  or  poten- 
tially dangerous  cribs  now  in  use  in  hundreds  of  thousands 
of  American  homes,  Dr.  Bass  says. 

How  can  the  family  determine  whether  the  crib  is  safe? 
The  Michigan  physician  lists  these  points: 

It  is  obvious  that  a good  mattress  should  fit  snugly  at 
each  corner  of  the  crib.  There  is  danger  if  the  crib  mattress 
has  lost  its  resiliency  after  years  of  use.  Lack  of  proper  fit 
may  occur  when  an  undersized  or  unconventionally  shaped 
crib  mattress  is  used  in  a standard-sized  crib.  Parents 
should  exercise  great  care  in  providing  mechanical  toys  that 
are  designed  to  be  attached  to  crib  rails.  The  drop  side  of 
the  crib  should  he  in  good  working  order  and  should  meet 
the  Federal  specifications.  A damaged  or  broken  crib 
should  be  repaired  promptly,  or  it  should  be  destroyed. 
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Case  Reports 


Fiscal  Remonstrance 
on  Hospital 
Monetary  Policy 

MARKS  G.  JACOBY,  M.D. 

Patchogue,  New  York 

NINA  R.  NAHEMOW,  Ph.D. 

Columbia,  South  Carolina 

Attending  Physician,  Brookhaven  Memorial  Hospital,  Patchogue, 
and  Assistant  Professor  of  Clinical  Family  Medicine,  State 
University  of  New  York,  Stony  Brook,  (Dr.  Jacoby);  Assistant 
Professor  of  Anthropology  and  Sociology,  University  of  South 
Carolina,  Columbia,  (Dr.  Nahemow) 


The  senior  author  of  this  article  entered  a hospital 
at  6:00  A.M.  on  January  2, 1974.  He  had  an  inguinal 
hernia  operated  on  electively  at  8:00  A.M.  and  left  the 
hospital  at  1:00  P.M.  on  January  3,  thirty-one  hours 
after  admission.  It  should  be  noted  that  his  labo- 
ratory work-up,  including  chest  roentgenogram  and 
electrocardiogram,  were  performed  two  days  prior 
to  admission. 

The  total  hospital  bill  was  $245  for  preoperative 
work-up,  operating  room  and  recovery  room,  and  $80 
for  one  day’s  hospital  room  and  board,  a total  of 
$325.20.  Blue  Cross  hospitalization  insurance  paid 
$111.54,  which  sum  the  hospital  accepted  as  paid- 
in-full,  so  the  apparent  loss  to  the  hospital  was 
$213.66.  If  the  patient  had  entered  the  hospital  on 
the  afternoon  prior  to  surgery,  as  is  usual,  and  if  he 
had  stayed  until  the  seventh  postoperative  day  to 
have  his  stitches  removed,  the  hospital  charges  would 
have  been  approximately  $890  and  Blue  Cross  would 
have  paid  $892.32.  In  other  words,  by  being  clini- 


cally efficient  the  hospital  became  fiscally  inefficient. 
This  reminds  one  of  Parkinson’s  Law — an  institution 
reaches  its  maximum  efficiency  at  the  moment  it  goes 
bankrupt. 

Under  present  Blue  Cross,  Medicare,  and  Medi- 
caid coverage — the  three  major  hospital  insurance 
or  reimbursement  schemes — payment  is  on  a per- 
diem  basis.  The  hospital  loses  money  in  the  early 
days  of  a patient’s  hospitalization  when  the  major 
expenses  occur,  while  it  gains  during  the  later  con- 
valescent days  when  the  expensive  procedures  are 
behind  the  patient.  It  is  interesting  to  note  that  Blue 
Cross,  Medicare,  and  Medicaid  all  base  their  pay- 
ments on  the  premise  that  medium  surgery,  such  as 
herniotomy  or  appendectomy,  requires  an  average 
of  eight  days’  hospitalization  (Table  I).  This  en- 
courages hotel  rather  than  hospital  care. 

By  all  sane  accounting  methods  the  community 
should  gain,  but  at  the  same  time  the  hospital  should 
not  lose,  if  the  surgical  patient  goes  home  earlier  than 
is  now  the  fashion.  Certainly  there  is  no  loss  to  the 
hospitals  now  that  mothers  go  home  two  days  after 
delivery,  rather  than  enjoying  the  ten  days  of  post- 
natal hospitalization  which  was  the  routine  in  1945. 
Nevertheless,  the  method  of  payment  for  the  care  of 
both  medical  and  surgical  patients  is  such  that  it 
discourages  any  experimentation  in  the  field  of  early 
discharge. 

At  the  Phoenix  Surgicenter,  Phoenix,  Arizona,1 
and  at  the  Royal  Infirmary,  Edinburgh,  large  num- 
bers of  surgical  cases  which  are  usually  treated  on  an 
inpatient  basis  are  operated  on  an  outpatient  basis 
(Table  II).  However,  under  present  methods  of 
payment  of  the  three  main  third-party  carriers,  Blue 
Cross,  Medicare,  and  Medicaid,  we  see  unnecessary 
admissions  to  hospitals  for  surgery  such  as  sebaceous 
cysts,  ingrowing  toe  nails,  and  other  minor  proce- 
dures. Medium-grade  procedures,  such  as  herniot- 
omy and  dilatation  and  curettage  (D  and  C),  can 
often  be  done  as  outpatient  procedures,  as  has  been 


TABLE  I.  Hospital  costs  and  carrier  reimbursements 


Data 

One  and  one-half 
Days  in  Hospital 

Loss  or  Gain 
to  Hospital 

Eight  Days 
in  Hospital 

Loss  or  Gain 
to  Hospital 

Actual  charges  of  hospital 

$325.20 

$890.00* 

Blue  Cross  payment,  daily 
rate  $111.54 

$115.54 

-$213.66 

$892.32 

+ $2.32 

Medicare  payment,  daily 
rate  $103.25  plus  patient 
deposit  of  $84 

$187.25 

-$137.95 

$910.00 

+ $20.00 

Medicaid,  daily  rate  $1 12.47 

$112.74 

-$212.73 

$899.76 

-$0.24 

* Approximate. 
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TABLE  II.  Most  commonly  performed  procedures  in 
first  10,000  cases  at  Phoenix  Surgicenter' 


Surgical  Cases 

Number 

Diagnostic  dilatation  and  curettage 

1,906 

Myringotomies 

599 

Inguinal  herniorrhaphies 

608 

Excision  of  skin  lesions 

558 

Vasectomy 

404 

Laparoscopy 

Tubal  coagulations 

335 

Diagnostic 

109 

Excision  ganglion 

267 

Tonsillectomy  and  adenoidectomy 

254 

Cystoscopy 

240 

Circumcision 

143 

Other 

4,686 

demonstrated  in  Phoenix  and  Edinburgh.  Are  the 
surgeons  of  Phoenix  and  Edinburgh  more  skillful 
than  the  surgeons  elsewhere,  or  is  there  another 
reason  for  the  waste  of  hospital  beds? 

Why  do  clinics  and  some  hospitals  do  abortions  on 
an  outpatient  basis  while  other  hospitals  only  allow 
them  on  an  inpatient  basis? 

In  the  same  way  that  hospital  expenditures  for 
surgical  cases  are  highest  in  the  first  days  of  hospi- 
talization, this  is  also  so  in  the  early  days  of  care  for 
medical  conditions.  However,  in  both  surgical  and 
medical  conditions  the  three  main  third-party  car- 
riers pay  the  hospitals  a flat  per-diem  rate,  thereby 
discouraging  early  discharge. 

Comment 

Much  of  medical  care  is  predicated  by  science  and 
art,  but  much  more  is  predicated  by  fashion.  Ex- 
amples of  this  latter  are  the  therapeutic  value  of  bed 
rest,  questionable  except  in  a very  few  situations;  the 
use  of  aspirin,  sleeping  pills,  and  tranquilizers;  and 
the  length  of  hospitalization  for  the  same  condition 
in  different  communities.  This  has  been  discussed 
by  Jacoby2  and  by  Pearson  et  al ,3  (Table  III). 

The  effects  of  clustering  are  important.  Em- 
ployers are  well  aware  of  the  increased  absenteeism 
of  workers  on  Fridays  and  Mondays,  some  going  as 
far  as  to  require  medical  certificates  to  confirm  illness 
on  those  days.  Brookhaven  Memorial  Hospital  is  a 
community  hospital  where  practically  all  medical 
admissions  can  be  classified  as  either  emergency  or 
urgent,  and  almost  nonelective;  at  Brookhaven,  bed 
occupancy  approaches  100  per  cent.  It  is  interesting 


to  note  that  irrespective  of  the  day  of  admission, 
more  patients  are  discharged  on  Friday  than  on  any 
other  day  of  the  week;  similarly,  more  patients  with 
coronary  thrombosis  are  discharged  on  the  twenty- 
first  day  than  on  any  other  day.  This  latter  clus- 
tering is  almost  certainly  due  to  the  twenty-one-day 
Blue  Cross  Hospitalization  policy;  if  Blue  Cross  had 
a twenty-day  or  twenty-two-day  policy  instead  of  a 
twenty-one-day  policy,  then  in  all  probability  the 
most  common  discharge  day  would  be  day  20  or  day 
22. 

The  clustering  of  patient  discharges  has  been 
noted  by  Medicare,  which  insists  on  the  recertifica- 
tion of  need  of  hospitalization  for  Medicare  patients 
on  the  twelfth,  eighteenth,  and  thirtieth  days,  spaced 
irregularly  to  try  to  break  up  the  clustering  pattern. 

Suggested  remedies 

1.  In  the  same  way  that  a relative  value  scale  has 
been  set  up  for  medical  and  surgical  procedures,  so 
could  a hospital  relative  value  scale  be  calculated 
with  the  aid  of  the  Professional  Activities  Study 
(PAS),  which  is  a computerized  hospital  efficiency 
study  already  in  operation  and  used  by  hospitals 
throughout  the  United  States.  The  hospital  relative 
value  scale  would  cover  most  surgical  procedures  and 
would  be  weighted  for  age.  As  in  Workmen’s  Com- 
pensation fee  schedules,  the  unit  values  would  reflect 
relativity,  not  fees.  There  would  be  a dollar  con- 
version factor  which  might  vary  from  hospital  to 
hospital  in  the  same  way  as  per-diem  rates  of  Blue 
Cross. 

If  a hospital  discharged  its  patients  earlier  or  em- 
barked on  an  extensive  outpatient  surgery  schedule, 
it  would  then  make  a profit.  If  the  hospital  kept  its 
patients  longer  than  the  schedule  permitted,  it  would 
then  suffer  a loss.  The  hospital  relative  value  scale 
would  be  weighted  to  allow  for  the  occasional  case 
that  developed  late  complications. 

2.  As  has  been  discussed  previously,  the  greatest 
expenditure  for  medical  patients  is  in  the  first  few 
days  of  their  hospitalization.  It  is  suggested, 
therefore,  that  patients  whose  hospitalization  is  not 
paid  for  under  the  relative  value  scale  should  be  paid 
for  on  a gradually  declining  scale  to  encourage  earlier 
discharge  and  care  on  a domiciliary  or  office  basis. 

3.  To  encourage  the  discharge  of  patients  and  to 
avoid  the  hotel  aspect  of  early  convalescence  in  the 
hospital,  it  is  suggested  that  all  Blue  Cross  hospi- 


TABLE  III.  Mean  hospital  stay  in  days  (1968)3 


Operation 

Sex 

Age  (years) 

Liverpool 

Uppsala 

New 

England 

Tonsillectomy  and  adenoidectomy 

M 

5 to  14 

4.4 

4.5 

1.6 

Inguinal  herniorrhaphy 

M 

45  to  64 

13.8 

9.9 

7.3 

Cholecystectomy 

F 

45  to  64 

19.6 

10.9 

14.1 

Dilatation  and  curettage 

F 

15  to  44 

6.0 

2.7 

3.2 

Total  abdominal:  hysterectomy 

F 

45  to  64 

20.3 

18.8 

12.0 

Mastectomy 

F 

45  to  64 

16.1 

15.5 

8.8 

Extraction  of  lens 

F 

65  plus 

18.2 

20.2 

6.6 
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talization  policies  have  a small  coinsurance  of  a few 
dollars  a day  to  encourage  patients  to  leave  the  hos- 
pital early.  In  the  same  way,  the  initial  deposit  re- 
quired when  a Medicare  patient  enters  a hospital 
would  be  abolished.  In  its  place,  the  coinsurance 
mentioned  here  would  be  introduced. 

4.  Free-standing  surgical  centers  with  hospital 
back-up,  perhaps  modelled  after  the  Phoenix  Sur- 
gicenter,  should  be  built.  Being  designed  specifically 
for  outpatient  surgery  they  would  be  inherently  more 
efficient  than  using  regular  hospital  operating  rooms 
for  outpatients.  This  has  been  demonstrated  at 
Phoenix,  where  charges  of  the  Surgicenter  are  ap- 
proximately two  fifths  of  inpatient  charges  for  the 
same  surgical  procedures,  and  approximately  two 
thirds  of  the  hospital  outpatient  charges.4 

Further  considerations 

The  usual  period  of  total  disability  after  herniot- 
omy is  considered  to  be  about  six  weeks.  This  again 
is  perhaps  an  overemphasis  on  the  value  of  rest  and 
on  histologic  studies  of  healing  tissues.  This  leads 
to  a considerable  loss  to  society,  that  is,  loss  of  earn- 
ings to  the  working  man  and  family  disruption  to  the 
housewife.  At  the  Shouldice  Hospital,  Toronto, 
where  75,000  herniotomies  were  performed  between 


Clinical  patterns  in  Crohn’s  disease: 
a statistical  study  of  615  cases 

After  a study  of  615  consecutive  patients  with  Crohn’s 
disease  (1966  through  1969)  Farmer  et  al.  believe  they 
have  shown  a statistical  relationship  between  anatomi- 
cal involvement  at  diagnosis  and  clinical  course,  types  of 
complications,  and  prognosis.  Crohn’s  disease,  the  au- 
thors point  out,  is  often  regarded  as  a homogeneous  en- 


1945 and  1970,  there  is  a recurrence  rate  of  1 per  cent 
on  a ten-year  follow-up.0  The  patients  walk  to  the 
operating  room,  are  operated  on  under  local  anes- 
thesia, and  walk  back  to  their  rooms.  They  are  am- 
bulant immediately,  and  perform  group  exercises 
under  the  supervision  of  a physiotherapist  beginning 
on  the  first  postoperative  day.  They  are  discharged 
on  the  third  postoperative  day  and  return  to  full  duty 
doing  heavy  work  four  weeks  after  the  operation. 
Some  patients  resume  light  work  within  a week  of 
surgery. 

It  is  suggested  that  for  the  benefit  of  the  commu- 
nity as  a whole  as  well  as  for  the  advantage  to  the 
patient,  a vigorous  rehabilitation  program  for  most 
or  all  patients  should  begin  as  soon  as  the  patient 
enters  the  hospital. 
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tity,  with  cause,  complications,  and  outlook  based  on  en- 
tire groups  rather  than  on  subdivisions  based  on  areas  of 
intestinal  inflammation.  From  their  study,  4 clinical 
patterns  emerged:  ileocolic,  small  intestine,  colon,  and 
anorectal.  Based  on  these  areas  of  involvement,  one 
may  anticipate  certain  clinical  patterns  and  direct  diag- 
nostic and  therapeutic  procedures  for  possible  prevention 
of  complications.  Farmer,  R.  G.,  et  al.:  Gastroenterology 
68:  627  (Apr.)  1975 
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Bronchogenic  cysts  arise  embryologically  from 
the  tracheobronchial  tree  and,  therefore,  are  of 
congenital  origin.  Frequently  asymptomatic, 
many  have  been  discovered  incidentally  on  routine 
chest  examinations,  even  though  quite  large.  At 
times  symptoms  may  be  severe  and  even  life 
threatening,  especially  in  the  pediatric  patient.1 

Maier2  has  classified  bronchogenic  cysts  into  5 
categories  depending  on  their  location:  (1)  para- 

tracheal,  (2)  carinal,  (3)  hilar,  (4)  paraesophageal, 
and  (5)  miscellaneous. 

While  many  reports  have  been  limited  to  indi- 
vidual cases  there  have  been  larger  series  and  re- 
views in  the  literature.3-4  Ringertz  and  Lidholm0 
reviewed  21  cases  from  Sweden  in  1956°  and 
Creech  and  DeBakey,6  reporting  2 of  their  own 
cases,  reviewed  a further  51.  Ochsner  and  Ochs- 
ner4  reported  12  patients  with  bronchogenic  cysts. 

Pathogenesis 

In  fetal  life  the  foregut  represents  both  the  tra- 
chea and  the  esophagus.  The  anterior  portion  of 
the  foregut  is  the  laryngotracheal  ridge  from  which 
the  larynx  and  tracheobronchial  tree  are  derived. 


That  portion  of  the  foregut  posterior  to  the  laryn- 
gotracheal ridge  forms  the  esophagus.1-'  It  is, 
therefore,  easy  to  see  how  a mediastinal  broncho- 
genic cyst  could  result  from  a respiratory  bud  mis- 
placed during  the  development  of  the  tracheo- 
bronchial tree  and  esophagus.  In  actuality,  this 
process  is  somewhat  more  complex  since  various 
other  structures  lying  within  a mesenchymal  in- 
vestment in  the  same  area  take  part  in  the  devel- 
opment of  both  the  tracheobronchial  tree  and  the 
esophagus,  and  may  add  to  the  variety  of  tissues 
that  can  be  found  in  cystic  structures  developing 
in  this  area.8 

Paraesophageal  bronchogenic  cysts  are  usually 
thin-walled,  soft,  and  round  or  oval  in  shape,  and 
while  usually  single,  may  be  lobulated  too.9  On 
sectioning,  they  contain  mucoid  material  which 
may  be  altered  if  hemorrhage  or  infection  occurs 
within  the  cyst.  The  lining  of  the  cyst  wall  is  usu- 
ally of  ciliated  columnar  epithelium,  but  occasion- 
ally may  be  cuboidal  in  shape.  Cartilage,  smooth 
muscle,  elastic  tissue,  and  mucous  glands  are  often 
present.8 

Clinical  Material  and  Comment 

The  5 patients  who  had  bronchogenic  cysts  in 
this  series  ranged  in  age  from  six  to  forty-one  years 
and  averaged  thirty-five  years.  All  were  female, 
subjected  to  surgery,  and  made  uneventful  recov- 
eries. In  the  adults,  the  symptoms  ranged  from 
intermittent  dysphagia  to  nonspecific  chest  pain 
and  backache. 

The  most  dramatic  symptoms  occurred  in  our 
one  pediatric  patient.  For  two  years  prior  to  diag- 
nosis and  treatment,  this  patient  experienced  se- 
vere wheezing  and  was  intermittently  and  incor- 
rectly treated  for  allergy,  asthma,  and  even  psy- 
chosomatic disease. 

In  3 of  our  5 patients  an  identifiable  mass  lesion 
was  seen  on  the  plain  films  of  the  chest.  These 
were  all  of  homogeneous  soft-tissue  density,  well 
circumscribed,  and  oval  in  shape  (Table  I,  Cases  1, 
2,  and  4)  (Figs.  1 through  4). 

A mass  lesion  was  confirmed  in  all  our  patients 
on  barium  swallow  (Figs.  2,  3,  5,  and  6).  In  3 in- 
stances the  soft  pliable  mass  produced  a smooth 


TABLE  I.  Radiographic  appearance 


Age 

Cases  (years) 

Sex 

Symptoms 

Site 

Chest  Film 

Barium  Swallow 

1. 

6 

Female 

Wheezing 

Upper  esophagus 

Mass  displacing 
trachea 
anteriorly 

Trachea  bowed  anteriorly. 
Esophagus  displaced 
posteriorly  and  laterally 

2. 

20 

Female 

Chest  pain 

Subcarinal 

Subcarinal  mass 
on  right 

Mass  deviating  esophagus 
posteriorly  and  to  left 

3. 

31 

Female 

Dysphagia 

Distal  esophagus 
on  the  right 

Not  seen 

Intramural  wall  lesion 

4. 

30 

Female 

Exertional  dyspnea, 
chest  pain,  and 
dysphagia 

Distal  esophagus 

Subcarinal  mass 
on  left 

Bilobed  mass  deviating 
esophagus  posteriorly 
and  to  right 

5. 

41 

Female 

Epigastric  chest 
pain 

Distal  esophagus 

Not  seen 

Intramural  wall  lesion 
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FIGURE  1.  Case  1.  (A)  Anterior-posterior  chest  film  showing  2-cm.  by  4-cm.  right  upper  mediastinal  mass.  (B)  Lateral 
chest  film  showing  mass  indenting  trachea. 


extrinsic  defect  on  the  esophagus  which  was  dis- 
placed either  laterally  or  posteriorly  or  in  both  di- 
rections, Cases  1,  2,  and  4.  One  mass  had  a bi- 
lobed  appearance,  Case  4 (Fig.  7).  Two  patients 
presented  symptoms  of  intramural  extramucosal 
esophageal  lesions  on  barium  swallow,  Cases  2 and 
5 (Figs.  2 and  8).  The  mucosa  was  at  all  times  in- 
tact, and  there  was  no  interference  with  normal 
peristaltic  activity. 

In  adults,  approximately  50  per  cent  of  patients 
with  bronchogenic  cysts  are  found  to  be  asymp- 


tomatic.6 In  some  patients  who  are  symptomatic, 
their  vague  nonspecific  complaints  are  often  disre- 
garded. Some,  however,  do  present  symptoms 
more  dramatically.  When  the  cysts  become  en- 
larged in  the  subcarinal  region,  dyspnea  and  stri- 
dor may  result.6  While  infection  is  rare  in  medi- 
astinal bronchogenic  cysts,  this  can  occur  with 
consequent  fever,  pain,  and  dysphagia.2-8 

In  the  pediatric  patients  the  symptoms  are  fre- 
quently suggestive  of  bronchial  obstruction  and  in- 
clude wheezing,  dyspnea,  stridor,  and  even  cya- 


FIGURE  2.  Case  1.  Barium  swallow.  Evidence  of  mass  displacing  esophagus  with  tracheal  compression.  (A)  Posteri- 
orly. (B)  To  the  right. 
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nosis.1-4  Some  patients  even  have  a “sea-lion 
bark.”6  These  symptoms  are  more  severe  in  in- 
fants since  their  chest  diameter  allows  less  room 
for  expansion  of  the  mass.  Crying  or  feeding  may 
aggravate  the  symptoms  in  this  age  group,  and  hy- 
perextension of  the  neck  or  specific  oxygen  thera- 
py may  provide  relief.6  Localized  airway  obstruc- 


FIGURE  3.  Case  2.  Chest  films  showing  3.5-cm.  by  4.5- 
cm.  mass.  (A)  Overlying  lower  dorsal  spine  extending  to 
right.  (B)  Lateral  view  of  mass  clearly  identified  behind 
cardiac  shadow.  (C)  Barium  swallow.  Indentation  on  dis- 
tal esophagus. 

tion  may  produce  areas  of  obstructive  emphysema 
as  well  as  atelectasis.1 

Differential  diagnosis 

The  differential  diagnoses  must  be  divided  into 
2 categories:  lesions  which  displace  the  esophagus 
and  those  which  are  intramural. 

The  former  category  includes  neurogenic  tu- 
mors, duplication  cysts,  connective-tissue  tumors, 
metastatic  disease,  and  primary  exogenous  malig- 
nant disease  such  as  lymphosarcoma.2’6  Occasion- 
ally a large  esophageal  varix  may  mimic  a broncho- 
genic cyst. 

An  enlarged  left  auricle  as  well  as  a pericardial 
cyst  and  paraspinal  abscess  may  superficially  re- 
semble the  lesions  described.  Dermoid  tumors, 
teratomas,  and  thymomas,  while  usually  anterior, 
may  rarely  be  present  in  the  middle  mediasti- 
num.6-10 

Esophageal  lesions  which  have  an  intramural 
and  extramucosal  appearance  would  include  in 
their  differential  diagnosis  leiomyoma,  neurofibro- 
ma, myoblastoma,  and  lipoma. 

Summary 

Five  patients  with  bronchogenic  cysts  involving 
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FIGURE  4.  Case  4.  Views  of  chest  showing  mass  overlying  lower  dorsal  spine  extending  to  left  of  midline.  (A)  Ante- 
rior-posterior view.  (B)  Lateral  view. 


FIGURE  5.  Case  3.  Barium  swallow;  2.5-cm.  oval  de-  FIGURE  6.  Case  4.  Barium  swallow.  Prone  oblique 

feet  in  distal  esophagus  with  characteristics  of  intramural  view  showing  bilobular  extrinsic  defect  on  lower  esopha- 

extramucosal  tumor.  gus.  Lesion  measures  10  cm.  in  length. 
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FIGURE  7.  Case  4.  (A)  Bisected  bronchogenic  cyst 
showing  bilobed  nature  of  mass  with  mucoid  contents. 
(B)  Columnar  ciliated  epithelium  forming  lining  of  cyst  wall 
(hematoxylin  and  eosin  stain). 


FIGURE  8.  Case  5.  Barium  swallow.  (A)  Polypoid  defect  with  characteristics  of  intramural  extramucosal  lesion  in  dis- 
tal esophagus.  (B)  Another  view. 


the  esophagus  are  described  by  the  authors-.  The 
symptoms  in  the  4 adult  patients  ranged  from  in- 
termittent dysphagia  to  nonspecific  chest  pain  and 
backache.  In  the  one  pediatric  patient  severe 
wheezing  due  to  bronchial  compression  was 
present.  The  appearance  ranged  from  large  ex- 
trinsic pressure  defects  to  small  intramural,  ex- 
tramucosal-type  lesions  demonstrated  only  on  bar- 
ium swallow. 
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Histologic  verification  of  intracranial  Hodg- 
kin’s disease  is  rare  with  the  reported  incidence 
being  between  0.25  and  0.5  per  cent.1’2  Intracra- 
nial involvement  is  usually  secondary  to  meningeal 
infiltration  or  to  epidural  deposits  spread  from 
contiguous  bone  or  nerve-root  involvement.3  Epi- 
dural deposits  may  be  completely  asymptomatic 
and  incidentally  discovered  at  autopsy.2  Plain 
film  findings  may  consist  of  varying  degrees  of  re- 
active osteosis  or  regional  bone  destruction.4 

The  purpose  of  this  report  is  to  present  a case  of 


documented  intracranial  epidural  Hodgkin’s  dis- 
ease with  unique  calvarial  involvement  consisting 
of  suture  diastasis.  Arteriographic  examination 
demonstrated  extension  of  the  tumor  into  the  sag- 
ittal sinus  in  the  region  of  the  sinus  confluence, 
significantly  obstructing  venous  outflow. 

Case  report 

This  twenty-five-year-old  Latin  American  fe- 
male was  first  seen  in  1969  complaining  of  pruritis 
of  the  lower  extremities.  Three  months  prior  to 
admission,  the  patient  developed  fluctuating  fev- 
ers of  unknown  origin. 

Physical  examination  on  admission  revealed  en- 
larged right  cervical  and  supraclavicular  lymph 
nodes,  left  axillary  nodes,  and  hepatosplenomega- 
ly.  Diffuse  excoriation  of  the  skin  of  the  lower  ex- 
tremities and  buttocks  was  present.  Neurologic 
examination  findings  were  normal. 

A liver  scan  demonstrated  a diffuse  decrease  in 
uptake  of  the  radionuclide  and  hepatomegaly. 
Chest  roentgenograms  revealed  bilateral  hilar  ade- 
nopathy, and  a bone  survey  showed  metastatic  le- 
sions of  the  fifth  and  sixth  thoracic  vertebral  bod- 
ies and  the  left  ileum.  The  skull  radiographs  re- 
vealed normal  findings  (Fig.  1).  A biopsy  of  an 
enlarged  right  supraclavicular  lymph  node  was  re- 
ported as  Hodgkin’s  disease  with  mixed  cellularity. 
The  patient  was  staged  as  IV  B Hodgkin’s  disease 
and  treated  with  chemotherapy  and  radiation 
therapy.  Following  therapy,  improvement  in  the 
clinical  status  was  noted  with  a decrease  in  the 
hepatosplenomegaly  and  lymphadenopathy.  She 
was  followed  in  the  outpatient  department;  fre- 
quent exacerbations  and  remissions  of  her  disease 
required  additional  chemotherapeutic  agents. 

The  most  recent  admission  in  1972  was  associ- 


FIGURE  1.  (A)  Normal  frontal  view  of  skull  in  1969.  (B)  Lateral  view. 
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FIGURE  2.  (A)  Frontal  view  of  skull  in  1972  demonstrating  diastasis  of  left  lambdoid  suture.  (B)  Lateral  view.  No 

changes  of  increased  intracranial  pressure  are  present. 


FIGURE  3.  Arterial  phase  of  common  carotid  artery  in- 
jection reveals  displacement  of  parietal  and  occipital  ves- 
sels (arrows)  by  an  extradural  mass. 


FIGURE  4.  Left  vertebral  artery  injection  demonstrates 
slight  mass  effect  on  parieto-occipital  branch  of  posterior 
cerebral  artery.  Infratentorial  vessels  normal. 


ated  with  persistent  occipital  headaches  of  several 
months’  duration.  Skull  series  on  this  admission 
demonstrated  diastasis  of  the  left  lambdoid  suture 
without  evidence  of  increased  intracranial  pres- 
sure (Fig.  2).  Clinically,  there  were  no  localizing 
intracranial  signs  or  papilledema,  and  cerebrospi- 
nal fluid  examination  findings  were  normal. 

Arteriograms  of  the  left  common  carotid  and 
left  vertebral  artery  were  performed.  The  injec- 


tion to  the  common  carotid  artery  demonstrated 
inward  displacement  of  the  parietal  and  occipital 
convexities  from  the  inner  table  of  the  skull  as  evi- 
denced by  displacement  of  the  angular  branch  of 
the  middle  cerebral  artery  in  the  region  of  the 
diastatic  lambdoid  suture  (Fig.  3). 

The  injection  to  the  left  vertebral  artery  showed 
less  displacement  of  the  medially  located  parietal 
occipital  branches  of  the  posterior  cerebral  artery. 
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FIGURE  5.  (A)  Frontal  view  of  late  venous  phase  of  carotid  artery  injection.  Frontal  view  demonstrates  midline  location 
of  superior  sagittal  sinus  which  is  partially  narrowed.  (B)  Lateral  view  reveals  displacement  of  sinus  from  inner  table 
with  partial  occlusion  in  region  of  torcula. 


FIGURE  6.  (A)  Surgical  specimen  shows  epidural  Flodgkin's  disease  infiltrating  dura  (arrows).  (B)  Biopsy  of  overlying 

calvarium  reveals  involvement  with  Hodgkin’s  disease. 


The  superior  cerebellar  and  superior  vermian 
branches  beneath  the  tentorium  were  normal,  and 
no  infratentorial  involvement  was  present  (Fig.  4). 

The  venous  phase  of  the  carotid  artery  injection 
revealed  partial  stenosis  of  the  superior  sagittal 
sinus  in  the  region  of  the  lambdoid  suture,  as  well 
as  extensive  displacement  of  the  superior  sagittal 
sinus  from  the  inner  table  of  the  skull  (Fig.  5). 

At  surgery,  a tumor  was  seen  growing  out  of  the 
left  lambdoid  suture.  An  occipital  craniotomy  of 
the  left  side  was  performed;  a tumor  was  removed 
from  the  epidural  space  posterior  to  the  superior 
sagittal  sinus  which  was  partially  stenosed  by  the 


mass. 

Specimens  taken  at  surgery  revealed  the  dura  to 
be  intact  but  infiltrated  with  epidural  Hodgkin’s 
disease  of  mixed  cellularity.  Biopsy  of  the  overly- 
ing calvarium  showed  involvement  with  the  tumor 
(Fig.  6). 

Following  surgery,  the  patient  was  treated  with 
total  brain  irradiation  and  discharged  free  of 
intracranial  symptoms. 

Comments.  Cerebral  signs  and  symptoms  in 
Hodgkin’s  disease  are  not  uncommon  and  may 
occur  in  2 per  cent  of  patients.  However,  histolog- 
ic verification  of  intracranial  Hodgkin’s  disease  is 
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rare.  This  was  pointed  out  by  Williams  et  al.2; 
these  authors  suggested  that  cerebral  symptoms 
were  frequently  due  to  other  factors.  Disregard- 
ing the  increased  incidence  of  infection  with  Hodg- 
kin’s disease,  intracranial  symptoms  can  usually 
be  explained  as  a complication  of  anemia,  uremia, 
or  therapy.1  Rarely,  discrete  deposits  within  the 
brain  substance  at  autopsy  have  been  reported.0 

Bone  lesions  in  Hodgkin’s  disease  may  be  single 
or  multiple,  with  the  central  skeleton  being  most 
frequently  affected.  Multiple  bone  lesions  have 
been  reported  in  65  per  cent  of  patients  when  os- 
seous involvement  was  present.6  Skull  involve- 
ment is  less  frequent;  Fucilla  and  Hamann4  re- 
ported skull  involvement  in  12  out  of  115  patients 
with  other  bones  affected.  Fein  and  Newill7  re- 
ported 1 case  of  brain  involvement  by  direct  exten- 
sion from  a skull  lesion. 

Our  case  is  unique  in  the  type  of  bone  involve- 
ment of  the  cranial  vault:  suture  diastasis.  This 
epidural  mass  might  have  progressed  asymptomat- 
ically were  it  not  for  its  proximity  to  and  involve- 
ment of  the  superior  sagittal  sinus. 

Summary 

A case  of  intracranial  epidural  Hodgkin’s  dis- 


Chelation therapy  for  arteriosclerosis 

When  a patient  inquires  about  “a  new  wonder  drug” 
for  chelation  therapy  of  arteriosclerosis  there  is  one  an- 
swer: such  therapy  cannot  be  recommended  because 
there  have  been  no  controlled  trials  demonstrating  its 
value.  Soffer,  A.,  in  J.A.M.A  233:  1026  (Sept.  15)  1975, 
endorses  without  qualification  the  current  position  of 
the  AMA  department  of  drugs  that  “until  adequate  evi- 
dence becomes  available  to  establish  the  therapeutic 
worth  of  edetate  disodium  in  arteriosclerosis,  its  status 
in  respect  to  this  condition  must  be  regarded  as  skepti- 


ease with  calvarial  involvement  consisting  of  su- 
ture diastasis  and  superior  sagittal  sinus  stenosis  is 
presented. 

Previous  authors  have  suggested  that  intracra- 
nial Hodgkin’s  disease  is  rare  and  cerebral  symp- 
toms are  frequently  due  to  factors  other  than 
intracranial  involvement  with  tumor.  With  im- 
proved therapy  of  Hodgkin’s  disease  and  increase 
in  patient  longevity,  perhaps  this  frequency  of 
intracranial  disease  will  be  increased  and  this  com- 
plication will  be  observed  more  often. 
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cism.”  He  adds  that  edetate  sodium  is  without  value  in 
diagnosing  digitalis  toxicity.  Investigations  gave  early 
hope  that  chelation  showed  promise  in  short-term  man- 
agement of  ventricular  arrhythmias  caused  by  digitalis 
toxicity,  particularly  if  the  arrhythmias  occurred  in  the 
presence  of  impairment  of  atrioventricular  nodal  con- 
duction. Repeated  studies  have  proved  effects  of  edet- 
ate disodium  on  myocardial  conduction  and  rhythmic- 
ity,  but  since  then  a number  of  more  effective  drugs 
have  become  available  for  cardiovascular  arrhythmias, 
so  today  edetate  sodium  is  rarely  used  for  this  purpose. 
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Because 
duodenal  ulcer* 
is  often  a 
psychovisceral 
problem...  / 

The  evidence  at  hand  favors  a role  for  anxiety  in  the  etiology, 
course  and  prognosis  of  duodenal  ulcer.1  Studies  have  shown  a 
significant  relationship  between  cerebral  function  and  increased 
gastric  secretory  activity  associated  with  a complex  chain  of 
nervous  and  hormonal  influences.2 

Because  of  the  importance  of  psychophysiologic  factors  in 
duodenal  ulcer,  time  taken  to  obtain  information  about  the 
patient's  life  problems  and  significant  experiences  is  time  well 
spent.  Physician  counseling  may  help  improve  the  patient's 
ability  to  cope  with  his  emotional  responses  and  life  situation.  It 
may  also  help  to  reduce  his  excessive  anxiety.  When  indicated, 
Librax  has  dual  value  as  an  adjunct  for  relief  of  both  emotional 
and  associated  somatic  symptoms  in  the  duodenal  ulcer  patient. 

1.  Fordtran  JS:  The  psychosomatic  theory  of  peptic  ulcer,  chap.  13,  in  Gastro- 
intestinal Disease,  edited  by  Sleisenger  MH,  Fordtran  JS.  Philadelphia, 

W.B.  Saunders  Company,  1973,  p.  172.  2.  Sun  DCH:  Etiology  and  pathology  of 
peptic  ulcer,  chap.  27,  in  Gastroenterology,  ed.  3,  vol.  1,  edited  by  Bockus  HL, 
et  al.  Philadelphia,  W.B.  Saunders  Company,  1974,  pp.  592-595. 

*Librax  has  been  evaluated  as  possibly  effective  for  this  Indication. 

Please  see  brief  summary  of  prescribing  information  on  third  page. 
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Adjunctive 

dual-action 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

1 or  2 capsules  t.i.d.  or  q.i.d. 

A distinctive 

antianxiety-anticholinergic 

agent 

1  Only  Librax  provides  the  prompt  antisecretory- 
antispasmodic  action  of  Quarzan®  ( clidinium  Br ) plus  the 
well-known  antianxiety  action  of  Librium®  (chlordiazepoxide 
HCl )— both  exclusive  products  of  Roche  research. 

2 Librax  in  proper  dosage  seldom  impairs  mental  acuity  or 
performance,  a distinct  advantage  in  adjunctive  treatment  of 
duodenal  ulcer.*  As  with  all  preparations  containing  CNS- 
acting  agents,  however,  patients  should  be  cautioned  against 
hazardous  occupations  requiring  complete  mental  alertness. 

3 And  Librax  provides  relief  of  both  somatic  and  emotional 
symptoms  with  the  convenience  and  economy  of  a single 
capsule ...  all  advantages  in  sustaining  patient  compliance. 


has  been  evaluated  as  possibly  effective  for  this  Indication, 
following  page  for  brief  summary  of  prescribing  information. 


Adjunctive 

dual-action 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide 
and  2.5  mg  clidinium  Br. 

A distinctive 
antianxiety- 
anticholinergic 
agent 


Initial  1^ 

The  initial  prescription  allows 
evaluation  of  patient  response 
to  therapy. 


Follow-up 

Follow-up  therapy  with  a prescription 
for  a 2-  to  3-week  supply  of  medication 
usually  helps  maintain  patient  gains. 


For  reduction  of  psychovisceral  symptoms 
in  duodenal  ulcer’  and  irritable  bowel  syndrome* 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to  chlor- 
diazepoxide hydrochloride  and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  caution 
patients  against  hazardous  occupations  requiring  complete  mental  alert- 
ness (e.g.,  operating  machinery,  driving).  Though  physical  and  psycholog- 
ical dependence  have  rarely  been  reported  on  recommended  doses,  use 
caution  in  administering  Librium®  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discontinuation 
of  the  drug  and  similar  to  those  seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of  childbear- 
ing age  requires  that  its  potential  benefits  be  weighed  against  its  possible 
hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effec- 
tive amount  to  preclude  development  of  ataxia,  oversedation  or  confusion 
(not  more  than  two  capsules  per  day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully  consider 
pharmacologic  effects  of  agents,  particularly  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage)  have  been  reported  in  psychiatric 


patients.  Employ  usual  precautions  in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagulation 
have  been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When  chlor- 
diazepoxide hydrochloride  is  used  alone,  drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debilitated.  These  are  avoid- 
able in  most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances  syncope 
has  been  reported.  Also  encountered  are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased  libido — all  in- 
frequent and  generally  controlled  with  dosage  reduction;  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide  hydro- 
chloride, making  periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with  Librax  are  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  the  mouth,  blurring  of  vision, 
urinary  hesitancy  and  constipation.  Constipation  has  occurred  most  often 
when  Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  mainte- 
nance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals  and  at 
bedtime.  Geriatric  patients — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®) — bottles  of  100  and  500;  Prescription  Paks  of  50,  available 
singly  and  in  trays  of  10. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  New  Jersey  07110 


1518 


Thoracic  Aortitis  Due 
to  Unusual  Salmonella 

RICHARD  THORNER,  M.D.a 

New  York  City 

PAUL  D.  ELLNER,  Ph.D.b 

New  York  City 

From  the  Presbyterian  Hospital. 

a Resident  in  Internal  Medicine. 

b Director  of  Diagnostic  Microbiology  Service;  Professor  of 
Microbiology,  Columbia  University  College  of  Physicians  and 
Surgeons. 

The  propensity  of  certain  Salmonella  species  to 
cause  mycotic  aneurysms  is  well  documented.1-4 
Nineteen  cases  of  aortic  infections  caused  by 
members  of  this  genus  have  been  reported.3-6 
The  rarity  of  this  entity  prompts  us  to  report  an 
additional  case  of  an  infected  syphilitic  aortic  an- 
eurysm which  is  unusual  in  its  location,  the  dura- 
tion of  disease,  and  the  etiologic  agent. 

Case  report 

A sixty-year-old  black  male  sanitation  worker 
was  first  admitted  to  the  Columbia-Presbyterian 
Medical  Center  on  July  4,  1970.  He  had  been 
evaluated  in  clinic  in  March,  1966,  following  an  ab- 
normal screening  chest  x-ray  result.  At  that  time, 
he  was  asymptomatic  but  gave  a history  of  having 
had  gonorrhea  thirty  years  ago,  for  which  he  had 
been  treated  with  multiple  “injections.”  Physical 
examination  in  1966  revealed  a blood  pressure  of 
210/100,  and  the  murmurs  of  aortic  insufficiency 
and  aortic  stenosis  were  present.  His  VDRL  test 
finding  was  positive,  and  electrocardiography  re- 
vealed left  ventricular  hypertrophy.  The  diag- 
nostic impression  was  aortic  insufficiency  with 
possible  luetic  aortitis.  The  patient  did  not  have 
any  further  tests  and  disappeared  from  follow-up 
until  the  day  of  admission. 

In  early  1970  he  had  a urethral  discharge  and 
dysuria,  for  which  he  was  treated  with  penicillin, 
although  no  cultures  were  taken.  For  two  to  three 
months  prior  to  admission  he  had  noted  mild  dys- 
pnea on  exertion  while  at  work  and  developed  con- 
tinuous soreness  at  the  medial  borders  of  both  sca- 
pulae. During  the  next  month  he  experienced  fev- 
ers, night  sweats,  and  chills.  Ten  days  prior  to  ad- 
mission he  began  having  one  to  two-minute  epi- 
sodes of  stabbing  left  anterior  chest  pain  which  re- 
solved spontaneously. 


FIGURE  1.  Chest  x-ray  film  taken  July,  1970,  shows  cal- 
cified aortic  arch  and  cardiomegaly. 


On  admission  his  blood  pressure  was  135/50. 
His  temperature  was  100°F.  There  were  no  stig- 
mata of  endocarditis  on  his  skin  or  in  his  fundi. 
The  lungs  were  clear.  Cardiac  examination  re- 
vealed third  sound  and  fourth  sound  gallops,  a 
Grade  III  to  VI  diastolic  murmur  at  the  left  sternal 
border  and  in  the  second  right  intercostal  space,  a 
Grade  II  to  VI  systolic  ejection  murmur  in  the  sec- 
ond right  and  left  intercostal  spaces,  and  that  no 
rubs  were  present.  Peripheral  pulses  were  nor- 
mal. There  was  no  hepatosplenomegaly. 

Laboratory  examination  disclosed  hemoglobin 
9.4.  hematocrit  30,  white  blood  cell  count  10,300 
per  cubic  millimeter,  and  erythrocyte  sedimenta- 
tion rate  85.  Liver  function  tests  showed  serum 
glutamic  oxaloacetic  transaminase  of  103  with  nor- 
mal bilirubin,  alkaline  phosphatase  and  lactic  de- 
hydrogenase. Latex  fixation  test  result  was  nega- 
tive. Hemoglobin  electrophoresis  demonstrated 
.an  AA  pattern.  Automated  reagent  test  result  was 
positive  1:1.  Fluorescent  treponemal  antibody  ab- 
sorption test  result  was  positive.  Urinalysis  re- 
vealed clumps  of  white  blood  cells.  His  electro- 
cardiogram showed  normal  sinus  rhythm,  left-axis 
deviation,  and  left  ventricular  hypertrophy. 
Chest  x-ray  results  revealed  cardiomegaly  with  an 
enlarged  tortuous  and  calcified  aortic  arch  (Fig.  1). 
Tomography  demonstrated  a calcified  dilated 
arch,  with  no  calcium  in  the  proximal  aorta  or  in 
the  aortic  valve.  The  admitting  diagnoses  were 
endocarditis  and  luetic  aortitis. 

Treatment.  He  was  initially  treated  with  di- 
goxin,  diuretics,  and  high-dose  penicillin.  A group 
D Salmonella  was  recovered  from  9 blood  cultures 
and  multiple  urine  cultures.  Stool  cultures  were 
negative.  His  treatment  was  changed  to  intrave- 
nous ampicillin,  12  Gm.  per  day,  and  he  had  a 
rapid  defervescence.  Salmonella  agglutinin  titers 
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FIGURE  2.  Chest  x-ray  film  taken  April,  1972,  shows 
significant  increase  in  size  of  aortic  arch. 


FIGURE  3.  Chest  x-ray  film  taken  June,  1972,  shows  en- 
larging aneurysm  with  obliteration  of  left  apex. 


were  B 1:640,  C negative,  D 1:160,  and  H negative. 

On  July  8,  1970,  he  complained  of  hoarseness 
and  was  found  to  have  a paralyzed  left  vocal  cord 
presumably  due  to  recurrent  laryngeal  nerve  com- 
pression by  the  aneurysm.  On  July  17  he  was 
taken  to  the  cardiac  catheterization  laboratory 
where  moderate  aortic  insufficiency  was  demon- 
strated. Pulmonary  arterial  wedge  pressure  and 
cardiac  output  were  normal.  An  aortic  angiogram 
showed  a dilated  arch  with  involvement  of  all 
major  vessels.  Based  on  these  findings,  the  lesion 
was  felt  by  the  thoracic  surgeons  to  be  inoperable. 
On  July  23  he  suffered  a sudden  decrease  in  vision 
of  his  left  eye  from  a central  retinal  artery  occlu- 
sion. 

Ampicillin  therapy  was  discontinued  on  August 
16,  1970,  and  he  was  discharged  August  21  on  no 
medication.  However,  a blood  culture  drawn  the 
day  before  his  discharge  was  positive  for  Salmo- 
nella. On  August  27  a right  central  retinal  artery 
occlusion  left  him  functionally  blind.  Blood  cul- 
tures drawn  August  31  and  September  8 were  neg- 
ative, but  Salmonella  was  again  recovered  from  a 
blood  culture  taken  September  14,  and  he  was 
readmitted  that  week. 

His  physical  examination  results  were  un- 
changed. His  chest  x-ray  films  revealed  a 1-cm. 
increase  in  the  size  of  the  aortic  arch  compared 
with  the  earlier  x-ray  films.  He  was  again  placed 
on  parenteral  ampicillin,  which  resulted  in  clear- 
ing of  his  bacteremia.  Salmonella  agglutinin  titers 
now  showed  B 1:80,  C 1:160,  D 1:640,  and  H nega- 
tive. An  oral  cholecystogram,  upper  gastrointesti- 
nal series,  small-intestine  series,  barium  enema, 
bone  survey,  and  intravenous  pyelography  all 
failed  to  reveal  a possible  focus  of  infection.  A 
chest  x-ray  film  taken  five  weeks  later  showed  fur- 
ther aortic  enlargement  with  no  change  in  heart 


size.  He  was  discharged  November  2,  1970,  on 
oral  ampicillin,  4 Gm.  per  day.  The  dosage  was 
tapered  and  was  then  discontinued  in  February 

1971.  For  the  next  eighteen  months  he  did  quite 
well  with  his  activity  limited  only  by  his  vision. 

On  April  24,  1972,  he  came  to  the  emergency 
room  complaining  of  two  weeks  of  hiccups,  left 
subscapular  pain,  and  hemoptysis  of  1 cup  of 
blood  per  day.  His  blood  pressure  was  170/70, 
and  his  temperature  was  101. 4°F.  The  remainder 
of  his  physical  examination  was  not  changed.  His 
hematocrit  was  37,  white  blood  count  13,700,  and 
erythrocyte  sedimentation  rate  162.  Chest  x-ray 
film  studies  showed  significant  increase  in  size  of 
the  aortic  arch  (Fig.  2).  The  initial  impression 
was  an  aortic  dissection,  and  he  was  treated  with 
trimethaphan,  reserpine,  and  methyldopa  with 
subsequent  lowering  of  his  systolic  pressure  to  120 
mm.  Hg.  Two  blood  cultures  drawn  on  admission 
grew  group  D Salmonella,  and  he  was  again  placed 
on  parenteral  ampicillin  12  Gm.  per  day. 

His  condition  stabilized  on  this  regimen,  al- 
though transient  pleuropericardial  rub  was  noted, 
and  left  pleural  effusion  developed  during  the  first 
week.  He  continued  to  have  subscapular  pain. 
Chest  x-ray  films  taken  May  10  showed  no  further 
increase  in  aortic  size.  He  was  discharged  May  21, 

1972,  on  oral  ampicillin,  4 Gm.  per  day. 

His  final  admission  was  in  June,  1972,  when  he 
returned  with  increasing  back  pain  and  hemopty- 
sis. His  chest  x-ray  film  now  showed  obliteration 
of  the  left  apex  by  the  enlarged  aneurysm  (Fig.  3). 
Once  again  he  was  placed  on  parenteral  ampicillin, 
but  he  elected  to  leave  the  hospital  and  return  to 
Texas  where  he  expired  in  July,  1972.  No  autopsy 
was  performed. 

Bacteriology.  The  1970  isolates  were  gram- 
negative fermenters  that  produced  acid  and  gas 
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from  dextrose,  maltose,  and  mannitol,  but  failed  to 
ferment  lactose  or  sucrose.  Test  results  for  citrate 
utilization,  lysine,  and  ornithine  decarboxylases 
were  positive;  negative  reactions  were  obtained  for 
oxidase,  phenylalanine  deaminase,  urea,  malonate, 
and  indole.  The  organism  produced  a trace  of  hy- 
drogen sulfide.  It  was  nonmotile  and  agglutinated 
with  polyvalent  and  with  group  D Salmonella  anti- 
sera. The  organism  was  originally  identified  as 
Salmonella  gallinarum,  and  a duplicate  culture  of 
the  organism  was  sent  to  George  J.  Hermann, 
M.D.,  of  the  Enterobacteriology  Unit,  National 
Communicable  Disease  Center  in  Atlanta.  Dr. 
Hermann  indicated  that  the  organism  could  not  be 
S.  gallinarum  or  Salmonella  typhi  because  of  the 
production  of  gas,  the  prompt  utilization  of  ci- 
trate, and  the  decarboxylation  of  ornithine.  How- 
ever, because  the  flagellar  antigens  were  missing, 
the  species  could  not  be  determined,  and  the  or- 
ganism was  classified  as  “Salmonella  group  D 
(9,12):  nonmotile.” 

The  1972  isolates  gave  the  identical  reactions  in 
our  laboratory,  and  Dr.  Hermann  confirmed  their 
identification  as  a nonmotile  group  D Salmonella. 

Comment 

A diagnosis  of  luetic  cardiovascular  disease  is 
justified  in  a normotensive  patient  with  symptoms 
of  aortic  arch  aneurysm,  aortic  insufficiency,  and  a 
positive  fluorescent  treponemal  antibody  absorp- 
tion test  result.7  The  presumption  that  the  recur- 
rent episodes  of  Salmonella  sepsis  were  caused  by 
indolent  infection  of  this  aneurysm  is  based  on  the 
failure  to  disclose  another  focus  after  thorough  ra- 
diographic investigation.  Although  the  patient 
had  preexisting  aortic  valvular  disease,  we  believe 
that  is  is  unlikely  that  he  had  recurrent  endocardi- 
tis. Studies  on  patients  with  aortic  insufficiency 
and  endocarditis  show  that  the  majority  of  pa- 
tients with  these  lesions  developed  congestive 
heart  failure.8,9  The  life  expectancy  of  these  pa- 
tients is  quite  short,  with  a survival  time  ranging 
from  three  to  seven  months.9  In  a retrospective 
study  at  the  University  of  Alabama  Medical  Cen- 
ter, 14  of  19  patients  with  coexisting  aortic  insuffi- 
ciency and  endocarditis  developed  congestive  fail- 
ure and  died  within  seven  months  of  the  onset  of 
endocarditis.10  Salmonella  endocarditis  has  a 
poor  prognosis.  In  a review  of  the  literature, 
Schneider,  Nernoff,  and  Gold11  found  only  3 survi- 
vors in  23  cases.  The  clinical  course  was  usually 
rapidly  downhill  with  congestive  failure  being  a 
prominent  feature.  Although,  on  the  first  admis- 
sion, the  coexistence  of  endocarditis  and  aortitis 
cannot  be  ruled  out,  we  believe  it  unlikely  that  a 
patient  with  preexisting  aortic  insufficiency  would 
survive  repeated  episodes  of  Salmonella  endocar- 


ditis without  developing  progressive  congestive 
heart  failure. 

Salmonella  aortitis  is  the  most  common  form  of 
Salmonella  arteritis.3  There  is  a marked  prepon- 
derance of  males,  most  of  whom  are  in  the  fifth, 
sixth,  or  seventh  decades  of  life.  The  location  is 
usually  abdominal;  only  2 of  the  19  cases  involved 
the  thoracic  aorta.3-6  The  species  most  frequently 
involved  are  Salmonella  typhimurium  and  Salmo- 
nella cholerasuis.1-3  The  source  of  the  organism 
in  7 of  the  19  reported  cases  was  lumbosacral  os- 
teomyelitis. Enteritis  has  also  been  reported  as  a 
source  of  the  Salmonella,  and  in  one  case,  endocar- 
ditis provided  the  focus  of  infection.  In  the  ma- 
jority of  cases,  however,  no  primary  source  of  the 
organism  can  be  demonstrated.3-6  Salmonella 
aortitis  carries  a high  mortality  rate.  There  have 
been  no  medical  cures,  and  only  3 of  the  19  cases 
survived  following  surgical  resection  and  antibiotic 
treatment.  The  average  time  from  diagnosis  to 
death  was  less  than  three  months.3-6 

The  repeated  negative  results  for  the  Salmonel- 
la H agglutinin  is  readily  explained  by  the  absence 
of  flagella  on  this  unusual  Salmonella  species. 

Summary 

The  patient  presented  here  represents  the  twen- 
tieth case  of  Salmonella  aortitis.  He  is  remark- 
able in  that  the  thoracic  aorta  was  involved,  the 
etiologic  agent  was  a nonmotile  Salmonella,  and 
the  patient  survived  two  years  on  medical  therapy 
alone. 
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Mine  honor  is  my  life,  both  grow  in  me, 

Take  honor  from  me;  and  my  life  is  done. 

— William  Shakespeare 
A useless  life  is  an  early  death. 

— Johann  W.  Von  Goethe 

The  philosophy  expressed  in  these  quotations  by 
two  of  the  world’s  most  eminent  poets,  one  in  1595 
and  one  in  1790,  has  not  changed  in  our  time. 

Man  has  an  inalienable  right  to  live  with  dignity. 
This  is  a right  that  should  not  be  taken  away  from 
him  because  he  is  too  young,  too  old,  deformed 
mentally  or  physically,  poor,  or  of  a minority  ethnic 
origin.  This  principle  was  endorsed  by  the  late  Pres. 
Harry  S.  Truman  in  an  address  to  the  United  Nations 
Conference  in  San  Francisco  in  1945  when  he  stated, 
“We  must  build  a new  world,  a far  better  world — one 
in  which  the  eternal  dignity  of  man  is  respected.” 
This  thought  was  further  endorsed  by  Pope  John 
XXIII  in  his  encyclical  letter  of  April  18,  1963,  in 
which  he  stated: 

An  act  of  the  highest  importance  performed  by 
United  Nations  organization  was  the  Universal  Decla- 
ration of  Human  Rights,  approved  in  the  General  As- 
sembly of  December  10,  1948.  The  document  repre- 
sents an  important  step  on  the  path  toward  the  judi- 
cial-political organization  of  the  world  community,  for 
in  it,  in  most  solemn  form,  the  dignity  of  a person  is  ac- 
knowledged to  all  human  beings;  and  as  a consequence, 
there  is  proclaimed,  as  a fundamental  right,  the  right 
of  free  movement  in  search  for  truth  and  in  the  attain- 
ment of  moral  good  and  justice,  and  also  the  right  to  a 
dignified  life. 

With  the  increase  in  longevity  and  the  increase  in 
the  salvaging  of  the  newborn,  both  normal  and  ab- 
normal, due  to  modern  advances  in  medicine,  the 
right  to  live  with  dignity  has  therefore  acquired  a 
substantial  increase  in  importance.  To  attempt  to 
discuss  so  vast  a subject  in  one  session  would  be  ab- 
surd. I therefore  have  chosen  what  I believe  to  be  the 
two  most  important  sections:  (1)  the  retarded  in- 
dividual, and  (2)  the  senior  citizen. 


Retarded  individuals 

Statistics  indicate  that  3 out  of  every  100  children 
born  in  the  United  States  are  mentally  retarded. 
Among  the  many  causes  of  mental  retardation  are  (1) 
incomplete  development  of  the  brain,  (2)  destruction 
of  brain  tissue,  (3)  accidental  brain  damage,  (4)  ef- 
fects of  many  varieties  of  poisoning,  (5)  glandular 
disturbances,  and  (6)  effects  of  various  diseases,  in- 
cluding encephalitis,  that  may  attack  the  brain. 

Physically  deformed,  mentally  deranged,  and 
metabolically  imbalanced  children  are,  and  will 
continue  to  be,  born.  Until  recently,  the  majority  of 
these  defective  children  were  doomed  to  early  death 
regardless  of  any  effort  by  the  medical  profession. 
Prognosis  for  defective  infants,  however,  has  radically 
changed  owing  to  advances  in  neonatal  surgery  and 
medicine  which  have  enabled  physicians  to  save  the 
lives  of  an  increasing  number  of  newborn  infants 
suffering  from  severe  congenital  malfunctions.  As 
a result  of  the  new  technology,  the  future  of  defective 
infants  presents  a quandary.  Physicians  can  now 
offer  parents  as  alternatives:  withhold  or  employ  the 
new  techniques.  If  defective  infants  can  never  be- 
come functionally  human,  then  other  alternatives 
may  be  considered.  If  defective  infants  can  only  look 
forward  to  a twilight  existence,  then  some  people  may 
feel  that  it  is  degrading  to  allow  them  to  live  and  to 
force  parents  to  care  for  them.  The  birth  of  a de- 
fective child  can  indeed  be  a traumatic  experience. 
No  one  wants  his  or  her  child  to  be  physically  de- 
formed or  mentally  incompetent,  and  the  psycho- 
logic, physical,  and  financial  burdens  of  caring  for 
such  a child  present  severe  hardships.  If  parents  are 
unable,  for  whatever  reason,  to  assume  the  respon- 
sibility of  providing  for  their  defective  child,  the 
state,  exercising  its  “parens  patriae”  jurisdiction, 
should  and  must  intervene  and  provide  whatever  care 
is  necessary,  including  custody.1 

Retarded  children  must  be  given  the  right  to  live 
with  dignity.  They  must  be  treated  with  compas- 
sion, tender  loving  care,  and  given  an  education  to 
match  their  capacity.  They  must  be  encouraged  to 
develop  their  capabilities  while  giving  them  the  most 
that  modern  science,  psychology,  education,  voca- 
tional training,  and  special  training  in  speech,  sight, 
and  hearing  have  to  offer. 

I believe  it  is  about  time  to  permit  these  infants, 
youngsters,  and  adults,  who  are  mentally  retarded 
due  to  no  fault  of  theirs,  to  develop  under  the  guid- 
ance of  those  compassionate  educators  whose  interest 
is  primarily  that  of  developing  the  fullest  potential- 
ities found  in  each  individual. 
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The  present  habit  of  warehousing  the  retarded  in 
huge  institutions  is  outmoded,  ineffective,  inefficient, 
and,  worst  of  all,  is  conducive  to  cruel  and  inhuman 
treatment  of  a human  being.  It  is  also  a waste  for 
any  human  being  in  such  institutions  to  be  denied  the 
right  to  grow  and  to  live  with  dignity.  In  recent 
years,  many  organizations  and  individuals  involved 
in  the  treatment  and  care  of  these  unfortunates  have 
attempted  successfully  to  break  this  cruel  habit  of 
dumping  retarded  children  into  these  institutions. 

Mother  Teresa  of  Calcutta,  one  of  the  living  saints 
in  this  mixed-up  world,  and  her  followers,  collect  the 
dying  from  the  streets  so  that  they  may  leave  life 
among  friends  and  in  peace.  They  rescue  abandoned 
babies  from  garbage  heaps,  nurse  them  back  to 
health  if  they  can,  and  later  find  homes  for  them. 
They  seek  the  diseased  and  the  hurt,  making  havens 
for  lepers,  the  retarded,  and  the  mad.  In  other 
words,  Mother  Teresa  is  attempting  to  bring  some 
sense  of  dignity  into  the  lives  of  the  sick,  helpless,  and 
poor.  Mother  Teresa  explains  that  she  and  her  fol- 
lowers are  not  trying  so  much  to  do  social  work,  as  to 
live  out  that  life  of  love,  of  compassion,  that  God  has 
for  his  people.  The  world  has  many  who  share  the 
kind  of  faith  and  fervor  shown  by  Mother  Teresa  and 
her  sisters.  One  of  many  is  Canadian  Jean  Vanier, 
who  in  1964  decided  to  share  his  life  with  two  re- 
tarded men  by  moving  with  them  into  a house  in 
Trosley,  France.  Since  then,  L’arche  (The  Ark) 
communities,  in  which  normal  and  retarded  persons 
share  a common  life,  have  opened  on  four  continents. 
Vanier  describes  the  homes  as  places  of  human  and 
spiritual  progress  where  the  retarded  gain  in  hope 
and  confidence  while  the  more  fortunate  who  come 
into  contact  with  them  are  drawn  to  a life  of  sim- 
plicity and  self-giving.2 

In  this  country,  we  have  the  Association  for  the 
Help  of  Retarded  Children  (AHRC),  whose  aim  has 
been,  since  its  inception,  to  provide  the  mentally 
retarded  with  the  same  opportunities  and  rights  to 
which  all  citizens  are  entitled:  a place  in  society,  an 
opportunity  to  enjoy  life,  and  the  right  to  live  with 
dignity.  The  wonderful  programs  established  by  this 
organization  have  made  it  possible  to  keep  a growing 
number  of  mentally  retarded  children  and  adults  in 
their  own  home  environments.  However,  institu- 
tions for  the  retarded  are  still  necessary  for  those 
retardates  who  can  only  be  trained  and  cared  for  at 
these  residential  complexes. 

An  example  of  a branch  of  this  wonderful  organi- 
zation is  the  Nassau  County  New  York  Chapter, 
whose  motto  is  “A  right  to  grow.”  This  chapter  has 
established  various  services  to  help  the  mentally  re- 
tarded such  as  an  educational  training  program,  a 
program  of  ancillary  services,  recreation,  vocational 
training,  and  rehabilitation.  One  program  which  I 
must  discuss  in  more  detail  is  the  hostel  program. 
This  program,  which  consists  of  a planned  network 
of  residences  for  mentally  retarded  adults,  provides 
family  group  living  for  7 retarded  men,  who  are  em- 


ployed either  in  the  private  sector  or  at  their  voca- 
tional training  center.  Staffed  with  resident  hus- 
band and  wife  houseparents,  the  hostel  offers  the 
retarded  adult  an  opportunity  to  live  apart  from  his 
family  while  enjoying  the  independence  of  sharing 
a home  with  his  peers.  A primary  objective  of  the 
hostel  concept  is  to  provide  community,  out-of-in- 
stitution living  for  the  retarded  person  when  living 
at  home  would  cause  distress  to  the  retarded  or  to 
family  members,  or  when  parents  are  deceased.  The 
residents  frequently  invite  guests  to  dinner  and  take 
great  pride  in  sharing  and  showing  their  attractive 
home  to  relatives  and  friends. 

As  a result  of  learning,  working,  and  earning  in  a 
vocational  training  center,  the  retarded  men  and 
women  gain  dignity,  self-respect,  and  indepen- 
dence. 

In  April,  1975,  the  Department  of  Mental  Hygiene 
of  New  York  State  was  mandated  by  the  Federal 
court  to  reduce  Willowbrook  Developmental  Center’s 
population  of  mentally  retarded  from  2,900  to  250. 
Hostels  have  been  set  up  in  various  parts  of  the  city, 
and  parents  have  been  encouraged  to  care  for  their 
retarded  children  at  home.  Some  communities  have 
objected  to  the  influx  of  Willowbrook  patients  be- 
cause many  of  those  who  had  been  released  prior  to 
this  court  order  are  still  not  under  the  supervision  of 
any  rehabilitative  program. 

Senior  citizens 

Yet  we  have  gone  on  living 

living  and  partly  living 

— T.  E.  Eliot 

The  elderly,  those  sixty-five  or  over,  who  in  the 
past  could  enjoy  recognition  and  respect  from  those 
around  them,  now  find  themselves  rejected  by  the 
same  people  and  treated  with  complete  indifference. 
The  time  has  come  for  industry,  government,  and  the 
professions  to  avail  themselves  of  the  varied  expertise 
possessed  by  these  senior  citizens,  and  thus,  not  only 
add  to  the  economic  strength  of  the  community,  but 
also  restore  the  dignity  that  these  people  have  lost. 
Page,3  in  an  editorial  in  Modern  Medicine,  states 
that  “since  there  are  no  known  diseases  attributable 
only  to  the  passage  of  time,  denying  someone  the 
opportunity  to  work  on  the  basis  of  age  alone  makes 
little  sense.” 

Social  policies.  It  is  the  position  of  the  American 
Medical  Association  that  the  nation’s  social  policy 
for  the  aging  should  ensure  that  the  older  worker  has 
the  opportunity  to  continue  productive  employment 
as  long  as  he  wishes  and  is  able  to  maintain  a satis- 
factory level  of  efficiency.4  Such  opportunities  will 
enable  more  older  people  to  look  forward  to  more 
years  of  independence,  dignity,  and  usefulness. 
Therefore,  in  order  that  they  can  better  implement 
the  1971  policy  statement  adopted  by  its  House  of 
Delegates,  the  American  Medical  Association  joined 
several  groups  in  litigation  in  an  attempt  to  declare 
invalid  the  Federal  Employee  Mandatory  Retire- 


September  1976/New  York  State  Journal  of  Medicine  1 52: 


ment  Law.  The  litigation  is  being  based  on  the 
premise  that  this  law  is  in  violation  of  the  Fifth 
Amendment  to  the  United  States  Constitution  in 
that  it  arbitrarily  discriminates  against  persons  who 
have  reached  a specific  chronologic  age. 

There  are  many  officials  in  our  State  and  Federal 
government  that  believe  that  the  aged  are  still  a 
source  of  great  skills  and  manpower  that  has  not  been 
touched.  Mrs.  Louise  Glasse,  the  director  of  New 
York  State  Office  for  the  Aging,  states  that  retired 
persons  should  be  retained  on  the  boards  of  com- 
munity agencies  and  companies;  they  should  still 
have  a sense  of  worth. 

Nordlicht,5  in  a recent  article  on  stress  and  aging, 
declares  that  man  as  he  grows  older  cannot  avoid  the 
painful  deprivations  involving  the  loss  of  loved  ones, 
friends,  position,  income,  health,  and  cognitive 
functioning;  these  stressors  are  sufficiently  severe  to 
create  serious  consequences.  As  the  older  person  is 
removed  from  the  working  world,  he  is  relegated  to 
a class  outside  the  mainstream  of  life.  This  separa- 
tion, therefore,  creates  a stress  with  which  he  must 
cope,  and  Dr.  Nordlicht  believes  that  preventive 
medicine  will  enable  the  elderly  to  cope  more  suc- 
cessfully with  these  stressors. 

It  is  quite  unfortunate  that  many  physicians  ab- 
sorb the  negative  view  that  society  has  of  the  aging 
person.  In  fact,  some  physicians  actually  avoid  vis- 
iting patients  in  senior  citizen  hotels,  nursing  homes, 
or  custodial  homes.  Physicians  should  be  obligated 
to  have  positive  learning  experiences  with  the  aged 
and  infirm.  Beginning  in  medical  schools,  they 
should  be  required  to  have  background  information 
on  aging  and  how  to  handle  elderly  patients.  The 
medical  profession  should  become  more  involved  in 
activities  that  will  permit  the  senior  citizen  to  retain 
some  of  his  dignity  during  his  retirement  years. 

At  the  present  time,  there  are  many  people  and 
programs  zeroing  in  on  the  problem  of  the  aged  living 
with  dignity,  an  example  being  the  Ethel  Percy  An- 
drus Gerontology  Center  on  the  University  of 
Southern  California  campus.  Here  adults  of  many 
interests  and  ages,  including  the  elderly  themselves, 
are  getting  involved  in  many-faceted  projects.  One 
such  project  involves  university  students  in  classes 
with  the  elderly,  during  which  they  participate  to- 
gether in  research  projects.  This  results  in  the  center 
doing  two  things:  (1)  using  the  career  skills  of  the 
senior  citizen  volunteers  within  the  center,  for  ex- 
ample, the  elderly  volunteers  help  with  clerical  de- 
tails and  act  as  counselor  aides,  interviewing  and 
screening  the  clients;  and  (2)  helping  the  senior  cit- 
izens retain  their  dignity  as  needed  specialists  in  their 
fields  of  endeavor. 

One  of  the  many  efforts  on  the  part  of  our  gov- 
ernment to  bring  the  elderly  out  of  isolation  brought 
on  by  old  age  is  the  passage  of  the  National  Nutrition 
Program  for  the  Elderly  (title  VII  of  the  Older 
Americans  Act  of  1965,  as  amended).  The  intent  of 
this  legislation  is  to  promote  better  health  and  reduce 
the  isolation  of  old  age  by  establishing  programs, 


under  the  guidance  of  local  public  or  nonprofit  or- 
ganizations, which  will  serve  older  Americans  nu- 
tritionally sound  meals  in  congregate  settings  and 
provide  social  and  rehabilitative  support  services. 

Honour  thy  Father  and  thy 

Mother  that  thy  days  may  be 

long  upon  the  land  which  the 

Lord  thy  God  giveth  thee  _ 

— ruth  Commandment 

Housing  for  the  elderly.  New  York  State,  in 
1968,  by  passing  an  amendment  to  the  Social  Services 
Law  and  to  the  general  Obligations  Law  attempted 
to  change  the  Fifth  Commandment  and,  as  a result, 
did  most  harm  to  the  dignity  of  the  elderly.  By  de- 
claring that  the  children  are  not  responsible  for  their 
parents’  obligations,  New  York  State  caused  a great 
change  in  the  care  of  the  elderly,  both  humanely  and 
medically.  Another  aftermath  of  this  amendment 
to  the  law  was  the  sudden  appearance  of  a great 
number  of  senior  citizen  hotels,  some  giving  adequate 
care  while  others  were  found  deficient  and  failing  to 
give  even  the  minimum  of  proper  care.  These  hotels 
became  the  dumping  grounds  for  a great  number  of 
senior  citizens,  many  of  whom  were  abandoned  there 
in  spite  of  their  objections;  the  children  were  thus 
relieved  of  the  great  responsibility  of  caring  for  them. 
Many  of  these  senior  citizens  should  be  in  nursing 
homes  because  of  their  inability  to  cope  with  their 
surroundings  due  to  medical  disabilities.  They  are 
there  because  members  of  their  families  have  dis- 
played no  interest  in  them  or  their  physical  condi- 
tion. 

One  of  the  most  important  problems  confronting 
the  aged  or  retired  senior  citizen  who  wishes  to  con- 
tinue to  live  out  his  life  with  dignity,  is  the  selection 
of  where  to  live.  In  deciding  where  senior  citizens 
should  live,  appropriate  choices  can  help  them  to 
remain  in  their  own  settings,  as  self-sufficient  and 
healthy  as  possible,  to  get  whatever  social  supports 
they  need,  to  prolong  mastery  of  their  own  environ- 
ment, and  to  participate  on  their  own  terms  and  at 
their  own  pace  in  the  life  around  them.  Physicians 
are  often  asked  for  advice  on  this  important  step. 
Their  advice  is  often  sought  by  either  the  aged  or  by 
their  children,  who  wish  to  find  the  best  possible 
environment  for  their  parents. 

There  are  many  aspects  to  the  problem  concerning 
housing  of  the  elderly,  as  I will  try  to  illustrate.  We 
have  cases  of  young  husbands  and  wives  being  trau- 
matized by  the  interminable  presence  of  a benign, 
well-meaning  elderly  person  in  a small  house  or 
apartment.  Subtle  annoyances  become  abrasive, 
tempers  flare,  and  the  environment  becomes  cold  and 
hostile.  Then  we  have  cases  where  the  old  person  in 
the  house  fitted  in,  was  accepted  as  a member  of  the 
family  unit,  and  did  not  seem  to  disrupt  the  life  style 
of  a young  family.  And  finally  we  come  to  the  case 
in  which  keeping  a sick  or  disturbed  or  debilitated 
older  person  in  the  house  is  a disservice.  Here  the 
elderly  are  actually  deprived  of  proper  medical  care 
because  the  children,  for  one  reason  or  another, 
hesitate  to  send  the  sick  old  parent  to  a proper 
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nursing  facility,  where  professional  attention  could 
he  obtained. 

In  attempts  to  give  the  elderly  a place  to  live  where 
he  could  retain  his  self-respect  and  dignity,  several 
types  of  living  facilities  have  arisen.  We  have  the 
extended-care  facility  which  provides  skilled  nursing 
care  and  related  services  for  patients  requiring 
medical  or  nursing  care,  or  services  for  the  rehabili- 
tation of  injured,  disabled,  or  sick  persons.  We  also 
have  the  health-related  facility  where  the  elderly 
person  must  be  able  to  care  for  himself  under  su- 
pervision of  trained  personnel.  Another  type  of  fa- 
cility that  has  come  into  existence  is  the  retirement 
community  for  those  able  to  take  care  of  themselves. 
This  type  consists  of  low-cost  housing  specifically 
designed  to  accommodate  the  life  style  of  the  elderly: 
realistic  recreational  facilities,  sheltered  walkways 
and  inclines,  low  curbs,  especially  designed  bath- 
rooms, and  other  facilities. 

The  preceding  types  of  living  facilities  provide  a 
suitable  environment  for  many  of  our  aged  citizens, 
resulting  in  a situation  which  can  be  mutually  ben- 
eficial to  both  generations.  The  family  is  free  of  the 
restrictions  imposed  by  having  an  old  sick  person  in 
the  house  and  relieved  of  guilt  for  not  providing  ad- 
equate care.  On  the  other  hand,  the  aging  parent  is 
receiving  kind  and  competent  professional  attention 
plus  the  companionship  of  others  of  the  same  age. 

Conclusion 

In  one  way  or  another,  the  problem  of  the  aged 
belongs  to  each  individual  family.  Often,  some 


Estrogen  for  contraception 
and  menopause  under  attack 

The  use  of  estrogen  in  treating  symptoms  of  menopause 
and  in  oral  contraception  is  under  growing  attack,  says  a 
report  in  the  Journal  of  the  American  Medical  Association 
(Medical  News  Section,  Feb.  23). 

Oral  contraceptives — the  Pill — have  been  linked  to  in- 
creased risk  of  heart  attack  in  young  women  and  increased 
risk  of  breast  cancer  in  certain  groups,  while  estrogen 
therapy  for  menopause  symptoms  has  been  linked  to  in- 
creased risk  of  cancer  of  the  uterus,  says  the  JAMA  report. 

A British  research  group  reported  last  summer  that 
young  women  taking  oral  contraceptives  are  more  likely 
to  suffer  heart  attack.  This  Finding  was  further  confirmed 
by  the  report  of  a Stanford  University  group  in  the  Feb- 
ruary 23  issue  of  JAMA. 

The  link  between  oral  contraceptive  use  and  elevated 
risk  of  breast  cancer  in  certain  individuals  was  reported  last 
fall  by  a California  research  group.  The  California  study 
showed  a 2.5-fold  increase  in  breast  cancer  among  women 
who  had  been  taking  oral  contraceptives  for  a period  of  two 


families  are  too  willing  to  hand  over  their  responsi- 
bilities to  a social  agency,  a friend,  a hotel,  a hospital, 
or  the  government! 

Old  age  should  be  more  than  a prolonged  existence, 
a dreary  survival  that  is  only  a vigil  for  death.  It 
should  be,  instead,  the  season  to  harvest  the  fruits  of 
a full  life,  the  time  of  relaxed  enjoyment,  of  well- 
deserved  security,  of  respect,  of  a feeling  of  self  worth, 
and  a great  sense  of  dignity.  Too  many  men  and 
women  of  good  faculty  are  put  out  to  pasture  when 
their  mature  judgment  and  experience  could  be  used 
to  serve  the  common  good. 

Tennyson  in,  Ulysses,  expressed  what  seems  to  be 
lacking  in  our  times,  a much-needed  reassessment  of 
our  attitude  toward  the  aged.  The  self-respect  and 
the  dignity  of  the  aged  must  be  preserved. 

Old  age  hath  yet  his  honor  and  his  toil; 

Death  closes  all;  but  something  ere  the  end, 

Some  work  of  noble  note,  may  yet  be  done. 6 

222  Riverside  Boulevard 
Long  Beach, N.Y.  11561 
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to  four  years. 

An  additional  risk  for  users  of  estrogens  was  reported  in 
JAMA  of  February  16  by  a Kentucky  research  group,  which 
found  that  there  was  increase  in  liver  tumors  among  users 
of  the  Pill.  Primary  tumors  of  the  liver,  previously  rare 
among  women  in  the  United  States,  began  to  occur  with 
increasing  frequency  after  the  introduction  and  widespread 
use  of  the  Pill,  the  Kentucky  group  declares. 

Two  reports  last  December  in  the  New  England  Journal 
of  Medicine  linked  an  increase  in  cancers  of  the  lining  of 
the  uterus  to  the  taking  of  estrogens  to  relieve  the  “hot 
flashes”  and  other  unpleasant  symptoms  of  the  menopause, 
the  JAMA  article  declares. 

The  Food  and  Drug  Administration  has  announced 
plans  to  draft  new  labeling  for  all  estrogen  products  that 
would  include  strong  restrictive  warnings.  There  have 
been  hints,  says  JAMA,  that  the  sequential  oral  contra- 
ceptives may  be  removed  from  the  market  altogether  unless 
the  manufacturers  can  convince  the  FDA  that  there  is  a 
population  for  whom  these  preparations  are  advantageous. 
One  wide-selling  sequential  was  taken  off  the  market  in 
Canada  in  January. 
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The  promise  of  Soma 
in  the  “low-back  patient: 
relief  of  discomfort... 
improved  function 

In  3 double-blind,  randomized,  placebo-controlled  studies' 3 of  patients  with  acute, 
painful  musculoskeletal  disorders  affecting  the  back,  Soma  helped  effect... 

# significant  relief  of  discomfort,  stiffness  and  other  symptoms 

# significant  improvement  in  range  of  motion  as  measured  by  ob|ective  tests  of  function. 
Add  Soma  to  your  standard  regimen  for  low-back  disorders. ..and,  if  necessary, 

add  your  choice  of  analgesic.  Then  let  your  patient  report  the  results. 

In  acute,  painful  low-back  disorders 

Soma  350 

(carisoprodol)  350  mg  tablets 

for  measurable  relief 


Indications:  Carisoprodol  is  indicated  os  on  adiunct  to  rest,  physical  therapy,  and  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculoskeletal  conditions. 

Contraindications:  Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds  such  as 
meprobamate,  mebutamate,  tybamate 

Warnings:  Idiosyncratic  Reactions  Rarely,  extreme  weakness,  transient  quadriplegia,  dizziness,  ataxia,  temporary  vision  loss,  diplopia, 
mydriasis,  dysarthria,  agitation,  euphoria,  confusion  ond  disorientation  have  appeared  within  minutes  or  hours  of  the  first  dose. 

These  usually  subside  in  several  hours  but  supportive  ond  symptomatic  therapy,  including  hospitalization,  may  be  necessary 
Pregnancy  and  Lactation  Safe  use  not  established,  weigh  potential  benefts  against  potential  hazards  in  pregnancy,  nursing  mothers 
(concentrations  in  breast  milk  are  two  to  four  times  that  in  plasma),  or  women  of  childbearing  potential. 

Children  Under  Twelve  Not  recommended. 

Potentially  Hazardous  Tasks  Driving  a motor  vehicle  or  operating  machinery. 

Additive  Effects  Effects  of  carisoprodol  and  alcohol,  other  CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence  Use  cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System  Drowsiness,  dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  depressive 
reactions,  syncope,  insomnia,  idiosyncratic  reaction  (see  "Warnings"). 

Allergic  or  Idiosyncratic:  In  previously  unexposed  patients,  these  are  usually  seen  after  1-4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilic,  fxed  drug  eruption  with  cross  reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and  anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 

In  such  cases,  stop  carisoprodol  and  initiate  appropriate  treatment  (e  g,  epinephrine,  antihistamines,  corticosteroids). 

Cardiovoscu/or  Tachycardia,  postural  hypotension,  facial  flushing. 

Gastrointestinal  Nausea,  vomiting,  hiccup,  epigastric  distress. 

Hematologic:  Leukopenio  and  pancytopenia  (on  carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  850  mg  tablet  three  times  doily  and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  depression,  and,  very  rarely,  death.  The  effects  of  an  overdosage  of 
carisoprodol  and  alcohol  or  other  CNS  aepressants  or  psychotropic  agents  can  be  additive  even  when  one  of  the  drugs  has  been 
taken  in  the  usual  recommended  dosage.  Empty  stomach,  treat  symptomatically;  cautiously  give  respiratory  assistance,  CNS 
stimulants,  pressor  agents  os  needed.  Carisoprodol  is  metabolized  in  the  liver  ond  excreted  by  the  kidney.  Diuresis  and  dialysis  have 
been  used  successfully  with  related  drug  meprobamate.  Carefully  monitor  urinary  output;  avoid  overhydration;  observe  for  possible 
relopse  due  to  incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

1.  Hindle,  T.H.  Ill:  Calif.  Med.  1177  (Aug.)  1972.  2,3.  Unpublished  Data  on  file,  Medical  Department,  Wallace  Laboratories,  Cranbury,  N.J. 
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It  is  my  pleasure  to  be  with  you  tonight.  Those 
may  sound  like  the  words  of  a fool.  The  pleasure  I 
take  in  appearing  before  this  audience,  in  these  times, 
in  this  day  and  age,  must  be  something  like  Daniel’s 
when  he  entered  the  lions’  den. 

But  it  is  a pleasure  nevertheless.  Either  I lost  my 
trepidation  back  in  my  Bronx  childhood  or  I have  so 
many  Irish  genes  in  me  that  I seem  to  focus  on  the 
brighter — and  maybe  more  real — aspects  of  a life 
that  is  too  often  obsessed  with  sadness.  It  used  to  be 
said  of  the  Irish  that  all  their  wars  were  merry  and  all 
their  songs  were  sad. 

Reflections 

Soon  after  I received  the  invitation  to  speak  here, 
I left  for  Ireland  where  I teach  for  the  World  Health 
Organization  each  year.  I lived  in  book-lined  rooms 
and  read  poetry  in  the  soft  night,  silent  without  even 
the  sound  of  my  constant  companion,  the  phone.  I 
thought  of  this  evening’s  gathering  and  my  topic.  I 
considered,  “What  would  be  appropriate  for  an 
after-dinner  address?,”  and  then  I read  a little  more 
poetry. 

I recalled  that  I had  spoken  with  many  of  you  in 
the  past  year  and  a half  at  smaller,  and  more  per- 
sonal, meetings.  I reflected  on  how  the  finances  of 
medical  care  have  dominated  our  conversations,  and 
then  I delved  a little  more  into  a book  of  Irish  history, 
or  prepared  a lecture  for  the  morrow  on  epidemic  and 
disaster  control  in  the  tropics.  Perhaps  poetry  and 
history  and  tropical  medicine — and,  maybe,  dis- 
tance— fostered  perspective. 

I closed  my  eyes  in  Dublin  and  tried  to  picture  this 
evening.  Before  me  I knew  would  be  hospital  ad- 
ministrators who  grapple  daily  with  declining  in- 
comes and  reimbursement  problems  and  who,  in 
sum,  live  in  a very  different  world  from  that  of  only 
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a year  ago.  Yet  I saw  you  all  in  this  hotel,  saw  you 
somehow  having  enjoyed  a fine  meal  and  good  wine; 
I saw  you  in  your  formal  dress,  and  I then  read  a little 
more  of  the  suppressed  and  oppressed  in  Irish  his- 
tory, or  gathered  together  slides  for  a talk  on 
health-care  delivery  in  a developing  country. 

Health-care  progress 

I did  not  think  this  would  be  an  appropriate  setting 
to  review  the  accomplishments  of  the  Carey  admin- 
istration in  health;  many  of  you  have  heard  that  ad- 
dress already,  and  I am  always  happy  to  give  it.  We 
are  very  proud  indeed  of  the  innovations  and  the 
changes  that  have  been  wrought.  By  necessity,  we 
focus  on  problems,  but  I would  ask  you  not  to  forget 
that  there  was  no  State  Health  Research  Council  a 
year  and  a half  ago,  there  was  no  Health  Advisory 
Council,  and  there  was  no  health  education  unit. 
There  were  health  service  agencies  to  be  formed  and 
made  functional.  The  departments  of  health  and 
mental  hygiene  were  in  chaos  and  are  now  among  the 
strongest  in  the  nation. 

To  have  a state-of-the-health  address  delivered  by 
the  governor  for  the  first  time  in  the  history  of  New 
York,  and  to  have  that  as  the  first  in  the  series  of 
special  messages  to  the  legislature  this  year,  was  no 
mean  feat  at  a time  when  bankruptcy  and  default 
were  very  real  dangers;  a faltering  economy  and  un- 
employment are  still  very  real  problems  and  very 
great  priorities,  but  to  the  governor  they  were  not 
more  important  than  health  care.  This  year,  when 
all  other  State  departments  were  severely  cut,  the 
departments  of  health  and  mental  hygiene  received 
modest  increases  in  budget.  Finally — and  I can 
personally  assure  you  of  this — there  is  no  longer  any 
buffer  between  the  governor’s  office  and  the  very  real 
problems  that  are  with  us  all  in  the  health  indus- 
try. 

I will  not  outline  tonight  the  status  of  our  1976 
health  package  in  the  legislature  nor  will  I seek  your 
help  for  any  specific  bill.  I will  not  try  to  tell  you  how 
medical  malpractice  is  being  addressed  or  contained, 
nor  will  I try  to  defend  the  necessary  compromises 
we  have  had  to  make  in  sustaining  some  segments  of 
the  health  system. 

I see  no  purpose,  and  certainly  nothing  tasteful,  in 
giving  a lecture  on  what  our  position  would  be  in 
forthcoming  labor  crises.  I see  no  purpose  in 
stressing  the  obvious  problems  that  you  and  I both 
live  with  every  day.  I have  no  words  that  will  sweep 
those  away.  I have  only  the  knowledge  that  we  must 
continue  to  work  together.  I have  only  the  knowl- 
edge that  our  system  does  provide  not  only  the  best 
care  but  also  the  best  rewards  for  the  workers  in  the 
health  system,  whether  they  be  at  a professional  or 
a paraprofessional  level — the  best  rewards  anywhere 
for  the  aide,  the  nurse,  and  the  elevator  operator,  as 
well  as  for  the  hospital  administrator. 

I pondered,  as  I sat  in  Dublin,  what  my  immigrant 
forebears  found  when  they  fled  from  the  poverty  and 


1 528  New  York  State  Journal  of  Medicine/  September  1976 


prejudice  of  Ireland  to  cross  the  Atlantic,  that  “bitter 
bowl  of  tears”  as  James  Joyce  called  it.  What  were 
the  "Micks”  seeking,  those  who  worked  the  four- 
teen-hour  days  so  their  children  could  find  a new  life 
in  a new  land?  And  after  they  found  freedom  and 
opportunity  in  an  earlier,  simpler  era  in  this  great 
land  of  ours,  was  their  concept  of  America  fulfilled? 
Could  the  dreams  and  the  aspirations  ever  plateau, 
or  is  the  melting  pot  not  destined  to  bubble. 

An  Irish  poet  once  wrote  that . . . 

We  in  the  ages  lying 
In  the  buried  past  of  the  earth 
Built  Nineveh  with  our  sighing 
And  Babel  itself  with  our  mirth 
And  o’erthrew  them  with  prophecying 
For  the  old  of  the  new  world’s  worth 
For  each  age  is  a dream  that  is  dying 
Or  one  that  is  coming  to  birth. 

— Arthur  W.  O’Shaughnessy 

Search  for  solutions 

In  our  own  time  we  are  witnessing  the  birth  of  a 
new  age,  an  unknown  age.  After  decades  of  hope 
that  each  war  was  the  last,  that  we  had  made  the 
world  safe  for  democracy,  and  that  somehow  peace 
and  betterment  for  all  mankind  would  follow,  we  now 
know  that  we  have  no  such  world,  and  development 
for  mankind  seems  more  elusive  than  ever. 

We  are  aware  of  pitfalls  we  never  envisioned  on  our 
way,  such  as  shortages  of  basic  resources,  of  food  for 
people  to  eat,  and  of  medicines  for  the  ill.  Precisely 
because  we  live  in  an  age  of  ever-advancing  tech- 
nologies, and  because  we  believed  so  fervently  we  had 
the  means  at  hand  to  ultimately  overcome  our 
problems,  our  frustration  at  seeing  the  solutions 
evaporate  and  change  before  us  is  all  the  greater. 

The  period  we  are  now  entering  is  more  than  one 
of  fiscal  retrenchment,  or  program  austerity.  It  is  a 
period  of  wrenching,  of  anguish  of  the  soul;  it  is  a 
period  not  simply  of  reduced  expectations,  but  of  a 
readjustment  of  our  very  vision  of  where  we  thought 
we  were  going,  and  how  we  hoped  to  get  there. 

We  cannot — we  must  not — give  up  our  dreams,  for 
they  are  the  essence  of  our  humanity.  But  we  must 
bring  a new  kind  of  understanding  to  them,  and  must 
develop  a patience  and  a perspective  that  have  been 
singularly  lacking.  Gratification  will  not  come  as 
instantly,  or  as  easily,  as  we  once  hoped  and  thought 
possible. 

I think  we  all  recognize  that  the  old  system  of 
health  care  and  the  method  of  funding  it  are  dying. 
There  must  be  the  labors  of  a new  birth,  and  there 
will  be  challenges  to  both  mother  and  offspring.  All 
of  you  know  that  today  it  is  a totally  different  ball- 
game.  The  heady  days  are  gone  when  almost  un- 
limited monies  were  available  and  crises  could  be 
averted  by  merely  upping  the  reimbursement 
rates. 

A few  weeks  ago  following  a press  conference  on 
the  department  of  mental  hygiene,  one  somewhat 
acerbic  person  contended  that  if  there  were  no  more 


State  funds  forthcoming  immediately,  it  might  not 
be  worth  even  running  a health  service  for  the  city. 
I responded  by  saying  that  his  background  or  training 
must  have  been  very  different  from  mine;  if  we  have 
our  problems  they  are,  God  knows,  relative  to  those 
I have  seen  in  Calcutta,  or  in  refugee  camps  in  the 
Somali  drought  last  year,  or  in  the  earthquake- 
shattered  areas  of  Nicaragua  or  Guatemala,  or,  for 
that  matter,  in  Ireland,  and  in  most  other  countries 
in  this  world. 

It  has  been  said  of  Ireland  that  there  is  no  future — 
only  the  past  happening  over  and  over  again.  We 
cannot  afford  in  New  York  today  to  let  the  past 
happen  over  and  over  again.  For  one  thing,  we  have 
run  out  of  money.  I labor  under  the  very  clear  di- 
rection that  there  are  no  new  funds,  and  yet  we  must 
seek  to  provide  a continued,  sometimes  improving, 
system  of  health  care. 

I have  read  the  lines  of  Yeats  that  tell  us  too  much 
“of  a sacrifice  can  make  a stone  of  the  heart,”  and 
that  certainly  is  not  our  intention  in  State  govern- 
ment today.  I do  not  know  where  the  line  is  for  each 
individual  institution,  where  sacrifice  is  too  much, 
but  I know  we  shall  approach  it. 

Yeats  also  wrote — and  I might  tell  you  I courted 
my  wife,  Kate,  on  the  love  poems  of  Yeats  which  I will 
not  recite  to  you  this  evening — of  the  1916  Irish  Re- 
bellion that  “all  has  changed  utterly,  a terrible  beauty 
is  born.”  I think  we  might  find  some  wisdom,  in  this 
changing  time,  and  as  new  forces  enter  our  system, 
in  realizing  that  Yeats  and  the  landed  gentry  of  Ire- 
land had  to  adapt  to  a society  that  changed  utterly, 
but  the  result  was  not  without  beauty  despite  all  their 
fears.  Ireland  altered  from  an  aristocratic  to  a 
democratic  society. 

Making  the  system  work 

We  have  now  with  us  as  integral  parts  of  the 
health-care  system,  for  good  or  ill,  the  consumer,  the 
advocate,  the  ombudsman,  the  bureaucrat,  the  au- 
ditor, the  special  investigator,  and  the  prosecutor. 
This  is  our  society.  We  did  not  forge  it  in  this  ad- 
ministration, but  we  will,  I can  assure  you,  try  to 
make  it  work  rather  than  merely  railing  against  it. 

Sean  O’Casey  once  wrote  of  his  fellow  playwrights, 
and  I quote,  “That  is  exactly  what  most  dramatists 
are  trying  to  do,  building  up  little  worlds  of  wallpaper 
and  hiding  striding  life  behind  it.”  We  are  not  going 
to  hide  the  rude,  the  rough,  and  the  striding  facts 
during  this  administration,  but  we  will  try,  as  hon- 
estly and  as  best  we  can,  to  deal  within  the  con- 
straints that  exist — parameters  set  by  previous 
budgets  that  knew  no  limits — set  by  a debt  we  did 
not  make — set  by  unrealistic  aspirations  that  all  of 
us  in  the  health  industry  have  fostered— set  in  a 
State  that  now  is  faced  with  unprecedented  reduc- 
tions in  tax  income  and  unprecedented  demands  by 
the  poor  and  the  medically  indigent.  We  must  deal 
with  the  striding  life  of  the  county  executives  who 
came  to  Albany  last  week  and  said  they  will  not 
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budget  a single  extra  penny  for  Medicaid  in  the 
forthcoming  year,  for  the  property  taxpayers,  who 
must  bear  that  burden  and  have  had  “too  much.” 

Just  last  week  in  discussing  a new  proposal  that 
would  increase  the  loan  program  for  medical  stu- 
dents— in  which  I must  note  the  students  will  be 
paying  their  own  interest  rates  and  also  require  a 
cosignatory — one  legislator  wanted  to  broaden  the 
bill  to  cover  a far  wider  group  on  the  grounds  that  it 
would  be  politically  wise,  for  there  could  be  no  debt 
due  on  even  defaulted  loans  for  a minimum  of  six  or 
seven  years.  I had  to  explain  that  this  governor  and 
this  administration  will  not  work  that  way  and  will 
tell  facts  as  they  are  and  work  within  the  realities  of 
the  life  as  we  know  them  now.  The  day  is  gone  when 
we  can  avoid  the  strife,  and  we  can  no  longer  afford 
the  blank  check  as  the’solution. 

One  can  argue  about  “quality  of  care”  and  “nec- 
essary services,”  and  maybe  it  is  not  a bad  thing  to 
have  come  from  a background  such  as  the  tropics — 
where  decisions  affecting  the  health  of  whole  popu- 
lations had  to  be  made  in  loneliness,  where  quality 
was  a very  relative  term,  and  where  services  were 
often  nonexistent.  The  tropics  provide  a back- 
ground that  fosters  great  humility  and  great  per- 
spective. Maybe  it  is  also  good  to  come  from  a 
background  that  allows  one  periods  of  reflection  in 
Ireland  and  trips  to  battle-scarred  Belfast  to  lecture 
to  medical  students  who  must  deal  with  a society  far 
less  capable  of  compromise  than  even  hospital  ad- 
ministrators and  union  leaders. 

Most  of  what  I do  today  in  the  public-health  and 
policy  sector  of  this  State  I do  with  the  confidence 
born  out  of  a very  close  working  relationship  with  our 
governor,  who  was — as  many  of  you  know — on  the 
health  committees  in  Congress  for  fourteen  years.  I 
have  great  pride  in  our  governor  for  I worked  with 
him  in  international  health  activities  in  the  late  1960s 
when  anything  less  than  militarism  was  looked  on 
almost  as  leftist. 

We  have  forged  a health  program  within  a rela- 
tionship that  did  not  begin  with  his  election  to  Al- 
bany. I believe  that  he  would — and  does — serve  me 
just  as  I am  happy  to  serve  him  at  this  time.  Some 
of  you  may  not  realize  that  this  governor  has  con- 
tributed chapters  to  several  medical  books;  his 
knowledge  of  health  is  deep  and  his  hope  great,  but 
his  realism  is  overriding.  An  Irish  poet  once  said: 

By  his  songs  new  souls  shall  thrill 


The  loud  harps  dumb,  and  his  deeds 

The  echoes  fill  when  the  dawn  is  come. 

The  dawn  will  come,  asnt  always  must,  and  we 
will  be  judged  in  the  health-care  sector  by  our  deeds. 
I have  tried  to  be  available  to  each  of  you.  The 
governor  has  visited  more  hospitals  and  mental  fa- 
cilities than  any  previous  chief  executive  of  this  State. 
We  have  tried  to  select  the  very  best  commissioners 
and  advisory  bodies,  but  the  whole  game  plan  is  ut- 
terly different. 

I closed  one  of  my  lectures  in  Dublin  last  week  with 
a poem  that  I found  in  the  autobiography  of  Che 
Guevera;  and  to  really  stretch  my  nationalism  to  the 
utmost,  I will  note  that  Che  had  an  Irish  mother. 
This  revolutionary  was  a physician  who  entered 
politics,  had  a dream,  and  fought  and  died  for  it. 
From  what  appeared  to  be  a cold  and  callous,  gun- 
slinging,  antiestablishment,  bearded  rebel  came  these 
gentle  lines: 

Take  it,  it  is  only  my  heart 

Hold  it  in  your  hands 

And  when  the  dawn  comes 

Open  your  hand 

And  let  the  sun  warm  it. 

We  are  all  waiting  for  the  dawn.  It  will  probably 
come  from  factors  outside  of  medicine — from  an 
upturn  in  the  economy,  from  greater  employment, 
from  Federal  recognition  of  obligations  to  the  poor 
in  society,  from  a new  system  of  reimbursement — but 
I can  only  assure  you  that  during  the  years  of  this 
administration,  health  care  will  remain  a top  priority. 
It  will  have  the  very  best  attention  of  the  governor 
and  of  all  his  staff. 

But  we  will  not  fudge  the  answers,  and  we  will  not 
promise  programs  that  cannot  be  funded.  Nor  will 
we  abandon  the  responsibility  that  comes  from  a vast 
health  budget  increasingly  dependent  on  tax  dollars. 
These  have  been  very  difficult  days.  There  is  neither 
glory  nor  honor  nor  praise  for  many  of  the  decisions 
that  must  be  made.  There  is  no  pleasure  in  defining 
who  will  do  without. 

Yet  I remain  an  optimist.  Out  of  the  perspective 
of  Ireland  and  the  tropics,  out  of  realism  and  poetry, 
out  of  the  strengths  of  my  forebears  and  the  support 
of  my  colleagues  and  friends,  I know,  as  my  favorite 
poet  Yeats  also  said,  “We  are  bred  to  a better  thing 
than  triumph.” 

We  shall  survive  this  present  travail. 
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The  fundamental  purpose  of  a medicolegal  system 
to  investigate  deaths  is  the  proper  classification  of 
deaths,  both  for  recording  vital  statistics  and  for  the 
administration  of  justice.  The  raison  d’etre  for  a 
public  evaluation  of  such  a private  matter  as  death 
is  that  such  death  ceases  to  be  a private  affair  if  its 
circumstances  are  such  that  they  may  have  some 
impact  on  other  members  of  the  social  community. 

In  classifying  deaths,  the  medical  examiner/coro- 
ner uses  evidence  other  than  only  medical  findings, 
and  his  decision  is  therefore  administrative  and 
quasi-judicial.  He  is  not  bound  by  the  laws  of  evi- 
dence or  strict  criteria  of  proof.  His  decision  is  his 
best  judgment  based  on  a careful  evaluation  of  the 
circumstances  surrounding  the  death,  backed  by 
expert  knowledge,  training,  and  prior  experience,  and 
can  be  amended  later  in  light  of  subsequent  infor- 
mation. His  classification  can  be  challenged  and 
changed  after  judicial  review. 

Criteria  for  classification  of  death 

The  criteria  necessary  to  determine  suicide  is  the 
cause  for  greatest  disagreement.  Other  deaths  like 
so-callecl  “sexual  asphyxias,”  narcotism,  Russian 
roulette,  and  heart  disease  associated  with  trauma 
are  variously  classified  in  different  jurisdictions.  I 
will  discuss  here  the  philosophy  that  we  use  in  New 
York  City  to  make  our  determinations. 

The  classical  criteria  for  suicide  as  used  in  the 
English  coroners’  system,  and  as  recommended  by 
the  W.H.O.  (World  Health  Organization),  1965 
publication,  International  Classification  of  Dis- 
ease,1 allows  a verdict  of  suicide  only  if  (1)  there  is 
a specified  kind  of  demonstration  of  a suicidal  intent, 
a difficult  task  in  many  of  our  cases,  and  (2)  the 
manifest  act  itself,  causes  death.  For  example,  it  is 
not  suicide  for  the  deceased  to  have  his  head  in  the 
gas  oven  with  a suicide  note  in  his  pocket,  if  the  blood 
carbon  monoxide  finding  is  negative  and  a fresh 

* Presented  at  the  Chicago  meeting  of  the  American  Academy 
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coronary  thrombus  is  present.  Durkheim  in  18972 
suggested  a suicide  definition  as  death  resulting  di- 
rectly from  a positive  or  negative  act  of  the  victim 
which  he  knows  will  produce  such  a result.  This 
definition  is  based  on  the  inference  of  knowledge  on 
the  part  of  the  victim.  Stengel,  1972, 3 held  the  view 
that  since  one  could  not  verify  intent  or  infer 
knowledge,  it  would  be  more  acceptable  to  infer  an- 
ticipation and  expectation  of  death  on  the  part  of  the 
victim.  He  defined  a suicidal  act  as  a deliberate  act 
of  self  damage,  which  the  person  committing  the  act 
cannot  he  sure  to  survive.  A legal  purist  may  con- 
sider any  suicide  victim  incapable  of  forming  a ra- 
tional intent  under  the  emotional  strain  and  extreme 
mental  distress  prior  to  the  final  act.  In  fact,  the 
coroner’s  verdict,  “took  his  own  life  while  the  balance 
of  his  mind  was  disturbed,”  is  a contradiction  in  legal 
terms.  On  the  other  hand,  there  is  the  well-known 
legal  presumption  that  a person  is  said  to  intend  the 
natural  and  probable  consequences  of  his  act.  Thus, 
we  can  infer  such  intent  from  the  individual’s  self- 
destructive behavior,  whether  it  be  taking  a drug,  or 
combination  of  drugs,  or  putting  himself  at  a serious 
risk  of  injury  which  can  be  expected  to  result  in 
death.  However,  a person  whose  death  results  as  a 
consequence  of  his  placing  himself  in  a dangerous 
situation  or  at  risk,  for  a rescue  operation,  or  a pur- 
pose other  than  self-destruction,  should  not  be  con- 
sidered a suicide.  Should  it  be  an  accident  then? 
The  English  coroner  makes  a nice  distinction.  It  is 
an  accident,  when  the  death  is  an  unexpected  and 
unforseen  event  caused  by  an  external  agency.  If, 
however,  the  person  knowingly  puts  himself  at  some 
risk,  then  it  would  be  a misadventure.  Thus,  every 
iatrogenic  and  therapeutic  death  would  be  a medical 
or  therapeutic  misadventure. 

The  W.H.O.  International  Classification  of  Dis- 
eases 1 classifies  all  deaths  into  5 categories:  natural, 
accidental,  suicide,  homicide,  and  obscure  or  unde- 
termined. Most  jurisdictions,  therefore,  restrict 
themselves  in  categorizing  all  deaths  into  one  or  an- 
other of  these  5.  Is  that  really  necessary? 

In  New  York  City,  our  medicolegal  death  certifi- 
cates list  these  5 categories,  but  we  frequently  cross 
out  all  the  5 categories,  leaving  the  diagnosis  on  the 
body  of  the  certificate.  This  then  becomes  a cate- 
gory in  itself.  Thus,  all  our  narcotic,  medical/ther- 
apeutic, and  automobile  deaths  which  are  not  “hit 
and  runs,”  get  none  of  the  routine  categories  but  re- 
main categories  by  themselves.  Consider  narcotic 
deaths.  Are  they  natural  since  addiction  is  a disease? 
Or  are  they  accidental,  in  that  death  is  an  unexpected 
event  when  it  occurs?  Or,  are  they  suicidal,  in  that 
this  is  self-destructive  behavior  known  to  be  dan- 
gerous and  potentially  lethal?  But  then,  so  are 
smoking  and  drinking  Can  one  really  be  sure  that 
the  addict  did  not  deliberately  shoot-up  an  extra  dose 
this  particular  time  to  kill  himself?  We  consider  that 
a narcotic  death  cannot  be  classified  under  any  single 
category,  since  it  may  depend  on  a different  cir- 
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cumstance  in  each  individual  case,  which  we  cannot 
determine.  Hence,  we  consider  narcotism  as  a cat- 
egory in  itself. 

The  same  reasoning  is  used  for  sexual  asphyxia, 
where  asphyxia  is  used  to  stimulate  sexual  activity. 
Some  would  consider  it  accidental;  others  suicide. 
The  person  is  definitely  putting  himself  at  risk.  We 
do  not  categorize  it;  we  consider  it  a category  in  it- 
self. 

A gunshot  injury  sustained  by  an  inadvertent 
discharge  of  a weapon  in  the  hands  of  another, 
without  intent  to  do  harm,  is  classified  as  accidental 
in  many  jurisdictions.  We  classify  such  a death  as 
homicide,  since  this  is  a killing  of  one  human  being 
by  another,  intent  being  immaterial.  Nor  does 
homicide,  by  definition,  have  to  be  unlawful,  for  there 
are  lawful  homicides.  We  consider  that  the  deter- 
mination of  whether  the  homicide  is  lawful  and  ex- 
cusable, or  unlawful  and  culpable,  is  not  the  function 
of  an  administrative  agency  like  the  medical  exam- 
iner/coroner, unless  the  coroner  has  a jury  inquest 
making  it  a judicial  decision,  as  in  England.  This 
determination  here  is  rightfully  made  by  a grand  jury 
or  similar  judicial  procedure. 

In  Russian  roulette  deaths,  if  the  deceased  fired 
the  gun  himself  it  is  suicide  and  not  accidental  since 
there  is  a high  degree  of  risk  knowingly  incurred.  If 
the  gun  is  fired  by  another  then  it  is  homicide,  with 
the  grand  jury  making  the  determination  as  to  cul- 
pability. 

There  are  certain  deaths  which  take  place  under 
accidental  circumstances,  where  the  autopsy  reveals 
serious  natural  disease  with  mild  to  moderate  trau- 
ma. How  does  one  resolve  these?  If  the  natural 
disease  is  a catastrophic  event,  like  a ruptured  aortic 
aneurysm,  ruptured  berry  aneurysm,  or  ruptured 
myocardial  infarction,  then  the  cause  of  death  is  the 
catastrophic  natural  disease  and  the  death  is  classi- 
fied natural,  with  the  circumstances  such  as  driver 
of  auto  which  crashed  mentioned  on  the  certificate. 
If  the  natural  disease  is  serious  but  compatible  with 
life,  like  severe  occlusive  coronary  arteriosclerosis 
with  an  old  myocardial  infarction,  such  a finding 
would  be  a cause  of  death  only  if  there  is  no  other 
equally  serious  competing  cause.  If,  however,  there 
are  associated  moderate  injuries  such  as  a fractured 
pelvis,  ribs,  or  extremities  from  accidental  trauma 
sustained  prior  to  death,  which  by  itself  may  have  not 
been  serious  enough  to  cause  death,  we  do  not  try  to 
distinguish  the  natural  disease  from  the  trauma,  but 
put  both  conditions  down  on  the  death  certificate, 
making  the  more  serious  the  primary  cause  and  the 
other  a contributory  cause,  and  classify  such  a death 
as  natural  and  accidental.  In  the  event  of  a car  crash 
into  a river,  with  evidence  of  serious  coronary  disease 
with  fresh  thrombosis  in  the  driver,  and  circum- 
stantial evidence  to  suggest  that  he  survived  the 
crash,  such  as  finding  the  driver  in  the  back  seat  at- 
tempting to  get  out  but  drowned,  although  known  to 
be  a good  swimmer,  it  may  be  argued  that  hut  for  an 
acute  coronary  thrombosis  incapacitating  him,  he 


would  not  have  drowned,  and  therefore  the  proxi- 
mate cause  is  the  coronary  thrombosis  and  natural.- 
We,  however,  in  this  circumstance  use  the  irreversible 
situation  theory  and  consider  the  death  due  to  acci- 
dental drowning  following  an  auto  crash,  on  the 
analogy  that  he  could  have  survived  a heart  attack 
but  for  the  fact  that  he  was  placed  underwater  in  a 
hostile  environment.  In  all  such  cases  however,  the 
eyewitness  description  of  the  events  and  circum- 
stances at  the  moment  of  death  are  the  most  impor- 
tant. 

The  classification  of  deaths  occurring  during  al- 
tercations involving  physical  violence  as  documented 
by  witnesses,  but  leaving  no  signs  of  physical  trauma 
at  autopsy,  becomes  very  problematic.  Another 
problem  occurs  when  multiple  means  of  trauma  are 
involved.  Which  one  of  the  many  wounds  of  multi- 
ple means — shooting,  stabbing,  or  strangulation — is 
the  cause  of  death?  We  have  very  frequent  cases 
where  combinations  of  gunshot  wounds,  stab  wounds, 
blunt-force  craniocerebral  trauma,  and  strangulation, 
ligature,  are  seen  all  together  or  in  differing  combi- 
nations. In  such  cases  we  would  list  all  the  condi- 
tions as  the  cause  of  death  and  and  not  attempt  to 
distinguish  one  from  another.  We  consider  such 
distinctions  cannot  be  made  on  any  rational  scientific 
basis,  and  attempting  to  do  so  is  just  guessing. 

In  multiple  stabs  or  gunshot  wounds  we  do  not 
accept  the  principle  of  naming  only  the  one  or  two 
fatal  tracks  as  the  cause  of  death.  We  include  all  the 
wounds  since  legally  it  is  culpable  homicide  to 
shorten  a person’s  life  by  even  a small  fraction  of 
time.  It  is  just  as  unlawful  to  kill  a dying  man  as  to 
kill  a healthy  man.  Can  one  honestly  say  that  the 
supposed  nonfatal  wounds  did  not  in  any  way  hasten 
the  deceased’s  death?  Of  course  the  deceased  could 
have  survived  from  the  nonfatal  wounds  had  the  fatal 
wound  not  been  inflicted.  But  such  suppositions  are 
hypothetical,  since  the  facts  are  otherwise,  namely, 
both  the  fatal  wounds  and  the  other  wounds  were  all 
present.  We  occasionally  see  a person  dying  of 
wounds  which  are  relatively  innocuous  and  should 
not  ordinarily  have  been  fatal.  Yet,  if  that  is  the  only 
pathologic  condition  in  a person  who  dies,  that  is  his 
cause  of  death.  Wounds  demonstrated  as  being  in- 
flicted post  mortem  are,  of  course,  excluded.  Again, 
since  it  is  very  often  impossible  to  determine  the 
order  in  which  the  wounds  are  inflicted,  the  nonfatal 
wounds  may  have  been  inflicted  first,  enabling  the 
victim  to  suffer  the  fatal  wound  by  either  incapaci- 
tating him  or  preventing  his  escape.  Thus  the 
proximate  cause,  the  initial  event  in  a series  of  events 
culminating  in  death,  which  is  the  legal  cause  of 
death,  will  be  those  nonfatal  wounds. 

In  the  situations  where  death  results  either  during 
or  immediately  after  altercations  involving  physical 
contact,  like  a struggle,  scuffle,  push,  shove,  punch, 
and  so  forth,  the  circumstances  suggest  a homicide. 
Now,  if  the  autopsy  reveals  no  injury  but  only  natural 
disease  like  coronary  thrombosis  or  myocardial  in- 
farction, and  the  history  is  that  the  victim  collapsed 
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complaining  of  chest  pains  within  a reasonable  in- 
terval after  the  assault,  we  would  classify  the  death 
as  homicide,  recording  “collapsed  after  assault.” 
This  is  shortening  of  life  by  exacerbating  a natural 
disease  causing  death.  The  law  puts  onus  on  those 
committing  aggression.  One  does  so  at  one’s  peril 
and  takes  one’s  victim  as  he  is,  with  his  disease  and 
all.  Again,  cardiac  death  from  coronary  disease  has 
a well-known  statistical  relationship  of  being  aggra- 
vated by  excitement.  On  the  other  hand,  if  the  au- 
topsy revealed  a ruptured  berry  aneurysm  we  would 
consider  that  death  natural.  This  may  surprise 
some.  Here  we  are  dealing  with  a natural  disease 
which  statistically  is  known  to  rupture  at  any  mo- 
ment, usually  during  sleep  or  at  rest.  It  is  also  well 
known  that  when  an  aneurysm  starts  bleeding,  the 
subarachnoid  hemorrhage  causes  meningeal  irrita- 
tion and  provokes  aggressive  behavior  on  the  part  of 
the  victim.  Such  deaths  are  usually  seen  in  bars,  and 
there  is  the  possibility  of,  not  the  probability  of,  the 
ruptured  aneurysm  provoking  the  altercation. 
Again,  circumstantially,  the  coronary  death  takes 
place  within  a short  time  after  the  assault  whereas, 
in  ruptured  aneurysm  deaths,  the  person  usually 
drops  dead  during  the  altercation  or  within  minutes 
thereafter. 

Occasionally  we  see  cases  of  young  people,  dead 
after  a blow  to  the  chest  with  either  no  injury  or  only 
trivial  bruising.  The  autopsy  finding  is  totally  neg- 
ative, after  complete  gross,  microscopic,  and  toxi- 
cologic studies.  Is  the  cause  of  death  undetermined? 
No!  If  this  were  an  unobserved  sudden  death,  it 
would  certainly  be  classified  as  an  undetermined 
death,  probably  natural.  However,  in  view  of  the 
circumstances  of  assault,  this  death  becomes  a sud- 
den or  cardiovascular  collapse  following  a blow  to  the 
chest  and  is  classified  as  homicide.  The  question 
here  is,  would  this  person  be  dead  if  the  blow  to  the 
chest  had  not  been  inflicted?  Or  is  the  blow  to  the 
chest  merely  a coincidence?  If  the  person  had  some 
natural  disease,  however  subtle,  to  explain  death, 
then  one  cannot  rule  out  a coincidence  and  would 
give  the  benefit  of  the  doubt  to  the  disease,  unless  the 
disease  is  such  that  there  is  a known  statistical  rela- 
tionship between  trauma  and  aggravation  of  such 
disease.  However  since  in  such  an  instance  there  is 


Comparison  of  arrhythmia  computer 
and  conventional  monitoring 
in  coronary  care  unit 

A study  of  64  patients  in  a coronary  care  unit  demon- 
strated that  an  arrhythmia  computer  improves  the  stan- 
dards of  arrhythmia  detection,  leads  to  quicker  treat- 
ment, and  lightens  demands  on  skilled  staff  personnel. 
Half  the  patients  were  monitored  by  a commercially 
available  computer,  the  other  32  by  conventional  means 
with  a rate-triggered  alarm  system.  More  than  99  per 


no  disease  at  all,  it  is  reasonable  to  assume  that  the 
blow  to  the  chest  caused  his  death  by  a sudden  car- 
diac standstill  from  some  unknown  or  ill-understood 
mechanism  and  that,  but  for  the  blow,  he  would  have 
been  alive. 

This  then  is  the  difference  between  a medical  cause 
of  death  and  a medicolegal  cause  of  death,  as  deter- 
mined by  a medical  examiner,  the  circumstances  in 
the  latter  being  all  important.  Whether  the  Grand 
Jury  will  indict  on  such  a circumstance  is  their 
function.  It  is  not  the  medical  examiner’s  function 
to  go  into  culpability  or  legal  guilt.  His  concern  is  to 
determine  whether  the  death  is  natural  or  unnatural, 
and  if  the  latter,  then  whether  it  is  caused  by  the 
deceased’s  own  agency,  suicide,  the  agency  of  another 
human  being,  homicide,  or  an  outside  agency, 
unexpected  and  unforseen,  an  accident. 

Summary 

The  medicolegal  classification  of  deaths  involves 
complex  legal  principles  which  cannot  be  satisifed 
through  the  5 category  classification  provided  in  the 
W.H.O.  International  Classification  of  Disease.1 
The  philosophy,  as  used  in  New  York  City,  is  dis- 
cussed, which  is  at  some  variance  with  other  juris- 
dictions in  the  country.  The  discussion  points  out 
that  certain  modes  of  deaths  are  not  easily  catego- 
rized but  make  separate  categories  by  themselves, 
due  to  the  impossibility  of  accurate  determination. 
A more  practical  and  flexible  classification  of  suicides 
is  discussed.  The  principle  of  proximate  cause  and 
foreseeability  are  elaborated.  The  many  complex- 
ities of  homicides  are  noted,  and  the  resolution  of 
traumatic  with  coexistent  natural  conditions  in 
causation  are  discussed. 

Office  of  Chief  Medical  Examiner 
520  First  Avenue 
New  York,  N.Y.  10016 
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cent  of  potentially  serious  arrhythmias  were  detected  by 
the  computer  and  95  per  cent  of  these  treated  immedi- 
ately. In  those  conventionally  monitored,  a large  pro- 
portion of  the  arrhythmias  were  unrecognized  and  only 
17  per  cent  got  immediate  therapy.  In  30  per  cent, 
treatment  was  delayed  for  several  hours  and  no  treat- 
ment was  given  in  52  per  cent.  False  alarms  occurred 
with  both  systems  but  were  more  readily  recognized  in 
the  computer  group. 

Vetter,  N.  J.,  and  Julian,  D.  G.:  The  Lancet  1:  1151 
(May  24)  1975. 
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THERE ARE A 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU AND YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 
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Will  it  survive?* 
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Assistant  Commissioner  for  Addiction  Programs,  and  Director, 
Methadone  Maintenance  Treatment  Program,  City  of  New  York 
Department  of  Health 


The  critical  issue  surrounding  methadone  main- 
tenance treatment  today  is  simply  whether  or  not  this 
form  of  treatment  will  continue  to  exist.  The  answer 
to  this  question  will  have  an  incalculable  and  lasting 
impact  on  patients,  on  addicts  who  are  not  currently 
in  treatment,  and  on  the  community  as  a whole. 

Treatment  program 

Nationwide,  tens  of  thousands  of  former  hard-core 
heroin  addicts,  most  of  them  with  a history  of  pre- 
vious failure  in  other  programs,  have  been  able  to 
assume  productive  lives  with  the  assistance  of 
methadone  maintenance  treatment.  The  results  of 
the  NYC  MMTP  (New  York  City  Methadone 
Maintenance  Treatment  Program)  operated  by  the 
City’s  Department  of  Health  have  been  especially 
gratifying.  In  less  than  four  years  this  program  ad- 
mitted almost  20,000  patients  and  demonstrated  that 
rapid  expansion  need  not  be  at  the  expense  of  quality 
care. 1 Approximately  70  per  cent  of  all  patients  re- 
main in  active  treatment  for  at  least  one  full  year.2 
Half  the  program’s  patients  are  gainfully  employed, 
and  an  additional  15  per  cent  are  in  school  or  are 
homemakers.  There  has  not  been  a single  death 
attributed  to  appropriately  prescribed  methadone, 
nor  have  any  serious  long-term  side-effects  been 
observed.  Over  600  babies  have  been  born  to  women 
enrolled  in  the  NYC  MMTP,  and  withdrawal 
symptoms  in  the  newborn,  when  they  occur,  can  be 
treated.  There  has  been  no  neonatal  death  attrib- 
uted to  the  mother’s  medication,  and  the  infant  death 

* T’he  views  expressed  herein  are  not  necessarily  those  of  either 
the  Drug  Abuse  Council  or  the  City  of  New  York  Department  of 
Health. 


rate  during  the  first  year  of  life  is  identical  to  that  of 
the  general  population.3 

The  extraordinary  growth  of  methadone  programs 
from  some  3,000  patients  in  1969  to  34,000  by  the  end 
of  1973  was  associated  with  a dramatic  reduction  in 
the  overall  heroin  addiction  problem  in  New  York 
City.  Addict-related  crime  declined  sharply.  In 
1973,  for  the  first  time  in  a decade,  narcotic  overdose 
deaths  dropped  by  more  than  20  per  cent;  addict- 
related  hepatitis  has  almost  disappeared  in  the  last 
two  years.  The  number  of  addiction  reports  received 
by  the  New  York  City  Narcotics  Register,  after 
steadily  increasing  for  eight  years,  declined  by  33  per 
cent  in  1973.  Every  available  indicator  strongly 
suggests  that  we  are  coming  to  grips  with  narcotic 
addiction  in  this  city,  and  while  many  factors  are 
undoubtedly  involved,  the  enormous  number  of  pa- 
tients being  treated  successfully  with  methadone 
maintenance  has  obviously  played  a vital  role. 

Hostile  society 

Unfortunately,  not  all  the  news  is  good.  Society 
continues  to  view  methadone  programs  with  suspi- 
cion and  hostility.  Many  employers  and  public 
housing  agencies  continue  to  discriminate  openly 
against  methadone  patients.4  Judges  not  infre- 
quently demand  as  a condition  of  probation  or  pre- 
sentence release  that  a patient  “.  . . cut  himself  off 
completely  from  methadone  maintenance  . . . ,”5 

The  New  York  State  Legislature  has  decreed  that 
methadone  patients,  even  if  treated  in  programs 
approved  and  funded  by  the  State,  are  to  be  consid- 
ered the  same  as  street  addicts  for  purposes  of  cer- 
tification and  commitment  to  the  Drug  Abuse  Con- 
trol Commission.6 

The  fact  is  that  society  hates  and  fears  addicts,  and 
with  very  good  cause.  But  it  is  self-defeating  for  the 
community  to  direct  its  frustration  and  hostility 
against  treatment  programs  that  are  trying  to  alle- 
viate the  addiction  problem.  Any  treatment  effort 
will  be  doomed  if  a distinction  is  not  made  between 
the  patient  who  is  receiving  medical  help  to  become 
a useful  member  of  society  and  the  junkie  whose  only 
concern  is  getting  his  next  fix.  Treatment  programs 
simply  cannot  do  the  job  alone.  The  best  thera- 
peutic services,  combined  with  the  most  sincere 
motivation  of  the  patient,  will  not  succeed  without 
active  community  support. 

Skepticism  toward  addiction  treatment  is  certainly 
understandable.  Decades  of  exaggerated  claims  by 
advocates  of  one  form  of  therapy  or  another  have  led 
to  increasing  frustration,  but  they  have  also  given 
rise,  paradoxically,  to  the  demand  for  nothing  short 
of  a proved  cure-all.  Although  methadone  mainte- 
nance is  one  of  the  most  effective  and  widely  applic- 
able means  available  to  enable  hard-core' narcotic 
addicts  to  achieve  meaningful  rehabilitation,  it  ob- 
viously cannot  by  itself  end  addiction.  Furthermore, 
as  with  virtually  any  medical  treatment,  there  are 
liabilities  as  well  as  assets  associated  with  the  use  of 
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methadone  that  must  be  considered.  Even  a com- 
mon and  widely  used  drug  such  as  aspirin  is  not  free 
from  side-effects,  and  leads  to  complications  and 
even  death  when  used  improperly.  When  a potent 
medication  like  methadone  is  prescribed  for  some 
34,000  patients  in  a metropolitan  area  such  as  New 
York  City,  some  diversion  into  illicit  channels  is  in- 
evitable, and  this  in  turn  will  lead  to  instances  of  fatal 
overdose.  In  truth,  the  only  way  to  guarantee  that 
diversion  will  be  eliminated  would  be  to  ban  totally 
its  manufacture,  distribution,  and  use.  But  this 
solution  would  be  as  illogical,  irresponsible,  and 
counterproductive  as  would  be  ending  highway  fa- 
talities by  outlawing  the  automobile. 

Effects  of  restrictions 

When  easy  remedies  are  applied  to  complex 
problems,  they  often  have  the  opposite  effect  from 
what  is  intended.  For  instance,  in  mandating  that 
all  methadone  be  dispensed  in  dissolved  form,  the 
Food  and  Drug  Administration  hoped  to  discourage 
diversion.  Instead,  however,  the  only  apparent  effect 
seems  to  have  been  a sharp  increase  in  deaths  from 
illicit  methadone,  brought  about  by  the  inability  of 
the  street  user  to  gauge  the  quantity  being  taken. 
Other  restrictions  imposed  on  programs  with  the 
stated  purpose  of  lessening  the  supply  of  black 
market  methadone  seem  to  have  been  equally 
counterproductive,  by  serving  as  a strong  deterrent 
to  treatment.  Thus,  in  the  six  months  following  the 
promulgation  of  stringent  new  regulations  in  De- 
cember, 1972,  there  was  a 43  per  cent  decline  in  the 
number  of  applications  received  by  the  NYC  MMTP, 
and  a corresponding  drop  in  the  number  of  patients 
admitted. 

In  addition  to  this  disturbing  evidence  that 
methadone  treatment  is  attracting  fewer  addicts, 
there  has  also  been  an  alarming,  and  equally  abrupt 
increase  in  the  rate  at  which  patients  already  enrolled 
are  voluntarily  leaving  treatment.  In  1973  there 
were  more  than  twice  the  number  of  voluntary  ter- 
minations from  the  NYC  MMTP  than  in  1971  and 
1972  combined: 

From  the  late  1960s  until  the  end  of  1972,  our 
major  problem  was  to  make  treatment  available  for 
all  addicts  who  wanted  to  be  helped,  but  who  were 
forced  to  wait  months,  and  even  years,  to  be  admitted 
to  the  few  facilities  that  existed.  Today  we  are 
confronted  with  a totally  different  problem:  trying 
to  deal  with  laws,  regulations,  and,  above  all,  atti- 
tudes that  discourage  those  who  need  the  services 
most  from  entering  and  remaining  in  methadone 
programs. 

To  reverse  this  trend,  the  support  of  all  segments 
of  the  community  is  indispensable.  It  is  essential 


that  job  and  housing  discrimination  against  metha- 
done patients  be  stopped.  It  is  essential  that  pa- 
tients not  be  forced  out  of  methadone  programs  by 
the  bias  of  the  courts.  It  is  essential  that  the  State 
law  governing  certification  and  commitment  of  ad- 
dicts be  changed  to  acknowledge  the  distinction  be- 
tween the  methadone  patient  enrolled  in  a medically 
supervised  clinic  and  the  illicit  heroin  user.  And  it 
is  essential  that  State  and  Federal  regulating  agencies 
review  and  modify  those  regulations,  which  were 
heralded  as  the  answer  to  the  problem  of  methadone 
diversion,  but  which  have  been  associated  with  pre- 
cisely the  opposite  effect.  The  benefits  anticipated 
from  policies  and  regulations  which  may  be  imposed 
in  the  future  on  methadone  maintenance  programs 
must  be  carefully  weighed  against  the  consequences 
of  further  jeopardizing  the  treatment  of  tens  of 
thousands  of  patients.  It  must  be  recognized  that 
there  is  nothing  currently  available,  and  nothing  on 
the  horizon,  that  could  fill  the  void  if  methadone 
maintenance  treatment  were  to  disappear. 

Conclusion 

Patients,  program  staff,  elected  officials,  regulating 
agencies,  the  general  medical  profession,  and  the 
community  at  large  all  must  share  responsibility  for 
ensuring  the  effectiveness  of  rehabilitation  efforts; 
at  the  same  time,  all  must  accept  the  reality  of  the 
limitations  that  exist.  At  stake  is  not  only  the  wel- 
fare of  the  34,000  former  heroin  addicts  being  treated 
in  methadone  maintenance  facilities,  nor  merely  the 
fate  of  the  great  number  of  addicts  who  could  benefit 
from  this  treatment,  but  who  are  not  now  in  pro- 
grams; rather,  it  is  the  well-being  of  every  single 
member  of  our  society  that  is  in  the  balance. 

1 Grade  Terrace 
New  York,  New  York  10028 
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Early  detection  of  breast  cancer  remains  our  most 
important  single  factor  in  the  attempt  to  reduce 
mortality  rates  from  this  disease.  The  recent  up- 
surge of  interest  in  breast  cancer  due  to  the  unfor- 
tunate experiences  of  2 of  our  first  ladies  has  pro- 
vided us  with  a mass  program  of  public  education  by 
the  audiovisual  media  that  could  not  be  matched  by 
ordinary  funding.  It  is  important  to  assess  the  ef- 
fects of  such  a program.  Physicians  were  deluged 
with  patients  who  wanted  breast  examination. 
Self-examination  resulted  in  an  inordinate  number 
of  real  or  imaginary  masses  discovered,  and  screening 
and  mammography  installations  were  overrun.  The 
anxiety  of  the  patient  often  put  the  surgeon  under 
pressure  to  do  biopsies;  undoubtedly  there  was  some 
increase  in  his  index  of  suspicion,  and  the  occasional 
equivocal  indication  became  a positive  one. 

It  is  important,  therefore,  to  review  our  indications 
for  breast  surgery  and  keep  a close  watch  on  the  ratio 
between  malignant  and  benign  findings  on  biopsy. 
For  that  reason,  we  reviewed  our  experience  for  the 
last  five  years  (Table  I). 

Results 

In  a total  of  1,208  biopsies,  401  showed  malignant 
findings  for  an  overall  percentage  of  33.2  or  a ratio  of 
1 in  3.  The  yearly  percentages  varied  from  29.9  to 
39.1  percent. 

A more  careful  breakdown  of  1974  shows  an  inci- 


TABLE  I.  Comparison  of  benign  and  malignant  breast 
biopsy  findings,  1970  to  1974 


Year 

Number 

Biopsies 

Number 

Benign 

r Malignant N 

Number  Per  Cent 

1970 

197 

120 

77 

39 

1971 

241 

169 

72 

30 

1972 

262 

172 

90 

34 

1973 

201 

142 

59 

30 

1974 

307 

204 

103 

34 

Totals 

1,208 

807 

401 

33 

dence  of  cancer  of  39.8  per  cent  for  the  first  nine 
months,  and  for  the  last  quarter,  following  the  pub- 
licized operations,  the  gross  number  of  biopsies  rose 
about  100  per  cent,  and  the  incidence  of  malignancy 
to  benignity  dropped  to  24.6  per  cent.  Were  we,  in 
fact,  doing  more  biopsies  than  indicated,  or  was 
public  awareness  leading  to  the  recognition  of  more 
benign  than  malignant  disease? 

Each  case  was  reviewed  for  indication  and  found 
satisfactory. 

We  then  reviewed  the  pathologic  conditions  and 
found  identifiable  abnormality  in  every  specimen  but 
also  found  the  sharpest  increase  in  fibroadenomata. 
This,  then,  reflected  some  immediate  results  from 
mass  self-examination.  Many  dominant  masses 
were  discovered,  and  the  majority  of  them  were  be- 
nign. This  is  reasonable  since  an  undiscovered  be- 
nign tumor  will  remain  in  the  breast  indefinitely, 
whereas  a malignant  one  will  eventually  become  more 
evident,  and  the  patient  will  seek  medical  aid.  There, 
were  also  a small  number  of  mirror-image  biopsies 
and  biopsies  following  mammographic  suspicion 
which  tended  to  dilute  the  ratio.  Approximately  15 
per  cent  of  the  mirror-image  biopsy  findings  were 
positive,  but  the  number  is  too  small  to  be  statisti- 
cally significant. 

Mammography  is  exceedingly  important,  but  may 
act  as  a double-edged  sword.  The  ratio  of  malig- 
nancy to  benignancy  must  also  be  watched  carefully 
to  verify  the  radiologist’s  expertise.  In  any  event,  the 
ratio  of  malignant  to  benign  biopsy  results  must  be 
constantly  assessed  to  maintain  standards  of  per- 
formance. An  incidence  on  biopsy  of  25  to  35  per 
cent  malignant  disease  has  for  many  years  been  an 
acceptable  figure. 

Conclusion 

There  is  some  basis  for  variation  beyond  the  reach 
of  competent  surgeons  as  related  to  selective  patient 
groups,  mirror-image  practices,  and  availability  of 
screening  data.  Nevertheless,  the  most  important 
factor  is  the  identification  of  the  indicated  case  for 
surgery  and  the  appropriate  procedure  for  that  par- 
ticular patient.  Normal  breasts  have  lumps.  To 
remove  a tender  premenstrual  mass  in  the  tail  of  the 
breast  of  an  eighteen-year-old  girl  or  to  excise  a cyst 
which  could  be  aspirated  is  not  in  the  best  interest  of 
the  patient,  just  as  doing  a splendid  radical  mastec- 
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tomy  in  a Class  IV  carcinoma  is  a triumph  of  tech- 
nique over  reason. 

The  continued  monitoring  of  the  ratio  of  malignant 
to  benign  breast  biopsy  results  is  a simple,  reliable 
method  reflecting  the  best  continuing  audit  on  jus- 
tifiable surgery  of  the  breast. 

Summary 

A five-year  review  of  the  ratio  of  malignant  to  be- 
nign biopsy  findings  on  a continuous  series  of  1,208 
cases  was  carried  out.  The  recent  upsurge  in  public 
interest  resulted  in  a sharp  increase  in  the  number 


of  biopsies  but  a significant  decrease  in  the  ratio  of 
malignant  to  benign  conditions.  Factors  such  as 
mirror-image  biopsies,  mammographic  indications, 
and  discovery  of  undisclosed  benign  lesions  such  as 
fibroadenomata  tended  to  dilute  the  ratio.  A review 
of  the  abnormalities  found  on  self-examination  jus- 
tified the  dilution.  A continued  monitoring  of  the 
ratio  of  malignant  to  benign  breast  biopsy  findings 
remains  as  the  most  valid  audit  of  justifiable  breast 
surgery. 

4802 — 10th  Avenue 
Brooklyn,  New  York  11219 
(DR.  DEGENSHEIN) 
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Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 


Each  gram  contains  Aerosporin"  brand  Polymyxin  B Sulfate  5,000  units;  zinc  A neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 

bacitracin  400  units;  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base);  B burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of 

special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.)  neomycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is 

foil  packets  affected,  especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other 

INDICATIONS;  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated)  aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 

for  topical  infections,  primary  or  secondary  due  to  susceptible  organisms,  as  in:  jjHwimiv  recommended.  PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged 

• infected  burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  use  may  result  'n  overgrowth  of  nonsusceptible  organisms,  including  fungi, 
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A medical  MBDS  (minimum  basic  data  set)  consists 
of  a group  of  selected  items  which  should  be  recorded 
during  encounters  between  patients  and  medical  care 
providers.  Aggregate  information  about  these  re- 
corded items  are  of  interest  to  multiple  groups. 
MBDS  reports  can  be  used  by  government  agencies 
for  health  planning,  epidemiologists  for  research,  and 
insurance  agencies  to  relate  charges  to  diagnostic  and 
demographic  information.  A standard  MBDS  re- 
porting or  encounter  form  could  reduce  clerical 
costs. 

Two  minimum  basic  data  sets  have  recently  been 
published  by  the  National  Center  for  Health  Sta- 
tistics. One  is  designed  for  hospital  use  and  is  in- 
tended to  be  used  for  abstract  purposes.  The  other 
is  proposed  for  use  in  the  ambulatory  care  setting  and 
attempts  to  define  a minimum  medical  record.  This 
report  compares  these  two  data  sets. 

Hospital  basic  data  set 

The  need  for  a uniform  hospital  abstract  MBDS 
was  declared  at  the  1969  Airlie  House  Conference  on 
Hospital  Discharge  Data.  The  functions  of  such  a 
data  set  were  summarized  as  follows1:  (1)  to  provide 
data  for  periodic  review  of  patient  management 
patterns;  (2)  to  provide  data  for  efficient  and  eco- 
nomical hospital  management;  (3)  to  relate  charges 
for  hospitalization  to  diagnostic  and  individual  pa- 
tient information;  (4)  to  provide  data  for  community 
and  regional  health  planning  bodies;  (5)  to  provide 
data  for  health  services  and  epidemiologic  research; 
and  (6)  to  provide  a common  insurance  claims  form 
for  use  by  private  insurance  carriers,  Blue  Cross,  and 
the  Social  Security  Administration. 

The  U.S.  National  Committee  on  Vital  and  Health 
Statistics  in  conjunction  with  the  Uniform  Hospital 
Abstract  Form  Subcommittee,  in  response  to  the 
Airlie  House  Conference,  produced  the  Uniform 
Hospital  Abstract:  Minimum  Basic  Data  Set.  This 
MBDS  contains  the  following  14  items:  (1)  person 
identification,  (2)  date  of  birth,  (3)  sex,  (4)  race,  (5) 
residence,  (6)  hospital  identification,  (7)  admission 
date,  (8)  discharge  date,  (9)  attending  physician,  (10) 
operating  physician,  (11)  diagnoses,  (12)  procedures 
and  dates,  (13)  disposition  of  patient,  and  (14)  ex- 
pected principal  source  of  payment. 

The  subcommittee  recognized  that  these  kinds  of 


data  were  currently  being  recorded  on  claims  forms 
for  third-party  payers  of  the  hospitalization,  and  also 
on  abstract  forms  for  various  medical  agencies.  They 
proposed  that  the  14  items  listed  could  serve  both 
needs.  The  subcommittee  chose  their  data  items 
carefully  and  wisely.  They  attempted  to  minimize 
transfer  of  data  from  the  medical  records  by  devel- 
oping a set  that  could  be  recorded  on  a single  in- 
strument for  multiple  users.  The  desired  effect  was 
to  reduce  clerical  work  rather  than  to  increase  it. 

Confidentiality  was  maintained  by  using  patient 
identification  numbers  rather  than  the  patients’ 
names.  Only  items  that  could  be  collected  with 
reasonable  accuracy  were  included.  Definitions  and 
specific  instructions  for  recording  each  item  were 
furnished.  A suggested  enlargement  of  the  data  set 
for  special  needs  was  also  developed.  Some  of  these 
additional  items  are:  patient  consultations,  volume 
of  laboratory  and  x-ray  studies,  tissue  studies,  and 
anesthesia. 

The  subcommittee  did  not  intend  to  specify  the 
content  of  a hospital  record.  The  MBDS  they  rec- 
ommend could,  under  no  circumstances,  be  consid- 
ered a minimum  complete  record.  Rather,  the  intent 
was  to  provide  data  which  would  be  useful  for  the 
potential  users  who  include  hospital  administrators, 
various  planning  groups  and  legislative  bodies,  and 
private  and  public  third-party  payers.  It  would  not 
be  possible  to  make  judgments  about  quality  of  care 
by  the  analysis  of  an  individual  data  set,  although  it 
may  be  feasible  to  draw  some  conclusions  by  a careful 
analysis  of  the  aggregate  data. 

Ambulatory  basic  data  set 

The  need  for  an  ambulatory  MBDS  may  be  even 
greater  than  for  a hospital  MBDS.  In  contrast  to 
adequate  hospital  morbidity  data,  virtually  no  reli- 
able information  is  available  about  the  health  prob- 
lems treated  in  the  ambulatory  care  setting.2  Also, 
in  recent  years,  physicians  in  ambulatory  settings 
have  encountered  increased  reporting  requirements 
from  third-party  payers  and  government  agencies. 
These  increased  demands  on  an  often  overburdened 
office  staff  could  be  eased  by  a carefully  defined 
ambulatory  MBDS  and  a universally  accepted 
MBDS  report  form. 

A conference  on  ambulatory  medical  care  records 
was  held  in  Chicago  in  1972. 2 The  conference  sug- 
gested the  following  as  a suitable  minimum  basic  data 
set.3  Registration  data  included:  (1)  person  iden- 
tification, (2)  residence,  (3)  date  of  birth,  (4)  sex,  (5) 
marital  status,  and  (6)  race. 

Encounter  data  included:  (1)  facility  identifica- 
tion, (2)  provider  identification,  (3)  person  identifi- 
cation, (4)  source(s)  of  payment,  (5)  date,  (6)  pa- 
tient’s purpose,  reason,  symptom,  or  complaint,  (7) 
diagnostic,  therapeutic,  or  management  procedures, 
and  (8)  disposition  of  patient. 

The  functions  of  this  data  set  as  proposed  by  the 
conference  were  similar  to  those  defined  for  the 
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Uniform  Hospital  Abstract:  Minimum  Basic  Data 

Set.4 

At  the  conference,  much  discussion  was  devoted 
to  clarifying  the  distinction  between  the  Minimum 
Basic  Data  Set  and  the  medical  record.4  The  intent 
of  the  conference  was  not  to  restructure  the  medical 
record  but  to  encourage  the  incorporation  of  certain 
basic  data  in  the  record  so  that  they  will  be  available 
for  reporting  and  analysis  as  needed  by  the  health- 
care provider  himself  or  by  external  agencies.  The 
content,  structure,  orientation,  and  computerization 
of  medical  records  were  seen  as  topics  for  another 
conference  or  conferences.1 2 

The  conference  proposed  that  the  National  Com- 
mittee on  Vital  and  Health  Statistics  be  responsible 
for  refinement  and  further  development  of  an  am- 
bulatory MBDS.  In  response  to  this  charge,  the  U.S. 
National  Committee  on  Vital  and  Health  Statistics, 
in  cooperation  with  consultants  on  ambulatory 
medical  care  records,  produced  an  MBDS  which  was 
published  by  the  National  Center  for  Health  Sta- 
tistics in  August,  1974.5  The  committee  chose  the 
following  data  set.  Items  that  characterized  the 
patient  included:  ( 1 ) patient  identification  including 
name,  (2)  residence,  (3)  date  of  birth,  (4)  sex,  and  (5) 
expected  source  of  payment. 

Items  that  characterized  the  provider  included: 
(1)  provider  identification,  (2)  professional  address, 
and  (3)  profession. 

Items  that  characterized  the  patient  provider  en- 
counter included:  (1)  date  of  encounter,  (2)  place  of 
encounter,  (3)  reason  for  encounter,  (4)  findings,  (5) 
diagnosis  and/or  problem,  (6)  services  and  proce- 
dures, (7)  itemized  charges,  and  (8)  disposition. 

The  committee  deviated  from  the  task  for  which 
they  were  convened,  that  is,  to  produce  an  MBDS 
which  could  be  used  for  abstract  purposes.  Instead, 
they  have  chosen,  defined,  and  categorized  a set  of 
items  of  information  which  should  be  entered  into 
ambulatory  medical  care  records.  This  task  is  dis- 
tinct from  that  of  specifying  how  information  is  to  be 
abstracted  from  these  records.5  The  committee  re- 
defined their  task,  and  recommended  the  content  of 
a minimum  ambulatory  medical  care  record. 

Unfortunately,  the  MBDS  suggested  by  the  com- 
mittee cannot  function  as  a minimum  ambulatory 
medical  record  for  the  following  reasons: 

1.  The  item  “race”  was  omitted  from  the  data  set.  Al- 
though this  is  sometimes  difficult  information  to 
obtain,  it  can  be  an  important  determinant  of  mor- 
bidity and  mortality.  This  item  was  included  in  the 
Hospital  Basic  Data  Set  and  should  also  be  part  of  an 
ambulatory  medical  record. 

2.  “Itemized  charges”  need  not  be  included  in  the  pa- 
tient’s medical  record.  This  kind  of  information  is 
usually  recorded  on  an  encounter  form  and  trans- 
mitted to  the  business  section  of  the  facility  providing 
care,  where  charge  accounts  are  kept  as  separate 
records.  An  itemized  bill  should  be  sent  to  the  pa- 
tient, but  this  type  of  information  need  not  be  part 


of  the  patient’s  medical  chart. 

3.  The  specification  of  a minimum  patient  record  also 
requires  decisions  about  the  organization  of  the  rec- 
ord. Weed6  has  suggested  that  his  recommendations 
on  organization  and  format  can  enhance  the  use  of  the 
medical  record  for  retrieval  of  medical  data,  audit, 
and  feedback  to  the  physician. 

It  is  also  unfortunate  that  the  title,  Minimum 
Basic  Data  Set,  was  chosen  for  two  data  sets  that  are 
so  different  in  concept  and  utility.  Some  users  may 
attempt  to  use  the  ambulatory  MBDS  for  abstract 
purposes  with  poor  results.  Although  this  data  set 
does  not  function  well  as  a minimum  medical  record, 
it  is  also  not  suitable  as  a set  to  be  used  for  abstract 
purposes.  Inclusion  of  the  item  “Findings,”  which 
presumably  include  pertinent  parts  of  the  history, 
physical  examination,  and  laboratory  results,  would 
put  an  unreasonable  burden  on  health  care  providers 
and  would  provide  information  for  which  no  satis- 
factory classification  currently  exists.  The  item 
“reason  for  encounter”  provides  similar  taxonomic 
difficulties. 

Conclusion 

The  Uniform  Hospital  Abstract:  Minimum  Basic 
Data  Set4  appears  to  be  a useful  document  in  the 
hospital  setting.  The  recently  published  Ambula- 
tory Medical  Care  Records:  Uniform  Minimum 

Basic  Data  Set5  is  designed  as  a minimum  medical 
record  rather  than  as  an  abstract  device.  A mini- 
mum data  set  that  can  function  as  an  abstract  of 
ambulatory  records  is  needed  to  reduce  clerical  work 
and  to  provide  important  information  required  by 
multiple  groups.  The  U.S.  National  Committee  on 
Vital  and  Health  Statistics,  with  their  consultants  on 
ambulatory  medical  care  records,  should  reconvene 
and  address  itself  to  this  vital  task. 

Director  of  Research 
The  Family  Medicine  Program 
885  South  Avenue 
Rochester,  New  York  14620 
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The  Revolutionary  War  brought  major  upheavals 
to  the  medical  scene,  as  well  as  to  the  more  familiar 
social  and  political  aspects  of  life  in  New  York  City. 
Full  achievement  of  political  independence  was  ac- 
complished after  periods  of  alternating  loyalist  and 
patriot  ascendancy.  The  effect  on  medicine  was 
highly  stressing  and  resulted  in  almost  complete 
disruption  of  continuity  of  medical  affairs. 

There  had  been  a long  prodrome  leading  up  to  the 
Declaration  of  Independence.  During  most  of  1775, 
those  loyal  to  England  and  the  moderates,  who 
wanted  to  stop  short  of  independence,  were  the 
dominant  political  forces.  However,  during  the  next 
year  a gradual  reversal  occurred.  The  absence  of 
effective  responses  from  London  to  the  grievances  of 
the  colonists,  the  skillful  maneuvering  of  the  radicals, 
and  the  military  successes  of  the  Boston  patriots  in 
withstanding  the  English  army  gave  strong  impetus 
in  support  of  those  advocating  independence.  John 
Adams,  passing  through  on  his  way  to  a meeting  of 
the  Continental  Congress,  wrote  that  New  York  City 
was  just  as  radical  as  it  had  been  Tory  six  months 
before.1 

The  summer  of  1776  brought  an  army  of  some 
17,000  revolutionaries  to  New  York,  nearly  doubling 
the  city’s  population.  Correctly  anticipating  a strong 
English  move  to  seize  New  York,  Gen.  George 
Washington  gathered  a hastily  mobilized,  hetero- 
geneous, and  untried  army  to  defend  the  city.  The 
troops,  mainly  short-term  enlistees,  came  from  var- 
ious origins  with  all  varieties  of  uniforms,  military 
training,  ordnance,  and  medical  support. 

This  army’s  defeat  in  November,  1776,  and  the 
capture  of  New  York  City  by  Gen.  William  Howe 
ushered  in  a long  tranquil  era  of  loyalist  ascendancy 
and  military  occupation.  After  the  British  defeat  at 
Yorktown  in  1781,  which  ended  the  military  conflict, 
New  York  City  continued  a loyalist  outpost  for  two 


years  until  the  patriot  victory  was  conclusively  set- 
tled at  the  peace  table  in  Paris  and  London. 

New  York  City  in  1776  and  1783 

In  1776,  New  York  was  a small,  graceful  city, 
abounding  in  fruit  trees  and  dotted  with  shade  trees 
and  green  parks.  Compacted  on  the  tip  of  Man- 
hattan below  City  Hall,  New  York  City  had  only 
about  20,000  inhabitants.  It  was  a mixture  of  cob- 
blestone streets,  wharves,  warehouses,  church  spires, 
and  houses,  with  sharply  stepped  roof  facades  in  the 
Dutch  manner,  interspersed  with  elegant  red  brick 
and  white-stone  trim  of  the  new  English  Georgian 
style.  It  was  a splendid,  prosperous  place  which 
enjoyed  the  benefits  of  trade,  shipping,  land,  com- 
merce, and  so  forth.  Already  it  had  evolved  a sizable 
aristocracy,  who  were  generally  landed,  often  Church 
of  England  people,  and  usually  of  Dutch  or  English 
origin.  This  relatively  conservative  faction,  which 
dominated  the  political  and  educational  as  well  as 
social  aspects  of  the  city,  tended  toward  loyalty  to  the 
crown.  On  the  other  hand,  there  were  large  numbers 
of  poorer,  more  democratic  people,  usually  more  re- 
cent arrivals,  whose  political  tendencies  favored  in- 
dependence. 

New  York  City  was  a very  different  place  after  the 
war.  It  had  physically  contracted  after  the  huge 
losses  resulting  from  the  devastating  fires  of  1776  and 
1778,  and  the  population  had  shrunk  to  about  10,000. 
The  graceful  ambience  had  gone.  Homes  were 
abandoned,  property  dispersed,  gardens  neglected, 
and  the  orchards  and  other  shade  trees  had  largely 
been  felled.2 

Medicine  in  pre-Revolutionary  War  era 

The  intellectual  side  of  medicine  in  the  eighteenth 
century  has  a strange  sound  to  modern  ears.  It  was 
in  transition  between  the  rational,  authoritative, 
theoretic,  and  philosophic  discipline  of  the  past — 
where  patients’  diseases  were  regarded  as  examples 
of  some  basic  principles — and  the  empiric  and  ex- 
perimental science  of  the  future.  The  dominant 
medical  thinker  was  Herman  Boerhaave  (1668  to 
1738),  a systematic  Leyden  philosopher  and  physi- 
cian. His  views  recognized  the  classic  four  humors 
of  antiquity,  but  included  as  well  several  paired 
forces,  such  as  solidity  and  fluidity,  hardness  and 
softness,  congestion  and  dryness,  rigidity  and  plia- 
bility in  the  body,  and  so  forth.  Diseases  occurred 
when  the  balance  between  these  opposing  forces  was 
upset.  Disease  was  treated  by  either  depletion,  that 


September  1976/New  York  State  Journal  of  Medicine  1 543 


is,  purges  and  bleeding,  or  by  strengthening  the  host, 
as  by  diet.  In  the  late  eighteenth  century,  much  of 
the  influential  medical  thinking  had  shifted  to  Ed- 
inburgh where  several  important  modifications  in 
Boerhaave’s  teaching  had  been  introduced,  especially 
by  William  Cullen,  M.D.  (1710  to  1790).  One  major 
advance  was  an  attempt  to  classify  fever;  Dr.  Cullen 
viewed  that  fever,  such  an  obvious  and  important 
sign  of  disease,  was  caused  by  contagions  and  mi- 
asmas, and  resulted  in  nervous  excitation  leading  to 
spasm  of  arteries.  However,  the  treatment  was  also 
bleeding  and  purging.  Although  the  philosophic 
basis  of  treatments  was  very  different  in  his  system, 
nevertheless  the  remedies  remained  the  same.3,4 

As  an  example  of  New  York  City’s  eighteenth- 
century  medical  thinking,  Cadwalader  Colden,  M.D. 
(1688  to  1776),  a very  distinguished  loyalist  physi- 
cian, botanist,  and  prewar  lieutenant  governor  of 
New  York  State,  wrote  to  Benjamin  Franklin  re- 
garding yellow  fever. 

The  motion  of  blood  in  capillaries  is  languid  and 
slower  than  natural,  all  evacuations  but  those  made  by 
Diaphoreticks  (which  evacuate  tips  of  capillaries)  are 
prejudicial;  . . . Colliquation  of  the  humors,  or  gangre- 
nous state  of  the  viscera,  which  according  to  the  no- 
tions of  Pestilential  fevers  ...  is  the  most  common  case 
in  them.5 

As  the  eighteenth  century  closed,  newer,  and  by 
today’s  standards,  more  physiologic  approaches 
began  to  appear.  Detailed,  empiric,  and  even  con- 
trolled observations  of  patients  were  made  by  British 
physicians.  Some  noteworthy  examples  of  these 
advances  were  John  Hunter’s  surgical  observations 
in  London;  James  Lynd’s  controlled  documentation 
of  the  comparative  effectiveness  of  various  scorbutic 
remedies;  John  Withering’s  use  of  foxglove  in  dropsy; 
and  Edward  Jenner’s  successful  proof  of  the  efficacy 
of  vaccination. 

Medicine  in  New  York  City  before  the  war 

The  medical  institutions  in  New  York  in  the  1770s 
included  the  Bridewell,  probably  an  ancestor  of 
Bellevue  Hospital;  the  Alms  House  (a  poorhouse 
built  to  domicile  about  700  paupers  founded  in  1717); 
and  New  York  Hospital,  the  latter  started  in  1769  but 
not  yet  quite  ready  for  patient  care  largely  because 
it  had  not  fully  recovered  from  a serious  fire  in  1775. 
There  was  already  in  existence  a medical  society,  the 
functions  and  influence  of  which,  if  any,  are  not 
known. 

Standards  of  medical  care  were  very  loose. 
“Quacks  abounded  like  locusts  in  Egypt.  We  have 
no  law  to  protect  the  lives  of  the  King’s  subjects  . . . 
(against  them).”6  In  1760  a much-needed  code 
regulating  medical  practice  was  passed.  Noting  that 
many  ignorant  persons  were  engaged  in  medical 
practice  to  the  “endangerment  of  lives  and  limbs  of 
their  patients,”  the  code  provided  for  examinations 
by  established  physicians,  licenses,  and  for  fines  for 
nonobservance.7  The  impact  of  those  codes  appears 


to  have  been  slight,  since  the  legislature  in  1792 
reenacted  similar  codes,  prefaced  with  a similar 
preamble  deploring  the  existing  poor  standards  of 
medical  care. 

Medical  ethics  had  been  eloquently  treated  by 
Bard8  at  King’s  College  Medical  School’s  first  grad- 
uation exercise  in  1769.  He  deplored  the  prevailing 
low  standards,  exhorted  much  higher  levels  of  pro- 
fessional deportment,  and  made  a number  of  specific 
recommendations  in  a speech  that  also  urged  the 
establishment  of  a teaching  hospital,  the  beginning 
of  New  York  Hospital. 

Many  charlatans  offered  miracle  treatments;  many 
were  merely  vendors  of  patent  medicines,  which  were 
openly  claimed  to  cure  wide  varieties  of  medical 
problems.  One  advertised  a complete  cure  for  ve- 
nereal disease,  gout,  nervous  states,  scurvy,  and 
pimples,  among  other  afflictions,  in  one  bottle  of 
medicine!  The  need  for  more  reputable  men  in 
medicine,  with  formal  medical  training  led  to  the 
establishment  in  1767  of  a medical  school  at  King’s 
College,  the  only  college  in  New  York  City.  Just  two 
years  previously,  the  first  medical  school  had  been 
founded  in  Philadelphia,  thus  making  King’s  Col- 
lege’s formal  medical  education  the  second  in  the 
colonies.  A stellar  faculty  of  6 graduates  of  European 
medical  schools  was  assembled.  Lectures  and 
demonstrations  were  given  in  the  three-story  King’s 
College  building,  just  northwest  of  St.  Paul’s  Church. 
The  first  2 M.D.  degrees  in  the  colonies  were  awarded 
to  Robert  Tucker,  1770,  and  Samuel  Kissam,  1771. 
However,  the  immediate  impact  of  King’s  College 
medical  education  on  New  York  City  medical  prac- 
tice must  have  been  disappointing.  Neither  Kissam 
nor  Tucker,  the  only  physicians  to  be  given  the 
prestigious  M.D.  degrees  before  the  war,  was  subse- 
quently to  practice  in  New  York  City.  The  total 
number  of  prewar  medical  students  who  enrolled  in 
the  medical  school  was  very  small.  Only  22  others 
were  entered,  of  whom  only  10  were  given  the  Bach- 
elor of  Medicine  degree,  and  few  of  these  men  were 
to  become  distinguished. 

New  York’s  physicians  in  1775  could  be  divided 
into  2 major  strata.  Most  had  been  taught  their  craft 
in  the  apprentice  system,  by  which  they  were  at- 
tached to  a practitioner  for  several  years,  until  ready 
to  attempt  a practice  on  their  own.  Mitchill9  says  of 
his  apprenticeship  to  Samuel  Bard,  M.D.  (1774  to 
1777): 

I was  taught  the  art  of  putting  up  prescriptions  in 
a neat  and  exact  manner.  Initiated  into  the  mysteries 
of  chemistry,  and  made  intimately  acquainted  . . . with 
the  materia  medica.  By  degrees,  the  symptoms  for 
disease,  and  the  indications  of  cure,  grew  familiar  by 
visiting  his  patients.  1 knew  the  operation  of  his  rem- 
edies. 

A few  apprentices  also  had  had  formal  medical 
training,  that  is,  they  had  attended  lectures  either  in 
a medical  school  or  by  an  outstanding  practitioner. 
Some  of  the  apprentices  went  on  to  study  medicine 
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TABLE  I.  Prominent  physicians  active  in  New  York  City  before  war 


— 

Physician 

Locus  of 
M.D.  Degree 

Loyalist/ 

Patriot 

r 

Before  War 

During  British 

During  1776  Occupation 

1 783  t<>  1 791 

John  Bard 

None 

Retired 

Surgeon 

Retired 

Retired  to  Hyde 
Park 

Operated  on  Washington, 
retired 

Samuel  Bard 

1765, 

Edinburgh 

Loyalist 

Physician  in  New 
York  City; 
professor  medicine. 
King’s  College 

Left  New  York 
City 

Practiced  in  New 
York  City 

Practiced  in  New  York 
City;  professor,  dean, 
trustee  at  Columbia 

Richard  Bayley 

None 

Uncertain 

Practice  in  New  York 
City,  in  London 

Surgeon,  English 
army 

Practice 

Practice  and  public 
health 

John  Charlton 

None 

Patriot 

Fashionable  practice 

Surgeon,  English 
army 

Practice 

Practice  and  public 
health 

Samuel  Clossy 

1751, 

Dublin 

Loyalist 

Anatomy  professor  at 
King’s  College; 
practice  in  New 
York  City 

Left  New  York 
City 

Surgeon’s  mate  in 
English  army, 
left  for  England 
1780 

In  England,  died  in  1784 

Cadwalader 

Colden 

1705. 

London 

Loyalist 

Botanist,  lieutenant- 
governor  New 
York  City ; not 
practitioner 

Fled,  died  1776 

James  Jay  (Sir) 

1753. 

Edinburgh 

Variable 

Practiced  in  New  York 
City,  London; 
knighted 

In  New  York  City 

In  New  York  State 
Senate  and 
England 

In  New  York  City 

John  Jones 

1751. 

Rheims 

Patriot 

Surgeon  in  New  York 
City ; professor 
surgery, Kings 
College 

Examiner  for  rev- 
olutionary med- 
ical service 

In  Revolutionary 
Army 

In  Philadelphia 

Peter  Middleton 

1752, 

St.  Andrews 

Loyalist 

Professor  physics. 
Kings  College 

Left  for  Bermuda 

Returned  1780, 
died  next  year 

James  Smith 

1764. 

Leyden 

Patriot 

Professor,  chemistry. 
Kings  College 

Left  New  York 
City 

Patriot  army  as 
surgeon 

J.  V.  B.  Tennant 

1764. 

Leyden 

Professor,  midwifery. 
Kings  College 

Died  1770 

abroad,  but  only  a few  stayed  long  enough  to  be  given 
the  prestigious  Doctor  of  Medicine  degree.  It  has 
been  estimated  that  3,500  medical  practitioners  were 
present  in  the  colonies  before  the  war;  only  400  had 
received  formal  training  and  of  these  about  one  half 
had  degrees.  Thus,  in  all  the  colonies  only  about  5 
per  cent  of  the  total  had  degrees.  It  is  hardly  sur- 
prising that  even  then  New  York  City  had  attracted 
many  more  physicians  with  medical  degrees  than  the 
national  average.* 

Most  of  the  better-known  and  more  influential 
New  York  City  practitioners  had  been  educated  in 
Europe.  They  were  often  aristocratic  in  style,  usu- 
ally had  the  fashionable  practices,  and  completely 
staffed  two  existing  academic  medical  educational 
institutions  in  the  colonies.  Even  with  the  most 
complete  academic  knowledge,  physicians  in  the  late 
eighteenth  century  were  limited  in  their  capabilities 
to  deal  with  disease.  Although  they  had  an  extensive 
repertoire  of  medicines  and  drugs,  there  were  only  a 
few  of  these  drugs  that  have  important  symptomatic 
activity  by  today’s  standards,  that  is,  digitalis,  opium, 
ipecac,  quinine,  alcohol,  cathartics,  rhubarb,  pep- 
permint, and  iron  as  cited  in  the  1816  Pharmacopeia 
of  New  York  Hospital.10  Their  surgical  procedures 
were  also  limited:  incising  boils,  amputations,  tre- 
panning, lithotomies,  passing  urethral  sounds, 
dressing  wounds,  and  so  forth.  It  was  an  era  when 
the  art  of  medical  practice  far  exceeded  the  scientific 
practice. 

* There  are  no  accurate  estimates  of  the  total  number  of  phy- 
sicians in  New  York  City  in  1775  but  something  like  30  to  40  might 
be  a reasonable  estimate.  Since  there  were  8 physicians  with  M.D. 
degrees,  the  city’s  average  would  seem  higher  than  this  national 
one. 


In  Table  I are  listed  the  medical  activities  of  a 
number  of  medically  distinguished  New  Yorkers 
before,  during,  and  after  the  war;  some  of  these  merit 
additional  comment.  John  Jones,  M.D.,  (1729  to 
1791),  a New  Yorker,  and  first  professor  of  surgery 
at  King’s  College,  had  written  an  important  and 
timely  book  on  management  of  trauma,  Plain  Re- 
marks on  Wounds  and  Fractures . 11  this  first  sur- 
gical text  in  North  America  was  published  just  in 
time  to  be  a great  help  to  the  surgeons  in  the  war. 

The  outstanding  physician  of  the  times  even  before 
the  war  was  the  youthful  Samuel  Bard,  M.D.,8  (1742 
to  1821)  just  back  from  London  and  Edinburgh 
where  he  had  completed  his  formal  education.  Even 
while  a medical  student,  he  corresponded  with  his 
surgeon  father,  John  Bard  (1716  to  1799),  about  his 
desire  to  establish  a medical  school  in  New  York  City. 
A flexible  loyalist,  with  a strong  loyalist  father  and 
a patriot  brother,  Dr.  Bard  was  successful  in  re- 
maining at  the  top  of  his  profession  almost  contin- 
uously during  the  political  and  military  turbulence 
that  lay  ahead.12 

One  of  the  more  unusual  physicians  was  James 
Jay,  M.D.  (1732  to  1815).  Unlike  his  distinguished 
and  steadfast  younger  brother,  John  Jay,  he  was 
unstable,  restless,  inconsistent,  and  lacked  sound 
judgment.13  A recipient  of  an  M.D.  degree  from 
Edinburgh  in  1753,  he  returned  to  New  York  City  to 
practice  medicine.  However,  he  seemed  to  develop 
more  interest  in  starting  medical  education  at  Kings 
College,  left  his  practice,  and  went  to  London  in  1763 
to  raise  money  for  that  purpose.  Successful  in  this 
goal,  he  was  knighted  by  King  George  III,  but  his 
failure  to  deliver  the  total  sum  raised  proved  scan- 


September  1976/  New  York  State  Journal  of  Medicine  1 545 


dalous.  His  return  to  New  York  City  impeded,  he 
started  up  a practice  of  medicine  in  London  instead, 
which  he  abandoned  on  the  eve  of  the  war.  Once 
again  in  New  York,  he  had  a checkered  career.  At 
first  a patriot,  Sir  James  helped  the  cause  by  making 
available  some  of  the  newly  discovered  invisible  ink 
for  his  brother’s  use,  and  then  served  in  the  revolu- 
tionary New  York  State  Senate  from  1778  to  1782. 
There  he  was  most  noted  for  his  opposition  to  most 
of  the  political  views  of  his  now  very  influential  and 
important  brother,  John.  Perhaps  with  sibling  ri- 
valry as  a main  contributory  factor,  he  went  to  Lon- 
don in  1782,  even  as  John  went  first  to  Spain  and 
then  to  Paris  to  help  negotiate  the  treaty  ending  the 
war.  Sir  James  had  the  audacity  to  attempt  a sepa- 
rate and  unauthorized  peace  negotiation  with  the 
English;  his  proposals  even  included  some  startling 
provision  for  the  eventual  return  of  the  colonies  to 
something  like  their  former  state.  The  English, 
aware  that  Sir  James  had  no  official  status,  were  re- 
lieved when  he  left  and  crossed  the  channel. 

In  Paris,  he  again  tried  to  thwart  some  of  the  del- 
icate negotiations  in  progress.  This  led  to  a con- 
frontation between  him  and  his  brother  John,  which 
had  the  effect  of  virtually  banishing  Sir  James  from 
the  Jay  family  affairs.  Although  it  was  evident  that 
Sir  James,  after  his  return  to  America,  played  no 
significant  part  in  politics,  he  did  resume  his  practice. 
He  was  one  of  several  who  petitioned  the  New  York 
State  legislature  for  the  establishment  of  the  College 
of  Physicians  and  Surgeons  in  1791.  He  did  keep  at 
least  a foothold  in  medical  affairs  by  becoming  a 
member  of  the  New  York  Medical  Society  in  1806;  as 
such,  he  became  one  of  the  dozens  of  trustees  for  the 
newly  started  College  of  Physicians  and  Surgeons. 

First  phase  of  the  revolution — patriotism 

As  the  summer  of  1776  arrived,  New  York  City 
became  increasingly  polarized  politically.  The  major 
arena  of  war  shifted  from  Boston  to  New  York,  where 
it  became  more  and  more  difficult  for  the  physicians 
there  to  avoid  making  critical  political  commitments. 
Neutrality,  the  usual  refuge  of  the  medical  profes- 
sion, became  increasingly  impossible.  Those  who 
sided  with  the  British  found  themselves  in  awkward 
positions  with  the  arrival  of  Washington’s  army  and 
with  the  Declaration  of  Independence.  The  patriot 
ascendancy  led  to  many  maltreatments,  even  per- 
secutions of  the  Tory  sympathizers14;  their  homes, 
properties,  and  medical  practices  were  abandoned. 
Among  the  Tory  physicians,  Cadwalader  Colden, 
M.D.,  fled  to  Flushing,  Peter  Middleton,  M.D.,  to 
Bermuda,  and  Samuel  Bard,  M.D.,  eventually  re- 
turned to  join  his  father,  John  Bard,  in  his  spacious 
farm  in  Hyde  Park.  A few  stayed  in  the  city;  other 
physicians  sided  with  and  joined  in  the  revolutionary 
cause. 

Battle  of  New  York  City 

As  the  war  moved  to  New  York  City,  so  did  the 
1 7,000  to  20,000  soldiers  in  the  patriot  army,  as  well 


as  its  embryonic  medical  service.  The  army  medical 
corps,  created  by  a Continental  Congress  Act  in  July 
27,  1775,  authorized  the  appointment  of  a surgeon 
general,  and  several  subordinate  hospital  physicians 
and  surgeons,  together  with  additional  support  per- 
sonnel, without  mention  of  regimental  surgeons. 
The  first  surgeon  general,  Benjamin  Church,  M.D., 
facing  the  enormous  task  of  creating  de  novo  a 
medical  corps,  understandably  failed  to  avoid  heavy 
criticism  and  later  had  to  endure  the  ignominy  of  a 
court  martial  for  treason.  His  successor,  John 
Morgan,  M.D.  (1735  to  1789),  a fellow  Philadelphian 
and  also  later  a court  martial  subject,  brought  the 
medical  corps  to  New  York  City. 

Dr.  Morgan  proceeded  to  organize  a system  for 
medical  care  in  the  city  as  well  as  he  could.  Most  of 
the  larger  buildings,  even  including  New  York  Hos- 
pital, had  been  commandeered  by  General  Wash- 
ington to  billet  his  large  army.  Dr.  Morgan  had  to 
use  what  was  left  over,  that  is,  Kings  College  and 
some  private  houses,  as  temporary  hospitals;  he 
seemed  to  concern  himself  particularly  with  his 
supplies,  incredibly  small  in  relation  to  the  potential 
need,  especially  with  the  arrival  of  a powerful  English 
fleet  and  army  with  the  clear  intention  of  battling  the 
patriot  army  for  New  York  City. 

I am  well  off  in  the  general  hospital  except  in  a few 
particulars.  I have  provided  ten  thousand  bandages, 
have  some  hundred  old  sheets  and  a stock  of  medicines 
...  I have  of  capital  instruments  nearly  enough  for  hos- 
pital use.  But  in  the  meantime  what  is  to  become  of 
the  regimental  surgeon?  Should  I divide  my  stores 
amongst  them,  they  would  be  dissipated  and  ourselves 
left  destitute.  To  observe  a medium,  I have  orders  to 
be  issued  from  the  general  hospital  stores,  sixty  banda- 
ges, two  sheets,  four  tourniquets,  a quantity  of  lint  and 
tow  and  a chest  of  medicines  . . . Moreover,  symptoms 
of  putrid  fever  begin  to  appear  (typhus).15 

The  battle  between  the  regimental  surgeons,  who 
had  been  recruited  simultaneously  with  their  regi- 
ments and  led  to  believe  that  the  army  headquarters 
would  furnish  all  supplies,  was  to  rage  intensely  with 
the  hospital  surgeons.  If  the  hospital  supplies  were 
meager,  the  regimental  supplies,  such  as  tents,  bed- 
ding, dressings,  and  instruments,  were  almost  com- 
pletely absent.  Dr.  Morgan  was  reluctant  to  share 
his  supplies  with  the  regimental  surgeons.  It  is  no 
surprise  that  these  surgeons,  primarily  self-taught 
or  former  apprentices,  helped  undermine  the  aca- 
demically trained  surgeon  general. 

Recognizing  the  lack  of  battle-surgery  experience 
of  most  regimental  surgeons,  Dr.  Morgan  wrote 
generally  excellent,  detailed  instructions  about  the 
deployment  and  use  of  medical  resources. 

It  being  the  duty  of  the  regimental  surgeon  and 
mates,  in  case  of  action  in  the  field,  to  attend  the  corps 
to  which  they  belong,  in  order  to  dress  the  wounded  in 
battle;  they  are  to  take  a post  in  rear  of  the  troops  en- 
gaged in  action,  at  the  distance  of  three,  four  or  five 
hundred  yards,  behind  some  convenient  hill,  if  at 
hand,  there  to  dress  the  wounded  who  require  to  be 
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dressed,  on  or  near  the  field  of  battle.16 

Perhaps  it  was  idealistic  to  expect  a spot  just 
over  the  hill  to  be  found  for  the  field  station,  but  Dr. 
Morgan  wanted  his  surgeons  to  be  near  the  battle 
lines.  He  also  ordered  his  medical  corps  “(not)  to  be 
confined  only  to  those  officers  and  soldiers  who  are 
of  the  regiment  to  which  he  belongs.”  He  issued 
sound  and  well-argued  instructions  for  the  care  of 
bleeding  wounds,  fractures,  and  so  forth.  “The 
amputation  of  a limb  or  performance  of  any  capital 
operation,  cannot  well  take  place  in  the  heat  of  a 
brisk  action.”17 

Each  regimental  surgeon  and  mate  ought  to  have 
a portable  box,  with  suitable  divisions  for  containing 
his  lint,  bandages,  instruments,  and  other  implements 
of  surgery.18 

The  medical  consequences  of  crowding  an  enor- 
mous army  into  a small  city,  ill  equipped  to  house  and 
support  it,  were  devastating.  Typhus  and  dysentery 
raged  rampantly  and  perhaps  smallpox  may  have 
appeared.  The  extent  of  the  problem  of  infections 
in  this  army  is  seen  from  some  data  for  the  middle  of 
September,  1776,  which  showed  8,500  to  be  listed  as 
sick,  more  than  one  third  of  the  Army.  Perhaps  the 
luckier  ones  were  the  1,215  who  managed  to  make 
their  way  home  as  absent  sick.  There  they  could 
either  recover  or  not  without  the  possible  problem  of 
hospital-  or  camp-acquired  superinfection.  The 
6,098  classified  as  present  sick  presented  an  enor- 
mous problem  on  the  eve  of  a major  confrontation 
between  the  two  large  armies.  Dr.  Morgan  did  his 
best  to  evacuate  as  many  as  he  could  to  New  Jersey, 
and  reported  in  a letter  to  General  Washington.19 

I am  still  of  the  opinion  it  was  the  best  step  that 
could  have  been  taken  to  prevent  the  sick  falling  into 
the  hands  of  the  enemy,  unless  what  I mentioned  to 
your  Excellency  as  my  wish  could  have  been  accom- 
plished vis.:  That  protection  might  be  granted  to  the 
hospitals  on  both  sides,  and  the  sick  not  become  pris- 
oners of  war,  but  their  person  and  attendents  might  be 
privileged  and  safe,  as  was  the  case  between  the  French 
and  English  in  the  wars  of  Europe. 

In  the  battle  of  New  York,  General  Washington 
divided  his  army,  sending  a large  contingent  to 
Brooklyn  Heights  under  Gen.  Nathaniel  Greene.  As 
General  Greene’s  primary  surgeon,  Dr.  Morgan  sent 
John  Warren,  M.D.,  who  was  one  of  the  many  dis- 
tinguished Boston  and  Harvard  medical  Warrens.* 
The  battles  of  Long  Island  and  New  York  were 
brief  and  decisive.  The  British  quickly  made  the 
Brooklyn  Heights  region  untenable  and  then  chased 
the  patriots  out  of  Manhattan.  The  British  casual- 
ties were  perhaps  1,000;  the  estimate  of  Americans 
dead  was  600,  with  at  least  another  600  wounded  and 
about  4,000  taken  prisoner. 

The  battle  directly  touched  New  York  Hospital. 
John  Varick,  Jr.,  wrote  to  his  brother,  Richard  Var- 

* Another  was  the  physician  and  general,  James  Warren,  M.D., 
who  had  died  in  the  Battle  of  Bunker  Hill  only  a few  short  weeks 
earlier. 


ick,  an  aide  to  Washington  and  later  two-term  mayor 
of  New  York  City,  about  his  efforts  to  fortify  the 
building. 

April  1,  1776 

Dear  brother: 

My  battalion  has  founded  a breast  work  around  the 
hospital . . . composed  of  sod  and  dirt ...  10  feet  (thick) 

. . . about  7 feet  high  with  a 12  foot  ditch  surrounding 
the  whole ...  .20 

Inside  the  building,  preparations  had  been  made 
for  the  receipt  of  battle  casualties.  Solomon  Drowne, 
a hospital  surgeon,  wrote  to  his  sister  describing  some 
battle  events. 

Dear  Sally: 

Yesterday  afternoon  2 ships  . . . gave  us  a few  pass- 
ing broadsides  . . . and  sailed  stately  up  the  North 
(Hudson)  river.  But  shocking  to  tell,  we  had  6 fine  fel- 
lows killed  and  4 or  5 wounded  at  our  grand  battery, 
through  mere  carelessness  or  ignorance  . . . The 
wounded  were  brought  to  ye  Hospital  and  this  day  one 
had  his  arm  (all  ye  bones  broken)  taken  off.  He  was 
moved  to  the  new  city  hospital,  where  I now  attend 
him  . . . One  ball  came  into  ye  Hospital  yard,  struck  ye 
ground  at  a little  distance  from  us  ...  . 

Later  that  night,  he  wrote  a second  letter  de- 
scribing further  care  of  the  wounded. 

It  is  now  almost  night  and  a little  while  since  I re- 
turned to  my  chamber  from  carrying  medicine  to  1 of 
ye  wards  I have  care  of,  and  applying  poultice  to  a 
man’s  foot  over  which  a gun  carriage  ran  yesterday.21 

These  events  were  probably  the  first  surgical 
procedures  carried  out  in  New  York  Hospital,  and 
were  its  only  known  participation  in  the  medical 
events  in  the  Revolutionary  War.22 

The  patriot’s  turn  to  abandon  New  York  had  come, 
and  some  of  Manhattan’s  physicians  left  with  the 
Continental  Armies.  Malachi  Treat  (died  in  1795), 
a physician  appointed  to  New  York  Hospital  in  1774, 
was  the  surgeon  and  physician  general  for  the  Con- 
tinental line  during  the  war.  Other  physicians  who 
left  included  James  Smith,  M.D.,  (died  in  1812), 
Charles  McKnight,  and  John  Jones,  M.D. 

Although  the  actual  warfare  had  ceased,  never- 
theless New  York  City  had  to  cope  with  two  impor- 
tant sequelae  of  the  battle.  First,  there  was  a large, 
mysterious,  and  devastating  fire  which  destroyed 
nearly  one  sixth  of  the  city.  Second,  there  were  a 
vary  large  number  of  patriot  prisoners,  ill,  wounded, 
or  healthy,  but  who  needed  care. 

The  medical  situation  of  the  English  side  during 
and  after  the  battle  of  New  York  regarding  crowding 
and  infectious  diseases  was  strikingly  similar  to  the 
American  experience.  Schoepf,  one  of  General 
Howe’s  chief  surgeons,  wrote:  “From  (July  1776)  to 
October  most  of  our  men  were,  one  after  another,  in 
hospitals  on  Staten  Island  or  Harlem.  There  were 
very  few  who  escaped  an  attack  of  dysentery  or 
fever.”23 
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TABLE  II.  Prominent  physicians  active  in  New  York  City  during  war 


. . . . 

Physician 

Locus  of 
M.D.  Degree 

r 

Loyalist/  Before  War 
Patriot 

/Vet  1 Vlt  10S 

During  British  occupation 

1783  to  1791 

Christian  Michaelis 
John  Nooth 

1766,  Edinburgh 

Hessian 

Loyalist 

Surgeon 

Surgeon 

Chief  surgeon;  Hessian 
Surgeon;  general  English  army 

Returned  to  Europe 
Returned  to  England 

Phase  of  British  occupation  of  New  York 

Gradually  the  city  turned  toward  becoming  a 
peaceful  colonial  outpost  under  the  command  of  the 
English  military  authorities  who  held  a persistent 
hope  that  the  rebels  would  be  beaten  in  the  battle- 
field or  could  otherwise  be  persuaded  to  relent.  The 
English  and  their  loyalist  allies  set  about  making 
New  York  a viable  city.  The  port  was  reopened, 
commerce  resumed,  albeit  primarily  with  overseas 
sources,  fashion  reappeared,  and  even  the  theater 
reopened.  Many  houses  were  commandeered  for 
army  and  loyalist  use,  but  otherwise  law  and  property 
were  respected.  It  was  a time  of  relatively  lax  mo- 
rality. Initially,  New  York  was  a gay  city  with 
gambling,  cheap  claret,  balls,  receptions,  flirtations, 
scandals,  and  even  an  occasional  duel  when  passions 
surged  out  of  control.  Later  the  gaiety  faded,  and 
severe  hardships  appeared  as  the  English  lost  control 
of  most  of  the  countryside  and  were  hard  pressed  to 
obtain  adequate  produce  or  firewood  from  local 
sources.14  For  example,  the  New  York  Gazette  ad- 
vertised flour  at  16  shillings  per  pound  in  1776,  but 
by  1779  it  had  risen  to  80  shillings  per  pound,  and  a 
cord  of  firewood  fetched  £5. 24  The  problem  of 
housing  became  very  acute,  especially  after  a second 
fire  in  1778  destroyed  approximately  300  houses  on 
top  of  the  serious  fire  of  1776.  To  make  matters 
worse,  the  population  continued  to  rise  during  the 
war,  even  reaching  some  30,000  as  more  and  more 
loyalists  sought  refuge  there.  The  problem  of  large 
numbers  of  patriot  prisoners  was  dealt  with  by 
warehousing  them  in  terribly  overcrowded  houses 
and  prison  ships.  All  too  familiar  is  the  story  of  ne- 
glect, rampant  infectious  diseases,  and  high  death 
rates  in  these  prison  ships.25  Perhaps  the  prisoners’ 
endemic  smallpox  may  have  introduced  the  epidemic 
in  1779  that  raged  throughout  New  York,  driving 
some  of  the  townspeople  out  of  town  and  others  to 
attempt  the  controversial  variolation  procedure. 
Those  who  escaped  had  to  face  an  epidemic  of  ma- 
lignant fever  the  next  year. 

Medicine  in  the  city  appears  to  have  been  orga- 
nized along  British  regimental  lines  led  by  John 
Nooth,  M.D.  (Edinburgh  1766),  as  superintendent 
of  military  hospitals,  and  Christian  Michaelis,  the  gay 
and  learned  Hessian  physician  (Table  II).  Another 
was  Beaumont,  a British  regimental  surgeon  general, 
who  found  time  to  revive  and  manage  the  John  Street 
Theater  where  a number  of  seventeenth-  and  eigh- 
teenth-century classics  were  performed.15 

A few  loyalist  physicians  appeared  to  have  stayed 
in  the  city  during  this  era.  One  was  John  Charlton, 


formerly  a physician  at  the  Court  of  George  III  before 
coming  to  New  York  with  the  British  Army  prior  to 
the  war.  He  married  a prominent  New  York  girl  and 
set  up  a fashionable  practice  which  included  much 
of  the  aristocracy  before  the  war.  He  appears  to  have 
remained  in  Manhattan  throughout  the  military 
upheavals  and  resumed  a prominent  place  in  medical 
and  social  affairs  after  the  war.  It  was  said  his  short, 
stout  silhouette  and  his  florid  complexion  made  him 
instantly  recognizable,  especially  in  his  stylish  car- 
riage which  he  customarily  used  to  make  his  medical 
house  calls.  Charlton  must  have  been  well  regarded, 
since  he  was  made  president  of  the  New  York  Med- 
ical Society  shortly  after  its  organization  in  1794.26 

Another  important  loyalist  was  Richard  Bayley 
(1745  to  1801).  Educated  partly  by  John  Charlton, 
he  had  gone  to  England  for  additional  studies  in  1769. 
On  his  return  to  New  York  City  he  joined  his  former 
mentor,  who  became  his  father-in-law,  in  medical 
practice.  Despite  these  auspicious  beginnings,  he 
returned  to  England  in  1775  for  further  study.  He 
entered  the  Revolutionary  War  as  a regimental  sur- 
geon in  General  Howe’s  army,  being  along  with 
Samuel  Clossy,  M.D.,  the  only  2 New  Yorkers  to  have 
served  in  the  English  military  medical  corps.  Bayley 
managed  to  arrange  a military  discharge  in  1777  to 
devote  his  full  time  to  the  care  of  his  dying  wife  in 
New  York  City.  He  appears  to  have  remained  in 
civilian  practice  during  the  war  and  somehow  after- 
wards was  able  to  overcome  these  political  liabilities 
and  retain  a position  of  prominence  in  New  York 
medicine.  His  esteem  was  such  that  he  had  no  dif- 
ficulty in  securing  permission  to  give  lectures  on 
anatomic  subjects  in  one  of  the  unused  rooms  in  New 
York  Hospital  in  1787.  It  was  primarily  his  collec- 
tion of  anatomic  specimens,  dispersed  in  the  Doctors’ 
Riot  of  1788,  when  a group  of  rampaging  New 
Yorkers  tore  through  New  York  Hospital  and  later 
throughout  the  streets  of  New  York  seeking  vengence 
on  physicians  because  of  alleged  grave  robbing.27 
Bayley  would  have  been  especially  welcome  in 
modern  pathologic  circles  in  view  of  his  wide  interests 
in  medicine,  which  included  diphtheria  and  yellow 
fever  as  well  as  public  health.26 

Along  with  other  lay  loyalists,  some  former  New 
York  physicians  returned  to  the  garrisoned  city.  One 
of  these  was  Samuel  Bard,  who  had  lent  his  consid- 
erable talents  in  helping  Dr.  Morgan  set  up  the  mil- 
itary hospital  system  before  the  city’s  fall.  As  Gen- 
eral Howe’s  army  landed,  Dr.  Bard  left  for  the  safety 
of  his  father’s  home  in  Hyde  Park.  However,  after 
an  unsuccessful  trial  of  making  vendible  salt  from  sea 
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TABLE  III.  Prominent  physicians  active  in  New  York  City  after  war 


Physician 

Locus  of  M.D. 
degree 

Loyalist/ 

Patriot 

r 

Before  war 

Activities 
During  British 
occupation 

A 

1783  to  1791 

John  Cochran 

None 

Patriot 

Surgeon  in  New 
Jersey,  Served 
in  French  and 
Indian  War 

Surgeon  in  Patriot 
Army,  fourth 
surgeon  general 

Staff,  New  York 
Hospital,  practiced 
in  New  York  City 

Ebenzer  Crosby 

Studied  at  Harvard, 
Penn 

Patriot 

Surgeon 

Surgeon  to  Wash- 
ington’s guard 

Professor,  midwifery, 
Columbia 

David  Hosack 

Student 

Distinguished  physi- 
cian, important 
medical  educator 

Charles  McKnight 

None 

Patriot 

Surgeon 

Senior  surgeon 
patriot  army 

Practiced  in  New  York 
City ; professor, 
Columbia 

Samuel  L.  Mitchill 

None 

Patriot 

Student 

Medical  student 
of  Bard 

Senator,  distinguished 
physician,  medical 
educator,  edited 
1st  U.S.  Journal 
of  Medicine 

Wright  Post 

None 

Patriot 

Youth 

Apprentice  to 
Bayley 

New  York  Hospital 
surgeon;  professor, 
surgery,  Columbia 

Nicholas  Romayne 

1778,  Edinburgh 

Student 

Medical  student 

Distinguished  physi- 
cian, controversial; 
important  medical 
educator 

William  P.  Smith 

None 

Patriot 

Surgeon,  hospital 
department; 
patriot  army 

Professor  materia 
medica,  Columbia 

James  Tillary 

None 

Scotland 

Surgeon,  English 
army 

Settled  in  New  York 
City,  surgeon,  New 
York  Hospital 

Malachi  Treat 

None 

Patriot 

Surgeon,  New 
York  Hospital 

Physician  general, 
patriot  army 

Surgeon,  New  York 
Hospital 

water  in  New  Jersey,  he  returned  unobtrusively  in 
1777.  At  first  politically  suspect,  perhaps  because 
his  brother  was  an  officer  in  the  Revolutionary  Army, 
he  gradually  resumed  his  position  of  medical  prom- 
inence. He  had  David  Matthews,  the  loyalist  mayor, 
as  a patient  and  friend,  and  he  appeared  to  have  been 
closely  associated  with  John  Nooth,  M.D.12 

Another  to  return  was  Peter  Middleton,  who  re- 
turned from  Bermuda  in  1780.  His  attempt  to  re- 
sume his  important  position  in  the  medical  scene  was 
ended  by  his  death  the  next  year.  Samuel  Clossy  was 
another.  An  anatomist  and  distinguished  King’s 
College  teacher  with  loyalist  tendencies  despite  his 
Irish  origins,  he  left  the  city  in  May,  1776.  He  kept 
inserting  advertisements  in  the  newspapers  to  reas- 
sure his  students  that  he  was  about  to  return,  but 
when  he  did  so  in  October,  1776,  he  found  that  his 
students  had  dispersed.  Without  his  students,  and 
snubbed  by  the  British  and  the  loyalists,  he  was  un- 
able to  resume  his  practice  of  medicine  satisfactorily. 
In  fact,  he  was  reduced  to  accepting  the  position  of 
surgeon’s  mate  (a  sort  of  apprentice)  in  the  British 
Army.  This  rank  was  surprisingly  low  in  view  of  his 
M.D.  degree  from  Dublin  and  his  previous  career  as 
professor  at  Kings’  College.  When  his  ambition  to 
become  hospital  surgeon*  was  thwarted  by  Dr. 

* Which  hospital  Dr.  Clossy  served  in  is  not  clear.  It  was  not 
New  \ ork  Hospital  since  it  had  been  converted  into  barracks  for 
English  and  Hessian  troops.  It  may  have  been  King’s  College 
which  did  serve  as  a military  hospital  during  the  war.4 


Nooth,  Dr.  Clossy  gave  up  and  returned  permanently 
to  England  in  1780.28 

Another  person  with  European  medical  training, 
Edinburgh  1753,  was  the  Reverend  Samuel  Seabury, 
a member  of  a family  with  many  generationsof  prel- 
ates and  physicians  of  considerable  distinction. 
Struggling  to  keep  alive  early  in  the  English  occu- 
pation, Reverend  Seabury  tried  to  make  a go  of  a 
practice  of  medicine  briefly  before  he  was  appointed 
a chaplain  to  a loyalist  regiment.29  Seabury  is  most 
noted  for  his  strong  role  as  priest  apologist  for  the 
crown  in  the  years  immediately  before  the  war  and 
for  his  becoming  the  first  Episcopal  bishop  in  the  new 
Republic  after  the  War.30 

New  republic — rebuilding  New  York  medicine  in 
1783  to  1791 

As  the  English  left  in  November,  1783,  and  the 
victorious  patriots  reentered  New  York  City,  thou- 
sands of  loyalists  had  fled,  abandoning  their  homes 
and  property  to  escape  the  heat  of  patriot  vengence.31 
Ahead  lay  the  major  task  of  picking  up  the  threads 
and  reweaving  the  commercial,  social,  economic,  and 
medical  life  of  the  city.  Aside  from  a handful  of  Tory 
physicians  with  uncertain  political  and  medical  fu- 
tures, there  was  very  little  continuity  in  the  medical 
field  between  1776  and  1783;  the  medical  practi- 
tioners had  been  dispersed,  and  there  was  a vacuum 
of  medical  leadership.  New  practices  were  to  be 
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founded  and  new  practitioners  were  required.  The 
medical  void  was  quickly  filled  up  as  the  city  grew  in 
size  (Table  III).  In  1786  the  New  York  City  Direc- 
tory listed  only  28  physicians,  although  by  1791  some 
40  new  ones  had  been  added.32  Several  physicians 
just  released  from  Army  services  started  up  practices 
in  New  York  City.  Malachi  Treat  reopened  a sur- 
gical practice  and  was  immediately  reappointed  to 
New  York  Hospital  as  a surgeon.  Another  was 
William  P.  Smith  (died  in  1796)  of  the  hospital  de- 
partment who  later  was  professor  of  materia  medica 
at  Columbia  University.  Then  there  w^as  Ebenezer 
Crosby,  who  had  been  educated  at  Harvard  and  the 
Philadelphia  Medical  School.  Crosby  was  formerly 
surgeon  to  Washington’s  Guard,  and  later,  in  1785, 
was  professor  of  midwifery  at  Columbia  University; 
his  early  death  in  1788  cut  short  a very  promising 
career.  Still  another  ex-Army  surgeon  was  John 
Cochran,  1730  to  1807,  former  hospital  surgeon 
general  for  the  middle  department  of  the  Revolu- 
tionary Army  who  resettled  in  New  York  City  to  es- 
tablish a thriving  medical  career. 

However,  it  was  primarily  around  Samuel  Bard 
once  again  that  the  city’s  efforts  to  restore  the  med- 
ical activities  rallied.  Immediately  after  the  war,  Dr. 
Bard  had  once  again  abandoned  his  house  to  join  his 
family  in  rural  Pennsylvania.  He  was  only  too  glad 
to  return  in  1784  to  help  reorganize  King’s  College 
which  had  been  renamed  Columbia  College.  Dr. 
Bard  was  named  trustee  and  given  the  chair  of  nat- 
ural philosophy  and  astronomy.  His  practice  once 
again  blossomed;  it  included  George  Washington, 
newly  chosen  first  president,  whose  carbuncle  was 
successfully  incised  in  1789  by  Dr.  Bard,  assisted  by 
his  father,  John  Bard. 

In  1783,  as  New  York  changed  hands,  a very  im- 
portant and  controversial  newcomer  burst  into  the 
medical  scene.  Nicholas  Romayne,  M.D.  (1756  to 
1817),  who  came  with  the  latest  and  best  regarded 
training  from  London,  Paris,  and  Edinburgh  (M.D. 
in  1780),  immediately  assumed  a highly  important 
position  in  medical  affairs.  His  practice  flourished 
and  his  medical  lectures  proved  very  popular.  It  is 
no  wonder  that  Columbia  College  made  him  a trustee 
and  gave  him  the  prestigious  chair  of  the  practice  of 
medicine  in  1784. 12 

Post-Revolutionary  War  medical  education 

After  the  war,  medical  education  seemed  to  con- 
tinue much  as  before,  with  the  apprentice  system 
predominating.  Some  of  the  apprentices  took  formal 
courses  at  the  more  notable  physicians’  offices.  A 
few  attended  the  lectures  at  Columbia  College,  and 
a very  small  number  studied  abroad.  New  York 
City’s  formal  medical  education  took  many  years  to 
become  firmly  established.  Columbia  College  at- 
tracted an  impressive  faculty  of  physicians  in  1784 
to  1791,  including  Wright  Post,  McKnight,  Crosby, 
and  William  P.  Smith,  as  well  as  Dr.  Samuel  Bard 
and  Dr.  Romayne  at  one  time  or  another.  However, 


the  student  enrollment  was  small.  Columbia  Col- 
lege’s initial  efforts  appeared  to  have  been  impeded 
by  differences  and  personality  clashes  between  Ro- 
mayne and  Bard.  They  were  further  hampered  by 
the  common  practices  of  distinguished  physicians, 
even  including  those  with  Columbia  College  ap- 
pointments, to  give  private  instruction  outside  the 
academic  circle.  Dr.  Romayne  was  especially  noted 
for  this  activity;  in  1790  to  1791,  he  had  37  and  56 
students,  respectively,  of  his  own,  although  Columbia 
College  had  none.  Dr.  Romayne  seemed  to  have 
tried  to  undermine  the  efforts  of  Columbia  College, 
even  while  serving  as  a trustee  and  faculty  member, 
by  negotiating  with  the  legislature  to  create  a rival, 
College  of  Physicians  and  Surgeons;  this  was  autho- 
rized in  1791,  but  was  not  actually  implemented  until 
1806,  with  Dr.  Romayne  as  its  leader.  By  1814,  Co- 
lumbia College  and  the  College  of  Physicians  and 
Surgeons  had  merged  and,  thus,  stable,  formal 
medical  education  was  established  permanently  in 
New  York  City. 

It  should  be  noted  that  the  formal  medical  edu- 
cation offered  there  consisted  mainly  of  theoretic 
lectures  and  did  not  offer  much  direct  patient  con- 
tact, probably  much  less  than  was  available  in  the 
offices  of  the  city’s  busy  physicians.  Hence,  the 
students  could  not  have  enrolled  to  learn  the  art  of 
medical  practice;  the  degree  of  Doctor  of  Medicine, 
although  important  and  prestigious,  was  not  a re- 
quirement for  the  practice  of  medicine.  Therefore, 
it  is  not  surprising  that  Columbia  College’s  initial 
efforts  to  impart  medical  education  bore  little 
fruit. 

Emergence  of  medical-care  institutions 

The  prewar  medical  institutions  had  received  hard, 
and  often  nonmedical  usages  during  the  war;  they 
needed  to  be  revived  and  restored  to  concentrating 
on  the  care  of  patients.  The  Alms  House  and  Bri  de- 
well were  rapidly  reconverted  and  extensively  used 
by  Dr.  Romayne  in  teaching  his  students.  But  the 
most  important  institution,  New  York  Hospital,  did 
not  open  for  patient  care  until  nearly  eight  years  after 
the  war.  It  had  been  repeatedly  set  back  by  fire,  war, 
inappropriate  use,  and  in  1788  had  undergone  further 
damage  during  the  Doctors’  Riot  rampages.  Finally 
in  1791  its  doors  opened  wide  for  the  care  of  patients, 
for  the  teaching  of  medical  students,  and  for  research. 
This  triad  of  functions,  which  had  been  prophesized 
for  it  by  Samuel  Bard  nearly  twenty  years  previously, 
replaced  the  prevailing  haphazard  clinical  instruc- 
tional practices  with  a systematic  and  structured 
series  of  patient-physician-student  contacts;  these 
were  to  become  the  hallmark  of  modern  medical 
education. 

Summary 

The  Revolutionary  War  proved  devastating  to  the 
medical  practitioners  of  New  York  City  by  forcing 
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them  to  choose  one  side  or  the  other.  Since  each  side 
had  a time  of  ascendancy  and  a time  of  complete 
overturn,  the  end  result  was  chaotic.  Very  little 
medical  continuity  resulted. 

Infectious  diseases  were  the  main  medical  problem 
in  the  war.  Many  more  lives  were  lost  in  the  over- 
crowded, unsanitary  camps,  hospitals,  prison  ships, 
and  prisons  from  infectious  diseases  than  were  at- 
tributed to  battlefield  actions.  The  ratio  may  have 
been  10:1. 

A newly  printed,  timely  textbook  on  surgery  by 
John  Jones,  M.D.,  may  have  assisted  a number  of 
surgeons  in  carrying  out  a better  standard  of  medical 
care  than  would  have  been  done  otherwise. 

The  Revolutionary  Army’s  medical  corps,  orga- 
nized partly  into  better-educated  and  higher-ranked 
hospital  surgeons  and  partly  into  regimental  sur- 
geons, had  inherent  seeds  of  division  and  strife.  It 
was  particularly  perilous  for  the  reputations  and 
careers  of  the  surgeon  generals. 

The  slow  pace  in  reestablishing  medical-teaching 
and  patient-care  institutions  after  the  war,  together 
with  the  slow  emergence  of  medical  leadership  un- 
fettered by  unproductive  personality  clashes,  meant 
that  New  York  City  trailed  Philadelphia  and  Boston 
in  medical  affairs  in  the  new  republic  for  many 
years. 

New  York  City  was  fortunate  to  have  a Samuel 
Bard,  M.D.,  with  outstanding  medical  skills  and  ex- 
tensive political  flexibility  to  provide  some  stability, 
together  with  medical  leadership,  during  these 
troubled  times. 

St.  Luke’s  Hospital  Center 
Amsterdam  Avenue  at  114th  Street 
New  York,  New  York  10025 
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* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indications  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 
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Founding  of  American 
Medical  Association 

Appearing  in  the  Bicentennial  History  of  Medi- 
cine section  of  the  July,  1976,  issue  of  the  Journal, 
under  the  heading  “Medical  Schools,’’  was  a report 
of  the  history  of  New  York  University  School  of 
Medicine.  The  following  statement  was  made: 

The  six  professors  bought  a large  granite  building  at 
659  Broadway,  known  as  the  Stuyvesant  Institute, 
where  the  Broadway  Central  Hotel  stood  for  many 
years.  Here,  in  1846,  the  American  Medical  Associa- 
tion was  organized. 

We  requested  further  information  of  the  AMA 
and  received  a most  helpful  letter  from  Warren  Al- 
bert, Associate  Director/Archivist,  who  said: 

. . .1  was  unaware  of  the  exact  location  of  the  meeting 
at  “the  Medical  Department  of  the  University  of  the 
City  of  New  York  . . . .”  as  reported  in  the  Transac- 
tions, and  by  Doctor  Davis  himself.  Actually,  the  final 
sentence  of  the  quote  is  a bit  in  error,  as  you  can  see 
from  the  enclosed  material.  This  initial  meeting  must 
have  been  a fascinating  one,  especially  when  there  was 
the  suggestion  that  it  be  cancelled,  “sine  die.”  Hence, 
the  AMA  became  a viable  body  only  in  1847  in  Phila- 
delphia. 

He  included  portions  of  the  work  by  Davis*  in 
which  pertinent  portions  were  indicated.  Following 
are  excerpts  from  this  report. 

From  the  minutes  of  the  proceedings  of  the  Na- 
tional Medical  Convention,  held  in  the  City  of  New 
York  on  May  5, 1846,  we  find  this  information: 

At  a meeting  of  the  National  Medical  Convention, 
held  pursuant  to  the  call  of  the  New  York  State  Medi- 
cal Society,  convened  in  the  building  of  the  Medical 
Department  of  the  University  of  the  City  of  New  York, — 
On  motion  of  Dr.  Edward  Delafield,  of  New  York,  Dr. 
Bell,  of  Philadelphia,  was  appointed  Chairman,  and 
Dr.  Buel,  of  New  York,  Secretary,  to  act  until  the  Con- 
vention be  duly  organized. 

For  background  material,  we  referred  to  Davis’s* 
book: 

The  American  Medical  Association  completed  its 
organization,  and  commenced  its  actual  existence  in 
the  city  of  Philadelphia,  during  the  first  week  in  May, 

* Davis,  N.  S.:  History  of  the  American  Medical  Association; 
Organization  up  to  January  1855,  edited  by  S.  W.  Butler,  M.D., 
Philadelphia,  Lippincott,  Grambo  and  Co.,  1855. 


1847.  But  a correct  knowledge  of  its  origin,  and  a just 
appreciation  of  the  motives  of  those  to  whom  the  pro- 
fession is  indebted  for  its  existence,  require  a knowl- 
edge of  the  doings  of  certain  individuals  and  societies 
during  several  years  previous  to  the  date  just  men- 
tioned. 

The  first  movement,  of  which  we  have  any  record, 
which  contemplated  a convention  of  delegates,  not 
only  from  all  the  medical  colleges,  but  also  from  the 
regularly  organized  medical  societies  throughout  the 
whole  country,  was  made  in  the  Medical  Society  of  the 
State  of  New  York,  at  its  annual  session  in  February, 
1839. 

John  McCall,  M.D.,  of  Utica,  offered  a preamble 
and  a resolution: 

Resolved,  That,  in  our  opinion,  such  convention  is 
deemed  advisable  and  important;  and  we  would  hence 
recommend  that  it  be  held  in  the  year  1840,  on  the  first 
Tuesday  in  May  of  that  year,  in  the  city  of  Philadel- 
phia. 

A circular  containing  this  preamble  and  resolu- 
tion was  sent  to  colleges  and  societies  throughout  the 
United  States,  as  well  as  to  prominent  members  of 
the  profession,  which  resulted  in  considerable  cor- 
respondence and  expressions  of  opinion.  A special 
committee  had  been  formed  to  report  on  such  com- 
munications and  to  plan  for  a convention.  The  need 
for  national  action  was  apparent. 

An  examination  of  this  correspondence  shows  that 
the  proposition  to  hold  a National  Convention  met 
with  a favorable  response  from  societies,  colleges,  and 
individuals,  throughout  the  whole  Union,  except  those 
colleges  located  in  Philadelphia  and  Boston.  To  the 
circulars  and  letters  addressed  to  the  Medical  College 
in  Boston,  and  the  two  oldest  colleges  in  Philadelphia, 
answers  were  returned,  respectfully  declining  to  take 
any  part  in  the  proposed  Convention.  The  then  re- 
cently organized  Pennsylvania  College,  located  in  the 
latter  city,  returned  a more  favorable  answer,  with  a 
promise  that  delegates  from  that  school  should  be  ap- 
pointed to  attend  the  Convention. 

In  accordance  with  the  recommendations  of  this  re- 
port, the  State  Society  appointed  sixteen  delegates  to 
attend  the  proposed  Convention,  and  accepted  the  in- 
vitation of  the  Faculty  of  the  New  York  University,  to 
hold  the  Convention  in  their  college  edifice;  commenc- 
ing at  10  o’clock,  A.M.,  on  the  first  Tuesday  in  May  fol- 
lowing. 

Bitter  opposition  and  contempt  for  the  whole 
plan  were  expressed  by  Prof.  Martyn  Paine  of  the 
medical  department  of  New  York  University,  in- 
cluding such  remarks  as 

. . .those  members  of  the  State  Medical  Society  who 
annually  convene  at  Albany,  and  do  the  mining  opera- 
tions, more  than  a bare  handful  of  the  outs,  and  were 
they  not  so  erroneously  supposed  to  represent  the 
voice  of  the  profession. 

There  is  an  aristocratic  feature  in  this  movement  of 
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the  worst  omen,  however  the  spirit,  by  which  it  is 
prompted,  may  belong  to  the  agrarian  policy.  It  is  op- 
pression towards  the  poor,  for  the  sake  of  crippling  the 
medical  colleges. 

But  scarcely  had  the  address  of  Prof.  Paine  reached 
the  remoter  sections  of  the  country,  before  the  chair- 
man of  the  Committee  of  the  New  York  State  Society 
received  a second  letter  from  Prof.  Huston,  of  Phila- 
delphia, stating  briefly  that  they  had  heretofore  de- 
clined to  appoint  delegates  to  the  proposed  Conven- 
tion, because,  it  having  been  called  to  meet  in  the  city 
of  New  York,  and  in  the  college  edifice  of  the  New 
York  University,  they  had  thought  it  calculated  to  at- 
tract undue  attention  directly  towards  the  medical 
schools  of  that  city.  But,  on  reading  “the  very  singular 
address  of  Prof.  Paine,”  they  were  satisfied  that  what- 
ever had  been  the  motives  of  those  who  called  the  Con- 
vention, it  was  not  designed  particularly  to  benefit  the 
medical  schools  in  the  city  of  New  York;  and  hence  he 
would  immediately  convene  the  Society  over  which  he 
presided,  to  take  into  consideration  the  propriety  of 
appointing  delegates. 

We  find  the  Faculty  of  the  medical  department  of 
the  New  York  University  violently  opposing  the  move- 
ment for  a National  Convention,  and  stigmatizing  its 
authors  as  “miners”  and  “outs,”  (even  after  they  had 
consented  to  have  the  meeting  held  in  their  own  col- 
lege-hall), because  it  originated  in  a State  society 
whose  meetings  they  had  entirely  neglected,  and  of 
whose  influence  they  were  jealous;  while  other  most  in- 
fluential schools  were  withholding  their  aid  and  co- 
operation, because  they  suspected  the  whole  move- 
ment calculated,  if  not  designed,  to  favor  in  a special 
degree  that  same  school  in  New  York. 

On  Tuesday,  May  5,  1846,  the  delegates  and  mem- 
bers of  the  profession  from  different  parts  of  the  Unit- 
ed States,  who  designed  attending  the  proposed  Na- 
tional Convention,  assembled,  in  accordance  with  the 
invitation  of  the  New  York  State  Society,  in  the  hall  of 
the  medical  department  of  the  New  York  University. 
They  were  called  to  order  by  Dr.  Edward  Delafield,  of 
New  York,  on  whose  motion  Dr.  John  Bell,  of  Philadel- 
phia, was  appointed  chairman,  and  Dr.  William  P. 
Buel,  of  New  York,  secretary,  until  permanent  officers 
should  be  duly  chosen. 

As  soon,  however,  as  the  officers  elect  had  been  con- 


ducted to  their  respective  places,  Dr.  Gunning  S.  Bed- 
ford, a colleague  of  Prof.  Martyn  Paine,  and  a delegate 
from  the  Faculty  of  the  medical  department  of  the 
New  York  University,  arose,  and  after  some  general  re- 
marks in  reference  to  the  benefits  of  a general  conven- 
tion of  medical  men,  moved  the  following  preamble 
and  resolution,  viz: — 

Whereas,  the  call  of  the  State  Medical  Society  of. 
New  York,  for  a National  Medical  Convention,  to  be 
held  in  the  city  of  New  York,  on  the  first  Tuesday  in 
May,  has  failed  in  a representation  from  one-half  of 
the  United  States,  and  from  a majority  of  the  medical 
colleges;  and  whereas,  the  State  Medical  Society  has 
emphatically  stated  that  there  is  no  mode  of  accom- 
plishing the  object  of  the  Convention,  without  concert 
of  action  on  the  part  of  medical  societies,  colleges,  and 
institutions  of  all  the  States,  therefore, 

Resolved,  That  this  Convention  adjourn  sine  die. 

This  proposition  was  immediately  seconded  by  Dr. 
G.  S.  Pattison,  a colleague  of  Professor  Bedford,  and 
delegate  from  the  same  Faculty.  This  proposition, 
coming  at  such  a time,  and  directly  from  the  represen- 
tatives of  the  school  in  whose  college  building  the  Con- 
vention had  assembled,  took  every  member  by  sur- 
prise. 

Several  motions  were  made,  having  for  their  object 
an  immediate  withdrawal  from  the  college  edifice  of 
the  New  York  University,  but  after  explanations  and 
apologies  from  both  Drs.  Bedford  and  Pattison,  the 
subject  was  laid  on  the  table.  A committee  of  nine  was 
then  appointed  “to  bring  the  subject  of  medical  educa- 
tion before  the  Convention,  in  the  form  of  distinct 
propositions,  suitable  for  discussion  and  action.” 

These  were  reported  to  the  Convention,  with  the 
recommendation  that  a committee  of  seven  be  ap- 
pointed on  each  subject,  whose  duty  it  should  be  to  re- 
port at  a meeting  to  be  held  in  the  city  of  Philadelphia, 
on  the  first  Wednesday  in  May,  1847.  The  same  Com- 
mittee also  recommended  the  appointment  of  a com- 
mittee of  seven,  “to  prepare  and  issue  an  address  to  the 
different  regularly  organized  medical  societies,  and 
chartered  medical  schools  in  the  United  States,  setting 
forth  the  objects  of  the  National  Medical  Association, 
and  inviting  them  to  send  delegates  to  the  Convention 
to  be  held  in  Philadelphia,  in  May,  1847. 

These  propositions  were  all  adopted  by  the  Conven- 
tion, and  the  required  committees  appointed. 
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Hospitals 

Manhattan  Eye,  Ear 
and  Throat  Hospital 

History  and  contributions 


BLAIR  O.  ROGERS,  M.D.,  P.C. 

New  York  City 

Attending  Surgeon,  Department  of  Prastic  Surgery,  Manhattan 
Eye,  Ear  and  Throat  Hospital;  Managing  Editor.  Aesthetic  Plastic 
Surgery;  Consulting  Editor,  Clinics  in  Plastic  Surgery;  Associate 
Professor  of  Clinical  Surgery,  New  York  University  Medical 
Center 

In  the  Spring  of  1869,  Ulysses  S.  Grant  had  just 
been  inaugurated  President  of  the  United  States. 
The  Civil  War  had  ended  four  years  earlier.  Many 
war  veterans  in  New  York  City  were  still  without 
jobs.  Wages  were  low,  and  the  daily  needs  of  those 
living  in  the  city’s  crowded  tenements  were  expensive 
and  almost  unobtainable.  The  city’s  hospitals  for 
the  poor  were  all  too  few,  and  were  noted  for  being 
understaffed,  overcrowded,  governed  by  politicians 
and  relatively  ineffective  in  providing  satisfactory 
personalized  care  for  those  who  qualified  as  charity 
patients.1 

Founding  of  hospital 

A small  group  of  New  Yorkers,  therefore — bank- 
ers, railroad  owners,  physicians,  and  lawyers — 
founded  a hospital  in  this  year  to  treat  the  poor  who 
were  going  blind  or  becoming  deaf.  As  members  of 
the  same  clubs,  and  related  to  each  other  in  some 
instances  by  marriage,  these  men  helped,  from  the 
very  beginning,  to  instill  into  the  spirit  of  the  hospi- 
tal, a club-like,  or  even  better  phrased,  a family-like 
atmosphere,  which  is  still  one  of  its  chief  and  most 
admirable  features  today.  How  did  it  come  about 
that  now,  one-hundred  seven  years  later,  this  famed 
hospital  is  still  unique  in  the  almost  familial  type  of 
personal  care  and  attention  it  gives  to  its  patients,  in 
a friendly  atmosphere  that,  unfortunately,  has  all  too 
rapidly  disappeared  from  many  other  modern  hos- 
pitals. Well,  there  must  be  some  answer  to  this 
question!  Perhaps  it  might  be  given  as  follows. 

At  the  Union  League  Club,  then  situated  in  the 
Jerome  Mansion  on  Madison  Square  East,  in  early 
1869,  the  already  famous  Cornelius  R.  Agnew,  M.D. 
(Fig.  1),  met  with  six  of  his  fellow  club  members  and 
other  leaders  in  the  life  of  New  York  City,  including 
the  equally  renowned  Daniel  B.  St.  John  Roosa,  M.D. 
(Fig.  2),  to  discuss  the  founding  of  an  eye  and  ear 
hospital,  whose  purpose  was  “. . . the  alleviation  of 


FIGURE  1.  Cornelius  Rae  Agnew,  M.D.,  1830-1888. 
Founder  and  surgeon  director  of  Manhattan  Eye  and  Ear 
Flospital,  1869-1888.  (Portrait  provided  through  courtesy 
of  Rare  Book  Room,  The  New  York  Academy  of  Medicine) 

the  sufferings  of  the  poor,  the  prevention  of  pau- 
perism, and  the  cultivation  and  diffusion  of  sound 
knowledge  of  all  that  relates  to  the  diseases  of  the  eye 
and  ear.”  2 Of  this  original  group  of  17  men,  3 were 
physicians  and  14  were  prominent  laymen. 

Bliss,  Brown,  Dodge,  Duncan,  Egleston,  Harriman, 
Lanier,  Milbank,  Paton,  Phelps,  Roosevelt,  Strong: 
these  were  the  names  of  some  of  the  first  directors 
and  founders  of  Manhattan  Eye  and  Ear  Hospital, 
names  that  figured  prominently  in  the  building  of  a 
city  and  a nation.  Their  common  bond  was  their 
concern  for  the  poor.  A man  losing  his  sight  in  those 
days  would  very  easily  lose  his  job  and  his  family 
could  not  eat.  Medical  care  might  help  him. 

On  May  5,  1869,  therefore,  these  influential  men 
had  obtained  from  the  New  York  State  Legislature 
a charter  to  found  a voluntary,  nonprofit  eye  and  ear 
hospital.3  The  humanitarian  spirit  which  moved 
these  men  was  not  uncommon,  however,  in  this 
postbellum  era.  In  1893,  Robert  Treat  Paine  stated: 
“. . . this  last  quarter  of  a century  has  witnessed  a 
noble  outburst  of  the  energies  of  good  men  to  help 
suffering  brethren.”  4 

Many  of  these  men,  especially  Agnew  and  Strong, 
were  deeply  religious,  fundamentalist  Christians,  who 
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FIGURE  2.  Daniel  Bennett  St.  John  Roosa,  M.D.,  1838- 
1908,  founder  and  surgeon  director  of  Manhattan  Eye  and  Ear 
Hospital,  1869-1900.  (Portrait  provided  through  courtesy 
of  Rare  Book  Room,  The  New  York  Academy  of  Medicine) 


did  not  pay  mere  lip  service  to  the  Golden  Rule,  but 
seemed  to  live  daily  by  its  concepts.  In  later  years 
Cornelius  R.  Agnew,  M.D.,  for  example,  while  serving 
as  an  appointed  Indian  commissioner  under  Pres. 
Chester  Arthur,  “. . . took  a journey  into  the  Indian 
country  ...  he  brought  from  that  journey,  an  Indian 
in  his  blanket,  who  was  nearly  blind,  subjected  him 
to  the  cleansing  and  civilizing  influences  of  the 
Manhattan  Hospital;  and  after  some  months,  with 
the  pecuniary  contributions  of  friends,  sent  him 
home  to  the  Indian  Territory,  a living,  seeing  apostle 
to  his  degraded  kindred.”  5 

“The  Negroes  of  Tappan  (near  his  country  home 
at  Palisades)  needed  spiritual  help.  He  repaired 
their  church  . . . and  soon  developed  a Sunday  School 
in  connection  with  it,  which  grew  under  the  fostering 
care  of  his  household.”  5 

First  hospital  site 

Is  it  any  surprise  then,  that  the  first  hospital  was 
conveniently  within  easy  walking  distance  of  his 
home  at  Madison  Avenue  and  39th  Street,  or  of  Dr. 
Roosa’s  office  at  Lexington  Avenue  and  30th  Street, 
where  they  both  could  be  always  on  the  scene 
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FIGURE  3.  First  temporary  hospital  building,  223  East  34th 
Street,  in  operation  from  October  15,  1869,  to  October  2, 
1881. 

whenever  the  hospital  needed  them.  The  hospital’s 
first  temporary  building  was  a rented,  converted 
five-story  brownstone  at  223  East  34th  Street  be- 
tween present  day  Third  and  Second  Avenues  (Fig. 
3).  The  building  still  stands  today,  although  in  a 
slightly  altered  condition.  It  was  one  house  in  a long 
row  of  brownstone  tenements  built  during  the  early 
days  of  the  city  plan  which,  in  1851,  changed  the 
character  of  a neighborhood  known  as  Kip’s  Bay, 
when  it  demolished  the  large  two-century-old  Dutch 
brick  farmhouse  of  Jacobus  Kip  to  make  way  for  the 
tenement  rows. 

Charity  cases 

The  actual  hospital  opened  its  doors  on  October 
15,  1869.  It  had  a capacity  of  13  beds,  and  no  pro- 
vision was  made  for  private  patients.  It  was  a poor 
man’s  hospital.  It  was  open  at  all  hours  for  receiving 
indoor  patients,  and  at  2:00  P.M.  daily  except  Sun- 
days for  outdoor,  outpatient,  clinic  visits.  Patients 
were  asked  to  pay  what  they  could,  if  they  could,  and 
most  of  them  weren’t  able  to  pay  anything.  Finan- 
cially the  hospital  was  maintained,  however,  through 
contributions  from  the  board  of  directors,  other  in- 
terested people,  and  some  grateful  patients.  No  City 
or  State  aid  was  sought  or  accepted.  Officers,  di- 
rectors, and  physicians  served  gratuitously.  Almost 
from  its  opening  day,  it  was  evident  that  this  tem- 
porary building  was  too  small.  In  the  first  fourteen 
months  of  its  existence,  the  hospital  staff  treated 
1,717  eye  and  ear  patients,  and  294  operations  were 
performed  in  its  cramped  quarters. 
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In  the  first  annual  report,  published  in  1871, 
therefore,  the  board  of  directors  revealed  that  they 
had  very  wisely  already  selected  a site  at  Park  Avenue 
and  41st  Street,  with  a frontage  of  100  feet  on  the 
avenue  and  80  feet  on  the  side  street,  and  purchased 
it  for  $50,000.  By  the  time  this  first  report  was 
printed,  the  value  of  the  property  had  already  in- 
creased to  $100,000  largely  due  to  . . the  proximity 
of  the  Grand  Railway  Station,”  which  subsequently 
became  the  Grand  Central  Depot,  and  then  the 
Grand  Central  Station  which  we  know  today.  The 
plan  was  to  build  this  new  and  permanent  hospital 
as  soon  as  ample  funds  became  available.  The  se- 
lection of  this  site,  however,  was  not  merely  a hit- 
or-miss  affair.  The  industrial  barons  of  this  post- 
Civil  War  period  included  many  who  had  made  their 
fortunes  in  railroads  and  the  real  estate  properties 
associated  with  railroad  rights.  Messrs.  Phelps, 
Duncan,  Lanier,  Roosevelt,  and  Dodge  were  all  canny 
businessmen  who  were  not  only  bankers  but  directors 
and  owners  of  railroads  as  well.  They  anticipated 
and  knew  all  too  well  where  the  future  real  estate 
values  would  shoot  sky  high  and  where  the  hub  cen- 
ters of  a growing  city's  railroad  and  streetcar  com- 
munications systems  would  be  located.  It  is  perhaps 
quite  symbolic  that  only  five  days  after  the  hospital’s 
charter  was  granted,  the  Central  Pacific  railroad 
tracks  and  the  Union  Pacific  railroad  tracks  were 
linked  together  in  Utah  on  May  10,  1869,  thus 
spanning  the  continent  for  the  first  time.  One  might 
paraphrase  Henry  Adams  who  wrote:  “. . . the  world 
after  1865  became  a banker’s  (and  a railroad  man’s) 
world.”  6 

History  usually  repeats  itself,  even  in  the  problems 
of  modern  hospitals.  Manhattan’s  little  East  34th 
Street  brownstone  hospital  was  no  exception.  It  was 
apparently  plagued  from  its  very  inception  with 
certain  deceitful  candidates  for  its  charity  who  could 
well  afford  private  care.  But  the  hospital’s  laymen 
board  of  directors  and  its  surgeons  were  men  in  those 
days.  There  was  no  shilly-shallying,  no  social  service 
workups,  and  the  highly  moral  and  often  puritanical 
board  of  directors  stated  in  the  second  annual  report 
that  . . inquiry  is  gently  but  firmly  made  before 
registering  the  names  of  new  applicants  for  admis- 
sion, whether  they  are  entitled  to  partial  or  entire 
gratuitous  care.  If  neither,  they  are  informed  that 
they  are  not  entitled  to  benefits  of  the  hospital.”  3 
This  does  not  imply,  however,  that  the  morals  of 
cold-hearted  Calvinism  dominated  the  hospital  ad- 
mission policy.  Far  from  it!  From  the  human  in- 
terest standpoint,  in  the  first  annual  report  a number 
of  cases  were  cited  by  the  surgeon  directors  who  wrote 
a separate  report  in  such  homey  terms  that  one  re- 
alizes that  not  only  did  they  feel  very  deeply  for  the 
problems  of  their  patients,  but,  in  addition,  they 
expected  the  annual  report  would  be  read  by  men  of 
substance  and  a sense  of  charity.  Such  men,  it  was 
felt,  might  be  willing  to  contribute  if  their  heart- 
strings could  be  reached  by  relating  in  the  report  a 


few  of  the  pathetic  stories  concerning  cases  treated 
at  the  hospital. 

Types  of  medical  cases 

One  such  was  that  of  “. . . an  old  man,  who  was  once 
in  affluent  circumstances,  but  had  lost  his  property. 
He  . . . was  brought  to  the  Hospital  blind.”  He  re- 
gained the  sight  in  one  eye  and  “. . . in  three  months 
was  again  able  to  read  and  write,  and  he  is  now 
earning  his  bread.” 

Or  another  case:  “.  . . a poor  man  who  was  a wid- 
ower, and  his  four  small  children  came  into  the 
Hospital  with  ophthalmia  contracted  in  their  over- 
crowded tenement  from  a child  who  had  returned 
diseased  from  the  Westchester  Reformatory.  They 
formed  a piteous  group  and  were  in  immediate  dan- 
ger of  blindness.  They  were  ragged  and  unclean; 
special  arrangements  were  made  to  cleanse,  clothe, 
and  treat  them  . . . they  were  all  saved  from  blind- 
ness.” 

The  fame  of  the  hospital  had  already  spread  within 
the  first  year  or  two  of  its  existence,  for  in  the  second 
annual  report  the  surgeon  directors  stated:  “. . . a 
man,  aged  28,  begged  his  way  from  Texas  to  enter  the 
Hospital.  He  was  entirely  blind  in  one  eye  and  could 
count  fingers  with  the  other  eye  at  four  inches  only. 
He  was  operated  upon,  and  vision  sufficient  for 
reading  the  finest  print  resulted.”  In  this  same  re- 
port, the  surgeons  described  “. . . a girl  fourteen  years 
of  age  . . . admitted,  threatened  with  hopeless 
blindness.  She  was  operated  upon,  and  so  restored 
as  to  be  able  to  earn  her  own  living.”  It  is  interesting 
that  in  these  days  prior  to  effective  child  labor  laws, 
a girl  only  fourteen  years  of  age  was  probably  con- 
sidered a fair  candidate  for  earning  her  own  liv- 
ing. 

In  1871,  the  eye  surgeons  diagnosed  2 cases  of 
amblyopia  potatorum  and  1 case  of  tobacco  amaur- 
osis, rare  and  somewhat  incomprehensible  disorders 
today.  But  the  poor  living  standards  and  personal 
hygiene  of  patients  living  in  tenements  in  those  early 
years  is  reflected  in  the  fact  that  cases  of  conjuncti- 
vitis, blepharitis,  or  keratitis,  with  an  infectious  basis, 
accounted  for  two-fifths  of  all  patients  seen  at  the  eye 
clinic  and  described  in  the  first  annual  report;  28 
cases  of  trachoma  were  also  seen  in  these  first  four- 
teen months  of  the  hospital’s  operation,  a disease 
rarely  seen  today  in  New  York  City. 

For  those  interested  in  the  development  of  plastic 
surgery  and  ophthalmic  plastic  surgery  at  the  hos- 
pital, the  first  annual  report  also  listed  8 operations 
for  entropion,  33  canthoplasties,  and  1 plastic  oper- 
ation for  restoration  of  the  external  canthus. 

Contributions 

The  early  annual  reports  also  tell  of  gifts  received 
by  the  hospital.  These  were  welcome  items  indeed, 
particularly  during  the  poor  times  of  the  mid-1870s, 
following  the  financial  panic  and  depression  of  1873. 
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Since  the  depression  lasted  nearly  five  years,  it  could 
not  have  arrived  at  a more  inopportune  time  for  this 
young,  fledgling  hospital.  Paton  and  Co.,  in  1872, 
supplied  the  hospital  “. . . nearly  the  whole  year  with 
firewood.”  In  1873,  Mrs.  R.  D.  Fulton,  donated  eight 
rocking  chairs,  and  Mrs.  Roosa,  some  old  linen.  In 
the  difficult  year  of  1874,  the  Presbyterian  church 
which  Dr.  Agnew  attended,  took  up  a Thanksgiving 
collection  for  the  hospital  which  totaled  $886.45. 

In  addition,  Dr.  Agnew  personally  almost  doubled 
his  annual  contributions  to  the  hospital,  which  came 
to  the  considerable  sums  of  $825.33,  $745.00,  and 
$871.00,  for  the  years  1873,  1874,  and  1875  respec- 
tively, a considerable  sum  in  those  days,  when  some 
of  the  hospital’s  lay  board  of  directors  reduced  their 
annual  contributions  to  sums  as  low  as  a mere  $50. 
or  $100.  Such  dedicated  selflessness,  as  shown  by 
Agnew,  is  perhaps  one  of  the  reasons  the  final  para- 
graph in  an  obituary  written  in  the  Archives  of 
Ophthalmology  following  his  death  on  April  18, 1888 
stated:  “He  was  a public  spirited  citizen,  an  enthu- 
siastic and  generous  supporter  of  many  charitable 
and  scientific  enterprises,  a forcible  speaker,  a fluent 
lecturer,  an  eminently  practical  and  instructive 
clinical  teacher,  a refined  and  hospitable  gentleman, 
a warm-hearted  friend,  an  uncompromising  oppo- 
nent in  questions  of  principle,  an  active  and  orthodox 
Presbyterian,  without  being  intolerant  . . . His 
monument,  however,  will  be  the  Manhattan  Eye  and 
Ear  Hospital,  where  his  spirit  will  live  in  the  works 
of  his  associates  and  followers,  and  his  memory  in  the 
hearts  of  thousands  of  patients  . ...”  7 

In  1874,  John  J.  Sperry  gave  the  hospital  a ton  of 
coal,  J.  H.  Tieman  and  Co.,  a box  of  laundry  blue,  and 
in  the  following  year,  1875,  Tieman  and  Co.  increased 
their  contribution  to  three  boxes  of  laundry  blue!  In 
1875  Mrs.  Brown  gave  six  cakes  of  soap  and  Mrs.  J. 
Murphy  six  pounds  of  tea.  In  1876  a friend  con- 
tributed 12  Japanese  paper  spittoons.  Among  other 
things  Dr.  Agnew  gave  the  Hospital  a sack  of  oatmeal, 
and  Dr.  Roosa  gave  money  to  repair  the  hall  clock. 

Ophthalmology  and  otology 

From  its  earliest  years  the  hospital  learned  that 
patients  grouped  generally  under  the  only  two 
available  clinics,  eye  and  ear,  were  better  and  more 
rapidly  treated  as  further  specialization  gradually 
developed  in  its  clinics.  In  1872  the  directors  stated 
therefore,  that  “in  as  much  as  experience  shows  that 
many  diseases  of  the  ear  arise  directly  from  affections 
of  the  throat  . . . the  directors  on  the  tenth  of  De- 
cember opened  a separate  department  for  the  care 
of  throat  affections.”  8 

In  1876,  a department  for  nervous  diseases  was 
added,  but  this  was  discontinued  in  1896  because  of 
shortage  of  space  in  the  second  hospital  on  Park 
Avenue.  The  Victorian  sense  of  morality  and  naivete 
on  matters  of  sexual  development  was  revealed  in 
several  annual  reports  from  this  department  which 
listed  masturbation  as  a neurologic  disorder. 


In  the  third  annual  report,  for  1872,  it  was  noted 
that  after  three  years  of  operation,  364  physicians 
and  medical  students  had“‘. . . availed  themselves  of 
the  advantages  afforded  by  the  hospital  for  instruc- 
tion in  ophthalmology  and  otology.”  Considering 
the  minuscule  size  of  this  little  clinic-hospital  on  34th 
Street,  this  was  an  amazing  accomplishment  in- 
deed. 

Nurses’  training 

Almost  from  its  beginning  on  34th  Street,  nurses 
from  other  institutions  were  assigned  to  daily  work 
in  the  hospital’s  clinics  and  they  received  some  in- 
struction in  their  duties  to  patients  with  diseases  of 
the  eye,  ear,  and  throat.  After  the  opening  of  the 
hospital  at  41st  Street  and  Park  Avenue  in  1881,  this 
instruction  was  continued  and  its  scope  enlarged  by 
means  of  lectures  conducted  by  members  of  the  vis- 
iting staff.  Instruction  of  resident  and  nonresident 
nurses,  and  also  of  nurses  from  other  institutions, 
other  states,  and  other  countries,  has  continued  to 
the  present  day. 

In  1900  a postgraduate  school  for  nurses  was  es- 
tablished with  a curriculum  for  three  to  six  months 
of  didactic  and  practical  instruction. 

In  1873,  during  the  difficult  financial  year,  the 
board  of  directors  were  shrewd  enough  to  rent  out  the 
lots  which  they  had  purchased  for  the  site  of  the 
second  hospital,  for  the  sum  of  $250.  The  financial 
crisis  continued,  and  because  of  lack  of  funds  the 
sixth,  seventh,  eighth,  and  ninth  annual  reports  were 
never  written  in  the  copious  and  detailed  manner 
which  was  the  accepted  form  in  previous  years. 
Despite  this  crisis,  however,  the  hospital  was  able  not 
only  to  continue  its  work,  but  in  the  year  1876,  the 
board  of  directors  reported  that  they  were  able  to 
continue  to  lessen  the  indebtedness  of  the  hospital’s 
purchase  price  of  the  Park  Avenue  property.  At  this 
time  the  professional  staff  of  the  hospital  consisted 
of  a mere  14  medical  men. 

By  1879,  however,  the  number  of  medical  officers 
of  the  hospital  had  increased  to  22.  Seven  of  these 
were  members  of  the  board  of  directors,  whose  total 
consisted  of  22  men.  This  proportion  of  one  medical 
director  for  every  two  layman  directors  has  never 
been  achieved  within  recent  years. 

Second  hospital  site 

In  1879  the  move  to  the  new  hospital  site  and  the 
construction  of  a major  hospital  building  was  has- 
tened by  the  generous  contribution  of  $25,000  to  the 
hospital  by  the  Hon.  Edwin  D.  Morgan  who  had  been 
governor  of  New  York  State  during  the  Civil  War. 
This  sum  cleared  the  hospital  of  its  debt  and  placed 
the  institution  almost  immediately  on  a very  solid 
financial  basis.  The  excavation  for  the  new  building 
on  the  Park  Avenue  site  took  place  informally  when 
the  first  shovelful  of  earth  was  turned  on  the  morning 
of  April  19, 1880.  The  material  of  the  new  hospital 
was  brick  with  red  sandstone  trimmings.  The  board 


1 558  New  York  State  Journal  of  Medicine/ September  1976 


FIGURE  4.  Second  hospital  building,  103  Park  Avenue, 
corner  of  East  41st  Street,  in  operation  from  October  3,  1881, 
to  October  30,  1906. 


of  directors,  in  the  decennial  report  were  proud  when 
they  stated  that  the  basement  floor  would  contain 
ample  provision  . . for  Turkish  and  other  baths . . . 
and  . . . nearly  every  room  in  this  hospital  will  have 
an  open  fireplace,  in  addition  to  ventilating  flues 
everywhere.”  The  Turkish  baths  were  intended  for 
the  unclean  poor.9  In  addition,  arrangements  were 
made  in  the  new  hospital  for  isolating  cases  of  com- 
municable eye  diseases,  still  a very  serious  problem 
in  those  years.  The  new  building  was  intended  for 
the  treatment  of  20,000  dispensary  patients  a year. 

Before  moving  to  its  new  home,  in  1880  the  board 
was  proud  to  state  that  nearly  40,000  poor  people  had 
been  treated  in  the  old  stuffy  and  cramped  quarters 
on  34th  Street. 

In  1880,  one  year  prior  to  the  opening  of  the  second 
hospital,  the  board  of  directors  stated  in  the  annual 
report:  “. . . The  locality  of  the  new  edifice  is  a good 
one,  at  the  termini  of  surface  and  elevated  railways, 
and  within  site  of  the  Grand  Central  Depot.  Being 
on  the  slope  of  Murray  Hill,  while  it  is  easily  reached 
from  the  quhrters  of  the  poor,  it  enjoys  the  sanitary 
advantages  of  a good  porous  soil  and  proximity  to  a 
quarter  in  which  the  population  is  not  so  dense,  or  so 
indifferent  to  the  laws  of  health  as  to  create  local 
causes  of  disease.  Moreover,  those  who  in  such 
numbers  frequently  pass  its  doors  to  their  comfort- 
able homes,  and  have  the  heart  and  the  money  to  do 
it,  will  be  reminded  of  the  duty  and  privilege  of 
keeping  its  treasury  supplied  with  adequate 
funds.”  10 

Following  another  very  generous  gift  by  Gov. 
Edwin  Morgan,  finally,  on  October  3, 1881,  the  first 
clinic  was  held  in  the  new  building  at  103  Park  Ave- 
nue, and  a new  era  had  begun  for  the  hospital  (Fig. 
4).  In  addition  to  surgical  beds  for  75  patients,  there 
were  clinics  for  outpatients,  and  for  the  first  time  the 
hospital  had  its  own  pharmacy  and  optical  depart- 
ment, quarters  for  the  nurses,  and  for  the  resident 
staff.  It  was  as  fine  a hospital  as  could  be  built  at  the 


time,  and  the  idea  that  it  would  ever  be  too  small  was 
unthinkable,  but  that  was  in  1881.  By  1903,  29,000 
patients  a year  were  being  cared  for  and  the  last  word 
in  hospitals  had  once  again  been  outgrown. 

A continued  listing  of  the  year-by-year  problems 
of  the  hospital  can  by  this  time  be  a bit  boring  to  the 
reader.  It  is  perhaps  better,  therefore,  to  emphasize 
only  a few  of  the  early  unique  firsts  and  other  con- 
tributions provided  by  staff  members  to  the  poor  of 
New  York  for  which  the  hospital  had  become  justly 
famous. 

One  of  the  most  interesting  was  the  report  in  1881, 
for  the  first  time  in  America,  by  Edward  Talbot  Ely, 
M.D.,  of  the  correction  of  protruding  ears  in  a young 
boy  who  came  to  the  new  hospital.  He  “. . . com- 
plained that  his  companions  ridiculed  him  because 
of  the  prominence  of  his  ears,”  an  often-told  story  of 
schoolboys  from  time  immemorial.11 

Dr.  Ely’s  life  was  tragically  short,  1850-1885;  he 
had  originally  joined  the  hospital  staff  in  1876  and 
lived  only  thirty-five  years,  but  in  those  few  brief 
years  in  addition  to  his  original  first,  dealing  with  the 
protruding  ear,  he  also  published  reports  describing 
treatment  of  acute  suppuration  of  the  middle  ear  and 
of  pyemia  following  mastoid  abscess,  of  the  medical 
effects  of  tobacco  on  the  upper  respiratory  system, 
on  refracting  the  eyes  of  newly  born  children,  on  skin 
grafting  in  chronic  suppuration  of  the  middle  ear,  and 
he  also  served  as  one  of  the  coeditors  with  Dr.  Roosa 
of  Ophthalmic  and  Otic  Memoranda  which,  by  the 
time  of  his  death,  had  already  gone  through  three 
editions.12 

Admission  of  private  patients 

In  1887,  one  year  before  Dr.  Agnew  died,  private 
patients  were  admitted  for  the  first  time  to  the  in- 
stitution. Their  numbers  gradually  increased  al- 
though there  were  only  a few  at  first.  One  should 
remember  that  hospitalization  of  well-to-do  patients 
was  rather  unusual  at  this  time.  People  who  could 
afford  to  pay  for  surgical  or  medical  care  usually 
preferred  to  be  operated  on  or  treated  in  their  own 
homes;  in  those  years  statistics  actually  showed  that 
fewer  cases  of  pyemia  and  septicemia  occurred 
among  patients  who  were  operated  on  in  their  homes 
than  among  those  in  hospitals. 

Dr.  Agnew  has  been  given  credit  by  medical  his- 
torians for  the  first  canthoplasty  operation  for  cor- 
rection of  divergent  strabismus  which  he  first  de- 
scribed in  1866.  He  also  wrote  a highly  original  ar- 
ticle in  1875  describing  the  use  of  canthoplasty  as  a 
remedy  for  certain  diseases  of  the  eye,  especially 
those  in  which  it  was  necessary  to  protect  the  cornea 
from  irritation  caused  by  a contracted  palpebral  slit 
or  roughness  of  the  palpebral  conjunctiva  secondary 
to  diseases  such  as  granular  lids  with  pannus,  gran- 
ular lids  with  ulcerative  keratitis,  entropion,  and  so 
forth.  The  operation  actually  lengthened  the  pal- 
pebral slit,  and  thereby  helped  to  minimize  the  cor- 
neal irritation. 
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Dr.  Roosa  was  a prolific  writer,  contrary  to  the 
fairly  limited  output  of  Dr.  Agnew,  and  he  is  perhaps 
best  known  for  his  famous  Textbook  of  the  Diseases 
of  the  Ear,  Nose  and  Pharynx,  published  with  the 
coauthor,  Beaman  Douglass,  M.D.13  Many  credit 
him  with  being  the  founder  of  the  New  York  Post- 
Graduate  Medical  School,  the  first  of  its  kind  in  the 
country,  of  which  he  served  as  president  for  many 
years,  and,  interestingly,  among  some  of  his  many 
other  achievements  is  an  article  written  with  affec- 
tion on  The  Old  New  York  Hospital;  an  Historical 
Sketch, 14  and  his  book  A Practical  Treatise  on  the 
Diseases  of  the  Ear,  Including  the  Anatomy  of  the 
Organ, 15  which  between  the  years  1873  and  1891 
went  through  seven  editions.  In  one  of  his  books 
published  in  1880,  A Doctor’s  Suggestions  to  the 
Community . . .,16  he  waxed  eloquent  on  the  benefits 
to  be  obtained  from  the  daily  bath.  His  robust  Vic- 
torian nature  is  evidenced  in  his  observations  and 
generalizations,  which  one  can  be  sure  he  deeply 
believed  in,  such  as  the  following  . . the  English 
nation  may  be  regarded  as  the  best  representative  of 
a people  with  sound  minds  and  sound  bodies,  and 
perhaps  their  bathing  habits  have  had  something  to 
do  with,  their  present  good  physical  condition  as  a 
race.  If  in  America  we  are  following  close  upon  them 
in  our  devotion  to  water  and  bathing,  I think  we  are 
following  them  in  exactly  the  right  way.” 

Dr.  Roosa  was  so  prominent  in  the  field  of  medical 
education  and  postgraduate  medical  education,  that 
a dinner  was  given  at  Delmonico’s  in  1904  which  was 
attended  by  some  of  the  most  important  medical 
leaders  in  the  United  States  at  that  time.  The  pro- 
ceedings of  this  dinner  were  published  in  a book  en- 
titled Twenty-One  Years  of  Post-Graduate  Medical 
Instruction . 17  William  Osier,  M.D.,  presided  over 
the  dinner  and  its  speeches.  The  purpose  of  the 
dinner  was  to  commemorate  the  twenty-one  years 
since  the  inauguration  of  postgraduate  medical  in- 
struction in  the  United  States.  Among  those  who 
attended  and  spoke,  in  addition  to  the  famous  Dr. 
Osier,  were  the  M.D.s  William  J.  Mayo,  W.  W.  Keen, 
Francis  Delafield,  Edward  G.  Janeway,  Robert  F. 
Weir,  William  H.  Welch,  William  L.  Halsted,  and 
Robert  Abbe. 

Hospital  publication 

The  hospital  had  a unique  publication  for  at  least 
fifteen  years.  Manhattan  Eye  and  Ear  Hospital 
Reports  were  published  from  1894  to  1898  when  they 
were  suspended  temporarily,  but  were  resumed  once 
again  in  1904.  Volume  15  of  the  Hospital  Reports 
in  1914  was  the  last  year  of  publication,  and  sus- 
pension was  probably  attributable  to  depletion  of  the 
staff  during  World  War  I.  Formal  articles  with 
photographic  and  diagrammatic  illustrations  of  cases 
were  included  in  each  yearly  volume.  As  an  example 
of  some  of  the  studies  presented,  it  might  be  noted 
that  6 cases  of  microtia  were  reported  in  the  first 
volume  in  1894;  successful  stretching  of  the  seventh 


nerve  to  correct  facial  spasm  in  1895;  an  operation  for 
the  correction  of  external  and  internal  deformities 
of  the  nose  caused  by  deflection  of  the  cartilaginous 
nasal  septum  in  1897;  the  treatment  of  entropion  and 
trichiasis  in  1904;  the  injection  of  paraffin  for  the 
correction  of  nasal  and  other  deformities  in  1904; 
malignant  neoplasms  of  the  ear  in  1905;  surgical 
treatment  of  ptosis  in  1906;  the  serum  treatment  of 
hay  fever  in  1907;  syphilitic  lesions  of  the  eyelids  and 
gonorrheal  conjunctivitis  in  1908;  three  new  plastic 
operations  on  the  nose  and  throat  by  Mackenty  in 
1912;  the  correction  of  nasal  deformities  by  the 
transplantation  of  bone  (rib)  in  1912;  an  exhaustive 
work  on  the  nature,  cause,  diagnosis,  and  principles 
of  surgical  relief  of  meningitis  in  1913;  and,  finally, 
in  the  last  volume,  2 cases  of  blepharochalasis,  the 
latter  of  great  interest  to  ophthalmic  plastic  surgeons 
today.18 

In  1901,  a school  of  ophthalmology,  otology,  and 
laryngology  was  established  for  postgraduate  edu- 
cation in  these  specialties.  Clinical  and  bedside  in- 
struction in  diseases  of  the  eye,  ear,  and  throat  was 
given,  and  these  courses  were  subsequently  enlarged 
by  means  of  extensive  lectures  and  operative  courses 
on  the  cadaver.  This  school  was  discontinued  in 
1928. 

In  1902,  a pathologic  laboratory  was  efficiently 
established  under  the  direction  of  a pathologist  in 
charge. 

The  number  of  patients  treated  in  the  second 
hospital  on  Park  Avenue  had  increased  from  1,717 
in  1869  at  the  old  temporary  building  to  28,478  in 
1903.  The  directors,  therefore,  decided  to  dispose 
of  their  property,  which  had  now  greatly  increased 
in  its  value,  and  planned  to  build  a much  larger  hos- 
pital in  a less  expensive  locality  by  buying  cheaper 
real  estate  in  some  crowded  tenement  district.  In 
this  year,  a great  explosion  in  the  Park  Avenue  sub- 
way took  place  resulting  in  a severe  financial  loss  to 
the  hospital.  Fortunately,  no  patients  were  killed 
and  only  a few  were  injured,  but  the  cost  of  repairing 
the  damage  was  approximately  $8,000. 

In  1904,  two  things  of  major  importance  happened. 
In  recognition  of  the  increasing  importance  of  the 
nose  and  throat  department,  the  board  of  directors 
voted  to  change  the  name  of  the  institution  to  Man- 
hattan Eye,  Ear  and  Throat  Hospital.  The  second 
occurrence  was  in  answer  to  the  question:  where  do 
we  go  from  here?  Negotiations  were  begun  for  the 
sale  of  the  Park  Avenue  property  and  the  purchase 
of  a new  site.  Its  value  was  judged  to  be  at  least  half 
a million  dollars.  The  present  location  of  the  hos- 
pital at  210  East  64th  Street  was  chosen,  and  two 
years  later,  in  1906,  construction  had  been  com- 
pleted. 

Third  hospital  site 

The  new  and  third  hospital  building  was  six  stories 
high  with  rooms  for  125  ward  beds;  35  private  rooms; 
large  clinics  and  examining  rooms;  separate  operating 
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FIGURE  5.  Third  hospital  building  in  1906.  In  operation 
from  October  31,  1906  to  present. 

rooms  for  eye,  ear,  nose,  and  throat;  and  a pathologic 
laboratory  (Fig.  5).  The  outpatient  facilities  made 
it  possible  for  at  least  600  patients  to  be  treated 
daily. 

With  the  opening  of  the  new  hospital  at  East  64th 
Street,  an  efficient  x-ray  department  was  established 
for  the  first  time. 

In  the  subsequent  sixty  years,  verticalization  and 
subspecialization  of  the  services  of  the  eye  and  ear 
clinics  at  the  hospital  took  place  rapidly,  so  that  a 
mere  listing  of  those  clinics  which  now  meet  on  a 
daily  or  weekly  basis  will  give  the  reader  a good  idea 
of  the  clinics’  scope.  The  Eye  Department  includes 
the  following  clinics:  retina  I,  uveitis,  cataract  I, 
ocular  motility,  myopia,  corneal,  glaucoma  I,  cataract 
II,  ultrasound,  glaucoma  II,  neurophthalmology, 
cataract  III,  ophthalmologic  plastic  surgery,  contact 
lens,  scleral  lens,  external  diseases,  retina  II,  fluo- 
rescein angiography,  glaucoma  III,  microsurgery, 
low-vision  aid,  electroretinography,  electromyogra- 
phy, and  photocoagulation-laser. 

Or  a list  might  just  as  easily  demonstrate  the  ver- 
satility of  the  Department  of  Otolaryngology  as  fol- 
lows: clinics  for  allergy;  bronchoscopy;  ear,  nose  and 
throat  emergency  ward;  hearing  and  speech;  neu- 
rology; tumor  (head  and  neck),  otology;  and  so 
forth. 

The  Department  of  Plastic  Surgery’s  clinic  for  the 
facially  disfigured  is  devoted  to  reconstructive  and 
corrective  surgery  of  not  only  every  conceivable  facial 
deformity,  congenital,  traumatic,  and  so  forth,  but 
under  its  expanded  program  now  treats  deformities 
of  other  portions  of  the  body  as  well. 


Hospital  firsts 

It  would  be  extremely  difficult  to  list  accurately, 
without  a prolonged  period  of  double-checking  and 
bibliographic  researching,  the  modest  claims  for  firsts 
made  by  the  hospital  itself,  or  by  present  and  past 
members  of  the  hospital  staff.  But  it  would  be 
remiss  not  to  mention  here  some  of  the  clinical  de- 
velopments of  which  present  members  of  the  staff  are 
justifiably  proud,  in  keeping  with  the  medical  firsts 
of  Dr.  Agnew,  Dr.  Ely,  Dr.  Roosa,  and  so  forth. 

— One  of  the  first  allergy  clinics  in  the  United 
States. 

Conservation  of  Hearing  Clinic,  established  in 
1926,  with  the  cooperation  and  assistance  of  the 
New  York  League  for  the  Hard  of  Hearing 
In  1937,  an  otologic  research  laboratory  for  study 
of  anatomy  and  pathology  of  hearing  established 
with  the  support  of  the  Central  Bureau  of  Re- 
search of  the  American  Otological  Society. 

— In  1942,  a special  diagnostic  and  treatment  clinic 
for  glaucoma  was  begun  with  the  assistance  of 
the  National  Society  for  the  Prevention  of 
Blindness. 

— In  1943,  the  Conservation  of  Hearing  Clinic  was 
expanded  for  complete  treatment  of  impairment 
of  hearing,  including  fenestration  surgery. 

— The  majority  of  the  present  members  of  the 
hospital  staff  believe  that  the  most  important 
contribution  in  the  one-hundred-year  history 
of  the  hospital  and  a real  first  was  the  estab- 
lishment of  the  world-famous  Eye-Bank  for 
Sight  Restoration,  Inc.,  by  R.  Townley  Paton, 
M.D.,  and  associates  in  1944. 

— The  Clinic  for  the  Facially  Disfigured,  opened 
for  the  first  time  in  1955  under  the  direction  of 
John  Marquis  Converse,  M.D.  It  was  the  first 
clinic  of  its  kind  in  the  country  supported  by  a 
specific  sponsoring  organization,  The  Society  for 
the  Rehabilitation  of  the  Facially  Disfigured, 
Inc. 

— The  hospital  was  also  one  of  the  earliest  to  de- 
velop a clinic  specifically  devoted  to  ophthalmic 
plastic  surgery  in  1955. 

— A clinical  center  for  the  therapeutic  use  of  scleral 
contact  lenses  in  treating  certain  diseases  of  the 
eye  was  introduced  for  the  first  time  in  this 
country  in  1963. 

— Manhattan  Eye,  Ear  and  Throat  Hospital  was 
the  first  in  the  country  to  have  a department  for 
ophthalmologic  cryosurgery,  1963. 

— It  is  also  believed  that  the  first  ultrasound  clinic 
for  ophthalmologic  disorders  was  founded  at  the 
hospital  in  1966.  The  first  phacoemulsification 
removal  of  cataracts  was  performed  at  the  hos- 
pital and  reported  by  Charles  D.  Kelman,  M.D., 
in  1967. 

This  list  goes  on  and  on.  But  let  us  return  to  the 
hospital  itself  for  one  last  brief  look  at  its  more  recent 
physical  development.  In  1917,  a seven-story  annex 
and  nurse’s  home  was  erected  on  the  part  of  the 
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hospital  grounds  which  faced  East  63rd  Street. 
Eight  years  later,  in  1925,  four  more  stories  were 
added  to  the  main  building,  and  in  1926  the  Metro- 
politan Throat  Hospital  merged  with  Manhattan. 
This  third  hospital  on  East  64th  Street  lost  none  of 
the  warmth  which  characterized  its  two  predeces- 
sors. 

The  New  York  Academy  of  Medicine  has,  in  its 
extensive  pamphlet  collection,  a report  entitled 
Notes  on  Everyday  Work  in  the  Hospital,  whose 
year  of  publication  is  absent  and  whose  author  is 
equally  unknown,  but  it  is  tentatively  given  the  date 
1910.19  It  is  perhaps  noteworthy  that  under  its  title, 
“The  Spirit  of  the  Hospital,”  the  following  was 
written,  which  could  just  as  well  apply  today: 

In  this  Hospital  there  seems  to  be  less  institu- 
tional rigeur,  so  productive  of  coldness  of  heart, 
than  is  often  seen  where  services  are  well  paid. 
Physicians  and  nurses,  instead  of  losing  sympa- 
thy, grow  with  each  year  more  humanly  and  per- 
sonally interested. 

The  Golden  Rule,  so  often  seen  in  print  and  so 
seldom  observed,  is  more  than  a maxim  of  mutu- 
al helpfulness  in  the  ward.  It  has  been  inculcat- 
ed into  the  daily  life  there. 

Men  recovering  from  operation  carry  trays  to 
their  comrades  still  in  bed  . . . 

A little  girl,  who  was  having  an  especially  tedi- 
ous time,  has  learned  to  help  the  nurse  prepare 
for  the  daily  adenoid  and  tonsil  newcomers. 

Coming  from  a society  where  each  day’s  strug- 
gle is  to  get  as  much  as  possible  from  their  fellow 
human  beings,  and  to  give  as  little  as  they  can  in 
return,  these  patients  learn  the  spirit  of  a society 
in  which  it  is  better  to  give  than  to  receive.19 

Conclusion 

This  then,  is  the  story  of  our  hospital  up  to  now, 
from  the  small  five-story,  cramped  quarters  of  a 
brownstone  on  East  34th  Street  to  the  world-famous 
210  East  64th  Street.  There  has  been  progress  from 
the  hospital’s  modest,  almost  humble  beginnings,  and 
there  will  continue  to  be  progress  in  its  further 
growth  in  the  second  one-hundred  years;  our  build- 
ings have  grown  larger,  and  our  numbers  of  physi- 
cians and  nurses  have  increased  with  each  passing 
decade.  Certainly  our  knowledge  of  eye,  ear,  nose, 
throat,  and  facial  disorders  and  deformities,  and  their 
cures  or  correction,  continues  to  grow.  Year  by  year, 
techniques  improve  under  our  very  eyes  in  methods 
to  fight  blindness,  deafness,  and  facial  disfigure- 
ment. 


Once  again,  our  board  of  directors  and  our  staff 
find  themselves  challenged  by  the  question  of  our 
overcrowded  clinics  and  the  strained  facilities  which 
“this  last  word  in  hospitals”  was  originally  supposed 
to  alleviate,  the  last  word  in  1925,  unfortunately,  and 
we  are  all  looking  forward  in  great  anticipation  to  the 
answer.  The  challenge  is,  of  course,  “where  do  we  go 
from  here?”:  Hopefully,  one  might  answer,  to  a 

fourth  hospital  building  built  on  the  hospital’s  ad- 
jacent property  where  its  increasing  physical,  so- 
ciologic, and  humanitarian  needs  will  be  satisfactorily 
met. 

875  Fifth  Avenue 
New  York,  N.Y.  10021 
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If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

*'  (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pam  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming). 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


•Please  note  unstable  angina  patients  may  be  refractory  to  all  long. acting  nitrates 


Pain  days’  significantly  re- 
duced with  Cardilate"  (eryth- 
rityl tetramtrate)  in  48-patient 
study1  Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon  also  helps  re- 
duce need  for  nitroglycerin. 
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Obituaries 


Harold  D.  Berlowitz,  M.D.,  of  Brooklyn,  died  on  May 
2 at  the  age  of  seventy-seven.  Dr.  Berlowitz  graduated  in 
1921  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  emeritus  urologist  at 
Maimonides  Medical  Center  and  a consulting  urologist  at 
Unity  Hospital.  Dr.  Berlowitz  was  a Diplomate  of  the 
American  Board  of  Urology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  American  Urological 
Association,  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

James  Da  Costa  Bramer,  M.D.,  of  Palmyra,  died  on 
March  22  at  the  age  of  sixty-seven.  Dr.  Bramer  graduated 
in  1935  from  the  University  of  Rochester  School  of  Medi- 
cine. He  was  a member  of  the  American  Academy  of 
Family  Physicians,  the  Industrial  Medical  Association,  the 
Wayne  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Bernard  C.  Burnett,  M.D.,  of  Long  Island  City  and  As- 
toria, died  on  June  10  at  the  age  of  forty-four.  Dr.  Burnett 
graduated  in  1961  from  Albert  Einstein  College  of  Medi- 
cine. He  was  an  assistant  attending  physician  at  The 
Presbyterian  Hospital.  Dr.  Burnett  was  a Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a member 
of  the  American  Geriatrics  Society,  the  New  York  State 
Society  of  Internal  Medicine,  the  New  York  Cardiological 
Society,  the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Vincent  Campanella,  M.D.,  of  New  Rochelle,  died  on 
June  5 at  the  age  of  sixty-two.  Dr.  Campanella  received 
his  medical  degree  from  the  University  of  Naples  in  1938. 
He  was  an  attending  anesthesiologist  at  the  Union  Hospital 
of  The  Bronx.  Dr.  Campanella  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  West- 
chester Academy  of  Medicine,  the  New  York  State  Society 
of  Anesthesiologists,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Graham  Clark,  M.D.,  of  Santa  Fe,  New  Mexico,  formerly 
of  New  York  City,  died  on  June  13  at  the  age  of  sixty-three. 
Dr.  Clark  graduated  in  1940  from  the  University  of  Virginia 
School  of  Medicine.  He  had  been  a consulting  ophthal- 
mologist at  St.  Luke’s  Hospital  Center  and  formerly  was 
an  associate  clinical  professor  of  ophthalmology  at  Co- 
lumbia University  College  of  Physicians  and  Surgeons.  Dr. 
Clark  was  a Diplomate  of  the  American  Board  of  Oph- 
thalmology and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  New  York 
Academy  of  Medicine,  and  the  New  York  Ophthalmology 
Society. 


Miriam  Biddle  Clark,  M.D.,  of  Brooklyn,  died  on  May 
27  at  the  age  of  seventy-six.  Dr.  Clark  graduated  in  1930 
from  University  and  Bellevue  Hospital  Medical  College. 
She  was  an  assistant  physician  at  Brooklyn-Cumberland 
Medical  Center.  Dr.  Clark  was  a member  of  the  Clinical 
Society,  New  York  Diabetes  Association,  the  Medical  So- 
ciety of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Nathaniel  H.  Cooper,  M.D.,  of  Brooklyn,  died  on  June 
8 at  the  age  of  sixty-six.  Dr.  Cooper  graduated  in  1934 
from  Cornell  University  Medical  College.  He  was  an  as- 
sociate physician  in  medicine  at  The  Methodist  Hospital. 
Dr.  Cooper  was  a Diplomate  of  the  American  Board  of 
Preventive  Medicine,  Inc.  (Public  Health),  a Fellow  of  the 
American  College  of  Preventive  Medicine,  and  a member 
of  the  American  Public  Health  Association,  the  Pan 
American  Association  of  Ophthalmology,  the  New  York 
Academy  of  Medicine,  and  the  New  York  State  Academy 
of  Preventive  Medicine. 

Richard  C.  Crain,  M.D.,  of  Rochester,  died  on  June  5 at 
the  age  of  fifty.  Dr.  Crain  graduated  in  1950  from  the 
University  of  Rochester  School  of  Medicine.  He  was 
chairman  and  an  attending  pathologist  at  St.  Mary’s 
Hospital  and  a consulting  pathologist  at  Rochester  General 
and  Genesee  Hospitals.  Dr.  Crain  was  a Diplomate  of  the 
American  Board  of  Pathology  (Pathologic  Anatomy),  a 
Fellow  of  the  College  of  American  Pathologists,  and  a 
member  of  the  American  Society  of  Clinical  Pathologists, 
the  Monroe  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

John  Frederick  Devlin,  M.D.,  of  New  York  City,  died  on 
May  31  at  the  age  of  fifty-eight.  Dr.  Devlin  received  his 
medical  degree  from  the  University  of  Lausanne  in  1953. 
He  was  an  associate  forensic  pathologist  at  Bellevue  Hos- 
pital and  a consulting  pathologist  at  the  Hospital  for 
Special  Surgery.  In  1959  he  joined  the  Medical  Examiner’s 
Office  part-time  and  was  appointed  Deputy  Chief  Medical 
Examiner  of  New  York  City  in  1969.  He  was  also  an  as- 
sistant professor  of  pathology  at  New  York  Medical  College 
and  president  of  the  Society  of  Medical  Jurisprudence. 
Dr.  Devlin  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Pathologic  Anatomy  and  Forensic  Pathology),  a 
Fellow  of  the  College  of  American  Pathologists,  and  a 
member  of  the  Pan  American  Medical  Association,  and  the 
New  York  Pathological  Society. 

Joseph  S.  Gestal,  M.D.,  of  Amityville,  died  on  May  24  at 
the  age  of  sixty-one.  Dr.  Gestal  graduated  in  1940  from 
Long  Island  College  of  Medicine.  He  was  a family  prac- 
titioner at  Brunswick  Hospital  Center.  Dr.  Gestal  was  a 
member  of  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 


1 564  New  York  State  Journal  of  Medicine/September  1 976 


ican  Medical  Association. 

Harry  Goldberg,  M.D.,  of  Brooklyn,  died  in  August,  1975, 
at  the  age  of  eighty-three.  Dr.  Goldberg  received  his 
medical  degree  from  the  University  of  Wurzburg  in  1917. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Bernard  Adolph  Goodman,  M.D.,  of  New  York  City,  died 
on  May  23  at  the  age  of  seventy-seven.  Dr.  Goodman 
graduated  in  1927  from  Long  Island  College  Hospital.  He 
was  a Fellow  of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Joseph  Graubard,  M.D.,  of  New  York  City,  died 
on  May  5 at  the  age  of  sixty-seven.  Dr.  Graubard  gradu- 
ated in  1932  from  University  and  Bellevue  Hospital  Med- 
ical College.  He  was  an  honorary  surgeon  at  Trafalgar 
Hospital.  Dr.  Graubard  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  American  Academy  of 
Compensation  Medicine,  Inc.,  the  American  Occupational 
Medical  Association,  the  International  Academy  of  Proc- 
tology, the  American  Geriatrics  Society,  the  New  York 
Surgical  Society,  the  New  York  State  Society  of  Anesthe- 
siologists, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Leonard  Avery  Hallock,  M.D.,  of  New  York  City,  died 
on  May  31  at  the  age  of  seventy-six.  Dr.  Hallock  graduated 
in  1926  from  Yale  University  School  of  Medicine.  He  was 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Marcel  Heiman,  M.D.,  of  New  York  City,  died  on  June 
14  at  the  age  of  sixty-six.  Dr.  Heiman  received  his  medical 
degree  from  the  University  of  Vienna  in  1934.  He  was  an 
attending  psychiatrist  at  Mount  Sinai  Hospital.  Dr. 
Heiman  was  a Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  a member  of  the  American 
Psychoanalytic  Association,  the  American  Psychiatric 
Association,  the  New  York  Neurological  Society,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Eugene  Victor  Higgins,  M.D.,  of  Hastings-on-Hudson, 
died  on  March  15  at  the  age  of  sixty-six.  Dr.  Higgins 
graduated  in  1942  from  Jefferson  Medical  College  of 
Philadelphia.  He  was  a member  of  the  Association  of  Life 
Insurance  Medical  Directors  of  America,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Leonard  A.  Kaplan,  M.D.,  of  Forest  Hills,  died  on  May 
20  at  the  age  of  sixty-two.  Dr.  Kaplan  was  a Licentiate  of 
the  Royal  College  of  Physicians  and  Surgeons  of  Edinburgh 
and  the  Faculty  of  Physicians  and  Surgeons  of  Glasgow  in 
1939.  He  was  an  associate  gastroenterologist  at  Queens 
Hospital  Center  and  a member  of  the  medical  staff  in  in- 


ternal medicine  at  Booth  Memorial  Hospital  Medical 
Center.  Dr.  Kaplan  was  a Fellow  of  the  American  College 
of  Gastroenterology  and  a member  of  the  American  Geri- 
atrics Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Quan  Yung  Kau,  M.D.,  of  New  York  City  and  Harrison, 
died  on  May  31  at  the  age  of  seventy.  Dr.  Kau  graduated 
inl929from  Long  Island  College  Hospital.  He  wasaDip- 
lomate  of  the  American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Natalino  J.  Lamanda,  M.D.,  of  The  Bronx,  died  on  April 
6 at  the  age  of  seventy-two.  Dr.  Lamanda  graduated  in 
1928  from  Georgetown  University  School  of  Medicine.  He 
was  a senior  member  of  the  medical  staff  in  gynecology  at 
St.  Joseph’s  Hospital  (Yonkers).  Dr.  Lamanda  was  a 
member  of  the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Franz  Josef  Lust,  M.D.,  of  New  York  City,  died  on  June 
12  at  the  age  of  eighty.  Dr.  Lust  received  his  medical  de- 
gree from  the  University  of  Berlin  in  1922.  He  was  a Fel- 
low of  the  American  College  of  Gastroenterology  and  a 
member  of  the  American  Geriatrics  Society,  the  New  York 
Gastroenterological  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harrison  S.  Martland,  Jr.,  M.D.,  of  New  York  City,  died 
on  May  26  at  the  age  of  fifty-nine.  Dr.  Martland  graduated 
in  1943  from  New  York  University  Medical  School.  He 
was  an  associate  physician  at  Lenox  Hill  Hospital.  Dr. 
Martland  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  J.  Mclnnis,  M.D.,  of  Bayshore,  died  on  February 
22  at  the  age  of  eighty-one.  Dr.  Mclnnis  graduated  in  1928 
from  the  University  of  Toronto  Faculty  of  Medicine.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Stuart  Wilson  McLeod,  M.D.,  of  Pulaski  and  Mannsville, 
died  on  March  29  at  the  age  of  fifty-five.  Dr.  McLeod 
graduated  in  1944  from  the  University  of  Rochester  School 
of  Medicine.  He  was  an  associate  psychiatrist  at  Flower 
and  Fifth  Avenue  Hospitals.  Dr.  McLeod  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology 
(Psychiatry),  a Diplomate  of  the  American  Board  of  In- 
ternal Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  American  Psychiatric 
Association,  the  New  Y’ork  Academy  of  Medicine,  the  Os- 
wego County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

J.  Sydney  Ritter,  M.D.,  of  Boca  Raton,  Florida,  formerly 
of  New  York  City,  died  on  April  11  at  the  age  of  eighty-two. 
Dr.  Ritter  graduated  in  1918  from  Columbia  University 
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College  of  Physicians  and  Surgeons.  Before  his  retirement, 
he  was  an  attending  urologist  and  director  of  urology  at 
Midtown  Hospital,  a consulting  urologist  at  French  and 
Polyclinic  Medical  School  and  Health  Center  and  Phelps 
Memorial  Hospital  Association  (North  Tarrytown).  Dr. 
Ritter  was  a Diplomate  of  the  American  Board  of  Urology, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Urological  Association,  the  New 
York  Academy  of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Thomas  Francis  Robinson,  M.D.,  of  Port  Jefferson 
Station,  died  on  May  24  at  the  age  of  sixty-seven.  Dr. 
Robinson  graduated  in  1935  from  Long  Island  College  of 
Medicine.  He  was  an  attending  physician  in  internal 
medicine  at  St.  Charles  Hospital  (Port  Jefferson),  chief  of 
cardiology  at  the  John  T.  Mather  Memorial  Hospital  as 
well  as  an  attending  physician  there,  and  a consulting 
physician  at  Brookhaven  Memorial  Hospital  (Patchogue), 
and  an  attending  cardiologist  at  St.  Charles  Hospital.  Dr. 
Robinson  was  a Fellow  of  the  American  College  of  Cardi- 
ology and  a member  of  the  American  Academy  of  Family 
Physicians,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Walter  Bernard  Rosen,  M.D.,  of  New  York  City,  died  on 
April  20  at  the  age  of  fifty-five.  Dr.  Rosen  graduated  in 
1944  from  St.  Louis  University  School  of  Medicine.  He 
was  an  assistant  physician  at  Trafalgar  Hospital.  Dr. 
Rosen  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Mayer  Edel  Ross,  M.D.,  of  Brooklyn,  died  on  May  30  at 
the  age  of  seventy-five.  Dr.  Ross  graduated  in  1924  from 
Columbia  University  College  of  Physicians  and  Surgeons. 
He  was  a consultant  in  peripheral  vascular  surgery  at 
Kingsbrook  Jewish  Medical  Center  and  an  associate, 
emeritus,  surgeon  at  Caledonian  Hospital.  Dr.  Ross  was 
a F ellow  of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Warren  Edward  Saile,  M.D.,  of  Syracuse,  died  on  June 


18  at  the  age  of  seventy-seven.  Dr.  Saile  graduated  in  1922 
from  Syracuse  University  College  of  Medicine.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine,  the  On- 
ondaga County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Jackson  A.  Seward,  M.D.,  of  New  York  City,  died  on 
June  25  at  the  age  of  eighty.  Dr.  Seward  graduated  in  1924 
from  Vanderbilt  University  School  of  Medicine.  He  was 
a Diplomate  of  the  American  Board  of  Otolaryngology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a member 
of  the  American  Academy  of  Ophthalmology  and  Otolar- 
yngology, the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Abraham  L.  Suchow,  M.D.,  of  Neponsit  and  Rockaway 
Park,  died  on  May  29.  Dr.  Suchow  graduated  in  1926  from 
New  York  Homeopathic  Medical  College  and  Flower 
Hospital. 

Oscar  Wilcox,  Jr.,  M.D.,  of  Chatham,  died  on  January  23 
at  the  age  of  seventy-seven.  Dr.  Wilcox  graduated  in  1926 
from  Syracuse  University  College  of  Medicine.  He  was  an 
associate  physician  at  Columbia  Memorial  Hospital 
(Hudson).  Dr.  Wilcox  was  a member  of  the  Columbia 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Herman  Benjamin  Winston,  M.D.,  of  Brooklyn,  died  on 
May  11  at  the  age  of  sixty.  Dr.  Winston  graduated  in  1942 
from  Middlesex  University  School  of  Medicine.  He  was 
a member  of  the  American  Academy  of  Family  Physicians, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Peteris  Zirnis,  M.D.,  of  Wassaic,  died  on  May  10  at  the 
age  of  seventy-three.  Dr.  Zirnis  received  his  medical  de- 
gree from  the  University  of  Riga,  Latvia.  He  was  a mem- 
ber of  the  American  Psychiatric  Association,  the  Dutchess 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 


An  Apology 

The  New  York  State  Academy  of  Family  Physicians  wishes  to  apologize  for  the  omission  of  the  author  of  the  article 
“Family  Physician;  History  of  the  Academy  of  Family  Physicians  in  New  York  State,”  which  appeared  on  page 
1182  of  the  Journal,  July  1976  issue.  Margery  W.  Smith,  M.D.,  is  the  author  and  the  historian  of  the  Acade- 
my. 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 


Percodan 


□ oxycodone,  the  principal  ingredient 
of  Percodan®  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning 
May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning,  May  ( || 
be  habit  forming),  224  mg.  aspirin.  160  mg.  phenacetm.  and  32  mg.  caffeine,  vll* 


□ one  tablet  q. 6 h* 


"See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated. 


DESCRIPTION  Each  yellow,  scored  tablet  contains  4 50  mg  oxy- 
codone HCI  (Warning  May  be  habit  forming).  0 38  mg  oxyco- 
done terephthalate  (Warning  May  be  habit  forming).  224  mg 
aspirin  160  mg  phenacetin,  and  32  mg  caffeine 
INDICATIONS  For  fhe  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  aspirin 
phenacetin  or  caffeine 

WARNINGS  Drug  Dependence  Oxycodone  can  produce  drug 
dependence  of  the  morphine  type  and  therefore,  has  the  potential 
for  being  abused  Psychic  dependence,  physical  dependence  and 
tolerance  may  develop  upon  repeated  administration  of 
PERCODAN"  and  it  should  be  prescribed  and  administered  with 
the  same  degree  of  caution  appropriate  to  the  use  of  other  oral 
narcotic-containing  medications  Like  other  narcotic-containing 
medications,  PERCODAN*  is  subiect  to  the  Federal  Controlled 
Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair  the  mental 
and  or  physical  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The 
patient  using  PERCODAN*  should  be  cautioned  accordingly 
Interaction  with  other  central  nervous  system  depressants 
Patients  receiving  other  narcotic  analgesics  general  anesthetics 
phenothiazmes  other  tranquilizers,  sedative-hypnotics  or  other 
CNS  depressants  (including  alcohol)  concomitantly  with 
PERCODAN*  may  exhibit  an  additive  CNS  depression  When  such 
combined  therapy  is  contemplated . the  dose  of  one  or  both  agents 
should  be  reduced 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not  been  estab- 
lished relative  to  possible  adverse  effects  on  fetal  development 
Therefore.  PERCODAN"  should  not  be  used  in  pregnant  women 
unless,  in  the  ludgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 

Usage  in  children  PERCODAN*  should  not  be  administered  to 
children  PERCODAN  "-Demi,  containing  half  the  amount  of  oxy- 
codone. can  be  considered.  (See  product  prescribing  information 
for  PERCODAN'-Demi.) 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities 


PRECAUTIONS  Head  injury  and  increased  intracranial  pressure 

The  respiratory  depressant  effects  of  narcotics  and  their  capacity 
to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exagger- 
ated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure  Furthermore,  nar- 
cotics produce  adverse  reactions  which  may  obscure  the  clinical 
course  of  patients  with  head  injuries. 

Acute  abdominal  conditions  The  administration  of  PERCODAN' 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions. 

Special  risk  patients  PERCODAN'  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothyroid- 
ism, Addison  s disease,  and  prostatic  hypertrophy  or  urethral 
stricture . 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken 
in  excessive  amounts  for  a long  time. 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse 
reactions  include  light-headedness,  dizziness,  sedation  nausea 
and  vomiting  These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation 
and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted 
according  to  the  severity  of  the  pain  and  the  response  of  the 
patient  It  may  be  occasionally  necessary  to  exceed  the  usual  dos- 
age recommended  below  in  cases  of  more  severe  pain  or  in  those 
patients  who  have  become  tolerant  to  the  analgesic  effect  of  nar- 
cotics, PERCODAN*  is  given  orally  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERCODAN*  may  be  additive  with  that  of  other  CNS  depressants. 
See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the 
uricosuric  effect  of  uricosuric  agents 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  PERCODAN*  is  characterized  by  respiratory 


depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume. 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  pro- 
gressing to  stupor  or  coma,  skeletal  muscle  flaccidity,  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In 
severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and 
death  may  occur.  The  ingestion  of  very  large  amounts  of 
PERCODAN*  may,  in  addition,  result  in  acute  salicylate  intoxica- 
tion. 

Treatment  Primary  attention  should  be  given  to  the  re-establish- 
ment of  adequate  respiratory  exchange  through  provision  of  a pat- 
ent airway  and  the  institution  of  assisted  or  controlled  ventilation 
The  narcotic  antagonists  naloxone,  nalorphine  or  levallorphan  are 
specific  antidotes  against  respiratory  depression  which  may  result 
from  overdosage  or  unusual  sensitivity  to  narcotics,  including 
oxycodone  Therefore,  an  appropriate  dose  of  one  of  these  antag- 
onists should  be  administered,  preferably  by  the  intravenous 
route,  simultaneously  with  efforts  at  respiratory  resuscitation. 
Since  the  duration  of  action  of  oxycodone  may  exceed  that  of  the 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  of  the  antagonist  should  be  adminis- 
tered as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression 
Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive 
measures  should  be  employed  as  indicated. 

Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 
DBA  Order  Form  Required. 
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Congress  is  expected  to  pass  legislation  shortly  that 
it  hopes  will  bring  aid  to  a foundering  Health  Maintenance 
Organization  (HMO)  program. 

The  Senate  has  easily  approved  (80-8)  a measure  similar 
to  one  adopted  by  the  House  last  fall  authorizing  $250 
million  over  five  years  for  HMOs  and  relaxing  or  removing 
many  current  Federal  restrictions. 

The  snail’s  pace  growth  of  HMOs,  a specific  type  of 
prepaid  group  practice  organization,  since  the  original 
HMO  bill  was  approved  three  years  ago  prompted  the 
present  Congress  to  liberalize  the  program  in  hopes  the 
concept  might  move  more  quickly. 

The  most  cont  roversial  feature  of  the  measure  in  Senate 
debate  was  elimination  of  the  open  enrollment  requirement 
for  most  HMOs.  Chief  Senate  HMO  champion,  Sen.  Ed- 
ward Kennedy  (D.,  Mass.),  felt  so  strongly  about  this 
provision,  also  in  the  House  bill,  that  he  voted  against  the 
bill  on  the  final  tally. 

Kennedy  told  the  Senate  that  dropping  open  enrollment 
“represents  a giant  step  backward  in  terms  of  public  policy 
and  once  again  has  resulted  in  an  abdication  of  the  Con- 
gressional responsibility  to  extend  the  benefits  of  public 
programs  to  those  least  able  to  personally  confront  the 
members  of  Congress  or  their  staffs  in  the  same  way  that 
the  commercial  HMO  and  insurance  organizations  have 
been  able  to.” 

Proponents  of  the  provision  argued  that  it  was  needed 
in  order  to  allow  HMOs  to  be  able  to  compete  with  other 
types  of  health  insurance. 

The  American  Medical  Association,  in  testimony  before 
House  and  Senate,  asserted  that  the  open  enrollment  re- 
quirement had  been  one  of  the  prime  justifications  for 
enacting  the  HMO  bill  in  the  first  place. 

This  provision,  and  some  others,  served  to  narrow  the 
legislation  to  almost  a simple  subsidy  of  existing  prepaid 
group  practice  plans,  the  AMA  testified. 

When  Kennedy  and  others  talk  about  restructuring  the 
present  health  system,  the  main  object  they  have  in  mind 
is  making  HMOs  the  dominant  form  of  health  care  delivery 
with  physicians  as  employees  of  the  HMOs  paid  by  salary 
rather  than  fee-for-service.  Despite  the  importance  of  the 
bill,  the  debate  was  brief  and  desultory,  except  for  Ken- 
nedy’s strong  complaint  about  open  enrollment. 

In  order  to  attract  more  physicians  to  HMOs,  the  bill 
would  allow  physicians  to  devote  as  little  as  35  per  cent  of 
their  practice  to  HMOs  and  still  be  members  of  the  HMO 
group.  Current  law  requires  more  than  50  per  cent  of 
professional  time. 

Under  the  Senate  bill,  community  rating  of  charges  for 
new  HMOs  would  be  delayed  for  three  years  compared 
with  five  years  in  the  House  bill.  The  Senate  version 
provided  that  existing  HMOs  with  more  than  50,000 
members  would  have  to  enroll  at  least  four  per  cent  of  new 
subscribers  as  open  enrollees. 

Some  major  required  basic  benefits  were  excluded,  but 
the  Senate  retained  alcohol  and  drug  abuse  treatment  and 
home  health  services  as  basic  benefits  that  must  be  offered. 
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The  House  had  shifted  these  to  the  optional,  supplemental 
category. 

The  Senate  bill  did  not  touch  on  the  dual  option  provi- 
sion approved  by  the  House,  leaving  the  way  clear  for  this 
to  be  enacted.  The  original  HMO  bill  required  employers 
to  give  their  employees  a choice  between  standard  health 
insurance  and  a qualified  HMO.  The  so-called  “dual  op- 
tion” encountered  trouble  with  labor  laws  covering  col- 
lective bargaining  rights.  As  a result,  the  House  gave  labor 
at  collective  bargaining  the  right  to  choose  a standard 
health  insurance  plan  as  the  exclusive  plan  for  union 
members  without  a worker’s  option  to  select  an  HMO.  But 
the  bill  does  not  permit  the  reverse,  selection  of  an  HMO 
by  labor  to  the  exclusion  of  a standard  plan.  Among  other 
reasons  for  retaining  the  option  in  this  case  is  the  legal 
question  involved  in  the  Federal  subsidization  of  the  HMO 
as  opposed  to  the  nonsubsidized  standard  health  insurance 
package. 

* * * 

Former  Georgia  Governor  Jimmy  Carter  will  send 
Congress  a proposed  national  health  insurance  program 
right  off  the  bat  if  he  becomes  President. 

The  apparent  Democratic  presidential  nominee  told 
reporters  “I’m  not  going  to  wait  ...  on  welfare  reform, 
national  health  insurance,  and  so  forth,  I intend  to  be  ready 
to  go  with  that  the  first  of  the  year.” 

In  social  programs,  former  President  Lyndon  Johnson 
“did  an  excellent  job,  but  we  still  have  a long  way  to  go  with 
national  health  care,  reform  of  the  welfare  system,  reform 
of  the  tax  system,”  said  Carter.  “I  don’t  make  those 
commitments  idly,”  he  said.  “This  is  something  that 
should  be  done.  I say  that  we  need  a national  health  in- 
surance program — I mean  to  do  it.” 

* * * 

The  Democratic  Platform  Committee  recommended 
a comprehensive  national  health  insurance  plank  for  the 
party’s  presidential  convention  in  July.  The  recom- 
mended health  plank  endorsed  no  specific  measure,  a blow 
to  labor’s  hopes  for  unqualified  backing  of  the  Kennedy- 
Corman  NHI  plan.  A convention  floor  fight  is  unlikely. 

The  committee  voted  a statement  on  health  that  says 
NHI  “should  be  financed  by  a combination  of  methods  that 
will  be  adequate  but  not  impose  new  or  undue  burdens. 
Consideration  should  be  given  to  developing  a means  of 
support  for  NHI  that  taxes  all  forms  of  economic  in- 
come.” 

The  153  member  committee  took  a partisan  slap  at  the 
Ford  Administration  declaring  “an  increasing  Republican 
emphasis  on  restricting  eligibility  and  services  is  emascu- 
lating basic  medical  care  for  older  citizens  who  cannot  meet 
the  rising  costs  of  good  health.” 

Though  calling  for  universal  and  mandatory  coverage, 
the  health  plank  said  “national  priorities  of  need  and  fea- 
sibility should  determine  the  stages  of  the  system’s  im- 
plementation. We  must  achieve  all  that  is  practical  while 
we  strive  for  what  is  ideal,  taking  intelligent  steps  to  make 
adequate  health  services  a right  for  all  our  people.” 

Maximum  personal  interrelationships  between  patients 
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and  their  physicians  should  be  preserved,  the  proposal  said. 
“We  should  build  on  existing  structures  and  experiment 
with  new  forms  of  medical  care  delivery  to  mold  a national 
health  policy  that  will  meet  our  needs  in  a fiscally  respon- 
sible manner.” 

* * * 

Earlier,  the  AMA  had  told  the  Democratic  Convention 
Platform  Committee  that  health  care  would  come  out 
second  best  in  the  scramble  for  Federal  dollars  if  a new 
Congress  enacted  proposals  to  restructure  the  entire  health 
system. 

Such  proposals  (which  would  include  the  labor-backed 
Kennedy-Corman  bill)  advocate  a Federal  government 
undertaking  to  finance  total  medical  care  of  all  persons, 
regardless  of  their  financial  circumstances,  through  addi- 
tional taxes  (which)  would  result  in  an  overpromise  of 
benefits  which  could  not  be  fulfilled,”  the  AMA  said  in  a 
statement  filed  with  the  Committee. 

“Health  care  is  too  important  an  issue  to  be  put  in  a 
position  of  competing  for  funds  wit  hin  the  national  budget 
along  with  defense,  housing,  energy  research,  AMTRAK, 
the  postal  service,  and  other  programs.  We  are  concerned 
that  health  care  would  always  come  out  second  best.” 
Said  the  AMA: 

We  are  strongly  concerned  with  and  object  stren- 
uously to  the  proposals  which  would  seek  to  restruc- 
ture the  entire  health  system.  Such  proposals  are 
based  on  theoretical  paradigms  and  do  not  take  into 
proper  consideration  the  successes  of,  and  general 
public  satisfaction  with,  our  delivery  system.  Such 
proposals  would  impose  on  the  public  a single  mono- 
lithic, no-choice  system  in  the  name  of  public  respon- 
siveness while  ignoring  the  advantages  and  desirability 
of  the  pluralistic  system. 

Inadequate  funding  would  result  in  a denial  of  care, 
the  AMA  cautioned,  and  at  the  same  time  impose  added 
burdens  on  the  American  taxpayer,  “already  straining  to 
live  after  meeting  his  tax  obligations.” 

The  Democratic  platform  writers  were  told  that  limi- 
tations in  responsible  spending  by  government  are  com- 
pelling critical  choices.  It  is  imperative  that  the  national 
parties  establish  responsible  priorities  in  health  programs 
in  the  interest  of  the  American  people,  said  the  AMA 
statement. 

The  AMA  pointed  out  that  “there  has  occurred  a grow- 
ing public  distrust  and  disillusionment  in  Federal  solutions 
to  problems.”  At  this  time,  everyone  should  “squarely  face 
and  recognize  that  the  resources  available  to  us  as  a nation 
are  finite,  that  there  are  economic  limits  to  what  we  can 
afford  as  a nation.” 

Other  AMA  positions  before  the  Platform  Committee: 

* Maternal  and  Child  Health — provide  full  and  ade- 
quate funding. 

* Public  and  Environmental  Health — we  must  extend 
and  expand  efforts  to  control  communicable  diseases, 
with  particular  emphasis  on  the  control  of  and  re- 
search on  vaccines  against  venereal  disease  which  in 
fact  reached  epidemic  proportions. 

* Department  of  Health — is  needed  at  the  cabinet 
level  in  order  to  maximize  the  ability  of  Government  to 
respond  appropriately  to  the  health  needs  of  all  the 
American  people,  to  eliminate  duplication  in  pro- 
grams, and  to  assure  maximum  efficiency.  . . 

* Mental  Health,  Drug  Abuse,  and  Alcoholism — full 
and  complete  coverage  in  health  insurance  of  mental 


health  treatment  . . . increased  funding  for  manpower 
training  and  program  implementation  in  alcoholism, 
drug  abuse,  and  mental  health. 

* Emergency  Medical  Services — extend  high  quality 
services  to  all  communities  in  a national  program  of 
providing  emergency  medical  service. 

* Indian  Health — increase  substantially  the  program 
funding  and  upgrade  and  improve  facilities  and  ser- 
vices. 

* * * 

The  General  Accounting  Office  (GAO)  has  put  a stop 
order  on  Federal  Medicaid  payments  to  states  for  certain 
Medicaid  programs  where  standards  for  long-term  hospi- 
talization certifying  quality  care  have  not  been  enforced. 
The  payments,  which  could  add  up  to  $800  million  annu- 
ally, would  be  barred  after  July  1 unless  states  comply. 

The  letter  from  GAO,  Congress’s  investigating  arm, 
stemmed  from  a running  dispute  between  Health,  Edu- 
cation, and  Welfare  Secretary  David  Mathews  and  Rep. 
John  Moss  (D.,  Calif.)  over  whether  HEW  has  properly 
enforced  provisions  of  the  Medicaid  law  requiring  states 
to  file  plans  on  monitoring  patients  hospitalized  longer 
than  sixty  days. 

Mathews  has  contended  the  problem  is  partially  the 
Federal  government’s  fault  and  that  states  and  Medicaid 
beneficiaries  shouldn’t  be  penalized.  However,  Moss, 
Chairman  of  the  House  Commerce  Subcommittee  on 
Oversight  and  Investigations,  commented  that  the  GAO 
action  “marks  the  end  of  Secretary  Mathew’s  intransigence 
and  the  beginning  of  improving  standards  of  health  care 
for  consumers.” 

* * * 

A majority  of  adult  Americans  support  a ban  on  cigarette 
advertising  according  to  a survey  by  the  National  Cancer 
Institute  and  the  Center  for  Disease  Control. 

The  survey  of  12,500  persons  found  decreasing  tolerance 
of  cigarette  smoking  since  1970.  Nearly  two  thirds  of  those 
surveyed,  including  one  third  of  the  smokers  polled,  said 
it  was  annoying  to  be  near  a person  smoking  cigarettes. 
Also,  56  per  cent,  including  40  per  cent  of  the  smokers,  said 
that  cigarette  advertising  should  be  stopped  completely. 

The  survey  showed  that  the  proportion  of  cigarette 
smokers  has  declined  since  1970,  although  the  total  number 
of  smokers  has  increased  by  875,000  based  on  popula- 
tion. 

The  restriction  of  smoking  in  public  places  was  agreed 
to  by  70  per  cent  of  those  surveyed  compared  to  57  per  cent 
in  1970. 

* * * 

President  Ford  has  signed  legislation  expanding  the  role 
of  the  National  Heart  and  Lung  Institute  in  blood  diseases 
and  resources.  The  Institute’s  name  will  be  changed  to 
The  National  Heart,  Lung  and  Blood  Institute  to  reflect 
the  added  responsibilities. 

The  law  authorizes  $339  million  this  fiscal  year  and  $373 
million  for  fiscal  1977  for  the  Institute,  part  of  the  National 
Institutes  of  Health. 

Up  to  30  research  and  demonstration  centers  will  be 
established  to  conduct  research,  provide  training,  and  carry 
out  demonstrations  of  advanced  techniques  of  prevention, 
diagnosis,  and  treatment.  Ten  centers  will  focus  on  heart 
and  blood  vessel  diseases;  10  on  pulmonary  diseases;  and 
10  on  blood  diseases,  medical  use  of  blood  and  blood 
products,  and  blood  resource  management. 

The  bill  provides  $40  million  for  prevention  and  control 
activities  with  special  emphasis  on  cardiopulmonary  and 
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blood  disorders. 


* * * 

The  White  House  Council  on  Wage  and  Price  Stability 
has  scheduled  hearings  in  New  York,  Chicago,  and  San 
Francisco  this  summer  on  rising  health  care  costs  and  what 
can  be  done  about  them.  Though  legislation  is  needed  to 
allow  the  Council  to  get  back  into  the  business  of  freezing 
wages  and  charges,  the  Council  can  make  recommendations 
to  the  President  and  Congress  on  possible  solutions.  The 
American  Medical  Association  is  expected  to  testify  at  the 
New  York  hearing. 

* * * 

The  Justice  Department  is  studying  the  entire  health 
field  for  possible  anticompetitive  aspects,  according  to 
Assistant  Attorney  General  Thomas  Kauper. 

Kauper,  head  of  the  Justice  Department’s  antitrust  di- 
vision, conceded  that  how  antimonopoly  statutes  apply  to 
health  “is  a hard  question  to  answer.”  At  a farewell  news 
conference,  Kauper,  who  is  leaving  government,  noted  that 
most  hospitals  are  nonprofit  and  aren’t  engaged  in  com- 
petition with  other  hospitals.  He  said  many  hospitals 
“suggest  they’re  not  even  a business”  and  therefore  are  not 
subject  to  antitrust  laws. 

The  Justice  Department  and  the  Federal  Trade  Com- 
mission have  stepped  up  their  antitrust  actions  in  health 
matters  in  the  past  year.  Justice  has  filed  a price-fixing 
complaint  against  the  American  Society  of  Anesthesiolo- 
gists. The  FTC,  which  earlier  announced  its  own  broad 
probe  of  health,  has  filed  suits  against  the  AMA  for  ethical 
prohibitions  against  advertising,  against  Blue  Shield  plans 
for  possible  antitrust  violations  due  to  alleged  physician 
control,  and  has  changed  commercial  restrictions  in  the 
prescription  eyeglass  industry. 

FTC  and  Justice  have  partially  overlapping  jurisdictions 
in  the  antitrust  area,  and  long  rivalry  exists  between  the 
two  agencies. 

Some  dichotomies  mark  the  antitrust  units’  interest  in 
health.  Critics  of  the  U.S.  system  often  characterize  it  as 
“a  cottage  industry,”  the  antithesis  of  a monopoly.  And 
the  HEW  Department  exerts  pressures  on  the  system  for 
uniformity  and  standardization  that  in  the  normal  market 
place  would  be  considered  anticompetitive. 

Antitrust  officials  at  Justice  stress  that  no  imminent 
legal  action  is  on  the  horizon;  that  the  health  field  is  simply 
being  studied  at  present. 

The  Medicare-Medicaid  cost  containment  bill  proposed 
by  Sen.  Herman  Talmadge  (D.,  Ga.)  could  have  harmful 
consequences  on  patients,  the  American  Medical  Associ 
ation  has  told  the  Senate  Finance  Health  Subcommit- 
tee. 

The  measure,  introduced  a year  ago  by  Talmadge,  was 
considered  at  a one-week  hearing  by  the  Subcommittee 
which  the  lawmaker  heads.  The  wide-ranging  hill  contains 
scores  of  proposed  changes  in  Medicare  and  Medicaid  and 
calls  for  a major  reorganization  of  the  Government’s  health 
programs. 

“In  view  of  the  continuing  inflationary  pressures  in  our 
economy,  we  are  indeed  sympathetic  with  the  intent  of  this 
legislation  to  seek  limitations  upon  the  increasing  costs  of 
these  health  programs,”  testified  Edgar  T.  Beddingfield, 
Jr.,  M.D.,  Chairman  of  the  AMA’s  Council  on  Legislation. 
He  added,  however,  that  “arbitrary  curtailments  of  in- 
creases in  costs  will  have  natural  consequences  with  respect 
to  maintaining  quality  and  availability  of  care.  Each  ele- 
ment cannot  be  treated  separately  without  expectation  of 
impact  on  the  others.” 


“Taken  as  a whole,  the  bill  should  not  be  enacted  as  it 
would  not  be  in  the  best  interests  of  Medicare-Medicaid 
patients,”  said  Dr.  Beddingfield. 

HEW  Secretary  David  Mathews,  testifying  earlier,  had 
said  he  was  not  confident  the  overall  bill  would  be  as  ef- 
fective as  its  backer  hoped.  He  said  he  had  “preliminary 
reservations.”  HEW’s  formal  position  on  the  bill  will  not 
be  made  “until  the  next  budget-legislative  cycle,”  Mathews 
said,  adding  there  isn’t  time  this  year  for  Congress  to 
complete  consideration  of  the  measure. 

While  there  is  little  chance  of  the  bill  advancing  in  this 
Congress,  Talmadge  declared  in  an  opening  statement  he 
hoped  the  hearings  would  provide  the  basis  “for  timely 
Congressional  action.” 

Various  restrictions,  limitations,  and  changes  in  reim- 
bursement for  hospital  and  physician  services  are  among 
the  controversial  features  of  the  bill. 

One  provision  calls  for  creation  of  a “participating 
physicians”  category  under  Medicare  which  physicians 
would  either  accept  on  assignment  all  Medicare  cases,  or 
none.  “Participating”  physicians  would  be  offered  certain 
inducements  such  as  simplified  and  speeded-up  billing 
procedures.  After  asking  why  more  efficient  payment 
procedures  cannot  be  put  into  effect  regardless,  Dr.  Bed- 
dingfield said  “the  fact  that  inducements  are  necessary  in 
order  to  buttress  a sagging  assignment  rate  should  cause 
an  examination”  of  the  current  “insufficient  reimburse- 
ment rate  (which)  is  the  major  deterrent  to  assign- 
ments.” 

The  purpose  of  the  disputed  provision  would  be  better 
accomplished  by  “making  the  reimbursement  level  under 
that  system  more  acceptable  and  in  accord  with  usual  and 
customary  practices,”  said  the  AMA  official. 

“The  provision  on  ‘hospital  associated  physicians’  exceed 
the  proper  bounds  of  Federal  action,”  Dr.  Beddingfield 
said.  “It  is  not  the  role  of  the  Federal  government  to 
specify  elements  which  constitute  the  practice  of  medicine 
generally  or  in  any  of  its  specialty  fields.  Nor  should 
Federal  legislation,  by  statutory  definition,  attempt  to 
divide  or  specify  the  role  of  the  physician  in  the  practice 
of  medicine.  Accordingly,  the  provisions  as  to  anesthesi- 
ology services  and  pathology  services  should  not  be 
adopted.” 

He  added  that  the  section  entitled  “hospital  associated 
physicians”  is  “misleading”  and  would  apply  to  the  entire 
spectrum  of  physicians’  services  in  the  Medicare  program. 
“We  strongly  object  to  any  application  of  any  provision 
which  would  limit  recognition  of  what  constitutes  physi- 
cians’ services  in  the  communities  across  our  nation.  This 
section  would  disregard  normal  professional  relationships 
and  establish  as  the  proper  recognition  of  certain  physi- 
cians’ income  only  that  level  which  would  be  received  by 
a salary.  We  find  this  premise  untenable.” 

The  bill’s  ban  on  certain  contractual  relationships  be- 
tween hospitals  and  professionals  was  opposed  by  the 
AMA.  “While  some  individual  contracts  are  not  to  be 
condoned,”  Dr.  Beddingfield  said,  “hospital  management 
and  physicians  should  be  free  to  enter  into  various  ar- 
rangements in  the  interests  of  patient  care.”  Hospital 
management  and  physicians  must  remain  accountable  to 
the  public,  but  the  action  of  prohibiting  any  percentage 
arrangement  “should  not  be  countenanced.” 

The  AMA  spokesman  said  the  bill  carries  “a  very  strong 
potential  for  a continued  shifting  of  segments  of  health  care 
costs  to  private  patients — costs  which  are  properly  the 
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obligation  of  the  Federal  program  on  behalf  of  its  benefi- 
ciaries. When  this  shifting  occurs,  it  not  only  has  ramifi- 
cations relating  to  availability  of  care  for  Medicare-Med- 
icaid patients,  but  it  also  affects  quality  of  care  for  all  pa- 
tients. 

* * * 

Under  new  procedures  announced  by  the  Health,  Edu- 
cation, and  Welfare  Secretary,  HEW  must  now  consult 
broad  segments  of  the  public  before  it  prepares  contro- 
versial regulations  mandated  by  Congress  or  for  compelling 
administrative  need. 

The  issuance  of  regulations  by  HEW  over  the  past  few 
years  has  become  a subject  of  considerable  dispute,  with 
court  challenges  filed  by  the  American  Medical  Association 
and  others  contending  that  the  government  had  gone  be- 
yond the  intent  of  Congress  in  carrying  out  the  law. 

“For  far  too  long  HEW  has  gone  to  the  public  in  these 
situations  only  to  tell  them  what  it  intends  to  do.  From 
now  on  our  first  step  will  be  to  ask  the  people  of  this 
country  what  they  think  we  should  do,”  HEW  Secretary 
David  Mathews  said. 

The  Secretary  said  he  believes  strongly  that  the  regu- 
lation process  is  HEW’s  “most  intrusive  channel  into 
people’s  lives.” 

HEW  will  notify  the  public  through  town  hall-type 
meetings,  advertisements,  public  service  announcements, 
news  releases,  professional  and  service  organizations, 
mailings,  the  Federal  Register,  and  HEW’s  ten  regional 
offices. 

Following  are  the  steps  to  be  taken  by  HEW  in  drafting 
important  regulations: 

**  Publication  of  a notice  of  intent  to  propose  regulations 
which  would  place  issues  and  options  before  the  public  and 
invites  comment. 

**If  the  Department  has  a preference,  it  will  be  stated 
clearly  at  the  outset — an  innovation. 

**Publication  in  the  Federal  Register  of  a notice  of 
proposed  rule-making — a proposed  regulation — which 
takes  into  account  the  requirements  of  the  law,  Congres- 
sional intent,  the  public’s  views,  and  the  professional  ex- 
pertise of  HEW. 

The  public  normally  will  have  forty-five  days  to  com- 
ment following  publication  of  both  HEW’s  intent  to  reg- 
ulate and  its  proposed  regulations.  Each  of  these  docu- 
ments will  include  the  name  of  a person  in  HEW  who  can 
be  contacted  for  clarification  or  further  information. 

HEW  also  said  it  plans  training  sessions  for  department 
regulation  writers  so  that  regulations  are  written  in  clear, 
concise  English. 

* * * 

The  AMA  has  urged  the  House  Commerce  Committee 
to  make  major  changes  in  legislation  to  bring  the  nation’s 
clinical  laboratories  under  tighter  Federal  control. 

One  of  the  most  controversial  provisions  of  the  Clinical 
Laboratory  Improvement  Act  (CLIA)  as  approved  by  the 
Commerce  Health  Subcommittee  prohibits  Medicare 
reimbursement  for  laboratories  under  any  rental  or  lease 
which  involves  a percentage  arrangement.  “We  particu- 
larly object  to  this  section  because  it  was  never  discussed 
or  considered  during  public  hearings,”  the  AMA  said  in  a 
legislative  alert  to  constituent  bodies. 

“This  section  has  far-reaching  contractual  consider- 
ations involving  physicians  and  hospitals,”  the  AMA  said. 
“In  the  name  of  openess  and  fairness  the  matters  covered 


in  this  section  should  be  dealt  with  separately  and  we  ask 
that  this  section  be  deleted.” 

This  disputed  provision,  which  also  covers  Medicaid  and 
Maternal  and  Child  Health  reimbursement,  is  similar  to 
a key  section  of  the  Talmadge  bill  in  the  Senate. 

The  AMA  singled  out  two  other  provisions  for  special 
concern  in  the  CLIA  bill. 

One  allows  an  exemption  for  a laboratory  in  a physician’s 
office  but  only  where  physicians  actually  perform  all  tests 
and  procedures  in  connection  with  the  treatment  of  their 
patients.  “With  such  a restriction,  laboratories  operated 
in  physicians’  offices  would  be  forced  to  close  down,”  said 
the  AMA.  “Existing  law  exempts  laboratories  operated 
by  physicians  where  tests  are  done  personally  or  through 
employees  solely  as  an  adjunct  to  the  treatment  of  their 
own  patients.  This  exemption  should  continue.” 

The  other  provision  deals  with  revocation  of  a license  for 
a number  of  activities,  one  of  which  is  finding  that  the 
owner  or  operator  of  a laboratory  has  engaged  in  a billing 
practice  which  creates  a discriminatory  effect  between 
patients  reimbursed,  in  whole  or  in  part,  under  programs 
receiving  Federal  funds  and  patients  who  are  not  so  reim- 
bursed. “This  provision  apparently  seeks  a uniformity  of 
fees  for  services  by  the  laboratory,”  said  the  AMA.  “This 
provision  could  in  fact  require  a raising  of  fees  under 
Federal  programs  and  thus  would  increase  Federal  pro- 
gram costs.  Furthermore,  any  provision  that  would  state 
that  the  prohibition  would  be  against  a charge  higher  for 
a Federal  program  than  for  a nonfederal  program  would 
still  be  objectionable. 

A dangerous  precedent  is  established  where  the  licensing 
authority  (the  HEW  Secretary)  can  revoke  a license  based 
on  fees  charged  to  programs  administered  by  him.” 

* * * 

House  and  Senate  conferees  have  still  not  met  to  reach 
agreement  on  the  crucial  Health  Manpower  Bill. 

The  major  issue  to  be  resolved  is  Federal  controls  over 
residencies.  The  House  Manpower  Bill  approved  last  fall 
was  stripped  of  a residency  control  feature  on  the  floor  of 
the  House.  A rigid  and  sweeping  Senate  control  plan  over 
allocation  of  residencies  was  watered  down  substantially 
on  the  floor  of  the  Senate  but  the  final  Senate  bill  requires 
medical  schools  to  set  aside  minimum  percentages  of  res- 
idency programs  for  “primary  care”  slots. 

Also  important  are  the  “payback”  provisions  for  medical 
students.  In  this  respect,  the  House  bill  is  more  stringent 
than  the  Senate  bill.  The  House  would  require,  starting 
in  1985,  that  medical  students  pay  back,  either  in  money 
or  service  in  shortage  areas,  that  portion  of  the  individual 
student’s  yearly  medical  education  subsidized  by  the 
Federal  government  in  the  form  of  capitation  subsidies  to 
the  medical  schools.  At  present,  this  runs  about  $2,000  a 
year. 

The  comparable  Senate  provision  requires  medical 
schools  starting  in  1978  to  assure  that  35  per  cent  of  their 
first-year  places  are  available  for  students  who,  prior  to 
admission,  have  submitted  applications  for  National 
Health  Service  Corps  scholarships  and  have  agreed  to  ac- 
cept such  scholarships. 

Both  bills  contain  provisions  designed  to  reduce  the  in- 
flow of  foreign  medical  graduates. 

The  major  new  thrust  in  the  two  bills,  in  addition  to  the 
extension  of  capitation  aid  to  medical  schools,  is  to  produce 
more  physicians  in  the  “primary  care”  category  and  to  get 
more  physicians  into  shortage  areas. 

continued  on  page  1574 
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The  Administration  has  had  strong  reservations  about 
provisions  in  both  bills,  but  as  they  stand  now  it  appeared 
unlikely  the  legislation  would  encounter  a Presidential 
veto. 

* * * 

Food  and  Drug  Commissioner  Alexander  Schmidt,  M.D., 
believes  Congress  must  shoulder  much  of  the  blame  for  the 
controversy  swirling  around  his  embattled  agency.  Dr. 
Schmidt,  who  is  leaving  the  FDA  in  December  to  become 
Vice  Chancellor  for  Health  Services  at  the  University  of 
Illinois,  made  clear  in  an  interview  with  AM  NEWS  that 
he  believes  the  persistent  critics  of  FDA  on  Capitol  Hill, 
in  the  press  and  television,  and  among  consumer  groups 
are  unfair  and  damage  the  agency’s  morale  and  efficien- 
cy. 

He  told  AM  NEWS  the  FDA  has  been  driven  into  a 
“conservative”  position  in  approving  new  drugs  because 
of  the  pressures  from  Congressmen  who  believe  the  agency 
isn’t  tough  enough  with  drug  companies.  Congress  never 
calls  a hearing  when  a drug  is  rejected,  but  always  calls  one 
when  a drug  is  approved,  he  said,  implying  that  a climate 
of  fear  of  Congressional  retaliation  has  pervaded  FDA. 

Dr.  Schmidt  also  said  he  thinks  the  medical  profession 
could  be  more  supportive  of  FDA’s  position  and  verbally 
less  critical. 

* * * 

Students  receiving  Federal  scholarships  and  loans  should 
be  given  a tax  break,  the  AMA  has  told  Congress. 

Failure  of  Congress  to  continue  previous  exemption  of 
such  aid  from  taxation  is  proving  a financial  hardship  on 


students  and  threatening  to  discourage  service  to  the  public 
in  areas  where  there  are  shortages  of  medical  manpower 
and  facilities,  the  AMA  said. 

The  exemption  lapsed  on  certain  student  loan  programs 
in  addition  to  scholarship  aid  from  the  Armed  Forces  and 
the  Public  Health  Service  including  the  National  Health 
Service  Corps. 

In  a letter  to  the  Senate  Fipance  Committee,  AMA  Ex- 
ecutive Vice  President  James  H.  Sammons,  M.D.,  noted 
that  with  the  expiration  of  the  tax  exemption,  about  5,000 
students  in  the  Armed  Forces  Health  Professions  Schol- 
arship program  and  about  2,700  students  currently  in  the 
National  Health  Service  Corps  scholarship  program  are 
now  required  to  pay  income  tax  on  their  scholarship  funds, 
which  may  include  tuition,  educational  fees,  and  sti- 
pends. 

“The  imposition  of  the  tax  on  such  financial  assistance 
will  impose  a significant  financial  burden  for  many  stu- 
dents now  receiving  such  scholarships  and  act  as  a deter- 
rent to  acceptance  of  scholarships  which  carry  a service 
commitment,”  Dr.  Sammons  said. 

He  pointed  out  that  the  AMA  “has  long  advocated  the 
use  of  financial  incentives  to  encourage  tbe  development 
of  an  adequate  supply  of  physicians  to  provide  needed 
health  care  services.” 

To  impose  a tax  on  scholarships  under  such  circum- 
stances would  defeat  the  purpose  of  the  scholarship,  Dr. 
Sammons  said.  “Financial  obstacles  should  not  be  placed 
in  the  path  of  assisting  those  who,  being  qualified  for 
medical  education,  have  accepted  a scholarship  and  agreed 
to  a service  commitment.” 

“This  situation  deserves  the  immediate  attention  of 
Congress,”  Dr.  Sammons  said. 


Medical  News 


Monitoring  newly-approved  medicines 

The  Food  and  Drug  Administration  (FDA)  and  the 
National  Bureau  of  Standards  (NBS)  on  July  6 announced 
a million  dollar  joint  project  to  develop  systems  for  moni- 
toring newly-approved  medicines  for  unwanted  reactions. 
The  systems  would  help  FDA  uncover  previously  unsus- 
pected adverse  effects  more  quickly  than  is  now  possi- 
ble. 

Alexander  M.  Schmidt,  M.D.,  Commissioner  of  Food  and 
Drugs,  said:  “Before  FDA  approves  a new  drug,  it  has  been 
tested  extensively  in  animals  but  at  most  in  only  a few 
thousand  people.  Once  it  is  approved,  the  number  of 
people  who  receive  the  drug  often  increases  rapidly  to  many 
thousands.  Some  adverse  effects  are  so  rare  they  can  be 
detected  only  after  a drug  has  been  used  by  many  thou- 
sands of  patients  or  for  an  extended  time. 

“For  this  reason,  the  first  few  years  after  a drug  is  ap- 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 


proved  is  a time  for  special  alertness  and  careful  evalua- 
tion. 

“This  project  will  help  FDA  develop  methods  to  make 
better  and  faster  decisions  on  long  term  drug  safety  and 
effectiveness,”  said  the  Commissioner. 

“In  addition,”  said  Dr.  Schmidt,  “legislation  now  before 
the  Congress  would  give  FDA  authority  to  require  manu- 
facturers to  conduct  post-marketing  studies  of  new  drugs. 
Clearly,  we  could  make  better  use  of  such  authority  if  we 
had  effective  drug  monitoring  systems.  With  NBS  assis- 
tance, we  will  develop  such  systems.” 

NBS’  Experimental  Technology  Incentives  Program 
(ETIP)  will  provide  $1.1  million  and  expert  advice  for  de- 
sign of  drug  monitoring  system.  FDA  will  develop  and  test 
the  systems  under  one  or  more  contracts  to  be  awarded  on 
a competitive  basis. 

“We  are  pleased  to  be  able  to  assist  the  FDA  in  this 
project,”  said  Dr.  Jordan  Lewis,  Director  of  ETIP.  “We 

continued  on  page  1576 
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lease  the  most  innovative  equipment. 

And  we  don’t  stop  there.  For  your 
personal  financial  counseling  needs 
there’s  the  objective  investment  advice 
of  ChemBank  Chemvest  Service. 


Want  to  find  out  for  yourself  why 

1 out  of  4 New  York  Doctors  prefer  to 
use  Chemical’s  Professional  Services 
Program 1 Phone  George  Wenskus, 
Program  Director,  Professional  Services, 
at  212/922-3510  or  write  to; 
Professional  Services 

Chemical  Bank 

2 Penn  Plaza 

New  York,  N.Y.  10001 
Attn:  Mr.  George  Wenskus 
Program  Director 

ChemicalBanc 

“Yes"  is  a Chemical  reaction. 


Visit  Us  at  Booth  No.  44 


Member  FDIC 
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are  hopeful  that  it  will  lead  to  an  improved  regulatory 
policy  that  will  benefit  all  citizens.” 

Physicians  required  to  report  all  cases 
of  children’s  window  falls:  New  amendment 
to  health  code’s  makes  it  mandatory 

The  Health  Department  of  the  City  of  New  York  is  re- 
quiring physicians  to  report  all  cases  of  falls  from  windows 
involving  children  and  youths  sixteen  years  of  age  and 
under.  This  is  now  mandatory  as  a result  of  an  amend- 
ment to  the  Health  Code  which  was  passed  by  the  Board 
of  Health  and  became  effective  on  May  1 of  this  year.  At 
the  same  time,  effective  September  1,  1976,  the  Board 
made  it  mandatory  for  owners  of  multiple  dwellings  to 
install  window  guards  on  windows  of  apartments  in  which 
reside  children  ten  years  of  age  or  under. 

Window  falls  is  one  of  the  leading  causes  of  accidental 
deaths  among  children  ten  years  of  age  and  under.  Since 
1972,  the  Health  Department,  through  its  Office  of  Public 
Health  Education,  has  been  carrying  on  an  educational 
campaign  in  high  risk  areas  and  has  distributed  thousands 
of  window  guards  free  as  a preventive  measure.  During 
this  time,  the  priority  for  this  program  shifted  from  the 
South  Bronx  to  areas  in  South  Brooklyn.  In  the  South 
Bronx,  children’s  window  falls  have  declined  as  a result  of 
the  Health  Department’s  program;  but  in  South  Brooklyn, 
there  has  recently  been  a sharp  increase  in  falls. 

Systematic,  prompt  reporting  of  window  falls  by  phy- 
sicians is  necessary,  says  the  Health  Department,  because 
it  will  help  in  many  ways  to  increase  the  effectiveness  of  our 
education  and  control  program. 

New  edition  available 

The  Commission  on  Professional  and  Hospital  Activities 
(CPHA)  has  announced  publication  this  September  of  the 
new  edition  of  Length  of  Stay  in  PAS  Hospitals.  The  data 
in  these  books  have  been  compiled  from  over  14  million 
individual  patient  discharge  abstracts  submitted  by  more 
than  2,000  of  the  U.S.  and  Canadian  hospitals  participating 
in  the  Professional  Activity  Study  (PAS)  during  1975. 
These  length  of  stay  books  display  data  for  the  U.S.,  Can- 
ada, and  each  of  the  four  U.S.  census  regions. 

For  further  information  about  the  1975  length  of  stay 
books  contact:  The  Commission  on  Professional  and 

Hospital  Activities,  1968  Green  Road,  Ann  Arbor,  Michi- 
gan, 48105. 

First  voluntary  recertification 
to  be  offered  fall  of  1980 

The  American  College  of  Surgeons  and  the  American 
Board  of  Surgery  have  agreed  to  correlate  the  College’s 
Surgical  Education  and  Self-Assessment  Program 
(SESAP)  with  the  Board’s  recertification  process.  The 
first  voluntary  recertification  examination  is  to  be  offered 
in  the  Fall  of  1980.  The  American  Board  of  Surgery  will 
inform  candidates  for  recertification  they  should  be  fa- 
miliar with  the  body  of  knowledge  covered  by  SESAP. 
The  agreement  in  essence  emphasizes  that  the  part  played 
by  the  College  is  education,  and  that  of  the  Board  is  de- 
termination of  knowledge  as  well  as  of  other  indications  of 
competence. 

The  agreement  between  the  American  College  of  Sur- 
geons and  the  American  Board  of  Surgery  indicates  that 


the  clinical  and  other  problems  addressed  by  SESAP,  as 
well  as  other  educational  activities  of  the  American  College 
of  Surgeons,  will  constitute  the  basis  for  questions  in  the 
examination  portion  of  the  Board’s  mechanism  for  vol- 
untary recertification. 

SESAP  is  a voluntary,  confidential,  continuing  educa- 
tion program  for  surgeons  and  others  interested  in  surgical 
science  and  practice.  Enrollees  participate  in  the  program 
to  any  degree  they  choose,  and  at  any  time  or  place.  No 
grading  such  as  pass-fail  is  given,  nor  is  there  any  record 
of  the  level  of  performance  of  any  individual. 

SESAP  is  offered  in  the  form  of  three  self-assessment 
books  containing  750  items  covering  nine  areas  of  surgical 
knowledge.  A 500-page  syllabus  duplicating  the  items  and 
containing  the  critique  of  each  of  them,  together  with  ref- 
erences and  a comprehensive  index,  is  part  of  the  SESAP 
package. 

The  body  of  knowledge  covered  by  SESAP  is  that  with 
which  all  surgeons,  regardless  of  specialty,  should  be  fa- 
miliar. All  surgical  specialties  were  represented  on  the  ten 
committees  that  constructed  SESAP. 

SESAP  was  first  offered  in  1971.  Since  then,  a total  of 
more  than  29,000  individuals  have  enrolled  in  SESAP. 
SESAP  II,  which  was  released  in  1974,  continues  to  enroll 
individuals  at  a steady  rate.  SESAP  III,  the  third  pro- 
gram, will  be  available  in  the  fall  of  1979. 

Complete  information  about  SESAP  and  applications 
for  enrollment  in  SESAP  II  are  available  from:  SESAP, 
c/o  American  College  of  Surgeons,  55  East  Erie  Street, 
Chicago,  Illinois  60611. 

New  address 

The  Associated  Medical  Schools  of  New  York  have  new 
headquarters  as  of  June  1.  The  new  mailing  address  is:  19 
East  98th  Street,  Suite  60,  New  York,  N.Y.  10029.  The 
telephone  number  is  the  same:  (212)  831-4010. 

Tumor  registry  report  available 
from  Roswell  Park  covers 
four-year  period,  22  hospitals 

The  fourth  annual  report  of  the  Lakes  Area  Tumor 
Service  Registry — representing  data  on  9,080  cancer  pa- 
tients from  22  Western  New  York  and  Pennsylvania  area 
hospitals,  during  the  time  period,  January,  1970,  to  De- 
cember, 1973 — is  now  available  from  Roswell  Park  Me- 
morial Institute. 

John  C.  Patterson  M.D.,  chief  of  the  Institute’s  Ambu- 
latory Services  and  Project  Director  of  the  Registry  said, 
“The  registry,  in  which  participation  is  free,  provides  a 
graphic  overview  of  demographic  data  for  22  tumor  sites 
as  well  as  special  information  such  as  survival  data  on  ten 
select  sites. 

“It  is  a key  resource  in  the  nationwide  effort  by  the  Na- 
tional Cancer  Institute  to  provide  information  that  will  lead 
to  better  and  broader  community  interest  in  cancer  con- 
trol.” 

The  objectives  of  the  Cancer  Registry  are  (1)  to  improve 
patient  care  through  a carefully  monitored  follow-up  sys- 
tem; (2)  to  provide  a method  of  continuous  evaluation  of 
the  cancer  control  program  in  the  areas  covered  by  the 
registry;  and  (3)  to  assist  in  the  establishment  and  main- 
tenance of  each  member  hospital’s  own  hospital-based 
registry. 

The  physician-director  noted  that  membership  in  the 
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Symposium:  ADVANCES  IN  THE  MANAGEMENT  OF  CLINICAL  HEART  DISEASE 


OCTOBER  29-31,  1976 
Holiday  Inn — Saddle  Brook,  N.J. 

PROGRAM 

Arrhythmias  Associated  with  Myocardial 
Infarction 

Edwin  L.  Rothfeld.  M.D 

Conduction  Defects  during  Myocardial 
Infarction 

Jacob  I.  Haft.  M.D 

Monitoring  of  Hemodynamics  during 
Myocardial  Infarction 

Richard  O.  Russell,  Jr..  M.D 

Reduction  of  Infarct  Size  during  Myocardial 
Infarction 

Stephen  Scheidt.  M.D. 

Management  of  Shock  and  CHF  during 
Myocardial  Infarction 

Robert  C.  Leinbach.  M.D. 

Surgical  Experience  with  Preinfarction 
Angina,  Uncomplicated  and  Complicated 

Jack  M Matloff,  M.D. 

Medico-Legal  Problems  in  Cardiology 

Charles  P.  Bailey.  M D 

Chronic  Coronary  Disease — Angina 
Pectoris — Medical  Therapy 

Ezra  Amsterdam,  M.D. 

Coronary  Arteriography 

Goffredo  Gensini,  M.D. 

Course  Directors:  Jacob  I Haft.  M.D.,  Charles  P 


Sponsored  By: 

Saint  Michael's  Medical  Center 

Angina  with  Normal  Coronaries  (Spasm — 
Prinzmetals  Angina) 

William  H Gaasch,  M.D. 

Coronary  Bypass  Operation — Indications, 
Short  and  Long  Term  Results 

W Dudley  Johnson.  M.D. 

Surgery  for  Acute  Myocardial  Infarction 

Myron  W Wheat.  Jr.,  M D 

Aneurysmectomy 

William  E Neville.  M D 

Mechanisms  of  Arrhythmias 

Andrew  L.  Wit.  Ph  D 

His  Bundle  Electrogram  in  Evaluation  of 
Arrhythmias 

Kenneth  M Rosen.  M.D 

The  Preexcitation  Syndrome — Diagnosis 
and  Treatment 

John  J Gallagher.  M.D. 

Management  of  Arrhythmias — Newer 
Therapy 

Leonard  S.  Dreifus.  M.D. 

Pacemakers — Current  Status 

S.  Serge  Barold,  M B.* 

Digitalis.  Its  Clinical  Use  and  the  Value  of 
Serum  Level  Determinations 

Thomas  W.  Smith,  M.D 
Bailey.  M D 


Course  Credits:  20  Hours 
AMA  Category  I • AAFP 

Stress  Testing 

Elliott  M Stein.  M D. 

Isotope  Imaging  in  Cardiology 

Bertram  Pitt,  M.D. 

Echo  Cardiography — Valves-Structures 

Daniel  J.  Goodman,  M.D. 

Echo  Cardiography — Evaluation  of 
Pericardial  Disease  and  Left  Ventricular 
Function 

Michael  S.  Horowitz,  M.D. 

Panel — Unknown  Echoes,  Phonos  & 

Stress  Tests 

Current  Status  of  Valvular  Surgery 

Charles  P.  Bailey,  M.D. 

Surgical  Management  of  Congenital  Heart 
Disease  in  the  Adult 

Mortimer  J.  Buckley,  M.D. 

Dissecting  Aneurysm  of  Aorta 

Myron  W.  Wheat,  M.D. 

Hypertension — Mechanisms  and  Treatment 
Strategy 

John  H.  Laragh,  M.D. 

Hypertension — Therapy 

Lawrence  E.  Krakoff,  M.D 


• BRITISH  DEGREE 


For  Further  Information  Write:  Symposium,  Saint  Michael's  Medical  Center.  268  High  St.,  Newark,  N.J.  07102. 
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University  of  Southern  California,  has  had  long  experience 
in  his  field  of  special  education,  the  education  of  counseling 
of  exceptional  children. 

The  author  assumes  the  role  of  challenger  to  physicians, 
psychologists,  counselors,  educators,  social  workers,  and 
other  allied  health  workers  to  become  more  cognizant  of 
the  desperate  needs  disabled  persons  and  their  families 
have  for  competent,  sound,  reality-based  guidance  and  the 
tragic  results  and  despair  and  last  human  potential  when 
it  is  not  forthcoming.  In  this  he  is  assisted  by  other  con- 
tributors as  well  as  anecdotal,  personal  narratives  of  several 
disabled  individuals  and  their  parents. 

The  author  seemingly  takes  no  cognizance  of  the  fact 
that  such  counseling  for  handicapped  people  and  their 
families  has  been  a well-established,  integral  component 
of  the  multidisciplinary  management  and  therapeutic 
process  for  disabled  patients  in  fields  such  as  psychiatry, 
rehabilitation  medicine,  social  service  work,  as  well  as  other 
medical  disciplines.  The  volume  will  have  its  greatest 
impact  on  the  lay  public.  It  affords  no  new  knowledge  on 
the  subject  and  is  the  delineation  of  one  individual’s  per- 
sonal experience  with  handicapped  people  and  their  fam- 
ilies within  the  specialized  context  of  special  education. 
Joseph  G.  Benton,  Ph.D.,  M.D. 

Dietary  Management  of  Renal  Disease.  By  Jacquelyn 
S.  Cost,  R.D.  Thorofare,  N.J.,  Charles  B.  Slack,  Inc., 
Publisher,  1975.  Illustrated  161  pages.  Paperback. 

For  the  patient  with  Renal  Disease,  Dietary  Manage- 
ment of  Renal  Disease  is  a much  needed  edition.  This 
book  offers  a great  assortment  of  recipes  that  will  help  to 


make  a restricted  diet  more  tolerable  and  permit  the 
serving  of  more  attractive  meals.  Each  recipe  is  analyzed 
for  calorie,  protein,  sodium  and  potassium  content,  and 
exchange  values  are  given. 

As  a dietitian,  Ms.  Cost  has  combined  recipes  from  di- 
alysis centers  around  the  United  States,  and  from  friends 
and  families  of  dialysis  patients.  She  has  included  in  the 
book  exchange  lists  and  sample  menus  for  patient  use. 
The  book  title  is  deceiving,  since  the  book  is  not  total  in- 
formation for  the  Dietary  Management  of  Renal  Disease 
but,  as  previously  stated,  is  a good  source  for  recipes  for  the 
renal  exchange  diet. 

The  book  is  meant  only  for  those  patients  thoroughly 
versed  in  their  diet,  and  the  proper  usage  of  this  book  must 
be  emphasized  by  physician  and  dietitian.  Carol  F. 
Sherman  R.D. 

Cytopathology  of  Sarcomas  and  Other  Nonepithelial 
Malignant  Tumors.  By  Steven  Hajdu,  M.D.,  and  Eva  O. 
Hajdu,  M.D.  Philadelphia,  W.  B.  Saunders,  1976.  Illus- 
trated, 416  pages.  Cloth,  $30. 

This  is  a commendable  effort  at  a summary  organization 
of  the  nonepithelial  malignant  tumors  with  stress  on  the 
cytologic  aspects  of  sarcomas  in  particular.  The  short 
initial  chapter  is  a beautiful  historical  summary.  This  is 
a good  source  for  information  and  some  of  the  colored  re- 
productions are  excellert  and  can  serve  as  an  helpful  atlas. 
A.A.A. 

A Coursebook  in  Health  Care  Delivery.  By  Sidney 
Shindell,  M.D.,  LL.B.,  Jeffrey  C.  Salloway,  Ph.D.,  and 
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Letters  to  the  Editor 


William  Dock,  M.D. 

To  the  Editor:  In  a small  hospital  in  Brooklyn,  called 
the  Lutheran  Medical  Center,  a renowned  physician  still 
conducts  medical  teaching  rounds.  William  Dock,  M.D., 
former  professor  of  pathology  at  Stanford  and  Cornell  and 
former  professor  of  medicine  at  The  Long  Island  College 
of  Medicine  (now  the  State  University  of  New  York 
Downstate  Medical  Center),  is  still  quite  active.  Because 
he  is  seventy-seven  years  of  age,  he  apparently  has  been 
retired  by  the  Medical  School  and  the  Veterans  Adminis- 
tration. 

For  those  medical  students,  residents,  and  practicing 
physicians  who  wish  to  see  Dr.  Dock  in  action,  grand  rounds 
can  be  witnessed  Tuesdays  10:00  a.m.  to  12:00  p.m.  Dr. 
Dock’s  vision  has  faltered  somewhat  but  his  step  is  brisk 
and  the  mind  is  alert  and  decisive.  Being  an  electronic 
expert,  music  and  art  critic,  a linguist,  an  authority  on 
mountain  flowers  and  mountain  climbing,  expert  medical 
advice  is  interspersed  with  quotes  from  Shakespeare  and 
George  Bernard  Shaw.  Although  the  residents  are  foreign 
trained,  their  eyes  portray  a love  and  devotion  reserved 
only  for  a great  teacher.  A jacket  and  tie  are  required.  (Be 
prepared  to  climb  stairs  as  Dr.  Dock  still  does  not  believe 
in  taking  time  for  elevators  to  arrive.) 

If  you  are  depressed  with  hospital  politics,  malpractice 
problems,  arguments  with  Medicare,  Medicaid,  Blue 
Shield,  and  the  humdrum  of  every  day  practice,  you  can 
expect  an  unparalleled,  intellectual  uplift  by  observing  one 
of  the  last  of  the  great  masters. 

MURRAY  STROBER,  M.D.,  F.A.C.P. 

Clara  Maass  Memorial  Hospital 
Franklin  Avenue 
Belleville,  N.J.  07109 

The  computer  and  medical  care 

To  the  Editor:  A report  from  the  AMA’s  Board  of 

Trustees’  Committee  on  Computer  Systems  in  Medicine 
stated:  “The  medical  profession  has  an  important  duty 
in  guiding  the  development  of  computer  systems  because 
it  must  protect  the  confidence  of  the  patient  and  maintain 
the  integrity  of  the  physician-patient  relationship.  Even 
with  such  protection,  computer  technology  has  the  po- 
tential to  develop  a system  in  which  data  would  flow  from 
the  local  to  the  national  level,  making  available  truly 
meaningful  information  for  overall  health  research  and 
planning.  Regional  as  well  as  national  availability  of  data 
would  make  for  efficient  planning  for  manpower  needs  and 
facility  needs.  It  would  make  possible  the  ultimate  in  peer 
review.  It  could  become  a medical  data  channel  into  every 
physician’s  office,  every  hospital,  every  necessary  institu- 
tion of  health  care — making  the  data  available  for  use  in 
a variety  of  ways  to  improve  health  care.” 

This  evaluation  of  the  potential  of  the  computer  is  par- 
ticularly significant  in  light  of  the  recent  incursions  into 
the  confidentiality  and  integrity  of  the  physician-patient 
relationship.  These  recent  incursions  have  occurred  when 
third  parties,  who  have  acquired  a financial  interest  in 
medical  care,  have  made  such  financial  interest  primary 
and  have  made  confidentiality  and  the  integrity  of  the 


physician -patient  relationship  secondary.  The  philosophy 
has  become  “whoever  pays  the  piper  calls  the  tune.”  To 
the  extent  that  physicians  accept  this  formula,  rather  than 
having  professional  considerations  primarily  “calling  the 
shots”  in  professional  matters,  to  the  extent  that  they  ac- 
cept payments  from  the  third  parties  rather  than  their 
patients  thus  giving  third  parties  a say  in  the  physician- 
patient  relationship,  we  are  experiencing  more  and  more 
disrespect  for  confidentiality  and  further  downgrading  of 
the  physician-patient  relationship. 

From  this  experience  with  the  finances  of  medicine,  we 
can  easily  see  that  if  this  powerful  and  useful  computer  is 
placed  in  the  hands  of  third  parties,  the  principles  which 
govern  its  use  will  be  the  principles  of  computer  technology 
primarily,  rather  than  the  confidentiality  and  integrity  of 
the  physician-patient  relationship. 

The  computer  will  be  an  indispensable  tool  for  medical 
practice,  research,  and  planning.  There  is  a danger  that 
whoever  will  run  the  computer  will  run  medicine.  Just 
as  whoever  has  the  money  has  the  power  to  control  medi- 
cine, so  whoever  has  the  data  bank,  needed  for  practice, 
research,  and  planning,  will  have  the  power  to  control 
medicine.  The  government,  when  it  controls  the  money, 
has  already  shown  it  has  no  compunction  about  shutting 
off  the  tap  if  you  don’t  play  the  ballgame  according  to  its 
rules.  It  would  be  even  easier  to  throw  the  switch  that 
controls  the  data  bank  to  your  office. 

It  therefore  is  imperative,  urgently  imperative,  that  the 
powerful  and  useful  operation  of  the  computer  drawn  for 
us  by  this  AMA  Committee  be  an  operation  by  physi- 
cians. 

Just  as  our  professional  societies  recognize  free  choice 
of  physician  by  patient  as  an  essential  ingredient  of  medical 
care,  so  it  behooves  us,  in  concert,  to  make  a formal  policy 
that  physicians  supply  medical  data  to  computers  only  if 
the  computer  is  in  the  hands  of  physicians.  To  take  our 
data  and  put  it  in  nonprofessional  hands  is  to  give  up 
control  of  our  profession,  to  give  up  our  professional  free- 
dom, and  to  give  up  our  professional  responsibility  to  our 
patients. 

It  therefore  is  incumbent  on  all  of  us  to  take  the  neces- 
sary steps  to  preserve  our  professional  integrity  in  this 
matter  immediately,  lest,  as  those  who  unwittingly  are 
giving  the  profession  away  to  third  parties  by  accepting 
payment  from  other  than  our  patients,  we  fall  prey  to  giv- 
ing the  computer  to  government  and  soon  find  ourselves 
so  bound  up  and  dependent  on  it  that  we  become  no  more 
than  one  of  the  switches  in  the  computer  ourselves. 

GORDON  R.  MEYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  N.  Y.  11577 

Central  pontine  myelinolysis  (CPM) 

To  the  Editor:  In  the  article  by  Iannacone,  Wright,  and 
Cornwall,*  the  authors  state  that  no  pattern  of  pathogen- 
esis is  clearly  indicated,  and  discuss  hypoxia,  malnutrition, 

* Iannacone,  P.  M.,  Wright,  A.  W.,  and  Cornwall,  C.  C.:  Central 
pontine  myelinolysis,  New  York  State  J.  Med.  7f>:  421  (Mar.) 
1976. 
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uremia,  and  ischemia.  They  refer  to  the  article  by  Poser* 
on  the  subject.  I think  it  is  of  interest  to  call  attention  to 
the  proposed  pathogenesis  discussed  in  this  article. 

Dr.  Poser  says:  “The  suggestion  made  by  Seitelberger 
and  Jonasch  that  CPM  may  be  the  result  of  some  immu- 
nopathogenetic  condition  deserves  the  most  serious  con- 
sideration.” 

Dr.  Poser  develops  this  point  in  relationship  to  the  site 
of  the  lesions,  the  history,  and  epidemiology  of  the  condi- 
tion of  CPM.  It  does  seem  that  when  discussing  possible 
pathogenesis,  immunopathologic  issues  should  be  con- 
sidered also. 

FRANK  A.  SEIXAS.  M.D. 

Medical  Director,  National  Council  on  Alcoholism  Inc. 

733  Third  Avenue  j 
New  York,  New  York  10017  j 

Dr.  lannacone’s  reply 

To  the  Editor:  The  authors  have  attempted  to  limit  their 
discussion  to  those  possible  etiologic  factors  for  which  there 
is  a known  association  with  the  disease  process  central 
pontine  myelinolysis.  However,  to  the  extent  that  none 
of  these  have  a clear  etiologic  significance,  other  processes, 
perhaps  immunologically  mediated,  should  be  considered. 
While  immunological  mechanisms  are  tempting  explana- 
tions for  selective  cell  killing,  they  in  no  way  explain  the 
peculiar  anatomical  distribution  of  the  process  as  was 
pointed  out  by  Poser. 

Further,  the  mechanism  suggested  by  Seitelberger  and 
Jonasch  based  on  the  occasional  presence  of  plasma  cells 
in  the  lesion  is  not  “the  proposed  pathogenesis”  of  Poser’s 
article  as  Dr.  Seixas  suggests,  but  one  of  a variety  of 
mechanisms  discussed  in  that  paper. 

The  etiology  and  pathogenesis  of  this  interesting  disease 
are  obscure  and  discussions  of  them  largely  speculative  in 
nature  as  has  been  pointed  out  by  many  authors  in  this 
field. 

PHILIP  M.  IANNACONE,  M.D. 

Sir  William  Dunn  School  of  Pathology 
University  of  Oxford 
South  Parks  Road 
Oxford  OXl  3RE,  England 

Autotransfusion  for  major  surgery  in  Jehovah’s 
Witnesses 

To  the  Editor:  The  paper  by  Gardner  et  al.  (New  York 
State  J.  Med.  76:  765  [May]  1976)  describing  4 cases  of 
major  surgery  in  Jehovah’s  Witnesses  fails  to  mention  the 
possible  use  of  autotransfusion  in  such  patients.  We  were 
recently  confronted  with  a patient  who  had  an  operable 
brain  tumor  but  who  expressed  strong  religious  objections 
to  blood  transfusions.  The  neurosurgeons  refused  to  op- 
erate without  the  availability  of  blood  for  the  procedure. 

The  patient  was  made  aware  of  the  possibility  of 
supplying,  over  a three-week  period,  four  units  of  his  own 
red  blood  cells  and  two  units  of  his  own  plasma,  which  then, 
if  he  had  no  objections,  would  be  available  to  him  for  pos- 
sible autotransfusion.  After  numerous  consultations  with 
religious  advisors,  the  patient  consented  to  autotransfu- 
sion. 

Utilizing  a “reverse”  plasmapheresis  technique,  the 
patient  was  bled  at  weekly  intervals  as  follows:  Two  units 

* Poser,  C.  M.:  “Demyelination  in  the  central  nervous  system 
in  chronic  alcoholism:  central  pontine  myelinolysis  and  Mar- 
chiafava-Bignami’s  disease,”  Ann.  New  York  Acad.  Sc.  215:  373 
(Apr.  30)  1973. 
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of  whole  blood  were  removed,  the  plasma  from  both  was 
separated  and  returned  to  the  patient,  and  600  mg.  of  iron 
was  given  intramuscularly.  One  week  later,  two  more  units 
of  whole  blood  were  removed,  the  plasma  was  separated 
from  both  but  only  one  unit  of  plasma  was  returned  to  the 
patient  and  the  other  frozen  at  -30°C.  One  unit  of  the 
packed  erythrocytes  drawn  on  day  1 was  returned  to  the 
patient.  We  now  had  three  units  of  packed  erythrocytes 
(day  1,  day  7,  day  7)  and  one  unit  of  fresh  plasma  (day  7). 
Another  300  mg.  of  iron  was  administered  intramuscularly. 
On  day  14,  two  more  units  of  whole  blood  were  removed, 
the  plasma  was  separated  from  both  units  but  only  one  unit 
of  plasma  was  returned  to  the  patient  and  the  other  frozen 
at  -30°C.  The  second  unit  of  red  blood  cells  drawn  on  day 
1 was  returned  to  the  patient  and  300  mg.  of  iron  was  given 
intramuscularly.  We  now  had  four  units  of  packed 
erythrocytes  (day  7,  day  7,  day  14,  day  14)  and  two  units 
of  fresh  frozen  plasma  (day  7 and  day  14).  The  surgical 
operation  (craniotomy)  was  scheduled  for  day  21. 

The  patient’s  hematocrit  just  prior  to  surgery  was  37. 
The  surgery  was  performed  successfully.  Two  units  of 
autologous  packed  erythrocytes  were  transfused  during  the 
operation.  At  the  request  of  the  patient,  the  two  remaining 
units  of  packed  erythrocytes  and  the  two  units  of  fresh 
frozen  plasma  were  discarded. 

While  autotransfusion  does  not  solve  the  problem  of  all 
religious  and  moral  objections  to  blood  transfusions,  it  does 
offer  a segment  of  the  population  an  additional  option  and 
the  opportunity  to  obtain  and  benefit  from  modern  surgical 
procedures. 

FRED  ROSNER,  M.D. 

MARVIN  V.  BLAKE,  B.S.  M.T. 

Queens  Hospital  Center  affiliated  with  the 
Long  Island  Jewish-Hillside  Medical  Center 
Queens,  N.Y.  11432 

Passive  euthanasia 

To  the  Editor:  An  article  in  the  April,  1976,  edition  of  the 
New  York  State  Journal  of  Medicine  on  “Death  With 
Dignity — Passive  Euthanasia”  (page  539)  neglects  recent 
meanings  of  passive  euthanasia.  An  article  on  this  subject 
in  Medical  World  News,  September  14,  1973,  indicated 
that  it  meant  hastening  death  by  withholding  treatment, 
ordinary  or  extraordinary,  and  over  medication ; it  also  said 
the  practice  was  widespread. 

The  leaders  of  the  euthanasia  movement  have  been 
strong  advocates  of  voluntary  euthanasia,  a term  Alfred 
Jaretzki,  III,  M.D.,  the  author  of  the  article,  avoids  because 
he  says  it  causes  confusion.  To  me  it  means  mercy  killing. 
One  wonders  if  this  is  implied  in  the  living  will,  which  Dr. 
Jaretzki  states  should  not  be  legally  binding,  apparently 
because  “the  specter  of  active  euthanasia  comes  to  the 
forefront.” 

The  following  quotations  from  the  article  imply  a par- 
tiality on  the  part  of  the  author  to  active  euthanasia.  (1). 
“Active  euthanasia,  or,  mercy  killing  . . . refers  to  the  de- 
liberate act  of  taking  a human  being’s  life  (albeit  with  the 
intention  of  benefiting  the  individual  and/or  society  as  a 
whole)”;  (2).  “Although  rigid  criteria  and  appropriate 
panels  of  review  would  have  to  be  established  for  the  en- 
actment of  active  euthanasia  . . . such  criteria  are  neither 
desirable  nor  feasible  in  passive  euthanasia”;  (3).  “Should 
active  euthanasia  ever  become  a reality,  physicians  must 
have  no  more  than  a consulting  role  in  the  selection  of  in- 
dividuals for  its  enactment,  and  must  take  absolutely  no 


part  in  its  implementation.  In  other  words  physicians 
must  not  be  hangmen.” 

The  Specter  of  mercy  killing,  indeed,  must  be  very 
near. 

JOHN  J.  MCLAUGHLIN  M.D. 

416  Woodward  Avenue 
Buffalo,  N.Y.  14214 

Dr.  Jaretszki’s  reply 

To  the  Editor:  If  the  terms  “active,”  “passive,”  and 
“voluntary”  euthanasia  are  used  loosely  and  inter- 
changeably as  John  J.  McLaughlin,  M.D.,  has  done  in  his 
letter  of  May  22,  1976,  the  issues  become  confused  and 
erroneous  conclusions  are  drawn.  Passive  euthanasia  and 
active  euthanasia  are  so  disparate  that  one  cannot  use  the 
term  euthanasia  without  stating  whether  it  is  in  reference 
to  the  passive  or  the  active  form.  Since  the  word  “volun- 
tary” has  been  used  in  both  it  should  be  dropped. 

I draw  your  attention  to  the  following  inaccurate  and 
misleading  statements  made  in  Dr.  McLaughlin’s  letter. 
He  has  misquoted  and  misinterpreted  the  article  in  the 
Medical  World  News  of  September  14, 1973.  He  refers  to 
“advocates  of  euthanasia”  but  does  not  define  which  form. 
He  uses  the  word  “voluntary”  in  reference  to  mercy  killing 
and  death  with  dignity.  He  lists  statements  I made  to 
clarify  the  distinction  between  passive  and  active  eutha- 
nasia as  an  indication  of  my  favoring  active  euthanasia. 
And  contrary  to  his  implications,  the  living  will  is  appli- 
cable only  in  passive  euthanasia,  is  not  legally  binding,  and 
is  very  effective  in  this  setting  just  as  it  is. 

I took  great  pains  to  point  out  that  “passive  euthanasia 
or  so  called  death  with  dignity,  has  no  more  ominous 
meaning  or  intent  than  to  allow  a patient  who  is  dying  to 
die  in  a dignified  manner  as  comfortably  as  possible.”  I 
stated  that  it  is  important  to  emphasize  that  “this  defini- 
tion refers  specifically  and  exclusively  to  the  physician’s 
act  of  allowing  his  patient  to  die  where  death  is  inevitable, 
but  not  to  letting  an  individual  die  in  any  other  context,” 
and  it  refers  to  “allowing  this  death  to  occur  with  as  much 
dignity  as  possible,  avoiding  useless,  degrading  and/or 
heroic  procedures  that  do  prolong  the  misery  of  dying.”  As 
stated,  the  great  majority  of  theologians,  clergy,  laity,  and 
members  of  the  medical  and  legal  profession  as  well  as 
Pope  Pius  XII  and  the  American  Medical  Association  have 
supported  this  concept. 

My  article*  was  designed  to  assist  the  medical  profession 
in  dealing  intelligently,  compassionately,  ethically,  and 
legally  with  many  of  the  problems  of  the  dying  patient.  I 
support  passive  euthanasia  and  do  not  support  active  eu- 
thanasia and  this  is  also  the  position  of  the  Euthanasia 
Educational  Council.  In  the  Medical  World  News  article 
it  is  stated  that  “some  commentators  believe  that  passive 
euthanasia  is  so  different  from  active  euthanasia  and  the 
word  euthanasia  is  so  clouded  by  emotion,  that  another 
term — such  as  agathanasia  (also  means  good  death)  should 
be  substituted  for  passive  euthanasia.  In  view  of  the 
confusion  which  apparently  still  exists,  perhaps  the  time 
indeed  has  arrived  to  make  this  change. 

I trust  that  these  comments  will  be  of  assistance  to  the 
medical  profession  in  the  very  difficult  problem  of  caring 
for  the  dying  patient. 

ALFRED  JARETZKI,  III,  M.D. 

Columbia-Presbyterian  Medical  Center 
161  Fort  Washington  Avenue 
New  York,  N.Y.  10032 

* Death  with  Dignity-Passive  Euthanasia,  New  York  State  J. 
Med.  76:  539  (Apr.)  1976. 
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tumor  registry  is  increasing  regularly,  with  new  members 
continuing  to  join,  throughout  the  area  served. 

“We  started  with  16  participating  hospitals  in  1969  and 
a total  of  1,025  reported  cancer  cases ...  the  next  report  will 
contain  data  from  at  least  36  participating  hospitals,  which 
represents  approximately  64  per  cent  of  the  56  hospitals 
in  the  region. 

He  also  noted,  “All  components  of  the  service,  including 
compilation  and  distribution  of  data,  is  free  and  enables 
each  hospital  to  assess,  by  regional  and  national  compari- 
sons, the  effectiveness  of  their  own  tumor  treatment  pro- 
grams ...  an  important  step  in  the  eventual  control  of 
cancer.” 

A copy  of  the  tumor  service  registry’s  fourth  annual  re- 
port can  be  obtained  by  writing  to  the:  Lakes  Area  Tumor 
Sendee  Registry,  Roswell  Park  Memorial  Institute,  666 
Elm  Street,  Apartment  3G,  Buffalo,  New  York  14263. 

For  further  information:  Eileen  Simas,  Cancer  Infor- 
mation Services,  (716)  845-4402. 

Continued  development  of  a school 
health  curriculum 

A second-year  contract  for  $87,000  will  allow  the 
American  Lung  Association  to  continue  development  of 
a school  health  curriculum  which  includes  teaching  kin- 
dergarten and  primary  grade  children  about  the  dangers 
of  smoking. 

James  Kieran,  M.D.,  president  of  the  nationwide 
Christmas  Seal  association,  announced  continuation  of  the 
contract  from  the  Bureau  of  Health  Education,  U.S.  De- 
partment of  Health,  Education,  and  Welfare. 

Dr.  Kieran  said  the  new  award  will  be  used  to  test  health 
curriculum  units  developed  in  Seattle  (Washington)  in 
other  areas  during  1976-77.  Classroom  teachers  in  the 
Seattle  public  school  system  have  been  working  with  the 
lung  association  in  writing  and  testing  the  curriculum  units 
for  grades  K through  3. 

Pupil-centered,  the  curriculum  aims  at  comprehensive 
health  education  which  will  teach  very  young  children 
about  their  bodies  and  encourage  them  to  protect  them- 
selves from  threats  such  as  cigarette  smoking  and  air  pol- 
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Collete  M.  Oberembt,  M.S.W.  New  York,  Appleton- 
Century-Crofts,  1976.  Illustrated,  603  pages.  Hard  cover, 
$20.50. 

The  preface  of  this  book  draws  attention  to  the  fact  that 
it’s  a compendium  of  material  gleaned  from  other  sources. 
This  is  understandable  considering  such  an  ambitious 
undertaking  deals  with  the  complex  problem  of  health  care 
delivery.  From  the  point  of  view  of  the  medical  student, 
it  offers  a tremendous  amount  of  data  to  which  he  can 
refer. 

This  reviewer  was  impressed  with  the  idea  of  summar- 
izing each  chapter  but  this  approach  was  discontinued  in 
further  chapters  of  the  book.  It  might  have  improved  the 
reading  if  all  the  chapters  were  rewritten  and  the  original 
pattern  of  “Summary  and  Implications”  had  been  followed. 
This  is  not  a criticism  of  the  contents  but  rather  a sugges- 
tion as  to  a more  palatable  approach  to  the  reader. 

As  a practicing  physician,  it  would  seem  to  the  reviewer 
that  the  most  important  part  of  the  book  is  that  in  which 
the  relationship  of  the  physician  to  society  is  discussed. 


lution.  Classroom  procedures  emphasize  “hands-on” 
participation,  special  health  materials,  and  audiovisuals. 

In  spring,  1977,  the  model  curriculum  will  be  available 
for  school  districts  throughout  the  U.S. 

Dr.  Kieran  said  the  lung  association  accepted  responsi- 
bility for  the  curriculum  development  project  as  part  of  its 
child-oriented  anti-smoking  program.  He  invited  other 
voluntary  health  agencies  to  assist  in  developing  the  cur- 
riculum. 

Additional  information  is  available  from  Roger  Schmidt, 
Smoking  Consultant,  American  Lung  Association,  1740 
Broadway,  New  York  10019,  or  Roy  Davis,  Chief,  Com- 
munity Programs,  Bureau  of  Health  Education  CDC- 
HEW,  Atlanta,  Ga.  30333. 

Here  and  there 

Appointments.  Donald  T.  Fredrickson,  M.D.,  appointed 
associate  professor  of  preventive  medicine  (public  health) 
and  assistant  dean  for  postgraduate  programs  at  New  York 
University  School  of  Medicine.  He  is  responsible  for  the 
administrative  development  of  the  Post-Graduate  Medical 
School  for  program  planning,  research,  and  program 
evaluation  . . . George  F.  Reed,  M.D.,  appointed  Executive 
Vice  President  and  Dean  of  the  College  of  Medicine  and 
Donald  C.  Goodman,  Ph.D.,  Vice  President  for  Academic 
Affairs,  at  the  Upstate  Medical  Center  . . . Harold  James 
Wallace,  Jr.,  M.D.,  appointed  Director  of  Cancer  Control 
at  Roswell  Park  Memorial  Institute. 

Awarded.  Charles  A.  Ragan,  Jr.,  M.D.,  awarded  the  New 
York  Academy  of  Medicine  Medal  for  his  scientific  con- 
tribution in  a distinguished  way  to  the  progress  of  medi- 
cine. 

Elected.  Gerald  P.  Murphy,  M.D.,  D.Sc.,  re-elected  to  a 
second  term  as  Secretary  General  of  the  International 
Union  Against  Cancer  (UICC) . . . officers  of  the  pediatric 
section  of  the  Medical  Society  of  the  County  of  Kings  for 
1976  to  1977  are:  Armand  Moss,  M.D.,  president;  A.  Za- 
chary Apfel,  M.D.,  vice  president , Harold  Ratner,  M.D., 
secretary;  and  Jerome  Tepperberg,  M.D.,  treasurer. 
Promoted.  George  Truchly,  M.D.,  has  been  promoted  to 
professor  of  clinical  orthopedic  surgery  at  New  York  Uni- 
versity School  of  Medicine. 


The  section  of  this  chapter  which  appeals  to  the  reviewer 
is  a summation  of  the  problem  that  the  modern  physician 
now  has  with  his  “image”  for  the  public  in  general.  A 
quote  from  a chapter  of  the  book  as  follows: 

“Just  as  Clemenceau  suggested  that  war  is  too  important 
to  be  left  to  the  generals,  the  public  is  suggesting  that 
medical  care  is  too  important  an  aspect  of  human  exis- 
tence to  be  left  solely  to  the  practitioner  of  medicine. 
Until  the  practitioner  demonstrates  an  interest  in  and 
an  awareness  of  the  problems  of  the  community  as  a 
whole,  this  sentiment  is  likely  to  persist.” 

It  is  a far  cry  between  the  struggling  sophomore  in 
medical  school  and  the  consummate  private  practitioner. 
Somewhere  along  the  line  many  physicians  lose  their  ability 
to  relate  to  the  problems  of  the  community  as  a whole,  and 
it  is  in  this  area  in  which  our  profession  is  open  to  its 
greatest  criticism. 

This  book  is  an  excellent  source  of  material  for  the 
medical  student  but  would  it  not  be  nicer  if  he  or  she  were 
exposed  to  personal  seminars  as  described  in  the  preface, 
instead  of  having  to  get  his  information  from  “handouts?” 

Edward  Siegel,  M.D. 
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CONVENTION 


MEDICAL  SOCIETY 
STATE  OF  NEW  YORK 

Americana  of  New  York 

November  7-11,  1976  New  York  City 


Highlights  . . . General  Sessions:  Breast  Can- 
cer; Humanism  & Medical  Ethics;  Medical  Aspects  of  Sports; 
A Day  in  Gastroenterology  • 29  Scientific  Sections  • Sym- 
posia • Panel  Discussions  • Annual  Meeting  of  House  of 
Delegates  • Scientific  & Technical  Exhibits  • Scientific  Mo- 
tion Pictures  • Meet  the  Professor — Luncheons 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York, 
dmericana  OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.Y.,  N.Y.  10019 


Please  make  reservations  for 

persons 


NAME(S) 


Address 

City State Zip  

A.M. 

Arrive:  Date  AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 

HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 

MEDICAL  SOCIETY  OF  THE 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (V)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  New  York  City  and  State  Taxes) 

SINGLE  BEDROOM 


□ $30 

□ $32 

□ 

$35 

□ 

$39 

□ 

$43 

DOUBLE 

□ $42 

FOR  2: 

□ $44 

□ 

$47 

n 

$51 

□ 

$55 

TWIN  FOR  2: 

□ $47  □ $49 

□ 

$51 

□ 

$55 

□ 

$59 

STUDIO  FOR  1: 

□ $35  □ $39 

STUDIO  FOR  2: 

□ $47  □ $49  □ $51 

SUITES:  PARLOR  & 1 BEDROOM: 

□ $95  & Up 

PARLOR  & 2 BEDROOMS: 

□ $140  & Up 

STATE  OF  NEW  YORK 


L 


November  7-  1 1,  1976 


J 


GENERAL  SESSION 

1976  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 

Sunday,  November  7,  1976,  All  Day  Session 
Royal  Ballroom,  Second  Floor 

Leo  J.  Swirsky,  M.D.,  Brooklyn,  Presiding, 

Associate  Chairman,  Scientific  Program  Committee 

Joint  Meeting  with 

Sections  on  Family  and  General  Practice;  Pathology,  Clinical  Pathology,  and  Blood  Banking;  Radiology;  Surgery 


MORNING  SESSION 

Symposium  and  Panel  Discussion 

Cancer  Of  The  Breast 

Alfred  Schwarz,  M.D.,  New  York  City,  Moderator 
Director  of  Pathology,  Jewish  Memorial  Hospital 

10:00  The  Role  of  the  Family  Physician  in  the  Diagnosis  and  Care  of  the  Patient  with  Cancer  of  the  Breast 

Clement  J.  Boccalini,  M.D.,  Floral  Park 

Chairman,  Department  of  Family  Medicine,  Nassau  County  Medical  Center;  Associate  Professor  of 
Clinical  Family  Medicine,  State  University  of  New  York  at  Stony  Brook 

10:15  The  Use  of  Mammography,  Xerography,  and  Thermography  in  the  Diagnosis  of  Cancer  of  the  Breast 

Ruth  Rosenblatt,  M.D.,  The  Bronx 

Radiologist,  Montefiore  Hospital  and  Medical  Center;  Assistant  Professor  of  Radiology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

10:45  Recess  to  View  Exhibits 

11:15  Pathology  of  Carcinoma  of  the  Breast  and  Its  Implications 

Raffaele  Lattes,  M.D.,  New  York  City 

Professor  of  Surgical  Pathology,  Columbia  University  College  of  Physicians  and  Surgeons 

12  Noon  Panel  Discussion 

The  above  panelists 


AFTERNOON  SESSION 
Therapeutic  Aspects  of  Breast  Cancer 

Frank  J.  Fragala,  M.D.,  White  Plains,  Moderator 

2:00  Present-Day  Thinking  in  the  Surgical  Treatment  of  Breast  Cancer 

Guy  F.  Robbins,  M.D.,  New  York  City 

Attending  Breast  Surgeon,  Memorial  Hospital  for  Cancer  and  Allied  Diseases 
2:30  Breast  Reconstruction  Following  Mastectomy 
Edgar  P.  Berry,  M.D.,  New  York  City 

Director,  Department  of  Plastic  Surgery,  Lenox  Hill  Hospital 
2:45  Omental  Transplantation  in  the  Treatment  of  Postmastectomy  Lymphedema 
Harry  S.  Goldsmith,  M.D.,  Philadelphia,  Pennsylvania  (by  invitation) 

Professor  and  Chairman,  Department  of  Surgery,  Jefferson  Medical  College  of  Thomas  Jefferson 
University 

3:00  Panel  Discussion 

The  above  panelists 
3:15  Recess  to  View  Exhibits 

3:45  Role  of  Radiotherapy  in  Carcinoma  of  the  Breast 

Harry  J.  Perlberg,  Jr.,  M.D.,  New  York  City 

Assistant  Professor  of  Radiotherapy,  The  Mount  Sinai  School  of  Medicine  of  City  University  of  New 
York 

4:00  Chemotherapy  in  Carcinoma  of  the  Breast 

Edward  P.  Ambinder,  M.D.,  New  York  City 

Assistant  in  Medicine,  The  Mount  Sinai  School  of  Medicine  of  City  University  of  New  York 

4:30  Panel  Discussion 

The  above  panelists 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

“MEET  THE  PROFESSOR” 

LUNCHEON  DISCUSSIONS 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems  on  a one-to-one  basis, 
with  experts  in  your  field. 

Preregistration  and  prepayment  of  $5.00  per  luncheon  will  be  required. 

Maxwell  Spring,  M.D.,  Chairman 


PRINCESS  BALLROOM,  HOTEL  AMERICANA,  12:30  p.m. 
MONDAY,  NOVEMBER  8 


Table  No. 

M-l  Murray  Davidson — Pediatric  Gastroenterology 
M-2  Eli  A.  Friedman — The  Diabetic  with  Kidney  Disease 

M-3  Miles  A.  Galin  -Rehabilitation  of  the  Cataract  Patient 
M-4  Eeon  Ginzburg — Surgical  Management  of  Colonic 
Lesions 

M-5  Robert  H.  Goetz — Vascular  Surgery 
M-6  Bruce  B.  Grynbaum  Backache 

M-7  Richard  M.  Hays — Electrolytes 

M-8  Sidney  Kahn  - Reconstructive  Breast  Surgery  after 
Mastectomy 


Table  No. 

M-9  Robert  M.  Kohn — Cardiac  Rehabilitation 
M-10  W.  Harding  LeRiche — Nutrition — 1976 
M-l  1 Bernard  J.  Pisani — Ectopic  Gestation 
M- 1 2 Theobold  Reich — Safe  Use  of  Oxygen 
M- 1 3 William  S.  Rosenthal — Progress  in  Clinical 
Gastroenterology 

M - 1 4 Harold  Sage — Lumps  in  the  Neck 
M-15  A.  Louis  Southren — Male  Gonads 
M- 1 6 Abraham  Weinberg — The  Use  of  Hypnosis  & 
Meditation  in  Medical  Practice 


TUESDAY, 

Table  No. 

T-l  Hugh  R.  K.  Barber — The  Role  of  Immunology  in 
Obstetrics  & Gynecology 

T-2  Burton  D.  Cohen  -Uremia:  Biochemistry  & 
Pathogenesis 

T-3  Doris  Escher — Cardiac  Pacemakers 

T-4  Henry  Fleck —Clinical  Electromyography  in  Medicine 
& Surgery 

T-5  Leon  Greenspan  Disorders  of  Movement  from  Infancy 
through  Adolescence 

T-6  Duncan  Hutcheon — Newer  Concepts  in  Diuretic 
Therapy 

T-7  Nathan  S.  Kline  Depression 


NOVEMBER  9 

Table  No. 

T-8  Hans  Kraus — Treatment  of  Neck  Pain 
T-9  Barrie  Levitt — Cardiac  Drugs 

T- 1 0 John  L.  Lewis  Jr. — Newer  Methods  in  the  Treatment  of 
Pelvic  Cancer 

T-l  1 Victor  Lorian — Which  Antibiotic? 

T- 1 2 Otto  Neurath — What’s  New  in  Electrocardiography? 

T - 1 3 Alexander  Richman — Advances  in  Diseases  of  the 
Pancreas 

T-I4  Morris  Rubin  — Lung  Tumors 
T- 1 5 Irving  J.  Selikoff — The  Medical  Practitioner  & the 
Discovery  of  Causes  of  Environmental  Cancer 
T-l 6 Martin  L.  Stone — Diabetes  and  Pregnancy 


Table  No. 

W-l  Richard  Farmer — Colonic  Diseases — Inflammatory 
Bowel  Disease 

W-2  Edward  E.  Eischel  Rheumatic  Fever 

W-3  Robert  W.  M.  Frater  Decision  Making  in  Cardiac 
Surgery 

W-4  Samuel  Gershon  -The  Use  of  Psychotherapeutic  Drugs 
in  Geriatric  Practice 

W-5  David  M.  Hirsh  Replacement  & Reconstructive 

Procedures  for  Degenerative  Conditions  of  the  Joints 

W-6  Israeli  A.  Jaffe — Rheumatic  Diseases 

W-7  Kurt  Lange  -Acute,  Subacute,  & Chronic 

Glomerulonephritis:  How  to  Diagnose  It,  and  What  to 
Do  About  It. 


Kermit  L.  Pines  Newer  Concepts  in  the  Treatment  of 
Diabetes 

W-9  Sheldon  P.  Rothenberg — Clinical  Considerations  in  the 
Diagnosis  & Management  of  Megaloblastic  Anemia 
W-10  Hiromi  Shinya— Colonoscopy:  Technique,  Diagnosis, 
& Treatment 

W- 1 1 G.  Tom  Shires — Shock  Management 
W- 1 2 Theodore  H.  Spaet — Arterial  Thrombosis 
W-l 3 Louis  Venet  Breast  Cancer 


WEDNESDAY,  NOVEMBER  10 

Table  No. 

W-8 
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REGISTRATION  FORM 
“MEET  THE  PROFESSOR” 


| MONDAY,  NOVEMBER  8 

TUESDAY  NOVEMBER  9 

WEDNESDAY  NOVEMBER  10 

Order  of 

Order  of 

Order  of 

Table  No.  choice 

Table  No.  choice 

Table  No.  choice 

* M-l 

T-l 

W-l 

■ M-2 

T-2 

W-2 

1 M-3 

T-3 

W-3 

| M-4 

T-4 

W-4 

! M-5 

T-5 

W-5 

* M-6 

T-6 

W-6 

1 M-7 

T-7 

W-7 

I M-8 

T-8 

W-8 

• M-9 

T-9 

W-9 

! M-IO 

T-10 

W-10 

1 M-l  1 

T-l  1 

W-l  1 

1 M-12 

T-l  2 

W-12 

| M-13 

T-l  3 

W-l  3 

■ M-l  4 

T- 14 

M-15 

T-l  5 

* M-16 

T-16 

Please  number  your  fir. 

5t  five  choices  in  order  of  preference  for  each  day.  The 

table  numbers  correspond  to  the  listing  shown  on  facing  page. 

Checks  for  $5.00  for  each  luncheon  are  payable  to  MEDICAL  SOCIETY  OF  THE 

STATE  OF  NEW  YORK.  MAIL  WITH  THIS  FORM  TO  SCIENTIFIC  ACTIVITIES 

OFFICE,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040. 

Table  assignments  will  be  made  in  order  of  receipt  of  check.  There  will  be  only 

10  at  a table;  kindly  respond  promptly.  Forms  received  incomplete  or  without 

checks  cannot  be  processed. 

Enclosed  is  check  for  $ for  luncheons 

NAME 

PLEASE  PRIN'r 

ADDRESS 

CITY 

STATE  ZIP 

Fourth  Official  Postgraduate 
Acupuncture  Course 
November  3rd  to  7th,  1976 

The  NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR 
PHYSICIANS  AND  DENTISTS,  Inc.  will  give  its 
fourth  Postgraduate  Course  in  Acupuncture  for 
advanced  and  beginner  students  at  the  New  York 
University  Medical  Center  November  3rd  to  7th, 
1976.  Approved  by  New  York  State  Boards  for 
Medicine  and  Dentistry  for  50  credit  hours.  Write 
for  application  to: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists 
115  East  61st  St. 

New  York,  N.Y.  10021 
or  phone  mornings  212-245-4737 


Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in.theAfeu;  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interns  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 

New  York  State 
Journal  of  Medicine 

420  Lakeville  Road 
Lake  Success,  New  York  11040 


Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories)  1567 

Phenaphen  (A.  H.  Robins  Company)  1448,  1449 

Soma  Compound  (Wallace  Laboratories)  1526,  1527 

Antibiotics 

Keflex  (Eli  Lilly  & Company)  1458 

Neosporin  (Burroughs  Wellcome  Company)  1540 

Antldlabetlc  agents 

Orinase  (Upjohn  Company)  1503 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  Company)  1451 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  1563 

Mood  elevators 

Tofranil-PM  (Geigy  Pharmaceuticals) 1463,  1464 

Multivitamins 

B-C-Bid  (Geriatric  Pharmaceutical  Corp.)  1571 

Nonsteroidal  antiarthrltics 

Nalfon  (Dista  Products  Company)  1485,  1486,  1487 

Oral  bronchodilators 

Tedral  (Warner-Chilcott  Laboratories)  1573 

Potassium  sparing  agents 

Dyazide  (Smith  Kline  & French  Laboratories) 1476 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  1552 

Tranquilizers 

Librium  (Roche  Laboratories)  1454,  1455 

Tranquilizer  antispasmotics 

Librax  (Roche  Laboratories)  1516,  1517,  1518 


TO  HELP  OTHERS. 


CARE-  New  York,  N.Y.  10016  or  regional  offices 
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MISCELLANEOUS 


ILLS  COLLECTED- ABUSE  IS  RULED  OUT-TACTFVJL  YET  Suc- 
cessful—40  years  of  top  service  to  doctors  and  hospitals  Moil  billhead  for 
details  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y.  10036 
LO  5-2943 


OSITIONS  WANTED 


P/FP,  WIDELY  EXPERIENCED  IN  FAMILY  TYPE  PRACTICE  NEW 
York  and  New  Jersey  license,  seeking  partnership  or  association  leading  to 
early  partnership  with  another  G.P.  or  medical  group.  (516)  626-3518. 


OSITION  WANTED:  ANESTHESIOLOGIST,  N Y.  STATE  LICENSE, 

excellent  university  affiliated  training  and  20  years  of  experience  in  all  kinds 
of  anesthesia  techniques  available,  for  solo  or  group  private  practice  in  New 
York  State,  outside  greater  N.Y.  City.  Kindly  write  to:  P.O.  Box  129, 

Geneva,  N.Y.  14456. 


•OCTOR’S  OFFICE  NURSE  MEDICAL  TECHNICIAN.  EXPERIENCED 
medical  assistant.  EKG's,  venipuncture,  lab  work,  B/P,  billing,  forms,  typ- 
ing, receptionist.  Excellent  nurse-patient  rapport.  Excellent  references. 
Eves.  (516)  HA  1-4124. 


RACTICES  AVAILABLE 


1R0WING  FAMILY  PRACTICE  ON  N SHORE,  L.I  AVAILABLE.  IN- 
cludes  1,000  sq.  ft.  newly  appointed  office  with  waiting,  consultation  and  three 
examining  rooms,  small  lab.  Hospitals  in  proximity.  Reasonable  terms. 
Leaving  for  residency.  Call  (516)  928-5253. 


)PHTHALMOLOGY  PRACTICE  IN  PLEASANT  UPSTATE  N.Y.  COLLEGE 
community.  High  income  on  3Va  day/week;  can  easily  be  increased  if  desired. 
Skiing,  sailing  and  major  city  are  nearby.  Liberal  terms  for  sale  or  associa- 
tion . Dept.  549,  c/o  N YSJ  M . 


PRIMARY  CARE  PHYSICIAN  RETIRING.  LUCRATIVE  PRACTICE. 
Nassau  County,  suburban  area  which  needs  another  primary  care  physician. 
Modern  8 room  home  with  separate  5 room  office  attached,  fully  equipped. 
100  x 100  corner  property.  Many  extras.  Low  maintenance.  Immediate  in- 
come from  existing  patient  load.  (516)  868-5633. 


MMEDIATELY  AVAILABLE:  M.D.  RETIRING  BECAUSE  OF  ILL 

health.  Long  established,  lucrative  practice.  Office  fully  equipped,  includ- 
ing X-ray,  furnishings,  separate  entrances  Plus,  attached,  magnificent  cus- 
tom home,  center  hall,  4 bedrooms,  4 V bathrooms.  Formal  living  room  with 
wood  burning  fireplace,  draperies,  dining  room.  Huge  family  kitchen  with 
fireplace.  Wood  paneled  den.  Finished  basement.  Freeport,  Long  Island, 
N.Y.  Call  (516)  546-5144. 


jALE-RENT:  BOULEVARD  MEDICAL  GROUP  AND  20  YR.  OLD  PRAC- 
tice,  Bronx,  N.Y.  Includes  realty,  lucrative,  priced  right,  immediate  income. 
Contact  Mr.  Roberts,  P.O.  Box  54,  Paramus,  N.  J.  07652  or  call  (201) 
447-1347. 


•RACTICES  WANTED 


ITILL  ESTABLISHED  MANHATTAN  OPHTHALMOLOGIST  WANTS  TO 
buy  active  Manhattan  practice.  Dept.  555,  c/o  NYSJM. 


equipment 


UTTER  SURGICAL  TABLE,  HYDRAULIC,  LIKE  NEW,  BEIGE  COLOR. 
Will  sell  for  one-half  of  the  current  price.  Please  write  or  call  Thomas  P. 
Magenis,  M.D.,  Medical  Arts  Building,  Norwich,  N.Y.  13815.  (607)  334-8452. 


Cadillac  Coupe  de  Ville 

1976  PRICES  GUARANTEED* 

36  months  ( it  $221.00 
26  months  (m , $259.00 
14  months  (it  $295.00 

All  Coupe  de  Villes  fully  equipped.  All  other  makes  & 
models  available  on  same  basis.  Order  now  and  insure 
the  best  price  & delivery  for  yourself.  * Good  on  all  orders 
placed  by  October  10th. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)  248-9041 


PHYSICIANS  WANTED 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)  458-7132. 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State’s  fastest-growing  metropolitan  area.  Florida’s  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department,  Medfield 
Corporation,  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
Florida  33733. 


PHYSICIAN'S  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York,  New  Jersey,  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrev  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)  532-7625. 


THE  FAMILY  MEDICINE  RESIDENCY  PROGRAM  OF  THE  UNIVERSITY 
of  Rochester  and  Highland  Hospital  is  seeking  an  obstetrician/gynecologist. 
Responsibilities  will  encompass  teaching  of  residents  and  medical  students, 
and  ambulatory  and  in-patient  care.  Optional  University  faculty  appoint- 
ment available.  Salary  negotiable  based  on  qualifications  and  experience. 
Generous  fringe  benefits,  vacation  and  continuing  education.  Submit  resumes 
and  inquiries  to:  Eugene  S.  Farley,  Jr.,  M.D.,  M.P.H.,  Professor  and  Di- 
rector, Family  Medicine,  885  South  Avenue,  Rochester,  N.Y.  14620. 


MILWAUKEE,  WISCONSIN:  PEDIATRICIANS  WANTED  FOR  1976-77 

for  new  medical  group  in  Milwaukee.  Affiliation  with  children’s  hospital, 
rotating  call,  income  guarantee,  malpractice  and  health  insurance.  Reply 
Dept.  544,  c/o  NYSJM. 


MILWAUKEE,  WISCONSIN:  INTERNISTS  WANTED  FOR  1976  AND  1977 
for  new  medical  group.  Excellent  hospital  affiliation,  new  building,  rotating 
call,  income  guarantee,  malpractice  & health  insurance.  Must  be  Board 
eligible  and  eligible  for  Wisconsin  licensure.  Reply  Dept.  542,  c/o  NY'SJM. 


The  University  of  Rochester  Medical  Center 
Department  of  Orthopaedics,  announces  a 
POSTGRADUATE  COURSE  IN  ORTHOPAEDIC  MEDICINE 

With  James  H.  Cyriax,  M.D.,  Visiting  Professor  of  Orthopaedic  Medicine 

OCTOBER  4TH  THRU  9th,  1976 

For  further  information  please  contact: 

Department  of  Orthopaedics,  University  of  Rochester  Medical  Center, 
601  Elmwood  Ave.,  Rochester.  N.Y.  14642  (716)  275-5411.  Mrs.  Wendy  Keck 
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PHYSICIANS  WANTED— CONT'D 


PHYSICIAN  OPENINGS 
UNITED  STATES  ARMY  RESERVE 

The  U.S.  Army  Reserve  has  numerous  openings  available 
throughout  New  York  State. 

Positions  available  cover  all  medical  specialty  areas 
and  officer  ranks  up  to  lieutenant  colonel.  Individuals 
with  prior  service  must  be  able  to  complete  20  years 
service  by  age  60.  Those  individuals  with  no  prior  mil- 
itary service  should  be  under  age  40. 

Both  prior  service  and  non-prior  service  physicians,  male 
and  female,  are  urgently  needed.  For  additional  infor- 
mation on  serving  part-time  duty  with  the  U.S.  Army  Re- 
serve Medical  Department,  call  8th  Medical  Brigade  at 
(212)  836-9021  or  write: 

Colonel  Joseph  P.  Cillo,  M.D. 

8th  Medical  Brigade  USAR 
Building  408,  Fort  Hamilton 
Brooklyn,  New  York  11252 

THE  MEDICAL  ARMY  RESERVE  . . . 

PART  OF  WHAT  YOU  EARN  IS  PRIDE! 


PHYSICIANS  WANTED  — CONT  D 


MILWAUKEE,  WISCONSIN:  OB/GYN  WANTED  FOR  1976  & 1977  FOR 
new  multi-specialty  group.  Excellent  hospital  affiliations,  new  building, 
rotating  call,  income  guarantee,  malpractice  & health  insurance.  Must  be 
Board  eligible  and  eligible  for  Wisconsin  licensure.  Reply  Dept.  543,  c/o 
NYSJM. 


NEURORADIOLOGIST— 500  BED  UPSTATE  N.Y.  HOSPITAL,  TEACHING 
programs,  university  association,  proposed  neuroscience  center.  70,000 
exam  radiology  dept,  with  EMI  scanner.  Send  vitae  & desired  financial  ar 
rangements  first  letter.  Chas.  S.  Wilson  Memorial  Hospital,  33-57  Harrison 
St.,  Johnson  City,  N.Y.  13790. 


GENERAL  PRACTITIONER  NEEDED  IN  NORTHERN  NEW  YORK  COM- 
munity  on  St  Lawrence  River  to  take  over  established  practice  left  open  due 
to  death  of  former  physician  Furnished  facility  available  for  minimal  rent. 
Three  hospitals,  six  colleges  within  20  mile  radius.  Montreal,  Ottawa,  Syra- 
cuse within  easy  driving  distance.  Four  seasons  sports  readily  accessible. 
Ideal  place  for  family.  For  further  information  contact  Myron  L.  Young, 
Chairman,  Waddington  Health  Building  Committee,  Box  351,  Waddington, 
N.Y.  13694.  Phone:  (315)388-4478. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  10028  (212)  RH  4-3615-3466 


WOLCOTT,  N.Y.  FAMILY  PHYSICIAN  FOR  SMALL  GROUP.  CONTAC 
A.  F.  Fisher,  D.D.S.,  Admin.,  Myers  Community  Hospital,  Sodus,  N.Y.  145f 
Tel.  (315)  483-9161. 


LICENSED  PHYSICIANS  NEEDED  FOR  ASSIGNMENT  TO  58  WORL 
wide  Army  hospitals.  Excellent  salaries  and  unexcelled  benefits.  Conti 
Captain  Hall  for  complete'details.  (609)  562-4556/4271. 


WOLCOTT,  N.Y.  FAMILY  PHYSICIAN  FOR  GROUP.  CONTACT:  DR. 
Hoople  or  A.  F.  Fisher,  Admin.,  Myers  Community  Hospital,  Sodus,  N 
14551.  Tel.  (315)  483-9161. 


WANTED:  GENERAL  INTERNIST  WITH  SPECIAL  INTEREST  IN  NE 
rology,  hematology,  or  nephrology  desirable,  but  not  essential,  to  join  thi 
other  general  internists.  First  year  salary,  full  partnership  from  the  seco 
year.  Generous  time  off  for  vacations  and  meetings.  Affiliation  to  a mi 
progressive  hospital  in  St.  Lawrence  County.  Picturesque  countryside  on  t 
St.  Lawrence  River.  Driving  distance  to  many  large  Canadian  and  Americ 
cities.  Please  apply  to:  Ogdensburg  Medical  Group,  P.C.,  215  Renssek 
Ave.,  Ogdensburg,  N.Y.  13669,  or  call  collect  (315)  393-2295. 


INTERNIST:  SMALL  MEDICAL  CENTER  19  MILES  EAST  OF  ROCHE 
ter,  N.Y.  Internist  needs  associate;  6 miles  to  60-bed  hospital,  23  miles  fn 
large  medical  center.  Subsidy  or  guarantee  available.  Mark  Frampb 
M.D.,  Williamson  Medical  Center,  Williamson,  N.Y.  (315)  589-2704. 


URGENT  NEED  FOR  WELL-TRAINED,  EXPERIENCED  INTERNIST,  ’ 
censed  in  New  York  State.  We  have  a clinic-type  practice  with  a state  licens 
labatory  technologist  and  X-ray  facilities;  a 200  bed  hospital  within  a h 
block,  and  % hour’s  drive  from  the  Upstate  Medical  Center  at  Syracu 
Cortland  is  a friendly  community  noted  for  its  beautiful  dairy  country  a 
ski  centers,  plus  summer  recreation  facilities  at  nearby  Finger  Lakes.  C 
collect:  Donald  R.  Gibbs,  M.D.  (607)  756-9943. 


CORTLAND,  N.Y.  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED 
eligible  for  Community  Mental  Health  Center  in  Finger  Lakes  region  of  F> 
York  State.  Salary  open.  Excellent  fringe  benefits.  Contact:  Bartolc 

Spano,  Ph.D.,  Director,  Mental  Health  Services,  15  Court  St.,  Cortland,  N 
13045.  Phone  (607)  756-7523. 


ASSISTANT  DIRECTOR  OF  SURGERY:  EXCELLENT  FUTURE  IN  3 
bed  urban  hospital,  part  of  Foundation  with  3 hospitals,  health  clinics  o 
Brooklyn,  Queens,  Long  Island,  for  full-time,  Board  certified,  general  surge 
Send  curr.  vitae  to  Chairman  of  Surgery.  Superior  benefits.  St.  Job 
Episcopal  Hospital,  480  Herkimer  St.,  Brooklyn,  N.Y.  11213. 


OB-GYN  MAN  WANTED  TO  ASSOCIATE  WITH  A VERY  ACTIVE  OB,  T 
large  for  one.  All  vacation  time  desired.  Generous  terms.  Resort  area  v. 
excellent  medical  facilities.  Age  not  a factor.  N.Y.  State  license  requir 
Contact:  Eugene  M.  Renzi,  M.D.,  P.C.,  159  Mullin  St.,  Watertown,  N 

13601.  1-315-788-4453. 


PATHOLOGIST  AND  RADIOLOGIST  NEEDED  FOR  SMALL  ACCREDIT 
rural  hospital  affiliated  with  other  progressive  medical  institutions.  Cha 
for  some  family  practice  if  desired.  Phone  1-717-278-3801. 


RADIOLOGIST,  BOARD  CERTIFIED.  SMALL,  ACUTE  CARE  MEDIC/ 
surgical  hospital  in  the  Adirondack  region.  Close  to  medical  center  and  l| 
arts.  Good  educational  system  and  year  round  outdoor  sports.  Salary  op 
Dept.  553,  c/o  NYSJM. 


EMERGENCY  PHYSICIANS:  350  BED  COMMUNITY  HOSPITAL 

Eastern  L.I.  affiliated  Medical  School  S.U.N.Y.  at  Stony  Brook.  38,000  E 
visits/year.  Outstanding  local  recreational  and  cultural  activities;  50  m 
from  N.Y.C.  Opportunity  for  resident  teaching  and  faculty  appointmt 
Paid  malpractice  and  vacation.  N.Y.S  license  and  experience  in  emerge 
medicine  required  Send  c.v.  to  Dorothy  S.  Lane,  M.D.,  Brookhaven  I 
morial  Hospital, 1 01  Hospital  Rd.,  Patchogue,  N.Y.  11772. 


FAMILY  PRACTITIONER  NEEDED  FOR  GROUP  PRACTICE  IN  RUF 
area  affiliated  with  small  accredited  hospital  and  skilled  nursing  facili 
Good  opportunity  for  growth.  Phone  1-717-278-3801. 


RADIOLOGIST  DIAGNOSIS,  ISOTOPES  FOR  LOCUM  TENENS  IM 
medium  sized  Upstate  hospital  practice  with  other  radiologist  fromOctci 
15,  1976,  1-3  months.  References  requested.  New  York  license  and  rl 
practice  insurance.  Dept.  554,  c/o  NYSJM. 
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UNIQUE  TAX  SHELTER 


•HYSICIANS  WANTED— CONT  D 


RECTOR  OK  SURGERY:  EXCELLENT  FUTURE  IN  223-BED  FAR  ROCK 
away  hospital,  part  of  Foundation  with  3 hospitals,  health  clinics  over 
Brooklyn,  Queens,  Long  Island,  for  full  time.  Board  certified,  general  surgeon. 
Send  curr  vitae  to  Chairman  of  Surgery.  Superior  benefits.  St.  John’s 
Episcopal  Hospital,  480  Herkimer  St.,  Brooklyn,  N.Y.  1 1213. 


JCUM  TENENS,  ONCE  OR  SEVERAL  TIMES  AND/OR  SUCCESSOR 
for  general  practice  (F.Ph.)  wanted.  1)  Locum  tenens  for  about  6 weeks  early 
Spring  1977.  Partner  retired.  Long  established,  modern  office,  high  volume 
and  income,  no  OB.  Close  to  Rochester,  N.Y.  Trained  employees.  2)  Will 
give  up  this  best  equipped  office  in  1977  to  one  or  two  general  practitioners 
(or  G.P.  and  internist).  Rent  or  sale,  easy  terms.  Give  short  curriculum  in 
first  letter.  Dept.  556,  c/o  NYSJM. 


Especially  structured  to  offer  maximum  tax  savings.  A 
hi  leveraged  (four  to  one)  motion  picture  tax  shelter, 
that  will  not  be  affected  by  any  of  today's  contemplated 
changes  in  the  new  tax  laws.  (Not  a limited  partnership). 

Will  stand  professional  scrutiny. 

You  or  your  tax  advisor  call  toll  free: 

1 800/528-6050  Ext.  650 
or  write  for  complete  details 
SHELTERED  MANAGEMENT  CORP. 

505  Northern  Blvd.,  Great  Neck,  N.Y.  1 1021 
516/829-8848 

V 


EAL  ESTATE  FOR  SALE  OR  RENT 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


ANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N Y C.  LEXINGTON 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped  24  hour  answering  service:  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


REAT  NECK  ESTATES:  BUILDER'S  OWN  DREAM  HOUSE  CANTI- 
levered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
architectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
interiors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
entry,  3 huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace.  All  over- 
sized rooms;  on  2/3  acre.  Pool,  tennis,  dock  privileges.  (516)  482-3905. 


FOR  SALE:  LONG  ISLAND  HOME  AND  CONTENTS  FOR  THE  Dis- 
criminating buver.  Custom  brick  and  stone  on  approximately  1 acre  adjacent 
State  Park.  Income  property  near  schools,  churches,  shopping,  L.l.R.R. 
Unique  construction  and  workmanship.  Beautifully  established  landscaping. 
Also  oriental  items,  clocks,  antique  and  contempory  furniture,  organ,  wall 
hangings,  bronzes,  collectables.  By  appointment.  (516)935-2083. 


FOR  SALE:  HOME-OFFICE  IN  EXCELLENT  LOCATION  IN  NASSAU 

County,  N.Y’.,  30  years  family  practice.  3 bedrooms,  2%  baths,  A/C,  5 room 
office;  1/3  acre;  many  extras.  $62,500.  (516)  285-6776. 


ORTH  SHORE,  L.I.:  NEWLY  APPOINTED  MFDICAL  OFFICE  FOR 

rental:  (1,000  sq.  ft.)  waiting,  consultation  and  three  examining  rooms,  small 
lab.  Hospitals  in  proximity.  Growing  family  practice  may  also  be  assumed. 
Reasonable  terms.  Leaving  for  residency.  Call  (516)  928-5253. 


MEDICAL  OFFICE  CONVENIENT  TO  LAWRENCE  HOSPITAL,  BRONX- 
ville,  N.Y.  and  Mount  Vernon  Hospital.  Air  conditioned;  furnished;  large 
X-rav  room  and  4 examining  rooms  with  separate  street  entrance.  Call  (914) 
969-5577. 


OCTORS’  ROW.  HOME  AND  OFFICE  FOR  SALE.  EXCELLENT  LOCA- 
tion  on  Hempstead  Ave.  in  Malverne.  Central  air;  newly  remodeled  kitchen 
and  baths;  3 bedrooms;  2-car  garage-automatic  doors;  glass-walled  den,  peg 
floor;  fireplace  in  living  room:  large  private  fenced  yard.  $78,500.  Principals 
only:  evenings  (516)  593-8990. 


FOR  SALE:  PROFESSIONAL  OFFICE  AND  HOME  ADJACENT  TO  MAIN 
thoroughfare.  Farmingdale-Bethpage  area,  Long  Island.  Eight  treatment 
rooms,  reception  room,  two  administrative  rooms,  consultation  room, 
lavatories,  laboratories,  two  lounges,  darkroom,  air  conditioned.  Six  room 
attached  house  (residence).  Dept.  550,  c/o  NYSJM. 


AWRENCE,  L.I.,  N.Y.  IN  CHOICE  LOCATION;  SPACIOUS  8 ROOM,  3 
bedroom  home  and  7 room  office  wing  with  separate  entrance.  200  ma  X-ray 
available.  Golf,  tennis,  boating  nearby.  Close  to  beaches,  transportation 
and  houses  of  worship.  Internist  retiring.  Phone  (516)  371-1800. 


ROCKVILLE  CENTRE,  L.I.,  ANY  PROFESSIONAL  DUTCH  COLONIAL, 
center  hall,  4 bedrooms  & 2%  baths.  Plus,  completely  separate  suite  of 
offices  of  4%  rooms  and  lavatory.  Top  location.  10  minutes  from  4 major 
hospitals  (15  from  Nassau  Medical  Center).  Walk  to  churches,  synagogues, 
railroad  station,  buses,  shopping.  $79,900.  Call  owner  (516)  RO  6-4821. 


OCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NY’C  professional  office,  or  to  buy,  sell 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
& Ives.  Inc..  743  Fifth  Ave..  N.Y’..  N.Y’.  (212)  832-5571. 


EW  JERSEY-BASKING  RIDGE.  SOMERSET  COUNTY.  OFFICE  SPACE 
available  in  new,  modern  professional  building.  Home  of  AT&T  Corporate 
headquarters.  Growing  area,  good  location.  Ideal  for  specialist.  Available 
immediately.  Phone  (201)  766-0111,  or  (201)  273-2372. 


OWPET  BAY,  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFULLY 
in  physician’s  own  luxuriously  appointed  villa.  Accommodates  two  to  five. 
Right  on  private,  virgin  white  beach  safe  for  children.  Private  tennis  club 
with  registered  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat 
visits  and  happy  thank  you  letters  from  pleased  fellow  physicians.  Off  season 
rates  $40-$55.  Brochure.  Gilbert  C.  Norton,  M.D.,  101  Jefferson  Ave., 
Endicott,  N.Y.  13760.  Callafter5p.m.  (607)  ST  5-5810. 


OCKVILLE  CENTRE.  HOME/OFFICE.  EXCELLENT  PROFESSIONAL 
location.  Three  bedrooms,  two  baths,  large  closets.  Spacious  living  room, 
dining  room,  eat-in  kitchen,  huge  panelled  den  with  built-ins  and  Anderson 
window  walls.  Central  air  conditioning,  sprinkler  system,  fire-burglar  alarm. 
Extras.  Office  has  separate  entrance,  lavatory,  room  for  expansion.  (516) 
RO  4-9856. 


FLUSHING,  BAYSIDE  AREA.  N.Y.  OFFICE  SPACE  AVAILABLE  TO 
share  or  sublease.  Near  L.I.  Expressway.  700  sq.  ft.;  air  conditioned.  Call 
(212)  225-0024. 


DIX  HILLS,  N.Y.  HOME-OFFICE  COMBINATION,  ONE  ACRE,  11  ROOM 
home,  six  room  office.  Home:  a/c,  three  year  old  kitchen,  finished  basement, 
four  bedrooms,  den,  fully  landscaped.  Office-reception  room,  business  office, 
two  treatment  rooms,  private  office,  lab,  dark  room.  $119,000.  (516)  692- 
8015. 


INTERNAL  MEDICINE  OFFICE  TO  SHARE  OR  RENT.  COMPLETELY 
equipped.  X-rays,  etc.  Kings  Highway  and  Ocean  Avenue,  Brooklyn.  Call 
(212)  339-2112. 


PHOENICIA  WOODSTOCK  UNIQUE:  HIGH  WATERFALL  WITH  CRYS- 
tal  clear  pool  at  base.  Half  mile  of  wide,  ever  running  trout  stream  with  45 
acres  evergreens-woodland-mountains  on  both  sides.  Skiing,  minutes  from 
Belleayre-Hunter.  Hiking,  fishing,  swimming,  hunting  on  premises.  All 
year  county  road  access.  $1,500  per  acre.  Evenings  (212)  MO  3-2895. 


15  ST.  (BET.  7TH  & 8TH  AVE.)  247  WEST  15TH  ST.,  MANHATTAN  PRO- 
fessional  apartment  available.  Newly  renovated  building.  Private  entrance. 
Security  alarm  system.  Waiting  room  plus  two  small  offices.  $260  per  month. 
Lease  terms  can  be  arranged.  No  fee.  Call  (212)  876-1700. 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 


The  Scientific  Program  will  start  on  Sunday,  November  7 and  continue 
through  Wednesday,  November  10. 

MARK  THESE  DATES. 

The  Scientific  Program  Committee  has  been  most  diligent  in  bringing  to 
you  outstanding  authorities  in  diagnosis  and  therapy  in  many  disciplines. 
Members  and  guests  are  urged  to  attend  and  avail  themselves  of  excellent 
continuing  medical  education  opportunities. 

GENERAL  SESSIONS 


Sunday,  November  7 BREAST  CANCER— all  day  session 

Monday,  November  8 HUMANISM  AND  MEDICAL  ETHICS— 2 p.m. 

Tuesday,  November  9 MEDICAL  ASPECTS  OF  SPORTS-9  a.m. 

Wednesday,  November  10 A DAY  IN  GASTROENTEROLOGY— all  day 

session 


AN  INNOVATION-LUNCHEON  ROUND  TABLE  DISCUSSIONS 

Monday  • Tuesday  • Wednesday 

MEET  THE  EXPERTS 
Preregistration  will  be  required. 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems 
on  a one-to-one  basis,  with  experts  in  your  field. 


SEE  THIS  ISSUE  FOR  DETAILS 
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Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 

Mrs.  Elizabeth  H.  Daepp.  Editor 

E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 
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FEE:  To  Be  Announced 


CREDIT:  AMA  Cat.  1 


NEW  YORK  CITY 


September  20  / 24 

New  York  Medical  College  Department  of 
Rehabilitation  Medicine 

Bird  S.  Coler  Hospital 
Roosevelt  Island 

ELECTROMYOGRAPHY  AND 
ELECTRODIAGNOSIS 

FEE:  $250.  CREDIT:  AMA  Cat.  1 (35  hrs) 

For  further  information  contact  Joseph  B.  Rogoff,  Bird  S. 
Coler  Hospital,  Roosevelt  Island,  N.Y.  Tel:  212/688 — 9400 
ext.  385 


Monthly  course  listing  for  the  French  and 
Polyclinic  Medical  School  and  Health  Center 

The  Postgraduate  Medical  School 
345  W.  50th  Street 

ECFMG  Review  Course 

Monday — Friday — (Saturdays  also) 

CREDIT:  400  hrs. 

FLEX  Review  Course 

Monday-Friday — 6-10  p.m. 

Saturdays — 9-3  p.m. 

CREDIT:  290  hrs. 

October  18 

7:30  p.m. — Monday 

The  Clinical  Society  of  French  & Polyclinic 
Hospital 

345  W.  50th  Street 

THE  CONSERVATIVE  TREATMENT  OF 
NECK  AND  BACK  DISORDERS 

NO  FEE  CREDIT:  AMA  (Cat.  1) 

For  further  information  contact  Miss  C.  Rich,  Tel:  212/265- 
8000  ext.  240 

Monthly  program  for  Beth  Israel  Medical 
Center  affiliated  with  Mount  Sinai  School  of 
Medicine 

Podell  Auditorium 

Beth  Israel  Medical  Center 

10  Nathan  D.  Perlman  Place 

October  1 

9:00  a m. -noon — Friday 

CONCURRENT  MANAGEMENT  OF  THE 
RHEUMATOID  ARTHRITIC  PATIENT 

FEE:  $25.  CREDIT:  AMA  Cat.  1 

October  19 

8:00  a m. -5:00  p.m.  Tuesday 

CRITICAL  CARE  UNITS:  PATIENT 
MANAGEMENT 


For  further  information  contact  Beth  Israel  Medical  Center, 
10  Nathan  D.  Perlman  Place,  New  York  10003.  Tel:  212/ 
673-3000. 


October  2 / 30,  Saturdays,  9:30- 1 1:30  a.m. 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  the  Astoria  General  Hospital 

Astoria  General  Hospital 
25-10  30th  Avenue 
Long  Island  City 

October  2 

ACUTE  RESPIRATORY  INFECTIONS  IN 
CHILDREN 

October  30 

COAGULOPATHIES:  DIAGNOSIS  AND 
TREATMENT 

For  further  information  contact  Mrs.  Frieda  Fagin,  1300 
Morris  Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 


October  1976-June  1977 
2nd  and  4th  Wednesdays 
or 

2nd  and  4th  Fridays 
4:00-5:30  p.m. 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  Bronx  Municipal  Hospital 
Center 

* Pelham  Parkway  So.  & Eastchester  Rd. 

Bronx 

BEDSIDE  CLINICS 

NO  FEE  CREDIT:  AMA  CAT.  1 

AAFP 

For  further  information  and  registration  contact  Van  Etten 
Hospital,  212/430-8001. 


October  3 / 17/31,  Sunday 

Albert  Einstein  College  of  Medicine,  in 
collaboration  with  Prospect  Hospital 

730  Kelly  Street 
Bronx 

October  3 

HEMORRHOIDS  AND  VARICOSE  VEINS 

October  17 

DRUG  THERAPY  OF  HEART  DISEASE: 
WHICH,  WHEN  AND  HOW 

October  3 1 

LABORATORY  DIAGNOSIS  OF 
ENDOCRINE  DYSFUNCTION 

For  further  information  contact  Mrs.  Frieda  Fagin,  1300 
Morris  Park  Avenue,  Bronx  10461.  Tel:  212/430-2822. 
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Albert  Einstein  College  of  Medicine  in 
collaboration  with  Westchester  Square 
Hospital 

4:00-5:30  p.m. 

1625  St.  Peters  Avenue 
Bronx 

October  6 

HYPERTENSION  SCREENING  PROGRAM 
IN  YOUR  OFFICE 

NO  FEE  CREDIT:  AMA  Cat.  1 

AAFP 1% 


October  20 

VALUE  OF  OUTPATIENT  CYSTOSCOPY 

NO  FEE  CREDIT:  AMA  Cat.  1 

AAFP 


October  7,  Thursday,  8:00- 10:00  p.m. 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  The  Bronx  County  Medical 
Society 

1300  Morris  Park  Avenue 
Bronx 

HEADACHE  AND  VERTIGO:  ENT 
ASPECTS 

CREDIT:  AMA  Cat.  1 
AAFP 


October  12,  Tuesday.  8:00- 10:00  p.m. 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  Union  Hospital 

260  E.  188th  Street 
Bronx 

ESOPHAGEAL  REFLUX,  HIATUS  HERNIA: 
MEDICAL  MANAGEMENT 

CREDIT:  AMA  Cat.  1 

AAFP  Applied  for 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital,  260  E.  188th  Street,  Bronx  10458. 


October  24,  Sunday,  9:15  a.m.  -2:00  p.m. 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  the  Bronx-Lebanon  Hospital 
Center 

1276  Fulton  Avenue 
Bronx 

HYPERTENSION  AND  UREMIA 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Patricia  Fritz,  The  Bronx- 
Lebanon  Hospital  Center,  1276  Fulton  Avenue,  Bronx,  10456. 
Tel:  212/588-7000. 


October  27,  Wednesday,  12:30-5:30  p.m. 

Albert  Einstein  College  of  Medicine  in 
collaboration  with  Montefiore  Hospital  and 
Medical  Center 

1 1 1 East  210th  Street 
Bronx 

MANAGEMENT  OF  LUPUS  NEPHRITIS 

FEE:  $15.  CREDIT:  AMA  Cat.  1.  (4V2  hrs) 

For  further  information  contact  Montefiore  Hospital  & Medical 
Center,  1 1 1 East  210th  Street,  Bronx  10467.  Tel:  212/ 
920-4781. 


Monthly  Course  listing  for  the  New  York 
Academy  of  Medicine 

2 East  103rd  Street 
October  5,  Tuesday,  7:00  p.m. 

Section  on  Dermatology  and  Syphilology 

1.  Presentation  of  Cases 

2.  Business  Meeting 

3.  Discussion  of  Cases 


October  6,  Wednesday,  8:00p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

SPECIAL  PROBLEMS  IN 
REHABILITATION  OF  THE  HAND 

* Reception  6:00  Subscription  Dinner  7:00  p.m. 

October  11,  Monday,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

Difficult  Fractures  and  Dislocations  of  the 
Shoulder 

Identification  and  Treatment  of  3 & 4 Part 
Shoulder  Fractures 

Unreduced  Dislocations  of  the  Shoulder 

Late  and  Untreated  Comminuted  and 
Complex  Shoulder  Fractures 

* Reception  6:00  Subscription  Dinner  6:30  p.m. 


October  14,  Thursday,  9:20  a.m. 

Committee  on  Medical  Education 

The  Medical  School  and  its  Surrounding  Communty 

Advance  registration  prior  to  October  7,  1976  is  required 

FEE:  $20.  for  Non-Fellows,  Fellows  of  Academy  $10. 
(Registration  fee  includes  luncheon  and  coffee  break) 
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October  14,  Thursday,  8:30  p.m. 

Section  on  Psychiatry  with  the  New  York 
County  District  Branch  American  Psychiatric 
Association 

THE  INSEPARABILITY  OF  BEHAVIOR 
AND  METABOLISM  IN  THE  ETIOLOGY 
OF  OBESITY 


October  20,  Wednesday,  8:30  p.m. 

Section  on  Urology 

THE  SURGICAL  TREATMENT  OF  MALE 
ERECTILE  IMPOTENCE 

* Reception  6:30,  Subscription  Dinner  7:30  p.m. 


October  27,  Wednesday,  5:30  p.m. 

Section  on  Occupational  Medicine  with  the 
New  York  State  Society  of  Industrial  Medicine 
and  the  Greater  New  York  Association  of 
Industrial  Nurses 

SEX  COUNSELING  BY  THE  INDUSTRIAL 
PHYSICIAN  AND  THE  INDUSTRIAL 
NURSE 

* Reception  6:30,  Subscription  Dinner  7:00  p.m. 


October  27,  Wednesday,  8:15  p.m. 

Section  on  Historical  Medicine 

STEPHEN  FOSTER:  AMERICA  S GENTLE 
MINSTREL 

A LIFE  CUT  SHORT 

* Reception  6:15,  Subscription  Dinner  7:15  p.m. 


Monthly  course  listing  for  New  York  University 
Post-Graduate  Medical  School 

550  First  Avenue 
October  6-9 

NEUROSURGERY 

FEE:  $250.  CREDIT:  AMA  Cat.  1 

October  9-10 

BASIC  AND  PRACTICAL  ASPECTS  OF 
THE  DIAGNOSIS  AND  TREATMENT  OF 
MALE  INFERTILITY 

FEE:  $150.  CREDIT:  AMA  Cat.  1 


October  1 1 

TEACHING  DAY  IN  RHEUMATOLOGY 


FOR  THE  PRIMARY  PHYSICIAN 

FEE:  $60.  CREDIT:  AMA  Cat.  1 


October  14-16 

DERMATOPATHOLOGY  SYMPOSIUM: 
DIFFERENTIAL  DIAGNOSIS  IN 
DERMATOPATHOLOGY 

FEE:  $200.  CREDIT:  AMA  Cat.  1 


October  18-22 
(Biltmore  Hotel) 

GENERAL  DIAGNOSTIC  RADIOLOGY 

FEE:  $275.  CREDIT:  AMA  Cat.  1 


October  22-24 

ADVANCED  DERMATOLOGIC  SURGERY 

The  program’s  emphasis  is  on  the  teaching  of  advanced 
techniques  and  procedures  in  cutaneous  surgery.  Areas 
covered  will  be  dermabrasion,  nail  surgery,  flaps  and  grafts, 
dermatologic  pediatric  surgery,  hair  transplantation,  medical- 
legal  problems  involving  skin  surgery,  emergency  medicine, 
surgical  set-up,  special  equipment,  suture  material,  Mohs’ 
surgery,  current  management  of  burns,  superficial  chemo- 
surgery-chemical  peel,  and  cryosurgery. 

FEE:  $200. 

$150.  for  alumni,  former  residents  & fellows 
CREDIT:  AMA  Cat.  1(18  hrs.) 

October  27-29 

DERMATOLOGICAL  DIAGNOSIS  AND 
MANAGEMENT  FOR  THE  PRIMARY 
PHYSICIAN 

FEE:  $180.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Registration  Department, 
N.Y.U.  Post-Graduate  Medical  School,  Room  4-20-0  LHB,  550 
First  Avenue,  New  York  10016. 


October  6-9 

St.  Vincent’s  Hospital  and  Medical  Center 

New  York  University  Post-Graduate  Medical  School 
550  First  Avenue 

NEUROSURGERY  1976 

For  further  information  contact  Richard  L.  Rovit,  M.D.,  St. 
Vincent’s  Hospital  and  Medical  Center  of  New  York,  153 
West  1 1th  Street,  New  York  1001 1.  Tel:  212/620-1524  or 
620-1721. 


Monthly  program  for  The  New  York  Hospital- 
Cornell  Medical  Center 

525  East  68th  Street 
October  6,  19 76- April  20,  1977 
8-9:30  p.m.  Wednesday 
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WHAT’S  NEW  IN  PSYCHIATRY 

October  16-17 

9-5  pm.  Saturday  and  Sunday 

GROUP  PSYCHOTHERAPY  WORKSHOP 

October  22-24 

8-5  p.m.  Friday-Sunday 

MENTAL  HEALTH  FILM  FESTIVAL 

October  30-3 1 

Saturday  and  Sunday 

TREATMENT  OF  THE  SEXUAL 
DYSFUNCTIONS 

For  further  information  contact  Office  of  Continuing 
Education,  P-163F,  525  East  68th  Street,  New  York  10021. 


Monthly  course  listing  for  Williamsburgh 
General  Hospital 

757  Bushwick  Avenue 
Brooklyn 

10:30  a.m.-l  1:30  a m.  Thursdays 
October  7 

ALLERGIC  RHINITIS 

October  14 

PELVIC  INFECTION 

October  2 1 

CLINICAL  PATHOLOGICAL  CONFERENCE 

October  28 

HEADACHE 

For  further  information  contact  the  Williamsburgh  General 
Hospital,  757  Bushwick  Avenue,  Brooklyn,  1 1221.  Tel: 
212/455-9000. 


October  7 

8:30  p.m.  Thursday 

New  York  Council  on  Child  Psychiatry,  Inc. 

Payne  Whitney  Clinic 
525  E.  68th  Street 

THE  USE  OF  FAMILY  THERAPY  IN 
CHILD  PSYCHIATRY 

NO  FEE 

For  further  information  contact  Mrs.  Veronica  Matthes,  New 
York  Council  in  Child  Psychiatry,  Inc.,  88-77  Elderts  Lane, 
Woodhaven  11421.  Tel.  212/296-7007. 


October  7-8 

American  Academy  of  Dermatology 

* at  The  Plaza  Hotel 
New  York  City 


PRACTICAL  OFFICE  DERMATOLOGY 
FOR  THE  CLINICIAN 

FEE:  $125.  which  must  be  received  by  the  American 
Academy  of  Dermatology  by  October  1,  1976. 

For  further  information  contact  American  Academy  of 
Dermatology,  820  Davis  Street,  Evanston,  Illinois  60201. 


Monthly  program  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

October  8,  1976-May  20,  1977,  Fridays  9:00  a. m. -4:00  p.m. 

FIVE  WORKSHOPS  IN  CLINICAL  LAB 
SCIENCES 

FEE:  $75.  per  session  CREDIT:  AMA  Cat.  1 (30  hrs) 
October  10- 1 1,  Sunday  and  Monday  9:30  a m. -5:30  p.m. 

NEW  TECHNIQUES  FOR  DIAGNOSIS 
AND  TREATMENT  OF  PSYCHIATRIC 
DISORDERS  IN  THE  ELDERLY 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (14  hrs) 

October  21-22,  Thursday  and  Friday  9:00  a m. -5:00  p.m. 

HEADACHE  AND  OTHER  PAINS  OF  THE 
HEAD,  FACE  AND  NECK 

FEE:  $100.  CREDIT:  AMA  Cat.  1 (14  hrs) 

October  26-November  16,  Tuesdays  3:30  p.m. -5:00  p.m. 

RENAL  BIOPSY  AS  AN  AID  IN 
DIAGNOSIS  AND  MANAGEMENT  OF 
RENAL  DISEASE 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (6  hrs) 

October  29,  Friday  9:00  a. m. -5:00  p.m. 

THE  SIXTH  ANNUAL  SYMPOSIUM  ON 
PROSTHETICS  AND  ORTHOTICS 

FEE:  $10.  Physicians  CREDIT:  AMA  Cat.  1 (7  hrs) 

$5.  Allied  Health  Professionals 


October  8-9 

The  New  York  Hospital-Cornell  Medical  Center 
Co-sponsor  N.I.H. 

New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 

DRUG  ACTION  AND  METABOLISM  in 
RENAL  FAILURE 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (1214  hrs) 

$25.  (for  fellows  and  residents) 

For  further  information  contact  Rogosin  Kidney  Center 
Symposium,  The  New  York  Hospital-Cornell  Medical  Center, 
1300  York  Avenue,  New  York  10021.  Tel:  212/472-5505. 
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October  9- 10 

New  York  University  Medical  Center 

550  First  Avenue 

BASIC  AND  PRACTICAL  ASPECTS  OF 
THE  DIAGNOSIS  AND  TREATMENT  OF 
MALE  INFERTILITY 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (13  hrs.) 

$112.  RESIDENTS  IN  TRAINING 

For  further  information  contact  Office  of  Associate  Dean, 
N.Y.U.  Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  10016.  Tel:  212/679-3200,  Ext.  4207. 


October  10/24 

The  New  York  Psychoanalytic  Society 

247  East  82nd  Street 
8:30  p.m.  Tuesdays 
October  10 

SCOPTOPHILIA  AND  SEPARATION 
ANXIETY 

October  24 

TOWARD  A GENERAL  SCHEMA  OF 
PREOEDIPAL  DEVELOPMENT 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  New  York  Psychoanalytic 
Society,  247  East  82nd  Street,  New  York  10028.  Tel: 
212/TR-9-6900. 


Monthly  program  for  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  and  State 
University  of  New  York  at  Brooklyn 

4:00-5:00  p.m.  Mondays 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 

October  1 1 

BIOCHEMICAL  & CLINICAL  ASPECTS  OF 
MEGALOBLASTIC  ANEMIAS 

October  18 

NORMAL  FIBRINOGEN  CATABOLIC 
PATHWAYS  & RELATIONSHIP  TO 
THROMBOEMBOLIC  DISEASE 

October  25 

ENDOTHELIAL  CELLS  AND  FACTOR  VIII 

NO  FEE  CREDIT:  AMA  Cat.  1 

AAFP 


October  12-  15 

New  York  Academy  of  Sciences 


* Roosevelt  Hotel 

CONFERENCE  ON  EVOLUTION  AND 
LATERALIZATION  OF  THE  BRAIN 

For  further  information  contact  Conference  Department,  The 
New  York  Academy  of  Sciences,  2 East  63rd  Street,  New 
York  10021.  Tel:  212/838-0230. 


October  12-17 

Long  Island  Jewish  Hillside  Medical  Center 
with  the  Gerontological  Society  of  Washington, 
D.C. 

New  York  Hilton 

Workshop  on  Aging  II:  Workshop  for  Health 
Care  and  Mental  Health  Professionals 
Providing  Services  to  Aged 

Psycho-Geriatrics:  Diagnosis  and 
Treatments 

Nursing  and  the  Elderly 

Clinical  and  Organizational  Challenges  for 
the  Medical  Director  in  Long  Term  Care 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  The  Gerontological  Society, 
One  Dupont  Circle,  Suite  520,  Washington,  D.C.  20036.  Tel: 
202/659-4698. 


October  17 

20  Sessions,  Sundays,  9:00- 12:00  noon 

Peninsula  Hospital  Center  with  Queens  County 
Academy  of  Medicine 

51-15  Beach  Channel  Drive 
Far  Rockaway 

REVIEW  COURSE  FOR  COMMUNITY 
PHYSICIANS 

FEE:  $175.-payable  to  Peninsula  Hospital  Center 
CREDIT:  AMA  & AAFP  (Applied  for) 

For  further  information  contact  Edward  H.  Davis,  M.D.,  51-15 
Beach  Channel  Drive,  Far  Rockaway,  1 1691  Tel:  212/634- 
6885. 


October  20 

8:30- 10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

1 24  East  28th  Street 

THE  EXPERIENCE  OF  THE  PROCESS 
OF  CHANGE 

NO  FEE  CREDIT:  AMA  Cat.  1 (1 Y2) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
Specialty  Training  Program  in  Psychoanalytic  Medicine,  124 
East  28th  Street,  New  York.  10016.  Tel:  212/MU  9-7700. 
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October  22-23 

The  Chemotherapy  Foundation 

Barbizon  Plaza  Hotel 

PROGRESS,  PROMISE  AND 
CONTROVERSY  IN  CANCER 
CHEMOTHERAPY 

For  further  Information  contact  Dr.  Ezra  M.  Greenspan,  Mount 
Sinai  Medical  Center,  New  York  10029.  Tel:  212/650- 
6772. 


October  23-24 

BioMonitoring  Applications,  Inc. 

• Statler  Hilton  Hotel 

CLINICAL  ADVANCES  IN  PAIN 
MANAGEMENT 

FEE:  $75. 

For  further  information  contact  Robert  Matloff,  BioMonitoring 
Applications,  Inc.,  270  Madison  Avenue,  New  York  10016. 
Tel:  212/258-2724. 


October  25-29 

Columbia  University  College  of  P & S 

* Columbia-Presbyterian  Medical  Center 
630  West  168th  Street 

REVIEW  COURSE  IN  OBSTETRICS  & 
GYNECOLOGY 

FEE:  $250. 

$125.  Residents 

For  further  information  contact  Jose  M.  Ferrer,  Jr.,  M.D.,  . 
Associate  Dean,  630  West  168th  Street,  New  York  10032. 
Tel:  212/694-3682. 


October  27 

8:30  p.m.  Wednesday 

Association  for  the  Advancement  of 
Psychoanalysis  of  the  Karen  Horney 
Psychoanalytic  Institute  & Center 

329  East  62nd  Street 

HUMAN  POTENTIAL  MOVEMENT:  ITS 
IMPLICATIONS  FOR  PSYCHOANALYSIS 

For  further  information  contact  the  Karen  Horney  Clinic 
Building,  329  East  62nd  Street,  New  York  10021.  Tel: 
212/PL-2-5267. 


WESTCHESTER  COUNTY 


October  20 

8:00  a. m. -4:00  p.m.,  Wednesday 

New  Rochelle  Hospital  Medical  Center  & Co- 
sponsored by  the  Westchester  Academy  of 


Medicine 

New  Rochelle 

CURRENT  CONCEPTS  IN  THE 
DIAGNOSIS  AND  TREATMENT  OF 
BREAST  CANCER 

The  program  concentrates  on  current  concepts  in  the 
diagnosis  and  treatment  of  breast  cancer  including 
mammography,  surgery,  radiation  therapy,  chemotherapy  and 
immunotherapy. 

FEE:  $10.  (includes  lunch) 

CREDIT:  AMA  Cat.  1 (5V2  hrs) 

For  further  information  contact  New  Rochelle  Hospital 
Medical  Center,  New  Rochelle,  10802.  Tel:  914/632-5000. 


NASSAU  COUNTY 


October  20 

8:00  a m. -4:00  p.m. 

SUNYAB  with  the  New  York  Diabetes’ 
Association 

Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow 

DIABETES  MELLITUS:  CONTROVERSIES 
IN  MECHANISMS,  DIAGNOSIS  AND 
MANAGEMENT 

NO  FEE  CREDIT:  AMA 

For  further  information  contact  Nassau  County  Medical 
Center,  2201  Hempstead  Turnpike,  East  Meadow,  11554, 
Tel:  516/542-0123. 


SMITHTOWN,  LONG  ISLAND 


October  6 

9:00  a. m. -4:30  p.m.  Wednesday 

St.  John’s  Smithtown  Hospital 

Route  25A. 

SEMINAR  ON  THE  DIAGNOSIS  AND 
TREATMENT  OF  FACIAL  PAIN 

FEE:  $50.  (including  lunch)  CREDIT:  AMA  & AAFP 
October  20 

9:00  a.m- 10:30  a.m.  Wednesday 

PHARMACOLOGIC  PRINCIPLES  IN  THE 
MANAGEMENT  OF  ARTHRITIDES 

CREDIT:  AMA  & AAFP  (applied  for) 

For  further  information  contact  Mrs.  Carol  Lumley,  Tel: 
516/360-2124. 


BINGHAMTON 
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Monthly  program  for  Binghamton  General 
Hospital 

Mitchell  Avenue 
Binghamton 

11:30  a.m- 12:30  p.m.,  Fridays 
October  1 

MANAGEMENT  OF  ANXIETY 

NO  FEE  CREDIT:  AAFP(1  hr) 

October  8 

USE  OF  NEW  ANTIMICROBIALS 

NO  FEE  CREDIT:  AAFP(lhr) 

October  22 

PEDIATRIC  ANESTHESIA 

NO  FEE  CREDIT:  AAFP(lhr) 

For  further  information  contact  Arlene  Kolodny,  Binghamton 
General  Flospital,  Mitchell  Avenue,  Binghamton  13903.  Tel: 
607/772-1100. 


BUFFALO 


October  1 

1:30  p.m. -4: 15  p.m.,  Friday 

American  Cancer  Society,  New  York  State 
Division,  Inc.  and  SUNYAB 

Hilleboe  Auditorium 
Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo 

Industrial  Responses  to  Problems  of 
Carcinogens 

Radiation  Carcinogenesis 

Assessment  of  Potential  Carcinogens  in  the 

Community 

Epidemiological  Implications  in 
Environmental  Carcinogens 
Panel  discussion  with  All  Speakers 

FEE:  $10.  CREDIT:  AMA 

AAFP  (3  hrs) 

For  further  information  contact  CME,  SUNYAB,  2211  Main 
Street,  Buffalo,  14214.  Tel:  716/831-5526. 


October  6-7 

Roswell  Park  Memorial  Institute 
American  Cancer  Society,  NYS  Division,  Inc. 
Continuing  Medical  Education  SUNYAB 

Roswell  Park  Memorial  Institute 

666  Elm  Street 

Buffalo 

NEWEST  METHODS  IN  THE  DIAGNOSIS 
OF  CANCER 


CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo, 
14263.  Tel:  716/845-5944. 


October  23 

8: 15  a.m. -5:00  p.m.,  Saturday 

State  University  of  New  York  at  Buffalo  and 
The  Heart  Association  of  Western  New  York, 
Inc. 

The  Executive  Motor  Inn 
4243  Genesee  Street 
Cheektowaga 

CARDIAC  DIAGNOSIS  FROM  ARTERIAL 
AND  JUGULAR  PULSES 

FEE:  $50.  CREDIT:  AMA 

AAFP  (6  hrs) 

For  further  information  contact  State  University  of  New  York 
at  Buffalo,  221 1 Main  Street,  Buffalo,  14214.  Tel:  716/ 
831-5526. 


ROCHESTER 


October  1-2 

American  Cancer  Society 
New  York  State  Division,  Inc. 

Holiday  Inn 
Rochester  Downtown 
120  Main  Street  East 
Rochester 

KEEPING  UP  WITH  CANCER 

For  further  information  contact  George  C.  Henegar,  M.D.,  c/o 
American  Cancer  Society,  New  York  State  Division,  Inc. 

6725  Lyons  Street,  P.O.  Box  7,  East  Syracuse,  13057.  Tel: 
315/437-7025. 


LAKE  PLACID 


October  5-8 

New  York  Trudeau  Society,  State  Chapter  of 
the  American  Thoracic  Society 

Lake  Placid  Club 
Lake  Placid 

PHYSIOLOGICAL  MANAGEMENT  OF 
ACUTE  AND  CHRONIC  RESPIRATORY 
FAILURE 

CREDIT:  AMA 

For  further  information  contact  Robert  Sparacino,  Executive 
Secretary,  New  York  Trudeau  Society,  8 Mountain  View 
Avenue,  Albany  12205.  Tel:  518/459-4197. 


SYRACUSE 
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Monthly  program  listing  for  SUNY — Upstate 
Medical  Center 

October  8-9 

Northway  Inn 
Exit  36  NYS  Thruway 
Seventh  North  Street 

BACK  PAIN— THORACO-LUMBAR  SPINE 
DISEASE  AND  INJURY  STATES 

FEE:  $80. 

October  14- 15 

Site  of  Program 
To  Be  Decided 

VOICE  DISORDERS:  THEIR 
MANAGEMENT  IN  EVERYDAY  PRACTICE 

October  27-29 

Upstate  Medical  Center 
750  East  Adams  Street 
Syracuse 
(Room  1 100) 

SAFETY  IN  ANESTHESIA  AND  IN  THE 
OPERATING  ROOM 

FEE:  $100. 

For  further  information  contact  Office  of  Graduate  and 
Continuing  Education,  SUNY,  Upstate  Medical  Center,  750 
East  Adams  Street,  Syracuse  13210.  Tel:  315/473-4607. 


October  21 

8:30  a. m. -4:00  p.m. 

American  Heart  Association,  Upstate  New 
York  Chapter,  Inc. 

Hotel  Syracuse 
Syracuse 

CARDIOLOGY  76 

FEE:  $35.  physicians  CREDIT:  AMA  Cat.  1 (5  hrs) 

AAFP 

For  further  information  contact  the  American  Heart 
Association  Upstate  New  York  Chapter,  Inc.  1212  James 
Street,  Syracuse,  13203. 

October  27-28 

The  Perinatal  Center 

Sheraton  Motor  Inn 
Syracuse 

BIRTH  DEFECTS:  ORIGINS  AND 
CONSEQUENCES 

For  further  information  contact  Mrs.  Joanne  M.  Halton,  725 
Irving  Avenue,  Suite  115,  Syracuse  13210.  Tel:  315/473- 
4458. 


OUT-OF-STATE 


BAL  HARBOUR,  FLORIDA 


October  5-8 

American  Group  Practice  Association 

Americana  Hotel 
Bal  Harbour 

27th  ANNUAL  MEETING 

OF  THE  AMERICAN  GROUP  PRACTICE 

ASSOCIATION 

For  further  information  contact  AGPA  Annual  Meeting,  20 
South  Quaker  Lane,  Alexandria,  Virginia  22314. 


ROCHESTER,  MINNESOTA 


October  7-9 

American  College  of  Chest  Physicians 

Mayo  Clinic 
Rochester 

BRONCHOFIBEROSCOPY 


ATLANTA,  GEORGIA 


American  College  of  Chest  Physicians 

Hilton  Hotel 
(Hilton) 

Atlanta 

October  24 

RESPIRATORY  THERAPY  SERVICE 
MANAGEMENT— PLANNING, 

SCHEDULING  AND  CONTROL 

October  25 

CLINICAL  MANIFESTATIONS  IN  CRITICAL 
ILLNESS 

For  further  information  contact  Dale  E.  Braddy,  M.S.,  Director 
of  Continuing  Education,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois  60068. 


MIAMI,  FLORIDA 


October  18-22 

The  Mount  Sinai  Medical  Center  of  Greater 
Miami 

4300  Alton  Road 
Miami  Beach,  Florida 

SECOND  PANAMERICAN  SEMINAR 

FEE:  $150.  CREDIT:  AMA  (22  hrs) 

FMA & AAFP 

For  further  information  contact  Miniver  S.  Reed,  CME 
Coordinator,  Mount  Sinai  Medical  Center  of  Greater  Miami, 
4300  Alton  Road,  Miami  Beach,  33140.  Tel:  305/674- 
2121. 
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OUT-OF-U.S.A.  Miami  Beach,  Florida 

PEDIATRIC  AND  ADOLESCENT 

CANADA  ECHOCARDIOGRAPHY  COURSE— 

UPDATE  ’76 


October  12,  Tuesday 

McMaster  University  Medical  Centre 

1 200  Main  Street  West 
Hamilton,  Ontario 

ENDOCRINOLOGY  OF  THE  GUT 

For  further  information  contact  Dr.  N.  Track,  Assistant 
Professor,  Department  of  Surgery,  McMaster  University 
Medical  Centre,  1200  Main  Street,  Hamilton,  Ontario  L8S 
4J9. 


October  29-30,  Friday  and  Saturday 

PEDIATRIC  REFRESHER  COURSE  FOR 
PRIMARY  CARE  PHYSICIANS 

For  further  information  contact  Dr.  Ross  Parker,  Associate 
Professor,  Department  of  Family  Medicine  and  Pediatrics, 
McMaster  University  Medical  Centre,  1200  Main  Street  West, 
Hamilton,  Ontario  L8S  4J9. 


November  10,  Wednesday 

DAY  IN  MEDICINE  FOR  FAMILY 
PHYSICIANS 

For  further  information  contact  Dr.  W.  C.  Nicholas,  Associate 
Professor,  Department  of  Medicine,  McMaster  University 
Medical  Centre,  1200  Main  Street  West,  Hamilton,  Ontario 
L8S  4J9. 


FUTURE  EVENTS 


OUT-OF-STATE 


Milwaukee,  Wisconsin 

November  8-9 

The  Medical  College  of  Wisconsin 

Milwaukee  Children's  Hospital 

CLINICAL  ADVANCES  IN  PEDIATRIC 
NEUROLOGY 

For  further  information  contact  Jerome  V.  Murphy,  M.D., 
Milwaukee  Children’s  Hospital,  1700  West  Wisconsin 
Avenue,  Milwaukee,  53233.  Tel:  414/344-7100. 


Tucson,  Arizona 

November  13-14 

The  University  of  Arizona 

Arizona  Medical  Center 
Tuscon,  Arizona 

American  Society  of  Echocardiography  and  the 
Postgraduate  Educational  Division  of  H.E.L.P. 


CREDIT:  AMA  Cat.  1 

For  further  information  contact  Stanley  J.  Goldberg,  M.D., 
The  University  of  Arizona,  1501  N.  Campbell,  Tucson, 
Arizona  85724.  Tel:  602/882-6508. 


Miami,  Florida 

February  3-5,  1977 

University  of  Miami 

Miami,  Florida 

Sonesta  Beach  Hotel  and  Tennis  Club 
Key  Biscayne,  Florida 

UPDATE  ON  CANCERS  OF  THE 
GASTROINTESTINAL  SYSTEM 

FEE:  $175.  General 

$100.  Residents  and  Fellows 

For  further  information  contact  Komanduri  K.  N.  Charyulu, 
M.D.,  P.O.  Box  520875,  Biscayne  Annex,  Miami  33152. 


EVENTS  RECEIVED  AFTER  DEADLINE 

Monthly  program  for  Beth  Abraham  Hospital 

Allerton  Avenue  at  Bronx  River  Parkway 
Bronx 

October  7 

CHRONIC  OBSTRUCTIVE  PULMONARY 
DISEASE  IN  THE  ELDERLY 

October  2 1 

USE  OF  THYROXIN  IN 
HYPOTHYROIDISM  AN  BENIGN  GOITERS 

October  28 

GASTROINTESTINAL  BLEEDING  IN  THE 
ELDERLY 

For  further  information  contact  the  Beth  Abraham  Hospital, 
Allerton  Avenue  at  Bronx  River  Parkway,  Bronx,  10467.  Tel: 
212/9206013. 

October  8 

St.  Luke’s  Hospital  Center 

Amsterdam  Avenue  & 1 14th  Street 

MENINGITIS 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs) 

For  further  information  contact  Dept,  of  Microbiology,  St 
Luke’s  Hospital  Center,  Amsterdam  Avenue  & 1 14th  Street, 
New  York  10025. 
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ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 
253-3388. 


ANESTHESIOLOGIST 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologist. 
For  further  information  contact  Irving  Cramer,  M.D.,  St.  Luke’s 
Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 


EMERGENCY  ROOM 

ENDICOTT,  N.Y.,  Broome  County  needs  an  Emergency  Room 
Physician.  Contact  John  C.  Prindle,  M.D.,  Emergency  Room 
Director,  Ideal  Hospital  of  Endicott,  600  High  Avenue,  Endicott 
13760.  Tel:  607/754-7171. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke’s  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 


ENT 

AUBURN,  N.Y.,  Cayuga  County  needs  a ENT,  Allergist,  and  Der- 
matologist. For  further  information  contact  Mr.  Charles  D.  Hicks, 
Director,  Physicians’  Procurement  Committee,  157  Ross  Street, 
Auburn  13021.  Tel:  315/253-3388. 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 


FAMILY  PHYSICIAN 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BATH,  N.Y.  Steuben  County  needs  a family  Physician.  Contact  Mr. 
Robert  E.  Page,  Adm.  Asst.,  Ira  Davenport  Hospital,  Bath  14810. 
Tel:  607/776-2141. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.,  needs  a Family  Physician,  Internist,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON”  are  being  offered  at  less 
than  cost  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine  


COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc.,  Hunter, 
12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn.  Contact  Joseph  Lomicky,  Adm.,  Patchogue 
Medical  Group,  One  East  Roe  Boulevard,  Patchogue,  11772. 
Tel:  516/475-3900. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings. 

SYRACUSE,  N.Y.  needs  a Family  Physician  and  an  Internist  to  join 
12  physicians  in  a Health  Center.  Excellent  fringe  benefits  in- 
cluding malpractice  coverage.  Contact  Robert  E.  Long,  M.D., 
819  S.  Salina  Street,  Syracuse  13202.  Tel:  315/476-7921. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 
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GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

OSWEGO,  N.Y.,  Oswego  County  needs  a surgeon,  Internist, 
Family  Physician,  Ob/Gyn,  Emergency  Room  Physician,  ENT, 
Pediatrician.  Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 


ORTHOPEDIC  SURGEON 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N Y.  Orleans  County  needs  an  Orthopedic  Surgeon 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina. 14103.  Tel:  716/798-2000. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan.  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 


INTERNISTS 

BRONX,  N Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Flealth  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N Y.  needs  an  Internist,  Family  Physician,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass  t Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Dpn 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 
Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

SYRACUSE,  N.Y.  needs  an  Internist  and  a Family  Physician  for  a 
Health  Center  to  join  12  physicians.  Excellent  fringe  benefits 
available  including  malpractice  coverage.  For  further  information 
contact  Robert  E.  Long,  M.D.,  819  S.  Salina  Street,  Syracuse 
13202.  Tel:  315/476-7921. 

WALTON,  N.Y.,  Delaware  County  needs  an  Internist.  Contact 
Thomas  E.  Lavell,  M.D.,  FACS,  1 Titus  Place,  Walton,  13856. 
Tel:  607/865-6526. 


WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 


OBSTETRICIAN/GYNECOLOGIST 

BAYSHORE,  N.Y.  Suffolk  County,  Long  Island,  2 Ob/Gyn,  seeking 
3rd  Ob/Gyn  for  group.  Contact  Charles  I.  Rosenblum,  M.D.,  41 
Brentwood  Rd.,  Bayshore,  1 1751.  Tel:  516/665-0808. 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gordon  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a OB/Gyn  and  Family 
Physician.  Contact  Joseph  Lomicky,  Adm.,  Patchogue 
Medical  Group,  One  East  Roe  Boulevard,  Patchogue,  1 1772. 
Tel:  516/475-3900. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

WALTON,  N.Y.  Delaware  County.  Full-time  hospital  based  group 
seeks  a Board  Certified/Eligible  Ob/Gyn  for  pleasant  rural  area 
in  upstate  New  York.  Salary  excellent,  fringe  benefits.  JCAH 
hospital.  Contact  Thomas  E.  Lavell,  M.D.,  Delaware  Valley 
Hospital,  1 Titus  Place,  Walton,  13856.  Tel:  607/865-4101. 


OPHTHALMOLOGIST 

AMSTERDAM,  N.Y.,  Montgomery  County  needs  an 

Ophthalmologist.  Contact  Leslie  Saunders,  M.D.,  350  E. 

Main  Street,  Bay  Shore,  1 1706.  Tel:  516/665-6922. 
KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 
OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist  and 
Radiologist.  Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 


PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Family  Physician,  Internist. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr.  Pegalis,  54  Main  Street, 
Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538-4531/ 
4532. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 
MARGARETVILLE,  Delaware  County  needs  a Pediatrician. 

Contact  Joseph  Kehoe,  Adm.,  Margaretville  Memorial 
Hospital,  Margaretville,  12455.  Tel:  914/586-2631. 

MIDDLE  VILLAGE,  N.Y.,  Queens  County  needs  a Pediatrician. 
Contact  R.  Bell,  M.D.,  75-26  Furmanville  Avenue,  Middle  Village, 
11379. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 

SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

HEMPSTEAD,  N.Y.,  Nassau  County  is  looking  for  a Psychiatrist, 
Pediatrician,  and  an  Internist.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  11550.  Tel:  516/538- 

4531/4532. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Psychiatrist,  Or- 
thopedic Surgeon.  Contact  George  Skomsky,  Adm.,  Massena 
Memorial  Hospital,  Massena,  13662.  Tel:  315/769-9991. 


RADIOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  a Radiologist  and 

Ophthalmologist.  Contact  Mr.  Charles  S.  Allen,  110  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 

SCHENECTADY,  N.Y.  Schenectady  County  Radiologist  seeks 
board  certified  associate  for  diagnostic  clinic  and  hospital  type 
practice.  Contact  George  T.  Grimmer,  M.D.,  Bellevue  Maternity 
Hospital,  P.O.  Box  1030,  2210  Troy  Schenectady  Road,  Sche- 
nectady 12301.  Tel:  518/374-4561. 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke's  Memorial 
Hospital  Center,  Box  479,  Utica,  15303. 


UROLOGIST 

MEDINA,  N.Y.,  Orleans  County  needs  a Urologist,  Family  Practitioner 
and  Orthopedic  Surgeon.  Contact  James  H.  Morey,  Adm.,  Me- 
dina Memorial  Hospital,  Medina  14103.  Tel:  716/798-2000. 

ALBANY,  N.Y.,  Albany  County 

The  New  York  State  Department  of  Health  is  recruiting 
residents  for  its  Public  Health  Residency  Program.  Minimum 
eligibility  requirements  include  at  least  one  year  of  approved 
clinical  internship  or  residency  training  and  a license  to 
practice  medicine  in  New  York  State.  Contact  Julia  L. 
Freitag,  M.D.,  Assistant  Commissioner  for  Health  Manpower 
Development,  New  York  State  Department  of  Health,  Empire 
State  Plaza  Tower  Bldg.,  Albany  12237. 

AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241. 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 

FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


TO:  Subscribers  to  "What  Goes  On  In  Medicine” 

FROM:  The  Editor 

As  a past  reader  of  “What  Goes  On”  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  “What  Goes  On”  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  ( in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  “What  Goes  On”  and  invite  your  suggestions  and  comments. 


□ I enclose  payment 


‘ WHAT  GOES  ON’’ 

SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 

$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
“What  Goes  On” 

Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name_ _Da  te 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status Marital  Status 

Medical  School Year  Graduated 

Internship 

Hospitals Dates 

Residency 

Hospitals Dates 

Specialty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Are  you  in  practice  at  present? 

Solo Associate Industrial 

Other 

Date  you  will  be  available  for  practice  Former  locations  in  which  you  have 

practiced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 


What  type  of  practice  are  you  interested  in? 
Group Ins  t ltut  tons  1 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date_ 

Name  of  Town County State 


Population Population  of  area  served  by  physician 

What  type  of  specialty? _New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly^ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians' 

of  New  York,  420  Lakeville  Road,  Lake  Success, 


Placement  Bureau,  Medical  Society  of  the  State 
N.Y.  11040.  Telephone:  (516)  488-6100. 
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1976  ANNUAL  CONVENTION 


CONVENTION  SCHEDULE  170th  Annual  Meeting 


170th  ANNUAL 
CONVENTION 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

November  7 through  11,  1976 

AMERICANA 
OF  NEW  YORK 


Meet  the  Professor 1612 

Scientific  Program  1614 

Special  Activities  1628 

Scientific  Exhibits  1630 

Scientific  Motion  Pictures  1635 

Technical  Exhibits 1637 

Woman’s  Auxiliary  Program 1640 

House  of  Delegates 1643 


House  of  Delegates 

The  annual  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  will  be  called 
to  order  at  2:00  P.M.  on  Sunday,  November  7, 1976,  in 
the  Georgian  Ballroom  of  the  Americana  of  New 
York. 

In  accordance  with  Article  III,  Section  3,  of  the  By- 
laws, the  House  will  assemble  according  to  the  following 
schedule: 

Sunday,  November  7,  2:00  P.M. 

Tuesday,  November  9,  2:00  P.M. 

Wednesday,  November  10,  9:00  A.M.  and  2:00  P.M. 

Thursday,  November  11,  9:00  A.M. 

At  the  last  scheduled  session  (Thursday,  November 
11,  9:00  A.M.)  the  election  of  officers,  councilors,  trust- 
ees, and  delegates  to  the  American  Medical  Association 
will  take  place  in  accordance  with  Article  VIII  of  the 
Bylaws. 

George  T.  C.  Way,  M.D.,  Speaker 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


The  170th  Annual  Meeting  of  the  Medical  Society  of 
the  State  of  New  York  will  be  held  on  Thursday,  No- 
vember 11, 1976,  at  10:30  A.M.,  in  the  Georgian  Ballroom 
of  the  Americana  of  New  York. 

Ralph  S.  Emerson,  M.D.,  President 
Carl  Goldmark,  Jr.,  M.D.,  Secretary 


Registration 

Registration  for  delegates  will  be  held  in  Vendome 
9 and  10,  third  floor  of  the  Americana,  on  Saturday, 
November  6,  from  12:00  noon  to  7:30  P.M.  and  in  the 
foyer  of  the  Georgian  Ballroom,  third  floor,  Sunday 
through  Wednesday,  November  7 through  10,  from  8:00 
A.M.  to  5:00  P.M.,  and  Thursday,  November  11,  from  8:00 
A.M.  to  1:00  P.M. 

General  registration  for  State  Society  members  and 
guests  will  take  place  in  Albert  Hall  of  the  Americana 
Hotel,  Sunday,  November  7,  through  Wednesday,  No- 
vember 10,  from  8:30  A.M.  to  5:00  P.M. 


Exhibits 

Scientific  Exhibits  will  be  located  in  Albert  Hall. 
Scientific  Motion  Pictures  will  be  shown  in  the  Mo- 
tion Picture  Theatre  in  Albert  Hall. 

Technical  Exhibits  will  be  located  in  Albert  Hall. 
Exhibits  will  be  on  view  Sunday,  November  7, 
through  Wednesday,  November  10,  9:00  A.M.  to  5:00 
P.M. 


Intermissions 

Each  scientific  session  will  have  a one-half  hour  in- 
termission in  the  morning  and  afternoon  for  viewing  of 
exhibits.  Exact  times  will  be  posted  in  the  individual 
programs  of  each  session. 


Scientific  Program 

General  Sessions  will  be  held  Sunday,  November  7, 
at  10:00  A.M.  and  2:00  P.M.;  Monday,  November  8,  at 
2:00  P.M.;  Tuesday,  November  9,  at  9:00  A.M.,  and 
Wednesday,  November  10,  at  8:15  A.M.  and  2:00  P.M. 

Section  and  Session  Meetings  will  be  held  Sunday, 
November  7,  at  10:00  A.M.  and  2:00  P.M.;  Monday,  No- 
vember 8,  through  Wednesday,  November  10,  at  9:00 
A.M.  and  2:00  P.M. 


Woman’s  Auxiliary 

See  page  1640  for  program. 
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1976  ANNUAL  CONVENTION 


M 8 

Scientific  Program 

Chairman 

STEPHEN  NORDLICHT,  M.D.,  New  York 
Associate  Chairmen 

MARTIN  LIPKIN,  M.D.,  New  York 
A.  W.  MARTIN  MARINO,  Jr.,  M.D.,  Brooklyn 
HENRY  B.  MARSHALL,  M.D.,  Elmira 
MAXWELL  SPRING,  M.D.,  The  Bronx 
WILLIAM  J.  STAUBITZ,  M.D.,  Buffalo 
LEO  J.  SW1RSKY,  M.D.,  Brooklyn 
Consultant 

ALBERT  H.  DOUGLAS,  M.D.,  Jamaica 
Director,  Division  of  Scientific  Activities 

GEORGE  J.  LAWRENCE,  Jr.,  M.D.,  Lake  Success 
AND 

CHAIRMEN  OF  SECTIONS  AND  SESSIONS 
Advisor 

BERNARD  J.  PISANI,  M.D.,  New  York  City 

Monday,  November  8,  Tuesday,  November  9,  Wednesday, 
November  10/12:30  P.M./Princess  Ballroom,  Second 
Floor  M 13 

MEET  THE  PROFESSOR 

Maxwell  Spring,  M.D.,  Chairman 
An  opportunity  to  meet  informally  and  discuss  clinical 
problems  on  a one-to-one  basis  with  experts  in  your  field. 
Preregistration  and  prepayment  of  $5.00  per  luncheon  will  be  ^ ^ 
required  (Registration,  see  September  issue,  vol.  76,  no.  9. 

Supported  in  part  by  a grant  from  the  Merck  Sharp  & Dome 
Postgraduate  Program  and  the  Upjohn  Company  as  a contribu-  jyj 
tion  to  continuing  medical  education  for  physicians. 


M 9 


M 10 


M 11 


M 12 


Table  No.  MONDAY,  NOVEMBER  8 
M 1 Pediatric  Gastroenterology 

Murray  Davidson,  M.D.,  The  Bronx  M 16 

Assistant  Dean  and  Professor  of  Pediatrics, 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 


M2 


M3 


Ml 


The  Diabetic  With  Kidney  Disease 
Eli  A.  Friedman,  M.D.,  Brooklyn 
Professor  of  Medicine,  State  University  of  New 
York  Downstate  Medical  Center 

Rehabilitation  of  the  Cataract  Patient 

Miles  A.  Galin,  M.D.,  New  York  City 
Professor  of  Ophthalmology,  New  York  Medi- 
cal College 


Table  No. 

T 1 


Surgical  Management  of  Colonic  Lesions 

Leon  Ginzburg,  M.D.,  New  York  City 

Emeritus  Clinical  Professor  of  Surgery,  Mount 
Sinai  School  of  Medicine  of  the  City  University  of 
New  York 


M5  Vascular  Surgery 

Robert  H.  Goetz,  M.D.,  New  York  City 
Clinical  Professor  of  Surgery,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University; 

Chief  of  Vascular  Surgery,  Bronx  Municipal  rp 

Hospital  Center 

M 6 Backache 

Bruce  B.  Grynbaum,  M.D.,  New  York  City 
Professor  of  Clinical  Rehabilitation  Medicine, 

New  York  University  School  of  Medicine 

M 7 Electrolytes  T 4 

Richard  M.  Hays,  M.D.,  The  Bronx 

Professor  of  Medicine  and  Director  of  the  Sec- 


tion of  Nephrology,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

Reconstructive  Breast  Surgery  After  Mastec- 
tomy 

Sidney  Kahn,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Plastic  Surgery, 
Mount  Sinai  School  of  Medicine;  Chief  -of 
Plastic  Surgery,  Beth  Lsrael  Medical  Center 

Cardiac  Rehabilitation 

Robert  M.  Kohn,  M.D.,  Buffalo 
Clinical  Professor  of  Medicine,  State  Univer- 
sity of  New  York  at  Buffalo,  School  of  Medi- 
cine 

Nutrition — 1976 

W.  Harding  LeRiche,  M.D.,  Toronto,  Canada 
Professor  of  Epidemiology,  Faculty  of  Medi- 
cine, University  of  Toronto 

Ectopic  Gestation 

Bernard  J.  Pisani,  M.D.,  New  York  City 
Clinical  Professor  of  Obstetrics  and  Gynecol- 
ogy, New  York  University  School  of  Medicine 

Safe  Use  of  Oxygen 

Theobold  Reich,  M.D.,  New  York  City 

Professor  of  Experimental  Surgery,  New  York 
University  School  of  Medicine 

Progress  in  Clinical  Gastroenterology 

William  S.  Rosenthal,  M.D.,  New  York  City 
Professor  of  Medicine,  New  York  Medical  Col- 
lege; Director,  Section  of  Gastroenterology, 
Flower  and  Fifth  Avenue  Hospitals 

Lumps  in  the  Neck 

Harold  Sage,  M.D.,  New  York  City 
Associate  Professor  of  Surgery,  New  York  Uni- 
versity School  of  Medicine 

Male  Gonads 

A.  Louis  Southren,  M.D.,  New  York  City 
Professor  of  Medicine  and  Chief  of  Endocri- 
nology, New  York  Medical  College 

The  Use  of  Hypnosis  and  Meditation  in  Medical 

Practice 

Abraham  Weinberg,  M.D.,  New  York  City 
Attending  Psychiatrist,  Gracie  Square  Hos- 
pital; Director  of  Psychopharmacology,  Mor- 
ton Prince  Clinic  for  Hypnotherapy 


TUESDAY,  NOVEMBER  9 

The  Role  of  Immunology  in  Obstetrics  and 

Gynecology 

Hugh  R.  K.  Barber,  M.D.,  New  York  City 
Clinical  Professor  of  Obstetrics  and  Gynecol- 
ogy, Cornell  University  Medical  College;  Di- 
rector of  Obstetrics  and  Gynecology,  Lenox 
Hill  Hospital 

Uremia:  Biochemistry  and  Pathogenesis 
Burton  D.  Cohen,  M.D.,  The  Bronx 
Associate  Professor  of  Medicine,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  Univer- 
sity; Director  of  Metabolism,  Bronx-Lebanon 
Hospital  Center 

Cardiac  Pacemakers 

Doris  Escher,  M.D.,  The  Bronx 
Professor  of  Medicine,  Albert  Einstein  College 
of  Medicine  of  Yeshiva  University;  Head,  Car- 
diac Catheterization  Unit,  Montefiore  Hos- 
pital Medical  Center 

Clinical  Electromyography  in  Medicine  and 

Surgery 

Henry  Fleck,  M.D.,  The  Bronx 
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Assistant  Clinical  Professor  of  Rehabilitation 
Medicine,  Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 

T 5 Disorders  of  Movement  from  Infancy  through 

Adolescence 

Leon  Greenspan,  M.D.,  New  York  City 
Director  of  Children's  Service,  Institute  of  Re- 
habilitation Medicine;  Professor  of  Clinical 
Rehabilitation  Medicine,  New  York  Univer- 
sity School  of  Medicine 

T 6 Newer  Concepts  in  Diuretic  Therapy 

Duncan  Hutcheon,  M.D.,  Newark,  New  Jersey 
Professor  of  Pharmacology  and  Associate  Pro- 
fessor of  Medicine,  College  of  Medicine  and 
Dentistry,  New  Jersey  Medical  School 

T 7 Depression 

Nathan  S.  Kline,  M.D.,  New  York  City 
Director  of  Research  Psychiatry,  Rockland 
State  Hospital 

T 8 Diagnosis  and  Treatment  of  Neck  Pain 

Hans  Kraus,  M.D.,  New  York  City 
Associate  Professor  of  Rehabilitation  Medicine 
(Emeritus),  New  York  University  School  of 
Medicine 

T 9 Cardiac  Drugs 

Barrie  Levitt,  M.D.,  New  York  City 

Director  of  Cardiology  and  Clinical  Pharma- 
cology, New  York  Medical  College 

T 10  Newer  Methods  in  The  Treatment  of  Pelvic 

Cancer 

John  L.  Lewis,  Jr.,  M.D.,  New  York  City 
Professor  of  Obstetrics  and  Gynecology,  Cor- 
nell University  Medical  College;  Chief,  Gy- 
necology Service.  Memorial  Sloan-Kettering 
Cancer  Center 

T 1 1 Which  Antibiotic? 

Victor  Lorian,  M.D.,  The  Bronx 

Chairman,  Division  of  Microbiology  and  Epi- 
demiology, Bronx-Lebanon  Hospital  Center; 
Associate  Professor  of  Laboratory  Medicine, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

T 12  What’s  New  in  Electrocardiography? 

Otto  Neurath,  M.D.,  Newark,  New  Jersey 
Professor  of  Cardiology,  (Department  of 
Electrocardiography),  New  Jersey  College  of 
Medicine  and  Dentistry 

T 13  Advances  in  Diseases  of  the  Pancreas 

Alexander  Richman,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  Mount  Sinai 
School  of  Medicine  of  The  City  University  of 
New  York;  Attending  Physician,  The  Mount 
Sinai  Hospital 

T 14  Lung  Tumors 

Morris  Rubin,  M.D.,  The  Bronx 

Clinical  Professor  of  Surgery  (Thoracic),  Al- 
bert Einstein  College  of  Medicine  of  Yeshiva 
University 

T 15  The  Medical  Practitioner  and  the  Discovery  of 
Causes  of  Environmental  Cancer 

Irving  J.  Selikoff,  M.D.,  New  York  City 
Professor  of  Community  Medicine,  Mount 
Sinai  School  of  Medicine  of  The  City  Univer- 
sity of  New  York 

T 16  Diabetes  and  Pregnancy 

Martin  L.  Stone,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of  Ob- 
stetrics and  Gynecology,  New  York  Medical 
College 


Table  No.  WEDNESDAY,  NOVEMBER  10 

W 1 Colonic  Diseases — Inflammatory  Bowel  Disease 

Richard  Farmer,  M.D.,  Cleveland,  Ohio 
Chairman,  Department  of  Medicine,  Cleve- 
land Clinic 

W 2 Rheumatic  Fever 

Edward  E.  Fischel,  M D.,  The  Bronx 
Professor  of  Medicine,  Albert  Einstein  College 
of  Medicine  of  Yeshiva  University;  Director  of 
Medicine,  Bronx-Lebanon  Hospital  Center 

W 3 Decision  Making  in  Cardiac  Surgery 

Robert  W.  M.  F rater,  M.D.,  The  Bronx 
Professor  of  Surgery,  Albert  Einstein  College 
of  Medicine  of  Yeshiva  University 

W 4 The  Use  of  Psychotherapeutic  Drugs  in  Geriatric 
Practice 

Samuel  Gershon,  M.D.,  New  York  City 
Professor  of  Psychiatry,  New  York  University 
School  of  Medicine;  Director,  Neuropsycho- 
pharmacology Research  Unit,  New  York  Uni- 
versity Medical  Center 

W 5 Replacement  and  Reconstructive  Procedures  for 
Degenerative  Conditions  of  the  Joints 
David  M.  Hirsh,  M.D.,  The  Bronx 
Assistant  Clinical  Professor  of  Orthopedic  Sur- 
gery, Albert  Einstein  College  of  Medicine  of 
Yeshiva  University 

W 6 Rheumatic  Diseases 

Israeli  A.  Jaffe,  M.D.,  New  York  City 
Professor  of  Medicine,  New  York  Medical  Col- 
lege 

W 7 Acute,  Subacute,  and  Chronic  Glomerulone- 

phritis: How  To  Diagnose  It,  and  What  To  Do 
About  It 

Kurt  Lange,  M.D.,  New  York  City 
Professor  of  Medicine  and  Pediatrics,  New 
York  Medical  College;  Director,  Renal  Ser- 
vices, Flower  and  Fifth  Avenue  Hospitals 

W 8 Newer  Concepts  in  Treatment  of  Diabetes 
Kermit  L.  Pines,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  Columbia 
University  College  of  Physicians  and  Surgeons 

W 9 Clinical  Considerations  in  the  Diagnosis  and 
Management  of  Megaloblastic  Anemia 

Sheldon  P.  Rothenberg,  M.D.,  New  York  City 
Professor  and  Vice-Chairman,  Department  of 
Medicine;  Chief,  Division  of  Hematology/On- 
cology, New  York  Medical  College 

W 10  Colonoscopy:  Technique,  Diagnosis,  and  Treat- 
ment 

Hiromi  Shinya,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Surgery,  Mount 
Sinai  School  of  Medicine  of  The  City  Univer- 
sity of  New  York;  Chief,  Surgical  Endoscopy, 
Beth  Israel  Medical  Center 

W 11  Shock  Management 

G.  Tom  Shires,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of  Sur- 
gery, Cornell  University  Medical  College 

W 12  Arterial  Thrombosis 

Theodore  H.  Spaet,  M.D.,  The  Bronx 
Director  of  Hematology,  Montefiore  Hospital; 
Professor  of  Medicine,  Albert  Einstein  College 
of  Medicine  of  Yeshiva  University 

W 13  Breast  Cancer 

Louis  Venet,  M.D.,  New  York  City 
Associate  Director  of  Surgery,  Beth  Israel 
Medical  Center;  Associate  Clinical  Professor 
of  Surgery,  MountEinai  School  of  Medicine  of 
The  City  University  of  New  York 
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GENERAL  SESSIONS 

All  scientific  programs  are  eligible  for  the  American 

Medical  Association  Physician’s  Recognition  Award  in  Cat- 
egory 2 on  an  hour-for-hour  basis. 

Sunday,  November  7,  1976,  All  Day  Session 

Royal  Ballroom,  Second  Floor 

Leo  J.  Swirsky,  M.D.,  Brooklyn,  Presiding 
Associate  Chairman,  Scientific  Program  Committee 

JOINT  MEETING  WITH 

Sections  on  Family  and  General  Practice; 
Pathology,  Clinical  Pathology,  and  Blood 
Banking;  Radiology;  Surgery 

Symposium  and  Panel  Discussion: 

CANCER  OF  THE  BREAST 

Alfred  Schwarz,  M.D.,  New  York  City,  Moderator 
Director  of  Pathology,  Jewish  Memorial  Hospital 

A.M. 

10:00  The  Role  of  the  Family  Physician  in  the  Diag- 
nosis and  Care  of  the  Patient  with  Cancer  of  the 
Breast 

Clement  J.  Boccalini,  M.D.,  Floral  Park 
Chairman,  Department  of  Family  Medicine, 
Nassau  County  Medical  Center;  Associate  Pro- 
fessor of  Clinical  Family  Medicine,  State  Uni- 
versity of  New  York  at  Stony  Brook 

10:15  The  Use  of  Mammography,  Xerography,  and 
Thermography  in  the  Diagnosis  of  Cancer  of  the 
Breast 

Ruth  Rosenblatt,  M.D.,  The  Bronx 
Radiologist,  Montefiore  Hospital  and  Medical 
Center;  Assistant  Professor  of  Radiology,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity 

10:45  Recess  to  View  Exhibits 

11:15  Pathology  of  Carcinoma  of  the  Breast  and  Its 
Implications 

Raffaele  Lattes,  M.D.,  New  York  City 
Professor  of  Surgical  Pathology,  Columbia 
University  College  of  Physicians  and  Surgeons 

12  Noon  Panel  Discussion 

The  Above  Panelists 

Therapeutic  Aspects  of  Breast  Cancer 

Frank  J.  Fragala,  M.D.,  White  Plains,  Moderator 

P.M. 

2:00  Present-Day  Thinking  in  the  Surgical  Treatment 
of  Breast  Cancer 

Guy  F.  Robbins,  M.D.,  New  York  City 
Attending  Breast  Surgeon,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases 

2:30  Breast  Reconstruction  Following  Mastectomy 

Edgar  P.  Berry,  M.D.,  New  York  City 
Director,  Department  of  Plastic  Surgery,  Lenox 
Hill  Hospital 

2:45  Omental  Transplantation  in  the  Treatment  of 
Postmastectomy  Lymphedema 

Harry  S.  Goldsmith,  M.D.,  Philadelphia, 

Pennsylvania  (by  invitation) 


Professor  and  Chairman,  Department  of  Sur- 
gery, Jefferson  Medical  College  of  Thomas  Jef- 
ferson University 

3:00  Panel  Discussion 

The  Above  Panelists 

3:15  Recess  to  View  Exhibits 

3:45  Role  of  Radiotherapy  in  Carcinoma  of  the 
Breast 

Harry  J.  Perlberg,  Jr.,  M.D.,  New  York  City 
Assistant  Professor  of  Radiotherapy,  The  Mount 
Sinai  School  of  Medicine  of  City  University  of 
New  York 

4:00  Chemotherapy  in  Carcinoma  of  the  Breast 

Edward  P.  Ambinder,  M.D.,  New  York  City 
Assistant  in  Medicine,  The  Mount  Sinai  School 
of  Medicine  of  City  University  of  New  York 

4:30  Panel  Discussion 

The  Above  Panelists 


Monday,  November  8,  1976,  2:00  P.M. 

Royal  Ballroom  A,  Second  Floor 

Stephen  Nordlicht,  M.D.,  New  York  City,  Presiding 
Chairman,  Scientific  Program  Committee 

Symposium  and  Panel  Discussion: 

HUMANISM  AND  MEDICAL  ETHICS 

Alfred  A.  Angrist,  M.D.,  Lake  Success,  Moderator 
Chairman  (Emeritus)  and  Professor,  Department  of 
Pathology,  Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

P.M. 

2:00  The  Place  of  Ethics  in  the  Medical  Curriculum 

Jackson  W.  Riddle,  M.D.,  Albany  (by  invita- 
tion) 

Executive  Secretary,  The  New  York  State  Board 
for  Medicine 

2:15  Are  Hospitals  Dehumanized? 

David  D.  Thompson,  M.D.,  New  York  City 
Director,  The  New  York  Hospital 

2:30  The  Decline  of  Altruism  in  Medical  Practice 

Irving  Graef,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Medicine,  New 
York  University  School  of  Medicine;  Consulting 
Physician,  Lenpx  Hill  Hospital 

2:45  Recess  to  View  Exhibits 

3:15  Teaching  a Humanity-Oriented  Medical  Ethics 

Stephen  Nordlicht,  M.D.,  New  York  City 
Consultant  in  Psychiatry,  The  Roosevelt  Hospi- 
tal; Consulting  Psychiatrist,  The  New  York  City 
Police  Department 

3:30  The  Humanistic  Basis  of  Medical  Ethics 

Edmund  D.  Pellegrino,  M.D.,  New  Haven, 
Connecticut  (by  invitation) 

Chairman,  Board  of  Directors,  Yale-New  Haven 
Medical  Center;  Professor  of  Medicine,  Yale 
University  Medical  School 

3:45  Panel  Discussion 

The  Above  Speakers 
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Tuesday,  November  9,  9:00  A.M. 

Royal  Ballroom  A,  Second  Floor 

Committee  on  Medical  Aspects  of  Sports, 
Medical  Society  of  the  State  of  New  York 

Donald  T.  Kasprzak,  M.D.,  Chairman 

Symposium  and  Panel  Discussion: 

THE  PHYSICIAN’S  ROLE  IN  SECONDARY  SCHOOL 
ATHLETICS 

A.M. 

9:00  Disqualifying  Factors  in  the  Interscholastic 
Athlete 

Joseph  Findaro,  M.D.,  Flushing 

9:15  Concepts  of  Conditioning  in  the  School  Age 
Athlete 

John  L.  Marshall,  M.D.,  New  York  City 
Assistant  Professor  of  Orthopedic  Surgery  and 
Anatomy,  Cornell  University  Medical  College 

9:30  Prevention  and  Mechanism  of  Injuries  in  the 
School  Age  Athlete 

James  A.  Nicholas,  M.D.,  New  York  City 
Associate  Professor  of  Orthopedic  Surgery, 
Cornell  University  Medical  College 

9:45  The  Role  of  the  School  Physician  in  Secondary 
School  Athletics 

Viola  Anderson,  M.D.,  Bronxville 
President,  New  York  State  School  Physicians 
Association 

10:00  Myths  and  Facts  on  the  Effects  of  Menstruation 
in  Athletic  Competition 

Linda  Treadway,  A.T.C.,  West  Chester,  Penn- 
sylvania 

West  Chester  State  College 
10:15  Recess  to  View  Exhibits 

10:45  Training  and  Conditioning  Modalities 

Joseph  Abraham,  Ph.D.,  Geneva 
Head  Trainer,  Hobart  College 

11:00  Panel  Discussion 

The  Above  Speakers 

Wednesday,  November  10,  8:15  A.M. 

Royal  Ballroom,  Second  Floor 

All  day  session 

JOINT  MEETING  OF 

Section  on  Gastroenterology  and  Colon  and 
Rectal  Surgery;  Section  on  Internal 
Medicine;  New  York  State  Society  of 
Internal  Medicine 

Symposium  and  Panel  Discussion: 

A DAY  IN  GASTROENTEROLOGY 

SEYMOUR  L.  Halpern,  M.D.,  New  York  City,  Moderator 

A.M. 

8:20  Business  Meeting 


8:30  Anatomy  of  the  Esophagus 

Sidney  Cohen,  M.D.,  Philadelphia,  Pennsylvania 
(by  invitation ) 

Associate  Professor  of  Medicine,  University  of 
Pennsylvania  School  of  Medicine 

8:50  Hormonal  Effects  on  the  Gastric  Mucosa 

Leonard  R.  Johnson,  Ph.D.,  Houston,  Texas 
(by  invitation) 

Professor  of  Physiology,  University  of  Texas 
Medical  School  at  Houston 

9:10  Medical  Management  of  Peptic  Ulcer 

Richard  J.  Reitemeier,  M.D.,  Rochester, 
Minnesota  (by  invitation) 

Professor  of  Medicine,  Mayo  Medical  School 

9:30  Recess  to  Visit  Exhibits 

Maxwell  Spring,  M.D.,  The  Bronx,  Moderator 
Clinical  Associate  Professor  of  Medicine,  College  of  Medi- 
cine and  Dentistry  of  New  Jersey,  New  Jersey  Medical 
School,  Newark 

A.M. 

10:00  Endoscopy  of  1976 

Henry  Colcher,  M.D.,  Boston,  Massachusetts 
(by  invitation) 

Chief,  Endoscopy  Unit,  Department  of  Gastro- 
enterology, Lahey  Clinic  Foundation 

10:20  Immunology  of  Atrophic  Gastritis 

George  B.  Jerzy  Glass,  M.D.,  New  York  City 
Professor  of  Medicine  and  Director  of  Gastro- 
enterology Research  Laboratory,  New  York 
Medical  College 

10:40  Physiology  of  Gastroesophageal  Reflex 

Charles  S.  WINANS,  M.D.,  Chicago,  Illinois  (by 
invitation) 

Associate  Professor  of  Medicine,  University  of 
Chicago  Pritzker  School  of  Medicine 
11:00  Clinical  Aspects  of  Esophagitis 

Thomas  R.  Hendrix,  M.D.,  Baltimore,  Mary- 
land (by  invitation) 

Professor  and  Chief,  Department  of  Gastroen- 
terology, Johns  Hopkins  University  School  of 
Medicine 

11:20  Esophageal  Modality  Disturbances,  Spasm 
Achalasia  and  Diverticular  Mechanisms  and 
Management 

LAUREN  D.  Harris,  M.D.,  Boston,  Massachusetts 
(by  invitation) 

Associate  Professor  of  Medicine,  Boston  Uni- 
versity School  of  Medicine 

11:40  Panel  Discussion 

Richard  G.  Farmer,  M.D.,  Cleveland,  Ohio  (by 
invitation),  Moderator 

Chairman,  Department  of  Gastroenterology, 
Cleveland  Clinic  Hospital 

The  Above  Speakers 

P.M. 

2:00  Business  meeting 

2:15  Symposium  and  Panel  Discussion:  Inflammatory 
Bowel  Disease 

Hans  J.  Bruns,  M.D.,  Syracuse,  Moderator 
Clinical  Professor  of  Medicine,  State  University 
of  New  York  Upstate  Medical  Center 


THE  ANDRESEN  MEMORIAL  LECTURE.  Malignant 
Potential  in  Inflammatory  Bowel  Disease 
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F.  Warren  Nugent,  M.D.,  Boston,  Massachu- 
setts (by  invitation ) 

Chairman,  Department  of  Gastroenterology, 
Lahey  Clinic 

It  has  long  been  recognized  that  malignant  degeneration  is 
the  most  important  long-term  complication  of  ulcerative  co- 
litis. Certain  characteristics  should  be  recognized,  both  in  the 
patient  who  is  most  at  risk  and  in  the  carcinoma  which  com- 
plicates ulcerative  colitis. 

Little  increased  risk  of  malignant  change  has  been  noted  in 
patients  with  distal  colitis.  When  the  disease  extends  beyond 
the  rectum  and  sigmoid  and  involves  most  or  all  of  the  colon, 
the  malignant  potential  is  greatly  increased.  The  incidence 
of  malignant  condition  increases  rapidly,  averaging  2 per  cent 
per  year  or  20  per  cent  per  decade.  This  is  an  intolerable  risk 
to  accept  without  extremely  close  surveillance  of  the  colon. 
Yearly  colonoscopy  with  multiple  biopsies  and  cytologic 
studies  represent  the  minimum  of  follow-up  that  can  be  ac- 
cepted in  these  patients. 

Cancer  of  the  colon  in  ulcerative  colitis  has  a peak  age  in- 
cidence between  twenty  and  forty  years  of  age  which  is 
somewhat  younger  than  the  age  incidence  for  colonic  cancer. 
A lack  of  predilection  for  either  the  colon  or  rectum  contrary 
to  the  usual  predilection  for  the  rectum  is  noted.  The  long- 
term, five-year  survival  rate  is  only  25  per  cent. 

It  has  recently  been  reported  that  the  incidence  of  carci- 
noma is  also  increased  in  Crohn’s  disease.  As  yet,  this  has  not 
been  clearly  established,  however,  and  the  increase  in  inci- 
dence, if  present,  appears  to  be  markedly  less  than  in  ulcerative 
colitis. 

2:45  Is  There  Anything  New  In  Crohn’s  Disease? 

Henry  D.  Janowitz,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  Mount  Sinai 
School  of  Medicine  of  City  University  of  New 
York;  Head,  Division  of  Gastroenterology,  The 
Mount  Sinai  Hospital 

Not  much,  but  some  things  are.  Granulomas  have  been 
transplanted  to  animals  from  Crohn’s  tissues.  A subpopula- 
tion of  patients  exists  who  have  evidence  of  altered  immuno- 
competence;  they  show  anergy  to  DCNB  (dinitrochloroben- 
zene),  diminished  T cells,  and  increased  B cells.  In  moder- 
ately ill  ambulatory  patients,  steroids  and  salicylazosulfapy- 
ridine  (Azulfidine)  appear  in  the  National  Cooperative  Crohn’s 
Disease  Study  to  be  superior  to  placebo  or  azathioprine.  The 
place  of  hyperalimentation  is  being  defined  in  the  pre-  and 
postoperative  patient.  Actuarial  studies,  or  life  tables,  con- 
firm the  inexorable  tendency  of  Crohn’s  disease  to  recur  after 
operations.  Newer  drugs  proliferate,  such  as  metronidazole 
(Flagyl)  and  levamisole,  but  no  convincing  evidence  of  efficacy 
is  yet  forthcoming. 

3:00  Usual  and  Unusual  Roentgen  Features  in  Ulcer- 
ative and  Granulomatous  Colitis 


Richard  Marshak,  M.D.,  New  York  City 
Clinical  Professor  of  Radiology,  Mount  Sinai 
School  of  Medicine  of  City  University  of  New 
York 

The  differential  diagnosis  of  ulcerative  colitis,  granuloma- 
tous colitis,  drug-induced  colitis,  and  ischemic  colitis  will  be 
discussed.  In  our  community  we  do  not  see  the  rarer  forms 
of  colitides,  and  amebiasis  usually  comes  as  a surprise.  The 
roentgen  features  of  ulcerative  colitis,  granulomatous  colitis, 
and  ischemic  colitis  are  distinct,  and  there  is  usually  little 
problem  in  differential  diagnosis.  In  those  geographic  areas 
where  other  forms  of  colitis  are  seen,  that  is,  tuberculosis, 
schistosomiasis,  shigellosis,  and  amebiasis,  differential  diag- 
nosis becomes  more  difficult. 

Unusual  forms  of  colitis,  where  it  is  difficult  to  make  a dif- 
ferential diagnosis,  will  also  be  demonstrated. 

3:15  The  Operating  Room  Recognition  of  Crohn’s 
Disease:  Where  to  Resect 
Rupert  B.  Turnbull,  Jr.,  M.D„  Cleveland,  Ohio 
(by  invitation ) 

Senior  Surgeon,  Department  of  Colon  and  Rectal 
Surgery,  Cleveland  Clinic 

The  operating  surgeon  often  cannot  be  sure  where  to  resect 
the  small  intestine  when  it  is  involved  with  Crohn’s  disease, 
particularly  if  the  small  intestine  is  obstructed  at  the  site  of 
the  disease. 

We  have  developed  a method  of  making  this  decision,  be- 
cause the  pathologist  has  problems  when  examining  frozen 
sections  of  the  bowel.  The  method  employed  will  be  presented 
along  with  the  results  obtained. 

3:30  Pathologic  Features  of  Ulcerative  and  Granulo- 
matous Colitis 

Eric  A.  Schenk,  M.D.,  Rochester 
Professor  of  Pathology,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

Classic  histologic  criteria  usually  allow  the  pathologist  to 
distinguish  Crohn’s  disease  from  chronic  ulcerative  colitis  if 
the  submitted  biopsy  is  adequate.  There  are,  however,  cases 
in  which  this  diagnostic  differentiation  is  impossible,  even 
when  surgically  resected  specimens  are  available.  The  ap- 
plication of  recently  described  methods  of  morphologic  anal- 
ysis such  as  (1)  histochemical  techniques  for  colonic  mucins, 
(2)  differential  mucosal  cell  counts,  and  (3)  immunofluores- 
cence stains  for  immunoglobulin-containing  cells,  have  not 
significantly  improved  our  ability  to  characterize  and  differ- 
entiate those  cases  with  a “mixed”  morphologic  pattern. 

3:45  Recess  to  View  Exhibits 

4:15  Panel  Discussion 

The  Above  Speakers 
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Sections  and  Sessions 


All  papers  read  before  the  Society  by  members  be- 
come the  property  of  the  Society.  .The  original  copy 
of  each  paper  shall  be  left  with  the  Secretary  of  the 
Section  or  Session. 

Discussers  should  have  their  remarks  typed  and 
should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin  promptly 
at  the  hour  specified. 

Executive  Session — The  first  order  of  business, 
election  of  officers.  "To  participate  in  the  election  of 
any  section,  a member  must  register  with  such  section.  ” 
—Bylaws,  Chapter  XII,  Section  3 

SECTION  ON 

Allergy  and  Immunology 

Chairman  BERNARD  REDNER,  M.D.,  Brooklyn 

Vice-Chairman  . . .James  R.  Goi.UB,  M.D.,  New  Rochelle 
Secretary  . Lawrence  T.  Chiaramonte,  M.D.,  Flushing 
Delegate  . . . WILLIAM  E.  HERMANCE,  M.D.,  White  Plains 


Sunday,  November  7/10:00  A.M./Versailles  Ballroom, 
Second  Floor 

Symposium  and  Panel  Discussion:  Immunology — 1976 

Bernard  Redner,  M.D.,  Brooklyn,  Moderator 
Assistant  Professor  of  Clinical  Pediatrics,  New  York 
University  School  of  Medicine;  Director,  Pediatric  Allergy 
Clinic,  Brookdale  Hospital  Medical  Center 

A.M. 

10:00  Business  Meeting 

10:15  Immunobiology:  The  Interaction  of  T Cell,  B 
Cell,  and  Macrophage 

Robert  A.  Good,  M.D.,  New  York  City  (by  in- 
vitation) 

President  and  Director,  Memorial  Sloan-Ket- 
tering  Institute  for  Cancer  Research;  Professor 
of  Medicine  and  Pediatrics,  Cornell  University 
Medical  College 

The  specific  cellular  components  of  the  immunologic  sys- 
tem combine  T and  B cells  which  differentiate  under  separate 
influences  and  occupy  special  locations  in  the  immunologic 
system.  These  cellular  systems  interact  in  both  positive  and 
negative  ways  to  regulate  the  immunologic  responses.  In 
addition,  both  cell  systems  must  often  interact  with  monocytes 
and  macrophages  to  achieve  full  immunologic  expression. 
Suppressor  T cells  and  adherent  cells  as  well  as  suppressor 
adherent  cells  are  known,  and  these  cells  and  their  functions 
are  being  defined.  Evidence  that  suppressor  and  helper  cells 
may  play  important  roles  in  human  immunopathology  and 
disease  will  be  presented. 

11:00  Complement  in  Health  and  Disease 

MICHAEL  M.  Frank,  M.D.,  Bethesda,  Maryland 
(by  invitation) 

Head,  Clinical  Immunology  Section,  National 
Institute  of  Allergy  and  Infectious  Diseases, 
National  Institutes  of  Health 

Complement  is  generally  considered  to  be  a complex  se- 
ries of  blood  proteins  which  can  be  triggered  by  immunologic 
reactions  and  which  interact  to  produce  lysis  of  cells  and 


bacteria.  Recently  our  focus  has  changed,  and  we  have  come 
to  view  complement  as  one  of  the  important  mediators  of  in- 
flammation and  a key  element  in  the  body’s  host  defense 
mechanisms.  In  this  talk,  we  will  review  the  role  of  comple- 
ment in  various  biologically  significant  host  defense  reactions 
and  in  the  production  of  disease  in  man. 

11:45  Recess  to  View  Exhibits 

12:15  Transfer  Factor:  A Progress  Report 

H.  Sherwood  Lawrence,  M.D.,  New  York 
City  (by  invitation) 

Professor  and  Chairman,  Division  of  Infectious 
Diseases  and  Immunology,  New  York  Univer- 
sity School  of  Medicine;  Co-Director,  New  York 
University  Medical  Services 

TF  (Transfer  Factor)  is  a small  dialysable  material  of  less 
than  10,000  molecular  weight  prepared  from  blood  leukocytes 
of  immune  humans  which  confers  cellular  immunity  on  non- 
immune  recipients.  The  biologic  and  immunologic  properties 
of  TF  in  the  selective  augmentation  of  cellular  immunity  will 
be  outlined  to  delineate  the  underlying  principles  that  have 
allowed  its  successful  application  to  the  immunotherapy  of 
disease.  The  diseases  that  have  responded  clinically  and 
immunologically  to  TF  administration  include  congenital 
immunodeficiency  syndromes;  mycobacterial,  fungal,  and  viral 
infections;  certain  autoimmune  diseases;  and  metastatic 
cancer. 

SECTION  ON 

Anesthesiology 

Chairman  . Bernard  HOLLANDER,  M.D.,  No.  Woodmere 
Vice-Chairman  


Desmond  F.  McLaughlin,  M.D.,  Syracuse 
Secretary  . . . .Alexander  W.  Gotta,  M.D.,  Great  Neck 
Delegate  Edward  C.  Sinnott,  M.D.,  Old  Westbury 


Sunday,  November  7/2:00  P.M./Versailles  Ballroom, 
Second  Floor 

P.M. 

2:00  FOURTH  ROBERTAZZI  MEMORIAL  LEC- 
TURE— What  Price  Anesthesia? 

Erwin  Lear,  M.D.,  Queens 
Chairman,  Department  of  Anesthesiology, 
Catholic  Medical  Center;  Associate  Clinical 
Professor  of  Anesthesiology,  State  University  of 
New  York  Downstate  Medical  Center 

3:00  Environmental  Pollution  in  the  Operating 
Room 

Herman  Turndorf,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of  Anes- 
thesiology, New  York  University  School  of 
Medicine 

SECTION  ON 

Chest  Diseases 


Chairman  Morris  A.  Shapiro,  M.D.,  Schenectady 

Vice-Chairman  ....  Roy  H.  CLAUSS,  M.D.,  New  York  City 

Secretary  PASQUALE  ClAGLIA,  M.D.,  Utica 

Delegate  Arthur  Q.  Penta,  M.D.,  Schenectady 


Tuesday,  November  9/9:00  A.M./Versailles  Ballroom, 
Second  Floor 

JOINT  MEETING  WITH 

New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians 
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A.M. 

9:00  Business  meeting 

9:10  Pulmonary  Complications  of  Gastroesophageal 
Reflux 

Sha  Moallem,  M.D.,  New  York  City 
Associate  Attending  Surgeon,  Flower  and  Fifth 
Avenue  Hospitals 

Gastroesophageal  reflux  must  be  considered  in  instances 
of  symptomatic  pulmonary  disease  lacking  known  specific 
cause.  Increased  understanding  of  esophageal  physiology  and 
pathologic  condition  indicts  dysfunction  of  the  esophagus  or 
its  sphincters  for  certain  previously  unexplained  instances  of 
acute  and  chronic  bronchopulmonary  infections. 

The  wide  array  of  respiratory  symptoms  due  to  reflux  may 
coincide  with  normal  chest  x-ray  or  changes  consistent  with 
recurrent  pneumonitis,  bronchiectasis,  pulmonary  fibrosis, 
abscess,  or  lesions  suspicious  of  tumor. 

Cine-esophagogram  is  the  most  practical  and  useful  specific 
test  for  gastroesophageal  reflux.  Depending  on  the  cause, 
other  tests  such  as  esophageal  manometry,  esophagoscopy, 
acid  perfusion  test,  and  pH  studies  should  be  done. 

Progressive  pulmonary  disease  secondary  to  esophageal 
reflux  is  preventable.  Our  experience  with  Belsey  or  Colis- 
Belsey  reconstruction  of  the  gastroesophageal  junction  is  re- 
viewed. 

9:35  Chemotherapy  of  Oat  Cell  Carcinoma:  Im- 

proved Long-Term  Results 

JACOB  J.  Lokich,  M.D.,  Boston,  Massachusetts 
(by  invitation ) 

Associate  Professor  of  Medicine,  Harvard 
Medical  School;  Chief,  Section  of  Neoplastic 
Diseases,  New  England  Deaconess  Hospital 

Oat  cell  carcinoma  comprises  10  per  cent  of  all  primary 
bronchogenic  tumors  and  is  characterized  by  early  dissemi- 
nation, short  survival,  unique  sites  of  metastasis,  a high  pro- 
liferative thrust,  and  an  exquisite  responsiveness  to  radio- 
therapy and  chemotherapy.  Previous  therapeutic  trials  have 
evaluated  surgery  and  radiotherapy  with  no  major  impact  on 
survival.  A new  orientation  toward  systemic  therapy  with 
combination  chemotherapy  has  led  to  major  palliation  and 
prolonged  survival  with  a 5-drug  regimen.  In  a series  of  25 
consecutive  patients,  responses  were  observed  in  80  per  cent 
of  patients,  and  more  than  half  were  complete  responses. 
Median  survival  has  not  been  reached  at  ten  months.  Central 
nervous  system  relapse,  a common  site  in  previous  series,  has 
not  been  observed  to  date,  and  it  is  proposed  that  the  nitro- 
sourea and  SMD  (supra  maximal  dose)  methotrexate  may  be 
effectively  controlling  this  site  of  disease  because  of  the  unique 
capability  of  CNS  transit  for  both  drugs. 

10:00  Pulmonary  Embolism 

Jefferson  F.  Ray,  III,  M.D.,  Marshfield, 
Wisconsin  (by  invitation ) 

Cardiovascular  Surgeon,  Marshfield  Clinic 
Foundation 

The  pathophysiologic  consequences  of  pulmonary  embo- 
lism will  be  reviewed.  Heparin  therapy,  physiologic  moni- 
toring, and  supportive  measures,  such  as  vasoactive  and  ino/ 
chronotropic  drugs,  are  instituted  when  the  diagnosis  of  pul- 
monary embolism  is  suspected.  Our  clinical  indications  for 
performing  catheterization  of  the  right  side  of  the  heart  and 
pulmonary  angiography  will  be  discussed.  When  pulmonary 
angiography  demonstrates  embolism,  peripheral  phlebography 
is  always  performed.  Caval  continuity  is  interrupted,  usually 
by  Mobin-Uddin  umbrella,  when  deep  venous  thrombosis  is 
demonstrated  in  popliteal,  femoral,  iliac,  or  pelvic  veins. 
Experiences  with  fibrinolytic  therapy  will  be  summarized. 
Our  recommendations  for  salvaging  the  patient  in  extremis 
from  sudden  unexpected  pulmonary  embolism  will  be  stat- 
ed. 

10:25  General  Discussion 


10:40  Recess  to  View  Exhibits 

11:15  New  Concepts  in  the  Evolution  and  Resolution 
of  Pulmonary  Edema 

Gerard  M.  Turino,  M.D.,  New  York  City 
Professor  of  Medicine,  Columbia  University 
College  of  Physicians  and  Surgeons;  Attending 
Physician,  Presbyterian  Hospital 

Over  the  past  decade,  new  experimental  and  clinical  evi- 
dence has  increased  understanding  of  the  physiologic  factors 
which  control  water  exchange  in  the  lung,  normally  and  in 
disease.  The  special  anatomic  and  physiologic  characteristics 
of  the  lung  which  relate  to  normal  transcapillary  exchange  for 
water,  plasma  proteins,  and  electrolytes  across  the  alveolar 
capillary  membrane  will  be  reviewed  in  the  light  of  pathogenic 
mechanisms  which  lead  to  the  development  of  pulmonary 
edema  in  a variety  of  disease  states.  The  results  of  measure- 
ments of  extravascular  lung  water  in  normal  subjects  at  rest 
and  in  exercise,  and  in  various  types  of  cardiorespiratory  dis- 
ease, will  be  reviewed  with  emphasis  on  results  in  left  heart 
failure,  myocardial  infarction,  shock  lung,  and  cor  pulmonale. 
The  role  of  lymphatic  flow  from  the  lung  as  a crucial  compo- 
nent in  the  control  of  the  transcapillary  exchange  of  water  will 
be  analyzed,  and  the  development  of  pulmonary  edema  as  a 
manifestation  of  inadequacy  of  lung  lymphatic  flow  will  be 
presented.  The  implication  of  improved  physiologic  under- 
standing of  the  evolution  and  resolution  of  interstitial  and 
alveolar  water  in  the  lung  for  modes  of  treatment  of  pulmonary 
edema  of  various  causes  will  be  presented. 

11:40  The  Annual  Howard  Lilienthal  Lecture — Shocked 
Lung  Syndrome 

Samuel  R.  Powers,  Jr.,  M.D.,  Albany 
Professor  and  Chairman,  Department  of  Sur- 
gery, Albany  Medical  College  of  Union  Uni- 
versity 

A precipitous  fall  in  arterial  oxygen  tension  is  frequently 
seen  in  association  with  the  acute  respiratory  distress  syn- 
drome following  major  surgery  and  severe  trauma.  Increased 
level  of  PEEP  (positive  end  expiratory  pressure)  will  fre- 
quently provide  prompt  improvement  in  the  arterial  oxygen 
saturation.  The  decreased  arterial  oxygen  tension  is  associ- 
ated with  an  increase  in  pulmonary  shunt  associated  with  a 
fall  in  the  resting  lung  volume.  Improvement  in  the  arterial 
oxygen  tension  is  associated  with  an  increase  in  the  resting 
lung  volume,  but  this  improvement  may  be  purchased  at  the 
price  of  a decrease  in  blood  pressure,  a fall  in  urine  volume,  and 
a decrease  in  cardiac  output. 

The  goal  of  therapy  is  to  improve  peripheral  oxygen  deliv- 
ery, not  merely  to  increase  arterial  oxygen  saturation.  If 
PEEP  results  in  a fall  in  peripheral  oxygen  delivery  due  either 
to  a decrease  in  cardiac  output  or  to  an  increase  in  pulmonary 
shunt,  it  will  have  a deleterious  effect  on  the  trauma  patient. 
A proper  combination  of  ventilatory  support  with  associated 
maintenance  of  peripheral  circulation  results  in  optimal 
management  of  the  acute  respiratory  distress  syndrome. 

12:15  General  Discussion 
SECTION  ON 

Data  Processing  In  Medicine 

Chairman  Terence  W.  Murphy,  M.D.,  Larchmont 

Vice-Chairman  . . .WILLIAM  A.  BAUMAN,  M.D.,  New  York 

City 

Secretary ' .' Alvin  H.  Freiman,  M.D.,  New  York  City 

Delegate  Elemer  R.  Gabrieli,  M.D.,  Buffalo 

Monday,  November  8/9:00  A.M./Royal  Ballroom  B,  Sec- 
ond Floor 

A.M. 

9:00  Business  Meeting 
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Symposium  and  Panel  Discussion:  Medicine,  Comput- 
ers, and  the  Law 

Terence  W.  Murphy,  M.D.,  Larchmont, 

Moderator 

9:10  Medical  Data  Element  Control  Journal 

E.  R.  Gabrieli,  M.D.,  Buffalo 
Director,  Clinical  Information  Center,  Edward 
J.  Meyer  Memorial  Hospital 

All  computer-based  data  centers  handling  primary  and/or 
secondary  medical  information  should  maintain  a formal 
Medical  Data  Element  Control  Journal,  both  for  ongoing  in- 
ternal audit  and  for  external  inspection.  Accrediting  agencies 
should  base  their  opinion  on  this  documentation  of  the  ade- 
quacy of  the  data  security  system.  The  Medical  Data  Element 
Control  Journal  should  include  a comprehensive  data  element 
directory  along  with  the  definition  of  data  field  ownerships, 
levels  of  sensitivity,  usages,  and  integrity  protections. 

9:30  Professional  Rationale  and  Hospital  Utilization 
Review 

James  Wharton,  M.D.,  Albany  (by  invita- 
tion) 

Assistant  Commissioner  of  Health,  Division  of 
Medical  Standards,  Department  of  Health, 
State  of  New  York 

Criticism  is  being  leveled  at  physicians  for  failure  to  control 
hospital  utilization.  Computer  analysis  allows  many  other 
factors  to  be  identified;  for  example,  it  appears  that  ques- 
tionable practices  of  few  reflect  on  the  great  majority.  The 
purpose  of  the  system  to  be  described  is  to  detect  utilization 
patterns  clearly  different  from  the  majority  of  the  professional 
community  and  incompatible  with  the  Medicaid  Law  and 
Regulations. 

10:00  Recess  to  View  Exhibits 

10:30  Operational  Considerations  in  Computer  Im- 
plementation of  Legally  Allowable  Health  Care 
Provider  Reimbursement 

Ms.  Sheila  Smythe,  New  York  City 

Senior  Vice-President — Operations,  Blue  Cross 
and  Blue  Shield  of  Greater  New  York 

Because  of  enormous  volume  of  claims  processed  either  as 
a fiscal  intermediary  for  the  Social  Security  Administration 
or  as  part  of  any  insurance  company’s  regular  business,  com- 
puter technology  is  necessary  to  provide  reimbursement 
consistent  with  the  various  laws  involved.  Operational 
problems  in  this  area  will  be  discussed. 

10:50  Medical  Information  Bureau 

Neil  Day,  J.  D.,  New  York  City  (by  invitation) 
Executive  Director,  Medical  Information  Bu- 
reau 

In  1971,  the  Federal  Fair  Credit  Reporting  Act  was  enacted. 
Although  this  specifically  excluded  medical  information,  the 
Medical  Information  Bureau  (MIB)  has  adjusted  its  opera- 
tional practices  to  conform  to  the  standards  of  that  Act.  Now 
the  Freedom  of  Information  Act  will  require  further  opera- 
tional changes  which  will  be  discussed. 

11:15  Panel  Discussion 

The  Above  Panelists 

SECTION  ON 

Dermatology  and  Syphilology 


Chairman  Samuel  B.  Frank,  M.D.,  White  Plains 

Vice-Chairman  . . . JOHN  T.  McCarthy,  M.D.,  New  York 
City 

Secretary MAURICE  J.  STONE,  M.D.,  Syracuse 

Delegate NORMAN  B.  Kanof,  M.D.,  New  York  City 


Monday,  November  8/9:00  A.M./Royal  Ballroom  A,  Sec- 
ond Floor 


JOINT  MEETING  WITH 

New  York  State  Society  of  Dermatology 

A.M. 

9:00  Business  meeting 
Symposium:  Cutaneous  Malignancy 

9:30  Recent  Advances  in  the  Diagnosis  and  Man- 
agement of  Malignant  Melanoma 

Alfred  W.  Kopf,  M.D.,  New  York  City 
Professor  of  Dermatology,  New  York  Univer- 
sity School  of  Medicine 

10:00  Cutaneous  Metastatic  Tumors 

Rudolf  Garret,  M.D.,  New  York  City 
Clinical  Professor  of  Pathology,  Columbia 
University  College  of  Physicians  and  Surgeons; 
Director  of  Pathology,  Roosevelt  Hospital 

10:15  Laser  Surgery  of  Skin  Cancer 

Leon  Goldman,  M.D.,  Cincinnati,  Ohio  (by 
invitation) 

Professor  Emeritus  of  Dermatology,  University 
of  Cincinnati  College  of  Medicine;  Director  of 
Laser  Laboratory,  University  of  Cincinnati 
Medical  Center 

11:00  Recess  to  View  Exhibits 

11:30  Surgical  Approach  to  Cutaneous  Tumors 

James  A.  MacDonald,  M.D.,  New  York  City 
Assistant  Clinical  Professor  of  Surgery,  Co- 
lumbia University  College  of  Physicians  and 
Surgeons;  Attending  Plastic  Surgeon,  Roose- 
velt Hospital 

11:45  X-Ray  Therapy  of  Cutaneous  Carcinoma 

Anthony  N.  Domonkos,  M.D.,  New  York 
City 

Clinical  Professor  of  Dermatology,  Columbia 
University  College  of  Physicians  and  Sur- 
geons 

12:05  Cryosurgery  of  Cutaneous  Malignancies 

Douglas  P.  Torre,  M.D.,  New  York  City 
Clinical  Professor  of  Dermatology,  Cornell 
University  Medical  College 

SECTION  ON 

Emergency  Medicine 


Chairman  David  N.  Kluge,  M.D.,  Rochester 

Vice-Chairman  . . . .EDWARD  L.  McNeil,  M.D.,  Mt.  Kisco 

Secretary  CHARLES  N.  RAPPAPORT,  M.D.,  Rochester 

Delegate Edward  W.  Gilmore,  M.D.,  Binghamton 

Monday,  November  8/9:00  A.M./Versailles  Terrace, 
Second  Floor 

JOINT  MEETING  WITH 

Section  on  Preventive  Medicine  and  Public 
Health 

A.M. 

9:00  Business  Meeting 

9:15  The  Present  and  Future  of  Emergency  Medi- 
cine 
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Edward  L.  McNeil,  M.D.,  Mount  Kisco 
Emergency  Physician,  Northern  Westchester 
Hospital  Center 

The  changes  that  have  occurred  in  the  staffing  of  emergency 
departments  in  New  York  State  and  in  other  parts  of  the  na- 
tion will  be  described,  as  well  as  their  effects  on  the  quality  of 
emergency  care.  The  benefits  which  emergency  physicians 
bring  to  patients  and  to  physicians  in  other  specialties  will  be 
discussed,  as  will  the  part  played  by  emergency  physicians  in 
Emergency  Medical  Service. 

A report  will  be  given  of  the  progress  made  toward  estab- 
lishing a Board  of  Emergency  Medicine. 

9:40  Thoracic  Trauma 

Melvin  H.  Worth,  Jr.,  M.D.,  New  York  City 
Associate  Professor  of  Surgery,  New  York 
University  School  of  Medicine;  Head  of  Trau- 
ma Service,  Bellevue  Hospital  Center 

10:40  Recess  to  View  Exhibits 

11:20  Problems  in  Emergency  Medical  Service  Sys- 
tems 

David  Kluge,  M.D.,  Rochester 
Assistant  Clinical  Professor  of  Surgery,  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry 

There  are  four  main  problems  in  emergency  medical  service 
systems. 

The  technical  problems  relate  to  new  procedures,  new 
equipment,  new  communications  methods  which  require 
careful  appraisal  and  acceptance,  and  then  proper  educational 
methods  for  the  providers  and  the  public. 

The  interdisciplinary  problems  include  interaction  between 
physicians,  nurses,  emergency  medical  technicians,  hospitals, 
police,  fire  departments,  and  health  planners  to  adapt  new 
attitudes  in  the  delivery  of  emergency  care  to  the  advantage 
of  the  patient.  The  interpersonal  relationships  that  are 
changing  in  the  field  of  emergency  care  requires  objective 
analyses  and  resolution. 

The  government  versus  private  sectors  at  Federal,  state, 
regional,  and  local  levels  must  be  carefully  negotiated  so  that 
improvements  are  encouraged  and  regulations  are  reasonable 
and  attainable  in  both  metropolitan  and  rural  areas.  This 
requires  special  cooperation  between  these  two  sectors. 

Funding  the  maintainance  and  improvements  of  emergency 
medical  service  systems  requires  careful  decisions  that  take 
into  account  both  the  private  and  tax  dollar  investments  in 
emergency  care  for  us  all. 

The  problems  are  multiple  and  complex.  Many  solutions 
have  been  suggested.  The  pluralism  in  our  society,  if  allowed 
to  operate,  can  Find  reasonable  solutions  that  can  be  tested  and 
appraised. 

11:50  Toxic  Emergencies:  Dangers  and  Pitfalls 

Ralph  Altman,  M.D.,  New  York  City 
Assistant  Professor  of  Medicine,  New  York 
Medical  College;  Medical  Director,  Emergency 
Service,  Metropolitan  Hospital  Center 

Alcoholism  and  multiple  drug  abuse  constitute  the  most 
common  type  of  toxic  emergencies  that  the  emergency  phy- 
sician will  see  in  his  everyday  practice.  The  utilization  of 
stimulants  and  antidotes,  indications,  and  contraindications 
will  be  discussed.  Management  of  the  tricyclic  antidepressant 
overdoses  and  iron  intoxication  will  be  emphasized.  Indica- 
tions and  contraindications  of  nasogastric  gavage  and  treat- 
ment of  hydrocarbon  and  rat  poison  ingestion  will  be  men- 
tioned. 


SECTION  ON 

Family  and  General  Practice 


Chairman  CLEMENT  J.  BOCCALINI,  M.D.,  Floral  Park 

Vice-Chairman Leo  THOMAS  WOLFF,  M.D.,  Syracuse 

Secretary  BENTLY  D.  MERRIM,  M.D.,  Brooklyn 

Delegate  JAMES  R.  NUNN,  M.D.,  Amherst 

Sunday,  November  7/10:00  A.M./Royal  Ballroom,  Second 
Floor 

AH  Day  Symposium 
JOINT  MEETING  WITH 

Sections  on  Pathology,  Clinical  Pathology,  and 
Blood  Banking;  Radiology;  Surgery 

SEE  GENERAL  SESSION  PAGE  1614  FOR  PRO- 
GRAM 

SECTION  ON 

Gastroenterology  and  Colon  and  Rectal 
Surgery 


Chairman  Hans  J.  Bruns,  M.D.,  Syracuse 

Vice-Chairman  . . . STUART  H.  Q.  QUAN,  M.D.,  New  York, 
City 

Secretary  Tay  S.  Kim,  M.D.,  Brooklyn 

Delegate Hugo  W.  N.  Mancini,  M.D.,  Brooklyn 


Wednesday,  November  10/2:00  P.M./Royal  Ballroom, 
Second  Floor 

All  Day  Session 
JOINT  MEETING  WITH 

Section  on  Internal  Medicine  and  New  York 
State  Society  of  Internal  Medicine 

SEE  GENERAL  SESSION  PAGE  1615  FOR 
PROGRAM 

SECTION  ON 

Internal  Medicine 


Chairman  . . SEYMOUR  L.  HALPERN,  M.D.,  New  York  City 


Vice-Chairman  MONTE  MALACH,  M.D.,  Brooklyn 

Secretary  MILFORD  C.  MALONEY,  M.D.,  Seneca 

Delegate JOHN  R.  WILLIAMS,  JR.,  M.D.,  Rochester 


Wednesday,  November  10/8:15  A.M./Royal  Ballroom, 
Second  Floor 

All  Day  Session:  A DAY  IN  GASTROENTEROLOGY 
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JOINT  MEETING  WITH 

Section  on  Gastroenterology  and  Colon  and 
Rectal  Surgery  and  New  York  State  Society 
of  Internal  Medicine 

SEE  GENERAL  SESSION  PAGE  1615  FOR 
PROGRAM 

SECTION  ON 

Neurology 


Chairman  David  0.  Marsh,  M.D.,  Rochester 

Vice-Chairman RICHARD  SATRAN,  M.D.,  Rochester 

Secretary ROBERT  J.  JOYNT,  M.D.,  Rochester 

Delegate  David  Green,  M.D.,  Albany 


Monday,  November  8/2:00  P.M. /Royal  Ballroom  B,  Sec- 
ond Floor 


P.M. 

2:00  Business  meeting 

Symposium  and  Panel  Discussion:  Neurological  Side- 

Effects  of  Commonly  Used  Medications  and 
Neurologic  Diagnostic  Procedures 

David  O.  Marsh,  M.D.,  Rochester,  Moderator 
Associate  Professor  of  Neurology,  University 
of  Rochester  School  of  Medicine  and  Dentist- 
ry 

2:10  Anticonvulsants 

Maurice  Charlton,  M.D.,  Rochester 
Associate  Professor  of  Neurology,  University 
of  Rochester  School  of  Medicine  and  Dentist- 
ry 

2:30  Psychotropic  Drugs 

David  Green,  M.D.,  Albany 
Clinical  Associate  Professor  of  Neurology,  Al- 
bany Medical  College  of  Union  University 

2:50  L-Dopa 

David  O.  Marsh,  M.D.,  Rochester 

3:10  Recess  to  View  Exhibits 

3:40  Oral  Contraceptives 

Richard  Satran,  M.D.,  Rochester 
Professor  of  Neurology,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 

4:00  Neurologic  Diagnostic  Procedures 

Robert  J.  Joynt,  M.D.,  Rochester 
Professor  and  Chairman,  Department  of 
Neurology,  University  of  Rochester  School  of 
Medicine  and  Dentistry 

4:20  Panel  Discussion 

The  Above  Panelists 


SECTION  ON 

Neurosurgery 


Chairman David  G.  STORRS,  M.D.,  Endicott 

Vice-Chairman  . .EDGAR  M.  HOUSEPIAN,  M.D.,  New  York 
City 

Secretary  Donald  H.  Stewart,  Jr.,  M.D.,  Syracuse 


Delegate  . . .Russel  H.  Patterson,  Jr.,  M.D.,  New  York 
City 


Sunday,  November  7/2:00  P.M./Versailles  Terrace, 
Second  Floor 

P.M. 

2:00  Business  Meeting 

2:10  Meningomyelocele:  A Progressive  Intrauterine 
Disease 

Fred  J.  Epstein,  M.D.,  New  York  City 
Associate  Professor  of  Neurosurgery,  New  York 
University  School  of  Medicine 
Arthur  Marlin,  M.D.,  New  York  City 
Gerald  M.  Hochwald,  M.D.,  New  York  City 
Professor  of  Neurology,  New  York  University 
School  of  Medicine 

Joseph  Ransohoff,  M.D.,  New  York-City 
Professor  and  Chairman,  Department  of 
Neurosurgery,  New  York  University  School  of 
Medicine 

There  is  much  difference  of  opinion  concerning  the  em- 
bryologic  genesis  of  meningomyelocele.  According  to  Gard- 
ner, it  results  from  pathologic  hydromyelia  and  subsequent 
rupture  of  the  posterior  surface  of  the  spinal  cord.  In  support 
of  this  concept,  the  authors  have  developed  a laboratory  model 
in  which  massive  focal  hydromyelia  occur.  It  is  based  on 
surgical  modification  of  the  hydromyelia  that  accompanies 
chronic  hydrocephalus  in  the  Kaolin  cat.  It  is  the  results  and 
implications  of  this  work  that  is  the  subject  of  this  report. 

2:25  Comparative  Analysis  of  the  Surgical  and 
Nonsurgical  Management  of  Malignant  Mela- 
noma to  the  Brain 

Alfonso  M.  Bremer,  M.D.,  Buffalo  (by  invi- 
tation) 

Associate  Chief  of  Neurosurgery,  Roswell  Park 
Memorial  Institute;  Assistant  Professor  in 
Experimental  Pathology,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 
Charles  R.  West,  M.D.,  Buffalo  (by  invita- 
tion) 

Chief  of  Neurosurgery,  Roswell  Park  Memorial 
Institute 

Patients  with  histologically-proved  malignant  melanoma 
to  the  brain  were  included  in  this  report.  Intracranial  surgery 
was  performed  in  19  out  of  32  and  was  considered  not  indicated 
in  13  patients.  Following  resection  of  the  single  brain  me- 
tastases,  neurologic  improvement  was  observed  in  74  per  cent, 
with  a median  survival  rate  of  five  to  six  months.  In  the 
nonsurgical  group  with  multiple  brain  metastasis  and  visceral 
involvement,  survival  did  not  extend  beyond  a median  of  one 
month. 

Substantial  intracerebral  hematoma  was  present  in  7 pa- 
tients, 41  per  cent  out  of  17  craniotomies.  A definite  corre- 
lation between  chemotherapy  and  intratumor  hemorrhage 
could  not  be  assessed  but  in  2 patients. 

Patients  with  malignant  melanoma  and  single  brain  me- 
tastases  without  multiple  visceral  involvement  seemed  to 
benefit  more  from  palliative  surgery. 

Discussion 

2:40  W.  P.  Shapiro,  M.D.,  New  York  City 

2:45  R.  H.  Patterson,  Jr.,  M.D.,  New  York  City 

2:50  Balloon  Catheter  Embolization  of  Spontaneous 
Carotid  Cavernous  Fistulas 

Robert  E.  Decker,  M.D.,  New  Hyde  Park 
Department  of  Surgery,  Division  of  Neuro- 
surgery, Long  Island  Jewish  Medical  Center 
Alan  D.  Rosenthal,  M.D.,  New  Hyde  Park 
Joseph  A.  Epstein,  M.D.,  New  Hyde  Park 

Two  cases  of  spontaneous  carotid  cavernous  fistulas  are 
presented.  Fogerty  balloon  embolization  was  selected  because 
the  patients  were  septuagenarians  with  atherosclerotic  nar- 
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rowing  of  the  extracranial  carotid  arteries.  Technical  details 
of  the  procedure  are  discussed,  with  emphasis  on  the  specifi- 
cations of  an  ideal  balloon  catheter. 

The  fistula  was  obliterated  in  both  patients  with  initial 
cessation  of  the  bruit. 

In  1 patient  secondary  glaucoma  progressed  despite  ade- 
quate treatment  of  the  fistula,  and  unilateral  enucleation  was 
necessary. 

3:05  Sequential  Scans  (Computerized  Tomography 
and  Radioisotope)  in  Glioblastoma 

Ronald  Brisman,  M.D.,  New  York  City 
Associate  Neurosurgeon,  Neurological  Insti- 
tute 

Sadek  Hilal,  M.D.,  New  York  City 
Edgar  M.  Housepian,  M.D.,  New  York  City 
Edward  B.  Schlesinger,  M.D.,  New  York 
City 

Sixty-five  CT  (computerized  tomography)  scans  and  76 
radioactive  mercury  197  brain  scans  have  been  done  at  two- 
to  four-month  intervals  on  26  patients  with  glioblastoma.  In 
the  interval  between  the  sequential  studies,  patients  have  been 
treated  with  either  surgery,  radiotherapy,  chemotherapy,  or 
nothing.  Although  improvement  or  failure  to  worsen  in  se- 
quential CT  scan  and  radioactive  brain  scan  has  been  seen 
most  often  in  patients  receiving  chemotherapy  alone  (methyl 
CCNU  (methyl  l-[2-chloroethyl]  3-[4-methylcyclohexyl]  1- 
nitrosourea)  and  procarbazine),  8 of  12  CT  and  8 of  9 ra- 
dioactive scans,  a number  of  factors  may  influence  these 
findings.  The  usefulness  of  sequential  scans  in  predicting  the 
subsequent  clinical  course  in  the  three  to  six  months  following 
the  second  scan  has  been  greatest  when  the  alteration  in  ra- 
dioactive brain  scan  agrees  with  the  alteration  in  CT  scam. 

3:20  Recess  to  View  Exhibits 

3:50  Cutaneous  Sensation  and  L-Dopa 

Charles  J.  Hodge,  Jr.,  M.D.,  Syracuse 
Assistant  Professor  of  Neurological  Surgery, 
State  University  of  New  York  Upstate  Medical 
Center 

Denny-Brown  has  noted  that  L-Dopa,  administered  to 
monkeys,  will  decrease  the  area  of  abnormal  sensation  fol- 
lowing a variety  of  denervation  procedures.  We  have  ex- 
tended these  observations  to  humans  and  have  reported  a 
similar  decrease  in  sensory  loss  and  a return  of  pain  in  several 
patients  who  had  head  and  neck  denervation  procedures  for 
intractable  pain.  The  basic  hypothesis  developed  to  explain 
these  observations  is  that  L-Dopa  changes  the  processing  of 
sensory  information  at  the  spinal  cord  level.  To  test  this  idea, 
experiments  were  done  on  cbloralose  anesthetized  cats.  Single 
unit  recordings  were  obtained  from  dorsal  horn  cells  contrib- 
uting axons  to  the  spinocervical  tract.  The  receptive  fields 
and  response  characteristics  of  these  cells  were  determined 
before  and  after  the  administration  of  L-Dopa,  100  mg.  per 
kilogram.  In  the  majority  of  cells  studied  there  has  been  a 
striking  increase  in  the  size  of  the  receptive  fields  supporting 
in  part  the  original  hypothesis.  The  response  characteristics 
of  the  cells  differs  in  the  original  and  in  the  L-Dopa  unmasked 
fields.  The  implications  of  these  changes  will  be  discussed. 

4:05  Present  Status  of  Intracranial  Microsurgery  for 
Stroke 

JACK  M.  Fein,  M.D.,The  Bronx  (by  invitation) 
Assistant  Professor  of  Neurological  Surgery, 
Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 

O.  Howard  Reichman,  M.D.,  Maywood,  Illi- 
nois (by  invitation) 

Department  of  Neurological  Surgery,  Loyola 
University  School  of  Medicine 


To  date,  approximately  600  extracranial-intracranial  bypass 


grafts  have  been  performed.  A review  of  400  of  these  cases 
indicates  that  clinical  criteria  are  helpful  only  in  selecting 
patients  for  angiography,  which  in  turn  discloses  four  radio- 
graphic  patterns  considered  amenable  to  this  form  of  therapy. 
Cerebral  blood  flow  and  metabolism  studies  support  the  ra- 
tionale for  surgical  augmentation  of  flow  in  both  prophylaxis 
and  treatment  of  stroke.  Complications  unique  to  this  pro- 
cedure are  recognized,  but  serious  morbidity  and  mortality 
rate  is  less  than  that  of  carotid  endarterectomy. 

4:20  Discussion 

Eugene  Flamm,  M.D.,  New  York  City 

4:25  Benign  Lesions  of  the  Cervical  Spine 

Franz  E.  Glasauer,  M.D.,  Buffalo 
Professor  of  Neurosurgery,  State  University  of 
New  York  at  Buffalo  College  of  Medicine 

Benign  tumors  of  the  spine  are  generally  infrequent. 
Among  the  bony  lesions  occurring  in  children  and  adolescents 
are  osteochondroma,  benign  osteoblastoma,  and  aneurysmal 
bone  cyst.  Although  more  than  50  per  cent  of  the  osteo- 
chondromas are  found  in  patients  below  twenty  years  of  age, 
their  incidence  in  the  vertebrae  is  very  low.  Benign  osteo- 
blastomas and  aneurysmal  bone  cysts  are  relatively  common 
in  the  spine. 

Together  with  brief  case  presentations,  the  symptomatol- 
ogy, radiologic  appearance,  and  treatment  of  these  benign 
lesions  of  the  spine  are  discussed. 

4:40  Microvascular  Decompression  of  the  Trigemi- 
nal Nerve  for  Tic  Douloureux 

Ronald  Apfelbaum,  M.D.,  The  Bronx 
Assistant  Professor  of  Neurosurgery,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity 

All  the  various  surgical  procedures  currently  employed  to 
relieve  the  suffering  of  trigeminal  neuralgia  have  as  a common 
denominator  the  destruction  of  portions  of  the  trigeminal 
nerve  pathway,  with  the  sole  exception  of  the  procedure  pro- 
posed by  Peter  Jannetta,  M.D.  Dr.  Jannetta  has  demon- 
strated compression  of  the  trigeminal  nerve  at  the  root  entry 
zone  usually  by  a loop  of  a normal  artery.  He  has  advocated 
microvascular  decompression  of  the  nerve,  dissecting  the  ar- 
terial loop  free  of  the  nerve  and  separating  them  with  a small 
plastic  prosthesis  to  prevent  their  reapposition.  We  wish  to 
report  one  year’s  experience  with  this  procedure  in  over  25 
patients.  The  initial  results  show  complete  relief  of  pain  in 
almost  every  patient  without  the  production  of  deficit  in  the 
trigeminal  nerve  distribution.  Preliminary  follow-up  on  these 
patients  as  well  as  their  postoperative  course  and  complica- 
tions will  be  discussed. 

4:55  Fractional  Thermolysis  on  Branches  of  the 
Facial  Nerve  for  Hemifacial  Spasm 

Arthur  F.  Battista,  M.D.,  New  York  City 
Professor  of  Neurosurgery,  New  York  Univer- 
sity School  of  Medicine 

Various  procedures  have  been  advocated  for  the  relief  of 
hemifacial  spasm:  avulsion  of  the  branches  of  the  facial  nerve, 
partial  interruption  of  the  facial  nerve  in  its  intrapetrous 
course  or  at  the  stylomastoid  foramen,  posterior  fossa  explo- 
ration of  the  facial  nerve  with  partial  severance  or  the  micro- 
manipulation of  the  nerve,  and  various  plastic  operations.  A 
method  will  be  presented  for  the  relief  of  hemifacial  spasm 
which  consists  of  the  thermolysis  of  the  distal  branches  of  the 
facial  nerves  as  they  innervate  the  muscles.  This  fractional 
technique  allows  the  exact  identification  of  the  small  facial 
nerve  branches  and  the  minimal  possibility  of  facial  weakness 
after  thermolysis  with  significant  relief  of  the  facial  spasms. 
Blepharospasm  can  also  be  treated  by  this  method.  The  re- 
sults of  this  form  of  therapy  in  several  patients  will  be  dis- 
cussed. 
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SECTION  ON 

Obstetrics  and  Gynecology 


Chairman  VINCENT  J.  CAPRARO,  M.D.,  Buffalo 

Vice-Chairman  . . MORTON  A.  SCHIFFER,  M.D.,  Brooklyn 

Secretary Wayne  L.  JOHNSON,  M.D.,  Buffalo 

Delegate Donald  W.  Hall,  M.D.,  Buffalo 


Sunday,  November  7/10:00  A. M. /Versailles  Terrace, 
Second  Floor 

JOINT  MEETING  WITH 

Section  on  Urology 

A.M. 

10:00  Business  Meetings 

10:10  Symposium  and  Panel  Discussion:  Modern  Day 
Management  of  Urinary  Stress  Incontinence 
Vincent  J.  Capraro,  M.D.,  Buffalo,  Modera- 
tor 

William  J.  Nelson,  M.D.,  New  York  City, 
Moderator 
Panelists 

Victor  F.  Marshall,  M.D.,  New  York  City 
Director  of  Urology,  New  York  Hospital 
Jack  Robertson,  M.D.,  Santa  Maria,  Califor- 
nia (by  invitation) 

Associate  Clinical  Professor  of  Obstetrics  and 
Gynecology,  University  of  Southern  California 
Medical  Center  at  Woman’s  Hospital 

SECTION  ON 

Ophthalmology 


Chairman STEPHEN  J.  SILLS,  M.D.,  Albany 

Vice-Chairman  . . . Robert  C.  MlCKATAVAGE,  M.D.,  Rye 

Secretary  . .■ Hobart  A.  Lerner,  M.D.,  Rochester 

Delegate  Francis  J.  Gilroy,  M.D.,  Binghamton 


Sunday,  November  7/10:00  A.M./Princess  Room,  Second 
Floor 

A.M. 

10:00  Business  Meeting 

10:05  Mini-Incision  Dacryocystorrhinostomy  with 
Canalicular  Silicone  Intubation 

Pierre  Guibor,  M.D.,  New  York  City 
Director,  Oculoplastic  Service,  New  York 
Medical  College  Flower  and  Fifth  Avenue 
Hospitals 

This  oculoplastic  surgical  procedure  is  employed  for  the 
correction  of  epiphora  when  the  obstruction  is  located  in  the 
nasolacrimal  duct,  lacrimal  sac,  or  common  canaliculus.  A 
mini-5-mm.  incision  is  employed  just  anterior  to  the  insertion 
of  the  medial  canthal  ligament,  and  a large  nasal  osteotomy 
is  performed  through  this  incision.  The  medial  sagittal  flap 
is  developed  and  hinged  posteriorly  to  be  placed  into  the  nasal 
osteotomy  site.  Canalicular  silicone  tubing  on  a double  armed 
probe  is  utilized  to  intubate  the  outflow  system  and  retroplace 
the  flap  into  the  osteotomy.  Excellent  results  with  negligible 
scarring  have  been  the  rule  in  over  87  surgical  cases. 

10:20  Symposium  and  Panel  Discussion:  Intraocular 
Lenses 

Stephen  J.  Sills,  M.D.,  Albany,  Moderator 
Assistant  Clinical  Professor  of  Ophthalmology, 
Albany  Medical  College  of  Union  University 


10:25  Early  Experiences  with  Intraocular  Lenses 

Hobart  A.  Lerner,  M.D.,  Rochester 
Ophthalmologist-in-Chief,  Genesee  Hospital; 
Clinical  Professor  of  Ophthalmology,  Univer- 
sity of  Rochester  School  of  Medicine  and 
Dentistry 

10:40  Intraocular  Lenses:  Intracapsular  Approach 

MILES  A.  Galin,  M.D.,  New  York  City 
Professor  of  Ophthalmology,  New  York  Med- 
ical College 

10:55  Intraocular  Lenses:  Extracapsular  Ap- 

proach 

Donald  A.  PRAEGER,  M.D.,  Poughkeepsie 
Director,  New  York  Intraocular  Lens  Course, 
Poughkeepsie 

11:10  Recess  to  Visit  Exhibits 

11:40  Corneal  Complications  with  Intraocular 
Lenses 

Harold  A.  Schneider,  M.D.,  Poughkeepsie 
Instructor,  New  York  Intraocular  Lens  Course, 
Poughkeepsie 

11:55  Continuous  Wear  Contact  Lenses  in  Aphakia 

Herbert  L.  Gould,  M.D.,  White  Plains 
Director,  Therapeutic  Lens  Service,  Manhat- 
tan Eye,  Ear  and  Throat  Hospital 

12:10  Panel  Discussion 

The  Above  Speakers 

SECTION  ON 

Orthopedic  Surgery 


Chairman  Bernard  JACOBS,  M.D.,  New  York  City 

Vice-Chairman  . Edward  C.  Hughes,  Jr.,  M.D.,  Syracuse 

Secretary Howard  Rosen,  M.D.,  New  York  City 

Delegate JOHN  D.  States,  M.D.,  Rochester 


Tuesday,  November  9/2:00  P.M./Royal  Ballroom  A, 
Second  Floor 

P.M. 

2:00  Business  meeting 

Symposium  and  Panel  Discussion:  Special  Problems  in 
Total  Hip  Replacement 

Edward  Henderson,  M.D.,  Rochester,  Min- 
nesota (by  invitation),  Moderator 

Chairman,  Orthopedic  Section,  Mayo  Clinic 

2:05  Infection  and  Total  Hip  Surgery 

Philip  D.  Wilson,  M.D.,  New  York  City 
Surgeon-in-Chief,  Hospital  for  Special  Sur- 
gery 

Eduardo  A.  Salvati,  M.D.,  New  York  City 
Chief  of  Hip  Clinic,  Hospital  for  Special  Sur- 
gery 

2:20  The  Collagen  Diseases 

Allan  E.  Inglis,  M.D.,  New  York  City 
Clinical  Professor  of  Orthopedic  Surgery, 
Cornell  University  Medical  College 

2:35  Congenital  Hip  Dislocation 

C.  Ranawat,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Orthopedic 
Surgery,  Cornell  University  Medical  College 

2:50  Discussion 

Edward  Henderson,  M.D.,  Rochester,  Min- 
nesota 

Frank  Stinchfield,  M.D.,  New  York  City 
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Chairman  and  Professor,  Department  of  Or- 
thopedic Surgery,  Columbia  University  College 
of  Physicians  and  Surgeons 

3:05  Recess  to  Visit  Exhibits 

3:35  Panel  Discussion:  Choosing  and  Using  a Total 
Knee  Prosthesis 

Edward  T.  Habermann,  M.D.,  The  Bronx, 
Moderator 

Chief  of  Orthopedic  Surgery,  Montefiore 
Hospital  and  Medical  Center 

Panelists: 

JOHN  N.  Insall,  M.D.,  New  York  City 
Chief  of  Knee  Clinic,  Hospital  for  Special 
Surgery 

Charles  M.  Evarts,  M.D.,  Rochester 
Professor  and  Chairman,  Department  of  Or- 
thopedic Surgery,  University  of  Rochester 
School  of  Medicine  and  Dentistry 

4:30  Panel  Discussion:  The  State  of  Affairs  in  Or- 
thopedic Surgery 

Bernard  Jacobs,  M.D.,  New  York  City,  Mod- 
erator 

Clinical  Professor  of  Orthopedic  Surgery, 
Cornell  University  Medical  College 

The  National  Scene 

Edward  Henderson,  M.D.,  Rochester,  Min- 
nesota 

The  State  Scene 

Frank  A.  Bersani,  M.D.,  Syracuse 
SECTION  ON 

Otolaryngology  and  Maxillofacial  Surgery 

Chairman  Roger  S.  Kaufman,  M.D.,  Syracuse 

Vice-Chairman  . . .STANLEY  WHITFIELD,  M.D.,  New  York 
City 

Secretary  JEROME  C.  GOLDSTEIN,  M.D.,  Albany 

Delegate WILLIAM  F.  ROBBETT,  M.D.,  New  York  City 

Tuesday,  November  9/2:00  P.M./Versailles  Ballroom, 
Second  Floor 


P.M. 


2:00 

Business  Meeting 

Symposium  and  Panel  Discussion: 

Head  and  Neck  Trauma 

Roger  S.  Kaufman,  M.D.,  Syracuse,  Modera- 
tor 

Clinical  Assistant  Professor  of  Otolaryngology, 
State  University  of  New  York  Upstate  Medical 
Center 

2:05 

Management  of  Soft  Tissue  Injuries  of  the 
Face 

Jerome  C.  Goldstein,  M.D.,  Albany 

Professor  and  Head,  Division  of  Otolaryngol- 
ogy, Albany  Medical  College  of  Union  Uni- 
versity 

2:20 

Management  of  Injuries  to  the  Eyelids  and  Or- 
bital Regions 

Byron  C.  Smith,  M.D.,  New  York  City 
Chairman  and  Surgical  Director,  Department 
of  Ophthalmology,  Manhattan  Eye,  Ear  and 
Throat  Hospital 

2:35 

Questions  and  Answers 

2:45 

Recess  to  View  Exhibits 

3:15 

Diagnosis  and  Management  of  Fractures  of  the 
Maxilla 

Paul  C.  Harrington,  M.D.,  Rochester 
Clinical  Assistant  Professor  of  Otolaryngology, 
University  of  Rochester  School  of  Medicine  and 
Dentistry 

3:30  Diagnosis  and  Management  of  Temporal  Bone 
Fractures 

Kenneth  H.  Brookler,  M.D.,  New  York 
City 

Director  of  Neuro-Otology,  Lenox  Hill  Hospi- 
tal 

3:45  Diagnosis  and  Management  of  Injuries  to  the 
Larynx  and  Trachea 

Hugh  F.  Biller,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of  Oto- 
laryngology, Mount  Sinai  School  of  Medicine 
of  the  City  University  of  New  York 

4:00  Questions  and  Answers 

4:10  Business  Meeting  of  the  New  York  State  Society 
of  Otolaryngology 

SECTION  ON 

Pathology,  Clinical  Pathology,  and  Blood 
Banking 


Chairman ALFRED  SCHWARZ,  M.D.,  New  York  City 

Vice-Chairman  WALTER  R.  Stern,  M.D.,  Glens  Falls 

Secretary  LOUIS  G.  Jakovic,  M.D.,  Albany 

Delegate  HERBERT  Lansky,  M.D.,  Eggertsville 


Sunday,  November  7/10:00  A.M./Royal  Ballroom,  Second 
Floor 

All  Day  Symposium 

JOINT  MEETING  WITH 

Sections  on  Family  and  General  Practice; 
Radiology;  Surgery 

SEE  GENERAL  SESSION  PAGE  1614  FOR 
PROGRAM 

SECTION  ON 

Physical  Medicine  and  Rehabilitation 


Chairman Harold  Gellert,  M.D.,  New  York  City 

Vice-Chairman  RADU  I.  GHIULAMILA,  M.D.,  Albany 

Secretary John  J.  Untereker,  M.D.,  New  York  City 

Delegate  ASA  P.  RuSKIN,  M.D.,  Brooklyn 

Monday,  November  8/2:00  P.M./Versailles  Terrace, 
Second  Floor 

Program  to  be  announced. 

SECTION  ON 

Plastic,  Reconstructive,  and  Maxillofacial 
Surgery 


Chairman  ALVIN  H.  HARRIS,  M.D.,  Brooklyn 

Vice-Chairman  JOSEPH  D.  KEPES,  M.D.,  Rochester 

Secretary  PHILIP  C.  BONANNO,  M.D.,  White  Plains 

Delegate  HOWARD  B.  Rasi,  M.D.,  Brooklyn 
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Sunday,  November  7/2:00  P.M./Princess  Room,  Second 
Floor 

P.M. 

1:55  Business  Meeting 

2:00  Symposium  and  Panel  Discussion:  The  Aging 
Sagging  Patient:  Surgical  Rehabilitation 

ALVIN  H.  Harris,  M.D.,  Brooklyn,  Moderator 
Assistant  Clinical  Professor  of  Plastic  Surgery, 
State  University  of  New  York  Downstate 
Medical  Center 

2:00  Rhytidectomy — Psyche  Surgery 

Richard  B.  Stark,  M.D.,  New  York  City 
Professor  of  Clinical  Surgery,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons 

2:15  Unique  Problems  of  Nasal  Aesthetic  Surgery 
in  the  Older  Patient 

Thomas  D.  Rees,  M.D.,  New  York  City 
Professor  of  Clinical  Surgery,  New  York  Uni- 
versity School  of  Medicine 

2:30  Management  of  the  Ptotic  Breast:  The  Role  of 
Autogenous  and  Nonautogenous  Material 

Dicran  Goulian,  M.D.,  New  York  City 
Professor  of  Plastic  Surgery,  Cornell  University 
Medical  College 

2:45  Body  Sculpture:  Experience  with  Extremity 
Reduction  and  Trochanteric  Lipodystrophy 

Saul  Hoffman,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Plastic  Surgery, 
Mount  Sinai  School  of  Medicine  of  City  Uni- 
versity of  New  York 

3:00  Panel  Discussion 

The  Above  Speakers 

3:15  Recess  to  View  Exhibits 

Symposium  and  Panel  Discussion:  What’s  New  in  the 

Management  of  Head  and  Neck  Tumors 

3:45  Philip  Bonnano,  M.D.,  White  Plains,  Modera- 
tor 

Assistant  Clinical  Professor  of  Plastic  Surgery, 

New  York  University  School  of  Medicine 

3:55  Excisional  Surgery 

A.  Thyroid  and  Parathyroid 

Joseph  N.  Attie,  M.D.,  Great  Neck 
Assistant  Clinical  Professor  of  Surgery, 
State  University  of  New  York  Down- 
state  Medical  Center 

B.  Tongue,  Jaw,  Neck 

H.  Robert  Freund,  M.D.,  Brooklyn 
Assistant  Clinical  Professor  of  Medi- 
cine, State  University  of  New  York  at 
Stony  Brook 

4:05  Reconstructive  Surgery 

Alvin  H.  Harris,  M.D.,  Brooklyn 

4:15  Radiation  Therapy 

Mario  0.  Gonzalez,  M.D.,  Brooklyn 
Assistant  Professor  of  Radiology,  State  Uni- 
versity of  New  York  Downstate  Medical  Cen- 
ter 

4:25  Chemotherapy 

Michael  Feinstein,  M.D.,  Roslyn 
Assistant  Clinical  Professor  of  Medicine,  State 
University  of  New  York  Downstate  Medical 
Center 

4:35  Discussion  and  Case  Presentation 


SECTION  ON 

Preventive  Medicine  and  Public  Health 

Chairman  . . .JULES  WARREN  TOFF,  M.D.,  New  York  City 


Vice-Chairman  GORDON  A.  Eadie,  Troy 

Delegate  Jules  Warren  Toff,  New  York  City 


Monday,  November  8/9:00  A.M./Versailles  Terrace, 
Second  Floor 

JOINT  MEETING  WITH 

Section  on  Emergency  Medicine 

SEE  PAGE  1619  FOR  PROGRAM 
SECTION  ON 

Psychiatry 


Chairman  David  M.  Engelhardt,  M.D.,  Brooklyn 

Vice-Chairman  Edward  L.  PlNNEY,  Jr.,  M.D.,  New 

York  City 

Delegate Robert  J.  Campbell,  M.D.,  Katonah 


Tuesday,  November  9/9:00  A.M./Versailles  Terrace, 
Second  Floor 

A.M. 

9:00  Business  Meeting 

Symposium  and  Panel  Discussion:  Life  at  Age  Forty  and 
Beyond:  Problems  and  Satisfactions 

David  M.  Engelhardt,  M.D.,  Brooklyn, 
Moderator 

Professor  of  Psychiatry,  State  University  of 
New  York  Downstate  Medical  Center 

9:10  Sex  and  Drugs  and  Alcohol  at  Age  Forty  and 
Beyond:  Research  Implications 

Edward  L.  Pinney,  Jr.,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Psychiatry, 
Cornell  University  Medical  College;  Associate 
Attending  Physician,  Payne  Whitney  Clinic  of 
The  New  York  Hospital 

9:35  Treatment  of  Sexual  Disorders  at  Age  Forty  and 
Beyond 

Helen  Singer  Kaplan,  M.D.,  New  York 
City 

Clinical  Associate  Professor  of  Psychiatry, 
Cornell  University  Medical  College;  Head, 
Sexual  Treatment  and  Study  Program,  Payne 
Whitney  Clinic  of  The  New  York  Hospital 

10:00  The  Psychiatrist  and  the  Nursing  Home 

Seymour  B.  Jacobson,  M.D.,  New  York  City 
Associate  Attending  Psychiatrist,  Bronx- 
Lebanon  Hospital  Center;  Attending  Psychi- 
atrist, The  Jewish  Home  and  Hospital  for  the 
Aged  and  the  Daughters  of  Jacob  Geriatric 
Center 

Critical  attention  has  recently  been  focused  on  the  long-term 
care  facilities  for  the  aged  in  New  York  State,  which  provide 
health-related  and  skilled  nursing  care  to  90,000  persons.  The 
quality  of  life  in  these  institutions  would  be  vastly  improved 
by  a wider  use  of  psychiatric  services.  These  services  include 
preadmission  evaluation  of  applicants  who  have  a history  of 
mental  disorder  or  who  present  evidence  of  such  disorder 
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during  the  intake  process;  participation  in  in-service  training 
programs  and  regularly  scheduled  staff  conferences;  consul- 
tation and  follow-up  treatment  of  individual  cases;  psychiatric 
supervision  of  social  workers  and  other  personnel  in  their 
contacts  with  residents  and  their  families;  and  advising  ad- 
ministration on  issues  which  directly  or  indirectly  affect  care. 
These  activities  foster  a positive  approach  to  the  mental  health 
of  the  aged,  enhance  staff  morale,  and  contribute  to  the  de- 
velopment of  a therapeutic  environment.  Full  use  of  psy- 
chiatric services  in  long-term  care  facilities  is  limited  largely 
by  current  Medicaid  and  Medicare  reimbursement  policies. 
Changes  should  be  made  in  these  policies  to  make  the  training, 
experience,  and  special  skills  of  psychiatrists  more  available 
to  the  aged  residents  of  these  institutions. 

10:25  Recess  to  View  Exhibits 

10:55  Occupational  and  Related  Emotional  Problems 
at  Age  Forty  and  Beyond 

William  R.  Cunnick,  Jr.,  M.D.,  New  York 
City 

Vice-President  and  Deputy  Chief  Medical  Di- 
rector, Metropolitan  Life  Insurance  Compa- 
ny 

The  presentation  will  give  a brief  review  of  the  spectrum  of 
emotional  illnesses  derived  from  statistical  and  other  data  to 
give  an  overview  of  the  problem.  After  that  will  come  obser- 
vations on  emotional  problems  at  the  older  ages,  seen  from  the 
perspective  of  the  occupational  physician.  In  conclusion,  I 
will  suggest  a few  ideas  for  improved  communication  between 
the  psychiatric  and  occupational  health  sectors. 

11:20  Electrosleep  (CET)  and  the  Management  of 
Chronic  Pain  in  Patients  Age  Forty  and  Be- 
yond 

Myron  H.  Marshall,  M.D.,  Buffalo 
Medical  Director,  The  Psychiatric  Institute 
Ignatius  S.  Bertola,  M.D.,  Buffalo 
Gerardo  A.  Juan,  M.D.,  Williamsville 
Barbara  R.  Cohn,  Ed.D.,  Buffalo  (by  invita- 
tion) 

Leo  W.  Kvvan,  M.D.,  Los  Angeles,  California  (by 
invitation ) 

Peter  A.  Lindstrom,  M.D.,  San  Francisco, 
California  (by  invitation) 

Electrosleep  is  a technique  of  inducing  a less  anxious  or  a 
relaxed  state  by  transcranial  application  of  low  intensity 
100-pulse-per-second  current.  It  has  been  in  wide  use  in  the 
Soviet  bloc  since  1974,  and  a substantial  literature  began  to 
accumulate  since  1952,  when  an  international  symposium  was 
held  in  Austria.  Anxiety  states  were  considered  to  be  among 
the  most  promising  of  psychiatric  conditions  to  be  treated 
successfully.  Because  of  the  known  association  of  perception 
of  severe  pain  with  anxiety,  we  initially  treated  a small  number 
of  patients  with  real,  postsurgical,  anatomically  valid  pain  with 
a combination  of  CET  and  supportive  behaviorally  oriented 
psychotherapy.  This  has  expanded  because  of  the  initial 
success  seen.  A series  will  be  reported  where  objective  psy- 
chological measurements  and  markedly  diminished  use  of 
potent  analgesics  seem  to  suggest  that  this  combined  treat- 
ment approach  may  be  helpful  in  selective  patients. 

11:50  Panel  Discussion 

The  Above  Speakers 

SECTION  ON 

Radiology 


Chairman  ALEXANDER  S.  BUTKIEWICZ,  M.D.,  White 

Plains 

Vice-Chairman  . . .THEODORE  F.  VAN  ZANDT,  M.D.,  Pitts- 
ford 

Secretary  EUGENE  V.  LESLIE,  M.D.,  Williamsville 


Delegate Samuel  H.  Madell,  M.D.,  New  York  City 

Sunday,  November  7/10:00  A.M./Royal  Ballroom,  Second 
Floor 

All  Day  Session 

JOINT  MEETING  WITH 

Sections  on  Family  and  General  Practice;  Pa- 
thology, Clinical  Pathology,  and  Blood  Banking; 
Surgery 

SEE  GENERAL  SESSION  PAGE  1614  FOR 
PROGRAM 

SECTION  ON 

School  Health 


Chairman VIOLA  F.  ANDERSON,  M.D.,  Bronxville 

Vice-Chairman  . . . .Garra  L.  Lester,  M.D.,  Chautauqua 

Secretary JUSTIN  W.  MlGNAULT,  M.D.,  Baldwinsville 

Delegate  Arthur  Howard,  M.D.,  Johnstown 

Tuesday,  November  9/9:00  A.M./Royal  Ballroom  A, 
Second  Floor 

JOINT  MEETING  WITH 

Committee  on  Medical  Aspects  of  Sports 


SEE  GENERAL  SESSION  PAGE  1615  FOR 
PROGRAM 

SECTION  ON 

Surgery 


Chairman Frank  J.  Fragala,  M.D.,  White  Plains 

Vice-Chairman PAUL  M.  WALCZAK,  M.D.,  Buffalo 

Secretary  Theodore  C.  Max,  M.D.,  Utica 

Delegate  Irving  Cramer,  M.D.,  Utica 


Wednesday,  November  10/2:00  P.M./Versailles  Terrace, 
Second  Floor 

JOINT  MEETING  WITH 

New  York  State  Society  of  Surgeons 


P.M. 

2:00  Business  Meeting 

2:05  Annual  Economic  Report  of  N.Y.S.  Society  of 
Surgeons 

Theodore  Max,  M.D.,  President 

Symposium  and  Panel  Discussion:  Cancer  of  the  Colon: 

Current  Status 

Paul  M.  Walczak,  M.D.,  Buffalo,  Moderator 
Clinical  Associate  Professor  of  Surgery,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine 

2:15  Colonoscopy  and  Diagnosis  of  Colon  Cancer 

Paul  Sherlock,  M.D.,  New  York  City 
Professor  of  Medicine,  Cornell  University 
Medical  College;  Chief,  Gastroenterology  Ser- 
vice, Memorial  Sloan-Kettering  Cancer  Cen- 
ter 
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2:30  Adjuvant  Chemotherapy  of  Colon  Cancer 

JAMES  T.  Evans,  M.D.,  Buffalo  ( by  invita- 
tion) 

Research  Assistant  Professor  of  Surgery,  State 
University  of  New  York  at  Buffalo  School  of 
Medicine;  Cancer  Research  Surgeon,  Roswell 
Park  Memorial  Institute 

3:00  Recess  to  View  Exhibits 

3:30  Immunologic  Factors  and  Follow-Up  Monitoring 
of  Colon  Cancer 

E.  Douglas  Holyoke,  M.D.,  Buffalo  (by  invi- 
tation) 

Research  Associate  Professor  of  Surgery;  As- 
sociate Professor  of  Experimental  Pathology, 
State  University  of  New  York  at  Buffalo  School 
of  Medicine 

4:00  Carcinoma  of  the  Anus 

Stuart  H.  Quan,  M.D.,  New  York  City 
Associate  Professor  of  Surgery,  Cornell  Uni- 
versity Medical  College;  Attending  Surgeon, 
Colorectal  Service,  Memorial  Sloan-Kettering 
Cancer  Center 

SECTION  ON 

Urology 


Chairman  William  J.  Nelson,  M.D.,  New  York  City 

Vice-Chairman Rodman  D.  CARTER,  M.D.,  Coopers- 

town 

Secretary  Sears  E.  Edwards,  M.D.,  Garden  City 

Delegate  PERRIN  B.  SNYDER,  M.D.,  New  York  City 

Sunday,  November  7/10:00  A.M./Versailles  Terrace, 
Second  Floor 

JOINT  MEETING  WITH 

Section  on  Obstetrics  and  Gynecology 

SEE  PAGE  1623  FOR  PROGRAM 
SESSION  ON 

Archives 


Chairman PAUL  S.  STRIKER,  M.D.,  New  York  City 

Vice-Chairman Morris  R.  Keen,  M.D.,  Huntington 

Secretary  Nathan  Roth,  M.D.,  New  York  City 


Sunday,  November  7/10:00  A.M./Vendome  11  and  12, 
Third  Floor 

JOINT  MEETING  WITH 

Medical  Archivists  of  New  York,  and  the 
Woman’s  Auxiliary  of  the  Medical  Society  of 
the  State  of  New  York 

A.M. 

10:00  Patriarch  Reconsidered:  The  Case  of  Benjamin 
Rush 

Morris  Saffron,  M.D.,  New  York  City  (by 
invitation) 

President,  Medical  Archivists  of  America 
10:15  Bloodletting,  Purgatives,  and  the  Colonial 


Practice  of  Dr.  Peter  Middleton 

LEO  Hershkowitz,  Ph.D.,  Queens,  (by  invita- 
tion) 

Director,  Queens  College  Historical  Documents 
Collection 

10:30  Medical  Problems,  Rearing,  and  Childhood  in 
Colonial  Times 

Harry  Bloch,  M.D.,  Forest  Hills 
Senior  Lecturer  in  Pediatrics,  State  University 
of  New  York  Downstate  Medical  Center 

10:45  Recess  to  View  Exhibits 

11:15  Public  Health  in  New  York  City  to  1880 

JOSEPH  V.  Terenzio,  New  York  City  (by  invi- 
tation) 

President,  United  Hospital  Fund  of  New 
York 

11:30  Physicians  and  Botanists  in  Colonial  Times 

Judith  M.  Taylor,  M.D.,  The  Bronx 

Assistant  Clinical  Professor  of  Neurology,  Al- 
bert Einstein  College  of  Medicine  of  Yeshiva 
University 

SESSION  ON 

Cardiovascular  Diseases 

Chairman  . .CHARLES  A.  BERTRAND,  M.D.,  White  Plains 

Monday,  November  8/9:00  A.M./Versailles  Ballroom, 
Second  Floor 

A.M. 

Symposium  and  Panel  Discussion:  Management  of 

Myocardial  Infarction 
Charles  A.  Bertrand,  M.D.,  White  Plains, 
Moderator 

Assistant  Clinical  Professor  of  Medicine,  New 
York  Medical  College 

9:00  Coronary  Obstruction  as  Seen  by  Physicians 
from  1775  to  1975 

William  Dock,  M.D.,  New  York  City 
Professor  of  Medicine  (Emeritus),  State  Uni- 
versity of  New  York  Downstate  Medical  Cen- 
ter; Consultant,  Veterans  Administration 
Hospital,  Brooklyn 

9:20  Sudden  Death:  Coronary  Disease  and  Control 
of  Cardiac  Arrhythmia 

William  J.  Grace,  M.D.,  New  York  City 
Professor  of  Clinical  Medicine,  New  York 
University  School  of  Medicine;  Director  of 
Medicine,  St.  Vincent’s  Hospital  and  Medical 
Center 

9:40  Protection  of  the  Ischemic  Myocardium  in 
Man 

John  B.  Morrison,  M.D.,  Manhasset 
Assistant  Professor  of  Medicine,  Cornell  Uni- 
versity Medical  College;  Attending  Physician, 
North  Shore  University  Hospital 

10:00  Recess  to  View  Exhibits 

10:30  Coronary  Bypass  and  Assisted  Circulation  in  the 
Management  of  Patients  with  Acute  Coronary 
Insufficiency  and  Infarction 

Frank  C.  Spencer,  M.D.,  New  York  City 
Professor,  and  Chairman,  Department  of  Sur- 
gery, New  York  University  School  of  Medicine; 
Director  of  Surgery,  University  Hospital 

10:50  Panel  Discussion 

The  Above  Speakers 
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Special  Activities 

Committee  on  Alcoholism,  Medical  Society 
of  the  State  of  New  York 

Tuesday,  November  9/9:00  A.M./Royal  Ballroom  B, 

Second  Floor 

Symposium  and  Panel  Discussion: 

Alcoholism  Treatment 

Is  There  a Rational  Role  for  Use  of  Drugs? 

Drinking,  Cut  it  Down  or  Cut  it  Out? 

Brian  Nagy,  M.D.,  Elmira,  Moderator 

Medical  Director,  Southern  Tier,  Alcoholism  Rehabili- 
tation Service;  Clinical  Assistant  Professor  of  Psychiatry, 
University  of  Rochester  School  of  Medicine  and  Den- 
tistry 

A.M. 

9:00  Rational  Use  of  Drugs  in  the  Treatment  of  Al- 
coholism 

Stanley  Gitlow,  M.D.,  New  York  City 
Visiting  Clinical  Professor  of  Medicine,  New 
York  Medical  College 

9:20  What  on  Earth  Do  I Do  Next? 

Sheila  B.  Blume,  M.D.,  Central  Islip 
Unit  Chief,  Alcoholism  Rehabilitation  Unit, 
Central  Islip  Psychiatric  Center;  Co-Director, 
Caribbean  Institute  on  Alcoholism 

9:40  Panel  Discussion 

The  Above  Speakers 

10:00  Recess  to  View  Exhibits 

10:30  To  Drink  or  Not  to  Drink:  What  Do  You  Advise 
Your  Alcoholic  Patients? 

JOHN  A.  Ewing,  M.D.,  Chapel  Hill,  North  Car- 
olina 

Director,  Center  for  Alcohol  Studies,  Division 
of  Health  Sciences,  University  of  North  Caro- 
lina; Professor  of  Psychiatry,  University  of 
North  Carolina  School  of  Medicine 

11:10  Panel  Discussion 

All  the  Above  Speakers 


DIALOGUE:  An  Unstructured  Program  of 
Questions  and  Answers* 

Tuesday,  November  9/1:30  P.M./Royal  Ballroom  B, 
Second  Floor 

*Supported  by  Pfizer  and  Roerig  Divisions  of  Pfizer 
Pharmaceuticals  as  a contribution  to  continuing  medical 
education 


P.M. 

1:30  Treatment  of  Hypertension 

Jerome  Lowenstein,  M.D.,  New  York  City 
Associate  Professor  of  Medicine,  New  York  Uni- 
versity School  of  Medicine 

2:45  Emphysema:  Fact  or  Fiction 

Sanford  Chodosh,  M.D.,  Boston,  Massachu- 
setts 

Associate  Professor  of  Medicine,  Boston  Uni- 
versity School  of  Medicine 

4:00  Relationships  of  Diabetic  Control  to  Vascular 
Complications 

Harold  Rifkin,  M.D.,  New  York  City 
Clinical  Professor  of  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 


Monday,  November  8/2:00  P.M./Versailles  Ballroom, 
Second  Floor 

New  York  and  Brooklyn;  New  York  State 
Committees  on  Trauma  of  the  American  Col- 
lege of  Surgeons 

Trauma  Special 

WALTER  F.  Pizzi,  M.D.,  New  York  City,  Chairman 
Associate  Attending  Surgeon,  Beekman-Downtown  Hos- 
pital 

Louis  J.  Strobino,  M.D.,  Utica,  Chairman 

Attending  Orthopedic  Surgeon,  St.  Luke’s  Memorial  Hos- 
pital Center 

P.M. 

2:00  Meeting  the  Caloric  Needs  of  the  Injured 

Lyn  J.  Howard,  M.D.,  Albany 
Associate  Professor  of  Medicine,  Albany  Medi- 
cal College  of  Union  University 

2:20  Discussion 

2:25  Autotransfusion 

Stephen  R.  Rakower,  M.D.,  Buffalo 
Assistant  Attending  Surgeon,  Buffalo  General 
Hospital 

2:45  Discussion 

2:50  Prophylactic  Anticoagulation  in  Trauma 

Stanford  Wessler,  M.D.,  New  York  City 
Associate  Dean  for  Postgraduate  Education, 
New  York  University  School  of  Medicine 

3:10  Discussion 

3:15  Recess  to  View  Exhibits 

3:45  The  Role  of  Pulmonary  Artery  Monitoring  in  the 
Severely  Injured 

Samuel  R.  Powers,  M.D.,  Albany 

Professor  and  Chairman,  Department  of  Sur- 
gery, Albany  Medical  College  of  Union  Univer- 
sity 

4:05  Discussion 

4:10  The  Structure  and  Function  of  a Regional  Burn 
Center 

G.  Thomas  Shires,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of  Sur- 
gery, Cornell  University  Medical  College 

4:30  Discussion 

4:35  Evaluation  of  Renal  Function  in  Trauma 
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William  M.  Stahl,  M.D.,  New  York  City 
Professor  of  Surgery,  New  York  University 
School  of  Medicine 


4:55  Discussion 
5:00  Reception 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF 
NEW  YORK 

Will  Hold  an  Informal  Reception  in  Honor  of  the 

President  and  President-Elect 

The  Americana 

Versailles  Ballroom  and  Terrace 
6:00  P.M. — Monday — November  8,  1976 


All  Delegates  and  Their  Wives  are  Cordially  Invited 
To  Attend. 


Annual  Dinner  Meeting 
NEW  YORK  STATE  CHAPTER  OF  THE 
AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 

Americana  Hotel,  La  Loire  4 and  5,  Third  Floor 
Monday,  November  8,  1976,  7:30  P.M. 

Cocktails  in  Chapter  Suite,  6 P.M. 

Cocktails  and  Dinner — $15  per  person 

Please  make  reservations  before  October  15,  1976 

Checks  payable  to  New  York  State  Chapter  AACP 

Mail  to:  Arthur  Q.  Penta,  M.D. 

1301  Union  Street 
Schenectady,  New  York  12308 
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.1976  ANNUAL.  CONV  ENJION. 

Scientific  Exhibits 


ALBERT  HALL,  LOWER  LEVEL 


THOMAS  S.  BUMBALO,  M.D.,  Buffalo,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Glen  Cove 
LESTER  BLUM,  M.D.,  New  York  City 
BERNARD  S.  EPSTEIN,  M.D.,  New  Hyde  Park 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York  City 

Scientific  Exhibits 

Certificates  of  Award  will  be  given  by  the  Medical  Society  of 
the  State  of  New  York  in  two  groups: ' 

Group  I:  Awards  are  made  for  exhibits  of  individual  inves- 
tigation which  are  judged  on  the  basis  of  originality  and  ex- 
cellence of  presentation. 

Group  II:  Awards  are  made  for  exhibits  which  do  not  ex- 
emplify purely  experimental  studies  and  which  are  judged  on 
the  basis  of  presentation  and  correlation  of  data. 

As  a contribution  to  continuing  medical  education  for 
physicians.  The  Upjohn  Company  will  present  a cash  award 
and  an  attractive  plaque  for  the  “best” scientific  exhibit. 


Clinical  Utilization  of  Porcine  Xenografts 

In  Chul  Song,  M.D. 

Bertram  E.  Bromberg,  M.D. 

State  University  of  New  York  Downstate  Medical  Center, 
Brooklyn 

Pigskin  xenografts  have  been  utilized  successfully  in  the 
therapy  of  burns,  in  a variety  of  particularly  difficult  clinical 
conditions  such  as  various  ulcers,  and  in  large  difficult  surface 
defects  including  traumatic  and  postsurgical  wounds.  This 
study  is  based  on  a continuing  clinical  experience  during  the 
past  twelve  years.  It  has  added  a new  dimension  of  wound 
care  in  the  field  of  surgery  (Booth  200). 

Carcinoembryonic  Antigen  (CEA)  in  Management  of 
Colon  Cancer 

James  T.  Evans,  M.D. 

T.  M.  Chu,  Ph.D. 

E.  D.  Holyoke,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 

This  exhibit  depicts  the  usefulness  of  the  carcinoembryonic 
antigen  in  evaluating  colon  adenocarcinoma  preoperatively 
and  postoperatively.  The  clinical  guidelines  for  use  are  clearly 
presented.  The  required  multifactoral  evaluation  necessary 
for  optimal  clinical  management  is  also  shown  and  outlined 
for  those  practitioners  involved  in  care  of  colon  cancer  patients 
(Booth  201). 

Acute  Hemodynamic  Changes  Produced  by 
Sclerotherapy 

Eli  Perchuk,  M.D. 

Michael  Taereshi,  M.D. 

Arthur  Radow,  M.D. 

Queens  Hospital  Center,  Jamaica 


Six  minutes  following  venosclerotherapy  with  sodium  te- 
tradecyl  sulfate,  diffuse  spasm  is  triggered  in  varicosities 
leading  to  their  obliteration.  Blood  is  shunted  to  the  deep 
venous  system  preventing  further  dilatation  and  valvular 
damage.  Visualization  was  by  venography.  A two-syringe 
technique  was  employed  for  injecting  the  varicose  veins 
(Booth  201-A). 


House  Fire  Smoke  Inhalation:  Gross  and  Microcircu- 
latory  Effects  on  the  Lung 

William  R.  Clark,  M.D. 

Stennis  D.  Wax,  M.D. 

Watts  R.  Webb,  M.D. 

State  University  of  New  York  Upstate  Medical  Center, 
Syracuse 

This  exhibit  discusses  acute  smoke  inhalation  and  sudden 
death.  The  obvious,  anoxia,  toxins,  and  so  forth,  fails  as  a 
satisfactory  answer.  In  dogs  subjected  to  severe  wood  smoke, 
gross  and  microscopic  lung  changes,  mechanics,  and  surfactant 
were  studied.  Data  indicate  that  surfactant  deactivation  is 
the  most  important  pathocontributor.  Transparencies, 
captions,  and  a silent  repeating  3.5-minute  color  movie 
showing  the  gross  and  microcirculation  (300x)  changes  are 
shown  (Booth  202). 


The  Blood  Vessels  of  the  Brain  in  3-D 

Harry  A.  Kaplan,  M.D. 

College  of  Medicine  and  Dentistry  of  New  Jersey,  New 
Jersey  Medical  School,  Newark 
A study  of  the  anatomy  of  the  arteries  and  veins  of  the  brain 
using  Viewmaster  Custom  Stereo  Picture  Reels  is  presented. 
Three-dimensional  views  of  the  surface  vessels  and  stereo 
x-ray  films  of  the  deep  vessels  following  their  injection  with 
a radiopaque  substance  are  reproduced.  One  reel  is  devoted 
to  presentation  of  pathologic  states  (Booth  203). 


New  Screw-Type  Esophageal  Dilator 

P.  ClAGLIA,  M.D. 

Joseph  H.  Entwistle 
St.  Elizabeth  Hospital,  Utica 

Examples  of  the  screw-type  esophageal  dilator  will  be  dis- 
played with  one  or  two  x-ray  films  showing  the  instrument  in 
a patient.  The  main  presentation  will  be  a working  model 
representing  the  esophagus  with  a simulated  stricture.  The 
use  of  the  instrument  on  this  model  will  demonstrate  the 
distribution  of  the  force  along  the  long  axis  of  the  esophagus 
and  the  dilating  force  at  right  angles  to  the  axis  of  the  esoph- 
agus. This  will  be  compared  to  the  distribution  of  the  forces 
in  a nonscrew  type  of  dilating  instrument  (Booth  204). 

Crossover  Femoro-Femoral  Grafts 

J.  Alpert,  M.D. 

Newark,  New  Jersey 

Femoro-femoral  grafts  are  indicated  in  patients  with  uni- 
lateral iliac  artery  occlusions.  These  grafts  remain  patent 
despite  the  fact  that  they  cross  two  joints,  are  of  synthetic 
material,  and  frequently  have  runoff  limited  to  the  profunda 
femoris  artery.  The  exhibit  includes  both  x-ray  and  medical 
art  demonstrations  of  the  procedure  and  the  results  (Booth 
205). 


Examination  of  the  Acutely  Injured  Hand 

George  L.  Lucas,  M.D. 

Madison,  Wisconsin 

This  exhibit  is  designed  as  a teaching  exhibit  for  family 
practitioners,  interns,  residents,  general  surgeons,  and  so  forth. 
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It  depicts  the  stages  of  examination  and  evaluation  of  the 
acutely  injured  hand  (Booth  206). 


Gastrointestinal  Bleeding  and  Aortic  Stenosis 

Maxwell  L.  Gelfand,  M.D. 

Theodore  Cohen,  M.D. 

Manuel  Madayag,  M.D. 

New  York  University  Medical  Center,  New  York  City 

Selective  vascular  angiography  has  proved  that  many  elderly 
patients  with  gastrointestinal  bleeding  from  undiagnosed  sites 
are  in  reality  bleeding  from  vascular  malformations  in  the  gut 
wall.  This  entity  has  been  observed  with  even  greater  fre- 
quency in  individuals  with  aortic  stenosis. 

The  appropriate  clinical  picture,  angiographic  studies,  and 
pathologic  findings  are  presented  (Booth  207). 

Information  Yield  High  in  Minimally  Invasive  Technique 
of  Combined  Cavography  and  IVP  (Intravenous  Pyelo- 
gram) 

George  Pillari,  M.D. 

Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde 

Park 

Exemplary  cases  of  retroperitoneal  pathology  are  presented 
to  bring  reemphasis  to  a less  invasive  procedure  for  the  eval- 
uation particularly  of  retroperitoneal  pathology,  that  is, 
lymphoma  and  metastatic  disease.  The  combined  study  offers 
good  visualization  of  the  inferior  vena  cava,  as  well  as  a rela- 
tively high-dose  IVP.  Properly  performed  and  interpreted, 
the  cavagram  and  IVP  are  complementary  examinations,  the 
results  of  which  are  often  absolutely  diagnostic  of  retroperi- 
toneal pathology,  and  the  more  invasive  and  hazardous  tech- 
nique of  lymphography  is  precluded  (Booth  208). 

Brief,  Maximal,  Extensive  Isometric  Exercise  and  Cir- 
culation 

Broino  Kiveloff,  M.D. 

Olive  Huber,  Ph.D. 

Jerry  I.  Friedman,  B.S. 

New  York  Infirmary,  New  York  City 

The  purpose  of  the  exhibit  is  to  familiarize  physicians  with 
the  method  of  brief,  maximal,  extensive  isometric  exercise 
which  has  been  applied  successfully  in  lowering  blood  pressure 
in  hypertension.  Also,  symptoms  of  intermittent  claudication 
are  alleviated  through  improved  peripheral  circulation  (Booth 
209). 

Exploring  Electrode  Needle  for  Selection  of  Optimal 
Implantation  Site  for  Permanent  Epicardial  Pacing 

Philip  Varriale,  M.D. 

Emil  A.  Naclerio,  M.D. 

Joseph  Niznik,  M.D. 

Cabrini  Health  Care  Center,  New  York  City 

Epicardial  electrophysiologic  mapping  studies  of  the  lower 
anterior  right  ventricular  wall  were  conducted  in  54  patients 
utilizing  an  exploring  electrode  needle  for  selecting  the  optimal 
site  for  permanent  electrode  implantation.  The  relative 
distribution  of  the  most  suitable  stimulatory  and  sensing  sites 
are  graphically  depicted.  This  unique  electrophysiologic 
testing  technique  enhances  the  effectiveness  of  continued 
long-term  permanent  epicardial  pacing  by  eliminating  indis- 
criminate electrode  insertion  (Booth  210). 

Male  Hypogonadism 

Herbert  S.  Kupperman,  M.D. 

Iven  S.  Young,  M.D. 

Cynthia  Vaughan,  R.N. 

New  York  University  Medical  Center,  New  York  City 

Various  endocrinopathies  are  associated  with  male  hypo- 


gonadism. A logical  sequence  of  diagnostic  tests  has  been 
devised  to  determine  the  precise  site  of  the  defect  within  the 
hypothalamic-pituitary-testicular  axis.  The  appropriate 
therapy  for  each  endocrinopathy  is  suggested  (Booth  211). 

Potassium  Chloride  Therapy  of  Diuretic-Induced  Hy- 
pokalemia 

Allan  B.  Schwartz,  M.D. 

Hahnemann  Medical  College  and  Hospital,  Philadelphia, 
Pennsylvania 

The  exhibit  demonstrates  the  mechanisms  of  diuretic- 
induced  hypokalemia  and  the  treatment  with  potassium 
chloride  supplements.  A brief  review  of  nephron  physiology 
is  included  as  well  as  a demonstration  of  the  pharmacology  of 
potassium-losing  diuretics.  A protocol  presenting  the  dosage 
of  potassium  chloride  necessary  to  treat  thiazide-induced 
hypokalemia  is  included  (Booth  212). 

Millirad  Mammography  for  Mass  Screening 

Philip  Strax,  M.D. 

Guttman  Institute,  New  York  City 

Mammography  is  a method  for  detecting  nonpalpable 
breast  cancer.  Millirad  mammography  techniques  demon- 
strate that  modern  film-screen  mammography  systems  will 
produce  superb  images  at  radiation  levels  so  low,  under  0.5  rad 
per  exposure,  that  there  need  be  no  concern  over  cumulative 
dosages  received  during  periodic  screening  (Booth  213). 

Adverse  Reactions  to  Intravascularly  Administered 
Contrast  Media:  A Comprehensive  Study  Based  on  a 
Prospective  Survey 

William  H.  Shehadi,  M.D. 

Westchester  County  Medical  Center,  Valhalla 
Richard  C.  Pfister,  M.D. 

Massachusetts  General  Hospital,  Boston,  Massachu- 
setts 

Martin  W.  Donner,  M.D. 

Johns  Hopkins  University  Medical  School,  Baltimore, 
Maryland 

This  exhibit  is  drawn  from  112,000  case  reports  obtained 
through  a prospective  survey.  It  presents  the  incidence  of 
adverse  reactions,  types  and  severity,  relation  to  procedure, 
age,  and  sex.  A history  of  allergy,  types  of  allergens,  reactions 
to  previous  contrast  media  examinations,  and  the  role  and 
value  of  pretesting  are  also  presented  (Booth  214). 

The  “Recto-Sigmoid  Index”:  A Measurement  for  the 
Early  Diagnosis  of  Hirschsprung’s  Disease 

Rubem  Pochaczevsky,  M.D. 

John  C.  Leonidas,  M.D. 

City  Hospital,  Elmhurst 

The  Recto-Sigmoid  Index  is  an  objective  measurement 
which  may  prove  useful  in  the  early  diagnosis  of 
Hirschsprung’s  disease  in  the  newborn,  particularly  in  those 
cases  where  a colonic  transition  segment  is  not  readily  ap- 
parent or  where  its  presence  is  subtle  or  questionable.  On  the 
basis  of  our  current  case  material,  a “Recto-Sigmoid  Index” 
of  less  than  one  is  highly  suggestive  of  this  entity.  A “Recto- 
Sigmoid  Index”  of  more  than  one  or  equal  to  one  may  indicate 
a normal  colon  or  a condition  mimicking  Hirschsprung’s  dis- 
ease, such  as  the  meconium  plug  syndrome  (Booth  215). 

Immunodeficiency  Diseases  of  the  Small  Bowel 

Richard  Marshak,  M.D. 

Rubem  Pochaczevsky,  M.D. 

Daniel  Maklansky,  M.D. 

City  Hospital,  Elmhurst 

After  the  first  reported  cases  of  congenital  agammaglobu- 
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linemia  by  Burton  in  1952,  it  was  soon  realized  that  the  disease 
was  more  frequent  in  adults,  and  the  term  was  changed  to  late 
onset  acquired  hypogammaglobulinemia.  Pulmonary  infec- 
tions and  sinus  disease  were  common  in  aggamaglobulinemia, 
but  malabsorption  and  diarrhea  soon  became  a constant  fea- 
ture of  this  entity.  The  immunoglobulins  have  been  studied 
extensively.  It  is  the  purpose  of  this  exhibit  to  present  a va- 
riety of  immunodeficiency  disorders  and  their  roentgen 
characteristics.  Of  the  immunoglobulins,  IgA,  IgG,  and  IgM 
are  predominantly  involved.  Some  of  the  disorders  that  will 
be  discussed  are  sprue,  immunoglobulin  variable  disease,  IgA 
deficiency  disease,  intestinal  lymphangiectasia,  amyloidosis, 
and  heavy-chain  disease  (Booth  216). 


Pathogenesis  of  Bleeding  Colonic  Diverticulosis:  New 
Observations 

Morton  A.  Meyers,  M.D. 

Cornell  University  Medical  College,  New  York  City 

The  pathogenesis  of  bleeding  colonic  diverticulosis  is  dis- 
closed by  arteriographic,  microangiographic,  and  detailed 
histologic  observations  in  14  proved  cases.  Traumatic  factors 
arising  within  the  diverticular  lumen  induce  eccentric  intimal 
proliferation  and  scarring  of  the  associated  vasa  recta  pre- 
disposing to  rupture  and  massive  bleeding  (Booth  217). 

Clinical  Application  and  Properties  of  Acrylic  Bone 
Cement 

A.  Seth  Greenwald,  Ph.D. 

Alan  H.  Wilde,  M.D. 

Cleveland  Clinic  Foundation,  Cleveland,  Ohio 

This  exhibit  deals  with  the  physical  properties,  preparation 
at  surgery,  clinical  application,  and  interface  characteristics 
with  bone  of  acrylic  bone  cement.  The  topics  are  described 
by  means  of  graphs,  line  drawings,  radiographs,  and  histologic 
slides.  Questions  considered  include  the  effect  of  monomer 
release,  chemical  additives  to  the  cement,  tissue  necrosis, 
implant  procedure  revision,  and  loosening  phenomena.  Be- 
cause of  our  increasing  understanding  of  the  properties,  in  vivo 
compatibility  of  the  cement,  and  its  continually  enlarged  usage 
in  most  joints  of  the  musculoskeletal  system,  we  believe  this 
exhibit  to  be  timely  (Booth  218). 

Surgical  Management  of  Lumbar  Disk  Disease 

Peter  J.  Marchisello,  M.D. 

The  Hospital  for  Special  Surgery,  New  York  City 

The  exhibit  will  attempt  to  enumerate  surgical  indications 
in  the  management  of  lumbar  disk  disease.  These  represent 
a combination  of  events  of  a space-occupying  lesion,  stenosis, 
and  change  in  stability.  The  combination  of  these  three 
fundamental  indications  justifies  surgical  treatment  by  re- 
moval of  the  space -occupying  lesion,  decompression  of  the 
stenotic  canal  or  foramen,  and  stabilization  of  either  an  un- 
stable segment  or  a painfully  stable  segment.  The  objective 
of  the  exhibit  is  to  define  via  diagrams,  gross  and  microscopic 
pathology,  and  x-ray  films,  surgical  management,  concluding 
that  the  treatment  must  have  a clear-cut  surgical  indication 
to  provide  optimum  results  (Booth  219). 


The  Development  of  Arthroscopy  and  Its  Current  Ap- 
plications 

Serge  Parisien,  M.D. 

Michael  H.  Gordon,  M.D. 

Michael  Neuwirth,  M.D. 

Hospital  for  Joint  Diseases,  New  York  City 

The  purpose  of  this  exhibit  is  to  present  the  development 
of  arthroscopy.  The  role  of  modern  arthroscopy  will  be  dis- 
cussed as  a tool  for  the  practicing  physician  with  emphasis  on 
technique  and  pathology  (Booth  220). 


Relative  Efficacy  of  Cephradine  and  Cephalexin  Cap- 
sules in  the  Treatment  of  Urinary  Tract  Infections 

David  J.  Albert,  M.D. 

Gerald  J.  Hardner,  M.D. 

Joseph  P.  Gambacorta,  M.D. 

State  University  of  New  York  at  Buffalo  School  of  Med- 
icine, Buffalo 

A number  of  synthetic  cephalosporins  have  appeared  in 
recent  years.  This  exhibit  explores  the  relative  efficacy  of  one 
of  the  newer  cephalosporins,  cephradine,  as  compared  with 
a commonly  used  cephalosporin,  cephalexin,  in  the  treatment 
of  acute  and  chronic  urinary  tract  infections. 

The  clinical  evaluation  of  each  agent  was  derived  from 
clinical  observations  correlated  with  bacteriologic  response. 
In  addition,  the  exhibit  will  contain  an  educational  self-as- 
sessment quiz  w’hereby  the  viewer  can  test  himself  on  his 
knowledge  of  urinary  tract  infections.  The  quiz  consists  of 
a series  of  questions  and  answers  (Booth  221). 


National  Prostatic  Cancer  Project 

Gerald  P.  Murphy,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 
A cooperative,  National  Prostatic  Cancer  Project-sponsored 
phase  II  chemotherapy  study  for  advanced  (State  D)  prostatic 
cancer  is  outlined  in  terms  of  purpose,  protocol,  cost,  and 
location  of  participating  centers.  Patients  can  be  referred  to 
these  centers  for  inclusion  in  the  study  (Booth  222). 


A New  Injectable  Analgesic — Butorphanol  Tartrate  for 
Moderate  and  Severe  Pain  Relief 

Allen  B.  Dobkin,  M.D. 

State  University  of  New  York  Upstate  Medical  Center, 

Syracuse 

The  pharmacologic  properties  of  a new  potent  analgesic, 
totally  synthetic  compound,  the  methods  of  pain  evaluation, 
and  the  results  of  two  double-blind  evaluations  with  morphine 
and  pentazocine  are  summarized,  together  with  the  conclu- 
sions based  on  evaluation  in  approximately  500  postoperative 
patients  who  have  undergone  major  operations.  The  data  in 
the  exhibit  recommend  that,  since  this  new  compound  appears 
to  have  satisfactory  analgesic  properties,  minimal  side  effects, 
and  may  be  nonaddicting,  it  deserves  more  extensive  investi- 
gation (Booth  223). 

Air  Bypass  Voice  Prosthesis  for  Vocal  Rehabilitation  of 
Laryngectomees 

Stanley  Taub,  M.D. 

New  York  City 

A description  of  the  technique  developed  by  the  author  for 
vocal  rehabilitation  of  laryngectomees  using  an  air  bypass 
mechanism,  and  surgical  procedure,  cervical  esophagostomy, 
will  be  presented.  The  technique  of  the  operation  will  be 
shown  on  a continuously  running  15-mm.  film.  The  speech 
capabilities  of  these  patients  will  be  demonstrated  on  video- 
tape as  well  as  on  16-mm.  film.  There  will  be  photographs  of 
patients  using  the  device,  and  there  will  be  examples  of  the  air 
bypass  mechanism  for  demonstration  purposes  (Booth 
224). 


Highlights  of  Head  and  Neck  Examination 

John  M.  Lore,  Jr.,  M.D. 

Rajnikant  Patel,  M.D. 

Sol  Kaufman,  Ph.D. 

State  University  of  New  York  at  Buffalo  School  of  Med- 
icine, Buffalo 

Steps  in  complete  physical  examination  of  the  head  and 
neck  are  photographically  highlighted.  Areas  covered  include 
nose,  ears,  oral,  and  perioral  sites,  studied  by  visual  inspection 
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and  palpation;  mirror  examination  of  larynx,  hypopharynx, 
and  nasopharynx;  and  palpation  of  neck.  Instruments  and 
materials  are  identified  (Booth  225). 

Diabetic  Retinopathy 

Robert  A.  D'Amico,  M.D. 

Ruth  Stoddard  Long,  M.D. 

St.  Vincent’s  Hospital  and  Medical  Center,  New  York 
City 

Diabetic  retinopathy  has  become  one  of  the  leading  causes 
of  blindness.  This  exhibit  will  introduce  the  viewer  to  the 
classifications  of  diabetic  retinopathy,  as  well  as  the  fun- 
duscopic  appearance  of  the  disease.  Laser  photocoagulation 
as  a mode  of  treatment  will  be  demonstrated  (Booth  226). 


New  Frontiers  of  Eye  Surgery 

John  H.  Park,  M.D. 

State  University  of  New  York  at  Buffalo  School  of  Med- 
icine, Buffalo 

The  exhibit  was  designed  to  make  known  recent  progress 
in  ophthalmology.  Presented  are  items  relating  to  phacoe- 
mulsification of  cataract,  intraocular  lens  implants,  and  vit- 
rectomy. These  were  chosen  to  show  the  most  recent  ad- 
vancements in  intraocular  lens  implants  and  the  newest  sur- 
gical procedures  available  to  restore  vision  (Booth  227). 


Blepharoptosis  Surgery:  Frontalis  Fixation 

Pierre  Guibor,  M.D. 

New  York  Medical  College,  New  York  City 

If  there  is  no  levator  function,  or  the  child  is  under  the  age 
of  three  years,  a frontalis  fixation  procedure  is  preferable.  In 
cases  with  external  ophthalmoplegia  or  severe  limitation  in 
ocular  muscle  movement  secondary  to  orbital  fractures,  the 
blepharoptosis  is  best  corrected  by  frontalis  fixation  because 
of  the  tenuous  situation  with  the  ocular  structures  not  toler- 
ating the  exposure.  The  reversibility  of  a frontalis  fixation 
procedure  is  a valuable  parameter  in  the  surgical  correction 
of  blepharoptosis  (Booth  228). 

Disability  Evaluation  Under  Social  Security 

Joseph  J.  Oliva,  M.D. 

Sidney  Houben 

New  York  State  Department  of  Social  Services,  Bureau 
of  Disability  Determinations,  New  York  City 

Disability  is  defined  according  to  the  Social  Security  Act  and 
its  amendments.  The  impact  of  the  1972  amendments  (Title 
XVI)  to  the  Social  Security  Act  is  likewise  presented  (Booth 
229). 


Cystic  Fibrosis 

Paul  A.  di  Sant-Agnes,  M.D. 

National  Institute  of  Arthritis,  Metabolism,  and  Digestive 
Diseases,  National  Institutes  of  Health,  Bethesda, 
Maryland 

This  exhibit  presents  diagrams  of  the  glands  and  other  or- 
gans involved  in  the  disease  and  a sequence  of  general  body 
involvement.  X-ray  films  show  this  progression  in  the  lungs. 
The  data  collected  during  the  course  of  the  study  and  diag- 
nostic criteria  are  presented.  Outlines  of  treatment  are  sug- 
gested (Booth  230). 

Intractable  Asthma 

Asthmatic  Children’s  Foundation  of  New  York  Residential 
Treatment  Center,  Ossining 

Intractable  asthma  is  described.  Data  on  incidence,  diag- 


nosis, treatment,  and  complications  are  presented.  The 
Asthmatic  Children’s  Foundation  Residential  Treatment 
Center  for  intractable  asthma  is  portrayed  (Booth  231). 

United  Ostomy  Association 

Los  Angeles,  California 

The  nonprofit  United  Ostomy  Association  exhibit  shows  an 
anatomy  of  ostomy  flipchart,  photographs  of  ostomates  in 
normal  daily  activities,  an  explanation  of  who  ostomates  are, 
and  drawings  illustrating  the  services  local  ostomy  chapters 
offer  ostomates,  as  well  as  health  service  organizations  (Booth 
232). 

Phoenix  House 

Mitchell  S.  Rosenthal,  M.D. 

Phoenix  House  Foundation,  Inc.,  New  York  City 
This  exhibit  will  consist  of  work  done  by  Phoenix  House 
residents  and  staff  in  the  areas  of  photography,  graphics,  and 
art.  Phoenix  House  is  a drug-free  therapeutic  community  for 
the  treatment  of  drug  abuse  (Booth  233). 

PSRO  in  Action — Utilization  Review  Coordination — 
Theory  and  Practice 

Morton  N.  Chalef 
Lake  Success 

This  is  a four-part  video  cassette  teaching  program  looking 
into  the  historic  basis  of  peer  review  and  utilization  review. 
Parts  2,  3,  and  4 offer  a detailed  discussion  of  the  function  of 
the  utilization  review  coordinator  and  physician  advisor  and 
what  they  do.  A workbook  will  be  used  in  conjunction  with 
the  film  (Booth  234). 


Mobile  Intensive  Care  Unit  (MICU) — Life  Support  Sta- 
tion 

The  Regional  Emergency  Medical  Services,  Council  of  New 

York  City 

The  American  College  of  Emergency  Physicians,  New  York 

State  Chapter 

The  New  York  Heart  Association 

Beekman -Down town  Hospital 

A display  of  a mobile  intensive  care  unit,  equipped  to  deliver 
basic  and  advanced  life  support  initiated  at  the  scene  and 
continued  while  on  route  to  the  hospital  is  provided.  This 
vehicle  is  equipped  with  a biotelemetric  communications 
system  (Motorola-HEARCOR)  enabling  voice  and  electro- 
cardiograph transmission  from  the  vehicle  to  a physician  based 
in  the  hospital  and  trauma  related  equipment,  that  is,  splints 
and  drugs,  used  in  the  course  of  prehospital  emergency  care. 
A paramedic  staff,  emergency  physician,  and  technical  experts 
will  be  available  for  demonstration  and  consultation  (Albert 
Hall). 


American  Association  of  Medical  Assistants,  New  York 
State  Society,  Inc. 

New  York  City 

The  American  Association  of  Medical  Assistants  is  a pro- 
fessional nonprofit  organization,  the  only  one  to  have  merited 
official  commendation  by  the  American  Medical  Association. 
It  is  designed  to  offer  medical  assistants  guidance  in  their  jobs. 
A medical  assistant  is  more  than  a career  girl;  her  cause  is  to 
serve  humanity  and  strive  at  all  times  to  cooperate  with  the 
medical  profession  (Booth  58). 

Empire  Medical  Political  Action  Committee 

Lake  Success,  New  York 

EMPAC  asks  you  to  have  a voice  in  politics.  Join  with  your 
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colleagues.  Help  EMPAC,  a voluntary,  unincorporated, 
nonpartisan  committee  work  for  you  (Booth  59). 


Medical  Society  of  the  State  of  New  York 

Lake  Success,  New  York 

Services  available  to  members  will  be  depicted  at  the  State 
Medical  Society  booth,  where  staff  will  be  on  hand  to  answer 
questions.  Carry-away  literature  describes  the  divisions  of 
scientific  activities,  scientific  publications,  legislation,  medical 
services,  public  affairs,  membership  benefits,  and  continuing 
medical  education  (Booths  61  and  62). 

The  Physicians’  Committee 

Medical  Society  of  the  State  of  New  York,  Lake  Success 
Groups  of  dedicated  physicians,  knowledgeable  in  the  fields 


of  alcoholism,  drug  abuse,  and  mental  hygiene,  are  interested 
in  helping  their  “sick”  colleagues.  These  concerned  physi- 
cians, activated  by  the  Physicians’  Committee,  seek  out  the 
“sick”  physician,  talk  with  him,  and  try  to  steer  him  in  the 
direction  to  go  to  rehabilitate  himself,  and  enable  him  to 
practice  medicine  without  harm  to  his  patients  or  himself. 
Names  of  neither  the  patients  nor  physicians  involved  are 
publicized  in  any  way. 

Physicians  who  are  concerned  that  any  of  their  colleagues 
need  help  are  urged  to  contact  the  Physicians’  Committee  at 
MSSNY  Headquarters  (Booth  63). 

New  York  State  Society  of  Surgeons,  Inc. 

New  Hartford,  New  York 

Pamphlets  and  bylaws  explaining  the  purposes  of  the  New 
York  State  Society  of  Surgeons,  Inc.,  will  be  available  (Albert 
Hall). 
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1976  ANNUAL.  CONVENTION 

Scientific  Motion  Pictures 

Sunday,  November  7,  through 

I Wednesday,  November  10 

Motion  Picture  Theatre,  Albert  Hall 


Sunday 

November  7,  1976 
Morning 

9:00  Uncovering  Depression  in  the  Anxious  Patient 

Merck  Sharp  & Dohme,  Division  of  Merck  & Co., 
Inc.,  West  Point,  Pennsylvania  19486 
9:34  Platelets 

Merck  Sharp  & Dohme,  Division  of  Merck  & Co., 
Inc.,  West  Point,  Pennsylvania  19486 
10:07  Laser  and  Living  Cells 

Merck  Sharp  & Dohme,  Division  of  Merck  & Co., 
Inc.,  West  Point,  Pennsylvania  19486 
10:31  The  Inflammatory  Process 

Merck  Sharp  & Dohme,  Division  of  Merck  & Co., 
Inc.,  West  Point,  Pennsylvania  19486 
11:09  Autoimmunity  and  Disease 

Merck  Sharp  & Dohme,  Division  of  Merck  & Co., 
Inc.,  West  Point,  Pennsylvania  19486 
11:49  Intropin 

Arnar-Stone  Laboratories  Inc.,  601  East 
Kensington  Road,  Mount  Prospect,  Illinois  60056 

Afternoon 

12:23  Internal  Tarso-Conjunctival  Muscle  Resection 

Pierre  Guibor,  M.D.,  630  Park  Avenue,  New 
York,  New  York  10021 
12:42  The  Beginning  of  Life 

Rokura  Hiashi,  M.D.,  Nishi-Ike  Bwkuro,  Tokyo, 
Japan 

1:19  Congestive  Cardiac  Failure 

Searle  Company,  P.O.  Box  5110,  Chicago,  Illinois 
60680 

1:48  Therapeutic  Assessment  of  Hypertension 

Searle  Company,  P.O.  Box  5110,  Chicago,  Illinois 
60680 

2:20  Epispadias 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
2:45  Exstrophy  of  the  Bladder 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
3:04  Bifid  Ureter:  Diagnosis  and  Surgical 
Treatment 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
3:29  Pheochromocytoma:  Diagnosis,  Localization, 
Preoperative  Preparation  and  Anterior 
Transabdominal  Excision 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
3:54  The  Ileal  Conduit  Stoma:  Location  and 
Construction 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
4:22  The  Management  of  Severe  Burns  in  Children 
Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 


Monday 

November  8,  1976 
Morning 

9:00  Enteral  Hyperalimentation:  Techniques  of 
Intubation  of  Fine  Feeding  Tubes 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
9:22  Development  of  the  Female  Genital  System, 

Part  I 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
9:59  Development  of  the  Female  Genital  System, 

Part  II 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
10:36  Spasticity:  A Review  of  Treatment  with 
Dantrolene  Sodium 

Eaton  Laboratories  Division,  Morton-Norwich 
Products,  Inc.,  Norwich,  New  York  13815 
1 1:03  Management  of  Alcohol  Dependency  in  the 
Medical  Patient 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 

11:40  Anesthesiology  in  Tonsillectomy  and 
Adenoidectomy 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 

Afternoon 

12:10  Spinal  Anesthesia  in  Cesarean  Section 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 
12:37  Modern  Concepts  of  Epilepsy 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 

1:08  Hyperlipidemia:  Practical  Considerations 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 

1:39  Recognition  and  Management  of  Skin  Lesions 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 

2:10  Postmenopausal  Osteoporosis:  Differential 
Diagnois  and  Treatment  — A Study  of  1545 
Patient  Years 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 

2:47  The  Value  of  Cinegastroscopy  in  the  Diagnosis 
and  Treatment  of  Gastric  Ulcer 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 
3:18  Anorectal  Applied  Anatomy 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 

3:47  Cardiopulmonary  Resuscitation  Emergency 
Technics  and  Training 

Ayerst  Laboratories,  685  Third  Avenue,  New 
York,  New  York  10017 

4:23  Auscultation  of  the  Heart:  Mitral  Stenosis 

Eli  Lilly  and  Company,  P.O.  Box  100B, 
Indianapolis,  Indiana  46206 

Tuesday 

November  9, 1976 
Morning 

9:00  Surgical  Treatment  of  Coronary  Heart  Disease: 
Bypass,  Endarterectomy,  Aneurysmectomy 
Eli  Lilly  and  Company,  P.O.  Box  100B, 
Indianapolis,  Indiana  46206 

9:29  Surgical  Treatment  of  Idiopathic  Hypertrophic 
Subaortic  Stenosis  by  Mitral  Valve 
Replacement 
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Eli  Lilly  and  Company,  P.O.  Box  100B, 
Indianapolis,  Indiana  46206 

9:54  Transaortic  Repair  of  Ventricular  Septal 
Defect 

Eli  Lilly  and  Company,  P.O.  Box  100B, 
Indianapolis,  Indiana  46206 
10:19  Endoscopic  Techniques  in  Gynecology  and 
Infertility 

Wyeth  Film  Library,  P.O.  Box  8299, 

Philadelphia,  Pennsylvania  19101 
10:53  The  Cough:  Diagnosis,  Management,  Research 
Eli  Lilly  and  Company,  P.O.  Box  100B, 
Indianapolis,  Indiana  46206 
11:26  Prevention  of  Rh  Hemolytic  Disease  of  The 
Fetus  and  Newborn 

Parke,  Davis  & Company,  Detroit,  Michigan 
48232 
11:55  Anemia 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 

Afternoon 

12:27  Anomalies  of  the  Aortic  Arch 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 

1:04  Bicornuate  Uterus,  Diagnosis  and  Management 
E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 
1:38  Coarctation  of  the  Aorta 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 
2:10  Congestive  Heart  Failure  Pathophysiology  and 
Treatment 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 

2:42  Cushing’s  Syndrome  in  Children,  Diagnosis  and 
Treatment  of  Adrenalectomy 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 

3:16  Erythroblastosis  Fetalis,  Prenatal  Management 
and  Prevention 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 
3:40  Hypophysectomy  for  Advanced  Breast  Cancer 
E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 
4:04  Immediate  Postoperative  Care 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 
4:41  Juvenile  Polyps  of  the  Colon 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 

Wednesday 
November  10,  1976 

Morning 

9:00  Mediastinoscopy  Using  Bivalve  Speculum 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 


Princeton,  New  Jersey  08540 
9:25  Non-Syphilitic  Venereal  Diseases 

E.  R.  Squibb  and  Sons,  Inc.,  P.O.  Box  4000, 
Princeton,  New  Jersey  08540 
9:55  Lubrication  in  Healthy  and  Arthritic  Joints 
The  Upjohn  Company,  7000  Portage  Road, 
Kalamazoo,  Michigan  49001 
10:17  X-Ray,  Ultrasound,  and  Thermography  in 
Diagnosis 

The  Upjohn  Company,  7000  Portage  Road, 
Kalamazoo,  Michigan  49001 
10:46  Lillehei  on  Stagnant  Shock 

The  Upjohn  Company,  7000  Portage  Road, 
Kalamazoo,  Michigan  49001 
11:14  The  Technique  of  Intra-Articular  and  Peri- 
Articular  Injection 

The  Upjohn  Company,  7000  Portage  Road, 
Kalamazoo,  Michigan  49001 
11:41  Cold-Light  Endoscopy 

The  Upjohn  Company,  7000  Portage  Road, 
Kalamazoo,  Michigan  49001 


Afternoon 

12:09  IUD-CU  7 A Recommended  Technique  of 
Insertion  and  Removal 

Searle  Co.,  Box  5110,  Chicago,  Illinois  60680 
12:43  Significance  of  Progestational  Potency 

Wyeth  Laboratories,  P.O.  Box  8299,  Philadelphia, 
Pennsylvania  19101 

1:06  In-Service  Seminar  on  Heparin  Therapy 

Wyeth  Laboratories,  P.O.  Box  8299,  Philadelphia, 
Pennsylvania  19101 

1:35  Muscles  of  Mastication  and  the  Infratemporal 
Fossa 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 
1:57  Inguinal  Region 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 
2:20  Male  Perineum 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 
2:45  Female  Pelvic  Viscera 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

3:10  Palmar  Hand,  Part  I:  Orientation 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

3:31  Palmar  Hand,  Part  II:  Intrinsic  Muscles 

Teaching  Films,  Inc.,  2518  Northern  Boulevard, 
Houston,  Texas 

3:53  Aldosterone:  Story  of  a Hormone 

Searle  Company,  P.O.  Box  5110,  Chicago,  Illinois 
60680 

4:34  Check  the  Neck 

American  Cancer  Society,  Syracuse,  New  York 
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1976  ANNUAL  CONVENTION, 

Technical  Exhibits 


Albert  Hall 

The  selective  list  of  technical  exhibitors  shown  below 
were  invited  by  the  Medical  Society  of  the  State  of  New 
York  to  participate  in  the  1976  Annual  Convention  and 
introduce  the  latest  products  and  developments  in  the 
fields  they  represent. 

The  Technical  Exhibits  will  again  be  located  in 
Albert  Hall  of  the  Americana  Hotel  and  will  officially 
open  at  9:00  A.M.  on  Sunday,  November  7, 1976.  Ex- 
hibits will  be  open  from  9:00  A.M.  to  5:00  P.M.,  Sunday, 
November  7 , to  Wednesday,  November  10, 1976. 

Exhibitors  look  forward  to  the  pleasure  of  meeting 
and  serving  members  and  guests  of  the  Medical  Society 
of  the  State  of  New  York. 

Alkalol  Company  Booth  A 

Taunton,  Massachusetts 

Alkalol,  Alkalol  Nasal  Cup,  Irrigol 

Ames  Company,  Booth  19 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana 

N-Multistix  Reagent  Strips,  Microstix  3 Reagent 
Strips,  Microcult  GC,  Microstix  Candida,  Thyrolute/ 
Thyrimeter 

Ayerst  Laboratories  Booth  31 

New  York  City 

Premarin,  Atromid-S,  Inderal 

Biometric  Systems,  Inc.  Booth  20 

Commack,  New  York 

Vitalograph  Spirometer;  Jones  Datamatic;  Mallin- 
ckrodt  Blood  Chemistry  System 

E.  & W.  Blanksteen  Booth  72 

New  York  City 

Insurance  Administrators 

Blue  Cross-Blue  Shield  of  Greater  New  York  Booth  57 

New  York  City 

Brochures,  pamphlets,  and  leaflets,  designed  to  help  the 
doctor  understand  health  plans  of  Blue  Cross-Blue 
Shield,  Medicare  and  Champus. 

Bristol  Laboratories  Booth  27 

Syracuse,  New  York 

Cefadyl;  Kantrex  Injection;  Tegopen;  Tetrex;  Pros- 
taphlin;  Salutensin;  Naldecon;  Naldegesic;  Polycillin; 
Polymox 


Burroughs  Wellcome  Company  Booth  17 

Research  Triangle  Park,  North  Carolina 

Empirin  Compound  with  Codeine,  Sudafed 

Chemical  Bank  Booth  44 

New  York  City 

Computer  Consulting  Service  Booth  30 

DuBuque,  Iowa 

Patient  billing,  insurance,  form  preparation,  physician 
scheduling,  and  computerized  ECG  analysis 

The  Devereux  Foundation  Booth  14 

Devon,  Pennsylvania 

The  nationwide  Devereux  Foundation,  headquartered 
in  Devon,  Pennsylvania,  is  a nonprofit,  residential 
treatment  center  for  emotionally  disturbed  and  mental- 
ly retarded  youths  and  young  adults.  The  program  is 
determined  by  the  child’s  specific  needs  but  invariably 
includes  special  educational  techniques,  psychiatry, 
psychology,  medicine,  neurology,  speech  therapy,  and 
other  related  areas. 

Dista  Products  Company  Booth  4 

Indianapolis,  Indiana 
Nalfon 

Dow  Diagnostics  Booth  C 

Indianapolis,  Indiana 

Diagnostic  chemistries  and  instruments  for  the  in-office 
lab 

Encyclopaedia  Britannica,  Inc.  Booth  45 

Chicago,  Illinois 

1976  edition  of  Encyclopaedia  Britannica  3,  the  Britan- 
nica Junior,  Great  Books  of  the  Western  World,  and 
other  related  products 

Endo  Laboratories,  Inc.  Booth  23 

Garden  City,  New  York 

Valpin  50  and  Valpin  50-PB;  Percogesic 

Donald  J.  Fager  & Associates  Booth  64 

New  York  City 

C.  B.  Fleet  Company,  Inc.  Booth  53 

Lynchburg,  Virginia 

Fleet  Enema,  Fleet  Children’s  Enema,  Fleet  Mineral 
Oil  Enema,  Phospho-Soda,  Fleet  Theophylline  Rectal 
Unit,  Fleet  Barium  Enema  Prep  Kits,  and  Fleet  line  of 
x-ray. 

Gerber  Products  Company  Booth  1 

Fremont,  Michigan 

Strained  & Jr.  Baby  Foods,  Cereals,  Meat  Base  Formu- 
la, Humidifiers/Vaporizers 

Geriatric  Pharmaceutical  Corporation  Booth  18 

Floral  Park,  New  York 

Iso-Bid  Capsules,  Cevi-Bid  and  B-C-Bid  Capsules, 
Mijan  vascular  stocking 
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Group  Health  Incorporated 

New  York  City 

Descriptive  literature 


Booth  26  Parke,  Davis  & Company 

Detroit,  Michigan 

Norlestrin/Loestrin;  Renoquid 


Booth  41 


Hoechst-Roussel  Pharmaceuticals  Inc.  Booth  5 

Somerville,  New  Jersey 
Lasix,  Surfak,  Doxidan 

International  Medical  Electronics  Ltd.  Booth  37 

Kansas  City,  Missouri 

Kingsley-Quinn,  Ltd.  Booth  B 

New  York  City 

Lederle  Laboratories  Booth  28 

Pearl  River,  New  York 

Aristocort  triamcinolone,  Aristocort  acetonide,  Aristo- 
cort  Diacetate,  Minocin  minocycline  hydrochloride, 
Pathibamate  tridihexethyl  chloride,  Zorane  norethin- 
drone  acetate  ethinyl  estradiol 

Life  Support  & Equipment  Corporation  Booth  25 

Wolburn,  Massachusettls 

Eli  Lilly  & Company 

Indianapolis,  Indiana 
Nebcin  and  Keflex 

Loma  Linda  Foods 

Riverside,  California 

Mallinckrodt,  Inc. 

Hazelwood,  Missouri 

Complete  line  of  antihypertensive,  bronchodilator,  and 
cough-allergy  products 

Medcolator  New  York  Booth  12 

Forest  Hills,  New  York 

Ultrasound  and  electrical  muscle  stimulators  in  combi- 
nation; shortwave  and  microwave 

Medical  Arts  Office  Services,  Inc.  Booth  3 

Port  Washington,  New  York 

Billing  and  collection  service 

Medical  Opinion  Research  Associates  Booth  76 

New  York  City 

Physician  research  in  the  medical  community 

Met  Path,  Inc.  Booth  21 

New  York  City 

Clinical  laboratory  testing  services 

Mycogel  Laboratories,  Inc.  Booth  22 

Brooklyn,  New  York 

Join  the  Mycology  Revolution 

Organon  Pharmaceuticals  Booth  11 

West  Orange,  New  Jersey 

Genisis,  Hexadrol,  Pregnosticon  Dri-Dot,  Monosticon 
Dri-Dot,  and  Deca  Durabolin 


Booth  16 

Booth  33 
Booth  70 


Portraits  by  Parle  Booth  79 

New  York  City 
Oil  portraits 

A.  H.  Robins  Company  Booth  54 

Richmond,  Virginia 

Ethical  Pharmaceuticals 

Roche  Laboratories  Booths  6 and  7 

Nutley,  New  Jersey 

Roman  Research,  Inc.  Booth  24 

Cohasset,  Massachusetts 
Steri-Quik  System 

William  H.  Rorer,  Inc.  Booth  15 

Fort  Washington,  Pennsylvania 

Maalox  Plus,  Maalox,  Camalox,  Ascriptin  A/D,  Quaa- 
lude,  and  other  products 

Sandoz  Pharmaceuticals  Booth  42 

East  Hanover,  New  Jersey 

Mellaril,  Hydergine,  and  Sanorex 

Searle  Laboratories  Booth  43 

Chicago,  Illinois 

Cu-7;  Ovulen;  Demulen;  Enovid;  Aldactazide;  Aldac- 
tone;  Flagyl;  Lomotil;  Pro-Banthine;  Metamucil;  and 
other  drugs  of  interest 

Charles  J.  Sellers  & Company  Booth  40 

Buffalo,  New  York 

Medical  Society  of  the  State  of  New  York  endorsed  in- 
surance plans 

Shearson  Hayden  Stone,  Inc.  Booth  10 

New  York  City 

Special  market  letter  to  Medical  Society;  tax  exempt  in- 
vestments; retirement  plans  and  insurance  programs. 

E.  R.  Squibb  & Sons  Booth  32 

Princeton,  New  Jersey 
Velosef  and  Halog 

United  States  Air  Force  Medical  Team  Booth  74 

U.S.  Army  Procurement  Booth  52 

Washington,  D.C. 

United  States  Navy  Booths  8 and  9 

Opportunities  for  physicians  in  the  United  States  Navy. 
Pamphlets,  brochures,  and  posters. 

The  Upjohn  Company  Booth  36 

Kalamazoo,  Michigan 

Professional  representatives  of  The  Upjohn  Company 
are  eager  to  contribute  to  the  success  of  the  MSSNY 
meeting.  They  welcome  your  inquiries  and  comments. 
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USV  Pharmaceutical  Corporation 

Tuckahoe,  New  York 

Arlidin,  Hygroton,  Pertofrane  and  Regroton 


Booth  13  Warner/Chilcott,  Div.  of 

Warner  Lambert  Company 

Morris  Plains,  New  Jersey 


Cooper  Laboratories  Booth  34 

Parsippany,  New  Jersey 


Booth  71 
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Woman’s  Auxiliary 


Dobbs  Ferry,  N.Y.  10522 
(914)  693-2124 


40th  Annual  Convention 
Americana  of  New  York 

Sunday,  November  7,  through 
Wednesday,  November  10,  1976. 

A warm  invitation  to  share  in  the  “Spotlight ’’and  attend 
all  the  business  sessions  and  social  functions  of  the  Auxiliary 
Convention  is  extended  to  all  physicians’  spouses  by  Shirley 
P.  Kaye,  President,  Anne  Radice,  President-Elect,  Teddy 
Hovian,  Convention  Chairwoman,  Georgette  Magassy  and 
Marie  DeCanio,  Convention  Co-Chairwomen,  and  Connie 
Taylor,  Upstate  Coordinator. 

Sunday,  November  7 

10:00  A.M.-4:30  P.M.  Registration  and  Information, 
Imperial  Ballroom  Foyer 
10:30  A.M.  Board  of  Directors  Meeting, 

Provence  46 

7:00  P.M.  “Spotlight”  Reception  honoring 

Past  State  Presidents 
Versailles  T errace 


Monday,  November  8 

8:00  A.M. -4:00  P.M. 


8:30  A.M.-12  Noon 


1:00  P.M.-4:30  P.M. 


7:30  P.M. 


Registration  and  Information, 
Imperial  Ballroom  Foyer 
House  of  Delegates, 

Imperial  Ballroom  B 
Keynote  Speaker:  Betty  (Mrs. 

Norman)  Gardner,  President, 
American  Medical  Association 
Auxiliary 

House  of  Delegates, 

Imperial  Ballroom  B 
Theatre  Party  Benefit  for  AMA- 
ERF  and  Scholarship  Fund, 
“Chorus  Line” 

Reservations: 

Contact  Mrs.  John  Barbey, 
Theatre  Benefit  Chairwoman, 

187  Judson  Avenue 


Tuesday,  November  9 

8:00  A.M.-12  Noon 

8:30  A.M.-12  Noon 
1:00  P.M. 


9:00  P.M. 


Registration  and  Information, 
Imperial  Ballroom  Foyer 
House  of  Delegates, 

Imperial  Ballroom  B 
Luncheon  honoring  Shirley  P. 
Kaye,  President  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York.  Entertain- 
ment to  be  announced. 

Imperial  Ballroom  A 
“Spotlight”  Gathering 
President’s  Suite 


Wednesday,  November  10 

8:00  A.M. -10:00  A.M.  Registration  and  Information, 
Imperial  Ballroom  Foyer 
8:30  A.M. -11:00  A.M.  House  of  Delegates, 

Installation  of  Officers, 
Imperial  Ballroom  B 


Officers 

President 

President-Elect 

First  Vice-President 
Second  Vice-President 

Recording  Secretary 

Corresponding 

Secretary 

Treasurer 

Assistant  Treasurer 

Convention  Committee 
Convention 
Chairwoman 
Convention  Co- 
Chairwomen 


Upstate  Coordinator 


Mrs.  Jesse  J.  Kaye,  Albany 
Mrs.  Lawrence  J.  Radice, 
Erie 

Mrs.  James  Caddy,  Nassau 
Mrs.  Raymond  Donovan, 
Richmond 

Mrs.  Phillip  Ikins, 
Onondaga 

Mrs.  Joseph  Kouyoumgian, 
Albany 

Mrs.  M.  Theodore 
Tanenhaus,  Kings 
Mrs.  Clement  Boccalini, 
Nassau 

Mrs.  Manuel  Hovian, 
Queens 

Mrs.  Gabriel  L.  Magassy, 
Suffolk 

Mrs.  Patrick  DeCanio, 
Queens 

Mrs.  L.  Holland  Taylor, 
Monroe 
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1977  ANNUAL  CONVENTION 
of  the  Medical  Society  of  the  State  of 
New  York  will  be  held  at  the  Americana  Hotel, 
New  York  City  on  the  following  dates: 

October  2-6, 1977 
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NOTES 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


Schedule  of  Sessions  1643 

Order  of  Business  1644 

Member  of  House  1648 

Reference  Committees  1652 

Annual  Reports  to  House 1667 

Additional  Reports.  See  October 


November  7 through  11,  1976 
Americana  Hotel 


HOUSE  OF 
DELEGATES 


Sunday,  November  7 

Opening  Session 

2:00  p.m. 

Monday,  November  8 

Reference  Committee  Hearings  

Reference  Committee  Hearings  

2:00  p.m. 

SCHEDULE 

Tuesday,  November  9 

Reference  Committee  Hearings  

Second  Session 

9:00  a.m. 

2:00  p.m. 

of 

Wednesday,  November  10 

Third  Session  

FourtKSession  

9:00  a.m. 

2:00  p.m. 

SESSIONS 

Thursday,  November  11 

Closing  Session 

9:00  a.m. 
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According  to  the  Bylaws,  Article  III,  Section  3,  the  following  shall 
be  the  order  of  business  at  the  Sessions  of  the  House  of  Dele- 
gates 


1. 

Calling  the  meeting  to  order 

2. 

Invocation 

ORDER  OF 

3. 

National  Anthem 

4. 

Report  of  Reference  Committee  on  Creden- 
tials 

BUSINESS 

5. 

Report  by  the  secretary  as  to  the  presence  or 
absence  of  a quorum 

6. 

Remarks  by  the  speaker 

7. 

Reading  the  minutes  of  the  previous  meeting 
by  title 

8. 

Address  by  the  president 

9. 

Report  of  House  Committee  on  Bylaws 

10. 

Report  of  the  Judicial  Council 

11. 

Report  of  Council  commissions  and  com- 
mittees 

12. 

Report  of  the  secretary 

13. 

Report  of  the  treasurer 

14. 

Report  of  the  Board  of  Trustees 

15. 

Report  of  the  executive  vice-president 

16. 

Reports  of  district  branches 

17. 

Reports  of  special  committees 

18. 

Reports  of  reference  committees 

19. 

Elections 

20. 

Recess  for  annual  meeting  of  the  State  Soci- 
ety 

21. 

Unfinished  business 

22. 

New  business 

23. 

Adjournment 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1975-1976 


Ralph  S.  Emerson 

Nassau 

President 


Bernard  J.  Pisani 


Carl  Goldmark,  Jr. 


New  York 

Vice-President 


New  York 

Secretary 


Albert  M.  Schwartz 


Warren  A.  Lapp 


George  T.  C.  Way 


New  York 

Treasurer 


Kings 

Assistant  Treasurer 


Dutchess 

Speaker 


George  L.  Collins,  Jr. 


Erie 

President-Elect 


Joseph  G.  Zimring 
Nassau 

Assistant  Secretary 


Joseph  F.  Shanaphy 


Richmond 

Vice-Speaker 
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Board  of 
Tmstees 
1975-1976 


Walter  Scott  Walls 
Erie 


Joseph  J.  Kaufman 


Wayne 

Chairman 


Reid  R.  Heffner 
Westchester 


James  Blake 
Schenectady 


John  Edward  Lowry 
Queens 


Milton  Helpern 
New  York 


David  Kershner 


Kings 


Councilors 

1975-1976 


John  H.  Carter 
Albany 


Paul  M.  DeLuca 
Broome 


Kenneth  H.  Eckhert 
Erie 
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Abraham  W.  Freireich 
Nassau 


G.  Rehmi  Denton 
Albany 


V 


Albert  H.  Douglas 
Queens 


Milton  Rosenberg 


Suffolk 


Allison  B.  Landolt 
Westchester 


Richard  D.  Eberle 
Onondaga 


Keith  O.  Guthrie,  Jr. 
New  York 


Ralph  M.  Schwartz 
Kings 


Charles  D.  Sherman,  Jr. 
Monroe 
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1976  HOUSE  OF  DELEGATES 


MEMBERS 


The  following  pages  contain  a list  of  members  of  the  1976  House  of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York 


Officers  1975-1976 

President — Ralph  S.  Emerson,  Nassau 
President-Elect — George  L.  Collins,  Jr,,  Erie 
Vice-President — Bernard  J.  Pisani,  New  York 
Secretary — Carl  Goldmark,  Jr.,  New  York 
Assistant  Secretary — Joseph  G.  Zimring,  Nassau 
Treasurer — Albert  M.  Schwartz,  New  York 
Assistant  Treasurer — Warren  A.  Lapp,  Kings 
Speaker — George  T.  C.  Way,  Dutchess 
Vice-Speaker — Joseph  F.  Shanaphy,  Richmond 

Councilors 

Term  Expires  1976 

Jphn  H.  Carter,  Albany 
Paul  M.  DeLuca,  Broome 
Kenneth  H.  Eckhert,  Erie 
Abraham  W.  Freireich,  Nassau 

Term  Expires  1977 

G.  Rehmi  Denton,  Albany 
Albert  H.  Douglas,  Queens 
Allison  B.  Landolt,  Westchester 
Milton  Rosenberg,  Suffolk 

Term  Expires  1978 

Richard  D.  Eberle,  Onondaga 
Keith  O.  Guthrie,  Jr.,  New  York 
Ralph  M.  Schwartz,  Kings 
Charles  D.  Sherman,  Jr.,  Monroe 

Trustees 

Joseph  J.  Kaufman,  Wayne,  Chairman 
James  M.  Blake,  Schenectady 
Milton  Helpern,  New  York 
Walter  Scott  Walls,  Erie 
Reid  R.  Heffner,  Westchester 
John  Edward  Lowry,  Queens 
David  Kershner,  Kings 

Past  Presidents 

1955-1956 — Renato  J.  Azzari,  The  Bronx 

1959- 1960 — Henry  I.  Fineberg,  Suffolk 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 
1966  -1967 — James  M.  Blake,  Schenectady 

1968- 1969 — Edward  C.  Hughes,  Onondaga 

1969- 1970 — Walter  T.  Heldmann,  Richmond 
1970  1971 — Walter  Scott  Walls,  Erie 
1971-1972 — George  Himler,  New  York 

1972  1973 — Edward  Siegel,  Clinton 

1973  1974 — Thomas  F.  McCarthy,  The  Bronx 

1974  1975 — Lynn  R.  Callin,  Monroe 


Commissioner,  New  York  State  Department  of 
Health 

Robert  P.  Whalen,  Albany 

District  Delegates 

(Elected  Delegates  of  District  Branches) 

First — Matthew  Brody,  Kings 
Second — Phillip  I.  Levitan,  Suffolk 
Third — Thomas  W.  Greenlees,  Schoharie 
Fourth — Richard  A.  Hughes,  Warren 
Fifth — Bernard  J.  Hartnett,  Cayuga 
Sixth — Vincent  I.  Maddi,  Broome 
Seventh — Erich  Hirsch,  Ontario 
Eighth — Paul  W.  Sum,  Cattaraugus 
Ninth — James  K.  Keeley,  Dutchess 

Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy  and  Immunology — William  E.  Hermance, 
Westchester 

Anesthesiology — Edward  C.  Sinnott,  Nassau 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Data  Processing  in  Medicine — Elemer  R.  Gabrieli,  Erie 
Dermatology  and  Syphilology — Norman  B.  Kanof,  New 
York 

Emergency  Medicine — Edward  W.  Gilmore,  Broome 
Family  and  General  Practice — James  R.  Nunn,  Erie 
Gastroenterology  and  Colon  and  Rectal  Surgery — Hugo 
W.  N.  Mancini,  Kings 

Internal  Medicine — John  R.  Williams,  Jr.,  Monroe 
Medical-Legal  and  Workmen’s  Compensation  Matters — 
Robert  Katz,  New  York 
Neurology — David  Green,  Albany 
Neurosurgery — Russel  H.  Patterson,  Jr.,  New  York 
Obstetrics  and  Gynecology — Donald  W.  Hall'  Erie 
Occupational  Medicine — Thomas  J.  Doyle,  Queens 
Ophthalmology — Francis  J.  Gilroy,  Broome 
Orthopedic  Surgery — John  D.  States,  Monroe 
Otolaryngology  and  Maxillofacial  Surgery — William  F. 
Robbett,  New  York 

Pathology,  Clinical  Pathology,  and  Blood  Banking — 
Herbert  Lansky,  Erie 
Pediatrics — Moe  Goldstein,  Queens 
Physical  Medicine  and  Rehabilitation — Asa  P.  Ruskin, 
New  York 

Plastic,  Reconstructive,  and  Maxillofacial  Surgery— 
Howard  B.  Rasi,  Kings 

Preventive  Medicine  and  Public  Health — Jules  Warren 
Toff,  The  Bronx 

Psychiatry— Robert  J.  Campbell,  III,  New  York 
Radiology — Samuel  H.  Madell,  New  York 
School  Health — Arthur  Howard,  Fulton 
Space  Medicine — Seymour  Fiske,  New  York 
Surgery — Irving  Cramer,  Oneida 
Urology — Perrin  B.  Snyder,  New  York 
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Erie  (9) 


Delegates  from  Component  County  Medical 
Societies 

Albany  (4) 

John  W.  Abbuhl,  Albany 
William  O’Dwyer,  Latham 
Anthony  P.  Tartaglia,  Albany 
Nicholas  P.  Teresi,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

The  Bronx  (12) 

John  P.  Albanese,  The  Bronx 
Anthony  J.  Altieri,  The  Bronx 
Leonard  L.  Heimoff,  The  Bronx 
Manuel  F.  Kirschtein,  The  Bronx 
Dattatrava  G.  Lanjewar,  The  Bronx 
Michael  N.  Lavacca,  The  Bronx 
John  LoCascio,  The  Bronx 
John  M.  Patrissi,  The  Bronx 
Philip  C.  Suriano,  The  Bronx 
Marvin  L.  Teich,  The  Bronx 
William  W’inner,  The  Bronx 

Broome  (3) 

Charles  N.  Aswad,  Binghamton 
John  A.  Kalb,  Endicott 
John  F.  Spring,  Binghamton 

Cattaraugus  (1) 

William  C.  MacFarland,  Olean 
Cayuga  (1) 

Frank  T.  Moran,  Auburn 
Chautauqua  (2) 

Harriett  E.  Northrup,  Jamestown 
Neil  F.  O’Donohue,  Dunkirk 

Chemung  (2) 

Robert  E.  Good,  Elmira 
Henry  B.  Marshall,  Elmira 

Chenango  (1) 

Robert  M.  Griffin,  Norwich 
Clinton  (1) 

David  B.  McDowell,  Plattsburgh 
Columbia  (1) 

Rosewell  D.  Shaw,  Stottville 
Cortland  (1) 

Antonio  V.  Lim,  Cortland 
Delaware  (1) 

Thomas  E.  Lavell,  Jr.,  Walton 
Dutchess  (3) 

Henry  Sherman  Hirst.  Hyde  Park 
Eleanor  C.  Kane,  Poughkeepsie 
Seymour  R.  Stall,  Poughkeepsie 


Ralph  J.  Argen,  Tonawanda 
Carmelo  S.  Armenia,  Kenmore 
Frank  J.  Bolgan,  Buffalo 
Thomas  S.  Bumbalo,  Alden 
James  H.  Cosgriff,  Jr.,  Buffalo 
Anthony  J.  Federico,  Buffalo 
John  J.  Giardino,  Buffalo 
Charles  E.  Wiles,  Buffalo 

Essex  (1) 

George  G.  Hart,  Lake  Placid 
Franklin  (1) 

Alfred  A.  Hartmann,  Sr.,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

John  A.  Vosburgh,  Jr.,  Catskill 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (2) 

Warren  W.  Daub,  Watertown 
Thomas  P.  Hamilton,  Jr.,  Watertown 

Kings  (22) 

Lawrence  Ames,  Brooklyn 
Joseph  C.  Amico,  Brooklyn 
Norman  S.  Blackman,  Brooklyn 
Joseph  R.  Brennan,  Brooklyn 
Vernal  G.  Cave,  Brooklyn 
Philip  Cohen,  Brooklyn 
Joseph  R.  Fontanetta,  Brooklyn 
Vincent  J.  Geraci,  Brooklyn 
Franklin  S.  Glickman,  Brooklyn 
Robert  E.  Gordon,  Brooklyn 
Irving  G.  Kroop,  Brooklyn 
Adrian  C.  Lamos,  Brooklyn 
David  R.  Levine,  Brooklyn 
George  Liberman,  Brooklyn 
A.  W.  Martin  Marino,  Jr.,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Bentley  D.  Merrim,  Brooklyn 
Bernard  S.  Post,  Manhasset 
James  L.  Schiuma.  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
M.  Theodore  Tanenhaus,  Brooklyn 
Alexander  I.  Thomashow,  Brooklyn 

Lewis  (1) 

John  C.  Herrman,  Lowville 
Livingston  (1) 

John  W.  Stoll,  Dansv’lle 
Madison  (1) 

Theodore  J.  Prowda,  Sherrill 
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Monroe  (7) 

John  G.  Hamilton,  Rochester 
Nathaniel  J.  Hurst,  Rochester 
John  F.  Keegan,  Rochester 
Robert  J.  Peartree,  Rochester 
Donald  S.  Raines,  Rochester 
Charles  R.  Salamone,  Rochester 
Robert  C.  Webster,  Webster 

Montgomery  (1) 

Roger  L.  Miller,  Amsterdam 

Nassau  (12) 

Arnold  M.  Behrer,  Jr.,  Garden  City 
Clement  J.  Boccalini,  Floral  Park 
Jeff  J.  Coletti,  Old  Westbury 
Sears  E.  Edwards,  Garden  City 
John  P.  Glaubitz,  Bethpage 
Morton  Goldfarb,  Massapequa  Park 
Waldemar  F.  Hermann,  Mineola 
Lawrence  S.  Kryle,  Roslyn  Heights 
Jack  W.  McElwain,  Bethpage 
Lawrence  Ravich,  Bethpage 
Patricia  G.  Squillace,  Rockville  Centre 
A.  Burton  White,  Great  Neck 

New  York  (25) 

Melvin  H.  Becker,  Manhasset 
Seyton  G.  Bentham,  New  York  City 
Edgar  P.  Berry,  New  York  City 
Irwin  J.  Cohen,  New  York  City 
Hugh  C.  Davidson,  Jr.,  New  York  City 
Gerald  D.  Dorman,  New  York  City 
John  A.  Finkbeiner,  New  York  City 
Edgar  P.  Fleischmann,  New  York  City 
Elizabeth  A.  Goessel,  New  York  City 
John  P.  Grant,  Jr.,  New  York  City 
George  Hyams,  New  York  City 
Albert  S.  Lyons,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
William  F.  Mitty,  Jr.,  New  York  City 
James  R.  Nealon,  New  York  City 
Richard  B.  Nolan,  New  York  City 
Andrew  H.  Patterson,  New  York  City 
Richard  N.  Pierson,  Jr.,  New  York  City 
Oma  H.  Price,  New  York  City 
William  B.  Rawls,  New  York  City 
Jay  S.  Reibel,  New  York  City 
Francis  Z.  Reinus,  New  York  City 
Mary  H.  Spalding,  New  York  City 
Clifford  L.  Spingarn,  New  York  City 
Meyer  Texon,  New  York  City 

Niagara  (2) 

John  T.  Donovan,  Jr.,  Lockport 
William  C.  Stein,  Jr.,  Lockport 

Oneida  (3) 

Clarke  T.  Case,  Utica 
George  Lim,  Rome 
Robert  B.  Wallace,  Utica 


Onondaga  (5) 

Robert  B.  Bryant,  Syracuse 
Carl  E.  Marlow,  North  Syracuse 
John  T.  Prior,  Syracuse 
George  F.  Reed,  Syracuse 
Martin  C.  Ushkow,  Syracuse 

Ontario  (2) 

Bruce  R.  Mills,  Gorham 
Robert  M.  Price,  Clifton  Springs 

Orange  (4) 

Ansel  R.  Marks,  Middletown 
Barry  P.  Pariser,  Newburgh 
Orin  A.  Wahl,  Newburgh 
Leonard  S.  Weiss,  Middletown 

Orleans  (1) 

Antoine  A.  Nassar,  Albion 
Oswego  (1) 

Barry  R.  Buhler,  Oswego 
Otsego  (1) 

Rodman  D.  Carter,  Cooperstown 
Putnam  (1) 

Garrett  W.  Vink,  Carmel 
Queens  (16) 

Lester  J.  Candela,  Great  Neck 
Alexander  M.  De  la  Garza,  Flushing 
Franz  L.  Ebstein,  Forest  Hills 
Fred  N.  Flatau,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Leo  Arthur  Green,  Forest  Hills 
Edith  Gutmann,  Flushing 
William  M.  Hewlett,  St.  Albans 
Joseph  Klements,  Forest  Hills 
Morton  M.  Kurtz,  Flushing 
Alvin  M.  Lashinsky,  Elmhurst 
Norton  M.  Luger,  Fresh  Meadows 
Felix  R.  Rosenhain,  Forest  Hills 
Paul  B.  Ross,  Fresh  Meadows 
Lester  R.  Tuchman,  New  York  City 

Rensselaer  (2) 

Thomas  D.  Pemrick,  Troy 
William  A.  Whyland,  Troy 

Richmond  (3) 

Gerald  J.  Lustig,  Staten  Island 
Robert  J.  O’Connor,  Staten  Island 
William  A.  Schwarz,  Staten  Island 

Rockland  (3) 

Daniel  Berson,  Congers 

Ralph  J.  Greenberg,  Spring  Valley 

Boris  A.  Vanadzin,  New  City 

St.  Lawrence  (1) 

Maurice  J.  Elder,  Massena 
Saratoga  (1) 

Joseph  H.  Mintzer,  Saratoga  Springs 
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Schenectady  (3) 

John  L.  Clowe,  Schenectady 
Milton  F.  Gipstein,  Schenectady 
Stephen  J.  Grey,  Schenectady 

Schoharie  (1) 

Francis  S.  Reilly,  Cobleskill 
Schuyler  (1) 

Nicholas  Anastasiu,  Watkins  Glen 
Seneca  (1) 

Paul  C.  Jenks,  W'aterloo 
Steuben  (2) 

Stanley  B.  Chapman,  Bath 
Wayne  C.  Templer,  Corning 

Suffolk  (10) 

William  H.  Bloom,  Bay  Shore 
Frank  R.  Collier,  Port  Jefferson 
John  G.  Egner,  West  Islip 
Anthony  F.  Fragola,  West  Islip 
Daniel  Friedman,  Bay  Shore 
Thomas  M.  Gellert,  Huntington 
Milton  Gordon,  Huntington 
James  A.  Holleran.  East  Setauket 
Stanley  A.  Steckler,  Smithtown 
Leonard  Weitzman,  Commack 

Sullivan  (1) 

Bernard  F.  Kalina,  Liberty 
Tioga  (1) 

Wladimir  Kokorudz,  Owego 


Tompkins  (2) 

Stephen  W.  Blatchly,  Groton 
Robert  S.  Perry,  Ithaca 

Ulster  (2) 

John  A.  Cooke,  Jr.,  Kingston 
Frederic  W.  Holcomb,  Jr.,  Kingston 

Warren  (1) 

Betty  L.  Voelker,  Glens  Falls 
Washington  (1) 

John  E.  Glennon,  Granville 

Wayne  (1) 

James  M.  Flanagan,  Newark 
Westchester  (9) 

Charles  A.  Bertrand,  White  Plains 
Allan  H.  Bruckheim,  Yonkers 
William  P.  Clark,  Eastchester 
Katharine  L.  Friedmann,  Ardsley 
Robert  A.  Mayers,  Port  Chester 
William  J.  McCann,  New  Rochelle 
John  A.  Ramsdell,  White  Plains 
Thomas  Dignan  Rizzo,  Bronxville 
Charles  Weller,  Larchmont 

Wyoming  (1) 

Richard  T.  Williams,  Warsaw 
Yates  (1) 

Richard  J.  Harpending,  Penn  Yan 


Medical  School  Delegates 

Albany  Medical  College — Joseph  Theobald  Doyle, 
Albany 

Albert  Einstein  College  of  Medicine — Alfred  A.  Angrist, 
Queens 

Columbia  University  College  of  Physicians  and 
Surgeons — Jose  M.  Ferrer,  Jr.,  New  York 

Cornell  University  Medical  College— Jack  Richard,  New 
York 

Mount  Sinai  School  of  Medicine — Sherman  Kupfer, 
New  York 

University  of  Rochester  School  of  Medicine  and 
Dentistry — Ernest  W\  Saward,  Monroe 

New  York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals — Saverio  S.  Bentivegna,  New  York 

New  York  University  School  of  Medicine — William 
Mackler,  Kings 

State  University  of  New  York  at  Buffalo  School  of 
Medicine — Leonard  A.  Katz,  Erie 

State  University  of  New  York  Downstate  Medical 
Center — Julius  E.  Stolfi,  Kings 

State  University  of  New  York  Upstate  Medical  Center 
in  Syracuse — John  Bernard  Henry,  Onondaga 

State  University  of  New  York  at  Stony  Brook — 
Tamarath  K.  Yolles,  Suffolk 

Student  Delegate — 

Kenneth  D.  Stahl,  New  York  University  School  of 
Medicine 


September  1976/  New  York  State  Journal  of  Medicine 


1651 


REFERENCE  COMMITTEES 


Credentials 

Henry  B.  Marshall,  Chemung,  Chairman 
John  P.  Albanese,  Bronx 
Irwin  J.  Cohen,  New  York 
William  A.  Schwarz,  Richmond 
Reports  of  Officers 
President 
President-Elect 
Secretary 
Treasurer 

Executive  Vice-President 
Board  of  Trustees 
Budget  and  Finance 
New  York  Delegation  to  AM  A 
Jeff  J.  Coletti,  Nassau,  Chairman 
Stephen  W.  Blatchly,  Tompkins 
William  P.  Clark,  Westchester 
Harold  T.  Golden,  Herkimer 
William  M.  Hewlett,  Queens 

Scientific  Activities,  Publications  and  Miscellaneous 

Journal 

What  Goes  On 

Archives 

Bicentennial 

Convention 

Physician’s  Placement 

General  Insurance 

Membership  Benefits 

District  Branches 

Publications 

Library 

Public  and  Professional  Relations 
Research  and  Planning 
Membership 
Student  Affairs 

New  York  Chapter,  American  Medical  Assistants 
Association 

Henry  S.  Hirst,  Dutchess,  Chairman 
Francis  J.  Gilroy,  Broome 
James  A.  Holleran,  Suffolk 
Gerald  J.  Lustig,  Richmond 
Russel  H.  Patterson,  Jr.,  New  York 
Public  Health 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 

Child  Abuse 

Disaster  Medical  Care 

Drug  Abuse 

Emergency  Medicine 

Environmental  Quality 

Health  Manpower 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 


Preventive  Medicine 
Rural  Medical  Service 
School  Health 

Leonard  L.  Heimoff,  Bronx,  Chairman 
Stanley  B.  Chapman,  Steuben 
Joseph  R.  Fontanetta,  Kings 
Oma  H.  Price,  New  York 
Boris  A.  Vanadzin,  Rockland 
Education 

Continuing  Medical  Education 

Data  Processing  in  Medicine 

Forensic  Medicine 

Health  Manpower 

Medical  School  Relationships 

Quackery 

Robert  C.  Webster,  Monroe,  Chairman 
Katharine  L.  Friedmann,  Westchester 
A.  W.  Martin  Marino,  Jr.,  Kings 
Julius  E.  Stolfi,  Kings 
Medical  Services 

Medical  Care  Insurance 

Workmen’s  Compensation  and  Occupational  Health 

Socioeconomics 

Health  Systems  Agencies 

Hospital  and  Professional  Relations 

Interspecialty 

Leonard  S.  Weiss,  Orange,  Chairman 
Frank  J.  Bolgan,  Erie 
Franz  L.  Ebstein,  Queens 
John  A.  Finkbeiner,  New  York 
James  K.  Keeley,  Dutchess 
Governmental  Affairs  and  Legal  Matters 
Federal  Legislation 
State  Legislation 
PSRO 
Ethics 

Professional  Medical  Liability  Insurance 
Constitutions  and  Bylaws  (Council  Committee) 
Foundations 
Judicial  Council 

New  York  State  Association  of  the  Professions 
Supervise  Future  Malpractice  Program 
Robert  J.  O’Connor,  Richmond,  Chairman 
Morton  Kurtz,  Queens 
George  Lim,  Oneida 
Jay  S.  Reibel,  New  York 
Tellers 

Vernal  G.  Cave,  Kings,  Chairman 
Robert  B.  Bryant,  Onondaga 
Joseph  T.  Doyle,  Albany 
Robert  A.  Mayers,  Westchester 
James  R.  Nunn,  Erie 
Sergeant  at  Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
David  B.  McDowell,  Clinton 
William  F.  Mitty,  Jr.,  New  York 
Wayne  C.  Templer,  Steuben 
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Nominating  Committee 


To  the  House  of  Delegates,  Indies  and  Gentlemen 

In  accordance  with  Article  XI,  Section  2 of  the  Bylaws  of  the  Medical  Society  of  the  State  of  New  York,  the  Nominating 
Committee  met  at  the  Society’s  headquarters,  420  Lakeville  Road,  Lake  Success,  New  York,  on  Thursday,  September 
9,  1976,  at  4:00  p.m. 


Members  of  the  committee  present  were: 

Member-at-Large — Lynn  R.  Callin,  M.I).,  Rochester,  Chairman 
First  District — William  A.  Schwarz,  M.D.,  Stapleton 
Second  District — Leonard  Weitzman,  M.D.,  Commack 
Third  District — Frederic  W.  Holcomb,  Jr.,  M.D.,  Kingston 
Fourth  District — Daniel  F.  O’Keeffe,  M.D.,  Glens  Falls 
Sixth  District — Henry  B.  Marshall,  M.D.,  Elmira 
Seventh  District — James  M.  Flanagan,  M.D.,  Newark 
Ninth  District — Ansel  R.  Marks,  M.D.,  Middletown 
Member-at-large — Keith  O.  Guthrie,  Jr.,  M.D.,  New  York  City 
Excused  were:  Glen  M.  Ebersole,  M.D.,  Eighth  District,  and  Thomas  P.  Hamilton,  Jr..  M.D.,  Fifth  District.  President 
Ralph  S.  Emerson,  M.D.,  designated  Carl  Goldmark,  Jr.,  M.D.,  Secretary,  to  act  in  Dr.  Ebersole’s  absence.  Dr.  Emerson 
acted  in  Dr.  Hamilton’s  absence. 


After  careful  consideration  of  the  recommendations  submitted  by  the  district  branches,  county  medical  societies,  and 
scientific  sections  in  response  to  a memorandum,  dated  May  19,  1976,  and  nominations  from  the  floor,  your  committee 
respectfully  nominates  the  following  candidates  for  election  on  November  11,  1976: 

President— George  L.  Collins,  Jr.,  M.D.,  Erie 
President-Elect — Carl  Goldmark,  Jr.,  M.D.,  New  York 
Vice-President — George  T.  C.  Way,  M.D.,  Dutchess 
Secretary — Bernard  J.  Pisani,  M.D.,  New  York 
Assistant  Secretary — John  H.  Carter,  M.D.,  Albany 

Treasurer— Albert  M.  Schwartz,  M.D.,  New  York 
Assistant  Treasurer— Warren  A.  Lapp,  M.D.,  Kings 

Speaker — Joseph  F.  Shanaphy,  M.D.,  Richmond 
Vice-Speaker — Richard  D.  Eberle,  M.D.,  Onondaga 
Trustee  (one  for  five  years) — Lynn  R.  Callin,  M.D.,  Monroe 
Councilors  (four  for  three  years) — Charles  N.  Aswad,  M.D.,  Broome 

Jeff  J.  Coletti,  M.D.,  Nassau 
Kenneth  H.  Eckhert,  M.D.,  Erie 
Daniel  F.  O’Keeffe,  M.D.,  Warren 
(one  for  one  year) — Milton  Rosenberg,  M.D.,  Suffolk 


Delegates  to  the  American  Medical  Association  for  two  years  commencing  January  1,  1977: 


Charles  N.  Aswad,  M.D.,  Broome 
Edgar  P.  Berry,  M.D.,  New  York 
Thomas  S.  Bumbalo,  M.D.,  Erie 
John  L.  Clowe,  M.D.,  Schenectady 
Arthur  H.  Diedrick,  M.D.,  Westchester 
Richard  D.  Eberle,  M.D.,  Onondaga 
Henry  I.  Fineberg,  M.D.,  Suffolk 
Joseph  R.  Fontanetta,  M.D.,  Kings 
Daniel  Friedman,  M.D.,  Suffolk 
Carl  Goldmark,  Jr.,  M.D.,  New  York 


Leonard  L.  Heimoff,  M.D.,  Bronx 
William  M.  Hewlett,  M.D.,  Queens 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Richard  B.  Nolan,  M.D.,  New  York 
Daniel  F.  O’Keeffe,  M.D.,  Warren 
Andrew  H.  Patterson,  M.D.,  New  York 
Ralph  M.  Schwartz,  M.D.,  Kings 
Joseph  F.  Shanaphy,  M.D.,  Richmond 
Walter  Scott  Walls,  M.D.,  Erie 
George  T.  C.  Way,  M.D.,  Dutchess 


The  ten  nominees  receiving  the  largest  number  of  votes  will  be  delegates;  the  second  ten  will  be  alternates. 


Respectfully  submitted, 

Lynn  R.  Callin,  M.D.,  Chairman 
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HOUSE  COMMITTEE  ON  BYLAWS 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  House  Committee  on  Bylaws  consists  of  the  fol- 
lowing members: 

Richard  D.  Eberle,  M.D.,  Chairman  . . . .Onondaga 

Clarke  T.  Case,  M.D Oneida 

John  L.  Clowe,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

James  M.  Flanagan,  M.D Wayne 

Joseph  R.  Fontanetta,  M.D Kings 

Allison  B.  Landolt,  M.D Westchester 

Henry  B.  Marshall,  M.D Chemung 

James  R.  Nunn,  M.D Erie 

Milton  Rosenberg,  M.D Suffolk 

Ralph  S.  Emerson,  M.D.,  President,  ex  officio  .... 

Nassau 

Carl  Goldmark,  Jr.,  M.D.,  Secretary,  ex  officio  .... 

New  York 

George  T.  C.  Way,  M.D.,  Speaker,  ex  officio 

Dutchess 

Joseph  F.  Shanaphy,  M.D.,  Vice-Speaker,  ex  officio 

Richmond 

The  House  Committee  on  Bylaws  has  met  on  two  occa- 
sions since  the  1975  session  of  the  House  of  Delegates;  on 
March  26,  1976  and  again  on  May  27,  1976. 

Basically  this  committee  was  charged  with  consideration 
of  two  general  areas;  the  resolution  referred  to  this  com- 
mittee by  the  1975  House  of  Delegates  as  well  as  the 
changes  proposed  by  the  Hughes  Report.  Although  the 
Hughes  Report  was  in  fact  Resolution  74-1,  the  changes 
envisioned  were  of  so  great  a magnitude  that  the  report  was 
considered  as  a separate  entity. 

Both  the  resolutions  and  the  report  were  studied  in  great 
detail.  With  respect  to  the  resolutions  referred  to  this 
committee,  the  following  actions  were  taken: 

Resolution  75-1,  Submission  of  Resolutions 
(Introduced  by  Edward  Siegel,  M.D.,  as  an  individual) 
Whereas,  In  the  past  there  has  been  much  confusion 
with  respect  to  the  method  by  which  resolutions  may 
be  submitted  for  consideration  by  the  House  of  Dele- 
gates, and 

Whereas,  The  present  Bylaws  of  the  Medical  Soci- 
ety of  the  State  of  New  York  do  not  explicitly  state  the 
method  by  which  such  resolutions  may  be  submitted; 
therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  by  the  insertion  of  a new 
paragraph  following  paragraph  two  of  Article  X,  Sec- 
tion 1,  to  read  as  follows: 

Resolutions  may  be  introduced  at  the  House  of 
Delegates  only  by  members  of  the  House  of  Dele- 
gates as  individuals,  or  as  representatives  of  the 
component  county  medical  societies,  district 
branches  and  scientific  sections. 


The  committee  voted  to  AMEND  the  resolved  por- 
tion of  resolution  75-1  as  follows: 

“Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  by  the  insertion  of  a new 


paragraph  following  paragraph  three  of  Article  III, 
Section  3,  to  read  as  follows:  (deletions  in  brackets; 
additions  in  italics) 


“Resolutions  may  be  [introduced  by]  submitted  to 
the  House  of  Delegates  only  by  members  of  the 
House  of  Delegates  as  individuals,  or  as  [representa- 
tives of  the]  delegates  representing  component 
county  medical  societies,  district  branches,  and  sci- 
entific sections,  or  by  component  county  medical 
societies,  district  branches,  and  scientific  sec- 
tions. ” 


It  was  felt  that  there  has  been  a great  deal  of  confusion 
in  the  past  concerning  the  method  by  which  resolutions 
may  be  submitted  for  consideration  and  this  resolution 
clearly  delineates  the  method  which  should  be  followed. 

The  committee  voted  to  recommend  APPROVAL 
of  resolution  75-1  as  AMENDED. 


Resolution  75-2,  Fixed  Date  for  Election  of  Offi- 
cers 

Introduced  by  Thomas  F.  McCarthy,  M.D.,  as  an  individ- 
ual 

Whereas,  Elected  officers  of  the  Medical  Society  of 
the  State  of  New  York  take  office  after  the  termination 
of  the  Annual  Meeting  of  the  House  of  Delegates  at 
which  they  are  elected;  and 

Whereas,  Marked  changes  in  the  date  of  the  meet- 
ings of  the  House  of  Delegates  may  be  anticipated; 
and 

Whereas,  Continued  use  of  such  a method  will  cause 
a disparity  in  the  length  of  service  of  these  officers; 
and 

Whereas,  The  establishment  of  a predetermined 
fixed  date  for  the  assumption  of  office  would  correct 
this  injustice;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  January  1st  of  the  year  fol- 
lowing the  meeting  of  the  House  of  Delegates  at  which 
such  officers  are  elected  shall  be  the  date  upon  which 
such  officers  shall  assume  their  office;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  by  deleting  the  second 
sentence  of  Art  icle  V of  the  present  Bylaws  of  the  Med- 
ical Society  of  the  State  of  New  York  and  substitute 
the  following: 

They  shall  take  office  on  the  1st  day  of  January 
next  following  the  annual  meeting  at  which  they  are 
elected  and  shall  serve  for  one  year  or  until  their  suc- 
cessors are  elected. 
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It  was  the  unanimous  decision  of  the  committee  that 
by  having  the  officers  assume  their  office  on  January  1st, 
there  would  be  a “lame  duck"  officer  sitting  for  the  period 
between  the  closing  of  the  House  of  Delegates  and  January 
1st,  and  this  would  not  be  in  the  best  interests  of  the  So- 
ciety. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-2. 


Resolution  75-8,  Determination  of  Number  of 
County  Medical  Society  Delegates  to  House  of  Dele- 
gates of  Medical  Society  of  the  State  of  New  York 

Introduced  by  the  Suffolk  County  Medical  Society. 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  Article  III,  Section  1(b)  state  that 
the  numerical  number  of  delegates  which  a county 
medical  society  is  entitled  to  send  to  the  House  of  Del- 
egates shall  be  “ . . . according  to  the  rolls  of  the  Medi- 
cal Society  of  the  State  of  New  York  on  May  1 of  the 
previous  calendar  year  . . . and 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  Article  II,  Section  2 state  that 
“State  Society  dues  and  assessments  of  a member 
elected  after  October  1 shall  be  credited  to  the  suc- 
ceeding year”;  and 

Whereas,  Any  member  who  joins  the  State  and 
County  Societies  between  May  2 and  September  30th 
of  any  year  pays  dues  for  that  year;  and 

Whereas,  This  creates  the  situation  where  there  are 
current  members  who  may  not  have  proper  represen- 
tation in  the  House  of  Delegates  due  to  the  difference 
in  these  two  dates;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  any  member  of  a County  Med- 
ical Society  who  has  paid  dues  for  the  current  calendar 
year  be  included  in  the  number  of  County  Society 
members  when  determining  the  number  of  delegates 
that  Society  is  entitled  to  have  at  the  annual  meeting; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  III.  Section  1 (b),  paragraph  1 be  amended  as 
follows,  substitute  the  words  “September  30”  for  the 
words  "May  1”  in  line  3 thereof. 


The  committee  noted  that  the  present  method  of  de- 
termining the  number  of  delegates  to  which  a county 
medical  society  is  entitled  disenfranchises  those  members 
who  have  paid  their  annual  dues  and  this  resolution  would 
correct  this  situation. 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-8. 


Resolution  75-47,  One  Doctor-One  Vote  at  Medical 
Society  of  the  State  of  New  York  House  of  Dele- 
gates 

Introduced  by  the  Bronx  County  Medical  Society. 

Whereas,  The  disparity  of  voting  members  in  the 
House  of  Delegates  does  not  represent  the  membership 
of  the  component  county  medical  societies  in  any  rep- 
resentative way;  and 


Whereas,  The  Specialty  Societies,  District  Branches 
and  former  officers  are  entitled  to  a vote  while  not 
truly  representing  the  membership  of  their  respective 
societies;  and 

Whereas,  The  only  representatives  of  our  members 
are  elected  delegates  on  a county  level;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a one-doctor,  one-vote  system  for 
county  society  delegates  to  be  the  only  voting  members 
in  the  House  of  Delegates;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  III,  Section  1,  paragraph  1:  omit  entire 
paragraph  after  the  word  “societies”  in  line  3; 

Article  III,  Section  I,  paragraph  2:  Substitute  the 
words  “in  the  following  manner”  for  the  words  “by 
one  of  the  two  following  optional  methods”  in  lines  3 
and  4;  omit  subparagraph  (a)  entirely;  omit  the  ref- 
erence “(b)”  from  this  subparagraph. 

Article  III,  Section  1,  paragraph  4:  omit  the 

words  “district  branch”  in  line  2;  omit  the  words 
“scientific  section,  or  medical  school”  in  line  3. 

Article  III,  Section  1,  paragraph  6:  add  the  word 
“and”  after  the  word  “vice-chairman”  in  line  10; 
omit  the  words  “delegate  and  alternate  delegate”  in 
line  11;  omit  all  that  follows  the  word  “meeting”  in 
line  14. 

Article  XII,  Section  1,  paragraph  1:  add  the  word 
“and”  after  the  word  “vice-chairman”  and  add  a pe- 
riod after  the  word  “secretary”  in  lines  4 and  5;  omit 
the  words,  “and  a delegate  to  the  House  of  Dele- 
gates” in  lines  5 and  6;  add  the  word  “and”  after  the 
word  “chairman”  in  line  6;  omit  the  words,  “and  the 
delegate”  in  lines  6 and  7. 

Article  XII,  Section  1,  paragraph  3,  omit  this  en- 
tire paragraph. 

Article  XVI,  paragraph  4,  omit  this  paragraph  en- 
tirely. 

Article  XVII,  Section  3,  paragraph  1,  omit  the 
words  “and  a delegate  to  the  House  of  Delegates  for 
two  years,”  in  lines  2 and  3. 

Article  XVII,  Section  3,  paragraph  3,  omit  this 
paragraph  entirely. 


After  much  discussion,  the  committee  agreed  that  the 
effect  of  this  resolution  would  be  to  disenfranchise  specialty 
societies,  district  branches,  councilors,  trustees,  past- 
presidents,  and  many  of  the  individuals  and  groups  whose 
expertise  is  greatly  needed  in  the  operation  of  the  State 
Society. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-47. 


Resolution  75-53,  Recommendation  for  Nominat- 
ing Committee — Two  Candidates  for  Each  Office 

Introduced  by  the  Bronx  County  Medical  Society 

Whereas,  The  Nominating  Committee  of  the  Medi- 
cal Society  of  the  State  of  New  York  has  heretofore 
designated  only  a single  slate  of  candidates  for  office 
annually;  and 

Whereas,  Duly  elected  delegates  representing  their 
membership  consequently  do  not  have  a democratic 
choice  of  candidates  at  the  time  voting  takes  place; 
and 
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Whereas,  The  views  of  the  respective  candidates  on 
each  slate  of  officers  will  be  made  available  to  the  dele- 
gates in  a public  forum  where  the  views,  opinions  and 
attitudes  of  each  such  candidate  will  be  made  known  to 
the  duly  elected  delegates  on  all  matters  affecting  the 
medical  profession;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  the  Nominating  Committee 
consider  the  possibility  of  presenting  two  candidates 
for  each  position  except  that  of  President  so  that  a true 
choice  can  be  made  by  the  delegates  for  the  officers  of 
the  Medical  Society  of  the  State  of  New  York. 


The  committee  questioned  the  wisdom  of  this  resolu- 
tion since  the  present  language  of  the  Bylaws  now  permits 
the  presenting  of  two  candidates  for  each  position,  except 
that  of  president.  The  members  also  felt  that  this  change 
could  possibly  result  in  the  elimination  of  good  candidates 
in  the  future.  Therefore,  it  was  the  committee’s  belief  that 
this  change  was  not  necessary. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-53. 


Resolution  75-56,  State  Society  President  and 
President-Elect  as  Delegates  to  the  American  Medical 
Association 

Introduced  by  the  Bronx  County  Medical  Society 

Whereas,  The  President  and  President-Elect  of  the 
Medical  Society  of  the  State  of  New  York  are  knowl- 
edgeable concerning  the  needs  of  our  State  in  matters 
of  legislation  and  delivery  of  health  care;  and 

Whereas,  In  the  past  neither  of  these  officers  has 
been  officially  represented  in  the  New  York  State  Del- 
egation to  the  American  Medical  Association  despite 
their  knowledge  in  medical  and  other  fields;  and 

Whereas,  Due  to  this  deficiency,  the  Medical  Soci- 
ety of  the  State  of  New  York  has  not  been  represented 
with  the  physicians  often  most  best  qualified  to  speak 
for  it;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  designate  the  President  and  President- 
Elect  of  the  Medical  Society  of  the  State  of  New  York 
as  official  delegates  to  the  American  Medical  Associa- 
tion in  order  to  serve  the  best  interests  of  MSSNY. 


By  virtue  of  the  reduction  in  the  number  of  delegates 
from  the  State  to  the  AMA  meetings,  the  committee  agreed 
that  by  designating  the  president  and  president-elect  of 
the  State  Society  as  official  delegates,  the  State  Society 
would  actually  be  losing  input  at  the  delegation  caucuses. 
At  the  present  time,  the  president  and  president-elect  have 
a voice  at  these  meetings  and  contribute  their  experience 
in  the  presentation  of  the  needs  of  our  State.  By  approving 
t his  resolution,  the  committee  feels  that  we  would  be  losing 
the  input  of  two  delegates. 

The  committee  voted  to  recommend 
disapproval  of  Resolution  75-56. 


Resolution  75-61,  Assessments  on  the  Medical  So- 
ciety of  the  State  of  New  York  Members, 

Introduced  by  the  Medical  Society  of  the  County  of  Ul- 
ster 

Whereas,  The  Constitution  of  the  Medical  Society 
of  the  State  of  New  York,  in  Article  XIV,  (Funds) 
states,  “Funds  shall  be  raised  by  annual  dues  levied  on 
each  active  member  at  a uniform  per  capita  rate 
throughout  the  State.  Funds  may  also  be  raised  in  any 
other  manner  approved  by  the  House  of  Delegates  or 
by  the  Council  when  the  said  House  of  Delegates  shall 
not  be  in  session.”;  and 

Whereas,  The  above  provision  empowers  a relative- 
ly small  group  of  physicians  to  assess  the  membership 
limitless  amounts  without  affording  the  membership 
any  voice  in  the  decision  for  such  assessments;  and 
Whereas,  Such  power  to  assess  the  membership  is 
reinforced  by  the  threat  of  loss  of  membership,  there- 
fore liability  insurance  coverage,  and  other  important 
benefits  of  said  membership;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  require  that,  after  ap- 
propriate and  full  communication  to  the  membership 
regarding  the  need  for  any  given  assessment,  such  as- 
sessment may  not  be  levied  without  a referendum  of 
the  entire  active  membership  of  the  Medical  Society  of 
the  State  of  New  York;  as  follows: 

Article  XV,  paragraph  2: 

Assessments  can  be  levied  by  the  House  of  Dele- 
gates and  shall  be  payable  within  a period  of  time 
specified  by  it.  Assessments  may  also  be  levied  by 
the  Council  upon  communication  to  the  member- 
ship at  large  and  after  a referendum  vote  authorizes 
such  levy.  Such  referendum  shall  be  held  in  accor- 
dance with  the  provisions  of  Article  IX  of  these  By- 
laws. 


The  committee  agreed  that  a referendum  would  be 
very  unwieldy  and  not  necessary  in  the  levying  of  assess- 
ments because  the  Council  represents  the  House  of  Dele- 
gates in  the  interim  between  sessions  of  the  House  and  is 
authorized  to  make  decisions.  The  committee  also  agreed 
that  good  public  relations  is  important  in  conveying  our 
ideas  on  assessments  to  the  membership. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-61. 


Resolution  75-123,  Vice-President  as  Member  of 
Medical  Society  of  the  State  of  New  York  Executive 
Committee 

Introduced  by  Joseph  F.  Shanaphy,  M.D.,  Chairman, 
Committee  on  Bylaws 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York  were  recently  amended  so  as  to  pro- 
vide that  the  vice-president  shall  succeed  the  presi- 
dent upon  the  president’s  death,  resignation,  removal, 
permanent  incapacity,  or  refusal  to  act;  and 
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Whereas,  the  necessary  changes  in  Article  IV,  Sec- 
tion 4 to  make  the  vice-president  a member  of  the  Ex- 
ecutive Committee  was  inadvertently  not  made;  there- 
fore be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  4:  insert  the  words  “vice-pres- 
ident" immediately  following  the  word  “president” 
in  the  first  sentence  thereof. 


The  committee  noted  that  the  vice-president,  by  cus- 
tom, now  sits  with  the  Executive  Committee  and  his 
omission  from  the  list  of  members  in  the  Bylaws  was  in- 
advertent. This  change  will  formalize  what  is  already  in 
effect. 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-123. 


Resolution  75-64,  Substitution  of  the  Term  "Mem- 
bers in  Training”  for  Term  "Junior  Members”  in 
Bylaws  of  The  Medical  Society  of  the  State  of  New 
York  and  the  Granting  of  Full  Rights  of  Active 
Members 

Introduced  by  Abraham  W.  Freireich,  M.D.,  as  an  indi- 
vidual 

Whereas,  Many  of  our  intern  and  resident  members 
consider  the  term  “junior  member”  to  be  both  patron- 
izing and  inappropriate;  and 

Whereas,  The  best  interests  of  organized  medicine 
would  be  served  if  the  members  who  currently  make  up 
the  class  of  “junior  members”  were  permitted  both 
voice  and  vote;  therefore  be  it 

Resolved,  That  the  category  “junior  members"  be 
changed  to  “members  in  training”;  and  be  it  further 
Resolved,  That  such  members  be  accorded  all  the 
rights  and  privileges  of  active  members;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  II.  Section  1,  paragraph  1:  substitute  the 
words  “member  in  training”  for  the  word  “junior”  in 
line  3. 

Article  II.  Section  1.  paragraph  2:  substitute  the 
wcrds  “membership  and  members  in  training”  for 
the  words  “and  junior  membership”  in  line  1. 

Article  II,  Section  1,  paragraph  3:  substitute  the 
words  “members  in  training”  for  the  words  “junior 
members”  in  line  1;  substitute  the  words  “member 
in  training”  for  the  word  “junior”  in  line  7. 

Article  II,  Section  1,  paragraph  4:  substitute  the 
words  “members  and  members  in  training”  for  the 
words  “and  junior  members”  in  lines  1 and  2. 

Article  II,  Section  1,  paragraph  5:  substitute  the 
words  “members  in  training”  for  the  words  “junior 
members”  in  line  1,  Article  II,  Section  1,  paragraph 
6;  substitute  the  words  “member  in  training”  for  the 
words  “junior  member”  in  line  1. 

Article  II,  Section  2,  paragraph  1:  add  the  words 
"and  members  in  training”  after  the  “members”  in 
line  1. 

Article  II,  Section  2,  paragraph  3:  delete  this 

paragraph  entirely. 


Since  the  committee  was  aware  of  the  fact  that  a num- 
ber of  members  of  the  class  of  “Junior  Members”  were  not 
now  in  training,  it  felt  that  the  classification  of  “Members 
in  Training”  was  inappropriate. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolution  75-64. 


Resolution  75-3,  Designation  of  Junior  Members 
To  Affiliate  Members 

Introduced  by  the  Medical  Society  of  the  County  of  New 
York 

Whereas,  The  membership  policy  of  the  Medical 
Society  of  the  State  of  New  York  is  to  encourage  par- 
ticipation of  all  licensed  physicians;  and 

Whereas,  The  present  designation  of  Junior  Mem- 
ber has  been  found  offensive  to  many  younger  physi- 
cians as  implying  less  than  full  status  as  colleagues  in 
our  Society;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  the  Bylaws  striking  out  the  category 
of  Junior  Member  and  substituting  the  designation  of 
“Affiliate"  Member;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  II,  Section  1,  paragraph  1:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  3. 

Article  II,  Section  1,  paragraph  2:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  1,  paragraph  3:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  lines  1 and 
7. 

Article  II,  Section  1,  paragraph  4:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  lines  1 and 
2. 

Article  II,  Section  1,  paragraph  5:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  1,  paragraph  6:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 

Article  II,  Section  2,  paragraph  3:  substitute  the 
word  “affiliate”  for  the  word  “junior”  in  line  1. 


The  committee  struggled  with  the  problem  of  what  to 
call  those  members  who  now  fall  into  the  class  of  “Junior 
Members”  since  it  did  not  feel  that  the  classification  of 
“Affiliate  Members”  was  appropriate.  After  much  dis- 
cussion the  committee  voted  to  recommend  that  such 
members  be  designated  as  “active  members”  with  the 
proviso  that  those  who  would  fall  into  the  former  classifi- 
cation of  “Junior  Members”  would  have  their  dues  set  at 
one-third  of  the  amount  levied  against  all  other  active 
members.  It  was  felt  that  such  members  are  indeed  active 
members  with  all  the  rights  thereto  and  that  they  should 
be  so  designated.  The  reduced  dues  schedule  is  recom- 
mended in  order  to  stimulate  active  participation  by  intern 
and  resident  physicians  and  not  to  have  financial  problems 
a deterrent  to  membership. 

The  committee  therefore  AMENDED  the  resolved 
portion  of  Resolution  75-3  as  follows:  ( deletion  in 

brackets;  addition  in  italics ) 

Article  II;  Section  1,  paragraph  1:  The  member- 
ship in  the  Medical  Society  of  the  State  of  New  York 
shall  be  divided  into  [five]  four  classes:  (a)  active, 
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[(b)  junior]  ( b ) life,  (c)  honorary,  and  (d)  student. 
Article  II,  Section  1,  paragraph  2:  omit  the  words 
“and  junior”  in  line  1. 

Article  II,  Section  1,  paragraph  3:  omit  entire 

paragraph 

Article  II,  Section  1,  paragraph  4:  omit  the  words 
“and  junior”  and  the  word  “and”  in  line  1;  omit  the 
word  “junior”  in  line  2. 

Article  II,  Section  1,  paragraph  5:  omit  this  para- 
graph entirely 

Article  II,  Section  1,  paragraph  6:  omit  this  para- 
graph entirely 

Article  II,  Section  2,  paragraph  3:  omit  this  para- 
graph entirely 

Article  XIV,  paragraph  1:  This  last  sentence 

should  be  AMENDED  to  read  as  follows: 

“The  dues  and  assessments  of  those  active 
members  who  have  been  graduated  from  medical 
or  osteopathic  college  not  more  than  five  calendar 
years,  not  counting  active  service  in  the  armed 
forces  of  the  United  States  or  in  the  United  States 
Public  Health  Services,  or  who  have  not  com- 
pleted their  continuous  residency  training  shall  be 
one-third  the  amount  levied  on  all  other  active 
members.  In  no  case  may  an  active  physician 
continue  to  pay  such  reduced  dues  more  than 
seven  years  after  the  date  of  graduation  from 
medical  or  osteopathic  school.” 

Article  XV;  paragraph  8:  omit  the  word  “junior” 
in  line  1 thereof. 

Article  XVIII;  Section  2,  paragraph  1:  omit  the 
words  “or  junior”  in  line  4. 

Article  XVIII;  Section  2,  paragraph  2:  omit  the 
words  “or  junior”  in  line  1. 

Article  XVIII;  Section  2,  paragraph  3:  omit  the 
words  “or  junior”  in  line  1. 

Article  XVIII;  Section  5,  paragraph  1:  omit  the 
word  “junior”  in  line  1. 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-3  as  AMENDED. 


Resolution  75-5,  Election  of  AM  A Delegates  by 
District  Branch 

Introduced  by  Broome  County  Medical  Society 
and 

Resolution  75-6,  Election  of  AMA  Delegates  by 
District  Branch 

Introduced  by  Onondaga  County  Medical  Society 

Whereas,  It  is  necessary  to  restore  more  direct  re- 
sponsibility of  the  AMA  delegates  to  the  area  and  re- 
gion which  they  serve;  and 

Whereas,  The  problems  which  concern  the  AMA 
differ  in  various  areas  of  the  State;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  election  of  the  Delegates  from 
the  Medical  Society  of  the  State  of  New  York  to  the 
AMA  House  of  Delegates  from  and  by  each  district 
branch  in  direct  relation  to  the  number  of  physicians 
in  that  district  branch  with  a maximum  of  five  allow- 
able Delegates  for  any  one  district  branch;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  Article  VIII  of  the  Bylaws  as  fol- 
lows: 


Paragraph  1 should  be  amended  to  delete  the 
words  “and  the  delegates  to  the  American  Medical 
Association.” 

Paragraph  2 thereof  should  be  amended  so  as  to 
read  as  follows: 

A member  of  the  Medical  Society  of  the  State  of 
New  York  who  is  in  arrears  for  component  county 
medical  society  dues  or  State  Society  dues  or  as- 
sessments shall  not  be  eligible  for  nomination  to 
any  office,  the  Council  or  the  Board  of  Trustees  or 
entitled  to  vote  for  any  officer,  councilor  or 
trustee. 

Paragraph  3 should  be  amended  to  read  as  fol- 
lows: 

The  delegates  to  the  American  Medical  Associ- 
ation shall  be  elected  by  the  physician  members  in 
each  district  branch  in  direct  proportion  to  the 
number  of  AMA  physicians  in  such  district 
branch.  Such  delegates  shall  be  elected  in  the 
calendar  year  preceding  the  meeting  of  the  House 
of  Delegates  of  the  American  Medical  Association 
to  which  they  are  elected.  One  half  of  the  allotted 
number  of  delegates  and  alternate  delegates  shall 
be  elected  each  year. 

Article  VII,  Section  1,  paragraph  1 should  be 
amended  as  follows:  delete  the  word  “and”  in  line  7; 
delete  line  8 entirely. 

Article  VIII,  Section  1,  paragraph  2 should  be 
amended  as  follows:  delete  the  word  “and”  in  line  1; 
delete  line  2 entirely;  delete  line  10  entirely;  delete 
the  words  “American  Medical  Association,”  from 
line  11. 

Article  VII,  Section  1,  paragraphs  3,  4,  5 and  6 
should  be  omitted  entirely. 


The  committee  considered  identical  Resolutions  75-5 
and  75-6  together.  A number  of  members  of  the  commit- 
tee expressed  the  opinion  that  not  all  of  the  district 
branches  are  equally  active,  and  it  was  pointed  out  that  at 
least  one  is  practically  moribund.  The  committee  there- 
fore felt  that  the  proposals  could  not  be  universally  im- 
plemented and  thus,  with  the  exception  of  Clarke  T.  Case., 
M.D.,  who  voted  in  favor  of  the  resolution,  did  not  favor 
these. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Resolutions  75-5  and  75-6. 

Resolution  75-71,  Election  of  AMA  Delegates 

Introduced  by  Carl  Goldmark,  Jr.,  M.D.,  as  an  individu- 
al 

Whereas,  Under  the  present  system  all  delegates  to 
the  Medical  Society  of  the  State  of  New  York  may  vote 
for  delegates  to  the  American  Medical  Association; 
and 

Whereas,  It  is  inappropriate  to  permit  those  physi- 
cians who  do  not  choose  to  belong  to  the  AMA  to  have 
a voice  and  vote  in  the  selection  of  those  physicians 
who  will  represent  New  York  State  at  the  meeting  of 
the  House  of  Delegates  of  the  American  Medical  Asso- 
ciation; therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  VIII,  Section  1,  paragraph  2:  delete  the 
words  “and  delegates  to  the  American  Medical  Asso- 
ciation” in  lines  1 and  2;  delete  the  words  “with  the 
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exception  of  that  of  delegate  to  the  American  Medi- 
cal Association,”  in  lines  9,  10  and  11. 

Article  VIII,  Section  1,  paragraph  3:  shall  be 

amended  to  read  as  follows: 

For  the  election  of  delegates  to  the  American 
Medical  Association  only  those  members  of  the 
House  of  Delegates  who  are  also  members  of  the 
American  Medical  Association  shall  be  eligible  to 
cast  a ballot.  The  delegates  shall  be  declared 
elected  in  the  order  of  the  highest  number  of  votes 
cast  until  the  allotted  number  shall  have  been 
chosen;  a corresponding  number  in  the  next  high- 
est order  of  votes  cast  shall  be  declared  alternate 
delegates. 

Resolution  75-91,  Election  of  AMA  Delegates 

Introduced  by  Samuel  Cytryn,  M.D.,  as  an  individual 
Whereas,  The  members  of  the  American  Medical 
Association  delegation  are  elected  to  represent  those 
members  of  the  Medical  Society  of  the  State  of  New 
York  who  are  AMA  members;  and 

Whereas,  The  delegation  to  the  AMA  is  based  upon 
the  AMA  evaluation  of  members  of  the  Medical  Soci- 
ety of  the  State  of  New  York;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  read  that  only  members 
of  the  AMA  who  are  delegates  to  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New  York 
be  permitted  to  vote  for  delegates  to  the  American 
Medical  Association. 


The  committee  decided  to  consider  Resolutions  75-71 
and  75-91  together.  It  agreed  with  the  assertion  that  it  is 
inappropriate  to  permit  those  physicians  who  do  not  choose 
to  belong  to  the  AMA  to  have  a voice  and  vote  in  the  se- 
lection of  those  physicians  who  will  represent  New  York 
State  at  the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association.  The  membership  at  large 
should  be  made  aware  that,  if  these  resolutions  are 
adopted,  only  State  Society  Delegates  who  are  members 
of  the  AMA  w ill  be  permitted  to  vote  for  delegates  to  the 
AMA  House  of  Delegates  and  that  they  should  keep  this 
fact  in  mind  when  voting  for  delegates  to  this  House. 

The  committee  voted  to  recommend  APPROVAL 

of  Resolutions  75-71  and  75-91. 

Resolution  75-95,  Expenditure  of  Funds  by  the 
Medical  Society  of  the  State  of  New  York 
Introduced  by  George  T.  C.  Way,  M.D.,  as  an  individual. 

Whereas,  The  Bylaws  of  the  Medical  Society  of  the 
State  of  New’  York  state  that  funds  of  the  Society  can 
be  spent  only  with  the  approval  of  the  Board  of  Trust- 
ees; and 

WThereas,  The  Board  of  Trustees  is  composed  of  ex- 
perienced leaders  of  the  Medical  Society  of  the  State  of 
New  York;  and 

Whereas,  Such  Board  of  Trustees  has  the  responsi- 
bility of  seeing  that  such  funds  are  not  expended  in  a 
frivolous  manner;  and 

Whereas,  In  actuality  such  a mechanism  gives  the 
Board  of  Trustees  a major  role  in  the  policy  executions 
of  the  Medical  Society  of  the  State  of  New  York  in  a 
negative  manner;  and 

Whereas,  Presently  such  a negative  policy  ruling  de- 
cision is  irreversible  as  far  as  the  House  of  Delegates 
and  Council  are  concerned;  and 


Whereas,  In  certain  circumstances  such  a negating 
policy  making  action  might  be  entirely  inconsistent 
with  the  will  of  the  Society;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  develop  a mechanism  whereby  an  adverse 
financial  decision  by  the  Board  of  Trustees  be  not  ab- 
solute; and  be  it  further 

Resolved,  That  when  the  decision  to  expend  funds 
by  the  Medical  Society  of  the  State  of  New  York  is  de- 
cided by  a wide  margin  of  either  the  Council  or  the 
House  of  Delegates,  then  the  veto  power  of  the  Board 
of  Trustees  can  be  overridden;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  VI,  Section  2,  paragraph  2:  Add  the  fol- 
lowing language  at  the  end  thereof: 

Should  the  Board  of  Trustees  disapprove  of  the 
expenditure  of  any  funds  voted  for  by  the  House 
of  Delegates  or  the  Council,  then  and  in  that 
event,  the  Board  of  Trustees  shall  return  the  mat- 
ter to  either  the  House  of  Delegates  or  the  Council 
if  the  House  of  Delegates  is  not  in  session,  which 
may  override  such  disapproval  by  a three-fourths 
vote  and  direct  the  expenditure  of  such  funds. 
After  much  discussion,  the  committee  voted  to 
AMEND  the  third  resolved  so  that  it  would  read  as  fol- 
lows: 

Article  VI,  Section  2,  paragraph  2:  Add  the  fol- 
lowing language  at  the  end  thereof: 

“Should  the  Board  of  Trustees  disapprove  of 
the  expenditure  of  any  funds  voted  for  by  the 
House  of  Delegates  or  the  Council,  then  and  in 
that  event,  the  Board  of  Trustees  shall  return  the 
matter  to  either  the  House  of  Delegates  or  the 
Council,  if  the  House  of  Delegates  is  not  in  ses- 
sion. w’hich  may  override  such  disapproval  by  a 
unanimous  vote  and  direct  the  expenditure  of 
such  funds.  The  Board  of  Trustees  shall  not  vote 
on  this  issue  at  a meeting  of  the  House  of  Dele- 
gates and  the  chairman  of  the  Board  of  Trustees 
shall  not  vote  on  this  issue  at  the  Council.” 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-95  as  AMENDED. 

Resolution  75-96,  Appointments,  Reappointments, 
Expenditure  of  Funds  and  Contracts  to  be  approved 
by  the  Council 

Introduced  by  George  T.  C.  Way,  M.D.,  as  an  individual. 

Whereas,  The  current  Bylaws  call  for  the  original  ap- 
pointment of  the  Executive  Vice- President  to  be  made  by 
the  Council  with  the  approval  of  the  Board  of  Trustees; 
and 

Whereas,  The  current  Bylaws  call  for  the  appointment 
of  the  Deputy  Executive  Vice-President  to  be  made  by  the 
Executive  Vice-President  with  the  approval  of  the  Council; 
and 

Whereas,  No  mention  is  made  of  the  role  of  the  Council 
in  the  area  of  reappointment;  and 

Whereas,  The  Council  must  approve  the  annual  budget 
before  it  is  submitted  to  the  Board  of  Trustees  for  their 
approval;  and 

Whereas,  No  mention  of  the  Council  is  made  as  to  its 
role  in  the  expenditure  of  interim  funds;  and 

Whereas,  The  Bylaws  state  that  all  contracts  are  exe- 
cuted by  the  Board  of  Trustees  without  any  role  of  the 
Council  or  House  of  Delegates;  therefore  be  it 


September  1 976/ New  York  State  Journal  of  Medicine  1 6S9 


Resolved,  That  all  appointments,  reappointments, 
expenditures  of  funds,  and  contracts  must  be  subject  to 
bicameral  approval  of  both  the  Board  of  Trustees  and  the 
Council;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New 
York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  2,  paragraph  7:  Insert  the 

words  “and  reappoint”  following  the  word  “ap- 
point” in  line  2;  insert  the  words  “and  may  reap- 
point” after  the  word  “appoint”  in  line  10. 

Article  VI,  Section  2,  paragraph  2:  Insert  the 

word  “Council”  after  the  words  “approved  by  the” 
in  line  3 thereof. 


It  was  the  opinion  of  the  committee  that  it  was  not  nec- 
essary that  the  Council  approve  of  all  routine  contracts 
since  this  would  be  very  cumbersome  and  inefficient.  This 
properly  lies  within  the  purview  of  the  Board  of  Trustees 
and  the  Chief  Administrator,  i.e.,  Executive  Vice-President 
as  the  fiscally  responsible  parties.  When  the  contract 
implies  a major  policy  change  the  Council  would  be  directly 
involved.  The  committee  did  feel  that  the  positions  of 
Executive  Vice-President  and  Deputy  Executive  Vice- 
President  were  important  enough  to  require  approval  of 
their  appointment  and  reappointment  by  the  Council, 
which  is  the  Executive  Committee  of  the  House  of  Dele- 
gates and  therefore  represents  the  membership  at  large, 
in  addition  to  such  approval  by  the  Board  of  Trustees. 
The  committee  therefore  AMENDED  the  first  resolved  to 
read  as  follows: 

“Resolved,  That  all  appointments,  reappoint- 
ments, and  expenditures  of  funds  must  be  subject  to 
bicameral  approval  of  both  the  Board  of  Trustees  and 
the  Council.” 

The  committee  also  voted  to  AMEND  the  second  re- 
solved by  striking  out  the  reference  to  Article  VI,  Section 
2,  paragraph  2. 

The  second  resolved  now  reads  as  follows:  (additions  in 
italics) 

Resolved,  that  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  be  amended  as  follows: 

Article  IV,  Section  2,  paragraph  7:  insert  the 

words  “and  reappoint”  after  the  word  “appoint”  in 
line  2 thereof.  The  sentence  to  now  read  as  follows: 
“The  Council  shall,  with  the  approval  of  the 
Board  of  Trustees,  appoint  and  reappoint  an  ex- 
ecutive vice-president,  who  shall  be  the  chief  ex- 
ecutive officer  of  the  Medical  Society  of  the  State 
of  New  York  . . .” 

Article  IV,  Section  2,  paragraph  7:  insert  the 
words  “and  reappoint”  after  the  word  “appoint”  in 
line  9 thereof.  The  sentence  to  now  read  as  follows: 
“The  executive  vice-president  shall  appoint  and 
reappoint  a deputy  executive  vice-president 
subject  to  the  approval  of  the  Council.” 

The  committee  voted  to  recommend  APPROVAL 
of  Resolution  75-96  as  AMENDED. 


Resolution  75-62,  Specialty  Society  Representa- 
tion in  the  Sections 

Introduced  by  Edward  Siegel,  M.D.,  as  an  individual. 
Whereas,  A situation  presently  exists  wherein  a 
physician  member  of  the  Society  may  register  for  more 
than  one  section;  and 

Whereas,  In  many  instances  this  could  result  in  the 
formulation  of  policy  by  those  physicians  whose  inter- 
ests might  be  adverse  to  those  of  the  particular  section; 
and 

Whereas,  The  purpose  of  such  specialty  sections  is 
to  permit  the  physician  community  at  large  to  benefit 
from  the  expertise  of  those  most  intimately  involved 
with  the  particular  specialty;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  the  appropriate  steps  to  secure  a 
change  in  the  Bylaws  so  as  to  permit  only  those  most 
interested  in  the  particular  specialty  section  to  have  a 
voice  in  determining  the  policies  to  be  advanced  by 
that  section;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  XII,  Section  1,  paragraph  1 shall  be 
amended  to  read  as  follows: 

The  House  of  Delegates  shall  designate  those 
scientific  sections  entitled  to  representation  in 
the  Medical  Society  of  the  State  of  New  York. 
Such  sections  shall  correspond  to  the  Statewide 
specialty  societies  recognized  by  the  Council  of 
the  Medical  Society  of  the  State  of  New  York. 
These  scientific  sections  designated  by  the  House 
of  Delegates  shall  organize  at  their  annual  meet- 
ing by  the  election  of  officers.  Officers  to  be 
elected  shall  include  a chairman,  a vice-chairman, 
a secretary,  and  a delegate  to  the  House  of  Dele- 
gates. The  chairman,  vice-chairman  and  dele- 
gate must  be  members  of  both  the  Statewide  spe- 
cialty societies  and  the  Medical  Society  of  the 
State  of  New  York  and  shall  be  elected  for  one 
year  terms.  The  secretary  shall  be  elected  for 
such  term  as  the  section  may  deem  desirable. 
Article  XII,  Section  I,  paragraph  2 should  be 
amended  to  read  as  follows: 

The  presidents  of  each  of  the  Statewide  spe- 
cialty societies  recognized  by  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  shall  be 
requested  to  submit  to  the  office  of  the  Executive 
Vice-President  the  names  of  not  less  than  three 
nor  more  than  five  nominees  for  the  officers  of 
their  corresponding  sections  not  less  than  ninety 
days  prior  to  the  section's  annual  business  meet- 
ing. Such  nominees  shall  be  voted  on,  together 
with  all  other  nominees  submitted,  at  the  annual 
business  meeting  of  the  section.  All  such  nom- 
inees must  be  members  of  the  Medical  Society  of 
the  State  of  New  York.  To  participate  in  the 
election  of  any  section,  a member  of  the  Medical 
Society  of  the  State  of  New  York  must  be  regis- 
tered with  such  section. 
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Active  members  shall  designate  that  scientific 
section  for  which  they  desire  to  be  registered  at 
the  time  their  dues  are  remitted  for  the  year. 
Life  members  shall  notify  the  Medical  Society  of 
the  State  of  New  York  with  respect  to  their 
choice  of  a section  not  less  than  ninety  days  prior 
to  the  annual  business  meeting  of  such  section. 
(new  material  is  in  italics) 


The  committee  after  discussion  and  consideration  of 
the  effect  of  this  resolution  voted  to  AMEND  the  second 
resolved  to  read  as  follows: 

“Article  XII,  Section  1,  paragraph  2 should  be 
amended  to  read  as  follows:  (deletion  bracketed) 

[The  presidents  of]  Each  of  the  Statewide  specialty 
societies  recognized  by  the  Council  of  the  Medical  So- 
ciety of  the  State  of  New  York  shall  be  requested  to 
submit  to  the  office  of  the  Executive  Vice-President 
the  names  of  not  less  than  three  nor  more  than  five 
nominees  for  the  officers  of  their  corresponding  sec- 
tions not  less  than  ninety  days  prior  to  the  section’s  an- 
nual business  meeting.  Such  nominees  shall  be  voted 
on,  together  with  all  other  nominees  submitted,  at  the 
annual  business  meeting  of  the  section.  All  such  nom- 
inees must  be  members  of  the  Medical  Society  of  the 
State  of  New  York.  To  participate  in  the  election  of 
any  section,  a member  of  the  Medical  Society  of  the 
State  of  New  York  must  be  registered  with  such  sec- 
tion.” 

The  committee  voted  to  recommend 
APPROVAL  of  Resolution  75-62  as  AMENDED 

Resolution  73-30,  Continuing  Education 

Introduced  by  Medical  Society  of  the  County  of  West- 
chester 

Whereas,  Advances  in  medicine  take  place  at  an 
ever-increasing  pace  and  a variety  of  educational 
modalities  are  now  available  for  every  branch  of  medi- 
cine; and 

Whereas,  Only  an  informed  physician  can  give  the 
highest  quality  care  to  his  patients;  and 

Whereas,  Only  through  continuing  education  can 
the  physician  avoid  intellectual  obsolescence;  and 
Whereas,  Many  medical  societies,  medical  specialty 
societies  and  state  licensing  authorities  have  made  pol- 
icy decisions  which  require  continuing  education  as  a 
cond'tion  for  membership;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  the  concept  of  requiring  evidence  of 
continuing  education  for  continuing  membership  in 
the  Society. 

REPORT  OF  REFERENCE  COMMITTEE  ON  PUBLIC 
HEALTH  AND  EDUCATION:  The  following  report 

was  presented  by  Katharine  L.  Friedmann,  M.D., 
chairman. 

The  reference  committee  amended  the  resolved 
portion  of  this  resolution  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State 
of  New  York  change  its  Bylaws  to  mandate  continu- 
ing education  for  continuing  membership  in  the  So- 
ciety; and  be  it  further 


Resolved,  That  this  resolution  be  referred  to  the 
Committee  on  Bylaws. 

The  reference  committee  recommends  the  adop- 
tion of  this  resolution  as  amended. 

The  House  voted  to  adopt  resolution  73-30  as 
amended. 


The  committee  listened  to  several  parties  interested  in 
continuing  medical  education  and  voted  to  AMEND  this 
resolution  by  substituting  the  following  resolved  for  the 
present  resolved  portion  of  Resolution  73-30. 

“Article  II;  Section  3:  An  active  member  who  fails  to 
fulfill  the  requirements  for  continuing  medical  education 
established  bv  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  shall  not  be  in  good  standing.  This 
section  shall  become  effective  on  March  1,  1981.” 

The  committee,  mindful  of  the  fact  that  this  subject  is 
still  only  in  its  embryonic  stages,  discussed  only  the  intent 
of  the  resolution  and  the  effective  date  of  implementation. 
The  means  whereby  this  would  best  be  accomplished  must 
be  decided  at  the  appropriate  time  and  the  committee 
therefore  felt  that  such  means  should  be  decided  upon  by 
the  Council  when  it  becomes  necessary. 

The  committee  voted  to  recommend  APPROVAL  of 
Resolution  73-30  as  AMENDED. 


Resolution  74-1  (HUGHES  REPORT) 

RECOMMENDATION  I 

“It  is  recommended  that,  beginning  in  1976,  the  pro- 
gression of  officers  should  be  as  follows:  vice-president  to 
president-elect;  president-elect  to  the  office  of  presi- 
dent.” 

This  recommendation  will  necessitate  a change  in  the 
Bylaws  as  follows: 

Article  V — Section  I:  Vacancies  and  Succession 

It  is  recommended  that  the  following  changes  be 
made  so  that  Paragraph  3 of  this  section  will  read 
“In  the  event  of  the  president’s  death,  resignation, 
removal,  permanent  incapacity,  or  refusal  to  act,  the 
president-elect  shall  succeed  him  and  shall  serve  for 
the  remainder  of  the  unexpired  term.  An  unexpired 
term  of  6 or  less  months  shall  not  be  construed  as 
unexpired  term. 

Paragraph  4 will  read  “If  the  president  is  tempo- 
rarily incapacitated  for  service  by  injury,  ill  health  of 
himself  or  his  family,  important  professional  duties, 
or  any  other  mandatory  absence,  the  president-elect 
shall  become  the  acting  president  for  the  duration  of 
such  incapacity  of  the  president.  The  president 
shall  promptly  notify  the  president-elect  of  his  inca- 
pacity and  request  his  attention  to  the  duties  of  the 
office  and  shall  also  promptly  notify  the  president- 
elect of  the  end  of  the  period  of  temporary  incapac- 
ity before  resuming  the  office  of  the  presidency.  An 
unexpired  term  of  six  months  or  less  shall  not  be 
construed  as  a term  of  office.” 
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Paragraph  5:  “If  the  office  of  the  president-elect 
or  vice-president  becomes  vacant  for  any  reason 
whatsoever,  the  Council  shall  elect  a successor  to  ei- 
ther office  for  the  unexpired  term.” 

Paragraph  6:  Omit  the  following  sentence:  “If  the 
office  of  president-elect  becomes  vacant,  it  shall  re- 
main so  until  the  next  annual  meeting  of  the  House 
of  Delegates,  at  which  an  eligible  member  shall  be 
elected  to  become  president.” 

Article  V — Section  2:  Duties — Vice-President 

It  is  recommended  that  the  duties  of  the  vice- 
president  be  as  follows: 

“The  vice-president  shall  perform  the  duties  of 
the  president-elect  in  his  absence  and  the  duties 
of  the  president  in  the  absence  of  both  the  presi- 
dent-elect and  the  president.” 

It  is  recommended  that  the  second  sentence  under 
the  duties  of  the  vice-president  be  omitted. 

The  unwritten  custom  of  rotation  of  these  offices  be- 
tween Upstate  and  Downstate  was  then  considered.  In 
making  the  recommendations,  the  marked  demographic 
changes  which  have  taken  place  in  our  State  were  renewed. 
It  is  a fact  that  there  has  been  an  unusual  shift  of  popula- 
tion from  the  Central  City  of  New  York  to  suburban  areas. 
Along  with  this  shift  there  has  occurred  a migration  of 
physicians  to  suburban  areas  surrounding  New  York  City. 
It  is  predicted  by  demographers  that  this  trend  will  in- 
crease during  the  next  decade.  The  following  illustration 
demonstrates  this  shift. 

Central  City  of  New  York — District  1 

7,895,563  population 

13,895  physicians 

Mid  Hudson  & Long  Island — Districts  2 and  9 

4,1 80,825  population 

6,104 physicians 

Upstate — Districts  3 through  8 

6,164,878  population 

7,392  physicians 


The  House  Committee  on  Bylaws  discussed  the  prob- 
lems associated  with  Recommendation  I of  Resolution 
74- 1 . It  felt  that  to  follow  this  recommendation  would  lock 
the  Society  into  automatic  successors  who  may  not  have 
the  qualifications  for  the  new  office  and  that  this  would  not 
be  in  the  best  interests  of  the  Society. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Recommendation  I of  Resolution 
74-1. 


RECOMMENDATION  II 

“.  . . [T]o  establish  a fair  adjustment  of  representation 
among  the  Central  City,  Mid  Hudson-Long  Island,  and 
Upstate  areas  that  a three  tier  rotation  for  election  of 
vice-president,  president-elect,  and  president  become 
an  unwritten  but  customary  method  of  election.  This 
does  not  need  constitutional  change.  Specialty  soci- 
ety sections  and  academies  within  the  Society  may 
present  names  of  candidates  from  these  areas.  By  this 
method,  each  part  of  the  State  would  have  representa- 
tion in  these  offices  at  all  times.” 


The  Bylaws  Committee  felt  that  Recommendation  II 
would  lock  the  Society  into  a system  of  automatic  succes- 
sion of  officers  in  much  the  same  manner  as  did  Recom- 
mendation I to  the  detriment  of  the  Society. 

The  committee  voted  to  recommend 
DISAPPROVAL  of  Recommendation  II  of 
Resolution  74-1. 


RECOMMENDATION  III 

“.  . . [T]he  secretary  be  elected  from  the  New  York  area 
to  be  in  close  proximity  to  the  Society’s  headquarters 
and  the  remaining  positions  of  assistant  secretary,  as- 
sistant treasurer,  and  treasurer  have  no  geographic  re- 
strictions and  will  not  be  subject  to  automatic  succes- 
sion.” 

The  committee  voted  to  recommend  APPROVAL 
of  Recommendation  III  of  Resolution  74-1. 

RECOMMENDATION  IV 

“.  . . [T]he  speaker  and  vice-speaker  not  be  subject  to 
automatic  succession  or  geographic  restriction  and 
these  officers  be  elected  by  the  House  of  Delegates  as 
in  the  past.” 

The  committee  voted  to  recommend  APPROVAL 
of  Recommendation  IV  of  Resolution  74-1. 

RECOMMENDATION  V 

“. . . [T]he  Medical  Society  of  the  State  of  New  York 
support  the  representative  principle  of  having  each  of 
the  councilors  elected  by  the  members  of  the  District 
branch  he  represents  . . .” 

In  connection  with  Recommendation  V,  the  following 
resolutions  were  also  considered: 

Resolution  75-4;  Election  of  Councilors  to 
MSSNY  by  District  Branch 
Introduced  by  Broome  County  Medical  Society 

Whereas,  More  direct  responsibility  and  represen- 
tation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communica- 
tion and  responsiveness  between  the  State  and  County 
Medical  Societies;  and 

Whereas,  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  election  of  the  members  of  the 
Council  of  the  Medical  Society  of  the  State  of  New 
York  by  each  district;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  in  order  to  effectuate  this 
purpose  as  follows: 

Article  IV,  Section  1,  paragraph  1:  amend  last 

line  to  read  as  follows:  “.  . . elected  by  the  District 
Branches” . . . 

Article  IV,  Section  1,  paragraph  3:  amend  entire 
section  to  read  as  follows: 

Four  councilors  shall  be  elected  annually  by  the 
District  Branches,  each  for  a term  of  three  years. 
In  the  event  of  a vacancy,  a councilor  shall  be 
elected  by  the  District  Branch  to  fill  the  unex- 
pired term. 
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Resolution  75-7;  Election  of  Council  of  MSSNY  by 
Districts 

Introduced  by  Onondaga  County  Medical  Society 

Whereas,  More  direct  responsibility  and  represen- 
tation to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  is  important;  and 

Whereas,  This  would  improve  two-way  communica- 
tion and  responsiveness  between  the  State  and  County 
Medical  Societies;  and 

Whereas,  This  would  strengthen  and  improve  the 
importance  of  the  individual  districts  of  the  Medical 
Society  of  the  State  of  New  York;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  the  principle  that  the  members  of 
the  Council  be  elected  by  each  district;  and  be  it  fur- 
ther 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  1,  paragraph  1,  amend  last  line 
to  read  as  follows:  “elected  by  the  District  Branch- 
es.” 

Article  IV,  Section  1,  paragraph  3,  amend  entire 
section  to  read  as  follows: 

Four  councilors  shall  be  elected  annually  by  the 
District  Branches,  each  for  a term  of  three  years. 
In  the  event  of  a vacancy,  a councilor  shall  be 
elected  by  the  District  Branch  to  fill  the  unex- 
pired term. 

Article  VIII,  paragraph  1,  shall  be  amended  as  fol- 
lows, the  word  “councilors”  shall  be  deleted  in  line 
3 

Article  VIII,  paragraph  2,  shall  be  amended  as  fol- 
lows: 

The  words  “the  Council"  shall  be  deleted  in  line 
5 The  word  “councilor”  shall  be  deleted  in  lines  7 
and  8. 

Resolution  75-84;  Direct  Election 
Introduced  by  Nassau  County  Medical  Society 

Whereas,  Medicine  is  being  drawn  into  the  political 
arena;  and 

Whereas,  Many  fundamental  decisions  of  a politico- 
medical  nature  have  to  be  made  now  by  the  profession; 
and 

Whereas,  In  our  democratic  nature  it  is  imperative 
that  the  will  of  the  membership  prevail;  therefore  be 
it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  provide  for  the  direct 
election  of  the  officers  and  councilors  of  the  respective 
organizations  by  the  membership;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  to  read  that  each  Council- 
or be  elected  on  a proportionate  basis;  and  be  it  fur- 
ther 

Resolved,  That  if  there  is  any  resistance  to  this  evo- 
lution towards  this  more  democratic  structure  by  the 
delegates  from  the  other  areas  of  the  State,  our  dele- 
gates support  a referendum  of  the  membership  of  the 
Medical  Society  of  the  State  of  New  York;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  a resolution  at  the  annual  meeting 
of  the  American  Medical  Association  to  provide  for  the 
direct  election  of  the  officers  and  councilors  of  the  re- 
spective organizations  by  the  membership. 


Resolution  75-94;  District  Branches 
Introduced  by  Samuel  Cytryn,  M.D.,  as  an  individual 
Whereas,  In  some  areas  of  the  State,  it  is  necessary 
to  have  district  branches;  and 

Whereas,  The  district  branches  as  they  are  present- 
ly set  up  in  no  way  follow  the  demographic  lines  of  the 
State  of  New  York;  and 

Whereas,  The  delegation  of  Upstate  and  Downstate 
is  not  only  an  anachronism,  but  also  devisive  in  charac- 
ter; and 

Whereas,  The  Councilors  of  the  Medical  Society  of 
the  State  of  New  York  should  reflect  the  opinions  of 
their  constituents;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  so  that  the  district 
branches  of  the  Medical  Society  of  the  State  of  New 
York  be  made  to  conform  with  the  17  district  areas  as 
promulgated  by  the  PSRO  and  HEW  in  an  unbiased 
fashion;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  so  that  the  Councilors  of 
the  Medical  Society  of  the  State  of  New  York  be  elect- 
ed from  each  one  of  these  district  branches  by  their 
constituent  members. 


The  committee  considered  Resolutions  75-4,  75-7,  75- 
84,  75-94  and  Recommendation  V of  Resolution  74-1  to- 
gether since  the  subject  of  all  of  these  was  the  principle  of 
direct  election  of  councilors.  This  principle  was  thor- 
oughly discussed  pro  and  con  and  the  minutes  of  previous 
meetings  of  the  House  of  Delegates  and  the  entire  report 
of  the  Ad  Hoc  Committee  (Hughes  Report)  were  also  re- 
viewed. It  was  the  opinion  of  the  committee  that  direct 
election  of  councilors  by  the  membership  at  large  was  in- 
appropriate since  the  Council  is  actually  the  Executive 
Committee  of  the  House  of  Delegates,  which  is  the  policy 
making  body  of  the  Society.  It  was  also  felt  that  the 
election  of  councilors  by  the  delegates  from  an  individual 
district  would  not  be  a truly  democratic  process  since  the 
officers,  trustees,  section  delegates  and  past  presidents 
would  not  be  a part  of  such  election  and  therefore  would 
be  disenfranchised.  Again,  the  Council  is  the  Executive 
Committee  of  the  House  of  Delegates  as  a whole. 

Representation  of  each  district  by  a specific  Councilor 
can  be  obtained  without  direct  election.  Upon  reviewing 
the  representation  of  the  Councils  of  the  past,  it  was  found 
that  all  districts  have  been  well  represented  over  a long 
period  of  time.  By  assigning  a Councilor  to  a district  and 
charging  him  with  specific  duties,  the  concepts  of  ac- 
countability and  representation  can  be  made  a fact. 

Therefore,  after  thorough  discussion,  the  commit- 
tee: 

1.  Unanimously  voted  to  recommend 
DISAPPROVAL  of  Recommendation  V of  Resolu- 
tion 74-1. 

2.  Voted  to  recommend  DISAPPROVAL  of 
Resolutions  75-4,  75-7,  75-84  and  75-94. 

RECOMMENDATION  VI: 

“.  . . [Tjhat  the  number  of  councilors  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  be  in- 
creased from  12  to  14  members.” 
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The  committee  voted  to  AMEND  Recommendation  VI 
of  Resolution  74-1  so  that  it  now  reads  as  follows: 

“That  the  number  of  Councilors  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  be  increased 
from  12  to  15  members.” 

This  will  require  a Bylaw  change  to  read  as  follows: 
“Article  IV;  Section  1;  paragraph  1 

The  Council  shall  be  composed  of  the  president, 
president-elect,  vice-president,  immediate  past- 
president,  secretary,  assistant  secretary,  treasurer, 
assistant  treasurer,  speaker,  vice-speaker,  chairman 
of  the  Board  of  Trustees,  and  15  councilors  elected 
by  the  House  of  Delegates.” 

The  Committee  voted  to  recommend  APPROVAL 
of  Recommendation  VI  of  Resolution  74-1  as 
AMENDED. 

RECOMMENDATION  VII: 

“.  . . [T]hat  District  2 through  9 should  each  be  repre- 
sented on  the  Council  by  one  Councilor  designated  as 
District  Councilor  . . .” 

RECOMMENDATION  VIII: 

“.  . . (T)hat  District  1 be  represented  on  the  Council 
by:  3 councilors  representing  New  York  and  Rich- 

mond Counties;  1 councilor  representing  Kings  Coun- 
ty; 1 councilor  representing  Queens  County;  1 council- 
or representing  Bronx  County.  These  councilors 
should  be  designated  as  District  Councilors. 


The  Bylaws  Committee  considered  Recommendations 
VII  and  VIII  together.  In  order  to  correspond  with  the 
feeling  that  councilors  should  represent  their  areas  of 
membership  and  in  order  to  give  more  reasonable  repre- 
sentation to  the  counties  of  District  I,  the  committee  rec- 
ommends that  Recommendations  VII  and  VIII  be 
AMENDED  to  read  as  follows: 

“4  Councilors  shall  be  elected  from  District  I;  1 Coun- 
cilor shall  be  elected  from  each  of  the  other  Districts  II 
through  IX;  3 Councilors  at  large.” 

In  order  to  effectuate  these  changes  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  should  be 
AMENDED  as  follows: 

Article  IV;  Section  1;  paragraph  3:  Omit  the  first  sen- 
tence of  the  present  paragraph  and  substitute  the  fol- 
lowing language: 

“Five  councilors  shall  be  elected  annually  by  the 
House  of  Delegates,  each  for  a term  of  three  years. 
In  1977,  two  additional  councilors  shall  be  elected; 
one  for  a two  year  term  and  one  for  a one  year 
term.” 

Article  IV;  Section  1;  paragraph  4:  Add  a new  sen- 

tence at  the  end  thereof  to  read  as  follows: 

“A  term  of  less  than  three  years  shall  not  be  con- 
strued as  a term  of  office.” 

The  committee  recommends  that  Recommen- 
dations VII  and  VIII  he  APPROVED 
as  AMENDED. 

RECOMMENDATION  IX: 

“.  . . [T]hat  Districts  2 through  9 design  methods  of 
election  according  to  their  bylaws  and  that  each  Coun- 
ty Medical  Society  in  District  I also  complete  the  same 
task  . . .” 


The  Bylaws  Committee  voted  that  since  Recommen- 
dation V of  the  Hughes  Report  , which  called  for  the  direct 
election  of  councilors  by  members  of  the  district  branches, 
was  disapproved,  there  is  no  reason  to  consider  Recom- 
mendation IX.  Recommendation  IX  deals  with  the 
method  to  be  employed  if  the  concept  of  direct  election  of 
councilors  were  to  be  adopted.  Consequently,  it  is  patently 
evident  that  if  the  direct  election  concept  is  disapproved, 
there  is  no  reason  to  consider  a method  whereby  such  a 
complement  could  be  implemented. 

The  committee  recommends  DISAPPROVAL  of 
Recommendation  IX  of  Resolution  74-1. 


RECOMMENDATION  X: 

“.  . . [T]he  Councilors,  designated  as  District  Council- 
ors, assume  the  responsibility  of  instituting  a system  of 
communication  between  the  State  Council,  the  County 
Societies  and  the  membership  by  convening  four  or 
more  meetings  during  the  year  with  the  president  of 
the  County  Societies  in  their  Districts  . . . .” 


The  committee  voted  to  AMEND  Recommendation  X 
of  Resolution  74-1  to  read  as  follows: 

“The  committee  recommends  that  the  councilors, 
designated  by  the  president,  assume  the  responsibility 
of  instituting  a system  of  communication  between  the 
State  Council,  the  county  societies,  and  the  member- 
ship by  convening  four  or  more  meetings  during  the 
year  with  the  president  of  the  county  societies  of  their 
district.” 

The  committee  recommends  that  Recommenda- 
tion X of  Resolution  74-1  be  APPROVED  as 
AMENDED. 


Resolution  75-63,  Councilor  Assignment  to  County 
Societies 

Introduced  by  Edward  Siegel,  M.D.,  as  an  individual. 
Whereas,  The  Council  is  the  governing  body  of  the 
Society  when  the  House  of  Delegates  is  not  in  session; 
and 

Whereas,  It  is  the  responsibility  of  the  Council  to  re- 
flect the  sense  of  the  membership;  and 

Whereas,  Credibility  remains  an  important  issue 
between  the  Society  and  its  Council;  therefore  be  it 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  IV,  Section  1,  A new  paragraph  shall  be  in- 
serted following  paragraph  5 therein  to  read  as  fol- 
lows: 

Councilors  shall  be  assigned  to  specific  county 
societies  as  liaison  for  the  Council  in  accordance 
with  the  provisions  of  Article  V,  Section  2.  Coun- 
cilors shall  be  required  to  disseminate  informa- 
tion of  Council  activity  as  well  as  returning  infor- 
mation to  the  Council,  and  shall  report  regularly 
to  the  Council  on  their  activity. 

Article  IV,  Section  2,  A new  paragraph  shall  be  in- 
serted following  paragraph  7 therein  to  read  as  fol- 
lows: 
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The  Council  shall,  by  written  notice,  inform  the 
component  county  medical  societies  of  the  specif- 
ic Councilor  assigned  to  it  as  liaison  with  the 
Council. 

Article  V,  Section  2,  A new  paragraph  shall  be  in- 
serted following  paragraph  7 under  “President”  to 
read  as  follows: 

He  shall  assign  Councilors  as  liaison  between 
the  Council  and  specific  county  medical  societies 
for  the  purpose  of  the  dissemination  of  informa- 
tion to  such  societies. 

(See  following  memorandum) 

The  aforementioned  addition  to  the  Bylaws  is  sug- 
gested in  the  hope  that  there  will  be  an  improvement 
in  communication  between  the  Council  and  our  county 
societies.  This  is  offered  as  a possible  remedy  to  the 
present  criticism  that  Councilors  do  not  actually  rep- 
resent them.  I personally  think  the  suggestion  that  we 
have  district  branches  elect  councilors  is  a catastrophe 
considering  the  state  of  the  district  branches  and  their 
history  of  poor  meeting  attendance. 

If  one  takes  the  time  to  look  over  the  way  councilors 
have  been  chosen  to  date,  it  is  evident  that  they  have 
been  remarkably  representative  of  district  branches. 
To  further  attenuate  the  House  of  Delegates  would 
seem  to  me  to  be  counterproductive.  Having  been  a 
Councilor,  I know  from  experience  that  we  are  not  al- 
ways as  effective  as  we  could  be.  Sometimes  there  is 
such  a divergence  between  the  Council  and  the  mem- 
bership that  one  wonders  how  this  is  possible.  Inas- 
much as  Councilors  are  elected  by  the  House  of  Dele- 
gates, the  majority  of  whom  in  turn  represent  county 
societies,  then  it  follows  that  the  Councilors  should 
represent  as  much  as  possible  the  feelings  of  the  coun- 
ty societies.  The  only  way  this  can  be  done  is  to  main- 
tain and  improve  communication  between  societies 
and  Councilors  and  in  my  opinion  that  has  not  really 
been  effective.  The  following  suggests  a means  of  im- 
proving that  communication  without  effecting  a major 
upheaval  in  our  system  of  elections.  I feel  alternates 
are  made  from  time-tested  methods.  Perhaps  Coun- 
cilors should  get  per  diem  reimbursement  in  addition 
to  their  expenses  to  make  them  more  effective  in  the 
roles.  I do  feel  that  something  definitive  must  be  done 
and  soon. 

The  committee  considered  Resolution  75-63  in  con- 
junction with  Recommendation  X of  Resolution  74-1. 
Although  Recommendation  X goes  a little  further  than 
Resolution  75-63,  they  both  involve  the  same  subject 
matter. 

The  committee  voted  to  recommend  APPROVAL 
of  Recommendation  X of  Resolution  74-1  as 
AMENDED. 

The  committee  recommend  APPROVAL  of  Reso- 
lution 75-63. 


RECOMMENDATION  XI  OF  RESOLUTION  74-1 


“. . . [N]o  change  be  made  in  the  present  process  of 
election  of  Delegates  to  the  AMA  . . .” 

In  view  of  the  recommendation  made  regarding  Reso- 
lutions 75-71  and  75-91  (page  1659)  the  committee  took  NO 
ACTION  on  this  recommendation. 


RECOMMENDATION  XII: 

“.  . . [T]hat  the  State  Nominating  Committee  of  the 
Medical  Society  of  the  State  of  New  York  be  enlarged 
from  1 1 to  15  members  including  the  chairman.  This 
committee  will  be  comprised  of  one  member  from  each 
of  the  Districts  2 through  9;  one  member  from  Queens 
County;  one  member  from  Kings  County;  one  member 
from  New  York  and  Richmond  Counties  . . .” 

The  following  recommendation  is  suggested  as  a Bylaw 
amendment 

Article  XI,  Section  2,  Paragraph  1:  The  second  sen- 
tence should  be  changed  to  read — “it  shall  consist  of  15 
members  one  from  each  Districts  2 through  9;  one  from 
Queens  County;  one  from  Kings  County;  one  from 
Bronx  County,  and  three  from  New  York  and  Rich- 
mond Counties.” 

The  Bylaws  Committee  voted  to  AMEND  this  recom- 
mendation to  read  as  follows: 

"Increase  Nominating  Committee  to  15  members, 
including  the  past-president,  who  is  chairman;  one 
each  from  Districts  2 through  9;  three  from  District  1 
and  three  at  large,  selected  by  the  president  of  the  So- 
ciety.” 

This  requires  that  the  Bylaws  be  amended  to  read  as 
follows: 

Article  XI,  Section  2,  paragraph  1: 

The  second  sentence  shall  be  changed  to  read  as  fol- 
lows: 

“It  shall  consist  of  15  members,  i.e.,  the  past-presi- 
dent, one  each  from  Districts  2 through  9,  three  from 
District  1 and  three  at  large  selected  by  the  presi- 
dent of  the  Society.” 

The  committee  voted  to  recommend  APPROVAL 
of  Recommendation  XII  of  Resolution  74-1  as 

AMENDED. 


Finally,  the  committee  considered  the  problem 
brought  to  it  by  the  Council  Committee  on  Constitutions 
and  Bylaws  relative  to  those  county  medical  society  con- 
stitutions and  bylaws  which  presently  require  licensure  as 
a condition  of  membership,  in  light  of  the  fact  that  the 
State  Society  does  not  so  require  it.  The  committee  rec- 
ommends that  those  county  medical  societies  having  li- 
censure as  a requirement  for  membership  reconsider  it  in 
light  of  the  uncertain  political  climate  concerning  legisla- 
tion requiring  continuing  education  as  a prerequisite  to 
reregistration  of  licenses.  They  also  recommend  that  li- 
censing not  be  a requirement  for  membership  in  county 
societies,  so  as  to  conform  with  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  but  suggest  giving  those 
counties  having  this  requirement  a two  year  period  to 
change  their  bylaws. 

In  addition  to  the  members  of  this  committee  who  have 
contributed  a considerable  amount  of  their  time  and  en- 
ergy, your  Chairman  would  like  to  thank  those  members 
of  the  staff  who  have  greatly  contributed  to  the  work  of  this 
committee;  J Richard  Burns,  J.D.,  General  Counsel  and 
Francis  J.  McKee,  J.D.,  Staff  Attorney,  Mrs.  Joan  Grimm 
and  Mrs.  Marion  Lee  who  acted  as  secretaries  to  this 
committee. 

Respectfully  submitted, 

Richard  D.  Eberle,  M.D.,  Chairman 


September  1 976/  New  York  State  Journal  of  Medicine  1 665 


THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
WILL  HOLD  AN  INFORMAL  RECEPTION  IN  HONOR  OF  THE 
PRESIDENT  AND  PRESIDENT-ELECT. 

THE  AMERICANA 

VERSAILLES  BALLROOM  AND  TERRACE 
6:00  P.M.— MONDAY— NOVEMBER  8,  1976 
ALL  DELEGATES  AND  THEIR  WIVES  ARE  CORDIALLY 
INVITED  TO  ATTEND. 
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REPORTS  OF 

PRESIDENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  I approach  the  end  of  a long  and  arduous  twenty 
months  as  your  president,  my  report  will  capsulize  the 
major  issues  and  the  highlights  of  activities  during  my 
stewardship.  At  the  November  1975  Special  Meeting  of 
the  House  of  Delegates,  an  interim  report  was  presented 
outlining  the  malpractice  and  associated  activities.  One 
year  later  these  same  issues  confront  us,  except  that  we  are 
one  year  closer  to  a complete  breakdown  of  the  malpractice 
system. 

Malpractice.  In  January  1976  the  long  awaited  McGill 
Commission  Report  was  published.  Its  recommendations 
reflected  the  seriousness  of  the  malpractice  crisis  and 
echoed  what  we  had  been  saying  all  along.  Since  this  was 
a nonpolitical  body  appointed  by  the  Governor  to  inves- 
tigate all  aspects  of  malpractice  and  make  recommenda- 
tions, we  had  high  hopes  that  the  Governor  and  Legislature 
would  respond  with  legislative  implementation. 

Our  public  relations  program  was  projected  at  the  local 
levels  with  coordination  at  the  headquarters  of  the  Medical 
Society  of  the  State  of  New  York,  thereby  fulfilling  the 
suggestions  of  the  House  of  Delegates.  When  programs 
were  not  forthcoming,  it  became  obvious  that  public  rela- 
tions could  not  be  done  primarily  at  the  local  county  society 
level.  Therefore,  the  council  authorized  employing  the 
firm  of  Lobsenz-Stevens  Inc.  to  spearhead  the  program  and 
to  assist  county  societies  at  the  local  level.  A Sunday 
supplement  in  seven  major  New  York  newspapers  was 
developed  reaching  an  estimated  readership  of  five  million 
people.  Some  five  hundred  newspapers  and  magazine 
articles  on  malpractice  followed.  An  estimated  total  of  two 
hundred  and  twenty  five  broadcasts  and  news  shows  were 
arranged.  Thirty-nine  physicians  were  interviewed  by  the 
news  media.  News  films  were  sent  to  forty-four  stations 
and  recordings  transmitted  to  some  two  hundred  and  fifty 
radio  stations.  In  my  opinion,  Lobsenz-Stevens  did  a re- 
markable job  in  a crash  program  to  alert  the  public  and 
Legislature  of  the  deplorable  malpractice  crisis. 

The  Governor  responded  with  piecemeal  legislative 
proposals  but  did  include  a limitation  of  contingency  fees. 

The  Senate  passed  a more  responsive  legislative  program, 
while  the  Assembly  proceeded  to  emasculate  any  leigslative 
reform  in  both  packages.  The  Legislature  recessed  and 
then  decided  not  to  reconvene  but  to  attend  to  their  cam- 
paigns for  reelection.  Their  insensitivity  to  malpractice 
reform  legislation,  especially  the  hospital  malpractice  crisis, 
was  chided  in  numerous  news  media. 

It  is  obvious  that  some  legislators  will  drag  their  feet  with 
obfuscating  arguments  to  avoid  enacting  reform  legislation 
which  will  affect  their  colleague’s  pocketbook.  Battles  will 
be  won  piecemeal.  The  war  will  not  be  won  until  the  public 
demands  and  obtains  public  accountability  of  our  elected 
officials.  As  litigation  increases  in  product  liability, 
business  and  the  public  will  also  demand  a change  in  the 
inefficient  and  expensive  malpractice  system.  The 
American  Bar  Association  and  other  prestigious  bar  asso- 
ciations recognize  that  the  legal  profession  is  on  trial  and 
are  attempting  to  correct  the  inequities  and  abuses  which 
have  emerged.  Chief  Justice  of  the  Supreme  Court, 
Warren  Burger,  stated  recently  in  his  famous  St.  Paul, 
Minn,  address  on  malpractice: 

“New  ways  must  be  found  to  provide  reasonable 
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compensation  for  injuries  resulting  from  negligence  of 
hospitals  and  doctors,  without  the  distortion  in  the 
cost  of  medical  and  hospital  care  witnessed  in  the  past 
few  years.  This  is  a high  priority.” 

While  we  are  engaging  in  battles  with  our  legislators, 
we  must  use  every  other  means  to  win  the  war  within  the 
democratic  process.  To  this  end  we  have  appointed  an  Ad 
Hoc  Committee  to  explore  the  feasibility  of  countersuits 
in  frivolous  and  malicious  suits.  We  expect  to  report  on 
this  subject  at  the  House  of  Delegates  meeting. 

During  the  past  year  we  have  developed  the  program  on 
Voluntary  Contractual  Binding  Arbitration.  Our  latest 
version  of  the  Office  Edition  and  Guidelines  was  published 
in  July  1976.  These  new  booklets  were  revised  to  meet  the 
objections  of  the  consumers  and  legal  profession  to  avoid 
future  court  tests.  In  spite  of  repeated  memos  and  pre- 
sentations throughout  the  State,  there  are  many  knowl- 
edgeable physicians  who  do  not  understand  the  merits  of 
Voluntary  Contractual  Binding  Arbitration  and  equate  it 
with  the  pretrial  screening  panels.  A Guideline  for  Phy- 
sicians and  Hospitals  explaining  Voluntary  Contractual 
Binding  Arbitration  will  be  sent  with  each  order  of  the 
Office  Edition.  The  McGill  Commission  Recommenda- 
tion # 14  was: 

“Encourage  the  pilot  project  in  voluntary  arbitra- 
tion of  the  Medical  Society  of  the  State  of  New  York 
and  the  Hospital  Association  of  New  York  State  as  an 
innovative  experiment  in  new  procedures  for  prompt 
and  fair  disposition  of  malpractice  claims.” 

Again,  Warren  Burger  recently  commenting  on  the 
need  for  court  reform  stated  that: 

“As  the  work  of  the  courts  increases,  delays  and  cost 
will  rise  and  the  well  developed  forms  of  arbitration 
should  have  wider  use.” 

With  encouragement  from  such  authorities  and  with 
the  cooperation  of  the  prestigious  American  Arbitration 
Association,  we  believe  our  program  is  sound,  in  the  public 
interest  and  will  expand  in  the  coming  years.  It  is  no  so- 
lution to  the  malpractice  problem,  as  we  also  need  drastic 
court  reform,  expanded  injury  prevention  programs  and 
effective  peer  review  of  physician  activities.  A recent  poll 
of  MSSNY  members  responding  found  80%  favoring  ar- 
bitration in  hospitals  and  58%  in  their  offices. 

Government  Relations.  It  is  becoming  increasingly 
evident  that  as  the  Federal  and  State  governments  assume 
a greater  percentage  of  the  health  care  dollar,  medicine  will 
be  subjected  to  increasing  government  regulations  and 
greater  consumer  control.  This  is  a fact  of  life  whether  we 
like  it  or  not,  or  whether  the  end  product  is  a deterioration 
in  personalized  quality  of  care.  The  Health  Systems 
Agencies  (HSA)  are  being  implemented  with  much  con- 
troversy and  minimum  physician  representation.  The 
agencies  will  have  tremendous  power  over  the  health  purse 
strings  and  replace  the  Comprehensive  Health  Planning 
Councils  and  the  Regional  Medical  Programs.  In  spite  of 
our  miniscule  representation,  in  my  opinion,  we  should 
actively  participate  and  guide  the  programs  as  long  as  they 
serve  the  public  interest. 

Our  State  Support  Center  has  been  assisting  the  PSROs 
and  coordinating  their  activities.  There  are  real  conflicts 
between  the  PSROs  and  the  State  Department  of  Health. 
Until  the  basic  conflicts  are  resolved  between  the  various 
agencies  of  HEW — at  the  Federal  level,  we  can  expect  a 
continued  jockeying  for  power.  In  the  meantime,  PSROs 
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must  establish  a credible  track  record  and  perform  their 
assigned  duties. 

The  recently  enacted  Chapter  76  of  the  New  York  State 
Laws  of  1976  establishes  an  important  new  scope*of  bene- 
fits provisions  for  inpatient  surgery,  for  length  of  hospital 
stay  and  for  non-prescription  drugs  in  the  Medicaid  pro- 
gram. The  utilization  requirements  are  especially  onerous 
and  conflict  with  the  Federal  regulations  relating  to  PSRO 
activities.  The  new  Section  2803.1  (d)  of  the  Public  Health 
Law  referring  to  “a  person  designated  by  the  Commissioner 
of  Health”  was  so  worded  to  enable  designation  of  hospital 
utilization  review  committee  members,  PSRO  members, 
etc.  MSSNY  will  contest  some  of  these  regulations  in  the 
courts,  as  they  conflict  with  federal  regulations. 

Our  State  Hospital  Code  is  being  revised  by  regulations. 
For  example,  the  requirements  for  an  institution  to  obtain 
a CAT  Scan  (brain  scan)  or  CT  (total  body  scan)  are  so 
restrictive  that  only  a few  large  institutions  would  qualify. 
How  many  institutions  can  meet  the  requirement  of  “ten 
Board-certified  thoracic,  cardiac,  abdominal,  gynecological 
or  genito-urinary  surgeons?”  Unless  these  requirements 
are  relaxed,  these  issues  may  also  have  to  be  resolved  in  the 
courts. 

The  Professional  Disciplinary  Board  established  by 
statute  in  1975  has  good  representation  by  qualified  phy- 
sicians. Incidences  may  be  reported  directly  or  via  the 
County  Medical  Society.  Donald  C.  Walker,  M.D.,  is 
submitting  a report  on  the  first  year’s  activity  which  offers 
guidelines  for  county  medical  societies. 

Medicare  has  functioned  well  throughout  the  years. 
However,  the  profiles  have  been  gradually  cut  back  in  an 
inflationary  economy  with  rising  professional  overhead, 
leaving  the  patient  with  a larger  dollar  outlay.  Medicaid 
continues  to  be  a disaster  and  is  hopeless  in  New  York  City. 
The  recent  Medicaid  cutbacks  in  elective  surgery,  one  day 
preoperative  and  limited  stay  is  in  violation  of  the  original 
intent  of  the  federal  law. 

MSSNY  Commission  Highlights.  Each  commission 
chairman  will  be  submitting  a detailed  report  of  their 
activities.  Commendations  are  in  order  for  the  chairmen 
and  the  members  of  their  committees:  G.  Rehmi  Denton, 
M.D.,  Commission  on  Medical  Services;  Richard  D.  Eberle, 
M.D.,  Commission  on  Governmental  Affairs;  Keith  O. 
Guthrie,  -Jr.,  M.D.,  Commission  on  Public  Health;  Bernard 
J.  Pisani,  M.D.,  Commission  on  Continuing  Medical  Ed- 
ucation; and  Milton  Rosenberg,  M.D.,  Commission  on 
Insurance  and  Membership  Benefits. 

It  is  my  hope  that  everyone  will  study  the  monumental 
report  on  Maternal  and  Perinatal  Mortality  by  Edward  C. 
Hughes,  M.D.  and  the  excellent  program  for  the  sick 
physician,  chaired  by  LeClair  Bissell,  M.D.  John  H. 
Carter,  M.D.,  again  merits  special  accolades  for  his  con- 
tinued efforts  on  the  Albany  scene. 

Continuing  Medical  Education.  After  many  years 
of  research  and  development  Dr.  Marvin  Bloom’s  Com- 
mittee has  launched  its  Council  representing  MSSNY, 
Specialty  Societies,  Medical  Schools,  State  Department 
of  Health  and  State  Education  Department.  All  of  the 
organizations  have  signed  an  application  for  a charter  as 
a tax  exempt  organization.  Each  specialty  society  is  re- 
quested to  draft  its  specific  criteria  for  continuing  medical 
education.  MSSNY  has  been  designated  by  the  AMA  as 
theaccrediti  g agency  in  New  York  State.  In  the  interim, 
MSSNY  will  proceed  to  implement  its  program,  and 
mandatory  continuing  medical  education,  as  a requirement 


for  membership,  will  be  voted  on  at  the  House  of  Delegates 
Meeting  in  November  1976. 

Woman’s  Auxiliary.  The  Auxiliary  is  our  secret 
weapon.  I have  never  seen  a more  dedicated  group  of 
women.  They  responded  during  the  malpractice  crisis  by 
forming  pools  to  cover  the  railroad  stations  handing  out  our 
circulars,  engaged  in  letter  writing,  telegrams,  and  tele- 
phone call  programs  to  educate  the  public.  Their  legis- 
lative program  was  very  successful.  Their  meetings  were 
well  attended  and  sophisticated.  Their  officers  were 
present  at  every  Council  meeting  and  willingly  responded 
to  our  calls  for  help. 

EMPAC.  It  should  be  evident  that  legislative  activity 
is  most  sensitive  to  political  action.  EMPAC  membership 
increased  considerably  this  past  year,  but  still  has  a long 
way  to  go.  It  has  the  complete  backing  of  MSSNY.  Every 
physician  should  become  a member  of  EMPAC  and  exert 
his  influence  through  the  candidate  of  his  choice. 

News  Media.  Our  Public  Relations  Department  under 
Guy  D.  Beaumont  has  responded  to  our  requests  and  has 
been  most  helpful  in  developing  the  arbitration  materi- 
al. 

While  they  were  not  the  primary  PR  in  our  crash  pro- 
grams, they  were  the  back  up  force  and  did  much  of  the 
nuts  and  bolts  work.  Our  future  programs  will  probably 
be  geared  more  to  inhouse  activity. 

One  of  the  most  pleasant  surprises  was  our  relations  with 
the  news  media.  Many  have  said  the  press  is  against  or- 
ganized medicine.  My  experience  was  just  the  opposite. 
The  press  and  news  media  were  magnificent  during  our 
crises.  They  were  fair  and  presented  a battle  page  ap- 
proach which  is  their  job.  Aside  from  the  overreaction  to 
the  misinformation  on  “unnecessary  surgery,”  which 
emanated  from  Washington,  their  motives  were  to  present 
factual  information  rather  than  sensationalism.  To 
counteract  this  overreaction  the  news  media  went  out  of 
their  way  to  make  time  available  for  rebuttal.  The  ex- 
planation is  simply  stated — Never  take  a public  position 
on  an  issue  unless  the  preponderance  of  evidence  is  in  the 
public  interest.  This  was  our  basic  premise  and  probably 
explains  our  news  media  support.  My  sincere  thanks  to 
the  news  media — they  have  convinced  me  that  freedom  of 
the  press  should  be  preserved  as  a precious  safeguard  in  a 
democratic  society. 

Assessment  of  Activities.  On  assuming  office  in 
March  1975  our  State  Society  was  divided  over  malprac- 
tice. Crisis  committees  were  forming  among  the  high  risk 
malpractice  premium  specialists,  and  their  action  was 
understandable.  We  have  tried  hard  to  resolve  our  dif- 
ferences, and  believe  we  are  now  united  on  the  same  wave 
length. 

While  our  Medical  Liability  Mutual  Insurance  Company 
is  not  a State  Medical  Society  function,  it  is  our  baby.  We 
conceived,  nurtured,  and  financed  it.  MLMIC  is  now  a full 
Hedged  insurance  company  of  almost  one  hundred  million 
dollars.  Every  insurance  company  is  vulnerable  in  the 
present  malpractice  climate.  Our  physician  representa- 
tives on  the  Board  of  Directors  and  those  who  are  officers 
deserve  our  gratitude  and  are  carefully  observing  sound 
business  and  insurance  principles.  If  we  had  not  organized 
MLMIC,  our  malpractice  premiums  would  be  twice  the 
present  exhorbitant  rate. 

Our  departments  functioned  smoothly.  Richard  Burns, 
J.D.,  and  Francis  McKee,  J.D.,  responded  to  requests  for 
legal  opinions  and  maintained  a continual  How  of  pertinent 
legal  articles.  Ernest  Mattison  of  Research  and  Planning 
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conducted  the  computerized  opinion  polls  and  developed 
studies  on  data  processing  services  and  public  relations. 
George  J.  Lawrence,  Jr.,  M.D.  kept  a tight  rein  on  the 
public  health  and  continuing  education  programs.  Morton 
N.  Chalet  and  Charles  Aswad,  M.D.  coordinated  the  State 
Support  Center  for  PSROs  and  tried  to  decipher  HEW’s 
mysterious  regulations.  Max  N.  Howard,  M.D.  deserves 
a special  bouquet  by  acting  as  arbiter  for  the  specialty  so- 
cieties and  government  agencies. 

Our  Quality  Criteria  Predictors  of  Hospital  Care  were 
the  basic  manual  used  by  the  Brooklyn-Long  Island 
Chapter  of  the  American  College  of  Surgeons  in  their  study 
on  unjustified  surgery.  It  was  the  only  quantified  study 
available  to  statistically  refute  the  unscientific  and  highly 
publicized  24%  unnecessary  surgery  released  from  the  Moss 
Committee  on  Oversight  and  Investigation  of  the  House 
of  Representatives. 

We  are  pleased  that  the  Continuing  Medical  Education 
program  is  off  the  ground,  and  that  the  Physicians  Com- 
mittee for  the  sick  physician  is  available  to  aid  our  physi- 
cians. 

We  are  disappointed  that  the  malpractice  crisis  is  not 
solved  and  that  the  continued  spiralling  costs  have  not  been 
interrupted.  It  is  not  because  we  did  not  try,  but  because 
of  weaknesses  in  our  democratic  process  which  will  require 
mobilization  of  a larger  segment  of  the  population  to  force 
changes  on  some  of  our  reluctant  legislators. 

The  barrage  of  legislation  and  regulations  emanating 
from  Washington  and  Albany  requires  constant  monitoring 
and  assessment  of  its  effect  on  patient  care  and  the  prac- 
ticing physician.  Martin  J.  Tracey,  J.D.,  of  MSSNY  and 
Gerard  Conway,  J.D.,  of  our  Albany  law  firm  performed 
above  and  beyond  the  call  of  duty  by  keeping  us  appraised 
of  current  activities. 

We  are  disappointed  that  our  Empire  State  Medical, 
Scientific  and  Educational  Foundation  did  not  respond  to 
opportunities  to  serve  our  colleagues.  We  hope  the 
Foundation  will  be  stimulated  to  increased  activities  in  the 
future. 

President's  Activities.  During  my  stewardship  it  was 
my  privilege  to  visit  county  and  district  medical  societies, 
other  state  medical  societies,  medical  schools,  American 
Bar  Association  “think  sessions,”  woman’s  auxiliary  and 
community  groups.  It  has  been  an  exciting  challenge. 
Radio,  television,  and  press  conferences  were  part  of  the 
daily  routine  during  the  many  crisis  periods.  Weekends 
were  spent  reading  and  writing  reports.  Social  activities 


were  replaced  by  “think  sessions.”  It  has  been  strenuous 
mental  exercise  and  has  kept  my  reflexes  alert  in  con- 
ducting my  surgical  practice.  It  has  been  an  opportunity 
to  see  a good  cross  sect  ion  of  American  medicine,  to  meet 
the  very  fine,  dedicated  men  in  medicine,  and  to  make 
many  new  friends.  It  has  been  a rewarding  experience  to 
serve  as  your  steward  during  these  many  months. 

Observations.  May  I take  a moment  to  make  a few 
observations.  There  are  times  when  policy  decisions  must 
be  made,  and  I have  often  thought  how  reassuring  it  would 
be  to  have  a President’s  Advisory  Committee  to  call  on  to 
obtain  a consensus  of  opinion.  The  Council  agenda  is 
heavy,  at  times  we  are  unable  to  complete  the  scheduled 
work  and  scarcely  an  appropriate  time  for  a think  ses- 
sion. 

From  my  vantage  point,  MSSNY  and  the  AM  A are 
doing  an  incredible  amount  of  work  on  the  physician’s 
behalf.  We  need  them  in  these  troubled  times,  otherwise, 
we  would  be  overwhelmed  by  the  maze  of  government 
legislation  and  regulations. 

Furthermore,  I would  like  to  reassure  you  that  MSSNY 
has  a great  staff.  Everyone  has  been  courteous,  eager  to 
help  and  efficient  in  performing  their  functions.  Henry 
Fineberg,  M.D.  and  Edward  Siegel,  M.D.  and  the  staff  are 
a great  team  and  render  tremendous  service  to  our  mem- 
bers. Words  cannot  express  my  respect  and  deep  appre- 
ciation to  our  girls  Clara  Wald  and  Dorothy  Zoltowski  who 
made  work  such  a pleasure  at  MSSNY  Headquarters. 

MSSNY  made  an  excellent  choice  in  selecting  George 
L.  Collins,  Jr.,  M.D.,  to  be  the  incoming  President.  He  is 
a leader  and  dedicated  to  serving  his  profession.  He  is  one 
of  the  most  knowledgeable  physicians  in  the  State,  is  an 
articulate  speaker,  an  arduous  worker  and  will  represent 
the  profession  in  a forceful  manner.  His  support  during 
my  term  of  office  has  been  a source  of  great  strength.  It 
has  been  a pleasure  to  work  with  him.  We  all  wish  him  well 
and  extend  our  congratulations  and  support. 

In  closing,  if  my  administration  has  met  the  many 
challenges  of  the  times,  it  has  been  accomplished  by 
standing  on  the  shoulders  of  the  dedicated  men  in  medicine 
who  have  provided  the  expertise  for  inductive  reasoning, 
judgmental  decisions,  and  structural  visualization  to  pre- 
ceive  future  events.  May  I again  express  my  deep  appre- 
ciation for  your  cooperation  and  confidence  and  the  priv- 
ilege of  serving  you. 

Respectfully  submitted 

Ralph  S.  Emerson,  M.D.,  President 
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SECRETARY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  secretary  reports  as  follows  for  the  year  1975- 
1976. 

House  of  Delegates.  An  edited  version  of  the  minutes 
of  the  1975  House  of  Delegates’  meeting  was  transmitted 
to  the  New  York  State  Journal  of  Medicine  and  was  pub- 
lished in  the  September  1975  issue,  Vol.  75,  No.  11.  Ver- 
batim minutes  of  the  1975  annual  meeting  of  the  House, 
including  the  reconvened  session  in  April,  are  on  tile  at  the 
headquarters  office.  Matters  referred  by  the  House  of 
Delegates  to  the  Council  were  reported  to  the  Council  by 
the  secretary  in  April  1975.  Instructions  of  the  House  of 
Delegates  were  referred  by  the  executive  vice-president  to 
the  appropriate  officers,  committee  chairmen,  division 
directors,  and  other  persons.  A “Resume  of  Instructions 
of  the  House  of  Delegates  and  Actions  Thereon  by  the 
Council,  Board  of  Trustees,  Officers,  and  Committee 
Chairmen"  is  being  prepared.  It  will  record  the  final  dis- 
position of  the  instructions  of  the  House  as  reported  at  the 
time  of  publication  of  the  annual  reports. 

Council,  Executive  Committee,  Board  of  Trustees, 
and  Judicial  Council.  The  Secretary  has  sent  notices  of 
the  meetings  of  the  Council,  the  Board  of  Trustees,  and  the 
Executive  Committee  and  has  also  reported  Executive 
Committee  actions  to  the  Council.  The  office  of  the  gen- 
eral counsel  has  sent  notices  in  the  secretary’s  name  of 
meetings  of  the  Judicial  Council  held  in  April  1976  and 
June  1976.  If  it  is  necessary  to  send  notices  of  any  further 
Judicial  Council  meetings,  that  fact  will  be  recorded  in  the 
secretary’s  supplementary  report. 

Membership.  At  its  meetings  in  April,  June,  Sep- 
tember, October,  and  December  1975  and  in  February, 
March,  April,  and  May  1976,  the  Council  approved  re- 
quests by  county  medical  societies,  presented  by  the  Sec- 
retary, for  remission  of  dues  of  243  members  (236  active 
and  7 junior)  because  of  illness,  financial  hardship,  or 
military  service.  Membership  figures  for  the  period  ending 
October  31, 1976  will  be  presented  in  a supplementary  re- 
port. They  will  reflect  any  additional  dues  remissions 
approved  by  the  Council  in  June,  September,  and  October 
1976,  as  well  as  the  243  mentioned  above. 

From  April  1975  through  May  1976,  the  county  medical 
societies  submitted  and  the  Secretary  presented  to  the 
Council  the  names  of  594  applicants  for  election  to  life 
membership,  and  the  Council  elected  them  at  the  meetings 
of  April,  June,  September,  October  and  December  1975 
and  of  February,  March,  April  and  May  1976.  The  list  of 
life  members  elected  during  the  above  stated  period  fol- 
lows. 

Michael  G.  Abbott,  Buffalo 
Louis  A.  Abelson,  Yonkers 
Neuman  Aberfeld,  New  York  City 
David  Abisch,  Newfield 
Cecil  Abraham,  Pelham  Manor 
Kurt  A.  Adler,  New  York  City 
Sidney  Aiken,  Massena 
Samuel  Allentuck,  New  York  City 
Jacob  Altman,  New  York  City 
Rudolph  Amyot,  Waterford 
Theodore  A.  Atlas,  Staten  Island 
Gustave  Aufricht,  New  York  City 
George  F.  Auwarter,  Woodhaven 
Charles  T.  Azzara,  Floral  Park 


Michael  John  Badeen,  Millerton 

Lauchlin  J.  Baker,  Ogdensburg 

Hyman  S.  Barahal,  Brightwaters 

Anthony  J.  Barranco,  Brooklyn 

Sara  Bass,  New  York  City 

Edward  Bastiks,  Poughkeepsie 

Edgar  H.  Bates,  Douglaston 

Harry  A.  Beckenstein,  Brooklyn 

Leonard  William  Benedetto,  Sloatsburg 

Bernard  Benjamin,  Brooklyn 

William  Louis  Bennett,  Cold  Spring  Harbor 

Catharine  D.  Bentley,  Syracuse 

Albert  T.  Berg,  Staten  Island 

David  Bergstein,  Miami  Beach,  Florida 

Melvin  Berlind,  Brooklyn 

Duncan  L.  Best  Middleburgh 

Alexander  Birkle,  New  York  City 

David  Birnbaum,  Brooklyn 

Roger  W.  Blaisdell,  Wellsville 

Harris  Blinder,  The  Bronx 

Hyman  Blume,  The  Bronx 

Margaret  Blumenfeld,  Brooklyn 

Fred  Bock,  Jamaica 

Vincent  I.  Bonafede,  Mt.  Morris 

Frank  J.  Borrelli,  Yonkers 

Frederick  William  Bowers,  New  Rochelle 

Warner  F.  Bowers,  Huntington 

Max  Brahms,  Brooklyn 

Manfred  Braun,  New  York  City 

Burtis  B.  Breese,  Rochester 

Charles  Edward  Brennan,  Brooklyn 

Frederick  D.  Bridge,  New  York  City 

Henry  Briggin,  Staten  Island 

Henry  J.  Brock,  Buffalo 

Thelma  Brock,  Buffalo 

Nathan  Brodie,  Brooklyn 

Keeve  Brodman,  New  York  City 

W’inifred  Bronson,  The  Bronx 

Abraham  Brookner,  The  Bronx 

Wilbur  Starr  Brooks,  Syracuse 

DeWitt  C.  Brown,  Stony  Brook 

Howard  G.  Bruenn,  New  York  City 

Saul  Brustein,  Brooklyn 

Loftus  Laramour  Bryan,  Clinton 

Joseph  J.  Bryla,  Utica 

Murray  W.  Buchbinder,  Jamaica 

Samuel  H.  Bumble,  Brooklyn 

Thomas  L.  Burns,  Sebring,  Florida 

William  H.  Button,  Jr.,  New  York  City 

Ignatius  M.  Byrner,  Brooklyn 

Stanley  M.  Bysshe,  Southbury,  Connecticut 

James  A.  Carleo,  Brooklyn 

Mark  Carpati,  New  York  City 

Alvin  R.  Carpenter,  Binghamton 

Thomas  C.  Case,  New  York  City 

Ramon  Castroviejo,  New  York  City 

John  P.  Cava,  Valley  Stream 

Joseph  F.  Cavaliere,  Brooklyn 

Michael  Chaplik,  New  York  City 

Andrew  J.  Charters,  Buffalo 

Herbert  Chasis,  New  York  City 

Morris  J.  Chernak,  The  Bronx 

Abraham  J.  Cheron,  Brooklyn 

Morris  P.  Chester,  New  York  City 

Harold  M.  Childress,  Jamestown 

Edward  Patterson  Childs,  Edgartown,  Massachusetts 

Isaac  Chomski,  New  York  City 

John  A.  Cinelli,  New  York  City 

Paul  C.  Clark,  Fayetteville 

Orris  W.  Clinger,  Penfield 

Herbert  S.  Coe,  Cheektowaga 

Samuel  R.  Cohan,  Lawrence 

Fred  Cohen,  Brooklyn 
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Henry  Cohen,  Brooklyn 

James  P.  Cole,  Buffalo 

Joseph  G.  Cole,  Mt.  Vernon 

Stuart  V.  Collins,  Elmira 

Crispin  Cooke,  Huntington 

Ruth  F.  Copeland,  Peru 

Martin  J.  Coyne,  Geneva 

Lawrence  Q.  Crawley,  New  York  City 

Joseph  V.  Cresci.  Brooklyn 

John  P.  Crosby,  Lockport 

James  L.  Crossley,  Watertown 

Edward  D.  Dake,  Rome 

John  Nicol  Daly,  Rochester 

Sylvester  R.  Daly,  Pearl  River 

Michael  W.  Damato,  Malverne 

Andrew  J.  Damin,  Yonkers 

Elliot  Danforth,  Sidney 

Harold  Dangerfield,  Staten  Island 

Dante  P.  Dapalonia,  New  York  City 

C.  Douglas  Darling,  Ithaca 

Jeff  Davis,  New  York  City 

Patrick  H.  DeCanio,  Long  Island  City 

Frank  L.  DeFurio,  Auburn 

John  E.  Deitrick,  Bronxville 

Louis  S.  Del  Bello,  Hamburg 

Ralph  Edward  Delbridge,  Rochester 

Angelo  S.  D'Eloia,  Penfield 

Dominic  R.  DeLorenzo,  Yonkers 

Vincent  A.  Delvecchio,  Whiting,  New  Jersey 

Robert  W.  Dennis,  Herkimer 

Anthony  W.  DeVito,  Brooklyn 

Peter  P.  H.  Di  Brienza,  Brooklyn 

John  Nelson  Dill,  Yonkers 

Ralph  T.  DiPace,  Tarrytown 

William  Director,  New  York  City 

Edward  I.  D'Orsogna,  Binghamton 

Roy  G.  S.  Dougall,  Cobleskill 

Albert  H.  Douglas,  Jamaica 

Edwin  H.  Douglass,  Jr.,  Newburgh 

Richard  A.  Downey.  Buffalo 

Joseph  J.  Drago,  Long  Island  City 

Ralph  C.  Drews,  Pelham 

Irving  Durk,  New  York  City 

Dag  Egede-Nissen,  White  Plains 
Harry  Ehrlich.  Brooklyn 
Joseph  C.  Ehrlich,  The  Bronx 
Jacob  Eisenberg,  Malverne 
Emanuel  Z.  Epstein,  New  York  City 

Matthew  E.  Fairbank,  Honeoye  Falls 
Joseph  G.  Falk,  Flushing 
Charles  R.  Feingold,  Brooklyn 
Isidore  S.  Feinstein,  The  Bronx 
Fred  Feldman.  Oneida 
Philip  M.  Feldman,  Middletown 
Gerhard  K.  Feldmann.  Rochester 
Ernest  Feldmar,  New  York  City 
Julius  C.  Felicetti,  Glen  Head 
Nathan  M.  Fenichel,  Brooklyn 
Joseph  D.  Ferrara,  New  York  City 
Louis  R.  Ferraro,  Garden  City 
Julia  Fischler,  The  Bronx 
Wilbur  J.  Fisher,  Kenmore 
Wilmer  Price  Fitch,  Mamaroneck 
Milton  E.  Flax,  White  Plains 
Charles  H.  Fliegelman,  New  York  City 
Joseph  Fogel,  Long  Island  City 
Edwin  J.  Foley,  New  York  City 
Margot  L.  Forbes,  Herkimer 
Morris  J.  Frank,  Beacon 
Arthur  N.  Frankel,  New  York  City 
Bernard  Fread,  New  York  City 
Robert  P.  Freeman,  Brooklyn 


Emanuel  Freund,  Haverstraw 
Meyer  Friedenson,  New  York  City 
Harry  S.  Friedlander,  Rego  Park 
Harry  M.  Friedman,  Utica 
Joseph  J.  Friedman,  New  York  City 
Max  Friedman,  Forest  Hills 

Jacob  H.  Gabbay,  New  York  City 

Joseph  A.  C.  Gabriels,  Albany 

Irvine  E.  Gage,  Albany 

Julius  P.  Gale,  Lindenhurst 

J.  Savin  Garber,  Jamaica 

Hyman  I.  Gardner,  Brooklyn 

Henry  T.  Gaynin,  New  York  City 

Sidney  S.  Gaynor,  New  York  City 

Anthony  B.  Gedroiz,  Saranac  Lake 

Robert  H.  Gelder,  Sidney 

Maxwell  L.  Gelfand,  New  York  City 

Victor  Genco,  Centerport 

Samuel  J.  Gerace,  Batavia 

Frederick  J.  Gerstel,  New  York  City 

Alice  L.  A.  Gilbert,  New  York  City 

Benjamin  Ginsberg,  Brooklyn 

Jacob  R.  Ginsberg,  Brooklyn 

Joseph  R.  Giunta,  Olean 

Herman  Glassman,  Jackson  Heights 

Oscar  S.  Glatt,  Long  Beach 

Arthur  W.  Glick,  New  York  City 

Richard  H.  Godwin,  Garden  City 

Leon  Goldberg,  New  York  City 

Max  Goldberg,  Ozone  Park 

Morris  A.  Goldberg,  The  Bronx 

Maurice  F.  Goldfinger,  Brooklyn 

George  S.  Goldman,  New  York  City 

Jacob  Goldsmith,  New  York  City 

Bernard  Goldstein,  The  Bronx 

Stuart  A.  Good,  Buffalo 

Louis  Goodkin,  New  York  City 

Ricardo  L.  Gorbea,  New  York  City 

Harry  Gordimer,  The  Bronx 

Arthur  Gordon,  Woodside 

Benjamin  S.  Gordon,  Whitestone 

Ernest  F.  Gordon,  Yonkers 

Meyer  Gorin,  Rochester 

Goulaz  B.  Goulazian,  Fort  Lee,  New  Jersey 

John  F.  Grady,  New  York  City 

Charles  M.  Graney,  Batavia 

Henry  Greenberg,  Lindenhurst 

Sideny  M.  Greenberg,  Old  Westbury 

Irving  Greenfield,  Woodmere 

Nathan  S.  Grosof,  Brooklyn 

William  S.  Grosof,  Brooklyn 

John  G.  Grozine,  White  Plains 

Anna  Grudzinsky,  Midland  Park,  New  Jersey 

Fred  S.  Grunwald,  Bayside 

John  E.  Gundy,  Rye 

Max  J.  Halperin,  Flushing 
Nathaniel  P.  Halpern,  The  Bronx 
Kenneth  0.  Hamlin,  DeRuyter 
Irving  L.  Handin,  Elmira 
Elmore  G.  Harkness,  Wellsville 
Archie  M.  Harris,  Rockville  Centre 
Milton  S.  Hartman,  Jamaica 
David  Hauptman,  Brooklyn 
Hyman  A.  Hauptman,  Brooklyn 
Emeline  Place  Hayward,  Kingston 
Stuart  C.  Heaton,  New  York  City 
Bernard  C.  Hecht,  White  Plains 
Norman  Heilbrun,  Buffalo 
Albert  E.  Held,  Brooklyn 
Saul  I.  Heller,  New  York  City 
Milton  Helpern,  New  York  City 
Gordon  M.  Hemmett,  Rochester 
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Joseph  Herman,  Poughkeepsie 
Robert  A.  C.  Herron,  Delmar 
Henry  J.  Herzog,  Lockport 
John  Mark  Hiebert,  New  York  City 
Augustus  H,  Hillman,  Elmira 
Eva  Ho,  New  York  City 
Thomas  C.  Hobbie,  Sodus 
Louis  Hoffner,  Lawrence 
Frederick  Hollenberg,  Middletown 
Joseph  D.  Hoppin,  New  York  City 
Timothy  J.  Howard,  Newport 
Nusyn  Huberman,  Brooklyn 
Edward  C.  Hughes,  Jamesville 
Arthur  B,  Hyman,  New  York  City 

Louis  John  Iacovino,  Cortland 
Jed  Hotchkiss  Irvine,  New  York  City 

Morton  A.  Jacobson,  Hastings-on-Hudson 
Kenneth  C.  Jahraus,  Sun  City,  Arizona 
George  A.  Jervis,  Thiells 
George  Jaspin,  Manhasset 
R.  Kenneth  Johnson,  Williamsville 
Harold  T.  Joyce,  Brooklyn 

Paul  Kahn,  New  York  City 
Arthur  Kalish,  Richmond  Hill 
Nolan  L.  Kaltreider,  Rochester 
Manasseh  Kamen,  Brooklyn 
Sanford  Kaminester,  Kew  Gardens 
James  G.  Kanski,  Sr.,  Buffalo 
William  W.  Kaplan,  Greenport 
Alexander  Karetzky,  Brooklyn 
Abraham  Karger,  The  Bronx 

I.  Herbert  Katz,  Syracuse 
Hans  Kaunitz,  New  York  City 
Charles  Kavovit,  The  Bronx 
Martin  L.  Kaye,  New  York  City 
Joseph  Kazak,  Rome 

John  J.  Keefe,  Middletown 
Lansing  H.  Keeler,  Jamaica 
Robert  J.  Keenan,  New  Rochelle 
LeMoyne  C.  Kelly,  New  York  City 
Michael  Kenney,  Brooklyn 

J.  Frederick  Kenzie,  Hammondsport 
Norvin  C.  Kiefer,  The  Bronx 
Gustin  T.  Kiffney,  Laurelton 

John  C.  Kinzly,  North  Tonawanda 

Irving  Kittell,  Big  Spring,  Texas 

Broino  Kiveloff,  New  York  City 

Elmer  A.  Kleefield,  Forest  Hills 

Alfred  D.  Klein,  Hallandale,  Florida 

Leonard  Klein,  Rego  Park 

Samuel  H.  Klein,  West  Redding,  Connecticut 

Sidney  J.  Kohle,  Lehighton,  Pennsylvania 

Harry  Konterwitz,  Long  Island  City 

Aaron  Kramer,  Brooklyn 

Alexander  Krasnitz,  Newburgh 

Hans  Kraus,  New  York  City 

Murray  Krone,  Brooklyn 

Nathaniel  T.  Kwit,  New  York  City 

G.  Charles  LaBelle,  Rome 
Arnold  Lam,  New  York  City 
Peter  LaMariana,  Muttontown 
John  Lanzkron,  Albany 
E.  Alan  Larkin,  Amenia 
Jaun  Larralde,  New  York  City 
Anthony  LaRusso,  Binghamton 
Mortimer  A.  Lasky,  Forest  Hills 
William  LaVine,  Teaneck,  New  Jersey 
Vera  H.  Layton,  Jamaica 
Phillip  E.  Lear,  New  Hyde  Park 
Vito  S.  Lee,  Utica 

Arthur  Lee-Roy,  Pompano  Beach,  Florida 


Jack  Lehner,  Kingston 

Wilhelmina  Lendl-Varady,  Canastota 

David  L.  Lerner,  Syosset 

Charles  D.  Levein,  Brooklyn 

David  J.  Levin,  Brooklyn 

Leroy  Levinson,  Rego  Park 

Louis  Levinstim,  Brooklyn 

Harry  Levitt,  Syracuse 

David  M.  Levy,  New  York  City 

Matthew  Z.  Levy,  Brooklyn 

Tadeusz  J.  Lewandowski,  Snyder 

Anoch  H.  Lewert,  Jamaica 

Frances  Lewis,  Jamaica 

Abraham  Liberthson,  Buffalo 

Edwin  R.  Linwood,  Rockville  Centre 

Ping  P.  Liu,  Elmira 

Saul  Livant,  The  Bronx 

Carmyn  J.  Lombardo,  New  York  City 

George  F.  Long,  Little  Neck 

Karl  Lowy,  Webster 

Irwin  I.  Lubowe,  New  York  City 

Jean  A.  Luke,  New  York  City 

Charles  Lovejoy  Lumb,  New  York  City 

Donald  R.  Lyon.  Middleburgh 

Ernst  F.  Lyon,  Forest  Hills 

Hyman  C.  Lyons,  Ridgewood 


Daniel  P.  Mahoney,  Troy 

Stephen  Major,  Binghamton 

Paul  K.  Maloney,  Brooklyn 

William  A.  E.  Maloney,  Brooklyn 

Cyril  H.  March,  New  York  City 

George  H.  Marcy,  Buffalo 

Harry  L.  Margulies,  The  Bronx 

Armand  A.  Marinelli,  Yonkers 

Rocco  J.  Martoccio,  Utica 

Frederick  N.  Marty,  Syracuse 

Joseph  R.  Mascaro,  Utica 

Charles  E.  May,  Kenmore 

Helene  D.  Mayer,  New  York  City 

Ludwig  Mayer,  Canandaigua 

Raymond  J.  McCarthy,  Buffalo 

A.  Parks  McCombs,  Sarasota,  Florida 

George  C.  McEachern,  Forest  Hills 

John  N.  McEachren,  Fairport 

Agnes  Irene  McFaul,  New  York  City 

Harold  F.  McGovern,  Fulton 

Oswald  J.  McKendree,  Whitesboro 

DeWitt  C.  Mead,  Fulton 

Charles  Lowell  Medd,  Manhasset 

Edward  Meister,  Franklin  Square 

Carmine  Melore,  Brooklyn 

Emanuel  Mendelson,  Brooklyn 

John  W.  Messineo,  Brooklyn 

Frank  Meyers,  Tonawanda 

Israel  Miller,  Brooklyn 

M.  Edward  Miller,  -Jeffersonville 

Saul  M.  Miller,  Flushing 

Reuben  H.  Minars,  Woodmere 

George  Norris  Miner,  North  Tonawanda 

Bernard  E.  Mishuris,  Ft.  Lauderdale,  Florida 

I.  Edward  Mistretta,  Baldwin 

Michal  Mitchell,  Beechhurst 

-James  Russell  Montgomery,  Scarsdale 

Anthony -I.  Morreale,  Middletown 

Samuel  Morrock,  Brooklyn 

Robert  F.  Moseley,  -Jr.,  Kingston 

-John  F.  Mosher,  Albany 

Melvin  I).  Moskowitz,  Islip 

William  Moskowitz,  Brooklyn 

Ignatius  Joseph  Murnane,  Albany 

John  G.  Mussio,  Brooklyn 
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J.  Ernest  Nadler,  Kew  Gardens 
Griswold  P.  D.  Nammack,  Locust  Valley 
Rosa  Lee  Nemir,  Brooklyn 
Roland  P.  Nesi,  Brooklyn 
Henry  Newfield,  The  Bronx 
Paul  V.  Newland,  Norwich 
Albert  B.  Newman,  Woodmere 
Nathan  W.  Newman,  Massapequa 
Ellen  M.  Nicholson,  New  York  City 
Leonard  M.  Niesen,  Hudson 
James  E.  Noonan,  Yonkers 
Bela  A.  Nyari,  New  York  City 

Frank  H.  O’Brien,  Green  Island 
Bernard  Osiek,  Port  Chester 
Felix  Ottaviano,  Canastota 

Carl  Raynold  Palmer,  New  York  City 
Vaclovas  Paprockas,  Richmond  Hill 
Nicholas  F.  Parise,  Brooklyn 
Thomas  J.  Parks,  New  York  City 
Meyer  J.  Pasekoff,  The  Bronx 
Warren  James  Pashley,  Cortland 
Sewall  M.  Pastor,  Huntington 
Howard  A.  Patterson,  New  York  City 
Louis  Pellegrino,  Patchogue 
Patrick  F.  Pender,  Barneveld 
Luis  Perelman,  New  York  City 
Abraham  H.  Perman,  The  Bronx 
Harmon  H.  Perry,  Port  Chester 
Andrew  Peto,  New  York  City 
Nicholas  N.  Petrochko,  Endwell 
Eufelia  Pingitore,  Tenaflv,  New  Jersey 
Frances  Pizitz,  New  York  City 
Harold  J.  Platz,  Minoa 
Aaron  Pliss,  Buffalo 
Philip  Polatin,  New  York  City 
Julius  H.  Pollock,  The  Bronx 
Adolph  Posner,  New  York  City 
George  J.  Primavera,  Brooklyn 
Theodore  R.  Proper,  Newburgh 
Joseph  R.  Provenzano,  Hewlett 

Frank  A.  Quattromani.  The  Bronx 

Jacob  Rabinovich,  Brooklyn 

Rudolf  Radna,  The  Bronx 

Victor  H.  Raisman,  Kew  Gardens 

Henry  Rapaport.  Whitney  Point 

Emanuel  M.  Rappaport,  Jamaica 

S.  Jerome  Rauch,  The  Bronx 

Bronson  S.  Ray,  New  York  City 

Paul  M.  Read,  Adams 

Herbert  R.  Reitz,  Venice,  Florida 

R.  Virginia  Richter.  Lancaster 

Charles  VV.  Rieber,  Roslyn 

Anthony  F.  Rizzo,  Rochester 

John  F.  Rogers,  Poughkeepsie 

John  J.  Rooney,  Jr.,  Nyack 

Charles  A.  Rose,  Hornell 

Joseph  Rosenberg,  Buffalo 

David  R.  Rosendale,  Chadwicks 

Hyman  S.  Rosenfeld,  Brooklyn 

Alexander  H.  Rosenthal.  Great  Neck 

Dominick  F.  Rossi.  Babylon 

Philip  Rossman,  Port  Chester 

Edward  C.  Rozek.  Eggertsville 

Valeska  R.  Roziskev.  East  Rochester 

Albert  A.  Rubell,  New  York  City 

Herman  Rubinstein,  Long  Island  City 

James  Rudel,  Elmhurst 

Julius  Rudnick,  Valley  Stream 

Henry  A.  Rusch.  Jr.,  New'  York  City 

Jeremiah  E.  Ryan,  Binghamton 

William  J.  Ryan,  New  Smyrna  Beach.  Florida 


Francisca  Federica  Sales,  New  City 

Nina  Samilov,  New  York  City 

I Peter  Sanders,  New  York  City 

Esterino  E.  Santemma,  Hempstead 

Edward  Santora,  Jackson  Heights 

Isidore  Sarner,  Long  Island  City 

Herman  H.  Sawicky,  New  Rochelle 

Aron  A.  Schlachter,  New  York  City 

Frederick  G.  Schnabel,  Henrietta 

Max  Schoenberg,  The  Bronx 

Lewis  E.  Schottenfeld,  Brooklyn 

Daniel  P.  Schultz,  Port  Jervis 

Paul  Schultze,  Jr.,  Albany 

Joseph  H.  Schwab,  Woodhaven 

Joseph  Schwartzman,  Brooklyn 

Eugene  E.  Schwarz,  New  York  City 

Simon  Schwarz,  New  York  City 

Adolph  G.  Scileppi,  Glendale 

Samuel  B.  Scott,  South  Chatham,  Massachusetts 

Herman  J.  Segaul,  Tamarac,  Florida 

Jacob  M.  Seibel,  Tamarac,  Florida 

Jesse  Louis  Serby,  Dewitt 

Myron  F.  Sesit,  New  York  City 

Harry  Shapiro,  Vestal 

Lester  Shapiro,  New  York  City 

Henry  C.  Shaw,  Rochester 

William  I.  Sheinfeld,  Jamaica 

Israel  H.  L.  Shlefenstein,  Brooklyn 

Charles  Shornstein,  The  Bronx 

Hyman  M.  Siegle,  Brooklyn 

Irmgard  Siemund,  New  York  City 

Leo  Sigal,  Bayside 

W.  Beryl  Silberblatt,  New  York  Ctiy 

Joseph  S.  Silverberg,  Brooklyn 

Reuben  B.  Silverstein,  South  Ozone  Park 

James  Q.  Simmons,  Jr.,  New  York  City 

Henry  M.  Singer,  New  York  City 

Augusta  Skodnick,  Savannah,  Georgia 

Samuel  G.  Smartt,  Jamaica 

Dean  D.  Smith.  Binghamton 

Warren  S.  Smith.  Kenmore 

Raymond  D.  Snyder.  Corinth 

Ward  A.  Soanes,  Kenmore 

Ben  Sobel,  Binghamton 

David  I.  Solomon,  The  Bronx 

Saul  Solomon,  New  York  City 

George  Soloway,  Brooklyn 

Harry  Sonnenschein,  Old  Bridge,  New  Jersey 

Frank  A.  Spellman,  White  Plains 

Alton  J.  Spencer,  Amsterdam 

Anna  R.  Spiegelman,  New  York  City 

Harry  Spiegelman.  Kenmore 

William  C.  Spitz,  Brooklyn 

John  F.  Spranz,  Au  Sable  Forks 

Alfred  Stallmeister,  Forest  Hills 

Arnold  Stanton,  Richmond  Hill 

William  Stark,  Jamaica 

Emanuel  Stein,  New  York  City 

Morris  Steiner.  Brooklyn 

Arthur  B.  Stern.  Brooklyn 

Charles  Stern.  Jamaica 

Edw'ard  A.  Stern,  Valley  Center,  California 

George  S.  Stern,  The  Bronx 

Kaethe  D.  Stern,  Ridgewood 

Seymour  H.  Stern.  Brooklyn 

Abraham  A.  Sternbach.  Eastchester 

John  B.  Stevens.  Syracuse 

Edward  D.  Stevenson,  Newark 

William  N.  Stok,  Flushing 

Elizabeth  D.  Strauss,  New  York  City 

J.  Raymond  Strauss,  Woodside 

George  J.  Strully,  West  Islip 

Charles  T.  Sullivan.  Rochester 

Andrew  J.  Summa,  Watertown 
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Succorso  A.  Suriano,  The  Bronx 
David  J.  Surrey,  Smithtown 
Harry  Sussman,  Staten  Island 
Charles  J.  Sutro,  New  York  City 
Samuel  W.  Sweet,  Utica 
Alexander  Z.  Swiss,  South  Ozone  Park 
Gustawa  Szper,  New  York  City 

Herman  Tannenbaum,  New  York  City 
Edward  F.  Tartaglione,  Long  Island  City 
Abraham  J.  Tatelbaum,  Miami,  Florida 
Maurice  I.  Teicher,  Brooklyn 
Rosario  A.  Terranova,  The  Bronx 
Nathan  Thaler,  Brooklyn 
Alton  B.  Thompson,  Pulaski 
Errol  A.  Thompson,  New  York  City 
Charles  E.  Tilley,  Kings  Park 
Martin  B.  Tinker,  Jr.,  Brooktondale 
Irwin  P.  Train,  Forest  Hills 
Robert  E.  Tschorn,  Katonah 
Morris  Turell,  Pompano  Beach,  Florida 
Gertrude  Silverman  Turkell,  Jamaica 
James  D.  Tyner,  Newark 

Claude  H.  Vadney,  Utica 
Maurice  Vaisberg,  Long  Beach 
Philip  S.  Van  Orden,  Albany 
Stewart  A.  Vernooy,  Cortland 
Janis  W.  Vieze,  Voorheesville 
Arthur  Vigdor,  New  York  City 
Anthony  J.  Virgo,  Hallandale,  Florida 
Henry  E.  Vogel,  Buffalo 
Joseph  Vogel,  New  York  City 

Samuel  Wagreich,  The  Bronx 
Walter  Scott  Walls,  Buffalo 
Edward  Stephen  Wally,  New  York  City 
Matthew  Walzer,  Brooklyn 
Raymond  L.  Warn,  Oakfield 
Ralph  W.  Watson,  New  Rochelle 
Hvla  S.  Watters,  Tupper  Lake 
Lloyd  E.  Watts,  Camillus 
Cecile  Wechsler,  New  York  City 
Karl  N.  Wechtel,  Woodmere 
Max  J.  Weinstein,  The  Bronx 
Harry  Weinstock,  The  Bronx 
Philip  S.  Weisberg,  New  York  City 
Carl  Weiss,  New  York  City 
David  Weiss,  New  York  City 
Hans  D.  Weiss,  Newtonville 
David  Weisselberger,  New  York  City 
C.  Stewart  Welch,  Albany 
Abraham  Wenger,  Brooklyn 
Irving  G.  Werner,  Binghamton 
Harry  B.  Weseley,  Brooklyn 
Stephen  White,  Dobbs  Ferry 
Daniel  A.  Wilcox,  Mt.  Kisco 
Byard  Williams,  The  Bronx 
Kent  D.  Williams,  Middleport 
Michael  J.  Williams,  The  Bronx 
Abraham  S.  Wilner,  New  York  City 
John  F.  Wiltberger,  Ithaca 


William  M.  Witherspoon,  Williamson 
Asta  J.  Wittner,  Hollywood,  Florida 
Lewis  R.  Wolberg,  New  York  City 
Marshall  E.  Wood,  Ossining 
Blandina  Worcester,  New  York  City 

Harry  Yarnis,  New  York  City 

Alvin  D.  Yasuna,  Englewood  Cliffs,  New  Jersey 

Sigmund  A.  Zawadski,  Buffalo 
Eugene  Zele,  New  York  City 
Otto  Zelezny,  The  Bronx 
Alexander  Zimany,  Jackson  Heights 
Ralph  R.  Zimet,  Scarsdale 
William  Zimmerman,  Brooklyn 
Joel  L.  Ziprin,  The  Bronx 
Peteris  Zirnis,  Wassaic 
I.  Charles  Zuckerman,  Brooklyn 
Bernard  Zuger,  New  York  City 

The  secretary’s  supplementary  report  will  list  life 
members  elected  in  June,  September,  and  October  1976. 

Meetings.  The  secretary  has  attended  meetings  of  the 
Council,  the  Executive  Committee,  the  Board  of  Trustees, 
and  the  Judicial  Council  as  well  as  all  meetings  of  the 
Professional  Medical  Liability  Insurance  and  Defense 
Board  and  of  the  Medical  Liability  Mutual  Insurance 
Company,  of  which  he  is  a director  and  secretary.  As  an 
ex  officio  member  of  all  committees,  he  has  attended  most 
committee  meetings  throughout  the  period  as  well  as  the 
Conference  of  County  Legislation  Representatives  in 
Syracuse  in  October  1975  and  five  meetings  of  the  New 
Y'ork  State  Association  of  the  Professions,  of  which  he  is 
a director.  He  has  also  represented  the  Medical  Society 
of  the  State  of  New  York  as  a director  of  Group  Health 
Insurance,  as  a director  of  the  Physicians’  Home,  and  as  a 
member  of  the  National  Conference  of  Representatives  of 
the  American  Bar  Association — American  Medical  Asso- 
ciation. He  has  attended  all  annual  and  clinical  meetings 
of  the  American  Medical  Association  House  of  Delegates 
and  meetings  of  the  New  York  delegation  to  the  American 
Medical  Association. 

Other  Matters.  As  required  by  the  Bylaws,  the  Sec- 
retary has  kept  minutes  of  the  House  of  Delegates,  the 
Council,  the  Board  of  Trustees,  and  the  Judicial  Council, 
including  verbatim  records  of  the  proceedings  of  the  House 
of  Delegates  and  the  Judicial  Council  and  a tape  recording 
of  the  proceedings  of  the  Council  and  has  also  kept  files  of 
the  correspondence  resulting  from  the  meetings  of  the 
House  of  Delegates,  the  Council,  the  Executive  Committee, 
and  the  Board  of  Trustees.  Records  and  correspondence 
relating  to  actions  of  the  Judicial  Council  are  kept  in  the 
Office  of  the  general  counsel.  The  secretary  is  custodian 
of  the  seal  of  the  Society  and  has  had  it  affixed  to  appro- 
priate documents. 

Respectfully  submitted, 

Carl  Goldmark,  Jr.,  M.D.  Secretary 
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TREASURER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

As  projected  in  the  estimated  budget  for  the  calendar 
year  1975,  it  was  anticipated  that  the  operational  deficit 
would  be  $185,373.  Because  of  the  usual  enforced  eco- 
nomic measures,  the  actual  deficit  for  1975  was  $100,216. 
The  unrestricted  general  fund  surplus,  therefore,  totaled 
$572,662  at  December  31, 1975.  As  reported  in  the  annual 
accounting  by  the  Board  of  Trustees,  it  was  pointed  out 
that  this  small  surplus  would  be  insufficient  to  carry  on  the 
financial  affairs  of  the  State  Medical  Society  in  1976.  The 
House  of  Delegates,  at  the  special  meeting  in  November 
1975  in  Rochester,  N.Y.,  voted  to  increase  the  dues  struc- 
ture from  $100  to  $150.  It  was  expected  that  this  incre- 
ment would  take  care  of  the  cost  of  increased  activities  in 
the  area  of  membership  benefits,  set  up  a reserve  for  con- 
tingent legal  fees,  take  care  of  expected  economic  increases, 
and  set  up  a more  adequate  surplus  reserve. 

At  the  May  27,  1976  meeting  of  the  Council,  it  was  re- 
ported that  the  excess  income  over  expenditures  for  the 
four  months  ended,  April  30,  1976  was  $277,312  as  con- 
trasted to  the  projected  excess  of  $411,684  for  the  entire 
calendar  year  of  1976.  It  was  pointed  out  that,  as  of  this 
period,  $2,892,7 16  out  of  $3,495,000  was  collected  in  dues. 
This  approximates  83%  of  the  total  dues  paying  member- 
ship and  put  us  about  8%  behind  the  prior  year’s  collection. 
It  was  not  known  whether  this  lag  in  collections  was  due  to 
a loss  in  membership  or  whether  county  societies  were 
collecting  State  and  AMA  dues  and  investing  them  in 
shortterm  securities,  thereby  earning  interest  to  which  they 
were  not  entitled.  It  was  suspected  that  the  latter  was  the 
reason  for  slow  dues  collection  from  counties  because  many 
inquiries  from  our  membership  were  in  the  form  of,  “I  paid 
my  county,  State  and  AMA  dues,  where  are  my  member- 
ship cards? — where  are  my  journals?”  Something  must 
be  done  to  solve  the  problem. 

In  the  early  part  of  1975,  a special  assessment  was  levied 
on  the  membership  to  promulgate  a campaign  to  resolve 
the  malpractice  problem.  As  reported  by  our  auditors, 
Elmer  Fox,  Westheimer  & Co..,  the  first  part  of  the  cam- 
paign took  place  in  1975.  Out  of  the  $2,549,975.00  col- 
lected from  the  assessment,  contributions  and  interest  on 
investments — $1,299,500.00  was  spent.  This  left  a balance 
of  $1,250,475.00  in  the  special  fund  at  December  31, 
1975. 

The  malpractice  campaign  was  continued  in  1976. 
Additional  revenues  totaling  $16,987.67  were  received. 
The  expenditures  up  to  June  2,  1976,  amounted  to 
$617,837.67.  This  left  a balance  in  the  fund  at  June  2, 1976 
of  $649,625.00. 

The  treasurer  wishes  to  express  his  thanks  to  Henry  I. 
Fineberg,  M.D.,  Executive  Vice  President  and  Eugene  S. 
Dombrowski,  Director,  Business  Division  (Comptroller) 
for  their  prudent  management  of  the  daily  fiscal  affairs. 

Respectfully  submitted, 

Albert  M.  Schwartz,  M.D.  Treasurer 

BOARD  OF  TRUSTEES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Board  of  Trustees  consists  of  the  following  mem- 


bers: 

Joseph  J.  Kaufman,  M.D.,  Chairman Wayne 

James  M.  Blake,  M.D Schenectady 


Milton  Helpern,  M.D New  York 

Walter  Scott  Walls,  M.D Erie 

Reid  R.  Heffner,  M.D Westchester 

John  Edward  Lowry,  M.D Queens 

David  Kershner,  M.D Kings 


The  Board  of  Trustees,  as  dictated  by  the  Bylaws,  is 
responsible  for  the  fiscal  affairs  of  the  State  Medical  So- 
ciety. Annual  budget  estimates  prepared  by  the  Com- 
mittee on  Budget  and  Finance  and  later  approved  by  the 
Council,  are  sent  to  the  Board  of  Trustees  for  final  action. 
All  resolutions  or  recommendations  of  the  House  of  Dele- 
gates or  Council,  pertaining  to  expenditures  of  money, 
must  be  approved  by  the  Board  of  Trustees  before  the  same 
shall  become  effective. 

To  fulfill  their  responsibilities,  the  Trustees  met  fre- 
quently to  adjudicate  the  many  financial  matters  which 
came  before  them  during  the  course  of  the  year.  Esti- 
mated budgets  were  scrutinized  carefully  on  a quarterly 
basis  and  revisions  made  where  necessary.  The  Board 
continued  to  properly  manage  the  monies  of  the  special 
malpractice  fund.  All  expenditures  from  this  fund  had  to 
be  clearly  justified. 

The  annual  audit  of  the  financial  records  of  the  State 
Medical  Society,  for  the  calendar  year  1975,  has  been 
completed  by  the  certified  public  accounting  firm  of  Elmer 
Fox,  Westheimer  & Co.  Their  report  is  an  integral  part  of 
this  report  of  the  Board  of  Trustees  to  the  House  of  Dele- 
gates (page  000).  The  significant  part  of  this  report  is  that 
the  net  operating  deficit  for  the  year  1975  was  $100,216,  as 
contrasted  to  a projected  budget  deficit  of  $185,373.  Al- 
though we  had  done  better  than  anticipated,  this  deficit 
left  our  unrestricted  general  fund  surplus  with  only 
$572,662.  The  Committee  on  Budget  and  Finance  had 
estimated  that  for  the  calendar  year  1976,  this  surplus 
would  be  insufficient  to  carry  on  the  activities  of  the  State 
Medical  Society.  It  would  put  the  Society  in  a deficit  po- 
sition (in  the  red).  With  this  negative  position  in  mind, 
the  House  of  Delegates  discussed  finances  at  the  special 
meeting  of  the  House,  November  14-15,  1975.  At  this 
meeting,  it  was  pointed  out  that  additional  funds  would  be 
necessary  for  the  operation  of  MSSNY  in  1976.  Activities 
in  litigation:  programs  of  MSSNY  on  behalf  of  its  members; 
general  increases  in  economic  cost  were  stated  as  the  main 
reasons  for  lack  of  funds.  It  was  also  indicated  that  we  do 
not  have  an  adequate  surplus  reserve  as  dictated  by  good 
business  practice. 

With  these  facts  in  mind,  the  House  of  Delegates  wisely 
approved  a dues  increase  from  $100  to  $150,  effective 
January  1,  1976.  The  Board  of  Trustees  intend  to  use  the 
new  revenues  judiciously. 

Some  of  the  activities  of  the  Board  of  Trustees  since 
March,  1975  to  the  present  were  as  follows: 

Investment  Committee.  This  committee  continued 
to  invest  surplus  monies  in  short-term  securities  of  a high 
quality  to  earn  the  highest  possible  rate  of  return  consistent 
with  sound  investment  guidelines. 

War  Memorial  Committee.  The  activity  of  the  War 
Memorial  Committee  has  not  as  yet  terminated.  As  of  the 
moment,  there  is  still  one  (1)  known  recipient  who  rs  re- 
ceiving assistance  from  the  fund.  This  will  continue 
through  1978.  At  that  time,  unless  we  are  made  aware  of 
new  eligible  beneficiaries,  we  shall  have  a surplus  of  over 
$80,000.  The  Board  of  Trustees,  at  that  time,  will  rec- 
ommend to  the  House  of  Delegates  a plan  for  further  use 
of  the  fund  with  final  adjudication  being  made  by  the 
House. 
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Employee  Benefits  Committee.  The  Pension  Reform 
Law  of  1974  still  has  not  been  fully  interpreted.  Deadlines 
for  implementation  of  certain  provisions  of  the  law  have 
been  postponed  to  future  dates.  All  in  all,  the  State  So- 
ciety is  already  in  compliance  with  most  of  the  new  regu- 
lations. Some  minor  amendments  to  the  employees  re- 
tirement plan  will  be  made  shortly. 

Action  on  Various  Financial  Matters.  During  the 
course  of  the  year,  the  Board  of  Trustees  took  action  on 
various  financial  matters.  Some  of  the  important  matters 
are  as  follows: 

a. )  Approved  a contract  between  MSSNY  and 
Manning,  Selvage  & Lee,  the  latter  to  initiate  a public 
relations  program  re:  Malpractice  insurance. 

b. )  Allocated  up  to  $25,000  for  the  initiation  of  a 
suit  to  stop  implementation  of  the  New  York  State 
Hospital  Utilization  Review  Program. 

c. )  Allocated  up  to  $50,000  from  the  assessment 
fund  for  the  purpose  of  carrying  on  voluntary  arbitra- 
tion, pending  approval  by  the  Council.  The  actual 
cost  totaled  $53,325.  This  payment  was  approved  by 
the  Trustees. 

d. )  Approved  a contract  between  MSSNY  and  the 
U.S.  Department  of  Health,  Education  and  Welfare 
for  the  continuation  through  June  30,  1976,  of  the 
PSRO  support  center. 

e. )  Approved  the  concept  of  allowing  alternate  del- 
egates to  attend  those  meetings  of  the  AMA,  which 
were  not  too  distant  from  New  York,  was  accepted. 

f. )  Approved  the  granting  of  administrative  assis- 
tance to  EMPAC  in  its  program  to  enlarge  member- 
ship. 

g. )  Approved  the  expenditure  of  $34,000  for  legal 
fees  regarding  sec.’s  2 and  6 of  the  NYSHUR  regula- 
tions which  were  discontinued  without  prejudice. 

h. )  Approved  in  principle,  the  reimbursement  to 
county  medical  societies  and  district  branches  for  their 
advertising  costs  regarding  the  malpractice  program. 
Directed  that  the  allocation  of  monies  be  made  from 
the  assessment  fund,  upon  approval  of  a program  and 
an  estimated  budget  being  presented. 

i. )  Approved  contract  between  MSSNY  and  Lob- 
senz-Stevens,  Inc.,  in  which  the  latter  would  produce 
the  public  relations  program  for  the  continuing  mal- 
practice problem. 


Since  we  shall  be  late  into  1976  when  the  financial  re- 
ports for  the  calendar  year  1975  are  reported,  it  is  planned 
to  prepare  a supplementary  report  from  the  Board  of 
Trustees  detailing  our  financial  status  in  1976. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  Chairman 

Report  of  Certified  Public  Accountants 

To  the  Board  of  Trustees 
Medical  Society  of  the 

State  of  New  York 
Lake  Success,  New  York 

We  have  examined  the  balance  sheet  of  the  general 
fund,  special  fund  and  other  funds  of  the  Medical  Soci- 
ety of  the  State  of  New  York  as  of  December  31,  1975 
and  the  related  statements  of  operating  income  and 
expense — general  fund,  and  income  and  expense — 
special  fund,  and  of  changes  in  fund  balances  for  the 
year  then  ended.  Our  examination  was  made  in  accor- 
dance with  generally  accepted  auditing  standards,  and 
accordingly  included  such  tests  of  the  accounting  rec- 
ords and  such  other  auditing  procedures  as  we  consid- 
ered necessary  in  the  circumstances. 

The  Society  does  not  follow  the  generally  accepted 
accounting  principle  of  depreciating  fixed  assets. 

In  our  opinion,  except  for  the  matter  referred  to  in 
the  preceding  paragraph,  the  financial  statements  des- 
ignated above  present  fairly  the  financial  position  of 
the  Medical  Society  of  the  State  of  New  York  at  De- 
cember 31, 1975  and  the  results  of  its  operations  for  the 
year  then  ended,  in  conformity  with  generally  accepted 
accounting  principles  applied  on  a basis  consistent 
with  that  of  the  preceding  year. 

The  accompanying  supplementary  information, 
while  not  necessary  for  a fair  presentation  of  financial 
position,  results  of  operations  or  changes  in  fund  bal- 
ances, has  been  examined  and,  in  our  opinion,  is  fairly 
stated  in  all  material  respects  in  relation  to  the  finan- 
cial statements  taken  as  a whole. 

Elmer  Fox,  Westheimer  & Co. 

Hempstead,  New  York 
March  15,  1976 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW 
Balance  Sheet — General  Fund,  December  31, 


YORK 

1975 


Assets 

Current  assets: 


Cash  in  bank — checking  and  investment  accounts 

$ 155,656 

Cash  in  bank — savings  accounts 

48,497 

Cash  on  hand 

900 

$ 205,053 

Investments,  short-term  commercial  paper,  at 

cost,  which  approximates  market 

426,000 

Accounts  receivable,  net  of  reserve  for 

doubtful  accounts  of  $852 

61,197 

Accrued  interest  receivable 

432 

Due  from  other  funds 

40,823 

Inventories 

38,417 

Prepaid  expenses 

35,155 

Total  current  assets 

807,077 

Other  assets: 

Deposits 

5,741 

Advances  to  employees 

6,248 

11,989 

Property  and  equipment: 

Land  and  building 

4,314,197 

Furniture  and  equipment 

347,140 

4,661,337 

Liabilities  and  Fund  Balance 

$5,480,403 

Current  liabilities: 

Accounts  payable 

$ 106,383 

Taxes  payable 

1,154 

Sundry  accruals 

88,496 

Due  to  other  funds 

1,465 

Total  current  liabilities 

197,498 

Deferred  credits: 

Prepaid  membership  dues,  1976 

$ 44,965 

Scientific  exhibit,  annual  convention 

3,941 

48,906 

Fund  balance: 

Restricted 

4,661,337 

Unrestricted 

572,662 

5,233,999 

$5,480,403 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1683). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Operating  Income  and  Expense — General  Fund,  Year  ended  December  31,  1975 

Operating  income: 


Dues  income 

$2,381,799 

Less: 

Allocated  to  Journal  circulation 

$ 83,330 

Allocated  to  Newsletter 

47,600 

130,930 

Journal  circulation 

3,544 

2,250,869 

Add  allocated  from  dues  income 

83,330 

86,874 

Newsletter — allocated  from  dues  income 

47,600 

Advertising  income: 

Journal 

263,468 

Newsletter 

57,630 

321,098 

Other  income: 

Annual  meeting  booth  rental 

41,598 

Directory  circulation 

26,019 

Interest 

62,507 

Miscellaneous 

1,387 

Bernstein  Memorial  library  reimbursement 

6,000 

Reprint  income — Journal 

17,492 

Income — Relative  value  study 

10,823 

Criteria  Predictor 

9,807 

P.S.R.O. — State  Support  Center 

52,774 

Dues  collection  income  from  A.M.A. 

6,864 

235,271 

Total  operating  income 

2,941,712 

Operating  expense: 

Office  of  Executive  Vice-President 

261,863 

General  counsel 

99,285 

Governmental  affairs: 

Governmental  relations 

110,550 

P.S.R.O.  and  related  activities 

52,501 

163,051 

Insurance  and  membership  benefits 

41,362 

Scientific  activities  division. 

Public  health  and  education 

87,932 

Scientific  program  at  annual  convention 

10,553 

98,485 

Scientific  publications 

481,856 

Medical  services  division: 

Medical  services 

137,540 

District  branches 

5,901 

143,441 

Business  division: 

Comptroller  (Director  of  Business) 

128,893 

Purchasing 

14,385 

Medical  directory 

134,388 

Membership 

86,412 

Advertising  sales — Journal 

90,089 

Advertising  sales — Technical  exhibit 

19,865 

474,032 

Management  services  division: 

Personnel  and  office  services 

116,960 

Building  services 

9,072 

Mail  and  reproduction 

54,879 

180,911 

Public  and  professional  affairs 

332,874 

Annual  meeting 

69,290 

Continuation  of  annual  meeting 

10,971 

Special  meeting,  November — Rochester 

21,051 

101,312 

Officers,  Board  of  Trustees  and  A.M.A. 

delegation 

104,345 

House  of  Delegates  (Special  Committees) 

290 

Research  and  planning 

39,121 

Council  committees — including  public 

health  and  education 

44,229 

Legislative  counsel 

22,500 

Nondivisional 

452,971 

Total  operating  expense 

3,041,928 

Excess  of  expense  over  income 

$ (100,216) 

The  accompying  notes  are  an  integral  part  of  the  financial  statements  (page  1683). 
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Analysis  of  investments  held 
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Thirteen  Banks  for  Co-ops  consolidated  bonds  7.40  3/  1/76  100,000  $ 100,000  $ 100,000 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Statement  of  Income  and  Expense — Special  Fund,  Year  ended  December  31,  1975 


Income: 

Special  assessment  (Note  4)  $2,298,700 

Contributions  19,541 

Interest  on  investments  55,986 

Reimbursement  from  Mutual  Insurance  Company  171,558 

Binding  arbitration  booklets  4,190 


Expense: 

Manning,  Selvage  & Lee 

Total  time  for  Manning,  Selvage  & Lee  executives  $140,833 

Total  time  charges  for  writers  placement 
specialists,  research/press  monitors,  regional 

coordinator,  and  clerical  staff  65,601 

Total  time  charges  for  six  affiliate  officers  103,018 

Total  charges  for  speaker  training  of  sixty 
physician/speakers  13,251 

Advertising  media  and  production  costs  for  Muller  300,000 

Attitude  and  opinion  study  of  public  and  legislators  12,000 

Design  services  for  mailing  material,  booklets, 
brochures,  etc.  1,700 

Out-of-pocket  expenses  63,855 

Printing  91,765 


Mutual  Insurance  Company  (reimbursed  above) 
Continuing  public  relations  on' malpractice  program 
preparation  of  presentation  to  council 
American  Arbitration  Association — The  New  York  State 


Medical  Arbitration  program — half  share 
Other  expenses: 

Assessment  notices  15,945 

Opinion  questions — postage  and  printing  12,589 

Questionnaire — News  of  New  York  2,101 

Payroll  and  payroll  taxes  7,487 

Telephone  and  mailgrams  12,328 

Miscellaneous  travel  911 

Special  meetings  10,702 

Dr.  Emerson’s  letter  3,341 

Malpractice  flyers  5,864 

Stationery  and  supplies  1,655 

Public  relations — special  materials  265 

Advertising — County  Medical  Society  13,061 

Messenger  service  1,220 

Hotline — printing  and  postage  13,606 

Television  coverage  1,604 

Task  Force  193 

Reprints — Readers  Digest  articles  71,630 

Dr.  Emerson’s  arbitration  letters  and  booklets  20,589 

Promotional  materials — layout  and  printing 
of  brochures  22,945 

Legal  fees  60,000 

Investment  advisory  fee  2,209 


2,549,975 


792,023 

171,558 

2,349 

53,325 


280,245 


$1,299,500 


Excess  of  income  over  expense 


$1,250,475 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements  (page  1683). 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
Balance  Sheet — Special  Fund,  December  31,  1975 

Assets 

Cash  in  bank — checking  and  investment  accounts  $ 47,825 

Investments,  short  term  commercial  paper 
and  U.S.  Government  Securities,  at  cost, 

which  approximates  market  1,190,000 

Accrued  interest  receivable  16,954 

$1,254,779 


Liabilities  and  Unexpended  Special  Assessment  Balance 

Liabilities: 

Accounts  payable 
Due  to  other  funds 

Total  liabilities 

Unexpended  special  assessment  balance  (Note  4) 


$ 632 

3,672 


4,304 

1,250,475 


$1,254,779 


The  accompanying  notes  are  an  integral  part  of  the  financial  statements 


Notes  to  Financial  Statements 
December  31,  1973 

1.  SUMMARY  OF  SIGNIFICANT  ACCOUNTING 
POLICIES 

Federal  income  taxes 

The  Society  is  a non-profit  organization  as  defined 
in  Section  501(c)  (6)  of  the  Internal  Revenue  Code  and 
is  exempt  from  Federal  income  taxes  except  on  unre- 
lated business  income. 

Investments 

Investments  are  valued  at  cost.  Gains  or  losses  are 
recognized  when  the  investment  is  sold.  Income  is  re- 
corded on  the  accrual  basis. 

Inventories 

Inventories  consisting  of  paper  for  printing  of  publi- 
cations and  supplies  are  valued  at  cost. 

Property  and  equipment 

Land,  building  and  equipment  are  reported  in  the 
general  fund  at  cost.  Major  additions  and  improve- 
ments are  purchased  by  the  repair  and  replacement 
fund  during  the  period  and  transferred  to  the  general 
fund  at  the  year  end.  Maintenance  and  repairs  that 
do  not  improve  or  extend  the  life  of  the  assets  are  writ- 
ten off  currently. 

The  Society  does  not  depreciate  the  building,  furni- 
ture or  equipment. 

Dues  income 

Dues  income  includes  the  current  years  dues  collect- 
ed and  dues  in  arrears  collected. 

Employee  retirement  plan 

The  Society  has  a noncontributory  employee  retire- 
ment plan  which  covers  substantially  all  employees. 
Pension  costs  charged  to  operations  represent  actuar- 
ially  estimated  amounts  necessary  to  fund  the  current 
service  costs  of  pensions  and  prior  service  obligations 
over  approximately  30  years. 

2.  TAXES 

The  Society  is  required  to  pay  Federal  and  New 
York  State  income  taxes  on  unrelated  business  in- 
come. In  1971  the  Society  was  assessed  $46,134  by  the 


Internal  Revenue  Service  as  the  result  of  an  audit  of 
unrelated  business  income  for  the  year  1968.  The  as- 
sessment was  charged  to  operations  in  that  year.  The 
Society  is  currently  in  conference  with  the  Internal 
Revenue  Service  regarding  a claim  for  refund  of  the  as- 
sessment. The  Society  has  had  no  taxable  unrelated 
business  income  since  1968. 

The  Society  is  also  liable  for  New  York  State  tax  on 
unrelated  business  income  and  is  required  to  pay  the 
current  minimum  New  York  State  tax  levied  of  $300  a 
year. 

The  Society  has  been  assessed  by  the  Village  of  Lake 
Success,  New  York  for  real  estate  taxes  since  June  1, 

1972.  The  amount  of  $25,974  was  paid  in  1975.  The 
County  of  Nassau  and  the  Town  of  North  Hempstead 
have  not  assessed  the  Society  for  real  estate  taxes. 

3.  EMPLOYEE  RETIREMENT  PLAN 

The  Society  adopted  a retirement  plan  on  January  1, 
1966  for  the  benefit  of  its  employees.  To  be  eligible  to 
participate,  employees  must  be  25  years  of  age  but  less 
than  65  and  have  had  completed  12  months  of  continu- 
ous employment  with  the  Society.  As  of  January  1, 

1973,  the  plan  is  noncontributory.  The  annual  charge 
to  operations  should  include  the  normal  cost  of  the 
plan  (the  amount  to  be  contributed  during  a year  to 
fund  the  estimated  cost  of  the  plan  attributable  to  op- 
erations of  that  year)  plus  an  annual  installment  pay- 
ment required  to  amortize  prior  service  costs  over  the 
remaining  21  years  of  an  original  30  year  period.  In 
1975,  $56,186  was  charged  to  operations  and  $64,814 
was  charged  to  the  Employee  Benefit  Fund.  The  esti- 
mated unfunded  prior  service  cost  at  the  last  valuation 
date  (December  31,  1974)  was  $613,000. 

4.  SPECIAL  FUND 

A special  fund  was  created  on  January  23,  1975  to 
pursue  an  equitable  malpractice  program.  The  fund 
was  financed  by  assessing  each  active  member  of  the 
Society  $100. 

The  Council  of  the  Medical  Society  of  the  State  of 
New  York  appointed  a subcommittee  to  plan  and  im- 
plement the  program.  The  special  assessment  is  kept 
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in  a separate  Fund  and  expenditures  are  approved  by 
the  Board  of  Trustees  of  the  Society.  Any  unexpend- 
ed balance  is  to  be  returned  to  the  contributing  mem- 
bers. 

The  Council  plans  to  continue  the  program  com- 
menced in  1975  and  will  use  the  unexpended  special 
assessment  balance  for  this  purpose. 


BUDGET  AND  FINANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  committee  on  Budget  and  Finance  consists  of  the 


following  members: 

Walter  T.  Heldmann,  M.D.,  Chairman  . . .Richmond 

Milton  Gordon,  M.D Suffolk 

Joseph  J.  Kaufman,  M.D Wayne 

Warren  A.  Lapp,  M.D Kings 

Thomas  F.  McCarthy,  M.D Bronx 

Albert  M.  Schwartz,  M.D New  York 


The  committee,  as  usual,  met  on  a quarterly  basis  to 
review  the  fiscal  activities  of  the  State  Medical  Society  for 
the  preceding  three  month  period.  A thorough  analysis 
was  made  of  income  and  expenditures  on  a line  by  line  item 


basis.  Adjustments  and  revisions  were  made  where  nec- 
essary. 

The  estimated  budget  versus  the  actual  income  and 
expenditures  for  1975,  is  shown  in  Table  I (page  1685). 
This  table  also  contains  the  estimated  budget  for  the  cal- 
endar year  1976.  Although  the  anticipated  deficit  for  1975 
was  projected  at  —$185,373,  through  strong  economic 
measures  this  figure  actually  was  reduced  to  —$100,216. 
The  estimated  budget  for  the  calendar  year  1976  projects 
an  excess  of  income  over  expenditures  of  $411,684.  This 
figure  will  only  come  to  pass  if  the  dues  collections  equal 
the  anticipated  amount.  At  this  writing  the  dues  receipts 
are  lagging  about  5%  behind  prior  years’  collections. 
Should  this  trend  continue,  our  financial  picture  may  be 
of  a gloomy  nature. 

The  committee  expects  to  meet  before  the  House  of 
Delegates  meeting  in  November.  It  can  be  expected  that 
some  version  of  the  estimated  budget  for  1977  will  be  pre- 
sented to  the  next  House. 

On  behalf  of  the  committee,  the  chairman  wishes  to 
thank  Henry  I.  Fineberg,  M.D.,  Executive  Vice  President 
and  Eugene  S.  Dombrowski,  Director — Business  Division 
(Comptroller)  for  their  assistance  in  carrying  out  the  duties 
of  this  committee. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Chairman 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
TABLE  I — Comparative  Estimated  Budgets  for  the  Calendar  Years  1975  and  1976 


Estimated 

Received 

Estimated 

Budget 

to 

Budget 

Income 

1975 

12/31/75 

1976 

Dues 

2,318,000 

2,381,799 

3,495,000 

Journal  Advertising 

250,000 

263,468 

200,000 

Journal  Circulation 

3,200 

3,544 

3,200 

Journal  Reprints 

15,000 

17,492 

15,000 

News  of  New  York — advertising 

57,630 

57,630 

61,668 

Medical  Directory — sales 

23,000 

26,019 

90,000 

Annual  Convention — exhibit  rentals 

41,598 

41,598 

35,000 

Interest  on  Investments — General  Fund 

65,000 

62,507 

75,000 

Library  Fund — Investment  Income 

6,000 

6,000 

-0- 

Relative  Value  Study 

29,00(J 

10,823 

-0- 

What  Goes  On — subscriptions 

200 

434 

200 

PSRO  Support  Center  Net  Reimbursement 

33,797 

52,774 

30,000 

Criteria  Predictors 

10,000 

9,807 

500 

Dues  Collection  Fee — A.M.A. 

15,070 

6,864 

35,000 

Miscellaneous  Income 

300 

953 

750 

Total  Income 

2,867,795 

2,941,712 

4,041,318 

Estimated 

Expended 

Estimated 

Budget 

to 

Budget 

Expenditures 

1975 

12/31/75 

1976 

Office  of  Executive  Vice-President 

265,347 

261,863 

312,141 

General  Counsel 

101,297 

99,285 

107,931 

Governmental  Affairs 

165,266 

163,051 

179,758 

Insurance  and  Membership  Benefits 

42,132 

41,362 

44,557 

Scientific  Activities  Division 

99,369 

98,485 

109,105 

Scientific  Publications  Division 

502,264 

481,856 

550,502 

Medical  Services  Division 

148,636 

143,441 

111,669 

Reserach  and  Planning  Division 

38,999 

39,121 

50,918 

Business  Division 

480,367 

474,032 

512,125 

Management  Services  Division 

181,323 

180,911 

200,407 

Public  and  Professional  Affairs  Division 

332,011 

332,874 

376,266 

Annual  Convention 

69,282 

69,290 

77,625 

Annual  Convention — continuation  4/27/75 

10,972 

10,971 

-0- 

House  of  Delegates  Meeting — November 

-0- 

21,051 

-0- 

Continuing  Medical  Education 

-0- 

-0- 

100,000 

Officers,  Board,  A.M.A.  Delegation 

105,150 

104,345 

96,150 

House  of  Delegates — Special  Committees 

400 

290 

600 

Council  Committees 

59,742 

44,229 

75,050 

Legislative  Counsel 

22,500 

22,500 

60,000 

Nondivisional 

428,111 

452,971 

664,830 

Total  Expenditures 

3,053,168 

3,041,928 

3,629,634 

Excess  of  Income  over  Expenditures 

-185,373 

-100,216 

411,684 
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Henry  I.  Fineberc,,  M.D. 

EXECUTIVE  VICE-PRESIDENT 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  past  year  has  been  a very  hectic  one — filled  with 
disappointments  and  frustrations. 

As  usual,  we  continue  to  conduct  our  important  business, 
especially  in  matters  concerned  with  legislation,  by  crises. 
The  very  nature  of  the  legislative  process  in  Albany  forces 
this  unfair  situation  upon  us.  Too  often,  the  powers- 
that-be  in  our  capital  still  refuse  to  recognize  the  view- 
points of  the  doctors  of  medicine — despite  the  fact  that 
physicians  are  the  only  people  truly  qualified  to  render  high 
quality  general  medical  care. 

Unfortunately,  what  we  see  today  is  an  attempt  on  the 
part  of  government  and  persons  untrained  in  medicine  to 
completely  dominate  and  take  over  our  practices.  The 
legislators,  by  law  and  edict  are  not  only  unwisely  inter- 
fering with  our  profession;  but  they  are  also  opening  the 
road  to  those  who  have  not  had  the  proper  and  adequate 
background  to  engage  in  medical  practice.  There  is  no 
doubt  that  people  are  entering  our  calling  through  the 
“back  door.” 

The  physician  is  maligned,  castigated,  and  taken  to  task, 
for  the  most  part  unjustifiably.  Actually,  we  have  become 
the  whipping  boys  of  the  “do-gooders”  of  our  society. 

Once  my  qualifications  as  a doctor  of  medicine  have  been 
established,  I should  be  permitted  to  practice  within  the 
area  of  my  capabilities,  without  the  sword  of  Damocles 
hanging  over  my  head.  I should  be  given  my  earned 
privilege  of  pursuing  the  art  and  science  of  medicine  un- 
fettered. 

As  a physician,  I am  willing  to  be  judged  solely  by  my 
peers  (according  to  the  standard  dictionaries,  the  definition 
of  peer  is  clear — “One  of  equal  standing”).  However,  I will 
fight  the  mechinations  of  legislators  and  other  totally  un- 
qualified individuals,  as  far  as  medical  education  is  con- 
cerned, to  judge  what  is  right  and  wrong  in  medicine.  I 
resent  deeply  being  told  by  those  who  know  little  or  nothing 
how  I am  to  conduct  my  profession.  I resent  being  told 
how  to  write  a prescription,  when  to  write  it,  and  what  to 
put  into  it.  I am  tired  of  being  told  when  to  admit  a patient 
to  a hospital  and  when  to  discharge  him.  I am  tired  of 
being  forced  by  law  to  seek  consulation  whether  or  not 
there  are  indications  for  this  course.  I resent  being  told 
exactly  what  my  fees  should  be  no  matter  in  what  area  and 
how  I practice.  In  other  words,  I detest  the  fact  that  those 
without  any  expertise  are  trying  to  regiment  a noble  and 
honored  discipline.  They  are  taking  over  what  rightfully 
belongs  to  the  doctor  of  medicine — by  education,  experi- 
ence and  training. 

No  other  profession  has  been  subjected  to  this  type  of 
harassment.  The  bodies  which  enact  the  laws  of  our  State 
are  composed  mainly  of  lawyers  who  know  nothing  or  little 


about  the  true  practice  of  medicine;  and  still  have  the  un- 
mitigated gall  to  interfere  in  my  field  in  which  I have  spent 
a lifetime. 

I cannot  visualize  a situation  where  any  Appellate  Di- 
vision of  the  Supreme  Court  of  the  State  of  New  York, 
which  is  concerned  with  the  discipline  of  lawyers,  would 
permit  me,  a layman,  to  enter  its  inner  sanctum  sanctorum, 
and  play  a role  in  the  determination  of  what  the  equitable 
practice  of  law  should  be.  Even  the  courts  of  this  land  have 
declared  that  this  is  improper. 

I do  not  wish  to  be  supervised  and  totally  controlled  by 
those  who  have  no  right  to  do  so  because  they  do  not  have 
the  know-how. 

Despite  what  some  people  say,  American  medicine  is  the 
best  in  the  world.  We  have  more  to  offer  than  anyone  else. 
In  a recent  editorial  written  by  Alfred  A.  Angrist,  M.D.,  the 
editor  of  our  Journal,  he  had  this  to  say: — 

In  the  face  of  the  existing  very  apparent  “open  sea- 
son” on  physicians  by  some  legislators,  government 
regulatory  agencies,  Ralph  Nadar,  Max  Fine,  and  the 
New  York  Times,  the  patient’s  opinion  of  the  physi- 
cian is  still  high  as  given  by  the  public  at  large  and  by 
individual  patients.  Manifestly  the  physician  “has  ev- 
erybody against  him  but  the  people.” 

According  to  the  American  Medical  Association  this 
is  borne  out  by  several  recent  surveys.  The  last  survey 
by  Harris  showed  that  medical  specialists  topped  all  15 
categories  of  medical  care  personnel  covered  in  the 
study,  with  83  per  cent  favorable  and  only  9 per  cent  of 
those  surveyed  offering  unfavorable  opinions.  Gener- 
al practitioners,  too,  have  had  a vote  of  confidence  in 
their  ministrations;  approval  in  this  instance  increased 
from  72  per  cent  in  favor  of  their  general  physicians 
with  only  19  per  cent  unfavorable  opinions  expressed 
in  1968  as  compared  to  81  per  cent  and  16  per  cent  re- 
spectively in  this  recent  survey. 

The  survey  shows  that  the  public  has  a high  regard 
for  physicians,  much  higher  than  active  critics  try  to 
indicate.  Also,  we  can  be  proud  that  physicians  are 
rated  most  trustworthy  of  occupations  in  the  Chilton 
Research  Service  survey  and  in  the  Roper  Reports; 
both  found  that  people  were  very  satisfied,  or  fairly 
well  satisfied,  with  both  the  quality  and  availability  of 
their  medical  care  services. 

Apparently  the  physician  is  highly  regarded  where  it 
counts,  where  he  does  his  particular  good — with  the 
patient.  The  attitude  of  the  patient  is  the  basis  of  our 
strength.  The  opinion  of  our  patients  is  our  weapon,  a 
most  powerful  secret  weapon;  let  us  promote  it,  nur- 
ture it,  and  take  care  of  our  patients  with  this  in 
mind. 

Of  course,  the  most  urgent  dilemma  which  we  are  fac- 
ing is  concerned  with  medical  malpractice.  The  situation 
here  has  been  intolerable.  The  legislators,  mainly  lawyers, 
some  of  whom  definitely  have  conflicts  of  interest,  have 
seen  fit  to  ignore  our  pleas  which  we  believe  are  equitable 
and  in  accordance  with  the  facts.  We  have  tried  to  point 
out  that  the  fight  against  malpractice  inequities  is  actually 
a battle  for  our  people,  not  the  physicians  alone.  We  be- 
lieve that  too  many  assemblymen  and  senators  have  been 
negligent  in  not  taking  the  problem  to  heart  and  making 
definite  moves  towards  a solution. 

We  still  insist  that  the  only  answer  is  a complete  re- 
structuring of  the  system.  Only  in  this  way  will  we  arrive 
at  probity  and  truth. 

Governor  Carey  appointed  a fine  commission  to  study 
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the  situation.  This  group  recommended  certain  con- 
structive changes  which,  of  course,  are  not  a complete  cure 
but  at  least  would  alleviate  adverse  conditions  to  a great 
degree.  Thus  far,  the  commission’s  report  has,  in  the  main, 
been  neglected.  We  believe  that  the  time  has  come  for  our 
people  to  attack  the  problem  head  on,  without  prejudice; 
or  else  dire  consequences  could  be  the  result. 

Physicians  cannot  continue  to  practice  high  quality 
medicine  under  threatening  skies. 

With  the  idea  of  informing  and  educating  the  people  and 
our  Legislature,  MSSNY  appropriated  a considerable 
amount  of  money  and  engaged  the  services  of  two  public 
relations  firms  so  that  true  facts  could  be  presented  to  ev- 
eryone. The  doctors  themselves  supplied  the  funds  for  this 
cause. 

In  1975  the  firm  of  Manning,  Selvage  & Lee,  Inc.  con- 
ducted a 90-day  public  relations  program  for  this  purpose. 
Primarily,  the  specific  objectives  of  this  outfit  were 
these: 

1.  Change  fundamental  laws  for  trial  and  settle- 
ment of  claims  in  accord  with  a legislative  of  proposals 
advanced  by  MSSNY; 

2.  Stop  escalating  costs  to  patients  arising  from  ex- 
ponentially increasing  premiums,  and  charges  for  un- 
necessary diagnostic  services; 

3.  Discharge  frivolous  suits  for  medical  malprac- 
tice; 

4.  Adjudicate  malpractice  claims  quickly  and  fair- 

ly; 

5.  Prevent  physicians  from  leaving  the  state  (be- 
cause of  high  insurance  costs)  and  remove  economic 
barriers  to  establishment  of  new  doctors; 

6.  Create  broad  public  understanding  that  MSSNY 
was  responsible  and  responsive  to  needs  of  citizens. 
They  used  the  following  methods  in  order  to  bring 

about  a proper  atmosphere: 

METHODS 

1.  Create  broad  public  understanding  of,  and  sup- 
port for  the  issues  through  statewide  publicity  and  ad- 
vertising; 

2.  Frame  all  publicity  and  advertising  to  self-inter- 
ests of  public(s)  to  be  reached; 

3.  Assess  public’s  knowledge  of  and  feelings  toward 
problems  through  public  attitude  study; 

4.  Identify  and  enlist  support  from  “ally”  groups, 
which  would  also  be  concerned  with  keeping  medical 
costs  down  and  whose  members  would  also  need  readi- 
ly available  medical  care; 

5.  Identify  arguments  and  positions  of  groups  likely 
to  oppose  the  Society’s  program  and  prepare  quick  re- 
buttals; 

6.  Concentrate  publicity  and  advertising  messages 
on  home  districts  of  Senate  and  Assembly  leaders  and 
of  members  of  committees  on  health  and  insurance; 

7.  Send  publicity  results,  advertising,  and  position 
papers  to  physicians  to  use  to  communicate  with  pa- 
tients, community  thought  leaders,  key  legislators,  and 
the  Governor; 

8.  Emphasize  that  the  Society  was  better  prepared 
to  discipline  incompetent  physicians  than  the  State 
Board  of  Regents; 

9.  Stress  that  the  pending  bill  to  create  a pool  of  in- 
surance carriers  did  not  address  underlying  problems; 

10.  Make  clear  that  the  Society  was  not  attacking 
the  legal  profession,  and  did  not  intend  to  deny  redress 
for  legitimate  claims; 


11.  Coordinate  publicity  and  advertising  messages 
through  the  Society’s  legislative  counsel. 

During  the  year  1976,  Lobsenz-Stevens  Inc.,  conduct- 
ed a two-month  public  information  program.  Following 
is  a capsule  summary  of  their  work: 


Total  estimated  number  of  newspaper 

and  magazine  articles:  500 

Estimated  total  of  broadcast  interviews 

and  news  shows:  225 

Number  of  doctors  for  whom 

we  obtained  interviews:  39 

Number  of  radio  stations 

receiving  custom  record:  250 

Number  of  TV  stations  receiving  news  film:  44 

Total  circulation  of  Sunday  supplement  2,300,000 
Estimated  readership  of  papers 

carrying  supplement:  5,000,000 

Estimated  media  contacts  made  by 
Lobsenz-Stevens  for  the  Medical  Society 
of  the  State  of  New  York:  300 


What  results  were  accomplished  by  our  two  public 
campaigns  is  very  difficult  to  measure.  All  that  we  can  say 
is  that,  despite  all  our  efforts  and  despite  the  fact  that  we 
believe  that  right  is  on  our  side,  justice  has  not 
triumphed. 

The  Governor  has  started  the  ball  rolling  in  the  right 
direction.  It  is  only  proper  and  fitting  that  the  Legislature 
continue  to  work  along  with  him  towards  a proper  solu- 
tion. 

The  Staff 

We  have  a new  Table  of  Organization  (T.O  ) of  the  Staff 
which  appears  on  page  1701.  There  have  been  a few 
changes  during  the  year. 

Again,  we  have  assigned  our  staff  to  commissions  and 
committees.  You  will  remember  that  we  have  often  re- 
peated that  if  a commission  or  a committee  chairman  re- 
quires secretarial  or  other  assistance,  the  designated  divi- 
sion director  should  be  consulted. 

Following  is  a list  of  commissions  and  committees  and 
their  counterparts — Staff  Divisions: 

Office  of  the  Executive  Vice-President 

(including  Executive  Associate) 

House  of  Delegates 

Council 

Executive  Committee  of  Council 

Board  of  Tustees  and  Committees 

Nominating 

Professional  Medical  Liability  Insurance  and  Defense 
Board 

Ad  Hoc  Committee  (House)  to  study  Election  of  Council 
and  AMA  Delegates 

Division  of  Scientific  Activities 

Commission  on  Public  Health 

Accident  and  Injury  Prevention 
Aging  and  Nursing  Homes 
Alcoholism 
Cancer 

Cardiovascular  Disease 
Child  Abuse 
Disaster  Medical  Care 
Drug  Abuse 
Emergency  Medicine 
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Environmental  Quality 

Health  Manpower 

Home  Health  Care 

Maternal  and  Child  Welfare 

Medical  Aspects  of  Sports 

Mental  Health 

Metabolic  Diseases 

Physical  Medicine  and  Rehabilitation 

Preventive  Medicine 

Rural  Medical  Service 

School  Health 

Physicians 

Commission  on  Education 

Accreditation 

Continuing  Medical  Education 

Data  Processing  in  Medicine 

Forensic  Medicine 

Medical  School  Relationships 

Quackery 

Surveys 

Archives 

Convention 

Scientific  Awards 

Scientific  Exhibits 

Scientific  Motion  Pictures 

Scientific  Programs 

Division  of  Scientific  Publications 

Publications 

Library 

Division  of  Medical  Services 

Commission  on  Medical  Services 
Hospital  and  Professional  Relations 
Socioeconomics 

Workmen’s  Compensation  and  Occupational 
Health 

Medical  Care  Insurance 

Interspecialty 

Health  Systems  Agency 

Division  of  Governmental  Affairs 

Commission  on  Governmental  Affairs 

Governmental  Relations 
State  Legislation 
Federal  Legislation 

New  York  State  Association  of  the  Professions 

PSRO  and  Related  Activities 

PSRO 

Foundations 
General  Counsel 

Constitutions  and  Bylaws  (Council) 

Bylaws  (House) 

Ethics 

.Judicial  Council 

Consultant  to  Professional  Medical  Liability  Insurance 
and  Defense  Board 

Business  Division 

Budget  and  Finance 
Convention 

Technical  Exhibits 

Division  of  Research  and  Planning 

Research  and  Planning 

Division  of  Public  and  Professional  Affairs 

Public  and  Professional  Affairs 

Advisory  to  New  York  State  Medical  Assistants  Asso- 
ciation 


Membership 

Advisory  to  Woman’s  Auxiliary 
New  York  Delegation  to  the  AM  A 

Division  of  Insurance  and  Membership  Benefits 
Commission  on  Insurance  and  Membership 
Benefits 
General  Insurance 
Membership  Benefits 

Division  of  Management  Services 

Convention — Dinner 


Divisions 

Scientific  Activities 

Since  the  Fall  of  1974  when  the  last  report  of  the  Division 
was  written,  revisions  have  been  made  in  the  organizational 
setup  of  the  division.  Increased  responsibilities  have  ne- 
cessitated the  addition  of  one  person  to  the  staff.  The 
format  of  the  annual  meeting  of  the  old  Commission  on 
Public  Health  and  Education  has  been  changed. 

The  action  of  the  House  of  Delegates  in  November  1975 
which  mandated  participation  in  Continuing  Medical 
Education  for  all  members  of  MSSNY  necessitated 
changes  in  the  table  of  committee  organization  which  di- 
vided the  Commission  on  Public  Health  and  Education 
into  a Commission  on  Public  Health  with  Keith  O.  Guthrie, 
Jr.,  M.D.  as  its  chairman,  and  a Commission  on  Education 
with  Bernard  J.  Pisani,  M.D.,  chairman.  The  committee 
structure  of  the  two  commissions  is  described  elsewhere. 

We  were  saddened  by  the  unexpected  death  of  Bruce  P. 
Webster,  M.D.,  chairman  of  the  Committee  on  Venereal 
Disease.  Because  of  the  loss  of  his  expertise  the  committee 
has  been  discontinued  and  its  functions  absorbed  by  the 
Committee  on  Preventive  Medicine.  The  committee  on 
Family  Physicians  was  discontinued  because  the  Family 
Physicians  are  represented  on  the  Interspecialty  Com- 
mittee and  the  Committee  on  Chronic  Pulmonary  Diseases 
was  discontinued  because  of  its  inactivity.  The  addition 
is  the  Committee  on  Child  Abuse,  with  Vincent  J.  Fontana, 
M.D.  as  its  chairman. 

Some  explanation  of  the  functions  of  the  two  new  com- 
mittees in  the  Commission  on  Education  is  probably  nec- 
essary. The  Committee  on  Surveys  is  charged  with  the 
task  of  surveying  those  institutions  requesting  accredita- 
tion to  designate  their  Continuing  Medical  Education 
(CME)  activities  for  Category  1 credits  in  the  Physicians 
Recognition  Award  Program  of  the  AMA.  In  September 
1975,  MSSNY  was  designated  by  the  AMA  as  the  accred- 
iting agency  in  New  York  State  for  those  institutions  with 
locally  oriented  CME  programs  which  request  this  ac- 
creditation. As  quoted  from  the  Information  Booklet  on 
the  AMA  Physicians’  Recognition  Award  (pg.  6)  “an  ac- 
credited organization  must  be  sufficiently  involved  in  the 
planning  development,  administration,  and  evaluation  of 
the  program  to  assure  that  it  meets  the  definition  of  a 
planned  program  of  CME,  and  must  accept  full  responsi- 
bility for  its  educational  value.”  The  Survey  Committee 
will  report  to  the  Accreditation  Committee  which  will  make 
the  final  recommendation  to  the  Council  of  MSSNY. 

The  Annual  Meeting  of  the  Commission  on  Public 
Health  and  Education  was  held  in  Albany  on  July  18th  and 
19th,  1975.  It  will  be  noted  that  this  was  a two-day 
meeting  for  the  first  time.  Details  are  included  in  Dr. 
Guthrie’s  report.  This  year  the  format  will  be  changed. 
It  will  be  a two  day  meeting  of  the  two  commissions. 
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An  interesting  event  in  1975  was  the  establishment  by 
MSSNY  and  the  New  York  State  Nurses  Association 
(NYSNA)  of  a Joint  Practice  Commission,  the  New  York 
State  counterpart  of  the  National  Joint  Practice  Com- 
mission established  by  the  AMA  and  the  ANA  “to  make 
recommendations  concerning  the  congruent  roles  of  the 
physician  and  the  nurse  in  providing  quality  health  care 
to  the  American  People.”  This  commission  has  met  at 
MSSNY  headquarters  three  times  and  its  operations  have 
been  assigned  to  the  Division  of  Scientific  Activities  for 
staffing  purposes.  It  has  accomplished  the  compilation 
of  a Joint  Position  Statement  which  was  approved  by  the 
MSSNY  Council  in  September  1975.  The  position 
statement  follows: 

In  recent  months  various  groups  have  proposed 
amendments  to  the  Nurse  Practice  Act  and  Medical 
Practice  Act  authorizing  qualified  persons  to  perform 
“Medical  Acts.”  In  response  to  those  suggestions  and 
other  questions  relative  to  interdisciplinary  practice  of 
nurses  and  physicians  this  position  statement  has  been 
formulated  and  approved  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  and  Board  of  Directors 
of  the  New  York  State  Nurses  Association. 

Both  societies  recognize  the  increasing  knowledge, 
expertise,  and  responsibility  of  the  medical  and  nursing 
professions.  As  health  science  and  technology  have 
advanced  practitioners  of  both  disciplines  have  incor- 
porated new  tools,  techniques  and  therapeutic  measures 
into  their  practices.  The  utilization  of  particular  diag- 
nostic and  therapeutic  tools  by  nurses  and  physicians 
is  determined  by  the  distinctive  education  and  scope  of 
practice  of  the  respective  professions. 

Although  it  is  obvious  that  patients  have  distinct 
medical  and  nursing  needs  it  must  be  recognized  that 
there  are  areas  of  practice  common  to  both  professions. 
It  is  essential  that  the  traditional  cooperative  relation- 
ship of  the  physician  and  nurse  be  maintained  to  assure 
this  principle.  The  parameters  of  overlapping  or  com- 
mon areas  of  practice  must  continue  to  be  determined 
by  the  medical  and  nursing  professions. 

Both  societies  agree  that  there  is  no  need  for  amend- 
ments to  either  the  Nurse  Practice  Act  or  the  Medical 
Practice  Act.  Such  action  is  unnecessary  for  the  fol- 
lowing reasons: 

1.  The  promulgation  of  a list  of  “Medical  Acts” 
would  be  totally  impractical.  Creation  of  such  a list 
would  ignore  differences  in  various  areas  of  the  State 
and  various  types  of  institutions.  Any  additions  or 
deletions  would  require  separate  legislative  acts. 

2.  The  medical  profession  has  established 
methods  for  setting  standards  in  the  various  special- 
ties. Physicians  must  be  qualified  in  respect  to 
training,  experience  and  capability  before  being  rec- 
ognized as  specialists.  The  nursing  profession  has 
also  developed  and  continues  to  strengthen  mecha- 
nisms for  regulating  the  preparation  and  practice  of 
nurses.  Such  systems  have  functioned  as  efficient 
safeguards  for  the  public  and  have  not,  in  the  past, 
required  legislative  action. 

3.  The  State  Education  Department  already 
has  statutory  responsibility  to  promulgate  regula- 
tions required  to  implement  articles  of  the  Educa- 
tion Law  for  each  profession.  Such  regulations 
could  be  more  effectively  accomplished  through  ad- 
vice from  the  appropriate  professional  organizations 
than  through  restrictive  legislation. 


Therefore,  the  two  societies  have  established  a Joint 
Practice  Commission,  composed  of  representatives  of 
the  Medical  Society  of  the  State  of  New  York  and  New 
York  State  Nurses  Association.  This  commission  is 
charged  with  defining  areas  of  practice  common  to  both 
professions  and  establishing  guidelines  for  interdisci- 
plinary practice  of  physicians  and  nurses.  Such  guide- 
lines are  similar  to  joint  position  statements  developed 
by  these  organizations  in  the  past  and  would  serve  to 
advise  and  assist  the  Commissioner  of  the  Department 
of  Education. 

The  commission  changes  and  the  increased  activities  in 
Continuing  Medical  Education  have  increased  the  re- 
sponsibilities and  the  work  load  of  the  Division  of  Scientific 
Activities  to  such  an  extent  that  an  addition  to  our  per- 
sonnel was  necessitated.  There  are  now  four  members  on 
the  staff  in  addition  to  the  director. 

In  addition  to  attending  all  Council  meetings  the  director 
has  attended  and  staffed  all  meetings  of  the  committees 
in  his  division.  He  also  attended  the  annual  convention 
in  March  1975  and  actively  assisted  the  reference  com- 
mittees on  Public  Health,  Education,  and  Scientific  Ac- 
tivities. In  the  course  of  his  duties  he  has  represented 
MSSNY  at  an  Ad  Hoc  Planning  Committee  meeting  on  PL 
93-641  on  March  17, 1975,  and  before  hearings  of  the  Board 
of  Regents  in  Albany  on  proposed  changes  in  the  Nurse 
Practice  Act  on  April  23, 1975.  He  also  attended  the  three 
special  meetings  of  the  House  of  Delegates  held  in  1975. 
On  several  occasions  he  has  also  met  with  a special  Task 
Force  of  H ANYS  set  up  to  review  the  State  Hospital  Code. 
He  represented  MSSNY  in  October  at  a three  day  meeting 
on  School  Health  in  Chicago  and  at  a two  day  meeting  in 
December  in  Syracuse  on  Home  Care. 

In  January  1976,  the  director  joined  an  AMA  team  in 
Houston,  Texas,  to  survey  the  CME  program  of  the  M.D. 
Anderson  Hospital.  He  was  also  a member  of  the  MSSNY 
team  which  surveyed  the  CME  activities  of  the  New  York 
Academy  of  Medicine. 

The  activities  of  the  various  committees  in  the  Division 
of  Scientific  Activities  have  been  left  to  the  annual  reports 
of  the  chairmen.  All  members  of  MSSNY  are  urged  to 
read  these  reports  carefully  as  they  detail  a tremendous 
amount  of  work  and  study  given  to  MSSNY  by  these 
committees. 

The  Physicians’  Placement  Bureau  has  received  reports 
that  over  200  physicians  have  been  placed  through  its  ef- 
forts from  the  time  of  the  last  report  to  the  end  of  May 
1976.  An  accurate  picture  of  the  actual  number  of  physi- 
cians we  secured  positions  for  cannot  be  recorded  as  many 
of  the  hospitals  and  communities  do  not  notify  us  when  a 
physician  is  placed.  However,  with  the  Bureau’s  complete 
list  of  positions  available  to  physicians  being  published  in 
the  New  York  State  Journal  of  Medicine,  we  are  receiving 
reports  that  communications  between  physicians  and 
communities  are  apparently  meshing. 

The  bureau’s  records  reflect  a cross  section  of  New  York 
State  communities  that  have  been  successfully  assisted 
through  our  service.  Areas  such  as  Amsterdam,  Auburn, 
Albany,  Bath,  Brockport,  Bronx,  Brooklyn,  Buffalo,  Car- 
mel, Carthage,  Chestertown,  Corning,  Cortland,  Elmira, 
Hamilton,  Herkimer,  Ithaca,  Jamestown,  Mahopac, 
Margaretville,  Mastic  Beach,  Massena,  Mechanicsville, 
Medina,  New  York  City,  Northern  Dutchess,  Northern 
Oswego,  Oswego,  Oxford,  Patchogue,  Port  Jervis,  Potsdam, 
Rhinebeck,  Rochester,  Salamanca,  Scotia-Glenville,  Sid- 


September  1976/ New  York  State  Journal  of  Medicine  1689 


ney,  Smithtown,  Sodus,  Syracuse,  Walton,  Webster, 
Wellsville  have  reported  that  the  bureau  has  been  re- 
sponsible for  placing  physicians  in  their  communities.  We 
have  received  many  letters  of  appreciation  for  our  Physi- 
cians’ Placement  Service. 

MSSNY  maintained  a booth  at  the  annual  convention 
which  was  staffed  by  the  Physicians’  Placement  Bureau 
administrator.  Many  physicians  stopped  at  the  booth  to 
inquire  about  physicians’  opportunities.  MSSNY  litera- 
ture concerning  physicians’  placement  was  distributed 
along  with  brochures  published  by  the  AMA  relating  to 
group  practice. 

The  AMA  Physicians’  Placement  Service  has  referred 
over  2,000  resumes  of  physicians  seeking  placement  in  New 
York  State.  Although  the  AMA  physician  referral  service 
has  undergone  a six  month  computerization  process,  the 
referral  service  is  back  in  full  swing. 

“What  Goes  On”,  now  entitled  “What  Goes  On  in  Con- 
tinuing Medical  Education”  has  publicized  thousands  of 
medical  meetings  for  medical  schools,  hospitals,  academies 
of  medicine,  specialty  societies,  county  medical  societies, 
and  other  organizations  since  the  last  annual  report. 

In  recognizing  the  ever  increasing  demands  for  physi- 
cians attending  continuing  medical  education  programs, 
“What  Goes  On  in  CME”  is  working  toward  publicizing  as 
many  CME  programs  as  possible. 

Scientific  Publications 

The  New  York  State  Journal  of  Medicine  has  continued 
publication  on  a monthly  basis,  and  this  change  has  been 
successful.  It  results  in  better  scheduling  as  well  as  savings 
in  the  costs  of  paper,  printing,  other  incidentals,  and 
postage.  As  much  material  is  published  in  a single 
monthly  issue  as  was  heretofore  contained  in  two  semi- 
monthly numbers. 

Included  in  1975  were  two  supplements — one  in  January 
for  the  program  of  the  Annual  Convention,  the  House  of 
Delegates  program,  and  annual  reports;  and  the  other  in 
September,  containing  the  Minutes  of  the  House  of  Dele- 
gates. The  revised  Bylaws  were  included  in  the  November 
issue.  These  special  issues  are  prepared  and  indexed 
under  the  direction  of  our  Executive  Associate.  Material 
appearing  in  the  Journal  is  indexed  in  the  two  semi-annual 
indexes. 

Advertisements  are  being  run  throughout  the  Journal 
pages.  However,  in  doing  this,  at  considerable  effort,  ar- 
ticles are  not  divided  and  broken  up.  The  advertising  is 
still  low,  but  compares  favorably  with  the  level  of  other 
journals. 

The  Publication  Committee  has  reviewed  matters  of 
policy,  particularly  in  reference  to  new  members  of  the 
Associate  Editorial  Board. 

The  Journal  continues  to  attract  an  increasing  number 
of  manuscripts  for  consideration.  An  effort  is  made  to  cut 
down  on  the  number  accepted,  to  include  only  the  best,  and 
to  reduce  our  backlog  of  material. 

During  1975,  a total  of  618  manuscripts  were  submitted, 
of  which  332  were  accepted  and  143  rejected;  265  were  sent 
to  consultants.  Of  a total  of  134  Annual  Convention  papers, 
only  31  were  received  and  20  accepted.  Malpractice  con- 
cerns are  reflected  in  Journal  pages,  with  many  news  items, 
special  articles,  and  editorials. 

Of  the  total  of  2,698  pages  published,  including  covers, 
2,085.5  were  editorial  pages,  devoted  to  scientific  and 
special  articles  and  the  special  sections  of  the  Journals. 

In  April,  awards  for  patriotic  service  were  given  by  the 
Department  of  the  Treasury,  U.S.  Savings  Bond  Program, 


to  our  people,  in  recognition  of  the  fact  that  the  Journal  has 
supported  the  savings  bond  program  since  1943. 

During  1975  plans  were  made  for  the  Bicentennial  Year. 
It  was  decided  to  have  special  covers  of  historic  interest. 
Also  July  is  to  be  the  Bicentennial  Issue,  reflecting  the 
history  of  medicine  in  its  various  aspects,  particularly  in 
New  York  State,  during  the  past  two  hundred  years. 

There  have  been  the  inevitable  crises  and  changes;  but 
the  Journal  has  improved  steadily.  With  the  continued 
concern  of  all  members  of  the  Medical  Society,  the  publi- 
cation will  maintain  its  high  position  and  standards  and 
will  continue  to  be  an  important  function  of  the  Medical 
Society  of  the  State  of  New  York  and  of  great  service  to  its 
members. 

Medical  Services 

The  report  of  the  activities  of  the  Division  of  Medical 
Services  is  best  made  by  reference  to  a specific  committee 
within  the  division  and  functions  related  thereto. 
WORKMEN’S  COMPENSATION  AND  OCCUPATIONAL 
HEALTH 

The  most  intensive  activity  in  this  field  has  been  devoted 
to  the  presently  ongoing  negotiations  in  the  Advisory 
Committee  on  the  Medical  Fee  Schedule  and  Allied 
Problems  of  the  Workmen’s  Compensation  Board  re- 
questing an  increase  of  20%  in  the  WC  fee  schedule  to  be- 
come effective  July  1,  1976.  This  has  entailed  the  accu- 
mulation of  a mass  of  economic  data,  comparison  of  fees 
with  other  states,  and  with  the  usual,  customary,  and  rea- 
sonable fee  patterns  established  by  the  Medicare  inter- 
mediaries from  physician  profiles.  The  advisory  com- 
mittee has  rejected  our  request  and  MSSNY  has  appealed 
directly  to  the  chairman,  whose  decision  is  pending  and  is 
expected  momentarily. 

The  last  increase  in  the  workmen’s  compensation  fee 
schedule  was  obtained  on  July  1, 1975.  The  negotiations 
at  that  time  also  required  the  gathering  of  material,  similar 
to  that  now  ongoing,  to  substantiate  our  request  and  we  did 
obtain  a satisfactory  compromise  agreement  of  an  overall 
12%  increase. 

The  director  has  attended  all  meetings  of  the  advisory 
committee  and  has  carried  the  weight  of  presenting  various 
MSSNY  requests  for  changes  in  the  Rules  and  Regulations, 
assembling  the  necessary  information  to  present  our  case. 
He  has  also  assisted  the  advisory  committee  in  responding 
to  complaints  by  physicians,  either  referring  the  matter  to 
the  MSSNY  Workmen’s  Compensation  Committee  or  re- 
sponding directly  to  the  physician  to  explain  the  situation. 
Matters  brought  to  the  attention  of  the  advisory  committee 
by  carriers  or  other  groups  represented  therein  are  likewise 
responded  to  directly  or  by  contact  with  the  respective 
county  medical  societies. 

In  May  1976  the  results  of  the  two-year  statistical  study 
of  workmen’s  compensation  practice  in  New  York  State 
became  available.  We  participated  actively  in  the  for- 
mulation of  the  study  and  the  early  instructional  period. 
We  will  be  analyzing  the  report  with  the  intention  of  pre- 
paring a summary  article  for  the  New  York  State  Journal 
of  Medicine. 

Podiatry  Fee  Schedule.  The  Podiatry  Fee  Schedule 
confrontation  was  finally  resolved  to  the  satisfaction  of  the 
MSSNY.  At  a meeting  convened  by  the  New  York  State 
Department  of  Education,  we  again  presented  arguments 
to  support  our  position.  The  resolution  of  this  dispute 
required  numerous  meetings  with  the  New  York  State 
Society  of  Podiatry,  the  New  York  State  Society  of  Or- 
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thopedic  Surgeons,  Inc.,  and  the  Workmen’s  Compensation 
Board’s  Advisory  Committee. 

Legislation.  For  some  years  the  director  has  been  at- 
tempting to  effect  amendments  of  the  Workmen’s  Com- 
pensation Law  through  legislative  action  in  Albany,  to 
change  inequities  or  undue  burdensome  statutes.  This 
year,  in  conjunction  with  Mr.  Martin  J.  Tracey  and  his 
Legislation  Committee,  we  were  successful  in  having  two 
bills  introduced  that  would  correct  some  of  the  faults. 
Both  of  these  bills  have  been  reported  out  of  the  Senate  but 
as  of  this  moment,  are  still  in  Assembly  Committee. 
Through  personal  contacts  with  the  chairman  and  counsel 
of  the  Workmen’s  Compensation  Board,  their  support  of 
these  bills  has  been  obtained  as  well  as  their  assistance  in 
their  passage.  We  are  hopeful  that  both  will  be  enacted 
this  year.  Three  other  bills  whose  passage  we  sought  have 
thus  far  made  no  satisfactory  progress. 

Arbitrations.  The  director  has  attempted  to  attend  as 
many  workmen’s  compensation  board  arbitration  com- 
mittee meetings  as  possible  to  keep  abreast  of  problems 
and  to  assist  the  county  medical  society  representatives 
and  our  physician  members  to  receive  equitable  decisions. 
Although  the  director  has  no  vote,  he  has  been  extended 
the  courtesy  of  freely  voicing  his  opinions,  which  he  does 
effectively.  The  meetings  attended  have  been  in  the 
greater  New  York  area,  time  not  having  permitted  at- 
tending similar  meetings  in  other  parts  of  the  State.  We 
feel  that  efforts  should  be  made  to  attend  such  meetings 
in  other  parts  of  the  State,  both  for  the  purpose  of  deter- 
mining the  complaints  of  our  physicians  in  those  areas  as 
well  as  the  opportunity  for  discussion  with  the  adminis- 
trative staffs  of  the  county  medical  societies  that  deal  with 
workmen’s  compensation.  We  have  made  ourselves 
readily  available  to  county  medical  societies  by  telephone 
and  correspondence;  and  they  have  availed  themselves  of 
this  opportunity  to  discuss  problems  which  arise  and  that 
may  be  difficult  to  resolve  without  an  indepth  knowledge 
of  the  complexities  of  the  Workmen’s  Compensation 
Law. 

For  some  time  there  have  been  complaints  from  the 
Workmen’s  Compensation  Board  that  county  medical 
societies  have  not  been  acting  on  matters  referred  to  them 
for  investigation  and  recommendation.  The  numbers  of 
such  complaints  have  increased  considerably  of  late  and 
these  have  been  pursued  by  the  director  to  correct  the 
situation. 

Osteopaths.  When  the  Bylaws  of  MSSNY  were 
amended  to  permit  membership  by  Doctors  of  Osteopathy, 
there  resulted  an  anomalous  situation  since  the  Workmen’s 
Compensation  Rules  and  Procedure  restricted  the  review 
of  all  Doctors  of  Osteopathy  to  the  purview  of  the  New 
York  State  Society  of  Osteopathy.  On  the  basis  that  this 
ruling  did  not  afford  those  osteopaths  who  elected  to  join 
our  Medical  Societies  the  rights  afforded  to  all  our  other 
members  and  thus  disenfranchized  them,  we  petitioned  the 
chairman  for  a change,  which  he  effected.  The  New  York 
State  Society  of  Osteopathy  appealed  this  decision  and  the 
Division  Director  appeared  to  plead  our  position  at  a 
hearing  before  the  Medical  Appeals  Unit  of  the  Workmen’s 
Compensation  Board.  The  Medical  Appeals  Unit  affirmed 
that  the  change  made  by  the  chairman  was  proper  and 
should  not  be  reversed. 

Failure  of  City  of  New  York  to  pay  for  WC  cases.  For 
some  years  our  members  have  been  complaining  about  the 
failure  of  the  City  of  New  York  to  process  compensation 
claims  for  treatment  of  their  employees  and  the  resulting 


inordinate  delays  were  indeed  disgraceful.  Communica- 
tion with  the  City  of  New  York  Administration  produced 
no  results,  and  when  a City  employee’s  union  filed  suit 
against  the  City  of  New  York,  we  offered  to  supply  sup- 
porting data  and  made  our  position  known  to  the  chairman 
of  the  Workmen’s  Compensation  Board.  The  latter  has 
secured  a promise  that  the  City  will  take  immediate  steps 
to  correct  the  situation. 

Federal  Employees.  We  supported  the  position  of  one 
of  our  physician  members  who  took  issue  with  the  ruling 
by  a fiscal  intermediary  that  the  payment  of  fees  for  the 
treatment  of  injured  Federal  employees  would  be  those  of 
the  State’s  workmen’s  compensation  fee  schedule.  We 
were  successful  in  obtaining  a ruling  that  this  State  law  is 
not  applicable  to  Federal  employees. 

Following  the  appointment  of  a new  chairman  of  the 
Workmen’s  Compensation  Board,  our  director  met  per- 
sonally with  him  to  establish  rapport  and  to  offer  the  as- 
sistance of  MSSNY  in  the  application  of  the  law  for  the 
benefit  of  those  patients  covered  by  it.  Since  that  first 
meeting,  a relationship  with  the  chairman  has  developed 
very  amicably  and  we  do  have  ready  entree  to  present  our 
problems  and  our  views.  We  have  cont  inued  to  maintain 
close  liaison  with  the  Administrative  agencies  of  the  Board, 
such  resulting  in  prompt  satisfactory  resolution  of  most  of 
the  difficulties  that  arise  in  this  area. 

The  division  receives  and  disposes  of  numerous  routine 
requests  for  assistance  in  the  application  of  the  Workmen’s 
Compensation  Law  from  our  members,  the  county  medical 
societies,  the  Board  and  carriers  which  are  dealt  with  ex- 
peditiously, frequently  avoiding  the  necessity  for  a more 
formal  action. 

INTERSPECIALTY  COMMITTEE 

The  Interspecialty  Committee  activities  have  continued 
to  increase  and  required  considerable  division  personnel 
time  in  the  accumulation  and  preparation  of  the  necessary 
materials  that  would  permit  thorough  briefing  of  the 
committee  members  so  that  considered  decisions  can  be 
made.  Materials  that  are  of  concern  to  the  Interspecialty 
Committee  but  overlapping  with  other  committees  have 
been  dealt  with  by  meetings  with  the  involved  committee 
chairmen  and  the  respective  division  heads. 

The  activities  of  the  committee  have  also  required  es- 
tablishing liaison  and  effective  communication  with  the 
various  specialty  societies,  and,  with  one  exception,  this 
relationship  has  been  working  very  well.  Whenever  mat- 
ters appear  or  arise  that  concern  a particular  specialty  so- 
ciety, as  in  the  Federal  Register,  State  governmental  an- 
nouncements or  regulations,  and  legislative  matters,  these 
are  forwarded  directly  to  the  individual  specialty  societies 
to  inform  them  and  to  determine  their  position  so  that  the 
latter  can  be  taken  into  account  when  MSSNY  deliberates 
on  its  stand.  When  items  arise  that  involve  more  than  one 
specialty  society  we  attempt  to  correlate  all  the  groups 
involved.  The  meetings  of  the  full  committee,  the  Sub- 
committee on  Continuing  Medical  Education,  and  the 
Subcommittee  on  Peer  Review  have  been  lengthy  and  have 
dealt  with  matters  of  considerable  concern  to  the  physi- 
cians practicing  in  New  York  State. 

The  activities  of  this  committee  have  served  to 
strengthen  the  ties  between  the  specialty  societies  and 
MSSNY  and  thus  enhance  the  strength  of  all  the  organi- 
zations. 

HEALTH  SYSTEMS  AGENCIES  COORDINATING 
COMMITTEE 

The  urgency  to  constitute  the  HSA  Committee  due  to 
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the  rapid  developments  in  this  field  required  immediate 
consultations  with  the  officers  of  the  Society  as  well  as 
those  of  local  areas  to  assure  proper  representation  on  the 
committee.  The  massive  material  that  has  appeared  rel- 
ative to  HSAs  since  the  enactment  of  the  National  Health 
Planning  and  Resources  Development  Act  (P.L.  93-641) 
required  culling,  coordinating,  and  distribution  to  the 
members  of  the  committee  so  that  they  could  be  ade- 
quately informed  of  the  weighty  matters  they  had  to  con- 
sider and  act  upon.  The  committee  has  shown  itself  to  be 
responsible,  industrious,  and  aware  of  its  responsibilities, 
and  I believe  will  serve  very  effectively.  Liaison  has  been 
established  both  with  the  local  groups  and  the  govern- 
mental agencies  involved  in  the  administration  of  the 
HSA. 

MEDICAL  CARE  INSURANCE 

The  problems  associated  with  the  activities  that  fall 
within  the  province  of  this  committee  have  continued  to 
increase  immeasurably.  These  problems  are  directed  to 
us  by  physicians,  by  the  public,  and  by  insurance  carriers. 
Almost  all  of  these  are  dealt  with  by  the  staff,  advising 
those  involved  with  the  various  provisions  that  apply  in 
their  particular  instances.  When  required,  communication 
is  effected  with  third  parties  or  county  medical  societies 
to  resolve  the  problem.  Effective  liaison  has  been  estab- 
lished with  insurance  carriers  and  governmental  agencies 
so  that  we  can  expedite  the  handling  of  differences. 

The  constantly  increasing  involvement  of  the  practice 
of  medicine  with  medical  care  insurors  demands  corre- 
spondingly increasing  time  and  effort  to  be  knowledgeable 
of  the  many  programs  offered,  and  other  changing  provi- 
sions. The  accumulation  of  background  material  to  ade- 
quately prepare  the  members  of  the  committee  for  a 
meaningful  discussion  of  the  items  to  be  presented  to  them 
requires  considerable  time  as  well.  Where,  as  so  frequently 
happens,  there  is  overlapping  jurisdiction  of  items,  whether 
within  this  division  or  another,  the  staff  sees  to  it  that 
proper  lines  are  maintained  by  interrelating  with  those 
involved. 

HOSPITAL  AND  PROFESSIONAL  RELATIONS 

The  revamping  of  the  Hospital  and  Professional  Rela- 
tions Committee  from  the  previous  Hospital-Based  Phy- 
sicians Committee  became  effective  during  the  past  year. 
The  division  staff  has  been  carefully  screening  various 
sources  to  select  those  topics  which  fall  within  the  purview 
of  this  committee  and  has  accumulated  and  distributed  the 
necessary  background  material  to  permit  thoughtful  con- 
sideration and  decision  making  by  the  committee. 

Effective  liaison  exists  between  our  staff  and  that  of  the 
professional  relations  division  of  Hospital  Association  of 
New  York  State  that  permits  of  ready  communication  and 
discussion  of  our  mutual  problems.  The  Division  Head 
attends  meetings  of  the  Professional  Relations  committee 
of  HANYS,  together  with  Dr.  Carl  Goldmark,  -Jr.,  supplies 
the  latter  with  needed  material  and  relieves  him  of  the 
required  follow-up  staff  work. 

The  importance  of  this  committee  in  rendering  services 
to  physicians  in  their  relationships  with  their  hospitals 
cannot  be  overstressed.  There  has  been  an  increasing 
tendency  for  hospital  based  physicians  to  disassociate 
themselves  from  their  county  and  state  medical  societies. 
The  availability  of  this  committee  to  assist  both  hospital- 
based  and  hospital-affiliated  physicians  in  their  relation- 
ships with  their  institutions  should,  it  is  hoped,  draw  them 
hack  into  the  fold.  We  can  anticipate  a growing  number 
of  differences  between  hospitals  and  their  professional 


staffs  where  our  interceding  may  be  welcome  and  beneficial 
to  all. 

The  most  recent  charge  to  this  committee  of  involvement 
with  intern-resident  problems  has  not  as  yet  been  consid- 
ered in  any  detail.  This  warrants  exploration  in  the 
coming  year. 

SOCIOECONOMICS 

MSSNY  and  this  committee  have  recognized  the  in- 
creasing importance  to  the  concern  of  our  membership  with 
the  impact  of  the  socioeconomic  factors  on  the  practice  of 
medicine.  The  importance  and  the  complexity  of  the 
matters  that  properly  fall  within  the  purview  of  this  com- 
mittee cannot  be  overemphasized.  The  staff  has  therefore 
concentrated  on  reviewing  literature,  the  abstraction  of 
material  relevant  to  the  purposes  of  the  committee  and  its 
distribution  to  the  members  of  the  committee  so  that  they 
can  have  ample  preparation  in  discussing  such  weighty 
topics  as  national  health  insurance,  government  reim- 
bursement schedules,  the  proposals  of  physician  unions 
and  alliances,  and  prepaid  health  insurance  plans. 

In  addition  to  the  formal  activities  of  the  division  in  this 
area,  efforts  have  been  made  to  establish  relationships  with 
the  various  groups,  both  medical  and  non-medical,  both 
governmental  and  non-governmental,  which  are  involved 
with  the  programs  cited. 

The  subject  matter  properly  falling  within  the  scope  of 
the  socioeconomics  of  medicine  continues  to  increase  at  a 
rapid  rate  and  it  is  likely  that  the  demands  of  this  activity 
will  increase  proportionately.  The  increasing  involvement 
of  the  physician  in  the  socioeconomics  of  the  community 
in  which  he  practices  warrants  the  assiduous  attention  of 
the  staff  so  that  the  Society  and  particularly  its  governing 
bodies  can  be  properly  informed  and  reach  considered 
decisions. 


General  Counsel 

Since  the  March  1975  meeting  of  the  House  of  Delegates, 
the  Office  of  the  General  Counsel  has  experienced  an  ex- 
tremely productive  year. 

The  general  counsel  and  his  associate  have  continued  to 
attend  the  recessed  sessions  of  the  House  of  Delegates  and 
all  meetings  of  the  Council  and  the  Board  of  Trustees,  as 
well  as  the  meetings  of  the  committees  assigned  to  it  for 
staff  support  and  research.  These  include  the  Professional 
Medical  Liability  Insurance  and  Defense  Board  to  Review 
All  Facets  of  the  Malpractice  Problem,  the  Judicial 
Council,  the  Committee  on  Ethics,  the  House  Committee 
on  Bylaws,  and  the  Council  Committee  on  Constitutions 
and  Bylaws. 

Also,  by  invitation,  the  general  counsel  attended  meet- 
ings of  the  Professional  Standards  Review  Organization 
Committee,  the  former  Peer  Review  Committee,  the 
Committee  on  Data  Processing  in  Medicine,  the  General 
Insurance  Committee,  the  Membership  Benefits  Com- 
mittee, the  Health  Manpower  Committee,  the  Continuing 
Medical  Education  Committee,  the  Committee  on  Aging 
and  Nursing  Homes,  and  the  Alcoholism  Committee. 

In  the  period  since  the  adjournment  of  the  House  of 
Delegates  in  March,  1975,  the  general  counsel  has  trans- 
mitted a number  of  memoranda  to  the  component  county 
medical  societies  dealing  with  a wide  variety  of  medical- 
legal  matters.  These  include  memoranda  concerning 
compulsory  assessments  made  upon  members  of  hospital 
medical  staffs,  the  problems  associated  with  the  practice 
of  the  New  York  State  Health  Department  in  mandating 
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compliance  with  its  Utilization  Review  Program 
(NYSHUR),  the  heavy-handed  pressure  exerted  by  some 
“consumer  groups"  in  attempting  to  influence  physicians 
to  cooperate  with  their  surveys,  the  propriety  of  physicians 
listing  themselves  in  telephone  directories  by  specialty,  the 
possible  legal  implications  associated  with  the  publication 
of  relative  value  scales  and  conversion  factors,  the  bona 
fides  of  the  socalled  “International  Medical  Directory  of 
Physicians”  and  the  "U.S.  Medical  Directory”,  the  right 
of  hospitals  to  require  malpractice  insurance  of  its  staff 
physicians  and  many  others. 

Also,  the  Office  of  General  Counsel  has  received  nu- 
merous telephone  calls  and  written  communications  from 
members  dealing  with  an  almost  limitless  range  of  subjects. 
Among  these  are  questions  concerning  informed  consent; 
release,  retention,  and  ownership  of  patient  records;  the 
authority  of  hospital  boards  of  trustees  vis-a-vis  hospital 
medical  staffs;  the  legal  status  of  physician  assistants  and 
nurse  practitioners;  the  sale  of  a medical  practice;  liability 
of  emergency  service  physicians;  liability  of  hospital  staff 
committees  and  county  society  grievance  committees  for 
their  actions  and  recommendations;  treatment  of  minors 
whose  parents  object  to  blood  transfusions  on  religious 
grounds;  effect  of  the  new  abortion  decisions;  child  abuse; 
treatment  of  incompetents;  death  with  dignity;  effect  of 
the  present  law  and  regulations  on  physicians  who  withhold 
professional  services  and  only  provide  emergency  care; 
responsibility  of  physicians  to  sign  death  certificates;  ter- 
mination of  relationship  with  patients  who  refuse  to  follow 
medical  orders;  practice  of  withholding  completion  of  in- 
surance forms  until  bill  is  paid;  liability  of  hospital  physi- 
cian-trustees; propriety  of  having  dentists  provide  coverage 
in  hospital  emergency  rooms;  use  of  bank  credit  cards  by 
patients  in  payment  of  their  medical  bills;  sterilization 
consent  requirements;  status  of  podiatrists  in  hospitals; 
immunity  provisions  for  peer  review  committees;  effect  of 
section  of  Public  Health  Law  dealing  with  medical  direc- 
tors in  nursing  homes,  and  many,  many  others. 

There  has  been  a wide  distribution  of  the  brochure, 
“When  the  Doctor  Dies”,  prepared  by  the  Office  of  the 
General  Counsel,  to  the  Woman's  Auxiliary  and  individual 
physicians,  their  wives  and  widows. 

The  general  counsel  and  his  associate  provide  legal  as- 
sistance to  all  of  the  divisions  within  the  staff  structure  as 
well  as  to  the  committees  under  their  jurisdiction.  In  this 
regard  the  programs  submitted  for  approval  by  the  In- 
surance Committee  and  the  Membership  Benefits  Com- 
mittee are  reviewed  from  a legal  standpoint  by  this  office. 
In  numerous  instances  the  subject  matter  of  bulletins  is- 
sued by  the  Public  and  Professional  Affairs  Department 
to  the  membership,  are  provided  by  this  office. 

Administration  has  also  established  a policy  which 
provides  that  all  contracts  which  are  entered  into  on  behalf 
of  this  Society  must  be  reviewed  by  the  general  counsel. 

One  of  the  most  time  consuming  activities  of  the  Office 
of  the  General  Counsel  has  been  the  review  of  the  consti- 
tutions and/or  bylaw’s  of  the  county  medical  societies  and 
district  branches  which  make  up  this  Society.  In  addition, 
they  have  been  asked,  on  occasion,  and  have  provided  as- 
sistance to  hospital  medical  staffs  in  connection  with  their 
medical  staff  bylaws.  To  date,  this  office  has  assisted  in 
either  updating,  obtaining  Council  approval  of  and  inter- 
preting the  constitutions  and/or  bylaws  of  the  counties  of 
Erie,  Monroe,  Kings,  Putnam,  Orange,  Dutchess,  Tomp- 
kins, Fulton,  New  York,  Queens,  Wayne,  Bronx,  Suffolk, 
Nassau,  Orleans,  Onondaga,  Essex  and  Broome  as  well  as 
the  Eighth  District  Branch.  They  have  also  provided  as- 


sistance to  those  societies  who  have  voted  to  become  in- 
corporated under  the  provisions  of  the  “Not-For-Profit 
Corporation  Law.” 

The  Office  of  the  General  Counsel  has  provided  assis- 
tance to  individual  physicians  and  local  societies  which 
have  experienced  problems  with  either  their  hospitals  or 
with  public  officials  or  agencies.  Several  instances  of 
where  this  type  of  assistance  paid  off  should  be  cited.  In 
one  case  a physician  was  criticized  for  failing  to  sign  a death 
certificate  on  behalf  of  a patient  who  expired  in  a hospital 
emergency  room,  although  he  was  unable  to  ascertain  the 
cause  of  death  since  he  was  not  present  at  the  time  of  death. 
The  efforts  on  his  behalf  resulted  in  a clarification  by  the 
State  Health  Department  of  the  requirement  that  the 
physician  must  only  certify  a death  in  which  he  knows  the 
cause.  In  other  cases  physicians  have  been  required  by 
their  hospitals  to  acquiesce  to  the  State  Health  Depart- 
ment’s Utilization  Review  Program  (NYSHUR),  not- 
withstanding the  fact  that  the  sections  to  which  we 
objected  have  been  withdrawn.  Our  complaints  to  the 
State  Health  Department  resulted  in  a cessation  of  this 
practice.  Finally,  the  Office  of  the  General  Counsel  in- 
terceded on  behalf  of  a physician  who  was  threatened  with 
legal  and  disciplinary  action  as  a result  of  a mix  up  with 
respect  to  his  narcotic  license.  The  result  was  that  this 
matter  was  finally  brought  to  a satisfactory  conclusion  for 
the  physician. 

The  Office  of  General  Counsel  also  provides  legal  assis- 
tance to  the  Judicial  Council.  Although  appeals  to  this 
body  have  not  traditionally  been  too  numerous  in  the  past, 
this  year  has  seen  a marked  change  in  the  membership’s 
desire  to  use  this  mechanism  of  appeal  from  actions  of  the 
county  medical  societies.  Since  the  last  meeting  of  the 
House  of  Delegates,  the  Judicial  Council  has  heard  two 
appeals  and  has  three  more  pending  at  the  time  of  the 
preparation  of  this  report. 

Finally,  this  office  has  the  responsibility  of  coordination 
of  the  institution  of  defense  of  legal  actions  brought  by  or 
against  this  Society. 

Governmental  Relations 

ALBANY  OPERATIONS.  During  the  regular  sessions 
of  the  New  York  State  Legislature  in  1975  and  1976,  the 
director  represented  the  State  Medical  Society  at  the  State 
Capitol  in  Albany.  His  activities  with  regard  to  the  Leg- 
islature included  communicating  the  position  of  the  Society 
on  a number  of  health  bills  considered  by  the  Senate  and 
Assembly,  contacting  key  legislators  and  their  staffs  to 
discuss  the  bills  of  interest  to  the  medical  profession,  and 
working  closely  with  the  Society’s  Legislative  counsel  in 
the  implementation  of  MSSNY’s  legislative  policy. 

While  the  Legislature  is  in  session,  the  director’s  tele- 
phone answering  service  has  been  operating  to  assist  him 
in  communication  with  the  legislators  and  their  staffs, 
county  medical  societies,  individual  members,  and  head- 
quarters. Since  its  inception,  this  service  has  proven  to  be 
a valuable  aid  in  reaching  the  director  at  the  Capitol. 

Capitol  News.  The  weekly  legislative  newsletter  of  our 
State  Medical  Society,  has  been  published  in  Albany 
during  both  the  1975  and  1976  sessions  of  the  Legislature. 
The  Capitol  News  is  distributed  to  members  of  the  legis- 
lature, county  medical  societies,  and  key  physicians  around 
the  State  to  keep  them  informed  of  developments  in  health 
legislation.  Twenty-four  issues  were  distributed  in  1975 
and  we  expect  that  approximately  twenty  issues  will  be 
published  this  year. 


September  1976/New  York  State  Journal  of  Medicine  1693 


HEADQUARTERS  ACTIVITIES.  Under  the  su- 
pervision of  the  director,  the  division  staff  is  responsible 
for  the  review  of  State  and  Federal  legislation  and  regula- 
tions pertaining  to  health  and  practice  of  medicine.  Ex- 
tensive files  are  kept  on  bills  introduced  in  the  State  Leg- 
islature and  the  Congress,  and  their  progress  is  followed 
through  publications  subscribed  to  by  the  division.  During 
each  legislative  session,  the  director  and  his  staff  help 
prepare  letters  and  statements  for  dissemination  to  gov- 
ernmental officials.  The  director  also  cooperates  with 
other  MSSNY  Divisions  by  providing  them  with  necessary 
information  and  seeking  their  advice  and  recommendations 
on  pending  legislation  and  regulations. 

On  a number  of  occasions  in  recent  months,  the  division 
has  been  called  upon  to  research  and  prepare  materials  for 
public  hearings  and  the  special  meetings  of  the  House  of 
Delegates.  With  regard  to  public  hearings,  the  director 
and  his  assistant  have  helped  the  State  Medical  Society 
spokesmen  with  their  presentations  before  legislative 
committees  and  the  McGill  Commission.  They  have  also 
prepared  summaries  and  analyses  of  major  legislation  and 
statutes  which  have  been  utilized  by  the  House  of  Dele- 
gates. 

The  division  prepares  and  distributes  the  “Legislation 
Action  Bulletin”  (LAB)  to  county  medical  societies,  liaison 
physicians,  and  the  Woman’s  Auxiliary,  urging  their  as- 
sistance with  our  legislative  efforts.  These  LAB  bulletins 
from  the  director  contain  the  material  sent  by  the  executive 
vice-president  to  members  of  the  New  York  State  Legis- 
lature. 

The  division  also  prepares  a yearly  “Health  Legislation” 
brochure  detailing  information  on  the  major  bills  from  the 
previous  State  legislative  session.  Included  are  important 
laws  enacted,  bills  vetoed  by  the  Governor  and  measures 
not  passed  by  the  Legislature.  This  publication  is  dis- 
tributed to  the  county  medical  societies,  the  AMA,  and 
other  state  medical  societies  around  the  country. 

On  a quarterly  basis,  the  division  prepares  a report  on 
Federal  Health  Legislation  for  publication  in  The  News  of 
New  York. 

Through  our  Legislation  Information  Center  the  division 
provides  information  and  assistance  to  county  medical 
societies,  individual  physicians,  and  others.  This  material 
is  as  varied  as  the  interests  of  those  who  request  it. 

A new  and  most  valuable  tool  has  been  utilized  by  the 
division  since  the  start  of  the  1976  State  legislative  session. 
The  recently  installed  facsimile  transmitter,  which  receives 
and  transmits  typewritten  and  printed  materials  over  the 
telephone  system,  has  greatly  accelerated  communications 
between  Albany  and  headquarters.  Printed  bills,  type- 
written memos  and  other  urgently  needed  materials  have 
been  placed  on  the  telecopier  in  the  Legislative  Counsel’s 
Albany  office  and  received  at  the  division’s  office  at 
headquarters  within  minutes.  In  like  manner,  similar 
materials  have  been  transmitted  from  headquarters  to 
Albany.  As  a result,  much  valuable  time  has  been  saved 
in  arriving  at  important  decisions.  The  new  mechanism 
has  considerably  improved  written  communications  be- 
tween Albany  and  Lake  Success. 

During  the  full  calendar  year,  the  director  and  his  as- 
sistant attend  various  MSSNY  committee  meetings  and 
assist  the  committees  with  any  matters  relating  to  gov- 
ernmental activity.  The  Division  also  cooperates  with  the 
PSRO  Statewide  Support  Center  in  dealing  with  State  and 
Federal  legislation  and  regulations  on  utilization  review. 

STATE  LEGISLATION  COMMITTEE.  The  Divi- 
sion of  Governmental  Relations  provides  staff  support  to 


the  State  Legislation  Committee.  In  this  capacity,  the 
director  and  his  staff  work  closely  with  the  committee  and 
under  its  direction.  It  is  the  continuing  responsibility  of 
the  division  to  inform  the  committee  of  activities  at  the 
State  Capitol  and  to  prepare  materials  for  their  meetings. 
Since  March  1975,  the  State  Legislation  Committee  has 
held  the  following  two  meetings: 

October  29, 1975.  The  State  Legislation  Committee 
conducted  its  regular  Fall  meeting  at  the  Syracuse  Hil- 
ton Inn  on  October  29,  1975.  At  this  meeting,  the 
committee  focused  its  attention  on  the  legislative  pro- 
gram of  the  State  Medical  Society  for  the  coming  year 
and  the  resolutions  referred  to  the  committee  by  the 
1975  House  of  Delegates.  In  developing  its  proposed 
legislative  program,  the  committee  divided  the  measures 
into  two  main  categories:  bills  on  malpractice;  and  bills 
on  other  matters.  Following  consideration  of  the  leg- 
islative program,  the  committee  made  Final  preparations 
for  the  Annual  Conference  of  County  Medical  Society 
Legislation  representatives  held  the  following  day. 

January  29,  1976.  This  meeting  held  at  the  Fort 
Orange  Club,  Albany,  was  called  to  review  developments 
in  the  Legislature  during  the  first  weeks  of  the  legislative 
session,  and  to  reconsider  the  legislation  program  of  our 
State  Medical  Society  in  light  of  the  report  of  the  Gov- 
ernor’s Special  Advisory  Panel  on  Medical  Malpractice 
and  the  Council  response  thereto. 

FEDERAL  LEGISLATION  COMMITTEE.  In  ad- 
dition to  its  activities  regarding  State  legislation,  the  di- 
vision is  responsible  for  providing  staff  assistance  to  the 
Federal  Legislation  Committee.  The  director  and  his  staff 
work  closely  with  the  chairman  and  committee  members 
and  under  their  supervision.  The  division  supplies  the 
committee  with  information  on  Federal  health  bills  and 
prepares  materials  for  their  meetings.  On  October  2, 1975, 
the  Federal  Legislation  Committee  met  at  MSSNY  head- 
quarters to  review  major  health  bills  pending  in  Congress 
and  to  consider  related  matters.  The  committee  discussed 
its  role  within  the  Society  and  the  importance  of  Federal 
agency  regulations.  At  this  meeting,  the  committee  pro- 
posed publication  of  a quarterly  report  on  Federal  legis- 
lation which  has  since  been  implemented  by  the  divi- 
sion. 

ANNUAL  LEGISLATIVE  CONFERENCE.  On 
October  30,  1975,  the  State  Medical  Society  conducted  its 
Annual  Conference  of  County  Medical  Legislation  Rep- 
resentatives at  the  Syracuse  Hilton  Inn.  This  meeting  was 
devoted  exclusively  to  State  legislation  because  of  in- 
creased attention  to  State  matters  due  to  the  malpractice 
insurance  crisis.  The  director  and  his  staff  made  the  ar- 
rangements for  the  meeting  and  prepared  the  materials 
utilized  by  the  participants.  The  director  also  took  an 
active  part  in  the  presentations  and  discussion  periods.  At 
this  conference,  the  State  Legislation  Committee’s  legis- 
lative proposals  for  1976  were  presented  by  the  chairman 
and  discussed  in  detail  by  the  participants.  This  was  one 
of  the  best  attended  conferences  ever  held  by  MSSNY  with 
1 10  people  taking  part.  The  highlight  of  the  meeting  was 
a presentation  by  Senator  Tarky  Lombardi,  Chairman, 
Senate  Health  Committee.  As  mentioned  above,  this 
meeting  dealt  with  State  legislation  and  the  malpractice 
insurance  crisis. 

MSSNY  MALPRACTICE  BRIEFING  SESSION 
AND  LEGISLATOR  CONFERENCES.  On  April  12, 
1976,  MSSNY  conducted  a briefing  session  on  malpractice 
legislation  at  the  Sheraton  Inn  Towne  Motor  Inn,  Albany, 
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for  representatives  of  county  medical  societies  from  around 
the  State.  The  division,  in  cooperation  with  the  Office  of 
the  Executive  Vice-President,  handled  the  arrangements 
for  the  briefing  session  and  prepared  materials  for  use  by 
the  participants.  Following  this  meeting  the  county  so- 
ciety representatives  met  with  their  legislators  in  their 
offices  at  the  Capitol.  The  director  participated  in  the 
briefing  session,  and  with  county  society  representatives, 
visited  some  of  the  legislators.  He  also  joined  State  Society 
officials  and  our  Legislative  Counsel  in  conferences  with 
the  leaders  of  the  Legislature. 

NEW  YORK  STATE  ASSOCIATION  OF  THE 
PROFESSIONS.  The  director  has  staff  responsibility  for 
activities  with  regard  to  NYSAP,  the  New  York  State  As- 
sociation of  the  Professions.  He  represented  the  State 
Medical  Society  at  meetings  of  the  Association,  and  worked 
closely  with  their  officers  and  staff  on  governmental  mat- 
ters of  common  concern  to  both  organizations. 

PUBLIC  MEETINGS  AND  PRIVATE  CONFER- 
ENCES. In  addition  to  his  other  duties,  the  director  at- 
tends many  public  hearings,  county  medical  society 
meetings,  and  private  conferences  throughout  the  year. 
He  regularly  attends  legislative  committee  meetings  on 
health  matters  in  Albany  and  monitors  important  hearings 
at  the  Capitol  and  around  the  State.  He  and  other 
MSSNY  representatives  also  participate  in  important 
private  conferences  with  government  officials.  The  fol- 
lowing is  a list  of  some  of  the  key  meetings  attended  by  the 
director  since  March  1975: 


1975 

March  22  — Meeting  on  malpractice  in  Albany 

March  28  — Meeting  on  malpractice  at  Sheraton 

LaGuardia  Inn 

April  3 — Meeting  on  malpractice  mediation 

panels  with  Judge  Richard  Bartlett 
in  New  York  City 

June  12  — Meeting  on  malpractice  with  Judge 

Bartlett  in  New  York  City.  At- 
tended with  Drs.  Emerson,  Siegel 
and  Fineberg  and  Messrs.  Rice  and 
Conway. 

September  10 — Board  of  Regents  meeting.  Statement 
presented  by  Dr.  Emerson. 

September  20 — New  York  Academy  of  Family  Practice, 
Legislators  Seminar,  Concord  Hotel, 
Kiamesha  Lake. 

December  17  — Public  Hearing  on  Definition  of  Death 
conducted  by  Assembly  Health 
Committee  in  New  York  City 

1976 

January  9 — Seminar  on  “Anatomy  of  Medical 

Malpractice”  in  Albany. 

January  14  — Public  Hearing  on  Patient  Evaluation 

Panels  conducted  by  Senate  Health 
Committee.  Dr.  Lawrence  present- 
ed MSSNY  statement. 

March  15  — Medical  School  Conference  in  Alba- 

ny. 


Public  and  Professional  Affairs 

The  Division  of  Public  and  Professional  Affairs  is  com- 
prised of  the  Department  of  Public  and  Professional 
Relations,  the  Department  of  Information,  the  Department 


of  Membership  News,  and  the  Field  Service,  which  consists 
of  four  regional  representatives. 

The  director,  in  addition  to  supervising  these  four 
components  of  the  division,  also  staffs  the  Council  Com- 
mittee on  Public  and  Professional  Relations,  the  Com- 
mittee on  Membership  and  the  New  York  Delegation  to 
the  American  Medical  Association. 

In  the  Spring  of  1976  the  director  was  assigned  to  assist 
the  Empire  Medical  Political  Action  Committee  in  orga- 
nizing an  effective  membership  campaign.  This  consisted 
of  not  only  the  selection  and  instruction  of  new  member 
solicitors  in  all  parts  of  the  State,  but  also  the  design  and 
production  of  the  necessary  brochures,  letters,  cards,  and 
badges.  Within  60  days  the  membership  had  grown  to 
twice  the  highest  previous  membership.  There  are  indi- 
cations that  EMPAC  will  finally  succeed  in  becoming  a 
PAC  worthy  of  the  physicians  of  New  York  State. 

The  major  public  and  professional  relations  interest  and 
activity  during  1975  was,  of  course,  directed  toward  the 
malpractice  insurance  crisis  situation.  PR  effort  was 
handled  by  the  two  PR  agencies,  Manning,  Selvage  & Lee 
(1975)  and  Lobsenz-Stevens,  Inc.  (1976)  (described  else- 
where). 

During  1975  and  the  first  few  months  of  1976,  more  than 
400  contacts  with  members  of  the  news  media  resulted  in 
extensive  wire  service,  newspaper,  radio  and  TV  exposure. 
The  Public  and  Professional  Relations  staff  developed  and 
arranged  for  the  taping  and  placement  of  several  health 
education  public  service  TV  spots  on  WNBC-TV.  The 
spots  were  run  during  1976.  The  value  to  date  of  this  time 
granted  free  to  MSSNY  for  the  presentation  of  its  health 
messages,  is  over  $20,000. 

At  the  request  of  the  Public  and  Professional  Relations 
Committee,  the  staff  developed  and  administered  a survey 
to  determine  how  many  New  York  physicians  might  leave 
the  State  or  retire  sooner  than  planned  because  of  the 
malpractice  crisis.  There  was  an  exceptionally  good  return 
of  22%  of  the  questionnaires.  The  results  were  tabulated 
by  computer  for  PR  use. 

The  Public  and  Professional  Relations  Committee,  ex- 
pressing concern  that  MSSNY  is  losing  a substantial 
number  of  members  by  resignation  each  year,  also  re- 
quested staff  to  develop  and  administer  a survey  of  those 
who  had  resigned  in  1974  and  1975.  The  results  of  the 
survey  are  being  tabulated  at  the  time  this  report  is  being 
prepared. 

The  staff  made  the  arrangements  for  the  “Establishing 
Yourself  in  Medical  Practice”  workshop  which  was  held 
on  June  8-9,  1976  in  New  York  City. 

The  News  of  New  York  is  MSSNY’s  principal  means  of 
communicating  nontechnical  and  nonscientific  information 
to  our  membership.  The  News  has  won  wide  appreciation 
from  members,  particularly  since  changing  from  monthly 
to  semimonthly  frequency  in  late  1974. 

A survey  made  by  the  division  in  August  1975  showed 
that  89%  of  doctors  responding  read  the  News  with  regu- 
larity; 5%  read  it  moderately;  and  4%  infrequently.  Most 
of  the  physicians  said  they  found  the  News  to  be  “of  value 
to  their  practice.”  We  attribute  this  loyal  readership  not 
only  to  the  critical  times  the  profession  is  experiencing,  but 
also  to  the  fact  that  tne  format  and  length  of  story — 
short — have  been  honed  to  acceptability  for  today’s  busy 
M.D.  News  covered  includes  succinct  reports  of  Council 
and  House  actions  and  medical,  legal,  and  economic  news. 
During  1976  there  have  been  frequent  “inserts” — adding 
two  pages  to  the  basic  (4-page)  format — which  have  been 
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devoted  to  such  important  information  as  reports  on  The 
Medical  Liability  Mutual  Insurance  Company  and  legis- 
lation coverage. 

Our  Ad  Rem  bulletins  have  also  experienced  innovation. 
More  regular  issuance  and  a distinct  policy  of  news  com- 
plementary to  the  News  of  New  York.  In  the  past  year  we 
have  expanded  the  number  of  bulletin  boards  we  have 
erected  in  hospitals,  and  requests  from  additional  hospitals 
for  participation  in  this  “quick  news”  communication 
program  continue  to  be  received. 

During  the  past  year,  we  prepared  and  mailed  nine 
HOTLINE  letters.  “Hotlines”  are  sent  by  first  class  mail 
to  every  member  of  the  Society.  Our  policy  of  using  the 
distinctive  red  and  white  striped  stationery  for  only  this 
priority  news  emphasizes  the  exceptional  importance  of 
all  communication  via  this  medium. 

The  Department  of  Information  continues  to  serve  as 
a vital  link  between  MSSNY  and  the  public,  physicians, 
allied  health  organizations,  the  Woman’s  Auxiliary  to 
MSSNY,  and  the  New  York  State  Medical  Assistants  As- 
sociation. The  department  handles  several  hundred  in- 
quiries per  month.  As  an  example,  over  the  past  year  the 
public  showed  continued  concern  with  acupuncture,  its 
reliability,  and  sources  for  treatment.  Another  recurring 
request  was  from  patients  trying  to  locate  the  records  of 
physicians  no  longer  in  practice,  or  deceased,  in  regard  to 
the  drug  Diethylstilbestrol  (DES)  that  was  administered 
to  pregnant  woman  a generation  ago  and  is  now  cause  for 
concern  by  their  children. 

Many  licensed  physicians  requested  assistance  regarding 
medical  licensure  reciprocity  with  New  York  State.  Newly 
licensed  physicians  were  concerned  with  the  rudiments  of 
becoming  established  in  medical  practice.  The  greatest 
number  of  inquiries  from  medical  students  was  in  the  fol- 
lowing categories:  sources  for  financial  assistance,  data 
on  foreign  medical  schools,  methods  and  procedure  for 
American  students  attending  foreign  medical  schools  to 
return  to  the  U.S.  to  continue  their  education.  An  ever 
increasing  number  of  inquiries  is  received  regarding  allied 
health  careers,  centers  for  training,  entrance  requirements, 
and  sources  for  employment. 

A major  project  undertaken  by  the  Information  De- 
partment (as  a service  to  the  Woman’s  Auxiliary)  was  the 
sorting  and  classifying  of  all  Auxiliary  archives  stored  at 
MSSNY  headquarters  and  searching  for  the  minutes  of  all 
pre  and  post  convention  Board  of  Directors  meetings,  and 
the  House  of  Delegates  proceedings  for  the  period  1949  to 
the  present. 

With  the  change  of  the  date  of  the  MSSNY  annual 
convention,  a new  procedure  was  instituted  for  the  distri- 
bution of  the  50  Year  Service  Citations.  All  facets  of  this 
award  (350  annually)  as  well  as  the  President’s  Citation  and 
the  Albion  O.  Bernstein,  M.I).  Award  are  administered  by 
this  department. 

The  MSSNY  field  service  represents  the  Society’s  most 
effective  means  of  liaison  with  its  component  county 
medical  societies.  The  four  regional  representatives 
constantly  circulate  about  the  state  contacting  the  officers 
and  staff  of  all  local  societies,  gathering  and  disseminating 
current  information,  and  assisting  with  the  programs  of 
both  the  State  Society  and  the  local  societies.  They  attend 
the  majority  of  the  meetings  of  the  county  societies  to 
provide  and  interpret  State  Society  program  information. 
During  the  past  year,  these  men  were  involved  with  the 
conduct  of  several  surveys  and  gathered  needed  facts  where 
correspondence  failed.  This  service  also  conveys  the  “new 


member  kit”  of  MSSNY  material  with  a word  of  personal 
greeting  to  each  new  member. 

Research  and  Planning 

ADDRESS  VERIFICATION.  As  an  outgrowth  of 
coordinating  the  assessment  collection,  the  Division  of 
Research  and  Planning  found  that  the  return  on  billing  and 
mailings  to  the  membership  roster  had  a great  error  factor. 
It  was  therefore  felt  necessary  to  cross  check  each  name 
with  membership  list  and  each  address  with  the  AMA  file. 
It  was  found  that  in  many  cases  physicians  with  similar 
names  were  being  confused;  multiple  addresses  caused 
confusion!  There  were  problems  in  the  MSSNY  internal 
system  and  poor  communication  between  the  doctor  and 
the  Society.  All  contributed  to  the  calculated  22.3%  error 
factor. 

The  task  of  checking  and  subsequently  correcting  this 
problem  took  many  months  of  tedious  work  utilizing 
computer  technology  and  manpower.  It  was  done  with  the 
cooperation  of  several  divisions  and  employed  a great  many 
people  in  order  that  the  most  accurate  job  be  done.  Re- 
source information  was  gathered  from  mailings  that  are 
regularly  sent  by  the  society  with  reply  requested  for  ad- 
dress changes.  The  mail  room  kept  us  informed  at  all 
times  of  the  changes  reported  to  them  and  on  a daily 
ongoing  basis  the  lists  were  checked  and  rechecked. 

Once  this  task  was  accomplished  it  was  then  possible  to 
launch  the  concise  project  of  establishing  a record  trail  and 
type  of  audit  system  which  aided  the  Society  in  the  as- 
sessment file  correction  and  maintenance. 

ASSESSMENT.  In  April  of  1975  after  our  assessment 
had  been  initiated  and  had  been  coming  in,  it  was  deter- 
mined by  the  accounting  office  that  there  were  several 
problems  in  the  method  that  was  being  used  to  collect  the 
information  pertaining  to  who  had  paid  the  assessment. 
This  division  was  assigned  to  investigate  this  problem  and 
to  try  to  find  a solution  for  it.  After  extensive  work  and 
many  audits  a computerized  method  was  developed  to 
cross  check  the  assessment  roles  and  determine  who  had 
and  who  had  not  paid  the  assessment.  The  activity  on  the 
assessment  continued  through  October  when  the  final 
letter  went  out  to  all  county  medical  societies  stating  who 
had  been  dropped  because  of  nonpayment  of  the  assess- 
ment. At  this  point  there  are  still  doctors  on  this  list.  An 
active  list  is  being  maintained  of  all  those  who  have  paid 
the  assessment  and  all  those  who  have  not  paid. 

CENTRAL  FILE.  As  a result  of  studies  undertaken 
and  completed  in  1974,  the  central  file  was  implemented 
and  was  located  in  the  library  of  the  Medical  Society.  The 
purpose  was  to  have  the  minutes  of  all  committee  meetings 
within  the  library  to  be  used  as  a central  resource  center 
for  staff  and  committees. 

During  the  year  the  information  received  in  this  file  was 
analyzed  by  the  division.  At  this  time  the  file  is  up  to  date 
with  all  committee  reports  and  committee  meeting  minutes 
for  the  year  1975. 

COMMITTEE  STRUCTURE.  This  division  has  been 
concerned  with  the  internal  committee  structuring  and 
scope  of  activities  throughout  the  year.  It  has  been  noted 
many  committees  overlap  each  other  in  their  intent  thus 
creating  duplication  of  work  effort.  Further,  the  lack  of 
information  sharing  diminishes  each  comittee’s  effectivity. 
In  examining  the  minutes  of  all  committees,  it  was  found 
that  many  of  the  committees  do  not  have  regular  meetings. 
It  is  felt  that  a reorganization,  after  thorough  examination, 
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is  in  order  both  to  heighten  efficiency  and  to  better  ap- 
portion the  funding  for  the  individual  committee  setups. 

It  has  been  a tedious  task  compiling  these  committee 
structure  statements  with  much  more  to  be  done  in  order 
that  recommendations  may  be  made  to  the  Council  for 
approval  of  reorganizing  and/or  consolidating  individual 
committees. 

Computerization  of  MSSNY  Records.  During  the 
process  of  designing  the  accounting  methods  for  assess- 
ment, it  was  found  there  was  a 22.3%  error  factor  in  the 
address  files.  Upon  this  determination  it  was  decided  by 
the  administration  that  the  Division  of  Research  and 
Planning  should  try  to  find  solutions  for  this  problem. 
With  this  in  mind  this  division  undertook  the  task  of 
studying  the  process  being  used  in  the  membership  de- 
partment for  the  recording,  updating,  and  maintenance  of 
all  transactions  relating  to  doctors’  records.  Based  upon 
the  findings,  recommendations  were  sent  to  the  executive 
vice-president,  stating  that,  due  to  the  problems  within  the 
AMA  computer  systems  program,  which  is  better  known 
as  AM-CAP,  and  the  fact  that  we  found  that  there  would 
be  very  little  cooperation  from  the  AMA  in  correcting 
the  problems  which  we  deemed  necessary,  in  order  for  the 
Medical  Society  of  the  State  of  New  York  to  undertake 
development  of  an  internal  computerized  system  for 
maintaining  the  membership  files.  This  was  started  in  the 
first  week  of  November,  1975,  resulting  in  the  processing 
of  our  own  billing,  December  1,  1975.  All  bills  were  sent 
out  with  remarkable  results  and  proof  that  the  new  address 
correction  process  was  successful  inasmuch  as  after  3% 
weeks  of  mailing  there  were  only  102  returns  out  of  more 
than  20,000  mailings  sent  out.  These  returns  were  not 
necessarily  incorrect  addresses,  but  rather  many  of  them 
were  returned  because  people  had  moved  and  not  left 
forwarding  addresses  with  either  the  county  or  the  post 
office.  At  this  point  the  computerization  of  MSSNY 
membership  records  is  still  underway  with  complete 
transaction  processing  and  a complete  new  report  design 
being  developed  with  total  implementation  and  total  report 
generation  being  anticipated  by  the  first  of  March,  1976. 

In  addition  to  the  membership  file  records,  the  division 
has  also  investigated  the  possibility  and  probability  of 
having  a Medical  Society  of  the  State  of  New  York  con- 
trolled processing  for  the  directory  listings.  This  has  un- 
dergone preliminary  investigation  and  is  now  in  the  design 
state  for  the  Medical  Society  to  control  this  faction  of  the 
computerized  record  keeping  also.  In  addition  to  this  the 
accounting  department  is  now  in  the  preliminary  stages  of 
system  design  for  a complete  automation  of  all  accounting 
processes  in  the  Medical  Society,  including  payroll,  general 
ledger,  etc. 

CRIME  STATISTICS  STUDY.  It  was  called  to  the 
attention  of  the  Division  of  Research  and  Planning  that 
crime  related  to  medical  facilities  was  on  the  rise. 
Therefore,  this  division  is  undertaking  a statistical  study 
for  several  purposes:  gathering  together  statistical  evi- 
dence to  be  used  as  a base  for  public  education  programs, 
providing  doctors  with  information  that  may  guide  them 
in  their  decision  of  locations,  compiling  a resource  center 
for  members’  utilization  of  security  methods. 

So  that  an  effective  planning  effort  could  be  undertaken, 
background  information  on  criminal  activity  and  crime 
statistics  was  sought  from  the  New  York  State  Police  De- 
partment in  Albany  and  from  New  York  City  Police  De- 


partment. In  both  cases  it  was  found  that  statistics  are 
broken  down  by  type  of  crime  related  to  particular  areas 
of  the  State  and  the  City.  However,  statistics  that  would 
pinpoint  criminal  activity  relating  to  a type  of  business  is 
not  kept.  It  is  the  contention  of  the  division  that  statistics 
of  this  nature  for  the  State  of  New  York  would  he  valuable 
both  in  the  areas  of  promoting  news  media  to  release  in- 
formation regarding  the  facts  about  drugs  in  doctors’  of- 
fices and  the  amount  of  cash  in  doctors’  offices.  In  both 
cases  the  reward  for  the  crime  is  very  small. 

Kach  county  president  received  a cover  letter  explaining 
the  intent  of  the  survey  and  requesting  the  individual  so- 
ciety’s cooperation.  Included  in  the  packet  was  a ques- 
tionnaire that  is  to  be  filled  out  and  returned  to  us  only  in 
case  of  crime  and  a letter  to  be  sent  to  the  individual 
county’s  membership  (also  with  explanation). 

FACSIMILE  TRANSMISSION.  The  division  un- 
dertook a study  of  facsimile  transmission  and  vendors 
marketing  telecopying  equipment.  The  scope  of  the  study 
was  for  the  purpose  of  establishing  requirements  for  ex- 
pediting the  transfer  of  information  between  the  Lake 
Success  headquarters  and  the  Albany  office  of  the  legis- 
lative counsel  of  the  Medical  Society.  As  we  got  into  the 
study  it  was  apparent  that  other  areas  of  interest  were 
pertinent  to  the  study:  the  first  was  that  communication 
between  the  Medical  Society  and  the  newly  formed  Med- 
ical Liability  Mutual  Insurance  Company  would  be  flowing 
frequently  and  the  use  of  a facsimile  transmission  would 
greatly  aid  the  accuracy  and  the  intent.  Additionally, 
there  was  the  possibility  of  communication  between  our 
headquarters  and  the  individual  county  societies. 

With  all  of  these  possibilities  in  mind,  four  manufac- 
turers’ equipment  was  thoroughly  studied  . . . time  and  line 
charges  were  tabulated  with  each  machine  including  the 
initial  costs.  No  accurate  study  could  be  based  completely 
on  price  alone  so  the  quality  of  each  machine  and  benefits 
derived  thereof  came  into  judgment.  Figures  were  derived 
for  each  one  of  seven  test  areas  with  consultants  from  the 
telephone  company  contributing  information.  Ail  of  the 
Society’s  internal  phone  operations  were  evaluated  and  a 
study  of  the  plausible  use  of  a WATTS  service  line  at  a 
further  date  was  also  reported  upon. 

The  three  month  study  concluded  with  three  recom- 
mendations: (1)  there  is  substantial  need  for  facsimile 
transmission  between  Lake  Success  and  the  Albany  legis- 
lative office;  (2)  the  Medical  Liability  Mutual  Insurance 
Company  should  be  urged  to  rent  equipment  that  would 
be  compatible  with  the  one  eventually  to  be  used  by 
MSSNY  so  that  we  may  have  an  immediate  flow  of  infor- 
mation; (3)  planning  should  be  developed  and  county 
medical  societies  should  be  involved  and  should  house  their 
own  machines. 

As  a consequence  of  this  study  the  Medical  Society  of  the 
State  of  New  York  has  accepted  the  recommendation  of 
our  investigation  and  we  have  begun  the  first  stage  by 
renting  a Xerox  telecopier  to  be  used  for  transmission  be- 
tween our  headquarters  and  Albany. 

HISTOR  Y OF  THE  MEDICAL  SOCIETY.  A history 
of  the  Medical  Society  of  the  State  of  New  York  and  the 
individual  county  societies  was  undertaken  by  this  division 
resulting  from  an  inquiry  as  to  why  some  societies  were  not 
incorporated. 

The  research  was  gathered  from  the  historical  medical 
transcripts  and  information  dating  back  to  1794.  The 
growth  patterns,  medical  knowledge,  and  changing  societal 
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trends  all  were  traced  and  explained  much  of  the  Statewide 
patterns  existing  today. 

An  effort  is  now  being  made  to  pursue  the  individual 
county  societies'  history.  This  has  now  been  agreed  upon 
by  the  committee  and  it  has  been  suggested  that  each  so- 
ciety undertake  its  own  historical  study,  either  with  the 
cooperation  of  a person  from  within  the  society’s  mem- 
bership or  through  the  local  county  historical  society. 
After  this  has  been  accomplished  it  is  felt  that  it  will  be 
propitious  to  publish  a compilation  of  the  material  con- 
cerning all  the  societies.  There  has  been  a great  deal  of 
enthusiasm  expressed  and  generated  for  this  idea. 

MALPRACTICE  SURVEY.  In  March  of  1975,  due  to 
the  imminent  health  care  crisis  resultant  from  the  mal- 
practice insurance  problem,  the  division  worked  with  the 
Division  of  Public  and  Professional  Affairs  in  devising  a 
confidential  questionnaire  to  be  answered  by  each  physi- 
cian receiving  the  News  of  New  York  (38,000). 

The  response  was  overwhelming  in  this  direct  mail  sur- 
vey since  22%  of  those  polled  responded.  This  is  an  out- 
standing percentage  since  3%  is  the  national  expected  re- 
turn. Within  10  days  of  the  mailing,  8,465  doctors  re- 
turned their  questionnaires.  These  were  opened  and  in- 
dividually keypunched  and  verified.  A computer  program 
was  then  written  which  gave  an  array  of  statistical  infor- 
mation such  as  percentages  regarding  physicians’  ages, 
specialties,  and  locations,  if  practicing.  These  variables 
were  then,  through  computer  process,  analyzed  against  the 
indicated  decision  to  remain  and  practice  medicine  in  this 
state  despite  the  malpractice  crisis. 

A lengthy  report  was  disseminated  including  the  actual 
statistics  and  the  conclusive  findings.  Returns  continued 
to  come  to  the  office  for  as  long  as  2%  months  following  the 
original  survey,  pointing  out  the  importance  in  directly 
polling  the  feelings  of  the  physician  at  the  “grass  roots” 
level,  whose  needs  we  serve. 

PERSONNEL  POLICY  MANUAL.  Inasmuch  as  the 
personnel  policy  manual  for  all  MSSNY  employees  had  not 
been  revised  in  many  years  it  was  deemed  necessary  to 
rewrite  and  update  the  policies  in  the  manual.  This  as- 
signment was  given  to  the  Division  of  Research  and  Plan- 
ning in  August.  To  implement  this  process  the  existing 
policy  manual  was  studied  and  several  recommendations 
were  made  to  delete  policies  which  were  now  in  existence. 
In  addition  to  this,  the  medical  care  insurance  and  the 
benefit  package  was  studied  as  well  as  other  fringe  benefits 
such  as  holidays,  vacations,  etc.  The  study  which  involved 
contacting  several  industries  in  the  area  and  out  of  the  area 
provided  information.  The  industries  included  large 
corporations,  profit-making  corporations  of  the  size  of 
MSSNY  (staff  wise)  and  nonprofit  making  organizations 
such  as  the  Nursing  Association  and  the  Hospital  Associ- 
ation of  New  York.  After  all  materials  and  ideas  were 
gathered  this  infomation  was  correlated  and  brought  forth 
and  the  recommendations  for  policy  changes  and  imple- 
mentation were  introduced.  After  this  stage  of  the  process 
had  been  completed,  several  meetings  were  held  between 
this  division,  the  Executive  Vice-President  and  division 
directors  at  which  time  each  of  the  recommended  changes 
was  scrutinized  and  the  projected  impact  was  elaborated 
on.  This  process  took  almost  two  months  and  the  manual 
underwent  many  changes,  not  only  in  policy  but  editorially. 
The  end  result  of  this  complete  study  is  that  each  employee 
now  has  a new  policy  manual  which  defines  all  the  policies 
of  the  Medical  Society  of  the  State  of  New  York  as  they 


govern  the  employees  during  their  working  hours,  their 
rules  and  regulations. 

PHYSICIAN  DISTRIBUTION.  The  study  of  the 
distribution  of  physicians  continues  to  be  of  ongoing  con- 
cern to  this  division.  The  uneven  distribution  of  medical 
care  within  the  State  is  of  prime  importance  and  with  re- 
search statistics,  areas  in  need  of  health  care  could  be  made 
available.  This  would  greatly  aid  the  recent  medical 
graduate,  physicians  wishing  to  relocate,  and  medical 
groups;  would  serve  as  an  indicator  for  the  universities;  and, 
in  general  would  reshape  the  entire  health  services  picture 
Statewide. 

Our  information  will  be  reamed  for  the  individual  county 
societies  but  will  also  extend  into  the  needs  of  the  com- 
munity by  approaching  the  Chambers  of  Commerce,  hos- 
pitals, and  consumer  groups.  After  our  investigation  is 
completed,  the  findings  will  be  passed  along  to  the  Division 
of  Scientific  Activities  for  implementation  in  their  man- 
power placement. 

PSRO  AND  DATA  PROCESSING.  The  Division  of 
Research  and  Planning  has  been  actively  involved, 
throughout  the  entire  year,  in  concepts  of  data  processing 
and  in  working  as  a consultant  to  the  PSRO  State  Support 
Center  and  the  PSRO  Committee.  Some  of  the  detailed 
analysis  done  by  this  division  was  a comprehensive  analysis 
of  the  NYSUR  system  given  at  the  time  that  NYSUR  was 
being  submitted  to  the  Health  Department  as  the  system 
to  be  used  in  New  York  State  for  PSRO  data  record  pro- 
cessing. Among  other  things  accomplished  through  the 
consulting  basis,  are  the  analysis  of  several  data  processing 
vendors  who  have  wished  to  pursue  the  sale  of  services  to 
PSROs  in  New  York,  and  the  preparation  of  a request  for 
proposed  data  processing  services  submitted  to  the  Health 
Department  in  Washington,  D.C.  for  review.  Inasmuch 
as  the  data  file  functions  in  the  processing  concepts,  used 
by  the  PSROs,  are  vital  and  since  confidentiality  cannot 
be  broken  in  the  dissemination  of  this,  information  must 
be  scrutinized  carefully  and  closely,  and  the  data  processing 
knowledge  held  within  the  Division  of  Research  and 
Planning  has  been  a vital  part  of  the  overall  concepts  of  the 
PSRO  State  Support  Center. 

Insurance  and  Membership  Benefits 

GENERAL  INSURANCE.  There  are  approximately 
5,000  participants  in  the  Medical  Society  of  the  State  of 
New  York  supplemental  insurance  programs.  Thus  far, 
a Group  Life,  Disability  Income,  and  Professional  Over- 
head Expense  programs  have  been  implemented.  Sup- 
plemental Inhospital  Indemnity  and  Accidental  Death  and 
Dismemberment  Insurance  programs  have  been  approved 
and  are  in  the  process  of  being  implemented.  The  un- 
derwriting company,  the  Continental  Insurance  Group,  has 
advised  us  that  a substantial  volume  of  insurance  has  been 
written  at  the  county  level.  In  part,  this  is  due  to  the 
supplemental  nature  of  the  State  programs.  Therefore, 
all  the  programs  should  be  stronger  because  of  the  large 
number  of  physicians  enrolled. 

Other  forms  of  insurance  for  the  personal  and  profes- 
sional needs  of  the  membership  are  being  studied.  Among 
these  are  major  medical  and  such  casualty  lines  as  Group 
Auto  and  Homeowners  Insurance.  At  the  present  moment 
in  time,  the  underwriting  market  for  casualty  and  liability 
insurance  is  extremely  limited. 

MEMBERSHIP  BENEFITS.  The  Committee  on 
Membership  Benefits  is  continuing  to  develop  the  theme 
“Membership  pays,  it  does  not  cost.” 
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This  past  year  the  following  new  membership  benefits 
were  introduced:  Avis  Car  Rental  and  Car  Leasing  with 
special  discounts  and  services  to  our  members;  Chemical 
Bank  set  up  a special  financial  program  for  members  of 
MSSNY;  a Physicians  Travel  Club  has  been  established 
for  assistance  to  our  group;  specially  negotiated  prices  with 
one  of  the  world’s  largest  distributors  of  Waterford  Crystal 
for  the  membership — imported  directly  from  Waterford, 
Ireland;  reduced  prices,  through  the  Society  Club  set  up 
for  physician  members,  at  leading  restaurants  in  New  York 
City,  theatres,  and  sporting  events;  substantial  discounts 
on  appliances,  furniture  and  major  items  (with  a lowest 
price  guarantee),  through  a large  wholesale  purchasing 
organization. 

Another  leasing  and  car  buying  company  was  approved 
by  the  Council  to  enable  our  membership  to  enjoy  com- 
petitive prices  on  leasing,  and  major  savings  on  the  pur- 
chase of  all  types  of  cars,  foreign  or  domestic,  at  substantial 
savings,  through  the  Carann  Leasing  Corporation  of 
Westbury,  New  York.  Prices  on  new  cars  are  close  to 
wholesale  and  are  delivered  anywhere  in  the  State. 

Special  discounts  ranging  up  to  45%  on  medical  texts  and 
general  interest  books  were  arranged  with  the  Macmillian 
Publishing  Company. 

The  Encyclopedia  Britannica  Company  has  agreed  to 
give  our  physician  members  bonus  features  and  additional 
consideration  when  they  apply  for  this  publication. 


Business  Division 

The  following  are  the  activities  undertaken  by  the 
Business  Division: 

ACCOUNTING  DEPARTMENT.  Established  an 
order  and  billing  subdepartment.  All  orders  for  any 
MSSNY  publications  must  now  filter  through  this  de- 
partment. This  closes  previous  loopholes  and  gives  control 
at  one  central  point. 

DATA  PROCESSING  DEPARTMENT,  (a)  Estab- 
lishment of  a new  department  which  now  is  exclusively 
working  on  data  processing  of  membership  records,  i.e., 
dues  billing,  dues  collection,  periodic  dues  paid,  and  unpaid 
reports  (This  program  was  previously  done  by  the  Ameri- 
can Medical  Association  called  AMCAP);  (b)  The  de- 
partment is  presently  working  on  automating  the  State 
Society’s  payroll  system  and  following  that,  the  automation 
of  the  financial  records  of  MSSNY.  (c)  Following  com- 
pletion of  2(b)  above,  the  department  will  work  on  com- 
puterization of  the  necessary  records  and  information  for 
production  of  future  editions  of  the  Medical  Directory  of 
New  York  State;  (d)  A further  longrange  project  is  the 
computerization  of  information  that  will  be  required  for 
keeping  of  physicians’  records  re  the  proposed  continuing 
medical  education  program. 


It  is  expected  that,  when  all  programs  are  implemented, 
there  will  be  a saving  to  the  State  Society  of  over 
$100,000.00. 

MEMBERSHIP  AND  MEDICAL  DIRECTORY  DE- 
PARTMENT. Production  of  the  1976-77  Medical  Di- 
rectory is  on  schedule  and  it  is  anticipated  that  it  will  be 
mailed  to  our  membership  in  June,  1976. 

PURCHASING  DEPARTMENT.  We  continued  the 
policy  of  requiring  requisitions  for  all  purchases  and 
competitive  bidding  on  certain  jobs  as  required. 

JOURNAL  ADVERTISING.  Journal  advertising  is 
experiencing  a loss  in  revenue  in  1976.  This  seems  to  be 
a trend  in  associations  of  our  type  because  of  tight  phar- 
maceutical house  budgets.  Our  loss  may  equal  20%  in  1976 
as  compared  to  1975.  However,  it  is  reported  that  other 
state  medical  societies  are  experiencing  up  to  a 50%  loss. 

TECHNICAL  EXHIBITS.  1975  exhibit  rentals  ex- 
perienced a slight  loss  in  revenue  as  compared  to  some  prior 
years.  It  is  expected  that  1976  will  compare  favorably  with 
1975.  New  Internal  Revenue  Service  regulations  pub- 
lished in  December  1975  make  it  incumbent  upon  us  to 
turn  down  a majority  of  technical  exhibit  applications  that 
are  unrelated  to  the  Society’s  primary  purposes.  These 
regulations  include  policing  the  exhibits  to  see  that  no 
“actual  selling”  of  products  is  taking  place. 

OTHER  ACTIVITIES,  (a)  Because  of  new  Internal 
Revenue  Service  Regulations  enacted  in  December  1975, 
the  director  attended  a meeting  of  the  “Big  Ten”  State 
Medical  Societies  in  Chicago,  Illinois  on  March  11, 1976, 
to  see  what  we  could  do  to  counteract  these  regulations;  (b) 
as  a result  of  (a)  above,  the  director  is  acting  as  liaison  be- 
tween the  “Big  Ten”  Medical  Societies  and  the  American 
Society  of  Association  Executives  (ASAE)  to  see  how  we 
can  best  attack  the  problem  of  unrelated  business  income. 
In  cooperation  with  the  “Big  Ten”  state  societies  and  the 
ASAE,  we  wrote  to  the  members  of  the  U.S.  Senate  Finance 
Committee  and  to  the  two  Senators  from  New  York  ex- 
pressing our  displeasure  with  the  new  I.R.S.  regulations 
and  requesting  that  the  proposed  tax  reform  act  of  1976  be 
amended  so  as  to  be  more  equitable  to  nonprofit  associa- 
tions. (c)  The  division  is  now  undergoing  I.R.S.  exami- 
nation of  financial  information  returns  for  the  years  1972, 
1973,  and  1974.  An  unfavorable  ruling  in  the  area  of  un- 
related business  income  tax  can  mean  an  assessment 
against  the  State  Society  in  the  area  of  more  than 
$100,000. 

The  director  is  presently  working  on  the  necessary 
amendments  and  other  requirements  as  called  for  by  the 
Employee  Retirement  Income  Security  Act  of  1974 
(ERISA).  This  law  requires  that  certain  changes  must 
take  place  within  our  pension  program  and  also  demands 
that  information  be  disseminated  to  our  employees,  in- 
forming them  of  the  contents  of  the  plan  and  their 
rights. 
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PSRO  and  Related  Activities 

Since  1973  when  the  Statewide  Support  Center  was  or- 
ganized, it  has  become  an  integral  part  of  the  Medical  So- 
ciety’s activities  to  assist  the  physician  groups  of  New  York 
State  to  organize  regional  PSRO  programs.  During  1975 
there  was  a considerable  amount  of  progress  made  by  the 
PSROs  with  the  able  assistance  of  our  Support  Center.  It 
was  during  this  year  that  the  Advisory  Council  to  PSRO 
which  had  one  physician  representative  was  expanded  to 
include  the  executive  directors  from  those  areas  which  have 
already  received  funds.  This  allowed  for  the  integration 
and  discussion  of  the  technical  and  professional  problems 
and  procedures  which  is  necessary  to  operate  a well-orga- 
nized program. 

Since  the  onset  of  the  program  which  was  promulgated 
under  PL  92-603  in  1973,  the  greatest  amount  of  progress 
was  made  this  last  year.  It  was  during  1975  that  9 desig- 
nated PSRO  regions  were  granted  conditional  status  by 
HEW.  There  are  4 organizations  that  have  submitted 
requests  and  are  awaiting  conditional  status  (ed.  note: 
they  will  be  operational  by  October  1,  1976)  and  4 of  the 
regions  have  submitted  application  for  planning  funding. 
This  was  accomplished  through  the  efforts  of  the  physician 
groups  in  the  various  regions  and  in  many  cases  with  the 
able  assistance  of  our  Support  Center  who  provided  tech- 
nical assistance. 

One  of  the  important  purposes  of  the  Support  Center  is 
to  provide  on-going  educational  programs.  In  1975,  a 26 


minute  videotape  entitled,  “PSRO:  A Discussion”  was  set 
up.  This  is  a panel  discussion  covering  legislation  history 
of  PL  92-603  including  issues  of  confidentiality,  estab- 
lishment of  norms,  criteria,  and  standards,  PSRO  and 
malpractice  and  membership  responsibility.  This  video- 
tape has  been  made  available  to  all  physician  groups  and 
other  health  services  at  no  cost. 

Early  in  1975  a handout  entitled,  “PSRO  Questions  and 
Answers”  was  sent  through  the  mail  and  distributed  at  the 
last  Annual  Convention.  The  members  of  the  Support 
Center  attended  meetings  and  spoke  to  both  the  physicians 
and  health  related  personnel  concerning  the  PSRO  pro- 
gram. 

The  director  of  the  division  has  represented  the  Medical 
Society  at  the  National  PSR  Council  meetings  in  Wash- 
ington, D.C.  where  he  has  testified  on  various  important 
matters  such  as  voicing  MSSNY’s  unalterable  opposition 
to  the  use  of  the  Social  Security  number  as  a national 
identifier  in  the  PSRO  program.  He  has  given  valuable 
assistance  to  the  Medical  Society  in  providing  and  dis- 
seminating information  concerning  the  program  on  the 
national  scene.  In  addition,  he  has  attended  meetings 
around  the  country  and  throughout  the  State  to  be  equally 
aware  of  what  is  occurring  with  regard  to  the  implemen- 
tation and  operation  of  the  PSRO  program. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 


1700 


New  York  State  Journal  of  Medicine/September  1976 


EDUCATION 


COMMISSION  ON  EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Commission  on  Education  is  as 


follows: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

William  A.  Bauman,  M.D New  York 

Marvin  L.  Bloom,  M.D Erie 

Milton  Helpern,  M.D New  York 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Joseph  G.  Zimring,  M.D Nassau 


In  January  1976  the  Commission  on  Education  was 
created  because  of  the  increased  demands  of  The  Medical 
Society  of  the  State  of  New  York’s  developing  activities  in 
Continuing  Medical  Education.  The  format  of  the  Com- 
mission and  its  committees  has  been  described  in  the  report 
of  the  executive  vice-president. 

The  Committee  on  Continuing  Medical  Education  has 
held  many  meetings  since  the  last  annual  meeting  of  the 
House  of  Delegates.  It  has  been  developing  a methodology 
for  assisting  New  York  physicians  to  fulfill  the  mandate 
requiring  continuing  medical  education,  and  it  has  coop- 
erated in  several  meetings  of  the  Steering  Committee  for 
the  projected  Statewide  Council  on  CME.  The  report  of 
this  committee,  written  by  its  chairman,  Marvin  L.  Bloom, 
M.D.  should  be  read  and  absorbed  by  all  delegates  before 
the  deliberations  of  the  House  begin. 

The  commission  is  also  involved  in  setting  up  a Com- 
mittee on  Surveys  and  a Committee  on  Accreditation. 
These  committees  will  be  involved  in  surveying  and  rec- 
ommending approval  of  those  institutions  throughout  New 
York  State  with  locally  oriented  CME  programs  which  wish 
to  be  able  to  designate  these  programs  under  the  American 
Medical  Association-Physicians’  Recognition  Award 
Program  as  meeting  the  criteria  for  category  1 credits. 
Surveys  have  already  been  completed  and  the  commission 
plans  to  provide  a listing  of  all  approved  institutions  in 
New  York  State  by  the  time  the  House  of  Delegates  meets 
in  November. 

Although  this  is  a newly  created  commission,  its  activi- 
ties are  ongoing  and  all  members  are  advised  to  read  the 
committee  reports  in  order  to  keep  themselves  informed 
of  these  important  MSSNY  activities. 

The  chairman  wishes  to  thank  all  the  chairmen  and 
members  of  the  committees  for  their  sterling  work  and 
contributions  to  MSSNY.  He  would  also  like  to  express 
his  thanks  to  the  staff  of  the  Division  of  Scientific  Activities 
for  the  many  instances  of  help  he  has  received. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

CONTINUING  MEDICAL  EDUCATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Continuing  Medical 


Education  are  as  follows: 

Marvin  L.  Bloom,  M.I).,  Chairman  Erie 

Louis  J.  Delli-Pizzi,  M.D Queens 


Peter  B.  Farnsworth,  M.D Westchester 

William  C.  Felch,  M.D Westchester 

George  Himler,  M.D New  York 

Philip  I.  Levitan,  M.D Suffolk 

William  P.  Nelson,  III,  M.D Albany 

Ward  L.  Oliver,  M.D Albany 

Robert  Lee  Patterson,  Jr.,  M.D New  York 

Theodore  J.  Prowda,  M.D Oneida 

Charles  D.  Sherman,  Jr.,  M.D Oneida 

Morris  Theodore  Tanenhaus,  M.D Kings 

Thomas  W.  Mou,  M.D.,  Advisor Albany 

Jackson  Riddle,  M.D.,  Advisor  Albany 

Julia  Freitag,  M.D.,  Advisor  Albany 


The  Past  Year:  General  Reflections.  During 

1975-1976,  the  committee  witnessed  more  major  changes 
in  continuing  education  than  occurred  in  a decade.  Some 
of  these  changes  came  about  because  of  the  committee’s 
recommendations;  others  originated  elsewhere  in  the  So- 
ciety; and  still  others  came  from  outside  medicine. 

The  committee’s  proposal,  to  create  a new  Statewide 
Continuing  Education  Council  in  partnership  with  the 
other  major  educational  sponsors,  has  been  endorsed  by 
actions  of  the  House  of  Delegates  and  the  Council. 

MSSNY  has  split  the  Commission  on  Public  Health  and 
Education  into  two  components.  The  new  Commission 
on  Education  is  headed  by  Bernard  J.  Pisani,  M.D. 
Therefore,  the  Committee  on  Continuing  Medical  Edu- 
cation reports  to  Dr.  Pisani,  with  staff  support  from  the 
Division  of  Scientific  Activities,  headed  by  George  J. 
Lawrence,  Jr.,  M.D.  MSSNY  has  authorized  significantly 
expanded  central  staff  activities  in  continuing  education, 
and  has  assigned  funds  accordingly.  One  new  assignment 
has  been  to  develop  procedures  to  implement  the  AMA- 
Physicians  Recognition  Award  program  in  New  York  State. 
Another  committee  concern  has  been  to  work  toward  the 
design  of  central  operations  to  inform,  assist,  and  monitor 
the  membership,  when  the  CME  requirement  is  initiated. 
At  the  time  that  the  House  of  Delegates  voted  to  require 
CME,  various  details  and  the  effective  date  were  not  set. 
The  committee  was  asked  to  make  recommendations. 

Relationship  with  the  Interspecialty  Committee. 
The  committee  has  worked  closely  with  the  MSSNY  In- 
terspecialty Committee,  realizing  that  a process  must  be 
established  to  periodically  identify  CME  needs  along 
specialty  lines.  In  order  to  clarify  the  administrative 
identity  of  this  relationship  between  these  two  committees, 
the  CME  Committee  was  asked  to  state  a formal  charge, 
as  follows: 

“The  Committee  on  Continuing  Medical  Education 
is  involved  in  the  development  and  implementation  of 
a Statewide  coordinated  system  of  effective  continuing 
medical  education.  The  committee,  in  its  delibera- 
tions, has  always  recognized  that  the  professional  spe- 
cialty societies  must  play  a crucial  role  if  the  goal  of 
meaningful  continuing  medical  education  programs  is 
to  be  attained. 

“The  Committee  on  Continuing  Medical  Education 
therefore  requests  that  the  MSSNY  Interspecialty 
Committee  accept  the  charge  of  involving  all  Statewide 
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specialty  societies  in  this  effort;  stimulating  them  to 
design,  sponsor,  implement,  and  evaluate  programs 
tailored  specifically  to  the  needs  of  the  members  of 
each  particular  society;  to  establish  broad  guidelines 
applicable  to  all  specialty  societies  and  to  interrelate 
programs  where  necessary;  and  to  cooperate  with  the 
Committee  on  Continuing  Medical  Education  so  that 
a meaningful  overall  program  to  meet  determined  and 
differentiated  educational  needs  can  be  achieved.” 

Continuing  Education,  a Public  Issue.  Recent  po- 
litical and  public  discussions  have  made  CME  a public 
issue,  quite  ignoring  the  attention  it  has  had  within  the 
profession  for  so  long.  More  than  in  any  other  profession, 
this  obligation  has  been  honored  by  observance.  The  heat 
of  public  ferment  about  CME  has  been  reflected  from 
controversies  about  medical  care  costs  and  malpractice 
insurance.  The  right  to  challenge  CME  observations  has 
been  claimed  on  the  basis  that  when  government  pays  costs 
it  presumes  the  right  to  reassurance  about  the  competence 
of  those  who  provide  medical  care.  Therefore,  the  external 
clamor  for  periodic  CME  documentation. 

The  Response  of  the  Committee.  In  response,  the 
committee  has  proposed  reorganization  of  the  CME  system 
under  a new  Statewide  five-sponsor  council  operating 
under  the  purview  of  the  Regents.  It  would  provide  a 
method  of  diversified  education  responsive  to  identified 
CME  needs  as  related  to  clinical  practice.  Participation 
would  be  documented,  it  would  be  available  to  all  physi- 
cians, and  there  would  be  equitable  procedure  to  deal  with 
noncompliance.  The  five  sponsors  would  include  the 
MSSNY,  the  Associated  Medical  Schools  of  New  York,  the 
collective  specialty  societies,  the  Department  of  Health  and 
the  Department  of  Education.  Under  the  new  council, 
there  would  be  organized  periodic  study  of  the  differen- 
tiated specialty  educational  needs,  promotion  of  relevant 
Statewide  programs,  documentation  of  individual  partic- 
ipation and  opportunity  for  evaluation  of  educational 
impact  on  health  care.  Thereby,  there  would  be  a single 
representative  and  accountable  voice  to  speak  for  con- 
tinuing medical  education. 

For  several  years,  on  invitation  from  the  MSSNY — CME 
Committee,  these  five  sponsors  have  been  meeting  to- 
gether. Currently,  there  is  a proposal  being  drafted  for  the 
Regents  which  has  been  approved  by  the  Department  of 
Health,  MSSNY,  and  The  Associated  Medical  Schools; 
awaiting  ratification  by  the  specialty  societies  and  the 
Department  of  Education. 

From  the  standpoint  of  continuing  medical  education, 
two  major  actions  were  taken  by  the  MSSNY’s  House  of 
Delegates  at  its  meeting  in  Rochester  in  the  Fall  of  1975. 
The  House  of  Delegates  passed  a resolution  making  con- 
tinuing medical  education  compulsory  for  membership  in 
MSSNY.  The  concept  to  join  with  the  other  four  sponsors 
in  a Statewide  system,  as  described  above,  was  approved. 

Act  #11261.  Meanwhile,  we  have  been  confronted  with 
Act  #11261,  which  was  proposed  to  the  Assembly  of  the 
State  of  New  York  at  the  request  of  the  State  Education 
Department.  This  came  about  because  of  a recommen- 
dation (to  the  Education  Department)  by  the  Board  of 
Medicine  of  the  State  of  New  York,  which  is  a body  com- 
posed of  approximately  23  physicians  (appointed  by  the 
State  Education  Department).  The  stated  purpose,  of  Act 
#11261,  is  as  follows:  “To  provide  for  approved  programs 
of  education  in  medicine  and  to  require  practicing  physi- 
cians to  complete  such  programs  as  a condition  for  the  re- 


newal of  their  biennial  registration  and  right  to  continue 
to  practice  medicine.” 

The  expressed  motivation,  to  mandate  regulation  of 
continuing  medical  education  by  the  State  Education 
Department,  has  been  stated  to  be  based  on  the  premise 
that,  if  New  York  State  were  to  not  adopt  such  a regulation, 
it  would  be  vulnerable  to  Federal  intervention.  A second 
premise,  behind  urging  Act  #11261,  would  be  that  the 
State  Board  of  Medicine  feels  that  registered  attendance 
at  postgraduate  exercises  would  be  the  best  way  to  reassure 
the  public.  In  addition,  members  of  the  State  Board  of 
Medicine  have  stated  that  their  impetus  behind  urging  Act 
# 1 1261,  is  their  concern  about  possible  incompetence  on 
the  part  of  a minority  of  physicians  in  the  State  who  are 
believed  to  neglect  continuing  education. 

Proposed  Act  #11261  states:  “Each  applicant  for  re- 
newal of  biennial  registration,  pursuant  to  section  #6502 
of  the  Education  Law,  shall  present  satisfactory  evidence 
of  the  completion  of  the  requirement  of  continuing  edu- 
cation in  medicine  approved  by  the  Department  in  ac- 
cordance with  regulations  of  the  Commissioner  of  Edu- 
cation." Thereby  the  Commissioner  of  Education  would 
be  given  purview  over  the  content  and  conduct  of  con- 
tinuing medical  education  and  would  be  authorized  to 
enforce  compliance.  A new  paragraph,  Number  9,  would 
be  added  to  the  Education  Law,  Section  #6524:  “To 
authorize  the  Commissioner  of  Education  to  adopt  regu- 
lations, relating  to  approval  of  courses  in  continuing  edu- 
cation, and  to  require  completion  of  such  courses  as  a 
condition  to  the  renewal  of  the  biennial  registration  re- 
quired by  Section  #6502  of  the  Education  Law.” 

The  committee  has  serious  reservations  about  Act 
#11261.  In  the  first  place,  ours  is  a time  when  there  has 
been  public  objection  to  excesses  of  regulation.  In  the 
future,  new  regulations  could  be  established,  and  altered 
at  any  time,  by  the  Commissioner  of  Education  as  autho- 
rized by  Act  #11261.  Whereas  the  initial  draft  of  regu- 
lations, as  presented,  would  seem  to  be  very  flexible,  and 
well  suited  to  the  continuing  education  of  most  physicians, 
these  regulations  could  be  altered  at  any  time  by  the 
Commissioner.  Thereafter,  should  the  medical  profession 
or  the  Medical  Society  take  objection  to  regulations  of  the 
State  Education  Department,  recourse  would  be  difficult 
and  obtainable  only  through  the  courts  or  through  new 
legislation. 

The  committee  feels  that  the  present  system  and  the 
proposed  new  Statewide  CME  structure  provide  a healthy 
sharing  of  power  in  medicine,  wherein  the  universities 
control  medical  education  and  graduate  medical  education, 
sharing  this  power  informally  but  effectively  with  the 
medical  specialties  and  with  organized  medicine  through 
the  AMA.  At  the  same  time,  the  practice  of  medicine  is 
overlooked  effectively  by  many  parties,  including  the 
specialty  boards,  the  AMA,  MSSNY,  the  State  Health 
Department,  the  State  Education  Department,  the  county 
societies,  regional  hospitals,  and  medical  schools.  Should 
Act  # 1 1 26 1 be  passed  by  the  Legislature,  there  would  be 
an  abrupt  and  formidable  change  in  the  power  structure. 
In  the  opinion  of  the  committee,  it  would  be  far  better  to 
preserve  checks  and  balances  of  the  present  system  through 
a Statewide  education  process  operated  cooperatively  by 
the  five  sponsors. 

A Precis  of  Activities  During  the  Past  Year.  Since 
the  Fall  of  1975  when  the  House  of  Delegates  decided  to 
require  continuing  education  for  MSSNY  membership,  the 
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committee  has  been  working  with  George  J.  Lawrence,  Jr., 
M.D.,  the  Director  of  the  Division  of  Scientific  Activities, 
to  prepare  procedures  for  the  time  that  the  mandate  would 
be  put  into  effect. 

The  committee  voted  to  recommend  to  the  Bylaws 
Committee  and  the  House  of  Delegates  that  the  mandate 
for  participation  in  CME  become  effective  January  1, 1981. 
The  committee  also  will  recommend  to  the  House  of  Del- 
egates that  any  of  the  following  criteria  may  be  used  by 
physicians  to  demonstrate  this  participation: 

1.  By  attaining  AMA-PRA  during  the  previous 
three  years. 

2.  By  satisfying  the  continuing  education  require- 
ment of  a national  medical  specialty  organization  dur- 
ing the  previous  three  years. 

3.  By  successfully  completing  a formal  self-evalua- 
tion examination  developed  by  one  of  the  recognized 
specialty  societies  during  the  previous  three  years. 

4.  By  successfully  passing  a certification  or  a recer- 
tification examination  offered  by  one  of  the  specialty 
boards  during  the  previous  three  years. 

5.  By  obtaining  a certificate  of  special  competence 
from  one  of  the  specialty  boards  during  the  previous 
three  years. 

6.  By  serving  as  a resident  during  the  previous 
three  years  in  an  approved  training  program. 

Now  that  MSSNY  has  activated  the  AMA  Physicians’ 
Recognition  Award,  the  committee  has  been  at  work  to 
expedite  recruitment  of  ad  hoc  accreditation  survey 
teams  and  to  constitute  a small  accreditation  commit- 
tee. 

Pursuant  to  the  establishment  of  the  five-sponsor 
Statewide  continuing  education  system,  a small  steering 
committee  has  been  drafting  a proposal  to  be  presented  to 
the  Regents.  This  would  require  ratification  by  all  five 
sponsors.  The  following  draft  (A)  has  already  been  ratified 
by  the  Department  of  Health  and  MSSNY.  Another  draft 
(B)  was  submitted  by  the  Associated  Medical  Schools  of 
New  Y ork,  and  this  will  be  circulated.  It  may  be  noted  that 
we  are  very  close  to  final  agreement  about  the  wording  to 
be  submitted  to  the  Regents. 

DRAFT  A OF  CHARTER  FOR  NEW  YORK  STATE  CONTINUING  MEDICAL 
EDUCATION  COUNCIL 

We,  the  undersigned,  all  being  persons  of  full  age, 
and  at  least  two  thirds  of  our  number  being  citizens  of 
the  United  States  and  one  a resident  of  the  State  of 
New  York,  desiring  to  form  a corporation  under  the 
Education  Law,  do  hereby  apply  to  the  Regents  of  the 
University  of  the  State  of  New  York  for  a provisional 
charter  to  be  granted  pursuant  to  the  provision  of  sec- 
tion 216  of  such  law,  and  do  make,  sign,  and  acknowl- 
edge the  following  statement: 

First:  The  name  of  the  proposed  corporation  is  Con- 

tinuing Education  Council  of  the  State  of  New 
York,  in  which  there  would  be  representation 
from  the  collective  professional  medical  spe- 
cialty societies,  the  collective  medical  schools, 
the  New  York  State  Department  of  Health,  the 
New  York  State  Department  of  Education,  and 
the  Medical  Society  of  the  State  of  New  York. 
Second:  The  purposes  for  which  such  corporation  is  to 
be  formed  are: 

a.  To  encourage,  evaluate  and  coordinate 
continuing  medical  education  programs 
for  New  York  State  physicians. 


b.  To  identify  periodically  the  various  con- 
tinuing education  needs  of  all  physicians 
of  the  State. 

c.  To  develop  Statewide  documentation 
procedures,  for  physicians  participating 
in  continuing  medical  education  activi- 
ties. 

d.  To  foster  a Statewide  approach  for  Con- 
tinuing Medical  Education;  using  rele- 
vant educational  means  for  continuous 
improvement  of  the  quality  of  medical 
care. 

Third:  The  proposed  corporation  is  to  be  a nonstock 

corporation  organized  and  operated  exclusively 
for  educational  purposes,  and  no  part  of  the  net 
earnings  of  the  corporation  shall  inure  to  the 
benefit  of  any  individual;  and  no  officer, 
member,  or  employee  of  the  corporation  shall 
receive  or  be  entitled  to  receive  any  pecuniary 
profit  from  the  operations  thereof,  except  rea- 
sonable compensation  for  services. 

Fourth:  The  institution  to  be  maintained  by  the  pro- 
posed corporation  is  to  be  located  at  420 
Lakeville  Road,  Lake  Success,  New  York 
11040. 

Fifth:  The  number  of  Directors  is  intended  to  be  not 

more  than  25,  nor  less  than  5,  with  equal  repre- 
sentation of  each  of  the  5 sponsoring  groups. 

(DRAFT  B SUBMITTED  JUNE  9,  1976  BY  ASSOCIATED  MEDICAL 
SCHOOLS  OF  NEW  YORK) 

CHARTER  FOR  NEW  YORK  STATE  CONTINUING  MEDICAL 
EDUCATION  COUNCIL 

(The  Preamble,  First,  Third,  Fourth  and  Fifth  sections 
are  specified  and  identical) 

Second:  The  purpose  for  which  such  corporation  is  to 

be  formed  is  to  foster  a Statewide  approach  for 
Continuing  Medical  Education,  using  relevant 
educational  means,  to  improve  the  quality  of 
medical  care,  by 

a.  making  periodic  determinations  of  the 

needs  for  continuing  medical  edu- 
cation, 

b.  encouraging  continuing  medical  edu- 

cational programs  for  New  York 
State  physicians, 

c.  developing  procedures  for  documenting 

physician  participation  in  con- 
tinuing medical  education,  and 

d.  maintaining  a registry  of  ongoing  con- 

tinuing medical  educational  pro- 
grams. 

Future  Expectations  of  the  Committee.  The  com- 
mittee’s expectation  is  that  the  sponsors  will  have  ratified 
the  final  proposal  and  that  the  Regents  will  have  taken 
action  by  the  Fall  of  1976.  Meanwhile,  the  Division  of 
Scientific  Activities  of  MSSNY  will  have  assembled  a ca- 
pacity to  deal  with  increasing  responsibilities^  Statewide 
accreditation  procedures  and  computer-oriented  data 
collection  of  continuing  education  activities.  Thereby,  the 
membership  would  have  a more  favorable  posture  to  ben- 
efit from  continuing  education  and  more  efficient  access 
to  medical  information  for  clinical  application. 

Respectfully  submitted, 

Marvin  L.  Bloom,  M.D.,  Chairman 
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DATA  PROCESSING  IN  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Data  Processing  are 


as  follows: 

William  A.  Bauman,  M.D.,  Chairman New  York 

Ralph  L.  Engle,  Jr.,  M.D New  York 

Alvin  H.  Freiman,  M.D New  York 

Elemer  R.  Gabrieli,  M.D Erie 

Robert  M.  Klein,  M.D Westchester 

Terence  W.  Murphy,  M.D Westchester 

Leon  Pordy,  M.D New  York 

Charles  T.  Ryder,  M.D New  York 

Edward  Vastola,  M.D Kings 

Sheldon  Zimberg,  M.D New  York 

Dr.  Philip  Aisen,  Advisor Bronx 

Mr.  Allan  C.  Anderson,  Advisor  Monroe 

Mr.  Thomas  C.  Gabriele,  Advisor Albany 

Dr.  Donald  M.  Shapiro,  Advisor  New  York 

Mr.  William  J.  Mueller,  Advisor  Onondaga 

Dr.  James  D.  Wharton,  Advisor  Albany 


The  committee  wishes  to  report  to  the  House  of  Dele- 
gates that  although  substitute  resolution  74-23  Ethical 
Health  Data  Centers,  and  resolution  74-26,  Initiation  of 
Effective  Public  Information  Effort  Explaining  Value  of 
Medical  Privacy,  were  passed  by  the  House  of  Delegates, 
it  sees  no  evidence  of  their  having  been  implemented.  The 
three  items  of  particular  concern  to  the  committee,  are: 

1.  that  the  MSSNY  support  the  creation  of  ethical 
health  data  centers; 

2.  that  the  MSSNY  in  cooperation  with  other  ap- 
propriate organizations,  create  an  agency  to  inspect, 
accredit,  and  regularly  visit  ethical  health  data  centers 
located  in  the  State  of  New  York; 

3.  that  the  MSSNY  initiate  an  effective  public  in- 
formation effort  explaining  the  value  of  medical  priva- 
cy, the  emerging  threat  to  medical  privacy,  and  the 
available  ways  to  conserve  privileged  medical  infor- 
mation. 

The  committee  continues  to  emphasize  the  need  for 
preserving  confidentiality  of  physician-patient  relation- 
ship. 

The  committee  reviewed  computer  applications  of  cur- 
rent interest  to  the  medical  profession.  In  particular  it  was 
noted  that  computerized  axial  tomography  has  opened  a 
new  and  broad  aspect  for  diagnostic  evaluation.  The 
technique  publicized  in  medical  and  lay  publications  will 
significantly  increase  specificity  of  diagnosis  and  will  alter 
management  of  disease.  A number  of  companies  have 
entered  the  market  to  produce  competitive  equipment 
which  could  lead  to  cost  reduction.  Unfortunately,  the 
high  cost  of  the  equipment  has  attracted  the  attention  of 
health  agencies  who  are  mandated  to  keep  health  expen- 
ditures down.  Injudicious  control  by  agencies  will  stifle 
development  and  impair  ultimate  cost  reduction  through 
limiting  the  competitive  market. 

Computer  based  hospital  information  systems  are  con- 
tinuing to  expand  in  both  complexity  and  numbers.  The 
strong  impetus  from  the  Professional  Service  Review  Or- 
ganizations underscores  the  need  for  a common  data  base 
within  hospitals  which  can  be  extracted  for  hospital  needs 
and  for  professional  review  purposes.  It  is  especially  im- 
portant that  information  entered  into  such  systems  be 
accurate  and  that  access  to  and  dissemination  of  infor- 
mation in  the  data  base  be  controlled  so  as  to  safeguard  the 
rights  of  the  patients  and  providers  of  health  services.  The 


committee  is  pledged  to  publicize  the  need  for  standards 
and  controls,  not  only  to  protect  the  public  but  also  to  en- 
courage the  growth  of  computer  based  information  han- 
dling in  an  ethical  manner. 

The  economics  and  improved  quality  of  computer  as- 
sisted electrocardiography  is  well  demonstrated.  Slow 
acceptance  of  this  diagnostic  modality  is  partially  ex- 
plained by  the  reluctance  of  pract  itioners  to  give  up  income 
generated  by  current  electrocardiographic  techniques.  In 
addition  comparative  studies  and  arrhythmia  analysis  have 
not  been  fully  developed.  Through  miniaturization  of 
electronics,  electrocardiography  is  being  refined  so  that  in 
the  future  selfcontained  computerized  electrocardiographic 
carts  will  replace  present  methods. 

Other  applications  of  computers,  including  patient 
management  with  computer  aid  (electrolytes,  fluids)  and 
fetal  monitoring,  are  becoming  essential  for  care  of  pa- 
tients. 

A major  problem  of  medical  information  processing  is 
related  to  our  present  haphazard  and  inconsistent  medical 
terminology.  Many  attempts  to  standardize  terminology 
have  been  made.  Some  methods  are  gaining  acceptance. 
(Dr.  Gabrieli  and  his  committee  in  Buffalo  are  heavily 
concerned  with  developing  an  acceptable  thesaurus  for 
medical  terminology.) 

The  committee  concurs  with  President  Emerson  that  the 
assumption  of  PSRO  functions  by  the  New  York  State 
Health  Department  may  seriously  impair  the  function  of 
the  Statewide  PSRO  organizations,  which  have  finally 
gained  acceptance  and  cooperation. 

Respectfully  submitted, 

William  A.  Bauman,  M.D.,  Chairman 

FORENSIC  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Forensic  Medicine  are 


as  follows: 

Milton  Helpern,  M.D.,  Chairman  New  York 

Judith  M.  Lehotay,  M.D Erie 

Leslie  I.  Lukash,  M.D Nassau 

Arthur  A.  Stein,  M.D Albany 

Robert  L.  Sullivan,  M.D Schenectady 

Martin  F.  Hilfinger,  Jr.,  M.D Onondaga 

Sidney  B.  Weinberg,  M.D Suffolk 

William  Kaufmann,  M.D.,  Advisor Albany 


The  committee  did  not  meet  in  1976.  The  meeting 
was  scheduled  for  May  1976  but  a quorum  could  not  at- 
tend. 

The  chairman  testified  in  Albany  before  the  Assembly 
Legislative  Committee  as  the  representative  of  The  Med- 
ical Society  of  the  State  of  New  York  and  the  Health  and 
Hospitals  Corporation  of  New  York  City  on  April  21, 1975, 
at  which  time  he  pointed  out  that  it  was  never  intended 
that  medical  examiners  or  coroners  were  to  obstruct 
transplantation  of  human  organs  like  the  kidney  for  which 
consent  has  been  obtained  from  the  next  of  kin,  in  accor- 
dance with  the  provisions  of  the  Anatomical  Gift  Act;  also 
that  pronouncement  of  death  and  time  of  death  were  the 
responsibility  of  the  attending  physician  and  surgeon  and 
not  of  the  medical  examiner  and  coroner.  The  law  does 
not  require  these  officials  to  delay  removal  of  organs  for 
transplantation,  even  though  the  death  did  fall  under  their 
jurisdiction  for  investigation  and  certification.  There  is 
no  objection  to  statutory  criteria  including  brain  death 
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where  necessary  in  a particular  case.  However,  the  pro- 
nouncement of  death  in  the  perimortem  period  is  a medical 
responsibility,  which  the  legislature  recognizes. 

The  chairman  pointed  out  that  prior  to  1974  the  Medical 
Examiner’s  Office  in  New  York  City  sent  a medical  ex- 
aminer to  the  hospital  after  death  of  the  donor  was  pro- 
nounced, to  observe  the  surgical  removal  of  the  kidneys  and 
thus  provide  continuous  official  scrutiny  before  and  during 
performance  of  the  autopsy  in  a medical  examiner’s  case. 
This  cooperation,  with  the  permission  of  the  appropriate 
district  attorney,  was  provided  in  some  homicidal  deaths 
in  which  the  fatal  wound  was  in  the  head,  and  organs  for 
transplantation  were  the  kidneys,  their  conditions  indi- 
cating that  they  did  not  contribute  to  the  cause  of  death. 
This  information  was  included  in  the  official  record.  This 
policy  was  considered  proper  and  desirable  by  the  chief 
medical  examiner,  your  committee  chairman. 

The  medical  examiner’s  system  was  established  in  1915 
for  New  York  City  by  an  Act  of  the  State  Legislature  later 
incorporated  in  the  Charter  of  New  York  City.  The  new 
law  first  abolished  the  coroner’s  offices  in  the  five  counties 
comprising  New  York  City.  It  was  the  first  statute  that 
provided  that  a medical  examiner  had  to  be  not  only  a 
doctor  of  medicine  but  also  a skilled  pathologist  and  mi- 
croscopist.  Subsequently,  the  system  was  established  for 
Nassau  County  in  1938,  for  Westchester  County  in  1948, 
for  Suffolk  County  in  1959,  for  Rockland  County  in  1969, 
and  more  recently  for  Erie  County.  The  New  York  State 
Law  is  now  permissive  for  any  county  with  a population  of 
200,000  to  establish  an  appointive  medical  examiner’s  of- 
fice to  replace  the  elected  coroner. 

In  the  early  1960’s,  in  order  to  encourage  and  help  defray 
the  expenses  of  Monroe  County  and  Onondaga  County,  the 
New  York  State  Public  Health  Law  was  amended  to 
reimburse  the  counties  up  to  50%  of  the  cost  of  a medical 
examiner’s  system  with  State  funds,  provided  the  medical 
examiner’s  office  would  be  under  the  jurisdiction  of  the 
local  Health  Department,  which  was  a branch  of  the  State 
Health  Department. 

In  1965  with  the  formation  of  the  Health  Services  Ad- 
ministration in  the  City  of  New  York,  the  New  York  State 
Health  Department  agreed  to  reimburse  the  City  of  New 
York  in  the  amount  of  50%  of  the  budget  of  its  Medical 
Examiner’s  Office.  This  was  done  because  the  Medical 
Examiner’s  Office  had  been  grouped  with  three  other  city 
agencies  in  the  Health  Services  Administration.  These 
other  agencies  were  the  Department  of  Health,  the  De- 
partment of  Hospitals,  and  the  Department  of  Mental 
Health.  The  Medical  Examiner’s  Office  in  New  York  City 
was  not  placed  in  the  Health  Department  but  remained  an 
independent  autonomous  agency  as  originally  established 
in  1915,  directly  responsible  to  the  Mayor.  At  that  time, 
the  relationship  to  the  City  Health  Department  was  mainly 
one  in  which  the  Medical  Examiner’s  Office  was  required 
to  file  certificates  of  death  and  vital  statistics  concerning 
causes  of  death  in  medical  examiner’s  cases.  Parallel  with 
this  responsibility  to  the  Health  Department,  the  statute 
also  established  corresponding  responsibility  to  the  District 
Attorney’s  Offices  in  the  five  counties  comprising  the 
Greater  City  and  to  the  Police  Department  and  other  State 
and  City  agencies  which  require  information  in  medical 
examiner’s  cases. 

The  responsibility  to  the  Health  Department  was  clearly 
defined.  There  has  always  been  very  close  rapport  and 
cooperation  but  with  the  Medical  Examiner’s  Office 
maintaining  its  autonomy,  because  essentially  it  is  an  in- 
vestigative agency  which  may  be  called  upon  to  investigate 


deaths  in  any  of  the  other  agencies;  the  same  relationships 
existed  between  the  Medical  Examiner’s  Office  and  other 
agencies  in  other  counties  provided  by  similar  acts  of  the 
legislature. 

The  domination  of  the  Health  Department  over  the 
Medical  Examiner’s  Office  arose  when  the  State,  in  order 
to  encourage  the  establishment  of  a medical  examiner’s 
system  in  Monroe  and  Onondaga  Counties,  generously 
provided  a fifty  per  cent  reimbursement  to  those  counties 
to  encourage  the  change  over  from  the  coroner’s  system, 
the  reimbursement  to  be  funneled  through  the  State 
Health  Department.  It  is  understandable  that  any  county 
agency  receiving  funds  through  another  agency  from  the 
State  should  be  accountable  for  them. 

There  was  never  any  idea  that  Medical  Examiner’s  Of- 
fices should  not  be  accountable  when  the  reimbursement, 
similar  to  what  Monroe  and  Onondaga  were  receiving,  was 
provided  by  the  State  to  the  City  of  New  York  through  the 
Health  Services  Administration,  the  funds  channelled 
through  the  State  Health  Department.  Such  account- 
ability to  the  State  was  not  meant  to  provide  absorption 
of  the  Medical  Examiner’s  Office  into  the  City  Health 
Department. 

This  interpretation  and  policy  are  entirely  wrong.  If 
money  is  available  from  the  State  of  New  York  to  the  City 
of  New  York  as  a reimbursement,  there  should  be  ac- 
countability of  the  Medical  Examiner’s  Office  to  both  City 
and  State,  but  accountability  to  the  State  should  not  in- 
clude domination  by  the  State  Health  Department  or  the 
New  York  City  Health  Department  even  though  the 
channeling  of  State  funds  is  carried  out  through  the  State 
Health  Department.  A medical  examiner’s  office,  to  re- 
main effective,  must  retain  its  autonomy  which  was  origi- 
nally provided  by  the  legislature.  An  instrument  for  the 
transmission  of  funds  should  not  become  a device  to  de- 
stroy the  autonomy  of  the  smaller  agency  of  government, 
which  is  what  is  taking  place  at  the  present  time. 

The  reimbursement  to  a city  or  a county  of  50%  of  the 
cost  of  a medical  examiner’s  system  with  State  funds,  with 
the  requirement  that  the  system  must  operate  under  the 
jurisdiction  of  the  local  health  department  or  local  health 
services  administrator  raises  serious  objections  and  dis- 
regards the  intended  autonomy  and  independence  of  a 
medical  examiner’s  office.  There  is  no  objection  to  the 
State  reimbursing  a municipality  or  a county  but  as  already 
stated,  this  should  not  bring  about  domination  of  the 
Medical  Examiner’s  Office  by  the  funding  instrument 
namely  the  State  or  local  health  department.  Health 
Department  functions  are  broad  and  clearly  defined  but 
by  training  and  experience  and  in  practice  do  not  include 
qualifications  for  the  operation  of  a medical  examiner’s 
office.  If  the  Medical  Examiner’s  Office,  for  example,  in 
New  York  City  were  to  be  placed  in  the  Health  Department 
under  the  Commissioner  of  Health,  the  results  would  be 
highly  undesirable  and  the  office  would  be  downgraded 
after  almost  60  years  of  outstanding  performance  that  has 
served  as  a model  and  prototype  for  jurisdictions 
throughout  the  country. 

The  Police  Department,  District  Attorney’s  Office  and 
other  agencies  in  New  York  City  prefer  to  have  the  Medical 
Examiner’s  Office  separate  and  independent  of  them  with 
the  responsibility  to  their  offices  now  contained  in  the 
medical  examiner’s  statute.  The  district  attorneys  of  the 
five  counties  of  the  City  are  opposed  to  incorporation  of  the 
Medical  Examiner’s  Office  into  the  Health  Department. 

From  being  an  agency  for  the  transmittance  of  assis- 
tance, health  departments  have  been  placed  in  a position 
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of  domination  over  medical  examiner’s  offices  that  they  are 
not  qualified  to  hold  merely  because  they  have  more  money 
and  more  administrative  personnel.  Medical  examiner’s 
offices  should  have  their  own  adequate  quota  of  trained 
professional  personnel.  The  investigative  work  of  the 
medical  examiner’s  office  into  deaths  and  the  fact  that  it 
may  be  called  upon  to  investigate  deaths  for  which  a health 
department  may  be  considered  responsible  should  be 
enough  reason  why  a health  department  would  not  want 
to  include  a medical  examiner’s  office.  No  subordinate 
agency  can  properly  investigate  an  agency  of  which  it  is  a 
part  without  suspicion  of  collusion. 

It  is  understandable  why  city  and  county  jurisdictions 
in  order  to  qualify  for  reimbursement  of  50%  of  their  op- 
erating budget  are  willing  to  submerge  a medical  examin- 
er’s office  into  some  other  agency  like  the  health  depart- 
ment. There  is  no  objection  to  obtaining  reimbursement 
but  accountability  of  a medical  examiner’s  office  should 
be  to  the  higher  division  of  government  as  well  as  its  own 
and  not  to  the  instrument  which  funnels  the  reimburse- 
ment to  it. 

Although  many  findings  resulting  from  investigations 
by  a medical  examiner’s  office  are  important  to  the  public 
health,  it  is  not  primarily  a public  health  agency.  It  works 
in  concert  with  the  police  department  and  district  attor- 
ney’s offices  as  well  as  having  responsibilities  to  the  health 
department.  Its  findings  are  of  paramount  importance  for 
the  administration  of  criminal  and  civil  justice.  It  is  es- 
sential that  a medical  examiner’s  office  remain  an  entirely 
independent  unit  of  government  with  a direct  line  of  re- 
sponsibility in  a municipality  to  the  mayor  who  should  not 
delegate  his  responsibility  to  the  appointee  of  another 
agency.  The  appointment  of  chief  medical  examiner  in 
New  York  City  is  made  by  the  Mayor  from  a list  promul- 
gated after  competitive  examination  held  by  the  Civil 
Service  Commission.  In  county  and  state  jurisdictions, 
an  appointive  commission  does  this.  The  medical  exam- 
iner enjoys  tenure  and  cannot  be  summarily  dismissed. 

A health  commissioner  is  appointed  by  and  serves  at  the 
pleasure  of  the  mayor  and  does  not  have  tenure,  and  his 
appointment  usually  does  not  outlast  the  mayor  or  chief 
executive  who  appointed  him.  It  is  not  desirable  to  place 
an  appointive  official  with  tenure  under  another  appointive 
official  without  tenure. 

The  three  chief  medical  examiners  in  New  York  City, 
who  have  served  successively  since  the  establishment  of  the 
office  in  1918,  through  many  mayorality  administrations 
have  been  entirely  free  from  political  pressures  and  inter- 
ference. If  the  Chief  Medical  Examiner  were  to  be  placed 
under  a health  commissioner,  the  latter  can  have  political 
pressures  thrust  upon  him  which  might  intentionally  or 
unintentionally  be  exerted  against  the  subordinate  agency 
head  and  this  would  be  very  undesirable. 

The  present  system  of  a 50%  reimbursement  of  the  cost 
of  the  Medical  Examiner’s  Office  in  New  York  City  with 
State  funds  through  exclusive  conduit  of  the  State  Health 
Department  to  the  City  Health  Department  with  incor- 
poration of  the  Medical  Examiner’s  Office  into  the  Health 
Department  is  an  unjustifiable  and  illogical  procedure.  An 
analogy  would  be  placing  the  municipal  or  county  police 
under  the  direct  control  of  the  district  attorney. 

All  members  of  the  Forensic  Medicine  Committee  agreed 
that  any  funding  for  medical  examiner’s  offices  available 
from  the  State  should  be  paid  to  the  city  or  county  gov- 
ernment and  earmarked  for  the  medical  examiner’s  office 
and  not  diverted  to  other  agencies’  nonrelated  needs.  On 


May  16,  1975,  the  Committee  on  Forensic  Medicine  of 
MSSNY  reaffirmed  the  principle  of  strict  autonomy  for 
medical  examiner’s  offices  in  the  municipality  of  New  York 
City  and  in  counties  throughout  New  York  State.  The 
entire  committee  recommended  and  requested  that 
MSSNY  support  the  autonomous  position  of  these  offices 
and  remove  the  superstructure  of  the  health  departments 
from  its  operation.  This  is  not  meant  in  any  way  to  mini- 
mize or  dilute  the  present  clearly  delineated  responsibility 
of  medical  examiners  to  health  departments. 

The  Committee  on  Forensic  Medicine  went  on  record 
as  opposed  to  the  present  method  of  reimbursement  of 
medical  examiner’s  offices  with  State  funds  administered 
through  county  and  municipal  health  departments.  It 
strongly  recommends  that  funds  for  reimbursement  pass 
through  the  State  Controller’s  Office  to  the  controllers 
offices  of  New  York  City  and  other  counties  with  estab- 
lished medical  examiner’s  systems,  and  that  the  imple- 
mentation of  these  funds  he  carried  out  by  the  controller’s 
agencies.  The  committee  transmitted  its  recommenda- 
tions to  the  Council  of  MSSNY  for  approval  and  support 
which  were  granted  at  the  July  1975  meeting.  It  is  not 
opposed  to  reimbursement  but  to  the  present  system 
whereby  medical  examiner’s  offices  receive  State  funds  by 
way  of  county  and  municipal  health  departments.  It 
strongly  recommends  that  all  such  funds  from  the  State 
be  used  for  improvement  of  medical  examiner’s  offices  as 
intended. 

The  chairman  of  the  Committee  on  Forensic  Medicine 
who  is  also  the  retired  third  Chief  Medical  Examiner  of  the 
City  of  New  York,  testified  on  two  occasions  before  the 
New  York  City  Council  opposing  the  bill  which  would  place 
the  Office  of  Chief  Medical  Examiner  in  the  Department 
of  Health. 

Respectfully  submitted 

Milton  Helpern,  M.D.,  Chairman 

MEDICAL  SCHOOL  RELATIONSHIPS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Medical  School  Relationships  con- 


sists of  the  following: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman  . . . Monroe 

John  H.  Carter,  M.D Albany 

George  L.  Collins,  Jr.,  M.D.,  Erie 

Bernard  J.  Pisani,  M.D New  York 

George  J.  Lawrence,  Jr.,  M.D.,  ex  officio Queens 


Since  the  last  meeting  of  the  House  of  Delegates  in 
March  1975,  the  Council  changed  the  status  of  the  Ad  Hoc 
Committee  on  Student  Affairs  to  a regular  Council  Com- 
mittee and  renamed  it  the  Committee  on  Medical  School 
Relationships. 

The  committee  held  its  first  meeting  in  Albany  on  March 
15,  1976,  at  the  Fort  Orange  Club.  The  meeting  was  at- 
tended by  13  medical  school  representatives  and  six  med- 
ical school  faculty  representatives,  as  well  as  Doctors 
Charles  D.  Sherman,  Jr.,  John  H.  Carter,  George  J.  Law- 
rence, and  Messers  Martin  Tracey,  Gerard  Conway,  and 
John  Mucci. 

The  morning  session  was  divided  into  a faculty  group 
and  a student  group  which  met  separately.  During  the 
afternoon  session,  the  groups  met  together.  A visit  to  the 
State  Capitol  was  made  in  the  afternoon  where  a session 
of  the  Assembly  was  observed. 

The  purposes  of  the  meeting  were: 
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1.  To  determine  the  common  interests  of  the  Med- 
ical Society  of  the  State  of  New  York,  medical  stu- 
dents, and  faculty; 

2.  To  discuss  methods  by  which  our  common  inter- 
ests could  be  coordinated; 

3.  To  discuss  areas  where  particular  interests  of 
one  group  or  the  other  can  be  assisted  by  concerted  ef- 
forts of  all,  and  thereby  effecting  the  ultimate  benefit 
of  all. 

Many  subjects  were  discussed  during  the  course  of  the 
day.  The  following  are  those  which,  because  of  their  im- 
portance to  all,  seem  worthy  of  recording. 

Increased  Costs  of  Medical  Education.  This  is 
seen  as  a deterrent  to  the  recruitment  of  many  worthy 
students.  It  was  the  consensus  that  MSSNY  should 
use  its  influence  to  encourage  Federal  loans  to  medical 
students  and  to  reinstitute  Federal  professional  schol- 
arship programs.  It  was  also  agreed  that  MSSNY 
should  seek  support  in  Albany  for  an  increase  in  the 
maximum  limit  that  a student  can  borrow  from  the 
New  York  State  Higher  Education  Assistance  Corpo- 
ration. Loan  Forgiveness  Programs  for  students  who 
work  in  medically  indigent  areas  were  also  discussed. 
It  was  felt  that  the  MSSNY  should  play  an  active  pub- 
lic relations  and  legislative  role  in  the  effort  to  correct 
the  astronomical  increase  in  medical  school  tuitions. 

Legislation.  It  was  the  consensus  that  MSSNY  is 
effectively  furthering  its  legislative  programs  but  that 
faculty  and  student  involvement  is  minimal.  It  was 
suggested  that  each  student  body  should  have  a legis- 
lation committee  with  communications  from  MSSNY. 
It  was  also  suggested  that  a student  member  be  ap- 
pointed to  the  MSSNY  Committee  on  State  Legisla- 
tion. This  would  not  be  a great  hardship  if  the  assign- 
ment were  to  be  filled  by  a student  at  Albany  Medical 
College. 

Communications.  There  was  also  a consensus  that 
communications  between  MSSNY,  students,  and  fac- 
ulty members  should  be  improved.  Toward  this  end, 
there  were  several  suggestions,  e.g., 

a.  Capitol  News  and  LAB  should  be  mailed  to  the 
Associate  Deans  for  Student  Affairs,  the  Faculty 
Delegates,  and  the  two  student  representatives  from 
each  school, 

b.  A newsletter  be  considered  which  would  be  de- 
voted to  the  mutual  interests  of  MSSNY  and  medi- 
cal students, 

c.  Meetings  be  set  up  in  the  area  of  each  medical 
school  which  would  bring  together  students,  faculty, 
MSSNY,  and  county  medical  society  representa- 
tives. 

d.  A general  letter  from  MSSNY  to  all  students 
detailing  the  organization  of  the  Student  Section. 


The  Role  of  the  Student  Section.  There  was  gen- 
eral discussion  of  the  role  of  a Statewide  student  orga- 
nization. It  was  the  consensus  that  this  would  best  be 
achieved  through  a strong  student  section  in  MSSNY. 
Details  for  accomplishing  this  end  were  discussed. 
The  students  will  hold  meetings  at  which  two  repre- 
sentatives are  elected  from  each  school.  The  section 
will  meet  on  the  day  before  the  opening  of  the  MSSNY 
House  of  Delegates.  Officers  for  the  ensuing  year, 
plus  a delegate  and  alternate  delegate  to  the  House  of 
Delegates  will  be  elected.  Issues  and  resolutions  re- 
ferred by  the  various  student  bodies  will  be  discussed 
and  then  referred  to  the  House  of  Delegates.  The  stu- 
dents will  also  arrange  for  representation  at  the  refer- 
ence committee  meetings.  It  was  the  consensus  that 
MSSNY  should  set  up  a budget  to  defray  the  costs  of 
the  Student  Section,  the  Student  Delegate,  and  Alter- 
nate Delegate,  but  that  student  bodies  should  under- 
write the  costs  of  the  student  representatives. 

Student  Membership  on  MSSNY  Committees. 
The  students  are  desirous  of  participating  in  these  ac- 
tivities. They  plan  to  suggest  students  for  member- 
ship on  certain  committees  which  they  feel  are  impor- 
tant to  them.  They  also  plan  to  establish  similar  com- 
mittees in  their  own  student  bodies. 

Student  Preceptorship.  Preceptorship  and  ex- 
ternship programs  were  discussed.  Student  represen- 
tatives of  the  MECO  (Medical  Education  Community 
Orientation)  project  explained  its  operations  in  other 
states  and  in  New  York  State. 

Close  of  Meetings.  At  the  close  of  the  afternoon 
session,  the  group  was  addressed  briefly  by  Ralph  S. 
Emerson,  M.D.,  President,  Medical  Society  of  the 
State  of  New  York,  and  Henry  I.  Fineberg,  M.D.,  Exec- 
utive Vice-President. 

The  meeting  closed  with  dinner,  at  which  two  invit- 
ed guests  presented  their  ideas  on  future  problems  fac- 
ing the  medical  profession.  Senator  Jack  E.  Bronston, 
Queens,  who  was  a member  of  the  McGill  Commission, 
and  Frank  T.  Cicero,  M.D.,  Deputy  Commissioner  for 
Health  Standards  and  Enforcement,  Department  of 
Health,  State  of  New  York,  spoke  to  the  group  and  en- 
gaged in  a dialogue  which  lasted  for  about  two  hours. 
This  was  an  informative  and  revealing  session  that 
served  to  stress  the  importance  of  cooperation  among 
all  segments  of  the  medical  profession,  if  we  are  to  pre- 
serve for  our  country  a free  system  of  health  care  with 
minimal  governmental  interference. 

The  meeting  was  productive  and  all  were  in  agreement 
that  MSSNY  should  continue  its  endeavors  to  unite  all 
segments  of  the  medical  profession. 

Respectfully  submitted, 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman 
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MEDICAL  SERVICES 


HEALTH  SYSTEMS  AGENCIES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Health  Systems 
Agencies  Coordinating  Committee. 

The  committee  members  are  as  follows: 


Leonard  S.  Weiss,  M.D.,  Chairman  Orange 

Kenneth  H.  Eckhert,  M.D Erie 

Samuel  M.  Gelfand,  M.D Nassau 

John  C.  Herrman,  M.D Lewis 

Morton  Kurtz,  M.D Queens 

William  K.  Nowill,  M.D Chemung 

Thomas  D.  Pemrick,  M.D Rensselaer 

Robert  J.  Weiss.  M.D Broome 

Charles  Weller,  M.D Westchester 


Since  the  establishment  of  the  committee  after  the 
Special  Meeting  of  the  House  of  Delegates  in  November 
1975,  the  committee  has  held  two  meetings.  Reported  on 
below  are  those  matters  which  were  of  major  concern  to  the 
committee. 

Prior  to  the  meeting  of  the  House  of  Delegates  in  No- 
vember 1975,  there  were  several  committees  of  the  Society 
occupied  with  the  provisions  of  the  National  Health 
Planning  and  Resources  Development  Act  (P.L.  93-641) 
and  the  possible  effects  of  the  establishment  of  Health 
Service  Agencies  (HSA)  on  the  health  care  delivery  systems 
and  the  existing  forms  of  the  practice  of  medicine.  The 
House,  recognizing  the  latitude  the  Act  afforded  HSAs  to 
control  and  modify  the  practice  of  medicine,  and  the  lim- 
ited voice  alloted  to  the  practicing  physician,  approved  a 
recommendation  that  a committee  be  established  to  con- 
cern itself  with  this  area.  This  committee  was  the  out- 
growth of  that  action  and  consists  of  a representative  from 
each  of  the  eight  HSA  areas  established  within  the 
State. 

It  has  been  the  primary  goal  of  this  committee  to  stim- 
ulate interest  by  physicians  in  HSAs,  to  make  them  more 
knowledgeable  regarding  the  provisions  of  the  Act  and  our 
concerns  related  thereto  and  to  encourage  more  active 
participation  by  physicians  in  the  planning  and  operating 
phases  of  HSAs  so  that  the  practicing  physician  will  have 
a greater  input  into  the  measures  that  vitally  affect  the 
welfare  of  his  patients  as  well  as  the  modes  of  practice. 
The  committee  is  aware  of  the  legal  challenge  recently  filed 
by  the  AMA,  together  with  several  states,  to  P.L.  93-641 
and  the  MSSNY  House  of  Delegates’  decision  to  support 
such  legal  challenge.  Pending  the  outcome  of  the  legal 
action,  however,  the  Law  exists  and  it  has  been  decided  to 
at  least  have  a voice  rather  than  none  at  all. 

Committee  members  have  reported  on  the  status  of  their 
individual  HSAs,  the  composition  of  the  Board  or  com- 
mittees formed  or  in  formation,  with  an  interchange  of 
ideas  and  suggestions.  As  of  the  date  of  this  report  the 
committee  still  feels  that  in  most  areas  the  practicing 
physician  is  still  adequately  represented  in  planning  the 
operational  phases.  It  has  expressed  this  in  an  earlier 
resolution,  approved  by  the  Council  on  February  26, 1976, 
as  follows: 

Whereas,  There  has  been  inadequate  representation 
of  the  physician  in  the  private  practice  of  medicine  on 
the  planning  and  operational  boards  of  the  Health  Ser- 
vice Agencies  established  or  being  established  in  New 
York  State;  and 

Whereas,  Such  lack  of  representation  has  resulted 


in  a defective  construction  of  the  HSA  boards  which 
defeats  the  stated  purpose  of  P.L.  93-641  which  reads, 
"since  the  health  care  provider  is  one  of  the  most  im- 
portant participants  in  any  health  care  delivery  sys- 
tem, health  policy  must  address  the  legitimate  needs 
and  concerns  of  the  provider  if  it  is  to  achieve  mean- 
ingful results;  and,  thus  it  is  imperative  that  the  pro- 
vider be  encouraged  to  play  an  active  role  in  devel- 
oping health  policy  at  all  levels;”  and 

Whereas,  The  private  practicing  physician  is  the 
principal  participant  in  the  health  care  delivery  system 
with  the  most  intimate  contact  with  the  health  prob- 
lems of  the  public  and  hence  the  chief  “provider”;  and 
Whereas,  The  deficiency  noted  above  is  due  primar- 
ily to  a poor  definition  and  understanding  of  the  terms 
"provider”  and  “consumer”;  now  therefore  be  it 

Resolved,  That  the  terms  “provider”  and  “consum- 
er” be  more  adequately  defined  to  insure  a more  realis- 
tic representation  on  the  HSA  boards;  and  be  it  fur- 
ther 

Resolved,  That  the  AMA  be  requested  to  join  in  ob- 
taining the  desired  correction;  and  be  it  further 

Resolved,  That  the  appropriate  New  York  State 
representatives  in  Washington,  the  pertinent  Congres- 
sional Committee  and  governmental  agencies  be  in- 
formed of  this  resolution  through  all  appropriate  chan- 
nels. 

Mr.  Clayton  Medeiros,  Regional  Consultant  for  Health 
Planning,  Department  of  Health,  Education,  and  Welfare, 
Region  II,  attended  a meeting  with  the  committee  during 
which  there  was  a very  active  question  and  answer  ex- 
change. 

Among  the  actions  taken  by  the  committee  were  the 
following: 

It  was  unanimously  recommended  and  the  Council  ap- 
proved that  MSSNY  recommend  to  the  AMA  that  a Na- 
tional HSA  Coordinating  Committee  be  established,  with 
an  appropriate  organizational  structure  within  the  AMA, 
to  deal  effectively  with  this  subject,  and  that  the  AMA 
further  encourage  all  state  medical  societies  to  establish 
coordinating  committees  similar  to  that  of  MSSNY,  and 
that  a communications  network  be  established  for  inter- 
relating such  committees. 

The  committee  voted  unanimously  to  recommend  to  the 
Council  that  MSSNY  proceed  to  immediately  establish  an 
intrastate  network  for  communication  between  MSSNY 
and  its  component  groups  on  all  pertinent  matters  relating 
to  HSA  activities. 

The  recommendation  that  the  MSSNY  Council  explore 
the  desirability  of  engaging  knowledgeable  individuals  in 
the  field  of  health  economics  and  biostatistics  either  as  a 
staff  member  or  on  a consultant  basis  was  received  for  in- 
formation. 

It  was  recommended  to  and  passed  by  the  Council  that 
the  MSSNY  endeavor  to  be  represented  on  the  State 
Health  Planning  Coordinating  Council. 

It  was  unanimously  voted  to  recommend  to  the  council 
that  MSSNY  seek  the  extension  of  funding  to  permit  the 
interim  continuation  of  the  Regional  Hospital  Review  and 
Planning  Councils  until  such  time  as  the  HSAs  can  assume 
the  responsibilities  of  the  Councils. 

The  committee  unanimously  passed  a recommendation, 
which  was  approved  by  the  Council,  that  MSSNY  recog- 
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nizing  the  effect  HSA  agencies  may  have  on  the  practice 
of  medicine,  the  need  for  more  physicians  to  become 
knowledgeable  of  the  details  of  the  HSA  law  and  regula- 
tions, and  the  need  for  strong  liaison  with  other  medical 
groups  involved  in  this  area,  recommend  that  each  county 
medical  society  establish  an  HSA  committee. 

A communication  from  the  New  York  State  Commis- 
sioner of  Health  dated  1/19/76  indicating  the  intention  to 
close  some  acute  care  hospitals  and  curtail  services  in  other 
hospitals,  led  to  the  following  resolution  which  was  ap- 
proved by  the  Council. 

Whereas,  The  State  Health  Department  and  the 
Comprehensive  Health  Planning  agencies  have  at- 
tempted to  make  decisions  on  closing  hospitals  and 
other  departments  of  various  health  delivery  services; 
and 

Whereas,  These  decisions  are  frequently  made  on  in- 
adequate data;  and 

Whereas,  Health  Service  Agencies  are  being  formed 
rapidly  to  fully  study  all  facets  of  these  issues  and 
maker  proper  decisions  on  updated  data;  now  there- 
fore be  it 

Resolved,  That  the  State  Health  Department  and 
the  currently  existing  planning  agencies  be  enjoined 
from  precipitous  decisions  in  closing  hospitals  and  cur- 
tailing medical  services  until  the  newly  formed  Health 
System  Agencies  become  operational;  and  be  it  fur- 
ther 

Resolved,  That  this  resolution  be  conveyed  to  the 
New  York  State  Health  Department  through  appro- 
priate channels. 

The  committee  aware  of  the  enormous  potential  to  re- 
structure the  rendering  of  medical  care  has  evidenced  the 
concern  this  Act  merits  and  the  purpose  to  keep  abreast  of 
all  developments. 

The  Chairman  expresses  his  appreciation,  speaking  for 
himself  as  well  as  the  Society,  to  the  members  of  the  com- 
mittee who  have  devoted  their  time  and  effort  to  its  pur- 
poses. To  Max  N.  Howard,  M.D.,  Director  of  the  Division 
of  Medical  Services,  to  Mr.  William  D.  Brainin,  Associate 
Director,  and  to  Miss  Alice  E.  Wheeler,  Administrative 
Assistant,  go  our  thanks  for  their  efforts  and  their  indus- 
try. 

Respectfully  submitted, 

Leonard  S.  Weiss,  M.D.,  Chairman 


HOSPITAL  AND  PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen- 
The  committee  has  held  two  meetings  as  of  this  date.  A 
supplementary  report  will  summarize  a forthcoming 
meeting. 

The  committee  members  are  as  follows: 


Jason  K.  Moyer,  M.D.,  Chairman  Broome 

Norman  S.  Blackman,  M.D Kings 

John  A.  Billows,  M.D Nassau 

Stanley  I.  Fishman,  M.D Kings 

John  A.  Garnish,  M.D Monroe 

Edward  W.  Mullin,  M.D Onondaga 

Ian  H.  Porter,  M.D Albany 

William  B.  Rawls,  M.D New  York 

Bernard  J.  Pisani,  M.D.,  Advisor New  York 


Resolution  74-45.  The  committee  had  considered 
this  resolution  previously  and  had  postponed  action 
pending  a revision  of  the  wording,  being  of  the  opinion  that 
the  original  was  so  broad  and  general  that  it  did  not  de- 
lineate sufficiently  the  problem.  There  was  a consensus 
that  one  physician  only  should  have  the  responsibility  for 
the  overall  care  of  a patient  as  the  “captain  of  the  ship”  and 
that  the  physician  should  be  the  patient’s  own  selection. 
That  the  physician  may  delegate  facets  of  the  care  of  the 
patient  to  others  but  the  coordination  and  responsibility 
must  remain  his. 

It  was  unanimously  voted  to  reword  the  Resolution  as 
follows: 

Subject:  Private  Patients  and  the  Responsibility 
of  the  Attending  Physician  in  a ( Teaching ) Hospi- 
tal Setting. 

Whereas,  In  certain  areas  of  some  teaching  hospitals 
the  personal  duty  for  the  diagnosis  and  treatment  of 
private  patients  has  been  taken  away  from  the  private 
attending  physician  and,  by  administrative  decree,  has 
been  placed  primarily  in  the  hands  of  house  staff  phy- 
sicians, and 

Whereas,  The  use  of  private  patients  for  training 
under  these  circumstances  diminishes  the  role  of  the 
private  physician  without  in  any  way  diminishing  his 
moral,  ethical,  or  legal  obligations  to  his  patient;  and 
Whereas,  This  is  being  done  without  either  the  ap- 
proval of  the  attending  physician  and  without  the  in- 
formed consent  of  the  patient;  therefore  be  it 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  mandatory  delegation  for  the  di- 
agnosis and  treatment  of  the  private  patient  primarily 
to  the  house  staff  physicians  in  the  teaching  hospital, 
or  any  other  hospital  setting,  without  the  consent  of 
the  practitioner  selected  by  the  patient  and  without 
the  informed  consent  of  the  private  patient;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  support  the  position  taken  by  the  House  of 
Delegates  of  the  American  Medical  Association  that 
there  shall  be  one  physician  responsible  for  the  care  of 
the  patient  in  the  hospital;  that  this  physician  shall  be 
the  patient’s  own  private  physician;  and  that  this  rule 
shall  be  carried  out  by  all  hospitals;  and  be  it  further 
Resolved,  That  the  Commissioner  of  Health  of  the 
State  of  New  York  and  the  members  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  be  informed  of 
this  resolution  of  the  Medical  Society  of  the  State  of 
New  York;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  introduce  this  resolution  at  the  next  meet- 
ing of  the  House  of  Delegates  of  the  American  Medical 
Association. 

The  Council  accepted  the  rewording  of  the  Resolution 
and  approved  its  implementation.  The  Resolution  has 
been  transmitted  to  the  Joint  Commission  on  the  Ac- 
creditation of  Hospitals,  the  New  York  State  Commis- 
sioner of  Health  and  will  be  introduced  at  the  next  meeting 
of  the  AMA’s  House  of  Delegates. 

NYS  Department  of  Health  Patients’  “ Bill  of 
Rights”  ( Hospital  Memorandum  75-90).  The  com- 
mittee discussed  particularly  paragraphs  4,  5 and  10  (see 
below)  which  affect  physician-patient-hospital  relation- 
ships. It  was  felt  that  these  paragraphs  relegate  to  the 
hospital  administrator  responsibilities  that  are  not  within 
his  province,  and  that  the  evaluation  of  compliance  with 
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I these  requirements  would  be  judged  by  nonprofessional 
i Department  of  Health  personnel  whose  competency  in  this 
area  is  questionable.  The  broad  terminology,  such  as 
I “informed  consent,”  makes  actual  implementation  a most 
l difficult  task,  increases  hospital  costs,  requires  the  ex- 
I penditure  of  unnecessary  efforts,  and  opens  the  door  for 
“nuisance  claims.” 

Since  this  is  part  of  the  State  Hospital  Code  (Sections 
71.3)  it  is  binding  upon  physicians  and  the  hospital  to 
comply,  and  hospital  bylaws  will  have  to  be  modified  ac- 
I cordingly.  Among  other  requisites  of  the  Bill,  it  was 
questioned  how  any  physician  could  document  that  he 
advised  the  patient  “of  medically  significant  alternatives 
for  care  or  treatment,  if  any.” 

It  is  recommended  that  MSSNY  ask  to  have  the  lan- 
guage of  those  provisions  of  the  Bill  of  Rights  affecting 
physician-patient  relationships  redefined  and  amended, 
in  consultation  with  the  Department  of  Health  and  the 
Hospital  Association  of  New  York  State. 

The  committee’s  recommendation  was  approved  by  the 
Council  and  referred  for  followup  to  the  Hospital  Research 
and  Planning  Council.  The  matter  is  also  to  be  pursued 
with  the  State  Hospital  Code  Committee  of  the  Hospital 
Association  of  New  York  State,  on  which  MSSNY  has 
representation. 

It  was  noted  that  each  hospital  can  write  its  own  “Bill” 
provided  it  meets  the  stated  requirements  of  the  Depart- 
ment of  Health. 

Pa  tien  ts ' Bill  of  Righ  ts 
HOSPITALS 

New  York  State  Department  of  Health 

720.3  Patients’  Rights,  (a)  The  hospital  shall  es- 
tablish written  policies  regarding  the  rights  of  patients 
and  shall  develop  procedures  implementing  such  poli- 
cies. These  rights,  policies,  and  procedures  shall  af- 
ford patients  the  right  to: 

(1)  considerate  and  respectful  care, 

(2)  upon  request,  the  name  of  the  physician  re- 
sponsible for  coordinating  his  care, 

(3)  the  name  and  function  of  any  person  provid- 
ing health  care  services  to  the  patient, 

(4)  obtain  from  his  physician  complete  current 
information  concerning  his  diagnosis,  treatment, 
and  prognosis  in  terms  the  patient  can  be  reasonably 
expected  to  understand.  When  it  is  not  medically 
advisable  to  give  such  information  to  the  patient, 
the  information  shall  be  made  available  to  an  appro- 
priate person  in  his  behalf, 

(5)  receive  from  his  physician  information  nec- 
essary to  give  informed  consent  prior  to  the  start  of 
any  procedure  or  treatment  or  both  and  which,  ex- 
cept for  those  emergency  situations  not  requiring  an 
informed  consent,  shall  include  as  a minimum  the 
specific  procedure  or  treatment  or  both,  the  medi- 
cally significant  risks  involved,  and  the  probable  du- 
ration of  incapacitation,  if  any.  The  patient  shall  be 
advised  of  medically  significant  alternatives  for  care 
of  treatment  if  any, 

(6)  refuse  treatment  to  the  extent  permitted  by 
law  and  to  be  informed  of  the  medical  consequences 
of  his  action, 

-(7)  privacy  to  the  extent  consistent  with  provid- 
ing adequate  medical  care  to  the  patient.  This  shall 
not  preclude  discrete  discussion  of  patient’s  case  or 
examination  of  a patient  by  appropriate  health  care 
personnel, 


(8)  privacy  and  confidentiality  of  all  records 
pertaining  to  the  patient’s  treatment,  except  as  oth- 
erwise provided  by  law  or  third  party  payment  con- 
tract, 

(9)  a response  by  the  hospital  in  a reasonable 
manner,  to  the  patient’s  request  for  services  custom- 
arily rendered  by  the  hospital  consistent  with-  the 
patient’s  treatment, 

(10)  be  informed  by  his  physician  or  delegate  of 
the  physician  of  the  patient’s  continuing  health  care 
requirements  following  discharge  and  that  before 
transferring  a patient  to  another  facility  the  hospital 
first  informs  the  patient  of  the  need  for  and  alterna- 
tives to  such  a transfer, 

(11)  the  identity,  upon  request,  of  other  health 
care  and  educational  institutions  that  the  hospital 
has  authorized  to  participate  in  his  treatment, 

(12)  refuse  to  participate  in  research  and  that 
human  experimentation  affecting  care  or  treatment 
shall  be  performed  only  with  his  informed  effective 
consent, 

(13)  examine  and  receive  an  explanation  of  his 
bill,  regardless  of  source  of  payment, 

(14)  know  the  hospital  rules  and  regulations 
that  apply  to  his  conduct  as  a patient, 

(15)  treatment  without  discrimination  as  to 
race,  color,  religion,  sex,  national  origin  or  source  of 
payment. 

(b)  A copy  of  the  provisions  of  this  section  shall  be 
available  to  each  patient  or  patient’s  representatives 
upon  admission  and  posted  in  conspicuous  places 
within  the  hospital. 

Resolution  73-64  Committee  for  Collective  Repre- 
sentation, Action  and  Negotiation  on  Behalf  of  Hos- 
pital Staff  Physicians  ( introduced  by  the  Medical 
Society  of  the  County  of  Kings) 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  change  the  name  of  the  present  Committee 
on  Hospital-Based  Physicians  to  the  Council  of  Hospi- 
tal Staff  Physicians,  and  henceforth  shall  concern  it- 
self with  the  professional  and  economic  problems  of  all 
hospital  staff  physicians;  and  be  it  further 

Resolved,  That  the  newly  designated  Council  of 
Hospital  Staff  Physicians  clarify  the  legal  status  of  this 
Council  as  a collective  bargaining  agent  for  both  sala- 
ried and  nonsalaried  hospital  staff  physicians. 

The  House  of  Delegates  in  1973  had  referred  this  reso- 
lution to  the  Council  for  further  study.  Upon  receipt  of 
a request  that  MSSNY  reconsider  the  resolution,  it  was 
referred  to  this  committee  for  study  and  recommendation. 
One  opinion  expressed  was  that  hospital  staff  physicians, 
whether  salaried  or  nonsalaried,  were  de  facto  employees 
of  the  hospital  and  therefore  could  be  represented  by  any 
group  they  selected,  and  that  consideration  should  be  given 
to  MSSNY’s  making  itself  or  a county  medical  society 
available  to  act  as  a collective  negotiating  and  bargaining 
agent  for  hospital  staff  physicians.  It  was  noted  that  the 
AMA  has  stated  that  it  should,  and  has  taken  measures  to 
act,  as  a negotiating  body  for  physicians.  Recognizing  the 
importance  and  magnitude  of  the  requested  action,  the 
committee  decided  to  defei  further  consideration  of  the 
resolution  pending  advice  from  MSSNY’s  General  Counsel 
as  to  the  legality  of  MSSNY  becoming  a negotiating 
agent. 

The  Use  of  Hospital  Technicians  in  Hospital  Phar- 
macies. The  chairman  of  this  committee  was  invited  to 
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a meeting  of  the  New  York  State  Council  of  Hospital 
Pharmacists,  at  which  time  it  requested  the  support  of 
MSSNY  in  its  dispute  with  the  Board  for  Pharmacy  rela- 
tive to  the  use  of  support  personnel  to  perform  certain 
pharmacological  procedures.  The  issue  apparently  in- 
volves the  use  of  nonpharmacists  in  performing  certain 
functions  that  by  law  can  be  performed  only  by  a registered 
pharmacist  and  primarily  in  the  hospital  outpatient  de- 
partment. The  executive  secretary  of  the  Board  for 
Pharmacy,  in  clarifying  the  issue,  indicated  that  the  broad 
charges  by  the  Council  of  Hospital  Pharmacists  were  not 
accurate  and  that  the  issue  involved  compliance  with  the 
law  as  it  now  stands.  For  there  to  be  any  latitude  in  the  use 
of  nonprofessional  personnel  for  these  stipulated  functions, 
the  law  would  have  to  be  amended.  Thus  the  question  is 
the  creation  of  a new  category  (pharmacists’  assistants) 
which  can  be  done  only  by  legislative  action. 

It  was  the  unanimous  decision  of  the  committee,  ap- 
proved by  the  Council,  that  this  issue  is  one  that  has  to  be 
resolved  within  the  profession  of  pharmacy  and  that 
MSSNY  should  not  take  any  action  at  this  time  but  keep 
abreast  of  developments. 

Hospital-Physician  Contract  Agreements.  MSSNY 
has  received  several  requests  from  different  sources  in  re- 
gard to  terms  or  provisions  that  should  apply  in  such 
agreements,  and  has  replied  that  the  arrangements  are  a 
matter  to  be  determined  between  the  physician  and  the 
hospital.  The  committee  was  asked  to  define  MSSNY’s 
position. 

The  committee  was  reminded  of  the  dispute  that  had 
arisen  between  MSSNY  and  the  State  Department  of 
Health  a few  years  back  when  the  latter  attempted, 
through  changes  in  Section  86.11,  to  regulate  the  amounts 
that  hospitals  could  pay  to  pathologists,  radiologists,  and 
anesthesiologists  in  particular,  but  which  would  also  affect 
all  hospital-physician  relationships.  Because  of  MSSNY’s 
objection,  that  portion  of  the  section  was  never  imple- 
mented, but  we  can  anticipate  further  governmental 
movement  in  this  direction. 

The  committee  recommended  that  MSSNY  reaffirm  its 
opposition  to  any  third  party  mandating  and  enforcing 
controls  on  hospital-physician  contractual  arrangements, 
with  the  opinion  that  the  latter  should  be  agreed  upon  by 
mutual  accord.  This  position  was  approved  by  the 
Council. 

Recently  a member  of  the  Governor’s  Health  Planning 
Commission  requested  MSSNY’s  opinion  regarding  reg- 
ulations pertaining  to  hospital  contracts  with  pathologists 
and  radiologists  which  would  spell  out  that  any  percentage 
arrangement  for  remuneration  to  the  physician  would  be 
based  on  actual  collections  rather  than  total  billing.  The 
intent  was  to  spread  the  bad  debts  proportionately  between 
both  the  hospital  and  the  involved  physicians.  The  inquiry 
was  referred  to  the  representatives  of  the  pathologists  and 
radiologists  on  MSSNY’s  Interspecialty  Committee  were 
reported  back  that  the  societies  felt  that  this  was  a rea- 
sonable regulation.  This  was  transmitted  with  the  com- 
ment that  the  regulations  should  pertain  to  all  hospital- 
physician  contracts  rather  than  singling  out  pathologists 
and  radiologists. 

Hospital-Physician  Liability  Relations.  The  fol- 
lowing resolution  passed  by  the  Kings  County  Medical 
Society  in  November  1974  was  considered. 

Whereas,  There  exists  at  present  several  adversary 

actions  between  the  hospitals  and  members  of  their 

medical  staffs;  and 


Whereas,  Where  such  adversary  actions  exist,  or  is 
possible  in  the  future,  an  atmosphere  of  mutual  dis- 
trust can  only  be  detrimental  to  the  quality  of  Medical 
care  given  patients  in  the  hospital  setting,  and  ulti- 
mately resulting  in  increased  costs  to  the  malpractice 
insurer;  therefore  be  it 

Resolved,  That  each  Medical  staff,  Hospital  and 
their  Insurers  reach  a working  agreement  which  will 
prevent  an  adversary  atmosphere  from  developing, 
and  be  it  further 

Resolved,  That  the  Comitia  Minora  take  the  appro- 
priate steps  for  implementation  in  Brooklyn  and  rec- 
ommend similar  action  to  the  Coordinating  Council, 
Medical  Society  of  the  State  of  New  York  and  the 
American  Medical  Association. 

It  was  felt  that  there  have  been  considerable  changes 
since  November  1974  and  that  the  resolution  may  not  re- 
flect the  present  situation.  The  adversary  positions  that 
sometimes  developed  between  the  insurance  carriers  for 
the  physician  and  the  hospital  were  recognized.  There 
were  instances  reported  of  hospitals  suing  their  staff  phy- 
sicians, claiming  negligence  and  incompetency  on  the  part 
of  those  physicians. 

The  committee  recommended,  and  the  Council  ap- 
proved, the  referral  of  this  matter  to  the  Subcommittee  to 
Review  all  Facets  of  the  Malpractice  Problem  of  the  Pro- 
fessional Liability  and  Defense  Board. 

Hospital  Obligations  for  Staff  Appointments.  The 
committee  noted  the  decision  by  the  New  York  State  Court 
of  Appeals  delineating  the  difference  between  the  rights 
of  a physician  in  a hospital  administrative  position  us  that 
of  a professional  appointment  and  the  due  process  proce- 
dure applicable  under  each. 

House  Staff  Relationships.  The  Council  has  dissolved 
the  Committee  on  Internes  and  Residents  established  last 
year  to  deal  with  the  problems  of  house  staff  which  func- 
tioned on  a crisis  issue  basis.  All  future  house  staff  matters 
will  be  the  concern  of  this  committee. 

The  Establishment  of  an  Interne  and  Resident 
Section.  The  AMA  House  of  Delegates  in  December  1975 
adopted  a resolution  that  the  AMA  recommend  to  state 
medical  associations  that  they  establish  interne  and  resi- 
dent business  sections.  The  committee  concurred  in  the 
AMA  stance  that  active  participation  by  the  house  staff  is 
vital  to  the  future  of  our  organizations.  It  was  further 
noted  that  the  AMA  considered  it  appropriate  for  state  and 
county  medical  societies  to  assist  and  represent  internes 
and  residents  and  attending  physicians,  individually  and 
collectively  in  resolving  disputes  with  hospitals  and  others. 
Attention  was  called  to  the  ruling  by  the  National  Labor 
Relations  Board  that  internes,  residents,  and  clinical  fel- 
lows are  primarily  engaged  in  graduate  educational  training 
and  are  therefore  considered  students  rather  than 
employees  and  as  such  are  not  eligible  under  the  NLR  Act 
to  be  represented  by  a union  for  collective  bargaining,  al- 
though a hospital  may  voluntarily  recognize  them  as 
such. 

It  was  recommended  that  the  Council  act  to  implement 
the  AMA  resolution  by  establishing  an  interne  and  resident 
section. 

It  was  further  recommended  that  the  MSSNY  Council 
urge  hospital  medical  boards  to  appoint  members  of  their 
house  staffs  to  the  various  hospital  committees,  and  that 
this  be  forwarded  to  the  Hospital  Association  of  New  York 
State  with  the  request  that  it  so  inform  the  members  of  the 
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Association  and  request  their  implementation  of  this  rec- 
ommendation. 

Reimbursement  of  Laboratory  Testing  Programs 
(Department  of  Health  Hospital  Memorandum  75- 
141).  The  effect  of  this  memorandum  would  be  to  pro- 
hibit inclusion  in  hospital  costs  under  the  Medicaid  and 
Blue  Cross  programs  of  sums  expended  for  participating 
in  voluntary  agency  proficiency  testing  programs.  Most 
hospital  pathology  laboratories,  in  addit  ion  to  meeting  the 
requirements  of  the  New  York  State  Public  Health  Law, 
participate  in  quality  control  programs  conducted  by 
nongovernmental  agencies  such  as  the  American  College 
of  Pathology.  The  New  York  State  Society  of  Pathologists 
has  expressed  strong  opposition  to  the  proposed  limitation 
by  the  Department  of  Health  and  has  requested  support 
of  its  position  bv  MSSNY.  The  Hospital  Association  of 
New  York  State  was  in  agreement  with  the  Society  of  Pa- 
thologists. 

The  Council  approved  the  committee’s  recommendation 
that  we  communicate  to  the  New  York  State  Department 
of  Health  our  support  of  the  position  of  the  New  York  State 
Society  of  Pathologists.  In  spite  of  the  opposition  voiced 
by  the  three  groups,  the  Department  of  Health  refused  to 
modify  its  stand. 

Lateral  Staff  Privileges  for  Hospital  Staffs.  The 
MSSNY  Council  had  considered  problems  arising  from  the 
decision  by  the  New  York  State  Department  of  Health, 
with  the  Hospital  Review  and  Planning  Commission  con- 
curring, that  COMPUTERIZED  AXIAL  TOMOGRAPHY 
(CAT)  scanners  would,  at  this  time,  be  approved  for  in- 
stallation in  hospitals  only  and  limited  to  one  hospital  only 
for  a geographic  area.  Installation  in  physicians’  offices 
would  not  be  approved.  At  this  time  the  limitations  would 
primarily  affect  neurosurgeons  in  the  care  of  their  patients, 
if  they  held  privileges  at  one  hospital  that  did  not  have  a 
scanner  and  the  condition  of  the  patient  under  their  care 
could  best  be  dealt  with  by  the  utilization  of  a scanner,  the 
lack  of  access  to  the  latter  could  be  detrimental  to  their 
patients.  The  situation  described  would  affect  primarily 
inhospital  patients,  but  could  involve  ambulatory  cases 
as  well.  The  Hospital  Review  and  Planning  Commission 
has  taken  the  stand  that  in  approving  a scanner  installation 
in  an  institution,  it  would  be  required  that  provision  be 
made  for  the  facility  to  be  available  to  all  qualified  physi- 
cians in  the  area. 

The  discussion  following  emphasized  that  although  the 
immediate  concern  was  with  the  use  of  scanners,  the  same 
type  of  problems  would  arise  in  the  availability  to  the 
community  at  large  of  other  facilities  that  may  be  re- 
stricted, such  as  contemplated  in  the  regionalization  of 
obstetrics  and  pediatric  services.  The  question  of  af- 
fording physicians  duly  accredited  to  render  specific  care 
levels  in  one  approved  hospital  the  same  privileges  in  an- 
other hospital  was  explored.  The  responsibilities  of  hos- 
pital boards  of  trustees,  the  problem  of  liability  coverage, 
the  duties  of  a hospital  medical  board,  and  the  duplication 
of  hospital  staff  appointment  requirements  in  a hospital 
(such  as  serving  on  committees,  attending  meetings,  and 
covering  emergency  rooms)  were  explored.  The  com- 
plexities of  transferring  the  privileges  of  a physician  from 
one  hospital  to  another  are  such  that  the  committee  de- 
cided it  would  require  considerably  more  investigation 
before  arriving  at  any  recommendations,  but  that  the 
subject  should  be  explored  at  a near  future  date  with  the 
aim  of  developing  broad  guidelines.  MSSNY  might  con- 


sider a survey  of  what  hospitals  are  currently  doing  to  meet 
such  situations. 

It  was  suggested  that  the  problem  of  making  the  limited 
number  of  scanners  available  to  all  qualified  physicians  and 
their  patients  could  be  dealt  with  by  requiring  that,  when 
applying  for  approval  of  a Certificate  of  Need,  the  appli- 
cation include  the  terms  under  which  the  scanner  would 
be  made  available  to  all  qualified  physicians  in  the  area 
serviced  by  the  hospital.  The  ultimate  decision  on  ap- 
proving the  Certificate  of  Need  rests  with  the  State  Re- 
gional Hospital  Review  and  Planning  Council.  It  was 
further  pointed  out  that  in  order  to  insure  availability  and 
to  justify  the  high  cost  of  a scanner  installation,  provision 
should  be  made  for  operating  the  scanner  longer  than  the 
customary  eight-hour  day  if  the  need  warranted  it. 

It  was  recommended  to  the  Council  that  MSSNY  re- 
quest the  Commissioner  of  Health  and  the  Hospital  Review 
and  Planning  Council  to  require,  when  approving  the  in- 
stallation of  a (CAT)  scanner,  that  the  hospital  receiving 
such  approval  agree  to  the  granting  of  temporary  privileges 
to  all  qualified  physicians  in  the  community,  such  privi- 
leges to  be  restricted  to  the  care  and  treatment  of  the 
conditions  that  require  the  use  of  the  scanners  and  to  in- 
clude all  necessary  corollary  care  required  by  those  con- 
ditions. 

The  committee  further  recommended  that  the  above  be 
extended  to  all  instances  where  there  are  facilities  that  are 
limited  to  one  institution  so  that  these  facilities  will  be 
available  to  the  community  at  large  and  to  the  physicians 
patients  select  to  care  for  them. 

Interceding  in  Hospital-Professional  Staff  Dif- 
ficulties. The  increasing  number  of  requests  for  MSSNY 
to  intervene  in  disputes  between  hospitals  and  their  pro- 
fessional staffs  warranted  consideration  by  this  committee 
to  decide  whether  it  should  make  recommendations  to  the 
Council  for  guidelines  that  could  be  utilized  in  addressing 
appropriate  requests.  Various  aspects  were  considered, 
such  as  differentiating  between  the  professional  and  ad- 
ministrative duties  of  a physician,  the  interrelationships 
between  the  attending  and  the  interne-resident  staff;  and 
whether  problems  of  this  nature  should  preferably  be  re- 
solved at  the  county  medical  society  level  and  if  so,  should 
MSSNY  establish  guidelines  for  the  county  medical  so- 
cieties; and  whether  or  not  to  determine  when  a matter  of 
this  nature  should  be  considered  at  the  State  level  if  a 
satisfactory  resolution  is  not  obtainable  at  the  county  level. 
The  magnitude  of  possible  involvement  by  MSSNY  and 
its  component  societies  demands  careful  thought  and  de- 
cision. Stressed  was  that  in  a hospital  action  against 
professional  personnel,  the  latter  be  afforded  due  process. 
Attention  was  called  to  the  Public  Health  Council  and 
Section  2801  of  the  Public  Health  Law  which  affords  an 
aggrieved  physician  the  opportunity  for  an  appeal  to  that 
Council.  It  was  decided  that  the  staff  should  research  this 
problem  further. 

The  committee  expressed  its  willingness  to  involve  itself 
in  hospital-professional  relations  problems  if  so  requested 
by  either  the  physician(s)  or  the  hospital,  acting  as  an  in- 
vestigative and  reviewing  intermediary,. if  the  MSSNY 
Council  signifies  that  it  would  desire  this.  The  Council  did 
so  signify. 

The  Right  of  a Hospital  to  Request  a Staff  Physi- 
cian’s Malpractice  Experience  Involving  both  in- 
and-out  Patients.  MSSNY’s  General  Counsel  has  stated 
that  a hospital  has  the  right  to  request  such  information 
regarding  closed  cases  only  before  they  extend  staff  privi- 
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leges  to  a physician  and  that  this  has  been  supported  in 
court  tests.  It  was  the  consensus  of  the  committee  that  the 
information  requested  should  cover  only  settled  medical 
liability  cases  and  not  pending  cases. 

Russell  C.  Johnson,  M.D.,  Vice  President,  Professional 
Affairs,  Hospital  Association  of  New  York  State,  attends 
our  meetings,  and  in  turn  MSSNY  representatives  attend 
the  meetings  of  HANYS’  Professional  Affairs  Committee. 
This  relationship  has  proved  very  satisfactory  in  discussing 
and  resolving  mutual  problems. 

The  chairman  in  the  name  of  MSSNY,  as  well  as  per- 
sonally, extends  thanks  to  the  members  of  the  committee 
for  their  time  and  efforts  in  dealing  with  the  complex 
problems  the  committee  has  dealt  with.  Appreciation  is 
also  expressed  for  the  work  performed  by  Max  N.  Howard, 
M.D.,  Director  of  the  Division  of  Medical  Services,  Mr. 
William  D.  Brainin,  Associate  Director,  and  Miss  Alice 
Wheeler,  Administrative  Assistant. 

Respectfully  submitted: 

Jason  K.  Moyer,  M.D.,  Chairman 


INTERSPECIALTY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Interspecialty  Committee  is  composed  of  the  fol- 
lowing: 

Donald  H.  Stewart,  Jr.,  M.D.,  Chairman  


Onondaga 

Harold  E.  Berson,  M.D Kings 

Kenneth  H.  Brookler,  M.D New  York 

Irving  Cramer,  M.D Oneida 

Henry  Fleck,  M.D Bronx 

Irwin  Gribetz,  M.D New  York 

Donald  W.  Hall,  M.D Erie 

Herbert  Joyce,  M.D Erie 

Norman  B.  Kanof,  M.D New  York 

Herbert  Lansky,  M.D Erie 

Samuel  H.  Madell,  M.D New  York 

Andrew  J.  McGowan,  Jr.,  M.D New  York 

Robert  C.  Mickatavage,  M.D Westchester 

Howard  B.  Rasi,  M.D Kings 

William  J.  Rogers,  III,  M.D Erie 

Edward  C.  Sinnott,  M.D Nassau 

John  R.  Williams,  Jr.,  M.D Monroe 


Four  meetings  of  the  committee  were  held  during  the 
past  year. 

Resolution  75-62  ( Specialty  Society  Representation 
in  the  Sections): 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  take  the  appropriate  steps  to  secure  a 
change  in  the  Bylaws  so  as  to  permit  only  those  most 
interested  in  the  particular  specialty  section  to  have  a 
voice  in  determining  the  policies  to  be  advanced  by 
that  section;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  amend  its  Bylaws  as  follows: 

Article  XII,  Section  1,  paragraph  I shall  be  amended 
to  read  as  follows: 

“The  House  of  Delegates  shall  designate  those  sci- 
entific sections  entitled  to  representation  in  the 
Medical  Society  of  the  State  of  New  York.  Such 
sections  shall  correspond  to  the  Statewide  specialty 
societies  recognized  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York.  These  scientific 


sections  designated  by  the  House  of  Delegates  shall 
organize  at  their  annual  meeting  by  the  election  of 
officers.  Officers  to  be  elected  shall  include  a chair- 
man, a vice-chairman,  a secretary,  and  a delegate  to 
the  House  of  Delegates.  The  chairman,  vice-chair- 
man, and  delegate  must  be  members  of  both  the 
Statewide  specialty  societies  and  the  Medical  Soci- 
ety of  the  State  of  New  York  and  shall  be  elected  for 
one  year  terms.  The  secretary  shall  be  elected  for 
such  term  as  the  section  may  deem  desirable,  (ma- 
terial in  italics  is  new) 

Article  XII,  Section  1,  paragraph  2 should  be  amended 
to  read  as  follows: 

“The  presidents  of  each  of  the  Statewide  specialty 
societies  recognized  by  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  shall  be  requested 
to  submit  to  the  office  of  the  Executive  Vice-Presi- 
dent the  names  of  not  less  than  three  nor  more  than 
five  nominees  for  the  officers  of  their  corresponding 
sections  not  less  than  ninety  days  prior  to  the  sec- 
tion’s annual  business  meeting.  Such  nominees 
shall  be  voted  on,  together  with  all  other  nominees 
submitted,  at  the  annual  business  meeting  of  the 
section.  All  such  nominees  must  be  members  of  the 
Medical  Society  of  the  State  of  New  York.  To  par- 
ticipate in  the  election  of  any  section,  a member  of 
the  Medical  Society  of  the  State  of  New  York  must 
be  registered  with  such  section. 

Active  members  shall  designate  that  scientific  sec- 
tion for  which  they  desire  to  be  registered  at  the 
time  their  dues  are  remitted  for  the  year.  Life 
members  shall  notify  the  Medical  Society  of  the 
State  of  New  York  with  respect  to  their  choice  of  a 
section  not  less  than  ninety  days  prior  to  the  annu- 
al business  meeting  of  such  section.”  (material  in 
italics  is  new) 

This  resolution  was  introduced  in  the  1975  House 
without  reading  and  will  be  acted  upon  at  the  next  session 
of  the  House  of  Delegates  in  November  of  1976,  in  keeping 
with  the  constitutional  requirement.  In  the  interim  it  will 
be  under  consideration  by  MSSNY’s  Committee  on  Bylaws 
and  any  recommendations  for  changes  can  and  should  be 
addressed  to  that  committee  for  its  consideration  and  final 
recommendation  to  the  House  of  Delegates  in  November 
1976. 

The  subcommittee,  chaired  by  Dr.  Samuel  Madell,  met 
twice  with  the  Council’s  Ad  Hoc  Committee  to  study  the 
Reorganization  of  the  Sections  to  present  the  viewpoints 
of  this  committee.  There  was  general  agreement  that  there 
should  be  changes  to  effect  greater  involvement  in  the  re- 
sponsibility for  the  sections  by  the  respective  specialty 
societies. 

It  was  agreed  that  for  clarification,  changes  in  the 
wording  of  the  resolution  were  warranted  to  attain  the 
desired  end  of  specialty  society  responsibility  for  Scientific 
Section  activities.  This  resolution  was  approved  in  prin- 
ciple with  a subcommittee  to  prepare  the  desired  changes 
for  forwarding  to  the  committee  on  Bylaws.  Dr.  Madell, 
chairman  of  the  subcommittee,  will  present  the  views  of 
this  committee  to  the  Bylaws  Committee  when  it  meets  to 
consider  this  matter.  There  was  accord  that  the  wording 
in  the  Bylaws  should  assure: 

1.  That  the  policies  advanced  by  a specialty  sec- 
tion, reflect  the  consensus  of  a specialty  society,  orga- 
nized on  a Statewide  basis; 

2.  Provide  improved  and  more  effective  channels 
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of  communication  and  interaction  between  the  Sec- 
tions and  the  Council  of  the  MSSNY  through  the  me- 
dium of  the  Interspecialty  Committee. 

Additional  considerations  to  be  presented  to  the  Com- 
mittee on  Bylaws  are: 

A.  Sections  be  designated  only  where  there  are 
specialty  societies,  organized  a on  Statewide  basis,  that 
includes  the  section  designation. 

B.  Restriction  of  voting  in  a section  to  those  who 
register  in  that  section  at  the  time  their  dues  is  paid. 

C.  The  process  for  the  nomination  and  election  of 
officers  of  a section. 

D.  The  provision  for  an  alternate  section  delegate. 

E.  The  payment  for  section  expenses. 

F.  Section  meetings  be  held  at  different  times  than 
the  business  meetings  and  that  they  may  be  held  in  dif- 
ferent locations  in  the  State. 

Resolution  75-65  (Specialty  Recognition  of  Family 
Practice) 

Resolved,  That  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  instruct  the  Coun- 
cil to  use  every  available  means  to  bring  about  the  ap- 
propriate specialty  recognition  of  Family  Practice  by 
the  Department  of  Social  Services,  Workmen’s  Com- 
pensation Board,  Medicare,  and  all  other  interested 
third  parties  on  the  basis  equal  to  the  recognition  now 
given  to  all  other  medical  and  surgical  specialties. 
Discussion  noted  that  this  resolution  was  essentially  a 
repetition  of  similar  ones  approved  by  the  House  of  Dele- 
gates in  previous  years.  The  representative  of  the  Family 
Physicians  stated!  that  his  organization  wanted  recognition 
equal  to  that  afforded  all  other  specialties,  and  that  as  to 
implementation  actions,  this  was  a “generality”  at  this 
time. 

The  resolution  was  referred  to  the  Council  for  appro- 
priate follow-up  action.  The  Council  did  mail  letters  to 
the  groups  mentioned  in  the  resolution  requesting  their 
acceptance  and  implementation. 

Resolution  75-67  (Equal  Fee  for  Equal  Service) 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  as  policy  that  all  physicians  be 
reimbursed  by  all  New  York  State  Fee  Schedules  on 
the  basis  of  equal  fee  for  equal  service;  and  be  it  fur- 
ther 

Resolved,  That  in  regard  to  the  medical  section  of 
MSSNY’s  Relative  Value  Scale,  it  reflect  the  modes  of 
practice  in  all  specialties,  making  it  the  responsibility 
of  each  specialty  society  to  advise  its  membership  in 
the  proper  use  of  the  RVS  coding. 

The  Committee  spent  considerable  time  in  the  discus- 
sion of  this  resolution  and  its  ramifications.  Background 
material  and  correspondence  relating  to  previous  com- 
mittee deliberations  of  these  matters  and  events  since  were 
distributed  beforehand. 

The  position  of  the  family  physicians,  the  problems  they 
were  faced  with  and  the  need  for  adequate  recognition  of 
the  specialty  of  Family  Practice  was  set  forth  by  their 
representative.  He  agreed  that  the  Workmen’s  Com- 
pensation Board  had  afforded  recognition  by  designating 
a specific  Family  Practice  category  but  that  in  establishing 
the  fee  schedule  for  this  category  had  denied  it  equal  re- 
numeration  with  other  specialists. 

It  was  felt  by  the  Interspecialty  Committee  that  the 
Workmen’s  Compensation  Fee  Schedule  was  not  within 
its  purview,  and  it  was  felt  that  it  would  be  inappropriate 
for  the  Interspecialty  Committee  to  act  on  a schedule  of 


fees  for  third  party  payors,  although  relativity  between 
specialists  was  a proper  topic  for  the  meeting. 

Dr.  Max  N.  Howard  called  the  committee’s  attention  to 
the  wording  of  resolution  75-67,  suggesting  that  the  com- 
mittee not  concern  itself  with  numerical  fees,  and  reported 
that  this  resolution  had  also  been  considered  by  the  So- 
cioeconomics Committee  which,  unable  to  define- “equal 
service,”  had  deferred  to  the  Interspecialty  Committee, 
since  a solution  would  involve  relationships  between  var- 
ious specialty  groups.  He  further  suggested  the  committee 
address  itself  to  the  problem  of  how  one  identifies  and 
evaluates  “equal  service”;  once  that  is  solved  the  “equal 
fee”  takes  care  of  itself. 

After  lengthy  discussion,  the  committee  felt  it  could  not, 
at  this  time,  resolve  the  issue.  It  was  moved  and  passed 
unanimously  that  MSSNY  be  urged  to  appropriate  the 
necessary  monies  to  conduct  the  Usually  Performed  Ser- 
vices Survey,  the  results  of  which  should  help  in  arriving 
at  a decision  regarding  the  resolution.  The  Council  ap- 
proved this  recommendation. 

It  was  voted  that  the  committee  recommend  to  the 
Council  that  the  principle  of  resolution  75-67  be  reaffirmed 
and  that  MSSNY  do  all  it  can  to  influence  the  Workmen’s 
Compensation  Board  to  establish  adequate  fees  for  the 
specialty  of  Family  Practice.  This  was  passed  by  a vote 
of  five  ayes  with  four  abstentions.  The  Council  approved 
this  recommendation. 

Questionnaire  to  Determine  the  Usually  Performed 
Office  and  Hospital  Services  by  Specialty.  On  May  9, 
1975,  it  was  reported  that  only  a very  few  of  the  specialty 
societies  had  submitted  the  lists  of  the  most  commonly 
performed  office  services  as  approved  by  this  committee 
in  several  past  meetings.  Dr.  Donald  H.  Stewart,  Jr., 
commented  that  there  was  confusion  as  to  the  definition 
of  the  phrase  “most  common  office  visits.”  Dr.  John  R. 
Williams,  Jr.,  reviewed  the  problem  stressing  that  the 
previous  survey  had  indicated  there  were  differences  be- 
tween specialists  in  different  disciplines  of  the  usual  type 
of  office  procedures  performed  and  that  the  purpose  of  the 
survey  was  to  indicate  these  differences  so  that  the  RVS 
could  be  utilized  effectively  by  the  Workmen’s  Compen- 
sation Board  and  those  third  party  payors  that  would  use 
the  RVS  as  a basic  document.  President  Emerson  stated 
that  the  various  national  health  insurance  proposals  being 
considered  in  Washington  included  the  promulgating  of 
fee  schedules,  and  it  was  necessary  to  have  our  own  valid 
data  available  to  be  prepared  for  meaningful  dialogues  with 
governmental  agencies. 

It  was  decided  that  a questionnaire  that  would  clearly 
spell  out  the  information  desired,  and  would  be  the  same 
for  each  specialty  society,  be  prepared  to  include  both  office 
and  hospital  visits.  It  was  voted  unanimously  that  Dr. 
Williams  and  Dr.  Stewart  develop  a questionnaire  to  obtain 
the  needed  information  regarding  common  office  and 
hospital  visits  and  the  usual  charges  for  these;  that  this 
questionnaire  be  mailed  to  each  member  of  the  committee 
for  review  and  comment  and,  following  approval  by  the  full 
committee,  be  forwarded  to  each  specialty  society  for 
mailing  to  their  individual  members  with  a cut-off  date 
thirty  days  after  such  mailing;  and  the  results  then  to  be 
submitted  to  the  committee  for  correlation. 

On  June  22,  1975,  Dr.  Stewart  stated  he  had  received 
only  five  replies  to  his  letter  of  April  23,  1975,  addressed 
to  all  members  of  the  committee,  requesting  that  they 
consider  the  problem,  set  forth  the  purpose  the  information 
received  would  serve,  and  how  it  was  to  be  utilized,  and  list 
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any  suggestions  for  modifying  the  questionnaire.  A 
comprehensive  reexploration  of  the  matter  followed.  The 
suggestion  that  the  RVS  code  numbers  be  used  was  dis- 
approved since  the  basic  problem  was  that  the  code  num- 
ber items  and  the  accompanying  terminology  were  applied 
differently  in  the  various  specialties,  a conclusion  that  was 
confirmed  by  the  original  questionnaires  when  the  RVS 
was  being  developed.  Doubts  were  raised  whether  the 
results  of  the  questionnaire  could  be  correlated  with  the 
RVS  codes.  It  was  also  pointed  out  there  were  not  only 
differences  in  the  application  of  the  codes  between 
specialties  but  also  within  a specialty.  The  suggestion  that 
the  questionnaire  be  sent  to  the  chairmen  of  the  Economic 
Committees  of  the  various  specialty  societies  for  their  re- 
view and  opinion  was  disapproved.  Attention  was  called 
to  the  committee’s  repeated  decision  that  guidelines  were 
necessary  to  assist  physicians  to  use  those  code  numbers 
that  would  reflect  the  services  or  procedures  they  were 
reporting  and  that  these  guidelines  were  to  be  made 
available  to  the  specialty  societies  and,  upon  request,  to 
third  parties. 

Several  changes  in  the  questionnaire  were  approved. 

A motion  was  made  and  passed,  with  two  nay  votes,  that 
the  amended  questionnaire  be  distributed  to  the  entire 
membership  of  MSSNY  and  returned  to  the  Director  of  the 
Division  of  Medical  Services  for  his  compilation  and 
analysis,  with  copies  of  each  return  forwarded  to  the  ap- 
propriate specialty  society  for  its  review  and  analysis,  and 
for  the  development  of  correlative  guidelines  to  enable  the 
meaningful  utilization  of  the  RVS.  This  was  approved  by 
the  Council  and  a budgetary  allotment  established  by  the 
Budget  and  Finance  Committee. 

On  May  21,  1976,  the  committee  considered  a letter 
addressed  to  the  President  of  MSSNY  and  forwarded  for 
its  attention  by  the  Council.  Dated  December  19,  1975, 
and  signed  by  Dr.  M.  Theodore  Tanenhaus,  President  of 
the  New  York  State  Academy  of  Family  Physicians,  it  re- 
quested that  the  Interspecialty  Committee  reevaluate 
whether  such  a survey  should  be  conducted.  Dr.  Tanen- 
haus discussed  his  letter  and  went  on  to  say  that  it  was 
probable  that  if  the  survey  was  conducted  the  Academy 
would  probably  not  cooperate  in  carrying  it  out.  The 
committee  voted  that  the  project  be  continued  and  that 
staff  was  to  develop  a methodology  to  be  presented  to  the 
committee  for  its  approval.  The  staff  is  in  the  process  of 
doing  so. 

Continuing  Medical  Education.  The  Interspecialty 
Committee  has  kept  abreast  of  the  activities  of  MSSN  Y’s 
Committee  on  Continuing  Medical  Education,  with  a rep- 
resentative attending  the  meetings  of  the  latter  committee 
and  reporting  thereon,  and  in  response  to  its  request 
reactivated  the  Subcommittee  on  Continuing  Medical 
Education  of  the  Interspecialty  Committee  in  June  1976, 
with  Dr.  John  R.  Williams,  Jr.,  as  chairman.  All  parties 
concerned  with  this  matter  are  convinced  that  the  specialty 
societies  must  play  an  important  role  in  the  program  if  the 
desired  goal  of  effective  continuing  medical  education  is 
to  be  attained.  There  has  been  lengthy  discussion,  both 
at  the  subcommittee  and  the  full  committee  levels,  of  the 
various  facets  and  complexities  involved  in  such  pro- 
grams. 

The  effect  of  a mandatory  requirement  of  participation 
in  a continuing  medical  education  program  as  a requisite 
for  continued  membership  in  MSSNY,  and  the  probability 
of  a State  governmental  requirement  of  evidence  of  par- 
ticipation in  a continuing  medical  education  program  for 


relicensure,  received  particular  attention.  The  subject  of 
continuing  medical  education  being  on  the  agenda  for  the 
special  meeting  of  MSSNY’s  House  of  Delegates  in  No- 
vember, 1975,  the  delegates  of  the  specialty  sections  were 
advised  to  be  thoroughly  briefed  and  to  be  prepared  to 
present  their  respective  society’s  viewpoint  at  that  time. 
There  was  also  considerable  discussion  of  the  make-up  of 
the  proposed  Council  that  would  include  the  State  Edu- 
cation Department,  Department  of  Health  and  the  medical 
schools,  in  addition  to  the  MSSNY’s  and  specialty  societies’ 
representatives. 

The  following  motions  were  approved  for  presentation 
to  the  House  of  Delegates  in  November  1975: 

1.  That  the  Interspecialty  Committee  endorse  the 
action  of  the  Committee  on  Continuing  Medical  Edu- 
cation which  recommended  that  continued  member- 
ship in  MSSNY  require  proof  of  participation  in  a con- 
tinuing medical  education  program,  including  those  so 
recognized  by  specialty  societies  represented  on  the 
MSSNY  Interspecialty  Committee  and  designed  ac- 
cording to  the  criteria  established  by  and  acceptable  to 
MSSNY. 

2.  That  the  Interspecialty  Committee  recommend 
that  MSSNY  accept  the  concept  that  the  New  York 
State  Specialty  Societies  will  assume  the  responsibility 
to  assure  that  educational  programs  relative  to  their 
specialty  are  meaningful  and  effective,  and  will  per- 
form this  function  under  the  auspices  of  MSSNY  as 
the  AMA  accrediting  agent. 

3.  The  Interspecialty  Committee  recommends 
that  MSSNY  support  and  explore  the  concept  of  de- 
veloping an  acceptable  assessment  of  performance 
program  in  cooperation  with  the  specialty  societies. 

In  the  discussion  of  the  above  some  committee  mem- 
bers were  troubled  that  this  might  interfere  with  or 
disrupt  programs  already  established  by  their  national 
or  state  societies  which  the  AMA  has  recognized  as  ac- 
crediting agencies.  It  was  stated  that  the  MSSNY 
program  would  not  affect  national  organization-AMA 
relationships,  would  not  affect  intrastate  specialty 
programs  presently  approved  by  the  AMA,  but  that 
since  the  AMA  had  designated  MSSNY  as  the  accred- 
iting agent  within  New  York  State,  such  future  func- 
tions would  be  carried  out  as  per  the  resolution. 

The  following  statement  was  also  approved  for  presen- 
tation with  the  above  motion  to  the  reference  committee 
that  would  consider  continuing  medical  education  at  the 
November  1975  House  of  Delegates  meeting: 

The  Interspecialty  Committee  supports  the  ac- 
tions of  the  MSSNY  Committee  on  Continuing 
Medical  Education  and  would  like  to  present  the  fol- 
lowing concepts  for  consideration  by  the  House  of 
Delegates:  The  Interspecialty  Committee  stands 

ready  to  implement  the  third  concept,  if  so  approved 
and  authorized  by  the  House  of  Delegates: 

(1)  That  MSSNY  endorse  the  action  of  the 
Committee  on  Continuing  Medical  Education  that 
continued  membership  in  MSSNY  require  proof  of 
participation  in  a continuing  medical  education  pro- 
gram, including  those  so  recognized  by  specialty  so- 
cieties represented  on  the  MSSNY  Interspecialty 
Committee  and  designed  according  to  the  criteria 
established  by  and  acceptable  to  MSSNY. 

(2)  That  MSSNY  accept  the  concept  that  the 
New  York  State  specialty  societies  will  assume  the 
responsibility  of  assuring  that  educational  programs 
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relative  to  their  specialty  are  meaningful  and  effec- 
tive, and  will  perform  this  function  under  the  aus- 
pices of  MSSNY  as  the  AMA  accrediting  agent. 

(3)  That  MSSNY  support  and  explore  the  con- 
cept of  developing  an  acceptable  assessment  of  per- 
formance program  in  cooperation  with  the  specialty 
societies. 

The  House  of  Delegates  in  November  1975  passed  a 
resolution  that  the  Bylaws  of  our  Society  be  amended  to 
require  demonstration  of  participation  in  continuing 
medical  education  programs  for  continued  membership 
in  the  Society,  and  that  the  Committee  on  Bylaws  was  to 
present  to  the  House  of  Delegates  in  November  1976  ap- 
propriate recommendations  to  affect  this.  The  House  had 
further  agreed  that  the  Medical  Society  of  the  State  of  New 
York  should  sponsor  a coalition  for  continuing  medical 
education,  such  to  include,  in  addition  to  itself,  the  recog- 
nized specialty  societies  acting  together;  the  medical 
schools  of  the  State  acting  together;  the  Department  of 
Health;  and  the  Department  of  Education.  The  House 
went  on  record  as  being  unalterably  opposed  to  relicensing 
by  reexamination  in  any  form  by  any  agency  in  New  York 
State.  The  Interspecialty  Committee’s  report  on  Con- 
tinuing Medical  Education  was  accepted  by  the  House  of 
Delegates. 

Subcommittee  on  Continuing  Medical  Educa- 
tion 

Two  meetings  were  held  since  reactivation  in  June  1975. 
The  chairman  has  attended  all  meetings  of  MSSNY 
Committee  on  CME,  and  reported  on  the  latter’s  actions. 
The  activities  of  the  subcommittee  are  closely  correlated 
with  those  of  the  MSSNY  committee  so  that  there  was  no 
duplication  of  effort  and  a harmony  of  purpose.  In  keeping 
with  the  actions  taken  by  the  House  of  Delegates  it  is  now 
necessary  to  proceed  to  coordinate  the  programs  of  indi- 
vidual specialty  societies  to  develop  particular  guidelines, 
and  to  afford  specialty  societies  that  require  and  request 
it  assistance  in  solving  encountered  problems. 

The  subcommittee  will  give  further  consideration  to  an 
assessment  of  performance  program  in  preparation  to  meet 
the  anticipated  challenge  by  public  and  legislative  groups 
to  the  effectiveness  of  the  CME  programs  instituted  by 
specialty  societies  and  the  Medical  Society  of  the  State  of 
New  York. 

New  York  State  Council  on  Continuing  Medical 
Education.  A “Steering  Committee”  has  met  several 
times  and  is  now  completing  a draft  for  the  application  for 
a charter.  The  Interspecialty  Committee  does  not  have 
any  direct  representation  on  the  Council,  but  the  New  York 
State  Association  of  Medical  Specialties,  as  one  of  the  five 
groups  constituting  the  Council,  had  been  asked  to,  and 
did,  send  three  representatives.  Questions  were  raised  as 
to  the  membership  of  the  Association  of  Medical  Special- 
ties and  its  relationship  to  MSSNY.  These  points  were 
clarified,  emphasizing  that  the  specialty  societies  have  two 
avenues  for  input,  an  indirect  one  through  MSSNY  and  a 
direct  one  through  the  Association  of  Medical  Specialties, 
and  that  rather  than  this  arrangement  leading  to  frac- 
tionalization  it  should  lead  to  closer  cooperation  and 
coordination. 

At  the  last  meeting  of  the  Council  on  CME  it  was  learned 
that  a bill  had  been  introduced  in  Albany  that  would 
mandate  demonstration  of  participation  in  a continuing 
medical  education  program  for  reregistration.  It  was 
possible,  with  the  enactment  of  such  a bill,  that  a new 


agency  might  be  constituted  before  the  Council  on  CME 
has  had  an  opportunity  to  develop  its  recommendations, 
in  spite  of  working  intensively  on  this  problem. 

The  committee  unanimously  voted  to  recommend  the 
adoption  of  the  following  resolution: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  reaffirm  the  action  of  the  House  of  Dele- 
gates in  opposing  reregistration  by  reexamination  in 
any  form  by  any  agency  in  New  York  State;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  oppose  the  mandating  of  Continuing  Medi- 
cal Education  participation  by  physicians  for  reregis- 
tration by  legal  statute  at  this  time,  citing  the  activities 
of  the  Medical  Society  of  the  State  of  New  York  in  this 
field. 

Peek  Review  Subcommittee 
The  Medical  Society  of  the  State  of  New  York  Com- 
mittee on  Peer  Review  having  been  abolished,  the  Presi- 
dent requested  that  the  Interspecialty  Committee  under- 
take this  function.  The  Subcommittee,  with  Dr.  E.  C. 
Sinnott  as  chairman,  was  formed  and  held  its  first  meeting 
on  May  23, 1976,  at  which  time  it  discussed  an  appropriate 
charge  as  to  its  activities,  decided  that  it  should  not  deal 
with  fee  problems  but  refer  them  to  the  county  medical 
societies,  and  that  its  primary  concern  should  be  the  quality 
of  medical  care  being  delivered  to  the  public.  The  minutes 
of  its  first  meeting  have  yet  to  be  approved  as  of  this  writing 
and  will  be  summarized  in  a supplementary  report. 

Relative  Value  Scale  Activities.  The  Interspecialty 
Committee,  along  with  the  Socioeconomics  Committee, 
continues  to  be  concerned  with  problems  related  to  the 
relativity  studies  conducted  under  its  aegis.  Following  the 
completion  of  the  analysis  of  the  survey  material,  the  re- 
sults were  published  in  the  Spring  of  1975,  at  which  time 
the  primary  effort  was  directed  toward  urging  all  involved 
in  any  type  of  medical  reporting  to  utilize  the  five  digit 
coding  and  terminology  (based  on  the  AMA’s  CPT — 3rd 
edition)  so  as  to  attain  uniformity  and  avoid  the  multiple 
other  systems  than  extant.  The  proposed  introduction  of 
yet  another  coding  system  by  HEW  was  objected  to  in  the 
following  communication: 

The  Medical  Society  of  the  State  of  New  York  is  in 
accord  with  the  thoughts  expressed  in  the  first  two 
paragraphs  of  the  proposals  “Department-Wide  Pro- 
cedural Terminology  and  Coding  System,  for  Depart- 
ment Programs”  as  printed  in  the  Federal  Register, 
40:106 — June  2,  1975,  which  find  it  necessary  to  estab- 
lish “a  single  uniform  and  accurate  means  of  reporting 
that  would  enable  providers  of  medical  care  to  accu- 
rately report  in  a clear,  efficient  and  economical  man- 
ner the  appropriate  information  needed  to  insure 
prompt  and  accurate  payment.”  We  disagree  com- 
pletely, however,  with  the  remainder  of  the  proposal  as 
a solution  for  the  above  need. 

The  MSSNY  has  long  been  aware  that  the  existence 
and  utilization  of  different  reporting  terminology  and 
coding  on  the  local,  State  and  national  levels  has  made 
it  difficult,  and  at  times  impossible,  to  correlate  and 
evaluate  the  health  care  provided  the  public  to  com- 
pare health  problems  and  medical  services  rendered. 
Our  concern  has  been  with  the  scientific  aspects  of  the 
problems  rather  than  the  monetary,  although  the  two 
would  interrelate  in  any  well  conceived  reporting  sys- 
tem. The  American  Medical  Association  has  been 
concerned  with  this  problem  for  some  time  and  has 
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worked  towards  its  solution,  consulting  with  and  re- 
ceiving input  from  all  the  medical  specialty  societies. 
From  these  efforts  evolved  the  AMA  Current  Proce- 
dural Terminology  now  in  its  third  edition,  and  has 
provided  for  continuing  review  and  modification  as  ex- 
perience warrants.  MSSNY  has  endorsed  the  use  of 
the  AMA’s  CPT  and  has  urged  all  physicians  in  New 
York  State  to  use  the  above  for  reporting  and  billing 
purposes.  Material  crossing  our  desk  indicates  that 
all  state  medical  associations  are  adopting  the  AMA- 
CPT. 

It  is  therefore  most  puzzling  why  the  Department  of 
Health,  Education,  and  Welfare  would  ignore  the  avail- 
ability of  the  AMA’s  CPT  and  establish  yet  another 
coding  terminology  system.  Rather  than  leading  to 
the  goal  you  set  in  the  introduction  to  the  proposals,  it 
would  seem  that  you  are  adding  yet  another  layer  of 
confusion.  We  note  that  you  are  attempting  to  define 
the  extent  of  services  rendered  on  a time  basis.  We 
have  serious  reservations  as  to  the  justification  and 
practicality  of  defining  a service  on  a time  basis,  and 
our  deliberations  lead  to  a rejection  of  this  concept. 
MSSNY  has  developed  a methodology  for  distin- 
guishing the  varying  services  rendered  in  office,  home, 
hospital,  and  nursing  home  settings  which  we  believe 
addresses  itself  directly  to  the  problems  you  are  trying 
to  solve,  and  we  would  be  glad  to  discuss  this  if  you  so 
desire. 

A more  practical  and  already  available  system  of  re- 
porting the  services  you  have  in  mind  already  exists  in 
the  AMA’s  CPT  and  for  the  reasons  stated  above  urge 
its  usage  rather  than  establishing  yet  another  coding 
and  terminology  methodology. 

A methodology  for  ongoing  review  and  updating  of  the 
RVS  was  to  be  established.  The  institution  of  a suit 
against  the  RVS  of  the  American  Society  of  Anesthesiol- 
ogists by  the  Justice  Department,  led  the  Council  in  De- 
cember 1975  to  decide  to  cease  all  RVS  activities  pending 
disposition  of  the  suit.  This  was  modified  in  January  1976 
to  permit  the  use  of  the  MSSNY  RVS  when  so  requested 
by  a governmental  agency.  Because  of  the  pressure  of  the 
short  period  when  the  results  of  an  indepth  analysis  of 
Workmen’s  Compensation  became  available  and  the  ne- 
gotiations for  an  increase  in  the  Workmen’s  Compensation 
Fee  Schedule,  the  following  resolution  was  submitted  to 
and  approved  by  the  Council. 

Resolved,  That  in  negotiating  a new  fee  schedule  to 
become  effective  July  1,  1976,  MSSNY  utilize  the 
present  Workmen’s  Compensation  Schedule  and  seek 
an  appropriate  percentage  increase  at  this  time  defer- 
ring a request  for  a change  to  the  1975  MSSNY  Rela- 
tive Value  Scale  pending  further  analysis. 

After  discussion  there  was  a consensus  that  this  com- 
mittee should  continue  any  activities  required  to  accu- 
mulate, analyze,  and  refine  data  that  would  indicate  the 
patterns  of  practice  within  the  State,  so  that  such  infor- 
mation would  be  available  whenever  any  justified  need 
arose.  It  was  pointed  out  that  since  the  Council  has  ap- 
proved the  use  of  the  RVS  in  specific  instances,  it  was 
necessary  to  continue  to  analyze  the  validity  of  the  RVS 
and  to  correct  errors  and  inequities  as  such  are  demon- 
strated. 

The  Committee  voted  unanimously  to  recommend  that 
the  Council  authorize  this  committee,  in  cooperation  with 
the  Socioeconomics  Committee,  to  continue  to  study  the 
patterns  of  practice  in  New  York  State  and  to  evaluate 


whether  the  present  Relative  Value  Scale  reflects  these 
patterns.  This  was  approved  by  the  Council. 

National  Health  Planning  and  Resources  Devel- 
opment Act  ( P.L . 93-641).  This  committee  devoted 
considerable  time  to  discussing  this  Act,  recognizing  the 
unlimited  power  to  regulate  the  health  care  available  to  the 
public  that  it  conferred  on  lay  bodies  with  minimal  input 
by  the  practicing  physician.  It  coordinated  its  viewpoint 
with  that  of  the  Socioeconomics  Committee  that  led  to  the 
formation  of  a MSSNY  Health  Systems  Agency  Commit- 
tee. 

Representation  of  Specialty  Societies  on  the  Com- 
mittee. At  present,  based  on  the  prerequisite  that  only 
those  specialty  societies  organized  on  a Statewide  basis  can 
be  represented  on  the  Committee,  there  are  1 7 such  rep- 
resentatives. Recognizing  that  all  groups  should  be  af- 
forded adequate  input,  the  committee  has  been  considering 
how  to  accomplish  this.  In  view  of  the  large  number  of 
specialty  societies  and  their  component  subspecialties,  the 
size  of  such  a committee  might  make  it  unmanageable  and 
might  be  counter-productive.  There  should  be  adequate 
representation  of  the  subspecialties  but  perhaps  this  could 
best  be  done  through  their  parent  specialty. 

Acknowledgment.  The  length  of  this  report,  which 
covers  only  the  more  salient  matters  considered  by  this 
committee,  indicates  the  industry  and  conscientiousness 
of  its  members.  The  chairman  hereby  expresses  the 
gratitude  of  MSSNY,  as  well  as  his  personal  appreciation, 
to  the  members  who  have  given  so  freely  of  their  time.  To 
Dr.  Max  N.  Howard,  Division  Director,  to  his  associate  Mr. 
William  Brainin,  and  to  Mrs.  Imelda  Morrissey  go  our 
thanks  for  the  thoroughness  of  the  preparatory  work  and 
their  efforts  that  enabled  the  committee  to  fulfill  its  obli- 
gations. 

Respectfully  submitted, 

Donald  H.  Stewart,  Jr.,  M.D.,  Chairman 

MEDICAL  CARE  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Members  of  the  Committee  on  Medical  Care  Insurance 
are: 

Daniel  F.  O’Keeffe,  M.D.,  Chairman Warren 

Joseph  F.  Shanaphy,  M.D.,  Vice  Chairman 

Richmond 

Franz  L.  Ebstein,  M.D Queens 

Robert  D.  Fairchild,  M.D Onondaga 

Samuel  H.  Madell,  M.D New  York 

Monte  Malach,  M.D Kings 

Robert  J.  O’Connor,  M.D Richmond 

H.  Gregory  Thorsell,  M.D Chautaugua 

Daniel  H.  Webster,  M.D Clinton 

Two  formal  meetings  of  the  full  committee  were  held 
during  the  year. 

Resolution  75-34,  Correction  of  Inadequate  Blue 
Shield  Coverage  of  State  Employees. 

This  resolution  was  amended  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  influence  and  support  local  efforts  to 
establish  realistic  fee  reimbursement  health  insurance 
coverage. 

The  amended  resolution  was  adopted  by  the  March 
1975  House  of  Delegates.  Appropriate  letters  were  sent 
to  the  Blue  Shield  of  Northeastern  New  York  and  the  Civil 
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Service  Employees  Association  requesting  that  the  nec- 
essary measures  be  taken. 

The  committee  considered  the  coverage  offered  by  the 
Blue  Shield  contract  purchased  by  the  Civilian  Service 
Employees  Association  (New  York  State  employees)  un- 
realistic in  relation  to  present  day  medical  costs  and  that 
such  leads  to  nonparticipation  by  physicians  in  this  con- 
tract with  resulting  dissatisfaction  by  the  subscriber  who 
has  to  meet  the  additional  out-of-pocket  expense.  The 
problem  created  by  this  situation  is  not  confined  to  the 
geographic  area  of  the  Blue  Shield  of  Northeastern  New 
York,  since  covered  State  employees  are  scattered 
throughout  the  State.  The  committee  recommended  that 
medical  care  insurance  reimbursement  schedules  should 
reflect  the  prevailing,  usual  and  customary  fees. 

A reply  from  the  Executive  Director  of  the  Blue  Shield 
of  Northeastern  New  York  pointed  out  that  since  the 
Taylor  Law  became  effective  in  1967,  no  changes  in  bene- 
fits or  fee  schedules  were  feasible  unless  negotiated  by  the 
Unions  in  bargaining  for  salary  and  fringe  benefits.  He 
pointed  out  that  physicians  can  bill  the  difference  between 
their  usual  charges  and  the  Blue  Shield  allowances  for 
those  whose  annual  income  is  over  $6,000  (there  are  very 
few,  if  any,  below  this  level),  and  the  difference  is  then 
subject  to  the  provisions  of  the  major  medical  coverage  of 
the  State  group  plan.  He  stated  that  physicians  involved 
in  the  care  of  these  patients  have  been  reluctant  to  bill  the 
patients  for  the  differences  involved,  “which  does  not 
strengthen  the  bargaining  position  of  the  Union,  nor  is  it 
any  great  concern  of  the  State  that  the  physicians  fail  to 
collect  the  fees  to  which  they  are  entitled  from  the  patient. 
Motivation  to  change  the  Blue  Shield  fee  schedules  in  the 
State  group  contract  must  come  from  the  covered  popu- 
lation through  their  Unions,  and  union  officials  must  have 
sufficient  evidence  that  their  constituents  are  suffering 
sufficient  out-of-pocket  uncovered  expenses  because  of  the 
inadequacies  of  the  Blue  Shield  fee  schedules.  Up  to  this 
point  such  evidence  has  been  lacking.  Blue  Shield  will 
continue  its  efforts  to  implement  a program  which  will 
provide  paid-in-full  benefits  to  a greater  number  of  sub- 
scribers in  the  State  program.  Your  office  can  be  of  great 
assistance  in  this  effort  by  informing  the  physicians  of  their 
right  to  charge  their  usual  fees  for  services  rendered  to 
State  group  subscribers  who  are  not  eligible  for  service 
benefits.  I will  be  glad  to  help  with  an  educational  pro- 
gram on  the  subject.”  The  substance  of  this  communi- 
cation was  publicized  to  the  County  Medical  Societies  and 
our  membership  through  the  MSSNY  publications.  No 
response  was  received  from  the  Union. 

Resolution  75-82 — Loyalty  Oath — Uniform  Health 
Insurance  Claim  Form 

Resolved,  That  the  MSSNY  urge  that  the  physi- 
cians of  this  County  (Nassau)  do  not  use  that  form 
until  the  “loyalty  oath”  is  expunged;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  entrust  its  Delegates  to  the  AMA  to  present 
this  motion  at  the  next  AMA  convention. 

The  House  of  Delegates  referred  Resolution  75-82  to 
the  Committee  on  Medical  Care  Insurance,  with  reference 
to  the  general  counsel  for  determination. 

Our  general  counsel  rendered  the  following  opinion: 
“The  requirement  that  a physician  sign  a certification 
that  he  has  actually  rendered  the  services  for  which  he  is 
requesting  payment  is  not  unusual,  is  not  illegal,  and  pre- 
sents no  threat  to  our  physician  members.”  He  also  con- 


sidered the  phrase  “loyalty  oath”  to  be  “misleading  and 
prejorative.”  The  Council  filed  the  resolution. 

The  committee  felt  that  this  resolution  was  poorly 
worded  and  that  the  phrase  “loyalty  oath”  was  a misnomer. 
The  “loyalty  oath”  refers  to  the  certification  by  the  phy- 
sician that  the  services  rendered  were  necessary,  were 
personally  rendered,  that  Medicaid  payments  are  accepted 
as  full  reimbursement,  and  that  false  claims  may  lead  to 
prosecution.  It  was  noted  that  this  certification  is  required 
by  Title  XIX  (Medicaid)  regulations,  and  that  were  it  to 
be  omitted  from  the  AMA  Health  Insurance  Claim  Form, 
the  objective  that  the  latter  serve  for  all  types  of  insurance 
claim  reporting  would  not  be  attained.  To  accomplish  the 
purpose  of  the  resolution  the  Medicaid  regulations  would 
have  to  be  changed  by  Federal  legislation. 

Since  the  MSSNY  House  of  Delegates  has  previously 
voted  (Resolution  74-59)  and  reaffirmed  in  Resolution 
75-82,  its  desire  that  the  certification  be  removed,  it  is 
recommended  that  MSSNY  so  instruct  its  delegates  and 
seek  the  necessary  changes  in  Title  XIX  through  the  AMA. 
In  effecting  this,  it  is  recommended  that  the  Council  re- 
word resolution  75-82,  to  properly  identify  the  certification 
and  to  state  our  objection,  as  expressed  in  Resolution  74-59, 
that  “the  affidavit  is  unacceptable  and  demeaning  to 
physicians.” 

The  Council  approved  the  committee’s  recommenda- 
tion. 

Resolution  75-86,  Health  Provider.  The  reference 
committee  amended  the  resolution  to  read: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  disapprove  the  use  of  the  term  “Health  Pro- 
vider” to  include  physicians;  and  be  it  further 

Resolved,  That  the  term  “physician”  be  used  to  de- 
note the  doctor  of  medicine  and  that  when  there  is  ref- 
erence to  a physician,  he  be  so  designated. 

The  House  of  Delegates  adopted  the  amended  resolu- 
tion. The  committee  strongly  endorsed  the  resolution  and 
urged  that  measures  be  taken  by  the  Council  for  its  im- 
plementation. 

Resolution  75-90-Insurance  Companies — Prevailing 
Fees 

The  following  amended  resolution  was  adopted  by  the 
House  of  Delegates: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  that  State  and  National  laws  prohibit 
third  party  payors  from  making  statements  about 
“over  charges,”  “prevailing  fees”  and  “reasonable 
fees”  and  confine  them  to  stating  that  the  physician’s 
fees  are  in  excess  of  the  coverage. 

In  the  consideration  of  Resolution  75-90,  the  commit- 
tee noted  that  the  issue  involved  has  been  a troublesome 
one  leading  to  much  misinterpretation  on  the  part  of  the 
public,  and  that  the  word  “excess”  in  the  resolve  might  still 
be  misunderstood.  It  therefore  recommended  to  the 
Council  the  following  amendment: 

That  MSSNY  urge  that  State  and  National  laws  pro- 
hibit third  payors  from  making  the  statements  about 
“usual  charges,”  “prevailing  fees,”  and  “reasonable  fees” 
and  confine  them  to  stating  that  the  physician’s  fees  are 
not  completely  coverea  by  the  patient’s  insurance. 

Following  Council  approval  of  the  committee’s  change 
of  wording,  the  matter  was  considered  further.  It  was  felt 
that  the  phrase  “physician  fees  are  not  completely  covered 
by  the  patient’s  insurance,’’  would  be  suitable  as  an  ex- 
planation to  be  listed  on  the  back  of  a payment  form  along 
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with  other  explanations,  but  would  be  too  lengthy  as  a 
column  heading  as  appears  on  most  insurance  forms.  It 
therefore  recommended  that  the  Medical  Society  of  the 
State  of  New  York  request  carriers  that  when  & column 
heading  is  necessary  to  explain  differences  between  fees 
and  payments  the  phrase  “Insurance  Reimbursement”  be 
used  with  an  explanation  on  the  back  to  read  “the  physi- 
cians fees  are  not  completely  covered  by  your  insur- 
ance.” 

The  Council  approved  the  committee’s  recommenda- 
tions and  appropriate  letters  were  mailed  to  insurance 
carriers. 

Resolution  75-115 — Emergency  Health  Cost  Coverage 
of  Unemployed  People  by  Federal  Government. 

Resolved,  That  the  Medical  Society  of  the  State  of 

New  York  urge  the  Congress  to  create  an  Emergency 

Coverage  Plan  which  will  continue  such  prior  coverage 

until  the  present  economic  crisis  is  modified. 

This  resolution  was  referred  to  the  Medical  Care  In- 
surance Committee  by  the  House  of  Delegates. 

A letter  had  been  drafted  by  the  MSSNY  staff  to  be 
addressed  to  the  members  of  Congress.  Congressional 
action  on  this  matter,  however,  made  our  communication 
moot.  The  problem  was  dealt  with  in  several  Congres- 
sional committees,  but  unfortunately,  in  spite  of  the  ur- 
gency, disagreements  as  to  jurisdiction  and  methods  of  fi- 
nancing resulted  in  no  action.  Since  there  has  been  no 
disagreement  with  the  concept  of  emergency  health  in- 
surance coverage  for  the  unemployed,  the  delay  being  due 
to  the  development  of  methodology,  it  was  recommended 
to  and  accepted  by  the  Council  that  further  action  was 
unnecessary. 

Parallel  Coverage  by  Health  Insurance  Policies  for 
In-Patient  & Out-Patient  Services.  This  committee 
has  for  some  time  recommended  that  it  be  mandated  that 
all  insurance  providing  benefits  for  inhospital  services  offer 
the  same  coverage  when  these  services  are  rendered  on  an 
outpatient  basis,  whether  in  a hospital  or  doctor’s  office. 
We  have  been  partially  successful  in  that  Senator  Tarky 
Lombardi  has  introduced  a bill  in  the  1975  legislature  that 
would  affect  the  above,  with  the  exception  of  radiotherapy. 
The  latter  deficiency  has  been  called  to  Senator  Lombardi’s 
attention.  A similar  bill  that  satisfied  some  of  our  objec- 
tives is  in  the  present  legislative  session. 

The  committee  voted  to  recommend  that  MSSNY  urge 
all  concerned  parties  to  observe  the  following  that  when 
a service  or  procedure  is  covered  by  a health  care  policy, 
there  be  no  restriction  as  to  location,  and  that  when  such 
coverage  is  mandated  for  one  type  of  health  insurance 
policy,  it  be  mandated  for  all  types.  This  was  approved 
by  the  Council. 

Health  Insurance  Coverage  for  Complete  Maternity 
and  Newborn.  The  House  of  Delegates  and  the  specialty 
societies  involved  have  been  pressing  for  some  time  for 
insurance  coverage  for  these  services.  This  committee  has 
previously  supported  the  efforts  to  obtain  the  coverage  and 
did  so  again.  Bills  to  affect  this  were  not  acted  upon  in  the 
1975  Albany  legislative  session.  Similar  bills  have  been 
introduced  in  the  1976  session  and  the  Council  has  taken 
the  necessary  steps  to  support  them. 

Inclusion  of  Coverage  for  Alcoholism  in  Health 
Coverage  Insurance.  The  recommendation  of  MSSNY’s 
Committee  on  Alcoholism  that  the  coverage  of  alcoholism 
be  included  in  all  health  insurance  policies  offered  in  New 
York  State  has  been  endorsed  by  the  Council. 

Attention  was  called  to  a recent  ruling  by  the  Iowa  Su- 


preme Court  that  “alcoholism  is  an  illness  and  that  the  cost 
of  its  treatment  must  be  paid  by  health  insurance  unless 
the  policy  specifically  excludes  it.”  Some  of  the  problems 
that  would  attend  such  mandatory  insurance  coverage  were 
discussed.  The  committee  endorsed  the  principle  that 
alcoholism  is  an  illness  and  should  be  covered  as  such  in 
health  insurance. 

Tangential  problems  such  as  the  coverage  of  obesity,  the 
effects  of  smoking,  and  other  conditions  resulting  from  a 
patient  “voluntarily”  ignoring  recognized  good  health 
practices  were  discussed. 

No-Fault  Fee  Problems.  Since  the  enactment  of  the 
No-Fault  insurance  coverage  which  states  that  physicians 
will  be  paid  “necessary  and  reasonable”  fees,  the  problems 
arising  when  carriers  challenge  submitted  fees  and  uni- 
laterally determine  what  a reasonable  fee  for  the  particular 
service  rendered  should  have  increased  considerably.  In 
those  instances  we  have  counseled  that  recourse  be  had  by 
the  carrier  to  the  local  county  medical  society  grievance 
committee  for  review. 

A more  difficult  aspect  of  the  problem  has  arisen  where, 
in  the  course  of  a patient’s  work  duties,  he  is  involved  in  an 
auto  accident.  The  Superintendent  of  Insurance  has  ruled 
that  in  these  cases  the  Workmen’s  Compensation  Fee 
Schedule  is  applicable.  We  believe  this  ruling  is  contrary 
to  the  law  and  intend  to  continue  to  press  our  view.  A 
meeting  with  the  Superintendent  of  Insurance  is  being 
requested  to  explore  this  further. 

Health  Insurance  Coverage  of  Second  Opinion  in 
Elective  Surgery.  Increasing  numbers  of  carriers  are 
offering  to  pay  for  such  “second  opinions”  and  are  en- 
couraging their  subscribers  to  take  advantage  of  this  pro- 
vision to  avoid  “unnecessary  surgery.”  Last  year,  when 
the  New  York  State  Senate  was  considering  a bill  that 
would  mandate  such  second  opinion,  we  objected  to  a 
conclusion  contained  therein,  i.e.  “If  such  second  opinion 
were  obtained,  it  is  estimated  that  in  excess  of  one-fifth  of 
such  surgery  would  be  adjudged  unnecessary.”  This 
conclusion  is  unsubstantiated  and  completely  misleading. 
MSSNY’s  president  has  addressed  himself  to  this,  ex- 
pressing through  various  media,  that  the  figures  are  erro- 
neous, the  extrapolations  invalid,  and  that  what  is  really 
being  discussed  are  “differences  of  opinion”  and  not  “un- 
necessary surgery.” 

The  committee  was  involved  with  this  matter  last  year, 
when  Blue  Shield  of  Northeastern  New  York  offered  its 
subscribers  coverage  for  a “second  surgical  opinion,”  if 
desired,  prior  to  having  elective  surgery.  The  issue,  at  that 
time,  revolved  around  Northeastern  establishing  its  own 
closed  panel  of  physicians  for  such  “second  opinions,”  to 
which  the  Albany  County  Medical  Society  objected.  The 
matter  was  resolved  when  the  Blue  Shield  Plan  agreed  that 
when  the  subscriber  desired  a “second  opinion”  as  to  the 
necessity  for  surgery,  the  Albany  County  Medical  Society 
would  furnish  three  names  in  the  appropriate  specialty 
from  which  the  subscriber  would  select  one.  There  ap- 
parently has  heen  very  little  call  for  such  “second  opinions” 
and  there  have  been  no  reported  problems  in  those  in- 
stances when  they  were  requested. 

The  committee  questions  whether  in  fact  the  use  of 
“second  opinions”  will  accomplish  any  meaningful  results; 
it  is  of  the  opinion  that  postponement  rather  than  cancel- 
lation will  be  the  effect.  A pilot  project,  properly  struc- 
tured for  qualitative  and  valid  analysis,  would  have  been 
preferable  to  the  hasty  illconsidered  response  to  the 
screaming  headlines.  In  view  of  the  spreading  insurance 
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coverage,  however,  the  committee  reconsidered  and  the 
Council  approved  the  following: 

That  the  Medical  Society  of  the  State  of  New  York 
oppose  the  principle  of  insurance  carriers  mandating  a 
second  opinion  and  basing  the  determination  whether 
fees  are  payable  on  that  opinion;  that  patients  have  the 
right  to  request  a second  opinion,  but  that  the  attend- 
ing physician  may,  with  the  patient’s  permission,  also 
request  a consultation  that  would  be  paid  for  by  the 
carrier;  and  that  coverage  include  primary  and  secon- 
dary consultations,  either  medical  or  surgical,  and  that 
such  coverage  should  be  offered  in  all  contracts  rather 
than  limited  to  those  covering  “inhospital  surgical 
care.” 

Blue  Cross-Blue  Shield  of  Greater  New  York — 
Effects  of  Merger.  Among  the  objections  MSSNY 
voiced  at  the  time  of  the  merger  of  the  two  organizations 
was  the  concern  that  the  interests  and  the  activities  of  the 
merged  corporation  would  be  patient-hospital  oriented 
with  lessened  consideration  of  patient-physician  rela- 
tionships. We  have  reason  to  believe  that  the  latter  has 
occurred.  The  presence  of  only  five  physicians  on  the 
Board  of  Directors  out  of  a total  of  44  (11%)  places  physi- 
cians in  a disadvantageous  position  in  presenting  their 
views.  Although  the  17  medical  counties  are  represented 
on  the  Medical  Policy  Advisory  Committee,  the  latter 
meets  infrequently  and  there  is  a question  whether  its 
viewpoints  are  given  adequate  weight  by  the  Board  of  Di- 
rectors. 

With  the  Council’s  approval,  the  committee  authorized 
the  division  director  to  canvas  the  17  County  Medical  So- 
cieties involved  on  the  desirability  of  MSSNY’s  calling  a 
meeting  of  their  representatives  to  ascertain  whether  the 
above  accurately  reflects  the  present  situation,  whether  the 
input  from  physicians  relative  to  the  functioning  of  the 
corporation  best  serves  the  interest  of  the  patients,  and 
what  action,  if  any,  is  desirable  at  this  time.  There  were 
only  four  responses,  of  which  only  two  felt  such  a meeting 
should  be  held.  Accordingly,  no  further  action  was 
taken. 

Council  Approval  of  Commission  on  Public  Health 
& Education  Recommendations.  On  October  23, 1975, 
approval  was  voted  that  the  MSSNY  support  legislation 
eliminating  the  requirement  of  prior  hospitalization  for 
home  health  care  payments  to  be  covered  by  fiscal  inter- 
mediaries, and  support  legislation  to  provide  that  if  no 
voluntary  agency  exists  or  is  unable  to  provide  home  health 
care  services  in  a locality,  and  proprietary  agency  services 
are  available,  third  party  reimbursement  for  home  health 
services  be  made  on  the  same  basis  as  if  the  services  were 
provided  by  a voluntary  agency.  The  committee  voiced 
its  support  for  the  Council’s  action. 

Resolution  74-81 — Mandatory  Assignment  of  Bene- 
fits 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  urge  and  encourage  the  Superin- 
tendent of  Insurance  in  this  State  to  mandate  that 
such  third  party  payors  permit  their  insureds  to  assign 
benefits  to  their  physicians,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  and  encourage  third  party  payors  to 
continue  or  resume  assignment  of  benefits  to  treating 
physicians. 

Resolution  74-91 — Abrogation  of  Right  of  Assign- 
ment 

Resolved,  That  the  Medical  Society  of  the  State  of 


New  York  instruct  its  delegates  to  the  Medical  Society 
of  the  State  of  New  York  meeting  in  Annual  Conven- 
tion, to  introduce  and  support  resolutions  to  the  effect 
that  the  legal  authorities  in  this  State  be  strongly 
urged  to  mandate  that  such  third  party  payors  permit 
their  insureds  to  assign  benefits  to  their  physicians, 
and  that  legislation  to  this  effect  be  introduced  and  en- 
acted; and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  be  urged  to  withdraw  its  support  and  con- 
nections from  any  third  party  payors  who  fail  to  re- 
scind actions  previously  taken  prohibiting  assignment 
of  benefits  to  treating  physicians. 

The  above  two  resolutions,  passed  in  1974  by  the 
House  of  Delegates  were  followed  up  by  requests  to  the 
Superintendent  of  Insurance  by  MSSNY’s  Executive 
Vice-President  that  they  be  implemented,  without  any 
demonstrable  effect.  Legislation  to  effect  the  same  end, 
introduced  in  the  1975  legislature  failed  to  pass,  and  bills 
to  attain  the  desired  end  are  being  considered  by  the 
present  session.  The  Dental  Society  of  the  State  of  New 
York  is  also  seeking  passage  of  the  Bills.  We  propose,  if 
the  bills  are  not  enacted,  to  request  a meeting  with  the 
Superintendent  of  Insurance  to  present  our  case  for  ap- 
propriate regulatory  action  to  attain  the  desired  goal. 

Obligation  of  Physicians  to  Complete  Insurance 
Claim  Forms.  The  MSSNY  has  received  many  requests 
from  our  members  as  well  as  the  public  and  lay  groups  on 
whether  it  is  proper  for  a physician  to  charge  a fee  for 
completing  a patient’s  health  insurance  claim  form.  Last 
year,  in  considering  this  same  issue,  the  committee  rec- 
ommended that  MSSNY  endorse  the  AMA  Judicial 
Council’s  recommendation  that  a physician  complete  one 
insurance  form  without  charge  and  consider  charging  for 
additional  forms  a sum  sufficient  to  cover  the  expenses 
involved;  this  was  approved  by  the  Council.  The  com- 
mittee reaffirmed  that  this  should  be  MSSNY’s  position. 
This  opinion  refers  to  the  completion  of  the  routine  health 
insurance  form;  when  a more  complex  or  specialized  report 
is  requested  that  would  require  a review  of  records  or  the 
furnishing  of  detailed  information,  it  is  deemed  proper  that 
a physician  charge  an  adequate  fee. 

The  committee  was  informed  that  there  was  a difference 
of  opinion  between  the  Ethics  Committee  and  the  Ad  Hoc 
Committee  regarding  whether  a physician  should  refuse 
to  complete  an  insurance  claim  form  until  his  bill  had  been 
paid.  The  Ethics  Committee,  in  1972,  had  submitted  to 
and  received  the  approval  of  the  Council  of  the  fol- 
lowing: 

“The  attending  physician  may  insist  upon  the  pay- 
ment of  his  fee  before  completing  insurance  claim 
forms  enabling  the  patient  to  receive  his  benefits  un- 
less an  assignment  is  executed  by  the  patient  in  favor 
of  the  physician. 

“This  opinion  is  a guideline  which  may  be  used  by 
the  county  medical  society  in  establishing  their  own 
policy  in  this  matter  in  conformity  with  local  custom.” 
The  Council  reaffirmed  its  support  of  the  1972  Ethics 
Committee  recommendation. 

Utilization  of  Relative  Value  Scale  in  Filing  In- 
surance Claim  Forms.  With  the  completion  and  dis- 
tribution of  the  MSSNY  Relative  Value  Scale  (RVS)  in 
1975,  we  urged  all  physicians  to  utilize  its  coding  and  ter- 
minology so  as  to  achieve  a uniformity  of  reporting  that 
would  permit  more  valid  comparisons  of  various  health 
care  delivery  systems  and  easier  clerical  work.  Some 
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carriers  insisted  that  all  reports  must  use  their  individual 
coding  systems,  to  which  we  took  strong  exception,  and  our 
stand  was  supported  by  the  Department  of  Insurance.  To 
date  the  only  system  that  we  have  not.  been  able  to  move 
in  this  desired  direction  is  that  of  Medicaid,  although  we 
have  not  given  up  trying. 

The  committee  is  aware  that  the  Justice  Department  has 
challenged  the  anesthetists’  use  of  a relative  value  scale  as 
being  in  violation  of  the  antitrust  law,  and  that  the  MSSNY 
Council  has  moved  that  we  will  desist  distribution  of  the 
RVS  pending  the  outcome  of  the  Justice  Department  ac- 
tion. The  committee  does  not  feel,  however,  that  utilizing 
the  coding  and  terminology  without  relativity  is  contrary 
to  the  Council  action.  The  House  of  Delegates  has  readily 
endorsed  that  we  use  the  AMA  Current  Procedural  Ter- 
minology and  our  1975  RVS  is  based  on  that  document. 

Inclusion  of  Dental  Programs  and  Health  Insurance 
Coverage.  During  the  year  arrangements  were  made  to 
effect  liaison  with  the  New  York  State  Dental  Society  and 
Dr.  Leo  Taft  was  welcomed  as  a representative  of  that 
group.  With  the  growing  trend  to  include  coverage  for 
dental  services  and  procedures  in  health  insurance  pro- 
grams it  is  felt  that  the  establishment  of  liaison  should 
prove  beneficial  to  all  parties  concerned.  Dr.  Taft  pointed 
out  that  at  the  inception  of  a dental  program  the  costs  are 
apt  to  be  high  because  of  the  “catching  up”  on  neglected 
care.  Over  a period  of  years  this  should  lessen  as  the  pro- 
gram becomes  more  one  of  maintenance  rather  than  cor- 
rection. The  Dental  Society  has  felt  that  any  dental  plan 
should  include  the  coinsurance  feature  recommended  by 
the  MSSNY  for  medical  care  coverage  as  a control  mea- 
sure. 

The  committee,  responding  to  an  inquiry  from  a physi- 
cian as  to  why  dental  procedures  and  services  were  not 
included  in  MSSNY’s  RVS,  was  of  the  opinion  that  this 
was  not  a proper  area  for  the  medical  societies  and  was  the 
prerogative  of  another  professional  group.  Some  oral  and 
maxillofacial  surgical  procedures  that  are  the  province  of 
MDs  and  DDSs  were  included.  Dr.  Taft  reported  that  oral 
dental  surgeons  are  in  the  process  of  updating  their  relative 
value  guide. 

Group  Health  Insurance  ( Inadequate  Payment 
Schedules).  The  Society  has  continued  to  receive  com- 
plaints about  the  inadequate  payment  schedules.  The 
committee  notes  that  the  payment  schedule  applies  only 
to  those  physicians  who  volunteer  to  participate  in  GHI 
programs.  It  did  note  that  the  published  list  of  partici- 
pating physicians  is  updated  infrequently  so  that  it  con- 
tained the  names  of  many  physicians  who  had  resigned  as 
participants  because  of  their  dissatisfaction  with  the  pro- 
visions of  the  plan.  The  GHI  was  requested  to  correct  this 
and  it  responded  that  it  would  do  so. 

Northeastern  Blue  Shield’s  Plan  C ( Full  Payment) 
Programs.  The  committee  was  informed  that  the 
Northeastern  Blue  Shield  had  approached  physicians  in 
the  area  it  covered  to  accept  as  full  payment  the  fees  es- 
tablished under  the  above  program  and  that  many  physi- 
cians did  agree  to  participate  with  the  understanding  that 
they  would  be  paid  the  fees  then  presented  to  them. 
Subsequently  it  developed  that  there  were  many  modifi- 
cations of  Plan  “C”  with  different  fee  schedules  for  dif- 
ferent groups.  Although  the  “fine  print”  of  the  contract 
signed  by  the  physicians  provides  that  the  plan  may  be 
modified,  and  that  participating  physicians  must  accept 
such  modifications,  there  was  a feeling  within  the  area 
covered  that  Northeastern  Blue  Shield  has  misled  the 


physicians.  The  committee  noted  the  importance  of 
reading  “fine  print”  and  also  that  physicians  can  resign 
from  participating.  The  staff  was  requested  to  keep 
abreast  of  developments  in  the  increasing  number  of  full 
payment  insurance  programs  being  offered  to  subscrib- 
ers. 

General  Subjects.  The  committee  also  considered  a 
number  of  topics  such  as  national  health  insurance, 
movements  towards  fixed  physician  fee  schedules,  deter- 
mination of  overhead  practice  expenses  which,  although 
not  within  its  strict  purview,  do  involve  issues  affecting 
medical  care  insurance  programs.  It  has  made  recom- 
mendations to  those  other  committees  that  are  primarily 
concerned  with  these  items. 

The  committee  considered  many  problems  associated 
with  medicare,  medicaid,  the  Blue  plans,  and  third  party 
payors.  It  alerted  members  of  the  committee  to  the 
availability  of  the  Division  of  Medical  Services  to  assist  in 
problems  in  these  areas. 

The  committee  noted  the  voluntary  resignation  as 
chairman  of  Robert  D.  Fairchild,  M.D.,  who  had  served  six 
years  as  chairman  of  the  committee,  and  his  comment  that 
rotation  to  afford  an  opportunity  for  new  approaches  was 
desirable.  The  committee  was  pleased  that  he  had  agreed 
to  remain  a member  of  the  committee  and  that  we  could 
continue  to  draw  upon  his  expertise  and  extensive  knowl- 
edge. It  voted  to  record  the  appreciation  of  this  committee 
for  the  conscientiousness,  time,  and  effort  that  Dr.  fair- 
child  had  devoted  to  the  Society’s  activities. 

The  chairman  wishes  to  express  on  his  own  behalf  and 
on  behalf  of  MSSNY  his  appreciation  of  the  extensive  time 
and  effort  that  the  members  of  the  committee  have  ex- 
pended in  the  interests  of  their  colleagues.  He  expresses 
for  the  committee  as  a whole  his  thanks  to  Max  N.  Howard, 
M.D.,  Division  Director,  William  Brainin,  his  Associate 
Director,  and  Mrs.  Imelda  Morrissey  for  the  preparatory 
and  followup  work  that  enabled  the  committee  to  fulfill  its 
obligations. 

Respectfully  submitted, 

Daniel  F.  O’Keeffe,  M.D.,  Chairman 

SOCIOECONOMICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Socioeconomics  is  composed  of  the 


following: 

Dallas  E.  Billman,  M.D.,  Chairman  Steuben 

John  W.  Abbuhl,  M.D Albany 

Jeff  J.  Coletti,  M.D Nassau 

Alfred  L.  George,  M.D Genesee 

Francis  J.  Loperfido,  M.D Bronx 

Gerald  J.  Lustig,  M.D Richmond 

Robert  C.  McVeigh,  M.D Monroe 

Daniel  F.  O’Keeffe,  M.D Warren 

Jay  S.  Reibel,  M.D New  York 

Harold  N.  Schwinger,  M.D Kings 

Leonard  S.  Weiss,  M.D Orange 


Four  meetings  have  been  held  during  the  year  covered 
by  this  report.  The  increased  work  load  and  the  impor- 
tance of  the  matters  within  its  purview  led  to  increasing  the 
membership  of  the  committee  from  8 to  10. 

Relative  Value  Scale.  This  committee  was  given  the 
original  charge  of  developing  a Relative  Value  Scale,  based 
on  a survey,  that  would  reflect  the  patterns  of  practice 
within  New  York  State.  The  survey  of  the  various 
specialties  was  delegated  to  the  Interspecialty  Committee. 
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The  monumental  task  of  accumulating,  analyzing,  and 
tabulating  the  basic  data  was  completed  and  published  in 
March  1975.  The  Council  approved  the  committee’s 
recommendation  that  wherever  there  was  a need  for  a 
relativity  scale  in  any  area  within  the  State,  MSSNY’s  RVS 
should  be  the  one  used.  This  decision  was  made  known 
to  the  Superintendent  of  Insurance,  the  Blues,  and  other 
parties,  as  well  as  to  our  component  societies  and  mem- 
bership. Such  utilization  would  establish  a uniform  ter- 
minology to  replace  the  multiple  codes  that  existed,  permit 
more  accurate  identification  of  services  and  procedures, 
and  make  feasible  a more  accurate  comparison  of  health 
problems  and  health  care  delivery  systems.  The  com- 
mittee stressed  that  the  RVS  is  not  a fee  schedule,  for  each 
physician  sets  his  own  fees  in  keeping  with  the  character- 
istics of  his  particular  practice  and  the  geographic  varia- 
tions. 

In  the  fall  of  1975,  the  Justice  Department  pressed  its 
antitrust  action  against  the  American  Society  of  Anes- 
thesiologists to  force  the  discontinuance  of  that  Society’s 
RVS.  The  MSSNY  Council  then  decided  to  discontinue 
the  distribution  of  our  RVS  pending  the  disposition  of  the 
suit,  but  did  authorize  its  use  where  a governmental  agency 
requested  negotiations  on  a relativity  scale  basis. 

The  committee  noted  that  relative  value  scales  are  used 
by  governmental  agencies  and  by  third  party  payors  of 
healt  h insurance  benefits.  F ederal  bureaus  suggest  their 
use.  Various  national  health  insurance  programs  under 
consideration  by  Congress  propose  the  use  of  “fee  sched- 
ules,” and  the  availability  of  a valid  and  established  rela- 
tivity scale  widely  used  in  New  York  State  would  be  of 
great  value,  should  such  come  to  pass,  being  a more  accu- 
rate representation  of  the  practice  of  medicine  within  the 
State. 

This  committee,  as  did  the  Interspecialty  Committee, 
agreed  that  activities  required  to  accumulate,  analyze,  and 
refine  data  that  would  indicate  the  patterns  of  practice 
within  the  State  should  continue  so  that  such  information 
is  available  whenever  a justified  need  for  it  arose. 

It  was  recommended  to  and  approved  by  the  Council, 
that  this  committee,  in  cooperation  with  the  Interspecialty 
Committee,  continue  to  study  the  patterns  of  practice  in 
New’  York  State  and  to  evaluate  whether  the  present  RVS 
accurately  reflects  these  patterns. 

The  committee  noted  that  the  Council  had  approved  the 
recommendation  of  the  Interspecialty  Committee  that,  due 
to  the  insufficient  time  from  May  1976  when  the  results  of 
an  indepth  study  of  Workmen’s  Compensation  became 
available  to  July  1,  1976,  when  an  increase  in  the  Work- 
men’s Compensation  Fee  Schedule  was  requested  by 
MSSNY,  the  use  of  the  1975  MSSNY  RVS  in  negotiations 
be  deferred  and  that  a percentage  increase  be  negotiated 
at  this  time. 

Resolution  75-67 — Equal  Fee  for  Equal  Service 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  as  policy  that  all  physicians  be 
reimbursed  by  all  New  York  State  Fee  Schedules  on 
the  basis  of  equal  fee  for  equal  service. 

Resolved,  That  in  regard  to  the  medical  section  of 
MSSNY’s  Relative  Value  Scale,  it  reflect  the  modes  of 
practice  in  all  specialties,  making  it  the  responsibility 
of  each  specialty  society  to  advise  its  membership  in 
the  proper  use  of  the  RVS  coding. 

The  committee  considered  the  many  facets  of  the  reso- 
lution and  decided  that  since  what  was  primarily  involved 
was  the  interrelationships  between  specialty  groups  the 


matter  should  be  referred  to  the  Interspecialty  Commit- 
tee. 

Resolution  75-115 — Emergency  Health  Cost  Coverage 
of  Unemployed  People  by  the  Federal  Government 

The  developments  in  Congress  were  reviewed  and  it  was 
decided  that  in  view  of  what  had  transpired  in  Congress 
since  the  House  of  Delegates  passed  the  resolution  in 
March  1975,  the  matter  was  moot  and  further  action  by 
MSSNY  academic. 

HEW  Regulations  No.  5 for  Determination  of  (Physi- 
cians’) Reasonable  Charges  (Sec.  224(a)  P.L.  92-603) 
The  regulations  to  implement  a portion  of  P.L.  92-603 
were  published  in  the  Federal  Register  on  April  14, 1975, 
and  became  effective  after  30  days  in  spite  of  requests  for 
delay  by  the  AMA.  They  provide  that  beginning  with  the 
fiscal  year  1974,  increases  for  physicians’  services  will  be 
“tied  to  an  appropriate  national  economic  index,”  and 
“follow,  rather  than  lead,  any  inflationary  trends.” 
Reimbursement  would  continue  at  the  75th  percentile 
based  on  fiscal  1973  prevailing  charges.  Any  increase 
above  those  fees  would  have  to  be  justified  by  the  “eco- 
nomic index  data”  which  would  take  into  account  changes 
in  general  earning  levels  of  workers  and  changes  in  the 
expenses  of  physicians’  office  practice.  The  vagueness  of 
the  language  of  the  regulations,  the  lack  of  any  specifics  as 
to  what  indices  will  be  incorporated  into  the  controlling 
formula  and  how  they  will  be  obtained,  and  the  incongruity 
of  relating  physicians’  incomes  to  those  of  workers,  were 
noted. 

The  following  recommendations  were  submitted  to  and 
approved  by  the  Council  with  appropriate  communications 
forwarded  to  HEW  and  members  of  Congress: 

1.  The  criteria  to  be  utilized  in  the  determination 
of  reasonable  charges  refers  to  a national  economic 
index  without  specifying  how  such  index  is  to  be  deter- 
mined, what  its  components  will  be  and  how  they  will 
be  arrived  at,  preventing  meaningful  consideration 
and  discussion  of  the  applicability  of  the  index;  and 

2.  A national  economic  index  would  not  reflect  the 
local  conditions  and  therefore  would  be  unacceptable 
to  the  very  high  cost  area  of  New  York  State,  in  com- 
parison with  other  regions,  unless  specific  provisions 
are  drawn  to  take  these  factors  into  account;  and 

3.  The  tying  of  physicians’  income  to  the  earning 
level  of  workers,  instead  of  physicians’  income,  is  in- 
comprehensible and  indefensible;  and 

4.  Medicare  fee  profiles  being  already  two  years 
behind  the  fees  prevailing  in  an  area  at  any  one  time, 
and  then  reimbursable  at  only  the  75  percentile,  would 
fall  even  further  behind  the  economic  times,  failing  as 
they  do  to  reflect  current  charges  and  expenses  (as  for 
example,  the  93.5%  increase  in  medical  liability  insur- 
ance premiums  in  New  York  State  on  July  1,  1974, 
which  are  not  yet  reflected  in  Medicare  allowed 
charges);  and 

5.  This  would  serve  to  further  increase  the  finan- 
cial burden  on  Medicare  recipients  for  their  share  of 
direct  health  care  payments  that  would  result  from  the 
proposed  changes,  augmenting  the  already  consider- 
able percentage  of  physicians  refusing  to  accept  Medi- 
care assignments  due  to  the  unrealistic  payment 
schedules;  and 

6.  To  assist  the  Medicare  beneficiaries  to  meet 
present  health  care  costs,  rather  than  widening  this 
gap,  what  is  needed  is  a method  to  adjust  allowances  to 
more  realistically  reflect  current  fees;  and 
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7.  The  proposals  violate  that  portion  of  the  Social 
Security  Act  which  prohibits  Tederal  supervision  or 
control  of  the  practice  of  medicine;  and 

8.  For  these  reasons,  the  proposed  regulations 
would  negate  the  very  essence  of  the  Medicare  law. 
The  components  of  the  “National  Economic  Index” 

were  spelled  out  in  a subsequent  release;  the  objections  to 
it  stated  above  were  found  still  to  be  valid.  The  Index 
imposed  a limitation  of  17.9%  increase  in  allowed  fees 
payable  to  physicians  over  the  prevailing  rates  of  1974. 
MSSNY  again  voiced  its  strong  objections,  pointing  out 
that  this  unrealistic  limitation  would  result  in  some  fees 
payable  in  fiscal  1976  being  lower  than  those  paid  in  1975 
and  so  force  more  physicians  not  to  accept  Medicare  as- 
signment, resulting  in  an  increased  financial  burden  falling 
on  the  elderly.  One  study  showed  that  in  fact  there  was 
an  increase  of  20  to  30%  of  physicians  not  accepting  as- 
signment. The  Congressional  Committee  did  amend  the 
17.9%  limitation  so  that  no  physicians’  allowed  charges 
would  be  less  than  those  paid  in  1975.  This  amendment 
became  effective  January  1, 1976. 

President  Ford,  in  his  annual  message  to  Congress, 
recommended  a 4%  a year  limitation  on  physicians’  fee 
increases  in  1977  and  1978.  The  committee  felt  that  such 
a limitation,  singling  out  physicians  alone,  was  highly 
discriminatory,  was  completely  unrealistic  in  relation  to 
the  general  inflationary  rate,  and,  in  particular,  ignored  the 
tremendous  increases  in  medical  liability  premiums. 

The  committee  recommended  that  the  Medical  Society 
of  the  State  of  New  York  be  prepared  to  testify  and  present 
a forceful  protest  against  any  singling  out  of  the  medical 
profession  and  against  an  unrealistic  limitation  of  fee  in- 
creases, and  that  MSSNY  have  informed  and  proficient 
representatives  present  its  viewpoints  in  testimony  before 
any  and  all  Congressional  Committees  that  would  be  con- 
sidering the  above  proposals. 

Development  of  Professional  Overhead  Expense 
Data.  The  lack  of  valid  statistical  data  to  establish  in- 
creases in  the  cost  of  practicing  medicine  in  New  York 
State  has  been  evident  for  years  and  has  been  particularly 
conspicuous  when  MSSNY  has  had  to  negotiate  fee 
schedules.  Three  years  ago,  this  committee,  anticipating 
that  the  Federal  government  was  moving  inexorably  to 
controlling  physicians’  fees  by  fiat,  had  recommended  that 
MSSNY  develop  a methodology  to  accumulate  profes- 
sional overhead  expense  data  for  New  York  State  prac- 
ticing physicians  so  that  we  would  have  factual  material 
with  which  to  challenge  government  regulations  and  edicts 
in  this  area.  A number  of  factors  have  prevented  any 
progress  in  this  direction,  although  a draft  of  the  proposed 
questionnaire  was  prepared. 

The  committee  has  recommended  that  it,  in  cooperation 
with  the  specialty  societies  through  the  Interspecialty 
Committee,  continue  to  explore  the  feasibility  of  such  a 
study. 

National  Health  Planning  & Resources  Develop- 
ment Act  of  1974  (P.L.  93-641).  The  Act,  which  became 
effective  on  January  1, 1975,  with  a June  30,  1976',  imple- 
mentation date  for  its  various  provisions,  is  drawn  in  such 
broad  terms  that  it  permits  governmental  agencies  to 
completely  restructure  health  care  at  all  levels.  It  estab- 
lishes new  bureaus  at  the  local,  state,  and  Federal  levels 
that  can  ignore  the  existing  patterns  of  medical  care  and 
establish  entirely  new  and  untried  health  care  delivery 
systems.  In  essence,  it  is  the  skeleton  frame  on  which  a 
national  health  insurance  program  is  to  be  structured. 


The  Act  lists,  among  its  purposes,  the  achievement  of 
“equal  access  to  quality  health  care  at  a reasonable  cost,” 
the  control  of  the  cost  of  health  care,  the  development  of 
multi-institutional  systems,  the  development  of  medical 
group  practices  and  HMOs,  the  increased  utilization  of 
physicians’  assistants,  the  improvement  in  the  quality  of 
health  services,  the  prevention  of  disease,  and  the  adoption 
of  simplified  reimbursement  mechanisms. 

Although  the  Act  states  that  “the  health  care  provider 
is  one  of  the  most  important  participants”  and  hence  the 
health  policy  must  address  the  legitimate  needs  and  con- 
cerns of  the  provider,  and  “that  the  provider  be  encouraged 
to  play  an  active  role  in  the  development  of  health  policy 
at  all  levels,”  in  fact,  as  concerns  the  practicing  physician, 
this  is  just  rhetoric  for  it  allots  a very  minor  voice  in  the 
governing  bodies  to  the  physician  who  is  actively  engaged 
in  caring  for  patients.  The  consumers  will  constitute  the 
majority,  with  physicians  (not  necessarily  in  practice), 
numbering  perhaps  one  to  three  in  a governing  body  of 
from  10  to  30  members.  Control  is  therefore  vested  in  a 
group  that  has  had  little  exposure,  training,  or  expertise 
in  the  complex  and  multifaceted  variables  involved  in 
health  care.  By  negating  the  concept  that  the  patient’s 
physician  is  the  “Captain”  of  the  health  team,  the  Act 
splinters  and  divides  comprehensive  and  continuing  care. 
Whereas,  in  establishing  the  Medicare  program,  Congress 
declared  that  implementation  must  not  interfere  in  the 
traditional  patient-physician  relationships  that  exist  in 
private  practice,  this  Act  sets  out  as  its  purpose  the  com- 
plete changing  of  present  day  customary  patterns  of 
medical  practice  based  on  the  untenable  premise  that  the 
latter  have  failed  to  satisfy  the  health  needs  of  the  people. 
It  presumes  that  a health  crisis  exists  in  the  country  and 
that  the  radical  remedy  it  dictates  will  solve  the  crisis.  It 
denies  that  the  evolutionary  process,  in  which  patients’ 
selective  choices  operate,  can  be  effective  in  altering  modes 
of  medical  practice,  in  spite  of  the  fact  that  this  has  been 
taking  place  continuously.  The  Act  would  destroy  the 
pluralistic  system  now  available  to  a patient. 

The  Act  states  that  “the  massive  infusion  of  Federal 
funds  into  the  existing  health  care  system  has  contributed 
to  inflationary  increases  in  the  cost  of  health  care  and  failed 
to  produce  an  adequate  supply  or  distribution  of  health 
resources.”  In  spite  of  this  conclusion  that  its  previous 
programs,  such  as  CHPs  and  RMPs,  were  failures  and 
therefore  the  large  sums  expended  on  those  programs  were 
wasted,  Congress  proceeds  to  enact  yet  another  untried 
system  that  will  require  enormous  expenditures  for  acti- 
vation long  before  the  results  of  such  can  be  evaluated,  with 
money  expended  entirely  on  administrative  processes  and 
not  one  cent  on  actual  medical  care.  Presumably  the 
justification  is  the  anticipated  savings  that  governmental 
control  will  achieve,  an  anticipation  that  has  not  been  re- 
alized in  any  of  its  previously  imposed  programs. 

The  Act  spells  out  its  major  concern  with  the  control  of 
costs.  It  affords  the  governing  bodies  the  power  not  only 
to  control  the  professional  prerogatives  of  physicians  but 
also  their  remuneration. 

The  committee  recommended  that  the  Council  com- 
municate to  the  AMA  our  grave  concern  with  this  Act,  our 
doubts  as  to  its  constitutionality  in  abridging  patients’ 
rights  and  encourage  and  support  the  AMA  in  pursuing  any 
warranted  legal  action  to  revoke  or  suitably  modify  the  Act, 
and  to  seek  the  support  of  not  only  the  medical  profession 
but  also  of  other  groups  that  share  our  concern. 

It  further  recommended  that  MSSNY  place  this  item 
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on  the  agenda  of  the  special  meeting  of  the  House  of  Del- 
egates in  Rochester  in  November  1975  and  that  the  House, 
at  that  time,  formulate  a position  that  would  serve  as  a 
guideline  to  the  county  medical  societies  in  their  rela- 
tionships with  the  groups  established  by  P.L.  93-641. 

In  accordance  with  the  recommendation  of  the  House 
of  Delegates,  a Health  Systems  Agencies  Coordinating 
Committee  was  established.  This  committee  has,  however, 
continued  to  consider  developments  in  this  area  and  has 
forwarded  recommendations  to  the  HSA  Committee. 

HMOs  and  Prepaid  Health  Plans.  The  recent 
amendments  removing  some  of  the  requirements  for  HMO 
recognition  were  considered  a direct  contradiction  of  the 
basic  concepts  that  were  originally  advanced  as  justifica- 
tion for,  and  the  establishment  of  HMOs.  The  expendi- 
ture of  the  great  sums  involved  in  yet  another  untried 
system  was  deplored,  with  the  opinion  expressed  that  it 
would  be  wiser  to  set  up  pilot  projects  incorporating  the 
original  requirements  to  test  both  the  efficacy,  and,  more 
importantly,  the  acceptance  by  the  public  of  such  systems. 
The  freedom  afforded  HMOs  to  solicit  gives  them  the  op- 
portunity to  present  only  the  favorable  side  of  a complex 
and  controversial  plan. 

The  committee  challenged  the  subsidization  of  HMOs 
by  the  Blue  Plans  as  a violation  of  their  charters.  Our 
general  counsel,  however,  found  that  their  charters  do 
permit  the  Blues  to  experiment  in  developing  alternative 
health  care  delivery  systems. 

It  was  recommended  that  MSSNY  consider  initiating 
or  supporting  a study  to  establish  and  compare  the  cost  of 
the  various  modes  of  delivering  medical  care. 

Physicians  Alliance.  The  Ad  Hoc  Committee  ap- 
pointed bv  the  Council  reported  that  the  objectives  of  a 
“Physicians  Alliance”  can  be  met  within  the  present 
structure  of  MSSNY;  that  the  stated  goals  of  such  an  alli- 
ance were  meritorious;  and  that  a study  should  be  con- 
ducted by  the  Research  and  Planning  Committee  as  to  how 
to  attain  these  aims. 

Mass  Purchasing  Cooperative.  The  committee  felt 
that  the  Pennsylvania  plan  merited  investigation.  It  noted 
that  the  Membership  Benefits  Committee  was  studying 
this  plan  and  invited  a representative  from  the  Pennsyl- 
vania State  Medical  Society  to  a meeting  and  concluded 
after  the  presentation  that  it  was  still  too  early  to  draw  any 
conclusions. 

The  committee  was  of  the  opinion  that  the  establish- 
ment of  a Mass  Purchasing  Cooperative  would  offer  ben- 
efits to  our  membership  and  hence  encourages  the  Mem- 
bership Benefits  Committee  to  continue  to  explore  this 
subject. 

Legislative  Proposal  for  Publication  of  True  Costs 
of  Governmental  Health  Care  Delivery  Systems. 

Cognizant  of  the  increasing  concern  by  all  parties  in  the 
escalating  costs  of  medical  care  delivery  and  the  promi- 
nence of  this  topic  in  the  communication  media,  and  noting 
that  a good  deal  of  the  opinions  expressed  were  based  on 
insufficient  or  erroneous  data,  the  committee  felt  that  an 
attempt  should  be  made  to  establish  valid  figures  so  that 
accurate  and  meaningful  comparisons  could  be  made.  The 
committee  felt  that  where  public  monies,  either  directly 
or  indirectly,  are  paid  for  any  part  of  a health  care  service, 
accounting  procedures  should  be  established  to  determine 
the  true  cost  of  such  services,  and  that  such  analysis  should 
be  made  part  of  the  annual  report,  assessing  costs  to  ben- 
efits obtained  and  relating  these  to  the  goals  of  the  par- 


ticular health  care  delivery  system.  In  those  instances 
where  the  benefits  are  intangible  and  do  not  lend  them- 
selves to  quantitative  measurement,  the  responsible  agency 
or  department  should  include  a reasonable  evaluation  ex- 
pressed monetarily.  It  was  also  felt  that  the  annual  review 
should  indicate  duplication  of  health  care  expenditures  by 
other  agencies  of  the  government. 

It  was  recommended  to  the  Council  that  the  legislation 
committee  draw  up  a suitably  worded  proposal  that  would 
require  the  annual  publication  of  a financial  report  indi- 
cating the  true  costs  of  all  government  supported  health 
care  delivery  systems  and  delineating  overhead,  adminis- 
trative, physician,  and  other  personnel  costs,  and  that  this 
proposal  receive  all  necessary  support  to  seek  its  passage 
in  the  1976  Albany  legislative  session. 

Retroactive  Reduction  of  Fees  Paid  Under  Medi- 
care to  Physicians  Treating  Prisoners.  Whereas  in  the 
past  local  physicians  treating  prisoners  were  paid  on  a 
“usual  and  customary”  fee  basis,  such  fees  have  been  ar- 
bitrarily and  unilaterally  reduced  to  the  Medicaid  reim- 
bursement level.  The  result  has  been  that  physicians  who 
have  previously  treated  the  prison  population  are  refusing 
to  do  so  because  of  the  unrealistic  payment  schedule.  This 
has  led  to  the  necessity  of  transporting  prisoner  patients 
to  other  areas  to  secure  the  necessary  treatment  and  has 
thus  resulted  in  increased  rather  than  diminished  costs. 

The  committee  recommended  that  the  Council  send 
communications  to  the  appropriate  State  officials  calling 
attention  to  the  counter-productive  effect  of  reducing 
previous  payment  levels  to  those  physicians  treating  the 
prison  population,  resulting  in  increased  rather  than  di- 
minished costs. 

National  Health  Insurance.  The  staff  has  attempted 
to  keep  the  members  of  the  committee  abreast  of  devel- 
opments in  this  field.  Although  present  indications  are 
that  the  1976  Congress  is  unlikely  to  consider  the  passage 
of  any  comprehensive  bill,  the  topic  will  almost  surely  be 
a major  one  in  the  election  campaign.  There  appears  to 
be  likelihood  of  limited  action  this  year  to  pass  a cata- 
strophic disease  coverage.  The  previous  position  of 
MSSNY  in  1972,  affirmed  in  1975,  was  reaffirmed.  The 
committee  will  continue  to  carefully  monitor  future  de- 
velopments. 

In  addition  to  the  topics  covered  above,  the  committee 
also  concerned  itself  with  a number  of  items  such  as  med- 
ical liability  insurance,  availability  of  health  man  power, 
and  medical  care  insurance  programs,  which  although  not 
within  its  strict  purview  do  have  significant  socioeconomic 
consequences.  It  has,  when  appropriate,  made  recom- 
mendations to  the  Society’s  committees  which  are  pri- 
marily concerned  with  those  subjects. 

The  members  of  this  committee,  in  addition  to  the  time 
spent  at  the  meetings,  have  also  had  to  devote  time  to  the 
preliminary  review  of  the  material  distributed  relative  to 
the  agenda  topics.  The  chairman  expresses  his  personal 
thanks,  as  well  as  that  of  the  Society,  to  the  members  of  the 
committee  who  have  given  so  generously  of  their  time  and 
effort.  The  committee  also  commends  Dr.  Max  N.  How- 
ard, Director  of  the  Division  of  Medical  Services,  Mr. 
William  Brainin,  Associate  Director,  and  Mrs.  Imelda 
Morrissey,  Secretary,  for  the  excellent  staff  work  that 
permitted  the  efficient  functioning  of  the  committee. 

Respectfully  submitted, 

Dallas  E.  Billman,  M-D-,  Chairman 


September  1976/New  York  State  Journal  of  Medicine  1725 


WORKMEN’S  COMPENSATION  AND 
OCCUPATIONAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  is  the  report  of  the  Council  Committee 
on  Workmen’s  Compensation  and  Occupational  Health  of 
the  Division  of  Medical  Services. 

The  committee  members  are  as  follows: 


John  H.  Morton,  M.D.,  Chairman Monroe 

Frederic  W.  Holcomb,  Jr.,  M.D.,  Vice-Chairman... 


Thomas  J.  Doyle,  M.D New  York 

Walter  W.  Frederick,  M.D Essex 

Francis  J.  Haley,  M.D Erie 

Burton  P.  Hoffman,  M.D Westchester 

Robert  P.  Jessup,  M.D Nassau 

John  A.  Kalb,  M.D Broome 

Robert  Katz,  M.D New  York 

George  Lim,  M.D Oneida 

Nicholas  P.  Teresi,  M.D Albany 

Leonard  Weitzman,  M.D Suffolk 


Since  its  last  report  to  the  House  of  Delegates,  the 
committee  has  met  on  two  occasions  with  additional  con- 
sultations by  telephone  or  mail  to  deal  with  those  problems 
requiring  prompt  resolution.  Reported  on  below  are  those 
matters  which  were  of  major  concern. 

Resolutions.  The  committee  considered  the  following 
resolutions  which  were  referred  to  it  by  the  House  of  Del- 
egates: 

75-67,  Equal  Fee  for  Equal  Service 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  endorse  as  policy  that  all  physicians  be 
reimbursed  by  all  New  York  State  Fee  Schedules  on 
the  basis  of  equal  fee  for  equal  service;  and  be  it  fur- 
ther 

Resolved,  That  in  regard  to  the  medical  section  of 
the  MSSNY  Relative  Value  Scale,  it  reflect  the  modes 
of  practice  to  all  specialties,  making  it  the  responsibili- 
ty of  each  specialty  society  to  advise  its  membership  in 
the  proper  use  of  the  RVS  numbers. 

The  committee  was  in  accord  with  the  principle  but 
noted  the  difficulties  that  arise  in  defining  “equal  service.” 
On  a philosophical  basis  the  application  of  this  principle 
would  make  it  unnecessary  to  have  any  specialty  designa- 
tion for  once  the  “equal  service”  was  apparent  there  should 
be  no  difference  in  fees  paid  to  general  practitioners,  family 
physicians,  or  other  specialists.  There  was  a consensus 
that  the  issue  involved  relationships  among  specialties  and, 
since  this  resolution  was  on  the  agenda  for  the  Interspeci- 
alty Committee’s  consideration  that  no  action  be  taken 
pending  decision  by  the  Interspecialty  Committee 
7.5-97  Charge  Profiles 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  recommend  that  its  members  take  no  part 
in  the  setting  up  of  “charge  profiles”  by  any  third 
party. 

The  Reference  Committee  recommended  disapproval 
of  the  resolution  based  on  the  fact  that  physicians  do  not 
take  any  part  in  setting  up  charge  profiles,  the  latter  being 
performed  by  third  party  payors  as  a unilateral  action, 
compiling  the  profiles  from  the  fees  actually  submitted  by 
physicians  who  presumably  are  billing  their  usual  and 
customary  fees. 

The  committee  voted  unanimously  to  recommend  that 
the  Council  disapprove  this  resolution  and  take  no  action 
on  it. 


The  Council  filed  this  resolution. 

Podiatry  Fee  Schedule.  In  August  of  1973,  in  con- 
formity with  the  Workmen’s  Compensation  Law,  the 
Chairman  of  the  Workmen’s  Compensation  Board  re- 
quested the  Podiatry  Practice  Committee  of  the  Board  to 
submit  a fee  schedule.  Upon  review  of  the  submitted 
schedule  by  MSSNY,  it  was  found  to  include  many  pro- 
cedures which  we  felt  were  outside  the  scope  of  podiatry 
as  defined  by  the  State  Education  Law.  MSSNY  decided 
to  resist  by  all  possible  means,  including  legal  action  if 
necessary,  the  promulgation  of  the  proposed  schedule. 
What  followed  was  an  intensive  two-year  confrontation 
involving  numerous  meetings  with  the  Advisory  Com- 
mittee on  the  Medical  Fee  Schedule  and  Allied  Problems, 
its  Subcommittee  on  the  Podiatry  Fee  Schedule,  and  the 
Podiatry  Society  of  the  State  of  New  York.  As  a result  of 
these  meetings  decisions  were  reached  satisfactory  to  all 
the  parties  concerned,  but  these  were  rejected  by  the  Po- 
diatry Practice  Committee,  which  in  March  of  1975  pre- 
sented a new  fee  schedule.  The  latter,  although  elimi- 
nating many  of  the  original  procedures  that  MSSNY  had 
objected  to,  still  contained  a number  that  MSSNY  con- 
sidered in  violation  of  the  Education  Law,  the  performance 
of  which  by  podiatrists  was  deemed  detrimental  to  the 
public  welfare.  The  impasse  that  resulted  led  to  our  in- 
forming the  Counsel  of  the  State  Education  Department 
that  we  would  seek  court  action  if  the  proposed  schedule 
was  implemented.  The  State  Education  Department 
convened  a meeting  of  representatives  of  the  State  Board 
for  Medicine,  State  Board  for  Podiatry,  the  Podiatry  So- 
ciety of  the  State  of  New  York  and  the  Medical  Society  of 
the  State  of  New  Y ork.  At  the  invitation  of  MSSNY,  the 
President  of  the  New  York  State  Society  of  Orthopedic 
Surgeons,  Inc.,  also  attended  that  meeting.  The  outcome 
was  the  acceptance  of  the  proposals  submitted  by  MSSNY 
six  months  previously  and  acceptable  to  the  Podiatry  So- 
ciety of  the  State  of  New  York.  The  New  York  State  Ed- 
ucation Department  asked  that  MSSNY  and  the  Podiatry 
Society  of  the  State  of  New  York  meet  to  agree  upon  the 
formal  language.  This  was  done  and  the  document  sub- 
mitted to  the  Chairman  of  the  Workmen’s  Compensation 
Board.  The  latter,  in  turn,  referred  the  schedule  to  the 
Advisory  Committee  which  recommended  that  this 
schedule,  with  some  minor  changes,  acceptable  to  MSSNY, 
be  promulgated  by  the  Chairman  of  the  Workmen’s 
Compensation  Board,  in  preference  to  the  one  submitted 
by  the  Podiatry  Practice  Committee.  The  Chairman  of 
the  Workmen’s  Compensation  Board  accepted  this  rec- 
ommendation and  the  Podiatry  Fee  Schedule  became  ef- 
fective on  April  15,  1976. 

Evaluation  and  Review  of  Osteopaths.  In  February 
1974  membership  in  county  and  state  medical  associations 
was  opened  to  doctors  of  osteopathy.  At  that  time  the 
Rules  and  Procedure  under  the  Workmen’s  Compensation 
Law  provided  that  those  matters  involving  doctors  of  os- 
teopathy calling  for  review  by  a professional  society  could 
be  considered  only  by  the  New  York  State  Osteopathic 
Society.  MSSNY  requested  a change  in  the  Rules  and 
Procedures  to  permit  osteopathic  physicians  who  are 
members  of  the  county  and  state  rr^edical  associations  to 
have  the  same  rights  as  all  other  members  of  those  societies. 
This  request  was  accepted  by  the  Chairman  of  the  Work- 
men’s Compensation  Board  and  the  Rules  and  Procedure 
were  changed  accordingly.  Subsequently  the  New  York 
State  Osteopathic  Society  requested  reversal  of  the 
Chairman’s  decision,  and  a hearing  was  held  before  the 
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Medical  Appeals  Unit  of  the  Workmen’s  Compensation 
Board,  with  the  division  director  representing  MSSNY. 
The  Medical  Appeals  Unit  recommended  that  the  Chair- 
man’s decision  not  be  reversed. 

Modification  of  C-4  Forms.  In  response  to  a number 
of  complaints  from  our  physician  members  of  the  C-4 
forms  used  in  reporting  the  findings  in  the  treatment  of 
workmen’s  compensation  claimants,  the  committee  peti- 
tioned the  Workmen’s  Compensation  Board  for  changes. 
As  a result  of  that  petition,  and  the  efforts  of  Burton  P. 
Hoffman,  M.D.,  the  Board  did  agree  to  reduce  the  size  of 
the  report  form  tu  the  standard  8%  X 11  inches  and  to 
rearrange  the  spaces  to  facilitate  typewriting.  This 
modification  should  be  beneficial  to  physicians  both  in  the 
preparation  and  in  filing  of  the  forms. 

Payment  for  Copies  of  X-Ray  Films.  Since  original 
x-ray  films  are  an  integral  part  of  the  patient’s  record,  and 
it  is  the  opinion  of  MSSNY’s  General  Counsel  and  Counsel 
for  the  Medical  Liability  Mutual  Insurance  Company  that 
a physician  should  at  all  times  retain  the  original  of  a pa- 
tient’s records,  a request  was  made  to  the  Workmen’s 
Compensation  Board’s  Advisory  Committee  on  the  Med- 
ical Fee  Schedule  and  Allied  Problems  that  in  those  in- 
stances where  x-rays  are  requested  by  the  carriers  or  the 
Board,  copies  be  acceptable  and  that  payments  to  defray 
the  expenses  of  making  such  copies  be  covered.  This  re- 
quest was  rejected.  It  is  the  recommendation  of  this 
committee,  supported  by  Counsel,  that  original  x-rays  be 
retained  by  the  physician  as  part  of  his  office  record. 

Increase  in  Workmen ’s  Compensation  Medical  Fee 
Schedule.  On  July  1,  1975,  after  intensive  negotiations 
the  Chairman  of  the  Workmen’s  Compensation  Board 
promulgated  an  increase  in  the  fee  schedule  averaging 
about  12%  on  an  overall  basis.  MSSNY  has,  through  its 
representation  on  the  Advisory  Committee,  been  actively 
engaged  in  seeking  an  overall  increase  of  20%  in  the  present 
fee  schedule  to  become  effective  July  1,  1976.  These  ne- 
gotiations have  necessitated,  during  the  past  five  months, 
the  accumulation  and  presentation  of  considerable  sup- 
porting data  which  we  feel  substantiates  the  reasonableness 
and  validity  of  our  request.  At  this  moment  the  negotia- 
tions are  at  an  impasse  and  await  resolution  by  the  Chair- 
man of  the  Board. 

Conclusion  of  Workmen’s  Compensation  Statistical 
Study.  In  May  1976  the  results  of  the  statistical  study, 
a two  year  effort  in  which  MSSNY’s  Director  of  the  Divi- 
sion of  Medical  Services  collaborated  with  the  Workmen’s 
Compensation  Board  and  the  carriers,  became  available. 
The  study  entailed  an  analysis  in  depth  of  30,864  individual 
files,  involving  76,030  bills,  including  geographic  area,  di- 
agnosis, type  of  treatment  and  by  whom  rendered,  hospital 
versus  physician  payments,  and  frequency.  It  is  planned 
to  summarize  the  findings  in  a forthcoming  article  in  the 
New'  York  State  Journal  of  Medicine.  A preliminary  re- 
view indicates  a substantiation  of  the  results  of  two  pre- 
vious studies  conducted  solely  by  MSSNY’s  Division  of 
Medical  Services  Director.  The  study  should  provide  the 
factual  data  that  has  been  found  lacking  in  attempting  to 
resolve  some  of  the  problems  peculiar  to  workmen’s  com- 
pensation, and  permit  more  valid  projections  in  changing 
rules  and  fees. 

Inordinate  Delay  by  the  City  of  NY  in  Paying  Phy- 
sicians Fees  for  the  Treatment  of  Workmen’s  Com- 
pensation Cases.  The  failure  of  the  City  of  New  York  to 
process  claims  and  to  delay  for  years  payment  of  fees  due 
physicians  treating  its  employees  covered  under  the 


Workmen’s  Compensation  Law  has  been  disgraceful.  Our 
attempts  to  improve  this  situation  by  communication  with 
the  Mayor’s  office  were  unsuccessful.  District  37  of  the 
Unicui  of  City  Employees,  finding  that  physicians  were 
reluctant  to  accept  such  cases,  finally  filed  suit  to  force 
prompt  payment.  MSSNY  offered  to  present  supporting 
material  in  justification  of  the  complaint.  The  Chairman 
of  the  Board  intervened  and  secured  a promise  from  the 
New  York  City  administration  that  it  would  assign  addi- 
tional help  and  streamline  its  procedures  to  rectify  the 
situation.  It  is  too  early  to  determine  if  in  fact  the  City  has 
taken  the  necessary  measures.  Under  law,  the  City  of  New 
York,  as  other  municipalities,  are  not  subject  to  the  disci- 
plinary' measures  that  are  applicable  to  other  compensation 
insurance  carriers.  The  Chairman  of  the  Board  has  indi- 
cated that  he  will  pursue  this  matter  vigorously  and  this 
committee  will  keep  abreast  of  developments.  The  suit 
mentioned  is  still  pending. 

Nassau  County  Medical  Society’s  Resolution  to 
Disband  its  “Workmen’s  Compensation  Board.”  The 

Executive  Committee  of  the  Medical  Society  of  the  County 
of  Nassau  on  November  11,  1975,  voted  to  disband  its 
“Workmen’s  Compensation  Board”  and  urged  MSSNY  to 
take  similar  action.  Our  committee  considered  the  above 
and,  although  recognizing  that  there  were  a number  of 
provisions  in  the  Workmen’s  Compensation  Law  that  were 
inequitable  and  onerous,  was  of  the  opinion  that  the  proper 
avenue  to  correct  such  was  through  legislative  changes  in 
Albany,  or  by  our  relationships  with  the  Chairman  of  the 
Workmen’s  Compensation  Board  and  his  various  admin- 
istrative departments.  We  are  active  both  in  Albany  and 
with  the  Chairman  to  produce  needed  changes  in  the  law 
and  regulations.  The  Workmen’s  Compensation  Law  now 
provides  that  in  matters  that  affect  physicians,  the 
Chairman  will  seek  the  advice  and  recommendation  of  the 
county  and/or  State  Medical  Society.  At  one  time  the 
Medical  Practice  Committee  of  the  Workmen’s  Compen- 
sation Board  had  the  sole  responsibility  of  evaluating  the 
qualifications  of  physicians,  authorizing  specialty  ratings 
and  hearing  complaints  against  physicians.  MSSNY 
found  this  unsatisfactory  and  felt  that  physicians  should 
have  such  functions  performed  by  their  peers  at  the  county 
medical  society  level.  In  1960  the  Society  was  successful 
in  having  the  Workmen’s  Compensation  Law  amended  to 
restore  the  review  function  to  the  county  medical  societies. 
Although  the  final  authority  rests  with  the  Workmen’s 
Compensation  Board,  the  recommendations  of  the  medical 
societies  are  given  great  weight  by  the  Board.  The  com- 
mittee felt  that  such  review  functions,  affording  physicians 
a hearing  through  the  appropriate  committee  of  the  county 
medical  society,  was  one  that  we  should  not  surrender  and 
accordingly  recommended  that  the  Council  disapprove  the 
Medical  Society  of  the  County  of  Nassau’s  request. 

The  recommendation  to  the  Council  of  MSSNY,  which 
it  adopted,  reads  as  follows: 

“That  the  Executive  Committee  of  the  Nassau 
County  Medical  Society  reconsider  its  decision  to  abol- 
ish its  Workmen’s  Compensation  Committee.  This 
Committee  works  to  protect  the  public  and  the  profes- 
sion in  compensation  matters. 

“Certain  remedies  can  only  be  effected  by  a change 
in  State  Law.  Where  appropriate,  efforts  have  been 
made  and  will  continue  to  be  made  to  have  the  Legisla- 
ture act.  Where  the  law  allows,  the  Chairman  of  the 
Workmen’s  Compensation  Board  has  changed  certain 
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administrative  procedures  and  has  further  changes 
under  consideration. 

“The  influence  of  the  medical  profession  in  these 
matters  will  be  best  served  by  a unified  approach 
through  the  Medical  Society  of  the  State  of  New  York 
rather  than  by  separate  action  from  county  medical  so- 
cieties or  specialty  societies.” 

The  Medical  Society  of  the  County  of  Nassau’s  Work- 
men’s Compensation  Board”  has  not  as  yet  implemented 
the  recommendation  of  its  executive  committee. 

Relationships  Between  County  Medical  Societies 
and  the  Workmen’s  Compensation  Board.  The  com- 
mittee has  been  made  aware  of  an  increasing  number  of 
complaints  that  county  medical  societies  have  been  dila- 
tory in  responding  to  requests  by  the  Board  to  investigate 
situations  involving  physicians  treating  workmen’s  com- 
pensation claimants.  The  complaints  have  ranged  from 
no  action  to  inordinate  delays.  The  committee  recom- 
mended that  the  county  medical  societies  look  into  the 
matter  and  take  appropriate  steps  to  remedy  the  situation. 
Since  the  Workmen’s  Compensation  Board  operates  by 
law,  its  provisions  must  be  adhered  to,  seeking  to  correct 
faults  through  amendments  to  the  law.  It  is  the  opinion 
of  the  committee  that  we  can  best  serve  the  interest  of  our 
members  by  maintaining  and  enhancing  the  avenues  of 
communication  MSSNY  has  established  with  the  Work- 
men’s Compensation  Board,  the  insurance  carriers,  in- 
dustry and  labor. 

Amendments  to  the  Workmen’s  Compensation  Law. 

This  committee  has  recommended  and  sought  several 
amendments  to  the  Workmen’s  Compensation  Law  to 
correct  recognized  inequities  and  burdensome  provisions. 
Preoccupation  with  the  medical  liability  situation  has 
hindered  the  introduction  or  progression  of  the  desired 
amendments.  In  the  present  ongoing  session  of  the  Albany 
Legislature,  MSSNY  has  been  successful  in  having  bills 
introduced  in  both  the  Assembly  and  the  Senate  that 
would 

( 1 ) provide  the  Chairman  with  the  authority  to  en- 
force payment  of  bills  due  physicians  under  the  provi- 
sions of  the  Law  without  the  physician  having  to  file 
suit  to  obtain  payment,  and 

(2)  to  remove  the  statutory  limitation  of  the  pay- 
ment of  $50.  to  physicians  when  they  serve  on  the  arbi- 
tration committee,  authorizing  the  Chairman  to  estab- 
lish an  equitable  fee  and  adjust  it  as  circumstances 
warrant.  We  have  obtained  the  endorsement  and  sup- 
port of  these  two  measures  from  the  Chairman  of  the 
Workmen’s  Compensation  Board  and  are  hopeful  that 
they  will  he  enacted  in  the  present  Legislature. 
Workmen’s  Compensation  and  the  No-Fault  ( Auto- 
mobile) Law.  The  Superintendent  of  Insurance  has  ruled 
that  when  a patient  is  covered  under  both  the  Workmen’s 
Compensation  Law  and  the  No-Fault  Law  that  the  pay- 
ment due  physicians  for  services  they  rendered  to  such 
claimants  shall  be  those  of  the  Workmen’s  Compensation 
Medical  Fee  Schedule.  MSSNY  is  of  the  opinion  that  this 
is  contrary  to  the  intent  of  the  No-Fault  Law  and  is  seeking 
a reconsideration.  We  will  continue  to  press  this  matter 
in  keeping  with  the  wording  of  the  No  Fault  Law  which 
provides  for  “reasonable  and  necessary  expenses”  fcr 
medical  services. 

Injured  Federal  Employees  Covered  by  the  NYS 
Workmen’s  Compensation  Law.  An  insurance  carrier, 
acting  as  the  fiscal  intermediary  for  Federal  Employee 
Compensation  coverage,  insisted  that  the  New  York  State 


Workmen’s  Compensation  Fee  Schedule  was  applicable 
to  physicians’  fees  for  rendering  care  to  injured  Federal 
employees.  The  committee  took  issue  with  this  inter- 
pretation and,  together  with  the  involved  physician,  pre- 
sented the  matter  to  the  involved  Federal  agency  and  ob- 
tained a ruling  that  the  NYS  Workmen’s  Compensation 
Law  does  not  apply  to  Federal  employees  and  that  fees 
therefore  should  be  based  on  “local,  usual  and  customary 
fees.” 

Workmen’s  Compensation  Coding  for  Hand  Sur- 
geons. A request  has  again  been  received  from  the  New 
York  Society  for  Surgery  of  the  Hand  that  a separate 
coding  for  hand  specialists  be  established.  The  committee 
noted  that  this  request  has  been  considered  several  times 
in  recent  years  and  that,  in  the  absence  of  a Specialty  Board 
for  Hand  Surgery,  and  in  view  of  the  conflicting  views  of 
plastic,  orthopedic,  and  general  surgeons,  it  had  been  de- 
cided not  to  recommend  the  establishment  of  a specialty 
category  until  these  issues  have  been  resolved. 

It  was  unanimously  voted  to  recommend  to  MSSNY  that 
at  this  time  a separate  designation  for  hand  surgeons, 
distinct  from  other  specialties,  not  be  established. 

The  Council  approved  this  recommendation. 

Advisory  Committee  on  the  Medical  Fee  Schedule 
and  Allied  Problems  of  the  Workmen’s  Compensation 
Board.  MSSNY  is  represented  oh  this  advisory  com- 
mittee by  four  physicians  appointed  by  the  Chairman  of 
the  Workmen’s  Compensation  Board.  Although  this  is  not 
an  integral  part  of  our  Society,  three  of  the  present  repre- 
sentatives are  members  of  this  committee  which  has  been 
kept  fully  informed  of  the  matters  discussed  and  actions 
taken  by  the  Advisory  Committee.  The  MSSNY  repre- 
sentatives take  positions  that  reflect  the  viewpoints  and 
positions  of  this  committee  as  endorsed  by  the  Council. 

Conclusion.  The  above  report  reviews  the  more  im- 
portant topics  dealt  with  by  this  committee,  omitting  nu- 
merous other  items  that  were  dealt  with  since  the  last  re- 
port submitted  to  the  House  of  Delegates,  nor  is  reference 
made  of  the  frequent  requests  that  are  dealt  with  by  the 
Division  of  Medical  Services  to  secure  resolution  of  dif- 
ficulties arising  in  the  field  of  workmen’s  compensation. 
The  committee  calls  to  the  attention  of  members  of  our 
Society  the  availability  of  assistance  by  the  committee  and 
by  the  division  with  problems  within  the  purview  of 
workmen’s  compensation. 

The  committee  has  found  that  the  invitation  to  the 
chairmen  of  county  medical  society  workmen’s  compen- 
sation committees  to  an  annual  meeting  has  been  suc- 
cessful in  establishing  closer  liaison  and  understanding  and 
plans  to  continue  this  practice. 

The  chairman  takes  this  opportunity  to  express  on  his 
own  behalf  and  that  of  the  Medical  Society  of  the  State  of 
New  York  the  appreciation  due  the  members  of  the  com- 
mittee who  have  devoted  so  much  of  their  personal  time 
and  effort  to  the  problems,  the  solution  of  which  benefits 
their  colleagues,  and  to  thank  them.  He  also  expresses  his 
appreciation  to  the  Director  of  the  Division,  Max  N. 
Howard,  M.D.,  his  associates,  Mr.  William  D.  Brainin,  and 
to  the  committee  administrative  assistant.  Miss  Alice  E. 
Wheeler  for  their  industry  and  effectiveness.  The  com- 
mittee feels  that  Dr.  Howard,  Mr.  Brainin  and  Miss 
Wheeler  have  been  consistently  effective  in  dealing  with 
a series  of  important  and  difficult  issues. 

Respectfully  submitted 

John  H.  Morton,  M.D Chairman 
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PUBLIC  HEALTH 


COMMISSION  ON  PUBLIC  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  membership  of  the  Commission  on  Public  Health 


is  as  follows: 

Keith  O.  Guthrie,  Jr.,  M.D.,  Chairman  ....  New  York 

Marcelle  T.  Bernard,  M.D Bronx 

Charles  A.  Bertrand,  M.D Westchester 

Stephen  W.  Blatchly,  M.D Tompkins 

Roger  J.  Boulay,  M.D Monroe 

George  F.  Cunningham,  M.D Suffolk 

Arthur  H.  Dube,  M.D Onondaga 

Stanley  I.  Fishman,  M.D Kings 

Vincent  J.  Fontana,  M.D New  York 

Irving  G.  Frohman,  M.D Queens 

Stanley  E.  Gitlow,  M.D New  York 

Leonard  L.  Heimoff,  M.D Bronx 

Edward  C.  Hughes,  M.D Onondaga 

Donald  T.  Kasprzak,  M.D Clinton 

David  N.  Kluge,  M.D Monroe 

Allison  B.  Landolt,  M.D Westchester 

Harry  S.  Lichtman,  M.D Kings 

Edward  J.  Lorenze,  III,  M.D Westchester 

Charles  E.  Rogers,  M.D Nassau 

John  D.  States,  M.D Monroe 


The  nineteenth  annual  meeting  of  the  Commission  on 
Public  Health  and  Education  was  held  at  the  Americana 
Inn  in  Albany,  New  York  on  July  18th  and  19th,  1975.  The 
large  agenda  in  previous  years  had  demonstrated  the  need 
to  extend  this  meeting  to  two  days  and  the  changed  format 
was  a distinct  improvement.  The  two  day  agenda  allowed 
sufficient  time  for  all  committee  reports  to  be  discussed  in 
depth  and  because  of  this  thorough  treatment  several 
recommendations  to  the  Council  came  out  of  the  meeting. 
In  this  way  MSSNY  was  able  to  take  action  on  several 
issues  more  expeditiously  than  if  they  had  to  await  com- 
mittee meetings.  This  innovation  will  be  followed  again 
this  year. 

Because  of  the  increased  activities  of  MSSNY  in  Con- 
tinuing Medical  Education  the  Commission  was  this  year 
split  into  a Commission  on  Public  Health  and  a Commis- 
sion on  Education.  Several  committees  which  had  been 
inactive  were  discontinued.  The  Child  Abuse  Committee 
was  activated  under  the  chairmanship  of  Vincent  J.  Fon- 
tana, M.D.  Several  meetings  of  this  committee  have  al- 
ready been  held  and  its  actions  will  be  reported  in  its  an- 
nual report.  Many  important  committee  reports  will  be 
forthcoming  and  all,  especially  members  of  the  House  of 
Delegates,  are  urged  to  study  these  carefully.  Many  ac- 
tions of  the  House  are  dependent  upon  advice  from  these 
committees. 

The  commission  meeting  in  Albany  this  July,  with  the 
State  Health  Department,  will  be  a combined  meeting  of 
the  Commission  on  Public  Health  and  the  Commission  on 
Education. 

As  chairman  of  the  Commission  on  Public  Health  and 
on  behalf  of  the  committee  chairmen  I wish  to  express  our 
appreciation  for  the  assistance  to  us  by  the  staff  of  the 
Division  of  Scientific  Activities. 

Respectfully  submitted, 

Keith  O.  Guthrie,  Jr.,  M.D.,  Chairman 


ACCIDENT  AND  INJURY  PREVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  the  members  of  the  Committee  on 


Accident  and  Injury  Prevention: 

John  D.  States,  M.D.,  Chairman  Monroe 

Gerald  Adams,  M.D Kings 

Harold  Brandaleone,  M.D New  York 

James  Cosgriff,  M.D Erie 

Francis  J.  Gilroy,  M.D Broome 

David  R.  Heller,  M.D Westchester 

James  E.  Holmblad,  M.D Schenectady 

Marshall  Lepidus,  M.D Suffolk 

George  Lim,  M.D Oneida 

William  D.  Wiley,  M.D Jefferson 

Robert  Huszar,  M.D.,  Advisor Albany 

Leslie  Fisher,  M.P.H.,  Advisor  Albany 


The  committee  met  on  April  27, 1 976,  and  the  committee 
chairman  Dr.  John  D.  States  met  with  the  Committee  on 
Alcoholism  on  March  2,  1976. 

Alcohol  and  Driving.  Methods  of  identifying  dan- 
gerous drinking  drivers  were  discussed  by  the  committee 
and  with  the  Committee  on  Alcoholism.  The  committee 
concurs  with  the  Committee  on  Alcoholism  that  the  driver 
license  application  question  number  4,  “Have  you  been 
treated  for  alcoholism?”  should  be  deleted.  The  question 
deters  alcoholics  from  seeking  needed  treatment  and  en- 
courages false  statements  by  those  who  have  already  been 
treated.  Use  of  the  driver’s  violation  and  accident  records 
may  be  the  best  means  of  identifying  the  dangerous  driver 
and  is  worthy  of  further  investigation.  The  committee  will 
work  with  the  Committee  on  Alcoholism  to  devise  a better 
method  of  identification. 

State  Legislation.  A renewed  effort  by  a small  group 
of  motorcyclists  to  repeal  the  helmet  usage  law  has  been 
made.  Committee  members  have  been  urged  to  contact 
their  legislators  and  make  known  their  opposition  to  repeal 
of  the  helmet  usage  law. 

Seat  belt  usage  legislation  was  introduced  by  Senator 
John  Caemmerer  but  failed  to  pass  for  the  third  consecu- 
tive year.  The  Province  of  Ontario  has  decreased  the 
number  of  deaths  due  to  traffic  accidents  35%,  in  spite  of 
a 10%  increase  in  vehicle  mileage,  because  of  mandatory 
safety  belt  usage.  No  jurisdiction  in  the  United  States  has 
an  enforced  safety  belt  usage  law  in  effect  in  spite  of  the 
fact  that  virtually  every  other  country  in  the  world  with 
advanced  motor  vehicle  highway  systems  have  such 
laws. 

Police  Injury  Scale.  Erratically  different  police  injury 
scales  were  introduced  in  1974  and  have  proved  to  be  far 
more  accurate  than  the  KABO  Scale.  Other  states  are 
examining  the  scale  and  may  adopt  it  because  of  its  in- 
creased accuracy. 

School  Bus  Safety.  Backing  up  school  busses  caused 
accidental  injuries  to  two  students  as  reported  by  Dr. 
George  Lim.  Verbal  backup  warning  systems  used  in 
several  other  states  on  commercial  vehicles  are  recom- 
mended for  school  busses  by  the  committee. 

Bicycle  Safety.  Construction  of  bicycle  paths  as  ex- 
tensions of  highway  shoulders  appears  to  be  a practical 
means  of  providing  increased  safety  by  segregation  from 
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highway  traffic.  Federal  funds  are  available  for  such 
construction  programs. 

Physician  Guide  for  Driving  Disabilities.  A guide 
for  New  York  State  physicians,  “Should  Your  Patient 
Drive?”  is  nearing  completion  through  the  joint  efforts  of 
the  New  York  State  Department  of  Health  and  the  com- 
mittee. The  guide  will  provide  details  concerning  driving 
disabilities  as  they  relate  to  New  York  State  laws. 

Legal  Immunity  for  Physicians  Reporting  Medical 
Disabilities.  Immunity  from  lawsuits  for  physicians  re- 
porting medical  driving  disabilities  continues  to  be  desir- 
able in  the  opinion  of  the  committee.  The  American 
Medical  Association  has  sponsored  several  workshops  on 
the  subject.  The  experience  of  states  with  similar  laws 
(Maryland  and  Oregon)  remains  excellent.  The  committee 
will  consider  recommending  action  by  MSSNY  in  support 
of  New  York  State  legislation  at  the  November  ’76  com- 
mittee meeting. 

Visual  Disability  Due  to  Telescopic  Lenses.  Patients 
who  use  telescopic  lenses  for  correction  of  visual  defects 
should  not  be  allowed  to  drive  because  of  limited  and  dis- 
torted peripheral  vision.  The  New  York  State  Department 
of  Motor  Vehicles  has  allowed  their  use  following  a one- 
sided hearing  sponsored  by  the  optometrists, held  inl975. 
A second  hearing  supported  by  the  American  Medical 
Association,  June  11-12,  1976,  presented  concern  of  phy- 
sicians with  the  hazards  of  such  visually  handicapped 
drivers.  Physicians  remain  unanimously  opposed  to  the 
use  of  telescopic  lenses  by  the  drivers. 

Respectfully  submitted, 

John  D.  States,  M.D.,  Chairman 

AGING  AND  NURSING  HOMES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Aging  and  Nursing 


Homes  are  as  follows: 

Marcelle  T.  Bernard,  M.D.,  Chairman  Bronx 

Albert  F.  R.  Andresen,  Jr.,  M.D Westchester 

Robert  Collins,  M.D Onondaga 

Eli  A.  Leven,  M.D Monroe 

Edward  J.  Lorenze,  III,  M.D Suffolk 

James  A.  Moore,  M.D Albany 

John  R.  Price,  M.D Jefferson 

Leon  M.  Rothman,  M.D Kings 

Garrett  W.  Vink,  M.D Putnam 

George  M.  Warner,  M.D.,  Advisor  Albany 


At  the  1975  meeting  of  the  Commission  on  Public  Health 
and  Education,  we  discussed  the  presentation  (on  April  4, 
1975),  “The  Role  of  the  Medical  Director  in  the  Skilled 
Nursing  Facility”  and  noted  that  this  seminar  was  con- 
sidered a worthwhile  activity  for  The  Medical  Society  of 
the  State  of  New  York. 

With  the  approval  of  the  Council,  the  Committee  on 
Aging  and  Nursing  Homes  cooperated  with  the  New  York 
Academy  of  Medicine  in  a conference  on  long  term  care, 
entitled  “The  Medical  Director  Requirement  in  Nursing 
Homes.”  This  conference  was  held  at  the  New  York 
Academy  of  Medicine  on  September  17, 1975,  and  it  focused 
attention  on  the  issues  raised  by  recent  legislation.  The 
seminar  was  well  attended. 

On  December  4,  1975,  the  Monroe  County  Medical  So- 
ciety in  conjunction  with  MSSNY  presented  a seminar  on 
“Better  Patient  Care  in  the  Nursing  Home:  the  Role  of 
the  Medical  Director.”  This  meeting  was  held  at  the 
Rochester  Academy  of  Medicine. 


Some  of  the  points  made  by  the  participants  were: 

1.  The  key  to  good  relationships  in  the  Nursing 
Home  is  mutual  respect  of  all  health  care  personnel. 

2.  The  Medical  Director  is  needed  to  upgrade  the 
standards  for  quality  medical  care  and  it  was  felt  that 
the  New  York  State  Department  of  Health  should  see 
that  the  “cost”  of  a Medical  Director  is  reimbursable. 

3.  The  advantages  of  becoming  a Medical  Director 
are  the  challenge  of  a new  field,  the  chance  for  organi- 
zation of  private  life  and  a predictable  work  schedule. 

4.  Alternative  patterns  of  care  could  include: 

a.  Other  nearby  institutions  with  a Medical  Di- 
rector 

b.  H.M.O. 

c.  Community  Clinics  to  provide  coverage 

d.  Hospitals  with  Nursing  Home  Units — one  of 

whose  personnel  would  serve  as  Medical  Director. 

e.  Hospitals  affiliated  with  a Nursing  Home 

with  a good  interagency  transfer  agreement. 

f.  Independent  clinic  center 

5.  It  was  noted  that  a Medical  Director  must  be 
able  to  “inspire”  and  “teach”  other  physicians  in  the 
nursing  home. 

6.  There  is  a need  for  doctors  to  form  a group  of 
their  own  to  promote  interest  and  training.  A curricu- 
lum for  doctors  interested  in  geriatrics  would  include: 
internal  medicine,  overlooked  diseases,  chronic  diseas- 
es, pharmacology  and  teaching  the  individuality  of  the 
patient  and  his  illness. 

On  July  23,  1975,  the  committee  sent  a letter  to  the 
Commissioner  of  Social  Security,  J.  B.  Cardwell,  regarding 
the  proposed  rules  of  the  Department  of  HEW  about 
Federal  Health  Insurance  for  the  Aged  and  Disabled. 

The  committee  made  the  following  remarks  regarding 
the  said  proposed  rules: 

1.  The  proposals  for  actions  to  be  taken,  against 
the  physician  who  “with  some  frequency,  erroneous 
certificates,  and/or  inappropriate  plans  of  treatment 
completely  ignore  the  concept  of  peer  review.”  The 
judgment  in  such  instances  should  be  made  only  by  a 
physician’s  peers,  and  a statement  to  this  effect  should 
be  included  in  the  proposed  rules.  Such  peer  review 
mechanisms  should  be  acceptable  to  the  appropriate 
county  and/or  state  medical  societies. 

2.  The  committee  also  wishes  to  make  the  point 
that  it  is  fallacious  to  base  the  need  for  the  type  of  care 
and  the  duration  of  care  solely  on  the  clinical  diagno- 
sis. Many  other  factors  are  also  determinant  and 
must  be  considered. 

3.  The  committee  is  of  the  opinion  that  sufficient 
time  has  not  elapsed  for  proper  evaluation  of  the  effec- 
tiveness of  Utilization  Review  in  the  facilities  under 
discussion  in  the  proposed  rules.  It  is,  therefore,  sug- 
gested that  the  proposed  rules  be  deferred  for  at  least 
18  months,  to  give  sufficient  time  for  this  evaluation. 
The  committee  hopes  that  these  comments  will  be  seri- 
ously considered. 

The  committee  recommended  that  the  rules  should  be 
deferred  for  at  least  18  months. 

The  committee  discussed  canvassing  the  curriculum  of 
medical  schools  in  New  York  State  regarding  courses  given 
in  geriatrics.  Plans  are  being  developed  for  such  a study. 
With  the  ever  increasing  geriatric  population,  we  feel  ger- 
iatrics should  be  taught  in  the  medical  schools. 

A special  meeting  was  held  on  December  4,  1975,atthe 
Faculty  Club  of  the  University  of  Rochester.  The  purpose 


1 730  New  York  State  Journal  of  Medicine/ September  1976 


of  the  meeting  was  to  discuss  the  “Controlling  Persons  Act” 
(Laws  of  New  York,  Chapter  651,  #28089) — an  act  to 
amend  the  Public  Health  Law  in  relation  to  liability  of 
controlling  persons  of  nursing  homes.  This  act  is  to  take 
effect  July  1,  1976.  It  was  felt  the  intent  of  the  law  and  the 
way  the  law  is  written  are  two  different  things.  It  was  felt 
the  law  should  be  repealed.  It  was  recommended  that  the 
Council  contact  the  writers  of  the  legislation  for  clarifica- 
tion. MSSNY  is  encouraging  physicians  to  become  med- 
ical directors  and  at  the  same  time  these  physicians  are  in 
jeopardy.  The  Council  did  take  the  necessary  steps  in  an 
attempt  to  amend  this  act. 

The  committee  discussed  correspondence  which  con- 
cerned the  refusal  by  a nursing  home  to  recognize  the  rights 
of  a physician’s  assistant  to  function  under  the  supervision 
of  his  physician  employer  in  a nursing  home.  This  corre- 
spondence was  referred  to  J.  Richard  Burns,  J.D.,  MSSNY 
general  counsel  for  his  opinion  and  to  Dr.  Julia  Freitag, 
Assistant  Commissioner  for  Health  Manpower  Develop- 
ment of  the  New  York  State  Department  of  Health,  for  her 
opinion. 

There  is  a new  rating  system  form  for  the  Residential 
Health  Care  Facility.  Our  committee  is  studying  this  at 
the  present  time. 

The  committee  is  also  obtaining  additional  information 
regarding  the  services  of  physicians’  assistants  in  Nursing 
Homes.  The  New  York  State  Department  of  Health  is 
responsible  for  promulgating  the  duties  which  may  be  as- 
signed to  physicians’  assistants  and  the  degree  of  super- 
vision required  by  their  supervising  physicians. 

With  the  help  of  our  advisor,  Dr.  George  M.  Warner,  we 
will  be  kept  aware  of  changes  in  regulations  regarding  long 
term  care  facilities  in  New  York  State  and  we  hope  to  keep 
our  physicians  knowledgeable  in  these  matters  and  to 
continue  to  give  good  quality  care. 

I extend  my  sincere  and  heartfelt  thank  you  to  all  our 
committee  members  and  especially  to  Dr.  Robert  Collins 
and  Dr.  Eli  Levin  and  our  most  helpful  advisor  Dr.  George 
M.  Warner.  Our  secretary,  Miss  Dorothy  Smith,  has  our 
utmost  esteem  and  appreciation. 

Respectfully  submitted, 

Marcelle  T.  Bernard,  M.D.,  Chairman 

ALCOHOLISM 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Alcoholism  are  as 


follows: 

Stanley  E.  Gitlow,  M.D.,  Chairman  New  York 

LeClair  Bissell,  M.D New  York 

Sheila  B.  Blume,  M.D Suffolk 

Pasquale  A.  Carone,  M.D Suffolk 

Stephen  M.  Clement,  M.D Erie 

Luther  A.  Cloud,  M.D New  York 

Sidney  S.  Greenberg,  M.D New  York 

Susan  E.  Hanson,  M.D Monroe 

William  L.  Holt,  Jr.,  M.D Albany 

Brian  R.  Nagy,  M.D Chemung 

Arthur  G.  Baker,  M.D.,  Advisor  Albany 


During  the  previous  year,  the  Committee  on  Alcoholism 
has  concerned  itself  largely  with  the  problems  inherent  in 
establishing  the  Physicians  Committee.  Much  time  and 
attention  of  this  committee  was  concentrated  in  the  for- 
mation of  an  effective  program  for  dealing  with  the  dis- 


abled physician.  The  formation  of  the  Physicians  Com- 
mittee in  the  spring  of  1975  relieved  the  Committee  on 
Alcoholism  of  the  immediate  and  direct  responsibility  for 
dealing  with  these  particular  issues.  Nonetheless,  a close 
relationship  continues  to  exist  between  these  committees 
and,  in  fact',  the  members  of  the  Committee  on  Alcoholism 
will  man  the  exhibit  of  the  Physicians  Committee  sched- 
uled to  appear  at  the  annual  meeting  of  the  State  Medical 
Society  in  November  of  this  year. 

The  Committee  on  Alcoholism  also  prepared  a teaching 
program  to  be  presented  at  the  annual  meeting  of  the  State 
Medical  Society  on  the  morning  of  November  9, 1976.  The 
program  will  address  the  issues  of  the  need  for  and  dangers 
associated  with  the  use  of  drugs  in  the  treatment  of  alco- 
holism. The  chairman  is  scheduled  to  present  the  opening 
paper  entitled  “Drugs:  How  To  and  When  Not  To.”  Dr. 
Sheila  Blume  will  follow  with  the  subject  of  “The  Role  of 
the  Primary  Physician  in  Alcoholism  Rehabilitation,”  and 
Dr.  Herbert  Benson  will  discuss  “The  Relaxation  Re- 
sponse, a Non-drug  Tranquilizer.”  The  three  speakers  and 
Dr.  Brian  Nagy,  the  moderator,  will  then  join  together  in 
a panel  discussion. 

The  committee  continued  to  address  itself  to  the  issue 
of  Question  4 on  the  New  York  State  Motor  Vehicle  Drivers 
License  Application  Form  asking  “Have  you  ever  been 
treated  for  alcoholism?”  This  committee  has  long  main- 
tained that  there  is  no  evidence  that  there  exists  a problem 
in  driver  safety  for  the  alcoholic  patient  who  has  undergone 
treatment  as  opposed  to  the  controlled,  nonalcoholic 
population.  To  this  extent  an  editorial  was  published  in 
the  New  York  State  Journal  of  Medicine  in  January  of  1976 
strongly  recommending  that  Question  4 be  deleted  from 
the  State  Drivers  License  Application.  Substantiation  of 
the  accident  data  requiring  such  action  was  published  in 
an  article  by  Dr.  Frank  Seixas  in  the  same  journal  this  year. 
Dr.  John  D.  States,  chairman  of  the  Committee  on  Acci- 
dent and  Injury  Prevention,  joined  the  Committee  on  Al- 
coholism on  March  2,  1976,  in  order  to  evaluate  this  par- 
ticular problem.  His  committee  later  agreed  with  the 
Committee  on  Alcoholism  that  this  particular  question  on 
the  drivers  application  was  selfdefeating  and  unwise.  On 
this  basis  they  joined  this  committee  in  urging  the  removal 
of  the  question  as  it  now  stands.  Deletion  of  Question  4 
is  part  of  a legislative  program  of  the  Medical  Society  of  the 
State  of  New  York  at  the  present  time.  It  is  understood 
that  there  is  need  for  some  effective  program  to  combat  the 
incidence  of  injuries  taking  place  under  the  influence  of 
alcohol.  With  this  in  mind,  representatives  of  the  Com- 
mittee on  Alcoholism  plan  to  join  the  Committee  on  Ac- 
cident and  Injury  Prevention  in  their  efforts  to  formulate 
more  effective  techniques. 

The  committee  has  closely  followed  the  development  of 
the  concept  of  sobering-up  stations  in  the  State  of  New 
York.  Dr.  William  Holt  reported  in  detail  about  the 
functioning  of  one  such  station  in  Albany.  Concern  was 
expressed  over  not  only  the  effectiveness  of  such  treatment 
programs  but  the  legislative  mechanisms  whereby  these 
particular  facilities  will  function.  The  committee  con- 
tacted the  Division  of  Alcoholism  in  the  Department  of 
Mental  Hygiene  in  an  attempt  to  obtain  information  con- 
cerning implementation  of  the  new  legislation  about  public 
intoxicants.  The  designation  and  or  approval  process 
whereby  emergency  rooms  will  assume  responsibility  for 
rendering  such  services  apparently  required  considerable 
delineation.  Fear  had  been  expressed  concerning  the  li- 
ability of  such  institutions  for  either  holding  or  failing  to 
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hold  a patient  who  later  experienced  some  untoward  event. 
It  is  hoped  that  the  Division  of  Alcoholism  will  clarify  these 
circumstances  in  the  near  future. 

The  committee  actively  supported  the  enactment  of  the 
Pisani  Bill  for  complete  coverage  for  alcoholism  in  all  group 
health  insurance  contracts  written  in  the  State  of  New 
York.  The  Council  approved  the  committee’s  recom- 
mendation for  passage  of  Bill  S02-A  in  October  of  1975. 

Issues  of  confidentiality  disturbed  the  Committee  on 
Alcoholism  during  much  of  the  past  year.  These  issues  led 
to  the  committee’s  taking  an  active  role  in  the  formulation 
of  the  rules  and  regulations  regarding  confidentiality  of  the 
records  of  alcohol  and  drug  abuse  patients  as  published  by 
the  Department  of  Health,  Education,  and  Welfare.  A 
member  of  this  committee,  Dr.  Sheila  Blume,  wrote  an 
editorial  for  the  New  York  State  Journal  of  Medicine  in 
December  of  1975  entitled  “Ethical  Considerations  for  the 
Physician  in  Completing  Insurance  Forms,”  in  which  she 
pointed  out  the  concern  which  a physician  must  demon- 
strate in  completing  those  numerous  forms  which  are  re- 
quired by  patients  in  order  to  obtain  reimbursement  under 
their  health  insurance  plans.  All  too  often  these  plans  are 
operated  by  their  employers  and  medical  data  may  be 
forwarded  to  nonmedical  personnel  employed  by  the  pa- 
tient’s employer.  This  would  be  in  direct  contradistinction 
to  such  medical  information  being  forwarded  directly  to 
the  medical  director’s  staff  at  the  insurance  carrier.  A 
similar  issue  was  raised  in  regard  to  the  availability  of 
confidential  medical  records  from  the  Motor  Vehicle  Bu- 
reau in  Albany.  Considerable  dialogue  was  expended  in 
order  to  attempt  resolution  of  this  problem.  Unfortu- 
nately we  cannot  report  a successful  conclusion  at  this 
particular  time. 

The  committee  requested  Dr.  Marvin  A.  Block  of  Buffalo 
to  represent  it  at  a meeting  held  at  the  Copley  Plaza  Hotel 
in  Boston,  Mass.,  in  which  PSRO  and  alcohol,  drug  abuse, 
and  mental  illness  were  discussed.  It  was  apparent  there 
was  a minimal  input  by  the  private  physician  sector  in  the 
establishment  of  criteria  of  adequacy  for  such  care.  The 
committee  plans  to  maintain  active  involvement  and  in- 
terest in  this  particular  field. 

In  July  of  1975,  Mr.  Bernard  M.  Jackson,  the  Director 
of  the  Division  of  Insurance  and  Membership  Benefits  of 
the  Medical  Society  of  the  State  of  New  York,  reported  to 
the  Committee  on  Alcoholism  on  a survey  of  various  county 
medical  societies  as  to  the  coverage  for  alcoholism  under 
their  medical  insurance  programs.  There  was  a fifty-nine 
per  cent  response  of  sixty-one  polled  county  societies. 
About  two  thirds  of  the  counties  indicated  that  they  had 
neither  a county-sponsored  medical  insurance  plan  nor 
coverage  for  alcoholism  if  such  a program  existed.  The 
majority  of  the  remainder  indicated  that  no  more  than 
partial  coverage  for  alcoholism  was  available  under  their 
county-sponsored  medical  insurance  plans.  Some,  such 
as  New  York  County,  indicated  that  there  was  specific 
exclusion  of  alcoholism  in  their  sponsored  programs.  It 
was  painfully  obvious  that  medical  coverage  for  this  disease 
for  the  physicians  of  the  State  of  New  York  was  not  an  issue 
that  had  been  successfully  addressed  by  the  county  or  State 
medical  societies.  This  circumstance  has  been  known  to 
seriously  complicate  and  compromise  the  treatment  of  a 
physician  disabled  with  such  an  illness.  At  the  very  time 
when  such  a disabled  physician  is  oft  times  faced  with 
immense  financial  distress  and  vocational  compromise,  his 
health  insurance  coverage  proves  so  inadequate  as  to  al- 
most negate  the  availability  of  an  effective  treatment 


schedule.  With  the  aim  of  counteracting  these  inade- 
quacies, Mr.  Jackson  formulated  an  effective  program  for 
group  health  insurance  coverage  for  the  physicians  of  the 
State  of  New  York,  such  a program  to  include  adequate 
insurance  and  coverage  for  alcoholism  and  mental  disease. 
The  broad  adoption  of  this  new  program  is  believed  to 
represent  one  of  the  most  urgent  and  critical  responsibil- 
ities for  the  Committee  on  Alcoholism  during  this  ensuing 
year. 

Respectively  submitted, 

Stanley  Gitlow,  M.D.,  Chairman 

CANCER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Members  of  the  Cancer  Committee  are  as  follows: 


Charles  E.  Rogers,  M.D.,  Chairman Nassau 

Daniel  Burdick,  M.D Onondaga 

Richard  G.  Cooper,  M.D Erie 

Thomas  P.  Hamilton,  Jr.,  M.D Jefferson 

John  W.  Hirshfeld,  M.D Tompkins 

Richard  H.  Lange,  M.D Schenectady 

Daniel  G.  Miller,  M.D New  York 

Arthur  A.  Stein,  M.D Albany 

Herbert  Volk,  M.D Bronx 

Nicholas  G.  Bottiglieri,  M.D.,  Advisor  . . .Connecticut 

Peter  Greenwald,  M.D.,  Advisor Albany 

Gerald  P.  Murphy,  M.D.,  Advisor  . . . <. Erie 

Guy  F.  Robbins,  M.D.,  Advisor  New  York 

Charles  D.  Sherman,  Jr.,  M.D.,  Advisor  Monroe 


The  Committee  on  Cancer  reduced  its  number  of  formal 
meetings  to  two  during  the  past  year  and  has  continued  to 
carry  on  the  majority  of  its  work  by  telephone  and  by  cor- 
respondence. The  reasons  for  and  the  effectiveness  of  this 
methodology  may  be  of  interest  to  other  committees  of  this 
commission  and,  therefore,  are  herewith  detailed. 

Effecting  economies  was  the  moving  force  which  led  the 
committee  to  test  this  approach  several  years  ago.  The 
rapid  responses  by  the  members  to  correspondence  from 
the  chairman  and  the  use  of  telephone  conferences  to  re- 
solve urgent  matters,  enabled  the  committee  to  accomplish 
its  goals  with  a saving  both  in  money  to  the  Medical  Society 
as  well  as  in  members’  time.  The  latter  is  certainly  of  no 
small  consequence  since  members  and  advisors  are  all  busy 
with  their  own  practices.  This  methodology  is  recom- 
mended to  other  committees  of  the  commission  for  con- 
sideration. 

Under  business  which  has  been  brought  to  this  august 
bodies’  attention  on  prior  occasions,  there  are  a number  of 
items. 

The  Committee  on  Cancer  continues  to  urge  the  Com- 
mission to  support  the  proposed  Cancer  Remedies  Act. 
(Appendix  A,  page  734).  This  act  should  be  brought  to  the 
attention  of  the  Legislative  Committee  and  to  our  law- 
makers in  order  that  the  citizens  of  the  State  of  New  York 
might  receive  proper  protection  from  the  cancer  quack  and, 
indeed,  all  quackery  in  medicine. 

The  feelings  of  the  committee  remain  strong  that  there 
does  not  exist  in  the  present  statutes,  adequate  punitive 
measures  to  deter  the  quack  from  practicing  his  deceit  and 
thereby  causing  unwarranted  deaths,  as  well  as  the  bilking 
of  anxious  patients  and  grief-stricken  relatives  of  untold 
amounts  of  money  with  which  they  frequently  can  ill  afford 
to  part. 

To  those  in  the  Department  of  Health  and  among  the 
legislators  who  feel  adequate  remedies  now  exist,  the 
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committee  would  ask  that  they  cite  a single  case  in  the  past 
year,  or  even  five  years,  in  which  a cancer  quack  has  been 
prosecuted,  convicted,  and  punished.  Such  a record  in  a 
State  of  16  million  people  where  carrot  juice,  vegetable 
blender  extracts,  vitamins,  boxes  with  varied  colored  lights, 
and  innumerable  other  devices  and  nostrums  are  offered 
for  sale  as  cures  or  treatment  for  cancer  is,  to  our  mind, 
unthinkable  and  unconscionable. 

A second  bit  of  old  business  is  the  continued  failure  of 
responsible  parties  to  enforce  existing  legislation  in  respect 
to  health  education.  To  the  committee’s  knowledge, 
health  subjects  are  still  being  taught  by  teachers  without 
certification  in  health  education.  The  requirement  for 
appropriate  health  education  subjects  in  the  curriculum 
of  elementary  teachers  and  the  mandate  of  health  courses 
in  all  elementary  curricula  has  not  been  fully  implement- 
ed. 

In  the  interest  of  brevity,  reference  is  made  to  excerpts 
from  last  years  report  to  the  commission  on  the  matter  of 
health  education.  (Appendix  B,  page  737).  The  com- 
mittee’s recommendations  and  offers  of  assistance  con- 
tained therein  remain  extant.  Attached  as  well  are  ex- 
cerpts of  Chapter  674,  Laws  of  New  York  (Appendix  C, 
page  737)  and  Chapter  II,  Section  135.3,  Commissioner  of 
Education’s  Regulations.  (Appendix  D,  page  738). 

The  committee  noted,  with  pleasure,  the  actions  of  the 
legislature  and  particularly  the  efforts  of  Senator  Tarky 
Lombardi,  in  requiring  home  health  care  reimbursement 
provisions  to  be  included  in  contracts  for  health  insurance 
written  in  New  York  State.  This  requirement,  coupled 
with  mandatory  discharge  planning  and  home  health  care 
planning,  will  be  of  major  assistance  in  expanding  the  home 
care  of  the  cancer  patient. 

In  1975,  the  committee  recommended  that  a rectal  ex- 
amination (unless  medically  contraindicated  or  refused), 
with  the  results  recorded  in  the  chart,  be  included  in  the 
State  Health  Code  as  a requirement  to  be  performed  on  all 
hospitalized  patients.  This  recommendation  is  again 
presented,  plus  the  inclusion  of  a test  for  occult  blood  in 
the  stool.  The  five  year  survival  of  patients  afflicted  with 
colon  and  rectal  cancer  remains  a dismal  43%  even  when 
only  regional  extension  of  disease  is  present.  The  ten  year 
survival  data  of  20%  is  more  grim.  The  disease  commonly 
remains  asymptomatic  until  it  has  already  metastasized. 
Gross  blood  in  the  stool  is  one  of  the  earliest  symptoms  of 
colorectal  cancer  and  the  data  suggest  that  occult  blood 
is  present  for  a considerable  period  of  time  before  anemia 
or  gross  blood  leads  to  further  study.  Occult  blood  testing 
seems  to  be  the  only  presently  available  cost-effective 
method  for  the  early  detection  of  asymptomatic  lower 
bowel  cancer.  The  cost  for  occult  blood  testing  would 
probably  be  less  than  3<t  per  day  for  hospitalized  pa- 
tients. 

Governor  Carey,  in  March  of  this  year,  saw  fit  to  appoint 
a Special  Committee  to  advise  and  assist  the  Commissioner 
of  Health  in  carrying  out  an  Executive  order.  This  order 
directed  the  Commissioner  to  “develop  a Statewide  com- 
prehensive plan  for  an  early  detection  system  for  breast 
cancer.  The  Governor  honored  the  Committee  on  Cancer 
by  appointing  its  chairman  to  the  Special  Committee. 

Among  the  early  conclusions  reached  by  the  delibera- 
tions of  the  Special  Committee,  was  the  concept  that 
maximum  advantage  should  be  taken  of  the  presently 
available  methods  for  the  early  detection  of  breast  cancer. 


A resolution  was  drafted  with  the  intent  of  implementing 
this  concept.  (Appendix  E,  page  738).  It  was  unani- 
mously approved  by  the  membership  of  the  Committee  on 
Cancer  of  the  Medical  Society  of  the  State  of  New  York  and 
enthusiastically  supported  by  the  Governor’s  Special 
Committee.  It  is  earnestly  hoped  that  this  commission, 
in  its  wisdom,  will  strongly  support  the  resolves  embodied 
in  the  document  and  that  the  resolution  will  find  favour 
with  the  Council  of  the  Medical  Society  of  the  State  of  New 
York.  With  apologies  for  its  presumptuousness,  the 
committee  urges  that  the  Commissioner  of  Health  proceed 
to  make  such  changes  as  are  needed  in  the  State  Health 
Code  to  implement  the  first  resolvedand  thattheMedical 
Society  of  the  State  of  New  York  press  forward,  in  all  haste, 
to  carry  out  the  last  three  resolveds. 

The  Committee  on  Cancer,  in  concert,  recommended  to 
the  Medical  Society  of  the  State  of  New  York  that  the 
Society  oppose  the  passage  of  S.7317  and  A. 9292  com- 
panion bills  relating  to  the  establishment  of  regional  breast 
cancer  detection  programs.  The  Governor  vetoed  similar 
legislation  enacted  last  year  and  in  his  reluctant  veto 
message,  the  tone  and  remarks  were  such  as  to  suggest  that 
perhaps  the  legislation  was  premature  and  that  the  matters 
required  further  study  and  planning.  To  accomplish  this 
end,  he  apointed  the  Special  Advisory  Committee  on 
Breast  Cancer.  It  thus  seemed  appropriate  to  permit  the 
Special  Committee  the  opportunity  to  carry  out  its  charge 
and  to  present  the  results  of  its  studies  to  the  Governor,  to 
the  Commissioner  of  Health  and  to  the  Legislature  prior 
to  t he  enactment  of  legislation  almost  identical  to  the  1975 
proposal. 

The  Committee  on  Cancer  wishes  to  make  it  abundantly 
clear  that  it,  in  no  way,  is  suggesting  that  the  principal  of 
early  detection  is  not  of  the  highest  order  and  priority.  It 
is  suggesting  that  before  a mandate  is  issued,  that  the 
consequences  of  the  mandate,  medical  and  fiscal,  be 
thoroughly  studied  and  considered. 

The  matter  of  cost-effective  screening  for  cancer  con- 
tinues to  be  a matter  of  concern  to  the  committee  and  of 
even  greater  concern,  is  the  motivation  of  the  individual 
to  avail  themselves  of  screening  methods.  The  National 
Cancer  Institute  recently  published  data  indicating  that 
2.6  billion  dollars  will  be  spent  in  the  United  States  for 
hospitalization  costs  of  cancer  patients  diagnosed  in  1976 
over  the  period  of  the  next  two  years.  It  is  similarly  esti- 
mated that  this  figure  could  be  reduced  to  one  half  or 
one  third  if  cancer  could  be  treated  in  a curable  stage. 
Certain  projects,  such  as  the  National  Lung  Project,  are 
being  watched  by  the  committee. 

Two  projects  of  the  Department  of  Health  Cancer 
Control  Bureau  were  reviewed  by  the  committee  and 
commended  to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  for  its  approval.  One  concerned  a study 
of  ovarian  cancer  and  the  other  concerned  nervous  system 
tumors  in  children.  The  Council  approved  the  recom- 
mendation of  the  committee. 

In  closing,  the  Committee  expresses  its  gratitude  to 
Dorothy  Smith  and  Dr.  George  J.  Lawrence,  Jr.,  for  their 
assistance  and  guidance.  Dr.  Peter  Greenwald  and  the 
Bureau  of  Cancer  Control  of  the  Department  of  Health 
have  also  been  a continuing  source  of  help  to  the  Com- 
mittee on  Cancer. 

Respectfully, 

Charles  E.  Rogers,  M.D.,  Chairman 
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APPENDIX  “A” 

AMERICAN  CANCER  SOCIETY,  INC. 

219  East  42nd  Street 
New  York,  New  York  10017 
MEDICAL  AFFAIRS  DEPARTMENT 
(STATE)  CANCER  REMEDY  ACT 

I.  The  Need  for  Regulation  The  diagnosis,  care,  treatment, 
and  cure  of  persons  suffering  from  cancer  is  affected  with  a public 
interest.  Vital  statistics  indicate  that  cancer  is  the  second  most 
common  cause  of  death  in  the  United  States.  It  is  established  that 
accurate  and  early  diagnosis  of  many  forms  of  cancer,  followed  by 
prompt  application  of  methods  of  treatment  which  are  generally 
accepted  and  recognized  by  the  medical  profession,  either  mate- 
rially reduces  the  likelihood  of  death  from  cancer  or  materially 
prolongs  the  useful  life  of  individuals  suffering  therefrom. 

Members  of  the  public  lack  the  experience  and  the  medical  and 
scientific  knowledge  to  determine  which  of  the  various  cancer 
drugs  and  cancer  devices  offered  or  propounded  in  this  State  are 
safe  and  effective.  Various  persons  and  associations  in  this  State 
have  represented  and  continue  to  represent  themselves  as  pos- 
sessing efficacious  and  safe  cancer  drugs  and  cancer  devices  which, 
however,  are  neither  efficacious  nor  safe,  and  members  of  the 
public,  relying  on  such  representations,  needlessly  die  of  cancer, 
and  substantial  amounts  of  the  public’s  savings  are  needlessly 
expended. 

It  is,  therefore,  in  the  public  interest  that  every  cancer  drug  or 
cancer  device  offered  in  this  State  be  tested  and  approved  for  its 
safety  and  efficacy  for  its  intended  use  prior  to  its  being  so  of- 
fered. 

II.  Definitions.  For  the  purposes  of  this  Chapter,  the  following 
terms  shall  have  the  following  meanings  unless  the  context  of  the 
Chapter  indicates  otherwise: 

(1)  “Cancer”  means  all  malignant  neoplasms  regardless 
of  the  tissue  of  origin,  including  malignant  lymphoma  and 
leukemia. 

(2)  “Person”  means  an  individual,  partnership,  corpora- 
tion, association  or  group  of  individuals,  however  organized  or 
constituted. 

(3)  “Sponsor”  means  anyone  introducing,  selling,  distrib- 
uting or  using  or  causing  to  be  introduced,  sold,  or  distributed, 
or  used  in  this  State  any  cancer  drug  or  cancer  device. 

(4)  “Cancer  drug"  means  (i)  any  article  used  or  intended 
for  use  in  the  diagnosis,  cure,  mitigation,  treatment  or  preven- 
tion of  cancer  in  man;  and  (ii)  any  article  used  or  intended  for 
use  as  a component  of  or  in  connection  with  any  of  the  articles 
specified  in  clause  (i). 

(5)  “Cancer  device ” means  any  instrument,  apparatus,  or 
contrivance,  including  its  components,  parts  or  accessories, 
used  or  intended  for  use  in  the  diagnosis,  cure,  mitigation, 
treatment,  or  prevention  of  cancer  in  man,  notwithstanding 
any  other  use. 

(6)  “Substantial  evidence"  means  evidence  consisting  of 
adequate  and  well  controlled  investigations,  including  clinical 
investigations  by  experts  qualified  by  scientific  training  and 
experience  to  evaluate  effectiveness  of  the  cancer  drug  or  can- 
cer device  involved,  on  the  basis  of  which  it  could  fairly  and 
responsibly  be  concluded  by  such  experts  that  such  cancer 
drug  or  cancer  device  will  have  the  effect  it  purports  or  is  rep- 
resented to  have. 

(7)  “Applicable  Federal  legislation  or  regulation”  means 
(i)  the  Federal  Food,  Drug,  and  Cosmetic  Act  approved  June 
25, 1938  (52  Stat.  1040  et  seq.,  as  amended,  21  U.S.C.  301-392) 
and  (ii)  the  Public  Health  Service  Act,  approved  Aug.  14, 1912 
(37  Stat.  309  et  seq.,  as  amended;  42  U.S.C.  201-298)  and  any 
amendments  to  such  Acts,  and  (iii)  the  regulations  issued  pur- 
suant to  such  Acts. 

(8)  “ Care  or  treatment  of  cancer " means  the  alleviation, 
prevention,  diagnosis,  mitigation,  treatment,  or  cure  of  can- 
cer, or  rehabilitation  of  persons  so  affected. 

III.  Cancer  Bureau  and  Cancer  Advisory  Council — 
Composition. 


(1)  __  There  shall  be  a Cancer  Bureau  created  within  the  De- 
partment of  Health  to  administer  the  provisions  of  this  Chapter. 
The  Bureau  shall  be  headed  by  a Director  who  shall  be  appointed 
by  the  (Governor  or  Title  of  Head  of  Dept,  of  Health)  for  a term 
of  years.  The  Bureau  may  employ  such  additional  staff  and 
personnel  as  may  from  time  to  time  be  determined  by  the  Direc- 
tor. 

(2)  The  Cancer  Advisory  Council  shall  be  composed  of  ( ) 

persons  residing  in  this  State,  each  of  whom  shall  be  qualified  by 
scientific  training  and  experience  in  the  care  and  treatment  of 
cancer  or  in  cancer  research.  The  Commissioner  of  Health  shall 
be  an  ex  officio  member. 

The  members  of  the  Council  shall  be  appointed  by  the  Governor 
to  serve  for  terms  of  (4)  years,  except  that  they  shall  initially  be 
appointed  in  such  fashion  that  the  terms  of  one  quarter  of  the 
members  shall  expire  annually.  The  Chairman  of  the  Council 
shall  be  appointed  by  the  Governor  from  among  its  members  in 

of  each  year  to  serve  for  the  ensuing  year  and  thereafter  until 
the  appointment  of  his  successor. 

IV.  Responsibilities  and  Powers  of  the  Director  of  the 
Cancer  Bureau 

(1)  The  Cancer  Bureau  shall  be  a division  of  the  Department 
of  Health,  and  the  Director  of  The  Cancer  Bureau  shall  be  im- 
mediately responsible  to  the  (title  of  the  head  of  the  Department 
of  Health)  for  carrying  out  the  provisions  of  this  chapter  relating 
to: 

(a)  The  staffing  and  operation  of  the  Bureau. 

(b)  The  investigation  of  the  manufacture,  processing, 
packing,  promotion,  distribution,  and  use  of  articles  subject  to 
this  Act  and  the  safety  and  efficacy  of  any  cancer  drug  or  can- 
cer device. 

(c)  The  publication  of  the  results  of  all  investigations  car- 
ried out  by  the  Bureau. 

(2)  The  Director  shall  be  empowered: 

(a)  To  approve  for  use  within  this  State  those  cancer 
drugs  or  cancer  devices  which  have  been  tested  for  safety  and 
efficacy  in  the  care  or  treatment  of  cancer  and  which  the  Di- 
rector has  found  to  be  safe  and  effective  for  their  intended 
uses. 

(b)  To  deny  approval  to  and  to  suspend  or  revoke  his  prior 
approval  of  any  cancer  drug  or  cancer  device  on  a finding  that 
the  article  is  not  shown  to  be  safe  for  its  intended  use  or  that 
there  is  a lack  of  substantial  evidence  to  show  that  the  article 
will  have  the  effect  that  it  is  represented  or  purports  to  have. 

(c)  To  report  to  the  appropriate  enforcement  authority 
the  use  within  this  State  of  any  cancer  drug  or  cancer  device 
which  is  either  not  approved  or  for  which  approval  has  been 
suspended  or  revoked. 

(d)  To  publish  the  results  of  the  Bureau’s  investigations 
of  any  cancer  drug  or  cancer  device. 

(e)  To  seize  any  cancer  drug  or  cancer  device  the  use  or  in- 
tended use  of  which  is  not  in  accordance  with  the  approval  by 
the  United  States  Secretary  of  Health,  Education,  and  Wel- 
fare under  applicable  Federal  legislation  and  regulations  or 
with  an  approval  under  this  Act  and  regulations. 

(f)  To  hold  hearings  in  respect  of  matters  involving  com- 
pliance with  the  provisions  of  this  Chapter  and  to  issue  sub- 
poenas requiring  the  attendance  of  witnesses  and  the  produc- 
tion of  records  and  documents  thereat. 

(g)  To  conduct  and  secure  investigations  appropriate  to 
the  administration  of  this  Act.  To  promulgate  such  regula- 
tions as  are  reasonably  necessary  to  the  effectuation  of  the 
provisions  of  this  Chapter. 

V.  Approval  Required  of  Any  Cancer  Drug  or  Cancer 
Device 

( 1 ) The  provisions  of  this  Chapter  requiring  approval  by  the 
Bureau  shall  not  apply  to  any  cancer  drug  or  cancer  device,  the  use 
of  which  has  been  approved  for  the  care  or  treatment  of  cancer 
patients  by  the  United  States  Secretary  of  Health,  Education„and 
Welfare  under  applicable  Federal  legislation  or  regulation. 

(2)  No  person  shall  introduce,  deliver  for  introduction,  sell, 
manufacture,  distribute  or  use  in  this  State  any  cancer  device 
unless  there  is  in  effect  an  approval  of  an  application  pertaining 
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to  the  use  of  such  cancer  drug  or  cancer  device  by  the  United  States 
Department  of  Health,  Education,  and  Welfare  underapplicable 
Federal  legislation  or  unless  there  is  an  approval  of  the  use  thereof 
hy  the  Cancer  Bureau,  or  unless  exempted  by  the  other  of  the 
Director  as  provided  for  in  paragraphs  10  and  1 1 hereof. 

(3)  Application  for  Approval — An  application  for  approval 
under  paragraph  (2)  above  by  the  Cancer  Bureau  shall  include: 

(a)  Full  reports  of  investigations  which  have  been  made  to 
establish  that  such  cancer  drug  or  cancer  device  is  safe  and  ef- 
fective for  use  in  the  care  or  treatment  of  cancer; 

(b)  a list  of  all  articles  used  as  components  of  such  cancer 
drug  or  cancer  device; 

(c)  a full  statement  of  the  composition  of  such  cancer  drug 
or  canter  device; 

(d)  a full  description  of  the  construction  and  operation  of 
such  cancer  device; 

(e)  a full  description  of  the  methods  used  in  and  the  facili- 
ties and  controls  used  for  the  manufacture,  processing  and 
packaging  of  such  cancer  drug  or  cancer  device; 

(f)  such  samples  of  such  cancer  drug  or  cancer  device  and 
of  the  articles  used  as  components  thereof  as  the  Director  may 
require; 

(g)  specimens  of  the  labeling  proposed  to  be  used  for  such 
cancer  drug  or  cancer  device; 

(h)  a copy  of  all  advertisements,  written  articles,  books, 
brochures  or  other  material  which  the  applicant  proposes  to 
use  in  this  State  in  connection  with  such  cancer  drug  or  cancer 
device;  and 

(i)  such  other  information  as  the  Director  by  regulation 
may  require. 

(4)  Action  on  Application  for  Approval — Within  180  days 
after  the  filing  of  an  application,  or  such  additional  period  as  may 
be  agreed  upon  by  the  Bureau  and  the  applicant,  the  Director  shall 
either: 

(a)  approve  the  application  if  he  finds  that  none  of  the 
grounds  for  denying  approval  in  subsections  (a)  through  (i)  of 
paragraph  (5)  herein-below  applies,  or 

(b)  give  the  applicant  written  notice  of  its  right  to  a hear- 
ing before  the  Bureau  on  whether  the  application  is  approva- 
ble.  On  the  applicant  filing  with  the  Bureau  written  request 
for  a hearing  within  30  days  after  receipt  of  the  aforesaid  no- 
tice, then,  on  not  less  than  14  days  notice  given  to  the  appli- 
cant, a hearing  shall  be  held  not  more  than  90  days  after  the 
date  of  applicant’s  request  for  such  hearing,  or  at  such  other 
time  as  the  Bureau  and  the  applicant  may  agree. 

(5)  Orders  Disapproving  Application  for  Approval — The 
Bureau's  order  disapproving  an  application  shall  be  based  upon 
one  or  more  of  the  following  findings  which  shall  be  specified  in 
such  order: 

(a)  the  investigations,  reports  of  which  have  been  filed 
with  the  bureau  pursuant  to  subsection  3),  do  not  include  ade- 
quate tests  by  methods  reasonably  applicable  to  show  wheth- 
er or  not  such  cancer  drug  or  cancer  device  is  safe  for  use 
under  the  conditions  prescribed,  recommended,  or  suggested; 
or 

(b)  the  results  of  tests  submitted  by  the  applicant  or  clini- 
cal experience  or  tests  conducted  by  the  Bureau  show  that 
such  cancer  drug  or  cancer  device  is  unsafe  or  do  not  show  that 
such  cancer  drug  or  cancer  device  is  safe  under  the  conditions 
prescribed,  recommended  or  suggested; 

(c)  there  is  a lack  of  substantial  evidence  that  such  cancer 
drug  or  cancer  device  will  have  the  effect  that  it  purports  or  is 
represented  to  have;  or 

(d)  the  methods  used  in,  and  the  facilities  and  controls 
used  for.  the  manufacturing,  processing,  packing,  or  delivery 
of  such  cancer  drug  or  cancer  device  are  inadequate  to  assure 
its  identity,  strength,  quality,  or  purity;  or 

(e)  the  application  for  approval  contains  any  untrue 
statement  of  material  fact;  or 

(f)  the  advertising,  written  articles,  books,  brochures,  la- 
beling or  other  material  used  in  connection  with  the  use  or 
sale  of  offering  for  use  or  sale  of  such  cancer  drug  or  such  can- 
cer device  is  false  or  misleading  in  any  particular,  and  the 
sponsor  of  such  cancer  drug  or  cancer  device,  after  due  notice 


from  the  Bureau  to  desist  from  the  making  or  circulation  of 
such  statement,  has  refused  to  do  so;  or 

(g)  the  failure  of  the  applicant  to  establish  and  maintain 
adequate  records  and  prepare  periodic  reports  as  may  be  re- 
quired by  regulation  with  respect  to  the  manufacture,  pro- 
cessing, packing,  or  use  of  such  cancer  drug  or  cancer  device  as 
the  Director  may  prescribe  by  regulation  or  the  refusal  by  the 
applicant  to  permit  inspection  of  such  records  and  reports;  or 

(h)  the  refusal  by  the  applicant  to  permit  officers  or 
employees  of  the  Cancer  Bureau  duly  designated  by  the  Di- 
rector, upon  presenting  appropriate  credentials  to  the  appli- 
cant, to  enter,  at  reasonable  times,  any  factory,  warehouse  or 
establishment  located  within  this  State  and  in  which  such 
cancer  drug  or  cancer  device  is  manufactured,  processed, 
packed  or  held  for  use  in  this  State  or  to  enter  any  vehicle  lo- 
cated in  this  State  being  used  to  transport  or  hold  such  cancer 
drug  or  cancer  device  for  use  within  this  State,  and  to  inspect 
such  factory,  warehouse,  establishment  or  vehicle  and  all  per- 
tinent equipment,  finished  and  unfinished  materials  and  con- 
tainers therein  within  reasonable  limits  and  in  a reasonable 
manner;  or 

(i)  the  refusal  by  the  applicant  to  permit  officers  or 
employees  of  the  Cancer  Bureau  duly  designated  by  the  Di- 
rector, upon  presenting  appropriate  credentials  to  the  appli- 
cant, to  examine  his  records  to  ascertain  the  identity  of  per- 
sons by  whom  or  upon  whom  such  cancer  drug  or  cancer  de- 
vice was  used  for  investigational  purposes  and  to  question  and 
examine  such  persons  in  a reasonable  manner  for  the  purpose 
of  determining  whether  such  cancer  drug  or  cancer  device  is 
safe  and  efficacious. 

(6)  Withdrawal  of  Prior  Orders  of  Approval — The  Director 
may  withdraw  the  Bureau’s  approval  of  any  previous  application 
with  respect  to  any  cancer  drug  or  cancer  device  following  the 
giving  of  due  notice  and  opportunity  for  hearing,  as  provided  in 
paragraph  4(b)  above,  to  its  sponsor.  Such  order  of  withdrawal 
of  a prior  approval  shall  be  based  upon  one  or  more  of  the  following 
findings  which  shall  be  specified  in  such  order: 

(a)  clinical  or  other  experience,  tests  or  scientific  data 
show  such  cancer  drug  or  cancer  device  is  not  shown  to  be  safe; 
or 

(b)  new  evidence  of  clinical  experience,  not  contained  in 
the  original  application  or  not  available  to  the  Director  until 
after  such  application  was  approved,  or  tests  by  new  methods, 
or  tests  by  methods  not  deemed  reasonably  applicable  when 
such  application  was  originally  approved  show  that  such  can- 
cer drug  or  cancer  device  is  not  shown  to  be  safe  for  use  under 
the  conditions  of  use  upon  the  basis  of  which  the  application 
was  approved;  or 

(c)  on  the  basis  of  new  information  before  the  Bureau 
with  respect  to  such  cancer  drug  or  cancer  device,  there  is  a 
lack  of  substantial  evidence  that  it  will  have  the  effect  it  is 
purported  or  represented  to  have;  or 

(d)  on  the  basis  of  new  information  before  the  Bureau 
with  respect  to  such  cancer  drug  or  cancer  device,  the  methods 
used  in,  or  the  facilities  and  controls  used  for  the  manufac- 
ture, processing,  packing  or  delivery  of  such  cancer  drug  or 
cancer  device  are  inadequate  to  assure  its  identity,  strength, 
quality,  or  purity;  or 

(e)  the  application  upon  which  approval  was  originally 
granted  contained  any  untrue  statement  of  material  fact;  or 

(f)  the  advertising,  written  articles,  books,  brochures,  la- 
beling or  other  material  used  in  connection  with  the  use  or 
sale  or  offering  for  use  or  sale  of  such  cancer  drug  or  cancer  de- 
vice is  false  or  misleading  in  any  particular,  and  the  sponsor  of 
such  cancer  drug  or  cancer  device,  after  due  notice  from  the 
Bureau  to  desist  from  the  further  making  or  circulation  of 
such  statement,  has  failed  to  do  so;  or 

(g)  the  failure  of  the  sponsor  to  establish  and  adequately 
maintain  records  and  prepare  periodic  reports  as  the  Director 
may  prescribe  by  regulation  and  the  refusal  of  the  sponsor  to 
permit  inspection  of  such  records  and  reports;  or 

(h)  refusal  to  permit  officers  or  employees  of  the  Cancer 
Bureau  duly  designated  by  the  Director,  upon  presenting  ap- 
propriate credentials  to  the  sponsor,  to  enter,  at  reasonable 
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times,  any  factory,  warehouse  or  establishment  located  within 
this  State  and  in  which  such  cancer  drug  or  cancer  device  is 
manufactured,  processed,  packed  or  held  for  use  in  this  State 
or  to  enter  any  vehicle  located  in  this  State  being  used  to 
transport  or  hold  such  cancer  drug  or  cancer  device  for  use  in 
this  State,  and  to  inspect  such  factory;  warehouse,  establish- 
ment or  vehicle  and  all  pertinent  equipment,  finished  and  un- 
finished materials  and  containers  therein  within  reasonable 
limits  and  in  a reasonable  manner;  or 

(i)  refusal  to  permit  officers  or  employees  of  the  Cancer 
Bureau  duly  designated  by  the  Director,  upon  presenting  ap- 
propriate credentials  to  the  sponsor,  to  examine  his  records  to 
ascertain  the  identity  of  the  persons  by  whom  or  upon  whom 
such  cancer  drug  or  cancer  device  was  used  for  investigational 
purposes  and  to  examine  or  question  such  persons  in  a reason- 
able manner  for  the  purpose  of  determining  whether  such 
cancer  drug  or  cancer  device  is  safe  and  efficacious. 

(7)  Council  Certification  of  Bureau  Orders — No  order  of 
disapproval  or  revocation  under  paragraphs  (5)  or  (6)  hereof  shall 
be  made  unless  there  shall  be  incorporated  therein  a certification 
signed  by  not  less  than  a majority  of  the  members  of  the  Cancer 
Advisory  Council  that  prior  to  the  issuance  of  such  order  the  record 
upon  which  it  was  made  was  reviewed  by  the  members  signing  such 
certification  and  that  the  findings  made  by  the  Director,  upon 
which  such  order  was  based,  are  concurred  in  by  them. 

(8)  Service  of  Bureau  Orders  and  Notices — Orders  and  no- 
tices issued  by  the  Bureau  under  paragraphs  (5)  or  (6)  shall  be 
served  by  mailing  by  registered  or  certified  mail  to  the  applicant 
or  sponsor  at  his  last  known  address  or  by  personal  service  on  the 
applicant  or  sponsor. 

(9)  Court  Review  of  Bureau  Orders — An  appeal  may  be  taken 
by  the  applicant  or  sponsor  from  an  order  of  the  Bureau  refusing 
approval  of  an  original  application  or  withdrawing  approval  of  a 
previously  approved  application.  Such  appeal  shall  be  filed  in 
the  (name  of  the  court)  within  (number)  days  of  the  order.  No 
objection  to  the  order  of  the  Bureau  shall  be  considered  on  such 
appeal  unless  the  same  was  previously  urged  before  the  Bureau 
or  unless  there  are  reasonable  grounds  for  the  failure  to  do  so.  The 
finding  of  the  Bureau  as  to  facts,  if  supported  by  substantial  evi- 
dence, shall  be  conclusive.  The  commencement  of  proceedings 
under  this  subsection  shall  not  operate  as  a stay  of  the  Bureau’s 
order,  unless  otherwise  ordered  by  the  court. 

(10)  Exemptions—' The  Director  may  exempt  any  drug  or 
device  from  the  provisions  of  Section  V,  Paragraph  (3),  where,  on 
application  made  by  a sponsor  of  such  cancer  drug  or  cancer  de- 
vice, it  shall  be  shown  to  the  reasonable  satisfaction  of  the  Bureau 
that  such  cancer  drug  or  cancer  device  is  to  be  used  solely  for  in- 
vestigational use  to  determine  its  safety  and  effectiveness  in  the 
care  and  treatment  of  cancer  by  or  under  the  direction  of  persons 
qualified  by  scientific  training  and  experience  to  investigate  the 
safety  and  effectiveness  of  such  cancer  drug  or  cancer  device  in  the 
care  or  treatment  of  cancer;  and  that  humans  on  which  the  use 
thereof  is  practiced  are  advised  that  such  use  is  solely  for  investi- 
gational purposes  in  the  care  or  treatment  of  cancer  and  that  no 
representation  is  made  to  such  humans  that  the  safety  or  efficacy 
or  such  cancer  drug  or  cancer  device  in  the  care  or  treatment  of 
cancer  has  been  established. 

(a)  In  connection  with  the  granting  and  continuance  of 
such  exemption,  the  Director  may  by  regulation  require  that 
there  be  filed  with  the  Bureau  such  information  and  reports  as 
to  the  proposed  use  and  continued  use  of  such  cancer  drug  or 
cancer  device  for  investigational  purposes  as  may  be  reason- 
ably necessary  to  satisfy  the  Director  that  the  issuance  of  such 
exemption  and  continuance  thereof  is  justified. 

(b)  If  at  any  time  the  Director  shall  determine  that  a 
sponsor  to  whom  an  exemption  under  paragraph  (10)  above 
has  been  issued  is  not  using  the  cancer  drug  or  cancer  device 
so  exempted  for  investigational  purposes,  the  Director  may, 
on  due  notice,  require  the  sponsor  to  submit  an  application  for 
its  approval  under  Section  V,  Paragraph  (3)  hereof,  failing 
which  the  Director  shall  issue  an  order  withdrawing  its  previ- 
ous exemption  thereof  for  investigational  use  by  such  spon- 
sor. 

(11)  On  application  made  hy  the  sponsor  thereof  the  Direc- 


tor may  exempt  from  the  provisions  of  Section  V,  Paragraph  (3), 
any  cancer  drug  or  cancer  device,  which  has  been  in  regular  public 
use  within  this  State  for  five  years  or  more,  when  it  appears  to  the 
satisfaction  of  the  Director  that  the  safety  and  efficacy  of  said 
cancer  drug  or  cancer  device  for  use  in  the  care  or  treatment  of 
cancer  is  generally  recognized  in  the  medical  or  scientific  com- 
munity. The  refusal  of  the  Director  to  issue  such  an  exemption 
shall  be  final  and  not  subject  to  review. 

(12)  The  Director  may  by  order  served  upon  the  user  thereof 
direct  suspension  of  use  of  any  cancer  drug  or  cancer  device 
pending  action  by  the  Bureau  with  respect  thereto  under  para- 
graphs (4),  (6),  (10)  or  (11)  hereof. 

(13)  The  provisions  of  this  Section  V shall  become  effective 
180  days  after  the  effective  date  of  this  Chapter. 

VI.  Hearing  on  Unapproved  or  Exempted  Cancer  Drugs 
or  Cancer  Devices. 

Whenever  the  Director  shall  have  reason  to  believe  that  any 
cancer  drug  or  cancer  device  is  being  used  in  this  State  by  any 
person  in  respect  of  which  an  application  for  approval  under 
Section  V,  Paragraph  (3)  or  for  exemption  under  Section  V, 
Paragraphs  (10)  or  (11)  is  required  but  without  such  an  application 
have  been  made,  the  Director  may,  on  good  cause  shown,  apply 
to  the  court  for  an  order  requiring  the  sponsor  or  sponsors  of 
such  cancer  drug  or  cancer  device  to  discontinue  further  use  of 
such  cancer  drug  or  cancer  device  pending  the  filing  of  an  appli- 
cation under  Paragraphs  (3),  (10)  or  (11)  of  Section  V with  respect 
thereto. 

VII.  Penalties  for  Unauthorized  Use. 

(1)  The  introduction,  delivery  for  introduction,  sale,  manu- 
facture, distribution  or  use  in  this  State  of  ai\y  cancer  drug  or 
cancer  device  unless  there  is  in  effect  an  approval  of  an  application 
pertaining  to  such  cancer  drug  or  cancer  device  as  required  by  this 
Act  unless  exempted  by  the  order  of  the  Director  as  provided  for 
in  Paragraphs  ( 10)  and  ( 1 1 ) or  Section  V shall  be  a misdemeanor 
punishable  by  a fine  of  not  more  than  $1,000.00,  or  imprisonment 
of  not  more  than  one  year,  or  both  such  fine  and  imprisonment; 
but  if  such  a misdemeanor  shall  have  been  committed  after  a prior 
conviction  of  such  person  under  this  section  has  become  final  such 
person  shall  be  subject  to  a fine  of  not  more  than  $10,000.00,  or 
imprisonment  for  not  more  than  three  years,  or  both  such  fine  and 
imprisonment. 

(2)  If  any  person  shall  violate  the  provisions  of  subsection  (1) 
of  this  section,  with  intent  to  defraud  or  mislead,  such  person,  in 
addition  to  the  penalties  prescribed  therein,  shall  be  subject  to  a 
fine  of  not  more  than  $10,000.00,  or  imprisonment  for  not  more 
than  three  years,  or  both  such  fine  and  imprisonment. 

VIII.  Advertising. 

(1)  No  person  engaged  in  the  manufacture,  processing, 
packing,  distribution  or  promotion  of  any  cancer  drug  or  cancer 
device,  or  in  the  diagnosis,  treatment  or  care  of  cancer  shall  invite 
or  induce  any  member  of  the  public  to  undergo  diagnosis,  care  or 
treatment  for  cancer  by  means  of  any  form  of  advert  ising  or  public 
appeal  unless  a copy  of  such  advertising  or  appeal  has  been  filed 
with  the  Cancer  Bureau  not  less  than  30  days  prior  to  its  first 
public  release. 

(2)  If,  in  the  opinion  of  the  Director,  any  such  advertising 
material  or  other  form  of  public  appeal  filed  with  the  Bureau  is 
false  or  misleading  in  any  particular,  either  by  reason  of  any  as- 
sertions of  claims  therein  or  by  reason  of  its  failure  to  set  forth 
essential  and  relevant  facts,  the  Director  shall  order  such  indi- 
vidual or  association  to  cease  and  desist  from  publication. 
Compliance  with  such  order  shall  be  enforced  by  the  Attorney 
General  in  injunction  proceedings  upon  request  of  the  Director. 

IX.  Reports  and  Publicity. 

The  Bureau  shall,  at  intervals  not  to  exceed  ( ) months, 

publish  reports  of  its  findings  with  respect  to  the  safety  and  ef- 
fectiveness of  cancer  drugs  and  cancer  devices  and  of  its  investi- 
gation of  any  cancer  drug  or  cancer  device,  provided,  however,  that 
no  such  report  or  any  of  the  contents  thereof  shall  be  admissible 
in  evidence  in  any  criminal  prosecution,  except  in  prosecutions 
provided  for  in  this  Chapter.  No  statement  contained  in  any  such 
report  may  be  used  or  offered  in  evidence  in  any  action  against  any 
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member  or  employee  of  the  Cancer  Bureau  or  of  the  Cancer  Ad- 
visory Council. 

X.  Use  of  Bureau  Records  in  Criminal  Proceedings. 

The  records  of  the  Bureau  shall  not  be  subject  to  subpoena,  nor 
shall  the  same  be  produced,  or  admitted  in  evidence  in  any  crim- 
inal prosecution,  except  those  provided  for  under  this  Chapter. 

XI.  Meetings  of  Cancer  Advisory  Council  and  Bureau 
Director. 

The  Director  of  the  Cancer  Bureau  shall  meet  quarterly  with 
the  Cancer  Advisory  Council  for  the  purpose  of  reporting  on  the 
operations  of  the  Bureau  during  the  preceding  quarter  and  con- 
sulting with  the  Council  regarding  the  administration  and  exe- 
cution of  the  provisions  of  this  Act.  Special  meetings  of  the  Di- 
rector and  Council  may  be  called  by  either  the  Director  or  the 
Chairman  of  the  Council  on  five  days  written  notice. 

XII.  Annual  Reports  to  the  Legislature. 

The  Bureau  and  the  Cancer  Advisory  Council  shall  submit  to 
the  (appropriate  state  agency)  for  submission  to  the  Legislature, 
annually  in  of  each  year,  a joint  report  of  their  activities 
during  the  preceding  twelve  months,  together  with  accountings 
of  the  respective  expenditures  of  the  Bureau  and  the  Council 
during  such  periods.  Said  report  shall  include  operating  budgets 
for  the  Bureau  and  the  Council  for  the  ensuing  twelve  months. 
Within  thirty  days  of  the  submission  of  such  report  and  budgets, 
or  at  its  next  following  session,  the  Legislature  shall  appropriate 
funds  for  the  operation  of  the  Bureau  and  the  Council  for  the 
twelve  months  following  the  submission  of  their  operating  bud- 
gets. 

XIII.  Compensation,  Director  and  Staff. 

The  members  of  the  Council  shall  serve  without  compensation 
but  shall  be  entitled  to  reimbursement  for  expenses  incurred  in 
the  discharge  of  their  duties.  The  Director  of  the  Bureau  shall 
be  paid  an  annual  salary  not  to  exceed  $ 

X I V.  Se  vera  bi lity  C!a  use. 

If  any  provision  of  this  Act,  or  the  application  thereof  to  any 
person  or  circumstances,  shall  be  held  invalid,  such  invalidity  shall 
not  affect  other  provisions  or  applications  of  the  Act  which  can  be 
given  effect  without  the  invalid  provision  or  application,  and  to 
this  end  the  provisions  of  this  Act  are  declared  to  be  severable. 

XV.  Effective  Date. 

This  Act  may  be  cited  as  Chapter  Laws  of  196  and  shall 

become  effective  on  , 196  . 

APPENDIX  “B” 

Appendix  B — Abstracted  from  Minutes  of  Annual  Meeting  of 
Commission  on  Public  Health  and  Education  of  the  Medical  So- 
ciety of  the  State  of  New  York,  July  18  and  19,  1975 

“The  second  important  conclusion  was  concerning  health  ed- 
ucation. Again,  this  topic  has  been  presented  here  before  and  no 
real  advances  have  been  made  to  the  committee’s  knowledge. 

“In  this  instance,  legislation  has  been  enacted  in  the  form  of  the 
1970  amendment  to  Chapter  787.  The  mandate  in  the  Commis- 
sioner of  Education's  Regulations  in  Chapter  II,  Section  135.3,  is 
clear  in  its  charges. 

“It  is  suggested  that  this  Commission  and  the  Department  of 
Health  put  forth  an  effort  to  secure  action  by  the  Commissioner 
of  Education  to: 

“1.  Require  appropriate  health  education  for  all  elemen- 
tary teachers  and  establish  a curriculum  with  a minimum  of 
six  semester  hours  work  for  all  such. 

“2.  Require  health  courses  to  be  taught  to  all  elementary 
pupils  with  a properly  designed  progressive  curriculum. 

“3.  Enforce  the  regulations,  calling  for  certification  of 
health  education  teachers  at  the  secondary  level. 

“4.  That  the  Commissioner  of  Education  seek  the  assis- 
tance of  the  Commissioner  of  Health  and  the  Medical  Society 
to  develop  curricula  for  both  the  education  of  the  would-be 
teachers  at  elementary  and  secondary  levels,  as  well  as  curric- 
ula for  teaching  the  pupils  in  these  categories. 

"Education  of  the  public  to  recognize  health  problems,  to  seek 
treatment  early  and  to  know  about  recognized  methods  of  treat- 


ment can  measurably  improve  the  health  of  our  citizens  and  aid 
in  combating  quackery.  Many  of  our  health  problems  are  edu- 
cation failures  rather  than  medical  failures.” 

APPENDIX  "C" 

LA  WS  OF  NEW  YORK— By  Authority 
CHAPTER  674 

AN  ACT  to  amend  chapter  seven  hundred  eighty-seven  of  the 
laws  of  nineteen  hundred  sixty-seven,  entitled  “An  act  directing 
the  commissioner  of  education  to  establish  a five  year  program  for 
critical  health  problems,  and  making  an  appropriation  therefor”, 
in  relation  to  the  continuing  of  such  program 

Became  a law  May  8,  1970,  with  the  approval  of  the  Governor. 
Passed  by  a majority  vote,  three  fifths  being  present 

The  People  of  the  State  of  New  York,  represented  in  Senate 
and  Assembly,  do  enact  as  follows:  ★ 

Section  1.  Section  two  of  chapter  seven  hundred  eighty-seven 
of  the  laws  of  nineteen  hundred  sixty-seven  entitled,  “An  act  di- 
recting the  commissioner  of  education  to  establish  a five  year 
program  for  critical  health  problems,  and  making  an  appropriation 
therefor",  as  amended  by  chapter  nine  hundred  thirty-two  of  the 
laws  of  nineteen  hundred  sixty-nine,  is  hereby  amended  to  read 
as  follows: 

§ 2.  The  commissioner  of  education  is  hereby  directed  to  es- 
tablish a [five  year)  continuing  program  for  critical  health  prob- 
lems designed  to  educate  the  citizens  of  this  state  with  regard  to 
the  deleterious  effects  resulting  from  the  use  of  cigarettes,  drugs 
and  narcotics  and  excessive  use  of  alcohol  with  particular  emphasis 
to  be  placed  on  the  education  of  children  attending  schools  in  this 
state.  Such  program  shall  include,  but  shall  not  be  limited  to,  the 
following: 

(a)  organization  of  a task  force  to  conduct  a series  of  con- 
ferences to  which  will  be  invited  public,  private  and  parochial 
school  authorities,  for  the  development  of  programs  includ- 
ing: 

(1)  full  descriptions  of  the  stimulants,  depressants  and 
hallucinogenic  drugs  by  competent  authorities. 

(2)  presentation  of  experimental  misuse  of  such  drugs 
by  representatives  of  the  United  States  Food  and  Drug  Ad- 
ministration. 

(3)  presentation  of  the  narcotics  problems,  cigarette 
smoking  and  lung  disease,  and 

(4)  summaries  by  state  health  and  state  education  de- 
partment representatives. 

(b)  establishment  of  special  training  centers  to  provide 
health  training  for  teachers; 

(c)  development  of  a state-wide  in-training  health  pro- 
gram for  teachers  whereby  school  districts  in  the  state  may 
establish  local  health  training  programs  for  their  teachers 
leading  to  certification  by  the  department  of  education  as 
health  education  teachers; 

(d)  development  of  cooperative  health  training  pro- 
grams between  school  districts  and  institutions  of  higher 
education  whereby  the  qualified  health  personnel  of  such 
institutions  would  be  available  for  local  programs; 

(e)  utilization  of  the  state  bureau  of  radio  and  television 
to  encourage  participation  in  the  program  established  by 
this  act  and  to  communicate  to  all  the  people  of  the  state 
the  objectives  of  such  programs; 

(f)  establish  new  health  curricula  for  use  in  the  schools 
of  this  state  relating  to  cigarettes,  drugs  and  narcotics  and 
alcohol; 

(g)  contract  with  commercial  agencies  for  the  develop- 
ment of  television  tapes,  kinescopes  and  films  showing  the 
evils  involved  in  the  use  of  cigarettes,  drugs  and  narcotics; 

(h)  contract  with  the  communications  media  of  this 
state  to  show  the  above  mentioned  films  during  regular 
television  hours; 

(i)  develop  a state  program  to  insure  that  the  appropri- 
ate above  mentioned  films  will  be  shown  in  all  the  elemen- 
tary and  secondary  schools  of  this  state; 

(j)  refine  the  health  syllabus  with  the  advice  and  coun- 
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sel  of  the  state  department  of  health  and  other  medical  au- 
thorities. 

§ 2.  This  act  shall  take  effect  immediately. 


State  of  New  York 
Department  of  State 


Jss: 


I have  compared  the  preceding  with  the  original  law  on  file  in 
this  office,  and  do  hereby  certify  that  the  same  is  a correct  tran- 
script therefrom  and  of  the  whole  of  said  original  law. 

JOHN  P.  LOMENZO,  Secretary  of  State 


APPENDIX  “D” 

CHAPTER  II  COMMISSIONER’S  REGULATIONS 
135.3  Health  education,  (a)  Provisions  for  health  education. 
It  shall  be  the  duty  of  the  trustees  and  boards  of  education  to 
provide  a satisfactory  program  in  health  education  in  accordance 
with  the  needs  of  pupils  in  all  grades. 

(b)  Health  education  in  the  elementary  schools.  The  ele- 
mentary school  curriculum  shall  include  health  education  for 
all  pupils.  In  the  kindergarten  and  primary  grades,  the 
health  teaching  shall  be  largely  done  by  guiding  the  children 
in  developing  desirable  health  behavior,  attitudes  and  knowl- 
edge through  their  everyday  experiences  in  a healthful  envi- 
ronment. This  guidance  shall  include  systematic  practice  of 
health  habits  as  needed.  In  addition  to  continued  health 
guidance,  provision  shall  be  made  in  the  school  program  of 
grades  4,  5 and  6 for  planned  units  of  teaching  which  shall  in- 
clude health  instruction  through  which  pupils  may  become  in- 
creasingly self-reliant  in  solving  their  own  health  problems 
and  those  of  the  group.  Health  education  in  the  elementary 
school  grades  shall  be  carried  on  by  the  regular  classroom 
teachers. 

(c)  Health  education  in  the  secondary  schools.  The  sec- 
ondary school  curriculum  shall  include  health  education  as  a 
constant  for  all  pupils.  In  addition  to  continued  health  guid- 
ance in  the  junior  high  school  grades,  provision  shall  also  be 
made  for  a separate  one-half  year  course.  In  addition  to  con- 
tinued health  guidance  in  the  senior  high  school,  provision 
shall  also  be  made  for  an  approved  one-half  unit  course. 
Health  education  shall  be  required  for  all  pupils  in  the  junior 
and  senior  high  school  grades  and  shall  be  taught  by  teachers 
holding  a certificate  to  teach  health.  A member  of  each  facul- 
ty with  approved  preparation  shall  be  designated  as  health  co- 
ordinator, in  order  that  the  entire  faculty  may  cooperate  in 
realizing  the  potential  health-teaching  values  of  the  school 
program. 

APPENDIX  “E” 

Whereas,  Breast  cancer  has  been  shown  to  be  the  cause  of  sig- 
nificant loss  of  life  and, 

Whereas,  There  is  ample  evidence  that  early  detection  im- 
proved survival  of  those  afflicted  with  breast  cancer  and, 

Whereas,  A significant  number  of  breast  cancers  can  be  de- 
tected by  physical  examination  of  the  breasts  and, 

Whereas,  A recent  Gallup  survey  indicates  that  only  a small 
percentage  of  women  who  visit  physicians  and/or  who  are  hospi- 
talized have  an  annual  examination  of  their  breasts  and, 

Whereas,  the  breasts  are  a commonly  overlooked  area  in  the 
male;  therefore  be  it 

Resolved,  That  the  Committee  on  Cancer  recommend  to  the 
Council  of  the  Medical  Society  of  the  State  of  New  York,  that  it 
urge  changes  in  the  New  York  State  Hospital  Code  to  mandate 
palpation  of  the  breasts  as  part  of  the  physical  examination  on  all 
patients  admitted  to  a hospital  and  the  recording  of  the  results  in 
the  chart,  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
be  urged  to  undertake  a professional  education  program  to  en- 
courage its  membership  to  examine  the  breasts  of  all  patients  on 
an  annual  basis,  and  be  it  further 

Resolved,  That  the  Committee  on  Standards  of  Care  and  Cri- 
teria Predicators  be  requested  to  include  the  physical  examination 
of  breasts  as  one  of  the  criteria  of  an  adequate  physical  examina- 


tion, and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of  New  York 
urge  all  PSRO  designees  in  the  State  to  require  the  inclusion  of 
a breast  examination  as  part  of  a routine  physical  examination. 

★ Explanation — Matter  in  italics  is  new;  matter  in  brackets 
l ] is  old  law  to  be  omitted. 


CARDIOVASCULAR  DISEASE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Cardiovascular 


Disease  are  as  follows: 

Charles  A.  Bertrand,  M.D.,  Chairman  . . Westchester 

Norman  S.  Amer,  M.D Nassau 

Charles  P.  Bailey,  M.D New  York 

Richard  R.  Banner,  M.D Monroe 

Joseph  T.  Doyle,  M.D Albany 

Abraham  Jezer,  M.D Bronx 

Jerome  A.  Schack,  M.D New  York 

Morris  A.  Shapiro,  M.D Schenectady 

Jay  Harris,  M.D. , Advisor  Albany 


The  status  of  the  Cardiovascular  Section  is  about  settled. 
The  annual  meeting  of  the  Medical  Society  of  the  State  of 
New  York  will  be  held  in  November  and  at  that  time  a 
cardiovascular  session  will  be  held.  With  this  will  be  the 
completion  of  the  requirements  for  the  establishment  of 
the  Cardiovascular  Section.  We  look  forward  to  early 
approval  by  the  Council  in  the  establishment  of  this  Sec- 
tion. 

The  members  proposed  at  the  present  time  are:  Dr. 
Frederick  J.  Flatley,  Vice-Chairman  of  the  Session,  rep- 
resenting the  American  Heart  Association,  New  York  State 
Affiliate;  and  Dr.  Joseph  Schluger,  Secretary,  representing 
the  New  York  Heart  Association. 

As  implied  by  the  above,  we  expect  to  have  these  two 
organizations  participate  on  an  equal  basis  in  organizing 
the  scientific  sessions.  Recently  we  received  a communi- 
cation from  Dr.  Charles  Bailey  in  his  position  as  President 
of  the  New  York  Cardiological  Society.  This  organization, 
too,  would  like  to  participate  and  it  is  proposed  therefore 
that  the  three  organizations  share  in  the  establishment  of 
scientific  sessions  on  a rotational  basis.  This  was  approved 
at  the  Cardiovascular  Committee  meeting  on  June  10, 
1976. 

The  coming  scientific  meeting  in  November  1976,  at  the 
annual  meeting  of  the  Medical  Society  of  the  State  of  New 
York,  will  be  on  the  management  of  myocardial  infarction. 
The  first  speaker  will  be  Dr.  William  Dock,  Emeritus 
Professor  of  Medicine,  State  University  of  New  York,  and 
title  of  his  presentation  will  be  “Coronary  Obstruction  as 
Seen  by  Physicians  from  1775  to  1975.”  The  second 
speaker  will  be  Dr.  William  Grace,  Professor  of  Medicine 
at  New  York  University,  and  his  title  will  be  “Sudden 
Death  and  the  Pre-Hospital  Phase  of  Acute  Myocardial 
Infarction.”  The  third  speaker  will  be  Dr.  John  Morrison, 
Assistant  Professor  of  Medicine,  Cornell,  who  will  speak 
on  the  “Protection  of  the  Ischemic  Myocardium  in  Man.” 
The  fourth  and  final  speaker  will  be  Dr.  Frank  C.  Spencer, 
Professor  of  Surgery  at  New  York  University,  and  the  title 
of  his  talk  will  be  “Coronary  Bypass  and  Assisted  Circu- 
lation in  the  Management  of  Patients  with  Acute  Coronary 
Insufficiency  and  Myocardial  Infarction.” 

The  recent  report  of  the  Health  Systems  Agency  of  New 
York  City,  dated  May  21,  1976,  recommended  the  closing 
of  heart  surgery  at  a number  of  hospitals,  and  also  the 
closing  of  a number  of  cardiopulmonary  laboratories.  For 
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example,  there  are  1 1 hospitals  licensed  to  perform  cardiac 
catheterizations  which  “should  terminate  this  service.” 
Five  hospitals  currently  performing  cardiac  surgery 
"should  stop  providing  this  service.  ” As  a result  the  matter 
was  referred  to  this  committee  for  study.  This  was  dis- 
cussed at  our  meeting  of  June  10, 1976,  and  the  following 
recommendations  were  made  with  regard  to  cardiopul- 
monary services: 

1.  It  was  suggested  that  any  hospital  400  beds  or 
larger  have  such  diagnostic  and  therapeutic  cardiopul- 
monary facilities  available  in  order  that  the  patient 
may  receive  adequate  quality  care. 

2.  That  there  be  a uniform  method  of  reporting 
procedures  and  a separate  delineation  of  bedside  pro- 
cedures as  opposed  to  those  invasive  procedures  per- 
formed in  a cardiopulmonary  laboratory.  It  was  rec- 
ommended that  each  procedure  be  listed  separately, 
such  as,  right  heart  catheterization,  left  heart  catheter- 
ization, His  bundle  studies,  coronary  arteriography, 
and  pacemaker  insertions — as  invasive  procedures 
done  in  the  cardiopulmonary  laboratory. 

3.  It  was  thought  that,  as  a minimum  number  of 
total  procedures  done  in  a cardiopulmonary  laborato- 
ry, approximately  150  would  represent  a reasonable 
number  for  a dense  population  area,  such  as  New  York 
City.  The  number  might  well  be  correspondingly  less 
in  other  more  remote  areas  of  the  State. 

As  far  as  heart  surgery  is  concerned,  the  committee 
recommended  that  a minimum  number  of  100  per  year  per 
approved  hospital  for  the  New  York  City  area,  and  a lesser 
number  in  other  regions  of  the  State,  depending  upon  the 
local  conditions.  In  certain  remote  areas,  for  example,  it 
is  not  possible  to  transport  acutely  ill  patients  great  dis- 
tances for  urgent  heart  surgery.  Therefore,  regional  plans 
are  required  and  these  may  differ  in  substantial  numbers 
from  areas  of  high  population  density. 

Respectfully  submitted, 

Charles  A.  Bertrand,  M.D.,  Chairman 

CHILD  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Child  Abuse  are  as 


follows: 

Vincent  J.  Fontana,  M.D.,  Chairman  New  York 

Dominick  J.  DiMaio,  M.D New  York 

Fedor  A.  Kuritzkes,  M.D Queens 

Aaron  R.  Rausen,  M.D New  York 

Doris  L.  Wethers,  M.D New  York 

Marvin  L.  Blumberg,  M.D Queens 

Walter  J.  O’Connor,  M.D Suffolk 

Theodore  C.  Jewett,  Jr.,  M.D Erie 

Selig  Katz,  M.D.,  Advisor  Albany 

Mr.  James  Cameron,  Advisor  Albany 


The  Committee  on  Child  Abuse  was  established  in 
September  1974,  in  response  to  a mounting  public  and 
medical  awareness  and  concern  over  the  problem  of  child 
maltreatment. 

Dr.  Vincent  J.  Fontana  was  asked  to  serve  as  chairman. 
The  committee  first  met  on  December  12,  1975.  The 
committee  membership  is  composed  of  experienced  pro- 
fessionals in  the  field  of  child  abuse  with  associated  ac- 
tivities on  the  Mayor’s  Task  Force  on  Child  Abuse  and 
Neglect,  the  New  York  State  Assembly  Select  Committee 
on  Child  Abuse,  the  Child  Welfare  Committee  of  the 
County  Medical  Society  and  the  New  York  State  Chapter 


2,  District  II  of  the  American  Academy  of  Pediatrics.  The 
type  of  representation  on  the  committee  enhances  com- 
munication dnd  productivity  when  dealing  with  the  many 
ramifications  of  the  child  abuse  problem  on  a State  level. 

The  chairman  distributed  to  the  membership  a com- 
prehensive newly  developed  working  manual  he  compiled 
for  use  at  the  New  York  Foundling  Hospital  Center  for 
Parent  and  Child  Development  for  the  “early  detection, 
intervention,  and  treatment  of  child  maltreatment.” 

The  aims  and  goals  of  the  committee  were  stated  to  in- 
clude: 

To  improve  information  dissemination,  under- 
standing and  responsibilities  about  the  problem  to  the 
medical  profession.  To  acquaint  physicians  with  their 
individual  responsibilities  and  the  seriousness  of  child 
abuse. 

To  monitor  and  make  recommendations  to  the  State 
legislators  toward  implementation  of  existing  child 
abuse  legislation. 

To  develop  educational  material  for  distribution  to 
hospitals  and  physicians  in  the  detection,  and  re- 
porting of  child  abuse  with  particular  emphasis  in  the 
areas  of  liability. 

To  act  as  advocates  in  finding  ways  of  assisting  and 
treating  the  victims  of  child  maltreatment  and  their 
families. 

To  recommend  to  the  Council  of  MSSNY  ways  in 
which  MSSNY  can  support  the  objectives  and  aims  of 
the  Committee  on  Child  Abuse. 

It  was  further  recommended  that  the  scope  of  the  com- 
mittee’s activities  be  wide  and  all  encompassing  when 
dealing  with  State  and  Federal  child  abuse  regulations  and 
to  transmit  this  knowledge  to  all  physicians  in  the  State. 
Recommendations  to  MSSNY,  following  discussions,  will 
hopefully  bring  about  a reduction  in  the  incidence  of  child 
abuse. 

Dr.  Aaron  Rausen  brought  to  the  committee’s  attention 
a poster  sent  to  physicians  and  hospitals  by  The  New  York 
County  Medical  Society  stating  the  procedure  for  reporting 
suspicious  abused  and  neglected  children.  This  poster  will 
be  considered  by  committee  for  distribution  on  a State 
level. 

The  committee  submitted  to  the  Council  of  MSSNY  a 
recommendation  that  HEW  include  in  its  8th  Edition  of 
the  International  Classification  of  Diseases  a diagnosis  and 
code  number  for  “child  maltreatment  syndrome.”  The 
committee  feels  that  acceptance  of  this  proposal  would 
increase  medical  awareness  of  this  problem  and  improve 
the  system  of  gathering  more  valid  statistics  on  the  inci- 
dence of  child  abuse  and  neglect. 

Respectfully  submitted, 

Vincent  J.  Fontana,  M.D.,  Chairman 

DISASTER  MEDICAL  CARE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Disaster  Medical 


Care  are  as  follows: 

Irving  G.  Frohman,  M.D.,  Chairman  Queens 

Wiliiam  G.  Abel,  M.D Suffolk 

Russell  Weaver  Greenhalgh,  M.D Onondaga 

Patrick  E.  O’Hara,  M.D Broome 

Hugh  W.  Smith,  M.D Richmond 

Robert  J.  Huszar,  M.D.,  Advisor Albany 


Your  Chairman  was  designated  to  attend  the  1975 
meeting  on  Airport/Community  Emergency  Medical 
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Preparedness  of  the  National  Health  Resources  Advisory 
Committee.  The  location  was  the  International  Hotel, 
Kennedy  International  Airport.  Conferences  were  to  be 
on  October  16-17th  with  a simulated  Disaster  Exercise  for 
October  18th.  Due  to  a torrential  downpour,  the  latter 
event  was  washed  out. 

The  program  essentially  involved  a number  of  view- 
points, including:  National  preparedness  and  the  role  of 
aviation;  the  investigator’s  viewpoint;  the  regulator’s 
viewpoint;  the  airport  management  viewpoint;  the  com- 
munity viewpoint;  the  airborne  viewpoint;  the  air  carrier 
viewpoint;  the  ground  support  viewpoint;  the  air  industry 
viewpoint;  also  the  lessons  learned  from  actual  or  simulated 
airport/community  emergencies. 

To  this  date,  the  promised  summary  of  the  program  has 
not  been  received.  From  the  medical  care  viewpoint,  the 
aspects  most  emphasized  were  communications,  training, 
drills,  triage,  evacuation  when  stabilized,  alerting  and 
preparation  of  facilities,  regulated  transport,  finally,  in- 
formation dissemination. 

It  was  reported  that  in  the  five  years  1970-74,  there  were 
120  crashes  with  728  deaths  and  13,142  injuries.  Most  of 
the  accidents  occurred  on  the  approach  landing,  such  as 
the  Kennedy  crash  of  an  Eastern  Airliner  on  June  24, 
1975. 

With  reference  to  that  incident  certain  items  recur,  such 
as  early  need  for  sufficient  body  bags  for  dismembered 
fragments;  portable  small  boat;  patient  evaluation,  where 
possible,  prior  to  evacuation;  and  deficient  communica- 
tions. With  reference  to  the  latter,  I suggested  that  be- 
cause of  the  many  facets  involved,  the  Federal  Government 
was  needed  to  establish  and  finance  systems. 

On  December  29th  a bomb  exploded  at  La  Guardia 
Airport.  35  of  more  than  70  injuries  were  removed  by 
ambulances  regulated  by  the  Emergency  Medical  Service 
of  New  York  City.  Most  patients  wound  up  at  one  hospi- 
tal, while  staffs  of  others  stood  by  and  private  hospitals 
complained  that,  while  they  are  required  to  stand  by,  no 
patients  are  ever  sent  to  them,  with  resultant  waste  of  ef- 
fort, time  and  added  expense. 

Once  again,  the  seriously  injured  were  transported 
without  evaluation  or  stabilization.  The  patients  were 
removed  prior  to  arrival  of  specially  equipped  Mobile  ER 
Vehicles. 

April  22nd,  an  Eastern  727  on  the  same  approach  as  the 
fatal  Eastern  crash  of  June  24th,  skidded  on  a wet  runway. 
Only  two  of  the  ninety-three  passengers  were  slightly  in- 
jured in  sliding  down  the  emergency  chutes. 

In  May  a major  disaster  drill  was  conducted  locally  on 
the  premises  of  Creedmore  State  Hospital,  involving  EMS, 
Fire,  Police,  Red  Cross,  Helicopters,  and  75  volunteer 
“casualties”  of  presumed  normal  mentality.  Actual  in- 
volvement of  injured  inmates  would  present  many  addi- 
tional considerations  in  patient  management. 

Respectfully  submitted, 

Irving  G.  Frohman,  M.D.,  Chairman 

DRUG  ABUSE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Drug  Abuse  are  as 


follows: 

Leonard  L.  Heimoff,  M.D.  Chairman  Bronx 

Richard  S.  Blum,  M.D Queens 

Matthew  Brody,  M.D Kings 

Douglas  Evans,  M.D Monroe 

Sidney  Greenberg,  M.D New  York 


Philip  K.  Kaufman,  M.D Queens 

Allison  B.  Landolt,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Arthur  G.  Baker,  M.D.  Advisor Albany 


The  Committee  on  Drug  Abuse  has  continued  to  be  ac- 
tive in  the  field  of  Drug  Abuse. 

The  committee  met  on  October  24, 1975,  and  discussed 
subjects  concerning  its  field  of  interest. 

Dr.  Arthur  G.  Baker  rendered  a report  on  the  status  of 
the  triplicate  prescriptions  and  will  be  gathering  infor- 
mation as  to  what  type  of  useful  information  has  been 
gathered  and  what  effects,  if  any,  the  triplicate  prescrip- 
tions have  had  on  drug  abuse  statistics  and  whether  the  law 
is  worth  the  time  and  expense  entailed.  A report  on  this 
will  follow. 

The  committee  responded,  through  its  chairman,  to 
several  requests  of  the  State  Health  Department  on  fea- 
sibility of  adding  new  drugs  to  the  Class  4 list. 

The  committee  chairman  participated  and  cooperated 
with  the  Special  Narcotics  Prosecutors  Office  of  New  York 
City  in  determining  grand  jury  action  against  physicians 
who  are  abusing  their  prescription  writing  privileges. 

The  Drug  Abuse  Committee  has  also  been  active  and 
cooperating  with  the  Physicians  Committee  and  a great 
deal  of  time  and  effort  has  gone  into  this  most  productive 
area. 

The  chairman  appeared  at  the  New  York  City  Council 
Meeting  on  the  subject  of  whether  the  Addiction  Services 
Agency  of  New  York  City  should  be  taken  into  the  De- 
partment of  Health  of  New  York  City  and  recommended 
that  it  would  be  more  effective  under  the  Department  of 
Health  aegis. 

Due  to  the  tremendous  reductions  of  financing  for  drug 
treatment  programs  and  the  closing  of  many  methadone 
and  drug  free  program  clinics,  the  committee  will  be  asked 
to  evaluate  the  efficiency  of  these  various  programs  and  a 
report  will  be  rendered  later. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  Chairman 

ENVIRONMENTAL  QUALITY 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Environmental 


Quality  are  as  follows: 

Stanley  I.  Fishman,  M.D.,  Chairman  Kings 

William  H.  Becker,  M.D Kings 

Thaddeus  J.  Murawski,  M.D Albany 

Meredith  H.  Thompson,  M.D.,  Advisor Albany 


This  committee  continues  to  attempt  to  maintain  a 
reasoned  balance  between  concern  for  matters  affecting  ; 
our  environmental  health  and  concern  for  the  practical 
economic  realities  facing  us,  since  the  latter  ultimately  ; 
affect  our  overall  environmental  quality  as  well  as  the  | 
former. 

Nuclear  energy  plants  are  conceded  to  be  a practical  j 
approach  to  one  major  problem,  and  enough  hue  and  cry  j 
has  been  raised  by  many  lay  groups  to  indicate  that  ade 
quate  safeguards  against  possible  accidents  and  lowleve! 
emissions  will  be  legislated  by  responsible  public  offi- 
cials. 

On  the  other  hand,  the  committee  continues  to  regard 
as  inadequate  the  degree  of  protection  of  such  plants 
against  purposeful  sabotage  or  nuclear  theft.  Requiring 
only  the  ability  to  repel  or  delay  a force  of  up  to  12  men 
armed  only  with  handguns  seems  clearly  insufficient.  An 
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inquiry  to  appropriate  governmental  officials  in  this  regard 
from  the  President  and  Council  of  MSSNY  may  serve  to 
stimulate  a “healthier”  attitude. 

Continued  opposition  to  the  landing  of  the  SST  in  its 
present  form  in  New  York  State  is  indicated.  The  noise 
level  produced  and  the  consequent  vibration  of  households 
along  the  flight  path  are  considered  a significant  hazard  to 
the  physical  and  mental  health  of  our  citizens.  Moreover, 
economic  factors  (such  as  are  considered  with  nuclear 
plants)  do  not  play  a part  in  this  inefficient  aircraft  which 
carries  a small  passenger  load  at  expensive  rates,  and  the 
present  controversy  is  apparently  due  solely  to  injured 
national  pride. 

By  contrast,  the  State  Council  on  Economy  has  recom- 
mended an  end  to  the  ban  against  drilling  for  natural  gas 
in  Lake  Erie.  The  State’s  Public  Service  Commission  has 
refused  to  connect  any  new  industrial  customers  for  gas  for 
several  years,  with  resultant  loss  of  possible  jobs  in  this 
State,  while  Canada  has  been  taking  gas  from  its  side  of  the 
lake  for  many  years  without  apparent  harmful  effects.  A 
cautious  endorsement  by  MSSNY  for  the  end  of  this  ban 
is  therefore  recommended. 

Respectfully  submitted, 

Stanley  I.  Fishman,  M.D.,  Chairman 

HEALTH  MANPOWER 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

Members  of  the  Committee  on  Health  Manpower  are  as 


follows: 

Stephen  W.  Blatchly,  M.D.,  Chairman  . . . .Tompkins 

Frank  A.  Baumann,  M.D Broome 

Donald  Bidwell,  M.D Seneca 

Lester  Candela,  M.D Queens 

Myron  E.  Carmer,  M.D Wayne 

Clarke  T.  Case,  M.D Oneida 

Katharine  L.  Friedmann,  M.D Westchester 

Frank  C.  Nichols,  M.D Nassau 

Morton  A.  Schiffer.  M.D Kings 

Leo  J.  Swirsky,  M.D Kings 

Irving  J.  Thorne,  M.D New  York 

Leonard  Weitzman,  M.D Suffolk 

Russell  C.  Johnson,  M.D.,  Advisor  Albany 

Jackson  Riddle,  M.D.,  Advisor  Albany 

Julia  Freitag,  M.D.,  Advisor  Albany 


The  Committee  has  held  two  meetings  since  the  last 
annual  meeting  of  The  Medical  Society  of  the  State  of  New 
York,  on  June  19,  1975,  and  June  3, 1976. 

1.  At  the  June  19, 1975,  meeting,  it  was  reported  to  the 
committee  that  the  term  “physician’s  associate”  had  been 
changed  to  “physician’s  assistant”  by  the  passage  of  a bill 
signed  into  law  by  Governor  Carey  on  that  same  day. 

2.  The  committee  voted  to  reiterate  to  the  Council  its 
previous  position  that  changes  in  the  Hospital  Code  should 
be  made  so  as  to  limit  the  number  of  physicians’  assistants 
and/or  specialists’  assistants  under  the  supervision  of  a 
physician  to  two  per  physician,  whether  in  or  out  of  the 
hospital  setting. 

This  recommendation  was  approved  by  the  Council. 

3.  The  committee  also  recommended  at  this  meeting 
that  the  MSSNY  position  paper  (Report  73-Z)  regarding 
Physicians’  Assistants  include  the  following  paragraph: 

"Hospital  Privileges  for  Physicians’  Assistants. 
If  the  physician  wishes  to  have  his  assistant  function 
within  the  hospital,  he  should  take  appropriate  steps 
to  secure  hospital  privileges  for  him.  The  bylaws, 
rules  and  regulations  of  the  hospital  concerned  should 


prescribe  the  procedure  for  obtaining  such  privileges 
and  extend  to  which  the  physician  may  delegate  to  his 
assistant.  They  should  also  state  that  the  physician’s 
assistant  must  be  employed  by  and  responsible  to  the 
physician.” 

This  was  later  approved  by  the  Council  with  the  dele- 
tion of  the  last  sentence. 

The  Committee  on  Health  Manpower  recommends  to 
this  House  of  Delegates  the  approval  of  the  supplementary 
report,  73-Z,  as  amended  by  the  committee.  The  amend- 
ment is  the  addition  to  the  section  on  Hospital  Privileges 
for  Physicians’  Assistants  of  the  sentence,  “This  should 
also  state  that  the  physician’s  assistant  must  be  employed 
by  and  responsible  to  the  physician.” 

Medical  Society  of  the  State  of  New  York  House  of 
Delegates,  1973 

Number  73-Z 

Referred  to  Reference  Committee 
on  Public  Health  and  Education 
SUPPLEMENTARY  REPORT 
COMMITTEE  ON  HEALTH  MANPOWER 
To  the  House  of  Delegates,  Gentlemen: 

The  purpose  of  this  communication  is  to  inform  the 
membership  of  the  Society  of  the  position  of  the  Society 
relative  to  “physicians’  assistants.”  The  terms  used  in  the 
New  York  State  Education  and  Public  Health  Laws  are 
“Physician’s  Associate”  and  Specialist’s  Assistant”  to 
designate  special  categories  of  physicians’  assistants.  Our 
suggested  guidelines  for  employment  and  use  of  these  two 
categories  of  physicians’  assistants  is  in  accord  with  the 
present  wording  of  the  law.  Your  Society  is  presently 
studying  this  law  and  will  make  recommendations  for 
change  to  the  Legislature. 

We  suscribe  to  the  definition  of  the  term  physician’s 
assistant  as  recommended  by  the  Council  on  Health 
Manpower  of  the  American  Medical  Association  in  1970 
which  states: 

“The  physician’s  assistant  is  a skilled  person  quali- 
fied by  academic  and  practical  training  to  provide  pa- 
tient services  under  the  supervision  and  direction  of  a 
licensed  physician  who  is  responsible  for  the  perfor- 
mance of  that  assistant.” 

The  concept  of  the  “physician’s  assistant”  to  whom 
physician  functions  are  delegated  is  not  new.  Physicians 
have  been  delegating  medical  work  of  all  kinds  to  nurses 
and  other  office  assistants  for  years.  What  is  new  is  to 
legally  authorize  the  delegating  of  such  duties  to  a new 
category  df  health  personnel  whose  training  will  qualify 
them  to  perform  services  which  extend  the  physician’s 
capabilities  in  the  preventive,  diagnostic,  and  therapeutic 
management  of  his  patients. 

New  York  State  Legislation.  The  1971  Legislature 
amended  the  Education  Law  and  the  Public  Health  Law 
to: 

1.  Require  the  registration  of  “physician’s  asso- 
ciates” and  assistants.”  These  terms  have  been  fur- 
ther defined  by  regulation  of  the  State  Commissioner 
of  Health. 

2.  Permit  the  performance  of  medical  duties  by 
physicians’  assistants  but  only  when  under  the  super- 
vision of  a designated  licensed  physician  who  must  no- 
tify the  Education  Department  of  the  employment  or 
discharge  of  his  “physician’s  associate”  or  “specialist’s 
assistant.” 
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3.  Approve  formal  training  programs  whose  gradu- 
ates will  be  eligible  for  registration  as  “physicians’  as- 
sociates’’ or  “specialists’  assistants.” 

4.  Stipulate  the  conditions  of  employment  and  su- 
pervision of  “physicians’  associates”  or  “specialists’  as- 
sistants.” 

Employment.  A physician  may  employ  no  more  than 
two  currently  registered  physician’s  associates  and  two 
specialist’s  assistants  in  his  private  practice.  The  physi- 
cian must  notify  the  Department  of  Education  of  the  em- 
ployment or  discharge  of  a physician’s  associate  or  “spe- 
cialist’s assistant. 

A hospital  may  employ  physician’s  assistants  but  must 
designate  the  physician  who  will  supervise  them.  Not 
more  than  6 hospital-employed  physician’s  assistants  may 
be  supervised  by  one  physician.  The  hospital  must  des- 
ignate in  writing  the  physician  responsible  for  supervising 
each  physician’s  associate  or  specialist’s  assistant. 

The  conditions  of  employment  is  a matter  of  contractual 
arrangement  between  employer  and  employee.  In  a hos- 
pital, the  contractual  agreement  is  between  the  hospital, 
as  employer,  and  the  physician’s  assistant  as  employee. 
The  supervising  physician  remains  medically  responsible 
for  duties  performed  by  his  assistant. 

It  is  recommended  that  physicians  make  formal  con- 
tractual agreements  including  terms  of  salary,  hours  of 
work,  fringe  benefits,  employer-employee  relationship, 
possession  of  records  and  reports,  and  professional  medical 
liability.  The  services  of  an  attorney  are  believed  neces- 
sary in  drawing  up  this  contract. 

Duties  Which  May  Be  Delegated  to  and  Performed 
by  the  Physician 9s  Assistant  Any  clinical  act  which  the 
supervising  physician  can  legally  perform  can  be  delegated 
to  and  legally  performed  by  the  physician’s  assistant  BUT 
ONLY  INSOFAR  AS  THEY  ARE  WITHIN  THE  SCOPE 
OF  PRACTICE  OF  THE  SUPER  VISINC,  PHYSICIAN. 
This  may  be  construed  to  mean  only  those  medical  acts 
which  he  himself  customarily  performs  in  his  practice. 
This  limitation  applies  whether  the  physician’s  assistant 
is  employed  by  a physician  or  by  a hospital. 

A list  of  specific  duties  which  may  be  delegated  to  the 
physician’s  assistant  would  be  inappropriate  to  include  in 
this  communication.  A list  of  over  400  suggested  possible 
duties  is  being  drawn  up  by  the  American  Medical  Asso- 
ciation in  conjunction  with  the  National  Board  of  Medical 
Examiners  and  should  be  available  in  the  near  future.  It 
should  be  used  as  a guideline  only  with  specific  determi- 
nation to  be  made  by  the  supervising  physician  in  accor- 
dance with  his  desires  and  the  training  and  ability  of  his 
assistant. 

The  supervision  by  the  physician,  whether  in  the  hos- 
pital or  in  private  practice,  must  be  “continuous  but  shall 
not  be  construed  as  necessarily  requiring  the  physical 
presence  of  the  supervising  physician  at  the  time  and  place 
where  the  services  are  performed”  [Education  Law  Section 
6532  (3)].  The  closeness  of  such  supervision  is  a matter  of 
judgment  by  the  physician  concerned  and  will  undoubtedly 
be  developed  only  after  extended  contact  between  the 
physician  and  his  assistant. 

Hospital  Privileges  for  Physicians’  Assistants.  If 
the  physician  wishes  to  have  his  assistant  function  within 
the  hospital,  he  should  take  appropriate  steps  to  secure 
hospital  privileges  for  him.  The  bylaws,  rules  and  regu- 
lations of  the  hospital  concerned  should  prescribe  the 
procedure  for  obtaining  such  privileges  and  the  extent  to 
which  the  physician  may  delegate  to  his  assistant.  7 'his 


should  also  state  that  the  physician’s  assistant  must  be 
employed  by  and  responsible  to  the  physician. 

Professional  Conduct.  The  physician,  his  assistant 
and  his  patients  should  all  clearly  understand  that  duties 
performed  by  the  assistant  are  the  responsibility  of  the 
supervising  physician.  The  assistant  should  be  clearly 
identified  as  such  and  wherever  possible  he  should  be  in- 
troduced to  the  patient  as  an  assistant  before  performing 
services  for  such  patient.  Services  should  not  be  per- 
formed by  the  assistant  when  the  patient  objects  to  such 
performance.  If  services  of  the  assistant  are  accepted  by 
the  patient,  consent  of  the  patient  may  be  inferred. 

It  has  been  the  experience  that  when  properly  intro- 
duced to  a physician’s  practice  the  patients  are  willing  to 
have  the  physician’s  assistant  perform  many  services  tra- 
ditionally performed  only  by  the  physician  himself.  In- 
dividual situations  will,  of  course,  vary  considerably. 

Professional  Medical  Liability.  The  insurance  carrier 
should  be  consulted  concerning  the  necessity  for  additional, 
professional  medical  liability  coverage  and  clarification  of 
the  liability  of  the  physician  for  acts  performed  by  his  as- 
sistant. This  implies  a clear  understanding  between  the 
physician  and  his  assistant  as  to  the  scope  of  the  assistant’s 
duties  and  responsibilities. 

Compensation  for  Services  Performed  by  an  Assis- 
tant. The  American  Medical  Association  Principles  of 
Medical  Ethics,  (Section  7)  provide: 

“. . . a physician  should  limit  the  source  of  his  pro- 
fessional income  to  medical  services  actually  rendered 

by  him,  or  under  his  supervision,  to  his  patients  . . .” 

Neither  the  physician  nor  his  assistant  should  bill  sep- 
arately for  services  performed  by  the  assistant.  Charges 
for  such  services  should  be  included  in  the  bill  for  the 
physician’s  services. 

Interpersonal  Relations.  Not  every  physician  needs 
an  assistant.  Not  every  physician  who  needs  an  assistant 
wants  one.  Not  every  physician  who  needs  and  wants  an 
assistant  should  have  one.  Each  physician  must  make  his 
own  determination  whether  or  not  he  will  employ  one. 

For  those  who  do  employ  an  assistant  we  point  out  that 
success  in  use  of  a physician’s  assistant  is  a responsibility 
of  both  parties  and  the  greater  share  of  the  responsibility 
for  success  will  fall  on  the  physician,  for  he  is  in  charge. 

He  should  employ  only  an  adequately  trained  and  cur- 
rently registered  assistant.  He  should  determine  the  ex- 
tent to  which  he  can  delegate  and  to  which  he  must  su- 
pervise. He  needs  to  be  cautious  that  it’s  not  so  little  as 
to  be  frustrating  nor  so  much  as  to  be  overwhelming. 

He  should  provide  challenge  and  opportunity  for  self- 
improvement  and  continuing  education  which  will  be  a 
requirement  for  the  physician’s  assistant  reregistration. 

Above  all,  he  should  respect  and  treat  his  assistant  as 
another  human  being  and  be  worthy  of  and  demand  such 
respect  from  his  assistant. 

The  Society  believes  the  use  of  this  new  category  of 
health  personnel  in  the  extension  of  health  services  de- 
mands a fair  trial  and  urges  its  members  to  act  accordingly. 
The  Society  will  continue  to  review  the  implementation  of 
this  legislation  and  will  periodically  make  recommenda- 
tions. 

Respectfully  submitted, 

Stephen  W.  Blatchly,  M.D.,  Chairman 

The  following  is  a report  regarding  Patient  Care  Physi- 
cian/Population Ratio  by  Region  and  by  County,  New  York 
State  1976. 
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Patient  Care  Physician/Population  Ratio  by  Region,  by  County, 

N.Y.S.,  1976 

(Physicians  = M.D.'s  + D.O.’s) 

Req.  Phys.  (2/76) 

Pt.  Care  Phys. 

Ratio 

(based  on  est.  Population) 

SYRACUSE  REGION 

Broome  County 

432 

359 

1:602 

Cayuga  County 

86 

71 

1:1149 

Chenango  County 

47 

39 

1:1205 

Cortland  County 

45 

37 

1:1295 

Herkimer  County 

46 

38 

1:1768 

Jefferson  County 

125 

104 

1:835 

Lewis  County 

13 

11 

1:2118 

Madison  County 

51 

42 

1:1588 

Oneida  County 

390 

324 

1:851 

Onondaga  County 

1058 

878 

1:541 

Oswego  County 

77 

64 

1:1681 

St.  Lawrence  County 

107 

89 

1:1230 

Tioga  County 

32 

27 

1:1800 

Tompkins  County 

122 

101 

1:801 

WHITE  PLAINS  REGION 

Dutchess  County 

411 

358 

1:660 

Nassau  County 

3482 

3029 

1:472 

Orange  County 

327 

284 

1:886 

Putnam  County 

65 

57 

1:1218 

Rockland  County 

632 

550 

1:499 

Suffolk  County 

1806 

1571 

1:854 

Ulster  County 

183 

159 

1:948 

Westchester  County 

3040 

2645 

1:349 

NEW  YORK  CITY  REGION 

Bronx  County 

2033 

1606 

1:867 

Kings  County 

3866 

3054 

1:815 

New  York  County 

9955 

7864 

1:183 

Queens  County 

3625 

2864 

1:685 

Richmond  County 

584 

461 

1:700 

ALBANY  REGION 

Albany  County 

933 

737 

1:392 

Clinton  County 

86 

68 

1:1104 

Columbia  County 

64 

51 

1:1041 

Delaware  County 

51 

40 

1:1115 

Essex  County 

50 

40 

1:838 

Franklin  County 

53 

42 

1:1002 

Fulton  County 

55 

43 

1:1228 

Greene  County 

27 

21 

1:1629 

Hamilton  County 

6 

5 

1:960 

Montgomery  County 

67 

53 

1:1123 

Otsego  County 

112 

88 

1:635 

Rensselaer  County 

161 

127 

1:1232 

Saratoga  County 

92 

73 

1:2040 

Schenectady  County 

338 

267 

1:617 

Schoharie  County 

25 

20 

1:1300 

Sullivan  County 

67 

53 

1:1045 

Warren  County 

108 

85 

1:607 

Washington  County 

47 

37 

1:1465 

BUFFALO  REGION 

Allegany  County 

34 

28 

1:1700 

Cattaraugus  County 

99 

82 

1:983 

Chautauqua  County 

158 

131 

1:1105 

Erie  County 

2109 

1750 

1:640 

Genesee  County 

70 

58 

1:1045 

Niagara  County 

207 

172 

1:1363 

Wyoming  County 

32 

27 

1:1430 

ROCHESTER  REGION 

Chemung  County 

160 

130 

1:772 

Livingston  County 

44 

36 

1:1608 

Monroe  County 

1623 

1315 

1:584 

Ontario  County 

137 

111 

1:758 

Orleans  County 

24 

25 

1:1548 

Schuyler  County 

16 

13 

1:1338 

Seneca  County 

38 

31 

1:1135 

Steuben  County 

117 

95 

1:1042 

Wayne  County 

76 

62 

1:1329 

Yates  County 

20 

16 

1:1231 

Req.  Phys.  (2/76) 

Pt.  Care  Phys. 

Ratio 

(based  on  est.  Population) 
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Physician  Shortage  Counties 
Patient  Care  Physician/1200  Population 


County 

Ratio 

County 

Ratio 

1. 

Allegany 

1:1700 

13. 

Putnam 

1:1218 

2. 

Chenango 

1:1205 

14. 

Rensselaer 

1:1232 

3. 

Cortland 

1:1295 

15. 

St.  Lawrence 

1:1239 

4. 

Fulton 

1:1228 

16. 

Saratoga 

1:2040 

5. 

Greene 

1:1629 

17. 

Schoharie 

1:1300 

6. 

Herkimer 

1:1768 

18. 

Schuyler 

1:1338 

7. 

Lewis 

1:2118 

19. 

Tioga 

1:1800 

8. 

Livingston 

1:1608 

20. 

Washington 

1:1465 

9. 

Madison 

1:1588 

21. 

Wayne 

1:1329 

10. 

Niagara 

1:1363 

22. 

Wyoming 

1:1430 

11. 

Orleans 

1:1548 

23. 

Yates 

1:1231 

12. 

Oswego 

4.  Section  94.2 — Title  10  of  the  Hospital  Code  re- 
garding the  supervision  and  scope  of  duties  of  the  physi- 
cian’s assistant  was  discussed.  Pursuant  to  the  authority 
vested  in  the  Commissioner  of  Health  by  § 3701  of  the 
Public  Health  Law,  Part  94  of  the  Administrative  Rules 
and  Regulations  contained  in  Subchapter  M,  Chapter  II, 
Title  10  (Health  of  the  Official  Compilation  of  Codes,  Rules 
and  Regulations  of  the  State  of  New  York)  is  hereby 
amended  this  18th  day  of  May  1976,  to  be  effective  upon 
filing  with  the  Secretary  of  State  as  follows: 

Subdivision  (e)  of  Section  94.2  is  hereby  REPEALED 
and  a new  Subdivision  (e)  is  added  to  read  as  follows: 
(Material  in  italics  is  new ) 

(e)  Prescriptions  and  medical  orders  may  be  written 
by  a registered  physician's  assistant  as  provided  in 
this  subdivision: 

(1)  Except  for  controlled  substances  as  listed 
under  Federal  and  State  Controlled  Substances 
Acts,  a registered  physician’s  assistant  may  write 
prescriptions  for  a patient  who  is  under  the  care  of 
the  physician  responsible  for  the  supervision  of  the 
registered  physician’s  assistant. 

(i)  The  prescription  shall  be  written  on  the 
blank  of  the  supervising  physician  and  shall  in- 
clude the  name,  address  and  telephone  number 
of  the  physician.  The  prescription  shall  also 
bear  the  name,  the  address,  the  age  of  the  patient 
and  the  date  on  which  the  prescription  was  writ- 
ten. 

(ii)  The  registered  physician’s  assistant  shall 
sign  such  a prescription  by  printing  the  name  of 
the  supervising  physician,  printing  his  own  name 

MATERNAL  AND  CHILD  WELFARE 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Ma- 


ternal and  Child  Welfare: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Roderick  McLean,  M.D.,  Cochairman  . . . .Onondaga 

Walter  L.  Freedman,  M.D Westchester 

Myron  Gordon,  M.D New  York 

Donald  W.  Hall,  M.D Erie 

Jacqueline  Mauro,  M.D Albany 

Richard  E.  Murphy,  M.D Clinton 

Morton  A.  Schiller,  M.D Kings 

Ralph  M.  Schwartz,  M.D Kings 

Donald  P.  Swartz,  M.D Albany 


and  additionally  signing  his  own  name  followed 
by  the  letters  R.P.A.  and  his  registration  num- 
ber. 

(2)  A registered  physician’s  assistant  employed 
or  extended  privileges  by  a hospital  may,  if  permissi- 
ble under  the  bylaws,  rules  and  regulations  of  the 
hospital,  write  medical  orders,  including  those  for 
controlled  substances,  for  inpatients  under  the  care 
of  the  physician  responsible  for  his  supervision.  In 
every  case,  medical  orders  so  written  shall  be  coun- 
tersigned by  the  supervising  physician  within  24 
hours,  but  such  countersignature  shall  not  be  re- 
quired prior  to  the  execution  of  any  such  order. 

Pursuant  to  telephone  call  with  Dr.  Edward  Coates, 
2nd  Deputy  Commissioner,  New  York  State  Department 
of  Health,  we  have  been  informed  that  the  above  regula- 
tions are  not  to  be  put  into  effect  until  there  is  a meeting 
of  the  Physician’s  Assistant  Advisory  Council  which  will 
probably  take  place  September  1976.  There  is  plenty  of 
time  to  forward  any  comments  to  be  made  to  Dr.  Whalen, 
New  York  State  Commissioner  of  Health. 

The  Committee  on  Health  Manpower  after  much  dis- 
cussion voted  to  disapprove  these  revised  regulations  and 
to  so  inform  the  MSSNY  Council. 

It  has  been  the  experience  that  when  properly  intro- 
duced to  a physician’s  practice  the  patients  are  willing  to 
have  the  physician’s  assistant  perform  many  services  tra- 
ditionally performed  only  by  the  physician  himself.  In- 
dividual situations  will,  of  course,  vary  considerably. 

Respectfully  submitted, 

Stephen  W.  Blatchly,  M.D.,  Chairman 

As  chairman  of  the  Committee  on  Maternal  and  Child 
Welfare  of  the  Medical  Society  of  the  State  of  New  York, 
I submit  the  following  report: 

The  committee  has  been  engaged  in  many  activities 
during  the  past  year.  In  preparation  for  the  design  of  ob- 
stetric records,  the  staff  of  the  committee  reviewed  1,214 
completed  prenatal  and  hospital  obstetric  charts  from  13 
hospitals,  focusing  on  analysis  of  vital  medical  information 
with  particular  attention  given  to  utilization  of  the  various 
records.  Also,  the  staff  gained  added  insight  through  re- 
view of  134  maternal  mortality  case  reports,  which  in  most 
instances  included  prenatal  and  hospital  charts.  As  an 
added  dimension  to  the  review,  73  blank  records  were  ob- 
tained through  direct  correspondence  with  clinics,  hospi- 
tals, university  medical  centers,  insurance  companies. 
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government  agencies,  private  record  companies,  and 
medical  associations. 

The  reason  for  this  project  was  the  development  of  a 
structured,  creative  instrument  that  would  assist  the 
physician  in  rendering  optimum,  comprehensive,  and 
highly  specialized  medical  care.  Such  a record  would  en- 
able investigation  of  trends  in  patient  care  and  would  serve 
as  a basis  for  statistical  reports,  studies,  and  research. 
Standardized  records  are  essential  for  use  in  computerized 
methods  of  data  collection. 

The  records  have  been  completed  and  distributed  to  all 
members  of  the  committee  for  review  and  comment  and 
to  State  authorities  who  may  be  instrumental  in  recom- 
mending such  a standardized  record  for  use  in  all  hospitals 
in  New  York  State. 

The  committee,  through  its  consultants  and  staff,  have 
reviewed  134  maternal  mortality  case  reports  (1970-1975). 
Reports  have  been  received  from  all  regions  except  Region 
12  and  efforts  are  being  made  to  obtain  and  analyze  records 
from  this  area. 

Analysis  indicates  that  cause  of  maternal  mortality 
differs  from  year  to  year  as  well  as  region  to  region.  For 
this  reason,  it  is  desirable  to  carry  out  maternal  mortality 
studies  on  a yearly  basis  to  determine  whether  improve- 
ment has  progressed  at  an  acceptable  rate,  and  which  major 
causes  of  maternal  death  deserve  special  study. 

There  have  been  proposed  changes  in  the  practice  of 
obstetrics  in  this  State  which  may  be  dangerous  to  the 
health  and  welfare  of  the  mother  and  infant.  The  com- 
mittee is  against  these  changes  and  recommended  to  the 
Council  of  the  Medical  Society  of  the  State  of  New  York 
that  legislative  action  be  taken  on  such  programs.  The 
Council  has  passed  the  following  recommendations: 

The  Council  of  the  Medical  Society  of  the  State  of 
New  York,  at  its  meeting  on  May  27,  1976,  approved 
the  following  recommendation  from  the  Council  Com- 
mittee on  Maternal  and  Child  Welfare: 

“The  committee  considered  the  letter  from  the  New 
York  State  Department  of  Health  on  laparoscopic 
sterilization  procedures  in  free-standing  clinics. 
The  committee  recommends  that  the  Medical  So- 
ciety of  the  State  of  New  York  adopt  the  policy  that 
all  laparoscopic  procedures  be  done  in  a hospi- 
tal.” 

The  Council,  at  its  meeting  on  May  27th,  appro%'ed 
the  resolution  submitted  by  the  Committee  on  Mater- 
nal and  Child  Welfare,  calling  for: 

1.  Inhospital  delivery  service  vs.  out-of-hospital  de- 
livery service. 

2.  Position  paper  on  Out-of- Hospital  Care  of  the 
American  College  of  Obstetricians  and  Gynecolo- 
gists District  II. 

3.  Cooperation  with  District  II  of  The  American 
College  of  Obstetricians  and  Gynecologists  in 
meeting  with  the  Commissioners  of  Health  of  the 
State  and  City  of  New  York  for  the  purpose  of 


discussing  this  matter  and  preventing  such  re- 
gressive practices. 

In  addition,  this  past  year,  the  committee  has  provided 
consultation  on  the  following  topics  and  made  recom- 
mendations: 

Medical  Radiation  Exposure  on  Women  of  Child- 
bearing Age,  Proposed  Guidelines,  Department  of 
Health,  Education,  and  Welfare,  Food  and  Drug’ Ad- 
ministration— The  committee  will  lend  support  to  the 
American  College  of  Radiology  regarding  their  recom- 
mendations to  HEW. 

Effect  of  Aspirin  on  Platelet  Function  During  Preg- 
nancy, Bureau  of  Maternal  and  Child  Health,  New 
York  State  Department  of  Health — The  committee 
recommends  that  the  excess  use  of  aspirin  during  preg- 
nancy be  avoided  as  it  changes  the  function  of  the 
platelets,  creating  abnormal  bleeding  in  the  fetus. 

Guide  to  Medical  Services  Following  Sexual  Assault, 
Hospital  Report — Suspected  Sexual  Assault,  Medical 
Society  of  the  State  of  New  York,  New  York  Universi- 
ty, School  of  Medicine,  Dept,  on  Urban  Health  Affairs — 
Approved  by  the  committee. 

“Motherhood  Bill,”  Medical  Society  of  the  State  of 
New  York,  New  York  State  Legislature — The  commit- 
tee continues  to  recommend  passage  of  this  bill  by  the 
New  York  State  Legislature. 

Abortion  Surveillance  System,  National  Center  for 
Disease  Control,  Atlanta,  Georgia — The  committee 
approves  cooperation  with  this  continuing  study. 

The  committee  presents  the  following  program  for  the 
coming  year: 

. . . the  Physician  and  Hospital  Records  will  be  field 
tested  prior  to  final  revision  through  the  cooperation 
of  selected  physicians  and  hospitals  in  New  York 
State. 

. . . results  of  the  field  test  will  be  analyzed  following 
personal  interviews  with  physicians  and  hospital 
personnel. 

. . . the  records  will  be  revised  and  redesigned  in  accor- 
dance with  the  results  of  the  field  test. 

...  a hospital  newborn  record  will  be  developed  to 
complement  the  hospital  obstetric  record.  This 
record  will  also  be  subject  to  field  testing. 

. . . the  maternal  mortality  reporting  form  will  be  revised 
to  include  data  elements  pertinent  to  current  ob- 
stetric and  perinatal  research.  The  consultant 
analysis  process  of  maternal  mortality  review  will 
continue  as  in  the  past. 

...  in  conjunction  with  maternal  mortality  review,  ed- 
ucational articles  will  be  prepared  for  publication  on 
selected  cause  of  death  categories. 

. . . the  ongoing  hospital  survey  will  be  updated  to  reflect 
current  trends  in  the  practice  of  obstetrics  and 
gynecology. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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MEDICAL  ASPECTS  OF  SPORTS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  committee  on  Medical 


Aspects  of  Sports: 

Donald  T.  Kasprzak,  M.D.,  Chairman  Clinton 

John  L.  Marshall,  M.D.,  Vice-Chairman  . . . New  York 

Albert  B.  Accettola,  M.D Richmond 

Herbert  Bessen,  M.D Putnam 

John  L.  Butsch,  M.D Erie 

Joseph  T.  Findaro,  M.D Queens 

Louis  N.  Frankel,  M.D Nassau 

Frederick  H.  Grabo,  M.D Oneida 

Viola  F.  Anderson,  M.D Westchester 

Kenneth  E.  DeHaven,  M.D Monroe 

Norman  R.  Loomis,  M.D Wayne 

Onslow  A.  Gordon,  III,  M.D.,  Advisor  Essex 

Mr.  Joseph  Abraham,  Advisor  Ontario 

Selig  Katz,  M.D.,  Advisor  Albany 


The  Ninth  Annual  Symposium  on  the  Medical  Aspects 
of  Sports  was  held  at  the  Concord  Hotel,  Kiamesha  Lake, 
New  York  on  January  22,  23  and  24th,  1976.  The  meeting 
once  again  was  held  in  conjunction  with  the  New  York 
State  Public  High  School  Athletic  Association  and  the  New 
York  State  Association  for  Health,  Physical  Education  and 
Recreation.  A variety  of  interesting  topics  were  presented 
by  speakers  including  Thomas  Shaffer,  M.D.,  James 
Nicholas,  M.D.,  John  Marshall,  M.D.,  and  Kenneth  De- 
Haven,  M.D.  The  featured  speaker  of  the  evening  was 
Tenley  Albright,  M.D.,  who  in  1956  was  the  first  American 
girl  to  win  an  Olympic  gold  medal  in  figure  skating.  Dr. 
Albright,  a practicing  general  surgeon,  spoke  on  knee  in- 
juries and  also  commented  on  her  Olympic  experiences. 
The  highlight  of  one  of  the  evening  sessions  was  the  pre- 
sentation of  the  Bernard  E.  Hughes  Recognition  Award  to 
Ralph  S.  Emerson,  M.D.,  the  President  of  the  Medical 
Society  of  the  State  of  New  York.  The  committees’  con- 
gratulations were  extended  to  Dr.  Emerson’s  team  and  are 
reemphasized  at  the  present  time. 

The  efforts  to  disseminate  information  regarding  the 
treatment  and  prevention  of  injuries  in  interscholastic 
athletics  continue.  In  order  to  pursue  this  further,  Viola 
F.  Anderson,  M.D.,  was  appointed  to  the  committee.  Dr. 
Anderson  is  the  President  of  the  New  York  State  School 
Physicians  Association,  and  it  is  hoped  that  through  her 
office  and  efforts,  more  school  physicians  will  be  kept 
better  informed  regarding  the  prevention  and  treatment 
of  injuries  in  the  high  school  athlete.  To  further  support 
the  effort,  a program  on  Sports  Medicine  will  be  presented 
at  the  Annual  Meeting  of  the  Medical  Society  of  the  State 
of  New  York  on  the  morning  of  November  9,  1976.  The 
program  has  already  been  formulated  and  should  be  of 
interest  to  all  physicians. 

Disqualifying  Factors.  In  the  recent  committee 
meeting  of  May  11,  1976,  considerable  time  was  spent  on 
disqualifying  factors  in  the  high  school  athlete.  The 
committee,  as  well  as  the  New  York  State  Education  De- 
partment, has  followed  the  guidelines  as  presented  by  the 
American  Medical  Association.  The  school  physician  has 
the  absolute  authority  to  determine  the  physical  capability 
of  a student  to  participate  in  a sport.  This  concept  has 
already  been  challenged  in  the  courts  on  numerous  occa- 
sions and  will  continue  to  be  so. 

On  March  2, 1976,  Senator  John  R.  Dunne  introduced  a 
bill  to  amend  the  education  law  in  relation  to  the  student’s 
petition  to  participate  in  interscholastic  sports.  Under  the 


bill,  application  would  be  made  by  the  parent  or  guardian 
of  the  student.  The  petition  is  to  have  official  affidavits 
of  at  least  two  licensed  physicians  setting  forth  that  the 
student  is  physically  capable  of  participating  in  an  athletic 
program  and  that  participation  would  be  reasonably  safe,- 
as  well  as  stating  any  special  or  preventative  measures  or 
devices  needed  to  protect  the  student.  The  court  shall 
grant  such  application  if  it  is  satisfied  that  it  is  in  the  best 
interest  of  the  student  to  participate  in  an  athletic  program 
and  that  it  is  reasonably  safe  for  him  to  do  so.  The  school 
district  shall  not  be  responsible  for,  or  bear  the  cost  of,  any 
special  preventive  measures  or  devices  needed  to  protect 
the  student.  The  committee  studied  the  bill  thoroughly 
and  asked  that  it  be  amended  so  as  to  protect  not  only  the 
school  district,  but  the  school  physician,  as  well  as  the  two 
medical  consultants.  Action  on  this  has  not  as  yet  been 
taken,  but  it  is  felt  that  in  this  way  litigation  will  be  elimi- 
nated or  reduced.  The  committee  is  in  complete  agree- 
ment with  the  use  of  two  medical  consultants  and  feels 
strongly  that  each  situation  should  be  individualized  and 
judged  on  its  merits.  School  physicians  are  being  urged 
to  encourage  a student  who  is  disqualified  in  one  sport  to 
participate  in  another,  where  it  is  safe  for  him  to  do  so. 

Selection  and  Classification.  The  experimental 
program  on  selection  and  classification  was  introduced  in 
1973  with  approximately  500  schools  involved.  The  pro- 
gram includes  students,  both  male  and  female,  grades  7 
through  12,  and  ages  12  through  19.  It  is  aimed  at  placing 
a youngster  in  the  proper  level  of  competition  so  as  to 
prevent  unnecessary  injury.  Classifying  a youngster  on 
a chronological  level  does  not  take  into  consideration  in- 
dividual variations  in  the  onset  of  adolescence  and  different 
rates  at  which  children  mature  and  develop  physically. 
The  individual  under  the  program  is  evaluated  from  the 
standpoint  of  a)  physical  maturity,  b)  physical  fitness,  c) 
degree  of  skill.  Proper  matching  of  the  adolescents  for 
physical  competition  requires  careful  appraisal  of  their 
growth,  maturation,  physical  fitness,  and  proficiency.  The 
program  as  outlined  by  Dr.  Shaffer  is  proving  quite  suc- 
cessful. Statistics  to  date  show  that  fewer  injuries  occur 
when  a youngster  is  placed  in  the  proper  level  of  competi- 
tion, be  it  up  or  down.  A bill  for  funding  the  program  on 
a Federal  basis  was  recently  denied,  but  it  is  being  resub- 
mitted and  Federal  funds  are  hoped  for.  The  committee 
commends  the  efforts  of  all  who  participated  in  the  pro- 
gram and  recognizes  its  importance.  It  highly  recommends 
that  the  legislature  continue  funding  the  program. 

June  Physical  Examinations  (preseason).  The 
committee  once  again  reviewed  the  feasibility  of  preseason 
physical  examinations.  This  was  recommended  last  year, 
but  has  not  been  implemented.  Considerable  physical 
defects  are  frequently  discovered  during  the  fall  exami- 
nation with  too  little  time  for  surgical  correction  and/or 
rehabilitation  programs  to  be  effective.  It  is  recommended 
that  preseason  physical  examinations  be  carried  out  in 
June,  with  a followup  screening  examination  by  the  school 
physician  in  the  fall. 

Flexibility  Testing  Program.  The  committee  rec- 
ommended the  Flexibility  Testing  Protocol  as  set  forth  by 
Dr.  Nicholas.  The  program  is  experimental  in  nature  and 
will  be  set  up  in  three  Junior  High  Schools  in  Westchester, 
Nassau,  and  New  York  City.  Students  in  grades  7 through 
10,  both  male  and  female,  will  be  tested  in  conjunction  with 
the  Standard  Physical  Fitness  Test  as  set  forth  by  the  New 
York  State  Department  of  Education.  The  test,  as  de- 
scribed, will  test  flexibility  as  set  forth  in  the  protocol  with 
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the  hope  that  the  acquired  data  will  be  helpful  in  the  pre- 
vention of  injuries. 

Safety  Programs.  There  has  been  a growing  interest 
in  hockey  on  all  levels  and  with  it  an  increasing  number  of 
ocular  and  facial  injuries.  The  Canadian  Ophthalmolog- 
ical  Association  reported  that  in  just  two  seasons  57  young 
Canadians  were  blinded  in  one  eye.  Hockey  sticks  caused 
most  injuries,  with  pucks  coming  second.  The  committee, 
in  view  of  the  ever  increasing  number  of  facial  and  ocular 
injuries,  unanimously  recommended  the  mandatory  use 
of  facial  and  mouth  protection.  This  has  been  passed  on 
to  the  Safety  Committee  of  the  New  York  State  Public 
High  School  Athletic  Association.  It  is  anticipated  that 
facial  and  mouth  protection  will  be  mandatory  as  of  the 
coming  season. 

There  is  also  an  increase  in  interest  in  the  use  of  the 
trampoline.  Several  serious  injuries  have  been  reported, 
but  at  present  full  statistical  data  is  not  available.  The 
committee  recommends  that  all  instructors  be  highly 
qualified,  with  proper  training  and  background  in  tram- 
poline actions.  It  recommends  that  the  use  of  the  tram- 
poline be  allowed  by  students  under  proper  supervision 
only.  It  recommends  the  use  of  spotting  rigs  and  elimi- 
nation of  inverting  maneuvers  (flips)  until  the  student 
reaches  a proper  and  safe  level  of  maneuverability. 

Physically  Handicapped.  Several  meetings  were 
conducted  in  the  interest  of  the  handicapped  program  in- 
volving members  of  the  Advisory  Committee  concerned 
with  the  Health,  Physical  Education  and  Medical  Treat- 
ment of  Participants  in  the  Special  Olympics  Program. 
Consultants  for  the  Medical  Aspects  of  Sports  Committee 
and  personnel  from  the  Forum  Center  (B.O.C.E.S.  #1; 
Fairport,  N.Y.)  under  the  direction  of  Dr.  Neal  A.  McNabb, 
Deputy  Director  of  the  Monroe  Developmental  Services, 
in  Rochester,  New  York,  and  under  the  State  of  New  York 
Department  of  Mental  Hygiene  as  experimental  programs 
of  selection  and  classification  is  being  set  up  for  the 
handicapped  and  should  prove  to  be  of  great  benefit  as  the 
program  develops. 

National  Football  Head  and  Neck  Injury  Registry. 

Joseph  S.  Torg,  M.D.,  Director  of  the  Temple  University 
Center  for  Sports  Medicine  and  Science,  has  established 
a National  Football  Head  and  Neck  Injury  Registry,  be- 
cause of  an  inordinate  number  of  catastrophic  neck  injuries 
that  have  occurred.  He  has  requested  information  about 
injuries  which  have  occurred  in  New  York  State  through 
the  New  York  State  Public  High  School  Athletic  Associa- 
tion and  the  committee  has  agreed  that  participation  would 
be  an  excellent  idea.  It  is  hoped  that  more  can  be  learned 
from  this  study,  and  it  certainly  should  be  beneficial  in  the 
prevention  of  head  and  neck  injuries. 

The  Use  of  Athletic  Trainers  in  Secondary  Schools. 
The  committee  continues  to  recommend  the  use  of  certified 
athletic  trainers.  Where  they  are  used  there  is  a definite 
decrease  in  sports  injuries,  and  a high  degree  of  sports 
safety.  The  committee  highly  recommends  the  use  of 


athletic  trainers  because  of  their  knowledge  of  anatomy, 
physical  therapy,  physiology,  nutrition,  athletic  safety,  and 
first  aid. 

The  committee  wishes  to  once  again  express  its  thanks 
to  the  officers  and  members  of  the  Medical  Society  of  the 
State  of  New  York  for  its  past  and  anticipated  support.  It 
has  been  an  honor  and  a privilege  for  me  to  act  as  the 
chairman. 

Respectfully  submitted, 

Donald  T.  Kasprzak,  M.D.,  Chairman 

METABOLIC  DISEASES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Metabolic  Diseases 


are  as  follows: 

Arthur  H.  Dube,  M.D.,  Chairman  Onondaga 

Marshall  Clinton,  M.D Erie 

William  W.  Faloon,  M.D Monroe 

Harold  Zarowitz,  M.D Kings 

Bernard  Pollara,  M.D.,  Advisor  Albany 


The  committee  met  Thursday,  May  13,  1976.  First,  the 
problem  of  obesity  was  reviewed.  We  have  been  pleased 
with  the  success  of  diet  group  therapy  either  through  or- 
ganizations such  as  TOPS,  Weight  Watchers,  or  local 
hospital  programs.  The  results  of  intestinal  bypass  sur- 
gery were  reviewed.  The  Rochester  Group  has  done  70 
patients  with  a high  rate  of  success.  The  mechanism  for 
improvement  is  probably  reduced  food  intake  to  control 
the  diarrhea  which  develops  after  the  procedure.  At 
present,  the  program  is  experimental  and  should  be  re- 
stricted to  centers  capable  of  studying  the  procedure  as  a 
research  project.  As  for  the  use  of  anorexogenic  drugs,  we 
feel  they  have  no  place  in  the  management  of  obesity  and 
suggest  that  the  State  Society  establish  a position  against 
their  continuing  use. 

Second,  diabetes  detection  was  reviewed.  We  feel  that 
annual  drives  based  on  urine  tests  should  not  be  encour- 
aged. Blood  sugar  testing  as  a part  of  an  annual  detection 
drive  is  helpful,  but  we  recommend  a regular  program  of 
detection  using  blood  sugars  either  through  local  hospitals 
or  health  departments.  If  possible,  screening  for  hyper- 
tension should  be  combined  with  diabetes  detection. 

Third,  and  last,  the  criteria  for  diagnosing  diabetes  were 
reviewed.  We  feel  that  the  use  of  fasting  blood  sugar  ele- 
vation alone  as  recommended  by  Siperstein  is  too  liberal 
and  will  miss  too  many  cases  of  diabetes.  The  point  system 
for  interpreting  the  glucose  tolerance  test  as  developed  by 
the  U.S.  Public  Health  Service  or  the  new  age  adjusted 
criteria  of  Fajans  and  Conn  remain  the  best  diagnostic 
tools.  The  use  of  blood  insulin  levels  in  interpreting  ab- 
normal tests  remains  a puzzle  but  hyperinsulinemia  may 
be  an  early  clue  to  the  presence  of  diabetes. 

Respectfully  submitted, 

Arthur  H.  Dube,  M.D.,  Chairman 
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MENTAL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Mental  Health  are 


as  follows: 

Allison  B.  Landolt,  M.D.,  Chairman  ....  Westchester 

Carole  Barry,  M.D Monroe 

Gurston  Goldin,  M.D New  York 

Edith  Jurka,  M.D New  York 

John  Lambert,  M.D Westchester 

Laurence  Loeb,  M.D Westchester 

Stephen  Nordlicht,  M.D New  York 

Donald  Schultz,  M.D Ulster 


Your  committee  continues  its  close  liaison  with  other 
mental  health  organizations. 

Our  only  formal  meeting  took  place  on  October  2, 1975, 
but  several  of  the  committee’s  members  participated  in  a 
number  of  conjoint  sessions  of  the  Committee  for  Disabled 
Physicians  with  fruitful  results. 

Several  areas  of  concern  have  been  brought  to  our  com- 
mittee’s attention  for  consideration. 

The  Malpractice  Law.  The  Statute  of  Limitations  as 
it  now  applies  to  incompetence  and  insanity  permits  a ten 
year  period  for  the  initiation  of  a suit  (as  with  infants  and 
minors)  if  the  person  is  incompetent  at  the  time  of  the  in- 
cident. Should  this  be  changed  to  a shorter  time  limit 
particularly  if  the  incompetency  is  terminated?  There 
would  appear  to  be  a need  for  clarification  of  present  leg- 
islation regarding  this  important  potentiality  for  adverse 
consequences  for  psychiatrists. 

Privileged  Communication.  Our  committee  has 
continued  to  work  for  the  passage  of  the  Landes-Burrows 
bill  A.9675  pertaining  to  privileged  communication  be- 
tween a psychiatrist  and  the  patient.  There  is  a new 
wrinkle  to  this  bill  as  compared  to  last  years’  Pisani-Bur- 
rows  bill  in  that  this  legislation  would  forbid  disclosure  of 
information  rather  than  protect  against  testimony  being 
required. 

Coverage  of  Mental  Disorders  by  Insurance  Pro- 
grams. We  also  continue  to  encourage  any  legislation 
which  will  require  adequate  and  equal  coverage  of  mental 
disorder  by  insurance  programs  whether  governmental  or 
through  the  private  sector.  In  New  York  State  the  Wertz 
bill  A.  41(1975)  the  Pisani  bill  S.  21(1975)  and  the  Sullivan 
bill  A.  1582(1975)  would  implement  this  concept.  On  the 
National  level,  the  AMA  and  APA  are  working  to  include 
such  coverage  in  any  National  Health  Insurance  pro- 
gram. 

Amendment  of  Section  11.13,  Mental  Health  Law. 

At  the  request  of  our  committee,  the  Council  of  MSSNY 
approved  and  supported  a recommendation  to  amend 
Section  11.13  of  the  Mental  Hygiene  Law  to  require  ap- 
proval by  Community  Mental  Health  Boards  of  hospital 
construction  to  include  psychiatric  services  if  needed 
within  the  Boards’ jurisdiction. 

Acknowledgments.  As  your  committee  chairman,  my 
gratitude  to  my  colleagues  for  their  selfless  dedication  of 
their  time  and  ideas,  is  unstinting.  We  wish  to  thank 
George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the  Division  of 
Scientific  Activities,  for  his  invaluable  assistance  and  wise 
counsel.  As  always,  we  are  deeply  grateful  to  Miss  Dorothy 
Smith  for  her  devotion  in  helping  us  function  effective- 
ly. 

Respectfully  submitted 

Allison  B.  Landolt,  M.D.,  Chairman 


PHYSICAL  MEDICINE  AND 
REHABILITA  TION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
Members  of  the  Committee  on  Physical  Medicine  and 


Rehabilitation  are  as  follows: 

Edward  J.  Lorenze,  III,  M.D.,  Chairman  . . . .Suffolk 

William  H.  Georgi,  M.D Erie 

Milton  Lowenthal,  M.D Bronx 

Edward  W.  Lowman,  M.D New  York 

Leo  Rothman,  M.D Kings 

Asa  P.  Ruskin,  M.D Kings 

Samuel  S.  Sverdlik,  M.D New  York 

Frederick  A.  Groff,  Jr,  M.D.,  Advisor Albany 


The  full  committee  met  on  March  21, 1975,  and  January 
30,  1976,  and  had  subsequent  telephone  communications 
during  the  course  of  the  year.  The  following  items  were 
covered: 

1.  In  response  to  our  concerns  that  various  changes  in 
the  Hospital  and  Nursing  Home  Code  referrable  to  reha- 
bilitation medicine  were  made  without  prior  consultation 
with  the  Committee  on  Physical  Medicine  and  Rehabili- 
tation of  the  Medical  Society  of  the  State  of  New  York,  the 
New  York  State  Department  of  Health  has  established  an 
Ad  Hoc  Advisory  Committee  on  Physical  Medicine  and 
Rehabilitation  to  advise  the  Office  of  Rehabilitation 
Therapies.  The  group  has  been  appointed  and  includes 
representatives  from  phsysiatry,  orthopedic  surgery, 
general  practice,  otorhinolaryngology,  speech  pathology, 
audiology,  physical  therapy  and  occupational  therapy. 
The  chairman  of  the  committee  has  been  appointed  and 
presumably  there  will  be  communication  between  the 
Department  of  Health  and  the  Medical  Society  in  regard 
to  these  matters. 

2.  Dr.  Frederick  A.  Groff,  Jr.,  from  the  New  York  State 
Department  of  Health,  has  attended  the  meetings  of  the 
committee  and  we  hope  that  he  will  serve  as  real  line  of 
communication  with  the  department,  even  though  his  area 
of  responsibility  is  specifically  children’s  rehabilitation 
programs  and  does  not  have  direct  connection  with  the 
Office  of  Rehabilitation  Therapies  or  other  parts  of  the 
Department  of  Health  which  are  relevant  to  our  concerns. 
The  committee  considered  the  possible  reorganization  of 
these  areas  of  the  Department  of  Health  so  that  rehabili- 
tation concerns  are  integrated  rather  than  disseminated 
throughout  the  department.  It  appears  that  there  is  no 
major  focus  on  rehabilitation  and  that  it  is  handled  in  a 
piecemeal  manner  under  other  categories  such  as  Reha- 
bilitation, et  cetera.  It  is  hoped  that  Dr.  Groff  will  facili- 
tate communications. 

3.  On  December  18,  1975,  the  Council  approved  the 
recommendation  regarding  the  creation  of  a category, 
“Chronic  Disease  Hospital.”  This  resolution  was  appar- 
ently approved  by  the  House  of  Delegates,  hut  the  State 
Legislation  Committee  found  that  more  information  was 
necessary  before  any  action  could  be  taken.  The  resolution 
was  referred  to  Dr.  Fineberg  and  administration  for  study, 
clarification,  and  implementation.  It,  in  turn,  was  referred 
to  our  committee.  I reported  to  the  committee  that  this 
matter  had  been  discussed  extensively  by  the  Committee 
on  Aging  and  Nursing  Homes  and  that  the  general  nature 
of  the  discussion  did  not  appear  to  support  this  concept. 
It  was  particularly  noted  that  the  representative  of  the 
State  Health  Department  felt  that,  since  there  was  no  such 
Federal  category  for  reimbursement  purposes,  there  would 
be  considerable  financial  question  as  to  reimbursement. 
It  would  appear  that  changes  in  the  law  would  be  necessary 
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on  the  Federal  level  first,  to  commence  such  action.  The 
matter  was  discussed  extensively  by  the  Committee  on 
Physical  Medicine  and  Rehabilitation  and  included  pro- 
ponents of  the  concept.  Our  discussion  included  the 
specific  problems  of  Goldwater  Memorial  Hospital  and 
Bird  S.  Coler  Hospital,  which  are  involved  in  the  designa- 
tion of  skilled  nursing  facilities.  The  general  conclusion 
of  both  committees  indicated  that  the  majority  of  the 
committee  members  did  not  feel  that  there  were  a signifi- 
cant number  of  patients  who  required  permanent  long  term 
hospital  care  in  order  to  set  up  a separate  category.  It  was 
felt  that  consideration  should  be  given  to  keeping  the  small 
number  of  patients  who  required  long  term  care  in  our 
general  hospitals.  It  is  important  not  to  confuse  acute 
rehabilitation  with  the  questionable  need  for  a long  term 
hospital  category.  The  concept  of  acute  hospital  level  of 
rehabilitation  should  not  be  confused  with  long  term  in- 
stitutional care.  It  was  the  opinion  of  the  majority  that 
patients  who  require  long  term  care  could  be  covered  ad- 
equately in  the  category  of  skilled  nursing  facility  as  long 
as  there  was  adequate  financial  support  to  maintain  an 
appropriate  level  of  care. 

4.  Discussion  was  held  in  regard  to  the  Governor’s 
recommendation  regarding  medicaid  reductions.  Details 
were  not  available  at  that  time  and  therefore  no  specific 
recommendations  were  made.  Our  concern  is  only  that 
cutbacks  should  not  be  made  in  such  a way  as  to  interfere 
with  the  satisfactory  delivery  of  rehabilitation  medicine 
when  and  where  indicated.  Our  primary  concern  is  to  see 
that  well-supervised,  prescribed  rehabilitation  medicine 
is  provided  where  indicated  and  discontinued  when  no 
longer  needed.  In  this  connection,  we  are  strongly  against 
the  change  in  the  State  Education  Law  which  permits 
physical  therapy  to  be  given  on  the  basis  of  referral  and  not 
on  the  basis  of  prescription.  We  are  considering  steps  to 
be  taken  in  regard  to  correcting  this  change  in  the  law. 

Respectfully  submitted, 

Edward  J.  Lorenze,  M.D.,  Chairman 

PREVENTIVE  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Preventive  Medicine 


are  as  follows: 

Harry  S.  Lichtman,  M.D.,  Chairman  Kings 

John  P.  Albanese,  M.D Bronx 

Vernal  G.  Cave,  M.D Kings 

Duncan  W.  Clark,  M.D Kings 

Gerald  J.  Duffner,  M.D Wayne 

Rudolf  H.  Steinharter,  M.D Nassau 

Thomas  S.  Bumbalo,  M.D Erie 

Leonard  L.  Heimoff,  M.D Bronx 

Howard  B.  Shookhoff,  M.D New  York 

Burton  Allyn,  M.D Rockland 

Louis  E.  Soscia,  M.D Westchester 

Harry  A.  Feldman,  M.D.,  Advisor  Onondaga 

Donald  0.  Lyman,  M.D.,  Advisor  Albany 

Yehudi  Felman,  M.D.,  Advisor  New  York 


The  Committee  on  Preventive  Medicine  has  held  two 
meetings  since  the  last  meeting  of  the  Commission  on 
Public  Health.  The  chairman  reported  that  an  editorial 
entitled  “Boost  Immunizations”  authored  by  him  was 
published  in  the  April  issue  of  the  New  York  State  Journal 
of  Medicine. 

Immunization  Action  Program.  There  was  extensive 
discussion  of  immunization  action  programs  in  New  York 


State.  The  committee  passed  a motion  recommending  to 
MSSNY  Council  that  each  County  Medical  Society  be 
requested  to  establish  an  immunization  action  committee. 
The  name  of  the  chairman  of  such  committee  shall  be 
submitted  to  George  J.  Lawrence,  Jr.,  M.D.,  Director  of  the 
Division  of  Scientific  Activities. 

A motion  directing  that  copies  of  all  minutes  of  this 
Committee  be  sent  regularly  to  all  county  medical  societies 
was  also  approved.  (This  must  await  approval  by 
MSSNY’s  Council.) 

Influenza  Vaccination  Program.  The  nationwide 
program  for  mass  immunization  against  the  “Swine  Virus” 
was  discussed  and  the  following  resolution  passed  by  the 
committee: 

Resolved,  That  MSSNY  support  the  Influenza  Immu- 
nization Program  of  1976  and  encourages  the  Immuni- 
zation Programs  of  the  State  of  New  York  and  of  the 
City  of  New  York  to  make  the  free  vaccines  readily 
available  to  all  citizens;  and  be  it  further 
Resolved,  That  MSSNY  encourage  all  physicians  in 
the  State  of  New  York  to  support  this  program. 

Addendum:  MSSNY  advises  that  physicians  in 

private  practice  may  find  it  useful  to  set  up  special  im- 
munization hours  outside  of  their  regular  office  hours 
for  the  duration  of  this  program. 

Smallpox.  In  view  of  data  being  received  from  all 
over  the  world  indicating  that  the  incidence  of  smallpox 
continues  to  decline,  the  Committee  on  Preventive  Medi- 
cine voted  to  alter  its  previous  position.  It  now  does  not 
recommend  routine  mandatory  smallpox  vaccinations, 
whether  of  preschool  children  or  hospital  personnel. 
Under  special  circumstances  smallpox  vaccinations  may 
be  indicated,  subject  to  the  judgment  of  the  attending 
physician. 

Venereal  Diseases.  Dr.  Lichtman  informed  the 
committee  that  the  Committee  on  Venereal  Disease  had 
been  dissolved  and  reabsorbed  as  a subcommittee  of  the 
Committee  on  Preventive  Medicine. 

Dr.  Richard  Jackson  reported  for  Dr.  Lyman  on  the 
matter  of  recommending  serology  determinations  on 
women  in  the  third  trimester  of  pregnancy.  He  stated  that 
from  February  1972  up  to  the  present  there  have  been  only 
twelve  cases  of  congenital  syphilis  detected  in  New  York 
State  and  in  only  one  of  these  was  the  mother  not  pre- 
viously known  to  have  syphilis.  The  committee  therefore 
took  no  action. 

Hepa  this — B Study.  At  the  October  3 meeting  of  the 
committee  the  following  resolution  was  approved: 

Whereas,  Hepatitis  B is  recognized  as  a disease  of 
high  morbidity  and  mortal’ty  among  adults,  with  a 
prostrating  illness  of  six  months  or  more  and  a death 
rate  of  1-2%  among  cases;  and 

Whereas,  Quantitation  of  the  exposure  risk  is  possi- 
ble with  new  serotechniques;  and 

Whereas,  Prophylactic  and  therapeutic  modalities 
are  being  developed  for  this  disease  (Anti  hepatitis  B 
gamma  globulin,  vaccine);  and 

Whereas,  Recent  publications  indicate  certain  sub- 
specialities of  physicians,  surgeons  and  dentists  are  at 
high  risk  in  acquiring  this  disease  from  their  patients 
or  laboratory  specimens;  and 

Whereas,  Distributors  of  medical,  surgical,  and  den- 
tal services  ill  with  hepatitis  B in  clinical  and  subclini- 
cal  phases  are  known  to  have  spread  the  disease  among 
their  patients;  and 

Whereas,  The  Council  on  Dental  Health  of  the  Den- 
tal Society  of  the  State  of  New  York  is  establishing  a 
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questionnaire — and  serosurvey  of  its  membership  in 
order  to  establish  risks  and  areas  of  possible  benefits  to 
its  members,  invites  the  Medical  Society  of  the  State  of 
New  York  to  join  with  it  in  such  a venture;  and 

Whereas,  the  Bureau  of  Disease  Control  of  the  New 
York  State  Department  of  Health  has  offered  active 
cooperation  in  the  establishment  and  execution  of  a 
study  protocol  and  laboratory  backup ; be  it  so 

Resolved,  To  seek  to  quantitate  the  risks  of  Hepati- 
tis B among  physicians  and  surgeons  of  New  York 
State  in  order  to  protect  them  through  rational  appli- 
cation of  new  prophylactic  and  therapeutic  modalities 
as  they  are  developed;  and  be  it  further 

Resolved,  To  cooperate  with  the  Council  on  Dental 
Health  of  the  Dental  Society  of  the  State  of  New  York 
in  evaluation  of  that  risk;  and  be  it  further 

Resolved,  To  authorize  the  Chairman  of  the  Com- 
mittee on  Preventive  Medicine  of  the  Society  or  his 
representative  to  help  conduct  the  evaluation  in  coop- 
eration with  the  Dental  Society  of  the  State  of  New 
York  and  the  New  York  State  Health  Department. 

The  Council  at  its  October  1975  meeting  approved  this 
resolution — no  funds  were  voted. 

Dr.  Jackson  reported  on  two  studies  now  in  progress  and 
supplied  the  committee  with  some  preliminary  statis- 
tics. 

a.  The  Study  on  New  York  State  Dentists — 20%  of 
dentists  had  identifiable  antibody  blood  levels;  2.3%  of 
dentists  contained  blood  antigens 

b.  Physicians  in  Broome  County — 18.8%  had  anti- 
body levels;  0.6%  had  antigens 

Dr.  John  S.  Marr  reported  that  there  are  reasons  to  ex- 
pect an  outbreak  of  St.  Louis  encephalitis  in  New  York 
State  this  summer.  The  committee  suggested  that  phy- 
sicians be  alerted  to  this  possibility  through  the  News  of 
New  York. 

Respectfully  submitted, 

Harry  S.  Lichtman,  M.D.,  Chairman 

RURAL  MEDICAL  SERVICE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Rural 


Medical  Service: 

Edward  C.  Hughes,  M.D.,  Chairman  Onondaga 

Edward  A.  Barrett,  M.D Orleans 

Stephen  W.  Blatchly,  M.D Tompkins 

Ernest  H.  Carhart,  M.D Onondaga 

Eric  Hirsch,  M.D Ontario 

Rudolph  F.  Hust,  M.D Otsego 

Ralph  C.  Parker,  Jr.,  M.D Monroe 

Donald  W.  Richie,  M.D Westchester 

Herbert  A.  Laughlin,  M.D Chautauqua 

Hugh  M.  McChesney,  M.D.,  Advisor Oswego 

Julia  Freitag,  M.D.,  Advisor  Albany 


As  chairman  of  the  Rural  Medical  Service  Committee 
of  the  Medical  Society  of  the  State  of  New  York,  I submit 
the  following  report: 

The  activities  of  this  committee  have  been  centered 
around  planning,  writing,  and  submitting  to  government 
agencies  an  application  for  continued  improvement  of 
medical  care  in  rural  areas.  Last  year  the  committee  re- 
ported that  with  the  cooperation  of  the  Upstate  Medical 


Center,  61  new  physicians  were  obtained  and  settled  in  the 
northern  part  of  New  York  State  to  practice  medicine. 
The  committee  is  happy  to  report  that  as  far  as  can  be  de- 
termined, these  physicians  have  continued  to  practice 
medicine  in  these  rural  areas.  Also,  patient  referral  to  the 
Upstate  Medical  Center  and  physicians  in  the  area  indi- 
cates that  the  quality  of  medical  care  has  improved,  sub- 
stantiated by  the  fact  that  patient  workups  and  histories 
are  of  better  quality. 

The  committee  is  planning  to  study  the  counties  of  the 
Upstate  area  where  physician  population  has  not  increased 
or  where  physician  population  has  decreased  in  numbers, 
using  the  same  technic  as  used  in  previous  studies. 

Studies  indicate  that  American  society  has  undergone 
a transformation  in  that  the  once  predominantly  rural 
society  has  become  urbanized.  It  should  be  noted  that  in 
the  1960’s  there  was  a significant  increase  in  the  non- 
metropolitan population — the  farm  population  decreased 
but  the  nonfarm  nonmetropolitan  was  augmented.  It  has 
been  noted  that  the  nonmetropolitan  areas  had  a 6.7%  in- 
crease. in  population  during  the  1960’s.  This  was  the 
product  of  a 19.3%  rise  in  the  nonfarm  persons  heavily 
offset  by  a 36%  decline  in  farm  population.  It  indicates 
that  the  nonfarm  population  in  a nonmetropolitan  area  was 
actually  growing  faster  than  the  American  population  as 
a whole  (13.3%).  Schuyler  County  reflects  this  population 
modification.  Between  1960  and  1970,  there  was  an  in- 
crease of  11.3%  in  population  and  a 14.6%  augmentation 
in  rural  areas.  The  provisional  population  estimates  for 
1976  note  a 4 to  6 per  cent  increase  as  well. 

This  rapidity  of  growth  in  the  nonfarm  segment  of  the 
rural  areas  and  small  cities  and  towns  has  not  been  widely 
recognized.  Many  of  these  areas  face  more  serious  dif- 
ficulties in  terms  of  delivery  of  health  care  than  urban 
areas.  Physicians  for  the  most  part  do  not  follow  these 
patterns.  Whereas  many  areas  in  a hierarchical  ranking 
of  counties  in  New  York  State  were  considered  “under- 
doctored” previously,  the  situation  is  becoming  even  worse. 
For  these  reasons,  the  plan  of  study  and  program  for  im- 
proving health  care  in  Upstate  New  York  should  and  will 
be  centered  about  those  counties  where  problems  have 
become  worse  in  the  past  few  years. 

The  same  technic  as  used  before  will  be  adopted,  namely 
surveying  the  counties  as  to  the  cooperation  and  willingness 
of  the  people  to  improve  their  health  care  and  to  investigate 
the  possibility  of  designing  a facility  which  will  attract 
physicians  and  provide  cooperative  arrangements  for 
physicians. 

Recent  studies  reveal  that  the  rural  population  is  desi- 
rous of  developing  an  emergency  medical  service  when 
planning  a general  medical  service  for  its  area.  This 
change  in  philosophy  creates  some  problems  and  will  ne- 
cessitate special  planning.  The  committee  is  planning  to 
study  and  develop  a model  of  emergency  medical  service 
which  can  he  set  up  in  the  rural  areas  while  the  physician 
program  is  developing.  The  committee  is  seeking  funds 
for  this  purpose  and  has  sent  an  application  to  the  Federal 
government  for  financial  support.  The  committee  is  also 
developing  an  application  for  support  of  studies  for  starting 
the  promotion  of  planning  in  counties  where  medical  care 
is  badly  needed. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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SCHOOL  HEALTH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  School 


Health: 

George  F.  Cunningham,  M.D.,  Chairman  . . . .Suffolk 

Richard  H.  Bennett,  M.D Onondaga 

Edward  M.  Di  Tolla,  M.D New  York 

Peter  C.  Pulrang,  M.D Clinton 

Norman  B.  Schell,  M.D Nassau 

Selig  Katz,  M.D.,  Advisor  Albany 


This  committee  held  two  meetings  during  the  year, 
1975-1976. 

At  the  first  meeting  held  on  December  3,  1975,  the 
committee  considered  the  question  of  abortions  being 
performed  on  pregnant  minors  without  the  knowledge  and 
consent  of  parents  or  legal  guardians. 

It  was  pointed  out  that  in  this  day  and  age  of  controversy 
and  worry  over  malpractice,  that  this  situation  was  exis- 
tent, and  that  this  was  a problem,  not  of  morality,  but 
rather  of  legality.  It  was  also  brought  out  that  physicians 
would  not  suture  a child  without  parents’  consent,  nor 
would  they  perform  a vaginal  examination,  or  an  immu- 
nization procedure  on  a minor  without  said  consent.  Yet, 
some  physicians  would  and  do  perform  abortions  on  these 
same  minors.  The  question  was  raised  as  to  whether  the 
concerned  parents  could  sue  a physician  in  this  situation 
for  assault,  if  not  for  malpractice. 

It  was  also  pointed  out  that  an  unemancipated  minor 
signing  a contract  cannot  be  held  legally  responsible,  yet, 
apparently,  minors  do  sign  for  abortions.  In  the  opinion 
of  the  chair,  this  is  a complete  flaunting  of  parental  au- 
thority— leading  to  further  breakdown  of  the  family  unit 
in  this  country. 

After  further  lively  discussion,  the  committee,  by  a 
majority  of  one  vote,  went  on  record  as  being  opposed  to 
any  abortion  on  unemancipated  minor  without  the  consent 
of  a parent  or  legal  guardian.  This  was  referred  to  the 
Council  with  the  request  that  it  be  incorporated  in  its  leg- 
islative report.  A minority  report  negating  this  point  was 
also  submitted  to  the  Council. 

The  committee  unanimously  approved  dissemination 
of  sex  education  and  birth  control  information  to  sexually 
active  minors. 

The  question  of  bacteriuria  studies  on  female  school 
children  was  also  discussed,  with  the  idea  of  isolating  pa- 
tients with  hidden  renal  disease  that  would  be  amenable 
to  treatment  at  an  early  age,  thus,  possibly  preventing  some 
of  the  kidney  damage  that  may  appear  later  in  life.  Since 
this  is  such  a vast  and  complex  subject,  it  was  decided  to 
table  it  for  the  next  few  meetings  in  order  to  give  the 
committee  time  to  think  out  a workable  program  for  effi- 
caciously solving  this  problem. 

After  discussion,  action  was  postponed  on  the  problem 
of  early  detection,  prevention  and  treatment  of  hyper- 
tension in  high  school  children,  particularly  in  the  Black 
population. 

At  the  meeting  on  May  5, 1976,  Melinda  McVicar,  M.D., 
chairman  of  the  Department  of  Pediatric  Nephrology,  at 
the  North  Shore  Hospital,  presented  a talk  on  urinary  tract 
infections  in  school  children.  She  stated  that  this  was  not 
as  serious  a problem  as  it  was  thought  to  be,  and  that  a 
mass  screening  program  as  suggested  by  the  committee 
might  be  rather  wasteful  and  inconclusive.  Dr.  McVicar 
was  amenable  to  the  program  of  mass  screening  for  hy- 
pertension, which  is  a much  simpler  procedure. 


Dr.  McVicar  also  brought  up  the  question  of  donations 
of  organs,  with  special  emphasis  on  the  kidney.  After  a 
lengthy  discussion,  the  committe  suggested  the  possibility 
of  devising  a request  which  could  be  recorded  on  an  indi- 
vidual’s license,  that  his  or  her  organs  could  be  removed  for 
future  transplantation  in  case  of  death. 

The  subject  of  health  education  was  discussed,  and  it  was 
recommended  that  local  physicians  could  volunteer  to 
cooperate  with  local  school  boards  by  giving  lectures  and 
discussion  on  various  health  problems,  thus  partially  re- 
moving the  ultimate  burden  from  the  school  physician  and 
school  nurse. 

Respectfully  submitted, 

George  F.  Cunningham,  M.D.,  Chairman 

PHYSICIANS  COMMITTEE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

From  its  inception  late  in  1974  through  June  1976,  the 
Medical  Society  of  the  State  of  New  York’s  Physicians 
Committee  has  made  contact  with  53  physicians  identified 
by  their  colleagues  as  appropriate  for  this  approach.  The 


problems  addressed  have  been  as  follows: 

Alcoholism  only 20 

Drug  Abuse  only  12 

Mental  Illness  only  15 

Combined  alcoholism  and  drug  abuse  4 

Combined  alcoholism  and  mental  health  2 

Total 53 


Information.  In  addition  to  the  above  activity,  the 
committee  has  been  widely  utilized  as  a source  of  general 
information.  Physicians  who  have  not  wished  to  identify 
another  physician  in  trouble  have  requested  advice  as  to 
how  to  approach  a sick  colleague  and  how  to  evaluate 
treatment  resources  as  well  as  advice  on  the  mechanics  of 
arranging  such  referrals.  Some  requests  have  ostensibly 
been  for  information  concerning  addictive  disease  in  gen- 
eral. On  occasion,  a physician  has  called  spontaneously 
for  help  for  himself. 

Other  state  and  county  medical  societies  have  been 
aware  of  MSSNY’s  efforts  to  help  our  disabled  doctors  and 
have  written  asking  us  to  share  experiences  and  advice  with 
them  as  they  struggle  to  devise  similar  programs  for  their 
own  members.  A recent  request  from  Great  Britain  now 
makes  the  expressed  interest  international. 

Patterns  of  committee  utilization  are  markedly  uneven 
and  tend  to  reflect  press  coverage.  After  the  tragic  case 
widely  reported  late  in  1975  of  the  death  of  two  physicians 
allegedly  addicted  to  barbiturates  there  were  a series  of 
calls. 

While  the  total  number  of  calls  in  1976  makes  it  appear 
that  the  committee  will  be  better  utilized  this  year  than 
last,  there  still  appears  to  be  considerable  unawareness  of 
the  availability  of  help  and  some  confusion  as  to  the  com- 
mittee’s methods.  The  major  area  of  misunderstanding 
is  the  difficulty  in  realizing  that  the  Physicians  Committee 
limits  itself  to  an  offer  of  help  but  does  not  police  or  coerce 
the  sick  doctor  in  any  way. 

In  an  attempt  to  increase  exposure  of  the  committee,  a 
Physicians  Committee  exhibit  will  be  displayed  at  the 
MSSNY  Convention  in  the  Americana,  November  1976. 
It  will  be  manned  by  volunteers  from  other  committees 
since,  with  the  exception  of  the  chairman,  members  of  the 
Physicians  Committee  have  agreed  to  remain  anony- 
mous. 

A Physicians  Committee  member  has  addressed  Wom- 
an’s Auxiliary  and  physician  audiences.  Several  county 
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societies  have  publicized  the  committee  in  their  publica- 
tions and  reprints  of  the  original  article  in  The  New  York 
State  Journal  of  Medicine  describing  the  committee  were 
sent  to  hospital  administrators  throughout  the  State. 

The  committee  plans  to  continue  its  efforts  to  make 
other  physicians  familiar  with  its  availability  and  mode  of 
operation.  By  its  very  nature  and  the  reasons  inherent  in 
its  philosophy,  no  records  can  be  kept  by  which  its  success 
or  failure  can  be  evaluated.  It  appears  to  some  as  too  weak 
in  its  approach  because  it  fails  to  take  on  a disciplining 
posture.  To  others,  concerned  about  every  physician’s 
right  to  due  process,  the  committee’s  willingness  to  ap- 
proach a sick  colleague  without  telling  him  who  has  called 
for  help  for  him  appears  too  harsh.  The  strength  of  this 
approach  lies  in  its  very  weakness.  It  cannot  do  harm.  It 
can  fail  or  it  may  help  but  it  refuses  to  hurt.  That  more 
than  one  physician  contacted  by  members  of  the  committee 
has  successfully  completed  treatment  and  is  now  well  is 
a certainty.  How  many  such  cases  there  are  the  committee 
cannot  know. 

The  committee  wishes  to  express  its  thanks  to  the  offi- 
cers and  members  of  MSSNY  for  their  past  and  anticipated 
support,  for  their  trust,  confidence  and  courage  in  sup- 
porting an  untested  and  unorthodox  approach  to  a difficult 
problem. 

Respectfully  submitted, 

LeClair  Bissell,  M.D.,  Chairman 


EMERGENCY  MEDICINE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on 


Emergency  Medicine: 

David  L.  Kluge,  M.D.,  Chairman  Monroe 

Charles  N.  Aswad,  M.D Broome 

Edward  L.  McNeil,  M.D Westchester 

Alexander  E.  Messer,  M.D Otsego 

Walter  F.  Pizzi,  M.D New  York 

Gerald  W.  Shaftan,  M.D Kings 

Nicholas  Scors,  M.D St.  Lawrence 

Robert  Huszar,  M.D.,  Advisor Albany 


A.  Report  on  Activities  and  Status  of  Emergency 
Health  Services  in  New  York  State 

1.  The  education  of  the  public  about  emergency  health 
services  is  poor.  People  must  be  better  informed  as  to 
what  is  available  to  them  and  how  to  act  appropriately  at 
the  time  of  a medical  emergency. 

2.  The  “911”  coordinated  emergency  answering  and 
response  system  is  now  operational  in  four  parts  of  New 
York  State.  The  inside  front  cover  of  most  telephone 
directories  lists  emergency  numbers.  In  the  Rochester 
telephone  directory  a list  of  all  ambulance,  police,  and  fire 
numbers  is  given  for  each  community  served  by  the  com- 
pany on  the  inside  back  cover.  In  addition,  a page  entitled 
“Emergency  Health  Procedures”  tells  how  to  act  and  whom 
to  call  for  various  emergency  problems. 

3.  Emergency  medical  technician  courses  are  being 
given  throughout  the  State  and  35,000  people  have  been 
tested  and  certified  since  1966  by  the  Emergency  Health 
Services  Bureau  of  the  New  York  State  Department  of 
Health. 


4.  Advanced  EMT  or  “paramedic”  or  “EMT-2” 
training  has  more  recently  begun  and  from  1970  to  date, 
1,640  people  have  been  certified.  Some  108  of  these  are 
certified  for  starting  intravenous  therapy,  39  are  certified 
for  using  the  esophageal  airway,  and  the  remaining  are 
competent  to  institute  the  prehospital  coronary  care. 

5.  Prehospital  advanced  life  support  systems  are  now 
in  effect  in  21  of  62  counties  in  New  York  State,  an  exciting 
figure  to  report. 

6.  However,  proper  legislation  for  liability  protection 
does  not  exist  for  these  paramedics  nor  for  the  physicians 
in  hospitals  giving  directions  about  drugs  and  defibrillation 
over  the  radio  to  these  paramedics.  This  has  implications 
for  hospital  professional  liability  coverage.  There  is  a need 
for  such  legislation. 

7.  The  New  York  State  First  Aid  and  Rescue  Associ- 
ation is  becoming  the  responsible  voice  of  the  ambulance 
groups  in  various  official  functions  throughout  the 
State. 

8.  The  New  York  State  Lombardi  Bill  passed  in  1974 
or  1975  established  the  State  EMS  Council  which  is  now 
operational  and  is  establishing  rules  and  regulations  for 
ambulance  registration,  ambulance  equipment,  and  am- 
bulance training  through  the  EMT  training  program  and 
certification  of  proper  ambulance  corps.  Approximately 
1,000  volunteer  ambulance  companies  have  been  regis- 
tered, and  of  these,  700  have  indicated  a willingness  to 
comply  with  the  quality  of  care  established  to  enable  them 
to  become  certified  by  the  State  Health  Department;  a 
healthy  sign.  In  New  York  City,  the  ambulance  regulation 
has  now  been  transferred  from  the  city  to  State  responsi- 
bility under  the  Department  of  Health  and  to  date,  140 
ambulances  of  the  New  York  City  Health  and  Hospital 
Council  have  been  inspected.  Proprietary  and  hospital- 
based  ambulances  will  be  inspected  in  the  near  future. 

9.  The  Lombardi  legislation  also  provided  for  the  es- 
tablishment of  regional  emergency  medical  service  coun- 
cils, and  five  of  the  anticipated  15  have  been  designated  by 
State  authority.  These  include  the  Adirondack,  Appala- 
chia, Fingerlakes,  Monroe-Livingston,  New  York  City,  and 
the  Southern  Tier  Councils.  The  remaining  areas  are  to 
be  established  by  January  1978.  These  regional  EMS 
councils  must  be  coterminus  with  the  designated  HSA 
area. 

10.  The  hospital  emergency  department  volume  which 
experienced  exponential  growth  in  the  past  twenty  years 
has  leveled  off  so  that  requirements  have  become  easier  to 
plan  for.  There  are  now  approximately  5 million  emer- 
gency department  visits  per  year  in  New  York  State. 

11.  Hospital  union  strikes  are  in  effect  now  in  New 
York  City  and  have  serious  effects  on  emergency  care, 
especially  when  the  strikes  actively  prevent  the  flow  of 
patients,  personnel,  supplies,  and  equipment  to  and  from 
the  hospital  grounds.  Legislation  may  be  necessary  to 
prevent  tragedies  from  occurring. 

12.  A financial  crisis  in  hospitals  forcing  them  to  close 
down  (including  their  emergency  departments)  has  and  will 
cause  hardships  and  changing  patterns  in  emergency  care 
to  those  citizens  using  the  facilities.  The  changes  involved 
require  special  planning  and  consideration. 

13.  The  malpractice  crisis  in  New  York  State  in  June 
of  1975  required  sudden  consideration  and  planning  by  the 
Medical  Society  in  the  event  that  most  New  York  State 
physicians  would  not  be  available  for  emergency  care. 
Fortunately,  the  situation  did  not  develop  but  it  forced  the 
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Medical  Society,  under  the  direction  of  George  T.  C.  Way, 
M.D.,  and  the  medical  communities  to  develop  guidelines 
and  plans  for  action  in  anticipation  of  such  a crisis.  This 
planning  stimulated  emergency  communication  consid- 
erations. 

14.  The  Emergency  Department  Nurses  Association 
has  now  developed  a corps  curriculum  in  postgraduate 
nursing  and  more  chapters  throughout  the  State  are  being 
established. 

15.  The  American  College  of  Emergency  Physicians 
is  now  well  organized  in  the  State  and  its  residency  pro- 
grams are  being  established  under  the  AMA  guidelines. 
The  college  held  its  annual  meeting  in  Buffalo  in  May  of 
1976. 

16.  The  State  Medical  Society’s  Section  on  Emergency 
Medicine  has  now  been  established  and  will  sponsor  an 
excellent  program  at  the  annual  meeting  in  November 
1976. 

17.  The  New  York  State  and  New  York  City  Chapters 
of  the  Committee  on  Trauma  of  the  American  College  of 
Surgeons,  will  hold  a joint  meeting  at  the  same  annual 
convention  in  November. 

18.  The  Society  for  Total  Emergency  Programs,  com- 
monly referred  to  as  “STEP”  held  its  10th  Anniversary 
International  Forum  on  emergency  health  services  this  year 
in  Rochester,  New  York  in  May  of  1976.  Two  items  dis- 
cussed of  special  interest  were  the  news  media  interplay 
with  medical  emergencies  by  the  Gannet  newspaper  or- 
ganization suggesting  the  need  for  ethical  guidelines  for 
both  the  news  media  and  those  rendering  emergency  care. 
Also  there  was  a presentation  on  emergency  problems  of 


the  deaf  which  was  presented  by  the  National  Technical 
Institute  for  the  Deaf.  This  was  a very  interesting  meeting. 
It  demonstrated  the  frustrations  encountered  in  dealing 
with  the  deaf  by  ambulance  personnel  and  emergency  de- 
partment nurses.  It  opens  the  realm  of  emergency  care  to 
certain  specialized  problem  areas  in  the  community. 

B.  The  Goals  of  the  Committee 

The  goals  which  the  committee  will  work  on  will  be: 

1.  To  promote  public  education  in  emergency  health 
services  in  the  State. 

2.  To  encourage  the  development  of  911  telephone 
systems,  especially  in  rural  New  York  State  and  vacation 
areas. 

3.  To  promote  the  concept  of  the  third  vital  service  in 
the  minds  of  our  citizens  in  addition  to  the  police  and  fire 
services,  namely,  the  Emergency  Medical  Service. 

4.  To  establish  proper  liability  protection  for  the  ad- 
vanced life  support  system  in  the  State  through  proper 
State  legislation. 

5.  To  promote  courses  in  New  York  State  medical 
schools  for  first,  second,  and  third  year  medical  students 
on  emergency  medical  care. 

6.  To  have  at  the  1976  November  meeting  of  the  State 
Medical  Society  an  advance  life  support  unit  for  informa- 
tion, instruction,  self-testing,  and  for  use  at  the  annual 
convention  should  the  need  arise. 

I wish  to  thank  Dr.  Robert  Huszar  of  the  State  Health 
Department.  He  has  a great  input  in  these  activities. 

Respectfully  submitted, 

David  L.  Kluge,  M.D.,  Chairman 
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GOVERNMENTAL  AFFAIRS 
AND  LEGAL  MATTERS 


CONSTITUTIONS  AND  BYLAWS 

To  The  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Council  Committee  on  Constitutions  and  Bylaws 


consists  of  the  following  members: 

Ralph  Schwartz,  M.D.,  Chairman Kings 

James  R.  Nunn,  M.D Erie 

Melville  G.  Rosen,  M.D Suffolk 

J.  Richard  Burns,  J.D.,  ex  officio 


Since  the  last  report  which  was  presented  to  this  body 
in  March  of  1975,  your  committee  has  reviewed  the  pro- 
posed amendments  or  revisions  of  the  bylaws  or  constitu- 
tions and  bylaws  of  numerous  county  medical  societies  and 
district  branches  in  order  to  insure  that  these  are  in  con- 
formity with  both  State  and  Federaljaw  as, well  as  the  By- 
laws of  the  Medical  Society  of  the  State  of  New  York.  To 
date  your  committee  has  been  instrumental  in  securing 
Council  approval  of  changes  in  the  constitutions  and/or 
bylaws  of  the  medical  societies  of  the  counties  of  Erie, 
Monroe,  Kings,  Putnam,  Orange,  Dutchess,  Tompkins, 
Fulton,  New  York,  Queens,  Wayne,  Bronx,  Orleans,  On- 
ondaga, Essex  and  Broome  as  well  as  the  Eighth  District 
Branch. 

In  addition  to  the  review  of  these  documents  themselves, 
your  committee  also  assists  the  various  county  medical 
society  officials  in  interpreting  some  of  the  provisions  of 
their'  bylaws  as  they  relate  to  State  and  F ederal  law.  F or 
example,  the  question  arose  in  several  counties  concerning 
whether  their  grievance  committee  procedures  would 
satisfy  the  legal  requirements  of  due  process.  Your  com- 
mittee has  responded  to  such  requests  for  assistance  and 
offered  suggestions  when  requested. 

The  committee  has  also  assisted  those  local  societies  who 
wished  to  become  incorporated  under  State  law.  Since 
March  of  1975  a number  of  local  societies  have  incorpo- 
rated themselves  at  our  suggestion. 

Finally,  your  committee  has,  in  its  review  of  county  so- 
ciety constitutions  and  bylaws,  discovered  instances  where 
confusion  exists  and  has  referred  such  problems  to  the 
Office  of  the  General  Counsel  and  the  House  Committee 
on  Bylaws  when  appropriate. 

Details  of  all  of  the  foregoing  revisions,  amendments,  and 
recommended  changes  are  on  file  and  available  for  perusal 
at  the  office  of  the  Medical  Society  of  the  State  of  New 
York. 

Your  chairman  is  grateful  to  the  members  of  the  com- 
mittee and  J.  Richard  Burns,  J.D.,  General  Counsel  and 
his  associate  Francis  J.  McKee,  J.D.,  for  their  assistance  and 
cooperation.  We  also  appreciate  the  able  assistance  of  our 
secretary,  Miss  Theresa  D’Oria. 

Respectfully  submitted, 

Ralph  Schwartz,  M.D.,  Chairman 


ETHICS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Ethics  consists  of  the  following 


members: 

Joseph  G.  Zimring,  M.D.,  Chairman  Nassau 

Charles  A.  Gwynn,  M.D Onondaga 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D New  York 

John  Sauer,  M.D New  York 


The  majority  of  letters  received  by  the  Committee  on 
Ethics  during  the  past  eighteen  months,  averaging  about 
three  a week,  involved  questions  on  one  of  the  three  fol- 
lowing subjects: 

1)  advertising  in  various  forms; 

2)  formation  of  various  types  of  medical  organi- 
zations involving  a variety  of  methods  of  fi- 
nancing them; 

3)  definition  of  death. 

Recently,  the  medical  profession  has  come  under  close 
scrutiny  by  various  Federal  departments.  The  immediate 
cause  of  all  this  attention,  not  only  to  the  medical  profes- 
sion, but  also  to  various  other  professional  groups,  is  a 
combination  of  several  factors.  First,  we  have  the  Supreme 
Court’s  “Goldfarb”  decision,  declaring  minimum  legal  fee 
schedules  a violation  of  the  antitrust  laws,  and  secondly, 
the  increased  activity  of  consumer  organizations,  i.e.,  Ralph 
Nader’s  Health  Research  Group,  in  seeking  to  vindicate 
the  consumer’s  “Right  to  Know.” 

Therefore,  national,  state  and  local  regulations  con- 
cerning advertising  were  put  under  the  microscope  by 
several  Federal  government  departments.  However,  it 
seems  to  us,  that  our  Committee  on  Ethics  has  been  re- 
ceiving many  requests  from  physicians,  clinics,  hospitals, 
and  various  other  agencies  concerning  the  type  of  adver- 
tising that  is  considered  ethical  by  the  Medical  Society  of 
the  State  of  New  York.  These  inquiries  started  months 
before  the  Federal  government  got  into  the  act. 

The  committee  has  been  asked  why  certain  clinics  were 
permitted  to  advertise  and  why  could  not  the  solo  or  group 
physician  do  likewise.  The  answer  here  was  that  the  clinics 
advertising,  either  through  the  news  media  or  through 
“throw-a-ways”  were  usually  governmental  clinics.  The 
advertisement  concerned  itself  with  either  an  attempt  to 
get  people  in  “ghetto”  areas  to  see  a physician  for  the  first 
time,  or  they  were  concerned  with  some  phase  of  preventive 
medicine.  The  solo  physician  was  also  advised  that  these 
ads  did  not  use  the  names  of  any  physicians;  they  were  also 
advised  to  seek  more  information  about  advertising  from 
their  local  county  medical  society  which  was  responsible 
for  establishing  rules  for  advertising  in  their  locality. 

In  September,  1975,  we  submitted  the  following  policy 
statement  on  advertising  to  the  Council  of  MSSNY: 
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Following  are  guidelines  to  be  used  by  local  county 
medical  societies  in  establishing  their  own  policies  on 
advertising  by: 

1.  a new  physician,  or  a group  of  physicians,  or  a rec- 
ognized medical  clinic;  2.  the  reestablishment  of  a 
medical  practice  by  a physician  who  has  been  away  for 
six  months  or  more  due  to:  a)  illness;  b)  change  of 
type  of  practice;  c)  being  in  governmental  service — 

(1)  A paid  advertisement  may  be  placed  in  a 
local  newspaper  of  the-  city  or  town  in  which  the 
practice  is  being  established. 

(2)  This  paid  advertisement  in  the  local  newspa- 
per may  be  repeated  only  once  and  only  within  a pe- 
riod of  one  month  of  the  first  advertisement. 

(3)  The  advertisement  may  contain  the  fol- 
lowing only:  a)  name;  b)  address;  c)  telephone  num- 
ber; d)  office  hours;  e)  type  of  practice  or  specialty. 

(4)  Listing  in  the  Yellow  Pages  under  type  of 
practice. 

The  Council  disapproved  items  1,  2 and  3.  The  Coun- 
cil reaffirmed  item  4,  listing  in  the  Yellow  Pages  with 
specialties  determined  by  the  county  medical  society. 

The  above  was  only  an  attempt  to  update  our  previous 
opinion  on  advertising  that  might  be  helpful  in  the  future. 
During  the  past  few  years  we  have  seen  a slow  but  steady 
relaxation  of  the  traditional  standards  in  advertising  by 
many  county  and  state  medical  societies. 

The  Judicial  Council  of  the  American  Medical  Associ- 
ation in  reexamining  its  position  on  advertising,  has  felt 
that  a major  revision  of  the  profession’s  position  on  ad- 
vertising was  not  necessary  or  advisable,  but  that  an 
updating  of  its  previous  opinions  and  reports  on  advertising 
might  be  helpful  in  the  future.  The  Judicial  Council  be- 
lieves that  restrictions  on  advertising  by  professionals  have 
traditionally  been  aimed  at  circumventing  deceptive  trade 
practices.  This  was  and  remains  a worthwhile  and  legally 
permissive  objective. 

In  December,  1974,  the  House  of  Delegates  of  the  AMA, 
adopted  the  following:  “It  is  not  unethical  for  a physician 
to  authorize  the  listing  of  his  name  and  practice  for  pro- 
fessional or  lay  use  which  is  intended  to  list  all  physicians 
in  the  community  on  a uniform  and  non -discriminatory 
basis.  The  listing  shall  not  include  any  self-aggrandizing 
statement  or  qualitative  judgment  regarding  the  physi- 
cian’s skill  or  competence.” 

A complaint  was  received  from  a county  medical  society 
requesting  an  opinion  on  the  ethics  of  a private  clinic  which 
was  distributing  to  the  public  a brochure  advertising  the 
types  of  care  it  gives  in  its  clinic.  The  society  was  advised 
that  “The  Principles  of  Professional  Conduct”  applies  to 
doctors  of  medicine  as  individuals  or  as  members  of  clinics, 
partnerships,  corporations,  or  groups  and  that  the  brochure 
advertising  was  unfair  competition  to  the  private  practi- 
tioners in  the  community. 

We  have  found  that,  with  rare  exceptions,  doctors  do  not 
take  out  newspaper  advertisements  trying  to  solicit  pa- 
tients—although  very  recently  we  were  called  by  a psy- 
chiatrist who  stated  that  he  would  have  to  close  his  office 
if  he  could  not  place  an  advertisement  in  the  newspapers 
informing  the  community  that  he  was  available  to  give 
psychiatric  care  to  those  in  need. 

The  problem  of  forming  corporations  in  order  to  un- 
derwrite financially  the  purchase  of  rather  expensive 
medical  instruments,  with  rather  intricate  methods  of  di- 
viding the  profits  between  the  members  of  the  corpora- 
tions, was  brought  to  our  attention  by  members  of  the 


medical  profession,  by  attorneys  for  such  groups,  and  even 
by  the  District  Attorney  of  one  county. 

Our  answers  to  this  problem  usually  contained  the  fol- 
lowing opinions:  1)  It  is  considered  unethical  to  divide  fees 
or  profits  between  physicians  and  lay  people  since  this 
would  be  considered  fee  splitting;  2)  It  is  considered  un- 
ethical to  divide  profits  of  a corporation  according  to  the 
number  of  patients  referred  or  to  the  number  of  tests  or 
treatments  performed;  3)  It  is  unethical  for  a physician  to 
engage  in  a group  practice  with  lay  people;  4)  It  was  also 
recommended  that  patients  be  informed  that  the  physician 
is  a stockholder  in  the  corporation  before  sending  the  pa- 
tient to  the  medical  facility  involved;  5)  It  is  urged  that 
physicians  involved  in  these  companies  not  take  advantage 
of  the  patient  by  an  excessive  use  for  the  economic  ad- 
vantage to  them  rather  than  the  use  of  the  facility  in  the 
interest  of  the  welfare  of  the  patient. 

The  Committee  on  Ethics  has  received  requests  from 
many  physicians  and  lay  people  for  copies  of  our  policy 
statement  on  the  “Definition  of  Death.”  A copy  of  our 
policy  statement  was  sent  in  answer  to  all  requests, 
one  being  from  the  Research  Medical  Center  of  Kansas 
City,  Missouri,  as  well  as  a request  from  the  office  of 
Assemblyman  Herbert  Miller,  the  author  of  a bill  intro- 
duced in  the  Assembly  of  New  York  State  (A.7860-A  - H. 
J.  Miller). 

The  committee  has  also  received  requests  for  ethical 
opinions  from  medical  societies  outside  our  State — the 
Academy  of  Medicine  of  Cleveland,  Ohio,  requested  our 
opinion  on  the  problem  of  a “factoring”  service.  Another 
request  from  a medical  group  of  Cadillac,  Michigan,  asked 
for  a clarification  on  whether  compulsory  consultation  in 
CCU/ICU’s  was  ethical.  The  committee  stated  that  the 
local  hospital’s  bylaws  decide  the  management  of  its  de- 
partments. 

The  committee  also  received  many  requests  on  the 
question  of  whether  it  was  ethical  to  charge  interest  on  late 
payments  of  bills.  All  of  these  requests  were  answered  by 
stating  the  policy  statement  of  MSSNY  as  passed  by  the 
House  of  Delegates  in  1975.  The  main  provision  being  that 
a service  charge  may  be  added  to  the  bill  if  not  paid  within 
a reasonable  time,  provided  that  patients  have  been  noti- 
fied in  advance  of  the  existence  of  this  practice. 

A lay  organization  asked  this  committee  whether  it  was 
ethical  to  offer  a blood  pressure  machine  to  both  profes- 
sional and  nonprofessional  groups.  The  committee  an- 
swered that  the  indiscriminate  offering  of  a blood  pressure 
machine  would  be  dangerous  to  the  public  and  would  result 
at  times  in  a medical  diagnosis  being  made  by  a lay  person, 
with  possible  dire  results  to  the  person  whose  blood  pres- 
sure was  taken. 

A county  medical  society  has  requested  an  opinion  on 
the  following  matter:  A physician  intends  to  give  a card 
to  his  patients  on  which  is  stated:  “If  you  have  a medical 
problem  that  you  feel  requires  immediate  attention,  you 
may  call  me  at  any  time  at  one  of  the  following  numbers 
. If  you  cannot  contact  me,  please  go  to  the  emer- 
gency room  of hospital, .”  The  committee, 

after  much  discussion,  issued  the  following  opinion: 

The  committee  feels  that  it  is  morally  wrong  to  have 
no  other  physician  covering  the  physician  when  he  is 
unavailable,  and  it  also  believes  that  it  is  a sign  of  in- 
difference on  the  part  of  the  physician  for  his  patients. 
The  committee  also  believes  that  referring  patients  to 
the  emergency  room  is  putting  a heavy  burden  upon  a 
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hospital  facility  which  is  already  overused  by  the  com- 
munity at  large. 

The  chairman  wishes  to  express  his  appreciation  to  the 
members  of  the  committee  for  their  cooperation;  my  deep 
appreciation  to  J.  Richard  Burns,  J.D.,  General  Counsel, 
for  his  assistance  and  guidance  in  dealing  with  many 
complicated  matters.  The  chairman  also  wishes  to  extend 
his  appreciation  to  Francis  J.  McKee,  J.D.,  Staff  Attorney, 
for  his  cooperation  and  my  deep  appreciation  to  Mrs.  Joan 
Grimm  for  her  wonderful  secretarial  assistance. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 

FEDERAL  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Federal  Legislation  is  composed 
of  the  following  members: 


Joseph  R.  Fontanetta,  M.D.,  Chairman Kings 

Jacob  H.  Buchbinder,  M.D Putnam 

Robert  P.  Coolidge,  M.D Schenectady 

Irwin  Felsen,  M.D Allegany 

Seymour  L.  Halpern,  M.D New  York 

FALL  MEETING 


The  Committee  on  Federal  Legislation  held  its  regular 
Fall  meeting  on  October  2, 1975,  at  State  Medical  Society 
headquarters.  At  this  meeting,  your  committee  discussed 
the  role  which  the  Federal  Legislation  Committee  has 
traditionally  played  within  the  State  Society,  and  consid- 
ered various  proposals  for  expanding  the  services  which  the 
committee  provides  to  the  Council,  House  of  Delegates,  and 
our  members.  Historically,  the  Federal  Legislation 
Committee  has  held  an  advisory  position  to  the  governing 
bodies  of  the  Society  and  has  been  a liaison  between  our 
State  Society  and  the  American  Medical  Association.  The 
committee  then  proceeded  to  a consideration  of  a number 
of  health  bills  in  Congress  and  the  resolutions  referred  to 
it  by  the  House  of  Delegates.  To  keep  our  members 
abreast  of  developments  in  Washington,  the  committee 
proposed,  and  the  Council  approved,  a recommendation 
that  the  State  Medical  Society  publish  a quarterly  report 
on  Federal  legislation  in  the  News  of  New  York.  The  Di- 
visions of  Governmental  Relations  and  Public  and  Pro- 
fessional Affairs  are  now  cooperating  in  the  publication  of 
these  reports. 

MAJOR  HEALTH  BILLS 

A number  of  major  health  bills  were  reviewed  and  ana- 
lyzed by  the  Committee: 

National  Health  Insurance.  The  committee  dis- 
cussed in  detail  national  health  insurance  proposals 
pending  in  Congress  at  the  time,  and  reviewed  AMA  and 
MSSNY  guidelines  and  criteria  for  such  legislation.  The 
committee  recommended  that  the  two  be  combined  and 
adopted  as  the  official  position  of  the  State  Medical  Society 
with  regard  to  national  health  insurance  legislation.  This 
recommendation  was  approved  by  the  Council  and  referred 
to  the  Socioeconomics  Committee  for  their  information. 

Malpractice.  At  the  time  of  our  meeting,  several  bills 
regarding  malpractice  had  been  introduced  in  Congress. 
They  proposed  various  programs  in  an  effort  to  deal  with 
the  problem  on  a national  basis.  In  almost  every  bill, 
participation  in  the  programs  would  be  dependent  on  ac- 
ceptance of  Federal  licensure  and  relicensure  requirements, 
review  of  all  physician  services  by  PSRO,  and  acceptance 
of  government  fee  schedules  under  Medicare.  Your 


committee  recommended  rejection  of  the  aforementioned 
provisions  and  support  of  the  principle  that  the  malprac- 
tice problem  be  resolved  through  enactment  of  remedial 
legislation  on  the  State  level.  Approval  was  voted  by  the 
Council. 

Health  Maintenance  Organizations.  During  the  1975 
session,  legislation  was  introduced  to  liberalize  the  quali- 
fication requirements  for  health  maintenance  organiza- 
tions. Following  established  State  Medical  Society  policy, 
the  committee  recommended  opposition  to  this  legislative 
proposal.  The  Council  approved  this  recommendation, 
and  appropriate  communications  were  sent  by  our  execu- 
tive vice-president  to  the  New  York  Congressional  Dele- 
gation. 

Health  Manpower  Education.  In  1975  major  bills  on 
health  manpower  education  were  introduced  in  the  House 
and  Senate.  The  House  passed  its  bill,  H.R.  5546  (Rogers), 
at  midyear  and  referred  it  to  the  Senate.  Two  items  in 
these  bills  caused  considerable  controversy  during  the  year. 
They  were  a requirement  that  students  repay  the  funds 
paid  to  medical  schools  for  their  education,  and  a provision 
for  Federal  government  control  of  the  type,  number,  and 
location  of  medical  residencies.  Your  committee  recom- 
mended that  MSSNY  oppose  the  payback  and  residency 
requirements,  and  the  Council  voted  approval  of  this  po- 
sition. The  committee  also  took  a position  against  gov- 
ernmentally  mandated  service  in  medically  deprived  areas, 
and  the  Council  adopted  this  position  also. 

RESOLUTIONS  FROM  THE  1975  HOUSE  OF 
DELEGATES 

Substitute  Resolution  for  Resolution  75-132 — Fed- 
erally Insured  Loan  Ceilings.  This  resolution  directs 
that  MSSNY  encourage  the  Federal  government  to  make 
more  money  available  to  medical  students  through  Health 
Professional  Loans  and  to  reinstitute  their  professional 
scholarship  grants.  MSSNY  delegates  presented  this 
resolution  at  the  AMA  Convention  as  directed  by  the  res- 
olution, and  it  was  adopted.  To  implement  this  resolution, 
your  committee  recommended  that  MSSNY  send  copies 
of  the  resolution  to  our  Congressional  Delegation  re- 
questing that  it  support  and  implement  its  provisions.  We 
also  recommended  that  copies  be  sent  to  all  New  York 
State  medical  schools  and  to  city  and  State  health  de- 
partments for  their  information  and  support.  These  rec- 
ommendations were  approved  by  the  Council  and  carried 
out  by  the  Administration  and  staff. 

Resolution  75-124 — Incentives  for  Undergraduate 
Medical  Programs  in  Medically  Indigent  Areas.  Your 
committee  reviewed  this  resolution  carefully,  and  recom- 
mended that  the  Council  reconsider  the  action  taken  by 
the  House  of  Delegates.  In  discussing  the  second 
WHEREAS  regarding  SAMA  data  indicating  that  many 
students  exposed  to  primary  care  practice  in  shortage  re- 
gions return  there  on  graduation,  your  committee  mem- 
bers, based  on  personal  observation,  were  of  the  opinion 
that  this  statement  was  not  true.  Your  committee  there- 
fore felt  that  subsection  one  of  the  resolved  regarding  loan 
forgiveness  would  permit  students  to  avoid  repayment  of 
loans  simply  by  serving  on  a regular  rotation  in  a hospital 
located  in  a deprived  area  during  their  undergraduate 
training.  Your  committee  did  not  think  that  our  State 
Medical  Society  should  support  this  approach  and, 
therefore,  referred  this  resolution  back  to  the  Council  for 
whatever  action  the  Council  wished  to  take.  Your  com- 
mittee recommended  that  the  Council  either  change  the 
wording  of  this  resolution  in  light  of  the  aforementioned 
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objections  or  file  this  resolution  for  information.  The 
Council  voted  to  file  the  resolution. 

Resolution  75-90 — Insurance  Companies — Pre- 
vailing Fees.  This  resolution  called  for  MSSNY  to  urge 
that  State  and  National  laws  prohibit  third  party  payors 
from  making  certain  statements  about  physicians’  fees  and 
confine  them  to  stating  that  the  physician’s  fees  are  not 
completely  covered  by  the  patient’s  insurance.  Your 
committee  was  informed  that  this  resolution  could  be  im- 
plemented through  changes  in  the  regulations  promulgated 
by  the  State  Insurance  Department  and  the  Department 
of  Health,  Education,  and  Welfare.  The  State  Legislation 
Committee  reviewed  this  resolution  at  its  meeting  in  Oc- 
tober, 1975,  and  instructed  our  legislative  representatives 
to  pursue  this  matter  with  the  State  Insurance  Depart- 
ment. Your  committee,  therefore,  recommended  that 
MSSNY  forward  a copy  of  this  resolution  to  the  AMA  for 
implementation  with  the  Department  of  HEW.  This  ap- 
proach was  approved  by  the  Council,  and  the  appropriate 
action  was  taken  by  the  Administration. 

SPRING  MEETING 

The  Committee  on  Federal  Legislation  met  on  June  17, 
1976,  at  State  Medical  Society  headquarters.  The  com- 
mittee received  a report  from  the  director  on  the  activities 
of  the  Division  of  Governmental  Relations,  reviewed  major 
health  legislation  pending  in  Congress,  and  considered 
recommendations  from  the  committee  members  regarding 
future  activities  of  the  committee. 

Martin  J.  Tracey,  J.D.,  director  of  Governmental  Rela- 
tions, reported  that  the  division  has  been  working  closely 
with  the  Washington  Office  of  the  American  Medical  As- 
sociation on  Federal  health  legislation.  In  cooperation 
with  the  Office  of  Executive  Vice-President,  the  division 
has  prepared  communications  on  several  important  bills 
which  have  been  sent  to  our  Congressional  representatives. 
The  division  staff  has  also  researched  and  written  quarterly 
reports  on  Federal  legislation  which  have  been  used  in  ar- 
ticles for  the  News  of  New  York.  In  addition,  the  division 
has  been  monitoring  new  regulations  on  health  matters 
published  in  the  Federal  Register. 

The  committee  proceeded  to  a consideration  of  the  major 
health  legislation  in  Congress: 

PSRO  Amendments.  Two  bills  to  include  nonphysi- 
cian members  on  the  National  Professional  Standards 
Review  Council  were  reviewed  by  the  committee. 
H.R.  13990  (Roybal)  would  include  a registered  nurse 
on  the  Council,  and  H.R.  14007  (Perkins)  would  add  an 
optometrist  member.  The  committee  recommended 
opposition  to  these  and  any  similar  bills  because  the 
addition  of  nonphysician  members  would  dilute  the 
composition  of  the  Council  and  thereby  change  the 
original  intent  of  the  PSRO  program  as  a physician  re- 
view mechanism.  The  Council  of  our  State  Medical 
Society  voted  approval  of  this  position. 

Health  Manpower  Education.  The  committee  con- 
sidered S.  3239  (Kennedy),  the  Health  Professions  Ed- 
ucational Assistance  Act  of  1976,  as  reported  by  the 
Senate  Labor  and  Public  Welfare  Committee  in  May, 
1976.  While  your  committee  recognized  that  an  effort 
was  being  made  in  this  legislation  to  increase  the  num- 
ber of  primary  care  physicians  and  to  have  them  prac- 
tice in  underserved  areas  of  the  country,  the  members 
objected  to  the  approach  proposed  in  this  bill.  The 
committee  felt  that  voluntary  action  by  the  private 
sector  has  worked  well,  and  that  the  National  Health 


Service  Corps  does  provide  health  services  in  shortage 
areas.  On  a related  topic,  the  committee  also  reaf- 
firmed its  position  in  opposition  to  student  payback 
requirements  in  which  the  student  would  be  required 
to  repay  the  capitation  grants  paid  to  medical  schools. 
Health  Maintenance  Organizations.  The  commit- 
tee reviewed S.  1926 (Schweiker);  H.R. 9019 ( Hastings), 
the  HMO  bills  to  liberalize  qualification  require- 
ments for  prepaid  plans  under  the  Federal  HMO  pro- 
gram. In  October,  1975,  the  committee  recommended 
a position  in  opposition  to  these  bills  because  the 
members  support  multiple  forms  of  health  care  deliv- 
ery and  oppose  government  action  favoring  one  form  of 
delivery  over  others.  The  Council  voted  approval  of 
this  position.  In  May,  1976,  the  Foundations  Com- 
mittee recommended  a change  in  position  because  this 
legislation  would  have  a positive  impact  on  the  Medi- 
cal Care  Foundation  mode  of  health  care  delivery. 
Based  on  this  recommendation,  the  Council  reversed 
its  original  position  and  voted  to  support  principles 
embodied  in  S.1926.  After  review  of  this  legislation, 
the  Federal  Legislation  Committee  reaffirmed  its 
stand  believing  that  this  legislation  would  have  a detri- 
mental effect  on  the  private  practice  of  medicine  and 
existing  health  insurance  programs.  The  committee 
requested  that  the  Council  reconsider  its  position,  and 
in  June,  1976,  the  Council  voted  approval  of  the  Feder- 
al Legislation  Committee’s  recommendation. 
Medicare  and  Medicaid  Amendments.  The  com- 
mittee reviewed  three  major  legislative  proposals  in- 
tended to  control  the  rising  costs  of  the  Medicare  and 
Medicaid  programs: 

H R.  12082  (Duncan).  This  bill,  proposed  by  the 
Ford  Administration,  would  provide  catastrophic 
coverage  for  Medicare  beneficiaries,  require  a coin- 
surance for  inpatient  hospital  charges,  medical,  and 
other  health  services,  place  a percentage  ceiling  on 
recognized  increases  in  reasonable  charges  and 
costs,  provide  a mechanism  for  automatic  adjust- 
ment in  Medicare  supplementary  insurance  deduct- 
ible, and  eliminate  the  trust  fund  financing  for  State 
review  activities.  While  the  Federal  Legislation 
Committee  strongly  favors  the  concept  of  cata- 
strophic insurance  coverage  and  the  insurance  de- 
ductible under  Medicare,  we  are  opposed  to  placing 
a coinsurance  provision  in  this  program.  The  com- 
mittee feels  that  the  coinsurance  would  place  an  un- 
justifiable financial  burden  on  fixed  income  people. 
H R.  12233  (Staggers).  This  bill,  also  initiated  by 
the  Administration,  would  allocate  $10  billion  for 
fiscal  year  1977  among  the  states  for  health  care  pro- 
grams based  on  a formula  which  would  reflect  the 
number  of  low  income  people  in  the  State,  the 
State’s  general  tax  effort,  and  the  average  income  in 
the  State  in  relation  to  national  statistics  for  these 
factors.  This  legislation  would  repeal  a number  of 
categorical  grant  programs  including  Medicaid,  ma- 
ternal and  child  health  programs,  and  the  HSA  stat- 
ute. The  Federal  Legislation  Committee  is  not 
against  the  block  grant  concept  but  is  concerned 
about  the  effect  this  particular  legislation  would 
have  on  health  care  programs  in  New  York  State. 
The  committee  feels  that  Medicaid  should  be  re- 
placed by  a workable  health  insurance  program  for 
the  poor  run  by  established  fiscal  intermediaries. 

S.  3205  (Talmadge).  This  is  a comprehensive  mea- 
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sure  to  change  administrative  procedures  in  Medi- 
care and  Medicaid  programs  and  establish  a new 
system  of  reimbursement  for  physicians  and  institu- 
tional health  care  providers.  The  committee  views 
this  bill  as  an  attempt  at  controlling  fees  and  rate 
setting  which  it  opposes.  The  committee  believes 
that  this  legislation  discriminates  against  the  health 
care  sector  of  our  economy. 

Administrative  Procedure  Amendments.  H.R. 
10301  (Kindness);  S.  3358  ( Mathias ) is  the  AMA  bill 
to  reform  the  shortcomings  presently  existing  in  the 
Federal  rule  making  process.  This  bill  would  extend 
the  30-day  notice  period  for  proposed  regulations  to  60 
days,  require  the  agency  involved  to  respond  to  the 
recommendations  voiced  by  interested  parties,  and 
publish  any  amendments  to  the  original  proposed  reg- 
ulations as  new  proposed  regulations.  The  Federal 
Legislation  Committee  supports  this  measure. 
National  Health  Insurance.  A number  of  bills  have 
been  introduced  on  national  health  insurance;  how- 
ever, it  is  unlikely  that  action  will  be  taken  on  any  of 
them  this  year.  The  Federal  Legislation  Committee 
reiterated  its  support  of  the  15  AMA  guidelines  and 
the  6 MSSNY  criteria  as  the  conceptual  basis  for  any 
national  health  insurance  program.  The  committee 
feels  that  the  first  priority  should  be  catastrophic  cov- 
erage for  all  people,  with  a comprehensive  program  es- 
tablished later.  The  committee  also  believes  that  a 
national  health  insurance  program  should  encourage  a 
multiple  health  care  delivery  system  so  the  consumer 
has  a choice  regarding  form  of  insurance,  physician, 
and  health  care  facilities.  In  addition,  the  committee 
feels  that  national  health  insurance  should  include  a 
deductible  provision  to  give  some  financial  responsi- 
bility to  the  patient. 

Status  of  Health  Bills — June,  1976 
Health  Manpower  Education.  The  House  of  Repre- 
sentatives has  passed  H.R.  5546  (Rogers)  and  the  Sen- 
ate will  vote  on  S.  3239  (Kennedy)  in  June.  Since 
there  are  some  differences  in  the  two  versions,  a 
House-Senate  conference  committee  will  meet  to  con- 
sider the  provisions  which  are  different  in  the  two  bills. 
A compromise  bill  will  then  be  resubmitted  to  both 
Houses. 

Health  Maintenance  Organizations.  The  House  of 
Representatives  passed  H.R.  9019  (Hastings)  last  Fall, 
and  the  Senate  passed  its  bill,  S.  1926  (Schweiker)  in 
June.  The  differences  in  these  two  bills  will  be  ironed 
out  by  a House-Senate  conference  committee,  and  the 
compromise  bill  will  be  resubmitted  to  both  Houses. 
National  Health  Insurance.  A number  of  bills  have 
been  introduced  in  the  past  two  years  and  all  remain  in 
committee  at  this  writing.  Committee  hearings  were 
held  in  the  House  of  Representatives  earlier  in  the 
year,  but  no  further  action  is  scheduled  for  this  ses- 
sion. 

Medicare  Amendments — Catastrophic  Coverage. 
H.R.  12082  (Duncan),  proposed  by  the  Ford  Adminis- 
tration, has  been  referred  to  the  House  Interstate  and 
Foreign  Commerce  Committee  after  hearings  in  the 
Ways  and  Means  Committee. 

Health  Program  Block  Grants.  H.R.  1 2233  (Staggers) 
the  Administration  bill  proposing  block  grant  appro- 
priations to  the  states  for  health  programs,  has  been 
referred  to  the  House  Interstate  and  Foreign  Com 
merce  Committee. 


Medicare-Medicaid  Amendments.  S.  3205  (Tal- 
madge)  to  restructure  the  Medicare  and  Medicaid  pro- 
grams has  been  referred  to  the  Senate  Finance  Com- 
mittee. 

Administrative  Procedure  Amendments.  H.R.  10301 
(Kindness);  S.  3385  (Mathias),  the  AMA  proposal  to 
reform  administrative  procedures,  are  in  committee  in 
their  respective  Houses.  H.R.  12048  (Flowers),  anoth- 
er bill  on  this  subject,  has  been  referred  to  the  House 
Rules  Committee.  The  Flowers  bill  would  require 
Federal  agencies  to  provide  longer  periods  of  time  for 
the  public  to  comment  on  proposed  regulations,  and 
would  permit  the  Congress  to  approve  or  disapprove 
administrative  regulations.  Constitutional  questions 
regarding  the  power  of  the  Congress  to  review  regula- 
tions have  stalled  action  on  this  bill.  The  Senate  Judi- 
ciary Committee  has  held  hearings  on  S.  3297  (Ken- 
nedy), the  Senate  version  of  this  proposal. 

Clinical  Laboratory  Improvement  Act.  The  Senate 
has  passed  S.  1737  (Javits,  Kennedy)  which  is  now  be- 
fore the  House  Interstate  and  Foreign  Commerce 
Committee  with  its  House  counterpart,  H.R.  11341 
(Rogers).  Under  this  legislation,  all  clinical  laborato- 
ries would  be  subject  to  licensure  by  the  Secretary  of 
HEW  or  by  the  state  government  in  those  cases  where 
the  Secretary  has  delegated  such  licensure  authority. 
In  the  Senate  bill,  the  secretary  would  have  the  author- 
ity to  exempt  laboratories  of  physicians  who  perform 
laboratory  services  only  for  their  own  patients  and 
solely  as  an  adjunct  to  their  treatment.  It  is  likely  that 
the  House  bill  will  contain  an  automatic  exemption 
from  licensing  for  the  laboratories  of  those  individual 
physicians  who  use  them  strictly  for  their  own  pa- 
tients. 

Department  of  Health.  The  AMA  has  proposed  legis- 
lation calling  for  the  creation  for  a separate  Federal 
Department  of  Health.  This  bill,  H.R.  13503  (Carter), 
has  been  referred  to  the  House  Governmental  Opera- 
tions Committee. 

Emergency  Medical  Services  Amendments.  This  leg- 
islation authorizes  appropriations  over  the  next  three 
years  for  assistance  programs  relating  to  emergency 
medical  services  systems,  training  for  emergency  medi- 
cal services  personnel,  and  regional  centers  for  burn  in- 
juries. Both  the  House  and  Senate  bills,  H.R.  12664 
(Florio)  and  S.  2548  (Cranston),  have  been  reported 
out  of  committee  in  their  respective  chambers. 
Medicare  Amendments.  H.R.  13501  (Rostenkowski) 
has  been  passed  by  the  House  of  Representatives  and 
has  been  referred  to  the  Senate  Finance  Committee. 
This  bill  would  prevent  a rollback  of  physicians’  rea- 
sonable charges  under  Medicare  below  the  recognized 
1975  level,  allow  Congress  one  additional  year  to  evalu- 
ate and  act  on  the  Institute  of  Medicine  study  regard- 
ing payment  for  services  of  teaching  physicians,  and 
continue  the  updating  of  physician  fee  screens  as  of 
July  1 of  each  year  rather  than  October  1. 

Commission  on  Human  Research.  S.  2515  (Kennedy) 
regarding  a presidential  commission  for  protection  of 
human  subjects  of  biomedical  and  behavior  research 
has  been  passed  by  the  Senate, 

Rural  Health  Care  Delivery.  The  AMA  has  proposed 
legislation  to  establish  an  office  of  rural  health  in  the 
Department  of  HEW  to  assist  in  the  development  of 
rural  health  care  delivery  systems.  H.R.  5236  (Carter) 
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has  been  referred  to  the  House  Interstate  and  Foreign 
Commerce  Committee. 

Malpractice  Bills.  Precipitated  by  the  nationwide 
crisis  in  professional  medical  liability  insurance,  exten- 
sive hearings  were  held  last  year  on  Federal  legislative 
proposals  to  deal  with  this  problem.  However,  this 
year  there  has  been  limited  attention  to  this  matter  by 
the  Health  Subcommittees  of  the  two  Houses.  The 
only  bill  to  emerge  from  committee  is  H.R.  3954  (Gon- 
zalez) passed  by  the  House  of  Representatives  last 
year.  This  bill  would  make  suit  against  the  Federal 
Government  the  exclusive  remedy  for  medical  liability 
claims  against  active  duty  military  personnel.  This 
bill  is  now  in  the  Senate  Armed  Services  Committee. 
Alcoholism  Treatment  Act  Amendments.  H.R.  12677 
(Rogers)  has  been  passed  by  the  House  of  Representa- 
tives. 


Laws  Enacted — 94TH  Congress.  As  this  report  is 
being  prepared  in  June,  1976,  the  following  major  bills  have 
been  enacted  by  the  94th  Congress  in  1975  and  1976: 
Medicare  and  PSRO  Amendments.  This  statute  es- 
tablishes the  method  for  prevailing  charge  level  deter- 
minations for  the  fiscal  year  of  1976;  extends  for  three 
years  the  waiver  of  twenty-four-hour  nursing  service 
requirement  for  certain  rural  hospitals;  permits  Medi- 
care Part  B premium  increases  for  1976;  provides  for 
the  designation  of  a statewide  PSRO  in  certain  in- 
stances; requires  skilled  nursing  facilities  to  meet  fire 
safety  standards  as  a condition  of  participation  in 
Medicare  and  Medicaid;  grants  funds  for  payment  of 
costs  incurred  or  services  performed  prior  to  the  opera- 
tion of  a project  by  certain  individual  practice  associa- 
tions under  contract  to  the  state;  extends  to  1/1/78  the 
deadline  for  naming  professional  organizations  as 
PSRO’s;  requires  HEW  study  of  appropriateness  of 
reimbursement  under  Part  B for  provision  of  prosthet- 
ic lenses  for  patients  with  aphakia  by  optometrists; 
provides  for  a reduction  in  Federal  matching  funds  to 
states  under  Medicaid  for  certain  long-term  stay  cases 
unless  the  state  has  a utilization  review  program  con- 
taining elements  enumerated  in  the  bill;  requires 
states  to  consent  to  being  sued  as  part  of  the  state’s 
medicaid  plan;  makes  provision  for  payment  by  hospi- 
tals for  utilization  review  provided  by  PSRO.  H.R. 
10284  (Rostenkowski);  P.L.  94-182. 

Swine  Influenza  Immunization.  This  resolution  ap- 
propriates $135  million  for  the  national  swine  flu  vac- 
cination program.  H.Res.  890,  P.L.  94-266. 

Medical  Device  Amendments.  Hereunder,  devices 
would  be  classified  into  three  catagories:  general  con- 
trol, performance  standards,  premarket  approval;  and 
the  Secretary  of  HEW  is  authorized  to  restrict  the  use, 
sale,  and  distribution  of  medical  devices  based  on  de- 
terminations of  safety  and  effectiveness,  with  exemp- 
tions for  devices  used  for  investigational  purposes  and 
custom  devices  ordered  by  a physician  or  dentist.  S. 
510  (Kennedy);  P.L.  94-295. 

Cooperation  with  AM  A.  Continuing  the  past  prac- 
tice of  wholeheartedly  cooperating  with  the  AMA  in  fur- 
thering mutual  objectives,  your  committee,  in  conjunction 
with  MSSNY’s  administration,  responded  to  numerous 
requests  from  our  National  organization.  Special  com- 
munications in  the  form  of  telegrams,  mailgrams,  and  let- 


ters, were  sent  over  the  signature  of  our  executive  vice- 
president,  Henry  I.  Fineberg,  M.D.,  to  members  of  Con- 
gress and  the  United  States  Senate.  These  communica- 
tions were  timely  commentaries  setting  forth  our  State 
Medical  Society’s  views  on  major  issues,  such  as  Health 
Manpower,  HMO’s,  Resolution  on  Rural  Health  Week, 
HSA  legislation,  and  Administrative  Procedure  Amend- 
ments, and  were  directed  to  members  of  our  New  York 
State  Delegation  as  well  as  key  legislators  from  other  parts 
of  the  country. 
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their  excellent  assistance  and  cooperation.  He  also  ap- 
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STATE  LEGISLATION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  State  Legislation  is  composed  of  the 
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Since  its  last  Annual  Report  to  the  House  of  Delegates 
in  March  1975,  the  Committee  on  State  Legislation  has 
reported  to  two  interim  sessions  of  the  House  particularly 
in  regard  to  malpractice  legislation  acted  upon  in  1975. 
Therefore,  this  report  will  cover  the  1976  session  of  the 
State  Legislature  to  date  and  the  disposition  of  resolutions 
adopted  by  the  House  of  Delegates  in  March  1975  and  re- 
ferred to  the  State  Legislation  Committee  for  implemen- 
tation. 

At  the  time  this  report  is  being  prepared  in  mid-July  to 
meet  the  publication  deadline,  the  State  Legislature  is  in 
recess  until  the  end  of  July  when  it  is  scheduled  to  adjourn. 
A supplementary  report  setting  forth  the  final  actions  on 
the  bills  contained  herein  will  be  submitted  to  this  House 
in  November  1976. 

1976  LEGISLATIVE  PROGRAM 
In  accordance  with  the  directives  of  the  House  of  Dele- 
gates in  November  1975  and  with  the  subsequent  approval 
of  the  Council,  our  basic  State  Legislative  Program  for  1976 
consisted  of  two  major  parts: 
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A.  Bills  on  Malpractice 

B.  Bills  on  Other  Matters 

A.  Bills  on  Malpractice.  A program  embodying  nine 
fundamental  goals  was  approved.  As  the  session  opened, 
the  Governor’s  Special  Advisory  Panel  on  Medical  Mal- 
practice (the  McGill  Commission)  issued  its  report  which 
was  widely  circulated.  Several  weeks  later  the  Governor 
made  his  personal  recommendations  for  legislative  and 
executive  action.  In  due  time  numerous  specific  bills  were 
introduced,  and  the  following  program  was  sought  by  our 
State  Medical  Society: 

Limitation  of  Contigency  Legal  Fees  would  place 
limits  on  contingency  fee  arrangements  between  plain- 
tiffs and  their  attorneys  in  medical  malpractice  actions 
(S.  4786-A,  Lombardi,  et  al.) 

Collateral  Sources  of  Payment  would  require  that  a 
malpractice  award  be  reduced  by  the  amount  of  any 
collateral  payments  made  to  a successful  plaintiff  pur- 
suant to  certain  health  insurance  policies  which  such 
plaintiff  might  have  (S.  8751-A,  Lombardi,  et  al.) 

Limitation  of  Awards  for  Pain  and  Suffering  would 
place  a limit  of  $100,000  on  any  lump  sum  award  for 
pain  and  suffering  in  a medical  malpractice  action,  and 
would  require  that  awards  in  excess  of  that  amount  be 
invested  with  the  income  therefrom  paid  to  the  plain- 
tiff for  life  with  the  principal  reverting  to  the  insurance 
carrier  upon  the  death  of  the  plaintiff  (S.  8754-B,  Lom- 
bardi, et  al.) 

Constitutional  Amendment  would  remove  constitu- 
tional limitations  on  the  power  of  the  Legislature  to 
enact  laws  relating  to  compensation  for  personal  injury 
to  or  for  death  of  persons  resulting  from  malpractice 
by  health  care  providers,  with  or  without  trial  by  jury 
(S.  7858-A,  Lombardi,  et  al.) 

Itemization  of  Awards  would  require  that  if  it  finds 
a verdict  for  the  plaintiff  in  a malpractice  action,  the 
jury  shall  itemize  the  amount  awarded  for  special  and 
general  damages  as  directed  by  the  court  (S.  8753, 
Lombardi,  et  al.) 

Elimination  of  Ad  Damnum  Clause  would  provide 
that  no  specific  demand  for  damages  shall  be  con- 
tained in  the  plaintiffs  complaint  or  any  other  affir- 
mative pleading  in  a malpractice  action  (S.  8752,  Lom- 
bardi, et  al.) 

Definition  of  Malpractice  and  Burden  of  Proof 
would  establish  a statutory  definition  of  medical  mal- 
practice, and  would  prescribe  the  manner  in  which  the 
plaintiff  must  prove  the  allegations  of  his  complaint 
(S.  8700,  Flynn) 

Immunity  in  Life  Threatening  Emergencies  would 
provide  immunity  from  liability  for  all  health  care  per- 
sonnel who  respond  to  life  threatening  emergencies  in 
the  hospital  setting  (A.  8779,  Rules  Com.  by  Flana- 
gan, O’Neil). 

Patients’  Indemnification  System  would  establish 
an  administrative  system  to  replace  the  jury  trial  in  de- 
termining liability  and  awarding  compensation  to 
claimants  injured  by  the  incompetent  treatment  of  a 
health  care  provider  (A.  11344,  Greco;  S.  1071 1,  Rules 
Com.). 

Because  of  the  climate  in  Albany  as  the  session  pro- 
gressed, your  committee,  as  a practical  matter,  concen- 
trated on  the  first  six  goals  with  the  hope  of  obtaining  all 
of  them. 

Governor  Carey  submitted  five  legislative  proposals 
dealing  with  malpractice  to  the  Legislature  in  April.  The 


Governor’s  program  included  bills  to  limit  contingency 
legal  fees,  require  itemization  of  awards,  eliminate  the  ad 
damnum  clause,  increase  hospital  coverage  provided  by  the 
Medical  Malpractice  Insurance  Association  and  require 
health  insurance  coverage  for  second  surgical  opinions. 
The  Governor  also  announced  a number  of  executive  ac- 
tions to  implement  other  of  the  McGill  Commission  rec- 
ommendations, principally  the  creation  of  an  Executive 
Committee  on  Medical  Malpractice.  The  committee  will 
study  other  legislative  proposals  of  the  McGill  Commission 
and  compile  information  for  continuing  review  and  study 
of  the  medical  malpractice  problem. 

Although  specific  bills  had  been  introduced  at  different 
times,  the  legislators  did  not  take  definitive  action  until 
very  late  in  the  session.  Each  house  finalized  its  proposals 
and  came  forth  with  its  own  omnibus  bill. 

The  Senate  acted  first  by  approving  S.  10474  (Lombardi, 
et  al.).  In  substance,  this  bill 

. . . would  allow  a captive  insurance  company  to  be  es- 
tablished by  hospitals 

. . . would  increase  MMIA  coverage  for  hospitals  from 
$l/$3  million  to  $1/$10  million 
. . . would  subject  the  MMIA  to  provisions  of  the  law 
applicable  to  property  and  casualty  insurers  in  order 
to  provide  for  fair  treatment  of  policy  holders  and 
claimants 

. . . would  expand  the  Board  of  Directors  of  the  MMIA 
to  include  two  representatives  of  the  public,  as  well  as 
the  Superintendent  of  Insurance  as  a nonvoting 
member 

. . . would  require  health  insurers  to  provide  coverage  for 
second  surgical  opinions 

. . . would  require  itemization  of  awards  in  malpractice 
actions 

. . . would  eliminate  the  ad  damnum  clause  from  affir- 
mative pleadings  in  malpractice  actions 
. . . would  limit  lump  sum  awards  for  pain  and  suffering 
to  $100,000,  and  would  require  that  any  recovery  in 
excess  of  that  amount  be  placed  in  an  investment  fund 
for  the  benefit  of  the  plaintiff.  Upon  the  death  of  the 
plaintiff,  the  principal  sum  would  revert  to  the  party 
who  paid  on  behalf  of  the  defendant 
. . . would  create  a temporary  State  commission  to  ex- 
amine and  study  the  entire  medical  malpractice  sys- 
tem for  a period  of  two  years. 

In  addition,  the  Senate  passed  S.  7858-A  (Lombardi,  et 
al.),  the  bill  to  amend  the  State  Constitution. 

Shortly  after  the  Senate  acted,  the  Assembly  passed  its 
omnibus  bill,  A.  12245  (Silverman).  Briefly  this  mea- 
sure 

. . . would  allow  a captive  insurance  company  to  be  es- 
tablished by  hospitals 

. . . would  increase  MMIA  coverage  for  hospitals  from 
$l/$3  million  to  $ 1 /$  1 0 million 
. . . would  subject  the  MMIA  to  provisions  of  the  law 
applicable  to  property  and  casualty  insurers  in  order 
to  provide  for  fair  treatment  of  policy  holders  and 
claimants 

. . . would  expand  the  Board  of  Directors  of  the  MMIA 
to  include  two  representatives  of  the  public,  as  well  as 
the  Superintendent  of  Insurance  as  a nonvoting 
member 

. . . would  require  health  insurers  to  provide  coverage  for 
second  surgical  opinions 

. . . would  require  itemization  of  awards  in  malpractice 
actions 
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. . . would  eliminate  the  ad  damnum  clause  from  affir- 
mative pleadings  in  malpractice  actions 
. . . would  establish  two  schedules  of  contingent  legal  fees 
either  of  which  may  be  used  by  the  plaintiff  and  his 
attorney  in  medical  malpractice  actions. 

Despite  all-out  efforts  by  our  State  Medical  Society 
through  your  committee,  legislative  counsel,  director,  and 
county  medical  societies,  the  two  houses  could  not  be 
brought  together  on  a common  bill.  As  a result,  the  Senate 
reluctantly  accepted  and  passed  A.  12245  (Silverman),  and 
sent  the  bill  to  the  Governor  for  expected  approval.  At  this 
writing,  the  Constitutional  Amendment  (S.  7858-A)  is  still 
alive  in  the  Assembly. 

In  brief,  three  goals  of  MSSNY  were  included  in  A.  12245 
(Silverman)  and  should  become  law  this  year.  They 
are: 

A.  Limitation  of  contingency  legal  fees; 

B.  Itemization  of  awards  to  plaintiffs;  and 

C.  Elimination  of  the  Ad  Damnum  Clause  which  sets 
forth  specific  monetary  demands  in  the  plaintiffs 
complaint. 

B.  Bills  on  Other  Matters.  The  second  portion  of 
our  State  Medical  Society's  legislative  program  dealt  with 
a number  of  other  issues  of  importance  to  our  members  and 
the  public.  In  reviewing  these  measures  at  the  time  of  this 
report,  your  committee  feels  t hat  we  were  highly  successful 
in  achieving  many  of  our  goals.  Of  the  seven  bills  sought, 
three  have  passed  both  houses  and  been  sent  to  the  Gov- 
ernor. 

The  three  bills  awaiting  the  Governor’s  signature  are  as 
follows: 

Immunity  for  Review  Functions  amends  the  Educa- 
tion Law  to  provide  immunity  for  those  engaged  in  any 
formal  review  or  medical  audit  performed  at  the  re- 
quest of,  or  in  the  interest  of,  the  State  or  Federal  gov- 
ernment, and  would  strengthen  the  immunity  of  coun- 
ty medical  society  committees  while  investigating  and 
disciplining  members  (A.  11929,  Dwyer,  et  al.) 

Workmen’s  Compensation- Arbitration  Committee 
Fees  extends  the  powers  of  the  Workmen’s  Compensa- 
tion Board  Chairman  to  permit  him  to  regulate  the  fee 
of  members  of  the  Workmen’s  Compensation  Arbitra- 
tion Committee  to  reflect  the  economics  of  the  times 
(S.  10277,  Levy;  A.  11743,  Lill) 

Workmen's  Compensation-Payment  of  Uncontest- 
ed Fees  permits  the  Workmen’s  Compensation  Board 
Chairman  to  order  payment  of  physician  and  hospital 
bills  not  contested  by  the  insurance  carrier  within  the 
prescribed  30  day  period  (S.  10278,  Levy). 

In  addition  to  the  aforementioned  bills,  your  Society’s 
representatives  secured  the  introduction  of  four  other 
measures  which  have  not  been  acted  upon.  They  are  the 
following: 

Professional  Service  Corporation  Tax  Law  Amend- 
ments would  repeal  Tax  Law  provisions  permitting 
the  State  to  tax  pension  and  profit  sharing  funds  of 
professional  corporations  (S.  3987,  Pisani). 

Workmen’s  Compensation-Third  Party  Remedies 
would  amend  the  Workmen’s  Compensation  Law  to 
allow  a physician  to  recover  his  usual  and  customary 
fee  in  cases  where  the  employee  sued  a third  party  for 
damages  and  recovered  in  that  action  (A.  11728,  Frey) 
Physician's  Assistants-Limitation  in  Hospital  Set- 
ting would  limit  the  number  of  physician’s  assistants 
and  specialist’s  assistants  under  the  supervision  of  a 


physician  to  two  per  physician,  whether  in  or  out  of  the 
hospital  setting  (A.  11973,  Ryan). 

Physician's  Lien  would  provide  that  a physician 
who  renders  treatment  to  injured  persons,  except 
under  Workmen’s  Compensation,  shall  have  a lien 
upon  all  claims  and  causes  of  action  for  the  amount  of 
his  reasonable  charges  up  to  the  date  of  payment  of 
such  damages  (A.  11770,  Burrows). 

GENERAL  HEALTH  BILLS 

The  following  bills  of  interest  to  the  medical  profes- 
sion were  considered  by  the  Legislature  at  the  1976 
session: 

Nursing  Homes-Controlling  Persons  the  Public 
Health  Law  was  amended  this  year  to  redefine  the 
term  “controlling  persons”  in  the  nursing  home  reform 
measures  enacted  last  year.  Medical  directors  and 
other  health  personnel  with  no  ownership  interest  in 
the  nursing  home  are  now  excluded  from  liability  as 
controlling  persons  (S.  10282-A,  Paterson,  et  al.;  Chap- 
ter 472).  Strongly  supported  by  MSSNY. 

Maternity  Insurance  Coverage  would  amend  the 
Insurance  Law  to  require  that  specified  health  insur- 
ance policies  include  coverage  for  maternity  care  (S. 
10536,  Donovan).  Passed  by  both  houses,  this  bill  is 
expected  to  be  signed  by  the  Governor.  Also  actively 
supported  by  MSSNY. 

Newborn  Insurance  Coverage  would  require  speci- 
fied health  insurance  policies  to  provide  coverage  for 
newborn  care  (A.  12033,  Gorski,  passed  by  the  Assem- 
bly, is  in  committee  in  the  Senate  with  companion  bill, 
S.  9832,  Lombardi).  Supported  by  MSSNY. 

Generic  Drug  Substitution.  Two  separate  propos- 
als were  considered  simultaneously  in  the  Senate  and 
Assembly.  The  first  (A.  11383-D,  Strelzin,  et  al.  and 
S.  9563,  Giuffreda)  would  require  that  a prescriber 
write  his  prescriptions  first  by  generic  name,  but  if  the 
drug  contains  more  than  three  active  ingredients,  then 
by  brand  or  proprietary  name  alone  and  in  such  case 
indicate  whether  substitution  is  permitted.  The  pre- 
scriber after  writing  the  generic  name  could  mandate 
the  use  of  a particular  brand  name  or  manufacturer’s 
product.  A willful  violation  by  the  prescriber  would 
subject  him  to  a charge  of  professional  misconduct. 
MSSNY  vigorously  opposed  this  measure  which  re- 
mained in  committee  when  the  Legislature  recessed. 
The  second  bill  (A.  6885-E,  Fremming,  et  al.  and  S. 
10143-A,  Giuffreda,  et  al.)  calls  for  prescription  forms 
to  contain  two  lines  for  the  prescriber’s  signature. 
One  line  would  be  designated  “Dispense  as  Written” 
and  the  other  “Substitution  Permitted.”  The  Frem- 
ming bill,  A.  6885-E,  was  passed  by  the  Assembly,  and 
is  now  in  committee  in  the  Senate  with  S.  10143-A. 

Definition  of  Death.  Two  bills  received  attention 
at  this  session  of  the  Legislature.  A.  7860-D  (H.  J. 
Miller,  et  al.),  supported  by  MSSNY,  would  place  the 
determination  in  the  hands  of  the  physician  utilizing 
current  standards  of  medical  practice.  A person  could 
be  pronounced  dead  if  there  were  irreversible  cessation 
of  spontaneous  respiratory  and  circulatory  functions. 
If  artificial  means  precluded  such  determination,  brain 
death  could  be  used.  Late  in  the  session,  another  mea- 
sure was  introduced  in  both  houses,  S.  10759  (Ohren- 
stein);  A.  12248-A  (H.  J.  Miller,  et  al.).  This  proposal 
varied  from  A.  7860-D  with  regard  to  pronouncement 
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of  death  based  upon  cessation  of  brain  function. 
Hereunder,  the  physician  would  be  precluded  from 
using  brain  death  if  he  receives  written  notice  that 
such  pronouncement  conflicts  with  the  person’s  reli- 
gious beliefs.  These  bills  remained  in  committee. 

Nursing  Practice  would  require  that  consideration 
be  given  to  certain  principles  in  determining  the  scope 
of  professional  nursing  practice  in  the  future  (A. 
12128-A,  Lipschutz;  S.  10273-A,  Giuffreda).  Based 
upon  a Council  determination  that  the  language  in  this 
bill  was  too  vague  and  could  disrupt  the  traditional  re- 
lationship between  the  medical  and  nursing  profes- 
sions, MSSNY  opposed  this  legislation.  The  bills  re- 
mained in  committee  in  their  respective  houses. 

Health  Maintenance  Organizations  would  encour- 
age expansion  of  health  services  options  available 
through  the  HMO  concept  and  provide  for  certificates 
of  authority,  powers  of  such  organizations,  contract 
regulation,  requirements  for  employers,  annual  disclo- 
sure, examinations  and  limited  exemption  (A.  9402-A, 
H.  J.  Miller,  et  al.).  This  bill  has  been  passed  by  both 
houses,  and  is  now  before  the  Governor. 

Insurance  Coverage  for  Pre-Admission  and  Emer- 
gency Services  would  require  that  specified  health  in- 
surance policies  providing  coverage  for  inpatient  care 
include  coverage  for  preadmission  tests  and  emergency 
medical  services,  and  make  available,  if  requested,  cov- 
erage for  residents,  nursing  home  care,  ambulatory 
care  in  hospital  outpatient  facilities  and  physicians’  of- 
fices (S.  7037,  Lombardi,  et  al.).  Passed  by  both 
houses,  this  bill  is  now  before  the  Governor  for  his  sig- 
nature. 

No-Fault  Automobile  Insurance  would  make  exten- 
sive changes  in  the  No-Fault  insurance  program,  in- 
cluding a provision  to  prohibit  overcharging  for  health 
care  services  (A.  12616-C,  Rules  Com.).  Opposed  by 
MSSNY.  The  bill  was  passed  by  the  Assembly  but  re- 
mained in  committee  in  the  Senate. 

Assignment  of  Insurance  Benefits  would  remove 
any  restriction  against  the  transfer  of  employee  dental 
care  benefits  to  the  provider  of  such  service  (S.  7353, 
Isabella;  A.  9369,  Silverman).  S.  7353  was  passed  by 
the  Senate,  and  is  presently  in  committee  in  the  As- 
sembly with  A.  9369.  Supported  by  MSSNY. 

RESOLUTIONS  FROM  1975  HOUSE  OF  DELEGATES 
At  our  committee  meeting  in  October  1975,  the  resolu- 
tions referred  from  the  House  of  Delegates  were  discussed 
and  acted  upon.  These  actions  were  reported  to  the 
Council  in  December  1975,  and  approved  at  that  time. 
The  following  is  a review  of  the  resolutions  and  the  actions 
of  your  committee: 

Resolution  75-10,  Creation  of  a Governor’s  Advisory 
Council  on  Health  Related  Matters.  This  resolution 
provides  that  MSSNY  recommend  that  the  Governor  es- 
tablish a Medical  Services  Advisory  Council.  The  State 
Society  would  submit  to  the  Governor  a list  of  eminently 
qualified  physicians  competent  in  specific  areas  of  medi- 
cine from  which  he  could  select  the  members  of  the 
Council.  The  purpose  of  the  Council  would  be  to  supply 
impartial  and  educated  evaluations  to  the  Governor  and 
all  areas  of  State  government,  both  administrative  and 
legislative.  By  Executive  order,  the  Governor  has  estab- 
lished within  the  Executive  Department  an  interdepart- 
mental health  planning  commission,  to  be  known  as  the 
Health  Planning  Commission.  This  Commission  will  have 
broad  advisory  and  review  powers  in  regard  to  health  care 


services.  Also  established  is  a Health  Planning  Advisory 
Council  to  consist  of  representatives  of  governmental  and 
nongovernmental  organizations  and  groups  concerned  with 
health,  both  providers  and  consumers,  to  advise  the  Health 
Planning  Commission.  In  addition  to  other  duties,  both 
the  Commission  and  the  Council  will  be  working  on  im- 
plementation of  P.L.  93-641,  the  National  Health  Planning 
and  Resources  Development  Act  of  1974.  Your  State 
Legislation  Committee  reported  that  the  intent  of  this 
resolution  has  been  satisfied  by  the  creation  of  these  two 
advisory  groups,  and  therefore,  recommended  that  this 
resolution  be  filed  for  information.  The  Council  voted  in 
favor  of  filing. 

Resolution  75-70,  Definition  of  the  Term  “ Chronic 
Disease  Hospital.”  This  resolution  provides  that 
MSSNY  do  all  in  its  power  to  promote  necessary  legislation 
to  effect  the  redesignation  of  the  special  category  of  hos- 
pitals previously  known  as  chronic  disease  hospitals  but 
now  called  Skilled  Nursing  Facilities,  as  either  Chronic 
Disease  Hospitals  or  a new  designation  such  as  Medical 
Rehabilitation  Hospitals.  Your  committee  did  not  feel 
that  it  had  sufficient  information  on  this  matter  to  un- 
dertake any  action.  We  therefore  recommended  that 
Resolution  75-70  be  referred  to  the  administration  for 
study,  clarification  and  implementation.  The  Council 
approved  this  referral. 

Resolution  75-21,  Eliminate  Triplicate  New  York 
Prescription  Form.  The  resolution  provides  that 
MSSNY  urge  the  Legislature  to  enact  a law  suspending  the 
use  of  a triplicate  form  for  prescription  narcotics.  It  also 
directs  that  MSSNY  requests  from  the  Health  Department 
data  on  the  effectiveness  of  the  Triplicate  Prescription  Law 
in  curbing  the  abuse  of  drugs.  The  United  States  District 
Court  for  the  Southern  District  of  New  York  has  declared 
that  §§3331(6),  3332(2)(a),  and  3333(4)  of  the  Public 
Health  Law,  insofar  as  they  require  the  disclosure  of  the 
identities  of  all  patients  receiving  prescriptions  for 
Schedule  II  drugs,  amount  to  an  unconstitutional  inter- 
ference with  the  right  of  privacy.  Your  committee  un- 
derstands that  this  case  is  being  appealed  to  the  United 
States  Supreme  Court  by  the  State  of  New  York.  The 
State  Legislation  Committee  therefore  recommended  that 
further  legislation  by  our  State  Medical  Society  await  the 
outcome  of  this  appeal.  This  approach  was  approved  by 
the  Council. 

Resolution  75-90,  Insurance  Companies — Prevailing 
Fees.  This  resolution  provides  that  MSSNY  urge  that 
state  and  national  laws  prohibit  third  party  payors  from 
making  the  statements  about  “usual  charges,”  “prevailing 
fees,”  and  “reasonable  fees”  and  confine  them  to  stating 
that  the  physician’s  fees  are  not  completely  covered  by  the 
patient’s  insurance.  This  resolution  was  referred  to  both 
the  State  and  Federal  Legislation  Committees  as  it  deals 
with  state  and  national  laws.  The  Federal  Legislation 
Committee  reported  to  the  Council  that  this  matter  could 
be  handled  administratively  with  the  Department  of 
Health,  Education,  and  Welfare.  Your  State  Legislation 
Committee  agreed  that  no  legislation  was  necessary,  and 
recommended  that  this  resolution  be  presented  to  the 
Superintendent  of  Insurance  for  implementation  on  the 
State  level.  The  Council  also  approved  this  recommen- 
dation. 

Resolution  75-132,  Federally  Insured  Loan  Ceilings. 

This  resolution  provides  that  MSSNY  seek  support  in  the 
New  York  State  Legislature  to  increase  the  maximum  limit 
that  a student  may  borrow  from  the  New  York  State 
H igher  Education  Assistance  Corporation  from  the  present 
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maximum  of  $10,000.  Before  any  legislation  was  prepared 
on  the  State  level,  your  State  Legislation  Committee  rec- 
ommended that  pur  legislative  counsel  investigate  this 
matter  with  officials  of  the  New  York  State  Higher  Edu- 
cation Assistance  Corporation.  Subsequently,  legislation 
was  introduced  which  would  carry  out  the  objectives  of  this 
resolution.  One  such  bill  is  S.9039-A,  Present,  et  al. 

Resolution  75-81,  Use  of  Drugs  by  an  Optometrist. 
This  resolution  provides  that  MSSNY  actively  oppose  all 
legislation  that  would  allow  the  use  of  drugs  of  any  type  for 
diagnostic  or  other  purposes  by  nonmedical  practitioners 
except  under  the  supervision  of  a licensed  physician.  The 
State  Legislation  Committee  has  actively  opposed  such 
legislation. 

Resolution  75-25,  Use  of  Drugs  by  Optometrists  as 
Proposed  by  Assembly  Bill  1335.  This  resolution  pro- 
vides that  the  State  Medical  Society  oppose  all  legislation 
that  would  allow  the  use  of  drugs  of  any  type  for  diagnostic 
or  other  purposes  by  optometrists.  Your  committee  has 
opposed  A.  1335;  S.2578  and  amendments  thereto,  and  will 
continue  to  do  so. 

Resolution  75-46,  Definition  of  Optometry.  This 
resolution  provides  that  MSSNY  oppose  any  legislation 
that  would  broaden  the1  scope  of  the  definition  of  optom- 
etry under  New  York  StatejLaw.  MSSNY  has  tradi- 
tionally opposed  legislative  proposals  which  would  expand 
the  scope  of  practice  of  optometrists,  and  the  State  Leg- 
islation Committee  has  done  so  at  this  legislative  ses- 
sion. 

Resolution  75-73,  Require  Publication  of  Rules  and 
Regulations  Promulgated  by  the  New  York  State 
Administration.  This  resolution  provides  that  MSSNY 
urge  enactment  of  legislation  to  require  that  rules  and 
regulations  promulgated  by  New  York  State  administrative 
agencies  be  printed  and  distributed  to  county  and  state 
medical  societies  at  least  30  days  prior  to  implementation. 
In  addition,  county  and  state  medical  societies  should  be 
given  the  right  to  comment  on  such  rules  and  regulations 
and  the  heads  of  administrative  agencies  should  be  re- 
quired to  consider  such  comments  with  the  requirement 
that  public  hearings  and  judicial  review  be  allowed  if  so 
requested  by  petition  under  Article  78  of  the  CPLR.  En- 
acted last  year  was  S.1236  (Gordon),  Chapter  167,  Laws  of 
1975,  whidh  satisfies  the  intent  of  this  resolution.  This 
statute  will  take  effect  on  September  1, 1976. 

Resolution  75-1 1 7,  Equal  Status  of  Pension  Plans  of 
Incorporated  Professionals  as  Recognized  Under 
Federal  Income  Tax  Law.  This  resolution  provides  that 
MSSNY  propose  to  the  New  York  State  Legislature  that 
pension  plans  of  Incorporated  Professionals  (P.C.)  be  given 
equal  status  with  pension  plans  of  other  corporations  as 
recognized  and  treated  under  Federal  Income  Tax  Law. 
MSSNY  has  initiated  S.3987,  Pisani  to  repeal  the  Tax  Law 
provisions  dealing  with  pension  and  profit  sharing  funds 
of  professional  corporations. 

MEETING  WITH  SENATOR  LOMBARDI 

Following  the  established  practice  of  meeting  with  the 
Chairman  of  the  Senate  Health  Committee,  representa- 
tives of  our  State  Medical  Society  met  with  the  counsel, 
executive  assistant  and  other  members  of  the  staff  of 
Senator  Tarky  J.  Lombardi  at  the  Fort  Orange  Club,  Al- 
bany, on  March  15,  1976.  Unfortunately,  Senator  Lom- 
bardi was  unable  to  attend  because  of  important  meetings 
at  the  Capitol  dealing  with  the  State  Budget  and  the 


Medicaid  program.  Your  chairman  participated  in  this 
meeting  along  with  Ralph  S.  Emerson,  M.D.,  Henry  I. 
Fineberg,  M.D.,  Executive  Vice-President,  Donald  J. 
Fager,  Esq.,  Indemnity  Representative,  our  legislative 
counsel  and  director.  The  main  topics  discussed  were  the 
malpractice  situation,  the  curtailment  of  Medicaid  services 
and  the  Governor’s  Health  Message.  Your  representatives 
felt  that  this  was  a very  productive  and  worthwhile  meet- 
ing. 

ALBANY  LEGISLATOR  CONFERENCES 

On  the  morning  of  April  12,  1976,  our  State  Medical 
Society  conducted  a meeting  of  county  medical  society 
representatives  at  the  Sheraton  Inn  Towne  Motor  Inn, 
Albany.  The  purpose  of  this  gathering  was  to  brief  these 
representatives  before  they  met  individually  with  the 
legislators  from  their  counties  to  urge  passage  of  vital 
malpractice  legislation.  Approximately  forty  people  at- 
tended this  meeting  representing  fourteen  county  medical 
societies.  While  this  number  was  less  than  expected,  many 
counties  not  represented  did  inform  us  that  they  had  al- 
ready met  with  their  legislators  on  the  malpractice  situa- 
tion, or  were  planning  to  do  so  in  the  very  near  future. 

This  briefing  session  was  presided  over  by  our  Executive 
Vice-President,  Henry  I.  Fineberg,  M.D.  The  program 
included  presentations  by  Ralph  S.  Emerson,  M.D.;  your 
chairman;  our  legislative  counsel  and  director  of  Govern- 
mental Relations;  and  Donald  J.  Fager,  Esq.  of  the  Medical 
Liability  Mutual  Insurance  Company.  At  this  meeting 
and  the  legislator  conference,  four  major  legislative  mea- 
sures were  stressed:  Collateral  Sources  of  Indemnification; 
Limitation  of  Contingency  Legal  Fees;  Limitations  of 
Awards — Pain  and  Suffering;  and  Constitutional 
Amendment. 

In  addition  to  these  four  bills  the  representatives  from 
our  county  medical  societies  supported  enactment  of  our 
other  malpractice  bills  in  discussions  with  their  legisla- 
tors. 

QUESTIONNAIRE  ON  MALPRACTICE  MATERIALS 

In  an  effort  to  determine  the  extent  of  activities  re- 
garding malpractice  legislation  at  the  county  level,  your 
chairman  distributed  a questionnaire  to  the  legislation 
committee  chairman  of  each  county  medical  society.  We 
were  attempting  to  find  out  what  use  had  been  made  of  the 
Question  and  Answer  Statement  drawn  up  by  the  Ad  Hoc 
Committee  on  Malpractice  and  adopted  by  the  Council. 
Only  22  replies  were  received;  however,  the  results  are 
encouraging.  We  have  found  that  most  of  the  counties 
responding  have  discussed  the  statement  at  county  society 
meetings,  and  more  than  half  have  used  this  material  in 
meetings  with  their  local  legislators. 

ALBANY  OPERATIONS 

Throughout  the  1976  legislative  session,  the  director 
represented  the  State  Medical  Society  in  Albany  as  he  has 
the  previous  four  years.  He  joined  with  our  legislative 
counsel  in  communicating  the  State  Society’s  views  on  the 
major  health  bills  considered  during  the  session.  This  was 
accomplished  through  personal  contact  with  the  legislators 
and  their  staffs.  The  director’s  telephone  answering  ser- 
vice was  in  operation  in  Albany  again  this  year.  This 
mechanism  proved  to  be  a valuable  aid  and  tool  for  the 
director  since  the  work  demands  that  he  and  our  legislative 
counsel  be  constantly  on  the  go  in  order  to  convey  our  views 
to  as  many  of  the  lawmakers  as  possible. 
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HEADQUARTERS  ACTIVITIES 

Literally  thousands  of  health  bills  were  followed  by  the 
division  staff  and  up-to-date  files  on  these  bills  were 
maintained  for  use  by  the  director  and  for  the  information 
of  our  members.  While  the  Legislature  was  in  session,  the 
director  coordinated  and  supervised  these  activities  via 
telephone  and  mail  from  the  State  Capitol.  Some  of  the 
principal  accomplishments  follow: 

During  the  1976  legislative  session,  the  Legislation  Ac- 
tion Bulletin  (LAB)  was  used  on  six  different  occasions  to 
alert  county  medical  society  legislation  chairmen  and  our 
panel  of  liaison  physicians  to  the  events  taking  place  in 
Albany,  and  to  enlist  their  aid  in  communicating  our  feel- 
ings to  the  legislators.  The  LAB  mailings  include  copies 
of  position  statements  developed  by  our  legislative  counsel 
which  assist  fhe  local  people  in  their  legislative  activities. 
Copies  are  also  sent  to  the  county  medical  society  presi- 
dents, secretaries  and  executive  secretaries  as  well  as  to 
officers  of  the  Woman’s  Auxiliary  for  their  information  and 
support. 

Over  the  signature  of  our  executive  vice-president,  three 
memoranda  were  mailed  directly  to  all  members  of  the 
State  Legislature.  Each  memorandum  served  as  a trans- 
mittal letter  for  position  statements  on  a variety  of  im- 
portant health  bills  which  were  pending  at  the  time  of 
mailing. 

When  time  was  a vital  factor,  mailgrams  were  sent  and 
special  memoranda  were  circulated  personally  by  our  di- 
rector and  legislative  counsel  to  the  lawmakers.  Certain 
county  medical  societies  whose  assemblymen  or  senators 
were  on  key  committees  were  contacted  by  telephone  and 
asked  to  call  or  telegraph  their  representatives  regarding 
important  legislation.  This  cooperative  effort  between  the 
State  and  local  organizations  proved  to  be  very  effective. 

At  the  close  of  the  1975  session,  the  director  and  his  staff 
prepared  a concise  report  entitled  “1975  Health  Legisla- 
tion.” This  brochure  was  a review  of  the  major  health  bills 
considered  by  the  Legislature  in  1975  giving  final  disposi- 
tion of  each.  Copies  were  distributed  to:  county  medical 
society  presidents,  secretaries,  executive  secretaries  and 
legislation  chairmen;  officers  of  Woman’s  Auxiliary;  the 
Council;  the  Board  of  Trustees;  MSSNY  division  heads  and 
regional  representatives;  executive  secretaries  of  state 
medical  societies  throughout  the  country;  and  the  AMA. 

A similar  brochure  is  planned  after  the  1976  session 
adjourns. 

LEGISLATIVE  COUNSEL 

During  the  1975  and  1976  sessions  a great  deal  of  time 
was  devoted  to  presenting  MSSNY’s  views  on  malpractice 
by  our  legislative  counsel  and  our  director. 

The  work  of  the  State  Medical  Society  in  Albany  is  the 
product  of  a combined  effort  by  our  division  and  our  leg- 
islative counsel,  the  law  firm  of  DeGraff,  Foy,  Conway  and 
Holt- Harris.  We  have  been  ably  represented  this  year  by 
three  members  of  the  firm:  John  E.  Holt-Harris,  Jr.,  Esq.; 
Gerard  L.  Conway,  Esq.  and  John  C.  Rice,  Esq. 

The  position  statements  which  express  the  views  of  our 
organization  on  important  health  legislation  are  drawn  up 
by  our  legislative  counsel.  The  statements  are  filed  with 
the  Governor,  the  leadership  in  both  chambers  of  the 
Legislature,  chairmen  and  members  of  committees  con- 
sidering health  bills,  the  sponsors  of  the  bills  and  the  other 
members  of  both  houses.  To  reinforce  these  written 
statements,  our  legislative  counsel  and  director  meet  the 
lawmakers  personally  to  discuss  the  bills  in  more  detail. 


Our  legislative  counsel  has  also  worked  closely  with  our 
director  and  other  State  Society  representatives  on  gov- 
ernment regulatory  matters. 

LEGISLATION  INFORMATION  CENTER 
The  Legislation  Information  Center,  which  is  part  of  our 
Governmental  Relations  Division,  continues  to  supply 
valuable  information  to  individuals,  committees,  and  or- 
ganizations interested  in  State  and  Federal  legislation. 
This  center,  which  plays  a vital  role  in  the  work  of  your 
committee,  has  up-to-date  files  on  all  the  important  health 
bills  on  both  State  and  Federal  levels.  Numerous  requests 
for  information  and  materials  are  received  each  week  by 
telephone  and  mail,  and  these  requests  are  answered 
promptly  and  efficiently  by  the  division  staff. 

The  center  also  received  and  processed  notices  of  public 
hearings.  Copies  of  the  notices  are  sent  to  key  State 
Medical  Society  representatives  so  they  can  take  appro- 
priate action.  As  the  situation  demands,  individual  phy- 
sicians who  are  expert  in  the  area  under  consideration  will 
be  contacted  and  assisted  in  the  preparation  of  their  pre- 
sentations. 

The  principal  purpose  of  the  center  is  to  help  individual 
physicians  and  county  medical  societies;  however,  infor- 
mation and  assistance  have  also  been  supplied  to  legisla- 
tors, administrative  officials,  hospitals,  allied  health  or- 
ganizations, and  other  state  and  county  medical  societies 
throughout  the  country.  Over  the  past  year  a tremendous 
amount  of  interest  has  been  generated  in  other  states  by 
the  passage  of  the  new  malpractice  law.  The  center  has 
supplied  copies  of  the  law  and  related  materials  to  those 
requesting  them. 

CAPITOL  NEWS 

During  1975  and  1976  our  legislative  newsletter,  Capitol 
News,  was  sent  out  weekly.  Two  additional  issues,  which 
highlighted  the  results  of  the  session  and  the  Governor’s 
signing  period  were  also  distributed  following  adjournment 
in  1975.  Capitol  News  has  generated  a great  deal  of  in- 
terest both  among  physicians  and  laymen,  and  the  number 
of  requests  for  mailings  grows  steadily  each  year.  Our 
State  Medical  Society  is  fortunate  in  having  William  W. 
Tyler,  a former  Associated  Press  correspondent  in  the 
capitol,  to  write  and  edit  the  copy  for  publication.  Mr. 
Tyler  worked  closely  with  our  director  who  supervised  the 
preparation  and  content  of  the  Capitol  News.  Twenty- 
four  issues  were  published  in  1975  and  twenty-two  to  date 
in  1976. 

PANEL  OF  LIAISON  PHYSICIANS 
Your  committee  has  continued  to  work  with  the  panel 
of  liaison  physicians.  This  group  is  composed  of  physicians 
recommended  by  their  county  medical  societies  who  are 
interested  in  legislation  and  personally  acquainted  with 
members  of  the  State  Legislature.  As  mentioned  above, 
the  panel  members  keep  informed  about  legislative  ac- 
tivities through  LAB  mailings  sent  by  our  director.  The 
LAB  material  includes  MSSNY  position  statements  which 
supply  the  panel  members  with  information  to  use  in  their 
contacts  with  the  legislators. 

PUBLIC  HEARINGS  AND  PRIVATE  CONFERENCES 
Your  committee  continued  to  pursue  State  Medical 
Society  goals  in  many  public  hearings  and  private  confer- 
ences. In  addition  to  meetings  with  individual  legislators, 
State  Medical  Society  representatives  have  held  meetings 
with  administrative  officials  on  a variety  of  important 
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subjects.  Your  committee  believes  that  participation  in 
such  meetings  is  very  worthwhile  for  it  allows  the  State 
Medical  Society  to  contribute  its  views  on  major  issues  and 
gain  valuable  insight  into  the  reasoning  behind  many 
government  decisions. 

MSSNY  COMMITTEES 

Continuing  a practice  started  several  years  ago,  your 
chairman  invited  the  chairmen  of  our  various  State  Med- 
ical Society  committees  to  submit  their  suggestions  re- 
garding the  initiation  of  bills  by  MSSNY,  as  well  as  their 
views  on  other  bills  which  might  come  before  the  State 
Legislature.  This  was  part  of  our  continuing  campaign 
over  the  years  to  develop  a program  of  State  Legislation 
which  will  be  responsive  to  all  the  varied  concerns  of  or- 
ganized medicine  in  this  State.  The  response  to  our 
memorandum  has  been  improving.  While  a number  of 
chairmen  answered  our  memorandum,  many  did  not  re- 
spond. There  is  room  for  more  improvement  in  this  area. 
Your  chairman  strongly  urges  all  committee  chairmen  of 
MSSNY  to  cooperate  in  our  State  Medical  Society’s  leg 
islative  endeavors  by  submitting  to  your  committee  any 
suggestions  they  may  have  concerning  State  legislation  at 
anytime. 

NEW  YORK  STATE  ASSOCIATION 
OF  THE  PROFESSIONS 

Through  our  director,  your  committee  worked  closely 
with  the  New  York  State  Association  of  the  Professions  on 
various  legislative  matters  of  common  interest.  Our  State 
Medical  Society  is  an  active  member  of  the  association  and 
as  a result  we  were  able  to  gain  NYSAP  support  of  our 
program  bills.  NYSAP  also  joined  our  efforts  in  support 
or  opposition  to  certain  measures  before  the  Legislature 
which  were  initiated  by  other  sources. 

COMMITTEE  MEETINGS 

Your  committee  conducted  its  regular  Fall  meeting  at 
the  Syracuse  Hilton  Inn  on  October  29,  1975.  At  this 
meeting,  the  committee  focused  its  attention  on  the  legis- 
lative program  of  the  State  Medical  Society  for  the  coming 
year  and  the  resolutions  referred  to  the  committee  by  the 
1975  House  of  Delegates.  In  developing  its  proposed  leg- 
islative program,  the  committee  divided  the  measures  into 
two  main  categories:  Bills  on  malpractice;  and  bills  on 
other  matters.  Following  consideration  of  the  legislative 
program,  the  committee  made  final  preparations  for  the 
Annual  Conference  of  County  Medical  Society  Legislation 
Representatives  held  the  following  day. 

The  winter  meeting,  held  at  the  Fort  Orange  Club,  Al- 
bany, was  called  to  review  developments  in  the  Legislature 
during  the  first  weeks  of  the  legislative  session,  and  to  re- 
consider the  legislation  program  of  our  State  Medical  So- 
ciety in  light  of  the  report  of  the  Governor’s  Special  Advi- 
sory Panel  on  Medical  Malpractice  and  the  Council  re- 
sponse thereto. 

Annual  Legislative  Conference.  On  October  30, 
1975,  the  State  Medical  Society  conducted  its  Annual 
Conference  of  County  Medical  Society  Legislation  Rep- 
resentatives at  the  Syracuse  Hilton  Inn.  This  meeting  was 
devoted  exclusively  to  State  legislation  because  of  in- 
creased attention  to  State  matters  due  to  the  malpractice 
insurance  crisis.  At  this  conference,  the  State  Legislation 
Committee’s  legislative  proposals  for  1976  were  presented 
by  the  chairman  and  discussed  in  detail  by  the  participants. 


This  was  one  of  the  best  attended  conferences  ever  held  by 
MSSNY  with  1 10  people  taking  part.  The  highlight  of  the 
meeting  was  a presentation  by  Senator  Tarky  Lombardi, 
Chairman,  Senate  Health  Committee. 

Planned  Functions.  Your  committee  has  planned  two 
important  activities  which  will  take  place  in  the  Fall  of 
1976.  On  September  16,  your  committee  will  meet  at 
MSSNY  Headquarters  to  formulate  our  1977  State  Leg- 
islation Program.  On  October  17,  your  committee  will 
conduct  the  Annual  Conference  of  County  Medical  Society 
Legislation  Representatives  at  the  Syracuse  Hilton  Inn. 
Both  functions  will  be  covered  in  our  supplementary  report 
to  this  House. 

GENERAL  COMMENTS 

During  1976,  as  in  the  previous  year,  most  of  our  efforts 
were  devoted  to  the  promotion  of  malpractice  legislation. 
Although  early  in  this  session  the  Governor’s  Special  Ad- 
visory Panel  on  Medical  Malpractice  (McGill  Commission) 
issued  what  our  State  Medical  Society  termed  an  “excellent 
balanced  report”  and  urged  immediate  legislative  action, 
we  were  extremely  disappointed  when  the  Legislature 
passed  only  three  of  the  many  concepts  for  which  we  waged 
an  all-out  campaign.  The  passage  of  the  limitation  of 
lawyers’  contingency  fees;  the  itemization  of  awards;  and 
the  elimination  of  the  ad  damnum  clause  were  minor 
concessions  on  the  part  of  the  legislation  and  failed  to  deal 
with  the  substantive  core  problems  of  malpractice. 

With  the  passage  of  these  secondary  remedies,  the 
Legislature  is  running  out  of  patchwork  solutions.  In  the 
future,  therefore,  the  legislators  must  face  reality  and  ad- 
dress themselves  to  the  real  basic  issues.  With  this  en- 
couraging outlook,  we  must  wholeheartedly  continue  our 
fight  for  our  three  major  goals—  ConstitutionalAmendment; 
limitation  of  awards  with  annuity;  and  collateral 
sources. 

In  1977,  we  will  work  with  a new  State  Legislature  with 
many  new  members.  Consequently  we  will  have  a new 
opportunity  to  advocate  strongly  the  enactment  of  sub- 
stantive statutory  amendments  before  a Legislature 
changed  by  the  elections.  In  the  hope  of  achieving 
meaningful  malpracticelegislation.allof  us — State  Medical 
Society,  county  medical  societies,  individual  physicians, 
wives,  families  and  friends — .must  vigorously  review  and 
intensify  our  all-out  campaigns  of  the  past  two  years  so  that 
our  major  goals  will  be  achieved  in  1977. 
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PROFESSIONAL  STANDARDS 
REVIEW  ORGANIZATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
The  following  members  of  the  PSRO  Committee: 


Charles  N.  Aswad,  M.D.,  Chairman  Broome 

Irwin  Felsen,  M.D Allegany 

William  Craver,  M.D Monroe 

John  T.  Prior,  M.D Onondaga 

George  Lim,  M.D Oneida 

Donald  A.  Richter,  M.D Franklin 

Gerald  Haines,  M.D Schenectady 

G.  Rehmi  Denton,  M.D Albany 

Gerald  Sitomer,  M.D Orange 

Daniel  A.  Sherber,  M.D Westchester 

Howard  B.  Goldstein,  M.D Rockland 

Jay  Reibel,  M.D New  York 

William  A.  Schwarz,  M.D Richmond 

Joseph  R.  Brennan,  M.D Kings 

Stanley  I.  Fishman,  M.D Kings 

Morton  Kurtz,  M.D Queens 

Joseph  F.  Chiaramente,  M.D Nassau 

Michael  A.  Walsh,  M.D Bronx 

Thomas  A.  Gellert,  M.D Suffolk 


The  PSRO  activities  at  the  Medical  Society  of  the  State 
of  New  York  during  the  year  1975  were  greatly  expanded 
through  the  efforts  of  the  PSRO  Statewide  Support  Center. 
Significantly,  the  Statewide  Support  Center’s  primary 
purposes  were  to  provide  technical  assistance  to  the  PSRO 
regions  applying  for  planning  and  conditional  grants,  to 
disseminate  information  received  and  seek  continued 
funding  from  HEW  for  the  fiscal  year  1975-76. 

It  was  during  this  year  that  the  Advisory  Council  on 
Professional  Standards  Review  Organizations  which  had 
one  physician  representative  from  each  PSRO  area  was 
expanded  to  include  the  executive  directors  from  each 
funded  region.  This  allowed  for  a more  comprehensive 
discussion  of  the  technical  and  professional  problems 
which  faced  the  PSROs.  In  addition,  because  the  meetings 
were  meaningful,  it  was  agreed  that  they  be  held  monthly 
and  necessary  funding  was  approved  by  HEW  for  this  ac- 
tivity. There  were  many  pressing  issues  which  faced  the 
organizing  PSROs  during  this  year  and  necessitated  the 
formation  of  various  subcommittees;  Memorandum  of 
Understanding,  Criteria  and  Standards  Development, 
HSA,  Insurance,  Pension  Plans,  Third  Party  Payors,  Af- 
firmative Action  Program,  Personnel  Policy  Development, 
New  York  State  Study  for  a Unified  Hospital  Data  System, 
Inc.,  Hospital  Relations,  Education,  and  Data  RFP.  Im- 
portant goals  were  reached  by  these  committees;  for  ex- 
ample, A Model  Memorandum  of  Understanding  was  de- 
veloped for  each  PSRO  to  use  both  for  the  State  of  New 
York  and  one  for  the  individual  hospital.  A Model  Per- 
sonnel Manual  was  developed  and  work  began  on  an  Af- 
firmative Action  Program  manual.  There  were  a number 
of  meetings  regarding  the  organization  and  development 
of  the  Uniform  Hospital  Data  System  Study  group  and  it 
is  expected  that  this  program  will  formally  begin  to  operate 
during  1976. 


The  organizational  work  done  by  the  local  PSRO  regions 
and,  in  some  cases,  with  technical  assistance  provided  by 
the  Statewide  Support  Center  proved  valuable  for  1975. 
During  this  year  nine  (9)  of  seventeen  (17)  PSROs  were 
granted  conditional  status  by  HEW. 

These  were:  Erie  Region  PSRO,  Inc.;  Genesee  Region 
PSRO,  Inc.;  Adirondack  PSRO,  Inc.;  Area  9 PSRO  of  New 
York  State;  PSRO  of  Rockland,  Inc.;  New  York  County 
Health  Services  Review  Org.  Inc.;  Kings  County  Health 
Care  Review  Org.  Inc.;  Nassau  Physicians  Review  Org.  Inc.; 
and  The  Bronx  Medical  Services  Foundation,  Inc. 

Three  of  the  organizations  have  submitted  requests  and 
are  waiting  for  conditional  status,  they  are:  PSRO  of 
Central  New  York,  Inc.;  Five-County  Organization  for 
Medical  Care  and  Professional  Standards  Review,  Inc.;  and 
Richmond  County,  New  York  PSRO,  Inc.  (One  region, 
Queens  County  PSRO,  Inc.,  received  their  planning  funds 
early  in  1976.) 

Four  regions,  Area  VI,  Professional  Services  Review  Org. 
(PSRO)  Planning  Board  (District  VI);  Area  VII,  PSRO  of 
Eastern  New  York,  Inc.;  Area  VIII,  PSRO  Area  VIII,  Inc.; 
Area  XVII,  Suffolk  Physicians  Review  Org.,  are  still 
waiting  to  submit  requests  for  planning  funds.  These  will 
be  the  target  areas  for  the  Statewide  Support  Center  to 
provide  technical  assistance. 

A number  of  educational  aids  were  developed  to  explain 
to  the  physicians  in  New  York  State  what  PSRO  is  all 
about.  A 26-minute  video  tape  entitled  “PSRO;  a Dis- 
cussion” which  is  a panel  discussion  covering  legislation 
history  of  P.L.  92-603  including  issues  of  confidentiality, 
establishment  of  norms,  criteria,  and  standards,  PSRO  and 
malpractice  and  membership  responsibility  was  developed 
and  made  available  to  all  physician  groups  and  other  health 
agencies  in  New  York  State.  Early  in  1975,  a handout 
“PSRO  Questions  and  Answers”  was  circulated  throughout 
the  State  by  mail  and  given  to  the  physicians  who  attended 
the  MSSNY  convention  in  March.  In  addition,  members 
of  the  Statewide  Support  Center  staff  attended  and  spoke 
at  physician  group  meetings  and  other  related  health  or- 
ganizations concerning  the  PSRO  program. 

The  Statewide  Support  Center  was  involved  in  orga- 
nizing the  Mid-Atlantic  Regional  PSRO  conference  which 
included  the  PSRO  programs  from  New  York,  New  Jersey, 
Delaware,  Maryland,  Virginia,  West  Virginia,  District  of 
Columbia,  and  Pennsylvania.  The  purpose  of  this  meeting 
was  to  discuss  common  problems  and  concerns  relative  to 
PSRO.  The  first  meeting  was  held  at  MSSNY  head- 
quarter in  November.  A “White  Paper”  was  prepared 
during  the  conference  and  sent  to  Secretary  of  HEW,  Dr. 
F.  David  Mathews,  with  a request  for  a meeting.  This  was 
subsequently  fulfilled  since  early  in  1976,  the  Assistant 
Secretary  of  HEW,  Theodore  Cooper,  M.D.,  met  with  the 
group  at  the  second  Mid-Atlantic  Regional  PSRO  Con- 
ference held  in  Alexandria,  Virginia. 

The  director  of  the  Division  of  PSRO  has  made  trips  to 
Washington,  D.C.,  to  attend  the  National  Professional 
Standards  Review  Council  meeting  and  has  also  attended 
meetings  in  various  places  around  the  country  and  in  New 
York  State  in  order  to  be  aware  of  the  changing  scenes  in 
the  PSRO  program. 

Respectfully  submitted, 

Richard  D.  Eherle,  M.D.,  Chairman 
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JUDICIAL  COUNCIL 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 
The  members  of  the  Judicial  Council  are  as  follows: 


Theodore  J.  Prowda,  M.D.,  Chairman  Madison 

Walter  T.  Heldmann,  M.D Richmond 

James  M.  Blake,  M.D Schenectady 

Reid  R.  Heffner,  M.D Westchester 

Joseph  G.  Zimring,  M.D Nassau 


Ralph  S.  Emerson,  M.D.,  President,  ex  officio 

Nassau 

Carl  Goldmark,  Jr.,  M.D.,  Secretary,  ex  officio 

New  York 

In  accordance  with  the  requirements  of  Article  VII, 
Section  3 of  the  Bylaws,  the  Judicial  Council  held  an  or- 
ganizational meeting  on  April  27,  1975,  immediately  fol- 
lowing the  close  of  the  annual  meeting  of  the  House  of 
Delegates.  Theodore  J.  Prowda,  M.D.,  was  elected 
chairman. 

On  April  8,  1976  and  on  June  17,  1976,  the  Judicial 
Council  met  to  hear  an  appeal  by  a physician  from  a deci- 
sion of  the  Medical  Society  of  the  County  of  Nassau  cen- 
suring said  physician  after  finding  him  guilty  of  certain 
charges  of  unprofessional  conduct. 

In  addition  to  the  voting  members  of  the  Judicial 
Council,  all  of  whom  were  present  at  said  meetings,  also 


present  were  Henry  I.  Fineberg,  M.D.,  Executive  Vice- 
President,  Edward  Siegel,  M.D.,  Deputy  Executive  Vice- 
President,  J.  Richard  Burns,  J.D.,  General  Counsel,  Francis 
J.  McKee,  J.D.,  Staff  Attorney  and  Mrs.  Joan  Grimm. 

The  Judicial  Council,  after  reading  all  of  the  written 
material  provided  to  it  and  after  hearing  extensive  oral 
argument  by  counsel  for  the  physician  and  counsel  for  the 
Nassau  County  Medical  Society,  voted  to  reverse  the  de- 
cision of  the  said  county  medical  society  on  the  ground  that 
the  physician  in  question  had  not  been  granted  due  process 
in  the  conduct  of  the  hearings  on  the  county  medical  soci- 
ety level.  Consequently,  since  the  merits  of  the  case  were 
never  considered,  the  entire  matter  was  referred  back  to 
the  Nassau  County  Medical  Society  for  such  further  pro- 
ceedings as  it  may  deem  appropriate. 

The  Judicial  Council  was  advised  by  Mr.  Burns  that  at 
the  present  time  there  are  three  more  appeals  pending 
which  will  require  consideration. 

The  Judicial  Council,  through  its  chairman,  wishes  to 
thank  J.  Richard  Burns,  J.D.,  and  Francis  J.  McKee,  J.D. 
for  their  legal  advice  and  administrative  assistance  in  the 
conduct  of  the  activities  of  the  Judicial  Council.  The 
committee  would  also  like  to  thank  Mrs.  Joan  Grimm  and 
Miss  Theresa  D’Oria  for  their  secretarial  assistance. 

Respectfully  submitted, 

Theodore  J.  Prowda,  M.D.,  Chairman 
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PROFESSIONAL  MEDICAL  LIABILITY 
INSURANCE  AND  DEFENSE  BOARD 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Professional  Medical  Liability  In- 
surance and  Defense  Board  are  as  follows: 

Andrew  H.  Patterson,  M.D.,  Chairman  . . .New  York 
Harold  N.  Schwinger,  M.D.,  Vice  Chairman  . . . Kings 

Ronald  A.  Andree,  M.D New  York 

Robert  A.  Breault,  M.D Schenectady 

James  W.  Hanway,  M.D Westchester 

Robert  G.  Hicks,  M.D New  York 

Antonio  F.  LaSorte,  M.D Broome 

Herbert  Lourie,  M.D Onondaga 

M.  Theodore  Tanenhaus,  M.D Kings 

Carl  Goldmark,  Jr.,  M.D New  York 

J.  Richard  Burns,  J.D.,  General  Counsel,  ex  officio 

New  York 

Albert  M.  Schwartz,  M.D.,  ex  officio New  York 

Donald  J.  Fager,  J.D.,  Executive  Secretary,  ex  officio 

New  York 

In  his  Annual  Report  to  the  House,  dated  October  11, 
1974,  at  its  meeting  in  March  of  1975,  Robert  G.  Hicks, 
M.D.,  then  chairman,  stated: 

“The  Select  Subcommittee  to  Study  Malpractice 

Problems  is  also  actively  discussing  the  subject  of  a 
Medical  Society  of  the  State  of  New  York  captive  in- 
surance company.” 

We  did  not  foresee  at  the  time  the  importance  of  that 
investigation.  For,  on  December  16,  1974,  the  Argonaut 
Insurance  Company,  carrier  for  the  State  Society  Program, 
advised  the  Medical  Society  that  it  would  require  an  im- 
mediate rate  increase  in  the  amount  of  196.8%.  The  So- 
ciety immediately  advised  Argonaut  that  any  rate  increase 
was  unacceptable  and  that  they  would  be  expected  to  live 
up  to  their  commitment. 

Nevertheless,  on  December  19,  1974,  Mr.  Gerald  Jerome, 
the  new  President  of  Argonaut,  wrote  Henry  I.  Fineberg, 
M.D.,  indicating  an  increase  of  196.8%  in  the  premium  was 
absolutely  necessary.  The  letter  also  spelled  out  an  ap- 
proach to  a “claims-made”  policy  that  would  require  the 
purchase  of  an  additional  policy  at  a high  premium  after 
a physician’s  retirement  or  death.  Dr.  Fineberg  com- 
municated with  Mr.  Jerome  and  told  him  that  the  proposal 
set  forth  in  his  letter  was  unacceptable  and  subsequently, 
at  a special  meeting  of  the  Council,  that  position  was 
reaffirmed  and  the  Council  refused  to  accept  the  increase 
or  claims-made  approach. 

Extensive  negotiations  between  the  Medical  Society  and 
Argonaut  followed,  conducted  under  the  auspices  of  the 
New  York  State  Insurance  Department.  Following  these 
discussions,  Superintendent  of  Insurance  Benjamin 
Schenck  entered  an  Order  on  January  6,  1975  providing 
that  Argonaut  would  withdraw  its  proposed  rate  increase 
and  maintain  the  rate  in  effect  since  July  1, 1974,  but  would 
not  be  required  to  provide  any  coverage  for  the  State  So- 
ciety Program  after  July  1,  1975. 

While  these  negotiations  were  taking  place,  the  Council 
of  the  Society  voted,  at  a telephone  conference  on  January 
2,  1975,  to  investigate  the  concept  of  a doctor-owned  mal- 
practice insurance  company. 

The  activities  of  the  Select  Subcommittee  of  the  Board, 
of  which  1 was  chairman,  at  this  juncture  were  greatly  ac- 
celerated. The  members  of  the  Select  Subcommittee 
were: 


Andrew  H.  Patterson,  M.D.,  Chairman 

Leonard  S.  Brahen,  M.D. 

George  L.  Collins,  Jr.,  M.D. 

Carl  Goldmark,  Jr.,  M.D. 

Herbert  Lourie,  M.D. 

Arthur  J.  Mannix,  Jr.,  M.D. 

Victor  J.  Tofany,  M.D. 

Martin  A.  Gruber,  M.D. 

Joel  E.  Mandel,  M.D. 

A.  Burton  White,  M.D. 

Milton  Rosenberg,  M.D. 

Donald  J.  Fager,  J.D.,  Advisor 

At  the  meeting  of  the  Select  Subcommittee  on  January 
15,  1975,  the  Bill  introduced  by  Senator  John  R.  Dunne 
providing  for  a joint  underwriting  association  was  consid- 
ered and  the  members  agreed  this  was  absolutely  no  solu- 
tion to  the  malpractice  crisis.  The  members  also  recog- 
nized that  there  appeared  to  be  little  hope  that  the  private 
sector  of  the  insurance  industry  would  offer  to  solve  the 
malpractice  crisis  on  a voluntary  basis. 

Accordingly,  Donald  J.  Fager,  J.D.,  Executive  Secretary 
of  the  Board,  discussed  at  considerable  length  the  possi- 
bility of  a captive  company,  pointing  out  the  very,  very 
strict  timetable  which  would  have  to  be  adhered  to  if  such 
a company  would  be  viable  and  ready  to  issue  policies  as 
of  July  1,  1975.  Despite  the  recognized  magnitude  of  the 
problems  involved,  most  particularly  the  full  and  complete 
recognition  by  the  Select  Subcommittee  that  the  mal- 
practice crisis  could  never  be  solved  without  affirmative 
legislative  action  mandating  a change  in  the  method  of 
disposition  of  malpractice  cases,  as  well  as  remedial  tort 
reform,  the  members  of  the  Select  Subcommittee  voted 
unanimously  to  ask  Mr.  Fager  to  pursue  the  investigation 
of  forming  a doctor-owned  malpractice  insurance  compa- 
ny. 

Thus,  I addressed  the  Council  of  the  Medical  Society  on 
January  23,  1975  and  presented  the  insurance  options 
available,  the  advantages  and  pitfalls  of  a malpractice  in- 
surance company  owned  by,  and  underwriting  and  claim 
policy  set  by,  the  physician  and  surgeon  policyholders  as 
well  as  the  recommendation  of  the  Select  Subcommittee 
that  the  investigation  into  the  formation  of  such  a company 
be  vigorously  continued.  Dr.  Robert  G.  Hicks,  then 
Chairman  of  the  Board,  spoke  in  support  of  this  recom- 
mendation and  the  Council  voted  approval.  At  this 
meeting,  both  Dr.  Hicks  and  I emphasized  that  tort  law 
changes  had  to  be  accomplished  since  the  creation  of  a new 
company  would  not  solve  the  malpractice  crisis. 

With  the  assistance  of  Mr.  Fager,  the  law  firm  of  Le- 
Boeuf,  Lamb,  Leiby  & MacRae,  highly  qualified  in  the 
insurance  field  and  conversant  with  many  of  the  problems 
involved  in  the  Medical  Society  captive  insurance  com- 
pany, was  selected.  The  accounting  firm  of  Coopers  & 
Lybrand  was  chosen  to  render  necessary  assistance  in  its 
fields  of  specialized  knowledge. 

Meanwhile,  many  doctors  involved  in  this  effort  were 
traveling  around  the  state,  addressing  county  medical  so- 
cieties, hospital  groups,  and  the  like,  with  respect  to  the 
concept  of  a Medical  Society  captive  insurance  company 
and  the  advantages  in  pledging  their  support  to  it  rather 
than  being  left  with  a State-mandated  insurance  mecha- 
nism. Included  among  the  doctors  making  this  effort  were 
members  of  this  Board  and  its  Select  Subcommittee,  as 
well  as  the  writer. 
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Following  the  reconvened  session  of  the  169th  Annual 
Meeting  of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  on  April  27,  1975,  addressed  by 
Gerard  L.  Conway,  J.D.,  Legislative  Counsel;  Arthur  J. 
Mannix,  Jr.,  M.D.,  President  Pro  Tem  of  the  Medical  Li- 
ability Mutual  Insurance  Company;  Mr.  James  H.  Durkin, 
Actuary  from  the  firm  Peat,  Marwick,  Mitchell  & Co.;  and 
Mr.  Fager,  as  well  as  others,  the  following  resolution  was 
presented  and  adopted: 

“That  this  House  of  Delegates  endorse  the  Medical 
Society  Mutual  Insurance  Company  and  encourage  its 
support.” 

At  a Special  Session  of  the  House  of  Delegates  held  on 
May  25,  1975,  Messrs.  Gerard  L.  Conway,  Donald  C. 
Greene,  and  Donald  J.  Fager  addressed  the  House  and 
Messrs.  Fager  and  Greene  responded  to  questions,  fol- 
lowing which  this  resolution  was  approved: 

“That  the  Medical  Society  of  the  State  of  New  York 
authorize  the  Medical  Liability  Mutual  Insurance 
Company  to  proceed;  and  furthermore,  that  the  House 
of  Delegates  urge  all  of  our  physicians  to  become  poli- 
cyholders in  the  Medical  Liability  Mutual  Insurance 
Company  in  order  that  the  highest  capitalization  with 
the  lowest  malpractice  premium  can  be  assured.” 
Meanwhile,  the  work  of  the  Board  continued  at  an  un- 
abated pace.  At  its  meeting  in  April  of  1975,  Dr.  Hicks 
stepped  down  as  Chairman  after  years  of  faithful  and  de- 
voted service.  Dr.  Hicks  has  also  been  intimately  involved 
in  the  massive  undertaking  of  forming  our  captive  insur- 
ance company.  The  writer  was  elected  Chairman  to  follow 
Dr.  Hicks  and  has  presided  in  that  capacity  since  the 
meeting  of  May  of  1975. 

The  role  of  the  Board,  in  substantial  measure,  continues 
to  be  in  assisting  our  malpractice  insurance  carrier.  The 
loss  experience  and  medical  practice  of  numerous  physi- 
cians and  surgeons  are  regularly  being  reviewed,  very  ofien 
resulting  in  interviews,  ascertaining  as  accurately  as  pos- 
sible whether  they  present  to  the  Company  a greater  than 
normal  risk.  When  the  Board  determines  that  they  do, 
surcharged  coverage  is  recommended  to  the  Company. 
This  procedure  includes  doctors  then  insured  in  the 
Company,  as  well  as  new  applicants  for  coverage.  The 
Board  has  not  been  able  to  recommend  cancellation  of  a 
physician’s  coverage,  in  an  appropriate  case,  as  it  did  in  the 
past.  The  Board  feels  strongly,  as  recommended  in  the 
McGill  Report,  that  the  denial  or  cancellation  of  coverage 
of  incompetent  doctors  is  in  the  public  interest.  The 
Company  has  asked  the  Insurance  Department  to  give  it 
this  authority. 

Many  problems  of  proper  classification,  a number  of 
them  quite  complex  and  not  easily  answerable,  continue 
to  be  presented  for  consideration  and  resolved  in  what  the 
Board  considers  to  be  the  best  interests  of  the  doctors 
raising  the  questions  and  the  Company.  Some  problems 
of  classification  are  still  to  be  resolved  and  need  further 
actuarial  study. 

At  the  November,  1975  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society,  a resolution  was  passed  of- 
fering assistance  to  doctors  experiencing  difficulty  with  any 
former  malpractice  insurance  carriers.  These  requests  for 
assistance  primarily  involve  the  malpractice  claim  and  suit 


arena  and  the  Board  readily  agreed  to  implement  this 
resolution  and  has  considered  numerous  such  requests. 
The  requests  will  be  considered  whether  they  originate 
from  doctors  currently  insured  in  the  Company  or  from 
those  who  chose  to  cast  their  lot  with  the  Medical  Mal- 
practice Insurance  Association  (Joint  Underwriting  As- 
sociation), or  were  previously  insured  with  any  other  car- 
rier. 

The  Board  has  also  considered  the  subject  of  counter- 
suits. At  its  meeting  on  May  26,  1976,  the  members  of  the 
Board  voted  to  recommend  to  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  that  they  appoint  a 
Subcommittee  of  the  Council  to  investigate  thoroughly, 
with  legal  consultation,  the  possibility  of  countersuits 
against  plaintiffs  and  their  attorneys  and  what  part  the 
Medical  Society  of  the  State  of  New  York  and  the  Board 
should  play  in  such  suits.  The  Board  has  recommended 
to  the  Council  that  the  report  be  available  by  September 
30,  1976. 

Due  to  the  position  taken  by  Employers  Insurance  of 
Wausau,  detailed  claim  and  underwriting  information 
previously  available  to  the  Board  was  no  longer  forth- 
coming and  for  a period  of  time  the  activities  of  the  Spe- 
cialty Subcommittees  lay  dormant.  The  County  Mal- 
practice Advisory  Committees  have  also  not  had  available 
sufficient  information  with  which  to  operate  satisfactorily, 
although  preparations  are  under  way  to  reactivate  these 
Committees. 

Within  the  last  few  months,  most  of  the  Specialty  Sub- 
committees have  had  adequate  information  with  which  to 
review  files  and  interview  doctors,  both  for  the  purposes 
of  underwriting  and  making  a recommendation  with  re- 
spect to  the  merits  of  a particular  file  or  files.  We  feel  these 
efforts  on  the  part  of  the  Specialty  Subcommittees  are 
particularly  helpful  to  the  Board  in  making  appropriate 
recommendations  to  the  Company  and  are  of  inestimable 
value  to  our  overall  insurance  program. 

At  the  Annual  Meeting  of  Shareholders  in  April  of  1976, 
Arthur  J.  Mannix,  Jr.,  M.D.,  President,  reported.  He  was 
able  to  state  that  at  that  time  15,816  doctors  had  loaned  or 
contributed  $27,697,700  to  the  surplus  of  the  Company  and 
that  total  premiums  written  for  the  then  current  policy 
year  were  in  excess  of  $70,000,000.  He  concluded  with  a 
note  of  praise  for  all  who  had  joined  together  in  the  effort 
to  maintain  a voluntary  malpractice  insurance  mechanism 
in  this  State.  The  Board  and  its  Select  Subcommittee  are 
grateful  to  have  been  a part  of  that  effort. 

However,  let  us  not  be  complacent.  Even  though  we 
have  achieved  what  almost  all  of  the  professionals  said  we 
could  not,  and  have  our  own  malpractice  insurance  com- 
pany, the  Board  is  fully  aware  of  the  fact  that  the  mal- 
practice crisis  is  ongoing.  It  has  not  been  solved  and  we 
must  all  continue  our  most  diligent  efforts  to  press  for  the 
necessary  changes  in  our  tort  system  and  in  the  method  of 
disposition  of  cases.  The  Board  is  totally  committed  to  the 
success  of  our  program  and  w'ill  do  its  utmost  to  accomplish 
our  mutual  goals. 

In  conclusion,  I would  like  to  thank  all  the  members  of 
the  Board  and  the  Select  Subcommittee  for  their  tireless 
and  enthusiastic  efforts. 

Respectfully  submitted, 

Andrew  H.  Patterson,  M.D.,  Chairman 
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SCIENTIFIC  ACTIVITIES, 
PUBLICATIONS,  MISCELLANEOUS 


ARCHIVES 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Committee  on  Archives  are  as  fol- 


lows: 

Paul  S.  Striker,  M.D.,  Chairman  New  York 

Harriett  Northrup,  M.D Chautauqua 

Bernard  R.  Margolius,  M.D Greene 

Nathan  Roth,  M.D New  York 

Alfred  A.  Angrist,  M.D.,  ex  officio  Bronx 


The  Committee  on  Archives  of  the  Medical  Society  of 
the  State  of  New  York  culminates  its  activites  annually  at 
the  convention  of  the  Society  at  the  Americana  Hotel. 
This  past  year,  a joint  meeting  was  held  on  March  9,1975, 
with  the  Woman’s  Auxiliary  of  the  Medical  Society  of  the 
State  of  New  York,  and  the  Medical  Archivists  of  New 
York. 

As  in  the  past,  over  70  archivists  heard  a distinguished 
panel  present  topics  of  historical  interest  centering  on  the 
medical  archives  of  New  York  State.  The  theme  of  the 
program  was  a salute  to  St.  Vincent’s  Hospital  on  the  oc- 
casion of  its  125th  anniversary.  The  program  for  the  next 
annual  meeting  will  be  in  keeping  with  the  Bicentennial 
celebration,  dealing  with  colonial  medicine  in  New  York 
State. 

For  the  past  number  of  years,  the  Committee  on  Ar- 
chives has  worked  in  collaboration  with  the  Medical  Ar- 
chivists of  New  York  founded  in  1960,  as  well  as  other  in- 
terested groups  including  the  United  Hospital  Fund,  a 
special  committee  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  and  the  Committee  on 
Archives  on  Regional  History  of  the  Medical  Society  of  the 
County  of  New  York. 

In  this  Bicentennial  year,  the  committee  looks  forward 
to  an  ever  widening  interest  in  the  detection  and  preser- 
vation of  important  medical  archival  material  of  the  State 
of  New  York.  We  have  already  completed  the  microdu- 
plication of  the  priceless  museum  archives  of  the  Medical 
Society  of  the  County  of  New  York  from  1806  to  1878,  and 
hope  that  this  will  serve  as  an  example  for  other  county 
medical  societies  of  the  State  to  follow.  In  this  way,  pre- 
cious and  fragile  historical  archives  will  be  preserved  in- 
definitely, and  at  the  same  time  made  wholly  available  to 
scholars  and  historians  in  all  locations. 

Respectfully  submitted, 

Paul  S.  Striker,  M.D.,  Chairman 

BICENTENNIAL 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Bicentennial  Committee  are  as 


follows: 

Arthur  H.  Diedrick,  M.D.,  Chairman  . . .Westchester 

James  M.  Blake,  M.D Schenectady 

Ralph  S.  Emerson,  M.D Nassau 

Henry  I.  Fineberg,  M.D Suffolk 

Walter  T.  Heldmann,  M.D Richmond 

George  Himler,  M.D New  York 

Edward  C.  Hughes,  M.D Onondaga 


Joseph  J.  Kaufman,  M.D .Wayne 

Thomas  F.  McCarthy,  M.D Bronx 

Edward  Siegel,  M.D Clinton 

Walter  Scott  Walls,  M.D Erie 

George  T.  C.  Way,  M.D Dutchess 


The  committee  met  upon  several  occasions  and  at  the 
last  meeting  the  committee,  after  a general  discussion  on 
the  involvement  of  MSSNY  in  the  bicentennial  celebra- 
tion, decided  the  following: 

1.  Not  to  provide  the  membership  with  bumper 
stickers  and  window  stickers  mainly  because  doctors 
would  not  use  them. 

2.  To  concentrate  MSSNY  effort  on  a July  bicen- 
tennial issue  of  the  Journal,  releases  to  the  media  of 
the  medical  history  material  contained  in  the  Journal, 
and  to  finance  an  exhibit  for  the  Woman’s  Auxiliary 
for  use  at  State  and  County  Fairs. 

3.  To  proceed  with  the  imprinting  of  the  slogan 
AMERICA’S  HEALTH  200  YEARS  BETTER  on 
MSSNY  stationery  and  the  News  of  New  York  and 
order  the  new  insert  for  the  postage  meter  with  that 
slogan. 

4.  To  purchase  an  official  bicentennial  flag  and  a 
“Betsy  Ross”  flag  for  display  in  front  of  building,  and  a 
bicentennial  banner  for  display  in  lobby. 

5.  To  recommend  to  the  Council  a budget  for  the 
entire  bicentennial  project  not  to  exceed  $25,000. 

Respectfully  submitted, 

Arthur  H.  Diedrick,  M.D.,  Chairman 

CONVENTION 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  1975  Convention  Committee  consisted  of  the  fol- 


lowing: 

Bernard  J.  Pisani,  M.D.,  Chairman New  York 

Frank  LaGattuta,  M.D Bronx 

Stephen  Nordlicht,  M.D.,  New  York 

Joseph  G.  Zimring,  M.D., Nassau 

George  J.  Lawrence,  Jr.,  M.D.,  ex  officio  . . . .Queens 


The  169th  Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York  was  held  March  9 through  13, 
1975,  at  the  Hotel  Americana  in  New  York  City.  The 
following  are  the  attendance  figures: 


Sun. 

Mon. 

Tues. 

Wed. 

Total 

Physicians* 
Allied  Pro- 

1,225 

360 

302 

286 

2,173 

fessions** 

186 

176 

95 

72 

529 

Guests 

263 

163 

111 

54 

591 

Totals 

1,674 

699 

508 

412 

3,293 

Technical  Ex- 


hibitors . . . 550 

Grand  Total 3,871 

* Includes  House  of  Delegates 

**  Includes:  Dentists,  Ph.D.s,  medical  students,  nurses, 

medical  technicians,  and  other  paramedical  personnel. 
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Comparative  figures: 


1972 

1973 

1974 

1975 

Physicians 

2,340 

2,713 

1,186 

2,173 

Allied  Professions 

492 

540 

599 

529 

Guests 

568 

529 

536 

591 

Totals 

3,400 

3,782 

3,321 

3,293 

Scientific  Meetings 

ATTENDANCE 
GENERAL  SESSIONS 
Sunday  (Joint  meeting  with  Sections  on  Family 


and  General  Practice;  Obstetrics  and 
Gynecology;  Psychiatry;  Urology)  300 

Monday  125 

Tuesday  (Joint  meeting  with  Session  on 
Cardiovascular  Disease)  150 

Wednesday  250 

SECTIONS 

Allergy  and  Immunology  60 

Anesthesiology  65 

Chest  Diseases  75 

Data  Processing  in  Medicine  36 

Dermatology  and  Syphilology  125 

Family  and  General  Practice  (in  G.S.)  300 

Gastroenterology  and  Colon  and 
Rectal  Surgery  75 

(Joint  with  Pathology) 

Internal  Medicine  400 

Medical-Legal  and  Workmen’s  Gomp.  65 

(with  Occupational  Medicine) 

Neurology  35 

Neurosurgery  50 

Obstetrics  and  Gynecology  (in  G.S.)  300 

Occupational  Medicine  (with  Medical-Legal)  65 

Ophthalmology  75 

Orthopedic  Surgery  (with  Radiology)  50 

Otolaryngology  (with  Pediatrics)  75 

Pathology,  Clinical  Pathology, 
and  Blood  Banking  75 

(Joint  with  Gastroenterology) 

Pediatrics  (with  Otolaryngology)  75 

Physical  Medicine  and  Rehabilitation  65 

Plastic  and  Reconstructive  Surgery  85 

Preventive  Medicine  and  Public  Health  50 

Psychiatry  (in  G.S.)  300 

Radiology  (with  Orthopedic  Surgery)  50 

School  Health  38 

Surgery  (Joint  meeting  with 
Emergency  Medicine)  157 

Urology  (in  G.S.)  300 

SESSIONS 

Archives  75 

Cardiovascular  Disease  (in  G.S.)  150 

Emergency  Medicine  (with  Surgery)  157 


Scientific  Program.  Bernard  J.  Pisani,  M.D.,  Chair- 
man, and  his  committee  find  that  gradually  more  of  our 
scientific  sections  are  combining  with  the  parallel  State 
specialty  societies  to  present  their  meetings.  This  ar- 
rangement proves  to  be  an  advantage  as  far  as  both 
speakers  and  audience  are  concerned.  Some  of  the  State 
specialty  societies  publicize  the  meetings  in  their  specialty 
journals. 

Four  of  our  sections  participated  jointly  in  the  Sunday 
General  Session,  which  resulted  in  a very  well  attended 
meeting.  Six  other  meetings  were  joint  efforts  of  two  or 
more  sections.  This  procedure  is  encouraged,  both  for  the 


diversified  nature  of  the  program,  and  for  the  fact  that 
there  would  not  otherwise  be  enough  meeting  rooms  in  the 
hotel  to  accommodate  individual  section  and  session 
meetings. 

The  annual  scientific  program  as  published,  is  arranged 
and  indexed  by  Miss  Mollie  Pesikoff,  as  are  all  details  of 
each  scientific  meeting. 

Scientific  Exhibits.  Thomas  S.  Bumbalo,  M.D., 
Chairman,  and  his  committee  chose  40  exhibits  from  about 
50  applications.  Since  there  has  been  a falling  off  of  ap- 
plications in  the  last  few  years,  an  intensive  effort  to  reach 
out  for  scientific  exhibits  was  made.  Hundreds  of  letters 
were  sent  to  directors  of  services  in  hospitals  in  New  York 
and  contiguous  states;  government  and  research  institu- 
tions were  approached;  and  requests  were  made  to  chair- 
men of  sections  asking  them  to  contact  their  speakers  for 
exhibits,  in  an  attempt  to  obtain  exhibits  of  merit.  Dr. 
Bumbalo  and  Dr.  Lawrence  personally  solicited  scientific 
exhibits  at  the  AMA  meetings  in  Chicago  and  Atlantic 
City. 

It  was  a source  of  satisfaction  that  the  exhibits  at  the 
1975  Convention,  although  not  as  numerous  as  we  would 
have  liked,  were  of  eminently  high  caliber. 

The  chairman  thanks  the  members  of  his  committee  for 
their  help  in  evaluating  and  selecting  the  exhibits.  He 
expresses  His  thanks  to  George  J.  Lawrence,  Jr.,  M.D.,  for 
his  valuable  support  and  to  Miss  Mollie  Pesikoff  for  her 
intelligent  assistance  in  organizing  and  arranging  the  ex- 
hibits. 

Scientific  Motion  Pictures.  Dr.  James  Quinlivan,  who 
had  been  the  chairman  of  the  Scientific  Motion  Picture 
Committee,  retired  from  the  New  York  State  Department 
of  Health.  However,  he  briefed  the  staff  before  he  left,  and 
an  excellent  motion  picture  program  was  arranged.  We 
are  grateful  to  the  State  Health  Department  for  presenting 
this  program  and  for  sending  personnel  to  the  convention 
to  man  it.  Sixty-one  motion  pictures  were  shown,  with  an 
approximate  attendance  of  1,000.  The  best  attended 
picture  was  “Beginning  of  Life”  by  Dr.  Rokura  Hiashi  of 
Tokyo,  Japan. 

Scientific  Exhibit  Awards.  Albert  H.  Douglas,  M.D., 
Chairman,  and  his  committee  viewed  and  chose  the 
award-winning  exhibits.  The  certificates  were  presented 
amidst  photographs  taken  by  our  Department  of  Public 
and  Professional  Affairs. 

The  names  of  the  award-winning  exhibitors  appear  on 
page  1876  of  the  New  York  State  Journal  of  Medicine, 
Volume  75,  No.  11. 

Technical  Exhibits.  Julius  E.  Stolfi,  M.D.,  Chairman, 
reports  that  Mrs.  Camille  M.  Cunningham,  Technical 
Exhibits  Manager,  was  successful  in  selling  all  of  the 
available  exhibit  space  w'ith  an  increase  in  revenue  of  over 
$4,000  from  the  previous  year.  Income  from  exhibit  space 
has  steadily  increased  in  the  past  two  years.  Again  it 
should  be  repeated  that  the  technical  exhibitors  are 
charged  for  their  space  and  contribute  in  reducing  the  ex- 
penditures of  our  annual  convention.  All  members  and 
guests  should  be  urged  to  support  the  exhibits  by  visiting 
the  exhibit  area  during  the  annual  meeting. 

Dinner  Dance.  Arthur  H.  Deidrick,  M.D.,  Chairman, 
reports  that  approximately  300  members  and  guests  at- 
tended the  reception  and  dinner  dance  in  honor  of  Lynn 
R.  Callin,  M.D.,  outgoing  president  of  the  State  Society. 
Henry  I.  Fineberg,  M.D.,  served  as  master  of  ceremonies. 
The  Dinner  Dance  Committee  and  Mr.  George  Forrest  of 


September  1 976/  New  York  State  Journal  of  Medicine  1771 


our  staff  are  appreciated  for  arranging  the  successful  af- 
fair. 

House  of  Delegates.  The  House  of  Delegates  convened 
on  Sunday,  March  9 and  adjourned  Thursday,  March  13, 
1975.  One  hundred  and  forty-nine  resolutions  were  pre- 
sented for  consideration  and  action.  The  House  was 
honored  by  the  presence  of  Malcolm  C.  Todd,  M.D.,  AMA 
President.  (See  the  special  September  1975  issue  of  The 
New  York  State  Journal  of  Medicine  for  a full  report). 

1976  Convention.  The  Scientific  Program  Committee 
is  pleased  to  present  an  innovation  for  the  1976  Conven- 
tion. A series  of  “Meet  the  Professor”  luncheon  panels  is 
planned  for  Monday,  Tuesday,  and  Wednesday  of  Con- 
vention Week,  under  the  guidance  of  Maxwell  Spring, 
M.D.,  one  of  the  associate  chairmen.  He  has  arranged  for 
15  professors  each  lunch  period  to  sit  at  a table  with  nine 
physicians  and  informally  answer  questions  and  lead  dis- 
cussion on  specific  topics.  This  is  a pilot  project  that  we 
hope  will  be  successful  and  carried  over  into  future  con- 
ventions. The  cost  of  the  luncheons  will  be  partially 
subsidized  by  the  State  Society. 

Albert  H.  Douglas  M.D.,  who  has  been  the  very  capable 
chairman  of  the  Scientific  Exhibits  Committee,  was  ap- 
pointed by  President  Emerson  to  be  chairman  of  the  Sci- 
entific Program  Committee  and  the  Convention  Com- 
mittee for  1976.  Unfortunately,  because  of  illness,  he 
asked  to  be  released  from  his  duties.  The  State  Society  is 
grateful  to  him  for  his  many  years  of  outstanding  service 
and  for  his  ability  to  bring  fine  scientific  exhibits  to  the 
annual  conventions.  He  is  now  serving  as  consultant.  We 
wish  him  a speedy  and  complete  recovery. 

Joseph  G.  Zimring,  M.D.,  of  Long  Beach,  is  the  current 
Convention  chairman,  and  Stephen  Nordlicht,  M.D.,  of 
New  York  City,  the  Scientific  Program  chairman.  Plans 
for  the  1976  Convention  are  progressing  well  under  their 
respective  chairmenships. 

The  members  of  the  Convention  Committee,  Doctors 
LaGattuta,  Nordlicht,  and  Zimring  have  responded  with 
sage  advice  to  any  requests  and  have  been  a strong  support 
on  policy  and  procedure  in  staging  each  annual  meeting. 

The  retiring  chairman  wishes  to  thank  his  many  asso- 
ciate chairmen  of  the  scientific  programs  over  the  past 
years,  especially  Doctors  William  B.  Rawls,  Maxwell 
Spring,  Leo  J.  Swirsky,  Stephen  Nordlicht,  Albert  H. 
Douglas,  William  J.  Staubitz,  and  the  late  Doctors  Edward 
A.  Burkhardt.  and  P.  Frederic  Metildi.  The  time  and  effort 
expended  by  Dr.  Norman  S.  Moore,  and  currently  by  Dr. 
George  J.  Lawrence,  Jr.,  the  directors  of  the  Division  of 
Scientific  Activities  covering  this  span  of  years,  were  es- 
sential ingredients  to  the  success  of  the  convention’s  sci- 
entific programs.  In  closing,  special  praise  must  be  given 
to  the  loyal  staff  who  untiringly  care  for  each  of  the  details 
that  make  for  a very  outstanding  convention  year  after 
year. 

It  has  been  a privilege  to  serve  as  your  convention 
chairman  and  an  honor  to  be  requested  to  further  continue 
as  advisor  to  this  committee. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

MEMBERSHIP 

To  the  House  of  Delegates,  Ladies  and  Gentlemen 

The  members  of  the  Committee  on  Membership  are  as 
follows: 


Franz  L.  Ebstein,  M.D.,  Chairman Queens 

Abraham  W.  Freireich,  M.D Nassau 

Charles  T.  Tuke,  M.D Monroe 

Morton  Kurtz,  M.D Queens 

Donald  A.  Richter,  M.D Franklin 

Ravindra  F.  Shah,  M.D Oswego 

Wayne  C.  Templer,  M.D Steuben 

William  A.  Whyland,  M.D Rensselaer 

Auxiliary  Advisors: 

Cleo  Caddy  Nassau 

Shirley  J.  Kaye  Albany 


The  Committee  on  Membership  has  held  five  meet- 
ings. At  its  meeting  in  July  of  1975,  the  Committee  de- 
cided to  consider  the  following  basic  questions  in  prepa- 
ration for  their  future  deliberations: 

(1)  What  do  we  consider  to  be  the  present  condi- 
tions regarding  MSSNY  membership? 

(2)  To  what  do  we  attribute  the  present  condi- 
tions? 

(3)  What  recommendations  for  improvements 
should  our  committee  present  to  the  Council? 
Statistics  from  the  years  1970  to  1974  were  studied. 

They  reflect  the  fact  that  MSSNY  membership  is  not 
keeping  pace  with  the  increased  number  of  physicians  li- 
censed to  practice  in  New  York  State. 

The  committee  decided  that  the  following  were  among 
the  most  important  deterents  to  increased  membership  in 
MSSNY: 

(1)  Apparent  inability  of  the  Society  to  prevent 
continuing  government  inroads  of  the  profession. 

(2)  Insufficient  concrete  benefits  of  membership 
to  justify  the  cost. 

(3)  Lack  of  a definite  policy  to  attract  interns  and 
residents. 

(4)  Loss  of  control  of  the  malpractice  insurance. 
Though  it  was  recognized  that  medical  societies  cannot 

be  as  effective  as  unions  in  the  political  and  legislative 
arena,  it  was  the  opinion  of  the  committee  that  radical 
changes  must  be  made  within  the  State  Society  to  make  it 
a stronger  negotiator  in  the  interest  of  its  members. 
Therefore  the  committee  studied  the  Wisconsin  State 
Medical  Society’s  Physicians’  Alliance. 

After  studying  a section  of  the  AMA  Board  of  Trustees 
Report  to  the  AMA’s  House  of  Delegates  known  as  report 
“A”  and  the  information  received  on  the  Physicians’  Alli- 
ance, the  committee  at  its  meeting  on  September  11, 1975, 
submitted  the  following  resolution  to  the  Council  and 
recommended  that  it  be  brought  before  the  House  of  Del- 
egates at  its  special  meeting  in  November  of  1975. 

Whereas,  The  Committee  on  Membership  was 
created  by  the  Council  for  the  express  purpose  of  de- 
veloping the  ways  and  means  of  maintaining  and  in- 
creasing the  active  membership  in  order  to  strengthen 
the  effectiveness  of  the  Medical  Society  of  the  State  of 
New  York  for  the  benefit  of  its  members;  and 

Whereas,  The  Committee  on  Membership  believes 
a very  important  purpose  of  the  Medical  Society  of  the 
State  of  New  York  is  to  assist  in  the  attainment  and 
maintenance  of  the  highest  possible  quality  in  health 
service,  a purpose  which  can  only  be  met  by;  recogni- 
tion of  the  professional  autonomy  of  the  physician,  re- 
spect for  the  relationship  of  patient  to  physician,  and 
creation  of  a professional  and  socioeconomic  atmo- 
sphere conducive  to  quality  care;  and 

Whereas,  The  AMA  House  of  Delegates  at  the  1975 
Annual  Convention  adopted  the  Board  of  Trustees’ 
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Report  “A”  which  recognized  a need  for  negotiating 
agencies  within  the  structure  of  organized  medicine; 
therefore  be  it 

Resolved,  That  the  House  of  Delegates  establish  a 
Physicians’  Alliance  as  an  integral  part  of  its  structure 
with  the  following  goals,  objectives,  and  policies: 

The  Physicians’  Alliance  shall  be  concerned  with 
planning,  organizing  and  implementing  appropriate 
programs  to  protect,  promote  and  achieve  the  socio- 
economic interests  of  the  members  of  the  MSSNY. 

In  doing  so,  it  shall  undertake  aggressive  promo- 
tion of  Medicine’s  views  and  programs  regarding 
medical  and  health  care;  the  protection,  with  mili- 
tancy if  necessary,  of  the  physician-patient  relation- 
ship; the  advancement  of  the  socioeconomic  inter- 
ests of  physicians  as  identified  by  the  House  of  Dele- 
gates and  the  Council;  and  the  return  of  the  major 
responsibility  and  leadership  in  health  care  policy 
development  and  delivery  to  physicians  through  ag- 
gressive legislative,  political,  and  civic  activity. 

In  achieving  these  goals,  the  House  of  Delegates 
establishes  the  following  objectives  for  the  Physi- 
cians’ Alliance: 

1.  Seek  better  means  to  bring  together  all  mem- 
bers of  the  MSSNY  for  their  mutual  benefit  and 
protection. 

2.  Expend  effort  to  unite  the  membership  in 
order  to  obtain  or  preserve  the  individual  freedom  of 
judgment  and  action  essential  to  their  success  as 
professionals. 

3.  Assure  physicians  of  proper  representation  in 
every  aspect  of  health  care  delivery. 

4.  Advance  and  protect  the  rights  of  MSSNY 
members — as  citizens  first  and  physicians  second — 
in  economic  and  practice  matters,  including  deter-, 
mination  of  rates  of  compensation,  maintenance  of 
proper  practice  or  working  conditions,  provision  of 
adequate  equipment  and  facilities  in  both  public 
and  private  settings,  assurance  of  competent  and  re- 
liable nonmedical  aids  and  assistants,  and  protec- 
tion from  interference  with  the  physician-patient  re- 
lationship. 

5.  Undertake  measures  that  will  enhance  the 
dignity  and  regard  of  physicians  and  other  health 
care  personnel. 

6.  Engage  in  educational,  political,  legislative, 
social,  charitable,  legal,  civic  and  other  appropriate 
activities,  including  negotiation  or  collective  bar- 
gaining on  behalf  of  the  Society’s  members  to  ac- 
complish the  purposes  set  forth  above. 

The  Physicians’  Alliance  shall  be  an  integral  part 
of  the  MSSNY  and  as  such  its  activities  shall  be 
guided  by  and  supportive  of  Society  policy  as  ex- 
pressed by  the  Council  and  House  of  Delegates.  It 
shall  exercise  the  powers  delegated  to  it  within  its 
areas  of  program  responsibility  and  shall  make  rec- 
ommendations on  Society  policy  and  programs 
through  established  Society  mechanisms. 

In  the  event  of  any  questions  as  to  the  powers  or 
responsibilities  of  the  Physicians’  Alliance  or  its  re- 
lationship to  the  Society  or  any  of  the  Society’s  func- 
tions, whether  integral  or  affiliated,  such  questions 
shall  be  submitted  to  the  Council  for  determina- 
tion. 


The  Alliance  shall  be  responsible  for  the  fol- 
lowing: 

1.  Resolution  of  differences  between  members 
and  third  parties  relative  to  payment  of  benefits, 
conditions  of  service,  and  fees. 

2.  The  pursuit  of  a satisfactory  program  of  pro- 
fessional liability  insurance  protection  for  the  physi- 
cians of  New  York. 

3.  Solutions  for  problems  of  interference  with 
physician-patient  relationships. 

4.  Satisfactory  resolution  of  disputes  between 
the  medical  staffs  of  hospitals  and  hospital  adminis- 
tration or  boards  of  directors. 

5.  Research  and  analysis  of  all  aspects  of  health 
care  costs,  delivery,  and  utilization,  especially  those 
related  to  physicians’  services. 

6.  Assistance  to  members  on  other  matters  of  so- 
cioeconomic concern. 

The  Alliance  shall  establish  local  Physicians’  Alli- 
ance committees  which  shall  seek  the  commitment, 
involvement,  and  participation  of  all  Society  mem- 
bers. 

It  shall  also  undertake  a thorough,  concentrated 
and  continuing  membership  education  program  to 
enlist  strong  membership  support  for  its  purposes. 

The  House  of  Delegates  will  delegate  to  the  Alli- 
ance all  necessary  independence  of  decision  and 
power  to  act  as  may  be  required  to  implement  the 
above  corporate  policies,  subject  to  the  following: 

1.  Execution  and  administration  within  the  poli- 
cy declarations  of  the  House  or  the  Council,  and  con- 
sistent with  the  corporate,  operational,  procedural, 
and  coordinative  policies  set  forth  in  this  statement, 
or  from  time  to  time  supplemented  by  the  House  or 
the  Council. 

2.  Monthly  reporting  to  the  Council  (or,  when  it 
is  not  meeting,  to  its  Executive  Committee),  and  an- 
nually to  the  House  of  Delegates. 

3.  Operation  within  the  budget  approved  annu- 
ally by  the  Board  of  Trustees  for  the  Alliance. 

The  Alliance  has  full  authority  on  procedural 
matters,  such  as  conduct  of  its  meetings,  dates  and 
places  for  meetings,  creation  of  continuing  or  ad  hoc 
committees  as  deemed  necessary  for  the  perfor- 
mance of  its  function,  so  long  as  these  are  consistent 
with  overall  Society  policy. 

The  Alliance  is  an  integral  part  of  the  State  Medi- 
cal Society  for  both  policy  and  administrative  pur- 
poses. Therefore,  coordination  of  its  affairs  with 
those  of  the  balance  of  the  Society  is  required  to  ef- 
fectively achieve  the  goals  and  purposes  of  the  total 
Society.  Final  authority  on  coordination  is  the 
Council  of  MSSNY. 

The  Council  in  its  wisdom  appointed  an  Ad  Hoc  Com- 
mittee to  Study  the  Physicians’  Alliance.  The  Ad  Hoc 
Committee  reported  to  the  Council  that  the  concept  of  a 
Physicians’  Alliance  is  unworkable  and  unnecessary  in 
MSSNY  and  recommended  that  further  study  be  under- 
taken by  the  Research  and  Planning  Committee  for  rec- 
ommendations. That  report  of  the  Ad  Hoc  Committee  was 
approved  by  the  Council. 

Respectfully  submitted, 

Franz  L.  Ebstein,  M.D.,  Chairman 
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PUBLIC  AND  PROFESSIONAL  RELATIONS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Public  and  Professional  Relations 


Committee  are: 

Richard  B.  Nolan,  M.D.,  Chairman New  York 

George  W.  Benninger,  M.D Orange 

Leonard  S.  Brahen,  M.D Nassau 

Robert  E.  Good,  M.D Chemung 

David  B.  McDowell,  M.D Clinton 

Jack  D.  O’Neil,  M.D Steuben 

Thomas  D.  Pemrick,  M.D Rensselaer 

John  A.  Root,  M.D Onondaga 

William  C.  Stein,  M.D Niagara 


During  the  year  of  1975  and  through  June  1976,  the 
Public  and  Professional  Relations  Committee  continued 
to  serve  the  needs  of  the  membership  and  the  various  di- 
visions and  committees  of  the  Medical  Society  of  the  State 
of  New  York.  During  that  period,  the  committee  devel- 
oped the  basic  framework  for  the  MSSNY  Public  Service 
Health  Education  Radio  Series.  The  committee  approved 
the  first  set  of  tapes  and  distribution  began  to  radio  sta- 
tions across  the  State  during  June  1976.  The  prime  mes- 
sage in  each  script  is  “how  the  public  can  maintain  its 
health  and  thus  reduce  its  medical  expenses.” 

During  1975,  the  Public  and  Professional  Relations  staff 
developed  and  arranged  for  the  taping  and  placement  of 
several  health  education  public  service  television  spots  on 
WNBC-TV.  The  spots  were  run  during  1975  and  were 
retained  by  the  station  and  used  again  in  1976.  The  cost 
of  this  time,  granted  free  to  MSSNY  for  the  presentation 
of  these  health  messages,  so  far  is  $21,725.00. 

Recognizing  the  need  of  “new”  doctors  for  information 
on  how  to  open  a practice,  the  committee  requested  and 
obtained  approval  from  the  Council  and  start-up  funding 
from  the  Board  of  Trustees  for  a workshop.  The  work- 
shop, “Establishing  Yourself  In  Medical  Practice,”  was 
held  on  June  8-9,  1976,  at  the  Beekman-Downtown  Hos- 
pital, New  York  City.  Twenty-three  physicians  attended 
the  highly  successful  workshop.  The  committee  plans  to 
hold  additional  workshops  in  several  areas  of  the  State  in 
1976  and  1977. 

During  the  1975  malpractice  insurance  crisis  the  com- 
mittee surveyed  the  membership  to  determine  how  many 
physicians  might  leave  the  State  or  retire  sooner  than 
planned.  The  Public  and  Professional  Relations  staff 
developed  and  administered  the  survey  which  had  an  ex- 
ceptional return  of  more  than  22  per  cent  of  the  physician 
population  of  New  York  State.  A direct  mail  response  of 
2-4  per  cent  is  considered  good.  The  results  of  the  survey 
were  tabulated  by  computer  and  provided  to  the  public 
relations  firm  of  Manning,  Selvage  & Lee.  Since  Manning, 
Selvage  & Lee  was  hired  to  run  the  MSSNY  public  rela- 
tions and  advertising  program  regarding  the  malpractice 
insurance  situation,  neither  the  committee  nor  the  Public 
and  Professional  Affairs  Division  was  involved. 

The  committee  expressed  concern  that  MSSNY  is  losing 
a substantial  number  of  members  by  resignation  each  year. 
The  committee,  therefore,  charged  the  Public  and  Pro- 
fessional Relations  staff  with  developing  and  administering 
a survey  of  those  doctors  who  had  resigned  in  1974  and 
1 975.  This  survey  resulted  in  a 37%  response. 

Plans  designed  to  reverse  this  trend  are  being  developed 
and  will  be  implemented  during  this  coming  year. 

Respectfully  submitted, 

Richard  B.  Nolan,  M.D.,  Chairman 


RESEARCH  AND  PLANNING 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  following  are  members  of  the  Committee  on  Research 


and  Planning 

Paul  M.  DeLuca,  M.D.,  Chairman  Broome 

William  M.  Hewlett,  M.D Queens 

Henry  B.  Marshall,  M.D Chemung 

Charles  Weller,  M.D Westchester 

George  T.  C.  Way,  M.D Dutchess 

Charles  D.  Sherman,  Jr.,  M.D Monroe 

Walter  Scott  Walls,  M.D Erie 

G.  Rehmi  Denton,  M.D.,  Advisor  Albany 

Edward  C.  Hughes,  M.D.,  Advisor Onondaga 

Lynn  Callin,  M.D.,  Advisor  Monroe 


The  Committee  of  Research  and  Planning  held  meet- 
ings in  January,  March,  July,  September  and  December 
of  1975  and  to  date  in  March  and  June  of  1976. 


Functions  of  the  Research  and  Planning  Committee. 

The  functions  of  the  Research  and  Planning  Committee 
as  defined  by  Paul  M.  DeLuca,  M.D.,  chairman,  is  four  fold: 
first — a division  which  reflects  upon  itself  and  all  internal 
functions  of  the  Medical  Society  of  the  State  of  New  York’s 
divisions  in  relation  to  each  other;  second — the  relationship 
of  the  Medical  Society  of  the  State  of  New  York  in  the 
context  of  the  social,  economic  and  scientific  trends  of  the 
times;  third — that  this  division  is  designed  to  produce  the 
necessary  plans  to  effect  the  changes  needed  to  accomplish 
the  goals  indicated  by  our  research;  fourth — the  initiation 
of  innovative  ideas  to  improve  the  Medical  Society’s  service 
to  its  membership  and  to  the  community.  In  the  past  year 
the  committee  has  been  committed  to  a number  of  tasks 
which  have  been  assigned  to  the  division.  The  following 
is  an  enumeration  of  same: 

1 —  Address  Verification:  As  an  outgrowth  of  coordi- 
nating the  assessment  collection,  the  Division  of  Research 
and  Planning  found  that  the  return  on  billing  and  mailings 
to  the  membership  roster  had  a great  error  factor.  It  was, 
therefore,  felt  necessary  to  cross-check  each  name  indi- 
cated as  a member  and  his  address  with  the  listing  in  the 
AMA  file.  It  was  found  that  in  many  cases  confusion  was 
caused  by  similar  names  of  physicians  and  multiple  ad- 
dresses. There  were  also  problems  in  MSSNY’s  internal 
system  and  poor  communication  between  the  doctor  and 
the  Society  as  far  as  changes  of  addresses  were  concerned. 
All  these  contributed  to  the  calculated  22.3%  error  fac- 
tor. 

problem  took  many  months  of  tedious  work  utilizing 
computer  technology  and  manpower.  It  was  done  with  the 
cooperation  of  several  divisions  and  employed  a great  many 
people  in  order  that  the  most  accurate  job  be  done.  Re- 
source information  was  gathered  from  mailings  that  are 
regularly  sent  by  the  society  with  reply  requested  for  ad- 
dress changes.  Once  this  task  was  accomplished,  it  was 
then  possible  to  launch  the  concise  project  of  establishing 
a record  trail  and  type  of  audit  system  which  aided  the 
Society  in  the  assessment  file  correction  and  mainte- 
nance. 

2 —  Assessment:  In  January,  1975,  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  determined  that 
there  would  be  a one  hundred  dollar  assessment  levied 
against  all  members  of  the  Medical  Society  for  the  purpose 
of  medical  malpractice  insurance  actions  and  campaigns. 
In  April  of  1975  after  the  assessment  had  been  initiated  and 
had  been  coming  in,  it  was  determined  by  the  accounting 
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office  that  there  were  several  problems  in  the  method  that 
was  being  used  to  collect  the  information  pertaining  to 
whom  had  paid  the  assessment.  The  Division  of  Research 
and  Planning  was  assigned  by  the  committee  to  investigate 
this  problem  and  try  to  find  a solution  for  it.  After  ex- 
tensive work  and  many  audits,  a computerized  method  was 
developed  to  cross-check  the  assessment  roles  and  to  de- 
termine who  had  not  paid  the  assessment.  The  activity 
concerning  the  assessment  continued  through  October 
when  the  final  letter  was  sent  to  all  county  medical  societies 
listing  the  members  who  had  been  dropped  because  of 
nonpayment  of  the  assessment.  At  this  point  there  are  still 
doctors  on  this  list  and  an  active  list  is  being  maintained 
of  all  those  who  have  paid  the  assessment  and  of  all  those 
who  have  not  paid  the  assessment. 

If  in  the  future  the  Medical  Society  decides  to  reimburse 
the  doctors  who  have  paid  the  assessment  on  a prorated 
basis  against  the  amount  that  is  left  in  the  assessment  fund, 
the  Medical  Society  will  be  prepared  to  do  this  via  a com- 
puterized method  where  the  checks  would  be  cut  auto- 
matically and  addresses  applied  via  the  computer,  thus 
speeding  the  process  of  returning  this  money  and  taking 
it  out  of  a manual  function. 

3 —  Committee  Structure:  It  has  been  an  ongoing  con- 
cern of  this  division  to  streamline  the  committee  structure. 
It  has  been  noted  that  many  of  the  committees  overlap 
each  other  in  their  intent  thus  creating  duplication  of  work 
effort.  Further,  the  lack  of  sharing  information  diminishes 
each  committee’s  effectivity.  It  is  felt  that  a reorganization 
is  in  order  both  to  heighten  efficiency  and  to  better  ap- 
portion the  funding  for  the  individual  committee  setups. 
We  have  specifically  investigated  the  mechanics  of  each 
committee  by  reviewing  a current  statement  written  by  the 
division  head  stating  the  committee’s  scope  of  activities. 
In  this  manner  we  have  been  able  to  make  accurate  com- 
parisons between  the  committees  and  their  need  for  exis- 
tance,  based  on  their  effectiveness  and  accomplish- 
ments. 

4 —  Computerization  of  MSSNY  Records:  The  advent 
of  our  data  processing  knowledge  and  staffing  has  led  to 
more  than  internal  program  development  for  our  mem- 
bership, directory,  payroll  and  dues.  We  are  placing  great 
emphasis  on  the  investigation  of  the  expansion  of  our 
computer  techniques  with  the  possibility  of  helping  local 
societies  with  their  record  keeping.  The  ramifications  of 
this  system  are  unlimited  with  results  being  advantageous 
to  all  members;  trends  can  be  analyzed,  information  made 
ready  in  varying  areas,  continuing  education  records  de- 
veloped and  a myriad  of  essential  programs  developed. 

5 —  -Corporate  Triage:  In  1974  the  committee  discussed 
the  possibility  of  forming  a corporate  triage  structure 
similar  to  that  of  the  California  Medical  Association. 
Preliminary  work  was  done  on  this  system  in  1975  and  we 
now  have  all  the  information  available  from  the  California 
Medical  Association  showing  the  exact  mechanism  now 
being  used  to  set  up  the  corporate  triage  that  is  in  existence 
out  there.  It  is  the  hope  of  the  committee  that  this  study 
be  continued  to  the  point  that  the  Medical  Society  of  the 
State  of  New  York  can  establish  a similar  corporate  triage 
which  we  feel  will  offset  many  of  the  expenses  which  are 
now  borne  by  the  membership. 

6 —  Crime  Statistics  Study:  During  1975  the  commit- 
tee assigned  the  division  to  undertake  a crime  survey  as  a 
result  of  the  increased  incidents  of  crime  in  medically  re- 
lated facilities.  It  was  hoped  that  the  statistics  of  this 
survey  could  be  the  foundation  of  an  educational  campaign 
for  the  public  and  a service  for  the  protection  of  the  phy- 


sicians. We  have  completed  our  studies  after  we  concluded 
that  the  reported  crimes  we  received  were  not  sufficient  to 
warrant  a continuing  evaluation  of  Statewide  medically 
related  crime.  We  have,  as  a result  of  this  study,  built  up 
a file  on  security  systems  which  is  available  for  physicians 
interested  in  knowing  more  about  specific  security  mea- 
sures geared  for  medical  facilities. 

7 —  Data  Processing-Confidentiality:  The  importance 
of  confidentiality  in  PSRO  record  keeping  is  being  studied. 
Mr.  Mattison,  of  the  Division  of  Research  and  Planning, 
has  been  assigned  as  consultant  to  the  Data  Processing 
Committee  to  aid  in  the  continuance  of  its  studies  and 
subsequent  necessity  for  confidentiality,  and  to  act  as  li- 
aison between  the  committee  and  other  concerned  com- 
mittees. 

8 —  Facsimile  Transmission:  The  committee  undertook 
a study  of  the  effectiveness  of  facsimile  transmission  and 
telecopying  equipment.  The  scope  of  the  study  was  for  the 
purpose  of  establishing  requirements  for  expediting  the 
transfer  of  information  between  the  Lake  Success  head- 
quarters and  the  Albany  office  of  the  legislative  counsel  of 
the  Medical  Society.  The  Xerox  facsimile  machine  which 
was  installed  in  the  Governmental  Affairs  office  in  January 
has  proven  successful  and  useful  in  implementation.  The 
service  it  has  rendered  has  saved  time  and  eliminated 
needless  functions.  It  has  expedited  the  transfer  of  in- 
formation not  only  from  the  Lake  Success  headquarters 
to  Albany  but  also  has  been  utilized  by  PSRO,  Professional 
Relations,  Research  and  Planning  and  the  executive  offices. 
The  Medical  Society  of  the  State  of  New  York  headquar- 
ters is  the  fixed  locale  for  this  machine;  however  it  can  send 
to  or  receive  information  from  any  area  having  a compat- 
ible machine.  We  recommend  continuing  the  use  of  the 
telecopier  and  investigating  the  possibility  of  expanding 
the- operation  to  county  societies  in  key  legislative  areas. 

9 —  History  of  the  Medical  Society:  A report  was  re- 
searched and  completed  documenting  the  historical 
medical  transcripts  and  information  dating  back  to  1794. 
The  growth  patterns,  medical  knowledge  and  changing 
societal  trends  all  were  traced  and  explained  much  of  the 
Statewide  patterns  which  exist  today. 

10 —  HSAs:  The  committee  made  a recommendation 
originally  suggesting  that  there  be  an  overall  coordinating 
committee  of  HSAs  set  up  regionally  and  that  the  coordi- 
nating committee  be  comprised  of  people  knowledgeable 
in  health  care  planning.  The  recommendation  was  de- 
veloped and  such  a group  is  functioning  under  the  aegis  the 
Division  of  Medical  Services.  The  Committee  of  Research 
and  Planning  will  be  available  on  a consulting  basis 
whenever  the  need  arises. 

1 1 —  Malpractice:  The  malpractice  insurance  crisis  has 
been  a continuing  concern  of  the  committee  and  we  have 
attempted  to  make  suggestions  and  offer  possible  remedies 
where  it  has  seemed  feasible.  Our  ideas  have  been  filtered 
through  the  ad  hoc  committee  on  malpractice  and  have 
ranged  from  position  papers  on  new  notions  of  adjudication 
to  computerized  processes  for  the  Medical  Liability  Mutual 
Insurance  Company.  We  have  been  of  service  to  other 
divisions  and  committees  that  have  been  directly  involved 
in  surveys  concerning  the  malpractice  issues  and  have  been 
able  to  statistically  analyze  results  for  the  Society. 

12 —  Paramedics:  A growing  concern  among  doctors 
and  consumers,  coupled  with  the  pros  and  cons,  of  utilizing 
the  services  of  paramedics,  nurse  practitioners  and  phy- 
sician assistants  has  led  to  a consensus  by  the  committee 
to  look  into  this  relatively  new  field.  The  intention  is  to 
explore  the  definitions  of  the  paramedic’s  role  in  order  to 
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protect  the  consumer  and  physician.  While  the  services 
of  a paramedic  may  be  greatly  beneficial  to  the  individual 
physician’s  practice,  there  must  be  a well  defined  line  of 
demarcation  between  the  paramedic  and  physician  resul- 
tant from  their  differing  education  and  training.  Our 
study  does  not  attempt  to  discredit  this  field  of  health 
service  but  rather  to  take  an  objective  look  at  it  in  rela- 
tionship to  the  needs  of  the  consumer  and  physician,  to 
possibly  provide  an  additional  sphere  of  health  services  to 
the  community. 

13 —  Physician  Distribution:  The  study  of  the  distri- 
bution of  physicians  continues  to  be  of  ongoing  concern  to 
this  committee.  The  uneven  distribution  of  medical  care 
within  the  State  is  of  prime  importance  and  with  research 
statistics,  areas  in  need  of  health  care  could  be  made 
available.  This  would  greatly  aid  the  recent  medical 
graduate,  physicians  wishing  to  relocate,  medical  groups, 
serve  as  an  indicator  for  the  universities  and  in  general 
reshape  the  entire  Statewide  health  services  picture.  Past 
experience  and  information  coming  from  the  RMPs  and 
CHPs  have  indicated  completely  inaccurate  statistical 
information;  thus  there  is  a vital  need  for  a physician  dis- 
tribution study  based  on  both  geographic  and  demographic 
and  socioeconomic  indicators. 

14 —  Position  Policy  Manual:  At  the  insistence  of  the 
Committee  on  Research  and  Planning,  action  was  taken  by 
the  Council  to  establish  a position  policy  manual.  This  will 
afford  us  all  a clarity  of  thought  on  important  matters  and 
topical  issues.  At  this  time,  specialists  are  pooling  their 
knowledge  to  compile  the  manual  which  will  make  state- 
ments in  diverse  areas. 

15 —  Resource  List:  It  has  been  an  ongoing  interest  of 
the  Committee  on  Research  and  Planning  to  coordinate  all 
special  interest  groups  within  the  medical  community  so 
that  there  is  a more  comprehensive  and  cohesive  unit 
providing  better  health  service  to  the  general  public.  It 
is  felt  that  a contributing  factor  to  this  end  would  be  the 
inception  of  a resource  list  of  medical  specialists  who  have 
extensive  knowledge  on  special  subjects  and  special  issues. 
The  concept  of  a resource  list  would  be  to  use  the  resource 
people  with  this  knowledge  as  a pool  of  information  for  use 
by  various  committees  within  the  Medical  Society.  The 
knowledge  coming  from  this  group  would  help  to  clarify 
issues  and  would  increase  and  create  a wider  scope  of  un- 
derstanding from  which  decisions  could  be  made  and  also 
for  continuing  education  of  the  entire  membership.  This 
proposal  was  presented  to  the  Council  at  the  December 
18th  meeting  and  was  found  to  be  acceptable.  It  is  now 
awaiting  administrative  direction  and  implementation  by 
the  division. 

In  addition  to  the  above  projects  which  were  directives 
to  the  division  from  the  committee,  there  are  a number  of 
assignments  which  affect  the  internal  mechanics  of  the 
Society.  They  concern  personnel  in  areas  of  insurance 
benefits,  the  revamping  of  payroll  and  accounting  systems, 
tasks  which  have  been  undertaken  by  staff  in  regard  to 
computer  methods  which  deal  with  health  care  while  not 
directly  affecting  membership,  and  a myriad  of  other  re- 
sponsibilities. Due  to  limited  staff  and  pressing  needs  we 
are  always  in  a position  of  determining  priorities.  The 
committee’s  recommendation  for  these  priorities  are: 

1.  One  of  the  most  immediate  pursuits  is  that  of 

MSSNY’s  own  inhouse  data  processing  facilities.  A 

report  substantiating  this  need  will  be  made  available 

for  release  soon.  The  demand  for  services  by  local  so- 
cieties has  necessitated  the  expansion  of  our  data  pro- 


cessing utilization.  The  establishment  of  a fast,  accu- 
rate record  keeping  system  would  be  of  equal  benefit 
on  both  a county  and  State  level.  The  possibilities  for 
sophisticated  information  being  made  available  at  a 
moments  notice  would  be  productive  for  membership, 
continuing  education,  statistical  records,  survey  infor- 
mation, resource  people,  and  much  more. 

2.  The  idea  of  the  corporate  triage  could  only  en- 
hance the  workings  of  the  State  Society  and  aid  the  in- 
dividual member.  The  establishment  of  subsidiary 
organizations  produces  greater  monetary  input  which 
affords  so  many  more  advantages  to  the  Society  in  the 
fields  of  research,  programs,  continuing  education,  and 
membership  benefits.  We  feel  the  implementation  of 
such  a venture  will  offset  many  of  the  expenses  that  are 
now  borne  by  the  membership. 

3.  Physician  Distribution  should  be  a vital  area  of 
concern  to  our  committee.  We  would  like  to  work  in 
concert  with  the  counties  but  will  also  gather  informa- 
tion from  the  community  regarding  its  needs.  After 
our  investigation  we  would  like  to  pass  our  findings 
along  to  the  Scientific  Activities  Division  for  imple- 
mentation in  their  manpower  placement.  We  need  to 
formulate  the  mechanics  of  a more  accurate  assess- 
ment of  health  care  in  this  State;  both  what  is  provided 
and  what  is  needed,  and  as  a committee,  we  wish  to 
pursue  this. 

Respectfully  submitted, 

Paul  M.  DeLuca,  M.D.,  Chairman 


ADVISORY  COMMITTEE  TO  THE 
AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS,  NEW  YORK  STATE  SOCIETY, 
INC . 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  members  of  the  Advisory  Committee  to  the  Amer- 
ican Association  of  Medical  Assistants,  New  York  State 


Society,  Inc.,  are  as  follows: 

Edward  C.  Rozek,  M.D.,  Chairman  Erie 

Anthony  F.  Fragola,  M.D Suffolk 

Carl  C.  Sanscoie,  M.D Monroe 


The  1975  Annual  Meeting  of  the  Association  was  held 
in  April,  1975  in  Tarrytown,  New  York.  State  Senator 
Joseph  R.  Pisani  gave  a very  informative  resume  of  the 
malpractice  situation  in  New  York  State  and  Senator  John 
D.  Calandra,  as  well  as  George  T.  C.  Way,  M.D.,  spoke  to 
the  members. 

The  1976  meeting  was  held  in  April,  1976,  at  the  Inter- 
national Hotel  at  J.  F.  Kennedy  airport.  At  the  April  1976 
meeting,  Ralph  S.  Emerson,  M.D.,  spoke  to  the  medical 
assistants  about  malpractice  insurance  and  the  importance 
of  the  medical  assistants  getting  involved  in  all  aspects  of 
malpractice,  legislative  and  in  the  doctor-assistant-patient 
relationship.  Henry  I.  Fineberg,  M.D.,  also  addressed  the 
association,  speaking  primarily  on  the  importance  of  ed- 
ucation. 

As  education  is  one  of  the  prime  objectives  of  the  asso- 
ciation, both  on  the  National  and  State  level,  several  edu- 
cational seminars  were  held  in  the  past  two  years  in  addi- 
tion to  the  extensive  educational  program  presented  at  the 
Annual  National  Meeting  held  in  Louisville  in  October, 
1975. 
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The  national  association  continues  to  grow  and  recog- 
nition of  the  association  is  spreading.  The  importance  of 
the  association  is  emphasized  by  its  acceptance  by  nu- 
merous schools  throughout  the  country  seeking  accredi- 
tation by  the  American  Association  of  Medical  Assistants. 
Also  significant  has  been  the  desirability  of  the  medical 
assistants  to  become  certified  with  over  3000  assistants 
taking  their  certification  examination  in  1976.  This  cer- 
tification is  becoming  more  important,  as  in  some  states 
physicians  will  not  hire  a medical  assistant  unless  the  as- 
sistant is  certified,  as  insurance  companies  are  asking  this 
as  a condition  for  malpractice  coverage.  In  view  of  this, 
a program  of  continued  education  in  the  clinical  and  ad- 
ministrative fields  is  now  being  prepared  nationally. 

For  these  reasons,  the  advisors  strongly  recommend  that 
physicians  not  only  encourage  and  even  insist  that  their 
medical  assistants  become  members  of  the  association  and, 
if  possible,  become  certified.  To  promote  this  concept,  the 
advisors  reiterate  their  recommendations  that  the  Medical 
Society  of  the  State  of  New  York  urge  its  members  to  pay 
all  or  part  of  the  medical  assistants  organization  dues  and 
further,  that  the  physicians  encourage  and  advise  their 
assistants  to  attend  the  meetings  and  educational  seminars 
throughout  the  State. 

The  advisors  also  strongly  recommend  that  the  Medical 
Society  of  the  State  of  New  York  continue  to  show  its  ex- 
cellent cooperation  with  American  Association  of  Medical 
Assistants,  to  provide  communication  facilities  for  the 
American  Association  of  Medical  Assistants  and  to  supply 
office  space  and  storage  space  for  the  association  as  here- 
tofore. 

Respectfully  submitted, 

Edward  C.  Rozek,  M.D.,  Chairman 


DISTRICT  BRANCHES 
First  District  Branch 


To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  First  District  Branch,  through  its  Coordinating 
Council,  attempted  to  cope  with  the  myriad  and  evermore 
complicated  problems  facing  the  physician,  with  varying 
degrees  of  success.  Many  of  these  problems  are  typical  of 
those  challenging  organized  medicine  nationally,  such  as 
malpractice,  and  some  are  peculiar  to  the  New  York  City 
metropolitan  area  and  require  local  solutions.  However, 
the  purpose  of  my  report  is  not  to  discuss  these  details,  but, 
perhaps,  to  suggest  a more  effective  means  of  achieving 
solutions. 

Unfortunately,  and  for  various  reasons,  there  is  often 
great  difficulty  in  achieving  unanimity  of  effort,  due  pri- 
marily to  the  fact  that  the  component  medical  societies  are 
independent  entities,  and  their  individual  actions  in  sup- 
porting decisions  of  the  Coordinating  Council  are  unpre- 
dictable. They  are  not  bound  by  decisions  made,  and 
unless  a matter  is  uncontroversial  may  or  may  not  endorse 
them  at  the  local  level.  This  leads  to  intense  and  exciting 
debates  which  are  regrettably  often  unproductive  in  terms 
of  meaningful  action. 


The  suggestion  at  this  time  would  be  for  the  component 
medical  societies  to  yield  some  of  their  independence  by 
delegating  authority  to  the  Coordinating  Council  and 
agreeing  to  abide  by  and  implement  the  decisions  of  the 
Council.  This  is  in  effect  the  relationship  of  the  compo- 
nent societies  to  MSSNY,  and  it  would  certainly  increase 
the  effectiveness  of  the  Coordinating  Council  if  a similar 
relationship  were  developed. 

Respectfully  submitted, 

Isaiah  Gross,  M.D.,  President 


Eighth  District  Branch 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Annual  Meeting  of  the  8th  District  Branch  of  the 
Medical  Society  of  the  State  of  New  York,  1975,  was  held 
in  conjunction  with  the  Joint  Annual  Convention  of  the 
Seventh  & Eighth  District  Branches  held  this  year  at  the 
Granit  Hotel,  Kerkonkson,  New  York  on  October  2, 
1975. 

At  the  business  session,  the  1974  Annual  Report  was 
approved  as  published;  and  the  financial  report,  prepared 
by  the  auditing  firm  of  Lathan,  Lumsden,  McCormick  and 
Company  was  accepted. 

The  following  scientific  socioeconomics  sessions  were 
held: 

I.  The  Future  of  the  Private  Sector  of  Medicine  in 
the  Next  Decade — Robert  P.  Whalen,  M.D.,  Commis- 
sioner, New  York  State  Department  of  Health,  Alba- 
ny, New  York  and  William  Munier,  M.D.,  Acting  Di- 
rector, Office  of  Professional  Standards  Review,  U.S. 
Public  Health  Service. 

II.  Acupuncture — Fact  or  Fancy — Ross  Markello, 
M.D.,  Professor  of  Anesthesiology,  State  University  of 
New  York  at  Buffalo;  Director,  Department  of  Anes- 
thesiology, E.  J.  Meyer  Memorial  Hospital,  Buffalo, 
New  York  and  Lillian  Liebtr,  Ph.D.,  Qualified  Scien- 
tist in  Neuropsychology,  E.  J.  Meyer  Memorial  Hospi- 
tal, Buffalo,  New  York. 

III.  PSRO  Update — Bernard  M.  Reen,  M.D., 
Chairman  of  Board  of  Directors,  Erie  Region  PSRO, 
Inc.,  and  William  L.  Craver,  M.D.,  President,  Genesee 
Region  PSRO,  Inc. 

IV.  Report  on  the  Medical  Society  of  the  State  of 
New  York  by  Ralph  S.  Emerson.  M.D.,  President  of 
Medical  Society  of  the  State  of  New  York 

The  subject  matter  and  the  speakers  were  excellent 
and  we  are  looking  forward  to  continuing  joint  convoca- 
tions of  the  7th  and  8th  District  Branches  in  the  years 
ahead. 
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Just  one  year  ago,  our  endorsed  insurance  administra- 
tors, the  Charles  J.  Sellers  Company  contacted  nearly  100 
insurance  companies  and  finally  succeeded  in  obtaining 
a replacement  carrier  to  insure  our  District  Branch  Pro- 
gram of  Umbrella  Liability  Protection.  Now,  one  year 
later  we  have  been  informed  of  the  withdrawal  from  the 
malpractice  insurance  market  of  the  current  reinsuring 
company.  Our  insurance  administrator  has  surveyed  the 
world’s  insurance  market  for  a replacement  carrier  and  to 
this  date  has  not  been  successful  in  locating  one.  This 
matter  has  been  brought  to  the  attention  of  the  Superin- 
tendent of  Insurance  of  the  State  of  New  York  and  we  are 
awaiting  further  developments. 

Our  district  delegate  attended  the  annual  meeting  of  the 
House  of  Delegates,  Medical  Society  of  the  State  of  New 
York  in  March,  and  the  two  special  meetings  held  there- 
after; and  we  were  represented  at  the  Special  Meeting  held 
in  Rochester,  Ne<v  York,  November  14-16,  1975. 

Our  county  medical  societies  in  the  District  Branch  area 
have  worked  cooperatively  with  the  Medical  Society  of  the 
State  of  New  York  throughout  the  year  in  relation  to  the 
medical  malpractice  insurance  crisis.  We  stand  ready  to 
be  of  further  service  to  the  Medical  Society  of  the  State  of 
New  York  whenever  called  upon. 

Respectfully  submitted, 
Paul  Sum,  M.D.,  President 


NINTH  DISTRICT  BRANCH 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  annual  meeting  of  the  Ninth  District  Branch  was 
held  on  March  10  and  11,  1975,  at  the  Americana  Hotel, 
New  York  City,  during  the  annual  convention  of  the 


Medical  Society  of  the  State  of  New  York.  Leonard  S. 
Weiss,  M.D.,  Second  Vice-President,  presided. 

It  was  reported  that  there  are  no  women  on  the  Council 
of  the  State  Medical  Society  and  George  T.  C.  Way,  M.D., 
nominated  Katharine  L.  Friedmann,  M.D.  as  a junior  of- 
ficer from  the  Ninth  District  Branch.  This  recommen- 
dation was  unanimously  seconded. 

Mr.  Stephen  Leighton,  medical  student,  presented  the 
following  three  resolutions  for  discussion: 

1.  Resolution  75-134,  Student  Organization  Needs 
Funds 

2.  Resolution  75-135,  Committee  to  Setup  a Pro- 
gram in  Preceptorships  Needs  Funding 

3.  Resolution  75-125,  Problem  of  conflicts  in 
scheduling  of  meetings. 

The  consensus  of  those  present  was  that  dues  for  medi- 
cal students  would  defeat  interest  in  the  State  Society  since 
students  cannot  afford  dues.  The  question  of  more 
meetings  between  students  and  the  district  branch  was 
discussed. 

Charles  Weller,  M.D.,  discussed  the  National  Health 
Planning  and  Resources  Development  Act  of  1974,  Public 
Law  93-64,  and  the  Health  Planning  Group  for  West- 
chester which  includes  the  six  neighboring  counties. 

Doctor  Way  discussed  the  effect  of  the  recommendations 
in  the  Hughes  Report  regarding  the  Ninth  District 
Branch. 

Samuel  Wagreich,  M.D.,  appeared  before  the  delegates 
and  spoke  regarding  his  election  as  vice-speaker. 

The  delegates  recommended  that  resolutions  prepared 
by  the  Medical  Society  of  the  State  of  New  York  for  the 
delegates  be  color-coded  for  easier  reference  and  filing. 

Respectfully  submitted, 
Burton  Allyn,  M.D.,  President 
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GENERAL  INSURANCE 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  General  Insurance  is  composed  of  the 
following  members: 

Bernard  J.  Hartnett,  M.D.,  Chairman Cayuga 

Leonard  J.  Barron,  M.D Broome 

Renzo  S.  Basili,  M.D Kings 

Daniel  Friedman,  M.D Suffolk 

John  G.  Hamilton,  M.D Monroe 

Herbert  E.  Joyce,  M.D Erie 

Jack  Lehman,  M.D Queens 

Robert  M.  George,  M.D Oneida 

John  Alan  Ramsdell,  M.D Westchester 

Thomas  J.  Sheehy,  Jr.,  M.D Nassau 

The  Committee  on  General  Insurance  is  pleased  to  an- 
nounce that  thus  far  a supplemental  Group  Life,  Disability 
Income  and  Professional  Overhead  Expense  program  have 
been  successfully  implemented.  Approximately  5,000 
participants  have  enrolled  in  the  programs  thus  far.  A 
supplemental  Inhospital  Indemnity  and  an  Accidental 
Death  and  Dismemberment  Insurance  program  have  been 
approved  and  are  in  the  process  of  being  implemented. 
The  underwriting  company,  the  Continental  Insurance 
Group,  has  advised  us  that  a substantial  volume  of  insur- 
ance has  been  written  at  the  County  level.  In  part,  this  is 
due  to  the  supplemental  nature  of  the  State  programs. 
Therefore,  all  the  programs  should  be  stronger  because  of 
the  larger  number  of  physician  members  enrolled. 

The  committee  has  spent  much  time  researching  a 
Pension  Program  for  the  membership  and  has  made  their 
recommendation  to  the  Council  for  their  approval  which 
is  pending. 

The  committee  is  continuing  to  research  personal  and 
professional  forms  of  insurance  for  the  membership  in- 
cluding major  medical  and  such  casualty  lines  as  Group 
Auto  and  Homeowners  Insurance.  However,  at  this  time 
the  underwriting  market  for  casualty  and  liability  insur- 
ance is  extremely  limited. 

Your  chairman  would  like  to  thank  the  members  of  his 
committee  who  have  contributed  a considerable  amount 
of  their  time  and  energy  to  the  work  of  this  committee. 

Also,  I would  like  to  thank  Bernard  M.  Jackson,  C.L.U., 
and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  assis- 
tance. 

Respectfully  submitted, 

Bernard  J.  Hartnett,  M.D.,  Chairman 

MEMBERSHIP  BENEFITS 

To  the  House  of  Delegates,  Ladies  and  Gentlemen: 

The  Committee  on  Membership  Benefits  is  composed 


of  the  following  members: 

Edward  T.  Mulligan,  M.D.,  Chairman  Monroe 

Vincent  Geraci,  M.D Kings 

J.  Conrad  Greenwald,  M.D Nassau 

Karl  Neumann,  M.D Queens 


Francis  Z.  Reinus,  M.D New  York 

The  Committee  on  Membership  Benefits  is  continually 
exploring  all  areas  and  means  to  supply  the  membership 
with  meaningful  programs  befitting  the  image  of  the 
Medical  Society  of  the  State  of  New  York,  consisting  of 
quality  goods  and  services,  at  specially  negotiated  prices 
and  fees. 

This  past  year  the  following  new  membership  benefits 
were  introduced: 

. . . Avis  Car  Rental  and  Car  Leasing  with  special  dis- 
counts and  services  to  our  members. 

. . . Chemical  Bank  set  up  a special  financial  program 
for  members  of  MSSNY. 

...  A Physicians  Travel  Club  has  been  established  for 
assistance  to  our  group. 

. . . Specially  negotiated  prices  with  one  of  the  world’s 
largest  distributors  of  Waterford  Crystal  for  the 
membership — imported  directly  from  Waterford, 
Ireland. 

. . . Reduced  prices,  through  the  Society  Club  set  up  for 
physician  members,  at  leading  restaurants  in  New 
York  City,  theaters  and  sporting  events. 

. . . Substantial  discounts  on  appliances,  furniture  and 
major  items  (with  a lowest  price  guarantee), 
through  a large  wholesale  purchasing  organiza- 
tion. 

. . . Another  leasing  and  car  buying  company  was  ap- 
proved by  Council  to  enable  our  membership  to 
enjoy  competitive  prices  on  leasing,  and  major 
savings  on  the  purchase  of  all  types  of  cars,  foreign 
or  domestic,  at  substantial  savings,  through  the 
Carann  Leasing  Corporation  of  Westbury,  New 
York.  Prices  on  new  cars  are  close  to  wholesale  and 
are  delivered  anywhere  in  the  State. 

. . . Special  discounts  ranging  up  to  45%  on  medical  texts 
and  genera]  interest  books  were  arranged  with  the 
Macmillan  Publishing  Company. 

. . . The  Encyclopedia  Britannica  Company  has  agreed 
to  give  our  physician  members  various  bonus  fea- 
tures and  additional  consideration  when  they  apply 
for  this  publication. 

Thousands  of  our  members  have  enthusiastically  re- 
sponded to  these  programs. 

The  committee  will  continue  to  develop  the  theme 
“Membership  Pays,  It  Does  Not  Cost.”  This  philosophy 
will  make  it  economically  feasible  for  a physician  to  belong 
to  the  Society.  In  addition,  these  programs  should  be  an 
aid  in  recruiting  new  members. 

Your  chairman  would  like  to  thank  the  members  of  his 
committee  for  the  time  and  energy  they  devoted  to  this 
committee. 

In  addition,  I would  like  to  thank  Bernard  M.  Jackson, 
C.L.U.,  and  his  secretary,  Mrs.  Sylvia  Frank,  for  their  staff 
assistance. 

Respectfully  submitted, 

Edward  T.  Mulligan,  M.D.,  Chairman 
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New  from 
Lilly/ Dista  Research 

NALFON 

fenoprvfen  catium 


A new 

nonsteroidal  agent 
for  relief  of  the 
signs  and  symptoms 
of  rheumatoid 
arthritis 


See  following  pages  for  prescribing  information. 


NALFON 

fenoprofen  calcium 

...reduces  the  pain 
and  inflammation 
of  rheumatoid  arthritis* 
...and  it  is  well 
tolerated 

New  propionic  acid  derivative 

NALFON  (fenoprofen  calcium) 

300-mg.f  Pulvules 

• Relieves  arthritic  pain 

• Reduces  inflammation 

• Improves  function  and  mobility 

• Well  tolerated 

• Chemically  unrelated  to  aspirin, 
indomethacin,  phenylbutazone,  or 
corticosteroids 


600472 


iJDdISTA 


*The  safety  and  effectiveness  of  Nalfon  have  not  been  established 
in  those  rheumatoid  arthritis  patients  who  are  designated  by  the 
American  Rheumatism  Association  as  Functional  Class  IV  [largely 
or  wholly  incapacitated  with  patient  bedridden  or  confined  to  wheel- 
chair, permitting  little  or  no  self-care). 

tPresent  as  345  9 mg  of  the  calcium  salt  of 
fenoprofen  dihydrate  equivalent  to  300  mg  fenoprofen 


Description:  Pulvules®  Nalfon®  (fenoprofen  cal- 
cium, Dista)  for  oral  administration  contain  feno- 
profen calcium  as  the  dihydrate  in  an  amount 
equivalent  to  300  mg.  of  fenoprofen.  Nalfon  is  a 
nonsteroidal,  anti-inflammatory  drug.  Chemically  it 
is  a propionic  acid  derivative. 

The  structural  formula  is  as  follows: 


Calcium  dl-2-(3-phenoxyphenyl)  propionate  dihy- 
drate. 

Nalfon  is  a white  crystalline  powder,  soluble  in 
U.S.P  ethanol  (95%)  to  the  extent  of  approxi- 
mately 15  mg. /ml.  at  25  C°;  slightly  soluble  in 
water,  and  insoluble  in  benzene. 

The  pKa  of  Nalfon  is  4.5  at  25°  C. 

Clinical  Pharmacology:  Nalfon  is  a nonsteroidal, 
anti-inflammatory,  anti-arthritic  compound.  In  ani- 
mal systems,  it  also  shows  analgesic  and  anti- 
pyretic activity.  Its  mode  of  action  is  unknown.  In 
patients  with  rheumatoid  arthritis,  the  anti- 
inflammatory action  of  Nalfon  has  been  shown  by  a 
reduction  in  joint  swelling,  a reduction  in  pain, 
a reduction  in  the  duration  of  morning  stiffness,  a 
reduction  in  disease  activity  as  assessed  by  both 
the  investigator  and  the  patient,  and  by  increased 
mobility  as  demonstrated  by  a reduction  in  the 
number  of  joints  with  limited  motion.  Its  action  is 
not  mediated  through  the  adrenal  gland.  There  is 
no  evidence  that  Nalfon  alters  the  progressive 
course  of  the  underlying  disease. 

To  further  demonstrate  the  anti-inflammatory 
activity  of  Nalfon  in  humans,  the  emergence  and 
degree  of  erythemic  response  were  measured  in 
adult  male  volunteers  exposed  to  ultraviolet  irradi- 
ation. The  effects  of  Nalfon,  aspirin,  and  indo- 
methacin were  compared  separately  with  those  of 
placebo.  All  three  drugs  demonstrated  a nti- 
erythemic  activity.  The  results  in  humans  con- 
firmed the  anti-inflammatory  activity  found 
in  animals. 

Nalfon  has  been  shown  to  inhibit  prostaglandin 
synthetase  isolated  from  bovine  seminal  vesicles. 
Reproduction  studies  in  rats  have  shown  Nalfon 
to  be  associated  with  prolonged  labor  and  difficult 
parturition  when  given  during  late  pregnancy. 
Evidence  suggested  that  this  may  be  due  to  de- 
creased uterine  contractility  resulting  from  the 
inhibition  of  prostaglandin  synthesis. 

Under  fasting  conditions,  Nalfon  is  rapidly 
absorbed,  achieving  peak  plasma  levels  of  50  meg. 
per  ml.  within  two  hours  of  oral  administration  of 
600  mg.  doses.  Good  dose  proportionality  was 
observed  between  200  mg.  and  600  mg.  in  fasting 
male  volunteers.  The  plasma  half-life  is  approxi- 
mately 3 hours  Approximately  90%  of  a single 
oral  dose  is  eliminated  within  24  hours  as  feno- 
profen glucuronide  and  4'-hydroxyfenoprofen  glu- 
curonide,  the  major  urinary  metabolites  of  feno- 
profen. Fenoprofen  is  highly  bound  (99%)  to  albumin. 

The  coadministration  of  aspirin  decreases  the 
biologic  half-life  of  fenoprofen  due  to  an  increase 
in  metabolic  clearance  which  results  in  a greater 
amount  of  hydroxylated  fenoprofen  in  the  urine. 
Although  the  mechanism  of  interaction  between 
fenoprofen  and  aspirin  is  not  totally  known, 
enzyme  induction  or  displacement  of  fenoprofen 
from  plasma  albumin  binding  sites  are  possibilities 
Chronic  administration  of  phenobarbital,  a known 
enzyme  inducer,  may  be  associated  with  a decrease 
in  plasma  half-life  of  fenoprofen.  Clinical  signifi- 
cance of  these  interactions  is  not  known. 

The  concomitant  administration  of  antacid 
(aluminum  and  magnesium  hydroxide)  does  not 
interfere  with  absorption  of  Nalfon  Food  ingestion 
decreases  the  rate  and  extent  of  absorption  of 
Nalfon. 

With  single  doses  of  Nalfon  there  is  less  sup- 
pression of  collagen-induced  platelet  aggregation 
than  with  aspirin. 

Fenoprofen  shows  anti-inflammatory  effects  in 
rodents  by  inhibiting  the  development  of  redness 
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and  edema  in  acute  inflammatory  conditions  and  by 
reducing  soft-tissue  swelling  and  bone  damage 
associated  with  chronic  inflammation.  It  exhibits 
analgesic  activity  in  rodents  by  inhibiting  the 
writhing  response  in  mice  caused  by  the  introduc- 
tion of  an  irritant  into  the  peritoneal  cavity  and  by 
elevating  pain  thresholds  to  pressure  in  edematous 
hindpaws  of  rats.  In  rats  made  febrile  by  the  sub- 
cutaneous administration  of  brewer's  yeast,  feno- 
profen  produces  antipyretic  action.  These  effects 
are  characteristic  of  nonsteroidal,  anti-inflamma- 
tory, antipyretic,  analgesic  drugs. 

Indications  and  Usage:  Nalfon*  (fenoprofen  cal- 
cium. Dista)  is  indicated  for  relief  of  the  signs  and 
symptoms  of  rheumatoid  arthritis  It  is  indicated  in 
the  treatment  of  acute  flares  and  in  the  long-term 
management  of  the  disease.  The  safety  and  effec- 
tiveness of  Nalfon  have  not  been  established  in 
those  rheumatoid  arthritis  patients  who  are 
designated  by  the  American  Rheumatism  Associa- 
tion as  Functional  Class  IV.  (Incapacitated,  largely 
or  wholly  bedridden,  or  confined  to  wheelchair; 
little  or  no  self-care  ) Improvement  in  patients 
treated  with  Nalfon  for  rheumatoid  arthritis  has 
been  demonstrated  by  a reduction  in  joint  swelling, 
a reduction  in  pain,  a reduction  in  the  duration  of 
morning  stiffness,  a reduction  in  disease  activity 
as  assessed  by  both  the  investigator  and  the 
patient,  and  by  increased  mobility  as  demonstrated 
by  a reduction  in  the  number  of  joints  with  limited 
motion. 

In  clinical  studies  in  patients  with  rheumatoid 
arthritis.  Nalfon  has  been  shown  to  be  comparable 
to  aspirin  in  controlling  the  aforementioned  meas- 
ures of  disease  activity  but  the  frequency  of  the 
milder  gastrointestinal  adverse  effects  (nausea, 
dyspepsia)  and  tinnitus  was  less  than  in  aspirin- 
treated  patients.  It  is  not  Known  whether  Nalfon 
causes  less  peptic  ulceration  than  aspirin. 

In  some  patients  Nalfon  has  been  used  in  com- 
bination with  gold  salts  or  corticosteroids  Studies 
have  been  inadequate  to  demonstrate  whether  Nal- 
fon adds  any  improvement  in  patients  maintained 
on  gold  salts  or  corticosteroids.  Whether  Nalfon 
could  be  used  in  conjunction  with  partially  effective 
doses  of  corticosteroid  for  a "steroid-sparing" 
effect  has  not  been  adequately  studied  The  use  of 
Nalfon  in  combination  with  salicylates  is  not  recom- 
mended because  there  is  no  evidence  to  dem- 
onstrate that  Nalfon  would  produce  any  additional 
effect  beyond  that  produced  by  aspirin  alone. 
Further,  there  is  evidence  that  aspirin  increases  the 
rate  of  excretion  of  Nalfon. 

There  have  been  no  studies  in  children;  there- 
fore the  safety  and  effectiveness  of  Nalfon  in 
children  are  unknown. 

Contraindications:  Nalfon  is  contraindicated 
in  patients  who  have  shown  hypersensitivity  to  it. 

Because  the  potential  exists  for  cross  sensitivity 
to  aspirin  and  other  nonsteroidal,  anti-inflam- 
matory drugs,  Nalfon  should  not  be  given  to 
patients  in  whom  aspirin  and  other  nonsteroidal, 
anti-inflammatory  drugs  induce  the  symptoms  of 
asthma,  rhinitis,  or  urticaria. 

Warnings:  Nalfon  should  be  given  under  close 
supervision  to  patients  with  a history  of  upper 
gastro-intestinal  tract  disease  and  only  after  con- 
sulting the  ‘ADVERSE  REACTIONS”  section. 
Gastro-intestinal  bleeding,  sometimes  severe,  has 
been  reported  in  patients  receiving  Nalfon. 

In  patients  with  active  peptic  ulcer  and  active 
rheumatoid  arthritis,  attempts  should  be  made 
to  treat  the  arthritis  with  nonulcerogenic  drugs, 
such  as  gold  If  Nalfon  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of 
ulcer  perforation  or  severe  gastrointestinal 
bleeding. 

In  subacute  and  chronic  studies  in  rats,  Nalfon 
caused  interstitial  nephritis,  glomerulonephritis 
and  renal  papillary  necrosis.  These  abnormalities 
were  dose-related  and  began  to  appear  at  doses 
approximating  the  human  dose.  In  chronic  studies 
in  monkeys  interstitial  nephritis  also  occurred  fol- 
lowing Nalfon  administration.  Although  this  was 
seen  at  doses  considerably  above  the  human  dose, 
lower  doses  were  not  studied  in  this  species.  Dur- 
ing the  course  of  the  clinical  trials  one  patient 
developed  renal  failure  and  died  with  a diagnosis 
of  septicemia,  bilateral  suppurative  pyelonephritis 


and  renal  papillary  necrosis  It  is  not  known 
whether  these  events  were  drug-related  A few 
patients  developed  mild  elevations  of  the  BUN 
during  Nalfon"  (fenoprofen  calcium,  Dista) 
therapy  Since  Nalfon  is  eliminated  primarily  by  the 
kidney,  the  drug  should  not  be  administered  to  pa- 
tients with  significantly  impaired  renal  function.  It 
is  desirable  to  perform  periodic  renal  function  tests 
in  all  patients  receiving  Nalfon 
Precautions:  In  chronic  studies  in  rats,  high  doses 
of  Nalfon  caused  elevation  of  serum  transaminase 
and  hepatocellular  hypertrophy  In  clinical  trials, 
some  patients  developed  elevation  of  serum  trans- 
aminase, LDH,  and  alkaline  phosphatase  which 
persisted  for  some  months,  and  usually,  but  not 
always,  declined  despite  continuation  of  the  drug 
The  significance  of  this  is  unknown  It  is  recom- 
mended that  periodic  liver  function  tests  be  per- 
formed in  patients  receiving  Nalfon  and  that  the 
drug  be  discontinued  if  abnormalities  occur. 

Tne  safety  of  this  drug  in  pregnancy  and  lacta- 
tion has  not  been  established  and  its  use  during 
these  events  is,  therefore,  not  recommended  Re- 
production studies  have  been  performed  in  rats 
and  rabbits  When  fenoprofen  was  given  to  rats 
during  pregnancy  and  continued  to  the  time  of 
labor,  parturition  was  prolonged  Similar  results 
have  been  found  with  other  nonsteroidal,  anti- 
inflammatory drugs  which  inhibit  prostaglandin 
synthetase 

In-vitro  studies  have  shown  that  fenoprofen, 
because  of  its  affinity  for  albumin,  may  displace 
from  their  binding  sites  other  drugs  which  are  also 
albumin  bound  and  may  lead  to  drug  interaction 
Theoretically,  fenoprofen,  as  well  as  other  non- 
steroidal. anti-inflammatory  agents,  could  likewise 
be  displaced  Patients  receiving  hydantoin,  sul- 
fonamides. or  sulfonylureas  should  be  observed 
for  signs  of  toxicity  to  these  drugs.  In  patients 
receiving  coumarin-type  anticoagulants,  the  addi- 
tion of  Nalfon  to  therapy  could  prolong  the  pro- 
thrombin time  Patients  receiving  both  drugs 
should  be  under  careful  observation 

In  patients  receiving  concomitant  Nalfon-steroid 
therapy,  any  reduction  of  steroid  dose  should  be 
gradual  to  avoid  the  possible  complications  of  sud- 
den steroid  withdrawal. 

Patients  with  initial  low  hemoglobin  values  who 
are  receiving  long  term  Nalfon  therapy  should 
have  a hemoglobin  determination  at  reasonable 
intervals. 

Peripheral  edema  has  been  observed  in  some 
patients  taking  Nalfon;  therefore.  Nalfon  should  be 
used  with  caution  in  patients  with  compromised 
cardiac  function. 

Studies  to  date  have  not  shown  changes  in  the 
eye  attributed  to  Nalfon  administration  However, 
because  of  adverse  eye  findings  in  animal  studies 
with  some  other  nonsteroidal  anti-inflammatory 
drugs,  it  is  recommended  that  ophthalmologic  studies 
be  carried  out  within  a reasonable  period  of  time 
after  starting  chronic  Nalfon  therapy  and  at  peri- 
odic intervals  thereafter 

Since  food  decreases  Nalfon  blood  levels,  the 
drug  should  be  given  30  minutes  before  or  two 
hours  after  meals  during  the  daytime. 

When  phenobarbital,  which  may  enhance  the 
metabolism  of  Nalfon,  is  added  or  withdrawn, 
Nalfon  dosage  adjustment  may  be  required. 

Caution  should  be  exercised  by  patients  whose 
activities  require  alertness  if  they  experience  cen- 
tral nervous  system  side  effects  from  Nalfon. 

Since  the  safety  of  Nalfon  in  patients  with  im- 
paired hearing  loss  has  not  been  established,  these 
patients  should  have  periodic  tests  of  auditory 
function  when  chronic  Nalfon  therapy  is  given. 

Nalfon  decreases  platelet  aggregation  and  pro- 
longs bleeding  time.  Patients  who  may  be  adversely 
affected  by  prolongation  of  the  bleeding  time 
should  be  carefully  observed  when  Nalfon  is  ad- 
ministered. 

Adverse  Reactions:  Digestive  System 

The  most  common  type  of  adverse  reaction 
concerned  the  gastro-intestinal  system.  Dyspepsia 
occurred  most  frequently,  being  observed  in  about 
one  out  of  seven  patients.  Other  adverse  reactions 
in  descending  order  of  frequency  were:  constipa- 
tion, nausea,  vomiting,  abdominal  pain,  anorexia, 
occult  blood  in  the  stool,  diarrhea,  flatulence,  and 
dry  mouth. 


Three  instances  of  peptic  ulceration  and/or 
gastro-intestinal  hemorrhage  that  may  have  been 
due  to  the  drug  and  four  instances  in  which  drug 
relationship  was  questionable  were  observed  in 
3,391  individuals  to  whom  the  drug  was  admin- 
istered for  periods  of  time  ranging  up  to  165  weeks. 

In  less  than  2%  of  patients  the  drug  was  dis- 
continued because  of  adverse  gastro-intestinal 
reactions. 

Skin  and  Appendages 

The  most  common  adverse  effect  was  pruritus 
which  was  seen  in  about  one  out  of  ten  patients 
Other  adverse  reactions  were:  rash,  increased 
sweating,  and  urticaria 

In  about  1%  of  patients  Nalfon*  (fenoprofen 
calcium , Dista ) was  discontinued  due  to  an  adverse 
effect  related  to  the  skin. 

Nervous  System 

The  most  frequent  adverse  reaction  observed 
was  somnolence  which  occurred  in  about  one  out 
of  seven  patients.  Other  adverse  effects  which 
occurred  less  frequently  were:  dizziness,  tremor, 
confusion,  and  insomnia. 

Nalfon  was  discontinued  in  less  than  0.2%  of 
patients  because  of  these  side  effects. 

Special  Senses 

The  most  common  adverse  reaction  was  tin- 
nitus which  was  seen  in  about  one  out  of  ten 
patients  Other  reactions  observed  in  descending 
order  of  frequency  were  blurred  vision  and  de- 
creased hearing 

In  about  0 2%  of  patients  Nalfon  was  discon- 
tinued due  to  adverse  effects  related  to  the  special 
senses. 

Cardiovascular 

The  most  frequent  adverse  event  observed  was 
palpitations.  This  was  noted  in  about  one  out  of  25 
patients  Tachycardia  was  observed  less  frequently. 

In  less  than  0 5%  of  patients  Nalfon  was  dis- 
continued due  to  cardiovascular  adverse  reactions. 

Laboratory 

Anemia  was  noted  in  about  one  out  of  500 
patients.  One  patient  required  discontinuation  of 
Nalfon  therapy  due  to  anemia  Increase  in  alkaline 
phosphatase,  LDH,  and  SGOT  were  observed. 
("See  Precautions!’) 

Miscellaneous 

Headache  was  seen  in  about  one  out  of  seven 
patients.  Less  frequently  observed  in  descending 
order  of  frequency  were:  nervousness,  asthenia, 
dyspnea,  peripheral  edema,  fatigue,  malaise,  dysuria. 
Overdosage:  No  specific  information  is  available 
on  the  treatment  of  overdosage  with  Nalfon.  If  it 
should  occur,  standard  procedures  to  evacuate 
gastric  contents  and  to  support  vital  functions 
should  be  employed.  Since  Nalfon  is  acidic  and  is 
excreted  in  the  urine,  it  may  be  beneficial  to  ad- 
minister alkali  and  induce  diuresis.  Furosemide 
(Lasix*)  did  not  lower  blood  levels. 

Dosage  and  Administration:  For  the  initial  treat- 
ment of  rheumatoid  arthritis,  the  recommended 
oral  dose  is  600  mg  four  times  a day.  Although 
improvement  may  be  seen  in  a few  days  in  many 
patients,  an  additional  two  to  three  weeks  may  be 
required  to  gauge  the  full  benefits  of  therapy  The 
dosage  should  be  adjusted  in  accordance  with  the 
patent's  condition  and  changes  in  disease  activity. 
Daily  dosage  larger  than  3200  mg.  is  not  recom- 
mended Nalfon  should  be  administered  30  min- 
utes before  or  at  least  two  hours  after  meals.  If 
gastro-intestinal  complaints  occur,  administer  Nal- 
fon with  meals  or  milk. 

There  have  been  no  studies  in  children;  there- 
fore, the  safety  and  effectiveness  of  Nalfon  in 
children  are  unknown. 

How  Supplied:  Pulvules  Nalfon,  300  mg.  (equivalent 
to  fenoprofen),  are  supplied  in  bottles  of  60  and 
500  (No.  416).  They  are  yellow  and  ocher  in  color 
The  identi-Code®  (formula  identification  code, 
Dista)  symbol  is  H77. 
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□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 


Percodan 


□ oxycodone,  the  principal  ingredient 
of  Percodan®  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning: 
May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning  May 
be  habit  forming),  224  mg.  aspirin.  160  mg.  phenacetm.and  32  mg.  caffeine 


□ 


one  tablet 


q .6  h*  “See  dosage  and  administration  section  of  Brief  Summary 

Whenever  an  APC/narcotic  is  indicated. 


DESCRIPTION  Each  yellow,  scored  tablet  contains  4 50  mg  oxy- 
codone HCl  (Warning  May  be  habit  forming)  0.38  mg  oxyco- 
done terephthalate  (Warning:  May  be  habit  forming).  224  mg 
aspirin  160  mg  phenacetin,  and  32  mg  caffeine 
INDICATIONS  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin 
phenacetin  or  caffeine 

WARNINGS  Drug  Dependence  Oxycodnne  can  produce  drug 
dependence  of  the  morphine  type  and.  therefore,  has  the  potential 
for  being  abused.  Psychic  dependence,  physical  dependence  and 
tolerance  may  develop  upon  repeated  administration  of 
PERCODAN'  and  it  should  be  prescribed  and  administered  with 
the  same  degree  of  caution  appropriate  to  the  use  of  other  oral 
narcotic-containing  medications  Like  other  narcotic-containing 
medications,  PERCODAN'  is  subject  to  the  Federal  Controlled 
Substances  Act 

Usage  in  ambulatory  patients  Oxycodone  may  impair  the  mental 
and  or  physica1  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery.  The 
patient  using  PERCODAN  • should  be  cautioned  accordingly 
Interaction  with  other  central  nervous  system  depressants 
Patients  receiving  other  narcotic  analgesics  general  anesthetics 
phenothiazines,  other  tranquilizers,  sedative-hypnotics  or  other 
CNS  depressants  (including  alcohol)  concomitantly  with 
PERCODAN'  may  exhibit  an  additive  CNS  depressidn.  When  such 
combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents 
should  be  reduced 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not  been  estab- 
lished 'elative  to  possible  adverse  effects  cn  fetal  development 
Therefore  PERCODAN'  should  not  be  used  in  pregnant  women 
unless  in  the  judgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 

Usage  in  children  PERCODAN*  should  not  be  administered  td 
children.  PERCOOAN'-Demi.  containing  half  the  amount  of  oxy- 
codone can  be  considered  iSee  product  prescribing  information 
lor  PERCODAN '-Demi  ) 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities 


PRECAUTIONS  Head  injury  and  increased  intracranial  pressure 

The  respiratory  depressant  effects  of  narcotics  and  their  capacity 
to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exagger- 
ated in  the  presence  of  head  injury . other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure  Furthermore  nar- 
cotics produce  adverse  reactidns  which  may  obscure  the  clinical 
course  of  patients  with  head  injuries 

Acute  abdominal  conditions  The  administration  of  PERCODAN' 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions 
Special  risk  patients  PERCODAN'  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothyroid- 
ism, Addison  s disease,  and  prostatic  hypertrophy  or  urethral 
stricture 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken 
in  excessive  amounts  for  a long  time 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse 
reactions  include  light-headedness,  dizziness,  sedation,  nausea 
and  vomiting  These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients,  ana  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation 
and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adjusted 
according  to  the  severity  of  the  pain  and  the  response  of  the 
patient.  It  may  be  occasionally  necessary  to  exceed  the  usual  dos- 
age recommended  below  in  cases  of  more  severe  pain  or  in  those 
patients  who  have  become  tolerant  to  the  analgesic  effect  of  nar- 
cotics PERCODAN'  is  given  orally.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERCODAN’  may  be  additive  with  that  of  other  CNS  depressants 
See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the 
uricdsuric  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVEROOSAGE  Signs  and  Symptoms  Serious 
overdose  with  PERCODAN'  is  characterized  by  respiratory 


depression  (a  decrease  in  respiratory  rate  and'or  tidal  volume. 
Cheyne-Stokes  respiration,  cyanosis),  extreme  somnolence  pro- 
gressing to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension.  In 
severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and 
death  nay  occur.  The  ingestion  of  very  large  amounts  of 
PERCODAN*  may.  in  addition,  result  in  acute  salicylate  intoxica- 
tion 

Treatment  Primary  attention  should  be  given  to  the  re-establish- 
ment of  adequate  respiratory  exchange  through  provision  of  a pat- 
ent airway  and  the  institution  of  assisted  dr  controlled  ventilation. 
The  narcotic  antagonists  naloxone,  nalorphine  or  levallorphan  are 
specific  antidotes  against  respiratory  depression  which  may  result 
from  overdosage  or  unusual  sensitivity  to  narcotics,  including 
oxycodone  Therefore,  an  appropriate  dose  of  one  of  these  antag- 
onists should  be  administered  preferably  by  the  intravenous 
route,  simultaneously  with  efforts  at  respiratory  resuscitation. 
Since  the  duration  of  action  of  oxycodone  may  exceed  that  of  the 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  of  the  antagonist  should  be  adminis- 
tered as  needed  to  maintain  adequate  respiration. 

An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression. 
Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive 
measures  should  be  employed  as  indicated 
Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug 
Of  A Order  Form  Reouired. 

PERCODAN  * is  a registered  trademark  of  Endo.  Inc. 
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Fontana,  V.  J.:  Child  abuse  in  megalopolis,  New  York 
State  J.  Med.  76: 1799  (Oct.)  1976. 

The  incidence  of  abused  and  neglected  children  has  been 
increasing  at  the  rate  of  15  to  20  per  cent  throughout  the 
country.  A more  dramatic  increase  has  become  evident, 
particularly  in  our  large  cities  during  a period  of  Fiscal  crisis. 
Perhaps,  this  in  part  can  well  be  attributed  to  the  cutbacks 
in  necessary  preventive  and  treatment  programs  such  as 
day  care  and  health  care,  and  other  family-oriented  in- 
tervention services  for  those  in  need;  unemployment;  and 
the  consequential  added  stresses  in  an  already  stressful 
environment.  It  has  been  shown  that  child-abuse  pre- 
ventive and  treatment  programs  in  a large  city  can  be 
successful;  and  therefore,  every  effort  must  be  made  to 
ensure  support  of  existing  programs  and  the  implemen- 
tation of  others. 

Detwiler,  C.  K.,  Frenette,  J.  P.,  and  Chiroff,  R.  T.: 

Ankle  arthrodesis;  fifteen  years’  experience,  New  York 
State  J.  Med.  76: 1803  (Oct.)  1976. 

Twenty-two  patients  who  had  32  procedures  to  achieve 
arthrodesis  of  the  ankle  were  personally  evaluated  by  the 
authors.  Fifteen  of  the  22  patients  were  ultimately  satis- 
fied with  the  result.  The  lateral,  transFibular  approach  was 
successful  in  only  1 of  9 initial  attempts,  while  the  anterior 
approach  was  successful  in  6 of  9 fusions.  The  use  of  iliac 
crest  graft  seemed  to  promote  union. 

Collipp,  P.  J.,  Gupta,  K.  K.,  and  Beller,  E.:  Achondro- 
plasia; parental  age,  New  York  State  J.  Med.  76:  1810 
(Oct.)  1976. 

It  has  been  common  practice  recently  to  include 
achondroplasia  among  the  inherited  conditions  associated 
with  increased  paternal  age.  We  have  reviewed  the  liter- 
ature on  this  question  and  added  data  from  35  typical  cases 
being  followed  here.  Our  controls  were  children  with 
constitutional  growth  delay,  familial  short  stature,  and 
hypopituitarism.  The  data  from  our  own  cases,  and  the 
other  published  studies,  indicate  that  both  mothers  and 
fathers  of  achondroplastic  children  are  older  than  control 
parents.  Mother’s  age  for  all  reported  studies  was  3.86 
years  older  than  the  controls,  and  father’s  age  was  5.63 
years  older. 

Influence  of  treatment  with  diet  alone 
on  OGTT  and  plasma  sugar 
and  insulin  levels  in  patients 
with  maturity-onset  diabetes  mellitus 

Of  118  newly  diagnosed  maturity-onset  diabetes  pa- 
tients, 95  per  cent  showed  some  improvement  in  glucose 
tolerance  two  months  after  start  of  dietary  treatment  alone, 
and  59  per  cent  had  achieved  adequate  diabetic  control  by 
that  time.  It  is  concluded  that  diet  alone  should  be  the 
first-line  management  for  patients  in  this  category.  Doar, 
J.  W.  H.,  et  al. : Lancet  1: 1263  (June  7)  1975 
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Fourth  Official  Postgraduate 
Acupuncture  Course 
November  3rd  to  7th,  1976 

The  NEW  YORK  SOCIETY  OF  ACUPUNCTURE  FOR 
PHYSICIANS  AND  DENTISTS,  Inc.  will  give  its 
fourth  Postgraduate  Course  in  Acupuncture  for 
advanced  and  beginner  students  at  the  New  York 
University  Medical  Center  November  3rd  to  7th, 
1976.  Approved  by  New  York  State  Boards  for 
Medicine  and  Dentistry  for  50  credit  hours.  Write 
for  application  to: 

S.  J.  Yue,  M.D.,  Secretary 
New  York  Society  of  Acupuncture 
for  Physicians  and  Dentists 
115  East  61st  St. 

New  York,  N.Y.  10021 
or  phone  mornings  212-245-4737 
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WALLACE  LABORATORIES 
Division  of  Carter-Wolloce,  Inc 
Cranbury,  New  Jersey  08512 


The  promise  of  Soma 
in  the  low-back  patient: 
relief  of  discomfort... 
improved  function 

In  3 double-blind,  randomized,  placebo-controlled  studies' 3 of  patients  with  acute, 
painful  musculoskeletal  disorders  affecting  the  back,  Soma  helped  effect... 

# significant  relief  of  discomfort,  stiffness  and  other  symptoms 

# significant  improvement  in  range  of  motion  as  measured  by  ob|ective  tests  of  function. 
Add  Soma  to  your  standard  regimen  for  low-back  disorders... and,  if  necessary, 

add  your  choice  of  analgesic.  Then  let  your  patient  report  the  results. 

In  acute,  painful  low-back  disorders 

Soma  350 

(carisoprodol)  350  mg  tablets 

for  measurable  relief 


Indications:  Carisoprodol  is  indicated  os  on  adjunct  to  rest,  physical  therapy,  ond  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculoskeletal  conditions. 

Contraindications:  Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds  such  as 
meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions  Rarely,  extreme  weakness,  transient  quadriplegia,  dizziness,  ataxia,  temporary  vision  loss,  diplopia, 
mydriasis,  dysarthria,  agitation,  euphoria,  confusion  and  disorientation  have  appeared  within  minutes  or  hours  of  the  first  dose. 

These  usually  subside  in  several  hours  but  supportive  and  symptomatic  therapy,  including  hospitalization,  may  be  necessary 
Pregnancy  ond  Lactation  Safe  use  not  established;  weigh  potential  benefts  against  potential  hazards  in  pregnancy,  nursing  mothers 
(concentrations  in  breast  milk  are  two  to  four  times  that  in  plasma),  or  women  of  childbearing  potential. 

Children  Under  Twelve  Not  recommended. 

Potentially  Hazardous  Tasks  Driving  a motor  vehicle  or  operating  machinery. 

Additive  Effects  Effects  of  carisoprodol  and  alcohol,  other  CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence  Use  cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System  Drowsiness,  dizziness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  depressive 
reactions,  syncope,  insomnia,  idiosyncratic  reaction  (see  "Warnings"). 

Allergic  or  Idiosyncratic  In  previously  unexposed  patients,  these  are  usually  seen  after  1-4  doses  ond  include  rash,  erythema 
multiforme,  pruritus,  eosinophilic,  fxed  drug  eruption  with  cross  reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  and  anaphylactoid  shock  may  be  manifestations  of  severe  reactions. 

In  such  cases,  stop  carisoprodol  and  initiate  appropriate  treatment  (e  g , epinephrine,  antihistamines,  corticosteroids). 

Cardiovascular  Tachycardia,  postural  hypotension,  facial  flushing. 

Gastrointestinal  Nausea,  vomiting,  hiccup,  epigastric  distress. 

Hematologic  Leukopenia  and  pancytopenia  (on  carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at  bedtime. 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  depression,  and,  very  rarely,  death.  The  effects  of  an  overdosage  of 
carisoprodol  and  alcohol  or  other  CNS  depressants  or  psychotropic  agents  can  be  additive  even  when  one  of  the  drugs  has  been 
taken  in  the  usual  recommended  dosage  Empty  stomach,  treat  symptomatically;  cautiously  give  respiratory  assistance,  CNS 
stimulants,  pressor  agents  as  needed.  Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kidney.  Diuresis  and  dialysis  have 
been  used  successfully  with  related  drug  meprobamate.  Carefully  monitor  urinary  output;  avoid  overhydration;  observe  for  possible 
relapse  due  to  incomplete  gastric  emptying  and  delayed  absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

1.  Hindle,  T.H.  Ill:  Calif.  Med.  1177  (Aug.)  1972,  2,3.  Unpublished  Data  on  file,  Medical  Department,  Wallace  Laboratories,  Cranbury,  N.J. 
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Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


Infectious  diseases 


With  this  issue  of  the  New  York  State  Journal 
of  Medicine  we  launch  a new  series  of  informative, 
up-to-date,  articles  on  “state  of  the  art”  in  the  area 
of  infectious  diseases.  The  purpose  will  be  to  review 
diagnosis,  pathogenesis,  and  treatment  of  infectious 
diseases  in  such  a fashion  as  to  be  useful  to  the 
practicing  physician  and  to  help  insure  the  optimal 


care  for  patients  with  infection.  We  are  pleased  that 
Louis  Weinstein,  M.D.,  distinguished  physician  and 
researcher,  professor  of  medicine  at  both  Tufts  and 
Harvard  Medical  Schools,  and  currently  with  the 
Division  of  Infectious  Diseases,  Peter  Bent  Brigham 
Hospital,  has  consented  to  open  this  series. 

GERALD  T.  KEUSCH,  M.D. 


The  threat  of  regulatory  power  in  government 


We  are  right  proud,  and  have  every  right  to  be, 
that  our  government  is,  and  always  has  been,  one  of 
laws,  not  men.  The  trouble  is  that  the  present  big- 
ness of  government  has  changed  some  of  this,  and 
this  has  involved  medical  care.  This  change  has  in- 
vaded many  other  aspects  of  our  lives;  particularly 
is  the  physician’s  professional  life  being  encroached 
on  by  an  ever-growing,  inner  new  distinctive  regu- . 
latory  hierarchy  that  continues  to  pervade  and  ex- 
pand throughout  the  Federal  government. 

This  invisible  inner  government  enjoys  so  much 
autonomy  that  it  is  untouchable,  and  really  is  both 
beyond  as  well  as  within  our  government.  Officially 
this  aspect  of  government  is  part  of  the  executive 
branch,  but  this  is  not  as  things  were  conceived  by  the 
founding  fathers. 

We  refer  to  the  regulatory  agencies  which  have 
been  multiplying  at  the  rate  of  more  than  one  a year 
over  the  past  decade.  Their  power  over  the  people 
is  significant,  and  yet  in  this  instance,  their  authority 
is  in  inverse  relationship  to  their  public  account- 
ability. Unlike  members  of  Congress  and  the  Pres- 
ident, the  “regulators”  are  appointed  and  are  not 
elected.  Also,  unlike  the  Federal  judiciary,  no  uni- 
form route  of  appeal  prevails  from  their  decrees. 

Although  the  agency  heads  are  appointed  by  the 
President  and  are  confirmed  by  Congress,  the  actual 
regulations  are  likely  to  be  prepared  by  anonymous 
civil  servants.  In  addition  to  being  functional  arms 
of  the  executive  branch,  the  agencies  also  often  ac- 
tually become  powerful  legislators  and  even 
judges. 

Last  year  the  regulatory  logbook — The  Federal 
Register — carried  60,221  pages  of  single-spaced  fine 
print,  a “gain”  of  some  14,000  pages  over  1974. 


These  tomes  of  paper  are  virtually  as  much  law  as  any 
act  of  Congress. 

The  regulations  fought  by  the  American  Medical 
Association — for  example,  the  original  two  sets  of 
regulations  on  Utilization  Review  and  the  Maximum 
Allowable  (Drug)  Cost  rules — did  not  just  implement 
law,  they  actually  created  it. 

Why  have  the  agencies  gained  such  a vast  amount 
of  legislative,  judicial,  and  administrative  power? 

One  reason  is  that  Congress,  in  its  crush  of  work, 
enacts  loose,  pliant  legislation  that  the  “regulators” 
must  interpret  and  implement,  and  can  mold  some 
to  suit  their  own  purposes.  Another  reason  exists  in 
the  Administration  Procedure  Act,  whose  ground 
rules  for  the  agencies  are  amenable  to  being  either 
overutilized  or  evaded,  whichever  suits  the  objectives 
and  wishes  of  the  “regulator.” 

Overregulation  has  been  getting  plenty  of  appre- 
hensive attention  lately,  from  the  media,  the  business 
world,  the  White  House,  and  also  in  the  very  Con- 
gress that  enabled  the  power  to  grow  as  it  has.  The 
American  Enterprise  Institute  for  Public  Policy 
Research  has  just  announced  the  establishment  of 
a research  center,  with  a blue-ribbon  advisory 
council,  to  study  government  regulation. 

But  the  first  general  need  is  to  get  the  Adminis- 
trative Procedure  Act  amended,  so  that  the  regula- 
tors will  have  to  pay  more  respect  to  orderly  and  or- 
thodox government  processes  and  to  all  those  being 
regulated. 

Bills  to  strengthen  the  process  of  citizen  input  into 
new  regulations  are  receiving  attention  in  both 
houses  of  Congress.  AMA  bills  are  among  those  re- 
ceiving consideration.  In  the  House  of  Represen- 
tatives a bill  (HR  12048)  sponsored  by  Representa- 
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tive  Walter  Flowers  of  Alabama  is  ready  for  floor 
action.  HR  12048  (Flowers)  would  require  Federal 
agencies  to  provide  longer  periods  of  time  for  the 
public  to  comment  on  proposed  regulations.  Con- 
stitutional questions  regarding  the  power  of  Congress 
to  review  regulations  have  stalled  action  on  this  Bill. 
HR  10301  (Kindness);  S 3385  (Mathias),  the  AMA 
proposal  to  reform  administrative  procedures,  are  in 


committee  in  their  respective  Houses. 

Physicians  are  acutely  aware  of  the  impact  of  un- 
realistic regulations  on  the  quality  of  medical  care  by 
Federal  programs.  The  Flowers  bill  and  the  others 
represent  a real  hope  for  improving  the  writing  of 
regulations  by  administrative  authority  as  well  as  the 
promulgation  and  implementation  of  same. 

A.A.A. 


^=5 


a 


“Believe  me,  Mrs.  Bennet — to  me  you’re  nothing  more  than  a pile  of  skin,  bones,  and  chemicals.” 
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Scientific  Articles 


Child  Abuse  in 
Megalopolis 

VINCENT  J.  FONTANA,  M.D. 

New  York  City 

Medical  Director  and  Pediatrician-in-Chief,  New  York  Foundling 
Hospital  Center  for  Parent  and  Child  Development;  Professor  of 
Clinical  Pediatrics,  New  York  University  College  of  Medicine; 
and  Chairman,  Mayor’s  Task  Force  on  Child  Abuse  and  Neglect 
of  the  City  of  New  York 


In  the  past  several  years,  we  have  seen  a dramatic 
increase  in  the  reported  incidences  of  child  abuse  and 
neglect;  this  increase  has  been  particularly  noted  in 
New  York  City.  The  New  York  City  Central  Reg- 
istry’s1 statistical  report  of  abuse  or  neglect  allega- 
tions for  the  period  from  January,  1975,  to  December, 
1975,  showed  a dramatic  increase,  especially  in  the 
abuse  category:  a total  of  25,631  cases  of  child  mal- 
treatment were  reported  in  1975  as  compared  with 
a total  of  21,807  in  1974.  This  social-medical  prob- 
lem has  assumed  critical  proportions  in  New  York, 
a city  with  a large  drug-addicted  population,  alco- 
holism, unemployment,  and  the  stressful  living 
conditions  of  the  ghettos. 

Environmental  factors 

In  any  large  city  such  as  New  York  many  people 
are  found  to  be  ill  with  a sickness  that  is  often  asso- 
ciated with  the  environment  in  which  they  live.  The 
unbelievable  strains  created  by  poverty,  hunger,  ra- 
cism, poor  housing,  drug  addiction,  alcoholism,  and 
marital  problems  often  result  in  an  isolated  human 
despair.  The  poor  quality  of  the  environment  causes 
the  less-privileged  parent  to  enter  into  the  depths  of 
depression,  anger,  and  a momentary  craziness  that 
can  lead  to  child  neglect,  child  abuse,  and  child  bat- 
tering. 

Our  urban  neighborhoods  are  no  longer  neigh- 
borhoods in  the  true  sense  of  the  word,  and  with  the 


The  incidence  of  abused  and  neglected  children  has 
been  increasing  at  the  rate  of  15  to  20  per  cent 
throughout  the  country.  A more  dramatic  increase 
has  become  evident,  particularly  in  our  large  cities 
during  a period  of  fiscal  crisis.  Perhaps,  this  in  part 
can  well  be  attributed  to  the  cutbacks  in  necessary 
preventive  and  treatment  programs  such  as  day  care 
and  health  care,  and  other  family-oriented  inter- 
vention services  for  those  in  need:  unemployment; 
and  the  consequential  added  stresses  in  an  already 
stressful  environment.  It  has  been  shown  that 
child-abuse  preventive  and  treatment  programs  in 
a large  city  can  be  successful;  and  therefore,  every 
effort  must  be  made  to  ensure  support  of  existing 
programs  and  the  implementation  of  others. 


loss  of  any  kinship  networks,  families  are  becoming 
more  fragmented.  Contributing  to  this  loss  of  family 
stability  and  relationships  are  the  facts  that  half  our 
school-age  children  have  mothers  who  work  outside 
the  home;  2 out  of  every  5 children  born  in  the  1970s 
live  in  a single-parent  family  for  a good  part  of  their 
early  childhood;  and  divorce  and  separation  have  led 
parents  to  rear  children  without  any  or  with  little 
support  from  a spouse.  If  this  trend  continues,  the 
extended  family  will  soon  become  a rarity,  resulting 
in  more  aberrant  forms  of  deviant  parental  behavior 
leading  to  the  ill-treatment  of  children. 

In  New  York  City,  with  a population  of  1,633,000 
in  1976,  there  was  an  unemployment  rate  of  11.7  per 
cent.  Poverty  is  one  of  the  powerful  forces  that  can 
lead  to  the  development  of  a frustrating  parent  ex- 
perience that,  in  turn,  leads  to  further  fragmentation 
of  family  life.  In  New  York  City  in  1970,  1 out  of 
every  5 children  under  eighteen  years  of  age  (464,000) 
lived  in  families  with  incomes  below  the  poverty  level. 
Of  these  children,  3 out  of  5 lived  in  families  headed 
by  a female  parent.  Nearly  half,  44  per  cent,  of  this 
city’s  poor  children  were  Negroes,  and  a third  of  the 
city’s  poor  children  were  Puerto  Rican. 

Minority  groups 

The  problems  of  a large  megalopolis,  therefore, 
deal  in  great  part  with  the  problems  of  the  minority 
groups,  particularly  the  Negroes,  of  whom  there  are 
1 million  in  Los  Angeles  and  1 million  in  New  York; 
they  constitute  a major  human  element  of  contem- 
porary ghetto  living  today.  Negroes  and  Puerto 
Ricans  remain  a significant  majority  in  the  New  York 
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City  ghetto  population  today,  many  of  whom  have 
been  exploited,  oppressed,  dehumanized,  and  are 
drug-addicted  and  alcoholic.  Under  these  stressful 
circumstances  is  there  any  question  why  parents  can 
and  oftentimes  do  react  against  their  social  ills, 
thereby  creating  an  environment  that  may  result  in 
child  abuse?  This  is  not  to  say  that  child  abuse  is 
only  a ghetto  problem  or  a problem  of  the  under- 
privileged, whether  they  be  black  or  Puerto  Rican  or 
white,  but  it  does  reveal  the  fact  that  with  poverty  all 
stressful  situations  surrounding  the  lives  of  an  indi- 
vidual become  more  critical.  In  the  megalopolis, 
poverty  can  force  human  beings  to  lose  their  self  es- 
teem, tempers,  dignity,  and,  with  that,  their  re- 
sponsibility for  those  in  their  charge,  especially  their 
own  children. 

Responsibility  of  health-care  system 

In  a large  city,  both  the  social  relevance  and  the 
quality  of  life  experienced  question  the  responsibility 
of  the  health-care  system  in  improving  the  medical 
delivery  services  that  will  allow  parents  to  provide 
sufficient  care  for  the  normal  growth  and  develop- 
ment of  their  children.  This  type  of  adequate  health 
care  is  not  possible  unless  the  bureaucracy  of  any 
large  city  is  willing  to  address  itself  to  the  existing 
social  problems  that  surround  the  people  served. 
The  health  system  of  any  large  city,  particularly 
when  dealing  with  the  underprivileged  and  the  poor, 
may  be  fraught  with  many  difficulties  and  in  many 
areas  may  not  be  able  to  respond  to  the  needs  of  the 
poor  who  are  in  urgent  need  of  high-quality  medical 
preventive  and  treatment  care. 

What  has  been  done  in  past  years  has  been  to 
provide  some  more  resources,  some  more  demon- 
stration projects,  and  perhaps  some  more  changes  of 
attitudes  in  the  delivery  of  medical  care.  However, 
with  all  these  efforts  there  have  been  no  large-scale 
advances  made  in  the  medical  care  provided  to  the 
ghetto  population. 

The  large  city  ghetto  is  fighting  a basic  inhumanity 
trait  of  society  and  an  American  culture  that  does  not 
always  recognize  the  urgent  needs  of  the  poor  even 
today.  This  is  a society  that  does  not  seem  to  care 
if  children  die  of  abuse;  it  continues  to  put  less  and 
less  value  on  life  and  greater  value  on  death  and 
murder.  What  are  the  solutions?  Perhaps,  and 
simply,  it  is  to  supply  reallocation  of  existing  re- 
sources and  a better  use  of  our  present  funding 
methods.  But,  it  is  really  not  this  simple.  To  do  this 
of  course  means  reevaluation  of  priorities  by  the  es- 
tablishment, such  as  political  expediency,  big-city 
bureaucracy,  vested  interests,  professional  interest 
groups,  and  the  entire  attitude  of  the  American 
people  toward  the  problem  of  the  abused  child  and 
the  child  abuser. 

Budget  funds 

It  is  difficult  to  predict  what  will  happen  in  New 
York  City  or  in  any  other  large  megalopolis  in  the 


future  with  the  existing  threats  and  cries  of  fiscal 
crisis  and  default.  When  any  city  arrives  at  the  brink 
of  fiscal  disaster,  a wide  range  of  medical  and  social 
programs  supported  by  state  and  city  funding  will 
necessarily  suffer  and  be  adversely  affected'  On  the 
other  hand,  crisis  can  bring  about  new  challenges  for 
finding  better  and  more  effective  ways  of  organizing 
health-service  delivery  systems  in  a more  economical 
manner.  When  dealing  with  preventive  treatment 
programs  in  the  area  of  child  maltreatment,  a lead- 
ership role  can  be  assumed  by  the  professionals 
dealing  with  child  welfare,  and  a giant  step  forward 
can  be  taken  toward  bringing  about  change  in  the 
present  ineffective,  burdening,  social-medical  sys- 
tems of  our  city  bureaucracy.  Only  in  this  way,  I 
believe,  can  we  possibly  look  forward  to  eradicating 
the  causes  responsible  for  child  maltreatment  in  the 
next  generation. 

No  child-abuse  preventive  and  treatment  com- 
munity program,  whether  it  be  in  an  urban  or  a rural 
area,  can  exist  without  adequate  funding.  When  city 
budgets  are  cut,  programs  suffer.  Those  that  suffer 
most  when  these  budgets  are  cut  are  the  programs  for 
the  underprivileged  and  the  deprived  in  the  ghetto 
areas  of  any  large  megalopolis.  It  is  clear  that  no 
child-abuse  preventive  and  treatment  program  can 
effectively  provide  services  without  the  necessary 
financial  ongoing  support.  Heifer  and  Kempe2  have 
emphasized  this  fact  by  stating:  “A  primary  social 
policy  gap  in  protective  services  is  the  insufficient 
appropriation  of  funds  necessary  to  provide  these 
services.  If  legislation  has  intended  to  assume  that 
such  services  will  be  funded  out  of  existing  budgets, 
the  true  facts  have  not  been  brought  to  their  atten- 
tion.” This  certainly  has  been  the  case  in  New  York 
City  and  is  probably  the  case  or  will  be  in  any  other 
large  city  in  the  United  States  in  the  years  to 
come. 

Funding  is  a major  obstacle  that  will  continue  to 
plague  those  concerned  with  the  programming  of 
treatment  and  preventive  programs  for  child  abuse 
especially  in  the  large  megalopolis.  Without  any 
realistic  increase  in  government  funding  for  children 
and  family  services,  and  without  establishing 
priorities  for  child  welfare  as  an  essential  service, 
protective  services  for  children  and  treatment  ser- 
vices for  parents  will  be  difficult  to  plan  and,  perhaps 
for  some,  will  continue  to  remain  unavailable. 

Locale  and  staff 

These  facilities,  whether  they  emanate  from  a 
center  or  from  the  community,  must  be  located  where 
the  needs  exist  and  where  paraprofessionals  can  be 
more  easily  enlisted  and  utilized.  We  already  know 
enough  about  the  role  of  the  paraprofessionals 
dealing  with  the  problem  of  child  abuse  and  their 
contributions  to  the  quality  and  success  of  any 
child-abuse  program,  especially  when  providing 
family-focused  programs  to  the  urban  poor. 

The  professionals,  as  well  as  the  paraprofessionals 
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who  are  involved  in  these  child-protective  programs, 
must  provide  the  proved  therapeutic  modalities  that 
will  help  bring  about  rehabilitation  of  the  parents 
and  the  modification  of  their  deviant  behavior.  This 
can  only  be  done  by  establishing  a continuum  of 
comprehensive,  multidisciplinary,  high-quality 
family  intervention  staffed  by  professionals  and 
paraprofessionals. 

Program 

In  1972,  we  developed  at  the  New  York  Foundling 
Hospital  Center  for  Parent  and  Child  Development 
in  New  York  City  a child-abuse  treatment  and  pre- 
vention program  to  deal  with  the  child  abusers  in  an 
urban  setting.3  Although  some  aspects  are  similar 
to  other  programs  in  the  nation,  it  does  have  unique 
components.  I describe  it  as  a successful,  thera- 
peutic approach  to  the  treatment  of  abusive  parents 
in  a large  city. 

This  program  is  an  innovative  approach  to  the 
problem  of  child  maltreatment  combining  psychi- 
atric, medical,  and  social  services  in  the  treatment  of 
the  mother,  or  the  family  wherever  possible,  and  the 
child.  It  is  the  only  comprehensive  in-  and  outpa- 
tient child-abuse  and  neglect  program  in  the  United 
States.  It  opened  in  September,  1972,  with  the  fol- 
lowing objectives:  ( 1 ) to  prevent  separation  of  par- 
ents and  child  whenever  possible;  (2)  to  prevent  the 
placement  of  children  in  institutions;  (3)  to  encourage 
the  attainment  of  self-care  status  on  the  part  of  the 
parents;  (4)  to  stimulate  the  attainment  of  self-suf- 
ficiency for  the  family  unit;  and  (5)  to  prevent  further 
abuse  or  neglect  by  removing  children  from  families 
who  show  an  unwillingness  or  inability  to  profit  from 
the  treatment  program. 

There  are  six  components  of  the  program:  (1)  a 
multidisciplinary  team  approach,  of  professionals 
and  nonprofessionals;  (2)  engagement  of  the  surro- 
gate mothers  or  lay  therapists,  (3)  “hotline”  or 
“lifeline”  service  for  crisis  situations;  (4)  inresident 
facility  for  mother  and  child;  (5)  Halfway  House,  an 
agency-operated  boarding  home  for  mother  and 
child;  and  (6)  outpatient  “I  Care”  program  providing 
family  supportive  services. 

The  multidisciplinary  team  provides  compre- 
hensive medical,  psychiatric,  and  social  services  to 
both  parents  and  child(ren).  The  psychiatrist, 
psychologist,  psychiatric  social  worker,  pediatrician, 
nurse,  child-care  worker,  housemothers,  and  para- 
professionals (social  work  assistants)  all  coordinate 
their  skills  and  expertise  in  providing  treatment, 
rehabilitation,  and  preventive  measures  through 
actual  demonstration  of  how  to  “mother”  while 
“being  mothered”  at  the  same  time. 

The  paraprofessionals  who  live  in  the  community 
from  which  the  patients  come  serve  as  the  surrogate 
mothers  to  the  patients.  They  mother  them  to  fill 
in  that  very  deprived  need  to  experience  how  to  be 
mothered  while  helping  them  learn  mothering 
skills. 


As  an  integral  element  of  the  surrogate-mother 
service,  a “hotline”  is  provided  for  use  between  these 
patients  and  the  surrogate  mothers;  this  makes 
communication  available  to  them  via  the  telephone 
or  a home  visit  when  the  patients  need  someone  to 
talk  to,  to  ventilate  their  feelings,  and  want  someone 
to  listen  to  them.  Thus,  instead  of  projecting  onto 
their  children  and  taking  it  out  on  them  in  the  form 
of  abuse,  they  have  the  surrogate  mothers  to  turn 
to. 

The  families  served  by  this  abusing  parent  and 
child  treatment  and  prevention  program  represent 
the  most  oppressed  segment  of  the  New  York  City 
population.  Living  in  the  most  depressed  areas  of 
the  city,  they  are  basically  isolated,  lonely,  poverty- 
stricken  people  from  completely  deteriorated  family 
situations. 

Whether  or  not  replication  of  this  model  program 
in  other  areas  of  the  country  will  result  in  successes 
similar  to  those  we  have  experienced  is  an  unan- 
swered question  at  the  present  time.  Also  unan- 
swered completely  is  the  question  of  what  aspects  of 
our  treatment  program  are  responsible  for  the  suc- 
cesses. It  is  fairly  well  accepted,  however,  and  has 
been  stated  by  Kempe  and  Heifer4  that  the  devel- 
opment of  these  preventive  programs,  whether 
agency  oriented  or  community  oriented,  for  the 
treatment  of  abused  and  neglected  children  must 
include  professionals  and  paraprofessionals  who  have 
been  trained  to  provide  the  necessary  teaching  and 
educational  methods  that  will  bring  about  better 
parenting  and  strengthening  of  the  family  unit. 
They  must  also  develop  methods  of  identifying 
families  in  need  as  well  as  some  specific  modalities 
for  intervention,  so  that  the  family  unit  may  remain 
intact  and  will  be  strengthened. 

Comment 

I do  not  believe  that  the  child-abuse  problems  in 
this  country  with  all  its  complexities  and  variations 
can  be  solved  by  any  one  single  approach  since  we  are 
dealing  not  only  with  a complex  problem  but  with  a 
multiplicity  of  human  personalities  and  motivations; 
just  as  there  is  no  one  cause  of  child  abuse,  there 
certainly  cannot  be  one  treatment.  We  will  need 
every  social,  medical,  and  governmental  resource 
working  collectively  in  the  future  if  we  are  to  control 
the  child-abuse  problem  effectively  in  any  commu- 
nity and,  for  that  matter,  in  this  country.  To  achieve 
any  amount  of  success,  massive  programs  on  par- 
enting and  family  care,  standardized  in  quality  with 
emphasis  on  prevention  and  early  detection,  must  be 
effectively  developed  by  the  medical-social  disci- 
plines responsible  for  child  welfare  in  this  country. 
The  fact  that  we  do  not  have  definitive  answers  to 
child-abuse  control  is  one  of  the  depressing  aspects 
of  the  problem  today.  However,  I do  believe  that 
clues  to  the  prevention  and  control  of  this  social- 
medical  disease  which  appears  to  be  increasing  in 
epidemic  proportions  are  beginning  to  surface  and 
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will  become  available  to  us  in  the  very  near  future. 
Instead  of  believing  that  we  always  will  be  limited  by 
the  knowledge  we  now  possess  we  should  involve 
ourselves;  we  should  engage  in  an  all-out  effort  to 
improve  not  only  the  effectiveness  of  our  presently 
existing  programs  but  also  must  find  solutions  for  the 
obstacles  encountered  in  their  implementation.  The 
task  is  before  us.  We  need  all  the  help  we  can  get 
from  social  workers,  health  professionals,  teachers, 
psychologists,  sociologists,  academicians,  and  gov- 
ernment. 

Office  of  the  Medical  Director 
The  New  York  Foundling  Hospital 
1175  Third  Avenue 
New  York,  New  York  10021 


Diagnostic  colonoscopy: 
assessment  of  clinical  indications 

Indications  for  fiberoptic  endoscopy  of  the  colon  were 
identified  by  critical  study  of  experience  with  276  consec- 
utive colonoscopic  examinations  over  an  eighteen-month 
period.  From  the  study,  the  authors  conclude  that  diag- 
nostic colonoscopy  is  indicated  in  patients  with  (1)  ab- 
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Ankle  Arthrodesis 
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Fusion  of  the  ankle  joint  has  proved  to  be  a difficult 
problem  to  generations  of  orthopedists;  this  is  veri- 
fied by  the  number  of  different  procedures  described 
to  effect  arthrodesis. 

Goldthwait1  first  described  the  transfibular  ap- 
proach in  1908.  Horwitz2  and  Adams3  have  made 
slight  modifications.  Generally,  a longitudinal, 
lateral  incision  is  made  at  the  ankle  joint  and  the 
fibula  osteotomized.  The  fibular  strut  graft  is  then 
applied  to  the  talus  and  tibia;  it  is  usually  held  in 
place  with  screws.  The  medial  side  is  not  opened. 
Adams3  reported  that  28  of  30  cases  showed  good 
results  with  the  transfibular  approach;  Horwitz2  used 
it  successfully  in  5 cases.  Kennedy4  reviewed  50 
ankle  fusions  in  which  the  transfibular  approach  was 
used  in  13  cases;  11  patients  had  good  results,  but  the 
last  7 cases  were  opened  medially  to  insert  a tibial  peg 
graft. 

Cramer,  Lasker,  and  W.C.  Campbell  described 
anterior  approaches  to  the  ankle  joint  which  involved 
sliding  a graft  from  the  tibia  into  the  talus.5  C.  J. 
Campbell,  Rinehart,  and  Kalenak6  devised  an  ante- 
rior approach  in  which  a slot  is  cut  in  the  tibia  and 
talus,  and  iliac  bone  graft  is  inserted  into  it.  Hatt 
and  Buttain  recommended  tibial  grafts  driven  into 
the  talus  through  a hole  in  the  plafond  from  an  an- 
terior approach.5 

Charnley'  first  described  a procedure  for  com- 
pression arthrodesis  of  the  ankle  in  1959;  15  of  his 
reported  19  cases  went  on  to  bony  fusion.  Ratliff8 
reviewed  59  compression  arthrodeses  in  which  54 
fused;  9 of  12  similar  procedures  fused  in  the  Alt- 
check9  series. 

The  authors  became  interested  in  the  problem  of 


Twenty-two  patients  who  had  32  procedures  to 
achieve  arthrodesis  of  the  ankle  were  personally 
evaluated  by  the  authors.  Fifteen  of  the  22  patients 
were  ultimately  satisfied  with  the  result.  The  lat- 
eral, transfibular  approach  was  successful  in  only  1 
of  9 initial  attempts  while  the  anterior  approach  was 
successful  in  6 of  9 fusions.  The  use  of  iliac  crest 
graft  seemed  to  promote  union. 


ankle  fusions  after  examining  several  patients  in  the 
orthopedic  clinic  of  the  U.S.  Veteran’s  Administra- 
tion Hospital,  Syracuse,  New  York,  who  had  unsat- 
isfactory results.  This  led  to  a review  of  all  the  ankle 
fusions  done  at  that  institution  from  January,  1960, 
to  January,  1975. 

Materials  and  results 

A total  of  28  patients  underwent  surgery  for  ankle 
fusions  from  January,  1960,  to  January,  1975.  Suf- 
ficient records  were  not  available  on  3 patients;  2 
patients  moved  postoperatively  and  were  lost  to 
follow-up,  and  1 patient  expired  two  weeks  after 
surgery.  This  patient  was  a forty-two-year-old 
woman  with  sickle-cell  anemia  who  had  cardiopul- 
monary arrest.  Therefore,  22  patients  who  had  32 
attempts  at  arthrodesis  were  included  in  this  study 
and  evaluated  by  the  authors.  All  surgical  proce- 
dures were  performed  by  orthopedic  residents  ro- 
tating from  Upstate  Medical  Center.  Three  differ- 
ent techniques  of  operations  were  used:  (1)  trans- 
fibular approach,  in  which  the  medial  aspect  of  the 
ankle  was  not  visualized;  (2)  anterior  approach,  with 
either  sliding  tibial  graft  or  iliac  crest-wedge  graft; 
and  (3)  Charnley  compression  arthrodesis. 

Trauma  was  the  primary  cause  for  the  ankle  fu- 
sion; 18  patients  had  painful  osteoarthritis  secondary 
to  fractures  of  the  ankle  joint.  Five  had  degenerative 
arthritis  after  gunshot  wounds.  One  patient  had  a 
clubfoot,  and  another  had  rheumatoid  arthritis. 
Four  patients  had  a triple  arthrodesis  prior  to  the 
ankle  fusion,  and  2 patients  had  subsequent  triple 
arthrodesis. 

The  pertinent  data  and  results  of  this  series  of 
patients  are  summarized  in  Tables  I and  II.  The  4 
patients  who  went  on  to  below-knee  amputations 
deserve  special  comment. 

Case  reports 

Case  15.  A thirty-eight-year-old  man  had  a fracture  of 
the  distal  tibia  and  fibula  that  resulted  in  painful  os- 
teoarthritis. In  1968,  he  underwent  ankle  fusion  via  the 
transfibular  approach.  A slotted  fibular  graft  was  applied 
to  the  talus  and  tibia  without  screws.  The  ankle  did  not 
fuse,  and  the  patient  had  an  anterior  fusion  with  iliac  crest 
graft  in  1969.  This  fusion  was  solid,  but  deep  infection 
developed  that  did  not  respond  to  antibiotics  and  de- 
bridement. Below-knee  amputation  was  done  in  1970. 
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TABLE  I.  Summary  of  32  arthrodeses  in  22  patients 


Case 

Num-  Age 
ber  (Years) 

Cause 

Type  of  Fusion 

Illiac  Bone 
Graft 

Fusion 

Failure 

Satisfied 

1* 

42 

Fracture 

Anterior;  trans- 

No;  no 

No;  yes 

Not  infected 

No;  yes 

2 

56 

Fracture 

fibular 

Anterior 

No 

Yes 

Yes 

3 

58 

Fracture 

Anterior  with 

No 

No 

Not  infected 

No 

4 

64 

Fracture 

compression 
Anterior  with 

No 

No 

Infected 

5* 

48 

GSWt 

compression 

Transfibular; 

No;  yes 

No;  yes 

Not  infected 

No;  yes 

6*.** 

50 

GSW 

anterior  with 
electric  stim- 
ulation 
Charnley 

No 

No 

Infected 

No 

7 

59 

Rhema- 

Transfibular 

No 

No 

Not  infected 

No 

8 

48 

toid 

arthritis 

Fracture 

Transfibular 

Yes 

No 

Not  infected 

No 

9 

32 

Fracture 

Fracture 

No 

Yes 

Yes 

10 

39 

GSW 

Anterior 

No 

Yes 

Yes 

11 

50 

Fracture 

Transfibular; 

No;  no 

No;  yes 

Not  infected 

No;  yes 

12 

50 

Fracture 

electric  stim- 
ulation 
Compression 

No 

Yes 

Yes 

13 

47 

Fracture 

Anterior; 

No;  no 

Yes;  yes 

Yes;  yes 

(Bilat- 

eral) 

14 

44 

GSW 

anterior 
Anterior;  trans- 

No;  no 

No;  yes 

Not  infected 

No;  yes 

15** 

38 

Fracture 

fibular 

Transfibular; 

No;  yes 

No;  yes 

Not  infected 

No;  yes 

16 

29 

Fracture 

anterior 

Transfibular; 

No;  yes 

No ; yes 

Not  infected 

No;  yes 

17** 

35 

Clubfoot 

anterior 
Anterior;  trans- 

No;  no 

No;  yes 

Infected 

No;  no 

18** 

54 

Fracture 

fibular 

Transfibular 

No 

No 

Not  infected 

No 

19 

40 

Fracture 

Transfibular; 

No;  no;  yes 

No;  no;  yes 

Not  infected ; 

No;  no;  yes 

20 

27 

Fracture 

anterior; 

anterior 

Compression 

No 

Yes 

not  in- 
fected 

Yes 

21* 

30 

Fracture 

Anterior 

Yes 

Yes 

Yes 

22 

39 

Fracture 

Anterior 

No 

Yes 

Yes 

* Prior  triple  arthrodesis. 
tGSW  = Gun  shot  wound. 

•♦Went  on  to  below-knee  amputation. 


TABLE  II.  Results  of  specific  fusions 


t Primary 

n t Secondary 

\ r Tertiary 

•\ 

Number 

Number 

Number 

of 

of 

of 

Type  of  Fusion 

Patients 

Yes 

No 

Patients 

Yes 

No 

Patients 

Yes 

No 

Transfibular 

9 

1 

8 

3 

3 

0 

Anterior 

9 

6 

3 

3 

2 

1 

i 

i 

6 

Compression  (Charnley) 

3 

2 

1 

Anterior  with  compres- 
sion 

i 

i 

Electric  stimulation 
alone 

l 

l 

Case  5.  A fifty-year-old  man  suffered  a gunshot  wound 
in  the  left  foot  and  ankle  in  1943.  In  1947,  he  underwent 
a triple  arthrodesis  for  painful  osteoarthritis.  This  was 
followed  by  several  episodes  of  drainage.  In  1968,  a revi- 
sion of  the  triple  was  performed.  In  1969,  he  was  hospi- 
talized twice  for  osteomyelitis.  Owing  to  persistent  pain 
in  the  ankle,  a compression  arthrodesis  was  done  in  Janu- 


ary, 1975.  There  had  been  no  drainage  for  six  months 
preoperatively.  When  the  pins  were  removed,  the  wound 
was  grossly  infected  down  to  the  talus.  The  infection  did 
not  clear,  and  below-knee  amputation  was  necessary. 

Case  18.  A fifty-four-year-old  man  suffered  a gunshot 
wound  in  the  left  ankle  during  World  War  II.  Subse- 
quently, he  had  2 fractures  of  the  ankle.  Painful  os- 
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teoarthritis  of  the  ankle  ensued,  and  he  had  a transfibular 
fusion  in  December,  1971.  The  fusion  did  not  unite,  and 
the  patient  requested  a below-knee  amputation  as  a de- 
finitive solution  to  his  problem.  This  was  done  in  De- 
cember of  1972. 

Case  17.  A thirty-five-year-old  man  with  a history  of 
childhood  talipes  equinovarus  had  pain  in  the  ankle  joint. 
In  1970,  he  underwent  an  anterior  sliding  graft  ankle  fusion 
which  was  complicated  by  infection.  He  had  a refusion 
done  in  1971  from  the  lateral  side  that  united.  He  con- 
tinued to  complain  of  persistent  pain  in  the  foot,  and  a 
triple  arthrodesis  was  done  in  early  1972.  Several  addi- 
tional hospitalizations  were  required  because  of  pain  in  the 
foot,  and  finally,  a below-knee  amputation  was  done  in  late 
1972.  A revision  of  the  stump  was  done  in  1974.  Alto- 
gether, the  patient  had  been  hospitalized  8 times  and  has 
undergone  5 surgical  procedures  in  five  years.  At  present, 
he  continues  to  complain  of  severe  pain  in  his  stump  and 
is  being  treated  with  transcutaneous  electric  stimulation 
in  an  attempt  to  relieve  this. 

With  successful  fusion  of  the  ankle  joint,  it  is 
commonly  assumed  that  increased  stress  is  placed  on 
the  subtalar  joints;  this  may  enhance  degenerative 
changes. 

Case  10.  A thirty-nine-year-old  man  underwent  ankle 
fusion  in  1961  for  degenerative  arthritis  secondary  to 
gunshot  wounds  suffered  in  the  Korean  War.  He  had  an 
anterior  sliding  fusion  that  was  stabilized  medially  and 
laterally  with  staples  (Fig.  1A).  Fusion  took  place.  A 
seven-year  follow-up  shows  subtalar  arthritis  and  solid 
ankle  fusion  (Fig.  IB).  He  has  stopped  playing  golf  owing 
to  subtalar  discomfort. 

When  lateral  fusions  failed,  the  foot  often  went  into 
valgus  deformity  as  shown  by  the  following  case  and  ra- 
diographs (Fig.  2A  and  B). 

Case  7.  A fifty-nine-year-old  man  had  rheumatoid  ar- 
thritis. He  underwent  transfibular  fusion  in  1972  that 


went  on  to  nonunion  with  valgus  deformity  of  the  foot  (Fig. 
2).  He  now  wears  an  orthosis  to  stabilize  his  ankle. 

The  following  case  is  presented  to  show  a good 
result  that  was  accomplished  after  2 attempts  at  ar- 
throdesis. 

Case  16.  A twenty-nine-year-old  man  suffered  a frac- 
ture of  the  lateral  malleus  in  1968.  The  fracture  was 
treated  with  a screw  across  the  tibiofibular  joint.  The 
patient  developed  degenerative  changes  in  the  ankle  joint 
as  shown  in  Figure  3A,  and  had  a transfibular  strut  into  the 
tibia,  as  seen  in  Figure  3B.  Fusion  did  not  occur,  and  the 
patient  had  a refusion  in  September  of  1974.  The  second 
fusion  attempt  was  done  by  opening  the  ankle  anteriorly 
and  inserting  iliac  bone  graft  into  a slot  in  the  tibia  and 
talus  (Fig.  3C).  Fusion  took  place,  and  the  patient  now  has 
a painless  ankle  and  has  returned  to  work  driving  a 
truck. 

Comment 

Hallock10  reviewed  a series  of  38  ankles  that  un- 
derwent arthrodesis  for  painful  degenerative  arthritis 
secondary  to  fractures  of  the  ankle;  30  of  38  fused, 
and  77  per  cent  of  the  patients  were  relatively  free  of 
pain.  He  used  an  anterior  approach  and  packed  the 
joint  with  bone  graft  from  the  tibia.  In  the  series  of 
190  fusions,  by  Lance  et  a/.,11  the  overall  rate  of 
nonunion  was  22  per  cent,  but  31  per  cent  of  the  pa- 
tients had  unsatisfactory  results;  a variety  of  methods 
were  used  for  arthrodesis,  and  he  stated  that  poor 
results  were  related  to  technical  errors,  neurologic 
disorders,  heterogenous  bone  grafts,  the  transfibular 
approach,  and  associated  triple  arthrodesis. 

In  the  present  series,  it  has  been  found  that  the 
transfibular  approach  did  not  give  good  results,  with 
only  1 fusion  in  9 attempts.  The  anterior  approach 
worked  fairly  well  with  6 of  9 initial  successes  and  2 
of  3 secondary  fusions.  There  were  too  few  com- 


FIGURE  1.  Case  10.  (A)  immediate  postoperative  roentgenograms.  (B)  Roentgenograms  made  seven  years  postarthrodesis. 
Note  prominent  beak  on  anterior  aspect  of  talus  as  well  as  narrowing  and  sclerosis  of  subtalar  joints. 
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FIGURE  2.  Case  7.  (A)  Three  months  after  transfibular 
fusion.  (B)  Roentgenogram  made  two  and  one-half  years 
after  arthrodesis  demonstrating  nonunion  and  valgus  position 
of  the  foot.  (C)  Lateral  view  two  and  one-half  years  after 
arthrodesis. 


pression  arthrodeses  to  evaluate  this  technique  ad- 
equately. The  use  of  iliac  bone  graft  seemed  to 
promote  fusion,  with  5 of  6 uniting  when  iliac  bone 
graft  was  used.  It  was  interesting  to  note  the  salvage 
of  2 nonunions  with  electric  stimulation.12 

The  lateral  approach  was  probably  unsuccessful 
because  the  medial  side  of  the  joint  was  not  visual- 
ized, and  the  articular  cartilage  was  not  removed 
from  that  surface.  The  procedure  described  by 
Campbell6  would  seem  to  offer  the  best  chance  of 
fusion,  since  the  joint  is  opened  anteriorly  and  iliac 
bone  graft  utilized.  The  entire  joint  can  be  visual- 
ized and  the  articular  cartilages  completely  denu- 
ded. 

Summary 

Thirty-two  operations  for  ankle  arthrodesis  were 


evaluated  on  22  patients  from  January,  1960,  to 
January,  1975,  at  the  U.S.  Veterans  Administration 
Hospital,  Syracuse,  New  York.  Fifteen  patients  were 
ultimately  satisfied  with  the  result.  Eight  patients 
underwent  a second  operation  after  an  initial  non- 
union, and  1 patient  had  a third  procedure  after  2 
nonunions.  Four  patients  had  below-knee  ampu- 
tations as  a final  procedure  after  unsuccessful  at- 
tempts at  fusion.  The  lateral,  transfibular  approach 
was  associated  with  a high  percentage  of  nonunions. 
The  use  of  the  anterior  approach  with  autogenous 
iliac  bone  graft  seems  to  offer  the  best  chance  for 
success. 
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FIGURE  3.  Case  16.  (A)  Preoperative  roentgenograms 
showing  degenerative  arthritis  present  five  years  after  open 
reduction  of  ankle  fracture.  (B)  Roentgenograms  made  nine 
months  after  transfibular  fusion  that  demonstrate  nonunion. 
(C)  X-ray  films  show  solid  union  eight  months  following  an- 
terior fusion. 
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Advanced  parental  age  at  the  time  of  birth  of 
achondroplastic  children  was  first  reported  in  1941 
by  Morch1  and  was  confirmed  in  three  additional 
studies.2-4  In  1957  Penrose5  recalculated  the  data 
from  the  study  done  by  Stevenson  and  reported  that 


It  has  been  common  practice  recently  to  include 
achondroplasia  among  the  inherited  conditions  as- 
sociated with  increased  paternal  age.  We  have  re- 
viewed the  literature  on  this  question  and  added  data 
from  35  typical  cases  being  followed  here.  Our  con- 
trols were  children  with  constitutional  growth  delay, 
familial  short  stature,  and  hypopituitarism.  The 
data  from  our  own  cases,  and  the  other  published 
studies,  indicate  that  both  mothers  and  fathers  of 
achondroplastic  children  are  older  than  control 
parents.  Mother’s  age  for  all  reported  studies  was 
3.86  years  older  than  the  controls,  and  father’s  age 
was  5.63  years  older. 


in  fact  it  was  primarily  the  father’s  age  that  was  ad- 
vanced. Our  current  genetic  counselors  have  ap- 
parently accepted  this  concept. 

Materials  and  methods 

During  1974  to  1975  a comparison  was  made  be- 
tween a group  of  35  achondroplastic  children  and 
three  groups  of  children  with  other  growth  retarda- 
tion problems  in  regard  to  parental  age  at  the  time 
of  each  affected  child’s  birth.  The  children  with 
achondroplasia  (ACH)  were  radiologically  confirmed 
as  to  their  condition;  their  growth  is  summarized  in 
Figure  1.  Any  child  with  a variant  form  of  the  con- 
dition was  excluded  from  this  study.  The  three 
groups  that  served  as  control  groups  included  37 
children  with  human  growth-hormone  (HGH)  defi- 
ciency, 50  with  familial  short  stature  (FSS),  and  50 
with  constitutional  growth  delay  (CGD).  The  chil- 


FIGURE  1.  (A)  Boys.  (B)  Girls.  Mean  height  and  weight  of  35  different  children  with  achondroplasia.  Each  point  on  graph 

represents  mean,  with  range  of  deviation  indicated  in  each  instance.  For  each  year,  no  fewer  than  4 children  included  for 
indicated  measurements. 
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dren  with  human  growth-hormone  deficiency  were 
diagnosed  by  growth-hormone  assays  which  were 
done  following  insulin-induced  hypoglycemia  and 
arginine  infusion.  In  each  case  the  plasma  growth- 
hormone  level  never  rose  higher  than  5 ng.  per  mil- 
liliter. The  mean  height  of  the  parents  and  grand- 
parents of  the  children  with  familial  short  stature 
measured  64  inches  or  below.  The  children’s  skeletal 
maturation  index  as  evaluated  by  the  Atlas  of 
Greulich  and  Pyle6  was  not  significantly  retarded. 
The  parents  and  grandparents  of  the  children  with 
constitutional  growth  delay  measured  66  inches,  plus 
or  minus  one  inch.  The  skeletal  maturation  of  these 
children  was  retarded  by  at  least  two  years. 

The  children  with  achondroplasia  and  human 
growth-hormone  deficiency  comprised  the  total 
number  of  cases  available  for  this  study  seen  at  the 
Nassau  County  Medical  Center,  and  none  were  ex- 
cluded. The  children  with  familial  short  stature  and 
constitutional  growth  delay  were  randomly  selected 
from  the  files  of  5,000  patients  seen  at  the  growth 
clinic  of  this  center  since  1968.  All  three  control 
groups  of  children  are  at  least  two  standard  devia- 
tions below  the  mean  in  height  for  their  age  and 
sex. 

Results 

The  results  indicate  a significant  difference  in  the 
parental  ages  of  the  achondroplastic  children  in 
comparison  with  each  of  the  other  groups  (Table  I). 
The  mean  age  of  the  fathers  of  the  achondroplastic 
children  was  34.2;  the  mean  ages  of  the  three  control 
groups  were  29.4, 29. 1 , and  30.4.  The  mean  age  of  the 
mothers  of  the  achondroplastic  children  was  30.1, 
while  the  mean  ages  of  the  control  groups  were  25.9, 
26.6,  and  27.4. 

These  results  were  then  compared  to  the  figures 
obtained  in  the  studies  reviewed  by  Penrose  in  1957s 
(Table  II).  These  data  show  that  in  each  study  the 
mean  maternal  and  paternal  age  was  greater  than  the 
mean  age  of  the  control  group.  In  the  present  study 
the  mean  age  of  the  parents  of  the  three  control 
groups,  totaling  137  children,  was  used  as  the  control 
mean  in  Table  II. 

Comment 

It  is  common  practice  for  those  in  the  field  of  ge- 
netic counseling  to  refer  to  achondroplasia  as  a con- 
dition associated  with  increased  paternal  age.  The 
current  study  and  our  review  of  the  literature  dem- 


TABLE  I.  Correlation  of  paternal  and  maternal  age  at 
time  of  birth  of  offspring  in  achondroplasia,  human 
growth-hormone  deficiency,  familial  short  stature,  and 
constitutional  growth  delay* 


Age  Factors 

ACH 

HGH 

FSS 

CGD 

Maternal 

Median 

29.5 

26 

26 

27.5 

Mean 

30.1 

25.9 

26.6 

27.4 

Standard 

±5.3 

±4.9 

±4.1 

±5.2 

deviation 

Number  of 

35 

37 

50 

50 

cases 

t score 

3.4 

2.9 

2.5 

p score 

<0.001 

<0.001 

<0.001 

Paternal 

Median 

32.5 

30 

28.5 

30 

Mean 

34.2 

29.4 

29.1 

30.36 

Standard 

±6.32 

±4.47 

±4.6 

±5.7 

deviation 

Number  of 

35 

37 

50 

50 

cases 

t score 

3.8 

4.2 

2.91 

p score 

<0.001 

<0.001 

<0.001 

*ACH  = achondroplasia;  HGH  = human  growth-hormone  de- 
ficiency; FSS  = familial  short  stature;  CGD  = constitutional 
growth  delay. 


onstrates  that  both  maternal  and  paternal  age  are 
advanced.  The  father’s  age  is  not  significantly  more 
increased  than  the  mother’s  age.  Therefore,  the 
increase  in  both  is  actually  more  impressive  than  the 
difference  between  them. 

These  data  suggest  that  those  involved  in  genetic 
counseling  should  delete  achondroplasia  from  their 
short  list  of  conditions  associated  with  increased 
paternal  age  and  add  it  to  the  list  associated  with 
increased  parental  age. 


References 

1.  Morch,  E.  T.:  Chondrodystrophic  Dwarfs  in  Denmark, 
Copenhagen,  Ejnar  Munksgaard,  1941. 

2.  Krooth,  R.  S.:  The  Etiology  of  Human  Malformations, 
Ph.D.  Thesis,  University  of  London,  1952. 

3.  Grebe,  H.:  Chondrodysplasie,  Roma  ed.,  Rome,  dell’In- 
stituto  Gregorio  Mendel,  1955. 

4.  Stevenson,  A.  C.:  Achondroplasia — an  account  of  the 
condition  in  Northern  Ireland,  Am.  J.  Human  Genet.  9:  81 
(1957). 

5.  Penrose,  L.  S.:  Parental  age  in  achondroplasia  and 

mongolism,  ibid.  9: 167  (1957). 

6.  Greulich  and  Pyle:  Atlas,  Stanford,  California,  Stanford 

University  Press,  1959. 


TABLE  II.  Mean  ages  of  parents  of  children  with  achondroplasia  compared  with  control  population 


Source 

Number 
of  Cases 

ACH 

Mother’s  Age 
Control  Difference 

ACH 

Father’s  Age 
Control  Difference 

Morch,  Denmark,  19411 

97 

32.1 

28.6  +3.5 

38.7 

33.3 

+5.4 

Krooth,  England,  19522 

16 

34.3 

28.6  +5.7 

37.7 

30.9 

+6.8 

Grebe,  Germany,  19553 

63 

32.0 

28.9  +3.1 

36.9 

32.6 

+4.3 

Stevenson,  Northern  Ireland,  19574 

46 

32.4 

28.9  +3.5 

38.8 

31.6 

+7.2 

Collipp,  United  States,  1975 

35 

30.1 

26.6  +3.5 

34.2 

29.6 

+4.6 

October  1976/ New  York  State  Journal  of  Medicine  1811 


ABSTRACTS  AND  REPORTS  OF  PROCEEDINGS 


Scientific  Sessions  held  at 
Memorial  Hospital 
New  York  City 
February  19,  1976 


New  York  Society  for 
Thoracic  Surgery 

ALLAN  ELLIA  BLOOMBERG,  M.D.,  Editor 


Winter  Session 


The  Winter  Meeting  of  the  New  York  Society  for 
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Hospital  Centre  and  McGill  University 

We  have  evaluated  the  transaxillary  approach  for 
various  pulmonary  and  mediastinal  lesions  in  42 
patients.  Sympathectomies  and  first-rib  resections 
are  not  included. 

Twelve  thoracotomies  were  performed  in  9 pa- 
tients for  spontaneous  pneumothorax;  resection  of 
apical  blebs  and  bullae,  pleural  stripping,  and  abra- 
sion were  easily  accomplished. 

Definitive  evaluation  and  treatment  of  benign 
pulmonary,  mediastinal,  or  pleural  lesions  was  ac- 
complished in  11  patients.  Hamartomas  or  granu- 
lomas in  the  upper  lobes  or  superior  segments  of  the 
lower  lobes,  bronchogenic  cysts,  and  small  posterior 
mediastinal  neurogenic  tumors  can  easily  be  resected 
via  the  transaxillary  approach,  some  extrapleural- 

ly- 

Wedge  resection  of  primary  lung  cancers  was 
performed  in  5 patients  not  thought  to  be  capable  of 
tolerating  more  extensive  procedures.  In  6 patients 
wedge  resection  of  metastatic  lesions  was  carried  out. 
In  3 patients  with  previously  proved  metastatic  lung 
cancer,  thoracotomy  was  performed  to  obtain  tissue 
for  cellular  vaccine. 

* By  invitation. 


Memorial  Hospital  for  Cancer  and  Allied  Diseases, 
New  York  City. 

The  following  article  is  abstracted. 


In  8 patients  thought  to  have  unresectable  lung 
cancer,  this  approach  was  chosen  when  unresecta- 
bility could  not  be  proved  by  lesser  means  such  as 
mediastinoscopy.  Patients  with  superior  caval 
syndrome  or  recurrent  laryngeal  nerve  involvement 
may  fall  into  this  category.  Three  patients  proved 
to  have  resectable  lesions,  and  following  extension 
of  the  incisions  2 pneumonectomies  and  1 upper  lo- 
bectomy were  performed  without  undue  difficulty. 

Compared  with  posterolateral  thoracotomy,  the 
transaxillary  approach  offers  obvious  advantages  in 
terms  of  cosmetics  and  morbidity  without  sacrifice 
of  exposure  in  properly  selected  patients. 

Discussion 

Paul  A.  Kirschner,  M.D.,  New  York  City. 
Thank  you  very  much,  Dr.  Becker.  Robert  Frater, 
M.D.,  has  asked  me  to  discuss  this  report  which, 
while  emphasizing  a small  limited  thoracic  incision, 
brings  up  the  subject  of  all  types  of  thoracic  incisions, 
something  that  people  don’t  generally  talk  about. 

When  Dr.  Becker  and  Dr.  Munro  gave  this  report 
recently  at  the  Society  of  Thoracic  Surgeons  meeting 
in  Washington,  D.C.,  there  were  many  discussers. 
Included  in  the  indications  for  it  is  the  excision  of 
localized  metastatic  lesions,  which  are  not  generally 
considered  to  have  hilar  or  mediastinal  node  metas- 
tases,  so-called  tertiary  metastases. 

We  are  undertaking  a study  of  the  surgical  man- 
agement of  metastatic  lesions  at  The  Mount  Sinai 
Hospital,  and  we  find  that  about  50  per  cent  have 
nodal  involvement,  either  hilar  or  mediastinal. 
Similar  observations  have  already  been  published  by 
William  Cahan,  M.D.,  at  Memorial  Hospital.  He 
calls  these  tertiary  metastases  “daughter”  metasta- 
ses. 

I would  like  to  ask  Dr.  Becker  how  he  handles  le- 
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sions  with  such  nodal  metastases  through  this  limited 
incision.  I would  also  recommend  to  you  the  article 
on  thoracic  incisions  in  Cooper’s  Craft  of  Surgery, 
written  by  Ralph  Alley,  who,  as  you  know,  can  say 
things  in  an  inimitable  way.  In  one  section  he  talks 
about  the  “cult  of  wide  exposure,”  which  he  feels  is 
probably  overdone  to  a great  extent.  He  makes  a 
point  about  the  preservation  of  certain  shoulder 
girdle  muscles,  particularly  the  serratus  anterior,  and 
the  avoidance  of  cutting  nerves  like  the  long  thoracic. 
His  lateral  thoracic  incision  sections  only  the  la- 
tissimus  dorsi  while  the  serratus  anterior  is  retrac- 
ted. 

I would  like  to  ask  the  members  of  the  Society 
what  their  experience  is  with  limited  incisions,  pro 
and  con. 

Emil  Naclerio,  M.D.,  New  York  City.  For  two 
and  one-half  years  I was  exposed  to  the  teaching  of 
Dr.  Lahey  and  Dr.  Overholt  in  Boston.  They 
stressed  that  wide  exposure,  optimum  exposure,  is 
necessary  for  good  surgery.  The  wound  heals  from 
side  to  side.  At  Cabrini  Health  Care  Center  a resi- 
dent recently  did  a minithoracotomy  or  transaxillary 
thoracotomy.  He  ended  the  operation  with  costal 
cartilage  removed  from  the  sternum.  There  are,  I 
suppose,  indications  for  a nice  thoracotomy,  but  one 
must  not  expect  to  be  able  to  do  an  extensive  proce- 
dure through  a limited  incision. 

Adrian  Lambert,  M.D.,  New  York  City.  The 
posterolateral  incision  has  been  largely  the  standard 
exploratory  incision  that  we  use  for  routine  pneu- 
monectomy. On  the  other  hand,  when  we  first  began 
we  use  to  do  all  our  pneumonectomies  and  lobecto- 
mies through  an  anterior  approach  with  the  patient 
supine  and  with  the  arm  elevated.  This  was  a short, 
easily  closed  incision  with  adequate  exposure  and 
lent  itself  to  easy  exploration  of  the  chest  with  good 
control  of  patient’s  secretions.  When  we  became 
more  interested  in  mediastinal  dissection  we  turned 
to  the  posterolateral  incision,  and  frankly  I still  use 
both.  It  is  interesting  to  have  called  to  our  attention, 
however,  the  fact  that  we  don’t  need  a large  exposure 
for  certain  types  of  lesions.  We  use  to  do  a long 
posterolateral  hockey  stick  incision  for  routine  tho- 
racoplasty but  then  we  started  doing  them  on  youn- 
ger people,  especially  on  females,  using  an  axillary 
approach  which  was  possible  through  an  axillary 


incision  and  proved  more  acceptable  to  them  from 
the  cosmetic  standpoint.  So  I think  this  article  is  a 
timely  reminder  that  no  one  incision  is  the  only  ap- 
proach to  use,  for  in  certain  cases  the  axillary  ap- 
proach is  a very  good  one. 

Dr.  Becker:  In  regard  to  Dr.  Kirschner’s  com- 
ments about  tertiary  metastases.  one  can  get  an  ad- 
equate view  of  the  hilum,  and  one  can  palpate  the 
hilum.  I would  not  claim  that  anyone  could  perform 
an  adequate  hilar  dissection  through  this  approach, 
but  the  key  is  adequate  preoperative  evaluation,  and 
in  most  of  the  patients  who  have  metastatic  disease 
to  the  lung  we  are  not  considering  any  more  than  a 
wedge  resection  of  the  metastases  to  prove  the  di- 
agnosis. Few  surgeons  would  consider  doing  hilar 
dissection  even  if  the  hilar  nodes  are  positive  in  such 
cases,  but  it  is  possible  to  evaluate  the  hilum  and  the 
mediastinum  through  this  approach. 

The  complications  were  minor,  produced  no  im- 
portant sequelae  or  long-term  complications  which 
required  any  specific  therapy,  and  were  confined  to 
minor  pneumothoraces  and  hemothoraces.  The 
purpose  of  this  presentation  is  not  to  imply  that  we 
are  developing  a new  approach  to  thoracic  incisions 
but  merely  to  remind  you  that  there  are  some  options 
available  in  certain  types  of  lesions.  This  incision 
gives  very  adequate  exposure  with  minimal  mor- 
bidity and  minimal  complications.  Personally  I still 
would  use  a posterolateral  thoracotomy  for  the  ma- 
jority of  thoracic  problems,  but  I do  feel  that  it  is 
anything  but  a nice  surgical  technique;  it  cuts  a lot 
of  muscles  and  leaves  the  patients  with  a large  scar. 
One  needn’t  be  wedded  to  that  or  any  other  type  of 
incision.  One  can  keep  one’s  options  open  and  use 
the  incision  that  seems  appropriate  to  that  lesion.  At 
the  presentation  in  Washington,  Mr.  Waterson  also 
mentioned  that  he  has  been  using  a transaxillary 
approach  for  certain  lesions  in  infants.  We  also  were 
using  that  approach  in  Montreal  for  patent  ductuses, 
using  a vertical  transaxillary  thoracotomy  which  we 
have  also  used  several  times  since  I have  been  in  New 
York.  It  gives  very  adequate  exposure  for  patent 
ductus,  and  one  can  use  an  extrapleural  approach. 
There  is  very  little  muscle  divided,  and  there  is  very 
rapid  opening  and  closing  of  the  incision. 

The  following  report  will  be  given  in  its  entire- 
ty. 
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The  various  means  of  restoring  gastrointestinal 
continuity  after  esophageal  resection  reflect  the  in- 
novative thinking  of  surgeons  over  a period  of  several 
generations.  Yet  the  basic  trend  in  therapy  of 
esophageal  malignancies  has  leaned  toward  radiation. 
It  is  difficult  to  believe  that  any  new  configurations 
or  alterations  in  the  bypass  or  interposition  theme 
might  bring  the  success  that  has  eluded  other  tech- 
niques. 

The  surgical  services  staffed  by  the  authors  have 
simply  selected  one  of  these  techniques,  esophago- 
gastrostomy, and  herein  present  the  results  of  a 
ten-year  trial  of  this  operation  in  a modern  surgical 
milieu.  In  addition,  the  need  for  pyloroplasty,  the 
value  of  telescoping  stomach  onto  esophagus  to  form 
an  antireflux  mechanism,  and  the  effect  of  the 
esophageal  inversion  on  the  incidence  of  anastomotic 
leak  were  studied. 

Materials  and  methods 

Patients.  From  July,  1965,  through  July,  1975, 
56  patients  underwent  surgery  for  esophageal  carci- 
noma. Esophagectomy  and  reconstruction  by  eso- 
phagogastrostomy was  performed  in  50  patients. 
The  average  age  of  the  patients  was  61.6  years,  and 
the  age  distribution  is  shown  in  Figure  1.  The  pri- 
mary symptoms  were  dysphagia,  weight  loss,  and 
chest  pain.  Esophagograms  showed  abnormal 
findings  in  all  the  patients.  The  diagnosis  was  usu- 
ally established  by  esophagoscopy  and  biopsy. 
Thorough  preoperative  evaluation  of  the  patients 
revealed  no  distant  metastases  except  for  12  patients 
with  possible  hepatic  involvement. 

The  histologic  classification  of  the  lesions  is  pre- 
sented in  Table  I.  A higher  proportion  of  epider- 
moid carcinoma  to  adenocarcinoma  than  usual  was 
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FIGURE  1.  Age  distribution. 

encountered,  and  interestingly,  the  thirteenth  re- 
ported primary  malignant  melanoma  of  the  esoph- 
agus and  the  first  primary  plasmacytoma  of  the 
esophagus  were  found.1-2  Midesophageal  lesions 
seemed  more  frequent  than  in  most  studies  because 
no  obvious  upper  gastric  carcinomas  were  included 
(Table  II).3-4 

Operative  techniques.  Surgery  was  performed 
through  separate  upper  midline  celiotomy  and  right 
thoracotomy  incisions.5  The  right  thoracotomy  al- 
lowed extension  of  the  esophageal  resection  as  high 
as  necessary  to  achieve  a tumor-free  margin  without 
being  hampered  by  the  aortic  arch.  Limited  hepatic 
metastases  and  celiac  lymph-node  involvement  were 
not  contraindications  for  resection. 

The  stomach  was  freed  and  prepared  for  trans- 
position with  care  to  preserve  the  right  gastric  and 
the  gastric  epiploic  arteries.  Mobilization  of  the 
duodenum  by  the  Kocher  maneuver  provided  ex- 
cellent upward  mobility  of  the  duodenum  and  head 
of  pancreas.  The  left  gastric  artery  was  divided  at 
its  origin  after  stripping  off  any  involved  celiac  lymph 
nodes.  Residual  tumor  was  left  in  the  celiac  area  if 
a large  cluster  of  nodes  made  complete  removal  dif- 
ficult. The  spleen  was  only  removed  if  there  was 
extension  of  the  tumor  to  the  spleen  or  if  the  nodes 


TABLE  I.  Esophageal  malignant  conditions:  cell  types 


Histologic  Type 

Number 

of 

Patients 

Per  Cent 

Squamous  cell  carcinomas 

39 

78 

Anaplastic  carcinomas 

4 

8 

Adenocarcinomas 

4 

8 

Malignant  melanoma  (primary) 

1 

2 

Plasmacytoma  (primary) 

1 

2 

Mixed  (adeno  and  squamous) 

1 

2 

Totals 

50 

100 
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TABLE  II.  Regional  location  of  tumor  relative  to  cell  type,  node,  and  surrounding  tissue  involvement 


Location 
of  Tumor 

Number  of 
Patients 

/ 

Squamous 

Cell 

Cell  Types 
Undiffer- 
entiated 

N 

Adeno- 

carcinoma 

Lymph  Node 
Involvement 

Surrounding  Tissue 
Involvement 
(Per  Cent  of  Total) 

Upper  third 

1 

1 

1 

Midthird 

28 

25 

3 

21 

17 (34) 

Lower  third 

21 

16 

1 

4 

16 

5(10) 

Totals 

50 

38 

22  (44) 

in  gastrosplenic  ligament  were  involved  with  tumor. 
Pyloroplasty  was  never  used,  and  the  esophageal 
hiatus  was  never  widened. 

The  patient  was  repositioned,  and  a right  poster- 
olateral thoracotomy  was  performed  using  subper- 
iosteal resection  of  the  fourth,  fifth,  or  sixth  ribs,  as 
appropriate.  After  the  esophagus  was  mobilized,  the 
stomach  was  pulled  upward  through  the  hiatus  into 
the  chest.  After  the  esophagogastrectomy,  the 
stomach  was  closed  at  the  line  of  excision  in  two 
layers.  The  esophagogastrostomy  was  performed 
using  a two-layer  anastomosis  and  bringing  a cuff  of 
stomach  up  onto  the  esophagus  to  cover  the  anasto- 
mosis and  to  prevent  reflux.6’7 

Results 

Operative  mortality.  The  overall  mortality  rate 
for  the  50  patients  undergoing  esophagogastrectomy 
and  reconstruction  by  intrathoracic  esophagogas- 
trostomy was  6 per  cent,  or  3 of  50  patients.  Resec- 
tion of  the  midthird  of  the  esophagus  wras  performed 
in  28  of  the  50  patients  with  a mortality  rate  of  7.1  per 
cent.  One  patient  of  the  21  undergoing  resection  of 
a lower  third  lesion  died,  an  incidence  of  4.7  per  cent. 
The  causes  of  death  are  shown  in  Table  III. 

Resectability.  Excision  of  the  esophageal  tumor 
and  reconstruction  by  esophagogastrostomy  through 
a right  thoracotomy  was  possible  in  50  of  the  56  pa- 
tients undergoing  surgical  intervention,  thus  yielding 
an  88  per  cent  resectability  rate.  The  6 patients  who 
received  only  a palliative  gastrostomy  had  multiple 
metastatic  lesions  in  the  liver  and  direct  intra-ab- 
dominal spread  of  tumor.  Intrathoracic  local  inva- 
sion of  contiguous  structures  of  lymph-node  in- 
volvement never  prevented  completion  or  esophageal 
resection  and  reconstruction,  although  local  in- 


TABLE  III.  Postoperative  mortality  rates 


Category 

Number  Number 
of  of 

Patients  Deaths 

Per  Cent 

Location  of  tumor 

Upper  third 

1 

0 

Middle  third 

28 

22 

7.1 

Lower  third 

21 

1 

4.7 

Cause  of  death 

Pulmonary  complications 

2 

Pulmonary  embolism 

1 

Anastomotic  leak 

0 

Heart  failure  or  infarction 

0 

Overall  mortality 

30 

3 

6 

trathoracic  invasion  was  present  in  44  per  cent  of  the 
patients  in  whom  reconstruction  was  completed,  and 
lymph  nodes  were  involved  in  75  per  cent  of  the  pa- 
tients. A large  proportion  of  patients  had  midthird 
thoracic  esophageal  malignant  conditions,  28  of  50 
cases,  and  despite  contiguous  organ  spread,  which 
had  an  incidence  of  60  per  cent,  or  nodal  involvement, 
which  had  an  incidence  of  75  per  cent,  the  resecta- 
bility rate  was  100  per  cent  in  these  patients. 

Anastomotic  disruption.  The  esophagogastric 
anastomosis  did  not  leak  in  any  patient  with  un- 
complicated malignant  obstruction,  and  anastomotic 
leak  was  never  the  cause  of  operative  death.  The 
anastomosis  probably  leaked  in  1 patient  who  un- 
derwent resection  for  bleeding  and  infection  of  a 
megaesophagus  from  achalasia.  The  esophagus  was 
over  10  inches  in  diameter  above  the  obstruction,  and 
erosion  had  exposed  the  chest  wall  to  the  esophageal 
lumen.  Unsuspected  carcinoma  was  also  found  in 
the  upper  esophageal  wall  during  surgical  excision. 
Empyema  complicated  the  postoperative  course,  and 
during  the  second  month  gastric  contents  appeared 
in  the  chest  tube  drainage.  The  patient  ultimately 
died  of  infection  and  leakage. 

The  anastomosis,  constructed  with  stomach  cuffed 
up  onto  the  esophagus  to  decrease  the  chance  of 
leakage  and  to  form  an  antireflux  valve,  as  shown  in 
Figure  2,  often  appeared  somewhat  narrowed  on 
postoperative  studies  but  was  distensible  and  did  not 
cause  dysphagia.  The  appearance  of  the  anasto- 
motic area  six  years  after  surgery  is  seen  in  the 
esophagram  in  Figure  3. 

Need  for  pyloroplasty.  Pyloroplasty  or  pylor- 
omvotomy  were  deleted  from  the  technical  operative 


FIGURE  2.  Application  of  seromuscular  sutures  to  cuff 
stomach  over  esophagogastric  anastomosis. 
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FIGURE  3.  Results  of  barium  swallow  five  years  and  three  months  after  esophagogastrectomy.  (A)  Esophagogastric  junction 
apparently  narrow  due  to  cuffed  anastomosis.  (B)  Antrum  and  pylorus.  Contrast  flows  freely  in  duodenum. 


procedure  without  resultant  gastric  retention. 
Postoperative  barium  studies  showed  a normal  rate 
of  gastric  emptying  in  all  but  2 patients.  Two  in- 
stances of  radiologically  detected  gastric  delay  in  the 
first  six  postoperative  weeks  complicated  deletion  of 
pyloroplasty,  but  later  studies  showed  more  rapid 
gastric  emptying.  The  two  instances  of  troublesome 
esophageal  reflux  are  not  more  than  reported  in  those 
series  which  included  pyloroplasty.  The  twelve-hour 
gastric  analysis  of  2 long-term  survivors  are  seen  in 
Table  IV,  and  the  recent  barium  x-ray  film  studies 
are  shown  in  Figure  3.  Clinical  complaints  consis- 
tent with  esophagitis  were  infrequent. 

Palliation  and  quality  of  life.  Oral  alimentation 
was  restored  in  the  94  per  cent  of  patients  who  sur- 
vived operation.  There  were  no  tracheoesophageal 
fistulas,  no  esophageal  or  anastomotic  strictures,  no 
erosion  into  the  aorta,  no  new  esophageal  obstruction 
by  recurrent  tumor,  and  only  1 instance  of  empyema 
associated  with  resection  of  the  patient  with  me- 
gaesophagus. 

The  very  limited  period  of  palliation  for  the  8 pa- 
tients who  expired  in  the  second  postoperative  month 
did  not  justify  the  magnitude  of  the  surgery.  He- 


TABLE  IV.  Results  of  overnight  gastric  secretion 
analysis  in  2 long-term  survivors 


Patient 

Duration  of  Survival 

Total 

Volume 

(cc.) 

Free 

Acidity 

Total 

Acidity 

(Per 

Cent) 

1 

5 years,  2 months 

90 

40 

65 

2 

6 years,  3 months 

75 

50 

70 

patic  metastases  were  present  at  surgery  in  6 of  these 
short-term  survivors,  and  while  such  patients  might 
deserve  lesser  procedures,  the  very  survival  of  such 
poor-risk  patients  reflects  the  improved  safety  of 
current  major  esophageal  surgery. 

Excellent  palliation  was  achieved  in  19  patients 
who  survived  the  period  between  the  third  postop- 
erative month  and  one  year.  Similarly,  there  can  be 
little  doubt  of  the  palliative  value  in  the  23  patients 
surviving  beyond  the  first  year.  All  who  lived  be- 
yond one  year  but  were  not  cured  enjoyed  uncom- 
plicated oral  alimentation  for  the  remainder  of  their 
lives  and,  like  almost  all  resected  patients,  died  of 
distant  metastases.  The  two  late  survivors,  six  years 
and  five  years,  continue  to  enjoy  uncomplicated  oral 
alimentation. 

Survival.  Forty-six  per  cent  of  the  50  patients 
undergoing  esophagogastrectomy  were  alive  one  year 
after  surgery;  28  per  cent  survived  two  years,  and  8 
per  cent  were  alive  five  years  afterward  (Fig.  4).  If 
the  3 patients  who  have  survived  three  years  continue 
to  live  to  five  years,  the  five-year  survival  rate  could 
reach  14  per  cent. 

Two  of  the  five-year  survivors  are  still  alive  at  six 
years  and  three  months  and  five  years  and  two 
months.  Two  of  the  five-year  survivors  now  are 
dead;  1 died  of  a myocardial  infarction,  and  1 died  of 
a cerebrovascular  accident. 

The  mean  survival  of  patients  after  resection  and 
esophagogastrostomy  was  10.9  months.  The  average 
survival  of  the  4 long-term  survivors  was  sixty-four 
months.  The  mean  survival  of  the  patients  who 
underwent  palliative  resection  and  in  whom  the 
condition  had  spread  to  contiguous  structures  and 
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lymph  nodes,  but  with  no  hepatic  involvement,  was 
7.7  months. 

Comment 

The  high  mortality  rate  of  esophageal  resection 
and  intrathoracic  esophagogastrostomy  in  previous 
decades,  ranging  from  20  to  50  per  cent,4-8-19  con- 
tributed to  (1)  a shift  in  therapy  to  radiation20  and 
(2)  the  trial  of  extrapleural  techniques  to  restore 
gastrointestinal  continuity  such  as  anterior  esopha- 
gogastrostomy21'22 or  colon  bypass.23  The  surgical 
mortality  rate  for  midthird  lesions  was  especially 
high  and  led  most  to  favor  radiation  therapy. 
Pearson24  commented  that  the  results  of  radiother- 
apy were  distinguished  only  by  being  less  disastrous 
than  primary  surgical  treatment. 

The  6 per  cent  mortality  rate  for  resection  and 
intrathoracic  esophagogastrostomy  herein  reported 
is  significantly  less  than  the  20  to  50  per  cent  of  most 
previous  reports.4*8-19  It  is  less  than  Nakayama’s25 
16  per  cent  mortality  rate  for  intrathoracic  esopha- 
gogastrostomy in  1959  and  the  10.5  per  cent  rate  in 
1974. 26  It  also  compares  favorably  with  the  6.7  per 
cent  mortality  rate  in  patients  Nakayama  treated 
using  right  thoracotomy  and  anterior  esophagogas- 
trostomy without  resorting  to  the  staging  employed 
by  Nakayama  and  Kinoshita.26 

The  reduction  in  mortality  rate  for  surgical 
treatment  of  the  midthird  lesions,  7.1  per  cent,  is 
especially  important.  This  threefold  decrease  in 
surgical  mortality  rate  together  with  the  30  to  50  per 
cent  failure  of  radiation  therapy  in  relieving  dys- 
phagia,27-29 and  the  serious  complications  of  tra- 
cheoesophageal fistula  in  10  per  cent,27-29  stricture 
in  13  per  cent,27  obstruction  from  recurrent  tumor 
following  radiotherapy  in  11  per  cent,27  and,  fre- 
quently, a final  reliance  on  gastrostomy,27-29  are 
compelling  reasons  for  rethinking  the  therapeutic 
approach  to  midesophageal  malignancies.  The  low 
surgical  mortality  rate,  the  high  resectability  rate  of 
88  per  cent,  the  low  rate  of  anastomotic  leakage  that 
can  be  achieved,  the  usual  success  in  restoring  oral 
alimentation,  and  the  low  incidence  of  serious  com- 
plications usually  associated  with  radiotherapy  favor 
a return  to  surgical  therapy. 

The  authors  believe  that  the  surgical  mortality  rate 
of  these  50  patients  validly  reflects  the  evolution  of 
thoracic  surgery,  improved  anesthesia,  the  use  of 
cardiac  monitors  and  treatment  of  arrhythmias, 
volume  respirators,  antibiotics,  and  the  appreciation 
of  physiology  inherent  to  current  preoperative 
evaluation  and  postoperative  care.  The  acquired 
awareness  of  the  mortal  danger  of  intrathoracic 
anastomotic  leakage,  refined  techniques  that  re- 
sulted, and  telescoping  of  the  stomach  onto  the 
esophagus  seem  to  have  eliminated  a previous  major 
cause  of  death.  Decompression  of  the  stomach  with 
negative  pressure  for  nine  days,  frequent  endotra- 
cheal suction,  and  intermittent  positive  pressure 
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FIGURE  4.  Relationship  between  percentage  of  survivors 
and  tumor  location. 


breathing  are  used  to  minimize  changes  of  atelectasis 
and  infection  in  the  right  lung. 

The  often-stated  objection  to  separate  abdominal 
and  right  thoracic  incisions  is  the  futility  associated 
with  exploring  the  chest  to  find  a tumor  that  will  not 
permit  even  a palliative  removal  after  all  of  the 
technical  details  of  the  abdominal  operation.10  In 
fact,  the  thoracic  esophagus  could  always  be  removed 
in  the  50  cases  presented,  and  the  residual  tumor  in 
patients  never  caused  serious  postoperative  com- 
plications. Most  often  residual  tumor  was  left  on  the 
membranous  portion  of  the  trachea  or  major  bronchi 
to  avoid  inadvertent  opening  into  the  airway.  Re- 
sidual tumor  never  caused  fistula  or  other  compli- 
cations. 

Pyloroplasty  has  long  been  assumed  to  be  a nec- 
essary concomitant  to  vagotomy  since  the  disastrous 
early  applications  of  vagotomy  to  the  peptic  ulcer 
problem.  Since  then,  any  description  of  operative 
technique  shows  a drainage  procedure  with  vagoto- 
my. The  authors  are  aware  of  no  study  which  shows 
the  necessity  for  drainage  following  esophagogas- 
trostomy, and  the  experience  from  these  50  cases 
confirms  the  belief  of  Garlock  and  Klein10  that 
drainage  or  pyloromyotomy  is  not  necessary  for 
esophagogastrostomy. 

The  palliative  value  of  esophageal  resection  and 
intrathoracic  esophagogastrostomy  in  these  50  pa- 
tients was  superior  to  our  previous  experience  with 
resection  and  anterior  colon  bypass,  gastrostomy,  and 
the  various  esophageal  tubes.  Esophageal  resection 
and  colon  bypass  has  a surgical  mortality  rate  of  15 
to  25  per  cent,3’30-32  requires  two  intra-abdominal 
anastomoses,  and  poses  the  problems  of  inadequate 
vasculature,  less  dependable  anastomosis  healing, 
and  more  chance  of  infection.  Reversed  gastric  tubes 
of  the  Gavriliu  and  Georaescu33  type  often  leak  at  the 
anastomosis  and  require  two  stages.  Many  patients 
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die  before  completion  of  both  stages.  Esophageal 
tubes  result  in  a mortality  rate  of  14  per  cent  and  are 
complicated  by  obstruction  by  food,  erosion  into 
adjacent  structures,  migration,  and  tumor  over- 
growth with  tumor  in  an  additional  25  per  cent  of 
patients.34  Food  ingestion  is  limited  to  material 
fluid  enough  to  pass  through  the  tube.  Gastrostomy 
is  not  without  complications,  fails  to  provide  oral 
alimentation,  and  does  little  to  relieve  aspiration  of 
saliva.  Substernal  gastric  bypass  of  the  excluded 
thoracic  esophagus  probably  has  a special  role  in 
prevention  of  gastric  reflux  through  malignant  tra- 
cheosophageal  fistulas,22  but  in  general  removal  of 
the  main  tumor  mass  may  alter  the  response  of  the 
host  to  the  tumor.  Resection  with  intrathoracic 
esophagogastrostomy  had  almost  no  serious  physi- 
ologic complications  of  the  procedure.  Surgery 
seemed  optimal  for  the  group  who  survived  beyond 
the  first  two  postoperative  months.  With  some 
further  refinement  in  patient  selection,  the  role  of 
esophagectomy  and  intrathoracic  esophagostomy  in 
treating  midesophageal  lesions  could  be  well  defined 
to  predictably,  effectively,  and  safely  palliate  this 
form  of  malignant  condition. 

The  survival  rate  of  patients  with  esophageal 
neoplasm  remains  unchanged  from  previous  reports 
of  radiation  and  surgery  results.  Trials  of  combined 
therapy  suggest  more  prolongation  of  life  than  ra- 
diation or  surgery  alone.28-29 

Conclusion 

A continuing  experience  of  the  surgical  community 
with  esophageal  resection  and  restoration  of  conti- 
nuity by  esophagogastrostomy  demonstrates  a 
steadily  decreasing  operative  mortality  rate,  a con- 
tinuous rise  in  the  resectability  rate,  a marked  de- 
crease in  the  incidence  of  anastomotic  leak,  the  de- 
velopment of  several  excellent  techniques  to  prevent 
reflux  esophagitis,  and  the  lack  of  need  for  pyloro- 
plasty. The  restoration  of  effective  oral  alimentation 
and  relief  of  dysphagia  and  aspiration  in  most  pa- 
tients, without  serious  side-effects,  offer  superior 
palliation,  especially  for  midthird  esophageal  carci- 
noma. The  authors  believe  that  esophagogastros- 
tomy is  at  present  the  best  cure  or  palliation  for 
carcinoma  of  the  esophagus. 

Chief,  Thoracic  Surgery 
Veterans  Administration  Hospital 
800  Poly  Place 
Brooklyn,  New  York  11209 
(DR.  PICCONE) 
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Discussion 

Edward  J.  Beattie,  Jr.,  M.D.,  New  York  City. 
Thank  you,  Dr.  Kirschner.  I enjoyed  the  V.A.  report, 
and  I must  say  that  we  agree  with  most  of  the  things 
that  he  has  said.  I would  congratulate  him  on  3 op- 
erative deaths  out  of  50;  a 6 per  cent  operative  mor- 
tality rate  is  very  good.  His  cure  rate  of  8 per  cent, 
namely  4 patients  living  over  five  years,  is  standard 
for  this  disease.  There  are  two  problems  with  cancer 
of  the  esophagus.  One  is  to  cure  the  cases  that  you 
can  cure,  and  the  other  is  to  keep  the  patient  swal- 
lowing for  life,  with  the  patient  out  of  the  hospital  so 
that  he  doesn’t  spend  most  of  his  remaining  time 
there.  Our  general  policy  is  to  use  rapid,  short 
courses  of  radiation  therapy,  because  our  past  studies 
show  that  we  had  better  results  with  preoperative 
radiotherapy.  Then  we  explore  the  abdomen,  make 
sure  that  it  is  clear,  and  next  do  a right  thoracotomy. 
We  try  to  do  an  esophagogastrectomy  at  the  top  of 
the  chest  above  the  sternal  notch.  That  works  pretty 
well  for  the  epidermoid  carcinomas  of  the  lower  and 
middle  third.  In  those  epidermoid  carcinomas  which 
occur  in  the  sternal  notch  or  above,  we  have  been 
using  a combined  head-and-neck  approach  and  ab- 
dominal approach.  From  the  abdomen  we  have 
freed  the  stomach  and  dissected  the  esophagus  from 
below.  The  esophagus  is  freed  in  the  neck  and  in  the 
chest  from  above.  Then  we  pull  the  esophagus  into 
the  neck,  cut  the  esophagus  off  at  the  cardia,  and 
anastomose  the  pharynx  to  the  stomach  in  the  neck. 
We  have  done  5 patients  in  this  way.  The  first  one 
we  did  has  had  no  evidence  of  disease  for  three 
years. 

The  authors  didn’t  mention  the  adenocarcinomas. 
We  see  a fair  number  of  these  with  gastric  mucosa 
change  in  the  esophagus.  They  have  a bad  tendency 
to  spread  in  the  esophagus  up  into  the  neck.  Here 
again  we  have  done  high  esophagogastrectomies,  but 
you  have  to  be  prepared  to  take  out  the  whole 
esophagus  if  there  are  skip  areas.  Many  years  ago, 
Sweet18  reported  a cure  rate  of  about  40  per  cent  for 
cardia  cancers  with  negative  nodes.  Nakayama’s 
Figures  showed  less  than  a 5 per  cent  cure  rate  overall. 
We  need  better  adjuvants,  and  we  are  not  going  to 
cure  many  cancers  of  the  esophagus  until  we  can  do 
more  than  surgery.  The  exception  is  early  superficial 
lesions.  If  you  go  to  a Japanese  hospital,  they  have 
10  endoscopy  rooms  and  probably  8 x-ray  rooms. 
But  if  you  go  to  an  American  hospital  you  will  find 
20  x-ray  rooms  and  2 endoscopy  rooms.  If  we  are 
going  to  find  early  cancer  of  the  stomach  and  the 
esophagus  we  have  to  do  a lot  more  endoscopies. 

We  agree  with  the  authors;  cure  them  if  you  can, 
keep  them  swallowing  if  you  can,  but  we  have  to  do 
something  better  than  this. 

Dr.  Kirschner:  Thank  you  very  much,  Dr. 

Beattie.  I think  it  is  interesting  to  note  that  the  V.A. 
group  deleted  pyloroplasty.  I wonder  how  many 
physicians  are  doing  that. 


Dr.  Beattie:  We  are  doing  pyloroplasty;  we  have 
had  problems  when  we  don’t. 

Dr.  Kirschner:  I think  it  is  interesting  to  note 
the  kind  of  pyloroplasty  that  has  been  done.  Occa- 
sionally'you  end  up  with  a tiny  scar  on  the  pylorus, 
a little  scratch  which  doesn’t  do  very  much.  On  the 
other  hand  it  is  true  that  sometimes  a secondary 
pyloroplasty  has  to  be  done,  but  that  has  been  a 
problem  which  is  coming  full  circle  now,  and  it  is  in- 
teresting to  see  that  the  V.A.  group  hasn’t  used  py- 
loroplasty and  isn’t  having  difficulty  with  it. 

Dr.  Lambert:  I wish  to  ask  one  question  that  I 
would  like  the  authors  to  comment  on.  If  you  have 
a carcinoma  of  the  esophagus  with  metastatic  disease 
to  the  liver,  what  type  of  palliative  procedures  do  you 
do;  do  you  go  ahead  with  a resection  with  a gastro- 
esophagectomy,  or  do  you  do  a lesser  procedure? 

Dr.  Piccone:  We  had  12  patients  of  the  56  who 
had  liver  metastases.  Six  of  those  were  judged  to 
have  widespread  liver  involvement  and  received 
gastrostomy  alone.  The  other  6 had  limited  in- 
volvement of  the  liver  and  were  treated  with  the  full 
procedure.  These  had  a mean  survival  time  of 
something  like  six  weeks  postoperatively.  This,  of 
course,  reduces  the  survival  rate  of  the  group  that 
received  palliative  surgery.  Certainly,  in  this  latter 
group,  the  extent  of  surgery  seemed  too  much  com- 
pared with  the  palliation  received.  To  answer  Dr. 
Lambert’s  questions,  then,  we  would  not  in  the  future 
do  resection  where  both  lobes  of  the  liver  contain 
metastases.  We  do  not  like  to  disagree  with  Dr. 
Beattie  since  he  basically  seems  to  agree  with  us.  I 
would  like  to  thank  him  for  discussing  the  presen- 
tation on  such  short  notice. 

The  evolution  of  this  report  is  of  some  interest. 
Ten  years  ago  we  prepared  to  study  the  need  for  py- 
loroplasty to  supplement  esophagogastrectomy. 
During  this  ten-year  period  our  survivors  were 
studied  postoperatively,  and  only  1 of  the  50  patients 
showed  delay  in  gastric  emptying  by  x-ray.  Gastric 
analyses  were  done  on  all  and  repeated  as  late  as  five 
or  six  years.  One  week  before  this  manuscript  was 
finished,  in  our  review  of  the  world  literature  we 
found  that  Garlock  and  Klein  in  1954  advocated 
omission  of  the  pyloroplasty.  When  Dr.  Ahmed 
found  that  the  mortality  was  very  low  we  converted 
the  article  into  one  which  stressed  mortality  rates. 
The  gastroenterologists  and  radiotherapists  have 
been  leaning  more  and  more  toward  radiation  for 
treatment  of  middle  third  esophageal  lesions.  If  one 
compares  the  statistics  for  surgical  therapy  with  its 
high  resectability  rate,  its  low  mortality  rates,  and  its 
excellent  palliation  one  is  forced  to  consider  resec- 
tional procedures  as  primary  therapy,  and  I com- 
mend it  to  your  attention  particularly  for  middle 
third  lesions. 

The  following  report  will  be  given  in  its  entire- 
ty. 
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Cardiac  and  pericardial  tumors  have  been  con- 
sidered uncommon  and  of  relative  unimportance  as 
a cause  of  clinical  heart  disease.  However,  advanced 
diagnostic  and  surgical  techniques  have  now  made 
it  possible  to  identify  these  lesions  antemortem,  and, 
as  a result,  there  has  been  renewed  interest  in  their 
diagnosis  and  treatment. 

The  following  is  a case  report  of  a woman  who 
presented  severe  dyspnea.  She  was  initially  thought 
to  have  a malignant  mediastinal  tumor  but  was 
proved  to  have  a massive  intrapericardial  lipoma 
arising  from  the  atrioventricular  groove.  The  im- 
portance of  a thorough  preoperative  evaluation,  in- 
cluding cardiac  angiography,  is  stressed. 

Case  report 

This  forty-eight-year-old  female  had  been  in  good 
health  until  four  years  prior  to  admission  when  she 
first  noted  increasing  exertional  dyspnea  associated 
with  marked  weight  gain.  One  month  prior  to  ad- 
mission she  developed  a nonproductive  cough  and 
vague  anterior  chest  discomfort  in  association  with 
increased  dyspnea.  A chest  x-ray  film  at  that  time 
showed  opacification  of  the  lower  two  thirds  of  her 
left  hemithorax.  She  was  a nonsmoker,  and  there 
was  no  history  of  fever,  chills,  hemoptysis,  night 
sweats,  or  exposure  to  tuberculosis  or  toxins. 

A “cyst”  beneath  the  skin  had  been  removed  from 
the  posterior  thorax  four  years  previously.  Review 
of  the  slides  revealed  that  the  lesion  was  a benign  li- 
poma. She  was  admitted  to  a hospital  where  mul- 
tiple attempts  at  thoracentesis  were  unsuccessful.  A 
lung  scan  at  that  time  demonstrated  normal  perfu- 
sion of  the  right  lung  and  perfusion  of  only  the  apex 
of  the  left  lung.  Sputum  culture  findings  were  neg- 
ative. She  was  then  referred  for  further  evaluation 
and  treatment  and  was  admitted  to  the  Columbia 
Presbyterian  Medical  Center  in  New  York  City. 
Physical  examination.  The  patient  had  a blood 
* By  invitation. 


pressure  reading  of  150/100  mm.  Hg.  Her  pulse  was 
regular  at  100,  and  her  respiratory  rate  was  slightly 
labored  at  32.  Her  temperature  was  98° F.,  her 
weight  was  195  pounds,  and  her  height  was  5 feet,  4 
inches. 

The  patient  was  massively  obese  and  became 
dyspneic  on  talking.  The  trachea  was  in  the  midline, 
and  there  was  no  venous  distention  or  palpable  ad- 
enopathy. There  were  markedly  decreased  tubular 
breath  sounds  over  the  left  base  with  dullness  to 
percussion.  There  was  a soft  nontender  fatty 
prominence  over  the  lower  cervical  and  the  upper 
thoracic  spine.  Heart  sounds  were  distant.  The 
rhythm  was  regular,  and  there  were  no  murmurs, 
gallops,  or  rubs.  The  abdomen  was  massively  obese, 
soft,  nontender,  and  no  masses  or  striae  were  noted. 
There  was  no  pitting  pretibial  edema,  cyanosis,  or 
clubbing.  Neurologic  examination  findings  were 
normal. 

Laboratory  data.  The  patient  had  a white  blood 
count  of  8,400;  hemoglobin  was  14.6  Gm.  per  100  ml. 
The  erythrocyte  sedimentation  rate  was  6.  Urinal- 
ysis, electrolytes,  blood  urea  nitrogen,  glucose,  and 
sequential  multiple  analyzer-12  results  were  all 
within  normal  limits.  Electrocardiograph  tracings 
revealed  a sinus  tachycardia,  left-axis  deviation,  and 
flattened  T waves  in  I and  aVl,  with  a P-R  interval 
of  0.16.  Arterial  blood  gas  determination  showed  a 
pH  of  7.37;  a partial  carbon  dioxide  pressure  of  54;  a 
partial  oxygen  pressure  of  61;  a base  excess  of  +4;  and 
a bicarbonate  ion  of  32.  Vital  capacity  was  0.9  L.; 
first  forced  expiratory  volume  was  0.7  L.  Protein 
electrophoresis  yielded  normal  findings.  Liver  scan 
revealed  a diffuse  hepatomegaly;  serum  cortisol  levels 
were  within  normal  limits;  and  serum  thyroxine  and 
triiodothyronine  levels  were  normal.  Chest  x-ray 
films  revealed  a massive  anterior  mediastinal  and  left 
chest  mass  displacing  the  diaphragm  downward  and 
shifting  the  mediastinum  to  the  right  (Fig.  1). 

Angiography.  Cardiac  angiography  revealed  a 
huge  hypovascular  tumor  extending  into  both  the  left 
and  right  hemithorax  (Fig.  2).  The  left  coronary 
artery  was  elevated  from  its  normal  position  on  the 
left  ventricle,  and  there  was  evidence  of  neovascu- 
larization of  the  mass.  The  left  pulmonary  artery 
was  compressed  by  the  mass,  and  it  was  markedly 
displaced  toward  the  right.  The  heart  was  small  with 
a normal  aorta  and  great  vessels.  The  study  was 
interpreted  as  being  consistent  with  a malignant 
tumor  invading  the  myocardium  and  supplied  by 
branches  of  the  left  coronary  artery.  Echocardio- 
gram revealed  the  heart  to  be  displaced  to  the  right 
by  a mass,  with  multiple  echoes  suggesting  a solid 
tumor  consistent  with  a lipoma,  although  one  would 
expect  better  transmission.  Malignant  liposarcoma 
was  considered  a possibility. 

Hospital  course.  A needle  biopsy  through  the 
left  fourth  intercostal  space  yielded  adipose  tissue 
consistent  with  lipoma.  The  patient  was  then  ex 
plored  via  a bilateral  anterior  thoracotomy  incisior 
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FIGURE  1 . Chest  roentgenograms  obtained  at  time  of  admission  demonstrating  mass  in  left  side  of  chest  and  anterior  me- 
diastinum contiguous  with  cardiac  silhouette.  Mediastinum  shifted  to  right.  (A)  Posteroanterior.  (B)  Lateral. 


through  the  fourth  intercostal  space  including 
transverse  division  of  the  sternum.  A multilobu-- 
lated,  yellow,  glistening,  encapsulated  tumor  was 
found  completely  within  the  pericardium  (Fig.  3A). 
It  extended  primarily  into  the  left  side  of  the  chest 
but  also  across  the  anterior  surface  of  the  heart  into 
the  right  side.  The  tumor  arose  from  a 6 to  8-cm. 
cylindrical  stalk  arising  from  the  left  atrioventricular 
groove  and  appeared  to  be  supplied  by  a single  ar- 
tery. 

The  tumor  was  removed  in  large  fragments  leaving 
a residual  fatty  stump  with  a diameter  of  3.5  cm.  in 
the  groove.  Complete  resection  was  avoided  to 
preserve  the  displaced  left  coronary  artery.  The 
specimen  weighed  2,500  Gm.,  as  shown  in  Figure  3B, 
and  microscopic  sections  confirmed  that  it  repre- 
sented a classic  lipoma,  as  shown  in  Figure  3C, 
without  evidence  of  malignant  condition. 

The  patient  tolerated  the  procedure  well  and  was 
transferred  to  the  intensive  care  unit  postoperatively 
where  she  required  ventilatory  support  for  four  days. 
Her  postoperative  chest  x-ray  films  showed  dramatic 
improvement  (Fig.  4).  Postoperative  mild  fluid  re- 
tention responded  to  diuretics  and  fluid  restriction, 
and  digitalization  was  not  required.  She  was  dis- 
charged on  the  seventeenth  postoperative  day  in 
good  condition. 

Two  months  postoperatively  the  patient  was 
markedly  improved.  She  could  run  upstairs  without 


dyspnea.  Arterial  blood  gases  showed  a pH  of  7.42; 
a partial  carbon  dioxide  pressure  of  42,  compared  to 
54  preoperatively;  oxygen  pressure  80  compared  to 
61  preoperatively;  a base  excess  of  +2;  and  a bicar- 
bonate ion  of  28.  Pulmonary  function  tests  showed 
that  the  vital  capacity  increased  to  1.9  L.,  from  0.9  L., 
and  the  first  forced  expiratory  volume  increased  to 
1.5  L.,  from  0.7  L.  When  last  seen  one  year  later,  her 
improvement  was  sustained,  and  she  was  clinically 
asymptomatic. 

Comment 

Primary  tumors  of  the  heart  are  still  relative  rari- 
ties, and  metastic  tumors  are  16  to  40  times  as  com- 
mon.1’2 Of  the  primary  tumors,  approximately  20 
per  cent  are  sarcomas,  and  almost  all  others  are  be- 
nign with  50  per  cent  myxomas,  20  per  cent  rhab- 
domyomas, and  the  remainder  a mixture  of  fibromas, 
angiomas,  hamartomas,  and  lipomas.3-7  Although 
often  quoted  as  comprising  12  per  cent  of  cardiac 
tmors,  only  38  cases  of  lipomas  of  the  heart  have  been 
reported  in  the  literature.8’9 

Diffuse  lipomatous  deposits  in  and  around  the 
heart  have  been  described  in  Cushing’s  disease.10 
The  suggestion  of  a buffalo  hump  in  this  patient 
raised  this  question,  but  steroid  levels  were  normal. 
Similar  deposits  are  being  seen  increasingly  in  renal 
transplant  patients,11-13  but  these  disappear  with 
decreased  steroid  dosage.  In  the  series  of  Johansson 
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FIGURE  2.  (A)  Cardiac  angiogram,  RA  (right  atrial)  injection, 

early  phase.  Right  ventricle  and  right  ventricular  outflow  tract 
markedly  deviated  to  right  by  mass.  PA  = pulmonary  artery. 
(B)  Right  atrial  injection,  later  phase.  Left  pulmonary  artery 
elevated  by  mass,  and  blood  flow  to  left  lung  diminished  owing 
to  compression  by  mass.  No  vascular  supply  to  mass  from 
pulmonary  artery.  (C)  Left  ventricular  injection.  Left  cor- 
onary artery  (single  large  arrow)  elevated  by  hypovascular 
mass  with  some  neovascularity  (two  small  arrows).  Nor- 
mal-sized left  ventricle  displaced,  and  aorta  normal. 


and  Soderlund,14  thoracic  lipomatous  collections 
were  sometimes  associated  with  recent  weight  gain. 
Gernez-Rieux  et  al. 15  cited  the  case  of  a woman  who 
refused  operation  and  was  observed  to  have  a medi- 
astinal mass  disappear  in  conjunction  with  the  pa- 
tient’s overall  weight  loss. 

Page’s16  definition  of  lipomas,  which  are  catego- 
rized as  “localized  collections  of  fat  whether  they  are 
encapsulated  or  not,”  would  still  relegate  cardiac  li- 
pomas to  rarities. 

Alber  described  the  first  case  of  lipoma  of  the  heart 
in  1 856.  Most  of  the  earlier  figures  in  the  literature 
were  based  on  autopsy  findings,  and  surgical  inter- 
vention was  rare.  In  1952,  Maurer17  published  “the 


first  recorded  instance  of  successful  surgical  removal 
of  a primary  lipoma  of  the  heart.”  The  lipoma 
weighed  3.5  pounds,  or  1,600  Gm.,  and,  similar  to  the 
present  case,  it  originated  from  a stalk  rising  from  the 
left  ventricle.  In  1973  Shumacker  and  Leshnower’s18 
case  was  also  similar.  A 517-Gm.  lipoma  arose  on  a 
vascular  pedicle  from  the  midportion  of  the  right 
ventricular  wall.  In  all  of  these  cases  none  of  the 
chambers  of  the  heart  were  opened,  and  there  was  no 
need  for  cardiopulmonary  bypass. 

In  1955,  Crafoord19  reported  the  first  successful 
removal  of  a primary  intracavitary  cardiac  tumor  of 
any  type,  a myxoma  of  the  left  atrium.  In  1964  a 
right  atrial  lipoma  was  excised  by  Crockett  et  al.'10 


i 


1822  New  York  State  Journal  of  Medicine/October  1976 


FIGURE  3.  Massive  bilobed  lipoma.  (A)  Retracted  to  show  its  stalk  (arrow)  arising  from  atrioventricular  groove.  (B) 
Completely  excised  specimen  weighing  2,500  Gm.  (C)  Histologic  section  showing  benign  lipoma.  No  areas  of  malignant 
condition  found. 
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Cardiopulmonary  bypass  was  required  because 
excision  and  repair  of  a portion  of  the  lateral  wall  of 
the  right  atrium  was  necessary  to  remove  the  tumor 
completely. 

The  symptoms  which  these  lipomas  present  de- 
pend on  the  size,  the  location  of  the  lesion,  and  the 
general  physical  condition  of  the  patient.  Most  li- 
pomas are  subendocardial  or  subepicardial  in  ori- 
gin.21’22 Many  are  asymptomatic  and  are  found  only 
at  autopsy  or  discovered  on  routine  chest  x-ray,  33 
per  cent  of  the  time  according  to  Morere  et  al ,23 
Dyspnea  was  the  most  common  symptom  in  33  per 
cent  of  patients,  according  to  Morere  et  al.23  and  in 
53  per  cent  of  patients  according  to  Houdard.24  A 
sense  of  discomfort  or  heaviness  in  the  chest,  found 
in  33  per  cent  of  patients,  was  often  an  associated 
symptom.23  A nonproductive  cough  sometimes  was 
present,  with  an  incidence  of  15  per  cent,  but  he- 
moptysis with  frank  venous  obstruction  was  rare.23’25 
Intracavity  lipomas,  particularly  if  pedunculated,  can 
produce  symptoms  of  valvular  obstruction.  Physical 
examination  may  reveal  variance  in  murmurs  and  in 
blood  pressure  with  postural  changes,21’22  but  often 
these  clues  are  not  present.  The  variability  of 
symptoms  makes  preoperative  diagnosis  difficult. 
Keeley  in  1958  reported  that  only  13  of  350  primary 
heart  tumors  were  diagnosed  antemortem.25’26 

The  x-ray  film  usually  shows  distortion  of  the 
cardiac  silhouette,  but  it  is  usually  not  possible  to 
determine  whether  the  tumor  is  intra-  or  extra- 
pericardial. 

The  increased  density  in  the  center  of  the  tumor 
mass  and  the  “nuageux  ou  huile”  sign  could  also 
represent  a cyst  or  effusion.23’27-28  As  in  this  case, 
the  lipoma  is  often  diagnosed  clinically  as  fluid,  and 
thoracentesis  or  pericardiocentesis  is  frequently  at- 
tempted.29 Fluoroscopy  adds  little.  A pneumo- 
mediastinum or  a pneumopericardium  as  suggested 
by  Gernez-Rieux  et  al.15  and  by  Leubschitz, 
Lundsteen,  and  Forchhammer30  could  help  to  lo- 
calize the  mass  and  might  be  suggestive  of  a lipoma 
if  lobulations  were  seen  on  x-ray  films.  Ultrasono- 
graphy helped  to  elucidate  the  nature  of  the  mass  in 
this  case,  but  it  did  not  rule  out  a malignant  condi- 
tion. This  procedure  has,  however,  not  generally 
been  useful.  Percutaneous  needle  biopsy  is  probably 
not  indicated.  The  risks  of  bleeding  are  obvious,  and 
biopsy  often  yields  inadequate  tissue;  positive  biopsy 
findings  were  found  in  only  2 of  11  cases  by  Banety 
and  Couny.28  Even  when  the  biopsy  finding  is  pos- 
itive, one  cannot  be  sure  that  the  biopsy  is  repre- 
sentative of  the  entire  mass.  However,  it  is  per- 
formed in  this  case  only  after  angiography  had  lo- 
calized the  mass  sufficiently  to  make  it  safe.  Had  the 
mass  proved  to  he  a liposarcoma,  radiotherapy  would 
have  been  considered. 

Angiography  is  extremely  helpful,  especially  with 
the  intracavitary  lesions,  where  smooth  lobulations 
are  suggestive  of  benign  lipomas.22  In  this  case,  the 
preoperative  cardiac  angiogram  demonstrated  ele- 
vation of  the  left  coronary  artery  from  the  surface  of 


the  left  ventricle.  Although  it  had  falsely  led  us  to 
suspect  a possible  malignant  tumor  with  myocardial 
invasion,  at  the  time  of  surgery  the  knowledge  of  the 
aberrant  course  of  the  vessel  was  invaluable.  Total 
resection  of  the  lipoma  ran  the  risk  of  myocardial 
damage,  and  the  importance  of  defining  the  margins 
of  resection  by  the  arteriogram  cannot  be  overem- 
phasized.31 

Summary 


A case  history  of  an  obese  woman  with  a massive 
intrapericardial  lipoma  of  2,500  Gm.  arising  from  the 
left  atrioventricular  groove  is  described.  A review 
of  the  literature  reveals  this  to  be  the  largest  cardiac 
tumor  yet  reported,  and  its  successful  excision  is 
described.  The  importance  of  preoperative  cardiac 
angiography  to  define  the  tumor  blood  supply  is 
stressed. 
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Continuous  perfusion  of  the  coronary  arteries  of 
the  beating  heart  during  aortic  valve  replacement 
would  appear  to  be  the  most  physiologic  means  of 
myocardial  oxygen  delivery. 

As  commonly  performed,  one  or  both  coronary 
ostia  are  perfused,  in  the  latter  case  usually  by  sep- 
arate pumps,  at  a constant  flow  rate  during  both 
systole  and  diastole.  Buckberg  has  stressed  that  the 
flow  rate  should  be  sufficient  to  maintain  a mean 
ostial  perfusion  pressure  of  90  mm.  Hg. 

In  reality  this  system  is  not  analogous  to  normal 
coronary  perfusion  because  the  latter  occurs  almost 
entirely  during  diastole,  and  total  coronary  flow  is 
* By  invitation. 


presentation,  and  for  an  excellent  result.  Primary 
tumors  of  the  heart  are  among  the  rarest  of  neo- 
plasms, and  I don’t  suppose  any  one  surgical  team  is 
apt  to  have  any  great  experience  with  a great  variety 
of  them.  Principles  of  management  are  apt  to  be 
derived  from  the  literature  and  from  someone  else’s 
experience.  I think  the  key  point  in  this  case  is  the 
extreme  importance  of  the  coronary  angiogram  both 
in  delineating  the  pathologic  condition  and  planning 
the  surgery.  I have  1 case  that  we  would  like  to 
present,  from  the  days  before  coronary  angiography 
became  as  safe  and  as  readily  available  as  it  is  now. 
This  is  a case  of  what  turned  out  to  be  lipoid  myo- 
dystrophy of  the  heart.  This  was  in  a man  who  ap- 
peared at  our  hospital  some  years  ago  in  terminal 
congestive  heart  failure.  Studies,  including  a con- 
trast study  of  the  right  side  of  the  heart,  suggested 
pericardial  effusion  and  tamponade.  He  was  ex- 
plored. The  pericardium  was  normal,  and  this 
grossly  distorted  and  infiltrated  heart  was  found.  He 
succumbed  soon  after  surgery.  If  we  had  had  a cor- 
onary angiogram,  I don’t  suppose  the  end  result 
would  have  been  any  different,  but  he  would  have 
been  spared  what  turned  out  to  be  a useless  pericar- 
diectomy.  Again,  I enjoyed  the  report,  and  certainly 
the  result  could  not  be  improved  on. 

The  following  article  is  abstracted. 


determined  by  the  interrelationship  of  diastolic  ar- 
terial pressure  and  diastolic  coronary  vascular  re- 
sistance. 

When  the  coronary  arteries  are  continuously  per- 
fused at  the  same  rate  during  the  entire  cycle,  the 
pressure  registered  on  the  coronary  perfusion  gauge 
in  part  represents  the  effect  of  the  high  coronary 
vascular  resistance  during  systole.  The  flow  deliv- 
ered during  systole  would  be  expected  to  perfuse  the 
outer  myocardial  zones.  During  diastole  the  perfu- 
sion pressure  would  be  lower  than  the  mean  gauge 
pressure  of  90  mm.  Hg  by  an  indeterminate  amount. 
Both  the  flow  and  pressure  during  diastole  might  be 
inadequate  for  the  needs  of  the  inner  myocardial  zone 
which  is  only  capable  of  being  perfused  during  dias- 
tole. 

We  believe  this  concept  of  the  deficiency  of  con- 
stant-flow coronary  perfusion  explains  those  occa- 
sional patients  with  left  ventricular  hypertrophy  who 
sustain  myocardial  ischemic  damage  during  aortic 
valve  surgery.  To  correct  this  we  have  successfully 
employed  a gravity  feed  coronary  perfusion  system, 
thereby  maintaining  diastolic  as  well  as  systolic 
coronary  ostial  pressure  at  90  to  100  mm.  Hg  in  8 
patients. 

In  6 patients  left  coronary  flow  has  been  measured 
at  mean  coronary  ostial  pressure  of  90  mm.  Hg  during 
gravity  and  pump  perfusion.  Gravity  flows  were  40 
to  100  per  cent  greater  than  pump  flows,  the  mean 
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being  335  versus  175  ml.  per  minute,  indicating  that 
when  the  coronary  vascular  bed  can  autoregulate  to 
a constant  diastolic  perfusion  pressure,  total  blood 
flow  is  considerably  higher  than  when  the  coronary 
vessels  are  continuously  perfused  at  the  same  mean 
perfusion  pressure. 

These  preliminary  results  suggest  that  constant 
pressure  rather  than  controlled  flow  is  the  superior 
method  of  coronary  perfusion.  Studies  of  myocar- 
dial metabolism  and  zonal  flow  distribution  under 
each  perfusion  condition  are  clearly  indicated. 

Discussion 

Henry  Spotnitz,  M.D.,  New  York  City.  The 
classic  view  of  autoregulation  of  coronary  blood  flow 
is  that  in  the  normal  circulation  metabolic  factors 
such  as  hypoxia  are  more  important  than  coronary 
perfusion  pressure.  However,  since  the  1950s,  me- 
chanical interventions  have  been  shown  to  increase 
coronary  blood  flow  in  the  absence  of  metabolic  ab- 
normalities. The  landmark  was  the  demonstration 
of  Kantrowitz  and  Kantrowitz  that  connecting  the 
left  coronary  artery  to  the  aorta  with  a long  piece  of 
tubing  caused  the  systolic  pressure  wave  to  arrive  in 
the  coronary  artery  during  diastole  and  caused  cor- 
onary blood  flow  to  increase.  Since  that  time 
counterpulsation  and  intra-aortic  balloon  pumping 
have  been  employed  to  good  advantage;  these  also 
increase  coronary  blood  flow.  More  recently,  in  view 
of  the  problems  encountered  in  the  “stone  heart 
syndrome,”  investigators  have  concentrated  on  the 
factors  that  affect  coronary  perfusion  during  car- 
diopulmonary bypass.  As  Dr.  Giannelli  pointed  out, 
it  has  been  shown  that  the  use  of  pulsatile  bypass  is 
advantageous,  that  ventricular  fibrillation  is  to  be 
abhorred,  and  that  left  ventricular  hypertrophy  ap- 
pears to  increase  the  risk  of  subendocardial  ischemia. 
It  has  also  been  shown  that  myocardial  blood  flow  is 
highest  during  diastole.  Dr.  Giannelli  has  demon- 
strated in  his  own  work  that  a theoretical  analysis  of 
coronary  perfusion  can  have  important  practical 
applications.  He  has  shown,  with  current  roller 


pumps,  that  during  diastole,  at  the  time  when  we 
would  like  to  see  coronary  perfusion  at  its  highest,  the 
effect  of  the  pump  rollers  actually  retards  blood  flow. 
During  systole  the  effect  of  the  roller  pump  is  similar 
to  the  effect  of  a volume  cycle  respirator:  it  is  pos- 
sible to  get  extraordinarily  high  perfusion  pressures 
which  may  have  damaging  effects.  In  the  future  we 
will  learn  whether  the  clinical  course  of  patients  who 
have  left  ventricular  hypertrophy  is  improved  by  Dr. 
Giannelli’s  gravity  perfusion  system. 

I would  like  to  ask  Dr.  Giannelli  two  questions: 
First,  in  the  ideal  gravity-driven  coronary  perfusion 
system,  pressure  doesn’t  change  but  remains  con- 
stant at  a predetermined  value.  The  question  is — 
are  the  reported  benefits  of  pulsatile  coronary  per- 
fusion due  to  pulsatile  flow  or  pulsatile  pressure? 
Second,  are  there  other  factors  in  the  “stone  heart” 
besides  how  much  flow  you  can  get  out  of  your  pump, 
including  coronary  vasospasm  or  other  consider- 
ations related  to  chronic  effects  of  hypertrophy  and 
heart  failure? 

Dr.  Beattie:  There  is  just  one  question.  How 
many  millimeters  of  mercury  is  how  many  centime- 
ters of  blood  above  the  patient?  I have  forgotten. 

Answer:  136. 

Dr.  Giannelli:  I would  like  to  first  address  myself 
to  Dr.  Beattie’s  comments.  The  height  of  the  res- 
ervoir above  the  heart  is  such  that  the  static  pressure 
is  about  140  mm.  Hg.  However,  during  coronary 
flow,  the  pressure  at  the  coronary  ostium  is  only  90 
to  100  because  part  of  the  hydrostatic  pressure  is 
used  to  overcome  resistance  in  the  perfusion  tub- 
ing. 

Dr.  Beattie:  Where  was  the  pressure  measured, 
down  close  to  the  heart? 

Dr.  Giannelli:  Pressure  was  measured  2 cm.  from 
the  coronary  ostium.  We  plan  to  study  this  concept 
further  in  the  animal  model  with  left  ventricular 
hypertrophy.  There  may  well  be  other  factors,  be- 
sides inadequate  total  coronary  blood  flow,  that 
contribute  to  subendocardial  ischemic  neurosis. 

The  following  report  will  be  given  in  its  entire- 
ty. 
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In  the  surgical  treatment  of  diffuse  coronary  artery 
disease,  combined  distal  coronary  endarterectomy 
and  saphenous  coronary  bypass  graft  of  a dominant 
right  coronary  artery,  in  conjunction  with  saphenous 
coronary  bypass  graft  of  the  anterior  descending 
coronary,  offers  an  alternative  to  the  more  conven- 
tional approach  of  three  or  more  vein  bypasses.  The 
advantages  of  this  technique  are  extended  oper- 
ability, excellent  clinical  results,  low  operative  mor- 
tality, and  high  late  patency,  as  well  as  avoidance  of 
more  than  two  bypasses.  A low  perioperative  in- 
farction rate  is  also  possible  when  attention  is  given 
to  physiologic  protection  of  the  myocardium. 

Material  and  methods 

Between  April,  1972,  and  May,  1975,  60  male  pa- 
tients, ages  forty-two  to  seventy-four  with  a mean  of 
fifty-five  years,  had  distal  right  coronary  endarter- 
ectomy with  saphenous  coronary  bypass  graft  per- 
formed by  the  same  surgical  team.  Each  patient  had 
refractory  angina  or  angina  at  rest,  including  13  with 
unstable  anginal  syndromes.  The  common  feature 
in  this  group  of  patients  was  complete  or  near  com- 
plete obstruction  of  a dominant  right  coronary  artery 
at  the  crux  of  the  heart.  Visualization  of  the  distal 
branches  was  variable,  with  distal  branches  filling 
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retrograde  via  collaterals  from  the  left  system. 
Forty-seven  patients,  78  per  cent,  had  triple-vessel 
disease,  defined  as  greater  than  70  per  cent  luminal 
obstruction  of  the  anterior  descending  coronary,  right 
coronary  artery,  and  circumflex  coronary  (Fig.  1). 
The  circumflex  coronary  was  most  often  diffusely 
diseased.  Included  in  this  group  were  6 left  main- 
stem  lesions,  an  incidence  of  10  per  cent,  and  one 
coronary  aneurysm.  Six  patients,  10  per  cent,  had 
disease  restricted  to  the  right  coronary  and  anterior 
descending  coronary  arteries.  These  53  patients  had 
a distal  right  coronary  endarterectomy  and  saphe- 
nous coronary  bypass  graft  as  well  as  a saphenous 
coronary  bypass  graft  to  the  anterior  descending 
coronary  artery. 

Seven  patients,  18  per  cent,  had  only  a distal  right 
coronary  endarterectomy  and  saphenous  coronary 
bypass  graft  for  either  single,  double,  or  triple-vessel 
disease  when  an  anterior  descending  coronary  bypass 
was  not  necessary  or  technically  feasible. 

Additional  procedures  performed  included  a 
ventricular  aneurysmectomy  and  3 nonelective 
endarterectomies  of  the  anterior  descending  coronary 
artery. 

Bypass  grafts  to  the  circumflex  coronary  system 
were  routinely  avoided  regardless  of  their  technical 
feasibility. 

The  technique  employed  has  been  described 
elsewhere.1  Several  major  modifications  in  bypass 
technique  were  used  for  the  last  36  cases  (Fig.  2).  A 
protein/electrolyte  pump  prime  is  now  used  exclu- 
sively. Left  ventricular  apical  venting  is  not  con- 
sidered necessary.  Aortic  cross  clamping,  induced 
electric  fibrillation,  and  hypothermia  are  never  used. 
Indeed,  should  the  heart  stop  beating,  a major 
problem  is  suspected  and  the  procedure  halted  until 
effective  beating  is  reestablished.  Rarely  is  full  by- 
pass necessary.  The  continuous  display  of  the  left 
atrial  pressure  to  monitor  volume  balance  and  car- 
diac function  during  surgical  manipulation  is  es- 
sential to  the  procedure. 


NO.  PTS. 

NO.  DISEASED 
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MAIN  STEM 
LESION 
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SCB  TO  LADC 
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7(12%) 
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FIGURE  1.  Operative  procedures  and  distribution  of  lesions. 
DRCE  = distal  right  coronary  endarterectomy;  SCB  = sa- 
phenous coronary  bypass;  LADC  = left  anterior  descending 
coronary. 
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A.  Standard 

Heparin 

Bubble  Oxygenator 
Aortic  Cannulation 
Left  Atrial  Pressure 
Monitoring 

B.  Modifications  j ^ 

1st  24pts  Iast36pts 
(40%)  (60%) 

Blood  Prime  ± — 

Apical  Vent  + _ 

Aortic  X-Clamp  ± — 

Hypothermia  ± — 

Induced  Fibrillation  ■+■  _ 

Flow  FULL  PARTIAL 

FIGURE  2.  Bypass  techniques.  (A)  Standard.  (B)  Modifi- 
cations. 


The  endarterectomy  technique  has  remained 
standard.  It  entails  identification  of  the  ather- 
omatous core  within  the  right  coronary  artery  1 cm. 
proximal  to  the  crux  of  heart.  Interrupted  sutures 
are  placed  prior  to  core  extraction  permitting  accu- 
rate placement  in  a bloodless  field  since  the  right 
coronary  artery  is  intact  (Fig.  3A).  Following  suture 
placement,  the  distal  core  is  manually  extracted  from 
the  posterior  descending  and  atrioventricular  groove 
branches  (Fig.  3B).  The  proximal  specimen  is 
electively  amputated  2 cm.  proximal  to  the  arteri- 
otomy.  No  attempt  is  made  to  open  the  right  coro- 
nary back  to  the  aortic  orifice  (Figs.  3C  and  4). 

Confirmation  of  the  complete  removal  of  the  core 
distally  is  essential  (Fig.  5).  The  use  of  a balloon 
catheter  for  extraction  of  distal  plaques  is  rarely 
necessary.  Probing  the  distal  vessel  is  unnecessary 
and  risky,  since  vessel  perforation  and  dissecting 
hematoma  have  occurred  from  this  maneuver,  re- 
sulting in  low  flow  and  graft  closure. 

Following  confirmation  of  complete  core  removal, 
the  previously  placed  sutures  are  used  to  construct 
the  distal  anastomosis  with  a segment  of  reversed 
saphenous  vein.  The  proximal  aortic  anastomosis 
is  constructed  using  interrupted  sutures  within  a 
partially  occluded  aortic  segment. 

The  vein  bypass  to  the  left  anterior  descending 
coronary  also  employs  interrupted  suture  technique 
for  both  aortic  and  coronary  anastomosis. 

Air  is  carefully  vented  from  each  graft  prior  to  the 
establishment  of  bypass  graft  flow. 


FIGURE  3.  Core  extraction  procedure.  C = core;  S = 
suture;  RA  = right  atrium;  RV  = right  ventricle.  (A)  Suture 
placement  prior  to  core  removal.  (B)  Core  extraction.  (C) 
Endarterectomized  vessel  with  sutures  in  place. 


During  the  procedure,  lead  aVf  is  used  to  monitor 
the  patient  when  the  right  graft  is  constructed.  An 
apical  epicardial  lead  is  used  to  monitor  the  patient 
during  the  bypass  grafting  to  the  left  anterior  de- 
scending coronary.2 

An  electromagnetic  flow  probe  measures  the  graft 
flow  at  the  completion  of  the  procedure. 

Results 

This  group  of  60  patients  was  followed  for  a total 
of  1,377  patient  months,  the  range  being  nine  to 
forty-six  months  and  the  mean  twenty-three  months 
(Fig.  6). 

There  was  1 operative  death,  an  incidence  of  1.7 
per  cent.  This  resulted  from  a circumferential 
subendocardial  infarction  in  a severely  hypertensive 
patient  with  massive  left  ventricular  hypertrophy. 
This  patient  could  not  be  weaned  from  bypass.  He 
represented  a pivotal  case  in  that  his  operation, 
number  24,  was  the  last  that  employed  continuous 
induced  electric  fibrillation,  moderate  hypothermia, 
and  full  cardiopulmonary  bypass. 

Graft  flows  in  general  varied  from  zero  to  150  ml. 
per  minute.  There  were  5 early  operative  failures  as 
evidenced  by  hematoma  formation  at  the  operative 
site,  or  flows  measuring  less  than  30  ml.  per  minute. 
These  patients  were  recatheterized  early  and  uni- 
formly showed  graft  closure.  One  patient  in  this 
group  underwent  attempted  graft  reconstruction  at 
four  months  without  success.  He  suddenly  expired 
four  months  following  the  second  procedure.  The 
remaining  4 patients  are  well  beyond  one  year  and  are 
working  full  time.  Each  has  a patent  remaining  graft 
to  the  anterior  descending  coronary  artery.  The  last 
operative  technical  failure  occurred  in  July,  1974. 

The  remaining  55  patients  had  operative  flows 
between  40  and  150,  the  mean  77  ml.  per  minute. 
The  1 late  failure  occurred  in  this  group.  This  pa- 
tient, with  angina  at  rest,  developed  mild  recurrent 
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angina.  Restudy  failed  to  visualize  the  graft.  His 
surgery  was  staged  because  of  bilateral  stripping  of 
the  saphenous  system  and  moderate  postphlebitic 
lower  extremities.  Portions  of  the  lesser  saphenous 
system  were  removed  at  a separate  procedure.  The 
wisdom  of  employing  veins  under  these  circum- 
stances is  questionable.  The  remaining  patients  are 
asymptomatic.  Thirteen  randomly  selected  patients 
have  been  restudied  between  nine  and  twenty-three 
months,  with  a mean  of  sixteen  months.  The  grafts 
are  all  widely  patent  with  filling  of  the  posterior  de- 
scending coronary  and  atrioventricular  groove 
branches.  Two  patients  had  some  narrowing  at  the 
distal  anastomosis.  These  patients  were  from  the 
early  group  and  probably  represent  technical  prob- 
lems. At  present,  these  are  the  only  studies  per- 
formed because  of  refusal  of  the  remaining  asymp- 
tomatic group  to  undergo  recatheterization. 

There  have  been  2 noncardiac  late  deaths.  One 
patient  with  a history  of  several  orthopedic  proce- 
dures and  hepatitis  expired  at  five  months  from  re- 
current hepatitis.  The  second  patient  expired  at 
four  months  from  unidentified  pulmonary  sepsis. 
Both  patients  remained  angina  free  terminally. 

The  perioperative  infarction  rate  has  varied  within 
this  series.  When  routine  elective  ventricular  fi- 
brillation was  used,  25  per  cent,  6 of  24  patients, 
demonstrated  new  infarcts.  Subsequently,  2.8  per 
cent,  1 of  36  patients,  had  new  Q waves.  None  of  the 


2-  Specimen  Ends  Taper 

3-  Palpation  Along  Distal  Vessels 

4-  Interior  Crux  Inspection 

5-  Balloon  Catheter  |ra re) 

FIGURE  5.  Confirmation  of  complete  core  removal. 

60  Patients 
137  7 Pf.  Months 

Op.  Mortality  — 1 11-7%) 

Late  Cardiac  Deaths  — 1(17%) 

Late  No  n -c  ard  ia  c Deaths  — 1 hepatitis 

1 Pul-  infection 

Op  Infarcts 

with  fibrillation—  25%  (6/24) 
beating  heart  — 2.8%  ( 1/36) 

Late  Patency  — 93%  (13/14) 

FIGURE  6.  Operative  results. 
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patients  in  either  group  had  clinical  problems  related 
to  these  infarcts.  Coincidental  with  the  decrease  in 
infarcts  is  a striking  decrease  in  the  use  of  postoper- 
ative pressors  in  the  nonfibrillated  group. 

There  was  no  correlation  between  intraoperative 
infarction  and  operative  graft  failure.  Only  1 patient 
with  hematoma  formation  and  operative  graft  failure 
demonstrated  a postoperative  infarction.  Of  the 
remaining  5 patients  in  the  early  group,  with  infarc- 
tion, 3 were  demonstrated  to  have  patent  grafts  more 
than  one  year  after  surgery.  The  remaining  2 arte 
asymptomatic  and  have  refused  recatheterization. 

Atrial  arrhythmias  are  frequent  in  the  early  post- 
operative course  and  easily  controlled  with  routine 
medical  management. 

Reoperation  for  bleeding  was  necessary  in  8.3  per 
cent,  or  2 of  24  patients,  in  the  group  employing  fi- 
brillation and  hypothermia.  No  reoperation  for 
bleeding  was  performed  in  the  group  of  36  patients 
with  beating  hearts  and  normothermic  bypass. 

No  late  myocardial  infarctions  have  occurred 
during  the  follow-up  period. 

Comment 

The  unique  feature  of  this  report  is  the  planned 
“incomplete”  revascularization  in  patients  with 
diffuse  coronary  artery  disease  and  a dominant  ob- 
structed right  coronary  artery.  The  use  of  right 
coronary  endarterectomy  to  avoid  bypassing  a cir- 
cumflex coronary  was  first  suggested  by  Robinson  et 
al. 3 The  atrioventricular  groove  branch  of  a domi- 
nant right  coronary  artery  is  frequently  completely 
occluded.4  When  this  vessel  is  reconstructed  by 
endarterectomy,  it  can  usually  be  probed  well  past 
the  midline  into  the  left  atrioventricular  groove. 
Surgically  reestablishing  flow  into  the  entire  distal 
right  coronary  should  avoid  the  need  for  a left  cir- 
cumflex graft  by  directly  supplying  blood  to  the  left 
posterior  wall.  Equally  important  is  the  extensive 
network  of  collateral  vessels  present  in  hearts  with 
diffuse  coronary  sclerosis.  This  collateral  network 
acts  as  a parallel  circuit  permitting  universal  distri- 
bution of  blood  from  any  accessible  input  site.  This 
would  explain  the  report  that  bypassing  each  ob- 
struction has  not  been  shown  to  be  superior  to  in- 
complete revascularization  in  regard  to  either  a 
two-year  survival  or  relief  of  angina  pectoris  in  pa- 
tients with  diffuse  coronary  disease.5  Forty-seven 
patients,  78  per  cent,  of  the  present  study  have  “tri- 
ple”-vessel  disease.  Included  in  this  group  were  13 
unstable  anginal  syndromes,  6 left  main-stem  lesions, 
and  1 right  coronary  artery  aneurysm.  The  high  late 
patency,  absence  of  late  infarcts,  and  excellent  clin- 
ical results  support  our  suggestion  that  routine  by- 
pass to  the  left  circumflex  coronary  artery  is  not 
necessary  when  satisfactory  bypass  can  be  performed 
to  the  anterior  descending  coronary,  and  a dominant 
right  coronary  artery  can  be  completely  recon- 
structed using  distal  endarterectomy  and  bypass. 

The  topic  of  right  coronary  endarterectomy  re- 


mains controversial.  Reports  continue  to  appear 
implicating  coronary  endarterectomy  as  a cause  of 
increased  mortality  rate  and  high  late  graft  failure. 
Hall  et  al.e  reports  a 9.3  per  cent  mortality  rate 
compared  with  5.3  per  cent  in  patients  without 
endarterectomy.  His  reported  late  patency  is  37  per 
cent  in  this  endarterectomy  group.  These  results 
contrast  strikingly  with  our  own  experience  in  this 
series  of  60  patients  with  distal  right  coronary  end- 
arterectomy and  saphenous  vein  bypass.  Only  1 
death  occurred,  an  incidence  of  1.7  per  cent.  This 
was  a direct  result  of  elective  ventricular  fibrillation 
in  a severely  hypertensive  patient,  a technique  no 
longer  routinely  employed.  The  late  patency  rate  in 
this  group  is  93  per  cent,  appearing  in  13  of  14.  The 
only  late  closure  occurred  in  the  patient  with  chronic 
venous  disease.  These  results  agree  with  a recent 
series  of  315  patients  with  a mortality  rate  of  less  than 
2 per  cent  and  a late  patency  rate  of  76  per  cent.7 

Although  surgical  techniques  may  vary,  good  re- 
sults are  always  related  to  correction  of  pathologic 
condition  and  avoidance  of  intraoperative  damage. 
Our  approach  emphasizes  avoiding  interference  with 
normal  function  rather  than  employing  unphysio- 
logic  techniques  and  attempting  to  protect  against 
their  harmful  consequences.  Aortic  cross  clamping 
is  never  used.  Coronary  perfusion  is  maintained  for 
a maximum  period  during  construction  of  the  bypass. 
Interrupted  sutures  are  placed  in  the  right  coronary 
artery  prior  to  removal  of  the  endarterectomized 
core.  Thus,  maximum  visualization  is  possible  in  a 
bloodless  field,  insuring  accuracy  in  suture  placement 
and  continuous  coronary  perfusion  through  the  un- 
interrupted vessel.  In  more  recent  procedures,  a 
temporary  indwelling  shunt  is  inserted  into  the  cor- 
onary at  the  endarterectomy  site  following  core  re- 
moval. Using  this  technique,  coronary  blood  flow  is 
continuous  during  all  but  the  briefest  periods  during 
construction  of  the  bypass  graft.  Thus  intraopera- 
tive injury  is  minimized.2 

The  decrease  in  intraoperative  infarction  rate  from 
25  per  cent  to  2.8  per  cent  during  this  series  is  strik- 
ing. This  corresponds  to  the  change  in  infarction 
rate  from  13  per  cent  to  1.6  per  cent  in  our  entire 
bypass  series  including  the  endarterectomies.  The 
most  significant  technical  alteration  in  this  series  is 
the  abandonment  of  elective  ventricular  fibrillation. 
Recent  reports  have  emphasized  the  hazards  of  this 
technique.8  Using  a beating  heart,  the  need  for  and 
dosage  of  postoperative  inotropic  support  has  been 
markedly  reduced.  In  addition,  the  beating  heart 
provides  a most  important  intraoperative  monitor. 
Most  potentially  lethal  intraoperative  problems,  such 
as  prolonged  anoxia  and  ventricular  overdistention, 
will  cause  cardiac  rhythm  or  performance  changes. 
The  use  of  this  sensitive  and  early  indicator  has  re- 
sulted in  the  elimination  of  low-output  syndromes. 
When  this  system  is  combined  with  partial  bypass  as 
in  the  latter  part  of  the  series,  there  is  optimal  as- 
surance that  the  patient  can  be  weaned  from  by- 
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pass. 

The  5 immediate  technical  failures  that  occurred 
in  the  early  series  did  not  result  in  significant  intra- 
operative infarction,  with  1 of  5 showing  new  Q 
waves,  or  operative  mortality,  although  the  single  late 
death,  at  eight  months,  was  in  this  group.  This 
emphasizes  the  contribution  of  the  surgical  tech- 
nique, per  se,  to  the  morbidity  and  mortality  rates  of 
bypass  surgery.  Indeed,  in  the  6 intraoperative  in- 
farctions, among  the  4 restudied,  3 had  widely  patent 
grafts  after  one  year. 

Almost  the  entire  group  of  surviving  patients  is 
free  of  significant  symptoms.  The  absence  of 
symptoms  in  our  patients  having  right  graft  failure 
with  patent  grafts  to  the  anterior  descending  coro- 
nary appears  to  confirm  the  importance  of  in- 
tramvocardial  collaterals.  The  only  demonstrated 
late  graft  closure  in  our  series  has  mild  recurrent 
symptoms.  His  anterior  descending  graft  is  also 
closed,  and  he  is  presently  being  treated  medically. 

It  appears  that  the  late  results  of  bypass  depend 
on  the  overwhelming  importance  of  the  anterior  de- 
scending coronary  and  the  right  atrioventricular 
groove  branch  of  a dominant  coronary  artery.  The 
early  morbidity  and  mortality  rates  are  directly  re- 
lated to  the  operative  technique  and  not  to  the  extent 
of  the  coronary  disease,  provided  the  ventricles  meet 
reasonable  operability  standards. 

Summary 

This  report  suggests  that  distal  right  coronary 
endarterectomy  and  saphenous  coronary  bypass  may 
be  used  to  extend  operability  in  patients  with  diffuse 
coronary  disease.  Low  mortality  rate,  high  late  pa- 
tency, and  excellent  clinical  results  are  all  features 
of  this  technique.  Combined  with  saphenous  coro- 
nary bypass  to  the  anterior  descending  coronary,  this 
technique  may  be  used  as  a clinically  satisfactory 
alternative  to  three  or  more  grafts  for  patients  with 
“triple-vessel”  disease.  Bypass  of  the  circumflex 
coronary,  per  se,  appears  unnecessary,  since  the  lat- 
eral ventricular  wall  is  adequately  supplied  by  col- 
laterals from  the  revascularized  anterior  descending 
and  right  coronary  arteries. 

Acknowledgment.  We  wish  to  express  our  appreciation  to  Mr. 
Carl  Manela  for  his  technical  photographic  assistance  in  preparing 
this  report. 
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Discussion 

George  Robinson,  M.D.,  The  Bronx.  I agreed  to 
discuss  Dr.  Wallsh’s  report  tonight,  and  I cannot  help 
but  tweak  him  publically  for  providing  me  with  an 
abstract  of  another  manuscript  that  he  has  in  the 
pipeline;  thus  I can  only  congratulate  him  on  being 
so  prolific  an  author.  So  I have  not  had  an  oppor- 
tunity to  review  this  article  but  I listened  with 
enormous  interest  and  some  nostalgia  for  work  done 
by  us  at  Montefiore  Hospital  some  seven  or  eight 
years  ago  when  our  thrust  was  substantially  similar 
or  the  same.  During  this  time  we  accumulated  ap- 
proximately 20  cases  of  endarterectomy  of  the  totally 
occluded  right  coronary  artery.  I haven’t  reread  that 
manuscript  in  a long  time,  but  one  phrase  stands  out 
in  my  mind.  It  goes  as  follows:  “The  extent  to 
which  the  endarterectomized  previously  totally  oc- 
cluded right  coronary  artery  is  capable  of  revascu- 
larizing the  entire  heart  is  as  yet  unknown.”  What 
we  suspected  at  that  time  was  that  if  you  could  get  a 
dominant  right  coronary  artery  that  was  totally  oc- 
cluded reopened,  then  it  had  an  enormous  potential 
collateral  flow  through  six  or  seven  named  branches 
of  the  right  coronary  artery.  At  that  time  we  used 
gas  endarterectomy,  not  mechanical.  I personally 
don’t  differentiate  between  the  two,  because  I feel 
that  they  are  both  mechanical  endarterectomies. 
The  limited  opportunity  we  had  to  look  at  early 
postoperative  material  revealed  a very  smooth  lining 
of  the  recently  endarterectomized  and  previously 
occluded  artery.  The  specimens  that  we  removed 
showed  variable  amounts  of  media  that  we  thought 
were  consistent,  not  with  leaving  within  the  lumen 
variable  amounts  of  media,  but  actually  reflection  of 
the  pathologic  process  in  the  core  of  the  right  coro- 
nary artery.  WTe  assumed  that  we  were  leaving  be- 
hind the  external  elastic  membrane  as  the  lining  of 
the  conduit. 

Later  in  our  experiences,  we  started  to  do  the  op- 
eration that  you  have  proposed  tonight,  Dr.  Wallsh, 
and  that  is  to  put  a vein  graft  to  the  endarterectom- 
ized segment.  What  we  started  to  do  originally  was 
to  endarterectomize  the  right  coronary  artery  from 
aortic  ostium  to  its  termination,  which  as  I stand  here 
tonight  sounds  overambitious.  Nevertheless,  I will 
tell  you  later  that  there  were  ample  successes  in  that 
approach,  although  it  seemed  that  it  was  destined  to 
failure. 
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If  I were  to  rethink  the  matter  of  endarterectomy, 
and  it  would  require  rethinking  because  I have  not 
utilized  this  technique  in  five  or  six  years  and  perhaps 
have  abandoned  it  prematurely,  I would  think  that 
the  following  indications  or  situations  must  apply. 
First,  one  must  have  a good  runoff,  and  the  artery 
must  have  at  least  some  termination  for  its  disease 
that  you  have  endarterectomized.  It  would  be  a bad 
thing  to  endarterectomize  the  right  coronary  artery 
and  leave  a stump  unendarterectomized,  for  I fear 
that  is  asking  for  closure  at  the  point.  Whether  the 
myocardium  in  the  distribution  of  the  right  coronary 
artery  need  be  viable  is  a question  I have  not  resolved, 
and  perhaps  you  can  answer.  In  other  words,  must 
the  posterior  wall  be  contractile  or  not?  Obviously, 
it  would  be  better  to  have  a contractile  segment.  I’m 
not  sure  it  is  essential,  for  I feel  the  benefit  under 
such  circumstances  might  be  the  utilization  of  the 
cleaned  out  right  coronary  artery  as  a conduit,  and 
its  potential  value  would  be  that  of  collateral  circu- 
lation to  other  arteries  that  are  not  being  revascu- 
larized or  cannot  be.  Thus,  the  advantage  would  be 
the  creation  of  a collateral  circulation. 

We  did  not  have,  to  our  knowledge,  an  experience 
with  operative  myocardial  infarction  that  presented 
problems.  Subsequent  reports  of  endarterectomy 
of  the  right  coronary  artery  did  carry  it  as  a threat  in 
the  performance  of  this  operation.  It  was  not  our 
experience.  I suppose  that  the  ideal  circumstance 
to  avoid  this  would  be  to  confine  the  operation  to  the 
totally  occluded  right  coronary  artery  which  has  al- 
ready been  collateralized  from  other  sources;  thus, 
the  danger  of  myocardial  infarction  would  be  re- 
duced. But  what  Dr.  Wallsh  has  brought  here  to- 
night is  a lot  of  expertise  gained  in  seven  years  of 
revascularization  and  has  really  updated  this  oper- 
ative procedure.  Our  late  results  were  50  per  cent 
patency,  and  we  abandoned  it  because  of  the  vagaries 
of  the  healing  process  in  the  long  endarterectomized 
segment.  We  have  no  comments  to  make  about  the 
short  endarterectomized  segment  that  you  have  de- 
scribed tonight  with  such  eloquence. 

I will  cite  1 case  seven  years  postoperative  of  a to- 
tally endarterectomized  right  coronary  artery  re- 
maining patent  in  the  face  of  the  totally  occluded  left 
main  coronary  artery,  including  its  branches,  in 
which  the  man  survives  on  the  operated  right  coro- 
nary artery  without  vein  graft,  and  thus  the  entire 
circulation  to  his  heart  is  derived  from  an  endar- 
terectomized right  coronary  artery.  I must  con- 
gratulate you,  Dr.  Wallsh,  on  an  eloquent  and  ex- 
cellent presentation  and  one  that  contains  an  enor- 
mous amount  of  information.  I look  forward  to 
seeing  this  in  print  sometime,  or  having  access  to  the 
manuscript  for  I know  there  is  gold  to  be  mined  in 
this  manuscript. 

Philip  Sawyer,  M.D.,  Brooklyn,  New  York.  I 
wish  to  rise  to  congratulate  Dr.  Wallsh  and  to  con- 
gratulate Dr.  Robinson  on  “proving”  the  concept 
which  we  first  articulated,  I think,  in  about  1967.  We 


suggested  then  that  distal  arteriography  indicated 
that  a good  right  endarterectomy,  with  or  without 
bypass,  might  produce  retrograde  perfusion,  through 
a highly  developed  collateral  bed,  of  both  the  cir- 
cumflex and  the  left  anterior  descending  coronary 
arteries,  particularly  in  those  instances  in  which  the 
dominant  right  coronary  artery  was  in  essence  totally 
occluded  at  operation.  The  survival  of  the  apex  of 
the  heart  in  this  instance  is  totally  dependent  on 
collateral  developed  by  the  left  anterior  descending 
artery  and  the  circumflex. 

I think  Dr.  Wallsh  has  to  a very  large  degree  of- 
fered additional  proof  that  this  is  a viable  concept. 

Martin  Kaplitt,  M.D.,  while  he  was  working  with 
George  Robinson,  M.D.,  proved  it  to  a somewhat 
limited  degree  at  that  time.  I think  one  can  now 
possibly  conclude  that  the  1 viable  patient  living 
eight  years  after  a totally  endarterectomized  right 
coronary  artery  is  another  proof.  We  have  3 or  4 
patients  who  prove  the  point;  they  have  lived  from 
three  to  nine  years  with  long  distal  right  endar- 
terectomies or  have  been  bypassed  after  distal  right 
endarterectomy.  I think  the  most  interesting  one, 
because  he  has  had  annual  angiograms,  is  one  which 
Vincent  Piccone,  Jr.,  M.D.,  and  I did  four  years  ago. 
He  had  two  bypasses,  one  to  the  left  anterior  de- 
scending artery  and  one  to  the  endarterectomized 
right  coronary  which  has  now  been  open  for  four 
years.  That  right  coronary  and  its  endarterecto- 
mized decussations  perfuse  the  entire  left  ventricle, 
including  the  entire  left  ventricular  apex  and  to  a 
large  degree  the  perforators  into  the  septum.  He,  in 
essence,  lives  off  this  one  bypass  into  the  endar- 
terectomized right  coronary.  I would  hope  that 
rather  than  continue  to  do  5 or  6 coronary  bypasses, 
in  patients  with  severely  diseased  right  coronary 
arterial  systems,  that  the  concept  of  opening  up  this 
large  collateral  bed  might  be  more  successfully  used 
in  the  future. 

Robert  Frater,  M.D.,  The  Bronx,  New  York. 
You  have  described  the  smooth  tapered  ends  of  the 
specimens  you  obtain  on  performing  endarterectomy. 
You  don’t  say  what  you  do  if  the  specimen  you  obtain 
has  a squared  off  end  indicating  an  imperfect  end- 
arterectomy far  downstream. 

George  Green,  M.D.,  New  York  City.  I enjoyed 
the  report  and  am  grateful  for  the  privilege  of  dis- 
cussing it. 

Endarterectomy  was  one  of  the  first  operations  in 
coronary  surgery;  it  was  first  performed  by  Bailey  in 
1957.  Most  groups  have  reported  an  approximately 
50  per  cent  late  patency  rate.  The  series  of  Dr. 
Wallsh  is  admirable,  but  only  14  of  the  60  patients 
underwent  postoperative  angiography.  I do  not 
think  he  has  demonstrated  a 93  per  cent  patency  rate. 
The  question  of  collateral  flow  that  can  be  achieved 
by  bypass  to  an  endarterectomized  artery  is  impor- 
tant. I think  collateral  flow  cannot  he  adequately 
evaluated  by  the  simple  fact  of  arteriographic  opac- 
ification: dye  molecules  pass  much  more  easily  than 
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do  red  corpuscles.  In  1970  my  colleagues  at  St. 
Luke’s  and  I measured  collateral  flow  in  25  patients 
in  the  operating  room  by  collecting  what  came  out  of 
arteriotomies;  the  volumes  measured  were  very  dif- 
ferent from  what  we  found  in  the  dog  laboratory.  Of 
25  patients,  one  had  a large  flow,  60  ml.  per  minute, 
the  next  largest  flow  was  25  ml.  per  minute,  the  next 
largest  was  15  ml.  per  minute  and  the  remaining  22 
were  all  in  the  range  between  10  and  15  ml.  per  min- 
ute. I do  not  think  the  surgeon  should  base  his  op- 
eration on  hoped-for  collateral  flow  in  the  human 
being.  I do  not  believe  it  happens  in  large  volumes 
often. 

Dr.  Wallsh:  I would  like  to  thank  the  various 
discussants.  First,  to  Dr.  Robinson’s  questions  about 
the  viability  of  the  ventricle:  I have  never  been  able 
to  judge  what  the  posterior  left  ventricle  is  like  from 
an  angiogram.  I have  seen  some  horrendous  films, 
and  the  patients  have  not  had  clinical  congestive 
failure.  I don’t  know  what  causes  that,  whether  some 
have  been  on  propranolol  hydrochloride  (Inderal), 
or  it  occurs  as  a result  of  the  angiography  itself.  My 
point  on  these  patients  is  that  if  they  don’t  have 
clinical  congestive  failure,  they  can  be  safely  by- 
passed. I cannot  rely  on  the  ventriculogram.  As  far 


Treatment  of  duodenal  ulcer 
by  metiamide 

Of  76  patients  meeting  criteria  for  inclusion  in  a multi- 
center double-blind  study,  68  satisfactorily  completed  a 
four-week  investigation  of  the  effects  of  metiamide  on 
endoscopically  confirmed  duodenal  ulcer.  Of  the  68  pa- 


as the  completely  occluded  right  coronary  artery,  we 
would  always  approach  this  vessel  first.  However, 
with  the  use  of  the  coronary  shunt,  this  is  not  im- 
portant. 

In  response  to  Dr.  Sawyer’s  remarks,  I wish  I could 
find  a patient  who  is  willing  to  have  an  angiogram 
every  year.  I have  difficulty  in  having  patients 
restudied  because  they  are  asymptomatic.  Apropos 
of  Dr.  Green’s  remarks,  we  have  intentionally  un- 
derrevascularized  all  of  these  patients.  If  you  read 
carefully  this  article  does  not  say  that  endarterec- 
tomy of  the  right  side  is  the  total  answer.  Personally, 
I think  that  single  bypass  to  the  anterior  descending 
may  be  adequate  in  some  patients  with  adequate 
collaterals.  What  I hope  to  have  shown  is  that  we 
can  do  an  operation  which  is  not  yet  completely  ac- 
cepted with  a minimal  mortality  rate  and  excellent 
results.  In  addition,  regarding  the  last  remark  of  Dr. 
Green’s  about  collateral  flow,  I think  the  points  to 
remember  here  are  that  all  of  these  patients  were 
underrevascularized,  we  did  it  with  an  exceptionally 
low  mortality  rate,  and  we  were  able  to  do  it  with  a 
negligible  intraoperative  myocardial  infarction.  I 
believe  collateral  circulation  is  the  important  fea- 
ture. 


tients,  36  were  randomly  allocated  for  metiamide  and  32 
were  controls.  Healing  of  ulcers  was  significantly  increased 
in  patients  getting  metiamide  (67  per  cent)  as  compared 
to  those  on  placebo  (25  per  cent).  There  was  also  signifi- 
cant decrease  in  daytime  pain  and  antacid  consumption 
in  the  metiamide-treated  patients.  Celestin,  L.  R.,  et  al. : 
Lancet  2:  779  (Oct.  25)  1975 
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Are  all  antianxiety- 
anticholinergic  therapies 

the  same? 


Only  Librax  provides 

■ the  well-known 
antianxiety  action 
of  Librium® 

(chlordiazepoxide  HC1) 

plus 

■ the  prompt  antisecretoiy- 
antispasmodic  action 

of  Quarzan® 

(clidinium  Br) 

with  the  convenience  and 
economy  of  a single 
medication ...  all 
advantages  in  sustaining 
patient  compliance 
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Not  if  you  know  Librax. 


Adjunctive 

dual-action 


Librax 

lach  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


For  relief  of  psychovisceral 
symptoms  in  irritable  bowel 
syndrome*  and  duodenal  ulcer 


A distinctive  antianxiety-anticholinergic  agent 


Please  consult  complete  prescribing  information,  a summary  of 
rhich  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences — National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications  as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syndrome 
(irritable  colon,  spastic  colon,  mucous  colitis)  and  acute  en- 
terocolitis. 

Final  classification  of  the  less-than-effective  indications  re- 
quires further  investigation. 


Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
ind  benign  bladder  neck  obstruction;  known  hypersensitivity  to  chlor- 
iiazepoxide  hydrochloride  and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
ilcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs,  cau- 
lon  patients  against  hazardous  occupations  requiring  complete  mental 
ilertness  [e.g.,  operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on  recommended 
loses,  use  caution  in  administering  Librium®  (chlordiazepoxide  hydro- 
phloride)  to  known  addiction-prone  individuals  or  those  who  might  in- 
:rease  dosage;  withdrawal  symptoms  (including  convulsions),  following 
liscontinuation  of  the  drug  and  similar  to  those  seen  with  barbiturates, 
!iave  been  reported. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first 
trimester  should  almost  always  be  avoided  because  of  in- 
creased risk  of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  pregnancy  when  in- 
stituting therapy;  advise  patients  to  discuss  therapy  if  they 
intend  to  or  do  become  pregnant. 

with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
nay  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  ef- 
ective  amount  to  preclude  development  of  ataxia,  oversedation  or  con- 


fusion (not  more  than  two  capsules  per  day  initially;  increase  gradually 
as  needed  and  tolerated).  Though  generally  not  recommended,  if  com- 
bination therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  pharmacologic  effects  of  agents,  particularly  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
in  presence  of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies  may 
be  present  and  protective  measures  necessary.  Variable  effects  on 
blood  coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not  been  es- 
tablished clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When  chlor- 
diazepoxide hydrochloride  is  used  alone,  drowsiness,  ataxia  and  confu- 
sion may  occur,  especially  in  the  elderly  and  debilitated.  These  are 
avoidable  in  most  instances  by  proper  dosage  adjustment,  but  are  also 
occasionally  observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  increased  and  decreased  libido — 
all  infrequent  and  generally  controlled  with  dosage  reduction;  changes 
in  EEG  patterns  (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse  effects  re- 
ported with  Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness  of 
the  mouth,  blurring  of  vision,  urinary  hesitancy  and  constipation.  Con- 
stipation has  occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 
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This  brief  review  traces  the  past  history  and 
present  developments  in  research  and  treatment  of 
infectious  diseases,  as  well  as  considering  what  the 
future  holds  in  store  for  this  field. 


The  past 

In  1865,  Pasteur  first  proved  the  germ  theory  of 
infection,  and  in  so  doing,  he  put  to  rest  the  concept 
of  spontaneous  generation  with  a few  ingeniously 
conceived  and  simple  experiments.  Eleven  years 
later,  Robert  Koch  established  the  fact  that  bacteria 
caused  disease;  it  had  been  proved  somewhat  earlier 
that  fungi  were  capable  of  producing  infection. 
These  observations  initiated  the  golden  age  of  mi- 
crobiology, a period  that  extended  from  1876  to  1940. 
Over  these  approximately  sixty-five  years,  any  biol- 
ogist or  physician  with  a microscope,  an  interest  in 
the  subject,  simple  culture  media,  and  infected  ani- 
mals or  patients  could  lay  claim  to  the  discovery  of 
a new  etiologic  agent.  Thus,  the  causes  of  most  of  the 
diseases  due  to  bacteria  and  fungi  were  defined. 
Progress  in  the  field  of  virology  was,  with  few  ex- 
ceptions, minimal.  A few  viruses  were  transmitted 
to  animals  and  Koch’s  postulates  fulfilled.  Among 
these  were  the  agents  responsible  for  influenza,  ra- 
bies, smallpox,  and  yellow  fever.  Cultural  methods 
of  value  for  the  propagation  of  viruses  were  not 
available.  An  important  advance  in  the  late  years 
of  this  period  was  the  demonstration  that  some  vi- 
ruses multiplied  in  embryonated  chicken  eggs. 
While  disease  frequently  followed  the  injection  of 
material  thought  to  contain  a virus  into  mice,  this 
often  could  not  be  proved  because  of  the  possibility 
that  a latent  virus  harbored  by  the  animals  was  ac- 
tivated by  the  injection,  and  that  the  disease  that 
followed  was  not  caused  by  a living  agent  present  in 
the  inoculated  fluid  or  tissue  extract. 


It  is  interesting  that  shortly  after  bacteria  were 
recognized  as  causes  of  infections,  methods  were 
developed  for  the  prevention  of  some  of  the  diseases 
they  produced.  The  first  effective  bacterial  vaccine 
was  for  anthrax.  This  was  demonstrated  by  Pasteur 
to  produce  a high  degree  of  protection  against  this 
disease  in  sheep.  Over  the  next  seventy  years,  im- 
munoprophylaxis and  immunotherapy  were  devel- 
oped for  the  prevention  and  treatment  of  a number 
of  bacterial  and  viral  infections,  and,  with  very  few 
exceptions,  these  were  the  only  procedures  of  value 
in  the  management  of  infectious  diseases.  Among 
these  were  active  immunization  against  typhoid 
fever,  pertussis,  tetanus,  diphtheria,  and  rabies. 
Passive  immunization,  or  injection  of  antibodies 
produced  in  animals,  was  effective  in  protecting 
against  tetanus,  diphtheria,  scarlet  fever,  measles, 
with  human  serum  or  extracts  of  placenta,  and 
pertussis,  using  human  hyperimmune  serum  in 
nonimmune  individuals.  A few  diseases  were  treated 
with  specific  immune  serum  with  varying  results: 
among  these  were  diphtheria,  pneumococcal  pneu- 
monia, meningococcal  meningitis,  erysipelas,  tetanus, 
gas  gangrene,  and  meningeal  infections  due  to  type 
b Hemophilus  influenzae. 

Although  treatment  of  bacterial  infections  with 
various  chemicals  and  even  with  substances  elabo- 
rated by  bacteria  had  been  attempted  by  numerous 
investigators  almost  from  the  time  that  these  or- 
ganisms were  proved  to  cause  disease,  no  important 
clinical  progress  was  made  until  1939.  The  only  ef- 
fective chemotherapy  available  before  this  was  bis- 
muth and  arsenic  for  syphilis  and  quinine  for  malaria. 
Because  of  this  lack  of  effective  therapeutic  agents 
for  the  management  of  all  other  infections,  the  death 
rates  from  many  of  the  common  ones  were  high.  For 
example,  children  who  developed  involvement  of  all 
paranasal  sinuses  were  at  high  risk  of  death  following 
spread  of  the  infectious  process  intracranially  with 
resulting  thrombosis  of  cerebral  venous  sinuses, 
cortical  necrosis,  meningitis,  or  brain  abscess. 

Gonorrhea  was  frequently  complicated  by  men- 
ingitis, suppurative  arthritis,  bacteremia,  or  acute 
endocarditis.  Infections  of  the  middle  ear,  at  present 
an  easily  treatable  disorder,  often  in  the  past  led  to 
acute  suppurative  mastoiditis,  extension  to  the  ex- 
tradural or  subdural  spaces,  brain  abscess,  or  men- 
ingitis. Although  uncomplicated  measles  and 
chickenpox  are  relatively  benign  disorders,  the  de- 
velopment of  complications  including  bacterial 
pneumonia,  suppurative  otitis  media,  and  abscesses 
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of  the  skin  (chickenpox)  posed  serious  threats  to  life. 
The  poor  state  of  the  art  of  the  management  of  bac- 
terial infections  not  too  many  years  ago  is  indicated 
by  the  death  rates  of  infection  that  are  now  treated 
successfully.  Twenty  to  85  per  cent  of  patients  with 
pneumococcal  pneumonia  when  serum  was  not 
available  for  all  serotypes,  99  plus  per  cent  of  those 
with  subacute  bacterial  endocarditis,  20  to  90  per 
cent  of  cases  of  meningococcal  meningitis,  8 to  10  per 
cent  of  typhoid  fever  cases  and  100  per  cent  of  pa- 
tients of  pneumococcal  and  type  b H.  influenzae 
meningitis  died. 

It  is  clear  that,  from  the  first  discovery  of  the  eti- 
ologic  role  of  bacteria  in  infections  until  1939,  no 
important  advances  were  made  in  the  treatment  of 
this  kind  of  disease.  The  only  available  means  of 
control  consisted  of  immunoprophylaxis,  vaccines 
and  immune  sera,  and  immunotherapy  for  disorders, 
some  of  which  were  not  due  to  the  organisms  them- 
selves but  to  the  toxins  they  produced. 

Present  developments 

The  present  era  of  infectious  disease  may  be  said 
to  have  had  its  beginning  in  1939  when  sulfanilamide 
was  discovered  to  be  therapeutically  effective  in  in- 
fections caused  by  a number  of  gram-positive  and 
gram-negative  bacteria.  While  the  use  of  this  agent 
and  later  congeners  such  as  sulfathiazole,  sulfadia- 
zine, sulfamerazine,  and  others,  reduced  the  mor- 
bidity and  fatality  rates  of  a number  of  infections, 
there  were  still  many  that  failed  to  respond  to  this 
group  of  drugs.  The  development  of  penicillin  and 
its  introduction  into  clinical  medicine  in  the  early 
1940s  ushered  in  the  golden  age  of  chemotherapy  and 
altered  radically  the  natural  history  of  many  infec- 
tious disorders.  Although  the  discovery  of  this  an- 
tibiotic and  demonstration  of  its  activity  against  most 
gram-positive  and  some  gram-negative  bacteria,  such 
as  gonococcus  and  meningococcus,  was  first  reported 
by  Sir  Alexander  Fleming  in  1929,  it  was  not  used 
clinically  until  much  later  because  the  original 
preparations  were  highly  unstable. 

It  has  been  suggested  that  had  it  not  been  for 
World  War  II,  the  clinical  usefulness  of  penicillin 
might  have  gone  undiscovered  well  beyond  the  1940s. 
When  it  was  appreciated  by  the  British  that  dusting 
of  sulfanilamide  into  contaminated  war  wounds  did 
not  prevent  infection  and  was  not  always  effective 
therapeutically,  Florey,  Chain,  and  Abraham  at 
Oxford  University  undertook  the  task  of  restudying 
penicillin  in  the  laboratory.  They  produced  small 
quantities  of  it  and  purified  it  to  a degree  sufficient 
to  increase  its  stability.  Within  a few  months,  the 
Oxford  group  had  succeeded  in  making  enough  rel- 
atively crude  but  stable  penicillin  to  prove  that  it 
cured  streptococcal  infection  in  mice.  Because  the 
conventional  apparatus  for  carrying  out  fermentation 
was  not  available  to  them,  they  grew  the  mold  in 
bedpans.  The  first  patient  in  the  world  treated  with 
penicillin  was  an  Oxford  policeman  who  had  strep- 


tococcal and  staphylococcal  infections.  A professor 
at  Oxford  University,  in  a waggish  moment,  defined 
penicillin  as  a substance  grown  in  bedpans  and  pu- 
rified by  passage  through  the  Oxford  Police  Force. 

The  exigencies  of  war  made  it  impossible  to  man- 
ufacture large  enough  quantities  of  the  antibiotic  in 
the  United  Kingdom  to  permit  treatment  of  many 
people.  This  was  accomplished  in  the  United  States 
through  efforts  of  the  laboratories  of  the  U.S.  De- 
partment of  Agriculture  and  of  a company  that  made 
whiskey  and  had  the  necessary  experience,  expertise, 
and  equipment  to  carry  out  large-scale  fermentation. 
Enough  of  the  drug  became  available  in  the  early 
1940s  to  undertake  limited  clinical  studies  that 
proved  dramatically  the  effectiveness  of  this  drug  in 
most  infections  due  to  gram-positive  bacteria.  Daily 
doses  of  penicillin  of  the  order  of  500,000  to  1 million 
units  are  considered  small  today,  and  the  adminis- 
tration of  20  to  60  or  more  million  units  for  severe 
disease  is  not  unusual.  The  supply  of  penicillin  was 
so  meager  in  the  early  days  that  the  usual  dose  for  all 
susceptible  infections  was  5,000  units  given  intra- 
venously every  three  hours  for  seven  to  ten  days.  On 
this  basis,  a dose  of  60  million  units  per  day  would 
have  sufficed  for  the  therapy  of  150  patients  for  ten 
days  thirty-five  years  ago.  Because  so  little  penicillin 
was  available,  it  occasionally  became  impossible  to 
complete  a course  of  therapy.  This  led  to  attempts 
to  recover  the  antibiotic  from  the  urine  of  persons 
receiving  it;  this  was  accomplished  by  treating  gallons 
of  urine  with  chloroform.  In  addition  to  learning 
that  this  could  be  accomplished,  it  became  clear  that 
individuals  could  be  given  fairly  large  quantities  of 
urine  intravenously  without  suffering  any  detectable 
ill  effects. 

The  therapeutic  success  of  penicillin  stimulated 
the  search  for  other  antimicrobial  agents.  The  next 
drug  that  became  available  was  streptomycin.  Un- 
like the  serendipitous  discovery  of  penicillin  by 
Fleming,  the  development  of  this  first  aminogly- 
coside was  the  result  of  a systematic  search  by  Sel- 
man  Waksman,  a long-time  student  of  and  interna- 
tional authority  in  the  area  of  soil  microbiology,  for 
antibacterial  products  of  organisms  present  in  the 
soil.  The  availability  of  this  antibiotic  widened  the 
spectrum  of  infections  that  could  be  treated  suc- 
cessfully to  include  a number  of  gram-negative  bac- 
teria as  well  as  the  tubercle  bacillus.  The  next  an- 
tibiotics that  were  developed  were  chloramphenicol 
in  1946  and  chlortetracycline  in  1947.  These 
broadened  further  the  range  of  infectious  diseases 
that  could  be  controlled  because,  in  addition  to  their 
antibacterial  activity,  they  also  inhibited  rickettsiae, 
chlamydiae,  and  organisms  not  susceptible  to  peni- 
cillin or  streptomycin.  Later,  synthetic  compounds 
and  chemicals  not  derived  from  metabolic  products 
of  organisms  began  to  appear.  Outstanding  exam- 
ples of  these  are  isoniazid,  ethambutol,  pyrazinamide, 
and  5-fluorocytosine.  The  multiplication  of  anti- 
microbial drugs  has  been  so  rapid  and  extensive  that 
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about  50  such  compounds  are  presently  available. 
Some  represent  prototypes  for  specific  chemical 
classes;  many  are  congeners  of  previously  developed 
agents. 

The  clinical,  public  health,  economic,  scientific, 
and  social  impact  of  the  present  availability  of  the 
large  number  of  potent  antiinfective  agents  is  incal- 
culable. A few  examples  will  suffice  to  underscore 
both  the  benefits  and  risks  associated  with  the  use 
of  these  compounds.  Their  clinical  importance  is 
exemplified  by  examination  of  the  fatality  rates  of 
a few  infections  (Table  I). 

One  of  the  most  dramatic  examples  of  the  change 
in  the  prognosis  of  infectious  diseases  induced  by 
antimicrobial  therapy  is  tuberculosis.  The  number 
of  deaths  resulting  from  this  infection  has  decreased 
rapidly;  with  early  recognition  and  prompt  institu- 
tion of  properly  selected  therapy,  a fatal  outcome  is 
now  uncommon.  It  has  been  said  that  today  very  few 
people  die  of  tuberculosis  but  many  still  die  with 
it. 

A well-known  property  of  all  antibiotics  and  other 
antimicrobial  compounds  is  their  capacity  to  produce 
untoward  effects;  the  frequency,  type,  and  danger  of 
these  vary  with  each  generic  class  of  drug.  Space 
does  not  permit  detailed  description  of  all  of  the  re- 
actions that  have  been  described.  On  the  basis  of  the 
mechanisms  involved,  they  can  be  classified  in  three 
groups:  (1)  hypersensitivity,  (2)  innate  toxicity,  and 
(3)  biologic  effects.  Examples  of  these  are  anaphy- 
laxis with  penicillin,  tubular  necrosis  and  ototoxicity 
with  some  aminoglycosides  and  vancomycin,  and 
suprainfection,  a risk  associated  with  the  use  of  all 
antibiotics.  It  is  clear  to  the  experienced  clinician 
that  the  number  and  types  of  untoward  effects  are 
highly  variable,  their  impact  often  unpredictable,  and 
their  management  frequently  difficult.  It  is  also 
evident  that  such  reactions  have  created  a large  area 
of  new  clinical  disease. 

Although  the  effectiveness  of  antimicrobial  drugs 
as  prophylactic  agents  for  certain  infections  has  been 
established,  most  attention  has  been  focused  on  the 
benefits  that  accrue  to  individual  patients.  The  total 
impact  of  the  use  of  these  drugs  for  the  prevention 
of  infection  is  difficult  to  assess  statistically.  An 
example  of  the  “ripple  effect”  of  chemoprophylaxis 
is  streptococcal  pharyngitis.  Although  individual 
acute  cases  of  this  disease  are  treated  successfully 
with  penicillin  and  the  streptococci  eradicated,  the 
beneficial  effects  are  often  not  limited  to  the  patient 
alone,  but  extend  to  his  or  her  nonimmune  contacts 
who  are  spared  exposure  to  the  organism.  When 
large  groups  of  individuals  with  this  disease  are 
treated,  the  pool  of  disseminators  is  greatly  reduced 
and  spread  of  infection  to  masses  of  people  pre- 
vented. Physicians  are  often  accused  of  the  indis- 
criminate use  of  antibiotics.  While  this  is  un- 
doubtedly true  in  some  instances  and  may  be  re- 
sponsible for  serious  and  even  life-threatening  re- 
actions, the  question  that  cannot  be  answered  is  how 


TABLE  I.  Fatality  rates  of  selected  infections 


Infection 

/-Fatality  Rates  (Per  Centh 
Prior  to  1939  Present 

Pneumococcal  pneumonia 

20  to  85 

5 

Subacute  bacterial 

99+ 

5 

endocarditis 

Meningitis  ( H . influenzae) 

100 

2 to  3 

Meningitis  (pneumococcal) 

100 

8 to  10 

Typhoid  fever 

8 to  10 

1 to  2 

often  potentially  serious  infections  are  either  pre- 
vented or  controlled  very  early  by  such  “indiscrimi- 
nate” practice.  Although  it  has  not  been  proved  to 
be  the  case,  it  is  possible  that  the  administration  of 
ampicillin  to  a one-year-old  child  with  fever  and  mild 
pharyngitis  in  whom  a culture  has  not  been  made 
may  prevent  the  development  of  meningitis  due  to 
H.  influenzae,  or  that  treatment  of  a sixty-year-old 
person  with  cough  and  fever  but  no  culture  with 
penicillin  may  prevent  the  development  of  pneu- 
mococcal pneumonia.  It  must  be  emphasized  that 
this  is  pure  speculation  and  does  not  imply  that  it  is 
not  necessary  to  carry  out  proper  microbiologic  di- 
agnostic procedures  before  chemotherapy  is  insti- 
tuted. 

The  socioeconomic  benefits  of  the  management  of 
infectious  diseases  with  antimicrobial  agents,  al- 
though difficult  to  validate  statistically,  have  un- 
questionably been  enormous.  The  decrease  in 
morbidity  and  fatality  rates  and  the  marked  reduc- 
tion in  the  need  for  hospitalization  of  many  of  the 
mild  or  moderately  severe  infections  that  are  now 
managed  on  an  outpatient  basis  because  complica- 
tions are  prevented,  have  reduced  greatly  the  cost  of 
medical  care.  Effective  prophylaxis,  by  preventing 
the  invasion  of  large  numbers  of  persons  by  bacteria, 
has  probably  had  an  even  greater  economic  impact. 
The  rapid  cure  of  many  infections  by  antibiotics  and 
other  antimicrobial  compounds  has  had  a striking 
impact  on  the  social  disruption  caused  by  many  of 
these  diseases  in  the  past.  An  outstanding  example 
of  the  broad  socioeconomic  effects  of  such  disease  is 
tuberculosis,  an  illness  now  treated  relatively  cheaply 
on  an  outpatient  basis  with  little  or  no  need  for  hos- 
pitalization, except  for  short  periods,  in  some  situa- 
tions. Twenty-five  years  ago,  this  disease  often  re- 
quired therapy  in  sanitoriums  for  one  to  two  or  more 
years  with  loss  of  time  from  work  and  disruption  of 
families  and  normal  social  relationships.  Today, 
practically  all  patients  require  no  more  than  two  to 
three  weeks  of  hospitalization,  are  treated  econom- 
ically and  are,  with  few  exceptions,  removed  from 
their  usual  environment  and  gainful  occupations  for 
no  longer  than  four  to  six  weeks. 

It  is  very  clear  that  antibiotics  have  been  a critical 
factor  in  the  development  of  methods  that  have  led 
to  the  successful  propagation  of  viruses  in  tissue 
culture.  Prior  to  the  availability  of  these  agents, 
difficulties  in  growing  viruses  in  cell  cultures  was  due 
to  the  presence  of  bacteria  and  other  organisms  in  the 
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tissues  and  fluids  under  study,  and  that  these  de- 
stroyed the  cell  culture.  Antibiotics  are  now  added 
to  all  the  media  in  which  cells  are  cultivated.  This 
is  so  successful  that  it  is  even  possible  to  isolate  vi- 
ruses from  feces,  material  that  always  contains  a huge 
number  of  bacteria. 

The  discussion  has,  up  to  this  point,  been  limited 
to  the  benefits  that  have  accrued  from  the  use  of 
antimicrobial  drugs.  It  must  be  pointed  out,  how- 
ever, that  application  of  all  of  them  may  be  followed 
by  the  development  of  a number  of  lethal  problems 
that  vary  in  frequency  and  type.  This  has  created 
a new,  interesting,  and  broad  field  of  medicine.  The 
potential  lethality  of  these  untoward  effects  is  un- 
derscored by  the  suggestion  that  from  300  to  500 
deaths  occur  in  the  United  States  each  year  from 
anaphylactic  reactions  to  penicillin.  The  tendency 
to  treat  etiologically  undefined  disorders  in  which 
fever  is  a manifestation  with  one  or  more  antibiotics, 
or  to  administer  these  drugs  in  an  attempt  to  prevent 
bacterial  invasion  w-hen  this  is  considered  to  be  only 
a possibility,  has  been  responsible  for  some  degree  of 
indiscriminate  and  useless  application  of  these  agents 
and  exposure  of  patients  to  the  risk  of  serious  reac- 
tions. 

While  the  development  of  antimicrobial  agents  is 
often  considered  to  be  the  most  important  advance 
in  the  management  of  infectious  diseases  in  the 
modern  era,  it  is  important  to  point  out  that  two 
other  recent  advances,  the  ability  to  cultivate  viruses 
in  tissue  culture  and  the  tremendous  development 
of  new  knowledge  in  the  field  of  immunology,  both 
already  of  tremendous  clinical  significance,  hold  even 
greater  promise  for  the  future. 

In  addition,  the  use  of  antimicrobial  drugs  has 
uncovered  what  have  been  considered  “new”  infec- 
tions that,  in  all  probability,  had  been  occurring  for 
many  years  but  had  not  been  etiologically  identified. 
An  outstanding  example  of  this  is  the  pneumonia 
now  known  to  be  caused  by  Mycoplasma  pneumo- 
niae. This  was  first  suspected  in  the  1940s  when 
patients  with  atypical  presentations  of  pulmonary 
infections  failed  to  respond  to  treatment  with  a sul- 
fonamide, a drug  that  was  rapidly  effective  when  the 
pneumococcus  was  involved.  First  called  primary 
atypical  viral  pneumonia,  the  causative  agent  was 
eventually  identified  as  a mycoplasma.  There  is 
little  question  that  the  distinction  between  bacterial 
and  viral  pneumonias  was  hastened  by  recognizing 
cases  in  which  the  exhibition  of  antimicrobial  agents 
was  not  associated  with  a therapeutic  effect. 

One  of  the  major  advances  in  the  diagnosis,  pre- 
vention, and  understanding  of  the  molecular  basis  of 
infection  was  the  demonstration  that  viruses  could 
be  grown  in  cultures  of  various  tissues.  This  has  led, 
over  the  years,  not  only  to  the  isolation  and  identi- 
fication of  a large  number  of  such  agents  involved  in 
human  disease,  but  has  also  made  possible  the  de- 
velopment of  effective  immunizing  preparations  and 
stimulated  research  into  the  possible  roles  of  viruses 


in  the  cause  of  cancer.  Among  the  viruses  known 
presently  to  be  involved  in  an  expanding  panorama 
of  disease  in  man  are  the  coxsackieviruses,  echovi- 
ruses,  reoviruses,  arboviruses,  rhinoviruses,  polio- 
virus, cytomegalovirus,  respiratory  synctial  virus,  and 
parainfluenza  viruses.  Previously  well-known  agents 
that  have  been  isolated  and  characterized  are  those 
responsible  for  measles,  herpes  simplex,  chickenpox 
and  herpes  zoster,  rubella,  mumps,  and  influenza. 
The  growth  of  these  organisms  in  tissue  culture  has 
made  diagnosis  of  undefined  infections  possible,  al- 
though frequently  not  simple,  by  culturing  poten- 
tially infected  fluids  or  tissues,  or  by  studying  the 
specific  inhibitory  activity  of  serially  collected  se- 
rums. There  is  little  doubt  that  the  major  methods 
for  the  prophylaxis  of  some  of  the  common  viral 
diseases  could  not  have  been  developed  were  it  not 
for  the  availability  of  tissue  cultures.  As  a result, 
effective  vaccines  have  been  produced  for  the  pre- 
vention of  poliomyelitis,  measles,  mumps,  possibly 
rubella,  and  influenza;  egg-grown  virus  is  still  used, 
but  this  agent  has  also  been  grown  in  tissue  cul- 
ture. 

Modest  advances  are  being  made  in  the  prevention 
and  treatment  of  viral  infections  with  drugs. 
Amantadine  hydrochloride  appears  to  exert  a pro- 
phylactic effect  in  influenza  caused  by  type  A virus; 
its  activity  in  established  disease  is  questionable. 
Idoxuridine  is  effective  in  the  management  of  in- 
fections of  the  eye  due  to  herpesvirus  hominis,  but 
appears  to  be  of  no  value  when  disease  due  to  this 
agent  occurs  in  other  areas  of  the  body.  Two  an- 
timetabolites, cytosine  arabinoside,  Ara  C,  and  ad- 
enine arabinoside,  Ara  A,  are  presently  being  exam- 
ined for  therapeutic  activity  in  a number  of  viral 
disorders.  They  have  already  been  shown  to  be  not 
only  without  effect  but  to  be  dangerous  in  some  in- 
fections; however,  they  are  being  studied  in  others. 

The  tremendous  advances  in  the  field  of  immu- 
nology have  been  responsible  for  a number  of  very 
important  discoveries  in  the  area  of  the  infectious 
diseases.  The  definition  of  specific  globulins  and  the 
roles  they  play  in  conditioning  susceptibility  and 
resistance  to  invasion  by  various  organisms  is  of 
major  clinical  importance.  A byproduct  of  these 
studies  has  been  the  recognition  of  a number  of  new 
syndromes  characterized  by  different  types  of  im- 
munologic deficiency.  Extensive  studies  of  the  ac- 
tivity of  phagocytic  cells  have  not  only  identified 
specific  defects  in  their  function,  but  have  also  de- 
fined the  basic  mechanisms  involved  in  the  activity 
of  phagocytes  and  led  to  the  recognition  of  a number 
of  disorders  directly  related  to  dysfunction  of  these 
cells. 

One  of  the  most  intiiguing  phenomena  that  has 
become  apparent  over  the  past  thirty  years  is  the 
striking  change  in  the  natural  history  of  some  infec- 
tious disorders  in  the  absence  of  any  evidence  that 
chemotherapy,  prophylaxis,  or  other  factors  have 
played  a role  in  bringing  about  the  change.  A prime 
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example  of  this  is  SBE  (subacute  bacterial  endocar- 
ditis) in  which  the  classic  peripheral  stigmata,  such 
as  Osier’s  nodes,  Janeway’s  lesions,  Roth’s  spots, 
petechiae,  and  subungual  “splinter”  hemorrhages  are 
now,  in  contrast  to  the  past,  uncommon.  In  addition, 
patients  with  SBE  are  presently  being  seen  who  have 
no  detectable  murmurs,  no  fever,  and  sterile  blood 
cultures.  It  is  clear  to  experienced  older  clinicians 
that  were  they  to  attempt  a diagnosis  on  the  basis  of 
what  they  learned  about  this  disease  thirty  or  more 
years  ago,  they  would  fail  to  identify  it  in  over  90  per 
cent  of  the  cases  that  come  to  their  attention  today. 
There  have  also  been  some  major  alterations  in  the 
behavior  of  scarlet  fever  since  the  early  part  of  this 
century.  From  a disease  that,  in  the  early  years,  was 
featured  by  high  fever,  extensive  and  intensive  rash, 
symptoms  of  severe  gastrointestinal  dysfunction, 
swollen  and  painful  joints,  and  occasional  death  due 
to  the  toxemia,  it  has  gradually  become  milder  over 
the  years.  At  present,  even  when  not  treated,  it  is 
often  mild,  with  moderate  fever,  pharyngitis,  and  an 
eruption  that  is  scant  and  often  disappears  in  twelve 
to  eighteen  hours.  Impetigo,  practically  always 
caused  in  the  past  by  coagulase-positive  staphylo- 
cocci, is  at  present  most  often  the  result  of  invasion 
of  the  skin  by  group  A streptococci  and  appears  to  be 
complicated  more  frequently  by  the  development  of 
glomerulonephritis.  Pneumonia  due  to  M.  pneu- 
moniae was  for  a long  time  a disease  so  benign  that 
complications  were  very  rare;  death  was  unheard  of 
and  the  necessity  for  treatment  debated  because  the 
infection  was  self-limited.  However,  it  has  under- 
gone some  remarkable  alterations  in  its  natural  his- 
tory in  recent  years.  It  is  now  clear  that  death  may 
occur,  that  the  pulmonary  infiltrates  may  be  wide- 
spread and  not  limited  to  a single  lobe  of  the  lung  as 
they  often  were  in  the  past,  and  that  relapse  of  in- 
fection may  occur  despite  adequate  therapy  with 
erythromycin  or  a tetracycline. 

In  summary,  it  is  clear  that  the  present  era  in  in- 
fectious disease,  roughly  the  last  thirty  years,  has 
been  an  extension  of  the  past  in  its  remarkable  dis- 
coveries in  the  cause  of  disease,  as  well  as  an  era  of 
almost  unbelievable  success  in  the  treatment  and 
prevention  of  a large  number  of  infections  and  the 
definition  of  many  new  diseases.  It  must  be  em- 
phasized, however,  that  this  era  has  also  disclosed  a 
number  of  new  problems,  not  the  least  of  which  is  the 
creation  of  a whole  new  field  of  medicine  represented 
by  the  reactions  to  the  antimicrobial  compounds.  It 
is  evident  that,  while  a large  number  of  problems 
have  been  solved,  an  increasing  number  of  new,  dif- 
ficult, and  potentially  insoluble  ones,  some  of  which 
are  discussed  here,  have  been  created. 

The  future 

It  is  obviously  impossible  to  predict,  with  any  de- 
gree of  accuracy,  all  of  the  changes  that  may  occur  in 
the  area  of  infectious  diseases  in  the  future.  How- 
ever, it  is  possible  to  make  some  educated  guesses 


based  on  information  now  available  that  indicates 
some  strong  trends.  It  is  likely  that  one  of  the  future 
advances  will  be  the  development  of  agents  that  will 
be  more  effective  in  the  viral  diseases  than  those 
available  at  present  and  will  also  be  less  prone  to 
produce  serious  untoward  effects.  Should  such 
drugs  be  perfected,  they  will  probably  find  a broad 
field  of  application  in  the  prevention  of  this  kind  of 
infection;  they  might  even  replace  many  of  the  viral 
vaccines.  It  must  be  pointed  out,  however,  that  the 
prospects  for  the  development  of  agents  with  a broad 
spectrum  of  antiviral  activity,  as  is  the  case  with  some 
antibacterial  compounds,  do  not  appear  to  be  good 
at  the  moment.  This  is  suggested  by  present  expe- 
riences that  indicate  that  the  antiviral  drugs  cur- 
rently available  are  mostly  effective  against  only  one 
or  two  types  of  virus.  Whether  antiviral  agents  that 
exhibit  high  degrees  of  inhibition  in  vitro  will  be 
clinically  useful  is  questionable  for  two  reasons. 
Many  of  the  compounds  already  examined  exhibit 
high  levels  of  antiviral  activity  in  tissue  cultures  but 
are  ineffective  in  experimentally  induced  viral  dis- 
ease in  animals.  Studies  of  the  biologic  behavior  of 
viruses  have  indicated  that  most  of  the  important 
changes  in  cells  have  taken  place  within  twenty-four 
to  forty-eight  hours  after  they  have  been  invaded,  but 
manifestations  of  disease  may  not  appear  for  as  long 
as  two  or  more  weeks.  This  raises  a question  whether 
or  not  even  the  most  potent  drugs  can  exert  adequate 
therapeutic  effects  if  their  administration  is  delayed, 
as  it  must  be  until  evidence  of  illness  has  developed. 
Since  this  is  a possibility,  it  may  be  that  the  most 
efficient  use  of  drugs  will  prove  to  be  for  the  purpose 
of  preventing  rather  than  curing  viral  infections. 

The  incidence  of  serious  fungal  disease  has  been 
increasing  at  a steady  pace  over  a number  of  years. 
All  collected  experience  at  this  point  indicates  that 
this  kind  of  infection  will  not  diminish  but  rather 
continue  to  grow  in  frequency  and  importance. 
There  is  now  available  only  a single  accepted  drug, 
amphotericin  B,  for  the  management  of  this  type  of 
disease;  its  range  of  applicability  is  limited  not  only 
by  the  presence  of  fungi  that  are  resistant  to  it  but 
even  more  important  by  its  tendency  to  produce  se- 
vere and  potentially  lethal  reactions.  It  is  obvious 
that  more  effective  and  less  dangerous  antifungal 
agents  must  be  developed  to  combat  this  enlarging 
problem. 

There  will  undoubtedly  be  a decrease  over  the 
coming  years  in  the  incidence  of  infections  in  many 
of  the  developing  areas  of  the  world  as  immunizing 
procedures,  availability  of  effective  antimicrobial 
agents,  and  adequate  housing  and  good  nutrition 
become  the  rule  rather  than  the  common  exception. 
That  a remarkable  decrease  in  the  incidence  and 
prevalence  of  an  infectious  disease  can  be  accom- 
plished when  large  masses  of  a population  receive  the 
benefit  of  immunization  is  underscored  by  the  recent 
experience  with  smallpox.  This  ancient  scourge 
which  has  decimated  large  numbers  of  people  over 
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the  centuries  appears  now  to  have  been  all  but 
eradicated  from  most  areas  of  the  world,  with  the 
exception  of  a small  pocket  in  northern  Ethiopia. 
Whether  or  not  the  same  can  be  accomplished  with 
diphtheria,  poliomyelitis,  tetanus,  and  the  common 
viral  infections  is  as  yet  unknown,  but  it  is  possible 
that,  with  expenditure  of  the  same  degree  of  effort 
and  financing  that  has  gone  into  the  eradication  of 
variola,  these  disorders  can  also  be  very  sharply  re- 
duced in  incidence  or  even  totally  abolished.  There 
is  even  some  hope  that  the  frequency  of  tuberculosis 
can  be  sharply  reduced  over  the  world  if  intensive 
case  finding,  treatment  of  all  active  cases,  prophylaxis 
of  contacts,  adequate  housing,  and  good  nutrition 
become  the  rule.  There  is  now  some  prospect  for  the 
development  of  immunizing  agents  for  gonorrhea  and 
syphilis;  how  effective  these  will  be  remains  to  be 
determined. 

On  the  negative  side  of  the  future  of  infectious 
disease  are  two  difficult  problems.  One  is  the  con- 
tinuing increase  in  the  number  of  different  organisms 
that  are  becoming  resistant  to  an  increasing  number 
of  the  presently  available  antimicrobial  agents.  The 
other  is  the  rapidly  growing  population  of  people 
who,  in  the  past,  succumbed  rapidly  to  leukemia, 
cancers,  and  other  immunosuppressing  diseases  but 
today  are  able  to  survive  for  even  long  periods  be- 
cause of  therapy  with  drugs,  most  of  which  are  cy- 
totoxic and  immunosuppressing.  These  diseases  and 
their  treatment  produce  intense  suppression  of  the 
defenses  against  infection  and  open  the  way  for 
invasion  by  any  type  of  organism,  even  those  that 
have,  for  years,  been  considered  nonpathogenic.  The 
same  difficulty  is  faced  by  patients  who  receive 
transplanted  organs,  rejection  of  which  is  controlled 
by  the  administration  of  agents  that  markedly  sup- 
press or  abolish  both  cellular  and  humoral  immunity. 
The  present  common  use  of  prostheses,  heart  valves, 
and  vascular  grafts  imposes  the  burden  of  a foreign 
body  that  may  serve  as  a site  for  implantation  of  or- 
ganisms that  are  often  almost,  if  not  totally  impos- 


sible, to  eradicate  because  of  the  difficulty  of  pene- 
tration of  antibiotics  and  phagocytic  cells. 

The  question  is  often  posed  as  to  whether  or  not 
more  antibiotics  will  be  necessary  in  the  future. 
This,  in  spite  of  the  present  availability  of  about  55 
such  agents.  The  answer  is  in  the  affirmative.  As 
the  drugs  now  in  use  continue  to  be  employed  in  the 
future  in  increasing  numbers  of  patients,  it  is  pre- 
dictable that  more  and  more  of  the  causative  orga- 
nisms will  become  resistant  to  all  the  members  of  the 
main  classes  of  the  antimicrobial  compounds.  There 
are  already  well-known  instances  in  which  patients 
have  succumbed  to  infections  due  to  bacteria  resis- 
tant to  all  of  the  drugs  now  at  hand.  It  is  clear  also 
that  sensitization  to  one  member  of  a class  of  anti- 
biotics may  confer  hypersensitivity  to  all  the  conge- 
ners in  the  group.  This  is,  for  the  most  part,  also  true 
of  resistance  in  organisms.  It  is  evident,  therefore, 
that  the  development  of  new  antimicrobial  agents  in 
the  future  should  probably  be  directed  toward  dis- 
covery of  compounds  that  are  chemically  unrelated 
to  any  of  those  used  at  present  in  clinical  practice  if 
progress  in  the  prevention  and  treatment  of  infec- 
tious disease  is  to  continue. 

These  speculations  about  the  future  of  infectious 
disease  suggest  that,  while  many  important  and 
beneficial  advances  will  be  made  in  relation  to 
treatment  and  prevention  of  many  bacterial  and  viral 
infections,  there  is  a strong  possibility  that  such 
progress  will  be  accompanied  by  increasing  dif- 
ficulties in  the  management  of  some  of  the  disorders 
produced  by  bacteria.  The  prospect  for  complete 
elimination  of  bacterial  and  fungal  disease  does  not 
appear  bright  when  the  capacity  of  organisms  to 
develop  resistance  to  drugs,  together  with  the  in- 
creasing population  of  immunosuppressed  individ- 
uals prone  to  invasion  by  even  totally  noninvasive 
organisms  against  which  they  are  unable  to  mount 
an  effective  defense,  are  considered. 
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q Correction 

In  the  article  “Takayasu’s  Arteritis;  A Worldwide  Entity,”  that  appeared  in  the  September,  1976,  Journal, 
page  1477,  the  M.D.  degrees  were  inadvertently  omitted  for  some  of  the  authors.  They  were  Adam  Lande, 
M.D.,  Robert  Bard,  M.D.,  Plinio  Rossi,  M.D.,  Roberto  Passariello,  M.D.,  and  Augusto  Castrucci,  M.D. 
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and  25  mg.  of  hydrochlorothiazide. 
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WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  tne  dosage  so  deter- 
mined, its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  'Dyrenium’ 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper 
Kalemia  can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K~  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  K’  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K frequently;  both  can  cause  K retention  and 
elevated  serum  K'  . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium11  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in- 
stitutional use  only). 
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Case  history 

Stuart  J.  Sorkin,  M.D.*:  A sixty-four-year-old 
white  male  was  admitted  to  the  hospital  with  com- 
plaints of  poor  appetite,  cough,  and  hemoptysis  of  six 
weeks’  duration  associated  with  a 12  to  15-pound 
weight  loss.  He  had  been  a heavy  smoker  for  many 
years. 

Physical  examination  showed  the  patient  to  be 
rather  thin  but  in  no  acute  distress.  Vital  signs  were 
within  normal  limits.  Breath  sounds  were  somewhat 
diminished  over  the  right  upper  lobe  anteriorly. 

Results  of  laboratory  examinations,  including 
pulmonary  function  studies,  were  normal  with  the 
exception  of  a white  blood  cell  count  of  14,100. 
Findings  at  bronchoscopy  and  mediastinoscopy  were 
normal. 

A chest  x-ray  examination  was  obtained. 

E.  Robert  Heitzman,  M.D.+:  Posteroanterior 
and  lateral  radiographs  of  the  chest  on  this  older 
man,  with  a history  of  cough,  hemoptysis,  and  weight 
loss,  show  a heart  which  is  normal  in  size  and  con- 
figuration (Fig.  1A  and  IB).  The  lungs  appear  to  be 
hyperinflated,  consistent  with  a diagnosis  of  chronic 
obstructive  pulmonary  disease.  An  obvious  pul- 
monary abnormality  involves  the  right  hilar  region 
and  the  anterior  segment  of  the  right  upper  lobe.  It 
is  well  known  that  disease  involving  the  anterior 
segment  of  either  upper  lobe,  particularly  on  the  right 
side,  can  simulate  a mass  on  frontal  radiographs. 
Poorly  defined  confluent  shadows  of  increased  den- 
sity extend  peripherally  from  the  hilum  to  the  pleura; 
within  the  area  of  segmental  involvement  there  is  a 
suggestion  of  an  air  bronchogram.  It  is  difficult  to 

* Resident,  Department  of  Radiology. 

f Professor,  Department  of  Radiology. 


state  with  certainty  whether  there  is  an  atelectatic 
component  to  the  process,  but  in  support  of  this 
possibility  is  evidence  suggesting  minimal  elevation 
of  the  minor  fissure  on  both  frontal  and  lateral  films. 
There  is  no  evidence  of  mediastinal  or  hilar  ade- 
nopathy, and  there  is  no  evidence  of  pleural  fluid. 
The  bones  are  normal. 

In  an  older  individual  with  this  history,  the  pres- 
ence of  a segmental  area  of  lung  involvement,  par- 
ticularly one  associated  with  a probable  atelectatic 
component,  strongly  suggests  inflammatory  disease 
behind  a partially  obstructed  bronchus.  The  most 
common  cause  for  bronchial  obstruction  in  this  age 
group  is,  of  course,  a primary  lung  carcinoma.  The 
presence  of  the  air  bronchogram  indicates  that  the 
anterior  segmental  bronchus  is  not  totally  obstructed. 
Although  this  is  a very  helpful  radiographic  finding, 
the  presence  of  an  air  bronchogram  does  not  abso- 
lutely exclude  an  endobronchial  lesion,  and  in  view 
of  the  unfortunately  high  incidence  of  bronchogenic 
carcinoma,  I believe  that  this  must  be  considered  the 
most  likely  diagnosis. 

Certainly,  however,  other  possibilities  should  be 
considered.  Endobronchial  obstruction  secondary 
to  benign  lesions  or  even  foreign  body  must  be  en- 
tertained, as  well  as  compression  by  adjacent  lymph 
nodes.  The  anterior  segmental  bronchus  of  the  right 
upper  lobe  is  second  only  to  the  middle  lobe  bronchus 
in  its  vulnerability  to  such  compression.  Paren- 
chymal processes  involving  the  anterior  segment  of 
the  upper  lobe  without  bronchial  obstruction  also 
should  be  considered.  Among  the  possible  causes 
would  be  chronic  pneumonia,  whether  granuloma- 
tous, lipoid,  or  due  to  other  causes.  In  addition,  the 
more  remote  possibility  of  terminal  bronchiolar 
carcinoma  should  be  mentioned. 

Dr.  Heitzman’s  diagnosis 

Bronchogenic  carcinoma  involving  anterior  seg- 
mental bronchus  of  right  upper  lobe,  with  peripheral 
chronic  pneumonia 

Dr.  Sorkin:  Because  of  continued  hemoptysis 
and  weight  loss,  a right  thoracotomy  was  performed, 
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FIGURE  1.  Radiographs.  (A)  Posteroanterior  on  first  ad- 
mission demonstrates  consolidation  in  anterior  segment  of 
right  upper  lobe.  (B)  Suggestion  of  air  bronchogram  on  lat- 
eral view.  (C)  Posteroanterior  one  year  later  shows  confluent 
parenchymal  process  in  upper  two-thirds  of  remaining  right 
lung.  Cavitation  present. 

and  the  right  upper  and  middle  lobes  were  re- 
moved. 

Pathologic  discussion 

Bedros  Markarian,  M.D.*:  The  resected  lung 
specimen  consisted  of  the  right  upper,  and  middle 
lobes  and  bronchial  lymph  nodes.  The  major  gross 
finding  was  a 9 by  4 by  4-cm.  area  of  consolidation  in 
the  intralobar  septal  region  with  extension  into  the 
parenchyma  of  both  lobes.  The  cut  surface  of  this 
area  had  a mottled  gray  appearance  with  a central 
2-cm.  cystic  cavity  containing  soft  gray-tan  necrotic 
material.  The  microscopic  examination  of  this  tissue 
was  interpreted  as  showing  evidence  of  acute  and 
chronic  granulomatous  pneumonitis  with  fibrosing 
alveolitis.  Stains  for  fungal  and  acid-fast  organisms 
showed  negative  results. 

Dr.  Sorkin:  The  patient  recovered  and  was  well 
until  one  year  later,  when  he  was  again  hospitalized 
following  a two-week  period  of  nasal  stuffiness, 
cough,  hemoptysis,  and  a 5-pound  weight  loss. 
Laboratory  study  findings,  including  urinalysis,  were 
normal,  except  for  an  elevated  white  blood  count  of 
17,400.  A follow-up  chest  radiograph  was  ob- 
tained. 

* Associate  Professor,  Department  of  Pathology. 


Dr.  Heitzman:  A posteroanterior  radiograph  one 
year  later  shows  findings  consistent  with  removal  of 
the  right  upper,  and  middle  lobes  (Fig.  1C).  In  ad- 
dition, there  is  parenchymal  disease  of  the  upper  two 
thirds  of  the  residual  right  lung.  This  disease  was 
not  shown  on  an  immediate  postoperative  radio- 
graph. The  parenchymal  process  produces  confluent 
opacity  with  multiple  areas  of  radiolucency  strongly 
suggestive  of  cavitation.  There  is  no  gross  evidence 
of  mediastinal  or  hilar  adenopathy. 
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We  are  now  faced  with  the  problem  of  differential 
diagnosis  in  a patient  who  has  recurrence  of  disease 
with  cavitation.  The  course  of  this  patient  is  de- 
cidedly atypical  for  parenchymal  sarcoidosis.  It  is, 
of  course,  conceivable  that  the  changes  could  be  re- 
lated to  tuberculosis  or  fungus  disease,  but  the  failure 
to  identify  organisms  in  the  resected  lung  material 
militates  strongly  against  these  considerations. 

Finally,  one  comes  somewhat  by  exclusion  to  forms 
of  granulomatous  disease  associated  with  angiitis. 
Angiitis  and  granulomatosis  of  the  Wegener  type 
could  conceivably  fit  the  radiographic  appearance 
and  clinical  course  of  the  patient  presented  here  and 
may  well  be  the  most  likely  diagnosis.  Cases  with 
segmental  involvement  are  known  to  occur,  and 
progression  to  cavitation  is  not  at  all  unusual. 

Dr.  Heitzman’s  diagnosis 

Wegener’s  granulomatosis 

Dr.  Sorkin:  During  the  patient’s  second  admis- 
sion, an  ear,  nose,  and  throat  consultation  revealed 
a 1 by  2-cm.  perforation  of  the  nasal  septum,  com- 
patible with  Wegener’s  granulomatosis.  Bone 
marrow  aspiration  and  biopsy  demonstrated  anemia, 
leukocytosis,  and  eosinophilia  consistent  with  but  not 
specific  for  Wegener’s  granulomatosis. 

Dr.  Markarian:  Review  of  the  resected  lung 

tissue  from  one  year  previously  showed  foci  of  acute 
necrosis,  a chronic  diffuse  fibrosing  alveolitis,  and  a 
polymorphous  and  predominantly  mononuclear  in- 
filtrate of  lymphocytes,  histiocytes,  and  plasma  cells 


which  had  a tendency  to  be  angiocentric  and  bron- 
chocentric in  location.  Much  of  the  angiocentric 
involvement  showed  cellular  invasion  of  the  walls, 
and  focal  areas  of  necrotizing  vasculitis  were  present 
(Fig.  2).  Some  of  the  bronchocentric  infiltrate  re- 
vealed destruction  of  the  periphery  of  the  cartilagi- 
nous supporting  plates. 

The  findings  of  cellular,  vascular,  and  cartilaginous 
invasion  are  suggestive  of  such  entities  as  lympho- 
matoid  granulomatosis  or  bronchocentric  granulo- 
matosis. The  focal  vascular  necrosis  coupled  with 
the  clinical  observation  of  a perforated  nasal  septum 
strongly  suggests  Wegener’s  granulomatosis  classic 
variant.  Renal  biopsy  showed  normal  results. 

Final  pathologic  diagnosis 

Wegener's  granulomatosis  without  renal  in- 
volvement 

Comment 

Anthony  V.  Proto,  M.D.*:  In  1936,  Wegener1 
first  described  the  clinical  entity  which  now  bears  his 
name,  Wegener’s  granulomatosis.  The  disease  in  its 
classic  form  demonstrates  a triad  of  granulomatous 
involvement  of  the  kidneys,  upper  respiratory  tract, 
and  lungs,  and  is  part  of  the  general  group  of  diseases 
characterized  by  necrotizing  lesions  of  small  vessels. 

* Guest  Editor,  Assistant  Professor,  Department  of  Radiolo- 
gy- 
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FIGURE  2.  Photomicrographs.  (A)  Arterial  wall  with  necrosis  and  infiltration  by  mononuclear  cells.  (B)  Smaller  vessels 
showing  transmural  infiltration  by  mononuclear  cells. 
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The  classic  triad,'  however,  is  not  always  present. 
While  different  combinations  of  systemic  involve- 
ment can  occur,  pulmonary  involvement  alone  has 
been  reported  by  Carrington  and  Liebow.2  In  1973, 
Liebow3  classified  pulmonary  angiitides  as:  (1) 

Wegener’s  granulomatosis  of  the  classic  type;  (2) 
limited  forms  of  Wegener’s  granulomatosis,  (3) 
lymphomatoid  granulomatosis;  (4)  necrotizing 
“sarcoid”  angiitis;  and  (5)  bronchocentric  granulo- 
matosis. The  latter  three  are  uncommon. 

Clinically,  patients  usually  appear  with  symptoms 
indicating  systemic  disease,  such  as  fever,  weight  loss, 
and  fatigue.  Signs  of  localized  disease  can  also  be 
present,  such  as  cough,  hemoptysis,  epistaxis,  or 
hematuria.4  Patients  usually  pursue  a rapid  down- 
hill course,  death  frequently  resulting  from  uremia. 
In  a series  of  56  patients  reported  by  Walton  in  1958, 5 
82  per  cent  had  died  within  one  year’s  time.  Survival 
has  improved  with  steroids  and  immunosuppressive 
therapy.6-9 
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Pulmonary  roentgenographic  findings  in  Wegen- 
er’s granulomatosis  are  varied.  Landman  and  Bur- 
gener10  reported  that  5 of  their  series  of  10  cases  had 
pulmonary  involvement:  2 with  consolidation,  2 

with  localized  nodular  lesions,  and  1 with  diffuse 
nodular  lesions.  In  1 of  their  2 patients  with  local- 
ized nodular  disease,  cavitation  was  noted.  The 
same  authors  also  summarized  the  pulmonary 
roentgenographic  findings  in  77  cases  obtained  from 
their  review  of  the  literature.  The  commonest 
finding  was  multiple  nodules,  approximately  50  per 
cent,  with  localized  infiltrates  and  solitary  nodules 
being  the  next  most  common  findings.  Of  those  with 
nodules,  approximately  60  per  cent  showed  cavita- 
tion. 

While  the  cause  of  Wegener’s  granulomatosis  is 
still  unclear,  it  is  felt  that  hypersensitivity  is  involved 
in  the  process.9  Recently,  the  possibility  of  an  im- 
munologic defect  has  also  been  raised  in  a report 
concerning  the  coexistence  of  ulcerative  colitis  and 
a limited  form  of  Wegener’s  granulomatosis.11 
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flavor  good  enough  to  make  even  an  expert  flip 
his  wig. 
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in  coughs  of  colds, 
“flu”  and  u.d- 
clear  the  tract 
with  the  famous 
Robitussin®  Line! 

The  5 members  of  the 
Robitussin®  family  all  contain 
the  expectorant,  guaifenesin, 
to  help  clear  the  lower 
respiratory  tract.  Guaifenesin 
works  systemically  to  help 
stimulate  the  output  of  lower 
respiratory  tract  fluid.  This 
I enhanced  flow  of  less  viscid 
secretions  promotes  ciliary 
action  and  makes  thick, 

. inspissated  mucus  less  viscid 
! and  easier  to  raise.  As  a 
! result,  dry,  unproductive 
: coughs  become  more 
l productive  and  less  frequent. 

V OUR  PHOTO  Norfolk  & Western  Branch  Train 
I No  202  west  bound  near  Alvarado,  Va  (Oct  . 1956) 
f This  line  reaches  the  highest  point  of  any  railroad 
I East  of  the  Rockies  (elevation  3,577  ft.)  with  a 
] minimum  grade  of  3%.  It  crosses  108  bridges, 
some  700  ft.  long I Photo  by  0.  Winston  Link 
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It  is  the  tragedy  of  man  that  he  begins  to  look  with 
disdain  on  old  age  as  he  himself  gets  along  in  years. 
Everyone  wishes  to  live  long,  but  no  one  wants  to  be 
old.  Man  laments  the  brevity  of  life,  but  when  he 
achieves  longevity  he  is  not  content  with  his  hoary 
age.  The  Psalmist  describes  the  problem  of  old  age 
as  follows: 

The  days  of  our  years  are  three  score  years  and  ten,  Or 
even  by  reason  of  strength,  four  score  years; 

Yet  is  their  pride  but  travail  and  vanity; 

For  it  is  speedily  gone,  and  we  fly  away.  (Ps.  90:10) 

Historic  views  on  old  age 

The  tragic  Greek  poet,  Euripides,  who  lived  from 
490  to  406  B.C.,  complained,  “Youth  is  always  dear 
to  me;  old  age  is  a load  that  lies  more  heavily  on  the 
head  than  the  rocks  of  Elma.”  Sophocles,  too,  la- 
mented, “All  evils  are  ingrained  in  long  old  age;  lost 
wits,  unprofiting  actions,  empty  thoughts.”  Yet  he 
lived  actively  to  ninety  and  Plato  to  sixty-two,  both 
busy  and  creatively  productive  to  the  end.  Men  used 
to  fear  death,  but  in  the  present  era  they  seemingly 
have  adjusted  themselves  to  the  unavoidable  end,  but 
worry  about  incapacitating  old  age.  The  geriatrician 
constantly  hears,  “I  do  not  fear  death,  but  I do  not 
wish  to  grow  old  and  suffer.” 

There  is  a Yiddish  gibe  based  on  the  Hebrew  word 
for  “old  age,”  Zokon,  ironically  abbreviated  to  read 
Ziphzen,  which  means  sighing,  Krechzen,  which 
means  groaning,  Nissen,  which  means  sneezing,  and 
Husten  which  means  coughing.  This  represents  a 
most  pessimistic  view  of  old  age,  but  there  is  a more 
logical  and  optimistic  way  of  evaluating  man’s  ad- 
vancing years.  When  the  bright  summer  and  all  of 


its  accompanying  joys  are  gone,  we  do  not  bemoan 
the  oncoming  winter  with  its  cold  and  snowy  winds, 
but  rather  we  don  suitable  clothing  and  make  further 
preparations  so  that  we  may  find  new  pleasures  in  the 
coming  season.  Man’s  life  is  a continuous  process  of 
adjustment  to  new  situations  and  to  new  stages  of  life 
as  they  arise.  Each  season  has  its  advantages  and  its 
disadvantages;  we  do  not  bathe  in  the  ocean  in  win- 
ter, nor  do  we  ski  in  summer.  We  manage  to  ac- 
commodate ourselves  to  the  changing  conditions  and 
seek  to  appreciate  every  opportunity  for  our  benefit 
and  enjoyment.  In  the  fall  we  “winterize”  ourselves 
and  our  equipment  so  that  we  may  be  comfortable 
and  able  to  enjoy  the  new  season  with  its  own  special 
pleasures.  Every  stage  of  life  has  its  benefits  and  its 
trials,  and  as  one  gets  on  in  years  he  must  “olderize” 
himself,  to  use  a new  term,  to  meet  the  new  situations 
he  will  face  in  this  period  of  his  life.  For  this  stage 
of  life  can  bring  many  joys  and  much  satisfaction,  and 
it  can  be  filled  with  meaning. 

To  be  sure,  there  is  vigor,  freshness,  and  strength 
in  youth,  but  old  age  has  many  compensations.  As 
the  wise  men  have  said: 

The  glory  of  young  men  is  their  strength; 

And  the  beauty  of  old  man  is  the  hoary  head.  (Prov. 
20:29) 

As  the  years  advance,  maturity  and  judgment  in- 
crease as  a result  of  the  lessons  learned  in  life’s  school 
of  experience.  As  man’s  age  increases  he  finds  the 
exceptions  to  the  rules  and  laws  youth  absorbs  from 
books.  The  old  man  need  not  despair  if  the  years 
have  wrinkled  his  face  and  dimished  his  vigor  and  his 
strength;  he  can  exult  in  the  realization  that  his  inner 
self  is  capable  of  continued  growth.  With  the  ma- 
turity of  age  comes  more  tolerance  and  keener  judg- 
ment as  well  as  fewer  illusions  and  superstitions. 
There  comes  increased  spiritual  strength  to  com- 
pensate for  the  loss  of  physical  vigor.  He  can  con- 
tinue his  growth  in  those  areas  where  ideas  become 
more  valuable  than  material  possessions.  While 
youth  worships  the  body,  old  age  can  find  value  in  the 
spirit,  and  this  becomes  a way  of  life;  an  aged  person 
becomes  a mature  man  and  not  an  old  man.  If  the 
mind  expands  with  these  spiritual  treasures,  a source 
of  enjoyment  in  themselves,  a beneficial  effect  is 
produced  on  the  physical  body,  and  this  may  actually 
prolong  useful  life. 
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The  anecdotes  which  follow  illustrate  well  these 
statements.  Solomon,  in  his  Book  of  Proverbs, 
taught:  “The  hoary  head  is  a crown  of  glory.  It  is 
found  in  the  way  of  righteousness”  (Prov.  10:30). 
Hence,  various  rabbis  who  had  attained  an  advanced 
age  were  asked  by  their  pupils  as  to  the  probable 
cause  of  their  attainment  of  that  mark  of  divine  favor. 
Rabbi  Nechumah  answered  that  in  regard  to  himself, 
God  had  taken  cognizance  of  three  principles  by 
which  he  had  endeavored  to  guide  his  conduct.  First, 
he  had  never  striven  to  exalt  his  own  standing  by 
demeaning  his  neighbor;  second,  he  had  never  gone 
to  his  night’s  rest  harboring  ill  will  toward  his  fellow 
man;  and  third,  he  was  not  penurious.  The  last  of 
these  qualities  is  well  illustrated  by  the  Hebrew  word 
to  give,  noson,  which  is  a palindrome  and  can  be  read 
backward  as  well  as  forward;  for  those  who  give,  more 
is  given  to  them. 

Another  rabbi  replied  that  he  believed  himself  to 
have  been  blessed  with  a long  life  because,  in  his  of- 
ficial capacity,  he  had  invariably  set  his  face  against 
accepting  presents,  mindful  of  Solomon’s  writings, 
in  which  he  said,  "He  that  hateth  gifts  will  live” 
(Prov.  15:27). 

It  is  interesting  to  note  that  the  rabbis  of  the  Tal- 
mud, who  scrutinized  every  word  in  the  Bible  and 
whose  analytic  minds  searched  critically  for  the  la- 
tent meanings  in  its  laws,  also  investigated  the  pre- 
ludes to  longevity.  It  was  not  mere  curiosity,  but 
rather  an  attempt  to  investigate  its  etiology.  As  a 
result  of  these  searchings,  they  developed  a number 
of  psychomatic  aids  aimed  at  prolonging  the  span  of 
life.  This  is  illustrated  in  a tale  in  which  a rabbi 
asked  Rabbi  Joshua  ben  Korha,  “By  virtue  of  what, 
have  you  reached  such  a good  old  age?”  Rabbi  ben 
Korha  answered  him,  “Do  you  begrudge  me  my  life.” 
The  questioning  rabbi  replied,  “This  is  a point  of 
Torah  and  it  is  important  for  me  to  learn.”  Since  it 
was  for  the  purpose  of  study  and  not  idle  curiosity, 
he  was  answered  thus:  “Never  in  my  life  have  I 
gazed  at  the  countenance  of  a wicked  man.”  (Megil- 
lah  28a).  Now  this  may  be  construed  as  meaning 
that  Rabbi  ben  Korha  saw  only  the  good  in  every 
face,  for  each  person  has  a bit  of  the  angel  and  a bit 
of  the  demon  in  him.  And  when  Rabbi  Zera  was 
asked  by  one  of  his  disciples,  “By  virtue  of  what,  have 
you  reached  such  a good  old  age?”  he  replied,  “Never 
in  my  life  have  I been  harsh  with  my  household,  nor 
have  I stepped  in  front  of  one  greater  than  myself,  nor 
have  I given  four  cubits  without  Torah,  nor  have  I 
rejoiced  in  the  downfall  of  my  fellow  (men),  nor  have 
I called  my  fellow  by  his  nickname”  (Megillah  28a). 
All  of  these  virtues  enumerated  by  the  scholarly 
rabbis  of  old  may  not  always  lead  to  a long  life,  but 
they  help  one  to  a meaningful  life.  Verily  did  the 
wise  Ecclesiastes  say,  “The  words  of  the  wise  are  like 
goads;  whereas  as  a goad  directs  the  heifer  to  plow  in 
the  furrow  it  is  meant  to  plow,  so  do  the  words  of  the 
wise  direct  a man  in  the  right  way”  (Eccles.  12:10). 
It  is  the  humane  virtues  that  lubricate  the  wheels  of 


life;  they  banish  grief  and  sorrow  and  make  life  more 
pleasant  and  so  prolong  life  itself. 

One  such  noble  trait  is  humility,  that  rare  quality 
of  retaining  a modest  sense  of  one’s  own  merit.  Such 
a person  is  content  to  accept  himself  for  what  he  is 
and  does  not  dissipate  his  energies  lamenting  his 
failure  to  achieve  the  high  places  for  which  he  lacks 
qualification.  If  one  admits  the  superiority  of  a 
greater  personality,  there  is  more  merit  in  accepting 
this  situation  than  in  trying  to  cast  doubt  on  the 
greatness  of  the  other. 

There  is  in  every  human  being  the  desire  to  be  a 
somebody,  and  it  is  better  to  strive  to  be  the  best 
somebody  that  one  can  be  than  waste  time  and  effort 
in  the  attempt  to  be  somebody  else.  Happy  is  the 
man  who  dares  to  be  what  he  is.  One  of  the  greatest 
somebodies  in  history,  the  redeemer  of  his  people,  a 
lawgiver,  and  the  father  of  civil  liberty  for  all  hu- 
manity, as  well  as  the  father  of  preventive  medicine, 
was  Moses.  The  Bible  describes  him  in  very  few 
words;  “The  man  Moses  was  very  meek”  (Num.  12: 
30).  This  great  man  of  whom  the  poet  Heine  wrote, 
“How  small  Sinai  appears  when  Moses  stands  upon 
it,”  lived  to  the  age  of  one  hundred  and  twenty  years, 
creative  and  modest  throughout. 

Problems  of  aging 

The  complaints,  resentments,  and  discontents  of 
the  aged  are  many,  but  on  analysis  many  are  not  so 
dark  as  they  are  painted,  nor  are  they  all  to  man’s 
disadvantage.  The  most  frequent  and  general  la- 
ment is  that  of  weakness.  Gone  is  the  vigor,  fresh- 
ness, and  enthusiasm  of  youth.  To  be  sure,  youth  is 
a race,  and  old  age  is  a walk.  As  the  years  go  on  time 
becomes  shorter,  and  the  distances  become  longer; 
one’s  pace  is  slower,  and  this  is  Nature’s  way  of  pro- 
longing life.  One  can  often  cover  greater  distances 
at  a slower  pace,  sometimes  overreaching  the  runner. 
As  the  Russian  proverb  puts  it,  the  slower  your  ride 
the  further  your  travel.  Experience  may  have  taught 
a great  many  short  cuts  that  will  compensate  for  the 
lack  of  speed. 

Another  common  complaint  of  the  aged  is  the  loss 
of  memory.  It  is  a well-known  adage  that  old  age  is 
the  mother  of  forgetfulness.  This  too  can  be  con- 
sidered an  advantage  in  some  respects,  for  man  would 
indeed  find  it  hard  to  live  on  if  all  the  unhappy  and 
unfavorable  experiences  of  the  past  were  to  be  clearly 
preserved  in  his  mind.  Just  as  the  patient  who  has 
recovered  from  a critical  illness  forgets  the  fright- 
ening details,  so  must  old  age  bury  its  dead  past  and 
involve  itself  in  the  pleasures  that  added  years  can 
bring.  To  be  practical,  if  there  are  important  details 
and  facts  which  one  really  wishes  to  retain,  these  can 
be  recorded  in  a small  notebook;  the  actual  writing 
down  helps  to  impress  the  fact  on  one’s  mind,  and 
then  you  have  your  memory  in  your  pocket. 

Most  of  the  special  facilities  connected  with  bodily 
organs  do  lose  their  acuity  in  the  advancing  years, 
such  as  the  faculty  of  hearing  by  which  sound  is 
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perceived.  We  frequently  hear  the  aged  complain 
that  their  hearing  is  not  what  it  used  to  be;  this  is 
quite  correct.  However,  “hard  of  hearing”  of  the 
aged  in  many  cases  is  partly  due  to  “hard  of  listening” 
because  the  elderly  have  a tendency  to  be  extremely 
loquacious.  They  narrate  endlessly  about  their 
youthful  pursuits  and  accomplishments,  but  they  are 
not  so  generous  in  listening  to  the  chattering  of  oth- 
ers. I would  suggest  to  the  mature  elderly  person 
that  he  lend  his  ears  to  his  neighbor’s  tales  as  his 
neighbor  does  to  his. 

Among  the  host  of  woes  of  the  aged  is  the  lament 
that  as  they  get  older  they  are  subject  to  numerous 
illnesses.  Of  even  greater  concern  is  the  fact  that 
they  look  on  old  age  itself  as  a disease.  This  is  not  so, 
no  more  than  that  infancy  or  adolescence  in  them- 
selves are  diseases.  During  the  early  years  the  young 
are  subject  to  a number  of  children’s  diseases  before 
they  build  up  the  bodily  defenses  of  immunity.  The 
functioning  of  the  human  body  is  miraculous  in  itself; 
the  physiologic  function  of  the  little  finger  is  more 
complicated  than  any  elaborate  machine.  So  it  is  but 
natural  that  something  in  this  complicated  structure 
goes  wrong  occasionally,  and  the  longer  we  live  the 
greater  the  chances  are  for  malfunction  in  one  organ 
or  another.  But  it  is  for  this  reason  that  we  have 
medicines  and  physicians  to  administer  them.  I 
would  urge  the  elderly  to  discuss  their  ailments  with 
their  physicians  in  the  consulting  room,  and  not  to 
bewail  their  problems  to  friends  or  neighbors.  As  the 
wise  Ben  Sirrah  wrote: 

Honour  thy  physician  according  to  thy  need  of  him  with 

the  honour  due  unto  him; 

For  verily  the  Lord  hath  created  him. 

We  find  that  many  aged  persons  grumble  about 
minor  discomforts  which,  when  put  in  proper  per- 
spective, may  be  considered  an  advantage.  The 
entire  gastrointestinal  tract  is  one  hole  of  blame. 
First  and  foremost  is  the  ever-present  murmur  of 
poor  appetite,  for  which  there  is  a demand  for  a va- 
riety of  tonics.  As  a rule,  the  aged  person  eats  more 
than  he  should,  which  is  another  preoccupation,  and 
consumes  more  calories  than  his  daily  requirement. 
Little  do  the  aged  realize  that  the  poor  appetite  is 
Nature’s  safeguard  for  the  preservation  of  health. 
More  people  die  from  feast  than  from  fast,  and  as  it 
has  been  said,  “A  healthy  young  man  with  poor  ap- 
petite will  preserve  health  and  add  years  to  his  life.” 
What  we  now  diagnose  as  an  acute  heart  attack,  or 
myocardial  infarction,  was  often  called  acute  indi- 
gestion in  the  beginning  of  this  century  because  it 
frequently  occurred  after  heavy  meals  which 
triggered  the  attack.  Indulgence  in  food  was  recog- 
nized many  years  ago  as  being  injurious  to  health  and 
to  the  shortening  of  life.  The  following  anecdote  in 
the  Talmud  reveals  this  concern: 

Alexander  asked  the  Klders  of  t he  South  what  a man 

should  do  to  live.  They  replied,  “Let  him  kill  himself 


(doing  good).”  He  then  asked  them  what  a man 

should  do  to  kill  himself.  They  replied,  “Let  him  live” 

(in  self-indulgence).  (Talmud  32A) 

Another  source  of  the  aged  person’s  constant 
complaint  is  the  problem  of  too  much  leisure  time, 
and  the  dissatisfactions  arising  from  this  seem  to  be 
his  major  preoccupation.  If  some  of  this  leisure  time 
were  devoted  to  concentration  in  a productive  hobby, 
a great  many  symptoms  of  illness  would  vanish. 
This  is  the  period  in  one’s  life  when  one  can  and 
should  develop  new  and  absorbing  hobbies  or  further 
develop  past  interests  for  which  there  was  not  suffi- 
cient time  in  the  busier  years.  A psychological  def- 
inition of  interest  is  background,  and  as  knowledge 
of  a subject  increases  so  does  interest.  This  interest 
may  be  compared  to  the  structure  of  an  edifice;  the 
higher  it  rises  the  deeper  must  be  the  foundation. 

Dealing  with  old  age 

To  live  is  to  act;  to  do  something  that  absorbs  your 
mind  and  makes  good  use  of  your  time,  the  most 
valuable  treasure  of  added  years,  makes  for  an  ex- 
citing existence.  To  be  idle  is  to  live  in  a vacuum, 
and  this  is  detrimental  to  good  health.  Someone  has 
said  that  an  idle  man  is  like  a dead  person,  except 
that  he  occupies  more  space.  Work  is  a source  of  joy 
to  the  mind  and  therapy  for  the  body.  Men,  as  a 
rule,  are  unnerved  and  worried  when  they  are  faced 
with  retirement,  not  so  much  from  the  prospective 
loss  of  their  positions  as  at  the  prospect  of  nothing  to 
occupy  their  time.  Just  as  one  plans  financially  for 
retirement,  it  is  equally  important  to  fill  the  leisure 
time  which  will  come.  This  makes  for  purpose  in  life 
and  provides  the  happiness  and  contentment  which 
one  derives  from  doing  something  well  that  he  enjoys 
doing.  There  are  many  skills  that  can  be  learned  or 
further  developed  in  the  later  years.  The  old  proverb 
that  you  cannot  teach  an  old  dog  new  tricks  is  a lazy 
man’s  alibi;  it  is  but  a pretext  to  explain  idleness.  It 
is  the  rationalization  of  the  idler,  and  the  proverb  has 
been  somewhat  modified  to  state  that  if  the  teacher 
knows  more  than  the  dog  and  the  dog  is  willing  to 
learn,  the  dog  can  be  taught  new  tricks.  It  is  literally 
never  too  late  to  learn.  It  is  true  that  it  may  take  the 
aged  person  longer  to  learn,  but  that  which  is  lost  in 
time  is  often  gained  in  depth.  The  older  person,  with 
his  past  experience,  sees  much  between  the  lines  that 
is  invisible  to  youth.  When  the  elderly  person  con- 
tinues the  pursuit  of  knowledge  he  is  doubly  re- 
warded: first  by  the  new  knowledge  which  enriches 
his  life  by  its  actual  possession,  and  second,  by  the 
therapy  of  the  mental  activity. 

Most  geriatricians  find  that  the  elderly  patient 
often  experiences  the  feeling  of  loneliness.  The  late 
poet  Robert  Frost  describes  sensitively  and  accu- 
rately the  loneliness  of  old  age  in  his  poem  “An  Old 
Man’s  Winter  Night.”  The  first  line  sets  a mood,  “All 
out-of-doors  looked  darkly  at  home,”  and  the  poet 
continues: 
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A light  he  was  to  no-one  but  himself 

Where  now  he  sat,  concerned  with 

A quiet  light,  and  then  not  even  that. 

Loneliness  may  not  be  a total  disadvantage,  but 
like  salt,  a little  is  good  and  a lot  undesirable.  To  be 
alone  at  times  provides  an  escape  from  tumult  and 
allows  for  contemplation.  Some  of  the  most  pro- 
found thoughts  are  developed  when  one  is  alone  and 
undisturbed.  Too  much  time  alone  sometimes 
brings  on  depression,  but  there  are  many  remedies 
to  be  suggested.  A man  need  never  be  lonely  in  the 
company  of  books,  and  like  manna  that  fell  from  the 
heavens  there  are  books  for  everyone  according  to  his 
taste  and  mood.  The  hotel  guest  who  finds  a Bible 
when  he  enters  his  room  experiences  a greeting  as 
from  an  old  friend.  Furthermore,  just  as  a daily  walk 
helps  to  preserve  the  physical  vigor  of  the  body,  a 
stroll  through  the  garden  of  literature  keeps  the  mind 
active  and  alert.  The  old  English  adage  that  says, 
“Use  your  legs  and  you  will  have  legs,”  may  be 
adapted  to  the  mind.  The  Talmud  states  this  well: 
"The  illiterates,  as  they  grow  older,  find  their  minds 
confused;  but  not  so  with  the  scholars — the  older 
they  grow  the  clearer  their  minds  become.” 

It  is  understandable  that  the  older  person  experi- 
ences the  loneliness  and  melancholy  that  comes  when 
his  friends  pass  on,  one  by  one.  As  Lord  Byron 
wrote: 

What  is  the  worst  of  woes  that  wait  on  age? 

What  stamps  the  wrinkle  deeper  on  the  brow? 

To  view  each  loved  one  blotted  from  life’s  page, 

And  be  alone  on  earth,  as  I am  now. 

This  is  truly  a most  distressing  experience.  But 
one  must  hold  on  to  remaining  friends,  and  at  the 
same  time,  endeavor  to  enter  into  new  relationships. 
True  friends  are  the  nearest  relatives;  stated  by  the 
wise  man,  “But  there  is  a friend  that  sticketh  closer 
than  a brother”  (Prov.  12:24).  Good  friends  increase 
your  joys  and  share  your  sorrows;  a friend  is  the  im- 
pregnable citadel  of  refuge  in  the  state  of  existence. 
But,  as  is  well  known,  one  must  give  of  himself  to 
have  a friend,  and  it  is  interesting  in  this  connection 
to  note  that  the  Hebrew  word  for  friend  is  “dod,” 
another  palindrome  that  can  be  read  in  either  di- 
rection. 

Another  antidote  against  loneliness  was  wisely 
prescribed  by  an  old  Hebrew  sage,  Hillel,  during  the 
first  century  B.C.  He  is  the  author  of  the  golden  rule, 
“Do  not  do  unto  others  that  which  you  would  not 


have  them  do  unto  you”  (Shabbot  31a).  He  au- 
thored another  golden  rule  to  forestall  loneliness: 
“Separate  not  thyself  from  the  community”  (Sayings 
of  the  Fathers  115).  In  other  words,  identify  your 
individual  life  with  that  of  the  community  in  which 
you  live,  and  do  not  stay  apart  from  it.  Take  ad- 
vantage of  its  facilities  and  programs,  and  share  in  its 
weal  and  woe.  The  new  associations  made  in  these 
programs  and  causes  bring  stimulus  to  the  mind, 
activity  to  the  body,  and  relief  from  loneliness. 

In  summary,  I would  suggest  that  the  elderly  must 
realize  that  life  is  a continuous  process  of  adaptations 
to  its  many  stages.  Each  period  of  life  has  its  ad- 
vantages, its  special  joys,  and  its  disadvantages  and 
problems.  As  one  lives  on  to  a relatively  long  life, 
there  are  features  which  seem  unpleasant,  such  as  the 
lined  face,  the  grey  hair  or  lack  of  hair,  and  feet  that 
are  slow  to  run.  Man  must  make  a conscious  effort 
to  avoid  boredom  and  the  feeling  of  uselessness  by 
utilizing  his  accumulated  experience  and  wisdom. 
As  we  grow  more  mature,  we  become  more  tolerant 
and  perceive  the  latent  qualities,  as  well  as  the  de- 
fects in  people,  and  we  do  not  expect  perfection. 
Diamonds,  even  with  slight  imperfections,  are  still 
precious  stones.  In  a sense,  life  at  this  period  be- 
comes more  vivid  and  more  of  a challenge.  I suggest 
the  following  decalogue: 

Decalogue  for  the  aged 

1.  You  are  a man  grown  in  years  and  in  maturity, 
and  not  just  an  old  man. 

2.  Do  not  worship  youth  as  an  idol  for  it  is  only  a 
period  in  life  and  it  is  not  all  golden. 

3.  Do  not  complain  in  vain  of  old  age;  the  only  way 
to  avoid  it  is  to  die  young. 

4.  Remember  the  seventh  decade — six  decades 
shalt  thou  work  and  on  the  seventh  thou  shalt  rest;  but 
have  an  avocation. 

5.  Honor  and  rejoice  in  thy  grey  hair  so  that  you 
will  experience  the  promise  in  Robert  Browning’s 
poem  “The  best  is  yet  to  be.” 

6.  Do  not  kill  time  recounting  what  you  were  and 
where  you  went;  rather  be  concerned  with  what  to  do 
and  where  you  are  going. 

7.  Act  your  age — do  not  undertake  the  unman- 
ageable tasks  when  your  face  is  lined  with  fatigue. 

8.  Do  not  steal  years  from  your  life  by  wasting  pre- 
cious time. 

9.  Do  not  fail  to  recognize  and  value  the  advan- 
tages and  opportunities  of  old  age. 

10.  Do  not  covet  youth  once  it  is  gone. 
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Fontana,  V.  J.:  Abuso  del  pueros  in  megalopolis,  New 
York  State  J.  Med.  76:  1799  (Octobre)  1976. 

Le  incidentia  de  pueros  abusate  e negligite  ha  irite  in 
augmento  in  le  proportion  de  15  a 20  pro  cento  in  omne  le 
pais.  Un  augmento  plus  dramatic  ha  essite  plus  evidente, 
specialmente  in  nostre  grande  citates,  durante  le  periodos 
de  crisis  fiscal.  Probabilemente  e in  parte  isto  ben  pote 
esser  attributate  al  reduction  del  programmas  preventive 
e therapeutic  necessari  tal  como  le  attention  diurne  e de 
salute  e ille  de  altere  servicios  orientate  familiarimente  per 
le  personnas  necessitate,  ille  non  empleate,  e le  stresses 
consequential  additionate  in  situationes  stressante  del 
ambiente  ja  existente.  Ha  essite  demonstrate  que  le  pro- 
grammas preventive  e de  tractamento  contra  le  abuso  del 
pueros  y le  grande  citates  pote  esser  successosse  e,  in  con- 
sequents, omne  effortio  pote  esser  facite  pro  assecurar  le 
supporto  del  programmas  existente  e le  implementation 
de  altere  programmas. 

Detwiler,  C.  K.,  Frenette,  J.  P.,  e Chiroff,  R.  T.:  Ar- 
throdesis del  cavilia  (“ankle”);  experientia  de  15  annos, 
New  York  State  J.  Med.  76:  1803  (Octobre)  1976. 

Vinti-duo  (22)  patientes  que  suffreva  32  operationes  pro 
obtener  le  arthrodesis  del  cavilia  esseva  evalutate  person- 
almente  per  le  autores.  Del  22  patientes,  15  esseva  satis- 
facite  con  le  resultatos  obtenite.  Le  approche  lateral, 
transfibulari,  esseva  successosse  in  solmente  un  de  9 ten- 
tative initial;  in  cambio,  le  approche  anterior  esseva  suc- 
cessosse in  6 de  7 fusiones.  Le  graffo  de  cresta  iliac  pareva 
promover  le  union  ossee. 

Collipp,  P.  J.,  Gupta,  K.  K.,  e Seller,  E.:  Achondro- 
plasia; etate  parental,  New  York  State  J.  Med.  76:  1810 
(Octobre)  1976. 

Recentemente  ha  essite  un  practica  commun  le  inclusion 
del  achondroplasia  intra  le  morbos  hereditari  relationate 
con  le  major  etate  parental.  Nos  ha  revistite  le  litteratura 
in  iste  thema  e le  information  additional  de  35  casos  typic 
sequite  qui.  Nostre  controlos  esseva  le  pueros  con  retardo 
constitutional  del  crescimento,  le  statura  breve  famdiari 
e le  hypopituitarismo.  Le  information  de  nostre  proprie 
casos  e del  altere  studios  publicate  indica  que  le  parentes 
de  pueros  achondroplasic  es  plus  ancian  que  le  parentes  de 
controlo.  Le  etate  materne  in  omne  studios  reportate  es- 
seva 3.86  annos  plus  ancian  que  ille  del  controlos,  e le  etate 
paterne  esseva  5.63  annos  plus  ancian  que  ille  del  contro- 
ls. 

Translated  by  Eduardo  I.  Juliet,  M.D. 
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In  the  first  six  months  of  1976  there  were  2,731 
cases  of  measles  in  New  York  State.  This  number 
is  equivalent  to  the  total  number  of  cases  reported 
over  the  previous  three  years.  Seventy  per  cent  of 
these  cases  occurred  in  children  ten  years  of  age  or 
older.  Many  of  these  children  were  thought  to  be 
adequately  immunized  against  measles,  but,  in  fact, 
were  not. 

Recommendations 

The  State  of  New  York  Department  of  Health 
recommends  the  following  measles  revaccination 
indications: 

1.  Any  child  who  received  only  inactivated 
or  “killed”  measles  vaccine  should  be  revacci- 
nated regardless  of  age  at  the  time  of  vaccina- 
tion. Inactivated  vaccine  was  available  from  1963 
to  1965,  but  because  of  its  inefficacy  its  distribution 
ceased  in  1968.  Children  who  received  inactivated 
vaccine  and  are  later  exposed  to  measles  often  have 
more  severe  and  atypical  clinical  illness  than  un- 
vaccinated children.1’2 

2.  Any  child  who  received  vaccine  before 

nine  months  of  age  should  be  revaccinated. 

Children  who  received  live,  attenuated  vaccine  be- 

tween nine  and  twelve  months  of  age  are  probably 
adequately  immunized,  although  the  standard  na- 
tional recommendation  is  that  measles  vaccine,  in 
combination  with  mumps  and  rubella  vaccines,  be 
administered  at  age  twelve  months.3’4  In  the  early 
months  of  life  residual  measles  antibodies  acquired 


from  the  mother  at  birth  may  prevent  successful 
vaccination.  Ninety-five  per  cent  of  children  vac- 
cinated at  age  twelve  months  or  older  develop  mea- 
sles immunity. 

3.  Any  child  who  received  live  attenuated 
measles  vaccine  with  IG  (immune  globulin) 
should  be  considered  individually  for  revacci- 
nation. Many  children  were  given  too  large  a dose 
of  IG  at  the  time  of  vaccination  and  may  have  failed 
to  develop  adequate  measles  immunity.  If  more 
than  0.02  cc.  of  IG  per  kilogram  was  given,  revacci- 
nation should  be  done.  Children  who  received  lesser 
amounts  of  concomitant  IG  probably  have  adequate 
immunity.  In  evaluating  measles  outbreaks  in  New 
York  State  we  found  attack  rates  for  children  who 
received  concomitant  IG  to  be  higher  than  those  for 
children  who  received  live  attenuated  vaccine  alone. 
Unfortunately,  in  many  cases  it  is  impossible  to  dis- 
cover whether  IG  doses  were  appropriate  for  weight 
by  searching  through  immunization  records  of  older 
children. 

4.  Any  child  who  has  never  received  live 
measles  vaccine  but  who  was  given  passive  im- 
munization with  IG  should  be  revaccinated. 

Children  who  developed  measles-like  illness  fol- 
lowing measles  exposure  and  were  given  IG  should 
be  considered  individually  for  revaccination. 

Complications  of  measles  infections  have  occurred 
in  as  many  as  18  per  cent  of  cases,  the  most  common 
complicatiqns  being  otitis  media,  bronchitis,  and 
pneumonia.5  Encephalitis  occurs  at  a rate  of  1 to  3 
cases  per  1,000  and  is  more  frequent  in  adolescents. 
The  late  and  usually  fatal  complication  of  SSPE 
(subacute  sclerosing  panencephalitis)  occurs  at  a rate 
of  5 cases  per  million  and  is  epidemiologically  asso- 
ciated with  measles  at  a young  age. 

If  vaccine  is  given  within  forty-eight  hours  after 
exposure,  the  clinical  illness  can  be  averted.  If  a 
greater  period  elapses,  IG  can  modify  the  illness,  but 
this  should  be  followed  by  administration  of  live 
vaccine  three  months  later  if  diagnosed  measles  did 
not  occur. 

Conclusion 

In  summary,  whenever  there  is  doubt  about  the 
adequacy  of  a child’s  immunization  status,  revacci- 
nation is  indicated.  If  the  child  already  possesses 
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adequate  measles  antibodies,  that  is,  immunity,  no 
harm  will  be  done  by  this  measure.  If  a child  is 
vaccinated  late  in  the  measles  incubation  period, 
severity  of  the  natural  illness  will  not  be  heightened. 
In  1975,  92  per  cent  of  children  entering  public  ele- 
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Gallium  citrate  Ga  67  scans  in  febrile  patients 

Introduced  as  a possible  tumor-specific  agent,  gallium 
citrate  Ga  67  has  been  shown  to  concentrate  in  many 
tissues,  particularly  inflammatory.  Experience  with  a 
series  of  22  febrile  patients  shows  scanning  with  this 
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QUESTION  205.  What  is  the  rhythm?  Electrocardiogram  obtained  during  the  initial  stages  of  an  acute  myocardial 
infarction,  lead  II. 


QUESTION  206.  The  patient  was  an  eighty-one-year-old  man  admitted  to  the  hospital  in  acute  pulmonary  edema.  The 
V leads  are  half  standardized.  What  is  the  diagnosis,  and  what  is  the  arrhythmia? 
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ELUCIDATION 


Question  205.  The  rhythm  is  regular  sinus 
rhythm  with  a rate  of  85  beats  per  minute.  The  sinus 
rhythm  is  interrupted  frequently  by  bursts  of  irreg- 
ular ventricular  premature  beats.  Sinus  rhythm  is 
uninterrupted  as  can  be  determined  by  plotting  the 
P-P  intervals  which  are  regular.  The  rhythm  may 
be  termed  a chaotic  ventricular  arrhythmia  or  ven- 
tricular tachycardia.  Its  gross  irregularity  is  unusual. 
Antiarrhythmic  therapy  is  indicated. 

Question  206.  The  rhythm  is  regular  sinus 
rhythm  with  a P-R  interval  of  0.16  second  and  QRS 
duration  of  0.14  second.  In  lead  II,  there  is  a ven- 
tricular premature  contraction  followed  by  a non- 
conducted  P wave.  This  indicates  that  the  ventric- 


ular premature  contraction  penetrated  the  atrio- 
ventricular junction  in  a retrograde  fashion  making 
the  atrioventricular  node  refractory.  This  is  an  ex- 
ample of  concealed  retrograde  conduction.  Fol- 
lowing the  nonconducted  P wave,  there  is  a junctional 
escape  beat  with  a P wave  superimposed.  A pre- 
mature aberrant  beat  follows  the  junctional  escape 
beat.  This  premature  beat  probably  arises  in  the 
His-Purkinje  system  and  at  a higher  level  than  the 
ventricular  premature  contraction,  since  it  is  followed 
by  a negative  P wave  proving  retrograde  conduction 
has  occurred.  In  leads  III,  aVl,  V1;  and  V5  there  are 
long  pauses.  The  S-T  segment  of  the  beat  prior  to 
the  pause  is  deformed  by  a premature  P wave.  This 
is  a nonconducted  atrial  premature  contraction. 
Following  the  long  R-R  interval,  there  is  a short  R-R 
with  a QRS  configuration  that  is  aberrant,  but  not 
markedly  so.  The  latter  beats  are,  in  all  likelihood, 
junctional  in  origin  with  aberration.  The  contour  of 
the  normally  conducted  QRS  complexes  is  that  of 
right  bundle  branch  block.  The  small  Q waves  in  III 
and  aVf  may  indicate  old  inferior  wall  infarction. 
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Letters  to  the  Editor 


Medicine — business  or  profession? 

To  the  Editor:  The  advent  of  a third  party  intruding  into 
all  aspects  of  medical  practice  raises  some  very  basic 
questions  regarding  the  future  of  medicine.  Of  chief  im- 
portance is  the  status  of  medicine  as  a profession  in  con- 
trast to  its  existence  as  a business.  Distinguishing  these 
two  aspects  of  medical  practice  is  crucial  but  seems  to  be 
unrecognized  by  most  legislators  and  other  “third  party” 
bodies. 

Business  is  an  operation  undertaken  for  financial  gain. 
Goods  or  services  are  provided  in  exchange  for  money.  In 
the  attempt  to  maximize  their  profits,  businessmen  try  to 
keep  the  volume  of  their  business  at  a high  level.  To  in- 
crease volume,  they  attempt  to  create  unreal  demand  and 
to  take  business  away  from  their  competitors.  The  need 
to  minimize  expenses  often  results  in  reduced  quality  of 
goods  and  services. 

Although  a profession  also  involves  financial  gain,  there 
are  certain  fundamental  differences  between  business  ac- 
tivity and  professional  activity,  specifically  medical  prac- 
tice. The  primary  goal  of  medicine  is  to  relieve  suffering. 
A physician  should  attempt  to  decrease  his  business;  that 
is,  cure  people  quickly  and  easily  with  a minimum  of  visits 
and  procedures.  He  should  not  attempt  to  create  demand 
for  his  services  or  compete  with  his  colleagues.  People  do 
not  want  a physician  to  sacrifice  the  quality  of  their  medical 
care  in  order  to  decrease  his  expenses  and  increase  his 
profits.  A patient  looks  to  his  physician  to  render  com- 
passionate skillful  care. 

It  is  distressing  to  see  recent  events  which  attempt  to 
erode  the  professional  aspects  of  medical  practice.  Dr. 
Ingelfinger1  recently  addressed  the  misconceived  notion 
of  the  FTC  that  physicians  should  advertise.  Little  need 
be  added  to  his  apt  remarks.  Even  more  recently  the  New 
York  State  Department  of  Health  has  decreed  that  all 
Medicaid  patients  undergoing  elective  surgery  must  obtain 
a second  opinion  regarding  the  proposed  surgery.2  A 
second  opinion  is  a matter  to  be  decided  on  by  the  patient 
and/or  physician,  not  dictated  by  any  impersonal  com- 
pulsory bureaucratic  arrangement. 

Behind  the  attempt  to  legislate  medicine  for  the  benefit 
of  the  consumer  are  two  concepts  taken  from  industry:  1. 
The  feasibility  of  producing  a standardized  product.  2. 
The  close  correspondence  between  consumer  satisfaction 
and  product  quality.  Medical  care  cannot  be  rigidly 
standardized,  and  the  average  modern  medical  consumer 
is  unable  to  judge  the  quality  of  the  care  received. 

The  imposition  of  industry  modeled  regulation  in  the 
practice  of  medicine  will  result  in  an  inappropriate  situa- 
tion which  would  benefit  neither  the  consumer  nor  the 
taxpayer.  Legislated  second  opinions  may  increase  cur- 
rent unethical  practices.  (It  is  easy  to  imagine  two  un- 
scrupulous surgeons  ping  ponging  patients  back  and  forth 
between  them.  If  the  government  wants  to  create  com- 
petition and  cut  costs,  why  doesn’t  it  simply  insist  on  three 
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CONCOMITANT  USE? 
MINIMAL  INTERFERENCE  WITH 
MANY  PRIMARY  MEDICATIONS. 


Roche  Laboratories  has  learned 
a lot  about  the  specific  antianxiety 
action  of  Librium . By  itself.  And  in  the 
presence  of  other  agents. 

With  more  patients  today  taking 
multiple  medications,  this  time-acquired 
knowledge  can  be  an  important  factor  in 
choosing  an  antianxiety  adjunct. 

You  should  know,  for  example, 


that  Librium  is  often  used  concomitantly 
with  many  primary  medications.  Among 
these  are  cardiac  glycosides,  antihyper- 
tensive  agents,  diuretics,  anticholinergics, 
antacids  and  anticoagulants. 

You  should  also  be  aware  that — 
although  no  causal  relationship  has  been 
established — variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  taking  oral  anticoagu- 
lants and  Librium.  Patients  should  be 
cautioned  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants. 

Of  course,  the  specific  calming 
effect  of  Librium  has  been  demonstrated 
in  millions  of  patients  around  the  world. 
And  documented  in  thousands  of  pub- 
lished clinical  papers. 

Doing  one  thing  well.  Usually 
without  interfering  with  other  medications. 

That’s  basically  what  Librium 
is  all  about. 
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Case  Reports 
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York. 

a Clinical  Associate  Professor  of  Neurology. 
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Formerly  Creutzfeldt-Jakob  disease  had  been 
considered  a subacute  encephalopathy  of  unknown 
degenerative  nature.  Within  the  past  few  years  there 
has  been  renewed  interest  in  the  disorder  as  possibly 
due  to  a slow  virus  since  Gibbs  et  al.1  successfully 
transmitted  a clinically  similar  disease  to  a chim- 
panzee. The  disease  has  even  greater  interest  to 
clinicians  now  that  at  least  one  case  has  been  treated 
successfully.2  For  this  reason,  a typical  case  is  here 
described. 

Case  report 

This  sixty-six-year-old  married  white  female  was 
well  until  early  July,  1970,  when  she  began  to  expe- 
rience severe  headaches  over  the  vertex,  which  were 
unrelieved  with  treatment.  She  had  a history  of 
hypertension  of  ten  years  and  had  had  a cholecys- 
tectomy for  cholecystitis  and  cholelithiasis  in  1967 
with  uneventful  recovery.  On  admission  to  Terrace 
Heights  Hospital  on  July  27,  1970,  she  complained 
of  nausea,  vomiting,  and  severe  generalized  headache. 
The  blood  pressure  was  210/100.  She  appeared  dull 
and  apathetic  but  was  not  aphasic.  The  neck  was 
supple.  Her  pupils  were  equal  and  reactive.  The 
fundi  were  not  remarkable.  There  was  unsustained 
nystagmus  on  right  lateral  gaze.  No  facial  weakness 
was  noted.  A constant  tremor  of  the  right  hand  was 
seen.  Vibratory  and  position  sense  and  stereognosis 
were  intact,  but  appreciation  of  superficial  pain  was 


I XVNl/v^ 

A/V 


r^\ 


n 
/ \ 


l i/\AA /Yv'v^^ 

?yVV  \ ; V>:  W 

FIGURE  1.  Initial  electroencephalogram  demonstrates 
synchronous  bursts  of  generalized  high-voltage  delta  waves 
and  occasional  periodic  biphasic  complexes. 

impaired  over  the  right  side  of  the  body.  The  fasting 
blood  sugar,  electrolytes,  blood  count,  and  hemo- 
globin were  all  within  the  range  of  normal.  The  urine 
showed  a specific  gravity  of  1.026  with  a trace  of  al- 
bumin. Escherichia  coli  was  cultured  in  the  urine. 
The  blood  urea  nitrogen  was  20  mg.  and  the  creati- 
nine was  1.1  mg.  per  100  ml.  The  chest  x-ray  film 
studies  showed  exaggerated  basal  markings  with 
enlarged  transverse  diameter  of  the  heart.  The  skull 
showed  no  evidence  of  increased  intracranial  pres- 
sure, and  the  sella  turcica  was  normal.  Electrocar- 
diogram showed  regular  sinus  rhythm  and  was  within 
normal  limits.  An  electroencephalogram  on  August 
2, 1970,  revealed  synchronous  bursts  of  high  voltage 
delta  activity  (Fig.  1).  Brain  scan  findings  were 
negative,  and  the  patient  was  treated  with  chlor- 
thalidone, reserpine,  and  low-salt  diet.  The  blood 
pressure  was  reduced  to  160/90,  and  the  patient’s 
headaches  were  relieved.  It  was  noted  at  this  time 
by  the  patient’s  husband  that  the  patient’s  memory 
had  become  impaired,  and  periods  of  confusion  and 
incoherent  speech  would  occur.  These  latter  dif- 
ficulties had  actually  developed  insidiously.  The 
patient  was  discharged  from  the  hospital. 

The  patient  was  readmitted  to  the  hospital  on 
August  13, 1970,  because  at  home  she  became  mute, 
unable  to  speak  or  swallow,  and  exhibited  sucking 
movements.  In  addition,  she  became  incontinent  of 
urine.  Routine  laboratory  test  results,  including 
hemoglobin,  white  count,  hematocrit,  and  urinalysis, 
were  within  normal  limits.  The  VDRL  test  of  the 
blood  was  nonreactive.  Because  neurologic  exami- 
nation early  after  admission  demonstrated  weakness 
on  the  right  side  of  the  body  and  a right  extensor 
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FIGURE  2.  Electroencephalogram  consists  chiefly  of  pe- 
riodic biphasic  and  triphasic  complexes. 


plantar  response,  a left  carotid  arteriogram  was  done 
and  gave  normal  findings.  Repeat  brain  scan  result 
was  negative.  No  spinal  fluid  was  obtained,  and  the 
patient’s  blood  pressure  was  180/100.  The  patient 
was  placed  on  dexamethasone  without  improvement. 
The  patient  continued  to  deteriorate  and  required 
nasal  gastric  and  intravenous  feedings.  An  electro- 
encephalogram on  August  20, 1970,  revealed  periodic 
biphasic  and  triphasic  slow-wave  complexes  (Fig.  2). 
On  September  23, 1970,  neurologic  examination  re- 
vealed a rather  obese  sixty-six-year-old  white  female 
who  was  mute,  in  a coma  vigil-like  state  with  decor- 
ticate posture.  Often  the  head  and  eyes  would  de- 
viate to  the  right.  The  patient  demonstrated  spon- 
taneous clonic  twitching  movements  of  the  arms 
more  often  on  the  right  side,  as  well  as  occasional 
myoclonic  jerks  in  both  lower  limbs.  Generalized 
startle  myoclonus  of  the  extremities  was  elicited  with 
such  auditory  stimuli  as  clapping.  The  neck  was 
held  rigidly  in  extension.  Carotid  pulsations  were 


equal,  and  no  bruits  were  heard.  Examination  of  the 
visual  fields  was  impossible  in  view  of  the  sensorial 
state.  The  fundi  revealed  well-outlined  disks.  The 
vessels  were  not  remarkable.  The  pupils  were  round 
and  equal,  reacting  to  light  directly  and  consensually. 
The  eyes  often  deviated  to  the  right  but  at  times 
would  wander  toward  the  left.  The  patient  dem- 
onstrated suck  and  snout  reflexes.  The  jaw  jerk  was 
brisk.  Positive  grasp  reflexes  were  noted  bilaterally. 
The  face  was  symmetrical.  There  were  brisk  palatal 
and  gag  reflexes  on  stimulation.  Motor  examination 
revealed  spasticity  on  passive  movement  of  the  limbs. 
Resistance  to  passive  movement  was  greater  in  the 
upper  limbs  than  in  the  lower  limbs.  The  reflexes 
were  brisk  and  equal  in  the  upper  limbs.  The  left 
knee  jerk  was  slightly  more  active  than  the  right,  but 
the  ankle  jerks  were  barely  present.  There  were 
extensor  plantar  responses  bilaterally.  Muscle 
power  could  not  be  tested  in  view  of  the  patient’s 
depressed  level  of  awareness.  There  was,  however, 
some  degree  of  wasting  of  the  small  muscles  of  the 
hands  and  feet  noted  on  inspection.  Sensory  testing 
could  not  be  performed  accurately,  but  the  patient 
responded  to  pin  prick  with  facial  grimacing  and 
withdrawal  of  the  limbs  bilaterally.  During  the  next 
two  weeks  the  patient  gradually  became  totally  un- 
responsive. On  October  13, 1970,  the  patient’s  pulse 
became  weak,  and  respirations  became  irregular. 
The  temperature  rose  terminally  to  103°F.,  and  the 
patient  expired  three-and-one-half  months  after  the 
onset  of  her  illness. 

General  pathologic  findings.  Death  was  due  to 
bronchopneumonia  of  the  right  middle  lobe  with 
pulmonary  congestion  and  edema.  There  was  evi- 
dence of  hypertensive  cardiovascular  disease  with 
coronary  arteriosclerosis,  hypertrophy  of  the  left 
ventricle,  as  well  as  mitral  and  aortic  valve  sclerosis. 


FIGURE  3.  Microscopic  examinations.  (A)  Conspicuous  loss  of  neurons  in  cerebral  cortex.  Most  of  remaining  neurons 
severely  shrunken.  Most  prominent  cells  in  field  are  protoplasmic  astrocytes;  fibrillary  forms  also  present  (original  magnification 
X 330).  (B)  In  addition  to  changes  illustrated  in  (A),  field  shows  marked  spongiform  degeneration  of  cerebral  cortex.  Some 
spaces  empty;  others  contain  glia  cells  or  abnormal,  shrunken  neurons.  Fibrillary  astrocytes  prominent  (original  magnification 
X 700).  (Luxol  Fast  Blue,  Hematoxylin  and  Eosin) 
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The  liver  showed  fatty  metamorphosis  and  chronic 
passive  congestion.  The  spleen  was  enlarged.  The 
kidneys  revealed  chronic  passive  congestion.  The 
kidneys  revealed  chronic  pyelonephritis,  and  there 
was  evidence  of  acute  and  chronic  cystitis.  The 
gallbladder  and  appendix  had  been  surgically  re- 
moved. 

Neuropathologic  findings.  The  brain  weighed 
1,200  Gm.  Grossly,  the  brain  appeared  normal.  The 
blood  vessels  were  sclerotic  with  numerous  ather- 
omatous plaques  but  patent  lumens.  Sulci  and  gyri 
appeared  normal  as  did  the  cut  sections.  Similarly, 
sections  through  the  brain  stem  and  cerebellum  re- 
vealed no  gross  abnormalities.  Microscopic  exami- 
nation revealed  severe  astrocytic  gliosis  of  all  layers 
of  the  cerebral  cortex;  fibrillary  forms  were  particu- 
larly conspicuous  in  the  first  and  second  layers  (Fig. 
3).  Severe  shrinkage  of  neurons  with  nuclear  pyk- 
nosis,  and  moderately  severe  loss  of  neurons  were 
noted  at  all  levels  of  the  cortex.  Lipochrome  gran- 
ules were  present  in  neurons  and  astrocytes. 
Spongiform  degeneration  was  present;  some  of  the 
spaces  contained  glial  nuclei  or  shrunken  neurons; 
other  spaces  were  empty. 

Gliosis  and  neuronal  abnormalities  were  present 
in  the  thalamus  but  not  in  the  lenticular  nucleus, 
claustrum,  or  medulla  oblongata.  Cerebellar  Pur- 
kinje  cells  were  mostly  intact  except  for  focal  losses 
and  minor  changes  such  as  displacement,  swelling, 
or  shrinkage.  The  granular  layer  was  reduced  in 
cellularity.  The  molecular  layer  had  diffuse  but  mild 
gliosis  and  spongiosus.  White  matter,  and  myelin 
fibers  in  gray  matter,  were  preserved  but  had  rare  foci 
of  myelin  swelling  and  mild  diffuse  gliosis.  Vessels 
were  normal,  and  perivascular  areas  had  rare  lym- 
phocytes or  macrophages. 

Comment 

Creutzfeldt3  is  credited  with  the  earliest  descrip- 
tion of  this  disorder  in  a report  published  in  1920. 
The  patient,  a young  woman,  died  of  an  illness  which 
lasted  two  and  a half  years  and  was  thought  clinically 
to  be  multiple  sclerosis.  Microscopic  examination 
of  the  brain,  however,  revealed  neuronal  degenera- 
tion in  the  cerebral  cortex  and  subcortical  nuclei. 
Jakob4’5  subsequently  reported  3 similar  cases  in 
1921  and  mentioned  2 additional  cases  in  his  mono- 
graph on  extrapyramidal  disorders  published  in  1923. 
Spielmeyer  in  19226  designated  the  eponym 
Creutzfeldt-Jakob  disease  because  of  Creutzfeldt’s 
original  report,  but  others  have  continued  to  refer  to 
the  condition  as  Jakob-Creutzfeldt’s  disease  since 
Jakob’s  cases  were  studied  in  greater  clinical  and 
pathologic  detail. 

More  than  200  cases  have  been  reported  since 
1920.7  The  diagnosis  has  been  confirmed  by  post- 
mortem microscopic  examination  or  brain  biopsy  by 
most  authors.  Ten  familial  cases  have  been  reported 
in  three  families  with  the  mode  of  transmission  au- 
tosomal dominant.7 


The  disease  becomes  manifest  in  middle-aged  or 
elderly  persons.  Most  cases  occur  between  the  ages 
of  thirty-five  and  sixty-five.  Men  and  women  are 
equally  affected.  The  course  of  the  disease  runs  only 
a few  months  to  a year,  with  fatal  outcome  occurring 
within  nine  months  from  onset  in  half  of  all  reported 
cases.7  The  patient  in  this  report  clearly  illustrates 
the  3 stages  of  the  disease  described  by  Fisher8  and 
more  recently  by  May.7 

In  the  initial  stage,  which  varies  from  several  weeks 
to  months,  there  are  often  vague  subjective  mental 
symptoms  such  as  anxiety,  insomnia,  and  distur- 
bances of  mood  and  intellect  which  eventually  in- 
clude disorders  of  speech  and  orientation  and  even 
clouding  of  consciousness.7  These  symptoms  often 
have  an  insidious  onset  but  may  start  subacutely  or 
abruptly.  Headache,  a prominent  initial  symptom 
in  the  present  case,  has  not  been  mentioned  as  a 
frequent  early  symptom  by  some  authors,  but  this 
symptom  was  present  in  2 of  8 cases  reported  by 
Nevin,  et  al.9  More  recently,  Goldhammer  et  a/.10 
noted  headache  as  an  early  symptom  in  3 of  their  6 
patients  and  stressed  its  frequent  early  occurrence 
along  with  impaired  concentration,  emotional  dis- 
turbance, and  beginning  dementia.  These  symp- 
toms, including  nystagmus  and  focal  tremor,  were 
also  observed  in  the  beginning  phase  in  the  present 
case.  Fisher8  mentioned,  among  other  signs,  cere- 
bellar ataxia  in  the  initial  stage,  and  Brownell  and 
Oppenheimer11  described  an  ataxic  form  of  the  dis- 
ease in  which  prominent  cerebellar  symptoms  ap- 
peared initially  or  in  a later  stage.  In  their  review  of 
10  cases,  involvement  of  the  granular  layer  of  the 
cerebellum  accounted  for  the  clinical  picture.  An- 
other interesting  but  uncommon  finding  was  focal 
hypalgesia  early  in  the  present  patient’s  course. 
Davison  and  Rabiner12  also  found  objective  sensory 
disturbances  to  be  rare. 

In  the  second  stage  of  the  disease  dementia  pro- 
gresses to  confusion  and  apathy  with  signs  of  upper 
motor  neuron  involvement  such  as  pseudobulbar 
palsy;  suck,  snout,  and  grasp  reflexes;  spasticity; 
extensor  plantar  responses;  and  urinary  incontinence. 
Extrapyramidal  symptoms  are  usually  seen  in  this 
stage.  Tremor  and  rigidity  of  parkinsonian  type  are 
quite  common.  Choreoathetoid  and  dystonic 
movements  have  been  observed.  Myoclonic  twitches 
occur  spontaneously  and  also  in  the  form  of  exagge- 
rated startle  responses.  Convulsive  seizures  have 
been  described.  Brain-stem  signs  such  as  diplopia, 
anisocoria,  and  nystagmus  are  less  common.  In- 
volvement of  the  cerebellum  has  already  been  men- 
tioned. 

Lower  motor  neuron  involvement  is  seen  less  fre- 
quently according  to  May7  who,  in  his  extensive  re- 
view of  the  world  literature,  distinguished  an  amyo- 
trophic form  of  the  disease  in  which  there  is  early 
muscle  wasting  and  fasciculations  along  with  the 
usual  mental  and  motor  disturbances.  The  cases  in 
this  group  had  the  longest  survival,  although  an  oc- 
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casional  case  with  prominent  amyotrophy  died 
within  less  than  a year.  In  the  present  report  amy- 
otrophy of  the  hands  and  feet  was  seen  terminally  as 
noted  in  the  classical  form  of  the  disease  described 
by  Creutzfeldt  and  Jakob3-5  in  which  patients, 
especially  women,  presented  dementia  followed  by 
pyramidal  and  extrapyramidal  manifestations  and 
terminal  amyotrophy  of  the  limbs. 

In  the  final  stage,  the  patient  progresses  to  a state 
of  mutism  and  rigidity  with  either  decorticate  or 
decerebrate  posture.  Myoclonic  movements  may 
appear  at  this  stage  or  may  occur  earlier  in  the  illness. 
Terminally  there  is  coma,  high  fever,  and  death 
usually  from  pneumonia.  These  final  features  were 
all  noted  in  the  present  report. 

Spinal  fluid  examination  in  the  majority  of  pa- 
tients is  normal  although  there  is  a mild  increase  in 
protein  content  in  a small  number  of  cases.13  Un- 
fortunately, spinal  fluid  was  not  obtained  for  exam- 
ination in  the  case  described.  The  pneumoen- 
cephalogram usually  demonstrates  evidence  of  cor- 
tical atrophy  and  ventricular  enlargement  of  non- 
specific type.7 

Electroencephalographic  abnormalities  have  been 
reported  in  over  90  per  cent  of  cases.7  8 Early  in  the 
course  diffuse  or  focal  slowing  is  noted.  With  pro- 
gression to  the  terminal  stage  of  the  disease,  a char- 
acteristic pattern  of  regular  slow  triphasic  bursts 
superimposed  on  a slow  low-voltage  background 
activity  emerges.14  Earlier  authors  reported  that 
slow  spikes  and  spike  waves  occurring  at  a frequency 
of  70  to  75  per  minute  have  sometimes  been  associ- 
ated with  myoclonic  movements.15  This  periodic 
pattern  has  not  invariably  been  present  in  all  re- 
ported cases  of  Creutzfeldt-Jakob’s  disease;  changes 
consisting  only  of  diffuse  or  focal  slowing  have  been 
noted,  and  normal  electroencephalographic  findings 
have  been  reported  in  the  terminal  stage  in  2 pa- 
tients.15-17 

Some  authors  have  considered  the  periodic  elec- 
troencephalographic pattern  in  Creutzfeldt-Jakob’s 
disease  to  be  indistinguishable  from  that  of  subacute 
sclerosing  panencephalitis  and  cerebral  anoxia.7,15 
Burger.  Rowan  and  Goldensohn18  have  recently  an- 
alyzed the  electroencephalographic  features  of  this 
disease  in  an  excellent  study  of  8 patients  with  his- 
tologically verified  Creutzfeldt-Jakob  disease.  Pe- 
riodic discharges  were  noted  in  7 of  their  8 patients. 
They  recognized  distinguishing  characteristics: 
namely  period  duration  averaging  1 second,  initial 
sharp  wave  form  (usually  triphasic)  of  characteristic 
duration  and  amplitude,  followed  by  rhythmic 
slowing.  Four  of  their  8 patients  showed  a charac- 
teristic suppression  of  all  activity  following  sharp  and 
rhythmic  wave  bursts.  Myoclonic  movements  often 
seen  accompanying  periodic  discharges  did  not  al- 
ways occur.19  In  2 patients  these  movements  dis- 
appeared terminally  despite  continuing  periodic 
patterns  in  the  tracings.  Other  conditions  men- 
tioned previously  producing  periodic  discharges  were 


also  studied,  and  differences  in  rate  of  period  recur- 
rence as  well  as  wave-burst  configuration  were  ob- 
served.20 Cerebral  anoxia  can  produce  periodic 
discharges  similar  to  Creutzfeldt-Jakob  disease,  but 
there  is  more  variability  in  the  periods,  while  in 
Creutzfeldt-Jakob  disease  periods  are  invariably 
consistent  in  each  patient.  Triphasic  waves  have 
often  been  described  in  this  disorder,1418,22  but  they 
may  also  be  seen  in  metabolic  encephalopathies, 
especially  due  to  hepatic  disease.15,21  The  triphasic 
discharges  of  hepatic  encephalopathy  are  seen  mainly 
over  the  frontal  regions,  and  those  occurring  over  the 
occipital  regions  have  a characteristic  latency  fol- 
lowing the  frontal  discharges.21  Burger,  Rowan,  and 
Goldensohn18  also  emphasized  that  periodicity  in 
Creutzfeldt-Jakob’s  disease  had  predictive  value 
since  dementia  invariably  accompanied  this  elec- 
troencephalographic pattern  as  did  a depressed  level 
of  consciousness.  The  appearance  of  a continuously 
periodic  electroencephalogram  was  always  associated 
with  a rapidly  fatal  outcome  within  two  to  eight 
weeks  in  their  series  of  patients.  Rayport’s22  surface 
recordings  from  scalp  and  pia  as  well  as  from  deep 
nuclear  masses  (globus  pallidus)  in  pathologically 
proved  cases  of  the  disease  demonstrated  periodic 
complexes  which  resembled  each  other  in  amplitude 
and  wave  form:  high-voltage  positive-negative 

spikes  and  triphasic  waves.  These  findings  suggest 
to  that  author  and  other  workers  that  the  periodic 
discharges  are  generated  from  two  distinct  foci  or 
levels,  cortical  and  subcortical,  and  that  multiple- 
level  involvement  accounts  for  periodicity  in  the  EEG 
in  addition  to  the  clinical  picture  in  Creutzfeldt- 
Jakob  disease.18,22 

Careful  analysis  of  the  electroencephalogram  as 
well  as  the  clinical  history  and  age  of  the  patient  with 
dementia,  myoclonic  jerks,  and  periodic  discharges, 
will  help  differentiate  Creutzfeldt-Jakob  disease 
from  other  disorders  such  as  cerebral  lipidoses, 
subacute  sclerosing  panencephalitis,  necrotizing 
encephalitis,  cerebral  anoxia,  hepatic  encephalopa- 
thy, deep  sodium  thiopental  (Pentothal)  anesthesia, 
postictal  state,  grand  mal,  and  head  injury.21,23-29 

Gross  examination  of  the  brain  in  this  disorder 
reveals  some  degree  of  atrophy  in  over  70  per  cent  of 
cases  with  certain  areas  particularly  affected  such  as 
frontal,  parietal,  or  occipital  cortex,  as  well  as  basal 
ganglia.  The  ventricles  are  mildly  or  moderately 
dilated.  In  May’s7  review  of  117  well-documented 
cases  in  the  literature,  73  per  cent  (86)  showed  evi- 
dence of  atrophy.  In  17  per  cent  (20)  atrophy  was 
marked  while  in  56  per  cent  (66)  the  brain  showed 
slight  diffuse  or  focal  atrophy.  In  20  per  cent  or  31 
cases  the  brain  was  normal  in  appearance.  Micro- 
scopic examination  usually  reveals  changes  in  cortical 
gray  matter  and  basal  ganglia  with  occasional  in- 
volvement of  the  thalamus,  cerebellum,  corticospinal 
tracts,  and  motor  neurons  of  the  cord.  There  is  dif- 
fuse neuronal  loss  often  with  accompanying  reactive 
gliosis  (astrocytic  proliferation)  and  spongy  degen- 
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eration  (presence  of  vacuoles).  Spongiform  change 
is  seen  mainly  in  the  deeper  layers  of  the  cortex  as 
well  as  in  the  subcortical  nuclei  and  may  be  the  most 
prominent  pathologic  feature  in  some  cases.  Recent 
ultrastructure  studies  of  the  vacuoles  of  this  status 
spongiosus  by  Gonatas,  Terry,  and  Weiss30  suggest 
that  they  are  actually  dilated  cell  processes  of  as- 
trocytes as  well  as  of  occasional  neurons.  They  have 
noted  hypertrophied  astrocytes  which  contain  in 
their  perikarya  and  processes  osmiophilic  bodies 
which  are  glial  vacuoles.  Gonatas,  Terry,  and 
Weiss30  have  raised  the  possibility  that  focal  clearing 
of  the  cytoplasm  in  astrocytes  (vacuolar  change)  in 
this  disease  may  represent  electrolyte  imbalance  in 
the  brain.  They  believe  that  status  spongiosus  fre- 
quently seen  in  this  disorder  is  due  to  dilated  astro- 
cytic and  neuronal  processes.  They  also  found  evi- 
dence of  probable  disturbance  in  protein  synthesis 
in  some  neurons  which  showed  decreased  numbers 
of  ribosomes  and  cisterns  of  endoplasmic  reticulum. 
Goldhammer  et  al.10  observed  large  vacuoles  in  the 
astrocytic  nuclei  under  light  microscopy.  Lampert, 
Gajdusek,  and  Gibbs31  have  also  described  vacuolar 
changes  in  neuronal  and  glial  processes  in  chimpan- 
zee brains  inoculated  intracerebrally  with  brain 
suspensions  from  patients  with  the  disease. 
Gajdusek32  as  well  as  Lampert,  Gajdusek,  and 
Gibbs33  have  suggested  that  plasma  membranes  are 
the  chief  sites  of  viral  interaction  in  the  spongiform 
encephalopathies.  Several  workers  including  Ri- 
badean  Dumas,34  Kidd,35  and  Lampert,  Gajdusek, 
and  Gibbs31  have  seen  definite  pathologic  alterations 
in  neuronal  membranes  by  electronmicroscopy  in 
these  slow  viral  diseases.  Since  brain  gangliosides 
are  important  in  the  structure  of  neuronal  plasma 
membrane,  Yu  et  al.30  analyzed  brain  ganglioside 
content  in  brains  of  chimpanzees  with  experimentally 
induced  kuru  and  Creutzfeldt-Jakob  disease.  They 
found  a decrease  in  total  gray  matter  gangliosides  in 
both  diseases,  especially  kuru.  There  was  also  noted 
a decline  in  white  matter  gangliosides  in  kuru,  while 
in  Creutzfeldt-Jakob  disease  white-matter  gan- 
gliosides were  increased.  These  authors  suggest  that 
the  ganglioside  changes  observed  in  these  experi- 
mental slow  virus  diseases  may  be  the  result  of  viral 
action  since  several  authors  have  demonstrated 

ganglioside  alteration  in  virally  transformed  cells.37- 

39 

Timperley  et  al.,40  using  microdensitometric 
techniques,  have  more  recently  demonstrated  a 
quantitative  loss  of  oxidative  and  lysosomal  enzymes 
in  neurones  in  a case  of  Creutzfeldt-Jakob  disease 
when  compared  with  neurones  in  normal  brain. 
Enzyme  activity  in  adjacent  reactive  glial  cells  was 
raised.  These  workers  also  noted  that  neurones  in 
their  case  showed  accumulation  of  lipofuscin  and  loss 
of  cytoplasmic  ribonucleic  acid  and  nuclear  deoxy- 
ribonucleic acid. 

The  presence  of  normal  blood  vessels  at  the  ul- 
trastructural  level  in  this  disease  is  further  evidence 


against  the  former  hypothesis  of  vascular  dysfunction 
as  the  cause  of  subacute  spongiform  encephalopathy 
originally  put  forth  by  Nevin  and  McMenemey  in 
195841  and  by  Nevin  et  al.  in  I960.9 

Roos,  Gajdusek  and  Gibbs  in  197  142  reported  evi- 
dence of  hepatic  involvement  in  1 1 of  41  patients  with 
the  disease.  Three  patients  were  clinically  jaun- 
diced, and  9 patients  had  abnormal  liver  function  test 
findings.  Sulfobromophthalein  (Bromosulph- 
thalein)  retention  was  the  most  sensitive  indicator 
of  hepatic  disturbance  in  Creutzfeldt-Jakob  disease 
when  other  liver  function  study  results  were  normal. 
Histopathologic  examination  of  the  liver  in  5 cases 
revealed  chronic  portal  hepatitis.  Williamson  et  al. 43 
have  noted  similar  chemical  and  pathologic  abnor- 
malities in  a recent  report  of  6 cases  in  which  the  liver 
was  involved.  These  authors  have  proposed  that  the 
slow  virus  attacks  the  liver  in  addition  to  brain. 
Portal  hepatitis  observed  by  Roos,  Gajdusek,  and( 
Gibbs42  and  Williamson  et  al.43  although  compatible 
with  a viral  infection  is  however  a nonspecific  finding 
not  necessarily  indicative  of  the  presence  of  virus. 
The  causative  factor  of  liver  dysfunction  in  some 
patients  with  this  disease  needs  further  investigation 
and  clarification. 

The  disease  appears  to  be  caused  by  a transmis- 
sible agent  since  Gibbs  et  al.1  were  able  to  produce 
a clinically  similar  subacute  progressive  brain  disease 
in  a chimpanzee  thirteen  months  after  inoculating 
the  animal’s  brain  with  cerebral  biopsy  tissue  from 
a patient.  The  neuropathologic  findings  in  the 
chimpanzee’s  brain  also  resembled  those  found  in 
Creutzfeldt-Jakob  disease.  Additional  studies  by 
Gibbs  and  Gajdusek44  demonstrated  that  the  disease 
can  be  transmitted  from  chimpanzee  to  chimpanzee 
and  that  the  original  biopsy  material  was  still  infec- 
tious after  long-term  storage  at  minus  70°C.45  Fa- 
milial as  well  as  sporadic  forms  of  Creutzfeldt-Jakob 
disease  have  been  transmitted.46-47  The  infective 
agents  in  highly  diluted  (10-7)  suspensions  of  brain 
tissue  from  patients  with  kuru  and  Creutzfeldt-Jakob 
disease  even  after  passage  through  220  nm.  millipore 
filters  have  been  transmitted  to  chimpanzees  and  to 
various  species  of  monkeys  by  intracerebral  or  pe- 
ripheral inoculation.  These  viral  agents  have  not 
passed  through  100  nm.  maximum  pore  filters.36 
Both  kuru  and  Creutzfeldt-Jakob  disease  viruses 
have  persisted  in  tissue  cultures  of  affected  human 
and  chimpanzee  brain  cells.48  Creutzfeldt-Jakob 
disease  and  kuru  viruses  withstand  temperatures  to 
85°C.  up  to  thirty  minutes.32,46 

Duffy  et  al.49  have  reported  person-to-person 
transmission  of  Creutzfeldt-Jakob  disease  through 
a corneal  transplant  procedure  with  the  recipient 
developing  symptoms  eighteen  months  later.  This 
occurrence  is  probably  the  first  reported  case  of 
transmission  of  the  virus  from  one  human  being  to 
another. 

Kahana  et  al ,5()  have  found  a focus  of  the  disease 
among  Libyan  Jews  in  Israel.  Their  research  re- 
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vealed  29  documented  cases  in  Israel  with  onset  be- 
tween 1963  and  1972.  The  incidence  of  the  disease 
in  various  ethnic  groups  varied  from  0.4  to  1.9  per 
million  population,  but  among  Jewish  immigrants 
from  Libya  the  incidence  was  31.3  per  million.  "Phis 
great  excess  of  Creutzfeldt-Jakob  disease  in  this 
ethnic  group  suggests  perhaps  some  genetic  or  special 
predisposition  to  infection  by  the  virus  or  possibly 
exposure  to  an  extraordinarily  heavy  geographic 
concentration  of  the  virus  in  Libya.  Further  epi- 
demiologic studies  are  needed  to  see  if  there  are  other 
foci  among  national  groups  or  regions  in  the  Middle 
East  as  well  as  in  the  rest  of  the  world. 

In  view  of  the  long  incubation  period  and  lack  of 
histologic  features  characteristic  of  acute  encepha- 
litis, this  disease  has  been  included  in  the  group  of 
slow  virus  infections  which  appear  to  produce  sub- 
acute or  chronic  central  nervous  system  disease  in 
man.  These  infections  include  the  rubella  syndrome 
in  newborns,  cytomegalovirus  infection  of  the  fetus, 
progressive  multifocal  leukoencephalopathy,  sub- 
acute sclerosing  panencephalitis,  and  kuru.  It  is 
particularly  important  to  compare  Creutzfeldt-Jakob 
disease  with  kuru.  The  latter  disease,  a rare  disorder 
affecting  the  Fore  tribesmen  in  the  New  Guinea 
Highlands,  and  the  first  classical  slow  infection,  was 
originally  described  by  Gajdusek  and  Zigas  in  1957.51 
Occurring  primarily  in  adult  females  as  well  as  chil- 
dren of  both  sexes  over  the  age  of  five,  the  disease 
begins  gradually  with  titubation  of  the  head,  followed 
by  progressive  truncal  and  gait  ataxia,  dysphonia, 
dysphagia,  abnormal  eye  movements,  and  mental 
changes  with  death  from  starvation,  sepsis,  or  aspi- 
ration in  three  to  six  months.  The  spinal  fluid  is 
usually  normal,  and  pathologic  features  of  kuru  in  the 
central  nervous  system,  including  spongiform  de- 
generation, resemble  those  of  Creutzfeldt-Jakob 
disease,  although  involvement  of  the  cerebellum  and 
pons  is  more  marked  in  kuru  with  lesser  involvement 
of  the  hypothalamus  and  basal  ganglia.52,53  The 
evidence  for  kuru  as  a transmissible  disorder  has 
come  from  Gajdusek  and  Gibbs’54  ability  to  transmit 
kuru  to  chimpanzees  and  by  serial  transfer  in  chim- 
panzees with  decreased  incubation  period  after  the 
first  passage.  Electronmicroscopy,  however,  has 
failed  to  show  virus  particles,  and  there  has  been  no 
detectable  antibody.55  Although  no  specific  etiologic 
agent  has  been  found,  the  transmission  of  some  in- 
fectious agent  in  kuru  is  probably  through  canna- 
balism  practiced  by  women  and  children  in  the  Fore 
tribe  as  suggested  by  Glasse.56  Further  support  for 
his  hypothesis  has  come  from  the  markedly  de- 
creased incidence  of  kuru  since  cannabalism  has  been 
suppressed  in  the  Fore  people.57 

Evidence  for  a viral  etiology  in  Creutzfeldt-Jakob’s 
disease  is  supported  by  a recent  report  by  Vernon  et 
al.3S  of  electronmicroscopic  observations  of  2 types 
of  virus-like  particles  in  the  brains  of  2 affected  in- 
dividuals. A larger,  more  frequent,  virus-like  par- 
ticle of  hexagonal  shape,  which  resembles  certain 


myxoviruses  as  well  as  murine  and  avian  tumor  vi- 
ruses, was  seen  at  the  cell  surface,  and  a second 
smaller  virus-like  particle  was  noted  resembling  the 
particles  of  the  papovavirus  reported  in  progressive 
multifocal  leukoencephalopathy  by  Zu  Rhein.59 
Vernon  et  al ,58  also  observed  in  both  biopsies  rare 
aggregates  of  virus-like  nucleoprotein  filaments 
which  resemble  filamentous  structures  seen  in  par- 
amyxovirus cultures.  These  authors  speculate  on  a 
possible  relationship  of  these  filaments  to  the  larger 
virus-like  particles,  as  already  described,  in  their 
biopsy  specimens. 

Further  support  for  a causative  viral  infection  in 
Creutzfeldt-Jakob  disease  has  come  from  a recent 
report  in  which  a clinically  diagnosed,  far-advanced 
case  responded  dramatically  to  amantadine  hydro- 
chloride, an  agent  originally  used  prophylactically 
against  influenza  A2  virus,  and  later  found  effective 
in  the  treatment  of  Parkinsonism.2,60,61  This  drug 
is  able  to  cross  the  blood-brain  barrier  and  can  be 
given  on  a long-term  basis  as  in  Parkinson’s  disease. 
Treatment  with  amantadine  hydrochloride  abolished 
stupor  and  flexor  rigidity,  and  the  patient  could  be 
fed  with  a spoon;  the  characteristic  triangular  sharp 
waves  in  the  electroencephalogram  also  disappeared.2 
When  treatment  was  withdrawn,  the  patient  became 
stuporous  and  rigid,  and  the  repetitive  triangular 
sharp  wave  bursts  reappeared  in  the  electroenceph- 
alogram. Amantadine  was  restarted,  and  shortly 
thereafter  the  patient  improved  again.  After  a few 
weeks  he  was  able  to  speak  and  feed  himself.  The 
electroencephalogram  findings  became  practically 
normal.  The  mechanism  of  action  of  this  drug  is  not 
clear,  and  it  is  suggested  that  the  rapid  effect  may  be 
due  to  a biochemical  mechanism  rather  than  to  a 
specific  antiviral  action.2  In  a later  report,  Sanders 
and  Dunn62  treated  2 cases  of  the  disease  with 
amantadine.  The  first  patient  responded  initially 
but  then  relapsed  somewhat  because  of  probable 
failure  to  swallow  the  drug  consistently.  With  in- 
crease in  dosage  and  closer  supervision  of  adminis- 
tration of  medication,  the  patient  showed  further 
improvement  for  nearly  a month,  only  to  suffer  a 
second  and  fatal  relapse  during  an  infection  despite 
increasing  doses  of  the  drug.  It  is  felt  that  the  initial 
variation  in  clinical  response  to  the  drug  was  dose 
related,  suggesting  a metabolic  effect.  The  second 
patient  made  a complete  uninterrupted  recovery 
after  receiving  the  drug  for  eighteen  months  and  had 
remained  free  of  symptoms  for  nearly  twelve  addi- 
tional months  after  the  drug  had  been  stopped.  The 
electroencephalogram  findings  also  became  normal. 
This  patient  had  been  considered  cured  at  the  time 
the  case  was  reported  in  the  literature. 

Hamoen63  found  amantadine  abolished  triphasic 
electroencephalographic  waves  in  a slowly  developing 
cerebral  infarction  as  well  as  in  Creutzfeldt-Jakob 
disease.  He  postulates  that  the  repetitive  discharges 
in  these  dissimilar  conditions  are  due  to  a distur- 
bance in  dopaminergic  pathways  and  that  amanta- 
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dine’s  action,  like  that  of  levodopa,  is  to  raise  the 
dopamine  level  in  the  brain.  At  present  there  is  no 
documented  chemical  evidence  in  support  of  his 
plausible  suggestions.  Further  investigation  into  the 
metabolic  and  clinical  effects  of  this  drug  in  a large 
series  of  patients  is  needed,  but  results  in  reported 
cases  of  Creutzfeldt-Jakob  disease  treated  with 
amantadine,  so  far,  are  indeed  impressive  and  war- 
rant further  use  in  a disorder  which,  if  untreated,  is 
invariably  fatal  within  a short  time. 

Summary 

A patient  with  characteristic  clinical,  electroen- 
cephalographic,  and  pathologic  features  of 
Creutzfeldt-Jakob  disease  is  described.  This  rare 
dementing  illness  of  subacute  onset  affects  middle- 
aged  or  elderly  individuals.  Early  in  the  course  there 
is  startle  myoclonus  which  later  becomes  spontane- 
ous and  is  followed  by  decorticate  rigidity,  progres- 
sive obtundation,  stupor,  and  coma.  Electroen- 
cephalograms eventually  demonstrate  characteristic 
periodic  discharges.  Most  patients  become  unre- 
sponsive eight  to  twelve  weeks  after  onset,  and  death 
ensues  within  a few  months.  Viral  etiology  has  been 
suggested  by  transmissibility  to  other  primates  and 
by  observations  of  virus-like  particles  in  brain  biopsy 
material.  A recent  report  of  a far-advanced  case  that 
responded  dramatically  to  an  antiviral  agent  has 
increased  the  need  for  awareness  of  this  condition 
and  consideration  of  future  therapeutic  trials. 
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and  bowel  symptoms.  Drinking  240  ml.  of  low  fat  milk 
produced  gaseousness  or  cramps  in  59  per  cent  of  44  “lac- 
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tolerant”  men  noted  symptoms  with  milk  or  lactose.  Re- 
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correlated  significantly  with  “lactose  intolerance:”  31.4 
per  cent  versus  12.9  per  cent  among  “lactose  tolerant” 
patients.  Bayless,  et  al. : New  England  J.  Med.  292: 1 156 
(May  29)  1975 
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Hearth  care  doesn't 
need  more  red  tape 


RESEARCH 


THERE AREA 
LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU AND YOUR 
PATIENT. 


Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 
Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  w'ith  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 


The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients:  The  cost  of  the  research  is  more 
than  ten  times  w'hat  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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Before  we 
could  raise  the  flag, 
we  had  to  raise 
the  money. 


And  it  wasn't  because  Betsy  Ross  charged  too 
much. 

Building  an  independent  nation  cost  plenty.  In 
lives,  in  property,  and  yes,  in  money. 

So,  our  Founding  Fathers  asked  their 
fellow  Americans  to  take  stock  in  their 
country. 

And  we  did.  To  the  tune  of 

$27,000,000. 

With  that  kind  of  support,  it’s 
no  wonder  that,  after  the 
smoke  cleared,  the  star-spangled 
banner  kept  waving. 

Yes,  folks  really  took  stock 


Take 
. stock 
m^merica. 

200  years  at  the  same  location. 


in  their  country  back  then.  And  you  still  can  by  buying 
United  States  Savings  Bonds. 

Because  when  you  join  the  Payroll  Savings 
Plan  at  work  or  the  Bond-A-Month  Plan 
where  you  save,  you’re  investing  in  a brighter  future 
for  you  and  for  America. 

So  buy  United  States  Savings  Bonds. 
They’re  a great  way  to  raise  the  flag. 
Or  a family. 

Now  E Bonds  pay  6%  interest  when  held  to  maturity 
of  5 years  (4h%  tne  first  year)  Lost,  stolen  or  destroyed 
Bonds  can  be  replaced  if  records  are  provided.  When 
needed.  Bonds  can  be  cashed  at  your  bank  Interest  is 
not  subject  to  state  or  local  income  taxes,  and  federal 
tax  may  be  deferred  until  redemption. 


...  A public  service  ol  this  publication 
and  The  Advertising  Council. 
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Severe  Silver  Nitrate 
Ocular  Damage 

In  newborn  nursery 


ALBERT  HORNBLASS,  M.D.,  F.A.C.S. 

New  York  City 

From  the  Department  of  Surgery,  Division  of  Ophthalmology, 
State  University  of  New  York  Downstate  Medical  Center, 
Brooklyn,  New  York 


Crede  prophylaxis  for  ophthalmia  neonatorum 
utilizing  a 1 or  2 per  cent  solution  of  silver  nitrate 
is  the  most  recognized  and  accepted  method  of 
prevention  of  eye  infections  in  newborn  infants. 
Few  complications  have  been  reported  using  this 
method.  This  report  documents  a serious  compli- 
cation of  the  inadvertent  use  of  a silver  nitrate 
stick  instead  of  a 1 per  cent  solution  in  a newborn 
nursery  in  a modern  hospital. 


Case  report 

A newborn  baby  boy  delivered  extramurally  on 
May  8,  1973,  was  brought  to  a Brooklyn  hospital 
nursery.  A nurse  attempting  to  give  the  Crede 
prophylaxis  with  a 1 per  cent  silver  nitrate  solu- 
tion instead  dropped  1 or  2 drops  of  a silver  nitrate 
solution  from  a silver  nitrate  stick  into  the  new- 
born’s eyes.  Approximately  one  hour  after  the  in- 
stillation of  this  solution,  there  was  a thick  sangui- 
neous purulent  secretion,  yellowish  in  color  from 
both  eyes;  the  eyelids  became  very  red  and  some- 


FIGURE  1.  Appearance  of  patient  less  than  twenty-four  hours  after  injury.  (A)  Right  eye  and  right  eyelids  significantly 
more  involved  than  left  eye.  (B)  Note  marked  periorbital  erythema  of  both  eyes.  Corneal  opacification  readily  seen. 
There  is  complete  lack  of  right  corneal  reflex  and  luster.  (C)  Right  eyelids  show  severe  erythema,  exfoliation,  edema, 
and  early  ulceration  of  skin. 
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FIGURE  2.  Forty-eight  hours  after  injury  lids  still  marked- 
ly inflamed  and  injected. 

what  edematous.  The  nurse  immediately  irrigat- 
ed both  eyes  with  saline  solution.  The  infant  was 
seen  shortly  by  an  ophthalmologist  who  described 
very  red  and  edematous  eyelids,  and  a thick  san- 
guineous purulent  secretion,  yellowish  in  color, 


pouring  out  of  both  eyes.  There  was  also  noted  a 
thick  membrane  attached  to  the  conjunctival  sur- 
face of  the  lids  which  bled  when  the  membrane 
was  disturbed  with  a swab.  The  ophthalmologist 
ordered  smears  and  cultures  of  the  mother’s  cervix 
as  well  as  smears  of  the  baby’s  eye;  despite  the  his- 
tory he  could  not  rule  out  gonococcal  ophthalmia. 
He  ordered  hourly  irrigation  with  saline  and  chlor- 
amphenicol (Chloromycetin)  and  gentamicin  sul- 
fate (Garamycin)  solution.  I was  consulted  later 
that  evening.  Using  paper-clip  blepharostats,  a 
serosanguineous  yellowish  discharge  from  both 
upper  and  lower  lids  was  noted  (Fig.  1A).  In  the 
right  eye  the  conjunctiva  had  a 4 plus  injection. 
The  cornea  had  a blue-grey  appearance  and  ap- 
peared bedewed.  There  were  areas  of  opacifica- 
tion at  the  inferior  limbus  (Fig.  IB  and  C).  The 
anterior  chamber  was  not  visualized.  In  the  left 
eye  the  conjunctiva  was  more  friable  and  easily 
bled.  The  cornea  had  small  multiple  areas  of  opa- 
cification, and  it  too  had  a blue-grey  appearance. 
The  initial  impression  was  severe  conjunctivitis, 
corneal  opacification,  corneal  denudation  secon- 
dary to  silver  nitrate  burn,  as  well  as  iritis  in  each 
eye.  Repeat  smears  and  culture  were  taken.  Nor- 
mal saline  irrigation  was  continued  intermittently 
every  two  hours  for  the  next  twenty-four  hours. 
Chloramphenicol,  0.5  per  cent  solution,  and  genta- 
micin sulfate  solution  were  instilled  every  two 
hours.  Homatropine,  2 per  cent,  was  given  daily. 
In  addition,  systemic  penicillin  was  continued. 
After  forty-eight  hours,  cultures  were  negative  for 
bacteria.  In  less  than  two  days  there  was  marked 
decrease  in  erythema  and  edema  of  lids  (Fig.  2). 
The  superior  half  of  the  left  cornea  showed  clear- 
ing. On  the  third  day,  iris  and  the  anterior  cham- 
ber were  identified.  At  this  time,  homatropine,  2 


FIGURE  3.  Three  weeks  postinjury.  (A)  Lids  less  swollen  and  periorbital  erythema  markedly  diminished.  Ointment  ap- 
plied to  eyelids  gives  shiny,  red  appearance  to  eyelids.  (B)  Right  cornea  clear  except  for  nasal  and  inferior  limbus.  Left 
cornea  still  has  faint  stromal  haze. 
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FIGURE  4.  Periorbital  erythema  disappeared  one  month 
postinjury.  Right  upper  eyelid  chalazion  has  developed. 


per  cent,  was  changed  to  atropine,  1 per  cent.  Irv- 
ing Leopold,  M.D.,  was  consulted  by  telephone 
and  agreed  with  the  regimen.  One  week  after  the 
initial  insult  there  was  improvement  in  both  eyes. 
The  right  cornea  showed  clearing  superiorly,  but  a 
limbal  corneal  ulceration  persisted;  in  the  left  cor- 
nea the  lower  half  was  still  hazy.  Eight  days  after 
the  injury  both  eyes  were  open,  and  the  corneal 
epithelium  was  present  in  both  eyes.  The  limbal 
ulcer  showed  healing,  and  the  stromal  haze  was 
gradually  disappearing.  The  infant  was  now 
started  on  topical  steroid  solution,  dexamethasone 
sodium  phosphate  (NeoDecadron).  Thirteen  days 
after  the  injury  the  fundus  was  clearly  visualized 
and  appeared  normal.  On  May  26,  1973,  the  pa- 
tient was  discharged  from  the  hospital;  the  right 
cornea  was  clear  except  for  the  limbal  area,  and 
the  left  cornea  had  an  inferior  stromal  haze  (Fig. 
3).  Thereafter,  the  child  was  followed  in  my  of- 
fice. He  subsequently  developed  a chalazion  of 
the  right  upper  lid  (Fig.  4).  The  right  cornea  per- 
sisted to  have  a linear  stromal  opacity.  Four 
months  after  the  initial  insult  the  baby  developed 
a conjunctival  cyst  at  3:00  o’clock  near  the  limbus 
of  the  right  eye  (Fig.  5).  The  cyst  spontaneously 
resolved  three  months  after  its  onset.  One  year 
after  the  injury  the  only  residual  was  a faint  linear 
corneal  opacity  at  the  periphery  of  the  right  cor- 
nea (Fig.  6). 

Comment 

Crede  reported  in  1881  that  a 2 per  cent  solution 
of  silver  nitrate  instilled  in  a newborn  infant  pre- 
vented ophthalmia  neonatorum.1  Shortly  after 
the  use  of  silver  nitrate  solution  the  incidence  of 
ophthalmia  neonatorum  went  from  over  10  per 
cent  to  an  incidence  of  0.177  per  cent.  Various  an- 


FIGURE  5.  Four  months  after  injury,  corneas  clear  ex- 
cept for  right  nasal  limbal  area.  Conjunctival  cyst  has  de- 
veloped at  3:00  o’clock  in  right  eye. 


FIGURE  6.  One  year  after  injury  only  residual  was  faint 
linear  corneal  opacity  at  nasal  limbus  of  right  eye. 


tibiotics  have  been  used  in  the  past  including  tet- 
racycline, sulfonamides,  gentamicin  sulfate  (Gar- 
amvcin),  and  polymyxin  B-neomycin-gramicidin 
(Neosporin);  however,  silver  nitrate  still  remains 
the  most  consistent  and  reliable  prophylaxis.  In  a 
comparison  study  of  oxytetracycline  and  silver  ni- 
trate, it  was  shown  that  silver  nitrate  has  an  effec- 
tive antibacterial  activity  by  favorably  altering  the 
mucous  membrane  of  the  epithelium.2  Barsam3 
showed  that  silver  nitrate  is  superior  to  any  other 
method;  he  advocated  a 1 per  cent  solution  instead 
of  a 2 per  cent  solution. 

Silver  is  in  the  group  I of  the  alkali  metals;  solu- 
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ble  silver  salts  are  toxic.  The  metal  itself  is  insol- 
uble and  unreactive.4  Ocular  tissue  can  become 
discolored  either  by  local  or  systemic  absorption  of 
silver  or  its  compound;  the  term  argyria  is  then 
used.  Silver  causes  a greyish  discoloration  to  the 
conjunctiva.  On  histologic  examination,  silver  is 
found  between  the  endothelial  and  perivascular 
cells  of  the  capillaries  and  in  phagocytes.  In  the 
cornea,  discoloration  varies  from  light  grey  to  a 
mottled  blue-grey  near  or  in  Descemet’s  mem- 
brane. A thick,  clear  rim  is  left  outside  the  ring  of 
discoloration.  In  the  lens,  silver  will  cause  a 
greenish  iridescent  discoloration  under  the  anteri- 
or capsule  of  the  lens.  One  may  see  green  glis- 
tening dots  in  the  vitreous,  but  that  is  rare.  In  the 
retina  a fine  blue-green  veiling  of  the  superficial 
retinal  layers  can  be  demonstrated. 

Silver  was  used  as  silver  nitrate,  silver  ammo- 
nium nitrate,  and  silver  ammonium  sulfate  in  the 
dyeing  of  eyelashes  and  eyebrows,  but  is  no  longer 
used  to  any  great  extent  today. 

In  concentrated  form,  silver  nitrate  produces 
necrosis  of  the  superficial  cells  which  are  sloughed 
off  leaving  either  a defect  in  the  conjunctiva  or  a 
corneal  ulcer,  followed  by  opacification  of  the  stro- 
ma. The  mechanism  had  been  clearly  worked  out 
in  animals  by  Calvery  in  1941.5  On  instillation, 
much  of  the  silver  forms  a white  precipitate  of  sil- 
ver chloride  by  combining  with  the  sodium  chlo- 
ride of  the  tears;  however,  sufficient  silver  ions 
gain  access  to  the  tissue  to  form  silver  combina- 
tions with  their  proteins.  After  the  use  of  a 1 or  2 
per  cent  solution,  the  reaction  is  localized  to  the 
conjunctiva.  In  newborn  babies,  the  1 per  cent  so- 
lution may  cause  considerable  irritation  and  opaci- 
ties in  the  cornea,  as  reported  by  Lehrfeld6,  and 
Hill,  Eastman  and  Davidson.7  Griffin8  reported  2 
cases  of  permanent  and  severe  eye  injury  following 
the  accidental  substitution  of  ammoniacal  silver 
nitrate  solution,  25  to  35  per  cent  for  the  1 per  cent 
solution.9  In  another  case,  a 25  per  cent  solution 
of  silver  nitrate  was  splashed  into  the  eye.  Imme- 
diate chemosis  was  followed  by  necrosis  of  the  bul- 
bar conjunctiva  near  the  limbus  and  by  the  devel- 
opment of  a ring  abscess  around  the  cornea.  Early 
mucous  membrane  graft  from  the  lip  resulted  in 
healing  with  normal  vision.  With  a concentrated 
solution,  the  entire  conjunctival  membrane  may 
thus  be  rendered  necrotic  and  is  exfoliated,  heal- 
ing with  the  formation  of  a dense  scar  tissue.  The 
corneal  opacification  may  be  severe  enough  to 
cause  blindness.  Deep  ulceration  and  perforation 
of  the  cornea  may  occasionally  result,  and  in  the 
scar  tissue  it  is  not  uncommon  to  find  a black  de- 
posit of  silver  which  remains  permanently. 

Corneal  damage  following  the  use  of  a silver  ni- 
trate stick  has  been  reported.  Grayson  and  Piero- 
ni9  described  the  use  of  a silver  nitrate  applicator 
stick  for  cauterization  of  a chalazion  where  the 
cornea  was  involved  enough  to  warrant  a kerato- 


plasty. Grant4  describes  cornea  involvement  fol- 
lowing cauterization  of  the  base  of  a chalazion. 

This  case  represents,  to  our  knowledge,  the  first 
reported  case  in  which  a silver  nitrate  stick  was 
used  in  a newborn  nursery  of  a modern  hospital  for 
prophylaxis  of  ophthalmia  neonatorum.  Silver  ni- 
trate sticks  have  a concentration  of  75  per  cent  sil- 
ver nitrate  and  25  per  cent  potassium  permanga- 
nate. Fortunately,  the  drops  from  the  moistened 
applicator  stick,  and  not  the  stick  itself,  were  ap- 
plied into  the  eye.  This  represents  a serious  haz- 
ard in  any  newborn  nursery.  Only  clearly  labeled 
vials  of  a 1 per  cent  silver  nitrate  solution  should 
be  found  in  the  nursery,  and  certainly  silver  ni- 
trate sticks  should  be  removed  from  that  area.  If 
the  cornea  does  not  turn  opaque  or  white,  the 
prognosis  is  good.  Immediate  lavage,  topical  anti- 
biotics, and  cycloplegics  should  be  used.  When 
the  corneal  epithelium  is  reconstituted,  topical 
steroid  solution  should  be  used.10  Alternatively,  a 
solution  of  2.5  per  cent  sodium  thiosulfate  and  po- 
tassium ferricyanide  may  be  used  after  a burn 
from  excessive  concentrations  of  silver  nitrate.5 

Mucous  membrane  grafts  and  sliding  conjuncti- 
val flaps  have  had  some  benefit. 

Summary 

A silver  nitrate  stick,  instead  of  a 1 per  cent  sil- 
ver nitrate  solution,  was  instilled  in  a newborn’s 
eye.  Severe  conjunctival  and  corneal  damage  oc- 
curred. Lavage,  topical  antibiotics,  and  cyclopleg- 
ics followed  by  the  use  of  topical  steroids  eventual- 
ly resulted  in  complete  recovery  of  the  newborn. 
Silver  nitrate  sticks  should  be  removed  from  all 
hospital  area,  particularly  in  a newborn  nursery. 

565  Park  Avenue 
New  York,  New  York 
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Vernix  caseosa,  the  cheese-like  white  cutaneous 
material  covering  the  skin  of  the  newborn,  consists 
of  an  admixture  of  sebaceous  glandular  secretions, 
lanugo  hairs,  and  desquamated  squamous  cells.  The 
latter  are  derived  from  the  neonatal  epidermis  which 
differentiates  from  fetal  periderm  after  the  fifth 
month  of  intrauterine  life.  Consequently,  numerous 
squames  are  found  in  the  amniotic  fluid  bathing  the 
fetus.  During  the  course  of  hysterotomy  for  elective 
cesarean  section,  the  integrity  of  the  amnion  is  nec- 
essarily disrupted  and  its  contents  liberated  into  the 
peritoneal  cavity.  The  amount  of  such  peritoneal 
contamination  during  the  course  of  cesarean  section 
is  not  usually  recorded,  the  consequences  of  such 
spillage  being  trivial.  We  have  recently  observed  a 
case  of  adhesive  granulomatous  peritonitis  due  to 
vernix  caseosa  contamination  of  the  maternal  peri- 
toneal cavity  during  the  course  of  cesarean  section. 
The  clinical,  operative,  and  pathologic  findings,  to 
our  knowledge  not  previously  recorded  in  the  medical 
literature,  form  the  subject  of  this  report. 

Case  report 

The  patient,  a twenty-six-year-old  physician’s 
wife,  gravida  3,  para  2,  abortion  1,  was  admitted  to 
the  gynecologic  service  of  the  Naval  Hospital  for 
observation  of  lower  abdominal  pain  occurring  four 
weeks  after  elective  cesarean  section.  The  patient 
had  had  a totally  unremarkable  intraoperative  and 
postoperative  course,  having  been  discharged  seven 
days  after  surgery.  Four  days  prior  to  admission,  she 
noted  the  onset  of  lower  abdominal  pain,  crampy  in 
nature,  and  accompanied  by  moderate  constipation 
and  anorexia.  Past  medical,  surgical,  and  obstetric 
history  were  unremarkable,  save  for  a previous  early 
abortion. 

Examination.  Upon  physical  examination  she 
appeared  moderately  toxic  and  bilateral  lower- 
quadrant  tenderness  with  accompanying  rebound 
was  elicited.  The  latter  was  questionably  more 
prominent  on  the  left  side.  Pelvic  examination  re- 
vealed tenderness  in  the  area  of  the  cul-de-sac.  The 
abdominal  incision  was  well  healed  with  no  evidence 
of  infection.  An  abdominal  flat  plate  film  study  re- 

* At  present,  Associate  Attending  Pathologist,  Roosevelt 
Hospital,  New  York  City. 

f At  present,  Attending,  Department  of  Obstetrics  and  Gyne- 
cology, South  Shore  Hospital,  South  Weymouth,  Massachusetts. 


vealed  a nonspecific  gas  pattern  consistent  with  ileus. 
The  white  blood  count  was  14,700  with  70  per  cent 
segmented  forms,  and  the  erythrocyte  sedimentation 
rate  was  47.  The  patient  ran  a low-grade  fever,  100 
to  101  °F.,  during  the  first  twenty-four  hours  of  ob- 
servation, but  during  the  second  hospital  day  a febrile 
spike  to  103°F.  was  noted.  Abdominal  examination 
at  this  time  revealed  more  marked  bilateral  lower- 
quadrant  tenderness  with  rebound  tenderness  lo- 
calized to  the  left  lower  quadrant  and  accompanied 
by  hyperactive  bowel  sounds.  Repeat  pelvic  exam- 
ination showed  an  involuting  uterus  with  normal 
parametria  and  right  adnexae.  Tenderness  and 
fullness  were  noted  in  the  left  adnexal  area  with  no 
definite  palpable  mass.  A sterile  cotton  swab  was 
inserted  into  the  uterine  cavity,  but  no  growth  was 
demonstrated  on  aerobic  and  anaerobic  media.  The 
initial  gynecologic  impression  was  that  of  left  adnexal 
torsion,  pelvic  infection  to  be  excluded. 

Procedure.  An  exploratory  laparotomy  was 
performed  on  the  second  hospital  day.  The  intra- 
operative findings  were  those  of  a nonsuppurative- 
appearing  pelvic  adhesive  process  involving  the 
cul-de-sac  and  anterior  sigmoid  colon,  and  with  ad- 
hesions binding  the  distal  portion  of  the  appendix  to 
the  posterior  wall  of  the  uterus.  Yellow-white  cheesy 
material  resembling  vernix  caseosa  was  identified  in 
the  recesses  of  the  cul-de-sac  as  well  as  in  the  areas 
of  the  adhesions.  The  ovaries,  salpinges,  and  uterus 
appeared  grossly  normal.  A lysis  of  adhesions  and 
retrograde  appendectomy  were  performed  with  re- 
suturing of  the  seromuscular  layer  of  the  sigmoid 
colon.  The  patient  tolerated  the  procedure  well  and 
the  first  and  second  postoperative  days  were  un- 
eventful. Intraoperative  peritoneal  cultures  showed 
no  growth  in  aerobic  and  anaerobic  media.  A febrile 
spike  to  101. 6°F.  occurred,  however,  on  the  third 
postoperative  day  at  which  time  Escherichia  coli  was 
recovered  from  a pyuric  urine.  The  patient  was 
treated  with  a seven-day  course  of  ampicillin  with 
rapid  improvement  marked  by  cessation  of  fever  and 
pyuria  and  a progressive  return  of  bowel  function. 
She  was  discharged  on  the  tenth  postoperative  day, 
and  subsequent  clinic  follow-up  was  uneventful. 

Pathologic  finding.  The  specimen  sent  to  the 
laboratory  for  evaluation  consisted  of  a resected 
appendix  and  mesoappendix  measuring  8 by  1 by  0.6 
cm.  The  serosal  surface  contained  irregular  brown 
granular  areas  most  marked  at  the  tip,  and  the 
mesoappendiceal  fat  was  indurated  and  appeared 
hemorrhagic  over  the  distal  third  of  its  course.  No 
purulent  intraluminal  material  or  fecalith  was  found. 
Also  submitted,  as  per  consultation  with  the  pa- 
thologist, were  smears  of  vernix  obtained  from  the 
skin  of  a child  delivered  by  Cesarian  section  that 
same  day. 

Microscopic  examination  disclosed  no  intrinsic 
mucosal  alterations  in  the  appendix.  Numerous 
granulomatous  lesions  were  noted  on  the  serosal 
surface  and  were  extensively  distributed  throughout 
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FIGURE  1 . Vernix.  (A)  In  periappendiceal  granuloma  (hematoxylin  and  eosin  stain),  (B)  In  mesoappendix  (periodic  acid-Schiff 
stain). 
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FIGURE  2.  Vernix.  (A)  in  periappendiceal  granuloma.  (B)  Direct  smear  of  vernix  scrapings  from  skin  of  newborn  (periodic 
acid-Schiff  stain,  original  magnification  X 435). 


the  mesoappendiceal  adipose  tissue.  These  con- 
sisted of  inflammatory  granulation  tissue  containing 
an  admixture  of  neutrophils,  mononuclear  elements, 
and  foreign  body  multinucleated  giant  cells  aggre- 
gated about  anucleate  squames  having  wrinkled  cell 
borders  and  resembling  the  cellular  component  of 
vernix  caseosa  (Fig.  1).  No  bacteria  were  identified 
in  gram-stained  tissue  sections.  Smears  taken  from 
the  infant’s  skin,  stained  with  the  Papanicolaou  and 
periodic  acid-Schiff  techniques  showed  polyhedral 
anucleate  squames  with  curved  borders  and  tinctorial 
characteristics  identical  to  those  present  in  the  tissue 
(Fig.  2). 

Comment 

A pelvic  adhesive  process  occurring  after  elective 
cesarean  section  has  been  demonstrated  in  which  a 
foreign  body  granulomatous  response  in  the  mother 
to  the  vernix  of  her  fetus  appears  to  be  the  evocative 
agent.  This  mechanism  is  supported  by  the  finding 
of  anucleate  squames  identical  to  those  in  fetal  vernix 
in  the  center  of  foreign-body  granulomatous  lesions 
in  the  appendiceal-uterine  adhesions.  That  such  a 
process  is  not  a finding  incidental  to  a pelvic  in- 
flammatory process  of  bacterial  origin  is  supported 
by  the  absence  of  demonstrable  bacterial  organisms 
in  peritoneal  and  intracavitary  uterine  cultures  and 


gram-stained  tissue  sections.  That  vernix  caseosa 
is  capable  of  stimulating  a clinically  significant  for- 
eign-body granulomatous  reaction  in  the  host  is 
surprising  in  view  of  the  inevitable  intraperitoneal 
leakage  of  amniotic  fluid  during  the  course  of  cesar- 
ean section  and  the  absence  of  previously  docu- 
mented cases  of  adhesive  granulomatous  peritonitis 
due  to  this  material.  The  absence  of  host  tolerance 
to  keratinaceous  squamous  material  is,  however, 
commonly  seen  in  pathologic  specimens  of  ruptured 
sebaceous  cysts  or  epidermal  inclusion  cysts  in  which 
an  exuberant  foreign-body  granulomatous  reaction 
to  keratin  is  the  rule  rather  than  the  exception.  That 
such  a process  does  not  ordinarily  appear  in  the 
maternal  peritoneum  following  amniotomy  at  ce- 
sarean section  delivery  is  of  interest  and  remains 
unexplained. 

Summary 

Contamination  of  the  maternal  peritoneal  cavity 
by  amniotic  fluid  is  an  inevitable  concomitant  of 
hysterotomy  for  elective  cesarean  section.  A case  of 
adhesive  granulomatous  peritonitis  following  such 
contamination  is  reported  in  which  vernix  caseosa  is 
felt  to  be  the  evocative  agent.  The  clinical  and  op- 
erative findings  are  described,  and  the  pathologic 
features  of  this  apparently  unique  case  are  discussed. 
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these  drugs 
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hypomania;  exacerbation  of  psychosis 
Neurological:  Numbness,  tingling,  paresthesias  of  ex- 
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PM,  brand  of  imipramine  pamoate,  may  be  used  when 
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Samuel  Beach  Bradley,  M.D.,  practiced  medicine 
in  the  northwestern  part  of  Monroe  County  from 
1821  until  his  death  in  1880.  In  1825,  he  settled 
permanently  in  the  hamlet  of  West  Greece,  and  his 
house  on  Manitou  Road  still  stood  until  destroyed  by 
fire  two  years  ago.  Dr.  Bradley,  an  original  member 
and  one-time  president  of  the  Monroe  County 
Medical  Society,  was  representative  of  the  better- 
educated  rural  physicians  of  his  time.  Son  of  a 
Congregational  minister,  he  had  graduated  from 
Union  College  and  had  attended  chemistry  lectures 
at  Hamilton  College  while  a medical  apprentice. 
During  his  professional  career  he  had  been  State 
assemblyman,  1823,  town  supervisor  for  three  years, 
town  assessor  for  two,  and  inspector,  commissioner, 
or  superintendent  of  common  schools  for  twenty-two 
years,  a leader  in  the  affairs  of  his  church  and  in  both 
the  temperance  and  moral  reform  movements,  as  well 
as  a provider  of  care  for  the  people  of  the  area.  He 
was  also  a botanist  of  more  than  average  competence 
and  reputation. 

He  is  an  historical  figure  because  he  left  an  ex- 
tensive written  record  of  his  activities,  a record  which 
provides  detail  about  the  daily  life  of  a rural  physi- 
cian seldom  available.  Memorials  of  those  who  made 
great  discoveries  or  became  prominent  urban  prac- 
titioners are  many,  of  country  physicians  few.  Dr. 
Bradley  kept  a diary  which  he  began  on  his  fifteenth 
birthday  and  continued  until  his  death  at  eighty-four. 
Forty-one  of  62  volumes  survive,  most  of  them  in  the 
possession  of  a great-granddaughter,  Mrs.  Robert 
Smith  of  Rochester.  He  also  wrote  a short  bio- 
graphical memoir  and  a history  of  the  Bradley  family 

* Reprinted  with  permission  from  the  Bulletin  of  the  Medical 
Society  of  the  County  of  Monroe,  December  1974,  p.  483. 


which,  along  with  several  other  relevant  documents, 
are  in  the  library  at  Cornell  University. 

Early  life 

Samuel  Beach  Bradley  was  born  in  Westmoreland, 
near  Utica,  on  August  14,  1796.  His  father,  the 
Reverend  Joel  Bradley,  a graduate  of  Yale  College, 
had  been  pastor  of  the  local  Congregational  church 
for  three  years  prior  to  Samuel’s  appearance.  When 
the  boy  was  a year  and  a half  old  his  mother  died  after 
being  delivered  of  a daughter,  Mary  Ann.  Two  years 
later,  Mr.  Bradley  was  dismissed  by  his  congregation, 
and  the  children  went  to  live  with  their  grandparents 
in  Connecticut  for  three  and  a half  years,  Samuel 
with  his  father’s  parents  and  Mary  Ann  with  her 
mother’s. 

Not  long  afterward,,  Mr.  Bradley  remarried  and 
settled  as  pastor  of  the  church  in  Ballston,  New  York. 
The  children  came  here  to  live,  and  Samuel  remained 
for  eight  years  until  entering  Union  College  as  a 
sophomore  on  September  17, 1811,  at  the  age  of  fif- 
teen. 

When  he  was  seventy,  Bradley  recalled  four  things 
about  his  early  childhood  in  Westmoreland:  the 
house,  a nearby  stream,  a few  neighbors,  and  “the  old 
cat  with  which  I played.”  In  Connecticut,  at 
Grandfather  Bradley’s,  he  had  many  cousins  to  play 
with.  Although  his  grandmother  was  a Congrega- 
tionalism his  grandfather,  “a  thorough  driving  busi- 
nessman,” was  an  Episcopalian  and  it  was  from  the 
Book  of  Common  Prayer  that  Samuel  learned  his 
letters.  He  also  went  to  school  for  the  first  time  while 
there  and,  sixty  years  later,  could  still  name  his  17 
classmates.  He  also  recalled  that  people  went  to 
market  with  oxcarts  and  to  meeting  with  one  horse 
chaises,  or  on  horseback  with  one  on  the  pillion. t 
Not  until  the  turnpike  was  built  did  he  see  a four- 
wheeled  carriage.  Samuel  remembered  himself  as 
wayward  and  in  need  of  stricter  government. 

Ballston  was  considerably  more  cosmopolitan  than 
rural  Connecticut.  His  father’s  congregation  was 
wealthy  and  intelligent  and  included  members  of 
congress,  State  senators,  local  politicians,  church 
leaders,  and  physicians.  At  the  academy  where 
Bradley  prepared  for  college  were  the  sons  of  the 
prominent.  The  father’s  parish  grew  in  size,  (“under 
my  father’s  preaching  there  was  a great  revival  and 
80  or  90  joined  his  church,”)  and  the  family  prospered 
with  a farm  of  80  or  90  acres  and  a hired  man.  This 
was  a happy  place  “with  all  its  agreeable  associations 

t A second  saddle  used  for  a woman  and  placed  behind  the 
man’s  saddle. 
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. . . The  old  house  and  the  spreading  tree  in  front, 
the  orchard  every  tree  of  which  I can  recollect,  the 
places  where  I gathered  nuts,  the  scenes  of  my  soli- 
tary haunts  and  rambles  . . . My  residence  at 
Ballston  was  a very  pleasant  part  of  my  life.  In 
leaving  the  place  I parted  with  companions  whom  I 
never  met  again.” 

College  life  was  also  stimulating.  In  addition  to 
classwork  there  were  2 rival  literary  societies,  Phi- 
lomathean  and  Adolphie.  Bradley  belonged  to  the 
former.  Each  group  had  a library,  more  than  a 
thousand  volumes  at  Philomathean,  and  each  Sat- 
urday was  devoted  to  declaiming,  reading,  and  crit- 
icizing compositions,  and  to  extemporaneous  debate. 
“College,”  he  later  wrote,  “was  a mimic  world.  In  it 
were  acted  out  the  envy,  strife,  jealousy  and  rivalry 
of  the  great  world  on  which  we  were  about  to 
enter.” 

But,  as  he  wistfully  noted  a half  century  later, 
standing  in  college  is  no  guarantee  of  future  emi- 
nence. Although  the  class  valedictorian  became 
provost  of  the  University  of  Pennsylvania  and  pro- 
fessor of  theology,  the  other  three  top  scholars,  in- 
cluding Bradley  who  had  won  the  gold  medal, 
achieved  less  fame.  Two  were  “country  lawyers, 
little  known  beyond  their  circle,  though  pious  and 
useful  men,”  Bradley  viewed  himself  as  having  al- 
ways lived  in  comparative  obscurity.  During  college, 
Bradley  took  the  pledge,  which  he  never  broke,  and 
finished  reading  the  Bible  for  the  fourth  time. 

Medical  training 

At  eighteen,  he  had  to  decide  on  a profession.  “I 
had  not  the  hope  of  a Christian,”  he  later  remem- 
bered. “This  debarred  me  from  Theology.  I had 
made  but  little  advancement  in  composition  and 
extemporaneous  debate.  So  I chose  the  profession 
of  medicine.” 

Bradley  commenced  the  study  of  medicine  with 
Seth  Hastings,  Jr.,  M.D.,  of  Clinton,  October  3, 1814, 
and  boarded  in  a tavern  run  by  his  preceptor’s  law 
student  brother.  Bradley’s  stepmother  and  Mrs. 
Hastings  were  sisters.  During  the  first  winter 
Bradley  taught  school  in  nearby  New  Hartford  and 
in  the  spring  moved  in  with  his  preceptor’s  family 
and  resumed  his  studies.  “Here  I resided  nearly 
three  years,”  he  wrote.  “Clinton  was  then  a pleasant, 
rural  village,  with  an  intelligent  and  refined  popu- 
lation. It  was  the  seat  of  Hamilton  College  and  of 
female  seminaries.  The  early  settlers  were  of  New 
England  origin  and  kept  up  New  England  customs. 
I attended  to  my  studies  and  formed  few  acquain- 
tances out  of  the  family  connexions.” 

During  his  years  in  Clinton  he  paid  considerable 
attention  to  botany  in  leisure  hours,  and  this  was  to 
remain  an  important  interest  throughout  his  life, 
leading  to  correspondence  with  botanists  of  national 
stature  and  to  the  development  of  his  own  herbarium. 
Both  in  Oneida  and  in  Monroe  County  he  was  the 
first  to  identify  many  species  of  plants  and,  in  several 


instances,  remained  the  sole  authority  for  their  ex- 
istence. Trips,  both  long  and  short,  often  included 
side  excursions  to  neighboring  swamps  where  spec- 
imens were  especially  abundant  and  varied.  During 
one  botanizing  trip  in  May  he  found  30  plants  in 
bloom.  After  he  moved  to  Monroe  County,  Brad- 
docks  Bay  on  Lake  Ontario  became  a favorite 
haunt. 

While  still  a medical  student,  he  described  the 
following  in  his  diary:  “During  the  past  week  I have 
been  engaged  in  the  study  of  Botany.  Found  a 
number  of  plants  of  which  I am  ignorant.  Discov- 
ered Trientalis  Europea  [the  pink  starflower  found 
in  the  woods].  I am  now  cultivating  a number  of 
foreign  and  indigenous,  curious  medical  plants.” 
Among  the  20  plants  he  mentions  are  Podophyllum 
peltatum,  the  cathartic  mayapple,  Digitalis  purpurea, 
the  diuretic  foxglove,  Papaver  somniferum,  the 
opium  poppy,  Hyoscyamus  niger,  the  soporific  hen- 
bane, Datura  stramonium,  a powerful  narcotic,  and 
Sanguinaria  canadensis,  the  emetic  bloodroot. 

Bradley  also  tells  of  collecting  bones  to  be  made 
into  phosphate  of  soda,  introduced  into  practice  as 
a mild  purgative  around  1800,  of  making  phosphate 
of  iron,  a chalybeate  used  in  dyspepsia  and  amen- 
norrhea,  and  of  preparing  his  own  extract  of  man- 
drake root  or  mayapple  to  use  as  a cathartic. 

Also,  during  the  last  year  of  training,  he  described 
an  autopsy  on  the  daughter  of  another  physician. 
“Her  abdomen  was  opened.  It  was  very  much  dis- 
tended with  wind  in  the  cavity.  There  was  general 
adhesions  of  the  intestines  and  other  viscera.  Her 
disorder  appeared  to  be  Tuber  Mesenterica.” 

Reading  and  riding  with  his  preceptor,  Dr.  Hast- 
ings, were  his  major  activities.  By  the  time  he  fin- 
ished his  training,  Bradley  had  extracted  65  teeth  and 
phlebotomized  35  times.  During  the  last  year  alone 
he  read  65  books,  including  36  dealing  with  medicine. 
Among  them:  Wistar’s  Anatomy,  Richerand’s 
Physiology,  surgical  texts  by  Charles  Bell,  Cooper, 
and  Abernethy,  works  by  Cullen  and  Boerhaave, 
Benjamin  Rush’s  Diseases  of  the  Mind,  a pioneer 
work  on  insanity  first  published  only  five  years  ear- 
lier, books  on  chemistry,  the  nerves,  on  abortion,  and 
four  on  midwifery. 

His  life  as  a medical  student  was  not  without 
touches  of  excitement  and  intolerance.  In  1816,  he 
recorded  that  he  “went  to  hear  a Quaker  woman  from 
England  preach.  She  has  lungs  like  a Barrell.  Is  a 
woman  of  good  sense  and  I should  think  of  still  better 
sense  if  she  would  stay  at  home  and  mind  her  busi- 
ness.” Several  weeks  later,  at  an  evening  concert 
which  was  part  of  the  Hamilton  College  commence- 
ment festivities,  “there  was  a riot  at  the  meeting- 
house, the  windows  were  broken  with  stones  and  the 
doors  forced  open.”  The  following  day  “the  rioters 
were  taken.  One  was  tried  by  three  Justices  and 
fined  $3.66.  The  other  two  are  bound  over  to  the 
Court  of  General  Sessions.”  Four  days  before  this, 
Bradley  finished  reading  the  Bible  for  the  fifth 
time. 
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Medical  practice 

Bradley  completed  his  studies  in  May  of  1817,  and 
received  his  license.  In  his  diary  for  May  6,  he  re- 
corded that  he 

. . . rode  to  Utica  with  Doct.  Hastings.  Dined  at 
Bagg’s.  After  dinner  I was  examined  for  a license  to 
practice  Physic  and  Surgery  by  Drs.  Blair  of  Rome, 
Williams  of  Utica  and  Hastings  of  Clinton.  I passed 
and  obtained  a certificate  directed  to  the  Prest.  of  the 
Oneida  Medical  Society  authorizing  him  to  give  me  a 
diploma.  Dr.  Elnathan  Judd  of  Paris  is  Prest.  Thus, 
time  passes,  I have  now  completed  the  course  of  medi- 
cal studies  anterior  to  license,  I must  soon  enter  the 
world  for  myself.  This  event  causes  pleasing  melan- 
choly reflections.  My  collegiate  course,  my  medical 
course  are  now  both  completed. 

I now  prepared  to  mount  the  Saddle-bags.  I ran  in 
debt  for  a horse,  saddle  and  bridle,  books,  instruments 
and  medicines.  On  the  18th  of  June  1817  I bade  fare- 
well to  Clinton  and  its  pleasant  scenes,  and  removed  to 
Eaton,  Madison  Co.  and  commenced  business  or  rath- 
er attempted  to  do  so.  I was  not  quite  21  and  was  inex- 
perienced in  the  ways  of  the  world.  I had  great  antici- 
pations I would  pay  off  my  debts  [then  $190.00]  and 
then  go  to  New  York,  London  and  Paris  to  complete 
my  medical  education.  But  how  sadly  was  I disap- 
pointed. 

In  Eaton,  then  called  Log  City,  Bradley  had  pub- 
lished the  customary  announcement  of  his  avail- 
ability. Three  days  after  his  arrival  he  received  his 
first  professional  call  “to  pull  two  teeth  which  I did 
with  good  success.  This  event,  though  trifling, 
causes  pleasant  emotions.  The  compensation  [25c] 
is  the  first  which  I have  received  since  I have  been 
here  and  of  course  since  I have  been  in  business  for 
myself.  The  pleasure  which  it  produces  is  not  in 
proportion  to  its  smallness.” 

Entries  in  the  diary  regarding  practice,  as  was  true 
through  all  the  years,  were  few  and  brief.  Bradley 
usually  noted  deliveries  and  deaths  but  only  occa- 
sionally other  professional  activities,  and  these 
especially  if  they  occurred  on  Sunday,  perhaps  to 
justify  his  absence  from  meeting.  During  the  four 
years  in  Eaton  there  is  only  one  specific  reference  to 
therapy,  “Gave  a dose  of  Physic  to  Woodman.” 
While  there,  he  delivered  11  babies,  including 
twins. 

Far  more  detailed  is  the  record  of  social  calls  on 
other  physicians,  of  botanizing,  of  purchases  and 
other  business  matters,  of  books  read,  and  especially 
the  subject  of  sermons  heard.  While  in  Eaton, 
Bradley  was  postmaster  for  two  and  one-half  years, 
which  gave  him  free  postal  service.  He  also  joined 
the  Masons.  “In  Masonry,”  he  later  wrote,  “there 
is  something  attractive  to  the  young.  It  is  eminently 
social  as  well  as  benevolent,  and  is  so  constituted  as 
to  lead  on  without  satisfying.  That  there  is  in  it  any 
substantial  knowledge  not  obtainable  elsewhere,  it 
is  absurd  to  suppose.  The  Secrets  are  the  ceremonies 
of  initiation  and  advancement.  Here  and  elsewhere 
it  received  much  attention  from  me  and  beguiled 
many  a weary  hour.” 


In  Eaton  he  met,  courted,  and  married  his  first 
wife,  Cornelia,  who  died  less  than  eight  months  later. 
Bradley  never  quite  overcame  his  grief  and  “for  years, 
she  was  ever  present  in  my  wakeful  hours.  Whatever 
I was  engaged  in  it  was  the  same.”  In  addition  to  the 
customary  year  of  mourning  there  are  repeated  ref- 
erences to  her,  especially  on  anniversaries,  and  Cor- 
nelia is  mentioned  by  name  in  the  diaries  long  after 
Bradley  had  married  again  to  a woman  he  refers  to 
simply  as  “wife.”  After  Cornelia’s  death  Bradley 
moved  west  to  Monroe  County.  He  would  have  done 
so  sooner,  his  business  in  Eaton  being  little,  had  it  not 
been  for  Cornelia. 

On  December  12,  1820,  he  arrived  in  Clarkson 
where  he  stayed  with  Abel  Baldwin,  M.D.,  who  had 
given  up  practice  in  favor  of  tavern-keeping  and 
farming.  Clarkson  was  then  one  of  the  more  im- 
portant villages  in  the  area.  The  two  active  practi- 
tioners of  that  place,  with  whom  Bradley  later  be- 
came good  friends,  were  Nathaniel  Rowell,  M.D.,  and 
Ezekiel  Harmon,  M.D.  After  three  weeks  of  explo- 
ration Bradley  “concluded  to  enter  into  business  with 
Dr.  Gibbons  Jewett  of  Parma.”  Parma  was  a more 
modest  village  nearby.  On  January  2,  1821,  he 
moved  in  with  the  Jewett  family,  which  included 
three  children,  a widowed  sister  and  an  aged  mother 
in  addition  to  Dr.  Jewett  and  his  wife.  Although 
many  things  there  were  not  in  accordance  with 
Bradley’s  own  notions,  he  enjoyed  himself  well,  de- 
termined to  pay  his  debts  and  overcome  his  grief. 
Here  he  found  sufficient  occupation,  a kind  family, 
time  to  read,  botanize,  and  be  active  in  church  and 
Masons. 

He  left  two  years  later  to  serve  a term  as  Republi- 
can assemblyman  in  the  Legislature.  In  Albany  he 
became  acquainted  with  many  of  the  present  and 
future  notables  of  the  State,  renewed  friendships 
from  college  days,  and  learned  some  lessons  not 
without  use  in  after  life  and  escaped  many  snares. 
His  second  try  for  public  office,  assemblyman  on  the 
Peoples’  ticket,  resulted  in  substantial  defeat  to 
Bradley’s  disappointment.  He  was  getting  a taste 
for  public  life.  Feeling  the  need  for  relaxation  and 
to  improve  his  French,  he  spent  the  winter  in  Quebec, 
traveling  1,000  miles  in  six  months.  In  May  1825,  he 
settled  in  West  Greece  where  he  lived  and  practiced 
for  the  remaining  fifty-five  years  of  his  life.  Even 
more  isolated  than  Parma,  the  hamlet  of  West  Greece 
had  grown  to  30  houses  and  two  churches  by 
I860.* 

In  1829,  Bradley  bought  a lot  on  Manitou  Road 
just  south  of  Ridge  Road  and  built  his  office  and  a 
barn  and,  a year  later,  his  house. 

He  was  appointed  postmaster,  and  continued  so 
for  a decade,  and  joined  the  church.  “During  the  fall 
of  1826  there  was  much  attention  to  religion. 
Amongst  many  others  I was  awakened.  I lingered  a 

* It  was  more  commonly  known  as  “Hoosic”  because  of  a vil- 
lager, Mrs.  Meneely,  who  invariably  inquired  of  Dr.  Bradley  his 
destination  when  she  saw  him  leave  his  house. 
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long  time  in  suspense,  endeavoring  to  work  out  my 
salvation  by  my  own  righteousness  . . . On  the  14th 
of  May,  I,  with  24  others  made  a profession  of  religion 
and  united  with  the  Congregational  church  in  this 
place.”  Not  long  after  this  the  congregation  voted 
to  join  the  local  presbytery.  In  1831,  Dr.  Bradley 
married  Sarah  Crane,  a widow  whom  he  had  known 
in  Eaton  before  her  first  marriage.  They  had  four 
children  of  whom  three  grew  up,  including  a son, 
William,  who  practiced  medicine  in  Lockport,  Illi- 
nois. 

Between  the  age  of  thirty  and  thirty-six  he  had 
formally  joined  the  church,  settled  in  his  permanent 
home,  and  remarried.  Having  lost  his  first  great  love, 
seen  the  defeat  of  his  political  ambitions,  and  the 
chance  for  further  professional  training  and  ad- 
vancement slip  away,  he  resigned  himself  to  the 
useful  but  modest  life  of  a country  practitioner.  On 
his  fortieth  birthday  he  wrote  “so  large  a portion  of 
life  is  gone!  to  how  little  purpose.  Lord  help  me  to 
live  to  thee.  Guide  me  this  year  by  thy  spirit.  Keep 
me  from  sin.  Subdue  me  to  thyself.  Forty  years  ago 
my  parents  rejoiced  that  a first  born  son  was  given  to 
them.  0 may  I fulfil  their  hopes.” 

It  was  not  a prosperous  life.  Pay  was  often  in 
produce  or  service.  Bradley  recorded  his  income  and 
expenses  for  most  of  the  years  between  1841  and 
1880.  In  his  best  year,  1863,  he  did  business  of  $483. 
Most  years  the  figures  ranged  from  $250  to  $400, 
tapering  off  in  the  last  eight  years  of  his  life.  It  is 
likely  that  his  income  in  the  1820s  and  1830s  was  less. 
When  he  started  practice  he  was  already  $190  in  debt. 
And,  of  course,  a considerable  portion  of  business 
went  unpaid. 

What  the  money  went  for  is  interesting.  Medi- 
cines, most  of  which  he  bought  from  Dr.  Backus’ 
drugstore  in  Rochester,  cost  between  $15  and  $40  a 
year.  In  addition  to  this  he  made  some  of  his  own. 
He  does  not  seem  to  have  written  prescriptions;  he 
probably  filled  all  the  pharmaceutical  needs  of  his 
patients  directly.  A major  expense  was  always  books 
and  journals  which  Dr.  Bradley  purchased  on  his 
frequent  trips  to  Rochester.  In  those  days  such 
items  were  relatively  much  more  costly  than  today. 
So  were  medical  and  surgical  instruments. 

The  largest  single  expense  in  foodstuffs  was  flour. 
The  family  used  three  or  four  barrels  a year  at  a cost 
of  $4  to  $5  a barrel.  Other  bread  materials  included 
a few  pounds  of  rice,  cornmeal,  buckwheat,  and 
crackers.  All  of  these  together,  including  flour,  cost 
between  $20  and  $45  annually.  Under  groceries  were 
included  four  items:  tea,  coffee,  sugar,  and  molasses. 
The  family  used  3 to  6 pounds  of  tea  a year,  10  to  20 
pounds  of  coffee,  50  to  150  pounds  of  sugar,  and  3 to 
6 gallons  of  molasses.  The  total  annual  cost  was  $10 
to  $20.  It  was  not  until  1867  that  a specific  item  for 
cocoa  appeared  on  the  list. 

The  family  was  largely  self-sufficient  for  its  food 
beyond  these  things.  For  meat  there  were  pigs,  cows, 
and  chickens.  Each  year  in  late  November  a diary 


notation  reads:  “Kill  hog,”  and  often  tells  also  of 
grinding  sausage,  55  pounds  of  it  one  year,  or  salting 
pork,  or  smoking  hams.  The  pigs  were  bought  in 
spring  and  “get  pig  of  Chapin  $2.00”  is  typical  entry. 
Sometimes  Dr.  Bradley  bought  beef,  (51#  beef  of  J. 
Sheldon,  Jr.”)  but  more  often  killed  a calf.  One  calf 
provided  78  pounds  of  meat  and  an  8 pound  hide 
which  was  sold  for  56  cents.  On  July  27,  1835  he 
wrote:  “Cow  goes  to  bull.”  And  from  the  cow  came 
milk  and  butter.  When  Bradley  finally  butchered 
the  old  cow  herself,  then  past  twelve  years,  the  four 
quarters  weighed  over  450  pounds,  the  hide  60 
pounds,  and  the  tallow  61  pounds. 

The  management  of  the  barn  and  yard  was  no 
trivial  enterprise.  Four  or  five  tons  of  hay  and  straw, 
hay  at  $7  or  $8  a ton,  were  used  each  year  for  the  an- 
imals; occasionally  some  bran  for  the  cow.  Shoeing 
the  horse  was  $4  or  $5  and  a harness  $10.50.  In  1840, 
Bradley  splurged  and  spent  $30  in  Parma  for  a har- 
ness with  silver-plated  ornaments.  A man  was  hired 
for  three  major  tasks,  drawing  the  dung,  ploughing 
the  lot,  and  splitting  the  firewood.  The  family  used 
between  10  and  20  full  cords  per  year  until  1866  when 
the  first  entry  for  coal,  2 tons  for  $19.07,  appeared. 

The  garden  provided  a variety  of  fruit  and  vege- 
tables as  extensive  as  one  expects  today.  Asparagus, 
radishes,  lettuce,  onions,  “pease,”  shell  beans,  carrots, 
parsnips,  rutabagas,  cabbage,  cauliflowers,  corn, 
squashes,  pumpkins,  potatoes,  horseradish,  and  hops 
are  all  mentioned  in  the  diary  as  being  grown.  So 
with  grapes,  peaches,  quinces,  strawberries,  (one 
measured  3%  inches  in  circumference),  apples, 
cherries,  plums,  prunes,  crabapples,  barberries, 
raspberries,  blackberries,  and  black  walnuts. 
Bradley  speaks  of  “inoculating”  several  types  of  fruit 
tree,  apparently  an  archaic  term  for  grafting.  About 
the  only  vegetables  familiar  to  us  which  he  did  not 
grow  were  green  string  beans,  tomatoes,  peppers,  and 
eggplant.  Maple  molasses  was  made  by  boiling 
sap. 

Some  of  his  produce  he  sold  such  as  dried  peaches, 
quinces,  berries,  120  pounds  of  grapes  for  5 cents  a 
pound,  10  pounds  of  butter  for  20  cents,  10  geese  for 
$5.25,  6V2  bushels  of  ashes  for  52  cents.  The  family 
bought  cheese,  salt,  and  sweet  potatoes.  With  apples 
they  made  sauce  or  cider,  which  they  boiled  to  pre- 
vent fermentation.  They  made  their  own  soap  and 
usually  bought  tallow  for  candles.  In  1840  they  ac- 
quired a globe  lantern  but  kerosene  did  not  appear 
as  an  item  until  1867. 

Such  self-sufficiency  made  it  possible  to  live  in 
reasonable  comfort  on  $300  or  $400  a year.  Taxes 
were  less  than  $4  until  1850,  $11  by  the  start  of  the 
Civil  War,  but  went  up  to  $45  in  the  years  after  the 
war.  In  the  1850s  Bradley  recorded  donations  of  $30 
and  $20  toward  the  preacher  and  one  of  $50  for 
church  repairs.  A horse  in  1864  was  $125  and  a 
cutter  $30.  Postage  amounted  to  about  $2  a year. 

In  debt  for  $190  when  he  came  West  in  1821,  by 
1829  he  owned  enough  property  to  make  him  again 


1886  New  York  State  Journal  of  Medicine/October  1976 


a freeholder.  Bv  1845,  he  had  $176.02  in  the  Roch- 
ester Savings  Bank,  had  no  debts  (“I  owe  no  man 
anything  but  to  love  one  another”),  had  a wife  and 
four  children,  a house,  barn  and  office,  a horse,  and 
a strong  religious  faith. 

Although  he  never  did  get  to  Paris,  London,  New 
York,  or  Boston  for  further  training  as  had  been  his 
hope,  and  as  did  his  urban  colleagues,  Backus,  El- 
wood,  and  Colman,  he  was  a successful  practitioner, 
and  a picture  of  his  professional  activities  can  be 
drawn  from  his  diaries.  He  did  not  have  formal  of- 
fice hours  but  was  always  on  call  when  in  town. 
There  was,  of  course,  no  hospitals,  and  all  profes- 
sional ministrations  took  place  within  the  patient’s 
house,  at  the  scene  of  an  accident,  or  in  the  office. 

The  largest  and  probably  most  effective  part  of  his 
practice  was  obstetrics.  Starting  with  two  deliveries 
in  1818,  he  increased  this  number  to  an  average  of  30 
a year  from  the  late  1820s  to  the  early  1850s  with  a 
peak  to  37  in  1844.  During  his  career  Dr.  Bradley 
delivered  1,056  babies.  Of  these  he  kept  a careful 
record,  sometimes  noting  weights  or  difficult  deliv- 
eries. There  were  1 1 sets  of  twins,  6 breeches,  1 face 
presentation,  3 with  spina  bifida,  and  1 with  anen- 
cephaly.  One  infant  was  delivered  on  a canal  boat. 
In  the  early  years  Bradley  charged  $2  for  delivering 
a baby;  later  $5  unless  labor  was  prolonged.  Typical 
are  the  following  diary  entries: 

2/2/1838 — Out  last  night.  Two  cases  of  obstetrics. 
Snow. 

4/1/1840 — Mrs.  Clapp  confined  with  a son. 

4/7/1840 — Mrs.  Clapp  v.  sick.  Dr.  Payne  called. 
4/8/1840 — Mrs.  Clapp  dies  at  5:30  A.M. 

4/9/1840 — Take  a last  look  at  Mrs.  Clapp. 

4/21/1840— At  Z.  Colby’s  (dtr.)  Hard  time.  Home  at 
11  P.M. 

5/5/1840 — At  Mr.  Janes  (dtr.)  Deformed.  No  brain  or 
skull. 

5/18/1840 — Mrs.  Gillet  delivered  of  a stillborn  son  and 
dies  (aet  34). 

6/24/1840 — A.  Handys.  Dtr.  8th  child  in  13  years. 
12/29/1840 — At  O.  Kenyon's  last  night.  Dtr.  Dead. 
Hard  case,  mouth  of  womb  almost  obliterated.  With 
difficulty  introduces  a finger  and  tear  the  mouth 
open. 

Easing  pain  and  providing  comfort  at  time  of 
death  was  another  major  activity.  Frequently  Dr. 
Bradley  was  called  on  to  write  and  to  witness  wills. 
His  role  in  such  times  of  imminent  disaster  was  more 
as  a family  manager  than  as  preventer  of  the  inevi- 
table denouement.  To  reassure  himself  and  the 
family  that  everything  appropriate  was  being  done, 
it  was  almost  routine  to  share  the  burden  of  respon- 
sibility with  one  or  more  consultants.  Typical  was 
the  illness  of  Mr.  Hiscock  which  terminated  in  the 
patient’s  death  on  May  11, 1841.  Between  January 
26  and  February  25  Bradley  made  14  house  calls  and 
another  6 more  proximate  to  the  patient’s  death. 
Three  visits  were  in  consultation  with  other  physi- 
cians, one  in  Leroy,  one  local,  and  one  from  Roches- 
ter. Two  weeks  before  the  patient’s  death  he  wrote 
and  witnessed  his  will,  noting  “Poor  man,  he  is  near 


his  end.”  Two  days  after  his  death,  in  company  with 
two  other  physicians,  he  performed  an  autopsy: 
“Lungs  very  much  diseased.  Tubercles.  Stomach 
some  inflamed — large  cicatrix  near  the  pylorus. 
Heart  flabby.  Pericardium  full  of  water — surface  of 
heart  covered  with  lymph.”  Knowing  this  estab- 
lished the  cause  of  death  and  the  inevitability  of  the 
outcome.  In  all,  Dr.  Bradley  participated  in  at  least 
14  autopsies  over  the  years. 

In  between  the  beginning  and  the  end  there  were 
problems  too,  but  most  of  them  took  their  inexorable 
course  to  recovery  or  death  in  spite  of  human  inter- 
vention. The  range  of  clinical  problems  for  which 
Dr.  Bradley  was  called  on  cannot  be  known  from  the 
diary:  he  seldom  gives  much  detail.  One  patient 
had  a badly  shot  arm,  another  was  a severely  burned 
child,  another  child  with  an  amputated  finger,  an- 
other died  suddenly  and  unexpectedly.  Broken 
limbs  were  frequent.  An  entry  for  the  summer  of 
1855  says  merely  “very  busy — many  sick.”  Injuries 
from  horses  were  common.  In  1855,  he  mentioned 
introducing  a catheter  for  which  he  charged  $1.50,  at 
other  times  “vaccinations,”  a “tap,”  or  an  operation 
on  the  vagina,  or  a case  of  ruptured  artery  which  he 
saw  in  consultation  with  two  colleagues.  Only  rarely 
does  he  mention  bleeding  a patient. 

Another  idea  of  his  practice  is  given  by  the  medi- 
cines he  made:  silver  nitrate  pills,  used  as  a caustic 
for  ulcers  or  in  treating  urethral  stricture,  tonic  pills, 
opium,  and  morphine.  His  tools  were  lancets  and 
tourniquets. 

He  never  performed  a caesarean  section  or  used 
obstetric  forceps.  Once,  in  1867,  he  called  Edward 
Mott  Moore.  M.D.,  of  Rochester  to  help  during  a 
prolonged  labor;  Dr.  Moore  delivered  the  child  with 
forceps.  It  is  unlikely  that  Dr.  Bradley  ever  opened 
the  abdominal  cavity  in  the  living  patient.  Draining 
hydrocele,  on  the  other  hand,  was  commonly  done. 
He  did  it  on  himself  40  times  on  the  left  and  1 1 on  the 
right  after  a colleague  did  it  initially  for  him  in 
1858. 

In  1835  he  bought  a stethoscope  for  $1.20  after 
having  borrowed  and  tried  one  belonging  to  Anson 
Colman,  M.D.  of  Rochester.  Dr.  Colman  had  re- 
cently studied  in  Paris  where  the  stethoscope  had 
been  introduced  by  Laennec  in  1819.  A difficult 
instrument  to  master,  and  a device  not  yet  in  com- 
mon use  even  in  large  cities,  Dr.  Bradley’s  effort  is 
notable.  Such  a technologic  advance  was  possible 
because  of  medical  society  contact  and  demonstrates 
the  important  educational  role  of  such  an  organiza- 
tion. 

Four  students  studied  medicine  with  Dr.  Bradley 
between  1826  and  1833  but  the  diary  makes  no  fur- 
ther comment  about  them.  One  of  them  paid  $1.00 
a month  tuition. 

Between  November,  1863,  and  March,  1864,  Dr. 
Bradley  kept  a record  of  his  daily  mileage.  It  varied 
from  0,  especially  on  Sunday,  to  24  miles  with  an 
average  of  about  7 During  his  life  he  had  five  horses: 
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Larry,  Poney,  Betty,  John,  and  Captain.  When 
Poney  was  old  he  traded  him,  plus  $35,  for  the  grey 
mare  Betty.  Poney,  he  wrote,  “has  been  a good  horse 
to  me,  a long,  tried  and  faithful  servant.  May  he 
have  a kind  master  and  easy  times  the  remanent  of 
his  days  . . . Faithful  Poney  I will  not  forget  thee. 
Companion  of  my  solitary  hours  for  many  years,  we 
part,  we  part  not  without  tears.  Farewell.”  John, 
who  he  had  bought  for  $82  in  1848  died  nine  years 
later  in  his  stall  “in  his  slings.”  Captain  whom  he 
rode  for  seventeen  and  one-half  years  he  bought  for 
$125. 

Later  years 

By  the  middle  1870s  Dr.  Bradley  was  an  old  man 
and  things  began  to  end  for  him.  On  August  31, 
1874,  he  noted  that  business  for  the  month  was  $5.20, 
“the  smallest  in  fifty  years.”  In  December  of  the 
following  year  he  had  to  have  his  twenty-four-year- 
old  horse  Captain  taken  out  to  the  6-acre  lot  and  shot 
because  of  his  infirmities:  “Worn  out,  a good  and 
faithful  servant.  I am  now  without  a horse  and  shall 
never  own  another.  No  cases  at  all  requiring  one.” 

The  following  May  his  faithful  and  loving  wife, 
Sarah,  died  having  been  failing  in  mind  and  body  for 
some  months.  “My  dear  wife  has  gone  and  left  me 
alone.  A good  wife  and  mother.”  The  next  day  he 
wrote,  “My  dear  wife  a corpse  in  the  house.  Her 
looks  pleasant  and  natural.”  Bradley  had  slept  on 
the  lounge  in  the  kitchen  . . . “lonesome  on 
lounge.” 

In  November,  1877,  now  living  alone  in  his  little 
office  again  after  forty-six  years,  he  missed  the  town 
election  for  the  first  time  in  the  fifty-three  years  they 
had  been  held.  On  April  2,  1880,  he  wrote  his  will. 
On  September  26,  having  been  increasingly  short  of 
breath,  he  died. 

His  great  pleasures  in  life  had  been  visiting,  read- 
ing, botanizing,  and  going  to  meeting.  He  rarely 
missed  meeting  after  being  united  with  the  church 
at  thirty-one;  he  had  already  read  the  Bible  15  times 
by  1830.  He  and  his  second  wife,  Sarah,  began 
learning  a verse  a day  in  1832  and  continued  the  rest 
of  their  lives.  Although  a staunch  Congregationalist 
he  exhibited  an  ecumenical,  or  at  least  a curious, 
spirit  by  attending  services  of  other  denominations, 
especially  Roman  Catholic  while  in  Quebec  and 
Episcopal  and  Methodist  at  home.  Bradley  was 
well-read  both  in  history  and  in  literature  and  was  a 
competent  Latinist. 

As  for  botanizing  he  began  this  as  a medical  stu- 
dent and  continued  until  his  death.  It  must  have 
had  an  appeal  similar  to  the  bird  watching  of  our  own 
day,  and  it  provided  him  with  intellectual  contact 
beyond  his  own  isolated  world.  In  1829,  John  Tor- 
rey,  M.D.,  professor  of  materia  medica  at  the  College 
of  Physicians  and  Surgeons  in  New  York,  and  with 
whom  he  long  corresponded,  sent  him  “a  bundle  of 
specimens  of  foreign  plants  from  Europe:  Lapland, 
Sweden,  Corsica,  England,  France,  Germany,  and  the 


Ukraine.”  A decade  later  Dr.  Torrey  called  on  him, 
took  tea,  examined  his  herbarium,  and  took  speci- 
mens. 

In  spite  of  all  these  things  there  was  little  excite- 
ment in  West  Greece.  Trips  to  Rochester  were  an 
important  solace,  whether  to  call  on  colleagues,  at- 
tend medical  society  meetings,  buy  medicines  or 
books,  to  have  a good  meal,  to  buy  some  clothes,  often 
material  for  pantaloons  or  once  in  1827  a great  coat 
for  $24.82,  or  to  “hear  Daniel  Webster  address  the 
people  IV2  hours  in  the  court  house  yard”  in  1837. 
Back  home,  “the  sound  of  Cannon  announcing  the 
completion  of  the  Erie  Canal,  the  greatest  work  of  the 
age”  or  seeing  a “Carovan”  of  white  bears,  hyenas, 
kangeroos  and  a rhinoceros  “all  of  which  I never  saw 
before”  were  about  the  most  stimulating  events 
which  occurred. 

Somehow  these  things  did  not  seem  quite  enough. 
Allowing  for  his  sentimental  nature  one  senses  that 
he  was  mildly  depressed  after  the  years  of  his  youth. 
His  diary  is  less  interesting  in  later  years.  Whether 
this  was  the  result  of  his  first  wife’s  early  death,  a 
grief  which  he  seems  never  to  have  resolved,  the 
disappointments  in  his  political  career,  or  the  frus- 
tration of  relative  intellectual  isolation  and  penury, 
having  earlier  tasted  life  in  Ballston  and  Clinton,  Dr. 
Bradley  later  acknowledged  regret  over  his  choice  of 
profession. 

When  he  was  seventy  he  wrote  that,  on  graduating 
from  college,  he  had  chosen  medicine  because  his  lack 
of  belief  barred  the  ministry  and  a lack  of  talent  the 
law.  “I  consider  it  a wrong  decision,”  he  wrote. 
“My  studious  habits  would  have  rendered  the  law 
more  agreeable  and  it  certainly  is  less  laborious.  As 
I grew  older  and  practised  more  I improved  in  com- 
position and  I have  never  had  any  difficulty  in 
speaking  extempore  on  any  subject  which  I well  un- 
derstood, after  I had  acquired  more  confidence.” 
Perhaps  to  make  the  best  of  it,  he  added,  “after  all, 
it  may  be  that  I owe  my  prolonged  life  to  laborious 
exercise  on  horseback  for  30  or  40  years.” 

But  he  had  hope  for  the  future  of  medicine.  In  the 
address  he  gave  in  1843  as  president  of  the  Monroe 
County  Medical  Society,  Bradley  predicted  that  “the 
time  is  not  far  distant  when  our  art  will  be  no  more 
a conjectural  art  or  a system  of  scientific  empiricism, 
but  a science  based  on  the  fixed  principles  of  a true 
physiology.”  He  also  said  that  Rochester  would  soon 
have  “facilities  for  medical  instruction  with  dispen- 
saries and  infirmaries.”  Both  predictions  came 
true. 

601  Elmwood  Avenue 
Rochester,  N.Y.  14642 
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There’s  something  new 
in  the  cards  tor  control 
Angina  Pectoris 


A totally  new  and  improved 

delivery  system 

for  isosorblde  Dinitrate 


(ISOSORBIDE  D I NITRATE)  40  mg.  Capsules. ..in  twice-a-day  dosage 

SUSTAINED  RELEASE  THROUGH  MICRO-DIALYSIS  DIFFUSION 

New  ISO-BID  can  help  to  reduce  the  frequency  and  intensity  of  angina 
attacks  through  microdialysis  diffusion  (controlled  sustained  release). 

Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosor- 
bide  dinitrate  for  up  to  12  hours  at  a smooth,  continuous,  predictable, 
controlled  rate.  Micro-dialysis  is  dependent  only  upon  the  presence 
of  fluid  in  the  G.l.  tract  and  not  on  pH  or  other  variables.  ISO-BID  is 
particularly  advantageous  in  the  prevention  of  nocturnal  angina. 

Prescribe  ISO-BID.  There  is  nothing  else  just  like  it ...  because 
MICRO-DIALYSIS  DIFFUSION  MAKES  THE  DIFFERENCE. 

DOSAGE:  One  ISO-BID  capsule  every  12  hours  on  an  empty  stomach 
according  to  need,  for  continuous  24-hour  therapy.  Not  intended  for 
sublingual  use.  Supplied  in  bottles  of  30, 100  and  500  ISO-BID  capsules. 

Consult  product  brochure  before  prescribing. 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly’’  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 
ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 
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Birth  can  be  considered  as  the  complex  final  act  of 
nature’s  greatest  miracle — the  formation  and  arrival 
of  a child  into  the  world.  It  has  been  said  that  one 
well-known  English  writer  always  claimed  that  she 
could  remember  the  night  she  was  born.  That  was 
false  in  fact,  of  course,  but  interesting  in  fancy. 
However,  if  it  were  true  that  one  could  remember 
that  occasion,  one  would  also  remember  that  a phy- 
sician and  nurse  helped  you  to  your  first  breath;  to 
life  and  its  beginning.  In  early  times  women  in  labor 
were  attended  by  women  relatives  or  friends,  or  by 
a paid  midwife.  Men  played  no  part  in  normal  birth, 
although  the  Old  Testament  states  that  the  father 
was  assigned  the  role  of  acknowledging  and  identi- 
fying his  child. 

The  following  quotation  taken  from  Gen.  3:16  is 
the  first  biblical  reference  to  childbearing:  “Unto 
the  woman  he  said,  I will  greatly  multiply  thy  sorrow 
and  thy  conception;  in  sorrow  thou  shalt  bring  forth 
children;  and  thy  desire  shall  be  to  thy  husband,  and 
he  shall  rule  over  thee.”  These  words  have  been 
quoted  to  parturient  women  as  a philosophical 
comfort,  and  have  been  used  also  to  thwart  technical 
progress,  as  was  the  case  when  anesthesia  was  being 
introduced  into  obstetric  practice.  As  the  medical 
world  was  congratulating  itself  on  at  last  making 
childbirth  easy,  the  clergy  of  the  day  launched  a 
vigorous  religious  objection  to  anesthesia.  Even 
some  physicians  doubted  the  use  of  anesthesia. 
However,  Walter  Channing,  M.D.,  at  Harvard,  gave 
argument  and  claim  that  application  of  nature’s 
agents  to  relieve  pain  was  also  the  use  of  God-given 
means  by  God7given  powers. 

In  ancient  Greece,  medicine  in  general  and  ab- 
normal obstetrics  in  particular  were  involved  with  the 
rites  of  mythical  divinities.  Hippocrates,  the  “father 
of  medicine,”  began  the  transition  from  the  priest- 
physician  to  the  scientific  man  of  medicine.  He  came 
of  priestly  stock  and  was  instructed  in  medicine  by 
his  father  who  passed  on  to  him  the  traditional 


learning  of  his  class.  Hippocrates  threw  off  the  su- 
perstition and  religious  rites  which  then  surrounded 
the  practice  of  m'edicine  just  as  magic  and  incanta- 
tion are  used  at  present  among  primitive  peoples. 
Although  Hippocrates  led  the  way  in  converting 
these  practices  into  more  scientific  philosophy,  So- 
ranus  of  Ephesus  is  often  called  the  “father  of  ob- 
stetrics.” He  studied  in  Alexandria,  Egypt,  and 
practiced  there,  and  later  in  Rome,  at  the  beginning 
of  the  second  century  after  Christ.  The  writings  of 
Soranus  were  sound.  His  description  of  podalic 
version  was  quite  accurate  and  modern. 

During  the  fifteenth  century  with  the  rise  of  the 
great  Italian  schools,  rapid  progress  began  in  medi- 
cine, especially  in  human  anatomy  and  physiology. 
The  great  teachers  of  the  day  were  such  men  as 
Vesalius,  Eustachius,  Fallopius,  Fabricius,  and  Ar- 
antius.  It  was  Arantius  who  first  described  the 
pregnant  uterus  and  its  contents  at  the  different 
periods  of  gestation. 

In  1513  there  was  published  a book  entitled,  The 
Garden  of  Roses  for  Pregnant  Women  and  Midwives 
by  Eucharius  Roesslin.  This  book  had  influence  all 
over  Europe  and  it  marked  an  advance  by  putting 
into  concise  and  handy  form  the  obstetric  teaching 
of  the  day. 

The  earliest  practitioner  of  medicine  in  Massa- 
chusetts was  Samuel  Fuller,  who  was  among  the 
passengers  on  the  Mayflower  in  1620,  and  it  is  of  in- 
terest to  note  that  his  wife  was  held  in  great  esteem 
as  a midwife.  However,  one  of  the  most  celebrated 
of  early  colonial  midwives  was  Anne  Hutchinson. 
She  and  her  husband  went  to  Boston  in  1634,  where 
she  was  reported  to  have  given  valuable  aid  at 
childbirth,  but  was  banished  from  Massachusetts  for 
her  religious  beliefs  and  went  to  Rhode  Island. 
Among  her  misfortunes  was  her  attendance  on  a 
friend,  Mary  Dyer,  who  was  delivered  of  an  anence- 
phalic  monster.  Superstitious  neighbors  were  filled 
with  wild  conjectures  about  the  cause  of  this  calam- 
ity, and  it  was  reported  that  the  midwife  was  a witch. 
As  a result,  she  was  compelled  to  move  to  Long  Island 
and  then  to  Pelham,  New  York,  where  she  was  mur- 
dered during  an  Indian  raid.  Her  name  has  been 
memorialized  by  the  Hutchinson  River  Parkway  near 
New  York  City. 

The  practice  of  obstetrics  by  midwives  seems  to 
have  been  general  in  New  York  City  during  the  sev- 
enteenth and  eighteenth  centuries.  During  the  early 
eighteenth  century,  the  city  passed  a series  of  ordi- 
nances to  prevent  various  abuses.  The  text  of  one 
ordinance  shows  the  thinking  of  the  day:  “It  is  or- 
dained that  no  woman  within  the  corporation  shall 
exercise  the  employment  of  midwife  until  she  hath 
taken  oath  before  the  Mayor,  Recorder  or  an  Aider- 
man  - . . that  she  will  be  diligent  and  ready  to  help  any 
woman  in  labor,  whether  poor  or  rich  . . . that  she  will 
not  cause  or  suffer  any  woman  to  name  or  put  any 
other  father  to  the  child,  but  only  him  which  is  the 
very  true  father.” 
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Progress  in  obstetric  medical  care 

In  1600  to  1700  it  became  the  fashion  among  great 
ladies  of  the  French  court  to  have  even  their  normal 
deliveries  assisted  by  medical  men,  and  women  in 
general  imitated  the  court.  Soon  women  began  to 
permit  physicians  to  examine  them  during  pregnancy 
as  well  as  deliver  their  babies,  and  from  this  en- 
lightened moment  the  inductive  knowledge  of  the 
complex  details  of  midwifery  began  to  make  rapid 
progress.  In  London,  this  change  was  partly  due  to 
the  teaching  and  influence  of  two  men  from  Lan- 
arkshire, Scotland — William  Smellie  and  his  student, 
William  Hunter.  Although  William  Smellie  was 
opposed  bitterly  by  Mrs.  Nihell,  the  Haymarket 
midwife,  who  called  him  “a  great  horse  godmother 
of  a he-midwife,”  he  acquired  a large  practice,  and 
introduced  the  steel  lock  forceps  in  1744,  and  the 
curved  and  double  curved  forceps  in  1751  to  1753. 
Smellie’s  book,  Midwifery,  laid  down  the  rules  for 
using  forceps  and  for  differentiating  contracted  from 
normal  pelves  by  actual  measurement.  The  teaching 
of  William  Smellie  and  William  Hunter  in  England 
had  great  influence  on  obstetrics  in  the  United  States 
because  many  of  our  early  obstetricians  studied 
under  them. 

Samuel  Bard,  M.D.,  went  to  Europe  and  was 
graduated  from  Edinburgh  and  then  studied  further 
in  London.  On  his  return  to  New  York  in  1786  at  the 
age  of  twenty-six,  he  was  instrumental  in  establishing 
the  medical  department  of  Kings  College,  now  Co- 
lumbia University.  In  1812,  Dr.  Bard  wrote  the  first 
textbook  on  obstetrics  published  in  America,  entitled 
The  Compendium  of  the  Theory  and  Practice  of 
Midwifery.  It  is  interesting  to  note  that  in  this  first 
textbook  Dr.  Bard  divided  labor  into  four  stages, 
advised  against  traction  on  the  cord  because  of 
danger  of  inversion  of  the  uterus,  and  taught  that  face 
presentation  would  usually  end  in  spontaneous 
birth. 

Although  development  in  obstetrics  and  gynecol- 
ogy was  apparent  in  various  parts  of  the  country, 
early  obstetric  services  and  prominent  gynecologic 
progress  was  developing  in  New  York  State,  partic- 
ularly New  York  City.  The  first  “outdoor”  obstetric 
service  in  New  York  was  offered  in  1823  by  the  New 
York  County  Medical  Society.  It  functioned  only  a 
short  time.  In  1830  the  New  York  Asylum  for  Ly- 
ing-in Women  moved  to  a house  on  Marion  Street 
and  there  added  a larger  “outdoor”  service  to  its 
“indoor”  service.  This  was  known  as  the  Old  Marion 
Street  Maternity  Hospital. 

J.  Marion  Sims,  M.D.,  who  was  known  as  the  “fa- 
ther of  gynecology,”  was  a prime  mover  in  organizing 
the  Women’s  Hospital  in  New  York,  which  opened 
its  doors  in  1855.  His  relentless  and  eventually 
successful  efforts  to  repair  vesicovaginal  fistula  made 
him  the  best  known  gynecologic  surgeon  of  his  day 
in  Europe  as  well  as  America. 

The  subject  of  puerperal  fever  was  brought  to  the 
attention  of  the  profession  by  Oliver  Wendell  Holmes 
in  1843  in  a paper  entitled  The  Contagiousness  of 


Puerperal  Fever.  He  claimed  that  puerperal  fever 
was  caused  by  infection,  could  be  prevented,  and  that 
the  infection  was  carried  from  one  to  another.  The 
theory  was  strenuously  opposed  by  prominent  phy- 
sicians in  this  country  and  abroad,  but  these  valuable 
observations  were  the  groundwork  for  prevention  and 
had  an  influence  on  the  practice  of  antisepsis  and 
asepsis,  influencing  the  subsequent  work  of  Louis 
Pasteur  who  discovered  streptococci  in  a case  of  pu- 
erperal sepsis  in  1860. 

The  outstanding  event  in  medical  history  following 
publication  of  the  work  of  Pasteur  was  the  epoch- 
making  address  of  Professor  Lister  of  Glasgow,  On 
the  Antiseptic  Principle  in  the  Practice  of  Surgery 
in  1867.  With  this  information,  abdominal  surgery 
would  be  done  with  a greater  degree  of  safety.  The 
operation  of  gastro-elytrotomy,  incision  into  the 
vagina  through  the  abdomen,  was  performed  and 
described  in  1870  by  Gaillard  Thomas,  M.D.,  of 
Bellevue  Hospital,  New  York. 

This  was  an  extraperitoneal  operation  also  used  by 
Alexander  J.  C.  Skene,  M.D.,  of  Brooklyn.  Since  then, 
various  forms  of  extraperitoneal  operations  were 
developed  by  Alfred  C.  Beck,  M.D.,  of  Long  Island 
College  Hospital  and  Joseph  B.  DeLee,  M.D.,  of 
Chicago. 

The  subject  of  cancer  was  rarely  discussed  in  early 
years.  For  example,  it  was  Dr.  Sims’s  outrage  at  the 
refusal  to  admit  cancer  patients  to  Woman’s  Hospital 
which  forced  his  resignation.  It  was  not  until  1892 
that  John  Byrne,  M.D.,  of  Brooklyn  dealt  with  the 
subject  of  gynecologic  cancer  and  presented  three 
methods  of  treatment:  vaginal  hysterectomy,  high 
amputation  of  the  cervix  with  scalpel,  and  high  am- 
putation of  the  cervix  with  cautery. 

Together  with  progress  in  medical  teaching  and 
better  obstetric  care,  advancement  in  obstetric 
nursing  care  became  a topic  of  early  discussion  and 
action.  It  had  been  noted  that  nursing  care  did  not 
progress  with  the  advances  in  the  medical  field.  The 
care  of  the  sick  in  institutions  of  charity  was  the 
subject  of  reform  in  England  in  the  early  part  of  the 
nineteenth  century.  Training  of  nurses  was  a simple 
procedure  at  that  time  and  was  obtained  at  the 
bedside.  Nurses  were  drawn  from  the  dregs  of  hu- 
manity. The  New  York  State  Charities  Aid  Asso- 
ciation exposed  conditions  at  Bellevue  Hospital,  and 
Harpers  Weekly  published  artists’  drawings  de- 
picting the  horrible  conditions.  The  so-called  nurses 
were  often  prisoners  assigned  to  care  for  the  sick. 
One  must  remember  that  only  the  poor  and  homeless 
went  to  the  hospital  while  patients  with  homes  re- 
mained there  when  ill. 

Gill  Wylie,  M.D.,  of  Bellevue  Hospital,  went  to 
England  to  study  the  Nightingale  system  of  teaching 
nurses,  and  on  May  1, 1873,  the  first  training  school 
for  nurses,  patterned  after  the  Nightingale  school, 
was  established  at  Bellevue  Hospital  in  New  York 
City.  This  method  of  teaching  nurses  has  been  re- 
ferred to  in  the  United  States  as  the  Bellevue  sys- 
tem. 
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During  the  1930s,  strong  efforts  were  exerted  to 
establish  better  prenatal  and  obstetric  care 
throughout  New  York  State.  Through  medical  ad- 
vances and  educational  programs,  women  were  en- 
couraged to  deliver  their  infants  in  hospital  settings 
rather  than  at  home.  The  formation  of  maternal 
morbidity  and  mortality  conferences  and  maternal 
and  infant  mortality  committees  has  influenced  ob- 
stetric care,  thereby  reducing  maternal  and  infant 
morbidity  and  mortality.  The  maternal  mortality 
rates  have  reached  a record  low  in  the  1970s  in  New 
York  State. 

Conclusion 

New  York  State  can  well  be  proud  of  its  contri- 


butions to  medicine  through  the  practice  of  midwif- 
ery evolving  into  what  is  now  known  as  the  discipline 
of  obstetrics  and  gynecology. 

416  W.  Onondaga  Street 
Syracuse,  New  York  13202 
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If  your  angina  patient 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pain  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat 
ment  of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable,  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets  bot- 
tle of  100  Also  5 10  and  15  mg  scored 
tablets  in  bottles  of  100  10  mg  scored 
tablets  also  supplied  in  bottle  of  1.000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming). 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


‘Please  note  unslable  angina  patients  may  be  relraclory  to  all  long  acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate  (eryth- 
rityl tetramtrate)  in  48-patient 
study 1 Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pain  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin 
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Obituaries 


Louis  Bass,  M.D.,  of  Suffern,  died  on  June  13  at  the  age 
of  sixty-seven.  Dr.  Bass  graduated  in  1936  from  the  Uni- 
versity of  London  Faculty  of  Medicine  and  was  a Licentiate 
in  Medicine  of  the  Royal  College  of  Physicians  and  a 
Member  of  the  Royal  College  of  Surgeons  of  England.  He 
was  a member  of  the  American  Academy  of  Family  Phy- 
sicians, the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Francesco  B.  Costa,  M.D.,  of  Lewiston  and  Grand  Island, 
died  on  August  16,  1975,  at  the  age  of  forty-two.  Dr.  Costa 
received  his  medical  degree  from  the  University  of  Genova 
in  1958.  He  was  an  attending  radiologist  at  Mount  Saint 
Mary’s  Hospital  of  Niagara  Falls.  Dr.  Costa  was  a Diplo- 
mate  of  the  American  Board  of  Radiology  and  a member 
of  the  Niagara  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Herman  Domush,  M.D.,  of  The  Bronx,  died  on  July  11  at 
the  age  of  seventy-eight.  Dr.  Domush  graduated  in  1934 
from  Georgetown  University  School  of  Medicine.  He  was 
an  adjunct,  off  service,  in  anesthesiology  at  Bronx-Lebanon 
Hospital  Center.  Dr.  Domush  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Harry  Charles  Dumville,  M.D.,  of  Dallas,  Texas,  for- 
merly of  Niagara  Falls,  died  June  30, 1969.  Dr.  Dumville 
graduated  in  1906  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  He  was  a member  of  the 
Niagara  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Harold  J.  Egan,  M.D.,  of  Bayside,  died  on  June  23  at  the 
age  of  seventy-one.  Dr.  Egan  graduated  in  1934  from 
Georgetown  University  School  of  Medicine.  He  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Feltman,  M.D.,  of  Albany,  died  on  June  26  at  the 
age  of  sixty-nine.  Dr.  Feltman  graduated  in  1930  from 
Albany  Medical  College.  He  was  an  attending  urologist 
at  St.  Peter’s  Hospital.  Dr.  Feltman  was  a member  of  the 
Albany  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Joachim  Flescher,  M.D.,  of  New  York  City,  died  on  July 
3 at  the  age  of  sixty-nine.  I )r.  Flescher  received  his  medical 
degree  from  the  University  of  Vienna  in  1933.  He  was  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 


Minnie  Gallay,  M.D.,  of  New  York  City,  died  on  July  2 at 
the  age  of  sixty-nine.  Dr.  Gallay  graduated  in  1928  from 
McGill  University  Faculty  of  Medicine.  She  was  a mem- 
ber of  the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herwald  Beecher  Geiger,  M.D.,  of  New  York  City,  died 
on  June  26  at  the  age  of  seventy-four.  Dr.  Geiger  gradu- 
ated in  1926  from  Queen’s  University  Faculty  of  Medicine. 
He  was  an  associate  physician  in  medicine  at  Bellevue  and 
University  Hospitals.  Dr.  Geiger  was  a member  of  the 
American  Rheumatism  Association,  the  Aerospace  Medical 
Association,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Dorothy  Grey,  M.D.,  of  Evanston,  Illinois,  formerly  of 
Belfast,  died  on  June  6 at  the  age  of  eighty-five.  Dr.  Grey 
graduated  in  1923  from  Rush  Medical  College.  Retired, 
she  was  a member  of  the  Allegany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  C.  Horan,  M.D.,  of  New  York  City,  died  on  July 
12  at  the  age  of  eighty-five.  Dr.  Horan  graduated  in  1915 
from  Harvard  Medical  School.  Retired,  he  was  a member 
of  the  Association  of  Life  Insurance  Medical  Directors  of 
America,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Stephan  Kuhar,  M.D.,  of  Rochester,  died  on  June  24  at 
the  age  of  forty-five.  Dr.  Kuhar  graduated  in  1964  from 
the  University  of  Rochester  School  of  Medicine.  He  was 
an  associate  physician  in  emergency  medicine  at  St.  Mary’s 
Hospital.  Dr.  Kuhar  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Monroe  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Shima  Liba  Levberg,  M.D.,  of  Middletown,  died  on  April 
30  at  the  age  of  eighty-five.  Dr.  Levberg  received  her 
medical  degree  from  the  University  of  Saratov  in  1915. 
She  was  a member  of  the  Orange  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Wilfrid  D.  McCusker,  M.D.,  of  Penn  Yan,  died  on  March 
8 at  the  age  of  sixty-four.  Dr.  McCusker  graduated  in  1938 
from  McGill  University  Faculty  of  Medicine.  He  was  an 
ophthalmologic  surgeon  at  Soldiers  and  Sailors  Memorial 
Hospital.  Dr.  McCusker  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the  Yates 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 
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James  G.  McCutcheon,  M.D.,  of  Batavia,  died  on  De- 
cember 9, 1975,  at  the  age  of  fifty-seven.  Dr.  McCutcheon 
graduated  in  1944  from  George  Washington  University 
School  of  Medicine.  He  was  a member  of  the  Genesee 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Jacqueline  Angela  Mauro,  M.D.,  of  Albany,  died  on  July 
16  at  the  age  of  forty-seven.  Dr.  Mauro  graduated  in  1954 
from  Woman’s  Medical  College  of  Pennsylvania.  She  was 
an  anatomic  pathologist  at  Bellevue  Maternity  Hospital 
and  a consulting  pathologist  at  St.  Clare’s  Hospital  (both 
in  Schenectady).  Dr.  Mauro  was  a Diplomate  of  the 
American  Board  of  Pathology  (Pathologic  Anatomy),  a 
Fellow  of  the  College  of  American  Pathologists,  and  a 
member  of  the  American  Society  of  Clinical  Pathologists, 
the  Albany  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Frank  J.  Maniscalco,  M.D.,  of  Baldwin,  died  on  April  29 
at  the  age  of  seventy-eight.  Dr.  Maniscalco  graduated  in 
1929  from  the  University  of  Illinois  College  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Milton  Joseph  Meyer,  M.D.,  of  Brooklyn,  died  on  June 
29  at  the  age  of  sixty-one.  Dr.  Meyer  graduated  in  1937 
from  the  University  of  Maryland  School  of  Medicine  and 
College  of  Physicians  and  Surgeons.  He  was  an  associate 
physician  in  medicine  at  Beekman-Downtown  Hospital. 
Dr.  Meyer  was  a Diplomate  of  the  American  Board  of 
Family  Practice  and  a member  of  the  American  Academy 
of  Family  Physicians,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Francis  Xavier  Moffitt,  M.D.,  of  Hempstead,  died  on 
July  23, 1975,  at  the  age  of  fifty-four.  Dr.  Moffitt  gradu- 
ated in  1950  from  Cornell  University  Medical  College. 

Jacob  Monto,  M.D.,  of  Flushing  and  Forest  Hills,  died  on 
July  7 at  the  age  of  seventy-five.  Dr.  Monto  graduated  in 
1928  from  Tufts  University  School  of  Medicine.  He  was 
a member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Lowell  Nord,  M.D.,  of  Huntington,  died  on  July 
22  at  the  age  of  sixty.  Dr.  Nord  graduated  in  1945  from  the 
University  of  Michigan  Medical  School.  He  was  chief  of 
psychiatry  at  Huntington  Hospital.  Dr.  Nord  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  American 
Psychiatric  Association,  the  American  Geriatrics  Society, 
the  Pan  American  Medical  Association,  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Vaclovas  Paprockas,  M.D.,  of  Richmond  Hill,  died  on 
March  12  at  the  age  of  seventy.  Dr.  Paprockas  received 
his  medical  degree  from  the  University  of  Kaunas  in  1936. 
He  was  a member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Manoutchehr  Partow,  M.D.,  ot  Hicksville,  died  on  June 
28  at  the  age  of  fifty-seven.  Dr.  Partow  received  his 
medical  degree  from  the  University  of  Teheran  in  1942. 
He  was  a family  practitioner  at  Central  General  Hospital. 
Dr.  Partow  was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  American  Academy  of 
Family  Physicians,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Pashman,  M.D.,  of  Miami  Beach,  Florida,  formerly 
of  Brooklyn,  died  on  March  15  at  the  age  of  eighty-two. 
Dr.  Pashman  graduated  in  1916  from  Long  Island  College 
Hospital.  Retired,  he  was  an  honorary  general  practitioner 
on  the  medical  staff  of  Lefferts  General  Hospital.  Dr. 
Pashman  was  a member  of  the  New  York  Cardiological 
Society,  the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Lucien  Quiton,  M.I).,  of  The  Bronx,  died  on  May  24  at  the 
age  of  eighty-two.  Dr.  Quiton  received  his  medical  degree 
from  the  University  of  Odessa  in  1922.  He  was  a member 
of  the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Jorge  Luis  Saiz,  M.D.,  of  Brooklyn,  died  on  November 
11,  1975,  at  the  age  of  sixty-eight.  Dr.  Saiz  received  his 
medical  degree  from  the  University  of  Seville  in  1940.  He 
was  an  adjunct  obstetrician  and  gynecologist  at  Lefferts 
General  Hospital.  Dr.  Saiz  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Max  B.  Sholod,  M.D.,  of  Brooklyn,  died  on  February  18 
at  the  age  of  seventy-eight.  Dr.  Sholod  graduated  in  1922 
from  Long  Island  College  Hospital.  He  was  a member  of 
the  American  Academy  of  Family  Physicians,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Ludwig  Stern,  M.D.,  of  Jamaica,  died  on  April  2 at  the  age 
of  seventy-six.  Dr.  Stern  received  his  medical  degree  from 
the  University  of  Wurzburg  in  1926.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Stanleigh  Sydney  Tausend,  M.D.,  of  Beverly  Hills, 
California,  formerly  of  New  York  City,  died  on  June  18  at 
the  age  of  seventy-eight.  Dr.  Tausend  graduated  in  1925 
from  the  University  of  Cincinnati  College  of  Medicine.  He 
was  a Fellow  of  the  International  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  Noel  Tesi,  M.D.,  cf  New  York  City,  died  on  July 
12  at  the  age  of  seventy-six.  Dr.  Tesi  received  his  medical 
degree  from  the  University  of  Firenze  in  1923.  He  was  an 
emeritus  gynecologist  at  Cabrini  Health  Care  Center.  Dr. 
Tesi  was  a Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  College  of  Sur- 
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geons,  and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ruth  Berger  Weisinger,  M.D.,  of  New  York  City,  died 
on  July  22  at  the  age  of  forty-nine.  Dr.  Weisinger  gradu- 
ated in  1953  from  Woman’s  Medical  College  of  Pennsyl- 
vania. She  was  an  associate  pediatrician  at  Mount  Sinai 
Hospital.  Dr.  Weisinger  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  American  Acad- 
emy of  Pediatrics. 

Seymour  Werthamer,  M.D.,  of  Brooklyn,  died  on  July 


AMA-ERF  student  loan  guarantees 
mount  as  Federal  subsidies  lag 

As  Federal  support  for  medical  students  declined  in 
1975,  the  American  Medical  Association  Education  and 
Research  Foundation  helped  to  plug  the  gap  with  its  loan 
guarantee  program  to  keep  budding  physicians  in  school, 
James  H.  Sammons,  M.D.,  AMA-ERF  executive  vice 
president,  reported  on  April  12. 

Loan  guarantees  for  medical  students,  interns,  and 
residents  by  the  AMA’s  Education  and  Research  Foun- 
dation reached  the  highest  level  in  ten  years  in  1975,  Dr. 
Sammons  said. 

Volume  of  new  loans  guaranteed  in  1975  increased  both 
in  number  and  in  amount  over  1974,  said  Dr.  Sammons, 
and  this  “probably  is  a reflection  of  the  general  decline  in 
the  availability  of  student  loan  funds,  and  especially  of 
federally  subsidized  loans.  Other  factors  include  increases 
in  tuition  and  living  costs.” 

The  AMA-ERF  provided  security  for  3,737  loans  totaling 
$5,259,800  in  1975  to  medical  students,  interns,  and  resi- 
dents, said  Dr.  Sammons. 


3 at  the  age  of  fifty-one.  Dr.  Werthamer  graduated  in  1949 
from  Chicago  Medical  School.  He  was  director  and  an 
attending  pathologist  at  The  Methodist  Hospital.  Dr. 
Werthamer  was  a Diplomate  of  the  American  Board  of 
Pathology  (Pathologic  Anatomy  and  Clinical  Pathology), 
a Fellow  of  the  College  of  American  Pathologists,  a Fellow 
of  the  American  College  of  Physicians,  and  a member  of  the 
International  Academy  of  Pathology,  the  American  Asso- 
ciation of  Pathologists  and  Bacteriologists,  the  American 
Society  of  Clinical  Pathologists,  the  American  Society  for 
Experimental  Pathology,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


The  program,  started  in  1962,  at  the  end  of  1975  had 
benefited  58,936  students  who  received  aid  totaling 
$69,368,098. 

The  AMA-ERF  posts  security  funds  on  loans  to  medical 
students,  interns  and  residents,  which  are  made  by  eight 
banks  in  different  areas  of  the  United  States,  Dr.  Sammons 
said. 

California  leads  the  states  in  loan  activity,  with  a cu- 
mulative total  since  1962  of  6,130  loans  for  the  amount  of 
$7,561,811.  Tennessee  is  second  and  the  District  of  Co- 
lumbia third. 

Students  at  Meharry  Medical  College,  Nashville,  Tenn., 
headed  the  list  for  loans  guaranteed  in  the  past  ten  years, 
with  a total  of  1,280.  Georgetown  University,  Washington, 
D.C.,  is  second,  and  Howard  University,  Washington,  D.C., 
is  third.  Meharry  and  Howard  have  predominately  black 
student  bodies. 

To  the  end  of  1975  the  AMA-ERF  had  to  write  off 
$1,122,261  in  defaulted  loans  as  uncollectable,  largely  be- 
cause of  deaths,  bankruptcies,  serious  illness  and  other 
problems. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

HOUSE  OF  DELEGATES 

November  7 through  11,  1976 

Instructions  from  1975  House 


Resume  of  instructions  from  the  1975  House  of  Delegates 
and  actions  thereon  by  the  Council,  Board  of  Trustees, 
and  Officers  as  reported  by  September  15,  1976. 

Alcoholism — Dual  Classification  (pages  1996  and 
2001).  By  adopting  the  portion  of  the  report  of  the  Ref- 
erence Committee  on  Public  Health  relating  to  the  report 
of  the  Committee  on  Alcoholism,  the  House  of  Delegates 
approved  a resolution  proposed  by  the  Committee  on  Al- 
coholism which  included  the  following  “resolved”: 

“ Resolved , That  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  endorse  the  dual  classifica- 
tion of  alcoholism  under  both  psychiatric  and  medical 
sections  of  the  International  Classification  of  Diseas- 
es.” 

This  was  referred  to  the  Committee  on  Alcoholism. 

Alcoholism — Health  Insurance  (pages  1995, 1996,  and 
2091).  The  House  adopted  a portion  of  the  report  of  the 
Reference  Committee  on  Public  Health  commending 
various  committees,  including  the  Committee  on  Alco- 
holism, and  recommending  acceptance  of  their  reports, 
thereby  approving  a resolution  proposed  by  the  Committee 
on  Alcoholism,  the  resolved  portion  of  which  follows: 

“Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  strongly  encourage  early  passage  of  legisla- 
tion whereby  no  group  policy  or  group  plan  of  health, 
medical,  hospitalization,  or  accident  and  sickness  in- 
surance shall  be  delivered,  issued,  executed,  or  re- 
newed in  this  State,  or  approved  for  insurance  or  re- 
newal in  this  State  unless  such  group  policy  or  plan 
specifically  includes  and  provides  health  service  bene- 
fits to  any  subscriber  or  other  person  covered  thereun- 
der for  the  treatment  of  alcoholism  in  an  alcoholism 
treatment  facility  as  defined  in  the  Mental  Hygiene 
Law  and  implemented  in  the  Codes,  Rules,  and  Regu- 
lations, Part  84  and  86  of  the  Department  of  Mental 
Hygiene,  for  at  least  20  per  cent  of  the  total  patient 
days  allowed  by  the  policy  with  a minimum  of  no  less 
than  thirty  days  in  any  calendar  year.” 

The  annual  report  of  the  Committee  on  Alcoholism 
states: 

“The  Committee  actively  supported  the  enactment 
of  the  Pisani  Bill  for  complete  coverage  for  alcoholism 
in  all  group  health  insurance  contracts  written  in  the 
State  of  New  York.  The  Council  approved  the  Com- 
mittee’s recommendation  for  passage  of  Bill  S02-A  in 
October  of  1975.” 

The  report  also  stated  that  a survey  of  county  medical 
society  sponsored  medical  insurance  programs  showed  that 
coverage  for  this  disease  for  the  physicians  of  the  State  was 
not  an  issue  that  had  been  successfully  addressed  by  the 
medical  societies. 

American  Medical  Association,  Officers,  Council- 
ors, and  Delegates  to — Proposed  Bylaws  Changes 

(pages  1877, 1881,  and  1918  to  1922).  The  House  voted  to 
refer  resolution  74-1,  “Election  of  Councilors,”  the  report 
and  minority  report  of  the  Ad  Hoc  Committee  to  Study 


Methods  of  Election  of  Council  Members  and  AMA  Del- 
egates, and  the  Supplementary  Report  of  the  House 
Committee  on  Bylaws  to  the  Committee  on  Bylaws. 

These  proposals  and  recommendations  are  discussed  in 
the  1976  annual  report  of  the  House  Committee  on  By- 
laws. 

The  House  also  voted  to  continue  the  Ad  Hoc  Committee 
of  the  House  to  Study  Methods  of  Election  of  Council 
Members  and  AMA  Delegates. 

This  was  done. 

Autopsy  Requirement  for  Accreditation  (page  2019). 
The  House  referred  to  the  Council,  with  approval,  resolu- 
tion 75-116,  “Minimum  Autopsy  Percentage  Require- 
ment.” The  resolution  calls  on  this  Society  to  support  the 
continuation  of  a minimum  requirement  for  autopsies, 
demand  a minimum  percentage  of  autopsies  prior  to  ap- 
proval of  hospitals  for  internships,  residencies,  and  training 
programs,  and  send  copies  of  the  resolution  to  the  Ac- 
creditation Commission  and  the  American  Medical  Asso- 
ciation. 

This  was  approved  by  the  Council  on  April  17,  1975. 
On  April  25,  1975,  copies  of  the  resolution  were  sent  to 
James  H.  Sammons,  M.D.,  executive  vice-president  of  the 
American  Medical  Association,  and  to  Burt  L.  Davis,  M.D., 
chairman  of  the  Joint  Commission  on  Accreditation  of 
Hospitals,  with  a memorandum  stating:  “We  would  ap- 
preciate your  efforts  to  implement  the  intent  of  this  reso- 
lution.” 

Billing  Procedure  (page  1986).  The  House  amended 
and  adopted  resolution  75-17,  “Service  Charges  on  De- 
linquent Accounts,”  approving,  with  certain  conditions  the 
addition  of  such  a charge  but  “calling  attention  to  the  fact 
that  a physician  availing  himself  of  this  policy  is  subject 
to  the  Federal  Truth-in-Lending  Act.” 

Copies  of  the  amended  resolution  were  sent  on  April  4, 
1975,  to  the  presidents,  secretaries,  and  executive  secre- 
taries of  the  county  medical  societies. 

Blue  Shield  Insurance — State  Employees  (pages 
2038  and  2039).  The  House  of  Delegates  amended  and 
adopted  resolution  75-34,  “Correction  of  Inadequate  Blue 
Shield  Coverage  of  State  Employees.”  As  amended  the 
resolved  portion  of  the  resolution  reads: 

“Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  use  its  influence  and  support  local  efforts  to 
establish  realistic  fee  reimbursement  health  insurance 
coverage.” 

On  October  15, 1975,  copies  of  this  resolution  were  sent 
to  the  New  York  State  Civil  Service  Commission  and  to  Mr. 
Ralph  Hammersley,  Jr.,  Executive  Director  of  Blue  Shield 
of  Northeastern  New  York,  Inc.,  with  a request  for  coop- 
eration “in  order  to  establish  a more  realistic  fee  reim- 
bursement health  insurance  coverage  by  Blue  Shield  for 
New  York  State  employees.” 

A reply,  dated  October  21,  1975,  from  Mr.  Victor  S. 
Bahou,  president  of  New  York  State  Civil  Service  Com- 
mission, states: 
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“Any  improvements  in  the  benefit  structure  of  the 
New  York  State  Employees’  Health  Insurance  Pro- 
gram are  now  subject  to  the  collective  negotiation  pro- 
cess. The  Civil  Service  Commission  has  no  authority 
to  act  unilaterally  to  change  these  benefits.  Negotia- 
tions with  the  organizations  representing  employees 
are  about  to  start,  and  the  management  representa- 
tives of  the  State  will  give  consideration  to  the  resolu- 
tion in  formulating  the  State’s  position.” 

The  annual  report  of  the  Committee  on  Medical  Care 
Insurance  quotes  a reply  from  the  Executive  Director  of 
Blue  Shield  of  Northeastern  New  York  as  follows: 

“Motivation  to  change  the  Blue  Shield  fee  schedules 
in  the  State  group  contract  must  come  from  the  cov- 
ered population  through  their  Unions,  and  union  offi- 
cials must  have  sufficient  evidence  that  their  constitu- 
ents are  suffering  sufficient  out-of-pocket  uncovered 
expenses  because  of  the  inadequacies  of  the  Blue 
Shield  fee  schedules.  Up  to  this  point  such  evidence 
has  been  lacking.  . . . Your  office  can  be  of  assistance 
by  informing  the  physicians  of  their  right  to  charge 
their  usual  fees  for  services  rendered  to  State  group 
subscribers  who  are  not  eligible  for  service  benefits.” 
The  annual  report  states: 

“The  substance  of  this  communication  was  publi- 
cized to  the  county  medical  societies  and  our  member- 
ship through  the  MSSNY  publications.  No  response 
was  received  from  the  Union.” 

Bylaws  Amendments  (pages  1877,  1879,  and  1880). 
The  House  amended  and  adopted  resolution  74-4,  “Eligi- 
bility for  Life  Membership,”  amending  Article  II,  Section 
1,  paragraph  8 of  the  Bylaws. 

The  House  also  amended  and  adopted  resolution  74-108, 
“Abolishment  of  Compulsory  Membership  in  the  AMA  for 
Students  and  House  Officers,”  amending  Article  II,  Section 
1,  paragraph  7,  sentence  3 of  the  Bylaws. 

The  House  adopted,  without  amendment,  resolution 
74-114,  “Separation  of  House  of  Delegates  from  the  Annual 
Convention”  amending  Article  III,  Section  3,  paragraphs 
1 and  2 and  Article  XIII,  Section  1,  paragraph  3 of  the 
Bylaws. 

All  of  these  amendments  have  been  incorporated  in  the 
1975  Bylaws,  published  on  pages  2438  to  2453  of  the  No- 
vember 1975  issue  of  the  New  York  State  Journal  of 
Medicine. 


Chronic  Disease  Hospitals — Designation  (page 
2018).  The  House  adopted  resolution  75-70,  “Definition 
of  the  Term  ‘Chronic  Disease  Hospital,”’ the  resolved 
portion  of  which  follows: 

“That  the  Medical  Society  of  the  State  of  New  York 
do  all  in  its  power  to  promote  the  necessary  legislation 
to  effect  the  redesignation  of  the  special  category  of 
hospitals  previously  known  as  chronic  disease  hospi- 
tals hut  now  called  skilled  nursing  facilities  as  either 
the  previously  used  designation  ‘Chronic  Disease  Hos- 
pital’ or  utilizing  a new  designation  such  as  ‘Medical 
Rehabilitation  Hospital.’  ” 

The  annual  report  of  the  Committee  on  State  Legisla- 
tion states: 

“Your  committee  did  not  feel  that  it  had  sufficient 
information  on  this  matter  to  undertake  any  action. 
We  therefore  recommended  that  resolution  75-70  be 
referred  to  the  administration  for  study,  clarification, 
and  implementation.  The  Council  approved  this  re- 
ferral.” 


Computing — Education  in  Clinical  Use  (pages  1933 
and  1934).  The  House  amended  and  referred  to  the 
Committee  on  Data  Processing  resolution  75-55,  “State- 
wide Educational  Program  in  Clinical  Use  of  Computing,” 
which,  if  adopted,  would  call  on  the  Society  to  undertake 
the  training  of  physicians  and  other  health  professionals 
in  electronic  information  processing  both  as  data  providers 
and  as  users  of  information  and  to  urge  medical  schools  to 
include  in  the  essential  curriculum  the  fundamentals  of 
clinical  use  of  computing. 

A copy  of  the  resolution  was  sent  on  April  10, 1975,  to  the 
chairman  of  the  Committee  on  Data  Processing  for  study 
and  report  back. 

In  its  June  report  to  the  Council,  the  Committee  en- 
dorsed this  resolution.  Accordingly,  on  June  14,  1975, 
copies  were  sent  to  the  deans  of  the  medical  schools  in  New 
York  State,  to  the  executive  director  of  the  Dental  Society 
of  the  State  of  New  York,  and  to  the  deputy  director  of  the 
New  York  State  Nurses  Association.  With  the  resolution 
were  sent  copies  of  “Ethical  Guidelines  for  Data  Processing 
Centers,”  which  the  Committee  had  presented  to  the 
Council  in  February  1975. 

Continuing  Education — Staff  (page  1926).  The 
House  adopted  a recommendation  of  the  Reference  Com- 
mittee on  Education  that  resolution  74-100,  “Staff  Allo- 
cation to  Committee  on  Continuing  (Postgraduate)  Edu- 
cation,” be  implemented.  The  resolution  called  for  as- 
signment to  the  Committee  on  Continuing  Education  of 
appropriate  and  sufficient  staff  having  as  a primary  or  sole 
responsibility  the  provision  of  supportive  services  to  the 
committee. 

The  annual  report  of  the  Committee  on  Continuing 
Medical  Education  states,  “The  Medical  Society  of  the 
State  of  New  York  has  authorized  significantly  expanded 
central  staff  activities  in  continuing  education  and  has 
assigned  funds  accordingly.” 

Continuing  Medical  Education  Activities — Certi- 
fying Organization  (pages  1926  and  1929).  The  House 
adopted  a portion  of  the  report  of  the  Reference  Committee 
on  Education  stating  that  once  the  staff  has  been  developed 
the  Society  should  take  immediate  action  to  seek  recog- 
nition by  the  Council  on  Medical  Education  of  the  Amer- 
ican Medical  Association  as  a certifying  organization  for 
continuing  medical  education  activities  in  New  York  State. 
The  House  also  adopted  resolution  75-32,  “Recognition  of 
the  Medical  Society  of  the  State  of  New  York  as  Accredited 
Organization  by  AMA  for  Continuing  Medical  Education 
Activities  in  New  York  State.”  The  resolved  portion  of  the 
resolution  calls  on  the  Society  to  take  the  action  described 
in  the  reference  committee  recommendation. 

A copy  of  resolution  75-32  was  sent  on  April  10,  1975,  to 
James  W.  Haviland,  M.D.,  chairman  of  the  Council  on 
Medical  Education  of  the  American  Medical  Association, 
with  a statement  that  his  efforts  to  carry  out  its  intent 
would  be  appreciated. 

The  portion  of  the  Executive  Vice-President’s  annual 
report  which  is  headed  “Scientific  Activities”  contains  the 
following  statement: 

“In  September  1975  MSSNY  was  designated  by  the 

AMA  as  the  accrediting  agency  in  New  York  State  for 

those  institutions  with  locally  oriented  CME  programs 

which  request  this  accreditation.” 

Continuing  Medical  Education  Council  (page 
1926).  The  House  adopted  a portion  of  the  report  of  the 
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Reference  Committee  on  Education  which  stated  that  this 
Society  should: 

"Proceed  to  implement  Dr.  Bloom’s  committee  re- 
port by  developing  a New  York  State  Council  (Com- 
mission) on  Continuing  Medical  Education  wherein 
the  Medical  Society  of  the  State  of  New  York  would 
act  with  the  medical  schools,  public  and  private,  the 
State  Department  of  Health,  the  specialty  societies, 
the  State  Department  of  Education,  and  other  appro- 
priate organizations.” 

The  annual  report  of  the  Committee  on  Continuing 
Medical  Education  contains  two  proposed  drafts  of  an 
application  to  be  presented  to  the  Regents  of  the  University 
of  the  State  of  New  York  for  a provisional  charter  for  the 
Continuing  Medical  Education  Council  of  the  State  of  New 
York.  It  is  expected  that  the  drafts  will  have  been  consol- 
idated and  ratified  by  the  five  participating  organizations 
(i.e.  the  collective  professional  medical  specialty  societies, 
the  collective  medical  schools,  the  New  York  State  De- 
partment of  Health,  the  New  York  State  Department  of 
Education,  and  the  Medical  Society  of  the  State  of  New 
York)  and  that  the  application  will  have  been  acted  on  by 
the  Regents  by  the  fall  of  1976.  The  five  participants  will 
then  form  a corporation  for  the  purposes  described  in  the 
application. 

Continuing  Education  (Voluntary) — Licensure, 
Certification,  Standards  (page  1930).  The  House  of 
Delegates  adopted  resolution  75-78,  “Continuing  Volun- 
tary Education,”  which  calls  on  this  Society  to  (a)  adopt 
current  licensure  and  certification  practices  of  the  pro- 
fession as  the  best  method  for  insuring  the  highest  quality 
of  medical  care,  (b)  urge  all  medical  organizations  and  in- 
stitutions to  promote  professional  advancement  through 
continuing  voluntary  education,  and  (c)  present  “this 
resolution”  to  the  House  of  Delegates  of  the  American 
Medical  Association  at  its  next  meeting  (i.e.  meeting  of 
June  1975). 

The  New  York  Delegation  presented  this  to  the  Ameri- 
can Medical  Association  House  of  Delegates  in  June  1975 
as  resolution:  6(A-75).  The  resolution  was  adopted  by 
the  AMA  House. 

Convention — Scheduling  (pages  1968  and  1969).  The 
House  adopted  resolution  75-125,  “Conflicts  in  Scheduling 
of  Convention  for  Student  Participation,”  the  resolved 
portion  of  which  follows: 

Resolved,  That  the  president  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  the  Convention  Commit- 
tee, or  other  appropriate  agents  of  the  Medical  Society 
of  the  State  of  New  York,  and  the  medical  school  rep- 
resentatives to  MSSNY  meet  with  representatives  of 
the  Student  Section  of  MSSNY  to  plan  conference 
dates  which  allow  both  mid-week  and  weekend  scien- 
tific and  business  sessions  so  as  to  allow  greater  partic- 
ipation in  the  Annual  Convention  and  other  activities 
of  the  Medical  Society  of  the  State  of  New  York. 

On  April  10,  1975.  this  resolution  was  transmitted  to 
the  executive  vice-president,  and  copies  were  sent  to  the 
president  and  to  the  director  of  the  Division  of  Scientific 
Activities. 

Budget  Format  (page  1899).  The  House  adopted  a 
portion  of  the  report  of  the  Reference  Committee  on  Re- 
ports of  Officers  which  stated: 

“The  committee  felt  that  an  improved  format  of  the 
budget  for  reporting  income  and  expenditures  should 
be  instituted  and  recommends  that  change.” 


Council — Functions ( page  1923).  The  House  of  Dele- 
gates changed  the  title  of  resolution  76-9  to  “Compliance 
with  Mandated  Functions  of  the  Council”  and  adopted  it. 
The  resolved  portions  of  the  resolution  follow: 

Resolved,  That  the  officers,  Council,  and  staff  of 
the  Medical  Society  of  the  State  of  New  York  be  ad- 
vised to  comply  with  their  mandated  function,  as  de- 
scribed in  the  Bylaws,  to  act  on  behalf  and  at  the  ex- 
press direction  of  the  House  of  Delegates  during  ses- 
sions between  the  House  of  Delegates;  and  be  it  fur- 
ther 

Resolved,  That  the  officers,  Council,  and  staff  be 
instructed  to  implement  as  soon  as  practical  the  policy, 
decision,  and  instructions  of  this  House  of  Delegates. 
At  its  meeting  on  April  17,  1975,  the  Council  received 
this  as  information. 

Drug  Prescription — Government  Control  (page 
1990).  The  House  amended  and  adopted  a substitute  for 
resolutions  75-79,  “Prescription  Drugs,”  and  75-92,  “Op- 
position to  Legislation  Regarding  a National  Formulary.” 
The  amended  substitute  recommends  that  physicians  use 
their  professional  judgment  in  the  prescription  of  drugs 
and  expresses  opposition  to  the  concept  of  a national  for- 
mulary. 

Copies  of  these  resolutions  were  sent  on  April  4,  1975  to 
the  director  of  the  Division  of  Public  and  Professional 
Affairs  for  publication  in  the  News  of  New  York  and  Ad 
Rem. 

A report  on  this  subject  appears  on  page  4 of  the  News 
of  New  York  for  May  1,  1975. 

Drugs — Identification  by  Code  (pages  1987  and  1988). 
The  House  adopted  an  amended  version  of  resolution 
75-23,  “Drug  Identification  Code  Numbers,”  providing  that 
this  Society  “encourage  the  manufacturers  of  drugs  to 
identify  by  code  products  sold  to  consumers  in  New  York 
State.” 

A letter  of  August  1,  1975  from  the  executive  secretary 
of  the  Pharmaceutical  Society  of  the  State  of  New  York  to 
the  associate  director  of  our  Division  of  Medical  Services 
states: 

“Enclosed  is  a copy  of  Senate  Bill  5322  which  would, 
if  passed,  require  identification  codes  on  all  prescrip- 
tion drugs  sold  in  the  State  of  New  York.  This  bill  has 
been  around  for  a couple  of  years  but  has  not  been 
brought  out  of  committee.  I might  add  that  most 
major  manufacturers  have  drug  coding  systems  adopt- 
ed on  a voluntary  basis.  I think  the  PMA  (Pharma- 
ceutical Manufacturers  Association)  will  have  more  to 
say  about  that.” 

At  its  meeting  on  June  25,  1975,  the  Executive  Com- 
mittee received  as  information  a letter  of  April  23,  1975 
from  the  Pharmaceutical  Manufacturers  Association 
stating: 

“PMA’s  Board  of  Directors  ...  on  April  2,  1974 
adopted  eleven  policy  positions.  One  of  these  stated 
that  PMA  supports  amendments  to  the  Food,  Drug 
and  Cosmetic  Act  which  would  require  FDA  ...  ‘to  de- 
velop a detailed  set  of  current  good  manufacturing 
practices  regulations  (and  that)  included  would  be  a 
mandate  that,  where  feasible,  each  individual  tablet, 
capsule,  or  other  solid  dosage  form  or  package  would 
carry  the  responsible  company’s  mark.  F or  those  drug 
products  where  it  would  not  be  feasible  to  apply  indi- 
vidual markings,  it  would  be  necessary  for  the  manu- 
facturer to  place  appropriate  markings  on  the  pre- 
scription vial.’  . . . We  are  pleased  to  know  of  the  sup- 
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port  your  members  would  lend  to  future  legislative 
proposals  of  this  type  and  would  suggest  that  your  res- 
olution be  forwarded  to  other  associations  of  drug 
manufacturers.” 

Emergency  Medicine  Section  (page  1967).  The 
House  adopted  resolution  75-35,  “Establishment  of 
Emergency  Medicine  as  a Section,”  thereby  establishing 
the  Section  on  Emergency  Medicine. 

The  Section  on  Emergency  Medicine  will  present  a 
program  on  Monday,  November  8, 1976,  as  part  of  the  1976 
scientific  program. 

Executive  Vice-President — Search  Committee  (page 
1923).  The  House  amended  and  adopted  resolution  75-50, 
“Future  Search  Committee  for  Position  of  Executive 
Vice-President.”  The  resolved  portion  of  the  resolution, 
as  amended,  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  establish  a search  committee  to  report  to 
the  Council  whenever  a new  executive  vice-president  is 
to  be  selected,  which  will  include  representatives  of  the 
House  of  Delegates,  along  with  representatives  of  the 
Council,  Board  of  Trustees,  membership  at  large,  and 
staff  of  the  Medical  Society  of  the  State  of  New  York. 
This  search  committee  is  to  be  appointed  by  the  presi- 
dent. 

At  its  meeting  on  April  17,  1975,  the  Council  referred 
this  resolution  to  the  president. 

Family  Practice  Specialty  (page  2039).  The  House 
of  Delegates  adopted  resolution  75-65,  “Specialty  Recog- 
nition of  Family  Practice,”  instructing  the  Council  “to  use 
every  available  means  to  bring  about  the  appropriate 
specialty  recognition  of  family  practice  by  the  Department 
of  Social  Services,  the  Workmen’s  Compensation  Board, 
Medicare,  and  all  other  interested  third  parties  on  a basis 
equal  to  the  recognition  now  given  to  all  other  medical  and 
surgical  specialties.” 

On  April  17, 1975,  the  Council  referred  this  to  the  Divi- 
sion of  Medical  Services. 

Fee  Schedules  and  the  Relative  Value  Scale  (page 
2040).  The  House  amended  and  adopted  resolution  75-67, 
“Equal  Fee  for  Equal  Service,”  providing  that  this  Society 
endorse  as  policy  “that  all  physicians  be  reimbursed  by  all 
New  York  State  fee  schedules  on  the  basis  of  equal  fee  for 
equal  service”  and  also  providing  “that  the  medical  section 
of  the  Medical  Society  of  the  State  of  New  York’s  Relative 
Value  Scale  reflect  the  modes  of  practice  in  all  specialties 
and  that  it  be  the  responsibility  of  each  speciality  society 
to  advise  its  membership  in  the  proper  use  of  the  RVS 
numbers.” 

The  annual  report  of  the  Committee  on  Socioeconomics 
states: 

“The  committee  considered  the  many  facets  of  the 
resolution  and  decided  that,  since  what  was  primarily 
involved  was  the  interrelationships  between  specialty 
groups,  the  matter  should  be  referred  to  the  Interspe- 
cialty Committee.” 

The  annual  report  of  the  Interspecialty  Committee  re- 
ports that  committee’s  recommendation,  with  Council 
approval,  of  an  appropriation  to  conduct  The  Usually 
Performed  Services  Survey  and  of  action  by  the  Society  to 
influence  the  Workmen’s  Compensation  Board  to  establish 
adequate  fees  for  the  specialty  of  Family  Practice. 

Female  Medical  Students  and  Physicians — Equal 
Facilities  (page  2045).  The  House  amended  and  adopted 
resolution  75-126,  “Equal  Facilities  for  Female  Medical 


Students  and  Physicians,”  calling  on  this  Society  to  (1) 
encourage  all  hospitals  in  New  York  State  to  work  to  obtain 
equal  facilities  for  both  men  and  women  medical  students 
and  physicians  and  (2)  support  the  equality  of  opportu- 
nities, facility,  and  rights  of  women  in  medicine. 

On  April  7, 1975  a copy  of  this  resolution  was  transmitted 
to  the  Division  of  Public  and  Professional  Relations  for 
publication  in  the  News  of  New  York  and  Ad  Rem. 

The  substance  of  the  resolution  was  reported  on  page  4 
of  the  April  1,  1975  issue  of  News  of  New  York. 

Governor’s  Advisory  Council  (pages  2015  and  2016). 
The  House  referred  to  the  Council  resolution  75-10, 
“Creation  of  Governor’s  Advisory  Council  on  Health  Re- 
lated Matters,”  which  calls  on  the  Society  to  (1)  recom- 
mend that  the  Governor  establish  a Medical  Services  Ad- 
visory Council  to  supply  impartial  and  educated  evalua- 
tions, not  only  to  the  Governor  and  his  staff,  but  to  all  areas 
of  State  government,  both  administrative  and  legislative 
and  (2)  submit  a list  of  names  suggested  for  appointment 
to  the  Council. 

At  its  meeting  on  April  17, 1975  the  Council  referred  this 
to  the  Commission  on  Governmental  Affairs. 

The  annual  report  of  the  Committee  on  State  Legislation 
states: 

“By  Executive  Order,  the  Governor  has  established 
within  the  Executive  Department  an  inter-departmen- 
tal health  planning  commission,  to  be  known  as  the 
Health  Planning  Commission.  . . . Also  established  is 
a Health  Planning  Advisory  Council  to  consist  of  rep- 
resentatives of  governmental  and  non-governmental 
organizations  and  groups  concerned  with  health,  both 
providers  and  consumers,  to  advise  the  Health  Plan- 
ning Commission.  In  addition  to  other  duties,  both 
the  commission  and  the  Council  will  be  working  on  im- 
plementation of  P.L.  93-641,  the  National  Health 
Planning  and  Resources  Development  Act  of  1974, 
Your  State  Legislation  Committee  reported  that  the 
intent  of  this  resolution  has  been  satisfied  by  the  cre- 
ation of  these  two  advisory  groups  and,  therefore,  rec- 
ommended that  this  resolution  be  filed  for  informa- 
tion. The  Council  voted  in  favor  of  filing.” 

Health  Cost  Coverage — Emergency  Continuance 

(page  2045).  The  House  referred  resolution  75-115, 
“Emergency  Health  Cost  Coverage  of  Unemployed  People 
by  Federal  Government,”  to  the  Committee  on  Medical 
Care  Insurance  for  further  study.  The  Reference  Com- 
mittee on  Medical  Services  approved  this  resolution  in 
principle.  If  adopted,  it  would  call  on  this  Society  to  “urge 
the  Congress  to  create  an  Emergency  Coverage  Plan  which 
will  continue  such  prior  coverage  until  the  present  eco- 
nomic crisis  is  modified.” 

The  annual  report  of  the  Committee  on  Medical  Care 
Insurance  states: 

“The  problem  was  dealt  with  in  several  Congressio- 
nal Committees,  but  unfortunately,  in  spite  of  the  ur- 
gency, disagreements  as  to  jurisdiction  and  methods  of 
financing  resulted  in  no  action.  Since  there  has  been 
no  disagreement  with  the  concept  of  emergency  health 
insurance  coverage  for  the  unemployed,  the  delay 
being  due  to  the  development  of  methodology,  it  was 
recommended  to  and  accepted  by  the  Council  that  fur- 
ther action  was  unnecessary.” 

Health  Issues — Reference  Guide  to  Policies  and 
Public  Statements  (page  1933).  The  House  approved 
and  referred  to  the  Council  for  implementation  resolution 
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75-37,  “Quick  Reference  Guide  on  Health  Issues,”  which 
provides  that  the  Society,  prepare,  update,  and  distribute 
a quick  reference  guide  to  its  policies,  philosophies,  and 
public  statements  relevant  to  health  issues. 

At  its  meeting  on  April  17, 1975,  the  Council  referred  this 
to  the  Commission  on  Public  Health  and  Education  and 
to  the  Committee  on  Public  and  Professional  Relations. 

In  accordance  with  action  taken  by  the  Council  on  De- 
cember 18,  1975,  six  division  directors  have  prepared  or  are 
currently  preparing  position  papers  on  thirty-four  subjects 
which  have  been  acted  on  by  the  Council. 

The  statements  will  be  presented  to  the  Council  for  ap- 
proval before  publication. 

Hospital  Medical  Staff  Members — Scope  of  Practice 

(page  2038).  The  House  adopted  resolution  75-31,  “Re- 
cent Recommendations  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals,”  disapproving  the  recommen- 
dation of  the  Joint  Commission  that  “The  periodic  reap- 
praisal of  each  medical  staff  member  must  document 
consideration  of  the  member’s  physical  and  mental  capa- 
bilities” and  calling  on  the  New  York  delegation  to  the 
American  Medical  Association  to  introduce  a resolution 
at  the  1975  annual  meeting  of  the  AMA  House  of  Delegates 
“supporting  the  principle  that  it  is  the  responsibility  and 
prerogative  of  individual  hospital  medical  boards  to  de- 
termine the  scope  of  practice  of  each  staff  position.” 

At  the  June  1975  session  of  the  American  Medical  As- 
sociation House  of  Delegates,  the  New  York  delegation 
introduced  a resolution  to  this  effect — resolution  10  (A-75). 
The  following  substitute  was  adopted: 

"Resolved,  That  the  American  Medical  Association 
support  the  principle  of  evaluation  of  hospital  medical 
staffs  on  a periodic  basis,  and  that  it  is  the  responsibili- 
ty and  prerogative  of  the  medical  staff  to  determine 
the  necessity,  frequency,  and  type  of  medical  examina- 
tions to  be  performed  and  to  establish  mechanisms  for 
attaining  this  end,  as  well  as  to  recommend  to  the  gov- 
erning board  the  extent  of  privileges  of  each  member  of 
the  staff.” 

Hospital  Utilization  Review  (page  1989).  The 
House  amended  and  adopted  resolution  75-75,  “State  of 
New  York,  Department  of  Health.”  As  amended  the 
resolution  calls  on  this  Society  to  “work  with  individual 
PSRO’s  and  the  State  Support  Center  toward  close  coor- 
dination between  PSRO  and  the  State  Department  of 
Health  in  the  implementation  of  PL92-603.” 

. . . (page  1992).  The  House  also  adopted  resolution 
75-133,  “Utilization  Review  Plan — Required  by  New  York 
State  Department  of  Health  Regulations,”  which  calls  on 
the  Society  to  “institute  legal  action  to  test  the  legal  va- 
lidity of  the  regulation  of  the  New  York  State  Department 
of  Health  promulgated  under  Article  28  of  the  Public 
Health  Law.”  The  House  noted  that  the  sponsor  of  this 
resolution  believed  that  it  would  require  funding  to  the 
extent  of  $15,000.00.  At  its  reconvened  session  in  April 
1975  the  House,  after  discussion,  voted  to  reaffirm  its  ap- 
proval of  Resolution  75-133  and  approved  funding  of  up 
to  $100,000. 

At  the  Council  meeting  on  December  18,  1975,  Dr. 
Fineberg  presented  and  the  Council  received  as  informa- 
tion his  memorandum  of  November  7, 1975  to  presidents, 
secretaries,  and  executive  secretaries  of  the  county  medical 
societies,  informing  them  that  the  New  York  State  Health 
Depart  ment  has  agreed  to  withdraw  Sections  2 and  6 of  the 
New  York  State  Hospital  Utilization  Review  requirements 
published  on  March  7,  1975.  This  action  followed  the 


Society’s  obtaining  (1)  a restraining  order  preventing  the 
Health  Commissioner  from  enforcing  or  implementing 
these  sections  and  (2)  an  order  from  the  Federal  Court 
directing  the  Health  Commissioner  and  his  Deputy  to  show 
cause  why  they  should  not  be  held  in  contempt  of  court  for 
allegedly  attempting  to  circumvent  the  restraining  order. 
The  Department  agreed  to  publish  a Hospital  Memoran- 
dum officially  notifying  all  interested  parties  of  its  action 
and  containing  a statement  that  the  Department  does  not 
suggest,  request,  or  encourage  voluntary  implementation 
by  hospitals  of  Sections  2 and  6. 

House  of  Delegates — Emergency  Session  (page 
1944).  The  House  voted  to  hold  an  emergency  session 
prior  to  July  1,  1975  “to  decide  upon  a course  of  action  for 
the  benefit  of  our  membership  regarding  the  medical  lia- 
bility insurance  problem.” 

The  special  emergency  session  was  held  on  May  25, 1975. 
The  minutes  of  that  meeting  are  published  on  pages  777 
and  778  of  the  May  1976  issue  of  the  New  York  State 
Journal  of  Medicine. 

House  of  Delegates  Instructions — Effectiveness 

(page  1923). 

The  House  adopted  resolution  75-48,  “Outcome  Study 
of  the  Effectiveness  of  the  House  of  Delegates,”  the  re- 
solved portions  of  which  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  the  Speaker  of  the  House  of  Dele- 
gates to  undertake  a study,  by  whatever  mechanism  he 
considers  desirable,  of  the  effectiveness  in  total  of  the 
resolutions  of  the  House  in  recent  years,  and  of  the  ef- 
fectiveness of  their  implementation;  and  be  it  further 
Resolved,  That  the  Speaker  be  asked  to  report  to 
the  1976  House  of  Delegates  the  results  and  conclu- 
sions of  his  study  along  with  recommendations, 
evolved  therefrom,  designed  to  improve  the  effective- 
ness and  performance  of  the  House  of  Delegates. 

This  resolution  was  transmitted  to  the  speaker  on 
April  4,  1975. 

The  annual  report  of  the  Secretary  states: 

“A  ‘Resume  of  Instructions  of  the  House  of  Dele- 
gates and  Actions  Thereon  by  the  Council,  Board  of 
Trustees,  Officers,  and  Committee  Chairmen’  is  being 
prepared.  It  will  record  the  final  disposition  of  the  in- 
structions of  the  House  as  reported  at  the  time  of  pub- 
lication of  the  annual  reports.” 

The  practice  of  publishing  an  annual  resume  of  actions 
taken  on  instructions  of  the  House  was  started  in  1942  and 
has  continued  to  date. 

House  of  Delegates — Meeting  Dates  (page  1918). 
The  House  adopted  a portion  of  the  report  of  the  Reference 
Committee  on  Reports  of  Officers  which  contained  the 
following  paragraphs: 

“We  have  reserved  the  following  dates  at  the  Ameri- 
cana Hotel  in  New  York  City — which  requires  House 
approval. 


1976  November  7-11 

1977  October  2-6 

1978  October  22-26 

1979  September  16-20 

1980  September  28-October  2 


The  committee  recommends  that  these  dates  be  ap- 
proved. 

With  the  speaker’s  indulgence,  I would  like  to  add  a 
few  remarks.  They  deal  with  discussions  of  possible 
conflicts  which  started  before  the  reference  commit- 


October  1976/ New  York  State  Journal  of  Medicine  1901 


tee.  I would  like  to  inform  the  members  of  the  Society 
that  these  dates  do  not  conflict  with  any  religious  ob- 
servations or  with  other  meetings,  specialty  meetings 
and  so  forth.  Due  to  the  fact  that  there  will  be  a long 
delay  until  the  next  meeting,  possibly  19  or  20  months, 
we  might  have  two  meetings  a year — one  to  follow  the 
House  of  Delegates  to  deal  with  matters  involved  in 
legislation.  This  I think  is  particularly  important  and 
should  be  stressed  since  legislation  having  to  do  with 
professional  liability  will  have  to  be  dealt  with  for 
years  to  come. 

Additional  meetings  of  the  House  of  Delegates  were 
held  in  May  1975  and  November  1975. 

House  Staffs — Dispute  with  Hospitals  (pages  2043 
and  2044).  The  Reference  Committee  on  Medical  Services 
presented  to  the  House  of  Delegates  a substitute  for  reso- 
lution 75-108,  “Arbitration  of  House  Staff  Hospital  Dis- 
putes.” The  resolved  portion  of  the  substitute  resolution 
reads: 

“Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  lend  its  good  offices  to  resolve  the  dispute 
through  its  liaison  with  the  Committee  on  Interns  and 
Residents  and  the  Hospital  Association  of  New  York 
State.” 

The  House  voted  to  refer  this  substitute  resolution  to 
the  Committee  on  Interns  and  Residents  for  immediate 
action. 

The  House  of  Delegates  also  amended  and  filed  resolu- 
tion 75-111,  “Support  of  Interns  and  Residents  in  the 
Dispute  with  the  League  of  Voluntary  Hospitals.”  As 
amended  and  filed  the  resolution  would  call  on  this  Society 
to  write  to  the  League  of  Voluntary’  Hospitals,  urging  them 
to  submit  to  third  party  settlement  of  the  present  dis- 
pute. 

The  annual  report  of  the  Committee  on  Hospital  and 
Professional  Relations  states: 

“The  Council  had  dissolved  the  Committee  on  In- 
terns and  Residents  established  last  year  to  deal  with 
problems  of  house  staff  which  functioned  on  a crisis 
issue  basis.  All  future  house  staff  matters  will  be  the 
concern  of  this  committee.” 

The  portion  of  the  executive  vice-president’s  annual 
report  which  is  headed  “Hospital  and  Professional  Rela- 
tions” contains  the  following  statement: 

“The  most  recent  charge  to  this  committee  of  in- 
volvement with  intern-resident  problems  has  not  yet 
been  considered  in  any  detail.  This  warrants  explora- 
tion in  the  coming  year.” 

Immigration  and  Naturalization  Service — Free 
Choice  of  Physician  (page  1988).  The  House  adopted 
resolution  75-24,  “Deprivation  of  Aliens  Seeking  American 
Citizenship  of  Their  Right  of  Free  Choice  of  Physician,” 
providing  that  this  Society  “insist  on  the  right  of  free  choice 
of  Physician  for  aliens  seeking  American  citizenship”  and 
introduce  a resolution  at  the  annual  meeting  of  the 
American  Medical  Association  “to  the  effect  that  this  be 
resolved  on  a national  level.” 

The  New  York  delegation  introduced  a resolution  to  this 
effect  at  the  June  1975  session  of  the  American  Medical 
Association  House  of  Delegates — resolution  7 (A-75).  The 
House  referred  the  resolution  to  the  AMA  Board  of 
Trustees  for  study  and  report  at  the  1975  Clinical  Ses- 
sion. 

Insurance  ('ompanies — Statements  About  Fees 

(page  2043).  The  House  amended  and  adopted  resolution 


75-90,  “Insurance  Companies — Prevailing  Fees,”  calling 
on  the  Society  to  urge  that  state  and  National  laws  prohibit 
third  party  payors  from  making  statements  about  “over 
charges,”  “prevailing  fees,”  and  “reasonable  fees”  and 
confine  them  to  stating  that  the  physician’s  fees  are  in 
excess  of  the  coverage. 

At  its  meeting  on  September  25,  1975,  the  Council 
reaffirmed  this  resolution  with  a change  in  wording  rec- 
ommended by  the  Committee  on  Medical  Care  Insurance. 
The  change  in  wording  changes  the  final  clause  of  the 
“resolved”  to  “and  confine  them  to  stating  that  the  phy- 
sician’s fees  are  not  completely  covered  by  the  patient’s 
insurance.” 

The  annual  report  of  the  Committee  on  Medical  Care 
Insurance  states  that,  following  the  Council’s  action,  “ap- 
propriate letters  were  mailed  to  insurance  carriers.” 

The  annual  report  of  the  Committee  on  State  Legislation 
contains  the  following  statement: 

“The  Federal  Legislation  Committee  reported  to  the 
Council  that  this  matter  could  be  handled  administra- 
tively with  the  Department  of  Health,  Education,  and 
Welfare.  Your  State  Legislation  Committee  agreed 
that  no  legislation  was  necessary  and  recommended 
that  this  resolution  be  presented  to  the  Superinten- 
dent of  Insurance  for  implementation  on  the  state 
level.  The  Council  approved  this  recommendation.” 

Legislation  for  Control  of  the  Practice  of  Medi- 
cine (page  1934).  The  House  amended  and  adopted  res- 
olution 75-76,  “Regimenting  and  Socializing  Medicine.” 
As  amended  the  resolution  calls  on  the  Society  to  disap- 
prove and  oppose  any  Federal  or  State  legislation,  which 
is  proposed,  of  a “Utility  type”  for  the  control  of  the 
practice  of  medicine  and  to  support  the  AMA  in  opposing 
such  legislation  on  a Federal  level. 

A resolution  to  this  effect — resolution  8 (A-75) — was 
presented  by  the  New  York  Delegation  to  the  American 
Medical  Association  House  of  Delegates  in  June  1975  but 
was  withdrawn  by  the  delegation. 

Medical  Students — Relations  with  Medical  Schools 

(page  1935).  The  House  of  Delegates  amended  and  re- 
ferred to  the  Council  resolution  75-131,  “Due  Process,” 
which,  if  adopted,  would  call  on  the  Society  to  study 
mechanisms  to  implement  review  of  those  areas  of  medical 
school  curriculum,  such  as — infringing  upon  the  proper 
education  and  well-being  of  medical  student  members  of 
the  Society,  to  refer  such  information  to  the  appropriate 
accrediting  bodies,  and  to  prepare  a statement  of  policy 
“suitable  for  consideration  by  the  House  of  Delegates  at 
its  annual  meeting  in  1976.” 

At  its  meeting  on  April  17, 1975,  the  Council  referred  this 
to  the  Committee  on  Student  Affairs — now  Committee  on 
Medical  School  Relationships,  to  the  Committee  on  Ethics, 
and  to  General  Counsel. 

Medical  Students  in  Foreign  Medical  Schools — 
Fifth  Year  (page  1936).  The  House  amended  and 
adopted  resolution  75-120,  “Fifth  Pathway,”  requesting 
that  all  medical  schools  and  hospitals  implement  the  Fifth 
Pathway  to  its  fullest  and  providing  that  a copy  of  the 
resolution  be  sent  to  all  medical  schools  and  hospitals  with 
AMA  approved  residency  and  internship  programs  in  the 
State. 

A copy  of  the  resolution  was  sent  on  April  10, 1975,  to  the 
chairman  of  the  Committee  on  Health  Manpower  with  a 
statement  that  his  cooperation  in  carrying  out  its  intent 
would  be  appreciated. 
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At  the  Council  meeting  on  October  23,  1975,  the  com- 
mittee reported  as  follows  regarding  resolution  75-120, 
"The  committee  approves  this  resolution  and  recommends 
that  MSSNY  suggest  to  the  legislature  that  it  provide 
sufficient  funds  to  medical  schools  which  will  permit  them 
to  expand  their  programs  to  accept  more  students  in  the 
third  and  fourth  years.”  The  Council  voted  approval. 

This  action  was  reported  to  the  Committee  on  State 
Legislation  on  November  4, 1975. 

Medical  School  Graduates — Increase  in  Number 

(page  1936).  The  House  of  Delegates  referred  to  the 
Council  resolution  75-122,  “Encouragement  of  More 
Medical  School  Graduates,”  which  would  call  on  the  So- 
ciety to  establish  a committee  to  study  ways  of  increasing 
the  number  of  graduates  each  year  and  to  issue  a report 
prior  to  the  convening  of  the  1976  House  of  Delegates. 

At  its  meeting  on  April  17, 1975  the  Council  referred  this 
to  the  Commission  on  Public  Health  and  Education. 

A copy  of  the  resolution  was  sent  on  April  25, 1975  to  the 
chairman  of  the  Commission  on  Public  Health. 

Medical  Schools,  Private — State  Aid  (page  1936). 
The  House  referred  to  the  Council  “for  further  study” 
resolution  75-129,  “State  Aid  to  Private  Medical  Schools,” 
resolving  that  this  Society  “support  State  and  Federal 
government  funding  of  a portion  of  the  cost  of  private 
schools  within  their  jurisdiction,  in  particular  programs 
such  as  those  in  Ohio  and  Pennsylvania.” 

At  its  meeting  on  April  17, 1975,  the  Council  referred  this 
to  the  Commission  on  Public  Health  and  Education. 

A copy  of  the  resolution  was  sent  on  April  25, 1975,  to  the 
chairman  of  the  Commission  on  Public  Health. 

Medical  Students — Low  Interest  Loan  Program 

(pages  1936  and  1937).  The  House  referred  to  the  Council 
for  consideration  resolution  75-130,  “Financial  Committee 
Fund  for  Medical  Students,”  calling  for  appointment  of  a 
committee  to  make  a low  interest  loan  program  for  medical 
students  viable  and  calling  on  the  President  to  report  at 
the  1976  annual  meeting  on  a plan  to  implement  such  a 
program. 

At  its  meeting  on  April  17, 1975,  the  Council  referred  this 
to  the  Board  of  Trustees,  with  a copy  to  the  President. 
The  Board  of  Trustees  voted  to  return  this  resolution  to 
the  Council  for  approval  or  disapproval. 

Medically  Indigent  Areas — Incentives  for  Under- 
graduate Programs  (page  2019).  The  House  adopted 
resolution  75-124,  “Incentives  for  Undergraduate  Medical 
Programs  in  Medically  Indigent  Areas,”  calling  on  this 
Society  to  “urge  the  Federal  government  to  encourage 
medical  students  to  work  in  medically  indigent  areas  by: 
(1)  providing  loan  forgiveness  for  students  who  participate 
in  such  programs  during  their  undergraduate  medical  ed- 
ucation; and  (2)  providing  direct  grants  to  schools  which 
establish  such  programs.” 

On  April  9,  1975,  a copy  of  this  resolution  was  trans- 
mitted to  the  chairman  of  the  Committee  on  Federal 
Legislation. 

Membership  Application  Form  (pages  1967  and  1968). 
The  House  referred  resolution  75-36,  “New  Medical  So- 
ciety of  the  State  of  New  York  Membership  Application,” 
to  the  Committee  on  Membership  for  its  consideration. 

On  April  10,  1975,  the  chairman  of  the  Committee  on 
Membership  was  informed  of  this  action,  and  a copy  of  the 
resolution  was  sent  to  him. 

Mental  Patients — Improved  Care  (pages  2044  and 


2045).  The  House  referred  resolution  75-113,  “Improved 
Care  of  Mental  Patients,”  to  the  Committee  on  Mental 
Health.  The  resolution,  which  was  approved  in  principle 
by  the  Reference  Committee  on  Medical  Services,  provides 
that  this  Society  (1)  affirm  its  support  for  the  civil  rights 
of  patients  hospitalized  with  a mental  illness  in  New  York 
State  and  (2)  encourage  all  institutions  and  hospitals  in 
New  York  State  to  insure  the  right  for  treatment  of  pa- 
tients hospitalized  with  a mental  illness. 

National  Health  Planning  and  Resources  Devel- 
opment Act  (page  1975).  The  House  of  Delegates  referred 
to  the  incoming  president  and  the  office  of  the  Executive 
Vice-President  a summary  of  PL  93*641  which  had  been 
presented  to  the  Reference  Committee  on  Governmental 
Affairs  and  Legal  Matters  “to  insure  that  the  policies  of  the 
Medical  Society  of  the  State  of  New  York  will  be  repre- 
sented in  the  implementation  of  this  law.” 

On  April  4,  1975,  the  executive  vice-president  trans- 
mitted a copy  of  this  summary  to  the  president  with  an 
offer  of  cooperation  in  carrying  out  the  intent  of  the  House 
of  Delegates’  action. 

Following  the  special  meetingof  the  House  of  Delegates 
in  November  1975,  a Health  System  Agencies  Coordinating 
Committee  was  established.  The  annual  report  of  that 
committee  states: 

“It  has  been  the  primary  goal  of  this  committee  to 
stimulate  interest  by  physicians  in  HSA’s,  to  make 
them  more  knowledgeable  of  the  provisions  of  the  Act 
(i.e.  PL  93*641)  and  our  concerns  related  thereto,  and 
to  encourage  more  active  participation  by  physicians 
in  the  planning  and  operating  phases  of  HSA’s  so  that 
the  practicing  physician  will  have  greater  input  into 
the  measures  that  vitally  affect  the  welfare  of  his  pa- 
tients as  well  as  the  modes  of  practice.” 

New  York  City  Affairs — Commission  on  (page 
1968).  The  House  referred  resolution  75-114,  “Estab- 
lishment of  New  York  City  Commission,”  to  the  Council 
for  consideration  of  all  aspects  of  the  proposal  bearing  on 
medicine  for  report  back,  specifically  on  what  can  be  done 
on  the  problem,  including  an  estimate  of  costs,  for  action 
by  the  House  of  Delegates  at  its  next  meeting.  The  re- 
solved portion  of  the  resolution  follows: 

“Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  approve  the  creation  of  a Commission  on 
New  York  City  Affairs  as  a permanent  division  of  the 
State  Society.” 

At  its  meeting  on  April  17,  1975,  the  Council  post- 
poned action  on  this  resolution. 

New  York  State  Rules  and  Regulations — Publica- 
tion and  Review  (page  1989).  The  House  adopted  reso- 
lution 75-53,  “To  Require  Publication  of  Rules  and  Reg- 
ulations Promulgated  by  New  York  State  Administration,” 
noting  that  Lombardi  Bill  S.7430  will  effectuate  the  intent 
of  this  resolution.  The  resolved  portions  of  the  resolution 
follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  urge  the  enactment  of  legislation  to  require 
that  rules  and  regulations  promulgated  by  New  York 
State  administrative  agencies  be  printed  and  distrib- 
uted to  the  county  and  State  medical  societies  at  least 
30  days  prior  to  implementation;  and  be  it  further 
Resolved,  That  county  medical  societies  and  the 
State  Society  be  given  the  right  to  comment  on  such 
rules  and  regulations  and  the  heads  of  administrative 
agencies  be  required  to  consider  such  comments  with 
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the  requirement  that  public  hearings  and  judicial  re- 
view be  allowed  if  so  requested  by  petition  under  Arti- 
cle 78  of  the  Civil  Practice  Law. 

This  was  transmitted  on  April  4,  1975  to  the  chairman 
of  the  Committee  on  State  Legislation.  The  annual  report 
of  the  Committee  states: 

“Enacted  last  year  was  S.1236  (Gordon),  Chapter 
167,  Laws  of  1975,  which  satisfies  the  intent  of  this  res- 
olution. This  statute  will  take  effect  on  September  1, 
1976.” 

Nuclear  Power  Plants  (page  2001).  The  House 
adopted  a portion  of  the  report  of  the  Reference  Com- 
mittee on  Public  Health  which  stated: 

“Your  reference  committee  feels  that  . . . outright 
rejection  of  nuclear  power  plants  cannot  be  supported 
especially  in  view  of  a satisfactory  safety  record  estab- 
lished by  these  plants.” 

The  annual  report  of  the  Committee  on  Environmen- 
tal Quality  states: 

“The  Committee  continues  to  regard  as  inadequate 
the  degree  of  protection  of  such  plants  against  pur- 
poseful sabotage  or  nuclear  theft.  Requiring  only  the 
ability  to  repel  or  delay  a force  of  up  to  12  men  armed 
only  with  hand  guns  seems  clearly  insufficient.  An  in- 
quiry to  appropriate  government  officials  in  this  re- 
gard from  the  president  and  Council  of  MSSNY  may 
serve  to  stimulate  a ‘healthier’  attitude.” 

Nursing  Schools — Consolidation  (page  1933).  The 
House  adopted  resolution  75-38,  “Consolidation  of  Schools 
of  Nursing,”  to  urge  “that  schools  of  nursing  operated  by 
the  Department  of  Mental  Hygiene  of  the  State  of  New 
York  not  be  closed  but  be  consolidated  where  possible  in 
the  interests  of  economy.” 

A copy  of  the  resolution  was  sent  on  April  14,  1975,  to 
Lawrence  Kolb,  M.D.,  Commissioner  of  the  State  De- 
partment of  Mental  Hygiene,  with  a statement  that  his 
efforts  to  carry  out  its  intent  would  be  appreciated. 

Obstetric  and  Pediatric  Care  (page  2018).  The 
House  amended  and  adopted  resolution  75-106,  “Re- 
gionalization of  Obstetrics  and  Pediatric  Care  in  New  York 
State.”  The  resolved  portions  of  the  amended  resolution 
read: 

“Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  in  principle  a program  of  regionali- 
zation of  obstetric  and  pediatric  services  throughout 
the  State  of  New  York;  and  be  it  further 

“Resolved,  That  there  be  structured  into  the  pro- 
gram a mechanism  for  local  exception  to  the  overall 
guidelines  on  the  basis  of  hardship,  geographical  need, 
and  local  peculiarities.” 

On  April  9,  1975,  a copy  of  this  resolution  was  sent  to 
Robert  P.  Whalen,  M.D.,  Commissioner  of  the  New  York 
State  Department  of  Health,  with  a statement  that  his 
efforts  to  carry  out  its  intent  would  be  appreciated. 

Optometrists — Drug  Use  (pages  2017  and  2018).  The 
House  adopted  resolution  75-81,  “Use  of  Drugs  by  an  Op- 
tometrist,” providing  that  this  Society  actively  oppose  all 
legislation  that  would  allow  the  use  of  drugs  of  any  type  for 
diagnostic  or  other  purposes  by  nonmedical  practitioners 
except  under  the  supervision  of  a licensed  physician. 

The  annual  report  of  the  Committee  on  State  Legislation 
states: 

“The  State  Legislation  Committee  has  actively  op- 
posed such  legislation.” 


Optometrists — Use  of  Drugs  (page  1988).  The 
House  amended  and  adopted  resolution  75-25,  “Use  of 
Drugs  by  Non-Medical  Practitioners  as  Proposed  by  As- 
sembly Bill  Number  1335,”  opposing  all  legislation  which 
would  allow  the  use  of  drugs  of  any  type  for  diagnostic  or 
other  purposes  by  optometrists. 

The  resolution  was  transmitted  on  April  4, 1975  to  the 
chairman  of  the  Committee  on  State  Legislation.  The 
annual  report  of  the  Committee  states: 

“Your  committee  has  opposed  A.1335;  S.2578  and 
amendments  thereto  and  will  continue  to  do  so.” 

Optometry — Scope  (page  1933).  The  House  adopt- 
ed resolution  75-46,  “Definition  of  Optometry,”  opposing 
any  legislation  to  broaden  the  scope  of  the  definition  of 
optometry. 

A copy  of  the  resolution  was  sent  on  April  9, 1975,  to  the 
chairman  of  the  Committee  on  State  Legislation  with  a 
statement  that  it  was  referred  to  the  State  Legislation 
Committee  for  action. 

The  annual  report  of  the  Committee  on  State  Legislation 
states: 

“MSSNY  has  traditionally  opposed  legislative  pro- 
posals which  would  expand  the  scope  of  practice  of  op- 
tometrists, and  the  State  Legislation  Committee  has 
done  so  at  this  legislative  session.” 

Para-Medical  Personnel — Supervision  (pages  1931 
and  1932).  The  House  of  Delegates  referred  resolutions 
75-16,  “Physicians’  Assistants  Programs  in  Hospitals,” 
75-41,  “Establishment  of  a State  Advisory  Committee  on 
Education  for  Allied  Health  Professions  and  Services,”  and 
75-45,  “Legislation  Restricting  the  Use  of  Physicians’  As- 
sistants Singling  Out  One  Particular  Medical  Specialty,” 
to  the  Committee  on  Health  Manpower  “for  the  develop- 
ment of  guidelines  in  order  to  make  appropriate  recom- 
mendations to  the  appropriate  State  agencies.” 

Copies  of  these  resolutions  were  sent  on  April  10, 1975, 
to  the  chairman  of  the  Committee  on  Health  Manpower 
with  the  information  that  they  had  been  referred  by  the 
House  of  Delegates  for  the  development  of  guidelines. 

On  October  23, 1975,  the  Council  received  as  information 
the  following  statements  by  the  Committee  on  Health 
Manpower:  Regarding  resolution  75-16,  “The  committee 
feels  there  should  be  no  change  in  the  present  policy  of 
limiting  the  physician  to  two  physician’s  assistants;”  re- 
garding resolution  75-41,  “The  committee  recommended 
no  action  on  this  resolution  because  the  present  status  of 
MSSNY  committees  with  advisory  members  from  the 
Departments  of  Health  and  Education  is  effective;”  re- 
garding resolution  75-45,  “The  committee  does  not  object 
to  this  resolution,  but  suggests  it  should  be  referred  to  the 
Legislation  Committee.” 

The  annual  report  of  the  Committee  on  Health  Man- 
power includes  proposed  changes  in  the  Hospital  Code  with 
a notation  that  they  are  disapproved  of  by  the  committee. 
It  also  includes  the  position  paper  (report  73Z),  which  the 
committee  presented  to  the  House  of  Delegates  in  1973, 
and  a paragraph  which  the  Committee,  with  the  approval 
of  the  Council,  wishes  to  add  to  that  position  paper.  It 
does  not  mention  physicians’  assistants  singling  out  one 
particular  specialty. 

Pension  Plans  (pages  1990  and  1991).  The  House 
adopted  resolution  75-117,  “Equal  Status  of  Pension  Plans 
of  Incorporated  Professionals  as  Recognized  Under  Federal 
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Income  Tax  Law,”  calling  for  State  legislation  to  give 
pension  plans  of  incorporated  professionals  equal  status 
with  pension  plans  of  other  corporations  as  recognized  and 
treated  under  Federal  income  tax  law. 

This  was  transmitted  on  April  4,  1975  to  the  chairman 
of  the  Committee  on  State  Legislation.  The  annual  report 
of  the  Committee  states: 

“MSSNY  has  initiated  S.3987  (Pisani)  to  repeal  the 
Tax  Law  provisions  dealing  with  pension  and  profit- 
sharing  funds  of  professional  corporations." 

Physician — Approved  Designation  (pages  2041  and 
2042).  The  House  amended  and  adopted  resolution  75-86, 
“Health  Provider.”  As  amended  the  resolution  provides 
that  this  Society  disapprove  the  use  of  the  term  “health 
provider”  to  include  physicians  and  that  the  term  “phy- 
sician” be  used  to  denote  the  doctor  of  medicine  and  that, 
when  there  is  reference  to  a physician,  he  be  so  designat- 
ed. 

The  annual  report  of  the  Committee  on  Medical  Care 
Insurance  states: 

“The  Committee  strongly  endorsed  the  resolution 
and  urged  that  measures  be  taken  by  the  Council  for 
its  implementation.” 

At  its  September  1975  meeting,  the  Council  voted  ap- 
proval of  the  resolution  as  amended. 

Physician's  Assistants — Supervision  (pages  1988  and 
1989).  The  House  amended  resolution  75-51,  “Employ- 
ment of  Physician’s  Assistant  Only  by  M.D.’s,”  and  re- 
ferred it,  as  amended,  through  the  Council,  to  the  Com- 
mittee on  Health  Manpower.  The  amended  resolution 
calls  on  this  Society  to  “communicate  with  hospitals, 
nursing  homes,  and  other  agencies  or  institutions  to  insist 
that  any  physician’s  assistants  in  their  employ  be  properly 
supervised  by  a physician  in  accordance  with  New  York 
State  Law.” 

As  directed  by  the  Council  at  its  meeting  on  April  17, 
1975  a copy  of  this  resolution  was  transmitted  to  the 
chairman  of  the  Committee  on  Health  Manpower  on  April 
25, 1975,  and  a copy  of  the  verbatim  transcript  of  the  House 
of  Delegates  discussion  of  the  subject  was  sent  to  him  on 
July  14, 1975. 

This  resolution  is  not  mentioned  in  the  annual  report  of 
the  Committee  on  Health  Manpower. 

Physicians'  Assistants — Training  (page  1931).  The 
House  amended  and  referred  to  the  Committee  on  Health 
Manpower  resolution  75-13,  “Appointment  of  Ad  Hoc 
Committee  to  Study  Training,  etc.,  of  Physicians’  Assis- 
tants.” The  resolved  portion  of  the  resolution,  as  referred, 
would  provide  that  the  Society  study  the  training,  possible 
certification,  and  status  in  the  Society  of  physicians’  as- 
sistants and  make  appropriate  recommendations  for  ac- 
tion. The  reference  to  the  Committee  on  Health  Man- 
power was  “for  the  development  of  guidelines  in  order  to 
make  appropriate  recommendations  to  the  appropriate 
State  agencies.” 

A copy  of  the  resolution  was  sent  on  April  10, 1975,  to  the 
chairman  of  the  Committee  on  Health  Manpower  with  the 
information  that  it  had  been  referred  by  the  House  of 
Delegates  for  the  development  of  guidelines. 

The  Committee  reported  to  the  Council  on  October  23, 
1975,  that  it  was  studying  this  resolution  and  would  devote 
an  entire  meeting  to  the  subject  in  the  near  future. 

Physicians — Disciplinary  Powers  (pages  1941  and 
1942).  The  House  approved  continued  exploration  of  the 
possibility  of  seeking  disciplinary  powers  for  the  Society 


to  rid  the  profession  of  unqualified  and  incompetent  doc- 
tors. 

Policies  and  Public  Statements  on  Health  Issues — 
Quick  Reference  Guide  (page  1933).  see  Health 
Issues 

Pollution  (page  2001).  The  House  adopted  a portion 
of  the  report  of  the  Reference  Committee  on  Public  Health 
recommending  acceptance  of  various  reports,  including  the 
report  of  the  Committee  on  Environmental  Quality  which 
contained  the  following  paragraph: 

“The  Committee  recognized  the  ‘crisis  thinking’ 
produced  by  the  oil  shortage,  questioned  the  validity 
of  the  ‘shortage’  and  recommended  against  a panic 
abandonment  of  advancesalready  achieved  in  the  fight 
against  pollution.” 

The  annual  report  of  the  Committee  on  Environmen- 
tal Quality  recommends  “A  cautious  endorsement  by  the 
MSSNY  for  the  end  of  this  ban  (by  the  State  Council  on 
Economy)  against  drilling  for  natural  gas  in  Lake  Erie.” 

Preceptorship  Program  (page  1937).  The  House  of 
Delegates  adopted  a substitute  for  resolution  75-135,  “To 
Implement  the  Programs  Provided  for  in  Resolution  74- 
107.”  The  substitute  calls  on  this  Society  to  “implement 
the  preceptorship  program  if  it  has  not  already  been  ac- 
complished.” 

The  substitute  for  resolutions  74-106  and  74-107  which 
was  adopted  by  the  House  of  Delegates  in  1974  was  referred 
by  the  Council  on  April  17,  1975  to  the  Board  of  Trust- 
ees. 

At  its  meeting  on  April  26,  1975,  the  Board  of  Trustees 
voted  to  refer  resolution  75-135  to  the  Committee  on  Stu- 
dent Affairs. 

On  May  9,  1975,  the  chairman  of  the  Committee  on 
Student  Affairs  (now  the  Committee  on  Medical  School 
Relationships)  was  notified  of  this  referral,  and  a copy  of 
resolution  75-135  was  sent  to  him. 

Prison  Population — Medical  Care  (page  2039).  The 
House  adopted  resolution  75-54,  “Medical  Care  of  the 
Prison  Population  in  New  York  State.”  The  resolved 
portions  of  the  resolution  follow: 

“Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  request  that  the  New  York  State  Depart- 
ment of  Correctional  Supervision  secure  and  operate 
adequate  medical  facilities,  fully  staffed  by  appropri- 
ate medical  personnel,  designed  for  its  own  population; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  approve  that  when  community  hospitals 
and  physicians  are  required  to  supplement  the  efforts 
of  the  New  York  State  Department  of  Correctional 
Services,  fees  be  provided  in  accordance  with  usual 
and  customary  charges;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  adopt  the  policy  expressed  in  this  resolution 
and  so  inform  the  administration  of  the  New  York 
State  Department  of  Correctional  Services.” 

A copy  of  this  resolution  was  sent  on  April  8,  1975  to 
the  Honorable  Peter  Preiser,  Commissioner,  Department 
of  Correctional  Services,  State  of  New  York,  with  a request 
for  his  cooperation  and  that  of  his  department  in  carrying 
out  its  intent. 

Copies  were  also  sent  to  Governor  Carey,  Mayor  Beame, 
and  Commissioner  Benjamin  J.  Malcolm  of  the  New  York 
City  Department  of  Correction. 
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PROFESSIONAL  MEDICAL  LIABILITY  INSURANCE 

Malpractice  Claims — Arbitration  (pages  1941  and 
1942).  The  House  of  Delegates  approved  further  consid- 
eration of  nonlegislative  arbitration  proposals. 

At  its  meeting  on  May  22,  1975,  the  Council  approved 
a resolution  to  be  presented  to  the  House  of  Delegates  at 
its  special  meeting  on  May  25, 1975.  The  resolution  urges 
the  Hospital  Association  of  New  York  State  to  develop 
appropriate  voluntary  arbitration  agreements  with  the 
American  Arbitration  Association. 

On  October  21,  1975,  President  Emerson  presented  a 
statement  to  the  Governor’s  Special  Advisory  Panel  on 
Medical  Malpractice  which  contained  the  following 
statement:  “We  believe  Voluntary  Contractual  Binding 
Arbitration  is  a necessary  step  as  an  alternative  approach 
at  this  time  and  is  a more  humane  and  better  way  of  set- 
tling disputes.” 

At  the  meeting  of  county  medical  society  presidents  on 
February  11, 1976,  a questionnaire  was  distributed  which 
asked  opinions  as  to  arbitration  agreements  with  office 
patients  and  with  hospital  patients.  These  and  a state- 
ment on  the  subject  for  posting  in  doctors’  offices  were 
offered  in  quantities  to  be  supplied  to  county  medical  so- 
ciety members. 

At  its  meeting  on  February  26,  1976  the  Council  voted 
to  allocate  funds  for  use  by  county  medical  societies  to  in- 
stitute a public  relations  campaign  on  voluntary  binding 
arbitration. 

Malpractice  Claims— Defense  (page  1944).  The 
House  amended,  adopted,  and  referred  to  the  Council  for 
further  study  resolution  75-52,  “Defense  of  Malpractice 
Claims,”  advising  the  creation  of  county  society  malprac- 
tice review  committees  and  recommending  defense  of  all 
malpractice  suits  with  cooperation  in  their  defense  by  every 
doctor  in  cases  where  defense  is  approved  by  the  review 
committee. 

On  April  17,  1975,  the  Council  voted  approval. 

Copies  of  the  resolution  were  sent  on  April  25,  1975,  to 
the  presidents,  secretaries,  and  executive  secretaries  of  the 
county  medical  societies. 

Malpractice  Legislation  (pages  1942, 1943,  and  1944). 
The  House  adopted  a portion  of  the  report  of  the  Reference 
Committee  on  Insurance  and  Membership  Benefits  which 
endorsed  six  legislative  proposals  of  the  Committee  on 
State  Legislation  and  also  its  proposed  “Patient’s  Indem- 
nification Act.” 

At  its  meeting  on  April  17,  1975,  the  Council  voted  ap- 
proval of  the  reference  committee  statement  and  noted, 
“Action  has  already  being  taken.” 

Malpractice  Suits — Avoidance  of  Out-of-Court 
Settlements  (page  1942).  As  recommended  by  the  Ref- 
erence Committee  on  Insurance  and  Membership  Benefits, 
the  House  of  Delegates  voted  to  promote  and  publicize  the 
availability  of  the  Professional  Medical  Liability  Insurance 
and  Defense  Board  for  advice  and  consultation  to  avoid 
out-of-court  settlement  of  a defensible  suit. 

On  April  4,  1975,  this  action  was  reported  to  the  Director 
of  the  Division  of  Public  and  Professional  Affairs. 

Medical  Liability  Mutual  Insurance  Company. 

Malpractice  Insurance  (page  1942).  The  House  voted 
support  for  Council  action  to  form  “our  own  mutual  in- 
surance company,”  stipulating  that  it  be  activated  only 
after  “prior,  meaningful  remedial  legislation  which  would 
make  it  a viable  concept.” 

. . . (pages  1947  and  1948).  The  House  amended  and 


adopted  resolution  75-57,  “Matter  of  Formation  of  Medical 
Society  of  the  State  of  New  York  Medical  Malpractice 
Insurance  Company,”  opposing  the  formation  of  an  in- 
surance company  without  previous  enactment  of  “an  al- 
ternative method  of  handling  malpractice  cases”  and  “re- 
forms in  the  present  system  which  give  promise  of  sub- 
stantially reducing  malpractice  costs.” 

. . . (page  1949).  The  House  amended  and  referred  to 
the  Council  resolution  75-101,  “A  Physician-Controlled 
Mutual  Malpractice  Insurance  Company,”  calling  on  the 
Society  to  “take  steps  to  set  up  a physician-controlled 
mutual  malpractice  insurance  company  immediately.” 

...  At  its  special  meeting  on  May  25, 1975,  the  House  of 
Delegates  adopted  resolution  75M-2  authorizing  the 
Medical  Liability  Mutual  Insurance  Company  to  proceed 
and  urging  “all  of  our  physicians  to  become  policy  hold- 
ers.” 

The  Insurance  Company  has  been  incorporated  and  is 
functioning. 

Professional  Liability  Actions  Involving  Physicians 
and  Hospitals  (page  1947).  The  House  adopted  resolu- 
tion 75-39,  “Malpractice  Suits  Against  Hospitals  and 
Physicians,”  which  provides: 

“That  the  Medical  Society  of  the  State  of  New  York, 
in  conjunction  with  the  Hospital  Association  of  New 
York  State,  take  appropriate  steps  for  the  implemen- 
tation of  a policy  to  insure  the  prevention  of  an  unfa- 
vorable atmosphere  developing  between  their  respec- 
tive members  in  professional  liability  actions.” 

On  April  7,  1975,  a copy  of  this  resolution  was  sent  to 
Mr.  George  B.  Allen,  Executive  Vice-President  of  the 
Hospital  Association  of  New  York  State  with  a letter 
stating: 

“We  will  be  pleased  to  cooperate  with  the  Hospital 
Association  to  assure  the  implementation  of  the  intent 
of  this  resolution.” 

Professional  Medical  Liability  Insurance  (page 
1946).  The  House  of  Delegates  referred  to  the  Council 
resolution  75-28,  “Rejection  of  Claims  Made  Program  in 
Professional  Medical  Liability  Insurance,”  which  provides 
that  the  Society  reject  any  professional  medical  liability 
insurance  proposal  which  includes  a claims-made  program 
as  opposed  to  a claims-occurrence  program. 

At  its  meeting  on  April  17,  1975,  the  Council  noted 
“Action  has  been  taken”  with  regard  to  the  provisions  of 
resolution  75-28. 

Medical  Licensure  (page  1945).  The  House  of  Dele- 
gates referred  to  the  Council  resolution  75-19,  “Medical 
Society  of  the  State  of  New  York  Authority  on  Medical 
Licensure,”  to  encourage  passage  of  legislation  which  would 
empower  State  and  county  medical  societies  to  suspend  or 
revoke  medical  licenses. 

At  its  meeting  on  April  17, 1975,  the  Council  referred  this 
to  General  Counsel,  with  a request  that  he  report  on  it  at 
the  May  Council  meeting. 

On  April  25,  1975,  General  Counsel  was  informed  of  this 
action. 

At  the  Council  meeting  on  September  25,  1975,  Mr. 
Burns  reported  that  a bill,  S.  1323,  which  was  approved  by 
the  Council  in  February  1975  and  subsequently  introduced 
in  the  Legislature  by  Senator  Lombardi,  would  give  county 
medical  society  grievance  committees  statutory  authority 
to  hear  and  decide  cases  of  professional  misconduct  and 
to  impose  penalties.  He  stated,  “any  further  action  con- 
cerning resolution  75-19  should  be  pursued  by  the  Division 
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of  Government  Relations.”  The  Council  received  this  as 
information. 

PSRO’s — Lay  Representation  (page  1991).  The 
House  amended  and  adopted  resolution  75-118,  “Laity  on 
Professional  Review  Panels.”  The  resolved  portion  as  fi- 
nally amended  and  adopted  follows: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  encourage  all  professional  standards  and  re- 
view organizations  in  New  York  State  to  seek  repre- 
sentation of  nonmedical  personnel  through  the  mecha- 
nism of  advisory  committees  not  directly  involved  in 
peer  review,  so  that  25%  of  all  committees  at  all  levels 
be  nonmedical  personnel. 

On  April  4,  1975,  this  resolution  was  sent  to  the  chair- 
man of  the  Commission  on  Governmental  Affairs  with  a 
letter  stating: 

“We  would  appreciate  your  carrying  out  the  intent 
of  this  resolution  by  referring  it  to  the  appropriate 
committee  (Peer  Review  or  PSRO)  for  implementa- 
tion.” 

Publicizing  Names  of  Physicians  by  Medicaid  and 
Other  Governmental  Agencies  (pages  2042  and  2043). 
The  House  referred  resolution  75-89,  “Medicaid/Publi- 
cizing Names  of  Physicians,”  to  General  Counsel  for  report 
back  to  the  Council.  If  adopted  the  resolution  would  call 
on  this  Society  to  inform  any  governmental  agency  in- 
volved that  it  deplores  this  practice  and  requests  that  the 
agency  “herewith  cease.”  It  also  calls  on  the  Society  to 
offer  support  in  any  legal  action  undertaken  by  any  phy- 
sician or  hospital  in  the  State  for  the  purpose  of  ending  this 
practice. 

On  September  25, 1975,  our  general  counsel,  J.  Richard 
Burns,  J.D.,  submitted  to  the  Council  a copy  of  his  letter 
of  September  9,  1975  to  a member  of  the  Society,  which 
stated: 

“Thank  you  for  your  note  of  September  2,  1975  at 
the  top  of  Thomas  M.  Tierney’s  (HEW,  Bureau  of 
Health  Insurance)  reply  to  you  concerning  the  subject 
matter  of  Resolution  75-89.  We  are  in  agreement  with 
your  position  that  the  proposed  regulation,  especially 
without  judicial  review,  is  repugnant  to  the  mores  of 
our  Society. . . 

“We  intend  to  transmit  a copy  of  this  communica- 
tion to  the  Council  at  its  September  1975  meeting. 
Any  decision  as  to  whether  or  not  the  State  Medical 
Society  would  intervene  as  amicus  curiae  in  any  action 
brought  by  a physician  feeling  harmed  by  implementa- 
tion of  this  regulation,  of  course,  cannot  be  made  by 
the  writer  but  only  by  the  House  of  Delegates  or  the 
Council  when  the  former  is  not  in  session.” 

The  Council  voted  to  receive  this  as  information. 

Research  and  Planning  (pages  1965  and  1966).  The 
House  of  Delegates  approved  the  report  of  the  Committee 
on  Research  and  Planning  and  referred  it  to  the  Council 
“for  study  and  implementation  of  its  recommendations  as 
soon  as  possible.” 

At  its  meeting  on  April  17,  1975,  the  Council  accepted 
the  Research  and  Planning  Committee  report. 

Section  Names  (pages  1966,  1967,  and  1968).  The 
House  adopted  resolution  74-103,  “Change  in  Name  of 
Section  on  Plastic  and  Reconstructive  Surgery  to  the 
Section  on  Plastic,  Reconstructive,  and  Maxillofacial 
Surgery,”  thereby  effecting  this  change  in  the  name  of  the 
section.  The  House  also  adopted  resolution  74-112, 
“Change  of  Name  of  Section  on  Gastroenterology  and 


Proctology,”  thereby  changing  the  name  of  the  section  to 
“Section  on  Gastroenterology  and  Colon  and  Rectal  Sur- 
gery.” The  House  adopted  resolution  75-119  “Change  of 
Name  of  Section  on  Otolaryngology  to  Section  on  Otolar- 
yngology and  Maxillofacial  Surgery,”  and  resolution  75- 
121,  “Change  of  Name  of  Section  on  Allergy  to  Section  on 
Allergy  and  Immunology,”  thereby  effecting  these  changes 
in  the  names  of  the  sections. 

The  Scientific  Program  for  the  November  1976  meeting 
makes  use  of  the  new  names  of  the  Sections.  See  the 
September  1976  issue  of  the  New  York  State  Journal  of 
Medicine. 

Service  Patients — Medical  Care  (page  2045).  The 
House  adopted  a substitute  for  resolution  75-127,  “Quality 
of  Medical  Care  for  Service  Patients.”  The  substitute 
resolution  calls  on  this  Society  to  “reaffirm  its  commitment 
to  the  ideal  of  providing  high  quality  medical  services  to 
all  individuals  regardless  of  their  ability  to  pay.” 

On  April  8,  1975,  a copy  of  this  resolution  was  trans- 
mitted to  the  chairman  of  the  Committee  on  Hospital  and 
Professional  Relations  for  the  committee’s  attention. 

Sick  Physician  (pages  1996,  1997,  and  2001).  By 
adopting  the  portion  of  the  report  of  the  Reference  Com- 
mittee on  Public  Health  relating  to  the  report  of  the 
Committee  on  Alcoholism,  the  House  of  Delegates  ap- 
proved a two-approach  plan  of  action  for  treatment  of 
physicians  suffering  from  alcoholism,  drug  abuse,  or  mental 
illness. 

The  annual  report  of  the  Physicians  Committee  de- 
scribes the  effect  of  its  methods. 

Speakers  Bureau — Medical  (page  1932).  The  House 
adopted  and  referred  to  the  Committee  on  Continuing 
(Postgraduate)  Education  resolution  75-15,  “Medical 
Speakers  Bureau  for  County  Medical  Societies,”  which,  if 
adopted,  would  provide  that  the  Society  “take  steps  to  set 
up  a medical  speakers  bureau  for  use  by  county  medical 
societies”  and  “undertake  other  projects  which  will  en- 
hance the  physician’s  learning  process  at  the  county  society 
level.” 

A copy  of  the  resolution  was  sent  on  April  10, 1975,  to  the 
chairman  of  the  Committee  on  Continuing  Medical  Edu- 
cation with  a statement  that  his  cooperation  in  carrying  out 
its  intent  would  be  appreciated. 

Specialty  Societies — Relationship  with  Medical 
Society  of  the  State  of  New  York  (pages  2036  and  2038). 
The  House  noted  with  approval  the  Interspecialty  Com- 
mittee’s concern  with  closer  relationships  between  the 
Medical  Society  of  the  State  of  New  York  and  the  specialty 
societies  and  its  suggestions  for  the  attainment  of  this  end. 
The  suggestions  were  to  be  included  in  proposed  amend- 
ments to  the  Bylaws  of  this  Society.  See  resolution  75-62, 
“Specialty  Society  Representation  in  the  Sections.”  This 
will  be  acted  on  by  the  House  at  its  meeting  in  November 
1976. 

The  portion  of  the  executive  vice-president’s  annual 
report  which  is  headed  “Interspecialty  Committee”  con- 
tains the  following  statement: 

“The  activities  of  this  committee  have  served  to 

strengthen  the  ties  between  the  specialty  societies  and 

MSSNY  and  thus  enhance  the  strength  of  all  the  orga- 
nizations.” 

Student  Loans  (pages  1991  and  1992).  The  House 
adopted  a substitute  for  resolution  75-132,  “Federally  In- 
sured Loan  Ceilings,”  providing  that  this  Society  (1)  seek 
Federal  Government  action  to  re  institute  their  professional 
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scholarship  grants,  (2)  seek  support  in  the  New  York  State 
Legislature  to  increase  the  maximum  limit  that  a student 
may  borrow  from  the  New  York  State  Higher  Education 
Assistance  Corporation  from  the  present  maximum  of 
$10,000  and  (3)  introduce  a similar  resolution  “at  the 
American  Medical  Association  convention.” 

The  annual  report  of  the  Committee  on  State  Legislation 
states: 

“Before  any  legislation  was  prepared  on  the  State 
level,  your  State  Legislation  Committee  recommended 
that  our  Legislative  Counsel  investigate  this  matter 
with  officials  of  the  New  York  State  Higher  Education 
Assistance  Corporation.  Subsequently  legislation  was 
introduced  which  would  carry  out  the  objectives  of  this 
resolution.  One  such  bill  is  S.9030-A,  Present,  et  al.” 
In  June  1975  the  New  York  delegation  introduced  res- 
olution 5 (A-75),  “Federally  Insured  Loan  Ceilings,”  in  the 
AMA  House  of  Delegates.  The  resolution  was  adopted. 
It  (1)  encourages  the  Federal  government  to  make  more 
money  available  to  medical  students  through  the  Health 
Professional  Loans,  (2)  seeks  Federal  government  action 
to  reinstitute  their  professional  scholarship  grants,  and  (3) 
supports  legislation  to  increase  the  maximum  limit  that  a 
student  may  borrow  from  the  present  maximum  of 
$10,000. 

On  November  15, 1975  copies  of  resolution  75-132  were 
sent  to  Congressmen  and  Senators  from  New  York  State, 
to  all  New  York  State  medical  schools,  to  the  New  York 
City  Health  Department,  and  to  the  New  York  State 
Health  Department,  with  a request  for  cooperation  in 
carrying  out  the  intent  of  the  resolution. 

The  August  15,  1976  issue  of  News  of  New  York,  on  page 
2,  under  the  heading  “Student  Loan  Limit  is  Doubled,” 
reported  as  follows: 

“The  amount  of  student  loans  available  to  State-res- 
ident medical  and  dental  students  has  been  doubled  by 
a measure  signed  by  Governor  Carey  on  July  28.  An 
eligible  student  can  now  borrow  up  to  $10,000  from  the 
State  program  in  addition  to  the  $10,000  maximum 
from  the  federally  insured  program.” 

Student  Section — Meetings,  Organization,  and 
Functioning  (page  1969).  The  House  referred  resolution 
75-134,  “Supportive  Administrative  Services  to  the  Stu- 
dent Section,”  to  the  Council  for  its  consideration  upon 
submission  of  a budget  by  the  Student  Section.  The  re- 
solved portions  of  the  resolution  follow: 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  funds  to  cover  travel  expenses  and 
supportive  services  for  at  least  three  Statewide  meet- 
ings per  year  of  the  Student  Section,  and  one  regional 
meeting  of  the  Upstate  members;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  support  to  two  (2)  medical  students 
elected  by  the  representatives  of  the  New  York  State 
Medical  Schools,  to  organize  and  collate  the  working 
structure  of  this  body  over  the  upcoming  summer  of 
1975,  including  a basic  living  allowance  ($800  for  eight 
weeks);  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  provide  supportive  administrative  services, 
through  their  Executive  Offices  at  Lake  Success,  to  the 
Student  Section  throughout  the  year  (to  include  typ- 
ing, xeroxing,  telephoning  and  mailing,  etc.). 

At  its  meeting  on  April  17,  1975,  the  Council  referred 
this  resolution  to  the  Board  of  Trustees.  At  a meeting  on 


April  26,  1975,  the  Board  of  Trustees  concluded  that  this 
proposal  was  not  fiscally  sound  and  voted  to  disapprove  the 
resolution. 

Telescopic  Devices — Motor  Vehicle  Users  (page 
2017).  The  House  adopted  resolution  75-43,  “The  Use  of 
Telescopic  Devices  for  Operation  of  Motor  Vehicles,” 
calling  on  the  Society  to  oppose  the  use  of  telescopic  devices 
for  the  operation  of  motor  vehicles  and  request  the  Com- 
missioner of  Motor  Vehicles  to  reconsider  his  department’s 
position  on  their  use. 

A copy  of  the  resolution  was  sent  on  April  9, 1975  to  Hon. 
Arnold  S.  Fisher,  Commissioner  of  the  New  York  State 
Department  of  Motor  Vehicles,  with  a letter  stating: 

“Your  efforts  to  support  the  Society’s  opposition  to 
the  use  of  telescopic  devices  for  the  operation  of  motor 
vehicles  will  be  appreciated.” 

Triplicate  Prescription  Form  (page  1987).  The 
House  adopted  a substitute  for  resolution  75-21,  “Elimi- 
nate T riplicate  New  Y ork  State  Prescription  F orm.”  The 
substitute  calls  on  the  Society  to  request  from  the  State 
Department  of  Health  data  on  the  effectiveness  of  the 
triplicate  prescription  law  in  curbing  the  abuse  of  drugs. 

A copy  of  the  resolution  was  sent  on  April  4,  1975  to 
Robert  P.  Whalen,  M.D.,  New  York  State  Commissioner 
of  Health,  with  a letter  requesting  data  from  the  Depart- 
ment of  Health  on  the  effectiveness  of  the  triplicate  pre- 
scription law  in  curbing  the  abuse  of  Drugs. 

On  the  same  date  a copy  of  the  resolution  was  sent  to  the 
chairman  of  the  Committee  on  State  Legislation.  The 
annual  report  of  the  State  Legislation  Committee  states: 
“The  United  States  District  Court  for  the  Southern 
District  of  New  York  has  declared  that  sections 
3331(6),  3332(2)  (a),  and  3333(4)  of  the  Public  Health 
Law,  insofar  as  they  require  the  disclosure  of  the  iden- 
tities of  all  patients  receiving  prescriptions  for  Sched- 
ule II  drugs,  are  an  unconstitutional  interference  with 
the  right  of  privacy.  Your  committee  understands 
that  this  case  is  being  appealed  to  the  United  States 
Supreme  Court  by  the  State  of  New  York.  The  State 
Legislation  Committee  therefore  recommends  that 
further  legislative  action  by  our  State  Medical  Society 
await  the  outcome  of  this  appeal.” 

Unified  Insurance  Claim  Form  (page  2041).  The 
House  of  Delegates,  upon  recommendation  of  the  Refer- 
ence Committee  on  Medical  Services,  referred  resolution 
75-82,  “Loyalty  Oath — Unified  Insurance  Claim  Form,” 
to  the  Committee  on  Medical  Care  Insurance  “for  a clearer 
definition  and  remedy.” 

The  annual  report  of  the  Committee  on  Medical  Care 
Insurance  quotes  its  recommendation  to  the  Council,  which 
it  states  the  Council  approved,  as  follows: 

“Since  the  MSSNY  House  of  Delegates  has  pre- 
viously voted  (Resolution  74-59)  and  reaffirmed  in  res- 
olution 75-82,  its  desire  that  the  certification  be  re- 
moved, it  is  recommended  that  the  MSSNY  so  instruct 
its  delegates  and  seek  the  necessary  changes  in  Title 
XIX  through  the  AMA.  In  effecting  this  it  is  recom- 
mended that  the  Council  reword  resolution  75-82,  to 
properly  identify  the  certification  and  to  state  our 
objection,  as  expressed  in  Resolution  74-59,  that  ‘the 
affidavit  is  unacceptable  and  demeaning  to  physi- 
cians.’ “ 

At  its  September  1975  meeting,  the  Council  voted  to 
“reaffirm  its  position.” 
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Month  in  Washington 


September  is  now  the  appointed  month  for  the  Congress 
to  make  final  deposition  of  a great  deal  of  unfinished  health 
legislation.  The  August  doldrums  saw  little  visible  Con- 
gressional action  on  health  business.  But  behind  closed 
doors  much  work  was  performed  by  members  and  staff  in 
committee  and  conference  meetings.  However,  the  final 
shape  and  form  of  legislation  such  as  manpower,  health 
maintenance  organizations,  clinical  laboratories,  Indian 
health,  variable  incentive  pay,  and  emergency  medical 
services  will  not  be  known  until  the  last  hectic  days  of  the 
94th  Congress  as  it  rushes  to  adjourn  and  go  home  for  the 
autumnal  election  campaigns. 

* * * 

The  MAC  (maximum  allowable  cost)  drug  program  went 
into  effect  toward  the  end  of  August  with  little  visible  ac- 
tivity. First  signs  of  life  will  probably  appear  in  the  late 
fall  when  MAC’s  advisory  committee  will  meet  to  consider 
the  initial  prescription  drugs  for  the  program. 

Court  decisions  in  the  various  counter  suits,  including 
that  of  the  American  Medical  Association,  are  not  expected 
anywhere  in  the  near  future. 

The  three-year-old  brainchild  of  former  Health,  Edu- 
cation, and  Welfare  Secretary  Caspar  Weinberger,  MAC 
sets  price  ceilings  on  certain  widely  used  drugs  in  an  effort 
to  discourage  prescription  of  brand-name  products. 
Physicians  would  have  to  stipulate  that  brand-name  drugs 
for  Medicare-Medicaid  beneficiaries  are  medically  neces- 
sary on  the  prescription  to  prevent  the  pharmacist  from 
filling  the  order  with  the  lower-cost  generic  drug.  In  states 
with  anti-substitution  laws,  patients  would  have  to  make 
up  the  difference  in  price  if  a brand  name  is  ordered. 

MAC  had  been  scheduled  to  go  into  effect  four  months 
ago,  but  retail  druggists  joined  drug  manufacturers  and  the 
AMA  in  protest,  causing  the  four-months’  postpone- 
ment. 

In  a letter  to  HEW7  Secretary  David  Mathews,  the 
Pharmaceutical  Manufacturers’  Association  said  the 
original  postponement  was  to  resolve  “confusion  and  op- 
position” surrounding  MAC.  “It  is  our  observation  that 
such  hopes  have  not  been  realized,  and  in  fact,  the  situation 
is  even  more  chaotic  today,”  said  PMA  President  C.  Joseph 
Stetler. 

The  AMA  and  PMA  have  a consolidated  suit  against 
MAC  pending  in  Chicago  District  Court.  Other  litigation 
has  been  launched  by  the  National  Association  of  Retail 
Druggists  (NARD),  the  Private  Medical  Care  Foundation, 
Inc.,  and  the  Congress  of  County  Medical  Societies.  Citing 
these,  along  with  a petition  filed  with  HEW  on  July  27  by 
the  American  Pharmaceutical  Association  (APHA),  and 
the  “continuing  concern,”  and  “growing  dissatisfaction” 
of  many  individuals  and  organizations,  Stetler  said,  “there 
is  every  reason  to  further  delay  . . . the  MAC  program.” 

The  MAC  proposal  has  many  controversial  aspects,  not 
the  least  of  which  is  the  fact  that  it  was  an  administrative 
decision  without  any  legislative  backing  in  the  language  of 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


the  Medicare  and  Medicaid  laws.  Thus,  one  of  the  criti- 
cisms is  that  it  represents  “government  by  regulation”  and 
violates  the  Medicare  law’s  prohibition  against  interference 
in  the  practice  of  Medicare. 

Weinberger  claimed  MAC  would  save  the  government 
$60  million  a year,  but  another  former  HEW  Secretary, 
Robert  Finch,  disputed  the  claim.  Finch,  now  a private 
citizen  in  California,  said  the  bureaucratic  cost  of  running 
the  program  would  offset  any  possible  savings.  In  a letter 
to  the  Wall  Street  Journal  last  year,  Finch  also  argued  that 
bioequivalency  cannot  be  demonstrated  at  present.  The 
MAC  regulations  pose  “the  key  question  of  whether  the 
patient  receives  the  exact  prescription  the  doctor  ordered,” 
he  wrote. 

For  the  most  part  physicians  with  Medicaid  patients  will 
be  affected,  since  there  is  no  substantial  outpatient  benefit 
for  Medicare  drugs. 

In  addition  to  the  control  program,  HEW  will  send  all 
physicians  a list  of  most  frequently  prescribed  drugs  along 
with  the  prices  community  pharmacies  pay  for  them. 

No  Federal  sanctions  are  provided  for  physicians  who 
decide  to  write  out  the  “medically  necessary”  prescription 
message. 

Before  a maximum  allowable  cost  can  be  established  for 
drugs,  the  Food  and  Drug  Administration  must  first  indi- 
cate that  there  are  no  bioequivalence  problems  among  its 
several  brands.  The  HEW  Pharmaceutical  Reimburse- 
ment Board  would  then  propose  a MAC  at  a level  equal  to 
the  lowest  cost  at  which  the  drug  is  generally  available  to 
providers.  Before  the  MAC  can  be  established  officially 
it  must  be  reviewed  by  a nongovernmental  advisory  com- 
mittee and  published  in  the  Federal  Register  for  comment. 
The  regulations  establish  both  the  Pharmaceutical 
Reimbursement  Board  and  the  5-member  outside  advisory 
group. 

HEW  said  about  one  fourth  of  commonly  prescribed 
drugs  are  available  from  multiple  sources.  However,  the 
number  for  which  bioequivalence  problems  can  be  ruled 
out  is  smaller. 

The  reimbursement  that  a pharmacist  receives  for  drugs 
he  provides  to  Medicare  and  Medicaid  patients  will  be 
based  on  an  estimate  of  his  cost  of  buying  the  drug  plus  a 
dispensing  fee,  or  on  his  usual  charge  to  the  general  public, 
whichever  is  the  smaller.  Program  agencies  such  as  the 
state  Medicaid  program  would  make  the  estimates  ac- 
cording to  price  information  supplied  on  a regular  basis  by 
HEW. 

Druggists  protested  a HEW  wholesale  price  list  designed 
to  guide  state  agencies  which  the  druggists  said  contained 
“out-of-date”  low  prices. 

John  Ball,  M.D.,  assistant  to  the  director  of  FDA’s  Office 
of  Quality  Standards,  recently  said  it  may  be  as  long  as  six 
months  before  the  first  small  group  of  drugs  has  gone 
through  the  process  for  declaring  them  ready  for  MAC. 

* * * 

The  Republican  Party  has  gone  on  record  against  com- 
pulsory National  Health  Insurance.  The  platform  plank 
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on  health  adopted  by  the  delegates  at  the  convention  in 
Kansas  City  was  in  sharp  contrast  to  the  Democratic  plank 
endorsing  a comprehensive  national  plan  financed  by 
regular  and  Social  Security  taxes. 

The  GOP  statement  on  health  supported  extension  of 
catastrophic  protection  “to  all  who  cannot  obtain  it.”  The 
private  health  insurance  system  should  be  utilized  to  “as- 
sure adequate  protection  for  those  who  do  not  have  it,”  the 
platform  said.  “Such  an  approach  will  eliminate  the  red 
tape  and  high  bureaucratic  costs  inevitable  in  a compre- 
hensive national  program.” 

The  platform  on  health  did  not  condemn  outright  any 
national  health  insurance  program  as  a group  of  conser- 
vatives led  by  Sen.  Jesse  Helms  (R-N.C.)  had  urged.  The 
flat  opposition  to  a “compulsory”  NHI  program,  however, 
provided  a sufficiently  broad  umbrella  to  mount  an  attack 
on  many  NHI  proposals  and  specifically  on  the  Kennedy- 
Labor  bill.  Some  delegates  interpreted  the  plank  as  op- 
position to  any  “comprehensive”  national  plan. 

President  Ford  this  year  did  not  renew  his  previous  en- 
dorsement of  the  Nixon  Administration’s  NHI  plan  calling 
for  employers  to  provide  employees  with  comprehensive 
private  health  insurance,  federalizing  Medicaid,  and 
subsidizing  a catastrophic  benefit.  Instead,  Ford  asked 
Congress  for  a catastrophic  benefit  for  Medicare  benefi- 
ciaries. He  said  the  so-called  mandated  plan  would  be  too 
expensive  at  present. 

On  abortion,  the  Republicans  supported  “the  efforts  of 
those  who  seek  enactment  of  a constitutional  amendment 
to  restore  protection  of  the  right  of  life  for  unborn  chil- 
dren.” The  platform  conceded  that  the  issue  “is  one  of  the 
most  difficult  and  controversial  of  our  time  . . . undoubt- 
edly a moral  and  personal  issue”  involving  “complex 
questions  relating  to  medical  science  and  criminal  jus- 
tice.” 

The  Supreme  Court’s  ruling  on  abortion  permitting  it 
until  the  last  stages  of  pregnancy  was  “an  intrusion  into  the 
family  structure  through  its  denial  of  the  parents’  obliga- 
tion and  right  to  guide  their  minor  children,”  said  the 
platform. 

* * * 

The  House  has  passed  the  so-called  toxic  substances  act 
which  gives  the  Environmental  Protection  Agency  new 
powers  to  prevent  hazardous  chemicals  from  being  mar- 
keted. A provision  was  added  on  the  House  floor  to  ban 
within  two  years  the  manufacturers  of  polychlorinated 
biphenyls  (PCBs).  The  chemical  has  been  found  in  fish 
in  the  Great  Lakes  and  the  Hudson  River  and  traces  dis- 
covered in  human  beings.  PCBs  are  used  in  electrical 
equipment  and  enter  the  food  chain  through  waste  dis- 
persal in  waterways. 

* * * 


The  HEW  Department  has  awarded  contracts  to  es- 
tablish five  centers  for  health  planning  in  Madison,  Wis- 
consin; Columbia,  Missouri;  Denver,  Colorado;  San  Fran- 
cisco, California;  and  Boise,  Idaho.  The  contracts,  totaling 
$3.2  million  will  provide  training  and  consultation  to  health 
planners  in  24  states,  Guam,  American  Samoa,  and  the 
Trust  Territories  of  the  Pacific.  HEW  established  five 
other  centers  for  health  planning  earlier  this  year  in  Bos- 
ton, Massachusetts;  Syracuse,  New  York;  Fort  Washington, 
Pennsylvania;  Atlanta,  Georgia;  and  Houston,  Texas. 

* * * 

The  House  Ways  and  Means  subcommittee  on  health 
postponed  until  mid-September  hearings  on  issues  in- 
volved in  increasing  physicians’  fees  and  possible  revisions 
in  the  present  reasonable  charge  reimbursement  system 
used  in  the  Medicare  program. 

The  subcommittee  will  hear  testimony  on:  factors  in 
the  present  system  which  influence  physicians  to  accept 
assignment  or  to  direct  bill;  advantages  and  disadvantages 
to  requiring  physicians  to  accept  assignment  in  any  case; 
factors  contributing  to  geographic  variations  in  physicians’ 
reasonable  charges,  including  differences  in  urban  and 
rural  charges;  implications  of  the  differences  in  charges 
between  primary  care  physicians  and  specialists,  and  the 
effect  of  such  fee  differences  on  the  selection  of  certain 
specialties  by  physicians;  feasibility  and  desirability  of 
reimbursing  physicians  on  a fee  schedule  basis  and  the 
factors  which  would  be  used  te  adjust  the  schedules  to  re- 
flect the  variation  in  physicians’  cost  of  practice;  the  role 
of  relative  value  scales  in  determining  physician  fees;  re- 
sults of  experimental  reimbursement  programs;  and 
comments  on  legislation  already  pending  which  would 
amend  Medicare  reimbursement  of  physicians. 

The  subcommittee  also  will  examine  the  issues  involved 
in  the  payment  of  physicians  in  teaching  hospitals  under 
Medicare.  However,  Congress  will  not  be  able  to  act  on 
such  matters  this  year. 

* * * 

President  Ford  has  named  Robert  Nelson  Smith,  M.D., 
Toledo,  Ohio,  anesthesiologist,  to  be  Assistant  Secretary 
of  Defense  for  Health  Affairs.  Dr.  Smith,  who  served  as 
president  of  the  Ohio  State  Medical  Association  in  1969  to 
1970,  succeeds  James  Cowan,  M.D.,  who  resigned. 

Dr.  Smith  graduated  from  West  Point  in  1943  and  served 
in  the  Air  Force  from  1943  to  1948.  He  received  a Master 
of  Science  degree  from  Massachusetts  Institute  of  Tech- 
nology in  1945  and  his  medical  degree  from  the  University 
of  Nebraska  College  of  Medicine  in  1952. 

The  fifty-six-year-old  physician  is  a member  of  the 
AMA,  the  Ohio  State  Medical  Association,  and  the 
American  Society  of  Anesthesiologists. 
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Recent  additions  to  the  test  list 


Chemistry 

Gentamicin  levels 
Free  erythrocyte 
protoporphyrins 
Uroporphyrinogen- 
1-synthetase 
CPK  isoenzymes 
Riboflavin  (B2) 

Pyridoxal 
phosphate  (B6) 

Succinimides  in  serum 
Angiotensin-I- 
converting  enzyme 
Dopamine  /3-hydroxylase 

Endocrinology 

Prolactin 
Estriol  in  serum 
Estradiol  receptor  assay 
ACTH 
Calcitonin 

Parathyroid  hormone 
Chorionic  gonadotropin 
by  RIA 


Immunology 

Anti-adrenal  cortex  antibodies 
Anti-striated  muscle  antibodies 
Anti-myocardial  antibodies 
Anti-skin  antibodies 
Intrinsic  factor  antibodies 
Alphai-fetoprotein 
RAST  for  allergy  testing 
Anti-DNA  antibodies 
Cytomegalovirus  antibodies 
CEA 


Bio-Science  Laboratories 

The  unusual  laboratory 
for  unusual  tests 


Bio-Science 

New  York  Branch 

5 Nassau  Street 
Rockville  Centre, 

New  York  11570 
(516)  766-2233 
Stanley  M.  Reimer,  Ph.D. 
Director 

Philip  B.  Sommers,  Ph  D. 
Assistant  to  the  Director 


continued  from  page  1862 

or  four  bids  and  force  the  patient  to  accept  the  lowest 
one?) 

If  physicians  are  forced  to  apply  indiscriminately  eco- 
nomic business  principles  to  their  medical  practice,  the 
patients  will  suffer.  The  art  and  science  of  medicine  will 
be  reduced  to  a ripoff  contest. 

References 

1.  Ingelfinger,  F.  J.:  Deprofessionalizing  the  profession,  New 
England  J.  Med.  294:  334  (Feb.  5)  1976. 

2.  State  of  New  York  Department  of  Health,  Hospital 
Memorandum,  Series  76-64,  5/13/76  #H-27,  NH-18,  HRF-18, 
DTC-19,  HHA-17. 

JAMES  R.  BOYNTON,  M.D. 
Warsaw  Medical  Group,  P.C. 
408  North  Main  Street 
Warsaw,  N.Y.  14569 

Hemangioma  of  palate; 
a denture-hidden  lesion 

To  the  Editor:  Physicians  occasionally  fail  to  properly 
examine  the  palate  hidden  by  upper  dentures.  Patients 
do  not  remove  their  dentures  on  their  own  when  examined 
within  the  framework  of  a general  checkup  or  other  routine 
examination,  unless  they  have  a specific  complaint.  The 
following  case  abstract  illustrates  the  point. 

A sixty-three-year  old  white  female  was  examined  in  the 
office  on  March  10, 1976,  for  bleeding  from  the  mouth  with 


clots  of  a few  hours’  duration.  The  bleeding  started  rather 
suddenly  without  any  other  complaints  and  continued  for 
a few  hours.  The  patient  denied  hemoptysis,  hematemesis, 
or  epistaxis.  Her  general  health  was  good  except  for  mild 
intermittent  claudication  for  which  she  was  treated  by  her 
own  physician  with  isoxsuprine  HCL  (Vasodilan). 

The  physical  examination  revealed  a bleeding  tumor  of 
the  hard  palate  at  least  one  inch  in  diameter  which  ap- 
peared raised,  pedunculated,  irregular,  and  bleeding.  This 
tumor  was  completely  hidden  by  her  upper  denture  as 
demonstrated  by  careful  observation,  inasmuch  as  the 
posterior  edge  of  the  tumor  was  at  least  one-half  inch  an- 
terior to  the  posterior  rim  of  her  upper  denture. 

She  was  hospitalized  for  a few  days  and  the  palatal  tumor 
was  excised  with  a wide  margin.  The  pathology  was  re- 
ported as  “hemangioma  in  a minor  salivary  gland.”  As  a 
result  of  the  operative  procedure,  a quarter  inch  perfora- 
tion of  the  hard  palate  developed  which  caused  the  patient 
to  be  uncomfortable  because  of  the  nasal  reverberation  of 
sounds  during  speech  and  nasal  regurgitation  of  liquids 
during  meals.  This  complication  was  short-lived,  and  a 
mucosal  flap  grew  over  the  perforation  defect  with  excel- 
lent results  when  last  examined  six  weeks  after  surgery. 

This  patient  had  had  a full  general  examination  one 
month  prior  to  the  present  illness.  However,  her  physician 
never  asked  her  to  remove  her  denture  for  an  examination 
of  the  palate.  As  far  as  she  could  remember,  no  physician 
ever  asked  her  to  remove  her  dentures  when  examining  her 
mouth,  including  the  palate.  The  last  time  she  was  seen 

continued  on  page  1913 
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Medical  Meetings 


Internal  medicine  specialists 

Specialists  in  internal  medicine  and  related  medical 
fields  from  Upstate  New  York  will  take  part  in  a two-day 
scientific  meeting  at  the  Sheraton  Inn  (Buffalo-East), 
Buffalo,  N.Y.  on  October  21  to  22. 

The  Upstate  New  York  Regional  Meeting  of  the  Amer- 
ican College  of  Physicians  (ACP)  is  designed  to  bring 
physicians  up-to-date  on  late  developments  in  the  field  of 
internal  medicine.  It  is  one  of  39  such  sessions  held  each 
year  throughout  the  United  States  and  Canada  by  the 
34,000-member  medical  specialty  society. 

One  of  the  prime  purposes  of  the  American  College  of 
Physicians,  which  is  headquartered  in  Philadelphia,  Pa., 
is  the  continuing  education  of  practicing  physicians.  In 
addition  to  regional  meetings,  it  sponsors  a four-day  na- 
tional meeting,  postgraduate  courses,  and  publishes  the 
monthly  Annals  of  Internal  Medicine. 

Physicians  who  attend  the  regional  meeting  are  eligible 
for  credit  toward  the  American  Medical  Association’s 
Recognition  Award  in  Category  # 1. 

In  charge  of  planning  for  the  ACP’s  Upstate  New  York 
Regional  Meeting  is  Marshall  Clinton,  M.D.,  F.A.C.P., 
Buffalo,  N.  Y.,  who  serves  as  the  medical  specialty  society’s 
representative  in  Upstate  New  York. 

Advanced  dermatologic  surgery 

New  York  University  Post-Graduate  Medical  School  will 
offer  a course  on  “Advanced  Dermatologic  Surgery,”  Oc- 
tober 22  to  24. 

Further  information  may  be  obtained  from  the  Regis- 
tration Department,  Office  of  the  Associate  Dean,  New 
York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York,  N.Y.  10016;  or  call  (212)  679-3200,  Ext. 
4207. 

One-day  symposium 

A one-day  symposium  on  insect  allergy  is  scheduled  for 
October  26  from  11  a.m.  to  12:30  p.m.  and  2 p.m.  until  5:30 
p.m.  at  the  Diplomat  Hotel,  Hollywood,  Florida,  at  the 
combined  meeting  of  the  Pan  American  Medical  Associa- 
tion and  the  Florida  Allergy  Association  which  will  be  held 
the  week  of  October  24  to  29. 

Among  the  speakers  who  will  be  participants  are  Claude 
A.  Frazier,  M.D.,  Donald  R.  Hoffman,  Ph.D.,  associate 
professor  of  pathology,  Creighton  University,  Omaha, 
Nebraska;  Dr.  Osmond  P.  Breland,  professor  of  zoology, 
University  of  Texas,  Austin;  John  J.  Pisano,  Ph.D.,  Head, 
physiological  chemistry,  NIH;  Dr.  Elisabeth  C.  Beck,  en- 
tomologist, Florida  Health  & Rehabilitative  Services;  Lt. 
Col.  James  A.  Vick,  M.C.,  Office  of  the  Surgeon  General, 
The  Pentagon;  Dr.  Donald  Wiedhaas,  Laboratory  Director, 
U.S.  Department  of  Agriculture,  Gainesville,  Florida;  and 
Edward  Press,  M.D.,  Oregon  State  Public  Health  Offi- 
cer. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 


Annual  meeting 

The  Association  for  Research  in  Nervous  and  Mental 
Disease,  Inc.,  will  hold  its  Annual  Meeting  on  December 
3 and  4,  1976,  at  the  Hotel  Roosevelt  in  New  York  City. 
This  year’s  meeting  will  be  devoted  to  the  hypothalamus, 
a subject  last  discussed  by  the  Association  in  1938. 

Further  information  relative  to  this  meeting  can  be  ob- 
tained from  the  Secretary-Treasurer  of  the  ARNMD, 
Roger  C.  Duvoisin,  M.D.,  at  100th  Street  at  5th  Avenue, 
New  York,  New  York  10029;  telephone  (212)  348-8200. 

Cancer  chemotherapy 

Memorial  Sloan-Kettering  Cancer  Center  will  present 
a one-week  course  in  cancer  chemotherapy,  December  6 
to  10,  1976. 

Requests  for  registration  forms  and  program  details 
should  be  addressed  to  Charles  W.  Young,  M.D.,  Memorial 
Sloan-Kettering  Cancer  Center,  1275  York  Avenue,  New 
York,  N.Y.  10021. 

Twelfth  annual  scientific  assembly 

Nearly  100  leaders  of  American  medicine  will  serve  as 
the  faculty  for  the  1977/Twelfth  Annual  Scientific  As- 
sembly of  the  American  Society  of  Contemporary  Medicine 
& Surgery,  to  be  held  January  30  through  February  4 at  the 
Diplomat  Hotel  in  Hollywood,  Florida. 

For  further  information:  John  Bellows,  M.D.,  Director, 
ASCMS,  6 North  Michigan  Avenue,  Chicago,  Illinois 
60602. 

Assembly  of  delegates 

The  Assembly  of  Delegates  of  the  New  York  State  So- 
ciety of  Internal  Medicine  will  be  held  at  the  New  York 
Sheraton,  New  York  City,  on  February  27,  1977. 

Course  on  adverse  drug  reactions 

New  York  University  Post-Graduate  Medical  School  will 
offer  a course  in  “Adverse  Drug  Reactions  In  General 
Practice,”  November  18  and  19.  This  course  will  present 
the  practitioner  with  the  basic  principles  of  pharmacology 
essential  for  understanding  drug-induced  toxicity. 

This  Continuing  Medical  Education  offering  meets  the 
criteria  for  thirteen  hours  of  credit  in  Category  I for  the 
Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

Further  information  may  be  obtained  from  the  Regis- 
tration Department,  Office  of  the  Associate  Dean,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  New 
York,  N.Y.  10016;  or  telephone  (212)  679-3200,  Ext. 
4207. 
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Symposium:  ADVANCES  IN  THE  MANAGEMENT  OF  CLINICAL  HEART  DISEASE 


OCTOBER  29-31,  1976 
Holiday  Inn — Saddle  Brook,  N.J. 

PROGRAM 

Arrhythmias  Associated  with  Myocardial 
Infarction 

Edwin  L.  Rothfeld.  M D. 

Conduction  Defects  during  Myocardial 
Infarction 

Jacob  I.  Haft,  M.D. 

Monitoring  of  Hemodynamics  during 
Myocardial  Infarction 

Richard  O Russell,  Jr.,  M.D. 

Reduction  of  Infarct  Size  during  Myocardial 
Infarction 

Stephen  Scheidt,  M.D 

Management  of  Shock  and  CHF  during 
Myocardial  Infarction 

Robert  C.  Leinbach,  M.D 

Surgical  Experience  with  Preinfarction 
Angina,  Uncomplicated  and  Complicated 

Jack  M.  Matloff.  M D 

Medico-Legal  Problems  in  Cardiology 

Charles  P.  Bailey,  M.D. 

Chronic  Coronary  Disease — Angina 
Pectoris — Medical  Therapy 

Ezra  Amsterdam,  M.D. 

Coronary  Arteriography 

Goffredo  Gensini,  M.D. 

Course  Directors:  Jacob  I Haft,  M.D.,  Charles  P 


Sponsored  By: 

Saint  Michael's  Medical  Center 

Angina  with  Normal  Coronaries  (Spasm — 
Prinzmetals  Angina) 

William  H Gaasch,  M.D. 

Coronary  Bypass  Operation — Indications, 
Short  and  Long  Term  Results 

W Dudley  Johnson,  M.D. 

Surgery  for  Acute  Myocardial  Infarction 

Myron  W Wheat.  Jr  . M.D 

Aneurysmectomy 

William  E Neville.  M D 

Mechanisms  of  Arrhythmias 

Andrew  L Wit,  Ph  D 

His  Bundle  Electrogram  in  Evaluation  of 
Arrhythmias 

Kenneth  M Rosen,  M.D. 

The  Preexcitation  Syndrome — Diagnosis 
and  Treatment 

John  J Gallagher,  M D 

Management  of  Arrhythmias — Newer 
Therapy 

Leonard  S.  Dreifus,  M.D. 

Pacemakers — Current  Status 

S.  Serge  Barold,  M B.' 

Digitalis,  Its  Clinical  Use  and  the  Value  of 
Serum  Level  Determinations 

Thomas  W Smith.  M.D 

Bailey,  M.D. 


Course  Credits:  20  Hours 
AMA  Category  I • AAFP 

Stress  Testing 

Elliott  M Stein.  M.D. 

Isotope  Imaging  in  Cardiology 

Bertram  Pitt,  M.D 

Echo  Cardiography — Valves-Structures 

Daniel  J.  Goodman,  M.D. 

Echo  Cardiography — Evaluation  of 
Pericardial  Disease  and  Left  Ventricular 
Function 

Michael  S.  Horowitz,  M.D 

Panel — Unknown  Echoes,  Phonos  & 

Stress  Tests 

Current  Status  of  Valvular  Surgery 

Charles  P.  Bailey,  M.D. 

Surgical  Management  of  Congenital  Heart 
Disease  in  the  Adult 

Mortimer  J Buckley,  M.D. 

Dissecting  Aneurysm  of  Aorta 

Myron  W Wheat,  M.D. 

Hypertension — Mechanisms  and  Treatment 
Strategy 

John  H.  Laragh,  M.D. 

Hypertension — Therapy 

Lawrence  E Krakoff.  M.D. 


• BRITISH  DEGREE 


For  Further  Information  Write:  Symposium.  Saint  Michael's  Medical  Center,  268  High  St„  Newark.  N.J.  07102. 
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by  her  dentist  was  five  years  before. 

It  seems  important  to  remind  physicians  to  ask  their 
patients  to  remove  the  dentures  in  order  to  facilitate 


Treatment  of  shock  lung 

F rom  a study  of  63  patients,  the  author  and  his  associates 
formulated  a procedure  to  help  prevent  death  or  perma- 
nent pulmonary  damage  from  shock  lung.  Defining  shock 
lung  as  life-threatening  pulmonary  insufficiency  in  the 
absence  of  known  pulmonary  disease,  the  author  elaborates 
on  characteristics  of  the  condition:  a progressive  disease 
which  may  kill  young  people  who  otherwise  might  live  a 
normal  life. 

Treatment  must  be  aggressive  and  started  early. 
James,  P.M.,  Jr.:  Am.  Surg.  41:  451  (Aug.)  1975 


complete  visualization  of  lesions  which,  otherwise,  might 
be  hidden. 

REUBEN  TIZES,  M.D. 
49  Piermont  Road 
Hewlett  Bay  Park,  Hewlett,  N.  Y.  11557 


Defects  of  taste  and  smell 
in  patients  with  hypothyroidism 

Measurements  of  taste  and  smell  functions  in  18  pa- 
tients with  primary  hypothyroidism  revealed  taste  and/ 
or  smell  alterations  in  a majority  of  the  subjects.  These 
abnormalities  were  largely  reversed  by  treatment  with 
thyroid  hormones.  The  results  of  the  study  indicate 
that  taste  and  smell  defects  are  common  clinical  abnor- 
malities in  primary  hypothyroidism,  and  suggest  that 
these  defects  may  contribute  to  the  anorexia  and  lack  of 
interest  in  eating  frequently  observed  in  these  patients. 
McConnell,  R.  J.,  et  al. : Am.  J.  Med.  59:  354  (Sept.) 
1975 
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Medical  News 


“Word  of  Mouth”  pamphlet 

Keep  an  eye  on  your  mouth,  advises  the  American 
Cancer  Society  in  “Word  of  Mouth,”  a new  pamphlet  on 
oral  cancer.  The  pamphlet  offers  two  key  ways  to  protect 
yourself — moderation  and  checkups. 

“Hot  foods,  liquids,  heavy  liquor  intake  and,  of  course, 
smoking  are  suspected  causes  of  oral  cancer,”  advises 
Thomas  F.  Nealon,  M.D.,  chairman  of  the  Society’s  New 
York  City  Division  Public  Education  Committee. 

“Moderation  or  modification  of  these  habits  is  advis- 
able,” he  added. 

Dr.  Nealon  also  advises  a monthly  inspection  of  the 
mouth,  using  a mirror  and  good  light.  “Look  for  change 
in  color,  irritated  areas,  or  persistent  sores.  And,  of  course, 
have  a yearly  checkup  by  your  physician  or  dentist.” 

Some  18,000  cases  of  oral  cancer  are  found  each  year. 
Easily  spotted  by  a dentist,  oral  cancer  is  easily  treated  and 
diagnosed  by  a physician  in  its  early,  curable  stages. 

For  further  information  and  the  pamphlet,  contact  the 
American  Cancer  Society,  New  York  City  Division,  Inc., 
19  West  56th  Street,  New  York,  New  York  10019.  Tele- 
phone -JUdson  6-8700,  ext.  228,  249. 

Cardiac  diagnostic  center  approved 

The  Cardiac  Diagnostic  Center  at  Binghamton  General 
Hospital  has  been  approved  by  the  State  of  New  York 
Department  of  Health,  following  a survey  by  the  State 
Cardiac  Advisory  Committee. 

Cardiac  diagnosis  primarily  involves  cardiac  catheter- 
ization, and  is  essential  to  the  diagnosis  of  coronary  artery 
disease  and  other  disorders  and  dysfunctions  of  the  heart 
and  its  blood  vessels.  The  Center  is  also  equipped  for 
other  types  of  angiographic  techniques. 

Brooklyn  hospitals  merge  open-heart  programs 

In  keeping  with  recommendations  of  the  New  York  City 
Health  Systems  Agency  and  the  New  York  State  Depart- 
ment of  Health  to  consolidate  highly  specialized  and  costly 
programs  of  patient  care,  Jewish  Hospital  and  Medical 
Center  of  Brooklyn,  Long  Island  College  Hospital,  and 
Maimonides  Medical  Center  have  merged  their  open-heart 
surgical  programs. 

Although  each  center  will  continue  to  provide  diagnostic 
cardiology  and  cardiac  catheterization,  all  open-heart 
surgery  will  be  performed  at  Maimonides  by  a combined 
team  of  certified  cardiovascular  surgeons. 

Arrangements  have  been  made  for  the  physicians  in- 
volved in  the  diagnostic  studies  in  each  of  the  institutions 
to  follow  their  cases  after  surgery  at  Maimonides  to  insure 
the  continuity  of  patient  care. 

The  three  hospitals  and  their  affiliates  performed  more 
than  1,500  cardiac  catheterizations  in  1974,  implying  a need 
for  at  least  300  surgical  procedures  for  these  patients. 
Brooklyn,  with  a population  of  almost  three  million  people, 

Material  for  inclusion  in  the  medical  news  section  must  he  re- 
ceived eight  weeks  prior  to  publication  date. 


would  thereby  be  served  by  two  open-heart  surgical  pro- 
grams: one  at  Maimonides  and  the  other  at  Downstate 
Medical  Center. 

Cooperative  efforts  among  hospitals  must  be  assigned 
increased  priority  in  future  planning.  An  agreement  be- 
tween Maimonides  and  Jewish  Hospital  already  exists 
regarding  a new  “CAT”  (computerized  axial  tomography) 
scanner,  whose  use  can  be  shared  in  the  interest  of  high 
quality  patient  care,  avoiding  duplication  of  costly  equip- 
ment. 

Musicians  wanted 

Musicians  are  invited  to  join  two  orchestras.  The 
Brooklyn  Doctors’  Symphony  rehearses  Wednesdays  in  the 
Nurses’  Auditorium  2nd  floor  Residence  Hall,  Clarkson 
and  New  York  Avenues,  Kings  County  Hospital  Center, 
Brooklyn,  New  York.  The  Doctors’  Orchestral  Society  of 
New  York  meets  Thursday  evenings  in  the  Auditorium  of 
Stuyvesant  High  School,  East  15th  Street  between  First 
and  Second  Avenues,  New  York.  Rehearsals  are  held  8:15 
to  10:15  p.m.  during  October  through  May.  Please  contact 
Benjamin  A.  Rosenberg,  M.D.,  909  President  Street, 
Brooklyn,  New  York.  (212)  NE  8-2370. 

Use  of  tranquilizers  warning 

The  Food  and  Drug  Administration  on  July  22  ordered 
the  manufacturers  of  the  largest-selling  tranquilizers  to 
warn  physicians  that  these  drugs  should  almost  always  be 
avoided  by  women  during  the  first  three  months  of  preg- 
nancy. 

Three  recent  studies  indicate  there  may  be  an  associa- 
tion between  use  of  the  tranquilizers  in  early  pregnancy, 
and  malformations  such  as  cleft  lip  in  babies. 

The  tranquilizers  affected  by  the  order  are  the  drug 
meprobamate,  best  known  by  the  brand  names  Miltown 
and  Equanil,  and  a group  of  drugs  known  as  the  benzodi- 
azepines, the  most  familiar  of  which  are  diazepam  (Valium) 
and  chlordiazepoxide  (Librium).  These  drugs  are  widely 
prescribed  for  the  relief  of  anxiety  and  tension.  The 
warning  will  be  required  in  the  labeling  of  generic  and 
brand-name  versions  of  these  drugs. 

Alexander  M.  Schmidt,  M.D.,  Commissioner  of  Food  and 
Drugs,  said:  “The  studies  do  not  demonstrate  conclusively 
that  these  drugs,  taken  during  early  pregnancy,  can  cause 
cleft  lip  or  other  birth  defects.  But  use  of  these  tranquil- 
izers during  pregnancy  is  rarely  a matter  of  urgency,  and 
their  use  during  this  time  should  almost  always  be  avoided. 
The  warning  label  we  are  now  requiring  will  provide  phy- 
sicians with  the  information  they  need  to  prescribe  these 
drugs  safely.” 

FDA  previously  had  alerted  physicians  to  the  possible 
association  between  the  tranquilizers  and  malformations 
in  infants  through  an  article  in  the  Septemher-November 
1975  Drug  Bulletin,  an  FDA  publication  sent  to  all  phy- 
sicians, pharmacists,  and  other  health  professionals. 

The  warning  will  appear  in  the  labeling  provided  to 
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physicians.  It  must  appear  in  bold  face  type,  set  apart 
from  other  label  warnings. 

The  labeling  for  these  drugs  for  many  years  has  carried 
a general  statement  that  the  use  of  any  drug  in  pregnant 
women  requires  that  the  potential  benefit  of  the  drug  be 
weighed  against  the  possible  hazard  to  the  mother  and 
child,  but  this  is  the  first  time  the  labeling  will  specifically 
warn  against  using  these  drugs  during  the  first  three 
months  of  pregnancy. 

The  new  warning  also  will  advise  physicians  that,  before 
prescribing  these  tranquilizers  for  a woman  of  child- 
bearing age,  they  should  consider  the  possibility  she  may 
be  pregnant. 

The  warning  will  further  advise  physicians  to  tell  women 
of  child-bearing  age  that  if  they  become  pregnant  or  wish 
to  become  pregnant  while  taking  these  drugs,  they  should 
discuss  with  their  physicians  the  desirability  of  discon- 
tinuing the  drug. 

FDA  told  the  manufacturers  they  must  add  the  warning 
to  labeling  within  sixty  days  or  at  the  next  printing  of  the 
labeling,  whichever  comes  first.  FDA  will  withdraw  ap- 
proval of  any  drug  that  fails  to  carry  the  label  warning. 
The  order  appears  in  the  Federal  Register  of  Friday,  July 
23,  1976. 

Here  and  there 

Appointed:  Shirley  A.  Mayer,  M.D.,  to  the  post  of  Deputy 
Commissioner  for  Professional  Standards  and  Review  for 
the  New  York  City  Health  Department  . . . Cyrille  R. 
Halkin,  M.D.,  as  vice-president  for  development  at  New 
York  Medical  College  . . . John  F.  Gillooley,  M.D.,  as  di- 
rector, Department  of  Pathology,  St.  Vincent’s  Hospital 
and  Medical  Center  of  New  York  . . . Dr.  Christian  An- 
derson, assistant  director,  Brookhaven  National  Labora- 
tory, as  new  chairman  of  the  Council  at  the  State  Univer- 
sity of  New  York  at  Stony  Brook. 

Promoted:  Charles  P.  DeFeo,  Jr.,  M.D.,  chief  of  the  bul- 
lous disease  clinic  at  the  Skin  and  Cancer  Unit;  Richard  C. 
Gibbs,  M.D.;  and  George  H.  Kostant,  M.D.,  promoted  to 
professor  of  clinical  dermatology,  all  at  New  York  Uni- 
versity School  of  Medicine. 

“Laughing  gas”  relieves  pain 
of  heart  attacks 


Coming 


in 


New  York  State 
Journal  of  Medicine 


Bicentennial  History 

(Continued) 

Diabetes;  Current  Status 
Huntington’s  Disease  in  New  York  State 
Vanishing  Internship 
Infectious  Diseases 
Levarterenol  for  Gastrointestinal  and 
Intraoperative  Bleeding 
Oral  Estramustine  Phosphate  for  Carcinoma 
“Unnecessary”  Surgery 
Mass  Screening  for  Breast  Cancer 
by  Mammography 
Hypertension 

Roentgen  Signs  in  Pancreatitis 
Cost  Control  of  Urine  Cultures 

School  Health 


“Laughing  gas”  is  effective  in  relieving  the  pain  of  heart 
attacks,  says  a report  in  the  March  1 issue  of  the  Journal 
of  the  American  Medical  Association. 

Nitrous  oxide — the  proper  name  for  “Laughing  Gas” — 
was  tested  in  a mixture  with  oxygen  on  69  patients  in  one 
study  and  42  patients  in  another  by  a research  team  at 
Harvard  School  of  Public  Health,  Boston. 

The  conclusion — A mix  of  35  per  cent  nitrous  oxide  with 
oxygen  has  a clear-cut  role  in  pain  relief  in  heart  attack.  It 
is  safe  and  effective  for  mild  pain,  and  is  useful  for  relief 
of  more  serious  pain. 

The  finding  offers  a better  means  of  controlling  pain  in 
heart  attacks.  The  most  commonly  used  drug  is  morphine 
or  one  of  its  derivatives.  But  the  morphine  itself  some- 
times causes  nausea  and  vomiting  in  an  already  distressed 
patient.  And  administration  of  pure  oxygen  alone  is  not 
very  effective  in  relieving  pain. 

The  report  is  by  M.D.s  Peter  L.  Thompson  and  Bernard 
Lown.  Dr.  Thompson  has  since  moved  to  the  Perth 
(Australia)  Medical  Center. 


Bronchodilator  Agents  and  Arrhythmia 
Benzodiazepines  and  Neurotic  Anxiety 
Basement  Membrane  Antibody  with 
Skin  Bullae 

Radiopathologic  Conferences 
Tuberculin  Sensitivity  of  Contacts  of 
Tuberculosis  Patients 
Midtrimester  Abortion  with  PGF2X  and 
Hypertonic  Saline 

Annual  Convention— November,  1976 
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Live  a little  history 
while  you  learn  a lot  of  new  medicine 


American  Medical  Association’s  30th  Clinical  Convention  • Scientific  Program 
December  4-7,  1976/Philadelphia  Civic  Center,  Philadelphia,  Pa. 


AMA’s  30th  Clinical  Convention  • December  4-7,  1976  • Philadelphia  Civic  Center 


Please  print  and  return  to: 

AMA  Department  of  Meeting  Services 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

General  Registration 

AMA  members  and  their  guests:  no  fee 

Non-member  physicians:  S35 

Guests  of  non-members:  $10  per  person 

Medical  students,  interns,  residents,  Canadian, 

and  foreign  physicians:  no  fee 

Does  not  include  CME  Course,  Sessions,  or  Luncheons  Fees. 

I am  a member  of  the  AMA  through  the  following 
State  Medical  Association  or  government  service 


If  not,  I have  added  $35  non-member  fee  to  my 

course  registration  remittance  of  $ , 

which  is  enclosed  in  the  form  of  a check  or  money 
order  payable  to  the  American  Medical  Associa- 
tion. I understand  payment  must  accompany  my 
choice  of  course(s)  on  this  registration  coupon. 

Confirmation  of  my  selection(s)  will  be  mailed 
to  me  according  to  the  deadlines  itemized.  Please 
send  AMA's  Philadelphia  Clinical  Convention 
Brochure  □. 

Name  

Office  Address 


City/State/Zip 


Office  Phone  No. 


Course 

Code 

S-1. 

S-2. 

S-3 

S-4 

S-5. 


Credit 

Hours 

5 

6 
6 
6 
3 


Fees 

$ 50 
60 
60 
60 
30 


Number  of  Preferences 
Sat.  Sun.  Mon.  Tue. 


S-6. 

S-7. 

S-8. 

S-9. 

S-10 

S-1 1 . 

S-12. 

S-13. 

S-14. 

S-15. 

S-16. 

S-1 7. 

S-18. 

S-1 9. 

S-20. 

S-21 . 

S-22. 

S-23. 

S-24. 

S-25. 

S-26. 

S-27. 

S-28. 

S-29. 

S-30. 

S-31 . 

S-32. 

S-33. 

S-34. 

S-35. 

S-36. 

S-37. 

S-38. 

S- 99- 


S-40. 

S-41 . 

S-42. 

S-43. 

S-44. 

6 45  - 

S-46. 


3 

5 
3 
3 
3 

11 

6 
6 
6 
6 
6 
3 
3 
3 
3 
3 
3 

12 

6 

6 

3 

3 

3 

3 

3 

3 

6 

6 

6 

6 

6 

5 

3 

— 0- 

3 

3 

3 

5 

3 

— 8- 


30 

50 

30 

30 

30 

130 

60 

60 

60 

60 

60 

30 

30 

30 

30 

30 

30 

120 

60 

60 

30 

30 

30 

30 

30 

30 

60 

60 

60 

60 

60 

50 

30 

-99- 

30 

30 

30 

50 

30 

-99- 

30 


Add  $35  if  Non-AMA  Member 


TOTAL 


Special  Note  • In  addition  to  the  postgraduate  courses  outlined  here,  the  Oct.  1 1,  1976,  JAMA  Convention  Issue  contains  9 gen- 
eral sessions,  16  luncheon  sessions,  and  32  “Meet  the  Professor”  meetings  available  to  you.  The  AMA’s  Philadelphia  Clini- 
cal Convention  Brochure  also  contains  this  information.  All  inquiries  should  be  directed  to  the  AMA  Department  of  Meeting 
Services,  535  N.  Dearborn  St.,  Chicago,  II.  60610  and/or  direct  phone  inquiries  to:  AMA  Department  of  Meeting  Services  at 
(312)  751-6187. 
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A CME  program  tailored  to  your  needs  • The  primary  pur- 
pose of  the  AMA  Clinical  program  is  to  provide  you  with  a 
broad-based,  multidisciplinary  learning  experience  which  is 
usually  not  available  in  specialty  society  continuing  medical 
education  (CME)  programs.  For  this  purpose,  the  scientific 
program  features  an  exceptionally  large  and  broad  selection 
of  Category  1 postgraduate  courses  which  provide  credits 
toward  the  AMA  Physician’s  Recognition  Award.  In  fact,  the 
scientific  program  is  the  largest  ever  offered  at  an  AMA 
Clinical  Convention. 

In  Category  1,  you  can  choose  from  46  postgraduate 
courses,  9 general  sessions,  telecourses,  living  teaching 
demonstrations,  and  conducted  exhibit  rounds.  In  addition, 
Category  2 credits  can  be  obtained  by  paid  attendance  at  16 
luncheon  and  32  “Meet  the  Professor”  sessions. 


The  Bicentennial  City  • It  is  particularly  appropriate  in 
this  Bicentennial  Year  that  Philadelphia  be  the  site  of  AMA’s 
30th  Clinical  Convention.  Because  Philadelphia  is  not  only 
the  birthplace  of  our  Nation,  but  it  can  also  lay  legitimate 
claim  to  being  the  cradle  of  American  medicine.  It  is  the 
site  of  the  first  hospital,  the  first  medical  school,  and  the 
home  of  many  famous  American  Colonial  physicians,  such 
as  Benjamin  Rush,  John  Shippen,  and  John  Morgan. 

In  your  off  hours,  you  can  step  back  into  history  with  visits 
to  Independence  Hall,  the  new  Liberty  Bell  Pavilion,  Betsy 
Ross’  House,  the  Franklin  Institute,  and  many  other  histori- 
cal sites.  For  all  of  its  historical  significance,  Philadelphia 
is  as  modern  and  sophisticated  a city  as  there  is.  There’s 
a multitude  of  superb  restaurants  to  delight  the  gourmet, 
including  the  Old  Original  Bookbinder’s. 


Plan  Now  for  Your  CME  in  Philadelphia  • Use  the  coupon 
to  register  now  for  the  postgraduate  courses  of  your 
choice.  The  complete  selection  and  full  descriptions  of  the 
over  103  CME  events  will  be  available  in  the  October  11, 
1976,  Clinical  Convention  Issue  of  the  Journal  of  the  Ameri- 
can Medical  Association  (JAMA).  You  may  also  check  the 
coupon  box  to  receive  the  AMA’s  Philadelphia  Clinical 
Convention  Brochure  which  has  material  similar  to  the 
JAMA  Convention  Issue.  After  filling  in  information,  send 
this  coupon  to  the  AMA  with  your  accompanying  check  or 
money  order.  Advance  registration  requests  must  be  re- 
ceived by  October  29,  1976.  Course  tickets  and  registration 

Postgraduate  Courses 

Saturday,  Dec.  4,  1976 

7:30  AM-Noon  (5  hours:  S50) 

*S-1.  Basic  Life  Support  (Cardiopulmonary 
Resuscitation — CPR) 

9:00  AM-5:30  PM  (6  hours:  S60) 

S-2.  Practice  Management  Seminar 
S-3.  Writing  for  Scientific  Journals 
*S-4.  Nutrition:  Parenteral  & Alimentary 
9:00  AM-Noon  (3  hours:  S30  each) 

*S-5.  Basic  Electrocardiography 
S-6.  Evaluation  of  the  Dizzy  Patient 
1:00-5:30  PM  (5  hours:  S50) 

S-7.  Basic  Life  Support  (CPR) 

2:30-5:30  PM  (3  hours:  $30  each) 

S-8.  Hematologic  Disorders  in  Children 
S-9.  The  Eye  & Office  Practice 
S-10.  Coronary  Artery  Disease:  Medical  vs 
Surgical  Therapy 

Sat.,  Dec.  4 & Sun.,  Dec.  5 

9:00  AM-5:30  PM  & 9:00  AM-Noon  (11  hours:  SI  10,  plus 
S20  lab  fee  = S130) 

S-ll.  Public  Speaking  Seminar 
9:00  AM-Noon  & 9:00  AM-Noon  (6  hours:  S60  each) 

*S-12.  Fluid  & Electrolyte  Therapy 
S-13.  Diseases  of  the  Bowel 

S-14.  Arthritis  Update:  Medical  & Surgical  Management 
2:30-5:30  PM  & 2:30-5:30  PM  (6  hours:  S60  each) 

*S-15.  Management  of  Diabetes  Mellitus 
S-16.  Hypertension 

Sunday,  Dec.  5,  1976 

9:00  AM-Noon  (3  hours:  S30  each) 

S-17.  Diagnosis  & Treatment  of  Fractures  of  the 
Upper  Extremities 

*S-18.  Advanced  Electrocardiography 
S- 19.  Emergency  Medicine 
2:30-5:30  PM  (3  hours:  S30  each) 

*S-20.  Pulmonary  Function  & Blood  Gases 
S-2 1 . Behavioral  Problems  Involving  Children  & Adolescents 
S-22.  Recent  Advances  in  Cancer  Surgery 

Sun.,  Dec.  5 & Mon.,  Dec.  6 

7:30  AM-5:30  PM  & 7:30  AM-Noon  (12  hours:  S120) 

S-23.  Advanced  Life  Support  (CPR) 


materials  will  be  sent  to  you  on  November  12,  1976.  All 
tickets  requested  after  that  deadline  date  will  be  held  for 
pickup  at  the  Postgraduate  Registration  Desk  in  the  Phila- 
delphia Civic  Center. 

If  the  minimum  course  registration  is  not  attained  for  your 
first  choice,  or  if  the  course  is  full,  one  of  your  alternate 
choices  will  be  substituted.  It  is  best  to  register  early  be- 
cause the  class  sizes  are  limited.  All  medical  students,  in- 
terns, and  residents  are  entitled  to  a 50%  discount  on  post- 
graduate course  fees  (S10  per  Category  I credit  hour  is 
standard  rate). 


9:00  AM-Noon  & 9:00  AM-Noon  (6  hours:  S60) 

S-24.  Jaundice:  Diagnosis,  Treatment  & Management 
2:30-5:30  PM  & 9:00  AM-Noon  (6  hours:  S60) 

S-25.  Everything  You  Want  to  Know  About  New 
Diagnostic  Techniques:  Scoping,  Scanning, 

& Angiography 

Monday,  Dec.  6,  1976 

9:00  AM-Noon  (3  hours:  S30  each) 

S-26.  Diagnosis  & Treatment  of  Fractures  of  the 
Lower  Extremities 
S-27.  Neonatology 

S-28.  Current  Controversies  in  Gynecology 
2:30-5:30  PM  (3  hours:  $30  each) 

S-29.  Basic  Electrocardiography 
S-30.  Pulmonary  Function  & Blood  Gases 
*S-31.  Complications  of  Psychotropic  Drugs 

Mon.,  Dec.  6 & Tues.,  Dec.  7 

9:00  AM-Noon  & 9:00  AM-Noon  (6  hours:  S60  each) 

S-32.  Immunology  1976 

S-33.  Thromboembolism:  Prevention,  Diagnosis, 

& Treatment 

2:30-5:30  PM  & 2:30-5:30  PM  (6  hours:  $60  each) 

S-34.  Fluid  & Electrolyte  Therapy 
S-35.  Nutrition:  Parenteral  & Alimentary 
S-36.  Management  of  Diabetes  Mellitus 

Tuesday,  Dec.  7,  1976 

7:30  AM-Noon  (5  hours:  S50) 

S-37.  Basic  Life  Support  (CPR) 

9:00  AM-Noon  (3  hours:  $30  each) 

S-38.  Diagnosis  & Treatment  of  Fractures  in  Children 
*S  39.  Dermatology  for  the  Nonderinatulugist 
S-40.  Allergic  Emergencies 
S-41.  Medical  Problems  in  Long-Term  Care 
S-42.  Acute  Hand  Problems 
1:00-5:30  PM  (5  hours:  S50) 

S-43.  Basic  Life  Support  (CPR) 

2:30-5:30  PM  (3  hours:  $30  each) 

S-44.  Advanced  Electrocardiography 
S*45.  Dermatolugy  foi  the  Nuudeirrratulogist 
S-46.  Complications  of  Psychotropic  Drugs 


♦Course  repeated.  See  course  list  for  dates  & times. 
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AMA  HOUSING  BUREAU  * Suite  1420 
c/o  The  Philadelphia  Convention  & Visitors  Bureau 
1617  John  F.  Kennedy  Boulevard 
Philadelphia,  Pennsylvania  19103 


30th  AMA  Clinical  Convention 
December  4-7,  1976  • Philadelphia,  Pa. 


Housing 

Form 


Key  # 

Hotel/Motel 

Single 

Double 

Twin 

Suite 

1. 

Bellevue  Stratford 

$27  00-40.00 

$34.00-47.00 

$34.00-47.00 

$ 60.00-105.00  (1  Bedroom) 
107.00-152.00  (2  Bedrooms) 

2 

Hilton  of  Philadelphia 

30.00-40.00 

40.00-50.00 

40.00-50.00 

110.00- 190.00  (1  Bedroom) 

160.00- 250  00  (2  Bedrooms) 

3. 

Holiday  Inn—  Center  City 

CO-HEADQUARTERS  HOTEL  NO  ROOMS  AVAILABLE 

4. 

Penn  Center  Inn 

25.00-27.00 

30.00-32.00 

30.00-32.00 

60.00  (1  Bedroom) 

90.00  (2  Bedrooms) 

5. 

Philadelphia  Sheraton 

HEADQUARTERS  HOTEL 

NO  ROOMS  AVAILABLE 

6. 

University  City-Holiday  Inn 

29.00 

36.00 

36.00 

95.00-105.00  (1  Bedroom) 

7. 

Warwick  Hotel 

32.00-38  00 

38.00-44.00 

38.00-44.00 

75.00-100.00  (1  Bedroom) 
100.00-150.00  (2  Bedrooms) 

THE  ABOVE  RATES  ARE  SUBJECT  TO  A 6%  HOUSE  OCCUPANCY  TAX. 


American  Medical  Association’s  1976 
Philadelphia  Clinical  Convention 

FOR  ROOM  RESERVATIONS 

Please  print  or  type  four  choices 

1 

2 

3 


(Detach,  fill  out,  & return  this  with  your  postage,  please.) 

Please  add  6%  for  the  House  Occupancy  Tax;  if  your  rate  requested  is  not  available, 
the  next  highest  rate  will  be  assigned  DO  NOT  send  your  request  directly  to  the  hotel; 
it  will  only  delay  your  confirmation  Kindly  make  all  necessary  changes  and  cancella- 
tions directly  with  the  Housing  Bureau  in  Philadelphia,  and  be  sure  and  specify  your 
time  of  arrival,  as  well  as  the  date  If  you  are  an  Industrial  Exhibitor,  please  specify 
your  firm's  name  and  the  list  of  all  the  occupants  for  all  the  rooms  that  you  are  re- 
serving 

CONFIRMATIONS  WILL  BE  MAILED  UP  TO  NOVEMBER  12,  1976. 

Room  will  be  occupied  by 


4 

Please  enter  my  reservation  at  the  above  hotel/motel  for 


Name 


Firm  


(Please  print  or  type  ) 


Single(s) 


Double(s)  Address 


— at  5 


at  $ 

Twirt(s) 


at  $ 


1 Bedroom 


Suite(s) 


2 Bedroom 


at  $_ 


at  $ 


City/State/Zip  Code 

Office  Phone  Number  ( ) 

Additional  Occupants  (List  ages  of  children,  if  any) 


Arrival  Date at p^'  Departure  Date 
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Books  Reviewed 


Care  for  the  Injured  Child.  By  the  Surgical  Staff  of  the 
Hospital  for  Sick  Children,  Toronto,  Canada.  Baltimore, 
The  Williams  & Wilkins  Company,  1975.  Illustrated,  444 
pages.  Hardcover,  $28. 

The  “Care  for  the  Injured  Child”  represents  the  ap- 
proach to  the  injured  child  by  the  surgical  staff  of  the 
Hospital  for  Sick  Children  in  Toronto,  Canada. 

The  book  is  based  on  the  experience  gathered  by  a well 
qualified  staff  of  the  largest  children’s  hospital  in  the  world. 
The  contributors  are  known  for  the  expertise  in  their  fields 
and  include  not  only  surgical  specialties  but  also  pediatrics 
and  anesthesia.  The  main  aspect  is  directed  toward  sur- 
gical injuries  and  probably  represents  the  most  complete 
standard  reference  in  this  area.  The  depth  of  the  indi- 
vidual chapters  varies;  surprisingly  short  in  urinary  injuries 
and  extensive  in  fractures,  the  latter  not  surprising,  con- 
sidering that  the  Chief  of  Surgery  is  Robert  B.  Salter.  The 
clear  and  concise  over-all  approach  makes  the  book  not 
only  very  readable  but  it  can  be  used  as  a practical  refer- 
ence work  by  any  practitioner.  The  content  makes  the 
book  equally  valuable  to  pediatricians  and  surgeons  alike, 
and  all  personnel  responsible  for  the  care  of  the  injured 
child. 

In  contrast  to  many  of  the  available  textbooks  dealing 
with  trauma  the  book  not  only  represents  the  approach 
taken  at  Toronto  Children’s  Hospital  but  also  provides 
pertinent  references  for  further  information.  Peter  K. 
Kottmeier,  M.D. 

Medical  Statistics  in  World  War  II.  Prepared  and 
published  under  the  direction  of  Lieutenant  General 
Richard  R.  Taylor,  The  Surgeon  General,  United  States 
Army.  Editor-in-Chief,  Colonel  John  Lada,  MSC,  USA. 
Editor  for  Medical  Statistics,  Frank  A.  Reister.  Wash- 
ington, D.C.,  Office  of  the  Surgeon  General.  Department 
of  the  Army,  1975.  Cloth,  1,215  pages.  Price  $19.50. 

If  this  reviewer  may  be  permitted  to  wax  philosophi- 
cal— it  is  a strange  feeling  to  pick  up  a volume  which  re- 
duces to  a mass  of  statistics  the  agony  of  a world  at  war. 
The  agitation  is  further  enhanced  when  one  has  been  a part 
of  those  statistics  in  the  delivery  of  medical  care. 

Be  that  as  it  may,  the  volume  is  one  that  must  be  perused 
carefully  to  appreciate  the  vast  amount  of  information  that 
it  offers.  One  is  struck  with  the  total  effort  that  was 
evolved  in  World  War  II.  The  improvement  in  medical 
care  and  rate  of  survival  is  obvious.  In  the  present  time, 
when  there  are  strident  voices  throughout  the  land  be- 
moaning the  lack  of  physicians,  one  wonders  how  a country 
gave  up  its  hundreds  of  physicians  to  care  for  its  Armed 
Forces  and  managed  to  still  provide  care  for  its  citizen 
population.  It  would  have  been  of  interest  to  include  a 
chapter  or  some  statistics  on  the  number  of  physicians  in 
the  Armed  Forces  and  their  disposition. 

At  any  rate,  this  volume  is  a must  for  all  good  medical 
libraries.  Perhaps  it  would  have  been  more  complete  to 
have  included  the  Navy  Statistics.  Edward  Siegel, 
M.D. 


Complement:  Mechanism  and  Function.  By  Abraham 

G.  Osier,  Ph.D.  Englewood  Cliffs,  N.J.,  Prentice-Hall,  Inc., 
1976.  Illustrated,  193  pages.  Hardcover,  $18.95. 

This  book  is  part  of  an  excellent  series  of  monographs 
on  topics  in  immunology.  Dr.  Osier  has  succeeded  in 
presenting  an  historical  perspective  and  current  overview 
of  the  advances  in  the  field  of  complement.  The  book  is 
balanced  with  frequent  reference  to  normal  and  abnormal 
clinical  states  in  man.  The  chapters  have  the  usual  but 
very  logical  divisions  necessary  for  a comprehensive  review 
of  this  subject.  A rather  weak  introductory  chapter  is 
followed  by  very  strong  discussions  of  the  classical  and 
alternate  pathways  of  complement  as  well  as  mechanisms 
and  measurements  of  complement  fixation.  There  are 
frequent  references  to  the  biochemical  and  physical 
properties  of  the  complement  molecules.  In  addition,  the 
methodologies  utilized  to  detail  the  various  and  complex 
interactions  in  this  system  are  clearly  and  explicitly  dis- 
cussed. The  remaining  chapters  discuss  the  sites  of  syn- 
theses, kinetics,  deficiencies  and  various  roles  of  comple- 
ment system  in  host  defense,  inflammation,  and  human 
disease.  These  topics  are  given  an  even  and  appropriate 
discussion;  and  highlight  the  well  documented  facts  con- 
cerning complement  components.  New  evidence  is  in- 
serted at  rather  regular  intervals  to  remind  the  reader  of 
the  rapidly  changing  state  of  knowledge  in  this  field.  A 
considerable  number  of  well  placed  and  informative  tables 
help  the  reader  to  summarize  the  material  presented.  The 
formidable  task  of  presenting  a very  complex  subject  in  a 
comprehensive  fashion  is  never  easy  or  totally  accom- 
plished. Summaries  of  all  chapters  would  have  been 
helpful  if  this  book  were  to  serve  as  an  introduction  to 
complement  for  some  of  its  readers.  This  book,  however, 
is  well  worth  the  time  required  to  study  its  contents  and 
is  recommended  highly  for  readers  interested  in  this  im- 
portant area  of  immunology.  Neil  E.  Kay,  M.D.,  and 
Steven  D.  Douglas,  M.D. 

Hematology:  Physiologic,  Pathophysiologic,  and 

Clinical  Principles.  By  James  W.  Inman,  M.D.  New 
York,  Macmillan  Publishing  Co.,  Inc.,  1975.  Illustrated, 
1,055  pages.  Cloth,  $34.95. 

Linman’s  textbook  of  hematology  is  a single-author  book 
covering  all  of  hematology,  from  abetalipoproteinemia  to 
the  ZW  platelet  antigen  system,  with  coagulation,  hema- 
tologic oncology,  and  immunohematology  between.  A 
personal  point  of  view  emerges  in  many  sections  and — 
agree  or  disagree — it  is  interesting.  Dr.  Linman  feels  that 
all  iron  deficient  anemia  (no  matter  how  mild)  is  hypo- 
chromic; that  the  Schilling  test  ought  not  to  be  routine  in 
working  up  possible  pernicious  anemia;  that  even  a marrow 
may  be  superfluous;  and  that  EB  virus  isn’t  necessarily  the 
cause  of  infectious  mononucleosis.  These  are  not  pre- 
sented as  arbitrary  opinions  but  as  developed  points  of 
view. 

The  book  has  a personality — and  that  is  nice — but  there 

continued  on  page  1927 
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MEMBERSHIP  BENEFITS 


OFFERED  BY  THE 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


SUPPLEMENTAL  INSURANCE  STATE  SPONSORED  PROGRAMS 

These  programs  offer  excellent  protection  for  our  members  at  low  cost,  and  with  a special  renewal  guarantee. 

1.  Group  Life  Plan 

2.  Disability  Income  Program 

3.  Office  Overhead  Program 

4.  Hospital  Indemnity  Plan 

5.  Accidental  Death,  Dismemberment  & Permanent  Total  Disability  Plan 

The  State  Society  plans  are  designed  to  supplement  County  Medical  Society  insurance  plans.  Members  are  advised 
to  first  support  their  County  insurance  plans  before  purchasing  the  State  plan. 

CHEMICAL  BANK  FINANCIAL  SERVICES 

With  branches  throughout  the  State,  a unique  financial  package  has  been  designed  for  members  with  special  needs  of 
the  physician  in  mind.  These  are  available  upon  your  opening  a free,  personal  checking  account  and  a savings  ac- 
count. 

CAR  BUYING,  LEASING  & RENTING 

1.  Carann  Corp.  has  designed  a program  for  our  Society  that  will  enable  members  to  lease  any  new  American  car 
at  the  lowest  prices  available.  For  those  members  signing  a lease  for  a 1977  automobile  at  our  booth  during  the 
Annual  Convention,  a C.B.  radio  will  be  included  at  no  additional  cost.  Carann  Corp.  is  continuing  its  program  of 
“car  purchasing”  on  behalf  of  Medical  Society  members  at  $125  over  cost  on  most  1977  American  automobiles. 
The  purchasing  will  be  made  through  a bona  fide  franchised  dealer  as  close  to  your  home  as  possible.  Special 
long  and  short  term  leasing  arrangements  are  also  available. 

2.  Avis  has  an  international  network  of  car  leasing  services  which  have  specially  negotiated  prices  for  the  members 
of  our  Society.  They  have  toll-free  telephone  numbers  for  use  in  reserving  a car  at  any  of  the  worldwide  locations. 
They  also  rent  trucks  in  the  USA  only. 

TRAVEL  SERVICE  (PHYSICIANS  TRAVEL  CLUB) 

The  Physicians  Travel  Club  for  members  and  their  families  has  been  organized  with  the  assistance  of  our  travel  coordi- 
nator, Travel  Dynamics  Inc.  of  New  York  City. 

A CONCERT/THEATRE  CLUB 

Offers  free  and  discount  tickets  to  concerts,  Broadway  and  Off-Broadway  shows  at  a special  low  annual  fee.  Also  in- 
cluded are  special  group  discounts  on  consumer  items,  such  as  major  appliances. 

OTHER  PURCHASES  AVAILABLE  AT  SPECIAL  LOW  PRICES 

1.  Waterford  Crystal  imported  directly  from  Ireland 

2.  Encyclopedia  Britannica 

3.  Book  purchasing  through  select  publishers 


For  detailed  information  on  all  benefits,  please  check  the  form  on  the  facing  page.  Mail  to: 


Division  of  Insurance  & Membership  Benefits 
Medical  Society  of  the  State  of  New  York 
420  Lakeville  Road,  Lake  Success,  N.Y.  11040 

516-488-6100 
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ORDER  FORM — MSSNY  MEMBERSHIP  BENEFITS 


Please  send  me  the  following  information: 

Car  Leasing Car  Rental Car  Purchasing 

MSSNY  Concert  Theatre  group  consumer  discount  benefits 

Concert/Theatre  Club 

Chemical  Bank  Financial  Services 

Physicians  Travel  Club 

Supplemental  Insurance  State  Sponsored  Programs 

Group  Term  Life  Insurance 

Disability  Income  Insurance 

Office  Overhead  Expense  Insurance 

Hospital  Indemnity  Insurance 

Accidental  Death  & Dismemberment  Insurance 

Waterford  Crystal 

Pattern Model/Number 

# of  each Style 

Encyclopedia  Britannica 

Book  Purchasing:  Author 

Title 

Publisher 

Indicate  other  areas  you  would  like  us  to  explore: 


Name 

(Please  Print) 

Address 

County  Medical  Society  to  which  I am  a member  in  good  standing 


Tel.  #: 

(area  code) 

Zip 
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170th  ANNUAL 
CONVENTION 


MEDICAL  SOCIETY  — 
STATE  OF  NEW  YORK 

Americana  of  New  York 

November  7-1 1,  1976  New  York  City 


Highlights  . . . General  Sessions:  Breast  Can- 
cer; Humanism  & Medical  Ethics;  Medical  Aspects  of  Sports; 
A Day  in  Gastroenterology  • 29  Scientific  Sections  • Sym- 
posia • Panel  Discussions  • Annual  Meeting  of  House  of 
Delegates  • Scientific  & Technical  Exhibits  • Scientific  Mo- 
tion Pictures  • Meet  the  Professor — Luncheons 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York, 
dmericana  OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.Y.,  N.Y.  10019 


Please  make  reservations  for 

persons 


NAME(S) 


Address 

City State Zip  

A.M. 

Arrive:  Date  AT P.M. 

(Reservations  held  only  until  6:00  PM 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  MUST  BE  RECEIVED  BY 

HOTEL  TWO  WEEKS  PRIOR  TO  YOUR  ARRIVAL 

| MEDICAL  SOCIETY  OF  THE 

L 


TELEPHONE  (212)  581-1000 

PLEASE  CHECK  (v  ) ACCOMODATIONS  DESIRED 
(All  rooms  subject  to  New  York  City  and  State  Taxes) 

SINGLE  BEDROOM 


□ $30  □ $32 

□ 

$35 

□ 

$39 

□ 

$43 

DOUBLE  FOR  2: 

□ $42  □ $44 

□ 

$47 

□ 

$51 

□ 

$55 

TWIN  FOR  2: 

□ $47  □ $49 

□ 

$51 

□ 

$55 

□ 

$59 

STUDIO  FOR  1: 

□ $35  □ $39 

STUDIO  FOR  2: 

□ $47  □ $49  □ $51 

SUITES:  PARLOR  & 1 BEDROOM: 

□ $95  & Up 

PARLOR  & 2 BEDROOMS: 

□ $140  & Up 

STATE  OF  NEW  YORK  j 

J 


November  7-  1 1,  1976 


1922 


NEW  YORK  CONVENTION  & VISITORS  BUREAU 


GENERAL  SESSION 

1976  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 

Sunday,  November  7,  1976,  All  Day  Session 
Royal  Ballroom,  Second  Floor 

Leo  J.  Swirsky,  M.D.,  Brooklyn,  Presiding, 

Associate  Chairman,  Scientific  Program  Committee 

Joint  Meeting  with 

Sections  on  Family  and  General  Practice;  Pathology,  Clinical  Pathology,  and  Blood  Banking;  Radiology;  Surgery 

MORNING  SESSION 

Symposium  and  Panel  Discussion 

Cancer  Of  The  Breast 

Alfred  Schwarz,  M.D.,  New  York  City,  Moderator 
Director  of  Pathology,  Jewish  Memorial  Hospital 

10:00  The  Role  of  the  Family  Physician  in  the  Diagnosis  and  Care  of  the  Patient  with  Cancer  of  the  Breast 

Clement  J.  Boccalini,  M.D.,  Floral  Park 

Chairman,  Department  of  Family  Medicine,  Nassau  County  Medical  Center;  Associate  Professor  of 
Clinical  Family  Medicine,  State  University  of  New  York  at  Stony  Brook 

10:15  The  Use  of  Mammography,  Xerography,  and  Thermography  in  the  Diagnosis  of  Cancer  of  the  Breast 

Ruth  Rosenblatt,  M.D.,  The  Bronx 

Radiologist,  Montefiore  Hospital  and  Medical  Center;  Assistant  Professor  of  Radiology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

10:45  Recess  to  View  Exhibits 

11:15  Pathology  of  Carcinoma  of  the  Breast  and  Its  Implications 

Raffaele  Lattes,  M.D.,  New  York  City 

Professor  of  Surgical  Pathology,  Columbia  University  College  of  Physicians  and  Surgeons 

12  Noon  Panel  Discussion 

The  above  panelists 


AFTERNOON  SESSION 
Therapeutic  Aspects  of  Breast  Cancer 

Frank  J.  Fragala,  M.D.,  White  Plains,  Moderator 

2:00  Present-Day  Thinking  in  the  Surgical  Treatment  of  Breast  Cancer 

Guy  F.  Robbins,  M.D.,  New  York  City 

Attending  Breast  Surgeon,  Memorial  Hospital  for  Cancer  and  Allied  Diseases 
2:30  Breast  Reconstruction  Following  Mastectomy 
Edgar  P.  Berry,  M.D.,  New  York  City 

Director,  Department  of  Plastic  Surgery,  Lenox  Hill  Hospital 
2:45  Omental  Transplantation  in  the  Treatment  of  Postmastectomy  Lymphedema 
Harry  S.  Goldsmith,  M.D.,  Philadelphia,  Pennsylvania  (by  invitation) 

Professor  and  Chairman,  Department  of  Surgery,  Jefferson  Medical  College  of  Thomas  Jefferson 
University 

3:00  Panel  Discussion 

The  above  panelists 
3:15  Recess  to  View  Exhibits 

3:45  Role  of  Radiotherapy  in  Carcinoma  of  the  Breast 

Harry  J.  Perlberg,  Jr.,  M.D.,  New  York  City 

Assistant  Professor  of  Radiotherapy,  The  Mount  Sinai  School  of  Medicine  of  City  University  of  New 
York 

4:00  Chemotherapy  in  Carcinoma  of  the  Breast 

Edward  P.  Ambinder,  M.D.,  New  York  City 

Assistant  in  Medicine,  The  Mount  Sinai  School  of  Medicine  of  City  University  of  New  York 

4:30  Panel  Discussion 

The  above  panelists 
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1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

“MEET  THE  PROFESSOR” 

LUNCHEON  DISCUSSIONS 

An  opportunity  to  meet  and  discuss  informally,  clinical  problems  on  a one-to-one  basis, 
with  experts  in  your  field. 

Preregistration  and  prepayment  of  $5.00  per  luncheon  will  be  required. 

Maxwell  Spring,  M.D.,  Chairman 


PRINCESS  BALLROOM,  HOTEL  AMERICANA,  12:30  p.m. 
MONDAY,  NOVEMBER  8 


Table  No. 

M-l  Murray  Davidson — Pediatric  Gastroenterology 
M-2  Eli  A.  Friedman  - The  Diabetic  with  Kidney  Disease 
M-3  Miles  A.  Galin — Rehabilitation  of  the  Cataract  Patient 
M-4  Leon  Ginzburg — Surgical  Management  of  Colonic 
Lesions 

M-5  Robert  H.  Goetz — Vascular  Surgery 
M-6  Bruce  B.  Grynbaum — Backache 

M-7  Richard  M.  Hays — Electrolytes 

M-8  Sidney  Kahn — Reconstructive  Breast  Surgery  after 
Mastectomy 


Table  No. 

M-9  Robert  M.  Kohn — Cardiac  Rehabilitation 
M-10  W.  Harding  LeRiche — Nutrition — 1976 
M- 1 1 Bernard  J.  Pisani — Ectopic  Gestation 
M- 1 2 Theobold  Reich — Safe  Use  of  Oxygen 
M-l 3 William  S.  Rosenthal — Progress  in  Clinical 
Gastroenterology 

M- 1 4 Harold  Sage — Lumps  in  the  Neck 
M-l 5 A.  Louis  Southren — Male  Gonads 
M- 1 6 Abraham  Weinberg — The  Use  of  Hypnosis  & 
Meditation  in  Medical  Practice 


TUESDAY,  NOVEMBER  9 


Table  No. 

Table  No. 

T-l 

Hugh  R.  K.  Barber — The  Role  of  Immunology  in 

T-8 

Hans  Kraus — Treatment  of  Neck  Pain 

Obstetrics  & Gynecology 

T-9 

Barrie  Levitt — Cardiac  Drugs 

T-2 

Burton  D.  Cohen — Uremia:  Biochemistry  & 

T-10 

John  L.  Lewis  Jr. — Newer  Methods  in  the  Treatment  of 

Pathogenesis 

Pelvic  Cancer 

T-3 

Doris  Escher — Cardiac  Pacemakers 

T-l  1 

Victor  Lorian — Which  Antibiotic? 

T-4 

Henry  Fleck — Clinical  Electromyography  in  Medicine 

T-l  2 

Otto  Neurath — What's  New  in  Electrocardiography? 

& Surgery 

T-l  3 

Alexander  Richman — Advances  in  Diseases  of  the 

T-5 

Leon  Greenspan  Disorders  of  Movement  from  Infancy- 

Pancreas 

through  Adolescence 

T-l  4 

Morris  Rubin — Lung  Tumors 

T-6 

Duncan  Hutcheon  Newer  Concepts  in  Diuretic 

T-l  5 

Irving  J.  Selikoff — The  Medical  Practitioner  & the 

Therapy 

Discovery  of  Causes  of  Environmental  Cancer 

T-7 

Nathan  S.  Kline — Depression 

T-l  6 

Martin  L.  Stone — Diabetes  and  Pregnancy 

WEDNESDAY,  NOVEMBER  10 


Table  No. 

Table 

No. 

W-l 

Richard  Farmer  -Colonic  Diseases — Inflammatory 

W-8 

Kermit  L.  Pines — Newer  Concepts  in  the  Treatment  of 

Bowel  Disease 

Diabetes 

W-2 

Edward  F.  Fischel — Rheumatic  Fever 

W-9 

Sheldon  P.  Rothenberg — Clinical  Considerations  in  the 

W-3 

Robert  W.  M.  Frater  Decision  Making  in  Cardiac 

Diagnosis  & Management  of  Megaloblastic  Anemia 

Surgery 

W-10 

Hiromi  Shinya— Colonoscopy:  Technique,  Diagnosis, 

W-4 

Samuel  Gershon — The  Use  of  Psychotherapeutic  Drugs 

& Treatment 

in  Geriatric  Practice 

W-l  1 

G.  Tom  Shires — Shock  Management 

W-5 

David  M.  Hirsh — Replacement  & Reconstructive 

W-l  2 

Theodore  H.  Spaet — Arterial  Thrombosis 

Procedures  for  Degenerative  Conditions  of  the  Joints 

W-l  3 

Louis  Venet — Breast  Cancer 

W-6 

Israeli  A.  Jaffe  Rheumatic  Diseases 

W-7 

Kurt  Lange — Acute,  Subacute,  & Chronic 
Glomerulonephritis:  How  to  Diagnose  It,  and  What  to 
Do  About  It. 
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REGISTRATION  FORM 

“MEET  THE  PROFESSOR” 

| MONDAY,  NOVEMBER  8 

TUESDAY  NOVEMBER  9 

WEDNESDAY  NOVEMBER  10 

Order  of 

Order  of 

Order  of 

Table  No.  choice 

Table  No.  choice 

Table  No.  choice 

* M-l 

T-l 

W-l 

* M-2 

T-2 

W-2 

1 M-3 

T-3 

W-3 

\ M-4 

T-4 

W-4 

j M-5 

T-5 

W-5 

* M-6 

T-6 

W-6 

1 M-7 

T-7 

W-7 

1 VI-8 

T-8 

W-8 

1 M-9 

T-9 

W-9 

! M-IO 

T-10 

W-10 

1 M-l  1 

T-l  1 

W-l  1 

1 M-12 

T-12 

W-l  2 

| M-13 

T-l  3 

W-l  3 

■ M-14 

T-14 

M-l  5 

T-15 

1 M-16 

T-16 

Please  number  your  fir. 

5t  five  choices  in  order  of  preference  for  each  day.  The 

table  numbers  correspond  to  the  listing  shown  on  facing  page. 

Checks  for  $5.00  for  each  luncheon  are  payable  to  MEDICAL  SOCIETY  OF  THE 

STATE  OF  NEW  YORK.  MAIL  WITH  THIS  FORM  TO  SCIENTIFIC  ACTIVITIES 

OFFICE,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040. 

Table  assignments  will  be  made  in  order  of  receipt  of  check.  There  will  be  only 

1 0 at  a table;  kindly  respond  promptly.  Forms  received  incomplete  or  without 

checks  cannot  be  processed. 

Enclosed  is  check  for  $ for  luncheons. 

NAME 

PLEASE  PRINT 

ADDRESS 

CITY 

STATE  ZIP 

TOURS  FOR  LADIES 

1976  Annual  Convention 

Medical  Society  of  the  State  of  New  York 

Americana  Hotel,  New  York  City 
November  7-11,  1976 

We  are  delighted  to  present  an  outstanding  program  of  activities  for  the  wives  of  our  doctors  who  are 
attending  the  convention  this  year. 


SUNDAY,  NOVEMBER  7 

1-4  pm  PRIVATE  HOMES,  ARTIST  LOFT  AND  AN 
HISTORICAL  TOUR  OF  GREENWICH 
VILLAGE  & SOHO 

Included  are  the  homes  of  Aaron  Burr 
and  Washington  Irving,  plus  2 beautiful 
townhouses  in  the  Village  dating  to  the 
early  1800’s. 


MONDAY,  NOVEMBER  8 

9-12  pm  BACKSTAGE  ON  BROADWAY  PLUS  TALK 
ON  NEW  YORK  THEATRE 

Howard  Kissell  will  discuss  the  history  of 
the  New  York  theatre  plus  a backstage 
glimpse  of  a hit  Broadway  show  con- 
ducted by  the  stage  manager. 

2-4  P.m.  THE  FASHION  WORLD  OF  NEW  YORK 

A fashion  lecture  plus  a fur  fashion  show 
at  the  Americana  Hotel,  Versailles  Ter- 
race. 


TUESDAY,  NOVEMBER  9 

9:30-12  p.m.  THE  DECORATING  WORLD 
OF  NEW  YORK 

Conducted  by  an  interior  designer,  you 


will  visit  furniture  and  fabric  showrooms 
open  only  “to  the  trade’’,  followed  by  a 
visit  to  a beautifully  decorated  private 
home  off  Fifth  Avenue. 


WEDNESDAY,  NOVEMBER  10 

10:30-2:30  p m.  ART  & ANTIQUES,  AND 
GOURMET  LUNCH 

A visit  to  an  art  and  antiques  center 
conducted  by  a speaker  who  will  explain 
how  to  recognize  and  identify  antiques. 
Coffee  and  Danish  will  be  served.  Lun- 
cheon will  follow  at  the  new  Tavern  on 
the  Green  in  Central  Park. 


THURSDAY,  NOVEMBER  11 

Morning  WALDORF  KITCHENS  & LUNCH  AT 
PEACOCK  ALLEY 

A tour  through  the  kitchens  of  the  Wal- 
dorf-Astoria plus  a lesson  by  their  chef 
who  will  demonstrate  recipes,  to  be  fol- 
lowed by  a gourmet  lunch  in  the  famous 
Peacock  Alley. 


All  events  are  supervised  by  a RED  CARPET  director.  For  reservations  and  price  information  to  all 
events,  contact  Pauline  Nodar,  Medical  Society  of  the  State  of  New  York,  420  Lakeville  Rd.,  Lake 
Success,  N.Y.  11040.  Phone  516-488-6100.  A registration  desk  for  tickets  will  be  located  in  Albert 
Hall  at  the  Americana  Hotel  beginning  Sunday, November  7th  at  10:00  a.m. 
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are  deficiencies.  Dr.  Linman  comments  on  the  didactic 
advantage  of  repetition  in  his  introduction  (an  opinion 
which  I share).  But  the  repetition  too  often  obscures  the 
central  theme.  For  example,  after  having  discussed  red 
cell  life  span  techniques  in  an  earlier  section,  the  discussion 
of  hereditary  spherocytosis  repeats  the  previous  discussion 
about  life-span  with  additional  comments  about  machinery 
and  technicians  being  required,  a diversion  irrelevant  to 
the  pathophysiology  of  hereditary'  spherocytosis.  In  many 
instances,  lengthy  introductions  to  a disease  are  followed 
by  sections  on  pathophysiology  which  repeat  much  of  the 
introduction;  pathophysiology  is  followed  by  a section  on 
diagnosis  which  again  repeats  much  of  what  has  gone  be- 
fore. This  makes  the  book  cumbersome  and  much  longer 
than  it  has  to  be. 

Most  troubling  of  all  are  the  areas  where  inadequate  or 
outdated  information  is  proffered.  This  is  perhaps  inev- 
itable in  a single,  author  text  of  such  scope.  For  example, 
the  fluid-mosaic  model  of  membrane  structure  is  not  dis- 
cussed in  the  section  on  red  cell  membranes  even  though 
it  was  published,  in  review  form  in  1972,  two  years  before 
the  most  recent  other  references  in  this  book.  Reference 
to  it  is  included  in  a catchall  paragraph  about  “conflicting 
data  reponsible  for  divergent  conclusions.”  There  are  too 
many  such  catchall  paragraphs  in  the  book. 

For  a single  author  text  it  is  a remarkable  achievement 
but  it  is  not  in  the  same  league  with  its  multi-authored 
competitors.  It  is  too  cumbersome  for  easy  use  by  a casual 
reader  and  too  superficial  in  many  areas  to  satisfy  the 
reader  seeking  detailed  and  up-to-date  information. 
Simon  Pollock,  M.D.,  F.A.C.P. 

Clinical  Concepts  in  Cancer  Management;  A Self- 
Instructional  Manual.  By  Charles  D.  Sherman,  Jr.,  M.D. 
New  York,  McGraw-Hill  Book  Company,  1976.  Illus- 
trated, 415  pages.  Paperback,  $14.95. 


Patients  urged  to  bank  own  blood 
in  preparation  for  surgery 

The  safest  blood  for  transfusion  is  your  own. 

Here’s  how  it  can  work: 

You  are  scheduled  for  an  elective  operation — say  repair 
of  a hernia  or  removal  of  hemorrhoids.  There’s  a chance 
that  you  might  need  a transfusion  along  with  the  sur- 
gery. 

Several  weeks  ahead  of  surgery,  you  make  several  trips 
to  the  blood  bank,  donating  a pint  of  blood  each  time. 
Then,  when  you  go  into  surgery,  your  own  blood  will  be 
ready  should  you  need  a transfusion. 

The  technique  is  described  in  an  article  in  the  April  12 
issue  of  the  Journal  of  the  American  Medical  Association 
by  Herbert  Silver,  M.D.,  of  the  blood  bank  of  Hartford 
Hospital,  Hartford,  Conn. 

The  transfusion  of  blood  from  another  person  most  often 
is  safe  and  satisfactory,  but  occasionally  it  causes  problems. 
There  is  a risk  of  transmitting  hepatitis.  A small  per- 
centage of  patients  receiving  transfusions  have  some  type 
of  serious  adverse  reaction. 


This  paperback  edition  is  truly  an  effective  self-in- 
structional manual  presenting  facts  and  contents  about 
cancer  and  its  treatment.  It  is  a powerful  means  of 
teaching  and  assuring  that  physicians  will  obtain  author- 
itative information  about  several  common  different  forms 
of  cancer.  Personally,  it  proved  that  a pathologist  also 
could  get  an  excellent  perspective  and  some  additional, 
useful  scientific  data  from  this  volume. 

It  is  well  organized,  with  the  first  unit  dealing  with  the 
general  aspects  of  cancer,  and  the  other  units  dealing  with 
carcinoma  of  lung,  breast,  colon  and  rectum,  cervix,  and 
head  and  neck.  This  little  volume  should  be  the  text  for 
teaching  for  it  crosses  over  into  the  several  fields  dealing 
with  oncology  of  the  organs  mentioned.  It  crystallizes  the 
learning  process  by  including  at  the  end  of  each  chapter  a 
series  of  questions  with  multiple  choice  answers  or  re- 
quiring other  responses.  It  is  accepted,  as  good  pedagogy 
that  the  best  proof  of  learning  is  to  be  found  in  the  testing 
of  achievement  and  understanding.  This  is  accomplished 
in  this  volume  very  beautifully  by  the  use  of  a strip  covering 
the  correct  answers  to  all  of  the  questions  placed  to  the 
reader  and  student,  much  as  other  teaching  aids  do. 

The  reviewer  cannot  resist  a suggestion  that  this  volume 
might  be  published  as  is  for  medical  students  and  practi- 
tioners but  thought  should  be  given  to  publishing  the  vol- 
ume in  sections  so  that  the  unit  presenting  the  general  as- 
pects is  included  with  each  of  the  other  separate  units 
covering  the  special  fields.  This  would  mean  separate 
pamphlets,  sections,  or  fascicles,  and  I can  think  of  no  more 
worthy  project  for  the  American  Cancer  Society  than  to  do 
just  this  for  the  organs  mentioned,  namely,  cancers  of  the 
lungs,  breast,  colon  and  rectum,  cervix,  and  head  and  neck. 
This  would  exploit  the  careful  and  meticulous  organization 
of  this  volume  in  a most  practical  manner.  The  reviewer 
is  sure  the  American  Cancer  Society  would  be  happy  to 
undertake  such  an  endeavor  with  cooperation  of  the  au- 
thor. A.A.A. 


“The  only  definitely  safe  blood  for  transfusion  is  blood 
removed  from  an  individual  and  subsequently  reinfused 
into  that  same  individual,”  says  Dr.  Silver. 

Children  and  senior  citizens  alike  can  benefit  from  this 
procedure,  as  well  as  adults  in  the  blood  donating  age 
brackets,  he  says.  Pregnant  women  can  donate  their  own 
blood  in  advance  of  delivery  if  the  pregnancy  is  uncom- 
plicated. 

Modern  techniques  enable  the  average  person  to  give 
four  pints  within  the  twenty-one-day  outdating  period  for 
blood  stored  in  a conventional  blood  refrigerator,  he 
says. 

If  you  do  not  need  the  blood  when  you  undergo  surgery, 
it  can  be  turned  over  to  the  hospital’s  regular  blood  bank 
for  others  to  use. 

“Routine  preoperative  collections  of  blood  from  patients 
who  are  to  have  elective  surgery  can  go  a long  way  in 
helping  to  eliminate  not  only  diseases  transmitted  through 
blood  but  also  other  untoward  reactions.  It  could  have  a 
significant  positive  effect  on  the  problem  of  inadequate 
blood  supplies,  particularly  if  the  unused  blood  units  are 
diverted  for  other  transfusions,”  Dr.  Silver  declares. 
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Single  dose  oral  antibiotics 

in  the  treatment  and  evaluation  of  venereally 

acquired  acute  urethritis  in  males 

The  effectiveness  of  penicillin  against  gonorrhea  has 
been  maintained  only  by  steadily  increasing  the  dose.  The 
currently  recommended  dose  of  4.8  million  units  of  pro- 
caine penicillin  is  probably  the  maximum  that  can  be 
properly  injected  into  the  buttocks.  The  study  reported 
by  Clayton,  A.  J.,  et  al.\  Military  Med.  140:  694  (Oct.) 
1975,  was  designed  to  evaluate,  doxycycline,  ampicillin,  and 
erythromycin  in  simple  oral  dose  regimens  as  alternatives 
to  penicillin  in  both  gonococcal  and  nongonococcal  ure- 
thritis. From  a review  of  the  literature  it  would  appear 
that  ampicillin  in  2.0  to  3.0  Gm.  dose  is  most  effective  in 
acute  urethral  gonorrhea.  This  was  supported  by  the 
present  study:  ampicillin  in  a 3 Gm.  dose  resulted  in  a 93.8 
per  cent  cure  rate.  In  nongonococcal  urethritis,  however, 
doxycycline  in  a dosage  of  500  mg.  brought  a cure  rate  of 
81.8  per  cent,  whereas  2.0  Gm.  doses  of  ampicillin  and 
erythromycin  were  successful  in  less  than  50  per  cent  of  the 
cases. 


The  lithium  clinic:  a new  model 
for  the  delivery  of  psychiatric  services 

Lithium  is  the  single  specific  treatment  in  the  major 
psychiatric  disorders:  schizophrenia,  depression,  manic 
depression,  and  the  dementias  of  the  aged.  The  use  of 
lithium  as  a prophylactic  agent  has  converted  manic  de- 
pression to  an  outpatient  condition.  Over  fifteen  years  of 
experience  af  this  facility  indicates  that  a high  level  of 
preventive  mood  disorder  can  be  achieved  in  a specialized 
outpatient  clinic.  The  model  described,  the  author  be- 
lieves, should  be  considered  as  a means  of  expanding 
community  health  facilities.  Using  trained  paramedical 
personnel  and  a small  medical  staff,  the  clinic  described 
has  served  a large  patient  population  effectively.  In  his 
paper,  the  author  discusses  the  classification  of  affective 
disorders,  their  prevalence,  diagnosis,  treatment,  and  clinic 
organization  and  procedures.  Fieve,  R.  R.:  Am.  J.  Psy- 
chiat.  132:  1018  (Oct.)  1975 

Hepatitis  B immune  globulin: 
evaluation  of  clinical  trials  and  rationale 
for  usage 

The  November  20,  1975,  issue  of  the  New  England 
Journal  of  Medicine  293:  1093,  presents  4 papers  on  the 
prophylatic  use  of  hepatitis  B immune  globulin  (HBIG), 
and  this  editorial,  by  Alter,  H.  J.,  Barker,  L.  F.,  and  Hol- 
land, P.  V.,  comments  on  findings  reported.  The  editori- 
alists point  out  that,  compositely  viewed,  the  studies 
suggest  HBIG  to  be  temporarily  effective  in  reducing  the 
hepatitis  B incidence  in  several  high-risk  situations,  but 
it  was  not  totally  protective  in  any  of  these  studies.  They 
note  also  some  deficiencies  in  these  reports:  (1)  absence 
of  a placebo  group  (for  ethical  and  practical  reasons);  (2) 
pooling  of  patients  in  the  needle-stick  study  in  whom 
hepatitis  risk  varied;  and  (3)  incomplete  data  on  antibody 
status  of  subjects  after  a sufficient  period  of  observation. 
The  authors  note  that  on  the  information  available,  rec- 
ommendations are  difficult  to  make  for  use  of  either  HBIG 
or  ISG  on  proper  dosage  or  frequency  of  administration. 


Index  to  Advertised  Products 


Analgesics 

Darvocet/Darvon  (Ell  Lilly  & Company)  1854,  1855 

Percodan  (Endo  Laboratories)  1787 

Phenaphen  (A.  H.  Robins  Company)  1808,  1809 

Soma  Compound  (Wallace  Laboratories)  1790,  1791 

Antibiotics 

Keflex  (Eli  Lilly  & Company)  1792 

Antidiabetic  agents 

Orinase  (Upjohn  Company)  1858 

Antldlarrheal  antlspasmotlcs 

Donnagel  (A.  H.  Robins  Company) 1847 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Robitussin  (A.  H.  Robins  Company)  1848,  1849 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  1893 

Diagnostic  laboratory  tests 

Bio-Science  Laboratories  1911 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals) 1881,  1882 

Nonsteroidal  antlarthrltlcs 

Nalfon  (Dista  Products  Company)  1783,  1784,  1785 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 1842 

Selective  vasodilators 

Cafergot  (Sandoz  Pharmaqeuticals)  4th  cover 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  1861 

Tranquilizers 

Librium  (Roche  Laboratories)  1862,  1863 

Tranquilizer  antlspasmotlcs 

Librax  (Roche  Laboratories)  1834,  1835 

Vasodilators 

Iso-Bid  (Geriatric  Pharmaceutical  Corp.)  1889 

Vitamin  supplements 

Berocca  (Roche  Laboratories) 1797,  1798 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.)  1781 


TO  HELP  OTHERS. 


CARE-  New  York,  N.Y.  10016  or  regional  offices 
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MISCELLANEOUS 


11LLS  COLLECTED— ABUSE  IS  RULED  OUT-TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals— Mini  billhead  for 
details  Crane  Discount  Corp.,  251  W.  42nd  St.,  New  York,  N.  Y 10036 
L0  5-2943 


POSITIONS  WANTED 


JP/FP,  WIDELY  EXPERIENCED  IN  FAMILY  TYPE  PRACTICE  NEW 
York  and  New  Jersey  license,  seeking  partnership  or  association  leading  to 
early  partnership  with  another  G.P.  or  medical  group.  (516)  626-3518. 

POSITION  WANTED:  ANESTHESIOLOGIST,  N.Y.  STATE  LICENSE, 

excellent  university  affiliated  training  and  20  years  of  experience  in  all  kinds 
of  anesthesia  techniques  available,  for  solo  or  group  private  practice  in  New 
York  State,  outside  greater  N.Y.  City.  Kindly  write  to:  P.O.  Box  129. 

Geneva,  N.Y.  14456. 


SURGEON-GENERAL  PRACTITIONER  WITH  40  YRS.  EXPERIENCE  IN 
N.Y.  City,  seeking  part  or  full-time  placement  as  associate  in  private  practice 
or  in  industrial  or  school  system.  Preferably  in  Hudson  '/alley.  Phone  (914) 
896-9345. 


PRACTICES  AVAILABLE 


Cadillac  “Convention  Special” 

1977  Cpe  de  Ville  $182.13  per  month* 
1977  Seville  («>  $215.27  per  month* 

30  months  closed  end  lease,  option  to  buy,  $1200  downpayment. 
Fully  equipped. 

* C.B.  radio  included  on  all  orders  received  by  November  10th 
at  NO  CHARGE. 

Visit  our  Booth  #29  at  the  Medical  Society  Convention. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)  248-9041 


PHYSICIANS  WANTED 


PEDIATRICIAN,  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air.  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
Colaizzi.  Administrator,  Grove  City  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)458-7132. 


PRIMARY  CARE  PHYSICIAN  RETIRING.  LUCRATIVE  PRACTICE. 
Nassau  County,  suburban  area  which  needs  another  primary  care  physician. 
Modern  8 room  home  with  separate  5 room  office  attached,  fully  equipped. 
100  x 100  corner  property.  Many  extras.  Low  maintenance.  Immediate  in- 
come from  existing  patient  load.  (516)  868-5633. 


Gilbert  Ramirez,  recently  e 
Justice  of  the  Supreme  Court 
of  New  York,  Kings  County 
Justice  Ramirez  is  blind. 


The  President's  Committee  on  Employment  of  the  Handicapped. 
Washington,  D C.  20210 


School  of  Visual  Arts  Public  Advertising  System 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State's  fastest -growing  metropolitan  area.  Florida's  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology,  ENT.  and  physical  & rehabilitative  medicine. 
Call  collect  (813  ) 381-8000,  or  write  to  Medical  Affairs  Department,  Medfield 
Corporation.  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
Florida  33733. 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrev  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York, 
N.Y.  10010.  Telephone:  (212)532-7625. 


THE  FAMILY  MEDICINE  RESIDENCY  PROGRAM  OF  THE  UNIVERSITY 
of  Rochester  and  Highland  Hospital  is  seeking  an  obstetrician/gynecologist. 
Responsibilities  will  encompass  teaching  of  residents  and  medical  students, 
and  ambulatory  and  in-patient  care.  Optional  University  faculty  appoint- 
ment available.  Salary  negotiable  based  on  qualifications  and  experence. 
Generous  fringe  benefits,  vacation  and  continuing  education.  Submit  resumes 
and  inquiries  to:  Eugene  S.  Farley,  Jr.,  M.D.,  M.P.H.,  Professor  and  Di- 

rector. Family  Medicine,  885  South  Avenue,  Rochester,  N.Y.  14620. 


PHYSICIANS 

JUDITH  STANTON 
W ASSOCIATES 


. . . has  successfully  placed  physicians  of  all 
specialties  in  hospital-based,  group  and 
private  practice  situations  throughout  the 
U.S.  for  many  years  . . . discreetly,  correctly, 
quickly  and  at  no  charge  to  the  candidates. 
Let  us  help  you. 

645  Madison  Ave.,  NYC  10022  (212)  758-5710 

. 

“ Established  Leaders  in  Health  Care  Placement  ” 
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PHYSICIANS  WANTED— CONT'D 


PHYSICIAN 

For  KEY  ROLE  with  major 

health  insurance  carrier  as 

MEDICAL 

DIRECTOR 

The  opening,  with  a large  prepayment  organization,  calls  for 
a Physician  of  stature,  with  experience  in  private  practice 
and  a well  developed  background  in  medical  administration 
and  professional  relations. 

Broad  management  responsibility  includes  all  matters 
relating  to  the  professional  advisory  and  management  staff 
to  assure  that  corporate  policies  and  procedures  reflect 
accepted  standards  of  professional  practice  and  reim- 
bursement. Coordination  and  liaison  with  professional 
associations  is  also  a major  responsibility. 

Compensation  commensurate  with  qualifications.  New 

York  City  location.  Relocation  may  be  assisted. 

Please  reply  in  confidence  with  C.V.  to: 

Box  NYJM  1717,  810  7th  Ave,  NY,  NY  10019 


An  Equal  Opportunity  Employer  M/F 


PHYSICIANS  WANTED— CONT  D 


NEURO  RADIOLOGIST — 500  BED  UPSTATE  N.Y.  HOSPITAL,  TEACHING 
programs,  university  association,  proposed  neuroscience  center.  70,000 
exam  radiology  dept,  with  EMI  scanner.  Send  vitae  & desired  financial  ar- 
rangements first  letter.  Chas.  S.  Wilson  Memorial  Hospital,  33-57  Harrison 
St.,  Johnson  City,  N.Y.  13790. 


WOLCOTT,  N.Y.  FAMILY  PHYSICIAN  FOR  SMALL  GROUP.  CONTACT: 
A.  F.  Fisher,  D.D.S.,  Admin.,  Myers  Community  Hospital,  Sodus,  N.Y.  14551. 
Tel.  (315)  483-9161. 


LICENSED  PHYSICIANS  NEEDED  FOR  ASSIGNMENT  TO  58  WORLD- 
wide  Army  hospitals.  Excellent  salaries  and  unexcelled  benefits.  Contact 
Captain  Hall  for  complete  details.  (609)  562-4556/4271. 


WOLCOTT,  N.Y.  FAMILY  PHYSICIAN  FOR  GROUP.  CONTACT:  DR.  H. 
Hoople  or  A.  F.  Fisher,  Admin.,  Myers  Community  Hospital,  Sodus  N Y 
14551.  Tel.  (315)483-9161. 


WANTED:  GENERAL  INTERNIST  WITH  SPECIAL  INTEREST  IN  NEU- 
rology,  hematology,  or  nephrology  desirable,  but  not  essential,  to  join  three 
other  general  internists.  First  year  salary,  full  partnership  from  the  second 
year.  Generous  time  off  for  vacations  and  meetings.  Affiliation  to  a most 
rogressive  hospital  in  St.  Lawrence  County  Picturesque  countryside  on  the 
t.  Lawrence  River.  Driving  distance  to  many  large  Canadian  and  American 
cities.  Please  apply  to:  Ogdensburg  Medical  Group,  P.C.,  215  Rensselaer 
Ave.,  Ogdensburg,  N.Y.  13669,  or  call  collect  (315)  393-2295. 


INTERNIST:  SMALL  MEDICAL  CENTER  19  MILES  EAST  OF  ROCHES- 
ter,  N.Y.  Internist  needs  associate;  6 miles  to  60-bed  hospital,  23  miles  from 
large  medical  center.  Subsidy  or  guarantee  available.  Mark  Frampton, 
M.D.,  Williamson  Medical  Center,  Williamson,  N.Y.  (315)  589-2704. 


CORTLAND,  N.Y.  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED  OR 
eligible  for  Community  Mental  Health  Center  in  Finger  Lakes  region  of  New 
York  State.  Salary  open.  Excellent  fringe  benefits.  Contact;  Bartolo  J. 
Spano,  Ph  D.,  Director,  Mental  Health  Services,  15  Court  St.,  Cortland  N Y 
145  Phone  (607)  756-7523. 


RADIOLOGIST,  BOARD  CERTIFIED.  SMALL,  ACUTE  CARE  MEDICA 
surgical  hospital  in  the  Adirondack  region.  Close  to  medical  center  and  fi 
arts.  Good  educational  system  and  year  round  outdoor  sports.  Salary  op< 
Dept.  553,  c/oNYSJM. 


LOCUM  TENENS,  ONCE  OR  SEVERAL  TIMES  AND/OR  SUCCESSi . 
for  general  practice  (F.Ph.)  wanted.  1)  Locum  tenens  for  about  6 weeks  ea 
Spring  1977.  Partner  retired.  Long  established,  modern  office,  high  volu: 
and  income,  no  OB.  Close  to  Rochester,  N.Y.  Trained  employees.  2)  V 
give  up  this  best  equipped  office  in  1977  to  one  or  two  general  practition 
(or  G.P.  and  internist).  Rent  or  sale,  easy  terms.  Give  short  curriculum 
first  letter.  Dept.  556,  c/o  NYSJM. 


PHYSICIAN  FOR  STUDENT  HEALTH  SERVICE,  FULL  TIME.  SURGIC  , 
experience  for  evaluation  of  injuries  and  X-rays  or  emergency  room 
perience  required.  Call  or  write  to:  Stuart  A.  Winning,  M.D.,  St.  Lawrei  i 
University,  Canton,  N.Y.  13617. 


INTERNIST,  BOARD  CERT/ELIG.  UNUSUAL  OPPORTUNITY  TO  E 
velop  practice  in  White  Plains,  N.Y.  Offer  part  time  guaranteed  work,  off ! 
space  (fully  furnished  with  new  diagnostic  equipment)  in  new  professio  . 
building  with  laboratory  and  X-ray  facilities.  Near  hospitals.  Cover:  i 
available.  Send  CV.  Dept.  558,  c/o  NYSJM. 


ASSOCIATE  MEDICAL  DIRECTORS  - TWO.  INDUSTRIAL  PRACTIC  , 
10,000  employees,  new  hospital  on  site.  Major  Fortune  “500”  Company.  1 • 
locate  to  Virginia.  All  relocation  costs  paid.  Position  available  immediate. 
Good  salary.  All  benefits.  Contact:  L.  D.  Conetta,  (212)  986-1080. 


FAMILY  PHYSICIAN  NEEDED  FOR  PROBLEM-ORIENTED  PRACTIC 
rural  setting  30  miles  north  of  Utica,  N.Y.,  modern  facility.  Guaranteed  • 
come  with  generous  benefits.  Contact:  Livingston  Lansing,  Adirondi : 

Health  Building,  Boonville,  N.Y.  13309,  or  call  (315)  942-4844. 


FAMILY  PRACTITIONER-RURAL  COLLEGE  COMMUNITY  IN  SCEI  f 
central  New  York,  seeks  Board  eligible  family  practitioner  to  join  fan  < 
practice  group  in  community  health  center  next  to  100-bed  hospital.  Mod  l 
facility.  Good  recreational  opportunities.  Excellent  salary,  benefits,  c - 
tinuing  education.  Contact:  Director,  Mid-York  Family  Health  Cent  , 

Hamilton,  N.Y.  13346. 


GENERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE,  TO  J(  J 
group  practice  Jan.  1,  1977.  South  Central  New  York  State.  Salary  ; I 
partnership  after  one  year.  Teaching  hospital  affiliation.  Dept.  559,  o 
NYSJM. 


COMMISSIONER  OF  HEALTH:  ORANGE  COUNTY,  WITH  URBf  , 

suburban,  and  rural  population  of  225,000.  Physician  with  M.P.H.  requii  . 
Good  salary.  Available  on  or  about  January  1,  1977.  Contact:  David  Sm  .. 
County  Government  Center,  Goshen,  N.Y.  (914)  294-5151. 


GP  OR  FAMILY  PHYSICIAN  OR  INTERNIST  TO  JOIN  A GROUP  7 
family  physician  and  surgeon.  Beautiful  southern  Finger  Lake  area,  hv 
York  State.  No  OB.  Modern,  well  equipped  two  hospitals  (300  beds  eac  . 
Excellent  facilities.  Good  geographic  location.  Liberal  benefits  and  sal)' 
leading  to  full  association.  Contact:  Walter  Impert,  M.D.,  301  West  Br  i 
St.,  Horseheads,  N.Y.  14845. 


OPHTHALMOLOGIST:  ESTABLISHED  MULTISPECIALTY  GROUP  i 

St.  Paul-Minneapolis  area  seeks  additional  ophthalmologist.  Excellent  et  - 
ings,  above  average  benefits.  One  of  America’s  leading  metropolitan  ari  i. 
Excellent  schools,  variety  of  cultural  and  sporting  events.  Curriculum  viu, 
references  invited.  Box  80100,  St.  Paul,  Minnesota  55108. 


OFFICE  SPACE  WANTED 


INTERNIST  LOOKING  FOR  OFFICE  SPACE  ON  THE  GRAND  CCi 
course,  north  of  Bedford  Park  Ave.  of  Mosholu  Park  area,  or  Gun  Hill  fj 
area.  Please  call  (212)  731-5150. 
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REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE,  133  EAST  73RD  ST.,  N.Y.C.  LEXINGTON 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 

1 


GREAT  NECK  ESTATES:  BUILDER’S  OWN  DREAM  HOUSE  CANTI- 
1 levered  contemporary  with  50  ft.  window  wall  overlooking  valley  & hills.  An 
1 architectural  masterpiece  of  stone,  cypress  & redwood,  with  maintenance-free 
interiors.  50  ft.  living  room  with  stone  fireplace,  formal  dining  room,  spacious 
entry,  3 huge  bedrooms,  2 baths,  entertain-in  kitchen  with  fireplace  All  over- 
sized rooms;  on  2/3  acre.  Pool,  tennis,  dock  privileges.  (516)482-3905. 


LAWRENCE,  L.I.,  N Y.  IN  CHOICE  LOCATION;  SPACIOUS  8 ROOM,  3 
bedroom  home  and  7 room  office  wing  with  separate  entrance.  200  ma  X-ray 
available.  Golf,  tennis,  boating  nearby.  Close  to  beaches,  transportation 
and  houses  of  worship.  Internist  retiring.  Phone  (516)  371-1800. 


t 

DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  sell 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
& Ives,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


‘COWPET  BAY.  GARDEN  SPOT  OF  ST.  THOMAS.  RELAX  PEACEFULLY 
in  physician's  own  luxuriously  appointed  villa.  Accommodates  two  to  five. 
Right  on  private,  virgin  white  beach  safe  for  children.  Private  tennis  club 
with  registered  Pro  on  premises;  maid,  central  a/c,  no  extras.  Many  repeat 
visits  and  happy  thank  you  letters  from  pleased  fellow  physicians.  Off  season 
rates  $40-$55  Brochure.  Gilbert  C.  Norton,  M.D.,  101  Jefferson  Ave.. 
i Endicott,  N.Y.  13760.  Call  after  5 p.m.  (607)  ST  5-5810. 


FOR  SALE:  LONG  ISLAND  HOME  AND  CONTENTS  FOR  THE  Dis- 
criminating buyer.  Custom  brick  and  stone  on  approximately  1 acre  adjacent 
State  Park.  Income  property  near  schools,  churches,  shopping,  L.I.R.R. 
. Unique  construction  and  workmanship.  Beautifully  established  landscaping. 
, Also  oriental  items,  clocks,  antique  and  contempory  furniture,  organ,  wall 
hangings,  bronzes,  collectables.  By  appointment.  (516)935-2083. 


FOR  SALE:  HOME-OFFICE  IN  EXCELLENT  LOCATION  IN  NASSAU 
County,  N.Y.,  30  years  family  practice.  3 bedrooms,  2^  baths,  A/C,  5 room 
office;  1/3  acre;  many  extras.  $62,500.  (516)  285-6776. 


FOR  SALE:  PROFESSIONAL  OFFICE  AND  HOME  ADJACENT  TO  MAIN 
thoroughfare.  Farmingdale-Bethpage  area,  Long  Island.  Eight  treatment 
rooms,  reception  room,  two  administrative  rooms,  consultation  room, 
lavatories,  laboratories,  two  lounges,  darkroom,  air  conditioned.  Six  room 
attached  house  (residence).  Dept.  550,  c/o  NYSJM. 


ROCKVILLE  CENTRE:  BEAUTIFUL  10  ROOM,  CUSTOM  BUILT  HOUSE. 
All  amenities.  Many  built-ins.  Carefree  house.  Separate  entrance  for  wait- 
ing and  consultation  rooms.  Must  be  seen  to  be  appreciated.  Call  (516)  766- 
0953. 


SUGARBUSH  VALLEY,  VERMONT.  SKI  CONDOMINIUM  AVAILABLE 
for  week  or  month  rental.  A luxury  home  with  every  convenience.  Fireplace, 
TV,  stereo.  Flexible  in  size:  1,  2,  or  4 bedrooms.  Skiing  to  lifts.  Indoor 

tennis,  swimming,  squash,  gameroom  included.  Call  (914)  235-3560  or  write: 
59  Kewanee  Rd..  New  Rochelle,  N.Y.  10804. 


PUERTO  RICO.  LUQUILLO  BEACH  HOUSE,  BEDROOMS,  FOR  RENT 
weekly.  Edward  Pinnev,  M.D.,  148  E.  78th  St.,  New  York,  NY  10021.  (212) 
879-8870. 


ADIRONDACK  VACATION  PLACE  FOR  YEAR-ROUND  ENJOYMENT  AT 
Green  Mansions,  near  Lake  George.  Featuring  chalets  and  unique  condo- 
miniums from  $26,000.  Excellent  financing.  Well  established  community. 
Golf,  tennis,  lake  on  premises.  Gore  Mt.  skiing  (with  snowmaking)  nearby. 
Weekend,  week,  season  rentals.  Call  (212)  661-7750;  write  Suite  504,  441 
Lexington  Ave.,  NYC  10017. 


BOY  do  we  have  a girt  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor’s  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


WHITE  PLAINS,  N.Y.  FULLY  FURNISHED  WITH  NEW  DIAGNOSTIC 
equipment . Space  available  in  new  professional  building  near  hospitals.  By 
month,  week,  day  or  hour;  secretary/technician  provided  if  desired.  Lab  and 
X-ray  facility  in  building.  Dept.  557,  c/o  NYSJM. 


NEW  YORK  CITY,  301  EAST  79  ST.  (CORNER  2ND  AVE),  5500  SQ.  FT., 
2nd  floor  mezzaine  Luxury  residential  building.  Private  elevator.  Will 
build  to  suit.  Call  Mr.  M.  Goodstein  (212)  532-9550. 


FOR  SALE  OR  RENT:  ALL  BRICK,  FIREPROOF,  42  BED,  FORMER  PARK- 
way  Nursing  Home,  corner  Kings  Highway  and  Bay  Parkway,  Brooklyn.  Ex- 
cellent psychiatric  or  alcoholic  hospital  Good  location.  Write  Robert 
Lerrick,  M.D.,  709  Quaker  Rd.,  Chappaqua,  N.Y.  10514. 


NEW  YORK  CITY,  3RD  AVE.  (17  TO  18  STS),  PARK  TOWERS  MEDICAL 
Plaza.  3000  Sq.  Ft.,  will  divide  Many  doctors  already  in.  One  block  to  5 
hospitals;  from  $6.50  per  sq.  ft.,  depending  on  work  plan.  Call  Martin  Good- 
stein (212)  532-9550. 


FOR  SALE:  JAMAICA  ESTATES.  EXCELLENT  FOR  PROFESSIONAL 
use.  2-family,  detached,  all  brick,  comer,  2-car  garage,  finished  basement, 
gas  heat,  3 completely  separate  entrances,  beautifully  landscaped,  6 and  5 
room  apartments,  short  walk  to  all  transportation,  one  tare  zone.  Has  struc- 
tural advantages  for  home/office  set-up.  Call  for  appointment  (212)  297-0464. 


WHITE  PLAINS,  N.Y.  OFFICE  SPACE  (2,000  SQ.  FT.)  FOR  SUB-RENTAL. 
Seven  ample  rooms;  two  lavatories;  carpeting;  paneling;  ceiling  fixtures  in 
place;  private  entrance;  nine  car  parking;  excellent  area  and  hospital  access. 
Available  Fall  1976.  Long  term  lease  available.  Call  (914)  949-9366  or  (914) 
949-7744. 


UNIQUE  CORNER,  IMPORTANT  INTERSECTION,  KEW  GARDENS 
proper.  Three  stories,  central  air  conditioning,  heating,  automatic  sprinkler, 
suitable  group  practice.  Separate  living  quarters.  Accessible  all  transporta- 
tion Shown  to  approved  applicants.  Send  confidential  inquiries  to:  Box 
242,  Kew  Gardens,  N.Y.  11415  or  call  (212)  268-9001. 


DOCTORS  OFFICES  AVAILABLE  IN  A MODERN  OUT-PATIENT  MEDI- 
cal  center.  Rent  by  the  hour  or  month.  Parking  available.  42-78  Main  St., 
Flushing,  N.Y.  (212)  539-8800. 


ROSLYN  ESTATES,  NASSAU  COUNTY:  IDEALLY  LOCATED,  YET 

secluded  professional  residence  and  office  (separate  entrance).  Unusually 
spacious,  bright,  excellently  maintained  ranch  on  wooded  half  acre;  4 bed- 
rooms, 3 baths.  Huge  playroom,  laundry  and  storage  rooms.  Central  air  con- 
ditioning, automatic  sprinkler,  slate  roof,  plaster  walls.  $133,000.  Principals 
only.  (516)621-8369. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U.S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary.  Free  service  to  candidates. 

85  East  End  Ave,  NY  1 0028  (2 1 2)  RH  4-36 1 5-3466 
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SCHEDULE  OF  SCIENTIFIC  MEETINGS 


1976  Annual  Convention 
Medical  Society  of  the  State  of  New  York 
Americana  Hotel,  New  York  City 

Sunday,  November  7 through  Wednesday,  November  10 


SUNDAY,  NOVEMBER  7: 

10:00  a.m.  GENERAL  SESSION,  Royal  Ballroom.  Joint  meeting  with  Family  & GP;  Pathology;  Radi- 
ology; Surgery 

ALLERGY,  Versailles  Ballroom 
ARCHIVES,  Vendome  11  & 12,  3rd  floor 
OBSTETRICS  & GYNECOLOGY  with 
UROLOGY.  Joint  meeting,  Versailles  Terrace 

OPHTHALMOLOGY,  Princess  Room 

2:00  p.m.  GENERAL  SESSION  (cont’d),  Royal  Ballroom 
ANESTHESIOLOGY,  Versailes  Ballroom 
NEUROSURGERY,  Versailles  Terrace 

PLASTIC,  RECONSTRUCTIVE  & MAXILLOFACIAL  SURGERY,  Princess  Room 


MONDAY,  NOVEMBER  8: 

9:00  a.m.  CARDIOVASCULAR  DISEASES,  Versailles  Ballroom 
DATA  PROCESSING  IN  MEDICINE,  Royal  Ballroom  B 
DERMATOLOGY  & SYPHILOLOGY,  Royal  Ballroom  A 
EMERGENCY  MEDICINE  with 

PREVENTIVE  MEDICINE  & PUBLIC  HEALTH.  Joint  meeting,  Versailles  Terrace 

2:00  p.m.  GENERAL  SESSION,  Royal  Ballroom  A 
NEUROLOGY,  Royal  Ballroom  B 

PHYSICAL  MEDICINE  & REHABILITATION,  Versailles  Terrace 
TRAUMA,  Versailles  Ballroom 


TUESDAY,  NOVEMBER  9: 

9:00  a.m.  GENERAL  SESSION,  Royal  Ballroom  A.  Joint  meeting  with  School  Medicine;  Orthopedic 
Surgery;  Committee  on  Medical  Aspects  of  Sports 
ALCOHOLISM,  COMMITTEE  ON,  Royal  Ballroom  B 
CHEST  DISEASES,  Versailles  Ballroom 
PSYCHIATRY,  Versailles  Terrace 

2:00  p.m.  ORTHOPEDIC  SURGERY,  Royal  Ballroom  A 

MEDICAL  LEGAL  & WORKMEN’S  COMPENSATION  MATTERS  with 
OCCUPATIONAL  MEDICINE.  Joint  meeting,  Versailles  Terrace 
OTOLARYNGOLOGY  & MAXILLOFACIAL  SURGERY.  Versailles  Ballroom 
DIALOGUE,  Royal  Ballroom  B 


WEDNESDAY,  NOVEMBER  10 

9:00  a.m.  GASTROENTEROLOGY  & COLON  & RECTAL  SURGERY  with 

INTERNAL  MEDICINE.  Joint  meeting.  Royal  Ballroom,  all  day  session 
PEDIATRICS,  Versailles  Ballroom 

2:00  p.m.  GENERAL  SESSION  (cont’d),  Royal  Ballroom 
SURGERY,  Versailles  Terrace 


• 

MEET  THE  PROFESSOR  LUNCHEONS 

Monday,  Tuesday,  Wednesday,  Princess  Room,  12:30 

SCIENTIFIC  MOTION  PICTURES  and  SCIENTIFIC  & TECHNICAL  EXHIBITS 

Sunday  through  Wednesday,  9 a.m.  to  5 p.m. 

Albert  Hall,  Lower  Lobby 

SCIENTIFIC  MEETING  ROOMS 

2nd  floor,  unless  otherwise  indicated 
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WGO-1 


NEW  YORK  CITY 


Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  103rd  Street 
November  1,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

1.  New  Technology  in  the  Diagnosis  of  Knee  Injuries 

2.  Diagnostic  Problems  in  Arthrography  of  the  Knee 

3.  The  Use  of  Arthroscopy  in  the  Diagnosis  of  Knee  Injuries 

4.  Investigative  Methods  in  Knee  Injuries 

Reception  6:00  p.m.  Subscription  Dinner  6:30  p.m. 

November  3,  7: 15  p.m. 

Section  on  Anesthesiology  and  Resuscitation 

1.  The  Intensive  Care  Unit 

2.  The  Organization  of  an  Intensive  Care  Unit 

3.  The  Cost  Factor 

4.  The  Role  of  Swan  Gang  Catheter  in  Fluid  Management  in  the 
Intensive  Care  Unit 

5.  The  Assessment  of  the  Critically  III  Patient  Who  Needs  Sur- 
gery 

Reception  6:00  p.m.  Subscription  Dinner  6:30  p.m. 

November  3,  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

THE  IMPORTANCE  OF  RARE  NEURO 
MUSCULAR  DISEASES  THAT  ARE  NOT 
PUBLIC  HEALTH  PROBLEMS 

Reception  6:00  p.m.  Subscription  Dinner  7:00  p.m. 

November  9,  5:30  p.m. 

Section  on  Biomedical  Engineering 

VIBRATION  ANALYSIS  IN 
EXPERIMENTAL  MODELS  OF 
ATHEROSCLEROSIS 

Reception  7:00  p.m. 

November  15,  8:00  p.m. 

Section  on  Ophthalmology 

1.  Clinical  Experience  with  Hydrocurve  Lenses 

2.  Viral  Kerato-Uveitis 

3.  Innovations  in  Keratoplasty 

Reception  6:00  p.m.  Subscription  Dinner  7:00  p.m. 

November  17,  7:30p.m. 

Section  on  Otolaryngology 

1.  Relative  Nasopheryngeal  Malfunction  in  Eustachian  Tubal 
Dysfunction 

2.  Adjunctive  Techniques  in  Facial  Aesthetic  Surgery 

3.  Surgery  for  Hyperparathyroidism 

Reception  6:00  p.m.  Subscription  Dinner  6:30  p.m. 


November  22,  4:30  p.m. 

Section  on  Radiology  with  the  New  York 
Roentgen  Society 

REVIEW  OF  ANGIOGRAPHIC 
APPLICATION 

Reception  6:00  p.m.  Dinner  7:00  p.m. 

8:00  p.m. 

1.  The  Angiography  of  Trauma 

2.  Management  of  Localized  and  Regionally  Extended  Carci- 
noma of  the  Prostate 

November  24,  8: 15  p.m. 

Section  on  Historical  Medicine 

OBSTETRICAL  EVENTS  THAT  SHAPED 
HISTORY 

Reception  6:15  p.m.  Subscription  Dinner  7:15  p.m. 


November  2-6 

The  Orton  Society,  Inc. 

80  Fifth  Avenue 

New  York  Hilton  Hotel 

LANGUAGE  DISABILITIES:  MANDATES 
FOR  EFFECTIVE  LEARNING 

For  further  information  contact  The  Orton  Society,  Inc.,  80  Fifth 
Avenue,  Room  903,  New  York  1001 1.  Tel:  212/691-1930 


Monthly  course  listing  for  Wyckoff  Heights 
Hospital 

374  Stockhom  Street 
Brooklyn 

November  2,  10:00  a.m.-l  1:00  a.m. 

ACUTE  RENAL  FAILURE 

November  3,  10:00  a.m.-l  1:00  a.m. 

DERMATOLOGY 

November  9,  9:00  a.m.- 10:00  a.m. 

ENDOCRINOLOGY 

November  9,  10:00  a.m.-l  1:00  a.m. 

EMBRYOLOGY  OF  THE  UROGENITAL 
SYSTEM  WITH  DEVIATION  FROM 
NORMAL 

November  10,  10:00  a.m.-l  1:00  a.m. 

MYOCARDIAL  METABOLISM 

November  16,  9:00  a.m.- 10:00  a.m. 

PRESENTATION  OF  G.l.  CASE 

November  16,  10:00  a.m.-l  1:00  a.m. 

RENAL  PHYSIOLOGY 
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November  17,  10:00  a.  m. -11:00  a.  m. 

NEUROLOGY 

November  23,  10:00  a.m.-l  1:00  a.m. 

RENAL  DISEASE 

November  24,  10:00  a.m.- 1 1:00  a m. 

CLINICAL  PATHOLOGICAL  CONFERENCE 

November  30,  9:00  a m.- 10:00  a.m. 

IRON  METABOLISM 

For  further  Information  on  the  above  listings  contact  Dr.  V.  J. 
Adams,  Director  of  Medical  Education,  Wyckoff  Heights  Hospital, 
374  Stockholm  Street,  Brooklyn  11237.  Tel:  212/963- 

7272 


Monthly  program  for  New  York  Medical 
College 

Flower  and  Fifth  Avenue  Hospitals 
5 East  102nd  Street 

November3,  8:00-10:00  p.m.,  Wednesday 

DIAGNOSIS  & TREATMENT  OF  SEXUAL 
DISORDERS 

FEE:  $400. — 20  Sessions 

For  further  information  contact  Benjamin  J.  Sadock,  M.D.,  Di- 
rector, Graduate  & Continuing  Education  in  Psychiatry,  New  York 
Medical  College,  5th  Avenue  & 106th  Street,  10029.  Tel: 
212/860-7362. 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with 
Westchester  Square  Hospital 

4:00-5:30  p.m.,  Wednesdays 

1625  St.  Peters  Avenue 
Bronx 

November  3 

BASIC  LIFE  SUPPORT— CPR 

NO  FEE  CREDIT:  AAFP  lV2 

November  17 

WHAT  TO  DO  ABOUT  VARICOSE  VEINS 
AND  THROMBOPHLEBITIS 

NO  FEE  CREDIT:  AAFP  1 V2 

Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with  The 
Bronx  County  Medical  Society 

1300  Morris  Park  Avenue 
Bronx 

November  4,  8:00- 10:00  p.m. 

RECENT  DEVELOPMENTS  IN  DIABETIC 
MANAGEMENT 


CREDIT:  AMA  Cat.  1 
AAFP 

For  further  Information  contact  Mrs.  Frieda  Fagin,  Albert  Einstein 
College  of  Medicine,  1300  Morris  Park  Avenue,  Bronx,  10461. 
Tel:  212/430-2822. 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with  Union 
Hospital 

Union  Hospital 
260  E.  188th  Street 
Bronx 

November  9,  8:00-10:00  p.m.,  Tuesday 

ENDOCRINE  TUMORS  OF  THE 
GASTROINTESTINAL  TRACT 

CREDIT:  AMA  Cat.  1 

AAFP  Applied  for 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital,  260  E.  188th  Street,  Bronx,  10458. 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with 
Astoria  General  Hospital 

Astoria  General  Hospital 
25-10  30th  Avenue 
Long  Island  City 

9:30- 1 1:30  a.m.,  Saturdays 

November  13 

CONTRACEPTION  AND  BIRTH  CONTROL: 
UPDATE 

November  27 

PROGRESSIVE  RENAL  FAILURE 

CREDIT:  AMA  Cat.  1 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with 
Prospect  Hospital 

Prospect  Hospital 
730  Kelly  Street 
Bronx 

November  14,  9:00  a.m.- 12:00  noon 

BASIC  LIFE  SUPPORT— CPR 

CREDIT:  AMA  Cat.  1 


Monthly  program  for  Williamsburgh  General 
Hospital 

757  Bushwick  Avenue 
Brooklyn 

10:30  a.m.-l  1:30  a.m.,  Thursdays 
November  4 
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COAGULATION 

November  11 

COMPUTERIZED  AXIAL  TOMAGRAPHY 

November  18 

USE  AND  ABUSE  OF  ANTIBIOTICS 

NO  FEE 

For  further  information  contact  Williamsburgh  General  Hospital, 
757  Bushwick  Avenue,  Brooklyn,  11221.  Tel:  212/455- 

9000. 


Monthly  program  for  the  Beth  Abraham 
Hospital 

1 1:00  a.m.- 12:00  noon 

612  Allerton  Avenue 
Bronx 

November  4 

MENNINGITIS  IN  THE  ELDERLY 

November  11 

CARDIOLOGY 

November  18 

DEMENTIA  IN  THE  ELDERLY 

For  further  information  contact  the  Beth  Abraham  Hospital,  612 
Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013. 


Monthly  Course  listing  for  Columbia  University 
College  of  P & S 

630  West  168th  Street 
November  6-7 

NEW  APPROACHES  TO  MINIMAL 
CEREBRAL  DYSFUNCTION  AND 
LEARNING  DISABILITIES  (IN  CHILDREN) 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Jose  M.  Ferrer,  M.D.,  Associate 
Dean,  Columbia  University  College  of  P & S,  630  West  168th 
Street,  New  York  10032. 


November  18-19 
at  Statler  Hilton  Hotel 

NUTRITION  AND  CANCER 

The  Symposium  is  a review  of  the  current  status  of  knowledge 
about  the  relation  of  nutrition  to  cancer.  The  Symposium  will 
discuss  the  experimental  work  implicating  nutrition  as  a con- 
tributory cause  of  certain  cancers,  the  epidemiological  evidence 
suggesting  that  certain  dietary  factors  may  increase  cancer  risk, 
and  the  relation  of  food  additives  to  cancer.  In  addition  the 
weight  loss  of  patients  with  cancer  will  be  examined  from  a 
nutritional  standpoint.  Both  oral  and  parenteral  nutritional 
therapy  in  cancer  patients  will  be  covered. 

CREDIT:  AMA  Cat.  1 


For  further  information  write  Director,  Institute  of  Human  Nutri- 
tion, Columbia  University,  511  West  166th  Street,  New  York 
10032. 


November  29-December  4 
630  West  168th  Street 

MEDICAL  HYPNOSIS,  BASIC 

FEE:  $350.  CREDIT:  AMA  Cat.  1 (42  hrs) 

For  further  information  contact  Jose  Ferrer,  M.D.,  Associate 
Dean,  630  West  168th  Street,  New  York  10032. 


November  6-7 

American  Psychiatric  Association 

Waldorf  Astoria  Hotel 

1.  Newer  Strategies  Series — Schizophrenia 

2.  Recent  Advances:  Affective  Disorders,  Anxiety  States, 
Sexual  Dysfunction 

3.  Critical  Concerns  for  Psychiatry 

For  further  information  contact  Lester  E.  Shapiro,  M.D.,  43  An- 
dover Road,  Rockville  Centre,  11570. 


November  7,  1976- April  17,  1977 
9:00  a.m.- 12:00  noon 

SUNY — Downstate,  with  AAFP  and  co- 
sponsored by  Queens  Academy  of  Medicine 

Boulevard  Hospital 
46-04  31st  Avenue 
Long  Island  City 

RECENT  ADVANCES  IN  FAMILY 
MEDICINE 

CREDIT:  AMA  Cat.  1 (60  hrs) 

AAFP  60  hrs 

For  further  information  contact  Hilda  Ratner,  M.D.,  Boulevard 
Hospital,  46-04  31st  Avenue,  Long  Island  City,  11103.  Tel: 
212/RA  1-7000. 


November  8 

Virchow-Pirquet  Medical  Society,  Inc. 

N.Y.  Academy  of  Sciences 
2 E.  103rd  Street 

1.  RECOGNITION  AND  MANAGEMENT  OF  MALABSORP- 
TION SYNDROME 

2.  WHAT  THE  PRACTICING  PHYSICIAN  SHOULD  KNOW 
ABOUT  THE  DANGERS  OF  DRUG-DRUG  INTERACTION 

For  further  information  contact  Elizabeth  D.  Strauss,  M.D.,  315 
Central  Park  West,  New  York  10025.  Tel:  212/SC  4-5301. 


Monthly  program  from  Beth  Israel  Medical 
Center 

November  17,  8:30  a.m. -5:00  p.m. 

10  Nathan  D.  Perlman  Place 
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RETINAL  FLUORESCEIN  ANGIOGRAPHY: 
INDICATIONS  & INTERPRETATION 

FEE:  $50.  CREDIT:  AMA  Cat.  1 

November  18,  8:00  a m. -5:00  p m. 

CONTROVERSIES  IN  DIABETES 
MELLITUS 

FEE:  TO  BE  ANNOUNCED  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Mrs.  Suzanne  Weilgus,  Beth  Is- 
rael Hospital,  10  Nathan  D.  Perlman  Place.  New  York  10003. 
Tel:  212/673-3000. 


November  17.  8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 

329  East  62nd  Street 

BILINGUALISM:  ITS  IMPLICATIONS  FOR 
PSYCHOANALYSIS 

For  further  information  contact  the  Association  for  the  Ad- 
vancement of  Psychoanalysis,  329  East  62nd  Street,  New  York 
10021.  Tel:  212/PL  2-5267. 


November  17,  8:30  p.m. -10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

THE  EXPERIENCE  OF  RELATING: 
EXPANDING  AND  CONTRACTING 

NO  FEE  CREDIT:  AMA  Cat.  1 (1 V2  hrs) 

For  further  information  contact  David  Shainberg,  M.D.,  124  East 
28th  Street,  New  York  10016.  Tel:  212/MU  9-7700. 


November  18,  8:30  p.m. 

New  York  Council  on  Child  Psychiatry,  Inc. 

Payne  Whitney  Clinic 
525  E.  68th  Street 

CHILDHOOD  NEUROSIS:  THE  PAST  75 
YEARS 

For  further  information  contact  New  York  Council  on  Child 
Psychiatry,  Inc.,  88-77  Elderts  Lane,  Woodhaven,  1 1421.  Tel: 
212/296-7007. 


Monthly  course  listing  for  New  York  University 
Post-Graduate  Medical  School 

550  First  Avenue 
November  18 

THIRD  ANNUAL  SYMPOSIUM  ON  LEGAL 
AND  ETHICAL  ISSUES  IN  PSYCHIATRIC 
PRACTICE 


FEE:  $25.  CREDIT:  AMA  Cat.  1 

November  18-19 

ADVERSE  DRUG  REACTIONS  IN 
CLINICAL  PRACTICE 

FEE:  $120.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200,  ext.  4207. 


Monthly  program  for  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  and  State 
University  of  New  York  at  Brooklyn 

4:00-5:00  p.m.,  Mondays 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 

November  1 

SEROLOGICAL  ASPECTS  OF 
AUTOIMMUNE  HEMOLYTIC  ANEMIAS 

November  8 

METHEMOGLOBINEMIA:  THE  BLUE 
SICKNESS 

Nty ember  15 

ADJUVANT  THERAPY— A MILESTONE  IN 
CHEMOTHERAPY 

November  22 

PHASE  I STUDIES  OF 
IMMUNOTHERAPEUTIC  AGENTS 

November  29 

IMMUNOTHERAPY  IN  ACUTE 
MYELOCYTIC  LEUKEMIA 

NO  FEE  CREDIT:  AMA  Cat.  1 

AAFP  (28  hrs) 

For  further  information  contact  The  Jewish  Hospital  and  Medical 
Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn,  11238.  Tel: 
212/240-1281. 


QUEENS  COUNTY 


November  2 / 30 

Deepdale  General  Hospital  in  cooperation  with 
the  Department  of  Family  Medicine,  SUNY  at 
Stony  Brook 

Deepdale  General  Hospital 
55-15  Little  Neck  Parkway 
Little  Neck 

November  2 

HEAD  TRAUMA 
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November  9 

PROBLEMS  IN  ELECTROCARDIOGRAPHY 

November  16 

PROBLEMS  IN  DERMATOLOGY 

November  23 

PROBLEMS  IN  RADIOLOGY  AND 
NUCLEAR  MEDICINE 

November  30 

HIGH  RISK  OBSTETRICAL  PROBLEMS 

For  further  information  contact  Deepdaie  General  Hospital,  55-15 
Little  Neck  Parkway,  Little  Neck  11362.  Tel:  212/428- 

3000. 


November  19,  9:00  a.m. -5:00  p.m.,  Friday 

Booth  Memorial  Medical  Center 

Main  Street  at  Booth  Memorial  Avenue 
Flushing 

COMMON  PROBLEMS  IN  INTERPRETING 
CLINICAL  LABORATORY  STUDIES— 

WHAT  YOU  SHOULD  KNOW 

FEE:  $50.  CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Sheldon  H.  Putterman,  M.D., 
Booth  Memorial  Medical  Center,  Main  Street  at  Booth  Memorial 
Avenue,  Flushing,  11355. 


NASSAU  COUNTY 


Monthly  program  for  Mercy  Hospital 

9:00  a.m. -1 1:00  a.m.,  Wednesdays 

1000  North  Village  Avenue 
Rockville  Centre 

November  3 

PHARMACOLOGIC  MANAGEMENT  OF 
DEPRESSION 

November  17 

OCULAR  MANIFESTATIONS  OF 
SYSTEMIC  DISEASES 

For  further  information  contact  Mercy  Hospital  Medical  Education 
Department.  Tel:  516/255-2260. 


November  14-16 

Long  Island  Jewish-Hillside  Medical  Center  & State  U.  of  NY 
(Stony  Brook) 

DENTAL  PROJECT  IN  MENTAL 
RETARDATION  AND  RELATED 
DEVELOPMENTAL  DISORDERS 

FEE:  $200. 

$100.  for  residents 


For  further  information  write  to  Saul  Kamen,  D.D.S.,  Department 
of  Dentistry,  Long  Island  Jewish-Hillside  Medical  Center,  New 
Hyde  Park,  11040. 


November  18 

9:30  a.m. -4:30  p.m. 

Teaching  Center  Auditorium 

Long  Island  Jewish-Hillside  Medical  Center 

FAMILY  AND  MULTI-FAMILY  GROUP 
THERAPY  INSTITUTE 

FEE:  $35.  (includes  lunch) 

For  further  information  contact  Office  of  the  Dean  of  the  Clinical 
Campus,  Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde 
Park,  11040.  Tel:  212/470-2111. 


SUFFOLK  COUNTY 


November  3 

Kings  Park  Psychiatric  Center 

Kings  Park 

10:30  a.m.- 12:00  noon 

CHROMOSOME  ABNORMALITY 
INVOLVING  A TRANSLOCATION 
BETWEEN  CHROMOSOMES  ONE  AND 
THIRTEEN 


Monthly  program  for  Huntington  Hospital 

270  Park  Avenue 
Huntington 

November  11,  8:00  a.m. -9:30  a.m. 

THE  COLON 

NO  FEE 

November  18,  8:00  a.m. -9:30  a.m. 

GASTROINTESTINAL  CANCER 

NO  FEE 

For  further  information  contact  Huntington  Hospital,  270  Park 
Avenue,  Huntington,  11743. 

YONKERS 


November  11 
9:00  a.m. 

St.  Joseph’s  Hospital 

127  South  Broadway 
Yonkers 

RENIN  AND  HYPERTENSION 
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CREDIT:  AAFP 

For  further  information  contact  Martin  F.  Stein,  Jr.,  M.D.,  St. 
Joseph’s  Hospital,  127  South  Broadway,  Yonkers  10701.  Tel: 
914/965-6700. 


BUFFALO 


November  5/6 

State  University  of  New  York  at  Buffalo 

The  Niagara  Hilton 
Niagara  Falls 

November  5,  8:00  a m. -4:30  p.m. 

OPHTHALMOLOGY:  MEDICAL  AND 
SURGICAL  DISEASES  OF  THE  RETINA 

1.  Physiological  Basis  and  Clinical  Application  of  the  Elec- 
troretinogram 

2.  Recent  Advances  in  Diagnosis  and  Treatment  of  Retinab- 
lastoma — Part  1 

3.  Management  of  Bacterial  and  Fungal  Endophthalmitis 

4.  Diabetic  Retinopathy:  When  to  Evaluate,  When  to  Treat 

5.  Patterns  of  Non-rhegmatogenous  elevations  of  the  Reti- 
na 

6.  A Gallup  Survey  of  Americans’  Attitudes  Towards  Eye 
Disease 

7.  Recent  Advances  in  Diagnosis  and  Treatment  of  Retinab- 
lastoma — Part  II 

8.  Physiological  Basis  and  Clinical  Application  of  the  Elec- 
tro-Oculogram 

9.  Current  Management  of  Retina  Detachment 

10.  Vitrectomy — Instrumentation 

* Reception  and  Dinner 

November  6,  8:30  a.m.- 12:00  noon 

1.  Vitrectomy:  Results,  Complications  and  Management 

2.  Special  Uses  for  Intraocular  Gas 

3.  Exulative  Maculopathy:  Differential  Diagnosis 

4.  The  Diagnosis  and  Management  of  Orbital  Rhabdomyosar- 
coma 

5.  Pigmentary  Retinopathies 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (10  hrs) 

For  further  information  contact  State  University  of  New  York  at 
Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/831- 
5526. 


November  6 

State  University  of  New  York  at  Buffalo  and 
The  Heart  Association  of  Western  New  York, 
Inc. 

The  E.  J.  Meyer  Memorial  Hospital 

462  Grider  Street 

Buffalo 

November  6,  8:30  a.m.- 12:45  p.m. 

1.  Epidemiology  and  Economic  Impact  of  Stroke 

2.  Clinical  Picture  and  Differential  Diagnosis 

3.  Stroke  in  the  Practice  of  a Cardiologist 

4.  Doppler  Ultrasound  Technique  of  Evaluation  of  Cerebral 
Blood  Flow 

5.  Ophthalmodynamometry  in  Evaluation  of  Cerebral  Blood 
Flow 


6.  Non-invasive  Neuroradiological  Procedures  in  Cerebral 
Vascular  Disease 

7.  Cerebral  Angiography  I,  Normal  Anatomy,  Choice  of  Pro- 
cedures, Risks 

8.  Cerebral  Angiography  II,  The  Abnormal  Angiogram 

9.  Medical  Management  of  Impending  Stroke 

10.  Surgical  Management  of  Impending  Stroke  (Endarterectomy, 
Shunts) 

11.  Microsurgical  Techniques  in  Cerebral  Vascular  Disease 

FEE:  $30.  CREDIT:  AMA  Cat.  1 

AAFP  4 hrs 

For  further  information  contact  State  University  of  New  York  at 
Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/831- 

5526. 


November  9 

Roswell  Park  Memorial  Institute 
American  Cancer  Society,  New  York  State 
Division,  Inc., 

SUNYAB  Medical  School 

666  Elm  Street 
Buffalo 

ADVANCES  IN  HEAD  AND  NECK 
CANCER  MANAGEMENT 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo,  14263. 
Tel:  716/845-5944. 


November  12  / 13  / 14 

State  University  of  New  York  at  Buffalo  and 
The  Heart  Association  of  Western  New  York, 
Inc., 

The  Sheraton  Inn-Buffalo  East 
2040  Walden  Avenue 

November  12,  12:00  noon-4:00  p.m. 

1.  Conduction  system  and  normal  His  bundle  recordings 

2.  Recognition  and  terminology  of  rates,  P,  P-R,  ORS,  S-T,  T and 
U 

3.  SA  and  A-V  block,  first  and  second  degree 

4.  Escape  beats,  junctional  rhythm,  action  potentials,  ectopic 
atrial  pacemakers,  laddergrams  and  aberrancy 


November  13,  9:00  a.m. -4:00  p.m. 

1.  Complete  A-V  block,  ventriculophasic  arrhythmias  and  ac- 
celerated idioventricular  arrhythmias 

2.  Premature  ventricular  contractions,  reentry,  fusion  beats  and 
parasystole 

3.  Premature  atrial  contractions,  conducted  and  blocked 

4.  Reciprocal  beats 

5.  Atrial  fibrillation  and  aberrancy  vs.  ectopy.  Rule  of  hun- 
dreds. 

6.  Atrial  Flutter 

7.  Sinus  and  tachycardia  (multifocai  or  chaotic  types) 
November  14,  9:00  a.m. -3:00  p.m. 

1.  Ventricular  tachycardia  and  flutter 

2.  Arrhythmias  with  electronic  pacemakers 

3.  Digitalis  induced  arrhythmias 
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FEE:  $125. 


CREDIT:  AMA  Cat.  1 
AAFP  13  hrs. 

For  further  information  contact  State  University  of  New  York  at 
Buffalo,  2211  Main  Street,  Buffalo,  14214.  Tel:  716/831- 

5526. 


JOHNSON  CITY 


Monthly  program  for  Wilson  Memorial  Hospital 
Co-sponscred  by  Upstate  Medical  Center, 
(SUNY) 

11:00a.m.  Tuesdays 

33-57  Flarrison  Street 
Johnson  City 

PEDIATRIC  SEMINARS 

November  2 

INTESTINAL  OBSTRUCTION  IN  CHILDREN 

November  9 

COMMON  SKIN  PROBLEMS  OF 
CHILDREN 

November  16 

INFANT  OF  DIABETIC  MOTHER 

November  23 

ANTIBIOTICS  IN  PEDIATRICS 

November  30 

RENAL  FAILURE 

CREDIT:  AMA  Cat.  1 
AAFP 

For  further  information  contact  Visut  Prasarn,  M.D.,  Wilson 
Memorial  Hospital,  33-57  Harrison  Street,  Johnson  City,  13790. 
Tel:  607/773-6391. 


11:00  a.m.,  Thursdays 
November  4 

(topic  to  be  announced) 

November  1 1 

HEMOGLOBINOPATHIES— THALASSEMIAS 

November  18 

WORKING  UP  THE  ALLERGIC  PATIENT 

CREDIT:  AMA  Cat.  1 & 

AAFP 

For  further  information  contact  Mucio  R.  Valenca,  M.D.,  Wilson 
Memorial  Hospital,  33-57  Harrison  Street,  Johnson  City,  13790. 
Tel:  607/773-6391. 


POUGHKEEPSIE 


November  12- 14 


New  York  Intraocular  Lens  Seminar,  Inc.  Co- 
sponsored by  the  American  Society  of 
Contemporary  Ophthalmology 

9 Fulton  Avenue 
Poughkeepsie 

INTRAOCULAR  LENS  IMPLANTATION 
COURSE 

FEE:  $850. 

For  further  information  contact  Mrs.  Terri  Rose,  R.N.,  New  York 
Intraocular  Lens  Seminar,  Inc.,  9 Fulton  Avenue,  Poughkeepsie, 
12603.  Tel:  914/454-2510. 


ROCHESTER 


November  17-18 

University  of  Rochester  School  of  Medicine  & 
Highland  Hospital 

335  Mt.  Vernon  Avenue 
Rochester 

THE  ROCHESTER  FAMILY  MEDICINE 
PROGRAM 

FEE:  $125.  CREDIT:  AAFP  10  hrs. 

(Includes  luncheon  both  days) 

(Admission  limited  to  15.) 

For  further  information  contact  Jack  Froom,  M.D.,  University  of 
Rochester  School  of  Medicine  & Highland  Hospital,  335  Mt. 
Vernon  Avenue,  Rochester,  14620.  Tel:  716/442-7470. 


SYRACUSE 


Monthly  program  listing  for  SUNY— Upstate 
Medical  Center 

Upstate  Medical  Center 
750  East  Adams  Street 
Syracuse 

November  4-5 

CLINICAL  SYMPOSIA:  DIABETES 
MELLITUS 

FEE:  $35. 

November  1 1 

SURGERY:  PRACTICAL  UPDATE  ’76 

FEE:  $20. 


November  12 

MANAGEMENT  OF  SEVERE  INJURIES: 
UPDATE  OF  EMERGENCY  ROOM  CARE 

FEE:  $40. 


1940  New  York  State  Journal  of  Medicine/ October  1976 

WGO  8 


For  further  information  contact  Office  of  Graduate  and  Continuing 
Education,  SUNY,  Upstate  Medical  Center,  750  East  Adams 
Street,  Syracuse  13210.  Tel:  315/473-4607. 


OUT-OF-STATE 


TUCSON,  ARIZONA 


November  13-14 

The  University  of  Arizona,  American  Society  of 
Echocardiography  and  the  Postgraduate 
Educational  Division  of  H.E.L.P. 

Arizona  Medical  Center 
Tucson,  Arizona 

PEDIATRIC  AND  ADOLESCENT 
ECHOCARDIOGRAPHY 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Stanley  J.  Goldberg,  M.D.,  The 
University  of  Arizona,  1501  N.  Campbell,  Tucson,  Arizona 
85724.  Tel:  602/882-6508. 


FLORIDA 


November  19-20 

The  Mount  Sinai  Medical  Center  of  Greater 
Miami 

4300  Alton  Road 
Miami  Beach,  Florida 

THIRD  WORKSHOP  IN  THE  USE  OF 
STAPLERS  IN  SURGERY 

FEE:  Physicians  $150. 

For  further  information  contact  Miniver  S.  Reed,  CME  Coordi- 
nator, Mount  Sinai  Medical  Center  of  Greater  Miami,  4300  Alton 
Road,  Miami  Beach,  33140. 


WASHINGTON,  D.C. 


November  22-23 

The  White  House 

The  National  Cancer  Institute 

The  American  Cancer  Society 

Washington  Hilton 
Washington,  D.C. 

BREAST  CANCER:  A REPORT  TO  THE 
PROFESSION,  1976 

For  further  Information  contact  Ms.  Sally  Simpson,  Breast  Can- 
cer Conference,  1501  Wilson  Boulevard,  Arlington,  Virginia 
22209. 


OUT-OF-U.S.A. 


CANADA 


November  11-12 

University  of  Windsor 

Windsor,  Ontario 

HEALTH  CARE  DELIVERY  SYSTEMS  IN 
NORTH  AMERICA:  THE  CHANGING 
CONCEPTS 

For  further  information  contact  J.  Alex  Murray,  Canadian- 
American  Seminar,  University  of  Windsor,  Windsor,  Ontario, 
Canada  N9B  3P4.  Tel:  Windsor  519/253-4232  U.S.A. 

313/963-61 12  Ext.  248. 


November  24 

McMaster  University  Medical  Centre 

1200  Main  St.  W. 

Hamilton,  Ontario 

REFRESHER  DAY  IN  CARDIOLOGY 


For  further  information  contact  Dr.  J.  Cairns,  Department  of 
Medicine,  Room  3U6,  1200  Main  Street,  Hamilton,  Ontario  L8S 
4J9. 
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□ I enclose  payment  Please  enter  my  subscription  for  one  year 
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ALLERGIST 

AUBURN.  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 
253-3388. 


ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208.  Tel: 
716/886-4400,  ext.  447. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologist. 
For  further  information  contact  Irving  Cramer, -M.D.,  St.  Luke's 
Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 


DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 


EMERGENCY  ROOM 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke’s  Hospital  Center,  Box  479  Champlin  Rd., 
Utica,  13502. 


ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Bairett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 


FAMILY  PHYSICIAN 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BATH,  N.Y.  Steuben  County  needs  a family  Physician.  Contact  Mr. 
Robert  E.  Page,  Adm.  Asst.,  Ira  Davenport  Hospital,  Bath  14810. 
Tel:  607/776-2141. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center.  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.,  needs  a Family  Physician,  Internist,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 

Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 
CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 


HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldrldge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street,  Hornell,  14843.  Tel:  607/324-1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc.,  Hunter, 
12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn.  Contact  Joseph  Lomicky,  Adm.,  Patchogue 
Medical  Group,  One  East  Roe  Boulevard,  Patchogue,  11772. 
Tel:  516/475-3900. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLc,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 


GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

OSWEGO,  N.Y.,  Oswego  County  needs  a surgeon,  Internist, 
Family  Physician,  Ob/Gyn,  Emergency  Room  Physician,  ENT, 
Pediatrician.  Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 
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ORTHOPEDIC  SURGEON 

COMMACK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Surgeon. 
Contact  Stuart  B.  Polisner,  M.D.,  F.A.C.S.,  160  Commack  Road, 
Commack,  11725.  Tel:  516/543-6677. 

MASSENA,  N.Y.,  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel-  716/798-2000. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 


INTERNISTS 

BRONX,  N.Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  an  Internist,  Family  Physician,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass’t  Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 
Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  F-'or  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 


OBSTETRICIAN/GYNECOLOGIST 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gordon  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 


PATCHOGUE,  N.Y.,  Suffolk  County  needs  a OB/Gyn  and  Family 
Physician.  Contact  Joseph  Lomicky,  Adm.,  Patchogue 
Medical  Group,  One  East  Roe  Boulevard,  Patchogue,  11772. 
Tel:  516/475-3900. 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  phy- 
sician. Contact  Dr.  Erwin  T.  Michaelson  or  Dr.  Donald  S.  Cohen, 
165  N.  Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/ 

766-5851. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 


OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 
OSWEGO,  N.Y.,  Oswego  County  needs  an  Ophthalmologist  and 
Radiologist.  Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 


PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Family  Physician,  Internist. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr.  Pegalis,  54  Main  Street, 
Medical  Bldg.,  Hempstead,  11550.  Tel:  516/538-4531/ 
4532. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 
MARGARETVILLE,  Delaware  County  needs  a Pediatrician. 

Contact  Joseph  Kehoe,  Adm.,  Margaretville  Memorial 
Hospital,  Margaretville,  12455.  Tel:  914/586-2631. 
MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  8th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 

YONKERS,  N.Y.,  Westchester  County  needs  a pediatrician.  Contact 
Dr.  L.  Kauffman,  Lewis  Rd.,  Irvington,  10533. 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

HEMPSTEAD,  N.Y.,  Nassau  County  is  looking  for  a Psychiatrist, 
Pediatrician,  and  an  Internist.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  11550.  Tel:  516/538- 

4531/4532. 


RADIOLOGIST 

OSWEGO,  N.Y.,  Oswego  County  needs  a Radiologist  and 

Ophthalmoiogist.  Contact  Mr.  Charles  S.  Allen,  1 10  W.  6th 
Street,  Oswego,  13126.  Tel:  315/343-3813  or  341/5526. 
UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  Including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s  Memorial 
Hospital  Center,  Box  479,  Utica,  15303. 
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Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status  Marital  Status 

Medical  School Year  Graduated 

Intcrnship_ 

Hospitals Dates 

Residency 

Hospitals Da  tes 

Specia  lty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? ___________ 

Eligible Certified 

Do  you  have  a New  York  State  License?  Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Are  you  in  practice  at  present? 

SoLo Associate Industrial 

Other 

Date  you  will  be  available  for  practice Former  locations  in  which  you  have 

pra  ct iced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 


What  type  of  practice  are  you  Interested  in? 
Group Ins  t itut  iona  1 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly^ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians' 

of  New  York,  420  Lakeville  Road,  Lake  Success, 


Placement  Bureau,  Medical  Society  of  the  State 
N.Y.  11040.  Telephone:  (516)  488-6100. 
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A distinctive 
antianxiety- 
anticholinergic 
agent 


1 Only  Librax  provides  the  prompt  anti- 
cholinergic  action  of  Quarzan ® (clidinium  Br) 
plus  the  well-known  antianxiety  action  of 
Librium ® (chlordiazepoxide  HC1)— both 
exclusive  products  of  Roche  research. 

2 Librax  in  proper  dosage  seldom  impairs 
mental  acuity  or  performance,  making  it  a 
useful  medication  for  adjunctive  treatment  of 
irritable  bowel  syndrome.  As  with  all  prep- 
arations containing  CNS-acting  agents,  how- 
ever, patients  should  be  cautioned  against 
hazardous  occupations  requiring  complete 
mental  alertness. 

3 And  Librax  provides  relief  of  both  somatic 
and  emotional  symptoms  with  the  conven- 
ience and  economy  of  a single  medication  and 
flexible  dosage  schedule— all  advantages  in 
sustaining  patient  compliance. 


Adjunct  in  total 
panent  therapy  of 
irritable  bowel  syndrome* 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 

1 or  2 capsules  t.i.d.  or  q.i.d. 
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*This  drug  has  been  evaluated  as  possibly  effective 
for  this  indication.  Please  see  following  page  for  brief 
summary  of  prescribing  information. 


Adjunctive 

Dual-Action 

Lihrax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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A distinctive 
antianxiety- 
anticholinergic 
agent 


Initial  Rx 

The  initial  prescription  allows 
evaluation  of  patient  response 
to  therapy. 


Follow-up 


Follow-up  therapy  with  a prescription 
for  2-  to  3-week  supply  of  medication 
usually  helps  maintain  patient  gains. 


For  relief  of  psychovisceral  symptom! 
irritable  bowef sy  ndromeand  duodenal 


sof 

ulcer 


Please  consult  complete  prescribing  information,  a summary  of 
which  follows: 


Indications:  Based  on  a review  of  this  drug  by  the  National 
Academy  of  Sciences— National  Research  Council  and/or 
other  information,  FDA  has  classified  the  indications  as 
follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of 
peptic  ulcer  and  in  the  treatment  of  the  irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 


Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium®  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported. 

Usage  in  Pregnancy : Use  of  minor  tranquilizers  during 
first  trimester  should  almost  always  he  avoided  because  of 
increased  risk  of  congenital  malformations  as  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when 
instituting  therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 

may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
increase  gradually  as  needed  and  tolerated).  Though  generally  not 
r commended,  if  combination  therapy  with  other  psychotropics 
t.-enri  indicated,  carefully  consider  pharmacologic  effects  of 


agents,  particularly  potentiating  drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  precautions  in  presence  of 
impaired  renal  or  hepatic  function.  Paradoxical  reactions  {e.g., 
excitement,  stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  avoidable  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported  occasionally  with 
chlordiazepoxide  hydrochloride,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Adverse  effects  reported  with  Librax  are  typical  of  anticholinergic 
agents,  i.e.,  dryness  of  the  mouth,  blurring  of  vision,  urinary  hesi- 
tancy and  constipation.  Constipation  has  occurred  most  often 
when  Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 

Dosage:  Individualize  for  maximum  beneficial  effects.  Usual 
maintenance  dose  is  1 or  2 capsules,  3 or  4 times  a day,  before 
meals  and  at  bedtime.  Geriatric  patients— see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlor- 
diazepoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium 
bromide  (Quarzan®)  — bottles  of  100  and  500;  Prescription  Paks 
of  50,  available  singly  and  in  trays  of  10. 
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Index  to  Advertisers 


The  network 

for  continuing  medical  education 

The  programs  to  be  produced  and  distributed  by  the 
Network  for  Continuing  Medical  Education  began  in  Oc- 
tober. Physicians  participating  in  various  continuing 
education  and  interested  in  the  videocassette  service  as  one 
method  of  meeting  that  interest  can  call  collect  Mr.  Rich- 
ard S.  Christian,  Director  of  Network  Affairs,  (212)  541- 
8088  for  additional  information  and  answer  subsequent 
questions.  The  following  programs  will  be  put  on  video- 
cassettes: October  4-October  17,  “High  Risk  Preg- 

nancy— Avoiding  Surprises,”  with  Louis  Gluck,  M.D., 
professor  of  pediatrics  and  obstetrics  and  director  of  per- 
inatology, University  of  California  Medical  Center  at  San 
Diego.  “Behavior  Modification:  Treatment  or  Coer- 
cion?” with  Bernard  Towers,  M.B.,  Ch.B.,  professor  of 
anatomy  and  pediatrics,  and  James  Q.  Simmons,  III,  M.D., 
associate  professor  of  psychiatry  and  chief,  Child  Psychi- 
atry at  the  Neuropsychiatric  Institute;  both  at  the  Uni- 
versity of  California  at  Los  Angeles;  and  Daniel  Wikler, 
Ph.D.,  assistant  professor  of  philosophy  and  medical  ethics 
and  Marilyn  Wikler,  Ph.D.,  assistant  professor,  School  of 
Social  Work,  both  at  the  University  of  Wisconsin,  Madi- 
son. 

October  18-October  31,  “Hyaline  Membrane  Disease: 
Assessing  Lung  Maturity,”  with  Louis  Gluck,  M.D.,  pro- 
fessor of  pediatrics  and  obstetrics,  University  of  California 
San  Diego,  LaJolla.  “The  Clinician  and  the  Laboratory: 
Infectious  Diseases,”  with  Richard  H.  Parker,  M.D.,  chief, 
Infectious  Disease,  Veterans  Administration  Hospital,  and 
associate  professor  of  medicine,  Howard  University, 
Washington,  D.C.  “Dyspnea:  Signal  of  Disease?”  with 
Kenneth  M.  Moser,  M.D.,  director,  Pulmonary  Division, 
and  professor  of  medicine,  University  of  California,  San 
Diego. 

November  1-November  14:  “Hypertensive  Retinopa- 
thy: Funduscopic  Features,”  with  Richard  E.  Goldberg, 
M.D.,  director,  and  Larry  E.  Magargal,  M.D.,  Codirector, 
the  Retinal-Vascular  Unit,  Wills  Eye  Hospital,  Philadel- 
phia. “Lactic  Acidosis:  Pathogenesis  and  Etiology,”  and 
“Lactic  Acidosis:  Differential  Diagnosis  and  Treatment,” 
with  Philip  Felig,  professor  and  vice  chairman,  Department 
of  Internal  Medicine,  and  chief,  Endocrinology  Section, 
Yale  University  School  of  Medicine  and  Yale-New  Haven 
Hospital. 

November  15-November  28:  “Fiberoptic  Bronchos- 
copy: Its  Uses  and  Advantages,”  with  Bernard  Marsh, 
M.D.,  associate  professor  of  otolaryngology,  The  Johns 
Hopkins  University  School  of  Medicine  and  director, 
Broyles  Bronchoscopic  Clinic,  Johns  Hopkins  Hospital, 
both  in  Baltimore,  Maryland.  “Alcohol  Ingestion:  Acute 
Metabolic  Syndromes,”  with  Philip  Felig,  M.D.,  professor 
and  vice-chairman,  Department  of  Internal  Medicine  and 
chief,  Endocrinology  Section,  Yale  University  School  of 
Medicine  and  Yale-New  Haven  Hospital.  “CAT  Scanning: 
a New  Dimension,”  with  John  R.  Haaga,  M.D.,  radiologist, 
The  Cleveland  Clinic,  Cleveland,  Ohio. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  eight  weeks  prior  to  publication  date. 
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Need  help,  Doctor? 

Whatever  the  medical  specialty,  the  best  way 
to  locate  a physician  is  through  a classified 
advertisement  in.theiVeu'  York  State  Journal 
of  Medicine.  For  only  $10.00  for  fifty  words  or 
less,  you  can  reach  the  27,000  physicians, 
residents  and  interr.s  who  read  the  Journal. 
Confidential  reply  department  numbers  are 
fifty  cents  additional.  Deadline — 25  days  be- 
fore issue  date. 
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Surprising,  perhaps,  but  it  makes  sense  when  you  think  about  it. 

Obviously,  the  actual  dose  of  any  prescription  drug  the  patient  takes 
cannot  be  tested  because  it  would  have  to  be  broken  down  for 
analysis  — after  which  it  could  never  be  used  by  a patient. 

This  means  that  you  depend  on  the  manufacturer  for  assur- 
ance that  the  dose  the  patient  takes  is  identical  to  the  ones 
which  have  been  tested. 

At  each  step  in  the  manufacture  of  a Lilly  drug, 
test  after  test  confirms  the  ingredients,  formulation, 
purity,  and  accuracy  — all  the 
critical  factors  that  assure  that 
every  Lilly  medicine  is  just  what 
you  ordered. 

That’s  particularly  impor- 
tant, as  you  know.  The  same 
drug  made  by  different  com- 
panies can  be  chemically  iden- 
tical yet  may  act  differently  in 
the  human  body  because  of 
the  many  variables  in  the  way  the 
drugs  are  manufactured. 

And,  of  course,  government 
standards  alone  do  not  assure 
the  efficacy  and  consistency  — the 
quality  of  each  drug  you  prescribe. 

As  we  at  Eli  Lilly  and  Company 
see  it,  the  ultimate  responsibility  for 
quality  is  ours. 

For  four  generations  we’ve  been  making 
medicines  as  if  people’s  lives  depended  on  them. 


600128 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS.  INDIANA  46206 


The  one 

the  patient  takes 
nevertested. 
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Editorials 


Hypertension 

Numerous  community  hypertension  intervention 
programs  encompassing  screening,  follow-up,  and 
professional  education  have  developed  throughout 
the  country.  Some  of  these  programs  have  been 
eminently  successful,  for  example,  State  of  Con- 
necticut; Atlanta,  Georgia,  Milwaukee,  Wisconsin; 
and  Dutchess  County,  New  York.  In  part,  the  suc- 
cess of  these  programs  has  been  due  to  an  active 
ongoing  professional  education  program.  These 
programs  demonstrate  that  treatment  patterns  can 
be  altered. 

Practicing  physicians  receive  journals  or  attend 
meetings  occasionally  highlighting  hypertension. 
Despite  this,  major  hypertensive  complications  are 
still  occurring  at  about  the  same  rate  and  many  pa- 
tients are  inadequately  treated.  Physicians  need  not 
be  reminded  that  hypertension  is  easily  controlled 
and  that  many  of  its  complications  may  be  prevented 
or  delayed. 

An  aggressive  educational  program  is  required  to 
change  physicians’  attitudes  toward  hypertension 
and  its  treatment  pattern.  The  reasons  for  our 
failure  to  meet  this  challenge  are  numerous.  How- 
ever, two  stand  out  prominently:  (1)  medical  stu- 
dents, house  officers,  and  practicing  physicians  only 
recently  have  been  taught  the  benefits  of  treating 
hypertension;  and  (2)  hypertension  usually  is 
asymptomatic  until  a serious  complication  arises. 
Recognizing  a need,  The  Medical  Society  of  the  State 
of  New  York  is  making  an  active  commitment  to 
professional  education  by  publishing  a bimonthly 
section  on  hypertension  in  the  New  York  State 
Journal  of  Medicine;  it  will  be  edited  by  the  New 

How  MSSNY  helps  physicians! 

The  recurrent  theme,  repeated  now  more  often 
than  ever,  is  “What  is  the  Medical  Society  doing  for 
me?”  When  that  question  is  answered  by  the  long 
list  of  services  rendered,  then  the  theme  changes  to 
“Yes,  but  what  has  the  Medical  Society  done  for  me 
lately?”  Well  here  is  such  a brand  new  service  ben- 
efiting all  physicians  here  and  now! 

Recently  there  have  been  additions  by  the  Board 
of  Regents  to  the  Regulations  of  the  Commissioner 
of  Education  which  affect  each  and  every  medical 
practitioner,  as  well  as  others  in  the  health  field.  For 
instance,  there  has  been  added  to  paragraph  (12)  of 
Section  60.1,  Subdivision  (d)  of  the  Regulations,  the 
new  phraseology  below  as  an  amendment  to  para- 


York  State  Affiliate  of  the  American  Heart  Associ- 
ation. To  our  knowledge,  this  is  the  first  cooperative 
venture  between  a voluntary  agency  and  a State 
Medical  Society  in  the  field  of  professional  educa- 
tion. 

A major  aim  of  this  series  is  to  refresh  practicing 
physicians  about  the  recent  pathophysiologic  con- 
cepts of  the  disease,  the  most  current  approaches  to 
diagnosis  and  treatment  and,  in  particular,  the  im- 
portance of  an  aggressive  and  conscientious  approach 
to  the  long-term  management  in  the  prevention  of 
complications.  As  scientific  information  increases 
about  the  pathophysiology  of  hypertension,  different 
interpretations  of  these  results  have  arisen,  gener- 
ating contrasting  points  of  view.  These  opinions  will 
be  presented  impartially  to  allow  the  physician  to 
formulate  his  own  viewpoint  for  the  care  of  his  hy- 
pertensive patient. 

The  first  article  in  this  series,  “Adolescent  Hy- 
pertension,” by  Margaret  M.  Kilcoyne,  M.D.,  appears 
on  page  2002  of  this  issue  and  may  be  pulled  from  the 
Journal  for  separate  filing.  Additional  copies  of 
these  articles  are  available  through  the  Heart  Asso- 
ciation. 

(Signed) 

LIONEL  U.  MAILLOUX,  M.D. 

MARVIN  MOSER,  M.D. 

PETER  A.  BLUESTONE,  M.D. 

DAVID  B.  CASE,  M.D. 

MARGARET  M.  KILCOYNE,  M.D. 

CHARLES  D.  SWARTZ,  M.D. 

71  Dartmouth  Road 
Manhasset,  N.Y.  11030 


graph  (12),  effective  August  31, 1976  (the  italic  por- 
tion represents  changes  in  form  of  new  addition). 

(12)  Except  as  otherwise  provided  by  law  with 
respect  to  a facility  licensed  pursuant  to  Article 
28  of  the  New  York  State  Public  Health  Law  or 
Article  13  of  the  New  York  State  Mental  Hygiene 
Law,  entering  into  an  arrangement  or  agree- 
ment with  any  person  or  other  entity  in  the 
State  of  New  York  whereby  the  amount  received 
by  such  person  in  payment  for  furnishing  space, 
facilities,  equipment,  or  personnel  services  used 
by  a physician  in  his  or  her  practice  constitutes 
a percentage  of  or  is  otherwise  dependent  upon 
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the  income  or  receipts  of  the  physician  from 
such  practice. 

It  should  be  realized  that  failure  to  comply  with 
this  new  provision  could  lead  to  loss  of  license  and 
other  penalties.  The  General  Counsel  of  the  Society, 
J.  Richard  Burns,  J.D.,  pursued  this  matter  further 
with  Robert  D.  Stone,  Esq.,  counsel  to  the  State 


Education  Department  and  clarified  the  situation  for 
all  of  us  as  can  be  attested  to  by  the  letter  dated 
September  8,  1976,  which  follows. 

In  short,  existing  agreements  between  hospital- 
based  physicians  are  not  affected,  but  the  “medi- 
caidmills”  have  been  dealt  a body  blow  long  over- 
due. 

A.A.A. 


THE  UNIVERSITY  OF  THE  STATE  OF  NEW  YORK 

THE  STATE  EDUCATION  DEPARTMENT 
ALBANY,  NEW  YORK  12234 


COUNtlL 

AND 

IPUTY  COMMISSIONER  FOR  LEGAL  AFFAIA* 


September  8,  1976 


by 

l RICHARD  BURNS1" 
GENERAL  COUNSfL 

SEP  10  |y/6 

REFERRED  TQi 


Dear  Mr.  Burns: 

Thank  you  for  your  letter  of  August  30  concerning 
section  60.1(d) (12)  of  the  Regulations  of  the  Commissioner 
of  Education. 

In  promulgating  this  section  of  the  Regulations, 
it  was  the  intention  of  the  Board  of  Regents  and  the  Commis- 
sioner of  Education  to  exclude  from  the  prohibition  of  para- 
graph (12)  arrangements  between  physicians  and  facilities 
licensed  pursuant  to  Article  28  of  the  Public  Health  Law  or 
Article  13  of  the  Mental  Hygiene  Law.  As  a result,  arrange- 
ments between  a physician  and  a facility  licensed  under  one 
of  those  articles  under  which  the  physician  agrees  to  pay  a 
percentage  of  his  receipts  from  practice  in  such  a facility 
in  exchange  for  space,  equipment  and  services  do  not  consti- 
tute unprofessional  conduct  under  paragraph  (12)  to  the 
extent  that  such  arrangements  are  permitted  by  the  authority 


J.  Richard  Burns,  Esq. 

General  Counsel 

Medical  Society  of  the  State  of  New  York 

420  Lakeville  Road 

Lake  Success,  New  York  11040 
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The  Untold  Story  Of  the  Good  Samaritan 


(A  Malpractice  Suit  Does  Him  In)* 

A certain  man  went  down  from  Jerusalem  to 
Jericho  and  fell  among  thieves,  which  stripped  him 
of  his  raiment,  and  wounded  him,  and  departed, 
leaving  him  half  dead. 

“And  by  chance  there  came  down  a certain 
priest  that  way:  And  when  he  saw  him  he  passed 
by  on  the  other  side. 

“And  likewise  a Levite,  when  he  was  at  the 
place,  came  and  looked  on  him,  and  passed  by  on 
the  other  side. 

“But  a certain  Samaritan,  as  he  journeyed,  came 
where  he  was:  And  when  he  saw  him,  he  had  com- 
passion on  him, 

“And  went  to  him,  and  bound  up  his  wounds, 
pouring  in  oil  and  wine,  and  set  him  on  his  own 
beast,  and  brought  him  to  an  inn,  and  took  care  of 
him. 

“And  on  the  morrow  when  he  departed,  he  took 
out  two  pence,  and  give  them  to  the  host,  and  said 
unto  him,  ‘Take  care  of  him;  and  whatsoever  thou 
spendest  more,  when  I come  again,  I will  repay 
thee.’  ” t 

Now  when  the  Samaritan  was  departed,  the  man 
became  sorely  sick,  perchance  because  of  the  oil 
and  wine  that  was  poured  into  his  wounds,  and  he 
appeared  to  be  nigh  unto  death.  Howbeit  by  the 
morrow  he  was  much  better. 

And  one  came  in  unto  him  and  said,  “I  am  a 
man  schooled  in  the  interpretation  of  the  law,  and 
have  heard  how  the  Samaritan  poured  oil  and  wine 
into  thy  wounds  and  brought  thee  to  this  place 
and  thou  becamest  sick.  I have  also  heard  of  the 
Samaritan,  how  he  has  been  blessed  and  has  many 

* Reprinted  with  permission  by  The  Journal  of  Legal  Medicine, 
November/December,  1975,  p.  4,  and  the  author,  Don  Harper 
Mills,  M.D.,  J.D. 

t St.  Luke  10:  30-35. 


flocks  and  herds  and  great  riches  and  many  ser- 
vants. I pray  thee  let  us  go  before  the  judge,  and 
perchance  he  shall  cause  the  Samaritan  to  recom- 
pence  thee  for  thy  sickness  and  misfortune.” 

And  the  man  said  unto  him,  “This  is  a hard 
thing  thou  asketh  me  to  do.  For  had  not  the  Sa- 
maritan stopped  and  helped  me,  I most  surely 
would  have  died;  doth  not  the  scripture  say  to  do 
unto  others  as  thou  wouldst  have  them  do  unto 
thee?  Also  I have  nothing  wherewith  to  pay  thee 
for  thy  service.” 

And  the  man  of  the  law  said  unto  him,  “Worry 
not  thyself  with  this  matter,  thou  needest  no 
money,  for  I will  plead  thy  cause  before  the  judge 
for  a third  of  the  substance  the  judge  shall  cause 
the  Samaritan  to  give  unto  thee.  And  if  the  judge 
delight  not  in  thee,  thou  owest  me  nothing.”  The 
man  said,  “I  cannot  do  this  thing.”  But  after 
much  persuasion,  he  consented. 

And  when  they  had  gone  before  the  judge,  he 
caused  the  Samaritan  to  give  unto  the  man,  all  his 
goods  until  he  had  naught,  save  the  raiment  which 
he  wore. 

Now  the  Samaritan’s  wife  became  sick  and  died 
because  of  the  evil  that  had  befallen  them.  And 
the  Samaritan,  being  a man  of  many  years,  and 
having  nothing  wherewith  to  live,  was  forced  to  be- 
come a beggar  at  the  gate  of  Samaria,  and  there 
died  and  was  buried  in  the  public  field. 

What  think  ye?  Which  of  these  men  stands  jus- 
tified before  God  and  his  fellow  man? 

Paul  Conrad** 

" Paul  Conrad  is  in  the  construction  business.  He  and  his 
family  spent  18  months  in  Central  America,  during  which  he 
directed  the  construction  of  a new  hospital  in  Honduras  and  a 
dining  hall  for  an  industrial  school  in  the  jungle  of  northeastern 
Guatemala.  Mr.  Conrad  is  an  enthusiastic  aviator  who  pilots 
his  own  plane  on  his  travels. 
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lofranil-PM 

imipramine  pamoate 

Unsurpassed  effectiveness 
among  tricyclics  in  relieving 
symptoms  of  depression. 


Before  prescribing  Tofranil-PM,  please  review 
the  prescribing  information  summarized  on 
the  back  of  this  page. 


Geigy 


Tofranil-PM* 

imipramine  pamoate 

As  symptoms  are  relieved,  mood 
and  motivation  may  be  markedly 
improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 

Good  results  are  usually  seen  at 
the  starting  dose  of  one  75-mg 
capsule  h.s. 


For  many  patients,  dosage  can  be 
safely  increased  to  150  mg  daily. 

As  with  all  tricyclics,  sedation 
may  occur,  please  caution  patients 
against  driving  or  operating 
dangerous  machinery. 

Before  prescribing  Tofranil-PM, 
please  review  the  prescribing 
information  summarized  below. 


75  mg 


Each  capsule  contains  imipramine  pamoate 
equivalent  to  75,  100,  125  or  150  mg  of 
imipramine  hydrochloride. 


100  mg  125  mg  150  mg 


Tofranil-PM' 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  to  be  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal.  When  it  is 
desired  to  substitute  Tofranil-PM.  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor, as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed.  The  drug  is  contraindicated 
dunng  the  acute  recovery  period  after  a myocardial  infarc- 
tion Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepme  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established, 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to 

— patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia. 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug  s anticholinergic  properties, 
—hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity: 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold. 

— patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  the  pedormance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  in  Children  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  overdosage 
due  to  the  high  unit  potency  (75  mg  . 100  mg  , 125  mg 
and  150  mg  j Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg..  100  mg  , 125  mg  or  150 
mg  imipramine  hydrochloride 

Precautions:  It  should  be  kept  in  mind  that  the  possibility 
ol  uicide  in  seriously  depressed  patients  is  inherent  in 


the  'llness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  dunng 
the  early  phase  of  treatment  with  Tofranil-PM,  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  padicularly  in 
patients  with  cyclic  disorders  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes. 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  the  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazine. 

In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g , paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs. 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomime- 
tic amine  (e  g.,  adrenalin,  noradrenalin),  since  it  has  been 
repoded  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines. 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  repoded 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards:  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  repoded  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  the  reactions  be  considered  when  imip- 
ramine is  administered. 

Cardiovascular  Hypotension,  hypedension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  head  block, 
stroke,  (alls 

Psychiatric:  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions:  anxiety, 
restlessness,  agitation:  insomnia  and  nightmares; 
hypomania;  exacerbation  of  psychosis 
Neurological  Numbness,  tingling,  paresthesias  of  ex- 
tremities. incoordination,  ataxia,  tremors;  peripheral 
neuropathy,  extrapyramidal  symptoms,  seizures,  altera- 
tions in  EEG  patterns;  tinnitus. 

Anticholinergic  Dry  mouth,  and,  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation, mydriasis,  constipation,  paralytic  ileus;  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract 
Allergic:  Skin  rash,  petechiae.  urticaria,  itching,  photosen- 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramme 

Hematologic  Bone  marrow  depression  including  agran- 
ulocytosis; eosinophilia,  purpura,  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  performed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue. 

Endocrine  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female,  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg. /day  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg./day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day.  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Tofranil- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate:  Capsules  of  75,  100,  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75. 
100,  125  or  150  mg  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  including  dosage  and  adminis- 
tration, please  refer  to  the  full  prescribing  information. 
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The  advent  of  the  fiberoptic  panendoscope  and 

the  availability  of  selective  celiac  and  superior  mes- 
enteric arteriography  has  resulted  in  a more  precise 
determination  of  the  site,  cause,  and  indicated  form 
of  therapy  for  U.G.H.  (upper  gastrointestinal  hem- 
orrhage). Several  authors  have  advocated  the  use 
of  selective  arterial  catheterization  and  drug  ad- 
ministration as  a means  to  control  upper  gastroin- 
testinal hemorrhage,1-3  but  this  procedure  is  only 
attainable  in  a limited  number  of  the  better- 
equipped  hospitals  and  is  associated  with  some 
complications.2  The  value  of  intragastric  and/or 
intraperitoneal  levarterenol  in  the  management  of 
U.G.H.  was  previously  reported.4  This  report  pre- 
sents experience  with  a larger  group  of  patients 
treated  by  this  method. 

Materials  and  methods 

Eighteen  patients  were  reported  in  the  previous 
series.4  Twenty  additional  patients  who  presented 
U.G.H.  between  November,  1974  and  May,  1975  are 
the  subject  of  this  report.  The  latter  group  was 
studied  prospectively.  Patients  were  selected  if 
bleeding  was  severe  enough  to  require  transfusion  of 
more  than  2 units  of  blood.  The  age,  underlying 
cause  of  hemorrhage,  the  site  of  bleeding,  and  se- 


The administration  of  norepinephrine  by  the  intra- 
gastric and/or  intraperitoneal  route  successfully 
stopped  bleeding  in  28  of  38  patients  presenting 
major  upper  gastrointestinal  bleeding.  The  method 
of  administration  is  described,  and  the  convenience 
and  ease  of  administration  is  emphasized.  In  one- 
half  of  the  patients  studied  no  further  bleeding  oc- 
curred, and  surgery  was  thus  avoided.  To  prolong 
the  effect  of  initial  control  of  norepinephrine,  a 
longer-acting  sympathomimetic  drug  was  added 
when  norepinephrine  was  given  by  the  intragastric 
route.  Intraperitoneal  norepinephrine  is  useful  in 
minimizing  the  extent  of  bleeding  at  the  time  of 
laparotomy. 


verity  of  bleeding — as  judged  by  the  pulse,  blood 
pressure,  nasogastric  content,  and  the  amount  of 
blood  transfusion  required — were  recorded.  The 
form  of  conservative  treatment  given  prior  to  the 
administration  of  norepinephrine  was  also  noted. 
The  effectiveness  of  treatment  was  assessed  by  the 
completeness  and  duration  of  the  control  of  hemor- 
rhage obtained.  The  following  technique  is  used. 

The  stomach  is  lavaged  with  iced  saline.  If  the  gas- 
tric contents  disclose  active  hemorrhage,  lavage  is  con- 
tinued until  gastric  contents  are  clear,  or  only  faintly 
tinged  with  blood.  Then  8 mg.  of  norepinephrine  in 
250  cc.  of  iced  saline  are  placed  into  the  stomach,  and 
the  nasogastric  tube  is  clamped  off  for  thirty  minutes. 
Active  bleeding  is  assessed  by  examining  the  color  and 
contents  of  10  cc.  of  gastric  aspirate.  The  stomach 
should  not  be  further  emptied  if  bleeding  is  controlled 
since  this  will  wash  away  the  norepinephrine  in  contact 
with  the  gastric  mucosa  and  lower  the  gastric  pH. 
Should  persistent  hemorrhage  and  clot  formation  be 
observed,  gastric  lavage  with  iced  saline  is  performed 
as  previously  and  8 mg.  of  levarterenol  bitartrate  (Le- 
vophed)  in  250  cc.  saline  again  placed  into  the  stomach 
before  occluding  the  nasogastric  tube.  This  procedure 
may  be  repeated.  In  patients  appearing  with  severe 
bleeding  and  those  in  whom  the  intragastric  route  has 
been  shown  to  be  ineffective,  norepinephrine  is  given 
intraperitoneally.  Intraperitoneal  administration  of 
norepinephrine  is  given  by  rapid  administration  of  4 
mg.  of  this  drug  in  150  cc.  of  saline,  followed  by  intra- 
peritoneal infusion  of  8 mg.  of  norepinephrine  in  500 
cc.  of  saline  at  a rate  of  60  cc.  per  hour. 

In  10  of  the  patients  studied,  a long-acting  sym- 
pathomimetic drug,  10  cc.  of  0.5  per  cent  solution  of 
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TABLE  I.  Initial  control  of  bleeding  with 
norepinephrine 


Status  of  Bleeding 

Number 

of 

Patients 

Deaths 

Not  controlled 

4 

2 

Initial  control 
recurrence 

6 

2 

Initial  control, 
no  recurrence 

10 

3 

oxymetazoline  hydrochloride  (Afrin),  was  added  to 
norepinephrine  when  it  was  given  intragastrically. 
The  blood  pressure  is  monitored  during  this  period 
and  the  intraperitoneal  infusion  rate  of  norepi- 
nephrine reduced  or  discontinued  if  progressive  hy- 
pertension occurs. 

Results 

Twelve  of  18  patients  reported  previously  and  16 
of  20  patients  studied  more  recently  showed  initial 
cessation  of  bleeding  following  norepinephrine  ad- 
ministration. Following  successful  initial  control  of 
bleeding  in  16  patients  of  the  latter  group,  6 devel- 
oped recurrent  hemorrhage  within  seven  days.  Four 
of  these  patients  underwent  surgery,  but  2 had  been 
successfully  controlled  by  a second  course  of  nor- 
epinephrine administration.  The  mortality  rate  is 
shown  in  Table  I.  The  majority  of  deaths  were  at- 
tributed to  the  serious  underlying  condition  of  the 
patient.  Three  patients  died  following  severe  per- 
sistent bleeding  that  failed  to  respond  to  norepi- 
nephrine and  surgery. 


Comment 

The  administration  of  norepinephrine  by  the  in- 
tragastric  and/or  intraperitoneal  route  successfully 
halted  U.G.H.  in  28  of  38  patients,  or  73.7  per  cent. 
De  Oliveira  et  al.b  found  that  intraperitoneal  levar- 
terenol  controlled  bleeding  in  7 of  8 patients  who 
presented  stress  ulcer.  Douglas6  treated  very  ill 
cancer  patients  who  had  developed  gastrointestinal 
hemorrhage  with  intragastric  norepinephrine,  and 
noted  marked  improvement  in  the  initial  control  of 
bleeding  and  survival  rate  as  compared  with  pre- 
viously treated  patients  who  had  not  received  le- 
varterenol.  Similar  benefit  in  the  initial  control  of 
U.G.H.  was  reported  by  Kiselow  and  Wagner.7 

The  intraperitoneal  administration  of  norepi- 
nephrine is  more  effective  than  intragastric  admin- 
istration of  the  same  drug.  The  intragastric  route 
should  be  reserved  for  initial  control  of  gastric 
bleeding;  persistence  of  bleeding  or  the  presence  of 
severe  hemorrhage  should  indicate  that  norepi- 
nephrine must  be  given  by  the  intraperitoneal  route. 
This  mode  of  administration  is  as  a rule  safe,  since 
the  administered  drug  passes  through  the  liver  where 
it  is  metabolized,  inactivated,  and  exerts  only  mini- 
mal or  no  systemic  effects.4  The  authors  noted 
raised  systemic  arterial  pressure  in  1 cirrhotic  patient 
with  portal  hypertension  when  norepinephrine  was 
given  intraperitoneally  at  surgery.  The  elevated 
blood  pressure  was  reduced  with  an  alpha  blocker, 
phentolamine.  In  all  patients,  the  pulse  and  blood 
pressure  must  be  monitored  at  regular  intervals.  To 
circumvent  possible  systemic  effects  in  patients  who 
demonstrate  portosystemic  shunting,  norepinephrine 
must  be  given  at  a slower  infusion  rate. 


TABLE  II.  Patients  seen  between  October,  1974,  and  May,  1975 


Case 

Number 

Age 

(Years) 

Underlying  Disease 

Cause  of  Bleeding 

Number 

of 

Trans- 

fusions 

Lowest 

Blood 

Pressure 

Initial  Effect  of 
Norepinephrine 

1 

70 

Cirrhosis 

Gastritis 

8 

90/45 

Good 

2 

50 

Cirrhosis 

Gastritis 

10 

0 

Poor 

3 

68 

Cirrhosis 

Gastritis 

8 

111/90 

Good 

4 

52 

Cirrhosis 

Gastritis 

4 

80/60 

Good* 

5 

32 

Cirrhosis 

Gastritis 

4 

90/60 

Good* 

6 

52 

Cirrhosis 

Gastritis 

8 

100/70 

Good* 

7 

85 

Cirrhosis 

Not  determined 

20 

40/.  . . 

Poor 

8 

54 

Cirrhosis 

Not  determined 

4 

90/70 

Good* 

9 

62 

Cirrhosis 

Not  determined 

8 

110/70 

Good 

10 

64 

Cirrhosis 

Not  determined 

3 

134/74 

Good* 

11 

65 

Cirrhosis 

Not  determined 

3 

90/70 

Good 

12 

48 

Gastric  ulcer 

Gastric  ulcer 

6 

100/65 

Good 

13 

60 

Gastric  ulcer 

Gastric  ulcer 

4 

90/50 

Good* 

14 

65 

Duodenal  ulcer 

Duodenal  ulcer 

6 

0 

Poor 

15 

58 

Duodenal  ulcer 

Duodenal  ulcer 

4 

90/60 

Poor* 

16 

62 

Chronic  lung  disease 

Gastritis 

12 

75/30 

Good 

17 

80 

Chronic  lung  disease 

Not  determined 

8 

90/50 

Good 

18 

70 

Cancer  of  bladder 

Not  determined 

2 

90/60 

Good* 

19 

62 

Perforated  duodenal 
ulcer 

Duodenal  ulcer  (?) 
gastritis  (?) 

; 4 

95/50 

Good  (intraperito- 
neal)* 

20 

32 

Cirrhosis 

Gastritis 

8 

75/30 

Good  (intraperito- 
neal)* 

‘Oxymetazoline  added 
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Norepinephrine  may  be  applied  to  the  peritoneal 
cavity  at  the  time  of  surgery  to  help  control  trou- 
blesome intra-abdominal  hemorrhage  (Table  II). 
The  sudden  decrease  in  bleeding  is  often  dramatic. 
Others  have  likewise  found  this  method  useful  to 
reduce  hemorrhage  during  abdominal  surgery.8 
Norepinephrine  can  be  given  with  laparotomy  pads 
soaked  in  a solution  of  8 mg.  of  the  drug  in  500  cc.  of 
saline.  Further  evidence  of  the  value  of  intraperi- 
toneal  norepinephrine  administration  was  shown  in 
dogs  who  received  parenteral  heparin  and  had  had 
a 5-cm.  area  of  mucosa  excised;  12  per  cent  of  the 
animals  survived,  whereas  when  norepinephrine  was 
given  intraperitoneally  or  by  the  intragastric  routes, 
82  per  cent  of  the  animals  survived.4 

In  an  endeavor  to  prolong  the  initial  vasocon- 
strictor action  of  intragastric-administered  norepi- 
nephrine, we  have  added  a long-acting  sympatho- 
mimetic drug,  oxymetazoline  hydrochloride,  with  the 
initial  treatment.  This  drug  has  an  imidazole  group 
but  lacks  a naphthyl  group  present  in  certain  other 
sympathomimetic  drugs  such  as  tetrahydrazoline 
hydrochloride  which  causes  depression  in  the  central 
nervous  system.  Orally  administered  catechol- 
amines are  inactivated  in  the  gut  by  oxymethylation 
in  the  3 position.  The  efficiency  of  these  drugs  is 
improved  if  the  hydroxyl  group,  and  in  particular  the 
3-hydroxyl  group,  is  removed  from  the  parent  mol- 
ecule. 

The  salutary  effect  of  local  norepinephrine  ad- 
ministration is  due  to  its  direct  vasoconstrictor  effect, 
alpha  receptor  stimulation,  on  gastric  and  splanchnic 
blood  vessels.  Reports  on  the  effect  of  norepineph- 
rine and  epinephrine  on  mesenteric  blood  flow  have 
been  conflicting  (Table  III).  These  discrepancies  are 
due  partly  to  differences  in  route  of  administration, 
dosage,  types  of  catecholamines  studied,  and  species 
of  animal  chosen.  The  final  effect  of  norepinephrine 
on  mesenteric  blood  flow  will  depend  on  its  effect  on 
intestinal  resistance  vessels,  which  may  be  modified 
by  intestinal  motility,  secretion,  and  systemic  and 
portal  pressures.  Folkow9  noted  a decrease  mesen- 
teric blood  flow  when  norepinephrine  was  given  by 
the  intravenous  route.  Stimulation  of  the  splanchnic 
nerves  produced  marked  vasoconstriction,  and  fur- 
ther stimulation  resulted  in  autoregulatory  escape 
with  vasodilation.  This  vasodilatory  effect  is  prob- 
ably due  to  overriding  beta  receptor  stimulation  and 
may  be  blocked  at  least  in  part  with  beta  blocker 
drugs.  Rosch  et  al.3  were  able  to  control  bleeding  in 
the  majority  of  patients  in  whom  they  selectively 
infused  epinephrine  intra-arterially  after  adminis- 
tering a beta  blocker,  propranalol  hydrochloride. 
The  concomitant  use  of  intragastric  and  intraperi- 
toneal  norepinephrine  with  an  alpha  blocker  requires 
further  evaluation  of  the  possible  role  in  prolonging 
effective  control  of  bleeding. 

Siegalman,  Merav,  and  Boley10  instilled  norepi- 
nephrine directly  into  the  peritoneal  cavity  of  dogs 
and  demonstrated  radiologically  marked  vasocon- 


TABLE  III.  Review  of  patients  treated  by  intragastric 
and/or  intraperitoneal  norepinephrine 


Study 

Method  of 
Norepine- 
phrine 
Adminis- 
tration 

Num- 
ber of 
Patients 

Number 
Showing 
Initial 
Cessa- 
tion of 
Bleeding 

de  Oliveira 

Intraperi- 

8 

7 

et  al.s 
Douglas6 

toneal 

Intragas- 

7 

7 

Kiselow  and 

tric/in- 

traperi- 

toneal 

Intragas- 

12 

7 

Wagner1 
LeVeen  et  at.4 

trie 

Intragas- 

18 

12 

Present  study 

tric/in- 

traperi- 

toneal 

Intragas- 

20 

16 

Totals 

tric/in- 
tra  peri- 
toneal 

65“ 

~49 

striction  when  the  drug  was  administered  in  a dose 
of  0.4  to  0.8  mg.  per  kilogram.  Vasoconstriction  was 
maximal  at  the  site  of  local  instillation  and  was  less 
prominent  following  administration  of  a smaller  dose. 
Rebound  vasodilation  was  demonstrated  in  some  of 
the  animals  two  hours  after  the  commencement  of 
the  norepinephrine  administration.  Intragastric 
norepinephrine  administered  during  laparotomy  by 
the  intragastric  route  in  man  and  the  intraperitoneal 
route  in  dogs  significantly  reduces  regional  gastric 
blood  flow.11 

Reduction  of  the  arterial  supply  to  the  stomach  by 
various  other  methods  generally  causes  a decrease  in 
gastric  acid  secretion.12  It  has  not  been  clearly  de- 
termined whether  or  not  intragastric,  intraperitoneal, 
or  intra-arterial  administration  of  sympathomimetic 
drugs  in  man  modifies  gastric  acid,  pepsin,  and/or 
mucin  secretion.  Forrest  and  Code13  constructed 
Heidenhain  pouches,  gave  epinephrine  and  norepi- 
nephrine intravenously,  and  noted  inhibition  of  the 
volume  of  acid  secretion.  Leonsins  and  Waddell14 
gave  norepinephrine  in  500  ml.  of  isotonic  saline  by 
the  intravenous  route  to  human  subjects;  inhibition 
of  basal  augmented  acid  secretion  following  an  in- 
jection of  histamine  was  noted.  They  observed 
similar  findings  to  those  of  Forrest  and  Code;  the 
volume  of  acid  secretion,  rather  than  the  concen- 
tration, was  reduced. 

Modern  diagnostic  procedures  have  allowed  a 
more  accurate  assessment  of  the  exact  cause  of 
bleeding  and  brought  to  light  the  high  incidence  of 
acute  stress  ulceration  in  patients  appearing  with 
upper  gastrointestinal  hemorrhage.  Many  patients 
with  cirrhosis  of  the  liver  bleed  from  stress  ulceration 
and/or  from  peptic  ulcer  disease  rather  than  from 
esophageal  varices.  Many  of  these  patients,  as  well 
as  others  with  stress  ulceration,  are  often  too  ill  to 
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undergo  major  gastric  surgery.  An  initial  attempt 
to  control  upper  gastrointestinal  hemorrhage  by 
using  sympathomimetic  drugs  was  found  to  control 
hemorrhage  effectively  in  most  of  these  patients. 
The  possible  role  of  norepinephrine  given  to  selected 
patients  as  a prophylactic  measure  designed  to  pre- 
vent stress  ulceration  should  be  considered.  Guth 
and  Kozbur15  identified  mast  cells  in  damaged  gastric 
mucosal  sites  and  postulated  that  this  may  be  one 
factor  that  accounted  for  local  vasodilation. 
Bleeding  subsequently  occurs  from  rupture  into  the 
dilated  vessels  at  sites  of  local  mucosal  necrosis.  The 
gastric  acid  mucosal  barrier  is  also  damaged,16  and 
hydrogen  ion  flow  across  cell  membrane  causes  fur- 
ther gastric  mucosal  damage.  It  is  possible  that 
norepinephrine  may  be  utilized  at  this  stage  to  re- 
verse or  minimize  the  deleterious  effects  of  vasodi- 
lation. 

Emergency  surgery  carried  out  for  patients  who 
have  upper  gastrointestinal  hemorrhage  carries  a 
postoperative  mortality  rate  above  20  per  cent 
whereas  when  performed  on  an  elective  basis  a 
marked  reduction  in  mortality  occurs.7  The  outlook 
for  seriously  ill  patients  who  undergo  emergency 
surgery  for  upper  gastrointestinal  hemorrhage  is  even 
more  dismal.  The  administration  of  norepinephrine 
by  the  intragastric  and/or  intraperitoneal  route  may 
temporarily  halt  the  bleeding  episode,  permit  the 
clinician  to  obtain  a more  accurate  assessment  of  the 
site  from  which  bleeding  is  taking  place,  and  gain 
valuable  time  to  improve  the  general  condition  of  the 
patient.  In  some  instances  where  other  means  of 
conservative  treatment  have  failed,  complete  arrest 
of  bleeding  will  be  secured  and  thus  surgery  avoided 
in  a desperately  ill  patient. 

Experiments  in  animals  and  clinical  experience 
indicate  that  intraperitoneal  norepinephrine  given 
during  surgery  minimizes  intraoperative  bleeding.4 
The  prevention  of  excessive  bleeding  often  facilitates 
the  operative  procedures  and  minimizes  the  need  for 
blood  transfusion  with  its  own  complications. 


References 


1.  Nusbaum,  M.,  Baum,  S.,  and  Blakemore,  W.  S.:  Clinical 
experience  with  the  diagnosis  and  management  of  gastrointestinal 
hemorrhage  by  selective  mesenteric  catheterization,  Ann.  Surg. 
170:  506(1969). 

2.  Conn,  H.  0.,  ef  al.:  Intrarterial  vasopressin  in  the  treat- 
ment of  upper  gastrointestinal  hemorrhage:  a prospective  con- 
trolled clinical  trial,  Gastroenterology  68:  211  (Feb.)  1975. 

3.  Rosch,  J.,  et  al.:  Selective  arterial  drug  infusions  in  the 
treatment  of  acute  gastrointestinal  bleeding,  ibid.  59:  341 
(1970). 

4.  LeVeen,  H.  H.,  et  al.:  A proposed  method  to  interrupt 
gastrointestinal  bleeding:  preliminary  report,  Ann.  Surg.  175:  459 
(1972). 

5.  de  Oliveira,  G.  G.,  Bartholo,  R.  M.,  de  Oliveira  Filho,  R. 

P.,  and  Locoselli,  A.:  Long-term  intraperitoneal  infusion  of 

norepinephrine  in  the  control  of  massive  bleeding  from  stress  ul- 
cers, Crit.  Care  Med.  2:  262  (Sept. -Oct.)  1974. 

6.  Douglas,  H.  O.,  Jr.:  Levarterenol  irrigation.  Control  of 
massive  gastrointestinal  bleeding  in  poor-risk  patients,  J.A.M.A. 
230:  1653  (Dec.)  1974. 

7.  Kiselow,  M.  C.,  and  Wagner,  M.:  Intragastric  instillation 
of  levarterenol.  A method  for  control  of  upper  gastrointestinal 
tract  hemorrhage,  Arch.  Surg.  107:  387  (1973). 

8.  Turnbull,  R.:  Personal  communication,  Cleveland  Clinic, 
1975. 

9.  Folkow,  B.:  A critical  study  of  some  methods  used  in  in- 
vestigations on  the  blood  circulation,  Acta  physiol,  scandinav.  27: 
118  (1952). 

10.  Siegalman,  S.  S.,  Merav,  A.  D.,  and  Boley,  S.  J.:  Angiog- 
raphy following  intra-arterial  levarterenol,  Radiology  107:  663 
(1962). 

11.  LeVeen,  E.,  Wapnick,  S.,  and  Falk,  G.:  Reduction  of 
gastric  blood  flow  following  intragastric  and  intraperitoneal  nor- 
epinephrine, in  preparation. 

12.  Thompson,  J.  E.,  and  Vane,  J.  R.:  Gastric  secretion  in- 
duced by  histamine  and  its  relationship  to  rate  of  blood  flow,  J. 
Physiol.  121:433  (1953). 

13.  Forrest,  A.  P.,  and  Code,  C.  F.:  The  inhibiting  effect  of 
epinephrine  and  norepinephrine  on  secretion  induced  by  hista- 
mine in  separated  pouches  of  dogs,  J.  Pharmacol.  & Exper. 
Therap.  110:  447  (1954). 

14.  Leonsins,  A.  J.,  and  Waddell,  W.  R.:  Inhibiting  effect  of 
norepinephrine  on  gastric  secretion  in  human  subjects,  J.  Appl. 
Physiol.  12:  334  (1958). 

15.  Guth,  P.  H.,  and  Kozbur,  X.:  Pathogenesis  of  gastric 
microcirculatory  and  mast  cell  changes  in  restraint  stress,  Am.  J. 
Digest.  Dis.  13:  530  (1968). 

16.  Davenport,  H.  W.:  Back  diffusion  of  acid  throughout  the 
gastric  mucosa  and  physiologic  consequences,  in  Glass,  G.  B.,  Ed.: 
Progress  in  Gastroenterology,  New  York,  Grune  and  Stratton, 
1970,  vol.  2. 


1966  New  York  State  Journal  of  Medicine/ November  1976 


If  your  angina  patient* 
isn't  having  3 out  of  4 
better  days  than  usual... 


try  Cardilate 

J (ERYTHRITYL  TETRANITRATE) 


INDICATIONS  For  the  prophylaxis  and 
long-term  treatment  of  patients  with  fre- 
quent or  recurrent  anginal  pam  and  re- 
duced exercise  tolerance  associated  with 
angina  pectoris,  rather  than  for  the  treat- 
ment of  the  acute  attack  of  angina  pec- 
toris. since  its  onset  of  action  is  somewhat 
slower  than  that  of  nitroglycerin 
PRECAUTIONS  As  with  other  effective 
nitrates,  some  fall  in  blood  pressure  may 
occur  with  large  doses 
Caution  should  be  observed  in  admin- 
istering the  drug  to  patients  with  a history 
of  recent  cerebral  hemorrhage,  because 
of  the  vasodilatation  which  occurs  in  the 
area  Although  therapy  permits  more 
normal  activity,  the  patient  should  not  be 
allowed  to  misinterpret  freedom  from 
anginal  attacks  as  a signal  to  drop  all 
restrictions 

SIDE  EFFECTS  No  serious  side  effects 
have  been  reported  In  sublingual  therapy 
a tingling  sensation  (like  that  of  nitro- 
glycerin) may  sometimes  be  noted  at 
the  point  of  tablet  contact  with  the  mucous 
membrane  If  objectionable  this  may  be 
mitigated  by  placing  the  tablet  in  the 
buccal  pouch  As  with  nitroglycerin  or 
other  effective  nitrites,  temporary  vascular 
headache  may  occur  during  the  first  few 
days  of  therapy  This  can  be  controlled  by 
temporary  dosage  reduction  in  order  to 
allow  adjustment  of  the  cerebral  hemo- 
dynamics to  the  initial  marked  cerebral 
vasodilatation  These  headaches  usually 
disappear  within  one  week  of  continuous 
therapy  but  may  be  minimized  by  the 
administration  of  analgesics 
Mild  gastrointestinal  disturbances  occur 
occasionally  with  larger  doses  and  may 
be  controlled  by  reducing  the  dose  tem- 
porarily 

SUPPLIED  10  mg  chewable  tablets,  bot- 
tle of  100  Also  5.  10  and  15  mg  scored 
tablets  in  bottles  of  100.  10  mg  scored 
tablets  also  supplied  in  bottle  of  1 .000 
Also  available  Cardilate-  P brand 
Erythrityl  Tetramtrate  with  Phenobarbital* 
(‘Warning  may  be  habit-forming). 
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Please  note  unstable  angina  patients  may  be  refractory  ro  all  long-acting  nitrates 


Pain  days  significantly  re- 
duced with  Cardilate  (eryth- 
rityl tetramtrate)  in  48-patient 
study 1 Patients  on  placebo  ex- 
perienced same  pain  as  usual 
or  increased  pam  2 days  out  of 
3 compared  to  1 day  out  of  4 
while  on  Cardilate 


Rapid-acting  chewable  tablets 

(lOmg)  preferred  by  many  pa- 
tients Should  be  given  before 
anticipated  periods  of  stress  to 
produce  an  action  within  5 
minutes  and  lasting  up  to  2 
hours  Sublingual  tablets  also 
available 


Effective  prophylaxis  against 
attacks;  increases  exercise  tol- 
erance. Serious  side  effects 
have  not  been  reported  in  20 
years  clinical  use. 


Cardilate  can  save  patients 
money;  is  less  expensive  than 
many  popular  long-acting  ni- 
trates 20%  to  30%  savings  not 
uncommon,  also  helps  re- 
duce need  for  nitroglycerin. 
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The  admission  plain  radiographs  of  the  chest  and 
abdomen  of  73  patients  with  acute  pancreatitis  have 
been  examined  and  the  frequency  of  findings 
suggesting  acute  pancreatitis  reviewed.  Signs  of 
acute  pancreatitis  were  observed  in  79  per  cent  of  all 
cases  and  in  86  per  cent  of  those  who  were  seriously 
ill.  Colonic  dilation,  obscured  psoas  margins,  in- 
creased epigastric  soft-tissue  density,  left  or  bilateral 
small-bowel  ileus,  increased  gastrocolic  separation, 
and  duodenal  ileus  occurred  in  11  to  22  per  cent. 
Pleural  effusion  was  seen  in  4 per  cent  and  pancreatic 
calcification  in  3 per  cent.  Duodenal  ileus  and 
pancreatic  calcification  most  specifically  indicated 
pancreatitis.  In  the  overall  clinical  context  other 
signs  may  provide  valuable  diagnostic  information. 
Familiarity  with  these  signs  and  examination  for 
their  presence  in  the  evaluation  of  patients  with 
acute  abdominal  symptoms  may  allow  better  diag- 
nosis and  improve  management  of  acute  pancreati- 
tis. 


In  the  initial  evaluation  of  patients  with  acute 
pancreatitis,  positive  support  of  this  diagnosis  as 
opposed  to  other  acute  intra-abdominal  conditions 
is  of  major  importance.  Plain  radiographic  exami- 
nation of  the  chest  and  abdomen  may  play  a signifi- 
cant role  in  this  differentiation.  Such  roentgeno- 
grams not  only  may  provide  negative  evidence  of 
other  intra-abdominal  disease,  but  also  may  dem- 
onstrate signs  suggestive  of  acute  pancreatitis. 
Previous  reports  have  described  a variety  of  radio- 
graphic  signs  in  patients  with  acute  pancreatitis. 
These  include  pleural  effusions,1,2  loss  of  the  psoas 
muscle  outlines,2,3  haziness  of  the  epigastrium,1 
distortion  of  the  gastric  air  bubble,1,3-6  increased 
gastrocolic  separation,1,2  duodenal  or  segmental 
small-intestinal  ileus,1-3,5,7,8  and  colonic  dilation. 1- 
3,5,7,9-n  The  present  study  was  undertaken  to 
evaluate  the  frequency  of  these  signs  in  acute  pan- 
creatitis and  to  study  their  relationship  to  the  se- 
verity and  etiology  of  the  disease. 

Materials  and  methods 

The  admission  chest  and  plain  abdominal  roent- 
genograms of  73  consecutive  patients  with  a diagnosis 
of  acute  pancreatitis  admitted  to  Bellevue  and  New 
York  University  Hospitals  between  January,  1971, 
and  October,  1972,  have  been  reviewed.  The  diag- 
nosis rested  on  elevated  serum  amylase  levels  and  the 
overall  clinical  course  in  50  patients  and  was  proved 
by  operation  or  autopsy  in  23.  Pancreatitis  was  as- 
sociated with  alcoholism  in  58,  80  per  cent,  and  bil- 
iary tract  disease  in  9,  12  per  cent.  It  occurred 
postoperatively  in  2,  3 per  cent,  and  was  idiopathic 

* Supported  in  part  by  a grant  from  the  Billy  Rose  Foundation, 
New  York  City. 


in  4,  or  5 per  cent  of  the  patients.  Eight  or  11  per 
cent  of  the  patients  died,  and  an  additional  15,  20  per 
cent,  were  seriously  ill  requiring  more  than  one  week 
of  treatment  in  the  intensive  care  unit. 

Radiographic  signs  were  defined  as  follows:  (1)  left 
or  right  pleural  effusion  and  (2)  increased  gastrocolic 
separation  are  shown  in  Figure  1A;  the  distance  be- 
tween the  gastric  and  colonic  gas  shadows  was  mea- 
sured at  the  left  border  of  the  spine  on  the  supine 
abdominal  film.  There  is  marked  variability  in  the 
normal  range  of  this  distance,  and  in  patients  with 
a hypersthenic  habitus  the  colon  may  lie  above  the 
gastric  outline.  For  purposes  of  analysis,  a separa- 
tion of  more  than  3.5  cm.  was  arbitrarily  considered 
abnormal.  (3)  Gastric  greater  curvature  distortion, 
as  shown  in  Figure  IB,  consisted  of  scalloped  in- 
dentation and  displacement  of  the  greater  curvature 
of  the  stomach  as  outlined  by  gastric  gas.  (4)  Duo- 
denal ileus,  as  shown  in  Figures  IB  and  C,  was  dem- 
onstrated by  a duodenal  air-fluid  level,  an  air-filled 
duodenal  bulb,  or  visualization  of  a thickened  air- 
filled  duodenal  sweep,  frequently  with  an  enlarged 
pancreatic  imprint  on  its  medial  aspect.  (5)  Seg- 
mental small  bowel  ileus  was  indicated  by  one  or 
more  distended  loops  of  air-filled  small  bowel  (Fig. 
IB).  These  loops  may  show  alteration  in  thickness 
of  the  small  bowel  wall  as  well  as  of  the  valvulae 
conniventes.  In  8 patients,  small  amounts  of  gas 
were  observed  scattered  throughout  the  large  and 
small  bowel  without  distension.  This  was  considered 
due  to  aerophagia  and  not  abnormal.  (6)  Colonic 
dilation  was  considered  present  when  dilated  seg- 
ments of  right,  transverse,  or  proximal  descending 
colon  were  present  with  a colonic  gas  pattern  ex- 
ceeding an  arbitrary  width  of  3.8  cm.  on  the  supine 
abdominal  film  (Fig.  ID).  (7)  Obscured  psoas  mar- 
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FIGURE  1.  Abdominal  radiographs.  (A)  Illustrating  in- 
creased gastrocolic  separation  and  loss  of  definition  of 
upper  left  psoas  margin.  (B)  Demonstrating  segmental 
ileus  of  proximal  small  bowel.  Ileus  of  fourth  portion  of  duodenum  and  elevation  and  nodulation  of  greater  curvature  of 
stomach  also  present.  (C)  Illustrating  duodenal  ileus  with  air-filled  duodenum  outlining  enlarged  pancreatic  head.  Increased 
epigastric  soft-tissue  density  and  loss  of  psoas  margins  also  present.  (D)  Showing  increased  epigastric  soft-tissue  density, 
loss  of  psoas  margins,  and  dilatation  of  entire  transverse  colon. 
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TABLE  I.  Incidence  of  nine  radiographic  signs  on 
initial  roentgenograms  of  chest  and  abdomen  in 
both  groups  of  patients 


All  Patients 
(73) 

Group  1 
(23) 

Group  2 
(50) 

Sign 

Num- 

ber 

Per 

Cent 

f 

Num- 

ber 

Per  ’ 
Cent 

( 

Num- 

ber 

Per 

Cent 

Gastrocolic 
separation 
> 3.5  cm. 

11 

15 

8 

35 

3 

6 

Gastric  greater 
curvature 
distortion 

10 

14 

3 

13 

7 

14 

Duodenal  ileus 
Segmental 
small-bowel 
ileus 

8 

11 

3 

13 

5 

10 

Left 

14 

19 

5 

22 

9 

18 

Right 

3 

4 

3 

13 

0 

0 

Bilateral 

14 

19 

5 

22 

9 

18 

Colonic  dila- 
tation 

16 

22 

6 

26 

10 

20 

Obscure  psoas 
margins 

14 

19 

6 

26 

8 

16 

Increased  epi- 
gastric soft- 
tissue  density 

14 

19 

5 

22 

9 

18 

Pleural  effusion 

3 

4 

2 

9 

1 

2 

Pancreatic  calci- 
fication 

2 

3 

0 

0 

2 

4 

gins,  shown  in  Figures  1C  and  D,  was  defined  as 
failure  to  visualize  one  or  both  lateral  psoas  margins 
on  both  supine  and  erect  abdominal  films.  (8)  In- 
creased epigastric  soft  tissue  density,  illustrated  in 
Figures  1C  and  D,  meant  loss  of  definition  of  organ 
and  fascial  outlines  and  increased  soft-tissue  density 
in  the  epigastric  region  on  both  supine  and  upright 
abdominal  films.  (9)  Also  considered  as  a radio- 
graphic  sign  was  calcification  in  the  region  of  the 
pancreas. 

To  correlate  these  signs  with  the  severity  of  the 
pancreatitis,  the  patients  were  divided  at  the  end  of 
their  hospitalization  into  2 groups.  Group  1 included 
23  patients  who  died  or  who  required  at  least  one 
week  of  care  in  the  intensive  care  unit.  Group  2 
consisted  of  50  patients  with  less  severe  disease. 

Results 

The  overall  incidence  of  the  9 radiographic  signs 
on  initial  roentgen  examination  and  their  relation- 
ship to  the  severity  of  the  pancreatitis  is  summarized 
in  Table  I.  The  most  frequently  observed  signs  were 
colonic  dilation,  obscured  psoas  margins,  increased 
epigastric  soft-tissue  density,  and  left  or  bilateral 
segmental  small-bowel  ileus.  Gastrocolic  separation, 
obscured  psoas  margins,  and  intestinal  ileus  on  the 
right  side  were  more  frequent  in  Group  1 than  Group 
2.  The  average  degree  of  gastrocolic  separation  was, 
however,  the  same  in  both  groups.  Two  patients 
with  pancreatic  calcification  both  had  mild  dis- 
ease. 

Table  II  illustrates  the  number  of  signs,  excluding 


TABLE  II.  Number  of  radiographic  signs  observed  in. 
each  patient  and  number  of  signs  in  patients 
in  both  groups 


Number 
of  Signs 

All  Patients 
(73) 

Group  1 
(23) 

Group  2 
(50) 

r 

Num- 

ber 

Per 

Cent 

r N 

Num-  Per 
ber  Cent 

Num- 

ber 

Per 

Cent 

0 

15 

21 

3 

13 

12 

24 

1 

31 

42 

6 

26 

25 

50 

2 

12 

16 

6 

26 

6 

12 

3 

9 

12 

4 

17 

5 

10 

4 

6 

8 

4 

17 

2 

4 

TABLE  III.  Distribution  of  radiographic  signs  according 
to  cause  of  acute  pancreatitis 


Biliary 

Alcoholism  Tract  Postopera- 


(58) 

Disease  (9) 

. tive  (2) 

Other (4) 

Sign 

f 

Num- 

ber 

> r 

Per  Num- 
Cent  ber 

Per  Num- 
Cent  ber 

Per  Num- 
Cent  ber 

Per 

Cent 

Total 

58 

9 

2 

4 

Group  1 

15 

26 

6 

67 

1 

50 

1 

25 

Group  2 

43 

74 

3 

33 

1 

50 

3 

75 

No  signs 

13 

22 

0 

1 

50 

1 

25 

Gastrocolic 

separation 

7 

12 

3 

33 

0 

0 

1 

25 

Gastric 

greater 

curvature 

distortion 

6 

10 

3 

33 

0 

0 

0 

0 

Duodenal 

ileus 

3 

5 

2 

22 

0 

0 

1 

25 

Dilated 

colon 

13 

22 

2 

22 

1 

50 

0 

0 

Segmental 

small- 

bowel 

ileus 

28 

48 

3 

33 

1 

50 

1 

25 

Loss  of 
psoas 
margins 

10 

17 

3 

33 

0 

0 

1 

25 

Increased 

epigastric 

soft-tissue 

density 

12 

21 

0 

0 

0 

1 

25 

Pleural 

effusion 

2 

3 

1 

11 

0 

0 

0 

0 

Pancreatic 

calcifica- 

tion 

1 

2 

1 

11 

0 

0 

0 

0 

pancreatic  calcification,  seen  in  patients  of  the  2 
groups.  No  radiographic  signs  were  detected  in  15, 
or  21  per  cent  of  the  patients.  Fewer  radiographic 
signs  were  observed  in  patients  with  mild  disease  in 
Group  2,  and  signs  were  absent  in  24  per  cent  of  this 
group. 

Table  III  tabulates  the  frequency  of  radiographic 
signs  relative  to  the  cause  of  the  pancreatitis.  The 
great  majority  of  patients  in  this  series  had  pan- 
creatitis associated  with  alcoholism.  However, 
similar  signs  were  seen  in  patients  with  biliary, 
postoperative,  and  other  causes.  Duodenal  ileus, 
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gastrocolic  separation,  irregularity  of  the  greater 
curvature,  and  loss  of  psoas  margins  were  seen  more 
commonly  in  patients  with  biliary  tract  disease. 
Epigastric  haziness  was  more  common  in  alcoholic 
pancreatitis. 

Comment 

Hulten  in  19282  described  six  radiographic  signs 
in  14  patients  with  acute  pancreatitis.  They  were 
elevation  of  the  left  hemidiaphragm,  left  pleural 
effusion,  obliteration  of  the  psoas  margin,  swelling 
of  the  “bursa  omentalis,”  duodenal  ileus,  and  colonic 
dilation.  The  radiographic  recognition  of  pancreatic 
calcifications  was  described  by  Ludin  in  1936, 12  and 
in  1950,  Grollman,  Goodman,  and  Fine8  added  seg- 
mental small-bowel  distention,  the  “sentinel  loop.” 
Several  subsequent  reports  have  provided  detailed 
descriptions  of  individual  signs  and  conjecture  as  to 
their  pathogenesis.1-5,8-10,11,13 

The  diagnostic  specificity  of  these  signs  varies 
considerably.  Demonstration  of  enlargement  of  the 
pancreatic  head  outlined  by  a gas-filled  duodenum 
or  the  presence  of  pancreatic  calcification  were  the 
most  specific  radiographic  signs  of  pancreatic  disease 
seen  in  this  series.  The  presence  of  mottled  ra- 
diolucencies  related  to  fat  necrosis  has  been  de- 
scribed as  pathognomonic  of  acute  pancreatitis.13 
Demonstration  of  this  sign  is  rare  and  was  not  de- 
tected, even  retrospectively,  in  our  patients,  despite 
the  presence  of  extensive  fat  necrosis  at  laparotomy 
in  several  cases. 

Less  specific  signs  included  pleural  effusion,  in- 
creased epigastric  soft-tissue  density,  obscured  psoas 
margins,  increased  gastrocolic  separation,  and  gastric 
greater  curvature  distortion.  These  signs  are  related 
to  pancreatic  enlargement  and  inflammation  with  the 
presence  of  enzyme-rich  fluid  in  the  peripancreatic 
tissues  and  lesser  omental  sac.  Clearly,  any  acute 
inflammatory  process  in  this  area,  such  as  a posterior 
perforated  gastric  ulcer,  may  produce  a similar  ra- 
diographic picture.  Not  infrequently,  on  isolated 
radiographic  evaluation,  these  signs  were  considered 
nonspecific,  but  in  the  context  of  the  clinical  pre- 
sentation they  were  of  considerable  value. 

Colonic  dilation  and  segmental  small  intestinal 
ileus  were  of  more  limited  diagnostic  value.  Colonic 
dilation  has  been  indicated  by  a variety  of  terms  in- 
cluding “pseudo-obstruction”  7 and  the  “colon  cut- 
off.” 3,10  Different  regions  of  the  ascending, 
transverse,  and  splenic  flexures  of  the  colon  may  be 
involved,  and  the  mechanism  is  presumed  to  be  ileus 
secondary  to  inflammation  and  edema  tracking  into 
the  root  of  the  colonic  mesentery,7,10  or  phrenicocolic 
ligament.14  Inflammation  in  the  root  of  the  mes- 
entery together  with  the  presence  of  enzvme-rich 
intraperitoneal  fluid  may  be  responsible  for  seg- 
mental ileus  of  the  small  intestine.  Both  of  these 
latter  signs  may  be  seen  in  a variety  of  acute  intra- 
abdominal catastrophes.  Despite  the  low  individual 
specificity  of  a number  of  these  signs,  careful  overall 


evaluation  of  the  plain-chest  and  abdominal  x-ray 
films  may  provide  valuable  information.  A correct 
diagnosis  is  of  the  greatest  importance  in  patients 
with  more  severe  disease,  and  in  this  group,  87  per 
cent  showed  some  radiographic  sign  consistent  with 
acute  pancreatitis,  while  60  per  cent  showed  more 
than  one  sign. 

A review  of  the  incidence  of  radiographic  signs  in 
patients  with  pancreatitis  of  different  causes  revealed 
that  these  signs,  especially  duodenal  ileus,  gastrocolic 
separation,  and  greater  curvature  irregularity,  were 
more  frequently  seen  in  patients  with  pancreatitis 
associated  with  biliary  tract  disease.  These  findings 
may  be  related  to  the  greater  severity  of  pancreatitis 
in  this  group.  However,  increased  epigastric  soft- 
tissue  density  was  more  frequent  in  alcoholic  pan- 
creatitis, possibly  reflecting  the  tendency  for  the 
whole  pancreas  to  be  involved  in  this  entity.  Pan- 
creatitis associated  with  biliary  disease  is  more  fre- 
quently confined  to  the  pancreatic  head. 

The  relationship  between  initial  radiographic  signs 
and  overall  morbidity  rate  is  disappointing.  Re- 
spiratory complications  are  a frequent  cause  of  death 
and  morbidity  in  acute  pancreatitis.15  Initial  ra- 
diologic pulmonary  signs  are  infrequent  and  do  not 
detect  the  severity  of  this  early  respiratory  failure 
w’hich  may  be  diagnosed  accurately  only  by  arterial 
blood  gas  measurements.16  The  presence  but  not  the 
degree  of  gastrocolic  separation  and  the  finding  of 
segmental  small  intestinal  ileus,  especially  on  the 
right  side,  correlated  with  subsequent  morbidity. 
Colonic  necrosis  has  been  reported  complicating 
acute  pancreatitis,17  and  it  occurred  in  2 patients  in 
this  series.  The  degree  of  initial  colonic  dilation  was 
8.5  cm.  in  1 patient  but  was  unremarkable  in  the 
other.  The  widest  distention  seen,  11  cm.,  was  as- 
sociated only  with  pericolic  inflammation  and  fat 
necrosis.  The  frequency  and  degree  of  colonic  di- 
lation were  similar  in  patients  with  mild  and  with 
severe  disease.  Pancreatic  calcification  was  seen 
only  in  patients  with  relatively  mild  acute  episodes 
of  pancreatitis. 

A correct  early  diagnosis  is  of  great  importance  in 
the  management  of  patients  with  acute  pancreatitis. 
Despite  the  aid  of  a number  of  laboratory  determi- 
nations including  serum  amylase  and  calcium  levels, 
the  diagnosis  usually  rests  on  a careful  overall  clinical 
evaluation  of  the  patient.  The  presence  of  pancre- 
atic enlargement  and  inflammation,  with  enzyme- 
rich  fluid  in  the  retroperitoneal  tissues  and  peritoneal 
cavity,  gives  rise  to  a number  of  radiographic  signs 
which  may  be  appreciated  on  plain  radiographic 
examination  of  the  chest  and  abdomen.  Despite  the 
low  individual  specificity  of  several  of  these  signs, 
they  may,  in  the  clinical  context,  provide  valuable 
diagnostic  information.  The  initial  evaluation  of 
these  films  is  frequently  undertaken  by  the  surgical 
staff  responsible  for  the  overall  care  of  the  patient. 
Too  frequently,  the  films  are  examined  only  to  de- 
termine the  presence  of  evidence  of  a perforated 
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viscus  or  of  intestinal  obstruction.  Greater  famil- 
iarity with  the  radiographic  signs  seen  in  acute  pan- 
creatitis and  a deliberate  search  for  their  presence 
may  improve  the  management  of  these  patients. 
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Effect  of 
Bronchodilator 
Agents  on 
Arrhythmia*  1 


Patients  with  COPD  (chronic  obstructive  lung  dis- 
ease) often  have  cardiac  arrhythmias.  Bronchodi- 
lator therapy  for  these  patients  with  either  isopro- 
terenol aerosol  or  theophylline  compounds  might  be 
considered  hazardous.  Twenty-one  patients  with 
COPD  and  arrhythmias  were  treated  with  2 puffs  of 
isoproterenol  aerosol  while  on  a cardiac  monitor. 
None  had  worsening  of  cardiac  rhythm.  Sixteen 
patients  with  COPD  and  arrhythmias  were  treated 
with  either  intravenous  aminophylline  250  mg.  or  oral 
alcohol-theophylline  240  mg.,  and  an  electrocardio- 
gram was  obtained  before  and  after  therapy.  Four 
had  worsening  of  ventricular  premature  contractions, 
one  had  worsening  of  supraventricular  premature 
contractions,  and  one  developed  atrial  fibrilla- 
tion. Eleven  patients  with  COPD  and  normal  sinus 
rhythm  were  treated  similarly  with  theophylline. 
None  developed  arrhythmia.  Isoproterenol  aerosol 
was  found  to  be  a safe  and  effective  bronchodilator 
for  patients  with  COPD  and  arrhythmia.  Theo- 
phylline compounds,  on  the  other  hand,  often  had  an 
adverse  effect  on  arrhythmia  although  it  was  an  ef- 
fective bronchodilator  for  these  patients.  Theo- 
phylline produced  no  arrhythmia  in  patients  with 
normal  sinus  rhythm. 
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Patients  with  COPD  (chronic  obstructive  pulmo- 
nary disease)  often  have  cardiac  arrhythmia,  par- 
ticularly during  episodes  of  ventilatory  failure.1-3 
Arrhythmias  of  both  supraventricular  and  ventric- 
ular origin  are  common.  There  are  few  effective 
bronchodilators  for  these  patients.  Aerosolized 
isoproterenol  and  theophylline  compounds  admin- 
istered orally,  rectally,  or  intravenously,  are  some  of 
the  most  frequently  used  drugs.  These  are  well- 
known  myocardial  stimulants  and  might  be  hazard- 
ous in  patients  with  arrhythmias.4’5  Recently,  3 
patients  with  COPD  and  cardiac  arrhythmia  from 
arteriosclerotic  heart  disease  were  referred  to  the 
chest  clinic  for  evaluation  for  bronchodilator  therapy. 
These  patients  were  systematically  studied  for  the 
effects  of  isoproterenol  aerosol  and  oral  theophylline 
compounds  on  bronchodilation  and  cardiac  ar- 
rhythmia. Patients  in  the  emphysema  clinic,  and 
admitted  for  respiratory  failure,  were  reviewed,  and 
those  with  abnormal  cardiac  rhythms  were  selected 
for  further  study  of  the  effects  of  bronchodilators.  In 
addition,  11  patients  with  COPD  who  had  regular 
sinus  rhythm  were  studied  for  comparison. 

Material  and  methods 

Patients  with  COPD  who  had  arrhythmia  docu- 

* Supported  by  the  Edward  Livingston  Trudeau  Fellowship, 
Cardiopulmonary  Renal  Program  HL  13979. 

1 Presented  at  the  International  Conference  on  Lung  Diseases, 
Montreal,  Canada,  May,  1975. 


mented  on  electrocardiograms  were  selected  from 
both  the  outpatient  clinic  and  the  medical  ward. 
These  patients  were  already  on  bronchodilator 
therapy,  usually  both  aerosol  isoproterenol  and  oral, 
rectal,  or  intravenous  theophylline.  After  giving 
informed  consent,  the  patient  withheld  bronchodi- 
lator therapy  sixteen  to  twenty-four  hours  before 
coming  to  the  laboratory.  Following  a thirty-minute 
rest  period,  a base-line  blood  pressure  reading,  an 
FVC  (forced  vital  capacity),  and  a two-minute 
rhythm  strip  were  obtained. 

After  inhaling  2 puffs  of  isoproterenol  the  patient 
was  monitored  for  cardiac  rhythm  for  fifteen  min- 
utes. Another  blood  pressure  and  FVC  were  ob- 
tained ten  minutes  after  the  inhalation  of  isoprote- 
renol aerosol.  The  patient  was  questioned  about  any 
subjective  symptoms  such  as  palpitation,  chest  pain, 
or  dryness  of  throat. 

For  the  theophylline  study  I either  250  mg.  of 
aminophylline  were  infused  intravenously  over  ten 
minutes  or  45  ml.  of  an  alcohol  theophylline  solution, 
240  mg.  theophylline,  were  administered  orally 
(Table  I).  Twenty  minutes  after  oral  administration 
and  ten  minutes  after  intravenous  infusion,  a two- 
minute  rhythm  strip,  blood  pressure  measurement, 
and  FVC  test  result  were  obtained. 

Eleven  patients  with  COPD  who  had  regular  sinus 
rhythm  were  also  given  theophylline  and  studied  in 
an  identical  manner  in  theophylline  study  II  (Table 

II). 
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TABLE  I.  Theophylline  study  I 


Patient 

Sinus 

Rhythm 

Beats  per  minute 

Rhythm  after  Treatment* 

Route  of 
Administrationt 

Broncho- 

dilation** 

1 

RSRtt  72 

6 VPCs*** 

Atrial  80,  15  VPCs 

Oral 

+ 

2 

RSR  101 

0 PC 

RSR  111 

Intravenous 

+ 

3 

RSR  102 

6 APCsttt 

RSR  97,  6 APCs 

Intravenous 

4 

RSR  75 

1 VPC 

RSR  85,  7 VPCs 

Intravenous 

+ 

5 

RSR  100 

4 VPCs;  26  APCs 

RSR  100,  0 VPC;  14  APCs 

Intravenous 

6 

RSR  80 

31  APCs 

RSR  85,  32  APCs 

Intravenous 

+ 

7 

RSR  110 

18  APCs 

RSR  120,  29  APCs 

Oral 

No  response 

8 

RSR  75 

7 APCs 

RSR  80,  4 APCs 

Oral 

+ 

9 

RSR  138 

0PC 

Atrial  flutter-fib.  190 

Intravenous  (125  mg.) 

+ 

10 

AF****  100 

1 VPC 

AF  100,  0 PC 

Oral 

No  response 

11 

RSR  90 

15  VPCs 

RSR  90,  25  VPCs 

Intravenous 

+ 

12 

Atrial  95 

17  APCs 

Atrial  95,  25  APCs 

Intravenous 

+ 

13 

Atrial  100 

1 VPC 

Atrial  105,  6 VPCs 

Intravenous 

14 

RSR  66 

10  APCs;  1 VPC 

Nodal  69,  2 VPCs 

Oral 

* Taken  ten  minutes  after  intravenous  infusion  of  aminophylline  over  ten  minutes  or  twenty  minutes  after  oral  intake, 
t Oral  alcohol  theophylline  (240  mg.  theophylline);  intravenous  theophylline  250  mg. 

**  + = Post  bronchodilator  response  of  an  increase  in  first-second  forced  expiratory  volume  of  1 5 per  cent  or  greater, 
tt  RSR  = Regular  sinus  rhythm. 

***  VPC  = Premature  ventricular  beat  per  minute, 
tt  t APC  = Premature  atrial  beat  per  minute. 

****  AF  = Atrial  fibrillation. 


FIGURE  1.  Pairs  of  electrocardiograms  taken  before  and 
after  administration  of  theophylline  for  patients  1 and  14 
(upper  pairs)  and  4 and  9 (lower  pairs)  (Table  I).  Patients  1 
and  14  received  oral  theophylline;  patients  4 and  9 had  in- 
travenous infusion  of  aminophylline. 

Results 

Of  the  base-line  arrhythmias  in  the  21  patients 
studied  for  isoproterenol  effect,  6 had  APC  (prema 
ture  atrial  beat),  6 had  VPC  (premature  ventricular 
beat),  and  5 a combination  of  both.  Four  had  no 
arrhythmia  on  the  two-minute  rhythm  strip,  al- 
though one  had  been  recorded  previously  in  their 
chart.  After  inhalation  of  aerosol  isoproterenol,  8 
had  a decreased  number  of  premature  contractions 
for  several  minutes.  There  was  no  worsening  of  the 


TABLE  II.  Theophylline  study  1 1 


Route  of 
Admini- 
Patient  stration* 

Broncho- 

dilator 

Effectt 

Comment 

1 

Oral 

+ 

Pulse  t 8 

2 

Oral 

+ 

Systolic  1 

26  mm.  Hg 

3 

Oral 

+ 

Systolic  i 

20  mm.  Hg 

4 

Oral 

No  response 

5 

Oral 

No  response 

Pulse  t 6 

6 

Oral 

No  response 

7 

Intravenous 

No  response 

Pulse  t 8 

8 

Intravenous 

+ 

Pulse  l 6 

9 

Intravenous 

+ 

Systolic  i 

18  mm.  Hg 

10 

Oral 

+ 

Pulse  1 8 

11 

Oral 

+ 

Pulse  l 6 

*Oral  theophylline  240  mg.;  intravenous  theophylline 
250  mg. 

t + = Increase  of  first-second  forced  expiratory  volume 
of  15  per  cent  or  greater. 


rhythm  in  any  patient.  Five  patients  had  an  increase 
in  heart  rate  of  5 to  8 beats  per  minute  for  one  to  fif- 
teen minutes.  There  was  no  consistent  change  of 
blood  pressure.  No  one  complained  of  palpitation, 
chest  pain,  or  dryness  of  the  throat  (Table  III). 

In  the  theophylline  group,  theophylline  study  1, 9 
patients  were  treated  with  intravenous  aminophyl- 
line, and  5 with  oral  alcohol  theophylline  compound 
(Table  I).  There  were  5 with  atrial  and  5 with  ven- 
tricular arrhythmias  and  2 with  a combination  of 
both.  Two  had  no  arrhythmia  on  the  rhythm  strip. 
After  the  administration  of  theophylline  or  amino- 
phylline 6 patients  had  a worsening  of  rhythm.  Four 
had  worsening  of  VPCs,  one  had  worsening  of  APCs, 
and  one  developed  atrial  fibrillation  several  minutes 
after  the  infusion  of  aminophylline  was  started.  On 
the  other  hand,  one  had  a decrease  in  APCs  and  ab- 
olition of  VPCs.  Heart  rate  increased  5 to  10  beats 
in  7 patients.  The  patient  who  developed  atrial  fi- 
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TABLE  III.  Isoproterenol  aerosol  study 


Patient 

Control  Rhythm 

After  One  Minute 

After  Five  Minutes 

Broncho- 

dilator 

Effect* 

1 

Nodal  85,  1 VPCt 

Nodal  82,  1 VPC 

Nodal  82,  1 VPC  (ten  min- 
utes: RSR**  66  2 VPCs; 
3 APCs) 

2 

RSR  75,  occasional  APCstt ; 
15  VPCs 

RSR  83,  5 VPCs;  occasional 
APCs 

RSR  75,  21  VPCs;  occasional 
APCs 

+ 

3 

RSR  87,  0 PC 

RSR  89,  0 PC 

RSR  86  0 PC 

+ 

4 

RSR  102,  10  APCs 

RSR  96,  3 APCs 

RSR  96,  1 APC 

—(12  per  cent) 

5 

RSR  118,  4 VPCs 

RSR  118,  0 PC 

RSR  118,  1 VPC 

6 

RSR  80,  1 VPC 

RSR  80,  3 VPCs 

RSR  78,  1 VPC 

+ 

7 

RSR  95,  9 APCs;  2 VPCs 

RSR  103,  1 APC;  1 VPC 

RSR  104,  9 APC  0 VPC 

+ 

8 

RSR  70,  2 APCs 

RSR  70,  0 PC 

RSR  72,  0 PC 

+ 

9 

RSR  85,  25  APCs;  3 VPCs 

RSR  85,  24  APCs;  1 VPC 

RSR  85,  18  APCs;  0 VPC 

+ 

10 

RSR  68,  1 VPC  (alternating 
with  atrial  75) 

RSR  68  (alternating  with 
atrial  80) 

RSR  72  (alternating  with 
atrial  80) 

+ 

11 

RSR  103,  1 APC 

RSR  103,  0 PC 

RSR  103,  1 APC 

— 

12 

RSR  110,  33  APCs 

RSR  115,  25  APCs 

RSR  115,  31  APCs 

—(10  per  cent) 

13 

RSR  75,  10  APCs  (alternating 
with  atrial  105) 

RSR  75,  6 APCs  (alternating 
with  atrial  105) 

RSR  75,  1 VPC  (alternating 
with  atrial  105) 

+ 

14 

RSR  140 

RSR  127 

+ 

15 

AF***  103,  1 VPC 

AF  105,  1 VPC 

AF  110,  0 VPC 

+ 

16 

RSR  98,  0 PC 

RSR  100,  0 PC 

RSR  100,  0 PC 

+ 

17 

RSR  90,  20  VPCs 

RSR  85,  9 VPCs 

RSR  82,  14  VPCs 

+ 

18 

RSR  80  (alternating  with 
atrial  88) 

RSR  85,  1 VPC 

RSR  82,  1 VPC 

+ 

19 

RSR  95,  1 VPC 

RSR  100,  0 PC 

RSR  102,  0 PC 

— 

20 

RSR  105,  28  VPCs 

RSR  108,  17  VPCs 

RSR  98,  5 VPCs 

—(10  per  cent) 

21 

Atrial  100,  1 VPC 

Atrial  100,  3 VPCs 

Atrial  90,  1 VPC 

+ 

* Post  bronchodilator  response  of  an  increase  of  first-second  forced  expiratory  volume  of  1 S per  cent  or  greater. 
**  RSR  = Regular  sinus  rhythm. 

TVPC  = Premature  ventricular  beat  per  minute. 
ttAPC  = Premature  atrial  beat  per  minute. 

***AF  = Atrial  fibrillation. 


brillation  had  a ventricular  response  of  170  per 
minute.  Three  had  an  increase  of  systolic  blood 
pressure  of  10  mm.  Hg  or  greater.  Except  for  one 
patient  who  had  palpitation,  there  were  no  com- 
plaints of  nausea,  palpitation,  nervousness,  or  chest 
pain  (Table  I). 

Of  11  patients  with  COPD  who  had  normal  sinus 
rhythm,  theophylline  study  II,  8 patients  were 
treated  with  oral  alcohol  theophylline  compound,  240 
mg.  theophylline,  and  3 with  intravenous  amino- 
phylline,  250  mg.  (Table  II).  No  one  developed  ab- 
normal rhythm  after  the  administration  of  theo- 
phylline or  aminophylline.  Three  had  an  increased 
heart  rate  of  6 to  8 beats  per  minute,  and  3 had  a de- 
creased rate  of  6 to  8 beats  per  minute.  Three  pa- 
tients had  significant  fall  of  systolic  pressure  of  18  to 
22  mm.  Hg.  No  one  developed  any  symptoms  (Table 
II). 

A significant  bronchodilator  effect  (an  increase  in 
first-second  forced  expiratory  volume  of  15  per  cent 
or  greater)  was  noted  in  14  out  of  18  patients  in  the 
isoproterenol  group,  9 out  of  10  patients  in  the 
theophylline  group  I,  and  in  7 out  of  11  patients  in 
theophylline  group  II. 

Comments 

It  was  surprising  to  find  that  isoproterenol  actually 
decreased  rather  than  increased  the  severity  of  the 


arrhythmia  in  8 patients.  The  effect  lasted  from  five 
to  over  fifteen  minutes.  In  contrast,  there  was  an 
unexpected  but  significant  increase  in  heart  rate  in 
5 out  of  21  patients.  This  differs  from  our  experience 
in  asthma  patients  without  known  heart  disease  who 
had  inhaled  5 to  10  puffs  of  aerosol  isoproterenol 
several  times  in  our  laboratory  without  significant 
change  in  heart  rate.6  The  reason  for  this  difference 
is  not  clear. 

A significant  bronchodilator  effect  was  noted  in  the 
majority  of  the  patients.  This  objective  improve- 
ment was  reflected  in  the  subjective  impression  that 
after  inhalation  of  isoproterenol  aerosol  they  felt 
transient  relief  from  shortness  of  breath,  particularly 
after  physical  exertion.  Most  patients  felt  that 
aerosol  isoproterenol  was  helpful  in  expectorating 
sputum  and  was  an  indispensable  form  of  therapy. 
This  valuable  bronchodilator  should  not  be  withheld 
from  patients  with  COPD  even  when  they  have 
complicating  heart  disease,  although  it  would  be 
prudent  to  evaluate  each  patient’s  cardiac  rhythm 
before  and  after  administration  of  aerosol  isoprote- 
renol. 

The  dosage  of  theophylline  given  in  this  study  was 
modest  in  comparison  to  the  recommendations  for 
bronchodilator  therapy  by  others.7’8  Even  at  this 
dosage  we  have  demonstrated  a significant  increase 
in  heart  rate  in  8 patients  out  of  a total  of  14,  ranging 
from  5 to  10  beats  per  minute  in  group  I and  in- 
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consistent  changes  in  group  II.  In  contrast  to  the 
aerosol  isoproterenol,  there  was  a high  incidence  of 
worsening  of  cardiac  rhythm  in  the  patients  in  group 
I.  Except  for  the  one  patient  with  atrial  fibrillation, 
who  developed  palpitations,  none  developed  symp- 
toms from  the  arrhythmia.  Those  patients  with 
regular  sinus  rhythm,  group  II,  did  not  develop  ar- 
rhythmia after  the  administration  of  theophylline. 

A majority  of  the  patients  had  a significant  bron- 
chodilator  effect  from  the  theophylline  compound. 
However,  in  some  patients  with  COPD  and  ar- 
rhythmia, a potentially  harmful  effect  on  arrhythmia 
was  demonstrated.  Since  there  are  so  few  effective 
bronchodilator  agents  currently  available,  it  is  unwise 
to  abandon  the  theophylline  compounds  in  this  group 
of  patients  altogether.  When  these  patients  are 
desperately  in  need  of  long-acting  bronchodilators, 
they  should  be  cautiously  tested  with  theophylline 
as  was  done  in  this  study.  If  no  adverse  effect  is 
demonstrated  on  the  initial  test,  a maintenance  dose 
should  be  started,  and  another  electrocardiogram  and 
spirogram  obtained  in  two  to  three  days  at  a time 
when  the  blood  level  is  at  a maximum.  If  there  is  no 
demonstrable  bronchodilator  effect,  or  there  is  an 
adverse  effect  on  cardiac  rhythm,  the  drug  should  be 
discontinued.  This  approach  allows  one  to  employ 
theophylline  compounds  only  when  they  produce 


Coxsackieviruses:  clinical  manifestations 

Type  B coxsackieviruses  have  been  associated  with 
gastroenteritis,  pleurodynia,  pharyngitis,  meningoence- 
phalitis, aseptic  meningitis,  encephalomyelitis,  transverse 
myelitis,  pericarditis,  myocarditis,  and  upper  and  lower 
respiratory  infections.  Type  A viruses  have  been  associ- 
ated with  herpangia;  hand,  foot,  and  mouth  disease;  con- 
junctivitis, meningoencephalitis,  and  respiratory  infec- 
tions. Seasonal  outbreaks  in  communities  may  be  asso- 


bronchodilator effect  without  an  adverse  effect  on 
cardiac  rhythm. 

Albert  Einstein  College  of  Medicine 
1300  Morris  Park  Avenue 
The  Bronx,  N.Y.  10461 
(DR.  SHIM) 
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help  you  salt  away  nearly  a million 
dollars  by  the  time  you  retire  — 
and  take  a tax  deduction*  of  up  to 
$7500  a year. 
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each  year. 

You  may  put  15%  of  your  earned  income, 
up  to  a maximum  of  $7500  a year,  into  your 
retirement  account.  Amounts  contributed 
are  deductible  from  gross  income,  and  re- 
sult in  tax  savings. 

Tax  is  deferred  until  benefits  are  paid  to 
you  at  retirement,  when  you  will  probably 
be  in  a lower  tax  bracket. 

How  the  money  adds  up 

If  you  start  your  plan  by  December  31  — 
contributions  may  be  made  to  your  account 
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years.  Future  rates  may  be  higher  or  lower 
than  those  presently  available. 

Note:  lYrmitted  premature  withdraw- 
als are  subject  to  substantial  penalties. 

Prefer  to  start  an 
Individual  Retirement  Account? 
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up  to  $1500  a year  (tax  deductible). 
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Previous  reports  on  the  use  of  estramustine  phos- 
phate (Estracyt)  in  advanced  relapsing  prostatic 
carcinoma  have  indicated  a 19  to  20  per  cent  objective 
and  a 36  to  40  per  cent  subjective  remission  rate,  with 
an  average  remission  duration  of  one  year.1-2 

* Supported  in  part  by  U.S.  Public  Health  Services  Grant 
RR-00262-1 1 of  the  National  Institutes  of  Health. 


Fifty  patients  with  prostatic  carcinoma,  47  with  stage 
D and  3 with  stage  C,  were  given  continuous  oral  es- 
tramustine phosphate  (Estracyt)  15  mg.  per  kilogram 
per  day.  All  patients  had  progressed  on  prior  stan- 
dard treatment.  The  objective  and  subjective  re- 
sponse rates  were  19  and  36  per  cent  respectively. 
Six  of  the  50  patients  are  still  receiving  treatment  for 
one  to  three  years.  One  additional  patient  had  es- 
tramustine phosphate  therapy  for  one  year  with  a 
complete  response,  which  included  disappearance  of 
osteoblastic  metastasis.  He  still  continues  in  un- 
maintained remission  despite  the  fact  that  es- 
tramustine phosphate  therapy  was  stopped  because 
of  gastrointestinal  toxicity.  All  patients  are  in  good 
general  condition,  and  no  serious  side-effects  related 
to  the  drug  have  been  seen.  Two  patients  have  re- 
lapsed and  are  again  under  control  after  the  alkyl- 
ating steroid,  prednimustine  (Leo  1031),  was  added 
to  the  estramustine  phosphate  regimen.  The  agent 
may  be  given  safely  for  a prolonged  period  and  has  a 
place  in  the  treatment  of  advanced  prostatic  cancer 
refractory  to  hormonal  therapy.  The  ability  to 
control  the  advanced  stage  of  prostatic  carcinoma 
may  well  indicate  a therapeutic  effectiveness  which 
is  more  than  mere  palliation.  We  are  currently 
studying  the  effectiveness  of  a combination  of  es- 
tramustine and  prednimustine  in  advanced  prostatic 
cancer  patients. 


Seven  patients  are  currently  being  followed,  4 stage 
D and  3 stage  C,  who  have  received  continuous  es- 
tramustine phosphate  for  more  than  one  year.  This 
report  describes  those  patients  receiving  long-term 
therapy  with  emphasis  on  drug  effect  and  lack  of 
toxicity. 

Materials  and  methods 

The  7 patients  receiving  long-term  estramustine 


TABLE  I.  Characteristics  of  long  survivors  on  estramustine  phosphate  therapy 


Time  to 
Estramus- 

Previous  Therapy s tine  Phos- 


Pa- 

tient 

Num- 

ber 

Age 

(Years) 

Stage* 

Gradet 

Type*  * 

Duration 
of  Re- 
sponse 
(Years) 

phate  from 
Initial 
Diagnosis 
(Years) 

Stage  at 
Start* 

Reason 
for  Start 

1 

69 

B 

WD 

E 

2 

2.5 

C 

Urinary  ob- 
struction 

2 

82 

C 

PD 

E 

1.5 

1.5 

D 

Bone  pain 

3 

59 

C 

WD 

Rad;  E 

3; none 

7 

D 

Bone  pain 

4 

75 

C 

MD 

Rad 

0.5 

0.5 

C 

Perineal  pain 

5 

53 

D 

PD-MD 

E 

2 

2 

D 

Bone  pain 

6 

76 

D 

PD-MD 

0 + E 

2 

2 

D 

Bone  pain 

7 

68 

C 

WD 

1.5 

C 

Urinary  ob- 
struction 

* Stage  according  to  classification  of  Whitmore.3 

t Grade:  WI)  well  differentiated ; MD  moderately  differentiated ; PD  = poorly  differentiated. 
**  Type:  E - estrogens;  Had  = radiation;  O = orchiectomy. 
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TABLE  II.  Response  and  side  effects  from 
estramustine  phosphate  therapy* 


Duration 
of  Estra- 
mustine 

Pa-  Phos-  f Response s 

tient  phate  Sub-  ✓ Side-Effects ■, 

Num-  Therapy  jec-  Se- 

ber  (Months)  tive  Objective  Mild  Moderate  vere 


1 

2 


3 

4 


5 

6 


7 


37+ 

36+ 


28 

(31+)+ 

26+ 


6 (14+)+ 
12 


12+ 


+ Stable 
+ Elevated 
acid  and 
alkaline 
phospha- 
tase re- 
turned to 
normal 
(Fig.  1) 

+ (Stable)+  (Edema) 


+ Decrease  in  (Gyneco- 
size  of  mastia) 

prostate 
and  re- 
turn of 
abnormal 
cystogram 
to  normal 
+ (Stable)+ 

+ Disappear- 
ance of 
blastic 
metastases 
(Fig.  3) 

+ Stable  (Gyneco- 

mastia) 


(Nausea  + 
vomit- 
ing) 


* Criteria  for  objective  and  subjective  responses  are  those  es- 
tablished by  the  National  Prostatic  Cancer  Project.5 

t In  parentheses:  combined  estramustine  phosphate  and  pred- 
nimustine(Leo  1 03 1 ) therapy. 


u/ml 


FIGURE  1.  Case  2.  Effect  of  estramustine  phosphate 
therapy  on  acid  and  alkaline  phosphatases.  Therapy  started 
in  January,  1973,  and  has  continued  for  more  than  three  years 
to  date. 

phosphate  are  described  in  Table  I.  All  patients  had 
advanced  symptomatic  disease  with  an  average  of 
two  and  one-half  years  from  diagnosis  to  protocol,  the 
age  range  being  from  one-half  to  seven  years. 

Five  of  these  7 patients  have  progressed  on  estro- 


FIGURE  2.  Case  6.  X-ray  films  of  lumbar  spine  prior  to  start 
of  therapy.  Second  lumbar  vertebra  extensively  involved 
by  osteoblastic  lesion.  Metastases  also  noted  in  first  and 
third  lumbar  vertebrae.  (A)  Anteroposterior  view.  (B)  Lateral 
view. 
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FIGURE  3.  Case  6.  X-ray  films  of  lumbar  spine  two  years 
after  starting  estramustine  phosphate  therapy.  Osteoblastic 
metastases  shown  in  Figure  2 have  almost  disappeared.  (A) 
Anteroposterior  view.  (B)  Lateral  view. 


gen  therapy;  4 were  stage  D and  3 stage  C according 
to  Whitmore’s3  staging  system.  Under  this  system, 
stage  C consisted  of  extensive  carcinoma  without 
metastasis,  with  induration  extending  beyond  the 
capsule  of  the  prostate.  Stage  D consisted  of  meta- 
static cancer,  for  example,  of  bones  or  soft  tissue. 

The  response  and  side-effects  in  the  7 patients  are 
summarized  in  Table  II.  Case  reports  of  2 of  these 
long-term  survivors  are  described  here. 

Case  reports 

Case  2.  An  eighty-two-year-old  white  male  appeared 
with  hematuria  in  -June,  1971.  Workup  revealed  locally 
advanced  poorly  differentiated  prostatic  carcinoma,  and 
he  was  treated  by  transurethral  resection  followed  by  di- 
elhylstilbestrol  1 mg.  per  day  for  one  and  one-half  years. 
In  January,  1973,  bony  metastases  were  noted,  with  alka- 
line phosphatase  of  415  I.U.  per  milliliter  and  acid  phos- 
phatase of  30  Babson-Phillips  units  per  milliliter,  the 
normal  range  for  alkaline  phosphatase  being  30  to  80  I.U. 
per  milliliter  and  for  acid  phosphatase  1.7  to  3.9  Babson- 
Phillips  units  per  milliliter.  The  patient  was  started  on 
estramustine  phosphate  15  mg.  per  kilogram  per  day  orally 


in  January,  1973,  and  had  prompt  pain  relief  and  return 
of  acid  and  alkaline  phosphatases  to  normal  levels  (Fig.  1). 
The  patient  has  been  receiving  therapy  for  more  than  three 
years  with  continued  pain  relief  and  without  side-effects. 
The  skeletal  x-ray  films  are  unchanged. 

Case  6.  A seventy-six-year-old  white  man  was  afflicted 
with  stage  D moderately  to  poorly  differentiated  prostatic 
adenocarcinoma.  He  appeared  in  September,  1970,  with 
acute  urinary  retention.  Skeletal  survey  revealed  os- 
teoblastic metastases,  as  shown  in  Figure  2,  with  normal 
levels  of  acid  and  alkaline  phosphatase.  He  underwent 
transurethral  resection  and  orchiectomy  followed  by  stil- 
bestrol  therapy  1 mg.  per  day.  Two  years  later,  due  to 
exacerbation  of  bone  pain,  estramustine  phosphate 
treatment  was  initiated  at  a daily  oral  dose  of  15  mg.  per 
kilogram.  The  pain  subsided,  and  the  patient’s  general 
condition  improved.  He  developed  gastrointestinal  in- 
tolerance to  the  agent  after  one  year,  which  was  not  alle- 
viated by  decreasing  the  dose.  Treatment  was  stopped  in 
January,  1974,  but  the  patient  continues  to  be  in  complete 
clinical  remission.  Repeated  skeletal  surveys  showed  a 
marked  resolution  of  the  osteoblastic  metastases  (Fig. 
3). 
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Comment 

Estramustine  phosphate  is  a chemical  combination 
of  a nitrogen  mustard  and  estradiol,  which  has  been 
found  effective  in  advanced  prostatic  carcinoma  in 
patients  refractory  to  estrogens,  b2-4-7  The  average 
duration  of  response  was  at  least  one  year  in  the  early 
reports.1-5  Seven  patients  who  had  estramustine 
phosphate  for  one  year  to  more  than  three  years  have 
now  been  evaluated.  All  these  patients  had  subjec- 
tive responses,  and  in  3 cases  objective  improvement 
was  documented. 

The  side-effects  were  related  to  the  steroid  moiety 
of  the  estramustine  phosphate,  with  none  of  the  pa- 
tients demonstrating  hematologic  depression.  This 
has  been  reported  previously.1-4-8  One  out  of  these 
7 patients  had  gastrointestinal  toxicity  which  ap- 
peared one  year  after  starting  therapy  and  was  not 
relieved  by  decreasing  the  dose. 

Gynecomastia  occurred  in  2 of  7 cases.  However, 
the  feminizing  side-effects  were  less  prominent  with 
estramustine  phosphate  than  with  diethylstilbestrol 
1 mg.  per  day.  One  patient  with  previously  diag- 
nosed congestive  heart  failure  developed  pedal 
edema.  This  was  easily  controlled  by  diuretics. 

No  severe  toxicity  appeared  with  prolonged  es- 
tramustine phosphate  therapy  (Table  II).  The  agent 
appears  to  be  a safe  and  effective  treatment  for  pa- 


Appraisal of  the  double  two-step  exercise  test: 
long-term  follow-up  of  3,325  men 

Evaluation  of  the  double  two-step  exercise  test  in  3,325 
males  indicates  it  is  more  reliable  than  the  medical  history 
in  the  diagnosis  of  silent  coronary  disease.  The  study  in- 
volved male  applicants  for  insurance  tested  and  observed 
for  an  average  of  nine  years.  In  addition  to  the  observation 
just  noted,  results  suggest  that  (1)  ischemic  ST  segment 


tients  with  prostatic  carcinoma  who  have  failed  with 
conventional  therapy.  It  may  also,  on  the  basis  of 
these  long-term  responses,  have  a role  in  the  treat- 
ment of  earlier  stages  of  prostatic  cancer. 

Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  MURPHY) 

References 

1.  Mittelman,  A.,  Shukla,  S.  K.,  and  Murphy,  G.  P.:  Extended 
therapy  of  stage  D carcinoma  of  the  prostate  with  oral  estramus- 
tine phosphate,  J.  Urol.  115:  409  (Apr.)  1976. 

2.  Nilsson,  T.,  and  Jdnsson,  G.:  Clinical  results  with  es- 
tramustine phosphate  (NSC-89199):  a comparison  of  the  intra- 
venous and  oral  preparations,  Cancer  Chemother.  Rep.  59:  229 
(Jan.-Feb.)  1975. 

3.  Whitmore,  W.  F.,  Jr.:  The  rationale  and  results  of  ablative 
surgery  for  prostatic  cancer.  Cancer  16:  1119  (1963). 

4.  Jonsson,  G.,  and  Hogberg,  B.:  Treatment  of  advanced 
prostatic  carcinoma  with  Estracyt.  A preliminary  report,  Scan- 
dinav.  J.  Urol.  Nephrol.  5:  103  (1971). 

5.  Lindberg,  B.:  Treatment  of  rapidly  progressing  prostatic 
carcinoma  with  Estracyt,  J.  Urol.  108:  303  (1972). 

6.  Mayer,  E.  J.:  Orale  Estracyt — Behandlung  beim  Prosta- 
takarzinom,  Ther.  Umsch.  32:  114  (Feb.)  1975. 

7.  Szendroi,  Z.,  et.  al.\  Estracyt  in  hormone-resistant  pros- 
tatic carcinoma,  Int.  Urol.  Nephrol.  6: 101  (1974). 

8.  Mittelman,  A.,  Shukla,  S.  K.,  Welvaart,  K.,  and  Murphy, 
G.  P.:  Oral  estramustine  phosphate  (NSC-89199)  in  the  treat- 
ment of  advanced  (stage  D)  carcinoma  of  the  prostate,  Cancer 
Chemother.  Rep.  59:  219  (Jan.-Feb.)  1975. 


depression  of  any  degree  after  exercise  is  pathognomonic 
of  coronary  insufficiency  for  all  practical  purposes;  (2)  the 
extent  of  ischemic  depression  is  related  to  the  severity  of 
the  coronary  insufficiency  and  the  prognosis;  (3)  ischemic 
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Narrowing  down  pneumonias 


Upjohn 


Bacterial  or  nonbacterial?  Mycoplasmal  or  viral? 


In  the  early  stages  of  mild  to  moderate  pneumonia,  it 
is  often  difficult  to  reach  an  accurate  bacteriologic 
diagnosis.  A tentative  differentiation  may  be  made  on 
history-taking,  physical 
examination,  CBCwith 
differential  analysis,  and 
microscopic  study  of 
the  sputum  smear. 

Specimens  should  be 
obtained  for  culture 
and  sensitivity  testing, 
but  when  a bacterial 
pneumonia  is  diagnosed, 
therapy  is  often  instituted 
before  the  etiological 
agent  is  positively 
identified. 

Bacterial  pneumonias 
may  have  a sudden  onset 
with  a shaking  chill,  rapid 
development  of  fever,  pleuritic  pain,  and  cough 
productive  of  rust-colored  sputum.  The  Gram-stained 
sputum  smear  generally  shows  polymorphonuclear 
neutrophils  as  well  as  a predominance  of  the  causative 
organisms.  These  are  likely  to  be  Streptococcus 
pneumoniae,  still  by  far  the  most  frequently 
encountered  agent  in  bacterial  pneumonia.1  The  CBC 
reveals  marked  leukocytosis  with  a shift  to  the  left. 

In  nonbacterial  pneumonias- mycoplasmal  or 
viral  - classical  symptoms  tend  to  develop  more 
slowly,  with  myalgia,  lassitude,  and  headache 
predominating.  Sputum  production  is  usually  scanty, 
and  the  sputum  smear  is  relatively  uninformative, 
showing  gram-positive  cocci  and  other  organisms 
which  are  part  of  the  normal  pharyngeal  flora.  The 
leukocyte  count  is  normal  or  slightly  elevated. 


Direct  Gram-stained  sputum  smears,  (a)  Pneumococcal  pneumonia- 
note  abundant  polymorphonuclear  leukocytes,  as  well  as  gram- 
positive diplococci.  (b)  Nonspecific -consistent  with  virafor 
mycoplasmal  pneumonia.  Note  large  mononuclear  cell,  as  well  as  a 
few  polymorphs  and  mixed  bacterial  flora  (pharyngeal  contaminants). 


Differentiation  between  mycoplasmal  and  viral 
pneumonias  may  be  impossible  in  the  acute  stage.2 

Serologic  testing  and  culture  methods  for 
Mycoplasma  pneumoniae  are  complex  and  time- 
consuming,  taking  as  long  as  two  weeks  after 
obtaining  samples.  The  sensitivity  and  specificity  of 
the  test  for  cold  agglutinins  have  been  questioned. 
The  complement-fixing  antibody  test  may  reflect 
previous  infection.  Furthermore,  facilities  forculturir 
M.  pneumoniae  are  not  widely  available.3 

If  treatment  is  to  be  initiated,  therefore,  it  may  be 
necessary  to  start  on  the  basis  of  a presumptive 
diagnosis  of  mycoplasmal  pneumonia.1'3  In  reachio 
such  a diagnosis,  the  physician  relies  on  clinical 
judgment,  considering  such  factors  as  the  age  of  the 
patient  and  the  history  of  exposure.  For  example, 
Mycoplasma  pneumoniae  is  considered  the  most 
common  cause  of  pneumonia  among  ambulatory 
patients  aged  20  to  35.1 


Chest  x-rays  of  patients  with  (a)  pneumococcal  pneumon  ia  — 
classically  heavy,  extensive  infiltration  of  left  lung; 

(b)  mycoplasmal  pneumonia  — mild  infiltrate  confined  to  left 
lower  lobe.  Roentgenography  usually'does  not  help  in 
differential  diagnosis,  since  both  types  of  pneumonias  may 
present  with  a wide  spectrum  of  x-ray  as  well  as  clinical  findings. 


a 


Summary 


(a)  Distinct  mucoid  colonies  of  type  3 pneumococci  ( Streptococcus 
pneumoniae)  on  sheep  blood  agar  showing  greenish  discoloration 
(alpha-hemolysis)  of  medium,  (b)  Typical  "fried-egg"  colonies  of 
Mycoplasma  pneumoniae  consisting  of  dense  central  core  with 
lighter  periphery.  Cultural  and  serologic  methods  for  detecting 
M pneumoniae  are  complex,  time-consuming,  and  not  widely 
available 


Expectant  therapy 


the  patient  with  a presumptive  diagnosis  of 
ycoplasmal  pneumonia  or  bacterial  pneumonia,  it 
ay  be  desirable  to  initiate  antibiotic  therapy  before 
jlture  and  sensitivity  results  are  available. 

A course  of  erythromycin  or  tetracycline  is 
)nsidered  effective  in  the  treatment  of  mycoplasmal 
Teumonia  to  help  speed  the  clearing  of  infiltrate  and 
lorten  the  duration  of  symptoms.* 1 *  -3  In  pneumococcal 
Teumonia,  erythromycin  is  an  effective  alternative  to 
anicillin,  the  drug  of  choice.  A recent  report,  based 

i data  from  200  hospitals  of  100  beds  or  more,  found 
5%  of  S.  pneumoniae  sensitive  in  vitro  to 
ythromycin.4 

Among  these  therapeutic  agents,  only 
ythromycin  provides  effective  coverage  of  both 
ycoplasma  pneumoniae  and  S.  pneumoniae.  The 
anicil lins  are  not  effective  against  Mycoplasma,  and 
pneumoniae  has  shown  a relatively  high  incidence 
resistance  to  tetracycline. 

When  erythromycin  is  selected  for  therapy, 

Mycin  (erythromycin  enteric-coated  tablets,  Upjohn) 
a good  choice.  E-Mycin  is  administered  and 
)sorbed  as  active  erythromycin  base,  and  may  be 
ken  q.i.d.,  q 6h,  or  b.i.d.,  immediately  after  meals  or 
stween  meals.  Thus,  patients  can  use  mealtimes  to 
ilp  them  remember  their  medication.  The  enteric 
)ating  on  E-Mycin  tablets  helps  ensure  efficient 
)sorption  in  the  intestinal  tract,  and  bioavailability 
jdies  show  that  E-Mycin  can  be  expected  to 
oduce  predictable,  acceptable  blood  levels.  The 
w cost  of  E-Mycin  helps  assure  economical  therapy. 

E-Mycin  rarely  causes  serious  side  effects  and  is 
)t  associated  with  liver  toxicity*  The  most  frequent 
de  effects  are  upper  gastrointestinal,  such  as 
)dominal  cramping  and  discomfort,  and  are  dose- 
lated.  Nausea,  vomiting,  and  diarrhea  occur 
frequently  with  usual  oral  doses.  Serious  allergic 
actions,  including  anaphylaxis,  have  rarely  been 
ported 

>e  cautiously  in  patients  with  severe  liver  impairment 

FERENCES:  1.  Chusid  EL.  Dalrymple  W.  Holloway  WJ,  etal  Managing  the  infectious 
Sumonias.  Patient  Care  9. 122-167. 1975.  2.  The  occasional  might  of  mycoplasma. 
'ergency  Med  7:82.  85. 1975  3.  Stevens  DA:  Viral  and  Mycoplasma  pneumonias 
stgrad  Med  55:81-86. 1974  4.  Data  source:  PMR  Bacteriologic  Report.  Winter  Series 


Because  pneumonias  may  be  difficult  to 
differentiate  at  the  outset,  treatment  is  often 
initiated  before  a causal  diagnosis  is  made. 
However,  readily  available  diagnostic  criteria 
occasionally  allow  early  differentiation  between 
bacterial  and  nonbacterial  pneumonias.  When 
the  diagnosis  appears  to  be  nonbacterial 
pneumonia,  further  differentiation  between 
mycoplasmal  pneumonia  and  viral  pneumonia 
is  more  complex  and  time-consuming.  Therefore, 
therapy  is  often  initiated  on  the  basis  of  a 
presumptive  diagnosis  of  mycoplasmal 
pneumonia. 

Erythromycin  is  an  effective  antibiotic  against 
Mycoplasma  pneumoniae,  Streptococcus 
pneumoniae}  and  Streptococcus  pyogenes  A 
E-Mycin  (erythromycin  enteric-coated  tablets, 
Upjohn)  is  administered  and  well  absorbed  as 
the  active  base,  may  be  taken  immediately  after 
meals  or  between  meals,  and  is  essentially 
nontoxic. 

I Although  penicillin  remains  the  drug  of  choice  against  these  organisms, 
erythromycin  is  an  effective  alternative. 


E-Mycin'*., 

erythromycin  enteric-coated 
tablets,  Upjohn 

wide-ranging  usefulness 
in  pneumonia’ 

•Mild  to  moderately  severe,  due  to  susceptible  organisms. 
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1975-1976  Data  are  a compilation  of  laboratory  reports  submitted  during  December  1975 
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Please  turn  page  for  brief  summary  of  prescribing  information 


Wide-ranging  usefulness 
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tablets,  Upjohn 


Upjohn 


• For  mild  to  moderately  severe  infections  due  to  susceptible  organisms  that  commonly 

invade  the  respiratory  tract 

• Essentially  nontoxic  (see  Precautions  and  Adverse  Reactions  below) 

• Documented  bioavailability 

• May  be  taken  immediately  after  meals  or  between  meals 

• Active  base  formula  produces  predictable  blood  levels 

• Formulated  for  quality...  priced  for  economy 


E-MYCIN®  TABLETS  — 250  mg  — For  Oral  Administration  (ery- 
thromycin enteric-coated  tablets,  Upjohn) 

E-MycinTabletsarespecially  coated  to  protect  the  contents  from  the 
inactivating  effects  of  gastric  acidity  and  to  permit  efficient  ab- 
sorption when  administered  either  immediately  after  mealsor  when 
given  between  meals  on  an  empty  stomach. 

Indications:  Streptococcus  pyogenes  (group  A beta-hemolytic 
streptococci):  Upper  and  lower  respiratory  tract,  skin,  and  soft- 
tissue  infections  of  mild  to  moderate  severity.  Parenteral  benza- 
thine penicillin  G is  considered  by  the  American  Heart  Associa- 
tion to  be  the  drug  of  choice  in  the  treatment  and  prevention 
of  streptococcal  pharyngitis  and  in  long-term  prophylaxis  of 
rheumatic  fever.  When  oral  medication  is  necessary  (betause 
the  parenteral  route  is  contraindicated)  or  if  there  is  known 
allergy  to  penicillin,  the  following  recommendations  made  by 
the  American  Heart  Association  apply:  1)  Oral  penicillin  G or  V 
(where  no  allergy  exists)— This  is  the  drug  of  choice.  Give  for 
a minimum  of  10  days;  2)  Erythromycin— Give  for  a minimum 
of  10  days.  A few  strains  of  streptococci  resistant  to  erythro- 
mycin have  been  reported. 

Alpha-hemolytic  streptococci  (viridans  group):  Short-term  pro- 
phylaxis against  bacterial  endocarditis  prior  to  dental  or  other 
operative  procedures  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease  who  are  hypersensitive  to 
penicillin.  (Erythromycin  is  not  suitable  prior  to  genitourinary 
surgery  where  the  organisms  likely  to  lead  to  bacteremia  are 
gram-negative  bacilli  or  the  enterococcus  group  of  streptococci.) 
Staphylococcus  aureus:  Acute  infections  of  skin  and  soft  tissue 
of  mild  to  moderate  severity.  Resistance  may  develop  during 
treatment. 

Diplococcus  pneumoniae:  Upper  respiratory  tract  infections  (eg, 
otitis  media,  pharyngitis)  and  lower  respiratory  tract  infections 
(eg,  pneumonia)  of  mild  to  moderate  degree. 

Mycoplasma  pneumoniae  (Eaton  agent,  PPLO):  In  the  treatment 
of  primary  atypical  pneumonia,  when  due  to  this  organism. 
Treponema  pallidum:  Infections  due  to  this  organism. 
Corynebacterium  diphtheriae  and  Corynebacterium  minutissi- 
mum:  As  an  adjunct  to  antitoxin,  to  prevent  establishment  of 


carriers,  and  to  eradicate  the  organism  in  carriers.  In  the  treat- 
ment of  erythrasma. 

Entamoeba  histolytica:  In  the  treatment  of  intestinal  amebiasis 
only. Extraenteric  amebiasis  requires  treatment  with  other  agents. 
Listeria  monocytogenes:  Infections  due  to  this  organism. 
Contraindication:  Contraindicated  in  patients  with  known  hyper- 
sensitivity to  erythromycin. 

Warning:  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  Erythromycin  is  principally  excreted  by  the  liver. 
Caution  should  be  exercised  in  administering  the  antibiotic  to 
patients  with  impaired  hepatic  function.  Surgical  procedures 
should  be  performed  when  indicated. 

Adverse  reactions:  The  most  frequent  side  effects  of  erythro- 
mycin preparations  are  gastrointestinal,  such  as  abdominal 
cramping  and  discomfort,  and  are  dose-related.  Nausea,  vomit- 
ing, and  diarrhea  occur  infrequently  with  usual  oral  doses. 
During  prolonged  or  repeated  therapy,  there  is  a possibility  of 
overgrowth  of  nonsusceptible  bacteria  or  fungi.  If  such  infec- 
tions occur,  the  drug  should  be  discontinued  and  appropriate 
therapy  instituted.  Mild  allergic  reactions  such  as  urticaria  and 
other  skin  rashes  have  occurred.  Serious  allergic  reactions,  in- 
cluding anaphylaxis,  have  been  reported. 

Treatment  of  overdosage:  The  drug  is  virtually  nontoxic,  though 
some  individuals  may  exhibit  gastric  intolerance  to  even  thera- 
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Mammography 

History , current  events , and 
recommenda  tions 


The  value  of  screening  at-risk  groups  for  early  breast 
cancer  by  a combination  of  mammography  with 
self-examination  and  physician  palpation  has  been 
identified  in  the  literature,  especially  over  the  last 
decade.  This  procedure  appears  to  offer  substantial 
value  in  the  reduction  of  breast  cancer  mortality 
rates;  with  the  recent  availability  of  low-exposure 
techniques,  contraindicative  side-effects  have  been 
minimized. 


DONALD  H.  PURETZ,  Ed.D. 

Poughkeepsie,  New  York 

From  Dutchess  Community  College,  State  University  of  New 
York  at  Poughkeepsie. 


Out  of  the  approximately  35,000  annual  deaths 
from  breast  cancer  in  the  United  States,  the  leading 
cancer  killer  of  women  in  the  country,  it  is  estimated 
that  at  least  10,000  die  because  of  the  great,  ongoing 
campaign  for  women  to  manually  examine  their 
breasts  monthly  through  “breast  self-examination” 
and  to  have  their  physicians  palpate  their  breasts 
annually  to  the  exclusion  of  other  techniques,  a 
campaign  which  guarantees  that  breast  cancers  will 
not,  for  the  most  part,  be  caught  early. 

If  it  were  the  case  that  combined  monthly  breast 
self-examination  and  annual  physician  scrutiny  was 
the  only  methodology  available  for  the  detection  of 
early  mammary  malignant  conditions,  then  there 
might  be  little  argument  with  the  technique,  for  the 
five-year  survival  rate  which  results  is  now  approxi- 
mately 84  per  cent  for  localized  breast  cancer  and  56 
per  cent  where  there  is  regional  involvement1;  these 
cancer  survival  rates  are  about  as  good  as  can  be  ex- 
pected except  where  unusually  excellent  early  pre- 
dictive tests  are  available,  such  as  the  Pap  (Papani- 
colaou) smear  test  for  cervical  carcinoma.  But  the 
point  is  that  there  is  and  has  been  just  such  a test 
available  for  at  least  the  last  decade,  mammogra- 
phy,2’3 and  the  failure  of  the  health  industry  to  move 
quickly  to  emphasize  its  availability  and  value  for 
mass  screening,  instead  of  quite  the  opposite,  rep- 
resents an  ongoing  tragedy  of  some  magnitude. 
Thus,  screening  for  breast  cancer  by  palpation  alone 
is  still  highly  publicized,  although  “according  to 
Benjamin  F.  Byrd,  president-elect  (of  the  American 
Cancer  Society)  . . . , a national  network  of  breast 
cancer  detection  clinics  (utilizing  mammography  in 
conjunction  with  other  techniques)  has  uncovered 
two  and  one-half  times  the  expected  malignancies  in 
women  screened  during  the  clinics’  early  months 
(than  would  have  been  expected  by  palpation 
alone).”  4 In  fact,  although  “monthly  self-exami- 


nation” is  a capstone  of  our  breast  cancer  detection 
campaign,  the  problem  was  commented  on  as  far 
back  as  1969  in  Cancer,  A Journal  of  the  American 
Cancer  Society,  by  William  Ross,  M.D.,  then  chief, 
Cancer  Control  Program,  U.S.  Department  of 
Health,  Education,  and  Welfare.  At  that  time,  Ross 
stated  that  “. . . the  palpating  hand  . . . can  rarely 
detect  very  small  tumors  especially  if  lodged  in  an 
area  of  chronic  cystic  mastitis.  In  the  majority  of 
breast  cancer  cases,  the  lump  is  entirely  painless  . . . 
The  most  experienced  examiner  diagnoses  only  70 
per  cent  of  carcinomas  accurately  on  clinical  exami- 
nation ...  .” 5 

Magnitude  of  problem 

Approximately  89,000  American  women  develop 
breast  cancer  annually.1  In  the  seventy-five  years 
since  Halsted  developed  his  radical  breast  cancer 
operative  techniques,  little  has  changed.  Breast 
cancer  has  continued  to  have  approximately  stable 
incidence,  survival,  and  mortality  rates,  as  is  shown 
in  Figure  l.6  Its  incidence  and  mortality  rates  in- 
crease rapidly  during  reproductive  years  and  con- 
tinue to  climb,  albeit  more  slowly,  after  menopause. 
It  accounts  for  almost  one  fourth  of  all  female  cancer 
deaths  in  the  United  States,  with  most  cases  being 
found  in  women  over  age  forty-five.  Its  incidence 
rate  is  approximately  69  per  100,000  and  death  rate 
about  22  per  100,000.  Although  “early  detection  of 
breast  cancer  has  been  thought  about,  written  about, 
and  talked  about . . . , we  find  that  there  really  have 
been  no  early  detection  methods  ....  The  . . . 
standby  methods  of  diagnosis  such  as  self-examina- 
tion and  periodic  examination  by  the  family  physi- 
cian and  surgeon,  although  helpful,  are  not  of  sig- 
nificant value  in  early  detection  ...  . In  most  in- 
stances today,  it  is  still  the  patient  who  discovers  the 
lump  in  her  breast,  but  by  this  time  we  are  not  deal- 
ing with  early  cancer  . . . , and  we  must  face  up  to  the 
fact  that  we  are  not  diagnosing  it  early  enough.”  3 

As  can  be  seen  from  Figure  2, 7 breast  cancer  crude 
survival  rates  are  continuing  to  indicate  a very  slow 
improvement;  when  adjusted  for  earlier  diagnosis, 
however,  which  indicates  that  the  proportion  of 
women  undergoing  breast  cancer  treatment  who  have 
been  diagnosed  with  localized  tumors  has  increased 


November  1976/New  York  State  Journal  of  Medicine  1985 


FIGURE  1.  Secular  trends  in  age-specific  annual  death  rates  for  breast  cancer  in  women,  United  States,  1930  to  1965,  by 
race.6 


ALL  PATIENTS 


FIGURE  2.  Trend  in  relative  survival  rates  for  women  with 
breast  cancer,  1940-1944  to  1960-1964;  curves  were 
truncated  when  follow-up  information  for  subsequent  years 
was  incomplete.7 

in  the  last  twenty  years  from  38  per  cent  to  46  per 
cent,  ''  much  of  the  slight  increase  in  survival  rates 
factors  out. 

Epidemiologically,  in  spite  of  the  paucity  of  data, 
of  the  lack  of  agreement  among  researchers,  and  of 
the  generally  poor  quality  of  much  of  the  research 
methodology  which  has  characterized  past  exami- 
nations of  the  problem,  it  is  possible  to  identify  at- 
risk  populations3,7: 

1.  Women  who  have  not  breast  fed  their  children 
or  have  had  their  first  child  late. 

2.  Women  over  age  forty  (or  thirty-five). 

3.  Family  history  of  breast  cancer. 

4.  “Karly  menarche  or  late  menopause  or  both.”  3 

Review  of  literature 

For  at  least  a decade,  mammography  has  been 


available,  studied,  and  generally  declared  substan- 
tially better  than  palpation  alone  in  detecting  early 
breast  cancer,  which  all  agree  is  the  best  time  to  dis- 
cover it.  Why  it  still  remains  such  “an  emotionally 
charged  issue”  is  quite  inexplicable5;  it  reminds  one 
somewhat  of  the  Cotton  Mather-smallpox  contro- 
versy during  eighteenth  century  colonial  America. 

In  1969,  Catherine  Hess,  of  the  U.S.  Public  Health 
Service,  stated  that  “fewer  than  half  of  the  patients 
in  whom  a diagnosis  of  breast  cancer  was  made  dur- 
ing the  past  twenty  years  have  been  classified  as 
having  localized  disease.”  3 This  in  spite  of  the 
usefulness  of  mammographic  screening  for  breast 
cancer  having  been  established  as  early  as  1930  by 
Warren,8  with  other  reports  of  its  effectiveness  ap- 
pearing in  1933  and  1934.9-11  By  1937,  Gershon- 
Cohen  had  reported  on  the  value  of  mammographic 
techniques  as  well.12  It  was  not,  however,  until  the 
1950s  that  there  was  a renewal  of  interest,  with  the 
work  of  Egan  being  a significant  factor  in  the  re- 
naissance.3 By  1956,  in  a number  of  studies  under- 
taken utilizing  U.S.  Public  Health  Service  grants  in 
which  a total  of  10,000  women  were  examined,  “a 
detection  rate  of  2.3  cancers  per  1,000  women  (ex- 
amined) was  reported  with  mammography.  With 
the  usual  methods,  (palpation  with  no  mammogra- 
phy) the  rate  was  only  1.4  per  1,000,”  3 a highly  sig- 
nificant difference.  York  Memorial  Osteopathic 
Hospital  in  York,  Pennsylvania,  which  has  been 
employing  mammography  for  over  twenty-five  years 
with  an  annual  case  load  of  more  than  400,  claims 
that  their  “diagnostic  accuracy  . . . approaches  90  per 
cent ...  . (When  they  make)  a definite,  unequivocal 
(mammographic)  diagnosis  of  carcinoma  of  the 
breast,  the  diagnosis  has  invariably  been  supported 
by  histologic  studies.”  3 
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TABLE  I.  Diagnostic  accuracy  in  164  breast  cancers, 
Emory  University  Hospital,  1963—1965'“ 


“—Interpreted  Malignant— > 
Radio- 

— Clinically->  ^graphically^ 


Age  of 
Patient 

Stage  of 
Disease 

To- 

tal 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Under  fifty 

0 and  I 

41 

29 

71 

25 

61 

years 

II  and 
III 

26 

24 

93 

22 

85 

Over  fifty 

0 and  I 

55 

50 

91 

49 

89 

years 

II  and 
III 

42 

41 

98 

41 

98 

In  1967,  Cohen,  Inglesby,  and  Berger  performed 
experimental  mammographic  screening  on  1,120 
women  over  thirty-five  years  of  age.13  Typically,  the 
size  of  a breast  cancer  when  first  detected,  usually  by 
the  woman  herself,14  is  between  2 and  3.5  cm.  in  di- 
ameter. In  this  study,  the  33  cases  of  mammary 
carcinoma  which  were  detected,  a detection  rate  of 
29  per  1,000,  averaged  1.1  cm.  in  diameter  with,  more 
important,  no  axillary  metastasis  in  70  per  cent  of  the 
cases.  This  compares  with  a typical  finding  of  ap- 
proximately 35  per  cent  with  no  axillary  involvement 
in  breast  cancers  first  detected  by  palpation.  In  a 
similar  report,  Egan14  stated  that  92  per  cent  of  the 
patients  with  clinically  unsuspected  breast  cancer 
seen  at  a breast  cancer  detection  clinic  at  Emory 
University  Hospital  which  utilizes  mammography 
had  no  axillary  metastasis.  Where  their  generally 
recommended  interdisciplinary  approach,  palpation 
plus  mammography,  was  used,  they  found  80  per  cent 
of  the  breast  cancers  to  be  stage  0 or  stage  1 (Table 
I).14  In  addition,  in  many  of  the  otherwise  unde- 
tected breast  cancer  patients,  “the  cancer  may  not 
be  palpated  (even)  in  3 mm.  thick  sections  (even) 
after  localization  by  radiography  for  the  pathologist 
...  . These  are  entirely  new  stages  of  breast  cancer 
since  they  cannot  be  palpated  to  be  measured  in 
millimeters,  centimeters,  or  inches ...  . We  feel  this 
is  indeed  early  detection  of  breast  cancer  . . . (and) 
all  radiologists  performing  mammography  are  having 
similar  experiences  ...  14 

Five  years  of  continued  stress  on  palpation  alone 
have  now  elapsed  since  Egan  concluded  his  report  by 
observing  that  the  traditional  reliance  on  palpation 
for  the  very  early  detection  of  breast  cancer  “is  in  the 
process  of  rapid  change.  Thanks  largely  to  mam- 
mography we  are  (now)  able  to  detect  a malignant 
breast  neoplasm  long  before  it  forms  a mass  (when) 


TABLE  II.  Absolute  survival  of  637  operable  breast 
cancer  patients  at  Emory  University  Hospital, 
1937-1956'“ 


'Axillary  Lymph  Nodes-> 

• — Five-Year— > 
Survival 

«—Ten-Year — > 
Survival 

Num- 

Num- 

Per 

Num- 

Per 

Result 

ber 

ber 

Cent 

ber 

Cent 

Nodes  positive 

367 

167 

46 

107 

29 

Nodes  negative 

270 

230 

85 

189 

70 

TABLE  III.  Comparison  of  breast  cancers  detected 
by  mammography  and  controls15 

Three-and- 
One-Half- 
Year  Fatal- 

Number  of  ity  Rate 


Group 

Cancer  Cases 

(Per  Cent) 

Control 

256 

34 

Not  screen-detected 

82 

35 

Study  group 

21 

Screen-detected 

132 

09 

Refused  screening 

65 

28 

we  know  that  cure  rates  . . . are  high.”  (Table  II.)14 
Yet  in  these  five  years  approximately  40,000  women 
have  died  needlessly  from  breast  cancer  as  the  result 
of  the  continued  eschewal  of  mass  mammography 
screening. 

A year  after  Egan’s  report,  Kodlin15  reported  on 
a study  undertaken  by  the  Permanente  Medical 
Group  in  Oakland,  California,  which  showed  a 
three-and-one-half-year  fatality  rate  of  9 per  cent  for 
mammographic  screen-detected  women  versus  rates 
of  28  per  cent  for  those  women  who  refused  screening 
and  were  in  the  study  group,  compared  to  death  rates 
of  34  per  cent  and  35  per  cent  for  controls  (Table 
III).15  He  concluded  that  “apparent  (cost)  benefit 
comes  overwhelmingly  from  the  excellent  survival  of 
the  screen-detected  group,”  and  observed  that  “de- 
pending on  model  assumptions,  lead-time  estimates 
(of  mammography  plus  palpation  versus  palpation 
minus  mammography)  range  from  one  year  to  2.4 
years.”  15 

Likewise,  in  a three-and-one-half-year  screening 
study  done  at  the  U.C.L.A.  Center  for  Health  Sci- 
ences, Dowdy  et  al . 16  reported  on  the  results  of  ex- 
aminations of  4,911  patients,  3,470  of  whom  were 
blind  screened  and  1,441  of  whom  were  referred  di- 
rectly. As  can  be  seen  from  Table  IV,16  there  was  an 
impressively  large  breast  cancer  yield  of  13.2  per 


TABLE  IV.  Comparative  data  of  mammography  as  screening  modality  and  diagnostic  procedure 

and  pap  smear  as  screening  modality16 


Technique 

Number 
of  Patients 

Number 
of  Cancers 

Per  Cent 
Occult 

Per  Cent 
Positive 
Axillary  Nodes 

Per  Cent 
Cancers  per 
1 ,000  Patients 

Mammography— Screening 

3,470 

46 

19.5 

27.0 

13.2 

Mammography— Diagnostic 

1,441 

89 

7.8 

60.7 

61.7 

Pap  smears 

50,872 

148 

50.7 

2.9 
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TABLE  V.  Comparative  costs  of  mammography  and 
Pap  smear  per  examination  and  per  cancer  detected16 


Cost  Per 

Cost  Per 

Cancer 

Technique 

Procedure 

Detected 

Mammography  screening 

$26.50 

$2,223 

Pap  smear  screening 

$ 6.50 

$2,212 

1,000  women  screened,  with  almost  20  per  cent  of 
them  being  occult.  Importantly,  only  27  per  cent  of 
these  women  had  positive  axillary  involvement  ver- 
sus 60.7  per  cent  of  the  women  for  whom  mam- 
mography was  added  as  an  adjunct  to  palpation. 
Interestingly,  for  that  not  inconsiderable  group  which 
still  questions  the  to-date  unique  value  of  mam- 
mography, the  UCLA  group  found  6 times  as  high  a 
yield  for  screening  mammography  in  the  identifica- 
tion of  breast  cancer  as  it  found  for  the  accepted- 
as-highly-effective  Pap  smear  screening  program, 
13.2  per  thousand  versus  2.9  per  thousand,  although 
fairness  dictates  the  observation  that  since  Pap 
screening  is  likely  to  be  used  to  examine  many  an- 
nually repeating  women  compared  to  mammo- 
graphically  screened  women  who  are  almost  all 
first-timers,  its  yield  should  be  lower. 

A shibboleth  of  the  antimammography  school  is 
that  it  costs  too  much  to  identify  a case  of  breast 
cancer.  Leaving  aside  questions  of  the  ethics  of  how 
much  the  nation  should  be  willing  to  spend  to  save 
lives,  Dowdy  et  a/.16  reported  on  data  which  the 
UCLA  group  developed  which  bear  on  the  question 
(Table  V).16  Here  again,  mammographic  screening 
was  shown  to  be  quite  similar  to  Pap  smear  screening 
costs  per  case  detected.  Even  though  the  cost  per 
individual  screening  is  greater  for  mammography 
than  for  the  Pap  smear,  $26.50  versus  $6.40,  the 
higher  yield  of  breast  cancer  compared  with  the  yield 
for  cervical  cancer  eliminates  the  Pap  smear  cost 
advantage. 

Thus,  the  UCLA  experience  was  that  “breast 
cancer  per  1,000  is  approximately  4.5  times  as  great 
as  cancer  of  the  cervix  found  by  Pap  smear  ...  . 
While  the  cost  of  mammographic  study  is  some  four 
times  as  expensive  as  the  Pap  smear,  (and  may  well 
be  now  double  Dowdy’s  estimated  cost  of  five  years 
ago)  the  cost  per  cancer  detected  is  approximately 
the  same  ...  .”  16  The  authors  concluded  that 
“based  upon  our  experience  in  the  UCLA  Center  for 
Health  Sciences,  the  establishment  of  screening 
clinics  for  women  forty  years  of  age  and  over  ...  is 
indicated.”  16 

Lemon  and  Thiessen,17  in  a more  recent  study, 
obtained  similar  results. 

In  what  is  considered  by  many  to  be  the  most  de- 
finitive study  yet  of  the  effectiveness  of  mammo- 
graphic screening  in  identifying  occult  and/or  non- 
metastatic breast  cancer,  Strax,  Venet,  and  Shapiro18 
reported  on  the  results  of  a study  undertaken  by  the 
HIP  (Health  Insurance  Plan)  of  Greater  New  York 
under  contract  with  the  National  Institutes  of 


TABLE  VI.  Breast  cancer  detection  rates,  five  years  of 
observation  from  date  of  entry18 


Population 

■ Breast  Cancers > 

Rate  per 

Number  1,000 

Study-screened 
Detection  due  to 

55 

2.72 

initial  examination 

Detection  due  to 

77 

1.51 

annual  reexamination 

Detection  not  due  to 

91 

0.92 

screening 

Study-refused  screening 

73 

1.37 

Control 

284 

1.86 

Health.  In  this  study,  begun  in  1963,  62,000  women 
between  the  ages  of  forty  and  sixty-four  were  divided 
into  2 groups  of  31,000  matched  pairs.  None  had  a 
history  of  breast  cancer.  The  two  groups  quickly 
became  3 groups  since  only  65  per  cent  of  the  exper- 
imental group  agreed  to  take  part  in  the  experiment. 
Thus,  there  was  the  “accepting  experimental  group,” 
approximately  20,000,  the  “refusing  experimental 
group,”  now  a form  of  a control  group,  numbering 
approximately  11,000,  and  the  “real”  control  group 
of  31,000.  The  latter  2 control  groups  had  their 
breast  cancer  status  “followed  through  records  at 
central  headquarters.”  18 

The  experimental  group  was  examined  four  times 
at  annual  intervals.  The  usual  procedure  began  with 
a clinical  examination,  palpation,  usually  performed 
by  a surgeon  who  was  a member  of  the  medical  group 
to  which  the  woman  belonged,  and  was  done  without 
any  knowledge  of  mammographic  results.  All 
mammograms  were  interpreted  by  2 radiologists 
without  knowledge  of  the  clinical  findings.  Of  the 
women  undergoing  the  initial  screening  examination, 
approximately  80  per  cent  underwent  the  second 
annual  examination,  74  per  cent  the  third,  and  69  per 
cent  the  fourth,  with  approximately  60  per  cent 
undergoing  all  four  examinations,  an  indication  of  its 
acceptability. 

The  refusing  experimental  control  group,  as  well 
as  the  real  control  group,  “received  their  usual  com- 
prehensive medical  care  at  their  groups,  but  were  not 
screened  in  the  program.”  18 

As  can  be  seen  from  Table  VI,18  the  HIP  incidence 
rate  was  found  to  be  approximately  double  the  ex- 
perimental group  when  compared  to  either  of  the 
control  groups,  2.72  versus  1.37  and  1.86  per  1,000 
women  examined.  Not  unexpectedly,  incidence 
rates  declined  significantly  on  reexamination.  The 
significant  difference  between  the  incidence  rates  of 
the  refused  screening  group,  1.37  per  thousand,  and 
the  control  group,  1.86  per  thousand,  raises  some 
interesting  questions.  Although  the  authors  con- 
clude that  “the  low  rate  of  the  study  group  not  ex- 
amined suggests  that  study  women  tended  to  self- 
select themselves  for  screening,”  18  there  does  not 
seem  to  be  a satisfactory  explanation,  given  the  data 
presented. 
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TABLE  VII.  Breast  cancers  detected  on  screening  by  age  group  and  modality'* 


Modality 

Total 

Age  in  Years  at  Diagnosis * 

40  to  49  50  to  59  60  or  More 

Total  number 

132 

31 

65 

36 

Mammography  only 

44 

6 

27 

11 

Clinical  only 

59 

19 

26 

14 

Clinical  and  mammography 

29 

6 

12 

11 

Total  per  cent 

100 

100 

100 

100 

Mammography  only 

33.3 

19.4 

41.5 

30.6 

Clinical  only 

44.7 

61.3 

40 

38.9 

Clinical  and  mammography 

22 

19.4 

18.5 

30.6 

Table  VII18  shows  how  significantly  mammogra- 
phy contributed  to  the  identification  of  early  breast 
cancer  in  the  HIP  study. 

“Of  the  132  breast  cancers  detected  through  (all 
methods  of)  screening,  44  or  33  per  cent  were  found 
on  mammography  alone  and  would  have  been  missed 
if  this  modality  were  omitted.  At  the  same  time,  59 
cancers  or  44  per  cent  would  have  been  missed  if 
clinical  examination  were  not  included.”  18  The 
likelihood  of  not  detecting  breast  cancer  among  the 
under  fifty  age  group  without  the  use  of  mammo- 
graphy was  fully  61  per  cent.  The  most  striking 
finding  of  this  study  is  that  only  1 death  in  five  years’ 
experience  occurred  among  the  44  women  who  had 
their  breast  cancer  detected  by  mammography  after 
it  had  gone  undetected  by  palpation,  an  impressive 
reaffirmation  of  the  likelihood  of  discovering  very 
early  breast  cancer  through  mammographic  tech- 
niques (Figure  3). 

Interestingly,  while  the  literature  seems  clear 
enough  about  the  value  of  mammography  in  the  de- 
tection of  early  breast  cancer  and  of  the  inability  of 
breast  palpation  to  identify  nonmetastatic  mammary 
carcinoma  with  any  great  degree  of  success,  mam- 
mography by  itself  is  insufficient  to  identify  all  early 
cases,  and  breast  palpation  is  still  required,  albeit  in 
conjunction  with  mammography.18,19 

Overall,  the  HIP  study  concluded  that  “a  ran- 
domized mass  screening  program  using  mam- 
mography as  well  as  clinical  examination  in  women 
aged  forty  to  sixty-four  years  resulted  in  a higher 
proportion  of  breast  cancer  detected  with  no  axillary 
lymph  node  involvement  and  subsequently  a sub- 
stantial reduction  in  mortality  in  a study  group  as 
compared  to  a matched  control.”  18 

In  a more  recent  report,  Stark  and  Way20  reported 
general  agreement  with  the  HIP  study,  stating  that 
their  combined  palpation,  mammography,  and 
thermography  “screening  of  2,684  well  women  con- 
sidered to  be  at  higher  than  average  risk  resulted  in 
the  discovery  of  66  asymptomatic  (breast)  cancers, 
52  of  them  in  the  preclinical  stage,  (giving)  a pickup 
rate  of  24.5  asymptomatic  cancers  per  1,000  well 
women.”  20  In  their  study,  the  authors  also  discuss 
the  fear  often  elicited  that  repeated  mammography 
might  result  in  the  production  of  cancers  in  the 
screened  women  due  to  the  cumulative  carcinogenic 
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FIGURE  3.  Per  cent  of  breast  cancer  with  no  histologic 
evidence  of  axillary  lymph  node  involvement.18 


effects  of  mammographic  radiation.  They  point  out, 
however,  that  data  tending  to  implicate  chest 
roentgenography  has  come  from  accumulation  levels 
“as  high  as  4,000  R over  (as  short  as)  a 46-month  pe- 
riod. This  cannot  be  compared  with  the  radiation 
from  mammography  even  when  it  is  repeated  at 
regular  intervals  ...  .”  20  In  fact,  up-to-date  mam- 
mographic techniques  now  expose  the  subjects  to  as 
little  as  1.5  to  3 rads.19  The  authors,  while  suggesting 
combined  thermography  with  mammography,  ob- 
served that  their  combined  technique  “provides  an 
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TABLE  VIII.  Reported  variations  in  accuracy  of 
mammography  in  identifying  breast  carcinoma28 


Report 

Per  Cent 
of  Breast 
Carcinomas 
Identified 

Egan  (6-year  study  1956-1962) 

97 

Egan  (9-year  study  1956-1965) 

89 

Clark  etal.  (1965) 

79 

Friedman  et  al.  (1966) 

68 

Thomas  and  McDonald  (1967) 

61 

Wolfe  (1967) 

92 

James  and  Irvine  ( 1969) 

90 

Stevens  and  Weigen  (1969) 

58 

Stewart  et  al.  (1969) 

92 

Sokol  et  al.  ( 1970) 

79 

Hinkamp  (1971) 

73 

Hunter  (1972) 

86 

Nathan  et  al.  (1972) 

88 

McClow,  Williams  (1973) 

89 

This  report  (1973) 

66 

efficient  method  of  screening  for  asymptomatic 
breast  cancer  . . . (and)  with  careful  application  of 
these  methods,  there  is  hope  of  improvement  in  the 
early  diagnosis  and  cure  rate  of  breast  cancer.”  20 

Shapiro,  Goldberg,  and  Hutchinson21  used  the 
HIP  study,  as  well  as  those  of  Zelen  and  Feinleib,22 
Zelen,23  and  Prorok,24  to  examine  “the  average  lead 
time  gained  through  screening  in  the  detection  of 
breast  cancer.”  21  They  concluded  that  “at  the  ini- 
tial examination,  the  gain  is  estimated  at  seven 
months;  at  subsequent  screenings  conducted  about 
a year  apart,  the  gain  is  estimated  at  11-13  months 
(with)  the  direction  of  the  biases  in  the  estimation 
assumptions  (being)  to  understate  the  average 
amount  of  time  breast  cancer  diagnosis  is  advanced 
...  . (Others  have  estimated)  about  two  years  . . . , 
(with  it  being  likely)  that  the  estimates  will  fall  in  the 
interval  of  one  or  two  years  . . . , a range  that  should 
be  useful,  for  practical  purposes,  in  considering  pe- 
riodicity of  breast  cancer  screening  programs.”  21 

Comment 

Physical  examination  alone  will  detect  approxi- 
mately 2 cases  of  breast  cancer  for  every  1,000  women 
examined.25  If  physical  examination  is  combined 
with  mammography,  detection  rates  as  high  as  13.2 
breast  cancer  per  1,000  patients  examined  have  been 
reported,26  with  a much  greater  yield  of  nonmeta- 
static carcinoma.  “These  two  procedures,  physical 
examination  and  mammography,  compliment  each 
other  and  thus  should  be  employed  together  ...  . 


TABLE  IX.  Death  rate  in  relation  to  screening29 


Age  Group 
(Years) 

Annual 

Deaths 

Without 

Screening 

Per  Cent 
Reduction 
in  Deaths 
Through 
Screening 

Annual 

Deaths 

with 

Screening 

50  to  59 

699 

54 

322 

60  to  69 

712 

32 

484 

All  ages 

2,840 

21 

2,235 

(The)  earlier  detection  of  breast  cancer  (made  pos- 
sible by  the  use  of  these  two  techniques  employed 
together)  will  ultimately  decrease  the  death  rate  from 
this  disease,  since  the  screening  procedures  have 
resulted  in  the  detection  of  tumors  which  are  asso- 
ciated with  a considerably  lower  incidence  of  lymph 
node  metastases  and  improved  survival  rates  fol- 
lowing treatment.”  27  Block  and  Reynolds28  sum- 
marized the  data  recently  (Table  VIII).28  In  their 
report  they  stated  that  a significant  number  of  breast 
carcinomas,  11  per  cent  in  their  study,  “can  be  de- 
tected early  only,  or  primarily,  by  mammogra- 
phy.” 28 

Likewise,  in  a report  of  an  ad  hoc  Canadian  com- 
mittee, Leger  et  al.29  concluded  that  the  annual  Ca- 
nadian death  rate  from  breast  cancer  would  be  sub- 
stantially reduced  if  mammography  were  added  to 
palpation  as  a standard  technique  (Table  IX).29 

Simply  put,  palpation  alone,  whether  done  by  the 
woman  as  a part  of  the  monthly  breast  self-exami- 
nation, by  her  family  physician,  or  by  a gynecologist 
on  an  annual  basis,  is  hardly  worth  the  investment 
in  time  and  money  if  its  aim  is  to  identify  early  highly 
curable  breast  cancer.  While  it  may  well  be  true  that 
“about  90  to  95  per  cent  of  breast  lumps  are  found  by 
the  patient,”  13  they  are  not  terribly  likely  to  have 
been  found  while  small  and  thus  nonmetastatic. 
Only  the  addition  of  another  screening  technique 
such  as  mammography,  xerography,  or  thermogra- 
phy to  periodic  palpation  raises  the  early  yield  level 
to  a point  where  survival  rates  increase  significant- 
ly- 

Mammography  has  been  demonstrated  by  dozens 
of  large  studies  within  the  past  decade,  and  not  a few 
even  prior  to  that,  to  be  valuable  in  identifying  early 
breast  cancer  undiagnosed  by  palpation.  It  is  cost- 
effective,  acceptable,  and  could  be  made  widely 
available  to  the  general  public.  It  is  accurate  and 
subjects  the  patient  to  a radiation  risk  which  is  sub- 
stantially less  than  the  risk  of  nonearly-diagnosed 
breast  cancer.19  Even  so,  because  of  the  inevitable 


TABLE  X.  Percentage  of  biopsies  in  screening  and  diagnostic  series.  Ratio  of  cancer  to  benign  biopsies16 


Per  Cent  of 

Per  Cent  of 

Ratio  of 

Number  of 

Per  Cent 

Biopsies — 

Biopsies — 

Cancer 

Technique 

Patients 

Biopsies 

Cancer 

Benign 

to  Benign 

Mammography — screening 

3,470 

3.7 

35.4 

64.6 

1:1.8 

Mammography — diagnostic 

1,441 

14.5 

42.2 

57.8 

1:1.4 
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small  amount  of  radiation  to  which  screened  women 
are  exposed  even  when  done  correctly  (and  it  might 
well  be  pointed  out  that  there  is  plenty  of  old,  obso- 
lescent machinery  still  around  still  subjecting  women 
to  unacceptably  high  radiation  levels)  mammography 
is  recommended  only  for  at-risk  women,  mainly  those 
over  the  age  of  thirty-five  or  forty  years. 

False-positive  identification  through  mammo- 
graphic  screening  is  fairly  high  (Table  X).lfi  But  it 
is  also  high,  perhaps  even  equally  so,  with  palpation. 
In  any  event,  the  problem  of  identifying  breast  cancer 
early  is  not  one  of  false-positive  identification,  but 
rather  of  false  negatives,  a problem  which  can  only 
be  attacked  through  the  addition  of  mammographic 
techniques  to  the  screening  armamentarium. 

Egan2  put  it  well  when  he  stated  that  “mam- 
mography has  proved  to  be  perhaps  the  best  proce- 
dure for  screening  segments  of  the  population  for 
human  cancer.  The  cost  for  screening  for  breast 
cancer  on  a national  scale  is  not  prohibitive  ...  . (It 
is  a)  worthwhile  procedure  ...  . (It)  can  be  learned 
well  in  a short  period  (five  days).  It  is  simple  yet 
invaluable.  It  can  be  readily  adapted  to  longitudinal 
studies  for  determination  of  precursors  of  breast 
cancer.  The  future  utilization  of  mammography  is 
not  so  much  confined  to  the  women  with  a breast 
lump  but  (is  useful)  in  asymptomatic  women  with  a 
high  likelihood  of  having  a very  early  breast  cancer 
or  of  getting  a breast  cancer.” 

According  to  George  Rosemond,30  president  of  the 
American  Cancer  Society,  “. . . results  from  27  breast 
cancer  screening  demonstration  projects  (designed 
to  examine  the  value  of  mammography  added  to 
palpation)  . . . show  . . . that  the  great  majority  of 
breast  cancers  are  being  detected  ...  at  the  earliest 
state,  when  they  are  highly  curable.” 

There  is  another  way  of  presenting  the  present 
problem  whereby  most  American  women  are  not 
being  advised  to  include  annual  mammographic 
screening  in  their  physical  examinations,  or  who  are 
even  being  actively  discouraged  from  doing  so  on  the 
rather  vague  grounds  that  it  gives  one  too  much  ra- 
diation: rarely  have  so  many  unnecessary  deaths 
been  caused  by  such  mass  refusal  to  accept  a dem- 
onstrated, inexpensive,  safe,  effective,  and  acceptable 
methodology  for  such  amorphous  reasons.  It  is  in- 
evitable that  acceptance  of  mammography  in  mass 
screening  of  at-risk  women  will  take  place  within  the 
next  decade.  The  question  now  is,  for  how  many 
more  years  will  10,000  women  die  needlessly? 
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A new  screen-film  combination,  called  the  Min-R 
system  and  especially  designed  for  mammography, 
has  recently  been  made  available  by  the  Kodak 
Company.  The  screen  phosphor  is  terbium-acti- 
vated gadolinium  oxysulfide  (Gd202S:Tb).1  A 90- 
micrometer  thick  single  back  screen  is  used. 
Sharpness  is  increased  through  use  of  a light  absorber 
within  the  screen.  The  film  has  a single-coated 
emulsion  and  an  antihalation  layer.  Its  sensitivity 
is  expanded  to  include  the  green-emitting  spectrum 
of  the  gadolinium  oxysulfide  phosphor.  The 
screen-film  combination  is  loaded  into  a standard 
vacuum  package.  The  film  can  be  developed  with 
existing  ninety-second  automatic  processors.2 

With  the  relatively  low  energies  used  in  mam- 
mography, the  absorption  efficiency  of  gadolinium 
oxysulfide  is  similar  to  that  of  calcium  tungstate.3 
However,  it  has  a greater  x-ray  energy  to  light  energy 
conversion  efficiency  than  calcium  tungstate.  Thus 
a faster  screen  speed  is  possible  with  similar  resolu- 
tion. 

Comparison  tests 

Extensive  evaluation  of  the  new  system  for  the  last 
six  months  has  shown  that  it  is  two  to  three  times 
faster  than  the  DuPont  Lo-dose  system,  slight  vari- 
ations in  speed  depending  somewhat  on  the  size  and 
density  of  the  breast  being  radiographed.  A clinical 
double-blind  comparison  of  the  new  system  with  the 
Lo-dose  system  was  performed  on  patients  by  ra- 
diographing one  breast  with  Min-R  and  the  other 
breast  with  Lo-dose  in  a random  manner.  The 


A new  rare-earth  screen-film  combination  recently 
made  available  by  Kodak  for  mammography  has  been 
evaluated  clinically  and  compared  to  an  existing 
system.  It  was  found  that  the  new  system,  called 
Min-R,  is  approximately  two  to  three  times  faster 
than  the  DuPont  Lo-dose  system.  Film  contrast  of 
the  Min-R  system  was  also  greater.  Overall,  the  new 
system  decreases  patient  radiation  dose  and  allows 
shorter  exposure  times  with  no  degradation  in  image 
quality. 


studies  were  performed  with  the  Philips  Diagnost-M 
rotating  molybdenum  target  anode,  with  a nominal 
0.6-mm.  focal  spot.  Preliminary  evaluation  by  3 
independent  observers  on  13  patients,  using  for  cri- 
teria the  ability  to  see  low-contrast  objects,  visual- 
ization of  the  skin,  mottle,  and  overall  subjective 
impression,  indicated  that  the  Min-R  system  is  at 


FIGURE  1 . DuPont  Lo-dose  mammogram,  on  left,  compared 
with  Kodak  Min-R  mammogram,  on  right.  All  factors  are 
same,  28  kv.,  rotating  molybdenum  target,  except  for  time 
factors,  0.2  seconds  for  Kodak  Min-R  system,  0.6  seconds 
for  DuPont  Lo-dose  film. 
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FIGURE  2.  Enlargement  of  Figure  1 areas  of  calcifications  for  DuPont  Lo-dose,  on  left,  and  Kodak  Min-R  mammograms,  on 
right.  Note  contrast  of  calcifications  against  soft  tissue  and  fat  background. 


least  equal  to  and  possibly  better  than  the  Lo-dose 
system. 

The  film  contrast  of  the  Kodak  Min-R  film  is 
greater  than  the  DuPont  Lo-dose  film.  In  addition, 
with  the  faster  speed,  subject  contrast  has  been  en- 
hanced by  decreasing  the  generator  kVp.  (kiloVolt 
peak),  from  previously  used  28  kVp.  for  Lo-dose  to 
25  kVp.  for  Min-R.  As  a result  of  the  improved 
contrast  resulting  from  both  the  technique  adjust- 
ment and  the  greater  film  contrast,  small  calcifica- 
tions are,  in  our  opinion,  more  readily  detected  with 
the  Min-R  system  (Figs.  1 and  2).  Contrary  to  most 
other  applications  of  rare-earth  screens,  the  visual- 
ized mottle  is  not  as  apparent  as  in  other  rare-earth 
systems  and  does  not  appear  to  interfere  with  diag- 
nosis.3 

In  Rochester,  a larger  double-blind  comparison  of 
the  DuPont  Lo-dose  mammography  system  with  the 
Kodak  Min-R  mammography  system  is  currently 
underway  to  more  thoroughly  compare  the  two 
methods.  These  two  methods  are  also  being  com- 
pared with  Xeromammography  and  AA  Kodak  in- 
dustrial film,  with  respect  to  the  ability  to  detect  and 
correctly  diagnose  carcinoma  of  the  breast,  because 
preliminary  comparisons  of  the  Min-R  system  with 


Propanolol  in  hypertension 

Recent  evidence  indicates  the  usefulness  of  propanolol 
HC1  (Inderal)  in  managing  hypertension,  although  its  ap- 
plication has  FDA  approval  only  in  angina,  arrhythmias, 
and  hypertrophic  obstructive  cardiomyopathy.  Propa- 
nolol produces  most  of  its  pharmacologic  effects  by  an- 
tagonizing the  beta-adrenergic  actions  of  the  catechol- 
amines released  by  adrenergic  nerve  stimulation  or  from 


the  standard  method  of  mammography  in  our  de- 
partment using  hand-developed  AA  Kodak  indus- 
trial film,  have  demonstrated  excellent  image 
sharpness  of  the  Min-R  films  in  many  patients  with 
large  pendulous  breasts,  who  tend  to  have  breast 
motion  during  the  longer  exposure  times  necessary 
for  the  AA  film. 

Conclusion 

It  is  our  preliminary  conclusion  that  the  decreased 
exposure  time,  ability  to  use  lower  kiloVolt  peak, 
lower  patient  dose,  and  better  visualization  of  calci- 
fications of  the  new  mammography  system  represent 
a major  advance  in  the  practice  of  this  phase  of  ra- 
diology. 
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Absent  Pedicle 
and  Back  Pain 

Case  history 

Alan  Storch,  M.D,*:  A fifteen-year-old  white 
female  noticed  the  onset  of  midback  pain  eight 
months  prior  to  admission.  The  pain  was  unrelated 
to  activity,  and  there  was  no  history  of  trauma.  Her 
local  physician  noted  slight  scoliosis  and  prescribed 
phenylbutazone  (Butazoladin)  which  was  taken  for 
ten  days  and  gave  partial  relief.  The  pain  also  was 
reported  to  be  relieved  by  aspirin,  but  it  became 
progressively  worse  in  the  two  weeks  prior  to  ad- 
mission. It  was  most  marked  in  the  midline  and 
right  paravertebral  area  in  the  region  of  the  seventh 
and  eighth  dorsal  and  radiated  slightly  to  both 
sides. 

On  physical  examination  there  was  midline  and 
right  paravertebral  tenderness  at  the  seventh  dorsal 
level  and  a mild  scoliotic  curve  with  a concavity  on 
the  right  side.  Neurologic  examination  findings  were 
normal,  and  no  weakness  was  found.  There  was  no 
other  pertinent  physical  finding.  Review  of  systems 
and  past  history  showed  negative  findings. 

Laboratory  data  were  as  follows:  hematocrit  was 
39;  white  blood  count  was  10,200  with  normal  dif- 
ferential; and  alkaline  phosphatase  was  103,  the 
normal  ranging  from  30  to  85  international  units. 
Other  blood  chemistries  were  normal. 

Comment 

Chusilp  Charnsangavej,  M.D.b  Posteroanterior 
and  lateral  examination  of  the  dorsal  spine,  as  shown 
in  Figure  1 A,  demonstrates  the  absence  of  the  right 
pedicle  of  the  seventh  thoracic  vertebra.  There  is 
widening  of  the  right  paraspinal  line  at  that  location 
which  is  present  on  the  anteroposterior  plain  film  of 
the  thoracic  spine  and  confirmed  by  tomography 
(Fig.  IB).  The  vertebral  body  and  disk  space  are 
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preserved.  These  findings  indicate  the  presence  of 
a lytic  lesion  in  the  right  seventh  dorsal  pedicle, 
displacing  the  paraspinal  line.  A thoracic  myelo- 
gram demonstrates  an  extradural  lesion  on  the  right, 
at  the  seventh  dorsal  level  (Fig.  1C). 

Two  major  categories  of  the  disease  could  be  con- 
sidered in  the  differential  diagnosis:  neoplasm  and 
infection.  The  most  common  benign  primary  tu- 
mors of  the  spine  in  this  age  group  would  include 
osteoblastoma,  osteoid  osteoma,  and  aneurysmal 
bone  cyst.  Giant-cell  tumor  is  not  particularly 
common  in  the  spine,  but  if  it  does  involve  it,  the 
vertebral  bodies  are  more  common  sites.1,2  The 
primary  age  group  at  risk  is  fifteen  to  forty  which  is 
slightly  higher  than  in  this  patient.  Histiocytosis  X 
is  a common  radiolucent  lesion  in  the  adolescent 
group.  However,  involvement  of  the  spine  usually 
is  mainly  a lytic  lesion  in  the  vertebral  body,  and 
often  results  in  vertebra  plana.3 

In  consideration  of  malignant  processes,  a solitary 
metastatic  lesion  to  a pedicle  would  be  unusual  in  this 
age  group,  although  not  impossible.  Wilms’  tumor 
and  neuroblastoma  occur  in  a much  younger  age 
group.  About  10  per  cent  of  lymphomas  involve  the 
bone,  including  the  spine,  and  this  is  usually  associ- 
ated with  paraspinal  mass.  The  vertebral  body 
however,  is  more  commonly  involved  in  lymphoma.4,5 
Also  there  are  usually  other  systemic  manifestations 
which  this  patient  lacked. 

Primary  malignant  bone  tumors  might  also  be 
considered.  Osteogenic  sarcoma,6  Ewing’s  sarcoma, 
and  chondrosarcoma  can  occur  in  a fifteen-year-old 
patient.  However,  they  are  much  more  common  in 
long  bones,  and  it  would  be  unusual  for  such  a process 
to  originate  in  and  involve  only  one  pedicle  with  little 
indication  of  pronounced  reactive  new  bone  forma- 
tion. 

The  preservation  of  the  disk  space  makes  the 
possibility  of  infection  less  likely.  Paus7  analyzed 
150  cases  of  spinal  disease  including  50  cases  of  tu- 
mors, 50  cases  of  tuberculous  infection,  and  50  cases 
of  osteomyelitis.  Tuberculous  infection  usually 
appears  with  destruction  of  the  disk  space  associated 
with  a paraspinal  mass.  The  pedicles  alone  are 
rarely  involved.  Osteomyelitis  also  commonly  in- 
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FIGURE  1 . (A)  Lytic  destructive  lesion  of  right  seventh  dorsal 

pedicle  (arrow).  (B)  Tomographic  section  showing  absent 
pedicle  and  paraspinal  mass  (arrows).  (C)  Myelogram 
showing  extradural  defect  (arrow). 


volves  the  disk  spaces,  and  in  most  cases,  if  the 
pedicle  is  destroyed,  there  is  associated  vertebral 
body  destruction,  which  this  patient  did  not  have. 

Osteoid  osteoma  and  osteoblastoma8  are  closely 
related.  There  can  be  a size  differentiation  made 
often,  the  osteoid  osteoma  lucency  usually  being  less 


than  1 cm.  in  diameter  and  the  osteoblastomas  larger 
than  2 cm.  They  are  most  common  in  teenagers  and 
are  more  common  in  males.  They  usually  appear  as 
radiolucent  lesions  with  a surrounding  dense  sclerotic 
bony  reaction;  60  per  cent  of  them  involve  the  cortex, 
and  40  per  cent  involve  the  medulla.  The  spine  is  a 
common  site  of  these  lesions,  especially  the  pedi- 
cle. 

Aneurysmal  bone  cyst  is  another  lesion  which 
shares  similarity  with  osteoblastoma  especially  when 
it  involves  the  pedicle.9’10  It  is  an  expansile  lesion 
in  which  septation  may  often  be  found. 

With  regard  to  this  patient,  the  history  of  back 
pain  at  night  relieved  by  aspirin  is  very  helpful.  This 
is  classic  of  osteoid  osteoma  and  also  is  reported  in 
osteoblastoma.  My  primary  diagnosis  would 
therefore  be  osteoblastoma  or  osteoid  osteoma,  with 
aneurysmal  bone  cyst  considered  less  likely.  Other 
lesions,  however,  such  as  infection,  and  so  forth  which 
have  been  discussed,  cannot  be  excluded  with  abso- 
lute certainty. 

Dr.  Storch:  On  the  fifth  hospital  day  after  ad- 
mission, a laminectomy  of  the  sixth  to  eighth  dorsal 
area  was  performed.  A 2 by  3-cm.  reddish  friable 
paraspinal  mass  was  found  on  the  right  which  ap- 
peared to  arise  in  and  destroy  the  right  seventh  dorsal 
pedicle.  It  was  fairly  well  encapsulated  and  was  re- 
moved entirely  after  the  associated  nerve  root  was 
dissected  free.  The  mass  was  adherent  to  the  adja- 
cent dura.  Following  surgery,  the  patient’s  pain  was 
relieved,  and  she  made  an  uneventful  recovery. 
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FIGURE  2.  Photomicrograph  of  tumor  showing  typical 
findings  of  benign  osteoblastoma:  irregularly  calcified  os- 
teoid separating  columns  of  fairly  uniform  osteoblasts  and 
occasional  muitinucleate  cells. 


Pathologic  discussion 

Boyce  Bennett,  M.D.*:  The  bone  curettings 
received  consisted  of  several  irregular  fragments  of 
friable,  hemorrhagic  partially  calcified  material,  the 
largest  measuring  3 cm.  across.  Microscopically,  the 
neoplasm  showed  the  typical  findings  of  a benign 
osteoblastoma.  The  tumor  consisted  of  a disorderly 
collection  of  uniform,  somewhat  elongated  cells  re- 
sembling osteoblasts  (Fig.  2).  Interspersed  among 
these  cells  was  a disorganized  collection  of  osteoid 
which  was  irregularly  calcified.  Scattered  mui- 
tinucleate cells  resembling  osteoclasts  were  also 
present.  This  pattern  varied  somewhat  in  that  in 
some  areas  the  cellular  elements  were  more  promi- 
nent, and  elsewhere  the  calcified  osteoid  made  up  the 
greater  portion  of  the  tissue. 

The  benign  osteoblastoma  is  a relatively  rare 
tumor  which  occurs  mainly  in  the  spine  and  long 
bones  of  the  lower  extremity,  but  also  in  other  sites.11 
The  majority  of  cases  occur  in  young  men,  the 
greatest  incidence  being  in  the  second  decade.  The 
presenting  svmptom  is  usually  pain  or  discomfort, 
but  on  occasion  a tumor  of  the  spine  may  invade  the 
vertebral  canal  with  resultant  neurologic  prob- 
lems. 

The  benign  osteoblastoma  resembles  an  osteoid 
osteoma  in  that  the  two  have  the  common  presenting 
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symptoms  of  pain,  and  they  have  a similar  histologic 
appearance.  A question  exists  whether  they  are  in- 
deed related  tumors12  but  definite  differences  are 
apparent.  Osteoblastomas  are  substantially  larger 
than  osteoid  osteomas;  they  do  not  generally  contain 
a small  dense  nidus,  as  does  an  osteoid  osteoma;  they 
may  have  a distinct  x-ray  film  appearance  from  os- 
teoid osteoma;  and  they  generally  appear  in  sites 
different  from  that  of  osteoid  osteoma.  The  histol- 
ogy of  the  benign  osteoblastoma  may  be  confused 
with  other  more  aggressive  tumors  such  as  giant-cell 
tumor  of  bone  or  osteogenic  sarcoma;  in  such  cases 
an  inappropriate  therapy  may  be  applied.  In  gen- 
eral, benign  osteoblastoma  is  cured  by  curetting  the 
main  tumor  mass,  and  tumor  does  not  generally  recur 
even  if  the  tumor  was  only  incompletely  removed  at 
curettage.  In  those  few  cases  where  the  tumor  does 
recur,  radiotherapy  may  be  applied. 

Final  diagnosis 

Benign  osteoblastoma. 
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NEOSPORIN  Ointment 

( polymyxin  B-bacitracin-neomycin) 

is  a famous  fighter,  too. 

Provides  overlapping,  broad-spectrum  antibacterial  action  to  help  combat 
infection  caused  by  common  susceptible  pathogens  (including  staph  and  strep). 
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aminoglycoside  antibiotics  concurrently,  not  more  than  one  application  a day  is 
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use  may  result  in  overgrowth  of  nonsusceptible  organisms,  including  fungi 
Appropriate  measures  should  be  taken  if  this  occurs  ADVERSE  REACTIONS: 
Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles  in  the  current  litera- 
ture indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin  Oto- 
toxicity and  nephrotoxicity  have  been  reported  (see  Warning  section) 
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/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


Each  gram  contains  Aerosporm-  brand  Polymyxin  B Sulfate  5.000  units  zinc 
bacitracin  400  units:  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base): 
special  white  petrolatum  qs  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz  (approx.) 
foil  packets 

INDICATIONS:  Therapeutically  las  an  adjunct  to  systemic  therapy  when  indicated) 
for  topical  infections,  primary  or  secondary  due  to  susceptible  organisms,  as  in 
• infected  burns  skin  grafts  surgical  incisions  otitis  externa  • primary 
pyodermas  (impetigo,  ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily 
infected  dermatoses  (eczema,  herpes  and  seborrheic  dermatitis)  • traumatic 
lesions,  inflamed  or  suppurating  as  a result  of  bacterial  infection 
Pjophyiacticaliy  the  ointment  may  be  used  to  prevent  bacterial  contamination  in 
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Fever  is  not  a disease;  neither  is  it  a proper  diagnosis. 
Rather,  fever  is  one  of  the  more  primitive  of  re- 
sponses in  living  creatures,  a cardinal  manifestation 
of  disease  in  man,  arid  yet,  still  of  questioned  biologic 
purpose  in  the  infected  host.  The  goal  of  this  report 
is  to  review  certain  aspects  of  the  fever  response  in 
man  and,  on  this  basis,  to  suggest  guidelines  for  ra- 
tional response  to  the  presence  of  fever. 

Response  to  fever 

How  primitive  the  fever  response  is  can  be  ap- 
preciated from  data  collected  in  recent  experiments 
by  Kluger,  Ringler,  and  Anver1  with  the  cold-blooded 
lizard,  Dipsosaurus  dorsalis.  While  intuitively  we 
would  likely  consider  that  the  body  temperature  of 
a poikilotherm  should  be  determined  strictly  by  the 
ambient  temperature,  this  is  not  strictly  true.  D. 
dorsalis,  like  other  cold-blooded  creatures,  as  well  as 
homoeothermic  animals,  can  modify  body  temper- 
ature by  modifying  behavior.  For  example,  when 
hot,  D.  dorsalis  will  move  to  a shady  place  rather 
than  sit  in  the  sun  where  the  ambient  temperature 
is  several  degrees  higher.  Kluger,  Ringler,  and  Anver 
found  that  D.  dorsalis  has  a preferred  body  tem- 
perature of  38.5  to  39°C.  When  placed  in  a large 
environmental  chamber  in  which  a gradient  of  tem- 
perature was  established  the  lizards  congregated 
around  the  area  in  the  chamber  which  brought  their 
core  body  temperature  to  the  preferred  range.  Thus, 
even  in  poikilotherms,  there  is  a physiologic  normal 
or  at  least  preferred  body  temperature,  and  not 
simply  an  acceptance  of  whatever  the  environment 
brings.  But  perhaps  even  more  astounding  is  that 
when  injected  with  killed  gram-negative  bacteria, 
that  is,  an  injection  of  endotoxin,  the  lizards  moved 
* Recipient  of  Research  Cancer  Development  Award  AI-70847 
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within  the  chamber  to  a region  which  brought  their 
core  temperature  to  40  to  41°C.  This  means  that,  in 
effect,  a cold-blooded  creature  develops  fever  when 
given  a pyrogenic  stimulus  such  as  endotoxin,  even 
though  the  febrile  response  is  totally  dependent  on 
behavioral  modification  rather  than  alteration  of  a 
body  thermostat  regulating  heat  production  and  loss 
such  as  occurs  in  homeotherms. 

Kluger,  Ringler,  and  Anver  developed  this  model 
of  fever  to  deal  with  the  question  of  biologic  purpose 
of  fever.  It  is  tempting  to  reason  a priori  that  any 
response  surviving  the  pressures  of  evolution  is  likely 
to  have  survival  value  or,  at  worst,  to  be  indifferent. 
The  experiment  to  determine  this  involved  infection 
of  D.  dorsalis  with  live  pathogenic  bacteria  while 
maintaining  the  lizards  in  constant  temperature 
environments  to  hold  core  temperature  steady  at 
normal,  hypo-,  or  hyperthermic  levels.  When  this 
was  done,  it  was  found  that  mortality  due  to  the  in- 
fection was  inversely  related  to  temperature,  the 
lowest  mortality  rate  being  found  at  40°  C.,  or  the 
febrile  temperature  of  D.  dorsalis.  This  is  probably 
the  most  definitive  experiment  performed  to  date 
relative  to  the  survival  value  of  fever  in  infection. 
While  it  does  not  prove  that  fever  is  beneficial,  it 
certaintly  raises  cogent  questions  about  the  wisdom 
of  antipyretics  as  a therapeutic  measure  for  infectious 
fevers. 

In  man,  behavioral  modification  to  develop  fever 
is  not  necessary.  Body  temperature  is  maintained 
at  specific  levels  by  powerful  and  sensitive  control 
mechanisms  which  regulate  heat  production  and  heat 
loss.2  Heat  production  occurs  in  part  through  met- 
abolic activity  as  a consequence  of  the  less  than 
perfect  conversion  of  energy  to  work  (Table  I). 
However,  the  major  portion  of  basal  heat  production 
comes  from  muscular  activity — in  fact,  enough  heat 
to  bring  two  gallons  of  water  at  0°C.  to  boiling. 
Muscle  activity  also  serves  as  the  emergency  source 
for  heat  production;  a 100  to  200  per  cent  increase  is 
possible.  This  is  the  physiologic  relevance  of  the 
shivering  response  if  we  are  placed  in  a cold  envi- 
ronment or  while  we  are  raising  body  temperature 
when  sick  and  developing  a fever.3  Fever  is  not  an 
uncontrolled  or  unbalanced  state.4  In  fact,  febrile 
temperatures  are  regulated  every  bit  as  carefully  and 
precisely  as  normal  body  temperature,  including 
preservation  of  the  customary  diurnal  swing  in 
temperature.  The  control  mechanism  appears  to  be 
a temperature-sensitive  region  of  the  hypothalamus 
which  balances  heat  production  and  heat  loss.  Four 
major  routes  of  heat  loss  are  definable:  radiation, 
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TABLE  I.  Heat  production  and  loss  mechanisms 


Mechanism 

Pres- 
ent in 
Man 

Impor- 

tance 

Comment 

Heat  production 

Voluntary  muscle 
activity 

Yes 

Variable 

Exercise  may  be  a costly 
way  to  increase  body 
heat.  It  is  better  to  use 
behavioral  modifica- 
tion, that  is,  move  to  a 
warmer  place. 

Involuntary  muscle 
activity  (shiver- 
ing) 

Yes 

Yes 

Not  completely  efficient. 
Body  oscillations  in- 
crease convective  heat 
loss  at  same  time. 

Nonshivering  ther- 
mogenesis 
(brown  fat) 

No 

Increasing  importance  as 
body  size  of  animal 
species  decreases.  A 
mechanism  to  balance 
special  problems  of 
homeothermy  in 
small  animals. 

Metabolic  reactions 

Yes 

Minimal 

A secondary  byproduct. 

Heat  loss 

Radiation 

Yes 

Yes 

Under  physiologic  con- 
trol by  cutaneous  vaso- 
dilation and  vasocon- 
striction. 

Evaporation 

Yes 

Yes 

Same  as  radiation. 

(sweating) 

Conduction 

Yes 

Minimal 

Unless  conducting  sur- 
faces maintain  a differ- 
ential temperature, 
conduction  ceases  as 
thermal  equilibrium  is 
established. 

Convection 

Yes 

Minimal 

Often  counterproductive 
since  chilled  skin  acti- 
vates cold  receptors 
which  induce  heat  pro- 
duction (shivering)  and 
vasoconstriction. 

evaporation,  conduction,  and  convection  (Table  I). 
Of  these,  only  the  first  two  are  under  physiologic 
control  and  thus  of  major  importance  in  normal 
regulation  of  body  temperature.  Radiation  depends 
on  the  difference  in  temperature  between  two  sur- 
faces and  the  capacity  of  the  cooler  surface  to  absorb 
radiative  heat  from  the  warmer  surface.  The  inter- 
vening air  temperature  is  not  at  all  important  to  this 
mechanism,  and  thus  to  the  degree  that  man  can 
vasodilate  his  skin  and  raise  the  surface  temperature 
he  can  increase  radiative  heat  loss.  Equally  impor- 
tant, however,  is  the  evaporative  mechanism  of  heat 
loss.  In  evaporating  1 L.  of  sweat  580  calories  are 
utilized,  and  because  sweating  rates  can  be  varied 
from  essentially  zero  to  2 to  3 L.  per  hour,  this  pro- 
vides a second  powerful  and  physiologically  con- 
trollable mechanism  of  heat  loss.  Body  temperature 
can  by  this  means  be  lowered  5 to  6°C.  through  the 
loss  of  1 per  cent  of  body  weight  in  water.  The  re- 
maining two  mechanisms  are  far  less  important  in 
terms  of  quantitative  heat  loss,  but  tend  to  receive 
more  attention  because  they  seem  more  direct. 
Conduction  is  a mechanism  for  heat  loss  through 
direct  contact  of  two  surfaces  of  different  tempera- 
ture. The  magnitude  of  the  heat  loss  depends  on  the 
difference  in  temperature  and  the  surface  area  of 
contact.  For  the  upright  nude  adult,  the  only  area 
for  conductive  heat  loss  is  the  soles  of  the  feet.  The 
surface  area  for  conductive  loss  can  be  markedly  in- 


creased by  placing  the  subject  in  bed.  However,  by 
so  doing,  the  temperature  between  the  skin  and  the 
bed  rapidly  comes  into  equilibrium,  and  heat  loss 
ceases.  The  final  mechanism,  convection,  results 
from  heat  loss  through  the  movement  of  air  across  the 
skin  and  is  directly  proportional  to  air  temperature 
and  velocity.  However,  when  the  skin  is  thus  cooled, 
neural  receptors  may  be  activated  to  produce  a 
shivering  response  which  is  clearly  counterproductive 
to  the  need  to  lower,  and  not  raise,  core  body  tem- 
perature. 

Temperature  is  the  one  physiologic  variable  which 
has  a single,  generally  quoted  normal  value,  98.6°F. 
or  37°C.  This  is  nonsense,  for  like  all  physiologic 
functions,  there  is  a range  of  normal  temperatures 
distributed  normally  around  the  mean  value.  The 
95  per  cent  confidence  limits  for  basal  normal 
morning  oral  temperature  are  from  35.5  to  38.4°C. 
Fever  cannot  be  assumed  to  be  present  simply  by 
taking  temperature  and  recording  a single  value; 
37°C.  may  represent  a fever  in  a subject  whose  nor- 
mal temperature  lies  below  this  magic  number. 
Body  temperature  is  regulated  by  a complex  and 
integrated  mechanism  to  control  both  heat  produc- 
tion and  heat  loss.  At  the  heart  of  it  is  an  effective 
“thermostat”  in  the  hypothalamus  which  is  reset  to 
a higher  set  point  during  fever.  In  most  instances, 
usual  diurnal  variations  persist  in  the  febrile  host. 
The  signal  to  reset  the  hypothalamic  temperature 
regulator  is  a polypeptide  mediator  called  EP  (en- 
dogenous pyrogen)  which  circulates  via  the  blood- 
stream and  alters  the  control  setpoint  in  some  as  yet 
unknown  manner,  although  recent  studies  have  im- 
plicated prostaglandins  in  this  phenomenon.  This 
latter  hypothesis  might  account  for  the  dramatic 
action  of  the  prostaglandin  synthesis  inhibitor,  as- 
pirin, on  body  temperature.  EP  itself  is  synthesized 
in  PMN  (polymorphonuclear)  leukocytes,  by  mo- 
nonuclear phagocytic  cells  such  as  monocytes,  mac- 
rophages, histiocytes,  and  possibly  by  other  cells  as 
well.  The  synthesis  of  EP  by  fixed  and  tissue  mac- 
rophages helps  account  for  the  presence  of  fever  in 
severely  leukopenic  patients  who  have  few  circulating 
PMNs  to  produce  EP.  Many  stimuli  cause  capable 
cells  to  produce  and  release  EP,  which  in  turn  cir- 
culates through  the  blood  stream  to  reach  the  hypo- 
thalamus and  there  set  in  motion  the  physiologic 
response  that  will  raise  body  temperature  within 
thirty  to  sixty  minutes.  These  stimuli  include  pha- 
gocytosis of  bacteria  and  leukocyte  interactions  with 
viruses,  tuberculin,  antigen-antibody  complexes,  and 
pyrogenic  steroids.  Some  of  these  events  may  be 
mediated  through  specifically  sensitized  lymphocytes 
which  release  lymphokines  that  can  act  on  appro- 
priate cells  to  cause  release  of  EP.4  Lipopolysac- 
charide  endotoxin  is  one  of  the  most  potent  of  pyro- 
gens. As  little  as  0.1  microgram  given  intravenously 
to  man,  the  equivalent  of  100  to  1,000  gram-negative 
bacteria  per  milliliter,  will  cause  a febrile  response. 
Studies  in  vitro  have  shown  that  production  and  re- 
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lease  of  EP  can  be  inhibited  by  inhibitors  of  glycolysis 
early  in  the  incubation  and  by  agents  which  interfere 
with  new  RNA  (ribonucleic  acid)  and  protein  syn- 
thesis, and  may  also  be  linked  with  ouabain-sensitive 
transport  mechanisms.  EP  is  the  single  most  im- 
portant factor  known  at  present  to  cause  fever  in 
man. 

Effects  of  fever 

There  are  a number  of  effects  of  fever  which,  while 
not  necessarily  caused  by  fever  per  se,  are  constant 
accompaniments  of  the  febrile  state.5  A variety  of 
metabolic  alterations  occur  including  nitrogen  loss, 
shifts  of  iron,  zinc,  and  other  trace  metals,  amino  acid 
redistribution  from  muscle  protein  for  gluconeo- 
genesis  in  liver,  and  a significant  increase  in  caloric 
consumption  to  fuel  the  febrile  response  per  se. 
Measurements  of  the  cost  of  fever  in  a variety  of  fe- 
brile conditions  show,  on  the  average,  an  8 per  cent 
rise  in  basal  metabolism  per  Fahrenheit  degrees  of 
fever.6  Heart  rate  increases  about  10  beats  per 
minute  per  Fahrenheit  degree  as  well,  and  renal  and 
hepatic  blood  flow  are  augmented.2  The  increase  in 
sweating  which  occurs  in  the  maintenance  of  ho- 
meothermy  can  cause  a significant  loss  of  fluid  and 
electrolytes,  while  the  hyperventilation  often  present 
can  lead  to  respiratory  alkalosis.  Hyperventilation 
is  not  without  physiologic  purpose,  for  at  least  some 
portion  of  excess  heat  production  is  dissipated  by 
respiratory  insensible  water  losses,  and  in  some 
species  which  do  not  sweat,  it  represents  the  prime 
heat  loss  mechanism.  In  man,  however,  the  con- 
comitant respiratory  alkalosis  often  persists  in  spite 
of  later  superimposition  of  a metabolic  acidosis  due 
to  the  increase  in  catabolic  activity  in  the  host. 
Nevertheless,  no  pathologic  changes  in  the  brain 
occur  with  unsustained  temperatures  of  less  than 
105°F.  or  sustained  fevers  around  102  to  103°F. 
Temperatures  above  106°F.  are,  in  fact,  very  rare, 
and  even  such  hyperpyrexia  is  not  necessarily 
harmful.7  It  is  unusual  for  patients  to  actually  fry 
themselves  to  death.  In  the  days  when  fever  therapy 
was  used  to  treat  gonorrhea  or  syphilis,  the  intent  was 
in  fact  to  produce  temperature  of  108°F.  for  eight  to 
ten  hours.  These  various  physiologic  and  metabolic 
changes  may  have  serious  consequences  in  some 
patients,  for  example,  those  with  preexisting  heart 
disease.  When  this  fact  is  coupled  with  the  physical 
discomfort  associated  with  fever  there  is  a natural 
tendency  to  want  to  treat  fever  per  se  and  to  restore 
normal  body  temperature  as  rapidly  as  possible. 

There  are  a number  of  reasons  why  this  is  not  a 
simple  decision.  As  already  noted,  the  fever  re- 
sponse in  some  infections  may  have  survival  value. 
Replication  of  some  viruses,  such  as  rhinovirus  and 
poliomyelitis,  is  markedly  temperature  sensitive,  and 
fever  may  therefore  he  a host  defense  mechanism.  A 
second  reason  is  that  elevated  temperature  is  a sign 
that  disease  is  present;  it  may  be  an  important  guide, 
and  at  times  the  only  guide  to  therapeutic  efficacy  of 


a particular  treatment  regimen.  Third,  other  events 
accompany  fever  and  may  represent  host  responses 
with  defense  purposes.  A fourth  reason  is  that  at 
times  the  nature  of  the  fever  curve  offers  a clue  to 
etiologic  diagnosis,  but  for  the  most  part  this  concept 
is  a largely  sentimental  throwback  to  the  past  when 
culture  and  other  laboratory  techniques  were  not 
readily  available  for  diagnosis.  A fifth  reason  is  that 
there  are  possible  harmful  effects  of  measures  de- 
signed to  reduce  body  temperature.  It  is  said  that 
aspirin  can,  in  the  rare  patient,  result  in  hypotension, 
shock,  and  death,  while  gastric  mucosal  irritation  and 
secondary  bleeding  is  certainly  a much  more  common 
aspirin-related  problem.  A sixth  reason  which  may 
be  advanced  is  really  an  iatrogenic,  and  therefore 
avoidable,  one.  It  is  a frequent  experience  to  see 
orders  for  aspirin  or  other  antipyretics  written  as 
follows:  10  gr.  of  aspirin  for  temperature  over  103° F. 
Thus  patient  A begins  to  experience  a chill  as  the 
physiologic  response  to  raise  body  temperature.  As 
a result,  when  the  temperature  reaches  103. 2°F.,  he 
is  given  two  aspirins.  This  treatment  reduces  the  set 
point  of  the  hypothalamic  center,  and  rapid  heat 
dissipation  via  a drenching  sweat  occurs.  The  tem- 
perature returns  to  near  normal.  However,  several 
hours  later  the  aspirin  effect  wears  off  as  the  drug  is 
excreted.  Since  the  original  stimulus  to  alter  the 
thermostatic  set  point  has  not  been  removed,  the 
patient  begins  a second  chill  to  raise  body  tempera- 
ture once  again  in  accordance  with  physiologic  sig- 
nals. And  once  again  when  the  temperature  rises 
above  the  magic  number  written  into  the  order  book, 
aspirin  is  given,  and  a drenching  sweat  and  defer- 
vescence results.  Within  the  space  of  six  hours  or  so, 
the  patient  has  had  an  iatrogenic  double  temperature 
spike  with  two  shaking  chills  and  two  drenching 
sweats  instead  of  a single  rigor  and  a much  more  even 
fever  response  thereafter.  Which  is  more  uncom- 
fortable? This  is  not  to  argue  that  antipyretics  never 
be  used.  Beyond  the  question  of  comfort  alone  it  is 
clear  that  in  some  patients  important  changes  in 
cerebral  function  may  be  induced  by  fever  and  im- 
proved by  antipyretics.  The  point  is  that,  if  used, 
antipyretics  must  be  used  appropriately.  This 
means  giving  smaller  doses  at  regular  four-  to  six- 
hour  intervals  with  the  goal  to  lower  temperature  to 
the  101  to  102°F.  range,  and  not  to  abolish  the  fever 
response  per  se. 

Control 

This  brings  me  to  the  final  subject  of  this  article, 
emergency  lowering  of  body  temperature  of  infected 
patients,  for  example,  young  infants  with  a history 
of  febrile  seizures.  At  the  turn  of  this  century  several 
methods  were  in  vogue.  For  example,  it  was  advo- 
cated that  a stream  of  ice  water  be  directed  at  the 
supine  patient’s  forehead  from  a pitcher  6 to  8 feet 
above  him,  presumably  to  cool  the  hypothalamus 
itself.  Another  method  was  to  wrap  the  patient  in 
cotton  sheets  and  have  dippers  full  of  ice  water 


2000  New  York  State  Journal  of  Medicine/ November  1976 


dashed  at  him  from  a distance  of  several  feet. 
Progress  then  made  these  methods  ancient  history. 
Conductive  heat  loss  was  encouraged  by  the  ice  water 
bath,  and  later  the  double-sandwich  ice  blanket. 
Convective  heat  loss  was  increased  by  alcohol 
sponging  and  blowing  a fan  across  the  nude  patient. 
In  some  instances  factitious  lowering  of  body  tem- 
perature was  accomplished  by  switching  from  rectal 
to  oral,  1°C.  lower,  or  axillary,  2°C.  lower,  tempera- 
ture or  by  administration  of  ice-water  gargles  or  en- 
emas followed  by  repeating  the  oral  or  rectal  tem- 
perature respectively.  However,  even  drinking  1 L. 
of  ice  water  will  take  up  only  40  calories  during 
equilibration  and  thus  lower  body  temperature  by 
0.7°C.,  whereas  loss  of  1 L.  of  sweat  could  lower 
temperature  10°C.  Another  inefficient  but  im- 
pressive way  to  reduce  temperature  is  to  place  the 
patient  in  a cold  water  tent  humidifier. 

Many  of  these  maneuvers  will  cause  cutaneous 
vasoconstriction  and  lower  skin  temperature  and 
thus  effectively  diminish  both  radiative  and  evapo- 
rative heat  loss.  Furthermore,  peripheral  cold  sen- 
sors signal  the  hypothalamus  to  increase  heat  pro- 
duction, and  shivering  soon  begins.  While  skin 
temperature  may  go  down,  core  temperature  is  likely 
initially  to  increase.  For  this  reason,  when  patients 
are  put  on  ice  blankets  chlorpromazine  is  often  ad- 
ministered to  abolish  the  shivering  response  and 
perhaps  to  cause  some  peripheral  vasodilation  as 
well.  While  there  is  no  doubt  that  ice  blankets  can 
reduce  core  temperature  by  acting  as  a heat  sink, 
physiologic  considerations  suggest  that  the  initial 
response  of  the  host  will  be  in  the  wrong  direction. 

What  then  is  a physiologically  rational  way  to 
lower  core  body  temperature?  For  the  patient  with 
Riley-Day  syndrome  it  may  be  necessary  only  to 
uncover  them  and  remove  clothing.  For  the  usual 
patient  the  method  advocated  by  Weinstein,8  the 
so-called  “Turkish  massage  of  Weinstein,”  is  as  ef- 
fective as  it  is  logical.  The  patient’s  skin  should  be 
briskly  rubbed  with  a turkish  towel  and  tepid  water 
to  produce  a glowing  red  skin.  This  is  visual  evi- 
dence of  vasodilation  and  increased  skin  tempera- 
ture. The  resultant  increase  in  blood  flow  brings 
heat  from  the  core  to  the  surface  for  loss  by  both 
radiative  and  evaporative  mechanisms.  Further- 


more, inhibitory  skin  cold  sensors-  which  turn  off 
sweating  and  turn  on  shivering  are  themselves  turned 
off.  Once  temperature  has  been  lowered  to  a safer 
level,  without  a temporary  increase  in  core  temper- 
ature, other  means  of  keeping  the  temperature  under 
control  can  be  employed.  Even  when  ice  blankets 
or  immersion  are  used  in  emergency  treatment  of 
heat  stroke,  rubbing  of  the  skin  can  be  helpful  by 
reducing  dermal  circulatory  stasis  and  promoting 
temperature  equilibration  between  the  skin  and  the 
core.  The  blood  stream  acts  as  a heat  exchange 
system  and,  like  an  automobile’s  cooling  system, 
must  be  kept  in  circulation. 

Summary 

Body  temperature  is  the  resultant  of  complex 
adaptive  responses  of  homeothermic  animals  in- 
volving coordinated  fine  adjustments  of  heat  pro- 
duction and  heat  loss  mechanisms.  Fever  is  an  al- 
tered thermoregulatory  response,  presumably  with 
survival  value,  which  is  in  essence  an  upward  reset- 
ting of  the  thermostatic  sensor  in  the  hypothalamus. 
Many  other  metabolic  alterations  accompany  fever 
although  the  function  of  these  changes  is  not  always 
clear.  The  decision  to  treat  fever  is  not  a simple  one, 
but  once  entertained  in  elective  or  emergency  sit- 
uations, knowledge  of  the  physiology  of  the  fever 
response  can  help  in  choosing  appropriate  measures 
to  lower  the  temperature. 
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The  emergence  of  hypertension  during  the  ado- 
lescent years  has  now  been  documented  in  a number 
of  reports.  Although  the  extensiveness  of  the  disease 
in  this  age  group  is  uncertain  because  of  the  wide 
range  of  prevalence  rates  reported,1,2  the  realization 
that  essential  hypertension  may  have  its  beginnings 
in  early  life  is  important  because  it  enlarges  our 
concepts  of  the  disease  and  stimulates  formulation 
of  an  appropriate  plan  of  diagnosis  and  therapy  for 
the  individual  adolescent  patient. 

Signs  and  symptoms 

The  characteristics  and  course  of  hypertensive 
disease  which  has  its  onset  in  adolescence  are  not  yet 
clear  and  are  not  likely  to  be  fully  delineated  until  the 
results  of  prospective  studies  are  available.  Never- 
theless, there  are  some  obvious  differences  in  blood 
pressure  behavior  during  maturation  which  must  be 
taken  into  account  before  a diagnosis  of  abnormal 
blood  pressure  regulation  is  made.  The  frequency 
distribution  of  blood  pressure  in  the  adolescent 
population  spans  a lower  range  than  that  of  adults  for 
both  systolic  and  diastolic  pressure.  Theoretically, 
this  is  to  be  expected;  however,  this  information  has 
not  been  applied  with  regularity  in  the  evaluation  of 
potentially  hypertensive  young  people.  Most  studies 
show  that  the  range  of  systolic  blood  pressures  in 
adolescent  females  is  lower  than  in  males.  Whether 
a significant  difference  in  blood  pressure  means 
among  racial  groups  is  already  apparent  in  adoles- 
cence is  uncertain  because  of  the  contradictory  re- 
sults of  epidemiologic  studies.  These  results  have 
come  from  either  predominantly  black  or  predomi- 
nantly white  study  populations,  and  resolution  of  this 
question  must  await  a balanced  study.  Data  ob- 
tained in  3,537  urban  adolescents  ranging  in  age  from 
fourteen  to  nineteen  years  do  not  differ  widely  from 


TABLE  I.  Adolescent  blood  pressure  levels 


-Normal  Averages 


Blood  Pressure  (mm.  Hg) 

Male 

Female' 

Systolic 

119  ± 13* 

111 ± 12 

Diastolic 

Persistent  levels  suggesting 
hypertension  = >2  S.D. 
above  the  mean 

75  ± 10 

72  ± 10 

Systolic 

>145 

>135 

Diastolic 

>95 

>92 

Persistent  levels  warranting 
follow-up  = >1  S.D.  above 
the  mean 

Systolic 

>132 

>123 

Diastolic 

>85 

>82 

‘Mean  ± 1 S.D. 


those  of  other  investigators  and  may  be  used  as  a 
group  reference  level  (Table  I).3  Persistent  blood 
pressures  at  or  above  135/92  mm.  Hg  in  females  and 
145/95  mm.  Hg  in  males  suggest  potential  hyper- 
tension. Levels  which  warrant  follow-up  are  123/82 
mm.  Hg  in  females  and  132/85  mm.  Hg  in  males. 

Another  difference  in  the  normal  blood  pressure 
patterns  of  adolescents  compared  to  adults  is  the 
degree  of  variability  of  arterial  pressure  from  one 
reading  to  the  next.  The  Inherent  dynamism  of  the 
cardiovascular  system  appears  to  be  heightened  as 
a function  of  growth.  The  diurnal  variability  and  the 
responsiveness  of  the  system  to  changes  in  regional 
blood  flow  requirements  which  are  well  recognized 
in  adults  have  an  additional  dynamic  dimension 
during  adolescence  because  the  basal  blood  pressure 
levels  are  shifting  from  childhood  lows  to  the  higher 
levels  of  adulthood.  In  Figure  1 the  frequency  dis- 
tribution of  diastolic  pressures  in  males  shows  this 
progressive  rise  in  basal  levels  from  fourteen  to 
eighteen  years  of  age.  This  finding  has  been  sub- 
stantiated further  by  serial  blood  pressure  mea- 
surements in  adolescents  during  a single  school  year. 
Among  normal,  borderline,  and  apparently  hyper- 
tensive adolescents  there  was  a statistically  low  cor- 
relation between  the  first  and  subsequent  series  of 
blood  pressures.  Although  some  young  people  have 
relatively  stable  pressures,  more  often  a pattern  of 
great  variability  is  seen  and  appears  most  pro- 
nounced in  subjects  having  higher  mean  levels  of 
pressure.  Clinicians  must  emphasize  this  feature  to 
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young  patients  and  their  families  since,  except  in 
unusual  or  advanced  disease,  a diagnosis  of  hyper- 
tension cannot  be  made  unless  serial  observations 
display  a predominantly  high  blood  pressure  profile 
over  the  course  of  time. 

When  a high  blood  pressure  profile  is  apparent  or 
develops  under  observation  the  diagnostic  evaluation 
can  be  staged.  Ultimately,  a full  and  careful  exam- 
ination must  be  made  to  rule  out  a specific  cause.  In 
this  respect  also  the  adolescent  patient  requires  a 
more  extensive  evaluation  than  adults.  In  children, 
the  incidence  of  secondary  hypertension  is  high;  it 
has  been  reported  in  up  to  75  per  cent  of  children 
prior  to  the  onset  of  adolescence  when  a complete 
evaluation  has  been  made.4-6  In  the  largest  series 
of  reports  a renal  abnormality  has  been  found  in  91 
per  cent  of  cases.  This  contrasts  sharply  with  adult 
hypertensive  patients  in  nearly  90  per  cent  of  whom 
no  cause  can  be  determined  by  presently  available 
means.  There  are  few  reports  in  the  literature  which 
concern  the  etiology  of  hypertension  specifically 
limited  to  the  adolescent  years.  Those  that  are 
available  suggest  that  a continuum  exists  within 
which  secondary  hypertension  is  more  likely  in  young 
adolescents,  and  primary  or  essential  hypertension 
is  more  common  in  older  adolescents.  These  data 
are  too  limited  and  the  prospects  for  definitive 
therapy  are  too  high  in  the  adolescent  age  group  to 
permit  curtailment  of  complete  diagnostic  evaluation 
for  these  patients  at  the  present  state  of  our  knowl- 
edge. 

Causes 

In  seeking  to  establish  whether  a cause  of  hyper- 
tension exists  in  adolescent  patients,  priority  must 
be  given  to  a search  for  renal  disease  and  coarctation 
of  the  aorta.  Other  far  less  common  causes  are 
adrenal  abnormalities  including  tumors  of  both 
cortex  and  medulla  (fewer  than  20  cases  of  pheo- 
chromocytoma  have  been  reported  in  patients  under 
twenty  years  of  age)  and  disorders  of  the  central 
nervous  system.  The  history  and  physical  exami- 
nation provide  the  foundation  for  the  subsequent 
order  of  laboratory  tests.  The  presence  of  coarcta- 
tion of  the  aorta  is  readily  established  by  the  reversed 
differential  between  arm  and  leg  pressures,  partic- 
ularly the  systolic  pressure.  Right  arm  blood  pres- 
sures are  preferred  for  distinguishing  the  higher 
upper-extremity  levels  compared  to  the  leg  pressures, 
since  the  constricted  aortic  segment  may  occur 
proximal  to  the  subclavian  artery,  in  which  event  the 
differential  is  abolished.  The  frequent  accompani- 
ment of  aortic  valvular  lesions  or  patent  ductus  ar- 
teriosus with  coarctation  of  the  aorta  provides  ad- 
ditional support  prior  to  the  angiographic  demon- 
stration of  the  abnormality.  Successful  diagnosis 
and  surgical  repair  of  coarctation  of  the  aorta  can  no 
longer  be  assumed  to  resolve  the  hypertensive  pro- 
cess in  patients  with  this  disease.  The  results  of 
long-term  follow-up  are  now  available,  and  a heter- 


OiASTOLIC  Blood  PRESSURE  (mmHS) 

FIGURE  1.  Normal  distribution  of  blood  pressures  obtained 
in  3,537  high  school  students.  In  males,  diastolic  blood 
pressure  curve  shifts  toward  higher  levels  for  groups  at  ages 
fourteen,  sixteen,  and  eighteen  years  (from  Kilcoyne,  M.  M., 
Richter,  R.  W.,  and  Alsup,  P.  A.,  reproduced  by  permission 
of  the  editors  of  Circulation).3 


ogeneity  of  outcome  is  seen  which  cannot  be  attrib- 
uted to  reduced  aortic  blood  flow.  Some  patients  fail 
to  achieve  normotension  following  surgical  correc- 
tion, but  some  of  those  who  are  normotensive  post- 
operatively  show  a gradual  increase  in  blood  pressure 
months  and  years  later  despite  patency  of  the  anas- 
tomotic or  graft  site.  Therefore,  continued  follow-up 
of  these  young  patients  is  indicated  to  detect  a hy- 
pertensive trend  which,  like  essential  hypertension, 
is  apt  to  be  symptomless. 

Detection  of  a renal  cause  for  hypertension  in  early 
life  requires  more  extensive  laboratory  and  radiologic 
investigation.  During  the  physical  examination  of 
the  abdomen,  palpation  of  normal-sized  kidneys  may 
not  be  possible,  although  the  bimanual  examination 
should  help  to  support  the  kidney  in  a more  anterior 
and  accessible  position  for  palpation.  Unilateral  or 
bilateral  enlargement  of  the  kidneys  due  to  the 
presence  of  cysts,  especially  polycystic  disease,  or 
tumor  masses,  Wilms’  tumor  or  neuroblastoma,  may 
be  evident  on  physical  examination.  Flank  fullness 
or  tenderness  usually  signals  an  acute  process  such 
as  a perinephric  abscess  or  hematoma;  in  these  in- 
stances, however,  the  presenting  complaint  already 
indicates  a fulminant  disease  rather  than  a symp- 
tomless blood  pressure  elevation.  Renovascular 
disease  may  be  indicated  by  the  presence  of  a bruit 
in  the  midepigastrium  or  flank.  The  diaphragm  of 
the  stethoscope  should  be  used  to  detect  the  high- 
pitched  sounds  of  blood  flow  in  a stenotic  renal  ar- 
tery. Firm  pressure  is  required,  and  the  presence  of 
a bruit  should  be  sought  repeatedly,  since  it  may  be 
evanescent. 
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Renal  parenchymal  disease  may  be  occult,  and 
even  repeated  microscopic  analysis  of  an  early 
morning  urinary  sediment  may  be  insufficient  to 
uncover  it  early.  Serial  urinalyses  are  simple  and 
inexpensive  guidelines  to  renal  function  and  should 
be  routinely  obtained  for  diagnosis  and  follow-up. 
Optimally,  the  microscopic  analysis  should  be  per- 
formed in  the  clinician’s  office  so  that  cell  and  cast 
deterioration  does  not  occur.  While  the  presence  of 
white  cells  and  red  cells  may  be  seen  in  lower  urinary 
tract  disease,  cast  formation  occurs  within  the  renal 
tubules,  and  a parenchymal  lesion  is  thereby  de- 
tected. 

More  invasive  procedures  to  detect  renal  causes  for 
hypertension  in  adolescents  and  children  must  be 
undertaken  where  the  facilities  and  experience  of  the 
staff  are  optimal.  To  analyze  the  benefit:risk  ratio 
for  adolescent  hypertensive  patients  in  having 
rapid-sequence  intravenous  pyelography  and  renal 
arteriography,  three  questions  need  to  be  addressed: 
(1)  what  is  the  incidence  of  false-negative  intravenous 
pyelogram  findings  in  detecting  renal  arterial  lesions 
in  childhood  and  adolescence?;  (2)  what  are  the 
complications  of  renal  arteriography  and  their  inci- 
dence in  children  and  adolescents?;  and  (3)  what  has 
been  the  surgical  outcome  of  renovascular  repair  in 
this  age  group?  A review  of  some  of  the  larger  series 
of  studies  in  the  literature  reveals  the  following  in- 
formation. 

Renal  studies 

Incidence  of  false-negative  intravenous  py- 
elogram findings  in  childhood  and  adolescence. 

Korobkin,  Perloff,  and  Palubinskas7  reviewed  the 
experience  in  renal  arteriography  in  101  patients 
under  the  age  of  twenty  years  at  the  University  of 
California  School  of  Medicine.  Twenty-four  pa- 
tients, 24  per  cent,  had  significant  renal  artery  ste- 
nosis, involving  a 50  per  cent  or  greater  narrowing  of 
one  or  more  renal  arteries.  In  46  per  cent  of  patients 
the  intravenous  pyelogram  failed  to  detect  the  renal 
artery  abnormality.  In  a previous  study  of  659  pa- 
tients from  this  group,  17  of  30  patients,  57  per  cent, 
under  twenty  years  had  renal  artery  lesions  demon- 
strated angiographically;  a correlation  with  the  in- 
travenous pyelogram  was  not  reported  separately  in 
this  age  group,  although  12.7  per  cent  of  pyelogram 
results  were  falsely  negative  in  the  total  group.8 
Loggie,9  in  a prospective  evaluation  of  children  and 
adolescents,  found  23  positive  arteriogram  results  out 
of  40.  A 30  per  cent  incidence  of  false-negative 
findings  on  intravenous  pyelograms  was  noted. 

Fry  et  al., 10  in  reviewing  their  surgical  experience 
with  renal  artery  lesions  in  22  patients,  aged 
twenty-two  months  to  seventeen  years,  found  that 
only  40  per  cent  of  these  patients  showed  an  abnor- 
mality on  pyelogram;  thus  a 60  per  cent  incidence  of 
a falsely  negative  evaluation  prior  to  renal  arteriog- 
raphy occurred.  These  data  differ  with  those  re- 
ported in  the  Cooperative  Study  of  Renovascular 


Hypertension  in  2,442  predominantly  adult  patients, 
9 per  cent  twenty  years  of  age  or  less.11  In  patients 
with  unilateral  renovascular  disease  of  over  50  per 
cent  narrowing,  21.8  per  cent  had  false-negative  in- 
travenous pyelogram  results.  In  only  11.4  per  cent 
of  771  unselected  essential  hypertensive  patients  did 
the  pyelogram  fail  to  reveal  renal  arterial  abnor- 
malities. The  difference  in  diagnostic  reliability  of 
intravenous  pyelograms  in  children  and  adolescents 
compared  to  adults  has  been  ascribed  to  the  greater 
incidence  of  segmental  renal  lesions  in  the  young 
hypertensive  population. 

Complications  of  renal  arteriography  in 
children  and  adolescents.  Using  the  retrograde 
transfemoral  percutaneous  technique,  Perloff  et  al.8 
reported  on  a series  of  563  patients;  22  complications, 
an  incidence  of  3.9  per  cent,  were  observed,  11  of 
which  appeared  to  conform  to  the  category  of  minor 
complications  established  by  the  Cooperative  Study 
of  Renovascular  Hypertension.11  In  this  latter  major 
study  a fatality  rate  of  0.11  per  cent  was  recorded, 
and  the  incidence  of  nonfatal  major  complications 
was  1.2  per  cent  and  that  of  minor  complications  2.7 
per  cent  in  2,719  renal  arteriographic  studies. 

Porstmann12  reported  the  results  of  renal  arteri- 
ography in  241  children,  135  of  whom  were  infants. 
In  2 children  transient  femoral  artery  occlusion,  not 
requiring  surgical  intervention,  occurred.  In  3 
children  with  prior  renal  dysfunction,  a transitory 
decline  in  function  occurred  in  the  immediate  post- 
study period.  The  experience  differed  in  infants, 
however,  since  34  had  transient  femoral  artery  oc- 
clusion with  surgical  measures  not  required.  This 
complication  occurred  in  25  of  the  infants  prior  to 
1966  when  experience  with  the  technique  was  limited 
according  to  the  authors.  Coran  and  Schuster13  re- 
ported no  complications  in  9 children  studied  angi- 
ographically, and  Loggie9  reported  “no  serious 
complications”  in  35  renal  arteriograms  in  children 
and  adolescents. 

The  surgical  outcome  of  renovascular  repair. 

Nineteen  of  the  24  patients  found  to  have  significant 
renal  arterial  narrowing  in  the  review  by  Korobkin, 
Perloff,  and  Palubinskas7  underwent  a renal  revas- 
cularization procedure  or  nephrectomy,  an  incidence 
of  79  per  cent.  Adequate  follow-up  information  was 
available  in  16  patients.  Thirteen  of  the  16  patients, 
or  81  per  cent,  were  normotensive  without  drug 
therapy,  1 was  normotensive  with  drug  therapy,  and 
2 others  continued  to  have  an  elevated  blood  pressure 
despite  treatment. 

Fry  et  al. 10  reported  the  outcome  of  surgery  in  22 
children  whose  ages  ranged  from  twenty-two  months 
to  seventeen  years,  after  a follow-up  period  of  one  to 
nine  years.  Twenty  patients  had  vascular  recon- 
struction, and  2 patients  each  had  a nephrectomy. 
Primary  and  secondary  surgery  together  resulted  in 
a cure  rate  of  94  per  cent,  with  19  of  20  patients  nor- 
motensive without  drug  treatment.  The  adjunctive 
use  of  renal  vein  renin  ratios  for  the  selection  of  pa- 
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tients  for  surgery  is  well  recognized  in  adults.  This 
evaluation  was  performed  in  1 1 of  the  20  patients, 
and  in  each  of  them  an  elevated  ratio,  localized  to  the 
site  of  the  lesion,  was  found. 

These  data  indicate  that  a specific  cause  for  hy- 
pertension is  found  in  up  to  75  per  cent  of  children 
when  a complete  and  careful  diagnostic  evaluation 
is  made.  In  91  per  cent  of  the  reports  described  here 
a renal  abnormality  was  established  as  the  specific 
cause.  The  evidence  that  in  from  30  to  60  per  cent 
of  patients  evaluated  by  intravenous  pyelography, 
to  determine  whether  or  not  a renal  abnormality 
existed,  the  method  failed  to  uncover  the  diagnosis 
gives  strong  support  that  renal  arteriography  is  an 
indicated  procedure  for  young  hypertensive  indi- 
viduals. The  survey  of  renal  arteriographic  findings 
indicated  that  significant  renal  arterial  narrowing 
was  found  in  from  24  to  57  per  cent  of  young  patients. 
The  complications  associated  with  the  procedure 
were  4.7  per  cent  in  children  over  three  years  in  the 
largest  series  available  in  this  age  group.  In  the  5 
children  experiencing  complications  in  this  report, 
the  transient  ischemia  resolved  without  intervention. 
This  compares  favorably  with  the  4.1  per  cent  overall 
complication  rate  for  the  Cooperative  Study  of  Re- 
novascular Hypertension  and  the  3.9  per  cent  rate  for 
the  study  of  Perloff  et  al.8  in  predominantly  adult 
populations.  The  surgical  results  of  81  to  94  per  cent 
cure  in  substantial  series  in  children  is  particularly 
important  when  compared  with  adults  and  when  the 
possibility  of  many  years  of  antihypertensive  therapy 
and  its  uncertain  results  are  considered. 

Diagnosis  and  treatment 

When  a diagnosis  of  essential  hypertension  is  made 
by  exclusion  of  known  causes,  the  therapeutic  plan 
must  be  tailored  to  the  adolescent  population.  The 
natural  history  of  essential  hypertension  occurring 
in  adolescence  is  not  well  defined,  but  two  reports 
indicate  that  careful  prolonged  follow-up  is  manda- 
tory. The  decision  regarding  drug  therapy  must  be 
reached  on  an  individual  basis  in  light  of  the  family 
history  and  course  of  the  disease  until  the  combina- 
tion of  factors  identifying  the  high-risk  group  is  as- 
certained. The  results  of  follow-up  for  an  average 
of  twenty  years  reported  by  Perera14  showed  that  8 
deaths  occurred  in  30  young  untreated  hypertensive 
patients  within  this  period.  Among  the  22  survivors, 
the  majority  had  cardiac  enlargement,  and  8 patients 
had  advanced  signs  of  target  organ  dysfunction.  If 
these  results  are  at  all  representative  of  those  to  be 
expected  in  a larger  adolescent  population,  the  con- 
sequences of  untreated  hypertension  on  the  vascular 
network  are  significant  by  the  fourth  decade  of  life. 
The  course  of  hypertension  in  30  young  adults  in  the 
Evans  County,  Georgia,  study15  is  less  clear.  One 
blood  pressure  survey  was  made  initially,  and  seven 
years  later  a repeat  survey  was  made.  Since  a diag- 
nosis of  hypertension  cannot  be  made  on  the  basis  of 
one  examination  unless  very  high  levels  are  seen,  that 


is,  a diastolic  pressure  of  1 10  mm.  Hg  or  more,  it  is  not 
surprising  that  12  of  the  30  adolescents  had  normal 
pressures  on  follow-up.  Nevertheless,  2 patients  had 
died  of  cerebral  hemorrhage,  and  4 others  had  overt 
target  organ  damage  within  this  short  period. 

The  initial  drug  used  in  treatment  of  adult  hy- 
pertensive patients  is  usually  a diuretic,  and  50  per 
cent  can  be  expected  to  respond  satisfactorily. 
There  is  some  evidence  that  beta-adrenergic  block- 
ade may  be  more  successful  in  treating  adolescents,16 
and  this  may  relate  to  the  increased  cardiac  output 
often  seen  in  early  hypertension  or  to  a possible 
central  nervous  system  mechanism  initiating  the 
disease.  Since  sodium  exerts  a permissive  effect  on 
vasoconstrictive  influences  which  may  be  active  in 
raising  the  blood  pressure,  natriuretic  drugs  may  be 
effective  alone,  particularly  in  low  renin  adolescent 
hypertension.  The  known  side-effect  of  gyneco- 
mastia produced  by  spironolactone  and  the  unknown 
influences  this  agent  may  have  on  the  maturing 
adrenal  gland  has  led  us  to  omit  this  drug  in  the 
treatment  of  adolescents.  Agents  that  affect  auto- 
nomic function  such  as  reserpine,  alpha-methyldopa, 
and  guanethidine  have  individual  drawbacks  which 
require  consideration.  In  the  often  emotionally 
turbulent  years  of  adolescence  the  use  of  drugs  which 
may  induce  mood  alteration  or  depression  is  partic- 
ularly undesirable.  The  propensity  for  this  side- 
effect  from  reserpine  is  quite  high  even  at  low  doses, 
and  its  usefulness  is  thereby  limited.  Postural  hy- 
potension and  impotence  are  side-effects  of  both 
alpha-methyldopa  and  guanethidine,  and  in  young 
active  individuals  these  effects,  if  not  modulated, 
invariably  lead  to  therapeutic  dropout.  Vasodilators 
such  as  hydralazine  have  an  optimal  function  as  ad- 
junctive therapy  to  such  agents  of  the  sympatholytic 
class. 

Summary 

The  emergence  of  hypertension  during  the  ado- 
lescent years  is  now  recognized,  but  the  exact  pro- 
portion between  primary  and  secondary  forms  re- 
mains to  be  determined.  Because  a renal  cause  for 
hypertension  in  childhood  has  been  found  in  up  to 
75  per  cent  of  children  when  a full  and  careful  diag- 
nostic evaluation  is  made,  rapid-sequence  intrave- 
nous pyelograms  and  renal  arteriography  must  be 
planned  ultimately  for  adolescents  with  persistently 
high  levels  of  blood  pressure  until  evidence  is  avail- 
able that  the  essential  form  of  hypertension  pre- 
dominates in  this  age  group  as  in  adults.  Although 
the  natural  history  of  essential  hypertension  which 
has  its  onset  in  adolescence  is  not  yet  fully  defined, 
prolonged  follow-up  is  mandated  by  the  outcome 
reported  in  2 small  series  of  untreated  hypertension 
at  this  age.  The  selection  of  drugs  to  be  used  in 
sustained  and  significant  hypertension  should  be 
made  with  recognition  of  the  special  concern  clini- 
cians must  have  for  side-effects  which  are  particu- 
larly deleterious  during  the  adolescent  years. 
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Defective  joint  in  jaw 
can  cause  head  pain 

Do  you  sometimes  have  a nagging  pain  in  the  head  for 
no  reason  that  anyone  can  find? 

It  might  be  a disturbance  of  your  temporomandibular 
joint. 

The  temporomandibular  joint  (TMJ)  is  the  hinge  at  the 
side  of  the  face  that  connects  the  jaw  to  the  head.  It  moves 
every  time  you  open  and  close  your  mouth. 

Disease  of  the  TMJ  is  commonly  undiagnosed  or  mis- 
diagnosed because  it  mimics  many  different  diseases  and 
has  such  a wide  variety  of  symptoms,  says  Douglas  H. 
Morgan,  D.D.S.,  of  White  Memorial  Medical  Center,  Los 
Angeles. 

More  than  20  per  cent  of  the  population  is  afflicted  with 
some  form  of  TMJ  dysfunction,  and  the  condition  is  mis- 
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diagnosed  in  a majority  of  cases,  says  the  report  in  the  May 
31  issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

“These  patients  belong  to  that  segment  of  society  who 
wander  from  specialist  to  specialist,  seeking  relief  from 
nagging  head  pain.” 

TMJ  dysfunction  may  bring  inability  to  open  or  close  the 
mouth.  It  may  cause  a pain  that  resembles  migrane 
headache,  or  sinus  problems,  or  neck  or  shoulder  pain,  says 
Dr.  Morgan.  Sometimes  it  causes  no  pain,  but  brings  diz- 
ziness, ringing  in  ears  and  hearing  loss. 

Often  the  problem  can  be  treated  without  surgery,  he 
says. 

“There  is  gradually  developing  a group  of  dentists  and 
physicians  interested  and  knowledgeable  in  this  area.  The 
future  holds  more  hope  for  the  large  number  of  people  af- 
flicted with  this  most  severe  and  perplexing  problem.” 


2006  New  York  State  Journal  of  Medicine/ November  1976 


A series  of  practical  articles 
by  and  for  physicians  concerned  with 
care  of  school-age  children 


School  Health 


NORMAN  B SCHELL,  M.D.,  M.P.H.,  Editor 


Locating  Young 
Children  with 
Learning  Problems 

Orientation  to  educational  pediatrics 


ERIC  DENHOFF,  M.D. 

Providence,  Rhode  Island 

Director  of  the  Governor  Medical  Center 


About  20  per  cent  of  children,  with  a range  of  5 to 
50  per  cent,  are  now  failing  or  are  at  risk  of  school 
failure,  depending  on  whether  the  community  they 
live  in  is  rural  or  urban,  ghetto  or  suburban.  The 
reasons  for  failure  are  numerous  and  include: 
overdense  population  levels,  poor  housing,  lower 
social  or  upward-striving  classes,  lower  parent  edu- 
cation and  educational  standards  or  overdemands  by 
upward-striving  parents,  overtaxed  schools  and  un- 
realistic curriculum,  familial  traits  for  learning  dif- 
ficulty, male  sex,  birth  condition  and  its  relationship 
to  later  behavior  and  learning  difficulty,  chronic  poor 
health,  slow  maturation,  emotional  instability  sec- 
ondary to  family  instability,  poor  motivation,  and 
ecologic,  iatrogenic,  and  still  undetermined  factors 
(Fig.  I).1 

Background 

School  physicians  find  they  are  spending  increas- 
ing amounts  of  time  on  such  children  and  less  time 
on  routine  health  problems.  Children  with  learning 
problems  warrant  a thorough  evaluation  which 
should  include  a complete  physical  examination  in- 
cluding vision,  hearing,  pertinent  neurologic  items, 
and  some  screening  tests  in  the  psychoeducational 
area. 

Such  a survey  will  often  detect  clear  or  subtle 
reasons  for  inefficiency  which  are  often  missed  on  a 
standard  school  physical  examination.  The  re- 
porting of  these  problems  and  correlating  them  with 
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FIGURE  1.  Nature  and  causes  of  learning  disabilities. 

the  results  of  psychological  and  educational  testing 
performed  by  skilled  professionals  will  often  cor- 
roborate the  reports  of  teachers.  Furthermore,  it 
helps  parents  to  understand  the  reasons  behind 
school  difficulty  and  lessens  parental  anxiety  which 
is  invariably  associated  with  the  child’s  failure. 

Currently  in  school  systems,  professional  expertise 
in  matters  of  learning  and  behavior  are  found  when 
individuals  band  together  and  work  as  a multidisci- 
plinary team.  The  school  physician  should  function 
as  an  active  member  of  the  team.  Preferably  he 
should  be  the  coordinator  who  can  assimilate  all  the 
data  into  an  understandable,  concise  message  to  the 
parents.  With  the  school  physician  as  the  inter- 
preter, parents  will  be  more  willing  to  accept  the 
findings  of  the  team  because  the  physician  can  speak 
authoritatively  about  causes  and  long-term  out- 
comes. 

This  report  will  try  to  provide  the  school  physician 
with  clinical  screening  methods,  both  neurodevel- 
opmental  and  psychoeducational,  to  help  in  the  early 
identification  of  learning  disorders.  It  will  also  try 
to  provide  the  physician  with  a brief  review  of  the 
nomenclature  used  by  team  associates  so  that  the 
physician  can  have  a basic  understanding  of  team 
reports  and  their  interchange  of  information.  Only 
when  he  fully  understands  the  dynamics  of  learning 
disabilities  can  he  hope  for  a leadership  role. 

Terminology 

Terminology  presents  more  problems  in  intrateam 
communication  than  in  any  other  issue.  For  the 
school  physician  to  be  an  effective  team  member  he 
must  learn  to  understand  the  semantics  of  other 
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FIGURE  2.  Neurologic  elements.  (A)  Related  to  reading. 
(B)  Related  to  writing  and  spelling. 


professional  members  so  that  he  can  help  to  translate 
findings  into  simple  but  meaningful  language. 

Physicians,  psychologists,  and  teachers  use  inter- 
changeably such  terms  as  brain  damage,  cerebral 
dysfunction,  minimal  brain  dysfunction,  hyperac- 
tivity, hyperkinetic  behavior,  dyslexia,  aphasia,  and 
visual  and  auditory  perceptual  problems  which  are 
equated  with  learning  disabilities.  The  semantic 
confusion  is  difficult  enough  for  professionals,  but 
the  difficulty  becomes  magnified  when  trying  to  ex- 
plain these  terms  to  parents. 


Anatomic  basis  for  learning  disability 

Some  say  that  the  model  for  disabled  learning  in 
children  is  similar  to  that  found  in  the  adult  aphasic 
patient.  Information  coming  to  the  brain  is  received 
from  sensory  sources  such  as  vision,  hearing,  tac- 
tile-kinesthesia, and  proprioception.  In  the  majority 
of  children,  the  right  side  of  the  brain  is  a more  effi- 
cient receiver.  The  material  taken  in  is  transferred 
by  means  of  the  corpus  callosum  to  the  left  posterior 
temporal  lobe. 

Four  cortical  association  areas,  as  well  as  the  cer- 
ebellum, the  subcortical  bodies,  and  the  central  core 
pathway  are  involved  in  producing  purposeful 
movement  and  language  by  helping  to  combine 
clusters  of  neuronal  information  into  patterns  which 
initiate  actions. 

Disruptions  arise  when  the  left  temporal  lobe  is 
damaged  or  inefficient.  An  inability  to  comprehend, 
or  auditory  perceptual  disorder,  occurs  if  the  ap- 
propriate association  areas  are  not  functioning  well. 
Articulation  errors  and  nonmeaningful  speech  occurs 
if  the  Broca’s  area  in  the  left  anterior  temporal  lobe 
is  abnormal  and  if  the  interconnecting  pathway  be- 
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FIGURE  3.  Variables  in  learning  disabilities. 


tween  the  posterior  portion  of  the  temporal  lobe  and 
Broca’s  area  is  deranged. 

As  in  adult  aphasia,  if  there  is  poor  feedback  to  the 
occipital  lobe,  visual  perceptual  problems  arise,  and 
if  the  frontal-parietal-temporal  lobe  association  areas 
are  inefficient,  spelling  and  writing  problems  occur. 
Reversals,  articulation  errors,  and  problems  in 
writing  and  arithmetic  can  all  be  explained  on  this 
adult  model  if  it  is  true  for  children.  Figure  2 sum- 
marizes the  neurologic  elements  involved  in  the  basic 
academic  skills. 

However,  there  is  evidence  now  to  suggest  that 
children  do  differ  from  adults  in  information  pro- 
cessing. They  say  that  unaffected  brain  tissue, 
especially  in  the  cortex,  can  eventually  take  over  the 
information  processing  functions  of  disordered 
portions  of  the  brain.  If  true,  this  provides  a clue  as 
to  why  so  many  learning-disabled  children  ultimately 
develop  the  ability  to  function  reasonably  well  in 
later  life  (Fig.  2). 2 

Physician’s  role 

The  most  common  reasons  for  school  failure  in 
white,  middle-class  children  of  normal  intelligence 
are  visual/motor/perceptual  inefficiency,  in  33  per 
cent  of  cases,  hyperkinetic  behavior,  occurring  in  25 
per  cent,  expressive  language  difficulty  in  17  per  cent, 
difficulty  in  reading  or  writing,  in  7 per  cent,  body 
clumsiness,  in  6 per  cent,  and  slowness  in  compre- 
hension, in  4 per  cent.3  In  poverty  populations  the 
incidence  changes,  with  difficulty  in  expressing 
thoughts  properly  being  more  outstanding. 

The  greatest  challenge  to  the  school  physician  is 
to  try  to  identify  a child  before  he  develops  a learning 
disability.  The  various  types  of  learning  disabilities 
and  their  diagnostic  profiles  are  outlined  in  Figure 
3.  The  younger  the  child,  the  less  stable  are  neuro- 
logic items  which  relate  to  academic  performance. 
Tests  which  are  reliable  and  valid  on  retest  are  dif- 
ficult to  find  below  the  age  of  six  years  because  of  the 
rapidly  changing  maturational  status  of  test  items. 

Figure  4 provides  a summary  of  normative  devel- 
opmental information  which  can  be  used  to  obtain 
some  insight  into  the  functional  status  of  young 
children. 

Based  on  items  taken  from  developmental  studies 
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on  both  learning-disabled  and  normal  children,4  a 
neurologic  evaluation  is  presented  which  can  be  used 
in  the  school  evaluation  for  children  in  kindergarten 
and  the  first  grade.  Most  children  between  the  ages 
of  six  and  seven  and  one-half  years  can  perform 
successfully  all  the  test  items  described  in  Figure 
4. 

Recently  there  have  been  demands  for  screening 
tests  for  identification  of  learning  disability  in 
three-year-old  children.  Great  caution  must  be  used 
in  declaring  a pathologic  condition  based  on  signs  of 
motor,  perceptual,  or  language  dysfunction  at  this 
age. 

The  team 

The  school  physician  must  acquire  a keen  knowl- 
edge of  each  team  member’s  role  to  assume  leader- 
ship. This  can  only  be  acquired  by  developing  for 
him  a training  program  which  surveys  psychoedu- 
cational  testing  and  visual,  visual/perceptual/motor, 
hearing,  speech,  language,  reading,  educational,  and 
special  educational  techniques.  It  is  beyond  the 
scope  of  this  article  to  delve  into  the  specifics  of  the 
various  professional  roles,  but  the  reader  is  referred 
to  other  sources  for  more  specific  information.5-7 

Figure  5 presents  a screening  test  for  the  psy- 
choeducational  facets  of  learning  and  can  be  done  by 
the  physician’s  aide  as  an  adjunctive  to  the  medical 
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FIGURE  5.  Psychoeducational  screening  evaluation. 


testing.  Using  this  information  as  a reference  point, 
the  physician  will  have  some  insight  into  the  reports 
of  the  other  team  members,  and  if  his  findings  differ, 
he  can  request  a reassessment  in  the  area  of  ques- 
tion. 

It  is  not  unusual  for  psychological  tests  to  suggest 
that  brain  injury  may  be  the  basis  for  difficulties  in 
reading  and  writing  and  hyperactive  behavior.  Some 
teachers  have  heard  that  if  hyperactivity  and  short 
attention  span  can  be  controlled,  the  learning  rate 
will  progress  satisfactorily. 

The  school  physician  needs  to  feel  conversant  and 
comfortable  with  conditions  so  that  terms  that  have 
little  basis  in  fact  are  not  used  loosely,  or  that  reme- 
diations including  medications  are  not  recommended 
without  clear  evidence  for  their  use.  On  the  other 
hand,  the  physician  must  not  be  so  conservative  as 
to  not  listen  to  the  recommendations  of  others  be- 
cause they  involve  medical  parameters.  When  the 
physician  develops  a clear  understanding  of  the 
team’s  competence  in  special  areas,  together  they  can 
document  suspicions  and  consider  carefully  the  dif- 
ferences between  normal,  marginal,  and  atypical 
scholastic  performance  and  behavior. 

Conclusion 

The  school  physician  can  serve  the  child,  family, 
and  school  in  several  ways.  He  can  provide  a high- 
quality  health  analysis  and  can  identify  early  issues 
which  relate  to  academic  performance,  that  is,  age- 
related  items  concerning  motor,  perceptual,  lan- 
guage, and  behavioral  efficiency.  Together  with 
school  officials  he  can  help  to  provide  an  appropriate 
classroom  placement,  and  he  can  check  from  time  to 
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time  to  see  that  the  proper  supportive  resource  help 
is  being  provided.  He  can  rightfully  assume  an  ad 
vocacy  role  by  supporting  the  child  and  family. 
When  school  and  family  work  cooperatively,  there 
is  good  evidence  to  show  favorable  outcomes  by  the 
child.8,9  The  physician  is  the  appropriate  profes- 
sional to  bring  together  harmoniously  the  various 
elements  within  a school  system. 

Summary 

Guidelines  for  the  early  identification  of  learning 
disabilities  are  provided.  Neurologic  and  psycho- 
educational  screening  tests  are  presented.  Sugges- 
tions are  made  to  help  the  school  physician  assume 
a dynamic  leadership  role  on  the  learning  disabilities 
team  within  the  school. 

293  Governor  Street 
Providence,  Rhode  Island  02906 

References 

1.  Wallace,  H.,  Gold,  E.  M.,  and  Lis,  E.  F.:  Maternal  and 
Child  Health  Practices,  Problems,  Resources  and  Methods  of 
Delivery,  Springfield,  Illinois,  Charles  C Thomas,  1973,  p.  997. 

2.  Geschwind,  N.:  Language  and  the  brain,  Scient.  Am.  226: 
76  (1972). 

3.  Denhoff,  E.,  and  Tarnapol,  L.:  Medical  responsibilities  in 

learning  disorders,  in  Tarnapol,  L.,  Ed.:  Learning  Disorders  in 
Children:  Diagnosis,  Medication,  Education,  Boston,  Little 

Brown  and  Company,  Inc.,  1970,  p.  65. 

4.  Denhoff,  E.,  Siqueland,  M.  L.,  Komich,  M.  P.,  and 
Hainsworth,  P.  K.:  Developmental  and  predictive  characteristics 
of  items  from  the  Meeting  Street  School  Screening  Test,  Develop. 
Med.  & Child  Neurol.  10:  220  (1968). 

5.  Critchley,  M.:  Developmental  Dyslexia,  London,  William 
Heinneman  Medical  Books  Limited,  1964. 

6.  Myklebust,  H.  E.:  Progress  in  Learning  Disabilities,  New 
York,  Grune  and  Stratton,  1971,  vol.  1 and  2. 

7.  Bannatyne,  A.:  Language,  Reading  and  Learning  Disa- 
bilities, Springfield,  Illinois,  Charles  C Thomas,  1971. 

8.  Ross,  A.:  Psychological  Aspects  of  Learning  Disabilities, 
New  York,  McGraw-Hill  Company,  1976,  p.  79. 

9.  Denhoff,  E.:  The  best  management  of  learning  disabilities 
calls  for  pediatric  skills  of  a special  sort,  but  it  takes  more  than  six 
easy  lessons  to  do  the  job,  Clin.  Pediat.  12:  427  (1973). 

Glossary 

Learning  disabilities:  A manifestation  of  disordered 
growth  and  development  affecting  the  psychoneurologic 
processes  involved  in  understanding  and/or  using  language. 
Specific  types  are  listed  below. 

Dyslexia:  A reading  difficulty  due  to  hereditary  factors 


which  impede  the  normal  development  of  cortical  inter- 
sensory  association  areas  involved  in  symbol  recognition, 
rotation,  and  reversals  which  cause  reading,  spelling,  and 
writing  difficulty. 

Dysorthographia:  Spelling  difficulty,  especially  related 
to  inefficient  visual  or  auditory  processing. 

Dysgraphia:  Writing  difficulty  due  to  dysfunctions  in 
language  formulation,  symbol  integration,  form  and  shape 
construction,  or  motor  ability. 

Dyscalculia:  Arithmetic  difficulty  due  to  uncertain 

directionality  and  poor  calculation  concepts. 

.Minimal  brain  dysfunction:  Combinations  of  learning 
disabilities  and  hyperkinetic  behavior  syndrome  in  chil- 
dren of  normal  intelligence  who  also  have  deviations  in 
perception,  conception,  language,  memory,  and  motor 
control. 

Hyperkinetic  behavior  syndrome:  A constellation  of 
behaviors  involving  short  attention  span,  impulsivity, 
hyperactivity,  distractibility,  and  mood  swings,  stemming 
from  subcortical  structures  dysfunction  causing  learning 
and  social  adjustment  difficulty. 

Hyperactivity:  Disorganized,  frenetic  activity  resulting 
from  frustration  because  of  demands  made  beyond  the 
developmental  ability  of  the  child.  Activity  is  greater  than 
75  per  cent  of  peers  of  same  sex,  age,  and  social  class. 
Maturational  lag:  Irregularity  in  development  of  inborn 
growth  patterns  without  evidence  of  structural  deficien- 
cy. 

Perception:  Age-related  changes  related  to  elaboration 
of  sensory  impressions  derived  from  the  environment. 

Visual:  Ability  to  recognize  visually  patterns  and 

symbols. 

Visual-motor:  Ability  to  record  in  writing  the  patterns 
and  symbols  recognized. 

Auditory:  Ability  to  recognize  by  ear  sounds  and 

words. 

Auditory-motor:  Ability  to  repeat  sounds  or  words 

which  are  heard. 

Intersensory  Processing:  Ability  to  organize  and  inte- 
grate into  a whole  concept  various  sensory  processes  in- 
volved in  an  action. 

Language:  Ability  to  use  an  organized  set  of  symbols  to 
communicate  ideas,  facts  and  feelings. 

Inner:  Ability  to  organize  general  concepts. 

Receptive:  Ability  to  understand  sound  patterns  and 
develop  them  into  meaningful  words  and  phrases. 

Expressive:  Ability  to  express  thoughts  and  ideas  by 
verbal  or  written  communication. 

Dysphasia:  Deficits  in  language  as  a result  of  brain  dys- 
function. 
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In  serious  gram-negative  infections* 

Three  good  reasons 
to  initiate  therapy  with 
Garamycin  Injectable 

(gentamicin  sulfate) 


1.  Unique  spectrum. 


2.  Incidence  of  bacterial 
resistance  is  low  and  has 
not  increased  significantly. 


3.  Relatively  low  order  of 
adverse  renal  and  eighth 
nerve  reactions  when  used 
as  directed. 


‘Due  to  susceptible  organisms 


1.  Unique  spectrum 


Garamycin  Injectable 
(gentamicin  sulfate)  is 
active  against  susceptibl 
strains  of  seven  major 
gram-negative  pathoger 
These  are: 


Escherichia  coli 
Proteus , indole-negative 
Proteus,  indole-positive 

Pseudomonas  aeruginosa 
Klebsiella  i 
Enterobacter  species 
Serratia 


Escherichia  Proteus 

Garamycin  Injectable  is  also  highly  co"  ?nPdoie-s 

effective  against  susceptible  strains  negative 

of  Staphylococcus  aureus  and  may 

be  considered  when  penicillins  are 
contraindicated. 


Proteus  Pseudomonas  Klebsiella  Enterobacter  Serrati 

species  aeruginosa 

mdole- 

positive 


2.  Incidence  of  becferiel  resist ence  is 
low  and  has  not  increased  significantly 


In  v/fro  susceptibility 
virtually  unchanged 


are  not  necessarily  indicative 
of  clinical  effectiveness 


In  a five-year  study'  in  over  180  hospitals, 
gram-negative  pathogens  identified  and 
tested  demonstrated  high  susceptibility  to 
garamycin  From  1971  through  1975 
there  was  virtually  no  change  in  the 
percentage  of  strains  of  major  gram- 
negative pathogens  susceptible  to 

GARAMYCIN 

in  the  seven  or  eight  years’  experience 
of  one  investigator2  where  gentamicin  has 
been  restricted  to  parenteral  use, 
resistance  has  not  appreciably  changed. 

Resistance  has  been  demonstrated  to 
develop  slowly  in  stepwise  fashion.  No 
one-step  mutations  to  high  resistance  have 
been  reported. 
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3.  Relatively  low  order  of  adverse 
renal  and  eighth  nerve  reactions 
when  used  as  directed. 


Adverse  renal  reactions 

The  risk  of  adverse  renal  reactions  is  low  in 
patients  with  normal  renal  function  Usually 
manifested  by  nitrogen  retention  as  evidenced 
by  a rising  BUN  and  creatinine,  they  occur 
most  often  in  patients  with  pre-existing  renal 
damage  and  ^ in  patients  receiving 
larger  than  recommended  doses 

or  treated  for  9)  longer  periods  of  time  than 
recommended.  J See  Warning  Box  below 


Adverse  eighth  nerve  reactions 

The  incidence  of  adverse  eighth  nerve  reactions  with 
garamycin  Injectable  is  relatively  low  When  occurring, 
the  effect  is  predominantly  on  the  vestibular  branch 
of  the  eighth  cranial  nerve,  resulting  in  vestibular 
dysfunction  with  vertigo  and  tinnitus.  These  symptoms 
have,  in  many  cases,  been  transitory  The  known  effect 
on  the  auditory  branch  to  date  mostly  has  involved 
only  the  high-frequency  hearing  ranges.  See  Warning 
Box  below. 


A logical  choice 

in  serious  gram-negative  infections’ 
pneumonia 
urinary  tract  infections 
septicemia 
wound  infections 

■ Due  to  susceptible  organisms 

Garamycin  lm.iv 

#su  a e80mg/2ml 

10  mg /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


gentamicin 

injectable 


WARNING 

Patients  treated  with  GARAMYCIN  injectable  should  be 
under  close  clinical  observation  because  of  the  potential 
toxicity  associated  with  the  use  of  this  drug 

Ototoxicity,  both  vestibular  and  auditory  can  occur 
in  patients  primarily  those  with  pre-existing  renal  damage 
treated  with  GARAMYCIN  .niectable.  usually  for  longer 
periods  or  with  higher  doses  than  recommended 
GARAMYCIN  Iniectable  is  potentially  nephrotoxic  and 
this  should  be  kept  in  mind  when  it  is  used  in  patients  with 
pre-existing  renal  impairment 

Monitoring  of  renal  ana  eighth  nerve  function  is  recom- 
mended during  therapy  of  patients  with  known  impairment 
of  renal  function  This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of  therapy  who 
develop  evidence  of  nitrogen  retention  (increasing  BUN 
NPN  creatinine  or  oliguria)  Evidence  of  ototoxicity  re- 
quires dosage  adjustments  or  discontinuance  of  the  drug 


In  event  of  overdose  or  toxic  reactions  peritoneal 
dialysis  or  hemodialysis  will  aid  in  removal  of  gentamicin 
from  the  blood 

Serum  concentrations  should  be  monitored  when 
feasible  and  prolongeo  concentrations  above  i2  meg  /ml 
should  be  avoided 

Concurrent  use  of  other  neurotoxic  and/or  nephrotoxic 
drugs,  particularly  streptomycin,  neomycin  kanamycin 
cepnaloridine.  viomycin.  polymyxin  B and  polymyxin  E 
(colistin  should  be  avoided 

The  concurrent  use  of  gentamicin  with  potent  diuretics 
should  be  avoided  since  certain  diuretics  by  themselves 
may  cause  ototoxicity  In  addition  when  administered 
intravenously,  diuretics  may  cause  a rise  in  gentamicin 
serum  level  and  potentiate  neurotoxicity 
USAGE  IN  PREGNANCY  Safety  tor  use  in  pregnancy  has 
not  been  established 


See  Clinical  Considerations  section  which  follows 


A logical  choice 

in  serious  gram-negative  infections 


GARAMYCIN"  Injectable,  brand  of  gentamicin 

sulfate.  U.S.R.  injection.  40  mg.  per  ml 

Each  mi  contains  gentamicin  sulfate.  U.S.P  equivalent 

to  40  mg.  gentamicin. 

For  Parenteral  Administration 


INDICATIONS  GARAMYCIN  Injectable  is  indi- 
cated. with  due  regard  for  relative  toxicity  of  antibiotics, 
m the  treatment  of  serious  infections  caused  by 
s-  isceptible  strains  of  the  following  microorganisms: 
Pseudomonas  aeruginosa.  Proteus  species 
indole  positive  and  indole  negative).  Escherichia 
coh  and  Klebsiella  EnterohacterSerratia 
species 

Clinica  studies  have  shown  GARAMYCIN  lined 
able  to  be  effective  in  septicemia  and  serious  infections 
of  trie  central  nervous  system  ( meningitis),  urinary 
tract,  respiratory  tract,  gastrointestinal  tract,  skin  and 
soft  tissue  (including  burns). 


Bacteriologic  tests  to  determine  the  causative  organ 
isms  and  their  susceptibility  to  gentamicin  should  be 
performed 

Bacterial  resistance  to  gentamicin  develops  slowly  in 
stepwise  fashion,  there  have  been  no  one  step  muta 
tions  to  high  resistance. 

In  suspected  or  documented  gram  negative  sepsis. 
GARAMYCIN  may  be  considered  as  initial  therapy. 
The  decision  to  continue  therapy  with  this  drug  should 
be  based  on  the  results  of  susceptibility  tests,  the 
severity  of  the  infectioa.  and  the  important  additional 
concepts  contained  ifffhe  Warning  Box. 

For  suspected  sepsis  when  the  infecting  organism 
is  unknown,  gentamicin  may  be  administered  in 
conjunction  with  a penicillin  type  drug.  Following  idem 
tification  of  the  organism  and  its  susceptibility,  appro 
priate  antibiotic  therapy  should  then  be  continued.  In 
the  neonate  with  suspected  sepsis  or  staphylococcal 
pneumonia,  a penicillin  type  drug  is  also  usually  indi 
cated  as  concomitant  therapy  with  gentamicin. 

GARAMYCIN  Injectable  has  been  shown  to  be 
effective  in  serious  staphylococcal  infections.  It  may  be 
considered  in  those  infections  when  penicillins  or 
other  less  potentially  toxic  drugs  are  contraindicated 
and  bacterial  susceptibility  testing  and  clinical  judg 
ment  indicate  its  use. 

CONTRAINDICATIONS  A history  of  hypersensi 
tivity  to  gentamicin  is  a contraindication  to  its  use. 
WARNINGS  See  Warning  Box. 

PRECAUTIONS  Neuromuscular  blockade  and 
respiratory  paralysis  have  been  reported  in  the  cat 
receiving  high  doses  (40  mg.  kg.)  of  gentamicin.  The 
possibility  of  these  phenomena  occurring  in  man 
should  be  considered  if  gentamicin  is  administered  to 
patients  receiving  neuromuscular  blocking  agents, 
such  as  succinylcholine  and  tubocurarine. 

Treatment  with  gentamicin  may  result  in  overgrowth 
of  nonsusceptible  organisms.  If  this  occurs,  appro 
priate  therapy  is  indicated. 

ADVERSE  REACTIONS: 

Nephrotoxicity:  Adverse  renal  effects,  as  demon 
strated  by  rising  BUN.  NPN.  serum  creatinine  and 
oliguria,  have  been  reported.  They  occur  more 
frequently  in  patients  with  a history  of  renal  impair- 
ment treated  with  larger  than  recommended  dosage. 

Neurotoxicity:  Adverse  effects  on  both  vestibular 
and  auditory  branches  of  the  eighth  nerve  have  been 
reported  in  patients  on  high  dosage  and,  or  jaroionged 
therapy.  Symptoms  include  dizziness,  vertigo,  tinnitus, 
roaring  in  the  ears  and  hearing  loss. 

Numbness,  skin  tingling,  muscle  twitching,  and 
convulsions  have  also  been  reported. 

Note:  The  risk  of  toxic  reactions  is  low  in  patients 
with  normal  renal  function  who  do  not  receive 
GARAMYCIN  Injectable  at  higher  doses  or  for  longer 
periods  of  time  than  recommended. 

Other  reported  adverse  reactions,  possibly  related  to 
gentamicin,  include  increased  serum  transaminase 
(SGOT,  SGPT).  increased  serum  bilirubin,  transient 
hepatomegaly,  decreased  serum  calcium:  splenomeg 
aly.  anemia,  increased  and  decreased  reticulocyte 
counts,  granulocytopenia,  agranulocytosis,  thrombo- 
cytopenia. purpura;  fever,  rash,  itching,  urticaria, 
generalized  burning,  joint  pain,  laryngeal  edema: 
nausea,  vomiting,  headache,  increased  salivation,  leth 
argy  and  decreased  appetite,  weight  loss,  pulmonary 
fibrosis,  hypotension  and  hypertension. 


DOSAGE  AND  ADMINISTRATION 

GARAMYCIN  Iniectable  maybe  given  intramuscular 
or  intravenously. 

For  Intramuscular  Administration: 

Patients  with  normal  renal  function 

Adults:  The  recommended  dosage  for 
GARAMYCIN  Injectable  for  patients  with  serious 
infections  and  normal  renal  function  is  3 mg.  kg.  da' 
administered  in  three  equal  doses  every  8 hours 
For  patients  weighing  over  60  kg.  ( 132  lb  ).  the  usu 
dosage  is  80  mg.  1 2 ml.)  three  times  daily.  For  patient 
weighing  60  kg  ( 132  lb.)  or  less,  the  usual  dosage  is 
60  mg.  ( 1 .5  ml.)  three  times  daily. 

In  patients  with  life  threatening  infections,  dosage- 
up  to  5 mg.  kg.  day  may  be  administered  in  three  or 
four  equal  doses.  This  dosage  should  be  reduced  to 
3 mg.  kg.  day  as  soon  as  clinically  indicated. 

In  children  and  infants,  the  newborn,  and  patient 
with  impaired  renal  function,  dosage  must  be  adjustt 
in  accordance  with  instructions  set  forth  in  the 
Package  Insert 

For  Intravenous  Administration: 

The  intravenous  administration  of  GARAMYCIN 
Injectable  is  recommended  in  those  circumstances 
when  the  intramuscular  route  is  not  feasible  (e.g., 
patients  in  shock,  with  hematologic  disorders,  with 
severe  burns,  or  with  reduced  muscle  mass). 

For  intravenous  administration  in  adults,  a single 
dose  of  GARAMYCIN  Iniectable  maybe  diluted  in  1 
or  200  ml.  of  sterile  normal  saline  or  in  a sterile  solu 
tion  of  dextrose  5%  in  water:  in  infants  and  children, 
the  volume  of  diluent  should  be  less.  The  concentra 
tion  of  gentamicin  in  solution  in  both  instances  shou 
normally  not  exceed  1 mg.  ml.  (0.1%).  The  solution 
infused  over  a period  of  one  to  two  hours. 

The  recommended  dose  for  intravenous  adminis 
tration  is  identical  to  that  recommended  for  intra 
muscular  use. 

GARAMYCIN  Injectable  should  not  be  physically 
premixed  with  other  drugs,  but  should  be  administer 
separately  in  accordance  with  the  recommended  roi 
of  administration  and  dosage  schedule 
HOW  SUPPLIED  GARAMYCIN  Iniectable. 

40  mg.  per  ml . Is  supplied  in  2 ml.  (80  mg  ) multiple 
dose  vials  and  in  1.5  ml.  (60  mg.)  and  2 ml.  (80  mg.i 
disposable  syringes  for  parenteral  administration 
Also  available.  GARAMYCIN  Pediatnc  Injectable. 

10  mg.  per  ml.,  supplied  in  2 ml.  (20  mg.)  multiple 
dose  vials  for  parenteral  administration. 

011  JUNE  IF 
AHFS  Category  8: 12 

For  more  complete  prescribing  details,  consu 
Package  Insert  or  Physicians’  Desk  Referenct 
Schering  literature  is  also  available  from  youi 
Schering  Representative  or  Prolessional 
Services  Department,  Schering  Corporation, 
Kenilworth,  New  Jersey  07033. 


WARNING 

Patients  treated  with  GARAMYCIN  Injectable 
should  be  under  close  clinical  observation 
because  of  the  potential  toxicity  associated 
with  the  use  of  this  drug. 

Ototoxicity,  both  vestibular  and  auditory, 
can  occur  in  patients,  primarily  those  with 
pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable  usually  for  longer 
periods  or  with  higher  doses  than 
recommended. 

GARAMYCIN  Injectable  is  potentially 
nephrotoxic,  and  this  should  be  kept  in  mind 
when  it  is  used  in  patients  with  pre-existing 
renal  impairment. 

Monitoring  of  renal  and  eighth  nerve  func- 
tion is  recommended  during  therapy  of 
patients  with  known  impairment  of  renal  func- 
tion. This  testing  is  also  recommended  in 
patients  with  normal  renal  function  at  onset  of 
therapy  who  develop  evidence  of  nitrogen 
retention  (increasing  BL1N,  NPN.  creatinine  or 
oliguria).  Evidence  of  ototoxicity  requires 
dosage  adjustments  or  discontinuance 
of  the  drug. 

In  event  of  overdose  or  toxic  reactions,  peri- 
| toneal  dialysis  or  hemodialysis  will  aid  in 
removal  of  gentamicin  from  the  blood. 

Serum  concentrations  should  be  monitored 
when  feasible  and  prolonged  concentrations 
above  12  mcg./ml.  should  be  avoided. 

Concurrent  use  of  other  neurotoxic  and/or 
1 nephrotoxic  drugs,  particularly  streptomycin, 

1 neomycin,  kanamycin,  cephaloridine, 
viomycin,  polymyxin  B,  and  polymyxin  E 
; (colistin),  should  be  avoided. 

The  concurrent  use  of  gentamicin  with 
J potent  diuretics  should  be  avoided,  since 
certain  diuretics  by  themselves  may  cause 
I ototoxicity.  In  addition,  when  administered 
intravenously,  diuretics  may  cause  a rise  in 
gentamicin  serum  level  and  potentiate 
! neurotoxicity. 

USAGE  IN  PREGNANCY  Safety  for  use  in 
pregnancy  has  not  been  established. 


Garamycin  n 

gerrtamicm#sulfate80mg/2ml. 


injectable 


40  mg /ml  Each  ml  contains  gentamicin  sulfate 
equivalent  to  40  mg  of  gentamicin 


‘Due  to  susceptible  organisms 
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QUESTION  207.  What  is  the  diagnosis?  The  patient  was  a forty-nine-year-old  woman  admitted  to  the  hospital  hy- 
potensive, with  complaints  of  anterior  chest  pain  of  several  hours’  duration. 
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Electro- 
cardiograms 
of  the  Month 


ELUCIDATION 


Question  207.  The  rhythm  is  sinus  tachycardia 
with  a rate  of  100  beats  per  minute.  There  are  ven- 
tricular premature  contractions  visible  in  leads  I,  II, 
aVl,  V4,  and  V5.  There  is  an  atrial  premature  con- 
traction in  lead  III,  and  in  aVf  a wandering  atrial 
pacemaker  causes  variation  in  the  P wave  configu- 
ration. Lead  Vi  shows  a tall  R wave  significantly 
taller  than  the  S.  There  are  S-T  depressions  in  leads 
Vi  to  V3.  The  standard  leads  show  no  abnormalities. 
The  findings  in  leads  Vi  to  V3  could  indicate  pos- 
terolateral myocardial  infarction.  The  possibility 
of  acute  right  ventricular  enlargement  secondary  to 
pulmonary  emboli  might  be  considered,  but  the  ab- 


sence of  P pulmonale  or  right-axis  deviation  would 
be  somewhat  against  this  diagnosis.  This  patient 
died  several  hours  following  this  electrocardiogram, 
and  postmortem  examination  revealed  rupture  of  the 
heart  secondary  to  posterolateral  myocardial  in- 
farction. Her  electrocardiogram  obtained  a year 
prior  to  this  tracing  had  showed  completely  normal 
findings. 

Question  208.  The  ventricular  rate  is  150.  No 
atrial  activity  is  visible.  Every  alternate  QRS  is 
aberrantly  conducted,  but  each  has  a QRS  duration 
which  is  narrow  at  less  than  0.11  second.  This  is  a 
bidirectional  tachycardia.  Since  the  QRS*duration 
is  narrow,  the  beats  are  supraventricular  in  origin 
arising  above  the  bifurcation  of  the  bundle  of  His. 
Each  alternate  beat  takes  a different  pathway  pro- 
ducing the  variation  in  conduction.  In  a patient 
taking  digitalis,  such  an  arrhythmia  is  indicative  of 
digitalis  toxicity. 


Many  physicians  dropping 
malpractice  insurance 

The  latest  American  Medical  Association  physician 
poll  indicates  that  one  out  of  three  physicians  is  considering 
“going  bare” — practicing  without  any  malpractice  insur- 
ance. 

And  one  out  of  eight  respondents  in  the  poll — 13  per 
cent — said  he  or  she  was  currently  without  malpractice 
insurance. 

Results  of  the  poll,  conducted  by  the  AMA’s  Center  for 
Health  Services  Research  and  Development,  appear  in  the 
•June  28  issue  of  the  Impact  section  of  American  Medical 
News,  the  AMA’s  weekly  newspaper  for  physicians. 

The  physicians  either  have  dropped  or  are  considering 
dropping  insurance  because  of  the  escalating  cost  of  pre- 
miums— in  some  states  now  upwards  of  $30,000  annually 
for  physicians  in  the  high  risk  specialties. 


Half  of  the  surgeons  (49  per  cent),  44  per  cent  of  the 
obstetricians-gynecologists,  and  surprisingly  41  per  cent 
of  psychiatrists  said  they  are  considering  dropping  mal- 
practice insurance.  Pediatricians  (13  per  cent)  were  the 
least  inclined  to  favor  the  idea. 

The  malpractice  crisis  has  hit  some  areas  of  the  nation 
with  greater  severity  than  others,  the  Impact  report  said, 
and  this  is  reflected  in  physicians’  acceptance  of  the  non- 
insurance idea.  Fifty-one  per  cent  of  physicians  in  Pacific 
states,  including  California  where  the  professional  liability 
problem  has  been  acute,  say  they  are  in  favor  of  letting 
insurance  lapse,  as  compared  with  about  30  per  cent  of 
physicians  in  other  states. 

One  out  of  four  physicians  in  the  Pacific  and  mountain 
states  reported  they  had  been  sued  for  malpractice  in  the 
last  three  years,  as  against  the  national  average  of  17  per 
cent.  Physicians  in  the  forty-nine  to  sixty-five-age  bracket 
reported  greatest  frequency  of  suits. 
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Christmas  Seals 
Fight  Lung  Disease 
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The  promise  of  Soma 
in  thelow-back  patient: 
relief  of  discomfort... 
improved  function 

In  3 double-blind , randomized,  placebo-controlled  studies' 3 of  patients  with  acute, 
painful  musculoskeletal  disorders  affecting  the  back,  Soma  helped  effect... 

# significant  relief  of  discomfort,  stiffness  and  other  symptoms 

# significant  improvement  in  range  of  motion  as  measured  by  ob|ective  tests  of  function. 
Add  Soma  to  your  standard  regimen  for  low-back  disorders.. .and,  if  necessary, 

add  your  choice  of  analgesic.  Then  let  your  patient  report  the  results. 

In  acute,  painful  low-back  disorders 

Soma  350 

(carisoprodol)  350  mg  tablets 

for  measurable  relief 


Indications:  Carisoprodoi  is  indicated  as  on  adjunct  to  rest,  physical  therapy,  and  other  measures  for  the  relief  of  discomfort 
associated  with  acute,  painful  musculoskeletal  conditions. 

Contraindications:  Acute  intermittent  porphyria  and  allergic  or  idiosyncratic  reactions  to  carisoprodol  or  related  compounds  such  as 
meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions  Rarely,  extreme  weakness,  transient  quadriplegia,  dizziness,  ataxia,  temporary  vision  loss,  diplopia, 
mydriasis,  dysarthria,  agitation,  euphoria,  confusion  and  disorientation  have  appeared  within  minutes  or  hours  of  the  first  dose 
These  usually  subside  in  several  hours  but  supportive  and  symptomatic  therapy,  including  hospitalization,  may  be  necessary 
Pregnancy  and  Lactation  Safe  use  not  established,  weigh  potential  benefits  against  potential  hazards  in  pregnancy,  nursing  mothers 
(concentrations  in  breast  milk  are  two  to  four  times  that  in  plasma),  or  women  of  childbearing  potential. 

Children  Under  Twelve  Not  recommended 

Potentially  Hazardous  Tasks  Driving  a motor  vehicle  or  operating  machinery 

Additive  Effects  Effects  of  carisoprodol  and  alcohol,  other  CNS  depressants  or  psychotropic  drugs  may  be  additive. 

Drug  Dependence  Use  cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  patients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System  Drowsiness,  dizziness,  vertigo,  ataxia,  tremor,  agitction,  irritability,  headache,  depressive 
reactions,  syncope,  insomnia,  idiosyncratic  reaction  (see  "Warnings"). 

Allergic  or  Idiosyncratic  In  previously  unexposed  patients,  these  are  usually  seen  after  1-4  doses  and  include  rash,  erythema 
multiforme,  pruritus,  eosinophilia,  fixed  drug  eruption  with  cross  reaction  to  meprobamate.  Asthmatic  episodes,  fever,  weakness, 
dizziness,  angioneurotic  edema,  smarting  eyes,  hypotension  ond  anaphylactoid  shock  may  be  manifestations  of  severe  reactions 
In  such  cases,  stop  carisoprodol  and  initiate  appropriate  treatment  (e  g.,  epinephrine,  antihistamines,  corticosteroids). 

Cardiovascular  Tachycardia,  postural  hypotension,  facial  flushing 

Gastrointestinal  Nausea  vomiting,  hiccup,  epigastric  distress 

Hematologic  Leukopenia  and  pancytopenia  (on  carisoprodol  plus  other  drugs). 

Usual  Adult  Dosage:  One  350  mg  tablet  three  times  aaily  and  at  bedtime 

Overdosage:  Has  produced  stupor,  coma,  shock,  respiratory  depression,  and,  very  rarely,  death.  The  effects  of  an  overdosage  of 
carisoprodol  and  alcohol  or  other  CNS  depressants  or  psychotropic  agents  can  be  additive  even  when  one  of  the  drugs  has  been 
taken  m the  usual  recommended  dosage.  Empty  stomach,  treat  symptomatically;  cautiously  give  respiratory  assistance,  CNS 
stimulants,  pressor  agents  as  needed.  Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kidney.  Diuresis  and  dialysis  have 
been  used  successfully  with  related  drug  meprobamate.  Carefully  monitor  urinary  output,  avoid  overhydration,  observe  for  possible 
relapse  due  to  incomplete  gastric  emptying  and  delayed  absorption 
Before  prescribing,  consult  package  circular  or  latest  PDR  information. 

1.  Hmdle.  TH  111,  Calif.  Med.  1177  (Aug.)  1972.  2,3.  Unpublished  Data  on  file.  Medical  Department,  Wallace  Laboratories,  Cranbury.  N.  J, 
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Epidermoid  Cysts  of 
Spleen 

Importance  of  identification 
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Cysts  of  the  spleen  are  uncommon,1-6  and  epider- 
moid cysts  reportedly  are  rare.2,3,7,8  Several  pa- 
thology textbooks  do  not  include  descriptions  of 
splenic  cysts.9-13  The  identification  of  two  such 
cysts  within  a twenty-three-month  period  prompted 
this  communication.  Other  factors  lead  us  to  believe 
the  epidermoid  cyst  may  not  be  as  rare  as  has  been 
reported.  Case  reports  of  such  cysts  may  alert  sur- 
geons and  pathologists  to  their  existence,  and  may 
preclude  interpretations  of  trauma  as  the  sole  etio- 
logic  factor  in  a hemorrhagic  cyst  of  the  spleen. 

Case  reports 

Case  1.  A twenty-four  year-old  white  female  was 
hospitalized  in  January,  1972,  because  of  pain  and  a 
mass  in  the  left  upper  quadrant;  a routine  chest  x-ray 
film  had  disclosed  an  abnormal  shadow  in  that  area. 
Shooting  pain  started  three  months  prior  to  admis- 
sion. The  woman  had  fallen  down  a flight  of  stairs 
approximately  one  year  prior  to  admission,  resulting 
in  bruises  of  the  left  side  and  the  back.  It  was  the 
patient’s  impression  that  the  mass  in  the  left  upper 
quadrant  had  increased  in  size.  Preoperative  diag- 
nostic x-ray  films  disclosed  the  stomach  displaced 
medially,  spleen  scan  findings  disclosed  an  increased 
size,  and  an  intravenous  pyelogram  disclosed  a 
downward  displacement  of  the  left  kidney.  The  only 
pertinent  physical  finding  was  an  enlarged  nontender 
mass  in  the  left  upper  quadrant.  Preoperative 
hemogram,  urinalysis,  electrolytes,  and  blood  urea 
nitrogen  findings  were  all  within  normal  limits. 

The  spleen,  23  cm.  in  greatest  dimension,  was  re- 
moved at  laparotomy;  externally  it  was  intact,  but  the 


FIGURE  1 . Case  1 . Note  glossy  grey  areas  but  with  most 
of  cyst  lined  with  hemorrhagic  material. 


examining  pathologist  noted  an  intrasplenic  cyst, 
approximately  14  cm.  in  greatest  dimension.  It  was 
unilocular,  eccentrically  located,  and  contained  grey 
turbid  fluid  with  a suggestion  of  some  fatty  or  oily 
compound.  Grey  glossy  areas  of  the  lining  were  de- 
scribed (Fig.  1A).  The  pathologist  noted  histologic 
evidence  of  an  organizing  hematoma  and  squamoid 
metaplasia  with  pseudostratification  (Fig.  2).  The 
interpretation  was  “spleen  with  large  parenchymal 
cyst  consistent  with  secondary  parenchymal  hema- 
toma or  hemorrhage.” 

Case  2.  A twenty-year-old  white  female  was 
hospitalized  in  October,  1973,  because  of  a splenic 
mass  found  during  a diagnostic  work-up  for  post- 
prandial bloating.  Spleen-scan  findings  were  in- 
terpreted as  showing  a splenic  cyst.  Two  weeks  prior 
to  admission  there  was  onset  of  pain  in  the  left  upper 
quadrant  area,  aggravated  by  motion.  Except  for 
congenital  blindness,  there  were  no  other  historic 
findings  of  any  significance.  The  spleen  was  pal- 
pated 3 fingerbreadths  below  the  left  costal  margin 
and  was  tender.  Preoperative  hemogram  findings 
were  within  normal  limits. 

The  surgeon  described  a splenic  cyst  “approxi- 
mately the  size  of  a football”  at  the  hilum.  An  ac- 
cessory spleen  also  was  removed. 

The  spleen  had  a greatest  dimension  of  21  cm.  and 
weighed  1,520  Gm.  There  was  fluctuation,  and 
sections  disclosed  a cyst  15  cm.  in  greatest  dimension 
(Fig.  3A).  Bits  of  blood  clot  and  semiliquid  blood 
were  present  within  the  cyst  cavity.  The  cyst  lining 
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FIGURE  2.  Case  1.  (A)  Partially  desquamated  squamous 
mucosa  over  incompletely  organized  granulation  tissue.  (B) 
Details  of  desquamated  stratified  squamous  mucosa  (original 
magnification  X 520).  (Hematoxlyin  and  Eosin  Stain) 


was  described  as  trabeculated  and  in  part  grey  and 
opaque  (Fig.  3B).  The  accessory  spleen  was  1 cm.  in 
diameter  and  was  intact.  Because  of  the  gross  ap- 
pearance of  the  spleen  with  its  trabeculations  and 
grey  areas  and  the  presence  of  a squamous  epitheli- 
um, a diagnosis  of  “epidermoid  cyst  with  hemor- 
rhage” was  made  (Fig.  4). 

Comments 

Tsakraklides  and  Hadley3  describe  the  epidermoid 
cyst  of  the  spleen  as  unilocular,  ranging  in  approxi- 
mate size  from  8 to  15  cm.  in  greatest  dimension, 
eccentrically  located,  and  with  contents  consistent 
with  altered  blood.  The  cyst  lining  is  trabeculated, 
and  there  is  evidence  of  organized  hemorrhage  in 
adjacent  tissue.  The  epidermoid  epithelium  does 
not  cover  the  entire  lining. 

The  pertinent  clinical  features  include  an  age 


FIGURE  3.  Case  2.  (A)  Swelling  produced  by  cyst.  Hyaline 
type  of  serositis  nonspecific.  Other  markings  are  artifacts 
from  surgical  towel.  (B)  Cut  surface.  Glossy  grey  or  grey- 
white  trabeculated  areas  represent  pooled  blood  on  cut 
surface. 


prevalence  in  the  first  two  or  three  decades  and  ap- 
proximately equal  numbers  of  males  and  females. 
There  is  a mass  in  the  left  upper  quadrant  of  the 
abdomen.  No  findings  of  hypersplenism  have  been 
described.  In  up  to  25  per  cent  of  cases,  according 
to  Sirinek  and  Evans,8  there  is  a history  of  trauma. 

Cysts  of  the  spleen  are  given  little  space  in  stan- 
dard surgical  and  pathology  textbooks,  probably 
because  of  their  low  incidence.  A three-volume 
surgical  text  contains  nothing  regarding  cysts  of  the 
spleen.9  Philpot  and  Ballinger4  note  that  cysts  of  the 
spleen  are  rare  and  refer  to  8 splenic  cysts  present  in 
twenty-five  years  of  surgical  material  at  Barnes 
Hospital,  with  only  1 having  “epithelium.”  Philpot 
and  Ballinger4  differentiated  between  “pseudocysts” 
as  probably  secondary  to  old  hematomas  or  infarcts, 
and  “true  cysts”  as  being  lined  by  epithelium.  Their 
single  example  of  the  latter  is  not  referred  to  as  an 
epidermoid  cyst  but  is  illustrated  in  their  accompa- 
nying photograph,  Figure  9,  showing  a squamous 
type  of  lining.4  Ackerman2  in  his  textbook  of  sur- 
gical pathology  includes  epidermoid  cysts  of  the 
spleen  in  the  index,  but  does  not  use  the  term  in  the 
text.  However,  he  refers  to  “large  cysts  lined  by 
squamous  epithelium”  in  a section  on  “tumors,”  and 
his  Figure  927  is  a gross  photograph  characteristic  of 
an  epidermoid  cyst  with  a caption  indicating  it  is 
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FIGURE  4.  Case  2.  (A)  Squamous  epithelium  overlying 
hyalinized  and  collagenized  tissue.  Easily  stripped  mucosa 
may  be  lost  during  processing,  making  impossible  proper 
identification  of  cyst.  (B)  Squamous  mucosa  (original 
magnification  X 520).  (Hematoxilyn  and  Eosin  Stain) 

“lined  by  stratified  squamous  epithelium.”2  Miale14 
refers  to  parasitic  cysts  as  most  frequent,  and  benign 
cysts  as  “usually  cystic  lymphangiomas,  cavernous 
hemangiomas,  or  dermoid  cysts.”  There  is  no  ref- 
erence to  epidermoid  cysts.  There  is  reference  to 
pseudocysts,  secondary  to  hemorrhage  or  infarction. 

Anderson15  in  a pathology  text  for  surgeons  refers 
to  a classification  by  R.  H.  Fowler,  and  includes  ep- 
idermoid cysts  among  cystic  neoplasms.  Das  Gupta 
and  Brasfield1  and  Rappaport16  also  use  Fowler’s 
classification.  Kissane  and  Smith,5  although  not 
using  the  term  “epidermoid  cysts,”  refer  to  rarely 
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FIGURE  5.  Case  1.  Cyst  lining  of  hemosiderin-laden 
macrophages,  corresponding  to  gross  hemorrhagic  ap- 
pearance. Sections  only  from  such  areas  would  miss 
squamous  lining  (original  magnification  X 130,  hematoxylin 
and  eosin  stain). 


occurring  “congenital  cysts”  which  may  be  lined  by 
nonkeratinized  squamous  epithelium.  Robbins10’11 
and  Boyd 12  have  no  discussion  of  cysts,  with  Robbins 
not  including  them  in  the  differential  diagnosis  tables 
of  splenomegaly.  However,  in  another  text,  Boyd6 
refers  briefly  to  cysts. 

There  is  little  to  be  added  to  the  exhaustive  search 
of  the  literature  by  Tsakraklides  and  Hadley3  ac- 
companying a report  of  5 cases  of  epidermoid  cysts; 
they  found  71  examples  in  the  literature  preceding 
their  series.  It  is  likely  that  there  are  a number  of 
unreported  cases,  including  those  as  illustrated  in 
Ackerman’s2  textbook  and  the  Philpot  and  Ballinger4 
report. 

The  etiologic  factors  are  unknown.  Since  a trau- 
matic history  is  frequent,3-8  and  since  Das  Gupta  and 
Brasfield1  in  their  exhaustive  review  conclude  that 
trauma  is  causative  in  most  splenic  cysts,  it  is  im- 
portant to  identify  accurately  the  type  of  cyst  because 
of  medicolegal  complications  with  possible  litigation. 
Our  Case  1 had  a history  of  trauma,  and  organized 
hemorrhage  was  found  in  the  spleen.  However,  as 
noted  by  Tsakraklides  and  Hadley,3  “evidence  of  old 
or  recent  hemorrhage  has  been  found”  in  all  reported 
cases,  and  a “history  of  trauma  has  been  given  in 
most  of  the  reported  cases.”  There  is  no  resolution, 
however,  to  the  problem  of  whether  or  not  the  hem- 
orrhage is  primary,  with  subsequent  squamous 
metaplasia  of  a cyst  lining,  or  whether  or  not  hem- 
orrhage, with  or  without  trauma,  contributes  to  the 
enlargement  of  a previously  existing  cyst.  Squamous 
metaplasia  of  a hemorrhagic  cyst  elsewhere  has  not 
been  described.  Therefore,  squamous  metaplasia 
would  be  unique  if  it  occurred  in  the  spleen.  As- 
suming that  young  males  generally  are  more  active 
physically  than  females  in  contact  sports,  a higher 
incidence  of  epidermoid  cysts  would  be  anticipated 
in  males.  However,  the  reported  approximately 
equal  sex  ratio  does  not  support  trauma  as  the  pri- 
mary initiating  factor.3 
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It  is  tempting  to  suggest  that  epidermoid  cysts  of 
the  spleen  derive  from  inclusions  of  epidermis,  sim- 
ilar to  tubular,  thyroid,  nevus,  breast,  and  endo- 
metrial inclusions  referred  to  in  lymph  nodes.16-18 
Inclusions  as  a pathogenic  factor  is  supported  by  the 
young  age  of  the  patients,  from  twenty  to  twenty-four 
years  old.  Kissane  and  Smith'’  refer  to  metaplasia 
of  endoderm  or  mesothelial  inclusions  but  do  not 
speculate  on  their  embryonic  source.  Rappaport16 
refers  to  other  suggestions  in  the  literature  of  meso- 
dermal metaplasia.  He  notes  Bostick  and  Lucia’s 
concept  of  mesothelial  cells  lining  the  coelomic  cavity 
migrating  to  the  splenic  anlage  and  undergoing 
squamous  metaplasia.16  Indeed,  the  term  meta- 
plastic mesodermal  cyst  rather  than  epidermoid  cyst 
is  suggested. 

Conclusion 

Because  of  the  uncertainty  regarding  the  patho- 
genesis of  these  lesions,  it  becomes  more  important 
to  identify  spleen  cysts  properly.  Our  2 cases  were 
gleaned  from  4 cystic  spleens  in  107  splenectomies 
performed  in  a twelve-year  period.  Of  the  remaining 
2 cysts,  one  was  lymphangitic.  Another,  from  1962, 
was  consistent  with  an  epidermoid  cyst  except  for  no 
demonstrable  squamoid  lining  in  the  remaining 
material.  Our  incidence  of  50  per  cent  appears  un- 
usually high.  However,  it  is  pertinent  to  note  that 
the  pathologist  describing  one  of  the  cysts,  Case  1, 
despite  noting  the  microscopic  presence  of  a squa- 
moid lining,  “signed  out”  the  lesion  as  a “parenchy- 
mal cyst  consistent  with  secondary  parenchymal 
hematoma  or  hemorrhage.”  In  Case  2,  there  were 
numerous  areas  where  no  epithelium  could  be  dem- 
onstrated microscopically.  Conceivably,  with  one 
or  two  random  sections  taken  of  hemorrhagic  areas 
only,  an  epidermoid  cyst  could  be  missed,  with  a re- 
sulting interpretation  of  a traumatic  or  hemorrhagic 
lesion  (Fig.  5).  It  may  be  possible  that  even  five 
sections,  as  in  our  1962  cyst  case,  might  miss  the 


Aspirin-Like  drugs  and  prostaglandins 

Joseph  R.  DiPalma,  M.D.,  outlines  evidence  suggest- 
ing that  the  pharmacologic  mechanism  of  the  analgesic 
action  of  aspirin-like  drugs  is  their  inhibitory  effect  on 
prostaglandin  synthesis.  This  same  mechanism  may  be 
operating  in  some  of  the  better-known  side  effects  of  as- 
pirin. For  example,  gastric  irritation,  a common  side  ef- 
fect of  aspirin,  may  be  due  to  prostaglandin  synthetase 
inhibition.  It  has  been  shown  that  prostaglandins  slow 
gastric  secretion  and  also  protect  the  mucosa  by  increas- 


characteristic lining.  Reference  again  is  made  to 
described  but  unclassified  epidermoid  cysts  in  text- 
books.2,4 
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ing  vascularity.  It  is  theorized  that  accumulation  of 
arachidonic  acid  causes  local  irritation.  Also,  some  as- 
pirin-like acids  cause  nephrotoxicity.  Prostaglandins 
and  prostaglandin  synthetase  are  found  in  the  renal  me- 
dulla. As  mediators  protecting  against  local  cellular  in- 
jury, prostaglandins’  inhibition  might  explain  the  side  ef- 
fects of  anti-inflammatory  drugs  in  the  kidney,  due  to  the 
interaction  of  the  latter  with  prostaglandin  synthetase. 
DiPalma,  J.  R.:  Am.  Family  Phys.  12:  120  (July)  1975 
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Tumors  of  the  kidney  are  usually  difficult  to  detect 
because  of  the  anatomic  location  of  the  organ.1  They 
usually  grow  slowly  and  are  often  encapsulated.2-4 
Consequently,  their  symptoms  are  manifested  late, 
and  sometimes  their  presence  is  not  suspected  until 
there  is  erosion  into  the  renal  vein,  compression  of 
adjacent  structures,  or  distant  metastasis  to  the  liver, 
bone,  lung,  or  brain.  It  has  been  reported  that  in  82 
per  cent  of  cases,  the  classic  symptoms  of  renal-cell 
carcinoma,  such  as  hematuria,  flank  pain,  and  a 
palpable  mass,  may  not  be  detected.1’5  We  present 
a case  of  renal-cell  carcinoma  discovered  in  a patient 
postrenal  transplantation. 

Case  report 

A forty-five-year-old  Puerto  Rican  male  was  ad- 
mitted to  the  hospital  with  a history  of  headache, 
shortness  of  breath,  easy  fatigability,  and  weakness. 
There  was  no  prior  history  of  heart  disease,  conges- 
tive heart  failure,  or  pulmonary  disease.  However, 
the  patient  had  been  known  to  have  hypertension  for 
which  he  was  under  treatment.  Further  investiga- 
tion showed  evidence  of  advanced  renal  disease; 
based  on  the  clinical  and  laboratory  data  available, 
a diagnosis  of  chronic  glomerulonephritis  was  made. 
No  biopsy  was  done  because  of  the  patient’s  clinical 
condition.  He  was  followed  and  treated  by  the  renal 
unit  at  his  primary-care  hospital.  His  course  was 
complicated  by  moderately  severe  hypertension,  with 
blood  pressures  ranging  around  190/120  mm.  Hg 
He  required  2 Gm.  of  methyldopa  (Aldomet),  160  mg. 
of  propranolol  hydrochloride,  and  160  mg.  of  hy- 
dralazine hydrochloride  to  achieve  satisfactory 
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control.  He  was  started  on  hemodialysis  in  June, 
1970. 

In  May,  1974,  he  received  a cadaver  renal  trans- 
plant at  another  center.  Postoperatively,  he  did  well. 
The  transplanted  kidney  immediately  began  to 
function,  and  hemodialysis  was  discontinued. 
However,  he  continued  to  be  hypertensive,  with  di- 
astolic blood  pressures  in  the  range  of  120  to  130  mm. 
Hg,  often  associated  with  headaches  and  chest  pain. 
He  required  multiple  doses  of  hydralazine  hydro- 
chloride and  diazoxide  parenterally  to  lower  his  blood 
pressure.  He  was  then  placed  on  maintenance  doses 
of  methyldopa,  hydralazine  hydrochloride,  and 
propranolol  hydrochloride,  orally. 

It  was  felt  that  his  sustained  hypertension  was 
probably  due  to  his  diseased  kidneys.  Consequently, 
the  patient  underwent  bilateral  nephrectomy,  with 
the  removal  of  the  two  diseased  old  kidneys.  Post- 
operatively, his  blood  pressure  continued  to  be  ele- 
vated, and  he  required  high  doses  of  antihypertensive 
medications  for  adequate  control.  F ollowing  stabi- 
lization of  his  blood  pressure  and  recovery  from  the 
nephrectomy,  the  patient  was  sent  home. 

Pathologic  examination  of  the  excised  kidneys 
showed  small,  scarred,  shrunken  organs  with  marked 
glomerulosclerosis,  advanced  pyelonephritis,  and 
renal-cell  carcinoma  in  the  left  kidney.  Because  of 
the  pathology  report,  the  patient  was  readmitted  for 
metastatic  investigation  one  week  after  discharge 
from  the  hospital.  A bone  survey  revealed  no  os- 
teolytic or  osteoblastic  lesions.  Liver  scan  findings 
were  normal,  no  filling  defects  were  found,  and  his 
chest  x-ray  film  findings  were  normal.  The  alkaline 
phosphatase  level  was  also  normal.  No  demonstra- 
ble evidence  of  metastasis  was  found.  The  patient 
was  then  sent  home  on  maintenance  immunosup- 
pressive therapy,  with  arrangements  for  periodic 
survey  in  search  for  possible  evidence  of  either  re- 
currence or  metastasis. 

Comment 

This  case  demonstrates  some  of  the  properties  of 
renal-cell  carcinoma.  It  is  the  most  common  type  of 
renal  neoplasm  in  patients  forty-five  years  of  age  and 
older.3’6’7  The  tumor  remained  quiescent,  and  the 
patient  was  completely  asymptomatic  even  up  to  the 
time  of  renal  transplantation.  He  had  no  fever,  he- 
maturia, flank  pain,  leukocytosis,  or  elevated  serum 
alkaline  phosphatase  activity.  Other  parameters 
sometimes  found  in  association  with  hypernephroma, 
such  as  polycythemia,  polyneuritis,  myopathic  dis- 
ease, elevated  serum  calcium,  and  low  serum  phos- 
phorus, were  not  observed  in  this  patient.  Hyper- 
tension is  sometimes  found  in  association  with  hy- 
pernephroma, but  most  investigators  believe  that  this 
is  an  independent  and  incidental  finding.  There  has 
been  no  demonstration  of  cause-and-effect  rela- 
tionship between  the  two  entities.  Our  patient  had 
severe  hypertension,  but  we  attributed  this  to  his  old 
diseased  kidneys  and,  perhaps,  to  some  degree,  to 
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slow  chronic  rejection  of  the  new  grafted  kidney;  he 
had  received  a total  of  three  rejection  treatments 
since  the  time  of  transplantation. 

The  prognosis  and  long-term  survival  rate  of  pa- 
tients with  this  tumor  are  variable  and  sometimes 
may  depend  on  early  detection  and  complete  resec- 
tion.8 However,  the  following  points  have  been  ob- 
served in  association  with  this  tumor:  (1)  prognosis 
is  more  favorable  in  individuals  who  develop  the 
tumor  at  an  earlier  age;  (2)  men  generally  do  better 
than  women;  (3)  early  detection  and  surgery  seem  to 
improve  survival;  (4)  anemia  at  the  time  of  diagnosis 
carries  a grave  prognosis;  (5)  the  presence  of  symp- 
toms, such  as  hematuria,  flank  pain,  and  palpable 
mass,  at  the  time  of  detection  connote  a poor  prog- 
nosis; (6)  the  size  of  the  tumor  at  the  time  of  recog- 
nition affects  prognosis:  the  smaller  the  tumor,  the 
better  the  chance  of  survival;  and,  finally,  (7)  the 
histologic  state  of  the  tumor  affects  survival,  the 
clear-cell  type  having  the  best  result.6’9-11 

It  is  important,  however,  to  mention  that  total 
resection  does  not  guarantee  complete  cure.  Brad- 
ham,  Wannamaker,  and  Pratt-Thomas12  have  de- 
scribed cases  of  recurrence  of  carcinoma  twenty-five 
years  after  nephrectomy.  Furthermore,  in  a review 
of  235  cases  of  renal-cell  carcinoma  surgically  re- 
sected at  The  New  York  Hospital,  Buchanan  found 
that  fifteen  years  postnephrectomy,  8 of  the  surviving 
patients  developed  recurrence.11  Takats  and 
Csapo13  have  reported  death  from  renal-cell  carci- 
noma recurring  thirty-seven  years  after  the  original 
disease  was  resected;  Wilmore14  demonstrated  ce- 
rebral metastasis  of  the  same  tumor  seventeen  years 
after  nephrectomy  for  the  primary  disease.15 


Conclusion 

It  can  be  seen  from  the  cases  cited  here  that  the 
behavior  of  renal-cell  carcinoma  is  quite  variable  and 
sometimes  bizarre  in  nature.  On  this  account,  it  is 
hard  to  estimate  long-term  survival.  It  is  conceivable 


that  with  the  perfection  of  the  means  of  early  de- 
tection, total  and  wide  resection  of  the  tumor  early 
in  its  course  may  improve  the  prognosis.6-10’16 
Since  more  nephrectomies  are  done  today  for 
control  of  malignant  hypertension  or  in  preparation 
for  renal  transplant,  a careful  search  for  neoplasm  in 
the  resected  tissue  by  the  pathologist  may  help  in  the 
early  detection  of  asymptomatic  renal-cell  carcino- 
ma. 
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Few  instances  of  methadone  poisoning  in  children 
have  been  recorded  since  the  drug  was  first  used 
clincially  in  1941;  however,  since  the  introduction  of 
the  methadone  treatment  programs  for  the  man- 
agement of  narcotic  addicts,  accidental  ingestion  of 
methadone  by  children  is  a potential  hazard.1’2  For 
this  reason  the  known  clinical  effects  of  methadone 
should  be  recognized,  such  as  coma  associated  with 
respiratory  depression,  gastrointestinal  spasm,3  and 
miosis.4  In  addition  to  the  more  commonly  de- 
scribed clinical  effects  of  opiates,  experience  with  this 
patient  suggested  that  transient  hypertension  may 
occur  and  may  require  antihypertensive  treatment. 
Hypertension  has  not  been  reported  with  other  op- 
iates; however,  the  transient  nature  and  the  close 
relationship  to  methadone-induced  narcosis  indi- 
cated that  this  was  a direct  effect  of  methadone  or  its 
metabolites.  Although  Buchner  et  al.2  alluded  to 
hypertension  as  demonstrated  by  this  patient,  who 
was  included  in  their  series,  we  believe  the  case  is  of 
sufficient  importance  to  warrant  criticism  of  the 
management  and  consideration  of  possible  causes. 

Case  report 

A two  and  one-half-year-old  boy  was  brought  to 
the  hospital  emergency  room  in  a state  of  coma  and 
respiratory  depression.  At  about  midnight  the 
child’s  father  had  noticed  that  the  child  became  limp 
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and  had  begun  to  have  some  respiratory  difficulty, 
manifested  as  choking  and  gurgling  of  secretions. 
The  father  assisted  breathing  by  mouth-to-mouth 
respiration;  an  ambulance  was  called,  and  the  child 
was  transported  to  the  Roosevelt  Hospital  emergency 
room.  During  the  physician’s  examination,  the 
respirations  slowed,  and  the  child  became  cyanotic 
and  apneic.  Intubation  was  difficult  owing  to  the 
large  size  of  the  tonsils  and  the  onset  of  retching  and 
vomiting;  10  cc.  of  8.4  per  cent  of  sodium  bicarbonate 
ion,  intravenously,  was  given  to  correct  acidosis. 
After  restoring  respirations  with  a manual  resusci- 
tator,  the  child  was  transferred  to  the  respiratory  care 
unit.  Physical  examination  revealed  a two  and 
one-half-year-old  boy  in  a state  of  deep  uncon- 
sciousness with  bilaterally  constricted  pupils  which 
were  pin-point  in  size.  The  systolic  blood  pressure 
was  230/110  mm.  Hg.  Laboratory  data  were  as  fol- 
lows: Hemoglobin,  11.9  Gm.  per  100  ml.;  hematocrit, 
30;  white  blood-cell  count,  11,000  (polymorphonu- 
clear leukocytes  77,  lymphocytes  23);  sugar,  88  mg. 
per  100  ml.;  blood  urea  nitrogen,  14  mg.  per  100  ml.; 
chloride,  108  mEq.  per  liter;  sodium,  135  mM.  per 
liter;  potassium,  4.4  mEq.  per  liter;  carbon  dioxide, 
25;  pH,  7.41;  blood  gas  analysis  (arterial  blood),  pH, 
7.28;  carbon  dioxide  pressure,  10.2  mm.  Hg;  and 
oxygen  saturation,  98.7  per  cent. 

Respirations  were  successfully  maintained  with 
the  assistance  of  a respirator  (Bennett).  Subsequent 
blood  gases  revealed  a satisfactory  acid-base  balance. 
Eight  hours  following  admission  the  child  was  able 
to  breath  well  with  face-mask  oxygen.  Reserpine 
and  hydralazine  hydrochloride  were  given  to  treat  the 
high  systolic  blood  pressure  which  consistently  re- 
mained at  about  190  mm.  Hg. 

Twenty  hours  after  admission,  the  mother  was 
again  questioned  closely  and  confessed  that  she  had 
lost  half  a methadone  tablet  from  her  purse,  20  mg. 
A urine  specimen  was  found  to  be  positive  for 
methadone  but  negative  for  morphine,  quinine,  and 
barbiturates.  Naloxone  hydrochloride  (Narcan), 
0.06  mg.,  intravenous  form,  was  immediately  given, 
but  intramuscularly,  and  the  child  became  irritable, 
awakened,  and  cried.  At  the  same  time  the  pupils 
became  larger  and  reactive  to  light.  However,  these 
effects  were  transitory  and  after  a few  minutes  the 
child  relapsed  into  an  unconscious  state  and  again 
became  apneic  requiring  a second  dose  of  naloxone 
hydrochloride,  0.12  mg.,  intravenously.  Subse- 
quently, thirty  and  thirty-four  hours  after  admission, 
third  and  fourth  doses  of  naloxone  hydrochloride, 
0.06  mg.,  intravenously,  were  necessary,  and  similar 
responses  to  those  that  had  followed  the  earlier  doses 
were  observed.  After  the  fourth  dose,  the  level  of 
consciousness  improved,  the  child  became  irritable, 
and  the  pupils  reacted  to  light,  although  they  re- 
mained small  in  size,  1.5  mm.  The  systolic  blood 
pressure  dropped  to  150  mm.  Hg,  and  reserpine  and 
hydralazine  hydrochloride  were  discontinued.  Forty 
hours  after  admission  the  child  finally  awakened, 
became  fully  conscious,  and  was  able  to  drink  fluids. 
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The  pupils  appeared  normal  in  size,  3 mm.  in  diam- 
eter, and  were  fully  reactive  to  light.  He  was  trans- 
ferred to  the  pediatric  ward  where  serial  blood 
pressures  dropped  to  normal  during  the  following 
twenty-four  hours,  and  at  the  time  of  discharge  four 
days  later  they  remained  normal. 

Comment 

Methadone  has  not  been  implicated  previously  as 
a cause  of  hypertension  either  in  tolerant  adults  who 
take  the  drug  therapeutically  or  in  nontolerant 
children  who  ingest  the  drug  accidentally.  However, 
only  1 other  child  has  been  reported  to  have  devel- 
oped transitory  hypertension  following  methadone 
poisoning;  this  was  a twenty-one-month-old  boy  who 
developed  mild  systolic  hypertension  with  a blood 
pressure  of  140/70  mm.  Hg.3 

To  explain  hypertension  in  this  case,  it  would  be 
logical  to  consider  the  action  of  methadone  on  renin 
secretion  or  to  determine  the  direct  action  of  the 
drug,  or  metabolites,  on  the  sympathetic  nervous 
system.  Although  it  is  not  known  whether  or  not 
methadone,  per  se,  affects  renin  secretion  to  cause 
elevation  of  blood  pressure,  it  is  likely  that  an  active 
metabolite  of  methadone  such  as  that  found  by  Misra 
et  al.5  may  have  this  action;  it  may  act  over  a longer 
time  in  the  nontolerant  individual  owing  to  slower 
metabolism  of  methadone  or  the  metabolite.  A 
phenolic  primary  amine  methadone  metabolite  with 
partial  structural  similarity  to  norepinephrine  has 
been  found  in  rat  brains  at  the  time  of  peak  analgesia, 
and  this  same  metabolite  has  been  observed  as  a 
urinary  excretion  product  of  methadone  in  the  rat.5 
Therefore,  the  finding  that  norepinephrine  caused 
an  increase  in  renin  secretion  suggests  that  a 
structurally  similar  metabolite  of  methadone  could 
cause  hypertension,  not  only  by  increasing  renin  se- 
cretion but  also  by  a direct  vasoconstrictive  action.6 
Furthermore,  the  concept  is  supported  by  the  ob- 
servation that  the  blood-pressure  elevation  did  not 
subside  until  other  clinical  effects  of  methadone  were 
wearing  off  and  treatment  with  reserpine  and  hy- 
dralazine hydrochloride  was  partially  effective. 
Therefore,  it  seems  reasonable  to  suspect  that  the 
norepinephrine-like  metabolite  was  the  causative 
factor  and  also  plausible  to  suggest  that  propranolol, 
a beta  adrenergic  blocker,  may  have  been  the  drug  of 
choice  for  management. 

In  contrast  to  methadone,  the  closely  related  op- 
iate, morphine,  was  found  to  cause  significant  blood 
pooling  and  also  to  create  a secondary  reduction  in 
effective  blood  volume  during  open-heart  operations, 
causing  a decreased  urine  output  during  bypass 
surgery."  Papper  and  Papper8  also  found  that 
morphine  decreased  urine  output;  they  attributed 
this  to  increased  secretion  of  an  antidiuretic  hormone 


(ADH)  and  a reduction  in  renal  blood  flow.  Thus, 
hypertension  could  be  due  either  to  an  increased 
renin  secretion  following  a temporary  episode  of  renal 
anoxia  or  to  an  increase  in  the  circulatory  blood  vol- 
ume.9 However,  we  encountered  normal  serum  so- 
dium values  and  urine-specific  gravity,  making  it 
unlikely  that  methadone  resulted  in  excessive  an- 
tidiuretic hormone  secretion. 

The  use  of  a narcotic  antagonist,  in  this  case  na- 
loxone hydrochloric  acid,  proved  to  be  a life-saving 
measure.  When  dramatic  return  of  consciousness 
occurred  following  the  first  dose,  observation  and 
monitoring  the  vital  signs  were  cautiously  continued; 
then  when  apnea  recurred,  owing  to  the  more  pro- 
longed depressant  effect  of  methadone,  there  was 
sufficient  time  to  give  the  correct  dose  of  naloxone 
hydrochloric  acid.  It  was  apparent  that  the  minimal 
respiratory  depressant  action  of  naloxone  hydro- 
chloric acid  was  a considerable  advantage;  this  makes 
it  preferable  to  other  antagonists  under  these  cir- 
cumstances when  the  cause  of  respiratory  depression 
is  uncertain. 

Summary 

Unconsciousness,  respiratory  depression,  and 
hypertension  occurred  in  a two  and  one-half-year-old 
boy  following  accidental  ingestion  of  methadone. 
The  depressant  action  of  methadone  was  found  to  be 
prolonged  over  forty  hours,  although  an  effective 
narcotic  antagonist,  naloxone  hydrochloric  acid,  was 
given.  Elevated  blood  pressure  returned  to  normal 
as  the  depressant  effects  of  methadone  subsided  and 
when  administration  of  naloxone  hydrochloride  was 
no  longer  necessary. 
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Continuing  education  courses  on  trauma 
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“Continuing  Education  Course  on  Trauma,”  a seminar  for 
surgeons,  interns,  residents,  and  EMTs,  will  be  held  De- 
cember 1-3, 1976,  at  the  Biltmore  Hotel,  43rd  and  Madison 
Avenue,  New  York  City. 

The  course  is  sponsored  by  the  American  College  of 
Surgeons  Committee  on  Trauma,  and  cosponsored  by  the 
Cornell  University  Medical  College  and  The  New  York- 
Brooklyn  Committee  on  Trauma. 

Additional  information  may  be  obtained  by  writing  ei- 
ther the  American  College  of  Surgeons,  Trauma  Division, 
55  East  Erie,  Chicago,  Illinois  60611,  or  Dr.  Shires  at  the 
Department  of  Surgery,  The  New  York  Hospital-Cornell 
Medical  Center,  525  East  68th  Street,  New  York,  New  York 
10021. 

“Review  Course  for  the  Community  Physician” 

“Review  Course  for  the  Community  Physician”  for  con- 
tinuing medical  education  began  on  October  17,  1976,  and 
will  end  on  Sunday,  April  17,  1977,  from  9:00  a.m.  to  12:00 
NOON.  For  application  for  admission,  write  to:  Edward 
H.  Davis,  M.D.,  Chairman,  Continuing  Medical  and 
Graduate  Education  Committee,  Peninsula  Hospital 
Center,  51-15  Beach  Channel  Drive,  Far  Rockaway,  N.Y. 
11691 

An  interspecialty  lectures  series 
on  “The  State  of  the  Art  for  Clinicians” 

Franklin  General  Hospital  and  Tufts  University  School 
of  Medicine  began  an  interspecialty  lecture  series  on  “The 
State  of  the  Art  for  Clinicians”  in  September.  A con- 
tinuing education  series  by  distinguished  professors  of  the 
Tufts  University  School  of  Medicine  for  Category  One 
credit,  the  series  is  offered  to  physicians  of  Nassau  and 
Suffolk  counties  as  a professional  service  by  Franklin 
General  Hospital,  exit  15,  Southern  State  Parkway,  Valley 
Stream,  New  York.  Sessions  are  from  11  a.m.  to  1 p.m.  on 
Thursday  with  light  refreshments. 

Additional  information  for  the  lectures  in  December 
continuing  through  June  may  be  obtained  by  writing  to 
Harold  S.  Sandhaus,  M.D.,  Coordinator,  (telephone  (516) 
825-8800,  extension  368)  Franklin  General  Hospital,  Valley 
Stream,  New  York  11580. 

1977  courses 

The  New  York  University  Post-Graduate  Medical 
School  will  offer  “Review  for  Recertification  in  Internal 
Medicine”  on  Wednesday  evenings  January  5 through 
September  28,  1977,  under  the  direction  of  Saul  J.  Farber, 
M.D.,  and  “Pediatric  Perspective  1977 — Infectious  Dis- 
eases” on  Fridays,  January  7 and  February  11,  under  the 
direction  of  Alfred  L.  Florman,  M.D.,  and  Albina  A.  Claps, 
M.D. 

For  details  about  the  two  courses,  write  or  phone:  Office 
of  the  Associate  Dean,  Registration  Department,  New  York 
University  Post-Graduate  Medical  School,  550  First  Av- 
enue, New  York,  New  York  10017;  telephone  (212)  679- 
3200,  extension  4207 

Forty-fourth  series 

of  Thomas  William  Salmon  lectures 

The  Salmon  Committee  on  Psychiatry  and  Mental 
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Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
casionally, making  periodic  blood  counts 
and  liver  function  tests  advisable  during 
protracted  therapy. 

Supplied:  Librium®  Capsules  containing  5 
mg,  10  mg  or  25  mg  chlordiazepoxide  HCI. 
Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 
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CONCOMITANT  USE? 
MINIMAL  INTERFERENCE  WITH 
MANY  PRIMARY  MEDICATIONS. 


Roche  Laboratories  has  learned 
a lot  about  the  specific  antianxiety 
action  of  Librium.  By  itself.  And  in  the 
presence  of  other  agents. 

With  more  patients  today  taking 
multiple  medications,  this  time-acquired 
knowledge  can  be  an  important  factor  in 
choosing  an  antianxiety  adjunct. 

You  should  know,  for  example, 


that  Librium  is  often  used  concomitantly 
with  many  primary  medications.  Among 
these  are  cardiac  glycosides,  antihyper- 
tensive  agents,  diuretics,  anticholinergics, 
antacids  and  anticoagulants. 

You  should  also  be  aware  that — 
although  no  causal  relationship  has  been 
established — variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  taking  oral  anticoagm 
lants  and  Librium.  Patients  should  be 
cautioned  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants. 

Of  course,  the  specific  calming 
effect  of  Librium  has  been  demonstrated 
in  millions  of  patients  around  the  world. 
And  documented  in  thousands  of  pub' 
lished  clinical  papers. 

Doing  one  thing  well.  Usually 
without  interfering  with  other  medications. 

That’s  basically  what  Librium 
is  all  about. 


LIBRIUM  ® 

chlordiazepoxide  HCI/Roche 

THE  ANXIETY-SPECIFIC 

Please  see  summary  of  product  information  on  opposite  page. 
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Recent  advances  in  fiberoptic  gastrointestinal  en- 
doscopy have  made  it  possible  to  perform  ERCP 
(endoscopic  retrograde  cholangiopancreatography) 
in  a wide  variety  of  clinical  situations.1-5  The  pur- 
pose of  this  article  is  to  report  a patient  with  jaundice 
in  whom  the  use  of  ERCP  assisted  in  the  rapid  di- 
agnosis of  common  bile  duct  obstruction  by  a pan- 
creatic pseudocyst.  This  case  is  selected  from  a se- 
ries of  650  retrograde  pancreatographic  and/or  cho- 
langiographic  procedures  performed  at  the  Man- 
hattan Veterans  Administration  Hospital  between 
October,  1971,  and  February,  1975,  to  aid  in  the  di- 
agnosis and  treatment  of  patients  with  suspected 
pancreatic  and  biliary  tract  disease. 

Case  report 

A thirty-seven-year-old  black  male  was  admitted 
to  the  Manhattan  Veterans  Administration  Hospital 
on  September  30,  1974,  for  evaluation  of  jaundice, 
weight  loss,  and  weakness.  He  had  been  seen  in  the 
hospital  outpatient  department  seven  days  earlier 
where  laboratory  studies  had  revealed  total  bilirubin 
to  be  9.6  mg.  per  100  ml.;  alkaline  phosphatase,  680 
I.  U.  (International  Units),  the  normal  ranging  from 
30  to  85  I.U.;  SCOT  (serum  glutamic  oxaloacetic 


transaminase),  320  I.U.,  the  normal  being  10  to  50 
I.U.;  total  protein,  7.7  Gm.  per  100  ml.;  and  serum 
albumin,  3.9  Gm.  per  100  ml.  Hospitalization  was 
advised,  but  the  patient  refused. 

The  patient  admitted  to  heavy  alcohol  use,  having 
consumed  2 to  3 pints  of  whiskey  per  day  for  many 
years.  He  gave  a history  of  intermittent  jaundice  for 
the  past  eight  years  but  denied  previous  hospitali- 
zations for  liver  disease.  Two  months  prior  to  ad- 
mission he  experienced  severe  abdominal  pains  and 
emesis  after  food  or  alcohol.  He  became  anorectic 
and  gradually  jaundiced,  with  pruritis,  dark  urine, 
acholic  stools,  and  weight  loss.  He  denied  exposure 
to  hepatitis  or  drug  abuse. 

Physical  examination  on  admission  revealed  a 
well-developed  icteric  male  in  no  distress.  The 
temperature  was  99°F.,  the  pulse  80,  and  the  blood 
pressure  1 10/70  mm.  Hg.  Sclerae  were  deeply  icteric. 
No  petechiae  or  spider  angiomata  were  noted.  The 
heart  and  lungs  were  normal.  The  liver  edge  was 
palpable  5 cm.  below  the  right  costal  margin  and 
minimally  tender.  The  spleen  was  not  palpable,  and 
there  was  no  evident  lymphadenopathy.  The 
abdomen  was  scaphoid,  without  evidence  of  free 
fluid.  Rectal  examination  was  normal,  and  stool 
guaiac  result  was  negative.  There  was  no  peripheral 
edema. 

Initial  laboratory  data  included  hematocrit,  37, 
white  blood  cell  count,  9,400  per  cubic  millimeter 
with  80  per  cent  polymorphonuclear  leukocytes  and 
15  per  cent  lymphocytes,  and  prothrombin  time, 
fourteen  seconds,  the  control  being  twelve  seconds. 
The  urinalysis  result  was  positive  for  bilirubin  and 
urobilinogen.  Serum  glucose,  electrolytes,  and  blood 
urea  nitrogen  were  normal.  The  total  bilirubin  was 
20.4  mg.  per  100  ml.,  the  direct  bilirubin  was  16  mg. 
per  100  ml.,  alkaline  phosphatase  was  1,040  I.U., 
SGOT  was  240  I.U.,  total  protein  was  7.3  Gm.  per  100 
ml.,  and  serum  albumin  was  3.2  Gm.  per  100  ml. 
Serum  amylase  was  200  units,  normal  ranging  from 
60  to  160  units.  Chest  roentgenograms  showed 
normal  results.  A roentgenogram  of  the  abdomen 
demonstrated  an  enlarged  hepatic  shadow.  There 
were  no  identifiable  calcifications. 

Thirty-six  hours  after  admission  the  patient  had 
chills  and  a temperature  of  101. 6°F.  Several  blood 
cultures  were  obtained.  To  aid  in  differentiating 
between  extrahepatic  biliary  tract  obstruction  and 
hepatic  parenchymal  disease,  endoscopic  retrograde 
cholangiopancreatography  was  performed  using  7.5 
mg.  diazepam  intravenously  for  sedation  and  1 mg. 
glucagon  intravenously  for  duodenal  aperistalsis  and 
ampullary  sphincter  relaxation.  The  Olympus 
JF-B2  cannulating  fiberoptic  duodenoscope  was 
passed  without  difficulty.  No  esophageal  varices 
were  noted.  The  stomach  was  normal.  The  first 
portion  of  the  duodenum  appeared  compressed  by 
an  extrinsic  posteromedial  mass.  The  papilla  of 
Vater  was  located  and  cannulated  with  a catheter 
prefilled  with  diatrizoate  50  per  cent.  Radiopaque 
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contrast  could  not  be  injected  into  the  pancreatic 
duct.  The  common  bile  duct  was  severely  com- 
pressed and  smoothly  deviated  to  the  right,  indi- 
cating the  presence  of  a mass  arising  from  the  pan- 
creatic head  (Fig.  1A).  The  common  hepatic  duct 
and  intrahepatic  bile  ducts  were  moderately  dilated. 
On  the  same  day,  selective  celiac  and  superior  mes- 
enteric arteriograms  confirmed  the  presence  of  an 
avascular  mass  in  the  region  of  the  pancreatic  head 
(Fig.  IB).  Findings  by  ERCP  and  arteriography 
were  consistent  with  the  presence  of  a pancreatic 
pseudocyst. 

On  the  third  hospital  day  an  exploratory  laparot- 
omy was  performed.  A pancreatic  pseudocyst  8 cm. 
in  diameter  was  found  arising  from  the  head  of  the 
pancreas.  There  was  moderate  adherence  of  the  cyst 
wall  to  the  common  bile  duct  with  entrapment  of  the 
bile  duct  between  the  cyst  wall  and  the  posteromedial 
wall  of  the  duodenum.  A cystoduodenostomy  and 
cholecystostomy  were  performed. 


FIGURE  1.  (A)  Endoscopic  retrograde  cholangiogram. 

Terminal  common  bile  duct  (arrowheads)  severely  com- 
pressed and  deviated  laterally.  Biliary  tree  moderately  di- 
lated. (B)  Superior  mesenteric  arteriogram.  Avascular 
mass  lies  in  sweep  (arrowheads)  of  gastroduodenal  artery. 
(C)  Postoperative  cholecystostomy  tube  cholangiogram. 
After  cystduodenostomy,  biliary  tree  has  been  decompressed. 

After  surgery,  the  patient  improved  rapidly.  On 
the  eighth  hospital  day,  laboratory  values  included 
total  bilirubin,  4.6  mg.  per  100  ml.,  alkaline  phos- 
phatase, 250  I.U.,  and  SGOT,  70  I.U.  A cholecys- 
tostomy tube  cholangiogram  revealed  marked  im- 
provement of  terminal  common  bile  duct  narrowing 
and  intrahepatic  bile  duct  dilatation  (Fig.  1C).  The 
patient  was  discharged  on  October  15, 1974.  He  was 
seen  in  the  outpatient  clinic  two  weeks  later  where 
he  was  asymptomatic,  gaining  weight,  and  abstaining 
from  alcohol.  Liver  function  studies  yielded  normal 
findings. 

Comment 

Although  the  mechanism  of  jaundice  caused  by  an 
expanding  inflammatory  or  neoplastic  mass  in  the 
pancreatic  head  has  been  well  described,6  a paucity 
of  concurrent  clinical  signs  and  symptoms  frequently 
delays  precise  diagnosis  and  proper  clinical  man- 
agement.7-10 In  this  case,  the  occurrence  of  fever  and 
chills  suggestive  of  cholangitis  on  the  second  hospital 
day  made  it  urgent  to  demonstrate  or  exclude  the 
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presence  of  an  extrahepatic  obstructing  lesion  that 
might  benefit  from  surgical  intervention.  ERCP  has 
been  shown  to  be  a safe,  rapid,  and  accurate  tech- 
nique with  unique  potential  to  differentiate  hepa- 
tocellular disease  from  extrahepatic  biliary  ob- 
struction in  patients  with  jaundice.11-13 

Gastroenterology  Section 
Manhattan  Veterans  Administration  Hospital 
408  First  Avenue 
New  York,  New  York  10010 
(DR.  FALKENSTEIN) 
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and  peptic  ulcer 

An  overall  analysis  of  42  studies  involving  5,331  patients 
(including  both  double-blind  and  nondouble-blind  con- 
trolled studies)  does  not  indicate  an  association  between 
steroid  therapy  and  an  increased  incidence  of  peptic  ulcer. 
Results  are  analyzed  in  7 tables  and  discussed  at  consid- 
erable length.  Conn  and  Blitzer  add  a cautionary  note, 
however,  pointing  out  that  there  is  an  apparently  increased 
prevalence  of  ulcer  in  cirrhotic  and  nephrotic  patients  on 
steroid  therapy,  perhaps  as  a function  of  hypoalbumi- 
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nemia,  raising  the  possibility  that  high  blood  levels  of  un- 
bound steroid  may  be  ulcerogenic.  The  striking  associa- 
tion of  total  high-dose  steroid  also  points  in  this  direction. 
Some  investigators  have  reported  evidence  that  under 
certain  circumstances  women  may  respond  more  favorably 
than  men  to  steroid  therapy.  The  steroid-ulcer  myth  arose 
from  anecdotal  reports  during  early  use  of  ACTH,  and 
apparently  has  become  so  firmly  rooted  in  the  medical 
mind  that  even  data  as  impressively  negative  as  those 
presented  here  may  fail  to  overcome  the  prejudice.  Conn, 
H.  0.,  and  Blitzer,  B.  L.:  New  England  J.  Med.  294:  473 
(Feb.  26) 1976 
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Hypoglycemia  is  well  known  in  heart  failure  in 
infants,  but  appears  to  be  less  frequent  and  severe  in 
adults.1,2  The  patient  reported  here  had  unusually 
severe  hypoglycemia  associated  with  severe  heart 
failure. 

Case  report 

A fifty-nine-year-old  black  male  was  admitted  to 
St.  Barnabas  Hospital  in  February,  1974,  com- 
plaining of  progressive  dyspnea.  He  was  already 
receiving  digoxin,  furosemide,  potassium,  and  sodi- 
um warfarin,  the  latter  because  of  a pulmonary  em- 
bolism in  1971.  There  was  a history  of  alcoholism, 
but  the  patient  said  he  had  consumed  no  alcohol 
during  the  preceding  two  years.  In  1963,  he  sus- 
tained a crush  injury  to  the  lumbar  spine  which  re- 
sulted in  persistent  weakness  and  wasting  of  the  legs 
and  sphincter  disturbance.  Positive  physical  find- 
ings included  orthopnea,  a pulse  of  104,  and  blood 
pressure  of  96/60.  The  heart  was  massively  enlarged, 
with  a double  precordial  heave  and  apical  systolic 
murmur.  The  liver  was  enlarged  4 cm.  below  the 
costal  margin.  Arteriography  showed  complete 
obstruction  of  the  right  and  60  per  cent  obstruction 
of  the  left  main  coronary  arteries.  He  was  felt  to 
have  a cardiomyopathy  in  addition  to  coronary  artery 
disease. 

Laboratory  findings  included  a hematocrit  of  36, 
fasting  blood  sugar  of  85  mg.  per  100  ml.,  blood  urea 
nitrogen  38,  sodium  138,  potassium  4.9,  chloride  95, 
and  bicarbonate  27.  The  serum  glutamic  oxaloacetic 
transaminase  was  26,  lactic  dehydrogenase  161, 
chromosome  prenatal  karyotype  100,  and  serum 
glutamic  pyruvic  transaminase  49.  Urinalysis 
showed  2-plus  proteinuria  and  40  to  50  leukocytes  per 
high-power  field. 

On  April  11,  he  developed  extreme  dyspnea  with 
diaphoresis.  There  were  widespread  rales,  engorged 
jugular  veins,  hepatomegaly,  which  was  unchanged, 


and  a pulse  rate  of  128.  Apart  from  the  latter,  his 
electrocardiogram  showed  no  change.  Plasma  glu- 
cose was  15  mg.  per  100  ml.,  glucose  oxidase,  serum 
glutamic  oxaloacetic  transaminase  5,580,  lactic  de- 
hydrogenase 8,440,  creatine  phosphokinase  791,  and 
serum  glutamic  pyruvic  transaminase  2,220.  The 
prothrombin  time  was  74  seconds,  although  anti- 
coagulation had  been  discontinued  two  weeks  pre- 
viously because  of  difficulties  with  control.  He  was 
given  150  cc.  of  50  per  cent  dextrose  intravenously, 
followed  by  an  infusion  of  5 per  cent  dextrose,  along 
with  large  doses  of  parenteral  furosemide.  Five 
hours  later,  while  the  dextrose  infusion  was  still 
running,  his  plasma  glucose  was  49  mg.  per  100  ml. 
His  overall  condition  deteriorated,  he  developed 
pneumonia  and  renal  failure,  and  died  two  days  later. 
Autopsy  permission  was  not  granted. 

Comment 

Liver-cell  necrosis,  poor  dietary  intake,  and  mal- 
absorption must  have  contributed  to  this  patient’s 
hypoglycemia.3  In  addition  to  the  drugs  already 
mentioned,  he  received  small  doses  of  pentazocine 
and  propoxyphene,  but  only  the  latter,  in  very  large 
doses,  has  been  incriminated  in  the  genesis  of  hypo- 
glycemia.4 

The  six-fold  elevation  of  CPK  may  well  have  been 
due  to  the  severe  congestive  heart  failure.  Eshchar 
and  Zimmerman0  found  elevations  of  this  enzyme  in 
7 out  of  27  patients  with  heart  failure  in  the  absence 
of  myocardial  infarction. 

Conclusion 

It  would  appear  that  in  this  patient  hypoglycemia 
was  just  one  of  the  protean  manifestations  of  heart 
failure.  Sweating,  tachycardia,  and  confusion  are 
prominent  features  of  both  these  conditions.  In  view 
of  the  deleterious  effects  of  hypoglycemia  on  myo- 
cardial function,  this  report  suggests  that  frequent 
determinations  of  plasma  glucose  are  indicated  in 
patients  with  severe  heart  failure. 

St.  Barnabas  Hospital 
3rd  Avenue  between  181st 
and  183rd  Streets 
The  Bronx,  N.Y.  10457 
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The  purpose  of  this  report  is  to  propose  the  hy- 
pothesis that  in  hemophilia  victims  local  infection 
predisposes  to  bleeding  at  the  site  of  infection  and 
therefore  warrants  prophylactic  therapy.  It  is  our 
clinical  impression  that  the  incidence  of  bleeding 
from  infected  or  inflamed  organs  is  higher  than 
normal  in  patients  with  coagulation  disorders.  To 
avoid  a state  of  morbidity,  and  even  death,  in  selected 
patients  with  associated  infection,  we  believe  pro- 
phylactic infusion  of  the  deficient  clotting  factor  is 
advisable.  This  report  describes  4 patients  with 
hemophilia  A (factor  VIII  deficiency)  and  1 patient 
with  hemophilia  B (factor  IX  deficiency),  all  of  whom 
developed  local  bleeding  during  a course  of  infec- 
tion. 

Case  reports 

Case  1 . A ten-year-old  white  student  with  a factor 
VIII  level  of  less  than  1 per  cent,  but  no  factor  VIII 
inhibitor,  had  a past  history  of  recurrent  musculo- 
skeletal bleeding  and  an  episode  of  intracranial 
bleeding  and  of  hematuria.  He  was  seen  on  August 
21,  1971,  with  a history  of  rhinorrhea,  sore  throat,  and 
bleeding  from  the  tonsils  for  one  day.  Physical  ex- 
amination revealed  enlarged  tonsils,  with  congestion 
of  the  nasal  and  pharyngeal  mucosa,  and  blood  ooz- 
ing from  both  tonsils.  He  was  treated  with  trans- 
fusions of  cryoprecipitate,  and  the  bleeding  stopped. 


He  had  similar  bleedings  three  and  ten  months  later, 
after  mild  viral  upper  respiratory  infection,  and  was 
treated  successfully  in  a similar  fashion. 

Comment.  This  patient  had  large  tonsils  with  a 
viral  upper  respiratory  infection  resulting  in  tonsillar 
bleeding  requiring  infusion  of  cryoprecipitate. 

Case  2.  A twenty-two-year-old  white  college 
student  with  a factor  VIII  level  of  less  than  1 per  cent 
without  a factor  VIII  inhibitor  had  a history  of 
musculoskeletal  bleeding,  with  mild  hemophilic  ar- 
thropathy and  episodes  of  hematuria.  He  was  seen 
on  February  5,  1973,  for  swelling  and  mild  pain 
around  the  third  lower  molar  on  the  left  side.  A 
dental  consultation  was  obtained,  and  it  was  pre- 
sumed that  he  had  a pericoronitis  with  possible  local 
bleeding.  He  was  treated  with  penicillin  and 
transfused  once  with  a cryoprecipitate.  Three  days 
later  he  returned  with  marked  swelling  of  the  left  side 
of  his  face  and  neck,  significant  trismus,  and  severe 
pain  due  to  obvious  local  bleeding.  He  received  three 
infusions  of  cryoprecipitate  over  a seventy-two-hour 
period  and  improved. 

Comment.  This  patient  had  pericoronitis  with 
possible  bleeding  when  he  was  first  seen.  Although 
he  received  one  infusion  of  cryoprecipitate  and  con- 
ventional treatment  of  pericoronitis,  he  did  not  have 
a follow-up  transfusion  of  cryoprecipitate.  He  de- 
veloped further  bleeding  which  responded  to 
cryoprecipitate  treatment. 

Case  3.  A twenty-two-year-old  white  college 
student  had  a factor  VIII  level  of  less  than  1 per  cent 
with  a known  high-titer  factor  VIII  inhibitor.  He 
had  a history  of  many  episodes  of  musculoskeletal 
bleeding  and  posttraumatic  subarachnoid  hemor- 
rhage with  residual  weakness  in  the  left  leg.  He  was 
brought  to  the  emergency  room  on  December  31, 
1970,  after  having  collapsed  on  the  floor  of  his 
apartment  while  going  from  his  bedroom  to  a bath- 
room. He  had  no  vital  signs  on  arrival.  Although 
there  was  no  history  of  trauma,  he  had  complained 
of  mild  abdominal  pain  a few  hours  before  death. 
Four  days  prior  to  this,  he  was  seen  by  a physician 
because  of  generalized  malaise,  mild  fever,  and  sore 
throat.  He  was  noted  to  have  moderate  enlargement 
of  axillary  and  cervical  lymph  nodes,  and  the  spleen 
was  felt  about  5 cm.  below  the  left  costal  margin. 
The  monospot  spot  test  disclosed  positive  findings, 
and  he  had  atypical  lymphocytes  in  his  peripheral 
blood.  A diagnosis  of  infectious  mononucleosis  had 
been  made  at  that  time,  and  he  was  advised  to  rest 
at  home.  Postmortem  examination  revealed  ap- 
proximately 3,200  cc.  of  free  blood  in  the  abdominal 
cavity;  the  spleen  was  soft,  weighed  1,300  Gm.,  and 
was  completely  denuded  except  in  the  hilus.  Cut 
sections  showed  marked  congestion  of  red  pulp,  with 
disappearance  of  the  follicular  structure.  The  liver 
was  enlarged,  weighing  2,600  Gm.  There  was  sig- 
nificant lymph-node  enlargement  at  the  hila  of  both 
lungs  and  around  the  esophagus,  the  common  bile 
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duct,  the  head  and  body  of  the  pancreas,  and  along 
the  greater  curvature  of  the  stomach  and  abdominal 
aorta.  Microscopic  sections  were  compatible  with 
infectious  mononucleosis. 

Comment.  This  patient  had  infectious  mononu- 
cleosis with  spontaneous  rupture  of  the  spleen.  Al- 
though splenic  rupture  during  the  course  of  infec- 
tious mononucleosis  has  been  reported  in  hemo- 
philiacs, prophylactic  treatment  has  not  been  em- 
phasized.1’2 We  think  that  pain  in  the  left  upper 
quadrant  area,  with  an  enlarged  spleen,  in  hemo- 
philiacs with  infectious  mononucleosis,  deserves 
special  consideration  for  hospitalization  and  pro- 
phylactic therapy  with  antihemophilic  factor.  For 
a hemophiliac  with  a circulating  inhibitor  against 
factor  VIII,  one  would  not  attempt  prophylactic 
treatment  because  of  the  anamnestic  response  to 
infused  factor  VIII,  which  would  usually  raise  the 
inhibitor  titer  five  to  seven  days  after  treatment  and 
could  endanger  further  management. 3 However,  if 
this  patient  had  not  died  before  reaching  the  hospital, 
treatment  certainly  would  have  been  attempted. 
The  infusion  of  large  amounts  of  factor  VIII  con- 
centrate, followed  by  exchange  transfusion  in  a pa- 
tient with  high  titers  of  inhibitors,  corticosteroids, 
and  antimetabolites  and  alkylating  agents,  either 
singly  or  in  combination,  has  been  recommended.4-10 
In  countries  where  bovine  and  porcine  factor  VIII 
preparations  are  available,  they  might  be  used  in  such 
a patient  if  it  could  be  shown  in  vitro  that  the  pa- 
tient’s inhibitor  was  not  active  against  them.  One 
should  also  keep  in  mind  that  resistance  to  these 
materials  usually  develops  after  about  one  week  of 
therapy.11  Of  perhaps  greater  importance,  an  acti- 
vated prothrombin  concentrate12  and,  more  recently, 
factor  IX  concentrate13  have  been  used  successfully 
for  the  treatment  of  hemorrhagic  episodes  in  patients 
with  factor  VIII  inhibitors. 

Case  4.  A sixteen-year-old  black  student  with  a 
factor  IX  level  of  less  than  1 per  cent  without  a factor 
IX  inhibitor  had  a history  of  many  episodes  of  mus- 
culoskeletal bleeding,  severe  hemophilic  arthropathy, 
and  an  episode  of  intracranial  bleeding.  He  was  seen 
on  November  9,  1973,  with  a history  of  rhinorrhea, 
sore  throat,  and  tonsillar  bleeding.  Physical  exam- 
ination revealed  redness  of  the  oropharyngeal  mu- 
cosa with  blood  oozing  from  the  left  tonsillar  area. 
He  was  transfused  with  factor  IX  concentrate  and 
had  no  further  bleeding. 

Comment.  This  patient  had  a viral  upper  respi- 
ratory infection  with  tonsillar  bleeding  which  re- 
sponded to  infusion  of  factor  IX  concentrate. 

Case  5.  A thirty-three-year-old  white  printer  with 
a factor  VIII  level  of  2.2  per  cent  without  a factor  VIII 
inhibitor  had  a history  of  posttraumatic  musculo- 
skeletal bleeding  and  spontaneous  hematuria.  He 
was  seen  by  a dentist  on  January  3, 1973,  because  of 
localized  pain  around  his  right  upper  molars.  Ex- 
amination was  unrevealing,  and  he  was  sent  to  the 


Hemophilia  Center  of  Western  New  York,  Inc.,  for 
further  evaluation.  He  gave  a history  of  several  days 
of  upper  respiratory  infection  with  rhinorrhea,  mild 
fever,  and  dull  pain  over  the  right  side  of  his  face. 
The  night  before,  he  had  had  very  sharp  pain  in  his 
face  with  radiation  to  his  right  upper  molar  teeth. 
Physical  examination  revealed  congestion  of  the 
nasal  mucosa  and  pharynx  with  localized  pain  over 
the  maxillary  sinus  on  the  right  side.  X-ray  film 
examination  showed  a fluid  level  within  the  maxillary 
antrum  on  the  right  side.  He  was  given  cryoprecip- 
itate  infusions  with  marked  improvement  of  pain 
within  six  to  eight  hours. 

Comment.  This  patient  had  an  upper  respiratory 
viral  infection  with  involvement  of  maxillary  sinuses. 
Although  he  is  a mild  hemophiliac,  he  apparently 
bled  into  the  maxillary  sinus  on  the  right  side,  and 
responded  to  cryoprecipitate. 

Comment 

Anatomically,  vascular  dilatation,  fluid  exudation, 
and  accumulation  of  inflammatory  cells  are  tissue 
reactions  to  local  infection  or  inflammation.  When 
there  is  a significant  injury  to  the  vessel  wall,  whole 
blood  may  pass  through  to  cause  hemorrhage.14  The 
hemostatic  mechanism  is  designed  to  seal  such  leaks 
in  the  vascular  system  as  rapidly  as  possible.  Qual- 
itative or  quantitative  defects  of  any  one  of  the 
components  of  this  mechanism,  such  as  blood  vessels, 
platelets,  and  coagulation  factors,  increase  the  risk 
of  hemorrhage.  Patients  with  hemophilia  have  a 
severe  defect  in  the  coagulation  component  of  he- 
mostasis. It  is  widely  acknowledged  that  interfer- 
ence with  platelet  function,  as  by  the  use  of  aspirin, 
increases  their  propensity  to  hemorrhage.15  Simi- 
larly, it  is  a reasonable  supposition  that  local  vascular 
damage  in  a hemophiliac,  by  infection  or  inflamma- 
tion, will  increase  the  risk  of  hemorrhage  at  that  site. 
The  problem  would  be  expected  to  be  even  more  se- 
rious if  the  patient  had  systemic  infection  associated 
with  thrombocytopenia,  septic  microemboli,  and 
severe  allergic  or  toxic  damage  to  vessels. 

Conclusion 

We  reported  5 patients  with  hemophilia  who  had 
local  bleeding  from  infected  or  inflamed  areas.  Be- 
cause bleeding  may  increase  morbidity  and  even 
cause  death  in  these  patients  during  a course  of  local 
or  systemic  infection  such  as  pneumonia,  meningitis, 
endocarditis,  and  so  forth,  we  suggest  that  the  pro- 
phylactic infusion  of  the  deficient  clotting  factor 
should  be  considered  in  appropriate  cases. 

Edward  J.  Mever  Memorial  Hospital 
462  Grider  Street 
Buffalo,  New  York  14215 
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WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium' 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs.  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  K~  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrier  and  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  :n  pregnancy  or  in  women  who  mi ght 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K frequently;  both  can  cause  K~  retention  and 
elevated  serum  K . Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias. 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium*  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  'Dyrenium'  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia). decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluoiescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 
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stitutional use  only). 

SK&F  CO.,  Carolina,  P.R.  00630 

Subsidiary  of  SmithKline  Corporation 


TRIAMTERENE  CONSERVES  POTASSIUM  WHILE 
HYDROCHLOROTHIAZIDE  LOWERS  BLOOD  PRESSURE 


2037 


Preduodenal 
Portal  Vein 

JOHN  M.  DAVIS,  M.D. 

New  York  City 

Surgical  Resident,  New  York  Hospital 


Preduodenal  portal  vein  is  a dangerous  but  fortu- 
nately rare  situation.  In  the  world  literature  there 
have  been  only  32  reported  cases,  this  being  the 
thirty-third.  The  danger  of  this  anatomic  variation 
was  underlined  by  Knight.1  He  reported  the  first 
case  in  1921  found  in  a dissecting  room  cadaver.  The 
danger  of  this  anomaly  is  that  the  vein  lies  in  the 
most  superficial  position,  ventral  to  the  common 
duct.  The  situation  might  predispose  to  portal  vein 
injury  in  an  otherwise  routine  cholecystectomy  and 
common  duct  exploration. 

Case  report 

A thirty-eight-year-old  white  female  was  referred 
to  the  surgical  service  at  The  New  York  Hospital  with 
a one-year  history  of  right  upper-quadrant  pain, 
without  radiation,  crampy  in  nature,  with  no  history 
of  jaundice.  There  was  no  history  of  gastrointestinal 
bleeding  elicited.  The  past  medical  history  revealed 
several  years  of  “spastic  colitis”  treated  with  chlor- 
diazepoxide  hydrochloride  and  clidinium  bromide 
(Librax)  and  psyllium  hydrophilic  mucilloid  (Me- 
tamucil).2  A gallbladder  series  done  as  an  outpatient 
showed  numerous  medium-sized  calculi  in  an  hour- 
glass gallbladder. 

Intraoperatively  a bilobed  gallbladder  was  found 
with  a small  cystic  duct  and  a normal-sized  common 
duct.  A portal  vein  was  found  lying  ventral  to  the 
duodenum  and  the  pancreas.  The  right  colon  was 
highly  mobile,  facilitating  an  incidental  appendec- 
tomy. The  postoperative  course  was  marked  by  gas 
pains  six  days  after  surgery.  This  cleared  with  ene- 
mas. The  patient  was  discharged  twelve  days  post- 
operatively. 

In  reviewing  the  cases  of  preduodenal  portal  vein 
reviewed  by  Bower  and  Ternberg2  the  majority  of 
patients,  23  of  32,  have  been  pediatric,  appearing 
with  duodenal  obstruction  or  upper  gastrointestinal 
bleeding.  There  were  no  patients  admitted  with 
cholelithiasis.  In  fact  all  of  the  patients  except  one 
had  symptoms  that  could  be  related  to  their  anom- 
alous portal  vein. 

The  patient  presented  here  described  a recent 
onset  of  upper  abdominal  symptoms  characteristic 
of  cholelithiasis.  She  complained  of  no  previous 
upper  gastrointestinal  symptoms  which  could  he 


FIGURE  1 . Portal  vein  anterior  to  head  of  pancreas  and  first 
part  of  duodenum. 

related  to  obstruction  of  the  duodenum.  There  was 
a long  history  of  “spastic  colitis”  for  which  she  was 
being  treated.  This  lower  gastrointestinal  complaint 
can  be  explained  on  an  anatomic  basis  by  her  highly 
mobile  right  colon.  This  finding  and  more  severe 
forms  of  malrotation  is  frequently,  70  per  cent  of  the 
time,  associated  with  preduodenal  portal  vein. 

A unique  variation  in  this  patient  is  the  so-called 
hourglass  gallbladder.  This  configuration  may  occur 
congenitally  or  as  a result  of  scarring  from  chronic 
cholelithiasis  and  cholecystitis,  which  is  not  neces- 
sarily associated  with  other  anomalies  of  the  ab- 
dominal cavity. 

Summary 

Presented  is  a case  of  preduodenal  portal  vein 
found  in  an  adult  on  routine  cholecystectomy.  As- 
sociated with  this  was  a highly  mobile  right  colon  and 
an  hourglass  gallbladder. 

1303  York  Avenue  #3H 
New  York,  N.Y.  10021 
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Drug  Approval 
Process  and  FDA* 

ALEXANDER  M.  SCHMIDT,  M.D. 

Rockland,  Maryland 

Commissioner  of  the  Food  and  Drug  Administration  in  the  Public 
Health  Service,  U.S.  Department  of  Health,  Education,  and 
Welfare 

The  Federal  Food,  Drug,  and  Cosmetic  Act  states 
that  no  new  drug  may  be  marketed  in  the  United 
States  unless  an  NDA  (new  drug  application)  has 
been  approved  for  that  drug  by  the  FDA  (Food  and 
Drug  Administration)  agency.  To  have  an  NDA 
approved,  a manufacturer  must  submit  substantial 
evidence  showing  the  safety  and  effectiveness  of  the 
drug  under  the  use  proposed.  The  law  permits  the 
FDA  only  one  hundred  and  eighty  days  to  render  a 
decision  on  an  application.  Frequently,  however,  if 
deficiencies  are  found,  the  company  and  the  FDA 
agree  to  an  extension  of  time  to  permit  additional 
documentation  to  be  submitted  before  a final  deci- 
sion is  made.  Otherwise  , the  FDA  must  either  ap- 
prove the  NDA  or  disapprove  it.  The  grounds  for 
denying  or  disapproving  an  application  are  specified 
in  the  law  and  in  detailed  regulations. 

The  process  by  which  a decision  is  made  regarding 
an  NDA  actually  commences  much  earlier  than 
submission  of  the  NDA  itself.  The  law  requires  that 
any  research  on  a new  drug  in  human  beings  can  be 
done  only  after  a notice  of  claimed  exemption  for  an 
IND  (investigational  new  drug)  has  been  submitted 
to  the  FDA  and  at  least  thirty  days  have  expired 
without  notification  from  the  FDA  that  use  may  not 
commence.  Thus  companies  comtemplating  mar- 
keting of  a new  drug  will  generally  have  already  done 
clinical  trials  to  establish  safety  and  effectiveness 
under  one  or  more  INDs.  Although  the  function  of 
the  IND  is  primarily  to  prevent  exposure  of  the 
human  subjects  engaged  in  the  research  to  unjusti- 
fied and  unnecessary  safety  risks,  a secondary  pur- 
pose is  to  allow  the  FDA  to  evaluate  continuously  the 
process  by  which  a firm  gathers  data  about  a new 
drug  prior  to  submission  of  an  NDA. 

The  decisions  to  permit  research  under  an  IND 
and  to  approve  or  to  disapprove  an  NDA  originate 
within  an  FDA  drug  review  team.  This  team  is 

* Reprinted  from  an  abstract  in  Connecticut  Medicine  39:  237 
(Apr.)  1975,  of  a statement  by  Dr.  Schmidt  given  before  the  Senate 
Subcommittee  on  Health,  September  24, 1974. 


comprised  of  a medical  officer  (generally  a physician 
with  some  specialty),  a chemist,  and  a pharmacolo- 
gist. It  may  include  other  persons  with  expertise  in 
biostatistics  or  specialities  of  medical  practice  related 
to  the  patients  in  whom  the  drug  is  intended  to  be 
used.  These  individuals  perform  the  ongoing  FDA 
review  of  all  documents  relating  to  a specific  drug, 
conduct  the  various  reviews  necessary  to  make  an 
institutional  decision,  and  make  the  scientific  rec- 
ommendations to  the  management  of  the  agency. 

In  recent  years,  to  expand  the  expertise  of  the 
agency  and  to  develop  closer  contact  with  the  medical 
and  scientific  community,  the  FDA  has  developed  a 
series  of  advisory  committees  made  up  of  experts  in 
particular  fields.  These  committees  review  impor- 
tant scientific  decisions  and  advise  the  agency  on 
critical  questions.  Often  matters  of  difficulty  are 
referred  to  them  by  the  FDA  drug  review  team,  or  by 
others  in  the  drug  review  process,  for  guidance. 

All  matters  involving  INDs  and  NDAs  are  subject 
to  supervisory  review.  Within  the  Bureau  of  Drugs 
there  is  an  office  of  scientific  evaluation.  This  office 
includes  six  divisions  into  which  all  the  major  drug 
categories  are  assigned.  Drug  review  teams  are  or- 
ganized within  these  divisions.  Thus,  the  recom- 
mendations of  any  drug  review  team  are  first  re- 
viewed at  the  division  level  and  must  be  subject  to  the 
approval  of  the  division  director.  Thereafter,  all 
approvals  and  disapprovals  of  new  drug  applications 
and  all  orders  to  terminate  INDs  are  reviewed  by  the 
director  of  the  office  of  scientific  evaluation  of  the 
Bureau  of  Drugs.  Finally,  all  decisions  to  approve 
or  disapprove  significant  NDAs  and  to  terminate 
INDs  are  ultimately  made  by  the  director  of  the 
Bureau  of  Drugs. 

FDA  drug  review  team 

Composition  and  activities.  To  arrive  at  sound 
decisions  in  evaluating  INDs  and  NDAs,  the  agency 
has  developed  a team  review  process  that  involves 
medical  officers,  pharmacologists,  chemists,  and, 
whenever  necessary,  biostatisticians  and  members 
of  other  disciplines.  Where  possible,  the  same  re- 
viewing team  follows  a drug  from  the  IND  phase, 
through  the  NDA,  and  into  the  postmarketing  peri- 
od. The  functions  of  each  member  of  the  team  are 
related  to  their  expertise. 

The  reviewing  chemist  evaluates  those  sections  of 
INDs  and  NDAs  dealing  with  chemical  components, 
manufacturing,  processing,  package  and  control 
operations,  and  the  technical  aspects  of  labeling. 

The  reviewing  pharmacologist  evaluates  the  ade- 
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quacy  of  animal  pharmacologic  and  toxicologic 
studies  and,  based  on  these  studies,  assesses  the 
relative  risk  involved  in  administering  the  drug  to 
human  beings. 

The  medical  officer  reviews  proposed  clinical  trials 
of  new  drugs  not  only  from  the  standpoint  of  safety, 
but  also  to  determine  if  a pharmacologic  rationale  has 
been  demonstrated  adequately  for  the  drug,  and  if 
the  protocol  is  properly  designed  so  that  the  study 
could  be  expected  to  achieve  the  proposed  objectives. 
Medical  review  of  an  NDA  must  evaluate  the  clinical 
studies  submitted  and  recommend  whether  or  not 
they  are  adequate  and  well  controlled  and  whether 
or  not  they  suggest  safety  and  effectiveness.  The 
medical  officer  reviews  the  findings  of  the  chemist 
and  pharmacologist  and  makes  recommendations 
regarding  the  benefit  expected  from  the  drug  and  the 
risks  involved. 

The  members  of  the  FDA  drug  review  team  act 
independently  within  their  respective  disciplines,  as 
well  as  collectively  as  a team.  Initially  they  report, 
respectively,  to  the  supervisory  chemist,  supervisory 
pharmacologist,  or  medical  officer  group  leader 
within  their  division.  After  each  discipline  has 
prepared  its  review,  the  team  meets  with  the  medical 
officer  group  leader  to  prepare  joint  recommenda- 
tions to  the  division  director.  Throughout  the  re- 
view, members  of  the  team  consult  with  each  other, 
sharing  insights  and  information. 

Assignment  of  individuals  to  teams.  The  se- 
lection of  individuals  for  the  team  is  made  indepen- 
dently by  the  supervisory  chemist,  supervisory 
pharmacologist,  and  medical  officer  group  leader 
within  that  division  for  assignment  to  a reviewer  in 
each  of  those  disciplines.  Assignments  to  reviewers 
are  generally  based  on  (1)  the  area  of  expertise  of  the 
reviewer,  (2)  his  experience  with  certain  categories 
of  drugs,  (3)  his  experience  in  reviewing  drugs,  and 
(4)  an  acceptable  distribution  of  the  workload. 

Recruitment  of  professionals.  The  quality  of 
the  drug  review  process  depends  on  the  skills  of  our 
staff,  our  advisers,  and  our  executive  leadership — 
and  their  level  of  expertise  and  the  quality  of  their 
judgments.  The  agency  has  devoted  considerable 
effort  to  attract  the  kinds  of  talented  professionals 
to  the  FDA’s  vital  programs. 

Use  of  advisory  committees  by  FDA 

General  background.  There  are  a number  of 
advantages  to  the  use  of  advisory  committees,  both 
to  the  FDA  and  to  the  public: 

1.  The  FDA  gains  access  to  highest  levels  of 
scholarship  in  the  scientific  community  and  in  other 
Federal  agencies.  State-of-the-art  knowledge  is 
contributed  by  individuals  engaged  in  research  or 
clinical  practice. 

2.  Regulatory  decisions  are  recognized  by  af- 
fected parties  as  having  included  advice  from  leaders 


in  the  medical,  academic,  and  scientific  communities, 
all  of  whom  are  visible  and  accountable. 

3.  Participation  by  the  scientific  community  and 
the  public  in  meetings  improves  the  credibility,  ac- 
ceptability, and  influence  of  agency  decisions  because 
the  public  recognizes  the  integrity  of  an  open  deci- 
sion-making process  by  competent  individuals. 

4.  In  selected  areas  where  the  agency  lacks  in- 
tramural expertise,  consultation  with  technical 
committees  or  panels  permits  prompt  access  to  the 
expertise  required  for  a responsive  solution  to  the 
regulatory  problem. 

5.  The  rotational  nature  of  committee  member- 
ships insures  the  availability  of  individuals  who  are 
outstanding  in  their  fields. 

6.  Exposure  of  consultants,  committee  members, 
and  the  public  to  the  agency’s  deliberation  and 
problems  promotes  dissemination  of  information 
that  might  otherwise  be  confined  to  official  circles. 

7.  The  advisory  committee  meeting  itself  aids 
decision-making  by  providing  a formal  setting  for 
comprehensive  review  of  data,  scientific  discussion, 
and  resolution  of  problems. 

Activities  of  advisory  committees.  Data  for 
review  are  supplied  to  the  committee  members  in 
advance  of  the  meeting  together  with  the  questions 
to  which  we  wish  the  committee  to  respond.  In  some 
cases,  a subcommittee,  and,  frequently,  an  individual 
committee  member  are  appointed  by  the  committee 
chairman  to  review  the  data  in  depth  and  report  to 
the  entire  committee.  In  certain  cases  involving 
INDs  and  NDAs,  and  always  if  requested,  we  furnish 
the  available  raw  data  to  advisory  committee  mem- 
bers for  their  review.  It  is  particularly  important 
that  those  members  requested  to  do  an  in-depth  re- 
view acquaint  themselves  with  the  raw  data  on  the 
important  clinical  trials.  Before  each  meeting  in- 
terested members  of  the  public  and  of  the  regulated 
industry  are  invited  to  make  a presentation  at  the 
scheduled  meeting.  When  specific  firms  are  in- 
volved, they  are  asked  to  submit  backup  data  in  ad- 
vance for  review  by  the  committee.  Oral  presenta- 
tions are  made  not  only  by  the  public  and  the  in- 
dustry but  also  by  FDA  staff.  The  recommendations 
made  by  the  advisory  committees  are  based  on  cited 
evidence  supporting  their  conclusions. 

To  protect  trade  secrets  and  other  privileged  in- 
formation, members  are  carefully  briefed  as  to  the 
steps  which  should  be  taken  to  accomplish  this. 
Explanations  are  provided  as  to  what  is  protected 
under  Federal  laws. 

Dealing  with  industry  and  public 

Contacts  with  sponsor.  The  Food  and  Drug 
Administration  believes  that  any  citizen  has  a right 
to  talk  to  or  meet  with  the  employees  of  the  agency 
concerning  any  matter  of  interest  to  that  citizen 
which  is  within  the  FDAs  jurisdiction.  This  applies 


2040  New  York  State  Journal  of  Medicine/ November  1976 


to  industry,  consumers,  and  physicians. 

Certainly,  drug  companies  that  have  submitted 
INDs  or  NDAs  to  the  agency  are  entitled  to  meet 
with  the  Bureau  of  Drugs.  During  the  course  of  the 
drug  review  process,  there  are  usually  frequent  con- 
tacts with  the  sponsor.  These  meetings  should  not 
be  viewed  as  a subversion  of  the  agency’s  objectivity, 
but  rather  as  an  opportunity  for  exchange  of  infor- 
mation; this  often  helps  to  improve  the  quality  of 
submissions,  to  facilitate  correction  of  deficiencies, 
and  to  anticipate  and  resolve  differences,  and  thereby 
reduce  subsequent  litigation. 

Public  access  to  information.  It  is  important 
for  the  FDA  to  have  a public  information  policy  that 
is  understood  by  our  own  employees,  as  well  as  by  the 
public.  FDA’s  policy  is  to  be  as  open  as  possible  on 
the  information  in  our  files,  in  accordance  with  the 
policy  behind  the  Freedom  of  Information  Act.  We 
do  not  invoke  the  exemptions  to  the  Act  except  where 
there  is  sound  reason  to  do  so.  Certain  criminal 
statutes  flatly  prohibit  us  from  releasing  certain  in- 
formation, including  trade  secrets. 

“Pressures”  on  FDA  by  industry  and  other 
outsiders.  By  far  the  greatest  pressure  the  Bureau 
of  Drugs  or  the  Food  and  Drug  Administration  re- 
ceives with  respect  to  the  new  drug  approval  process 
is  brought  to  bear  through  Congressional  hearings. 
In  all  our  history,  we  are  unable  to  find  one  instance 
where  a Congressional  hearing  investigated  the 
failure  of  FDA  to  approve  a new  drug.  The  occasions 
on  which  hearings  have  been  held  to  criticize  ap- 
proval of  a new  drug  have  been  so  frequent  in  the  past 
ten  years  that  we  have  not  even  attempted  to  count 
them. 

At  both  the  staff  and  managerial  levels,  the  mes- 
sage conveyed  by  this  situation  could  not  be  more 
clear.  Whenever  a difficult  or  controversial  issue  is 
resolved  by  approval,  the  agency  and  the  individuals 
involved  will  be  publicly  investigated.  Whenever  it 
is  resolved  by  disapproval,  no  inquiry  will  be  made. 
The  Congressional  pressure  for  negative  action  is 
therefore  intense  and  ever  increasing. 

This  can  be  remedied  only  by  Congressional  rec- 
ognition that  the  failure  to  approve  an  important  new 
drug  may  well  be  extremely  detrimental  to  the  public 
health.  Congress  should  be  as  willing  to  investigate 
charges  that  the  FDA  is  not  approving  important  new 
therapeutic  advances  as  it  is  to  hear  charges  that  we 
resolve  close  issues  in  favor  of  approval.  Until  per- 
spective is  brought  to  the  legislative  oversight  func- 
tion, the  pressure  from  Congress  for  the  FDA  to 
disapprove  new  drugs  will  continue  to  be  felt,  and 
could  be  a major  factor  in  health  care  in  this  coun- 
try. 

Final  decisions 

Risk-benefit  judgment.  The  judgment  that 
must  be  made  by  the  FDA  in  reviewing  an  IND  to 
justify  the  proposed  testing  is  whether  or  not  there 


is  sufficient  evidence  of  safety  derived  from  pre- 
clinical  (animal)  studies  and  sufficient  promise  or 
prospect  of  achieving  medically  significant  effects  to 
warrant  introduction  to  human  trial.  Similarly,  at 
critical  phases  in  the  investigational  process,  the 
same  kind  of  judgment  is  made  about  continuing 
such  trials.  NDA  review  necessitates  an  evaluation 
of  all  available  data  to  permit  a conclusion  as  to 
whether  or  not  the  safety  and  effectiveness  of  the  new 
drug  has  been  demonstrated  to  the  satisfaction  of 
responsible  agency  officials.  Continuing  post-NDA 
review  of  marketed  drugs  permits  reconsideration  of 
the  NDA  approval  decision  with  a view  to  revising  the 
labeling  or  withdrawing  the  drug  from  marketing. 

The  IND.  The  prime  purpose  of  the  IND  is  to 
protect  the  safety  of  investigational  subjects  while 
developing  the  data  on  safety  and  effectiveness 
necessary  to  permit  the  marketing  of  the  drug.  A 
corollary  responsibility  of  IND  is  to  ensure  the  ap- 
propriateness and  scientific  design  of  studies  under 
the  IND  so  that  the  IND  review  process  may  effi- 
ciently anticipate  and  prevent  problems  which  might 
arise  in  NDA  review. 

The  considerations  on  which  the  FDA  makes  its 
decision  to  permit  or  restrict  initial  research  include: 

The  protection  of  the  human  research  subject. 

The  adequacy  of  animal  studies  already  completed 
and  analyzed. 

The  scientific  merits  of  the  research  plan. 

The  qualifications  of  the  investigator. 

The  NDA.  The  “critical  phase”  conferences  held 
during  the  IND  process  just  described  are  a recent 
development.  It  is  hoped  that,  by  the  last  confer- 
ence, the  FDA  and  the  sponsor  of  the  IND  will  be  in 
basic  agreement  about  the  kinds  and  the  adequacy 
of  data  on  which  the  NDA  will  be  based,  so  that  the 
NDA  will  be  simply  a formal  pulling  together  and 
organization  of  data  acquired  through  many  kinds 
of  trials  conducted  over  several  years  of  drug  devel- 
opment. 

The  NDA  must  contain  all  information,  both  fa- 
vorable and  unfavorable,  the  sponsor  has  obtained 
through  investigations  relating  to  both  the  safety  and 
the  effectiveness  of  the  new  drug.  Each  NDA  con- 
sists of  about  2 to  15  volumes  of  summary  material 
accompanied  by  about  10  to  100  volumes  (occasion- 
ally up  to  400  volumes)  of  raw  data. 

By  law,  the  FDA  has  one  hundred  and  eighty  days 
in  which  to  review  the  NDA  and  either  approve  or 
disapprove  the  application.  The  FDA  may  withhold 
final  action  on  the  NDA  pending  the  compilation  and 
submission  of  additional  data,  however,  if  the  ap- 
plicant agrees  to  the  extension.  The  grounds  for 
refusing  to  approve  an  application  are  specified  in  the 
Act  and  regulations.  Where  the  FDA  proposes  to 
refuse  to  approve  the  NDA,  the  applicant  is  notified 
of  an  opportunity  for  a hearing  on  the  question  of 
whether  or  not  the  NDA  is  approvable. 

Subsequent  review.  Responsibility  of  the  Food 
and  Drug  Administration  for  the  safety  and  efficacy 
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of  drugs  continues  after  marketing  approval  is  given. 
If  at  any  time  clinical  or  other  scientific  data  lead 
reviewers  to  conclude  that  the  safety  or  efficacy  of  a 
marketed  drug  is  different  from  what  it  was  when 
approved,  labeling  changes  may  be  effected  and,  in 
some  instances,  actions  may  be  taken  to  withdraw  the 
drug  from  the  market.  Information  which  may  re- 
sult in  these  actions  may  come  to  the  FDA  from  its 
own  records  and  reports  (including  adverse  reaction) 
which  are  required  by  regulation,  spontaneously  re- 
ceived information,  postmarketing  studies  (required 
for  some  drugs),  FDA  laboratory  testing  facilities,  or 
new  chemical  and  pharmacologic  data. 

We  do  consider  the  present  review  system  to  be  far 
superior  to  systems  used  in  the  past,  although  we  still 
wish  to  improve  it.  In  the  1950s,  pharmacology, 
chemistry,  and  medical  reviews  were  carried  out  in 
different  divisions.  The  medical  officer  received  the 
recommendations  of  the  chemist  and  pharmacolo- 
gists, and  issued  a disapproval  letter  without  addi- 
tional review.  This  produced  a real  double  standard 
for  review,  for  only  letters  of  approval  were  sent 
through  channels  to  the  commissioner  for  signature. 
Disapprovals  could  be  issued  by  the  reviewing  med- 
ical officer  with  no  supervisory  review.  In  the  early 
1960s,  supervisory  approval  of  the  medical  officer’s 


AMA  sponsors  rural  health 
educational  activities 

National  attention  was  given  to  the  improvement  of  rural 
health  care  delivery  in  April,  the  result  of  a two-pronged 
approach. 

On  April  7-9,  the  American  Medical  Association  spon- 
sored the  29th  National  Conference  on  Rural  Health  in 
Phoenix,  Arizona. 

April  4 was  the  kick-off  of  National  Rural  Health  Week, 
as  proclaimed  by  President  Gerald  R.  Ford.  The  Week 
was  sponsored  by  the  AMA  in  cooperation  with  the 
American  Dental  Association,  American  Hospital  Associ- 
ation, AMA  Auxiliary,  American  Veterinary  Medical  As- 
sociation, National  Safety  Council,  and  the  U.S.  Depart- 
ments of  Agriculture  and  Health,  Education,  and  Welfare. 

Purpose  of  the  Conference  was  to  encourage  the  for- 
mation of  regional  health  service  networks,  to  bring  the 
expertise  of  several  professions  to  bear  on  the  problem,  and 
to  assess  health  education  methods. 

The  Conference  was  expected  to  attract  close  to  1,000 
participants  and  included  31  acknowledged  experts  in  the 
field,  including  Theodore  Cooper,  M.I).,  Assistant  Secre- 
tary for  Health,  DHEW.  The  Conference  featured  20 


recommendations  for  disapprovals  was  developed. 
In  1966,  chemistry,  pharmacology,  and  medical  re- 
viewers were  brought  together,  although  INDs  and 
NDAs  were  still  handled  by  separate  divisions. 
Since  1970,  INDs  and  NDSs  have  been  evaluated  in 
the  same  divisions  so  that  a reviewing  team  could 
follow  a drug  through  the  IND  and  NDA  stages  into 
the  postmarketing  period,  and  all  letters  of  approval 
and  disapproval  must  be  reviewed  through  the  same 
channels  to  the  same  supervisory  levels. 

Where  FDA  turns  down  a drug,  the  agency  must 
have  adequate  legal,  as  well  as  scientific,  documen- 
tation of  its  reasons,  sufficient  to  sustain  the  agency’s 
judgment  in  an  administrative  proceeding  or  a court 
action.  The  need  to  have  such  a record  before  final 
disapproval  of  an  NDA  may  result  in  requests  by 
supervisory  officials  for  justification  of  nonapproval 
recommendations.  In  this  regard,  some  reviewers 
may  perceive  a more  intensive  scrutiny  of  disap- 
proval recommendation  than  for  approval  recom- 
mendations. This  perception  is  not  evidence  of  a 
double  standard,  but  proof  that  FDA  complies  with 
legal  mandates  instead  of  acting  capriciously  in 
making  drug  review  decisions. 

5600  Fishers  Lane 
Rockland,  Maryland  20852 


roundtable  discussions  and  13  Workshop  Sessions.  Topics 
explored  included  rural  emergency  medical  services,  con- 
sumer health  education,  primary  health  care  networks, 
migrant  health  services,  medical  school  outreach,  com- 
munity hospitals,  new  health  practitioners,  and  interna- 
tional rural  health  programs. 

National  Rural  Health  Week  was  intended  to  focus  the 
attention  of  the  American  public  on  the  health  needs  of 
rural  America,  to  motivate  rural  citizens  to  become  more 
health  conscious,  and  to  further  rural-urban  cooperation 
in  health  care  issues. 

Tennessee  Ernie  Ford,  popular  radio  and  television 
personality,  acted  as  National  spokesman  for  the  Week. 
In  addition  to  the  TV  and  radio  appearances  for  Mr.  Ford, 
other  events  were  planned  which  would  explore  in  public 
forums  the  achievements  and  challenges  of  rural  health 
care. 

The  Week  was  action-oriented  and  centered  around 
some  general  topics:  physician  recruitment,  emergency 
medical  services,  health  education,  development  of  health 
care  facilities,  and  community  organization  for  develop- 
ment of  rural  health  care  delivery  systems. 

National  Rural  Health  Week  was  intended  to  be  an  event 
of  the  Nation’s  Bicentennial  celebration. 
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Testand-B  tablets 


Keep  them  actively  in  the  game. 


Testand-B  Helps  Compensate  For  The  Metabolic  Changes  Of  Aging 
And  Helps  Patients  Feel  Better . . . Physically  And  Emotionally. 


Testand-B  is  an  anabolic  stimulant  in  male  and  female  climacteric,  senile 
vaginitis,  decreased  muscle  tone,  protein  depletion  states,  osteoporosis  and 
loss  of  body  mass.  It  provides  an  androgen/estrogen  combination  to  help 
replace  lessening  gonadal  hormone  secretions  . . . plus  vitamin/mineral 
supplementation  to  help  counteract  nutritional  deficiencies  due  to  improper 
diet,  missed  meals,  etc. 

DOSAGE:  1 tablet  after  breakfast  and  supper,  or  as  required.  In  females, 
3-week  courses  of  therapy  are  recommended  followed  by  a 1-week  rest 
period.  Withdrawal  bleeding  may  occur  during  the  rest  period.  PRECAU- 
TIONS: Administer  cautiously  to  female  patients  who  tend  to  develop  exces- 
sive hair  growth  or  other  signs  of  masculinization.  CONTRAINDICATIONS: 
Patients  in  whom  estrogen  or  androgen  therapy  should  not  be  used,  as  in 
carcinoma  of  the  breast,  genital  tract,  or  prostate,  and  in  patients  with  a familial 
tendency  to  these  types  of  malignancy.  AVAILABLE:  Bottles  of  30,  100,  and 
500  tablets.  TESTAND-B  INJECTABLE:  VIALS  OF  lOcc. 


Testand-B  tablets 

A hormonal,  nutritional  supplement 

Geriatric  Pharmaceutical 

Box  68  Floral  Park,  New  York  11001 
Pioneers  in  Geriatric  Research 


EACH  TEST  AND  B TABLET  CONTAINS: 

Ethinyl  Estradiol 0.005  mg. 

Methyltestosterone 1.25  mg. 

L lysine 100  mg 

Nicotinic  Acid  125  mg. 

Iron  '(tom  Fenous  Sullate1 2.82  mg. 

Vitamin  A 2.500  U S P.  Uni's 

Vitamin  0 250  U S P Units 

Thiamine  Mononitrate 2.5  mg. 

Riboflavin 2.5  mg. 

Ascorbic  Acid 25.0  mg 

folic  Acid 0.1  mg. 

Vitamin  B 12 1.5  meg. 

Methionine 12  mg. 

Choline  Bitartrate 15  mg 

Inositol 10  mg. 

Calcium  Pantothenate 2.5  mg. 

Pyridonne 0.25  mg. 

Copper  'from  Copper  Sullate1 0.25  mg 

Zinc  'from  Zinc  Onde1 0.25  mg 

Iodine  'from  Potassium  Iodide1 0.075  mg. 

Calcium  i from  Dicalcium  Phosphate 1 ....  72.5  mg 

Phosphorus  from  Dicalcium  Phosphate1  . 55  mg 

Potassium  'from  Potassium  Sulfate ' 25  mg 

Manganese  'horn  Manganese  Sulfate i 0.5  mg 

Magnesium  'from  Magnesium  Sulfate) 0.5  mg. 
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Psychological 
Significance 
of  Rape 

Some  aspects 
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Psychiatrist  and  Psychoanalyst,  the  William  Alanson  White 
Institute,  and  Lecturer  in  Psychiatry,  Columbia  University  College 
of  Physicians  and  Surgeons 


Early  in  October,  1974,  a report  in  The  New  York 
Times  caught  my  eye,  as  it  captured  the  attention  of 
many  from  that  time  on.1  It  detailed  the  conviction 
of  a woman  for  second-degree  murder,  who  killed  in 
vengeance  twenty  minutes  after  being  raped.  She 
killed  not  the  rapist,  but  the  300-pound  man  who  had 
held  her  down  while  the  other  raped  her.  She  did  not 
get  an  opportunity  to  attack  the  rapist,  whom  she 
later  declared  she  would  have  liked  to  kill  also.  The 
judge,  Stanley  Lawson,  is  said  to  have  “taken  pains 
throughout  the  trial  to  remind  participants  that  this 
was  a murder  trial,  not  a rape  trial.”  As  a woman  and 
a psychiatrist,  and  one  whose  major  area  of  work  has 
related  to  feminine  psychology,  my  reaction  was  that 
justice  had  not  only  been  blind,  but  had  miscar- 
ried. 

Yet  reading  the  data  available,  I had  second 
thoughts.  After  all,  it  was  not  her  instant  reaction. 
She  went  to  get  a gun,  and  she  set  out  in  search  of  the 
rapist;  she  could  not  have  been  devastated  by  the 
rape,  it  seemed  on  first  thought.  What  right  did  she 
have  to  go  gunning  for  someone?  Innumerable 
western  films  over  the  last  three  to  four  decades  have 
shown  this  type  of  action  by  the  wronged  man  and 
have  been  applauded:  “a  man  does  what  he  has  to 
do.”  But  a woman?  It  is  not  fitting,  or  so  it 
seems. 

Before  saying  more  about  this,  a second  case  comes 
to  mind.  Reported  in  December,  1974,  was  the  ice 
pick  slaying  of  a jailor  who  had  been  stabbed  eleven 
times.2  Missing  from  her  cell  was  a twenty-year-old 
black  woman,  Joanne  Little,  who  had  been  jailed  for 
three  months.  There  was  evidence  of  recent  sexual 
activity  by  the  peculiarly  clothed  dead  jailor.  Miss 
Little  gave  herself  up,  claiming  self-defense.  One  is 


left  to  wonder  about  the  kind  of  protracted  victimi- 
zation, sexual  and  otherwise,  she  was  forced  to  endure 
at  the  hands  of  her  jailor;  and  further,  to  reflect  on 
the  general  male  insensitivity  to  this  special  vulner- 
ability of  women. 

The  case  of  Inez  Garcia,  with  its  unjust  sentence 
of  five  years  to  life  imprisonment,  became  a cause 
celebre,  capturing  the  attention  of  women’s  groups, 
liberationist  or  otherwise.  Alexander,3  writing  about 
it  in  Newsweek,  pointed  out  that  the  lack  of  empathic 
understanding  by  men  relates  to  the  old  double 
standard:  women  who  enjoy  sex  and  engage  in  it  are 
bad;  good  women  must  be  overpowered.  It  is  diffi- 
cult to  avoid  the  impression  that  the  judge  did  not 
consider  Inez  Garcia  to  have  been  raped,  part  of  the 
belief  that  only  a virgin  suffers  rape,  and  that,  fur- 
ther, he  considered  her  attempt  at  revenge  an  action 
“in  cold  blood.”  But  lying  behind  all  this  is  the 
mystique  that  a good  woman  doesn’t  take  action;  she 
stands  there  and  cries.  Now  if  her  lover  or  husband 
avenged  her  rape,  perhaps  the  sentence  might  have 
been  milder. 

Crimes  of  passion  and  revenge 

Murder  cannot  be  justified.  No  one  person  has  a 
right  to  decide  on  the  life  or  death  of  another  person. 
Yet  there  are  circumstances  where  murder  is  un- 
derstandable, if  not  excusable.  Crimes  of  passion 
have  long  had  a special  legal  place,  especially  in  Eu- 
rope, and  a husband’s  murder  of  his  rival  on  discov- 
ery of  his  wife’s  infidelity  has  often  resulted  in  com- 
plete exculpation.  Quite  aside  from  a view  in  which 
the  woman  or  wife  is  regarded  as  a chattel,  who  is 
considered  damaged  goods  either  with  loss  of  vir- 
ginity or  as  a result  of  adultery,  there  is  the  question 
of  feeling,  of  injured  love,  injured  pride.  A little 
consideration  reveals  that  the  injury  centers  around 
the  area  of  male  machismo,  of  masculinity,  of  po- 
tency— a grievous  wound,  most  honest  men  would 
admit.  Yet  the  injury  had  nothing  to  do  with  hurt 
to  the  man,  physical  or  psychological  in  any  direct 
sense,  but  with  what  might  be  considered  a loss,  or 
a theft;  “his”  woman  was  taken.  Whether  the  fact 
that  this  was  done  against  her  will  also  evoked  an- 
guished compassion  in  her  husband’s  or  lover’s  rage 
is  more  open  to  question  than  is  generally  realized. 

Yet  rape,  an  event  which  does  indeed  inevitably 
harm  the  woman  physically  and  psychologically  in 
a number  of  ways  as  well  as  socially,  in  many  in- 
stances grievously  altering  the  entire  course  of  her 
life,  has  met  with  little  human  compassion  and  un- 
derstanding, often  wherever  the  woman  turned  for 
help.  Why  is  this  so? 

Rape  experience 

Let  me  grant  at  the  outset  that  not  all  rape  carries 
with  it  the  penultimate  damage  possible.  It  does  not 
always  inflict  the  extreme  of  outrage,  anger,  anguish, 
blight,  and  despair  that  Shakespeare’s  incredible 
insight  conveyed,  in  The  Rape  of  Lucrece,4  where 
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Collatine’s  exemplary  wife,  a sexually  experienced 
woman,  could  not  fight  off  or  talk  away  the  vicious 
Tarquin:  "The  wound  that  nothing  healeth,  the  scar 
that  will  despite  of  cure  remain,  leaving  the  spoil 
perplexed  in  greater  pain.  She  bears  the  load  of  lust 
he  left  behind. . . .”  Nor  will  it  lead  inevitably  to 
suicide,  as  with  poor  Lucrece.  But  as  indicated  by 
Shainess5  it  may,  and  I suspect  there  are  more  sui- 
cides as  a result  of  rape  and  its  consequences  than  we 
recognize,  even  though  the  times  have  changed. 

One  reason  for  the  lack  of  sensitivity  in  men  is  the 
fact  that  there  is  no  true  counterpart  for  rape  in  male 
experience.  The  painful,  dangerous,  unwelcome 
invasion  of  the  inner  body  is  unknown  to  men;  nor  do 
I believe  that  male  homosexual  anal  rape  is  a rea- 
sonable equivalent.  Add  to  that  the  fear  because  of 
physical  weakness  in  relation  to  the  male,  and  the 
effect  of  weapons,  brutality  and  threats,  and  it  is  an 
unparalleled  experience.  The  notion  that  if  a woman 
has  had  any  past  sexual  experience  rape  is  not  really 
rape,  is  absurd.  True,  it  can  never  be  quite  as  trau- 
matic as  it  is  to  the  woman  with  an  intact  hymen,  and 
to  whom  the  sex  act  is  unknown,  but  this  is  seeing 
rape  as  an  in  vitro  experience  rather  than  in  vivo,  and 
with  all  its  surrounding  horrors  and  complexities. 
How  can  one  calibrate  the  nature  of  the  attack  and 
experience  of  it? 

How  else  convey  the  feeling  of  one  whose  body 
integrity  has  been  damaged,  whose  inner  recesses 
have  been  despoiled,  contaminated?  A story,  whose 
title  has  long  succumbed  in  my  memory  to  the  fading 
of  distant  time,  commenced  with  an  observation  so 
impressive  that  it  remained:  a man  was  walking 
along  a dusty  road  in  the  heat  of  summer.  His  mouth 
parched  and  open,  he  pulled  himself  along,  and 
suddenly,  a fly  darted  into  his  mouth  and  was  swal- 
lowed, before  he  quite  realized  what  had  happened. 
When  he  did,  his  sense  of  loathing  was  intolerable. 
He  wretched,  gagged,  wished  he  could  turn  himself 
inside  out,  but  the  fly  remained.  The  feeling  of 
disgust,  indeed  of  contamination,  conveyed  in  some 
way  the  sense  of  rape,  of  the  inner  soiling  by  some- 
thing entering  the  body  unbidden,  which  was  repul- 
sive. When  to  this  are  added  unexpectedness,  fear, 
threat,  bodily  injury,  sense  of  being  overpowered,  and 
loss  of  self-mastery  or  selfhood,  this  begins  to  ap- 
proximate rape.  It  may  take  some  time  for  the  sense 
of  rage,  or  outrage,  to  set  in.  When  it  does,  it  may 
become  an  overwhelming  emotion,  a passion,  its  aim 
being,  irrational  though  it  seems,  to  undo  the  harm. 
But  what  has  already  been  described  is  only  the  be- 
ginning. Then  comes  awareness  of  the  mess,  the 
wounds,  the  pains;  the  need  to  seek  help  from  un- 
knowns, to  expose  oneself  to  others  with  the  personna 
down:  the  guarding  social  mask  behind  which  we  all, 
to  some  degree,  hide;  the  interrogation;  the  exami- 
nations, physical  and  otherwise;  the  insensitivities 

Perhaps  some  of  this  is  captured  in  an  ancient 
Greek  myth  in  which  Kainis  is  raped  by  Poseidon. 


She  is  granted  a request  in  compensation  for  the  rape 
and  asks  to  be  changed  into  a man.  She  becomes 
Kaineus,  who  worships  his  spear,  and  refuses  to 
worship  the  gods.  Variously  interpreted,6  the  writ- 
er’s view  is  that  by  becoming  a man,  she  becomes 
invulnerable  to  rape  and  she  worships  the  weapon  of 
defense,  which  is  also  symbolic  of  the  attacking 
penis. 7 W’hy  this?  Because  of  its  power:  its  power 
to  alter  her  life,  to  ruin  it.  Kainis  also  refused  to 
worship  the  gods;  her  belief  in  their  benevolence,  her 
trust  in  them  is  gone. 

But  of  course,  there  are  further,  later,  and  serious 
disturbances  in  the  psychological  economy  of  the 
rape  victim  and  in  her  relationships.  She  may  de- 
velop a feeling  of  revulsion  about  sex,  she  may  be- 
come frigid,  and  it  may  further  her  distrust  of  all 
men.  It  may  interfere  with  her  relationships  with 
friend  or  husband,  whose  own  suspicions  may  blos- 
som. Divorce  has  been  the  ultimate  consequence  of 
many  rapes.  Thus  it  is  often  a pivotal  point  com- 
pletely altering  the  woman’s  life  course,  and  usually, 
although  not  always,  in  a less  fortunate  direction. 
Not  always,  because  as  in  other  life  experiences, 
sometimes  there  is  further  maturation,  and  creative 
and  constructive  developments  flourish  in  the  wake 
of  pain  and  suffering,  ultimately  enriching  the  indi- 
vidual’s life.  But  this  is  rather  rare,  in  relation  to 
rape. 

Turning  to  the  skepticism  with  which  statements 
of  rape  are  generally  greeted  and  which  seems  to  in- 
filtrate courtroom  procedure,  this  seems  to  be  the 
first,  if  not  always  the  continuing  reaction  of  many 
men.  Perhaps  one  reason  is  that  rape  is  a common 
male  fantasy,  and  especially  a fantasy  of  adolescents, 
even  psychologically  healthy  ones.  Why?  Simply 
put,  civilization  inevitably  puts  restrictions  on  male 
sexual  satisfaction.  The  thought  of  having  a female 
available,  without  the  necessity  to  woo  her  in  some 
sense,  is  a common  wish,  from  time  to  time.  It  is  only 
a step  from  this,  although  a big  one,  to  actual  rape, 
in  which  the  man  who  commits  rape  nurses  rage,  fear, 
and  hatred  of  women.  If  he  could  only  bypass  the 
person  and  her  volition,  and  take  the  body  when  he 
needs  it,  all  would  be  fine,  and  this  is  accomplished 
in  rape.  With  the  further  addition  that  via  rape  he 
can  punish  and  be  potent,  revenge  himself,  and  sat- 
isfy himself  at  the  same  time. 

Dynamics  of  rapist 

This  leads  into  a few  words  about  the  dynamics  of 
the  rapist.  Striking  is  the  fact  that  he  is  not  an 
oversexed  demon;  he  is  usually  a man  with  sexual 
problems,  often  impotent  with  his  wife,  if  he  has  one, 
but  more  or  less  potent  in  rape.  Or  he  is  a social 
isolate  incapable  of  positive  relatedness  to  anyone. 
Increasingly  today,  as  there  are  indications  of  in- 
crease in  male  potency  problems,  the  rapist  may  force 
perversions  on  his  victim.  But  outstanding  is  the 
fact  that  sex  and  violence,  sex  and  force  are  inter- 
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woven.  An  interesting  aspect  to  this  is  that  with  the 
rapist,  as  with  Don  Juan,  who  for  the  most  part 
seduces  rather  than  forces,  the  thing  that  he  has  to 
have  becomes  worthless  the  moment  he  has  it.  His 
drive  is  akin  to  that  of  the  necrophiliac,  who  has  a 
general  death-loving  orientation  as  well  as  a sexual 
one.  Perhaps  the  rapist  in  this  sense  is  even  sicker 
than  the  necrophiliac,  because  he  converts  life  to 
death,  psychologically  if  not  physically;  while  the 
necrophiliac  is  a kind  of  sexual  vulture,  a scaven- 
ger. 

Freud  provided  the  first  important  insight  here  as 
with  so  many  psychological  puzzles.  In  A Child  is 
Being  Beaten,  in  1919, 8 he  reported  on  the  expressed 
fantasy  in  some  patients  of  being  beaten.  He  ob- 
served that  feelings  of  pleasure  were  connected  with 
this,  and  that  more  shame  and  guilt  were  excited  than 
by  memories  of  the  beginnings  of  sexual  life.  He 
questioned,  to  some  extent,  whether  the  fantasy  re- 
flected real  corporal  punishment  by  the  parent. 
Here,  he  was  unfortunately  naive,  perhaps  reflecting 
his  times,  seeming  to  underestimate  the  cruelty  of 
even  middle-class  parents,  when  they  are  behind 
closed  doors  and  with  curtains  drawn.  He  observed 
another  element  in  the  fantasy:  that  of  being  beaten 
on  the  naked  bottom,  noting  that  beating  fantasies 
have  a complex  origin  and  that  the  phrasing  is  usually 
“my  father  is  beating  the  child — whom  I hate.”  It 
suggests  self-hate,  resulting  from  identification  with 
the  aggressor,  the  father.  This  ties  in  with  jealousy 
of  a sibling  and  being  beaten  for  an  offense  against 
her— likely  her,  since  a girl  is  less  able  to  defend 
herself  if  the  brotherly  assault  is  a wholehearted  one. 
Freud  pointed  out  that  being  beaten  is  “a  meeting 
place  for  the  forbidden  genital  relation,  but  also  a 
regressive  substitute  for  it — and  has  masochistic  el- 
ements as  well.” 

Here  one  could  add  that  a beating  on  the  bare 
bottom,  especially  if  the  boy  is  across  the  knee  or 
lying  down  on  something,  inevitably  carries  with  it 
genital  stimulation.  So  here  is  the  origin  of  sex  and 
violence,  of  rape,  and  an  acting  out  of  revenge  either 
against  a sibling  of  which  the  child  is  jealous,  or 
against  the  mother  who  does  the  beating.  To  carry 
this  a step  further,  just  as  parents  who  lose  their 
tempers  with  their  children  may  experience  a kind 
of  double  identification  which  colors  their  acts, 
making  them  to  some  extent  irrational:  I am  (was) 
the  child  ...  I am  the  parent  (like  my  parent);  so  with 
the  rapist:  I was  the  beaten,  powerless,  sexually 

stimulated  child  . . . (now)  I am  the  the  powerful, 
sexual,  punitive  parent. 

Recent  research 

This  view  of  Freud’s  has  found  support  in  a recent 
piece  of  research  presented  at  the  annual  meeting  of 
the  American  Psychiatric  Association  in  May,  1975. 
In  a report  in  which  measurement  of  sexual  arousal 
by  gadgetry  measuring  erection  tested  the  responses 
to  sexual  arousal  in  comparative  groups  of  so-called 


normal  males  and  rapists,  Abel,  Barlow,  and 
Blanchard9  found  that  rapists  respond  to  “rape 
cues,”  while  nonrapists  do  not,  although  both  re- 
spond to  sexual  cues.  But,  in  other  words,  cues 
which  connect  both  sex  and  violence  had  special 
meaning  for  rapists.  This  confirms  Freud’s  obser- 
vations and  suggests  the  repetition  compulsion  in 
rape,  or  the  need  to  repetitively  enact  irrational  as- 
pects of  early  erotic-violent  experience. 

Psychiatrists  have  at  last  turned  attention  to  a 
much-neglected  area;  one  cannot  help  but  speculate 
that  since  most  of  them  have  been  men,  prone  to  in- 
sensitivities already  mentioned,  perhaps  this  is  not 
surprising.  The  aforementioned  meeting  had  an 
extraordinary  number  of  papers  dealing  with  rape, 
including  among  other  areas  a study  of  rape  accusa- 
tions in  psychiatric  hospitals,  by  Deucher,  Maxmen, 
and  Karasu10;  a social  psychiatric  study  of  victims 
reporting  rape,  by  Peters11;  and  the  findings  of  the 
Center  for  Rape  Concern  in  Philadelphia.  Here 
preliminary  analysis  showed  one  or  more  postrape 
changes  in  at  least  73  per  cent  of  the  victims;  fears  of 
all  kinds,  sleeplessness,  emotional  withdrawal,  de- 
creased sexual  interest,  shame,  guilt,  and  depression 
were  among  the  findings.  Peters  noted  that  the  most 
common  defense  of  rapists  was  that  the  victim  con- 
sented; one  can  only  say  that  they  or  their  lawyers 
know  what  button  to  press.  Peters  suggests  that  the 
collection  of  data  can  go  a long  way  toward  enhancing 
optimal  postrape  adjustment. 

Women’s  rape  fantasies 

I have  mentioned  male  fantasies  in  relation  to  rape. 
What  about  women’s  rape  fantasies?  Some  women 
have  them,  of  course.  But  in  contrast  to  male  fan- 
tasies, largely  of  the  I’d-like-to-have-a-woman- 
when-I-want-her-and- without- wooing-her  type, 
women’s  fantasies  of  rape  are  not  that  prevalent,  and 
they  are  rarely  well  formed  or  thought  out.  They 
usually  reflect  inhibition  in  the  woman  and  inability 
to  give  up  control  in  the  sexual  situation,  resulting  in 
a vague  fantasy  or  desire  to  be  overpowered.  Such 
women,  not  unexpectedly,  are  frigid.  These  fan- 
tasies also  make  it  unnecessary  for  such  women  to 
admit  they  want  sex,  often  reflecting  a very  inhibiting 
and  guilt-producing  childhood  training.  But  I have 
not  found,  in  my  professional  experience,  even  in 
differing  economic  and  social  groups,  that  women’s 
fantasies  correspond  with  men’s  notions,  as  exem- 
plified in  a song  that  went  the  rounds  before  and 
during  World  War  II,  in  which  a woman  sings: 
Violate  me  ...  in  violet  time  ...  in  the  vi-o-lest  wa-ay 
you  kno-ow! 

Self-help  and  authoritative  views 

Interest  in  and  concern  about  rape  originated 
largely  in  the  women’s  movement.  Here,  group  re- 
latedness and  the  anger  at  male  disinterest  and  often 
cruel  treatment  of  raped  women  resulted  in  effective 
action  of  all  kinds.  It  led  to  women’s  groups  helping 


2046  New  York  State  Journal  of  Medicine/ November  1976 


to  counsel  raped  women,  forming  rape  centers,  ef- 
fecting greater  police  concern,  and  providing  female 
officers  to  deal  with  rape  victims.  It  has  sparked 
psychologic  and  psychiatric  attention.  An  important 
new  view,  that  a woman  is  raped,  whether  the  act  is 
completed  or  not,  has  come  to  the  fore;  plus  the  rec- 
ognition that  a woman  is  raped  when  she  is  forced  to 
undergo  sexual  acts  and  particularly  intercourse, 
whether  she  has  had  prior  sexual  experience  or  not. 
What  has  been  revealed  is  that  a double  sexual 
standard  very  much  still  exists  in  special  aspects  of 
our  sexual  attitudes,  especially  in  relation  to  rape. 

Becker,12  of  the  University  of  Connecticut  School 
of  Medicine,  Department  of  Psychiatry,  says:  “The 
anger  felt  when  one  is  a helpless  victim  of  an  over- 
whelming attacker  is  often  repressed  or  otherwise 
barred  from  consciousness,  since  open  expression  is 
prohibited  at  the  time  because  of  the  victim’s  fear  for 
her  life.  . . . Counseling  a woman  after  an  experience 
of  being  raped  should  include  her  verbalization  and 
discharge  of  angry  feelings  at  the  attacker."  Hel- 
pern,13  former  chief  medical  examiner  in  New  York 
City,  has  stated  that  “homicide  and  sexual  assault  are 
frequently  related.”  This  of  course  reveals  the  vio- 
lence of  the  rapist,  making  the  insistence  by  men 
dealing  with  the  problem  that  the  woman  must  have 
cooperated  quite  an  affront  to  women  generally,  in 
terms  of  implied  attitude.  Helpern  goes  on  to  state 
a very  important  fact  in  response  to  the  question  of 
why  the  number  of  rapes  has  increased  so  dramati- 
cally in  recent  years:  “There  is  more  exposure  to  sex 
in  society  today  because  of  our  permissiveness,  and 
therefore  more  temptation  ....  When  sex  is  ex- 
pected, if  a girl  doesn’t  submit,  she  gets  raped.”  This 
has  largely  been  denied  by  some  professionals.  He 
adds  that  many  men  are  cynical;  if  they  take  a girl  out 
for  an  evening,  they  expect  something  in  return;  that 
is,  they  feel  they  have  bought  the  woman.  He  con- 
cludes: “They  become  very  angry.” 

Here,  my  practice  bears  this  out.  There  have  been 
several  instances  in  the  last  year  where  women  I have 
worked  with  in  therapy  over  a period  of  time,  and 
who  I know  quite  well,  have  been  raped  even  by  their 
colleagues,  where  a first  date  ended  up  with  the 
woman  inviting  the  lingering  man  to  come  in  for  a 
cup  of  coffee,  where  it  seemed  unkind  simply  to  say 
goodnight  at  the  door.  The  sex  which  followed  was 
forcible,  and  in  one  instance  the  man  threw  the 
woman  down  on  the  floor  and  proceeded.  I urged 
this  woman,  who  was  divorced,  to  make  charges,  and 
she  refused  to  do  so,  saying  that  she  couldn’t  bear  to 
go  through  “the  hassle”  she  had  heard  that  a woman 
had  to  go  through,  often  to  no  avail.  Enos,14  pa- 
thologist and  medical  examiner  of  the  Common- 
wealth of  Virginia,  observed  “the  past  atmosphere 
of  suspicion  and  doubt  of  the  rape  victim.”  He  said 
that  police  investigators  are  now  instructed  that  the 
victim  must  not  feel  she  has  to  prove  her  innocence, 
rather  than  relate  a simple  account  of  the  circum- 
stances surrounding  a sexual  attack. 


Granted  that  all  rape  situations  are  not  alike  and 
it  is  not  always  a clear-cut  case,  nonetheless,  as- 
sumptions of  innocence  have  largely  been  placed  in 
the  wrong  direction. 

Rape  crisis  centers 

Kallios,15  at  the  Rape  Crisis  Center  in  Washington, 
says,  in  speaking  of  the  problem  of  working  with  the 
police,  “men  look  at  rape  as  primarily  sexual,  while 
women  see  it  as  primarily  violent,  and  an  act  of  ter- 
ror.” She  noticed  that  if  the  victim  is  sexually  active, 
the  sex  squad  encourages  her  to  drop  the  case.  She 
also  found  that  many  of  the  questions  asked  of  the 
woman  by  the  police  were  voyeuristic  and  essentially 
unnecessary.  She  observed  that  “few  rapists  are 
brought  to  trial  and  an  even  smaller  number  con- 
victed, because  of  the  need  for  corroborative  evidence 
of  physical  resistance — which  isn’t  required  in 
proving  any  other  violent  crime.”  And  what  of  a gun 
pointed  at  the  woman?  The  only  proof  of  resistance 
here  would  be  a dead  woman.  This  point  was 
brought  up  by  Lt.  Julia  Tucker  of  the  Rape  Squad  in 
New  York  City,  saying  that  convictions  under  these 
circumstances  are  hard  to  obtain.16  Clearly,  the  law 
does  not  support  the  rape  victim. 

Kallios  also  stressed  the  fact  that  many  rape  vic- 
tims appear  calm,  one  might  say  they  are  in  a state 
of  shock.  It  is  only  later  that  their  feelings  begin  to 
assert  themselves.  To  think  that  one  of  the  physi- 
cians employed  by  the  squad  had  the  audacity  to  ask 
the  women  “did  it  feel  good?”! 

Happily,  as  Wolfe17  reported  in  The  New  York 
Times:  “It  is  becoming  more  difficult,  at  least  in 
court,  to  consider  the  rape  victim  as  in  some  way  the 
provocateur  of  her  own  attack.”  In  an  article  in 
Psychology  Today  by  Selkin,18  an  interesting  study 
of  rape  resisters  was  reported,  suggesting  that  women 
who  resist  are  more  flexible  than  women  who  don’t, 
and  more  likely  to  understand  another’s  point  of 
view,  including  the  rapist’s.  They  seem  to  have 
stronger  personalities  and  fare  better  psychologically 
after  the  attempt  than  other  rape  victims  do.  He 
points  out  that  rape  from  strangers  is  what  women 
fear  most,  and  that  rapists  have  a kind  of  sixth  sense 
about  women  who  are  vulnerable,  women  who  live 
alone.  He  notes  that  the  first  act  of  resistance  is 
refusal  to  stop,  agree  to  help,  or  be  helped  by  strange 
men.  Rapists,  in  a sense,  test  out  their  victims. 

It  is  interesting  in  view  of  the  rather  casual  and 
careless  attitude  of  men  in  caring  for  rape  victims, 
that  women  have  a very  different  attitude.  Lieu- 
tenant Tucker  has  said  that  “No  crime  is  quite  so 
horrible,  as  traumatic,  as  rape.”16  This  has  been 
supported  by  the  work  of  Ann  Burgess  and  Lynda 
Holmstrom  of  Boston  University  Departments  of 
Nursing  and  Sociology.19  They  have  studied  the 
stages  of  postrape  symptomatology,  noting  the  in- 
tensity of  feelings,  the  shock,  the  recurrent  night- 
mares, developing  phobias,  and  a silent  rape  reaction 
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leading  to  loss  of  confidence  and  self-esteem,  even 
paranoid  reactions,  and  a downward  life  course. 

Recent  adverse  literature 

Yet  recently,  some  allegedly  authoritative  books 
on  rape  and  sexual  offenders  have  taken  some  rather 
strange  turnings.  Sex  Offenders,  by  Gebhard  et 
al.,20  a product  of  the  Institute  for  Sex  Research  es- 
tablished by  Kinsey,  has  virtually  written  rape  out 
of  the  books.  The  term  “rape,”  short  and  succinct, 
appears  perhaps  once — in  the  index.  In  their  book, 
rape  has  become  “heterosexual  aggression  vs.  adults.” 
Under  a chapter  of  this  title  the  first  paragraph  starts 
“The  average  sixteen-year-old  is  biologically  adult. 
She  has  attained  the  basic  physique  which  will  be 
hers  the  rest  of  her  life  even  though  it  may  be  altered 
by  additional  adipose  tissue  and  ultimately  by  the 
deteriorations  of  age.  She  is  sexually  mature,  being 
capable  of  conceiving  and  bearing  children;  she  is 
physically  as  capable  of  sexual  response  as  she  will 
ever  be,  though  this  capacity  may  be  masked  by 
inexperience  and  inhibition  ....  the  majority  of  so- 
cieties of  the  world  have  regarded  the  sixteen-year- 
old  as  physically  eligible  for  an  adult  sexual  life.”  It 
goes  on  in  the  next  paragraph  to  detail  her  capacities 
and  add  that  she  is  capable  of  adequate  adult  be- 
havior. What  is  the  point  of  all  this?  It  takes  fur- 
ther pages  of  reading  to  infer  that  they  are  very  cir- 
cuitously hinting  that  maybe  even  the  young  girl  is 
really  asking  to  be  raped.  Gebhard  et  al.20  have 
played  a strong  part  in  shaping  the  sexual  revolution, 
which  has  had  its  negative  aspects  for  women  as  well 
as  some  benefits.  One  could  hope  that  professionals 
would  have  a somewhat  more  benign  attitude  toward 
women.  Their  grievances  seem  to  be  showing. 

Another  case  in  point  does  use  the  term.  Rape: 
Offenders  and  Their  Victims,  by  MacDonald,21  as- 
sociate professor  of  psychiatry  at  the  University  of 
Colorado  School  of  Medicine,  does  even  worse,  in 
spite  of  the  title.  He  offers  what  can  only  be  called 
a slightly  pornographic  commentary  on  rape,  even 
if  it  is  soft-core.  Here,  the  book  is  comprised  of  a 
series  of  lengthy  and  extensive  so-called  case  histo- 
ries, written  in  such  style  that  it  must  be  considered 
to  be  produced  exclusively  for  men,  and  offering  a 
voyeuristic  peep  show  for  those  who  would  rather 
look  than  dare.  But  perhaps  by  the  end  of  this  al- 
legedly professional  literature,  the  reader’s  courage 
will  burgeon,  or  his  inhibitions  will  disappear.  While 
both  of  these  books  carry  some  valid  information, 
they  do  professionals  and  women  a great  disser- 
vice. 

Obviously,  much  remains  to  be  said  on  this  subject. 


My  own  conception  of  my  task  was  to  sensitize  the 
reader  to  neglected  nuances  in  the  consideration  of 
rape.  What  better  way  to  conclude  than  by  offering 
The  Rose,  a poem  of  the  mystic  mid-eighteenth 
century  British  poet,  William  Blake,  simply  and 
beautifully  symbolizing  rape: 

0 Rose,  thou  art  sick! 

The  invisible  worm 

That  flies  in  the  night, 

In  the  howling  storm 

Has  found  out  thy  bed 

Of  crimson  joy, 

And  his  dark  secret  love 

Does  thy  life  destroy. 

140  East  83rd  Street 
New  York,  N.Y.  10028 
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When  Stephen  Smith  began  the  sanitary  survey 
of  New  York  City  in  1865  no  effective  organization 
existed  for  maintaining  public  health.  The  bureau 
of  health,  headed  by  the  city  inspector,  was  charged 
with  the  responsibilities  of  gathering  vital  statistics, 
with  regulation  of  sanitary  nuisances,  and  with  street 
cleaning.  The  bureau,  staffed  with  100  health  war- 
dens and  with  a budget  of  1 million  dollars  a year, 
functioned  poorly.  Modern  hospitals  were  designed 
according  to  the  latest  sanitary  principles,  but  these 
same  principles  never  touched  the  lives  of  the 
wretched  new  immigrants.  Cholera,  smallpox,  ty- 
phus, and  infant  diarrhea  killed  thousands  of  these 
new  citizens  each  year.  Few  people  cared,  and  even 
fewer  were  aware  that  a solution  to  this  problem  ex- 
isted. Smith  is  credited  with  helping  to  establish 
new  laws  guided  by  medical  principles  that  signifi- 
cantly improved  the  health  of  the  city’s  residents  in 
a few  years.1 

Immigrant  exploitation 

The  city’s  housing  laws  were  written  before  the 
influx  of  Irish  immigrants  fleeing  the  potato  famine 
in  the  1850s.  Land  on  the  city’s  southern  end,  the 
lower  east  side,  had  more  factories  than  apartment 
buildings.  Landlords  were  allowed  to  divide  their 
property  into  as  many  apartments  as  possible.  They 
made  huge  profits,  charging  a fixed  sum  for  each 
person  and  spending  nothing  on  providing  adequate 
water,  ventilation,  or  waste-disposal  facilities.2 
Eighteen  thousand  people  lived  in  cellars,  at  sea  level, 
which  often  flooded  at  high  tide.  Smith  referred  to 
these  unfortunates  as  “troglodytes”  because  they 
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rarely  saw  the  light  of  day.  These  people  suffered 
from  what  Smith  called  “tenant  house  rot,”  a state 
of  mental  and  physical  deterioration  caused  by  their 
unusually  poor  living  conditions.3 

Most  physicians,  in  a sense,  were  as  guilty  as  was 
the  bureau  of  health  for  the  persistence  of  these 
abuses.  Contagious  diseases  were  thought  to  arise 
from  aerial  poisons  created  from  decomposing  or- 
ganic matter.  Epidemics  were  controlled  by  con- 
fining people  where  disease  was  rampant  until  it  had 
run  its  course.  Even  as  late  as  1855,  typhus,  the 
scourge  of  the  immigrants,  was  quarantined  from 
New  York  Hospital: 

It  is  well  known  that  this  disease  typhus  furnishes 
exhalations  from  the  lungs  and  the  skin  which  rapidly 
becomes  infectious  in  overcrowded  apartments.  The 
great  numbers  of  immigrants  and  seamen  laboring 
under  that  disease  admitted  into  the  house  in  1847  and 
afterwards,  produced  a most  pestiferous  condition  of 
the  wards  ...  to  restore  the  wards  to  their  former  salu- 
brity the  Governors  decided  “that  cases  of  ship  typhus 
be  not  hereafter  received  until  the  further  orderings  of 
the  board.”  4 

By  the  1880s  the  distinction  was  clear.  The  mid- 
dle class  and  the  prosperous  had  the  benefit  of  the 
clean,  modern  rooms  of  the  New  York  Hospital.  For 
the  poor,  hospital  care  was  at  Bellevue — “a  building 
built  for  an  almshouse  or  prison  some  fifty  years  ago, 
its  ponderous  dull  gray  mass  of  granite,  sullen  looking 
and  unadapted  to  its  uses.”  5 

Sanitary  engineering 

The  idea  that  epidemic  diseases  might  be  pre- 
vented was  difficult  for  the  mid-nineteenth  century 
physician  to  accept.  No  professorships  in  hygiene 
existed  in  medical  schools  until  1909.6  Principles  of 
sanitary  engineering,  which  had  worked  so  well  to 
improve  the  health  of  British  workers,  came  to 
America  by  way  of  a self-educated  bookseller,  Lemuel 
Shattuck.  Shattuck,  after  carrying  out  a sanitary 
survey  of  Massachusetts,  realized  that  physicians 
could  “prevent  diseases  that  they  might  treat”  by 
investigating  the  disposal  of  sewage,  the  toxins  in 
adulterated  articles  designed  for  food  or  medicine, 
and  the  examination  of  children  “so  that  a good 
foundation  might  be  laid  for  vigorous  manhood  and 
old  age.”  At  the  time  (1850),  physicians  saw  his  ideas 
as  “meddlesome”  and  “outside  the  layman’s 
sphere.”  7 Even  though  cholera  and  smallpox  were 
almost  yearly  epidemics,  the  hospitals  of  New  York 
City  were  never  full.8  The  immigrant  who  was  too 
poor  to  come  to  the  New  York  Hospital  and  afraid  of 
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the  bedlam  at  Bellevue  stayed  in  his  filthy  tenement, 
often  to  die  without  medical  aid.  The  frustrating  job 
of  caring  for  these  poorly  housed  people  was  left  to 
young  physician  volurlteers  in  the  city’s  dispensaries; 
here  immigrants  might  receive  at  least  a tonic  or 
some  medicine.  These  physicians  better  than  any 
others  knew  how  inadequately  the  immigrants  were 
treated,  and  they  were  to  play  an  important  medical 
role  in  the  beginning  of  organized  public  health. 

The  inspection  of  tenements  and  investigations  of 
epidemics  were  the  executive  functions  of  the  city 
inspector,  a political  appointee,  and  the  worst  enemy 
the  sick  immigrant  had.  He  had  no  medical  knowl- 
edge, but  insisted  nonetheless  that  “it  did  not  require 
any  medical  knowledge  to  smell  an  odor  or  recognize 
a filthy  street.”  He  added  that  physicians  would 
think  it  undignified  “to  go  running  through  tenement 
houses  and  sticking  their  noses  down  privies  to  see 
if  they  were  healthy  or  not.”  2 In  the  meantime,  the 
inspector’s  own  men  did  even  less.  The  health 
wardens,  who  were  responsible  for  the  health  of  slum 
dwellers,  were  described  by  Smith  as  local  saloon- 
keepers whose  job  it  was  to  make  sure  the  corrupt 
officials  remained  in  power  in  their  districts.  Their 
knowledge  of  hygiene  consisted  of  advising  the 
burning  of  camphor  to  prevent  the  spread  of  small- 
pox, eighty  years  after  Jenner  demonstrated  the 
usefulness  of  vaccination.  The  attack  rates  of  dis- 
ease were  unreliable  because  the  inspector’s  men 
were  afraid  to  visit  disease-ridden  tenements.9  They 
made  no  effort  to  make  sure  the  streets  were  kept 
clean,  even  though  50  million  dollars  were  earmarked 
for  that  purpose.  Despite  2,000  cholera  deaths 
during  the  summer  of  1866,  the  inspector  believed 
that  New  York  City  residents  were  among  the 
healthiest  in  the  world.10 

Smith  viewed  the  health  administration  as  a “gi- 
gantic imposture.”  He  felt  an  efficient  health  board 
should  be  independent  of  political  influence  and 
should  combine  executive  ability  with  a profound 
knowledge  of  the  causes  and  control  of  diseases.11 
Smith’s  ideas  were  not  new,  but  he  possessed  unique 
abilities  to  follow  through  to  see  them  enacted  into 
law. 

Champion  to  people 

Throughout  his  entire  life,  Smith  was  an  agitator 
and  an  organizer.  He  organized  the  city  health  de- 
partment and  later  the  National  Board  of  Health. 
Early  in  his  career  he  was  friendly  with  the  aboli- 
tionist William  Cullen  Bryant.  While  working  as  a 
physician  in  the  fever  hospital  for  the  poor  of 
Blackwell’s  Island,  he  once  used  Bryant's  newspaper 
to  attack  a particularly  rigid  landlord  on  whom 
“every  moral  and  legal  means  of  persuasion  had 
failed.”  As  a result,  the  tenement  the  man  owned, 
from  which  100  cases  of  typhus  had  come,  was 
cleaned  up.  Smith  popularized  the  moral  and 
physical  plight  of  the  immigrant  and  the  immoral 
outrage  of  landlords,  together  with  the  bureau  of 


health,  in  a series  of  editorials  in  the  Medical  Times 
during  the  1850s.2 

Sanitary  Survey 

By  the  end  of  the  Civil  War,  he  had  convinced 
prominent  and  powerful  men  like  John  Jacob  Astor 
that  a solution  to  the  disgraceful  health  situation  of 
New  York  residents  could  be  achieved  with  an  in- 
vestigation of  the  bureau  of  health  and  a sanitary 
survey  of  New  York  City.  With  $22,000  given  by 
Astor  and  the  civil  association,  the  survey  was  orga- 
nized by  Smith  in  1865.  He  divided  Manhattan,  The 
Bronx,  and  Brooklyn  into  29  wards,  based  on  popu- 
lation density,  and  recruited  dispensary  physicians 
to  carry  out  the  survey.  The  goals  were  to  outline  the 
extent  of  poor  sanitation  and  overcrowding  so  that 
a practicable  law  could  be  written.  When  disease 
was  encountered,  a special  form  was  filled  out  by  the 
health  officer.  In  it  he  provided  the  medical  history 
of  the  ill  person,  facts  relating  to  the  family  and 
persons  exposed  to  the  malady,  the  condition  of  the 
dwelling  and  the  neighborhood,  and  its  popula- 
tion.12 

The  survey  emphasized  priorities  for  the  health 
department  Smith  later  helped  design.  The  “low 
death  rate”  ranged  from  10  per  1,000  per  year  in 
wealthy  residential  areas  to  60  per  1,000  per  year  in 
the  slums.  British  sanitarians  had  shown  that  an 
“ideal”  death  rate  was  17  per  1,000  from  nonpre- 
ventable  causes  such  as  old  age,  cancer,  and  acci- 
dents. Smith  concluded  that  within  the  slums  40  per 
1,000  per  year  or  17,000  people  had  died  from  pre- 
ventable causes  between  1850  and  the  beginning  of 
the  Civil  War.  His  officers  found  that  the  highest 
death  rate  in  children  was  infant  diarrhea.13 
Moreover,  for  every  death  28  cases  of  illness  were 
found.  Within  two  weeks  following  the  three-month 
survey,  1,200  cases  of  smallpox  were  reported.  Be- 
cause the  disease  was  rampant  among  garment 
workers,  Smith’s  men  suggested  vaccination  of  peo- 
ple in  the  district  and  quarantine  of  goods  from  the 
area.14  Two  thousand  cases  of  typhus  were  reported, 
with  85  to  240  cases  in  the  most  crowded  tenements.15 
Even  while  this  independent  survey  was  being  done, 
most  inspectors  noted  improvements  in  both  garbage 
collection  and  building  upkeep  by  landlords.16 

Results 

Smith’s  work  had  a number  of  positive  effects  on 
immigrants’  health.  A health  law  was  passed  in  1866 
giving  the  board  of  health  the  power  to  enforce 
minimum  sanitary  standards.  Corrupt  officials  with 
poorly  defined  responsibility  were  replaced  by  ex- 
ecutives and  physicians  who  enforced  the  new  health 
law.  Diseases  were  investigated,  and  health  officers 
could  legally  make  demands  on  landlords  for 
plumbing  and  construction  repairs.  Tenants  were 
allowed  to  withhold  rent  payments  until  sanitary 
repairs  were  made.  The  physician  wardens  educated 
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immigrants  on  health  care  and  gave  vaccinations 
against  smallpox.  In  1874,  the  department  pub- 
lished leaflets  on  infant  care  to  lower  infant  mortality 
rates.17  Such  actions  marked  the  beginning  of  the 
extension  of  medical  care  to  populations  who  needed 
it  the  most,  a tradition  that  is  now  a cornerstone  of 
public  health  care. 
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of  medical  archives 
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York  City,  the  Medical  Archives  was  established  ap- 
proximately two  years  ago  for  the  purpose  of  collecting, 
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or  are  now  a part  of  the  Medical  Center.  To  date  the  staff 
of  the  Medical  Archives  has  processed  1,835  linear  feet  of 
records,  as  well  as  accessioning  numerous  artifacts,  medical 
instruments  and  pictorial  materials. 

The  Medical  Archives  collects  the  records  generated  by 
the  institutions  affiliated  with  the  Center,  including  the 
papers  created  by  those  people  who  have  been  associated 
with  these  organizations.  The  New  York  Hospital, 
founded  in  1 77 1 , is  one  of  the  oldest  in  the  United  States. 
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(1821),  the  Lying-In  Hospital  of  New  York  (1799),  and 
various  other  establishments  once  caring  for  New  York 
City’s  women  and  children,  include  a wealth  of  information 
documenting  the  course  of  health  care  and  social  change 
in  the  United  States  over  the  past  two  centuries. 

The  records  of  the  Medical  Archives  include  reports  and 
minutes  of  committees  dating  from  1771,  student  note- 
books, blueprints,  patient  care  data  including  medical  case 
books  from  1808  through  the  present,  financial  records  (in 
1802  rum  and  oysters  were  standard  purchases),  registers 
of  students,  staff,  patients  (U.S.  and  foreign  seamen  were 
cared  for  from  1802  to  1870),  as  well  as  publications  of  the 
Center’s  institutions.  Many  records  have  been  placed  on 
microfilm.  The  papers  of  Vincent  du  Vigneaud,  M.D., 
Connie  M.  Guion,  M.D.,  Herbert  Conway,  M.D.,  and  Harry 
Gold,  M.D.,  are  among  those  available  for  research.  The 
photograph  and  print  collection  includes  pictures  of 
horse-drawn  ambulances  and  pre-Lister  operating 
rooms. 

For  additional  information  write  to:  Adele  Lerner, 

Medical  Archivist,  New  York  Hospital-Cornell  Medical 
Center,  1300  York  Avenue,  New  York,  N.Y.  10021. 
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County  Medical  Societies 

Broome  County  Medical  Society* 

4/i  illustrious  past 

ANTONIO  F.  LaSORTE,  M.DT 

Binghamton,  New  York 

The  history  of  the  Broome  County  Medical  So- 
ciety, so  well  researched  and  written  by  the  late 
William  Hobbs,  M.D.,  was  printed  in  the  May,  1958, 
issue  of  the  New  York  State  Journal  of  Medicine.  1 
borrowed  very  liberally  from  Dr.  Hobbs’s  erudite 
essay  and  hope  to  pay  my  debt  to  him  by  presenting 
to  you  a glance  of  our  past  history.  I trust  that  many 
of  you  will  seek  out  his  essay  and  read  it.  I commend 
it  to  you  and  know  it  will  be  a rewarding  experi- 
ence. 

First  physicians 

The  first  physician  on  record  in  Broome  County 
was  a Dr.  Osias  Crampton.  He  settled  in  Windsor 
from  Vermont  in  1793.  At  the  time,  a malaria  epi- 
demic was  raging  in  the  area.  Little  was  known 
about  him  except  that  he  was  well  educated  and 
carried  on  his  medical  duties  in  a devoted  manner. 

Imagine  the  year  1793.  This  country  was  covered 
with  trees  interspersed  with  sparse  settlements  of 
hardy  pioneers  and  Indians.  The  rivers  ran  clear  and 
unspoiled;  the  roads  were  no  more  than  trails  and 
deer  runs.  Travel  was  by  foot  or  horse.  At  the  time, 
there  was  but  one  medical  school  in  the  entire  State 
of  New  York.  In  1797,  county  courts  were  authorized 
to  grant  diplomas  for  the  practice  of  medicine.  To 
qualify  for  the  M.D.  diploma,  one  had  to  have  two 
years  of  preceptorship  with  a reputable  physician  and 
two  more  years  of  practice. 

By  the  year  1806,  there  was  a total  of  eight  physi- 
cians practicing  medicine  in  Broome  County.  They 
were  scattered  between  the  towns  of  Union,  Windsor, 
Lisle,  and  Chenango  Point,  now  known  as  Bing- 
hamton. These  physicians  varied  in  character  and 
demeanor.  Thaddeus  Thompson,  M.D.,  was  a rev- 
olutionary surgeon  and  practiced  in  Central  Lisle. 
He  dealt  widely  in  real  estate  and  operated  a general 
store  accumulating  a considerable  amount  of  prop- 
erty. Another,  Phineas  Bartholomew,  M.D.,  located 
in  Binghamton,  was  a man  of  great  medical  knowl- 
edge and  skill.  His  love  of  ease  and  passion  for 
hunting  and  angling  were  known  to  all.  I give  this 
minimal  bibliography  to  show  that  these  physicians 
were  not  too  different  from  present-day  physi- 
cians. 

Establishment  of  county  medical  society 

In  the  year  1806,  a State  law  was  passed  which 
authorized  the  formation  of  county  medical  societies. 

* Presented  to  the  Broome  County  Medical  Society,  May  29, 
1974. 

f Past  President,  Broome  County  Medical  Society. 


Broome,  which  had  been  declared  a county  that  same 
year,  was  quick  to  take  advantage.  All  that  was  re- 
quired was  for  the  physicians  to  gather  on  the  steps 
of  the  courthouse  and  declare  themselves  a society. 
This  was  done  at  the  courthouse  at  Chenango  Point, 
and  our  medical  society  was  born. 

This  embryonic  medical  society  took  on  itself  the 
granting  of  licenses  for  the  practice  of  medicine  to 
anyone  who  had  been  duly  examined  by  a special 
committee  of  the  society.  No  actual  minutes  of  the 
society  were  available  until  1823,  at  which  time  two 
interesting  resolutions  were  passed. 

Rules  and  regulations 

One  resolution  concerned  the  use  of  alcohol,  which 
in  those  times  must  have  been  a problem.  We  must 
remember  that  in  those  days  there  were  no  schools, 
parks,  arenas,  theaters,  or  libraries.  People  gathered 
at  taverns  to  talk  and  while  the  time  away.  The 
resolution  read  that  physicians  would  abstain  from 
the  use  of  alcohol  and  promote  temperate  habits  in 
their  patients. 

The  second  resolution  concerned  the  issuance  of 
a diploma  of  the  society  to  those  qualified  to  practice 
medicine. 

As  our  society  matured,  other  rulings  were  passed. 
Members  of  the  society  who  were  absent  from 
meetings  without  a reasonable  excuse  were  levied  a 
fine  of  $2.00.  This  was  your  society  in  1827.  The 
meetings  concerned  themselves  with  case  presenta- 
tions and  discussions.  These  sessions  took  as  long 
as  five  to  six  hours.  At  one  of  these  meetings,  an  ad 
hoc  committee  was  formed  to  investigate  the  moral 
character  of  two  physicians  of  the  society.  One  was 
accused  of  perjury  and  the  other  of  rape.  The  com- 
mittee was  to  report  back  to  the  society,  and  although 
no  mention  is  made  in  later  meetings,  it  is  thought 
that  they  were  either  vindicated  or  expelled  from  the 
society. 

One  physician  of  whom  this  society  can  be  very 
proud  was  Nathan  Smith  Davis,  M.D.  Dr.  Davis  was 
born  in  1817  in  Greene,  New  York.  He  studied  at 
Cazenovia  Seminary  and  attended  the  College  of 
Physicians  and  Surgeons  in  Fairfield,  Herkimer 
County,  New  York.  Dr.  Davis  graduated  in  1837, 
became  a member  of  the  Broome  County  Medical 
Society  in  1838,  and  opened  his  office  in  Binghamton 
at  the  age  of  twenty.  Dr.  Davis,  as  will  soon  be  re- 
alized, was  an  unusual  man.  Not  only  was  he  inter- 
ested in  botany,  chemistry,  and  comparative  anato- 
my, but  he  was  also  active  in  a local  debating  society. 
He  was  a founder  of  the  Binghamton  Academy  of 
Medicine  and  was  seated  as  a delegate  to  the  Medical 
Society  of  the  State  of  New  York  in  1844. 

His  meteoric  career  sent  him  to  Columbia  Medical 
School  in  New  York  City  as  an  instructor  in  anatomy, 
and  soon  thereafter  he  chaired  the  department  of 
physiology  and  pathology  at  Rush  Medical  College 
in  Chicago.  Dr.  Davis  was  on  the  committee  that 
studied  and  proposed  that  a national  association,  the 
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A.M.A.  (American  Medical  Association)  be  formed. 
He  subsequently  became  the  vice-president  of  the 
A.M.A.,  and  then  became  its  president  in  1864.  In 
1882,  he  became  editor  of  the  J.  A.M.A.  In  1897,  at 
the  A.M.A.’s  fiftieth  anniversary  he  was  honored  by 
its  members  in  Philadelphia.  At  that  time,  the 
membership  was  9,000  physicians.  Dr.  Davis  died 
at  the  age  of  eighty-seven  from  a coronary  throm- 
bosis, thus  ending  a distinguished  life.  I am  sure 
many  were  not  aware  of  the  contributions  of  this  man 
to  organized  medicine. 

Era  between  1840  and  1900 

The  era  between  1840  and  the  1900s  was  inter- 
spersed with  some  interesting  society  happenings. 

In  1839,  a certain  John  Barney  was  expelled  from 
the  society  because  he  had  committed  a felony  in 
addition  to  abandoning  the  business  of  his  profession 
by  going  about  the  county  calling  together  companies 
of  people  to  witness  mountebank  exhibitions,  tricks 
of  magic,  and  improper  conduct. 

In  1840,  the  society  voted  that  all  persons,  not 
members  of  the  society,  engaged  in  the  practice  of 
medicine,  must  unite  with  the  society  without  delay. 
Also,  in  those  days,  it  was  a common  practice  for 
some  members  to  concoct  their  own  remedies,  hold- 
ing the  ingredients  to  be  secret  and  purveying  them 
to  the  public.  A resolution  was  passed  that  such  a 
practice  was  highly  improper. 

In  1849,  the  bylaws  were  revised  and  brought  up 
to  date.  A board  of  censors  was  formed  which  had 
the  authority  to  examine  students  and  others  who 
applied  for  diplomas.  The  board  of  censors  would 
not  examine  any  person  until  he  had  produced  proof 
of:  (1)  proper  term  time  in  a certified  medical  col- 
lege, (2)  three  years  in  the  office  of  a practicing 
physician,  and  (3)  four  years  of  study  with  a physi- 
cian qualified  to  practice  in  the  county. 

The  new  bylaws  required  any  member  to  report 
one  case  which  occurred  in  his  practice  embracing  the 
history,  treatment,  and  pathology,  at  least  yearly. 

In  1856,  a resolution  was  passed  by  the  society 
stating  it  was  the  duty  of  each  member  to  keep  a 
faithful  record  of  diseases  that  fell  under  his  obser- 
vation and  each  member  transmit  the  same  to  the 
secretary  in  January  of  each  year,  who  would  in  turn 
transmit  the  information  to  the  State.  Thus  was 
born  the  concept  of  vital  statistics. 

In  1870,  a fee  schedule  was  established  by  the  so- 
ciety. You  might  be  interested  in  the  charges  of 
physicians  at  that  time. 

1.  House  call — $2.00. 

2.  Night  call — add  25  cents. 

3.  Consultation — $5.00. 

4.  Extraction  of  cataract — $50. 

5.  Extirpation  of  breast — $25  to  $50. 

6.  Operation  for  hernia — $25  to  $50. 

7.  Application  of  leeches — $1.00. 

In  the  decade  between  1880  and  1890,  the  physi- 
cians of  the  society  waged  a relentless  public  cam- 
paign decrying  the  poor  sewage  system,  unsanitary 
condition  of  public  baths,  the  lack  of  ventilation,  the 


impure  drinking  water,  as  well  as  reflecting  on  the 
poor  conditions  of  the  asylums  of  the  county. 

In  the  summer  of  1893,  the  New  York  State  legis- 
lature passed  an  act  transferring  the  writing  of 
medical  licenses  from  the  county  societies  to  the 
Regents  of  the  State  of  New  York. 

Between  1895  and  1906,  references  were  made  to 
x-rays,  skin  grafts,  spinal  anesthesia,  and  the  new 
operation  for  stomach  disorders  known  as  a gaster- 
ectomy. 

Since  1900 

In  1902,  an  antitoxin  for  diphtheria  was  being 
given  locally  known  as  Mulford’s  vaccine. 

A milk  commission  was  formed  in  1910  by  the 
county  medical  society  to  lay  down  rules  for  the  ex- 
amination of  milk.  Tuberculin  testing  was  done 
locally,  and  bacterial  counts  were  carried  out.  A 
firm,  willing  to  produce  certified  milk  in  this  area, 
was  established,  known  as  the  Borden  Company. 
Papers  were  presented  by  this  commission  correlat- 
ing a high  milk  bacterial  count  with  increased  diar- 
rheal disorders  in  infants.  By  1913,  the  incidence  of 
typhoid  fever  and  diarrheal  illnesses  had  been  re- 
duced considerably. 

By  1916,  the  society  took  the  problem  of  cancer 
quacks  to  the  public.  They  approved  a program  to 
educate  the  public  about  the  truths  of  cancer  and  its 
treatment,  as  well  as  to  dispel  the  untruths  and  the 
superstitions  about  it. 

I shall  in  rapid  sequence  list  some  of  the  milestones 
in  the  society  since  1920: 

In  the  late  1920s,  radium  was  purchased  by  a local 
physician  and  used  for  the  first  time.  In  1934,  one 
of  the  first  tumor  clinics  was  established  at  Bing- 
hamton City  Hospital.  In  1940,  a library  was  es- 
tablished at  City  Hospital  with  a full-time  librarian 
and  secretary.  Also  in  that  year,  the  society  peti- 
tioned the  board  of  managers  of  City  Hospital  to 
provide  a meeting  place  for  the  society  in  their  au- 
ditorium. In  1943,  a blood  bank  was  established  by 
Binghamton  City  Hospital.  In  1951,  the  Broome 
County  Medical  Society  was  legally  incorporated  by 
the  State  of  New  York.  In  1953,  the  society  hired  its 
first  executive  secretary.  Two  of  these  men  have 
distinguished  positions:  Jack  Sergeant,  is  now  ex- 
ecutive director  of  Maryland  State  Medical  Society, 
and  Michael  McManus  is  executive  director  of  Mil- 
waukee Medical  Society. 

In  July,  1953,  the  first  issue  of  Broome  County 
Medicine  was  sent  to  the  members.  In  July,  1954, 
the  medical  bureau  was  founded  to  ethically  recover 
past  due  bills. 

Conclusion 

I suspect  the  Broome  County  physician  of  the  past 
had  to  be  a hardy  soul.  He  was  by  far  the  best-edu- 
cated person  in  his  community.  Not  only  was  he  well 
versed  in  the  classics,  having  studied  Greek  and 
Latin,  but  also  he  spoke  and  wrote  well.  Faced  with 
epidemics  of  malaria,  typhoid  fever,  cholera,  mem- 
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branous  croup,  and  diphtheria,  he  waged  a solo  war 
against  these  dreadful  maladies  with  a minimum  of 
help.  He  had  no  antibiotics,  no  serum,  no  electrolyte 
solutions,  nor  the  chemistry  laboratory  to  give  him 
an  idea  of  the  immediate  situation.  He  gave  of 
himself  in  terms  of  empathy  and  just  being  there  to 
comfort  the  sick  and  the  dying. 

From  the  very  beginning,  the  physicians  of  Broome 
County  grouped  together  to  formulate  high  stan- 
dards for  the  practice  of  medicine.  They  insisted  on 
proper  credentials  preceded  by  adequate  training. 
They  railed  against  charlatans  and  mountebanks. 
These  men  were  not  loathe  to  cast  out  a fellow  phy- 
sician if  he  misbehaved  in  the  practice  of  medicine. 
Their  meetings  were  spent  in  presenting  cases  with 
proper  review  and  teaching.  Their  findings  were 
made  available  to  the  newspapers  of  the  area.  In  this 
manner,  the  latest  medical  discoveries  and  teachings 
were  brought  before  the  public. 

Times  change,  but  doctor  homo  sapiens  remains 
essentially  the  same.  The  problems  of  yesteryear — 
proper  credentials,  the  pursuit  of  excellence  in  the 
practice  of  medicine,  continuing  education,  peer  re- 
view, the  fight  against  quackery,  and  the  proper 
dissemination  of  medical  advances  to  the  public  via 


Medicine  in  Pioneer 
Cayuga  County 

SHEILA  TUCKER* 

Auburn,  New  York 

It  was  the  beauty  and  the  bounty  of  the  lake 
country  that  inspired  the  first  settlers  to  leave  their 
homes  back  east  and  venture  forth  to  carve  homes 
out  of  the  wilderness. 

Cayuga  County  had  once  been  the  home  of  the 
noble  Cayuga  Indians,  and  after  the  revolution,  had 
become  part  of  the  military  tract  to  be  given  to  those 
who  served  during  the  Revolutionary  War. 

Need  for  physicians 

The  medical  needs  of  the  first  settlers  were  met  by 
women  of  the  household,  Indian  herbalists,  and 
physicians  who  made  cabin  calls  on  horseback. 

A physician  riding  his  horse  through  rutted, 
muddy  trails,  with  medicines  and  supplies  in  his 
saddle  bags,  was  a familiar  sight  in  Cayuga  County 
of  the  1790s.  Some  had  been  formally  trained  at 
medical  schools  “back  east”;  others  had  “rode  with 
a doctor  for  a few  months”  before  hanging  out  a 
shingle. 

Pioneer  medicine  was  often  a game  of  hit  or  miss. 
A pioneer  physician  of  1795  recorded  in  his  “doctor’s 
book”  that  people  with  consumption  should  not  eat 
turnips.  However,  when  the  local  blacksmith  had 
the  disease,  he  ate  turnips  and  got  well..  In  the 
notebook,  the  physician  wrote,  “Correction — turnips 
are  all  right  for  a person  with  this  disease.”  Some- 

*  Historical  Editor,  Auburn  Citizen  Newspaper. 


newspapers — still  pertain.  We  can  cry  out  today  for 
pure  water,  pure  food,  and  pure  air,  as  did  the  society 
in  1916. 

We  have  been  left  a rich  legacy  by  our  predeces- 
sors; our  mission  is  to  give  our  patients  the  best 
medicine  in  the  freest  of  conditions. 

I would  like  to  close  with  Robert  Louis  Stevenson’s 
“Eulogy  of  the  Doctor.” 

There  are  men  and  classes  of  men  that  stand  above 
the  common  herd:  the  soldier,  the  sailor,  and  the 

shepherd  not  infrequently:  the  artist  rarely,  rarelier 
still  the  clergyman:  the  physician  almost  as  a rule. 

He  is  the  flower  (such  as  it  is)  of  our  civilization:  and 
when  that  stage  of  man  is  done  with,  he  will  be  thought 
to  have  shared  as  little  as  any  in  the  defects  of  the  peri- 
od, and  most  notably  in  the  virtues  of  the  race. 

Generosity  he  has,  such  as  is  possible  to  those  who 
practice  an  art,  never  to  those  who  drive  a trade:  dis- 
cretion, tested  by  a hundred  secrets:  tact,  tried  in  a 
thousand  embarrassments:  and  what  are  more  impor- 
tant, Herculean  cheerfulness  and  courage.  So  it  is 
that  he  brings  air  and  cheer  into  the  sick  room,  and 
often  enough,  though  not  as  often  as  he  wishes,  brings 
healing. 

33  Riverside  Drive 
Binghamton,  New  York  13905 


time  later,  the  community  carpenter  had  the  same 
disease,  so  the  physician  fed  him  turnips  and  he  died. 
In  his  notebook  he  wrote,  “Correction — with  this 
disease,  turnips  are  all  right  for  blacksmiths,  but  they 
will  kill  carpenters.” 

Trained  or  untrained,  the  pioneer  physicians  were 
a welcome  sight  in  the  backwood  areas  because  they 
brought  with  them  the  latest  news. 

Establishment  of  medical  society 

In  an  attempt  to  standardize  the  training  of  phy- 
sicians, the  State  legislature  in  1806  authorized  the 
formation  of  county  medical  societies  with  the  power 
to  grant  licenses  and  recognize  diplomas  from  other 
states. 

By  1806,  28  physicians  were  practicing  in  Cayuga 
County  and  on  August  7,  1806,  19  of  these  physicians 
met  at  Daniel  Avery’s  tavern  in  Aurora  and  formed 
the  Cayuga  County  Medical  Society. 

Officers  were  elected,  a tax  of  $4.00  was  levied  on 
each  member  for  the  purchase  of  medical  and  surgi- 
cal instruments  as  well  as  a medical  library,  and  Enos 
T.  Throop,  later  governor  of  New  York,  was  retained 
to  prosecute  the  numerous  practitioners  who  were 
not  properly  licensed. 

Few  of  these  pioneer  physicians  supported  them- 
selves solely  by  the  practice  of  medicine.  Most  op- 
erated farms,  a few  ran  taverns,  general  stores,  or 
distilleries.  In  more  than  half  of  the  townships  of  the 
county,  the  local  physician  served  on  town  and  school 
boards  and  several  also  taught  at  the  district  schools 
since  they  were  among  the  few  educated  people  in  the 
community. 
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One  Auburn  physician  in  the  early  1800s  caused 
quite  a stir  when  he  dug  up  the  body  of  an  Indian  one 
night  and  hid  it  in  his  barn  for  dissection.  The  theft 
was  discovered  by  the  Indians,  and  after  a noisy 
council  a messenger  was  sent  to  Auburn  demanding 
that  the  body  be  returned  instantly  or  the  village 
would  be  burned  down  and  everyone  killed. 

The  purloining  physician  was  not  in  town,  but 
fortunately  the  Indian  remains  were  discovered 
during  a search  of  village  buildings  and  returned. 

In  1811,  a medical  committee  unsuccessfully  at- 
tempted to  obtain  a grant  for  a medical  school  at 
Cayuga  Academy  in  Aurora.  Again,  in  1817,  an  at- 
tempt was  made  by  the  society  to  obtain  a charter  for 
a medical  school  in  Auburn.  Two  years  later  the 
society  petitioned  the  Auburn  prison  and  began  re- 
ceiving unclaimed  bodies  for  dissection  and  study. 

During  1824  to  1829,  a medical  school  was  opened 
under  the  auspices  of  Erastus  Tuttle,  M.D.,  with 
many  of  the  area  physicians  serving  as  volunteer 
lecturers.  Throughout  this  period  the  society  at- 
tempted to  obtain  a medical  school  charter.  How- 
ever, all  hopes  were  dashed  in  1825  when  Geneva  was 
designated  and  the  local  medical  school  was  even- 
tually closed. 

Cayuga  County,  a part  of  the  religious  “burnt  over” 
region,  in  the  1840s  experienced  various  waves  of 
medical  theories.  The  clairvoyant  or  spiritualist 
physician,  who  by  supernatural  powers  divined  a 
problem  and  by  practical  medicine  produced  a cure, 
began  to  settle  in  the  area.  In  1841,  homeopathic 
medicine  became  popular  and  cowpox  and  other 
vaccines  became  available  at  $1.00  per  person.  Faith 
healers  also  appeared  on  the  scene.  The  medical 

Dutchess  County  Medical  Society 

The  legislature  of  the  State  of  New  York  passed 
a law  as  of  March  23, 1797,  to  regulate  the  practice  of 
physic  and  surgery  in  the  State  of  New  York. 

As  a result  of  the  medical  act,  it  was  required  for 
a person  who  purported  to  be  of  the  “healing  arts”  to 
appear  before  a judge  of  a court  of  record  with  one 
witness,  who  attested  to  his  reputation,  and  the  judge 
would  grant  him  a certificate.  Thirty-four  of  these 
are  on  file  in  the  archives  of  the  county  clerk  of 
Dutchess  County,  which  were  conferred  on  the 
physicians  in  Dutchess  County  during  the  fall  of 
1797. 

The  first  attempts  to  organize  a medical  society 
occurred  in  April,  1797,  when  a note  was  printed  in 
the  Poughkeepsie  Journal  that  a committee  was 
formed  to  originate  a constitution  and  bylaws  and 
were  to  meet  at  John  Robinson’s  inn.  After  1798  no 
further  organization  is  noted  in  the  Poughkeepsie 
papers  until  the  law  of  April,  1806,  was  passed  by  the 
legislature  entitled:  “An  act  to  incorporate  Medical 
Societies  for  the  purpose  of  regulating  the  practice 
of  Physic  and  Surgery  in  this  State.”  The  first 
meeting  of  the  new  society  was  held  September  20, 
1806.  The  first  president  of  the  Dutchess  County 
Medical  Society  was  Samuel  Bard,  M.D.,  the  only 


society  tried  legally  to  discredit  some  of  these  prac- 
titioners and  also  began  publishing  a medical  journal. 
The  area  Baptist  entered  the  arena  by  proclaiming 
vaccines  the  “work  of  the  Devil.”  When,  in  1844,  the 
State  legislature  passed  a law  enabling  these  various 
medical  men  to  collect  fees,  it  was  the  beginning  of 
the  end  for  the  county  medical  society. 

In  June,  1847,  the  discouraged  members  voted  to 
sell  the  library  and  the  following  year  they  met  for  the 
last  time.  Seventeen  years  later  during  the  throes 
of  the  Civil  War,  on  August  31,  1864,  the  society  was 
revived  and  reorganized  and  continues  today. 

Conclusion 

Some  of  the  medical  practices  of  yesteryear  appear 
foolhardy  today:  the  theory  that  the  Erie  Canal 
malaria  was  caused  by  evening  vapors;  the  idea  that 
diphtheria  epidemics  could  be  averted  by  hanging  a 
side  of  beef  on  a pole  to  absorb  the  contaminated 
vapors. 

The  blood-letting  cups  and  cure-all  remedies  are 
no  more.  Consumption  and  dropsy,  the  blanket 
diseases  of  pioneer  days,  have  been  replaced  by 
cancer,  the  blanket  disease  of  today. 

However,  what  these  pioneer  physicians  lacked  in 
scientific  knowledge,  they  made  up  for  with  bedside 
psychology.  Pioneer  diaries  record  that  these  phy- 
sicians were  on  hand  when  needed,  often  staying 
through  the  night,  comforting  and  consoling.  They 
earned  the  respect  and  trust  of  their  patients  and 
their  presence  alone  often  effected  a cure. 

Auburn  Citizen  Newspaper 
25  Dill  Street 
Auburn,  New  York  13021 

physician  of  the  eighteenth  century  practicing  in 
Dutchess  County  who  held  the  degree  of  Doctor  of 
Medicine. 

By  1835  there  were  69  physicians  and  surgeons 
practicing  in  Dutchess  County,  a larger  number  than 
in  any  other  county,  except  Albany,  which  had  77. 

As  far  as  we  know,  harmony  prevailed  in  the  soci- 
ety up  to  1839  or  1840.  About  that  time  a circum- 
stance occurred  which  disturbed  its  harmony.  A 
student  by  the  name  of  I.  Devine  came  before  the 
censors  to  be  examined  for  a license.  He  was  exam- 
ined by  them  and  found  qualified.  However,  before 
the  license  was  given  to  him,  the  censors  heard  of 
things  which  made  them  think  his  practice  would  be 
too  utopian;  consequently,  they  refused  to  give  him 
a license.  One  or  two  law  suits  followed.  The  society 
was  defeated,  Devine  gained  his  point.  His  name 
stands  on  our  roll.  After  that  the  society  became 
unpopular,  and  was  neglected  by  the  great  body  of 
physicians  for  a long  time.  There  is  no  record  of  a 
meeting  from  November  11,  1845,  to  October  1854. 
After  some  discussion  and  a motion  made  to  organize 
a new  society  unconnected  with  the  Dutchess  County 
Medical  Society  was  lost,  it  was  resolved  to  reorganize 
that  society.  On  November  14, 1854,  the  bylaws  were 
revised  and  the  name  changed  to  the  Medical  Society 
of  the  County  of  Dutchess.  The  next  meeting  was 
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held  in  February,  1855,  with  no  record  of  a further 
meeting  until  July  5,  1859.  No  meetings  were  re- 
corded between  November  12, 1861,  and  November 
13, 1866.  At  this  time  only  two  meetings  a year  were 
held. 

After  the  Civil  War  period  the  tone  of  the  medical 
society  meetings  changed  greatly  in  that  this  era 

Medical  Society  of  the 
County  of  Erie 

Historical  highlights 

The  first  physician  to  practice  in  the  village  of 
Buffalo  was  Cyrenius  Chapin,  M.D.,  who  came  there 
in  1801.  He  located  in  Buffalo,  building  the  village’s 
First  drug  store  at  what  is  now  the  corner  of  Swan  and 
Main  Streets. 

On  September  1, 1821,  24  physicians  met  in  com- 
pliance with  New  York  State  law,  to  organize  a 
medical  association  within  the  newly  formed  County 
of  Erie,  and  elected  Dr.  Chapin  as  their  first  presi- 
dent. 

Although  the  society’s  main  purpose  was  to  eval- 
uate the  standards  of  the  medical  profession,  it  made 
a number  of  contributions  to  the  field  of  medicine. 
It  was  the  first  of  the  county  societies  to  understand 
the  value  of  vital  statistics,  and  a bill  on  this  subject 
was  sent  to  the  legislature.  It  also  devoted  a good 
deal  of  attention  to  the  subject  of  vaccination. 

The  physician  population  has  since  expanded  as 
the  community  has  developed.  There  are  now  more 
than  1,500  physician  members  serving  a thriving 

Medical  Society  of  the 
County  of  Kings 

The  history  of  organized  medicine  in  New  York 
State  would  hardly  be  complete  without  a record  and 
recapitulation  of  some  of  the  major  medical  mile- 
stones of  the  Medical  Society  of  the  County  of  Kings, 
the  most  populous  county  of  our  Empire  State. 

Credit  for  the  germination  of  the  idea  for  a Kings 
County  Medical  Society  must  go  to  Adrian  Vander- 
veer,  M.D.,  who  met  with  5 other  physicians  at  his 
home  in  Flatbush  in  1822  to  explore  and  discuss  the 
concept  of  forming  a local  medical  organization.  The 
project  was  favorably  received,  and  a second  meeting 
took  place  soon  after  at  the  Auld  Lang  Syne  Tavern 
at  which  time  and  place  the  Kings  County  Medical 
Society  was  officially  born  and  Cornelius  Low,  M.D., 
was  elected  as  its  first  president. 

Buildings 

Since  there  was  no  central  medical  building,  the 
next  meeting  of  the  fledgling  society  was  held  at  the 
Van  Beuren  Tavern.  For  the  next  five  years,  meet- 
ings alternated  between  these  two  “watering  spots.” 
Meetings  followed  from  1827  to  1837,  first  at  the 
Apprentice  Library  and  then  on  to  the  Brooklyn 
Lyceum.  It  was  not  until  1887  that  the  society  finally 
acquired  its  own  building,  a small  four-story 


served  as  a beginning  of  a period  that  provoked  many 
serious  scientific  reports  in  all  the  meetings  of  the 
county  society. 

Soon  there  would  be  hospitals  in  the  county  and 
more  of  a realization  of  the  problems  of  medical  care 
from  the  standpoint  of  the  patient.  Medicine  was 
now  to  move  ever  onward. 

metropolitan  area  with  a population  of  one  million 
plus. 

In  tracing  the  concurrent  growth  of  the  civic  and 
medical  communities,  one  finds  a list  of  physician’s 
names  which  reads  like  a “Who’s  Who  in  Medicine 
and  Civics,”  such  names  as:  Ebenezer  Johnson, 

M.D.,  the  first  mayor  of  Buffalo;  Austin  Flint,  M.D., 
founder  of  six  medical  schools,  a journal  and  a sci- 
entific society,  perhaps  better  known  for  his  work  in 
internal  medicine  for  the  “Austin  Flint  murmur”; 
James  Platt  White,  M.D.,  most  noted  obstetrician- 
gynecologist  of  his  day  and  inventor  of  obstetrical 
forceps;  John  Call  Dalton,  M.D.,  whose  text  on 
physiology  was  the  best  standard  publication  in  the 
English  language;  and  Frank  Hamilton,  M.D.,  who 
performed  the  first  successful  skin  graft  in  Ameri- 
ca. 

The  list  continues  with  the  names  of  others  such 
as  Conrad  Wettlaufer,  M.D.,  Roswell  Park,  M.D., 
Ernest  Wende,  M.D.,  Francis  Fronczak,  M.D.,  and 
Edward  J.  Meyer,  M.D. 

The  common  thread  which  runs  through  the  ac- 
tivities and  proceedings  of  the  medical  society’s  one 
hundred  fifty-five-year  history  has  been  the  dedi- 
cation of  the  physicians  to  the  community  and  the 
development  of  medical  care  as  practiced  therein. 

brownstone  on  Bridge  Street,  at  a cost  of  $7,600. 

As  the  society  continued  to  grow  and  the  scope  of 
its  activities  multiplied,  the  need  for  larger  quarters 
became  imperative.  Geroge  McNaughton,  M.D., 
with  a major  assist  from  the  Women’s  Auxiliary  who 
ran  a two-week  long  Graeco-Roman  festival,  appro- 
priated enough  money  to  lay  the  cornerstone  of  our 
present  building  on  November  10,  1898.  It  was 
opened  to  membership  on  May  19,  1900.  For  its 
time,  the  building  could  be  described  only  in  super- 
latives. 

It  attracted  visitors  from  all  over  our  State  and 
beyond.  The  marbled  floors,  oak  walls,  fireplaces, 
and  beamed  ceilings  remain  a monument  to  the  ex- 
cellence in  architectural  conception  and  craftman- 
ship  of  a bygone  era. 

The  original  seal  of  the  Kings  County  Medical 
Society  was  designed  and  adapted  in  1882  and  stands 
to  this  day  with  minor  artistic  embellishments. 

It  is  interesting  to  note  how  some  basic  standards 
in  the  field  of  medicine  change  with  the  passage  of 
time. 

A medical  society  today  would  never  consider 
publishing  a schedule  of  fees  for  its  members.  Yet 
in  1845,  the  Kings  County  Medical  Society  approved 
and  published  a fee  bill  which  listed  the  allowed 
charges  for  65  different  procedures  from  “office  ad- 
vice” at  $1.00  to  “operation  on  hare  lip”  at  $15. 
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Publications 

The  Kings  County  Medical  Society  continued  to 
advance  and  prove  its  leadership  in  various  ways.  In 
the  1880s  it  began  publishing  the  Brooklyn  Medical 
Journal  which  attracted  national  attention  as  an 
outstanding  scientific  publication.  It  continued  to 
be  published  until  1905  when  it  bowed  out  in  favor 
of  our  New  York  State  Journal  of  Medicine.  An- 
other major  publishing  accomplishment  came  from 
the  Brooklyn  Surgical  Society’s  Annals  of  the 
Brooklyn  Anatomical  and  Surgical  Society,  which 
was  renamed  the  Annals  of  Surgery  in  1885  and  still 
occupies  a place  as  one  of  our  major  medical  maga- 
zines. 

Library 

The  library  of  the  Medical  Society  of  the  County 
of  Kings  was  another  point  of  pride.  It  soon  became 
the  fifth  largest  medical  library  in  the  United  States. 
Because  of  its  rapid  and  steady  acquisition  of  medical 
literature  it  began  to  burst  at  the  seams,  and  in  1962 
it  was  amalgamated  with  and  moved  to  the  Down- 
state  Medical  Center. 

Other  milestones 

Another  major  trailblazing  milestone  was  the 
formation  of  the  maternal  welfare  committee  in  1927 
which  set  standards  for  obstetric  practice  and  con- 


Monroe County  Medical 
Society 

The  profession  organizes , 1821* 

EDWARD  C.  ATWATER,  M.D. 

Rochester,  New  York 

In  1806,  over  powerful  opposition,  the  legislature 
created  the  Medical  Society  of  the  State  of  New 
York.  The  charter  anticipated  that  each  county 
would  have  a locally  autonomous  component  society 
whose  members  would  have  the  privilege  of  collecting 
professional  fees  in  court  if  necessary,  that  being  then 
a common  and  swift  recourse,  and  whose  member- 
ship would  be  determined  by  censors  or  examiners 
who  would  pass  on  the  qualifications  of  applicants. 

This  comprehensive  approach  had  been  in  re- 
sponse to  the  petition  of  physicians  in  Saratoga 
County  who  sought  to  incorporate  themselves  in  the 
hope  of  suppressing  more  effectively  the  increasing 
competition  of  practitioners  with  little  or  no  formal 
training.  The  opposition,  which  continued  and  al- 
most four  decades  later  prevailed,  insisted  that  it  was 
wrong  to  give  special  legal  privileges  to  a professional 
group  and  likened  the  matter  to  establishment  of  a 
religious  denomination.  Within  two  years  at  least 

* Reprinted  with  modifications  from  The  Bulletin  of  the 
Medical  Society  of  the  County  of  Monroe,  Inc.,  September,  Oc- 
tober and  November,  1974,  pp.  .'161;  404;  442. 


tributed  greatly  to  the  reduction  of  mortality  and 
morbidity  in  this  most  important  field. 

In  1922,  with  what  one  may  consider  a major  stroke 
of  clairvoyance,  the  Medical  Society  of  the  County 
of  Kings  conceived  and  put  into  operation  the 
Brooklyn  idea,  a system  of  postgraduate  education 
which  is  taken  for  granted  today.  Two  series,  con- 
sisting of  10  lectures  each,  were  offered  in  the  spring 
and  fall  and  attracted  overflow  participants  to  the 
McNaughton  Auditorium  of  our  society.  This  idea 
soon  spread  to  the  rest  of  the  State  and  fanned  out 
nationwide. 

The  activities  of  the  Kings  County  Medical  Society 
continue  to  run  the  full  gamut  covering  the  scientific, 
legislative,  public  health,  and  socioeconomic  areas. 
We  now  have  33  standing  committees,  15  subcom- 
mittees, and  several  advisory  and  ad-hoc  committees 
to  make  certain  that  we  touch  all  bases.  Recent 
events  have  multiplied  the  concerns  of  the  medical 
community  because  of  government  inroads  into 
medicine,  malpractice,  and  the  like.  It  is  gratifying 
to  report  that  the  Medical  Society  of  the  County  of 
Kings,  upholding  the  traditions  of  the  past,  continues 
to  exercise  a major  role  in  protecting  the  health  of  our 
patients  and  the  rights  of  our  membership. 

Reviewing  the  history  and  accomplishments  of  our 
society,  it  is  easy  to  realize  why  the  physicians  in  the 
County  of  Kings  consider  Kings  the  “King  of 
Counties.” 


26  of  35  counties  had  medical  societies  operating. 

The  entire  western  end  of  the  State,  from  Seneca 
Lake  on,  was  at  that  time  divided  into  two  counties, 
Ontario  and  Genesee.  The  latter,  which  had  been 
separated  from  Ontario  in  1802,  included  all  the  land 
west  of  the  Genesee  River.  Canandaigua  and  Ba- 
tavia were  the  county  seats,  and  the  new  medical 
societies  met  there.  After  the  war  of  1812,  as  the 
village  of  Rochesterville  began  to  grow  on  the  western 
bank  of  the  Genesee,  agitation  for  a courthouse  and 
a bank  developed  so  that  the  community  might  free 
itself  of  legal  dependence  on  Batavia,  Rochesterville 
being  in  Genesee  County,  and  economic  dependence 
on  the  bank  in  Canandaigua.  In  February,  1821,  7 
towns  from  Genesee  County  and  7 towns  from  On- 
tario County  became  Monroe  County.  Three 
months  later,  the  physicians  of  the  area  organized  the 
Monroe  County  Medical  Society. 

On  April  3 the  local  newspaper,  the  Rochester 
Telegraph , 1 carried  the  following  advertisement: 

MEDICAL  NOTICE 

Notice  is  hereby  given  to  the  Physicians  and  Surgeons 
residing  in  the  County  of  Monroe  that  a meeting  will 
be  held  on  the  2nd  Wednesday  in  May  next  at  10 
o’clock  A.M.  at  the  house  of  .John  C.  Christopher  [a 
local  tavern | , in  the  village  of  Rochesterville,  for  the 
purpose  of  forming  a Medical  Society  in  said  county, 
according  to  the  law  of  this  State. 
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Organization 

On  the  appointed  day,  physicians  from  all  over  the 
county  met,  organized,  elected  officers,  considered 
bylaws,  and  arranged  to  meet  thereafter  twice  a year 
in  May  and  November.  A copy  of  the  minutes  of  this 
first  meeting,  filed  with  the  County  Clerk  twelve 
years  later,  is  the  only  record  which  remains. 

Who  the  instigators  of  the  undertaking  were  is 
uncertain,  but  30  men  from  at  least  12  of  the  14  towns 
in  the  county  were  early  participants.  The  average 
age  of  the  19  for  whom  dates  are  known  was  thirty- 
two  and  only  two  men  were  over  forty.  Alexander 
Kelsey  of  Rush,  who  at  sixty  was  the  senior  partici- 
pant, was  elected  president  and  Nathaniel  Rowell  of 
Clarkson  became  vice-president.  From  the  village 
of  Rochesterville  Anson  Colman  and  his  partner, 
John  B.  Elwood,  were  elected  treasurer  and  secretary 
respectively.  Frederick  Backus  was  one  of  the  5 
censors  or  examiners  of  new  applicants. 

Contrary  to  common  belief,  it  was  a well-educated 
group  for  the  time.  To  obtain  a license  it  was  nec- 
essary to  have  studied  medicine  for  three  years  with 
a licensed  physician  and  pass  an  oral  examination 
given  by  the  censors  of  the  medical  society.  Atten- 
dance at  two  courses  of  lectures  in  a medical  school, 
in  addition  to  this  required  clinical  experience, 
earned  for  the  student  an  M.D.  degree. 

Of  these  early  Rochester  area  physicians  four  had 
baccalaureate  degrees  from  either  Union  or  Yale,  four 
had  M.D.  degrees  from  Yale,  Dartmouth,  or  Penn- 
sylvania. and  at  least  another  eight  had  attended  the 
medical  lectures  at  Dartmouth,  Yale,  or  the  College 
of  Physicians  and  Surgeons  in  New  York  City.  Five 
of  the  men,  including  President  Kelsey,  had  been 
members  of  the  Ontario  County  Medical  Society 
prior  to  the  formation  of  Monroe  County,  and  it  is 
known  that  some  had  belonged  to  the  Genesee 
County  Medical  Society,  but  the  records  of  this  so- 
ciety are  lost.  All  of  these  members  of  earlier  county 
societies  would  have  been  examined  by  censors  or 
shown  proof  of  qualification  to  join,  as  the  minutes 
of  the  first  meeting  of  the  Monroe  County  Medical 
Society  indicate. 

Personalities 

About  the  personal  life  of  the  early  society  mem- 
bers we  know  little.  Record  of  their  formal  educa- 
tion, their  death,  and  the  town  in  which  they  worked 
is,  in  many  cases,  all  that  has  survived.  Some  died 
prematurely,  at  least  six  before  forty-five.  Others 
moved  away,  to  Avon,  to  Bath,  to  Ohio,  Indiana, 
Michigan,  or  back  east  to  New  York  or  Hartford. 

The  ambitious  John  G.  Vought,  who  was  licensed 
to  practice  in  Schenectady  County,  had  come  to 
Rochester,  married  the  daughter  of  Thomas  Mum- 
ford,  a prominent  miller,  had  given  a public  demon- 
stration of  nitrous  oxide  at  the  Rochester  Female 
Academy  in  1821, 2 and  wrote  the  first  medical  book 
published  in  Rochester,  A Treatise  on  Bowel  Com- 
plaints, 1823.  Later  he  moved  to  New  York  City  and 


started  an  infirmary  where  he  specialized  in  bowel 
troubles,  and  published  a journal  entitled  The 
American  Lancet,  within  which  he  wrote  comments 
which  embroiled  him  in  controversy  with  leaders  of 
New  York  medicine  and  resulted  in  a lawsuit  for  libel. 
He  died,  alas,  of  cholera  in  1832. 

Derick  Knickerbocker,  who  had  graduated  from 
Union  College  and  attended  the  College  of  Physicians 
and  Surgeons  in  New  York,  moved  to  Avon  where  he 
ran  a watercure  from  1828  to  1851.  Worthington 
Wright,  a graduate  of  Williams  College  and  Andover 
Theological  Seminary,  returned  to  the  ministry  after 
a trial  at  being  a physician.  George  E.  Harral,  M.D., 
Physicians  and  Surgeons,  1823,  who  had  tried  to  start 
an  eye  infirmary  with  Archelaus  G.  Smith  in  the 
middle  1820s,  returned  to  New  York  City  where  a 
similar  venture  was  more  successful. 

Ellice  Murdock,  B.A.  Union,  1814;  M.D.  Yale, 
1817,  whose  daughter  had  an  alleged  and  unfortunate 
involvement  with  the  rector  of  nearby  St.  Paul’s 
Episcopal  Church,  moved  out  to  Clarkson.  Orrin 
Gibbs,  who  owned  considerable  land  on  the  east  side 
of  the  river  and  after  whom  Gibbs  Street  is  named, 
lost  everything  in  the  panic  of  1837  and  ended  his 
days  as  weigher  of  straw  for  the  community.  And 
poor  old  Dr.  Kelsey,  the  society’s  first  president,  had 
the  misfortune  to  have  a tree  fall  on  him  and  kill  him 
in  1825. 

George  Marv  in.  M.D.  Yale,  1817,  who  joined  fellow 
Yale  man,  Dr.  Backus,  in  practice  in  1821,  remained 
only  eight  years,  returning  to  Connecticut  and  later 
to  Brooklyn  because,  it  is  said,  of  his  wife’s  poor 
health.  This  improved  sufficiently  for  her  to  bear 
12  children  of  whom  4 survived  the  parents. 

Daniel  Marble,  who  had  studied  medicine  in  the 
office  of  Anson  Colman  and  attended  one  course  of 
lectures  at  the  College  of  Physicians  and  Surgeons  in 
New  York,  practiced  as  Colman’s  partner  for  a few 
years  before  moving  to  Newark,  Ohio,  where,  in  ad- 
dition to  practicing  medicine,  he  edited  the  local 
newspaper  for  a decade. 

Another  physician-editor  was  Hosmer  Graham, 
M.D.  Born  in  Connecticut,  reared  in  Madison 
County,  he  came  to  Rochester  in  1827  after  his 
graduation  from  Transylvania  Medical  College,  in 
Lexington,  Kentucky,  joined  the  medical  society, 
practiced  for  two  years  in  Penfield  where  he  was  the 
equivalent  of  a public  health  officer  during  the 
cholera  epidemic  in  1832,  and  moved  to  Ohio  after 
five  years  in  the  Rochester  area.  For  several  years 
he  was  an  instructor  and  later  professor  of  midwifery 
at  Willoughby  Medical  College,  the  pioneer  school 
in  the  Western  Reserve,  but  moved  later  to  Michigan 
and  finally  settled  in  Toledo  where,  for  a short  time 
in  1849,  he  edited  the  Toledo  Blade. 

Perhaps  the  most  colorful  of  these  early  physicians 
was  Hartwell  Carver,  M.D.,  of  Pittsford.  Born  in 
Rhode  Island,  raised  in  the  Mohawk  Valley,  he 
started  the  study  of  law  but  soon  changed  to  medi- 
cine and  later,  at  twenty-four,  attended  Hamilton 
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College  whence  he  departed  without  graduating  be- 
cause of  some  conflict  with  the  faculty.  Hence  to 
Yale  Medical  Institution  from  which  he  received  an 
M.D.  degree  in  1816,  as  did  Dr.  Backus,  and  then  to 
the  Genesee  area  where  he  settled  ultimately  in 
Pittsford,  and  prospered.  An  1828  letter  from 
Carver,  now  in  the  possession  of  Victor  historian  J. 
Sheldon  Fisher,  gives  one  clue  to  his  success:  “Sir, 
Please  to  send  by  the  bearer  those  two  three  year  old 
cows  which  now  give  milk  and  which  was  spoken  of 
and  agreed  upon  by  you  and  me  when  I was  there  and 
operated  on  your  eye.  Hartwell  Carver.”  On  the 
reverse  side  is  a receipt  for  the  same. 

A lifelong  bachelor,  Carver  was  an  eccentric  and 
a roamer.  Of  the  four  decades  after  leaving  Yale,  he 
spent  a third  away  from  Monroe  County.  In  addi- 
tion to  further  professional  education,  a course  of 
medical  lectures  at  the  College  of  Physicians  and 
Surgeons  in  New  York  in  1824-1825,  six  months  at 
the  hospitals  of  Paris  in  1831,  and  a summer  in 
London,  he  practiced  in  New  Orleans,  Washington, 
Minnesota  territory,  and  Florida.  In  each  of  these 
localities,  as  well  as  in  the  Rochester  area,  he  was 
involved  in  successful  business  speculations.  He 
spent  several  successive  winters  in  the  late  1820s  in 
Florida. 

After  1850  he  settled  down  and  built  the  handsome 
white  neo-Gothic  frame  house  which  still  stands  at 
number  41  on  the  south  side  of  Monroe  Avenue  as 
one  enters  the  village  of  Pittsford.  Contemporary 
opinion  of  the  structure  was  less  enthusiastic;  one 
writer  called  it  unique,  another  most  peculiar. 

But  with  all  Carver’s  activities  he  is  most  remem- 
bered for  his  persistent  advocacy  of  a transconti- 
nental railroad  which  he  proposed  publicly  first  in 
the  late  1830s.  In  1847,  he  solicited  from  Congress 
a charter  for  a group  of  friends  to  construct  such  a 
system.  Although  unsuccessful,  he  was  later  hon- 
ored for  his  efforts  to  promote  the  idea  and  was 
present  when  the  golden  spike  was  driven  at  Prom- 
ontory Point  in  1869. 

In  this  earliest  period  there  were  really  only  three 
men  who  settled  here  and  restricted  themselves  to 
the  practice  of  medicine,  though  even  they  ran 
drugstores  as  well.  In  1816,  Frederick  Fanning 
Backus  came,  and  the  next  year  John  B.  Elwood  and 
Anson  Colman. 

Backus,  son  of  the  president  of  Hamilton  College, 
was  born  in  Connecticut,  graduated  from  Yale  Col- 
lege in  1813  and  from  its  Medical  School  in  1816,  a 
fact  which  made  him  the  first  Doctor  of  Medicine  in 
Rochester.  Staunchly  Calvinist,  he  was  throughout 
his  life  a pillar  of  the  First  Presbyterian  Church 
where  for  40  years  he  sang  in  the  choir  with  a bass 
voice  which  had  “a  peculiar  ring  . . . like  that  of  a 
clarion  [and]  was  always  heard  above  the  choir.”  3 
He  also  had  “one  of  the  finest  horses  ever  seen,  was 
himself  a graceful  rider,  a fine  appearing  young  man” 
and  it  was  not  surprising  that  Rebecca  Fitzhugh, 
daughter  of  one  of  the  city’s  founders,  should  marry 


him  a couple  of  years  after  his  arrival. 

Dr.  Backus  maintained  an  office  over  his  drugstore 
practicing  alone  from  1816  until  disabled  by  his  first 
stroke  at  62.  Though  his  technological  capabilities 
were  considerably  less  than  in  our  own  day  and 
though,  like  many  physicians  of  his  time,  he  pro- 
moted proprietary  preparations,  he  provided  help 
and  advice  in  time  of  trouble.  Specific  pharmaco- 
logic limitations  were  to  some  extent  compensated 
for  by  providing  leadership  in  times  of  family  disaster 
or  of  offering  advice  based  on  earlier  observation. 

In  1854,  for  example,  Backus  wrote  to  Thurlow 
Weed,  former  patient  and  then  a prominent  Re- 
publican politician  in  Albany,  to  warn  him  against 
injury  to  his  varicose  veins.  Backus  had  just  cared 
for  a man  who  had  almost  exsanguinated  from  a varix 
ruptured  by  a tight-fitting  boot.4  Like  many  other 
physicians,  Backus  had  used  ether  by  inhalation 
during  deliveries  prior  to  1846  but  had  failed  to  rec- 
ognize its  potential  or  to  report  his  experience  until 
much  later. 

Dr.  Backus  was  a trustee  of  the  village  and  trea- 
surer from  1817  to  1827.  In  1828,  the  first  year  the 
Monroe  County  Medical  Society  sent  a delegate  to 
the  annual  meeting  of  the  State  Medical  Society,  he 
was  its  representative.  In  1832,  he  attended  the 
medical  lectures  at  the  University  of  Pennsylvania 
then  the  leading  school  in  the  country.  An  active 
anti-Mason  and  Whig,  he  was  from  1844  through 
1847  a State  Senator  and  was  delegate  to  the  Con- 
stitutional Convention  of  1846. 

Perhaps  his  most  enduring  contribution  was  the 
work  he  did,  especially  while  in  Albany,  to  establish 
asylums  for  the  juvenile  delinquent  and  mentally 
retarded,  there  being  at  the  time  no  distinction  be- 
tween people  with  these  problems.  The  Western 
House  of  Refuge  (1849)  in  Rochester  was  such  a 
place,  the  first  institution  of  its  kind  in  upstate  New 
York  and  the  fourth  in  the  country.  Dr.  Backus  was 
for  many  years  president  of  its  Board  of  Managers. 

Both  Elwood  and  Colman,  prior  to  coming  to 
Rochester  in  1817,  had  studied  medicine  in  Cherry 
Valley  with  Dr.  Joseph  White  and  probably  attended 
lectures  at  Fairfield  Medical  School  where  White  was 
professor  of  surgery.  Like  Backus,  both  of  these 
men,  and  especially  Colman,  continued  their  formal 
education  after  being  established  in  practice.  Dr. 
Elwood  attended  the  lectures  at  the  College  of  Phy- 
sicians and  Surgeons  in  New  York  (1821-22)  and  Dr. 
Colman  went  to  Harvard  (1824-25)  and  the  Uni- 
versity of  Pennsylvania  (1831-32)  where  he  received 
the  M.D.  degree  after  completing  a thesis  on 
“Chronic  Epilepsy.”  While  in  Philadelphia,  Colman 
boarded  with  a French-speaking  family  in  an  effort 
to  prepare  himself  for  four  months  in  the  hospitals 
of  Paris  in  early  1833.  Paris  was  then  the  medical 
center  of  the  world  and  this  experience  probably 
made  Colman  the  best-trained  physician  in  early 
Rochester  as  well  as  the  only  one  to  study  abroad. 
He  returned  from  Paris  with  a stethoscope  — the 
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instrument  had  been  introduced  by  Laennec  just  14 
years  earlier  — and  is  known  to  have  encouraged  its 
use  by  other  physicians  in  Rochester  by  lending  them 
his. 

Colman  was  also  the  first  Rochester  physician  to 
be  a medical  professor.  He  was  elected  to  the  chair 
of  medical  jurisprudence  and  botany  at  the  newly- 
organized  Geneva  Medical  School  in  1835  but  served 
only  briefly  because  of  poor  health  and  died  two  years 
later  of  a ruptured  aortic  aneurysm. 

Elwood,  a bachelor,  succeeded  Backus  as  village 
treasurer,  later  became  postmaster,  and  ultimately 
Mayor.  Like  that  of  his  colleagues,  his  prosperity 
came  not  from  practicing  medicine  but  from  selling 
land.  Colman  married  one  of  the  daughters  of  Na- 
thaniel Rochester,  the  city’s  founder. 

Colman’s  letters  to  his  wife,  written  during  periods 
of  his  continuing  education  provide  a glimpse  of  good 
medical  practice  of  the  day.  In  December  1824,  from 
Boston,  he  wrote  that  should  his  children  be  attacked 
with  fever  or  inflammation  or  either  of  his  parents- 
in-law  (the  Rochesters)  “be  attacked  with  Disease  at 
this  season  I hope  that  blood-letting  will  be 
adopted — so  of  the  rest  of  our  Friends  for  bleeding 
is  the  grand  remedy  in  almost  all  of  our  winter  com- 
plaints.” 

From  Philadelphia  in  1831,  he  sent  home  not  only 
some  kine  pox  virus,  so  that  his  assistant  might  vac- 
cinate his  three  younger  children,  but  also  the  fol- 
lowing sensitive  piece  of  advice — “If  the  children 
should  be  a little  unwell  do  not  at  first  call  in  Dr. 
Elwood,  but  have  Town’s  [his  assistant]  prescriptions 
first.  If  anyone  of  you  should  be  seized  with  great 
severity  then  it  might  do,  but  otherwise  it  might 
wound  the  feelings  of  Dr.  T.  and  might  go  verry  far 
to  lessen  the  confidence  of  other  people  in  him.” 

Still  later,  anticipating  the  annual  spring  arrival 
of  scarlet  fever  in  Rochester,  he  begged  his  wife  to 
watch  over  the  children.  “I  know,”  he  wrote,  “that 
it  is  not  in  our  power  to  prevent  disease  and  death, 
but  it  is  our  duty  to  use  all  necessary  vigilance  to 
watch  over  our  children.”  7 

Activities 

Information  about  the  early  activities  of  the 
medical  society  itself  is  limited  to  occasional  news- 
paper references,  particularly  in  relation  to  problems 
of  community  health.  Before  the  first  cholera  epi- 
demic in  1832,  smallpox  was  one  of  the  major  medical 
hazards  in  the  village.  Malaria,  scarlet  fever, 
whooping  cough,  jaundice,  and  tuberculosis  were  also 
common.  The  increased  mobility  made  possible  by 
the  opening  of  the  Erie  Canal  in  1825  resulted  in 
faster  spread  of  epidemic  disease. 

During  July,  1820,  there  had  been  a smallpox  scare 
after  a man  recently  come  from  Canada  became  sick 
with  the  disease.  Four  local  physicians  plus  a 
postrider  placed  ads  in  the  newspaper  advising  and 
offering  vaccination.  At  the  same  time,  the  village 
leaders  assured  “travellers  and  citizens  of  the  adja- 


cent towns,  who  may  wish  to  have  intercourse  with 
our  village”  that  it  was  quite  safe  to  come  and  do 
business.  It  was  signed  by  Mathew  Brown,  Jr.,8  once 
a physician,  now  a prominent  businessman  and 
president  of  the  board  of  village  trustees.  The 
question  of  whether  or  not  epidemic  diseases  were 
contagious,  or,  indeed,  present  in  a community,  was 
often  characterized  more  by  strong  conviction  than 
by  reason  in  Rochester  as  elsewhere.  If  they  were 
contagious,  quarantine  was  a logical  measure  in  spite 
of  its  adverse  effect  on  commercial  activity. 

In  1824,  the  trustees  passed  a bylaw  which  imposed 
a fine  of  $25  on  any  person  coming  himself  or  bring- 
ing into  the  community  a person  infected  with 
smallpox.  But,  in  spite  of  preventive  efforts, 
smallpox  persisted.  Early  in  1827  a minor  epidemic, 
with  26  deaths  in  three  weeks,  led  the  newspaper 
editor  to  urge  that  “persons  who  have  not  been  vac- 
cinated will  do  well  to  attend  to  the  subject  without 
delay.”  9 

The  following  May,  the  medical  society  appointed 
one  of  its  members,  Philander  G.  Tobey,  Jr.,  M.D., 
as  vaccine  agent.  Dr.  Tobey  was  to  have  fresh  ma- 
terial on  hand  at  all  times,  was  allowed  to  charge 
$2.00  for  5 points  or  enough  scab  for  5 persons,  had 
an  exclusive  franchise  to  sell  to  society  members,  and 
might  sell  to  nonmembers  at  a reasonable  price. 

The  project  shortly  came  to  grief.  In  December 
1829,  noting  that  there  was  an  eruptive  disease  in  the 
village,  Dr.  Tobey  published  eight  points  of  advice 
which  amounted  to  a not  very  subtle  advertisement 
for  vaccination,  which  he  offered  to  perform.  Four 
days  later  an  outraged  letter  appeared  from  fellow 
society  member,  Hosmer  Graham,  M.D.,  who  accused 
Dr.  Tobey  of  refusing  to  supply  Dr.  Graham  and  two 
other  member  physicians  with  vaccine  at  the  very 
time  he  was  advertising  vaccination  to  the  public. 
Dr.  Tobey  did,  however,  offer  to  vaccinate  the  pa- 
tients of  the  physicians  he  would  not  supply  with 
vaccine.10  Such  was  the  short  and  unhappy  life  of 
the  society’s  first  major  public  health  endeavor. 

A few  years  later,  stimulated  to  action  no  doubt  by 
the  recent  cholera  epidemic  and  the  renewed  pres- 
ence of  smallpox,  the  board  of  health  employed  Ar- 
chelaus  G.  Smith,  M.D.,  and  William  W.  Reid,  M.D., 
to  call  on  and  vaccinate  all  those  living  within  the 
corporate  limit  who  had  neither  been  vaccinated  nor 
had  natural  infection  and  who  wished  to  be  inocu- 
lated. Seven  hundred  submitted,  60  refused,  and  40 
cases  of  smallpox  were  identified  during  the  three- 
week  campaign.11  With  the  passage  of  time  vacci- 
nation became  more  common  and  more  carefully 
done;  smallpox  became  less  frequent.  Nevertheless, 
it  was  over  a century  after  the  means  of  prevention 
became  available,  that  Rochester  had  its  most  recent 
smallpox  epidemic,  1904,  reminding  of  the  fact  that 
better  health  is  often  more  dependent  on  social  fac- 
tors than  on  the  march  of  science. 

Activities  in  the  field  of  public  health  were  not, 
however,  the  primary  reason  for  the  existence  of  the 
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medical  society.  Rather,  it  was  intended  to  control 
who  should  practice  medicine  and  to  provide  con- 
tinuing education  for  those  who  did.  The  semi- 
annual meetings  of  the  society  made  possible  some 
professional  esprit  de  corps  among  the  far-flung  rural 
members  by  providing  periodic  contact  between 
them. 

The  meetings  were  convened  in  the  Court  House 
at  10:00  A.M.  on  the  second  Wednesday  of  each  May 
and  November.  A fine  of  $3.00,  a sum  three  times 
the  annual  dues,  was  imposed  for  unexplained  ab- 
sence. At  the  meeting,  two  or  three  papers  on  some 
medical  topic  such  as  erysipelas,  whooping  cough,  or 
a case  report  of  a difficult  delivery  or  an  unexpected 
cure,  were  presented  by  members  who  had  been  as- 
signed the  task  at  the  previous  meeting.  Another 
member  was  appointed  to  review  these  essays  by 
presenting  his  own  prepared  critique  of  each.  This 
last  tradition  impressed  the  editor  of  the  New  En- 
gland Journal  of  Medicine  as  a “queer  arrangement 
...  a reviewer  to  look  after  the  writer  ...  to  show  all 
the  faults  and  mistakes”  of  the  speakers.12  At  the 
annual  meeting  in  May  there  was,  in  addition,  the 
election  of  officers  and  an  address  given  by  the  re- 
tiring president. 

The  income  of  the  society  was  spent  on  a library, 
on  announcements  in  the  local  press,  no  individual 
mailings  then,  and  a 3:00  o’clock  dinner  which  fol- 
lowed the  professional  meeting.  These  meals,  the 
cost  of  which  varied  over  the  years  from  fifty  cents 
to  a dollar,  were  served  at  one  of  the  local  taverns  or 
temperance  houses.  In  May,  1841,  after  the  society 
had  previously  resolved  that  no  intoxicating  drinks 
should  be  provided  under  its  sanction,  which  does  not 
quite  say  that  the  event  was  dry,  the  members  had 
what  Dr.  Bradley  described  as  a splendid  dinner  at 
the  Eagle  Tavern.13’14 

But  the  other  major  function  of  the  society  was  at 
once  its  strength  and  its  undoing.  With  the  intention 
of  protecting  the  public  from  quacks  and  pretenders, 
and  in  the  face  of  increasing  competition  from  the 
botanic  practitioners,  the  legislature  found  it  nec- 
essary to  provide  increasingly  severe  penalties  for 
extralegal  practice.  The  medical  society  was  entitled 
to  impose  an  annual  tax  of  $1.00  on  every  practitioner 
in  the  county  whether  he  were  a member  of  the  so- 
ciety or  not.  Naturally,  it  encountered  some  diffi- 
culty in  doing  this.  Later,  it  was  required  that  a man 
be  a society  member  to  collect  his  fees  in  court.  Still 
a few  years  later,  a fine  of  $25  plus  court  costs  was 
provided  for  any  nonmember  practitioner. 

Obtaining  conviction  of  accused  offenders  was 
difficult  since  public  sympathy  was  often  with  them. 
A committee  of  the  medical  society  reported:  “Law 
is  the  expression  of  the  public  will,  without  which  it 
can  neither  be  enacted,  sustained,  nor  executed.  The 
written  statute  is,  therefore,  a dead  letter,  whenever 
the  public  mind  is  arrayed  against  it.”  15  In  addition 
to  this  impediment  was  the  fact  that  the  law  excepted 
from  the  fine  anyone  using  native  herbs,  barks,  or 


roots  exclusively  in  treatment,  and  this  loophole 
protected  the  botanic  practitioner  from  the  penalty 
of  fine. 

The  botanies  took  full  advantage  of  the  situation, 
making  it  appear  that  since  they  had  no  legal  right 
to  collect  fees,  which  justified  their  asking  for  cash 
at  the  time  of  service  instead  of  allowing  credit  as  was 
the  common  practice  with  other  physicians,  that  they 
were  being  persecuted  as  the  result  of  an  uncon- 
stitutional law  giving  preferential  and  monopolistic 
power  to  the  medical  societies. 

The  botanic  physicians  were  part  of  a sect  whose 
leader,  Samuel  Thomson,  a semiliterate  farmer  from 
New  Hampshire,  believed  that  he  had  been  divinely 
inspired  in  his  discovery  of  an  emetic  weed,  lobelia, 
with  which  he  had  nursed  his  sick  wife  back  to  health 
after  she  had  long  continued  to  ail  under  the  care  of 
her  regular  physicians.  From  this  beginning  evolved 
an  intricate  sequential  regimen  of  herbal  extracts  and 
hydropathy  which  brought  to  Thomson’s  followers 
the  derogatory  appellation  of  “steamers  and  pukers.” 
Thomson  proceeded  to  patent  his  therapeutic  system 
and  sell  rights  to  use  it,  $20  for  a family,  $500  for  a 
franchised  practitioner.  The  remainder  of  his  life 
was  spent  in  a futile  effort  to  protect  his  patent 
against  infringement  by  unscrupulous  competitors 
and  to  keep  alive  the  opposition  which  made  the  pose 
of  persecution  possible.  The  movement  thrived  on 
adversity. 

The  Genesee  region  was  a veritable  center  of  bo- 
tanic activity.  Botanic  practitioners  were  numerous, 
several  books  and  at  least  three  periodicals  were 
published  there  in  the  1830s  and  1840s,  and  a Bo- 
tanick  Medical  Society  was  organized.  In  1824, 
David  Rogers  offered  The  American  Physician, 
being  a new  system  of  practice  for  the  use  of  families 
and  practitioners  founded  on  botany . . . Within  are 
contained  testimonials  to  Dr.  Rogers’  ministrations 
and  successful  results  where  the  “regulars”  had 
failed.  Quoting  the  botanic  party  line,  he  wrote  that 
“medicine  is  no  longer  the  property  of  a privileged 
order”  nor  “restrained  to  those  alone  who  have 
passed  through  various  ceremonies.” 

Daniel  J.  Cobb,  another  Rochester  botanic  prac- 
titioner, published  The  Family  Advisor  in  1828;  it 
was  popular  enough  to  warrant  an  expanded  second 
edition.  The  First  Botanick  Society  in  Monroe 
County  presented  a periodical  under  the  editorship 
of  Dr.  Cobb  and  Dr.  A.  B.  Luce,  who  had  been  con- 
victed in  1829  general  sessions  for  using  the  prefix 
“Doctor”  and  sentenced  to  a $50  fine  and  thirty  days 
in  jail. 

A few  years  later,  another  Rochester  botanic 
practitioner,  Justin  Cates,  published  at  the  Herald 
of  Truth  office,  corner  of  Main  and  St.  Paul,  the 
Thomsonian  Reflector  and  Vindicator.  In  it  was  a 
woodcut  of  the  Thomsonian  Botanic  Infirmary,  or 
home  for  the  sick,  Medicated  Vapour  Bath,  and 
Medicine  Store  located  near  the  present  site  of  the 
First  Presbyterian  Church. 
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In  1830,  a public  meeting  led  by  two  prominent 
citizens,  Col.  Rawson  Harmon  and  Col.  Ashbel  W. 
Riley,  was  held  for  the  purpose  of  seeking  repeal  of 
the  law  regulating  the  practice  of  physic  and  surgery 
on  the  ground  that  it  was  unconstitutional  and  mo- 
nopolistic. “If  it  be  constitutional  to  grant  protec- 
tion to  societies  or  professions,  the  clergy  of  the  most 
populous  denominations  have  stronger  grounds  for 
this  claim  than  the  doctors  of  physick,  seeing  that  the 
health  of  the  soul  is  of  more  consequence  than  that 
of  the  body;  and  they  have  also  spent  their  time  and 
money  in  learning  divinity  in  the  Theological  Semi- 
nary, and  have  as  just  a right  to  protection  from  those 
preachers  who  have  not  so  studied,  as  the  Medical 
Society  have  to  be  protected  from  a few  root  and 
steam  doctors  scattered  over  the  country.”  16 

Legislature 

By  the  1840s,  public  sympathy  had  become  so 
strong  that  it  appeared  that  the  demands  of  the  bo- 
tanies for  legal  recognition  of  their  own  society  would 
be  granted.  This  would  establish  a second  group 
with  authority  to  license  practitioners  and  collect 
debts  through  court  action.  Many  of  the  established 
medical  societies,  including  that  in  Monroe  County, 
preferred  free  trade.  At  the  semiannual  meeting  in 
November,  1840,  Dr.  Backus  proposed  that  a com- 
mittee be  appointed  to  memorialize  the  legislature 
in  favor  of  support  of  this  action.  The  editor  of  the 
New  England  Journal  applauded  this  viewpoint. 
“We  think,”  he  wrote,  “that  people  should  be  allowed 
to  pay  for  what  they  please.”  17 

In  1844,  the  legislature  abolished  all  restrictions, 
and,  thereafter,  anyone  so  inclined  was  entitled  to 
practice  medicine.  Without  their  persecuted  stance 
the  botanies  faded  slowly  from  the  scene,  although 
a new  sect,  the  homoeopaths,  were  rapidly  coming 
into  prominence,  but  so  did  the  medical  society  once 
it  was  stripped  of  its  compelling  authority.  In  some 
counties  the  societies  became  inactive  and  their  li- 
braries dispersed.  In  Monroe  County  the  society 
continued  to  function,  but  it  ceased  to  grow  at  its 
earlier  rate  and  was  a less  cohesive  professional 

The  Medical  Society  of  the 
County  of  New  York 

On  July  1,  1806, 102  physicians  and  surgeons  of  the 
city  and  county  of  New  York  met  for  the  purpose  of 
organizing  a county  medical  society  pursuant  to  the 
Act  of  Legislature  of  the  State  of  New  York,  passed 
April  4,  1806.  The  meeting  was  held  at  the  old 
Federal  Hall  which  was  then  being  used  as  the  city 
hall  while  the  new  city  hall  was  being  built.  The 
room  in  which  the  meeting  was  being  held  opened 
onto  a balcony  where  George  Washington  had  taken 
the  oath  of  office  as  first  President  of  the  United 
States.  The  following  charter  officers  were  elected: 
President,  Nicholas  Romayne,  M.D.;  Vice-President, 
James  Tillary,  M.D.;  Delegate  to  the  State  Society, 


force. 

This  early  effort  to  create  a professional  organi- 
zation was  perhaps  too  ambitious  for  a rural  society 
of  poor  farmers,  mechanics,  and  shopkeepers. 
Furthermore,  the  burden  of  enforcing  the  law  was  not 
assumed  by  civil  authorities  but  rested  with  the 
medical  society.  The  need  for  increasingly  stringent 
regulations  was  a symptom  of  many  other  funda- 
mental social  changes  which  were  occurring  in  the 
community.  The  privileges  and  distinctions  which 
had  characterized  the  settled  and  stable  Federalist 
society  which  chartered  the  medical  society,  were 
being  challenged  by  an  energetic,  expanding,  mobile 
new  group.  Between  1830  and  1846  all  but  2 of  the 
16  states  in  which  there  had  been  established  edu- 
cational requirements  for  the  medical  profession 
abandoned  them.  It  did  not  matter  that  important 
developments  were  occurring  in  the  science  of  med- 
icine. The  level  of  practice  and  education  deterio- 
rated from  this  time  until  much  later  in  the  centu- 
ry- 
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The  objects  of  the  society  were  the  regulation  of 
the  practice  of  physic  and  surgery,  the  diffusion  of 
true  science,  and  particularly  the  knowledge  of  the 
healing  art.  the  elevation  of  the  standard  of  medical 
education,  the  suppression  of  quackery,  and  the 
improvement  of  the  health  of  the  city. 

The  College  of  Physicians  and  Surgeons 

The  College  of  Physicians  and  Surgeons  was  es- 
tablished on  an  independent  basis  by  the  Medical 
Society  of  the  County  of  New  York.  On  February  19, 
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1807,  the  society  applied  for  incorporation  of  a Col- 
lege of  Physicians  and  Surgeons  in  the  City  of  New 
York  under  the  patronage  of  the  regents.  The  re- 
quest was  granted  on  March  12,  and  a charter  was 
issued  under  authority  of  the  Act  of  1791.  Dr.  Ro- 
mayne  was  made  the  first  president. 

First  outdoor  obstetric  service 

The  Medical  Society  of  the  County  of  New  York 
established  the  first  outdoor  obstetric  service  in  the 
city  in  1923.  On  June  2,  a committee  was  appointed 
by  the  society,  “to  inquire  into  the  cause  of  the  great 
number  of  stillbirths  in  this  city.”  The  committee 
was  of  the  opinion  that  among  the  reasons  for  the 
large  number  of  stillbirths  was  the  abuse  of  ergot  and 
the  fact  that  the  practice  of  midwifery  was  still  too 
much  confined  to  ignorant  and  inexperienced  at- 
tendants. They  recommended  the  institution  of  a 
lying-in  charity  for  the  exclusive  purpose  of  attending 
parturient  females  at  their  own  homes.  In  the 
minutes  of  the  society  are  the  regulations  drawn  up 
for  the  out-door  lying-in  charity.  A group  of  con- 
sulting and  attending  accoucheurs  were  appointed 
for  the  various  districts  in  the  city  to  attend  the  poor 
in  their  own  homes. 

Cholera  epidemic  of  1832 

Asiatic  cholera  was  the  “black  death”  of  the 
nineteenth  century.  Cholera  reached  New  York  City 
in  the  spring  of  1832  being  brought  in  by  immigrants 
arriving  directly  at  the  port  as  well  as  immigrants 
coming  down  from  Canada. 

The  medical  society  was  alert  to  the  danger  and  on 
June  15  passed  a resolution  which  was  carried  out  on 
June  26,  appointing  cholera  committees  for  each 
ward,  to  superintend  prophylactic  measures,  to  serve 
as  physicians  in  case  the  disease  should  appear  and 
to  report  to  the  board  of  health  and  to  the  medical 
society  the  condition  of  their  respective  wards. 

The  Medical  Societies  of  the 
Counties  of  Oneida,  Herkimer, 
Madison,  and  Chenango 

Oneida  County 

In  the  beginning  there  was  nothing  and  then,  as 
it  is  written  in  Genesis,  “God  created  the  Heaven  and 
the  Earth.”  So  it  was  with  the  practice  of  medicine 
within  the  County  of  Oneida.  In  the  beginning  there 
was  nothing  hut  wilderness.  Then  the  Indians  came 
and  brought  with  them  the  Indian  medical  men  who 
had  some  knowledge  of  herbs.  They  were  followed 
by  the  early  Jesuit  missionaries  who  had  a certain 
amount  of  medical  training.  They  combined  with 
the  Indian  medicine  men  in  giving  the  local  popula- 
tion some  medical  care. 

During  the  Revolutionary  War  there  were  some 
physicians  stationed  around  German  Matts,  a region 


The  board  of  health  ignored  the  communication 
of  the  committee  of  investigation  of  the  medical  so- 
ciety and  flatly  denied  the  existence  of  the  disease. 
The  committee,  therefore,  informed  the  public  of  the 
facts,  which  brought  a storm  of  criticism  on  their 
heads.  To  clear  the  medical  faculty  and  vindicate 
the  medical  society,  a group  of  progressive  physicians 
commenced  publication  of  the  Cholera  Bulletin 
which  appeared  three  times  weekly  from  July  6 to 
August  27, 1832.  The  editors  attempted  to  present 
accurate  information,  to  lessen  public  alarm,  and  to 
spur  the  public  officials  to  action.  A committee  of 
five  also  was  appointed  to  examine  the  bodies  of 
persons  found  dead  of  cholera  and  to  report  on  the 
postmortem  appearances.  More  than  3,500  persons 
died  of  cholera  in  the  city  during  July  and  August, 
1832. 

Although  nothing  was  known  about  the  cause  or 
treatment  of  cholera,  the  epidemic  stimulated  many 
common-sense  measures.  After  many  years  of  in- 
decision the  city  decided  to  build  the  Croton  aque- 
duct to  provide  a supply  of  pure  water  from  a source 
outside  the  city.  Permanent  improvements  were 
made  in  the  sewage  system  and  in  general  sanita- 
tion. 

Cholera  killed  from  3,000  to  5,000  people  in  New 
York  in  the  severe  epidemic  of  1849.  The  disease 
remained  a constant  threat  until  the  closing  years  of 
the  century. 

Conclusion 

The  early  nineteenth  century  physician  had  ad- 
mirable qualities,  as  essential  today  as  they  were 
then:  the  gift  of  human  kindness  and  a sense  of 
community  responsibility.  The  founders  of  our  so- 
ciety needed  these  qualities  for  they  were  faced  with 
changes  as  revolutionary  as  those  we  face  today. 
They  were  a distinguished  group  of  men  and  have  a 
permanent  place  in  the  history  of  American  medi- 
cine. 

between  Frankfort  and  Little  Falls,  and  the  records 
of  the  battle  of  Oriskany  reveal  that  William  Petrie, 
M.D.,  dressed  General  Herkimer’s  leg  at  the  battle 
of  Oriskany  and  that  a Dr.  Younglove,  who  was  a 
surgeon  with  General  Herkimer’s  army,  was  captured 
by  the  Indians,  tortured,  and  barely  escaped  with  his 
life.  There  was  also  John  Cochran,  M.D.,  in  Albany 
who  was  surgeon-general  of  the  Continental  Army 
and  who  lies  in  Forest  Hill  Cemetery  in  Utica. 

Following  the  revolution  several  physicians  came 
up  the  Mohawk  Valley,  landed  at  the  foot  of  Genesee 
Street,  and  scattered  to  various  new  settlements  in 
the  neighborhood:  to  Westmoreland,  Deerfield, 

Clinton,  Rome,  and  old  Fort  Schuyler.  The  very  first 
physician  to  settle  within  Utica  was  Francis  Guiteau, 
M.D.,  who  settled  in  Deerfield  in  1792.  The  first 
physician  to  settle  in  Rome  was  Mathew  Brown,  Jr., 
M.D.,  who  arrived  in  Rome  in  1793.  Norton  Porter, 
M.D.,  went  to  Westmoreland  in  1791,  Serval  Hop- 
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kins,  M.D.,  settled  in  Clinton  in  1792,  and  Samuel 
Carrangton,  M.D.,  settled  in  old  Fort  Schuyler  in 
1794. 

There  were  many  untrained  and  unlicensed  phy- 
sicians practicing  throughout  the  State  of  New  York 
at  that  time  which  led  to  the  passage  of  a law  by  the 
New  York  State  Legislature  on  April  4,  1806,  calling 
for  the  incorporation  of  county  medical  societies  for 
the  purpose  of  regulating  the  practice  of  physic  and 
surgery  in  this  State.  Among  the  responsibilities  of 
the  medical  societies  was  the  duty  of  examining  all 
medical  students,  licensing  of  physicians  and  sur- 
geons, issuing  diplomas,  and  charging  $2.00  for  doing 
so,  “said  $2.00  to  be  for  the  use  of  the  society.”  The 
examination  of  students  was  conducted  by  the  board 
of  censors  consisting  of  not  less  than  three  or  more 
than  five  physicians. 

The  physicians  in  Oneida  County  moved  promptly 
after  the  passage  of  this  law  so  that  the  first  organi- 
zational meeting  was  held  in  Rome  on  July  1,  1806. 

Activities 

The  powers  of  the  county  medical  society  were 
much  greater  then  than  they  are  today.  They  in- 
vestigated illegal  practitioners,  and  they  examined 
and  licensed  physicians.  The  privilege  of  the  censors 
to  license  practitioners  was  withdrawn  from  them 
and  taken  over  by  the  regents  of  the  University  of  the 
State  of  New  York  in  1880. 

Charles  Coventry,  M.D.,  and  John  McCall,  M.D., 
on  behalf  of  the  Oneida  County  Medical  Society, 
petitioned  the  legislature  in  1836  for  the  immediate 
organization  of  an  insane  asylum  for  New  York  State. 
On  March  30, 1836,  a bill  was  passed  to  authorize  the 
establishment  of  a New  York  State  “Lunatic  Asy- 
lum.” The  sum  of  $10,000  was  voted  to  purchase 
land  and  $50,000  to  build  the  building. 

Thus,  the  Utica  Psychiatric  Center  was  born  and 
opened  for  the  admission  of  patients  in  1843.  The 
first  superintendent  was  Amariah  Brigham,  M.D., 
1798-1849. 

In  1912  a site  was  purchased  in  Marcy  for  a new 
branch  of  the  Utica  Psychiatric  Center.  This  be- 
came what  is  now  the  Marcy  Psychiatric  Center. 
The  first  patient  was  admitted  in  1922  under  the 
superintendency  of  Richard  H.  Hutchins,  M.D. 

Thus,  it  was  through  the  efforts  of  the  Oneida 
County  Medical  Society  that  the  treatment  of  the 
mentally  ill  became  a sound  scientific  medical  reality 
in  contradistinction  to  the  prior  methods  of  sending 
pauper  insane  to  be  housed  in  jails  or  poorhouses, 
locked  in  dungeons  and  strong  rooms,  manacled  and 
often  chained  to  the  floor  in  the  filthiest  conditions, 
infested  by  vermin  and  the  prey  of  rats,  and  often 
placed  in  steel  cages  for  the  amusement  of  the  pop- 
ulace. If  our  medical  ancestors  here  accomplished 
nothing  else  but  that,  they  are  assured  of  a place  in 
eternity. 


In  1927  a committee  on  the  Oneida  County  Med- 
ical Society  started  a campaign  for  a modern  tuber- 
culosis sanatorium  for  Oneida  County,  and  in  1929, 
as  a result  of  their  efforts,  Broadacres  Sanatorium 
was  opened  for  tuberculosis  patients  by  the  board  of 
supervisors. 

In  1925  a group  of  physicians  organized  the  Utica 
Academy  of  Medicine,  which  later  became  the  Cen- 
tral New  York  Academy  of  Medicine,  to  reflect  the 
larger  area  encompassed  by  its  membership.  In  1930 
the  academy  instituted  a medical  library  and  in  1956 
a home  on  Park  Avenue  in  Utica  was  purchased  as  a 
permanent  home  for  the  library.  Having  outgrown 
these  quarters,  the  academy,  in  1967,  moved  into  a 
new  building  at  210  Clinton  Road,  New  Hartford, 
which  also  serves  as  headquarters  for  the  medical 
societies  of  the  counties  of  Oneida,  Herkimer,  Mad- 
ison, and  Chenango. 

Auxiliary 

On  October  10, 1939,  the  wives  and  other  feminine 
members  of  the  physicians’  families  organized  the 
woman’s  auxiliary  to  the  Oneida  County  Medical 
Society.  This  organization  is  dedicated  to  the  wel- 
fare of  the  parent  group  and  in  its  many  and  varied 
activities  stands  out,  public  relations-wise,  as  a 
shining  light  in  the  community,  by  donating  schol- 
arships to  prospective  and  needy  nursing  students, 
providing  emergency  medical  identification  tags  to 
the  general  public,  sponsoring  blood  banks,  and  so 
forth. 

The  first  Blue  Shield  plan  in  the  State  of  New  York 
was  started  by  a committee  of  the  Oneida  County 
Medical  Society  in  1939  working  with  a group  of 
public-minded  people  from  the  community.  This 
marks  another  first  for  the  Oneida  County  Medical 
Society. 

Multiple  program 

Another  important  first  for  this  area  was  the  union 
of  the  Madison,  Herkimer,  and  Oneida  County 
medical  societies  into  a three-county  program,  the 
first  multiple-county  medical  program  of  its  kind 
anywhere.  This  was  in  1950.  It  has  been  studied  far 
and  wide  by  other  jurisdictions  aiming  at  a similar 
amalgamation.  It  provides  a ready  medium  for  the 
exchange  of  ideas — scientific,  economic,  and  politi- 
cal— and  provides  a common  front  for  united  efforts 
on  many  important  problems  both  within  and  with- 
out the  society.  In  1962  the  Medical  Society  of  the 
County  of  Chenango  joined  the  multiple-county 
medical  program.  Under  the  direction  of  the  four- 
county  committee  and  Russell  H.  Feltus,  executive 
director,  the  Medical  Society  of  the  County  of  Oneida 
and  its  three  sister  societies  are  continuing  the  one- 
hundred-seventy  years  of  progress  in  this  section  of 
New  York  State. 


November  1976/ New  York  State  Journal  of  IN/Sedicine  2065 


Herkimer  County 

Following  the  Revolutionary  War,  people  from 
New  England,  who  either  from  the  ideas  of  a crowded 
population  or  to  get  away  from  stormy  New  England 
acres,  began  to  settle  in  the  forest  lands  of  New  York 
State.  Many  of  the  people  coming  at  this  time  had 
been  through  this  country  or  had  heard  about  it  from 
others  who  had  been  through  it  during  the  years  of 
the  Revolutionary  War.  One  of  the  first  medical 
men  to  settle  in  this  northern  section  was  Westal 
Willoughby,  M.D.,  who  was  licensed  by  the  Con- 
necticut Medical  Society.  He  first  settled  in  Norway 
in  1792  and  later  moved  to  Newport.  Dr.  Wil- 
loughby was  the  first  president  of  the  Medical  Soci- 
ety of  the  County  of  Herkimer.  He  was  a member  of 
the  New  York  State  Assembly  in  1807  and  also  a 
member  of  the  U.S.  Congress  in  1814.  Among  the 
hardships  encountered  by  these  hardy  New  En- 
glanders was  the  lack  of  cultural  and  educational 
advantages.  They  were  deprived  of  these  advantages 
for  their  numerous  offspring,  the  days  of  families  of 
8 to  12  children. 

Fairfield  Academy 

These  pioneers  persuaded  Dr.  Willoughby  and 
Rev.  Caleb  Alexander,  a Presbyterian  missionary  and 
a resident  of  Fairfield  since  1800,  to  organize  a school. 
In  1803  these  two  men  organized  and  opened  Fair- 
field  Academy.  As  settlements  grew,  medical  men 
followed  these  pioneers.  Some  of  the  so-called 
doctors  got  their  assumed  titles  by  running  a store  or 
trading  post  selling  the  few  necessities  available  and 
the  meager  medicines  of  the  day.  Others  assumed 
the  title  after  serving  a few  months  in  the  office  of  an 
established  physician.  Some  were  graduates  of  the 
then  few  medical  schools.  As  the  Fairfield  Medical 
Academy  expanded  in  1809,  they  built  a laboratory 
and  began  lectures  in  chemistry  by  Josiah  Noyes  and 
anatomy  by  Dr.  Jacobs.  These  lectures  attracted  the 
physicians  in  the  area  to  sit  in  whenever  the  oppor- 
tunity presented.  As  interest  increased,  it  was  de- 
cided to  organize  a curriculum  for  medical  students 
only.  In  the  fall  session  of  1811  and  1812  the  first 
classes  of  the  College  of  Physicians  and  Surgeons  of 
the  western  district  of  New  York  were  begun.  This 
medical  school  was  preceded  by  only  5 others  in  the 
United  States,  first  being  Philadelphia,  latex  be- 
coming the  University  of  Pennsylvania,  in  1765;  in 
1768  New  York  King’s  College,  later  to  become  Co- 
lumbia University;  in  1783,  Harvard;  in  1798,  Dart- 

Mudison  County 

Madison  County  was  formed,  as  a political  unit,  in 
March,  1806,  by  a division  of  Chenango  County, 
largely  from  lands  of  the  so-called  Clinton  Purchase 
of  1 788.  Less  than  four  months  thereafter,  on  July 
29,  1806,  a group  of  physicians  who  practiced  within 
the  county  met  at  Sullivan  for  the  purpose  of  forming 


mouth;  and  in  1799,  Transylvania  at  Lexington, 
Kentucky.  In  addition  to  Dr.  Willoughby,  Dr.  Ja- 
cobs, and  Dr.  Noyes,  there  was  Lyman  Spalding, 
M.D.,  of  Portsmouth,  New  Hampshire,  who  had  been 
the  first  to  use  Jenner’s  new  discovery  of  the  use  of 
cowpox  vaccine  as  a preventive  for  smallpox.  Along 
with  Dr.  Spalding  came  George  Shattuck,  M.D.,  of 
Boston.  These  men  comprised  the  first  faculty  and 
the  Presbyterian  minister,  Caleb  Alexander,  acted 
as  the  first  principal.  The  students  of  the  Fairfield 
Medical  College  came  from  New  York  State,  adjacent 
states,  and  Canada.  Because  of  politics  and  the 
ethics  of  certain  members  of  its  faculty,  the  College 
of  Physicians  and  Surgeons  of  western  New  York 
began  to  enter  rough  waters  during  the  two  years 
after  its  founding,  but,  in  spite  of  all  these  adversities, 
it  continued  on  until  the  session  of  1839  to  1840  when, 
because  of  the  number  of  students,  the  faculty  de- 
cided to  close  this  medical  school.  It  has  been  said 
that  the  building  of  the  Erie  Canal  and  the  railroads 
had  much  influence  on  taking  prospective  students 
elsewhere  than  to  Fairfield,  but  the  old  Fairfield 
school  was  a fecund  parent  with  many  offspring. 

Medical  societies 

No  reliable  data  on  Herkimer  County  or  other 
county  medical  societies  can  be  found  previous  to 
1806.  By  an  act  of  the  legislature  in  April,  1806, 
several  county  medical  societies  were  incorporated, 
of  which  Herkimer  was  one.  From  this  group  of 
county  medical  societies,  the  Medical  Society  of  the 
State  of  New  York  was  formed  in  1807. 

There  were  9 charter  members  of  the  Herkimer 
County  Medical  Society.  With  8 members  joining 
in  1807,  at  the  end  of  two  years  there  was  a mem- 
bership of  17.  According  to  minutes  of  the  society 
meeting  in  January,  1809,  it  was  resolved  that  the  fine 
for  nonattendance  at  each  meeting  be  $1.00  and  that 
no  excuse  but  sickness  exonerated  from  fine. 

Through  this  long  span  of  one  hundred  seventy 
years,  the  Medical  Society  of  the  County  of  Herkimer 
has  held  together  with  the  ideals  of  perpetuating  our 
progenitors’  aims  for  professional  and  social  inter- 
course. In  June,  1950,  and  in  conjunction  with  col- 
leagues in  Oneida  and  Madison  counties,  the  three- 
county  program  was  designed  and  inaugurated  to 
become  America’s  first  multiple  county  medical 
program.  With  the  inclusion  of  the  Medical  Society 
of  the  County  of  Chenango  in  1962,  the  four-county 
program  has  received  recommendation  and  com- 
mendation from  both  State  and  national  levels. 

a county  medical  society.  They  were  acting  in  re- 
sponse to  a law  passed  by  the  New  York  State  Leg- 
islature on  April  6,  1806,  for  the  regulation  of  medical 
practice  within  the  State.  This  law  permitted  the 
physicians  of  the  various  counties  to  form  county 
medical  societies  and  gave  them  certain  rights  in 
regulating  medical  practice  in  their  areas,  including 
the  right  to  examine  and  license  young  physicians 
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and  to  oppose  irregular  practitioners. 

The  realization  by  these  physicians  of  the  need  of 
such  a society  as  a medium  for  the  exchange  of 
medical  information  to  their  mutual  advantage  and 
to  the  advantage  of  their  communities,  must  have 
been  urgent  to  have  prompted  them  to  overcome  the 
obstacles  to  such  a venture.  The  county,  at  that 
time,  was  virtually  a wilderness.  The  first  white 
settlers  had  arrived  at  Brookfield  only  fifteen  years 
before  in  1791.  The  population  was  scattered,  there 
being  not  one  incorporated  village  in  the  county. 
Cazenovia  in  1810  became  the  first  village  to  be  so 
incorporated  with  a population  of  about  500.  The 
original  founders  of  our  medical  society  must  have 
traveled  to  their  place  of  meeting  at  Sullivan  by 
horseback  or  by  horse  and  wagon,  over  very  primitive 
roads,  and  one  or  more  days  must  have  been  spent 
making  the  journey.  This  was  truly  the  era  of  prac- 
titioners on  horseback,  with  saddle  bags  for  medical 
supplies,  the  lancet  handy  in  a convenient  pocket, 
and  leeches  carefully  preserved  for  medical  use. 

Motivation 

One  may  well  ask  what  motives  prompted  these 
men  to  make  such  a sacrifice  of  time  and  effort  to 
found  a medical  society.  First,  quoting  from  the 
constitution,  the  members  were  seeking  “the  diffu- 
sion of  knowledge  and  the  promotion  of  that  science 
which  they  have  chosen  to  cultivate.”  Second,  they 
w ished  to  have  a part  in  the  education  and  licensing 
of  new  medical  practitioners.  Third,  they  proposed 
to  bring  about  some  control  over  the  irregular  prac- 
titioners of  all  kinds  who  apparently  were  quite 
prevalent  at  that  time. 

Education 

In  furtherance  of  the  first  aim.  at  the  third  meeting 
in  January,  1807,  a committee  of  three  men  was  ap- 
pointed to  prepare  a paper  on  a medical  subject  to  be 
read  before  the  members.  This  became  the  custom, 
and  by  1817  it  was  required  that  each  member  de- 
scribe one  or  more  important  cases  under  his  care  at 

Onondaga  County  Medical  Society 

In  1806,  when  Syracuse  was  a small  village  known 
as  Bogardus  Corners,  22  physicians  then  practicing 
in  Onondaga  County  banded  together  to  form  the 
Onondaga  County  Medical  Society.  From  these 
roots  grew  the  present  organization  which  today 
numbers  nearly  700  physicians  and  employs  30  per- 
sons in  its  vital  role  of  protecting  and  guiding  the 
health  of  the  county. 

When  the  organization  of  medicine  was  first  ef- 
fected in  this  country,  there  were  no  canals,  railroads, 
or  steamboats.  Few  fields  were  free  from  stumps, 
and  log  cabins  were  in  the  majority.  Physicians  were 
obliged  to  make  calls  over  forest  trails  and  rough 
corduroy  roads,  on  horseback  or  afoot,  swimming 
streams  in  the  almost  total  absence  of  bridges. 


each  annual  meeting.  Each  member  must  report  on 
any  postmortem  examination  he  might  have  carried 
out,  and  on  the  general  state  of  health  in  his  district 
yearly,  particularly  with  reference  to  epidemics  of 
contagious  disease.  Down  through  the  years  the 
meetings  of  the  society  have  consistently  emphasized 
the  presentation  of  medical  papers  before  the 
members. 

In  1931  was  started,  through  the  cooperation  of  the 
Medical  Society  of  the  State  of  New  York,  the  prac- 
tice of  having  an  annual  course  of  lectures  by  eminent 
authorities  in  various  branches  of  medicine  given 
before  the  local  society  during  the  winter  months. 
These  lectures  brought  to  Madison  County  some  of 
the  outstanding  leaders  in  medicine  and  surgery  from 
the  medical  centers  of  the  State.  Thus,  the  tradition 
of  furthering  the  professional  education  of  its  mem- 
bers had  been  carried  on  by  the  society  from  its  be- 
ginning to  the  present  day. 

Auxiliary 

In  October,  1936,  a very  important  step  was  taken 
in  the  organization  of  the  woman’s  auxiliary  to  the 
Madison  County  Medical  Society.  Since  its  orga- 
nization, the  auxiliary  has  loyally  supported  the  aims 
of  the  county  society  by  furthering  public  education 
on  medical  problems,  by  fighting  for  sound  medical 
legislative  measures,  and  in  many  other  ways. 

Multiple  programs 

In  1950  the  Medical  Societies  of  the  Counties  of 
Oneida,  Herkimer,  and  Madison  united  under  the 
three-county  program  for  more  effective  public 
relations.  With  the  addition  of  the  Medical  Society 
of  the  County  of  Chenango  in  1962,  the  four-county 
program  has  become  an  effective  instrument  for 
improving  understanding  between  the  medical  pro- 
fession and  the  general  public.  Mr.  Russell  H. 
Feltus,  executive  director,  supervises  its  various 
working  committees,  its  medical  economics  bureau, 
its  excellent  monthly  publication,  The  Bulletin,  and 
other  public  relations  programs. 

Drugs  from  calomel  to  castor  oil  were  carried  in 
satchels  or  saddlebags  as  were  turnkeys  for  extracting 
teeth. 

Requirements  for  becoming  a practitioner  of 
medicine  in  those  days,  when  there  were  only  three 
medical  schools  and  two  general  hospitals  in  the  en- 
tire United  States,  entailed  three  years  of  study  with 
a practicing  physician,  attendance  at  two  full  courses 
of  lectures  of  sixteen  weeks  each,  given  by  various 
physicians,  a written  thesis  on  some  medical  subject, 
and  the  passing  of  an  examination  given  by  the 
medical  society. 

Later  changes 

Students  were  expected  to  make  themselves  gen- 
erally useful  about  the  office  in  preparing  mixtures, 
powders,  and  pills,  in  addition  to  seeing  patients  with 
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their  preceptors.  Temperature  of  patients  at  that 
time  was  studied  by  sensation  of  heat  and  circulation 
by  the  frequency  and  quality  of  the  pulse. 

Medical  practice  standards  were  later  changed 
following  the  establishment  of  Fairfield  Medical 
College  in  Herkimer  County  in  1812,  and  the  medical 
department  of  Geneva  College  in  1835.  The  medical 
school  of  Syracuse  University,  for  which  the  society 
had  been  pressing  since  1850,  did  not  begin  classes 
until  1872. 

One  of  the  earliest  problems  to  engage  the  medical 
society  occurred  with  the  cholera  epidemic  of  1832. 
The  village  of  Syracuse  felt  the  shock  of  this  disease 
severely,  and  prompt  measures  were  instituted  to 
mitigate  its  effects.  After  June  25  of  that  year  no 
canal  boat  was  allowed  to  approach  within  one  mile 
of  the  village  until  it  had  been  quarantined  fifteen 
days.  The  physicians  of  the  village  were  constituted 
a board  of  health,  and  the  county  society  issued  a 
manifesto  of  instruction  to  the  people  which  is  still 
used  as  a model  today.  More  than  100  persons,  in- 
cluding some  of  the  physicians,  died  before  the  out- 
break was  checked. 

Center  of  interest 

Syracuse  was  the  center  of  nationwide  interest  in 
1875  when  it  was  the  scene  of  one  of  the  first  medical 
trials  in  the  country  at  which  scientific  microscopic 
evidence  was  introduced.  J.  W.  Richardson,  M.D., 
Philadelphia,  a pioneer  microscopist,  testified  for  the 
prosecution.  He  had  examined  stains  on  the  clothing 
of  a prisoner  microscopically,  which  the  prisoner  had 
claimed  were  pig’s  blood. 

Dr.  Richardson  proved  to  the  satisfaction  of  the 
jury  the  ability  of  advancing  medical  science  to  dis- 
tinguish human  from  pig’s  blood  by  the  difference  in 

Tioga  County  Medical  Society 

Early  history 

Tioga  County  was  created  out  of  the  vast  wilder- 
ness that  was  central  New  York.  Settlement  began 
soon  after  the  close  of  the  revolution.  The  colonists 
learned  of  the  region  from  soldiers  in  General  Sulli- 
van’s command.  They  roamed  the  area  for  the 
purpose  of  raiding  Indian  settlements  along  the 
Susquehanna  River  in  an  attempt  to  eliminate  Indian 
harassment  promoted  by  the  British.  Many  of  these 
soldiers  returned  as  settlers  after  they  were  mustered 
out  of  the  Colonial  Army. 

It  is  well  authenticated  that  the  first  physician  in 
Tioga  County  was  Joseph  Hinchman,  M.D.,  who  ar- 
rived in  1 788.  Others  known  to  have  practiced  prior 
to  1800  were  Elias  Satterlee,  M.D.,  Amos  Park,  M.D., 
Samuel  Tinkham,  M.D.,  and  Chrisjohn  Scott,  M.D. 
Several  of  these  physicians  were  later  to  be  the 
founders  of  the  Tioga  County  Medical  Society. 

It  was  also  in  1788  that  Samuel  Tinkham,  M.D., 
whose  mother  was  the  great-great-granddaughter  of 
Miles  Standish,  settled  in  Tioga  County.  He  is 


the  size  of  the  red  blood  corpuscles.  The  jury  found 
the  prisoner  guilty. 

Another  physician  of  the  medical  society,  inter- 
ested in  crime,  had  in  1866  initiated  the  first  step  in 
the  reform  of  executions  by  suggesting  that  criminals 
be  shocked  to  death  by  some  big  battery. 

Epidemics  continued  to  plague  the  population  of 
Onondaga  County  throughout  the  nineteenth  cen- 
tury. In  1854-1855  scarlet  fever  prevailed  at  an 
alarming  and  fatal  rate.  The  year  1875  saw  a siege 
of  smallpox  which  cost  the  city  221  lives  and 
$80,000. 

Serious  handicap 

Typhoid  fever  also  took  its  toll.  Fatalities  re- 
sulting from  its  ravages  numbered  251  persons  from 
1875  through  1885  alone. 

A serious  handicap  at  this  time  was  the  lack  of  a 
hospital  for  infectious  diseases.  The  previous  hos- 
pital, situated  in  Rose  Hill  Cemetery  and  surrounded 
by  tombstones,  was  a two-story  frame  house  about 
20  by  30  feet  square  with  no  sanitary  conveniences. 
It  burned  to  the  ground  in  the  late  1850s. 

The  efforts  of  the  medical  society  to  enact  reforms 
gradually  bore  fruit  over  the  years.  The  champ- 
ioning of  better  health  measures  culminated  in  the 
creation  of  the  Syracuse  Board  of  Health  in  1847. 

Need  for  a better  sewage  system  and  water  supply 
urged  by  the  society  contributed  much  to  the  utili- 
zation of  Skaneateles  Lake  water  by  the  city,  begin- 
ning in  1894.  The  use  of  the  new  water  supply  re- 
sulted in  a one-third  reduction  in  fatalities  from 
fever. 

These  and  other  pioneering  activities  since  the 
turn  of  this  century  have  contributed  to  the  highly 
complex  mechanism  which  represents  the  modern 
medical  society. 

usually  acknowledged  as  the  first  physician  in  Tioga 
County  because  he  settled  within  its  present 
boundaries.  In  the  fall  of  1804,  he  visited  New  York 
City  and  there  contracted  yellow  fever.  When  he 
returned  to  Owego,  even  though  fatally  ill,  he  con- 
tinued to  serve  his  patients,  and  died  suddenly  while 
on  a house  call. 

Legislation 

All  laws  relating  to  medical  practice  were  repealed 
by  the  State  Legislature  when  they  passed  an  en- 
abling act  on  April  4, 1806.  It  was  this  act  that  gave 
impetus  to  the  creation  of  the  Medical  Society  of  the 
State  of  New  York  in  1807.  Earlier  than  that,  on 
October  13,  1806,  “at  a respectable  meeting  of  the 
physicians  and  surgeons  of  the  County  of  Tioga”  they 
formed  “a  medical  society  in  conformity  with  the  Act 
of  the  Assembly  April  4, 1806.”  Physicians  present 
were  Amos  Park.  M.D.,  John  Ross,  M.D.,  A.  Gates 
White,  M.D.,  William  Benson,  M.D.,  Elias  Satterlee, 
M.D.,  and  Urial  Bennett,  M.D.  John  Ross,  M.D., 
served  as  moderator  of  the  meeting  at  which  they 
elected  Dr.  Park  the  first  president;  Dr.  White,  vice 
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president;  Dr.  Benson,  secretary;  Dr.  Ross,  treasurer, 
and  Dr.  Satterlee  and  Dr.  Bennett  were  elected  cen- 
sors. 

Under  the  act  of  April  4,  1806,  the  State  society 
and  county  societies  were  empowered  to  grant  li- 
censes, and  also  to  revoke  that  license  for  proper 
cause.  At  a second  meeting  later  in  1806,  the  mem- 
bers of  the  Tioga  County  Medical  Society  agreed  on 
and  adopted  a fee  bill  and  provided  for  earnest  en- 
deavors to  stop  all  practices  that  savored  of  quack- 
ery. 

In  these  years  the  boundaries  of  Tioga  County 
were  adjusted  on  several  occasions  when  territory  was 
ceded  to  the  adjoining  counties  of  Broome  and 
Chemung,  and  in  later  years  reacquired  in  part  by 
Tioga  County.  Because  of  these  territorial  rear- 
rangements, physicians  could  be  located  within  an- 
other county  without  ever  changing  the  location  of 
their  practice.  Undoubtedly  this  is  the  reason  for  a 
lack  of  records  for  Tioga  County  Medical  Society 
from  the  year  1807  to  1811. 

Activities 

There  is  evidence  that  the  Tioga  County  Medical 
Society  was  active  in  1811  and  pursuing  its  mission 
of  granting  authority  to  practice  within  Tioga 
County.  There  is  a certificate  that  reads  “Owego, 
March  10,  1811.  Doctor  James  Osborn  has  been 
approved  relative  to  his  knowledge  in  Physic  and 
Surgery  and  he  has  practiced  a number  of  years  with 
success;  and  therefore  I do  recommend  him  perfectly 
skilled  in  every  branch  of  his  profession.” 

The  early  physicians  were  most  prominent  and 
extremely  active  in  many  of  the  affairs  of  Tioga 
County,  in  addition  to  their  medical  practice.  The 
varied  endeavors  and  roles  of  physicians  included 
that  of  president  of  the  Owego  and  Ithaca  Turnpike 
Company;  justice  of  the  peace;  newspaper  publisher; 
judge  of  the  common  pleas  court;  town  supervisor; 

Wayne  County  Medical  Society 

Previous  to  the  formation  of  Wayne  County  the 
medical  profession  was,  of  course,  under  the  juris- 
diction of  the  Ontario  County  Society,  which  had  its 
origin  early  in  the  present  century.  There  is  now  no 
practicable  means  of  learning  the  number  of  mem- 
bers of  that  society,  or  the  officers,  if  any,  who  were 
from  within  the  present  limits  of  Wayne  County, 
except  as  they  may  be  inferred  from  the  list  of  those 
who  shared  in  organizing  the  Wayne  County  Soci- 
ety. 

Organization 

A meeting  of  physicians  and  surgeons  was  held, 
pursuant  to  a call,  in  the  Presbyterian  Church  in 
Lyons  on  June  2, 1823,  for  the  purpose  of  organizing 
a medical  society  in  the  new  county.  Gain  Robinson, 
M.D.,  was  chosen  to  preside,  and  W illiam  W hite 
acted  as  secretary.  The  following  named  M.D.s  were 
found  competent  and  authorized  to  practice  medi- 


superintendent  of  schools;  postmaster;  and  various 
commercial  and  trading  enterprises,  as  well  as 
farming.  One  of  the  early  physicians  was  so  hardy 
as  to  have  practiced  for  sixty-eight  consecutive  years, 
from  1824  to  1892.  Another  ended  his  practice  at  age 
ninety-two  years,  when  he  died  in  1889. 

These  early  physicians  required  considerable 
physical  stamina  to  have  engaged  in  long  and  severe 
rides  over  primitive  roads  and  trails  to  attend  the  sick 
and  injured.  Only  those  who  were  hardy  were  able 
to  endure  such  travel,  and  so  the  physician  could  only 
travel  to  the  ailing  who  lacked  the  stamina  to  travel 
themselves.  Local  history  shows  that  those  physi- 
cians who  were  themselves  ailing  were  markedly  re- 
stricted in  their  patient  volume.  Most,  if  not  all  early 
physicians,  were  preeminent  in  the  various  com- 
munities of  Tioga  County. 

Changes 

The  beginnings  of  change  occurred  in  1880  when 
the  legislature  enacted  the  requirement  for  physi- 
cians to  register  in  the  office  of  the  county  clerk, 
providing  his  name,  residence,  place  of  birth,  date  of 
diploma,  the  institution  from  which  he  graduated, 
and  the  authority  by  which  he  claimed  the  right  to 
practice  medicine  in  that  county.  A compilation  of 
those  who  registered  from  that  date  until  the  year 
1887  shows  a total  of  120  registrants.  Many  prac- 
ticed in  the  county  for  a very  brief  period.  Many  are 
known  to  have  moved  to  other  areas  of  New  York  as 
well  as  other  states.  This  is  the  only  record  of  many 
having  ever  practiced,  and  the  names  of  many  are 
absent  from  the  rosters  of  the  Tioga  County  Medical 
Society. 

An  era  was  being  ended  by  the  1880  Act  after 
nearly  one  hundred  years  of  tradition.  The  subse- 
quent one  hundred  years  parallels  the  advances  of 
the  nation’s  medicine,  but  lacks  the  pioneering  flavor 
or  that  first  century  of  Tioga  County  medicine. 

cine,  and  enrolled  their  names;  Seth  Tucker,  C.  S. 
Button,  Samuel  Moore,  Abraham  L.  Beaumont, 
Robert  W.  Ashley,  Daniel  Chapman,  William  White, 
Joseph  P.  Roberts,  Henry  Hyde,  Elisha  Mather,  Levi 
Gaylord,  Gain  Robinson,  Durfee  Chase,  Allen  H. 
Howland,  John  Lewis,  William  A.  Gilbert,  J.  B. 
Pierce,  Sr.,  Henry  C.  Hickox,  Jonathan  Corwin, 
Morris  T.  Jewell,  Timothy  Johnson,  and  John  R. 
Taintor. 

This  made  a membership  of  22.  The  election  of 
officers  followed  with  this  result:  president,  Dr. 

Robinson;  vice-president,  Dr.  Lewis;  secretary,  Dr. 
White;  treasurer,  Dr.  Mather;  censors,  Dr.  Pierce,  Dr. 
Beaumont,  Dr.  Ashley,  Dr.  Jewell,  and  Dr.  Chase. 

The  preparation  of  bylaws  for  the  society  was  en- 
trusted to  a committee  consisting  of  Dr.  Tucker,  Dr. 
Pierce,  and  Dr.  White.  William  H.  Adams  and 
Alexander  R.  Tiffany  were  admitted  honorary 
members  of  the  society  and  chosen  its  attorneys.  A 
committee  was  also  selected  to  procure  a society  seal, 
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to  bear  the  symbol  of  a lancet. 

It  was  determined  to  hold  two  meetings  each  year, 
in  June  and  in  February.  At  the  second  meeting, 
which  was  held  in  Sodus,  4 new  M.D.  members  were 
elected:  Alexander  McIntyre,  Josiah  Bennett,  Jacob 
S.  Arden,  and  Hiram  Mann.  After  this  meetings 
were  held  in  the  various  more  prominent  villages  of 
the  county. 

That  the  Wayne  County  Medical  Society  early 
determined  to  open  a war  on  illegal  practitioners  is 
indicated  by  the  fact  that  at  the  meeting  held  in 
Newark  in  1824  a committee  was  appointed  from 
each  town  to  report  illegal  practitioners  to  the  at- 
torneys of  the  society,  and  a resolution  was  adopted 
that  a fine  of  $25  be  imposed  on  any  member  who 
should  in  any  way  assist  or  countenance  such  illegal 
practice.  This  was  an  unusually  severe  penalty  for 
an  offense  that  in  early  times  was  often  difficult  to 
avoid.  A resolution  was  adopted  at  a later  meeting, 
that  representatives  of  the  county  in  the  Legislature 
be  requested  to  endeavor  to  secure  the  passage  of  the 
law  making  it  a felony  to  practice  illegally.  The 
beneficent  law  of  1880  which  makes  it  imperative  for 
every  physician  intending  to  practice  in  any  county 
to  register  his  name,  place  and  date  of  birth,  when 
and  where  graduated,  and  so  forth,  in  the  county 
clerk’s  office,  renders  such  regulations  unnecessary 
in  these  later  times,  and  at  the  same  time  supplies  a 
record  which  may  be  read  by  both  professional  and 
layman. 

Eight  new  members  were  admitted  to  the  society 
in  June,  1824.  At  the  annual  meeting  of  1825,  held 
in  Newark,  an  effort  was  inaugurated  to  procure  the 
removal  of  the  medical  college  at  Fairfield,  Herkimer 
county,  to  some  point  farther  west,  with  the  expec- 
tation that  it  might  be  ultimately  located  in  Wayne 
county.  The  annual  meeting  of  1826  was  held  in 
Palmyra,  and  Dr.  McIntyre  was  chosen  as  the  first 
delegate  to  the  New  York  State  Medical  Society. 

During  the  period  between  the  formation  of  the 
society  and  1840  this  society  seems  to  have  experi- 
enced a period  of  prosperity  and  activity,  during 
which  117  members  were  admitted;  but  the  act  of 
May  6,  1844,  removing  to  a great  extent  the  restric- 
tions on  physicians,  and  ignoring  their  qualifications, 
struck  a severe  blow  at  all  medical  societies,  and  lor 
a few  years  the  Wayne  society  was  discouraged. 
About  1850  interest  again  awakened,  members  be- 
came active  and  earnest  in  working  for  the  general 
welfare  and  good  reputation  of  this  profession,  and 
the  society  has  flourished  ever  since.  Many  able  and 
important  papers  have  been  prepared  and  read  be- 
fore the  society  by  its  officers  and  members. 

In  1884  this  society  withdrew  from  the  New  York 
State  Medical  Society  and  joined  the  Medical  Society 
of  the  State  of  New  York,  of  which  it  has  since  been 
a member. 

The  successive  presidents  of  the  Wayne  county 
society  have  been  as  follows:  Gain  Robinson, 

1823-1826;  Robert  W.  Ashley,  1827;  J.  B.  Pierce, 
1828;  Gain  Robinson,  1829  1830;  Robert  W.  Ashley, 


1831;  John  Delamater,  1832-1834;  A.  McIntyre, 
1835-1838;  J.  M.  Wilson,  1839-1841;  A.  McIntyre, 
1842-1843;  Nelson  Peck,  1844-1845;  Levi  Gaylord, 
1846;  A.  McIntyre,  1847-1848;  J.  B.  Pierce,  1849; 
from  1850  to  1876  the  following:  C.  G.  Pomeroy, 
Darwin  Colvin,  L.  M.  Gaylord,  S.  Weed,  E.  W.  Bot- 
tom, J.  E.  Smith,  A.  F.  Sheldon;  C.  M.  Kingman, 
1876;  J.  N.  Arnold,  1877;  L.  S.  Sprague,  1878;  Alex- 
ander Sayres,  1879;  H.  F.  Seaman,  1880;  L.  A. 
Crandall,  1881;  C.  G.  Pomeroy,  1882;  J.  W.  Putman, 
1883;  D.  B.  Horton,  1884;  Darwin  Colvin,  1885;  D.  B. 
Horton,  1886;  J.  W.  Arnold,  1887;  W.  J.  Hennessy, 
1888;  N.  E.  Landon,  1889;  A.  A.  Young,  1890;  George 
D.  York,  1891;  M.  E.  Carmer,  1892;  and  Darwin 
Colvin,  1893. 

The  annual  meeting  of  this  society  for  1894  was 
held  at  the  courthouse  in  Lyons  on  July  10.  The 
annual  address  was  read  by  the  president,  Dr.  Colvin, 
on  the  subject:  “Medical  Men  and  Medical  Litera- 
ture Fifty  Years  Ago.”  It  was  a valuable  and  inter- 
esting paper.  Committees  were  appointed  to  pre- 
pare resolutions  of  respect  and  sympathy  on  the 
death  of  John  A.  Patterson,  M.D.,  of  Harwick,  Mas- 
sachusetts and  Frank  H.  Finley,  M.D.,  of  Macedon. 
A vote  of  thanks  was  tendered  the  retiring  secretary, 
J.  M.  Turner,  M.D.,  for  her  long  and  faithful  service. 
The  following  officers  were  chosen  for  the  ensuing 
year:  L.  H.  Smith,  M.D.,  of  Palmyra,  president;  T. 
H.  Hallett,  M.D.,  of  Rose,  vice-president;  A.  A. 
Young,  M.D.,  of  Newark,  secretary;  Darwin  Colvin, 
M.D.,  of  Clyde,  treasurer;  M.  A.  Veeder,  M.D.,  N.  E. 
Landon,  M.D.,  W.  J.  Hennessey,  M.D.,  and  A.  A. 
Arnold,  M.D.,  censors;  S.  B.  McIntyre,  Esq.,  of 
Palmyra,  attorney. 

Following  is  a list  of  the  members  of  the  society  for 
1894:  Thomas  H.  Hallett,  Rose;  Charles  H.  Towl- 
erton,  Lyons;  M.  Alice  Brownell,  Newark;  L.  A. 
Crandall,  Palmyra;  J.  N.  Arnold,  Clyde;  J.  W.  At- 
wood, Marion;  G.  D.  Barrett,  Clyde;  H.  N.  Burr, 
Palmyra;  H.  L.  Chase,  Palmyra;  Darwin  Colvin, 
Clyde;  E.  H.  Draper,  Wolcott;  W.  J.  Hennessey, 
Palmyra;  N.  E.  Landon,  Newark;  James  W.  Putnam, 
Lyons;  H.  F.  Seaman,  Alton;  A.  F.  Sheldon,  Lyons; 
J.  E.  Smith,  Clyde;  L.  H.  Smith,  Palmyra;  J.  L. 
Sprague,  L.  S.  Sprague,  Williamson;  J.  M.  Turner,  M. 
H.  Veeder,  Lyons;  George  D.  York,  Huron;  A.  A. 
Young,  Newark;  M.  E.  Carmer,  Lyons;  Frank  S. 
Barton,  Clyde;  F.  L.  Wilson,  Sodus;  M.  W.  T.  Negus, 
South  Sodus;  W.  F.  Nutten,  Newark. 

The  society  now  holds  annual  meetings  on  the 
second  Tuesday  of  July,  at  which  officers  are  elected, 
and  semiannual  meetings  on  the  second  Tuesday  of 
January.  Since  1880,  194  physicians  have  registered 
in  the  county  clerk’s  office  in  Lyons. 

Wayne  County  Homeopathic  Medical  Society 

Ever  since  the  introduction  into  this  country  of  the 
school  of  medical  practice  founded  by  Hahnemann, 
Wayne  County  has  had  its  representatives,  and 
among  them  have  been  men  of  high  character  and 
intelligence,  who  have  been  favored  with  large 
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practice.  All  this  is  indicated  by  the  fact  that  as  early 
as  1864,  on  February  9,  a society  of  physicians  of  this 
school  was  organized  at  Lyons,  at  the  office  of  Dr.  S. 
D.  Sherman.  Dr.  M.  F.  Sweeting,  at  South  Butler, 
was  chosen  chairman.  The  society  organized  by  the 
election  of  the  following  officers:  Durfee  Chase, 

president;  M.  F.  Sweeting,  vice-president;  PL  R. 
Heath,  secretary  and  treasurer.  A code  of  bylaws 
and  a constitution  was  recommended  and  at  a later 
meeting  was  adopted.  It  was  at  first  determined  to 
discuss  at  annual  meetings,  and  afterwards  quarterly. 
Besides  the  candidates  named  the  following  consti- 
tuted the  original  membership:  A.  G.  Austen,  O.  C. 
Parsons,  S.  B.  Sherman,  L.  Goedicke,  and  P.  Troop. 
In  1894  the  society  had  12  members.  The  last  body 
of  officers  was  elected  in  1889  as  follows:  president, 
J.  A.  Reed,  of  Newark;  secretary,  William  H.  Sweet- 
ing, of  Savannah.  Dr.  Sweeting  held  the  office  of 
secretary  continuously,  from  1881.  The  following 
held  the  office  of  president  of  this  society:  Durfee 
Chase,  1864-1865;  S.  D.  Sherman,  1866;  M.  F. 
Sweeting,  1867-1876;  A.  G.  Austin,  1868-1869;  S.  D. 
Sherman,  1870-1871;  W.  B.  Brown,  1872;  G.  C. 
Childs,  1877-1879;  H.  P.  Van  Deusen,  1880-1885;  J. 
C.  McPherson,  1881-1884;  D.  McPherson,  1886- 

Westchester  County  Medical 
Society* 

Eight  earnest  men,  coming  by  horseback  over 
rocky,  dusty  country  roads,  gathered  on  May  8,  1797, 
at  the  fine  town  house  of  Mr.  William  Barker,  at 
Spring  Street  and  Rockledge  Avenue,  in  the  village 
of  White  Plains. 

John  Adams  had  been  President  of  the  United 
States  for  two  months.  Word  had  just  come  by 
clipper  ship  of  Napoleon’s  victories  at  Lodi  and  Ar- 
eola. And  just  the  year  before  the  State  of  New  York 
had  passed  a law  restricting  the  practice  of  “physic” 
(medicine)  to  physicians  who  had  studied  at  least  for 
two  years  under  a “reputable”  physician. 

The  eight  who  attended  the  “respectable  meeting 
of  physicians”  in  1797  were  Archibald  McDonald, 
White  Plains,  who  was  elected  president,  Charles 
McDonald,  John  Ingersoll,  Elisha  Bruister,  Lymann 
Cook,  David  Rodgers,  Matson  Smith,  New  Rochelle, 
and  Elias  Cornelius,  New  Castle. 

The  purpose  of  the  new  society  was  stated  as: 
“That  the  due  improvement  and  proper  regulations 
may  be  maid  in  the  practice  of  Physic  within  the 
County  of  Westchester  and  for  the  purpose  of  a 
necessary  and  immediate  compliance  with  the  law  of 
the  Legislature  passed  last  season”  (to  allow  only 
those  who  had  studied  medicine  to  call  themselves 
physicians  and  charge  for  their  services). 

Fifty  years  of  effort 

For  nearly  fifty  years  prior  to  the  founding  of  the 

* Reprinted  from  McKernan.  M.:  1797  Enrolment  of  8 grows 
beyond  1,950,  White  Plains  Reporter’s  Dispatch,  1947. 


1888;  and  J.  A.  Reed,  1889. 

Conclusion 

Biographic  memoranda  of  the  early  physicians  of 
Wayne  county  are  very  difficult  to  obtain,  excepting 
in  such  instances  as  it  has  been  contributed  by  direct 
descendants.  Even  then  it  is  often  fragmentary  and 
incomplete. 

In  the  original  town  of  Wolcott,  Zenas  Hyde,  M.D., 
was  prominent  as  a physician  and  useful  as  a citizen. 
His  first  settlement  was  made  in  what  is  now  the 
town  of  Huron,  in  January,  1808.  A child  of  his  was 
the  second  person  born  in  the  town.  In  the  winter 
following  he  performed  the  first  surgical  operation 
in  that  town  by  amputating  the  leg  of  Daniel  Grandy, 
which  had  been  badly  crushed  by  a falling  tree.  It 
is  a tradition  that  the  physician  had  no  regular  sur- 
gical instruments. 

The  Wayne  County  Medical  Society  has  continued 
to  function  actively  from  this  time  forward  until  the 
present  time.  The  society  now  has  a membership  of 
between  65  and  70  active  and  honorary  members. 
The  meeting  is  held  the  second  Tuesday  of  each 
month  and  the  business  of  the  society  is  enacted  at 
this  time. 

Westchester  society  and  the  Medical  Society  of  the 
State  of  New  York,  attempts  had  been  made  to  im- 
prove the  standards  of  medicine  in  the  young  colonies 
and  to  encourage  the  formal  study  of  medicine.  A 
“Society  of  Gentlemen”  had  met  for  many  years  to 
read  papers  on  new  medical  discoveries,  but  the  best 
medicine  of  that  day  would  have  shocked  the  average 
person  of  today. 

Even  the  best  physicians  cut  off  a leg  if  a cut  or 
crushed  member  seemed  likely  to  develop  “hospital 
gangrene.”  They  knew  nothing  of  antiseptics  in 
those  days. 

The  fundamental  ethical  concept  that  all  medical 
discoveries  of  whatever  nature  belong  to  the  profes- 
sion as  a whole  was  revealed  in  the  actions  of  the  so- 
ciety almost  at  its  inception.  At  the  meeting  in  Oc- 
tober, 1797,  in  Bedford,  it  was  resolved  “that  it  is  the 
duty  of  every  member  of  this  Society  to  communicate 
every  useful  discovery  or  improvement  which  he  had 
made  or  found  out  in  the  service  of  medicine  upon  a 
request  of  any  member  and  make  the  same  known  to 
the  society — but  if  any  member  presumes  to  be 
possessed  of  any  secret  medicine  or  nostrum  what- 
ever and  doth  not  communicate  the  same  to  the  So- 
ciety he  shall  be  expelled  as  an  unworthy  person.” 

In  the  early  days  it  was  the  duty  of  the  society  to 
report  to  the  State  authorities  any  person  practicing 
medicine  without  proper  study  and  training,  and 
from  time  to  time  physicians  were  read  out  of  the 
society  for  such  offenses  as  practicing  homeopathy. 
Until  about  1840  the  most  important  function  seems 
to  have  been  to  oust  quacks  and  “witch  doctors”  from 
the  practice  of  medicine. 

The  question  of  how  to  collect  their  fees  came  up 
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often  in  the  meetings  of  the  early  1800s,  but  by  1840 
emphasis  swung  to  the  advancement  of  medical 
science  and  a special  committee  was  set  up  to  watch 
for  and  report  regularly  on  interesting  cases  and  new 
medical  findings. 

The  beginnings  of  the  public  health  movement 
may  be  detected  in  1840  when  a Dr.  Stanley  read  a 
paper  about  “Rubeola  as  an  epidemic  in  the  town  of 
Mamaroneck  and  Rye”  and  in  a questionnaire  in 
1842  asking  for  “reports  of  epidemics  noted  in  each 
doctor’s  vicinity,  what  native  vegetables  had  been 
eaten  by  members  of  the  society  and  with  what  re- 
sults.” 

Civil  War  advances 

The  Civil  War,  which  drew  many  Westchester 
physicians  to  duty  as  army  surgeons,  made  a strong 
impression  on  the  course  of  the  society. 

J.  Foster  Jenkins,  M.D.,  of  Yonkers,  enthralled  the 
members  at  one  meeting  with  his  reports  of  new  ad- 
vances in  surgery  gained  through  army  experi- 
ences. 

In  1866  much  attention  was  given  to  the  treatment 
of  ague  with  quinine. 

The  next  year  the  physicians  debated  a resolution 
“to  recommend  to  the  people,  for  their  physical  well 
being  especially,  to  say  nothing  of  the  moral,  social, 
and  economic  aspects,  that  they  abstain  from  the  use 
of  beverages  of  intoxicating  liquors”  because  “the 
habitual  use  as  a beverage  of  intoxicating  liquor,  as 
now  practiced  to  a fearful  extent  in  nearly  all  our 
communities,  is  a prolific  source  of  disease  and  suf- 
fering and  a decided  shortener  of  human  life.”  Al- 
though the  resolution  was  passed,  opposition  was  so 
violent  that  publication  in  the  newspapers  of  the  area 
was  postponed. 

In  1871  the  wonders  of  treating  fractures  with 
plaster  of  paris  bandages  were  extolled,  and  in  1874 
the  physicians  argued  pro  and  con  over  vivisection. 
In  1881  Dr.  Brush  of  Mount  Vernon  read  a paper  on 
“Milk  as  a Poison,”  and  in  1884  Robert  F.  Weir, 
M.D.,  of  New  York  reported  to  the  society  on  a suc- 
cessful operation  he  had  observed  in  which  a fatty 
tumor  was  removed  with  the  new  anesthetic,  co- 
caine. 

By  1895  the  physicians  were  discussing  antitoxins, 
and  two  years  later  operations  for  appendicitis  were 
of  immediate  interest. 

Thus,  through  the  minutes  of  the  Society  of 
Medicine  of  the  County  of  Westchester,  one  may 
trace  the  development  and  growth  of  medical  science 
and  see  how,  through  centuries  of  unbroken  conti- 
nuity, the  purpose  of  the  society  has  been  to  improve 
the  ways  in  which  the  sick  may  be  treated  and  cured. 
The  growth  of  hospitals,  public  health  services,  and 
of  science  is  all  reflected  in  the  minutes  of  the  meet- 
ings. 


Recent  membership 

The  membership  in  the  society  has  grown  from  8 
when  it  was  founded  in  1797  to  more  than  1,900  by 
1947.  From  a small  group  of  men  who  met  when 
they  could  and  kept  scanty  records,  at  best,  of  their 
proceedings,  the  society  today  requires  an  executive 
secretary  and  a full-time  staff  to  serve  its  eight 
standing  committees  and  seven  subcommittees,  in 
addition  to  officers,  censors,  and  delegates  to  State 
and  national  medical  societies.  Over  100  physician 
members  are  contributing  their  time  and  talents  at 
their  own  expense  in  support  of  the  society. 

In  1933  the  society  bowed  to  the  necessity  of  a 
full-time  paid  executive  secretary,  and  that  year  the 
monthly  bulletin  was  established. 

In  1943  the  society  assumed  responsibility  for 
medical  preparedness  in  Westchester  and  volunteer 
physicians  served  on  23  draft  boards  of  the  country. 
The  society,  cooperating  with  the  National  Pro- 
curement and  Assignment  Board,  established  the 
medical  emergency  service,  waived  dues  of  members 
in  the  armed  services,  and  helped  in  the  relocation 
of  returning  veterans. 

These  duties  were  performed  by  men  who  were 
often  overworked  and  fatigued  because  of  the  addi- 
tional demands  made  on  them  by  the  shortage  of 
physicians.  Many  aged  physicians,  far  past  their 
years  of  retirement,  returned  to  family  practice  to 
release  young  physicians  for  military  service. 

Emergencies  answered 

The  society’s  record  in  World  War  II  follows  the 
historical  course  of  its  response  to  national  emer- 
gencies in  the  War  of  1812,  the  Mexican  War,  the 
Civil  War,  the  Spanish-American  War,  and  World 
War  I,  each  of  which  found  Westchester’s  physicians 
on  the  battlelines  at  home,  in  the  jungles,  the  desert, 
and  on  the  high  seas. 

In  thinking  back  over  the  one  hundred  fifty  (now 
one  hundred  seventy-five)  years  of  the  society’s  ex- 
istence it  is  not  fitting  that  the  achievements  and 
services  of  today’s  physicians  entirely  cloud  the 
memory  of  such  men  as  one  John  Ingersoll,  M.D., 
born  in  Horse  Neck  (Greenwich)  in  1745,  whose 
practice,  covered  on  horseback,  included  Kingsbridge 
(the  Bronx),  Yonkers,  and  White  Plains.  He  was 
said  to  be  a good  obstetrician  but  a “bungling  sur- 
geon.” He  rode  his  circuit  by  day  and  by  night, 
winter  and  summer,  until  he  died  of  delerium  tre- 
mens and  was  huried  in  St.  John’s  Chapel,  Tuckahoe. 
Memory  should  not  entirely  die  for  such  men  as  Peter 
Hugueford,  M.D.,  who  practiced  in  Rye  before  1753, 
married  Elizabeth  Gedney  of  White  Plains,  and 
moved  to  Cortlandtown.  There  for  many  years  he 
probably  was  the  first  and  only  regular  physician  in 
Northwestern  Westchester.  He  was  probably  the 
most  accomplished  physician  of  his  day. 
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Hospitals 

Building  Meadowbrook 
Hospital 

MABLE  POCHEDLY,  M.A. 

East  Meadow,  New  York 

CARL  POCHEDLY,  M.D. 

East  Meadow,  New  York 

When  Meadowbrook  Hospital  opened  in  1935  the 
main  industries  on  Long  Island  were  fishing  and 
farming.  The  population  of  Nassau  County  was 
352,000.  Today  with  a population  in  excess  of 
1.5  million  Nassau  County  is  one  of  America’s  prin- 
cipal suburban  areas.  The  exciting  early  days  of 
Meadowbrook  Hospital  are  receding  into  a dim  past 
of  which  many  new  physicians  and  residents  of 
Nassau  County  have  little  or  no  knowledge. 

Three  catastrophes  in  Nassau  County  in  the  early 
twentieth  century  were  directly  responsible  for 
stimulating  public  awareness  of  the  need  for  more 
hospital  beds.  The  first  was  the  poliomyelitis  epi- 
demic of  1916,  with  a mortality  rate  as  high  as  20  per 
cent.  The  best  that  could  be  done  was  to  keep  the 
children  in  quiet  sanitary  surroundings  until  the 
disease  had  run  its  course.  With  adequate  hospital 
facilities  all  cases  could  be  quarantined  and  physi- 
cians could  lessen  the  incidence  of  permanent  disa- 
bility, which  occurred  in  75  per  cent  of  patients  who 
recovered.  The  existing  hospitals  in  Nassau  County 
were  taxed  to  their  utmost.  Some  cases  were  taken 
to  hospitals  in  New  York  City.  The  devastating 
world  influenza  epidemic  of  1918  was  another  di- 
saster which  made  the  public  aware  of  the  lack  of 
hospital  beds.  Because  of  its  epidemic  nature,  in- 
fluenza was  greatly  feared.  The  third  misfortune 
was  the  grim  blizzard  in  the  winter  of  1920.  The 
town  of  Hempstead  was  isolated  and  hardly  an  au- 
tomobile moved  in  Nassau  County  for  six  weeks, 
making  it  impossible  to  move  the  seriously  ill  to  New 
York  City. 

In  view  of  this  shortage  all  voluntary  hospitals 
cooperated  by  admitting  a small  number  of 
nonpaying  patients,  but  they  soon  found  themselves 
in  financial  straits.  Traditionally,  the  physicians 
were  accustomed  to  caring  for  some  patients  who 
could  not  pay  for  medical  care.  The  reward  for  these 
services  might  come  in  the  form  of  home-grown  fruits 
or  vegetables  as  a token  of  gratitude.  However, 
whether  any  payment  was  exchanged  or  not,  a feeling 
of  mutual  respect  was  maintained. 

The  limited  number  of  hospital  beds  and  the 
prohibitive  costs  of  hospitalization  (sometimes  as 
high  as  five  dollars  per  day)  affected  the  character  of 
the  hospital  population.  Most  admissions  were  for 
surgical  procedures.  Medical  illnesses,  including 
pneumonia  (which  was  then  a dread  disease),  myo- 
cardial infarction,  diabetic  acidosis,  and  many  others 
were  treated  at  the  patient’s  home.  It  was  not  un- 
common for  a physician  to  spend  the  entire  night  at 


the  bedside  of  a critically  ill  patient.  In  retrospect, 
one  must  admit  that,  for  other  than  financial  reasons, 
there  was  little  difference  in  home  care  or  hospital 
care  in  the  1930s.  Except  for  special  services  such 
as  x-ray  examinations,  laboratory  tests,  or  nursing, 
hospitalizing  a patient  was  often  more  for  the  relief 
of  the  overworked  physician  than  for  the  benefit  of 
the  patient. 

Thus,  in  1928  members  of  the  Nassau  County 
Medical  Society  proposed  the  establishment  of  a 
county  facility  for  the  treatment  of  the  sick  and  in- 
jured who  could  not  afford  private  hospital  care. 
People  interested  in  public  health  gave  enthusiastic 
support  and  transformed  the  hope  of  a county  hos- 
pital into  an  achievement.  Although  it  created  a 
great  financial  stress,  Nassau  succeeded  in  building 
and  staffing  a hospital  more  modern  and  better 
equipped  than  any  other  hospital  in  the  county.  As 
a result,  the  facilities  made  available  for  the  care  of 
the  indigent  were  far  superior  to  those  available  for 
the  wealthy.  It  often  took  a good  deal  of  explaining 
why  the  most  modern  hospital  in  Nassau  County  was 
only  for  those  who  could  not  afford  to  pay. 

Hospital  opening 

The  new  hospital  along  with  a contagious  disease 
building  were  completed  in  1934  but  stood  empty  for 
six  months.  The  money  to  buy  the  land  and  build 
the  hospital  had  been  provided,  but  money  to  buy 
equipment  was  not  available.  About  that  time  in 
Garden  City  2 children  and  their  mother  died  of 
scarlet  fever.  Here  was  a hospital  for  contagious 
diseases  not  being  used.  The  physician  in  charge  of 
the  cases  reported  the  incident  to  the  New  York 
Herald  Tribune,  and  an  impassioned  article  fol- 
lowed. Finally  bonds  were  sold  for  money  to  buy  the 
equipment.  However,  it  took  the  best  part  of  the 
year  to  submit  bids  and  to  purchase  the  equipment, 
much  of  which  had  to  be  especially  made. 

The  opening  ceremony  on  July  14, 1935,  was  held 
on  the  front  steps  of  the  new  hospital.  Mr.  George 
Hubbell  outlined  the  problems  of  the  board  of 
managers,  of  which  he  was  president,  and  extended 
an  invitation  to  local  residents  to  inspect  the  build- 
ing. Benjamin  Seaman,  M.D.,  spoke  of  problems 
which  arose  and  expressed  belief  that  the  staff  had 
at  their  command  the  most  modern  and  efficient 
equipment  to  augment  their  medical  and  surgical 
skill.  Alexander  McRae,  M.D.,  superintendent,  re- 
minded those  interested  in  hospitalization  at  the  new 
hospital  that  private  patients  would  not  be  accepted. 
Patients  were  admitted  only  after  certification  by 
town  or  county  welfare  officers.  Approximately 
10,000  people  visited  the  hospital  during  two  days  of 
public  inspection. 

On  the  fourth  floor  there  was  a splendid  roof  gar- 
den entirely  surrounding  the  building,  where  patients 
could  enjoy  sunlight  and  fresh  air.  Vegetables  were 
grown  on  25  of  the  75  acres  to  supply  the  hospital  and 
were  cultivated  by  prisoners  under  police  supervi- 
sion. From  the  front  steps  of  the  hospital  one  could 
see  young  trees,  shrubbery,  and  flower  beds.  From 
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FIGURE  1.  Patients  Building  in  1935.  Beautiful  flower  gardens  and  shrubbery  source  of  local  pride  and  comment. 


the  balconies  patients  were  able  to  enjoy  the  lawns 
and  flowers  (Fig.  1). 

When  the  hospital  opened  its  door  that  morning 
in  July,  the  first  patients  were  25  cancer  patients 
from  the  tumor  clinic  at  the  Nassau  County  Sana- 
torium. The  patients  were  cared  for  by  a staff  of  9 
interns.  Soon  the  hospital  was  filled  to  capacity,  and 
in  a short  time  there  was  a waiting  list  of  nearly 
500. 

Prior  to  the  opening  of  Meadowbrook  Hospital, 
Nassau  County  had  no  facilities  for  the  hospitaliza- 
tion of  patients  with  communicable  diseases.  The 
communicable  disease  building  with  its  many  beds 
for  poliomyelitis  cases  satisfied  a long-felt  need  in  the 
county.  The  annex  to  the  contagious  disease 
building  was  opened  in  1937,  giving  44  additional 
beds.  It  was  agreed  that  one  of  the  main  reasons  for 
the  spread  of  contagious  diseases  in  the  past  was  lack 
of  sufficient  hospital  space  to  isolate  the  cases.  The 
contagious  quarters  were  considered  a most  effective 
addition  to  the  medical  resources  of  the  county. 
There  was  a special  chapel  in  the  basement  of  the 
building  where  services  could  be  held  for  patients 
who  died. 

The  psychiatric  service  also  satisfied  a great  need. 
Nassau  County  had  no  provision  for  the  temporary 
care  and  observation  of  psychiatric  patients  until  the 
opening  of  the  hospital.  These  patients  were  often 
sent  to  jail  for  a short  time  until  they  either  improved 
and  were  sent  home  or  else  committed  to  a State  in- 
stitution. Meadowbrook  was  the  first  hospital  in  the 
county  to  provide  temporary  care  for  mental  pa- 
tients. In  1936,  the  first  complete  year  of  operation, 
245  patients  were  admitted  to  psychiatry,  of  whom 
71  were  subsequently  committed  to  State  institu- 
tions. 

The  nurses’  residence  was  a three-story  building 
with  accommodations  for  100  persons.  Out  of  over 
400  applicants  a staff  of  85  graduate  nurses  was  hired. 
Some  attempt  at  staff  education  was  made  through 
lectures  and  conferences.  Later  student  nurses  from 
neighboring  colleges  came  to  Meadowbrook  for 
clinical  training. 

Expansion 

On  September  17, 1949,  ground  was  broken  for  a 


$10  million  addition  to  the  hospital.  The  way  in 
which  the  money  for  this  expansion  was  obtained  is 
noteworthy.  After  the  war,  New  York  City,  under 
Mayor  William  O’Dwyer,  was  in  a bad  financial  sit- 
uation. The  city  needed  money  in  a hurry,  and  so  the 
legislature  put  a tax  on  horse  racing.  The  10  per  cent 
tax  was  a windfall  for  Nassau  County  with  its  Bel- 
mont Race  Track.  Russell  Sprague,  who  was  county 
executive  at  that  time,  decided  to  give  the  money  to 
Meadowbrook  Hospital.  A couple  of  years  later  the 
buildings  were  opened,  and  soon  there  were  450  beds. 
Even  then,  the  beds  were  filled  almost  as  soon  as  the 
buildings  were  opened.  The  building  which  housed 
the  psychiatric  department  was  overcrowded  and 
inadequate.  Two  stories  were  added  in  1960  which 
gave  the  psychiatric  department  a total  of  70  beds. 

By  1961  the  house  staff  included  40  interns  and  77 
residents.  There  were  509  attending  physicians, 
many  of  whom  had  faculty  appointments  at  various 
New  York  medical  schools.  The  hospital  also  pro- 
vided a school  of  medical  technology  and  an  affilia- 
tion for  the  students  of  the  Adelphi  College  School 
of  Nursing.  The  hospital  was  an  important  teaching 
facility  where  residents,  interns,  and  nurses  all  re- 
ceived training.  A psychiatric  clinic  was  set  up  in 
1963  on  a twenty-four-hour  walk-in  basis.  The 
hospital’s  average  occupancy  rate  had  been  well 
above  the  national  average  of  70  per  cent.  Over- 
crowding was  a frequent  problem  of  the  entire  hos- 
pital. Occasionally  occupancy  exceeded  100  per 
cent,  and  there  were  patients  in  the  corridors.  From 
1935  until  1966  Meadowbrook  had  trained  and  ed- 
ucated 1,019  interns,  many  of  whom  settled  to  prac- 
tice in  Nassau  County. 

In  1949  New  York  State  reported  5,547  cases  of 
poliomyelitis.  The  incidence  of  the  disease  increased 
greatly  in  Nassau  County.  Of  the  458  cases  reported 
by  the  Nassau  County  Health  Department,  348  were 
treated  at  Meadowbrook.  The  poliomyelitis  epi- 
demic of  1950  resulted  in  275  patients  being  admitted 
to  Meadowbrook.  A serious  problem  was  the  in- 
creasing number  of  patients  who  became  chronic 
respirator  cases.  At  one  time  when  the  hospital  had 
9 patients  in  respirators  the  necessity  for  the  county 
to  establish  a center  for  the  care  of  chronic  respirator 
cases  was  considered.  The  incidence  of  poliomyelitis 
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FIGURE  2.  Meadowbrook  Hospital  after  additions  completed  in  1951. 


declined  in  1951  and  only  125  patients  were  admit- 
ted. Again  in  1952  it  rose  to  210.  There  was  a dra- 
matic decrease  in  the  number  of  admissions  for  po- 
liomyelitis in  1956  as  a result  of  Salk  vaccine  injec- 
tions to  children  in  the  county. 

The  new  laboratory  building,  the  medical  exam- 
iner’s office,  heating  plant,  psychiatric  ward,  and  east 
wing  of  the  patients’  building  were  occupied  in  1951 
(Fig.  2). 

Population  increase 

After  World  War  II  the  population  of  Nassau 
County  increased  rapidly.  Growth  of  large  indus- 
tries was  mainly  responsible  for  the  increase  in 
population  that  took  place.  Sperry,  Republic, 
Grumman,  and  other  plants  employed  thousands 
who  moved  to  Nassau  County  at  the  time  of  the  Ko- 
rean War.  Roads  were  jammed  every  Sunday  with 
people  looking  for  new  homes  with  a patch  of  green 
lawn.  Veterans  just  starting  their  families  streamed 
to  Long  Island  where  land  and  housing  were  avail- 
able. Seemingly  overnight,  potato  fields  became 
towns  and  cities.  The  largest  of  these  fledgling 
communities  was  Levittown,  where  17,000  homes 
mushroomed  within  a period  of  a few  years. 

Medical  Centers 

Brookdale  Hospital 
Medical  Center 

The  Brookdale  Hospital  Medical  Center  is  a non- 
profit teaching  and  research  institution  which,  during 
the  last  ten  years,  has  expanded  dynamically  to  be- 
come New  York  City’s  sixth  largest  voluntary  hos- 
pital. Opened  in  1921  with  75  beds,  the  1,000-bed 
medical  center  cares  for  patients  of  diverse  ethnic 
backgrounds  from  throughout  Brooklyn  and  the  New 
York  City  Metropolitan  area. 

In  its  early  days,  it  was  affectionately  known  as  the 
“nickels  and  dimes”  hospital  because  of  the  thou- 
sands of  small  contributions  that  financed  its  con- 
struction. Recent  strong  philanthropic  support  has 
made  possible  such  new  construction  as  a 400-bed, 
15-level  comprehensive  health  care  center;  a 220-bed 
rehabilitation  institute;  and  the  188-seat  hall  of 
medical  education. 

In  1975,  Brookdale  admitted  28,819  patients  for 
288,251  days  of  care,  and  as  the  “family  doctor”  for 
many  of  its  communities  which  lack  private  physi- 
cians, recorded  more  than  382,472  outpatient  and 
emergency  visits  at  the  hospital  and  in  community- 
based  outreach  centers. 


By  1961  Nassau  County  had  led  the  nation  in 
population  growth  for  several  years,  and  Meadow- 
brook  Hospital  was  the  only  county  hospital  and  a 
major  medical  center.  With  its  population  doubling 
again  in  the  past  ten  years,  Nassau  County  today  has 
over  1.5  million  residents.  To  keep  pace  with  this 
tremendous  growth,  Meadowbrook  had  to  expand  its 
facilities.  Thus,  beginning  in  about  1965  ambitious 
plans  for  expansion  were  developed. 

Present  and  future 

With  the  opening  of  the  magnificent  new  Dynamic 
Care  Building  in  1973,  Nassau  County  Medical 
Center  has  broken  away  from  its  forty-year  tradition 
as  a hospital  for  the  medically  indigent.  Continuing 
growth  and  becoming  a clinical  campus  for  the  new 
medical  school  at  Stony  Brook  has  helped  attract 
staff  physicians  of  outstanding  ability  to  this  mag- 
nificent new  hospital.  The  new  building  features  the 
latest  concepts  in  design  of  short-term,  acute-care, 
and  teaching  hospitals  and  provides  quality  medical 
care  for  the  people  of  Nassau  County. 

Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow,  New  York  11554 


Special  facilities  and  programs 

The  center  includes  a 31-bed  intensive  care  floor, 
with  coronary  care  units;  rehabilitation  medicine 
center;  speech  and  hearing  center;  hemodialysis 
center;  urology  treatment  and  research  center;  a 
16-chair  dental  suite;  cobalt  therapy  unit;  64-bed 
pediatric  unit,  including  intensive  care  and  isolation 
sections;  genetics  counseling  service;  cancer  detection 
clinic;  community  mental  health  center;  and  an  oc- 
cupational health  program. 

Education 

There  is  a house  staff  of  more  than  22  interns, 
residents,  and  fellows  and  educational,  clinical,  and 
inservice  training  programs  for  nurses,  paraprofes- 
sionals,  and  allied  health  personnel.  Facilities  in- 
clude a 10,000-volume  medical-dental  library. 

Research 

Ongoing  studies  are  concerned  with  heart  disease, 
cancer,  leukemia  and  other  blood  diseases,  endocrine 
disorders  such  as  diabetes  in  children,  urologic  dis- 
orders and  kidney  disease,  and  genetic  disorders. 

Linden  Boulevard  at  Brookdale  Plaza, 
Brooklyn,  New  York  11212 
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Obituaries 


Farid  Dawood  Agboatwala,  M.I).,  of  Staten  Island,  died 
on  August  22  at  the  age  of  thirty-six.  Dr.  Agboatwala  re- 
ceived his  medical  degree  from  the  University  of  Bombay 
in  1967.  He  was  an  attending  physician  in  renal  disease 
at  Doctors  Hospital  of  Staten  Island,  an  assistant  attending 
physician  at  Sea  View  Hospital  and  Home,  and  an  associate 
physician  at  St.  Vincent’s  Medical  Center  of  Richmond. 
Dr.  Agboatwala  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine  (Nephrology)  and  a member  of  the 
Richmond  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Shiels  Brady,  M.D.,  of  Utica,  died  on  August  1, 
1975.  Dr.  Brady  graduated  in  1918  from  Syracuse  Uni- 
versity College  of  Medicine.  He  was  a senior  surgeon  at 
St.  Elizabeth’s  Hospital.  Dr.  Brady  was  a Fellow  of  the 
American  College  of  Surgeons. 

Victor  H.  Breth,  M.D.,  of  New  York  City,  died  on  No- 
vember 26,  1975.  Dr.  Breth  received  his  medical  degree 
from  the  University  of  Vienna  in  1932.  He  was  a member 
of  the  American  Public  Health  Association. 

Michael  Joseph  Brooks,  M.D.,  of  New  York  City,  died 
on  July  19  at  the  age  of  thirty-five.  Dr.  Brooks  graduated 
in  1966  from  Washington  University  School  of  Medicine, 
St.  Louis.  He  was  a Diplomate  of  the  American  Board  of 
Anesthesiology,  a Fellow  of  the  American  College  of  An- 
esthesiologists, and  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Iverson  Butler,  M.D.,  of  Brooklyn,  died  on  Au- 
gust 8 at  the  age  of  seventy-two.  Dr.  Butler  graduated  in 
1931  from  Long  Island  College  of  Medicine.  He  was  an 
assistant  obstetrician  and  gynecologist  at  The  Methodist 
Hospital.  Dr.  Butler  was  a Fellow  of  the  American  College 
of  Obstetricians  and  Gynecologists  and  a member  of  the 
Pan  American  Medical  Association,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Harry  John  Chakales,  M.D.,  of  Brooklyn,  died  on  July 
30  in  his  seventy-first  year.  Dr.  Chakales  graduated  in 
1931  from  Temple  University  School  of  Medicine.  He  was 
an  assistant,  emeritus,  physician  in  internal  medicine  at 
Caledonian  Hospital  and  an  attending  physician  at  Gold- 
water  Memorial  Hospital.  Dr.  Chakales  was  a member  of 
the  American  Geriatrics  Society,  the  Clinical  Society,  New 
York  Diabetes  Association,  the  New  York  Cardiological 
Society,  the  New  York  State  Society  of  Internal  Medicine, 
the  Medical  Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hannibal  de  Beilis,  M.D.,  of  New  York  City,  died  on  July 
21  at  the  age  of  eighty-four.  Dr.  de  Beilis  graduated  in 


1920  from  the  University  of  Alabama  School  of  Medicine. 
He  was  an  honorary  senior  physician  in  medicine  at  St. 
Vincent’s  Hospital  and  Medical  Center  of  New  York.  Dr. 
de  Beilis  was  a Fellow  of  the  American  College  of  Cardiol- 
ogy and  a member  of  the  New  York  Academy  of  Medicine, 
the  New  York  Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  J.  Della  Porta,  M.D.,  of  Rochester,  died  on  Sep- 
tember 22,  1975,  at  the  age  of  fifty-six.  Dr.  Della  Porta 
graduated  in  1949  from  Marquette  University  School  of 
Medicine.  He  was  a Diplomate  of  the  American  Board  of 
Anesthesiology,  a Fellow  of  the  American  College  of  An- 
esthesiologists, and  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  and  the  Rochester  Academy  of 
Medicine. 

Bartlett  C.  Gardner,  M.D.,  of  Montour  Falls,  died  on 
April  24  at  the  age  of  fifty-three.  Dr.  Gardner  graduated 
in  1953  from  Tufts  University  School  of  Medicine.  He  was 
chief  of  the  medical  staff  at  Schuyler  Hospital.  Dr. 
Gardner  was  a member  of  the  Schuyler  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jean  D.  Jameson,  M.D.,  of  New  York  City,  died  on  Au- 
gust 6 at  the  age  of  fifty-two.  Dr.  Jameson  graduated  in 
1950  from  Columbia  University  College  of  Physicians  and 
Surgeons.  She  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry  and  Child  Psy- 
chiatry) and  a member  of  the  American  Psychoanalytic 
Association,  the  American  Psychiatric  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Nicholas  Klein,  M.D.,  of  New  York  City,  died  on  July  10 
at  the  age  of  seventy-one.  Dr.  Klein  received  his  medical 
degree  from  the  University  of  Prague  in  1929.  He  was  a 
member  of  the  New  York  Academy  of  Medicine,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

George  Kornfeld,  M.D.,  of  Brooklyn,  died  on  July  4 in  his 
eighty-seventh  year.  Dr.  Kornfeld  graduated  in  1913  from 
Cornell  University  Medical  College.  He  had  been  a con- 
sulting obstetrician  and  gynecologist  at  Jewish  Hospital 
and  Medical  Center  of  Brooklyn.  Dr.  Kornfeld  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology  and  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Stephen  Alfred  Leslie,  M.D.,  of  New  York  City,  died  on 
July  14  at  the  age  of  sixtv-nine.  Dr.  Leslie  received  his 
medical  degree  from  the  University  of  Vienna  in  1932.  He 
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was  an  adjunct  gynecologist  at  the  Hospital  for  Joint  Dis- 
eases and  Medical  Center  and  an  attending  gynecologist 
at  the  Madison  Avenue  Hospital.  Dr.  Leslie  was  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecologists 
and  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Matthew  Alexis  Liotta,  M.D.,  of  New  York  City,  died  on 
November  2,  1975,  at  the  age  of  eighty-nine.  Dr.  Liotta 
graduated  in  1915  from  Fordham  University  School  of 
Medicine.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Martin  J.  Littlefield,  M.D.,  of  Buffalo,  died  on  July  19 
at  the  age  of  seventy-eight.  Dr.  Littlefield  graduated  in 
1925  from  the  University  of  Buffalo  School  of  Medicine. 
He  was  an  honorary  member  of  the  medical  staff  at  Sisters 
of  Charity  Hospital  of  Buffalo.  Dr.  Littlefield  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Buffalo  Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

E.  Gordon  MacKenzie,  M.D.,  of  Millbrook,  died  on  July 
25  at  the  age  of  seventy-eight.  Dr.  MacKenzie  graduated 
in  1923  from  Albany  Medical  College.  He  was  a member 
of  the  American  Academy  of  Family  Physicians,  the  Dut- 
chess County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Lewis  F.  McLean,  M.D.,  of  Buffalo,  died  on  July  6 at  the 
age  of  eighty.  Dr.  McLean  graduated  in  1927  from  McGill 
University  Faculty  of  Medicine.  He  was  an  emeritus  ob- 
stetrician and  gynecologist  at  Millard  Fillmore  Hospital 
and  an  honorary  obstetrician  and  gynecologist  at  Sisters 
of  Charity  Hospital  of  Buffalo.  Dr.  McLean  was  a Diplo- 
mate  of  the  American  Board  of  Obstetrics  and  Gynecology, 
a Fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Berthold  Maier,  M.D.,  of  Lancaster,  died  on  June  23  at 
the  age  of  seventy-nine.  Dr.  Maier  received  his  medical 
degree  from  the  University  of  Heidelberg  in  1921.  He  was 
a member  of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Victor  Mandler,  M.D.,  of  Bellmore,  died  on  July  3 at  the 
age  of  eighty-eight.  Dr.  Mandler  received  his  medical 
degree  from  the  University  of  Vienna  in  1911.  He  was  an 
attending  physician  in  family  medicine  at  South  Nassau 
Communities  Hospital.  Dr.  Mandler  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Abraham  Leon  Mann,  M.D.,  of  Albany,  died  on  Sep- 
tember 24,  1975,  at  the  age  of  eighty.  Dr.  Mann  graduated 
in  1912  from  Jefferson  Medical  College  of  Philadelphia. 
He  was  a member  of  the  Albany  County  Medical  Society, 
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the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Murray  E.  Margulies,  M.D.,  of  Brooklyn,  died  on  May 
23  at  the  age  of  seventy-three.  Dr.  Margulies  graduated 
from  the  University  of  Dalhousie  Faculty  of  Medicine.  He 
was  an  emeritus  neurologist  at  Brookdale  Hospital  Center, 
an  attending  neurologist  at  Coney  Island  Hospital  and 
Metropolitan  Jewish  Geriatric  Center,  and  a consulting 
neurologist  and  pyschiatrist  at  Kingsbrook  Jewish  Medical 
Center.  Dr.  Margulies  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Neurology),  a Fellow 
of  the  American  College  of  Angiology,  and  a member  of  the 
Association  for  Research  in  Nervous  and  Mental  Disease, 
the  American  Psychiatric  Association,  the  American 
Academy  of  Neurology,  the  New  York  Neurological  Soci- 
ety, the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Joseph  Mastropolo,  M.D.,  of  The  Bronx,  died  on 
July  27  at  the  age  of  sixty-five.  Dr.  Mastropolo  graduated 
in  1936  from  Boston  University  School  of  Medicine.  He 
was  a member  of  the  medical  staff  in  general  practice  at  the 
Pelham  Bay  General  Hospital.  Dr.  Mastropolo  was  a 
member  of  the  American  Academy  of  Family  Physicians, 
the  Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ferdinando  L.  Perrone,  M.D.,  of  Oneonta,  died  on  July 
27  at  the  age  of  eighty-two.  Dr.  Perrone  graduated  in  1923 
from  Albany  Medical  College.  He  was  an  attending  phy- 
sician at  the  Aurelia  Osborn  Fox  Memorial  Hospital.  Dr. 
Perrone  was  a member  of  the  Otsego  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Willard  Cole  Rappleye,  M.D.,  of  New  York  City,  died  on 
August  19  at  the  age  of  eighty-four.  Dr.  Rappleye  gradu- 
ated in  1918  from  Harvard  University  Medical  School.  He 
was  a member  of  the  American  Public  Health  Association, 
the  New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jacob  Rosenbluth,  M.D.,  of  New  York  City,  died  on  Oc- 
tober 24,  1975,  at  the  age  of  ninety-three.  Dr.  Rosenbluth 
graduated  in  1905  from  Long  Island  College  Hospital.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Isidore  Rosenhack,  M.D.,  of  The  Bronx,  died  on  October 
10,  1975.  Dr.  Rosenhack  graduated  in  1928  from  Univer- 
sity and  Bellevue  Hospital  Medical  College. 

Eleanor  Theresa  Roth,  M.D.,  of  New  York  City,  died  on 
August  11.  Dr.  Roth  graduated  in  1958  from  New  York 
Medical  College.  She  was  a Diplomate  of  the  American 
Board  of  Pediatrics. 

Henry  G.  Schweitzer,  M.D.,  of  Pelham,  died  on  August 
17  at  the  age  of  ninety-seven.  Dr.  Schweitzer  graduated 
in  1901  from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a member  of  the  Bronx  County 
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Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Irvin  Theodore  Soifer,  M.D.,  of  The  Bronx,  died  on  July 
22.  Dr.  Soifer  graduated  in  1926  from  Creighton  Univer- 
sity School  of  Medicine. 

Samuel  Z.  Shey,  M.D.,  of  White  Plains,  died  on  August 
9 at  the  age  of  sixty-four.  Dr.  Shey  received  his  medical 
degree  from  the  University  of  Pisa  in  1937.  He  was  an 
attending  anesthesiologist  at  St.  Agnes  Hospital.  Dr.  Shey 
was  a member  of  the  American  Society  of  Anesthesiolo- 
gists, Inc.,  the  New  York  State  Society  of  Anesthesiologists, 
the  Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emil  Sternberg,  M.D.,  of  Buffalo,  died  on  July  15  at  the 
age  of  seventy-five.  Dr.  Sternberg  graduated  in  1926  from 
the  University  of  Buffalo  School  of  Medicine.  He  was  an 
attending  physician  in  general  practice  at  St.  Francis 
Hospital.  Dr.  Sternberg  was  a member  of  the  American 
Academy  of  Family  Physicians,  the  American  Society  of 
Anesthesiologists,  Inc.,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Thomas  V.  Supples,  M.D.,  of  Evans  and  Angola,  died  on 
September  10,  1975,  at  the  age  of  seventy-four.  Dr. 
Supples  graduated  in  1927  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  honorary  member  of  the 
medical  staff  at  Mercy  Hospital  (Buffalo).  Dr.  Supples 
was  a member  of  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Wilson  Curtis  Tooker,  M.D.,  of  Southampton,  died  on 
August  6 at  the  age  of  fifty.  Dr.  Tooker  graduated  in  1955 
from  Albany  Medical  College.  He  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Suffolk 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Lajos  I.  von  Micsky,  M.D.,  of  New  York  City,  died  on 
August  6 at  the  age  of  fifty-eight.  Dr.  von  Micsky  received 


CMMB  steps  up  shipments  of  suifone 
medicine  to  help  missions  in  fight 
against  leprosy 

To  assist  missionaries  caring  for  leprosy  sufferers  in 
endemic  African,  Asian,  Latin  American,  and  South  Pacific 
areas,  the  Catholic  Medical  Mission  Board,  10  West  17 
Street,  New  York  City,  this  year  has  more  than  doubled  its 


his  medical  degree  from  the  University  of  Pecs  in  1942.  He 
was  an  associate  obstetrician  and  gynecologist  at  St.  Luke’s 
Hospital  Center.  Dr.  von  Micsky  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology  and  a 
member  of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Benjamin  Philip  Watson,  M.D.,  of  New  York  City,  died 
on  August  8 at  the  age  of  ninety-six.  Dr.  Watson  gradu- 
ated in  1905  from  the  University  of  Edinburgh  Faculty  of 
Medicine.  He  was  a consulting  obstetrician  and  gynecol- 
ogist at  The  Presbyterian  Hospital.  Dr.  Watson  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  New  York  Obstetrical  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Hildegarde  L.  Weinberg,  M.D.,  of  New  York  City,  died 
on  July  17  at  the  age  of  fifty-nine.  Dr.  Weinberg  graduated 
in  1948  from  New  York  University  School  of  Medicine. 
She  was  an  attending  psychiatrist  at  Metropolitan  Hospital 
Center.  Dr.  Weinberg  was  a member  of  the  American 
Psychiatric  Association,  the  American  Public  Health  As- 
sociation, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Joseph  Zausner,  M.D.,  of  New  York  City,  died  on  July  27 
at  the  age  of  sixty-six.  Dr.  Zausner  received  his  medical 
degree  from  the  University  of  Vienna  in  1936.  He  was  an 
attending  radiologist  at  Bellevue  Hospital  and  an  associate 
radiologist  at  University  Hospital.  Dr.  Zausner  was  a 
Diplomate  of  the  American  Board  of  Radiology,  a Fellow 
of  the  American  College  of  Chest  Physicians,  and  a member 
of  the  Pan  American  Medical  Association,  the  Radiological 
Society  of  North  America,  Inc.,  the  Radiological  Society 
of  New  York  State,  the  New  York  Roentgen  Society,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 


shipments  of  Dapsone,  the  anti-leprosy  suifone  medi- 
cine. 

During  January  to  September  the  Board  shipped 
32,626,000  Dapsone  tablets,  15,780,000  more  than  it 
shipped  during  all  of  last  year,  to  missions  in  Cameroon, 
Colombia,  Ghana,  Guyana,  India,  Indonesia,  Malagasy, 
Pakistan,  Paraguay,  Philippines,  Sierra  Leone,  Sri  Lanka, 
and  Tanzania. 
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County 


President 


Secretary 


Treasurer 


Albany  

Allegany  

Bronx  

Broome  

Cattaraugus 

Cayuga  

Chautauqua 

Chemung  

Chenango  

Clinton 

Columbia 

Cortland  

Delaware  

Dutchess  

Erie  

Essex  

Franklin  

Fulton  

Genesee  

Greene 

Herkimer  

Jefferson 

Kings  

Lewis  

Livingston 

Madison 

Monroe  

Montgomery  .... 

Nassau 

New  York  

Niagara  

Oneida  

Onondaga  

Ontario  

Orange  

Orleans  

Oswego  

Otsego  

Putnam  

Queens 

Rensselaer  

Richmond 

Rockland 

St.  Lawrence  . . . 

Saratoga  

Schenectady  .... 

Schoharie  

Schuyler  

Seneca  

Steuben  

Suffolk 

Sullivan  

Tioga  

Tompkins  

Ulster 

Warren  

Washington 

Wayne  

Westchester  .... 

Wyoming 

Yates  


Ralph  W.  Reynolds,  M.D Albany 

Robert  Schreiber,  M.D Cuba 

Philip  C.  Suriano,  M.D Bronx 

David  G.  Storrs,  M.D Endicott 

William  F.  Hughes,  M.D Olean 

Arthur  H.  Foresman,  M.D Auburn 

Jose  Galindo,  M.D Dunkirk 

J.  C.  Roemmelt,  Jr.,  M.D Elmira 

Errol  G.  Jacobi,  M.D Norwich 

J.  B.  Southwick,  M.D Champlain 

Joseph  G.  Schultz,  M.D Hudson 

Chang  H.  Park,  M.D Cortland 

Richard  J.  Ucci,  M.D Stamford 

F.  J.  McMahon,  M.D Poughkeepsie 

Carmelo  S.  Armenia,  M.D Kenmore 

Francis  C.  Evans,  M.D Ticonderoga 

Alfred  M.  Decker,  M.D.  . . .Saranac  Lake 

David  V.  Clough,  M.D Gloversville 

Seamus  E.  Carmody,  M.D Batavia 

Robert  N.  Blakeslee,  M.D Windham 

Jaime  Posada,  M.D Little  Falls 

Warren  W.  Daub,  M.D Watertown 

M.  T.  Tanenhaus,  M.D Brooklyn 

William  S.  Reed,  M.D Lowville 

Francis  J.  Queally.  M.D Geneseo 

Gordon  T.  Bourns,  M.D Oneida 

Nathaniel  J.  Hurst,  M.D Rochester 

Thomas  J.  Wehl,  M.D Amsterdam 

A.  Burton  White,  M.D Great  Neck 

John  A.  Finkbeiner,  M.D New  York 

James  P.  Moore,  M.D Niagara  Falls 

Fel  G.  Davies,  M.D New  Hartford 

Edward  D.  Sugarman,  M.D Syracuse 

Delmer  E.  Batcheller,  M.D Phelps 

Sidney  S.  Becker,  M.D Middletown 

Harvey  J.  Blanchet,  Jr.,  M.D.  . . . Medina 

Ravindra  F.  Shah.  M.D Fulton 

Bahman  F.  Vakili,  M.D Oneonta 

Jeffrey  S.  Carr,  M.D Carmel 

A.  M.  De  la  Garza,  M.D Flushing 

Ralph  B.  Burroughs,  M.D Troy 

A.  B.  Siewers,  Jr.,  M.D Staten  Island 

L.  R.  Shapiro,  M.D.  . . .West  Haverstraw 

Warren  Heller,  M.D Ogdensburg 

F.  A.  Phillips,  Jr.,  M.D.  . . .Saratoga  Spgs. 
Franklvn  C.  Hayford,  M.D.  .Schenectady 

Francis  S.  Reilly,  M.D Cobleskill 

Joseph  Y.  Roberts,  M.D.  . . Watkins  Glen 
Benjamin  B.  Wong,  M.D  . . .Seneca  Falls 

John  K.  Coyle,  M.D Hornell 

William  H.  Bloom,  M.D Bay  Shore 

Bernard  Bloom,  M.D.  . . . Kiamesha  Lake 

John  R.  Scott,  D.O Apalachin 

Louis  W.  Munchmeyer,  Jr.,  M.D.  . Ithaca 

Lewis  M.  Neporent,  M.D Kingston 

Barbara  E.  Chick,  M.D Glens  Falls 

Stiles  D.  Ezell,  M.D Salem 

Edward  J.  Diamond,  M.D Newark 

William  J.  McCann,  M.D.  . New  Rochelle 

Gerard  J.  Diesfeld,  M.D Arcade 

Robert  0.  Jensen,  M.D Penn  Yan 


Margery  W.  Smith,  M.D East  Berne 

K.  G.  Van  Dine,  M.D Wellsville 

John  LoCascio,  M.D Bronx 

D.  A.  Artuso,  M.D Binghamton 

C.  Frederick  Kurtz,  M.D Gowanda 

Alfred  Brettner,  M.D Auburn 

Lewis  F.  Kibler,  M.D Jamestown 

Donald  L.  Brooks,  Jr.,  M.D Elmira 

Charles  L.  Dubuar,  M.D Norwich 

Francis  P.  Ryan,  M.D Plattsburgh 

Joseph  Bellamy,  M.D Hudson 

Yun  Chul  Pak,  M.D Cortland 

Osias  M.  Villaflor,  M.D Hancock 

Elias  G Debbas,  M.D Beacon 

Frank  A.  Pfalzer,  Jr..  M.D Buffalo 

H.  V.  W.  Bergamini,  M.D.  . . . Lake  Placid 
J.  Rosenstein,  M.D Saranac  Lake 

L.  M.  Horowitz,  D O Gloversville 

William  B.  Pierce,  M.D Batavia 

Barbara  K.  Vosburgh,  M.D.  . . Rhinebeck 

Krishna  K.  Vadlamudi,  M.D Ilion 

Louis  C.  Battista,  II,  M.D.  . . .Watertown 

Robert  E.  Gordon,  M.D Brooklyn 

John  Harry  Brooks,  M.D Lowville 

G.  Emerson  Learn,  M.D Mt.  Morris 

Chan  H.  Whiting,  Jr.,  M.D Oneida 

Edward  T.  Mulligan,  M.D Rochester 

Juan  K.  Laurilla,  Jr.,  M.D.  . . Amsterdam 
Edward  C.  Sinnott,  M.D.  . .Old  Westbury 
Albert  S.  Lyons,  M.D New  York 

M.  A.  Z.  Bishara,  M.D Niagara  Falls 

Gino  A.  Trevisani,  M.D Clinton 

Richard  A.  Konys,  M.D Syracuse 

William  H.  Newman,  M.D Geneva 

Walter  Lentino,  M.D Middletown 

Gregory  N.  Jelinek,  M.D Albion 

Marvin  J.  Dexter,  M.D Fulton 

James  J.  Elting,  M.D Oneonta 

Charles  Block,  M.D Carmel 

Morton  M.  Kurtz,  M.D Flushing 

Raphael  M.  Verdile,  Jr.,  M.D Troy 

John  R.  Addrizzo,  M.D.  . . .Staten  Island 

Jerome  L.  Meisel,  M.D Suffern 

Lachlan  M.  MacKenzie,  M.D.  . . .Canton 
Thomas  Klepetar.  M.D.  . . Saratoga  Spgs. 
Robert  E.  Sandroni,  M.D.  . .Schenectady 
Thomas  W.  Greenlees,  M.D.  . .Cobleskill 
Marjorie  S.  Norton,  M.D.  . Montour  Falls 
Robert  S.  Giugliano,  M.D.  . . Seneca  Falls 
Alexander  F.  Wahlig,  Jr.,  M.D.  . . Corning 

Stanley  A.  Steckler,  M.D Smithtown 

Bernard  F.  Kalina,  M.D Liberty 

Polachirak  V.  Abraham,  M.D.  . . Waverly 

E.  James  Fogel,  Jr.,  M.D Ithaca 

F.  W.  Holcomb,  Jr.,  M.D Kingston 

Franklin  A DePeters,  M.D  . .Glens  Falls 

John  E.  Glennon,  M.D Granville 

Stephen  R.  Pope,  M.D Sodus 

Charles  A.  Bertrand,  M.D.  . White  Plains 

Richard  T.  Williams,  M.D Warsaw 

Vincas  Sirmenis,  M.D Penn  Yan 


Nathan  P.  Reed,  M.D Albany 

Farooq  P.  Agha,  M.D Wellsville 

Albert  J.  Kaplus,  D.O Bronx 

James  J.  Burnett,  M.D Binghamton 

Bernard  S.  Yurick,  M.D Olean 

Nak  K.  Shim,  M.D Auburn 

John  R.  Forbes,  M.D Dunkirk 

John  K.  Cusick,  M.D Elmira 

Vernon  E Dean,  M.D Bainbridge 

Leland  S.  Berger,  M.D Plattsburgh 

Joseph  Bellamy,  M.D Hudson 

Pyoung  R.  Chang,  M.D Cortland 

Osias  M.  Villaflor,  M.D Hancock 

Michael  De  Lorenzo,  M.D Fishkill 

Frank  A.  Pfalzer,  Jr.,  M.D Buffalo 

H.  V.  W.  Bergamini,  M.D.  . . .Lake  Placid 

J.  Rosenstein,  M.D Saranac  Lake 

William  H.  Raymond,  M.D.  . .Johnstown 

Gary  H.  Jeffery,  M.D Batavia 

Barbara  K.  Vosburgh,  M.D.  . Rhinebeck 

Juan  B.  Dachary,  M.D Little  Falls 

Louis  C.  Battista,  II,  M.D.  . . .Watertown 

Adrian  C.  Lamos,  M.D Brooklyn 

John  Harry  Brooks,  M.D Lowville 

G.  Emerson  Learn,  M.D Mt.  Morris 

Waldo  Zeun,  M.D Oneida 

Gregory  J.  Riley,  M.D Rochester 

Benjamin  H.  Button,  M.D.  . .Amsterdam 

Jerome  Zwanger,  M.D Massapequa 

John  P.  Grant,  Jr.,  M.D New  York 

K.  Klementowski,  M.D.  . .N.  Tonawanda 

Gerald  C.  Gant,  M.D New  Hartford 

Carl  E.  Marlow,  M.D.  . . .North  Syracuse 

William  H.  Newman,  M.D Geneva 

Walter  Lentino,  M.D Middletown 

Gregory  N.  Jelinek,  M.D Albion 

Marvin  J.  Dexter,  M.D Fulton 

James  J.  Elting,  M.D Oneonta 

Zane  A.  Miranda,  M.D Carmel 

Fred  N.  Flatau,  M.D Flushing 

Thomas  V.  Casey,  M.D Troy 

Tano  S.  Carbonaro,  M.D.  . .Staten  Island 

Donald  S.  Waldorf,  M.D Nanuet 

Maurice  J.  Elder,  M.D Massena 

M.  J.  F.  Kinosian,  M.D.  . .Saratoga  Spgs. 

Janis  L.  Best,  M.D Schenectady 

Thomas  W.  Greenlees,  M.D.  . .Cobleskill 
Marjorie  S.  Norton,  M.D.  . Montour  Falls 
Robert  S.  Giugliano,  M.D.  . .Seneca  Falls 

W.  James  MacFarland.  M.D Hornell 

Stephen  A.  Gettinger,  M.D.  . Huntington 

Bernard  F.  Kalina,  M.D Liberty 

Polachirak  V.  Abraham,  M.D.  . Waverly 

Leroy  K.  Young,  M.D Ithaca 

Charles  A.  Galyon,  M.D Kingston 

Betty  L.  Voelker,  M.D Glens  Falls 

David  A.  Wasser,  M.D Cambridge 

Stephen  R.  Pope,  M.D Sodus 

Michael  Sierp,  M.D Yonkers 

Richard  T.  Williams,  M.D Warsaw 

Vincas  Sirmenis,  M.D Penn  Yan 
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journal  reference  must  include  author(s)  and  initials, 
complete  title  of  article,  name  of  publication,  volume, 
first  page  of  article,  and  date.  Complete  dates 
(month,  day,  as  well  as  year)  are  to  be  included  with 
all  references  that  have  appeared  within  the  last 
three  years.  Include  with  book  references  name  of 
author(s)  and/or  editor(s)  with  initials,  title  of  book, 
edition,  location,  publisher,  year,  volume  if  given,  and 
page.  If  reference  is  to  a chapter  within  a book,  in- 
clude the  author  of  the  chapter,  if  this  is  not  the  same 
as  the  author  of  the  book,  and  the  title  of  the  chapter, 
if  any. 

Illustrations:  Authors  are  urged  to  use  the  ser- 
vices of  professional  illustrators  and  photographers 
when  possible.  Drawings  and  charts  should  always 
be  done  in  black  ink  on  white  paper.  Clear,  glossy 
photographs,  black  on  white,  should  be  submitted 
and  such  illustrations  numbered  consecutively  and 
their  positions  indicated  in  text.  Magnifications  will 
be  modified  in  proportion  to  the  amount  of  reduction 
necessary  for  an  illustration  to  fit  the  pages  of  the 
JOURNAL.  Please  do  not  deface  illustrations  by 
writing  on  front  or  back,  nor  should  they  be  scotch- 
taped  or  pasted  to  paper.  They  may  be  pasted 
carefully  on  cardboard.  The  figure  number,  indi- 
cation of  the  top,  and  the  author’s  name  are  to  be 
attached  to  the  back  of  each  illustration.  Legends 
for  illustrations  should  be  typewritten  in  a single  list, 
with  numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of  patients 
are  to  be  masked  and  should  carry  with  them  written 
permission  for  publication.  Special  arrangements 
must  be  made  with  the  Editor  for  excessive  illustra- 
tions or  color  plates. 
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THERE AREA 
LOT  OF  PEOPLE 

GETTING  BETWEEN 

YOU  AND  YOUR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples: 

Drug  substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  then,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  legislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 
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Abstracts 


Wapnick,  S.,  LeVeen,  E.,  Grosberg,  S.,  and  LeVeen,  H. 

H.:  Levarterenol  for  gastrointestinal  and  intraoperative 
bleeding,  New  York  State  J.  Med.  76:  1963  (Nov.) 
1976. 

The  administration  of  norepinephrine  by  the  intragastric 
and/or  intraperitoneal  route  successfully  stopped  bleeding 
in  28  of  38  patients  presenting  major  upper  gastrointestinal 
bleeding.  The  method  of  administration  is  described,  and 
the  convenience  and  ease  of  administration  is  emphasized. 
In  one  half  of  the  patients  studied  no  further  bleeding 
occurred,  and  surgery  was  thus  avoided.  To  prolong  the 
effect  of  initial  control  of  norepinephrine,  a longer-acting 
sympathomimetic  drug  was  added  when  norepinephrine 
was  given  by  the  intragastric  route.  Intraperitoneal  nor- 
epinephrine is  useful  in  minimizing  the  extent  of  bleeding 
at  the  time  of  laparotomy. 

Rifkind,  K.  M.,  Lawrence,  L.  R.,  and  Ranson,  J.  H.  C.: 

Acute  pancreatitis;  initial  roentgenographic  signs,  New 
York  State  J.  Med.  76:  1968  (Nov.)  1976. 

The  admission  plain  radiographs  of  the  chest  and 
abdomen  of  73  patients  with  acute  pancreatitis  have  been 
examined  and  the  frequency  of  findings  suggesting  acute 
pancreatitis  reviewed.  Signs  of  acute  pancreatitis  were 
observed  in  79  per  cent  of  all  cases  and  in  86  per  cent  of 
those  who  were  seriously  ill.  Colonic  dilation,  obscured 
psoas  margins,  increased  epigastric  soft-tissue  density,  left 
or  bilateral  small-bowel  ileus,  increased  gastrocolic  sepa- 
ration, and  duodenal  ileus  occurred  in  11  to  22  per  cent. 
Pleural  effusion  was  seen  in  4 per  cent  and  pancreatic 
calcification  in  3 per  cent.  Duodenal  ileus  and  pancreatic 
calcification  most  specifically  indicated  pancreatitis.  In 
the  overall  clinical  context  other  signs  may  provide  valu- 
able diagnostic  information.  Familiarity  with  these  signs 
and  examination  for  their  presence  in  the  evaluation  of 
patients  with  acute  abdominal  symptoms  may  allow  better 
diagnosis  and  improve  management  of  acute  pancreati- 
tis. 

Shim,  C.  S.,  Scher,  S.  M.,  and  Williams,  M.  H.,  Jr.: 

Effect  of  bronchodilator  agents  on  arrhythmia,  New  York 
State  J.  Med.  76:  1973  (1976). 

Patients  with  COPD  (chronic  obstructive  lung  disease) 
often  have  cardiac  arrhythmias.  Bronchodilator  therapy 
for  these  patients  with  either  isoproterenol  aerosol  or 
theophylline  compounds  might  be  considered  hazardous. 
Twenty-one  patients  with  COPD  and  arrhythmias  were 
treated  with  2 puffs  of  isoproterenol  aerosol  while  on  a 
cardiac  monitor.  None  had  worsening  of  cardiac  rhythm. 
Sixteen  patients  with  COPD  and  arrhythmias  were  treated 
with  either  intravenous  aminophylline  250  mg.  or  oral  al- 
cohol-theophylline 240  mg.,  and  an  electrocardiogram  was 
obtained  before  and  after  therapy.  Four  had  worsening 
of  ventricular  premature  contractions,  one  had  worsening 
of  supraventricular  premature  contractions,  and  one  de- 
veloped atrial  fibrillation.  Eleven  patients  with  COPD  and 
normal  sinus  rhythm  were  treated  similarly  with  theo- 
phylline. None  developed  arrhythmia.  Isoproterenol 
aerosol  was  found  to  be  a safe  and  effective  bronchodilator 


for  patients  with  COPD  and  arrhythmia.  Theophylline 
compounds,  on  the  other  hand,  often  had  an  adverse  effect 
on  arrhythmia,  although  it  was  an  effective  bronchodilator 
for  these  patients.  Theophylline  produced  no  arrhythmia 
in  patients  with  normal  sinus  rhythm. 

Catane,  R.,  Mittelman,  A.,  Kaufman,  J.*  and  Murphy, 

G.  P.:  Oral  estramustine  phosphate;  prolonged  therapy 
for  advanced  cancer  of  the  prostate,  New  York  State  J. 
Med.  76: 1978  (Nov.)  1976. 

Fifty  patients  with  prostatic  carcinoma,  47  with  stage 
D and  3 with  stage  C,  were  given  continuous  oral  es- 
tramustine phosphate  (Estracyt)  15  mg.  per  kilogram  per 
day.  All  patients  had  progressed  on  prior  standard 
treatment.  The  objective  and  subjective  response  rates 
were  19  and  36  per  cent  respectively.  Six  of  the  50  patients 
are  still  receiving  treatment  for  one  to  three  years.  One 
additional  patient  had  estramustine  phosphate  therapy 
for  one  year  with  a complete  response,  which  included 
disappearance  of  osteoblastic  metastasis.  He  still  con- 
tinues in  unmaintained  remission  despite  the  fact  that 
estramustine  phosphate  therapy  was  stopped  because  of 
gastrointestinal  toxicity.  All  patients  are  in  good  general 
condition,  and  no  serious  side-effects  related  to  the  drug 
have  been  seen.  Two  patients  have  relapsed  and  are  again 
under  control  after  the  alkylating  steroid,  prednimustine 
(Leo  1031),  was  added  to  the  estramustine  phosphate 
regimen.  The  agent  may  be  given  safely  for  a prolonged 
period  and  has  a place  in  the  treatment  of  advanced  pros- 
tatic cancer  refractory  to  hormonal  therapy.  The  ability 
to  control  the  advanced  stage  of  prostatic  carcinoma  may 
well  indicate  a therapeutic  effectiveness  which  is  not 
merely  palliation.  We  are  currently  studying  the  effec- 
tiveness of  a combination  of  estramustine  and  predni- 
mustine in  advanced  prostatic  cancer  patients. 

Puretz,  D.  H.:  Mammography;  history,  current  events, 
and  recommendations,  New  York  State  J.  Med.  76: 1985 
(Nov.)  1976. 

The  value  of  screening  at-risk  groups  for  early  breast 
cancer  by  a combination  of  mammography  with  self-ex- 
amination and  physician  palpation  has  been  identified  in 
the  literature,  especially  over  the  last  decade.  This  pro- 
cedure appears  to  offer  substantial  value  in  the  reduction 
of  breast  cancer  mortality;  with  the  recent  availability  of 
low-exposure  techniques,  contraindicative  side-effects  have 
been  minimized. 

Skucas,  J.,  Logan,  W.  W.,  Gorski,  J.,  and  Cullinan,  A.: 

Improved  mammography  system,  New  York  State  J. 
Med.  76:  1992  (Nov.)  1976. 

A new  rare-earth  screen-film  combination  recently  made 
available  by  Kodak  for  mammography  has  been  evaluated 
clinically  and  compared  to  an  existing  system.  It  was 
found  that  the  new  system,  called  Min-R,  is  approximately 
two  to  three  times  faster  than  the  DuPont  Lo-dose  system. 
Film  contrast  of  the  Min-R  system  was  also  greater. 
Overall,  the  new  system  decreases  patient  radiation  dose 
and  allows  shorter  exposure  times  with  no  degradation  in 
image  quality. 
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consider  the  effect  on 
coexisting  glaucoma  when 
you  prescribe  a vasodilator 


a vasodilator  that  has  not  been 
reported  to  raise  intraocular  pressure 

VASODILAN 

(ISOXSIJFRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadjEUTTBsm  ^bor^o^s 

© 1976  MEAD  JOHNSON  & COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54118 


'Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indication"  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger’s  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 

Composition:  Vasodilan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommended  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg.-bottles  of  100, 1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500,  1000,  5000  and  Unit  Dose. 
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continued  from  page  2028 

Hygiene  announces  the  forty-fourth  series  of  Thomas 
William  Salmon  Lectures  including  Lecture  I,  “The  Ordeal 
of  Autobiography.”  by  Loren  Eiseley,  Ph.D.;  lecture  II — 
“The  Unfulfilled  Promise — Psychiatry  and  Crime,”  by 
Nicholas  N.  Kittrie,  S.J.D.;  and  lecture  III — “Requiem  or 
Reveille:  Psychiatry’s  Choice,”  by  John  Romano,  M.D., 
on  Thursday,  December  2, 1976,  afternoon  and  evening  at 
The  New  York  Academy  of  Medicine,  2 East  103rd  Street, 
New  York,  N.Y.  10029 

Postgraduate  seminar 

“A  Postgraduate  Seminar  in  Diagnostic  Ultrasound  will 
be  presented  on  May  14th  and  15th,  1977,  at  the  Barbizon 
Plaza  Hotel  in  New  York  City.  The  program  will  deal  with 
the  state  of  the  art  in  diagnostic  ultrasound  with  an  em- 
phasis on  obstetrics  and  gynecology  and  the  abdomen. 
Lectures  will  also  be  given  on  ultrasound  and  its  applica- 
tion to  the  thyroid,  cardiology,  ophthalmology,  and  CAT 
scanning.  The  material  should  be  of  value  to  both  physi- 
cians and  practicing  ultrasonographers.  Category  I credit 
is  available. 

For  further  information,  contact  the  Department  of 
Radiology,  State  University  of  New  York,  Downstate 
Medical  Center,  450  Clarkson  Avenue,  Brooklyn,  New 
York  11203.” 


Course  announcement 

The  Seventh  Annual  Conference  on  the  Immuno- 
pathology  of  the  Skin  organized  by  Dr.  Ernst  H.  Beutner 
and  his  associates  at  the  State  University  of  New  York  at 
Buffalo,  by  Stefania  Jablonska  M.D.,  and  Tadeusz  P. 
Chorzelski,  M.D.,  of  Warsaw,  Poland,  and  by  Beno  Michel, 
M.D.,  Case  Western  Reserve  University,  Cleveland,  will 
be  given  on  May  26  to  28,  1977,  by  the  Departments  of 
Microbiology  and  Dermatology  through  Continuing 
Medical  Education  of  SUNY/B  at  the  Sheraton  East  in 
Buffalo,  New  York,  immediately  following  the  Second 
Annual  Westwood  Conference  organized  by  Richard  L. 
Dobson,  M.D.,  and  his  associates. 

The  first  part  of  this  conference  on  May  26th  and  27th 
on  “Immunopathology  of  the  Skin  for  Practicing  Clini- 
cians,” is  designed  primarily  to  afford  practitioners  a basic 
understanding  of  recent  advances  in  the  field  and  to  enable 
them  to  utilize  present  knowledge  of  this  subject  in  their 
practice.  For  further  information  write  to  Mrs.  Gloria 
Griffin,  219  Sherman  Hall,  SUNY/B,  Buffalo,  New  York 
14214. 

The  second  part  of  this  conference,  scheduled  for  May 
28,  1977,  will  be  a workshop  for  laboratory  workers  inter- 
ested in  presenting  their  own  findings  on  immunopathol- 
ogy of  the  skin  and  related  problems.  Titles  for  this 
workshop  should  be  submitted  before  January  31, 1977,  to 
Dr.  Ernst  H.  Beutner  at  the  Department  of  Microbiology, 
Sherman  Hall,  SUNY/B,  Buffalo,  New  York  14214. 


Abstracts  in  Interlingua 


Wapnick,  S.,  LeVeen,E.,Grosberg,S.,eLeVeen,H.H.: 

Le  levarterenol  in  le  hemorrhagia  gastro-intestinal  e in- 
traoperative, New  York  State  J.  Med.  76: 1963  (Novem- 
bre)  1976. 

Le  administration  de  norepinephrina  per  via  intragastric 
e/o  intraperitoneal  arrestava,  successossemente,  le 
hemorrhagia  in  28  de  29  patientes  con  intense  hemorrhagia 
del  parte  superior  del  apparato  gastro-intestinal.  Le 
methodo  de  administration  es  describite  e le  commoditate 
e facilitate  del  administration  es  emphatisate.  Un  50  pro 
cento  del  patientes  studiate  non  habeva  plus  hemorrhagia 
e,  consequentemente,  le  chirurgia  esseva  evitate.  Pro 
prolongar  le  control  initial  del  hemorrhagia  con  le  norepi- 
nephrina, altere  agente  sympathomimetic  de  longe  dura- 
tion esseva  additionate  al  norepinephrina  administrate  per 
via  intragastric.  Le  norepinephrina  intraperitoneal  es  utile 
pro  reducer  le  severitate  del  hemorrhagia  al  tempore  del 
laparotomia. 


Rifkind,  K.  M.,  Lawrence,  L.  R.,  e Ranson,  J.  H.  C.: 

Pancreatitis  acute;  signos  roentgenographic  initial,  New 
York  State  J.  Med.  76: 1968  (Novembre)  1976. 

Le  simple  radiographias  thoracic  e abdominal  al  tempore 
del  hospitalisation  de  73  patientes  con  pancreatitis  acute 
esseva  examinate,  e le  frequentia  del  signos  suggerente  de 
pancreatitis  acute  esseva  revistite.  Iste  signos  de  pan- 
creatitis acute  esseva  observate  in  79  pro  cento  de  omne 
casos  e in  89  pro  cento  de  illos  gravemente  malate.  Dila- 
tation colonic,  margines  oscure  del  psoas,  augmento  del 
densitate  del  texito  blande  epigastric,  ileus  bilateral  o si- 
nestre  del  intestine  tenue,  augmento  del  separation  gas- 
tro-colic  o ileus  duodenal  occurreva  inter  11  e 22  pro  cento 
del  casos.  Effusion  pleural  esseva  observate  in  4 pro  cento, 
e calcificationes  pancreatic  in  3 pro  cento  del  patientes.  Le 
ileus  duodenal  e le  calcificationes  indicava  pancreatitis  plus 
specificmente.  In  le  appreciation  clinic  complete,  altere 
signos  pote  proportionar  information  diagnostic  de  valor. 
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Le  familiaritate  con  iste  signos,  plus  le  examination  clinic 
per  trovar  tal  signos  pro  evalutar  le  patientes  con  symp- 
tomas  abdominal  acute,  pote  meliorar  le  diagnose  e le 
tractamento  del  pancreatitis  acute. 

Shim,  C.  S.,  Scher,  S.  M.,  e William,  M.  H.:  Effecto  del 
agentes  bronchodilatatori  supra  le  arrhythmia,  New  York 
State  J.  Med.  76:  1973  (Novembre)  1976. 

Le  patientes  con  morbo  pulmonari  chronic  obstructive 
(“MPCO”)  frequentemente  ha  un  arrhythmia  cardiac.  Le 
therapia  bronchodilatatori  in  iste  patientes,  ben  con  aerosol 
de  isoproterenol  o con  compostos  de  theophyllina,  pote 
esser  considerabile  pericolose.  Vinti-un  (21)  patientes  con 
MPCO  e arrhythmia  esseva  tractate  con  2 inhalationes  del 
aerosol  de  isoproterenol  infra  un  monitor  cardiac.  Nulle 
patiente  impejorava  su  rhythmo  cardiac.  Dece-sex  (16) 
patientes  con  MPCO  e arrhythmia  esseva  tractate  con  250 
mg  de  aminophyllina  intravenose  o con  240  mg  de  alco- 
hol-theophyllina  per  via  oral.  Electrocardiogrammas  es- 
seva obtenite  ante  e depost  le  tractamento.  Quatro  (4) 
patientes  impejorava  con  contractiones  supraventricular 
premature;  altere  patiente  esseva  impejorate  per  fibril- 
lation atrial.  Dece-un  (11)  patientes  con  rhvthmo  sinusal 
normal  e MPCO  esseva  tractate  similarmente  con  theo- 
phyllina. Nulle  disveloppate  arrhythmia.  Esseva  trovate 
que  le  aerosol  de  isoproterenol  esseva  un  bronchodilatator 
secur  e effective  in  patientes  con  MPCO  e arrhythmia.  In 
altere  modo,  le  compostos  de  theophyllina  frequentemente 
produceva  un  effecto  adverse  in  arrhythmias,  benque  es- 
seva un  bronchodilatator  effective  in  iste  patientes.  Le 
theophyllina  non  produceva  arrhythmia  in  patientes  con 
rhythmo  sinusal  normal. 

Catane,  R.,  Mittleman,  A.,  Kaufman,  J.,  e Murphy,  G. 

P.:  Phosphato  de  estramustina  (“Estracyt”)  per  via  oral; 
tractamento  prolongate  del  cancer  avantiate  del  prostata, 
New  York  State  J.  Med.  76:  1978  (Novembre)  1976. 

Cinquanta  (50)  patientes  con  carcinoma  prostatic  (47 
in  stato  D,  e 3 in  stato  C)  esseva  tractate  continuemente  con 
phosphato  de  estramustina  (“Estracyt”)  per  via  oral  al  dose 
de  15  mg/kg/die.  Omne  patientes  esseva  aggravate 
nonobstante  le  tractamento  previe.  Le  responsas  favo- 
rabile  objective  e subjective  esseva  de  19  e 36  pro  cento, 
respectivemente.  Sex  (6)  del  50  patientes  es  totavia  in 
tractamento  durante  1 a 3 annos.  Altere  patiente  addi- 
tional ha  essite  tractate  con  le  composto  durante  un  anno; 
le  responsa  esseva  complete,  includente  la  disapparentia 


del  metastases  obsteoblastic.  Iste  patiente  totavia  con- 
tinua  in  remission  nonobstante  que  le  tractamento  con  le 
estramustina  esseva  interrumpite  a causa  de  toxicitate 
gastro  intestinal.  Omne  patientes  es  in  un  bon  condition 
general,  sin  effectos  secondari  serie  relationate  con  le  a- 
gente  therapeutic.  Due  patientes  recadite  e ambe  es  altere 
vice  controllate  con  le  addition  del  steroide  alkylante, 
prednimustina  (Leo  1031),  al  tractamento  con  le  es- 
tramustina. Iste  agente  (phosphato  de  estramustina)  pote 
esser  administrate  sin  pericolo  durante  periodos  longe,  e 
ha  su  sito  in  le  tractamento  del  carcinoma  prostatic  avan- 
tiate e refractori  al  therapia  hormonal.  Le  capacitate  de 
controlar  le  stato  avantiate  de  iste  carcinoma  pote  ben  in- 
dicar le  efficatia  therapeutic  e que  non  es  un  simple  pal- 
liation. Nos  ha  studiate  actualmente  le  efficatia  de  un 
combination  de  estramustina  con  le  prednimustina  in  pa- 
tientes con  carcinoma  prostatic  avantiate. 

Puretz,  D.  H.:  Mammographia;  historia,  eventos  currente 
e recommendationes,  New  York  State  J.  Med.  76:  1985 
(Novembre)  1976. 

Le  valor,  in  gruppos  de  patientes  in  risco,  del  examina- 
tion selective  per  le  diagnose  temprane  del  carcinoma 
mammari  mediante  le  combination  del  mammographia  e 
le  auto-examination  e le  palpation  facite  per  le  medico  ha 
essite  identificate  in  le  litteratura,  specialmente  durante 
le  ultime  decada.  Iste  procedimento  pare  esser  de  valor 
substantial  in  le  reduction  del  mortalitate  per  carcinoma 
mammari;  le  recente  disponibilitate  del  technicas  con  ex- 
position basse,  ha  reducite  le  effectos  collateral  contrain- 
dicante  del  mammographia. 

Skucas,  J.,  Logan,  W.  W.,  Gorski,  J.,  e Cullinan,  A:  Un 
systema  mammographic  meliorate.  New  York  State  J. 
Med.  76:  1992  (Novembre)  1976. 

Un  nove  combination  de  film  e cribra  (“screen”)  facite 
de  terra  rar  recentemente  disveloppate  per  Kodak  pro  facer 
mammographias  ha  essite  evalutate  clinicmente,  e com- 
parate  con  un  systema  existente.  Esseva  trovate  que  le 
nove  systema  appellate  “Min-R”  es  circa  de  2 a 3 vices  plus 
rapide  que  le  systema  DuPont  Lo-dose.  Le  contraste  fil- 
mic del  systema  Min-R  etiam  esseva  plus  grande.  In 
general,  le  systema  nove  reduce  le  dose  de  radiation  al  pa- 
tiente e permite,  etiam,  reducer  le  tempore  de  exposition, 
sin  degradar  le  qualitate  del  imagine. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


November  1 976/New  York  State  Journal  of  Medicine 


2087 


Medical  News 


New  counseling  service 

Helping  patients  to  help  themselves  is  the  aim  of  a new 
counseling  service  announced  by  the  American  Cancer 
Society’s  New  York  City  Division. 

Beginning  Wednesday,  October  13, 4 to  6 p.m.  (and  every 
Wednesday  following)  the  Division  began  providing  in- 
formation and  counseling  to  people  who  have  had  an  ost- 
omy operation  to  treat  colon  cancer  which  is  highly  curable 
when  detected  early.  The  program  is  being  conducted  at 
division  headquarters,  19  W.  56th  St.,  Manhattan. 

“Our  aim  is  to  bridge  the  gap  between  hospital  and  home 
by  offering  information  on  equipment  and  care  after  sur- 
gery,” said  Isadore  Rossman,  M.D.,  chairman  of  the  Divi- 
sion’s Patient  Service  and  Rehabilitation  Committee. 

“Sometimes  patients  don’t  ask  for  all  the  information 
they  need  to  know  to  care  for  themselves,”  he  explained. 

Services  provided  will  include  information,  literature, 
product  information,  and  referral  to  ostomy  associa- 
tions. 

The  counseling  is  by  an  enterostomal  therapist,  a reg- 
istered nurse,  and  a Society  volunteer  who  has  had  an  os- 
tomy operation. 

Part  of  the  Society’s  programs  of  patient  service  and 
rehabilitation,  the  counseling  is  made  possible  by  contri- 
butions from  the  public. 

For  further  information,  contact  the  American  Cancer 
Society,  New  York  City  Division,  19  West  56th  St.,  New 
York,  N.Y.  10019.  Telephone  JUdson  6-8700,  ext.  202. 

Drugs  containing  female  hormones 
known  as  estrogens 

The  Food  and  Drug  Administration  (FDA)  on  Septem- 
ber 2 announced  two  actions  to  better  inform  physicians 
and  the  public  about  the  risks  and  benefits  of  using  pre- 
scription drugs  containing  female  hormones  known  as  es- 
trogens. 

In  the  first  action,  FDA  ordered  revisions  of  estrogen 
labeling  for  physician  use.  FDA  ordered  estrogen  manu- 
facturers to  print  and  distribute  revised  physician  labeling 
within  sixty  days. 

In  the  second  action,  FDA  proposed  that  a special  lay- 
language  brochure  on  the  risks  and  benefits  of  estrogens 
be  provided  to  women  at  the  time  they  have  prescriptions 
filled.  The  Agency  is  seeking  public  comment  on  this 
proposed  requirement  as  well  as  on  the  language  of  the 
brochure.  FDA  is  encouraging  manufacturers  to  print  and 
distribute  the  brochure  immediately,  even  while  comment 
is  being  sought. 

Estrogen  drugs  are  used  by  an  estimated  5 million 
women  in  the  U.S.  to  relieve  menopausal  symptoms.  The 
need  for  revised  physician  labeling  and  for  the  patient 
brochure  arose  principally  because  of  scientific  reports 
linking  the  use  of  estrogen-containing  drugs  to  cancer  of 
the  uterus  and  to  birth  defects. 

Material  lor  inclusion  in  the  medical  news  section  must  he  re- 
ceived eight  weeks  prior  to  publication  date. 


The  flying  physicians  association 

Physicians  interested  in  belonging  to  the  “Flying  Phy- 
sicians Association”  should  apply  to  Albert  Carriere, 
Business  Counsel,  Flying  Physicians  Association,  801 
Green  Bay  Road,  Lake  Bluff,  Illinois  60044.  This  orga- 
nization was  organized  in  June,  1955,  to  meet  the  greatly 
increased  interest  in  private  aviation  that  developed  during 
the  early  1950’s.  The  Association  initially  consisted  of  a 
handful  of  pilots  who  concentrated  their  efforts  on  pro- 
moting safe  flying.  Now,  the  Association  has  expanded 
its  program  to  promote  education  and  research  related  to 
medicine  and  aviation. 

New  pamphlet  on  cancer 

Cancer  is  one  of  the  most  curable  of  the  major  diseases 
in  this  country. 

According  to  the  American  Cancer  Society,  that  state- 
ment shocks  many  people  who  know  firsthand  the  havoc 
cancer  can  cause  in  a family  or  among  friends  and  neigh- 
bors. 

But  the  fact  is  that  1,500,00  Americans  are  alive  and  well 
today  who  have  had  cancer — and  defeated  it. 

That’s  the  hopeful  side  of  cancer,  and  it’s  the  subject  of 
a new  pamphlet  the  Society  has  prepared  to  give  the 
facts. 

“There  are  many  reasons  why  more  people  are  being 
cured,”  said  Hugh  R.  K.  Barber,  M.D.,  president  of  the 
Society’s  New  York  City  Division,  “and  one  is  that  cancers 
are  being  found  earlier,  when  they  are  most  curable.” 

“Annual  checkups  and  an  awareness  of  cancer’s  warning 
signals  and  safeguards  have  also  been  important  in  helping 
save  lives,”  Dr.  Barber  said. 

Available  from  the  Division,  “The  Hopeful  Side  of 
Cancer”  lists  new  treatments,  rehabilitation  techniques 
and  advances  in  research  and  immunology  to  let  people 
know  that  today  life  wins  over  cancer  more  than  ever  be- 
fore. 

For  information,  or  a free  copy  of  the  pamphlet,  contact 
the  American  Cancer  Society,  New  York  City  Division, 
Inc.,  19  W.  56th  St.,  New  York,  N.Y.  10019.  Telephone 
JUdson  6-8700. 

Recruitment 

The  Joint  Commission  on  Accreditation  of  Hospitals  is 
presently  recruiting  full-  and  part-time  physician  surveyors 
for  its  hospital  accreditation  program,  according  to  John 
D.  Porterfield,  M.D.,  JCAH  director.  According  to  Dr. 
Porterfield,  a career  as  a JCAH  surveyor  offers  the  op- 
portunity to  directly  participate  in  a continuous  effort  to 
upgrade  the  quality  of  hospital  care  throughout  the  United 
States. 

Potential  surveyors  must  be  currently  licensed  physi- 
cians, have  a broad-based  clinical  background  and  must 
have  performed  top-level  hospital  and  staff  functions. 
Consultative,  communicative,  and  data  collection  skills  are 
also  essential. 

Physician  surveyors  are  responsible  for  on-site  exami- 
nation and  evaluation  of  medical  staff  functions,  depart- 
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Letters  to  the  Editor 


A note  from  Physicians’  Home 

To  the  Editor:  Early  in  August  of  this  year  Physicians’ 
Home  received  a donation  of  approximately  $12,000  from 
the  Medical  Staff  of  the  Swedish  Hospital  in  Brooklyn, 
N.Y.  This  gift  represented  money  remaining  in  the 
Medical  Staff  fund  when  the  hospital  closed  its  doors.  It 
was  transmitted  by  Dr.  Sidney  Kreinin,  long  time  Presi- 
dent and,  more  recently,  both  president  and  treasurer  of 
the  medical  staff.  The  acknowledgment  of  this  generous 
gift  creates  an  occasion  to  record  briefly  the  history  of 
Physicians’  Home  and  to  report  on  its  current  status  and 
activities  to  the  members  of  the  Medical  Society  of  the 
State  of  New  York. 

Physicians’  Home  was  formed  in  1919  for  the  purpose 
of  providing  indigent  physicians  of  New  York  State  and 
their  dependents  with  financial  assistance  or  maintaining 
them  in  an  actual  home.  The  concept  of  the  founders  was 
that  this  was  not  a charity  but  rather  a deserved  reward  for 
devoted  public  service.  Experience  during  the  early  years 
of  the  organization  demonstrated  that  the  “guests”  were 
far  happier  and  survived  longer  in  their  own  familiar  sur- 
roundings than  if  they  were  isolated  and  maintained  in  a 
“home.”  Accordingly,  the  plan  for  a “home”  was  aban- 
doned and  beneficial  aid  was  taken  in  the  form  of  financial 
assistance. 

Throughout  the  years  the  physicians  of  New  York  State 
have  supported  Physicians’  Home  by  either  paying  annual 
voluntary  assessments  through  their  county  medical  so- 
cieties or  by  the  payment  of  direct  annual  membership 
dues.  In  addition,  the  “Home”  has  been  the  recipient  of 
legacies  and  other  contributions  from  individuals  and  or- 
ganizations. This  support  has  barely  managed  to  keep 
pace  with  the  need  so  that  Physicians’  Home,  fortunately, 
has  never  failed  a request  for  assistance  from  an  eligible 
person.  The  monies  required  for  beneficial  aid,  however, 
have  increased  substantially  with  the  passage  of  time.  In 
the  first  year  of  its  existence,  Physicians'  Home  spent 
$7,000  in  aid.  It  now  expends  more  than  twice  that 
amount  each  month.  In  1975,  the  last  full  year  for  which 
figures  are  available,  the  expenditure  in  aid  was  nearly 
$175,000.  In  its  fifty-eight  years  of  existence,  the  “Home” 
has  distributed  a total  of  almost  $3,000,000  in  assistance 
to  its  guests.  Administrative  expenses  have  been  held  to 
a minimum.  There  is  only  one  full-time  salaried  employee 
while  other  essential  services  are  obtained  on  a fee  basis. 
The  officers,  trustees,  and  directors  receive  no  reim- 
bursement. 

Appeals  for  dues  and  voluntary  assessments  are  made 
only  to  the  members  of  the  Medical  Society  of  the  State  of 
New  York.  Their  contributions  have  made  it  possible  for 
their  aged,  indigent  colleagues,  and  their  families  to  live 
with  dignity,  free  of  the  spectre  of  want,  on  the  one  hand, 
and  dependence  on  public  charity  on  the  other. 

ABRAM  J.  ABELOFF,  M.D. 

Treasurer,  Physicians’  Home  ( Incorporated ) 
420  Lexington  Avenue,  Room  2810 
New  York,  N.Y.  10017 


Exploitation  of  the  dehumanizing 
malpractice  situation  by  the  legal 
profession  and  the  need  for  counter  attack 

To  the  Editor:  For  the  first  time  in  the  history  of  Ameri- 
can medicine,  the  physician  faces  a degrading  and  ominous 
problem,  namely,  a “dehumanizing  malpractice  situation,”1 
and  being  “exploited  by  the  legal  profession.”2 

Up  to  now  lawyers  have  been  relatively  free  from  worry 
because  counter-suits  by  physicians  have  been  awarded 
relatively  small  damages  against  the  plaintiff  and  his 
lawyer.  However,  this  seemingly  immune  position  of  at- 
torneys who  file  suit  against  physicians  can  be  altered  if 
physicians  accept  a substantial  increase  in  premiums  suf- 
ficient to  cover  the  expenses  of  full-scale  countersuits  by 
expert  lawyers.  Physicians  should  be  adequately  com- 
pensated for  the  humiliation,  loss  of  time,  worry,  and  in- 
ability to  practice  medicine  suffered  during  the  years  when 
they  have  had  to  prepare  themselves  for  trial. 

The  Illinois  State  Medical  Society  has  encouraged 
countersuits  by  physicians  named  in  malpractice  claims; 
a special  fund  is  to  be  collected  by  assessment  of  $75  from 
each  member  for  legal  counseling.*  In  addition  to  re- 
viewing malpractice  claims  for  frivolous  cases  that  might 
lead  to  successful  countersuits,  the  society  will  also  file 
friend -of-court  briefs  for  countersuits  that  reach  the  State 
Appeals  Court.  The  Illinois  State  Society  plans  to  strive 
to  remove  any  legal  barriers  which  might  prevent  the  filing 
of  countersuits.  Countersuits  may  be  more  productive  if 
and  when  physicians  are  adequately  insured  for  expert 
legal  prosecution  of  plaintiffs  lawyers  who  so  often  include 
libelous  statements  against  the  physician.  These  mani- 
festly false  accusations  at  times  are  included  to  support  the 
claim  of  incompetence  of  the  physician. 

When  the  physician  is  found  innocent  of  malpractice  at 
the  end  of  the  trial  he  has  been  subjected  to,  he  would  be 
encouraged  to  bring  suit  for  damages  against  the  plaintiff 
and  his  attorneys  for  his  suffering,  impaired  prestige, 
substantial  loss  of  income,  and  libelous  statements.  When 
physicians  and  hospitals  are  fully  insured  for  the  expense 
involved  in  countersuits,  patients  and  lawyers  would  think 
twice  before  rigging  up  charges  that  could  not  hold  up  in 
a court  of  law. 

Now  out-of-court  settlements  are  common  in  which  the 
lawyer  gets  his  share  without  actually  going  to  court.  The 
physician  now  can  do  little  to  eliminate  the  derogatory 
remarks  and  accusations  advanced  in  the  plaintiffs  Bill 
of  Particulars. 

The  legal  profession,  with  its  support  of  malpractice  law, 
stands  before  us  facing  the  need  of  a social  audit.  Daniel 
Gray  described  the  importance  of  a social  audit,  comparing 
it  to  the  traditional  audit  of  a company’s  annual  earnings.3 
The  legal  profession  deserves  a special  social  audit  because 
it  has  nurtured  a billion  dollar  industry  dedicated  to  ex- 
tracting huge  sums  of  money  from  physicians  for  what 
frequently  is  not  malpractice,  one  such  would  be  omission, 

continued  on  page  2091 


November  1976/New  York  State  Journal  of  Medicine  2089 


continued  from  page  2088 

merits,  and  services.  This  involves  analyzing  documents, 
interviewing  personnel,  observing  operations,  conducting 
educational  sessions,  and  reporting  evaluation  findings. 

Surveyor  positions  offer  extensive  travel  opportunity, 
a per  diem  allowance,  and  tax  free  benefits,  in  addition  to 
an  attractive  salary.  Survey  team  itineraries  generally 
require  two  to  three  months’  work  in  one  geographic  loca- 
tion. Full-time  surveyors  work  approximately  eleven 
months  per  year;  part-time  surveyors  for  three  months  per 
tour  of  duty,  subject  to  minimum  service  of  six  months  per 
year. 

“The  Joint  Commission  is  seeking  physicians  with  ap- 
propriate credentials  to  perform  the  important  service  of 
surveying.  We  want  competent  physicians  who  are  con- 
sidering a second  career  in  the  medical  field,”  Porterfield 
said. 

The  Joint  Commission  on  Accreditation  of  Hospitals, 
formed  in  1951,  is  a nonprofit,  nongovernmental  organi- 
zation promoting  services  of  quality  in  health  and  related 
fields.  It  is  sponsored  by  four  major  hospital  and  medical 
organizations:  the  American  College  of  Physicians;  the 
American  College  of  Surgeons;  the  American  Hospital 
Association;  and  the  American  Medical  Association. 

Physicians  interested  in  applying  for  the  surveyor  po- 
sition, or  those  seeking  further  information,  should  contact; 
Surveyor  Procurement  Office,  Joint  Commission  on  Ac- 
creditation of  Hospitals,  875  North  Michigan  Avenue, 
Chicago,  Illinois,  60611,  telephone  (312)  642-6061. 

Dental  and  oral 

cancer  program  established 

Two  Houston,  Texas  health  care  institutions  have  joined 
together  to  establish  a dental  and  oral  cancer  program  that 
is  the  first  of  its  kind  in  the  nation. 

The  University  of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  and  the  Dental  Branch  of  UT’s  Health 
Science  Center  at  Houston  formed  a joint  Department  of 
Dental  Oncology  September  1. 

CARE-Medico  needs  volunteers 
for  short-term  duty  overseas 

Medical  specialists  are  urgently  needed  as  volunteers  in 
overseas  programs  conducted  by  MEDICO,  a service  of 
CARE. 

Donating  a month  or  more  of  their  time  and  skills, 
physicians  help  train  young  men  and  women  in  their  par- 
ticular branch  of  medicine  or  surgery. 

Openings  are  available  in  Afghanistan,  Bangladesh, 
Dominican  Republic,  Indonesia,  Jordan  Nicaragua,  and 
Tunisia. 

Volunteers  pay  their  own  costs  of  travel  and  mainte- 
nance which  may  be  tax  deductible. 

For  further  information,  phone  (202)  223-2277  or  write: 
George  B.  Mathues,  Director,  MEDICO  Volunteer  Spe- 
cialists, 2007  Eye  Street,  N.W.,  Washington,  D.C.  20006. 

’’The  Leukemic  Child” 

The  National  Cancer  Institute  has  produced  an  80-page 
booklet,  “The  Leukemic  Child,”  in  an  effort  to  provide 
guidance  and  assistance  to  parents  of  children  with  leu- 
kemia. The  book  was  written  by  Mikie  Sherman,  a jour- 
nalist and  mother  of  a little  girl  who  died  of  leukemia.  A 
companion  book  by  Ms.  Sherman,  “Feeding  the  Sick 


Child,”  will  be  published  later  this  year. 

“The  Leukemic  Child”  explores  both  sensitively  and 
realistically  the  problems  parents  face:  their  own  feelings 
of  guilt  and  frustration,  decisions  on  choice  of  physician 
and  hospital,  the  child’s  fluctuating  behavior  patterns, 
needs  and  reactions  of  other  children  in  the  family,  and 
possibly — death.  Suggestions  are  offered,  options  dis- 
cussed, and  emotions  explored,  all  with  Ms.  Sherman’s 
candid  admission  that  there  is  no  predetermined  “right” 
course  of  action.  Woven  throughout  is  a narrative  of  Ms. 
Sherman’s  experiences  with  her  own  daughter.  Parents 
are  reassured  that  this  is  a difficult  time  which  others  have 
faced  and  that  one  can  only  aim  toward  what  seems  to  be 
the  best  approach  for  each  situation.  While  the  book  is 
personal  and  often  touching,  it  avoids  maudlin  sentimen- 
tality. 

The  National  Cancer  Institute  considers  “The  Leukemic 
Child”  vital  in  providing  both  practical  and  emotional 
guidance  to  parents  of  children  with  cancer.  Requests  for 
copies,  either  singly  or  in  bulk,  should  be  addressed  to: 
National  Cancer  Institute,  Office  of  Cancer  Communica- 
tions, Bethesda,  Maryland  20014. 

Here  and  there 

Appointed:  Dr.  Harry  A.  Sultz,  professor,  Department 
of  Social  and  Preventive  Medicine,  as  acting  chairman  of 
the  Department  at  State  University  of  New  York  at  Buffalo 
. . . Louis  R.  M.  Del  Guercio,  M.D.,  as  chairman  and  pro- 
fessor, Department  of  Surgery  at  New  York  Medical  Col- 
lege and  Westchester  County  Medical  Center,  and  Albert 
B.  Lowenfels,  M.D.,  as  assistant  dean  for  admissions  at 
New  York  Medical  College,  Valhalla ...  at  State  University 
at  Buffalo,  Edward  Cotlier,  M.D.,  as  chairman,  Depart- 
ment of  Ophthalmology. 

Awarded:  The  Jellinek  Award  to  Charles  A.  Lieber,  M.D., 
Section  of  Liver  Disease  and  Nutrition,  Bronx  Veterans 
Administration  Hospital,  New  York  City,  and  professor 
of  medicine,  Mount  Sinai  School  of  Medicine  of  the  City 
University  of  New  York,  during  the  27th  annual  meeting 
of  the  Alcoholism  and  Drug  Programs  of  America,  held  in 
New  Orleans  in  September  . . . the  1975  Distinguished 
Service  Award  of  the  American  Society  of  Anesthesiologists 
to  Albert  M.  Betcher,  M.D.,  of  New  York  City,  at  the  or- 
ganization’s annual  meeting  held  at  San  Francisco,  Cali- 
fornia. 

Elected:  Phyllis  Harrison-Ross,  M.D.,  professor  of  clinical 
psychiatry,  New  York  Medical  College,  and  director, 
Community  Mental  Health  Center,  Metropolitan  Hospital 
Center,  president  of  the  Black  Psychiatrists  of  Ameri- 
ca. 

Grant:  From  the  U.S.  Public  Health  Service,  $160,000  to 
fund  programs  designed  to  improve  recruitment,  retention, 
and  performance  of  medical  students  with  educationally 
disadvantaged  backgrounds,  to  the  State  University  at 
Buffalo’s  School  of  Medicine  for  three  years. 

Installed:  Richard  Ament,  M.D.,  of  Buffalo,  as  president, 
the  American  Society  of  Anesthesiologists  on  October  13 
at  the  annual  meeting  at  San  Francisco  . . . Herbert  Rad- 
ack,  M.D.,  for  a two-year  term  as  president,  medical  staff, 
the  Medical  Board  of  South  Nassau  Communities  Hospi- 
tal, Oceanside;  and  Robert  W.  Bertcher,  M.D.,  vice  presi- 
dent, E.  Stanford  Pincus,  M.D.,  secretary,  Stephen  D. 
Burstein,  M.D.,  treasurer,  and  Perry  Tirschwell,  M.D., 
member-at-large. 
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such  as  not  taking  routine  tests  that  are  not  always  indi- 
cated by  principles  of  good  medical  practice. 

“If  war  is  too  important  to  be  left  to  the  generals,  justice 
is  too  important  to  be  left  to  the  lawyers,”  said  Robert  B. 
McKay.4  former  dean  of  New  York  University’s  Law 
School,  speaking  of  the  need  for  equal  justice  for  the  poor 
in  civil  and  criminal  cases.  This  slogan  was  intended  to 
arouse  both  the  legal  profession  and  the  community. 

Recognizing  that  many  individuals  can  no  longer  afford 
legal  services,  Chief  Justice  Warren  E.  Burger  has  recently 
advocated  that  the  traditional  insurance  policy  approach 
be  applied  to  groups  of  people.  Thus,  a physician  as  a 
member  of  a medical  society  could  be  insured  for  legal  fees 
which  might  be  incurred  in  the  practice  of  his  own  profes- 
sion. Chief  Justice  Burger  declared  “it  is  no  disparage- 
ment of  the  practice  of  law  as  a profession  to  acknowledge 
that  it  has  this  (commerce)  business  aspect.”5 

W’e  must  strive  as  physicians  to  have  once  more  a sense 
of  freedom,  even  as  Jefferson  led  the  Congress  in  1776  to 
their  noble  pledge:  “Our  lives,  our  fortunes,  and  our  sacred 
honor.”  In  this  bicentennial  year  we  have  the  opportunity 
to  fight  for  our  former  freedom,  honor,  and  fortune. 

ALVAN  L.  BARACH,  M.D. 

72  East  91st  Street 
New  York,  N.Y.  10029 
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Editor’s  note:  It  should  be  noted  that  the  Council  of 
MSSNY  has  taken  action  on  this  subject  and  that  a sub- 
committee has  been  appointed  to  study  the  feasibility  of 
countersuits  and  the  appropriate  procedures. 

Hospital  closures 

To  the  Editor:  The  News  of  New  York,  July  1,  1976,  re- 
ported that  the  Council  of  the  Medical  Society  of  the  State 
of  New  York  was  critical  of  the  recommendation  by  the 
New  York  City  Health  Systems  Agency  (HSA)  that  31 
voluntary  and  proprietary  hospitals  close  down,  prior  to 
proper  hearings.  The  AMA  News,  p.  8,  June  7, 1976,  has 
an  item  “HSA  Chief  Promises  Crackdowns.” 

The  latter  article  reports  that  there  are  35,054  hospital 
beds  in  New  York  City.  In  the  31  proprietary  and  volun- 
tary hospitals  at  risk,  5,000  beds  were  said  to  be  “vacant  or 
underutilized”  without  indication  as  to  the  length  of  va- 
cancy or  underutilization.  No  indication  is  given  con- 
cerning the  situation  when  seriously  sick  patients  cannot 
gain  admission  to  a hospital  placed  on  a “treat  and  release” 
basis,  because  of  lack  of  beds. 


A total  of  30,000  beds  are  not  classified  as  vacant  or  un- 
derutilized, meaning  an  occupancy  rate  of  86  per  cent. 
There  also  must  be  a contingency  factor  to  permit  avail- 
ability of  hospital  beds  in  the  event  of  the  natural  or 
man-made  disasters.  Some  hospitals  run  at  100  per  cent 
of  capacity. 

W as  it  the  purpose  of  the  HSA  legislation  to  close  needed 
hospitals?  Did  the  Congress  intend  that  hospital  beds 
would  be  foreclosed  to  save  tax  dollars?  Is  it  not  well  un- 
derstood that  hospitals,  personnel,  and  equipment  do  not, 
like  Pegasus,  arise  full-blown  when  needed  in  epidemics, 
disasters,  and  so  forth? 

I.  G.  FROHMAN,  M.D.,  F.A.C.C. 

91-01  Boulevard 
132-05  Boulevard 
Rockaway  Beach,  N.  Y.  11694 

Hypertension  in  Black  people 

To  the  Editor:  In  recent  years  there  appeared  in  the  lit- 
erature a number  of  articles  dealing  with  hypertension  in 
Black  people.  On  one  or  more  occasions  physicians  ap- 
peared on  television  programs  claiming  to  have  discovered 
the  fact  that  hypertension  is  more  prevalent  among  the 
Black  people  in  the  United  States. 

During  World  W’ar  II  many  millions  of  Americans  were 
examined  during  their  preinduction  physical  and  mental 
screenings.  In  some  parts  of  the  country  white  men  were 
separated  from  the  Black  people  for  these  examinations. 
We  had  the  opportunity,  as  the  psychiatric  member  of  an 
induction  team,  to  observe  several  thousand  of  our  young 
Americans  during  that  time.  Since  the  psychiatrist  in  our 
particular  set  up  was  the  last  physician  to  see  the  exam- 
inees, he  had  available  to  him  all  the  recorded  findings  of 
his  medical  teammates.  After  several  days  of  observation 
we  were  struck  by  the  finding  that  a much  larger  number 
of  the  young  Black  men  were  being  rejected  for  hyperten- 
sion than  was  found  to  be  the  case  among  the  white  ex- 
aminees. We  checked  the  literature,  wrote  to  several  au- 
thorities of  that  day,  and  discovered  that  no  information 
on  this  subject  was  available. 

Permission  was  obtained  from  the  Office  of  the  Surgeon 
General,  U.S.  Army,  to  make  a clinical  study.  Standard 
procedures  were  used  to  examine  consecutively  3,000  white 
and  then  3,000  Black  examinees  from  three  southern  states. 
W’e  found  that  among  the  white  candidates  the  rate  of  re- 
jection for  hypertension  was  less  than  2 per  cent  while  for 
the  Black  population  we  examined  was  5.8  per  cent.  We 
also  requested  the  statistics  of  the  Headquarters  of  the 
Fourth  Service  Command,  which  covered  the  southeastern 
quarter  of  the  U.S.,  and  were  informed  that  their  rejections 
for  hypertension  were  3.97  per  cent  for  Blacks  and  1.04  per 
cent  for  whites. 

W’e  considered  these  findings  of  some  importance,  and 
reported  them  in  a paper  published  in  “W’ar  Medi- 
cine.”* 

LEO  L.  ORENSTEIN,  M.D. 

17  East  95th  Street 
New  York,  New  York  10028 

* Orenstein,  L.  L.:  Hypertension  in  young  Negroes,  War  Med., 
vol.  4:  (1943). 
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Month  in  Washington 


After  three  long  years  of  sometimes  bitter  infighting, 
the  Congress  has  passed  legislation  to  provide  more  than 
$2  billion  over  a three-year  period  for  medical  education 
assistance. 

The  long  squabble  on  how  many  Federal  strings  should 
be  attached  and  in  large  part  due  to  the  activity  of  the 
American  Medical  Association  and  other  groups  those 
strings  have  been  kept  to  a minimum. 

Commenting  on  the  final  provisions  of  the  conference 
committee  action,  James  H.  Sammons,  M.D.,  AMA’s  Ex- 
ecutive Vice  President  said,  “Many  features  which  we  felt 
were  not  in  the  best  interests  of  medical  education  were 
dropped — and  for  this  we  are  very  pleased.” 

Dr.  Sammons  pointed  out  that  the  bill  still  contains 
language  that  will  be  troublesome,  but  emphasized  that, 
“The  end  results  of  years  of  work  will  be  a bill  that  will, 
overall,  help  us  increase  the  supply  of  physicians  and  the 
number  of  physicians  in  primary  care  as  well  as  continued 
support  of  the  National  Health  Service  Corps.” 

The  major  battle  fought  by  the  AMA,  the  Administra- 
tion, and  others  defeated  the  prolonged  efforts  of  some  to 
use  the  so-called  Health  Manpower  bill  as  a vehicle  for 
Federal  dictation  of  curriculum,  regional  allocations, 
Federal  service,  and  licensure  of  physicians. 

As  a result  of  the  legislation’s  passage,  medical  schools 
are  assured  of  a continuation  of  capitation  and  construction 
funds;  medical  students  will  have  increased  opportunities 
for  Federal  scholarships  and  loan  assistance;  and  the  gov- 
ernment’s National  Health  Service  Corps  stands  firmly 
entrenched  as  an  expanding  program  to  channel  physicians 
into  shortage  areas.  In  addition,  medical  schools  will  be 
required  to  produce  more  “primary  care”  physicians. 

The  most  controversial  feature  in  the  separate  bills  that 
had  been  approved  earlier  in  the  House  and  Senate  had 
been  a House  provision  compelling  medical  graduates  to 
pay  back  in  money  or  in  shortage  area  service  for  the  cap- 
itation aid  their  medical  schools  had  received  (rather  than 
individual  scholarships  or  loans  the  students  might  have 
taken).  This  was  not  contained  in  the  Senate  bill  nor  in 
the  final  compromise  measure  worked  out  by  the  House 
and  Senate  conferees. 

Only  one  burdensome  requirement  of  importance  re- 
mained in  the  bill.  As  a condition  for  capitation  aid, 
medical  schools  must  have  in  1978  at  least  35  per  cent  of 
their  filled  first-year  positions  in  direct  or  affiliated  resi- 
dency training  programs  in  primary  care,  defined  as  Family 
Medicine,  General  Internal  Medicine,  and  General  Pedi- 
atrics. This  percentage  rises  to  50  per  cent  by  1980. 

Rather  than  requiring  certain  percentages  of  medical 
school  graduates  to  enter  shortage  area  service  or  join  the 
National  Health  Service  Corps  (NHSC),  the  new  medical 
education  bill  simply  puts  up  enough  PHSC  scholarship 
funds  to  assure  sufficient  numbers  of  young  physicians 
entering  the  program.  Authorized  for  such  scholarships 
are  $75  million  for  the  fiscal  year  which  started  in  October; 
$140  million  next  fiscal  year;  and  $200  million  for  fiscal 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


1980.  Also  $51  million  over  three  years  was  authorized  for 
special  scholarships  for  “students  who  are  of  exceptional 
financial  need.” 

The  NHSC  also  was  authorized  $174  million  for  three 
years  for  its  operations. 

For  construction  of  ambulatory,  primary  care  teaching 
facilities  for  physicians  and  dentists,  the  legislation  au- 
thorized $120  million  for  three  years. 

The  capitation  grant  levels  were  set  at  $2,000  per  student 
for  the  coming  fiscal  year,  $2,050  for  fiscal  1979,  and  $2,100 
the  next  year. 

New  restrictions  were  imposed  on  alien  foreign  medical 
graduates  including  a requirement  that  they  return  to  their 
country  of  origin  after  training.  U.S.  citizen  graduates  of 
foreign  medical  schools  would  be  given  special  consider- 
ation for  acceptance  by  American  medical  schools. 
Medical  board  and  English  proficiency  tests  are  specified 
for  immigrating  health  professionals. 

The  Health,  Education,  and  Welfare  Department  under 
the  bill  will  prepare  sweeping  data  on  health  professionals’ 
location,  training,  and  so  forth,  “for  the  purpose  of  es- 
tablishing a uniform  health  professions  data  reporting 
system.” 

The  measure  provides  that  new  “unaffiliated”  residency 
programs  will  not  be  eligible  for  Federal  grants  and  loans, 
but  existing  programs  are  given  a “grandfather  clause” 
exemption. 

There  is  no  language  pertaining  to  Federal  relicensure 
for  physicians. 

* * * 

Dr.  Holden  said  the  reported  abuses  of  “Medicaid  mills” 
are  “offensive  to  any  person,  but  especially  to  the  medical 
profession  which  zealously  guards  the  public  trust  reposed 
in  it.  Whenever  offensive  activities  occur  the  medical 
profession  will  be  among  the  first  to  urge  that  proper 
methods  be  taken  to  control  the  offenders.” 

He  added:  “It  should  be  emphasized  also  that  much  of 
the  recent  disclosures  involves  professions  other  than 
medicine.” 

Passed  by  both  Chambers  and  quickly  submitted  to 
conference,  the  question  remained  (this  was  written  on 
September  30)  whether  the  technical  differences  in  the  two 
bills  could  be  worked  out  before  adjournment  of  the  94th 
Congress. 

* * * 

Congress  has  sent  to  the  White  House  legislation  to  ex- 
pand medical  aid  for  Indians. 

The  measure,  backed  by  the  AMA  authorizes  a three- 
year  program  for  health  professions  recruitment  and  pre- 
paratory scholarships  for  Indians,  and  for  scholarship  and 
extern  programs  to  provide  physicians,  dentists,  and  other 
health  professionals  who  would  provide  health  services  to 
Indians. 

The  hill  authorizes  construction  and  renovation  of  In- 
dian Health  Service  hospitals,  health  centers,  health  sta- 
tions, and  other  facilities.  It  eases  medical  standards  for 
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Indian  Health  Service  facilities  and  makes  the  facilities 
eligible  for  Medicare  and  Medicaid  reimbursements. 

For  the  first  time  health  service  activities  for  Indians  in 
urban  areas  would  be  furnished,  including  outreach  pro- 
grams, identification  of  Indians  and  their  health  needs, 
assisting  Indians  to  use  community  health  facilities,  and 
the  direct  delivery  of  services. 

* * * 

Hospital-based  blood  banks  have  charged  that  the 
American  National  Red  Cross  is  threatening  “a  crisis  in 
blood  supply  which  will  have  an  impact  on  health  care 
delivery.” 

At  issue  is  the  Red  Cross  decision  after  sixteen  years  to 
cancel  its  agreement  with  the  American  Association  of 
Blood  Banks  to  exchange  blood  through  the  AABB’s 
clearinghouse  program. 

The  AABB,  which  represents  most  major  hospital  banks 
in  the  country,  termed  the  Red  Cross  decision — to  become 
effective  October  19 — a “drastic  step”  that  “will  have  an 
adverse  effect  on  the  nation's  blood  supply  and  will  serve 
to  fragment  the  blood  banking  system  in  this  country.” 

Bernice  Hemphill,  AABB  President,  told  a Washington, 
D.C.  news  conference  that  if  the  Red  Cross  carries  out  its 
threat,  “competition  for  blood  donors  between  AABB 
banks  and  Red  Cross  centers  will  increase,  and  the  blood 
programs  of  both  organizations  will  be  affected  by  the 
public  confusion  that  will  follow.” 

The  blow-up  pits  the  completely  voluntary,  no-credit 
approach  to  blood  collection  as  embodied  by  the  Red  Cross 
against  the  individual  responsibility  of  advance  credit  for 
giving  philosophy  of  the  hospital  banks.  And  the  wrangle 
threatens  to  jeopardize  the  careful  and  deliberate  efforts 
being  made  by  the  parent  American  Blood  Commission  to 
bring  the  competing  elements  in  blood  banking  together 
in  a voluntary  cooperative  program  before  the  Federal 
government  steps  in. 

The  Red  Cross  was  urged  by  the  AABB  to  reconsider  its 
decision  or  to  agree  to  national  mediation  on  the  issue. 

The  AABB  said  it  went  public  with  its  appeal  and  pro- 
test “not  without  a great  deal  of  anguish  . . . but  we  no 
longer  have  a choice.” 

♦ * * 

The  AMA  has  asked  Congress  to  drop  a proposed  tax 
provision  that  would  authorize  state  and  local  governments 
to  require  Social  Security  numbers  to  be  submitted  in  ad- 
ministration of  any  “general  public  assistance  program.” 

“We  are  concerned  that  the  term  ‘general  public  assis- 
tance program'  could  be  defined  to  include  such  health 
programs  as  local  neighborhood  health  clinics,  drug,  alco- 
hol, or  venereal  disease  programs,  as  well  as  the  Medicaid 
program,”  said  James  Sammons,  M.D.,  AMA  Executive 
Vice  President. 

In  a letter  to  Congress,  Dr.  Sammons  said: 

“It  is  generally  recognized  that  any  required  submission 
of  Social  Security  numbers  as  a condition  for  participation 
in  the  above  or  other  health  programs  could  inhibit  public 
assistance  recipients  from  seeking  necessary  medical  care 
and  also  inhibit  medical  personnel  from  participating  in 
such  programs.  Effective  delivery  of  health  care  to  the 
poor  could  thus  be  jeopardized.” 


He  continued:  “A  confidential  relationship  between  a 
physician  and  his  patient  regarding  medical  care  is  neces- 
sary, especially  with  respect  to  such  sensitive  medical 
conditions  as  venereal  disease,  drug  use,  mental  illness,  and 
abortion.  The  individual  citizen  must  be  assured  that  his 
medical  care  will  be  kept  in  strictest  confidence  in  order 
to  assure  that  degree  of  open  and  candid  discussion  which 
is  necessary  for  proper  treatment.  The  current  language 
. . . would  infringe  upon  this  right  of  confidentiality  of 
persons  who  require  public  assistance  in  obtaining  medical 
care.” 

* * * 

The  Director  of  the  National  Cancer  Institute,  Frank  J. 
Rauscher,  Ph.D.,  is  resigning  because  of  low  pay.  Rauscher 
says  he  is  unable  to  support  five  children,  three  of  college 
age,  on  his  present  salary  of  $37,800.  He  is  going  to  the 
American  Cancer  Society  to  become  senior  vice-president 
for  research  at  $75,000. 

Dr.  Rauscher  became  head  of  the  Institute  in  1972  after 
Congress  gave  a major  boost  to  cancer  research  under  the 
National  Cancer  Act. 

The  legislation  which  expanded  NCI,  made  the  director 
a presidential  appointee  and  gave  him  more  immediate 
access  to  the  President  and  the  Congress  through  the 
President’s  Cancer  Panel.  But  the  salary  of  the  NCI  di- 
rector, like  that  of  other  directors  at  the  National  Institutes 
of  Health,  is  frozen  under  civil  service  classification  at 
$37,800. 

An  attempt  this  year  to  increase  directors’  salaries  to 
$52,000  failed  by  one  vote  in  the  House  Commerce  Com- 
mittee. 

During  Dr.  Rauscher’s  tenure,  funding  for  cancer  re- 
search increased  from  $377  million  to  $815  million  this 
year. 

* * * 

Veteran  AMA  representative  on  Capitol  Hill,  James  W. 
Foristel,  retired  after  twenty-five  years  service  with  AMA’s 
Washington  Office.  A familiar  face  to  thousands  of  law- 
makers over  the  years  and  a close  friend  to  many.  Foristel 
plans  to  keep  his  hand  in  with  consultant  work  in  the 
health  field  for  several  organizations  including  the  Amer- 
ican Association  of  Ophthalmology. 

Foristel,  a lawyer  and  World  War  II  veteran,  first  joined 
the  AMA  Washington  Office  in  1949  and  served  as  its  legal 
and  legislative  advisor  until  1954.  He  then  joined  the 
HEW  Department  as  associate  general  counsel. 

He  rejoined  the  AMA  in  1956  and  served  as  director, 
Department  of  Congressional  Relations,  to  1970  and  as 
assistant  director  until  recently. 

The  AMA  House  of  Delegates,  at  its  recent  Annual 
Meeting  in  Dallas,  Texas,  adopted  and  presented  to  For- 
istel a commendation  resolution  acknowledging  his  many 
years  of  loyal  and  competent  service  to  the  AMA. 

The  resolution  said  in  part  “his  perpetual  enthusiasm 
and  individual  style  have  made  him  one  of  the  Association’s 
most  effective  lobbyists”;  and  “his  unquestioned  integrity 
has  brought  credit  to  both  the  Association  and  the  entire 
profession  of  Congressional  relations — his  expertise  has 
earned  him  the  name  ‘Mr.  Lobbyist’  from  government  and 
Congressional  circles  ...  .” 

Ave  Atque  vale! 
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POST  CONVENTION  SPECIAL 

1977  Mercedes-Benz  450  S.L.  (Conv.  Cpe.) 

36  Mos.  @ $297.44  per  mo.  plus  tax 

1977  Mercedes-Benz  450  S.  E.  L.  (Luxury  Sed.) 

36  Mos.  @ $382.52*  per  mo.  plus  tax 

*$2,000  down  payment/Lessee  OPTION  to  repurchase. 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)  248-9041 


MISCELLANEOUS 


BILLS  COLLECTED— ABUSE  IS  RULED  OUT— TACTFUL  YET  Suc- 
cessful— 40  years  of  top  service  to  doctors  and  hospitals — Mail  billhead  for 
details.  Crane  Discount  Corp.,  251  W 42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943 


READ  THESE  BOOKS:  1)  EFFECTIVE  STUDYING.  2)  LONGEVITY.  3) 
Why  We  Laugh.  4)  Freud  Simplified.  5)  Origins  of  Prejudice.  6)  Psychology 
of  Love.  7)  TAT  Testing.  8)  Inferiorities  & Superiorities.  9)  Introduction  to 
ESP.  10)  Anxieties  in  All.  Write  Samuel  Kahn,  M.D.,  Box  361,  Croton,  N.Y. 
10520. 


PRACTICES  AVAILABLE 


FOR  SALE:  SURGICAL-GENERAL  PRACTICE,  SUITABLE  ANY  SPEC- 
ialty.  Large,  sunny,  fully  equipped  office.  Two  examination  rooms:  A/C; 
closed  circuit  TV;  EKG;  X-ravs;  low  rent.  50%  Spanish  speaking.  Prime 
location.  West  72nd  Street,  Manhattan.  Available  immediately.  Call  after 
7 p.m.  (212)  595-8464. 

ESTABLISHED  PRACTICE  IN  INTERNAL  MEDICINE  FOR  SALE  ON  THE 
West  Coast  of  Florida.  600  bed  hospital  with  open  heart  surgery  program. 
Reasonable  malpractice  insurance  available.  NFL  football  and  performing 
arts  in  the  area.  Inquire:  2230  Kent  Place,  Clearwater,  Florida  33516. 

FOR  SALE:  RADIOGRAPHIC  PRACTICE.  EFFICIENT  LAYOUT  IN 

large  medical  building  near  Upstate  Medical  Center  with  two  complete  radio- 
graphic  and  fluoroscopic  units.  Two  automatic  processors.  Excellent  oppor- 
tunity for  rewarding  private  practice  at  low  cost.  Available  immediately. 
Contact  William  Goldman,  M.D.,  Woodside  Rd.,  Fayetteville,  N.Y.  13066. 

FOR  SALE:  G.P.  RETIRING.  ESTABLISHED  SINCE  1938  IN  MANHAT- 
tan.  Large  volume,  well  equipped,  9 treatment  rooms.  Ranch  type  street 
entrance  on  busy  thorofare.  Office  practice  only  10  a.m.  to  5 p.m.  Excel'ent 
income.  Exceptional  growth  opportunity.  Will  introduce.  Call  (212)  289- 
5795. 

FAST  GROWING,  2 YEAR  OLD  OPTH  ALMOLOGY  PRACTICE  IN  QUEENS, 
N.Y  for  sale  with  modern  equipment  including  Haag  Streit  Slit  Lamp  Lo- 
cated in  ultra-modern  medical  building.  May  share  facilities.  Ideal  for  head 
on  start  Relocating.  Call,  preferably  evenings  (212)  463-7158. 


OFFICE  SPACE  WANTED 


INTERNIST  LOOKING  FOR  OFFICE  SPACE  ON  THE  GRAND  CON- 
course,  north  of  Bedford  Park  Ave.  of  Mosholu  Park  area,  or  Gun  Hill  Rd. 
area.  Please  call  (212)  731-5150. 


WANTED  TO  PURCHASE:  HOME/OFFICE  COMBINATION  WITHOUT 
practice  Queens  or  Nassau  County  area.  Call  (212)  969  1453. 


Index  to  Advertised  Products 

Analgesics 

Percodan  (Endo  Laboratories)  2049 

Soma  Compound  (Wallace  Laboratories)  2018,  2019 

Antibiotics 

E-Mycin  (Upjohn  Company)  1982,  1983,  1984 

Neosporin  (Burroughs  Wellcome  Company)  1997 

Antibiotic  injectables 

Garamycin  (Schering  Corp.)  2011,  2012,  2013,  2014 

Antipyretic  analgesics 

Empirin  (Burroughs  Wellcome  Company)  2073 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories)  2nd  cover 

Coronary  vasodilators 

Cardilate  (Burroughs  Wellcome  Company)  1967 

Hearing  aids 

Beltone  Electronics  1953 

Hormonal  nutritional  supplements 

Testand-B  (Geriatric  Pharmaceutical  Corp  ) 2043 

Mood  elevators 

Tofranil  PM  (Geigy  Pharmaceuticals)  1961,  1962 

Physician  retirement  plans 

Bowery  Savings  Bank  1977 

Potassium  sparing  diuretics 

Dyazide  (Smith  Kline  & French  Laboratories) 2037 

Sedative  non-barbiturates 

Dalmane  (Roche  Laboratories)  3rd  & 4th  covers 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  2085 

Tranquilizers 

Librium  (Roche  Laboratories)  2028,  2029 

Tranquilizer  antispasmodics 

Librax  (Roche  Laboratories)  1948,  1949,  1950 


POSITIONS  WANTED 



SURGEON-GENERAL  PRACTITIONER  WITH  40  YRS.  EXPERIENCE  I> 
N.Y.  City,  seeking  part  or  full-time  placement  as  associate  in  private  practice  ] 
or  in  industrial  or  school  system.  Preferably  in  Hudson  Valley.  Phone  (914 
896-9345. 

LICENSED  PHYSICIAN'S  ASSISTANT  FROM  AMA  APPROVED  PRO 
gram,  with  experience,  wants  position  in  primary  care,  rural  area,  with  prac 
titioner  willing  to  share  his  knowledge.  Please  reply  Dept.  564,  c/o  NYSJM. 


PRACTICES  WANTED 


WANTED:  OPHTHALMOLOGY  PRACTICE.  I AM  INTERESTED  IN 

purchasing  an  ophthalmology  practice  located  in  Manhattan  or  the  Metro 
politan  New  York  City  area.  Write  Dept . 562,  c/o  NYSJM. 

GP/FP,  EXPERIENCED,  WANTS  ESTABLISHED  PRACTICE  OR  POSI 
tion  in  New  York  City,  preferably  Manhattan.  Dept.  560,  c/o  NYSJM. 


EQUIPMENT 


FOUR  YEAR  OLD  BLUE  ANI)  BROWN  LATERAL  FILING  CABINETS 
blue  wall  cabinets,  blue  tables  and  scales,  small  refrigerator,  and  misc.  for  salt 
from  internist's  office.  Call  (212)  731-5151. 


2094  New  York  State  Journal  of  Medicine/  November  1 976 


¥ •> 


'HYSICIANS  WANTED 


j EDIATRICIAN.  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  Popu- 
lation of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
j air,  good  schools  in  Western  Pa.  Substantial  guarantee.  Contact:  Mr.  J.  A. 
I Colaizzi,  Administrator,  Grove  Citv  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)458-7132. 

LOR1DA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNE 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State's  fastest -growing  metropolitan  area.  Florida’s  largest 
t community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians  family  medicine,  general  practice,  inter- 
nal medicine  -and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
i gynecology,  anesthesiology,  ENT,  and  physical  & rehabilitative  medicine. 

Call  collect  (813)  381-8000.  or  write  to  Medical  Affairs  Department,  Medfield 
I Corporation,  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg. 
Florida  33733. 


HYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  New  Jersey,  Connecticut  permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited  For  further  info  contact: 
Karrev  Associates,  agency  for  Execu-Med,  23-25  East  26th  St.,  New  York. 
N.Y  10010.  Telephone:  (212)532-7625. 


HE  FAMILY  MEDICINE  RESIDENCY  PROGRAM  OF  THE  UNIVERSITY 
of  Rochester  and  Highland  Hospital  is  seeking  an  obstetrician/ gynecologist. 
Responsibilities  will  encompass  teaching  of  residents  and  medical  students, 
and  ambulatory  and  in-patient  care.  Optional  University  faculty  appoint- 
ment available.  Salary  negotiable  based  on  qualifications  and  experience. 
Generous  fringe  benefits,  vacation  and  continuing  education.  Submit  resumes 
and  inquiries  to:  Eugene  S.  Farley,  Jr.,  M.D.,  M.P.H.,  Professor  and  Di- 

rector, Family  Medicine,  885  South  Avenue,  Rochester,  N.Y.  14620. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U S avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary.  Free  service  to  candidates. 

85  East  End  Ave,  N Y 1 0028  (2 1 2)  RH  4-36 1 5-3466 


PHYSICIANS  WANTED— CONT  D 


GENERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE,  TO  JOIN 
group  practice  Jan.  1,  1977  South  Central  New  York  State.  Salary  and 
partnership  after  one  year.  Teaching  hospital  affiliation.  Dept.  559,  c/o 
NYSJM. 

OPHTHALMOLOGIST:  ESTABLISHED  MULTISPECIALTY  GROUP  IN 

St  Paul- Minneapolis  area  seeks  additional  ophthalmologist.  Excellent  earn- 
ings, above  average  benefits.  One  of  America’s  leading  metropolitan  areas. 
Excellent  schools,  variety  of  cultural  and  sporting  events.  Curriculum  vitae, 
references  invited.  Box  80100,  St.  Paul,  Minnesota  55108. 


GENERAL  PRACTITIONERS  AND  SPECIALISTS  IN  INTERNAL  MEDI- 
cine  and  family  practice  needed  with  current  license  to  practice  medicine  in 
New  York  State  Excellent  salaries  with  outstanding  benefits  at  Center  for 
retardation  and  other  developmental  disabilities.  Center  located  in  town  of 
50,000  with  outstanding  recreational  and  cultural  facilities  available  in  less 
than  one  hour  travel  time.  Salaries  depend  upon  qualifications  and  ex- 
perience. Please  contact  Herbert  F.  Trapl,  M.D.,  Deputy  Director  Clinical, 
or  Mr.  Cornelius  R.  Walsh,  Director,  Rome  Developmental  Center,  Box  550, 
Rome,  N.Y.  13440.  Call  (315)  336-2300. 


JCENSED  PHYSICIANS  NEEDED  FOR  ASSIGNMENT  TO  58  WORLD- 
wide  Army  hospitals.  Excellent  salaries  and  unexcelled  benefits.  Contact 
Captain  Hall  for  complete  details.  (609)  562-4556/4271. 


VANTED:  GENERAL  INTERNIST  WITH  SPECIAL  INTEREST  IN  NFAJ- 
rology,  hematology,  or  nephrology  desirable,  but  not  essential,  to  join  three 
other  general  internists.  First  year  salary,  full  partnership  from  the  second 
— year.  Generous  time  off  for  vacations  and  meetings.  Affiliation  to  a most 
regressive  hospital  in  St.  Lawrence  County.  Picturesque  countryside  on  the 
t.  Lawrence  River.  Driving  distance  to  many  large  Canadian  and  American 
_ cities.  Please  apply  to:  Ogdensburg  Medical  Group,  P.C.,  215  Rensselaer 
Ave.,  Ogdensburg,  N.Y.  13669,  or  call  collect  (315)  393-2295. 

"INTERNIST:  SMALL  MEDICAL  CENTER  19  MILES  EAST  OF  ROCHES- 
ter,  N.Y.  Internist  needs  associate;  6 miles  to  60-bed  hospital,  23  miles  from 
large  medical  center.  Subsidy  or  guarantee  available.  Mark  Frampton, 
M.D.,  W'illiamson  Medical  Center,  Williamson,  N.Y.  (315)  589-2704. 


CORTLAND.  N.Y.  STAFF  PSYCHIATRIST,  BOARD  CERTIFIED  OR 
eligible  for  Community  Mental  Health  Center  in  Finger  Lakes  region  of  New 
York  State.  Salary  open.  Excellent  fringe  benefits.  Contact:  Bartolo  J. 

Spano,  Ph  D.,  Director,  Mental  Health  Services,  15  Court  St.,  Cortland,  N.Y. 
13045.  Phone  (607)  756-7523. 


-.OCUM  TENENS,  ONCE  OR  SEVERAL  TIMES  AND/OR  SUCCESSOR 
for  general  practice  (F.Ph.)  wanted.  1)  Locum  tenens  for  about  6 weeks  early 
Spring  1977.  Partner  retired.  Long  established,  modern  office,  high  volume 
— and  income,  no  OB.  Close  to  Rochester,  N.Y.  Trained  employees.  2)  Will 
give  up  this  best  equipped  office  in  1977  to  one  or  two  general  practitioners 
(or  G.P.  and  internist).  Rent  or  sale,  easy  terms.  Give  short  curriculum  in 
first  letter.  Dept.  556,  c/o  NYSJM. 


’ INTERNIST,  BOARD  CERT  ELIG.  UNUSUAL  OPPORTUNITY  TO  DE- 
velop  practice  in  White  Plains,  N.Y.  Offer  part  time  guaranteed  work,  office 
space  (fully  furnished  with  new  diagnostic  equipment)  in  new  professional 
building  with  laboratory  and  X-ray  facilities.  Near  hospitals.  Coverage 
— . available.  Send  CV.  Dept.  558,  c/o  NYSJM. 


..  FAMILY  PRACTITIONER— RURAL  COLLEGE  COMMUNITY  IN  SCENIC 
central  New  York,  seeks  Board  eligible  family  practitioner  to  join  family 
practice  group  in  community  health  center  next  to  100-bed  hospital.  Modern 
facility.  Good  recreational  opportunities.  Excellent  salary,  benefits,  con- 
i;  tinuing  education.  Contact:  Director,  Mid-York  Family  Health  Centers, 

Hamilton,  N.Y.  13346. 


PRIMARY  CARE  PHYSICIAN.  COLLEGE  COMMUNITY  IN  CATSKILLS. 
Attractive  guarantee  available.  Contact  Richard  Dewey,  Administrator  (607) 
746-6406. 


WANTED:  BOARD  CERTIFIED  ANESTHESIOLOGIST  FOR  NORTHERN 
New  York  college  community;  106-bed  general  hospital  that  serves  a popula- 
tion of  50,000  plus.  Excellent  earnings  opportunity.  Hospital  fully  accredited 
by  JCAH,  Medicare,  New  York  State  Department  of  Health.  Write  Dept.  563, 
c/o  NYSJM. 


EMERGENCY  ROOM,  OUTPATIENT  DEPARTMENT  PHYSICIAN 
needed  immediately;  320  bed,  modern,  general  hospital  with  complete  facili- 
ties; good  salary,  excellent  fringe  benefits:  population  area  150,000  plus; 
modern  town,  excellent  schools  and  college;  near  Finger  Lakes.  Charles  H. 
Kinley,  M.D.,  Director  Emergency/Outpatient  Department,  Arnot-Ogden 
Memorial  Hospital,  Elmira,  N.Y.  14901 . (607)  737-4256. 


OBSTETRICIAN  TO  ASSOCIATE  WITH  OB-GYN  DEPARTMENT  OF 
established  multispecialty  group  in  St.  Paul-Minneapolis  and  suburban  areas. 
Excellent  salary,  generous  fringe  benefits.  Tremendous  growth  potential  in 
one  of  America’s  leading  metropolitan  areas.  Curriculum  vitae  and  references 
invited.  Box  80100,  St.  Paul,  Minnesota  55108. 


REAL  ESTATE  FOR  SALE  OR  RENT 


MANHATTAN’S  EAST  SIDE.  133  EAST  73RD  ST„  N.Y.C.  LEXINGTON 
Professional  Center,  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 

THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  Y.  11552 

516-483-0577 
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The  ideal  location 
fora 

prestigious 
medical  practice 


at  the  corner  of  61st  Street 


Fronting  on  Central  Park . . . between  the 
Knickerbocker  Club  and  the  Hotel  Pierre . . . 
near  the  Plaza  Hotel ...  at  the  corner  where 
Manhattan’s  most  luxurious  residential  area 
meets  the  city's  most  important  corporate 
and  retail  establishments ...  at  the  hub  of  an 
extensive  network  of  public  transportation 
which  makes  the  location  easily  accessible 
from  every  part  of  the  city. 

The  space  is  prime . . . 40,000  square  feet 
on  the  first  five  floors  of  a majestic  34-story 
apartment  tower.  Available  for  occupancy 
to  a limited  number  of  select  professional 
tenants. 

The  services  and  amenities  are  designed 
to  provide  an  environment  of  elegance, 
convenience  and  security  for  a distinguished 
practice. 

Occupancy  is  planned  for  Spring,  1978. 

Now,  prior  to  construction,  prospective  tenants 
will  be  invited  to  meet  with  the  architect 
to  tailor  the  space  to  their  particular  needs. 
Because  of  the  unique  desirability  and 
limited  amount  of  this  choice  space,  early 
inspection  and  selection  is  recommended. 

For  full  particulars,  plans  and  sketches, 
please  contact: 

Douglas  Elliman- Gibbons  & Ives 

Agent  lNC 

575  Madison  Avenue,  New  York,  N Y.  10022 
Nicholas  Dana,  Senior  Vice-President 
(212) 832-5401 




REAL  ESTATE  FOR  SALE  OR  RENT — CONT'D 


LAWRENCE,  L.I.,  N.Y.  IN  CHOICE  LOCATION;  SPACIOUS  8 ROOM 
bedroom  home  and  7 room  office  wing  with  separate  entrance.  200  ma  X-i 
available.  Golf,  tennis,  boating  nearby.  Close  to  beaches,  transportati 
and  houses  of  worship.  Internist  retiring.  Phone  (516)  371-1800  or  (516)  3' 
2040. 


DOCTORS  OFFICE  SPECIALIST:  FOR  PROMPT,  EFFICIENT  SERVE 
in  renting  or  subletting  a Manhattan,  NYC  professional  office,  or  to  buy,  s 
or  appraise  a co-op,  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbc 
& Ives,  Inc.,  745  Fifth  Ave.,  N.Y.,  N.Y.  (212)  832-5571. 


FOR  SALE:  PROFESSIONAL  OFFICE  AND  HOME  ADJACENT  TO  MA 
thoroughfare.  Farmingdale-Bethpage  area.  Long  Island.  Eight  treatmi 
rooms,  reception  room,  two  administrative  rooms,  consultation  roo 
lavatories,  laboratories,  two  lounges,  darkroom,  air  conditioned.  Six  rex 
attached  house  (residence)  Dept.  550,  c/o  NYSJM. 


SUGARBUSH  VALLEY,  VERMONT.  SKI  CONDOMINIUM  AVAILAB 
for  week  or  month  rental.  A luxury  home  with  every  convenience.  Firepla 
TV,  stereo.  Flexible  in  size:  1,  2,  or  4 bedrooms.  Skiing  to  lifts.  Ind> 

tennis,  swimming,  squash,  gameroom  included.  Call  (914)  235-3560  or  wri 
59  Kewanee  Rd.,  New  Rochelle,  N.Y.  10804. 


ADIRONDACK  VACATION  PLACE  FOR  YEAR-ROUND  ENJOYMENT 
Green  Mansions,  near  Lake  George.  Featuring  chalets  and  unique  com 
miniums  from  $26,000.  Excellent  financing.  Well  established  commum 
Golf,  tennis,  lake  on  premises.  Gore  Mt.  skiing  (with  snowmaking)  near 
Weekend,  week,  season  rentals.  Call  (212)  661-7750;  write  Suite  504,  • 
Lexington  Ave.,  NYC  10017. 


WHITE  PLAINS,  N.Y.  FULLY  FURNISHED  WITH  NEW  DIAGNOST 
equipment . Space  available  in  new  professional  building  near  hospitals, 
month,  week,  day  or  hour;  secretary/technician  provided  if  desired.  Lab  a 
X-ray  facility  in  building.  Dept.  557,  c/o  NYSJM. 


NEW  YORK  CITY,  301  EAST  79  ST.  (CORNER  2ND  AVE),  5500  SQ.  F 
2nd  floor  mezzaine.  Luxury  residential  building.  Private  elevator.  V 
build  to  suit.  Call  Mr.  M.  Goodstein  (212)  532-9550. 


NEW  YORK  CITY,  3RD  AVE.  (17  TO  18  STS),  PARK  TOWERS  MEDIC 
Plaza.  3000  Sq.  Ft.,  will  divide.  Many  doctors  already  in.  One  block  t 
hospitals;  from  $6.50  per  sq.  ft.,  depending  on  work  plan.  Call  Martin  Go 
stein  (212)  532-9550. 


DOCTORS  OFFICES  AVAILABLE  IN  A MODERN  OUT-PATIENT  ME! 
cal  center  Rent  bv  the  hour  or  month.  Parking  available.  42-78  Main  i 
Flushing,  N.Y.  (212)  539-8800. 


WAVERLY,  N.Y.,  SOUTHERN  TIER:  GENERAL  PRACTITIONER  F 

tired  from  active  practice.  Five  room  furnished  office  available  for  re 
Great  potential  to  carry  on  with  doctor’s  practice.  Possible  guaranteed 
come.  Two  hospitals  in  immediate  vicinity.  Contact  A.  Boroff,  M.D.,  4 
Pennsylvania  Ave.,  Waverly,  N.Y.  14892,  or  call  (607)  565-8360. 


MEDICAL  SPECIALIST  WISHES  TO  SHARE  HIS  OFFICE  IN  A MEDIC 
building  located  in  Bavside,  Queens,  across  the  street  from  shopping  cent 
Call  (212)423-2844. 


ROSLYN  ESTATES,  NASSAU  COUNTY:  IDEALLY  LOCATED,  Y1 

secluded  professional  residence  and  office  (separate  entrance).  Unusua 
spacious,  bright,  excellently  maintained  ranch  on  wooded  half  acre;  4 bi 
rooms,  3 baths.  Huge  playroom,  laundry  and  storage  rooms.  Central  air  ct 
ditioning,  automatic  sprinkler,  slate  roof,  plaster  walls.  $127,000.  Princip 
only.  (516)621-8369. 


FULLY  EQUIPPED  INTERNIST’S  OFFICE,  OFF  LOBBY  WITH  X-RAY, 
seat  waiting  room,  2 examining  rooms,  extension  phone  and  intercom  in  evi! 
room  on  Grand  Concourse  corner  of  177th  St.,  Bronx.  Call  (212)  731-5150. 
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*EAL  ESTATE  FOR  SALE  OR  RENT— CONT  D 


[jNDENHURST.  N.Y.:  PROFESSIONAL  SPACE  AVAILABLE  FOR  G.P. 

or  medical  specialist.  Town  center;  ample  parking.  Oral  surgeon  vacating 
I 1200  sq.  ft.,  7+ rooms  for  larger  facility  in  area.  Terms:  Sublet  for  4 years  at 
[ $315/month.  Owner  willing  to  renew  thereafter.  (516)226-2525. 


10ME-0FFICE,  SMITHTOWN,  N Y HOME  PRIVACY  WITH  ENTRANCE 
over  looking  pond  and  greenbelt;  office  entrance  on  desirable  Maple  Ave. 
Four  bedrooms,  large  family  room  with  fireplace,  eat-in  kitchen,  living  room, 
dining  room.  Convenient  to  two  hospitals  $68,500.  (516)  AN  5-0939;  724- 
3837. 


UlANH ASSET-GREAT  NECK  AREA,  NASSAU  CO  : OFFICE  TO  RENT. 

I part  time,  for  adult  psychiatrist,  psychoanalyst,  psychotherapist,  evenings 

Iand  Saturdays,  in  medical  building  near  North  Shore  and  L.  I . J . - Hillside  Hos- 
pitals. Call  evenings  (516)  621-4661. 

FAMILY  PRACTITIONER  OR  INTERNIST:  OUTSTANDING  OPPORTUN- 
ity  to  rent  custom-built,  6 room  office  in  beautiful  Georgian  home,  formerly 
occupied  by  deceased  G.P.  in  practice  28  years  in  thriving  Nassau  County 
community.  Prime  location,  near  all  transportation.  Partially  furnished, 
including  a large  variety  of  professional  equipment,  air  conditioned,  newly 
decorated.  Dept.  561,  c/o  NYSJM. 


MANHATTAN  OPHTHALMOLOGIST'S  OFFICE  TO  SHARE.  PARK 
Avenue  (62-63  Streets).  Modern,  up-to-date  equipment;  superb  location 
convenient  to  transportation  and  parking.  Call  (212)  755-9487. 


VEST  ISLIP,  LONG  ISLAND,  N.Y.:  MEDICAL  OFFICE  SPACE,  1111 
Montauk  Highway,  opposite  Good  Samaritan  Hospital.  Full  time  office  space 
available  in  this  3-story  medical  building  which  is  now  almost  fully  occupied. 
Tenants  will  have  a buy-in  option.  Also,  part-time  furnished  suites  available. 
Excellent  for  rheumatologist,  dermatologist  and  similar  limited  specialties. 
Phone  (516)  661-2510. 


j)OCTOR  SELLING  MAGNIFICANT,  EXPANDED  BRICK/SHINGLE 
ranch,  1/2  acre.  Lake  Success.  Nassau  County.  C/A,  two  dens,  4 bedrooms, 
3 baths,  ultra  modern  kitchen  with  adjoining  laundry  room,  two-car  attached 
garage.  Asking  $133,000.  Call  Jay  S.  Rosenthal  Realtors  (516)  487-1612. 


TSTATE  PRACTICE:  RETIRING  PHYSICIAN  MUST  SELL  THIS  LARGE 
home  near  two  accredited  hospitals.  Features  six  bedrooms,  2\  baths,  two 
fireplaces  and  fully  equipped  doctor's  office.  Four  entrances  make  ideal  set- 
up for  group.  For  details  call  Real  Estate  28,  Fultonville,  N Y.  12072.  Phone: 
j (518)853-3528. 


0 WOODED  ACRES  WITH  STREAM  AND  ROAD  FRONTAGE,  IN  CATS- 
kill  Mountains.  Owner  will  hold  mortgage.  S35,000.  Call  (914)  626-4101. 

r LUSHING  NORTH.  FOR  SALE,  ONE  FAMILY,  BRICK  COLONIAL.  4 
bedrooms,  2fi  baths, '2  enclosed  porches,  living  room  with  fireplace.  English 
tavem  replica  finished  basement;  beautifully  landscaped  72  x 100  plot.  Floom 
for  expansion;  2-car  garage  plus  off  street  parking.  Near  Parsons  Blvd.  & 
Bayside  Ave.,  11  miles  to  Midtown  & 5 miles  to  Bronx.  Exceptional  value. 

1 Reduced  $89,500.  Retired  owner.  For  appointment  (212)  539-8942. 


VEST  NYACK,  ROCKLAND  COUNTY,  N.Y.  L-SHAPED  RANCH  IDEAL 
for  home  and  office;  each  has  separate  entrance;  one  acre  wooded,  swimming 
pool,  2-car  garage,  1 hour  N.Y’.C.  Hospital  only  1%  miles  away.  First  house 
has  6 rooms,  l1^  baths,  full  basement.  Second  house  has  3 rooms,  bath, 
crawl  space.  Call  (914)  358-4787. 


’.XCELLENT  OPPORTUNITY,  RURAL  FAMILY  PRACTICE  RECENTLY 
in  operation,  office  available.  Completely  furnished,  EKG,  laboratory,  elec- 
trocautery. Good  schools,  tennis,  golf,  boating;  7 minutes  from  hospital.  Call 
(516)  727-5711  or  (516)  727-3277,  or  write  Martha  Tooker,  RDrl,  Calverton, 
N.Y. 11933. 


.RIDGEHAMPTON:  FOR  SALE,  YEAR  ROUND  RETREAT,  400  FT.  FROM 
private  ocean  beach.  A bright,  cheery.  Ready  contemporary  house  with  4 bed- 
rooms, 2 baths,  one  acre  of  fertile  soil.  Close  to  Sagg  Pond.  Fireplace  and 
garage.  Excellent  condition.  Priced  to  sell  at  $110, 000.  Call  (516)  627-6157 
or  (516)  537-0615. 


The 

warmth  of  wood 
now  comes  to 
professional  office 
planning 


Deck  House  combines  the  elements  of  massive 
wood  beams,  exposed  cedar  ceilings  and  contem- 
porary organic  design  to  create  a unique  and  efficient 
professional  office  with  built-in  warmth  and  ambi- 
ence. The  flexible  pre-engineered  building  system 
permits  individualized  floor  plans,  yet  assures  pre- 
determined and  competitive  costs. 

For  an  informative  brochure 
call  or  write,  Custom  Projects 
Division,  Department  E,  Deck 
House,  Inc.,  930  Main  Street, 

Acton,  Massachusetts  01  720, 

(617)  259-9450. 


DECK’kS’ 

HOUSE! 
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ANNOUNCING  ^Pilictice  Productivity  Iqc.  WORKSHOP 

Business  Essentials  for  a Medical  Office 

one-day  workshop  for  your  medical  office  assistants 


9 AM  to  5 PM 


November  30, 

1976 

Syracuse 

Holiday  Inn,  North 

December 

1, 

1976 

Rochester 

Holiday  Inn,  Downtown 

December 

2, 

1976 

Buffalo 

Sheraton  Inn-Buffalo  East 

December 

3, 

1976 

Albany 

Rowntowner  Motor  Inn 

December 

6, 

1976 

New  York  City 

. St.  Moritz 

December 

7, 

1976 

New  York  City 

St.  Moritz 

December 

8, 

1976 

New  York  City 

St.  Moritz 

December 

9, 

1976 

New  York  City 

St.  Moritz 

December 

10, 

1976 

New  York  City 

St.  Moritz 

December 

13, 

1976 

New  York  City 

Marriott-Essex  House 

December 

14, 

1976 

New  York  City 

Marriott-Essex  House 

December 

15, 

1976 

New  York  City 

Marriott-Essex  House 

December 

16, 

1976 

New  York  City 

Marriott-Essex  House 

December 

17, 

1976 

New  York  City 

Marriott-Essex  House 

TOPICS:  Telephone  Management,  Appointment  Scheduling,  Medical  Records,  Personnel,  Billing  Systems  and 

Collection,  Insurance  Claim  Processing. 


PiacticePioductiVity  Ii|c.  is  a national  management  consulting  firm  located  in  Atlanta.  Physician-clients  are 
engaged  in  the  private  practice  of  medicine.  Practice  Productivity  offers  educational  and  motivational  workshops  in  sound  business 
concepts  to  physicians,  medical  office  managers,  and  medical  assistants.  It  also  provides  in-depth,  on-premise  consulting  to  phy- 
sicians. 

For  further  information,  contact  Duane  M.  Johnson,  Ph.D.,  Executive  Vice-President,  Practice  Productivity  Inc.,  Telephone 
404/455-7344;  or  registration  desk  800/241-6228. 


Registration  Form 

Please  register  the  following  persons  (type  or  print) 

Name  Position  Date  Will  Attend 

1 

2 

3 


office  of: 

Telephone:  ( ) 

Specialty. 

State Zip 

is  enclosed  at  $60  per  registrant.  Tuition  includes  course  materials  and  luncheon 

)MP/  HIS  FORM  (There  is  a $10  handling  fee  deducted  on  all  refunds  for  cancellations  received 
k in  advance  of  course;  no  refund  thereafter.) 

Make  check  payable  and  mail  to: 

' jctice  ^Productivity  Inc.  2000  Clearview  Avenue,  Atlanta,  Georgia  30340 
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what  goes  on 

CONTINUING  MEDICAL 
EDUCATION 


NEW  YORK  STATE 


DECEMBER  1976 


CONTENTS 


New  York  City  2 

Queens  County 4 

Nassau  County  5 

Suffolk  County  5 

Buffalo  6 

Rochester 6 

Syracuse  6 


Out-of-State 


Lexington,  Kentucky 6 

Ann  Arbor,  Michigan 6 

Union,  New  Jersey  7 

St.  Thomas,  V.l ,7 


Physicians'  Placement 

Opportunities  8 

Physicians’  Placement 

Application 11 

Community  Application  for 

Physicians  12 


DEADLINE  FOR 

Meeting  Dates 
February  1977 
March  1977 
April  1977 
May  1977 
June  1977 


WHAT  GOES  ON 

Deadline  Dates 
December  1,  1976 
January  1,  1977 
February  1,  1977 
March  1,  1977 
April  1,  1977 


Compiled  by  the 

Division  of  Scientific  Activities 

George  J.  Lawrence,  Jr.,  M.D.,  Director 
Mrs.  Elizabeth  H.  Daepp,  Editor 
E.  S.  Dombrowski,  Business  Manager 

Please  send  information  to  the  Editor,  WHAT  GOES  ON, 
420  Lakeville  Road,  Lake  Success,  New  York  11040. 
Telephone  516-488-6100. 


SPECIALTY  INDEX 


Allergy  2,4 

Basic  Science  2,  3 

Cancer  2,  3,  4,  5 

Cardiology  2,  5,  7 

Dermatology 5 

E.N.T 3 

Gastroenterology  2,  6 

General  Practice 2,  3,  4,  5,  6 

Hematology  4 

Hypertension  2,4 

Internal  Medicine  2,  3,  4,  5,  6 

Neurology 3,  4,  6 

Obstetrics/Gynecology 5,  6,  7 

Ophthalmology  3,4,6 

Orthopedics  2,3 

Pathology  3,  5 

Pediatrics  3,  4,  7 

Psychiatry 2,  3,  4,  5 

Radiology  3 

Surgery 2,  3,  6 

Urology 2 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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NEW  YORK  CITY 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with 
Westchester  Square  Hospital 

4:00-5:30  p.m.,  Wednesdays 

1625  St.  Peters  Avenue 
Bronx 

December  1 

USES  AND  ABUSES  OF  CLINICAL 
LABORATORY  TESTING 

NO  FEE  CREDIT:  AAFP  lV2 

December  15 

WHICH  ANTIMICROBIAL,  IF  ANY? 

NO  FEE  CREDIT:  AAFP  V/2 

Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with  The 
Bronx  County  Medical  Society 

1300  Morris  Park  Avenue 
Bronx 

December  2,  8:00- 10:00  p.m.,  Thursday 

RECENT  DEVELOPMENTS  IN 
MANAGEMENT  OF  THYROID 
DYSFUNCTION 

CREDIT:  AMA  Cat.  1 

AAFP 

For  further  information  contact  Mrs.  Frieda  Fagin,  Albert 
Einstein  College  of  Medicine,  1300  Morris  Park  Avenue, 
Bronx,  10461.  Tel:  212/430-2822. 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with  Union 
Hospital 

260  E.  188th  Street 
Bronx 

December  14,  8:00-10:00  p.m.,  Tuesday 

SMALL  INTESTINAL  SYNDROMES: 
MALABSORPTION,  INFLAMMATION 

CREDIT:  AMA  Cat.  1 

AAFP  Applied  for 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital,  260  E.  188th  Street,  Bronx,  10458. 


Monthly  lecture  schedule  for  Wyckoff  Heights 

Hospital 


Brooklyn 

December  1,  10:00  a.m.-l  1:00  a.m. 

PACEMAKERS  OR  EXCERCISE  EKG’S 

December  7,  9:00  a.m.- 10:00  a.m. 

NEPHROTIC  SYNDROME 

December  7,  10:00  a.m.- 1 1:00  a.m. 

BASIC  SCIENCE 

December  8,  10:00  a.m.-l  1:00  a.m. 

WHAT’S  NEW  IN  ASTHMA  THERAPY 

December  10,  10:30  a.m.-l  1:30  a.m. 

LEUKEMIA  IN  CHILDREN 

December  14,  9:00  a.m. -10:00  a.m. 

ENDOCRINOLOGY 

December  14,  10:00  a.m.- 1 1:00  a.m. 

BASIC  SCIENCE 

December  15,  10:00  a.m.-l  1:00  a.m. 

HYPERTENSION 

For  further  information  on  the  above  listings  contact  Dr.  V.  J. 
Adams,  Director  of  Medical  Education,  Wyckoff  Heights 
Hospital,  374  Stockholm  Street,  Brooklyn  11237.  Tel: 
212/963-7586. 

Monthly  lecture  schedule  for  Doctors  Hospital 

170  East  End  Avenue 
December  2,  4:00  p.m.  -5:00  p.m. 

TREATMENT  OF  RENAL  FAILURE 

December  11,  8:30  a.m. -12:30  p.m. 

THROMBOEMBOLISM 

For  further  information  contact  Clifford  L.  Spingarn,  M.D., 

170  East  End  Avenue,  New  York  10028.  Tel:  212/535- 
3000. 


Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  1 03rd  Street 
December  2 

The  Salmon  Committee  on  Psychiatry  and 
Mental  Hygiene 

1.  The  Ordeal  of  Autobiography 

2.  The  Unfulfilled  Promise — Psychiatry  and  Crime 

3.  Requiem  or  Reveille — Psychiatry’s  Choice 

CREDIT:  AMA  Cat.  2 (3  hrs) 

December6,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

1.  Children’s  Foot  Deformities 


374  Stockholm  Street 
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Club  Foot — Pathologic  Anatomy  and  Corrective  Casting 

2.  Neonatal  Strapping  of  Club  Foot 

3.  Operative  Treatment  of  Resistant  and  Recurrent  Club  Foot 
4 Odds  and  Ends — Surgical  Procedures  for  Small 

Deformities 

CREDIT:  AMA  Cat.  1 (2  hrs) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 
December  14,  8:00  p.m. 

Section  on  Psychiatry 

1.  Borderline  Conditions  in  Psychiatry  & Neurology 

2.  Diagnostic  Pitfalls  in  Patients  with  Mental  Syndromes 

3.  The  "Unresponsive"  State — Organic  Versus  Psychogenic 

4.  Neurological  Sequellae  of  Psychotropic  Drugs 

CREDIT:  AMA  Cat.  1 (1  % hrs) 

December  20,  8:00  p.m. 

Section  on  Ophthalmology 

1 . Heredo-Macular  Degenerations 

2.  Classification  and  Genetics  of  Heredo-Magular 
Degenerations 

3.  Fluorescein  Changes  in  Heredc-Macular  Degenerations 

4.  The  Use  of  Electrophysiologic  Tests  in  Heredo-Macular 
Degenerations 

CREDIT:  AMA  Cat.  1 ( 1 % hrs) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 
December  20,  4:30  p.m. 

Section  on  Radiology  with  The  New  York 
Roentgen  Society 

RADIOGRAPHIC  EVALUATION  OF 
SELECTED  RENAL  DISEASES 

CREDIT:  AMA  Cat.  1 (1  % hrs) 

December  20,  8:00  p.m. 

A COMPARISON  OF  C.T.  SCANNING 
AND  OTHER  APPROACHES  TO  THE 
KIDNEY  AND  ADRENAL 

CREDIT:  AMA  Cat.  1 (1  hr) 

December  20,  8:00  p.m. 

Section  on  Radiotherapy 

CURRENT  TRIALS  IN  THE  COMBINED 
MANAGEMENT  OF  SOLID  TUMORS 

CREDIT:  AMA  Cat.  1 (1  hr) 

December  3 

St.  Luke’s  Hospital  Center 

Mt.  Sinai  Hospital 

5th  Avenue  & 100th  Street 

ANTIBIOTICS 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs) 

For  further  information  contact  V.  Bokkenheuser,  M.D., 
Director,  Dept,  of  Microbiology,  St.  Luke’s  Hospital  Center, 
Amsterdam  Ave.  & 114th  Street,  New  York  10025. 


Monthly  program  for  the  Beth  Abraham 
Hospital 

1 1:00  a.m. -12:00  noon 

612  Allerton  Avenue 
Bronx 

December  2 

LOWER  AIRWAY  OBSTRUCTION  IN  THE 
ELDERLY 

December  9 

INTERACTIONS  OF  CELL  LIPIDS  AND 
SERUM  LIPOPROTEINS 

December  16 

MANAGEMENT  OF  RESPIRATORY 
INFECTIONS  IN  THE  ELDERLY 

December  23 

NEWER  CENCEPTS  IN  THE  DIETARY 
MANAGEMENT  OF  DIABETES  MELLITUS 

For  further  information  contact  the  Beth  Abraham  Hospital, 
612  Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013. 


Monthly  Course  listing  for  Columbia  University 
College  of  P & S 

Harlem  Hospital  Center 
135th  Street  and  Lenox  Avenue 

December  4,  8: 15  a.m. -5:00  p.m. 

1.  Perspectives  in  Burn  Management:  What  Are 
Complications,  and  Why  Discuss  Them? 

2.  Hematological  Complications 

3.  Complications  of  Fluid  Management  in  Adults 

4.  Complications  of  Fluid  Management  in  Children 

5.  Complications  from  Inadequate  Nutritional  Support 

6.  Complications  from  Topical  Antibiotics 

7.  Complications  from  the  Use  of  Systemic  Antibiotics 

8.  Rehabilitation  Complications — Sins  of  Omission  and 
Commission 

9.  Psychiatric  Complications 

10.  Nursing  Complications 

1 1 . Pulmonary  Complications 

12.  Complications  in  Burn  Wound  Management 

13.  Some  Special  Complications  Seen  in  the  Burned  Child 

FEE:  $75.  Surgeons  CREDIT:  AMA  Cat.  1 (7  hrs.) 

$35.  Residents  with  letter  from  director 

For  further  information  contact  Jose  Ferrer,  Jr.,  M.D., 
Associate  Dean,  Columbia  University,  630  W.  168th  Street, 
New  York,  10032.  Tel:  212/694-3682. 


December  6- 10 

9:00  a.m. -5:00  p.m. 

Memorial  Sloan-Kettering  Cancer  Center 

1275  York  Avenue 

CANCER  CHEMOTHERAPY 

FEE:  $150.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

For  further  information  contact  Charles  W.  Young,  M.D., 
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Memorial  Sloan-Kettering  Cancer  Center,  1275  York  Avenue, 
New  York  10021. 


Monthly  program  for  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  and  State 
University  of  New  York  at  Brooklyn 

4:00-5:00  p.m.,  Mondays 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 

December  6 

AMERICAN  SOCIETY  OF  HEMATOLOGY 

December  13 

EPIDEMIOLOGY  OF  LEUKEMIA 

December  20 

AMYLOIDOSIS  IN  MULTIPLE  MYLELOMA 

December  27 

COMBINED  MODALITY  TREATMENT  OF 
BREAST  CARCINOMA 

NO  FEE  CREDIT:  AN)A  Cat.  1 

AAFP  (28  hrs.) 

For  further  information  contact  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn. 
Tel:  212/240-1281. 


December  6 
7:30  p.m. 

The  Clinical  Society  of  French  & Polyclinic 
Hospital 

French  & Polyclinic  Hospital 
345  W.  50th  Street 

RENIN  AND  HYPERTENSION 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Miss  C.  Rich.  Tel:  212/CO 
5-8000,  ext.  240. 


December  6 

8:00  p.m.  Monday 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

1.  Corneal  Re-epithelialization 

2.  Corneal  Exposure  and  Drying 

For  further  information  & names  of  special  guest  speakers 
contact  Jack  M Dodick,  M.D.,  531  Park  Avenue,  New  York 
10021  Tel:  212/288-7638. 


December  9,  8:30  p.m. 

New  York  Council  on  Child  Psychiatry,  Inc. 

Payne  Whitney  Clinic 
525  E.  68th  Street 

REGULATION  OF  THE  INFANT- 
CARETAKER  SYSTEM  AND  WINNICOTT’S 
CONCEPT  OF  AN  “INTERMEDIATE” 

AREA 

NO  FEE  CREDIT:  AMA  Cat.  1 

For  further  information  contact  New  York  Council  on  Child 
Psychiatry,  Inc.,  88-77  Elderts  Lane,  Woodhaven,  11421. 

Tel:  212/296-7007. 


December  8-10 

New  York  University  Post-Graduate  Medical 
School 

New  York  University  Medical  Center 
550  First  Avenue 

CLINICAL  ELECTRODIAGNOSIS  OF 
NEUROMUSCULAR  DISEASE 

FEE:  $180.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10016.  Tel:  212/679-3200,  ext.  4207. 


Monthly  program  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 
December  9- 1 1,  9:00  a. m.  -5:00  p.m. 

NEUROCHEMISTRY 

FEE:  $200.  CREDIT:  AMA  Cat.  1 (21  hrs) 


Queens  County 


October  17.  1976- April  17,  1977 

20  Sessions— 9:00- 12:00  noon,  Sundays 

Monthly  program  for  Peninsula  Hospital  Center 
with  Queens  County  Academy  of  Medicine 

51-15  Beach  Channel  Drive 
Far  Rockaway 

December  5 

IMMUNOLOGY— PRACTICAL  CLINICAL 
MATERIAL.  ALLERGY:  ASTHMA, 

ATOPY,  CANCER 

December  12 

PULMONARY  DISEASE— RESPIRATORY 
THERAPY-COPD,  PNEUMONIA 
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BRONCHITIS,  TUBERCULOSIS, 
EMPHYSEMA,  ANTIBIOTIC  USE 

December  19 

DERMATOLOGY 

FEE:  $175. — payable  to  Peninsula  Hospital  Center 

CREDIT:  AMA  & AAFP  (Applied  For) 

For  further  information  contact  Edward  H.  Davis,  M.D., 
Peninsula  Hospital  Center,  51-15  Beach  Channel  Drive,  Far 
Rockaway.  Tel:  212/945-7100. 


Monthly  course  listing  for  Mount  Sinai  Hospital 
Services,  City  Hospital  Center  at  Elmhurst 

3:30  p.m.,  Mondays 

79-01  Broadway 
Elmhurst 

December  6 

CLINICAL  PATHOLOGICAL  CONFERENCE 

December  13 

METABOLIC  AND  CELLULAR  STUDIES 
OF  OBESITY 

December  20 

CAT  SCANNING— CURRENT  REPORT 

December  27 

MAGNESIUM  METABOLISM  IN  HEART 
DISEASE 

For  further  information  contact  Stanley  G.  Seckler,  M.D.,  City 
Hospital  Center  at  Elmhurst,  79-01  Broadway,  Elmhurst, 
11373.  Tel:  212/830-1321. 


December  7 

(1  part  of  11  part  series) 

8:30  p.m.- 10:30  p.m.  Tuesday 

Long  Island  Jewish-Hillside  Medical  Center  & 
Queens  County  Psychiatric  Society  and 
Creedmoor  Psychiatric  Center 

Creedmoor  Psychiatric  Center 
Commonwealth  Blvd.,  Queens  Village 

WOMEN  AND  PSYCHIATRY 

NO  FEE:  Members  Queens  County  Psychiatric  Society 

NON-MEMBERS:  $10.  for  series 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Dean  of  the 
Clinical  Campus,  Long  Island  Jewish-Hillside  Medical  Center, 
New  Hyde  Park,  11040.  Tel:  212/470-2111.  ext. 


NASSAU  COUNTY 


December  7,  1976-April  5,  197/ 

1 1:00  a m. -12:30  p.m.,  Tuesdays 

Nassau  County  Medical  Center  Cosponsored 
by  the  Nassau  County  District  Branch  of  the 
American  Psychiatric  Association 

Nassau  County  Medical  Center 
2201  Hempstead  Turnpike 
East  Meadow 

CONTINUING  EDUCATION  IN 
PSYCHIATRY 

CREDIT:  AMA  Cat.  1 & 

APA 

For  further  information  contact  Paul  G.  Gregory,  M.D., 
Department  of  Psychiatry  & Psychology,  Nassau  County 
Medical  Center,  2201  Hempstead  Turnpike,  East  Meadow, 
11554.  Tel:  516/542-3887. 


Monthly  program  for  Mercy  Hospital 

9:00  a m.- 1 1:00  a m. 

1000  North  Village  Avenue 
Rockville  Centre 

December  15 

NEW  TECHNIQUES  AND  CONCEPTS  IN 
HYPERALIMENTATION 

December  2 1 

IMMUNOTHERAPY  IN  OVARIAN 
CARCINOMA 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Mercy  Hospital  Medical 
Education  Department.  Tel:  516/255-2260. 


Monthly  program  for  Franklin  General  Hospital 
& Tufts  University  School  of  Medicine 

December  16,  Thursday,  1 1:00  a. m. -1:00  p.m. 

Franklin  General  Hospital 
900  Franklin  Avenue 
Valley  Stream 

VASCULAR  DISEASE  DIAGNOSIS  AND 
THERAPY  (THROMBOPHLEBITIS) 

FEE:  $25.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley 
Stream,  11580.  Tel:  516/825-8800,  ext.  368. 


SUFFOLK  COUNTY 


Monthly  program  for  Brookhaven  Memorial 
Hospital 

8:00-9:00  a m. 
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101  Hospital  Road 
Patchogue 

December  3 


Rochester 

RHEUMATIC  DISEASE  AND  ITS  KIN 

FEE:  $50.  CREDIT:  Cat.  1 applied  for 

For  further  information  write  Mrs.  Jean  Lynch,  Office  of 
Continuing  Professional  Education,  University  of  Rochester 
Medical  Center,  Rochester  14642. 


OCULAR  MANIFESTATIONS  OF 
SYSTEMIC  DISEASE 

December  10 

GLAUCOMA  AND  TONOMETRY 

December  17 

EVALUATION  OF  COMMON  SYMPTOMS 
IN  NEUROLOGY 

For  further  information  contact  Dorothy  S.  Lane,  M.D., 
Brookhaven  Memorial  Hospital,  101  Hospital  Road, 
Patchogue  11772.  Tel:  516/654-7095. 


BUFFALO 


December  1 

The  Dept,  of  Obstetrics  & Gynecology  State 
University  of  New  York  at  Buffalo 

Statler  Hilton  Hotel 
Buffalo 

PRIMARY  HEALTH  CARE  FOR  THE 
AMBULATORY  FEMALE  PATIENT 

FEE:  $50.  includes  tuition,  covers  cost  of  luncheon,  and 

other  amenities  involved  in  program. 

* Advanced  registration  is  recommended. 

CREDIT:  AMA  Cat.  1 (7  hrs)  & AAFP  7 hrs.  & 10  cognates 

by  the  American  College  of  Ob/Gyn. 

For  further  information  contact  Continuing  Medical  Education, 
School  of  Medicine  (SUNY),  2211  Main  Street,  Buffalo 
14214.  Tel:  716/831-5526. 


Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 

December  9 

CHROMOSOMES  IN  CLINICAL  PRACTICE 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Education  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo 
14263.  Tel:  716/845-5944. 


ROCHESTER 


December  2 

9:30  a m. -5:00  p.m. 

University  of  Rochester  School  of  Medicine  & 
Dentistry 

601  Elmwood  Avenue 


SYRACUSE 


Monthly  program  listing  for  SUNY — Upstate 
Medical  Center 

December  3-4 

Hotel  Syracuse 
Syracuse 

POSTGRADUATE  COURSE  IN 
OPHTHALMOLOGY 

FEE:  $50. 

December  9 

Holiday  Inn  East 
Exit  35  NYS  Thruway 
Syracuse 

MINOR  SURGICAL  PROCEDURES  IN 
PRIMARY  CARE  PRACTICE 

FEE:  $35. 

For  further  information  contact  Office  of  Graduate  and 
Continuing  Education,  SUNY,  Upstate  Medical  Center,  750 
East  Adams  Street,  Syracuse  13210.  Tel:  315/473-4607. 


OUT-OF-STATE 


LEXINGTON,  KENTUCKY 


December  17-18 

University  of  Kentucky 
Lexington,  Kentucky 

GASTROINTESTINAL  WORKSHOP  FOR 
THE  PRACTICING  PHYSICIAN 

FEE:  $80. 

For  further  information  contact  Frank  R.  Lemon,  M.D., 
Continuing  Education,  College  of  Medicine,  University  of 
Kentucky,  Lexington,  Kentucky  40506. 


ANN  ARBOR,  MICHIGAN 


December  1 / 3 

The  University  of  Michigan  Medical  Center 

The  Towsley  Center  for  Continuing  Medical  Education 
Ann  Arbor,  Michigan 

December  1 
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CARDIOLOGY  FOR  FAMILY  PHYSICIANS 


December  3 

BASIC  BURN  CARE 

For  further  information  contact  Office  of  Continuing 
Education,  University  of  Michigan  Medical  School,  Towsley 
Center,  Ann  Arbor,  Michigan  48109. 


UNION,  NEW  JERSEY 


December  11 

8:30  a m.- 1:30  p.m. 

New  Jersey  Medical  Women's  Association 
American  Medical  Women's  Association 
2424  Morris  Avenue 

MIDLIFE  CRISES  AND  THE  MENOPAUSE 

For  further  information  contact  Marie  R.  Badaracco,  M.D., 
310  Highland  Avenue,  Upper  Montclair,  New  Jersey  07043. 
Tel:  201/687-8780. 


ST.  THOMAS,  VIRGIN  ISLANDS 


December  7- 10 

Long  Island  Jewish-Hillside  Medical  Center  & 
State  U.  of  NY  (Stony  Brook) 

Frenchman's  Reef 

St.  Thomas,  U.S.  Virgin  Island 

CLINICAL  CONCEPTS  IN  PEDIATRICS 

For  further  information  contact  Philip  Lanzkowsky,  M.D., 
Chairman  of  Pediatrics.  Long  Island  Jewish-Hillside* Medical 
Center,  New  Hyde  Park,  11040.  Registration  limited. 


ATTENTION,  ANYONE  WISHING  TO  SUBMIT 
AN  ANNOUNCEMENT  FOR  “WHAT  GOES 
ON  IN  CONTINUING  MEDICAL 
EDUCATION”  ALL  CONTINUING  MEDICAL 
EDUCATION  ANNOUNCEMENTS  MUST  BE 
RECEIVED  THE  FIRST  OF  THE  MONTH, 
TWO  MONTHS  PRIOR  TO  THE  DATE  OF 
THE  EVENT. 


DO  YOU  WANT  TO  SUBSCRIBE  TO  WHAT  GOES  ON  IN  CONTINUING  MEDICAL 
EDUCATION? 


TO:  Subscribers  to  "What  Goes  On  In  Medicine'' 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 


' WHAT  GOES  ON'' 
SUBSCRIPTION  ORDER  BLANK 

RATES.  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name 

Address  

City,  State 

(zip) 
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ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians'  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 
253-3388 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  Allergist  and  ENT 
physician.  Contact  Julian  Kirchick,  M D , 3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208.  Tel: 
716/886-4400,  ext.  447. 

NEW  HARTFORD,  N Y.  Oneida  County  needs  an  Anesthesiologist. 
For  further  information  contact  Irving  Cramer,  M.D.,  St.  Luke's 
Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 

DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks.  Director,  Physicians' 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke's  Hospital  Center,  Box  479  Champlin  Rd„ 
Utica,  13502. 

ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  ENT  physician  and 
Allergist.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

FAMILY  PHYSICIAN 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX.  N.Y.,  needs  a Family  Physician,  Internist,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs.  William  R.  Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830. 
Tel:  607/936-9971. 

FREEPORT,  N.Y.,  Nassau  County  needs  a Family  Physician. 
Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 

HAMILTON,  N.Y..  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family 
Health  Center,  150  Broad  Street,  Hamilton,  13346.  Tel: 
315/824-0850. 


HERKIMER.  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
&oup.  P C..  20  Elm  Street,  Hornell,  1 4843  Tel:  607/324- 1571. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc.,  Hunter, 
12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician. 

Contact  George  F.  Einters,  M.D.,  143  Green  Street,  Kingston, 
12401.  Tel:  914/338-4034. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W.  New  York,  10025.  Tel:  212/222-4763. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a Family  Physician  and 
Ob/Gyn.  Contact  Joseph  Lomicky,  Adm.,  Patchogue 
Medical  Group,  One  East  Roe  Boulevard,  Patchogue,  1 1772. 
Tel:  516/475-3900. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Philmont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel.  315/754-6227 
days,  315/754-6663  evenings. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 

WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr.  Robert 
Arnold,  Willsboro,  12996. 

GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

ORTHOPEDIC  SURGEON 

COMMACK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Surgeon. 
Contact  Stuart  B.  Polisner,  M.D.,  F.A.C.S.,  160  Commack  Road, 
Commack,  11725.  Tel:  516/543-6677. 
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MASSENA,  N.Y..  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm.,  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 

MEDINA,  N Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

WAVERLY,  N.Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F.  Ryan,  M.D.,  Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

INTERNISTS 

BRONX,  N Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.  needs  an  Internist,  Family  Physician,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass’t  Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 
Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wa>ne  County  needs  an  Internist.  Contact  W. 

L.  Fredricksen,  Admin.,  Newark  Medical  Center,  Newark 
14513.  Tel:  315/331-3310. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  For  further  infor- 
mation contact  Miss  B.  J Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D., 

P.C.,  215  Summit  Street,  Batavia  14020.  Tel:  716/343- 
6076. 

HEMPSTEAD,  N Y.,  Nassau  County  needs  an  Ob/Gyn  physician. 
Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Building, 
Hempstead  11550.  Tel:  516/538-4531/2 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 


Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms. 

Anne  Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  York 
10010.  Tel:  212/254-0700. 

PATCHOGUE,  N.Y.,  Suffolk  County  needs  a OB/Gyn  and  Family 
Physician.  Contact  Joseph  Lomicky,  Adm.,  Patchogue 
Medical  Group,  One  East  Roe  Boulevard,  Patchogue,  11772. 
Tel:  516/475-3900. 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  phy- 
sician. Contact  Dr.  Erwin  T.  Michaelson  or  Dr.  Donald  S.  Cohen, 
165  N.  Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/ 

766-5851. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

PATHOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Pathologist.  Contact 
Sanford  M.  Farrer,  M.D.,  Brooklyn  Hospital,  121  DeKalb 
Avenue,  Brooklyn,  11201. 

PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue. 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Family  Physician,  Internist. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BROOKLYN,  N.Y.,  Kings  County  needs  a Pediatrician.  Contact 
Dr.  Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn.  Tel: 
212/331-8400. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  a Pediatrician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClella  Hospital, 
Cambridge,  12816.  Tel:  518/677-261 1,  ext.  261. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr.  Pegalis,  54  Main  Street, 
Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538-4531/ 
4532. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  Delaware  County  needs  a Pediatrician. 

Contact  Joseph  Kehoe,  Adm.,  Margaretville  Memorial 
Hospital,  Margaretville,  12455.  Tel:  914/586-2631. 

MIDDLETOWN,  N.Y.,  Orange  County  needs  a Pediatrician. 

Contact  D.  Zylberman,  M.D.,  10  Benton  Avenue,  Middletown, 
10940. 

MIDDLE  VILLAGE,  N.Y.,  Queens  County  needs  a Pediatrician. 
Contact  Dr.  R.  Bell,  75-26  Furmanville  Avenue,  Middle 
Village  11379.  Tel:  212/326-0100. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 

YONKERS,  N.Y.,  Westchester  County  needs  a pediatrician.  Contact 
Dr.  L.  Kauffman,  Lewis  Rd.,  Irvington,  10533. 

PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph  D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 


Name Date 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth  

Citizenship  Status Marital  Status 

Medical  School Year  Graduated 

Intcrnship_ 

Hospitals 

Residency 

Hospitals 

Specia  lty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held?. 

Eligible Certified 

Do  you  have  a New  York  State  License? Date  of  Certificate 

Military  Status 

Professional  Organization  Memberships 

Arc  you  in  practice  at  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Industrie  1 Group Institutional 

Other 

Date  you  will  be  available  for  practice  Former  locations  in  which  you  have 

practiced 

(Give  daces) 


Dates 


Dates 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date_ 

Name  of  Town County State 


Population Population  of  area  served  by  physician ___ 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? ___ 

When  will  position  be  available? __ 

Flease  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary? 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?^ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes  No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly^ 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 
physician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 
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HELP 
STOP  THE 
TEARS 

of  colic,  diarrhea 
or  similar  malady 

USE  LOMA  LINDA’S 
i-SOYALAC 

i-Soyalac  and  regular  Soyalac  are 
palatable,  readily  digestible  and 
assimilated.  It  simulates  human  milk  in 
appearance,  taste  and  texture.  It  is 
complete  with  vitamins  and  minerals. 

It  is  suitable  for  all  infants  and  children. 
Soyalac  is  especially  recommended  by 
physicians  for  children  who  are  sensi- 
tive to  or  cannot  tolerate  cow’s  milk. 

For  nearly  a quarter  of  a century, 
Soyalac  has  proven  its  value  in  pro- 
moting growth  and  development -as 
shown  by  extensive  clinical  data. 

Available  without  carrageenan  in: 
SOYALAC  Liquid  Concentrate, 
SOYALAC  Powder  and  i-SOYALAC 
Liquid  Concentrate. 


ow  in  32  oz.  size.  Ready-to-Serve 


City 

State Zip 

Or  a simple  note  on  your  prescription  form  will  do. 


Send  to:  Loma  Linda  Foods 

Medical  Products  Division  nyjm-12 

Riverside,  Calif.  92505 

Please  send  me  free  sample  and  literature. 


i-SOYALAC  contains  no  corn  products. 
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consider  the  effect  on 
coexisting  diabetes  when 
you  prescribe  a vasodilator 


(POSTERIOR  VIEW  OF  PANCREAS) 


no  interference  in  the  management  of  the 
diabetic  patient  has  been  reported  with 

VASODILAN 

(ISOXSUFRINEHCI) 

TABLETS,  20  mg. 

the  compatible  vasodilator 


MeadJiliTwn 

© 1976  MEAD  JOHNSON  4 COMPANY  . EVANSVILLE,  INDIANA  47721  U.S.A.  MJL-54117 


’Indications:  Based  on  a review  of  this  drug  by  the  National  Academy 
of  Sciences-National  Research  Council  and/or  other  information,  the 
FDA  has  classified  the  indicat  ons  as  follows: 

Possibly  Effective: 

1.  For  the  relief  of  symptoms  associated  with  cerebral  vascular 
insufficiency. 

2.  In  peripheral  vascular  disease  of  arteriosclerosis  obliterans, 
thromboangiitis  obliterans  (Buerger's  Disease)  and  Raynaud’s  disease. 

3.  Threatened  abortion. 

Final  classification  of  the  less-than-effective  indications  requires 
further  investigation. 


Composition:  Vasodiian  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg. 
Dosage  and  Administration:  10  to  20  mg.  three  or  four  times  daily. 
Contraindications  and  Cautions:  There  are  no  known  contraindications  to 
oral  use  when  administered  in  recommenoed  doses.  Should  not  be  given 
immediately  postpartum  or  in  the  presence  of  arterial  bleeding. 

Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has 
been  associated  in  time  with  the  occurrence  of  severe  rash.  When  rash 
appears,  the  drug  should  be  discontinued.  Occasional  overdosage  effects 
such  as  transient  palpitation  or  dizziness  are  usually  controlled 
by  reducing  the  dose. 

Supplied:  Tablets,  10  mg. -bottles  of  100,  1000,  5000  and  Unit  Dose; 

20  mg.— bottles  of  100,  500, 1000,  5000  and  Unit  Dose. 
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Pain:  a call  t 


□ rapid  acting 

□ effective,  reliable  oral  analgesia 

in  moderate  to  moderately  severe  pain 


Percodan 


□ oxycodone,  the  principal  ingredient 
of  Percodan®  is  one  of  the  more  readily 
absorbed  oral  narcotic  analgesics 


Each  yellow,  scored  tablet  contains  4.50  mg.  oxycodone  HCI  (Warning: 
May  be  habit  forming).  0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit  forming),  224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


□ 


one  tablet  q. 6 h* 


*See  dosage  and  administration  section  of  Brief  Summary 


Whenever  an  APC/narcotic  is  indicated 


DESCRIPTION  Each  yellow  scored  tablet  contains  4 50  mg  oxy- 
codone HCI  (Warning  May  be  habit  forming).  0 38  mg  oxyco- 
done terephthalate  (Warning  May  be  habit  forming).  224  mg 
aspirin.  160  mg  phenacetin  and  32  mg  caffeine 
INDICATIONS  For  the  relief  of  moderate  to  moderately  severe  pain 
CONTRAINDICATIONS  Hypersensitivity  to  oxycodone,  aspirin 
phenacetin  or  caffeine 

WARNINGS  Drug  Dependence  Oxycodone  can  produce  drug 
dependence  of  the  morphine  type  and.  therefore,  has  the  potential 
for  being  abused  Psychic  dependence  physical  dependence  and 
tolerance  may  develop  upon  repeated  administration  of 
PERCODAN" , and  it  should  be  prescribed  and  administered  with 
the  same  degree  of  caution  appropriate  to  the  use  of  other  oral 
narcotic-containing  medications  Like  other  narcotic-containing 
medications.  PERCODAN-  is  subject  to  the  Federal  Controlled 
Substances  Act 

Usage  in  ambulatory  patients  Oxycodone  may  impair  the  mental 
and  or  physical  abilities  required  for  the  performance  of  potentially 
hazardous  tasks  such  as  driving  a car  or  operating  machinery  The 
patient  using  PERCODAN  - should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system  depressants 
Patients  receiving  other  narcotic  analgesics,  general  anesthetics, 
phenothiazines.  other  tranquilizers,  sedative-hypnotics  or  other 
CNS  depressants  (including  alcohol)  concomitantly  with 
PERCODAN-  may  exhibit  an  additive  CNS  depression.  When  such 
combined  therapy  is  contemplated , the  dose  of  one  or  both  agents 
should  be  reduced 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not  been  estab- 
lished relative  to  possible  adverse  effects  on  fetal  development 
Therefore  PERCODAN-  should  not  be  used  in  pregnant  women 
unless,  m the  iudgment  of  the  physician,  the  potential  benefits 
outweigh  the  possible  hazards 

Usage  in  children  PERCODAN'  should  not  be  administered  to 
children  PERCODAN- -Demi,  containing  half  the  amount  of  oxy- 
codone can  be  considered.  (See  product  prescribing  information 
for  PERCODAN --Demi  ) 

Salicylates  should  be  used  with  caution  in  the  presence  of  peptic 
ulcer  or  coagulation  abnormalities 


PRECAUTIONS  Head  injury  and  increased  intracranial  pressure 

The  respiratory  depressant  effects  of  narcotics  and  their  capacity 
to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exagger- 
ated in  the  presence  of  head  injury  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure  Furthermore,  nar- 
cotics produce  adverse  reactions  which  may  obscure  the  clinical 
course  of  patients  with  head  injuries 

Acute  abdominal  conditions  The  administration  of  PERCODAN' 
or  other  narcotics  may  obscure  the  diagnosis  or  clinical  course  in 
patients  with  acute  abdominal  conditions 
Special  risk  patients  PERCODAN-  should  be  given  with  caution 
to  certain  patients  such  as  the  elderly  or  debilitated,  and  those 
with  severe  impairment  of  hepatic  or  renal  function,  hypothyroid- 
ism. Addison  s disease,  and  prostatic  hypertrophy  or  urethral 
stricture. 

Phenacetin  has  been  reported  to  damage  the  kidneys  when  taken 
in  excessive  amounts  for  a long  time 

ADVERSE  REACTIONS  The  most  frequently  observed  adverse 
reactions  include  light-headedness,  dizziness,  sedation,  nausea 
and  vomiting.  These  effects  seem  to  be  more  prominent  in  ambu- 
latory than  in  nonambulatory  patients  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria,  constipation 
and  pruri'us 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be  adiusted 
according  to  the  severity  of  the  pain  and  the  response  of  the 
patient  It  may  be  occasionally  necessary  to  exceed  the  usual  dos- 
age recommended  below  in  cases  of  more  severe  pain  or  in  those 
patients  who  have  become  tolerant  to  the  analgesic  effect  of  nar- 
cotics. PERCODAN-  is  given  orally.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERCODAN-  may  be  additive  with  that  of  other  CNS  depressants 
See  WARNINGS 

Aspirin  may  enhance  the  effect  of  anticoagulants  and  inhibit  the 
uricosuric  effect  of  uricosuric  agents. 

MANAGEMENT  OF  OVERDOSAGE  Signs  and  Symptoms  Serious 
overdose  with  PERCODAN-  is  characterized  by  respiratory 


depression  (a  decrease  in  respiratory  rate  and/or  tidal  volume, 
Cheyne-Stokes  respiration,  cyanosis)  extreme  somnolence  pro- 
gressing to  stupor  or  coma,  skeletal  muscle  flaccidity.  cold  and 
clammy  skin,  and  sometimes  bradycardia  and  hypotension  In 
severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest  and 
death  may  occur  The  ingestion  of  very  large  amounts  of 
PERCODAN-  may.  in  addition,  result  in  acute  salicylate  intoxica- 
tion 

Treatment  Primary  attention  should  be  given  to  the  re-establish- 
ment oi  adequate  respiratory  exchange  through  provision  of  a pat- 
ent airway  and  the  institution  of  assisted  or  controlled  ventilation. 
The  narcotic  antagonists  naloxone,  nalorphine  or  levallorphan  are 
specific  antidotes  against  respiratory  depression  whicn  may  result 
from  overdosage  or  unusual  sensitivity  to  narcotics,  including 
oxycodone  Therefore,  an  appropriate  dose  o<  one  o*  these  antag- 
onists should  be  administered,  preferably  by  the  intravenous 
route,  simultaneously  with  efforts  at  respiratory  resuscitation 
Since  the  duration  of  action  of  oxycodone  may  exceed  that  of  *he 
antagonist,  the  patient  should  be  kept  under  continued  sur- 
veillance and  repeated  doses  of  the  antagonist  should  be  adminis- 
tered as  needed  to  maintain  adequate  respiration 
An  antagonist  should  not  be  administered  in  the  absence  of 
clinically  significant  respiratory  or  cardiovascular  depression 
Oxygen,  intravenous  fluids,  vasopressors  and  other  supportive 
measures  should  be  employed  as  indicated 
Gastric  emptying  may  be  useful  in  removing  unabsorbed  drug. 

DEA  Order  Form  Required 

PERCODAN8  is  a registered  trademark  of  Endo.  Inc 
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Physicians’  Placement  Opportunities 

FRONT  COVER:  Benjamin  Rush,  M.D.,  was  born  at  Byberry,  Pennsylvania,  was  graduated 
from  Princeton  at  age  fifteen,  and  from  Edinburgh  in  medicine  in  1768.  He  practiced  in  Phil- 
adelphia. 

In  Virginia  a constitutional  society  was  founded  to  study  government  scientifically.  In  medicine 
the  foremost  proponent  of  the  scientific  method  was  the  many-faceted  friend  of  Adams  and 
Jefferson,  Benjamin  Rush.  A physician,  teacher,  and  social  reformer  in  one,  he  has  been  called 
the  Father  of  American  Medicine.  As  professor  of  the  theory  and  practice  of  medicine  at  the 
University  of  Pennsylvania,  he  occupied  the  first  chair  of  its  kind  in  America,  wrote  the  earliest 
medical  books,  and  was  also  the  first  professor  of  chemistry  in  the  colonies.  Generations  ahead 
of  his  day  in  diagnosing  disease,  he  also  pioneered  in  the  science  of  sanitation,  in  the  purification 
of  water,  and  in  investigating  the  effects  of  tobacco  and  alcohol. 

Benjamin  Rush,  M.D.,  was  a patriot.  He  was  Surgeon  General  of  the  Continental  Army  and 
was  one  of  the  signers  of  the  Declaration  of  Independence,  July  4,  1776. 

THE  ARTIST:  “Bicentennial  with  Portrait  of  Benjamin  Rush,  M.D.,”  by  Sevim  Eker 

Khouri-Haddad,  M.D.,  University  of  Istanbul,  1954;  Diploma  in  psychiatry  McGill  University, 
1967;  attending  psychiatrist,  Montefiore  Hospital  and  Medical  Center;  assistant  clinical  pro- 
fessor, Albert  Einstein  College  of  Medicine.  Portrait  of  Dr.  Benjamin  Rush  after  paintings  by 
Thomas  Sully  and  William  Haines. 
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* SOLID  LINE:  Vitamin  C blood  levels  obtained  with 
\ sustained-medication  capsules  (CEVI-BID). 

\ BROKEN  LINE:  Vitamin  C blood  levels  obtained  with  tablets. 
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Comparison  of  ascorbic  acid  blood  levels  after 
administration  of  1 gram  of  ascorbic  acid  in 
effervescent  tablet  form  and  1 gram  of 
CEVI-BID  (2  capsules).  * Adaptation 
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Pioneers  in  Geriatric  Research 


'•  Riccitelli,  M.  L.:  Vitamin  C Therapy  in  Geriatric  Practice, 
J.  Amer.  Geriatrics  Soc.  20:  34,  1972. 
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Here  and  There 

Appointed:  Frank  Edward  Stinchfield,  M.D.,  F.A.C.S., 
outgoing  chairman,  American  College  of  Surgeons’  Board 
of  Regents,  has  been  named  ACS  president-elect.  He  will 
be  installed  as  president  in  October,  1977,  at  the  clinical 
congress  in  Dallas  . . . Mr.  Harry  E.  Willsey  has  been  ap- 
pointed to  the  position  of  National  Executive  Director  of 
the  Allergy  Foundation  of  America. 

Awarded:  Baruch  S.  Blumberg,  M.D.,  Ph.D.,  was  awarded 
the  Nobel  Prize  in  medicine.  The  MSSNY  is  proud  to  note 
that  in  1969  Dr.  Blumberg  was  given  the  Albion  0.  Bern- 
stein, M.D.  Award  by  the  Medical  Society  of  the  State  of 
New  York  at  its  annual  convention,  for  his  discovery  of 
Australia  antigen  and  its  relationship  to  hepatitis  with 
man’s  varying  response  to  this  agent  . . . Peter  Clifford, 
M.D.,  M.Ch.,  F.R.C.S.,  received  the  1976  Katharine  Berkan 
Judd  Award  which  is  presented  by  Memorial  Hospital’s 
Board  of  Managers  for  major  advances  toward  the  dis- 
covery of  a cure  for  cancer  . . . Jerome  M.  Schneck,  M.D., 
received  the  C.  B.  Farrar  Award  for  the  History  of  Psy- 
chiatry, 1976,  at  a meeting  of  the  Canadian  Psychiatric 
Association  awarded  by  the  Clarke  Institute  of  Psychiatry 
of  Toronto  . . . Philip  Strax,  M.D.,  received  the  “Annual 
National  Divisional  Award”  from  the  American  Cancer 
Society  for  “distinguished  service  to  the  cause  of  cancer 
control.” 

Material  for  inclusion  in  the  medical  news  section  must  be  re- 
ceived eight  weeks  prior  to  publication  date. 

Continuing  education  endorsed  as 
physician  reregistration  requirement 

More  than  two  thirds  of  physicians  surveyed  by  the 
American  Medical  Association  say  they  favor  a continuing 
medical  education  requirement  as  a prerequisite  to  rereg- 
istering their  licenses. 

The  poll  is  reported  in  the  April  26  issue  of  the  Impact 
section  of  American  Medical  News,  a weekly  newspaper 
for  physicians  published  by  the  American  Medical  Asso- 
ciation. 

“The  endorsement  by  a large  proportion  of  American 
physicians  of  the  continuing  education  concept  as  a crite- 
rion for  licensing  privileges  has  particular  significance  in 
light  of  the  attention  focused  today  on  the  issue  of  physi- 
cian competence,”  the  AMA  said. 

Physician  opinion  on  who  should  assure  compliance  with 
the  continuing  education  requirement  was  divided.  State 
medical  associations  were  preferred  by  almost  30  per  cent. 
Others  suggested  medical  specialty  organizations,  state 
medical  examining  boards,  and  the  American  Medical 
Association. 

Almost  three  fourths  of  the  physicians  surveyed  said 
they  agreed  with  the  suggested  national  baseline  of  one 
hundred  fifty  hours  of  continuing  education  every  three 
years,  as  used  by  the  AMA  Physicians  Recognition 
Award. 
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The  one 

the  patient  takes 


never  tested. 


Surprising,  perhaps,  but  it  makes  sense  when  you  think  about  it. 

Obviously,  the  actual  dose  of  any  prescription  drug  the  patient  takes 
cannot  be  tested  because  it  would  have  to  be  broken  down  for 
analysis  — after  which  it  could  never  be  used  by  a patient. 

This  means  that  you  depend  on  the  manufacturer  for  assur- 
ance that  the  dose  the  patient  takes  is  identical  to  the  ones 
which  have  been  tested. 

At  each  step  in  the  manufacture  of  a Lilly  drug, 
test  after  test  confirms  the  ingredients,  formulation, 
purity,  and  accuracy  — all  the 
critical  factors  that  assure  that 
every  Lilly  medicine  is  just  what 
you  ordered. 

That’s  particularly  impor- 
tant, as  you  know.  The  same 
drug  made  by  different  com- 
panies can  be  chemically  iden- 
tical yet  may  act  differently  in 
the  human  body  because  of 
the  many  variables  in  the  way  the 
drugs  are  manufactured. 

And,  of  course,  government 
standards  alone  do  not  assure 
the  efficacy  and  consistency  — the 
quality  of  each  drug  you  prescribe. 

As  we  at  Eli  Lilly  and  Company 
see  it,  the  ultimate  responsibility  for 
quality  is  ours. 

For  four  generations  we’ve  been  making 
medicines  as  if  people’s  lives  depended  on  them. 


SSify 


ELI  LILLY  AND  COMPANY  INDIANAPOLIS,  INDIANA  46206 
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Editorials 


Use  the  new  physicians  committee  for  the  sick  physician 


Recently  a young  physician  died.  After  many 
years  of  preparation,  with  a promising  career  ahead, 
well  respected  by  his  peers,  he  took  his  own  life.  The 
suicide  was  a loss  to  his  bereaved  wife  and  children 
but  also  a loss  to  his  community  and  to  his  pa- 
tients. 

Could  it  have  been  avoided?  Could  his  friends 
and  associates  have  saved  him  from  himself?  Per- 
haps. Perhaps,  if  more  of  us  were  aware  of  the 
Physicians  Committee  and  how  simple  it  is  for  all  to 
avail  themselves  of  appropriate  skills  and  empathic 
professional  help  when  our  colleagues  are  sick  or 
beset  by  problems  that  overwhelm  them,  this  tragedy 
might  have  been  avoided. 

Physicians  for  centuries,  by  their  oath  and  by 
tradition,  have  accepted  the  responsibility  for  the 
care  of  their  colleagues  who  become  ill.  The  Division 
of  Scientific  Activities  through  the  Physicians 
Committee  of  MSSNY  has  a specific  program  for 
assisting  sick  or  disabled  physicians.  This  program 
has  two  completely  separate  approaches.  One  is 
noncoersive  and  is  already  operative.  All  that  is 
necessary  is  to  call  the  hot  line  “red  phone”  for  im- 
mediate action.  The  telephone  number  (516)  488- 
6111.  The  very  essence  of  the  entire  program  is  the 
strict  confidentiality  and  complete  privacy  of  all 
steps  taken.  All  that  is  necessary  when  any  physi- 
cian sees  a colleague  who  is  distraught  and  depressed, 
and  who  in  his  own  estimation  needs  some  help,  is  to 
call  this  phone  and  a carefully  evolved  sequence  of 
events  will  be  initiated  which  will  insure,  absolutely, 
private  psychiatric  care  and  control  of  the  physician 


Immoral  strikes 

It  became  evident  immediately  after  the  beginning 
of  the  Industrial  Revolution  that  in  order  to  counter 
abuses  by  employers;  workers  had  to  join  forces,  form 
unions  and  use  the  strike  as  the  ultimate  bargaining 
weapon.  It  served  its  purpose  and  produced  a gen- 
eral improvement  in  reimbursement  for  work  done 
and  in  working  conditions.  Strikes  always  cause 
losses  in  material  things  and  occasionally  result  in 
personal  injury.  Rarely  do  they  jeopardize  directly 
the  health  and  life  of  many  human  beings  or  the 
community  as  a whole.  The  bargaining  process 
usually  concerns  work  hours,  fringe  benefits,  and 
money.  Recently  however,  some  strikes  seemed 


on  a voluntary  basis  for  the  physician,  without 
delay. 

The  other  approach  is  the  coersive  one  and  is  not 
really  readily  applicable  to  the  instance  at  hand,  that 
is,  the  suicidal  physician.  The  above  sequence  and 
procedure  is  also  applicable  for  those  illnesses  which 
might  ultimately  involve  loss  or  limited  freedom  to 
practice  medicine.  Such  problems,  too,  can  be 
handled  by  the  noncoersive  rqethod  with  the  coop- 
eration of  the  reporting  and  the  sick  physician. 
However,  for  the  physician  otherwise  mentally  ill, 
alcoholic  or  drug-addicted,  after  the  noncoersive 
approach  has  been  exhausted,  a controlled  means 
of  application  of  the  coersive  method,  in  a step-like 
sequence,  assures  a graded  application  of  measures 
to  protect  and  bring  help  to  the  physician.  Only 
when  the  welfare  of  the  patient  is  at  issue  will  the 
final  step-like  sequences  involving  the  Board  of 
Professional  Medical  Conduct  of  the  New  York  State 
Department  of  Health  be  indicated.  Here,  too,  all 
noncoersive  efforts  will  be  tried  initially. 

The  coersive  method  quite  obviously  will  not  apply 
to  the  suicidal  physician.  In  all  such  instances  the 
task  for  the  reporting  physician  is  simple  and  safe. 
For  those  interested  a pamphlet  is  available.*  Call 
the  hot  line  to  initiate  proper  qualified  intervention 
with  no  punitive  aspect  whatsoever.  (516)  488- 
6111. 

A.A.A. 

‘Physicians’  Committee:  Special  report,  New  York  State  J. 
Med.  75:  420  (Feb.)  1975. 


unjustified  and  unreasonable  and  often  destroyed  the 
very  industry  that  created  employment  for  the  par- 
ticipants. 

In  my  opinion  it  is  difficult  to  rationalize  strikes 
by  professionals  or  those  supplying  services  which  are 
essential  for  health  and  life.  I believe  that  it  is  im- 
moral for  hospital  employees  and  nurses  to  strike  in 
order  to  achieve  an  advantage,  no  matter  how  just  the 
cause  seems.  It  is  even  worse  when  physicians 
strike. 

Unlike  the  majority  of  industrial  confrontations, 
strikes  by  health  professionals  involve  an  innocent 
third  party,  the  sick.  These  unfortunate  and  inno- 
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cent  pawns  are  never  represented  at  the  negotiating 
table.  Two  empty  chairs,  one  for  disease  and  the 
other  for  death  should  be  placed  at  each  table  as  a 
constant  reminder  in  all  such  disputes.  Perhaps, 
submission  of  disputes  to  binding  arbitration  may  be 
the  answer  to  these  special  problems. 

Obviously,  if  we  professionals  adopt  the  no  strike 
posture,  it  makes  us  vulnerable  and  virtually  helpless 
if  the  opposition  is  without  conscience  and  devoid  of 
humanism.  One  would  hope  that  all  negotiators 
would  be  reasonable  men  and  women,  ready  to  listen 
to  each  other  and  to  arrive  at  fair  compromises. 
Alas!  that  is  rarely  the  case  and  physicians  who  are 
sworn  and  dedicated  to  the  care  of  the  sick  are  easy 
targets  and  are  most  likely  to  be  abused.  However, 
this  is  only  one  of  the  many  sacrifices  that  we  in  this 
glorious  profession  assume  when  we  enter  it.  Pro- 
strike arguments  include  claims  that  the  ultimate 
victory  benefits  our  patients  and  “true  emergencies” 
will  be  cared  for.  Neither  can  stand  close  scrutiny, 
particularly  the  latter,  because  the  definition  of  a 


“true”  emergency  is  not  an  exact  one.  Most  are  ob- 
vious but  many  are  not.  Who  can  foresee  that  a 
simple  headache  may  mark  the  onset  of  a fatal 
meningitis  or  hemorrhage,  and  that  the  apparently 
innocuous  chest  pain  may  be  signaling  an  impending 
heart  attack.  Strikes  by  physicians  endanger  lives, 
and  those  of  long  duration  cause  deaths. 

Physicians  enjoy  unusual  privileges  with  access  to 
the  most  sacred  of  rights  and  privacy  and  control  over 
life  and  death.  We  can  not,  therefore,  employ  the 
same  methods  used  by  workers  to  achieve  for  our- 
selves improved  working  conditions,  shorter  hours, 
more  vacations,  and  more  money.  Strikes,  per  se, 
will  never,  in  my  opinion,  reduce  our  malpractice 
premiums.  As  unfair  as  it  may  seem,  we  must  con- 
tinue to  work  harder,  for  longer  hours,  with  less  time 
off  and  reduce  our  liability  insurance  costs  by  scru- 
pulously striving  to  avoid  and  prevent  real  and  fan- 
cied injuries  as  causes  of  patient  dissatisfaction. 

JULIUS  E.  STOLFI,  M.D.,  F.A.C.P. 

Associate  Editor 


Grateful  acknowledgment  to  staff  of  Journal 


The  administrative  and  other  members  of  the  staff 
of  the  Medical  Society  of  the  State  of  New  York  join 
your  editors  in  wishing  to  express  most  grateful  ap- 
preciation to  the  staff  of  the  New  York  State  Journal 
of  Medicine  for  the  extraordinary  efforts  expended 
in  the  preparation  of  the  Bicentennial  issue.  The 
Journal  has  received  a large  number  of  letters  of 
praise  and  appreciation.  We  are  very  thankful  to  the 
membership  and  the  outside  organizations  for  noting 


the  endeavors  of  the  staff  and  finding  them  so  com- 
mendable and  worthwhile. 

Elizabeth  Smith,  our  managing  editor,  and  all 
other  members  of  the  staff  should  derive  great  sat- 
isfaction from  the  attention  their  efforts  have  re- 
ceived. 

To  Robert  Miller  we  owe  special  gratitude  for  se- 
lecting and  preparing  the  strikingly  beautiful  covers 
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orrection 

We  are  informed  that  in  the  article  “Jewish  Contribu- 
tions to  Medicine  in  the  United  States,”  by  Fred  Rosner, 
M.D.,  in  the  August,  1976,  Journal,  page  1327,  there  is  an 
error  of  fact:  the  largest  hospital  in  the  United  States 
observing  kashrut  is  to  Beth  Israel  Hospital  in  New  York 
City. 
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Unsurpassed  effectiveness 
among  tricyclics  in  relieving 
symptoms  of  depression.  ' 


Before  prescribing  Tofranil-PM,  please  review 
the  prescribing  information  summarized  on 
the  back  of  this  page. 
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Tofranil-PM* 

imipramine  pamoate 

As  symptoms  are  relieved,  mood 
and  motivation  may  be  markedly 
improved. 

Patients  are  usually  alert  and 
capable  of  functioning  at  more 
normal  levels  of  behavior. 

Good  results  are  usually  seen  at 
the  starting  dose  of  one  75-mg 
capsule  h.s. 


For  many  patients,  dosage  can  be 
safely  increased  to  150  mg  daily. 

As  with  all  tricyclics,  sedation 
may  occur;  please  caution  patients 
against  driving  or  operating 
dangerous  machinery. 

Before  prescribing  Tofranil-PM, 
please  review  the  prescribing 
information  summarized  below. 


w 

75  mg 


100  mg 


w 

125  mg 


Each  capsule  contains  imipramine  pamoate 
equivalent  to  75,  100,  125  or  150  mg  of 
imipramine  hydrochloride. 


150  mg 


Tofranil-PM* 

brand  of  imipramine  pamoate 


Indications:  For  the  relief  of  symptoms  of  depression 
Endogenous  depression  is  more  likely  fo  be  alleviated 
than  other  depressive  states 

Contraindications:  The  concomitant  use  of  monoamine 
oxidase  inhibiting  compounds  is  contraindicated.  Hyper- 
pyretic  crises  or  severe  convulsive  seizures  may  occur  in 
patients  receiving  such  combinations.  The  potentiation  of 
adverse  effects  can  be  serious,  or  even  fatal  When  it  is 
desired  to  substitute  Tofranil-PM.  brand  of  imipramine 
pamoate,  in  patients  receiving  a monoamine  oxidase  in- 
hibitor. as  long  an  interval  should  elapse  as  the  clinical 
situation  will  allow,  with  a minimum  of  14  days.  Initial 
dosage  should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed  The  drug  is  contraindicated 
during  the  acute  recovery  period  after  a myocardial  infarc- 
tion Patients  with  a known  hypersensitivity  to  this  com- 
pound should  not  be  given  the  drug.  The  possibility  of 
cross-sensitivity  to  other  dibenzazepine  compounds 
should  be  kept  in  mind 

Warnings:  Usage  in  Pregnancy  Safe  use  of  imipramine 
during  pregnancy  and  lactation  has  not  been  established; 
therefore,  in  administering  the  drug  to  pregnant  patients, 
nursing  mothers,  or  women  of  childbearing  potential,  the 
potential  benefits  must  be  weighed  against  the  possible 
hazards.  Animal  reproduction  studies  have  yielded  incon- 
clusive results  There  have  been  clinical  reports  of  con- 
genital malformation  associated  with  the  use  of  this  drug, 
but  a causal  relationship  has  not  been  confirmed 
Extreme  caution  should  be  used  when  this  drug  is  given 
to 

—patients  with  cardiovascular  disease  because  of  the 
possibility  of  conduction  defects,  arrhythmias,  myocar- 
dial infarction,  strokes  and  tachycardia, 

— patients  with  increased  intraocular  pressure,  history  of 
urinary  retention,  or  history  of  narrow-angle  glaucoma 
because  of  the  drug's  anticholinergic  properties, 
—hyperthyroid  patients  or  those  on  thyroid  medication 
because  of  the  possibility  of  cardiovascular  toxicity; 

— patients  with  a history  of  seizure  disorder  because  this 
drug  has  been  shown  to  lower  the  seizure  threshold; 
—patients  receiving  guanethidine  or  similar  agents  since 
imipramine  may  block  the  pharmacologic  effects  of 
these  drugs 

Since  imipramine  may  impair  the  mental  and/or  physical 
abilities  required  for  fhe  performance  of  potentially 
hazardous  tasks  such  as  operating  an  automobile  or 
machinery,  the  patient  should  be  cautioned  accordingly. 
Usage  In  Children:  Tofranil-PM,  brand  of  imipramine 
pamoate,  should  not  be  used  in  children  of  any  age  be- 
cause of  the  increased  potential  for  acute  oxerdosage 
due  to  the  high  unit  potency  (75  mg.,  100  mg.,  125  mg 
and  150  mg  ) Each  capsule  contains  imipramine 
pamoate  equivalent  to  75  mg  , 100  mg  , 125  mg  or  150 
rug  imipramine  hydrochloride 

Precautions:  II  should  be  kept  in  mind  that  the  possibility 
■ in  ariously  depressed  patients  is  inherent  in 


the  illness  and  may  persist  until  significant  remission  oc- 
curs. Such  patients  should  be  carefully  supervised  during 
the  early  phase  of  treatment  wth  Tofranil-PM.  brand  of 
imipramine  pamoate,  and  may  require  hospitalization 
Prescriptions  should  be  written  for  the  smallest  amount 
feasible 

Hypomanic  or  manic  episodes  may  occur,  particularly  in 
patients  with  cyclic  disorders.  Such  reactions  may  neces- 
sitate discontinuation  of  the  drug.  If  needed,  Tofranil-PM, 
brand  of  imipramine  pamoate,  may  be  resumed  in  lower 
dosage  when  these  episodes  are  relieved  Administration 
of  a tranquilizer  may  be  useful  in  controlling  such 
episodes 

Prior  to  elective  surgery,  imipramine  should  be  discon- 
tinued for  as  long  as  fhe  clinical  situation  will  allow 
An  activation  of  the  psychosis  may  occasionally  be  ob- 
served in  schizophrenic  patients  and  may  require  reduc- 
tion of  dosage  and  the  addition  of  a phenothiazme 
In  occasional  susceptible  patients  or  in  those  receiving 
anticholinergic  drugs  (including  antiparkinsonism  agents) 
in  addition,  the  atropine-like  effects  may  become  more 
pronounced  (e  g , paralytic  ileus).  Close  supervision  and 
careful  adjustment  of  dosage  is  required  when  this  drug  is 
administered  concomitantly  with  anticholinergic  or  sym- 
pathomimetic drugs 

Avoid  the  use  of  preparations,  such  as  decongestants 
and  local  anesthetics,  which  contain  any  sympathomime- 
tic amine  (e  g.,  adrenalin,  noradrenalin),  since  it  has  been 
reported  that  tricyclic  antidepressants  can  potentiate  the 
effects  of  catecholamines 

Patients  should  be  warned  that  the  concomitant  use  of 
alcoholic  beverages  may  be  associated  with  exaggerated 
effects 

Both  elevation  and  lowering  of  blood  sugar  levels  have 
been  repoded. 

Concurrent  administration  of  imipramine  with  electroshock 
therapy  may  increase  the  hazards;  such  treatment  should 
be  limited  to  those  patients  for  whom  it  is  essential,  since 
there  is  limited  clinical  experience 
Adverse  Reactions:  Note  Although  the  listing  which  fol- 
lows includes  a few  adverse  reactions  which  have  not 
been  repoded  with  this  specific  drug,  the  pharmacological 
similarities  among  the  tricyclic  antidepressant  drugs  re- 
quire that  each  of  fhe  reactions  be  considered  when  imip- 
ramine is  administered 

Cardiovascular  Hypotension,  hypedension,  tachycardia, 
palpitation,  myocardial  infarction,  arrhythmias,  head  block, 
stroke,  falls 

Psychiatric  Confusional  states  (especially  in  the  elderly) 
with  hallucinations,  disorientation,  delusions,  anxiety, 
restlessness,  agitation;  insomnia  and  nightmares; 
hypomania;  exacerbation  of  psychosis. 

Neurological  Numbness,  tingling,  paresthesias  ol  ex- 
tremities; incoordination  ataxia,  tremors,  peripheral 
neuropathy,  extrapyramidal  symptoms,  seizures,  altera- 
tions in  EEG  patterns;  tinnitus 

Anticholinergic  Dry  mouth,  and.  rarely,  associated  sub- 
lingual adenitis;  blurred  vision,  disturbances  of  accommo- 
dation. mydriasis;  constipation,  paralytic  ileus,  urinary  re- 
tention, delayed  micturition,  dilation  of  the  urinary  tract 
Allergic  Skin  rash,  petechiae.  urticaria,  itching,  photosen- 


sitization  (avoid  excessive  exposure  to  sunlight);  edema 
(general  or  of  face  and  tongue);  drug  fever;  cross- 
sensitivity with  desipramme 

Hematologic:  Bone  marrow  depression  including  agran- 
ulocytosis, eosmophilia;  purpura,  thrombocytopenia 
Leukocyte  and  differential  counts  should  be  pedormed  in 
any  patient  who  develops  fever  and  sore  throat  during 
therapy;  the  drug  should  be  discontinued  if  there  is  evi- 
dence of  pathological  neutrophil  depression 
Gastrointestinal:  Nausea  and  vomiting,  anorexia,  epigas- 
tric distress,  diarrhea;  peculiar  taste,  stomatitis,  abdominal 
cramps,  black  tongue 

Endocrine  Gynecomastia  in  the  male;  breast  enlarge- 
ment and  galactorrhea  in  the  female;  increased  or  de- 
creased libido,  impotence;  testicular  swelling;  elevation  or 
depression  of  blood  sugar  levels. 

Other  Jaundice  (simulating  obstructive);  altered  liver 
function;  weight  gain  or  loss;  perspiration;  flushing;  uri- 
nary frequency;  drowsiness,  dizziness,  weakness  and 
fatigue;  headache;  parotid  swelling;  alopecia. 

Withdrawal  Symptoms  Though  not  indicative  of  addiction, 
abrupt  cessation  of  treatment  after  prolonged  therapy 
may  produce  nausea,  headache  and  malaise. 

Dosage  and  Administration:  In  adult  outpatients, 
therapy  should  be  initiated  on  a once-a-day  basis  with  75 
mg./day.  This  may  be  increased  to  150  mg. /day  which  is 
the  dose  level  which  usually  obtains  optimum  response.  If 
necessary,  dosage  may  be  increased  to  200  mg./day. 
Dosage  should  be  modified  as  necessary  by  clinical  re- 
sponse and  any  evidence  of  intolerance.  Daily  dosage 
may  be  given  at  bedtime,  or  in  some  patients  in  divided 
daily  doses 

Hospitalized  patients  should  be  started  on  a once-a-day 
basis  with  100-150  mg./day  and  may  be  increased  to  200 
mg./day.  Dosage  should  be  increased  to  250-300  mg./day 
if  there  is  no  response  after  two  weeks 
Following  remission,  maintenance  medication  may  be  re- 
quired for  a longer  period  of  time  at  the  lowest  dose  that 
will  maintain  remission.  The  usual  adult  maintenance 
dosage  is  75-150  mg./day  on  a once-a-day  basis,  prefer- 
ably at  bedtime 

In  adolescent  and  geriatric  patients,  capsules  of  Toframl- 
PM,  brand  of  imipramine  pamoate,  may  be  used  when 
total  daily  dosage  is  established  at  75  mg.  or  higher.  It  is 
generally  unnecessary  to  exceed  100  mg./day  in  these 
patients.  This  dosage  may  be  given  once  a day  at  bed- 
time or,  if  needed,  in  divided  daily  doses. 

How  Supplied:  Tofranil-PM,  brand  of  imipramine 
pamoate  Capsules  of  75,  100,  125  and  150  mg.  (Each 
capsule  contains  imipramine  pamoate  equivalent  to  75, 
100,  125  or  150  mg.  of  imipramine  hydrochloride.) 

(B)  98-146-840-A(9/75)  667120 

For  complete  details,  Including  dosage  and  adminis- 
tration. please  refer  to  the  full  prescribing  information. 
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The  skin  of  patients  with  bullous  pemphigoid  and 
SLE  (systemic  lupus  erythematosus)  contains  de- 
posits of  immunoglobulin  at  the  dermal-epidermal 
basement  membrane.1  Antibodies  to  epidermal 
basement  membrane  have  been  extracted  from  the 
skin  of  patients  with  bullous  pemphigoid  and  SLE.2-3 
Interestingly,  circulating  antiskin  basement  mem- 
brane antibodies  have  been  demonstrable  only  in 
patients  with  bullous  pemphigoid.  This  article  re- 
ports our  observations  of  a young  woman  with  severe 
bullous  disease  who  had  circulating  antiskin  base- 
ment membrane  antibodies  and  several  laboratory 
tests  suggestive  of  SLE.  Immunodermatologic 
studies  revealed  that  her  serum  reacted  with  skin 
from  only  1 of  4 normal  individuals  and  that  it  failed 
to  react  with  the  basement  membrane  of  several 
other  organs. 

Case  report 

A nineteen-year-old  black  female  was  admitted  to 
Montefiore  Medical  Center  with  a generalized  bullous 
dermatosis  of  sixteen  days’  duration.  Twenty-one  days 
prior  to  admission  the  patient  had  developed  an  upper 
respiratory  tract  infection  which  was  treated  with  tetra- 
cycline. Five  days  after  the  onset  of  coryza  she  had  noted 

* Supported  by  a grant  from  the  New  York  Chapter  of  the 
Lupus  Foundation. 

f At  present,  Division  of  Dermatology,  Department  of  Medicine, 
Duke  University  Medical  Center,  Durham,  North  Carolina. 


A young  woman  with  a subepidermal  bullous  erup- 
tion which  had  features  of  both  pemphigoid  and 
systemic  lupus  erythematosus  is  described.  Anti- 
bodies to  the  dermal-epidermal  basement  membrane 
were  found  fixed  in  situ  to  abnormal  and  normal  skin 
and  were  also  present  in  the  patient’s  serum  initially. 
Only  one  of  four  skin  specimens  from  normal  indi- 
viduals reacted  with  the  patient’s  serum.  The 
basement  membranes  from  several  other  organs  were 
nonreactive,  indicating  the  narrow  range  of  speci- 
ficity of  these  antibodies.  Blocking  experiments 
using  serum  pooled  from  several  patients  with  bullous 
pemphigoid  indicated  that  our  patient’s  serum 
reacted  with  antigenic  groups  distinct  from  those  that 
commonly  react  in  bullous  pemphigoid.  The  patient 
responded  to  high  doses  of  corticosteroids  and  aza- 
thioprine  with  a concomitant  disappearance  of 
complement  from  the  immune  deposits  in  the  skin. 
A relapse  followed  discontinuation  of  azathioprine 
and  was  accompanied  by  a reappearance  of  comple- 
ment in  the  dermal-epidermal  basement  membrane. 
These  studies  demonstrate  that  direct  immunofluo- 
rescent  examination  of  skin  biopsies  can  be  extremely 
helpful  in  the  diagnosis  and  management  of  bullous 
disease;  that  great  care  must  be  used  in  selecting 
substrates  for  detection  of  circulating  antihuman- 
skin  basement  membrane  antibodies,  and  that  the 
antigenic  specificity  of  these  antibodies  may  serve  as 
a means  of  categorizing  the  autoimmune  bullous 
disease  of  the  skin. 


a cough  and  was  given  a parenteral  dose  of  penicillin. 
Within  twenty-four  hours  the  patient  had  developed  bullae 
on  the  face  and  oral  mucosa  She  was  hospitalized  at  an- 
other institution  where  laboratory  studies  revealed  a white 
blood-cell  count  of  3,800  with  15  per  cent  lymphocytes  and 
questionably  positive  findings  from  an  LE  preparation. 
The  patient  was  given  60  mg.  of  prednisone  per  day,  as  well 
as  erythromycin,  diphenhydramine  hydrochloride 
(Benadryl),  chlorpheniramine,  promethazine  hydrochlo- 
ride (Phenergan),  and  triamcinolone  acetonide  cream. 
The  patient  was  alleged  to  have  developed  an  acute  steroid 
psychosis,  and  prednisone  was  decreased  to  20  mg.  per  day. 
The  patient’s  skin  disease  continued  to  worsen,  and  she  was 
transferred  to  Montefiore  Hospital  on  December  1,  1973. 
Past  history,  social  history,  and  review  of  systems  disclosed 
no  factors  contributory  to  her  condition. 

Physical  examination  revealed  a severely  ill  black  female 
with  painful,  foul-smelling  erosions  of  the  lips,  buccal 
mucosa,  hard  palate,  and  vagina.  There  were  numerous 
3 to  4-cm.  tense  bullae  which  arose  on  a nonerythematous 
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FIGURE  1 . Large  tense  vesicles  arising  from  a nonerythe- 
matous  base  on  the  skin  of  anterior  chest. 


base  (Fig.  1).  The  erosions  were  distributed  over  the  entire 
body,  but  they  had  a tendency  to  localize  to  the  flexural 
creases  of  the  groin,  knee,  palm,  and  abdomen.  There  were 
no  conjunctival  lesions.  The  pulse  was  80,  the  blood 
pressure  120/80,  and  the  temperature  was  98.6°F.  The 
rest  of  the  physical  examination  disclosed  nothing  un- 
usual. 

The  hemoglobin  was  11.5  Gm.  per  100  ml.,  and  the  he- 
matocrit was  35.  The  white  blood-cell  count  was  4,900, 
with  83  per  cent  polymorphonuclear  leukocytes,  5 per  cent 
monocytes,  and  12  per  cent  lymphocytes.  The  sedimen- 
tation rate  was  100  mm.  per  hour.  Urinalysis  revealed 
many  white  cells,  no  red  cells,  and  trace  protein.  The  se- 
quential multiple  analyzer  6 and  12  were  both  within  nor- 
mal limits.  The  VDRL  test  findings  were  normal.  A test 
for  antinuclear  antibodies  showed  strongly  positive  find- 
ings, with  a speckled  pattern.  Rheumatoid  factor  and  3 
LE  preparations  disclosed  no  abnormalities.  The  anti- 
deoxyribonucleic  acid  antibody  titer  was  3.4  units  per 
milliliter  (normal  range  0 to  1.5  units  per  milliliter;  1 unit 
equals  1 microgram  n-deoxyribonucleic  acid  bound  per 
milliliter  of  sera),  and  the  serum  complement  was  147  units 
(normal  range  150  to  250  units).  Total  serum  protein  was 
7.2  Gm.  per  100  ml.,  and  the  electrophoresis  revealed  an 
albumin  of  41.8  per  cent,  alpha-1  of  7.3  per  cent,  alpha-2 
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of  17.1  per  cent,  and  a gamma  globulin  of  14.5  per  cent. 
Quantitative  immunoglobulin  determinations  revealed  an 
immunoglobulin  G of  805  mg.  per  100  ml.  (normal  800  to 
1,800),  immunoglobulin  A 148  mg.  per  100  ml.  (normal  90 
to  450),  and  immunoglobulin  M 63  mg.  per  100  ml.  (normal 
60  to  280).  Twenty-four-hour  urinalyses  showed  protein 
and  creatinine  clearance  within  normal  limits.  Chest  x-ray 
film  findings  yielded  no  abnormalities.  Culture  of  the  skin 
lesions  revealed  coagulase-negative  staphylococci;  blood 
and  urine  cultures  (6  times)  were  sterile  for  bacteria. 

Skin  biopsy  showed  a subepidermal  vesicle  without 
significant  inflammatory  infiltrate  (Fig.  2A).  Direct  im- 
munofluorescent  examination  of  the  biopsy  demonstrated 
a linear  deposition  of  immunoglobulin  G,  A,  and  C3 
(complement  component)  at  the  dermal-epidermal  inter- 
face (Table  I,  Fig.  2B). 

The  patient  was  begun  on  60  mg.  of  prednisone  per  day. 
Over  the  next  several  days  her  hematocrit  fell  to  30,  and  the 
white  blood-cell  count  decreased  to  2,900  per  cubic  milli- 
meter with  a differential  of  85  per  cent  polymorphonuclear 
leukocytes  and  15  per  cent  lymphocytes.  Stool  guaiac  test 
results  were  normal,  and  hemoglobin  electrophoresis, 
serum  folate,  and  levels  were  within  normal  limits. 
Serum  iron  was  50  micrograms  per  100  ml.,  with  a total 
iron-binding  capacity  of  360  micrograms  per  100  ml. 
Bone-marrow  aspiration  demonstrated  normoblastic 
erythroid  hyperplasia  and  absent  iron  stores;  no  LE  cells 
were  seen  in  the  aspirated  specimen. 

The  skin  lesions  increased  in  number,  and  on  the  tenth 
hospital  day  the  prednisone  was  increased  to  120  mg.  per 
day,  and  azathioprine,  50  mg.  per  day,  was  begun.  Over 
the  next  twenty-two  days  while  on  this  therapy,  new  bul- 
lous lesions  continued  to  appear,  and  there  was  no  healing 
of  existing  bullae.  On  the  thirty-third  hospital  day  the 
prednisone  and  azathioprine  were  increased  to  240  mg.  and 
100  mg.  per  day,  respectively.  On  this  regimen  the  pa- 
tient’s skin  lesions  began  to  disappear,  and  new  bullae  did 
not  appear.  The  anti-deoxyribonucleic  acid  antibody  titer 
fell  to  a normal  level,  and  the  serum  complement  rose  to 
200  units.  The  antinuclear  antibody  test  findings  re- 
mained positive.  The  patient’s  prednisone  was  gradually 
tapered  to  an  alternate-day  regimen,  and  she  was  dis- 
charged on  the  one  hundred  and  seventeenth  hospital 
day. 


FIGURE  2.  (A)  Photomicrograph  of  skin  biopsy  from  rim  of  fresh  vesicle.  Sharp  dermal-epidermal  separation  without  sign 

of  inflammatory  infiltrate  (original  magnification  X 430,  hematoxylin  and  eosin  stain).  (B)  Photomicrograph  of  skin  near  bullous 
lesion  stained  by  direct  immunofluorescence  for  immunoglobulin  G.  Linear  staining  along  dermal-epidermal  basement 
membrane  (original  magnification  X 1,300). 


2128  New  York  State  Journal  of  Medicine/December  1976 


TABLE  I.  Results  of  direct  immunofluorescent 
examination  of  skin 


Staining  of  Epidermal 
Basement  Membrane 


Date 

Clinical 

Condition 

IgG  IgA 

IgM  C3 

December  3, 

Very  active 

+ + 

...  + 

1973 

January  7, 

Partial  remis- 

+  ... 

...  + 

1974 

sion 

March  6, 

Remission 

+ ... 

1974 

January  5, 

Exacerbation 

+ ... 

...  + 

1975 

Over  the  next  six  months,  steroids  were  tapered  and  fi- 
nally discontinued.  Azathioprine  was  continued  for  fifteen 
months  and  was  then  gradually  decreased  and  discontin- 
ued over  a two-month  period  of  time.  Her  skin  biopsy  still 
demonstrated  deposition  of  immunoglobulin  G at  the 
basement  membrane.  No  circulating  antimembrane 
antibody  was  demonstrable,  and  all  other  laboratory  pa- 
rameters, with  the  exception  of  low-grade  anemia,  were 
within  normal  limits.  Eight  months  after  the  prednisone 
was  discontinued  and  two  months  after  discontinuation 
of  the  azathioprine  her  bullae  recurred.  A skin  biopsy  at 
this  time  revealed  deposits  of  immunoglobulin  G and  C3 
at  the  dermal-epidermal  junction.  At  that  time  her  anti- 
nuclear factor  remained  positive  (3+)  and  antibodies  to  the 
extractable  nuclear  antigen  (Sm)  were  found  to  be  present 
at  a titer  of  1:65,000.  Serum  hemolytic  complement  fell 
to  128  units.  She  was  treated  with  150  mg.  prednisone  and 
100  mg.  azathioprine  with  a good  result.  Her  steroids  are 
now  being  decreased.  Throughout  her  course,  there  has 
been  no  history  of  arthritis,  serositis,  renal  or  central  ner- 
vous system  involvement. 

Immunofluorescent  methods.  Tissue  specimens. 
Skin  biopsies  were  performed  using  a 4-mm.  punch  biopsy 
from  nonlight-exposed  areas  of  uninvolved  skin.  The 
specimens  were  bisected  and  one  half  fixed  in  formalin  for 
histologic  examination.  The  other  half  was  frozen  in  liquid 
nitrogen  for  immunofluorescent  studies.  Specimens  of 
human  liver,  lung,  and  kidney  were  obtained  from  cadavers 
at  the  time  of  postmortem  examination. 

Preparation  of  fluorescein-conjugated  globulins. 
Pooled  sera  from  3 patients  with  bullous  pemphigoid  were 
kindly  provided  by  Jean-Claude  Bystryn,  M.D.,  of  New 
York  University  School  of  Medicine.  The  serum  was  en- 
riched in  immunoglobulin  by  repeated  precipitations  with 
an  equal  volume  of  saturated  ammonium  sulfate.  The 
final  globulin  preparation  contained  20  mg.  per  milliliter 
of  protein  and  reacted  with  the  basement  membrane  of 
normal  skin  by  the  indirect  immunofluorescent  technique 
at  a titer  of  1:400.  To  1 ml.  of  the  bullous  pemphigoid 
globulins  in  phosphate-buffered  saline  was  added  1 ml.  of 
a 0.05  per  cent  solution  of  fluorescein  isothiocyanate  dis- 
solved in  0.075  M.  sodium  carbonate,  pH  9 containing  0.15 
M.  sodium  chloride.  The  reaction  mixture  was  stirred  for 
four  hours  at  room  temperature  and  then  dialyzed  against 
normal  saline  at  4°C.  until  the  dialysate  was  free  of  fluo- 
rescein. The  final  conjugate  had  a fluorescein:protein  ratio 
of  5;  on  direct  immunofluorescence  it  reacted  with  the 
epidermal  basement  membrane  of  normal  skin  at  a protein 
concentration  of  0.06  mg.  per  milliliter. 

A fluorescein-tagged  conjugate  of  the  patient’s  initial 
serum  was  prepared  using  the  same  procedure  as  that  al- 


ready described  for  the  bullous  pemphigoid  sera.  The  final 
conjugate  had  a fiuorescein:protein  ratio  of  4 and  stained 
1 of  4 normal  human-skin  specimens  at  a protein  concen- 
tration of  0.25  mg.  per  milliliter. 

Fluorescein-labeled  antisera*  to  human  immunoglobulin 
G,  A,  M,  and  betaiA  were  checked  for  specificity  by  im- 
munoelectrophoresis  and  by  appropriate  blocking  exper- 
iments. 

Staining  procedure.  Four-micron  sections  of  skin  were 
cut  in  a cryostat  and  were  air  dried  on  glass  slides.  For 
direct  immunofluorescent  studies  the  sections  were  covered 
with  serial  dilutions  of  the  fluorescein-labeled  antisera  in 
phosphate-buffered  saline  containing  2 per  cent  bovine 
serum  albumin  (BSA)  for  thirty  minutes  at  room  temper- 
ature. They  were  washed  thoroughly  in  phosphate-buff- 
ered saline  and  examined  in  a Zeiss  fluorescent  microscope. 
In  the  indirect  immunofluorescent  studies  the  sections 
were  first  incubated  for  thirty  minutes  with  various  dilu- 
tions of  human  serum  or  globulins  in  phosphate-buffered 
saline  containing  bovine  serum  albumin  and  then  with 
fluorescein-labeled  antisera  to  human  immunoglobulins 
G,  A,  M and  betajA. 

In  blocking  experiments  the  direct  immunofluores- 
cent-staining  procedure  was  employed.  The  sections  were 
first  incubated  with  unconjugated  serum  globulins  from 
our  patient,  or  from  patients  with  bullous  pemphigoid  or 
from  symptom-free  volunteers.  The  sections  were  then 
washed  and  reincubated  with  the  appropriate  fluo- 
rescein-conjugated globulins  at  one  half  the  maximum 
dilution  at  which  that  conjugate  stained  the  dermal-epi- 
dermal basement  membrane.  In  some  experiments, 
varying  amounts  of  unconjugated  sera  were  added  to  the 
fluorescein-conjugated  globulins  to  increase  the  probability 
of  blocking  common  antigenic  sites. 

Serum  hemolytic  complement  was  measured  in  fresh 
samples  of  serum  according  to  the  method  of  Kent  and 
Fife.4  Anti-deoxyribonucleic  acid  activity  was  measured 
by  the  method  of  Ginsberg  and  Reiser.5  Antibodies  to 
extractable  nuclear  antigens  were  measured  by  a passive 
hemagglutination  technique  described  by  Sharp  et  al.6 

Results.  Direct  immunofluorescence  of  the  patient’s 
initial  skin  biopsy  showed  intense  linear  deposition  of 
immunoglobulin  G and  A,  and  C3  complement  component 
along  the  epidermal  basement  membrane  (Fig.  2B).  A 
second  biopsy  one  month  later  while  the  patient  was  on 
high  doses  of  prednisone  revealed  deposits  of  immuno- 
globulin G and  C3  in  the  same  distribution.  Subsequent 
biopsies  four  and  eleven  months  later,  when  the  patient  was 
in  remission  on  prednisone  and  azathioprine,  revealed 
deposits  of  immunoglobulin  G only.  A biopsy  taken  at  the 
time  of  her  exacerbation  revealed  deposition  of  immuno- 
globulin G and  C3  (Table  I). 

Indirect  immunofluorescence,  using  the  patient’s  initial 
serum,  demonstrated  the  presence  of  immunoglobulin  G 
antibodies  reactive  with  the  epidermal  basement  mem- 
brane in  1 of  4 normal  skin  specimens.  Staining  was  seen 
with  this  serum  at  a titer  of  1:16  and  gave  a linear  pattern; 
the  other  3 samples  of  normal  skin  failed  to  react  with  the 
patient’s  serum.  This  same  serum  stained  the  basement 
membrane  of  monkey  lip  but  did  not  stain  the  basement 
membranes  of  guinea-pig  esophagus  or  of  human  liver, 
kidney,  and  lung.  Sera  collected  after  the  initiation  of  high 
doses  of  prednisone  did  not  fix  to  basement  membranes  of 
normal  skin  including  the  one  that  initially  showed  reac- 
tivity with  pretreatment  serum. 

* Behring  Diagnostics,  Somerville,  New  Jersey. 
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TABLE  1 1.  Results  of  blocking  experiments 


Substrate  Tissue 

Layer  I 

Layer  II 

Staining 

Reaction 

Normal 

Normal  serum 

Bullous  pemphigoid  antibody- 
fluorescein  (0.05  mg.  per 
milliliter) 

+ 

Normal  skin 

Patient’s  serum 

Bullous  pemphigoid  antibody- 
fluorescein  (0.05  mg.  per 
milliliter) 

+ 

Normal  skin 

Bullous  pemphigoid 
antibody 

Bullous  pemphigoid  antibody- 
fluorescein  (0.05  mg.  per 
milliliter) 

Normal  skin 

Normal  serum 

Patient’s  antibody-fluorescein 
(0.5  mg.  per  milliliter) 

+ 

Normal  skin 

Bullous  pemphigoid  antibody 
0.5  mg.  per  milliliter 

Patient’s  antibody-flourescein 
(0.5  mg.  per  milliliter) 

+ 

Normal  skin 

Patient’s  antibody  5 mg.  per 
milliliter 

Patient’s  antibody-fluorescein 
(0.5  mg.  per  milliliter) 

Patient’s  skin 

Patient’s  antibody  10  mg. 
per  milliliter 

Bullous  pemphigoid  antibody- 
fluorescein  (0.05  mg.  per 
milliliter) 

+ 

Patient’s  skin 

Bullous  pemphigoid  antibody 
0.5  mg.  per  milliliter 

Bullous  pemphigoid  antibody- 
fluorescein  (0.05  mg.  per  milliliter) 

Bullous  pemphigoid  antibody  usually  fixes  not  only  to 
human  skin  but  to  guinea-pig  membranes  and  monkey 
subepithelial-basement  membranes  as  well.”  The  limited 
reactivity  of  our  patient’s  serum  suggested  that  her  anti- 
bodies were  specific  for  antigens  distinct  from  those  usually 
seen  in  bullous  pemphigoid.  To  test  this  hypothesis,  a 
series  of  blocking  experiments  were  performed  (Table  II). 
A specimen  of  normal  skin  reactive  with  the  patient’s 
pretreatment  serum  at  a dilution  of  1:16  was  used.  Sec- 
tions of  this  skin  were  incubated  with  either  the  patient’s 
undiluted  serum  or  with  unconjugated  bullous  pemphigoid 
globulin,  1 mg.  per  milliliter  in  phosphate-buffered  saline 
containing  5 per  cent  bovine  serum  albumin.  The  sections 
were  then  washed  and  incubated  with  serial  dilutions  of 
fluorescein-conjugated  bullous  pemphigoid  globulin  or 
with  serial  dilutions  of  our  patient’s  fluorescein-conjugated 
globulins.  Using  this  procedure  the  staining  of  epidermal 
basement  membrane  by  fluorescein-conjugated  bullous 
pemphigoid  antibody  was  blocked  completely  by  the  bul- 
lous pemphigoid  serum  but  not  by  the  patient’s  serum  or 
by  normal  serum.  Conversely,  the  patient’s  fluorescein- 
tagged  globulins  were  blocked  from  staining  normal  skin 
only  by  prior  incubation  with  her  own  unconjugated  serum 
and  not  by  bullous  pemphigoid  or  by  normal  serum.  In 
another  experiment,  sections  of  the  patient’s  own  skin 
which  contained  heavy  deposits  of  immunoglobulins  in  the 
epidermal  basement  membrane  were  incubated  with  either 
patient’s  own  serum,  normal  serum,  or  with  bullous  pem- 
phigoid globulins.  The  sections  were  then  washed  and 
incubated  with  dilutions  of  fluorescein-labeled  bullous 
pemphigoid  globulins.  The  fluoresceinated  bullous 
pemphigoid  serum  stained  both  the  patient’s  skin  and 
normal  skin  at  the  same  limiting  dilution.  Furthermore, 
preincubation  of  the  patient’s  skin  with  her  own  serum  did 
not  block  staining  by  the  fluoresceinated  bullous  pem- 
phigoid serum.  These  data  imply  that  the  patient’s 
basement  membrane  antibody  was  directed  at  an  antigenic 
site  different  from  that  which  usually  reacts  with  pem- 
phigoid antibody. 

Comment 

Our  patient  presented  an  illness  best  described  as 


an  “overlap  syndrome”  in  which  clinical  and  immu- 
nopathologic  features  of  bullous  pemphigoid  and 
SLE  coexisted.  The  diagnosis  of  bullous  pemphigoid 
was  entertained  because  the  subepidermal  bullae 
appeared  in  areas  of  normal  skin;  there  were  linear 
deposits  of  immunoglobulin  and  complement  in  the 
epidermal  basement  membrane,  and  there  was  cir- 
culating antiepidermal  basement  membrane  anti- 
body. The  diagnosis  of  SLE  was  suggested  by  the 
findings  of  leukopenia,  an  indirect  immunofluores- 
cent  test  which  revealed  antibodies,  the  findings  of 
LE  cells,  and  a minimally  depressed  serum-comple- 
ment activity.  In  addition,  high  titers  of  antibodies 
to  both  native  deoxyribonucleic  acid  and  a ribonu- 
clease-resistant  extractable  nuclear  antigen  (Sm) 
were  found  in  the  patient’s  serum.  Both  these  an- 
tibodies are  highly  specific  for  SLE  in  our  experi- 
ence,8 as  well  as  in  the  experience  of  another  labo- 
ratory.9 

The  existence  of  autoimmune  bullous  eruptions 
in  patients  with  SLE  has  been  alluded  to  previously 
by  several  investigators.  Several  patients  with 
typical  SLE  and  intermittent  lesions  of  pemphigus 
have  been  described.10  Using  immunofluorescent 
techniques  Chorzelski,  Jablonska,  and  Blaszczyk11 
found  immunopathologic  evidence  for  the  coexis- 
tence of  SLE  and  pemphigus  in  6 patients  with 
Senear-Usher  syndrome.  Five  of  these  patients  had 
circulating  antinuclear  antibodies  and  immuno- 
globulin and  complement  deposits  in  their  epidermal 
basement  membrane.  All  6 patients  had  antiepi- 
dermal cell  antibodies  in  their  serum  and  intercel- 
lular deposits  of  immunoglobulins  in  their  epidermis. 
Cases  of  coexistent  bullous  pemphigoid  and  SLE 
have  also  been  described.  Jordon  et  al. 12  described 
3 cases  in  whom  both  circulating  antibodies  to  skin- 
basement  membrane  antigens  and  nuclear  antigens 
were  present.  Although  2 of  these  patients  had  little 
clinical  evidence  of  SLE,  the  third  patient  was  a 
thirty-one  year-old  woman  with  several  manifesta- 
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tions  of  SLE  including  biopsy-proved  membranous 
glomerulonephritis.  In  reviewing  their  experience 
applying  immunofluorescent  techniques  to  derma- 
tologic diseases,  Kay  and  Tuffanelli13  reported  1 
patient  who  had  had  circulating  antibodies  to  both 
nuclear  antigens  and  to  skin-basement  membrane 
antigens,  and  also  several  patients  with  coexistent 
subepidermal  immune  deposits  and  circulating  an- 
tinuclear antibodies. 

Further  evidence  indicating  that  bullous  pem- 
phigoid and  SLE  may  share  certain  immunopatho- 
logic  phenomena  comes  from  studies  of  the  antibodies 
eluted  from  the  skin  in  these  two  diseases.  Landry 
and  Sams2  found  antiepidermal  basement  membrane 
antibodies  in  the  eluates  of  normal  skin  from  2 of  3 
SLE  patients;  the  eluates  were  obtained  by  extracting 
skin  at  pH  3.2.  Similar  observations  were  made  by 
Wierzchowiecki,  Quismoro,  and  Friou3  in  skin  from 
2 of  4 patients  with  SLE.  In  both  studies  the  anti- 
body eluted  from  the  basement  membrane  of  the 
patients  with  SLE  was  able  to  block  the  staining  of 
human-skin  basement  membrane  partially  by  fluo- 
rescein-conjugated bullous  pemphigoid  serum. 

Our  immunofluorescence  observations  suggest 
that  the  antiskin  basement  membrane  antibody 
initially  present  in  the  serum  of  our  patient  was 
qualitatively  different  from  that  found  in  most  other 
cases  of  bullous  pemphigoid.  First,  our  patient’s 
antibody  had  a specificity  different  from  a pool  of 
bullous  pemphigoid  sera;  our  patient’s  serum  stained 
only  1 of  4 specimens  of  human  skin,  and  it  did  not 
stain  the  basement  membrane  of  guinea  pig  esoph- 
agus, a commonly  used  substrate  for  bullous  pem- 
phigoid antibody.  Second,  our  patient’s  serum  failed 
to  block  basement-membrane  staining  by  fluo- 
rescein-tagged bullous  pemphigoid  serum.  Third, 
despite  the  presence  of  heavy  deposits  of  autologous 
antibody  in  its  epidermal  basement  membrane,  our 
patient’s  skin  was  stained  by  fluorescein-labeled 
bullous  pemphigoid  antibody,  at  the  same  limiting 
dilution  as  normal  skin.  Finally,  pooled  bullous 
pemphigoid  serum  was  incapable  of  blocking  a flu- 
orescein conjugate  of  our  patient’s  serum  from  re- 
acting with  the  basement  membrane  of  normal  skin. 
These  studies  demonstrate  that  our  patient’s  anti- 
basement membrane  antibody  was  directed  against 
an  antigen  different  from  the  one  usually  encoun- 
tered in  bullous  pemphigoid.  These  observations 
also  emphasize  the  importance  of  proper  substrate 
to  demonstrate  the  presence  of  antibasement  mem- 
brane antibodies. 

The  antigenic  heterogeneity  of  the  subepidermal 
basement  membrane  is  evidenced  by  the  fact  that  our 
patient’s  serum  reacted  with  only  1 of  4 human  skin 
specimens.  Further  evidence  of  the  differences  in 
basement  membrane  antigenicity  comes  from  the 
observation  that  our  patient’s  own  serum  did  not 
react  with  other  basement  membranes  in  human 
kidney,  liver,  or  lung.  A similar  restriction  in  tissue 
reactivity  has  been  described  for  antibasement 


membrane  antibodies  to  human  renal  tubular  and 
renal  glomerular  basement  membranes.14  16  These 
antigenic  differences  may  partially  account  for  the 
predominant  localization  of  our  patient’s  symptoms 
to  her  skin  and  mucous  membranes.  The  failure  to 
demonstrate  circulating  antibodies  against  epidermal 
basement  membrane  antigens  in  patients  with  SLE 
and  in  some  patients  with  bullous  pemphigoid  may 
reflect  an  inappropriate  choice  of  epithelial  substrate. 
Support  for  this  statement  comes  not  only  from  our 
studies  but  also  from  the  observations  of  Chorzelski 
and  Beutner;17  they  noted  wide  variations  in  the 
substrate  specificities  among  patients  with  bullous 
pemphigoid  including  1 patient  whose  serum  reacted 
only  with  his  own  normal  skin.  Bean18  also  reported 
very  variable  and  narrow  substrate  reactivity  of  sera 
from  patients  with  cicatricial  pemphigoid.  Un- 
questionably, the  serum  from  all  patients  with  blis- 
tering disease  should  be  tested  against  a variety  of 
epithelial  substrates,  and  a biopsy  specimen  should 
be  examined  for  linear  deposits  of  immunoglobulin 
by  direct  immunofluorescence. 

The  changes  in  the  classes  of  immunoglobulin  and 
complement  adherent  to  the  skin  basement  mem- 
brane in  our  patient  coincided  with  changes  in  the 
activity  of  her  disease  (Table  I).  The  earliest  change 
w'as  the  loss  of  immunoglobulin  A fixation  which 
occurred  soon  after  the  patient  went  into  remission; 
later,  C3  was  lost.  However,  heavy  deposits  of  im- 
munoglobulin G were  still  present  after  several 
months  of  complete  remission.  During  an  exacer- 
bation of  our  patient’s  skin  disease,  C3  reappeared 
at  the  basement  membrane.  These  observations 
suggest  that  the  immune  deposits  were  of  patho- 
genetic importance  and  that  serial  direct  immu- 
nofluorescent studies  may  help  in  following  disease 
activity. 

Our  patient  appeared  to  respond  only  after  the 
institution  of  azathioprine  therapy.  This  drug  has 
been  reported  to  be  helpful  as  an  adjunct  to  steroid 
therapy  in  both  SLE19  and  bullous  pemphigoid.20’21 
She  suffered  a serious  relapse  two  months  after 
azathioprine  was  discontinued  but  responded  to 
reinstitution  of  prednisone  and  azathioprine. 
Sharon,  Kaplan,  and  Diamond22  have  recently  re- 
ported a high  rate  of  relapse  of  SLE  occurring  six  to 
twenty-four  weeks  after  the  discontinuation  of  aza- 
thioprine therapy.  Burton  and  Greaves23  found  that 
3 of  6 patients  with  bullous  pemphigoid  in  remission 
had  exacerbations  of  their  disease  after  azathioprine 
was  discontinued.  These  reports  as  well  as  our  own 
experience  indicate  that  azathioprine  should  be  ta- 
pered very  slowly  and  with  great  caution  in  patients 
with  either  SLE  or  bullous  pemphigoid. 

This  patient  demonstrates  that  there  are  at  least 
2 and  possibly  several  antigens  in  human  skin  base- 
ment membrane  which  may  induce  immunologic 
disease.  The  separation  and  characterization  of 
these  antigens  may  provide  a basis  for  a more  precise 
diagnosis  of  the  autoimmune  disorders  of  the  skin. 
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Summary 

A young  woman  with  a subepidermal  bullous 
eruption  who  had  features  of  both  pemphigoid  and 
SLE  (systemic  lupus  erythematosus)  is  described. 
Antibodies  to  the  dermal-epidermal  basement 
membrane  were  found  fixed  in  situ  to  abnormal  and 
normal  skin  and  were  also  present  in  the  patient’s 
serum  initially.  Only  1 of  4 skin  specimens  from 
normal  individuals  reacted  with  the  patient’s  serum. 
The  basement  membranes  from  several  other  organs 
were  nonreactive,  indicating  the  narrow  range  of 
specificity  of  these  antibodies.  Blocking  experi- 
ments using  serum  pooled  from  several  patients  with 
bullous  pemphigoid  indicated  that  our  patient’s 
serum  reacted  with  antigenic  groups  in  the  basement 
membrane  of  the  skin  distinct  from  those  that  com- 
monly react  in  bullous  pemphigoid.  The  patient 
responded  to  high  doses  of  corticosteroids  and  aza- 
thioprine  with  a concomitant  disappearance  of 
complement  from  the  immune  deposits  in  the  skin. 
A relapse  followed  discontinuation  of  azathioprine 
and  was  accompanied  by  a reappearance  of  comple- 
ment in  the  dermal-epidermal  basement  mem- 
brane. 

This  patient  demonstrates  that  great  care  must  be 
used  in  selecting  substrates  for  the  detection  of  cir- 
culating antihuman  skin  basement  membrane  anti- 
bodies and  that  the  results  of  direct  immunofluo- 
rescent  examinations  of  skin  biopsies  can  be  helpful 
in  following  the  response  of  some  patients  to  immu- 
nosuppresive  therapy.  The  results  also  suggest  that 
it  may  be  possible  to  distinguish  between  the  sub- 
epidermal  bullous  eruptions  of  bullous  pemphigoid 
and  SLE  by  immunologic  methods. 
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Thromboembolic 

Phenomena 

Following  ambulatory  varicose  vein 
surgery 


Stripping  procedures  for  varicose  veins  were  per- 
formed on  4,935  patients.  The  length  of  hospitali- 
zation has  been  gradually  decreased.  The  operation 
has  been  performed  on  a fully  ambulatory  basis  on 
1,456  patients.  None  of  the  patients  developed 
clinically  apparent  thrombophlebitis  but  two  pa- 
tients, 0.04  per  cent,  developed  pulmonary  symp- 
toms, presumably  from  emboli  from  clinically  silent 
lower  extremity  phlebitis.  The  first  patient  was 
treated  with  anticoagulants  and  one  week  of  partial 
bedrest.  The  second  patient  was  anticoagulated  on 
a fully  ambulatory  basis.  Both  patients  made 
prompt  recoveries.  This  ambulatory  technique  has 
produced  a marked  decrease  in  postoperative  mor- 
bidity and  mortality  rates. 


ROBERT  A.  NABATOFF,  M.D.,  F.A.C.S. 

New  York  City 

From  the  Department  of  Surgery  and  the  Vascular  Clinic, 
Department  of  Obstetrics  and  Gynecology,  The  Mount  Sinai 
School  of  Medicine,  City  University  of  New  York,  The  Mount 
Sinai  Hospital 


The  incidence  of  peripheral  thrombophlebitis 
and  pulmonary  embolization  in  the  postoperative 
patient  has  not  changed  during  the  past  decade.  One 
to  2 per  cent  of  all  surgical  patients  develop  throm- 
bophlebitis postoperatively,  and  0.5  per  cent  expe- 
rience pulmonary  emboli.1  Although  the  exact 
mechanism  for  the  development  of  thromboembolic 
phenomena  remains  obscure,  such  factors  as  platelet 
adhesiveness,  stasis  resulting  from  inactivity,  and 
dehydration  may  all  be  incriminating  factors.  Early 
ambulation  has  long  been  recognized  as  a vital  factor 
in  minimizing  these  postoperative  complications. 

During  a recent  symposium  by  Dale,  Cranley,  and 
DeWeese,2  Dale  described  surgery  on  557  patients 
with  varicose  veins;  15, 2.6  per  cent,  developed  venous 
thrombosis  and  4,  0.7  per  cent,  had  pulmonary  em- 
boli. Cranley  reported  2,838  operations;  there  was 
no  instance  of  venous  thrombosis  but  there  were 
three,  0.1  per  cent,  minor,  nonfatal  pulmonary  em- 
boli. DeWeese  evaluated  431  patients;  2,  1.1  per 
cent,  developed  venous  thrombosis  but  there  were  no 
pulmonary  emboli.  Almost  all  these  patients  were 
hospitalized  for  from  one  to  seven  days. 

When  stripping  procedures  are  performed  for 
varicose  veins,  it  is  customary  to  hospitalize  the  pa- 
tient for  from  three  to  six  days.  The  length  of  hos- 
pitalization has  been  gradually  decreased  so  that  at 
the  present  time  a complete  stripping  procedure  can 
be  performed  with  the  patient  on  a fully  ambulatory 
basis3;  the  physical  examination  and  all  necessary 
laboratory  tests  are  performed  the  week  before  sur- 
gery. The  patient  is  instructed  to  shave  the  lower 
part  of  the  abdomen  and  the  involved  leg  and  to  have 


nothing  by  mouth  after  dinner  on  the  night  before 
surgery.  On  the  day  of  surgery  the  patient  reports 
to  the  ambulatory  room  at  7:30  A.M.  The  anesthe- 
tist then  reviews  the  medical  history  to  determine  the 
best  type  of  anesthesia,  and  surgery  is  performed 
shortly  thereafter. 

Although  local  anesthesia  can  be  used,4  it  is  more 
pleasant  for  the  patient  to  have  the  stripping  proce- 
dure performed  under  general  anesthesia.  Spinal 
anesthesia  is  undesirable  because  the  patient  is  un- 
able to  walk  within  a few  hours  after  surgery.  We 
have  not  hesitated  to  carry  out  intubation  if  cir- 
cumstances demand  it,  especially  if  the  patient  has 
to  be  turned  to  the  prone  position  for  a stripping  of 
the  short  saphenous  vein.  Premedication  is  avoided 
or  kept  to  a minimum  since  it  is  important  for  the 
patient  to  stand  while  the  varices  are  being  marked 
out  immediately  prior  to  surgery.  Also,  the  less 
preoperative  medication,  the  less  postoperative  re- 
sidual effects. 

Operative  technique 

After  the  high  ligation  of  the  long  saphenous  vein, 
the  lower  end  of  this  vein  is  exposed  through  a one- 
half  inch  vertical  incision  made  just  below  the  medial 
malleolus.  The  distal  end  is  ligated  and  all  adjacent 
branches  are  divided.  The  intraluminal  stripper  is 
inserted  into  the  proximal  end  of  the  vein  and 
threaded  up  to  the  groin.  The  heads  of  the  stripper 
are  then  changed  so  that  the  medium-sized  olive  is 
in  the  groin  area  and  the  handle  is  at  the  ankle. 
Whenever  possible,  the  stripper  is  passed  upward 
and  the  vein  pulled  out  from  the  groin  to  the  ankle. 
Before  the  long  saphenous  vein  is  stripped  out,  all 
incompetent  perforators  are  ligated  flush  with  the 
deep  veins.  Since  all  large  venous  clusters  and  in- 
competent perforators  have  been  marked  out  pre- 
viously, the  skin  incisions  can  be  very  small.  One- 
half-inch  incisions  are  usually  adequate.  In  the  areas 
very  close  to  the  inguinal  ligament  and  knee,  hori- 


December  1976/New  York  State  Journal  of  Medicine  2133 


zontal  incisions  are  made.  In  all  other  areas  of  the 
thigh  and  leg,  vertical  incisions  provide  better  scars, 
cosmetically.  A total  of  between  two  to  seven  inci- 
sions is  usually  necessary  to  eliminate  all  incompe- 
tent saphenous  and  perforator  veins  and  other  large 
residual  venous  clusters. 

The  head  of  the  operating  table  is  then  lowered 
about  15  degrees,  and  the  long  saphenous  vein 
stripped  out  very  slowly,  over  a period  of  six  to  eight 
minutes.  With  this  technique  there  is  very  little 
bleeding  from  torn  branches.  If  unusually  marked 
bleeding  occurs  while  the  vein  is  being  stripped  out, 
an  extra  small  incision  can  be  made  to  ligate  the  re- 
sponsible vein;  however,  this  is  rarely  necessary.  No 
pressure  is  applied  to  the  leg  while  the  stripping  is 
being  performed.  If  the  short  saphenous  vein  is 
diseased,  it,  too,  is  stripped  out,  after  the  patient  is 
turned  over  to  the  prone  position.  The  skin  incisions 
are  closed  with  4-0  silk.  The  subcutaneous  tissues 
are  only  approximated  in  the  groin,  using  4-0  plain 
catgut  interrupted  sutures.  The  leg  is  covered  with 
thin  gauze  bandage,  from  the  toes  to  the  knee,  and  a 
3-inch  elastic  adhesive  bandage  is  applied  over  the 
gauze.  A 4-inch  rubberized  elastic  bandage  is  ap- 
plied from  the  upper  leg  to  the  upper  thigh.  Paper 
tape  is  used  to  secure  the  gauze  bandage  over  the 
groin  incision;  this  allows  for  great  flexibility.  Only 
one  strip  of  adhesive  tape  is  used.  It  is  applied  over 
the  paper  tape,  directly  over  the  incision  to  stabilize 
the  wound  and  thereby  improve  wound  healing.  The 
patient  is  then  transferred  to  his  bed,  with  the  legs 
elevated  about  20  degrees;  he  is  then  transported  to 
the  recovery  room. 

The  legs  remain  elevated  until  the  patient  walks. 
About  three  hours  after  surgery  he  walks  with  assis- 
tance. At  about  2:00  P.M.  he  attempts  to  walk  by 
himself  and  gradually  becomes  fully  active.  After 
walking  on  his  own  for  at  least  one  hour  he  can  be 
discharged,  but  is  not  permitted  to  leave  the  hospital 
unless  someone  is  available  to  take  him  home.  Al- 
most all  the  patients  have  been  discharged  from  the 
hospital  between  3:00  and  4:00  P.M.  If  they  are 
unable  to  walk  normally  by  that  time  they  are  ad- 
vised to  wait  another  hour  or  two  until  all  significant 
residual  effects  of  the  anesthesia  have  disappeared. 
All  patients  are  instructed  to  rest  in  bed  after  re- 
turning home  that  night,  but  are  advised  to  return  to 
work  and  to  all  normal  activities  the  following  day. 
The  dressings  are  kept  dry  until  all  sutures  have  been 
removed. 

Thus  far,  1,456  patients  have  had  stripping  pro- 
cedures at  The  Mount  Sinai  Hospital  on  a fully  am- 
bulatory basis.  Even  before  the  ambulatory  regimen 
was  started,  the  patient  was  admitted  to  the  hospital 
the  night  before  surgery  and  discharged  either  the 
day  of  surgery  or  the  following  morning.  In  espe- 
cially difficult  patients,  such  as  the  grossly  obese,  the 
“bull-necked,”  or  very  nervous  types,  it  would  be 
preferable  to  admit  the  patient  to  the  hospital.  Even 
with  the  most  difficult  type  of  patient,  discharge  from 


the  hospital  is  always  advised  the  morning  after 
surgery,  at  the  latest.  This  early  return  to  normal 
activity  greatly  minimizes  postoperative  morbidity; 
many  patients  lose  only  one  day  from  work.  The 
operation  involves  a relatively  small  financial  drain 
for  the  patient  and  accords  considerable  financial 
benefit  to  the  hospital.  A total  of  4,935  patients  have 
had  stripping  procedures  in  this  fashion,  and  this 
report  is  a description  of  thromboembolic  compli- 
cations encountered  following  surgery. 

No  patient  was  permitted  to  remain  in  bed  for 
more  than  three  to  four  hours  following  surgery,  and 
all  the  patients  have  returned  to  essentially  normal 
physical  activity  the  next  day.  An  essential  ingre- 
dient has  been  the  refinement  of  anesthetic  tech- 
niques by  David  Stark,  M.D.,  and  his  staff  so  that 
every  patient  can  become  ambulatory  shortly  fol- 
lowing surgery.  Since  the  patient  walks  to  the  op- 
erating room  and  walks  again  about  three  hours 
postoperatively,  there  is  no  significant  period  of 
immobilization.  None  of  the  patients  had  to  be  re- 
turned to  the  operating  room  because  of  bleeding. 

Postoperative  care 

The  first  twenty-four  hours  following  surgery  are 
especially  important  when  ambulatory  surgery  is 
performed.  Only  mild  analgesics,  such  as  aspirin,  are 
used  in  the  immediate  postoperative  period;  stronger 
medication  might  make  it  difficult  for  the  patient  to 
go  home,  as  scheduled.  The  patient  is  not  discharged 
from  the  hospital  until  after  a complete  medical 
evaluation  has  been  made.  The  surgical  dressings 
are  checked  to  make  sure  they  are  intact  and  that 
there  is  no  bleeding.  A nurse  accompanies  the  pa- 
tient from  the  recovery  room  to  his  car  where  the 
patient  reclines  in  the  back  seat,  with  his  legs  ele- 
vated to  hip  level.  The  person  who  accompanies  the 
patient  is  instructed  to  assist  him  until  he  has  re- 
turned to  his  bed  at  home.  A telephone  number  to 
call  is  given  to  the  patient,  in  case  of  untoward  de- 
velopments. Thus  far,  there  have  been  no  unusual 
problems  during  this  interval.  The  patient  then 
remains  in  bed  until  the  following  morning.  Usually, 
no  prescription  for  sleep  or  pain  relief  is  given,  al- 
though aspirin  is  advised  if  there  is  any  discomfort. 
There  would  be  no  contraindication  to  the  use  of 
stronger  analgesics  or  medication  for  sleep  once  the 
patient  has  returned  home. 

The  morning  following  surgery  the  patient  wears 
regular  shoes  and  attempts  to  perform  all  his  normal 
activities.  He  reports  for  an  examination  that  same 
day,  if  his  home  is  not  too  distant.  If  he  lives  very  far 
away,  he  can  either  remain  in  the  hospital  that  night 
or  stay  with  a friend  who  lives  nearby  so  that  he  can 
be  seen  the  following  morning.  He  is  seen  again  on 
the  sixth  postoperative  day  for  removal  of  sutures 
above  the  knee  and  two  or  three  days  later  for  re- 
moval of  sutures  below  the  knee.  During  the  entire 
postoperative  course  the  patient  is  advised  to  call  the 
hospital  immediately  if  there  are  any  problems.  This 
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has  rarely  been  necessary.  If  hemostasis  is  satis- 
factory and  the  dressings  are  securely  fastened,  the 
patient  has  little  difficulty  carrying  out  his  usual 
activities. 

Postoperative  thromboembolic  phenomena 

Patients  occasionally  develop  slight  swelling  of  the 
leg,  but  this  is  probably  the  result  of  uneven  post- 
operative bandaging  or  a reaction  to  the  extravasa- 
tion of  blood  during  the  stripping  procedure.  This 
occasional  edema  is  soft  and  not  associated  with  pain 
or  any  other  symptoms  suggestive  of  phlebitis  or 
emboli.  It  usually  subsides  in  several  days. 

Pulmonary  symptoms  developed  in  2 patients,  0.04 
per  cent.  The  first  patient  developed  discomfort  in 
the  lower  portion  of  the  left  side  of  the  chest  on  the 
second  postoperative  day.  Since  he  had  been  turned 
over  to  the  prone  position  for  a stripping  of  the  short 
saphenous  vein  and  since  most  pulmonary  emboli 
occur  about  one  week  postoperatively,  it  was  felt  that 
this  was  the  result  of  a bruised  chest-wall  muscle. 
However,  a chest  x-ray  film  revealed  blunting  of  the 
costophrenic  sinus  and  a small  amount  of  pleural 
fluid.  Although  the  clinical  picture  was  not  com- 
pletely clear,  he  was  hospitalized  for  one  week, 
treated  with  anticoagulants,  and  made  a prompt  re- 
covery. 

Another  patient  developed  sudden  pain  on  the 
right  side  of  the  chest  five  days  following  surgery,  and 
x-ray  film  studies  revealed  a small  pleural  effusion. 
A diagnosis  of  probable  pulmonary  embolus  was 
made  and  treatment  for  three  weeks  with  antico- 
agulants was  instituted  on  a fully  ambulatory  basis. 
The  patient  made  a prompt  and  uneventful  recov- 
ery. 

Although  there  were  no  unusual  symptoms  ref- 
erable to  the  legs,  it  was  assumed  in  both  patients 
that  asymptomatic  phlebitis  had  developed  and 
caused  pulmonary  emboli.  It  is  anticipated  that  this 
ambulatory  type  of  treatment  with  anticoagulants 
will  be  utilized  for  all  future  cases  of  phlebitis  or 
embolization.  This  low  incidence  of  thromboem- 
bolic complications  following  stripping  procedures 
for  varicose  veins  suggests  that  if  significant  post- 
operative immobilization  is  avoided,  there  is  little 
chance  of  thrombophlebitis. 

Although  some  patients  do  not  have  any  significant 
symptoms  following  surgery,  many  notice  discomfort 
at  the  site  of  incisions  or  along  the  course  of  the 
stripped-out  vein.  The  upper  thigh  region  usually 
becomes  moderately  mottled,  but  there  is  usually 
very  little  discoloration  in  the  leg.  There  has  been 
no  significant  postoperative  bleeding.  The  patients 
often  complain  of  “tightness”  and  “swelling”  under 


the  bandages,  but  there  is  very  little  edema  if  the 
postoperative  dressings  are  firmly  applied.  The 
sooner  a patient  returns  to  normal  activity,  the  better 
he  feels.  The  greatest  discomfort  is  usually  noted  in 
the  morning,  after  a night  in  hed.  The  ankle  incision 
sometimes  causes  moderate  pain,  hut  all  the  dis- 
comfort usually  disappears  after  the  sutures  are  re- 
moved. Full  activity  seems  to  improve  healing  by 
increasing  circulation  to  the  wound  areas;  there  have 
been  no  problems  related  to  wound  healing.  Occa- 
sionally a wound  will  become  reddish  and  more  in- 
durated than  usual,  and  if  the  redness  becomes 
marked,  antibiotics  are  given  orally  for  five  days. 
This  is  rarely  necessary.  There  has  been  no  infection 
or  hematoma  sufficiently  severe  to  require  drain- 
age. 

Comment 

Since  the  avoidance  of  immobilization  following 
stripping  operations  for  varicose  veins  has  resulted 
in  such  a low  incidence  of  thrombophlebitis  and 
pulmonary  emboli,  it  is  suggested  that  this  type  of 
surgical  management  be  applied  to  an  ever-increas- 
ing number  of  operations.  Many  patients  with  var- 
icose veins,  hernias,  hemorrhoids,  and  other  rela- 
tively straightforward  surgical  problems  could 
probably  be  handled  in  this  fashion.  If  the  patient 
presents  any  unusual  problems,  he  can  be  admitted 
the  night  before  surgery,  be  thoroughly  evaluated, 
have  surgery  the  following  morning,  and  be  dis- 
charged that  same  night  or  the  following  morning,  at 
the  latest.  With  this  technique  there  is  very  little 
disruption  of  normal  activity.  It  is  probably  the 
abrupt  change  of  normal  body  function  and  activity 
that  makes  a patient  susceptible  to  thromboembolic 
phenomena.  The  early  return  to  full  activity  has 
greatly  decreased  the  amount  of  postoperative  pain; 
the  more  active  the  patient  is,  the  less  pain  he  de- 
velops. Not  only  has  the  ambulatory  surgical  tech- 
nique been  of  great  financial  benefit  to  both  the  pa- 
tient and  the  hospital,  but  it  also  has  been  responsible 
for  a marked  reduction  in  postoperative  morbidity 
and  mortality  rates. 

1020  Park  Avenue 
New  York,  New  York  10028 
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THERE AREA 

LOT  OF  PEOPLE 
GETTING  BETWEEN 
YOU  AND  YOUR 
PATIENT. 

Medicine  today  is  in  the  spotlight,  subjected  to  all 
kinds  of  scrutiny.  Your  control  over  patient  therapy  is 
being  monitored,  judged  and  occasionally  abrogated, 
sometimes  by  unknown  third  parties. 

The  worry  is  that  in  the  wake  of  this  focus,  the  rela- 
tionship between  you  and  your  patient  will  be  weakened, 
without  offsetting  benefits.  Consider  three  examples : 

Drug  Substitution  In  most  states,  pharmacy  laws, 
regulations  or  professional  custom  stipulate  that  your 
non-generic  prescriptions  be  filled  with  the  precise  prod- 
ucts you  prescribe.  But  in  the  last  five  years,  a dozen  or 
more  State  laws  have  been  changed,  permitting  the  phar- 
macist in  most  cases  to  select  a product  of  the  same 
generic  drug  to  fill  any  prescription. 

Ironically,  this  dilution  of  physician  control  has 
taken  place  against  a background  of  growing  evidence 
that  purportedly  equivalent  drug  products  may  be  in- 
equivalent, since  neither  present  drug  standards  nor  their 
enforcement  are  optimal.  In  fact,  the  FDA  itself  says  it 
has  not  enforced  the  same  standards  for  hundreds  of 
“follow-on”  products  that  it  had  applied  to  the  original 
NDA  approvals.  Thus  physician  control  over  patient 
therapy  is  being  eroded  with  a risk  that  patients  may  be 
exposed  to  drugs  of  uncertain  quality. 

The  major  advertised  claim  for  substitution  is  reduced 
prescription  prices  for  consumers.  Yet  no  documentation 
of  any  significant  savings  has  been  produced. 

MAC  Maximum  Allowable  Cost,  MAC  for  short,  is 
a Federal  regulation  designed  to  cut  the  Government’s 
drug  bill  by  setting  price  ceilings  for  drugs  dispensed  to 
Medicare  and  Medicaid  patients.  Unless  the  prescriber 
certifies  on  the  prescription  that  a particular  product  is 
medically  necessary,  the  Government  intends  to  pay  only 
for  the  cost  of  the  lowest-priced,  purportedly-equivalent, 


generally-available  product.  The  effect  of  the  program 
may  be  that  elderly  and  indigent  patients  will  be  restricted 
to  products  which  someone  in  Washington  believes  are 
priced  right.  Practicing  doctors  will  have  little  to  say  about 
administration  of  the  program,  since  Government  will 
have  absolute  authority  to  make  its  choices  stick. 

The  drug  lag  The  future  of  drug  and  device  re- 
search depends  upon  a scientific  and  regulatory  environ- 
ment that  encourages  therapeutic  innovations.  The 
American  pharmaceutical  industry  annually  is  spending 
more  than  $ 1 billion  of  its  own  funds  and  evaluating 
more  than  1,200  investigational  compounds  in  clinical 
research.  Disease  targets  include  cancer,  atherosclerosis, 
viruses  and  central  nervous  system  disorders,  among 
others.  But  there  is  a major  barrier  to  the  flow  of  new 
drugs  to  your  patients : The  cost  of  the  research  is  more 
than  ten  times  what  it  was,  per  product,  in  1962;  and 
whereas  governmental  clearance  of  new  drug  applica- 
tions took  six  months  tnen,  it  commonly  consumes  two 
years  now. 

The  FDA  needs  adequate  time,  of  course,  to  consider 
data.  But  it  is  equally  clear  that  the  present  approval  proc- 
ess contributes  to  needless  delay  of  needed  therapy. 
That’s  why  the  increased  efficiency  of  the  drug  approval 
process  is  vital  to  all  our  futures. 

If  these  issues  concern  you,  we  suggest  that  you  make 
your  voice  heard— among  your  colleagues  and  your  repre- 
sentatives in  State  'egislatures  and  in  Washington. 

It  could  make  a difference  in  your  practice  tomorrow. 


Ill 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 
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With  the  development  of  potent  antituberculosis 
drugs  that  can  be  administered  orally  and  the  recent 
skyrocketing  cost  of  hospitalization,  the  trend  has 
been  to  encourage  the  ambulatory  treatment  of  tu- 
berculosis patients.  This  was  given  further  impetus 
by  the  gradual  decline  in  tuberculosis  morbidity  and 
mortality  rates  in  many  countries  of  the  world. 
Reflecting  this  trend  in  the  locale  of  patient  man- 
agement on  a national  basis,  the  tuberculosis  bed 
complement  in  the  United  States  declined  36.5  per 
cent  between  1951  and  1961,  and  65.4  per  cent  in  the 
following  decade.1 

The  general  impact  of  ambulatory  treatment  on 
the  transmission  of  infection  and  the  associated  risk 
of  developing  clinical  disease  for  contacts  of  tuber- 
culosis patients  has  been  of  great  concern  to  epide- 
miologists and  public  health  administrators.  Bac- 
teriologic  determinations  following  a few  weeks  of 
chemotherapy  show  a marked  reduction  in  the 
number  of  bacilli  excreted.  This,  together  with  the 
lower  frequency  of  coughing  experienced  with  che- 
motherapy, led  to  the  assumption  that  the  infec 
tiousness  of  tuberculosis  patients  is  reduced  signifi- 
cantly after  a few  weeks  of  chemotherapy.2 

Epidemiologic  studies  conducted  by  the  Tuber- 
culosis Chemotherapy  Center  in  Madras,  India, 

'this  work  was  supported  by  a grant  from  the  Health  Research 
Council  of  the  City  of  New  York  under  Research  Contract  U- 
1523. 


This  study  is  based  on  tuberculosis  patients  who  were 
reported  to  the  City  of  New  York  Department  of 
Health  as  having  had  active  tuberculosis  during  a 
sixteen-month  period.  Clinical  and  epidemiologic 
data  were  collected  for  3,363  patients  and  their 
household  contacts  by  abstraction  of  hospital  and 
chest  disease  clinic  records,  and  by  personal  inter- 
views. The  patients  and  their  contacts  were  followed 
for  two-  to  five-year  periods.  Clinical,  laboratory, 
radiologic,  and  intradermal  findings  were  standar- 
dized to  reduce  sources  of  bias.  Of  the  8,874  identi- 
fied contacts,  4,931,  or  55.6  per  cent,  were  tuberculin 
tested  and  read.  Of  the  latter,  2,194,  or  44.5  per  cent, 
disclosed  positive  test  findings  on  first  examination. 
Of  the  727  reactors  with  negative  test  findings  who 
were  examined  more  than  once,  162,  or  22.3  per  cent, 
converted  within  the  first  year.  Highest  conversion, 
39  per  cent,  was  observed  among  contacts  aged 
twenty-five  to  thirty-four  years,  and  among  contacts 
of  patients  of  the  same  age  group,  29  per  cent.  Lower 
conversion  rates  were  demonstrated  for  contacts  of 
younger  and  of  older  patients.  Sex  of  the  index  case 
did  not  play  a significant  role.  Blacks  had  a higher 
conversion  rate  than  did  whites  or  Spanish-speaking 
contacts.  Conversion  rates  among  contacts  of  pa- 
tients suffering  from  minimal,  moderately  advanced, 
or  far-advanced  disease  were  13  per  cent,  27  per  cent, 
and  33  per  cent  respectively.  Twenty-seven  per  cent 
of  contacts  of  patients  with  positive  cultures  became 
tuberculin  positive;  only  16  per  cent  of  those  of  pa- 
tients with  negative  cultures  did  so.  Conversion 
among  contacts  of  self-presenting  patients  was  26  per 
cent,  as  compared  with  15  per  cent  among  contacts 
of  patients  discovered  through  case-finding  channels. 
Among  contacts  of  patients  treated  primarily  in  the 
hospital,  20  per  cent  became  positive  as  compared 
with  28  per  cent  for  contacts  of  patients  who  received 
both  hospital  and  ambulatory  treatment.  Conver- 
sion was  relatively  lower  among  contacts  of  patients 
treated  exclusively  at  home,  13  per  cent.  This  may 
be  attributed  to  the  fact  that  a sizable  proportion  of 
ambulatory  patients  had  minimal  disease.  Further 
analysis  and  implications  are  discussed. 


helped  to  substantiate  this  assumption.  Ramak- 
rishan  et  al. 3 showed  that  the  risk  of  infection  and  of 
developing  clinical  disease  did  not  differ  significantly 
between  household  contacts  of  patients  treated  on 
an  ambulatory  basis  and  those  of  patients  treated  in 
the  sanatorium. 

The  issue  of  the  transmission  of  infection  and  the 
development  of  clinical  disease  in  an  increasingly 
tuberculin-negative  population  such  as  that  of  the 
United  States  and  the  impact  of  the  locale  of  therapy 
precipitated  the  present  investigation. 

This  report  is  part  of  an  extensive  eight-year  epi- 
demiologic investigation  of  tuberculosis  patients  in 
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New  York  City  that  began  in  1965.  It  describes  the 
tuberculin  sensitivity  of  household  contacts  of  tu- 
berculosis patients  according  to  various  demographic 
variables  of  the  patients  and  their  contacts,  to  clini- 
cal, bacteriologic,  and  radiologic  findings,  and  to  lo- 
cale of  therapy  of  patients. 

Study  design 

The  ideal  approach  for  such  an  investigation  would 
have  been  to  assign  comparable  patients  at  random 
to  either  hospital  or  ambulatory  treatment,  follow 
them  and  their  contacts  for  the  observation  period, 
and  measure  predetermined  parameters.  Because 
of  the  legal,  ethical,  and  practical  problems  implicit 
in  any  random  assignment  of  hospital  or  ambulatory 
treatment,  it  was  impossible  to  pursue  a random 
procedure.  Consequently,  the  locale  of  therapy  was 
determined  according  to  the  policies  of  the  hospitals 
and  chest-disease  clinics  involved.  Among  the  de- 
terminant factors  relevant  to  such  an  assignment 
were  the  clinical  condition  of  the  patient,  the  avail- 
ability of  beds,  the  condition  and  size  of  the  house- 
hold, the  overall  evaluation  of  the  attending  physi- 
cian, and  the  acceptance  of  the  patients.  The  large 
size  of  the  sample,  the  rigid  criteria  and  standards 
utilized  throughout  the  investigation,  and  the 
matching  procedures  were  expected  to  reduce  ef- 
fectively any  bias  involved  in  such  a selection. 

Patients  were  interviewed  to  obtain  pertinent  in- 
formation not  routinely  required  by  municipal 
agencies.  Considering  the  chronicity  of  the  disease, 
the  long  therapeutic  regimens,  and  the  mobility  of 
the  patient  population,  follow-up  of  tuberculosis 
patients  and  their  contacts  had  to  be  patient-  and 
contact-centered  rather  than  facility-centered. 
Many  of  our  patients  were  admitted  to  more  than  one 
hospital  or  treated  in  several  chest-disease  clinics. 

To  ensure  uniformity  and  to  upgrade  the  quality 
and  reliability  of  data  collected: 

1.  The  clinical,  laboratory,  and  radiologic  findings 
were  reviewed  by  the  study  group,  consisting  of  5 pub- 
lic health  nurses  and  3 chest  physicians,  and  were  re- 
corded according  to  the  criteria  outlined  in  the  Diag- 
nostic Standards  and  Classification  of  Tuberculosis. 

2.  Questionable  or  unspecified  test  results  were  ex- 
cluded from  the  final  analysis.  Consequently,  tuber- 
culin test  findings  that  read  as  positive  or  negative 
without  specifying  the  diameter  of  induration  were  ex- 
cluded. 

3.  Induration  of  10  mm.  or  more  for  the  Mantoux 
test  and  5 mm.  or  more  for  the  Tine  test  was  consid- 
ered indicative  of  infection.  Conversion  was  recorded 
when  a change  occurred  from  negative  to  positive  find- 
ings, and  not  just  a mere  increase  in  induration. 

Study  findings 

During  the  study  period,  1965  to  1972,  4,866  pa- 
tients with  presumptive  active  tuberculosis  were 
reported  to  the  study  group.  Of  these  patients,  1,503 
were  excluded  for  the  following  reasons:  516  mis- 


diagnosis; 404  inactive  tuberculosis;  178  nonpulmo- 
nary  tuberculosis;  107  not  traceable;  42  died  shortly 
after  reporting;  and  256  with  only  meager  informa- 
tion available  or  who  were  household  contacts  of 
other  patients.  The  remaining  3,363  patients  or 
index  cases  were  included  in  the  investigation. 

A total  of  8,874  household  contacts  were  identified. 
Tuberculin  testing  was  performed  for  4,931  or  55.6 
per  cent.  Of  these  tests,  2,194  or  44.5  per  cent  dis- 
closed positive  findings,  and  2,737  or  55.5  per  cent 
disclosed  normal  findings  on  first  examination.  Of 
the  latter  group,  777  were  vaccinated  with  bacillus 
Calmette  Guerin,  1,233  had  no  further  tuberculin 
testing  because  they  had  either  moved,  left  the  city 
permanently,  or  were  uncooperative.  Of  the  727  on 
whom  repeat  tuberculin  testing  was  performed,  565 
or  77.7  per  cent  of  the  test  findings  read  normal 
during  the  two-year  observation  period;  162  or  22.3 
per  cent  converted  mostly  within  the  first  six 
months. 

Tuberculin  sensitivity  of  contacts  was  studied 
according  to  various  demographic  and  clinical  vari- 
ables of  contacts  and  index  cases. 

Age.  Table  I describes  the  tuberculin  sensitivity 
of  contacts  by  age.  Of  those  examined,  2,806  or  57 
per  cent  were  children  under  fifteen  years  of  age.  On 
initial  examination,  the  lowest  infection  rate  was 
found  among  children  from  birth  to  four  years,  23  per 
cent.  Higher  rates  were  observed  among  adults  and 
older  contacts.  It  is  of  interest  to  note  that  those 
aged  sixty-five  plus  had  a relatively  lower  infection 
rate  than  did  the  preceding  age  group.  This  is  con- 
sistent with  a phenomenon  previously  observed  that 
some  individuals  lose  part  of  their  tuberculin  sensi- 
tivity after  the  ages  of  sixty  or  sixty-five. 

The  highest  conversion  rate  was  experienced  by 
the  age  group  twenty-five  to  thirty-four,  39  per  cent. 
Among  the  younger  age  groups,  conversion  was  close 
to  the  mean  conversion  rate,  22  per  cent.  The 
number  of  converters  among  older  contacts  was  too 
small  to  warrant  reliable  conclusions. 

When  contacts  were  classified  according  to  the  age 
of  patients,  there  was  hardly  any  difference  in  the 
proportion  of  reactors  with  positive  findings  on  first 
examination  except  for  contacts  of  the  neonates  to 
the  four-year-old  patients  who  had  a relatively  lower 
rate,  37  per  cent  (Table  II).  Conversion,  however, 
showed  an  interesting  difference.  Contacts  of  pa- 
tients aged  twenty-five  to  thirty-four  had  the  highest 
conversion  rate,  29  per  cent;  lower  conversion  rates 
were  observed  for  contacts  of  younger  and  older  pa- 
tients. None  of  the  contacts  of  patients  from  the 
neonates  to  the  four-year-old  patients  converted 
following  diagnosis.  The  relatively  high  initial  in- 
fection and  conversion  among  contacts  aged 
twenty-five  to  thirty-four,  and  among  contacts  of 
patients  of  the  same  age  group,  may  be  explained  in 
part  by  the  fact  that  this  age  group  is  usually  more 
intimately  involved  in  marital  and  parental  rela- 
tionships, conditions  conducive  to  closer  physical 
contact  and  to  infection. 
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TABLE  I.  Tuberculin  sensitivity  of  contacts  by  age* 


Age 

Un- 

spec- 

ified 

Findings 

0-4 

5-14 

15-24 

25-34  35-44 

45-54 

55-64 

65+ 

Totals 

Positive  on  first 
examination 

254(23) 

574(34) 

327(51) 

298(69) 

281(75) 

187(74) 

109(80) 

68(74) 

96 

2,194(44) 

Negative  on  first 
examination 

637 

785 

225 

103 

79 

52 

19 

21 

89 

2,010 

Negative  on  first 
and  subsequent 
examinations 

182 

255 

71 

20 

13 

10 

7 

1 

6 

565 

Converter  within 
one  year 
Totals 

49 

70 

20 

13 

2 

2 

2 

2 

2 

162 

1,122 

1,684 

643 

434 

375 

251 

137 

92 

193 

4,931 

Conversion  rate 
per  cent 

21 

22 

22 

39 

13 

17 

22 

* Figures  in  parentheses  indicate  percentages  of  column  totals. 


TABLE  II.  Tuberculin  sensitivity  of  contacts  by  age  of  index  cases* 


Findings 

0-4 

5-14 

15-24 

i earb  ui  i-vge 

25-34  35-44 

45-54 

55-64 

65  + 

Totals 

Positive  on  first 
examination 

59(37) 

75(45) 

460(44) 

591(43) 

494(45) 

240(47) 

159(47) 

116(47) 

2,194(44) 

Negative  on  first 
examination 

87 

65 

417 

569 

428 

200 

139 

105 

2,010 

Negative  on  first 
and  subsequent 
examinations 

13 

21 

131 

157 

134 

55 

31 

23 

565 

Converter  within 
one  year 

0 

4 

35 

63 

37 

14 

6 

3 

162 

Totals 

159 

165 

1,043 

1,380 

1,093 

509 

335 

247 

4,931 

Conversion  rate 
per  cent 

0 

16 

21 

29 

22 

20 

16 

12 

22 

* Figures  in  parentheses  indicate  percentages  of  column  totals. 


Sex.  The  variable  of  sex  did  not  seem  to  affect  the 
tuberculin  sensitivity  of  contacts  on  initial  or  sub- 
sequent examinations. 

Ethnic  background.  The  proportion  of  contacts 
who  were  infected  on  initial  examination  was  com- 
parable in  all  ethnic  groups.  Among  those  testing 
normal  initially,  conversion  was  higher  among  blacks, 
24  per  cent,  than  among  whites,  19  per  cent,  or 
Spanish-speaking  contacts,  20  per  cent.  This  dif- 
ference was  not  statistically  significant  at  the  0.05 
level. 

Relationship  to  index  cases.  The  relationship 
of  contacts  to  patients  seems  to  influence  the  initial 
infection  rate  and  conversion.  Thus,  although  only 
36  per  cent  of  child  contacts  tested  positive  to  tu- 
berculin on  initial  examination,  75  per  cent  of  parent 
contacts  and  70  per  cent  of  spouse  contacts  were  re- 
actors with  positive  findings.  Conversion  also  dif- 
fered significantly  among  contacts  according  to  their 
relationship  to  patients.  Spouses  had  the  highest 
conversion  rate,  33  per  cent,  while  siblings  and 
friends  had  lower  rates,  17  and  12  per  cent,  respec- 
tively. 


Clinical  condition.  Tuberculin  sensitivity  of 
contacts  was  studied  in  relation  to  the  extent  of  dis- 
ease of  the  index  case.  The  criteria  used  for  classi- 
fication are  those  adopted  by  the  American  Thoracic 
Society,  namely: 

Minimal.  Minimal  lesions  include  those  that  are  of 
slight  to  moderate  density  but  do  not  contain  demon- 
strable cavitation.  They  may  involve  a small  part  of 
one  or  both  lungs,  but  the  total  extent,  regardless  of 
distribution,  should  not  exceed  the  volume  of  lung  on 
one  side,  which  is  present  above  the  second  chondro- 
sternal  junction  and  the  spine  of  the  fourth  or  the  body 
of  the  fifth  thoracic  vertebra. 

This  classification  also  applies  to  lesions  that  cannot 
be  seen  on  the  roentgenogram  but  are  associated  with 
the  confirmed  finding  by  culture  of  tubercle  bacilli 
from  sputum  or  gastric  aspirates. 

Moderately  advanced.  Moderately  advanced  le- 
sions may  be  present  in  one  or  both  lungs,  but  the  total 
extent  should  not  exceed  the  following  limits:  dissem- 
inated lesions  of  slight  to  moderate  density  that  may 
extend  throughout  the  total  volume  of  one  lung  or  the 
equivalent  in  both  lungs;  dense  and  confluent  lesions 
that  are  limited  in  extent  to  one-third  the  volume  of 
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TABLE  III.  Tuberculin  sensitivity  of  contacts 
by  clinical  condition  of  index  cases* 


Findings 

. T 

Minimal 

uberculosi 
Moder- 
ately 
Ad- 
vanc  ed 

is 

Far 

Ad- 

vanced 

Other 

Totals 

Positive  on  first 

392 

862 

741 

199 

2.194 

examination 

(35) 

(44) 

(56) 

(36) 

(44) 

Negative  on  first 

524 

810 

408 

268 

2,010 

examination 

Negative  on  first 

185 

192 

108 

80 

56  5 

and  subsequent 
examinations 

Converter  within 

24 

72 

54 

12 

162 

one  year 

Totals 

1.125 

1,936 

1.311 

559 

4,931 

Conversion  rate 

13 

27 

33 

13 

per  cent 


TABLE  IV.  Tuberculin  sensitivity  of  contacts 
by  sputum  examination  of  index  cases* 


Findings 

' Test  Results — > 

Negative  Positive 

Atypical 

Strains 

Totals 

Positive  on  first 

408 

1,605 

8 

2,021 

examination 

(37) 

(48) 

(27) 

Negative  on  first 
examination 

510 

1,254 

18 

1,782 

Negative  on  first 
and  subsequent 
examinations 

149 

344 

3 

496 

Converter  within 
one  year 

29 

127 

1 

157 

Totals 

1,096 

3,330 

30 

4,456 

Conversion  rate 
per  cent 

16 

27 

* Figures  in  parentheses  indicate  percentages  of  column  totals.  * Figures  in  parentheses  indicate  percentages  of  column  totals. 


one  lung;  total  diameter  of  cavitation,  if  present,  must 
be  less  than  4 cm. 

Far  advanced.  The  term  far  advanced  is  used  to  de- 
scribe lesions  that  are  more  extensive  than  moderately 
advanced. 

As  one  would  expect,  the  proportion  of  contacts 
whose  test  findings  read  positive  on  first  examination 
was  highest  among  contacts  of  patients  suffering 
from  far-advanced  disease,  56  per  cent,  than  among 
those  of  patients  suffering  from  moderately  advanced 
or  minimal  disease,  44  and  35  per  cent,  respectively 
(Table  III).  Similarly,  conversion  was  most  frequent 
among  contacts  of  patients  with  far  advanced  disease, 
33  per  cent,  as  compared  with  27  and  13  per  cent  of 
contacts  of  the  other  two  groups. 

Sputum  examination.  Contacts  of  patients  with 
sputa  testing  out  positive  had  a higher  initial  posi- 
tive-reactor rate  and  conversion,  48  and  27  per  cent, 
than  did  those  of  patients  with  negative  sputa  results, 
37  and  16  per  cent  (Table  IV).  Needless  to  say,  the 
bacteriologic  findings  reported  here  apply  to  the 
samples  examined  which,  on  some  occasions,  were 
infrequent.  Some  of  those  classified  as  having  had 
normal  sputa  test  findings  might  have  been  excreting 
tubercle  bacilli  at  some  stage  during  the  course  of 
illness. 

Sources  of  discovery  of  tuberculosis  patients. 

Patients  were  classified  according  to  whether  they 
were  diagnosed  through  a case-finding  procedure 
such  as  routine  hospital  admission  examination, 
contact  investigation,  employee  health  examination, 
community  chest  x-ray  film  surveys,  and  so  forth,  or 
were  self-presenting  with  symptoms.  Tuberculin 
sensitivity  was  studied  among  contacts  of  patients 
of  both  groups.  On  initial  examination,  contacts  of 
self-presenting  patients  had  a reactor  rate  with 
slightly  higher  positive  findings,  46  per  cent  than 
contacts  of  patients  discovered  through  case-finding 
programs,  43  per  cent.  Conversion,  however,  was 
significantly  higher  among  contacts  of  self-presenting 
patients,  26  per  cent,  as  compared  with  15  per  cent 
for  contacts  of  patients  discovered  by  case-finding 
channels.4 


The  difference  in  the  conversion  rates  between 
contacts  of  self-presenting  patients  and  those  of 
patients  discovered  by  case-finding  channels  can  be 
attributed  to  differences  in  the  extent  of  clinical 
disease  and  bacteriologic  findings  of  patients  of  the 
two  categories.  Among  self-presenting  patients,  84 
per  cent  had  extensive  disease  and  79  per  cent  had 
positive  sputa  findings.  Corresponding  figures  for 
patients  discovered  through  case-finding  channels 
are  70  and  67  per  cent,  respectively. 

Locale  of  therapy.  Table  V shows  the  tuberculin 
sensitivity  of  contacts  according  to  the  locale  of 
therapy  of  the  index  cases.  Hospital  patients  include 
those  who  received  most  of  their  treatment  regimens 
in  the  hospital  and  were  only  discharged  when  their 
condition  became  inactive.  The  hospital  and  am- 
bulatory patients  category  refers  to  those  patients 
who  received  part  of  their  therapy  in  the  hospital  and 
who  were  discharged  in  an  active  stage.  Some  of 
those  patients  had  multiple  hospitalizations.  Am- 
bulatory patients  did  not  receive  any  type  of  insti- 
tutional treatment.  It  should  be  mentioned  in  this 
respect  that  normal  bacteriologic  findings  in  a patient 
receiving  both  hospital  and  ambulatory  treatment 
means  that  the  patient  did  not  excrete  tubercle  bacilli 
in  the  samples  examined  during  ambulatory  treat- 
ment. Many  of  the  patients  included  under  the 
normal  findings  category  had  positive  sputa  findings 
during  their  hospital  stay. 

Conversion  rates  were  28  per  cent  for  contacts  of 
patients  receiving  both  hospital  and  ambulatory 
treatment,  20  per  cent  for  contacts  of  hospital  pa- 
tients, and  13  per  cent  for  contacts  of  ambulatory 
patients.  The  first  two  groups  of  contacts  were  as- 
sociated with  comparable  patients  in  terms  of  the 
extent  of  clinical  disease,  whereby  83  per  cent  of  the 
patients  in  both  groups  had  moderate  or  far-ad- 
vanced disease.  The  observed  difference  in  the 
conversion  rates  between  the  hospital  and  the  hos- 
pital-ambulatory groups  is  significant  at  the  0.05 
level.  These  data  indicate  that  contacts  of  patients 
with  extensive  disease  treated  on  an  ambulatory  basis 
are  exposed  to  a higher  risk  of  infection  than  are 
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TABLE  V.  Tuberculin  testing  of  contacts  by  locale  of  therapy  of  index  cases* 


Hospital  and 

Findings 

' nospi  tai 

Positive!-  Negative** 

' uuidiuiy 

Positivet  Negative** 

• Ambulatory n 

Positivet  Negative** 

Other 

Totals 

Positive  on  first 
examination 

827(53) 

92(35) 

145(38) 

204(36) 

408(43) 

498(42) 

20 

2,194(44) 

Negative  on  first 
examination 

545 

145 

186 

244 

380 

500 

10 

2,010 

Negative  on  first 
and  subsequent 
examinations 

145 

24 

40 

106 

108 

142 

0 

565 

Converter  within 
one  year 

40 

2 

10 

11 

52 

47 

0 

162 

Totals 

1,557 

263 

381 

565 

948 

1,187 

30 

4,931 

Conversion  rate 
per  cent 

Conversion  rate, 
per  centtt 

22 

20 

8 

20 

9 

13 

32 

25 

28 

* Figures  in  parentheses  indicate  percentages  of  column  totals, 
t Positive  = bacteriologically  positive. 

**  Negative  = bacteriologically  negative. 

tt  Of  contacts  regardless  of  bacteriologic  findings  of  index  cases. 


those  of  similar  patients  receiving  hospital  treat- 
ment. 

The  marked  difference  in  the  conversion  rates 
between  contacts  of  ambulatory  patients  and  those 
of  patients  receiving  part  or  all  of  their  therapy  in  the 
hospital  is  probably  due  to  differences  in  the  extent 
of  clinical  disease  and  bacteriologic  findings  of  index 
cases.  Thus,  although  83  per  cent  of  hospitalized 
patients  were  afflicted  with  moderate  or  far-ad- 
vanced disease,  only  51  per  cent  of  patients  under 
ambulatory  therapy  were  so  classified.  In  addition, 
the  proportion  of  patients  with  sputa  testing  out 
positive  was  much  higher  among  hospitalized  pa- 
tients than  among  ambulatory  patients.  In  the  case 
of  minimal  disease,  the  locale  of  therapy  does  not 
seem  to  influence  the  risk  of  infection  among  con- 
tacts. A comparison  of  Tables  III  and  V illustrates 
the  point. 

Considering  the  current  trend  toward  ambulation 
in  tuberculosis  management  and  the  justifications 
set  forth,  all  of  which  are  quite  rational,  it  seems 
impractical  to  recommend  initial  hospitalization  in 
all  cases  of  extensive  disease.  The  study  findings, 
however,  invite  consideration  of  such  relevant  factors 
as  the  extent  of  disease,  presence  of  cavitation,  bac- 
teriologic findings,  living  conditions,  age  of  contacts, 
and  other  pertinent  epidemiologic  variables  before 
a decision  is  made  regarding  the  locale  of  manage- 
ment of  a particular  patient. 

Risk  factors.  When  conversion  was  considered 
in  terms  of  combinations  of  risk  factors,  it  was  found 
that  extensive  disease  with  cavitation  in  a black  pa- 
tient represented  conditions  conducive  to  the  highest 
risk  of  infection.  In  this  context,  extensive  disease 
means  moderate  and  far-advanced  disease.  The 
similarity  of  clinical  and  epidemiologic  features,  in 
moderate  and  far-advanced  disease  as  distinct  from 
minimal  disease,  makes  comparison  of  a combination 


FIGURE  1.  Relative  risk  of  conversion  of  contacts  of  tu- 
berculosis patients  by  clinical,  bacteriologic,  and  radiologic 
findings  of  patients. 

of  the  former  two  clinical  categories  with  the  latter 
a more  meaningful  one. 

Figure  1 illustrates  the  conversion  rates  according 
to  the  extent  of  clinical  disease,  ethnic  background, 
and  bacteriologic  findings.  Lowest  conversion  was 
experienced  by  contacts  of  white  patients  with 
minimal  disease  and  normal  sputa  findings,  11.5  per 
cent.  Contacts  of  black  patients  with  moderate  or 
far-advanced  disease  and  cavitation  had  the  highest 
conversion,  36.3  per  cent.  Conversion  among  the 
former  group  was  considered  as  standard  and  was 
assigned  a risk  of  1.  Conversion  among  contacts  of 
patients  with  various  combinations  of  risk  factors  was 
compared  with  the  standard,  and  relative  risks 
ranging  from  1.1  to  3.2  were  thus  calculated. 

This  multifactorial  analysis  indicates  that  al- 
though blacks  have  a slightly  higher  conversion  rate, 
the  more  significant  risk  factor  is  the  extent  of  clinical 
disease  and  the  presence  of  cavitation  of  the  index 
case. 
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Summary 

This  study  is  based  on  tuberculosis  patients  who 
were  reported  to  the  City  of  New  York  Department 
of  Health  as  having  had  active  tuberculosis  during 
a sixteen-month  period.  Clinical  and  epidemiologic 
data  were  collected  for  3,363  patients  and  their 
household  contacts  by  abstraction  of  hospital  and 
chest-disease  clinic  records,  and  by  personal  inter- 
views. The  patients  and  their  contacts  were  followed 
for  two-  to  five-year  periods.  Clinical,  laboratory, 
radiologic,  and  intradermal  findings  were  standar- 
dized to  reduce  sources  of  bias. 

Of  the  8,874  identified  contacts,  4,931,  or  55.6  per 
cent,  were  tuberculin  tested  and  read.  Of  the  latter, 
2,194,  or  44.5  per  cent  showed  positive  findings  on 
initial  examination.  A higher  proportion  of  reactors 
with  positive  findings  on  first  examination  was  found 
among  contacts  over  twenty-five  years  of  age,  among 
those  of  patients  suffering  from  moderate  or  far- 
advanced  disease,  and  among  contacts  of  patients 
excreting  tubercle  bacilli  in  their  sputa. 

Of  the  727  reactors  with  normal  findings  who  were 
examined  more  than  once,  162,  or  22.3  per  cent  con- 
verted, mostly  within  the  first  six  months.  The 
highest  rate  of  conversion  was  encountered  among 
contacts  aged  twenty-five  to  thirty-four  years  and  in 
contacts  of  patients  of  the  same  age  group.  Sex  of 
the  index  case  did  not  play  a significant  role.  Blacks 
had  a relatively  higher  conversion  rate  than  did 
whites  or  Spanish-speaking  contacts.  The  conver- 
sion rates  among  contacts  of  patients  suffering  from 
minimal,  moderately  advanced,  or  far-advanced 
disease  were  12,  27,  and  33  per  cent,  respectively. 
Twenty-seven  per  cent  of  contacts  of  patients  with 
positive  cultures  became  tuberculin-positive;  while 
only  16  per  cent  of  those  of  patients  with  normal 
cultures  did  so. 

Conversion  among  contacts  of  self-presenting 
patients  was  significantly  higher  than  among  con- 
tacts of  patients  discovered  through  case-finding 
channels.  Among  contacts  of  patients  treated  pri- 
marily in  the  hospital,  20  per  cent  revealed  positive 
findings  as  compared  with  28  per  cent  for  contacts  of 
patients  who  received  both  hospital  and  ambulatory 
treatment.  Conversion  was  relatively  lower  among 


contacts  of  patients  treated  exclusively  at  home,  13 
per  cent.  This  may  be  attributed  to  the  fact  tha^a 
sizable  proportion  of  ambulatory  patients  had  min- 
imal disease. 

Contacts  of  patients  afflicted  with  moderate  or 
far-advanced  disease  who  received  part  of  their 
therapy  on  an  ambulatory  basis  had  a higher  con- 
version rate  than  did  those  of  patients  receiving  most 
of  their  therapy  in  the  hospital.  In  the  case  of  pa- 
tients with  minimal  disease,  the  locale  of  therapy  did 
not  seem  to  have  a significant  role  in  conversion  of 
contacts. 

When  conversion  was  considered  in  terms  of  the 
various  determinants  combined,  a combination  of 
moderate  or  far-advanced  disease  with  cavitation 
represented  the  highest  risk  of  infection  to  household 
contacts. 

The  widely  accepted  claim  that  a great  many  of  the 
contacts  of  tuberculosis  patients  are  infected  by  the 
time  the  patient  is  diagnosed  should  not  be  taken  at 
face  value.  As  has  been  shown  in  the  previous 
analysis,  the  proportion  of  reactors  with  positive 
findings  on  initial  examination  among  young  contacts 
and  among  those  of  patients  with  minimal  disease 
and  sputa  testing  out  negative  was  relatively  low. 
Even  in  situations  in  which  the  majority  of  contacts 
are  infected  on  initial  examination,  marked  variation 
occurs  in  conversion  of  the  uninfected  among 
them. 

The  elucidation  of  the  factors  associated  with  tu- 
berculin conversion  in  the  study  reported  here  should 
be  instrumental  in  setting  up  priorities  and  in  scru- 
tinizing the  follow-up  procedures  of  tuberculosis 
contacts. 
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The  successful  use  of  prophylactic  antibiotics  in 
patients  undergoing  cesarean  section  has  recently 
been  reported.1  Because  of  the  marked  decrease  in 
febrile  morbidity  in  these  patients,  it  was  decided  to 
extend  our  study  to  patients  undergoing  hysterec- 
tomy to  confirm  previous  reports  showing  that  pro- 
phylactic antibiotics  are  of  value  in  major  gynecologic 
surgery.  Specifically  selected  antibiotics  were  given 
in  high  doses  during  the  perioperative  period,  and 
their  ability  to  reduce  febrile  morbidity  was  evalu- 
ated. 

Material  and  methods 

A prospective  study  of  100  consecutive  patients 
undergoing  either  abdominal  hysterectomy,  56,  or 
vaginal  hysterectomy,  44,  at  the  Metropolitan  Hos- 
pital Center  of  New  York  Medical  College  were  en- 
tered in  the  study  from  July  1, 1974,  to  May  30, 1975. 
Patients  were  excluded  only  if  they  had: 

1.  An  elevated  temperature  (100.4  F.)  within 
twenty-four  hours  prior  to  surgery. 

2.  Received  antibiotic  therapy  in  the  preceding 
two  weeks. 

3.  A urine  culture  disclosing  5 times  10s  organ- 
isms prior  to  surgery. 

4.  A major  penicillin  allergy. 

Using  the  last  digit  of  their  hospital  chart  number, 
these  patients  were  assigned  to  one  of  two  groups. 

Group  1.  Patients  with  an  even  number  were 
treated  with  2 Gm.  of  sodium  cephalothin  intrave- 


nously and  1 Gm.  of  kanamycin  intramuscularly  two 
hours  prior  to  surgery.  They  then  received  2 Gm.  of 
cephalothin  intravenously  every  six  hours  for  eight 
doses  and  500  mg.  of  kanamycin  intramuscularly 
every  twelve  hours  for  four  doses  postoperatively. 

Group  2.  Patients  with  an  odd  number  received 
no  antibiotic  therapy. 

All  patients  were  maintained  on  intravenous  so- 
lutions for  forty-eight  hours  postoperatively  with 
1,000  cc.  of  5 per  cent  dextrose  and  balanced  elec- 
trolyte solution  (Isolyte)  and  2,000  cc.  of  5 per  cent 
dextrose  and  water  given  each  day. 

Routine  laboratory  studies  included  preoperative 
complete  blood  count,  sequential  multiple  analyzer 
(SMA)  18,  urinalysis  and  urine  culture,  and  sen- 
sitivity. Sequential  multiple  analyzer  18  determi- 
nation was  repeated  on  the  second  postoperative  day. 
Vaginal  and  urine  cultures  were  obtained  on  the  third 
postoperative  day.  Additional  urinary  and  vaginal 
cultures  were  obtained,  along  with  a chest  roent- 
genogram if  the  patient  manifested  any  febrile 
morbidity.  Morbidity  was  defined  as  a temperature 
greater  than  100.4  F.  orally  on  two  consecutive  days 
excluding  the  first  postoperative  day.  Temperatures 
were  taken  every  four  hours  on  all  patients. 

The  cause  of  morbidity  was  then  classified  as  fol- 
lows: 

1.  Urinary-tract  infection:  fever  and  urinary  - 
tract  bacterial  infection  symptoms  with  a positive 
culture  or  a single  positive  culture  of  greater  than  5 
times  105  organisms  with  or  without  fever. 

2.  Wound  infection:  fever  and  cellulitis  or  ex- 
udate. 

3.  Pelvic  infection:  cuff  cellulitis  or  abscess 

confirmed  on  physical  examination  and  vaginal 
culture. 

4.  Miscellaneous:  including  pulmonary  and  cir- 
culatory complications. 

Results 

In  this  study  two  separate  groups  were  evaluated. 
The  first  group  consisted  of  those  patients  under- 
going abdominal  hysterectomy  and  the  second  group 
those  patients  undergoing  vaginal  hysterectomy.  As 
previously  stated,  these  patients  were  placed  into 
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TABLE  I.  Febrile  morbidity  following  hysterectomy 


Vaginal* ^ r Abdominalt ^ 


Condition 

Treated  Patients 

Control  Patients 

Totals 

Treated  Patients 

Control  Patients 

Totals 

Nonmorbid 

21 

12 

33 

20 

14 

34 

Morbid 

2 

9 

11 

8 

14 

22 

Totals 

23 

21 

44 

28 

28 

56 

*p  < 0.05:  statistically  significant  (chi  square), 
tp  > 0.10  not  statistically  significant  (chi  square). 


either  a treated  or  a control  group  depending  on  their 
hospital  chart  number.  Within  each  group  there 
were  no  significant  differences  in  the  indications  for 
surgery,  nor  were  there  significant  differences  in  age, 
race,  socioeconomic  status,  or  type  of  anesthetic  used 
between  treated  and  control  patients. 

Data  analysis  revealed  a statistically  significant 
difference  in  febrile  morbidity  between  treated  and 
control  patients  undergoing  vaginal  hysterectomy 
which  was  not  found  in  patients  undergoing  ab- 
dominal hysterectomy  (Table  I). 

Further  analysis  reveals  that  the  incidence  of  uri- 
nary-tract and  postoperative  pelvic  infections  was 
diminished  in  treated  patients  undergoing  vaginal 
hysterectomy  (Table  II).  However,  statistical  sig- 
nificance was  noted  only  in  the  former.  There  was 
no  statistically  significant  difference  found  in  the 
incidence  of  urinarv-tract  infection,  pelvic  infection, 
or  wound  infection  between  treated  and  control  pa- 
tients who  had  undergone  abdominal  hysterectomy 
(Table  III). 

In  one  control  patient  who  underwent  abdominal 
hysterectomy  and  in  one  treated  patient  who  unT 
derwent  vaginal  hysterectomy,  no  specific  cause  of 
febrile  morbidity  could  be  determined.  Both  these 
patients  had  an  essentially  benign  postoperative 
course  with  no  unusual  physical  findings  and  no  ev- 
idence of  bacterial  growth  on  culture  media,  but  they 
still  manifested  febrile  morbidity.  Six  patients  had 
combined  infections.  In  patients  who  had  under- 
gone abdominal  hysterectomy,  there  were  3 com- 
bined abdominal-wound  and  urinary-tract  infections; 
in  patients  who  underwent  vaginal  hysterectomy,  3 
cases  of  combined  pelvic  and  urinary-tract  infection 
were  noted.  In  addition,  one  control  patient, 
postabdominal  hysterectomy,  developed  a vesico- 
vaginal fistula  on  the  ninth  postoperative  day. 

The  causative  organisms  found  in  the  vagina, 
urine,  and  wound  cultures  are  summarized  in  Table 
IV.  Gram-negative  organisms  predominated  in 
urinary-tract  and  pelvic  infection,  although  both 
gram-negative  and  gram-positive  organisms  were 
found  in  wound  infections.  Specific  anaerobic  cul- 
tures were  not  obtained. 

Comment 

Goosenberg,  Emich,  and  Schwarz  in  1969, 2 re- 
viewed a large  series  of  vaginal  hysterectomies  and 
found  that  a combination  of  penicillin  and  strepto- 


TABLE  II.  Infection  following  vaginal  hysterectomy 


Urinary-Tract  Infection 

Pelvic  Infection 

Treated  (23)0* 

1 

Control  (21)7 

5t 

•Statistically  significant  (Fisher  exact  test). 

TThree  combined  pelvic  and  urinary  tract  infection. 


TABLE  III.  Infection  following  abdominal 
hysterectomy 


Wound 

Pelvic 

Urinary 

Tract 

Data 

Infection 

Infection 

Infection 

Treated  (28) 

8 

0 

1* 

Control  (28) 

7 

2 

6+ 

•One  combined  wound  infection  and  urinary  tract  infection. 
tTwo  combined  wound  infections  and  urinary  tract  infections. 


mycin  given  prophylactically  reduced  febrile  mor- 
bidity from  77.5  to  7.5  per  cent.  Allen,  Rampone, 
and  Wheeless,  in  1972, 3 reported  on  the  use  of  pro- 
phylactic antibiotics  in  elective  major  gynecologic 
surgery.  Using  a six-day  course  of  cephalothin  their 
results  showed  a reduction  in  febrile  morbidity  in 
patients  undergoing  abdominal  hysterectomy  from 
41  per  cent  in  the  control  group  to  14  per  cent  in  the 
treated  group.  They  also  showed  a decrease  in  fe- 
brile morbidity,  from  50  per  cent  in  the  control  group 
to  4 per  cent  in  the  treated  group,  in  patients 
undergoing  vaginal  hysterectomy.  More  recently, 
Ledger,  Sweet,  and  Headington4  reported  on  the 
prophylactic  use  of  cephaloridine  in  premenopausal 
women  undergoing  hysterectomy.  A decrease  in 
postoperative  morbidity  from  60  per  cent  in  control 
patients  to  36  per  cent  in  those  patients  treated  was 
noted.  It  should  be  mentioned  that  the  treated  pa- 
tients in  this  study  received  antibiotics  solely  on  the 
day  of  surgery.4 

Our  study  reveals  a statistically  significant  re- 
duction in  febrile  morbidity  from  43  to  8 per  cent  in 
patients  undergoing  vaginal  hysterectomy. 

In  patients  undergoing  abdominal  hysterectomy, 
the  decrease  in  febrile  morbidity  was  from  50  to  28 
per  cent.  This  latter  figure  is  not  statistically  sig- 
nificant but  does  reflect  some  diminution  of  febrile 
morbidity.  Prophylactic  antibiotics  were  of  little 
value  in  preventing  abdominal  wound  infections. 
There  were  7 wound  infections  in  the  control  group 
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TABLE  IV.  Organisms  identified  at  hysterectomy  in  cases  of  febrile  morbidity 


A RHAMIM  A T. 

VAP-TMAT 

r T 

^Treated  Patients  ^ 
Urinary 
Pelvic  Tract 

Urinary 

Wound  Tract  Pelvic 

f 

Wound 

Urinary 

Tract  Pelvic 



Pelvic 

Urinary 

Tract 

Escherichia  coli 

2 

3 

4 1 

2 

4 

Klebsiella 

1 

Enterococcus 

1 

1 

Staphylococcus 

1 

1 

1 

aureus 

Staphylococcus 

3 

2 

1 

epidermidis 

Proteus 

1 

Peptostreptococcus 

1 

1 

Pseudomonas 

1* 

1 

Beta  hemolytic 

1 

1 

streptococcus 

* Resistant  to  cephalothin  and  kanamycin. 


and  8 in  the  treated  group.  Similarly,  in  our  previous 
study  on  cesarean  section,  wound  infections  were  not 
significantly  reduced.1 

The  decision  to  use  prophylactic  antibiotics  is  not 
without  risk.  Although  the  statistics  are  favorable, 
it  must  be  decided  if  the  risks  of  utilizing  prophy- 
lactic antibiotics  outweigh  the  hazard  of  infection. 
There  is  a potential  harm  in  using  antibiotics  both 
to  individual  patients  and  to  the  overall  patient 
population.  Certain  antibiotics  have  known  toxic 
affects,  that  is,  kanamycin  and  cephalothin  are  both 
nephrotoxic;  streptomycin  has  both  a renal  and  an 
ototoxic  effect.  Yet,  other  antibiotics  especially  the 
penicillins  and  their  derivatives  have  high  allergenic 
potential.  Two  surgical  deaths  associated  with  the 
use  of  cephalothin  have  been  reported5;  both  patients 
received  the  drug  during  surgery,  incurred  anaphy- 
lactic reactions,  and  expired.  One  death  was  im- 
mediate, and  the  other  death  occurred  on  the  fifth 
postoperative  day;  the  latter  patient  never  regained 
consciousness. 

In  a larger  prospective,  the  routine  use  of  pro- 
phylactic antibiotics  on  bacterial  flora  must  be  con- 
sidered. Numerous  studies  have  shown  that  long- 
term antibiotic  administration  will  change  bacterial 
flora,  promoting  secondary  invaders,  overgrowth  of 
resistant  strains,  and  a change  in  bacterial  sensitiv- 
ities. However,  no  studies  as  yet  have  been  able  to 
confirm  these  effects  on  bacterial  flora  when  short- 
term courses  of  prophylactic  antibiotics  were  uti- 
lized. 

In  a recent  editorial,  Ketcham,  Beazley,  and  Bag- 
ley6  reflected  the  feeling  that  in  most  routine  cases, 
until  further  and  extensive  bacteriologic  studies 
could  be  performed,  the  use  of  prophylactic  treat- 
ment would  provide  little  benefit  and  may  be  con- 
traindicated. However,  they  also  stated  that  in 
certain  high-risk  surgical  procedures  prophylactic 
antibiotics  would  be  of  great  value. 

Ledger,  Reite,  and  Headington7  reported  the  risk 
of  febrile  morbidity  to  be  7.8  per  cent  for  laparotomy, 
28.7  per  cent  for  abdominal  hysterectomy,  and  43.4 


per  cent  for  vaginal  hysterectomy;  they  also  reported 
the  urinary  tract  to  be  the  most  common  site  of  in- 
fection. The  use  of  prophylactic  antibiotics  would 
seem  to  be  the  most  reliable  way  of  decreasing  these 
infections  and  therefore  decreasing  febrile  morbid- 
ity. 

Wheeless8  and  Ledger,  Reite,  and  Headington7 
stated  that  short-term  antibiotic  prophylaxis  will  not 
mask  severe  postoperative  infection  or  delay  their 
treatment.  Our  studies  confirm  these  findings.  In 
those  patients  manifesting  febrile  morbidity,  culture 
results  enabled  the  institution  of  specific  treatment. 
Results  were  prompt  and  satisfactory. 

The  guidelines  presented  by  Ledger,  Gee,  and 
Lewis9  on  the  use  of  prophylactic  antibiotics  must  be 
reiterated. 

1.  The  operation  should  carry  a significant  risk  of 
postoperative-site  infection. 

2.  The  operation  should  cause  significant  bacterial 
contamination. 

3.  The  antibiotics  used  for  prophylaxis  should 
have  laboratory  evidence  of  effectiveness  against  some 
of  the  contaminating  microorganisms  and  demonstra- 
ble clinical  effectiveness. 

4.  The  antibiotic  should  be  present  in  the  wound  in 
effective  concentration  at  the  time  of  incision. 

5.  A short-term,  low-toxicity  regimen  of  antibiot- 
ics should  be  used. 

6.  Antibiotics  needed  to  combat  resistant  infection 
should  be  reserved  and  not  used  for  prophylaxis. 

7.  The  benefits  of  prophylactic  antibiotics  must 
outweigh  the  dangers  of  antibiotic  use. 

Although  both  vaginal  and  abdominal  hysterec- 
tomies have  high  morbidity  figures,  our  results  justify 
the  prophylactic  use  of  antibiotics  only  in  patients 
undergoing  vaginal  hysterectomy.  In  our  study,  the 
major  cause  of  febrile  morbidity  following  abdominal 
hysterectomy  was  abdominal-wound  infection  which 
was  not  influenced  by  the  use  of  prophylactic  anti- 
biotics. 

Neary  et  al. 10  have  related  the  increase  in  bacterial 
colonization  of  the  vagina  during  the  proliferative 
phase  of  the  menstrual  cycle  with  an  increase  in 
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postoperative  febrile  morbidity.  It  is  also  possible 
that  there  is  a relationship  between  age  and  postop- 
erative febrile  morbidity.  At  this  time  our  groupings 
are  too  small  to  confirm  or  refute  either  of  these 
ideas.  Our  current  efforts  are  directed  toward  de- 
termining whether  or  not  there  is  any  subgroup  of 
patients  undergoing  vaginal  hysterectomy  that  is  at 
greater  risk  of  developing  febrile  morbidity. 

Conclusions 

The  use  of  prophylactic  antibiotics  can  effectively 
decrease  febrile  morbidity  following  major  gyneco- 
logic surgery. 

There  is  a statistically  significant  decrease  in  fe- 
brile morbidity  and  urinary-tract  infection  when 
prophylactic  antibiotics  are  used  in  patients  under- 
going vaginal  hysterectomy. 

The  routine  use  of  prophylactic  antibiotics  prior 
to  abdominal  hysterectomy  does  not  seem  justi- 
fied. 

Specific  at-risk  groups  of  patients  undergoing 
vaginal  hysterectomy  should  be  better  identified. 

Department  of  Obstetrics  and  Gynecology 
New  York  Medical  College 
Fifth  Avenue  at  One  Hundred  and  Sixth  Street 


Jockey’s  death  blamed 
on  horse  medicine 

Death  of  a twenty-year-old  jockey  who  had  taken  a po- 
tent horse  medicine  points  up  a serious  health  problem 
around  racetracks,  says  a report  in  the  August  30  issue  of 
the  Journal  of  the  American  Medical  Association. 

The  jockey  died  of  a fatal  type  of  anemia  caused  by 
taking  phenylbutazone — known  around  the  tracks  as 
“bute,”  say  Robert  Ramsey,  M.D.,  and  David  W.  Golde, 
M.D.,  of  the  UCLA  School  of  Medicine,  Los  Angeles. 

“Bute”  is  widely  and  effectively  used  to  relieve  aches  and 
pains  from  strains  and  injuries  in  animals  as  well  as  man, 
but  the  dose  given  to  horses  is  much  larger  than  that  used 
in  humans,  Dr.  Ramsey  points  out. 

The  jockey  admitted  taking  “bute”  in  the  form  of 


New  York,  New  York  10029 
(DR.  ROTHBARD) 
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crumbled  horse  tablets  about  20  times  in  the  previous  three 
years.  One  month  before  he  came  to  the  hospital  he  took 
two  of  the  big  tablets  daily  for  more  than  three  days  for 
mild  but  painful  injuries  sustained  in  a fall.  He  died  of 
severe  aplastic  anemia. 

It  is  well  known  among  racetrack  personnel  that  jockeys, 
grooms,  and  trainers  often  take  horse  phenylbutazone  for 
muscle  aches  and  bruises,  Dr.  Ramsey  declares.  They  are 
not  aware  of  any  adverse  effects  of  the  drug,  he  says. 

The  abuse  of  “bute”  by  people  working  about  stables  and 
racetracks  is  not  surprising  considering  its  easy  availability 
and  effectiveness,  he  says. 

“Physicians  and  veterinarians  should  be  made  aware  of 
this  practice  and  discourage  it.  Veterinary  phenylbuta- 
zone can  be  fatal  to  man.” 
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The  accuracy  of  gallium-67  scintigraphic  determi- 
nations has  been  studied  in  many  different  tumors. 
In  both  Hodgkin’s  disease  and  tumors  of  the  lung  the 
results  have  been  encouraging,  with  most  reports 
indicating  an  accuracy  of  more  than  70  per  cent,  and 
with  a low  incidence  of  both  false-positive  and  nor- 
mal findings  in  studies.1-5  For  non-Hodgkin’s 
lymphoma  the  results  have  been  less  impressive. 
The  Cooperative  Group  to  Study  Localization  of 
Radiopharmaceuticals,  which  evaluated  167  patients 
with  non-Hodgkin’s  lymphoma,  reported  an  overall 
accuracy  of  78  per  cent.6  However,  the  accuracy  of 
the  scan  (scintigram)  findings  when  evaluated  for 
different  sites  was  only  53  per  cent.  Of  145  sites  with 
histologically  proved  tumor,  Horn,  Ray,  and  Kriss7 
found  68,  47  per  cent,  were  not  detected;  most  of 
these  represented  infradiaphragmatic  sites. 

The  Cooperative  Group  reported  differences  in 
accuracy  by  histologic  type,  with  histiocytic  lym- 
phoma having  the  highest  rate  of  true  positive  scan 
findings  and  poorly  differentiated  lymphocytic 
lymphoma  the  lowest.  Horn,  Ray,  and  Kriss7  found 
that  gallium-67  scanning  results  correlated  with  all 
other  clinicopathologic  data  in  38  per  cent  of  the 
patients  with  diffuse  histiocytic  lymphoma  and  in 
only  13  per  cent  of  those  with  lymphocytic  lympho- 
ma. 

In  a recent  review  of  the  literature,  Silberstein8  also 
found  the  sensitivity  of  gallium-67  scintigraphy  to 
be  dependent  on  the  histologic  type  of  lymphoma, 
with  the  highest  sensitivity  in  undifferentiated, 
Burkitt’s  lymphoma,  100  per  cent,  and  the  lowest  in 


One  hundred  and  four  gallium-67  citrate  scintigrams 
were  performed  on  patients  with  a diagnosis  of  non- 
Hodgkin’s  lymphoma.  Of  the  65  patients  who  had 
tumor  present  at  the  time  of  scintigraphy,  60  were 
diagnosed  correctly,  92  per  cent.  The  false  rate  for 
normal  findings  was  5 out  of  40, 12.5  per  cent,  and  the 
false  rate  for  positive  findings  was  4 out  of  64,  6.3  per 
cent.  Overall,  the  gallium-67  scan  detected  the 
tumor  in  124  out  of  158  anatomic  sites  involved,  78.5 
per  cent.  Tumor  in  intra-abdominal  parenchymal 
organs  and  the  spleen  had  generally  low  sensitivity. 
No  difference  in  reliability  was  noted  by  cell  type 
with  4 out  of  40,  10  per  cent,  incorrect  scans  with 
nodular  lymphoma  and  5 out  of  64,  8 per  cent,  with 
diffuse  type.  Prior  radiation  and/or  chemotherapy 
did  not  appear  to  affect  accuracy.  Gallium-67 
scintigraphic  examinations  are  useful  in  docu- 
menting recurrence  and  response  in  non-Hodgkin’s 
lymphoma  although  its  value  in  initial  staging  of  the 
disease  is  limited. 


giant  follicular  lymphoma,  33  per  cent.8  In  a previ- 
ous study  from  Roswell  Park  Memorial  Institute, 
Bakshi  and  Bender9  found  5 out  of  38, 13  per  cent,  of 
gallium-67  scans  in  patients  with  lymphoma  and 
recticulum-cell  sarcoma  which  were  not  compatible 
with  the  results  of  other  clinicopathologic  findings. 
The  present  study  was  undertaken  to  further  eval- 
uate the  usefulness  of  gallium-67  citrate  scanning  in 
the  management  of  non-Hodgkin’s  lymphoma. 

Materials  and  methods 

Between  April,  1973,  and  October,  1975,  104  gal- 
liurn-67  scintigraphic  studies  were  done  on  patients 
with  histologically  proved  non-Hodgkin’s  lymphoma. 
There  were  62  males  and  42  females,  all  but  2 of 
whom  were  white.  The  age  ranged  between  five  and 
eighty-nine,  with  a median  of  forty-nine  years.  All 
slides  were  reviewed  by  a senior  member  of  the  de- 
partment of  pathology,  and  the  tumors  were  classi- 
fied according  to  Rappaport10  and  to  Rappaport, 
Winter,  and  Hicks.11  Fifty  of  the  104  patients  were 
untreated  at  the  time  of  scintigraphic  examination; 
the  remainder  had  received  chemotherapy,  radio- 
therapy, or  both. 

All  patients  had,  prior  to  the  scintigraphic  testings, 
undergone  a complete  work-up  including  physical 
examination,  chest  roentgenograms,  upper  gas- 
trointestinal series,  barium  enema,  intravenous  py- 
elogram,  bipedal  lymphangiogram,  bone-marrow 
biopsy,  and  liver  scan.  Other  studies  such  as  bone 
survey,  bone  scan,  and  liver  biopsy  were  obtained  as 
indicated.  Blood  chemistries  including  liver  func- 
tion tests,  and  serum  creatinine  and  blood  urea  ni- 
trogen levels  were  obtained  in  all  patients.  The  re- 
sults of  the  scan  findings  were  compared  with  the 
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TABLE  I.  Results  of  gallium-67  citrate  scintigraphic 
testing  in  patients  with  non-Hodgkin's  lymphoma  of 
different  histologic  type 


Histologic 

Type 

/ 

True- 

Positive 

True-  False- 

Normal  Positive 

False- 

Normal 

Totals 

Nodular 

Lymphocytic, 

3 

1 

4 

well  differen- 
tiated 

Lymphocytic, 

20 

4 

1 

1 

26 

pooriy  differ- 
entiated 
Mixed 

2 

2 

4 

Histiocytic 

2 

2 

1 

1 

6 

Diffuse 

Lymphocytic, 

1 

2 

3 

well  differen- 
tiated 

Lymphocytic, 

12 

12 

1 

2 

27 

pooriy  differ- 
entiated 
Mixed 

3 

4 

7 

Histiocytic 

11 

_8 

1. 

1 

27 

TOTALS 

60  (93.7) 

35  (87.5) 

4 (6.3) 

5 (12.5) 

104 

(per  cent)* 

*Per  cent  of  patients  with  positive  and  normal  scintigraphic 
findings,  respectively. 


other  clinical  findings.  Whenever  possible,  biopsies 
were  obtained  from  areas  where  the  scintigram 
showed  abnormal  uptake  of  the  gallium-67  citrate. 

The  patients  were  staged  according  to  the  Ann 
Arbor  criteria  for  Hodgkin’s  disease.12  In  10  pa- 
tients, the  staging  procedure  included  laparotomy 
with  splenectomy  and  biopsies  of  liver,  bone  marrow, 
and  multiple  lymph  nodes.  Fourteen  patients  had 
Stage  I,  28  had  Stage  II,  19  Stage  III,  and  43  Stage  IV 
disease. 

All  patients  had  the  neck,  chest,  and  abdomen, 
including  axillary  and  inguinal  areas,  scanned. 
Carrier-free  gallium-67  citrate  was  given  intrave- 
nously in  a dose  of  40  microcuries  per  kilogram  with 
a maximum  of  3 millicuries.  The  patients  received 
30  ml.  of  milk  of  magnesium  and  5 ml.  of  cascara  daily 
for  three  days;  the  scanning  was  carried  out  ap- 
proximately seventy-two  hours  after  the  injection. 
A rectilinear  scintigraph  with  a high-energy,  5-inch 
focusing  collimator  was  used,  with  anterior  and 
posterior  views  being  obtained  simultaneously.  The 
scinitigraphic  studies  were  interpreted  by  two  of  the 
authors,  Dr.  Parthasarathy  and  Dr.  Bakshi,  without 
knowledge  of  the  patients’  clinical  status. 

Results 

The  results  of  the  scans  are  presented  in  Table  I. 
The  scan  detected  tumor  correctly  in  at  least  one  site 
in  92.3  per  cent  of  the  patients  who  had  tumor 
present;  the  studies  disclosed  normal  Findings  in  89.7 
per  cent  of  those  who  were  clinically  free  of  disease 
at  the  time  of  scanning.  The  incorrect  disclosures 
were  all  in  patients  with  either  nodular  or  diffuse, 
poorly  differentiated  lymphocytic,  or  histiocyctic 
lymphomas.  Two  of  the  patients  with  incorrect 
disclosure  scans  had  Stage  I,  3 had  Stage  II,  1 had 
Stage  III,  and  3 had  Stage  IV  disease,  resulting  in 
accuracy  by  stage  of  88.1  per  cent  in  Stages  I and  II 


TABLE  II.  Sensitivity  of  gallium-67  citrate  scintigraphic 
testing  at  different  anatomic  sites 


Site  of  Tumor 

Number  of 
Patients 
with  Tumor 
at  Site 

Number 
Detected  by 
Gallium-67 
Scan 

Sensitivity 

Percentage 

Para-aortic 

24 

22 

91.7 

Cervical 

23 

20 

86.9 

Inguinal 

17 

14 

82.4 

Mediastinal 

15 

12 

80.0 

Hilar 

10 

9 

90.0 

Iliac 

10 

9 

90.0 

Axillary 

9 

7 

77.8 

Mesenteric 

8 

6 

75.0 

Bone 

8 

5 

62.5 

Supraclavicular 

5 

2 

40.0 

Spleen 

5 

1 

20.0 

Liver 

3 

1 

33.3 

Lung 

3 

3 

100.0 

Retroperitoneum 

3 

3 

100.0 

Kidney 

3 

1 

33.3 

Other 

12 

9 

75.0 

and  93.5  per  cent  in  Stages  III  and  IV.  Prior  treat- 
ment did  not  affect  the  accuracy  of  the  true-positive 
results.  All  but  13  were  proved  histologically.  Of 
the  5 patients  with  false-normal  findings,  3 had  his- 
tologically proved  tumor  present.  The  remaining 
patients  whose  scans  were  regarded  as  having  dis- 
closed true-positive  findings  or  false-normal  results 
had  clear  clinical  evidence  of  disease.  The  patients 
whose  scan  findings  were  regarded  as  false  positive 
all  showed  increased  uptake  in  the  mediastinal 
and/or  hilar  areas,  although  no  signs  of  tumor  could 
be  detected  by  roentgenologic  examinations.  All 
patients  with  true-normal  scintigraphic  results  had 
completely  normal  clinicopathologic  work-up  find- 
ings. 

Tumor  was  clinically  detected  in  22  different  an- 
atomic sites.  The  incidence  for  the  most  common 
sites  and  the  sensitivity  of  the  gallium-67  scan  for 
each  site  are  presented  in  Table  II.  Although  the 
sensitivity  generally  was  satisfactory  in  major 
lymph-node  areas,  it  was  low  in  intra-abdominal 
parenchymal  organs  and  spleen.  In  11  of  the  60 
patients  with  tumor  present  whose  gallium-67  scan 
correctly  indicated  at  least  one  malignant-growth 
site,  the  findings  also  were  positive  for  tumor  in  at 
least  one  additional  area  which  could  not  be  con- 
firmed histologically  or  clinically.  Eight  of  these 
patients  had  nodular,  poorly  differentiated  lym- 
phocytic lymphoma,  1 diffuse  well-differentiated 
lymphocytic  lymphoma,  and  2 diffuse  histiocytic 
types.  False-normal  sites  were  found  in  14  of  the  60 
patients;  these  were  distributed  evenly  by  histologic 
type. 

Of  the  10  patients  who  underwent  exploratory 
laparotomy  with  splenectomy,  8 had  tumor  found  at 
various  locations,  including  mesenteric,  para-aortic 
and  iliac  lymph  nodes,  and  spleen.  In  7 of  these 
patients,  the  scan  had  indicated  intra-abdominal 
tumor.  Splenic  lymphoma  was  not  detected  in  4 out 
of  5,  80  per  cent,  and  mesenteric  lymph-node  in- 
volvement was  not  detected  in  2 out  of  8, 25  per  cent, 
patients.  However,  in  only  1 patient  was  intra- 
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abdominal  involvement  at  both  splenic  and  lymph- 
node  sites  not  detected  by  scan. 

Comment 

Since  Edwards  and  Hayes  in  196913  described  the 
accumulation  of  gallium-67  citrate  in  Hodgkin’s 
disease,  several  reports  have  confirmed  its  useful- 
ness.14 For  other  lymphomas,  the  results  have  been 
less  consistent.6-7-14  In  the  present  study,  the  ability 
of  the  scan  to  detect  tumor  in  at  least  one  site  was 
impressive,  92.3  per  cent;  this  was  superior  to  79.2  per 
cent  found  in  a study  by  the  Cooperative  Group.6 
Complete  accuracy  was  achieved  in  70  of  the  104 
patients,  67.3  per  cent;  this  was  also  better  than  the 
previously  reported  24  per  cent."  In  reference  to 
sensitivity  at  different  anatomic  sites,  this  study  re- 
vealed a better  accuracy  of  the  scanner  than  did 
former  studies,  with  78.5  per  cent  of  all  sites  with 
tumor  detected,  compared  with  51  per  cent  reported 
by  the  Cooperative  Group.6  The  fact  that  all  25 
patients  in  the  study  by  Horn,  Ray,  and  Kriss7  had 
been  staged  by  exploratory  laparotomy  and  sple- 
nectomy prior  to  scanning  could  explain  the  differ- 
ence between  the  findings  of  that  study  and  the 
present  study.  It  has  been  demonstrated  that  both 
splenic  and  mesenteric  lymphoma  may  be  unde- 
tectable by  any  diagnostic  modality  other  than  lap- 
arotomy.15 In  this  study,  gallium-67  scanning  made 
it  possible  to  detect  intra-abdominal  tumor  not  de- 
tected by  routine  nonoperative  staging  in  7 instances. 
The  previously  reported  trend  of  higher  sensitivity 
in  supradiaphragmatic,  61  per  cent,  compared  with 
infradiaphragmatic  lymphoma,  40  per  cent,  was  not 
confirmed  except  for  the  low  sensitivity  in  detecting 
tumor  in  spleen  and  intra-abdominal  parenchymal 
organs. 

This  study  did  not  disclose  any  differences  in  ac- 
curacy by  histologic  type  of  lymphoma,  although  as 
low  as  a 13  per  cent  true-positive  findings  rate  has 
been  reported  in  lymphocytic  lymphoma.3  Although 
all  the  incorrect  scan  readings  were  found  in  patients 
with  either  histiocytic  or  poorly  differentiated  lym- 
phocytic lymphoma,  this  was  probably  a reflection 
of  the  preponderance  of  these  cell  types. 

It  has  been  suggested  that  tumors  that  are  being 
treated  have  less  ability  to  concentrate  gallium-67 
compared  with  untreated  tumors.8  This  study  did 
not  reveal  any  difference  between  treated  and  un- 


treated patients. 

Conclusion 

Gallium-67  scintigraphic  examination  is  an  accu- 
rate method  to  detect  non-Hodgkin’s  lymphoma.  Its 
low  sensitivity  for  tumor  located  in  abdominal  pa- 
renchymal organs  and  for  splenic  involvement  would 
suggest  that  its  usefulness  as  a staging  procedure  is 
limited.  However,  with  an  overall  92  per  cent  true- 
positive  and  12.5  per  cent  false  normal-findings  rate, 
it  should  be  useful  in  evaluating  tumor  progres- 
sion. 

Surgical  Development  Oncology 
Roswell  Park  Memorial  Institute 
666  Elm  Street 
Buffalo,  New  York  14263 
(DR.  KAUFMAN) 
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The  increased  longevity  of  patients  with  chronic 
renal  failure  treated  by  hemodialysis  may  be  ascribed 
to  improved  understanding  of  renal  physiology,  the 
development  and  application  of  more  sophisticated 
hemodialysis  equipment,  and  the  evolution  of  better 
techniques  in  vascular  surgery.  The  substitution  of 
matured  radiocephalic  arteriovenous  fistulae,  in 
combination  with  preliminary  temporizing  femoral 
vein  catheterization  with  concomitant  single-needle 
hemodialysis,  in  lieu  of  the  conventional  Scribner 
shunt  as  the  primary  access  route  for  hemodialysis, 
has  spared  superficial  venous  channels  and  permitted 
uncomplicated  long-term  hemodialysis  via  the  ma- 
tured Brescia  fistula  for  periods  averaging  up  to  three 
or  more  years.1  When  the  patency  of  the  Brescia 
fistula  is  threatened  by  thrombosis  or  infection,  the 
creation  of  other  access  routes  becomes  mandatory 
and  is  simplified  when  other  superficial  venous 
channels  are  available.  In  those  situations  wherein 
superficial  venous  channels  are  sparse,  underdevel- 
oped, or  thrombosed,  the  utilization  of  deeper  venous 
channels  is  necessitated.  The  application  of  sa- 
phenous vein  grafts,  modified  bovine  grafts,  or 
Spark’s  mandril-grown  grafts  as  arteriovenous  con- 


The use  of  the  expanded  polytetrafluoroethylene 
long  fibril  vascular  graft  (Goretex)  as  a satisfactory 
access  route  for  hemodialysis  is  reported.  Twenty 
of  24  such  vascular  grafts  placed  during  the  past  eight 
months  continue  to  function  satisfactorily  as  hemo- 
dialysis access  routes  or  were  functional  at  the  time 
of  death  in  2 patients.  The  graft  material  is  readily 
shaped  and  placed  with  a minimum  of  leakage  or 
axial  rotation. 


duits  has  achieved  varying  degrees  of  success,  but 
cannot  be  considered  as  ideal. 

The  inability  of  the  saphenous  vein  to  withstand 
the  abuse  of  hemodialysis  has  precluded  its  use  in  our 
facility.  The  effectiveness  of  the  mandril-grown 
Spark’s  graft  is  limited  by  the  time  required  for  its 
maturation  and  the  necessity  of  using  a special  can- 
nula for  venipuncture.  The  modified  bovine  graft 
has  functioned  satisfactorily  for  periods  of  up  to 
twenty-one  months,  but  is  subject  to  aneurysm  for- 
mation in  hypertensive  patients  and,  after  prolonged 
use,  undergoes  an  outflow  tract  fibrosis  which  ne- 
cessitates revision.2’3 

The  utilization  of  a recently  introduced  modified 
Teflon  graft,  expanded  P.T.F.E.  (polytetrafluoro- 
ethylene, Goretex*),  as  a potentially  satisfactory 
conduit  for  the  construction  of  arteriovenous  fistulae 
for  hemodialysis  is  the  subject  of  this  preliminary 
report. 

P.T.F.E.  graft 

The  P.T.F.E.  graft  is  a prosthetic  material  manu- 
factured from  an  expanded,  highly  porous  form  of 
Teflon.  Experimental  studies  in  animals  have  shown 
this  to  be  a suitable  vascular  replacement.4  The 
antithrombotic  effect  of  the  P.T.F.E.  graft  is  at- 
tributed to  its  negatively  charged  pores.  Lee  and 
associates  have  demonstrated  a high  correlation  be- 
tween the  antithrombotic  effect  of  a blood  vessel  and 
the  negatively  charged  pores.5’6  The  graft  is  suffi- 
ciently porous  to  permit  an  abundant  ingrowth  of 
connective  tissue  and  accompanying  capillaries  from 
the  periphery  into  the  wall  of  the  graft.  The  major 
determinant  of  tissue  ingrowth  is  the  fibril  length. 
Voider,  Kolff,  and  Kirkham5’6  have  reported  animal 
studies  demonstrating  the  formation  of  a neointima 
in  long  fibril  grafts  within  six  weeks  after  implanta- 
tion. P.T.F.E.  arteriovenous  fistulae,  created  in 
sheep,  have  been  subjected  to  repeated  venipuncture 
with  reformation  of  the  neointima  by  ingrowth  of 
fibroblasts  and  capillaries. 

The  clinical  application  of  P.T.F.E.  grafts  for  he- 
modialysis access  routes  have  been  reported  by 
Johnson,  Baker,  Williams,  and  Goldfarb  in  1967. 7,8 
Their  preliminary  reports  for  short-term  follow-up 

* W.  L.  Gore  & Associates,  Flagstaff,  Arizona. 
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TABLE  I.  List  of  patients  with  indications  and  end  results  following  use  of 
P.T.F.E.  grafts  as  hemodialysis  access  routes 


Patient  Graft 
Number  Number 

Number  of 
Years 
on  Dialysis 

Indication  for 
P.T.F.E.  Graft 

P.T.F.E.  Graft  Fistula 
Date  and  Limb 

Patency  as  of 
June  30,  1976 

1 

1 

6 

Failure  of  previous 
arteriovenous 
fistulae;  poor 
superficial  veins 

11-5-75;  femoral  artery, 
femoral  vein 

8 months  functioning 

2 

2 

3.5 

Failure  of  arterio- 
venous fistula, 
aneurysm  of 
bovine  grafts  (2) 
and  rupture  of 
the  last  bovine 
graft 

1 1-10-75;  brachial  artery 
basilic  vein 

7.5  months  function- 
ing 

3 

3 

1.5 

Failure  of  several 
arteriovenous 
fistulae  and 
shunts;  infection 
of  two  previous 
bovine  grafts 

1 1-8-75;  brachial 
artery,  basilic  vein 

7 months  functioning 

4 

4 

7 

Failure  of  several 
arteriovenous 
fistulae  and 
shunts  in  the 
course  of  7 years 
of  dialysis.  Had  4 
bovine  grafts — 
all  removed  due 
to  aneurysm  for- 
mation (and  rup- 
ture) 

12-15-75;  brachial 
artery,  basilic  vein 

6.5  months  functioning 

5 

5 

1.5 

Failure  of  arterio- 
venous fistula 
(large  layer  of 
adipose  tissue  in 
subcutaneous 
plane) 

1-22-76;  brachial 
artery-basilic  vein 

5 months  not  function- 
ing 

6 

6 

7 

Failure  of  several 
arteriovenous 
fistulae  and 
shunts  in  the 
course  of  7 years 
of  dialysis. 
Thrombosis  of 
two  previous 
bovine  grafts 

1-22-76;  brachial 
artery-basilic  vein 

5 months  not  function- 
ing 

6 

7 

Same 

6-23-76;  femoral  artery, 
saphenous  vein 

Functioning  one  week 

7 

8 

Less  than  1 

Failure  of  arterio- 
venous fistula 

1-23-76;  brachial  artery, 
basilic  vein 

Graft  failure  (throm- 
bosed) 

8 

9 

Less  than  1 

Thrombosis  of 
several  arterio- 
venous fistulae 
(multiple  mye- 
loma) 

4.5  months  function- 
ing 

9 

10 

Less  than  1 

Failure  of  radio- 
cephalic  arterio- 
venous fistula 

2-13-76;  brachial  artery, 
basilic  vein 

Graft  failure  (throm- 
bosed) 

10 

11 

2.5  years 

Failure  of  3 arterio- 
venous fistulae 
during  dialysis  use 

2-17-76;  brachial  artery, 
basilic  vein 

4.5  months  functioning 

11 

12 

Less  than  1 

Failure  of  radio- 
cephalic  arterio- 
venous fistula 

2-23-76;  brachial  artery, 
antecubital  vein 

4 months  functioning 

12 

13 

Less  than  1 

Failure  of  2 radio- 
cephalic  fistulae 
(patient  is  also 
diabetic) 

2-23-76;  brachial  artery, 
basilic  vein 

4 months  functioning 

13 

14 

Less  than  1 

Failure  of  radio-  2-25-76;  brachial  artery, 

cephalic  arterio-  basilic  vein 

venous  fistula 

( continued ) 

4 months  functioning 

December  1976/New  York  State  Journal  of  Medicine  2153 


TABLE  I.  List  of  patients  with  indications  and  end  results  following  use  of 
P.T.F.E.  grafts  as  hemadialysis  access  routes 


Patient  Graft 
Number  Number 

Number  of 
Years 

on  Dialysis 

Indication  for 
P.T.F.E.  Graft 

P.T.F.E.  Graft  Fistula 
Date  and  Limb 

Patency  as  of 
June  30, 1976 

14 

15 

Less  than  1 

Thrombosis  of  pre- 
vious arterio- 
venous fistula; 
poor  superficial 
veins,  severe  dia- 
betes mellitus 

3-24-76;  brachial  artery, 
basilic  vein 

3 months  functioning 

15 

16 

7 

Failure  of  several 
arteriovenous 
shunts  and  fis- 
tulae  due  to 
dialysis  use 

4-5-76;  brachial  artery, 
basilic  vein 

2.5  months  functioning 

16 

17 

1 

Thrombosis  of  pre- 
vious radiocephal- 
ic  fistula  and_ 
bovine  grafts 

4-7-76;  brachial  artery, 
basilic  vein 

2.5  months  functioning 

17 

18 

Less  than  1 

Failure  of  previous 
arteriovenous 
fistulae  (2)  dia- 
betes mellitus, 
hypotension 

4-12-76;  brachial  artery, 
basilic  vein 

Failure  due  to  poor  flow 

17 

19 

Failure  of  previous 
P.T.F.E.  graft  due 
to  poor  blood  flow 

5-3-76;  right  thigh, 
femoral  artery, 
saphenous  vein 

2 months  functioning 

18 

20 

Less  than  1 

Failure  of  previous 
radiocephalic  fis- 
tula and  2 bovine 
grafts 

4-16-76;  brachial  ar- 
tery, basilic  vein 

1.5  months  functioning 

19 

21 

1 

Failure  of  2 radio- 
cephalic  fistulae 

5-3-76;  brachial  artery, 
basilic  vein 

Patient  expired  due  to 
uremic  complications 
1 month  after  sur- 
gery— graft  patent  at 
time  of  death 

20 

22 

7 

Failure  of  previous 
arteriovenous 
fistulae  due  to 
dialysis  use 

5-10-76,  brachial- 
radial  artery  basilic 
vein 

Infection  of  graft,  pa- 
tient died  due  to 
uremic  complications 
1.5  months  after  sur- 
gery 

21 

23 

Less  than  1 

Poor  superficial 
veins  (most  veins 
thrombosed  ow- 
ing to  previous 
intravenous 
therapy  due  to 
long  illness) 

6-21-76,  brachial  ar- 
tery, basilic  vein 

Functioning 

22 

24 

Less  than  1 

Failure  of  previous 
arteriovenous 
fistula 

6-25-76;  brachial  artery 
basilic  vein 

Functioning 

suggests  the  P.T.F.E.  graft  to  be  superior  to  bovine 
grafts  presumably  on  the  basis  of  tissue  ingrowth  and 
the  formation  of  a true  neointima.  Complications 
in  a series  of  66  patients  included  9 thromboses,  2 
false  aneurysms,  and  3 infections. 

The  need  for  a new  graft  material  became  impor- 
tant in  the  management  of  a fifty-seven-year-old 
hypertensive  patient  who  had  been  on  hemodialysis 
for  six  years  and  who  had  developed  aneurysms  in 
four  successively  placed  bovine  grafts.  The  last  graft 
ruptured  spontaneously  near  the  brachial  artery  in- 
flow tract  necessitating  the  application  of  a vein 
patch  to  maintain  arterial  continuity.  A P.T.F.E. 


graft  was  placed  in  the  opposite  forearm  and  was 
anastomosed  to  the  brachial  artery  and  to  the  basilic 
vein  in  a U loop  configuration.  Since  this  apparently 
successful  P.T.F.E.  graft,  implantation  has  been  ef- 
fected in  a total  of  22  patients  to  date.  The  prelim- 
inary survey  spanning  eight  months  is  most  encour- 
aging. Twenty  of  24  grafts  are  currently  being  used 
for  hemodialysis  or  were  functioning  at  the  time  of 
death  in  2 patients.  Nine  grafts  thrombosed. 
Thrombectomy  was  attempted  on  6 occasions  with 
reestablishment  of  flow  in  5 patients  permitting 
continued  hemodialysis.  The  decision  to  defer 
thrombectomy  in  3 patients  was  predicated  on  the 
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poor  general  condition  of  the  patients  concerned,  all 
of  whom  died  within  several  weeks  of  graft  throm- 
bosis. Table  I lists  the  indications  for  the  creation 
of  an  arteriovenous  fistula  utilizing  P.T.F.E.  grafts 
and  the  end  results  achieved  in  the  22  patients  re- 
corded in  this  preliminary  report. 

The  grafts  are  extremely  light  and  require  no 
preclotting.  The  graft  handles  well  and  presents 
minimal  problems  relating  to  kinking  and  axial 
rotation.  The  anastomoses  are  created  with  ease  but 
tend  to  leak  temporarily  at  the  needle  puncture  sites. 
The  only  drawback  is  that  of  edema  occurring  in  the 
subcutaneous  tunnel.  The  edema  tends  to  persist 
for  some  three  weeks  and  is  best  treated  by  elevation 
of  the  part.  The  grafts  have  generally  been  ready  for 
use  for  hemodialysis  after  three  weeks  of  maturing, 
at  which  time  there  is  a satisfactory  adherence  be- 
tween the  graft  surface  and  the  surrounding  subcu- 
taneous tissue. 

The  comparison  of  a three-year  experience  utiliz- 
ing bovine  heterografts  with  an  eight-month  expe- 
rience utilizing  P.T.F.E.  grafts  for  hemodialysis  ac- 
cess routes  at  The  Long  Island  College  Hospital  re- 
veals one  valid  observation  in  favor  of  the  P.T.F.E. 
graft,  namely,  the  absence  of  aneurysm  formation  in 
hypertensive  patients  as  opposed  to  a 20  per  cent 


Tennis  balls  cause  eye  injuries 

“When  a tennis  ball  is  firmly  struck  with  a tennis  racket 
it  becomes  a high-velocity  missile  that  can  cause  a severe 
ocular  contusion,”  the  physician  says. 

Translation — If  a tennis  ball  hits  you  in  the  eye  it  might 
injure  the  eye. 

Morton  H.  Seelenfreund,  M.D.,  and  Dennis  B.  Freilich, 
M.D.,  New  York  City  eye  specialists,  reported  in  the  June 
21  issue  of  the  Journal  of  the  American  Medical  Associa- 
tion on  10  patients  who  suffered  eye  injuries  from  tennis 
balls. 

Most  of  the  damage  occurred  when  the  player  was 
rushing  the  net,  the  physicians  declare.  A person  rushing 
up  to  the  net  or  playing  close  to  the  net  is  at  greater  risk 
than  the  player  in  the  back  court,  where  the  ball  is  traveling 


incidence  of  true  aneurysm  formation  following  the 
implantation  of  67  bovine  grafts.  No  conclusions 
concerning  the  thrombosis  rate  or  the  ability  of  the 
P.T.F.E.  graft  to  withstand  infection  can  be  drawn 
at  this  time,  although  the  incidence  of  thrombosis 
appears  to  be  less  than  that  experienced  with  bovine 
grafts. 
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at  a slower  speed,  they  say.  A well-hit  ball  is  traveling  at 
50  to  85  miles  per  hour  as  it  crosses  the  net. 

Drs.  Seelenfreund  and  Freilich  point  out  that  compared 
to  the  great  number  of  players,  those  injured  by  a ball  in 
the  eye  are  a very  small  minority.  But  there  is  a danger, 
and  they  suggest  some  type  of  eye  protection,  such  as  the 
handball  eye  protector,  or  sports  sunglasses  made  of 
shatter-proof  plastic  with  metal  wire  or  plastic  side  pieces 
that  curl  around  the  ears  for  stability. 

Also  players  were  urged  to  get  proper  instruction  in 
holding  their  tennis  rackets  to  protect  the  face  from  a 
rapidly  returning  ball  as  they  rush  up  to  the  net. 

Six  of  those  with  eye  injuries  were  men,  four  were 
women.  Ages  ranged  from  twenty-four  to  fifty-five  years. 
One  of  the  women  wasn’t  even  playing.  She  was  a spec- 
tator standing  at  the  edge  of  the  court. 
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Benzodiazepines  and 
Neurotic  Anxiety 

Critique 


The  basic  pharmacologic  properties  of  benzodi- 
azepines are  reviewed.  Difficulties  in  evaluating 
neurotic  anxiety  and  problems  of  the  double-blind 
research  method  are  discussed.  The  literature  on 
clinical  research  of  benzodiazepines  is  reviewed.  The 
author  questions  the  efficacy  of  these  drugs  in 
treating  neurotic  anxiety.  Problems  of  evaluation 
of  benzodiazepines  relate  to  poor  research  designs 
used,  as  well  as  the  ephemeral  nature  of  anxiety. 
Directions  for  future  research  are  outlined. 
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The  discovery  of  chlordiazepoxide’s  antianxiety 
properties  in  1959  ushered  in  an  era  of  chemotherapy 
for  the  neuroses.  Since  then,  many  of  these  agents 
have  been  developed,  each  one  with  an  accompanying 
claim  of  anxiolytic  effects  that  have  led  to  their 
widespread  use  for  the  treatment  of  major  anxieties 
and  neuroses.  Antianxiety  drugs  have  also  been 
frequently  used  to  treat  the  minor  anxieties  associ- 
ated with  the  problems  of  everyday  life.  Balter, 
Levine,  and  Manheimer1  have  shown  that  the  clinical 
use  of  these  agents  does  not  vary  much,  in  indications 
and  frequency,  in  many  developed  countries  of  the 
world. 

In  1972,  diazepam  was  the  most  frequently  pre- 
scribed drug  in  the  United  States,  with  49.2  million 
prescriptions  written  for  it.2  Chlordiazepoxide  was 
the  third  most  frequently  prescribed  drug,  with  22.2 
million  prescriptions,  making  it  the  second  most 
prescribed  psychotropic  agent.  Oxazepam  was  117th 
with  2.8  million  prescriptions.  The  ease  with  which 
these  drugs  are  prescribed  and  the  rapidity  with 
which  they  have  gained  worldwide  acceptance  belies 
the  paucity  of  good  research  data  on  both  anxiety  and 
the  effects  of  the  benzodiazepines.  While  much  is 
known  about  the  basic  pharmacology  of  these  agents, 
there  have  been  very  few  clinical  studies  that  show 
solid  evidence  for  the  efficacy  of  these  drugs.  In 
addition,  there  have  been  many  areas  of  research  on 
benzodiazepines  that  have  not  as  yet  been  tapped. 

This  report  will  review  the  available  basic  litera- 
ture on  the  four  benzodiazepines  currently  marketed 
in  the  United  States:  chlordiazepoxide,  diazepam, 
oxazepam,  and  clorazepate  dipotassium.  It  will  also 
review  the  clinical  research  data  and  ask  questions 
that  point  to  several  directions  for  future  research 
with  the  benzodiazepines.  The  data  reviewed  will 
relate  to  the  use  of  benzodiazepines  as  a modality  in 
the  treatment  of  neuroses  and  the  anxiety  associated 


with  them.  No  attempt  will  be  made  to  review 
benzodiazepine  use  in  psychoses,  neurologic  disease, 
or  musculoskeletal  disease. 

Chemistry3 

Figure  1 diagrams  the  basic  benzodiazepine  nu- 
cleus and  the  structures  of  the  four  drugs  mentioned. 
In  general,  all  the  benzodiazepines  need  a strong 
electronegative  element  or  radicle  at  R7  to  be  active. 
Cl—  (chlorine)  seems  to  be  best,  but  Br—  (bromine) 
and  NO—  (nitric  oxide)  radicles  will  also  yield  potent 
products.  Any  other  substitution  on  first  benzene 
ring  will  decrease  the  potency  of  the  drug.  Any 
substitution  on  the  second  benzene  ring  will  also 
decrease  potency.  As  the  figure  shows,  all  these 
agents  are  similar  insofar  as  there  is  a Cl—  on  R7  and 
no  other  substitution  on  either  benzene  ring,  thus 
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FIGURE  1.  Structure  of  benzodiazepines. 
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FIGURE  2.  Metabolism  of  benzodiazepines. 


yielding  drugs  with  maximal  antianxiety  potency. 

Any  substitution  at  R3  will  decrease  potency. 
Thus,  on  a milligram-to-milligram  basis,  diazepam 
is  the  most  potent  of  these  agents,  followed  by 
chlordiazepoxide  and  oxazepam.  Clorazepate  itself 
has  no  antianxiety  activity. 

Basic  pharmacology  and  pharmacokinetics3 

These  potency  differences  are  clarified  by  some 
basic  pharmacologic  data.  The  LD50  (lethal  dose  for 
50  per  cent  survival)  for  mice  is  lowest  for  diazepam, 
followed  by  clorazepate, chlordiazepoxide,  and  oxaz- 
epam. Diazepam  is  the  most  sedative  of  the  agents 
in  mice,  followed  by  chlordiazepoxide  and  oxazepam. 
Finally,  diazepam  has  the  greatest  taming  effect  on 
mice,  with  chlordiazepoxide  and  oxazepam  being 
equal  and  less  potent. 

Following  oral  administration,  these  agents  are 
rapidly  and  fairly  well  absorbed  from  the  intestine. 
Like  many  other  drugs,  intramuscular  injection  leads 
to  erratic  and  unpredictable  absorption.  After  being 
absorbed  or  after  intravenous  administration,  there 
is  a rapid  distribution  of  the  drug  to  all  body  organs. 
Absorption  by  the  brain  is  good,  and  all  parts  of  the 
brain  receive  an  even  distribution.  Thus,  the  limbic 
system  of  the  brain,  thought  to  be  the  site  of  major 
emotional  control  in  mammals,  does  not  show  se- 
lective uptake  or  higher  concentrations  of  the  ben- 
zodiazepines. 

Figure  2 shows  the  metabolic  breakdown  products 
of  these  agents.  As  can  be  seen,  all  these  drugs,  with 


the  exception  of  oxazepam,  eventually  metabolize  to 
desmethyldiazepam.  This  compound,  like  many 
other  demethylated  derivatives  of  neuropsycho- 
pharmaceuticals, is  biologically  active  and  has  a long 
half-life.  Indeed,  clorazepate,  which  is  inactive, 
exerts  its  antianxiety  action  purely  through  its  active 
metabolites,  especially  desmethyldiazepam.  Tem- 
azepam is  another  active  metabolite. 

As  is  true  of  most  other  psychotropic  agents,  the 
benzodiazepines  have  a long  duration  of  action.  The 
half-life  of  chlordiazepoxide  is  about  fourteen  hours, 
but  the  presence  of  active  metabolites  extends  this 
to  twenty  to  twenty-four  hours.  The  half-life  of  di- 
azepam is  twenty  to  fifty  hours.  Oxazepam  is  an 
exception  to  this  rule,  since  its  half-life  is  only  three 
to  twenty-one  hours. 

In  addition,  repeated  doses  lead  to  an  accumula- 
tion and  storage  of  the  drug  in  the  body  until  a pla- 
teau is  reached,  something  known  to  happen  with 
other  psychotropic  agents.  The  exception  is  again 
oxazepam,  which,  because  of  its  short  half-life,  does 
not  accumulate  in  the  body. 

Maximum  blood  levels  following  oral  dose  are 
reached  in  two  to  six  hours  with  chlordiazepoxide  and 
one  to  four  hours  with  oxazepam.  The  variable 
length  of  time  necessary  for  blood  levels  to  rise  pro- 
vides a reason  for  the  failure  of  some  clients  to  re- 
spond to  benzodiazepines  given  as  indicated. 

Research  into  the  mechanisms  of  action  of  these 
drugs  is  hampered  by  the  lack  of  knowledge  of  the 
biologic  correlates  of  anxiety.  Benzodiazepines 
cause  a generalized  depression  of  limbic  system  ac- 
tivity, especially  amygdalohippocampal  transmis- 
sion, but  whether  or  not  this  is  related  to  its  anxio- 
lytic effects  is  unknown.  These  agents  have  a vari- 
able effect  on  all  neurotransmitters,  but  they  seem 
to  increase  the  acetylcholine  content  of  the  brain  and 
prevent  the  increase  in  norepinephrine  metabolism 
that  is  induced  by  stress.  Other  authors  consider  the 
possibility  that  benzodiazepines  are  serotonin  an- 
tagonists. Other  actions  of  benzodiazepines  include 
a decrease  of  stress-induced  steroid,  free  fatty  acid, 
glucose,  and  lactate  concentrations  in  animals.  They 
also  decrease  the  tachycardia,  tachypnea,  galvanic 
skin  response,  and  free  fatty  acid  concentrations  of 
a stressed  human  being.  Whether  this  is  primary  to 
a peripheral  action  or  secondary  to  the  central  action 
of  these  drugs  is  unknown. 

Behavioral  pharmacology3 

The  effects  of  the  benzodiazepines  on  animal  and 
human  behavior  derive  largely  from  the  general 
disinhibitory  effect  of  these  drugs.  They  are  gen- 
eralized central  nervous  system  depressants;  this  is 
shown  by  their  effect  on  the  electroencephalogram, 
where  alpha  waves  are  diminished  in  frequency  and 
beta  waves  increased. 

Most  of  the  behavioral  effects  noted  in  animals 
have  also  been  seen  or  tested  in  man.  The  major 
effect  is  a decrease  in  the  behavioral  consequences 
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TABLE  I.  Review  of  CD2  (chlordiazepoxide)  studies 


Comparison 

Drug 

CDZ 

Much 

Better 

CDZ 

Slightly 

Better 

No  Diff- 
erence 

CDZ 

Worse 

Placebo 

l78-24 

1 525-39 

g40-4  7 

Amylobarbitone 

248,49 

2^6,3  5 

114 

Butabarbital 

220,5  0 

Phenobarbital 

-^49 

l5' 

Meprobamate 

^28,33,5  1 

244,5  2 

Tybamate 

^49 

Hydroxyzine 

l53 

154 

13. 

Opipramol 

427,5  5-57 

Benzoctamine 

4 34,5  8-60 

Propranolol 

16. 

Trichlorethyl 

1“ 

phosphate 

Doxepin 

1 3 6 3 ~7  S 

1 7 8 

Dothiepin 

^77 

Prothiaden 

178 

Trimipramine 

I47 

Perphenazine- 

79 

-^80 

amitriptyline 

Chlorpromazine 

l81 

Mesoridazine 

^82 

Fluphenazine 

183 

Butaperazine 

145 

Haloperidol 

132 

Molindone 

234  ,84 

Loxapine 

140 

Oxypertine 

28  5,8  6 

Pimozide 

l87 

of  frustration,  fear,  or  punishment.  To  test  this,  an 
animal  is  given  learning  trials  in  a frustrating,  nega- 
tively reinforcing,  or  punishing  test  situation.  Fol- 
lowing the  administration  of  a benzodiazepine,  the 
animal  displays  either  the  original  behavior  that  led 
to  the  negative  reinforcement  or  a reduction  in  the 
behavior,  such  as  avoidance  behavior  that  was  mo- 
tivated by  punishment.  This  behavior  in  human 
beings  is  usually  associated  with  what  is  considered 
clinical  improvement. 

The  other  major  behavioral  effect  of  benzodiaze- 
pines is  the  reduction  of  hostile  and  aggressive  be- 
havior. For  animals,  this  holds  true  for  spontaneous 
aggression  as  well  as  induced  aggression.  Some 
workers  have  differentiated  two  kinds  of  aggression: 
attack  aggression  and  defense  aggression.  The 
benzodiazepines  seem  to  be  specific  for  inhibiting 
defense-aggressive  behaviors  only  and  not  attack- 
aggressive  behavior.  The  author  was  unable  to  find 
any  studies  differentiating  these  two  types  of  ag- 
gressive behavior  in  man  or  a differential  response 
to  benzodiazepines. 

Paradoxically,  benzodiazepines  may  release  ag- 
gressive behavior.  In  animals,  this  necessitates  the 
use  of  a behavioral  paradigm  that  inhibits  an  animal’s 
aggressive  impulses  by  fear.  The  benzodiazepines 
reduce  the  fear,  leaving  the  aggression,  which  is  the 
original  behavior,  untouched.  This  too  seems  to 
happen  to  man,  since  chlordiazepoxide  and  diazepam 
have  been  reported  to  release  anxiety-inhibited 
hostility  in  some  patients.  Other  studies  show  that 
anxious-depressed  patients  with  high  hostility  levels 


get  worse  on  these  agents.  Salzman  et  al.4  have  re- 
cently added  another  dimension  to  the  problem  of 
paradoxical  aggression  with  chlordiazepoxide  by 
studying  the  social  inputs  to  the  development  and 
display  of  this  behavior.  It  should  be  noted  that 
oxazepam  has  not  been  reported  to  release  aggression 
in  man,  although  it  does  so  in  animals. 

Other  behavioral  effects  of  benzodiazepines  seem 
to  follow  an  inverted-u  curve.  With  gradually  in- 
creasing doses  of  these  drugs,  the  desired  behavior 
increases  in  frequency  until  an  optimal  point  is 
reached.  Further  dosage  increase  leads  to  diminu- 
tion of  the  behavior,  probably  at  least  in  part  because 
of  the  sedation  and  central  nervous  system  dys- 
functions that  are  seen  as  side-effects  of  higher  doses 
of  benzodiazepines.  The  inverted-u  effect  holds  for 
such  diverse  behavior  as  spontaneous  activity,  am- 
phetamine-induced activity,  self-stimulation  via 
electrodes  in  the  median  forebrain  bundle,  appetite, 
and  various  learning  and  performance  tests  in  man 
and  animals.  The  results  of  many  of  these  studies 
are  confusing  because  of  the  lack  of  standardization 
and  equivalence  of  drug  dosage  and  test  animal.  In 
addition,  the  results  of  studies  of  the  effect  of  ben- 
zodiazepines on  learning  and  performance  tests  in 
man  have  been  particularly  confusing  because  of 
nonstandardized  technique  and  dosage  variability. 

Measures  of  anxiety 

Before  the  results  of  clinical  studies  with  benzo- 
diazepines are  discussed,  it  seems  appropriate  to 
comment  about  some  of  the  commonly  used  mea- 
sures of  anxiety  and  the  double-blind  method. 

The  major  difficulty  with  measuring  anxiety  is  the 
subjective  nature  of  the  symptom.  Some  study 
methods,  such  as  the  Hamilton  Anxiety  Scale,  at- 
tempt to  quantitate  the  various  components  of  this 
subjective  feeling.  Thus,  these  scales  consist  of 
questions  to  be  rated  from  none  to  severe,  for  all  the 
time,  or  from  one  to  four,  for  example.  The  ques- 
tions asked  are  those  related  to  feeling  tense,  sleep 
patterns,  appetite,  social  functioning,  and  so  forth. 
The  scores  are  then  totalled.  The  higher  the  score, 
the  greater  the  anxiety. 

An  objective  measure  of  anxiety  consists  of  several 
questions  on  various  global  rating  scales,  such  as  the 
BPRS  (Brief  Psychiatric  Rating  Scale).  The  ex- 
aminer rates  the  patient  or  subject  in  a global  sense 
rather  than  on  the  specific  symptoms  of  anxiety. 
Rather  than  being  truly  objective,  these  scales  mea- 
sure the  examiner’s  subjective  impression  of  the 
subject’s  anxiety. 

The  objective  measurements  of  anxiety  are  those 
that  measure  its  physiologic  correlates.  Thus,  re- 
searchers can  measure  pulse,  blood  pressure,  respi- 
ration rate  and  quality,  pupillary  diameter,  galvanic 
skin  response,  and  the  concentrations  of  various 
blood  components,  such  as  lactic  acid,  steroids,  and 
free  fatty  acids. 

Problems  arise  in  that  objective  and  subjective 
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findings  do  not  correlate  well  with  each  other,  except 
in  an  acute  situation,  such  as  fear.  For  example, 
someone  may  feel  extremely  anxious,  but  have  a 
normal  pulse.  Other  problems  arise  in  that  the 
physiologic  measurements  may  be  technically  com- 
plex and  the  subjective  ratings  exaggerated  or  di- 
minished, depending  on  the  subject’s  personality 
structure.  In  addition,  the  objective  measurements 
measure  only  one  point  in  time,  which  hinders  the 
evaluation  of  anxiety  as  a process. 

Double  blind 

Hoffer5  has  recently  discussed  some  of  the  dif- 
ficulties in  using  the  double  blind  in  psychiatric  re- 
search. While  nondouble-blind  studies  inevitably 
add  much  in  the  way  of  experimenter  bias,  there  is 
no  assurance  that  the  double  blind  controls  for  many 
other  variables  that  may  contaminate  a study. 
Variables  that  have  been  empirically  defined  are: 
age,  sex,  race,  marital  status,  educational  level,  body 
weight,  private  versus  clinic  patient,  socioeconomic 
status,  level  of  anxiety,  duration  of  symptoms,  pre- 
vious response  to  drugs,  patient  “warmth”  and  en- 
thusiasm, patient  acquiescence,  patient  compliance, 
presence  of  positive  life  event  during  study,  patient 
attitude,  physician  attitude,  capsule  versus  tablet, 
and  color  of  pill.6  Some  of  these  factors,  such  as  sex, 
age,  and  so  forth,  are  much  easier  to  contr.ol  than 
others,  such  as  the  chance  occurrence  of  a positive  life 
event.  Hoffer’s  major  objection  to  the  use  of  dou- 
ble-blind studies  is  precisely  this:  one  cannot  control 
intervening  variables  during  the  course  of  an  ex- 
tended study. 

An  additional  problem  presents  itself  in  the  use  of 
a double-blind  crossover  design:  the  subject’s  ability 
to  distinguish  different  medications.  Blumenthal, 
Burke,  and  Shapiro7  recently  asked  normal  volun- 
teers to  differentiate  between  active  medication  and 
identical  placebos  via  any  means  they  chose  short  of 
ingestion.  The  volunteers  were  able  to  differentiate 
correctly  between  the  seemingly  identical  active  drug 
and  placebo  pills  55  per  cent  of  the  time.  In  some 
cases,  they  were  able  to  make  the  correct  differen- 
tiation 100  per  cent  of  the  time.  One  can  only 
imagine  how  frequently  people  ingesting  the  medi- 
cation could  tell  the  difference,  since  they  would  also 
be  exposed  to  the  therapeutic  and  toxic  effects  of  the 
drugs. 

Clinical  studies 

All  the  problems  mentioned  here  create  major 
difficulties  in  evaluating  the  many  clinical  studies 
done  on  benzodiazepines.  Early  nonblind  and  sin- 
gle-blind studies,  involving  a total  of  1,000  to  2,500 
subjects  each  on  diazepam,  chlordiazepoxide,  and 
oxazepam,  laid  the  foundation  for  the  average  clini- 
cian’s belief  that  the  benzodiazepines  could  be  useful 
agents  in  the  treatment  of  neurotic  anxiety.  Does 
this  promise  hold  up  when  the  double-blind  studies, 
hopefully  freer  of  variables,  are  examined? 


TABLE  II.  Review  of  CDZ  (chlordiazepoxide) 
comparison  studies 


Drugs 

Number 
Marked  or 
Moderately 
Improved 

Number 
Slightly 
or  Not 
Improved 

Level  of 
Significance 

CDZ  versus 

265; 107 

148; 218 

p < 0.0005 

placebo 

CDZ  versus 
amylobarbitone 

5;  7 

53;  50 

Not  signifi- 
cant 

CDZ  versus 
butabarbital 

16;  18 

45;  43 

Not  signifi- 
cant 

CDZ  versus 
phenobarbital 

10;  6 

26;  29 

Not  signifi- 
cant 

CDZ  versus 

10;  24 

26;  12 

p < 0.001 

meprobamate 

CDZ  versus 
tybamate 

7 ; 3 

7;  5 

Not  signifi- 
cant 

CDZ  versus 
opipramol 

108; 109 

27;  30 

Not  signifi- 
cant 

CDZ  versus 
benzoctamine 

72;  59 

30;  37 

Not  signifi- 
cant 

CDZ  versus 
trichlorethyl 

37;  35 

6;  8 

Not  signifi- 
cant 

phosphate 

CDZ  versus 

129; 152 

84;  60 

p < 0.02 

doxepin 

CDZ  versus 
dothiepin 

35;  36 

6;  6 

Not  signifi- 
cant 

CDZ  versus 
perphenazine- 

119; 115 

16;  9 

Not  signifi- 
cant 

amitriptyline 

CDZ  versus 
chlorpromazine 

19;  22 

6;  1 

Not  signifi- 
cant 

CDZ  versus 
mesoridazine 

8;  6 

5;  4 

Not  signifi- 
cant 

CDZ  versus 

11;  6 

1;  5 

p < 0.05 

butaperazine 

CDZ  versus 
haloperidol 

15;  15 

1;  0 

Not  signifi- 
cant 

CDZ  versus 
loxapine 

16;  11 

6;  9 

Not  signifi- 
cant 

CDZ  versus 
oxypertine 

35;  27 

ll;  7 

Not  signifi- 
cant 

CDZ  versus 
pimozide 

26;  27 

9;  9 

Not  signifi- 
cant 

In  discussing  these  studies,  it  should  be  noted  that 
the  patients  reported  in  them  all  suffered  from  neu- 
rotic anxiety,  with  or  without  depression.  Most 
subjects  had  no  major  physical  disease,  and  few  were 
abusers  of  alcohol  or  drugs.  None  of  the  subjects 
were  children  or  adolescents.  All  these  studies  fol- 
lowed patients  longer  than  one  week. 

Table  I summarizes  the  studies  with  chlordia- 
zepoxide, the  prototype  benzodiazepine  and  the  one 
most  researched.  It  shows  the  number  of  studies 
comparing  this  agent  with  placebo  and  other  agents 
reputedly  active  in  the  treatment  of  anxiety.  Table 
II  compares  the  total  number  of  patients  from  those 
studies  that  these  data  could  be  gleaned.  Tables  III 
to  VIII  present  the  same  data  on  diazepam,  oxaze- 
pam, and  clorazepate. 

In  scanning  the  chlordiazepoxide  tables,  it  seems, 
at  first  glance,  that  the  drug  performs  fairly  well.  In 
only  one  study  does  it  come  out  short.  In  all  other 
studies,  it  is  equal  to  or  better  than  other  drugs  used 
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TABLE  II 

. Review  of  DZ  (diazepam)  studies 

Comparison 

Drug 

DZ 

Much 

Better 

DZ 

Slightly 

Better 

No  Diff-  DZ 
erence  Worse 

Placebo 

^ 1 0,88-1 00 

g 101-108 

gl09-l  1 1 

^1  12 

Amylobarbi- 

449 ,63,1  13,114 

tone 

Phenobarbital 

l93 

297,.1S 

Meprobamate 

^ 1 05 

Hydroxyzine 

^ 94 

210  1,116 

Opipramol 

Benzoctamine 

2117,118 

Chlorproma- 

192 

^ 1 19 

zine 

Thioridazine 

^ 1 20 

1.2. 

^ 1 22 

Trifluopera- 

Y 1 19 

zine 

Haloperidol 

298 ,1  23 

Oxypertine 

1 1 2 4 

■^88 

Doxepin 

012  5-127 

TABLE  IV.  Review  of  DZ  (diazepam) 
comparison  studies 

Number 
Markedly  or 

Number 

Slightly 

Moderately 

or  Not 

Level  of 

Drugs 

Improved 

Improved 

Significance 

DZ  versus 
placebo 

308; 110 

101; 264 

<0.0005 

DZ  versus 
phenobarbital 

10;  2 

6;  7 

Not  signifi- 
cant 

DZ  versus 
opipramol 

48;  42 

4;  5 

Not  signifi- 
cant 

DZ  versus 
benzoctamine 

39;  33 

13;  14 

Not  signifi- 
cant 

DZ  versus 
chlorpromazine 

35;  26 

14;  23 

Not  signifi- 
cant 

DZ  versus 
thioridazine 

20;  22 

3;  1 

Not  signifi- 
cant 

DZ  versus 
oxypertine 

35;  33 

6;  2 

Not  signifi- 
cant 

to  treat  anxiety.  However,  it  must  be  noted  that,  at 
first  glance,  chlordiazepoxide  does  not  have  as  great 
an  advantage  over  placebo  as  one  would  expect  from 
clinical  usage.  But  if  one  compares  the  total  number 
of  patients  treated,  chlordiazepoxide  comes  out  far 
superior  to  placebo  as  well  as  butaperazine.  How- 
ever, the  drug  seems  to  be  significantly  worse  than 
meprobamate  and  doxepin  in  the  treatment  of  anx- 
iety. The  same  relationships  with  placebo  hold  true 
for  diazepam,  oxazepam,  and  clorazepate.  However, 
there  is  no  significant  difference  between  diazepam 
and  doxepin. 

Therefore,  from  a superficial  review  of  the  data 
presented,  it  seems  that  benzodiazepines  are  worthy 
of  their  reputation  as  effective  antianxiety  agents. 
However,  a closer  look  at  the  tables  raises  many 
objections  to  this.  As  Greenblatt  and  Shader137 
point  out,  meprobamate  is  no  better  than  placebo  in 
treating  anxiety.  In  addition,  the  value  of  hydrox- 
yzine, propranolol,  and  benzoctamine  as  antianxiety 
agents  has  not  been  demonstrated.  Yet  the  benzo- 


TABLE  V.  Review  of  oxazepam  studies 


Comparison 

Drug 

Oxazepam  Oxazepam  Oxaz- 

Much  Slightly  No  Dif-  epam 

Better  Better  ference  Worse 

Placebo 

Meprobamate 

79, 1 28-1  33  043,134-136  246*1  1 1 

i54  ...  ! ! ! 

TABLE  VI. 

Review  of  oxazepam  comparison  study 

Drugs 

Number  Number 

Markedly  or  Slightly 
Moderately  or  Not  Level  of 

Improved  Improved  Significance 

Oxazepam  160;  37  60;  96  p < 0.0005 

versus  placebo 

TABLE  VII.  Review  of  clorazepate  studies 

Compari- 
son Drug 

Clora- 

Clorazepate  zepate  No  Clora- 

Much  Slightly  Dif-  zepate 

Better  Better  ference  Worse 

Placebo 

099,107,136 

TABLE  VIII. 

Review  of  clorazepate  comparison  study 

Drugs 

Number  Number 

Markedly  or  Slightly 
Moderately  or  Not  Level  of 

Improved  Improved  Significance 

Clorazepate  26;  10  20;  24  p < 0.01 

versus  placebo 

diazepines  seem  to  show,  in  comparison  studies,  no 
real  advantage,  or  only  a slight  advantage  at  best,  to 
these  agents.  Indeed,  a review  of  the  reported  data 
one  of  the  two  drug  groups.  One  study  had  only  one 
subject,  who  served  as  her  own  control.135 

Klein138  has  pointed  out  that  “neuroleptics  are 
actually  ineffective  in  the  patient  with  pure  anxiety 
symptoms  ...  .”  Yet,  the  studies  reviewed  show 

no  advantage  of  benzodiazepines  over  neuroleptics 
of  any  chemical  class  in  the  treatment  of  anxiety. 

When  one  reads  the  studies,  more  doubts  about  the 
preceding  data  arise.  Many  of  the  studies  are  poorly- 
controlled,  the  experimental  and  control  populations 
either  do  not  match  in  premorbid  characteristics,  or 
data  are  usually  not  presented.  In  most  studies,  the 
factors  affecting  drug  and  placebo  response  are  not 
even  mentioned.  Dosages  of  the  experimental  and 
control  drugs  vary  widely  and  do  not  always  corre- 
spond to  the  relative  potency  of  the  agents  used. 
Some  studies  had  large  subject  dropout  rates  in  only 
one  of  the  two  drug  groups.  One  study  had  only  one 
subject,  who  served  as  her  own  control.135 

Many  subjects  will  not  respond  to  benzodiazepines 
for  as  long  as  six  weeks  of  continuous  administration. 
But  the  studies  reviewed  here  were  carried  out  for 
variable  lengths  of  time,  usually  two  to  four  weeks. 
In  many  of  them,  the  subjects  were  rated  after  being 
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on  the  drug  for  different  lengths  of  time  from  other 
subjects.  In  addition,  there  is  rarely  any  mention  of 
concomitant  psychotherapy. 

Rating  scales  varied  from  study  to  study.  While 
the  better  studies  used  such  standard  rating  scales 
as  the  Hamilton  Anxiety  Scale  or  measured  physio- 
logic parameters  of  anxiety,  many  studies  used  either 
a private,  unsubstantiated,  unvalidated  rating  scale 
or  just  a global  rating  by  a study  physician.  Some 
used  patient  drug  preference  or  patient  self-rating 
as  the  basis  for  determining  the  relative  value  of  each 
drug. 

There  was  a wide  range  of  responses  to  the  ben- 
zodiazepine, ranging  from  9 per  cent  of  all  subjects 
improving  in  one  study  to  100  per  cent  improvement 
in  another.  Comparison  drugs  had  similar  range  of 
response,  from  12  per  cent  to  100  per  cent.  Placebo 
responses  ranged  from  7 per  cent  to  94  per  cent.  In 
other  words,  the  data  presented  for  evaluation  cover 
the  entire  possible  range  of  group  response. 

There  have  been  a few  good  studies  of  benzodi- 
azepines. Without  exception,  these  are  studies  done 
by  Rickels  and  his  group. 16'18-22,28'30-35'38  They  are 
relatively  well  controlled,  primarily  because  the 
major  goal  of  their  work  has  been  to  investigate  the 
various  influences  on  drug  and  placebo  responses,  not 
to  test  the  drug  or  placebo  themselves.  Their  stud- 
ies, with  one  exception,  compared  chlordiazepoxide 
with  placebo,  the  exception  being  a diazepam-pla- 
cebo study.  All  gave  chlordiazepoxide  the  thera- 
peutic edge.  In  7 of  the  15  studies,  however,  this  edge 
approached  but  did  not  reach  statistical  signifi- 
cance.28'30-35'38 In  three  of  the  studies,  early  drug- 
placebo  differences  diminished  over  time.28,33,34 
Also,  two  other  studies  had  a sample  size  of  less  than 
12, 30'38  which  makes  one  question  the  validity  of 
those  results.  So  even  here,  the  reader  is  confronted 
with  a confusing  array  of  data. 

To  explain  the  advantage  of  doxepin,  one  must 
examine  the  characteristics  of  the  study  subjects.  In 
many  of  the  studies,  a large  percentage  of  subjects 
showed  a mixed  anxiety-depression  picture.  This 
was  especially  true  in  the  studies  of  doxepin.  This 
population  would  probably  respond  more  favorably 
to  a medication  that  has  both  antianxiety  and  anti- 
depressant actions  than  to  one  with  only  an  anti- 
anxiety effect.  The  same  explanation  may  help 
understand  the  lack  of  difference  between  diazepam 
and  doxepin;  diazepam  is  reputed  to  have  a mild 
antidepressant  effect.139 

Megadose  benzodiazepines 

Solomon140  has  recently  reviewed  the  literature  on 
high-dose  benzodiazepine  therapy  in  neurosis.  All 
the  studies  in  this  area  were  either  non-blind  or 
poorly  controlled,  and  some  consisted  of  case  reports 
only.  However,  there  is  evidence  that  high  doses  of 
benzodiazepines,  greater  than  100  mg.  per  day  of 
chlordiazepoxide  or  its  equivalent,  may  be  helpful  in 
some  patients  who  have  not  responded  otherwise. 


The  data  hint  that  this  treatment  may  be  more  ef- 
fective in  younger  patients  with  more  acute,  “classic” 
neuroses  than  in  older  patients  with  chronic  per- 
sonality disorders. 

Tentative  therapeutic  conclusions 

From  the  data  presented,  the  author  is  willing  to 
go  out  on  a limb  and  make  some  tentative  conclusions 
regarding  the  use  of  these  agents. 

1.  Benzodiazepines  may  be  efficacious  in  the  treat- 
ment of  neurotic  anxiety,  but  not  so  efficacious  as  to 
obviate  the  need  for  concomitant  psychotherapy  and/ 
or  sociotherapy.  It  must  also  be  remembered  that 
many  anxious  patients  do  not  need  medication  and 
that  many  others  will  not  respond  to  the  benzodiaze- 
pines. 

2.  In  patients  with  episodic  anxiety,  dosage  as  nec- 
essary is  probably  indicated,  since  these  drugs  are  rela- 
tively rapidly  absorbed  from  the  gastrointestinal  tract 
and  well  distributed  in  the  body.  However,  not  all  of 
these  patients  will  respond  because  of  the  variable 
speed  of  absorption. 

3.  Because  of  their  long  biologic  half-life,  the  ben- 
zodiazepines may  be  given  in  a once-a-day  dosage  to 
patients  with  continuous  anxiety.  The  exception  to 
this  is  oxazepam.  There  has  been  only  one  study  of 
once-daily  dosage,  of  clorazepate,"  and  it  was  shown 
to  be  as  effective  as  divided  doses.  In  addition,  as  with 
neuroleptics,  the  sedative  side-effects  of  the  drug  may 
then  be  put  to  therapeutic  use. 

4.  Chlordiazepoxide  and  diazepam  should  be 
avoided  in  patients  with  the  potential  to  act  on  re- 
leased hostility,  such  as  passive-aggressive  characters, 
because  of  the  possibility  that  they  may  disinhibit 
aggression. 

5.  Patients  with  a mixed  anxiety-depression  pic- 
ture may  benefit  from  benzodiazepines.  However, 
they  may  benefit  more  from  a drug  with  mixed  actions, 
such  as  doxepin,  or  from  a benzodiazepine-antidepres- 
sant combination,  as  Smith141  has  shown. 

6.  If  a patient  has  been  unresponsive  to  usual  doses 
of  benzodiazepines,  a trial  of  very  high  doses  might  be 
considered,  if  the  patient  will  tolerate  it  and  the  diag- 
nostic impression  of  neurosis  is  correct. 

Directions  for  the  future 

The  reed  for  future  research,  both  basic  and  clin- 
ical, is  obvious.  We  need  to  know  more  about  the 
nature  of  anxiety,  especially  the  neurophysiologic 
nature  of  anxiety.  We  need  to  know  more  about  the 
role  of  the  brain  and  what  parts  of  the  brain  mediate 
anxiety.  Also  needed  is  information  on  where  and 
how  benzodiazepines  act.  Do  they  work  because  of 
peripheral  effects  on  muscle  tension,  heart  rate,  and 
so  forth,  because  of  a nonspecific  brain  sedation,  or 
because  of  some  specific  action  somewhere  in  the 
brain?  An  experimental  paradigm  needs  to  be  de- 
veloped to  differentiate  sedation  from  anxiolysis.  As 
with  neuroleptics  and  schizophrenia  and  antide- 
pressants and  affective  disorders,  this  knowledge 
could  lead  to  pathways  toward  understanding  the 
basic  underlying  biologic  mechanisms  of  neurosis. 
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In  the  basic  psychological  realm,  studies  are 
needed  to  clarify  the  effects  of  benzodiazepines  on 
learning,  on  test  performance,  and  especially  on  the 
release  of  hostility  in  both  normal  and  neurotic  men 
and  animals,  with  acute  and  chronic  benzodiazepine 
use. 

In  the  clinical  realm,  well-controlled  studies  are 
still  necessary  to  gauge  the  true  efficacy  of  these 
drugs.  Studies  should  be  done  comparing  the  re- 
sponses of  the  drugs  to  specific  target  symptoms.  In 
other  words,  do  benzodiazepines  relieve  muscular 
tension  more  than  the  subjective  sense  of  anxiety? 
Is  there  a differential  response  between  different 
classes  of  people  with  neurotic  anxiety;  do  phobic 
patients  respond  better  than  depressive  patients? 

Another  area  for  investigation  is  the  relationship, 
if  any,  of  therapeutic  response  to  different  dosage 
schedules,  or,  is  once-a-day  dosage  as  efficacious  as 
divided  dosage?  Are  megadoses  of  benzodiazepines 
indicated  in  all  neurotics  refractory  to  usual  and 
customary  doses,  or  in  some  subtypes,  or  in  none? 
Since  many  patients  receiving  benzodiazepines  are 
on  other  drugs,  research  in  drug  interactions  and  the 
effects  of  other  drugs  on  benzodiazepine  metabolism, 
side-effects,  and  therapeutic  action  is  necessary. 

Finally,  there  is  a need  to  develop  new  classes  of 
antianxiety  agents.  The  new  agents  currently  being 
studied  are  all  benzodiazepines:  lorazepam,  nitra- 
zepam, prazepam,  medazepam,  temazepam,  and 
bromazepam.  All  the  benzodiazepines  lead  to  tol- 
erance with  chronic  use,  and  all  show  a cross-toler- 
ance. For  the  tolerant  or  refractory  patient,  there 
are  as  yet  no  alternatives  except  barbiturates,  with 
all  the  problems  associated  with  them. 

In  wise  clinical  hands,  benzodiazepines  are  a 
valuable  adjunct  in  the  treatment  of  neurotic  and 
situational  anxiety.  Benzodiazepines  can  be  useful 
clinical  tools.  However,  they  should  not  be  used  as 
substitutes  for  effective  psychotherapy,  social  solu- 
tions to  social  problems,  solving  one’s  problems  of 
daily  living,  or  appropriate  evaluation  of  the  unco- 
operative or  annoying  patient. 
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QUESTION  210.  This  is  a sixty-seven-year-old  man  with  congestive  heart  failure.  What  is  the  interpretation  of  this 
electrocardiogram? 
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ELUCIDATION 


Question  209.  The  rhythm  is  sinus  rhythm  at 
the  rate  of  75  beats  per  minute.  The  fourth  beat  is 
a ventricular  premature  contraction  with  a fully 
compensatory  pause.  The  second  strip  shows  two 
ventricular  premature  contractions  which  are  in- 
terpolated. These  are  followed  by  P-R  prolongation. 
This  P-R  prolongation  following  an  interpolated 
ventricular  premature  contraction  indicates  that 
there  is  concealed  retrograde  conduction  from  the 
ventricular  premature  contraction  into  A-V  junc- 


tional tissue. 

Question  210.  The  rhythm  is  regular  sinus 
rhythm.  There  is  left-axis  deviation  with  a mean 
electrical  axis  of  greater  than  minus  30  degrees.  The 
R in  aVl  measures  13  mm.  The  SV2  plus  RV5  mea- 
sures 37  mm.  ST  is  depressed  in  leads  I and  aVl  with 
T biphasic.  There  is  a Q-S  pattern  in  Vi  to  V3  with 
positive  T waves.  These  abnormalities  represent 
myocardial  disease  with  probable  left  ventricular 
hypertrophy.  The  abnormal  left-axis  deviation 
suggests  conduction  block  in  the  superior  branch  of 
the  left  bundle,  left  anterior  hemiblock.  The  Q-S 
pattern  in  Vi  to  V3  may  represent  an  anteroseptal 
infarction,  but  this  pattern  may  be  seen  without  in- 
farction, especially  when  there  is  marked  left-axis 
deviation. 


Progress  reported  in  coping 
with  disabled  physicians 

The  American  Medical  Association  in  May  reported 
substantial  progress  in  its  program  to  cope  with  disabled 
physicians. 

Indications  are  that  some  20  state  medical  societies  have 
now  initiated,  or  are  in  the  process  of  formulating,  pro- 
grams to  identify,  treat,  and  rehabilitate  physicians  who 
are  mentally  ill  or  who  are  suffering  from  alcoholism  or 
drug  dependence,  the  AMA  said. 

Several  states,  including  Utah,  New  Mexico,  Nebraska, 
and  Kansas,  have  enacted  disabled  physician  legislation 
in  1976  that  includes  the  principal  aspects  of  the  AMA 
model  bill  on  impaired  physicians. 

The  AMA  House  of  Delegates  last  winter  asked  all  state 
medical  societies  “to  urge  adoption  of  the  AMA  model  bill 
known  as  the  ‘Disabled  Physicians  Act,’  by  the  legislatures 
of  their  respective  jurisdictions.” 

State  society  program  representatives  from  Michigan, 
Maryland,  Florida,  Ohio,  and  Illinois  met  last  winter  to 
discuss  implementation  of  the  prograi.  They  agreed  that 


the  programs  should  include  a campaign  of  publicity  and 
promotion,  including  distribution  of  printed  material  to 
every  physician  in  the  state. 

This  spring  program  representatives  from  Arizona, 
California,  Oregon,  Utah,  and  Washington  held  a similar 
conference.  They  urged  encouragement  of  a good  rela- 
tionship between  the  medical  society  and  the  state  li- 
censing board,  with  formal  mechanisms  for  communica- 
tions, and  stressed  that  physicians  should  be  reached  be- 
fore they  become  a danger  to  themselves  and  their  patients. 
Valid  referrals  should  be  encouraged  from  colleagues, 
spouses,  office  personnel,  hospital  staffs,  answering  ser- 
vices, narcotics  agents,  and  medical  society  executives. 

The  AMA’s  model  state  legislation  begins:  “An  Act 
Concerning  the  Practice  of  Medicine.  To  provide  for 
the  restriction,  suspension  or  revocation  of  the  license  of 
any  physician  to  practice  medicine  because  of  his  inability 
to  practice  medicine  with  reasonable  skill  and  safety  to 
patients,  due  to  physical  or  mental  illness,  including  de- 
terioration through  the  aging  process  or  loss  of  motor  skill, 
or  abuse  of  drugs,  including  alcohol.” 
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Diarrhea  and  Right 
Lower-Quadrant  Mass 

Case  history 

Bernard  Terry,  M.D.*:  This  sixty-five-year-old 
white  male  was  admitted  because  of  diarrhea.  He 
had  a two-  to  three-week  history  of  5 to  6 bowel 
movements  per  day  with  questionable  tenesmus. 
The  bowel  movements  had  been  watery  in  nature, 
but  the  patient  denied  the  presence  of  either  mucus 
or  blood.  There  was  no  history  of  nausea,  vomiting, 
fever,  or  chills.  The  sensation  of  a mass  in  the  right 
lower  quadrant  was  noticed  by  the  patient. 

Past  medical  history  included  a duodenal  ulcer 
treated  medically  fifteen  years  prior  to  admission. 
He  also  had  a congenital  undescended  testis  of  the 
right  side. 

Physical  examination  revealed  a well-hydrated, 
well-nourished  white  male  in  no  acute  distress.  A 
13-cm.  firm  liver  was  palpated  with  a smooth  inferior 
margin.  There  was  an  11  by  12-cm.  firm  common 
nonpulsatile,  nontender  mass  palpated  in  the  right 
lower  quadrant. 

Electrocardiogram  findings  and  blood  chemistries 
were  within  normal  limits.  Chest  x-ray  films  showed 
blunting  of  the  left  costophrenic  angle.  Ultrasound 
examination  revealed  mass-like  density  in  the  right 
abdomen,  12.5  cm.  in  length  by  10  cm.  in  width  by  8 
cm.  in  the  anteroposterior  diameter.  The  center  of 
this  mass  was  below  the  umbilicus  and  relatively 
posterior  in  position.  Sonolucency  within  the  mass 
was  noted  with  irregular  borders. 

The  patient  had  a barium  enema  and  air-contrast 
study  which  was  followed  by  small-bowel  follow- 
through  examinations. 

Jeffrey  Wexler,  M.D.*:  The  barium  enema  ex- 
amination demonstrates  diverticulosis  of  the  sigmoid 
colon.  In  addition,  the  appendix  is  filled  with  bari- 
um, and  it  is  suspected  that  it  might  be  elevated  and 
draped  about  a mass  in  the  right  lower  quadrant  (Fig. 
1).  The  films  of  the  small-bowel  series  reveal  marked 
abnormalities  in  the  distal  ileum  (Fig.  2).  There  is 
* Resident  in  Radiology. 


FIGURE  1.  Barium  enema  and  air-contrast  examination 
showing  suspicious  extrinsic  pressure  on  cecum  and  ap- 
pendix. 


separation  of  adjacent  small-bowel  loops  in  the  right 
lower  quadrant  which  can  be  the  result  of  mass  effect 
between  bowel  loops  or  marked  thickening  of  the 
walls  of  the  bowel  loops.  There  is  marked  thickening 
of  the  mucosal  folds  in  the  abnormal  loops.  Most 
notable  are  multiple  somewhat  lobulated  nodular 
filling  defects  present  on  several  films.  At  this  time, 
the  most  likely  consideration  would  include  lym- 
phosarcoma of  the  distal  ileum.  All  the  findings 
including  the  nodularity  would  be  consistent  with 
this  diagnosis,  although  no  ulceration  is  seen. 
Crohn’s  disease  could  be  considered  here,  although 
the  multiple  nodules  make  this  diagnosis  less  likely. 
Metastatic  disease  would  also  have  to  be  considered 
in  the  differential  diagnosis.  Another  consideration 
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FIGURE  2.  (A)  Small-bowel  follow-through  study  demonstrates  extrinsic  pressure  on  cecum  (short  arrow)  and  nodule  in  distal 

ileum  (low  arrow).  (B)  Distal  ileum  shows  markedly  thickened  folds,  nodular  filling  defects,  and  separation  of  adjacent 
loops. 


FIGURE  3.  Photomicrograph  of  tumor  in  liver, 
is  compatible  with  metastatic  carcinoid  tumor. 


Pattern 


would  be  that  of  a carcinoid  tumor  of  the  small  bowel. 
The  multiple  nodular  defects,  separation  of  loops, 
and  the  thickened  folds  are  all  characteristic  of  this 
disease.  Slight  angulation  of  the  bowel  loops  is  also 
suspected.  The  patient  does  have  hepatomegaly. 
May  I ask  whether  the  patient  has  any  systemic 
symptoms  such  as  flushing  or  other  aspects  of  the 
carcinoid  syndrome? 

Dr.  Terry:  During  the  small-bowel  barium  ex- 
amination, a history  of  flushing  was  elicited  by  the 
radiologist  and  was  in  fact  observed. 

Dr.  Wcxler:  In  that  case,  I believe  that  carcinoid 
tumor  with  rnetastases  to  the  liver  is  a most  likely 
consideration  at  this  point.  However,  if  one  did  not 
have  the  clinical  history  of  the  carcinoid  syndrome, 
and  went  simply  on  the  roentgenographic  findings, 
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FIGURE  4.  Argentaffin  stain,  Sevier-Munger  method,  shows 
tumor  cells  to  stain  positively. 


lymphosarcoma  would  have  been  the  most  likely 
diagnosis. 

Radiographic  diagnosis 

Carcinoid  tumor  of  the  distal  ileum  with  metas- 
tases  to  the  liver 

Pathologic  discussion 

Boyce  Bennett,  M.D.*:  A wedge  biopsy  of  the 
liver  was  obtained  which  consisted  nearly  entirely  of 
firm,  gray  tumor.  The  histologic  features  were 
typical  of  a carcinoid  tumor:  solid  nests  of  regular 
cells  with  the  peripheral  layer  frequently  showing 
palisading  rows  (Fig.  3).  These  groups  of  cells  were 

* Professor,  Department  of  Pathology. 


separated  by  bands  of  fibrous  tissue.  The  cells 
stained  positively  with  an  argentaffin  stain,  thus 
confirming  the  diagnosis  of  a carcinoid  tumor  (Fig. 
4). 

Carcinoid  tumors  may  arise  in  a number  of  sites  in 
the  gastrointestinal  tract,  in  the  lung,  and  rarely  in 
the  ovary,  retroperitoneum,  and  thymus.  They  are 
most  frequently  encountered  in  the  appendix,  where 
they  are  benign,  and  in  decreasing  frequency  in  the 
small  intestine,  lung,  rectum,  stomach,  and  colon, 
where  they  are  generally  malignant.  The  cells  may 
produce  vasoactive  amines  such  as  serotonin,  but 
other  humoral  agents  may  also  be  produced,  in- 
cluding histamine,  gastrin,  or  ACTH  (adrenocorti- 
cotropic hormone).  It  is  the  production  of  these 


Mind-altering  herbs 
are  new  drugs  of  abuse 

There  has  been  a recent  substantial  increase  in  use  of 
herbal  cigarettes,  teas,  and  capsules  in  the  United  States 
with  a consequent  increase  in  cases  of  acute  and  highly 
unpleasant  physical  and  mental  reactions  from  these 
“natural  and  legal  drugs,”  says  a report  in  the  August  2 
issue  of  the  Journal  of  the  American  Medical  Associa- 
tion. 

The  herbal  products  are  readily  available  in  health  food 
stores  and  by  mail  order  from  suppliers  and  importers,  says 
Ronald  K.  Siegel,  Ph.D.,  of  the  UCLA  School  of  Medicine, 
Los  Angeles. 

Many  preparations  contain  substantial  amounts  of 
psvchoactive  substances,  and  their  use  has  resulted  in  a 
number  of  intoxications  requiring  medical  attention,  Dr. 
Siegel  says. 

There  are  presently  192  distinct  herbs  commercially 
available  as  smoking  substances,  mostly  in  cigarettes. 
Often  the  cigarettes  contain  nonpsychoactive  ingredients, 
such  as  yerba  santa,  rosemary,  thyme,  mullein,  and 
spearmint.  But  almost  half  do  contain  plants  with  known 
mind-altering  effects,  he  reports. 

Dr.  Siegel  reports  on  two  men  who  experienced  severe 
hallucinations  and  highly  unpleasant  physical  and  emo- 


substances by  the  tumor  which  leads  to  the  well- 
recognized  carcinoid  syndrome  or  to  the  symptoms 
of  diarrhea  and  abdominal  pain  frequently  encoun- 
tered with  carcinoids  of  the  bowel.  All  carcinoid 
tumors  of  the  bowel  are  invasive,  and  the  extent  of 
the  invasion  is  correlated  with  the  prognosis.  Most 
deeply  invasive  tumors  metastasize,  and  the  majority 
of  these  are  fatal.  Only  rarely  are  superficially  in- 
vasive tumors  lethal,  however.* 

Final  diagnosis 

Metastatic  carcinoid  tumor  in  liver 

* Hajdu,  S.  I.,  Winawer,  S.  J.,  and  Myers,  W.  P.:  Carcinoid 
Tumors.  A study  of  204  cases,  Am.  J.  Clin.  Path.  61:  521  (Apr.) 
1974. 


tional  reactions  from  smoking  “Mint  Bidis,”  hand-rolled 
cigarettes  imported  from  India.  Made  from  Indian  herbs, 
the  cigarettes  were  found  to  contain  high  amounts  of 
mind-altering  substances. 

There  are  396  herbs  and  spices  commercially  available 
for  use  as  herbal  teas,  he  says.  Some  43  of  these  contain 
psychoactive  substances,  usually  in  such  small  amounts  as 
to  have  little  or  no  behavioral  effects.  However,  an  occa- 
sional individual  will  have  adverse  effects.  One  woman 
experienced  serious  unpleasant  reactions  after  drinking 
a tea  consisting  of  two  ground  nutmegs  in  a glass  of  warm 
water.  She  had  hallucinations  of  monsters  trying  to  engulf 
her. 

Other  herbal  products  are  available  as  capsules,  some 
with  excessively  high  doses  of  caffeine  and  other  sub- 
stances, he  says. 

“While  the  use  of  herbal  medicines  dates  back  to  ancient 
Chinese  and  early  Greek  practice,  nonmedical  experi- 
mentation with  herbal  intoxicants  is  enjoying  a recent  re- 
vival as  users  search  for  legal  alternatives  to  the  ever-in- 
creasing list  of  restricted  drugs.  Most  of  the  herbs  are 
promoted  for  their  apparent  hallucinogenic,  euphoric,  or 
marijuana-like  effects.  The  ready  availability  of  these 
substances  and  their  marketing  in  the  context  of ‘health 
foods’  represents  a potential  abuse  problem,”  Dr.  Siegel 
concludes. 
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Each  capsule  contains  50  mg.  of 
Dyrenium®  (triamterene,  SK&F  Co.) 
and  25  mg.  of  hydrochlorothiazide. 


DYAZIDE 

Trademark 

MAKES  SENSE 

FOR  LONG-TERM  CONTROL 
OF  HYPERTENSION 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  Co.  literature  or  PDR.  A 
brief  summary  follows: 


* 


WARNING 

This  fixed  combination  drug  is  not  indicated 
for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  patient.  If  the  fixed 
combination  represents  the  dosage  so  deter- 
mined. its  use  may  be  more  convenient  in 
patient  management.  The  treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be 
reevaluated  as  conditions  in  each  patient 
warrant. 


* Indications:  When  the  fixed  combination  repre- 
sents the  dosage  determined  by  titration:  Adjunc- 
tive therapy  in  edema  associated  with  congestive 
heart  failure,  hepatic  cirrhosis,  the  nephrotic 
syndrome.  Corticosteroid  and  estrogen-induced 
edema,  idiopathic  edema;  hypertension,  when 
the  potassium-sparing  action  of  its  ‘Dyrenium’ 
component  is  warranted. 

Contraindications:  Further  use  in  progressive 
renal  or  hepatic  dysfunction;  hyperkalemia.  Pre- 
existing elevated  serum  potassium.  Hypersensi- 
tivity to  either  component  or  other  sulfonamide- 
derived  drugs  Routine  use  of  diuretics  in 
otherwise  healthy  pregnancy. 

Warnings:  Do  not  use  potassium  supplements, 
dietary  or  otherwise,  unless  hypokalemia  de- 
velops or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed, 
potassium  tablets  should  not  be  used.  Hyper- 
kalemia can  occur,  and  has  been  associated  with 


cardiac  irregularities.  It  is  more  likely  in  severely 
ill  patients  with  urine  volume  less  than  one  liter/ 
day,  the  elderly  or  diabetics,  with  suspected  or 
confirmed  renal  insufficiency.  Periodic  determi- 
nations of  serum  K+  should  be  made.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone, 
restrict  K*  intake.  The  presence  of  a widened 
QRS  complex  or  arrhythmia  in  association  with 
hyperkalemia  requires  prompt  additional  therapy. 
Thiazides  are  reported  to  cross  the  placental 
barrierand  appear  in  breast  milk;  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered 
carbohydrate  metabolism  and  other  adverse  re- 
actions that  have  occurred  in  the  adult  may  result. 
When  used  in  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against 
possible  hazards  to  fetus.  Adequate  information 
on  use  in  children  is  not  available. 

Precautions:  Do  periodic  serum  electrolyte 
determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral 
fluids).  Periodic  BUN  and  serum  creatinine  de- 
terminations should  be  made,  especially  in  the 
elderly,  diabetics,  or  those  with  suspected  or 
confirmed  renal  insufficiency.  Watch  for  signs  of 
impending  coma  in  severe  liver  disease.  If  spiro- 
nolactone is  used  concomitantly,  determine  serum 
K frequently;  both  can  cause  K retention  and 
elevated  serum  K‘  Two  deaths  have  been  re- 
ported with  such  concpmitant  therapy  (in  one, 
recommended  dosage  was  exceeded,  in  the  other 
serum  electrolytes  were  not  properly  monitored). 
Observe  regularly  for  possible  blood  dyscrasias, 
liver  damage,  other  idiosyncratic  reactions.  Blood 
dyscrasias  have  been  reported  in  patients  receiv- 
ing Dyrenium*  (triamterene,  SK&F  Co.),  and 


leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  anemia  have  been  reported  with 
thiazides.  Do  periodic  blood  studies  in  cirrhotics 
to  check  for  nondrug-related  variations  in  blood 
pictures,  and  in  patients  with  folic  acid  depletion, 
since  ‘Dyrenium’  may  contribute  to  appearance 
of  megaloblastosis.  Antihypertensive  effect  may 
be  enhanced  in  post-sympathectomy  patients. 
Use  cautiously  in  surgical  patients.  The  following 
may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic 
insulin  requirements  may  be  altered),  hyperuri- 
cemia and  gout,  digitalis  intoxication  (in  hypo- 
kalemia), decreasing  alkali  reserve  with  possible 
metabolic  acidosis.  ‘Dyazide’  interferes  with 
fluorescent  measurement  of  quinidine. 

Adverse  Reactions:  Muscle  cramps,  weakness, 
dizziness,  headache,  dry  mouth;  anaphylaxis, 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting, 
diarrhea,  constipation,  other  gastrointestinal  dis- 
turbances. Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and,  rarely, 
allergic  pneumonitis  have  occurred  with  thia- 
zides alone. 

Supplied:  Bottles  of  100  and  1000  capsules; 
Single  Unit  Packages  of  100  (intended  for  in 
stitutional  use  only). 
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Each  year,  it  seems,  no  sooner  do  we  learn  about 
the  recently  introduced  antibiotics  when  we  are  faced 
with  newer  and  presumably  more  effective  antimi- 
crobial agents,  approved  by  the  Food  and  Drug  Ad- 
ministration, and  then  released  for  general  distri- 
bution. Often  these  newest  drugs  are  close  relatives 
of  the  older,  more  familiar  ones,  but  perhaps  with  a 
broader  antibacterial  spectrum  than  presently 
available  and/or  with  less  toxicity.  How  can  one 
evaluate  the  claims  for  the  new  antibiotic  and  make 
a decision  when  and  if  to  use  it?  New  is  not  neces- 
sarily better,  and  therefore  the  physician  must  have 
some  guidelines  to  follow  and  an  overall  concept  of 
the  kinds  of  drugs  available  today,  their  activity,  and 
their  distribution  throughout  the  body,  as  well  as 
their  potential  toxicity. 

It  is  the  purpose  of  this  report  to  provide  such  a 
general  overview  but  to  leave  to  the  reader  the  deci- 
sion whether  reason  can,  though  agreeably  it  should, 
always  prevail. 

Classification  of  antibiotics 

Antibiotics  are  chemicals  produced  by  some 
species  of  microbe,  often  a Streptomyces  species, 
which  are  inhibitory  or  lethal  to  other  microorga- 
nisms. They  may  be  produced  naturally  by  the  mi- 
crobe in  fermentation  tanks,  semisynthetically  by 
laboratory  modification  of  a fermentation  product, 
usually  through  alteration  of  side  chains  or  salt  or 
ester  linkages,  or  completely  in  the  laboratory  with- 
out live  microbes  at  all,  for  example,  the  drug  chlor- 
amphenicol. Other  chemotherapeutic  agents  are  not 
antibiotics,  that  is,  they  are  not  made  by  microor- 


TABLE  I.  Classification  of  antimicrobials  by 
mechanism  of  action  or  in  vitro  killing  effect 


Mechanism  of  Action  of  Drugs 

In  Vitro 
Effect 

Inhibition  of  cell  wall 

Penicillins  (all) 

Cidal 

Cephalosporins  (all) 

Cidal 

Vancomycin 

Cidal 

Inhibition  of  protein  synthesis 

Tetracyclines  (all) 

Static 

Erythromycin 

Static 

Chloramphenicol 

Static 

Lincomycin/clindamycin 

Static/?cidal 

Aminoglycosides  (all) 

Cidal 

Inhibition  of  folic  acid  metabolism 

Sulfonamides  (all) 

Static 

Trimethoprim 

Static 

Inhibition  of  nucleic  acid  metabolism 

Rifampicin 

Cidal 

Nalidixic  acid 

Cidal 

Detergents 

Polymyxin /colist  in 

Cidal 

ganisms,  but  are  antimicrobial  nevertheless,  for  ex- 
ample, sulfonamides.  There  are  three  broad  classi- 
fication schemes  which  have  some,  albeit  limited, 
value  (Table  I). 

First,  drugs  may  be  considered  on  the  basis  of 
mechanism  of  action.  This  provides  some  insight 
into  the  consequences  of  combining  antimicrobials 
for  therapy.  For  example,  drugs  which  act  on  the  cell 
wall  of  bacteria  to  exert  their  antibacterial  effects 
require  actively  growing  organisms  which  are  syn- 
thesizing new  cell  walls.  Inhibitors  of  bacterial 
protein  synthesis  can  antagonize  the  action  of  a cell 
wall  inhibitor  by  stopping  the  necessary  growth  and 
biosynthetic  activity.  While  this  combination  still 
provides  the  action  of  the  bacteriostatic  protein 
synthesis  inhibitor,  for  example,  tetracycline,  the  cell 
wall  active  drug,  for  instance,  penicillin,  is  not  ex- 
erting an  antibacterial  effect  yet  may  still  cause  ad- 
verse side-effects.  However,  this  does  not  seem  to 
occur  when  the  protein  synthesis  inhibitor  is  an 
aminoglycoside  drug,  perhaps  because  these  drugs 
are  capable  of  killing  susceptible  bacteria  in  vitro, 
(bactericidal)  rather  than  simply  inhibiting  growth 
without  a lethal  effect  (bacteriostatic). 

This  latter  distinction,  bactericidal  versus  bac- 
teriostatic effect,  is  the  second  major  classification 
scheme.  It  is  reasonable  to  think  that  a bacterio- 
static drug  could  stop  progression  of  an  infection,  but 
that  host  defense  mechanisms  would  be  necessary  to 
eradicate  the  already  established  infection.  In 
contrast,  bactericidal  drugs  could,  theoretically, 
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eradicate  infection  without  assistance  from  host 
defenses  by  killing  the  infecting  organism.  However, 
-cidal-static  concepts  are  established  only  for  test 
tube  growth  conditions  where  the  observed  effect 
may  be  altered  by  the  size  of  the  bacterial  inoculum, 
the  dose  of  the  drug,  or  the  pH  of  the  medium.  This 
distinction  is  not  validated  in  patients,  perhaps  ex- 
emplified best  by  the  consistent  failure  of  bacterici- 
dal drugs  to  eradicate  infection  in  the  severely  leu- 
kopenic patient. 

Finally,  antibiotics  may  also  be  grouped  according 
to  chemical  structure,  for  example,  beta-lactam-ring 
antibiotics,  such  as  penicillins  or  cephalosporins  or 
the  group  of  tetracyclines,  which  tend  to  share  the 
same  mechanism  of  action  but  differ  in  pharmaco- 
logic properties,  such  as  oral  absorption  or  in  anti- 
bacterial spectrum. 

Antibacterial  spectrum 

Infections  are  caused  by  specific  organisms  which 
are  susceptible  or  resistant  to  specific  drugs.  An 
obvious  principle  for  therapy  is  to  select  the  most 
effective,  least  toxic  agent  for  the  specific  organism 
encountered.  To  do  this,  first,  precise  cause  must  be 
defined.  Second,  a therapeutic  choice  must  be  made, 
based  at  least  in  part  on  antibacterial  spectrum; 
toxicity  and  distribution  of  the  drug,  as  well  as  pa- 
tient factors,  such  as  allergies,  are  also  to  be  consid- 
ered. Many  drugs  are  active  against  a broad  variety 
of  different  organisms  and  are  often  called  “broad 
spectrum.”  This  is,  however,  a distortion  of  the 
original  sense  of  the  term,  that  is,  a drug  active  on  a 
broad  variety  of  different  classes  of  organisms,  for 
example,  bacteria,  rickettsia,  mycoplasmas,  and 
chlamydiae.  Promotional  campaigns  for  specific 
drugs  often  praise  broad  spectrum  effects  in  an  un- 
critical and  inappropriate  manner,  implying  that 
broad  spectrum  equals  safety  or  reduces  the  need  to 
define  the  infection  etiologically.  This  is  not  true. 
Standards  of  practice  of  infectious  disease  require 
that  we  think  specific  spectrum  rather  than  broad 
spectrum. 

The  original  introduction  of  penicillin  G provided 
physicians  with  a drug  that  was  bactericidal  for 
gram-positive  organisms,  both  cocci  and  rods,  and 
against  gram-negative  diplococci,  such  as  gonococcus 
and  meningococcus.  Two  significant  events  oc- 
curred in  the  late  1950s.  First,  staphylococci 
emerged  resistant  to  penicillin  by  virtue  of  an  ability 
to  produce  an  enzyme,  penicillinase,  which  destroyed 
the  drug.  These  organisms  caused  severe  hospital 
epidemics  of  staphylococcal  disease.  Second,  a way 
was  found  to  alter  the  chemical  structure  of  penicillin 
easily  and  thus  to  change  its  properties.  Production 
of  semisynthetic  penicillins  initially  resulted  in  drugs 
resistant  to  staphylococcal  penicillinase,  and  second, 
drugs  with  altered  spectrum  of  action.  Amino  pen- 
icillins, such  as  ampicillin  or  amoxyc  illin,  extended 
activity  against  some  gram-negative  'ods,  and  car- 
boxypenicillins  such  as  carbenicillin  had  activity 


against  certain  enterobacteriaciae  not  susceptible  to 
the  amino  penicillins,  for  example,  Enterobacter 
cloacae,  or  indole-positive  Proteus  morganii  and 
Proteus  vulgaris,  and  Pseudomonas  aeruginosa. 

As  drugs  were  altered  to  extend  the  spectrum  in 
some  directions,  it  was  found  that  the  spectrum 
might  contract  in  other  directions.  For  example, 
penicillinase-resistant  penicillins  were  not  as  active 
as  penicillin  G against  nonpenicillinase-producing 
staphylococci,  streptococci,  particularly  enterococci, 
and  pneumococci.  Carbenicillin  was  less  active 
against  Proteus  mirabilis  than  ampicillin,  and  am- 
oxycillin failed  in  treatment  of  shigellosis,  whereas 
ampicillin  was  successful.  There  are,  obviously, 
trade  offs,  and  it  must  be  remembered  that  if  a new 
drug  is  said  to  be  an  improvement  it  may  be  at  a cost, 
both  microbiologically  and  economically. 

It  is  also  a common  misconception  to  believe  that 
ampicillin  is  effective  against  penicillinase-producing 
staphylococci.  This  may  have  serious  consequences 
since  the  authors  have  seen  several  patients  with 
Staphylococcus  aureus  endocarditis  treated  inap- 
propriately with  a semisynthetic  penicillinase-sus- 
ceptible penicillin.  Permanent  cardiac  damage 
followed  in  most  cases.  It  is  most  reasonable  today 
to  consider  isolates  of  S.  aureus,  whether  from  out- 
patients or  inpatients,  to  be  penicillinase-producing 
until  proved  otherwise.  Furthermore,  in  the  seri- 
ously ill  patient,  we  believe  the  physician  should  in- 
terpret the  report  of  any  gram-positive  coccus  as 
potentially  a penicillin-resistant  S.  aureus  and  to 
treat  appropriately.  If  the  organism  is  finally  re- 
ported as  a streptococcus  or  a staphylococcus  sensi- 
tive to  penicillin,  it  may  be  elected  to  switch  therapy 
to  penicillin  G. 

Antibiotic  spectra  are  not  inviolable  biologic  laws. 
Ampicillin,  which  penetrates  into  the  subarachnoid 
space  in  the  presence  of  inflamed  meninges  to  reach 
therapeutic  levels,  is  active  against  the  pneumococ- 
cus, the  meningococcus,  and  Haemophilus  influen- 
zae. For  these  reasons,  it  became  the  drug  of  choice 
in  the  therapy  of  etiologically  undefined  bacterial 
meningitis.  However,  there  are  increasing  reports 
of  penicillinase-producing  and  thereby  ampicillin- 
resistant  H.  influenzae  strains  causing  meningitis.1’2 
Since,  at  this  writing,  essentially  all  isolates  of  H. 
influenzae  are  sensitive  to  chloramphenicol,  it  should 
be  strongly  considered  in  the  age  group  most  sus- 
ceptible to  H.  influenzae  meningitis.3  Unfortu- 
nately, a chloramphenicol-resistant  strain  has  al- 
ready been  isolated.4 

The  cephalosporins  are  one  of  the  most  widely 
used  groups  of  antimicrobial  agents.5-7  They  are 
generally  considered  to  be  as  safe  as  the  penicillins, 
and  their  antibacterial  spectrum  is  greater  than  both 
penicillin  and  ampicillin.  Almost  all  strains  of 
penicillinase-producing  S.  aureus  are  sensitive  to 
cephalosporins,  and  these  drugs  have  been  proved 
efficacious  in  treatment  of  severe  staphylococcal 
infections  including  endocarditis.8  Many  Esche- 
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richia  coli,  Klebsiella  species  and  P.  mirabilis  are 
sensitive,  but  not  Serratia  or  Pseudomonas. 

Aminoglycoside  antibiotics,7  including  strepto- 
mycin, kanamycin,  gentamicin,  tobramycin,  and  the 
newly-introduced  amikacin,  are  effective  against 
most  aerobic  gram-negative  bacteria.  These  drugs 
are  all  potentially  ototoxic  and  nephrotoxic,  however, 
and  extreme  caution  must  be  exercised  with  their 
usage.  Bacteria  produce  enzymes  which  inactivate 
these  drugs,  and  this  property  can  be  transferred 
from  one  organism  to  another.  The  development 
and  introduction  of  newer  agents  is  in  part  related  to 
bacterial  resistance  and  the  stability  of  the  new  drug 
to  inactivating  enzymes  commonly  produced  by  re- 
sistant strains.  Thus,  kanamycin-resistant  P. 
aeruginosa  is  usually  sensitive  to  gentamicin  or  to- 
bramycin, and  strains  resistant  to  these  two  drugs  are 
susceptible  to  amikacin. 

Not  all  bacteria  are  sensitive  to  one  or  another 
aminoglycoside.  These  drugs  are  inactive  against 
anaerobic  bacteria,  group  A beta  hemolytic  strepto- 
cocci, Diplococcus  pneumoniae,  and  when  used 
alone,  against  S.  viridans  and  enterococci.  Never- 
theless, aminoglycosides  are  frequently  combined 
with  penicillin  G for  synergistic  action  against 
Streptococcus  viridans  or  enterococci  causing  bac- 
terial endocarditis.9 

Lincomycin  and  particularly  its  7-chloro  deriva- 
tive, clindamycin,8  are  extremely  useful  agents  in  the 
treatment  of  anaerobic  infections,  especially  when 
due  to  Bacteroides  fragilis.  In  certain  circumstances 
these  agents  may  be  administered  to  the  penicillin- 
allergic  patient  with  serious  infection  caused  by 
gram-positive  cocci.  Although  staphylococci,  in- 
cluding those  resistant  to  penicillin  G,  pneumococci, 
and  streptococci  other  than  enterococci,  are  readily 
treated,  the  association  of  severe  pseudomembranous 
colitis  with  use  of  these  drugs  and  the  availability  of 
good  alternative  choices  limits  their  therapeutic 
application.10 

Chloramphenicol  is  broad  spectrum  in  all  senses 
of  the  term.  However,  because  of  toxicity,  its  use  is 
limited  to  special  situations,  for  example,  ampicil- 
lin-resistant  H.  influenzae,  Salmonella  typhi  in- 
fections, or  anaerobic  infections,  including  those  due 
to  B.  fragilis. 11  Up-to-date  knowledge  of  spectrum 
is  essential,  for  recently  there  have  been  epidemics 
due  to  chloramphenicol-resistant  typhoid  bacilli.12 

Site  of  infection 

Not  all  antibiotics  can  reach  all  potential  sites  of 
infection.  Therapeutic  decisions  must  consider  site 
as  well  as  spectrum.  Two  examples  of  site  barriers 
are  the  central  nervous  system  and,  in  men,  the 
prostate  gland.  Chloramphenicol  and  sulfonamides 
penetrate  the  central  nervous  system  well,  erythro- 
mycin and  tetracyclines  reasonably  well,  penicillins 
to  a sufficient  extent  in  the  presence  of  inflamed 
meninges,  and  cephalosporins,  clindamycin,  and 
aminoglycosides  only  poorly.  Should  gentamicin  be 


needed  to  treat  meningitis,  for  example,  due  to  P. 
aeruginosa,  appropriate  therapy  would  require  in- 
trathecal or  intraventricular  administration  of  the 
drug.1'  11 

Most  drugs  are  excluded  from  the  prostate,  which 
makes  it  difficult  to  treat  chronic  prostatitis,  the 
source  of  reinfection  urinary  tract  sepsis  in  men. 
Erythromycin  and  the  combination  of  trimetho- 
prim-sulfamethoxazole penetrate  the  prostate.15-16 
The  acidic  pH  of  prostatic  secretions  adversely  af- 
fects erythromycin  action  against  many  of  the  po- 
tential pathogens,  however,  and  therefore  thera- 
peutic choices  may  be  rather  limited. 

Several  general  points  can  be  illustrated  by  dis- 
cussing urinary  tract  infections.  Because  most 
penicillins  are  excreted  unchanged  into  the  urine, 
extremely  high  levels  can  be  achieved.  Because  of 
this  fact,  P.  mirabilis  urinary  tract  infection  can  be 
safely  treated  with  oral  penicillin  G,  although  the 
organism  may  well  be  said  to  be  resistant  by  the  mi- 
crobiology laboratory  using  a low-concentration, 
10-microgram  disk.  Laboratory  testing  at  concen- 
trations achievable  in  the  urine,  1,000  to  2,000  mi- 
crograms per  milliliter,  would  show  the  same  isolate 
to  be  completely  sensitive.  Most  physicians  would 
not  consider  erythromycin  to  be  useful  for  urinary 
tract  infections,  although  it  is  excreted  in  the  urine 
in  concentrations  in  excess  of  levels  reached  in  blood 
or  tissues.  Although  sensitive  gram-positive  or- 
ganisms are  inhibited  by  such  levels,  gram-negative 
rods  such  as  E.  coli  are  not.  This  is  not  a function  of 
absolute  resistance  of  E.  coli  but  of  the  pH  of  the 
environment.  At  alkaline  pH,  E.  coli  and  other 
gram-negative  rods  can  be  readily  inhibited  by 
erythromycin.  Since  urine  can  be  alkalinized,  this 
drug  has  been  successfully  employed  in  specific  sit- 
uations. In  contrast  to  the  previous  two  examples, 
we  generally  think  of  tetracyclines  as  good  drugs  for 
treatment  of  susceptible  uropathogens.  While  this 
is  indeed  true,  the  newer  tetracyclines  are  only  slowly 
cleared  into  urine.  This  is  why  they  are  adminis- 
tered in  lower  dose  and  at  longer  intervals  and  why 
blood  and  tissue  levels  persist.  Thus,  a 1950s’  tet- 
racycline might  work  in  a urinary  tract  infection 
whereas  a 1970s’  tetracycline  might  not,  even  though 
the  organism  was  sensitive  to  both  drugs  in  vitro. 

Serum  protein  binding 
and  lipid  solubility 

Many  antibiotics,  including  penicillins  and  ceph- 
alosporins, are  reversibly  bound  to  serum  albumin. 
Factors  determining  this  interaction  include  con- 
centration of  the  antibiotic,  the  pH  of  the  blood,  and 
the  presence  of  other  compounds  which  might  com- 
pete for  binding  sites  on  the  protein.17  Although 
measurements  of  serum  levels  of  antibiotic  include 
both  bound  and  unbound  free  drug,  it  is  only  the  free 
drug  that  has  antibacterial  activity  and  is  capable  of 
crossing  the  capillary  endothelium  to  enter  into  tissue 
spaces. 
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This  suggests  that  the  less  protein-bound  antibi- 
otics may  have  greater  efficacy  in  treating  tissue  in- 
fections. On  the  other  hand,  since  these  drugs  are 
reversibly  bound,  each  time  a free  molecule  interacts 
with  a bacterium  and  is  thereby  removed,  a bound 
molecule  is  released  from  the  protein  to  maintain 
equilibrium.  Unfortunately,  the  clinical  studies  have 
not  been  performed  to  determine  whether  drugs 
which  are  less  protein-bound  are  more  efficacious  in 
the  clinical  setting.  At  least  one  drug,  phenbenicil- 
lin,  an  acid-stable  penicillin  with  enhanced  oral  ab- 
sorption, was  not  released  because  the  combination 
of  its  intrinsic  activity  and  protein  binding  resulted 
in  inadequate  in  vivo  antibacterial  action  despite 
test-tube  efficacy.  A drug  which  produces  a serum 
level  of  100  micrograms  per  milliliter,  but  which  is  90 
per  cent  protein  bound,  results  in  a free  level  of  only 
10  micrograms  per  milliliter  available  for  diffusion 
into  tissue  spaces,  such  as  the  pleura,  pericardium, 
and  synovium.  A related  drug  which  gives  serum 
levels  of  50  micrograms  per  milliliter,  but  which  was 
only  50  per  cent  protein  bound,  would  have  25  mi- 
crograms per  liter  available  for  diffusion,  and 
therefore  would  appear  to  be  the  better  choice.  Of 
course,  this  would  assume  that  both  drugs  have  the 
same  in  vitro  antibacterial  activity,  that  is,  the 
quantity  of  drug  required  for  growth  inhibition, 
usually  expressed  as  the  minimal  inhibitory  con- 
centration or  MIC.  In  addition,  the  half-life  of  each 
compound,  its  volume  of  distribution  in  the  body, 
that  is,  how  widespread  its  penetration  is,  as  well  as 
both  the  renal  and  hepatic  excretion  of  each  drug 
might  also  be  important  in  the  designation  of  better 
choice.  Serum  level  is  not  an  absolute  criterion.  It 
should  also  be  remembered  that  most  pharmacologic 
studies  dealing  with  the  oral  absorption  of  antibiot- 
ics, which  in  part  determines  serum  level,  are  done 
in  healthy,  normal  volunteers.  In  clinical  practice, 
however,  we  are  treating  patients  who  are  ill,  are 
often  febrile,  and  who  may  not  have  normal  gas- 
trointestinal motility  or  absorption.  Serum  levels 
from  healthy  young  volunteers  may  not  predict  levels 
in  sick  patients.  Since  levels  are  the  balance  of  ab- 
sorption, inactivation,  and  excretion,  in  the  patient 
these  may  be  higher,  possibly  toxic,  or  lower,  possibly 
less  than  therapeutic  level,  than  expected. 

There  are  other  specialized  areas  of  the  body  such 
as  the  eye,  the  prostate,  and  the  central  nervous 
system,  where  the  transport  of  antibiotics  seems  to 
be  related  to  their  lipid  solubility.  Chloramphenicol 
is  about  10,000  times  as  fat  soluble  as  penicillin,  and 
this  characteristic  may  explain  the  ability  of  chlor- 
amphenicol to  penetrate  into  the  eye.  Animal 
studies  of  penetration  into  the  prostate  also  suggest 
that  only  lipid-soluble  drugs  penetrate  well. 
Erythromycin,  for  example,  is  lipid  soluble  and  can 
be  found  in  prostatic  secretions. 

Antibiotic  prophylaxis 

Antibiotic  prophylaxis  is  a subject  that  has  been 


compared  with  sex  and  religion  and  “should  not  be 
argued  in  polite  company,”  18  nor  ignored  here. 
There  is  no  argumenbabout  certain  forms  of  specific 
prophylaxis,  that  is,  for  group  A streptococci  in  the 
prevention  of  rheumatic  fever.  Prophylaxis  in  sur- 
gery, where  the  aim  is  to  prevent  infection  per  se,  is 
a different  situation.  Prophylaxis  for  major  gas- 
trointestinal surgery  is  at  least  supported  by  some, 
though  not  all,  reports.19-22  However,  in  cardiac 
surgery,  results  of  limited  double-blind  studies  to 
date  do  not  suggest  any  benefit  from  use  of  systemic 
prophylactic  antimicrobials.23-24  Nevertheless  these 
data  are  in  general  ignored  by  cardiac  surgeons 
throughout  America,  each  of  whom  seems  to  use  his 
own  favorite  drug  or  combination.  The  philosophy 
they  seem  to  espouse  is  the  concept  that  prophylactic 
antibiotics  should  not  be  denied  to  these  patients 
unless  microorganisms  resistant  to  the  drugs  are 
appearing,  even  though  they  are  not  effective.25 

In  animal  experiments,  there  appears  to  be  a 
“golden”  period  of  three  to  four  hours  following  skin 
incision,  during  which  the  administration  of  systemic 
agents  can  prevent  introduced  bacteria  from  ini- 
tiating wound  infections.26  In  spite  of  this,  it  is 
generally  felt  that  prophylaxis  should  be  given  for 
twenty-four  to  seventy-two  hours  following  a surgical 
procedure.  There  are  no  human  data  to  support 
such  recommendations;  rather  they  appear  to  be 
extrapolations  of  animal  data,  apparently  based  on 
the  principle  that  if  a little  is  good,  a lot  is  better. 

Data  from  double-blind  randomized  studies 
suggest  that  prophylactic  agents  may  be  of  value  in 
preventing  infections  in  certain  gynecologic  proce- 
dures, including  vaginal  hysterectomy.27-30  Studies 
in  orthopedic  surgery  also  suggest  that  antibiotics 
may  prevent  postoperative  wound  infections.31-33  It 
should  be  noted  that  in  these  examples,  systemic 
infections,  including  pneumonia,  bacteremia,  and 
urinary  tract  infections,  are  not  prevented  by  pro- 
phylaxis; only  wound  infection  is  reduced. 

The  role  of  antibiotic  prophylaxis  prior  to  dental 
procedures  to  prevent  endocarditis  in  patients  with 
valvular  heart  disease  is  medicolegally  but  not  sci- 
entifically established.  It  is  known  that  antibiotics 
cannot  prevent  bacteremia  following  dental  manip- 
ulation. Brushing  one’s  teeth  also  produces  a tran- 
sient bacteremia;  why  then  do  we  give  prophylaxis 
for  one  procedure  and  not  for  another?  We  are, 
unfortunately,  rather  ignorant  of  the  factors  involved 
in  initiation  of  valvular  infection  in  rheumatic  heart 
disease.  It  may  be  related  principally  to  surface 
adherence  characteristics  of  the  organism  and  not  to 
any  particular  host  factor,  including  the  use  of  anti- 
biotics. Assuming,  however,  that  prophylaxis  works, 
what  drug,  what  dose,  and  when  are  open  questions. 
To  this  date,  the  optimal  interval  between  adminis- 
tration of  the  drug  and  dental  procedure  in  human 
beings  has  never  been  determined.  From  animal 
experiments  it  appears  that  penicillin  plus  an  ami- 
noglycoside may  be  necessary  for  effective  prophy- 
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laxis.34  This  is  rarely,  if  ever,  used  in  man.  Further 
animal  studies  have  shown  that  parenteral  penicillin 
followed  by  oral  penicillin  for  two  to  three  days  is  of 
value  in  the  prevention  of  streptococcal  endocardi- 
tis.35 One  reasonable  recommendation  would  be 
administration  of  penicillin  systemically,  one  to  two 
hours  prior  to  the  procedure,  so  that  the  highest  cir- 
culating level  of  the  drug  will  be  present  in  the  serum 
to  meet  the  potential  circulating  pathogen.  Impor- 
tant questions  relating  to  prophylaxis  of  other 
medical  procedures  which  lead  to  bacteremia,  in- 
cluding endoscopy,  barium  enema,  liver  biopsy,  or 
hemodialysis,  remain  unanswered. 

Multiple  drug  treatment 
of  infectious  endocarditis 

Infection  of  the  endothelial  lining  of  the  heart, 
once  primarily  an  entity  affecting  only  the  young 
with  either  rheumatic  or  congenital  heart  disease,  at 
present  occurs  at  any  age,  and  often  on  a normal 
valve  surface  or  prosthesis.  Mainline  drug  abuse  has 
greatly  increased  the  occurrence  of  acute  endocarditis 
of  normal  valves,  often  due  to  highly  virulent  bacte- 
ria, including  S.  aureus,  Serratia,  and  Pseudomonas 
species.  These  microorganisms  are  difficult  to  treat 
and  may  require  use  of  more  than  one  drug,  even 
though  sensitive  to  single  agents  in  vitro.  In  the  case 
of  S.  aureus,  either  a semisynthetic  penicillinase- 
resistant  penicillin,  such  as  methicillin,  or  a ceph- 
alosporin, such  as  cephalothin,  can  be  selected. 
Optimal  therapy  may  require  the  addition  of  an 
aminoglycoside  as  well.  This  concept  is  suggested 
by  in  vitro  studies  and  preliminary  data  in  animals 
which  indicate  that  the  two-drug  regimens  are  more 
efficacious.36  However,  their  usefulness  or  necessity 
in  human  disease  has  not  been  substantiated. 

Group  D streptococci  usually  account  for  about  10 
per  cent  of  endocarditis.  Enterococcal  group  D 
streptococci,  such  as  Streptococcus  faecalis  and 
Streptococcus  faecium,  are  inhibited,  but  not  killed, 
by  penicillin  alone.  The  use  of  either  penicillin  or 
ampicillin  plus  streptomycin  has  therefore  been 
recommended  as  a bactericidal  regimen.  Recent  in 
vitro  studies  have  suggested  that  many  strains  are  not 
killed  by  this  combination  because  of  absolute  re- 
sistance to  streptomycin.37’38  In  contrast,  all  strains 
are  killed  by  penicillin  plus  gentamicin.38  Although 
the  clinical  efficacy  of  this  latter  combination  in 
comparison  to  penicillin  plus  streptomycin  has  not 
been  reported,  it  makes  sense  at  present  to  initiate 
therapy  with  gentamicin  until  sensitivity  studies  with 
streptomycin  are  available.  These  studies  must  be 
specially  performed  since  enterococci  have  a per- 
meability barrier  to  aminoglycosides.  In  vitro  testing 
must  therefore  be  done  at  a concentration  sufficient 
to  overcome  the  barrier  but  which  could  not  be 
achieved  in  man,  1,000  to  2,000  micrograms  per 
milliliter,  because  of  toxicity.  Most  laboratories  test 
gentamicin  at  a maximum  of  10  micrograms  per 
milliliter  and  streptomycin  at  30  micrograms  per 


milliliter.  At  these  concentrations  in  vitro,  all  en- 
terococci are  resistant  to  both  drugs.  Addition  of 
penicillin  alters  the  barrier  of  the  organism,  and 
sensitivity  then  depends  on  intrinsic  properties  of  the 
organism. 

The  optimal  duration  of  therapy  is  still  debated  in 
the  literature.  Recommendations  for  S.  viridans 
include  four  weeks  of  penicillin  alone  or  two  weeks 
of  penicillin  plus  streptomycin,  followed  by  two  more 
weeks  of  penicillin  alone.39  Some  workers  have 
suggested  that  two  weeks  of  oral  penicillin  combined 
with  streptomycin  is  adequate  therapy  for  S.  viridans 
endocarditis.40 

Monitoring  therapy 
of  endocarditis 

The  serum  bactericidal  level  is  often  monitored  in 
patients  with  infectious  endocarditis.  Failure  to 
reach  bactericidal  levels  of  drugs  in  the  serum  is 
considered  to  indicate  a poor  prognosis.  However, 
in  gram-negative  infections,  specifically  those  sec- 
ondary to  Pseudomonas  species,  clinical  failures  have 
occurred  in  the  presence  of  “adequate”  serum  “cidal” 
levels.41  Most  infectious  disease  experts  strive  to 
achieve  a bactericidal  level  of  at  least  1:4  in  treatment 
of  difficult  gram-positive  infections  such  as  S.  aureus, 
S.  fecalis,  and  S.  faecium;  however,  there  are  no 
comparative  clinical  data  to  indicate  the  relationship 
to  clinical  outcome.  Is  a titer  of  1:64  better?  Is  it  16 
times  better  than  1:4? 

Conclusion 

There  are  many  things  known  about  selection  and 
use  of  antimicrobials,  many  things  are  simply  as- 
sumed, and  some  are  entirely  unknown.  A critical 
attitude  is  necessary,  for  dogma  and  data  may  be 
more  apparent  than  real.  With  these  general  cau- 
tions in  mind,  this  series  will  critically  examine  each 
currently  used  antibiotic  or  group  of  antibiotics  in 
greater  detail,  and  hopefully,  in  useful  fashion. 
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Prevention  of  child  abuse 
possible  in  study  of  parents 

Prevention  of  child  abuse  is  a real  possibility  with  the 
observation  of  well  -established  predisposing  factors  in  the 
parents,  declares  an  article  in  the  May  3 issue  of  the 
Journal  of  the  American  Medical  Association. 

David  L.  Chadwick,  M.D.,  of  Children’s  Hospital  and 
Health  Center,  San  Diego,  California,  points  out  that  child 
abuse  is  highly  likely  from  a parent  who  was  himself  ab- 
used, is  isolated  socially,  has  unrealistic  expectations  of  the 
infant,  is  unable  to  seek  or  use  help,  and  is  “a  personality 
best  described  as  deeply  unlikeable.” 

Couples  demonstrating  two  or  three  of  these  features  and 
who  have  or  who  are  expecting  babies  or  adopting  young 
children  should  he  offered  help  before  acts  of  abuse  have 
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occurred,  Dr.  Chadwick  declares.  He  urges  physicians,  as 
the  first  person  to  see  the  family  in  many  such  situations, 
to  be  alert  to  possible  hazards. 

“Child  abuse,  as  a disease,  is  in  the  same  stage  that  ve- 
nereal disease  was  a generation  ago.  The  person  who 
thinks  he  may  have  it  is  not  eager  to  discuss  it  with  anyone 
and  is  likely  to  approach  the  problem  obliquely.” 

Dr.  Chadwick  suggested  to  physicians  that  “Almost  any 
injury  in  an  infant  less  than  one  year  of  age  should  make 
the  physician  think  of  child  abuse.  Missing  the  diagnosis 
of  child  abuse  can  be  fatal  for  the  child.” 

The  California  physician  points  out  that  most  com- 
munities have  many  facilities  for  assisting  abused  children 
and  their  parents,  and  that  “more  support  needs  to  go  into 
identification  and  care  of  the  high-risk  parent  who  has  not 
yet  abused  an  infant.” 
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Although  the  association  of  PRCA  (pure  red-cell 
aplasia)  with  thymoma  has  been  a subject  of  several 
reports,  little  is  known  about  its  occurrence  with 
carcinoma.1-5  A patient  with  PRCA  and  adenocar- 
cinoma of  the  stomach,  who  achieved  complete  he- 
matologic remission  following  resection  of  the  tumor, 
is  described  here. 

Case  report 

A seventy-six  year-old  white  female  entered  the 
hospital  in  July,  1973,  because  of  increasing  weakness 
and  shortness  of  breath  over  the  past  several  weeks. 
The  patient  had  a long-standing  history  of  arthritis 
and  had  been  taking  analgesics  and  small  doses  of 
steroids  (prednisone),  5 to  10  mg.  per  day,  for  her 
condition.  For  several  months  prior  to  her  admission 
she  was  found  to  be  anemic  by  her  family  physician 
who  started  her  on  oral  iron  therapy  without  any 
significant  response. 

Physical  examination  findings,  except  for  marked 
pallor  and  evidence  of  mild  congestive  heart  failure, 
were  unremarkable. 

Laboratory  data  included:  hematocrit  18,  he- 

moglobin 7 Gm.  per  100  ml.,  red  blood-cell  count  2.3 
ml.,  mean  corpuscular  volume  80,  mean  corpuscular 
hemoglobin  31,  mean  corpuscular  hemoglobin  con- 
centration 34  per  cent;  white  blood  cell  count  4,400 
with  normal  differential  count;  platelets  188,000  and 
reticulocyte  count  0.2  per  cent;  peripheral  blood 


smear  showed  normochromic-normocytic  anemia; 
serum  iron  138  micrograms  per  milliliter,  and  iron- 
binding capacity  174  micrograms  per  milliliter.  A 
urinanalysis,  serum  chemistries,  electrolytes,  and 
folate  and  B12  levels  all  disclosed  findings  within 
normal  limits.  Coombs’  test  and  lupus  erythema- 
tosus preparation  findings  revealed  no  abnormalities, 
nor  did  chest  x-ray  and  electrocardiograms.  A 
bone-marrow  aspirate  was  normocellular,  with  nor- 
mal myeloid  cells  and  megakaryocytes,  but  showed 
almost  total  absence  of  the  erythroid  cells  (Fig.  1A); 
the  iron  stores  appeared  somewhat  increased  and 
there  were  no  ring  sideroblasts.  The  chest  tomogram 
findings  were  negative  for  any  retrosternal  mass;  an 
upper  gastrointestinal  series  was  reported  to  reveal 
a polypoid  mass  in  the  prepyloric  region  that  was 
later  confirmed  on  gastroscopy  and  biopsy  as  a 
well-differentiated  adenocarcinoma. 

The  patient  received  several  units  of  packed  cells 
and  was  subjected  to  a subtotal  gastrectomy  with 
Billroth  II  gastrojejunostomy  on  August  1,  1973;  no 
metastases  were  found  at  surgery  and  she  had  an 
uneventful  recovery.  Since  then,  the  patient  has 
shown  an  excellent  hematologic  response  with  her 
hematocrit  gradually  rising  to  35  over  a period  of 
several  weeks;  a repeat  bone-marrow  examination 
showed  moderate  normoblastic  erythroid  hyperplasia 
(Fig.  IB).  She  remained  in  complete  remission  for 
over  two  years,  but  developed  a relapse  in  her  PRCA, 
confirmed  by  a bone-marrow  examination.  A liver 
scan  shows  metastases,  once  again  suggesting  a pos- 
sible correlation  between  the  two  conditions.  Re- 
sponse to  immunosuppressive  and  chemotherapy 
and  she  requires  frequent  packed  cell  transfusions. 

Comment 

The  association  of  some  types  of  cancer  and  poly- 
cythemia is  well  recognized  and  is  generally  attrib- 
uted to  production  of  an  erythropoietin-like  sub- 
stance by  the  tumor  cells.  However,  simultaneous 
occurrence  of  carcinoma  and  PRCA  due  to  produc- 
tion of  an  inhibitor  of  erythropoiesis  by  the  tumor 
cells,  although  quite  conceivable,  has  rarely  been 
reported.  Indeed,  to  our  knowledge,  only  5 such 
cases  have  been  reported  in  the  literature  so  far;  3 of 
them  were  in  association  with  bronchogenic  carci- 
noma,6-8 1 with  gastric,9  and  1 with  metastatic  ade- 
nocarcinoma of  unknown  primary  site.10  Two  more 
cases  of  PRCA  reported  in  patients  with  breast  car- 
cinoma,11,12 and  one  with  Hodgkin’s  disease,13  also 
had  an  associated  thymoma,  and  their  relationship 
to  cancer  remains  doubtful. 
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FIGURE  1.  Bone  marrow.  (A)  Before  resection  of  tumor,  showing  absence  of  erythrocyte  precursors.  (B)  After  resection 
of  tumor,  showing  moderate  erythroid  hyperplasia.  (Original  magnification  X 1,000.) 


Entwistle  et  al1  were  able  to  demonstrate  in  the 
serum  of  their  PRCA  patient  with  bronchogenic 
carcinoma  a factor  that  inhibited  erythropoiesis  in 
rabbits  but  failed  to  do  so  after  radiotherapy  to  the 
tumor.  More  recently,  the  presence  of  an  inhibitor 
of  erythropoiesis  in  patients  with  PRCA,  with  and 
without  thymoma,  has  been  reported  by  several 
workers,13-17  and  it  is  likely  that  a similar  mechanism 
exists  in  PRCA  patients  with  carcinoma.  Complete 
hematologic  remission  following  resection  of  the 
gastric  tumor  in  the  present  case  would  appear  to 
suggest  such  a relationship  between  the  carcinoma 
and  the  PRCA.  Further  studies  demonstrating  the 
production  of  an  inhibitor  of  erythropoiesis  by  the 
tumor  cells  in  similar  cases  may  confirm  this  obser- 
vation. Since  carcinoma  is  so  common,  the  re- 
ported extreme  rarity  of  its  association  with  PRCA, 
although  intriguing,  is  probably  not  real.  Anemia 
is  considered  so  much  a part  of  cancer  that  perhaps 
many  cases  are  not  subjected  to  a thorough  work-up 
to  establish  its  etiologic  course  and  are  simply  labeled 
“anemia  of  malignancy.” 


A routine  bone-marrow  examination  in  all  cases 
of  cancer  with  unexplained  anemia,  and  an  extensive 
search  for  any  malignant  tumor  in  patients  with 
PRCA,  should  result  in  more  frequent  detection  of 
this  association. 
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AMA  ethics  permit 
physician  advertising 

The  Principles  of  Medical  Ethics  of  the  American 
Medical  Association  do  not  prohibit  advertising  by  phy- 
sicians, declares  a statement  in  the  May  24  issue  of  the 
Journal  of  the  American  Medical  Association. 

In  reaffirming  the  long-standing  AMA  policy  on  adver- 
tising by  medical  doctors,  the  AMA’s  Judicial  Council 
pointed  out  that  the  prescription  is  not  against  advertising, 
but  concerns  soliciting  of  patients. 

The  public  is  entitled  to  know  the  names  of  physicians, 
the  type  of  their  practices,  the  location  of  their  offices,  their 
office  hours,  and  “other  useful  information  that  will  enable 
people  to  make  a more  informed  choice  of  physician,”  the 
AMA  Council  points  out. 

“The  physician  may  furnish  this  information  through 
the  accepted  local  media  of  advertising  or  communication, 
which  are  open  to  all  physicians  on  like  conditions.  Office 
signs,  professional  cards,  dignified  announcements,  tele- 
phone directory  listings,  and  reputable  directories  are  ex- 
amples of  acceptable  media  for  making  information 
available  to  the  public.” 

A physician  may  give  biographical  and  other  relevant 
data  for  listing  in  a reputable  directory.  The  published 
data  may  include  the  charge  for  a standard  office  visit,  or 
the  physician’s  fee  or  range  of  fees  for  specific  types  of 
services. 
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The  statement  points  out  that  local,  state,  or  medical 
specialty  associations  are  autonomous,  and  may  have 
ethical  restrictions  that  exceed  the  Principles  of  Medical 
Ethics.  And,  legal  restrictions  on  advertising  or  solicita- 
tion of  patients  exist  in  the  medical  licensure  laws  of  at 
least  34  states. 

In  the  proscribed  area  of  solicitation  of  patients,  the 
Council  points  out  that  it  is  unethical  to  use  testimonials, 
create  inflated  or  unjustified  expectations  of  favorable 
results,  make  statements  that  are  self- laudatory  and  imply 
that  the  physician  has  skills  superior  to  others,  or  use  in- 
correct or  incomplete  facts  that  are  likely  to  cause  the  av- 
erage person  to  misunderstand  or  be  deceived. 

“Physicians  have  an  ethical  duty  to  subordinate  financial 
reward  to  social  responsibility.  A physician  should  not 
engage  in  practices  for  pecuniary  gain  that  interfere  with 
his  medical  judgment  and  skill  or  cause  a deterioration  of 
the  quality  of  medical  care.  Ability  to  pay  should  be 
considered  in  reducing  fees,  and  excessive  fees  are  uneth- 
ical. 

“Physicians  should  not  pay  commissions  or  rebates  or 
give  kickbacks  for  the  referral  of  patients.  Likewise,  they 
should  not  make  extravagant  claims  or  proclaim  extraor- 
dinary skills.  Such  practices,  however  common  they  may 
be  in  the  commercial  world,  are  unethical  in  the  practice 
of  medicine  because  they  are  injurious  to  the  public.” 

The  statement  is  signed  by  Henry  I.  Fineberg,  M.D.,  of 
New  York,  AMA  Judicial  Council  chairman,  and  the  four 
other  members. 
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Marfan’s  disease  represents  a hereditary  disorder 
of  the  connective  tissue,  transmitted  as  an  autosomal 
dominant,  and  affecting  all  races  and  both  sexes 
equally.1  New  mutations  account  for  sporadic  cases 
estimated  by  McKusick1  at  about  15  per  cent. 

The  classic  triad  of  clinical  manifestations  consists 
of  ocular,  skeletal,  and  cardiovascular  manifestations. 
Pulmonary  abnormalities  are  less  common,  but  may 
nevertheless  represent  the  first  finding  which  leads 
to  the  correct  diagnosis. 

The  purpose  of  this  report  is  to  attract  attention 
to  the  increased  incidence  of  spontaneous  pneumo- 
thorax in  patients  with  the  Marfan  syndrome. 

Case  report 

A nineteen-year-old  white  male  was  transferred 
to  the  university  hospital  because  of  recurrent 
pneumothorax  of  the  right  side.  He  had  been  ad- 
mitted to  a community  hospital  ten  days  earlier  for 
a spontaneous  right  pneumothorax,  and  a chest  tube 
was  put  in  place.  Recurrent  dyspnea  and  evidence 
of  increasing  pneumothorax  determined  the  transfer. 
Chest  films,  taken  on  admission,  showed  bilateral 
pneumothorax  with  an  apical  cap  of  8 cm.  on  the  left 
and  6 cm.  on  the  right  (Fig.  1). 

This  patient  had  been  first  referred  to  the  pediatric 
cardiologist  at  age  nine  because  of  the  finding  of  a 
heart  murmur.  He  had  no  other  signs  or  symptoms 
of  heart  disease  and  was  followed  on  an  ambulatory 
basis.  At  age  seventeen,  an  echographic  diagnosis 
of  mitral  valve  prolapse  was  made.  The  murmur  was 
interpreted  as  due  to  a mild  degree  of  mitral  insuf- 
ficiency. About  one  year  prior  to  the  present  ad- 
mission, a ventriculocysternal  shunt  was  performed 
at  another  hospital  because  of  an  obstruction  at  the 
level  of  the  aqueduct. 

Physical  examination  on  admission  revealed  a tall, 

* Present  address:  Our  Lady  of  Lourdes  Memorial  Hospital, 
169  Riverside  Drive,  Binghamton,  New  York  13905. 


FIGURE  1.  Posteroanterior  chest  film  on  admission  showing 
bilateral  pneumothorax.  No  abnormalities  noted  in  pulmo- 
nary parenchyma. 


lanky  young  man  with  atonic,  hypoplastic  muscula- 
ture, relaxed  ligaments,  high-arched  palate,  and  long, 
spidery  fingers  and  toes,  all  consistent  with  the 
Marfan  syndrome.  Breath  sounds  were  decreased 
bilaterally  over  the  chest,  and  there  was  hypertym- 
pany on  percussion.  Laboratory  data  were  within 
the  normal  range.  An  electrocardiogram  tracing 
showed  left  ventricular  hypertrophy  with  strain.  No 
family  history  of  Marfan  syndrome  could  be  found. 

A chest  tube  was  placed  in  each  hemithorax,  and 
closed  drainage  was  instituted  for  five  days  on  the  left 
side  and  for  eleven  days  on  the  right  side.  On  dis- 
charge eighteen  days  following  admission,  there  was 
no  more  air  to  be  seen  in  the  left  pleural  cavity,  while 
on  the  right,  1.5  cm.  of  air  still  separated  the  visceral 
pleura  from  the  chest  wall. 

Six  months  later,  the  patient  returned  with  bilat- 
eral pneumothorax  and  required  a pleurectomy  of  the 
left  side. 

Comment 

Pulmonary  abnormalities  are  not  frequently  found 
in  patients  with  the  Marfan  syndrome.  We  reviewed 
the  clinical  and  radiologic  data  on  13  patients  with 
this  disorder  who  have  been  followed  in  this  insti- 
tution in  the  last  eight  years.  Ten  of  these  patients 
had  various  cardiac  and  vascular  lesions,  and  9 had 
skeletal  involvement,  while  only  1,  the  patient  re- 
ported here,  had  a pulmonary  abnormality  that 
prompted  his  admission. 
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In  1964,  Bolande  and  Tucker2  revealed  autopsy 
and  surgical  evidence  of  "pulmonary  dysaeration” 
in  6 of  7 cases  with  Marfan  syndrome.  Two  of  the 
cases  showed  compression  of  the  left  mainstem 
bronchus  by  a giant  left  atrium  with  atelectasis  of  the 
left  lung,  2 cases  showed  diffuse  chronic  pulmonary 
emphysema,  3 had  bilateral  apical  bullae,  and  1 case 
developed  pneumothorax.  No  specific  histologic 
changes  were  found. 

In  1965,  Dwyer  and  Troncale3  reported  2 cases  of 
spontaneous  pneumothorax  and  reviewed  the  entire 
literature  on  pulmonary  abnormalities  in  Marfan’s 
disease  accumulated  up  to  that  time.  They  found 
a total  of  31  cases  that  had  been  reported,  consisting 
of  8 with  pulmonary  lobe  anomalies,  19  with  em- 
physema and  cystic  disease  of  the  lungs,  and  11  with 
pneumothorax.  The  total  incidence  of  pulmonary 
lesions  in  Marfan  syndrome  was  estimated  at  10  per 
cent. 

Several  other  reports  of  pneumothorax  in  Marfan 
syndrome  have  since  appeared  in  the  French  litera- 
ture.4,5 Grenet  et  al. 6 reported  the  case  of  a seven- 
teen-year-old with  recurrent  pneumothorax  whose 
father  was  afflicted  with  the  disorder  and  had  22 
episodes  of  spontaneous  pneumothorax.  Ledoux  et 
al."  have  seen  5 cases  of  spontaneous  pneumothorax 
in  Marfan’s  syndrome,  among  which  there  was  a fa- 
ther and  2 of  his  sons. 

Chevrot  et  al.8  list  a number  of  heredofamilial 
conditions  that  may  predispose  to  spontaneous 
pneumothorax,  such  as  alpha i -antitrypsin  deficiency, 
tuberous  sclerosis,  a congenital  form  of  the  Ham- 
man-Rich  syndrome,  cystic  fibrosis,  and  Marfan’s 
disease.  In  a survey  of  65  cases  of  spontaneous 
pneumothorax,  Maurel9  found  8 with  associated 
malformations,  5 of  which  had  a "Marfan-type  syn- 
drome.” 

Lipton,  Greenwald,  and  Seriff10  reported  a case 
with  spontaneous  pneumothorax  in  Marfan’s  disease 
associated  with  cystic  changes  in  the  lungs.  This  was 
not  seen  in  the  other  reported  cases,  including  our 
own,  and  one  can  only  speculate  about  the  specific 
connective-tissue  deficit  in  the  patient’s  lung  that 
predisposes  him  to  develop  spontaneous  pneumo- 
thorax. 

That  pneumothorax  is  not  a mere  coincidence  is 
proved  by  the  reported  incidence  of  5 per  cent  in 
patients  with  Marfan’s  syndrome,  15  in  300  cases 
according  to  Azria11  and  cited  from  Chevrot  et  al.,8 
as  opposed  to  the  estimated  frequency  of  pneumo- 
thorax in  the  general  population  of  5 per  100,000. 
The  male  predominance  applies,  however,  in  both 
groups,  although  Marfan’s  disease  affects  both  sexes 
equally.  In  the  series  collected  by  Dwyer  and 
Troncale,3  8 of  11  patients  were  male,  as  were  6 of  7 


patients  whose  sex  is  indicated  in  the  subsequent 
Fiench  reports,  as  well  as  the  case  of  Lipton,  Green- 
wald, and  Seriff10  and  our  own.  In  a study  by  For- 
gacs12  spontaneous  pneumothorax  was  five  times 
more  frequent  in  males  and  especially  among  those 
who  are  tall  and  slim.  The  longer  vertical  diameter 
of  the  chest  appears  to  render  the  lung  apex  more 
vulnerable  to  gravitational  stress.  It  remains  to  be 
demonstrated  that  the  higher  incidence  of  pneumo- 
thorax in  patients  affected  with  the  Marfan  syn- 
drome is  not  only  a reflection  of  their  different  body 
habitus,  although  it  seems  likely  that  other  connec- 
tive-tissue defects  may  have  a role. 

Finally,  it  seems  worth  mentioning  that  the  acute 
symptomatology  in  spontaneous  pneumothorax  is 
not  very  much  unlike  that  in  aortic  dissection,  and 
the  awareness  of  both  possibilities  occurring  in  pa- 
tients with  Marfan’s  syndrome  who  suddenly  com- 
plain of  acute  chest  pain  and  dyspnea  could  prompt 
earlier  correct  diagnosis  and  therapy. 

Summary 

The  first  case  of  recurrent,  simultaneous  bilateral 
pneumothorax  in  a patient  with  Marfan’s  disease  is 
reported.  The  literature  concerning  the  occurrence 
of  pulmonary  abnormalities  in  this  syndrome  is  re- 
viewed, and  the  frequency,  pathogenesis,  and  clinical 
significance  are  discussed. 
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Medical  Meetings 


A clinical  perspective 
on  “Infant  Nutrition: 
a foundation  for  lasting  health?” 

As  part  of  a long-range,  postgraduate  medical  education 
program,  a 3-hour  closed-circuit  symposium,  “Infant  Nu- 
trition: A Foundation  for  Lasting  Health?,”  will  be  tele- 
vised simultaneously  and  live  to  19  major  cities  in  the 
United  States  and  Canada  on  March  23,  1977.  This 
symposium  consists  of  graphically  supported  presentations 
and  90  minutes  of  questions  and  answers  between  the  au- 
dience and  the  panel. 

The  panel  will  be  chaired  by  L.  J.  Filer,  Jr.,  M.D.,  Ph.D., 
Executive  Editor,  professor  of  Pediatrics,  University  of 
Iowa  College  of  Medicine,  and  former  Chairman  of  the 
Committee  on  nutrition,  the  American  Academy  of  Pedi- 
atrics. The  other  members  of  the  distinguished  panel  of 
scientists  and  clinicians  are  Jo  Anne  Brasel,  M.D.,  College 
of  Physicians  and  Surgeons,  Columbia  University;  Charles 
J.  Glueck,  M.D.,  University  of  Cincinnati  College  of 
Medicine;  Malcolm  A.  Holliday,  M.D.,  University  of  Cali- 
fornia School  of  Medicine,  San  Francisco;  George  M.  Owen, 
M.D.,  University  of  New  Mexico  School  of  Medicine; 
Harold  H.  Sandstead,  M.D.,  Human  Nutrition  Laboratory, 
U.S.D.A.,  and  the  University  of  North  Dakota  School  of 
Medicine. 

A professor  will  be  available  at  each  location  to  moderate 
the  program  and  coordinate  the  question-and-answer 
sessions.  The  locations  include  Atlanta,  Boston,  Chicago, 
Cincinnati,  Cleveland,  Detroit,  Houston,  Los  Angeles, 
Minneapolis/St.  Paul,  Montreal  (in  English  and  French), 
New  York,  Philadelphia,  Pittsburgh,  St.  Louis,  San 
Francisco,  Seattle,  Toronto,  Vancouver,  and  Washington, 
D.C. 

This  on-going  medical  project  will  extend  over  a period 
of  2 years.  The  other  components  include  a preprogram 
self-assessment  examination  developed  by  the  editorial 
board  in  conjunction  with  the  National  Board  of  Medical 
Examiners,  which  will  also  do  the  scoring.  The  scores  will 
be  held  in  strictest  confidence,  revealed  only  to  the  par- 
ticipating physician.  A post-program  assessment  will  also 
be  administered  by  the  NBME.  It  will  evaluate  the  ef- 
fectiveness of  the  program  and  will  also  provide  physicians 
with  a measure  of  their  enhanced  level  of  knowledge. 

Based  on  the  live  televised  symposium,  a series  of  films 
and  monographs  will  be  distributed.  The  visiting  faculty 
of  professors,  consisting  of  the  panel  and  city  moderators, 
will  be  made  available  to  moderate  local  seminars;  a series 
of  newsletters,  “Dialogues  in  Infant  Nutrition,”  will  be 
published  to  provide  answers  to  questions  raised  before  and 
during  the  telecast. 

As  an  organization  accredited  for  continuing  medical 
education,  The  University  of  Iowa  College  of  Medicine 
certifies  that  this  continuing  medical  education  offering 
meets  the  criteria  for  34  credit  hours  in  Category  1 of  the 
Physician’s  Recognition  Award  of  the  American  Medical 

Material  for  inclusion  in  the  medical  meetings  section  must  be 
received  eight  weeks  prior  to  publication  date. 

continued  on  page  2236 
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LIBRIUM’ 

(chlordiazepoxide  HCI) 

5 mg, 10  mg,  25  mg  capsules 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  admin- 
istering to  addiction-prone  individuals  or 
those  who  might  increase  dosage;  with- 
drawal symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  first  trimester 
should  almost  always  be  avoided 
because  of  increased  risk  of  con- 
genital malformations  as  suggested 
in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy; 
advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  in- 
creasing gradually  as  needed  and  tolerated. 
Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if 
combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider 
individual  pharmacologic  effects,  particu- 
larly in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reac- 
tions (e.g.,  excitement,  stimulation  and 
acute  rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treatment 
of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiv- 
ing the  drug  and  oral  anticoagulants;  causal 


relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  reversible 
in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at 
the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encoun- 
tered are  isolated  instances  of  skin  erup- 


tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido- 
all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during 
and  after  treatment;  blood  dyscrasias  (in- 
cluding agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  oc- 
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Spontaneous  rupture  of  the  stomach  wall  in  the 

neonate  is  an  unusual,  although  not  rare,  occurrence 
whose  pathogenesis  has  been  variously  ascribed  to 
developmental,  gestational,  or  perinatal  abnor- 
malities, or  to  trauma.  Until  fairly  recently  only 
sporadic  articles  and  case  reports  appeared  in  the 
medical  literature. 

The  true  incidence  of  this  disorder  is  difficult  to 
estimate  for  many  cases  are  not  reported,  and  a 
number  of  infants  who  die  as  a consequence  of  the 
condition  are  not  autopsied.  Denes,  Lukacs,  and 
Leb1  state  that  40  to  65  per  cent  of  cases  occur  in 
prematures  and  that  4 times  as  many  boys  are  af- 
fected as  girls.  These  authors  claim  a 30  per  cent 
survival  rate  with  early  recognition  and  surgery. 
Clark,  Jean-Jacques,  and  Jean2  cite  more  optimistic 
statistics  by  declaring  that  prompt  diagnosis  and 
surgical  repair,  including  gastrostomy,  have  reduced 
the  mortality  rate  of  from  80  to  90  per  cent  to  14  per 
cent. 

Case  reports 

Case  1.  An  infant  boy  was  the  first  of  monozy- 
gotic twins,  single  placenta,  born  by  normal  sponta- 
neous delivery  after  a normal  thirty-eight  weeks’ 
gestation.  He  weighed  2,062  Gm.  His  Apgar  score 
was  10  at  one  minute  and  10  at  five  minutes.  Both 
twins  had  dense  corneal  opacities  of  both  eyes  but  no 
other  obvious  physical  abnormalities  or  defects  at  the 
time  of  birth.  The  infant  appeared  sluggish  and  took 
his  feedings  slowly.  There  was  cyanosis  shortly  after 
birth  that  improved  clinically  with  ambient  oxygen 
of  24  to  32  per  cent.  He  passed  urine  and  meconium 
stools. 

At  about  sixty  hours  of  age  he  began  to  appear 
distressed  with  grunting  shallow  respirations,  dis- 
tended abdomen,  and  mild  icterus.  He  was  inactive 
and  responded  weakly  to  stimuli.  His  rectal  tem- 
perature rose  to  37.8°C.  Laboratory  tests  at  that 
time  revealed  the  following.  Hemoglobin  was  14.1 
Gm.  per  100  ml.,  hematocrit  was  48,  and  white  blood 
cells  were  1,100  with  23  lymphocytes,  1 monocyte,  3 
polymorphonuclear  leukocytes,  20  bands,  1 me- 
tamyelocyte, and  2 myelocytes,  in  50  cells  counted. 


Blood  urea  nitrogen  was  87  mg.  per  100  ml.,  sodium 
was  137  mEq.  per  liter,  and  potassium  was  9.4  mEq. 
per  liter  of  nonhemolyzed  blood.  Bilirubin  was  4.8 
mg.  per  100  ml.  total  and  2.8  mg.  per  100  ml.  indirect. 
Blood  culture  showed  no  growth.  X-ray  studies  re- 
vealed extensive  atelectasis  of  the  left  lung  and 
ground-glass  appearance  in  the  right  lung  (Fig.  1A). 
There  was  free  air  in  the  peritoneal  cavity,  and  an 
airfluid  level  was  apparent  in  the  film  taken  with  the 
baby  in  the  upright  position  (Fig.  IB). 

Treatment  was  started  with  kanamycin  sulphate, 
15  mg.  intramuscularly  and  aqueous  penicillin  G 
150,000  units  intravenously,  both  given  every  twelve 
hours.  A number  5 F rench  polyethylene  nasogastric 
tube  was  passed  initially  but  failed  to  reduce  the 
abdominal  distention.  Laparotomy  was  performed 
at  seventy-two  hours  of  age.  At  surgery  an  extensive 
amount  of  free  air  and  exudate  were  found  in  the 
peritoneal  cavity.  There  was  a recent  perforation  in 
the  midportion  of  the  anterior  wall  of  the  stomach 
that  measured  approximately  0.5  cm.  in  diameter. 
There  were  no  other  intra-abdominal  injuries  or  de- 
fects. The  tear  was  repaired,  the  fluid  in  the  abdo- 
men was  aspirated,  and  a drain  was  left  in  the  peri- 
toneal cavity.  The  infant’s  condition  remained  very 
poor,  and  he  expired  twelve  hours  after  surgery. 
Culture  of  the  abdominal  exudate  grew  Staphylo- 
coccus epidermidis  and  Streptococcus  viridans. 

At  autopsy  the  gross  findings  were  fibrinous  peri- 
tonitis secondary  to  the  perforated  stomach,  gastric 
ischemia,  multiple  foci  of  hepatic  necrosis,  and 
multiple  punctate  hemorrhages  of  the  brain.  The 
lungs  were  atelectatic.  Microscopic  pathology  of  the 
stomach  at  the  site  of  perforation  was  summarized 
as  follows:  The  anterior  gastric  wall  showed  a re- 
markable thinning  out  of  the  muscularis  which  was 
almost  nonexistent  in  some  areas.  The  mucosa, 
submucosa,  and  serosa  were  edematous  and  con- 
gested. In  addition,  there  was  focal  erosion  of  the 
mucosa  covered  by  fibrinous  material.  Venous  sta- 
sis, interstitial  hemorrhage,  and  round-cell  and  leu- 
kocyte infiltration  were  present  in  the  submucosa. 
The  serosa  had  fibroblastic  proliferation  and  infil- 
tration by  plasma  cells,  mononuclear  lymphocytes, 
and  leukocytes. 

The  second  twin  had  an  uneventful  course  in  the 
hospital  nursery  except  for  his  corneal  opacities.  He 
was  discharged  after  an  ophthalmologic  consultant 
advised  intervention  at  a later  time. 

Case  2.  An  infant  boy  was  born  by  normal  spon- 
taneous delivery  after  a normal  thirty-nine  weeks’ 
gestation.  He  weighed  3,570  Gm.  His  Apgar  score 
was  10  at  one  minute  and  10  at  five  minutes.  All 
physical  findings  were  normal.  The  infant  seemed 
well  and  fed  well  until  about  sixty  hours  of  age  when 
his  abdomen  became  distended  and  his  temperature 
rose  to  38.9°C.  His  blood  test  results  showed  21.1 
Gm.  per  100  ml.  hemoglobin,  63.5  hematocrit,  and 
18,800  white  blood  cells  with  34  lymphocytes,  3 mo- 
nocytes, 1 eosinophil,  61  polymorphonuclear  leuko- 
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FIGURE  1.  X-ray  films  of  Case  1.  (A)  Extensive  atelectasis  of  left  lung  and  ground-glass  appearance  in  right  lung.  (B)  Upright 
position  showing  free  air  in  peritoneal  cavity  and  an  air-fluid  level. 

cytes,  and  1 band.  Blood  culture  grew  alpha  hemo- 
lytic streptococcus.  Cerebrospinal  fluid  culture 
produced  no  growth.  Abdominal  x-ray  film  studies 
showed  an  extremely  large  amount  of  free  air  in  the 
abdominal  cavity.  In  the  upright  view  the  hemidi- 
aphragms  were  markedly  elevated.  The  free  in- 
fradiaphragmatic  air  displaced  the  liver,  spleen  and 
intestines  caudally.  There  was  an  air-fluid  level  at 
the  first  lumbar  vertebra  (Fig.  2). 

Treatment  was  initiated  with  gentamicin  10  mg. 
intramuscularly,  and  aqueous  penicillin  G,  100,000 
units  intravenously,  both  given  every  twelve  hours. 

Initial  passage  of  a number  5 French  polyethylene 
nasogastric  tube  did  not  relieve  the  abdominal  dis- 
tention. The  infant  was  transferred  to  a regional 
center  for  high-risk  neonates,  Long  Island  Jewish- 
Hillside  Medical  Center,  where  surgery  was  per- 
formed when  he  was  about  seventy-two  hours  old. 

At  operation,  the  patient  was  found  to  have  a tear  in 
the  greater  curvature  of  the  anterior  wall  of  the 
stomach,  and  there  was  fluid  in  the  peritoneal  cavity. 

The  stomach  defect  was  repaired,  the  peritoneal  fluid 
was  aspirated,  and  a gastrostomy  tube  was  anchored 
in  situ.  The  infant  progressed  well  postoperatively 
and  was  discharged  home  one  month  after  surgery. 

Comment 

The  first  infant  had  a low  birth  weight,  possibly 
because  he  was  a twin  and  shared  a placenta.  He  had 


FIGURE  2.  Case  2.  X-ray  film  in  upright  position  showing 
extensive  pneumoperitoneum  with  elevated  diaphragm  (upper 
arrow),  caudally  displaced  liver,  spleen,  and  intestines,  en 
masse  (lower  arrow),  and  air-fluid  level. 

a period  of  hypoxemia  as  evidenced  by  cyanosis  and 
pulmonary  atelectasis.  His  elevated  blood  urea  ni- 
trogen might  have  resulted  from  kidney  failure 
caused  by  ischemia.  The  elevated  blood  potassium 
level  may  also  have  been  caused  by  renal  insuffi- 
ciency which  can  lead  to  rapid  discharge  of  cellular 
potassium  and  hyperkalemia.3  The  blood  count  is 
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noteworthy.  In  the  presence  of  peritonitis  and 
possible  sepsis,  the  white  blood  cell  count  was  1,100, 
the  hemoglobin  was  14.1  Gm.  per  100  ml.,  and  the 
hematocrit  was  48. 

The  second  infant  was  vigorous  and  active  from 
the  start.  There  was  no  clinical  evidence  of  hypoxia 
as  with  the  first  infant.  His  blood  count,  although 
performed  after  the  appearance  of  fever  and  ab- 
dominal distention,  was  close  to  the  mean  normal 
values  for  neonates.  This  may  have  indicated  the 
absence  of  appreciable  infection,  a fact  that  could 
have  contributed  to  his  survival. 

Most  authors  note  that  neonatal  rupture  of  the 
stomach  was  first  described  by  Siebold  in  1825. 4 A 
long  hiatus  ensued  before  one  of  the  early  attempts 
to  explain  the  etiology  of  this  condition  was  written 
by  Herbut  in  1943.5  He  attributed  the  accident,  in 
most  cases,  to  a congenital  defect  in  the  musculature 
of  the  stomach  wall.  In  other  cases,  he  noted  gastric 
ulcer  as  a predisposing  cause.  Pendergrass  and 
Booth6  postulated  that  the  high  gastric  acidity  in  the 
first  days  of  life,  coupled  with  circumscribed  hem- 
orrhage or  circulatory  disturbances,  and  possibly 
septicemia,  produce  necrosis,  ulceration,  and  rupture. 
Kieswetter7  described  an  “hypophyseal-adrenal  axis 
stress  phenomenon  wherein  the  stress  of  anoxia  may 
trigger  the  adrenal  mechanism  to  produce  gastric 
ischemia  and  autodigestion  of  the  stomach  wall.” 

Inouye  and  Evans8  reviewed  the  literature  on 
neonatal  gastric  perforation  up  to  1964.  They  found 
a total  of  143  cases,  of  which  the  great  majority  oc- 
curred at  or  near  the  greater  curvature  rather  than 
at  the  lesser  curvature.  Among  the  causes  were 
stomach-muscle  deficiency,  gastric  ulcer,  trauma, 
obstruction,  gangrene,  and  intramural  hemorrhage. 

They  noted  that  the  gastric  acidity  of  the  newborn 
reaches  a maximum  level  at  two  to  four  days  of  age 
when  it  approaches  adult  levels  and  then  drops 
sharply,  reaching  a minimum  at  the  end  of  the  second 
week.  Prematures  and  low  birth-weight  babies  tend 
to  secrete  a more  acid  gastric  juice.  Males  have  a 
higher  output  of  acid  than  do  females  during  the  first 
ten  days  of  life.  The  initial  rapid  increase  in  gastric 
acidity  may  aggravate  the  necrotic  progress  of  an 
ischemic  ulcer  and  precipitate  perforation.  This 
event  may  be  enhanced  if  the  ulceration  proceeds  at 
a point  where  the  musculature  is  deficient. 

Denes,  Lukacs,  and  Leb1  wrote  that  absence  of 
gastric  musculature,  circumscribed  circulatory  dis- 
turbances, early  high  gastric  acidity,  and  septicemia 
were  all  factors  contributing  to  gastric  rupture. 
Clark,  Jean-Jacques,  and  Jean2  and  Touloukian9 
were  of  the  opinion  that  perinatal  asphyxia  produces 
anoxia  which,  in  turn,  leads  to  gastric  ischemia  that 
results  in  focal  necrosis  and  rupture.  The  latter 
author  also  noted  that  the  peak  neonatal  rise  in 
gastric  acidity  occurs  at  about  three  to  four  days, 
which  time  coincides  with  the  period  of  most  fre- 
quent gastric  perforation. 

Shaker  et  al.U)  performed  an  interesting  experi- 


ment on  newborn  dogs  in  which  they  instilled  air  by 
stomach  tube  and  observed  that  over  a certain 
pressure  the  stomachs  ruptured.  They  deduced  that 
swallowed  air  trapped  in  the  cardia  of  the  stomach 
could,  in  newborn  human  beings  as  in  newborn  dogs, 
produce  spontaneous  rupture.  Their  experimental 
tears  appeared  twice  as  often  in  the  area  of  the  lesser 
curvature  than  the  greater  curvature.  By  contrast, 
the  majority  of  spontaneous  tears  reported  in  human 
infants  occur  anteriorly  in  the  region  of  the  greater 
curvature.  The  likelihood  of  stomach  distention  by 
air  or  liquid  being  of  itself  the  cause  of  rupture  is  very 
remote.  In  the  presence  of  other  factors  however,  it 
could  be  a triggering  element. 

Summary 

Spontaneous  rupture  of  the  stomach  in  the  neo- 
nate is  an  unusual,  although  not  a rare  occurrence. 
The  incidence  is  preponderantly  among  premature 
and  male  infants.  Survival  is  greatly  enhanced  by 
early  diagnosis  and  early  surgical  repair.  Several 
reasons  for  this  occurrence  have  been  postulated. 
The  probability  is  that  there  is  always  more  than 
one  etiologic  factor. 

Two  cases  of  newborn  boys  are  presented,  each  of 
whom  suffered  spontaneous  rupture  of  the  stomach 
at  about  two  and  one-half  days  of  age  and  repaired 
surgically  about  twelve  hours  after  perforated  viscus 
was  diagnosed  clinically.  The  larger,  more  vigorous 
boy  survived.  The  smaller,  weaker  one  died  post- 
operatively.  Autopsy  revealed  the  cause  of  perfo- 
ration as  an  ischemic,  necrotic  ulcer  at  the  site  of 
thinned-out  musculature. 

The  Jamaica  Hospital 
89th  Avenue  & Van  Wyck  Expressway 
Jamaica,  N.Y.  11418 
(DR.  BLUMBERG) 
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Oliver  Wendell  Holmes,  Jr.,  the  son  of  the  physi- 
cian and  the  autocrat  of  the  breakfast  table,  once 
remarked  that  “To  live  is  to  function;  that  is  all  there 
is  to  living.”  To  a realist  such  as  Justice  Holmes,  life 
entails  functioning  and,  by  implication,  death  is  the 
cessation  of  functioning. 

But  matters  are  not  that  simple.  Medical 
knowledge  and  advancing  techniques  have  been 
doubling  every  ten  years  since  Dr.  Holmes,  the  father, 
coined  the  word  “anaesthesia”  and  young  Holmes, 
from  the  bench,  held  that  an  embryo  was  not  a legal 
person.1  Perhaps  80  per  cent  or  more  of  operations 
being  performed  today  were  not  attempted  before 
World  War  II.  Modern  machines  and  techniques 
permit  the  resuscitation  or  prolongation  of  lives 
which  formerly  would  have  been  lost.  Medically,  the 
situation  is  so  complicated  that  it  is  patently  arbi- 
trary to  try  to  single  out  a precise  moment  of  death 
in  many  cases. 

Moreover,  biologically  speaking,  there  is  no  one 
moment  of  death.2  Brain  cells  may  live  on  for  as  long 
as  fifteen  minutes,  kidneys  for  as  long  as  one  hour, 
muscles  for  hours,  and  hair  and  nails  for  days  after 
the  heart  stops.3  In  his  lectures  on  the  subject, 
Milton  Helpern,  M.D.,  has  told  of  “goose  pimples” 
forming  on  the  body  of  a decapitated  traffic  victim 
whose  body  had  been  thrown  onto  a snowy  street,  and 
of  massaging  a heart  at  autopsy  so  that  briefly  it 
pulsated.4  Further,  it  is  but  a slight  exaggeration  to 
say  that  we  start  dying  almost  from  the  moment  of 
birth,  because  of  the  wear  and  tear  on  vital  organs 
and  the  progression  of  arteriosclerosis.  In  much  the 
same  way  that  the  new  automobile  on  the  showroom 
floor  becomes  a used  car  the  moment  the  buyer  drives 
off  in  it,  so  too  does  the  human  body  become  used 
when  it  starts  functioning. 

Thus,  modern  medical  machines  and  techniques, 
and  biologic  factors,  make  it  difficult,  if  not  impos- 
sible, to  define  death  in  a wholly  satisfactory  way. 
However,  that  should  not  be  disturbing,  for  seman- 


ticists  tell  us  that  there  is  no  true  or  false  definition; 
definitions  are  either  useful  or  not.  It  may  be  useful, 
if  not  too  confusing,  to  have  different  definitions  of 
the  same  referrant  for  different  purposes.  For  ex- 
ample, the  ambiguous  terms  “insanity”  and  “com- 
petence” have  divergent  meanings  in  different  con- 
texts. If  functional,  the  nuances  may  be  justified. 

It  also  has  been  argued  that  the  problem  is  not  so 
much  one  of  a redefinition  of  death  as  it  is  one  of  re- 
fining the  criteria  by  which  it  is  adjudged  that  death 
in  fact  has  occurred.5  The  American  Medical  As- 
sociation, at  its  Anaheim,  California,  meeting  in  1973, 
reaffirmed  its  opposition  to  any  “inflexible”  statutory 
definition  of  death.6  It  also  has  been  suggested  that 
instead  of  multiple  definitions  of  death  there  should 
be  a “supplementary  standard”  for  determining 
death  in  transplant  cases.6  In  a sense  this  is  quib- 
bling. There  is  no  need  for  debate  if  one  views  def- 
initions from  a utilitarian  point  of  view. 

In  other  words,  there  is  no  logical  bar  that  pre- 
cludes differing  definitions  of  death  or  flexibility  in 
definition  according  to  the  purpose  to  be  served.  A 
familiar  example,  with  reference  to  the  time  of  death, 
is  the  statutory  presumption  created  by  so-called 
simultaneous  death  acts  that  parties  involved  in  a 
fatal  accident  died  at  the  same  time.7  Thus,  it  is  not 
illogical,  albeit  possibly  confusing,  to  have  one  defi- 
nition of  death  governing  autopsies  and  another 
definition  of  death  controlling  the  use  of  vital  organs 
for  transplantation  purposes.  However,  if  an  eso- 
teric definition  is  made  by  statute,  it  is  obviously 
desirable  to  limit  its  scope  to  the  special  function  it 
serves. 

The  need  for  a statutory  definition  of  death  is  il- 
lustrated by  an  actual  incident  that  occurred  in  the 
seminar  on  law  and  medicine  at  New  York  University 
during  the  fall  of  197 1 . At  the  session  on  medical  and 
legal  problems  involved  in  organ  transplantation,  an 
unannounced  guest  in  a white  jacket  entered  the 
room  and  took  a seat.  During  the  discussion  period 
he  spoke  up,  identifying  himself  as  a surgeon  who  was 
a member  of  a transplant  team  at  a local  hospital. 
He  informed  us  that  he  had  just  come  from  a patient 
with  a diseased  lung  and  kidney  who  had  been  given 
immunosuppressive  therapy  in  preparation  for  the 
reception  of  a new  lung  and  kidney.  It  became  im- 
possible to  use  the  organs  of  the  anticipated  donor, 
and  a frantic  search  was  made  for  a suitable  substi- 
tute. The  only  satisfactory  prospective  donor  in  the 
New  York  area  was  a police  officer  who  had  been  shot 
in  the  head  during  a robbery  and  who  had  suffered 
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irreversible  brain  damage.  The  police  officer’s  lungs 
and  kidneys  were  healthy  and  suitable  for  the  pa- 
tient, and  his  next  of  kin  consented  to  donate  the 
needed  organs.  The  police  officer’s  heartbeat  and 
circulation  were  being  maintained  by  machines.  The 
man  who  had  shot  the  officer  was  in  police  custo- 
dy- 

In  the  preceding  example,  many  legal  conse- 
quences depended  on  the  definition  of  death  and  its 
application  to  the  facts  of  the  case.8  If  death  is  de- 
fined in  terms  of  cessation  of  circulation  and  respi- 
ration, or  when  the  heart  stops  beating,  the  law  per- 
taining to  autopsies  and  the  criminal  law  will  not  be 
interfered  with  or  affected.  However,  due  to  the 
immunosuppressive  therapy  already  given  to  the 
patient,  the  officer’s  organs  would  not  be  available 
until  too  late,  and  presumably  the  patient  would  die 
unless,  fortuitously,  another  satisfactory  donor 
showed  up  at  the  last  moment.  If  death  is  defined 
in  terms  of  irreversible  brain  damage,  the  trans- 
plantation procedure  could  be  undertaken,  there 
would  be  no  interference  with  an  autopsy  or  criminal 
prosecution  for  homicide,  and  the  transplant  team 
would  be  immune  from  civil  and  criminal  liability. 

The  uncertainty  of  current  law  is  illustrated  by  the 
case  of  Tucker  v.  Lower ,9  which  was  heard  in  Rich- 
mond, Virginia,  in  1972.  In  1968,  one  Bruce  Tucker 
was  admitted  to  the  hospital  after  a fall  that  had 
caused  severe  head  injuries,  including  a large  basilar 
skull  fracture,  a subdural  hematoma,  and  a brain- 
stem contusion.  Following  a craniotomy  and  the 
drilling  of  a burr  hole  in  an  attempt  to  repair  the 
condition,  Tucker  was  placed  on  a respirator.  Fif- 
teen minutes  later  the  attending  physician  noted  that 
the  prognosis  for  recovery  was  zero  and  that  death 
was  imminent.  A neurologist  was  called  to  take  an 
electroencephalogram,  which,  on  a recording  of 
twenty-five  minutes’  duration,  remained  flat.  The 
neurologist  found  no  evidence  of  brain  viability  and 
no  evidence  of  cortical  activity,  and  expressed  his 
opinion  that  Tucker  was  neurologically  dead,  despite 
his  beating  heart  and  relatively  normal  temperature, 
pulse,  and  blood  pressure.  Some  three  hours  later, 
the  respirator  was  turned  off  and  Tucker  within  five 
minutes  was  pronounced  dead,  after  he  failed  to 
breathe  spontaneously.  The  respirator  was  recon- 
nected to  ensure  adequate  oxygenation  of  his  vital 
organs,  and  then  his  heart  and  both  kidneys  were 
removed. 

Tucker’s  brother  sued  the  physicians  and  the 
Medical  College  of  Virginia’s  transplant  team  for  $1 
million,  alleging  wrongful  death  and  charging  that 
his  brother  had  improperly  been  pronounced  dead 
before  he  actually  died. 10  The  trial  court  denied  the 
defendants’  motion  for  a summary  judgment  in  their 
favor  and  allowed  the  case  to  go  to  the  jury.11  In  his 
instructions  to  the  jury,  the  judge  permitted  the  jury 
to  consider  and  select  between  various  definitions  of 
death,  and  the  jury  accepted  the  concept  of  “brain 
death,”  in  part  because  of  the  testimony  of  several 


eminent  transplant  surgeons  and  neurosurgeons.12 
As  a result,  the  defendants  were  held  not  liable  and 
the  case  was  dismissed.  The  Tucker  case,  although 
not  printed  in  the  official  reports,  is  an  important 
precedent,  although  other  states  are  free  to  adhere 
to  the  traditional  legal  and  medical  definition  of 
death.  However,  caution  is  indicated  in  that  the 
court  instead  of  instructing  the  jury  in  terms  of  brain 
death  permitted  it  to  choose  between  alternatives, 
thus  “passing  the  buck”  and  leaving  the  result  in 
individual  cases  to  the  uncertainties  of  jury  deter- 
minations. Finally,  the  Tucker  case  may  be  narrowly 
limited  to  its  particular  facts;  for  example,  it  may  not 
be  extended  to  the  situation  in  which  a person  has 
suffered  irreversible  brain  death  but  is  able  to 
maintain  respiration  and  circulation  without  im- 
mediate resort  to  machines. 

In  the  discussion  that  follows  there  will  be  an  ex- 
amination of  the  traditional  definitions  of  death  and 
the  emerging  definition  in  terms  of  irreversible  brain 
damage.  An  attempt  will  be  made  to  weigh  and 
balance  the  policy  considerations,  and  reasons  will 
be  given  for  a justification  of  a special  and  functional 
definition  of  death.  Finally,  the  Kansas  “double- 
standard” statute13  will  be  discussed  since  it  was  the 
first  legislative  attempt  to  meet  the  needs  of  modern 
transplant  procedures,  although  Maryland,  in  1972, 
and  Virginia,  in  1973,  adopted  similar  statutes.14 

Traditional  definitions  of  death 

For  many  centuries,  the  heart  was  regarded  as  the 
primary  organ  and,  by  religion  and  superstition,  as 
the  seat  of  the  soul.15  Accordingly,  the  orthodox 
legal  definition  of  death  refers  to  the  stoppage  of  the 
heart.16  There  is  decisional  authority  to  the  effect 
that,  legally  speaking,  death  occurs  at  the  precise 
moment  when  respiration  and  the  circulation  of  the 
blood  permanently  cease.17 

Traditionally,  the  medical  definition  of  death  also 
referred  to  cessation  of  respiration  and  circulation,18 
although,  more  recently,  a third  factor  has  been 
added,  namely,  cessation  of  brain  functioning.19 
Today,  the  medical  profession  is  in  disagreement  as 
to  whether  the  most  appropriate  definition  should 
be  in  terms  of  cessation  of  brain  functioning  alone  or 
whether  the  traditional  definition  should  be  adhered 
to;  today,  modern  techniques  and  machines  make  it 
possible  to  maintain  circulation  and  respiration  after 
a person’s  brain  is  in  a coma  depasse  or  a vegetative 
state.20 

There  appears  to  be  a growing  consensus,  however, 
that  although  the  standard  of  clinical  death  (lack  of 
heartbeat  and  respiration)  may  remain  satisfactory 
for  ordinary  cases,  there  should  be  an  emphasis  on 
the  interrelationship  between  respiration,  heartbeat, 
and  brain  activity;  the  nonfunction  of  any  one  of 
these  vital  centers,  if  left  alone,  leads  to  dysfunction 
of  the  other  two.  The  factor  of  brain  activity  is  a 
recently  added  one,  made  in  response  to  modern 
medical  techniques  and  to  the  exigencies  of  trans- 
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plantation  procedures. 

However,  there  have  been  strong  objections  to 
defining  death  in  terms  of  brain  death  or  in  making 
that  factor  dominant.  Philosophers  and  theologians 
at  a meeting  in  Chicago  in  1971  condemned  the 
“brain-death”  definition  as  "a  crass  expediency,” 
hastily  devised  by  surgeons,  and  as  unnecessary  and 
immoral.21  Henry  K.  Beecher,  M.D.,  who  had  been 
a member  of  the  Harvard  Medical  School’s  ad  hoc 
committee,  disagreed  with  such  criticism  and  called 
for  a modern  and  functional  definition  of  death,  al- 
though he  conceded  that  many  definitions  of  death 
were  possible.  He  admitted  that  “At  whatever  level 
we  choose  to  call  death,  it  is  an  arbitrary  decision,” 
the  quoted  Sir  Peter  Medawar’s  conclusion  “That 
man  is  truly  dead  who  cannot  rise  up  and  litigate.” 
If  one  accepts  the  technologic  accuracy  of  the 
brain-death  criterion,  he  said,  then  acceptance  of  that 
arbitrary  point  of  death  is  a matter  of  “belief  that  the 
individual’s  personality,  his  conscious  life,  his 
uniqueness,  his  capacity  for  remembering,  judging, 
reasoning,  acting,  enjoying,  worrying,  and  so  on,  all 
reside  in  the  brain,  and  that  when  the  brain  no  longer 
functions  the  individual  is  dead.”  21 

The  critics  of  the  brain-death  criterion  of  the  test 
of  death  understandably  are  afraid  that  organ 
transplants  may  take  place  prematurely  and  that 
human  beings  may  be  used  as  guinea  pigs.  There 
have  been  a few  isolated  instances  of  over-hasty 
organ  transplants.22  The  human  experimentation 
conducted  by  Nazi  Germany  understandably  raises 
fear  and  repugnance.23  However,  there  are  other 
ways  to  guard  against  such  dangers.  All  the  various 
committees  and  individuals  who  have  studied  the 
ethical  aspect  of  the  problem  agree  that  the  possi- 
bility of  any  conflict  of  interest  must  be  avoided  and 
that  the  transplant  team  must  be  composed  of  other 
personnel  than  the  physician  treating  the  donor.24 
Such  a division  of  medical  labor  may  be  a far  more 
effective  check  against  abuse  or  hasty  action  than  any 
definition  of  death  or  arbitrary  statement  of  when  it 
occurs. 

The  medical  profession  and  its  associations  have 
sufficient  built-in  internal  checks  and  balances  to 
safeguard  the  public  interest,  and  professional 
commitment  to  the  Hippocratic  oath  is  an  assurance. 
In  this  connection,  it  is  worthy  of  note  that  the  Uni- 
form Anatomical  Gift  Act,  presently  enacted  in  all 
states  but  Massachusetts,  leaves  the  time  of  death  to 
the  judgment  of  the  attending  physician,  although 
he  is  disqualified  from  participating  in  the  removal 
of  the  transplant  itself.25  This  position  constitutes 
a vote  of  confidence  in  the  integrity  of  the  medical 
profession. 

Obviously,  exactly  when  a patient  is  beyond  hope 
of  recovery  must  be  a medical  determination,  al- 
though a semantic  argument  may  remain  as  to  what 
should  be  the  legal  definition  of  death.  Whatever 
this  definition,  competent  medical  judgment  is  nec- 
essary to  diagnose  just  when  it  occurs;  a logical  dis- 


tinction may  be  made  between  setting  criteria  and 
defining  the  point  at  which  death  may  be  said  to 
occur  and  the  method  or  test  used  in  determining 
whether  or  not  a particular  patient  has  reached  that 
point.  The  diagnosis  of  death  is  clearly  a medical 
judgment.  Moreover,  the  definition  of  death  should 
reflect  current  medical  practices;  it  should  be  func- 
tional, and  it  should  be  flexible  enough  to  encompass 
medical  advances.  Assuming  that  both  this  dis- 
tinction and  the  preceding  premise  regarding  defi- 
nition are  acceptable,  we  next  turn  to  tests  or  to  the 
manner  of  proving  that  irreversible  brain  damage  has 
occurred. 

Proof  of  irreversible  brain  damage 

Undoubtedly  the  most  highly  publicized  test  or  set 
of  criteria  for  the  determination  of  when  death  takes 
place  is  that  of  the  ad  hoc  committee  of  the  Harvard 
Medical  School.26  That  committee  undertook  to 
establish  irreversible  coma  as  constituting  death  and 
to  define  a permanently  nonfunctioning  brain.  Four 
requirements  were  proposed  by  the  committee:  (1 ) 
nonreceptivity  and  unresponsiveness  to  externally 
applied  stimuli  and  inner  need,  (2)  no  movement  or 
spontaneous  breathing,  (3)  no  reflexes,  and  (4)  a flat 
electroencephalograph  reading.  All  four  checks  were 
to  be  repeated  at  least  twenty-four  hours  later  if  no 
change  was  first  indicated.  It  also  was  agreed  that 
only  a physician  could  make  the  decision  that  an  ir- 
reversible coma  had  occurred,  and  that  there  should 
be  consultation  whenever  possible.  Members  of  the 
ad  hoc  committee  included  representatives  from  the 
Harvard  Medical  School,  School  of  Public  Health, 
Divinity  School,  the  Graduate  School,  and  the  Law 
School. 

There  has  been  some  misunderstanding  regarding 
the  criteria  proposed  by  the  ad  hoc  committee.27  It 
was  not  intended  to  cover  the  obvious  situation  in 
which  a person  had  been  decapitated  or  has  had  his 
brain  transected.  Instead,  it  was  designed  to  cover 
the  case  in  which  the  patient  is  in  a coma  and  when 
respiration  or  circulation,  or  both,  are  being  main- 
tained by  medical  techniques  or  machines.  The 
criteria  are  for  determining  an  irreversible  coma,  or, 
in  lay  terms,  when  a person  has  become  vegetative. 

The  major  criticism  of  the  Harvard  ad  hoc  com- 
mittee’s report  has  centered  around  the  twenty- 
four-hour-later  recheck  of  criteria  which  is  viewed  by 
some  as  too  long  a delay,  the  result  being  that  fewer 
organs  will  be  available  for  transplant  purposes.  In 
other  words,  it  has  been  said  that  the  Harvard  pro- 
posal is  not  functional  because  with  a twenty-four- 
hour  delay  the  viability  of  organs  suffers,  once  brain 
damage  has  occurred.27  At  the  other  extreme,  the 
French  Academy  of  Medicine  earlier  had  proposed 
that  a person  be  considered  dead  only  when  his 
electroencephalograph  reflected  no  brain  activity  for 
forty-eight  hours.28 

The  American  Electroencephalographic  Society 
in  July,  1967,  received  a committee  report  with  ref- 
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erence  to  the  isoelectric  or  flat  electroencephalogram 
reading  as  one  indicator  of  cerebral  death.29  It  was 
concluded  that  (1)  neither  the  clinical  characteristics 
of  coma  depasse  (extreme  coma)  alone  nor  electro- 
cerebral silence,  by  itself,  was  a sure  indicator  of  ce- 
rebral death,  but  that  together  they  furnished  strong 
presumptive  evidence  that  such  was  the  case,  pro- 
vided that  depressant  drugs  in  anesthetic  levels  as  a 
cause  are  eliminated,  and  that  (2)  the  question  of 
duration,  or  how  long  the  comatose  state  must  be 
present  before  irreversibility  could  be  assumed,  was 
still  an  undecided  matter.  The  committee  felt  that 
time  requirements  may  differ  according  to  the  cause 
of  the  coma.  Some  members  favored  a twenty- 
four-hour  period,  others  a six-hour-later  recheck,  and 
some  a forty-eight-hour  period.  All  agreed  that 
certain  minimal  requirements  as  to  techniques  were 
necessary  in  using  the  electroencephalograph. 

A survey  of  1,650  patients  by  the  American  Elec- 
troencephalographic  Society  committee  showed  that 
by  using  the  twenty-four-hour  recheck,  only  3 pa- 
tients later  recovered  cerebral  function.  All  3 were 
in  a coma  due  to  an  overdose  of  central  nervous- 
system  depressant  drugs.  The  survey  concluded  that 
an  electroencephalograph  of  electrocerebral  silence, 
properly  recorded,  together  with  a neurologic  picture 
of  totally  unresponsive  coma,  usually  absent  reflexes, 
and  always  absent  spontaneous  respiration,  is  strong 
presumptive  evidence  of  total  brain  death.  Such 
presumption  may  be  overcome,  however,  by  proof 
that  the  patient  had  taken  an  overdose  of  a depres- 
sant drug — in  modern  society  a real  possibility — or 
the  theoretic  but  rare  situation  of  hibernation.  The 
survey  and  report  did  not  decide  how  long  the  coma 
and  checks  should  continue  before  it  may  be  assumed 
that  all  possibility  of  resuscitation  is  over,  but  rec- 
ommended the  conservative  period  of  twenty-four 
hours  between  the  first  test  and  the  repeat  test  until 
further  research  could  determine  if  a shorter  period 
was  appropriate. 

One  neurosurgeon  advocates  leaving  it  to  medical 
judgment  to  determine  the  length  of  time  a coma 
must  exist  before  brain  death  is  declared.30  Taking 
into  account  the  needs  for  transplantation,  he  rec- 
ommends extreme  caution  to  insure  that  a potential 
donor  is  not  sedated  or  anoxic;  that  loss  of  spinal 
reflexes  not  be  included  as  part  of  brain-death  cri- 
teria; that  flexibility  be  allowed  as  to  the  length  of 
time  a patient  must  be  observed  before  brain  death 
is  established;  that  cerebral  arteriography  be  used 
where  long  observation  is  impracticable;  that  the 
urgencies  of  transplantation  not  be  allowed  to  in- 
terfere with  the  medical  duty  to  the  donor;  and  that 
nursing  morale  be  maintained  by  frequent  discus- 
sions of  the  concept  of  brain  death  and  the  values  of 
transplantation. 

In  more  general  terms,  in  August,  1968,  the 
Twenty-Second  World  Medical  Assembly,  which  met 
at  Sydney,  Australia,  unanimously  passed  The 
Declaration  of  Sydney.31  The  declaration  stated 
that  the  determination  of  the  time  of  death  was  the 


legal  responsibility  of  the  physician  and  should  re- 
main so,  but  that  if  transplantation  was  involved,  2 
or  more  physicians  should  determine  the  moment  of 
death.  The  assembly  was  aware  of  the  needs  for 
transplantation  and  stressed  that  death  was  a grad- 
ual process  at  the  cellular  level,  that  certainty  that 
the  process  of  death  was  irreversible  was  the  primary 
consideration,  and  that  such  conclusion  might  re- 
quire the  use  of  diagnostic  aids  such  as  the  electro- 
encephalograph. 

The  1968  meeting  of  the  Council  for  International 
Organization  of  Medical  Sciences,  which  met  in  Ge- 
neva under  the  auspices  of  the  World  Health  Orga- 
nization, was  more  specific;  it  recommended  that 
total  and  irreversible  cessation  of  brain  function  be 
the  accepted  definition  of  death.32  The  council 
proposed  five  criteria  for  determining  death:  (1)  loss 
of  all  response  to  the  environment;  (2)  complete 
disappearance  of  reflexes  and  muscle  tone;  (3)  stop- 
ping of  spontaneous  respiration;  (4)  an  abrupt  fall  in 
arterial  blood  pressure;  and  (5)  an  absolutely  flat 
(isoelectric)  electroencephalographic  tracing.  The 
first  four  criteria  were  viewed  as  subjective,  de- 
pending on  the  physician’s  interpretation;  the  fifth 
was  regarded  as  objective  and  absolute,  since  it  was 
made  by  a machine. 

Still  another  attempt  to  establish  acceptable  cri- 
teria for  determining  the  time  of  death  was  made  by 
an  ad  hoc  committee  on  human  tissue  transplanta- 
tion in  Pittsburgh,  September,  1968.33  That  com- 
mittee proposed  six  criteria:  (1)  lack  of  respon- 

siveness to  internal  and  external  environment;  (2) 
absence  of  spontaneous  breathing  movements  for 
three  minutes,  in  absence  of  hypocarbia  and  while 
breathing  room  air;  (3)  no  muscular  movements  with 
generalized  flaccidity  and  no  evidence  of  postural 
activity  or  shivering;  (4)  lack  of  reflexes  and  re- 
sponses (broken  into  ten  separate  categories);  (5) 
falling  arterial  pressure  without  support  by  drugs  or 
other  means;  and  (6)  isoelectric  electroencephalo- 
gram, with  details  for  recording  this  important  test. 
The  Pittsburgh  committee  recommended  that  lack 
of  the  six  responses  be  present  for  at  least  two  hours 
and  that  death  should  be  certified  by  at  least  two 
physicians,  excluding  any  physician  treating  a pro- 
spective organ  recipient.  The  Declaration  of  Syd- 
ney31 was  incorporated  by  name,  consideration  was 
given  to  the  Harvard  ad  hoc  committee  report26  and 
other  individual  suggestions,  and  the  Pittsburgh 
group  produced  the  most  detailed  and  comprehen- 
sive report  on  the  subject.33 

The  different  tests  or  sets  of  criteria  set  forth  in  the 
preceding  all  share  in  common  an  urgency  to  estab- 
lish factors  that  will  serve  current  medical  needs  and 
advances,  at  the  same  time  allaying  any  misgivings 
concerning  “organ  snatching.”  The  various  groups 
and  individuals  recognized  that  brain  death,  or  an 
emphasis  on  cessation  of  cerebral  functioning  along 
with  other  subordinate  criteria,  was  a functional  and 
desirable  criterion.  There  is  disagreement,  however, 
as  to  the  need  and  time  for  repeating  an  electroen- 
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cephalogram,  although  there  appears  to  be  a con- 
sensus that  a flat  electroencephalogram  reading  is  the 
most  significant  criterion.  Although  others  may 
disagree,  it  is  clear  that  the  medical  profession  is 
rapidly  reaching  a consensus  for  brain  death  as  the 
definition  of  death,  although  argument  remains  as 
to  how  the  cessation  of  cerebral  functioning  should 
be  established.  A consensus  should  be  achieved 
because  if  the  brain  ceases  to  function,  the  heart  can 
no  longer  beat  spontaneously  and  respiration  inevi- 
tably stops  unless  artificial  means  are  employed. 

Social  acceptance  of  concept  of  brain  death 

Religious  leaders  generally  agree  that  the  concept 
of  brain  death  is  acceptable.  Pope  Pius  XII  stated 
that  human  life  continues  for  as  long  as  the  vital 
functions  are  carried  on  spontaneously  without  the 
assistance  of  artificial  means.34  He  was  asked  in 
1957  at  what  point  a physician  could  cease  artificial 
respiration  to  a patient  in  coma.  The  Pope  replied 
that  the  respirator  and  other  systems  for  aiding  cir- 
culation were  extraordinary  measures  for  prolonging 
life  and  that  physicians  were  not  obligated  to  give 
extraordinary  treatment  during  an  “attempt  at 
reanimation  . . . the  family  may  insist  that  the  phy- 
sician interrupt  his  efforts  and  the  doctor  can  obey 
. . . even  when  it  involves  the  stopping  of  the  circu- 
lation of  the  blood.”  34 

Although  in  the  past  the  Judeo-Christian  tradition 
may  have  viewed  death  as  the  wages  of  sin,  only  a few 
fundamentalists  still  adhere  to  that  tradition.  Re- 
ligious doctrine  that  a person  is  the  custodian, 
trustee,  or  steward  of  his  body  and  its  parts,  rather 
than  the  owner  thereof,  and  hence  he  has  no  freedom 
of  disposition  in  that  regard,  was  expressed  before 
modern  transplantation  techniques  and  procedures 
and  may  not  apply  to  that  phenomenon. 

Rabbi  Immanuel  Jakobivits,  an  authority  on 
Jewish  ethics,  has  written  that  Jewish  law  permits, 
and  sometimes  even  requires,  the  withdrawal  of  any 
medication  or  efforts  which  delay  death  for  a person 
suffering  from  an  incurable  disease.35 

Perhaps  the  Protestant  viewpoint  has  best  been 
expressed  by  Bishop  Otto  Nall  writing  in  the  Chris- 
tian Advocate,  an  official  publication  of  the  United 
Methodist  Church,  when  he  said: 

In  sharing  our  time  and  talent  and  energies  with  oth- 
ers, we  are  really  chipping  off  parts  of  our  souls,  and 
they  become  larger,  richer  souls  in  the  process.  There- 
fore, the  person  who  donates  a lung,  kidney,  or  his 
heart  is  not  losing  his  soul,  but  sharing  and  serving, 
which  is  a reasonable  and  religious  expectation  of  all  of 
us.36 

To  date,  religious  leaders  in  America  have  not 
voiced  any  objection  to  the  concept  of  brain  death. 
However,  the  low  survival  rate  of  heart-transplant 
patients  and  the  psychiatric  damage  such  procedure 
may  occasion,37  plus  the  prima-donna  attitudes  of 
some  heart  surgeons,38  may  engender  a backlash  in 
religious  and  public  opinion;  moreover,  such  could 


be  reflected  in  law.  The  initial  enthusiasm  over 
heart  transplants,  which  for  newspaper  coverage  ri- 
valed space  exploration,  has  somewhat  abated  since 
a January,  1968,  Gallup  poll  showed  that  7 out  of  10 
Americans  would  be  willing  to  have  their  vital  organs, 
on  death,  donated  to  medical  science.  Second 
thoughts  within  the  medical  profession  itself  have 
dampened  the  one-upmanship  aura  that  surrounded 
the  initial  efforts  at  heart  transplants.  Conservative 
medical  opinion  will  continue  to  reject  operations 
such  as  heart  transplants  until  the  problem,  of  im- 
munologic incompatibility  of  tissues  has  been  re- 
solved. As  early  as  1968,  Nobel  Prize  winner  Werner 
Forssman,  M.D.,  at  a meeting  in  Paris,  called  for  a 
halt  to  what  he  termed  “criminal  heart-transplant 
operations.”39  In  short,  a distinction  has  been  and 
is  being  made  between  established  procedures,  such 
as  kidney  transplants,  and  those  that  remain  exper- 
imental; medical  views  on  the  subject  inevitably  will 
affect  public  opinion. 

As  previously  mentioned,  the  first  legislative  re- 
sponse to  brain  death  and  transplantation  proce- 
dures was  the  promulgation  of  the  Uniform  Ana- 
tomical Gift  Act  which  has  been  adopted  in  some 
form  in  all  states  except  Massachusetts.  The  Uni- 
form Act  avoided  definitional  problems  by  not  de- 
fining death  and  instead  leaves  it  for  the  individual 
physician’s  determination.40  In  1970,  the  state  of 
Kansas  met  the  problem  head  on  and  produced  the 
first  statutory  definition  of  death  in  the  common-law 
world;41  the  draftsmen  adopted  two  separate  and 
alternative  criteria  for  determining  death.  Decision, 
on  either  basis,  is  entrusted  to  the  physician  at  the 
scene  of  death.  The  first  definition  is  in  the  classic 
tradition  and  requires  “an  absence  of  spontaneous 
respiration  and  cardiac  function”  and  a hopelessness 
of  attempts  at  resuscitation.  Death  occurs  when 
there  is  a cessation  of  respiration  and  cardiac  func- 
tion. 

The  second  or  alternative  definition  is  in  terms  of 
brain  death.  A person  is  regarded  as  legally  dead  if 
there  is  “an  absence  of  spontaneous  brain  function, 
and  if  based  upon  ordinary  standards  of  medical 
practice  during  reasonable  attempts  to  either 
maintain  or  restore  spontaneous  circulatory  or  re- 
spiratory function  in  the  absence  of  aforesaid  brain 
function,  it  appears  that  further  attempts  at  resus- 
citation or  supportive  maintenance  will  not  succeed, 
death  will  have  occurred  at  the  time  when  these 
conditions  first  coincide.” 

To  make  the  matter  explicit,  the  Kansas  statute 
specifically  provides  that  “Death  is  to  be  pronounced 
before  artificial  means  of  supporting  respiratory  and 
circulatory  functions  are  terminated  and  before  any 
vital  organ  is  removed  for  purposes  of  transplanta- 
tion.” This  provision  reflects  the  recommendation 
of  the  Harvard  ad  hoc  committee,26  which  was  re- 
garded as  radical  by  some  at  the  time  it  was  ad- 
vanced. It  is  designed  to  be  functional,  to  remove 
legal  obstacles  to  transplant  operations,  and  to  pro- 
vide protection  for  physicians  against  civil  or  criminal 
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liability.  It  will  preclude  the  accusation  that  the 
attending  physician  was  the  proximate  and  last  cause 
of  death  when  he  turned  off  the  machine.42  In  the 
case  of  the  fatally  wounded  police  officer,  mentioned 
previously,  it  would  bar  the  defense  from  claiming 
that  the  defendant  merely  wounded  the  officer,  and 
that  the  physician,  in  taking  his  lung  and  kidney, 
killed  him;  therefore,  the  defendant  could  not  be 
guilty  of  murder. 

The  Kansas  statute,13  it  should  be  noted,  does  not 
require  that  two  physicians  pronounce  death  as  the 
World  Health  Organization  group  recommended.32 
No  attempt  is  made  to  spell  out  clinical  details  or  to 
resolve  medical  disputes  as  to  the  manner  of  testing 
brain  death.  Instead,  reference  is  made  to  “ordinary 
standards  of  medical  practice,”  and  the  language  is 
broad  enough  to  encompass  future  medical  ad- 
vances. 

The  Kansas  statute,13  or  a slightly  modified  ver- 
sion, merits  serious  consideration.  It  does  not  con- 
flict with  the  Uniform  Anatomical  Gift  Act,  but 
merely  attempts  to  supply  definitions  of  death  that 
the  Uniform  Act  deliberately  omitted.  The  Kansas 
statute  covers  both  the  ordinary  situation  and  the 
special  case  involving  transplantation  procedures.  It 
is  not  so  esoteric  as  to  raise  constitutional  objections 
on  due  process,  equal  protection,  or  other  grounds, 
and  the  definition  is  given  for  a legitimate  legislative 
purpose.  However,  the  Kansas  statute  is  not  a 
panacea  for  all  the  problems  incident  to  brain  death 
and  transplantation.  Many  serious  and  difficult 
problems  remain. 

Most  important,  although  the  Kansas  statute 
makes  the  time  of  death  a medical  decision  and  also 
provides  guidelines,  it  does  not  make  the  judgment 
of  the  attending  physician  final  and  conclusive.  If 
there  is  an  abuse  of  discretion,  the  medical  decision 
of  the  physician  may  be  overruled  by  a court.  This 
may  be  acceptable  because  in  our  society  courts  have 
the  last  word  regarding  any  abuse  of  authority, 
whatever  that  authority  may  be.  This  political 
phenomenon  is  called  “judicial  supremacy,”  and  with 
few  exceptions  it  makes  all  of  us,  including  govern- 
ment officials,  subject  to  the  law  of  the  land.43  As  a 
practical  matter,  however,  courts  ordinarily  will  ac- 
cept the  medical  judgment  unless  other  medical 
witnesses  establish  that  there  was  a clear  abuse  of 
discretion. 

It  also  should  be  noted  that  the  Kansas  statute 
does  not  purport  to  deal  with  the  problem  of  legal 
authority  to  donate  organs,  either  by  the  donor  or  his 
next  of  kin;  at  most,  the  Kansas  statute  merely  sup- 
plements the  Uniform  Anatomical  Gift  Act,  and  the 
latter  is  necessary  to  clarify  the  legality  of  organ 
donations  due  to  the  uncertainty  of  the  common  law 
and  older  statutes.44 

There  also  remains  some  area  of  potential  conflict 
with  the  needs  of  criminal  justice  and  civil  litigation. 
In  some  cases  it  may  be  necessary  to  block  or  enjoin 
transplant  procedures  until  the  needs  of  legal  evi- 


dence and  proof  have  been  met.  For  example, 
counsel  or  the  district  attorney  may  need  to  take 
pictures  of  the  body  or  a wound  before  an  organ 
transplant  is  undertaken.  Such  may  be  essential  to 
establish  whether  a particular  injury  was  accidental 
or  criminally  induced.  In  many,  if  not  most  situa- 
tions, however,  the  Kansas  statute  should  be  ex- 
ceedingly helpful. 

Conclusion 

The  adaptation  and  improvisation  of  law  to  meet 
the  changing  social,  and  medical,  needs  of  our  times 
is  always  a difficult  task,  and  this  is  especially  so  until 
there  is  a clear  consensus  demanding  change.  The 
classic  definition  of  death  as  “the  apparent  extinction 
of  life,  as  manifested  by  the  absence  of  heart  beat  and 
respiration,”  was  formulated  by  the  medical  profes- 
sion and  was  accepted  as  the  legal  definition  as  well. 
When  the  medical  profession  reaches  substantial 
agreement  as  to  a new  appropriate  definition  in  terms 
of  cerebral  death,  probably  legislatures  and  courts 
will  go  along;  however,  in  the  absence  of  a medical 
consensus,  there  will  be  confusion  and  uncertainty 
unless  a statute  such  as  that  of  Kansas  is  adopted  by 
the  legislature.  In  short,  if  medical  associations  and 
societies  reach  an  agreement  that  death  should  be 
defined  in  terms  of  the  cessation  of  cerebral  func- 
tioning, there  should  be  a favorable  legislative  and 
judicial  response.45 

There  is  already  a substantial  opinion  that  regards 
the  classic  definition  of  death  as  obsolete  and  harmful 
in  that  it  unnecessarily  and  undesirably  inhibits 
transplant  operations.46  Medicine,  and  law,  have 
come  a long  way  since  Claude  Beck,  M.D.,  startled 
the  medical  profession  by  demonstrating  that  many 
hearts  could  be  brought  back  to  life.47  It  is  clear  that 
for  cardiac  resuscitation  the  restoration  of  the  oxygen 
transit  line  to  the  brain  is  the  most  important  factor 
due  to  the  four-minute-period  phenomenon. 
Emergency  teams  at  metropolitan  hospitals  now 
revive  a substantial  number  of  emergency  patients 
each  month,  and  we  are  told  that  as  many  as  15  out 
of  100  who  would  have  been  pronounced  dead  a few 
years  ago  “return  to  life”  and  go  home. 

Although  probably  there  will  be  continuing  criti- 
cism of  medical  experimentation  and  conservative 
insistence  on  retention  of  the  classic  definition  of 
death,48  there  is  widespread  public  support  for  both 
transplantation  procedures  and  a definition  of  death 
in  terms  of  the  cessation  of  cerebral  functioning.  It 
is  largely  the  responsibility  of  the  medical  profession 
itself  to  see  that  standards  of  competence  are  main- 
tained and  that  professional  ethics  are  observed  in 
advancing  into  the  untried  or  the  unknown. 

It  has  been  said  that  “Many  have  expressed  the 
fear  that  the  public  will  develop  a mistrust  of  the 
medical  profession  if  a double  standard  (as  to  the 
meaning  of  death)  is  accepted,  for  it  provides  a 
transition  to  either  euthanasia  and  kakothanasia.”49 
However,  the  evidence  is  all  the  other  way,  for  at  no 
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time  in  its  history  has  the  medical  profession  enjoyed 
such  prestige  as  it  has  at  the  moment.  The  names 
of  the  pioneers  in  transplant  surgery  are  as  well 
known  as  those  of  astronauts;  they,  too,  are  latter-day 
heroes.  And  as  was  stated  at  the  beginning  of  this 
report,  rational  people  know  that  definitions  are 
neither  true  nor  false,  but  merely  useful  or  not.  It 
is  extremely  practical  to  have  a “double  standard,” 
that  is,  the  Kansas  statute,  and  to  distinguish  be- 
tween the  ordinary  case  and  that  in  which  there  is  to 
be  a donation  of  organs  or  tissue.  There  is  no  one 
precise  moment  of  death  for  the  entire  human  or- 
ganism, for  to  single  out  one  precise  moment  in  time 


necessarily  is  arbitrary;  since  such  must  be  done  to 
satisfy  the  needs  of  medicine  and  law,  it  should  be 
done  on  a functional  basis  that  will  promote  the  ad- 
vancement of  medicine  and  the  saving  of  meaningful 
life.  It  is  the  preservation  of  meaningful  life  that 
should  be  our  highest  value;  there  is  none  if  the  brain 
is  dead. 
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Addendum;  Life  and  death  of  Karen  Quinlan 

The  major  portion  of  this  article  was  written  in 
1972  and  revised  in  the  summer  of  1975.  Thereafter, 
the  Karen  Ann  Quinlan  case  was  tried  and  decided 
by  a trial  court  in  New  Jersey,  the  judge  announcing 
his  decision  on  November  10,  1975.  In  effect,  the 
court  concluded  that,  under  the  facts  presented,  the 
relief  requested  by  the  parents  would  be  denied,  and 
the  treating  physicians  would  not  be  ordered  to  ter- 
minate artificial  measures  to  maintain  life.  The 
court  observed  that  such  was  a medical  decision.  It 
should  also  be  noted  that  it  was  not  contended  that 
Karen  had  suffered  “brain  death”  and  it  was  assumed 
that  the  particular  case  did  not  satisfy  the  criteria  of 
brain  death  as  advanced  by  various  groups  and  as 
discussed  in  this  report.  Rather,  the  case  as  pre- 
sented was  one  in  which  “death”  had  not  occurred 
and  the  problem  for  decision  was  whether  or  not  a 
court  would  in  effect  order  euthanasia  by  giving 
permission  to  cease  artificial  maintenance  of  life. 
The  issue  as  determined  by  the  court  was  a narrow 
one. 

The  Karen  Quinlan  case  burst  into  the  news  after 
this  report  was  written.  The  fact  pattern  of  that  case 
raised  further  issues  as  to  “time  of  death”  and  occa- 
sioned a confrontation  of  conflicting  legal,  medical, 
religious,  and  ethical  issues.  The  following  brief 
summary  is  culled  from  the  decisions  of  the  New 
Jersey  courts  and  the  transcript  of  the  case  which  has 
been  published  by  University  Publications  of 
America,  Inc.,  Arlington,  Virginia,  under  the  title  In 
the  Matter  of  Karen  Quinlan  (1975). 

History.  On  the  night  of  April  15,  1975,  for  rea- 
sons still  unclear,  Karen  Quinlan,  age  twenty-one, 
ceased  breathing  for  two-fifteen-minute  periods. 
When  she  was  admitted  to  the  emergency  ward  of  the 
Newton  Memorial  Hospital  in  New  Jersey,  her 
temperature  was  100°F.,  her  pupils  were  unreactive, 
and  she  was  unresponsive  even  to  deep  pain.  Three 
days  later  while  on  a respirator  Karen  was  trans- 
ferred to  the  intensive-  care  unit  of  St.  Clare’s  Hos- 
pital in  Morris,  New  Jersey. 


At  St.  Clare’s  Hospital,  Karen’s  treating  physicians 
were  Robert  J.  Morse,  M.D.,  and  Arshad  Javed,  M.D. 
Dr.  Morse  is  a graduate  of  the  Chicago  College  of 
Osteopathy,  who  served  his  residency  in  New  York 
City  at  Bronx  Veterans  Administration  and  Mount 
Sinai  Hospitals,  and  commenced  practice  as  a neu- 
rologist in  June,  1974.  He  is  a member  of  the 
American  Osteopath  Association  and  the  American 
Academy  of  Neurology.  He  does  not  hold  any 
teaching  positions  and  has  never  published  on 
medical  subjects.  Dr.  Javed  is  a graduate  of  a med- 
ical school  in  Pakistan  who  interned  at  Lawrence 
Hospital,  Bronxville,  New  York,  served  his  residency 
at  the  New  Jersey  College  of  Medicine  from  1969  to 
1971,  and  after  that  had  a fellowship  in  pulmonary 
medicine  at  the  same  college  from  1972  to  1973;  he 
has  been  in  practice  since  1973.  He  is  a member  of 
the  American  Thoracic  Society  and  is  certified  by  the 
Medical  Board  of  Internal  Medicine.  These  have 
been  the  two  treating  physicians  for  Karen  since 
April  18,  1975.  In  addition,  Karen  has  been  exam- 
ined by  Julius  Korein,  M.D.,  a neurologist  at  the  New 
York  University  Medical  Center,  an  acknowledged 
expert  in  the  field. 

When  he  first  examined  Karen,  Dr.  Morse  found 
her  comatose  with  evidence  of  decortication.  She 
required  a respirator  to  assist  her  in  breathing. 
Anoxia  was  identified  with  her  condition.  A tra- 
cheotomy had  been  performed  at  Newton  Hospital 
to  assist  her  on  the  respirator.  Since  Newton  did  not 
have  equipment  for  an  electroencephalogram,  the 
first  such  test  was  run  at  St.  Clare’s  Hospital.  The 
findings  were  characterized  as  “abnormal  but  it 
showed  some  activity  and  was  consistent  with  her 
clinical  state.”  Other  significant  neurologic  tests 
were  performed  by  Dr.  Morse,  including  a brain  scan, 
an  angiogram,  and  a lumbar  puncture.  All  findings 
disclosed  normal  resuits.  The  medical  testimony 
was  that  Karen  originally  had  been  in  a sleep-like 
unresponsive  condition  but  soon  developed  sleep- 
wake  cycles.  In  the  wake  cycle  she  blinked,  cried  out, 
“but  is  still  totally  unaware  of  anyone  or  anything 
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around  her.”  She  was  characterized  as  being  in  a 
“chronic  persistent  vegetative  state”  and  “no  longer 
(having)  any  cognitive  function.” 

Dr.  Korein  testified  at  the  trial  that  the  best  way 
he  could  describe  Karen’s  condition  when  he  exam- 
ined her  was  to  compare  her  with  an  “encephalic 
monster.”  The  physicians  who  examined  her  agreed 
that  Karen  had  lost  at  least  40  pounds  and  was 
undergoing  a continuing  deteriorative  process.  Her 
posture  was  described  as  fetal-like  and  grotesque; 
there  was  extreme  flexion-rigidity  of  the  arms,  legs, 
and  related  muscles,  and  her  joints  were  severely 
rigid  and  deformed.  All  the  medical  witnesses 
agreed  that  Karen  could  never  be  restored  to  what 
the  court  called  “cognitive  or  sapient  life.”  No 
physician  risked  the  opinion  that  she  could  live  more 
than  a year,  and  they  agreed  that  she  might  die  much 
earlier. 

In  an  effort  to  obtain  information  as  to  etiology, 
blood  and  urine  tests  were  performed.  The  urine 
test  findings  disclosed  traces  of  quinine,  barbiturates, 
and  diazepam  (Valium),  but  no  hard  drugs.  Dr. 
Morse  testified  that  when  he  first  examined  Karen 
he  had  the  impression  that  her  condition  was  caused 
by  an  overdose  of  drugs  but  that  he  could  not  be  sure 
because  his  examination  was  three  days  after  her 
admission  to  Newton  Hospital.  He  also  testified  that 
Karen  has  pupillary  responses  and  that  the  electro- 
encephalographic  findings  showed  some  activity; 
however,  there  had  been  no  improvement  in  Karen 
in  five  and  one-half  months,  and  he  did  not  know  of 
any  course  of  treatment  that  would  improve  her 
condition.  When  asked  whether  or  not  Karen  would 
certainly  die  if  removed  from  the  MA-1  type  of  res- 
pirator, Dr.  Morse  replied  that  it  was  not  a certainty, 
that  perhaps  she  could  go  twenty-four  or  seventy-two 
hours  without  the  respirator,  but  that  her  pattern  of 
assist/no  assist  demonstrated  that  in  her  sleep  cycle 
she  was  dependent  on  the  respirator. 

Court  trial.  All  the  medical  testimony  in  the  case 
was  to  the  effect  that  Karen  had  not  suffered  brain 
death  according  to  all  the  proposed  criteria  for  brain 
death.  Dr.  Morse  testified  that  she  had  some 
brain-stem  function  which  could  control  respiration, 
and  that  there  was  some  reaction  to  light  and  sound. 
There  was  no  evidence  of  a flat  electroencephalo- 
graphic  reading  However,  the  medical  witnesses 
agreed  that  there  was  no  way  to  repair  the  cerebral 
damage  suffered  hy  Karen,  and  that  the  care  she  was 
receiving  was  “extraordinary.”  Dr.  Korein  in  his 
testimony  referred  to  the  term  “triage,”  and  brought 
up  the  ethical  problems  and  value  judgments  that 
must  he  made  in  some  cases;  he  pointed  out  the 
practice  called  “judicious  neglect”  where  the  physi- 
cian simply  does  not  treat  the  terminal  patient  any 
more. 

The  treating  physicians  also  testified  that  they  had 
informed  Karen’s  family  that  they  would  not  remove 
Karen  from  the  respirator  or  remove  any  life-support 
measures.  At  the  trial  they  took  the  position  that 


such  permission  or  direction  would  have  to  come 
from  Karen’s  guardian  ad  litem,  rather  than  from  the 
family. 

The  father,  mother,  sister,  and  a friend  of  Karen’s 
all  testified  at  the  trial,  as  did  several  Catholic  priests, 
regarding  the  moral  and  ethical  questions  at  stake. 

The  trial  took  place  before  Judge  Robert  Muir,  Jr., 
who  handed  down  his  decision  on  November  10, 1975. 
The  parties  and  the  issues  are  of  some  interest. 
Karen’s  father,  Joseph  Quinlan,  appealed  to  the  eq- 
uity side  of  the  court  to  appoint  him  as  guardian  of 
the  person  and  property  of  Karen,  on  the  ground  that 
she  was  incompetent.  He  requested  that  if  guar- 
dianship were  granted  it  must  contain  an  express 
power  for  him  to  authorize  the  discontinuance  of  all 
extraordinary  medical  procedures.  Supplemental 
complaints  also  were  filed  by  the  attorney  general  for 
the  state  of  New  Jersey,  and  the  prosecutor  of  Morris 
County.  The  trial  judge  also  appointed  a guardian 
ad  litem  to  represent  Karen.  The  treating  physi- 
cians and  St.  Clare’s  Hospital  filed  pleadings  re- 
questing that  they  be  restrained  from  carrying  out 
any  termination  of  extraordinary  medical  procedures 
for  Karen.  Thus,  at  the  trial,  the  Quinlan  family, 
represented  by  attorney  Paul  Armstrong,  was  on  one 
side  of  the  case,  and  on  the  other  were  the  state  of 
New  Jersey,  the  county  prosecutor,  the  hospital,  and 
the  treating  physicians.  Each  witness  was  subject 
to  examination  or  cross-examination  by  counsel  for 
the  several  parties. 

The  opening  statements  of  the  several  counsels 
revealed  the  differences  in  philosophy  and  attitudes 
of  the  concerned  parties.  The  guardian  ad  litem 
argued  that  there  was  a vast  difference  between  the 
“judicious  neglect”  of  a terminal  patient,  or  where 
there  was  brain  death,  and  Karen’s  situation,  and 
claimed  that  Mr.  Quinlan,  in  effect,  was  asking  the 
court  to  authorize  a “mercy  killing.”  He  said  that  he 
had  received  phone  calls  from  people  all  over  the 
world  who  had  recovered  where  there  was  no  medical 
hope  of  recovery.  He  referred  to  the  concept  of 
death  with  dignity  as  a “shell  game,”  and  disparaged 
the  theologic  concept  of  afterlife,  saying,  “The 
Quinlans  want  an  express;  I’m  going  to  take  the 
local.”  The  attorney  general  stressed  that  this  was 
not  a case  of  brain  death,  that  Karen  was  alive,  and 
therefore  an  execution  must  not  take  place.  The 
county  prosecutor  said  that  “we  must  rid  ourselves 
of  the  natural  human  compassion  that  we  have  for 
the  family”  and  uphold  the  sanctity  of  the  law. 
Counsel  for  the  treating  physicians  claimed  that  the 
court  was  being  asked  to  end  the  life  of  a person  who 
was  medically  and  legally  alive,  and  to  give  a death 
sentence  on  the  basis  of  a vague  concept  as  to  the 
“quality  of  life.”  He  asked  how  the  line  should  be 
drawn,  and  stated  that  Karen  is  under  medical 
treatment,  not  indictment.  The  opening  statement 
hy  Mr.  Armstrong,  counsel  for  the  Quinlans,  was 
limited  to  a summation  of  the  facts. 

Judge  Muir,  the  trial  judge,  denied  the  relief 
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sought  by  the  Quinlan  family.  He  said  that  “There 
is  a duty  to  continue  the  life-assisting  apparatus  if, 
within  the  treating  physician’s  opinion,  it  should  be 
done.”  In  other  words,  the  decision  to  terminate 
heroics  was  purely  a medical  one.  The  Supreme 
Court  of  New  Jersey,  on  March  31, 1976,  reversed  the 
trial  court,  the  opinion  being  delivered  by  Chief 
Justice  Richard  Hughes. 

The  appellate  court  held  that  Joseph  Quinlan,  the 
father,  was  appointed  as  guardian  of  Karen’s  person 
and  property,  and  at  his  discretion  he  might  continue 
Karen’s  care  with  the  current  physicians  or  transfer 
her  to  another  hospital  and  care.  If  the  guardian  and 
attending  physicians  concur  that  there  is  no  rea- 
sonable possibility  of  Karen’s  ever  emerging  from  her 
present  comatose  state  to  a “cognitive  sapient  state” 
and  that  the  respirator  should  be  discontinued  “they 
shall  consult  with  the  hospital  'ethics  committee’  or 
like  body  and  if  that  body  agrees  that  there  is  no 
possibility  of  Karen’s  ever  emerging  from  her  present 
comatose  condition  to  a cognitive  sapient  state,  the 
present  life-support  mechanism  may  be  withdrawn 
without  any  civil  or  criminal  liability  therefor”  on  the 
part  of  any  participant.  It  also  was  held  that  the  trial 
court  was  correct  in  denying  the  father  the  specific 
relief  he  requested,  that  is,  express  authorization  for 
termination  of  the  life-supporting  apparatus,  but 
that  the  trial  court  was  incorrect  in  denying  letters 
of  guardianship  to  the  father. 

The  constitutional  or  legal  basis  for  the  court’s 
decision  was  the  right  of  privacy,  under  both  state 
and  Federal  law.  The  court  rejected  the  claim  that 
freedom  of  religion  or  the  cruel  and  unusual  pun- 
ishment clause  of  the  Eighth  Amendment  were  in- 
volved. The  right  of  privacy  at  stake  is  that  of 
Karen,  not  her  family,  and  her  father  as  guardian  was 
entitled  to  assert  that  right  in  her  behalf.  An  analogy 
was  made  to  the  terminal  patient  who  demands  that 
extraordinary  measures  cease  as  an  expression  of  the 
right  to  privacy.  If  a mentally  competent  patient  is 
entitled  to  make  such  a demand,  so  too  is  an  incom- 
petent patient  through  her  guardian. 

“There  must  be  some  way,”  the  court  said,  “to  free 
physicians,  in  the  pursuit  of  their  healing  art,  from 
possible  contamination  by  self-interest  or  self-pro- 
tection concerns  which  would  inhibit  their  inde- 
pendent medical  judgments  for  the  well-being  of 
dying  patients.  We  hope  that  this  opinion  might  be 
serviceable  to  some  degree  in  ameliorating  the  pro- 
fessional problems  under  discussion.”  The  court 
further  said  that  “We  consider  the  practice  of 
applying  to  courts  to  confirm  such  decisions  would 
generally  be  inappropriate,  not  only  because  that 
would  be  a gratuitous  encroachment  upon  the  med- 
ical profession’s  field  of  competence,  but  because  it 
would  be  impossibly  cumbersome.” 

Conclusion.  There  are  many  things  to  study 
about  the  Karen  Quinlan  case.  Rather  than  give 
answers,  I will  merely  raise  some  questions  for 
thought: 


1.  What  motivated  the  attending  physicians,  whose 
refusal  to  follow  the  directions  of  the  Quinlan  family 
triggered  off  this  cause  celebre?  Was  it  fear  of  a mal- 
practice suit?  Criminal  prosecution?  A desire  to  see 
how  long  they  could  prolong  Karen’s  life  as  an  experi- 
mental matter?  Or,  was  it  a strong  conviction  that  the 
standards,  traditions,  and  ethics  of  the  medical  profes- 
sion forbade  it? 

2.  Does  the  American  system  of  judicial  review 
function  well  in  cases  such  as  this?  Does  the  adver- 
sary legal  process  preclude  a scientific  and  ethical  de- 
termination of  an  issue? 

3.  Was  the  case  a legal  circus  exploited  by  the  media 
so  that  the  public  never  came  to  understand  the  basic 
issues?  For  example,  the  Quinlan  counsel,  Mr. 
Armstrong,  and  the  Quinlan  family  itself,  received  nu- 
merous abusive  phone  calls  and  letters. 

4.  Although  decision  by  committee  may  be  politic 
and  diffuses  responsibility,  will  it  work,  or  was  it  mere- 
ly “passing  the  buck?”  Suppose  the  treating  physi- 
cians and/or  the  ethics  committee  disagree;  must  there 
then  be  a unanimous  vote,  or  will  a majority  suffice? 

5.  Should  the  family  or  treating  physicians  have  the 
final  say?  The  decision  permits  the  father  as  guardian 
to  shop  around  until  he  finds  cooperative  physicians. 
Is  that  sound? 

6.  Do  we  need  a new  definition  of  death  that  will 
cover  not  only  brain  death  but  also  cases  such  as  Kar- 
en’s? If  so,  how  will  we  draw  the  line  and  what  guide- 
lines should  be  imposed? 

I leave  with  you  the  preceding  and  other  ques- 
tions, all  of  which  merit  a most  serious  consideration 
because  the  Karen  Quinlan  case  involves  us  all,  and 
some  of  the  issues  probably  never  will  be  resolved  in 
a satisfactory  manner.  Justice  Holmes  once  said, 
“To  live  is  to  function,”  and  perhaps  the  real  problem 
is  not  the  definition  of  death  but  the  meaning  of 
life. 
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opposite — life,  and  says  that  “Death  is  nothing  but  the  ultimate 
cessation  of  life.” 

11.  The  trial  judge  rejected  the  defendant’s  argument  that  the 
jury  should  be  instructed  in  terms  of  brain  death  saying  that  the 
application  for  such  a “radical  change”  in  the  law  should  be  made 
“not  to  the  courts  but  to  the  legislature,  wherein  the  basic  concepts 
of  our  society  relating  to  the  preservation  and  extension  of  life 
could  be  examined  and,  if  necessary,  reevaluated.”  Capron,  A. 
M.,  and  Kass,  L.  R.:  A statutory  definition  of  the  standards  for 
determining  human  death:  An  appraisal  and  a proposal,  U.  of 
Pennsylvania  Law  Rev.  121:  87, 100  (1972). 

12.  The  instructions  read  as  follows: 

The  court  instructs  the  jury  that  you  shall  determine  the 
time  of  death  in  this  case  by  using  the  following  definition  of 
the  nature  of  death.  Death  is  a cessation  of  life.  It  is  the 
ceasing  to  exist.  Under  the  law,  death  is  not  continuing  but 
occurs  at  a precise  time  and  that  time  must  be  established  ac- 
cording to  the  facts  of  each  specific  case.  (Note  that  the  judge 
makes  death  a question  of  fact.) 

In  determining  the  time  of  death,  as  aforesaid,  under  the 
facts  and  circumstances  of  this  case,  you  may  consider  the  fol- 
lowing elements,  none  of  which  should  necessarily  be  consid- 
ered controlling,  although  you  may  feel  under  the  evidence 
that  one  or  more  of  these  conditions  are  (sic)  controlling:  The 
time  of  the  total  stoppage  of  the  circulation  of  the  blood;  the 
time  of  the  total  cessation  of  the  other  vital  functions  conse- 
quent thereto,  such  as  respiration  and  pulsation;  the  time  of 
complete  and  irreversible  loss  of  all  function  of  the  brain;  and, 
whether  or  not  the  aforesaid  functions  were  spontaneous  or 
were  being  maintained  artificially  or  mechanically.  Arnet, 
W.  F.:  The  criteria  for  determining  death  in  vital  organ 

transplants — A medico-legal  dilemma,  Missouri  Law  Rev.  38: 
220  (1973). 

13.  Kansas  Statute  Ann.  §77-202,  supp.  1971. 

14.  Maryland  Ann.  Code  art.  43  54(f),  cum.  supp.  1972,  ap- 
pendix P following;  and  Code  of  Virginia  ch.  19.2,  §32-364.  3:  1, 
1973  cum.  supp.  1973,  appendix  Q following. 

15.  Denton  Cooley,  M.D.,  has  been  quoted  as  having  said  that 
“The  heart  has  always  been  a special  organ.  It  has  been  consid- 
ered the  seat  of  the  soul,  the  source  of  courage.  But  I look  upon 
it  only  as  a pump,  a servant  of  the  brain.  Once  the  brain  is  gone, 
the  heart  becomes  unemployed.  Then  we  must  find  it  other  em- 
ployment.” Randall,  G.  C.,  and  Randall,  J.  A.:  The  developing 
field  of  human  organ  transplantation,  Gonzaga  Law  Rev  5:  20 
(1969). 

16.  Dorland’s  Illustrated  Medical  Dictionary,  24th  ed., 
Philadelphia,  W.  B.  Saunders,  ed.,  1965,  p.  387,  defines  death  as 
“the  apparent  extinction  of  life  as  manifested  by  absence  of 
heartbeat  and  respiration,”  and  legal  dictionaries,  such  as  Black’s, 
reiterate  that  definition.  Thomas  v.  Anderson,  96  Cal.  App.  2d 
371,  215  P.2d  478  (D.C.  App.  1950),  held  that  legal  death  occurs 
at  the  precise  moment  in  time  when  respiration  and  the  circulation 
of  the  blood  permanently  cease,  and  In  re  Estate  of  Schmidt,  67 
Cal.  Reptr.  847  (1968).  In  Gray  v.  Sawyer,  247  S.W.2d  496  (Ky. 
App.  1952),  a woman  was  decapitated  in  an  accident,  her  head 
being  found  10  feet  from  her  body.  She  was  actively  bleeding 
“from  near  her  neck  and  blood  was  gushing  from  her  body  in 
spurts.”  The  court  held  that  she  was  then  alive  since  the  gushing 
of  blood  was  evidence  that  her  heart  was  still  beating.  Vaegemast 
v.  Hess,  203  Minn.  207,  280  N.W.  641  (1938),  also  applied  the 
traditional  definition.  Shapiro,  H.  A.:  A survey  of  the  legal  as- 
pects of  organ  transplantation,  Chicago  Kent  Law  Rev.  50:  510, 
518  (1973),  reports  2 California  cases.  On  September  10,  1973, 
Samuel  Allen  was  shot  in  the  head  in  Oakland,  California.  He  was 
pronounced  dead  at  a hospital  after  his  brain  showed  no  electrical 
activity,  there  was  no  response  to  stimuli,  no  reflexes,  and  he  was 
unable  to  breathe  spontaneously.  Allen’s  respiratory  and  circu- 
latory functions  were  artificially  maintained  until  his  heart  was 
removed  and  transplanted  into  a recipient.  His  assailant  was 
charged  with  murder,  but  during  pretrial  proceedings  his  counsel 
claimed  that  Allen’s  heart  was  beating  when  it  was  removed  and 
hence  it  was  the  operation  that  killed  him.  The  court,  however, 
ordered  the  defendant  to  stand  trial  for  murder.  However,  an- 
other California  case  resulted  in  the  dismissal  of  manslaughter 
charges  against  an  intoxicated  driver  on  the  ground  that  the  victim 
died  from  the  operation,  not  the  accident.  In  1974,  the  California 
attorney  general  appointed  a “blue  ribbon”  panel  to  assess  the 
impact  of  the  California  cases  and  to  consider  the  formulation  of 
statutes  or  rules  to  govern  the  situation. 

17.  Shapiro,  H.  A.:  ibid,  cases. 

18.  Borland’s  Illustrated  Medical  Dictionary,  24th  ed.,  Phil 
adelphia,  W.  B.  Saunders,  1965,  p.  387. 
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19.  In  December.  1967,  Christiaan  Barnard,  M.D.,  performed 
the  first  successful  heart-transplantation  operation.  He  removed 
the  heart  of  a partially  decapitated  young  woman  who  had  in- 
curred hopeless  brain  damage.  The  donee  survived  eighteen  days 
after  the  operation,  finally  succumbing  to  double  pneumonia 
contracted  because  of  the  destruction  of  his  body’s  immunity 
mechanisms  due  to  the  administration  of  immunosuppressive 
drugs  necessary  to  prevent  rejection  of  the  transplanted  heart  as 
a foreign  protein. 

20.  Biorck,  G.:  On  the  definitions  of  death.  World  M.  J.  14: 
137  (1967);  Wasmuth,  C.  E.:  The  concept  of  death,  Ohio  State 
Law  J.  30:  34  (1969);  and  Winter,  A.,  Ed.:  The  moment  of  death, 
Springfield,  Illinois,  Charles  C Thomas,  1969. 

21.  Philosophers  upset  on  brain  death  criteria.  Hospital  Tri- 
bune World  Wide  Report,  February  22,  1971.  The  strongest 
objections  at  a meeting  of  the  American  Association  for  the  Ad- 
vancement of  Science  in  Chicago  were  made  by  William  F.  May, 
professor  of  religion  at  Indiana  University.  Compare  the  state- 
ment made  by  Rev.  Thomas  Carrall  before  the  Conference  of 
Neurological  Surgeons  in  1969,  where  he  coined  the  term  “an- 
thronecrosis"  to  refer  to  the  ending  of  a human  being  as  a human 
being. 

22.  Reference  comment  8.  Compare  cases  imposing  liability 
for  mental  pain  and  anguish  for  the  mishandling  of  corpses,  such 
as  Larson  v.  Chase,  50  N.W.  238  (Minn.  1891),  and  Meagher  v. 
Driscoll,  99  Mass.  281;  Green,  L.:  Relational  interests,  Illinois 
Law  Rev.  29:  464,  485  (1934). 

23.  The  Nuremberg  Code  of  Medical  Ethics  dealing  with 
human  experimentation  emanated  from  the  Nazi  horrors.  Under 
the  Nazi  regimen,  at  least  275,000  psychiatric  patients  were 
killed. 

24.  The  only  known  objection  to  averting  any  possible  conflict 
of  interests  in  this  connection  was  that  which  may  be  implicit  in 
Dr.  Barnard’s  proposal  to  the  South  African  legislature  that  a 
medical  panel  be  permitted  to  override  family  wishes  in  cases  in 
which  a heart  was  needed,  and  a companion  measure  which  would 
have  kept  the  names  of  donors  and  recipients  confidential.  The 
New  York  Times,  December  16,  1968,  p.  10. 

25.  The  draftsmen  of  the  Uniform  Act  undoubtedly  hoped  to 
avoid  conflict  and  to  obtain  enactment  of  the  statute  by  specifying 
that  time  of  death  was  a medical  decision. 

26.  A definition  of  irreversible  coma.  Ad  hoc  committee  of  the 
Harvard  Medical  School  to  examine  the  definition  of  brain  death, 
J.A.M.A.  205:  337  (1968);  Beecher.  H.  K.:  After  the  Definition 
of  Irreversible  Coma.  New  England  J.  Med.  281:  1070  (1969). 

27.  Beecher,  ibid. 

28.  The  New  York  Times,  January  12,  1968,  p.  16,  reported 
that  the  Soviet  Minister  of  Health  criticized  attempts  at  heart 
transplants  and  prohibited  Russian  surgeons  from  attempting 
such  operations,  and  that  Werner  Forssman.  M.D..  a Nobel 
Prize-winning  surgeon,  at  a meeting  in  Paris,  called  for  a halt  to 
what  he  called  “the  criminal  heart-transplant  operations.’’ 

29.  Silverman,  D..  Saunders.  M.  G.,  Schwab.  R.  S.,  and  Mas- 
land,  R.:  Cerebral  death  and  the  electroencephalogram.  Report 
of  the  ad  hoc  committee  of  the  American  Electroencephalographic 
Society  of  EEG  criteria  for  determination  of  cerebral  death, 
J.A.M.A.  209:  1505  (1969).  Goodman,  J.  M..  Mishkin,  F.  S., 
Dyken,  M.:  Determination  of  brain  death  by  isotope  angiography, 
J.A.M.A.  209:  1869  (1969);  Silverman.  D.,  Masland,  R.,  Saunders, 
M.  G.,  and  Schwab.  R.  S.:  Irreversible  coma  associated  with 
electro-cerebral  silence.  Neurology  20:  525  (1970). 

30.  Alksne.  J.  F.:  Brain  death  as  seen  by  the  neurosurgeon, 
Laval  med.  41: 180  (1970). 

31.  World  M.J.  15: 133  (1968). 

32.  Wecht,  C.  R.,  and  Aranson,  M.  J.:  Medical-legal  ramifi- 
cations of  human  tissue  transplantation.  De  Paul  Law  Rev.  18: 487 
(1969);  Shalit,  M.  N.,  et  al .:  The  blood  flow  and  oxygen  con- 
sumption of  the  dying  brain.  Neurology7  20:  740  (1970). 

33.  Wecht,  C.  R.,  and  Aranson,  M.  J.  ibid. 

34.  Pope  Pius  XII:  Allocution  delivered  to  the  International 
Congress  of  Anesthesiologists,  Nov.  24,  1957,  Acta  Apostolica 
Sedia  49:  1027;  cited  in  Hamlin,  H.:  Life  or  death  by  EEG, 
J.A.M.A.  190:  112  (1964). 

35.  Jacobivits,  J.:  Cited  in  Kitay,  W.,  Today’s  Health,  Mav, 
1966,  p.  62. 

36.  Nall,  0.:  Quoted  in  The  Monitor,  newspaper  of  the 
Trenton  Diocese,  August  12,  1968,  p.  3,  and  cited  in  Winter.  A.. 
Ed.:  The  Moment  of  Death,  Springfield,  Illinois,  Charles  C 
Thomas  1969,  p.  32. 

37.  The  New  York  Times  of  January  11,  1970,  reported  that 
there  had  been  150  heart  transplants  in  148  patients  (2  had  second 
transplants),  but  that  there  were  only  22  survivors,  of  whom  13  had 
been  functioning  for  more  than  one  year;  there  also  were  7 others 
who  had  lived  a year  before  dying.  The  cost  of  a heart  transplant 


operation  was  estimated  at  $18,700.  For  a discussion  of  psychosis 
in  some  heart-transplant  patients,  see  The  New  York  Times,  May 
8,  1969,  p.  12,  for  a report  on  the  patients  of  Norman  E.  Shumway, 
Jr.,  M I).,  where  it  is  said  that  5 of  13  patients  had  postoperative 
psychoses. 

38.  There  have  been  numerous  exposes  in  popular  magazines, 
namely,  Life,  of  rivalry  between  surgeons,  the  best  known  being 
that  in  Houston  between  Denton  Cooley,  M.D.,  and  Michael  E. 
DeBakey,  M.D. 

39.  Forssman,  W.:  Quoted  in  The  New  York  Times,  January 
12,  1968,  d.  16. 

40.  The  Uniform  Act  was  promulgated  by  a special  committee 
composed  chiefly  of  physicians  but  under  the  chairmanship  of 
Stason,  ex-dean  of  the  University  of  Michigan  Law  School;  Ap- 
pendix R following. 

41.  Kansas  Session  Laws  1970,  ch.  378,  and  Curran,  W.  J.: 
Legal  and  medical  death — Kansas  takes  the  first  step,  New  En- 
gland J.  Med.  284:260(1971). 

42.  Reference  comment  8. 

43.  It  is  coincidental  that  Dr.  Bonan’scase  in  1610  established 
the  precedent  that  a legislature  must  behave  constitutionally  and 
comply  with  the  “law  of  the  land,”  or  what  today  we  call  “due 
process.” 

44.  “In  the  absence  of  special  legislation,  it  at  least  remains 
doubtful  whether  a person  has  authority  to  provide  for  disposition 
of  his  organs  after  death.”  Louisell,  Procurement  of  organs  for 
transplantation.  Northwestern  Law  Rev.  64:  607  (1970).  Holland 
v.  Metalis,  198  A. 2d  654  (N.H.  1964)  (involving  the  deceased  au- 
thor of  Peyton  Place):  In  re  Johnson's  Estate,  7 N.Y.S.2d  81 
(Surrog.  Ct.  1938);  and  Pittsburgh  Law  Rev.  21:  523  (19601.  In 
the  United  Kingdom,  apparently,  a person  may  only  request  that 
his  body  be  made  available  for  organ  transplantation,  and  the 
person  lawfully  in  possession  of  the  body  may  carry  out  the  de- 
ceased’s wishes  if  he  cares  to.  In  the  United  States,  almost  all 
states  and  the  District  of  Columbia  now  have  statutes,  which  vary 
in  many  particulars,  but  which  authorize  a person  to  consent  to 
the  removal  of  organs  for  transplant  purposes  on  death. 

45.  In  the  May,  1968,  issue  of  J.A.M.A.  204:  423,  M.  Martin 
Halley,  M.D.,  and  Harvey,  William  F..  M.D.,  defined  death  as  the 
irreversible  cessation  (1)  of  total  cerebral  function,  (2)  of  sponta- 
neous function  of  the  respiratory  system,  and  (3)  of  the  circulatory 
system.  Compare  this  definition  with  that  advanced  by  those  who 
favor  use  of  the  electroencephalograph  to  determine  death,  cited 
in  reference  comment  22.  Rosoff,  S.  D.,  and  Schwab,  R.  S.,  the 
former  an  attorney,  recommended  complete  abandonment  of  the 
classic  definition  of  death  and  sole  reliance  on  the  electroen- 
cephalograph test  in  a report  delivered  at  the  meeting  of  the 
American  Electroencephalographic  Society  in  Atlantic  City,  New 
Jersey,  June  8,  1967. 

46.  Alexandre,  et  al.  : Discussion,  in  Wolstenholme,  G.,  and 
O’Connor,  M..  Eds.:  Ciba  Foundation  Symposium  on  Ethics  in 
Medical  Progress,  1966,  p.  68.  Biorck,  G.:  When  is  Death?, 
Wisconsin  Law  Rev.  484,  494  (1968);  Transplantation:  Accept- 
ability of  procedures  and  the  required  legal  sanction,  in  Daube, 
R.  B.  Ed.:  Ciba  Foundation,  p.  188;  Potter,  R.  B.:  The  para- 
doxical preservation  of  a principle,  Villanova  Law  Rev.  13:  784 
(1968);  Sanders,  D..  and  Dukeminier,  J.:  Medical  advance  and 
legal  lag:  Hemodialyses  and  kidney  transplantation,  U.C.L.A. 
Law  Rev.  15:  357,  407  (1968);  Stikel,  D.  L.:  Organ  transplantation 
in  medical  and  legal  perspective,  Law  and  Contemporary  Problems 
32:  597,  606  (1967);  Wassmer,  T.  A.:  Between  life  and  death; 
ethical  and  moral  issues  involved  in  recent  medical  advances, 
Villanova  Law  Rev.  13:  759  ( 1968);  and  the  report  on  the  Harvard 
Ad  Hoc  Committee  in  J.A.M.A.  205:  337  (1968). 

47.  Corday,  E.:  Life-death  in  human  transplantation, 

A.B.A.J.  55:  629  (1969),  where  reference  is  made  to  Claude  Beck 
and  his  report  in  Am.  J.  Surgery  54: 273  (1941).  Corday  says  that 
pioneers  in  cardiac  resuscitation  emphasized  that  restoration  of 
the  oxygen  transit  line  to  the  brain  was  the  most  important  factor, 
because  if  it  were  not  reinstituted  by  resuscitative  maneuvers 
within  a four-minute  period,  although  cardiac  resuscitation  was 
still  possible,  damage  to  the  brain  would  supervene  and  doom  the 
patient  to  a vegetative  existence;  thus,  they  coined  the  terms  “the 
four-minute  limit  for  cardiac  arrest”  and  “cerebral  death”  when 
all  the  higher  brain  functions,  such  as  consciousness,  were  de- 
stroyed. 

48.  Hauts,  Marshall,  and  Haut,  I.  H.:  Death,  Albany,  Mat- 
thew Bender,  1967.  Take  the  position  that  as  long  as  any  heart 
beat  or  respiration  can  be  perceived  either  with  or  without  me- 
chanical aids,  and  regardless  of  how  the  heartbeat  and  respiration 
are  maintained,  death  has  not  occurred.  Although  such  an  in- 
transigent view  may  be  supported  by  older  legal  or  medical  au- 
thority, it  is  obsolete  today. 

49.  Corday,  E.:  Life-death  in  human  transplantation, 

A.B.A.J.  55:  631  (1969). 
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“Unnecessary”  Surgery 

Scientifically  erroneous  testimony 
in  Moss  subcommittee  hearings 

KARL  D.  PFUETZE,  M.D. 

Kansas  City,  Missouri 

There  is  documented  evidence  that  the  Moss 
subcommittee  used  erroneous  techniques  during  its 
hearings  on  cost  and  quality  of  health  care  and  “un- 
necessary” surgery.  The  use  of  those  techniques 
allowed  the  subcommittee  to  produce  its  “evidence” 
that  there  were  2.38  million  “unnecessary”  operations 
yearly  costing  3.92  billion  dollars  and  11,900  lives. 
The  Nader  health  group  and  the  Moss  subcommittee 
used  scientifically  dishonest  methods  and  unrep- 
resentative groups  of  patients  to  produce  their  evi- 
dence. The  subcommittee  selectively  withheld  im- 
portant information  from  other  studies,  which  had 
produced  very  different  results  from  the  study  they 
chose  to  quote.1  Even  the  author  of  the  study  which 
they  did  choose  to  quote,  Eugene  McCarthy,  M.D., 
felt  that  his  study  was  extrapolated  to  the  nation  as 
a whole  in  an  inaccurate  manner.  A very  important 
part  of  the  study  had  not  been  completed  at  the  time 
of  the  hearings,  and  the  very  dramatic  findings  of  the 
follow-up  data  were  not  taken  into  account  when  the 
subcommittee  staff  calculated  the  amount  of  un- 
necessary surgery. 

Erroneous  data 

Evidence  gathered  by  the  subcommittee  staff  to 
evaluate  the  incidence  of  surgery  among  Medicaid 
patients  was  grossly  in  error.  The  error  for  hys- 
terectomies in  Nevada  exceeded  100  per  cent  because 
of  a misunderstanding  by  the  congressional  staff 
regarding  the  significance  of  numbers  from  a com- 
puter printout  of  code  numbers  for  operations. 
Their  inexperience  in  medical  matters  prevented 
them  from  spotting  obvious  errors  in  the  data  pro- 
vided by  the  Medicaid  offices.  However,  a promi- 
nent surgeon,  Francis  Moore,  M.D.,  of  Harvard 
University  Medical  School,  immediately  suspected 
the  errors.  Having  confirmed  the  errors  with  Med- 
icaid offices  in  Nevada,  he  informed  Sen.  Edward 
Kennedy’s  staff  of  their  existence.  Senator  Ken- 
nedy’s staff  acknowledged  the  errors  in  writing. 
Astoundingly,  the  errors  were  published  anyway. 
Moreover,  the  errors  were  published  without  quali- 
fying information  in  the  congressional  transcript  of 
the  hearings. 

The  Moss  subcommittee  had  been  told  by  a variety 
of  reliable  sources  in  the  medical  profession  and 
HEW  (U.S.  Department  of  Health,  Education,  and 
Welfare)  that  they  were  not,  in  fact,  measuring  un- 


necessary surgery.  The  subcommittee  ignored  this 
information  and  requested  no  testimony  from  those 
sources  during  the  hearings. 

I have  documented  in  this  report  information  that 
will  allow  the  reader  to  decide  whether  or  not  the 
Nader  health  group  and  the  Moss  subcommittee 
knew  the  information  they  released  was  false.  If 
Senator  Kennedy  is  not  aware  the  data  are  false,  one 
must  conclude  he  has  been  disappointingly  poorly 
informed  by  his  staff. 

The  1975  congressional  hearings  on  cost  and 
quality  of  health  care  and  unnecessary  surgery  began 
by  presenting  the  personal  testimony  of  patients  who 
had  suffered  from  complications  occurring  during  or 
after  surgery.  The  cases  were  examples  of  the  worst 
sort  of  things  that  can  and  do  occur.  There  was  es- 
sentially no  effective  rebuttal  of  the  information 
presented  on  unnecessary  surgery.  Even  criticism 
and  qualifications  by  the  people  who  gathered  the 
information  was  minimized  or  withheld  entirely.  An 
examination  of  the  major  errors  in  the  testimony  will 
show  them  to  be  neither  subtle  nor  within  the  range 
that  some  jokingly  refer  to  as  “OK  for  government 
work.” 

The  most  publicly  conspicuous  information  to 
come  out  of  the  hearings  was  an  estimation  of  how 
much  unnecessary  surgery  was  being  performed  in 
this  country.  The  basic  information  which  was  used 
and  extrapolated,  as  if  it  were  valid  for  the  entire 
country,  came  from  a study  by  McCarthy  and  Wid- 
mer1  which  involved  patients  in  two  union  health 
plans  in  the  New  York  City  area.  The  unions  were 
interested  in  controlling  the  rising  costs  of  their 
medical  benefit  plans.  A program  was  established 
so  that  it  was  mandatory  for  every  patient  in  one  of 
the  unions,  who  had  a surgical  procedure  recom- 
mended by  their  physician,  to  see  a second  physician 
selected  by  the  program  organizers  to  determine 
whether  the  operation  was  actually  necessary. 
Emergency  operations  were  not  included. 

The  study  showed  17  per  cent  of  operations  rec- 
ommended by  initiating  surgical  specialists  were  not 
confirmed  as  necessary  by  the  second  physician. 
Now,  what  does  that  mean?  It  could  possibly  mean, 
if  extrapolated  nationwide,  that  17  per  cent  of  all 
elective  operations  are  unnecessary  and  should  never 
be  done.  That  is  how  the  congressional  subcom- 
mittee staff  and  Sidney  Wolfe,  M.D.,  a psychiatrist 
of  Ralph  Nader’s  health  research  group,  chose  to 
interpret  it.  It  is  worth  noting  that  Dr.  McCarthy 
who  performed  the  study  did  not  interpret  it  that 
way.1  Neither  did  Theodore  Cooper,  M.D.,2  U.S. 
Assistant  Secretary  for  Health,  nor  Ralph  Emerson, 
M.D.,3  President  of  the  Medical  Society  of  the  State 
of  New  York.  They  did  not  believe  the  study  was  a 
measure  of  unnecessary  surgery,  and  they  informed 
the  subcommittee  staff  why  it  was  not  a measure  of 
unnecessary  surgery. 

Why  is  the  17  per  cent  figure  not  a measure  of 
unnecessary  surgery?  Accepting  the  17  per  cent 
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figure  requires  accepting  100  per  cent  of  the  judg- 
ments of  the  second  physicians  as  correct,  while  ac- 
cepting the  first  physicians’  recommendation  as 
correct  only  if  the  second  one  agreed  with  him. 
Understanding  why  they  would  not  be  100  per  cent 
right  involves  understanding  how  consultants  actu- 
ally function. 

If  a patient  has  a problem  that  may  be  treated 
medically  or  surgically,  the  decision  to  operate  fre- 
quently depends  on  the  patient’s  answers  to  the 
questions: 

How  much  does  it  hurt? 

How  long  has  it  been  hurting? 

How  much  of  an  inconvenience  is  it  to  you? 

How  distressing  are  the  side-effects  of  medical 
treatment? 

And  of  great  importance:  Knowing  the  risks  in- 
volved, the  alternative  treatments,  and  the  chances 
of  improvement,  how  badly  do  you  want  an  operation 
at  this  time? 

Deferred  surgery 

These  are  obviously  very  subjective  questions,  and 
the  answers  can  best  be  interpreted  by  a physician 
who  has  spent  some  time  with  the  patient  and  has 
seen  him  on  good  days  and  bad.  A consultant,  seeing 
a patient  for  the  first  time,  knows  he  is  at  a disad- 
vantage in  evaluating  this  kind  of  subjective  infor- 
mation. Consequently,  if  there  is  any  question  as  to 
whether  the  symptoms  are  severe  enough  to  warrant 
surgery,  he  will  prefer  to  wait  until  he  knows  the 
patient  better.  After  getting  to  know  a patient  bet- 
ter, a consultant  may  change  his  mind  and  recom- 
mend an  operation.  Dr.  McCarthy  recognized  this 
when  he  designed  his  study,  and  most  people  would 
refer  to  the  17  per  cent  figure  as  a measure  of  initial 
differences  of  opinion  or  initially  deferred  surgery. 
Many  patients  whose  operation  was  initially  deferred 
were  expected  to  eventually  have  surgery. 

In  fact,  this  was  the  case.  On  May  3,  1976,  in  a 
presentation  before  the  American  Federation  for 
Clinical  Research,  Dr.  McCarthy  reported  that  29.9 
per  cent  of  the  patients  interviewed  in  follow-up 
subsequently  had  the  operation  under  consideration. 
In  most  cases  the  operation  was  performed  within  six 
months  of  the  second  opinion  consultation.  It  would 
not  seem  unreasonable  to  follow  the  deferred  cases 
for  at  least  two  or  three  years  to  see  how  many  more 
eventually  require  surgery  as  recommended  by  their 
initial  physician. 

Discretionary  procedures 

There  are  other  problems  with  extrapolating  the 
Figures  from  Dr.  McCarthy’s  study  nationwide.  The 
type  of  operations  included  in  his  study  were  highly 
discretionary  procedures  where  there  can  be  con- 
siderable differences  of  opinion  between  physicians. 
In  discretionary  operations,  the  patient’s  desire  to 
have  the  procedure  is  as  important  as  any  factor,  such 
as  “When  do  you  get  your  hemorrhoids  fixed?” 


When  the  chronic  pain  they  cause  exceeds  the  leg- 
endary postoperative  pain,  the  expense,  and  the 
operative  risk.  This  is  obviously  not  a precisely 
quantifiable  problem  and  varies  greatly  from  patient 
to  patient.  Hemorrhoids  are  almost  never  life- 
threatening,  and  in  that  sense  it  is  almost  never 
“necessary”  to  operate  on  them.  For  the  patient, 
however,  they  may  cause  tremendous  personal  dis- 
comfort and  social  inconvenience.  For  this  dis- 
traught patient,  it  may  seem  much  more  necessary 
to  have  surgical  relief  than,  to  a second-opinion 
consultant  paid  by  a union  health  plan,  to  decrease 
unnecessary  surgery.  The  McCarthy  study  included 
no  obstetrics  and  few  operations  in  children  or  the 
elderly.  There  is  no  distinction  between  an  elective 
operation,  which  included  most  operations  for  cancer, 
advanced  vascular  disease,  brain  tumors,  and  dia- 
betic gangrene,  and  discretionary  operations,  where 
there  may  be  wide  differences  of  opinion,  and  the 
desires  of  the  patient  are  often  the  most  important 
factor. 

Regional  differences 

There  are  other  reasons  for  not  applying  the 
McCarthy  data  to  the  rest  of  the  country.  It  is  noted 
on  page  207  of  the  hearings  records  that  for  every  100 
short-stay  hospital  discharges,  there  are  substantial 
regional  differences  in  the  United  States.  In  the 
northeast  United  States  34.1  per  cent  are  for  surgical 
procedures.  In  the  south,  it  is  25.3  per  cent,  in  the 
west  31  per  cent,  and  in  the  north  central  area  28.4 
per  cent.  The  northeast  United  States  has  a con- 
spicuously higher  percentage  of  patients  being  hos- 
pitalized for  surgical  procedures.  Other  important 
regional  differences  exist.  The  average  Medicare 
hospital  stay  in  the  northeast  United  States  is  almost 
40  per  cent  longer  than  for  the  southern  United 
States,  9.6  versus  6.5  days.4  Also,  daily  charges  tend 
to  be  higher  in  New  York  and  vicinity  than  elsewhere 
in  the  country.  Overall,  the  average  charge  per 
Medicare  stay  in  a Manhattan  hospital  in  1974  was 
almost  double  the  charge  in  65  other  PSRO  (Pro- 
fessional Standards  Review  Organizations)  areas  of 
the  country.5 

Calculation  errors 

When  the  congressional  staff  calculated  the  cost 
of  unnecessary  surgery  and  how  much  money  would 
be  saved  by  requiring  second  opinions  on  all  opera- 
tions, all  of  the  preceding  errors  were  computed  into 
the  final  figure.  The  congressional  staff  correctly 
subtracted  the  cost  of  the  second  opinion  consults 
when  determining  actual  savings.  However,  they 
neglected  another  aspect  of  the  cost  of  a deferred 
operation  that  is  substantial.  To  estimate  savings 
which  could  result  from  decreasing  the  number  of 
operative  procedures,  the  cost  of  continuing  to  treat 
the  various  conditions  under  consideration  medically 
must  be  subtracted  from  the  value  of  the  deferred 
operations.  Many  conditions  which  are  cured  sur- 


December  1976/New  York  State  Journal  of  Medicine  2199 


gically  may  require  treatment  for  a lifetime  if  treated 
medically.  Consequently,  the  total  cost  of  nonop- 
erative treatment  may  exceed  the  cost  of  an  opera- 
tion. 

Perhaps  the  most  frightening  accusation  made  in 
the  hearings  was  the  claim  that  11,900  persons  die 
each  year  from  unnecessary  surgery.  To  reach  this 
figure,  the  staff  started  with  the  inflated  17  per  cent 
value  as  the  percentage  of  all  surgery  that  is  unnec- 
essary. They  multiplied  it  times  14  million,  a num- 
ber which  is  never  clearly  characterized.  On  page  30 
of  the  subcommittee’s  report  they  use  the  figure  14 
million  to  refer  to  (1)  the  number  of  patients  under- 
going surgery  in  1974,  (2)  the  total  number  of  oper- 
ations performed,  and  (3)  the  total  number  of  elective 
operations  that  year.  Since  some  patients  have 
multiple  procedures  during  one  hospitalization,  and 
the  total  number  of  operations  and  elective  opera- 
tions cannot  be  the  same,  this  indeed  is  an  imprecise 
use  of  numbers.  The  subcommittee  used  0.5  per 
cent,  an  educated  guess,  not  a measured  value,  as  the 
level  of  mortality  from  all  elective  surgery.  By 
multiplying  the  inflated  17  per  cent  by  the  imprecise 
14  million,  by  the  0.5  per  cent  guesstimate,  they  ar- 
rived at  11,900  as  their  determination  of  unnecessary 
deaths. 

To  understand  one  very  important  aspect  of  the 
errors  in  this  calculation,  it  is  necessary  to  have  an 
understanding  of  which  patients  are,  or  are  not,  likely 
to  die  from  surgery.  Many  of  the  lowest  risk  proce- 
dures are  also  procedures  where  there  is  likely  to  be 
a high  percentage  of  differences  of  opinion,  such  as 
tonsillectomies,  almost  no  per  cent  mortality,  breast 
biopsies, — almost  no  per  cent,  and  hysterectomies, 
0.2  per  cent.  Therefore,  the  bulk  of  the  cases  where 
there  is  likely  to  be  a difference  of  opinion,  equals 
unnecessary  according  to  the  staff,  will  have  a very 
low  mortality  rate.  The  staff  chose  the  value  0.5  per 
cent  for  mortality  from  all  elective  procedures  on  the 
basis  of  an  informed  guess  by  Bunker6  and  John  E. 
Wennberg,  M.D.,  in  an  editorial  in  a medical  journal. 
The  staff  did  not  mention  the  next  sentence  in  the 
editorial:  “There  are,  to  date,  no  national  or  inter- 
national published  data  on  postoperative  deaths 
adequate  to  test  this  hypothesis.” 

The  data  in  the  subcommittee’s  own  report  on 
mortality  from  hysterectomy,  tonsillectomy,  and 
cholecystectomy  provided  by  the  commission  on 
professional  and  hospital  activities  for  the  first  half 
of  1975  are  worthy  of  note  in  this  regard.1  They  show 
a mortality  rate  of  0.286  per  cent  from  these  proce- 
dures. Using  the  subcommittee’s  own  data  then,  the 
value  0.5  per  cent  appears  to  be  75  per  cent  too  high 
10.5/0.286  = 1.748,  that  is  approximately  75  per  cent 
inflated).  When  this  error  js  combined  with  the  29.5 
per  cent  error  (100  per  cent  minus  29.5  per  cent  = 
70.5  per  cent;  100/70.5=  1.418,  that  is  approximately 
42  per  cent  inflated),  after  only  six  to  nine  months, 
in  the  McCarthy  data,  the  number  1 1,900  is  inflated 
by  148  per  cent  (1 .0  X 1.748  X 1 .418  = 2.479  minus  1.0 


= approximately  148  per  cent  inflated).  The  error 
may  be  much  greater  than  that.  The  editor  of  the 
New  England  Journal  of  Medicine  analyzed  the  data 
for  unnecessary  deaths  due  to  cholecystectomies  and 
found  the  number  stated  in  the  New  York  Times 
series,  which  was  derived  from  the  congressional 
testimony,  to  be  inflated  by  almost  1,000  per  cent.7 

The  degree  to  which  a person  is  truly  knowledge- 
able in  a given  field  can  sometimes  be  determined  by 
the  way  he  evaluates  information  he  has  available 
and  the  conclusions  he  draws  from  that  information. 
A person’s  motives,  on  the  other  hand,  may  be  better 
evaluated  by  finding  out  what  information  he  chooses 
to  withhold  from  his  audience.  Six  months  before 
the  subcommittee  released  its  report,  and  while  the 
hearings  were  still  underway,  an  important  letter  was 
sent  to  Congressman  Moss,  chairman  of  the  sub- 
committee. In  the  letter,  Ralph  Emerson,  M.D., 
President  of  the  Medical  Society  of  the  State  of  New 
York,  presented  Congressman  Moss  with  the  results 
of  a 1968-1969  quality  review  of  cholecystectomy 
operations,  gallbladder,  performed  by  the  State  of 
New  York  Department  of  Health  in  conjunction  with 
the  surgical  departments  of  four  medical  schools  in 
Upstate  New  York.  That  study  led  to  a several-year 
project  directed  by  Dr.  Emerson  to  develop  reliable 
preset  criteria  for  evaluating  the  quality  of  surgical 
care.  The  project  has  been  described  as  the  most 
comprehensive  quality  assessment  study  in  the 
country  by  officials  of  the  U.S.  Department  of 
Health,  Education,  and  Welfare.  That  project  in- 
dicated that  the  incidence  of  unnecessary  operations 
could  not  be  accurately  determined  using  the  meth- 
ods of  the  McCarthy  study.  A recently  published 
report  using  the  methods  from  that  project  has  shown 
the  incidence  of  unjustified  operations  in  833  con- 
secutive major  cases  to  be  less  than  1 per  cent.8  The 
authors  expect  the  incidence  of  unjustified  surgery 
to  be  a few  percentage  points  higher  for  minor  and 
discretionary  procedures.  The  subcommittee  knew 
about  the  Emerson  project  while  its  hearings  were 
underway,  but  no  one  involved  in  the  project  was 
invited  to  testify.  The  Emerson  study  goes  un- 
mentioned in  the  transcript  of  the  hearings  and  in  the 
subcommittee’s  report.  This  kind  of  omission  does 
not  appear  to  be  consistent  with  the  kind  of  thorough 
search  for  facts  needed  to  write  good  legislation. 

The  subcommittee  staff  and  the  Nader  health 
group  chose  to  withhold  relevant  information  pro- 
vided to  them  by  other  people.  It  is  worth  noting 
how  they  handled  data  which  they  gathered  them- 
selves. The  staff  made  a study  of  operations  per- 
formed on  Medicaid  patients.  The  results  of  their 
study  were  attached  to  the  Moss  subcommittee  re- 
port in  a document  entitled  “Preliminary  Report  of 
the  Results  of  a Questionnaire  Sent  to  State  Medi- 
caid Agencies  Concerning  Surgical  Costs  and  Fees.” 
The  report  says  nothing  about  surgical  costs  and  fees. 
Rather,  it  focuses  on  the  frequency  of  certain  surgical 
procedures.  There  were  gross  errors  in  the  document 
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that  were  not  detected  by  the  congressional  staff. 
The  magnitude  of  the  errors  involved  virtually 
physically  impossible  circumstances.  When  some 
obvious  errors  were  investigated  and  pointed  out  to 
the  staff  and  to  Senator  Kennedy  by  an  outside  ob- 
server, Francis  D.  Moore,  M.D.,9  Moseley  Professor 
of  Surgery.  Harvard  Medical  School,  a formal  apol- 
ogy was  sent  from  a member  of  Senator  Kennedy’s 
staff,  Brian  Biles,  M.D.,  acknowledging  the  erroneous 
data.  Astoundingly,  awareness  of  major  errors  in  the 
survey  results  did  not  deter  the  staff  from  including 
those  unqualified  results  in  the  subcommittee’s  re- 
port on  unnecessary  surgery. 

Hysterectomies 

The  subcommittee  staff  reported  an  incidence  of 
hysterectomies  among  Medicaid  recipients  in  Ne- 
vada that  was  ten  times  the  national  incidence.  The 
implication  was  that  physicians  in  Nevada  were 
performing  huge  numbers  of  operations  for  marginal 
or  unacceptable  indications,  far  in  excess  of  valid 
medical  needs.  The  publishing  of  data  known  to  be 
erroneous  appeared  to  be  an  attempt  to  discredit  the 
profession  and  serve  as  justification  for  compre- 
hensive regulation  of  the  medical  profession,  its 
practice,  and  its  fees.  When  Dr.  Moore  became 
aware  of  some  of  the  numbers,  he  couldn’t  believe 
they  were  true.  He  was  concerned  that  someone  on 
Senator  Kennedy’s  staff  might  have  made  an  error, 
or  possibly  falsified  them.  He  contacted  the  Nevada 
Medicaid  offices,  as  well  as  checking  through  other 
professional  sources  in  Nevada.  He  learned  that  the 
Medicaid  office  had  made  an  error  and  had  for- 
warded to  the  subcommittee  staff  the  total  number 
of  billings  for  hysterectomies  by  physicians.  Since 
for  each  hysterectomy  the  surgeon  will  send  one  bill, 
the  anesthesiologist  will  send  a bill,  and  if  there  is  a 
physician  assistant  surgeon  on  the  case,  he  will  send 
a bill,  the  number  of  operations  reported  by  the  staff 
was  inflated  by  a factor  of  at  least  100  per  cent. 
Other  factors  which  are  valid,  but  not  immediately 
obvious,  influence  the  incidence  of  surgery  in  the 
registered  Medicaid  population.  Many  people  who 
could  have  assistance  under  Medicaid  do  not  sign  up 
as  eligible  when  they  need  routine  office  medical  care. 
However,  if  they  need  an  expensive  operation,  they 
register.  Hence,  the  medical  services  provided  for 
the  population  registered  has  an  expected  bias 
toward  an  increased  incidence  of  surgical  procedures 
when  compared  with  the  total  U.S.  population. 
Furthermore,  lower  income  groups  tend  to  begin 
having  children  at  a younger  age,  and  it  is  not  unusual 
for  women  to  have  had  several  children  by  age 
twenty-five.  Since  carcinoma  of  the  cervix  appears 
at  a younger  age  in  women  with  multiple  deliveries 
and  in  those  who  begin  having  children  early,  an  in- 
crease in  the  number  of  hysterectomies  for  early 
carcinoma  in  the  Medicaid  population  would  not  be 
surprising. 

When  one  considers  the  phenomenal  costs  that  a 


government-run  medical  care  system  would  involve, 
and  the  size  of  the  bureaucracy  it  would  require,  it 
would  seem  to  be  very  important  that  the  people 
charged  with  studying  the  potential  problems  and 
costs  of  such  a system  should  be  objective  and  thor- 
ough in  their  investigations  and  studies.  On  page  47 
of  the  hearings,  Mr.  Moffett,  a member  of  the  con- 
gressional staff,  was  primarily  concerned  with  trying 
to  show  that  rampant  male  chauvinism  among  phy- 
sicians is  the  motivation  behind  many  hysterec- 
tomies. This  suggestion  is  similar  to  a theme  which 
is  recurrent  through  much  of  the  recent  criticism  of 
the  medical  profession.  It  states  that  as  consumers 
of  medical  services,  lay  persons  are  relatively  unin- 
formed and  that  consequently  they  must  unques- 
tioningly  follow  their  physicians’  recommendations 
regarding  the  necessity  for  operations.  It  is  implied 
that  physicians  perform  many  unnecessary  opera- 
tions because  nobody  knows  enough  to  object,  and, 
therefore,  the  physicians  make  a lot  of  money,  and 
some  people  suffer  unnecessarily. 

To  help  determine  whether  or  not  this  was  hap- 
pening, a study  was  performed  by  Bunker  and 
Brown.10  They  studied  the  incidence  of  operations 
performed  on  physicians,  lawyers,  businessmen,  and 
their  wives.  They  compared  the  results  with  the  rest 
of  the  country  and  with  England.  Included  in  the 
study  were  female  physicians.  The  authors  of  the 
study  admit  that  they  were  sure  when  they  started 
the  study  that  physicians,  being  as  knowledgeable  as 
they  are  about  the  unpredictable  and  potentially 
tragic  complications  of  surgery,  as  well  as  being  fa- 
miliar with  their  colleagues’  very  human  weaknesses 
of  character  and  skill,  would  certainly  not  submit  to 
an  operation  unless  they  were  convinced  that  the 
benefits  to  them  or  their  wives  would  exceed  the 
risks,  suffering,  and  expense. 

The  abstract  from  that  article  is  reproduced 
below: 

Abstract:  The  alleged  overuse  of  surgical  services  in 
this  country  is  often  attributed  to  lack  of  consumer 
knowledge.  Assuming  that  physicians  possess  such 
knowledge,  we  have  examined  their  utilization  of  sur- 
gical services  and  compared  it  with  that  of  lawyers, 
ministers,  and  businessmen.  Operation  rates  for  phy- 
sicians and  their  spouses  were  found  to  be  as  high  as  or 
higher  than  rates  for  the  other  groups.  Overall  opera- 
tion rates  for  physicians  and  for  the  other  professional 
groups  studied  were  estimated  to  be  25  to  30  per  cent 
higher  than  for  the  country  as  a whole.  We  conclude 
that  the  physician-patient  as  an  informed  consumer 
places  a high  value  on  surgical  care.  The  results  pre- 
sented suggest  that  as  the  public  becomes  more  fully 
informed,  the  demand  for  surgical  services  will  in- 
crease.10 

The  results  of  this  study  are  important  from  two 
points  of  view.  It  strongly  suggests  that  surgeons  are 
not  taking  advantage  of  uninformed  consumer  pa- 
tients since  physicians,  as  the  most  informed  con- 
sumers around,  utilize  surgical  services  substantially 
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more  often  than  the  general  public.  It  also  suggests 
that  services  of  surgeons  will  be  utilized  even  more 
in  this  country  as  the  public  becomes  more  fully  in- 
formed and  affluent.  The  cost  implications  of  this 
in  relation  to  a government-financed  medical  service 
are  obvious.  A federally  run  medical  service  would 
be  more  expensive  and  less  responsive  to  patients’ 
needs  than  any  of  its  advocates  are  likely  to  admit. 

Dr.  Wolfe  of  the  Nader  group  accuses  the  medical 
profession  of  performing  an  excessive  number  of 
hysterectomies  because  there  has  been  an  increase 
in  the  frequency  of  the  operation.  However,  his 
testimony  implies  he  has  no  data  to  support  his 
contention.  On  page  61  of  the  congressional  testi- 
mony, Dr.  Wolfe  states  that  the  “.  . . 25%  increase  in 
hysterectomies  (from  1965-1973)  must  contain 
considerable  amounts  of  unnecessary  surgery.”  He 
implies  the  mere  occurrence  of  an  increase  is  some- 
how damning  prima  facia  evidence.  It  is  not  hard  to 
understand  the  increase  at  all.  If  one  considers  the 
earlier  onset  of  regular  sexual  activity  in  today’s 
women,  and  if  one  considers  that  acceptance  of  hys- 
terectomy partially  reflects  an  increased  general  level 
of  medical  sophistication  of  American  women,  as 
noted  in  female  physicians  and  physicians’  wives,  it 
is  not  surprising  that  the  incidence  of  hysterectomy 
among  the  population  in  general  is  climbing  toward 
that  seen  in  female  physicians. 

The  rise  in  incidence  of  hysterectomies  may  reflect 
much  more  than  a more  informed  public.  In  the 
June  3,  1976,  issue  of  the  New  England  Journal  of 
Medicine,  it  was  reported  that  the  incidence  of  car- 
cinoma of  the  uterus  has  increased  significantly  in 
recent  years.1 1 The  study  reports  that  in  some  areas 
the  increase  has  been  as  high  as  10  per  cent  per  year 
since  1970.  This  article  was  not  available  to  Dr. 
Wolfe  last  year  during  the  hearings,  and  it  needs  to 
be  confirmed  by  other  workers.  However,  if  the  in- 
formation is  confirmed,  it  would  strongly  support  the 
validity  of  the  documented  increased  incidence  of 
hysterectomies. 

A thorough  analysis  of  the  incidence  and  appro- 
priateness of  hysterectomies  was  presented  here  to 
show  the  kind  of  intense  focus  required  to  under- 
stand the  meaning  behind  even  a small  bit  of  the  data 
presented  in  the  July  and  September  hearings. 
Without  doubt,  some  operations  are  performed  for 
weak  or  inadequate  reasons.  Every  profession  has 
its  share  of  dishonest  and  incompetent  members. 
My  point  in  examining  hysterectomies  was  to  show 
how  easy  it  is  to  collect  a body  of  information,  most 
of  which  is  superficially  correct,  some  of  which  is 
erroneous,  some  distorted,  and  interpret  it  in  a biased 
manner  which  reflects  adversely  on  physicians. 

Consequences  of  erroneous  data 

It  is  important  that  the  public  and  the  Congress  he 
prevented  from  being  overwhelmed  by  erroneous  and 
sensationalized  data,  the  object  of  which  is  to  con- 
vince the  country  that  only  by  bringing  the  medical 


profession  under  the  control  of  the  Federal  govern- 
ment can  people  receive  quality  care  at  a reasonable 
price. 

These  initial  hearings  on  unnecessary  surgery  were 
designed  to  show  how  large  amounts  of  money  could 
be  saved  by  regulating  surgery.  They  also  contained 
tactics  apparently  designed  to  weaken  public  confi- 
dence in  the  medical  profession.  Their  goal  seemed 
to  be  to  instill  fears  rather  than  a careful  examination 
of  facts.  A careful  examination  of  as  reliable  infor- 
mation as  we  have  indicates  that  the  number  of  un- 
necessary operations,  unjustified  as  opposed  to  dif- 
ferences of  opinion,  is  quite  small.  Well  thought-out 
ways  to  decrease  it  even  further  will  be  applauded. 
However,  it  is  clearly  unreasonable  to  believe  that 
medical  care  for  all  can  be  financed  by  the  savings 
derived  from  a federally  policed  medical  profession. 
If  errors,  misinterpretations,  and  deliberate  distor- 
tions of  data  occur  on  a similar  scale  when  Congress 
tries  to  project  cost  estimates  for  federally-run 
medical  care,  the  American  people  won’t  know  the 
true  cost  for  several  years,  at  which  time  their  taxes 
or  the  Federal  deficit  will  tell  the  truth  vividly.  We 
are  learning  now — from  the  Social  Security  program 
and  pension  plans  that  government  financing  tends 
to  be  significantly  underestimated.  Once  estab- 
lished, a government-run  medical  system  would 
probably  never  be  dismantled.  Winston  Churchill 
commented  on  this  appropriately  when  he  was  re- 
elected in  1951  and  was  asked  if  he  would  try  to  undo 
the  rash  of  socialistic  legislation  passed  by  his  pre- 
decessors. He  replied,  “Have  you  ever  tried  to  un- 
scramble an  egg?” 

The  concern  which  prompted  me  to  write  this  re- 
port was  that  remarkably  erroneous,  incomplete,  and 
distorted  information,  supposedly  showing  a high 
frequency  of  unnecessary  operations,  was  presented 
in  the  usually  reliable  setting  of  a congressional 
hearing  by  people  who  knew  better.  That  informa- 
tion was  widely  disseminated  in  the  press.  There  are 
two  unfortunate  possible  results.  First,  congressmen 
and  senators  may  vote  unwisely  for  legislation 
prompted  by  that  information.  Second,  patients  all 
over  the  country  may  lose  confidence  in  their  physi- 
cians because  of  the  newspaper  stories  based  on  the 
congressional  testimony.  This  could  cause  patients 
to  defer  operations  for  conditions  where  delay  of 
operation  could  have  serious  consequences.  Finally, 
as  a citizen,  I have  to  wonder  at  the  apparent  double 
standard  that  seems  to  exist  when  testimony  is  pre- 
sented at  congressional  hearings.  If  any  ordinary 
citizen  presented  information  as  inaccurate  as  the 
Moss  subcommittee  congressional  staff  or  the  Ralph 
Nader  health  group,  they  would  be  in  trouble. 

Conclusion 

In  closing,  it  seems  appropriate  to  consider  the 
criteria  by  which  one  does  or  does  not  measure  the 
performance  of  some  other  professional  activities. 
Does  one  consider  it  valid  to  determine  that  a piece 
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of  legislation  passed  by  the  House  of  Representatives 
is  unnecessary  because  the  Senate  fails  to  pass  it?  1 
do  not.  Would  one  measure  the  competence  of  a 
Supreme  Court  justice  by  the  frequency  with  which 
he  sides  with  the  majority  opinion?  I would  not.  Is 
it  any  more  logical,  then,  to  equate  initial  differences 
of  opinion  with  unnecessary  or  unjustified  sur- 
gery? 

I submit  that  the  Moss  subcommittee  report 
measuring  differences  of  opinion  is  not  a measure  of 
right  ness  or  wrongness  of  surgical  decisions,  nor  is  it 
a measure  of  competence  or  incompetence.  It  is, 
rather,  a reflection  of  the  difficulty  of  precisely 
evaluating  imprecise  information.  This  is  not  an 
impossibly  difficult  distinction  to  understand.  The 
fact  is,  that  the  Moss  subcommittee  report  was  not 
a measure  of  unnecessary  surgery.  I know  it,  Senator 
Kennedy’s  staff  knows  it,  Dr.  McCarthy  knows  it,  the 
Nader  health  group  knows  it,  and  now,  I hope,  you 
know  it  too. 

The  reasonableness,  the  justifiableness,  the  ne- 
cessity of  a given  medical  decision  can  only  be  eval- 
uated by  preset  criteria.  Who  would  think  of  re- 
solving a difference  of  opinion  between  Denton 
Cooley,  M.D.,  and  Michael  DeBakey,  M.D.,  the  fa- 
mous heart  surgeons,  on  the  basis  of  who  spoke  sec- 
ond? 

In  their  lack  of  understanding  that  medical  deci- 
sions must  be  measured  by  preset  criteria,  the  Moss 
subcommittee  and  the  Nader  health  group  exhibit 

The  following  is  a verbatim  quotation  of  a letter 
from  Karl  Pfuetze,  M.D.,  to  Congressman  John  E. 
Moss  of  the  United  States  House  of  Representatives, 
and  its  publication  seems  appropriate  to  follow  the 
article  in  this  issue  by  Dr.  Pfuetze. 

Unnecessary  surgery 

Dear  Congressman  Moss:  I have  recently  received  your 
letter  requesting  the  documentation  on  which  I based  my 
analysis  entitled  “Evidence  For  Scientifically  Dishonest 
Testimony  in  the  Moss  Subcommittee  Hearings  on  Un- 
necessary Surgery.”  I have  enclosed  the  most  important 
documents  with  this  letter  (those  individuals  who  receive 
copies  of  this  letter  in  the  form  of  a mailgram  can  obtain 
the  documents  by  writing  to  my  office). 

The  most  important  article  I have  enclosed  is  important 
because  it  relates  to  the  most  fundamental  error  in  your 
subcommittee  hearings.  That  error  is  an  error  no  research 
scientist  would  ever  make,  but  a group  of  young  lawyers 
(your  staff)  investigating  medical  science  did  make.  It 
relates  to  the  critically  important  question  that  your  sub- 
committee never  asked.  That  question  runs  as  follows: 
What  would  happen  if  100  patients  with  a health  problem 
that  could  be  treated  medically  or  surgically  are  sent  ran- 
domly to  any  one  of  several  highly  trained,  well-known 
surgeons  (for  example  members  of  a medical  school  staff)? 
After  each  patient  has  been  thoroughly  evaluated,  in- 
cluding history,  physical  exam,  x-rays,  and  laboratory  data, 
the  first  physician  who  sees  each  patient  decides  whether 
the  best  way  to  manage  the  patient’s  problem  is  medical 
or  surgical.  What  if  each  patient  is  sent  randomly  to  one 


a lack  of  intellectual  sophistication  which  is  alarming 
considering  the  importance  of  their  undertaking.  As 
mentioned  previously,  the  Moss  subcommittee  chose 
to  ignore  the  nation’s  most  comprehensive  effort  to 
develop  and  apply  such  present  criteria,  the  Emerson 
study. 

6100  Mart  way 
Mission,  Kansas  66202 
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of  the  other  highly  qualified  physicians  for  a similar  eval- 
uation and  a decision  regarding  whether  to  manage  the 
patient  medically  or  surgically?  The  physicians  in  this 
study  should  be  on  a fixed  salary  so  that  no  one  could  claim 
they  recommended  surgery  for  their  own  personal  gain. 
Ask  yourself,  what  would  be  the  frequency  of  differences 
of  opinion  regarding  whether  to  recommend  surgical  or 
medical  treatment?  Before  answering,  let  me  remind  you 
that  the  methodology  used  by  your  subcommittee  was 
based  on  the  assumptions  that  (1)  Your  second  opinion 
consultant  never  erred  and  (2)  A difference  of  opinion  re- 
garding surgery  was  equal  to  “unnecessary  surgery.”  By 
unnecessary  surgery  it  was  clear  your  subcommittee  and 
Ralph  Nader’s  Health  Group,  who  advised  you,  meant 
exploitive  surgery,  surgery  done  without  a widely  accept- 
able reason,  surgery  for  the  benefit  of  the  surgeon,  not  the 
patient.  This  was  your  message  and  the  message  trans- 
mitted in  the  press  to  the  people  of  this  country. 

To  answer  the  above  question,  “What  is  the  frequency 
of  honest  differences  of  opinion  in  the  practice  of  medicine 
or  surgery  among  well  trained  physicians  whose  only  mo- 
tive is  the  patient’s  best  interest  with  no  financial  gain  in- 
volved,” the  answer  is  about  15  per  cent.  In  other  words, 
just  about  what  your  subcommittee  measured.  Let  me 
give  you  a clinical  example  which  the  photographer  from 
Time  magazine,  who  recently  photographed  me  for  an  ar- 
ticle on  this  subject,  stated  made  the  error  in  your  sub- 
committee hearings  very  clear  to  him. 

If  100  women  develop  a worrisome  lump  in  their  breasts 
and  go  to  surgeon  “A”  for  evaluation,  surgeon  “A”  may 
decide  after  careful  palpation  of  those  lumps  that  ap- 
proximately 40  of  them  have  characteristics  of  firmness, 
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size,  or  fixation  that  suggest  to  him  the  possibility  of  cancer 
and  he  will  recommend  that  an  open  biopsy  be  performed. 
Keep  in  mind  that  breast  masses  may  be  due  to  a variety 
of  causes.  They  vary  in  size,  shape,  consistency,  and  with 
the  day  of  the  month.  They  may  be  cystic,  they  may  be 
inflammatory,  they  may  be  malignant,  or  just  normal  tis- 
sue. If  these  100  women  now  see  surgeon  “B”  and  have  a 
similar  evaluation,  there  is  no  way  that  surgeon  “B”  will 
be  able  to  pick  out  exactly  the  same  40  lumps.  Surgeon 
“B”  may  only  pick  out  35  lumps,  or  perhaps  42  as  having 
characteristics  which,  in  his  experience,  suggest  a biopsy 
should  be  done.  If  the  exam  was  done  blindly,  I doubt  that 
Surgeon  “B”  himself  could  pick  out  exactly  the  same  40  or 
so  lumps  he  first  selected  from  that  group  of  100  patients 
if  he  himself  repeated  the  examination  of  the  same  100 
patients  one  month  later.  I ask  you  Congressman  Moss, 
is  this  measure  of  differences  of  opinion  a measure  of  un- 
necessary surgery?  Is  this  a measure  of  exploitive  surgery? 
Is  it  in  any  way  a measure  of  the  professional  competence 
or  concern  of  two  physicians  that  their  palpating  hand  is 
not  a precise  enough  diagnostic  instrument  to  pick  out, 
independently,  exactly  the  same  40  lumps?  Obviously  not. 
And  yet  your  subcommittee  used  a measure  of  differences 
of  opinion,  multiplied  times  the  total  number  of  operations 
performed  in  the  United  States  in  one  year  times  an  ad- 
mitted guess  at  surgical  mortality  to  arrive  at  the  conclu- 
sion that  surgeons  in  the  United  States  were  causing  the 
“unnecessary”  deaths  of  11,900  persons  yearly.  Is  there 
any  wonder  that  the  medical  profession  is  upset  at  the 
methods  of  your  subcommittee. 

Most  nonphysicians  and  physicians  who  have  had  the 
opportunity  to  think  about  this  problem  agree  that  the 
conclusions  of  your  subcommittee  must  be  considered  ei- 
ther “scientifically  dishonest,”  or  (and  perhaps  this  is  the 
case)  merely  the  mistaken  conclusions  of  young  lawyers 
trying  to  serve  the  public,  but  not  really  understanding  the 
nature  of  the  problem  they  were  trying  to  evaluate. 

The  article  I have  enclosed,  which  demonstrates  that  15 
to  17  per  cent  is  probably  close  to  the  normal  incidence  of 
differences  of  opinion  between  competent  physicians,  was 
carried  out  at  the  world  famous  Massachusetts  General 
Hospital  in  Boston.  That  article,  which  appeared  in  the 
journal  Circulation,  April,  1976,  has  a bibliography  of  other 
studies  on  the  subject  of  differences  of  opinion.  It  is  un- 
fortunate that  none  of  these  studies  were  evaluated  by  your 
subcommittee.  That  study  examined  differences  of 
opinion  of  coronary  arteriograms.  The  four  physicians 
involved  were  senior  members  of  the  teaching  staff  at  the 
Massachusetts  General  Hospital  (i.e.,  not  interns  or  resi- 
dents). Usually,  when  deciding  if  a given  area  of  arterial 
narrowing  should  have  a surgical  bypass,  these  four  men 
view  films  together.  They  became  interested  in  knowing 
what  differences  of  opinion  would  occur  if  they  viewed  the 
films  independently.  The  incidence  of  surgically  signifi- 
cant differences  of  opinion  regarding  a particular  area  of 
narrowing  shown  by  that  study  was  in  the  10  to  20  per  cent 
range.  Other  studies  similar  to  this  have  been  done  in 
other  areas  of  medicine.  Your  subcommittee  was  aware 
of  this  but  I am  sure  you  did  not  relate  the  information  to 
any  reporters. 

So,  Congressman  Moss,  you  may  say  to  me,  “But  Doctor 
Pfuetze,  if  1 0 to  20  per  cent  is  the  normal  range  of  honest 
differences  of  opinion,  and  you  subtract  that  from  the  12 
per  cent,  which  I stated  in  my  recent  letter  to  you  may  be 
a more  accurate  estimate  of  unnecessary  surgery  than  the 
original  1 7 per  cent  figure  from  our  hearings,  you  wind  up 
with  essentially  0 per  cent  unnecessary  surgery.  Nobody 


believes  that.  I would  answer,  “Your’re  exactly  right 
Congressman  Moss,  you  have  correctly  concluded  that 
measuring  differences  of  opinion  is  not  a useful  or  accurate 
way  to  pinpoint  those  operations  being  performed  for 
reasons  that  a significant  majority  of  responsible  physicians 
would  feel  are  inadequate  and  not  in  the  best  interest  of  the 
patient.  In  order  to  pinpoint  and  tabulate  irresponsible 
or  unnecessary  operations,  preset  criteria  must  be  used. 
Every  operation  must  be  evaluated  in  the  light  of  those 
criteria  to  determine  if  the  operation  is  “necessary.”  I will 
remind  you  that  your  subcommittee  chose  not  to  hear 
testimony  regarding  the  nation’s  most  extensive  study 
utilizing  preset  criteria  to  evaluate  surgical  procedures. 
You  and  your  staff  were  informed  of  this  study  by  Doctor 
Ralph  Emerson,  President  of  the  New  York  State  Medical 
Society  and  Dr.  Theodore  Cooper,  Assistant  Secretary  for 
Health,  Department  of  Health,  Education,  and  Welfare. 
That  study,  the  Emerson  Study,  has  been  under  way  for 
over  five  years  and  involves  the  efforts  of  four  Upstate  New 
York  Medical  Schools,  the  New  York  Department  of 
Health,  and  the  New  York  State  Medical  Society.  The 
incidence  of  major  operations  performed  for  inadequate 
reasons  as  shown  by  that  study  was  less  than  1 per  cent. 
The  incidence  of  unnecessary  minor  operations  (where  the 
mortality  rate  is  very  low)  is  probably  around  2 to  4 per 
cent.  This  would  indicate  that  your  subcommittee  inflated 
its  widely  publicized  data  on  unnecessary  surgery,  unnec- 
essary cost,  and  unnecessary  deaths,  by  as  much  as  450  per 
cent  to  over  1,700  per  cent. 

The  above  mistaken  assumptions  of  (1)  assuming  that 
a second  opinion  consultant  selected  specifically  to  de- 
crease the  occurrence  of  “unnecessary”  surgery  never  errs 
in  his  opinion  and  (2)  that  a difference  of  opinion  between 
that  consultant  and  the  original  physician  equals  exploi- 
tive, irresponsible  surgjry  are  not  the  only  major  errors 
your  subcommittee  made.  I will  once  again  give  you  a 
clinical  example  to  illustrate  my  point.  If  a patient  has 
severe  narrowing  of  the  valve  leading  out  of  the  heart 
(aortic  stenosis),  and  is  having  recurrent  fainting  with  mild 
exertion,  there  would  be  almost  zero  per  cent  differences 
of  opinion  among  cardiologists  regarding  the  patient’s  need 
for  aortic  valve  replacement.  If,  on  the  other  hand,  a pa- 
tient wants  a facelift,  or  a hair  transplant,  you  might  have 
a 40  per  cent  incidence  of  differences  of  opinion  as  to 
whether  the  operation  was  “necessary.”  A second  opinion 
consultant,  whose  job  it  is  to  control  “unnecessary”  surgery 
for  a union  health  plan  or  for  a nationwide  government  run 
national  health  insurance  plan,  might  feel  that  almost  no 
facelifts  are  “necessary.”  There  is  at  least  one  United 
States  senator  who  would  have  been  very  reluctant  to  let 
a United  States  medical  regulatory  agency  make  this  de- 
cision regarding  a facelift  and  hair  transplant  for  him.  He 
apparently  felt  that  his  facelift  and  hair  transplant  were 
very  necessary.  I personally  felt  he  looked  very  distin- 
guished even  before  his  operation.  The  McCarthy  Study, 
which  your  subcommittee  used  to  estimate  “unnecessary” 
surgery  in  this  entire  country,  was  not  representative  of  the 
whole  country  in  terms  of  the  kinds  of  operations  per- 
formed. There  were  many  operations  in  that  study  where 
a difference  of  opinion  is  common.  There  were  no  emer- 
gency operations  included  in  that  study  when  differences 
of  opinion  may  be  less. 

You  may  ask  me,  Congressman  Moss,  what  I personally 
favor  to  assure  that  operations  are  performed  for  valid 
reasons  with  the  best  interest  of  the  patient  in  mind.  First 
of  all,  I do  favor  having  second  opinions  available  to  pa- 
tients at  their  request  at  no  extra  cost  through  the  usual 
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insurance  coverage  mechanisms.  I even  favor  third 
opinions  at  the  patient’s  request.  After  all,  what  is  a pa- 
tient to  do  if  one  physician  says  operate  and  a second  says 
don’t  operate.  It  is  worth  commenting  here  that  a large 
percentage  of  all  operations  being  done  in  this  country 
probably  have  already  occurred  only  after  consultation  by 
two  or  more  physicians.  This  is  especially  true  of  heart 
operations,  neurosurgical  operations  and  gastrointestinal 
operations.  One  of  these  two  physicians  is  usually  a non- 
surgeon, i.e.  a cardiologist  (such  as  myself),  a neurologist, 
or  a gastroenterologist.  This  point  has  been  emphasized 
by  Dr.  Francis  D.  Moore,  professor  of  surgery  at  Harvard 
University  Medical  School.  The  nonsurgical  specialist 
involved  in  these  cases  tend  to  be  conservative  and  do  not 
request  surgery  unless  they  are  convinced  that  their  own 
efforts  at  medical  treatment  are  not  helping  the  patient 
adequately.  1 should  tell  you  that  when  medical  and  sur- 
gical doctors  consult  on  a possible  operation,  it  is  frequently 
the  surgeon  who  is  the  more  conservative.  After  all,  if 
something  goes  wrong  and  the  patient  is  made  worse  or 
expires  from  surgical  complications,  the  surgeon  must  live 
with  his  own  conscience.  Another  observation  is  also 
pertinent.  If  a surgeon  gets  a reputation  for  operating  ir- 
responsibly, his  referrals  from  nonsurgeons,  i.e.  general 
practitioners  and  medical  specialists,  will  fall  off  rapidly. 
Second,  I favor  further  development  and  expansion  of  the 
process  of  review  of  all  major  and  possibly  some  minor 
operations  by  the  process  of  comparison  with  preset  cri- 
teria. Third,  I think  it  is  worth  mentioning  that  in  this 
country  it  is  not  uncommon  for  our  courts  to  reverse  dis- 
ciplinary proceedings  by  hospitals  against  members  of  their 
staff.  Leniency”  by  our  courts  is  a problem  affecting 
medical  cases  as  well  as  criminal  cases.  Unless  responsible 
physicians  can  know  that  the  courts  will  support  them 
when  they  vote  to  suspend  staff  privileges  of  an  irrespon- 
sible physician  it  is  difficult  to  protect  the  public  as  effec- 
tively as  all  responsible  physicians  would  like. 

Congressman  Moss.  I tnink  you  might  be  surprised  at 
how  rapidly  and  enthusiastically  the  medical  profession 
would  cooperate  with  you  in  this  matter  of  studying  the 


The  following,  by  Francis  D.  Moore,  M.D.,  Elliott  Carr 
Cutler  Professor  of  Surgery  at  Harvard  Medical  School  and 
surgeon  at  Peter  Bent  Brigham  Hospital,  seems  quite  ap- 
propriate to  the  above  presentations  and  is  quoted  from 
a letter  by  him: 

“. . . . Namely,  that  at  least  half  of  them  are  done  after 

the  second  opinion.  There  is  an  intrinsic  second  opinion 


problem  of  unnecessary  surgery  if  you  could  convincingly 
demonstrate  that  you  are  interested  in  facts  and  in  hearing 
all  points  of  view.  I think  that  public  acknowledgment  by 
yourself  of  two  specific  points  would  go  a long  way  toward 
this  goal  of  mutual  understanding  and  trust.  (1)  A mea- 
surement of  differences  of  opinion  is  not  a measurement 
of  operations  that  are  done  without  the  patient’s  welfare 
as  the  paramount  consideration  or  of  operations  done  for 
medically  inadequate  reasons.  (2)  A much  better  way  of 
pinpointing  unnecessary  surgery  is  review  of  all  operations 
by  preset  criteria.  The  presence  of  such  a mechanism  in 
conjunction  with  second  and  third  opinions  at  no  extra  cost 
if  desired  by  the  patient,  would  have  a powerful  effect  on 
decreasing  even  further  the  present  reasonably  low  level 
of  unnecessary  surgery.  1 hope  we  can  continue  to  corre- 
spond. I cannot  help  but  think  that  a really  responsible 
piece  of  legislation  could  result  from  your  efforts  which 
would  improve  the  quality  of  surgery  in  this  country  even 
further.  However,  there  are  some  very  big  gaps  in  com- 
munication which  must  be  repaired  first.  Attention  to  the 
two  points  I have  mentioned  would  go  a long  way  towards 
reestablishing  productive  communication  with  the  medical 
profession. 

I am  sending  a copy  of  this  letter  to  all  members  of  the 
House  of  Representatives,  some  senators,  and  a number 
of  newspapers  and  magazines  including  Time  magazine. 
I am  sending  it  by  Mailgram  to  five  people  I particularly 
want  to  contact  promptly.  You  had  not  received  my  pre- 
vious letter  prior  to  receiving  it  from  a journalist  because 
I am  addressing  these  1,000  letters  by  hand  and  due  to  my 
recent  move  to  Kansas  City,  I have  not  had  time  to  send 
them  to  but  a few  members  of  the  House  of  Representa- 
tives yet.  About  250  letters  have  been  mailed  to  senators, 
journalists  and  physicians. 

I would  very  much  like  to  hear  from  you  regarding  this 
response  to  your  recent  letter  to  me. 

KARL  D.  PFUETZE,  M.D. 

6100  Martway 
Mission , Kansas  66202 


process  in  all  neurological  surgery,  gastrointestinal  surgery, 
cardiac  surgery,  in  much  pulmonary  surgery,  and  arthritis 
surgery.  This  arises  from  the  fact  that  the  patient  is  seen 
jointly  and  handled  collaboratively  by  a physician  and  a 
surgeon  both  expert  in  the  field. 

It  is  therefore  not  possible  to  multiply  the  remaining 
universe  of  surgery  by  the  15%  factor,  since  many  of  those 
operations  have  already  been  'through  that  process.’  ” 
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Many  factors  have  been  responsible  for  the  dra- 
matic fall  in  the  maternal  mortality  rates  in  this 
country  and  in  New  York  State  during  the  past  thirty 
years.  Reduction  of  maternal  mortality  has  been 
directly  related  to  medical  advances  and  changing 
concepts  in  the  discipline  of  obstetrics  and  gynecol- 
ogy. The  expansion  of  maternal  health  programs, 
increased  availability  of  prenatal  care,  and  liberal- 

* Supported  by  State  of  New  York  Department  of  Health, 
Contract  C-15025  and  C-17789. 


FIGURE  1 . Geographic  designation  of  maternal  death  study 
regions. 


FIGURE  2.  Graph.  (A)  Yearly  birth  rate  by  region.  (B) 
Yearly  maternal  death  rate  by  region. 


ization  of  the  State  abortion  law  have  been  major 
influences  decreasing  maternal  mortality  rates.  The 
fact  that  most  deliveries  now  occur  in  hospitals  where 
supervision  and  specialized  obstetric  care  are  avail- 
able has  been  an  important  consideration  in  the  re- 
duction of  maternal  mortality. 

However,  new  technics  and  advanced  obstetric 
management  have  created  new  risks  and  revived 
some  old  ones.  For  this  reason,  it  is  desirable  to  carry 
out  maternal  mortality  studies  on  a yearly  basis  to 
determine  whether  or  not  improvement  has  pro- 
gressed at  an  acceptable  rate  and  which  major  causes 
of  maternal  death  deserve  special  study. 

This  report  is  based  on  maternal  deaths  occurring 
in  New  York  State,  exclusive  of  New  York  City.  The 
statistical  computations  of  rates  have  been  based  on 
186  maternal  death  certificates  received  for  the  pe- 
riod 1970  to  1975.  However,  special  category  anal- 
yses have  been  based  on  those  134  maternal  deaths 
with  completed  case  reports  received  to  date.  Owing 
to  the  number  of  case  reports  outstanding,  region  12 
has  not  been  included  in  the  analysis  section  of  this 
report. 

As  in  the  past,  preliminary  analyses  of  maternal 
deaths  have  been  completed  by  the  regional  consul- 
tants, and  final  review  and  classification  of  these 
cases  have  been  conducted  by  the  chairman  of  the 
Maternal  and  Child  Welfare  Committee  of  the 
Medical  Society  of  the  State  of  New  York. 
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Regions 

The  following  are  a list  of  counties  that  comprise 
the  maternal  death  study  regions  of  New  York  State, 
exclusive  of  region  1,  greater  New  York  (Fig.  1). 


Region  2 

Nassau 

Suffolk 

Region  8 

Cayuga 

Cortland 

Hamilton 

Region  3 

Dutchess 

Orange 

Putnam 

Rockland 

Ulster 

Herkimer 

Madison 

Oneida 

Onondaga 

Westchester 

Region  9 

Broome 

Chenango 

Region  4 

Fulton 

Montgomery 

Schoharie 

Schenectady 

Delaware 

Otsego 

Sullivan 

Tioga 

Region  5 

Albany 

Columbia 

Greene 

Rensselaer 

Saratoga 

Warren 

Washington 

Region  10 

Livingston 

Monroe 

Ontario 

Orleans 

Seneca 

Wayne 

Yates 

Region  6 

Clinton 

Essex 

Franklin 

Region  11 

Allegany 

Chemung 

Schuyler 

Steuben 

Region  7 

Jefferson 

Lewis 

Tompkins 

Oswego 
St.  Lawrence 

Region  12 

Cattaraugus 

Chautauqua 

Erie 

Genesee 

Niagara 

W'yoming 

Figure  1 represents  the  geographic  designations  of 
these  regions.  Figure  2 demonstrates  the  changing 
birth  rates  and  maternal  mortality  rates  by  region  for 
1970  to  1974.  Figure  3 represents  the  birth,  fetal 
mortality,  and  maternal  mortality  rates  for  the  State 
from  1970  to  1974.  Figure  4 illustrates  population 
density  versus  maternal  deaths  in  New  York  State 
by  region. 

Criteria  for  review 

Cause  of  death.  As  suggested  in  the  Interna- 
tional Classification  of  Diseases,  “Symptoms  or 
modes  of  dying  such  as  heart  failure  . . . are  not  con- 
sidered to  be  causes  of  death  for  statistical  purposes.” 
Therefore,  maternal  deaths  in  this  study  are  tabu- 
lated by  the  underlying  cause  of  death. 

Classification  and  preventability.  Maternal 
deaths  have  been  classified  according  to  The  Amer- 
ican College  of  Obstetricians  and  Gynecologists’ 
publication,  Obstetric-Gynecologic  Terminology. 

A direct  maternal  death  is  an  obstetric  death  re- 
sulting from  obstetric  complications  of  the  pregnancy 


FIGURE  3.  New  York  State  birth,  fetal  mortality  and  ma- 
ternal mortality  rates  from  1970  to  1974,  exclusive  of  New 
York  City. 


SCmaternai  deaths  by  Region  fboied  on  ‘o'ol  mofernol  deofkt  1970  - 1975) 

FIGURE  4.  Population  density  versus  maternal  deaths  in 
New  York  State  by  region. 

state,  labor,  or  puerperium — from  interventions, 
omissions,  incorrect  treatment,  or  a chain  of  events 
resulting  from  any  of  these.  Indirect  maternal 
death  is  an  obstetric  death  resulting  from  previously 
existing  disease,  or  disease  that  developed  during 
pregnancy,  labor,  or  the  puerperium;  it  is  not  directly 
due  to  obstetric  causes,  but  is  aggravated  by  the 
physiologic  effects  of  pregnancy.  Nonmaternal 
death  is  an  obstetric  death  resulting  from  accidental 
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or  incidental  causes  not  related  to  the  pregnancy  or 
its  management. 

Preventable  maternal  deaths  are  due  to  inade- 
quate care,  inadequate  facilities  in  obstetric  units, 
inadequate  facilities  in  other  maternal  services  before 
admission  to  the  unit,  or  adverse  conditions  in  the 
community,  for  example,  inadequate  transportation, 
lack  of  confidence  in  maternity  service,  or  the  pa- 
tient’s failure  to  seek  or  accept  advice  or  treatment. 
Nonpreventable  maternal  deaths  are  due  to  irre- 
versible causes,  such  as  advanced  chronic  nephritis, 
severe  cardiac  diseases,  and  automobile  accidents. 
Unexplained  maternal  deaths  are  those  for  which 
the  cause  of  death  is  unknown. 

Using  the  preceding  terminology,  maternal  deaths 
from  1970  to  1975  have  been  classified  as  follows  and 
reported  by  per  cent: 


Direct  maternal  death 

70.89 

Indirect  maternal  death 

23.13 

Nonmaternal  death 

5.97 

Preventable  maternal  death 

80.59 

Nonpreventable  maternal  death 

14.17 

Unexplained  maternal  death 

5.22 

Of  the  case  reports  received  since  1970,  79.1  per 
cent  were  accompanied  by  autopsy  reports  which 
represents  a decrease  from  82.5  per  cent  as  stated  in 
last  year’s  report,  1970  to  1974. 

Table  I is  a composite  of  the  number  and  per  cent 
of  maternal  deaths  by  category  classification. 


TABLE  I.  Maternal  mortality  by  cause  of  death 
(1970-1975) 


Category 

Number 

Per  Cent 

Pulmonary  embolism 

14 

10.4 

Amniotic  fluid  embolism 

9 

6.7 

Air  embolism 

1 

0.7 

Spontaneous  abortion 

1 

0.7 

Elective  abortion 

2 

1.5 

Nontherapeutic  abortion 

4 

3.0 

Ectopic  pregnancy 

12 

8.9 

Trophoblastic  disease 

1 

0.7 

Abruptio  placenta 

4 

3.0 

Uterine  hemorrhage 

5 

3.7 

Ruptured  uterus 

8 

6.0 

Preeclampsia 

3 

2.2 

Eclampsia 

6 

4.5 

Septicemia 

6 

4.5 

Anesthesia 

13 

9.7 

Cardiac  arrest 

3 

2.2 

Congenital  heart  disease 

2 

1.5 

Cardiovascular 

6 

4.5 

Cerebrovascular 

6 

4.5 

Respiratory 

5 

3.7 

Metabolic 

1 

0.7 

Gastrointestinal 

6 

4.5 

Liver,  biliary,  spleen 

6 

4.5 

Infectious  and  parasitic 

1 

0.7 

Blood  dyscrasia 

1 

0.7 

Neoplasms 

3 

2.2 

Drug  intoxication 

1 

0.7 

Accidents,  suicides,  murders 

4 

3.0 

TOTALS 

134 

99.6 

Changing  trends  in  maternal  death 

Until  the  late  1950s  the  classic  triad  of  toxemia, 
hemorrhage,  and  sepsis  constituted  the  principal 
causes  of  maternal  death.  A changing  pattern  in 
New  York  State  is  demonstrated  in  that  anesthesia 
and  embolism  have  been  the  leading  causes  of  death 
since  1970.  The  following  table  lists  the  leading 
causes  of  maternal  death  by  year. 


1970  EMBOLISM 

Ruptured  uterus 
Cardiovascular 

1971  ANESTHESIA 

Embolism 

Abortion 

1972  ANESTHESIA 

Embolism 
Abruptio  placenta 


1973  EMBOLISM 

Ectopic  pregnancy 
Uterine  hemorrhage 
and  respiratory 

1974  EMBOLISM 

Septicemia 

1975  EMBOLISM 

Uterine  hemorrhage 
Hypertensive  states 
of  pregnancy 


Leading  cause  of  death  has  been  analyzed  even 
further  according  to  gravidity  and  age  groups  (Fig. 
5). 


Regional  analysis 

Based  on  final  diagnosis  after  review  of  each  case 
report,  the  leading  cause  of  maternal  death  by  region 
was  determined  and  is  illustrated  in  Figure  6.  Three 
regions  demonstrated  no  leading  cause  of  death  since 
cases  were  evenly  distributed  among  the  categories. 
Those  regions  reporting  the  highest  per  cent  of 
mortality  within  each  category  are  noted  in  Figure 
7. 


Analysis  by  maternal  death  category 

Since  anesthesia,  abortion,  ectopic  pregnancy, 
ruptured  uterus,  septicemia,  hypertensive  states  of 
pregnancy,  and  embolism  represent  58.9  per  cent  of 
maternal  deaths  in  this  study,  the  following  are  brief 
remarks  on  topics  of  interest  within  these  catego- 
ries. 

Embolism.  Of  the  group  of  24  embolisms,  14  were 
pulmonary,  9 were  amniotic  fluid,  and  1 was  reported 
as  air  embolism.  Autopsy  reports  accompanied  79.2 
per  cent  of  the  cases.  All  cases  of  embolism  seemed 
more  or  less  evenly  distributed  among  the  various  age 
groups  with  the  exception  of  the  g nineteen  years  age 
category.  No  embolisms  occurred  in  this  group. 

Induction  and  stimulation  of  labor  occurred  in  37.5 
per  cent  of  cases.  Two  of  these  women  were  primip- 
aras,  while  gravidity  was  recorded  in  the  other  7 
women  as  3,  4,  5,  7,  8,  10,  and  11.  Length  of  labor 
ranged  from  three  to  twelve  hours  with  the  exception 
of  one  primipara  with  a twenty-two-hour  labor.  This 
patient  was  epileptic  and  obese  with  cephalopelvic 
disproportion  not  diagnosed  until  twenty-two  hours 
of  labor. 

Amniotic  fluid  embolism.  Following  the  pattern 
stated  in  obstetric  and  gynecologic  textbooks  that 
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MATERNAL  MORTALITY 


LEADING  CAUSE  BY  GRAVIDITY 
1970  - 1975 


LEADING  CAUSE  BY  AGE  GROUPS  GRAPH  V 

1970  - 1975 


FIGURE  5.  Maternal  mortality  graphs.  (A)  Leading  cause  by  gravidity  from  1970  to  1975.  (B)  Leading  cause  by  age  groups 
from  1970  to  1975. 


FIGURE  6.  Leading  cause  of  maternal  mortality  by  region 
from  1970  to  1975. 


amniotic  fluid  embolism  occurs  more  frequently  in 
the  white  multipara  at  term,  55.5  per  cent  of  women 
in  this  category  were  white  multipara  and  the  ma- 
jority were  at  term  gestation  or  post  term. 

Pulmonary  embolism.  Pulmonary  embolism  is 
more  frequently  associated  with  operative  than  with 
spontaneous  deliveries.  In  this  series,  the  distribu- 
tion was  operative,  42.8  per  cent;  spontaneous,  21.4 
per  cent;  termination  of  pregnancy  resulting  in 
abortion,  14.3  per  cent;  and  21.4  per  cent  were  not 
recorded  or  were  dead  on  arrival  at  the  hospital. 

For  all  types  of  embolism,  pregnancy  outcome  was 
as  follows:  14  liveborn  infants  (58.3  per  cent),  1 

neonatal  death  (4.2  per  cent),  5 undelivered  (20.8  per 


0 10  20  30  40  5 0 60 

Percent 


FIGURE  7.  Per  cent  of  maternal  mortality  within  selected 
categories  by  region  from  1970  to  1975. 

cent),  2 abortions  (8.3  per  cent),  and  2 not  recorded 
(8.3  per  cent). 

Preventability  was  determined  by  the  committee 
to  be  at  66.7  per  cent  for  all  embolisms. 

Ruptured  uterus.  Rupture  of  the  uterus  during 
pregnancy  is  unusual,  and  the  rupture  is  nearly  al- 
ways identified  at  the  site  of  a previous  operation  or 
injury.  Because  of  its  increasing  popularity,  cesarean 
section  has  been  stated  to  be  the  most  common  cause 
of  rupture.  However,  no  prior  cesarean  sections  were 
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reported  in  this  group  of  women.  Of  the  8 cases  of 
ruptured  uterus  in  this  series,  2 were  undelivered,  1 
was  a low  midforceps  operation,  2 were  delivered 
spontaneously,  and  3 were  perforations,  (1  due  to  a 
dilatation  and  curettage  for  bleeding  in  early  preg- 
nancy, 1 due  to  a nontherapeutic  abortion,  and  1 due 
to  dilatation  and  curettage  three  days  postpartum  for 
a retained  placenta). 

Three  (60  per  cent)  of  the  five-term  gestations 
received  medical  or  surgical  stimulation  of  labor. 
Gravidities  of  these  women  were  reported  as  3,  5,  and 
10.  All  cases  of  rupture  of  the  uterus  were  classified 
as  preventable. 

Hypertensive  states  of  pregnancy.  There  are 
certain  vascular  derangements  that  either  antedate 
or  arise  in  pregnancy  or  the  early  puerperium  that 
have  been  designated  as  the  toxemias  of  pregnancy, 
EPH  (edema,  proteinuria,  hypertension)  complex, 
gestosis,  and  other  terms.  These  generic  terms  have 
grouped  together  several  conditions  that  have  been 
characterized  by  hypertension  sometimes  associated 
with  proteinuria,  edema,  convulsions,  coma,  and 
other  signs.  Because  these  terms  have  been  all- 
inclusive,  discrepancies  in  statistical  reporting  have 
occurred.  The  Committee  on  Terminology  of  The 
American  College  of  Obstetricians  and  Gynecologists, 
after  careful  consideration  and  consultation  with 
authorities  in  the  field,  discourages  the  use  of  the 
term  “toxemia”  and  suggests  these  conditions  be 
classified  as  hypertensive  states  of  pregnancy. 

Preeclampsia  and  eclampsia,  categorized  under 
hypertensive  states  of  pregnancy,  represent  6.7  per 
cent  of  all  maternal  deaths  in  the  study.  Whatever 
the  specific  cause  of  preeclampsia  and  eclampsia, 
clinical  experience  has  shown  that  there  are  definite 
predisposing  factors  to  these  complications  of  preg- 
nancy. The  cases  in  the  study  follow  the  classic 
pattern  as  outlined  in  the  textbooks. 

— There  were  2 cases  (22.2  per  cent)  in  the  age  group  ^ 
nineteen  years,  which  represents  15.4  per  cent  of  the 
total  of  that  age  group  in  the  study.  Both  of  these 
cases  were  classified  as  eclampsia. 

— Four  of  the  9 cases  were  primipara. 

— Of  the  two  sets  of  twins  in  the  entire  study,  one  set 
appears  in  the  eclampsia  group. 

— The  length  of  gestation  was  evenly  distributed  be- 
tween term  and  preterm. 

— Delivery  by  cesarean  section  was  performed  in  44.4  per 
cent  of  patients.  There  was  only  1 reported  case  of 
stimulation  of  labor  which  terminated  in  a spon- 
taneous vaginal  delivery. 

Fetal  salvage  in  this  group  is  as  follows:  living 
infants,  33.3  per  cent;  stillborn  infants,  22.2  per  cent; 
neonatal  deaths,  11.1  per  cent;  undelivered,  22.2  per 
cent;  not  recorded  11.1  per  cent. 

The  per  cent  of  autopsy  for  hypertensive  states  of 
pregnancy  is  55.5.  The  Committee  would  like  to 
stress  the  importance  of  obtaining  a greater  number 
of  autopsies  on  cases  of  maternal  mortality. 


Septicemia.  In  the  past,  postpartum  infections 
have  been  reported  as  one  of  the  three  leading  causes 
of  maternal  mortality.  In  the  United  States,  puer- 
peral infections  are  still  the  cause  of  between  10  and 
30  per  cent  of  maternal  deaths.  In  the  New  York 
State  study,  for  the  years  1970  to  1975,  the  percent- 
age is  4.5. 

All  cases  of  maternal  mortality  due  to  septicemia 
occurred  in  women  thirty-one  years  of  age  and  over. 
Five  of  the  6 cases  (83.3  per  cent)  reported  a gravidity 
of  4 or  more  (4,  5,  7,  8,  and  9)  with  1 case  not  re- 
porting. Of  the  group,  66.7  per  cent  were  delivered 
spontaneously,  1 case  was  a primary  cesarean  section, 
and  1 case  did  not  report  mode  of  delivery. 

Exogenous  and  endogenous  infections  in  this  cat- 
egory were  caused  by:  Bacteroides;  proteus  species, 
Escherichia  coli;  Clostridium  sordellii;  Escherichia 
coli,  streptococci;  Escherichia  coli,  Bacteroides;  and 
Candida  albicans. 

The  average  time  interval  from  delivery  to  death 
was  12.8  days.  All  case  reports  were  accompanied 
by  autopsies. 

Ectopic  pregnancy.  The  mortality  rate  from 
ectopic  pregnancy  for  the  nation  as  a whole  has  fallen. 
The  following  is  a comparison  of  the  maternal  mor- 
tality rates  reported  from  the  nation  and  for  New 
York  State,  exclusive  of  New  York  City. 


Year 

United  States* 

New  York  Statet 

1970 

1.7 

1.7 

1971 

1.7 

1.9 

1972 

1.5 

0.7 

1973 

1.5 

2.3 

* Per  100,000  liveborn  infants. 

f Exclusive  of  New  York  City 

The  overall  rate  for  1970  to  1973  in  New  York 
State,  exclusive  of  New  York  City,  is  1.4  per  100,000 
liveborn  infants.  It  is  of  interest  to  note  that  in  New 
York  State  the  rate  increased  to  2.3  in  1973,  per 
100,000  liveborn  infants. 

Even  though  it  is  a well-known  fact  that  frequency 
of  ectopic  pregnancy  increases  with  age,  the  age  dis- 
tribution in  this  study  was  as  follows:  s nineteen- 
year  age  group,  (16.7  per  cent);  twenty-five  to 
twenty-nine  (58.3  per  cent);  thirty  to  thirty-four  (16.7 
per  cent);  thirty-five  s (8.3  per  cent). 

In  reviewing  national  statistics  on  mortality  due 
to  ectopic  pregnancy,  the  rate  has  continuously  been 
higher  for  the  Negro  population  than  for  white  fe- 
males. However,  in  this  New  York  State  study,  58.3 
per  cent  of  cases  were  reported  as  white,  while  41.6 
per  cent  were  reported  as  Negro. 

The  increased  incidence  of  tubal  pregnancy  has 
closely  paralleled  the  expanding  use  of  antibiotics  in 
the  treatment  of  gonorrheal  salpingitis.  According 
to  Eastman,  such  antibiotic  therapy  may  maintain 
fertility  hut  the  infection  causes  adhesions  between 
mucosal  folds  or  impairment  of  peristalsis  which  may 
enhance  the  likelihood  of  implantation  in  the  en- 
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dosalpinx.  With  the  increasing  incidence  of  gonor- 
rhea in  recent  years,  it  might  hy  postulated  that  a 
more  frequent  occurrence  of  ectopic  pregnancy  may 
be  expected. 

Abortion.  Out  of  the  7 abortion  cases,  all  occur- 
ring at  twenty-weeks  of  gestation  or  less,  1 was  clas- 
sified as  spontaneous,  2 as  elective,  and  4 as  non- 
therapeutic.  In  accordance  with  The  American 
College  of  Obstetricians  and  Gynecologists’  text, 
Obstetric-Gynecologic  Terminology,  self-induced 
and  criminal  abortions  are  classified  as  nonthera- 
peutic.  A death  from  nontherapeutic  abortion  has 
not  been  reported  in  New  York  State,  exclusive  of 
New  York  City,  since  1971. 

According  to  a special  study  for  the  Center  for 
Disease  Control  Abortion  Surveillance,  data  indicate 
that  dilatation  and  curettage  from  thirteen  to  four- 
teen weeks  gestation  may  be  safer  than  intraamniotic 
saline  administered  after  sixteen  weeks  gestation.  In 
this  series  the  2 reported  elective  abortions  were  sa- 
line induced  at  eighteen  and  twenty  weeks  gestation. 
One  case  was  complicated  by  afibrinogenemia  with 
hemorrhage  and  no  blood  replacement.  The  second 
case  died  thirty-four  days  postsaline  induction  and 
tubal  ligation  with  preventability  attributed  to  pa- 
tient responsibility.  The  spontaneous  abortion  was 
complicated  by  disseminated  intravascular  coagu- 
lation and  gram-negative  septicemia.  The  abortion 
was  followed  by  a dilatation  and  curettage  for  re- 
trieval of  a Lippes loop. 

Anesthetic  deaths.  In  Clinical  Obstetrics  and 
Gynecology,  Stager  states,  “Special  problems  in 
obstetric  anesthesia  are  found  in  the  three  extremes 
of  reproductive  life.  Clinically  these  categories  are 
those  of  the  unmarried  mother,  the  “grand  multipara,’ 
and  the  mother  who  is  giving  birth  to  multiple  fe- 
tuses.” 

Five  women  (38.5  per  cent)  in  this  group  were  un- 
married. Four  of  these  5 were  primiparas  and  1 case 
did  not  report  gravidity.  In  this  survey  of  13  cases, 
no  one  in  the  group  reported  a gravidity  over  3.  Of 
the  2 sets  of  twins  in  the  total  study  group,  1 is  re- 
corded in  the  anesthesia  category. 

In  regard  to  age.  the  interesting  fact  is  that  38.5  per 
cent  of  deaths  due  to  anesthesia  fell  in  the  ^ nineteen 
age  group.  This  group,  with  death  attributed  to 
anesthesia,  also  comprised  38.5  per  cent  of  all  deaths 
in  the  nineteen-year  age  category. 

Out  of  10  possible  candidates  for  stimulation  of 
labor,  excluding  ectopic  and  secondary  cesarean 
section,  6 (60  per  cent)  had  labors  either  medically 
or  surgically  stimulated. 

Due  to  the  myriad  of  variables  associated  with 
anesthetic  death,  type  of  anesthetic  is  not  reported. 
To  realize  any  significance  according  to  type  of  an- 
esthesia would  require  in-depth  reporting  not  ap- 
plicable to  a statistical  report  of  this  type. 

Autopsies  accompanied  76.9  per  cent  of  the  case 
reports  in  this  category.  These  autopsies  did  not 
necessarily  confirm  the  classification  of  anesthetic 


death.  Classification  was  based  on  case  review  as 
well  as  autopsy  findings. 

Induction/stimulation  of  labor 

Within  recent  years  there  has  been  a well-docu- 
mented growing  tendency  toward  initiation  or 
stimulation  of  labor  at  or  near  term.  With  this 
thought  in  mind,  the  following  are  brief  statements 
relative  to  stimulation  and  induction  in  this  study  of 
maternal  deaths.  Ectopic  pregnancy,  abortion,  re- 
peat cesarean  sections,  trophoblastic  disease,  and  the 
categories  of  accidents  and  suicides  would  not  be 
subject  to  stimulation  or  induction  of  labor.  Hence, 
these  have  been  excluded  and  the  statistics  based  on 
the  remaining  62  cases.  Of  these  62  cases,  50  per  cent 
were  either  stimulated  or  induced,  with  29  per  cent 
in  the  embolism  category;  19.3  per  cent  in  anesthetic- 
deaths;  12.9  per  cent  in  the  hemorrhage  category,  and 
9.7  per  cent  in  the  uterine  rupture  category. 
Twenty-nine  per  cent  were  distributed  among  7 other 
classification  categories. 

The  following  table  illustrates  per  cent  induc- 
tion/stimulation by  category: 


Per  cent 


Possible 

Induction/ 

Subjects 

Stimulation 

Embolism 

16 

56.2 

Uterine  hemorrhage 

6 

66.7 

Uterine  rupture 

5 

60.0 

Anesthesia 

10 

60.0 

Figure  8 represents  the  per  cent  of  induction/ 
stimulation  by  gravidity  based  on  all  possible 
subjects  in  the  study. 

Fetal  salvage 

Among  the  124  cases  reporting  fetal  outcome  (126 
babies — two  sets  of  twins),  55  (43.6  per  cent)  were 
liveborn  infants,  40  (31.7  per  cent),  were  stillborn  or 
undelivered  infants,  5 (4.0  per  cent)  were  neonatal 
deaths,  and  26  (20.6  per  cent)  were  registered  as 
abortions  or  ectopic  pregnancies. 

Fetal  salvage  versus  fetal  'oss  by  selected  categories 
is  presented  in  Figure  9. 
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History  of  Medicine 


Living  with 

Harvey  Cushing,  M.D.* 

LEO  M.  DAVIDOFF,  M.DJ 

New  Canaan,  Connecticut 

Harvey  Cushing,  M.D.,  father  of  modern  neuro- 
surgery, was  the  tenth  child  in  the  family  of  a 
Cleveland  physician.  He  kept  pets,  helped  with  the 
chores,  played  baseball,  and  later  wrote  home  from 
Yale  that  one  of  his  professors  was  a “stinker.” 
Certainly  this  was  no  obvious  man  of  destiny  marked 
from  birth  by  a sign  from  on  high.  Yet  his  is  no 
simple  story  of  a local  boy  who  made  good.  Ful- 
ton’s** biography  of  Cushing  is  a scientific  treatise, 
written  by  a famous  scientist,  documented  to  the  hilt, 
tracing  step  by  step  how  an  average  boy  from  an  av- 
erage middle-class  American  family  gradually  rose 
to  become  one  of  the  great  figures  in  medical  histo- 
ry. 

Cushing  was  fortunate  to  have  lived  in  a time  when 
the  science  of  medicine  had  awakened  from  the  pe- 
riod of  bleedings  and  purgings  and  had  hit  the  early 
period  of  its  modern  stride.  Also  Cushing  had  the 
genius  not  only  to  enter  the  race  but  to  lead  it. 

My  association  with  the  Peter  Bent  Brigham 
Hospital  was  during  the  years  1923  to  1926;  the  last 
year  was  as  Dr.  Cushing’s  resident.  Dr.  Cushing 
went  abroad  during  the  first  week  of  my  residency, 
as  was  his  custom  each  year  in  October,  leaving  the 
difficult  job  of  getting  me  oriented  to  his  associate, 
Gilbert  Horrax,  M.D.,  a sweet,  kindly  man.  My  first 
confrontation  with  Dr.  Cushing  went  something  like 
this,  “Hello  Davey,  are  you  raising  that  mustache 
again?  Well,  for  God’s  sake,  shave  it  off!”  This  I 
did,  and  it’s  been  off  ever  since. 

Resident  duties 

The  rules  of  the  game  as  resident  in  neurologic 
surgery  at  the  Peter  Bent  Brigham  Hospital  under 
Dr.  Cushing  were  simple  but  rugged!  There  was  only 
one  resident  at  a time  and,  therefore,  all  responsi- 
bility rested  in  his  hands.  There  were  usually  around 
30  neurosurgical  patients  in  the  hospital  at  all  times. 

* Presented  before  the  Einstein  History  of  Medicine  Associa- 
tion, November  24,  1975. 

1 Deceased. 

Fulton,  J.  F.:  Harvey  Cushing  -a  Biography,  Springfield, 
Illinois,  Charles  C Thomas,  1946. 


In  the  ward  cases,  the  surgical  intern  assigned  to  that 
ward  was  expected  to  take  a general  history  and  do 
a general  physical  examination.  Beyond  this,  his 
responsibility  ended.  For  the  private  patients, 
usually  about  the  same  in  number,  the  resident’s 
responsibility  included  the  general  history  and 
physical  examination  and,  in  addition,  the  special 
neurologic  work-up.  There  was  no  neurologist  on  the 
staff  of  the  Peter  Bent  Brigham  Hospital.  There  was 
neither  ophthalmologist  nor  otologist.  Special  tests, 
therefore,  such  as  caloric  tests  of  the  vestibular  sys- 
tem, or  hearing  tests,  visual  acuity,  and  visual  field 
studies,  all  had  to  be  done  by  the  resident.  There 
was  no  time  off  duty:  there  was  no  vacation,  and 
there  was  practically  no  pay  since  the  salary  was  a 
token  $25  per  month. 

The  day  began  not  later  than  6:00  in  the  morning, 
and  ended  as  long  after  midnight  as  the  work  de- 
manded. Immediately  after  breakfast,  the  resident’s 
job  was  to  make  rounds  on  all  patients,  ward  and 
private,  check  on  each  patient’s  condition,  discuss 
with  the  night  nurses  before  they  went  off  duty  what 
kind  of  night  each  patient  had  had,  start  or  adjust 
intravenous  solutions  if  they  were  already  running, 
and  leave  orders  in  anticipation  of  the  patient’s  needs 
up  to  the  time  of  the  next  visit  late  in  the  after- 
noon. 

By  9:00  A.M.  the  chief  was  at  his  desk  and  ex- 
pected a detailed  report,  based  on  the  rounds  just 
described.  There  were  penetrating  questions,  ad- 
ditions, corrections,  and  criticisms.  A job  well  done 
was  rewarded  with  silence.  Then  it  was  time  to  go 
to  the  operating  room,  to  prepare  for  the  operation 
of  the  day.  The  resident  usually  had  to  be  there  by 
9:30  A.M.  He  personally  had  to  shave  the  patient’s 
head,  making  note  as  to  any  blemishes  on  the  scalp, 
asymmetries  of  the  skull,  unusual  concentrations  of 
blood  vessels:  all  the  various  little  signs  that  could  not 
be  observed  with  the  patient’s  hair  intact  at  the 
preliminary  examination,  which  might  be  of  aid  in 
the  further  elucidation  of  the  diagnosis  of  the  pa- 
tient’s condition  and  might  influence  the  surgical 
approach.  Mental  notes  were  expected  to  be  made 
in  detail  of  all  these  matters,  and  be  transmitted  to 
the  chief  in  advance  of  the  moment  he  raised  his 
scalpel  for  the  incision. 

Operating  technique 

At  this  point  it  would  be  appropriate  to  introduce 
a character  who  became  quite  famous  as  Dr.  Cush- 
ing’s orderly  in  the  operating  room,  Adolf  Watzka. 
Adolf’s  fame  reached  its  zenith  when  his  picture 
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appeared  on  the  cover  of  the  Harvard  medical  alumni 
bulletin  many  years  after  the  time  I was  resident.  In 
the  operating  room,  in  spite  of  his  lowly  position  as 
an  orderly,  he  about  ruled  the  roost:  there  was  no 
appeal  to  authority  since  Adolf  “can  do  no  wrong.” 

While  Adolf  adored  the  ground  that  Dr.  Cushing 
walked  on,  he  nevertheless  maintained  the  same 
haughty,  arrogant,  independence  toward  the  chief  as 
he  did  toward  other  people.  In  spite  of  himself,  Dr. 
Cushing  learned  to  take  it  from  Adolf.  For  example, 
no  one  could  adjust  Dr.  Cushing’s  headlight  the  way 
Adolf  could,  or  at  least  the  chief  did  not  think  anyone 
else  could  do  it.  Every  once  in  awhile,  Adolf  would 
disappear  from  the  operating  room,  in  spite  of  the 
unwritten  rule  that  he  was  to  be  in  the  room  at  all 
times  during  the  operation.  It  would  be  at  just  such 
moments  that  a change  in  the  direction  of  the  beam 
of  the  headlight  was  necessary.  Six  people  would 
jump  to  make  the  change,  and  all  of  them  would  be 
shaken  off  with  an  irritable  shrug,  while  at  the  same 
time  emergency  S.O.S.s  on  the  regular  call  system, 
as  well  as  by  psychic  waves,  would  go  all  over  the 
hospital  in  search  of  Adolf.  After  minutes,  as  if  out 
of  nowhere,  Adolf  would  appear  with  his  measured 
pace,  never  in  a hurry,  enter  the  operating  room,  and 
with  an  air  of,  “What  seems  to  be  the  matter? 
What’s  all  the  shouting  about?”  He  would,  with  his 
leisurely  self-assurance,  move  the  bulb  of  the  head- 
light a fraction  of  an  inch,  and  the  old  man  would 
snuggle  back  into  his  position  comfortably. 

Adolf,  who  was  a tall,  powerful  mar,  towered  about 
a foot  over  Dr.  Cushing’s  head.  Since  one  of  his 
duties  was  to  wipe  the  perspiration  off  the  chiefs 
brow,  his  great  stature  facilitated  this  duty.  He  al- 
ways carried  a meticulously  laundered  white  towel 
under  his  arm  to  be  used  only  for  this  purpose  and 
only  for  this  person.  It  was  an  artistic  performance 
when,  with  care  and  efficiency,  one  might  say  with 
tenderness,  Adolf  would  wipe  the  sweat  off  the  chiefs 
brow. 

In  addition  to  the  orderly  in  the  person  of  Adolf, 
there  was  a dedicated  scrub  nurse  who  was  part  of  Dr. 
Cushing’s  team.  I think  that  it  was  not  wholly  a 
question  of  accident  that  these  girls  were  usually  very 
bright,  very  vivacious,  and  very  good  looking.  Like 
Adolf,  the  nurses  usually  had  a sense  of  possessive- 
ness about  the  chief,  and  competed  for  the  privilege 
of  serving  him.  There  was  one  area  where  Adolf, 
being  masculine,  had  the  upper  hand,  and  that  was 
to  serve  the  chief  his  tea,  for  he  took  it  in  the  dressing 
room. 

During  my  incumbency  as  resident,  the  scrub 
nurse  was  a lovely  girl  named  Rebecca  Cole,  affec- 
tionately known  as  “Becky.”  Becky  was  a tall, 
handsome,  athletic  blond  who  seemed  to  be  made  of 
steel  springs.  Nowadays  the  little  cotton  pledgets 
that  are  used  commonly  in  neurologic  surgery,  are 
premanufactured  so  that  all  the  nurse  has  to  do  is  to 
take  them  out  of  the  sterile  package,  cut  them  to  the 
proper  size,  wet  them,  and  offer  them  to  the  surgeon. 
In  those  days  the  pledgets  had  to  be  made  at  the 


operating  table.  Becky  Cole  was  very  skillful  at 
doing  this.  She  had  a supply  of  sterilized  fine  cotton 
wadding  and  knew  how  to  pluck  out  the  exact 
amount  to  make  a proper  pledget.  She  would  then 
draw  it  through  warm  sterile  Ringer’s  solution,  fold 
up  the  two  ends,  and  have  a pledget  exactly  3 cm. 
long  by  1 and  1/2-cm.  wide.  Since  a great  many  of 
these  pledgets  were  used  at  any  one  operation,  she 
used  to  spend  about  an  hour  before  an  operation 
began  just  to  prepare  the  pledgets. 

Even  though  Dr.  Cushing  did  not  appear  for  his 
operation  until  around  1 1:00  A.M.,  the  resident  was 
expected  to  be  on  the  operating  floor  by  9:30  A.M., 
scrubbed  by  10:00.  This  left  a whole  hour  to  stand 
around  with  hands  folded,  and  one  of  the  privileges 
of  good  relationship  between  the  resident  and  the 
nurse  was  that  the  resident  could  help  make  pledgets, 
to  avoid  total  idleness. 

Finally  the  long  period  of  waiting  would  be  over. 
Dr.  Cushing  would  enter  the  operating  room,  before 
he  had  his  gown  on  and  before  his  hands  were 
scrubbed.  He  did  not  use  a regular  mask,  but  used 
instead  a length  of  “leg  roll.”  He  would  tie  it  over  his 
nose  and  mouth,  with  a knot  on  top  of  his  head,  and 
looked  for  all  the  world  like  the  old-fashioned  pic- 
tures of  somebody  with  a toothache  who  tied  his  face 
in  a towel.  In  this  way  we  would  enter  the  operating 
room,  put  on  sterile  gloves  especially  made  for  him, 
over  his  unscrubbed  hands,  and  then  himself  scrub 
the  scalp  of  the  patient  with  soap,  water,  alcohol,  and 
a solution  of  mercuric  chloride.  He  would  then 
outline  the  incision  with  a scalpel  and  inject  procaine 
(Novocaine)  into  the  scalp,  since  many  of  these  op- 
erations were  done  under  local  anesthesia.  He  would 
then  take  off  his  gloves  and  go  out  and  scrub  his 
hands  while  the  procaine  was  taking  effect.  After 
scrubbing  he  would  return  and  apply  the  towels  and 
drapes  around  the  head  himself.  It  was  a point  of 
technique  with  him  that  the  person  who  was  to  do  the 
operation  should  do  everything  himself:  clean  the 
head,  outline  the  incision,  apply  the  drapes,  do  the 
whole  operation  including  everything  from  the  inci- 
sion of  the  skin  to  the  very  last  skin  stitch,  and  then 
himself  apply  the  dressing.  It  was  only  in  the  last 
years  of  his  career  as  an  operating  surgeon,  after  he 
began  to  have  trouble  with  the  circulation  in  his  legs, 
that  he  permitted  Dr.  Horrax  to  start  the  operation, 
including  opening  the  head,  until  the  exposure  of  the 
dura,  after  which  Dr.  Cushing  would  enter  the  op- 
eration, open  the  dura,  remove  the  tumor,  and  re- 
move himself  from  the  operation.  Dr.  Horrax  would 
then  again  come  in,  restore  the  section  of  skull  that 
had  been  temporarily  removed,  suture  the  scalp 
wound,  and  apply  the  dressing. 

Indeed  the  change  of  dressings  postoperatively  was 
also  done  by  Dr.  Cushing.  The  patients  due  for 
dressings  were  brought  to  the  operating  room,  and 
with  all  the  ceremony  appropriate  to  a major  surgical 
event,  had  their  sutures  removed,  silver  foil  leaf 
reapplied  over  the  suture  line,  and  the  head  re- 
dressed, including  the  crinoline  starch  outer  layer 
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which  was  used  in  the  operating  room  for  the  first 
dressing  and  again  for  the  first  postoperative  dress- 
ing. 

After  surgery 

The  operation  usually  lasted  until  3:30  or  4:00,  or 
even  5:00  P,M.  When  it  was  finished  and  the  patient 
conducted  safely  back  to  his  room,  the  resident  then 
went  to  the  dining  room  and  found  his  lunch — which 
had  been  laid  out  for  him  at  the  usual  luncheon  hour, 
that  is,  between  noon  and  1:00  P.M. — still  covered 
with  napkins,  cold,  lumpy,  and  unappetizing.  I 
cannot  speak  for  my  predecessors,  nor  for  those  who 
came  after  me,  but  as  far  as  I was  concerned  I was 
usually  so  exhausted  by  this  time  that  it  would  have 
taken  much  more  palatable  food  to  appeal  to  my 
appetite.  As  it  was,  I seldom  got  past  a few  crackers 
and  a glass  of  milk  for  lunch. 

My  next  duties  were  to  go  to  my  mailbox  to  learn 
what  new  patients  had  been  admitted  to  the  hospital. 
I would  then  make  rounds  on  the  old  patients,  get  the 
history  and  do  the  physical  examination  as  well  as  the 
neurologic  examination  on  the  new  patient  or  pa- 
tients, and  by  6:00  or  6:30  P.M.,  before  he  left  for 
home,  accompany  Dr.  Cushing  on  his  daily  rounds. 
Only  after  he  was  safely  out  of  the  hospital  and  I had 
had  my  own  dinner  would  I then  have  an  opportunity 
to  do  special  hearing,  vestibular,  and  visual  field  tests, 
either  as  follow-ups  on,  let  us  say,  pituitary  tumor 
patients,  of  whom  there  were  always  a few  in  the 
house,  or  on  new  cases.  My  next  duty  was  to  make 
progress  notes  on  all  the  patients  in  the  house  and 
dictate  on  the  dictating  machines,  which  were  already 
in  use  at  the  Brigham,  the  history,  physical,  and  other 
data  on  the  new  patients.  It  was  very  seldom,  in- 
deed, that  my  work  was  done  before  midnight,  and 
more  frequently  than  not  it  was  1:00  and  sometimes 
even  2:00  in  the  morning  before  the  job  was  finished. 
But  the  next  day  always  began  at  6:00  A.M.  no  matter 
what  had  gone  on  the  day  before. 

Saturday  was  a regular  working  day,  like  every 
other  day,  but  Sunday  was  presumably  the  Lord’s 
Day.  As  a rule  Dr.  Cushing  did  not  come  into  the 
hospital  on  Sunday.  This  rule,  however,  was  often 
observed  in  the  breach,  and  I would  say  that  at  least 
once  out  of  every  three  or  four  Sundays  he  would 
come  in  and  make  rounds.  Perhaps  his  original  ex- 
cuse for  coming  to  the  hospital  was  to  pick  up  a paper 
or  a book,  hut,  being  there,  he  made  rounds  any- 
way. 

Social  occasions 

Once  in  about  two  months  he  would  invite  me  to 
his  home  for  Sunday  dinner.  On  one  such  Sunday 
we  had  a delicious  dinner,  as  usual,  and  were  just 
about  to  start  on  our  apple  pie  and  coffee,  when  the 
’phone  rang  for  me.  1 1 was  the  hospital,  announcing 
t hat  relatives  of  patients  were  waiting  in  the  ante- 
room to  speak  with  me.  When  I got  hack  to  the 


dining  room,  Dr.  Cushing  said,  “What  is  it?”  I said 
that  patients’  relatives  were  waiting.  “Oh,  damn  the 
patients’  relatives,”  he  said,  “sit  down  and  eat  your 
dessert.”  However,  I had  no  sooner  sat  down  and 
had  two  forkfuls  of  pie  when  he  spoke  up  and  said, 
“Davey,  I guess  you’d  better  go  and  see  those  rela- 
tives. Gus  will  drive  you  back.”  That  ended  my 
excursion  out  of  the  hospital  for  another  month  or  six 
weeks.  I must  have  been  a guest  at  Sunday  dinner 
five  or  six  times  during  my  year  as  resident. 

During  visits  at  the  Cushing  household,  those  fa- 
mous Sunday  dinners  for  the  residents,  Dr.  Cushing 
would  retire  after  dinner  to  his  study  where  he 
worked  among  his  precious  books,  for  he  was  a great 
medical  bibliophile.  Like  all  bibliophiles  he  was  not 
only  interested  in  the  contents  of  the  books  but  also 
in  their  individual  histories. 

One  Sunday  at  dinner,  the  other  guests  were  Per- 
cival  Bailey  with  his  bride  Yevnige  Bashbazirg- 
hanian.  She  was  a charming  Armenian  whom  Bailey 
had  met  in  Paris,  a splendid  pianist,  and  a very  in- 
telligent, lovely  girl.  Being  foreign  and  knowing  the 
exalted  position  of  Dr.  Cushing,  she  was  naturally 
quite  nervous  during  this  dinner.  When  she  was 
being  served  fresh  green  peas,  her  hand  shook  so  that 
most  of  the  peas  spilled  onto  the  floor,  which  cer- 
tainly did  not  add  to  her  sense  of  comfort  and  com- 
posure. Now  it  was  Dr.  Cushing’s  habit  to  have  his 
cocker  spaniel,  Red  Pepper,  sitting  beside  him  at  the 
table.  A chair  was  usually  placed  at  the  table  with 
the  back  of  the  chair  toward  the  table.  The  dog  sat 
on  his  haunches  on  the  chair,  with  his  front  paws  on 
the  back  of  the  chair,  and  maintained  an  absolutely 
rigid  position  until  he  was  ordered  to  do  something, 
when  he  went  into  immediate  action.  As  a reward 
for  this  he  would  have  a bit  of  buttered  toast  placed 
on  his  nose,  where  it  would  remain  to  tantalize  his 
delicate  olfactory  sense,  but  which  he  would  resist 
with  complete  control  until  ordered  to  “eat  up,” 
whereupon  he  would  toss  the  bit  of  toast  into  the  air, 
open  his  mouth,  and  catch  it  without  fail. 

On  this  particular  occasion,  Dr.  Cushing  calmly 
looked  over  his  glasses  to  Yevnige  and  said,  “Never 
mind,  Yevnige,”  and  then  turned  to  Red  Pepper  and 
said,  “Red  Pepper  will  take  care  of  that.”  Red 
Pepper  jumped  off  his  chair,  ran  under  the  table,  ate 
all  the  green  peas  from  the  carpet,  jumped  back,  and 
resumed  his  usual  position.  This  was  so  faultlessly 
accomplished  that  it  seemed  to  everyone  that  Yev- 
nige had  been  in  on  a plot  and  that  the  little  scene 
was  rehearsed  beforehand,  to  have  been  enacted  so 
perfectly.  It  served  to  break  the  ice,  and  she  ceased 
to  be  nervous  during  the  remainder  of  the  visit. 

Toward  the  middle  of  the  summer  of  1926,  Dr. 
Cushing  and  I were  working  on  a book  about  the 
pathology  of  acromegaly  which  was  eventually  pub- 
lished as  a monograph  by  the  Rockefeller  Institute. 
We  worked  quite  hard  together  on  the  monograph 
during  that  summer,  and  I remember  one  evening 
after  working  until  about  7:00  or  8:00  P.M.  in  his  of- 
fice, Dr.  Cushing  suggested  that  I accompany  him 
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home,  have  a light  supper  at  his  house,  and  continue 
with  our  job.  This  we  did,  and  when  it  got  to  be 
about  1 1:30  P.M.  he  said  “why  don’t  you  stay  over- 
night instead  of  going  back  to  the  hopital?”  I de- 
murred a little  since  I had  no  night  clothes  or  tooth- 
brush, and  he  said,  “Never  mind,  we  can  fix  you  up 
here.”  Whereupon  he  immediately  went  into  action. 
He  turned  down  a bed  for  me,  put  on  fresh  sheets,  ran 
the  water  in  a tub  for  a bath  for  me,  and  then  said, 
“Excuse  me  now.  I’ll  go  and  see  if  I can  find  you  a 
toothbrush.”  He  was  gone  about  ten  minutes  and 
returned  saying,  “There  are  no  new  toothbrushes 
around  the  house,  but  here’s  one  that  Henry  used.  1 
am  sure  the  germs  must  all  have  died  by  this  time.” 
He  was  a remarkably  kind  and  gracious  host  w hen  he 
put  himself  out  to  he  one,  as  this  episode  would  in- 
dicate. 

There  was  verve  about  Dr.  Cushing  which  he 
brought  to  every  situation.  As  president  of  the 
Harvard  Medical  Association  which  met  monthly  for 
scientific  programs,  he  once  decided  to  invite  Che- 
valier Jackson,  M.D.,  of  Philadelphia  as  the  guest 
speaker.  Dr.  Jackson  was  a famous  throat  specialist 
w ho  invented,  or  at  least  modified,  the  bronchoscope 
and  special  instruments  for  the  removal  of  foreign 
bodies  from  the  windpipes  of  patients,  particularly 
of  children  who  happened  to  inhale  anything  from 
a chicken  bone  to  a jack,  marble,  peanut,  safety  pin, 
or  what  not.  Dr.  Cushing  admired  Dr.  Jackson  a 
great  deal,  and  felt  that  he  had  personally  saved  more 
lives  than  was  given  to  most  physicians  to  do.  Dr. 
Jackson  had  agreed  to  come  to  Boston  for  dinner 
preliminary  to  the  meeting,  and  Dr.  Cushing  had 
arranged  for  about  25  people  from  the  Harvard  fac- 
ulty to  join  him  at  dinner  at  the  Harvard  Club  in 
honoring  their  guest. 

During  the  afternoon  of  the  day  of  the  meeting,  Dr. 
Jackson  phoned  to  say  that  he  would  be  able  to  be 
present  at  the  meeting  but  would  be  unable  to  attend 
the  dinner.  Unfortunately  there  was  not  sufficient 
time  to  make  other  arrangements,  and  Dr.  Cushing 
decided  to  go  on  with  the  dinner  as  planned.  How- 
ever, in  order  not  to  disappoint  his  other  guests,  he 
decided  to  have  a “Chevalier  Jackson”  anyway.  He 
took  Tracy  Putnam  aside  and  briefed  him  on  the 
situation.  Tracy  had  been  quite  active  in  college 
dramatics  and  was  equal  to  the  occasion.  Dr.  Jack- 
son  wras  approximately  his  height  and  build  although 
much  older,  and  had  a distinguished  goatee  beard. 
Tracy  put  a little  powder  on  the  hair  of  his  temples, 
stuck  a beard  on  his  chin,  and  arrived  at  the  dinner 
as  Dr.  Jackson.  He  was  introduced  as  such  and 
carried  off  the  status  of  honored  guest  and  expert  in 
bronchoscopy  throughout  the  dinner  without  a single 
person  in  the  group  being  aware  of  the  hoax.  It  was 
only  after  they  arrived  at  the  hospital  for  the  lecture 
and  the  real  Chevalier  Jackson  was  introduced  that 
they  recognized  the  trick  that  had  been  played  on 
them. 


One  day  nothing  that  I did  seemed  to  be  right,  and 
all  through  that  day  every  contact  with  the  chief  was 
like  pouring  salt  into  an  open  wound,  until  finally,  by 
the  time  he  had  left  for  home,  I felt  like  a dishrag. 
The  next  morning  he  arrived  looking  very  cheery  and 
addressed  me  in  the  friendliest  manner  as  if  nothing 
had  happened.  After  the  usual  preliminaries,  we 
went  around  to  see  the  patients.  One  of  them  was  a 
dowager  from  New  York  who  had  been  admitted  the 
night  before  and  whom  he  had  not  yet  seen.  Before 
we  entered  her  room  he  asked  me  what  her  problem 
was,  and  1 told  him  that  I thought  she  had  a frontal 
meningioma.  We  went  in  and  I introduced  him  to 
the  patient,  and  he  asked  her  what  she  complained 
about.  She  answered  frankly  that  she  didn’t  know. 
There  was  nothing  wrong  with  her.  It  was  only  that 
her  family  had  decided  she  ought  to  see  a brain  spe- 
cialist because  she  had  been  inclined  to  be  irritable 
and  fly  off  the  handle  with  them  on  the  least  provo- 
cation, and  so  the  family  physician  had  been  called 
and  had  told  her,  of  all  absurd  things,  that  she  had 
a brain  tumor.  What  did  Dr.  Cushing  think  of  such 
foolishness?  Dr.  Cushing  then  turned  to  me  with  a 
most  ingratiating  smile  and  said,  “just  being  irritable 
and  losing  you  temper  is  certainly  no  indication  of  a 
brain  tumor,  is  it  Davey?”  I answered  promptly,  of 
course,  “No,  sir.”  This  was  the  form  of  apology  for 
his  behavior  the  day  before. 

Conclusion 

While  Dr.  Cushing  had  only  one  official  resident 
on  his  service  at  a time,  a number  of  people  from 
abroad  or  from  other  parts  of  the  country  were  always 
present  who  were  there  in  the  capacity  of  Fellows, 
who  wanted  an  opportunity  to  see  Dr.  Cushing  work 
and  a chance  to  examine  his  particular  type  of  neu- 
rosurgical patients. 

Dr.  Cushing,  I am  sure,  must  have  known  that  his 
career  and  personality  would  someday  form  a mile- 
stone in  the  course  of  medical  history,  and  some- 
times, I believe,  although  unconsciously,  he  per- 
formed with  an  eye  toward  posterity.  For  those  of 
us  who  knew  him  his  light  still  guides  us.  Techno- 
logically in  surgery  I learned  to  be  absolutely  metic- 
ulous in  every  detail  from  admission  to  discharge. 
For  one  solid  year  I stood  at  his  right  hand  as  his  first 
assistant  in  every  one  of  the  nearly  300  operations  he 
performed.  Psychologically  I learned  to  bend  every 
effort  in  support  of  the  patient  from  admission  to 
discharge  and  in  follow-ups.  Hopefully  these  stan- 
dards have  been  transmitted  from  him  through  me 
to  my  32  neurosurgical  residents. 

It  is  somewhat  disappointing,  however,  for  me  to 
find  not  only  medical  students  and  residents,  but 
skilled  young  neurosurgeons  to  be  extremely  vague 
concerning  the  major  contributions  of  Harvey 
Cushing  on  which  their  own  achievements  are 
based. 

“Sic  transit  gloria  mundi.” 
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The  history  of  medicine  includes  many  accounts 
of  therapeutic  methods,  believed  to  be  effective  by 
a greater  or  lesser  portion  of  the  medical  community, 
which  were  later  abandoned.  Those  accepted  by  the 
majority  of  physicians  persisted  in  medical  practice 
for  many  years,  including  the  use  of  bleeding  and 
leeches,  purgatives  and  emetics,  setons,  vesicants, 
stomachics,  carminatives,  and  sudorifics.  Other 
methods,  accepted  as  effective  by  a minority  of  the 
medical  community,  generally  had  a shorter  life. 
These  include  mesmerism,  perkinism,  and  nine- 
teenth-century acupuncture. 

This  report,  which  focuses  on  early  nineteenth- 
century  mesmerism,  is  part  of  a broader  study  at- 
tempting to  clarify  those  factors  other  than  objective 
performance  which  enter  into  the  medical  commu- 
nity’s evaluation  of  nonspecific  but  allegedly  effective 
treatment  methods.  I define  these  as  methods  which 
are  associated  with  some  beneficial  change  which 
may  be  inconstant  or  seemingly  capricious,  mediated 
by  an  unknown  mechanism,  advocated  by  some 
reputable  physicians,  and  whose  effects  may  not  be 
limited  to  only  one  disease  process. 

The  broader  study  includes  nineteenth-century 
mesmerism,  perkinism,  and  acupuncture.1  Such  a 
limitation  allows  for  the  advantages  of  historic  per- 
spective, that  is,  the  improved  vision  provided  by 
awareness  of  subsequent  events  and  the  relative 
freedom  from  personal  emotional  involvement  or 
advocacy. 

Beginnings 

In  1774,  the  Viennese  physician  Franz  Anton 
Mesmer  discovered  that  he  could  cure  various  dis- 

Based  on  ;i  paper  presented  at  the  fifteenth  annual  meeting  of 
the  Canadian  American  Medical-Dental  Association  at  Sun 
Valley,  Idaho,  February  6, 1975. 
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eases  by  employing  magnets.  Later,  he  learned  to 
dispense  with  the  magnets  and  used  his  own  body 
and  personality.  He  named  the  method  and  the 
phenomenon  animal  magnetism,  after  its  inorganic 
counterpart,  mineral  magnetism.  Mesmer’s  ex- 
planatory theory  for  this  treatment  was  based  on  the 
postulated  existence  of  a universally  distributed, 
invisible,  ethereal  fluid,  responsive  to  the  inherent 
magnetism  of  the  operator  or  magnetizer.  Mesmer 
became  notorious  in  Austria  and  France  during  the 
next  ten  years.  Patients  who  became  “Mesmerized” 
would  have  convulsions,  called  crises,  or  become 
lethargic,  and,  allegedly,  show  clinical  improvement. 
While  in  this  state  they  also  displayed  what  appeared 
to  be  hyperacuity  of  the  senses. 

In  1784,  Benjamin  Franklin,  American  Ambassa- 
dor to  France,  was  appointed  head  of  a French  Royal 
Commission  to  investigate  animal  magnetism.  Its 
report  exposed  Mesmer’s  theory  as  groundless.2,3  It 
concluded  that  there  was  no  fluid  and  that  the  ther- 
apeutic effects  were  based  on  the  touches  of  the  op- 
erator, the  excited  imagination  of  the  patient,  and  by 
involuntary  imitation.3  A secret  report  to  the  King 
accompanied  the  public  one,  in  which  the  erotic  as- 
pects of  the  mesmeric  procedure  were  described  as 
sufficiently  dangerous  to  warrant  official  sanctions 
against  the  practice.4 

The  Franklin  Commission  members  refused  to 
study  the  alleged  therapeutic  effects  of  animal 
magnetism  until  they  had  established  the  existence 
of  the  postulated  fluid.  Once  having  disproved  its 
existence,  and  having  demonstrated  the  involvement 
of  the  patient’s  imagination,  they  seemed  unable  to 
be  curious  about  the  possible  benefits  of  further  in- 
vestigation and  clinical  study.5 

It  is  puzzling  that  a report  displaying  such  limited 
intellectual  curiosity  was  signed  by  Benjamin 
Franklin.  Almost  twenty-five  years  earlier,  he  had 
written  to  a friend  about  his  lightning  rods  and  their 
unknown  mode  of  action  in  this  way:  “It  is  of  real 
use  to  know7  that  China  [dishware]  left  in  the  air  un- 
supported will  fall  and  break;  but  how  it  comes  to  fall, 
and  why  it  breaks,  are  matters  of  speculation.  It  is 
a pleasure  indeed  to  know  them,  but  we  can  preserve 
our  China  without  it.  Thus  ...  to  know  this  power 
of  [lightning  rods]  may  ...  be  of  use  to  mankind, 
though  we  should  never  be  able  to  explain  it.”6  At 
that  time,  electricity,  too,  was  postulated  to  be  a 
nonsubstantial  fluid  with  unique  properties. 

We  might  contrast  the  official  attitude  expressed 
in  the  1784  report  with  a comment  made  by  Rush7  in 
a lecture  to  medical  students  only  five  years  later,  in 
1789.  “I  reject  the  futile  pretensions  of  Mr.  Mesmer 
to  the  cure  of  diseases,  by  what  he  has  absurdly  called 
animal  magnetism.  But  I am  willing  to  derive  the 
same  advantages  from  his  deceptions,  which  the 
chemists  have  derived  from  the  delusions  of  the  al- 
chemists. The  facts  which  he  has  established,  clearly 
prove  the  influence  of  the  imagination,  and  the  will, 
upon  diseases.  Let  us  avail  ourselves  of  the  handle 
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which  those  faculties  of  the  mind  present  to  use  in  the 
strife  between  life  and  death.”' 

Following  the  release  of  the  Commission’s  report, 
the  mesmerists  published  115  case  reports,  most  of 
which  were  written  by  patients,  attesting  to  the 
therapeutic  effectiveness  of  the  mesmeric  treatment.8 
It  is  interesting  to  note  that  most  of  the  reports  in- 
volved male  patients  and  not  women  of  submissive 
character  or  delicate  minds,  as  the  Commission  re- 
port might  have  led  one  to  anticipate.  The  reports 
included  cures  of  gouty  arthritis,  rheumatism,  burns, 
epilepsy,  infantile  convulsions,  and  reduction  of  pain 
with  consequent  reduction  of  disability.  The  sup- 
porters of  animal  magnetism  were  not  to  be  dis- 
suaded by  the  Franklin  Commission  report,  nor  by 
the  subsequent  action  of  the  Paris  Medical  Society, 
which  voted  to  expel  any  member  who  did  not  sign 
an  oath  to  refrain  from  the  use  or  recommendation 
of  mesmerism.  A significant  minority  of  French 
physicians  persisted  in  their  curiosity  about  mes- 
merism. Finally,  when  they  did  reject  mesmerism 
as  an  explanatory  system,  they  replaced  it  with  the 
English  concept  of  “hypnotism,”  the  offspring  of 
animal  magnetism  and  British  scepticism.  However, 
it  should  be  noted  that  the  explanations  of  the  Abbe 
Faria  in  the  second  decade  of  the  nineteenth  century 
and  of  Alexandre  Bertrand  in  the  third  were  two  in- 
stances of  the  implication  of  psychological  forces,  in 
a nonpejorative  sense,  in  the  mechanisms  of  mes- 
meric phenomena,  which  were  largely  ignored  or  re- 
jected by  the  contemporary  French.9 

Although  some  mesmerists  crossed  the  English 
Channel,  the  phenomenon  did  not  arouse  the  interest 
of  the  British  medical  community  until  it  attracted 
the  attention  of  John  Elliotson,  professor  of  the 
practice  of  medicine  at  the  University  of  London 
Medical  College. 

John  Elliotson 

Prior  to  his  introduction  to  mesmerism,  Elliotson 
had  had  an  interesting  and  iconoclastic  career  as  a 
medical  innovator.  On  the  lighter  side,  he  was 
among  the  first  of  the  British  physicians  to  stop 
wearing  the  traditional  physician’s  knee  breeches  and 
black  silk  stockings  in  1826,  as  well  as  among  the  first 
of  the  physicians  to  wear  sideburns.10'11  In  a more 
serious  vein,  he  was  one  of  the  first  British  physicians 
to  employ  and  advocate  the  use  of  the  stethoscope 
and  of  percussion  in  physical  diagnosis.  He  was  one 
of  the  first  to  report  on  the  use  and  effects  of  large 
doses  of  quinine12,13  and  is  credited  with  having  been 
the  first  to  implicate  pollen  in  the  cause  of  hay 
fever.14  He  was  among  the  first  to  report  the  trans- 
mission of  glanders  to  human  beings.15,16  If  William 
Prout  was  correct,  Elliotson  introduced  another  first 
when  he  used  iodine  in  the  treatment  of  goiter  in  St. 
Thomas’  Hospital  in  1819.1 7 Elliotson18,19  published 
one  of  the  earliest  British  reports  on  the  use  of  acu- 
puncture in  the  treatment  of  rheumatism.  He 
founded  and  was  president  of  the  London  Phre- 


nological Society.10  Outside  the  field  of  medicine, 
Elliotson  was  a close  friend  of  Charles  Dickens,  and 
William  Thackeray  was  a grateful  patient  who  ded- 
icated his  novel  Pendennis  to  him.11,20,21 

In  1837,  Baron  duPotet,  a French  mesmerist,  came 
to  England  to  demonstrate  the  medical  value  of  an- 
imal magnetism.  Elliotson,  who  was  in  his  middle 
forties  and  at  the  height  of  his  career  as  a clinician 
and  teacher,  met  the  Baron,  became  interested  in  the 
process,  and  began  to  practice  it.  On  April  4 of  that 
year,  Elizabeth  Okey,  an  eighteen-year-old  house- 
maid, was  admitted  to  the  University  Hospital  for  the 
treat  ment  of  epileptiform  seizures.  At  first  she  re- 
ceived the  conventional  treatment  of  the  day,  that  is, 
bleeding,  calomel  to  the  point  of  mercury  toxicity, 
and  an  ounce  of  magnesium  sulfate  daily.  The 
consequences  were  sore  gums,  diarrhea,  and,  prob- 
ably, an  iron-deficiency  anemia,  but  no  apparent 
reduction  in  the  frequency  or  severity  of  the  attacks. 
Later,  she  was  treated  by  Elliotson  with  mesmerism 
and  proved  to  he  a dramatically  responsive  subject. 
Soon  after,  her  younger  sister,  Jane,  appeared  with 
similar  complaints  and  similar  responsiveness.  It 
wasn’t  long  before  those  who  came  to  watch  the 
mesmeric  treatments  were  so  numerous  that  the 
treatments  had  to  be  administered  in  the  medical 
school  lecture  hall. 

Elliotson  appears  to  have  been  fascinated  by  the 
exotic  and  sensational  aspects  of  the  phenomenon, 
as  well  as  by  its  clinical  potential.  There  were 
demonstrations  of  seeing  with  the  back  of  the  hand, 
precognition,  diagnoses  by  mesmerized  laymen,  and 
“double  consciousness,”  or  multiple  personality. 
Elliotson  was  convinced  that  there  was  a physical 
basis  to  the  phenomenon  of  mesmerism  which  in- 
volved a fluid  not  unlike  that  originally  postulated 
by  Mesmer.  This  fluid,  Elliotson  believed,  could  be 
attached  or  fixed  to  various  objects  so  that  it  would 
remain  concentrated  for  periods  of  time.  A mes- 
merist could  magnetize  a chair,  leave  the  room,  and 
anybody  sitting  in  it  later  would  become  mesmerized. 
The  same  could  be  done  with  a glass  of  water.  El- 
liotson also  believed  that  the  greater  the  mass  of  the 
magnetized  object,  the  more  potent  the  effect  on  the 
subject. 

Elliotson’s  premature  and  atypically  uncritical 
acceptance  of  the  postulated  mechanism  of  animal 
magnetism  contributed  to  his  downfall.  He  thought 
that  nickel  was  a particularly  potent  vehicle  for  the 
magnetic  field  as  contrasted  with  lead,  which  was 
relatively  unmagnetizable.  Thomas  Wakley,  editor 
of  the  Lancet,  then  a pugnacious  medical  reform 
journal,  while  at  a demonstration  at  Elliotson’s  home, 
substituted  lead  for  nickel  without  the  knowledge  of 
Elliotson  or  his  subject.  The  response  of  the  subject 
was  exactly  what  had  been  predicted  for  the  expected 
nickel  and  not  at  all  in  keeping  with  Elliotson’s 
theory.  Wakley  began  a vehement  attack  against 
Elliotson  and  this  “quackery  and  imposture.” 
Several  months  later,  the  council  of  University  Col- 
lege instructed  the  hospital  committee  to  prevent  any 
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practice  of  animal  magnetism  or  mesmerism  in 
University  Hospital.  Elliotson  resigned  his  academic 
and  hospital  positions  immediately.  He  followed 
this  with  an  unsuccessful  attempt  to  have  the  student 
body  provide  popular  support  for  him.  He  contin- 
ued to  practice  medicine  and  mesmerism  privately 
and  shortly  later  began  publishing  a mesmeric- 
phrenologic  journal,  the  Zoist. 

Mesmerism  after  Elliotson 

At  about  this  time,  James  Braid,  a Manchester 
physician,  published  the  results  of  his  investigations 
of  mesmerism.  Initially,  Braid  had  been  convinced 
that  most  of  the  phenomena  were  pretensions  or 
illusions  of  one  sort  or  another.  He  was  certain, 
however,  that  the  inability  of  the  magnetized  subject 
to  open  his  eyes  without  some  maneuver  from  the 
mesmerist  was  quite  genuine.  Beginning  with  this 
point,  he  developed  a body  of  critical  observations 
and  tentative  explanations  based  on  neurophysio- 
logic hypotheses  that  were  more  acceptable  to  the 
medical  profession  than  Elliotson’s  explanations. 
This  acceptability  appears  to  have  been  more  of  a 
function  of  the  vocabulary  and  of  the  attempted  re- 
duction to  neurophysiologic  reactions  than  to  any 
actual  elucidation  of  the  process. 

Braid22  originated  the  term  “hypnosis.”  “I  have 
now  entirely  separated  Hypnotism  from  Animal 
Magnetism.  I considered  it  to  be  merely  a simple, 
speedy,  and  certain  mode  of  throwing  the  nervous 
system  into  a new  condition,  which  may  be  rendered 
eminently  available  in  the  cure  of  certain  disor- 
ders.”22 He  could  induce  hypnosis  without  resorting 
to  mesmeric  rituals,  by  having  the  subject  maintain 
a “continued  fixed  stare,  [which]  by  paralyzing  the 
nervous  centers  in  the  eyes  and  their  appendages,  and 
destroying  the  equilibrium  of  the  nervous  system, 
thus  produced  the  phenomena  referred  to.”23  It  was 
only  later  that  Braid  began  to  recognize  the  part 
played  by  the  mind  and  psychological  factors  in 
hypnotic  phenomena. 

Elliotson  and  the  mesmerists  were  strongly  op- 
posed to  Braid  and  his  theories.  There  was  little 
mention  of  Braid  to  be  found  in  the  pages  of  the 
Zoist.  When  he  was  mentioned,  he  was  attacked 
with  almost  the  same  vigor  with  which  the  mesmer- 
ists attacked  Wakley  and  other  detractors.  The 
magnetic  fluid  basis  of  mesmerism  was  vitally  im- 
portant to  the  “fluidists”;  consequently,  they  were 
as  threatened  by  Braid’s  ideas  as  they  were  by  accu- 
sations of  fraud  and  deception.24  Unlike  Elliotson 
and  his  followers,  Braid  kept  emphasizing  the  dif- 
ference between  observations  and  interpretations. 
He  persisted  in  the  conservative  course  of  first  pre- 
senting the  details  of  his  carefully  thought  out  ex- 
periments and  then  presenting  his  inferences,  but 
always  underscoring  what  he  felt  was  yet  speculative. 

One  of  the  most  instructive  aspects  of  the  history 
of  nineteenth-century  mesmerism  is  the  series  of 
events  and  discussions  regarding  its  potential  as  a 


surgical  anesthetic.  The  first  major  surgery  using 
mesmeric  anesthesia  was  the  mastectomy  performed 
in  Paris,  on  April  12, 1829,  by  the  respected  surgeon, 
Jules  Cloquet.25  However,  it  had  no  impact  in  En- 
gland until  it  was  reported  in  the  British  literature 
in  the  early  1840s.  In  1842,  James  Wombell  had  his 
leg  amputated  above  the  knee  by  the  surgeon  Squire 
Ward,  with  London  Barrister  W.  Topham  serving  as 
the  mesmeric  anesthetist.  Of  the  numerous  cases 
reported  of  successful  anesthesia  with  mesmerism, 
Wombell’s  case  remains  one  of  the  most  fully  docu- 
mented regarding  details  of  the  discussion  in  the 
medical  community.25  Physician  responses  to  the 
report  ran  the  gamut  from  accusations  of  the  patient 
being  an  imposter  who  really  felt  pain  and  viciously 
deceived  his  physician  to  a conspiracy  on  the  part  of 
the  surgeon,  the  mesmerizer,  and  the  patient,  to  de- 
ceive the  world.  Later,  there  were  reports  that  the 
patient  had  confessed  his  duplicity,  just  as  there  were 
reports  in  England  that  Cloquet’s  patient  had  con- 
fessed to  her  deception  as  she  lay  on  her  deathbed.25 
Both  rumors  were  false.  Marshall  Hall,  a prominent 
London  surgeon,  triumphantly  exposed  how  the 
patient,  Wombell,  had  overacted  his  part,  since  the 
contralateral  leg  had  not  moved  when  the  surgeon 
performed  the  amputation.  This,  Hall  maintained, 
was  “unphysiological.”25  Soon  after,  a woman  in  a 
mesmeric  state  underwent  a leg  amputation,  and  her 
contralateral  leg  did  move.  This  was  taken  as  an 
indication  that  she  deceived  her  physician  when  she 
denied  feeling  any  pain.26 

In  1845,  James  Esdaile,  a British  surgeon  in  India, 
performed  a series  of  various  surgical  procedures 
using  mesmeric  anesthesia.  He  was  enthusiastic 
about  the  method,  expressing  dissatisfaction  only 
with  the  length  of  time  required  to  induce  the  anes- 
thetic state.  A commission  was  appointed  to  inves- 
tigate the  validity  of  his  reports.  In  a series  of  6 
cases,  3 were  observed  to  be  restless  and  to  have 
moved  during  the  surgery,  while  the  other  3 were 
perfectly  still.  Postoperatively,  they  all  denied 
feeling  any  pain.  The  pulse  rates  of  the  3 who  were 
lying  still  showed  a sharp  rise  during  the  surgery, 
whereas  those  in  whom  freedom  from  pain  was  con- 
sidered doubtful  by  the  observers  maintained  a re- 
markably constant  pulse  rate.27  James  Braid  ap- 
pears to  have  been  the  only  nonmesmerist  physician 
to  have  offered  a rational  physiologic  explanation 
which  did  not  require  an  element  of  chicanery  on  the 
part  of  Esdaile  or  his  patients.26 

There  was  strong  opposition  to  including  mes- 
merism in  medical  practice  in  America  as  well  as  in 
England.  In  March,  1845,  Dugas,28  professor  of 
physiology  in  the  Medical  College  of  Georgia,  pub- 
lished a report  of  a painless  mastectomy  which  he 
performed  while  the  patient  was  in  a state  of  “mes- 
meric sleep.”  The  following  month,  Eve,29  professor 
of  surgery  in  the  same  medical  college,  published  a 
lecture  in  which  he  responded  to  this  report,  main- 
taining that  “[mesmerism]  is  not  a reality  . . . the 
phenomena  ascribed  to  it  are  firstly  due  to  the 
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imagination  and  excited  feelings  . . . [furthermore! 
non-expression  of  pain  is  not  proof  of  its  non-exis- 
tence.” 

With  the  advent  of  nitrous  oxide,  ether,  and  chlo- 
roform anesthesias,  the  antimesmerism  surgeons 
cheerfully  abandoned  their  arguments  against  the 
possibility  of  surgical  anesthesia.  They  were  pleased 
to  say,  along  with  Dr.  Warren  of  Boston,  “Gentlemen, 
this  is  no  humbug.”  Or,  in  the  words  of  the  re- 
nowned London  surgeon,  Robert  Liston,  “This 
Yankee  dodge  beats  Mesmerism  hollow.”25 

After  the  acceptance  of  chemical  anesthesia,  gen- 
eral medical  interest  in  the  mesmerism  controversy 
dropped  sharply.  Braid’s  work  faded  into  temporary 
obscurity,  as  had  that  of  Bertrand  before  him.  In 
1866,  the  French  physician,  Ambroise  Liebeault, 
arrived  at  a psychological  explanation  of  hypnotism, 
independently  of  Braid’s  later  work,  in  a book  that 
was  ignored  until  1884  when  Hippolyte  Marie 
Bernheim  “ ‘discovered’  Liebeault  and  championed 
his  viewpoint.”30  By  the  end  of  the  nineteenth 
century,  other  more  famous  names  became  associ- 
ated with  hypnotism:  Charcot,  Janet,  Forel,  Breuer, 
and  Freud. 

Comment 

Today,  hypnosis  remains  a peripheral  medical 
modality,  not  a formal  part  of  the  medical  curricu- 
lum. It  is  used  by  a relatively  small  number  of 
physicians,  dentists,  and  behavioral  scientists.  Al- 
though not  as  reliable  or  convenient  as  other  surgical 
anesthetics,  it  remains,  as  the  nineteenth-century 
British  mesmerists  pointed  out,  the  agent  with  the 
least  morbidity. 

Physicians  prominent  in  the  development  of 
medicine  were  so  dedicated  to  theory  over  observa- 
tion that  they  were  willing  to  postulate  dishonesty 
on  the  part  of  a large  number  of  physicians  and  pa- 
tients, rather  than  consider  that  accepted  medical 
and  biologic  theories  may  have  been  inadequate  to 
the  facts.  Having  disproved  and  dismissed  some 
spurious  mesmeric  phenomena,  they  refused  to 
consider  that  a mesmerically  lowered  threshold  to 
pain  might  be  a reality. 

In  1845,  the  American  surgeon,  Eve,29  wrote: 

. . . the  existence  or  non-existence  of  Mesmerism,  is  a 
vital,  a fundamental  question.  If  true,  you  and  I may 
close  our  books  and  may  retire  forever  from  these 
walls,  for  by  it,  and  through  it,  omniscience  is  come  . . . 
Would  you  operate  without  inflicting  pain;  would  you 
know  what  remedies  are  now  employed  in  London, 
Paris,  or  China;  would  you  inspect  the  actual  condition 
of  the  internal  organs;  would  you  predict  the  return  of 
disease;  would  you  tell  whether  that  lady  is  pregnant 
with  a boy  or  a girl;  or  would  you  deliver  this  lady  with- 
out pain — Mesmerism  being  true,  study  it.  But  fel- 
low-laborer in  the  science  of  medicine,  these  things  are 
not  so — and  I tell  you  whom  you  should  rather  consult — 
the  Author  of  all  things  ...  no  pain,  no  suffering!  in 
sorrow  shalt  thou  bring  forth  children. 


At  least  to  this  surgeon,  if  mesmerism  was  real, 
the  world  was  topsy-turvy. 

Historically,  we  can  see  how  some  of  the  reasoning 
and  observations  surrounding  the  animal  controversy 
were  seriously  impaired  by  emotional  or  nonscience 
factors.  Members  of  a medical  science  based  on  a 
strict  mind-bodv  dualism  could  not  conceive  of  sci- 
entific study  of  the  imagination  or  of  psychology.  A 
physical  mechanism  compatible  with  already  es- 
tablished scientific  theory  and  techniques  was  nec- 
essary to  make  any  phenomenon  acceptable  or  suit- 
able for  serious  investigation.  How  could  one  study 
the  imagination  in  the  laboratory  if  it  couldn’t  be 
counted,  measured,  weighed,  or  seen?  How  could 
any  findings  be  confirmed  or  refuted?  If  one  ac- 
cepted the  reality  of  mesmerism,  one  had  to  reeval- 
uate established  medical  theory  and  practice. 

To  make  a radical  alteration  in  our  world  view  is 
so  difficult  as  to  be  beyond  the  capacity  of  most  older 
individuals.  Kuhn,31  the  historian  of  science,  ob- 
serves that  a new  major  theory’s  “assimilation  re- 
quires the  reconstruct  ion  of  prior  theory  and  the  re- 
evaluation  of  prior  fact,  an  intrinsically  revolutionary 
process  that  is  seldom  completed  by  a single  man.” 
Kuhn31  quotes  Darwin,  “I  by  no  means  expect  to 
convince  experienced  naturalists  whose  minds  are 
stocked  with  a multitude  of  facts  all  viewed,  during 
a long  course  of  years,  from  a point  of  view  directly 
opposite  to  mine  . . . but  I look  with  confidence  to  the 
future, — to  young  and  rising  naturalists,  who  will  be 
able  to  view  both  sides  of  the  question  with  impar- 
tiality.” Kuhn31  also  quotes  the  physicist  Max 
Planck  as  observing  that  “a  new  scientific  truth  does 
not  triumph  by  convincing  its  opponents  and  making 
them  see  the  light,  but  rather  because  its  opponents 
eventually  die,  and  a new  generation  grows  up  that 
is  familiar  with  it.”  How  strongly  this  brings  to  mind 
the  parallel  drawn  by  Elliotson,  in  his  Harveian 
oration,  between  his  difficulties  as  a proponent  of 
mesmerism  and  Harvey’s  difficulties  in  establishing 
the  fact  of  circulation.  “No  physician,  forty  years  old 
at  the  time  believed  in  the  circulation  before  he  died, 
however  long  his  life  was  spared  for  reflection.”21 

The  views  reported  by  Kuhn,31  derived  from  the 
history  of  nonclinical  physical  science,  do  not  fully 
account  for  the  behavior  of  the  nineteenth-century 
medical  community  when  faced  with  the  questions 
of  mesmerism,  perkinism,  and  acupuncture.  All 
three  methods  objectively  relieved  painful  conditions 
refractory  to  conventional  medical  methods  of  their 
day.  Had  there  been  adequate  notice  taken  of  Clo- 
quet's 1829  mastectomy,  many  painless  operations 
might  have  been  performed  before  the  advent  of 
chemical  anesthesia.  What  accounted  for  the  ig- 
noring of  the  objective  phenomena?  What  pre- 
vented the  physician  from  distinguishing  between 
clinical  fact  and  theoretic  fallacy?  The  march  of 
events  reported  here  is  neither  unique  to  the  nine- 
teenth century  nor  to  mesmerism.  A recent  article 
highlighted  a disturbingly  similar  contemporary 
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situation  for  ECT  (electric  convulsive  therapy)  in 
psychiatric  treatment,32  and  I have  commented 
elsewhere  on  the  parallels  with  the  contemporary 
question  of  acupuncture  analgesia.33 

What  determines  which  therapeutic  modes  a 
medical  community  or  a society  will  accept  and  which 
it  will  reject?  What  factors  other  than  objective 
performance  criteria  enter  into  the  evaluation  of  a 
proposed  treatment  method?  What  prompts  us,  as 
physicians,  to  reject  nonspecific  treatment  methods 
which  are  effective  in  relieving  clinical  disability, 
before  we  have  done  adequate  clinical  study?  These 
questions  are  more  than  merely  historic  and  more 
than  merely  academic.  The  answers  can  be  crucial 
for  some  patients. 

Department  of  Psychiatry 
New  York  Hospital-Cornell  Medical  Center 
525  East  68th  Street 
New  York,  N.Y.  10021 
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Vision  was  always  a concern  of  man.  Interest  in 
eye  diseases  and  vision  is  evident  in  documents  of 
antiquity.  The  title  “Consultant  of  the  Palace  to 
Heal  the  Sight”  was  carried  by  an  Egyptian  physician 
about  the  fourth  millenium  before  the  Christian  era. 
He  worshipped  ibis-headed  God  Thot  who  restored 
vision  to  hawk-headed  Horus  and  the  God  Amen  who 
healed  without  remedies.  The  Ebers  papyrus,  1550 
B.C.,  contains  a section  on  eye  diseases;  and  Cyrus 
the  Great  of  Persia,  circa  550  B.C.,  requested  an 
Egyptian  doctor  to  cure  eye  ailments.  In  Babylonia, 
the  Code  of  Hammurabi,  2000  B.C.,  warned  eye 
surgeons  that  the  penalty  for  failure — loss  of  an  eye 
or  death — shall  be  the  severing  of  both  hands.1-2 
Ancient  Greece,  Rome,  and  Egypt  knew  that  a 
spherical  glass  of  water  was  a burning  glass  and 
magnifier.3,4  The  mathematician  Euclid,  300  B.C., 
and  astronomer  Ptolemy,  second  century  A.D.,  were 
interested  in  optics,  and  concluded  visual  rays  ema- 
nated from  the  eye;  whereas,  Plato  and  Galen  ex- 
plained vision  on  both  “emission  and  intromission” 
theories.  However,  the  ancients  never  explored  vi- 
sual aids,  perhaps  because  crystal  was  rare  and  glass 
defective.5 

Optical  exploration 

The  earliest  systematic  investigation  of  eye  and 
vision  was  accomplished  by  Arabic  scholars  in  the 
ninth  to  eleventh  centuries.  The  mathematician 
Alhazen  (996  to  1038)  wrote  Optical  Thesaurus  in 
1038,  which  was  translated  into  Latin  in  the  twelfth 
and  thirteenth  centuries,  and  dominated  Western 
optical  thinking  until  the  seventeenth  century.  He 


stated  that  light  rays  bend  on  reaching  a denser 
surface;  objects  are  magnified  under  a glass  sphere; 
images  projected  through  a small  aperture  corre- 
spond to  casting  an  image  on  the  retina;  the  camera 
obscura  is  a model  of  the  eye;  and  light  and  color  pass 
from  objects  to  the  eye.  Still,  none  conceived  the 
benefits  of  curved  surfaces  of  crystal  or  glass  for  vi- 
sion and  reading,  and  the  weak-eyed  and  elderly  re- 
mained helpless.3-9 

In  the  Middle  Ages,  Witelo  of  Padua  and  Fran- 
ciscans John  de  Peckham  and  Roger  Bacon  pondered 
Alhazen’s  ideas.3-5  Bacon  (1214  to  1294),  who  had 
advocated  observation  and  reasoning  as  a true  basis 
for  scientific  thinking,  wrote  Optical  Science,  and 
suggested  segments  of  glass  or  crystal  to  aid  vision. 
Bacon  offended  religious  authorities  for  his  opposi- 
tion to  Aristotle,  Albertus,  and  Thomas  Aquinas,  and 
suffered  imprisonment  for  fourteen  years  and  sup- 
pression of  his  writings  for  five  hundred  years.3,7-10 

In  the  Renaissance  period  scientific  interest  in 
structure  and  function  of  the  eye  was  reawakened  by 
Italian  mathematician  Francesco  Maurolycus  (1494 
to  1595)  and  the  theologian-astronomer  Johannes 
Kepler  (1571  to  1630).  Maurolycus  claimed  the  lens 
of  the  eye  was  curved,  corroborated  by  Vesalius  (1514 
to  1564)  and  Fabricius  (1537  to  1619)  who  accurately 
described  the  structure  of  the  eye;  the  retina  and  not 
the  lens,  as  Galen  thought,  was  the  site  of  vision, 
which  Leonardo  da  Vinci  believed  and  Kepler  con- 
firmed in  1604;  myopia  was  due  to  convergence  of 
rays  before  reaching  the  retina;  and  function  of 
convex  and  concave  lenses  was  described  in  far  and 
near  vision.3,7,9,11 

After  Maurolycus,  investigation  of  structure  and 
function  of  the  eye  continued.  Aranzi  in  1587  dem- 
onstrated image  reversal  in  retina  of  cattle.  Kepler 
in  1604  explained  lens  function,  and  confirmed  the 
role  of  the  retina  and  convergence  of  rays  in  myopia 
as  recorded  by  Maurolycus.  Mariotte  in  1618  dis- 
covered the  blind  spot,  and  Snell  (1599  to  1626)  the 
law  of  refraction,  which  Alhazen  had  anticipated. 
Rene  Descartes  in  1637  believed  that  lens  changes 
determined  accommodation,  which  Kepler  had 
predicted  in  1604.  Sheiner,  a Jesuit  astronomer  in 
Vienna,  demonstrated  in  16^9  altered  lens  curvature 
in  accommodation  and  refraction  by  the  pin-hole 
test.  Anton  Leeuwenhoeck  (1632  to  1723),  a Dutch 
miscroscopist,  discovered  the  laminated  structure  of 
the  lens,  which  furthered  the  explanation  of  accom- 
modation.6,7,11 And,  finally,  Thomas  Young  (1773 
to  1829),  “Father  of  Physiological  Optics,”  proved  in 
1792  that  visual  accommodation  at  different  dis- 
tances is  a factor  of  curvature  changes  in  the  lens. 
Young  was  an  English  Quaker,  pupil  of  John  Hunter, 
scholar  and  physician  who  translated  the  hiero- 
glyphics of  the  Rosetta  Stone,  now  in  the  British 
Museum.  In  1793  he  became  aware  that  an  image 
on  his  retina  was  not  a point,  but  appeared  as  a line, 
circle,  or  oval.  He  wrote  On  the  Mechanism  of  the 
Eye  and  described  his  malady,  which  the  Reverend 
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Mr.  Whewell  of  Cambridge,  in  1830,  named  astig- 
matism; the  wave  theory  of  light — undulations  of 
ether;  color  vision,  which  he  claimed  was  the  conse- 
quence of  color-sensitive  elements  in  the  retina  cor- 
responding to  red,  green,  and  violet;  and  color 
blindness,  which  resulted  from  deficient  response  to 
normal  stimuli. 3,7,1°’12 

By  the  nineteenth  century  it  was  common  knowl- 
edge that,  normally,  light  rays  focus  on  the  retina; 
rays  come  to  a point  short  of  the  retina  in  myopia 
because  the  axis  of  the  eye  is  elongated;  the  axis  is 
shortened  in  hyperopia,  and  rays  fall  in  back  of  the 
retina;  in  astigmatism  there  is  no  single  point  of  focus 
because  cornea  and  lens  are  not  entirely  spherical; 
and  in  presbyopia  the  lens  elasticity  is  lost,  and  there 
is  failure  to  focus  on  a near  object. 

Birth  of  spectacles 

Spectacles,  which  led  the  weak-eyed  and  aged  from 
darkness  into  light,  extended  man’s  sensory  appa- 
ratus, as  mechanics  extended  his  motor  ability; 
broadened  his  intellectual  and  social  life;  and  con- 
tributed to  the  revival  of  learning  and  promotion  of 
knowledge.  When  Greek  and  Latin  classics  were 
copied,  spectacles  eliminated  the  need  for  thick  let- 
tering and  heavy  type  necessary  in  medieval  manu- 
scripts. Lenses  were  framed  in  heavy  metal  and  held 
by  hand  until  it  was  realized  that  the  nose  was  their 
natural  resting  place. 

The  origin  of  spectacles  is  attributed  to  many:  to 
the  Chinese  who  probably  learned  of  their  use  from 
India;  to  a late  thirteenth  century  nobleman  of 
Florence,  d’Armati,  and  to  a Dominican  monk  in 
Pisa,  Allesandro  della  Spina;  and  to  glassmakers  on 
the  island  of  Murano,  Venice.  Very  likely,  they 
originated  in  several  countries  in  the  thirteenth 
century.  The  subject  appeared  in  medical  literature 
for  the  first  time  in  1305,  in  Lilium  Medicinae  by 
Bernard  de  Gordon  (1285  to  1307),  a Montpellier 
teacher;  in  English  wills  from  1350;  and  in  paintings 
of  Treviso  in  1352,  and  of  Raphael  in  1475.  The  first 
discovered  pair,  from  the  fifteenth  century,  is  in  the 
Nuremberg  Museum.3’5’710’12  Benjamin  Franklin 
(1706  to  1790)  invented  bifocals  in  1784,  and  a pair 
was  made  for  him  by  Dollond,  London’s  famous  op- 
tician. The  English  astronomer  George  Biddle  Airy 
(1801  to  1892)  was  the  first  to  correct  astigmatism 
with  a cylindrical  lens  having  an  outer  convex  and  an 
inner  concave  surface,  made  for  him  in  1827;  and 
Allvar  Gullstrand  ( 1 862  to  1924),  Swedish  ophthal- 
mologist and  Nobel  prize  recipient,  designed  lenses 
used  after  cataract  removal.12’13  In  the  United 
States,  John  McAllister,  a Philadelphia  optician, 
made  the  first  pair  of  glasses  to  correct  astigmatic 
vision  for  the  Reverend  Mr.  Goodrich.14 

Until  the  eighteenth  century,  ophthalmology  was 
the  province  of  quacks,  and  spectacles  were  sold  by 
street  venders.15  Ophthalmologists  began  to  refract 
in  the  nineteenth  century,  and  opticians  made 
glasses.  Progress  in  correction  of  visual  difficulties 


was  due  to  Kepler  who  described  the  path  of  light 
rays  through  a lens;  to  ophthalmologists  Albrecht  von 
Graf  (1827  to  1870)  of  Vienna  and  Frans  C.  Donders 
(1818  to  1889)  of  Holland  who  clearly  defined  astig- 
matism and  correctly  differentiated  myopia,  hyp- 
eropia, and  presbyopia  in  1864;  to  improved  manu- 
facturing of  lenses  and  combinations  of  curves;  to 
new  diagnostic  tools  and  methods;  and  to  invention 
of  the  ophthalmoscope,  in  1850,  by  Ludwig  von 
Helmholtz  (1821  to  1894).3’10’13  In  Handbook  of 
Physiological  Optics,  Helmholtz  supported  Young’s 
theory  of  color  vision;  explained  changes  in  lens 
curvature  to  accommodation;  showed  the  macula 
lutea  was  insensitive  to  light;  and,  in  1856,  provided 
a scientific  explanation  for  astigmatism.3’7’10’14 

Microscope  and  telescope 

Despite  three  hundred  years  of  spectacles  and  in- 
creasing skill  of  lens  grinders,  the  simple  combination 
of  two  lenses  and  conversion  to  a microscope  or 
telescope  was  not  a reality  until  the  seventeenth 
century.  Philosophers  held  two  views.  To  followers 
of  Aristotle  and  Plato,  vision  was  superior  to  all  other 
senses;  and  to  Bacon,  the  most  noble  of  senses.  On 
the  other  hand,  most  medieval  scholars  held  that  the 
lens  did  not  depict  objects  truthfully,  and  vision  was 
subordinate  to  touch — hence,  there  was  no  need  to 
explore  its  function.  Correction  of  this  error  of 
thinking  is  credited  to  Kepler’s  theory  of  lenses,  and 
to  the  immortal,  short,  square,  red-haired  Galileo 
(1564  to  1612)  who  searched  the  heavens  with  his 
telescope  and  revealed  truth  through  vision.16 

In  1590,  a Dutch  spectacle  maker,  Zackarias 
Janssen,  placed  two  convex  lenses  in  a tube  and  in- 
vented the  microscope.  Galileo’s  was  an  improve- 
ment; and  Leeuwenhoeck  contributed  lenses  of 
shorter  focus  and  greater  magnification  in  1674.  The 
microscope,  the  optical  properties  of  which  were 
analyzed  by  Kepler  and  a Dutch  physicist,  Christian 
Huygens  (1629  to  1695),  led  directly  to  scientific 
revelations  by  Malpighi,  Hooke,  Grew,  Swammerd- 
am, Leeuwenhoeck,  and  to  the  germ  theory  of  Pas- 
teur and  Koch  in  1880. 8-10 

A Dutch  lens  grinder,  H.  Lippershey,  by  chance 
placed  a convex  and  concave  lens  in  a tube  in  1608, 
and  discovered  the  telescope.  Galileo  learned  of  this 
accidental  observation,  made  one,  examined  the 
skies,  and  confirmed  the  mathematical  explanation 
deduced  by  Copernicus  in  1543  that  placed  the  sun 
at  the  center  of  the  heavens.  Because  of  their  ad- 
vocacy of  the  Polish  mathematician’s  theories,  which 
he  published  at  the  age  of  seventy  years  to  avoid  the 
fury  of  the  church,  gentle  Giordano  Bruno  (1548  to 
1600)  was  burned  at  the  stake,  Campanella  (1568  to 
1639)  spent  years  in  prison,  and  Galileo,  humiliated 
and  defiled,  recanted  on  his  knees  before  his  ruthless 
inquisitors.5,6,10  Galileo  had  recorded  in  Siderius 
Nuntius,  or  Messenger  from  the  Stars,  mountains 
on  the  moon,  rings  around  Saturn,  and  four  satellites 
of  Jupiter.  His  telescope,  however,  conveyed  blurred 
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images,  which  Isaac  Newton  (1642  to  1727),  the 
greatest  genius  before  Albert  Einstein,  correctly  in- 
terpreted as  dispersion  properties  of  lenses.  Since 
Aristotle,  it  had  been  known  that  light  passing 
through  a prism  is  physically  separated  into  colored 
light.  Newton  was  successful  in  reversing  this  phe- 
nomenon.317 S.  Klingenstjerna  (1698  to  1765),  a 
Swedish  mathematician,  revised  Newton’s  ideas  and 
gave  J.  Dollond  the  basis  for  balancing  glass  of  dif- 
ferent refractions  and  dispersions  to  construct  the 
achromatic  lens  in  1758  3,5 

What  is  light? 

What  constituted  light  perplexed  scientists. 
Newton,  in  1675,  claimed  light  corpuscles  discharge 
from  a luminous  point  and  impinge  on  the  retina. 
Huygens  reasoned  light  is  a series  of  waves,  a theory 
defended  bv  Robert  Hooke  (1635  to  1703),  by  O. 
Roemer  who,  in  1675,  reported  light  velocity  is 
180,000  miles  per  second,  and  by  Young  in  1801. 3 
The  explanation  for  light  was  gradually  clarified  by 
Young  who,  in  1811,  discovered  light  interference;  by 
A.  Fresnel,  its  polarization  in  1801;  by  J.  Maxwell,  its 
susceptibility  to  reflection  refraction,  and  polariza- 
tion in  1890;  by  Lebedev,  in  1900,  that  it  exerted 
pressure;  and  by  Einstein,  that  light  is  matter  and 
therefore  energy  and  electrical  in  nature. 
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Most  physicians  would  again 
choose  medicine  as  career 

Despite  increasing  frustrations,  seven  out  of  ten  physi- 
cians would  choose  medicine  as  a career  if  they  had  it  to  do 
over  again,  according  to  a poll  in  the  Impact  section  of 
American  Medical  News,  the  American  Medical  Associa- 
tion’s newspaper  for  physicians. 

Two  out  of  ten  physicians,  however,  would  not  select 
medicine  as  a career  a second  time,  and  one  out  of  ten  isn’t 
sure  whether  he  would  or  not,  the  poll  found. 

Surgeons  were  least  inclined  to  enter  medicine  again. 
Only  30  of  51  respondents  said  they  would  do  so.  Spe- 
cialists in  radiology,  internal  medicine,  psychiatry,  pedi- 


References 

1.  Sorsby,  A.,  and  James,  R.  R.:  A Short  History  of  Oph- 
thalmology, London,  Bale  and  Danielsson,  1933,  p.  1. 

2.  Ghalioungui,  P.:  Magic  and  Medical  Science  in  Ancient 
Egypt,  London,  Hodder  and  Stoughton,  1963,  p.  32. 

3.  Woglom,  VV.  H.:  Discoverers  for  Medicine,  New  Haven, 
Yale  University  Press,  1949,  p.  104. 

4.  Lindberg,  D.  C.:  Alhazen’s  theory  of  vision  and  its  re- 
ception in  the  West,  Isis  58:  321  (1967). 

5.  Bernal,  J.  D.:  Science  in  History,  London,  Watts,  1957, 
pp.  158,  201,240,  292,326. 

6.  Robinson,  V.:  The  Story  of  Medicine,  New  York  City, 
Tudor,  1935,  pp.  80,  213,  280,  309. 

7.  Garrison,  F.  H.:  An  Introduction  to  the  History  of  Med- 
icine, Philadelphia,  W.  B.  Saunders  Company,  1929,  pp.  28,  164, 
184,260,  261,350. 

8.  Stern.  B.  F.:  Society  and  Medical  Progress,  College  Park, 
Maryland,  McGrath  Publishing  Company,  1970,  pp.  53,  170. 

9.  Singer,  C.:  The  Story  of  Living  Things,  New  York  City, 
Harper  Brothers,  1931,  pp.  72,  145. 

10.  Castiglioni,  A.:  A History  of  Medicine,  New  York  City, 
Knopf,  1941,  pp.  276,  351,  390,  529,  631,  688,  729,  731,  863. 

11.  BassJ.  H.:  Outlines  of  the  History  of  Medicine,  New  York 
City,  Krieger,  1971,  pp.  267,  406,  539. 

12.  Coggin,  D.:  Notes  on  the  centennial  anniversary  of  the 
discovery  of  astigmatism,  Boston  M.  & S.  J.  128:  136  (1893). 

13.  Rosen  E.:  The  invention  of  eyeglasses,  J.  Hist.  Med.  & 
Allied  Sc.  11:  13.  183  (1956). 

14.  Noyes,  H.  D.:  Notes  respecting  the  first  recorded  case  of 
astigmatism  in  this  country  for  which  a cylindrical  lens  was  made, 
Am.  J.  M.  Sc.  63:  355  (1872). 

15.  King,  L.  S.:  The  Medical  World  of  the  Eighteenth  Cen- 
tury, New  York  City,  Krieger,  1971,  p.  48. 

16.  Lindberg,  D.  C.,  and  Steneck,  N.  H.:  The  sense  of  vision 
and  the  origins  of  modern  science,  in  Dubos,  A.  G.,  Ed.:  Science, 
Medicine,  and  Society  in  the  Renaissance,  New  York  City,  New 
York  Science  History  Publications,  1972,  p.  29. 

17.  Ginzburg  B.:  The  Adventure  of  Science,  New  York  City, 
Tudor,  1932,  p.  153. 


atrics,  and  obstetrics-gynecology  were  most  likely  to  repeat 
their  career  choice. 

Of  those  who  said  they  would  not  again  choose  medicine 
as  a career,  the  reason  most  often  given  is  “too  much  gov- 
ernment interference”  in  medical  practice.  Others  said 
the  working  hours  are  too  long,  pressures  are  too  great,  and 
financial  return  inadequate  for  the  hours  invested  and 
sacrifice  demanded. 

Those  who  said  they  would  become  physicians  again  also 
registered  a high  degree  of  satisfaction  with  their  choice  of 
a specialty,  more  than  80  per  cent  saying  they  would  again 
pick  the  same  area.  Only  18  per  cent  would  choose  another 
field  of  practice. 
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Obituaries 


Charles  Earnest  Baker,  M.D.,  of  South  Point,  Atlantic 
Shores,  Barbados,  West  Indies,  formerly  of  Hempstead, 
died  on  September  4 at  the  age  of  seventy-two.  Dr.  Baker 
graduated  in  1932  from  the  University  of  St.  Andrews 
Conjoint  Medical  School,  St.  Andrews  and  Dundee.  He 
was  formerly  an  associate  general  practitioner  at  Mercy 
Hospital,  a member  of  the  medical  staff  in  general  practice 
at  South  Nassau  Communities  Hospital,  and  a general 
practitioner  at  Hempstead  General  Hospital.  Dr.  Baker 
was  a member  of  the  American  Academy  of  General 
Practice  and  the  American  Geriatrics  Society. 

Fanny  Bergmann,  M.D.,  of  Elmhurst,  died  on  June  29  at 
the  age  of  seventy-seven.  Dr.  Bergmann  received  her 
medical  degree  from  the  University  of  Wurzburg  in  1928. 
She  was  a member  of  the  American  Society  of  Anesthesi- 
ologists, Inc.,  the  New  York  State  Society  of  Anesthesiol- 
ogists, the  Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Flora  Boenheim,  M.D.,  of  New  York  City,  died  on  March 
9 at  the  age  of  ninety-two.  Dr.  Boenheim  received  her 
medical  degree  from  the  University  of  Berlin  in  1914.  She 
was  a member  of  the  American  Psychiatric  Association,  the 
New  York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Anthony  Joseph  Bondi,  M.D.,  of  Stony  Brook,  died  on 
August  31  at  the  age  of  fifty-nine.  Dr.  Bondi  received  his 
medical  degree  from  the  University  of  Bologna  in  1954.  He 
was  chief  of  otolaryngology  at  St.  John’s  Smithtown  Hos- 
pital and  an  adjunct  otolaryngologist  at  Brooklyn  Eye  and 
Ear  Hospital.  Dr.  Bondi  was  a member  of  the  American 
Geriatrics  Society,  the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  t,he  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Michael  A.  Brescia,  M.D.,  of  Flushing,  died  on  August 
8 at  the  age  of  seventy.  Dr.  Brescia  graduated  in  1933  from 
Stritch  School  of  Medicine  of  Loyola  University,  Chicago. 
He  was  an  honorary  pediatrician  at  St.  John’s  Queens 
Hospital.  Dr.  Brescia  was  a member  of  the  Medical  So- 
ciety of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Abraham  George  Cohen,  M.D.,  of  New  York  City,  died 
on  September  1 at  the  age  of  sixty-six.  Dr.  Cohen  gradu- 
ated in  1933  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  an  attending  in  thoracic  diseases  at 
Beth  Israel  Medical  Center,  an  attending  in  pulmonary 
diseases  at  Montefiore  Hospital  and  Medical  Center,  and 
a senior  consultant  in  pulmonary  disease  at  New  York  In- 
firmary. Dr.  Cohen  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  American 


College  of  Physicians,  a Fellow  of  the  American  College  of 
Chest  Physicians,  and  a member  of  the  American  Thoracic 
Society,  the  New  York  Academy  of  Medicine,  the  New 
York  Society  for  Thoracic  Surgery,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Seymour  Harold  Cohen,  M.D.,  of  White  Plains,  died  on 
September  25  at  the  age  of  forty-three.  Dr.  Cohen  grad- 
uated in  1962  from  Downstate  Medical  Center  State  Uni- 
versity. He  was  an  associate  gastroenterologist  at  White 
Plains  Hospital  and  an  associate  physician  at  St.  Agnes 
Hospital.  Dr.  Cohen  was  a member  of  the  New  York  State 
Society  of  Internal  Medicine,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

William  H.  Conklin,  M.D.,  of  Albany,  died  on  July  30  at 
the  age  of  fifty-one.  Dr.  Conklin  graduated  in  1954  from 
Albany  Medical  College.  He  was  head  of  the  medical  de- 
partment at  Memorial  Hospital,  an  assistant  physician  in 
medicine  at  Albany  Medical  Center  and  at  St.  Peter’s 
Hospital,  and  an  attending  physician  in  renal  disease  at  St. 
Peter’s  Hospital.  Dr.  Conklin  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  (Endocrinology  and 
Metabolism  and  Nephrology),  a Diplomate  of  the  Ameri- 
can Board  of  Nuclear  Medicine,  a Fellow  of  the  American 
College  of  Chest  Physicians,  a Fellow  of  the  American 
College  of  Physicians,  and  a member  of  the  Society  of 
Nuclear  Medicine,  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

James  Peter  Croce,  M.D.,  of  New  York  City,  died  on 
August  19  at  the  age  of  eighty-two.  Dr.  Croce  graduated 
in  1916  from  Fordham  University  School  of  Medicine.  He 
was  a consulting  physician  at  French  and  Polyclinic- 
Medical  School  and  Health  Center  and  at  St.  Clare’s  and 
Beekman-Downtown  Hospitals.  Dr.  Croce  was  a Diplo- 
mate of  the  American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a member  of  the 
American  Academy  of  Compensation  Medicine,  Inc.,  the 
New  York  State  Society  of  Internal  Medicine  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Sergei  Filipp,  M.D.,  of  Massapequa,  died  on  September 
13  at  the  age  of  fifty-four.  Dr.  Filipp  received  his  medical 
degree  from  the  University  of  Berlin  in  1945.  He  was  an 
associate  general  practitioner  at  Brunswick  Hospital 
Center  ( Amityville).  Dr.  Filipp  was  a member  of  the 
Nassau  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 
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Orin  Queal  Flint,  M.D.,  of  Delhi,  died  on  September  9 at 
the  age  of  seventy-four.  Dr.  Flint  graduated  in  1929  from 
McGill  University  Faculty  of  Medicine.  He  was  a general 
practitioner  on  the  medical  staff  at  O’Connor  Hospital,  Inc. 
Dr.  Flint  was  a Fellow  of  the  International  College  of  Sur- 
geons and  a member  of  the  American  Academy  of  Family 
Physicians,  the  Delaware  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Edward  Getting,  M.D.,  of  Beechhurst,  died  on 
June  28  at  the  age  of  sixty-eight.  Dr.  Getting  received  his 
medical  degree  from  the  University  of  Berlin  in  1939.  He 
was  an  assistant  physician  at  Queens  Hospital  Center.  Dr. 
Gett  ing  was  a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Earle  Kenneth  Hallock,  M.D.,  of  Freeport,  died  on  Au- 
gust 20.  Dr.  Hallock  graduated  in  1916  from  Rush  Medical 
College.  He  was  a Diplomate  of  the  American  Board  of 
Otolaryngology. 

Joel  Hartley,  M.D.,  of  New  York  City,  died  on  August  29 
at  the  age  of  sixtv-six.  Dr.  Hartley  graduated  in  1935  from 
New  York  University  School  of  Medicine.  He  was  an  or- 
thopedic surgeon  at  Mount  Sinai  Hospital  and  a consulting 
orthopedist  at  City  Hospital  Center  at  Elmhurst.  Dr. 
Hartley  was  a Diplomate  of  the  American  Board  of  Or- 
thopedic Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Academy  of 
Orthopaedic  Surgeons,  the  American  Geriatrics  Society, 
the  New  York  Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Jacob  Godfrey  Hirsh,  M.D.,  of  The  Bronx,  died  on  Sep- 
tember 2 at  the  age  of  seventy-one.  Dr.  Hirsh  graduated 
in  1929  from  Long  Island  College  Hospital.  He  was  an 
adjunct  neurologist  at  Bronx-Lebanon  Hospital  Center. 
Dr.  Hirsh  was  a member  of  the  Bronx  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Kosro  Homavuni,  M.D.,  of  Jamaica,  died  on  July  19  at  the 
age  of  fifty-three.  Dr.  Homavuni  received  his  medical 
degree  from  the  University  of  Teheran  in  1950.  He  was  an 
attending  surgeon  at  Mary  Immaculate  Hospital,  an  as- 
sociate in  general  surgery  at  Queens  Hospital  Center,  and 
a member  of  the  surgical  staff  at  Long  Island  Jewish- 
Hillside  Medical  Center.  Dr.  Homavuni  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Milena  Klein,  M.D.,  of  Kew  Gardens  died  on  May  13  at 
the  age  of  seventy-four.  Dr.  Klein  received  her  medical 
degree  from  the  University  of  Berlin  in  1925.  She  was  a 
member  of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clifford  Henry  Marsh,  M.D.,  of  Cornwall  on  Hudson, 
died  on  August  16  at  the  age  of  fifty-three.  Dr.  Marsh 


graduated  in  1947  from  Albany  Medical  College.  He  was 
an  attending  physician  at  Cornwall  Hospital  as  well  as  an 
anesthesiologist  there.  Dr.  Marsh  was  a member  of  the 
American  Academy  of  Family  Physicians,  the  Orange 
County  Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

George  John  Miller,  M.D.,  of  Binghamton,  died  on 
September  2 at  the  age  of  sixty-one.  Dr.  Miller  graduated 
in  1940  from  Long  Island  College  of  Medicine.  He  was  a 
Diplomate  of  the  American  Board  of  Orthopedic  Surgery 
and  a member  of  the  Binghamton  Academy  of  Medicine. 

Lawrence  J.  Morgenbesser,  M.D.,  of  New  York  City, 
died  on  February  4 at  the  age  of  fifty-nine.  Dr.  Morgen- 
besser graduated  in  1945  from  Hahnemann  Medical  Col- 
lege of  Philadelphia. 

Brittain  Ford  Payne,  M.D.,  of  New  York  City,  died  on 
September  19  at  the  age  of  seventy-seven.  Dr.  Payne 
graduated  in  1927  from  the  University  of  Texas  School  of 
Medicine.  He  was  a consulting  ophthalmologic  surgeon 
at  University  Hospital  and  a consulting  ophthalmologist 
at  Lenox  Hill  and  St.  Clare’s  Hospitals.  Dr.  Payne  was  a 
Diplomate  of  the  American  Board  of  Ophthalmology,  a 
Diplomate  of  the  American  Board  of  Preventive  Medicine 
(Aerospace  Medicine),  a Fellow  of  the  American  College 
of  Surgeons,  a Fellow  of  the  American  College  of  Preventive 
Medicine,  and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Pan  American 
Association  of  Ophthalmology,  the  Aerospace  Medical 
Association,  the  American  Ophthalmological  Association, 
the  New  York  Academy  of  Medicine,  the  New  York  Oph- 
thalmological Society,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Benjamin  Pollack,  M.D.,  of  Rochester,  died  on  August 
22  at  the  age  of  seventy-two.  Dr.  Pollack  graduated  in  1929 
from  the  University  of  Toronto  Faculty  of  Medicine.  He 
was  a member  of  the  American  Psychiatric  Association,  the 
Monroe  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Samuel  Ralph,  M.D.,  of  Brooklyn,  died  on  August  14  in 
his  ninetieth  year.  Dr.  Ralph  graduated  in  1913  from  Long 
Island  College  Hospital.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Waldemar  Reichmann,  M.D.,  of  New  York  City,  died  on 
July  18  at  the  age  of  ninety.  Dr.  Reichmann  received  his 
medical  degree  from  the  LTniversity  of  Breslau  in  1911.  He 
was  a member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Attilio  Robertiello,  M.D.,  of  New  York  City,  died  on 
September  3 at  the  age  of  eighty-five.  Dr.  Robertiello 
graduated  in  1917  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting  physician 
at  New  York  Eye  and  Ear  Infirmary.  Dr.  Robertiello  was 
a Fellow  of  the  American  College  of  Cardiology  and  a 
member  of  the  New  York  County  Medical  Society,  the 
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Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Percy  Scott  Rowe,  M.D.,  of  New  Port  Richey,  Florida, 
formerly  of  Hollis,  died  on  June  24.  Dr.  Scott  graduated 
in  1925  from  Tufts  University  School  of  Medicine.  He  was 
a member  of  the  International  Academy  of  Proctology. 

Abner  Stern,  M.D.,  of  New  York  City,  died  on  September 
10  at  the  age  of  seventy-nine.  Dr.  Stern  graduated  in  1920 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  a consultant  in  medicine  at  Bronx- 
Lebanon  Hospital  Center  and  an  attending  physician  at 
Hebrew  Hospital  for  Chronic  Sick.  Dr.  Stern  was  a Dip- 
lomate  of  the  American  Board  of  Internal  Medicine  and 
a member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Robert  Inslee  Weed,  M.D.,  of  Rochester,  died  on  August 
18  at  the  age  of  forty-seven.  Dr.  Weed  graduated  in  1952 
from  Yale  University  School  of  Medicine.  He  was  an  at- 
tending physician  at  Strong  Memorial  Hospital.  Dr.  Weed 
was  a Diplomate  of  the  American  Board  of  Internal  Med- 
icine, a Fellow  of  the  American  College  of  Physicians,  and 
a member  of  the  American  Society  for  Clinical  Investiga- 


Crack down  on  “bad  doctors” 
hampered  by  inadequate  laws 

The  licensing  and  prosecution  systems  of  most  states 
find  it  difficult  to  cope  with  the  problem  of  cracking  down 
on  had  doctors,  says  an  article  in  the  Impact  section  of  the 
April  26  issue  of  American  Medical  News,  the  weekly 
newspaper  for  physicians  of  the  American  Medical  Asso- 
ciation. 

With  malpractice  in  the  limelight  and  the  issue  of  phy- 
sician competence  increasingly  a hot  potato,  state  medical 
examining  boards  are  being  strongly  pressured  to  step  up 
their  efforts  to  police  physicians,  says  the  Impact  article. 

“Boards  that  until  recently  simply  dispensed  licenses 
and  dealt  with  physicians  convicted  of  criminal  offences, 
those  addicted  to  narcotics  or  alcohol,  now  are  being  re- 
quired to  wrestle  with  complex  determinations  of  M.I). 
competence  and  medical  negligence.” 

In  many  states  these  boards  are  ill -prepared  to  cope  with 
t he  spate  of  complaints  about  physicians,  writes  Impact 
Articles  Editor  Carol  Brierly  Colin.  Some  are  short- 
staffed,  underfunded,  and  often  without  the  necessary  legal 


tion,  and  the  American  Physiological  Society. 

G.  Jean  Weil,  M.D.,  of  New  York  City,  died  on  September 
10  at  the  age  of  sixty-four.  Dr.  Weil  received  her  medical 
degree  from  the  University  of  Zurich  in  1939.  She  was 
chief  of  anesthesiology  at  Trafalgar  Hospital.  Dr.  Weil  was 
a member  of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  American  Medical  Women’s  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  William  Wright,  M.D.,  of  Albany,  died  on  Sep- 
tember 9 at  the  age  of  eighty-two.  Dr.  Wright  graduated 
in  1923  from  Harvard  University  Medical  School.  He  was 
an  honorary  pathologist  at  Albany  Medical  Center.  Dr. 
Wright  was  a Diplomate  of  the  American  Board  of  Pa- 
thology (Clinical  Pathology  and  Pathologic  Anatomy)  and 
a member  of  the  International  Academy  of  Pathology,  the 
American  Association  of  Pathologists  and  Bacteriologists, 
the  American  Society  for  Experimental  Pathology,  the 
American  Society  of  Clinical  Pathologists,  the  American 
Association  for  Cancer  Research,  the  American  Public 
Health  Association,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


authority  to  pursue  investigations. 

“Often,  neither  the  public  nor  even  physicians  them- 
selves fully  understand  the  careful  legal  groundwork  re- 
quired to  discipline  a physician  whose  professional  per- 
formance is  consistently  below  par,  while  safeguarding  his 
right  to  due  process  and  fair  hearing.” 

The  situation  in  California  is  cited  as  an  example.  In 
this  western  state,  the  state’s  board  of  medical  examiners 
and  other  state  agencies  sharing  some  of  the  disciplinary 
responsibilities  have  been  roundly  criticized  and  exhorted 
to  do  a better  job. 

California  Assistant  General  Lynn  Henry  Johnson 
points  out  that  “A  charge  of  imcompetence  against  a pro- 
fessional person  is  the  most  difficult  of  all  charges  to  prove. 
When  a physician  or  surgeon  diagnoses  a patient’s  ailments 
and  prescribes  a course  of  treatment,  it  inevitably  involves 
a large  portion  of  subjective  judgment.” 

Johnson  says  he  has  a staff  of  only  36  lawyers  to  carry 
actions  against  all  professionals  except  lawyers.  The  1975 
caseload  of  2,500  cases  means  that  each  attorney  has  to 
handle  83  cases. 
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Barvie,  A.,  Lazarus,  G.  S.,  and  Barland,  P.:  Basement 
membrane  antibody  with  skin  bullae,  New  York  State  J. 
Med.  76:  2127  (Dec.)  1976. 

A young  woman  with  a subepidermal  bullous  eruption 
which  had  features  of  both  pemphigoid  and  systemic  lupus 
erythematosus  is  described.  Antibodies  to  the  dermal- 
epidermal  basement  membrane  were  found  fixed  in  situ 
to  abnormal  and  normal  skin  and  were  also  present  in  the 
patient’s  serum  initially.  Only  one  of  four  skin  specimens 
from  normal  individuals  reacted  with  the  patient’s  serum. 
The  basement  membranes  from  several  other  organs  were 
nonreactive,  indicating  the  narrow  range  of  specificity  of 
these  antibodies.  Blocking  experiments  using  serum 
pooled  from  several  patients  with  bullous  pemphigoid  in- 
dicated that  our  patient’s  serum  reacted  with  antigenic 
groups  distinct  from  those  that  commonly  react  in  bullous 
pemphigoid.  The  patient  responded  to  high  doses  of 
corticosteroids  and  azathioprine  with  a concomitant  dis- 
appearance of  complement  from  the  immune  deposits  in 
the  skin.  A relapse  followed  discontinuation  of  azathio- 
prine and  was  accompanied  by  a reappearance  of  comple- 
ment in  the  dermal-epidermal  basement  membrane. 
These  studies  demonstrate  that  direct  immunofluorescent 
examination  of  skin  biopsies  can  be  extremely  helpful  in 
the  diagnosis  and  management  of  bullous  disease;  that 
great  care  must  be  used  in  selecting  substrates  for  detection 
of  circulating  antihuman-skin  basement  membrane  anti- 
bodies, and  that  the  antigenic  specificity  of  these  anti- 
bodies may  serve  as  a means  of  categorizing  the  autoim- 
mune bullous  diseases  of  the  skin. 

Nabatoff,  R.  A.:  Thromboembolic  phenomena;  following 
ambulatory  varicose  vein  surgery,  New  York  State  J. 
Med.  76:  2133  (Dec.)  1976. 

Stripping  procedures  for  varicose  veins  were  performed 
on  4,935  patients.  The  length  of  hospitalization  has  been 
gradually  decreased.  The  operation  has  been  performed 
on  a fully  ambulatory  basis  on  1,456  patients.  None  of  the 
patients  developed  clinically  apparent  thrombophlebitis 
but  two  patients,  .04  per  cent,  developed  pulmonary 
symptoms,  presumably  from  emboli  from  clinically  silent 
lower  extremity  phlebitis.  The  first  patient  was  treated 
with  anticoagulants  and  one  week  of  partial  bedrest.  The 
second  patient  was  anticoagulated  on  a fully  ambulatory 
basis.  Both  patients  made  prompt  recoveries.  This  am- 
bulatory technique  has  produced  a marked  decrease  in 
postoperative  morbidity  and  mortality  rates. 

Zaki,  M.  H.,  Lyons,  H.  A.,  Robins,  A.  B.,  and  Brown,  E. 

P.:  Tuberculin  sensitivity;  contacts  of  tuberculosis  pa- 
tients, New  York  State  J.  Med.  76:  2138  (Dec.)  1976. 

This  study  is  based  on  tuberculosis  patients  who  were 
reported  to  the  City  of  New  York  Department  of  Health 
as  having  had  active  tuberculosis  during  a sixteen-month 
period.  Clinical  and  epidemiologic  data  were  collected  for 
3,363  patients  and  their  household  contacts  by  abstraction 


of  hospital  and  chest  disease  clinic  records,  and  by  personal 
interviews.  The  patients  and  their  contacts  were  followed 
for  two-  to  five-year  periods.  Clinical,  laboratory,  radio- 
logic,  and  intradermal  findings  were  standardized  to  reduce 
sources  of  bias.  Of  the  8,874  identified  contacts,  4,931,  or 
55.6  per  cent,  were  tuberculin  tested  and  read.  Of  the 
latter,  2,194,  or  44.5  per  cent,  disclosed  positive  test  find- 
ings on  first  examination.  Of  the  727  reactors  with  nega- 
tive test  findings  who  were  examined  more  than  once,  162, 
or  22.3  per  cent,  converted  within  the  first  year.  Highest 
conversion,  39  per  cent,  was  observed  among  contacts  aged 
twenty-five  to  thirty-four  years,  and  among  contacts  of 
patients  of  the  same  age  group,  29  per  cent.  Lower  con- 
version rates  were  demonstrated  for  contacts  of  younger 
and  of  older  patients.  Sex  of  the  index  case  did  not  play 
a significant  role.  Blacks  had  a higher  conversion  rate  than 
did  whites  or  Spanish-speaking  contacts.  Conversion  rates 
among  contacts  of  patients  suffering  from  minimal,  mod- 
erately advanced,  or  far-advanced  disease  were  13  per  cent, 
27  per  cent  and  33  per  cent  respectively.  Twenty-seven 
per  cent  of  contacts  of  patients  with  positive  cultures  be- 
came tuberculin  positive;  only  16  per  cent  of  those  of  pa- 
tients with  negative  cultures  did  so.  Conversion  among 
contacts  of  self-presenting  patients  was  26  per  cent,  as 
compared  with  15  per  cent  among  contacts  of  patients 
discovered  through  case-finding  channels.  Among  con- 
tacts of  patients  treated  primarily  in  the  hospital,  20  per 
cent  became  positive  as  compared  with  28  per  cent  for 
contacts  of  patients  who  received  both  hospital  and  am- 
bulatory treatment.  Conversion  was  relatively  lower 
among  contacts  of  patients  treated  exclusively  at  home,  13 
per  cent.  This  may  be  attributed  to  the  fact  that  a sizable 
proportion  of  ambulatory  patients  had  minimal  disease. 
Further  analysis  and  implications  are  discussed. 

Mayer,  W.,  Gordon,  M.,  and  Rothbard,  M.  J.:  Pro- 
phylactic antibiotics;  use  in  hysterectomy,  New  York 
State  J.  Med.  76:  2144  (Dec.)  1976. 

Utilizing  a random  selection  procedure,  100  patients 
were  evaluated  in  order  to  determine  the  value  of  pro- 
phylactic antibiotics  in  patients  undergoing  either  vaginal 
or  abdominal  hysterectomy.  All  patients  were  evaluated 
for  febrile  morbidity  and  specific  infection  sites  were  re- 
corded. Significant  differences  were  found  between  the 
treated  and  control  groups  in  patients  undergoing  vaginal 
but  not  abdominal  hysterectomy.  The  specific  causes  of 
febrile  morbidity  are  presented  and  analyzed. 

Cedermark,  B,  J.,  Kaufman,  J.  H.,  Parthasarathy, 
K.  L.,  Jung,  O.  S.,  and  Bakshi,  S.  P.:  Gallium-67  citrate 
scintigraphy;  value  in  non-Hodgkin’s  lymphoma,  New 
York  State  J.  Med.  76:  2148  (Dec.)  1976. 

One  hundred  and  four  gallium-67  citrate  scintigrams 
were  performed  on  patients  with  a diagnosis  of  non- 
Hodgkin’s  lymphoma.  Of  the  65  patients  who  had  tumor 
present  at  the  time  of  scintigraphy,  60  were  diagnosed 

continued  on  page  2234 
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Evaluation  of  Drug  Interactions.  Second  edition. 
Washington,  D.C.,  American  Pharmaceutical  Association, 
1976.  Paperback,  520  pages.  Price,  $12.50. 

Lung  Liquids.  Ciba  Foundation  Symposium  38  (new 
series).  New  York,  Elsevier,  1976.  Illustrated,  330  pages. 
Cloth,  $23.95. 

The  Guide  to  Biomedical  Standards.  Fifth  edition.  By 
Allan  F.  Pacela  and  Brenda  E.  Arnold.  Diamond  Bar, 
Calif.,  Quest  Publishing  Company,  1976.  Paperback,  45 
pages.  Price,  $7.00. 

Medical  Risks:  Patterns  of  Mortality  and  Survival. 

A reference  volume  sponsored  by  The  Association  of  Life 
Insurance  Medical  Directors  of  America  and  The  Society 
of  Actuaries.  Edited  by  Richard  B.  Singer,  M.D.,  and 
Louis  Levinson,  Fellow  of  the  Society  of  Actuaries.  Lex- 
ington, Mass.,  D.  C.  Heath  and  Company,  1976.  Cloth,  172 
pages,  plus  appendices,  tables  and  indices.  Price. 
$27.50. 

Vascular  Surgery:  A Guide  and  Handbook.  By  Ger- 
ald H.  Pratt,  M.D.  F.A.C.S.  St.  Louis,  Mo.,  Warren  H. 
Green,  Inc.,  1976.  Illustrated,  300  pages.  Hard  cover. 

Coping  with  Food  Allergy.  By  Claude  A.  Frazier,  M.D. 
New  York,  Quadrangle/The  New  York  Times  Book  Co., 
1974.  Cloth,  334  pages.  Price,  $9.95. 

Monoamine  Oxidase  and  its  Inhibition.  Ciba  Foun- 
dation Symposium  39  (new  series).  New  York,  Elsevier, 
1976.  Illustrated,  415  pages.  Cloth,  $29.95. 

Help  Your  Doctor  Help  You.  By  Walter  C.  Alvarez, 
M.D.  Milbrae,  Calif.  Celestial  Arts,  1976.  Paperback, 
126  pages.  Price,  $4.95. 

The  Story  of  MEDICO,  A Service  of  CARE.  By  Terry 
Morris.  New  York,  CARE.  Public  Information  Dept., 
1976.  Illustrated,  61  pages.  Paperback. 

A Review  of  Medical  Pharmacology.  Fifth  edition.  By 
Frederick  H.  Meyers,  M.D.,  Ernest  Jawetz,  Ph.D.,  M.D., 
and  Alan  Goldfien,  M.D.  Los  Altos,  Calif.  Lange  Medical 
Publications.  Illustrated,  740  pages.  Soft  cover, 
$12.50. 

Elements  of  Medical. Genetics.  Fourth  edition.  By 
Alan  E.  H.  Emery,  M.D.,  Ph.D.  Los  Angeles,  University 
of  California  Press,  1 976.  Illustrated,  245  pages.  Paper- 
back, $4.25. 

The  Consumer’s  Guide  to  Successful  Surgery.  By  Dr. 
Seymour  Isenberg  and  Dr  L.  M.  Elting.  New  York,  St. 
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sending  them  for  this  purpose.  Selection  for  review  is  made  on 
the  basis  of  merit  and  reader  interest. 


Martin’s  Press,  Inc.,  1976.  Illustrated,  341  pages.  Hard 
cover,  $10. 

Handbook  of  Medical  Specialties.  By  Henry  Wechsler, 
Ph.D.  New  York,  Human  Sciences  Press,  1976.  Paper- 
back, 314  pages.  Price,  $9.95. 

Two  Centuries  of  American  Medicine,  1776-1976.  By 

James  Bordley,  III,  M.D.,  and  A.  McGehee  Harvey,  M.D. 
Philadelphia,  W.  B.  Saunders  Company,  1976.  Illustrated, 
844  pages.  Hard  cover,  $19.75. 

Diabetic  Cooking  Made  Easy.  New,  Revised  and  En- 
larged edition.  By  Virginia  M.  Donahoe.  Minneapolis, 
Minn.,  Burgess  Publishing  Company,  1973.  Illustrated, 
73  pages.  Paperback,  $3.95. 

Freedom  from  Compulsion.  By  Leonard  Cammer,  M.D. 
New  York,  Simon  and  Schuster,  1976.  Hardbound,  271 
pages.  Price,  $9.95. 

Nursing  Home  Administration.  A Contemporary 
Nursing  Resource  Book.  By  The  Journal  of  Nursing  Ad- 
ministration Editorial  Staff.  Wakefield,  Mass.  Con- 
temporary Publishing,  Inc.  1976.  Illustrated,  43  pages. 
Paperback,  $3.95. 

Embryogenesis  in  Mammals.  Ciba  Foundation  Sym- 
posium 40  (New  Series).  New  York,  Elsevier,  1976.  Il- 
lustrated, 308  pages.  Cloth,  $21.95. 

Polypeptide  Hormones:  Molecular  and  Cellular  As- 
pects. Ciba  Foundation  Symposium,  41.  (New  Series). 
In  Honor  of  Sir  Frank  Young.  New  York,  Elsevier,  1976. 
Illustrated,  388  pages.  Cloth,  $27.75. 

Psychiatric  Emergencies.  Edited  by  Robert  A.  Glick, 
M.D.,  Arthur  T.  Meyerson,  M.D.,  Edwin  Robbins,  M.D., 
and  John  A.  Talbott,  M.D.  New  York,  Grune  & Stratton, 
1976.  Hard  cover,  300  pages.  Price,  $16. 

Tomography:  Physical  Principles  and  Clinical  Ap- 
plications. Golden’s  Diagnostic  Radiology;  Section 

17.  Laurence  L.  Robbins,  M.D.,  Editor.  By  J.  T.  Little- 
ton, M.D.,  F.A.C.R.;  with  contributions  by  M.  L.  Durizch, 
R.T.,  A.S.,  E.  H.  Crosby,  M.S.,  and  J.  C.  Geary,  D.V.M., 
D.A.C.V.R.  Baltimore,  The  Williams  and  Wilkins  Co., 
1976.  Illustrated,  841  pages.  Cloth,  $57.50. 

Renal  Pathophysiology.  By  Alexander  Leaf,  M.D.,  and 
Ramzi  S.  Cotran,  M.D.  New  York,  Oxford  University 
Press,  1976.  Illustrated,  387  pages.  Cloth,  $12.50. 

Seventh  International  Conference  on  Sarcoidosis  and 
Other  Granulomatous  Disorders.  Annals  of  the  New 
York  Academy  of  Sciences.  Volume  278.  Edited  by 
Louis  PL  Siltzbach.  New  York,  The  New  York  Academy 
of  Sciences,  1976.  Illustrated,  751  pages.  Paperback, 
$53. 
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He  capitalized  on 
a good  idea. 


In  1791,  Benjamin  Banneker,  the  black  scientist, 
inventor  and  mathematician,  took  on  a new  job. 
Surveyor  on  the  six-man  team  working  on  the  plans 
for  the  eventual  city  of  Washington,  D.C. 


are  planning  for  their  future  by  buying  United 
States  Savings  Bonds.  And  you  can  join  them  by 
enrolling  in  your  Payroll  Savings  Plan  at  work.  A 
little  is  set  aside  from  each  check  to  buy  Bonds. 
So  it’s  all  automatic. 
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correctly,  92  per  cent.  The  false  rate  for  normal  findings 
was  5 out  of  40, 12.5  per  cent,  and  the  false  rate  for  positive 
findings  was  4 out  of  64,  6.3  per  cent.  Overall,  the  gal- 
lium-67 scan  detected  the  tumor  in  124  out  of  158  anatomic 
sites  involved,  78.5  per  cent.  Tumor  in  intra-abdominal 
parenchymal  organs  and  the  spleen  had  generally  low 
sensitivity.  No  difference  in  reliability  was  noted  by  cell 
type  with  4 out  of  40,  10  per  cent,  incorrect  scans  with 
nodular  lymphoma  and  5 out  of  64, 8 per  cent,  with  diffuse 
type.  Prior  radiation  and/or  chemotherapy  did  not  appear 
to  affect  accuracy.  Gallium-67  scintigraphic  examinations 
are  useful  in  documenting  recurrence  and  response  in 
non-Hodgkin’s  lymphoma  although  its  value  in  initial 
staging  of  the  disease  is  limited. 

Mohaideen,  A.  H.,  Avram,  M.  M.,  and  Mainzer,  R.  A.: 

Polytetrafluoroethylene  grafts  for  arteriovenous  fistulae; 
preliminary  report.  New  York  State  J.  Med.  76:  2152 
(Dec.)  1976. 


The  use  of  the  expanded  polytetrafluoroethylene  long 
fibril  vascular  graft  (Goretex)  as  a satisfactory  access  route 
for  hemodialysis  is  reported.  Twenty  of  24  such  vascular 
grafts  placed  during  the  past  eight  months  continue  to 
function  satisfactorily  as  hemodialysis  access  routes  or  were 
functional  at  the  time  of  death  in  2 patients.  The  graft 
material  is  readily  shaped  and  placed  with  a minimum  of 
leakage  or  axial  rotation. 

Solomon,  K.:  Benzodiazepines  and  neurotic  anxiety;  cri- 
tique, New  York  State  J.  Med.  76:  2156  (Dec.)  1976. 

The  basic  pharmacologic  properties  of  benzodiazepines 
are  reviewed.  Difficulties  in  evaluating  neurotic  anxiety 
and  problems  of  the  double-blind  research  method  are 
discussed.  The  literature  on  clinical  research  of  benzo- 
diazepines is  reviewed.  The  author  questions  the  efficacy 
of  these  drugs  in  treating  neurotic  anxiety.  Problems  of 
evaluation  of  benzodiazepines  relate  to  poor  research  de- 
signs used,  as  well  as  the  ephemeral  nature  of  anxiety. 
Directions  for  future  research  are  outlined. 


Abstracts  in  Interlingua 


Barvie,  A.,  Lazarus,  G.  S.,  e Barland,  P.:  Anticorpore 
del  membrana  basal  in  bullae  cutanee,  New  York  State 
J.  Med.  76:  2127  (Decembre)  1976. 

Es  discutite  un  femina  juvene  con  eruption  bullose  sub- 
epidermic  con  characteristicas  e signos  pemphigoide  e de 
lupus  erythematose  systemic.  Le  anticorpores  del  mem- 
brana basal  dermo-epidermic  esseva  trovate  fixate  in  le  sito 
del  pele  normal  e abnormal,  e etiam  esseva  presente,  ini- 
tialmente,  in  le  sero  del  patiente.  Solmente  un  del  4 
monstras  de  pele  de  individuos  normal  reagite  con  le  sero 
del  patiente.  Le  membrana  basal  obtenite  de  varie  altere 
organos  esseva  non-reactive,  indican te  le  limitate  scale  del 
specificitate  de  iste  anticorpore.  Experimentos  bloqueante 
usante  seros  mixturate  procedente  de  varie  patientes  con 
bullae  pemphigoide  indicate  que  nostre  seros  de  patientes 
reagite  con  gruppos  antigenic  differente  de  illes  que  com- 
munmente  reageva  con  le  seros  bullose  pemphigoide.  Le 
patientes  respondite  al  doses  elevate  de  corticosteroides 
e azathioprina,  con  disparition  concomitante  del  com- 
plemento  de  depositos  immunitari  del  pele.  Un  recidiva 
seguiva  le  interruption  del  azathioprina,  e esseva  accom- 
paniate  per  le  reaparition  del  complemento  in  le  membrana 
basal  dermo-epidermic.  Iste  studio  demonstra  que  le  ex- 
amination immunofiuorescente  directe  del  biopsias  cuta- 
nee pote  esser  extrememente  utile  in  le  diagnose  e trac- 
tamento  del  morbo  bullose;  e etiam  que  debe  usar  se  un 
grande  attention  pro  selectionar  substratos  per  le  detection 
del  anticorpores  circulante  del  membrana  basal  antipele 
human;  asi  mesmo  que  le  specificitate  antigenic  de  iste 
anticorpore  pote  servir  como  un  medio  de  categorisar  le 
morbos  bullose  auto-immune  del  pele. 


Nabatoff,  R.  A.:  Phenomena  thromboembolic  depost 

chirurgia  de  venas  varicose,  New  York  State  J.  Med.  76: 
2133  (Decembre)  1976. 

Le  extraction  de  venas  varicose  esseva  facite  in  4935 
patientes.  Le  tempore  de  hospitalisation  esseva  gra- 
dualmente  reducite.  Le  operation  esseva  facite  ambula- 
torimente  in  1456  patientes.  Necun  patiente  disveloppate 
un  thrombophlebitis  clinic;  solmente  2 patientes  (0.04  pro 
cento)  presentate  symptomas  pulmonari,  possibilimente 
per  embolias  clinicmente  silqnte  in  casos  de  phlebitis  del 
extremitate  inferior.  Le  prime  patiente  esseva  tractate  con 
anticoagulantes  e un  reposo  in  le  lecto  solmente  partial.  Le 
altere  patiente  esseva  tractate  con  anticoagulantes  e 
completemente  ambulatori.  Ambe  patientes  recuperate 
promptemente.  Iste  therapia  ambulatori  ha  producite  un 
reduction  marcate  del  morbiditate  e mortalitate  post- 
opera tori. 

Zaki,  M.  H.,  Lyons,  H.  A.,  Robins,  A.  B.,  e Brown,  E.  P.: 

Sensitivitate  al  tuberculina;  contactos  del  patiente  tuber- 
culose,  New  York  State  J.  Med.  76:  2138  (Decembre) 
1976. 

Iste  studio  es  basate  in  patientes  tuberculose  reportate 
al  Departamento  de  Sanitate  del  Citate  de  Nove  York;  le 
tuberculosis  esseva  active  durante  un  periodo  de  16  menses. 
Le  information  clinic  e epidemiologic  esseva  obtenite  de 
3363  patientes  e de  su  contactos  familiari  prendite  del  re- 
gistros  del  clinicas  del  hospital  e del  Servicio  de  Morbos 
Pulmonari,  e mediante  intervistas  personal.  Le  patientes 
e su  contactos  esseva  seguite  durante  un  periodo  de  2 a 5 
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annos.  Le  trovatos  clinic,  radiologic,  de  laboratorioe  re- 
actiones  intradermal  esseva  standardisate  pro  reducer  le 
fonte  de  partialitate.  De  8874  contactos  identificate,  4931 
(55.6  pro  cento),  recipeva  le  test  del  tuberculina  que  esseva 
legite.  De  iste  ultime,  2194  (44.5  pro  cento)  habeva  un  test 
positive  in  le  prime  examination.  De  727  reactores  nega- 
tive que  esseva  examinate  plus  que  un  vice,  162  (22.3  pro 
cento)  converteva  a positive  durante  le  prime  anno.  Un 
conversion  plus  elevate  (39  pro  cento)  esseva  observate 
inter  le  contactos  de  25  a 34  annos  de  etate,  e inter  le  con- 
tactos de  patientes  del  mesme  etate  (29  pro  cento).  Un 
indice  de  conversion  plus  basse  esseva  observate  inter  le 
contactos  plus  juvenes  e plus  ancian.  Le  sexo  non  habeva 
un  rolo  significative.  Le  Nigros  habeva  un  indice  de  con- 
version plus  elevate  que  le  contactos  Blanco  o le  personas 
hispano-parlante.  Le  indices  de  conversion  inter  le  con- 
tactos de  patientes  con  morbo  minime,  moderatemente 
avanciate  o multe  avanciate  esseva  13,  22  e 33  pro  cento, 
respect ivemente.  Vinte-septe  (27)  pro  cento  del  contactos 
con  patientes  con  culturas  positive  devineva  positive  al 
tuberculina;  solmente  le  16  pro  cento  del  patientes  con 
culturas  negative  devineva  positive  al  tuberculina.  Le 
conversion  inter  le  contactos  del  patientes  independente 
esseva  26  pro  cento,  comparate  con  15  pro  cento  inter  le 
contactos  del  patientes  diagnosticate  mediante  methodos 
pro  trovar  le  casos.  Inter  le  contactos  del  patientes  tractate 
primemente  in  le  hospital,  le  20  pro  cento  devineva  posi- 
tive, comparate  con  le  28  pro  cento  del  contactos  del  pa- 
tientes tractate  in  le  hospital  e ambulatorimente.  Le 
conversion  esseva  relativemente  plus  basse  (13  pro  cento) 
inter  le  contactos  del  patientes  tractate  solmente  al  casa. 
Iste  pote  esser  atribuite  al  facto  que  un  importante  pro- 
portion del  patientes  ambulatori  habeva  un  morbo  minime. 
Le  analyse  ulterior  e implicationes  es  discutite. 


Mayer,  W.,  Gordon,  M„  e Rothbard,  M.  J.:  Prophylaxis 
antibiotic;  uso  in  hysterectomias,  New  York  State  J.  Med. 
76:  2144  (Decembre)  1976. 

Usante  un  procedimento  selective  al  hasardo,  100  pa- 
tientes esseva  evalutate  pro  determinar  le  valor  del  pro- 
phylaxis antibiotic  in  casos  de  hysterectomias  vaginal  o 
abdominal.  Omne  patientes  esseva  observate  per  reac- 
tiones  febrile,  e le  infectiones  specific  esseva  registrate. 
Differentias  significative  esseva  trovate  inter  le  patientes 
tractate  prophylacticmente  e illes  de  controlo,  in  casos  de 
hysterectomias  vaginal  solmente  (non  abdominal).  Le 
casos  specific  de  morbiditate  febrile  es  presentate  e ana- 
lysate. 

Cedermark,  B.  J.,  Kaufman,  J.  H.,  Parthasarathy,  K. 
L.,  Jung,  O.  S.,  e Bakshi,  S.  P.:  Scintigraphias  con  citrato 
de  Gallium-67;  su  valor  in  lymphoma  non  Hodgkin,  New 


Clinical  features  of  aspirin  intolerance 

Aspirin  intolerance,  the  incidence  of  which  has  been 
estimated  at  a .4  per  cent  of  the  general  population,  is 
characterized  by  rhinitis,  sinusitis  (or  both);  nasal  polyposis 
and  asthma.  Polyposis  and  asthma  may  occur  with  or 
without  a history  of  adverse  reactions  after  taking  aspirin. 
Such  patients  tolerate  other  forms  of  salicylates,  but  a few 
may  react  to  aminopyrine,  indomethacin,  tartrazine, 


York  State  J.  Med.  76:  2148  (Decembre)  1976. 

Cento-quatre  (104)  scintigrammas  facite  con  citrato  de 
Gallium-67  esseva  practicate  in  patientes  con  lymphoma 
non  del  typo  Hodgkin.  De  65  patientes  con  tumores  al 
tempore  del  scintigraphia,  60  esseva  diagnosticate  co- 
rectmente  (92  pro  cento).  Le  proportion  de  resultatos  false 
in  casos  de  trovatos  normal  esseva  de  5 a 40  (12.5  pro 
cento);  le  proportion  false  in  caso  de  trovatus  positive  es- 
seva de  4 a 64  (6.3  pro  cento).  In  general,  le  scintigraphia 
con  Gallium-67  detectava  le  tumor  in  124  de  158  sitos  an- 
atomic compromitite  (78.5  pro  cento).  Le  tumores  in  or- 
ganos  parenchymatose  intra-abdominal  e le  splen,  gener- 
almente  ha  un  sensitivitate  basse.  No  differentias  con- 
fiabile  esseva  observate  con  rispecto  al  typo  cellulari,  con 
4 de  40  (10  pro  cento);  scintigraphias  incorrecte  con  lym- 
phoma nodular  esseva  5 de  64  (8  pro  cento),  de  typo  diffuse. 
Le  radiation  e/o  le  chemotherapia  previe  non  pareva  af- 
fectar  la  exactitude.  Le  scintigraphias  con  Gallium-67  es 
utile  pro  documentar  le  recurrentia  e responsa  del  lym- 
phoma non  Hodgkin,  ben  que  su  valor  in  statos  initial  del 
morbo  es  limitate. 


Mohaideen,  A.  H.,  Avram,  M.  M.,  e Mainzer,  R.  A.:  Le 

polytetrafluoroethyleno  como  graffo  per  fistulas  arterio- 
venose;  reporto  preliminari.  New  York  State  J.  Med.  76: 
2152  (Decembre)  1976. 

Le  uso  del  graffo  vasculari  expandite  de  polytetrafluo- 
roethyleno de  fibrillas  longe  (Goretex)  como  un  via  de  ac- 
ceso  satisfactori  per  le  hemodialysis,  es  reportate.  Vinte 
(20)  de  24  de  iste  graffos  vasculari  facite  durante  le  8 
menses  ultime  continua  functionante  satisfactorimente 
como  via  de  acceso  hemodialytic,  o esseva  functionante  ben 
al  tempore  del  morte  de  2 patientes.  Le  material  graffic 
es  facilmente  modellate  e placiate,  con  un  minimum  de 
escapamento  o de  rotation  axial. 


Solomon,  K.:  Le  benzodiazepinas  e le  anxietate  neurotic; 
critica.  New  State  J.  Med.  76:  2156  (Decembre)  1976. 

Le  propietates  pharmacologic  basic  del  benzodiazepineas 
es  revistite.  Le  difficultate  pro  evalutar  le  anxietate 
neurotic  e le  problemas  del  methodo  de  investigation  a 
incognita  double  es  discutite.  Le  litteratura  del  investi- 
gation clinic  con  le  benzodiazepinas  es  revistite.  Le  autor 
questiona  le  efficatia  de  iste  drogas  in  le  tractamento  del 
anxietate  neurotic,  e etiam  le  problemas  del  evalutation  del 
benzodiazepinas  relationate  con  le  uso  de  designos  inves- 
tigative deficiente,  e asi  mesmo  le  natura  ephemeral  del 
anxietate.  Le  directiones  pro  investigationes  futur  es 
presentate. 

Translated  by  Eduardo  I.  Juliet,  M.D. 


morphine  and  derivatives,  codeine,  parabens,  sodium 
benzoate  (often  used  as  a preservative),  and  L-histadine. 
The  author  appends  a list  of  aspirin-containing  drugs.  The 
patient  should  have  professional  consultation  before  taking 
any  new  drug.  Treatment  consists  of  avoiding  aspirin  and 
symptomatic  therapy  of  rhinitis  and  asthma.  Casterline, 
C.  L.:  Intolerance  to  Aspirin,  Am.  Family  Phys.  12:  5:  119 
(Nov.)  1975 
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Thoracic  Surgery 

Midtrimester  Abortion  with  PGF2x  and 
Hypertonic  Saline 
Coronary  Artery  Bypass  Surgery 
Diabetes:  Current  Status 

Hypertension 

“Spontaneous”  Lactic  Acidosis? 

Hospital  Resources  in  Community  Health 
Infectious  Diseases 

Blood  T and  B Lymphocytes;  Blastogenic  Response 
to  Mitogens  and  Antigens 
Parasitic  Infections  in  New  York  City 
Bovine  Heterograft  Femoropopliteal  Bypass; 
Aneurysmal  Degeneration 
School  Health 

Huntington’s  Disease  in  New  York  State 
Sclerotherapy  of  Varicose  Veins 
Aortic  Valve  Replacement  with  Magovern-Cromie 
Prosthesis 

Radiopathologic  Conferences 
Tubal  Sterilization  by  Laparoscopy 
Pancreatography 

Medical  Record  anti  Data  System  for 
Correctional  Facilities 
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Association,  provided  it  is  used  and  completed  as  designed. 
This  program  is  accepted  for  34  hours  of  credit  in  Category 
1 toward  the  Certificate  in  Continuing  Medical  Education 
in  all  United  States  State  Medical  Associations  requiring 
it,  and  is  eligible  for  34  hours  credit  in  Category  2 of  the 
CME  program  of  the  American  Osteopathic  Association. 
In  Canada,  this  program,  when  completed,  is  acceptable 
for  34  prescribed  hours  by  the  Federation  of  General 
Practitioners  of  Quebec. 

This  program  is  sponsored  by  The  University  of  Iowa 
College  of  Medicine,  in  cooperation  with  the  National 
Heart,  Lung  and  Blood  Institute;  the  National  Kidney 
Foundation;  and  the  Committee  on  Atherosclerosis  and 
Hypertension  in  Childhood,  Council  on  Cardiovascular 
Disease  in  the  Young  of  the  American  Heart  Association. 
It  is  developed  and  produced  by  Health  Learning  Systems 
Inc.,  under  educational  grants  from  Mead  Johnson  Labo- 
ratories (U.S.)  and  Mead  Johnson  Canada.  For  further 
information  contact  Pat  Coleine,  Health  Learning  Systems 
Inc.,  c/o  Health  Projects  International  Inc.,  200  Madison 
Avenue,  New  York,  New  York  10016,  (212)  683-7620. 


Continuing  education 

The  College  of  Medicine  and  Dentistry  of  New  Jersey, 
Office  of  Continuing  Education,  is  offering  a course  on 
“Multidisciplinary  Management  of  Chronic  Head,  Neck, 
and  Jaw  Dysfunction,”  on  March  4 and  5, 1977,  from  9 a.m. 
to  5:15  p.m.,  at  the  Holiday  Inn — Jetport,  Elizabeth,  New 
Jersey.  For  information,  write  to:  College  of  Medicine 
and  Dentistry  of  New  Jersey,  Office  of  Continuing  Edu- 
cation, P.O.  Box  101,  University  Heights,  Piscataway,  N.J. 
08854;  telephone  (201)  564-4707. 


Seminar 

The  Fifth  Willis  J.  Potts  Seminary  on  “Management  of 
Emergencies”  will  be  held  on  March  11  and  12, 1977,  at  the 
Nassau  County  Medical  Center,  East  Meadow,  New  York 
1 1554.  The  seminar  is  sponsored  by  the  American  Acad- 
emy of  Pediatrics,  the  Nassau  Pediatric  Society,  the  New 
York  Pediatric  Surgical  Society,  the  Stony  Brook  Health 
Sciences  Center,  and  the  Children’s  Medical  Center  of  New 
York.  For  additional  information  and  registration  forms, 
write  to:  Arthur  Schwager,  M.D.,  Department  of  Pedi- 
atrics, Nassau  County  Medical. Center,  2201  Hempstead 
Turnpike,  East  Meadow,  New  York  11554. 


Non-A,  non-B  hepatitis 

The  author  discusses  developments  in  viral  research 
relating  to  hepatitis,  noting  a major  advance  has  been  the 
ability  to  transmit  both  types  A and  B to  nonhuman  pri- 
mates, clearing  the  way  to  developing  tests  for  antibody 
and  preparation  of  a type  B inactivated  vaccine  now 
undergoing  trial.  The  antibody  tests  have  led  to  improved 
immune  serum  globulins  for  preventing  infections.  The 
author  discusses  the  current  status  of  both  active  and 
passive  immunization.  Krugman,  S.:  Hepatitis:  Current 
status  of  etiology  and  prevention,  Hosp.  Pract.  10:  39 
(Nov.)  1975 
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Month  in  Washington 


The  steady  flow  of  the  Potomac  river  towards  the  sea 
is  just  about  the  only  visible  activity  these  days  in  the 
Federal  City.  People  in  the  government  sit  and  wait.  As 
of  October  29  the  Congress  was  gone,  the  Presidency  was 
up  for  grabs,  and  the  bureaucrats  were  not  even  wiggling 
their  toes  for  fear  of  rocking  the  boat. 

* * * 

The  post-Watergate  94th  Congress,  on  paper  the  most 
liberal  Congress  in  recent  history,  refused  to  adopt  any 
major  new  Federal  ventures  into  the  health  field. 

Nor  did  the  lawmakers  vote  to  impose  added  controls  on 
providers  in  an  effort  to  get  a handle  on  soaring  costs. 

* * * 

Two  important  bills  bit  the  dust.  One,  the  Clinical 
Laboratory  Improvement  Act,  would  have  set  up  strict 
Federal  standards  and  licensing  for  clinical  laboratories. 
The  other,  the  Medicaid  Fraud  and  Abuse  Bill,  would  have 
strengthened  the  Health,  Education,  and  Welfare  De- 
partment’s policing  of  Medicaid  abuse  and  increased 
penalties  for  violations.  Both  of  these  bills  cleared  Senate 
and  House  committees,  but  backers  were  unable  to  salvage 
them  in  the  torrent  of  last-minute  action  on  legislation. 

Squeaking  through  during  the  final  days  were  bills  to  set 
up  an  Inspector  General  at  HEW  to  oversee  fraud  and 
abuse,  especially  in  medical  programs;  to  continue  Federal 
assistance  to  help  states  and  localities  establish  emergency 
medical  systems;  and  to  broaden  Federal  aid  for  Indian 
health. 

Casualties  included  bills  to  impose  stricter  clean  air 
standards,  to  revise  the  lobbying  laws  to  require  additional 
reporting;  and  to  change  the  way  the  government  issues 
regulations  to  carry  out  laws. 

* * * 

The  3-year,  $2  billion  aid-for-medical  education  bill  has 
been  signed  into  law  by  President  Ford  who  said  it  “vir- 
tually assures  that  no  individual  will  be  denied  a medical 
education  for  financial  reasons.” 

The  Health  Professions  Education  Assistance  Act 
creates  a new  Health  Professions  Student  Loan  Guarantee 
Program  and  a Loan  Insurance  Fund  through  fiscal 
1978. 

It  continues  and  expands  current  medical  scholarship 
programs.  In  return,  recipients  will  be  required  to  serve 
in  a health  manpower  shortage  area  for  at  least  2 years. 

In  a statement  released  with  the  signing.  Ford  said  a 
government  study  had  shown  “there  were  alarming  signs 
that  this  country  was  facing  two  growing  problems: 

***Not  enough  physicians  in  rural  and  inner  city 
areas. 

***A  continuing  decline  in  the  number  of  physicians 
practicing  primary  care  because  too  many  medical 
students  are  specializing  instead  of  becoming  general 
practitioners. 

The  bill  requires  medical  schools  receiving  government 

Prepared  by  the  Washington.  D.C.,  office  of  the  American 
Medical  Association. 


capitation  grants  to  provide  annually  an  increasing  per- 
centage of  residency  positions  for  individuals  in  primary 
care  specialties  such  as  internal  medicine,  pediatrics,  and 
family  medicine. 

The  compromise  legislation  strengthens  the  National 
Health  Service  Corps.  Before  passage,  the  measure  was 
stripped  of  many  Federal  control  provisions  fought  by  the 
American  Medical  Association. 

* * * 

President  Ford  also  signed  into  law  a bill  designed  to 
stimulate  establishment  and  growth  of  Health  Mainte- 
nance Organizations  (HMOs).  Thrust  of  the  new  law  is 
to  relax  many  previous  restrictions  on  HMOs  including 
the  requirement  that  they  must  have  “open  enrollment” 
so  that  everyone  could  join  regardless  of  health  or  financial 
circumstances. 

The  required  benefit  package  was  trimmed  slightly,  but 
the  final  version  of  the  measure  retained  the  requirement 
that  rehabilitative  treatment  for  alcoholism  and  drug  abuse 
be  offered. 

The  old  ban  on  private  physicians  participating  in  an 
HMO  on  a part-time  basis  was  lifted. 

The  law  makes  it  easier  for  HMOs  to  receive  Federal 
financial  assistance. 

The  AMA  had  contended  that  effect  of  the  legislation 
was  to  negate  the  original  concept  of  the  HMO  as  a new 
type  of  delivery  system  open  to  everyone  and  to  distort  the 
program  into  a simple  subsidy  for  prepaid  group  practice 
plans. 

The  new  law  permits:  HMOs  to  contract  directly  with 
individual  practitioners  or  groups  of  health  professionals 
that  do  not  qualify  as  medical  groups  or  individual  practice 
associations  provided  that  the  amount  of  services  so  con- 
tracted for  does  not  exceed  30  per  cent  of  the  dollar  value 
of  the  total  physician  compensation  paid  by  a rural  HMO, 
or  15  per  cent  of  such  dollar  value  in  the  case  of  a nonrural 
HMO. 

A previous  requirement  for  medical  groups  that  provide 
care  for  HMO  enrollees  is  that  the  provision  of  such  care 
must  be  the  group’s  “principal  professional  activity.”  The 
bill  provides  that,  for  a 3-year  period,  the  HMO  could 
provide  services  through  medical  groups  whose  members 
do  not  offer  such  services  as  their  principal  professional 
activity.  After  the  3-year  period,  only  medical  groups 
whose  members  have  a substantial  responsibility  for  the 
delivery  of  services  to  HMO  enrollees  could  be  utilized. 
Substantial  responsibility  is  defined  as  devoting  at  least 
30  per  cent  of  the  health  professional’s  time  to  such  en- 
rollees. 

* * * 

Total  spending  on  health  care  in  this  country  is  esti- 
mated to  jump  from  the  current  $140  billion  to  $223.5  bil- 
lion in  5 years,  according  to  an  actuarial  study  prepared  for 
HEW. 

The  study,  which  figures  to  be  often-cited  during  next 
year’s  Congressional  consideration  of  National  Health 
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Insurance  (NHI)  proposals,  also  predicts  that  any  NHI 
plan  will  add  at  least  $10  billion  to  the  overall  expenditures 
on  health.  The  “induced”  spending  would  come  from 
“encouraging  more  use  of  health  services  covered  by  the 
plan,  adding  administrative  expenses  for  the  extra  insur- 
ance and  paying  for  bad  debts  and  charity  services,”  among 
other  factors,  the  report  said. 

The  spending  impact  was  compared  of  6 major  NHI 
plans — those  of  the  AMA,  the  American  Hospital  Associ- 
ation (AHA),  the  Health  Insurance  Association  of  America 
(HIAA),  the  Labor-Kennedy  forces.  Senators  Russell  Long 
(D.,  La.)  and  Abraham  Ribicoff  (D.,  Conn.),  and  the  Nixon 
Administration  (CHIP). 

The  Gordon  R.  Trapnell  actuarial  firm  forecast  that  the 
Long-Ribicoff  measure  focusing  on  catastrophic  expenses 
would  add  the  least  to  overall  health  spending  by  fiscal 
1980  if  put  into  effect  next  year — $9.8  billion. 

Next  on  the  list  was  the  plan  by  the  health  insurance 
companies — $11  billion,  followed  by  CHIP,  $11.3  billion; 
the  AMA  plan,  $20.3  billion;  the  Labor-Kennedy  Program, 
$24.8  billion;  and  the  AHA  plan,  $25.1  billion. 

The  study  said  Long-Ribicoff,  CHIP,  and  the  HIAA 
plans  “tend  to  use  a variety  of  cost-sharing  mechanisms, 
limit  preventive  services  to  children,  and  concentrate  most 
of  their  additional  spending  on  the  poor,  while  the  AMA, 
AHA,  and  Health  Security  (Kennedy-Labor)  proposals 
tend  to  have  little  or  no  cost-sharing,  provide  preventive 
services  to  everyone,  and  increase  insurance  coverage 
broadly  for  the  general  population.” 

All  6 plans  would  add  several  billion  dollars  to  the  Fed- 
eral health  care  budget  primarily  to  provide  improved 
health  services  for  the  poor.  But  the  range  of  some  $10 
billion  (Long-Ribicoff)  to  $130  billion  (Labor-Kennedy) 
in  additional  Federal  spending  reflects  largely  the  extent 
to  which  health  insurance  funds  for  the  general  population 
are  funnelled  through  a Federal  health  insurance  mecha- 
nism or  through  private  health  insurance,  according  to  the 
report. 

Without  any  type  of  NHI  total  spending  for  personal 
health  services  will  increase  from  $140.4  billion  in  fiscal 
1976  to  $223.5  billion  in  1980,  the  report  forecast. 

* * * 

The  government’s  powers  to  move  against  quack  rem- 


AMA names  director  of 
scientific  activities 

Richard  J.  Jones,  M.D.,  an  authority  on  cardiology  and 
nutrition,  has  been  appointed  director  of  the  American 
Medical  Association  Division  of  Scientific  Activities. 

I)r.  Jones,  fifty-eight,  has  spent  much  of  his  career  at  the 
University  of  Chicago,  where  he  served  on  the  faculty  of  the 
school  of  medicine  and  directed  research.  For  the  past  six 
years  he  has  been  director  of  the  university’s  faculty  and 
administrative  health  care  facility. 

He  is  the  author  of  many  publications,  including  three 
books,  on  atherosclerosis,  nutrition,  arid  therapy  for  car- 
diovascular disease. 

“The  AMA  is  fortunate  to  obtain  the  services  of  a phy- 


edies suffered  a setback  when  the  Federal  Appeals  Court 
in  Denver,  Colorado  recently  refused  to  overturn  a District 
Court  Decision  allowing  a cancer  patient  to  buy  and 
transport  the  questionable  anticancer  product,  Laetrile. 

The  Appeals  Court  did  not  rule  on  the  question  of 
whether  Laetrile  was  effective  or  whether  the  Food  and 
Drug  Administration  had  the  right  to  bar  it  from  the 
market.  The  FDA  record  on  Laetrile  was  “grossly  inade- 
quate,” the  Court  said.  “The  question  whether  this  is  a 
new  drug  presents  a mixed  question  of  fact  and  law  which 
should  be  fully  tried,”  said  the  Appeals  Court.  The  FDA 
was  ordered  to  “develop  a record  supportive  of  the  agency’s 
determination.” 

The  FDA  had  no  immediate  comment  on  the  decision. 
Staff  lawyers  were  unsure  how  to  proceed.  However,  the 
Appeals  Court  muddied  the  waters  on  the  legal  statutes  of 
the  controversial  drug  which  has  served  as  a focus  for 
complaints  that  FDA  is  overstepping  its  authority  in 
cracking  down  on  nonauthorized  drugs  or  products. 

An  Oklahoma  City  District  Court  judge  had  ruled  earlier 
that  Laetrile  was  effective  and  that  the  FDA  was  acting 
unconstitutionally  in  seeking  to  prohibit  it. 

* * * 

The  charter  class  of  32  at  the  Uniformed  Services  Uni- 
versity of  the  Health  Sciences  was  welcomed  at  ceremonies 
in  Washington,  D.C.  The  5 women  and  27  men  were  se- 
lected from  more  than  1,700  applicants. 

Authorized  by  Congress  in  1972,  the  school  will  prepare 
physicians  to  practice  medicine  for  the  3 military  services 
and  the  Public  Health  Service.  It  has  received  provisional 
academic  accreditation  from  the  Liaison  Committee  on 
Medical  Education. 

Permanent  medical  school  facilities  are  under  con- 
struction at  the  National  Naval  Medical  Center  in  Be- 
thesda,  Md.,  near  the  National  Institutes  of  Health  and  the 
National  Library  of  Medicine. 

The  University  students  are  members  of  Uniformed 
Services  paid  at  the  level  of  a second  lieutenant,  ensign,  or 
junior  assistant  health  officer  in  the  Public  Health  Service. 
In  return  for  their  education,  graduates  will  incur  a mini- 
mum obligation  of  7 years  of  medical  practice  in  one  of  the 
services. 


sician  of  Dr.  Jones’  stature  in  this  position,”  said  Executive 
Vice  President  James  H.  Sammons,  M.D.  “This  ap- 
pointment represents  part  of  a major  strengthening  of  the 
Association’s  scientific  activities.” 

Dr.  Jones  received  his  M.D.  degree  in  1943  from  the 
University  of  Buffalo,  and  served  an  internship  at  the 
University  of  Chicago.  He  completed  residency  training 
in  Buffalo  and  at  the  University  of  Chicago.  He  also  ob- 
tained a master’s  degree  in  physiology  from  the  University 
of  Buffalo. 

Following  a two-year  postdoctoral  fellowship  at  the 
University  of  Chicago,  Dr.  Jones  began  his  teaching  career 
at  the  university,  which  extends  over  the  past  twenty-six 
years. 


2238  New  York  State  Journal  of  Medicine/December  1976 


Index  to  Advertised  Products 

- 


Analgesics 

Darvon  (Eli  Lilly  & Company)  2151 

Percodan  (Endo  Laborator  ies ) 2115 

Antispasmodics 

Donnatal  (A.  H Robins  Company)  2224 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Hearing  aids 

Beltone  Electronics  2213 

Inlant  food  formulas 

i-Soylac  (Loma  Linda  Foods)  2111 

Mood  elevators 

Tofranil  (Geigy  Pharmaceuticals) 2125,  2126 

Multivitamins 

Albee  with  C (A.  H.  Robins  Company)  2223 

Potassium  sparing  agents 

Dyazide  (Smith  Kline  & French  Laboratories) 2170 

Smooth  muscle  relaxants 

Vasodilan  (Mead  Johnson  & Company)  2113 

Tranquilizers 

Librium  (Roche  Laboratories)  2 1 82,  2 1 83 

Mellaril  (Sandoz  Pharmaceuticals)  4th  cover 

Vitamin  supplements 

Cevi-Bid  (Geriatric  Pharmaceutical  Corp.) 2117 


ACTICES  AVAILABLE 


ACTICE  FOR  SALE  IN  CALIFORNIA:  Ideal  solo  orthopedic  practice  in  San 
lateo.  California.  Happy  patients.  Heavy  patient  referral  for  22  years.  Room, 
omfortable  office.  Both  X-ray  and  physical  therapy  facilities  excellent.  In 
ne  of  the  world's  ideal  areas  to  live.  Leaving  for  challenging  career  option, 
’hone:  (415)342-9723.  Res:  342-5374.  Address:  215  North  San  Mateo  Dr., 
■an  Mateo,  Ca.  94401. 


LENDID  OPPORTUNITY  to  buy  deceased  MD's  home,  office  and  practice, 
Jegant  Nassau  Shores,  Massepequa.  L.I..  N.Y  Accommodations:  beautiful, 
rustom  designed  & built,  4-bedrm,  split-level  ranch  set  in  mature  lawns,  land- 
scaping, trees;  3 bathrms,  full  country  kitchen,  wall  oven,  wash/mach,  large  refrig, 
Dversize  double  garage,  ample  closets;  central  AC,  H/C  ducts  throughout,  many 
extras.  Separate  office  entrance,  pine-panelled  reception,  exam,  consult,  file 
rooms  plus  patient’s  toilet,  equipment,  furniture  & supplies;  large  basement  for 
all  purposes,  family  & professional;  charming  fireplace;  HiFi  equip,  tape/record 
classical  library,  bkcases.  etc.  Viewbyappt.  Terms  flexible.  A tty.  F.  Posses, 
1 11  Broadway,  N.Y.,  N.Y.  10004. 


XTOR  PLANS  TO  RETIRE:  Well  established  medical  practice  including  a 
large  house  with  offices  and  modern  apartment,  and  2%  car  garage.  Located  in 
a city  of  25,000  population,  county  of  50,000,  in  the  foothills  of  the  Adirondacks. 
Call  Irene  F.  Becker,  G.R.I.  Realtor,  Johnstown,  N.Y.  (518)  762-8121. 


ENTAL:  ATTRACTIVE.  RURAL  FAMILY  PRACTICE.  North  Shore,  Long 
Island.  Baiting  Hollow  area.  Office  completely  equipped,  EKG  machine,  lab, 
electrocautery,  attached  to  home;  tennis,  golfing  in  area;  5 miles  from  hospital. 
Option  to  buy  residence  included.  Call  (516)  727-5711;  727-3277,  or  write  Martha 
Tooker.  RFD#  1.  Calverton.  N.Y.  11933. 


LEASE  FOR  LESS 

any  of  the  following  1 977 
cars 

• Cutlass  • T-Bird 

Supreme  $137.00  • Monte 

# Buick  per  mo.  Carlo 

Regal  — Coupe 

V-8  auto,  trans.,  power  steering,  power 
brakes,  air-cond.,  radio,  w/w  radial  tires, 
tinted  glass,  bodyside  mldg.,  vinyl  roof, 
defroster. 

37  months  closed  end  lease.  Security  deposit  $250 

CARANN  LEASING  CORP.  Phone 

Roosevelt  Raceway,  Westbury,  N.Y.  (516)  248-9041 


MISCELLANEOUS 


BILLS  COLLECTED- ABUSE  IS  RULED  OUT-TACTFIJL  YET  Suc- 
cessful—40  years  of  top  service  to  doctors  and  hospitals— Moil  billhead  for 
details.  Crane  Discount  Corp.,  251  W 42nd  St.,  New  York,  N.  Y.  10036. 
LO  5-2943 


PRACTICES  WANTED 


WANTED:  OPHTHALMOLOGY  PRACTICE.  I AM  INTERESTED  IN 

purchasing  an  ophthalmology  practice  located  in  Manhattan  or  the  Metro- 
politan New  York  City  area.  Write  Dept.  562,  c/o  NYSJM. 


WANTED  TO  BUY  an  active  medical  practice  of  internal  medicine  immediately 
in  the  Upstate  N.Y.  region,  or  N.Y.  Metropolitan  area.  Dept.  565,  c/o 
NYSJM. 


PHYSICIANS  WANTED 


PHYSICIANS  WANTED:  LUCRATIVE  POSITIONS  AVAILABLE;  NEW 

York.  New  Jersey.  Connecticut/permanent  full-half  time  as  well  as  temporary 
and  per  diem  basis.  Client  inquiries  invited.  For  further  info  contact: 
Karrey  Associates,  agency  for  Execu-Med.  2.3-25  East  26th  St..  New  York. 
N.Y.  10010.  Telephone:  (212)  532-7625. 


PEDIATRICIAN.  NEEDED  IN  COLLEGE  TOWN  WITH  DRAWING  POPU- 
lation  of  25,000  located  at  intersection  of  1-79  and  1-80.  Growing  area,  clean 
air.  good  schools  in  Western  Pa.  Substantial  guarantee  Contact:  Mr.  J.  A. 
Colaizzi,  Administrator.  Grove  Citv  Hospital,  Grove  City,  Pa.  16127.  Phone 
(412)458-7132. 


LEE  TODD  INC. 

MEDICAL  CONSULTANTS 

“SPECIALIST  IN  RECRUITMENT” 

Unique  positions  throughout  the  U S.  avail  for  PHYSICIANS  in  all  specialties 
for  General  Practice-assoc,  solo  and  group.  Also  hospital  based,  phar- 
maceutical and  industrial  medicine  positions.  Send  resume,  location  & 
salary.  Free  service  to  candidates. 


85  East  End  Ave,  NY  10028 


(212)  RH  4-3615-3466 
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PHYSICIANS  WANTED— CONT  D 


INDUSTRIAL 

PHYSICIAN 

Pratt  & Whitney  Aircraft,  largest  employer  in  New  England,  has 
an  opening  in  its  Medical  Department  for  an  Industrial  Physician, 
Responsibilities  include  treatment  of  occupational  injuries  and 
illnesses,  pre-employment  and  periodic  physical  examinations, 
and  participation  in  the  development  of  programs  for  executive 
physical  assessment,  overseas  support,  and  other  innovative 
programs. 

Work  is  in  an  ultra-modern  medical  facility  with  exceptional 
support  staff.  Competitive  salary,  excellent  fringe  benefits,  no 
after-hour  responsibilities. 

The  present  staff  consists  of  a very  congenial  group  of  clinical 
specialists.  Any  specialty  will  be  considered.  Internal  Medicine 
or  Occupational  Medicine  preferred.  Candidates  must  possess 
a valid  state  license  (or  be  suitable  for  Connecticut  reciprocity) 
and  qualify  for  a narcotic  license. 

All  inquiries  will  be  handled  in  complete  professional  confidence. 
Forward  inquiries  with  curriculum  vitae  to  Sidney  H.  Curtis,  M.D., 
Medical  Director,  Pratt  & Whitney  Aircraft  Group,  400  Main 
Street,  E.  Hartford,  Connecticut  06108  or  call  (203)  565- 
2495. 

PRATT  & WHITNEY  AIRCRAFT  GROUP 
Division  of 

United  Technologies  Corporation 

An  Equal  Opportunity  Employer  Male  and  Female 


PHYSICIANS  WANTED— CONT  D 


FLORIDA  GULF  COAST:  UNIQUE  PRIVATE  PRACTICE  OPPORTUNI- 
ties  and  hospital  staff  memberships  immediately  available  in  Tampa-St. 
Petersburg,  the  State's  fastest-growing  metropolitan  area.  Florida's  largest 
community  hospital  development  and  management  firm  seeks  curriculum 
vitae  from  primary  care  physicians — family  medicine,  general  practice,  inter- 
nal medicine — and  specialists  in  plastic  surgery,  otolaryngology,  neurosurgery, 
gynecology,  anesthesiology.  ENT,  and  physical  & rehabilitative  medicine. 
Call  collect  (813)  381-8000,  or  write  to  Medical  Affairs  Department,  Medfield 
Corporation,  P.O.  Box  15207,  1609  Pasadena  Avenue  South,  St.  Petersburg, 
Florida  33733. 

THE  FAMILY  MEDICINE  RESIDENCY  PROGRAM  OF  THE  UNIVERSITY 
of  Rochester  and  Highland  Hospital  is  seeking  an  obstetrician/gynecologist. 
Responsibilities  will  encompass  teaching  of  residents  and  medical  students, 
and  ambulatory  and  in-patient  care.  Optional  University  faculty  appoint- 
ment available.  Salary  negotiable  based  on  qualifications  and  experience. 
Generous  fringe  benefits,  vacation  and  continuing  education  Submit  resumes 
and  inquiries  to:  Eugene  S.  F'arley,  Jr.,  M.D.,  M.P.H.,  Professor  and  Di- 

rector, Family  Medicine,  885  South  Avenue,  Rochester,  N.Y.  14620. 


- 


WANTED:  GENERAL  INTERNIST  WITH  SPECIAL  INTEREST  IN  NE 
rology,  hematology,  or  nephrology  desirable,  but  not  essential,  to  join  tb 
other  general  internists.  First  year  salary,  full  partnership  from  the  seco 
year.  Generous  time  off  for  vacations  and  meetings.  Affiliation  to  a m 
progressive  hospital  in  St.  Lawrence  County.  Picturesque  countryside  on  t 
St.  Lawrence  River.  Driving  distance  to  many  large  Canadian  and  Americ 
cities.  Please  apply  to:  Ogdensburg  Medical  Group,  P.C.,  215  Rensselift 
Ave.,  Ogdensburg,  N.Y.  13669,  or  call  collect  (315)  393-2295. 


INTERNIST,  BOARD  CERT/ELIG.  UNUSUAL  OPPORTUNITY  TO  I 
velop  practice  in  White  Plains,  N.Y.  Offer  part  time  guaranteed  work,  of 
space  (fully  furnished  with  new  diagnostic  equipment)  in  new  professio 
building  with  laboratory  and  X-ray  facilities.  Near  hospitals.  Cover 
available.  Send  CV.  Dept.  558,  c/o  NYSJM. 


GENERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE,  TO  JC 
group  practice  Jan.  1,  1977.  South  Central  New  York  State.  Salary  i 
partnership  after  one  year.  Teaching  hospital  affiliation.  Dept.  559, 
NYSJM. 


OPHTHALMOLOGIST:  ESTABLISHED  MULTISPECIALTY  GROUP 

St.  Paul-Minneapolis  area  seeks  additional  ophthalmologist.  Excellent  ea 
ings,  above  average  benefits.  One  of  America’s  leading  metropolitan  are 
Excellent  schools,  variety  of  cultural  and  sporting  events.  Curriculum  vit 
references  invited.  Box  80100,  St.  Paul,  Minnesota  55108. 


PRIMARY  CARE  PHYSICIAN.  COLLEGE  COMMUNITY  IN  CATSKIL1 
Attractive  guarantee  available.  Contact  Richard  Dewey,  Administrator  (6 
746-6406. 


EMERGENCY  ROOM,  OUTPATIENT  DEPARTMENT  PHYSICL 
needed  immediately;  320  bed,  modern,  general  hospital  with  complete  fac 
ties;  good  salary,  excellent  fringe  benefits;  population  area  150,000  pi 
modern  town,  excellent  schools  and  college;  near  Finger  Lakes.  Charles 
Kinley,  M.D.,  Director,  Emergency/Outpatient  Department,  Arnot-Og< 
Memorial  Hospital,  Elmira,  N.Y.  14901.  (607)  737-4256. 


PEDIATRICIAN,  BOARD  CERTIFIED/ELIGIBLE,  to  join  two  other  pediati  j 
cians  in  established  practice  in  Rockland  County,  N.Y.  Early  partnershi  ! 
Submit  curriculum  vitae  to  Dept.  566,  c/o  NYSJM. 


OXFORD,  NEW  YORK:  The  New  York  State  Veterans’  Home,  small  N.Y.S.  De| ' 
of  Health-operated  skilled  nursing  facility  outside  pleasant  rural  communit 
8 miles  south  of  Norwich,  N.Y.,  seeks  a physician  interested  in  geriatric  medicii 
to  fill  N.Y.S.  Civil  Service  title  “Clinical  Physician  I”  (SG-32)  joining  the  oth 
Clinical  Physician  I now  on  the  staff.  Excellent  salary  with  N.Y.S.  fringe  benefi 
An  attractive  residence  is  available  at  a modest  rate  as  part  of  overall  remu 
eration  plan.  Contact  Mr.  Joseph  L.  Marso,  Administrator,  New  York  Sta 
Veterans'  Home,  Oxford,  N.Y.  13830.  Tel:  (607)  843-2781,  ext.  21. 


GENERAL  PRACTITIONER  NEEDED:  Annual  salary  paid  in  excess  of  doctor 
private  practice.  Health  Center  available  to  the  doctor  furnished  by  the  Tow 
of  Wells,  located  on  Lake  Algonquin.  Three  new  hospitals  within  a 30  minut 
drive.  New  Central  High  School.  Summer  and  winter  vacation  area.  Thrt 
famous  ski  areas,  one  in  our  town,  rest  in  neighboring  towns.  Advantageou 
Present  doctor  retired.  Call  John  A.  Orr,  Jr.,  Wells,  N.Y.  12190.  (518)  92' 
2093. 


LICENSED  PHYSICIANS  NEEDED  FOR  ASSIGNMENT  TO  58  WORLD- 
wide  Army  hospitals.  Excellent  salaries  and  unexcelled  benefits.  Contact 
Captain  Hall  for  complete  details.  (609)  562-4556/4271. 


BOY  do  we  have  a girl  for  you!  Well  trained  Medical 
Assistant— capable  of  assisting  YOU  in  all  phases 
of  a Doctor's  Office.  Call  for  FREE  PLACEMENT. 


THE  NASSAU  SCHOOL  FOR 
MEDICAL  & DENTAL  ASSISTANTS 

290  Hempstead  Turnpike,  West  Hempstead,  N.  V.  11552 

516-483-0577 


WANTED:  GENERAL  INTERNIST  with  or  without  sub  specialty  to  join  thri 
other  general  internists.  First  year  salary,  full  partnership  from  the  second  vea 
Generous  time  off  for  vacations  and  meetings.  Affiliation  to  a most  progress^ 
hospital  in  St.  Lawrence  County.  Picturesque  countryside  on  the  St.  Lawreni 
River.  Driving  distance  to  many  large  Canadian  and  American  cities.  Pleas- 
apply  to:  Ogdensburg  Medical  Group,  P.C.,  215  Rensselaer  Ave.,  Ogdensbur; 
N.Y.  13669. 


FELLOWSHIP  IN  NEUROSURGERY:  Extensive  1-2  year  clinical  prograr 
available  including  transsphenoidal  surgery  and  microneurosurgery.  Excellen 
salary  and  broad  fringe  benefits.  ECFMG  mandatory.  Prefer  applicant  wit 
background  of  1 2 years  neurosurgical  training.  One  position  available  beginnin 
•January  1,  1977;  two  positions  available  beginning  July  1, 1977.  An  Equal  Op 
portunity  Employer.  Apply  to  J.A.  Epstein,  M.D.,  Attending-in-Charge  o 
Neurosurgery,  Long  Island  .Jewish-Hillside  Medical  Center,  New  Hyde  Park 
N.Y.  11040. 
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QUIPMENT 


JUR  YEAR  OLD  BLUE  AND  BROWN  LATERAL  FILING  CABINETS. 
I blue  wall  cabinets,  blue  tables  and  scales,  small  refrigerator,  and  misc.  for  sale 
jfrom  internist's  office.  Call  (212)  731-5151. 


( OSITIONS  WANTED 


HYSICIAN’S  ASSISTANT,  N.B.M.E.— CERTIFIED,  N.Y.S  registered,  7 yrs. 
experience  Int.  Med.,  earnestly  seeks  rural  community  practitioner.  Energetic, 
competent,  and  available  in  .January.  For  resume,  write  R.  Hannum,  63 
Grandview  Ave.,  White  Plains,  N.Y.  10605. 


quick1- 

siwpcc1 


*Kinw  disposable 

♦INUVV  CHAMBERS 


A precision  instrument  with  simplest  automatic  self-filling 
chamber.  No  reagents  or  measurements  make  it  the  fastest. 
And  its  accuracy  (Maxima-Minima  checks)  standards  based 
on  Van  Slyke  Oxygen  capacity  method. 

In  less  than  one  minute. 


RIEKER  INSTRUMENT  CO. 

P.O.  Box  52,  Clifton  Heights,  Pa.  19018  215-622-4545 


JFFICE  SPACE  WANTED 


nTERNIST  looking  for  office  space  on  the  grand  con- 

course,  north  of  Bedford  Park  Ave.  of  Mosholu  Park  area,  or  Gun  Hill  Rd. 
i area.  Please  call  (212)  731-5150. 


EAL  ESTATE  FOR  SALE  OR  RENT 


ANHATTAN’S  EAST  SIDE.  133  EAST  73RD  ST..  N.Y.C.  LEXINGTON 
Professional  Center.  Inc.  Part  time  & full  time  medical,  dental,  psychiatric 
office  suites.  Furnished  & equipped.  24  hour  answering  service;  receptionist. 
Mail  service;  cleaning.  X-ray  & clinical  laboratory  on  premises.  No  leases 
necessary.  Rent  by  the  hour  or  full-time.  (212)861-9000. 


UV  RENCE,  L.I.,  N.Y.  IN  CHOICE  LOCATION;  SPACIOUS  8 ROOM,  3 
bedroom  home  and  7 room  office  wing  with  separate  entrance.  200  ma  X-ray 
available.  Golf,  tennis,  boating  nearby.  Close  to  beaches,  transportation 
and  houses  of  worship.  Internist  retiring  Phone  (516)  371-1800  or  (5161  374- 
i2040. 


OCTORS  OFFICE  SPECLALIST:  FOR  PROMPT.  EFFICIENT  SERVICE 
in  renting  or  subletting  a Manhattan.  NYC  professional  office,  or  to  buy,  sell 
or  appraise  a co-op.  contact  Nathan  H.  Friedman  of  Douglas  Elliman-Gibbons 
& Ives.  Inc..  745  Fifth  Ave.,  N.Y..  N.Y.  (212)  832-5571. 


JJIRONDACK  VACATION  PLACE  FOR  YEAR-ROUND  ENJOYMENT  AT 
Green  Mansions,  near  Lake  George.  Featuring  chalets  and  unique  condo- 
miniums from  $26,000.  Excellent  financing.  Well  established  community. 
Golf,  tennis,  lake  on  premises.  Gore  Mt.  skiing  (with  snowmaking  I nearby. 
Weekend,  week,  season  rentals.  Call  (212).  661-7750;  write  Suite  504,  441 
Lexington  Ave.,  NYC  10017. 


WHITE  PLAINS,  N.Y.  FULLY  FURNISHED  WITH  NEW  DIAGNOSTIC 
i equipment.  Space  available  in  new  professional  building  near  hospitals.  By 
month,  week,  day  or  hour;  secretary/technician  provided  if  desired.  Lab  and 
X-ray  facility  in  building.  Dept.  557,  c/o  NYSJM. 


OOCTORS  OFFICES  AVAILABLE  IN  A MODERN  OUT-PATIENT  MEDI- 
I'  cal  center.  Rent  bv  the  hour  or  month.  Parking  available.  42-78  Main  St., 
1 Flushing,  N.Y.  (212)  539-8800 


• AVERLY,  N.Y.,  SOUTHERN  TIER:  GENERAL  PRACTITIONER  RE- 

tired  from  active  practice.  Five  room  furnished  office  available  for  rent. 
Great  potential  to  carry  on  with  doctor's  practice.  Possible  guaranteed  in- 
come. Two  hospitals  in  immediate  vicinity.  Contact  A.  Boroff,  M.D.,  474 
Pennsylvania  Ave.,  Waverly,  N.Y.  14892,  or  call  (607)  565-8360. 


ULLY  EQUIPPED  INTERNIST’S  OFFICE,  OFF  LOBBY  WITH  X-RAY,  10 
seat  waiting  room,  2 examining  rooms,  extension  phone  and  intercom  in  every 
room  on  Grand  Concourse  corner  of  177th  St.,  Bronx.  Call  (212)  731-5150. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


LINDENHURST.  N.Y.:  PROFESSIONAL  SPACE  AVAILABLE  FOR  G.P. 
or  medical  specialist.  Town  center;  ample  parking.  Oral  surgeon  vacating 
1200  sq.  ft..  7+  rooms  for  larger  facility  in  area.  Terms:  Sublet  for  4 years  at 
$315  month.  Owner  willing  to  renew  thereafter.  (516)226-2525. 


FAMIL\  PRACTITIONER  OR  INTERNIST:  OUTSTANDING  OPPORTUN- 
ity  to  rent  custom-built,  6 room  office  in  beautiful  Georgian  home,  formerly- 
occupied  by  deceased  G.P.  in  practice  28  years  in  thriving  Nassau  County 
community.  Prime  location,  near  all  transportation.  Partially  furnished, 
including  a large  variety  of  professional  equipment,  air  conditioned,  newly 
decorated.  Dept.  561,  c/o  NYSJM. 


FLUSHING  NORTH.  FOR  SALE,  ONE  FAMILY,  BRICK  COLONIAL,  4 
bedrooms,  2^  baths,  2 enclosed  porches,  living  room  with  fireplace.  English 
tavern  replica  finished  basement;  beautifully  landscaped  72  x 100  plot.  Room 
for  expansion;  2-car  garage  plus  off  street  parking.  Near  Parsons  Blvd.  & 
Bayside  Ave.,  11  miles  to  Midtown  & 5 miles  to  Bronx.  Exceptional  value. 
Reduced  $89,500.  Retired  owner.  For  appointment ‘212)  539-8942. 


ROCKVILLE  CENTRE,  L.I.,  N.Y.  Any  professional.  Dutch  Colonial,  center  hall. 
4 bedrooms  & 2%  baths.  Plus,  completely  separate  suite  of  offices  of  4%  rooms 
and  lavatory.  Top  location.  10  minutes  from  4 major  hospitals  (15  min.  from 
Nassau  Med.  Ctr. ),  walk  to  churches,  synagogues,  RR.  station,  buses,  shopping. 
Drastic  price  cut.  Owner  (516)  RO  6-4821. 


COWPET  BAY,  ST.  THOMAS:  Luxury  resort  villa,  right  on  virgin  white  beach 
safe  for  children.  All  aquatic  sports,  private  tennis  club  with  pro.  Beautiful 
vistas.  A/C,  fully  furnished  and  equipped,  2 bedrooms,  2 baths.  Ideal  family 
or  two  couples.  Also  60  ft.  cutter/crew  for  charter.  Brochure.  G.C.  Norton, 
M.D.,  Box  134,  Endicott.  N.Y.  13760.  (607)  ST  5-5810. 


WEST  HEMPSTEAD.  N.Y.  Elegant  8-room,  split-level  residence  on  prominent, 
landscaped  corner.  Living  room  with  cathedral  ceiling,  large,  modern  kitchen, 
paneled  den,  slate  patio,  finished  basement;  plus  paneled  professional  suite  with 
private  entry  on  main  avenue.  $65,000.  (516)  292-0819. 


FOR  RENT:  LINDENHURST,  L.I.,  N.Y.  Excellent  location;  central  air;  of- 
fice-reception room,  private  office;  3 treatment  rooms,  3 lavatories;  3 hospitals 
in  proximity.  Family  physician  retiring.  Write  to:  Henry  Greenberg,  M.D., 
221  No.  Wellwood  Ave.,  Lindenhurst,  N.Y.  11757. 


EAST  HAMPTON,  L.I.  N.Y.  Must  sell  or  lease  in  30  days!  Will  accept  best  offer. 
Architect’s  award-winning  contemporary  home,  5 bedrooms,  3 baths,  decks, 
private  entrance  to  two  bedrooms  and  studio  which  could  be  used  as  office  and 
reception  room.  I would  not  sell  if  I were  not  moving  West.  (516)  324-5388. 


BEAUTIFUL  HOME-OFFICE,  Cypress  Hills,  N.Y.  Excellent  location  near  In- 
terboro  Parkway,  Jamaica  Line,  Hiland  Park.  Large  rooms,  panelled  family 
room,  finished  basement,  2-car  garage.  Asking  $49,000.  Leaving  state.  Dept. 
567,  c/o  NYSJM. 
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Letters  to  the  Editor 


Health  systems  agencies  (HSA) 

To  the  Editor:  With  regard  to  Dr.  Stolfi’s  editorial  on  the 
HSAs  in  the  March,  1976,  page  352  of  the  New  York  State 
Journal  of  Medicine,  it  is  most  distressing  to  find  him, 
at  this  stage  of  the  matter,  concluding  . . with  a plea  for 
reason  and  understanding  by  all  concerned  ...  .”  Med- 
icine is  on  the  verge  of  being  nationalized  with  this  HSA 
taking  us  three  quarters  there,  and  this  being  the  trend  for 
over  a decade  now,  and  all  he  can  do  is  recommend  a plea 
for  reason  and  understanding.  If  ever  there  was  a graphic 
picture  of  impotency,  that’s  it. 

At  least  the  AMA  has  finally  come  to  its  senses  and  is 
fighting  these  laws  in  the  courts.  There  should  have  at 
least  been  a call  on  the  MSSNY  membership  to  supply  the 
AMA  with  ammunition  in  their  dealings  with  any  HSA 
ruling  to  pursue  this  legal  challenge. 

It  is  this  weak  reaction  of  much  of  organized  medicine 
to  the  onslaught  of  government  that  is  making  physicians 
turn  away  from  organized  medicine — at  least  those  phy- 
sicians who  cherish  our  free  system  and  don’t  want  to  be 
nationalized.  It  is  this  lack  of  effectiveness  by  organized 
medicine  that  is  having  more  and  more  colleagues  turn  to 
medical  unions. 

What  is  needed  is  editorials  reaffirming  the  approach 
in  the  article  printed  on  your  pages  “The  Objective  is 
Freedom,”  (Meyerhoff,  G.  R.:  New  York  State  J.  Med.  75: 
2565  (Dec.)  1975).  And  even  going  beyond  that,  with 
specific  recommendations  of  how  to  keep  medicine  from 
being  nationalized.  A recent  president  of  the  MSSNY 
said,  “Don’t  be  Lead  (Pb) — Lead.”  Apparently  the  mes- 
sage hasn’t  gotten  to  the  editorial  staff  of  the  New  York 
State  Journal  of  Medicine. 

GORDON  R.  MEYERHOFF,  M.D. 

19  Hillside  Avenue 
Roslyn  Heights,  N.Y.  11577 

Associate  editor’s  reply: 

To  the  Editor:  Dr.  Meyerhoffs  letter  demonstrates  a lack 
of  knowledge  of  the  facts.  This  isn’t  surprising.  Most 
physicians  haven’t  the  time  or  don’t  bother  to  keep  up  with 
the  many  health  bills  passed  by  Congress.  When  a bill 
becomes  the  “law  of  the  land,”  we  must  either  abide  by  it 
or  fight  for  its  repeal.  The  only  other  option  is  to  initiate 
legal  action  if  its  constitutionality  is  doubtful.  As  Dr. 
Meyerhoff  indicated  the  AMA  has  joined  the  State  of 
North  Carolina  in  challenging  the  constitutionality  of  the 
National  Health  Planning  and  Resource  Development  Act 
(PL  93-641).  As  a member  of  the  AMA’s  Interspecialty 
Advisory  Board  I indicated  that  I favor  that  course  of  ac- 
tion. However,  until  the  outcome  is  clear,  we  as  physicians 
should  indeed  exercise  “reason  and  understanding.”  A 
law-abiding  citizen,  Dr.  Meyerhoff  realizes  that  we  can  do 
nothing  more. 

I prefer  being  labeled  “impotent,”  which  I know  I’m  not, 
than  advocate  the  action  that  his  article  espouses.  I firmly 
believe  that  a strike  by  those  responsible  for  the  people’s 
health  and  welfare  is  immoral  in  every  sense  of  the  word. 
A future  editorial  will  be  devoted  to  that  theme  and  I hope 
that  Dr.  Meyerhoff  reads  it. 

.JULIUS  E.  STOLFI,  M I).,  F.A.C.P. 

Associate  Editor 

Nasal  cyanosis,  chlorpromazine  (Thorazine), 


and  blood  ammonia 

To  the  Editor:  The  occurrence  of  cyanosis  of  the  nasal 
ridge  and  adjacent  skin  has  been  attributed  to  prolonged 
or  excessive  use  of  chlorpromazine  (Thorazine).  The 
mechanism  is  not  known,  and  the  therapy  of  the  cyanosis 
eludes  current  medical  therapeutics. 

A forty-one-year-old  Caucasian  man  was  placed  on 
chlorpromazine  at  age  twenty-one  partly  for  aggressive 
behavior  and  was  maintained  on  chlorpromazine  300  mg. 
twice  a day  for  over  twenty  years,  more  lately  receiving 
haloperidol  (Haldol)  60  mg.  every  day,  and  benztropine 
mesylate,  MSD  (Cogentin)  1 mg.  every  day.  As  a child,  he 
was  nervous,  timid,  and  “didn’t  like  crowds.”  At  age 
twenty-one  he  began  banging  his  head  with  his  fist;  was 
diagnosed  as  schizophrenic;  and  put  on  chlorpromazine. 
A neurosurgeon  thought  he  had  brain  damage  due  to  lack 
of  oxygen  in  the  prenatal  period,  and  “had  poor  coordina- 
tion,” subjectively.  Birth  was  a full-term  first  pregnancy 
with  a normal  delivery  after  twenty-seven  hours  of  labor. 
As  an  adult,  he  was  silly,  grimacing,  and  anxious,  with  vi- 
sual and  auditory  hallucinations  on  mental  examination. 
He  frequently  flexed  his  fist,  possibly  as  a choreiform 
movement,  and  referred  to  his  age  and  mechanical  profi- 
ciency. 

The  nasal  ridge  was  straight  and  the  skin  overlying  it 
showed  deep  cyanosis  with  edema  and  pemphigoid  bullae, 
considered  by  dermatologists  to  be  acne  rosacea  with  rhi- 
nophyma.  He  was  taken  off  chlorpromazine  without  im- 
provement in  the  nasal  condition. 

Chemistries  were  within  normal  limits  for  serotonin, 
heavy  metals,  and  negative  for  chlorpromazine.  Hemo- 
globin electrophoresis  was  normal.  The  sequential  mul- 
tiple analyzer  was  entirely  within  normal  limits:  calcium 
9.1.  mg.  per  cent;  phosphorus  3.2;  glucose  117;  blood  urea 
nitrogen  17;  uric  acid  8.7;  cholesterol  270;  total  protein  7.4; 
albumin  3.8;  total  bilirubin  0.3;  alkaline  phosphatase  55; 
lactic  dehydrogenase  190  units;  serum  glutamic  oxaloacetic 
transaminase  33  units.  Protein  electrophoresis  was  nor- 
mal. Serum  iron  was  moderately  reduced  at  56  ng.,  and 
blood  ammonia  significantly  elevated  at  62  ng.  VDRL  was 
nonreactive  and  cold  agglutinins  were  negative.  Hemat- 
ocrit was  38.4;  hemoglobin  13.4  Gm.;  red  blood  count  was 
4.47  m.;  white  blood  count  8,200  cc.;  and  platelets  328,000. 
The  sedimentation  rate  was  10  and  the  differential  normal. 
It  is  noteworthy  that  the  blood  urea  nitrogen  was  normal 
in  the  presence  of  elevated  ammonia.  The  mechanism  and 
significance  of  an  elevated  ammonia  is  hard  to  assess; 
ammonia  does  affect  brain  function.  It  is  possible  that  the 
chlorpromazine  exerted  its  effect  through  this  mechanism, 
which  combined  with  the  low  serum  iron  produced  the 
marked  cyanosis.  A facial  nerve  neuralgia  is  possible  but 
unattended  by  other  signs.  The  normal  hemoglobin 
implies  that  the  low  serum  iron  is  temporary  in  nature  and 
that  more  underlying  hematologic  processes  need  to  be 
encountered  to  explain  this  unusual  phenomenon. 

Vasomotor  changes  induced  by  neuronal  aberrance, 
parasitism,  or  pure  chlorpromazine  effect  need  to  be  un- 
derstood further  to  understand  this  effect. 

HAROLD  S.  ZUCKER,  M.D. 

77  Medical  Building 
Medford , N.Y.  11763 
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Receptors,  and  Genetics  of  Cells  Involved  in  Immune  Re- 
sponse] (Symposium),  1085 

Macrophages:  immune  system;  introduction  [Immune  Sys- 
tem. Membrane  Receptors,  and  Genetics  of  Cells  Involved 
in  Immune  Response]  (Symposium),  1077 
Malignant  condition,  esophageal,  reappraisal  of  esophago- 
gastrostomy  for  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1814 
Malignant  retroperitoneal  tumor:  calcified  upper  abdominal 
mass  [Correlation  Conferences  in  Radiology  and  Pathology], 
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Malignant  to  benign,  ratio  of;  breast  biopsies,  1538 
Mammography;  History,  Current  Events,  and  Recommenda- 
tions (Puretz),  1985 

Mammography  system,  improved,  1992 
Man,  right  of,  to  live  with  dignity,  1522 
Marfan’s  disease,  pneumothorax  in,  2180 
Mass,  calcified  upper  abdominal  [Correlation  Conferences  in 
Radiology  and  Pathology],  1320 
Mass,  right  lower-quadrant,  diarrhea  and  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  2167 
Massive  Lipoma  of  Heart  (Moulton,  Jaretzki,  III,  Bowman,  Jr., 
Silverstein,  and  Bregman)  [Abstracts,  Reports,  Proceedings, 
New  York  Society  for  Thoracic  Surgery],  1820 
Maternal  Mortality  Study;  1970-1975  (Hughes,  Cochrane,  and 
Czyz),  2206 

Maternal  Vernix  Caseosa  Peritonitis;  Rare  Complication  of 
Cesarean  Section  (Krumerman  and  Pouliot),  1879 
Measles,  revaccination  against  [School  Health],  1856 
Mediastinal  lesions,  pulmonary  and,  transaxillary  approach 
for  [Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  1812 

Medical  Care;  Two  Centuries  of  Revolutionary  Change  (Dock) 
[Bicentennial  History  of  Medicine],  1121 
Medical  Centers 

Beth  Israel  Medical  Center,  1219 
Brookdale  Hospital  Medical  Center,  2076 
Catholic  Medical  Center  of  Brooklyn  and  Queens,  Inc., 
1220 

City  Hospital  Center  at  Elmhurst,  1220 

Columbia-Presbvterian  Medical  Center,  1221 

Downstate  Medical  Center,  1222 

Flushing  Hospital  and  Medical  Center,  1223 

Jewish  Hospital  and  Medical  Center  of  Brooklyn,  1224 

Kings  County  Hospital  Center,  1225 

Long  Island  Jewish-Hillside  Medical  Center,  1226 

Maimonides  Medical  Center.  1227 

Metropolitan  Hospital  Center,  1228 

Montefiore  Hospital  and  Medical  Center,  1228 

Mount  Sinai  Medical  Center,  1230 

New  Rochelle  Hospital  Medical  Center,  1231 

New  York  Hospital-Cornell  Medical  Center,  1231 

Peninsula  Hospital  Center,  1232 

Queens  Hospital  Center,  1233 

University  of  Rochester  School  of  Medicine  and  Dentistry 
and  Strong  Memorial  Hospital,  1234 
St.  Luke’s  Hospital  Center,  1235 

State  University  of  New  York  Upstate  Medical  Center, 

1 238 

St.  Vincent’s  Hospital  and  Medical  Center  of  New  York, 
1 238 

Westchester  County  Medical  Center,  1239 
Medical  examiner:  classification  of  deaths,  1531 
Medical  Personalities 

Samuel  Beach  Bradley,  M.D.,  1796  1880;  A Rural  Practi- 
tioner (At  water),  1883 

Early  Long  Island  Docs;  Dedicated,  Compassionate  (Sam- 
mis),  1 1 63 


John  Jones,  M.D.,  1729-1791;  Father  of  American  Surgery 
(Stark),  1333 

William  McClelland,  M.D.,  1768-1812;  First  President  of 
the  Medical  Society  of  the  State  of  New  York — 1807, 
1156 

Marie  Zakrzewska,  M.D.;  Notable  Physician  (Greenwood), 
1339 

Medical  progress,  two  centuries  of;  1776-1976  [Bicentennial 
History  of  Medicine],  1106 
Medical  Schools 
Albany  Medical  College,  1205 

State  University  of  New  York  at  Buffalo;  Founded  as  the 
University  of  Buffalo  in  1846,  1208 
College  of  Physicians  and  Surgeons  of  Columbia  University, 
1209 

Cornell  University  Medical  College,  1213 
Albert  Einstein  College  of  Medicine,  1214 
New  York  Medical  College;  Its  Origins,  Founding,  and  Early 
History,  1216 

New  York  University  School  of  Medicine,  1217 
School  of  Medicine,  State  University  of  New  York  at  Stony 
Brook,  1218 

Medical  schools:  two  centuries  of  medical  progress;  1776-1976 
[Bicentennial  History  of  Medicine],  1 106 
Medical  Society,  true  ally  of  the;  Woman’s  Auxiliary,  1254 
Medical  Specialties 

History  of  Anesthesiology  in  New  York  (Betcher),  1 165 
Cardiology  as  a Specialty  (Bishop),  1 170 
Dermatology;  Origins  of  Dermatology  in  New  York  (Blau), 
1174 

Emergency  Medicine;  History  of  Emergency  Medicine  in 
New  York  State  (Cameron,  Gilmore,  and  McNeil),  1176 
Family  Physician;  History  of  Academy  of  Family  Physicians 
in  New  York  State,  1182 
Internal  Medicine  (Berger),  1184 

History  of  Neurologic  Surgery  in  New  York  State  (Mc- 
Donald), 1342 

Bicentennial  History  of  Obstetrics  and  Gynecology  in  New 
York  State  (Hughes),  1890 

Two  Hundred  Years  of  Ophthalmology  in  New  York  State 
(Kara),  1187 

American  Orthopedic  Surgery;  I.  The  First  200  Years 
(Bick),  1192 

American  Orthopedic  Surgery;  II.  The  First  200  Years 
(Bick),  1346 

New  York  State  Society  of  Orthopaedic  Surgeons,  Inc., 
1354 

Brief  History  of  Pediatrics  in  New  York  (Wheatley),  1197 
Physiatrv:  Physical  Medicine  and  Rehabilitation;  Past, 

Present,  and  Future  (Ruskin),  1355 
Psychiatry  in  New  York  State;  From  Early  Times  to  End  of 
Nineteenth  Century  (Mora),  1201 
Urologv  at  the  Time  of  the  American  Revolution  (Herman), 
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Medicine,  art  in  [Bicentennial  History  of  Medicine],  1 135 
Medicine,  colonial  [Bicentennial  History  of  Medicine],  1123 
Medicine  in  New  York  City,  impact  on;  Revolutionary  War 
[Bicentennial  History  of  Medicine],  1543 
Medicine  in  the  Revolution  (Graney)  [Bicentennial  History 
of  Medicine],  1 125 

Medicine,  .Jewish  contributions  to,  in  United  States;  1776-1976 
[Bicentennial  History  of  Medicine],  1327 
Medicine,  mesmerism,  and  professional  prejudice  [History  of 
Medicine],  2218 

Megalopolis,  child  abuse  in,  1799 
Membrane,  basement,  antibody  with  skin  bullae,  2127 
Mental  Hygiene  for  the  Aged  (Savitz)  [Geriatrics],  1850 
Membrane  Receptors  and  Genetics  of  Cells  Involved  in  Im- 
mune Response  (Zuckerman  and  Douglas)  | Immune  System, 
Membrane  Receptors,  and  Genetics  of  Cells  Involved  in 
Immune  Response]  (Symposium),  1085 
Mesenchymoma:  calcified  upper  abdominal  mass  [Correlation 
Conferences  in  Radiology  and  Pathology],  1320 
Mesmerism,  Medicine,  and  Professional  Prejudice  (Quen) 
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[History  of  Medicine),  2218 

Metaslases:  diarrhea  and  right  lower-quadrant  mass  [Cor- 
relation Conferences  in  Radiology  and  Pathology),  2167 
Methadone  intoxication,  associated  with;  transient  hyper- 
tension, 2026 

Methadone  Maintenance  Treatment;  Will  It  Survive?  (New- 
man), 1586 

Microscope:  visual  aids;  earlv  history  [History  of  Medicine], 
2225 

Migration  inhibition  factor:  immune  system;  introduction 
[Immune  System,  Membrane  Receptors,  and  Genetics  of 
Cells  Involved  in  Immune  Response)  (Symposium),  1077 
Minimum  Basic  Data  Set  (Froom),  1541 
Monetary  policy,  fiscal  remonstrance  on,  1504 
Monocyte:  membrane  receptors  and  genetics  of  cells  involved 
in  immune  response  (Immune  System,  Membrane  Recep- 
tors, and  Genetics  of  Cells  Involved  in  Immune  Response] 
(Symposium),  1085 

Morphogenesis:  immune  system;  introduction  |Immune 

System,  Membrane  Receptors,  and  Genetics  of  Cells  In- 
volved in  Immune  Response)  (Symposium),  1077 
Mortality  study,  maternal:  1970-1975,  2206 
Moss  subcommittee  hearings,  scientifically  erroneous  testi- 
mony in;  “unnecessary"  surgery,  2198 

Neonate,  spontaneous  rupture  of  stomach  in,  2184 
Neoplasm:  renal-cell  carcinoma  postrenal  transplant;  dis- 

covered accidentally,  2024 

Nephrectomy:  renal-cell  carcinoma  postrenal  transplant; 

discovered  accidentally,  2024 

Nephrology:  polvtetrafluoroethylene  grafts  for  arteriovenous 
fistulae;  preliminary  report,  2152 
Neurology 

Creutzfeldt-Jakob  disease;  subacute  spongiform  viral  en- 
cephalopathy, 1864 

two  centuries  of  medical  progress;  1776-1976  [Bicentennial 
History  of  Medicine).  1 106 

Neurosurgery:  living  with  Harvey  Cushing,  M.D.  [History  of 
Medicine],  2214 

Neurotic  anxiety,  benzodiazepines  and:  critique,  2156 
New  York  City,  medicine  in,  impact  on;  Revolutionary  War 
[Bicentennial  History  of  Medicine],  1543 
Newborn:  maternal  vernix  caseosa  peritonitis;  rare  compli- 
cation of  cesarean  section,  1879 
Newborn  nursery,  in;  severe  silver  nitrate  ocular  damage, 
1875 

Nitrate,  silver,  ocular  damage,  severe;  in  new'born  nursery, 
1875 

Non-Hodgkin’s  lymphoma,  value  in;  gallium-67  citrate  scin- 
tigraphy, 2148 

Norepinephrine:  levarterenol  for  gastrointestinal  and  intra- 
operative bleeding,  1963 

Nursery,  newborn,  in;  severe  silver  nitrate  ocular  damage, 
1875 

Obstetrics 

aortic  compression  by  pregnant  uterus,  1470 
maternal  mortality  study;  1970-1975,  2206 
prophylactic  antibiotics;  use  in  hysterectomy,  2144 
Obstructive  lung  disease:  effect  of  bronchodilator  agents  on 
arrhythmia,  1973 

Occlusion,  superior  sagittal  sinus,  with  suture  diastasis  and; 

intracranial  Hodgkin’s  disease,  1512 
Ocular  damage,  severe  silver  nitrate;  in  newborn  nursery, 
1875 

Old  age:  mental  hygiene  for  the  aged  [Geriatrics],  1950 
Ophthalmia  neonatorium:  severe  silver  nitrate  ocular  damage; 

in  newborn  nursery,  1875 
Ophthalmology 

severe  silver  nitrate  ocular  damage;  in  newborn  nursery, 
1875 

visual  aids;  early  history  [History  of  Medicine],  2225 
Optical  exploration:  visual  aids;  early  history  [History  of 

Medicine],  2225 


Oral  Kstramustine  Phosphate;  Prolonged  Therapy  for  Ad- 
vanced Carcinoma  of  Prostate  (Catane,  Mittelman,  Kauf- 
man, and  Murphy),  1978 

Oxazepam:  benzodiazepines  and  neurotic  anxiety;  critique, 
2156 

Orientation  to  educational  pediatrics;  locating  young  children 
with  learning  problems  [School  Health],  2007 
Orthopedic  surgery:  ankle  arthrodesis;  fifteen  years’  experi- 
ence, 1803 

Osteoblastoma:  absent  pedicle  and  back  pain  (Correlation 
Conferences  in  Radiology  and  Pathology],  1994 
Our  Diamond  .Jubilee  (Smith)  [Bicentennial  History  of  Med- 
icine], 1147 

Pain,  back,  absent  pedicle  and  [Correlation  Conferences  in 
Radiology  and  Pathology|,  1994 
Pain,  hip,  flank  pain,  and  fever  [Correlation  Conferences  in 
Radiology  and  Pathology],  1497 
Palpation:  mammography;  history,  current  events,  and  rec- 
ommendations, 1985 

Pancreas:  calcified  upper  abdominal  mass  [Correlation 

Conferences  in  Radiology  and  Pathology],  1320 
Pancreatic  pseudocyst,  jaundice  from;  diagnosis  by  endoscopic 
retrograde  cholangiography,  2030 
Pancreatitis,  acute;  initial  roentgenographic  signs,  1968 
Pap  smear:  mammography;  history,  current  events,  and  rec- 
ommendations, 1985 
Parental  age;  achondroplasia,  1810 

Patients,  tuberculosis,  contacts  of;  tuberculin  sensitivity, 
2138 

Pediatrics,  educational,  orientation  to;  locating  young  children 
with  learning  problems  [School  Health],  2007 
Pediatrics:  spontaneous  rupture  of  stomach  in  neonate, 

2184 

Pedicle,  absent,  and  back  pain  [Correlation  Conferences  in 
Radiology  and  Pathology],  1994 
Pemphigoid:  basement  membrane  antibody  with  skin  bullae, 

2127 

Penicillin 

antibiotic  algorithms;  overview  of  abuses,  anecdotes,  and 
assumptions  with  antimicrobial  agents  [Infectious  Dis- 
eases], 2171 

perspectives  in  infectious  disease  [Infectious  Diseases], 
1836 

Peptide:  immune  system;  introduction  [Immune  System, 

Membrane  Receptors,  and  Genetics  of  Cells  Involved  In 
Immune  Response]  (Symposium),  1077 
Perfusion,  constant  pressure  coronary  artery,  during  aortic 
valve  surgery  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1825 
Pericardial  tumors:  massive  lipoma  of  heart  [Abstracts,  Re- 
ports, Proceedings,  New  York  Society  for  Thoracic  Surgery], 
1820 

Pericarditis:  pleuropericarditis;  complication  of  Escherichia 
coli  septicemia,  1372 

Perirenal  abscess:  hip  pain,  flank  pain,  and  fever  [Correlation 
Conferences  in  Radiology  and  Pathology],  1497 
Peritonitis,  maternal  vernix  caseosa;  rare  complication  of  ce- 
sarean section,  1879 

Perspectives  in  Infectious  Disease  (Weinstein)  [Infectious 
Diseases],  1836 

Pharmacology:  benzodiazepines  and  neurotic  anxiety;  cri- 
tique, 2156 

Phenomena,  thromboembolic;  following  ambulatory  varicose 
vein  surgery,  2133 

Phlebitis:  thromboembolic  phenomena;  following  ambulatory 
varicose  vein  surgery,  2133 

Phosphate,  oral  estramustme;  prolonged  therapy  for  advanced 
carcinoma  of  prostate,  1978 

Phrenology;  Bumps  or  Bust  (Tucker)  [Bicentennial  History 
of  Medicine],  1145 

Placenta  previa:  aortic  compression  by  pregnant  uterus, 

1470 

Placentography:  aortic  compression  by  pregnant  uterus, 
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Plasma:  role  of  liver  in  erythropoietin  production;  clinical  and 
experimental  evidences,  1100 

Plasma  mem  brane:  membrane  receptors  and  genetics  of  cells 
involved  in  immune  response  [Immune  System,  Membrane 
Receptors,  and  Genetics  of  Cells  Involved  in  Immune  Re- 
sponse] (Symposium),  1085 

Pleuropericarditis;  Complication  of  Escherichia  coli  Septice- 
mia (Krutchik),  1372 

Pneumonia:  granulomatous  consolidation  of  lung  [Correlation 
Confejences  in  Radiology  and  Pathology],  1843 
Pneumothorax  in  Marfan’s  Disease  (Landman  and  Burgener), 
2180 

Polytetrafluoroethylene  Grafts  for  Arteriovenous  Fistulae; 
Preliminary  Report  (Mohaideen,  Avram,  and  Mainzer), 
2152 

Portal  vein,  preduodenal,  2038 

Postrenal  transplant,  renal-cell  carcinoma;  discovered  acci- 
dentally, 2024 

Preduodenal  Portal  Vein  (Davis),  2038 
Pregnancy:  maternal  mortality  study:  1970-1975,  2206 
Pregnant  uterus,  aortic  compression  by,  1470 
Pressure,  constant,  coronary  artery  perfusion  during  aortic 
valve  surgery  [Abstracts,  Reports,  Proceedings,  New  York 
Society  for  Thoracic  Surgery],  1825 
Problems,  learning,  locating  young  children  with;  orientation 
to  educational  pediatrics  [School  Health],  2007 
Prolonged  therapy  for  advanced  carcinoma  of  prostate;  oral 
estramustine  phosphate,  1978 

Prophylactic  Antibiotics;  Use  in  Hysterectomy  (Mayer,  Gor- 
don, and  Rothbard),  2144 

Prophylactic  treatment,  local  bleeding  and;  infection  in 
hemophilia,  2034 
Prophylaxis 

antibiotic  algorithms;  overview  of  abuses,  anecdotes,  and 
assumptions  with  antimicrobial  agents  [Infectious  Dis- 
eases], 2171 

severe  silver  nitrate  ocular  damage;  in  newborn  nursery, 
1875 

Prostate,  advanced  carcinoma  of,  prolonged  therapy  for;  oral 
estramustine  phosphate,  1978 
Prostate,  transurethral  resections  of,  1465 
Protein:  immune  system;  introduction  [Immune  System, 

Membrane  Receptors,  and  Genetics  of  Cells  Involved  in 
Immune  Response]  (Symposium),  1077 
Pseudocyst,  pancreatic,  jaundice  from;  diagnosis  by  endoscopic 
retrograde  cholangiography,  2030 
Psychiatry 

benzodiazepines  and  neurotic  anxiety;  critique,  2156 
mesmerism,  medicine,  and  professional  prejudice  [History 
of  Medicine],  2218 

two  centuries  of  medical  progress;  1776-1976  [Bicentennial 
History  of  Medicine],  1 106 

Psychological  Significance  of  Rape;  Some  Aspects  (Shainess), 
2044 

Psychotropic  drugs:  benzodiazepines  and  neurotic  anxiety; 
critique,  2156 

Pulmonary  abnormalities:  pneumothorax  in  Marfan’s  disease, 
2180 

Pulmonary  and  mediastinal  lesions,  Lransaxillarv  approach  for 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery),  1812 

Pulmonary  embolism:  maternal  mortality  study;  1970-1975, 
2206 

Pulmonary  embolization:  thromboembolic  phenomena;  fol- 
lowing ambulatory  varicose  vein  surgery,  2133 
Pure  Red-Cell  Aplasia;  Associated  with  Adenocarcinoma  of 
Stomach  (Gajwani  and  Zinner),  2177 
Pyelogram,  adolescent  hypertension  [Hypertension:  Current 
Concepts],  2002 

Pyloroplasty:  reappraisal  of  esophagogastrostorny  for 

esophageal  malignant  condition  [Abstracts,  Reports,  Pro- 
ceedings, New  York  Society  for  Thoracic  Surgery),  1814 


Quinlan,  Karen,  life  and  death  of;  addendum:  time  of  death, 
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Radiation:  improved  mammography  system,  1992 
Rape,  psychological  significance  of;  some  aspects,  2044 
Rare-earth  screen-film  combination:  improved  mammogra- 
phy system,  1992 

Reappraisal  of  Esophagogastrostorny  for  Esophageal  Malig- 
nant Condition  (Ahmed,  LeVeen,  and  Piccone,  Jr.)  [Ab- 
stracts, Reports,  Proceedings,  New  York  Society  for  Tho- 
racic Surgery],  1814 

Receptors,  membrane,  and  genetics  of  cells  involved  in  immune 
response  [Immune  System,  Membrane  Receptors,  and  Ge- 
netics of  Cells  Involved  in  Immune  Response]  (Symposium), 
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Red-cell  aplasia,  pure;  associated  with  adenocarcinoma  of 
stomach,  2177 

Remonstrance,  fiscal,  on  hospital  monetary  policy,  1504 
Renal  arteriography:  adolescent  hypertension  [Hypertension: 
Current  Concepts],  2002 

Renal  disease:  adolescent  hypertension  [Hypertension: 

Current  Concepts],  2002 

Renal  failure:  polytetrafluoroethylene  grafts  for  arteriovenous 
fistulae;  preliminary  report,  2152 
Renal-Cell  Carcinoma  Postrenal  Transplant;  Discovered  Ac- 
cidentally (Isiadinso,  Stubenbord,  and  Rubin),  2024 
Renovascular  repair:  adolescent  hypertension  [Hypertension: 
Current  Concepts],  2002 

Reproduction:  two  centuries  of  medical  progress;  1776-1976 
[Bicentennial  History  of  Medicine],  1106 
Resection:  reappraisal  of  esophagogastrostorny  for  esophageal 
malignant  condition  [Abstracts,  Reports,  Proceedings,  New 
York  Society  for  Thoracic  Surgery],  1814 
Resections,  transurethral,  of  prostate,  1465 
Respiratory  depression:  transient  hypertension;  associated 
with  methadone  intoxication,  2026 
Retarded  individuals:  the  right  of  man  to  live  with  dignity, 
1522 

Retrograde  cholangiography,  endoscopic,  diagnosis  by;  jaun- 
dice from  pancreatic  pseudocyst,  2030 
Retroperitoneal  mesenchymoma:  calcified  upper  abdominal 
mass  [Correlation  Conferences  in  Radiology  and  Pathology], 
1320 

Retroperitoneal  tumor:  calcified  upper  abdominal  mass 

[Correlation  Conferences  in  Radiology  and  Pathology], 
1320 

Revaccination  Against  Measles  (Jackson  and  Lyman)  [School 
Health],  1856 

Revolution,  medicine  in  the  [Bicentennial  History  of  Medi- 
cine], 1125 

Revolutionary  War;  Impact  on  Medicine  in  New  York  City 
(Cushman,  Jr.)  [Bicentennial  History  of  Medicine],  1543 
Rhabdomyosarcoma:  calcified  upper  abdominal  mass  [Cor- 
relation Conferences  in  Radiology  and  Pathology],  1320 
Right  of  Man  to  Live  with  Dignity  (Zimring),  1522 
Roentgenographic  signs,  initial;  acute  pancreatitis,  1968 
Role  of  Liver  in  Erythropoietin  Production;  Clinical  and  Ex- 
perimental Evidences  (Mirand,  Zucali,  and  Murphy), 
1100 

Rupture,  spontaneous,  of  stomach  in  neonate,  2184 
Ruptured  uterus:  maternal  mortality  study;  1970-1975, 

2206 

Sagittal  sinus  occlusion,  superior,  with  suture  diastasis  and; 

intracranial  Hodgkin’s  disease,  1512 
Salmonella,  unusual,  thoracic  aortitis  due  to,  1519 
Sanitation:  Stephen  Smith  and  health  of  immigrants  1850  to 
1865  [Bicentennial  History  of  Medicine],  2050 
Saphenous  coronary  bypass,  distal  right  coronary  endarter- 
ectomy with,  for  diffuse  coronary  disease;  long-term  results 
[Abstracts,  Reports,  Proceedings,  New  York  Society  for 
Thoracic  Surgery],  1827 

Scan:  gallium-67  citrate  scintigraphy;  value  in  non-Hodgkin’s 
lymphoma,  2148 


2254  New  York  Stale  Journal  of  Medicine/December  1976 


School  failure:  locating  young  children  with  learning  prob- 
lems; orientation  to  educational  pediatrics  [School  Health], 
2007 

School  Health  (Series),  1318,  1856,  2007 
Scientifically  erroneous  testimony  in  Moss  subcommittee 
hearings;  "unnecessary”  surgery,  2198 
Scintigraphy,  gallium-67  citrate;  value  in  non-Hodgkin’s 
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HEMI-BODY  RADIOTHERAPY  FOR 
METASTATIC  SOLID  CANCER 


NEW  YORK  CITY 


Monthly  program  for  the  New  York  Academy  of 
Medicine 

2 East  103rd  Street 
January  3,  7:30  p.m. 

Section  on  Orthopedic  Surgery 

1.  Epidemiology  and  Prevention  of  Ski  Trauma 

2.  Management  of  Tibial  Fractures  in  Skiers 

3.  Sports  Trauma  at  the  Winter  Olympics — 1976 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00-Subscription  Dinner  6:30  p.m. 


January  17,  8:00  p.m. 

Section  on  Ophthalmology  with  the  New  York 
Society  for  Clinical  Ophthalmology 

1.  Clinico-Pathologic  Disease  Correlates 

2.  Clinical-Pathological  Correlations  in  Unilateral  Glaucoma 

3.  Lesions  of  the  Eyelids 

4.  Macular  Disease:  A Clinical  Pathologic  Study 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 


January  4.  8:00  p.m. 

Section  on  Dermatology  and  Syphilology 

THE  SKIN— ORGAN  OF  DISCOVERY 
YESTERDAY,  TODAY  AND  TOMORROW 

Reception  6:30-Subscription  Dinner  7:15  p.m. 


January  5,  8:00  p.m. 

Section  on  Physical  Medicine  and 
Rehabilitation  with  the  New  York  Society  of 
Physical  Medicine  and  Rehabilitation 

PROBLEMS  OF  SEXUAL  FUNCTION  IN 
CHRONIC  NEUROLOGICAL  DISEASE 

CREDIT:  AMA  Cat.  1 (1  hr.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 


January  12,  2:00  p.m. 

Section  on  Obstetrics  and  Gynecology 

1.  Prophylactic  Antibiotics 

2.  'Newer"  Pathogens  in  Ob-Gyn 

3.  Choice  of  Antibiotics  for  Infection 

CREDIT:  AMA  Cat.  1 (3  hrs.) 


January  17,  4:30  p.m. -6:00  p.m. 

Section  on  Radiology  with  The  New  York 
Roentgen  Society 

GASTRO-INTESTINAL  RADIOLOGY 

Reception  6:00  p.m. -Dinner  7:00  p.m. 

8:00  p.m 

ISLET  CELL  TUMOR  OF  THE 
PANCREAS-CURRENT  CONCEPTS 

Section  on  Radiotherapy 

8:00  p.m. 


January  18,  8:00  p.m. 

Section  on  Psychiatry  with  Section  on  Surgery 

THE  PSYCHOLOGICAL  IMPACT  OF 
MASTECTOMY 

CREDIT:  AMA  Cat.  1 (1  y2  hrs.) 

January  19,  7:30  p.m. 

Section  on  Otolaryngology 

THE  ROLE  OF  THE  CEREBROSPINAL 
FLUID  SHUNT  IN  SIMULTANEOUS 
BILATERAL  RADICAL  NECK  DISSECTION 

CREDIT:  AMA  Cat.  1 (1%  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  6:30  p.m. 


January  19,  8:00  p.m. 

Section  on  Urology 

THE  SURGICAL  MANAGEMENT  OF 
STAGHORN  STONES 

CREDIT:  AMA  Cat.  1 (2  hrs.) 

Reception  6:00  p.m. -Subscription  Dinner  7:00  p.m. 


January  24,  6: 15  p.m. 

Section  on  Historical  Medicine 

OPENING  RECEPTION  AND  DINNER  OF 
THE  NEW  YORK  PHYSICIANS  ART 
EXHIBIT  WITH  SECTION  ON  HISTORICAL 
MEDICINE 


January  24-28 

42nd  ANNUAL  ART  EXHIBITION  OF  THE 
NEW  YORK  PHYSICIANS’  ART 
ASSOCIATION 
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Monthly  program  for  The  Jewish  Hospital  and 
Medical  Center  of  Brooklyn  and  State 
University  of  New  York  at  Brooklyn 

4:00-5:00  p.m.,  Mondays 

The  Jewish  Hospital  and  Medical  Center  of 
Brooklyn 

555  Prospect  Place 
Brooklyn 

January  3 

GROWTH  FACTORS  FOR  LYMPHOMA 
CELLS  PRODUCED  BY  NON- 
NEOPLASTIC NEIGHBORS 

January  10 

PATHOLOGY  OF  LYMPHOMA 

January  17 

COMBINED  MANAGEMENT  OF  HEAD  & 
NECK  TUMORS 

January  24 

CHEMOTHERAPY  OF  LYMPHOMAS 

January  3 1 

RECENT  DEVELOPMENT  AND 
PROBLEMS  IN  LEUKEMIA 

NO  FEE  CREDIT:  AMA  Cat.  1 

AAFP  (28  hrs.' 

For  further  information  contact  The  Jewish  Hospital  and  Medical 
Center  of  Brooklyn,  555  Prospect  Place,  Brooklyn.  Tel: 
212/240-1281. 


Monthly  program  for  New  York  Medical 
College 

Flower  and  Fifth  Avenue  Hospitals 
5 East  102nd  Street 

January  5,  1:00-4:00  p.m.,  Wednesdays 

CLINICAL  NEUROLOGY  FOR 
PSYCHIATRISTS 

FEE:  $500 — 15  Sessions 

For  further  information  contact  Benjamin  J.  Sadock,  M.D.  Di- 
rector, Graduate  & Continuing  Education  in  Psychiatry,  New  York 
Medical  College,  5th  Avenue  & 106th  Street,  10029.  Tel: 
212/860-7362. 


Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with 
Westchester  Square  Hospital 

4:00-5:30  p.m.,  Wednesday 

1625  St.  Peters  Avenue 
Bronx 

January  5 


NON-OPERATIVE  ASPECTS  OF 
PERIPHERAL  VASCULAR  DISEASE 

NO  FEE  CREDIT:  AAFP  1 '/2 

January  19 

UPDATE  ON  CARDIAC  DRUGS 

NO  FEE  CREDIT:  AAFP  1 \ 

Monthly  program  for  the  Albert  Einstein 
College  of  Medicine  in  collaboration  with  Union 
Hospital 

Union  Hospital 
260  E.  188th  Street 
Bronx 

January  11,  8:00-10:00  p.m.,  Tuesday 

RECENT  DEVELOPMENTS  IN 
CARDIOVASCULAR  DIAGNOSIS 

CREDIT:  AMA  Cat.  1 

AAFP  Applied  For 

For  further  information  contact  Mr.  Daniel  S.  Fruchter,  Union 
Hospital,  260  E.  188th  Street,  Bronx,  10458. 


Monthly  course  listing  for  New  York  University 
Post-Graduate  Medical  School 

550  First  Avenue 

January  5-March  9,  Wednesdays 

RHINOPLASTY,  OTOPLASTY, 
MAXILLOFACIAL  SURGERY 

FEE:  $600.  CREDIT:  AMA  Cat.  1 (30  hrs.) 


January  5-September  28,  Wednesdays 

REVIEW  FOR  RECERTIFICATION  IN 
INTERNAL  MEDICINE 

FEE:  $950.  CREDIT:  AMA  Cat.  1 


January  7-February  1 1,  Fridays 

Co-sponsored  by  St.  Vincent's  Medical  Center  of  Richmond, 
Staten  Island 

INFECTIOUS  DISEASES  1977— A 
PEDIATRIC  PERSPECTIVE 

FEE:  $60.  CREDIT:  AMA  Cat.  1 (9  hrs.) 


January  20-22 

CURRENT  TOPICS  IN  RESPIRATORY 
DISEASE 

FEE:  $150.  CREDIT:  AMA  Cat.  1 
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January  20-February  24,  Thursdays 

Co-sponsored  by  Booth  Memorial  Medical  Center 

PEDIATRIC  PERSPECTIVE  1977- 
GENETICS  FOR  THE  PEDIATRICIAN 

CREDIT:  AMA  Cat.  1 

January  2 1 

THE  VIOLENT  CHILD 

FEE:  $25.  CREDIT:  AMA  Cat.  1 

January  2 1 

Co-sponsored  by  Institute  of  Rehabilitation  Medicine,  NYU 
Medical  Center,  and  the  Muscular  Dystrophy  Association 

DIAGNOSIS  OF  MUSCULAR  DISEASE 
FOR  PRIMARY  PHYSICIANS 

FEE:  $25.  CREDIT:  AMA  Cat.  1 

January  26 

CONTROVERSIES  IN  UROLOGY 

FEE:  $50.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  the  Office  of  the  Associate  Dean, 
NYU  Post-Graduate  Medical  School,  550  First  Avenue,  10016. 
Tel:  212/679-3200,  ext.  4207 


Monthly  program  for  the  Beth  Abraham 
Hospital 

1 1:00  a.  m.  -12:00  noon,  Thursdays 

612  Allerton  Avenue 
Bronx 

January  6 

RECENT  CONCEPTS  IN  HEADACHE, 
MECHANISMS  AND  THERAPY 

January  13 

DEPRESSION  IN  THE  ELDERLY 

January  20 

CELLULAR  MECHANISMS  OF  AGING 

January  27 

MECHANISMS  OF  CARDIAC 
ARRHYTHMIAS 

For  further  information  contact  the  Beth  Abraham  Hospital,  612 
Allerton  Avenue,  Bronx  10467.  Tel:  212/920-6013. 


Monthly  lecture  schedule  for  Doctors  Hospital 

170  East  End  Avenue 
January  6,  4:00  -5:00  p.m. 


CLINICAL  LESSONS  FROM  FORENSIC 
MEDICINE 

For  further  information  contact  Clifford  L.  Spingarn,  M.D.,  170 
East  End  Avenue,  New  York  10028.  Teh  212/535-3000. 


Monthly  program  for  the  Page  and  William 
Black  Post-Graduate  School  of  Medicine  of  the 
Mount  Sinai  School  of  Medicine  (CUNY) 

The  Mount  Sinai  Medical  Center 

January  6,  13,  20,  27,  February  3,  10,  Thursdays,  8:30- 10:00 
p.m. 

SEMINAR  ON  LEGAL  ASPECTS  OF 
PSYCHIATRY 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (9  hrs.) 

January  7,  Friday,  9:30  a. m.  -5:30  p.m. 

PSYCHOTHERAPY  OF  ALCOHOLISM 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 

January  17-21,  8:30  a. m. -5:30  p.m. 

Monday  through  Friday 

SURGERY  OF  THE  PARANASAL  SINUSES 

FEE:  $450.  CREDIT:  AMA  Cat.  1 (40  hrs.) 

January  22,  Saturday,  9:00  a. m. -5:00  p.m. 

Co-sponsored  with  The  Orton  Society 

DYSLEXIA— CURRENT  DEVELOPMENTS 

FEE:  $50.  CREDIT:  AMA  Cat.  1 (7  hrs.) 


Monthly  program  for  Wyckoff  Heights  Hospital 

374  Stockholm  Street 
Brooklyn 

January  4,  9:00- 10:00  a.m. 

FLUID  AND  ELECTROLYTES 

January  5,  10:00- 1 1:00  a.m. 

PROGRESS  IN  NEUROLOGY  1976 

January  7,  10:30-1 1:30  a.m. 

INFECTIOUS  HEPATITIS 

January  1 1,  9:00-  10:00  a.m. 

ENDOCRINOLOGY 

January  12,  10:00-1 1:00  a.m. 

MALIGNANT  MELANOMA 

January  18,  9:00-10:00  a.m. 

PRESENTATION  OF  G.l.  CASE 

January  25,  9:00- 10:00  a.m. 

HEMOSTASIS  II 
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January  26,  10:00-1 1:00  a m. 

MEDICAL  C.P.C. 

For  further  information  contact  V.  J.  Adams,  M.D.,  Wyckoff 
Heights  Hospital,  374  Stockholm  Street,  Brooklyn,  11237.  Tel: 
212/963-7586. 


January  11 

8:30  p.m. -10:30  p.m.,  Tuesday 

Dept,  of  Psychiatry 

Long  Island  Jewish-Hillside  Medical  Center  & 
Queens  County  Psychiatric  Society 

At  Hillside  Division,  LIJ-HMC 
76th  Avenue  and  266th  Street 
Glen  Oaks 

DYNAMICS  AND  THERAPY  OF 
OBSESSIVE-COMPULSIVE  STATES 

NO  FEE:  MEMBERS:  Queens  County  Psychiatric  Society 

NON-MEMBERS:  $10.  for  series 

CREDIT:  AMA  Cat.  1 (24  hrs.) 

For  further  information  contact  Office  of  the  Dean  of  the  Clinical 
Campus,  Long  Island  Jewish-Hillside  Medical  Center,  New  Hyde 
Park,  11040.  Tel:  212/470-2111. 


Institute  of  International  Medical  Education 

222  East  19th  Street 
January  12-May  12 

BASIC  MEDICAL  SCIENCES 
CURRICULUM 

January  12-May  9 

NURSING  HOME  ADMINISTRATION 

For  further  information  contact  Natale  Colosi,  Ph.D.,  Dean,  In- 
stitute of  International  Medical  Education,  222  East  19th  Street, 
New  York  10003.  Tel:  212/677-4728. 


January  13,  8:30  p.m. 

New  York  Council  on  Child  Psychiatry,  Inc. 

Payne  Whiteny  Clinic 
525  E.  68th  Street 

TREATMENT  OF  THE  MULTIPLY 
HANDICAPPED  CHILD 

NO  FEE  CREDIT:  Cat.  1 

For  further  information  contact  New  York  Council  on  Child 
Psychiatry,  Inc.,  88-77  Elderts  Lane,  Woodhaven,  11421.  Tel: 
212/296-7007. 


January  17-21 

Columbia  University  College  of  P & S 

630  West  168th  Street 


POSTGRADUATE  REVIEW  COURSE  IN 
UROLOGIC  PATHOLOGY 

NO  FEE  CREDIT:  Cat.  1 (35  hrs.) 

For  further  information  contact  Jose  M.  Ferrer,  M.D.,  Associate 
Dean,  630  West  168th  Street,  New  York  10032.  Tel:  212/ 
694-3682. 


January  17 

8:00  p.m.,  Monday 

New  York  Society  for  Clinical  Ophthalmology 

New  York  Academy  of  Medicine 
2 East  103rd  Street 

CLINICO-PATHOLOGIC  DISEASE 
CORRELATES 

For  further  information  & names  of  special  guest  speakers 
contact  Jack  M.  Dodick,  M.D.,  531  Park  Avenue,  New  York 
10021.  Tel:  212/288-7638. 


January  19 

8:30- 10:00  p.m. 

Postgraduate  Center  for  Mental  Health 

124  East  28th  Street 

THE  EXPERIENCE  OF  WORKING  WITH 
BORDERLINE  PATIENTS 

NO  FEE  CREDIT:  AMA  Cat.  1 (lV2  hrs.) 

For  further  information  contact  David  Shainberg,  M.D.,  Dean, 
Specialty  Training  Program  in  Psychoanalytic  Medicine  at  above 
address,  New  York  10016.  Tel:  212/MU  9-7700. 


Monthly  and  advanced  program  for  Booth 
Memorial  Medical  Center  co-sponsored  by  The 
New  York  University  Post-Graduate  Medical 
School 

9:15  a.  m.  -10:45  a.  m.,  Thursdays 

Main  Street  at  Booth  Memorial  Avenue 
Flushing 

January  20 

PRINCIPLES  OF  GENETICS  AND  THEIR 
APPLICATION  TO  GENETIC  COUNSELING 

January  27 

CHROMOSOMAL  DISEASES 

February  3 

ANTEPARTUM  DIAGNOSIS  OF  GENETIC 
ABNORMALITIES 

February  10 

DISEASES  OF  AMINOACID  METABOLISM 

February  17 
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DISEASES  OF  CARBOHYDRATE 
METABOLISM 

February  24 

SCREENING  FOR  INBORN  ERRORS  OF 
METABOLISM 

FEE:  $60.-6  Sessions  CREDIT:  AMA  Cat.  1 & 

AAFP 

For  further  information  contact  Booth  Memorial  Medical  Center, 
Sheldon  H.  Putterman,  M.D.,  Director  of  Pediatrics,  Main  St.  & 
Booth  Memorial  Avenue,  Flushing,  11355. 


Course  listing  for  the  New  York  University 
Post-Graduate  Medical  School 

550  First  Avenue 

January  20-April  28,  Thursdays 

BASIC  PHYSICAL  SCIENCES  IN 
NUCLEAR  MEDICINE 

FEE:  $150.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Office  of  the  Dean,  New  York 
University  Post  Graduate  Medical  School,  550  First  Avenue, 
10016.  Tel:  212/679-3200. 

January  26,  Wednesday 

New  York  University  Post-Graduate  Medical 
School  and  Booth  Memorial  Medical  Center 

Booth  Memorial  Medical  Center 
Flushing 

CONTROVERSIES  IN  CARDIOLOGY 
UPDATED 

FEE:  $50.  CREDIT:  AMA  Cat.  1 

For  further  information  contact  Dr.  Sheldon  H.  Putterman,  Di- 
rector of  Pediatrics,  Booth  Memorial  Medical  Center,  Main  Street 
& Booth  Memorial  Avenue,  Flushing,  11355. 


January  26,  Wednesday 

New  York  University  Post-Graduate  Medical 
School  and  Brookdale  Hospital  Medical  Center 

Brookdale  Hospital  Medical  Center 
Brooklyn 

CONTROVERSIES  IN  UROLOGY 

FEE:  $50.  CREDIT:  AMA  Cat  1 

For  further  information  contact  Dr.  William  Mackler,  Brookdale 
Hospital  Medical  Center,  Linden  Boulevard  and  Brookdale  Plaza, 
Brooklyn,  11211. 


January  26 
8:30  p.m. 

Association  for  the  Advancement  of 
Psychoanalysis 


Karen  Horney  Clinic  Building 
329  East  62nd  Street 

PSYCHOANALYTIC  PRINCIPLES  IN  SEX 
THERAPY 

For  further  information  contact  the  Association  for  the  Ad- 
vancement of  Psychoanalysis,  329  East  62nd  Street,  New  York 
10021.  Tel:  212/PL  2-5267. 


January  27 

5:30-6:30  p.m. 

Brooklyn  Neurological  Society 

Lecture  Hall  #1 

the  Basic  Science  Building 

Downstate  Medical  Center  (SUNY) 

450  Clarkson  Avenue 
Brooklyn 

SLOW  VIRUSES 

* Reception  & Dinner  6:30-8:30  p.m.  (For  members  only) 


January  29 

New  York  University  Medical  Center 

550  First  Avenue 

POTENTIALLY  CURABLE  BREAST 
CANCER 

NO  FEE  CREDIT:  AMA  Cat.  1 

* Advance  registration  forms  may  be  obtained  by  writing  to 
Fourth  Annual  Breast  Cancer  Symposium,  c/o  New  York  Met- 
ropolitan Breast  Cancer  Group,  Inc.,  430  East  67th  Street,  New 
York  10021. 


January  28 

St.  Luke’s  Hospital  Center 

Mt.  Sinai  Hospital 

5th  Avenue  & 100th  Street 

AUTOMATION 

FEE:  $75.  CREDIT:  AMA  Cat.  1 (6  hrs.) 

For  further  information  contact  V.  Bokkenheuser,  M.D.,  Director, 
Dept,  of  Microbiology,  St.  Luke’s  Hospital  Center,  Amsterdam 
Ave.  & 1 14th  Street,  New  York  10025. 


NASSAU  COUNTY 


Monthly  program  for  Mercy  Hospital — in  liaison 
with  Harvard  Medical  School 

9:00  a.m- 1 1:00  a.m. 

1000  North  Viliage  Avenue 
Rockville  Centre 

January  5 

CARDIAC  PATIENT— THE 
PSYCHOLOGICAL  ASPECTS  OF  HIGH 
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RISK  DISEASE  AND  MANAGEMENT 


January  19 

THE  PATHOPHYSIOLOGY  OF  RENAL 
FAILURE 

CREDIT:  AMA  Cat.  1 & AAFP 

For  further  information  contact  Mercy  Hospital  Medical  Education 
Department,  1000  North  Village  Avenue,  Rockville  Center, 
11570.  Tel:  516/255-2260. 


Monthly  program  for  Franklin  General  Hospital 
& Tufts  University  School  of  Medicine 

January  20,  Thursday,  11:00  a.m. -1:00  p.m. 

Franklin  General  Hospital 
900  Franklin  Avenue 
Valley  Stream 

GENETICS 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Harold  S.  Sandhaus,  M.D., 
Franklin  General  Hospital,  900  Franklin  Avenue,  Valley  Stream, 
11580.  Tel:  516/825-8800,  ext.  368. 


QUEENS  COUNTY 


October  17,  1976-April  17,  1977 

20  Sessions — 9:00-12:00  noon,  Sundays 

Monthly  program  for  Peninsula  Hospital  Center 
with  Queens  County  Academy  of  Medicine 

51-15  Beach  Channel  Drive 
Far  Rockaway 

January  9 

HYPERTENSION-ETIOLOGY,  DX,  RX, 
COMPLICATIONS 

January  16 

CARDIOLOGY  1: 

a)  Diff.  Dx  inc.  ECG,  echo,  etc. 

b)  Med.  & surg.  Rx 

January  23 

CARDIOLOGY  11: 

c)  Cardiac  emergencies — shock, 
arrhythmias,  etc. 

January  30 

GYNECOLOGY— Office— Cervicitis, 
Leucorrhea,  Dyspareunia,  Contraceptives 

CREDIT:  AMA  & AAFP  (applied  for) 

For  further  information  contact  Edward  H.  Davis,  M.D.,  Peninsula 
Hospital  Center,  51-15  Beach  Channel  Drive,  Far  Rockaway, 
11691.  Tel:  212/945-7100. 


SUFFOLK  COUNTY 


Monthly  program  for  Brookhaven  Memorial 
Hospital 

8:00-9:00  a.m. 

101  Hospital  Road 
Patchogue 

January  7 

ELECTROMYOGRAPHY— INDICATIONS  & 
INTERPRETATION:  PHYSICAL  THERAPY 

January  14 

NEUROSURGICAL  TECHNIQUES  IN  THE 
DIAGNOSIS  & TREATMENT  OF  PAIN 

January  28 

ORGANIC  BRAIN  SYNDROME 

For  further  information  contact  Dorothy  S.  Lane,  M.D.,  Brook- 
haven  Memorial  Hospital,  101  Hospital  Road,  Patchogue,  11772. 
Tel:  516/654-7095. 


January  26 

8:30- 10:00  p.m. 

Suffolk  Academy  of  Medicine  sponsored  by  the 
Suffolk  County  Pediatric  Society 

850  Veterans  Memorial  Highway 
Hauppauge 

INFECTIOUS  DISEASE  DURING 
ADOLESCENCE 

FEE:  $50.  CREDIT:  AAFP 

Make  checks  payable  to  the  Suffolk  Pediatric  Society  and  mail 
to:  Albert  Adler,  M.D.,  F.A.A.P.,  Chairman,  Continuing  Education 
Committee,  Teapot  Lane,  Smithtown,  11787. 


WESTCHESTER  COUNTY 


January  22 

9:30  a.m. -5:00  p.m. 

The  Center  for  Family  Learning 

10  Hanford  Avenue 
New  Rochelle 

PSYCHOSOMATIC  ILLNESS  AND  THE 
FAMILY 

FEE:  $175.-7  Workshops  CREDIT:  CCE  Cat.  1 

applied  for 

For  further  information  contact  Mrs.  Sara  Rabbino,  The  Center 
for  Family  Learning,  10  Hanford  Avenue,  New  Rochelle,  10805. 
Tel:  914/576-3050. 


BUFFALO 
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Roswell  Park  Memorial  Institute 

666  Elm  Street 
Buffalo 

January  13 

SOME  BASIC  APPROACHES  TO  THE 
EARLY  DIAGNOSIS  AND  TREATMENT  OF 
GYNECOLOGIC  CANCER 

CREDIT:  AMA  Cat.  1 

For  further  information  contact  Professional  Educational  Office, 
Roswell  Park  Memorial  Institute,  666  Elm  Street,  Buffalo,  14263. 
Tel:  716/845-5944. 


ROCHESTER 


January  27-28 

University  of  Rochester  School  of  Medicine  & 
Highland  Hospital 

885  South  Avenue 
Rochester 

A Symposium  on  the  Rochester  Family 
Medicine  Program 

FEE:  $150.  CREDIT:  AAFP  9V2  hrs. 

For  further  information  contact  the  University  of  Rochester- 
Highland  Hospital,  885  South  Avenue,  Rochester,  14620. 


WEST  POINT 


January  28-29 

New  York  Trudeau  Society,  State  Chapter  of 
the  American  Thoracic  Society 

Hotel  Thayer 
West  Point 

ANNUAL  SCIENTIFIC  MEETING 

CREDIT:  AMA 

For  further  information  contact  Robert  Sparacino,  Executive 
Secretary,  New  York  Trudeau  Society,  8 Mountain  View  Avenue, 
Albany,  12205.  Tel:  518/459-4197. 


OUT-OF-STATE 


LOUISIANA 


January  20-22 

Alton  Ochsner  Medical  Foundation 

1516  Jefferson  Highway 
New  Orleans,  Louisiana 

SMALL  INTESTINE  AND  COLON:  AN 
UPDATE 


FEE:  $125. 

For  further  information  contact  Continuing  Education,  Alton 
Ochsner  Medical  Foundation,  1516  Jefferson  Highway,  New 
Orleans,  70121.  Tel:  504/834-7070,  ext.  5831. 


MICHIGAN 


January  24-28 

The  University  of  Michigan  Medical  Center 

The  Towsley  Center  for  Continuing  Medical 
Education 

Ann  Arbor,  Michigan 

FAMILY  PRACTICE  REVIEW 

For  further  information  contact  Office  of  Continuing  Education, 
University  of  Michigan  Medical  School,  Ann  Arbor,  Michigan 
48104. 


FUTURE  EVENTS 


February  7,  1977 
8:00  p.m. 

New  York  Society  for  Clinical  Ophthalmology 
with  the  New  York  Academy  of  Medicine 

2 East  103rd  Street 

1.  Cerclage:  A New  and  Effective  Treatment  for  Orbicularis 
Paralysis 

2.  The  Current  Status  of  Subcutaneous  Silicone  Injection 

3.  A New  Treatment  for  Arteriovenous  Orbital  Masses 

4.  Choice  of  Lid  Reconstructive  Procedure  for  Best 
Cosmesis 

5.  Monitored  Ptosis  Surgery 

For  further  information  & names  of  special  guest  speakers 
contact  Jack  M.  Dodick,  M.D.,  531  Park  Avenue,  New  York 
10021.  Tel:  212/288-7638. 


APRIL  23-30,  1977  CRUISE 


Charles  R.  Drew  Postgraduate  Medical  School, 
in  collaboration  with  the  University  of 
Cincinnati,  College  of  Medicine  and  N.  H. 
Chamberlain  and  Associates,  Inc. 

S.S.  Rotterdam,  leaving  New  York  for  Nassau  and  Bermuda 

THE  CHANGING  SEASONS  OF  LIFE: 

THE  PHYSICIAN’S  ROLE 

FEE:  $175.  before  February  23,  1977,  after  this  date  $200. 

CREDIT:  AMA  Cat.  1 (25  hrs.) 

For  further  information  contact  N.  H.  Chamberlain  and  Asso- 
ciates, Inc.,  2100  19th  Street  N.W.  #601,  Washington,  D.C. 
20009. 


SUBSCRIPTION 

Subscriptions  to  "WHAT  GOES  ON"  are  being  offered  at  less 
than  cost.  The  $3.00  one-year  subscription  rate  guarantees  you 
12  issues  mailed  first  class  in  advance  of  the  New  York  State 
Journal  of  Medicine. 
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ALLERGIST 

AUBURN,  N.Y.,  Cayuga  County  needs  an  Allergist.  Contact  Mr. 
Charles  D.  Hicks,  Director,  Physicians’  Procurement 
Committee,  157  Ross  Street,  Auburn  13021.  Tel:  315/ 
253-3388. 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  Allergist  and  ENT 
physician.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

ANESTHESIOLOGIST 

BUFFALO,  N.Y.,  Erie  County  needs  an  Anesthesiologist.  Contact 
T.  Aquinas  O'Connor,  M.D.,  Department  of  Anesthesiology, 
Deaconess  Hospital,  1001  Humboldt  Pkwy.,  Buffalo,  14208.  Tel: 
716/886-4400,  ext.  447. 

GOWANDA,  N.Y.,  Cattaraugus  County  needs  an  Anesthesiologist 
and  Ob/Gyn  physician.  Contact  Jose  Galinso,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Anesthesiologist. 
For  further  information  contact  Irving  Cramer,  M.D.,  St.  Luke’s 
Hospital  Center,  Box  479  Champlin  Rd.,  Utica,  13502. 

DERMATOLOGIST 

AUBURN,  N.Y.  Cayuga  County  needs  a Dermatologist.  For  further 
information  contact  Mr.  Charles  D.  Hicks,  Director,  Physicians’ 
Procurement  Committee,  157  Ross  Street,  Auburn  13021.  Tel: 
315/253-3388. 

OLEAN,  N.Y.,  Cattaraugus  County  needs  a Dermatologist  to  join 
group  practice.  Contact  A.  L.  Beck,  M.D.,  Olean  Medical  Group, 
Olean,  14760.  Tel:  716/372-0141. 

EMERGENCY  ROOM 

NEW  HARTFORD,  N.Y.  Oneida  County  needs  an  Emergency  Room 
physician.  Position  offers  excellent  benefits.  Contact  Irving 
Cramer,  M.D.,  St.  Luke’s  Hospital  Center,  Box  479  Champlin  Rd 
Utica,  13502. 

ENT 

CEDARHURST,  N.Y.  Nassau  County  needs  an  ENT  physician  for 
active  practice.  Contact  Howard  Zipper,  M.D.,  100  Barrett  Road, 
Cedarhurst  11559.  Tel:  516/239-0880. 

PLAINVIEW,  N.Y.,  Nassau  County  needs  an  ENT  physician  and 
Allergist.  Contact  Julian  Kirchick,  M.D.,  3 Ridge  Drive,  Old 
Westbury.  Tel:  516/248-7396. 

FAMILY  PHYSICIAN 

ATHENS,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
Ms.  Emily  Dinkelacker,  Village  of  Athens. 

BERGEN,  N.Y.,  Genessee  County  needs  a Family  Physician. 
Contact  William  Ferris,  Executive  Director,  Gillam  Community 
Center,  Bergen  14416.  Tel:  716/494-1621. 

BRONX,  N.Y.,  needs  a Family  Physician,  Internist,  Pediatrician. 
Contact  Marvin  Boris,  M.D  , 87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BRONX,  N.Y.  needs  a General  Physician  to  work  mornings.  Contact 
Mr.  Rosenfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis 
Avenue,  Bronx,  10454.  Tel:  212/292-2260. 

CANAAN,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Mrs  William  R Macfarlane,  Westwinds,  East  Chatham 
12060.  Tel:  518/781-4434. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

COPAKE,  N.Y.  Columbia  County  needs  a Family  Physician. 
Contact  Mr.  Donald  Shadic,  Town  of  Copake,  Copake,  12516. 

CORNING,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  James  M.  Clifford,  Corning  Medical  & Surgical  Asso- 
ciates, Medical  Arts  Building,  201  E First  Street,  Corning  14830 
Tel:  607/936-9971. 

FREEPORT,  N.Y  , Nassau  County  needs  a Family  Physician. 


Contact  Bernard  Ross,  M.D.,  121  South  Ocean  Avenue,  Free- 
port. 

HAMILTON,  N.Y.,  Madison  County  needs  a Family  Physician. 
Contact  Ms.  N.  Cara  Ackerman,  Director,  Mid-York  Family 
Health  Center,  150  Broad  Street,  Hamilton,  13346  Tel- 
31 5/824-0850. 

HERKIMER,  N.Y.,  needs  an  Internist  or  a Family  Physician.  Contact 
Charles  Eldridge,  Chm.,  Board  of  Directors,  Town  of  Webb  Health 
Center,  Old  Forge  13420.  Tel:  315/369-3464. 

HORNELL,  N.Y.  Steuben  County  needs  a Family  Physician. 
Contact  Watson  L.  Walden,  Business  Manager,  Karl  Medical 
Group,  P.C.,  20  Elm  Street,  Horned,  14843.  Tel:  607/324-1571. 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Family  Physician  and 
Surgeon.  Contact  Horseheads  Medical  and  Surgical  Associates, 
P.C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel:  607/RE 
9-3644. 

HUNTER,  N.Y.,  Greene  County  needs  a Family  Physician.  Contact 
David  Jacobs,  Sec.,  Mountain  Top  Medical  Building  Inc.,  Hunter, 
12442. 

JAMESTOWN,  N.Y.,  Chautauqua  County  needs  either  a Family 
Physician  or  an  Internal  Medicine  Physician  for  a hospital-based 
group  practice.  Contact  George  W.  Lewis,  M.D.,  Director,  Family 
Health  Center,  51  Glasgow  Avenue,  Jamestown  14701. 

JOHNSTOWN,  N.Y.,  Fulton  County  needs  a Family  Physician. 
Contact  Arthur  Howard,  M.D.,  Chairman,  Physician  Recruitment 
Committee,  Johnstown  Hospital,  201  S.  Melcher  Street,  Johns- 
town, 12095. 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician. 

Contact  George  F.  Einters,  M.D.,  143  Green  Street,  Kingston, 
12401.  Tel:  914/338-4034. 

KINGSTON,  N.Y.,  Ulster  County  needs  an  Ophthalmologist  and 
Family  Physician.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

LOCKPORT,  N.Y.,  Niagara  County  needs  several  Family  Physicians. 
Contact  N.  Donald  Peifer,  Lockport  Memorial  Hospital,  Lockport, 
14094.  Tel:  716/433-3831. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Family  Physician.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22 
Putnam  Professional  Park,  Mahopac,  10541.  Tel:  914/628- 
3474 

MEDINA,  N.Y.  Orleans  County  needs  a Family  Physician.  Contact 
James  H.  Morey,  Administrator,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

NEW  YORK  CITY,  N.Y.  needs  a part-time  Family  Physician  or  In- 
ternist for  a two  day  week.  Contact  George  Friedman,  M.D.,  415 
Central  Park  W,  New  York,  10025.  Tel:  212/222-4763. 

PHILMONT,  N.Y.,  Columbia  County  needs  a Family  Physician. 
Contact  Clinton  J.  Mossman,  Mayor,  Municipal  Building,  Box  00, 
Phiimont,  12565.  Tel:  518/672-7032. 

RED  CREEK,  Wayne  County,  needs  a Family  Physician.  Contact 
Ralph  D.  DeMas,  Red  Creek,  13143.  Tel:  315/754-6227 
days,  315/754-6663  evenings. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  a family  Physician 
and  an  Internist  Primary  Care  Physicians.  Contact  Miss  B.  J. 
Sommerville,  Adm.,  Salamanca  District  Hospital,  150  Parkway 
Drive,  Salamanca  14779. 

WADDINGTON,  St.  Lawrence  County,  needs  a Family  Physician. 
Contact  Frances  Reagan,  Waddington  13694.  Tel:  315/ 
388-4446  or  315/388-5908. 

WAVERLY,  N.Y.,  Tioga  County  needs  a Family  Physician.  Contact 
Alexander  Boroff,  M.D.,  474  Pennsylvania  Avenue,  Waverly, 
14892.  Tel:  607/565-8360. 

WAVERLY,  N.Y.  Tioga  County  needs  a Family  Physician.  Contact 
Mr.  Frederick  Kauffman,  Adm.,  Tioga  General  Hospital,  37  N. 
Chemung  Street,  Waverly  14892.  Tel:  607/565-2861. 

WEBSTER,  N.Y.  Monore  County  needs  a Family  Physician  to  join 
a 7 man  multispecialty  group  which  is  12  miles  east  of  Rochester. 
Contact  Jason  O.  Cook,  M.D.,  193  West  Main  Street,  Webster 
14580. 

WELLSVILLE,  N.Y.,  Allegany  County  needs  Family  Physicians. 
Contact  Mr.  W.  F.  Foster,  Adm.,  Memorial  Hosiptal  of  William  F. 
& Gertrude  F.  Jones,  191  North  Main  Street,  Wellsville,  14895. 
Tel:  716/593-1100. 
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WILLSBORO-ESSEX,  N.Y.  Essex  County  needs  1 or  2 Family 
Physicians  for  solo  practice  or  partnership.  Contact  Mr  Robert 
Arnold,  Willsboro,  12996. 

INTERNISTS 

BRONX,  N.Y.,  needs  an  Internist.  Contact  Benjamin  Dvosin,  Adm., 
Northern  City  Medical  Group  (H.I.P.),  115  Dreiser  Loop,  CO-OP 
City,  Bronx,  10475. 

BRONX,  N Y.  needs  an  Internist  for  2 day  week.  Contact  Mr.  Ro- 
senfeld,  Adm.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454  Tel:  212/292-2260 

BRONX,  N Y.  needs  an  Internist,  Family  Physician,  Pediatrician. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 

BUFFALO,  N.Y.  Erie  County  needs  an  Assistant  Director  of  Am- 
bulatory Services  with  a general  internist  training  who  is  interested 
in  health  care  delivery  and  community  medicine.  For  further 
information  contact  W.  H.  Stevenson,  Ass  t Director  of  Personnel, 
the  Buffalo  General  Hospital,  100  High  Street,  14203.  TEL: 
716/845-7490. 

CANDOR,  N.Y.  Tioga  County  needs  an  Internist  or  a Family  Phy- 
sician. Contact  Peter  Cappiello,  Chairman  of  Candor  Community 
Service  Corp.,  80  Main  Street,  Candor  13743. 

DELHI,  N.Y.,  Delaware  County  needs  an  Internist.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-3891. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Internist, 

Psychiatrist,  Pediatrician.  Contact  Mr.  Pegalis,  54  Main 
Street,  Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538- 
4531/4532. 

HERKIMER,  N.Y.  needs  a Family  Physician  or  an  Internist.  For 
further  information  contact  Charles  Eldridge,  Chm.,  Board  of 
Directors,  Town  of  Webb  Health  Center,  Old  Forge  13420.  Tel: 
315/369-2464. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Cardiologist.  Contact  Bernard  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac,  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  N.Y.  Delaware  County  needs  an  Internist  for 
solo  practice  in  Catskill  resort  area.  Furnished  office  is  available. 
For  further  information  contact  Margaretville  Memorial  Hospital 
Administrator  at  Tel:  914/586-2631  or  914/586-4807. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Internist.  For 
further  information  contact  John  J.  McDonald,  Adm.,  Schuyler 
Hospital,  Montour  Falls,  14865.  Tel:  607/535-7121. 

NEWARK,  N.Y.,  Wayne  County  needs  an  Internist.  Contact  W. 

L.  Fredricksen,  Admin.,  Newark  Medical  Center,  Newark 
14513.  Tel:  315/331-3310. 

SALAMANCA,  N.Y.  Cattaraugus  County  needs  an  Internist  and 
Family  Physicians,  Primary  Care  Physicians.  F:or  further  infor- 
mation contact  Miss  B.  J.  Sommerville,  Adm.,  Salamanca  District 
Hospital,  150  Parkway  Drive,  Salamanca  14779. 

WOODMERE,  N.Y.,  Nassau  County  needs  a part-time  physician  to 
assist  an  Internist.  Contact  Mrs.  Rhoda  Adler,  863  Central  Av- 
enue, Woodmere,  11598. 

GENERAL  SURGEON 

DELHI,  N.Y.,  Delaware  County  needs  a Surgeon.  Contact  Don 
Volante,  16  High  Street,  Delhi,  13753.  Tel:  212/759-1775  or 
weekends  607/746-389 1 . 

HORSEHEADS,  N.Y.,  Chemung  Co.,  needs  a Surgeon  and  Family 
Physician.  Contact  Horseheads  Medical  and  Surgical  Asso- 
ciates, P.C.,  301  West  Broad  Street,  Horseheads,  14845.  Tel: 
607/RE  9-3644. 

ORTHOPEDIC  SURGEON 

COMMACK,  N.Y.,  Suffolk  County  needs  an  Orthopedic  Surgeon. 
Contact  Stuart  B.  Polisner,  M.D.,  F.A.C.S.,  160  Commack  Road, 
Commack,  11725.  Tel:  516/543-6677. 

MASSENA,  N.Y..  St.  Lawrence  County  needs  a Orthopedic  Surgeon, 
ENT,  Psychiatrist  and  General  Physician.  Contact  George 
Skomsky,  Adm..  Massena  Memorial  Hospital,  Massena,  13662. 
Tel:  315/769-9991. 


MEDINA,  N.Y.  Orleans  County  needs  an  Orthopedic  Surgeon. 
Contact  James  H.  Morey,  Adm.,  Medina  Memorial  Hospital,  Me- 
dina, 14103.  Tel:  716/798-2000. 

DIRECTOR 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Director 
for  St.  Mary’s  Hospital,  89  Genesee  Street,  Rochester, 
14611. 

ROCHESTER,  N.Y.,  Monroe  County  needs  an  Orthopedic  Surgeon. 
Contact  A.  J.  Graziani,  M.D.,  St.  Mary's  Hospital,  89  Genesee 
Street,  Rochester,  14611. 

WAVERLY,  N Y.,  Tioga  County  needs  an  Orthopedic  Surgeon. 
Contact  Charles  F Ryan,  M D . Tioga  General  Hospital,  Waverly, 
14892.  Tel:  607/565-2861. 

PART-TIME 

NEW  YORK  CITY,  N.Y.,  needs  an  Orthopedist  for  part-time  4-6 
hours  weekly.  Contact  F.  P.  Guidotti,  M.D.,  Medical  Director, 
Health  Center  Family  Medical  Office,  321  W.  44th  Street,  New 
York  10036.  Tel:  212/586-1550. 

OBSTETRICIAN/GYNECOLOGIST 

BATAVIA,  N.Y.,  Genesee  County  needs  an  Ob/Gyn  physician. 
Contact  Louis  E.  Green,  Jr.,  M.D.  and  John  T.  Chua,  M.D., 

P C.,  215  Summit  Street,  Batavia  14020.  Tel:  716/343- 
6076. 

GOWANDA,  N.Y.,  Cattaragus  County  needs  an  Ob/Gyn  physician 
and  an  Anesthesiologist.  Contact  Jose  Galindo,  M.D.,  Tri-County 
Memorial  Hospital,  100  Memorial  Drive,  Gowanda,  14070.  Tel: 
716/532-3377  or  716/366-1111. 

HEMPSTEAD,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  physician. 
Contact  Mr.  Pegalis,  54  Main  Street,  Medical  Building, 
Hempstead  1 1550.  Tel:  516/538-4531/2 

HORNELL,  N.Y.  Steuben  County  needs  an  Ob/Gyn  to  join  a group 
practice.  Contact  Gorden  Stenhouse,  M.D.,  Hornell  Medical 
Center,  Canistel  Street,  Hornell,  14843. 

MONROE,  N.Y.  Orange  County  needs  an  Ob/Gyn  physician. 
Contact  Bernard  Luck,  M.D.,  Route  208,  Monroe  10950.  Tel: 
914/782-7277. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  a Pediatrician. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  14865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  an  Ob/Gyn  physician.  Contact  Ms. 

Anne  Squire,  c/o  Storch,  44  Gramercy  Park  North,  New  York 
10010.  Tel:  212/254-0700 

ROCKVILLE  CENTRE,  N.Y.,  Nassau  County  needs  an  Ob/Gyn  phy- 
sician. Contact  Dr.  Erwin  T.  Michaelson  or  Dr.  Donald  S.  Cohen, 
165  N.  Village  Ave.,  Rockville  Centre,  11570.  Tel:  516/ 

766-5851. 

STAMFORD,  N.Y.  Delaware  County  needs  a board  certified  OB/ 
GYN  for  Community  Hospital.  Contact  Mr.  Stewart  Redman, 
Adm.,  Community  Hospital,  Harper  Street,  Stamford  12167.  Tel: 
607/652-7521. 

ONCOLOGIST 

HUDSON,  N.Y.,  Columbia  County  needs  an  Oncologist.  Contact 
Stanley  Bardwell,  M.D.,  848  Columbia  Street,  Hudson  12534. 

OPHTHALMOLOGIST 

KINGSTON,  N.Y.,  Ulster  County  needs  a Family  Physician  and 
Ophthalmologist.  Contact  Mr.  Robert  M.  Schnitzer,  Pine  Street, 
Professional  Park,  Kingston,  12401.  Tel:  914/331-8853. 

PATHOLOGIST 

BROOKLYN,  N.Y.,  Kings  County  needs  a Pathologist.  Contact 
Sanford  M.  Farrer,  M.D.,  Brooklyn  Hospital,  121  DeKalb 
Avenue,  Brooklyn,  11201. 

PEDIATRICIAN 

BRONX,  N.Y.  needs  a Pediatrician  for  2 day  week.  Contact  Mr. 
Rosenfeld,  Am.,  South  Bronx  Health  Services,  272  Willis  Avenue, 
Bronx  10454.  Tel:  212/292-2260. 

BRONX,  N.Y.,  needs  a Pediatrician,  Family  Physician,  Internist. 
Contact  Marvin  Boris,  M.D.,  87  Cold  Spring  Road,  Syosset, 
11791.  Tel:  516/921-5000. 
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BROOKLYN,  N.Y.,  Kings  County  needs  a Pediatrician.  Contact 
Dr.  Veronica  Santilli,  7000  Bay  Parkway,  Brooklyn  Tel: 
212/331-8400. 

CAMBRIDGE,  N.Y.,  Washington  County  needs  a Pediatrician. 
Contact  Eugene  A.  Merecki,  M.D.,  Mary  McClella  Hospital, 
Cambridge,  12816.  Tel:  518/677-261 1,  ext.  261. 

HEMPSTEAD,  N.Y  , Nassau  County  needs  a Pediatrician, 

Internist,  Psychiatrist.  Contact  Mr.  Pegalis,  54  Main  Street, 
Medical  Bldg.,  Hempstead,  1 1550.  Tel:  516/538-4531/ 
4532. 

LITTLE  FALLS,  N.Y.,  Herkimer  County  needs  a Pediatrician.  Con- 
tact Nicholas  A.  Prisco,  Adm„  Little  Falls  Hospital,  140  Burwell 
Street,  Little  Falls,  13365.  Tel:  315/823-1000,  ext.  261  or 
262. 

MAHOPAC,  N.Y.  Putnam  County,  50  miles  from  NYC,  needs  a 
Pediatrician.  Contact  Bernad  M.  Poritzky,  D.M.D.,  22  Putnam 
Professional  Park,  Mahopac  10541.  Tel:  914/628-3474. 

MARGARETVILLE,  Delaware  County  needs  a Pediatrician. 

Contact  Joseph  Kehoe,  Adm.,  Margaretville  Memorial 
Hospital,  Margaretville,  12455.  Tel:  914/586-2631. 

MIDDLETOWN,  N.Y.,  Orange  County  needs  a Pediatrician.  Contact 
David  Zylberman,  M.D.,  10  Benton  Avenue,  Middletown, 
10940. 

MIDDLE  VILLAGE,  N.Y.,  Queens  County  needs  a Pediatrician. 
Contact  Dr.  R.  Bell,  75-26  Furmanville  Avenue,  Middle 
Village  11379.  Tel:  212/326-0100. 

MONTOUR  FALLS,  N.Y.  Schuyler  County  needs  an  Ob/Gyn. 
Contact  John  J.  McDonald,  Adm.,  Schuyler  Hospital,  Montour 
Falls,  41865.  Tel:  607/535-7121. 

NEW  YORK  CITY,  needs  a Pediatrician.  Contact  Clarence  Fowe, 
M.D.,  346  Broadway  6th  Floor,  New  York  10013.  Tel:  212/ 
433-7854. 

YONKERS,  N.Y.,  Westchester  County  needs  a pediatrician.  Contact 
Dr.  L.  Kauffman,  Lewis  Rd.,  Irvington,  10533. 

DEADLINE  FOR  WHAT  GOES  ON 

Meeting  Dates  Deadline  Dates 

April  1977  February  1,  1977 

May  1977  March  1>  1977 


PSYCHIATRIST 

CORTLAND,  N.Y.  Cortland  County  needs  a staff  Psychiatrist.  For 
further  information  contact  Bartolo  J.  Spano,  Ph.D.,  Director, 
Mental  Health  Services,  15  Court  Street,  Cortland.  Tel: 
607/756-7523. 

RADIOLOGIST 

UTICA,  N.Y.  Oneida  County  needs  a Radiologist  to  join  two  staff 
Radiologists.  Training  should  be  in  all  areas  of  radiology  including 
special  procedures,  ultrasound  and  nuclear  medicine.  Contact 
B.  H.  Johnson,  M.D.,  Dept,  of  Radiology,  St.  Luke’s  Memorial 
Hospital  Center,  Box  479,  Utica,  15303. 


AMA’S  PHYSICIANS’  PLACEMENT 
SERVICE 

Physicians  seeking  placement  opportunities  outside  New  York  State 
should  contact  AMA,  Physicians’  Placement  Service,  535  N. 
Dearborn  Street,  Chicago,  III.  60610.  Tel:  312/751-6000  and 
also  refer  to  the  physicians’  opportunities  listed  in  the  classified 
ad  section  of  JAMA,  The  Journal  of  the  AMA. 


Physicians  who  wish  to  apply  to  the  MSSNY's  Physicians'  Place- 
ment Bureau  services,  address  your  request  to  the  Medical  Soci- 
ety of  the  State  of  New  York,  Physicians'  Placement  Bureau,  420 
Lakeville  Road,  Lake  Success,  N.Y.  11040,  or  Tel  516/488- 
6100.  ext.  241 

FOR  APPLICATION  FORM 
SEE  FOLLOWING  PAGE 

FOR  APPLICATION  FORM  FOR  OPENINGS 
FOR  PHYSICIANS  PLEASE  SEE  LAST 
PAGE 


TO:  Subscribers  to  "What  Goes  On  In  Medicine" 

FROM:  The  Editor 

As  a past  reader  of  "What  Goes  On"  you  may  be  interested  in  renewing  your  subscription.  Attached  is  an 
order  blank  for  your  convenience.  Please  send  a check  for  $3.00,  made  out  to  "What  Goes  On"  to  cover  a 
one  year  subscription  of  12  issues,  sent  first  class  mail  in  advance  of  the  New  York  State  Journal  of 
Medicine  (in  which  it  is  also  featured).  The  summer  issues  list  fall  meetings  and  courses  so  that  you  may 
plan  ahead  for  your  continuing  medical  education. 

The  Editors  thank  you  for  your  past  interest  in  "What  Goes  On"  and  invite  your  suggestions  and  comments. 


"WHAT  GOES  ON" 
SUBSCRIPTION  ORDER  BLANK 

RATES,  INCLUDING  POSTAGE 


$3.00  one  year 

12  issues  (Published  the 
15th  of  the  month) 

Make  checks  payable  to 
"What  Goes  On" 

□ I enclose  payment  Please  enter  my  subscription  for  one  year 

Name  

Address — 

City,  State 

(zip) 
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QUESTIONNAIRE  FOR  PHYSICIANS  SEEKING  LOCATIONS 
(Please  print  in  black) 

Name  Date 

Address 

(Zip  code  number)  (Telephone  Number) 

Date  of  Birth Place  of  Birth 

Citizenship  Status Marital  Status 

Medical  School Year  Graduated 

Internship 

Hospitals 

Residency 

Hospitals 

Specialty 

Licensed  in  what  States? 

Applied  for 

American  Board  Certificates  held? 

Eligible Certified  

Do  you  have  a New  York  State  License?  Date  of  Certificate 

Military  Status _____ __ 

Professional  Organization  Memberships 

Are  you  in  practice  ot  present? What  type  of  practice  are  you  interested  in? 

Solo Associate Industrial Group Ins  tltut  Iona  1_ 

Other 

Date  you  will  be  available  for  practice Former  locations  in  which  you  have 

pra  ct  iced 

(Give  daces) 


When  completed,  please  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the 

State  of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Tel.  516/  488-6100. 


Dates 


Dates 
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INFORMATION  REGARDING  OPENING  FOR  A PHYSICIAN 
(General  Practice  or  Specialist  Associate) 


Date 

Name  of  Town County State 

Population Population  of  area  served  by  physician 

What  type  of  specialty? New  opening? 

If  this  is  a replacement,  why  did  former  physician  leave? 

When  will  position  be  available? 

Please  list  special  requirements:  a)  Residency  training? 

b)  Board  eligible? Board  certified? Age? 

Please  describe  type  of  practice:  a)  Solo? b)  Association? Please  describe  the 

reason  for  associateship 

c)  Group  practice?  Please  give  details,  i.e.,  number  in  group,  number  in  this  specialty,  when 

group  was  commenced 


Please  show  what  type  of  financial  agreement  is  acceptable:  a)  Straight  salary?. 

b)  Percentage  basis? c)  Will  investment  be  necessary? 

d)  If  partnership  basis  is  acceptable,  how  soon  would  it  be  available?_ 

e)  Would  written  agreement  be  used? 

Office  space  available?  Yes No If  yes,  describe  briefly 


Living  quarters  available?  Yes NO If  yes,  describe  briefly. 


Is  there  a hospital  in  the  town?  Yes No If  yes,  please  describe,  i.e.,  number  of 

beds,  type  of  ownership,  how  soon  can  physician  obtain  hospital  privileges 


If  no,  please  describe  hospitals  in  nearby  areas 


List  any  other  features  which  you  consider  would  make  the  position  attractive  to  a prospective 

phys ician 


List  person  to  be  contacted  by  interested  physician  giving  name,  address  and  telephone  number 


When  completed,  kindly  return  to:  Physicians'  Placement  Bureau,  Medical  Society  of  the  State 

of  New  York,  420  Lakeville  Road,  Lake  Success,  N.Y.  11040.  Telephone:  (516)  488-6100. 
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BICENTENNIAL  WITH  PORTRAIT  OF  BENJAMIN  RUSH,  M.D.,  oil  on 
canvas,  1976,  by  Sevim  Eker  Khouri-Haddad,  M.D. 


Twelfth  in  a series  of  cover  illustrations  of  historic  interest  commemorating  the  Bicentennial  Year  1976 


For  lungs  that  need 
all  the  help  you  can  give  them 
in  chronic  bronchitis /emphysema 
Bronkotabs 

ephedrine/theophylline/glyceryl  guaiacolate/phenobarbital 


Potent  bronchodilation  and  rapid  reduction  of  bronchial 
edema  open  constricted  airways  for  easier  breathing. 

Efficient  expectorant  action  thins  and  loosens  tenacious 
mucus  to  facilitate  its  removal. 

Gentle  sedation  produces  mild  calming  action. 


Helpful  addition  to  an  aggressive  management  program 


BRONKOTABS 

Each  tablet  contains  ephedrine  sulfate  24  mg,  glyceryl  guaiacolate  100  mg, 
theophylline  100  mg;  phenobarbital  8 mg  (warning  may  be  habit-forming) 

PRECAUTIONS  With  Bronkotabs  therapy  sympathomimetic  side  effects  are 
minimal  However,  frequent  or  prolonged  use  may  cause  nervousness,  rest- 
lessness or  sleeplessness  Bronkotabs  should  be  used  with  caution  in  the 
presenceof  hypertension,  heart  disease,  or  hyperthyroidism  Drowsiness  may 
occur  Ephedrine  may  cause  urinary  retention,  especially  in  the  presence  of 
partial  obstruction  as  in  prostatism 

RECOMMENDED  DOSAGE  One  tablet  every  3 or  4 hours,  not  to  exceed  five 
times  daily  Children  over  6 one  half  adult  dose 

SUPPLIED  Bottles  of  100  and  1000  scored  tablets 


BREON  LABORATORIES  INC.  ■ 90  Park  Avenue,  New  York,  N Y 10016 


THE  MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

DEPART  BUFFALO  AND  NEW  YORK  MARCH  4- 
RETURN  MARCH  16,1977 


MAYALAND 

AND  WESTERN  CARIBBEAN  ISLANDS 
AIR-SEA  CRUISE 

ABOARD  THE  ELEGANT  'RENAISSANCE* 


' GRAND 

, COZUMEL  CAYMAN 


JT-AU-PRINCE 


Ttkal  • 

sWp  TOMAS 


Guatem< 


MIAMI/PORT  EVERGLADES 


GULF  OF  MEXICO 


PAYA  DEL  CA 
Chichen  itza  ■ 
Uxmal* 


MONTEGO  BAY 
CARIBBEAN  SEA 


For  rates  & information,  contact: 

Medical  Society  of  the  State  of  New  York 
Division  of  Membership  Benefits 
420  Lakeville  Rd.,  Lake  Success,  N.Y.  1 1040 
516-488-6100 

Full  payment  is  due  January  4,  1977. 


THE  ITINERARY 


Day  1.  Depart  via  scheduled  flight  for  Ft. 
Lauderdale  or  Miami.  On  arrival,  transfer  to 
the  "Renaissance"  Sail  in  the  evening  from 
Port  Everglades. 

Day  2.  Cruising 
Day  3.  In  Port-au-Prince,  Haiti 
Day  4.  Cruising  in  the  Caribbean 
Day  5.  In  Montego  Bay,  Jamaica. 

Day  6.  All  day  at  Grand  Cayman  Island 
Day  7.  Relaxing  at  sea 

Day  8.  Santo  Tomas  de  Castilla,  Guatemala. 
Optional  side  trips  to  Maya  sites  of  Tikal  and 
nearby  Quirigua.  Also,  to  the  highlands  visit- 
ing Antigua  and  Guatemala  city. 

Day  9.  Puerto  Cortez,  Honduras,  for  the  op- 
tional side  trip  to  the  Maya  ceremonial  center 
of  Copan.  Also,  to  nearby  San  Pedro  Sula. 

Day  10.  At  Cozumel  Island. 


Day  11.  Playa  Del  Carmen,  Mexico's  Yucatan. 
Optional  side  trips  to  several  Maya  centers  of 
the  area  including  Chichen  Itza,  Uxmal  and 
Tulum.  Also,  to  the  new  resort  of  Cancun. 


Day  12.  Cruising 

Day  13.  Morning  arrival  at  Port  Everglades. 
Transfer  to  the  airport  in  Ft.  Lauderdale  or 
Miami  for  return  flight. 


Before  prescribing  or  administering,  see  Sandoz  literature  for  full  product 
information.  The  following  is  a brief  summary. 


Contraindications:  Severe  central  nervous  system  depression,  comatose 
states  from  any  cause,  hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 


Temper  tantrums... 
sudden  changes  in 
moad... impairment 
af  orientatiin 

Mellaril  helps  calm  the  agitated  geriatric  patient.  It  not  only 
reduces  agitation  but  also  diminishes  anxiety,  excitement, 
and  hypermotiiity.  Of  course,  neurologic  deficit  cannot  be 
repaired,  but  the  patient  with  senile  psychosis  due  to  organic 
brain  syndrome  can  frequently  obtain  meaningful 
symptomatic  relief  with  Mellaril. 

for  the  agitated 
geriatric  uiith 
senile  psychosis 

meHaril 

[thioridazine] 

TABLETS:  50  mg.  thioridazine  HCI,  U.S.P. 


Warnings:  Administer  cautiously  to  patients  who  have  previous'y  exhibited 
a hypersensitivity  reaction  (e.g.,  blood  dyscrasias,  jaundice)  to  phenothia- 
zines.  Phenothiazines  are  capable  of  potentiating  central  nervous  system 
depressants  (e.g.,  anesthetics,  opiates,  alcohol,  etc.)  as  well  as  utropine 
and  phosphorus  insecticides;  carefully  consider  benefit  versus  r.sk  in  less 
severe  disorders.  During  pregnancy,  administer  only  when  the  potential 
benefits  exceed  the  possible  risks  to  mother  and  fetus. 

Precautions:  There  have  been  infrequent  reports  of  leukopenia  and/or 
agranulocytosis  and  convulsive  seizures.  In  epileptic  patients,  anticon- 
vulsant medication  should  also  be  maintained.  Pigmentary  retinopathy, 
observed  primarily  in  patients  receiving  larger  than  recommended  doses, 
is  characterized  by  diminution  of  visual  acuity,  brownish  coloring  of  vision, 
and  impairment  of  night  vision;  the  possibility  of  its  occurrence  may  be 
reduced  oy  remaining  within  recommended  dosage  limits.  Administer 
cautiously  to  patients  participating  in  activities  requiring  complete  mental 
alertness  (e.g.,  driving),  and  increase  dosage  gradually.  Orthostatic  hy- 
potension is  more  common  in  females  than  in  males.  Do  not  use  epineph- 
rine in  treating  drug-induced  hypotension  since  phenothiazines  may  induce 


a reversed  epinephrine  effect  on  occasion.  Daily  doses  in  excess  of  300  mg. 
should  be  used  „nly  in  severe  neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System— Drowsiness,  especially  with  large 
doses,  early  in  treatment;  infrequently,  pseudoparkinsonism  and  other  ex- 
trapyramidal  symptoms;  rarely,  nocturnal  confusion,  hyperactivity,  lethargy, 
psychotic  reactions,  restlessness,  and  headache.  Autonomic  Nervous  System 
—Dryness  of  mouth,  blurred  vision,  constipation,  nausea,  vomiting,  diar- 
rhea, nasal  stuffiness,  and  pa'lor.  Endocrine  System— Galactorrhea,  breast 
engorgement,  amenorrhea,  inhibition  of  ejaculation,  and  peripheral  edema. 
W/'/r-Dermatitis  and  skin  eruptions  of  the  urticarial  type,  photosensitivity. 
Cardiovascular  System— ECG  changes  (see  Cardiovascular  Effects  below). 
Other- Rare  cases  described  as  parotid  swelling. 

The  following  reactions  have  occurred  with  phenothiazines  and  should  be 
considered:  Autonomic  Reactions- Miosis,  obstipation,  anorexia,  paralytic 
ileus.  Cutaneous  Reactions- Erythema,  exfoliative  dermatitis,  contact  der- 
matitis. Blood  Wysaas/as-Agranulocytosis,  leukopenia,  eosinophilia,  throm- 
bocytopenia, anemia,  aplastic  anemia,  pancytopenia.  Allergic  Reactions- 
Fever,  laryngeal  edema,  angioneurotic  ederna,  asthma.  Hepatotoxicity— 
Jaundice,  biliary  stasis.  Cardiovascular  Effects— Changes  in  terminal  por- 
tion of  electrocardiogram,  including  prolongation  of  Q-T  interval,  lowering 
and  inversion  of  T-wave,  and  appearance  of  a wave  tentatively  identified 
as  a bifid  T or  a U wave  have  been  observed  with  phenothiazines,  including 
Mellaril  (thioridazine);  these  appear  to  be  reversible  and  due  to  altered 
repolarization,  not  myocardial  damage.  While  there  is  no  evidence  of  a 
causal  relationship  between  these  changes  and  significant  disturbance 
of  cardiac  rhythm,  several  sudden  and  unexpected  deaths  apparently  due  to 
cardiac  arrest  have  occurred  in  patients  showing  characteristic  electro 
cardiographic  changes  while  taking  the  drug.  While  proposed,  periodic 
electrocardiograms  are  not  regarded  as  predictive.  Hypotension,  rarely 
resulting  in  cardiac  arrest.  Extrapyramidai  Symptoms— Akathisia,  agitation, 
motor  restlessness,  dystonic  reactions,  trismus,  torticollis,  opisthotonus, 
oculogyric  crises,  tremor,  muscular  rigidity,  and  akinesia.  Persistent  Tardive 
Z7/s^/'/7es/a-Persistent  and  sometimes  irreversible  tardive  dyskinesia, 
characterized  by  rhythmical  involuntary  movements  of  the  tongue,  face, 
mouth,  or  jaw  (e.g.,  protrusion  of  tongue,  puffing  of  cheeks,  puckering  of 
mouth,  chewing  movements)  and  sometimes  of  extremities  may  occur 
on  long-term  therapy  or  after  discontinuation  of  therapy,  the  risk  being 
greater  in  elderly  patients  on  high-dose  therapy,  especially  females;  if 
symptoms  appear,  discontinue  all  antipsychotic  agents.  Syndrome  may  be 
masked  if  treatment  is  reinstituted,  dosage  is  increased,  or  antipsychotic 
agent  is  switched.  Fine  vermicular  movements  of  tongue  may  be  an  early 
sign,  ana  syndrome  may  not  develop  if  medication  is  stopped  at  that  time. 
Endocrine  Disturbances- Menstrual  irregularities,  altered  libido,  gyneco- 
mastia, lactation,  weight  gain,  edema,  false  positive  pregnancy  tests. 
Urinary  Disturbances-Re\en\m,  incontinence.  Others— Hyperpyrexia;  be- 
havioral effects  suggestive  of  a paradoxical  reaction,  including  excitement, 
bizarre  dreams,  aggravation  of  psychoses,  and  toxic  confusional  states; 
following  long-term  treatment,  a peculiar  skin-eye  syndrome  marked  by 
progressive  pigmentation  of  skin  or  conjunctiva  and/or  accompanied  by 
discoloration  of  exposed  sclera  and  cornea;  stellate  or  irregular 
opacities  of  anterior  lens  and  cornea;  systemic  lupus 
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